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When  sulfonamides  are  administered, 
a sparkling  glass  of  ALKA-ZANE* 
Alkaline  Effervescent  Compound 
makes  a worthy  companion,  provid- 
ing cations  and  fluid  to  protect  against 
crystalluria. 

One  heaping  tablespoonful  of  'ALKA- 
ZANE'  in  a glass  of  water,  as  a re- 
freshing "chaser"  for  each  dose  of 
the  sulfa  drug,  serves  to 


sparkling 
companion.  • . 

to  the  sulfonamides 


JklillJksZJilila 


• augment  the  alkaline  reserve 

• alkalinize  the  urine 

• encourage  fluid  intake 

• produce  a mild  diuretic  effect 

To  ensure  maintenance  of  proper  pH 
levels  during  sulfonamide  therapy, 
make  'ALKA-ZANE'  a companion  pre- 
scription to  the  sulfa  drugs. 


One  heaping  teaspoonful  of  'ALKA- 
ZANE' in  solution  provides  41.0  gr. 
(2.7  Gm.)  sodium  citrate.  25.0  gr. 
(1 .6  Gm.)  sodium  bicarbonate.  3.8  gr. 
(0.25  Gm.)  magnesium  phosphate. 


WILLIAM  R.  WARNER  & CO.,  INC. 


Supplied  in  1 /j  oi. 


NEW  YORK 


ST.  LOUIS 


4 oz.  and  8 ox.  sizes. 


•T.M.  Reg.  U.  S.  Pot.  Off. 
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PILLS 


Digitalis 

*1 Davies,  Rose) 

l>/2  grains 
(0.1  Gram) 

CAUTION:  To  be  dis- 
pensed only  by  or  on  the 
prescription  of  a phy- 
Sician. 

DAVIES,  BOSE  & CO.,  IW. 
Boston,  Miss.,  0.5.4. 


PiL  Digitalis  ('Davies,  Rose ) 

0.1  Gram  ( ll/2  grains) 

Physiologically  Standardized 

Each  pill  contains  0.1  Gm.  (114  grs.)  Powdered  Digitalis,  produced 
from  carefully  selected  leaf  of  Digitalis  purpurea,  therefore  of  an  activity 
equivalent  to  1 U.S.P.  Xll  Digitalis  Unit. 

When  Pil.  Digitalis  (Davies,  Dose)  are  dispensed  on  a prescription, 
the  physician  is  assured  that  the  patient  receives  digitalis  in  its  completeness 
and  obtains  the  full  benefit  of  the  therapy. 

Trial  package  and  literature  sent  to  physicians  on  request. 


Davies,  Rose  & Company,  Limited 

Manufacturing  Chemists,  Boston  18,  Massachusetts 
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Experience  is  the  Best  Tear*. 

JOHN  HUGHES  BENNETT  (1812-1875)  proved  it  in  hist  oJ 


Bennett’s  experiences,  gained  by  linking  physiology  with  clinical  medicine, 
led  him  to  institute  the  practical  study  of  histology,  to  recognize 
the  medicinal  value  of  cod  liver  oil,  and  to  be  the  first 
to  describe  the  blood  condition  leukemia  — Bennett's  disease. 


R.  J.  Reynolds  Tobacco  Company,  Winston-Salem.  N.  C. 


es!  And  experience  is  the  best  teacher  in  smoking,  too! 

DURING  tile  wartime  cigarette  shortage, 
people  smoked  many  different  brands — any 
brand  they  could  get.  And  as  they  smoked — they 
naturally  compared  the  different  brands  . . . for 
taste,  for  mildness,  for  coolness  . . . for  all-round 
smoking  enjoyment.  More  and  more  smokers 
found  from  the  experience  of  those  comparisons 
that  Camels  suit  them  best. 

Result?  More  people  are  smoking  Camels  than 
ever  before! 

Aecoriiiny  to  a A'ationtvitlv  survvy: 


More  Doctors  Smoke  €!JLMJEM/S 

than  any  other  eiyarette 

Three  nationally  known  independent  research  organizations  asked 
113,597  doctors  — in  every  branch  of  medicine  — to  name  the  cigarette 
they  smoked.  More  doctors  named  Camel  than  any  other  brand. 
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Each  Suppository  Contains: 
Pentobarbital  Sodium  0.05  Gm. 
Phenobarbital  Sodium  0.05  Gm. 

Warning:  May  be  habit  forming 
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In  its  pronounced  ability  to 
control  allergic  manifestations, 
Hydryllin  is  outstanding  among 
antihistaminic  agents. 

Of  great  significance  also  is 

<d  r> 

diminished  incidence  of  side 
reactions  — drowsiness, 
central  nervous  depression 
and  the  like. 

Thus,  with  Hydryllin  therapy,  the 
patient  experiences  desirable 
therapeutic  relief  with  minimal 
undesirable  manifestations. 


HYDRYLLIN 


SEARLE 


RESEARCH 
IN  THE  SERVICE 
OF  MEDICINE 


Each  tablet  contains: 

Diphenhydramine*  (Searle)  . 25  mg. 
Aminophyllin  (Searle) 100  mg. 

Indicated  in  urticaria — hay  fever 
allergic  rhinitis  with  or  without 
asthma — asthma  atopic  and  eczem- 
atous dermatitis  and  drug  allergic*. 
Hatties  of  100  tablets. 


* Diphenhydramine  is  the  mane  adopted  hy 
the  Council  on  Pharmacy  anil  Chemistry 
of  the  American  Medical  Association  for 
1 3-dimeth ylaminoeth  vl  henzoh ydrvl  ether. 
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C.  I).  Searle  X Co.,  Chicago  HO.  Illinois 
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Operates 
with  plates, 
drum,  pads, 
cable,  etc. 


Liebel-Flarsheim  is  an  outstanding  name  in  the  field  of 
medical  diathermy.  The  L-F  Model  SW-227  embodies  all 
the  latest  improvements  in  diathermy  apparatus.  It  is 
of  single-tube  construction,  “Wavemaster”  frequency- 
controlled,  and  features  all  leading  types  of  treatment 
applicators  . . . hinged  treatment  drum,  air-spaced  plates, 
pads,  cable,  etc. 

F.C.C.  TYPE  APPROVAL  NO.  D-472 

— which  is  your  guarantee  of  freedom  from  worry  over 
non-conformance  with  the  new  government  regulations. 

WRITE  FOR  FACTUAL  BOOKLET 
"WHAT  you  SHOULD  KNOW  ABOUT  F.C.C. 
REGULATION  OF  MEDICAL  DIATHERMY” 
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Protein 

Hydrolysate 

Baxter 


Manufactured  by 

BAXTER  LABORATORIES 

Morton  Grove,  Illinois  • Acton,  Ontario 


Baxter 


PI  ON  E £ R NAME  IN 
PARENTERAL  THERAPY 


For  flexibility  in  protein  hydrolysate 
therapy,  Baxter  gives  you  two  solutions 
— 5%  Protein  Hydrolysate  and  5%  Pro- 
tein Hydrolysate  with  5%  Dextrose. 
Autoclaved  to  assure  sterility,  these  solu- 
tions meet  the  same  high  standards 
applied  to  all  Baxter  products. 

The  unique  flexibility  is  characteristic 
of  the  integrated  Baxter  program  of 
parenteral  therapy  with  its  wide  selection 
of  solutions,  equipment  and  standardized 
procedures.  No  other  method  is  used  by 
so  many  hospitals.  Write  for  full  infor- 
mation and  literature. 


Distributed  and  available  only  in  the  37  states  east  of  the  Rockies  through 

AMERICAN  HOSPITAL  SUPPLY  CORPORATION 


EVANSTON,  ILL. 


WASHINGTON,  D.  C. 
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Quickly  applied 
Relieves  pain 

Supplies  Compres- 
sion and  Topical 
Medication 
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CYRESTRONE,  trademark  reg. 
U.  S.  Pat.  Oft.  and  Canada 


The  businesses  formerly  conducted  by  Winthrop  Chemical  Company,  Inc. 
and  Frederick  Stearns  & Company  ore  now  owned  by  Winthrop-Stearns  Inc. 


WINTHROP  STEARNS 


INC. 


New  York  13,  N.  Y.  Windsor,  Ont. 


10,000  and  20,000  I U./cc.  for  intramuscular  use,  in  ampuls  of  1 cc.,  vials  of  10  cc.  and  30  cc. 


CYRESTRONE 

Natural  Estrogens  in  Crystalline  Form 


ENJOYING  LIFE  AGAIN 

The  feeling  of  well-being  experienced  by  the  menopausal  woman  treated  with 
Cyrestrone  is  probably  the  most  gratifying  effect  of  this  natural  estrogen 
preparation.  Cyrestrone  rapidly  alleviates  depression,  irritability,  dizziness,  hot 
flashes  and  other  disturbances  of  the  menopausal  syndrome. 
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An  A(^eAr  RetisieA  PlufdAxUan 

Beneficiary  of  the  PHYSICIANS’  HOME 
on  receiving  his  first  monthly  check  for 
maintenance  and  comfort: 

44 Out  of  the  darkness  of  night 
The  world  rolls  into  light 
It  is  daybreak  everywhere.’’' 


PHYSICIANS’  HOME 

52  EAST  66th  STREET  . NEW  YORK  21,  N.  Y. 
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IS  KAY’S 
ORALATOR 


controls 

cough 

quichlg 

because 

it 

acts 

directly 


The  anesthetic-analgesic  vapor*  from  Eskay’s  Oralator  is  delivered  by  inhalation 
through  the  MOUTH  directly  to  the  lining  of  the  trachea  and  larynx — 
where  it  acts  almost  instantaneously  to  control  cough.  The  patient  gets  relief 
in  a matter  of  seconds. 

This  local  therapy  produces  no  appreciable  systemic  effects,  and  thus  avoids  the 
depressant  action  of  sedatives  and  narcotics. 

Eskay’s  Oralator  is  outstandingly  convenient — easy  to  use  anywhere  at  any 
time.  Your  patients  will  appreciate  your  prescribing  this  quick-acting  oral  inhaler. 
Smith,  Kline  & French  Laboratories,  Philadelphia. 

*»/.«„»  orMiatar 

A rerolutionarif  tulvanw  in  thv  irvutmvnt  «/  voutfh 


*(  The  active  ingredient  is  2-amino-6-methylheptune,  S.  K.  F.) 
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Octrn 


for  Relief  of  Smooth  Muscle  Spasm 


Octin  is  an  antispasmodic,  indicated  for  the 
treatment  of  spastic  conditions,  particularly  of 
the  genito-urinary  and  gastrointestinal  tracts. 

TABLETS  - 2 grains  Octin  mucate. 

ORAL  SOLUTION  - 10%  aqueous  solution  ( I % grains  per  cc.) 
AMPULES  - I cc.  ( I V2  grains  Octin  hydrochloride.) 

Octin  1 methyliHooctenylamin®!  Trade  Mark  HilhuLer. 

BILHUBcR-KNOLL  CORP.,  ORANGE,  N.jT 
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a NEW  COMBISUL 

another  step  toirard 
safer  sulfonamide  therapy 

First  to  make  available  to  the  medical  profession  a 
combination  of  two  different  sulfonamides  for  the  purpose  of 
decreasing  the  danger  of  renal  toxicity,  Schering  now 
introduces  a new  Combisul*  containing  the  three  most 
valuable  sulfonamides  lor  systemic  therapy  — sulfadiazine, 
sulfamerazine  and  sulfathiazole.  The  mixture  of  these  three 
compounds  extends  further’  the  proved  value  of 
previous  dual  combinations: 

COMBISUL 

greatly  increased  urinary  solubility 
decreased  likelihood  of  renal  irritation 
increased  potentiation  of  therapeutic  effects 

Combisul  is  available  in  two  forms:  Tablets  of  0.5  Gin. 
consisting  of  0.166  Gm.  each  of  sulfadiazine,  sulfamerazine  and 
sulfathiazole;  and  Liquid,  a palatable  suspension 
containing  0.166  Gm.  of  each  of  the  same  sulfonamides 
per  leaspoonful  for  children  and  adults  who  cannot  swallow 
tablets  easily.  Indications  are  the  same  as  for  the 
individual  components  of  the  mixture. 

Gombisi  i Tablets;  0.5  Gm.  in  bottles  of  100  and  1000. 
CoMHtst  i.  l iquid:  0.5  Gm.  per  cc.  in  bottles  of  4 and  16  oz. 

1.  L**hr,  L).:  Pruc.  Soc.  fcxper.  Biol.  & Mt*d.  64:393,  1947 


CORPORATION  • BLOOMFIELD,  NEW  JERSEY 

IN  CANADA,  SCHERING  CORPORATION  I.IMITED,  MONTREAL 


14 


NUMBER  2 OF  A SERIES 


CHOLINE 


For  a 

Better  Prognosis 
In  Chronic  Hepatitis 


Laennec’s  cirrhosis  (alcoholic,  atrophic,  portal  or  diffuse 
nodular  cirrhosis;  hobnail  liver,  gin-drinker's  liver)  is  the 
most  common  form  of  hepatic  cirrhosis.  Recent  work  indi- 
cates that  alcoholism  plays  only  a secondary  role  in  the 
etiology  of  hepatic  cirrhosis;  the  primary  causative  factor 
is  that  of  a chronic,  multiple  nutritional  deficiency. 

The  first  stage  in  the  etiology  of  chronic  hepatitis  (cirrhosis) 
is  probably  that  of  a fatty  infiltration  induced  by  alcoholism; 
by  diets  high  in  neutral  fats  or  cholesterol;  by  the  effects 
of  toxic  agents  such  as  chloroform  or  carbon  tetrachloride; 
or  by  an  inadequate  intake  of  protein,  carbohydrates, 
vitamins  and  lipotropic  agents. 

Fatty  degeneration  is  followed  by  necrosis  and  atrophy  of 
functional  liver  cells.  The  recognition  of  liver  dysfunction 
is  often  delayed  until  signs  and  symptoms  indicate  an  ad- 
vanced stage  of  hepatic  insufficiency.  Today,  through 
recognition  of  the  role  of  nutritional  deficiency  in  cirrhosis, 
emphasis  has  shifted  to  early  diagnosis  and  treatment.  The 
prognosis  in  chronic  hepatitis  is  changing  from  poor  to 
good. 

Syrup  Choline  Dihydrogen  Citrate  (Flint),  a stable  and  com- 
pletely palatable  form  of  the  lipotropic  agent,  choline,  is 
indicated  in  conditions  in  which  hepatic  dysfunction  may  be 
associated  with  impaired  lipid  metabolism. 

Syrup  Choline  Dihydrogen  Citrate  (Flint)  — 25  Per  cent 
W/V  — is  supplied  in  pint  and  gallon  bottles. 


For  complete  information  write 


FLINT,  EATON  & COMPANY 

DECATUR  • ILLINOIS 
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Eating  is  merely  a necessary  waste  of  time  for  Miss  Sten- 
ton.  She  oversleeps  after  late  dates,  sneaks  out  of  the 

office  for  a bit  of  breakfast,  gulps  lunch  so  she  can  bargain- 

Each  Dayamin  Capsule  contains:  y , , , ■ , , r . , 

J hunt  on  her  noon-hour,  wields  a can-opener  tor  a quick 

Thiamine  dinner  in  her  apartment.  Eventually  she  becomes  one  of 

Hydrochloride 5 mg. 

Riboflavin  5 m g the  statistics  in  America’s  too  high  percentage  of  subclinical 

Nicotinamide 25  mg.  vitamin  deficiency  cases — that  great  group  of  persons  who 

Pyridoxine  do  not,  will  not  or  cannot  maintain  a balanced  diet.  For 

Hydrochloride 1.5  mg.  , i - r r ,i 

......  _ ° such  cases,  dietary  reform  may  come  hrst;  then,  as  a wise 

rantothemc  Acid 5 mg. 

(as  calcium  pantothenate)  precaution,  many  physicians  are  also  prescribing  easy-to- 

Ascorbic  Acid 100  mg.  take  Dayamin  capsules,  Abbott’s  multiple  vitamins.  Note 

Vitamin  A .10, 000  U.S.P. units  the  formu]a;  sjx  essential  vitamins  plus  pyridoxine  and 

Vitamin  D ..  1000  U.S.P.  units  . 

pantothenic  acid  ...  all  six  vitamins  in  amounts  which 

make  Dayamin  suitable  either  as  a supplement  or,  in 
slightly  larger  doses,  as  a therapeutic  agent.  Your  phar- 
macy has  Dayamin  capsules  in  bottles  of  30,  100  and  250 — 
also  palatable  Dayamin  Liquid  in  90-cc.  and  1-pint  bottles. 

Abbott  Laboratories,  North  Chicago,  Illinois. 


specify 


[AEBOTT'S  MULTIPLE  VITAMINS) 


It) 


>yjeer/  :/  leco  ver^  t /L 

CERVICITIS 


PENICILLIN  VAGINAL  SUPPOSITORIES 


Particularly  useful  in  the  medical  and  surgical  management  of  cervicitis  due  to  (or  complicated  by) 
penicillin-sensitive  organisms. 


ADVANTAGES  • Potent  dosage  at  site  of  infection  — each  suppository  provides  100,000  units  of 
penicillin  • Painless  administration  • Simplicity  and  convenience. 


Early  favorable  response  establishes  the  effectiveness  of 
Penicillin  Vaginal  Suppositories  Schenley. 

Suggested  Dosage:  One  suppository  on  retiring  or  as  required. 

SCH  ENLEY.'.LABORATORIES,  INC. 
Executive  Offices:  350  Fifth  Ave,  New  York  1,  N.  Y. 

© Schenley  Laboratories.  Inc. 
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NEW  adaptation  of  ARGYROL 

ARGYPULVIS 

for  combined  office  and  home  treatment  of 

TRICHOMONIASIS 


For  Use  by  the  Physician 
7-gram  bottles  Jitting  Holmspray 
or  equivalent  powder  blower 


For  Home  Use  by  the  Patient 
2-gram  capsule  for  insertion  by  the  patient 


The  proved  effectiveness  of  ARGYROL  as 
a protozoacidal , bacteriostatic,  and  de- 
tergent agent  of  choice  is  now  made 
available  in  a new  field  of  application. 

As  amply  demonstrated  in  the  work 
of  Reich,  Button  and  Nechtow*,  ARGY- 
PULVis  fully  utilizes  this  protozoacidal 
property  in  a form  most  readily  adapted 


to  essential  office  treatment  and  sup- 
plementary home  regimen. 

Also,  the  bacteriostatic,  detergent 
and  demulcent  properties  of  akgypulvis 
offer  additional  advantages  in  the  treat- 
ment of  cervicitis  and  vaginitis  asso- 
ciated with  Trichomoniasis  • — further 
reasons  for  its  proven  efficacy. 


Composition  . . . Physical  Properties 


argypulvis  contains  powdered  argyrol 
(20%),  Kaolin  (40%)  and  Beta  Lactose 
(40%)  . . . finely  milled,  to  provide  the 


fluffiness  which  makes  for  easy  insuf- 
flation, and  with  an  attraction  for 
water  which  promotes  fast  action. 


ARGYPULVIS 

2-gram  capsules  7-gram  bottles 

in  bottles  of  12  in  cartons  of  3 


INTRODUCTORY  TO  PHYSICIANS:  On  request  we  will  send 
professional  samples  of  argypulvis  (both  forms)  together  with 
a reprint  of  the  Reich,  Button,  Nechtow  report. 


Write  to:  A.  C.  BARNES  COMPANY  . . NEW  BRUNSWICK,  N.  J. 

* Reich,  Ration  and  Nechtotv , ,f Treatment  of  Trichomonas  Vaginalis , 

V aginitis Surgery , Gynecology  and  Obstetrics , May  1 94  7 , pp,  891-896 


IT  IS 


GOOD  PRACTICE 


. . . in  judging  the  irritant  properties  of  cigarette 
smoke  , . . to  base  your  evaluation  on  scientific  research. 
In  judging  research,  you  must  consider  its  source*. 

Philip  Morris  claims  of  superiority  are  based  not 
on  anonymous  studies,  but  on  research  conducted  only 
by  competent  and  reliable  authorities,  research  re- 
ported in  leading  journals  in  the  medical  field. 

Clinical  as  well  as  laboratory  tests  have  shown 
Philip  Morris  to  be  definitely  and  measurably  less 
irritating  to  the  sensitive  tissues  of  the  nose  and  throat. 
May  we  send  you  reprints  of  the  studies? 


Philip  Morris 

Philip  Morris  & Co.,  Ltd.,  Inc., 

119  Fifth  Avenue,  N.  Y. 


* Laryngoscope , Feh.  I 935,  Vol.  XLV , No.  2,  149-154  Proc.  Soc.  Exp.  Biol,  and  Med.,  1934,  32,  241 

Laryngoscope,  Jan.  1937,  Vol.  XLV  11,  No.  1,  58-60  N.  Y.  State  Journ.  Med.,  Vol.  35.  6-1-35.  No.  11.  $90-592. 


TO  THE  PHYSICIAN  WHO  SMOKES  A PIPE:  We  suggest  an  unusually  fine  new  blend -Country 
Doctor  Pipe  Mixture.  Made  by  the  same  process  as  used  in  the  manufacture  of  Philip  Morris  Cigarettes. 


DO 

YOU 

KNOW 

WHAT 

THESE 

SYMBOLS 

STAND 

FOR? 


» R SI  C S 

You  can  depend  on  any  product 
that  bean  the  name  Rexall. 


Th  is  is  the  battle  banner  of  the  National  Foun- 
dation for  Infantile  Paralysis.  The  slim,  sword- 
like torch  is  the  stern  symbol  of  a tireless  war 
on  a dreaded  disease. 

The  finest  of  doctors  and  scientists  have  given 
of  their  time  and  skill  and  knowledge  to  fight 
poliomyelitis.  And  annually  since  its  inception 
in  1938,  the  National  Foundation  for  Infantile 
Paralysis  has  conducted  the  March  of  Dimes, 
in  a nation-wide  appeal  for  funds  to  carry  on 
the  work. 

The  familiar  blue  and  white  symbol  above  your 
neighborhood  drug  store  tells  you  that  he  is 
a Rexall  druggist.  Some  10,000  Rexall  Drug 
Stores  throughout  the  nation  are  proud  to  join 
with  the  American  people  in  support  of  the 
1948  March  of  Dimes,  from  January  15  to 
January  30. 

REXALL  DRUG  COMPANY 

LOS  ANGELES,  CALIFORNIA 

PHARMACEUTICAL  CHEMISTS  FOR  MORE  THAN  45  YEARS 


/ 

/laboratories,  INC., 

f Pharmaceutical  Manufacturers, 
Newark  7,  N.  J. 


- n 


In  the  treatment  of  hypochromic  anemias,  particularly 
iron-deficiency  anemia  of  pregnancy,  gastro-intestinal 
iron-tolerance  is  of  paramount  importance  to  both  clinician 
and  patient. 

White's  Mol-Iron — a new  molybdenum-iron  complex — will, 
therefore,  prove  of  especial  clinical  interest.  Recent 
clinical  investigations,  in  which  Mol-Iron  was  compared 
with  ferrous  sulfate,  showed  : 

substantially  reduced  incidence  of  gastro- 
intestinal side-effects , as  well  as  more  rapid 
hemogenesis  with  a smaller  intake  of 
therapeutic  iron  over  fewer  treatment  days. 

Try  Mol-Iron  in  your  most  “iron-intolerant”  case  of  hypo- 
chromic anemia.  Confirm  for  yourself  the  more  rapid 
therapeutic  action  and  greater  freedom  from  side-effects. 


White’s  Mol-Iron  is  a specially  processed,  co-precipitated, 
stable  complex  of  molybdenum  oxide  3 mg.  (1  /20  gr.)  and 
ferrous  sulfate  195  mg.  (3  gr.). 


In  bottles  of  100  and  WOO  tablets. 
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dose 
the 

door. . . When  the  patient  requires 
sedation,  administration  of  DORMITOL* 
COMPOUND  gently  but  firmly  closes  the 
door  on  nervous'  symptoms  and  induces 
restful,  refreshing  sleep. 

DORMITOL 

Trademark 

Compound 

Sedative  and  Hypnotic 

Pleasingly  flavored  liquid  preparation 
combining  the  values  of  phenobarbital 
and  strontium  bromide  in  securing  opti- 
mal response  with  minimum  after-inertia. 
Strontium  bromide  complements  the 
action  of  barbiturate  and  reduces  the 
amount  required. 

DORMITOL  is  sugar-free  and  may 
therefore  be  used  for  diabetic  patients 
requiring  sedation.  Prescription  of 
DORMITOL  does  not  reveal  presence  of 
phenobarbital  to  the  patient. 

Each  teaspoonful  (about  4 cc.)  of 
DORMITOL  COMPOUND  provides: 
grain  phenobarbital,  1 grain  strontium 
bromide,  in  20  per  cent  alcohol  vehicle. 
SUPPLIED:  In  clear  glass  bottles  con- 
taining 8 fl.  oz.  and  1 gal. 

♦Exclusive  trademark  of  Buffington’s,  Inc. 

BUFFINGTON’S,  INC. 

Pharmaceutical  Chemists  Since  1865 
WORCESTER  8,  MASS. 
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W/yfr  AT  PEDIFORME 

jjjr  your  prescription 

r IS  FOLLOWED  CAREFULLY 
AND  ACKNOWLEDGED  FOR 
YOUR  RECORDS... 


SHOPS  CONVENIENTLY  LOCATED 


MANHATTAN-34  West  36th  Street 
BROOKLYN— 288  Livingston  Street 
FLATBUSH  — 843  Flatbush  Avenue 
HEMPSTEAD  — 241  Fulton  Avenue 
NEW  ROCHELLE— 545  North  Avenue 
EAST  ORANGE-29  Washington  PI. 
HACKENSACK-290  Main  Street 


SALINIDOL 

Formula  U.S.P.H.  Service 


Salicylanilid 5% 

Carbowax 95% 


Ringworm  of  the  Scalp 

(Microsp.  Audouini  or  Microsp. 
Lanosum) 

Salinidol — Greaseless,  Stainless, 
Odorless.  Easily  removed  with 
water. 

The  hair  must  be  clipped  every 
10  days  and  Salinidol  applied 
daily. 

Please  write  for  sample  and 
literature. 

DOAKCO.,  INC. 

Cleveland,  Ohio 

N y 1-48 


PRESERVED 

Sheep  Cells 


Gives  accurate  and  reliable  results 
in  complement  fixation  and  hetero- 
phile  anti-body  tests. 

Guaranteed,  for  one  month 
from  date  of  shipment. 


Prices 

lOcc  vial $1.50 

30cc  bottle 3.50 


Discounts  on  Monthly  Contracts 

CERTIFIED  BLOOD  DONOR 
SERVICE 

146-16  Hillside  Are.  Jamaica  2,  N.  Y. 


MALPRACTICE  INSURANCE 
PROTECTION* 

Jor 

INFORMATION,  ADVICE 
or  ASSISTANCE 


refer  to 

HARRY  F.  WANV1G 
Authorised  Indemnity  Representative  of 

THE  MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 


70  Pine  Street  New  York  City  5 


Telephone:  Digby  4-7117 
* For  Alembert  of  the  State  Society  only 


ULTRACAIN 

OINTMENT 


Prompt  relief  of  pain,  itching  and  burning 
with  minimum  dosage  ( less  than  1%)  of 
combined  para-amino  benzoates  . . . 


'S  YET  VIRTUALLY  FREE  FROM  SENSITIZATION* 


Unusually  rapid  healing*  of  many  cuta- 
neous lesions  through  local  anesthetic  and 
cod-liver  oil  content. 

V'  Helpful  in  preventing  secondary  infections 
through  bacteriostatic  and  fungistatic  ac- 
tion of  sodium  propionate  (2%). 

V'  Effective  skin  penetration  with  lipophilic 
base. 

*Combes,  F.  C.,  Reschke,  M.  and  Saperstein,  R.  B.:  Topical  Anes- 
thesia Effect:  on  Tissue  Regeneration,  Am.  J.  Surg.,  July,  1947. 


Indicated  in: 

Pruritus  — 
ani,  vulvae 
Fissures 

Cutaneous  ulcers  a. 
Burns 

Non-specific 

dermatitis 

l 

Hemorrhoids 


> 


Available  in  1 oz.  tubes  with  applicator 
and  1 lb.  jars.  Samples  on  request. 


CHATHAM  PHARMACEUTICALS,  INC. 

Makers  of  Koagamin 
NEWARK  2,  NEW  JERSEY 

Distributed  in  Canada  by 


tracoin  Ointment  tp  the  Registered  Trade 
Mork  of  Chatham  Pharmaceuticals,  Inc. 
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The  Lanteen  diaphragm  is  rigid  in  one  plane,  therefore  easy  to  place.  When  largest 
comfortable  size  is  fitted,  if  entering  rim  lodges  against  cervix,  trailing 
rim  cannot  be  forced  into  pubic  arch. 


Lanteen  jelly  has  three  important  advantages: 

1.  Reliable  . . . spermicidally  effective. 

2.  Tenacious  in  its  viscosity. 

3.  Non-irritating  . . . Non-toxic. 

Offered  only  through  the  medical  profession.  Complete 
package  sent  physicians  on  request. 


ttfeett 


LANTEEN  MEDICAL  LABORATORIES,  INC.  • CHICAGO  10 


January  is  a Par-Pen  month 


k 

W % 


The  physician’s  demand 
for  a penicillin-vasoconstrictor 
combination  for  local  use  has 
been  answered  with  Par-Pkn. 
The  potent  antibacterial 
action  of  penicillin  . . . The  rapid  and 
prolonged  vasoconstriction  of  Paredrine’. . . 
The  wide  margin  of  safety  . . . 

all  these  contribute  to 
Par-Pf.n's  usefulness  in 
appropriate  rhinological  cases. 


Smith , Kline  & French  Laboratories 
Philadelphia 


the  penicillin-vasoconstrictor  combination 

for  intranasal  use 


ar-Pen 


TO  BETTER  NUTRITION 


In  dietary  planning,  the  physician  may  prescribe  with 
complete  confidence  any  of  Borden's  nutritional 
preparations.  They  conform  at  all  times  to  the  most 
modern  concepts  of  nutritional  science,  and  are 
formulated  and  produced  with  meticulous  concern’ 
for  quality,  purity,  and  clinical  serviceability. 

BIOL  AC,  approximating  human  milk  in  its  nutritional  content 
and  digestibility,  is  an  ideal  replacement  for  mothers’  milk. 

With  the  addition  only  of  ascorbic  acid,  it  becomes  a complete 
food  — “baby  talk  lor  a good  square  meal”. 

MULL-SOY  is  a hypoallergenic  soy  concentrate  — for  those 
allergic  to  milk  — closely  resembling  cow’s  milk  in  all  its 
nutritional  values,  but  without  the  offending  animal  proteins. 
When  milk  becomes  “forbidden  food”,  Mull-Soy  offers 
a nutritionally  efficient  replacement. 

DRYCO  provides  a “master  key”  to  infant  nutrition  with  its 
wide  range  of  formula  flexibility  for  individual  needs. 

Its  high  protein,  low  fat,  intermediate  carbohydrate  ratio 
— for  use  with  or  without  added  carbohydrate  — makes  it  the 
“custom-formula”  food  for  all  infant  requirements. 

BETA  LACTOSE  is  a highly  palatable  and  readily  soluble 
formula  modifier  in  the  form  of  an  improved  milk  sugar, 
five  times  more  soluble  than  alpha  lactose.  Milk’s  natural 
carbohydrate  for  infants  and  adults  alike. 

KLIM  solves  the  problem  whenever  fluid  milk  is  indicated  in 
the  diet,  but  lack  of  availability  or  of  refrigeration  make 
its  use  impracticable.  This  superior  quality,  spray-dried, 
whole  milk,  with  soft  curd  properties  is  invaluable 
for  use  in  infant  feeding,  or  for  dietotherapy  in 
peptic  ulcer  and  other  special  adult  diets. 

The  nutritional  statements  of  this  advertisement  are  acceptable 
to  the  Council  on  Foods  and  Nutrition  of  the  A.  M.  A. 

These  Borden  Prescription  Products  are  available  at  all 
pharmacies  Full  detailed  professional  information 
gladly  supplied  on  request 

BORDEN'S  PRESCRIPTION  PRODUCTS  DIVISION 

350  MADISON  AVENUE  • NEW  YORK  17,  N.  Y. 
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Tyrothricin,  potent  antibacterial  extract  of 
Dubos’  bacillus,  and  widely  considered  the 
topical  antibiotic  of  choice,  is  the  principal 
ingredient  of  TYROZETS  Lozenges,  Sharp  & 
Dohme’s  remarkable  new  preparation  for 
prophylaxis  and  treatment  of  gram- positive 
throat  and  mouth  infections,  and  for  post- 
surgical  care  of  the  pharynx. 

Tyrothricin  is  penetrating,  nontoxic  when 
applied  locally,  and  highly  effective  against 
such  gram-positive  organisms  as  Coryne- 
bacterium  diphtheriae,  pneumococci,  strep- 
tococci and  staphylococci  frequently  re- 
sponsible for  infections  of  throat  and 
mouth. 

Each  Tyrozets  lozenge  contains 
tyrothricin,  1 mg.,  and  5 mg.  of  sooth- 
ing, analgesic  benzocaine. 


TYROZETS  Antibiotic-Anesthetic  Throat  Loz- 
enges rapidly  relieve  the  pain  and  discom- 
fort of  infected  or  irritated  throats,  promptly 
destroying  gram- positive  pathogens. 
These  new,  nontoxic,  pleasantly  flavored 
Sharp  & Dohme  lozenges  are  indicated 
for  treatment  of  gram-positive  throat  and 
mouth  infections, sore  throats,  and  especially 
following  tonsillectomies  and  pharyngeal 
surgery.  They  are  also  effective  for 
prophylactic  throat  protection  when  colds 
are  prevalent. 

TYROZETS  Antibiotic-Anesthetic  Throat 
Lozenges  are  packed  in  moisture-proof, 
plastic-stoppered  tubes  of  12. 

TYROZETS 
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KOROMEX  JELLY 
KOROMEX  CREAM 


(full  details  upon  request) 


the  two  companion  items 
contain  the  same  active  ingredients 
(and  same  pH)  differing  only  in 
degree  of  lubrication 


provide  I 


fastest  spermicidal  time  I 
proper  viscosity  ' 
stable  over  long  period  of  time 


measurable  under  Brown  and 
Gamble  technique 

for  cervical  occlusion 


pH  that  is  uniform  with 
vaginal  flora 


non -toxic 


low  index  of  irritability 


time  tested  clinical  record 


send  for  literature 


prescribe  Koromex  Jelly  and  Koromex  Cream  with  confidence 


Active  Ingredients:  Boric  acid  2.0%,  oxyquinolin  benzoate  0.02%  and 

phenylmercurlc  acetate  0.02%  in  suitable  jelly  and  cream  bases.  by  the  makers  of  Koromex  Diaphragm 


HOLLAND-RANTOS  COMPANY,  INC.,  551  FIFTH  AVENUE,  NEW  YORK  17,  N.  Y. 
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Now  More  t han  Ever 
Zke  Physician 's  Advice  Js  Needed 

Much  confusion  has  resulted  in  the  public’s  mind  because  of 
the  conditions  prevailing  in  the  food  field.  Lessened  food 
availability,  the  need  of  many  people  to  economize,  and  the 
desire  to  cooperate  with  the  government’s  aim  toward  world' 
relief,  may  well  lead  to  deterioration  of  the  nutritional  state, 
unless  competent  guidance  is  offered. 

The  physician’s  advice  appears  particularly  important  in 
the  realm  of  protein  nutrition.  Lack  of  appreciation  by  some 
people  for  the  more  economical  cuts  and  grades  of  meat,  as 
well  as  the  variety  (or  organ)  meats,  frequently  interferes 
with  the  use  of  these  excellent  sources  of  high  quality  protein. 

All  meat,  whatever  the  kind  or  grade,  or  organ  meat, 
supplies  the  essential  amino  acids  indispensable  for  body  main' 
tenance,  growth,  repair  and  many  other  essential  functions. 

Furthermore,  all  meat — regardless  of  cut  or  kind — is  96 
to  98  per  cent  digestible. 

By  encouraging  wider  utilization  of  lower  priced  meats 
the  medical  profession  can  render  a real  service  to  budget 
conscious  patients  in  maintaining  the  quality  of  protein 
nutrition  and  the  wholesomeness  of  the  daily  diet. 


The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  made  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association. 


AMERICAN  MEAT  INSTITUTE 


MAIN  OFFICE,  CHICAGO  . . . MEMBERS  THROUGHOUT  THE  UNITED  STATES 
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New  Dependability... 

New  Rapidity  of  Action 

in  the  control  of 

SCABIES  and  PEDICULOSIS 


Quickly  Lethal  for 


The  Sarcoptes  scabiei 
of  scabies 


Pediculus  humanus 


Kwell  Ointment  establishes  a new  high  in 
therapeutic  efficacy  in  the  treatment  of 
scabies  and  pediculosis.  Its  action  is  rapid, 
dependable,  and  positive.  Pleasant  to  use,  it 
produces  no  troublesome  or  disabling  skin 
reaction  ordermatitis.  One  application  usually 
suffices  for  complete  eradication;  a second 
application  is  usually  not  required.  Kwell 
Ointment  contains  1%  of  the  gamma  isomer 
of  1 ,2,3,4,5,6-hexachlorocyclohexane  in  a 
vanishing  cream  base.  At  all  pharmacies. 
Samples  and  literature  on  request. 


a division  or 

(OMMERCIAL  SOLVENTS  (ORPORATION 


OINTMENT 
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RAY-FORMOSIL 


flo  't  t/ie  /iMi/mmtl  cj? 


ARTHRITIS  and 
RH  EUMATISM 


Ray-Formosil  for  intramuscular  injection  is  a clini- 
cally proved,  effective  treatment  for  Arthritis 
and  Rheumatism.  It  is  a non-toxic  and  sterile, 
buffered  solution  containing  in  each  cc.  the 
equivalent  of: 

FORMIC  ACID  5 mg. 

HYDRATED  SILICIC  ACID  2.25  mg. 

Descriptive  clinical  literature  will  be  furnished 
upon  request.  If  your  dealer  cannot  supply  you, 
order  direct. 


f 

II 


73%  SBenefited 


In  one  series  of  clinic-treated  cases  of  atro- 
phic, hypertrophic  and  mixed  arthritis— with 
bestresults  in  hypertrophic  and  fibrositic  types. 


RAYMER  PHARMACAL  COMPANY 

PHARMACEUTICAL  MANUFACTURERS  • PHILADELPHIA  34,  PA. 


0vek  Slua/Uet 
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When  does  a man  start  slipping  ? 


The  moment  comes  to  every  man. 

The  moment  when  he  realizes  that  he 
isn’t  the  man  he  used  to  be  . . . 

That  the  days  of  his  peak  earning  power 
are  over  . . . 

That  some  day  not  so  very  far  away  some 
younger  man  will  step  into  his  shoes. 

When  does  this  time  come?  It  varies 
with  many  things. 

But  of  one  thing  you  can  be  sure.  It 
will  come  to  you  as  surely  as  green  apples 
get  ripe — and  fall  off  the  tree. 

Is  this  something  to  worry  about?  Well, 
yes.  But . . . constructively.  For  that  can 
lead  you  to  save  money  systematically. 


What’s  the  best  way  to  do  this?  By  buying 
U.  S.  Savings  Bonds  . . . automatically. 
Through  the  Payroll  Savings  Plan.  Or  the 
Bond-A-Month  Plan  at  your  checking  ac- 
count bank. 


Either  method  is  practically  foolproof. 
It’s  automatic.  You  don’t  put  it  off.  There’s 
no  “I’ll  start  saving  next  month” — no 
' “Let’s  bust  the  piggy  bank.” 

And  you  get  back  four  dollars,  at  ma- 
turity, for  every  three  invested. 

So  why  not  take  this  one  step  now  that  will 
make  your  future  so  much  brighter? 

Get  on  the  Payroll  Savings  Plan — or 
the  Bond-A-Month  Plan — today. 

U.S.  Savings  Bonds 


Sure  saving  because  it’s  automatic— 


Contributed  by  this  magazine  in  co-operation 
with  the  Magazine  Publishers  of  America  as  a public  service. 


EXCELLENT  SUPPORT  for  the 

PENDULOUS  ABDOMEN 


Patient  with  pendulous  abdomen  Same  patient  after  application  of 

(skeleton  indrawn).  support  (skeleton  indrawn). 


c/ywp 


Clinicians  are  calling  attention  to  the  ill  effects 
of  the  pendulous  abdomen  more  frequently  than 
formerly. 

Research  discloses  that  the  increased  weight  of  the 
abdomen,  carrying  the  center  of  gravity  forward,  puts 
strain  on  muscles  of  back  and  feet;  that  ultimately  round 
shoulders  and  increased  cervical  and  lumbar  curves  de- 
velop; that  the  diaphragm  and  abdominal  viscera  lie  on  a 
lower  plane  than  normally;  that  eventually  respiratory  and 
circulatory  symptoms  appear. 

S.  H.  Camp  & Company,  recognizing  this  proportionate  irregu- 
larity and  the  frequency  of  its  occurrence,  has  made  supports  for 
many  years  for  these  obese  persons  and  for  those  in  whom  the  obes- 
ity is  largely  confined  to  the  abdomen. 

Camp  surgical  fitters  are  taught  to  fit  patients  with  pendulous  abdomen 
in  the  reclining  position;  thus  the  intestines  are  redistributed  to  the 
sides  and  back  of  the  abdomen  and  the  support  will  hold  them  there. 

The  Camp  Support  illustrated  is  especially  efficient  in  holding  the  viscera  in 
their  redistributed  position  by  reason  of  the  support  given  to  the  pelvis. 


S.  H.  CAMP  ANI)  COMPANY  . JACKSON,  MICHIGAN 

World’s  Largest  Manufacturers  of  Scientific  Supports 
Offices  in  New  York  • Chicago  • Windsor,  Ontario  • London,  Kngland 


PLAN  NOW  TO  ATTEND  THE 


142nd 

ANNUAL  MEETING 

OF  THE 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

AT  THE 

HOTEL  PENNSYLVANIA 
NEW  YORK  CITY 


MAY  17  TO  21,  1948 
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the  opinion  of  many  clinicians,  "pelvic  distortion ...  is 
the  most  serious  result  of  rickets."'  Severe  deformities  which 


"obstruct  childbirth  and  may  cause  death  of  both  mother  and 
infant”2  as  well  as  "the  so-called  'simple  flat'  pelvis"3  are  often 
"rachitic  in  origin.”3  In  the  prevention  of  rickets  and  other  vitamin 
deficiency  syndromes,  the  use  of  Vi-Penta  Drops  'RocheJ  offers 
clinically  important  advantages.  The  drops  are  willingly  taken 
even  by  "difficult”  patients  since  they  are  miscible  and  may  be 
added  to  milk,  fruit  juice  or  other  foods  without  significantly 
affecting  the  flavor.  The  comprehensive  formula  of  Vi-Penta 
Drops  supplies  in  each  10-minim  dose  no  less  than  1000  U.S.P. 
units  of  vitamin  D plus  ample  amounts  of  vitamins  A,  B|,  B2,  C 
and  niacinamide.  Vi-Penta  Drops  are  available  in  15-cc  and 
30-cc  vials.  For  a free  trial  supply,  write  to  department  V-3, 
Hoffmann-La  Roche  Inc.,  Roche  Park,  Nutley  10,  New  Jersey. 

VI-PENTA  DROPS  'ROCHE' 

T.M. — Vl-Pento — Reg.  U.  S.  Pal.  OIL 


1.  F.  Bicknell  and  F.  Pres- 
cott, The  Vitamins  in  Medi- 
cine, Grime  & Stratton, 
1946. 

2.  M.  M.  Eliot  and  E.  A- 
Park,  Brennemann’s  Prac- 
tice of  Pediatrics,  W.  F. 
Prior  Co.,  Inc.,  36:66, 
1946. 

3.  J.  B.  De  Lee  and  J.  P. 
Greenhill,  Obstetrics,  W. 
B.  Sanders,  1943. 


HOFFMANN-LA  ROCHE  INC  • NUTLEY  10  • NEW  JERSEY 
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When  free  CO2  exchange  is  impaired, 
respiratory  acidosis  may  supervene.  Alkaline 
fluids  are  suggested  to  relieve  acidotic 
distress,  and  aid  in  restoring  acid-base 
balance  and  promoting  diuresis. 


CELESTINS  VICHY  is  recognized  by 
physicians  the  world  over  as  a pleas- 
ant and  effective  adjunct 
in  the  relief  of  distress 
associated  with  water  I mumumi  | 
and  mineral  imbalance.  -• 

received  this  , ij 


thermal  establishment 


1 ^,4*^; 


Have  you 
booklet?  - 


•tile?  -ihoJd 


This  agreeable-tasting,  refreshing 
natural  mineral  water  from  the  famous 
Celestins  spring  at  Vichy,  France, 
solves  the  problem  of  continuing 
patients  on  alkaline  therapy  for 
prolonged  periods. 


CELESTINS 
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For  the  many  patients, 
especially  women,  who 
complain  of  nervous 
tension  throughout  the  day  and 
wakefulness  during  the  night, 
Eskaphen  B Elixir  is  an 


...  can  give  rise 
to  more  diverse,  undiagnosed 
and  undiagnosable  complaints 
than  a whole  pathological  ward. 

Harding,  T.  S.:  M.  Rec.  160:198  (April)  I9b7. 


ideal  preparation. 


ft 


Eskaphen  B Elixir 

provides — in  delightfully  For  the  nervous  patient  with  poor  appetite 

palatable  liquid  form — 
both  the  calming  action  of 
phenobarbital  and  the  tone- 
restoring effect  of  thiamine. 

Smith,  Kline  & French  Laboratories,  Philadelphia 
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IMPROVED  THYROID  MEDICATION 


* ® 


now  available  in 

New  Dosage  Forms 

New  Package  Sizes 

New  Lower  Prices 


THYROBROM  — Van  Patten — is  brom- 
inated  thyroid  in  which  the  bromine 
enters  into  chemical  combination*  with 
selected,  defatted  thyroid. 

THYROBROM  is  a stable,  glandular 
product  giving  reliable,  thyroid  response — 
with  a minimum  of  thyrotoxic  effects. 
THYROBROM  is  indicated  in  conditions 
of  thyroid  deficiency  and  has  been  found 
highly  effective  in  raising  the  BMR. 
THYROBROM  iodine  content  is  0.2% — 
same  as  U.S.P. 


Up  to  now  THYROBROM  has  been 
available  in  but  one  dosage  form — 2 ~gr. 
tablets.  However,  with  the  steadily  in- 
creasing demand  for  THYROBROM,  has 
come  a collateral  demand  for  two  new 
dosage  forms — 1 gr.  tablets  and  % gr 
tablets. 

And  so  we’re  pleased  to  announce  that 
these  two  new  dosage  forms  are  now  avail- 
able in  addition  to  the  original  2 gr.  tab- 
lets. In  short,  THYROBROM  is  now  to 
be  had  in  three  dosage  forms  as  follows : 


BottlesoflOO,  500,  7000  tablets  t */2  Sr- 

grooved  for  easy  administration (1  gr. 
U.  S.  P.  iodine  content  — 0.2%  (2  gr. 


THYROBROM  IS  LIMITED  STRICTLY  TO  PRESCRIPTION  USE 


Because  of  the  greatly  increased  demand 
for  THYROBROM  and  the  new  package 
sizes  here  listed,  THYROBROM  is  now 
available  at  considerably  lower  prices 
than  before.  For  professional  samples 

and  covering  literature,  sign  and  mail  the 
coupon. 


Van  Patten  Pharmaceutical  Company  1227 
Loyola,  Chicago  26.  NYJ-l 

Please  send  professional  samples  of  THYRO- 
BROM and  literature. 

Dr. 

Address 

T own State 


•U.  S.  Patent  No.  23«(>372. 
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Editorials 


The  Annual  Meeting 


The  Annual  Meeting  of  the  Medical  So- 
ciety of  the  State  of  New  York  will  be  held 
at  the  Hotel  Pennsylvania,  New  York  City, 
May  17  to  21,  1948.  We  give  these  dates 
editorial  mention  at  this  time  to  call  the 
attention  of  the  physicians  of  the  State  to  an 
event  which  will  be  of  more  than  usual  inter- 
est this  year. 


Mark  it  well,  and  if  you  can  attend,  write 
now  for  hotel  reservations.  Events  will 
come  with  a rush  in  1948,  so  use  that  new 
appointment  book  to  jot  down  now  the  dates 
of  May  17  to  21.  Make  your  plans  now  to 
attend. 

Hotel  space  is  difficult  to  obtain  and  is  at 
a premium  in  the  larger  cities. 


The  District  Branches 

Part  I 


Once  a year,  usually  in  the  Fall,  the  Dis- 
trict Branches  hold  their  meetings  thrbugh- 
out  the  State  of  New  York.  Like  many 
other  accomplished  facts  they  are  too  often 
taken  for  granted;  their  origins  are  lost  in 
the  dim  recesses  of  history.  When  were  the 
District  Branches  founded?  Why?  Are 
their  purposes  and  functions  now  what 
they  were  originally? 

Behind  the  formation  of  the  Branches 
lies  a dramatic  story.  It  begins  in  May, 
1846, 1 when  a resolution  was  introduced  in 
the  National  Medical  Convention  in  New 

1 History  of  the  American  Medical  Association.  Saunders, 
1947,  p.  36. 


York  calling  for  the  appointment  of  “a 
committee  of  seven ....  to  report  a code 
(of  medical  ethics).”  The  committee  was 
directed  to  report  in  1847  at  a meeting  to 
be  held  in  Philadelphia  in  May.  The 
committee  fell  to  work  and  examined  a 
great  number  of  codes  of  ethics  adopted  by 
various  societies  in  the  United  States.  It 
concluded  that  they  were  all  based  on  the 
code  of  Dr.  Thomas  Percival,  who  was 
graduated  from  Leyden  in  1765  and  who 
became  a Fellow  of  the  Royal  Society  of 
England  in  the  same  year.  In  1803  he 
published  a series  of  ethical  principles  for 
the  guidance  of  the  conduot  of  the  hospital 
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and  infirmary  of  Manchester.  This  code, 
substantially  unchanged,  was  presented  for 
the  “committee  of  seven”  by  Dr.  Isaac 
Hays  at  the  National  Medical  Convention 
in  Philadelphia  in  1847. 

In  1823  the  New  York  State  Medical 
Society  had  adopted  a code  of  ethics  which 
was  “almost  wholly  similar  to  the  code 
prepared  by  Thomas  Percival.”  Thus  both 
the  code  of  ethics  of  the  New  York  State 
Medical  Society  and  that  of  the  American 
Medical  Association  derived  from  the  same 
source  but  at  different  times. 

At  the  annual  meeting  of  the  New  York 
State  Medical  Society  in  18812  a committee 
was  appointed  which  drew  up  a new  code  of 
ethics  “to  be  substituted  for  the  one  then 
in  force.”  It  was  adopted  in  February, 
1882,  but  met  with  “considerable  opposition 
from  many  of  the  County  Societies.” 

In  June,  1882,  the  American  Medical 
Association  at  its  annual  meeting  in  St. 
Paul  refused  to  accept  the  credentials  of  the 
delegates  from  the  Medical  Society  of  the 
State  of  New  York,  or  to  admit  them  to  its 
proceedings  because  of  the  adoption  of  the 
revised  code.  Now  the  fat  was  in  the  fire, 
and  began  to  burn  brightly.  The  curious 
anomaly  arose  that  the  State  of  New  York 
which,  in  1847,  had  been  the  moving  spirit 
in  the  formation  of  the  American  Medical 
Association  was  excluded  from  the  proceed- 
ings of  the  very  society  it  had  created. 
The  backfire  was  sudden  and  caused  a rup- 


ture in  formal  relations2  that  endured  for 
nearly  a quarter  of  a century. 

In  the  State  of  New  York  the  medical 
profession,  in  1883  at  the  time  of  the  annual 
meeting  of  the  State  Society,  was  in  more  or 
less  turmoil.  The  national  or  “old  code” 
had  been  supplanted  by  the  “new  code” 
of  1882.  Now  a resolution  was  offered  at 
the  annual  meeting  in  1883  “which  was 
meant  to  take  the  place  of  the  formal  code  of 
ethics.  . . .adopted  in  the  previous  year. 
This  resolution  was  carried.”  In  effect  it 
stated  that  “the  only  ethical  offences  for 
which  the  profession  of  New  York  claim 
and  promise  to  exercise  the  right  of  dis- 
cipline are  those  comprehended  under  the 
commission  of  acts . unworthy  a physician 
and  a gentleman.”3  The  Medical  Society 
of  the  State  of  New  York  thus  formally 
became  a “no  code”  organization.2 

A poll  of  professional  opinion  was  taken 
and  it  was  found  that: 

2,547  physicians  wanted  the  national 
code 

1,040  physicians  wanted  the  new  code 
239  physicians  wanted  no  code 
34  physicians  were  unclassified 

As  a result  of  this  canvass  a new  society, 
the  New  York  State  Medical  Association, 
was  organized  in  1884. 


2 History  of  the  Medical  Society  of  the  State  of  New 
York.  T.  J.  Walsh,  1907,  p.  204. 

3 Trans.  State  Soe.,  1883,  p.  78. 


The  District  Branches 

Part  II 


Under  the  energetic  guidance  of  Dr. 
Austin  Flint  and  other  supporters  of  the 
national  code,  a preliminary  convention  to 
form  the  New  York  State  Medical  Associa- 
tion was  called,  February  4 and  6,  1884,  in 
the  City  of  Albany.1  Omitting  the  debate, 
now  inconsequential,  which  preceded  the 
resolution  offered  by  Dr.  Gouley  relating 
to  a plan  of  organization,2  we  find  that  the 
first  item  in  this  plan  was  one  to  facilitate 
the  transaction  of  business.  Dr.  Gouley 

1 Trans.,  New  York  State  Medical  Ass’n.,  1:504  (1884). 

» Ibid:  p.  528. 


proposed  that  “the  State  shall  be  divided 
into  five  geographical  districts,  to  be  called, 
respectively,  the  1st,  or  Northern  District; 
the  2nd,  or  Eastern  District;  the  3rd,  or 
Central  District;  the  4th,  or  Western  Dis- 
trict ; and  the  5th,  or  Southern  District. 

“These  districts  shall  comprise  the  sixty3 

counties  of  the  State ” Dr  Gouley ’s 

resolution  was  unanimously  carried. 

Here  then  for  the  first  time  appear  the 
five  Districts,  formed  “to  facilitate  the 


* Note  that  in  1884  Nassau  County  was  not  yet  formed. 
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selection  of  committees,  the  annual  election 
of  officers  and  of  new  members.”  Other 
significant  items  contained  in  the  resolution 
were:  “The  code  of  ethics,  which  shall  form 
an  integral  part  of  the  by-laws  of  this  Associ- 
ation ....  shall  be  the  same  as  that  adopted 
by  the  American  Medical  Association.” 

The  New  York  State  Medical  Association 
was  incorporated  under  Chapter  267  of  the 
Laws  of  1875,  May  3,  1884.  A plan  of 
organization  of  five  branches  of  the  Associa- 
tion was  presented  and  adopted  November 
18,  1884. 4 The  already  established  County 
Societies  were  affiliated  with  and  were  com- 
ponent parts  of  the  Medical  Society  of  the 
State  of  New  York.  This  fact  posed  a 
serious  question.  Would  it  be  necessary  to 
create  new  County  Associations?  Prepon- 
derance of  opinion  seemed  to  be  that  it 
would  not;  those  County  Societies  that 
adhered  to  the  national  code  could  be  con- 
sidered as  in  affiliation  in  fact  if  not  by 
statute  with  the  State  Association.  The 
creation  of  the  Branch  Associations  would 
afford  organizations  “that  could  conveni- 
ently be  attended  by  physicians  throughout 
the  State.”5  County  Societies  were  “too 
small  for  pleasant  and  useful  work.”  The 
case  was  different  with  respect  to  District 
Branches;  each  branch  covered  an  area  of 
from  10  to  14  counties,  and  the  attendance  at 
these  meetings  was  sufficiently  large  to 
favor  better  scientific  papers  and  discussion. 

It  is  difficult  for  the  doctor  of  today  to 
consider  his  medical  organizations  to  have 
been  other  than  they  are  now.  It  is  true 
that  fundamentally  all  the  doctors’  organiza- 
tional work  has  had  the  objective  of  the 
promotion  of  better  medical  education, 
better  ethical  concepts  of  the  relation  of  the 
physicians  to  other  physicians  and  to  the 
public,  the  provision  of  better  public  health 
and  the  advancement  of  the  science  and 
art  of  medicine.  In  the  nineteenth  century 
the  attitude  of  the  regular  profession  toward 
the  downright  quacks,  and  the  irregulars 
(homeopaths  and  eclectics)  was  in  the  main 
uncompromisingly  hostile.  But  it  appears 
from  the  Transactions  of  the  State  Medical 
Association  that  control  of  the  other  Society 
(The  Medical  Society  of  the  State  of  New 


* Trana.  N Y.  State  Med.,  1:1585  (1884). 
‘Ibid.:  p.  693. 


York)  had  been  captured  prior  to  1884  by 
certain  elements  in  New  York  County  and 
similar  groups  in  other  County  Societies 
who  were  not  supporters  of  the  national 
code  of  ethics,  who  were,  on  the  contrary, 
proponents  of  the  “new  code”  of  1882,  and  in- 
cluded some  who  favored  “no  code.”  These 
gentlemen  were  not  averse  to  consultation 
with  “irregulars,”  a practice  not  permitted 
by  the  national  (or  Thomas  Percival)  code 
of  the  A.M.A. 

It  will  be  noted  that,  in  1883,  the  poll  of 
physicians  in  New  York  State  who  wanted 
the  national  code  was  2,547.6  This  number 
represented  the  potential  strength  of  the 
new  Association,  but  even  so  “it  was  real- 
ized. . . .that  with  the  constitution  of  the 
State  Medical  Society  as  it  then  was  and 
with  the  membership  as  determined  by  it, 
it  would  be  practically  impossible  to  obtain 
any  legislation  of  such  a nature  as  would 
bring  about  a reunion  with  the  national 
body.”7 8  . 

The  five  branches  of  the  new  State  Med- 
ical Association  created  in  1884  were  the 
beginnings  of  the  present-day  District 
Branches. 

There  had  been  districts  previously  estab- 
lished. Examination  of  the  Transactions 
of  the  Medical  Society  of  the  State  of  New 
York*  shows  that  “The  Society  then  (1808) 
proceeded  to  arrange  its  members  into  four 
classes,  according  to  the  four  great  sena- 
torial districts  of  the  State.”  Thus  the 
original  State  Medical  Society  did  have,  in 
1808,  a somewhat  similar  district  arrange- 
ment. These  districts  were:  Middle,  West- 
ern, Eastern,  and  Southern.  Note,  how- 
ever, that  the  number  was  four. 

In  1884,  the  seceding  State  Medical 
Association  did  not  have  the  County  Societies 
as  components.  These  had  been  established 
by  statute  as  components  of  the  Medical 
Society  of  the  State  of  New  York  in  1807. 
And  the  Medical  Society  of  the  State  of 
New  York  with  its  component  County 
Societies  was  the  official  organization  of  the 
medical  profession  of  the  State  at  all  times. 

Thus  the  five  Branch  Associations  of  the 


• Out  of  a total  of  3,860  queried. 

7 Hist.  Mod.  Soo.  State  of  New  York,  J.  J.  Walsh,  1907 

p.  206. 

8 Second  Meeting,  Albany,  First  Tuesday  of  February, 
1808.  See  Transactions  for  detailed  acoount. 
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seceding  New  York  State  Medical  Associa-  new  organization  for  administrative  pur- 
tion  were  of  the  utmost  importance  to  the  poses. 

{To  be  Continued ) 


Developments  in  Health  Legislation 


According  to  a brochure1  published  by  the 
Research  Council  for  Economic  Security, 
study  of  the  legislative  record  of  1947  shows 
“increasing  interest  in  the  establishment  of 
compulsory  health  insurance  systems  and 
expansion  of  governmental  health  services.” 
Congressional  legislative  activity  in  the 
field  of  health  apparently  “tends  to  empha- 
size health  services,  either  through  a national 
compulsory  health  insurance  system  or 

through  grants  to  states ” 

On  the  other  hand,  most  state  bills  call  for 
cash  sickness  benefits.  None  of  the  bills  in 
1947,  either  State  or  Federal,  became  law. 

The  Research  Council  comments  on  the 
importance  of  the  increase  in  the  number  of 
bills,  seeing  therein  a developing  trend. 
Says  the  brochure:  “In  1935-1936,  ten 

bills  were  introduced  in  state  legislatures; 
in  1945,  there  were  thirty-nine  bills;  in  1947, 
there  were  fifty.” 

These  fifty  odd  bills  were  introduced  in 
sixteen  state  legislatures  “calling  for  the 
establishment  of  compulsory  systems  of  sick- 
ness benefits  or  health  insurance.” 

The  legislative  proposals  are  broken  down 
into  six  classes:  (1)  Cash  Sick  Benefits — 
Monopolistic  Type ; (2)  Cash  Sick  Benefits— 
Optional  Type;  (3)  Cash  Sick  Benefits— 
Voluntary  Type;  (4)  Unemployment  Sick- 
ness Benefits;  (5)  Prepayment  Medical 
Care;  (6)  Pregnancy  Benefits. 

Important  is  the  numerical  breakdown  of 
the  six  classes.  Of  the  fifty  odd  bills,  twenty- 
five,  or  fifty  per  cent,  fall  into  Class  I.  In 
this  type,  benefits  and  coverage  are  “identi- 

1  Health  Legislative  Developments,  1947.  Research  Coun- 
cil for  Economic  Security,  106  W.  Monroe  St.,  Chicago,  111., 
publication  No.  53. 


cal  with  unemployment  compensation,  and 
are  to  be  financed  by  payroll  taxes  levied  on 
workers  and/or  employers,  varying  from  1 to 
2 per  cent  of  payroll.  A monopolistic  state 
fund ....  is  to  be  created  for  the  payment  of 
benefits;  affiliation  is  compulsory,  and  there 
is  no  provision  for  alternative  voluntary 

plans ” Of  this  class  of  bill,  eleven 

were  introduced  into  the  legislature  of  the 
State  of  New  York  in  1947,  and  three  in  New 
Jersey  and  Massachusetts,  respectively. 
One  each  was  introduced  in  Pennsylvania, 
Nevada,  Minnesota,  Maryland,  Illinois, 
Connecticut,  Arizona,  and  Alabama.  The 
monopolistic  state  fund  in  this  class  of  bill 
was  modeled  after  the  Rhode  Island  plan. 

At  the  commencement  of  a new  legislative 
year,  such  a study  is  of  much  value.  Is  the 
trend  of  the  past  ten  years  likely  to  continue? 
Will  the  coincidence  of  an  election  year 
accelerate  the  activity?  The  report  of  the 
Research  Council  points  out  that  failure  of 
current  bills  to  pass  “does  not  mean  that 
demands  for  this  type  of  legislation  is  on  the 
wane.” 

We  have  omitted  detailed  comment  on 
the  five  classes  of  state  legislation  other  than 
to  list  them.  It  appears  obvious  that  in  the 
State  of  New  York,  with  eleven  bills  of  the 
monopolistic  type  in  1947,  six  bills  in  class 
IV,  one  in  class  V,  and  two  in  class  VI, 
the  spread  is  wide  with  a slight  emphasis  on 
the  monopolistic  type  of  cash  benefit.  The 
value  of  such  a survey  to  the  medical  profes- 
sion seems  to  be  to  show  the  trend  of  think- 
ing on  the  part  of  those  proposing  the  legisla- 
tion. A further  report  for  1948  will  be 
awaited  with  much  interest. 


Current  Editorial  Comment 

G.  P.’S  to  Get  the  Works.  The  coming  ance  test,  however  much  or  little  it  may 
four-day  session  of  which  an  indication  is  succeed  as  a postgraduate  educational 
given  below  should  work  out  as  an  endur-  project. 
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In  addition  to  technical  and  scientific  ex- 
hibits, a program  designed  particularly  as 
postgraduate  education  for  general  practi- 
tioners will  be  presented  at  the  supplemental 
session  of  the  American  Medical  Association 
in  Cleveland,  Ohio,  January  5-9,  1948. 

The  Council  on  Scientific  Assembly,  whose 
chairman  is  Dr.  Henry  R.  Yiets  of  Boston,  has 
prepared  a program  which  will  include  papers, 
panel  discussions,  and  symposia  on  many  of 
the  topics  now  most  prominently  before  mem- 
bers of  the  medical  profession.  Among  the 
topics  to  be  covered  are  peptic  ulcer;  blood 
dyscrasias  (any  abnormal  composition  of  the 
blood);  the  chronic  invalid;  posthospital 
care  of  patients  with  cancer;  treatment  of  the 
fat  and  the  lean;  cancer  of  the  prostate;  the 
use  of  BCG  (Bacillus  Calmette  Gu6rin)  vac- 
cine in  the  prevention  of  tuberculosis;  uterine 
hemorrhage;  multiple  injuries  in  automobile 
accidents;  the  treatment  of  pathologic  condi- 
tions in  adolescence;  the  treatment  of  the 
healthy  and  sick  diabetic  patient;  jaundice; 
the  Rh  factor;  and  the  interpretation  of  x-ray 
films  of  the  chest. 

During  the  first  two  days  of  the  session  the 
Council  on  Industrial  Health  of  the  American 
Medical  Association  will  conduct  a program 
devoted  particularly  to  problems  in  its  field. 

Planned  for  the  Scientific  Exhibit  is  a demon- 
stration of  the  operation  of  a diagnostic 
cancer  clinic,  in  which  visiting  physicians  will 
be  given  the  opportunity  to  undergo  them- 
selves the  routine  of  such  an  examination. 

We  believe  that  the  last-named  feature, 
the  demonstration  of  the  operation  of  a 
diagnostic  cancer  clinic,  should  prove  to 
be  of  great  value.  One  picture  is  better 
than  a thousand  words.  Dr.  Viets  has 
outlined  a most  valuable  program. 

Longevity  of  American  Physicians. 

The  expectation  of  life  for  physicians  in  the 
United  States  is  essentially  the  same  as  that 
for  the  general  white  population  at  the  same 
ages,  according  to  a study  by  the  Metropolitan 
Life  Insurance  Company  based  upon  the 
records  of  deaths  among  active  and  retired 
physicians  in  the  files  of  the  American  Medi- 
cal Association.  The  study  covered  the  five- 
year  period,  1938  to  1942,  inclusive.  The 
average  male  physician  entering  his  profession 
at  age  25  has  43 'A  years  of  life  before  him. 
This  represents  roughly  the  average  profes- 
sional career  of  a physician  under  current 
conditions  of  mortality.  Upon  reaching  age 
35.  he  still  has,  on  the  average,  almost  as  many 


years  remaining  as  he  has  already  lived.  At 
age  45,  the  average  physician  may  expect  to 
live  an  additional  quarter  century,  and  at 
65,  often  regarded  as  retirement  age,  he  may 
still  look  forward  to  almost  12  years  of  life. 
Women  physicians  start  out  with  an  advantage 
of  3‘A  years  over  the  men  at  age  25,  but  this 
margin  is  reduced  to  less  than  DA  years  by 
age  65 

The  death  rates  for  the  physicians  and  the 
general  population  are  practically  identical  at 

ages  75  and  over Those  physicians 

who  survive  into  late  life,  where  they  experi- 
ence about  the  same  mortality  as  the  general 
population,  are  presumably  the  hardier  indi- 
viduals, who  may  be  benefiting  from  the  ad- 
vantages of  an  especially  good  heredity  or  a 
favorable  environment,  or  both.1 
It  would  seem  that  the  first  hundred 
years  remain,  as  we  surmised,  the  hardest, 
for  physicians  as  well  as  for  barkeeps, 
plumbers,  pretzel  benders  and/or  farmers. 

1 Statistical  Bulletin,  Metropolitan  Life  Insurance  Co. 
(Aug)  1947,  p.  1. 


Health  Instruction  Necessary  in  the 
Schools.  No  one  can  say  what  is  in  store 
for  this  nation  in  the  years  to  come.  The 
President  of  the  American  Medical  Associa- 
tion recognized  the  fact,  however,  that, 
whatever  is  to  come,  the  national  health 
must  be  improved  through  health  educa- 
tion in  the  schools. 

“If  health  is  the  nation’s  most  valuable  asset 
then  it  should  be  a number  one  topic  for  instruc- 
tion in  the  schools,”  Edward  L.  Bortz,  M.D., 
president  of  the  American  Medical  Association, 
said  in  a speech  prepared  for  delivery  before  the 
Conference  on  the  Cooperation  of  the  Physician 
in  the  School  Health  and  Physical  Education 
Program  at  the  Hotel  Moraine,  Highland  Park, 
Illinois,  October  16,  1947. 

According  to  Dr.  Bortz,  the  schools  and  organ- 
ized medicine  have  been  the  objects  of  much 
unfair  criticism  because  of  the  high  proportion 
of  young  men  found  unfit  for  military  service  by 
Selective  Service  in  World  War  II.  He  pointed 
out  that  those  who  enlisted  voluntarily  in  the 
first  two  years  of  the  war  and  the  others  who  were 
deferred  because  of  essential  occupation  or  de- 
pendency were  not  examined  under  Selective 
Service.  Furthermore,  only  19  per  cent  of  the 
rejections  were  for  conditions  really  preventable 
or  correctable. 

Nevertheless,  Dr.  Bortz  observed,  “It  must  be 
admitted  that  some  stimulation  is  necessary  in 
certain  portions  of  the  country  to  modernize  the 
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health  and  physical  education  program  in  all 
grades  of  the  school,  if  the  youth  of  the  land  are 
to  make  a better  showing  in  the  event  of  a third 
national  challenge.”  He  said  that  "in  a large 
measure  a modern  educational  program  should 
include  many  of  the  activities  which  our  great 
military  leaders  hope  to  accomplish  through  a 
program  of  compulsory  training. 

“Basic  facts  concerning  the  rules  of  health 
should  be  included  throughout  the  entire  extent 
of  the  school  curriculum,”  the  A.M.A.  head 
remarked.  “Good  habits  in  regard  to  nutrition, 
elimination,  rest,  and  recreation  should  be  de- 
veloped in  youngsters  in  their  most  impression- 
able years  in  the  home ; and  the  school  curriculum 
atmosphere  and  extracurricular  activities  should 
solidly  reinforce  these  early  teachings,  particu- 
larly providing  full  and  scientifically  accurate 
health  information.  Concomitantly,  physical 
examinations  should  be  made  at  regular  intervals, 
if  not  by  the  family  physican  then  by  the  phy- 
sician serving  the  school.  School  physicians 
with  the  close  cooperation  of  teachers  have  an 
unexcelled  opportunity  for  instruction  in  the 
basic  facts  of  healthful  living  as  school  children  are 
being  checked  over  for  incipient  defects,  disease, 
or  other  short-comings.  Unhealthy  emotional 
states,  bad  teeth,  malnutrition,  muddy  skin, 
constipation,  and  a number  of  other  common  dis- 
crepancies are  usually  quite  readily  identified. 
Correction  is  not  always  as  easily  accomplished, 
but  the  physician  can  often  point  the  way  and 
create  the  desire  to  follow  it. 

“A  most  wholesome  sign,”  Dr.  Bortz  contin- 
ued, “is  the  friendly  cooperation  between  educa- 
tional leaders  and  health  authorities  from  the 
medical  profession A modern  health  pro- 

gram for  the  schools  of  the  various  communities 
is  an  excellent  subject  for  discussion  with  parent- 
teacher  associations,  civic  clubs,  church  groups, 
and  various  other  auxiliaries  and  societies. 
Such  discussions,  forums,  and  question  and 
answer  periods  are  excellent  media  for  distribut- 
ing significant  information  not  only  to  members 
of  the  school  population,  but  to  others  participa- 
ting in  the  programs A school  health 

program  such  as  we  visualize  can  best  be  worked 
out  at  the  community  level.  It  will  more  likely 
succeed  if  encouragement  descends  from  the 
state  and  national  educational  centers  where 
policies  are  determined,  and  subjects  for  in- 
clusion in  the  curriculum  are  selected. 

“Let  us  have  a more  healthy  nation.  Let  us 
get  together  on  a plan  of  action  that  will  clearly 
show  youngsters  and  their  parents  that  it  is  in 
their  best  interests  that  certain  basic  rules  of 
health  should  become  part  of  their  daily  living 
program.  An  enlightened  public  does  not  require 
compulsion  and  regimentation 


“A  clarification  of  our  national  needs,  sup- 
ported by  a modern  program  of  instruction  in 
health  and  the  democratic  way  of  life,  is  the 
surest  guarantee  for  the  nation’s  security.  The 
development  of  such  a program,  to  my  mind,  is 
the  most  important  educational  task  which  is 
facing  our  nation  today.” 

Are  Trimmings  Necessary?  In  speaking 
of  the  necessity  for  every  doctor  practicing 
every  kind  of  medicine  to  be  constantly 
cognizant  of  the  psychosomatic  aspects  of 
his  patients,  Dr.  Walter  C.  Alvarez1  says, 
“Our  advice  must  always  be  practical; 
in  other  words,  we  must  not  tell  the  widowed 
scrub  woman  with  five  children  to  take  a 
vacation  in  Florida.  Our  speech  must  also 
be  simple  and  colloquial.” 

The  French  have  a word  for  it — “L’esprit 
de  l’escalier.”  Freely  translated,  it  means 
the  bright  remark  you  wish  you’d  made  when 
engaged  in  flashing  repartee  with  the  guest 
of  honor  at  the  party,  but  which  actually 
only  comes  to  you  after  you  have  been  left 
tongue-tied  in  the  emergency  and  are  shame- 
facedly descending  the  stairs  that  lead  you 
to  the  drab  home  from  which  the  suitably 
timed  remark  might  have  rescued  you. 

Broadly  speaking,  there  are  two  types  of 
people.  Those  who,  when  Christmas  ap- 
proaches, take  bands  of  children  from  the 
slums  and  escort  them  through  the  glittering 
marvels  of  the  town’s  most  modern  toy 
store.  There  the  undernourished  waifs  see 
electric  trains,  meccano  sets,  French  talking 
dolls,  aluminum  skis  and  other  modern 
marvels  too  numerous  to  mention.  Most 
of  the  children  had  never  dreamed  of  the 
existence  of  these  anodynes  for  the  relief 
of  jaded  childhood,  but,  when  they  have 
seen  them,  there  is  just  one  tiling  of  which 
they  may  rest  completely  certain — that 
they  will  not  personally  possess  any  of  them. 

The  second  type  of  person  does  not  take 
poor  children  to  the  toy  store  the  week 
before  Christmas. 

These  reflections  cast  a little  light  upon 
the  problem  of  a patient  which  had  recently 
baffled  us. 

A happily  married — so  she  said — woman 
of  thirty-nine  was  childless.  She  had  a 
happy  family  background,  was  happy  in 
her  job,  and  was  of  rather  more  than  average 
intelligence.  Seven  years  ago  she  suffered 
a bizarre  but  not  very  severe  accident  which 
caused  her  to  be  subjected  to  a spinal  opera- 


1 Alvarez,  Walter  C.:  J. A.M.A.  135*  704  (November  16) 
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tion.  The  operation  had  been  successful  in 
relieving  her  disabling  pain,  but  in  spite 
of  the  success  of  the  operation  she  had  since 
been,  in  her  own  words,  “good  for  nothing.” 
Hours  of  patient  questioning  revealed  that 
before  the  operation  her  greatest  pleasure, 
in  her  rare  times  off,  had  been  to  go  “window 
shopping.”  Now  she  no  longer  had  the 
strength  even  for  that. 

It  suddenly  occurred  to  us  that  she  might 
have  graduated  from  the  first  class  of  people’ 
that  we  have  just  mentioned  into  the  second. 
Perhaps  her  subconscious  mind  had  more 
sense  than  she  had.  Perhaps  it  had  told 
her  that  she  and  her  husband  between  them, 
or  together,  would  never  be  able  to  possess 
the  beautiful  things  that,  after  the  day’s 
work  was  over,  she  dragged  her  weary 
limbs  to  see.  Perhaps  it  told  her  common 
sense  indicated  that  she  stay  at  home  rather 
than  waste  her  strength  and  deplete  her 
morale  by  constant  contemplation  of  the 
unattainable.  “L’esprit  de  1’escalier”  al- 
most made  us  call  her  back. 

We  think  our  diagnosis  very  likely  is 
correct,  but  to  make  any  treatment  effective 
what  must  we  do?  We  must  teach  our 
patient  to  fling  away  ambition.  We  must 
teach  her  that  she  and  her  husband  are  only 
average  people.  She  must  abandon  the 
vision  of  herself  tripping  into  swank  res- 
taurants swathed  in  the  latest  thing  in 
mink  or  sables.  We  must  strip  every  bit 
of  gilt  from  her  meager  allowance  of  ginger- 
bread. We  don’t  know  whether  we  could 
do  it  if  we  tried.  And  we  are  not  at  all  sure 
that  we,  on  mature  consideration,  life  being 
what  it  is,  would  wish  to  try. 

We  yield  to  no  one  in  our  recognition  of 
the  necessity  for  the  universal  practice  of 
psychosomatic  medicine.  But  we  think 
it  will  do  no  harm  to  point  out  that  the  best 
intentioned  of  practitioners  who  tries  to 
practice  it  may  often  find  he  has  bitten  off 
more  than  he  can  chew. 

Still,  what  is  man’s  reach  for,  if  not  to 
exceed  his  grasp? 

New  A.M.A.  Public  Relations  Counsel. 

Dr.  George  F.  Lull,  secretary  and  general 
manager  of  the  American  Medical  Associa- 
tion, announced  recently  the  appointment 
of  Lawrence  W.  Rember  as  his  executive 
assistant  in  charge  of  public  relations. 

Mr.  Rember,  who  fills  a post  vacated  by 
the  resignation  last  June  of  Charles  M. 
Swart,  assumed  his  new  duties  on  Decem- 
ber 16. 


At  the  same  time,  Dr.  Lull  announced 
the  appointment  of  the  Chicago  firm  of 
Theodore  R.  Sills  and  Company  as  public 
relations  counsel  for  the  American  Medical 
Association. 

Mr.  Rember  gained  his  experience  in  the 
health  and  public  service  fields  as  director 
of  public  relations  for  the  Blue  Cross  Plan 
Commission  of  the  American  Hospital 
Association  and  as  public  relations  director 
of  the  mid  western  area  of  17  states  of  the 
American  National  Red  Cross. 

Mr.  Rember  has  served  as  assistant  gen- 
eral manager  of  the  public  relations  nutri- 
tion research  agency  of  the  poultry  and  egg 
industry,  representing  28  national  and  re- 
gional trade  associations.  He  received  his 
master’s  degree  from  the  Medill  School  of 
Journalism  at  Northwestern  University 
and  his  Bachelor  of  Arts  degree  from  the 
University  of  Wisconsin,  where  he  special- 
ized in  journalism  and  commerce.  He  sup- 
plemented this  education  by  teaching 
journalism  and  advertising  at  the  Henry  W. 
Grady  School  of  Journalism,  University  of 
Georgia. 

A member  of  the  National  Association  of 
Public  Relations  Counsel  and  a director  of 
its  Chicago  Chapter,  Mr.  Rember  is  also 
secretary-treasurer  of  the  association  and 
writer  of  its  official  publication. 

It  is  hoped  that  the  doctors  of  the  United 
States  will  now  be  in  a position  to  carry 
forward  a consistent  and  widespread  effort 
to  bring  to  public  understanding  the  real 
values  of  a free  and  independent  medical 
profession.  The  art  and  science  of  public 
relations  is  not  a matter  to  be  conducted 
haphazardly.  And  the  public  relations  of 
the  medical  profession  should  be  subject  to 
the  guidance  of  the  best  counsel  available. 

Human  nature  does  not  change  radically. 
One  remembers  that  Martial  wrote,  un- 
doubtedly interpreting  the  feeling  of  his 
time: 

Non  amo  te,  Sabidi,  nec  possum  dicere  quare; 

Hoc  tantum  possum  dicere,  non  amo  te. 

Tom  Brown  interpreted  this  literally  in 
his  time: 

I do  not  love  thee,  Doctor  Fell, 

The  reason  why  I cannot  tell; 

But  this  alone  I know  full  well, 

I do  not  love  thee,  Doctor  Fell. 

One  may  assume  for  purposes  of  argu- 
ment that  the  good  Doctor  Fell  was  possi- 
bly some  doctor  of  medicine  who  had  minis- 
tered to  Mr.  Brown  during  a seizure  of  gout.. 
Is  Mr.  Brown  stirred  by  emotions  of 
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gratitude?  Not  noticeably.  “Fellow’s  a 
fool!,”  he  probably  muttered  to  himself 
between  twinges.  Yet  it  may  be  presumed 
that  the  good  Doctor  Fell  was  doing  his 
best  for  his  patient,  lacking  evidence  to  the 
contrary.  So  in  these  modern  times,  with 
many  startling  developments  of  medical 
science,  better  education  of  the  profession, 
more  effective  methods  of  treatment  to 
place  in  the  service  of  ailing  humanity,  Dr. 
Fell  nevertheless  is  not  wholly  understood. 
Mark  you,  neither  in  the  time  of  Martial, 
nor  in  that  of  Tom  Brown,  nor  yet  today  is 
there  any  specific  reason  stated  for  dis- 
gruntlement.  Some  reasons  there  may  be; 
a few  there  undoubtedly  are,  but  they  are 
not  specified. 

Dr.  Fell  in  this  day  and  age  has  much  to 
give,  much  to  say.  But  he  is  at  a disad- 
vantage in  speaking  to  the  folks.  One  way 
around  that  is  to  get  someone  to  do  it  for 
him,  someone  who  knows  when  and  how. 
Maybe  some  future  poet  may  write: 

I still  don’t  love  thee,  Doctor  Fell, 
Because,  when  sick,  I feel  like  hell; 

But  this  I know : when  sick  or  well, 

I have  a friend  in  Doctor  Fell. 

Doctor  Fell  is  no  longer  just  a single  indi- 
vidual, even  in  his  contacts  with  his 
patients.  He  is  or  should  be  the  ambassa- 
dor of  hope,  bringing  cheerful  greetings 
from  a host  of  educators,  research  workers, 
hospital  administrators,  instructors  in  medi- 
cine, nurses,  specialists,  from  all  that  vast 
army  of  mercy  standing,  if  one  visualizes 
them  behind  him,  with  one  intent,  one  pur- 
pose, one  ideal,  the  conquest  of  disease. 

Doctors’  Help  Urged  in  Accident  Preven- 
tion. In  many  ways  doctors  and  health 
department  personnel  could  be  more  effec- 
tive than  the  police  in  preventing  acci- 
dents, according  to  Edward  Press,  M.D.,  a 
pediatrician  with  public  health  training 
who  is  regional  medical  director  of  the  U.S. 
Children’s  Bureau  in  Chicago.  Writing 
in  the  November  29  issue  of  the  Journal  of 
the  American  Medical  Association,  Dr. 
Press  observes  that  “any  problem  that  con- 
fronts the  physician  with  9,800,000  injuries 
severe  enough  to  cause  disability  in  a single 
year  in  the  United  States  urgently  demands 
his  attention.”  He  points  out  that  in  1943 
accidents  were  the  leading  cause  of  deaths 
in  all  children  in  the  United  States  from 
one  to  19  years  of  age. 

In  1944  accidents  ranked  fourth  as  a 
cause  of  death  for  the  population  as  a whole, 


preceded  only  by  heart  disease,  cancer,  and 
intracranial  vascular  episodes  and  still 
leading  such  notorious  killers  as  tubercu- 
losis, nephritis,  and  pneumonia. 

In  1945  motor  vehicles  caused  only  about 
one  third  of  the  accidental  deaths.  Almost 
one  half  of  the  others  occurred  in  the  home, 
where,  the  writer  believes,  safety  hazards 
could  be  checked  by  visiting  doctors,  public 
health  nurses,  and  others  in  similar  posi- 
tions much  more  tactfully  than  by  members 
of  the  police  department. 

Besides  the  standard  methods  of  pro- 
moting safety  Dr.  Press  suggests: 

1.  Taking  advantage  of  occasions  in  which 
a doctor’s  patients  would  be  most  “psychologi- 
cally receptive”  to  safety  education;  i.e., 
when  a baby  is  being  inoculated  against  the 
various  communicable  diseases,  or  when  a 
patient  is  being  treated  for  some  minor  injury 
due  to  accident. 

2.  Reporting  of  “accident-prone”  diseases, 
such  as  epilepsy,  alcoholism,  or  drug  addiction, 
to  the  proper  authorities. 

3.  Requiring  regular  physical  examination 
for  drivers,  including  regular  and  stereoscopic 
vision,  hearing,  and  reaction  time. 

4.  The  use  by  civilians  of  identification 
tags  which  would  include  such  items  as  blood 
group,  presence  of  serum  sensitivity,  abnormal 
bleeding  tendency  and  tetanus  immunization. 

5.  The  registration  and  periodic  inspection 
of  bicycles,  with  the  requirement  of  certain 
safety  essentials. 

6.  Treating  children  with  unusual  pro- 
clivities for  accidents  in  psychiatric  clinics. 

7.  Integrating  an  accident  prevention  pro- 
gram into  the  structure  of  a local  or  state 
health  department. 

8.  More  education  in  accident  prevention 
technics  for  physicians  and  nurses  at  schools  of 
public  health. 

The  appalling  accident  toll,  mounting 
disability  resulting  from  this  cause,  and 
overburdening  of  hospital  facilities  ham- 
pered by  current  nursing  shortages  make  it 
seemingly  imperative  that  physicians  enter 
the  campaign  being  waged  by  the  National 
Safety  Council  and  others,  using  the  sugges- 
tions made  above  by  Dr.  Press  as  a guide. 

The  word  “doctor”  originally  meant 
“teacher.”  Perhaps  this  aspect  of  the 
physicians’  function  has  been  neglected 
outside  of  the  formal  instruction  given  in 
medical  schools  and  hospitals  by  medical 
men.  One  can  teach  in  the  home,  in  the 
office,  in  casual  conversation.  It  should 
be  done  more  often. 


Scientific  Articles 


SUBSEQUENT  CHILDBEARING  OF  PRIMIGRAVIDA  PRESENTING 

A BREECH  AT  TERM 

Clyde  L.  Randall,  M.D.,  and  Richard  W.  Baetz,  M.D.,  Buffalo,  New  York 
{From  the  Obstetric  Services  of  the  Buffalo  Children’s  and  Buffalo  General  Hospitals) 


WE  KNOW  there  is  universal  appreciation 
of  the  fetal  risk  when,  at  the  onset  of 
labor,  a primigravida’s  child  presents  by  the 
breech.  The  factors  that  influence  the  incidence 
of  this  complication  have  been  analyzed  repeat- 
edly. In  all  probability  many  of  us  should  re- 
view our  concepts  regarding  the  occurrence  and 
management  of  breech  presentations.  If  the 
majority  of  breeches  were  due  to  so  unalterable 
a factor  as  a contracted  pelvis,  there  would  be 
little  reason  to  weigh  a higher  fetal  risk  against 
preservation  of  the  primipara’s  ability  to  bear 
subsequent  children  by  normal  births.  In  1940, 
and  again  in  1945,  Vartan  published  observations 
that  have  awakened  interest,  not  so  much  in  the 
etiology  of  breech  engagement,  as  in  the  factors 
that  seem  to  prevent  cephalic  presentation.1-2 
His  work  has  been  substantiated  in  this  country 
by  Tompkins,  who  found  evidence  that  a rela- 
tively small  pelvis  rarely  accounts  for  the  occur- 
rence of  breech  presentation.3-4  Actually,  large 
postmature  babies  usually  present  by  the  vertex, 
and  breech  presentations  occur  relatively  often 
with  small  premature  infants.  Vartan  noted 
the  frequency  of  breech  presentation  during  the 
eighth  month  of  gestation,  and  emphasized  his 
conviction  that  spontaneous  conversion  to  a 
vertex  will  occur  unless:  (1)  labor  begins  pre- 
maturely, before  the  vertex  has  become  engaged ; 
or  (2)  a fetal  attitude  of  extension,  rather  than 
flexion,  interferes  with  the  occurrence  of  spon- 
taneous version  during  the  last  weeks  when 
engagement  takes  place. 

Certainly  there  is  little  evidence  that  the 
vertex  fails  to  engage  because  of  some  maternal 
factor  that  will  persist  to  influence  the  course  of 
labor  when  the  same  woman’s  subsequent  preg- 
nancies reach  term. 

Management 

The  fetal  and  maternal  risks  involved  in  de- 
livery when  the  first  term  child  presents  by  the 
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breech  have  been  studied  repeatedly  by  Goe- 
thals, 8-7  Hansen,8  Higgins,9  Holder,10  Moore  and 
Steptoe,11  Potter  et  ah,12-13  Racker,14  Rucker,16 
Tompkins,3-4  Vartan,1-2  Vogt  et  al.,16  Walsh  and 
Kuder,17  and  Waters.18 

The  experience  and  relative  skill  of  the  ac- 
coucher  would  seem  to  be  a matter  of  paramount 
importance.  This  thought  has  been  expressed 
by  Rucker,15  Stein,19  and  Tompkins,3-4  the  latter 
reporting  a low  fetal  mortality  when  breech 
deliveries  were  conducted  by  a group  of  obstetric 
specialists.  Hansen’s  report  also  suggests  that 
excellent  results  can  be  obtained  by  conserva- 
tive management  in  experienced  hands.  How- 
ever, there  are  occasions  when  many  of  us  would 
agree  with  the  Potters,  who  state  that  increased 
personal  experience  with  operative  delivery  does 
not  guarantee  better  than  average  results  when 
delivering  a primigravida  of  a breech  at  term. 

Authoritative  opinion  remains  divided  as  to  the 
advisability  of  active  intervention.  Routine  ex- 
traction under  full  anesthesia  and  not  infrequent 
resort  to  elective  section  has  been  advocated  by 
Bill,23  Goethals,5-7  Potter,12-13  Vogt,16  and  others. 
However,  statistical  comparisons  of  the  results 
with  varied  management  have  been  presented  by 
Greig,20  Moore  and  Steptoe,11  and  Waters,18 
all  of  whom,  interestingly  enough,  conclude 
that  conservative  management  gives  best  results 
in  uncomplicated  breech  delivery.  In  most 
instances,  after  spontaneous  delivery  to  the 
umbilicus  has  been  accomplished,  unless  dis- 
proportion, intrapartum  bleeding,  or  a prolapsed 
cord  appears,  the  conservative  school  recom- 
mends interference  only  to  assist  delivery  of  the 
shoulders  and  head.  Such  management  has 
b^en  recommended  by  DeLee,24IIansen,8Higgins,9 
Mohler,10  Nicholson,25  Schumann,25  and  Tomp- 
kins.3-* 

Conversion  of  the  breech  to  a cephalic  presen- 
tation by  external  version  has  been  recommended 
by  Higgins,9  Siegel,21  and  McNally.  This 
procedure  recently  has  been  evaluated  by  Rucker 
and  Vartan  but  is  generally,  and  probably  rightly, 
regarded  as  of  very  limited  value. 
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We  hesitate  to  believe  the  increased  fetal  risk 
indicates  section,  except  when  circumstances 
seem  to  justify  the  maternal  risk  involved. 
While  the  maternal  mortality  in  cesarean  section 
is  now  generally  low  (it  should  not  be  more  than 
1 per  cent),  the  figure  ten  maternal  deaths  in 
1,000  sections,  when  compared  to  the  New 
York  State  average  approximating  ten  maternal 
deaths  per  10,000  deliveries,  reveals  the  operation 
as  a tenfold  greater  risk  to  the  mother.  Just 
as  important  to  remember  as  the  immediate 
operative  risk,  section  leaves  the  woman  pre- 
disposed to  serious  obstetric  accidents  in  sub- 
sequent pregnancies.  Duckering  recently  re- 
viewed the  risks  to  both  mother  and  fetus  of 
delivery  when  the  uterus  contains  the  scar  of  a 
previous  section.22  Obviously  before  electing  a 
cesarean  we  should  remember  that  the  operation 
carries  a tenfold  greater  maternal  risk  than 
vaginal  delivery  and  that  there  are  potentialities 
for  trouble  during  subsequent  pregnancies  when- 
ever we  place  a section  scar  in  the  uterus. 

All  observers  report  a significant  incidence  of 
macerated  or  very  premature  nonviable  infants 
born  to  a primigravida  presenting  a breech  at  the 
onset  of  labor.  It  must  be  remembered  that 
employment  of  elective  section  could  not  change 
either  figure  appreciably.  Moreover,  an  ad- 
ditional number  of  babies  are  viable  but  pre- 
mature to  a degree  that  makes  dystocia  an  un- 
likely factor  as  far  as  the  fetal  risk  is  concerned. 
Before  the  gestation  reaches  term,  section 
would  not  be  indicated  unless  premature  labor 
began,  and  it  is  our  belief  that  when  premature 
labor  begins  section  is  not  warranted.  At  term, 
when  the  baby  seems  large  and  dystocia 
might  be  anticipated,  section  should  be  con- 
sidered. In  an  obviously  correctly  selected  group 
of  cases,  Potter  has  reported  no  fetal  deaths 
among  80  consecutive  sections  when  the  indica- 
tion for  operation  was  the  presentation  of  a 
breech  by  a primigravida  at  term.  On  the  other 
hand,  it  is  evident  that  the  routine  employment 
of  cesareans  would  not  avoid  fetal  losses  from 
prematurity  or  the  antepartum  causes  of  fetal 
death. 

WTe  feel  a decision  in  regard  to  the  best  method 
of  handling  the  individual  case  should  not  be 
based  merely  upon  knowledge  of  the  fetal  risks 
involved  if  vaginal  delivery  is  elected.  The 
eventual  consequences  of  the  type  of  delivery 
chosen  upon  the  mother’s  subsequent  child- 
bearing should  also  be  taken  into  account.  Long 
range  considerations  must  be  weighed  if  one  con- 
templates operative  intervention  with  its  greater 
chance  of  maternal  trauma,  and  is  particularly 
to  be  considered  when  elective  section  is  con- 
templated. 


Material 

This  study  was  undertaken  in  the  hope  of 
gaining  knowledge  of  the  behavior  during  sub- 
sequent deliveries  that  could  be  anticipated,  if 
the  primigravida  delivering  a breech  at  term 
were  so  managed  as  to  safeguard  primarily  her 
ability  to  carry  subsequent  children  to  term  and 
bear  them  through  normal  labor.  No  effort  has 
been  made  to  contemplate  the  subsequent  fer- 
tility of  women  presenting  their  first  child  by  the 
breech.  A shifting  population  and  our  inability 
to  learn  whether  sterility  was  voluntary  or  not 
seemed  insurmountable  difficulties  if  a signifi- 
cant number  of  patients  were  to  be  considered. 
The  cases  selected  have  been  chosen  simply 
because  in  this  number  alone,  reliable  information 
concerning  their  subsequent  obstetric  history 
could  be  obtained. 

Our  conclusions  are  based  on  a study  of  the 
records  of  women  delivering  in  the  Buffalo 
General  and/or  the  Buffalo  Children’s  Hospitals 
during  the  years  1937  to  1946,  inclusive.  One 
hundred  and  seventy-nine  histories  proved 
adequate  for  analysis  among  the  records  of  898 
breech  deliveries  occurring  during  this  ten-year 
period,  when  a total  of  23,241  women  were 
delivered  in  the  two  institutions.  While  the 
number  of  patients  considered  is  not  large,  we 
know  of  no  reason  why  they  should  not  represent 
a reliable  reflection  of  the  behavior  that  could 
be  expected  among  the  population  at  large. 

Observations. — The  obstetric  histories  of  179 
women  whose  first  child  at  term  presented  by  the 
breech  have  been  reviewed.  Seventy-six  and 
five-tenths  per  cent  of  these  patients  were  less 
than  30  years  of  age  when  delivered  as  primipara, 
and  8.8  per  cent  were  35  or  more  years  of  age. 
This  is  a rather  high  incidence  of  elderly  primi- 
para, considering  that  Walsh  and  Kuder17  re- 
ported only  2.74  per  cent  primiparas  over  35 
years  of  age  among  29,683  deliveries  occurring 
at  the  New  York  Hospital  between  September  1, 
1932,  and  May  31, 1943. 

Maternal  Mortality. — There  were  no  maternal 
deaths,  when  the  179  women  delivered  breeches 
as  primiparas,  or  during  the  subsequent  deliv- 
eries since  observed  among  this  same  group  of 
women.  Only  one  of  the  179,  an  “elderly  primi- 
para,” was  delivered  by  cesarean  section.  This 
same  patient,  delivered  by  section  when  her 
second  child  was  born,  was  the  only  multipara 
sectioned. 

Fetal  Mortality. — Considering  the  fetal  risk 
involved  in  the  vaginal  delivery  of  a breech,  it 
seems  logical  to  omit  fetal  losses  when  labor 
terminates  in  the  delivery  of  a nonviable  child 
(weighing  less  than  1,500  Gm.)  or  a macerated 
fetus.  All  neonatal  deaths  and  all  stillborns, 
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except  those  born  macerated,  have  been  con- 
sidered in  calculating  our  fetal  mortality  rate; 
only  the  nonviable  and  macerated  have  been 
excluded  in  the  thus  “corrected”  fetal  mortality. 

Fetal  Mortality  (as  Primipara). — Among  the 
primigravidas  under  30  years  of  age,  the  cor- 
rected fetal  mortality  was  8.1  per  cent,  and  among 
those  over  35  years  of  age  it  was  8.3  per  cent. 

There  were  17  deaths  among  the  viable  infants 
born  when  these  179  primiparas  were  delivered  of 
a term  child  presenting  as  a breech,  a corrected 
fetal  mortality  rate  of  8.9  per  cent.  Another 
10.7  per  cent  of  infants  were  nonviable,  macer- 
ated, or  neonatal  deaths,  which  accounts  for  the 
fact  that  only  144  of  the  179  women  (80.4  per 
cent)  gave  birth  to  normal  babies  that  left  the 
hospital  with  their  mothers.  For  comparison, 
among  2,334  consecutive  deliveries  of  primiparas 
(including  all  types  of  presentation  and  com- 
plications) at  the  Buffalo  General  Hospital, 
92.9  per  cent  gave  birth  to  a fetus  that  survived. 
These  figures  are  in  agreement  with  many  pre- 
viously reported  and  suggest  that  the  primi- 
gravida  presenting  a breech  at  term  has  four 
chances  in  five  of  taking  home  a normal  child— 
a figure  acknowledging  a fetal  risk  approximately 
three  times  the  average  loss  among  firstborn 
(Table  1). 

TABLE  1. — Fetal  Mortality  Among  179  Women  De- 
livering a Breech  as  a Primipara  Plus  a Subsequent 
Delivery  at  Term 


Number 
of  Patients 
Reported 
179 


. Delivery  Reqord  as  Primipara • 


Number 

Fetal 

of  Breech 

Mortality 

Total  Babies 

Deliveries 

(Corrected) 

Surviving 

179 

8.9% 

80.4%  (average 

for  BGH 
primipara — 
92.9%) 

Over-all 

Fetal  Mortality  Total  Babies 

Presentation 

(Corrected) 

Surviving 

Vertex,  141 

3.9% 

88.5%  (average 

(78.8%) 

for  BGH 

Recurrent 

multipara — 

breech  38 

93.2%) 

(21.2%) 

Fetal  Mortality  (as  Multipara ). — There  were 
seven  deaths  among  the  viable  infants  born 
when  these  179  women  delivered  their  second 
child,  for  a corrected  fetal  mortality  rate  of 
3.9  per  cent.  This  is  significantly  higher  than 
the  2.4  per  cent  fetal  mortality  average  for  all 
types  of  delivery  in  the  Buffalo  General  Hospital 
during  the  years  1937  to  1946.  However,  among 
the  141  women  who  delivered  their  second  child 
as  a vertex,  the  fetal  mortality  was  2.13  per  cent, 
suggesting  that  no  maternal  factor  predisposing 
to  more  than  average  difficulty  was  present  in 
the  majority  of  cases. 

The  incidence  of  nonviable  infants  was  some- 
what less  than  when  these  179  women  had  de- 


livered as  primiparas,  and  88.5  per  cent  of  the 
group  gave  birth  to  a normal  child  that  survived. 
This  compares  fairly  well  with  the  average  noted 
at  the  Buffalo  General  Hospital  during  the  years 
1937  to  1946  where,  among  3,387  multiparas, 
93.2  per  cent  gave  birth  to  a child  that  left  the 
Hospital  alive. 

Although  the  small  number  of  cases  detracts 
from  the  apparent  significance,  it  is  at  least  an 
interesting  observation  to  note  that  the  women 
who  lost  a viable  baby  as  a primipara  experi- 
enced better  fortune  as  a multipara.  One  of  the 
17  had  a nonviable  premature  child;  of  the 
remaining  16,  all  gave  birth  to  babies  that  sur- 
vived. 


TABLE  2. — Fetal  Mortality  Among  179  Multiparas 
After  Delivery  of  a Breech  as  Primipara  at  Term 


Number  of 

. — Subsequent  Delivery  of  a Vertex — • 
Fetal  Mortality 

Patients  Reported 

Number 

(Corrected) 

179 

141  (78.8%) 

2.13% 

. Subsequent  Delivery  of  Re 

current  Breech 

Fetal  Mortality 
Number  (Corrected) 

38(21.2%)  10.5% 

Recurrent  Breeches. — It  is  interesting  to  note 
that  when  these  179  women  came  in  for  delivery 
of  their  second  baby,  in  38  instances  (21.2  per 
cent)  the  breech  presentation  had  recurred  (Table 
2).  In  this  group  the  majority  of  fetal  deaths 
occurred  and  the  corrected  fetal  mortality  rate 
was  10.5  per  cent  for  delivery  of  breeches  among 
this  small  series  of  multiparas.  Four  of  these 
38  women  whose  second  child  also  presented  by 
the  breech  had  lost  a viable  first  child,  but 
fortunately  none  of  the  women,  presenting  a 
recurrent  breech,  lost  both  their  first  and  second 
child. 

Here  again  our  series  is  too  small  to  warrant 
conclusions  regarding  the  management  of  com- 
plications, but  analysis  of  fetal  losses  suggests 
that  accidents  of  pregnancy  probably  unrelated 
to  the  breech  presentation  often  account  for  a 
fetal  death.  In  this  category  we  can  hardly 
include  prolapse  of  the  cord,  since  the  occurrence 
of  this  complication  might  well  be  anticipated 
whenever  a footling  breech  presents. 

Admittedly  limited  as  this  survey  has  been,  it, 
nevertheless,  suggests  that  with  recurrence  of  a 
breech  presentation  difficulty  should  be  antici- 
pated. Certainly,  it  appears  that  the  fetal 
mortality  incident  to  delivery  of  a breech  is 
almost  equally  high  among  multiparas  and  primi- 
paras. At  least  we  would  emphasize  that  the 
complications  of  pregnancy  and  labor  which 
frequently  prove  fatal  to  the  fetus  occur  as  often 
with  breech  presentation  in  the  multiparas  as 
among  primiparas.  If  section  is  justified  to 
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assure  a live  baby  for  the  primigravida,  it 
should  be  remembered  that  breech  presentation 
in  the  multipara  presents  us  with  essentially  the 
same  problem.  Induction  of  premature  labor 
when  the  child  presents  as  a frank  breech,  or 
elective  section  when  disproportion  or  a footling 
breech  presents,  are  recommended  procedures 
that  should  be  considered  in  each  instance.  We 
believe  the  employment  of  such  measures  in 
properly  selected  cases  would  save  more  lives 
than  the  routine  employment  of  any  procedure 
for  all  breech  presentations. 

Summary 

The  recent  literature  suggests  that  breech 
presentation  is,  in  the  majority  of  instances,  due 
to  factors  existent  within  a particular  pregnancy. 

Since  breech  presentation  in  the  first  gestation 
is  but  rarely  due  to  maternal  factors  that  persist 
in  subsequent  pregnancies,  no  more  than  an 
average  number  of  obstetric  complications  should 
be  anticipated  when  such  subsequent  pregnancies 
are  delivered  at  term. 

The  merits  of  conservative  handling  often  have 
been  evidenced  in  comparative  statistics,  yet  the 
relatively  high  fetal  mortality  frequently  tempts 
us  to  subject  the  mother  to  greater  risks  in  the 
hope  of  securing  for  her  a healthy,  normal  child. 

Observation  of  179  primigravidas  during  their 
delivery  of  an  initial  breech,  and  their  record 
during  subsequent  deliveries  as  multiparas, 
seems  to  warrant  the  conclusion  that  the  woman’s 
subsequent  childbearing  should  be  considered  of 
paramount  importance  when  choosing  a method 
for  the  delivery  of  her  first  child. 

Conclusions 

In  the  majority  of  instances  successful  vaginal 
delivery  of  the  primigravida  presenting  a breech 
at  term  should  be  expected  of  the  obstetric 
specialist. 

Since  breech  presentation  involves  essentially 
the  same  fetal  risks  for  the  multipara  as  for  the 
primipara,  elective  cesarean  section  seems  in- 
dicated only  in  the  following  instances:  (a) 
when  the  primigravida  presenting  a breech  is  at 
an  age  unlikely  to  bear  subsequent  children,  or 
(6)  when  there  is  evidence  of  disproportion  that 
would  be  expected  to  jeopardize  her  subsequent 
delivery  of  any  child  at  term. 

216  Sumner  Street 

Discussion 

Milton  G.  Potter  M.D.,  Buffalo. — As  a theoret- 
ical thesis,  this  paper  starts  out  well  but  falls  apart 
as  it  goes  along.  The  advocated  policy  of  manage- 
ment of  primiparous  breeches  is  not  supported  by 
the  results  obtained  with  its  use. 

In  fact  there  is  something  wrong  with  a policy, 


in  such  cases,  which  carries  a corrected  fetal  mor- 
tality of  nearly  9 per  cent,  and  that  in  subsequent 
trials  when  the  patients  were  multiparous  the 
results  were  even  worse  (ten  and  five-tenths  per 
cent  corrected  fetal  mortality  for  breeches  in  second 
pregnancy) . It  also  seems  unj  ustifiable  to  sacrifice  a 
baby’s  life  for  no  other  reason  than  to  avoid  a 
cesarean. 

I cannot  agree  with  the  author's  statement  that 
“in  the  most  skilled  hands  cesarean  section  increases 
the  immediate  maternal  mortality  tenfold.” 

In  our  service  we  had  two  deaths  in  the  last  500 
cesarean  cases  and  at  the  Millard  Fillmore  Hos- 
pital there  has  been  no  maternal  mortility  in  the 
last  500  cesarean  sections.  During  the  years  1930 
through  1946  at  this  same  hospital  there  were  more 
maternal  deaths  from  vaginal  deliveries  of  breech 
cases  than  from  cesareans  done  for  this  same  ob- 
stetric complication. 

At  the  Polyclinic  Hospital  in  New  York  the 
maternal  mortality  following  all  causes  was  1.2 
per  1,000  and  the  maternal  mortality  following 
cesarean  was  1.3  per  1,000 — almost  the  same,  rather 
than  ten  times  as  great.  A normal,  well  woman 
may  have  as  many  babies  by  cesarean  as  she  wishes. 
It  is  not  uncommon  today  for  a woman  to  have 
five  or  six  cesareans.  However,  with  our  improved 
technic  of  uterine  closure,  it  is  not  unusual  to  follow 
a cesarean  done  for  placenta  previa  or  an  unfavor- 
able breech,  by  vaginal  deliveries  with  no  maternal 
mortality.  The  dictum  of  “once  a cesarean  always 
a cesarean”  does  not  hold  good  today. 

No  one  should  advocate  routine  cesarean  sections 
for  all  primiparous  breeches.  As  a practical  point 
it  would  seem  feasible  to  classify  all  breeches  into 
favorable  and  unfavorable  groups.  Put  all  the 
factors  present  under  one  or  the  other  of  these  two 
headings  with  emphasis  on  x-ray  findings  of  the 
head  and  arms,  also  the  attitude  and  location  of  the 
breech  and  the  condition  of  the  lower  uterine  seg- 
ment and  the  external  os.  Then  add  each  group, 
and  if  the  unfavorable  group  is  topheavy,  do  a 
cesarean.  Of  course,  judgment,  based  on  intelli- 
gence, experience,  and  skill,  is  paramount  in  making 
a correct  decision. 

As  Dr.  Bill,  of  Cleveland,  emphasizes,  it  is  not 
the  bony  pelvis,  as  a rule,  which  causes  the  trouble 
in  vaginal  deliveries  of  breeches  but  the  resistant 
soft  parts  and  the  lower  uterine  segment.  He 
stresses  the  need  of  making  the  way  clear  for  the 
passage  of  the  baby  all  the  way  from  the  lower 
uterine  segment  down  through  the  vaginal  outlet. 
One  cannot  take  for  granted  that  there  is  complete 
dilatation  of  the  cervix  just  because  the  breech  has 
passed  through  the  external  os  and  is  protruding 
through  the  vulva.  Making  sure  the  cervix  is  wide 
open  is  essential  for  a successful  vaginal  delivery,  and 
if  there  is  a reasonable  doubt  that  the  head  will  go 
through,  a cesarean  should  be  done.  Studying 
each  case  individually  is  of  paramount  importance. 

Certainly  no  obstetrician  is  going  to  cesareanize 
any  woman  whose  baby  is  small  and  premature 
regardless  of  presentation,  but  if  borderline  cases 
present  themselves  and  if  the  x-ray  of  the  head  and 
arms  indicate  abnormal  positions,  cesarean  section 
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is  in  order.  No  obstetric  specialist,  regardless  of  his 
ability,  can  successfully  deliver  vaginally  a full  term 
normal-sized  baby  whose  head  is  unmolded  and 
extended,  and  whose  arms  are  extended  before 
delivery  is  attempted. 

The  author’s  two  indications  for  cesarean  section 
are  far  too  limited.  Fifty  years  ago,  the  policy 
advocated  by  the  author  might  have  been  in  order 
but  in  my  belief  today  is  not  tenable. 

Henry  S.  Acken,  Jr.,  M.D.,  Brooklyn. — Drs. 
Randall  and  Baetz  present  an  interesting  approach 
to  the  problem  of  treatment  of  breech  presentation, 
particularly  with  regard  to  the  use  of  cesarean 
section.  I should  like  to  restate  their  conclusions, 
i.e.,  “elective  cesarean  section  seems  indicated  only 
(a)  when  the  primigravida  presenting  a breech  is  at 
an  age  unlikely  to  bear  subsequent  children,  or  (6) 
when  there  is  evidence  of  a degree  of  disproportion 
that  would  be  expected  to  jeopardize  her  delivery 
of  any  child  at  term.” 

Let  us  examine  these  conclusions  more  closely- 
The  elderly  primipara  exhibiting  a breech  presenta- 
tion at  term  deserves  delivery  by  the  means  that 
will  most  certainly  give  her  a living  child.  However, 
cesarean  section  is  not  always  necessary  for  this,  and 
I would  not  advocate  the  invariable  use  of  cesarean 
even  under  these  circumstances.  There  are  in- 
stances in  which  an  elderly  primipara  will  have  a 
large  pelvis,  a small  baby,  a readily  dilatable  cervix 
and  adequate  uterine  contractions  to  accomplish  the 
dilatation.  Let  us  say  that  the  presence  of  a breech 
presentation  in  an  elderly  primipara  widens  the 
indications  for  cesarean  section  very  markedly  but 
does  not  unqualifiedly  demand  it. 

As  to  the  second  conclusion,  it  is  hard  to  believe 
that  Drs.  Randall  and  Baetz  would  limit  the  use  of 
cesarean  section  in  breech  presentation,  complicated 
by  disproportion,  so  stringently  as  this  conclusion 
would  imply.  The  impression  one  gains  from 
reading  this  is  that  unless  the  pelvis  under  considera- 
tion is  so  small  as  to  make  the  delivery  of  any  child 
a dangerous  process,  then  cesarean  section  should 
not  be  undertaken  without  a test  of  labor.  But 
actually  the  test  of  labor  in  breech  presentation  is  a 
test  of  delivery,  because  the  head  comes  after  the 
baby  instead  of  before  it  as  in  vertex  presentation. 
Such  a concept  disregards  a present  pregnancy  for  a 
possible  future  one,  and  it  fails  to  take  into  con- 
sideration the  possible  fetal  and  maternal  damage 
caused  by  attempting  to  deliver  a breech  presenta- 
tion through  an  inadequate  pelvis.  It  would  seem 
that  this  conclusion  has  been  carried  to  an  unwar- 
ranted extreme.  The  knowledge  that  many  of  these 
patients  can,  after  an  initial  catastrophe,  produce  a 
living  child  in  a subsequent  pregnancy  should  have 
some  influence  on  our  thinking  and  planning  in 
regard  to  breech  presentation.  It  is  quite  con- 
ceivable that  this  fact  might  be  of  importance  in  the 
border  line  ease  and  that  it  might  here  direct  us 
toward  an  attempt  at  vaginal  delivery.  But  beyond 
that  it  should  not  influence  us.  We,  as  obstetricians 
should  be  expected  to  deliver  a normal  child  to  a 
normal  mother.  To  do  this  we  must  balance  many 
risks,  one  against  another,  and  individualize  each 
case.  We  must  make  use  of  the  various  methods  of 


delivery  available  to  us  and  apply  these  methods 
judiciously  to  the  individual  case  at  hand.  I do 
believe  that  we  have  in  this  paper  a further  factor 
to  use  in  reaching  a decision,  but  we  do  not  have  in  it 
a rule  that  should  be  rigidly  enforced. 

Dr.  Randall  (closing). — I appreciate  the  dis- 
cussion and  would  like  to  answer  the  criticisms 
made.  First,  I doubt  that  external  version  can 
be  employed  to  reduce  greatly  the  incidence  of 
breech  presentation.  I am  inclined  to  believe  that 
Vartan  is  right  in  concluding  that  while  20  per  cent 
of  babies  may  be  noted  to  present  by  the  breech 
during  the  seventh  or  eighth  month  of  pregnancy, 
all  but  3 per  cent  of  them  will  spontaneously  engage 
by  the  vertex,  and  in  the  small  group  that  thus 
persists,  efforts  at  external  version  are  usually  un- 
successful. 

I do  not  doubt  that  the  maternal  mortality  in 
section  can  be  reduced  to  the  low  figure  Dr.  Potter 
reports,  and  I wish  to  congratulate  him  upon  their 
record.  However,  we  all  know  the  comparative 
figures  across  the  State  and  nation  as  a whole,  and  we 
believe  the  higher  maternal  mortality  accompanying 
section  should  be  avoided,  except  when  there  is 
ample  justification  for  subjecting  the  mother  to  that 
greater  risk. 

As  for  our  conclusions,  if  we  knew  that  the  breech 
presentation  was  likely  to  persist  at  term  in  sub- 
sequent pregnancies,  I believe  that  the  primipara 
with  a breech  should  be  sectioned,  for  most  reports 
indicate  that  the  fetal  risk  is  almost  equally  great 
when  multiparas  or  primiparas  are  delivered  of  a 
breech  at  term.  I am  afraid  I failed  to  emphasize 
the  main  theme  of  this  paper,  i.e.,  realizing  that  the 
risk  to  the  baby  is  greater  when  we  attempt  to 
deliver  a breech  through  a borderline  pelvis,  since 
we  know  the  same  sized  baby  could  probably  be 
safely  delivered  through  the  same  pelvis  if  it  were 
presenting  by  the  vertex.  It  was  reassuring  to  me, 
at  least,  to  learn  that  when  a primipara  presents  a 
breech  at  term,  we  can  anticipate  that  when  this 
same  patient’s  subsequent  pregnancies  reach  term, 
there  is  only  one  chance  in  five  that  the  breech 
presentation  will  recur.  Therefore,  whenever  the 
mother  is  young  enough  to  make  her  subsequent 
childbearing  the  matter  of  paramount  importance, 
we  believe  we  are  justified  in  electing  vaginal  de- 
livery even  when  it  implies  possible  loss  of  the 
first  child,  since  recurrence  of  the  breech  presenta- 
tion is  unlikely  to  jeopardize  her  delivery  of  sub- 
sequent children  at  term. 
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AAPS  ANNOUNCES  1948  NATIONAL  ESSAY  CONTEST 


In  collaboration  with  State  and  County  medical 
societies,  the  Association  of  American  Physicians 
and  Surgeons  is  conducting  its  second  annual 
national  essay  contest  for  junior  and  senior  high- 
school  students,  both  public  and  parochial,  on  the 
subject,  “Why  the  Private  Practice  of  Medicine 
Furnishes  This  Country  with  the  Finest  Medical 
Care.” 

The  three  prize-winning  essays  from  each  county 
society  will  compete  for  state  awards  and  the  best 
three  from  each  state  will  then  be  submitted  to 
AAPS  for  entry  in  the  national  contest.  Six 
national  prizes  will  be  awarded:  first,  $1,000; 
second,  $500;  third,  $100;  fourth,  fifth,  and  sixth, 
$25  each. 

Medical  societies  are  urged  to  appoint  local  essay 
contest  committees,  and  to  enlist  the  aid  of  auxili- 
aries, newspapers,  schools  and  civic  groups  to  gain 
wide  student  participation.  The  committee  sug- 
gests that  locally  at  least  three  cash  prizes  be 
awarded. 

The  AAPS  essay  contest  committee  includes 
Dr.  Joseph  C.  Bunten,  Cheyenne,  Wyoming,  chair- 
man; and  Drs.  Herman  C.  Graves,  Grand  Junc- 
tion, Colorado;  George  F.  Grisinger,  Charleston, 
West  Virginia;  Herbert  T.  Caraway,  Billings, 
Montana;  Walter  L.  Finton,  Jackson,  Michigan; 
C.  W.  Knudson,  Seattle,  Washington,  and  Victor 
K.  Adams,  Raton,  New  Mexico. 

Inquiries  regarding  the  contest  should  be  ad- 
dressed to  the  chairman,  AAPS  Essay  Contest 
Committee,  Suite  704,  360  North  Michigan  Avenue, 
Chicago,  1,  Illinois. 

. Essay  Contest  Rules  and  Conditions 

1.  Junior  and  senior  high-school  students  from 
all  public  and  parochial  schools  located  in  the  United 
States  are  eligible  to  enter  the  contest — except  sons 
and  daughters  of  physicians. 

2.  Essays  must  be  limited  to  1 ,500  words. 

3.  Essays  should  be  written  on  one  side  of  letter 
size  paper  (8V2  by  11)  and,  if  typewritten,  double 
spaced. 

4.  Contest  starts  February  1,  1948,  and  essays 
must  be  submitted  on  or  before  April  15, 1948,  to: 


(a)  County  or  local  medical  society  or  auxiliary 
sponsoring  contest;  or 

(b)  State  society  or  auxiliary  sponsoring  contest 
(in  the  event  no  county  or  local  group 
sponsors  it) ; or 

(c)  Association  of  American  Physicians  and 
Surgeons,  360  North  Michigan  Avenue, 
Chicago  1,  Illinois,  in  the  event  no  contest  is 
sponsored  by  either  a county  or  state  society. 

5.  First  three  prize  winning  essays  from  each 
county  or  local  medical  society  must  be  sent  to: 

(a)  The  state  medical  society  (if  it  is  sponsoring 
a state  contest)  to  compete  for  state  awards ; 
or 

(b)  To  Association  of  American  Physicians  and 
Surgeons,  360  North  Michigan  Avenue, 
Chicago  1,  Illinois,  to  compete  for  national 
awards  (in  the  event  no  state  contest  is  held) . 

6.  First  three  prize  winning  essays  from  each 
state  must  be  sent  to  the  Association  of  American 
Physicians  and  Surgeons,  360  North  Michigan 
Avenue,  Chicago  1,  Illinois,  to  compete  for  national 
awards. 

7.  Compositions  must  be  original  and  should 
be  well  documented. 

8.  JUDGING:  Will  be  solely  on  a basis  of 
knowledge  and  grasp  of  the  subject  supported  with 
documentation,  and  sound,  logical  conclusions. 

9.  JUDGES: 

(a)  For  county  contests:  a physician,  an  educa- 
tor, and  another  lay  person,  all  of  whom 
shall  have  some  special  knowledge  of  the 
subject. 

(b)  For  state  contests:  a physician,  an  educator 
and  another  lay  person,  all  of  whom  shall 
have  some  special  knowledge  of  the  subject. 

(c)  National  contest:  a physician,  an  educator, 
and  another  lay  person,  all  of  whom  shall 
have  some  special  knowledge  of  the  subject. 

(Last  year’s  national  judges  were  Dr.  Warren  L. 
Furey,  President,  Chicago  Medical  Society,  Dr. 
Herman  Wells,  President,  Indiana  University,  and 
the  Honorable  Carl  B.  Rix,  President,  American 
Bar  Association.) 


PUERPERAL  HEMORRHAGE 

Is  the  Present  Mortality  Rate  Unnecessarily  High? 

James  Knight  Quigley,  M.D.,  F.A.C.S.,  Rochester,  New  York 


{From  the  Services  of  the  Rochester  General  Hospital ) 

DURING  the  past  fifteen  years  the  maternal 
mortality  rate  in  this  state  has  declined  to 
about  one  third  that  of  1932.  This  lessening  of 
the  risk  of  childbearing  has  been  general  through- 
out the  United  States  and  has  exceeded  the 
fondest  hopes  of  those  largely  responsible  for  this 
improvement:  public  health  officials,  teachers, 
and  practicing  obstetricians,  all  of  whom  have 
given  much  thought  and  time  to  the  problem. 

The  three  major  causes  of  maternal  deaths  are 
sepsis,  toxemia,  and  hemorrhage.  All  to  a great 
degree  are  preventable.  The  first  of  these  to 
decline  was  toxemia;  eclampsia  is  so  rare  today 
that  interns  may  finish  a year  of  residence  in 
many  hospitals  without  having  observed  a case. 
This  improvement  came  about  as  a result  of 
early  efforts  in  maternal  welfare  which  at  that 
time  stressed  prenatal  care.  Better  teaching 
and  increased  hospitalization  of  the  parturient, 
making  possible  better  care  at  delivery,  combined 
with  the  use  of  chemotherapy  and  antibiotics, 
has  reduced  markedly  puerperal  sepsis. 

To  many  students  of  the  problem  of  maternal 
health  it  has  seemed  that  the  third  great  cause  of 
maternal  deaths,  puerperal  hemorrhage,  has  not 
shown  the  improvement  it  should  and  that 
the  death  rate  today  is  susceptible  of  reduction. 
Puerperal  hemorrhage  may  be  classified  as  due  to 
abruptio  placentae  or  accidental  hemorrhage, 
placenta  previa,  and  postpartum  hemorrhage. 
Deaths  from  the  two  causes  of  antenatal  bleeding 
are  not  preventable  to  the  same  degree  as  is  post- 
partum hemorrhage  but  the  determining  factor 
in  the  demise  of  many  cases  of  placenta  previa 
and  in  some  of  abruptio  placentae  is  postpartum 
hemorrhage. 

The  improvement  in  the  mortality  rate  of  both 
abruptio  placentae  and  placenta  previa  is  due  to 
the  increased  facilities  for  transfusion  and  a 
better  understanding  of  the  indications  for  treat- 
ment, such  as  the  performance  of  cesarean  section 
in  placenta  previa  in  all  but  the  marginal  variety. 

While  the  rate  for  both  abruptio  placentae 
and  placenta  previa  has  declined,  that  for  post- 
partum hemorrhage  has  increased.  The  con- 
viction of  the  writer  that  the  number  of  deaths 
from  hemorrhage,  particularly  the  postpartum 
variety,  can  be  reduced  is  the  result  of  observa- 
tions made  during  fifteen  years  analysis  of  mar 
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ternal  deaths  occurring  in  a community  of  over 
400,000,  which  was  well-supplied  with  physicians 
and  had  adequate  hospital  facilities. 

A report  of  the  first  twelve  years  of  this  study 
was  published  in  1946.1  This  included  232 
deaths  and  the  over-all  picture  was  encouraging, 
for  it  showed  a general  decline  from  4.5  per  1,000 
in  1933  to  0.6  per  1,000  in  1944.  For  purposes 
of  comparison  this  survey  was  divided  into  two 
periods,  the  first  of  five  years  at  the  time  of  an 
interim  report,  and  the  second  of  seven  years. 
There  were  28  deaths  ascribed  to  hemorrhage 
in  the  twelve  years.  These  did  not  include  15 
deaths  from  ectopic  pregnancy,  five  from  rup- 
tured uterus,  and  four  from  inversion  of  the 
uterus,  in  all  of  which  categories,  hemorrhage, 
if  not  the  sole  factor,  was  at  least  the  chief  con- 
tributory cause.  All  the  deaths  from  abruptio 
placentae  and  four  of  the  six  deaths  from  pla- 
centa previa  occurred  during  the  first  five 
years,  showing  a substantial  reduction  in  deaths 
from  antenatal  hemorrhage.  Fatalities  from 
postpartum  hemorrhage,  however,  increased  from 
5.2  per  cent  of  the  total  deaths  in  1933  to  1937  to 
8.1  per  cent  in  1938  to  1944. 

While  the  issue  is  not  perfectly  clear,  due  to 
overlapping  or  multiple  causes  of  death  in  the 
same  case,  it  is  undoubtedly  true  that  mortality 
from  puerperal  hemorrhage,  particularly  the  post- 
partum variety,  has  not  shown  any  improvement 
in  five  or  more  years.  One  might  conclude  that 
we  had  reached  an  irreducible  minimum  were  it 
not  for  the  fact  that  close  examination  of  the 
records  of  many  of  these  deaths  shows  that  the 
treatment  accorded  these  patients  in  many  in- 
stances was  far  from  ideal  or  from  what  should 
be  expected  today.  The  following  abstracts  of 
3 case  histories  are  illustrative  of  this  statement: 

Case  /.—A  22-year-old  para  II  delivered  spontane- 
ously. The  placenta  was  expressed  ten  minutes  later 
and  was  followed  by  considerable  bleeding.  The 
patient  went  into  shock  one  hour  later.  Vaginal 
tamponade  was  done,  glucose  and  saline  were  given 
intravenously;  nine  hours  later  there  was  bleeding 
through  the  packing,  the  pulse  rate  rose  to  150,  and 
she  died  six  hours  later,  or  seventeen  hours  after  de- 
livery. There  was  no  typing  and  no  transfusion. 
The  vagina  was  ■packed , but  the  uterus  was  not. 

Case  2. — A primipara,  aged  28,  after  a long  labor, 
was  delivered  with  some  difficulty  by  midforceps 
operation.  As  there  was  no  scrubbed  assistant,  the 
resuscitation  of  the  baby  was  done  by  the  physi- 
cian. The  fundus  was  not  watched.  Five  minutes 
after  the  birth  of  the  baby  the  lower  pole  of  the 
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placenta  appeared  at  the  vulva  and  was  expressed 
together  with  an  estimated  2,000  cc.  of  blood.  Ergo- 
trate  was  given  intramuscularly  and  plasma  was 
started;  the  episiotomy  was  then  repaired.  The 
patient  promptly  went  into  shock  and  died  thirty- 
three  minutes  after  the  birth  of  the  baby.  She  was 
not  packed  or  transfused. 

Case  S. — A 20-year-old  primipara,  after  seventeen 
hours  of  good  labor,  was  delivered  by  difficult  mid- 
forceps resulting  in  deep  vaginal  tears.  During 
their  repair  she  was  given  1,000  cc.  of  glucose  solu- 
tion. Constant  oozing  occurred  during  an  hour  and 
a half  of  repair.  Shortly  after  this  she  went  into 
shock.  The  placenta  was  expressed  by  the  Crede 
technic.  While  the  transfusion  was  being  arranged, 
the  patient  expired,  one  and  a half  hours  after  the 
first  bleeding.  On  autopsy  there  was  no  evidence 
of  rupture  of  the  uterus  or  deep  cervical  lacera- 
tion; however,  free  blood  and  clots,  resulting  from 
the  deep  sulcus  tear,  were  found  in  the  peritoneal 
cavity. 

Postpartum  Hemorrhage  Death  Rate 
Unchanged 

In  New  York  State  during  the  past  six  years 
deaths  from  sepsis  have  declined  from  82  per 
100,000  births  to  11,  and  deaths  from  toxemia 
from  42  per  100,000  births  to  26,  while  hemor- 
rhage has  shown  little  improvement,  31  to  26 
per  100,000  with  a marked  increase  in  the  years 
1942  and  1943.2  In  a very  complete  analysis  of 
deaths  from  hemorrhage  in  Philadelphia  for  the 
past  fifteen  years,  Dr.  Clayton  T.  Beecham  of 
the  Maternal  Welfare  Committee  of  that  County 
Society  shows  that  postpartum  hemorrhage 
remains  the  same  risk  it  was  in  1931  and  72  per 
cent  of  the  deaths  from  postpartum  hemorrhage 
were  considered  preventable.3  Similarly,  Dr. 
Charles  A.  Gordon,  of  Brooklyn,  reporting  for 
the  Kings  County  (Brooklyn)  Committee  on 
Maternal  Welfare,  shows  that  the  total  number  of 
deaths  from  hemorrhage,  all  varieties,  increased 
from  8 in  1944  to  13  in  1945.  In  the  Monroe 
County  Committee  report  extending  over  twelve 
years,  deaths  from  all  forms  of  hemorrhage  were 
less  in  the  second  period  (1938  to  1944)  than  in 
the  previous  five  years.  This  decline,  however, 
was  due  to  a marked  improvement  in  mortality 
from  abruptio  placentae  and  placenta  previa 
while  deaths  from  postpartum  hemorrhage  in- 
creased proportionately. 

Two  cases  illustrated  poor  management  of  the 
third  stage  of  labor  (stated  by  J.  Whitridge 
Williams  to  be  the  commonest  cause  of  post- 
partum hemorrhage).  Because  the  fundus  was 
not  watched,  the  placenta  when  expelled  was 
accompanied  by  1,500  cc.  of  blood  in  one  case 
and  by  2,000  cc.  in  the  second,  the  latter  patient 
dying  within  thirty  minutes.  Dependence  was 
too  often  placed  on  saline  and  glucose  solution 
given  intravenously,  the  value  of  which  is  de- 
batable. 


Replacement  of  blood  by  transfusion  was  done 
in  several  cases,  but  too  late  to  be  life-saving  and 
often  in  inadequate  amounts,  as  250  to  500  cc. 
of  blood  will  avail  little  after  a loss  of  1,000  to 
2,000  cc.  In  several  patients  there  was  no  prep- 
aration made  for  transfusion  though  these 
patients  lived  long  enough  to  have  received  blood. 
No  mention  was  made  of  an  effort  to  control  thfe 
hemorrhage  by  bimanual  compression  of  the 
uterus.  Vaginal  tamponade  was  used  in  two; 
intrauterine  packing  was  often  omitted  or  im- 
properly carried  out.  Two  women  died  following 
cesarean  section;  in  one  the  failure  of  the  uterus 
to  contract  during  the  operation  should  have 
prevented  closure  of  the  abdomen  until  the 
uterus  either  was  contracted  firmly  or  removed. 

It  is  a trite  saying  that  we  learn  by  experience, 
but  the  study  of  case  histories  illustrating  our 
triumphs  and  our  errors  is  the  most  valuable 
method  of  teaching  a lesson.  That  is  why 
the  maternal  analysis  or  maternal  mortality 
committees  of  county  societies  are  so  worth 
while.  Three  of  the  oldest  maternal  mortality 
analysis  committees  in  the  State,  Brooklyn, 
Philadelphia,  and  Rochester,  agree  that  deaths 
from  postpartum  hemorrhage  have  not  decreased 
in  five  years  and  that  a large  proportion  of  deaths 
investigated  were  preventable. 

Physiology  and  Management  of  Third 
Stage  of  Labor 

There  is  no  effort  here  to  present  anything  new 
in  the  management  of  uterine  bleeding  but  the 
attempt  is  made  to  review  briefly  the  physiology 
.and  management  of  the  third  stage  of  labor  and 
something  of  the  treatment  of  hemorrhage  occur- 
ring after  the  delivery  of  the  baby. 

The  third  stage  of  labor  is  divided  into  two 
periods:  the  separation  of  the  placenta  from  the 
uterine  wall  and  its  emergence  from  the  birth 
canal.  Some  of  us  who  are  older  were  taught 
that  this  required  anywhere  from  fifteen  to 
thirty  minutes  and  efforts  to  express  the  placenta 
should  be  attempted  only  after  a half  hour. 
Close  observation  will  convince  one  that  separa- 
tion usually  occurs  almost  immediately  after  the 
birth  of  the  child.  Its  spontaneous  expulsion 
today  is  rare  because  of  the  almost  universal 
employment  of  analgesia  and  anesthesia.  Once 
the  placenta  is  separated,  its  continued  presence 
in  the  uterus  serves  no  good  purpose  and  it 
should  be  expressed  by  a piston-like  pressure  on 
the  fundus.  This  is  not  the  Cred6  procedure. 
As  to  the  employment  of  oxytocic  ergonovin  or 
ergotrate  given  intravenously  or  intramuscularly 
is  more  satisfactory  than  pituitary  preparations. 
It  acts  as  promptly  and  for  a longer  period  and  is 
less  liable  to  be  followed  by  serious  reaction  if 
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given  intravenously  than  is  pituitary  extract.  It 
can  be  given  according  to  the  Davis-Boynton 
technic5  after  the  birth  of  the  child’s  head  with  an 
interval  of  forty  to  sixty  seconds  elapsing  before 
delivery  of  the  body,  or  it  can  be  administered 
after  the  delivery  of  the  placenta.  The  intrave- 
nous use  of  ergotrate  in  the  second  stage  shortens 
the  third  stage  and  reduces  the  bleeding.® 

The  uterine  fundus  should  be  watched  before 
and  after  the  delivery  of  the  placenta,  and  the  pa- 
tient should  not  be  removed  from  the  delivery 
room  to  her  bed  for  a half  hour,  even  though  the 
uterus  has  remained  contracted.  A semiconscious 
patient  should  not  be  put  to  bed  unless  watched. 
(In  2 of  the  12  cases  reported  above  the  hemor- 
rhage occurred  after  the  patient  was  in  her  room 
and  alone.) 

Treatment  of  Lacerations  and  Episiotomies 

Repair  should  not  be  attempted  until  after  de- 
livery of  the  placenta.  The  proper  care  of  the 
third  stage  requires  the  undivided  attention  of 
the  doctor.  In  one  of  the  12  cases  the  uterus  bal- 
looned up  to  the  ensiform  while  the  doctor  was 
engaged  in  repair  of  an  episiotomy.  Hemorrhage 
from  episiotomies  or  lacerations  of  the  perineum 
or  vagina  can  be  serious  and  even  fatal  with  no 
loss  from  the  uterus;  many  multiparae  have 
large  vaginal  veins  which  bleed  profusely,  and, 
when  torn,  should  be  caught  quickly  with  hemo- 
stats,  or  pressure  should  be  applied  until  suture 
can  be  done.  Every  drop  of  blood  should  be 
saved . N ature  is  kind  in  supplying  the  parturient 
with  400  to  500  cc.  of  increased  blood  volume  at 
the  end  of  pregnancy,  but  there  is  no  good  reason 
to  squander  a single  cubic  centimeter;  we  never 
know  how  much  more  may  be  lost  a few  moments 
later. 

Treatment  of  Hemorrhage 

Before  the  expulsion  of  the  placenta  (a  gush 
of  blood  denotes  separation  of  the  placenta  in 
whole  or  in  part),  attempt  expression  by  pressure; 
if  unsuccessful,  try  Cred6  expulsion.  If  bleeding 
continues,  manual  removal  is  indicated  after  a 
change  of  gloves  and  gown,  followed  by  bimanual 
compression  of  the  uterus,  carrying  it  upward 
against  the  symphysis  and  thus  extending  the 
uterine  arteries. 

The  retained  placenta,  in  the  absence  of  hemor- 
rhage, and  unless  expelled  or  expressed  within  two 
hours,  during  which  time  the  physician  should  be 
in  constant  attendance,  should  be  removed  manu- 
ally after  a change  of  gown  and  gloves.  There  is 
much  less  hazard  in  this  plan  than  in  waiting 
hours  for  spontaneous  expulsion  of  the  placenta — 
usually  after  the  departure  of  the  physician  and 
often  after  the  removal  of  the  patient  from  the 
delivery  room. 

The  danger  of  septic  infection  resulting  from 


manual  removal  of  the  placenta  or  from  packing 
the  uterus  for  hemorrhage  has  been  overempha- 
sized. With  rigid  asepsis  there  is  little  likelihood 
of  serious  infection.  A living  patient  even  though 
infected  is  more  to  one’s  credit  than  one  dead  of 
hemorrhage. 

After  the  expulsion  of  the  placenta,  if  the  fun- 
dus is  firm  and  hemorrhage  continues,  pull  down 
the  cervix  with  sponge  forceps  and  suture  it  if 
lacerated;  if  not,  look  for  a vaginal  or  perineal 
source  of  hemorrhage  and  suture  quickly,  using 
retractors  for  better  exposure.  If  the  fundus 
does  not  contract  well  after  ergotrate,  do  biman- 
ual compression,  one  hand  in  the  vagina  and  one 
on  fundus,  and  continue  to  hold  the  uterus  until 
bleeding  is  controlled.  If  this  fails,  pack  the 
uterus  thoroughly  and  completely.  It  requires 
three  square  yards  of  gauze  to  completely  pack 
a postpartum  uterus.  This  amount  cannot  be 
put  into  the  uterus  unless  it  is  packed  from  above 
downward,  and  this  is  best  done  through  a uter- 
ine packer  because  it  insures  adequate  packing 
and  much  better  asepsis.  The  author  has  never 
seen  adequate  packing  fail  to  stop  hemorrhage. 
It  is  seldom  necessary  to  pack  a uterus  but  rarely 
it  may  be  necessary  and  lifesaving.  In  the  mean- 
time preparations  have  been  made  for  transfusion 
of  whole  blood  and  in  most  cases  500  cc.  or  more 
should  be  the  initial  amount.  The  indication  for 
replacement  of  blood  should  be  measured  loss  and 
not  an  estimated  one.  To  measure  blood  loss  re- 
quires little  in  the  way  of  apparatus  that  is  com- 
plicated or  expensive.  A metal  plate  is  placed 
beneath  the  patient’s  buttocks  after  the  birth  of 
the  baby.  This  plate  drains  into  a liter  jar  sus- 
pended in  a ringstand  attached  to  the  leg  of  the 
table.®  If  there  is  a loss  of  one  pint  or  500  cc.  in 
the  jar  and  the  patient  is  still  bleeding,  transfuse. 
Symptoms  and  signs  of  hemorrhage,  such  as  rapid 
pulse,  low  blood  pressure,  and  changes  in  the 
erythrocyte  count  and  hemoglobin  content,  lag 
behind  the  actual  blood  loss,  and  if  one  awaits  the 
signs  and  symptoms  of  air  hunger  and  pallor  as  an 
indication  for  blood  replacement,  too  often  the 
opportunity  for  saving  life  will  have  passed.  The 
use  of  plasma  often  will  bridge  the  gap  while 
awaiting  transfusion,  but  in  great  blood  loss  de- 
pendence should  not  be  placed  upon  plasma  alone 
but  it  should  be  followed  by  whole  blood.  A word 
of  caution  should  be  voiced  here  as  to  the  danger 
of  transfusion  of  Rh—  mothers  with  Rh-f  blood. 
Two  transfusion  deaths  in  the  Monroe  County 
series  were  almost  surely  due  to  this  factor,  for  in 
both  cases  careful  typing  and  cross-matching  had 
been  carried  out.  These  occurred  several  years 
ago  before  the  work  of  routine  Rh  determination. 
Application  of  heat  and  lowering  of  the  head  of 
the  delivery  table,  of  course,  should  be  part  of  the 
treatment. 
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Conclusion 

There  is  agreement  among  those  who  have 
studied  carefully  many  fatalities  from  puerperal 
hemorrhage  that  a large  percentage  of  these 
might  have  been  prevented  had  the  attendant 
used  the  knowledge  and  facilities  available  today 
in  hospital  deliveries,  and  had  he  been  alert  and 
prompt  in  meeting  this  serious  emergency.  The 
indication  for  controlling  hemorrhage  and  replac- 
ing blood  loss  should  be  a measured  loss  of  blood 
and  not  estimated  loss  or  signs  and  symptoms  of 
hemorrhage,  for  these  lag  behind  the  actual  blood 
loss  and  treatment  after  the  onset  of  shock  may  be 
too  late  to  be  lifesaving. 


Rh  factor  determination  and  blood  typing 
should  be  a routine  procedure  and  blood  banks 
should  be  available. 

26  South  Goodman  Street 
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SCIENTIFIC  EXHIBITS 

1948 

ANNUAL  MEETING 

Applications  for  space  for  the  scientific  exhibits  should  be  made  directly  to 
Chairman  of  Subcommittee  on  Scientific  Exhibits  of  the  Convention  Committee: 

Dr.  J.  G.  Fred  Hiss 
505  State  Tower  Building 
Syracuse  2,  New  York 

The  Annual  Meeting  will  be  held  May  17  to  21,  1948,  at  the  Hotel  Pennsylvania 
in  New  York  City. 

No  Applications  can  be  considered  after  January  16,  1948 
There  will  be  two  groups  of  awards: 

Awards  in  Group  I are  made  for  exhibits  of  individual  investigation,  which  are 
judged  on  the  basis  of  originality  and  excellence  of  presentation. 

Awards  in  Group  II  are  made  for  exhibits  which  do  not  exemplify  purely  experi- 
mental studies  and  which  are  judged  on  the  basis  of  excellence  of  presentation  and 
correlation  of  facts. 
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VAGINAL  HYSTERECTOMY 

Oliver  N.  Eastman,  M.D.,  F.A.C.S.,  Burlington,  Vermont 
( From  the  University  of  Vermont  College  of  Medicine) 


BURLINGTON,  Vermont,  a comparatively 
small  medical  center  in  a rural  state  with 
few  transients,  affords  a rather  unique  opportu- 
nity to  study  the  merits  of  an  operative  procedure 
for  the  correction  of  obstetric  complications, 
and  especially  is  this  so  of  pathologic  damages  to 
the  pelvic  structures.  Women  of  preceding  gen- 
erations in  Vermont  received  little  or  no  pre-  or 
postobstetric  care.  Lacerations  at  childbirth 
were  neglected  too  often  because  of  inadequate 
facilities  for  surgical  repair  in  the  homes  where  99 
per  cent  of  these  women  bore  their  babies.  Two 
or  three  interrupted  sutures  of  silkworm  gut  for 
second  or  third  degree  lacerations  and  no  sutures 
for  internal  tears  was  the  rule.  The  younger 
generation  of  gynecologists  can  scarcely  appreci- 
ate the  difficulty  encountered  following  a forceps 
delivery  of  an  obese  patient  in  the  middle  of  a 
featherbed,  with  the  husband  or  a kind  neighbor 
holding  a lantern  with  the  rays  reflected  as  much 
in  the  physician’s  eyes  as  on  the  patient’s  peri- 
neum. Household  duties  requiring  lifting  and 
straining  soon  after  delivery  were  added  factors 
favorable  to  the  commonly  acquired  “falling  of 
the  womb.”  Routine  aid  for  this  distressing  con- 
dition called  for  palliative  treatment  with  pessa- 
ries and  gadgets,  hard  and  soft,  large  and  small, 
round  and  square;  in  fact,  anything  from  an  ap- 
ple to  a doorknob,  to  afford  relief. 

Retroversion  of  the  uterus  with  procidentia  of 
varying  degrees,  associated  with  cystocele  and 
rectocele,  comprises  a large  percentage  of  the 
cases  in  which  vaginal  hysterectomy  offers  a fav- 
orable operative  solution  for  these  afflicted 
women.  True,  we  have  at  our  command  other 
corrective  surgical  means  which  give  excellent  re- 
sults in  selected  cases;  but,  considering  all  points, 
I believe  no  other  operative  procedure  can  offer  so 
many  favorable  factors  as  does  the  vaginal  hys- 
terectomy. With  this  thought  in  mind,  we  have 
endeavored  to  correct  several  of  the  more  unde- 
sirable features  of  this  operation,  and  at  this  time 
submit  a preliminary  review  of  1,000  personally 
operated  cases  in  which  the  uterus  has  been  re- 
moved vaginally.  Several  years  more  will  be 
required  in  this  study  to  determine  a number  of 
variable  factors.  The  operation  which  we  now 
employ,  and  believe  to  be  a good  operation,  is 
quite  different  from  the  one  we  did  fifteen  years 
ago.  At  this  time  we  are  scarcely  able  to  evalu- 
ate the  several  procedures  which  we  have  used 
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in  determining  whether  or  not  satisfactory  results 
are  more  frequently  met  with  the  present  pro- 
cedure than  with  the  ones  used  earlier.  Neither 
are  we  quite  sure  which  type  of  case  lends  itself 
best  to  this  or  that  type  of  correction.  We  do 
feel,  however,  that  on  general  principles,  for  the 
patient’s  best  interests,  certain  cases  can  best 
be  operated  vaginally,  while  other  cases  require 
abdominal  approach  for  best  results.  Procidentia 
of  the  uterus  with  cystocele  and  rectocele  is  by 
far  the  chief  indication  for  vaginal  hysterectomy. 
Metrorrhagia,  near  or  postmenopausal,  chronic 
cervicitis,  cervical  and  uterine  polyp,  fibrosis  with 
hyperplasia  and  stricture  of  the  cervix  are  fre- 
quently-met indications.  Marked  elongation  of 
the  cervix  and  considerable  procidentia  following 
a ventral  fixation  of  the  fundus  uteri  is  not  an  un- 
usual indication. 

With  poor  risk  individuals — patients  with  car- 
diac insufficiency,  diabetics,  the  obese,  the  aged, 
the  patients  with  intestinal  adhesion  complica- 
tions in  previous  abdominal  operations— the  va- 
ginal approach  for  a hysterectomy  is  favored. 
Local  anesthesia  affords  a minimum  risk  in  these 
cases  and  is  used  routinely  in  the  aged.  Con- 
versely, a history  of  previous  pelvic  inflammatory 
disease,  endometriosis,  or  any  condition  causing 
limited  mobility  of  the  uterus,  with  shortening  of 
the  supporting  ligaments  and  fascia,  malignancy 
of  the  cervix,  adnexal  pathology  of  any  nature,  or 
cases  in  which  abdominal  exploration  is  advisable, 
are  contraindications  for  vaginal  hysterectomy. 
An  open  mind  to  operate  whichever  way  is  best 
for  the  patient  is  to  be  desired ; and  a competent 
gynecologist  should  be  able  to  select  the  prefer- 
able approach,  always  bearing  in  mind  that  a hys- 
terectomy started  vaginally  can  be  completed 
readily  from  above,  should  conditions  be  found 
to  make  this  expedient.  Such  has  happened  in  a 
few  of  our  cases.  In  one  instance  the  left  ovarian 
vessels  escaped  from  a faulty  clamp  and  necessi- 
tated an  abdominal  incision  for  ligation.  In  an- 
other case,  a pedunculated  fibroma  became  sep- 
arated from  the  uterine  fundus,  requiring  an  ab- 
dominal incision  to  extract  the  tumor  from  coils  of 
small  intestine.  In  approximately  25  per  cent  of 
cases  the  vaginal  approach  serves  best.  In  25  per 
cent  of  cases  this  is  equally  true  of  an  incision 
through  the  ventral  wall;  while  in  the  remaining 
50  per  cent,  it  will  make  little  or  no  difference. 
The  choice  remains  for  the  surgeon  to  decide 
which  is  more  convenient  for  him  to  do.  In  our 
series  of  cases,  we  find  we  did  1 ,000  vaginal  hys- 
terectomies, while  we  did  796  hysterectomies 
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through  an  abdominal  incision  over  the  same  pe- 
riod. 

At  this  time  it  is  pertinent  to  mention  that  a 
considerable  number  of  vaginal  operations  have 
been  performed  for  the  removal  of  a cervical 
stump  and  a repair  of  a cystocele  and  rectocele 
where  a previous  operation  had  removed  the  up- 
per part  of  the  uterus  only.  These  cases  are  not 
counted  in  our  study  as  vaginal  hysterectomies. 
I would  also  stress  that  in  doing  abdominal  hys- 
terectomies for  several  years  we  have  left  only  an 
occasional  cervix.  One  readily  appreciates  why 
this  is  important  after  reviewing  the  literature 
with  the  reported  frequency  of  stump  cancer  in 
approximately  6 per  cent  of  well-studied  cases  in 
our  leading  gynecologic  clinics.  The  frequency  of 
cervicitis,  chronic  infestation  with  trichomonas, 
and  cystic  degeneration  of  the  cervix,  play  a les- 
ser role,  but  are,  nevertheless,  important. 

It  would  be  logical  to  assume  that  in  vaginal 
hysterectomy  and  repair  we  more  nearly  estab- 
lish normal  relations  of  remaining  pelvic  tissues 
than  in  any  other  corrective  procedure  with  the 
exception  of  the  Spaulding-Richardson  and  the 
LaFort  technic.  Incidentally,  following  this 
latter  procedure  I have  encountered  a relatively 
high  percentage  of  recurrence  of  the  disability 
for  which  the  operation  was  performed;  and 
rarely  does  it  seem  advisable  to  select  this  type 
of  operation  for  procidentia.  The  Watkins, 
Manchester,  Fothergill,  and  interposition  types 
of  correcting  procidentia,  all  seem  to  be  based  on 
transplanting  the  fundus  uteri  to  an  abnormal  po- 
sition beneath  the  bladder  base  or  anterior  wall, 
thereby  reducing  the  existing  prolapse  which 
constitutes  an  operation  not  aimed  at  re-estab- 
lishing the  normal  relation  of  the  tissues  involved 
before  the  procidentia  developed.  Physiologic 
functions  in  the  structures  involved  would  seem 
to  be  markedly  changed.  I am  convinced  that 
patients  who  have  undergone  a vaginal  hysterec- 
tomy are  decidedly  more  comfortable  than  are 
those  on  whom  I have  performed  one  of  these 
other  operations.  Controversial  opinion — right 
or  wrong — the  uterus  still  remains,  correcting  to  a 
degree  the  prolapse  of  the  bladder,  but  still 
presenting  a fertile  field  for  pathologic  changes. 
Restoration  of  cardinal  fascia  and  uterine  liga- 
ments to  near  their  normal  level  and  the  removal 
of  the  uterus,  in  which  there  is  so  frequently 
found  pathologic  changes  not  recognized  in  situ, 
argue  favorably  for  total  uterine  removal.  Eval- 
uation of  existing  dysfunction  is  highly  important 
and  should  be  taken  into  consideration  in  any 
corrective  procedure.  In  considering  vaginal  hys- 
terectomy one  must  be  conversant  with  the  nor- 
mal and  be  able  to  appreciate  the  necessary  cor- 
rection before  starting  the  operation.  The  de- 
gree of  prolapse  of  the  uterus,  of  the  bladder, 
the  urethra,  and  the  holding  propensity  of  sup- 


porting structures,  should  be  taken  into  consider- 
ation and  borne  in  mind  throughout  the  entire 
operation. 

Three  important  steps  seem  worth  while  stress- 
ing. First,  delivery  of  the  fundus  uteri  through  a 
cul-de-sac  opening  permits  accessibility  to  clamp- 
ing the  lateral  uterine  supporting  structures. 
Morcellation  of  the  uterine  body  can  be  accom- 
plished readily  should  this  be  required  to  lessen 
the  size  of  the  uterus  in  effecting  its  delivery. 
Especially  is  this  so  in  the  presence  of  a large  leio- 
myomatous  uterus. 

Second,  by  inserting  two  fingers  of  the  left  hand 
behind  the  uterine  fundus,  the  bladder  is  ele- 
vated readily  so  there  should  be  no  danger  of  in- 
cising the  bladder  wall  when  the  peritoneal  cavity 
is  opened  anteriorly.  This  accident  does  take 
place  in  the  classic  vaginal  hysterectomy  even  in 
the  hands  of  competent  and  excellent  surgeons, 
as  several  have  attested.  I have  yet  to  see  this 
accident  happen  where  the  uterus  is  removed  pos- 
teriorly. 

Third,  a normally  deep  vagina  requires  severing 
the  mucous  membrane  well  down  on  the  cervix. 
The  approximation  of  the  prevesical  columns  of 
tissue  which  have  thinned  and  separated  laterally, 
permitting  the  bladder  to  herniate  downward, 
leaves  a long  anterior  vaginal  wall.  A slightly  lax 
anterior  vaginal  wall  is  preferable  to  a tense  an- 
terior wall  which  may  give  the  patient  discomfort 
when  the  bladder  is  distended.  Wide  lateral  dis- 
section of  the  vaginal  mucous  membrane  provides 
good  bladder  support,  but  too  frequently  shortens 
the  anterior  vaginal  wall.  We  prefer  to  maintain 
anterior  wall  depth  by  trussing  the  lower  margin  of 
the  vesicocervical  tissues  to  a high  position  by 
suturing  to  a central  stump  previously  formed  by 
the  approximation  of  the  uterine  ends  of  the  in- 
fundibulopelvic  ligaments.  A 10  to  12  cm.  depth 
with  an  introitus  readily  admitting  two  fingers  is 
desirable. 

Technic  of  Operation 

With  the  bladder  empty  and  the  vaginal  mu- 
cous membrane  prepared  by  painting  with  phem- 
erol  or  merthiolate  solution,  the  cervix  is  grasped 
with  2 volsellum  forceps  closing  the  cervical 
os.  A circular  incision  is  carried  around  the 
cervix,  attached  cervical  tissues  are  separated  with 
scissor  dissection  and  gauze  over  the  thumb,  push- 
ing the  mucous  membrane  upward,  and  exposing 
the  lateral  cervical  tissues  which  are  sutured  on 
either  side  with  chromic  Number  1 catgut.  The 
cervical  branch  of  the  uterine  artery  is  severed 
below  and  parallel  to  the  suture,  thereby  pre- 
venting its  slipping  off  the  pedicle.  The  cervical 
attachments  of  the  sacrocervical  fascia  are  sev- 
ered, permitting  the  uterine  vessels  to  come  into 
the  operative  field  as  the  uterus  descends.  These 
are  ligated  on  either  side  with  a suture  of  chromic 
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Number  1.  These  vessels  are  severed  parallel  to 
the  suture  which  is  cut  to  permit  the  vessels  to  re- 
tract to  a higher  level.  The  cul-de-sac  is  opened 
and  the  fundus  of  the  uterus  delivered  through 
this  opening.  The  bladder  is  now  elevated  by  in- 
serting two  fingers  of  the  left  hand  while  scissors 
held  in  the  right  hand  open  into  the  anterior 
space.  Curved  clamps  from  below  and  above, 
their  points  in  apposition,  clamp  the  structures 
adjacent  to  the  uterine  body  on  either  side.  Sev- 
ering of  these  structures  permits  the  delivery  of 
the  uterus.  Each  pedicle  is  sutured  with  Number 
1 chromic  catgut  before  removal  of  the  clamps. 
The  sutures  are  left  long  to  permit  approximation 
of  the  stumps  after  peritoneal  closure.  Adnexal 
examination  is  done  at  this  time  and  pathologic 
tissues  removed.  Should  an  examination  of  the 
cavity  of  the  uterus  reveal  carcinoma,  both  tubes 
and  ovaries  are  excised  at  this  time.  If  either  or 
both  fallopian  tubes  give  evidence  of  inflammatory 
changes,  removal  is  advisable.  The  peritoneal 
cavity  is  now  closed  with  a running  suture  of  fine 
chromic  catgut.  Both  pedicles  of  the  infundibulo- 
pelvic  ligaments  remain  outside  the  closed  perito- 
neal cavity  and  are  now  approximated  by  ligating 
the  sutures  previously  left  long. 

The  cystocele  is  next  repaired  by  separating 
laterally  and  removing  the  redundant  mucosa,  ex- 
posing the  denser  structures  which  are  to  be 
approximated  in  the  cystocele  repair.  A suture 
of  chromic  catgut  is  now  passed  through  the  dis- 
tal end  of  the  fascia  on  the  left  side  which  was 
previously  separated  from  the  cervix,  through  into 
the  central  stump  formed  by  the  union  of  the  in- 
fundibulopelvic  ligaments  and  out  through  to  the 
corresponding  fascia  on  the  right  side.  This  su- 
ture remains  lax  at  this  time,  thereby  permitting 
a repair  of  the  cystocele  at  a relatively  low  level. 
The  cystocele  is  repaired  with  two  or  more  layers 
of  fine  chromic  catgut,  approximating  the  tissues 
which  previously  had  been  damaged,  permitting  a 
cystocele  to  form.  The  connective  tissue  beneath 
the  urethra  is  approximated,  usually  with  a con- 
tinuous suture  of  chromic  00.  In  joining  these 
structures,  interrupted  chromic  catgut  sutures 
were  used  in  the  earlier  operations,  but  seemed  to 
have  no  special  advantage  over  a continuous  su- 
ture which  is  not  drawn  tight;  and  the  absence  of 
buried  knots  favors  smooth  healing  of  the  mucous 
membrane.  The  two  top  sutures,  attached  to 
the  central  stump  previously  mentioned,  are  now 
threaded  on  a round  needle  and  passed  from 
within  outward  on  opposite  sides,  catching  sup- 
porting fascia,  then  passed  through  the  mucous 
membrane,  one  on  either  side.  Two  more  sutures 
from  the  central  stump  are  used  at  a lower  level, 
while  the  remaining  two  are  passed  through  the 
sacrocervical  tissues  and  mucous  membrane 
which  were  previously  separated  from  the  cervix. 


The  sutures  are  ligated  in  reverse  order  of  their 
insertion. 

This  method  of  suturing  elevates  the  vaginal 
vault  to  the  highest  position  possible  and  joins 
the  cardinal  ligaments  from  side  to  side  which  were 
originally  separated  only  by  the  cervix.  The 
operation  is  completed  by  repair  of  the  rectocele. 

A central  strip  of  mucous  membrane  is  re- 
moved extending  from  the  introitus  to  the  cul-de- 
sac  opening,  along  the  posterior  vaginal 
wall.  The  width  of  this  strip  depends  upon  the 
size  of  the  rectocele  to  be  repaired.  The  perirec- 
tal fascia  is  now  approximated  with  sutures  of  00 
chromic  catgut,  the  levator  fascia  is  approximated 
with  interrupted  chromic  catgut  sutures  Number 
1.  Approximation  of  the  subcutaneous  fascia  in 
the  perineal  body  is  accomplished  by  a running 
suture  through  the  fascia  and  returning  upward 
as  a subcutaneous  suture.  A light  pack  of  sterile 
gauze  in  the  vagina  and  a retention  catheter,  to 
remain  from  twelve  to  forty-eight  hours,  com- 
pletes the  operation. 

Statistics 

The  following  statistics  were  compiled  by  Dr. 
Barbara  Beardslee  from  charts  in  the  local  hos- 
pitals of  Burlington  and  appended  by  vaginal 
hysterectomies  performed  at  Collee’s  Huntington 
Hospital  and  St.  Luke’s  Hospital,  in  Pasadena. 
California. 

Of  the  1,000  patients  under  the  care  of  Dr. 
Oliver  N.  Eastman,  522  were  between  30  and  60 
years  of  age,  the  youngest  being  22,  and  the  old- 
est 84, 


Symptoms 

Bladder  irritability 224 

Low  backache 186 

Low  abdominal  discomfort. 144 

Bearing-down  discomfort 106 

Vaginal  discharge 154 

Dysmenorrhea 55 

Stress  incontinence 33 

Indications  for  Operation 

Prolapse  of  uterus 410 

Second  and  third  degree  prolapse 264 

Rectocele  and  cystocele 473 

Myoma  uteri 386 

Metrorrhagia 255 

Postmenopausal  bleeding'. 91 

Retroversion  of  uterus 154 

Cervical  and  uterine  polypi 48 

Cystic  ovaries 46 

Cul-de-sac  hernia 11 

Malignancies  of  the  fundus  uteri 17 

Malignancies  of  the  cervix 9 

Preoperative  Findings  Added  to  Indications  for  Opera- 
tion 

Pelvic  inflammatory  disease 23 

Ectopic  pregnancy 2 

Hydrosalpinx 3 

Decubitus  ulceration  of  cervix  (malignancy 

present  in  3) 7 

Third  degree  lacerations 4 

Urethral  caruncle 6 
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Rectovaginal  fistula 

Hemorrhoids 

Pyometria 

Bartholin  duct  cyst 

Cervical  stenosis 

Recurrent  appendicitis 

Operations 

One  thousand  vaginal  hysterectomies  include 
following  operations: 

Cystocele  repair 

Perineorrhaphy,  including  rectocele  repair.  . 

Salpingectomy,  alone .... 

Salpingo  - oophorectomy 

Vaginal  appendectomy 

Cul-de-sac  hernia 

Urethral  caruncle 

Rectovaginal  fistula 

Bartholin  duct  cysts 

Vaginal  cyst 

Hemorrhoidectomy 

Immediately  following  vaginal  hysterectomy, 
abdomen  was  opened  in  24  cases: 

Appendectomy,  abdominal 

Ventral  hernia  and  appendectomy 

Salpingo-oophorectomy 

Adhesions 

Ovarectomy  for  large  ovarian  cysts 

Severing  of  previous  ventral  fixation  stump 

Bleeding  from  left  ovarian  vein 

Myoma  which  separated  from  uterus 

Pathologic  Diagnosis 

Leiomyoma  uteri  or  myoma  uteri 

Endometrial  polyps 

Endometrial  hyperplasia 

Cystic  endometrial  hyperplasia 

Adenocarcinoma  uteri 

Adenomyosis  uteri 

Squamous  cell  carcinoma,  cervix 

Epidermoid  carcinoma,  Grade  II 

Adenomyosis  of  cervix 

Adenocarcinoma  of  rectum 

Papillary  cystadenoma  plus  endometrial 

polypi  with  early  malignant  change 

Leiomyomata,  malignant 

Papillary  cystadenoma  of  ovary 

Pseudomucinous  papillary  cystadenoma 

ovary 

Arteriosclerosis  of  uterine  arteries 

Atrophic  uterus 

Endometriosis  uteri 

Endometrial  polyp,  benign,  cystic 

Endometrial  polyp,  benign  adenomatous.  . 
Leiomyomatous  uterus  with  hyline  degener- 
ation   

Leiomyoma  uteri,  calcified 

Retained  decidua 

Tubal  pregnancy 

Appendicitis 

Morbidity  ( Excluding  minor  complications ) 
Hemorrhage,  with  transfusion  of  blood  or 

plasma,  during  or  after  operation 

Severe  anemia,  preoperatively,  requiring 

plasma  or  blood 

Postoperative  cystitis 

Pyelitis 

Pelvic  abscess 

Thrombophlebitis 

Pneumonia  with  atelectasis 

Pneumonia 

Pelvic  peritonitis 


Deaths  ( Institutional ) 

In  the  first  500  cases  there  were  six  deaths. 

1 on  day  of  operation,  postoperative  shock 

1 on  sixth  day  postoperative  due  to  pneumonia 
following  an  atelectasis 

1 on  seventh  day  postoperative  due  to  pulmonary 
thrombosis 

1 on  ninth  day  postoperative  due  to  intestinal  ob- 
struction 

1 on  thirteenth  day  postoperative  due  to  peritoni- 
tis and  pelvic  abscess 

1 on  twenty-ninth  day  postoperative  from  peri- 
tonitis— squamous  cell  carcinoma  of  cervix 
Grade  III 

In  the  second  500  cases  there  was  one  death, 
having  the  following  autopsy  report.  The  patient 
was  a woman,  aged  31,  who  died  thirty-six  hours 
postoperatively.  Pathologic  report:  Squamous 
cell  carcinoma  Grade  III,  high  malignancy. 
Autopsy:  general  peritonitis,  streptococcic; 

pulmonary  tuberculosis  in  hilar  lymph  nodes; 
large  embolus  in  left  heart;  large  thrombosis 
right  ventricle  with  cardiac  failure.  This  patient 
was  bleeding  continuously  from  inoperable  car- 
cinoma of  the  cervix.  Operation  was  performed 
to  control  bleeding  which  required  continuous 
vaginal  packings  to  control  hemorrhage. 

Check-ups 

Five  hundred  and  forty-four  patients  of  the 
series  have  been  checked  personally.  Cystoceles 
have  recurred,  small,  medium,  or  large,  in  36  in- 
stances; while  rectocele  recurrence  was  found  in  8 
instances.  Five  of  these  patients  have  been  re- 
operated. 

The  malignancies  in  Group  1 and  2 numbered 
37.  Thirty-one  of  these  patients  were  alive  on 
April  23,  1947. 

Check-ups  Since  March  11,  1947 

1.  Check-ups  in  office  since  March  11,  1947: 
105. 

2.  Results: 

1 00  % satisfactory 80 

95%  satisfactory 4 

90%  satisfactory 8 

85%  satisfactory I 

80%  satisfactory 8 

75%  satisfactory 3 

Failure 1 

3.  Depth  of  vagina  in  the  105  patients  examined 
since  March  11,  1947: 

Deepest  vagina 14  cm. 

Shallowest  vagina 6 cm. 

Average  vagina 11  cm. 

4.  Weakness  of  anterior  wall  in  patients  ex- 

amined since  March  11,  1947:  17.  None  of  these 
patients  complained  of  troublesome  symptoms. 

5.  Weakness  of  posterior  wall  in  patients  ex- 
amined since  March  11,  1947:  2. 


Much  appreciation  is  deserved  by  Dr.  Barbara  Beardslee 
for  the  painstaking  effort  in  reviewing  this  Beries,  of  which 
only  a preliminary  report  is  submitted  by  the  author.  The 
age  groups,  and  details  of  morbidity  and  mortality,  are  too 
voluminous  to  be  incorporated  in  this  paper. 


1 

18 

5 

4 

3 

2 

the 

616 

967 

97 

90 

9 

15 

6 

1 

5 

2 

29 

the 

6 

2 

8 

2 

3 

1 

1 

1 

218 

53 

84 

28 

16 

26 

11 

1 

1 

2 

1 

1 

1 

1 

2 

48 

8 

4 

6 

1 

2 

7 

2 

2 

13 

11 

25 

6 

6 

4 

2 

3 

1 


IS  ANAL  FISTULA  A NECESSARY  SEQUEL  TO  PERIANAL  ABSCESS? 

Emil  Granet,  M.D.,  New  York  City 


/CURRENTLY,  hospital  beds  are  universally 
V>/  at  a premium  and  operating  room  facilities 
are  severely  overtaxed.  Any  measure  directed 
toward  alleviating  this  deplorable  condition  is 
deserving  of  our  earnest  consideration.  The  ad- 
vantage of  obtaining  a cure  following  the  primary 
surgical  treatment  of  a patient  with  perianal 
suppuration  is  obvious.  Too  often  a residual 
fistula  is  the  expected  result  entailing  one  or  more 
hospital  readmissions  for  further  operation. 
Jackman  reported  recently  that  of  500  patients 
seen  at  the  Mayo  Clinic  with  anal  fistula,  43  per 
cent,  or  nearly  one  half,  had  undergone  from  one 
to  fourteen  operations  for  this  condition.1 

It  is  my  intention  to  show  that  fistulas-in-ano 
often  can  be  prevented  if  two  surgical  axioms  are 
observed : (1)  that  the  optimum  time  for  drainage 
of  perianal  suppuration  is  at  the  earliest  moment 
when  this  process  is  suspected  by  symptoms  and 
physical  signs;  and  (2)  that  in  most  instances  it 
is  possible  and  expedient  to  treat  acute  and 
chronic  perianal  abscess  in  one  surgical  procedure, 
so  that  the  infectious  lesion  is  drained  or  excised 
completely,  that  is,  from  the  primary  source  of 
infection  in  the  anus  to  the  remote  perianal  or 
ischiorectal  abscess.  Henceforth  in  this  report 
the  term  “perianal”  will  include  ischiorectal  and 
other  infralevator  abscesses. 

Contemporary  opinions  as  to  the  management 
of  perianal  suppuration,  especially  in  regard  to 
those  phases  of  the  problem  just  stated,  are 
divergent  or  indecisive. 

Buie  favors  delayed  incision  and,  in  general, 
allows  an  abscess  to  approach  the  point  of  rupture 
before  interfering.2  Smith  and  Vickers  express 
identical  views.3’4  On  the  other  hand,  many  of 
us  agree  with  Allingham  who,  sixty-five  years  ago, 
stated,  “It  is  certainly  less  damaging  to  cut  into 
an  inflamed  swelling  near  the  anus  without  find- 
ing pus  than  to  let  a day  pass  over  after  suppura- 
tion has  commenced;  the  longer  the  abscess  is 
' left  unopened  the  greater  the  danger  of  the 
formation  of  lateral  sinuses.”6  That  this  edict 
has  been  followed  at  St.  Mark’s  Hospital  for 
decades  is  indicated  by  the  current  opinion  of 
Gabriel  who  states,  “Every  anorectal  abscess 
should  be  incised  at  the  earliest  possible  moment. 
It  is  not  desirable  to  procrastinate  and  apply 
palliative  treatment  until  fluctuation  has  oc- 
curred, for  abscesses  in  this  region  never  clear  up 
spontaneously.”6  Horseshoe,  perirectal,  supra- 
levator,  and  “water  spout”  fistulas  are  the  fre- 
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quent  end  results  of  such  procrastination  on  the 
part  of  the  patient,  the  doctor,  or  both.  Perianal 
suppuration  must  be  treated  as  a surgical  emer- 
gency. In  those  cases  in  which  hospitalization  is 
necessarily  delayed,  a simple  stab  incision  into  the 
abscess,  performed  at  the  home,  office,  or  clinic, 
will  afford  an  external  exit  for  pus  under  pres- 
sure, thereby  preventing  circumferential  spread. 

That  “stem  to  stern”  drainage  of  anorectal 
abscesses  be  utilized  when  possible  constitutes 
my  second  premise.  Here  again  current  opinions 
regarding  this  procedure  are  divergent  or  inde- 
cisive. Miller  states:  “If  an  opening  into  the 
anal  canal  be  discovered,  no  attempt  should,  as  a 
rule,  be  made  to  lay  this  open  at  the  time  of  the 
primary  operation.  If  a fistula  results,  it  should 
be  dealt  with  by  operation  a few  weeks  later.”7 
Buie,  Manheim,  and  Bacon  are  guardedly  con- 
servative.28’9 They  extend  drainage  through  the 
primary  internal  opening  only  in  special  instances 
when  the  abscess  is  superficial,  localized,  and  the 
internal  opening  easily  located.  However,  in  a 
recent  article  Bacon10  has  crystallized  his  opinion 
and  states  that  he  attempts  operation  for  ab- 
scess in  one  sitting.  “We  have  performed  this 
maneuver  in  selected  cases  in  several  hundred  in- 
stances and  seldom  have  encountered  a recur- 
rence,” said  Bacon. 

In  naval  personnel  hospitalized  for  perianal 
abscesses  my  utilization  of  the  one-stage  opera- 
tion resulted  in  wounds  that  healed  without 
fistulas,  thereby  minimizing  hospital  morbidity 
and  permitting  early  return  to  duty. 

Pathologic  Physiology 

Successful  therapy  in  medicine  is  dependent, 
primarily,  on  a lucid  understanding  of  the 
pathologic  physiology  resulting  in  a specific 
lesion.  It  is  probable  that  most  perianal  abscesses 
originate  in  the  anus.  Several  anatomic  struc- 
tures, most  important  of  which  are  the  anal 
crypts,  ducts,  and  intramuscular  glands,  are  in- 
volved. The  latter  were  first  described  in  1880  by 
Hermann  and  Desfosses  who  pointed  out  their 
etiologic  importance  in  producing  perianal  fistulas. 

In  1914  Franklin  P.  Johnson  published  com- 
prehensive studies  on  the  embryology  of  the 
rectum  in  which  he  emphasized  the  development 
of  the  intramuscular  glands.11  This  early,  com- 
plete, and  detailed  description  is  of  great  sig- 
nificance to  the  problem  of  perianal  suppuration. 
Johnson  described  gland-like,  simple  or  branched 
tubules  lying  completely  in  the  submucosa 
known  as  the  intramuscular  glands.  There  are 
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seldom  more  than  six  or  eight  of  these.  The 
main  ducts  of  the  glands  penetrate  the  internal 
sphincter  muscle  to  terminate  blindly  in  the 
intramuscular  connective  tissue. 

Johnson’s  description  of  the  anal  ducts  and 
intramuscular  glands  was  confirmed  and  sub- 
sequently elaborated  on  by  Harris,  Lockhart- 
Mummery,  Gordon-Watson,  Pope,  Tucker  and 
Hell  wig,  and,  currently,  by  Kratzer  and  Dockerty. 
Harris  found  that  occasionally  these  glands  after 
penetrating  the  internal  sphincter  spread  to  the 
superficial  surface  of  the  levator  ani  and  so  into 
the  ischiorectal  fossae,  or  to  the  deep  surface  of 
the  levator  and  so  to  the  supralevator  space.12 
It  is  obvious,  as  Lockhart-Mummery  pointed  out, 
that  “these  glands  communicating  as  they  do 
with  the  bowel  lumen,  afford  a path  for  infective 
organisms  to  reach  the  connective  tissue  of  the 
ischiorectal  fossa  and  so  set  up  an  abscess  in  this 
region.”13 

Gordon-Watson  and  Dodd  demonstrated  that 
infection  can  take  place  primarily  in  the  gland 
when  there  is  no  direct  communication  with  the 
anal  canal.14  Evidence  of  primary  gland  in- 
fection is  offered  in  serial  sections  of  fistulous 
tracts  examined  after  excision  by  these  authors. 
Portions  of  the  intramuscular  gland  substance 
lined  by  transitional  epithelium  are  clearly  shown 
to  be  involved  in  a localized  abscess  process.  In 
these  instances  the  ducts  communicating  with 
the  anal  canal  may  have  been  obliterated  during 
development  and/or  the  anal  orifices  of  the  ducts 
become  blocked  by  the  congestion  of  the  mucosa 
or  submucosa.  Kratzer  and  Dockerty  in  a cur- 
rent report  confirm  this  opinion.16 

That  the  crypt  opening  into  the  anus  sometimes 
is  sealed  is  common  experience.  Even  in  opera- 
tion for  fistula-in-ano,  search  for  the  internal  anal 
opening  by  probe  occasionally  fails  and  it  can  be 
demonstrated  only  by  the  injection  of  dye  under 
pressure  through  the  external  opening.  Failure 
to  cure  a fistula  usually  is  attributed  to  the  fact 
that  the  true  internal  opening  has  been  unin- 
tentionally spared.  In  my  experience  search  for 
the  internal  anal  opening  of  a crypt,  tubule,  or 
intramuscular  gland  by  means  of  a probe  from 
the  anal  side  was  seldom  successful  in  the  pres- 
ence of  an  acute  abscess.  Mucosal  edema,  in- 
duration, and  inflammatory  obliteration  of  the 
crypt  were  probable  factors  contributing  to  the 
failure  of  this  maneuver.  Obviously  in  an  acute 
abscess  the  injection  of  dye  is  unfeasible.  In 
most  of  our  acute  abscesses,  however,  the  anal 
source  of  infection  was  found  by  retrograde  probe 
exploration  following  incision  of  the  abscess. 

Fistula-in-ano  commonly  is  regarded  as  the 
contracted,  fibrotic  end  result  of  an  externally 
drained  perianal  abscess.  As  shown,  the  source 
of  such  an  abscess  usually  is  found  in  a crypt, 


tubule,  or  intramuscular  gland.  If  this  focal 
source  of  infection  in  the  anus  is  removed  at  the 
same  time  that  the  abscess  is  drained,  it  is  logical 
to  assume  that  a fistula-in-ano  cannot  result.  Of 
48  consecutive  patients  with  infralevator  perianal 
abscess  recently  treated,  this  one-stage  “stem  to 
stern”  operation  proved  feasible  in  40. 

Method  of  Treatment 

One  hundred  and  twelve  consecutive  cases  of 
perianal  inflammatory  disease  were  treated 
surgically  at  the  U.S.  Naval  Hospital,  St.  Albans, 
New  York,  in  a recent  eighteen-month  period. 
Of  these,  60  were  fistulas-in-ano.  The  remaining 
52  were  patients  with  perianal  abscesses,  36  acute 
and  the  remaining  16,  subacute  or  chronic 
(Table  1). 


TABLE  1. — Total  Pebianal  Abscesses 


Description 

Number 

Operations 
Pri-  Mul- 

mary  tiple 

Acute  abscess  with 

sinus  to  anus 

28  (56%) 

25 

3 

Chronic  abscess  with 
sinus  to  anus 

8(16%) 

72% 

8 

Acute  abscess  without 

sinus 

4 (8%) 

4 

Chronic  abscess  with- 
out sinus 

1 (2%) 

10% 

1 

Abscess  origin  in  anal 

fissure 

4 

4 

Abscess  origin  in  pilo- 

nidal  disease 

3 

3 

Recurrent  abscess  with 

supralevator  sinus 

3 

3 

Acute  supralevator  ab- 

scess 

1 

1 

Total 

52 

45 

7 

The  term,  chronic  abscess,  as  used  in  this  report 
requires  elucidation.  Patients  so  classified  de- 
veloped an  acute  perianal  abscess  at  sea  or  at  a 
remote  naval  station.  Spontaneous  rupture  of 
the  abscess  had  occurred  some  days  or  weeks  be- 
fore the  patient  arrived  at  our  hospital  with  an 
indurated,  inadequately  draining  wound.  In 
some,  the  medical  officer  or  corpsman  had  in- 
cised the  abscess,  thereby  relieving  pain  and 
limiting  circumferential  spread.  Definitive  treat- 
ment of  these  subacute  or  chronic  lesions  simu- 
lated that  of  our  acute  abscesses  except  for  the 
first  maneuver,  the  exploratory  stab. 

Caudal  anesthesia  combined  with  second 
sacral  block  anesthesia  was  used  in  32,  intravenous 
sodium  pentothal  in  16,  and  spinal  anesthesia  in  4 
of  52  cases  of  perianal  abscess.  The  prone 
“jackknife”  position  with  buttocks  retracted  by 
adhesive  straps  was  found  to  be  convenient  and 
practical. 

The  treatment  of  an  acute,  right,  posterior 
ischiorectal  abscess  is  as  follows.  The  ade- 
quately anesthetized  and  relaxed  anus  and 
rectum  are  explored  digitally  and  by  hooked 
probe  in  an  attempt  to  find  the  anal  source  of  in- 
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fection.  If  not  immediately  successful,  the 
search  for  the  primary  sinus  is  abandoned  as,  in 
my  opinion,  prolonged  probing  in  these  cases  is 
meddlesome  and  of  little  value  in  acute  abscess. 

With  a scalpel  an  exploratory  stab  incision  is 
directed  cephalad  and  medially  toward  the  center 
of  the  indurated  abscess.  Following  the  evacua- 
tion of  pus  the  stab  incision  is  enlarged  in  a 
direction  parallel  to  the  external  sphincter 
muscles  so  that  an  exploratory  finger  can  be  in- 
serted. Finger  investigation  determines  the 
extent  of  the  abscess  cavity  and  breaks  down 
residual  fascial  septa  and  secondary  abscess 
pockets.  With  blunt  scissors  introduced  over  the 
exploratory  finger,  the  wound  is  enlarged  to  the 
anterior  and  then  to  the  posterior  limits  of  the 
abscess  cavity. 

Anteroposterior  perianal  incisions  favor  drain- 
age for  two  reasons.  One,  the  fibro-elastic 
septal  insertions  of  the  longitudinal  muscle  of  the 
rectum  which  course  radially  or  spoke-like  from 
the  anus  are  cut  across,  thereby  draining  indi- 
vidual fascial  spaces.  The  “fish  mouth”  or 
“hockey  stick”  incision  serves  the  same  purpose  in 
draining  an  anterior  closed  space  infection  of  the 
finger.  Two,  by  its  approximation  to  thesphincter 
muscles  the  medial  wall  of  the  abscess  cavity  is 
drawn  inward  and  away  from  the  fixed  lateral 
wall.  The  wound  edges  are  separated  thereby,  so 
favoring  drainage.  In  contrast,  radial  perianal  in- 
cisions tend  to  close  when  the  sphincter  con- 
tracts. 

A blunt,  curved  hemostat  is  utilized  as  a probe 
in  seeking  the  tract  leading  from  the  abscess 
cavity  to  the  primary  source  of  infection  in  the 
anus.  This  tract  is  found  easily  in  most  cases  and 
the  point  of  the  hemostat  can  be  palpated  just 
beneath  the  anal  mucoderm.  A probe  pointed 
grooved  director  is  substituted  for  the  hemostat 
and  an  internal  opening  is  sought.  In  some 
patients  the  probe  readily  emerged  in  a posterior 
crypt.  In  many  others,  despite  careful  search, 
the  probe  point  remained  in  the  submucosa  with 
only  the  mucosa  or  anoderm  separating  the  probe 
point  from  the  palpating  index  finger.  It  is 
probable  that  in  these  cases  the  primary  source 
of  the  abscess  originated  in  an  anal  duct  or  an 
intramuscular  gland.  Failure  of  drainage  into 
the  anal  canal  was  prevented  by  the  sealing  of  the 
crypt  or  distal  portion  of  the  duct  through  de- 
velopmental or  inflammatory  changes  as  sug- 
gested by  Gordon-Watson. 

It  is  obvious  that  one  cannot  retreat  leaving  a 
virulently  infected  submucous  sinus  tract.  I 
elect,  therefore,  to  push  the  probe  through  the 
mucosa  while  held  at  right  angles  to  the  course  of 
the  fibers  of  the  external  sphincter  muscles.  A 
fistulous  tract  thus  is  established  from  the  in- 
ternal opening  in  the  anus  to  the  external  open- 


ing in  the  drained  abscess.  The  tissue  and 
sphincter  muscle  overlying  the  grooved  director 
is  incised  by  scalpel  directed  along  the  groove. 
The  abscess  is  drained  thereby  from  the  “stem” 
in  the  anus  to  the  “stern”  in  the  abscess  cavity. 
The  skin  and  subcutaneous  tissue  overlying  the 
abscess  are  removed  and  the  wound  edges  are  cut 
well  back  to  saucerize  the  wound  adequately. 
Overhanging  skin  edges  are  not  tolerated.  The 
incised  tract  into  the  anus  is  dealt  with  similarly 
so  that,  following  excision  of  the  edges,  the 
wound  should  resemble  a shallow  trough.  After 
hemostasis  has  been  assured,  moistened  iodoform 
gauze  is  packed  into  the  abscess  cavity  and 
secured  by  adequate  superficial  dressing.  A 
separate  sliver  of  gauze  is  laid  in  the  anal  wound 
to  be  extruded  with  the  first  defecation.  The 
pack  is  removed  from  the  abscess  on  the  fourth 
postoperative  day  at  which  time  the  necrotic 
abscess  base  has  sloughed  off  to  a large  extent. 

Results 

In  40  of  43  patients,  treated  in  the  manner  de- 
scribed, the  lesion  was  healed  by  complete 
epithelization  in  four  to  eight  weeks.  In  3 
patients  a secondary  internal  opening  was  found 
at  or  above  the  anorectal  ring.  In  these  a two- 
stage  “seton”  operation  was  performed.  In  5 
patients  with  typical  infralevator  abscesses  a 
sinus  tract  leading  toward  the  anus  could  not  be 
found.  These  patients  were  treated  by  sauceriza- 
tion  of  the  abscess  and  healed  uneventfully. 

There  were  4 patients  with  a perianal  abscess 
originating  in  a chronic  anal  fissure.  These  were 
treated  first  by  drainage  and  saucerization  of  the 
abscess  and  then  by  excision  and  definitive  treat- 
ment of  the  anal  ulcer. 

Two  patients  had  perianal  abscesses  from  which 
a sinus  tract  led  posteriorly  to  the  source  of  in- 
fection in  an  inactive  pilonidal  cyst.  Another 
patient  in  this  group  had  bilateral  abscesses,  each 
of  which  was  connected  to  a pilonidal  dimple,  the 
common  source  of  origin  of  the  abscesses. 

Three  patients  with  chronic  fistulas  had  re- 
current perianal  abscesses.  At  exploration,  sinus 
tracts  were  found  which  led  cephalad  into  the 
supralevator  space. 

Only  one  acute  supralevator  abscess  was  en- 
countered. This  occurred  in  a Navy  diver  who 
was  operated  on  five  days  after  the  onset  of 
symptoms.  The  relative  infrequency  of  supra- 
levator abscess  is  commented  on  by  Gabriel  who 
found  only  4 (3  per  cent)  in  132  consecutive  ad- 
missions to  St.  Mark’s  Hospital  for  the  treatment 
of  anorectal  abscess.8 

Summary 

1.  In  most  instances  an  anal  fistula  results 
when  a perianal  abscess  has  been  incompletely 
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drained  by  local  incision.  This  sequel  usually 
can  be  prevented  if  the  abscess  is  afforded  early 
drainage,  not  only  locally,  but  at  the  source  of  in- 
fection in  the  anus. 

2.  Contemporary  literature  regarding  these 
points  is  quoted  to  show  that  even  authoritative 
opinion  on  the  management  of  this  problem  is 
divergent  and  indecisive. 

3.  Because  of  its  importance  to  the  problem, 
the  development  of  the  generally  accepted  con- 
cept that  perianal  suppuration  has  its  source  in 
anal  crypts,  ducts,  or  intramuscular  glands  is  re- 
viewed in  detail.  Evidence  that  a source  of 
perianal  infection  can  exist  in  the  intramuscular 
glands  or  anal  ducts  without  a patent  communi- 
cating tract  to  the  anus  is  presented. 

4.  For  this  reason  sometimes  it  is  impossible 
to  demonstrate  an  internal  sinus  opening  in  per- 
forming fistulectomy.  In  such  instances  failure  to 
find  and  remove  the  infectious  source  in  the  anal 
duct  or  intramuscular  glapd  results  in  persistence 
of  the  lesion.  Inasmuch  as  a perianal  abscess  is 
the  precursor  of  a fistula,  it  is  essential  that  con- 
current with  surgical  drainage  of  the  abscess, 
the  associate  infectious  source  in  an  anal  crypt, 
duct,  or  intramuscular  gland  be  sought  for  and 
excised.  If  this  is  accomplished,  a fistula  cannot 
result. 


5.  The  technic  of  “stem  to  stern”  drainage  in 
the  surgical  treatment  of  perianal  abscess  is  de- 
scribed. This  one-stage  operation  proved  feasible 
and  resulted  in  uncomplicated  healing  in  40 
(93  per  cent)  of  43  patients  with  infralevator 
abscesses.  This  experience  demonstrates  that 
anal  fistulas  probably  can  be  prevented  in  most 
instances,  if  acute  perianal  abscesses  are  drained 
early  and  completely  from  “stem  to  stern.” 
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ANNOUNCE  BOARD  EXAMINATIONS 

The  American  Board  of  Obstetrics  and  Gyne- 
cology, Inc.,  has  announced  that  the  next  written 
examination  (Part  I)  for  all  candidates  will  be  held 
in  various  cities  of  the  United  States  and  Canada 
on  Friday,  February  6,  1948  at  2:00  P.M.  Candi- 
dates who  successfully  complete  the  Part  I examina- 
tion proceed  automatically  to  the  Part  II  examina- 
tion held  later  in  the  year. 

A number  of  changes  in  Board  regulations  and 
requirements  were  put  into  effect  at  the  last  annual 
meeting  of  the  Board  held  in  Pittsburgh,  Pennsyl- 
vania, from  June  1 to  June  7,  1947.  Among  these 
is  the  new  ruling  that  the  Board  does  not  subscribe 


to  any  hospital  or  medical  school  rule  that  certifi- 
cation is  to  be  required  for  medical  appointments  in 
ranks  lower  than  Chief  or  Senior  Staff  of  hospitals,  or 
Associate  Professorship  in  Schools  of  Medicine,  for 
the  obvious  reason  that  such  appointments  con- 
stitute desirable  specialist  training.  At  this  meet- 
ing the  Board  also  ruled  that  credit  for  graduate 
courses  in  the  basic  sciences  which  involve  labora- 
tory and  didactic  teaching  rather  than  clinical 
experience  or  opportunities  will  be  given  credit 
for  the  time  spent  up  to  a maximum  period  of  not 
more  than  six  months  regardless  of  the  duration  of 
the  course. 


THE  PRACTICE  OF  MIDWIVES  IN  NEW  YORK  CITY 


Helen  M.  Wallace,  M.D.,  Curtis  L.  Mendelson,  M.D.,  Leona  Baumgartner,  M.D.,  and 
Ruth  Rothmayer,  R.N.,  New  York  City 

( From  the  Bureau  of  Child  Hygiene,  New  York  City  Department  of  Health ) 


THE  practice  of  midwifery  has  changed 
markedly  since  the  turn  of  the  century. 
Prior  to  1907  midwives  were  required  simply  to 
appear  at  the  office  of  Registrar  of  Records  to 
register  their  signature  and  present  certificates  of 
character  and  experience  from  two  physicians. 
No  supervision  was  maintained  over  their  prac- 
tice. In  1907  the  New  York  State  Legislature 
passed  an  act  which  tested  the  regulation  of 
practice  of  midwifery  in  the  Board  of  Health. 
In  1909  this  supervision  was  placed  in  the 
Bureau  of  Child  Hygiene,  and  Section  196  of  the 
Sanitary  Code  was  enacted.  In  1913  a Midwif- 
ery Division  was  created.  The  same  year  the 
Bellevue  School  for  Midwives  was  opened  and 
continued  to  function  until  1936. 

In  November,  1933,  the  New  York  Academy 
of  Medicine  published  a study  of  the  maternal 
mortality  in  New  York  City  from  1930  to  1932. 
Releases  to  the  press  from  this  report  included 
statistics  purportedly  indicating  that  delivery  in 
the  home  was  safer  than  delivery  in  the  hospital 
and  that  the  midwife  was  responsible  for  only  a 
small  percentage  of  maternal  deaths  as  compared 
to  the  physician.1  The  better  results  of  home 
deliveries  were  attributed  to  “spontaneous  de- 
liveries and  uncontaminated  surroundings  with 
proper  attendants.”  Operative  deliveries,  anal- 
gesia, and  anesthesia  were  described  as  signifi- 
cant factors  in  raising  maternal  mortality.  The  re- 
port stated  that  “it  would  appear  that  domiciliary 
obstetrical  practice  must  undergo  further  con- 
sideration and  probable  re-evaluation,”  and, 
“contrary  to  the  generally  accepted  opinion,  the 
midwife  is  an  acceptable  attendant  for  properly 
selected  cases  of  labor  and  delivery.”  Yet,  else- 
where in  the  chapter  on  midwifery  one  finds  the 
following  paradoxical  paragraph:  “A  large  num- 

ber of  the  practicing  midwives  in  New  York  City 
are  foreign-born  women  who  trained  in  the  coun- 
try of  their  birth  and  came  to  this  country  before 
the  present  laws  regarding  licensure  were  put 
into  effect.  There  is  no  provision  in  the  law  for 
examination  or  refresher  courses.  It  is  a little 
hard  to  believe  that  a woman  of  sixty,  wholly 
illiterate,  trained  forty  years  ago,  and  having  no 
further  study  since  that  time,  can  be  a safe 
attendant  for  a woman  during  her  pregnancy  and 
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delivery.  Yet,  such  women  are  practicing  mid- 
wifery in  New  York  City.” 

In  March,  1934,  the  New  York  Obstetrical 
Society  appointed  a committee  to  review  this 
report  of  the  Academy  of  Medicine,  and  the 
following  month  a critical  analysis  was  presented. 
The  Obstetrical  Society  pointed  out  that  the 
question  of  home  versus  hospital  delivery  resolved 
itself  into  differentiation  of  adequate  and  inade- 
quate hospitals,  and  that  delivery  in  a well- 
organized  and  well-equipped  hospital  was  defi- 
nitely safer  than  home  delivery.2  The  relatively 
high  number  of  hospital  fatalities  referred  to  in 
the  Academy  report  were  explained  by  the  bad 
cases  which  had  been  started  in  the  home.  The 
Obstetrical  Society  also  pointed  out  that,  although 
it  was  an  almost  impossible  task  to  ascribe  re- 
sponsibility of  maternal  deaths,  any  figures  used 
to  compare  the  results  of  midwives  and  physicians 
should  have  been  based  on  the  percentage  of  de- 
liveries each  group  performed  rather  than  on  the 
percentage  of  total  preventable  deaths,  since  the 
midwife  performed  only  8 per  cent  of  the  total 
deliveries. 

When  the  former  method  of  comparison  was 
used,  there  was  actually  a higher  percentage  of 
preventability  in  the  deaths  among  women  at- 
tended by  midwives  than  among  the  cases  in 
general  or  among  those  delivered  at  home  by  a 
physician.  The  Committee  further  stated  that 
“operative  deliveries  in  skilled  hands  were  neces- 
sary, merciful,  and  lifesaving”  and  that  they 
constituted  one  of  the  great  advances  of  modern 
obstetrics  tending  to  lower  maternal  mortality 
rather  than  increase  it.  Anesthesia  and  anal- 
gesia were  described  as  not  only  humane  but 
tending  to  prevent  unnecessary  and  too  early 
interference  with  the  natural  processes  of  labor 
and  per  se  did  not  add  to  the  maternal  or  fetal 
death  rates  nor  to  operative  interference.  The 
Committee  concluded  that  the  practice  of  ob- 
stetrics would  never  be  elevated  to  the  position  it 
rightly  deserves  so  long  as  the  midwife  was  per- 
mitted to  practice.  “There  is  need  of  apprecia- 
tion of  the  inadequacy  of  any  system  which  in- 
troduces incompetency  in  competition  with  scien- 
tific knowledge.  The  midwives  are  a menace  to 
the  health  of  the  women  under  their  supervision, 
and  the  care  of  the  expectant  mother  is  too  im- 
portant and  technical  to  be  entrusted  to  attend- 
ants without  complete  and  adequate  training.” 
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In  1937  the  Sanitary  Code  was  revised  requir- 
ing annual  relicensure  of  all  midwives.  Subse- 
quent revision  in  1944  prohibited  the  midwife 
from  delivering  abnormal  cases  and  required  her 
to  deliver  at  least  one  case  a year  to  qualify  for 
relicensure.  The  Code  also  provided  for  referral 
of  all  cases  to  a physician  or  clinic  for  prenatal 
care  and  blood  test,  and  notification  of  the  Health 
Department  upon  registration  of  new  cases. 
Further  provisions  were  made  for  summoning  the 
aid  of  a physician. 

The  present  supervision  of  midwifery  may  be 
outlined  as  follows:  Every  three  months  a field 
nurse  from  the  Health  Department  visits  the 
midwife  in  her  home  to  inspect  her  equipment, 
records,  and  premises.  The  records  include  a 
quarterly  report  of  all  cases  with  regard  to  ante- 
partum care  and  blood  test,  type  of  delivery, 
postpartum  examination,  and  complications. 
These  quarterly  reports  are  also  reviewed  at  the 
District  Health  Center  and  at  the  Bureau  of 
Child  Hygiene.  A field  nurse  sees  all  midwives’ 
patients  antepartum  and  postpartum.  In  the 
event  of  any  irregularities  the  midwife  is  sum- 
moned, instructed,  and  warned. 

The  midwives  have  served  a group  of  women 
in  whom  custom  and  superstition  prevented 
care  by  a physician.  As  these  customs  and 
superstitions  changed  with  education  of  the  pub- 
lic and  expansion  of  hospital  facilities,  the  need 
for  midwives’  services  has  decreased.  Table  1 
presents  a picture  of  the  decreasing  role  which 
the  midwife  has  played,  and  shows  that  the  mid- 
wives now  perform  less  than  half  of  one  per  cent 
of  all  deliveries  in  New  York  City. 


TABLE  1. — Number  of  Midwives,  Number  of  Midwife 
Deliveries,  and  Percentage  of  Total  Deliveries  in 
New  York  City — 1909-1945 


Number 

Number  of 

Percentage 

of 

Midwife 

of  Total 

Year 

Mid  wives 

Deliveries 

Deliveries  * 

1909 

3,131 

49,616 

40.3 

1919 

1,695 

41,876 

32.1 

1929 

1,229 

12,505 

10.0 

1939 

273 

1,600 

1.5 

1940 

233 

1,311 

1.2 

1941 

193 

999 

0.9 

1942 

201 

1,147 

0.9 

1943 

156 

750 

0 6 

1944 

128 

547 

0.4 

1945 

116 

492 

0.4 

A detailed  analysis  was  made  of  the  750  de- 
liveries in  1943  and  of  the  492  deliveries  in  1945 
performed  by  midwives.  Despite  the  fact  that 
the  Sanitary  Code  was  amended  in  1944  and  a re- 
fresher course  held  the  same  year,  there  was  no 
change  in  the  quality  of  maternity  care  in  this 
two-year  interval.  Analysis  of  the  492  de- 
liveries performed  by  116  midwives  in  1945 
follows.  The  data  to  be  presented  were  obtained 
from  personal  interviews  with  the  midwives  and 
from  their  quarterly  reports.  It  should  be 


pointed  out  that  the  latter  were  often  incomplete, 
inaccurate,  and,  in  some  instances,  deliberately 
falsified. 

The  age  range  of  the  midwives  is  shown  in 
Table  2. 


TABLE  2. — Age  of  Midwives 


Age 

Number  of 

Range 

Midwives 

35-39 

4 

40-44 

9 

45-49 

19 

50-54 

20 

55-59 

20 

60-64 

21 

65-69 

15 

70-74 

7 

75  + 

1 

Total 

116 

Eighty-four  of  the  116  are  over  50  years  of  age, 
and  23  are  over  65  years  of  age.  The  youngest 
is  36,  and  the  oldest  is  85. 

Table  3 shows  where  the  116  mid  wives  received 
their  training. 

TABLE  3. — Place  of  Training  of  Midwives 


Place  of  Training 
United  States 
Italy 
Germany 
Norway 
Austria 
Russia 
Hungary 
British  Guiana 
British  West  Indies 

Total 


Number  of  Midwives 
83 
25 
2 

1 

1 

1 

1 

1 

1 

116 


Eighty-three  of  the  116  midwives  were  trained 
in  the  United  States.  Sixty  of  these  were 
trained  in  the  Bellevue  School,  12  in  the  Columbia 
School,  seven  under  New  York  City  physicians 
and  four  in  a variety  of  other  places.  Twenty- 
five  were  trained  in  Italy. 

Table  4 shows  the  year  of  the  midwife’s  train- 
ing. 


TABLE  4. — Yeah  of  Midwives’  Training 


Year 

Number  of  Midwives 

1870-1879 

1 

1880-1889 

0 

1890-1899 

3 

1900-1909 

25 

1910-1919 

29 

1920-1929 

35 

1930-1939 

17 

No  date 

6 

Total 

116 

Fifty-eight  midwives  (50  per  cent)  received 
their  training  before  1920,  and  93  (80  per  cent) 
received  their  training  before  1930.  Further- 
more, a good  number  of  these  women  are  illiterate. 
These  facts  indicate  the  scope  of  the  educational 
problem. 

Table  5 presents  the  legal  history  of  the  116 
midwives  up  to  January  1,  1946. 
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TABLE  5. — Legal  History  of  Midwives  Up  to  January  1, 
1946 


TABLE  8. — Trimester  of  Pregnancy  Antepartum  Care 
Was  Begun  and  Wassermann  Was  Taken 


Status 
Not  arrested 
Arrested 


Mid  wives — — 

Number  Percentage 

87  75 

29  25 


Total 


116  100 


Twenty-nine,  or  25  per  cent,  were  arrested  be- 
cause of  suspicion  of  performing  abortions. 

Table  6 presents  additional  data  on  the  29 
midwives  who  had  been  arrested  because  of  sus- 
picion of  performing  illegal  operations. 

TABLE  6. — Analysis  of  29  Midwives  Arrested  for  Per- 
forming Abortions 


Number  of  Total 

Midwives  Arrests 

Arrested  once  17  17 

Arrested  twice  7 14 

Arrested  three  times  3 9 

Arrested  four  times  2 8 

Total  29  48 


Despite  the  fact  that  the  offenses  were  re- 
peated, convictions  were  rare  and  frequently  re- 
scinded upon  appeal. 

Table  7 shows  the  number  of  deliveries  per- 
formed by  the  116  midwives. 


TABLE  7. — Number  of  Deliveries  Done  by  Midwives 


Number  of  Deliveries 
0 
1 
2 

3 

4 

5 
0 

7 

8 
9 

10 

11 

12 

13 

14 
17 
19 
21 
22 
23 
37 

Total 


Number  of  Midwives 
24 
16 
20 
13 
9 
9 
5 
1 
1 
5 
1 
1 
2 
2 
1 
1 
1 
1 
1 
1 
1 

116 


The  number  of  deliveries  ranges  from  0 to  37 
per  midwife.  Approximately  90  per  cent  of  the 
116  mid  wives  performed  five  or  IdSs  deliveries  in 
1945.  If  one  assumes  that  proficiency  requires 
constant  practice,  it  is  obvious  that  at  least  90 
per  cent  of  these  midwives  did  not  have  the 
opportunity  to  remain  proficient  in  obstetrics. 
The  data  also  indicate  that  these  midwives 
cannot  be  dependent  upon  their  practice  for  a 
livelihood. 

Table  8 shows  the  time  that  antepartum  care 
was  begun  and  the  time  the  serologic  test  was  per- 
formed. 


First  trimester 
Second  trimester 
Third  trimester 
No  care 
No  information 


Number  of  Patients  Number  of  Patients 
Beginning  Ante-  Having  Blood 

partum  Care  Test 


43 

138 

158 

142 

11 


24 

137 

239 

43 

49 


Total 


492 


492 


One  hundred  and  forty-two  patients  (30  per 
cent)  had  no  antepartum  care,  and  forty-three 
patients  (9  per  cent)  had  no  serologic  test.  One 
hundred  fifty-eight  patients  (32  per  cent)  had 
antepartum  care  begun  in  the  third  trimester, 
and  239  patients  (49  per  cent)  had  serologic  tests 
performed  in  the  same  period  of  pregnane}'. 
Only  43  patients  (9  per  cent)  had  antepartum 
care  in  the  first  trimester,  and  only  24  patients  (5 
per  cent)  had  their  blood  test  in  the  same  period. 
In  10  per  cent  of  cases  there  was  no  information 
regarding  serologic  tests.  This  illustrates  the  in- 
adequate care  which  the  patients  receive  and  also 
the  incompleteness  of  the  midwives’  records. 

Table  9 shows  the  information  regarding  post- 
partum examination. 

TABLE  9. — Data  on  Final  Postpartum  Examination 


Had  postpartum  examination  149 

No  postpartum  examination  322 

No  information  21 

Total  492 


Three  hundred  twenty-two  patients  (70  per 
cent)  had  no  postpartum  examination,  and  it  is 
unlikely  that  the  21  concerning  whom  informa- 
tion was  lacking  had  any  different  care. 


TABLE  10. — Stillbirths 


Month 

Prenatal 

Care 

Month 

Blood 

Test 

Case 

Begun 

Performed 

Comment 

1 

8 

8 

Baby  macerated.  Physician 
called  during  labor  when 
fetal  heart  “lost.”  Midwife 
had  6 deliveries  in  1945. 

2 

5 

None 

Fetal  heart  lost  during  labor. 
Cord  three  times  around 
neck.  Physician  not  called. 
Midwife  had  9 deliveries  in 
1945. 

3 

8 

8 

Physician  had  told  midwife 
case  was  abnormal  but  mid- 
wife continued  care.  Fi- 
nally sent  to  hospital  in  labor 
with  prolapsed  cord  and 
toxemia.  Same  midwife  as 
Case  2. 

4 

None 

None 

No  physician  called.  Midwife 
had  three  deliveries  in  1945. 

5 

7 

8 

Patient  had  had  previous  still- 
birth. Physician  called 

after  delivery.  Midwife  had 
22  deliveries  in  1945. 

6 

None 

7 

No  physician  called.  Midwife 
had  21  deliveries  in  1945. 

7 

None 

None 

Physician  called  when  breech 
presentation  recognized  late 
in  labor.  Midwife  had  4 de- 
liveries in  1945. 

8 

4 

None 

Physician  not  called.  Midwife 
had  17  deliveries  in  1945. 
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Table  10  presents  the  data  on  stillbirths  for 
1945. 

There  were  eight  known  stillbirths  giving  a 
stillbirth  rate  of  1G.3  per  1 ,000  deliveries.  Where- 
as this  may  not  appear  high  at  first  glance,  it  must 
be  remembered  that  neonatal  deaths  are  not  in- 
cluded and  these  account  for  as  much  as  50  per 
cent  of  fetal  mortality.  None  of  the  cases  had 
adequate  care.  Antepartum  care  and  blood 
tests  were  performed  late  or  omitted. 

There  were  no  maternal  deaths  in  the  492 
cases  which  could  be  attributed  to  the  midwife. 
The  Sanitary  Code  stipulates  that  the  midwife 
shall  not  handle  abnormal  cases,  yet  2 known 
cases  of  toxemia,  both  resulting  in  eclampsia,  and 
5 known  cases  of  breech  presentation  were 
managed  by  the  midwives.  This  can  be  ex- 
plained only  by  inability  of  the  midwives  to  recog- 
nize abnormal  cases  or  refusal  to  abide  by  the 
law. 

Medical  assistance  was  called  for  in  only  31 
out  of  the  492  cases  and  most  of  the  time  too  late, 
i.e.,  after  hemorrhage,  laceration,  retained  pla- 
centa, or  loss  of  fetal  heart.  In  several  instances 
the  midwife  had  not  recorded  this  information  or 
had  deliberately  falsified  it.  One  midwife’s 
patient  was  brought  into  a hospital,  after 
attempted  abortion,  with  a loop  of  bowel  pro- 
truding from  the  vagina. 

Discussion 

The  data  presented  reveal  that  the  midwife 
now  performs  less  than  0.5  per  cent  of  deliveries  in 
New  York  City.  Half  of  the  midwives  received 
their  training  twenty-five  or  more  years  ago.  A 
good  number  are  illiterate  and  are  too  old  to 
attend  any  regular  classes,  so  that  it  is  practically 
impossible  to  undertake  any  educational  program 
to  acquaint  them  with  modern  standards  of 
maternity  care.  Ninety  per  cent  of  the  mid- 
wives performed  five  or  less  deliveries  in  1945. 
It  is  obvious  that  it  would  be  difficult  for  them  to 
retain  their  skill  in  obstetrics  with  such  a small 
practice,  and  it  is  equally  obvious  that  these 
women  cannot  be  dependent  upon  their  lawful 
practice  for  a livelihood.  The  legal  history  pre- 
sented sheds  light  on  their  extracurricular  activi- 
ties. 

This  study  clearly  indicates  that  the  majority 
of  patients  delivered  by  midwives  in  New  York 
City  received  maternity  care  which  may  be 
classed  as  inadequate.  Antepartum  care  and 
blood  tests  frequently  are  omitted  or  performed 
late  in  pregnancy.  Most  patients  have  no  post- 
partum examination.  Furthermore,  the  mid- 
wives delivered  cases  prohibited  by  law  because  of 
abnormalities  such  as  toxemia,  abnormal  pres- 
entation, and  positive  serology,  and  not  infre- 
quently the  records  were  falsified  deliberately. 


Provisions  for  summoning  the  aid  of  a physician 
were  ignored,  or  such  aid  was  called  for  too  late. 
Analysis  of  the  stillbirths  reveals  that  none  of  the 
cases  received  adequate  care.  Whereas  the  still- 
birth rate  is  not  remarkably  high,  neonatal 
deaths  are  not  included,  and  as  previously  stated 
these  neonatal  deaths  account  for  as  much  as  50 
per  cent  of  fetal  mortality. 

Interviews  with  116  midwives  resulted  in  56 
accepting  retirement  certificates.  A detailed  re- 
view of  the  records  of  the  remaining  60  was  pre- 
sented to  the  Midwifery  Board,  and  the  Board  of 
Health  saw  fit  to  deny  renewal  of  midwifery 
license  to  29  because  of  violations  of  the  sanitary 
code.  Although  there  remain  but  31  midwives,  it 
would  seem  high  time  for  New  York  City  to  write 
the  final  note  in  this  archaic  phase  of  obstetrics. 
It  is  hoped  that  other  cities  will  follow  example, 
lest  the  current  hospital  bed  shortages  tempo- 
rarily encourage  a return  to  midwifery.  Such 
shortages  are  being  met  satisfactorily  by  employ- 
ing early  ambulation  pending  further  expansion  of 
maternity  services. 

Stander3  has  summed  up  the  problems  as 
follows:  “No  case  iii  obstetrics  is  simple  and 
safe  and  should  not  be  so  regarded  until  you  have 
a healthy  mother  and  baby  at  the  end  of  the 
puerperium.  There  is  no  other  field  in  medicine 
where  a perfectly  healthy  patient  can  suddenly, 
within  minutes,  become  a seriously  and  fatally  ill 
individual.  This  holds  true  just  as  much  for  the 
multiparous  woman  as  for  the  primipara.  Im- 
provement in  obstetrics  cannot  be  accomplished 
by  reverting  to  an  archaic  form  of  midwife  prac- 
tice by  which  two  lives,  those  of  the  mother  and 
her  child,  are  entrusted  to  the  hands  of  persons 
uneducated  and  untrained  in  most  of  the  funda- 
mental medical  sciences  and  only  partly  schooled 
in  one  of  the  clinical  branches  of  medicine,  with- 
out any  knowledge  whatsoever  of  gynecology,  an 
absolute  essential  in  the  workup  of  anyone  who 
undertakes  the  medical  supervision  of  pregnancy 
and  parturition.  If  we  really  believe  that  the 
midwife  can  replace  us  in  this  work,  it  is  time  for 
us  to  consider  whether  there  is  any  sound  excuse 
for  the  existence  of  our  medical  schools,  as  far  as 
obstetrics  is  concerned.  I would  no  more  wish  to 
see  the  surgeons  hand  back  some  of  their  operat- 
ing to  the  barbers  or  barber  surgeons,  than  I 
would  want  to  have  us,  obstetricians,  revert  back 
to  our  own  ancestral  system  of  midwives.” 

Summary 

A brief  history  of  midwifery  practice  in  New 
York  City,  demonstrating  the  constantly  dimin- 
ishing role  which  the  midwife  is  playing  in  ob- 
stetric practice,  is  presented.  The  inadequacy 
of  midwife  maternity  care  is  demonstrated  and 
some  of  the  reasons  for  this  analyzed. 
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Conclusion 

The  practice  of  midwifery  in  New  York  City 
should  be  abolished. 
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THE  DODO  FLIES  AGAIN 

With  the  adjournment  of  the  1947  California 
State  Legislature,  and  more  recently  with  the  ad- 
journment of  the  first  session  of  the  Eightieth 
Congress,  word  has  been  passed  around  in  some 
medical  circles  that  the  issue  of  compulsory  health 
insurance  is  as  dead  as  a dodo.  While  such  word  is 
reassuring,  we  are  beginning  to  wonder  whether  we 
should  accept  it  as  gospel. 

A few  recent  incidents  might  serve  to  refresh  our 
memories  and  to  give  us  pause  to  consider  whether 
or  not  compulsory  health  insurance  has  actually  died. 
Possibly  it  has  only  gone  to  sleep,  to  awaken  at  a 
more  propitious  moment. 

Consider,  for  instance,  the  action  of  the  California 
State  Federation  of  Labor  (A.  F.  of  L.)  in  circulat- 
ing a statement  before  the  Senate  Subcommittee.of 
the  Committee  on  Labor  and  Welfare,  a statement 
which  branded  the  California  Medical  Association 
with  asserted  unconsciousness  to  public  needs  and 
disregard  for  sound  social  betterment. 

Consider,  again,  the  State  Federation  of  Labor  in 
writing  to  every  member  of  the  California  State 
Legislature,  to  blast  the  C.M.A.  for  introducing  a 
legislative  bill  which  would  ease  the  burden  of  selling 
voluntary  health  insurance  by  simplifying  the  selling 
process  without  depriving  any  individual  of  the  right 
of  self-determination.  The  State  Federation  of 
Labor  calls  this  “compulsory  health  insurance” 
which  it  claims  is  a medical  scheme  to  channel  all 
voluntary  health  insurance  into  the  hands  of  the 
doctors. 

These  items  are  in  the  record  now  and,  after  a 
one-day  spell,  out  of  the  headlines.  However,  they 
are  still  in  the  minds  of  some  legislators.  Likewise 


in  the  legislative  minds  are  memories  of  a recent 
labor  blast  against  Senator  Robert  A.  Taft  of  Ohio, 
who  was  accused  in  a labor  convention  of  being 
anti-labor  because  he  had  opposed  a health  insurance 
program  which  the  convention  labeled  as  President 
Truman’s  but  which  we  refer  to  as  the  Wagner- 
Murray-Dingell  Bill.  Senator  Taft  may  be  vulner- 
able to  labor’s  attack  on  other  grounds  but  this  one 
is  something  new. 

The  final  consideration  is  in  the  program  of  the 
California  State  Democratic  Party,  which  has 
adopted  health  insurance  as  one  of  its  goals.  This 
has  just  happened  and  it  means  that  every  Demo- 
cratic candidate  in  this  state  may  be  called  upon  by 
his  party  to  espouse  this  brand  of  social  soothing 
syrup. 

The  labor  actions  mentioned  here  might  be  ex- 
pected as  a part  of  labor’s  program  of  demanding  its 
own  way.  But  when  these  moves  impinge  upon  the 
collective  mind  of  the  law-making  bodies  of  the 
country,  they  represent  political  action.  When 
they  enter  that  stage,  they  represent  a problem  which 
organized  medicine  must  meet  if  socialization  of 
medical  practice  is  to  be  avoided.  Medicine  has  the 
weapons  available  to  it  to  wage  the  fight  needed; 
all  it  needs  is  the  will  to  use  these  weapons.  And  if 
the  medical  soothsayers  have  their  way,  organized 
medicine  would  stack  its  weapons  behind  the  door, 
to  collect  dust. 

If  the  threat  of  socialized  medicine  is  properly 
described  in  simile  with  the  dodo,  we  strongly  sus- 
pect that  the  ornithologists  are  misinformed  as  to 
the  death  of  this  bird. — California  Medical,  Septem- 
ber, 1947 


DEADLINE  ANNOUNCED  FOR  APPLICATIONS 


Applications  for  Part  I of  the  examination 
of  the  American  Board  of  Orthopedic  Surgery 
must  be  received  by  the  secretary,  Dr.  Francis 
M.  McKeever,  1136  West  6th  Street,  Los  An- 


geles 14,  California,  not  later  than  January  15,  1948. 

Information  relative  to  examining  centers  and 
dates  will  be  announced  at  a later  date,  according 
to  the  secretary. 


MODIFICATION  OF  THE  INCISION  FOR  LAPAROTRACHELOTOMY 

J.  Thornton  Wallace,  M.D.,  F.A.C.S.,  and  Harvey  J.  Merk,  M.D.,  Brooklyn,  New  York 

( From  the  Department  of  Obstetrics  and  Gynecology  of  the  Brooklyn  Hospital  and  the  Long  Island  College  of 
Medicine ) 


TT  HAS  been  the  experience  and  observation  of 
the  writers  that  incision  of  the  uterine  wall  in 
flow-flap  cesarean  section  is  a procedure  often- 
times accompanied  by  haste,  much  blood  and 
amniotic  fluid,  and  at  least  some  “blind  surgery” 
as  a result  of  the  presence  of  this  blood  and  fluid. 
This  is  true  to  a greater  extent  when  the  incision 
is  transverse  rather  than  longitudinal,  as  the 
farther  out  to  each  side  the  incision  is  extended, 
the  larger  and  more  abundant  is  the  blood  supply. 
It  is  also  more  likely  to  occur  if  the  patient  has 
not  been  in  labor,  with  a consequently  thicker 
lower  uterine  segment.  The  natural  tendency 
when  brisk  bleeding  from  the  incised  uterine  wall 
is  encountered  is  to  make  greater  haste  in  com- 
pleting the  incision  and  extracting  the  baby  and 
placenta,  whereas  the  more  logical  procedure 
would  be  to  pause  and  secure  hemostasis  instead. 

This  bleeding,  if  not  controlled,  will  continue 
until  well  after  delivery  of  the  baby  and  placenta. 
A method  whereby  this  type  of  bleeding  may  be 
controlled  promptly  as  encountered,  along  with 
certain  other  advantages,  will  be  described. 

Quite  by  accident,  when  doing  a repeat  cesarean 
section  in  which  there  was  a small  rupture  of  the 
uterine  scar  with  a pouch  of  membranes  protrud- 
ing through  it,  the  idea  occurred  to  the  senior 
author  that  he  might  be  able  to  complete  the  en- 
tire incision  in  the  thinned  out  lower  segment 
without  rupturing  the  membranes.  This  was 
accordingly  done  with  surprising  ease.  In  this 
particular  case,  there  was  a minimum  of  bleeding 
and  the  entire  incision  was  made  without  haste  or 
guesswork  as  to  its  proper  length  before  rupture  of 
protruding  membranes. 

Since  that  time  all  the  cesarean  sections  done 
by  the  writers  and  a large  majority  of  those  done 
by  other  members  of  the  staff  of  the  Brooklyn 
Hospital  have  been  performed  with  this  idea  in 
mind. 

As  most  of  our  sections  are  now  done  under 
fractional  spinal  anesthesia,  no  initial  haste  in 
getting  the  baby  out  is  necessary. 

Technic 

After  dissecting  the  bladder  flap  up  and  off  the 
iower  uterine  segment,  being  careful  to  get  into 
and  remain  in  a relatively  bloodless  plane  of 
cleavage,  an  incision  2 cm.  long  across  the  mid- 

Presented  at  the  141st  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  Buffalo,  Section  on  Ob- 
stetrics and  Gynecology,  May  8.  1947. 


line,  low  in  the  thin  lower  segment,  is  begun  and 
carefully  carried  through  the  wall,  layer  at  a 
time,  until  the  membranes  are  reached  and  ex- 
posed (Fig.  1). 

As  the  membranes  are  approached,  greater  and 
greater  care  must  be  exercised  to  avoid  rupturing 
them.  Bleeding  in  this  area  is  usually  minimal. 
Should  this  not  be  the  case,  another  such  area 
on  one  side  or  the  other  of  the  originally  selected 
site  for  incision  may  be  found  to  be  less  vascular 
(Fig.  2).  A Ford  T clamp  is  placed  on  both  the 
upper  and  lower  edges  of  the  incision  to  act  as 
tractors  as  well  as  hemostats.  The  opening  which 
thus  has  been  made  in  the  uterine  wall  is  just 
about  large  enough  to  admit  the  index  finger  com- 
fortably. The  membranes  are  now  “stripped 
loose”  from  the  overlying  uterine  wall  laterally 
on  either  side  beneath  the  line  of  proposed  in- 
cision in  the  uterine  wall  just  as  they  are  some- 
times “stripped”  vaginally  through  the  cervix  to 
induce  labor.  Some  of  our  operators  have  pre- 


flap. 
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Fig.  2.  Initial  incision  through  myometrium 
after  exposure  of  lower  segment  by  reflexion  of 
bladder  flap. 


ferred  doing  this  with  the  handle  of  a knife  or 
curved  scissors  (Fig.  3). 

Bandage  scissors  are  now  introduced  and  the 
incision  carefully  extended  far  enough  to  the 
right  for  two  fingers  to  be  introduced  between  the 
membranes  and  uterine  wall.  The  incision  may 
now,  without  haste,  be  carried  laterally  as  far  as 
desired,  either  with  bandage  scissors  or  a knife, 
and  with  the  fingers  underneath  the  uterine  wall 
to  protect  the  membranes.  This  procedure  is 
now  repeated  on  the  left.  When  a large  vessel  is 
opened,  a long-handled  Ford  clamp  is  applied  to 
act  both  as  a hemostat  and  later  as  a tractor.  If 
the  uterine  wall  is  so  tightly  drawn  over  the  pre- 
senting part  that  fingers  cannot  be  inserted 
beneath  it,  the  incision  may  still  be  carried  for- 
ward with  bandage  scissors  alone  with  but  little 
more  danger  of  rupturing  the  membranes.  The 
field  may  thus  be  kept  virtually  dry  and  much 
subsequent  blood  loss  prevented  during  the  de- 
livery of  the  baby,  placenta,  and  repair  of  the  in- 
cision (Fig.  4). 

When  the  incision  has  been  enlarged  to  the 
necessary  length  and  hemostasis  obtained,  a 
small  opening  is  made  in  the  protruding  mem- 
branes and  a suction  tube  introduced  through  it. 
This  usually  may  be  done  in  such  a way  that  most 
of  the  amniotic  fluid  can  be  removed  from  the 


uterine  cavity  before  opening  the  membranes 
throughout  the  length  of  the  incision.  The  long- 
handled  Ford  clamps  are  now  turned  up  or  down, 
depending  upon  whether  they  are  on  the  upper  or 
lower  edge  of  the  incision,  to  get  them  out  of  the 
way,  and  the  baby  and  placenta  delivered  in  the 
usual  manner.  These  clamps  originally  are  set  in 
such  a way  as  not  only  to  obtain  hemostasis,  but 
to  outline  the  angles  and  upper  and  lower  edges 
of  the  incision  as  well.  They  now  may  be  lifted 
up  in  line  and  repair  of  the  incision  may  proceed 
in  a practically  bloodless  field.  It  is  wise  to 
count  the  Ford  clamps  set  along  the  incision  and 
to  make  certain  that  all  are  accounted  for  at 
closure,  as  one  occasionally  may  pull  off  a very 
thin  uterine  wall.  However,  this  usually  may  be 
prevented  by  setting  the  outside  blade  of  the  T 
clamp  far  enough  back  on  the  uterine  wall  to  in- 
clude a good  bite  of  tissue  before  closing  and 
locking  it  (Fig.  5). 

The  advantages  of  this  procedure  are  several. 
Even  if  the  operation  is  under  general  anesthesia, 
the  added  two  or  three  minutes  consumed  in  mak- 
ing the  incision  in  this  fashion  are  more  than  com- 
pensated for  by  the  decreased  blood  loss  to  the 
mother  and  the  consequent  increase  in  oxygena- 
tion of  the  baby’s  blood.  The  danger  of  making 
too  small  a uterine  incision  with  tearing  at  the 
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Fig.  4.  Completion  of  uterine  incision  with  bandage 
scissors. 


Fig.  5.  Ford  clamps  in  place,  incision  of  the 
amniotic  sac. 


angles  in  delivery  of  the  vertex  definitely  is 
lessened.  Enough  time  may  be  taken  under  un- 
obscured vision  to  curve  both  ends  of  the  in- 
cision well  upward  so  that  if  perchance  there  is 
tearing,  it  will  be  in  this  direction  rather  than 
laterally.  It  will  make  it  virtually  impossible  to 
suture  the  upper  edge  of  the  incision  to  the  pos- 
terior wall  of  the  lower  uterine  segment  instead  of 
the  lower  edge  of  the  incision,  as  has  been  done  in 
the  past.  If  carried  out  successfully,  it  will  be  im- 
possible for  the  operator  to  cut  a baby’s  face  or 
other  part,  as  likewise  has  been  done.  It  gives 
time  and  opportunity  for  making  the  incision 
smooth  and  even,  rather  than  ragged  and  ir- 
regular. With  care  it  can  be  done  in  practically 
all  cases  in  which  the  membranes  are  intact 


and  in  a majority  of  those  in  which  the  mem- 
branes are  ruptured.  We  have  used  it  in  extra- 
peritoneal  sections  and  in  sections  where  a 
longitudinal  rather  than  a transverse  incision  was 
used.  In  2 cases  of  placenta  previa,  the  condition 
in  which  this  technic  is  most  likely  to  fail,  the  edge 
of  the  placenta  has  presented  in  the  incision.  In 
both  instances  the  placenta  was  pushed  down,  the 
membranes  ruptured  well  above  the  presenting 
edge,  and  the  baby  extracted  before  the  placental 
bed  was  disturbed. 


Note:  The  authors  wish  to  express  their  gratitude  and 

appreciation  to  Miss  M.  Ludeman  for  her  cooperation  in 
preparing  the  drawings  used  in  illustrating  the  text,  and  to 
Drs.  John  Casagrande  and  Florence  Wilson  for  the  use  of 
their  material  in  the  preparation  of  the  motion  picture  film 
used  in  connection  with  the  presentation  of  this  paper. 


KING’S  ENGLISH  SIMPLIFIED 
From  a prominent  medical  journal,  in  an  article 
dealing  with  the  “metabolism  of  natural  estrogens,” 
the  following  illumination  was  gleaned: — “The 
chromatographic  dispersion  of  the  estrogens  in 
these  aliquot  portions  of  the  eluate  is  similar  to 
that  shown  by  ternary  mixtures  of  crystalline  estrone 
estradiol,  and  estriol  in  pure  solution.” 


JAUNDICE  AND  LIVER  FUNCTION  TESTS 

To  What  Extent  Are  They  Necessary? 

Byron  D.  St.  John,  M.D.,  Port  Washington,  New  York 
{From  the  Meadowbrook  Hospital ) 


JAUNDICE  is  a yellow  staining  of  the  skin, 
mucous  membranes,  and  conjunctiva  by  the 
escape  to  these  tissues  of  an  excess  of  bile  pig- 
ment (bilirubin)  built  up  in  the  blood.  The 
bilirubin  appears  in  the  urine  and  sweat,  but  is 
absent  from  the  stool,  cerebrospinal  fluid,  and 
saliva. 

Physiology  of  Jaundice 

Bilirubin  is  formed  by  the  destruction  of  red 
blood  cells  in  the  reticuloendothelial  system,  such 
as  bone  marrow,  spleen,  and  liver.  This  is  proved 
by  the  fact  that  there  is  more  bilirubin  in  the 
blood  of  the  splenic  vein  than  in  the  blood  of  the 
splenic  artery.  Normally  there  is  present  0.2 
to  0.8  mg.  per  cent  of  bilirubin  in  the  blood.  The 
bilirubin  travels  to  the  liver  where  it  is  removed 
from  the  blood  and  goes  through  the  biliary 
tracts  to  the  common  duct,  and  then  to  the  duo- 
denum where,  by  the  action  of  bacteria,  it  be- 
comes urobilinogen.  Some  of  this  urobilinogen 
passes  through  the  intestinal  tract  and  becomes 
oxidized  to  urobilin.  A small  amount  of  this 
urobilinogen  escapes  into  the  general  circulation 
and  is  excreted  by  the  kidney,  where  it  is  also 
oxidized  to  urobilin.  The  greater  portion  of  the 
urobilinogen  is  returned  by  the  portal  circulation 
to  the  liver  and  is  re-excreted  by  that  organ. 

Classification  of  Jaundice 

1.  Obstructive  jaundice 

2.  Nonobstructive  jaundice 
(a)  Hemolytic  jaundice 
(b)  Toxic  jaundice 

Obstructive  Jaundice. — This  is  caused  by  an 
obstruction  of  the  flow  of  bile  through  the  com- 
mon duct.  This  may  be  brought  about  by 
obstruction  within  the  duct,  such  as  stones,  para- 
sites, plug  of  thick  mucus,  tumor,  or  inflamma- 
tion of  the  duct.  It  may  be  brought  about  by 
obstruction  of  the  flow  of  bile  by  pressure  upon 
the  common  duct  by  a tumor  of  a neighboring  or- 
gan, such  as  carcinoma  of  the  head  of  the  pan- 
creas, and  it  may  be  brought  about  by  atresia  or 
congenital  absence  of  the  common  duct,  which  is 
seen  in  the  newborn.  For  the  purpose  of  illus- 
tration, let  us  place  a stone  in  the  common  duct. 
No  bile  can  pass  this  stone.  The  normal  amount 
of  bilirubin  present  in  the  blood  is  being  de- 
livered to  the  liver  and  bile  is  being  excreted  by 


the  liver  cells,  but  none  of  it  can  escape  into  the 
duodenum  and  the  bilirubin  builds  up  in  the 
blood  stream  and,  therefore,  we  have  jaundice. 

Nonobstructive  Jaundice. — (a)  Hemolytic  jaun- 
dice is  frequently  a familial  disease  in  which 
there  is  excessive  destruction  of  red  blood  cells, 
causing  the  blood  to  deliver  more  bilirubin  to  the 
liver  than  that  organ  can  handle  and  the  excess  is 
thrown  back  into  the  blood,  thus  causing  jaun- 
dice; however,  there  is  no  obstruction  as  in  the 
condition  above.  There  are  a number  of  hemo- 
lytic agents,  including  the  toxins  of  some  bac- 
terial infection,  such  as  malaria  and  septicemia, 
and  the  poisons  of  pernicious  anemia  and  hemo- 
lytic disease,  such  as  arseniuretted  hydrogen  and 
dinitrophenol,  which  will  cause  jaundice. 

(b)  Toxic  jaundice  will  show  more  extensive 
damage  and  depression  of  the  secretory  functions 
of  the  liver  and  is  produced  by  heavy  metals  and 
other  poisons,  such  as  arsphenamine,  chloro- 
form, phosphorus,  cinchophen,  trinitrotoluene, 
or  the  damage  as  seen  in  diabetic  cirrhosis  and 
cardiac  cirrhosis.  Any  of  these  may  produce 
jaundice  and  again  there  is  no  obstruction  in  the 
common  duct. 

Functions  of  the  Liver 

It  is  now  necessary  to  enumerate  a few  of  the 
known  functions  of  the  liver: 

1.  Excretion  of  bilirubin 

2.  Manufacture  and  secretion  of  bile 

3.  Excretion  of  alkaline  phosphatase 

4.  Protein  metabolism.  Deamination  of 
amino  acids  and  the  regulation  of  the  albumin- 
globulin  ratio 

5.  Storage  of  glycogen  and  regulation  of 

blood  sugar  with  the  help  of  the  pancreas  and  ad- 
renals • 

6.  Production  and  storage  of  prothrombin 
and  antianemic  factor 

7.  Synthesis  of  hippuric  acid  by  conjugation 
of  benzoic  acid  and  glycine 

8.  Acetylization  of  the  sulfonamides 

9.  Heparin  production 

10.  Iron  and  copper  storage 

1 1 . Reticuloendothelial  activity  (liver) 

12.  Fat  metabolism 

13.  Heat  production 

14.  Formation  of  vitamin  A from  carotene 
and  storage  of  vitamin  B 
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15.  Detoxification  and  many  more  functions 
that  are  either  vaguely  known  or  unknown. 

Liver  Function  Tests 

Tests  for  Storage  Function  of  the  Liver. — The 
ability  of  the  liver  to  store  glycogen  is  tested  by 
the  levulose  tolerance  test  in  which  the  blood 
sugar  curve  is  determined  after  the  patient  has 
taken  50  Gm.  of  pure  levulose  dissolved  in  250  cc. 
of  water.  The  undamaged  liver  will  store  enough 
ol  the  sugar  to  cause  only  a slight  rise  in  the  blood 
sugar.  Under  this  heading  there  is  the  galactose 
tolerance  test,  in  which  the  fasting  patient  is 
given  40  Gm.  of  galactose  in  500  cc.  of  water. 
This  sugar  is  converted  to  glycogen  with  consider- 
able difficulty.  Normally,  3 Gm.  or  less  are  ex- 
creted in  the  urine  within  five  hours,  but  if  the 
liver  is  damaged  and  unable  to  convert  the  galac- 
tose to  glycogen,  the  excretion  in  the  urine  rises 
to  4 or  5 Gm.  in  the  first  five  hours.  This  test  is 
of  some  value  in  obstructive  jaundice,  because 
the  findings  will  be  the  same  as  in  the  normal 
liver,  i.e.,  3 Gm.  or  less  in  the  urine. 

Tests  for  the  Excretory  Functions  of  the  Liver. — 

(а)  Blood  bilirubin  will  show  if  there  is  an  ex 
cess  of  bilirubin  in  the  blood. 

(б)  Urobilin  test  of  the  urine,  which  is  a simple 
office  procedure,  will  show  whether  any  bile  is 
entering  the  duodenum  where  it  is  converted  to 
urobilinogen,  and  later  to  urobilin. 

(c)  Serum  alkaline  phosphatase  estimation  will 
show  a backing  up  in  the  blood  of  phosphatase 
that  should  be  excreted  by  the  liver. 

( d ) Protein  metabolism  as  shown  by  the  cepha- 
lin  flocculation  test. 

(e)  Protein  metabolism  as  shown  by  the  serum 
protein  and  the  albumin-globulin  ratio.  (Normal 
serum  protein  7.1  Gm.  per  cent;  Albumin  4.1 
Gm.  per  cent;  globulin  2.7  Gm.  per  cent;  fibrino- 
gen 0.27  Gm.  per  cent;  albumin-globulin  ratio 
1.51  Gm.  per  cent). 

(/)  Increase  in  coagulation  time  due  to  lack  of 
bile  in  the  intestinal  tract  to  activate  vitamin  K. 

(g)  Van  den  Bergh  test;  direct  and  indirect. 

(h)  Bromsulfalein  and  Rose-bengal  tests  are  of 
value  only  if  the  bile  ducts  are  clear. 

(i)  Detoxification  function  test.  In  this  test 
5.9  Gm.  benzoic  acid  is  given  by  mouth.  Hourly 
specimens  of  urine  for  four  hours  are  examined 
for  hippuric  acid.  A fairly  efficient  liver  will  ex- 
crete 3 to  3V2  Gm.  in  four  hours. 

(j)  Formaldehyde  gel  test. 

Tests  to  Be  Used  in  Obstructive  Jaundice. — 

(1)  The  first  liver  function  test  should  be  an 
examination  of  the  urine  for  urobilin.  You  will 
see  from  the  diagram  (Fig.  I)1  that,  if  there  is  a 
complete  obstruction  of  the  common  duct,  no 
bile  will  enter  the  intestine,  and,  therefore,  there 


Fig.  1 . Diagram  showing : the  formation  of  bili- 
rubin from  destroyed  red  blood  cells  in  the  spleen 
and  the  change  of  bilirubin  to  urobilinogen  in  the 
intestine;  its  excretion  in  part  as  urobilin  in  the 
feces  and  its  absorption  in  part  into  the  portal  blood 
where  it  is  re-excreted  from  the  liver.  The  dotted 
line  represents  the  passage  of  urobilinogen  from  the 
intestine  to  the  kidney,  where  it  is  excreted  and  oxi- 
dized to  urobilin. 


will  be  no  urobilin  in  the  urine,  if  jaundice  is  a 
few  days  old. 

(2)  Examination  of  the  blood  for  bilirubin. 
Serial  examinations  will  show  increase  or  de- 
crease of  jaundice. 

(3)  Serum  alkaline  phosphatase  determina- 
tion. Since  the  liver  excretes  this  enzyme,  the 
amount  in  the  blood  will  increase  greatly  in  ob- 
structive jaundice. 

(4)  Hanger’s  cephalin  flocculation  test.  This 
test,  when  done  with  fresh  material,  is  very  satis- 
factory and  a positive  test  is  against  obstuctive 
jaundice. 

Any  one  of  these  tests  may  be  positive  in  a pa- 
tient with  a normal  liver  function,  but  if  two  or 
three  of  them  are  comparably  positive,  you  may 
be  reasonably  sure  of  liver  damage.  For  ex- 
ample, if  the  serum  alkaline  phosphatase  and 
cephalin  flocculation  tests  are  strongly  positive, 
it  is  strong  evidence  in  favor  of  altered  liver 
function. 

It  also  should  be  borne  in  mind  that  early  in  a 
case  of  simple  obstructive  jaundice  the  only 
findings  will  be  increased  serum  bilirubin  with 
slight  jaundice,  dark  urine,  and  light-colored 
stools.  Due  to  blocking  the  flow  of  bile,  the 
jaundice  becomes  deeper,  the  urine  darker,  the 
stools  clay-colored,  and  the  other  liver  function 
tests  for  obstructive  jaundice  become  positive. 
If  this  obstruction  is  not  relieved,  the  liver  will  be 
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damaged  and  then  the  liver  function  test  for  both 
obstructive  and  nonobstructive  jaundice  will  be 
positive. 

Tests  for  Nonobstructive  Jaundice. — These  are 
even  less  satisfactory  than  those  for  obstructive 
jaundice.  Lippincott  et  al.  gives  an  exhaustive 
report  of  liver  function  tests  in  soldiers  with 
schistosomiasis  japonica,  under  treatment  with 
antimony  compounds,  “the  initial  studies  of  he- 
patic function.  . . .showed  the  following  incidence 
of  abnormal  results,  globulin  5 per  cent;  formal- 
dehyde gel  1 per  cent;  icterus  index  4 per  cent; 
serum  bilirubin  6 per  cent;  urobilinogen  0 per 
cent;  intravenous  hippuric  acid  5 per  cent;  galac- 
tose tolerance  4 per  cent;  bromsulfalein  12  per 
cent.”2  It  is,  therefore,  suggestive  that  minor 
liver  damage  can  be  detected  best  by  the  brom- 
sulfalein test  and  serum  bilirubin  determination. 

Again  the  importance  of  the  history  and  phys- 
ical examination  should  be  stressed.  A history 
of  familial  hemolytic  jaundice  or  the  taking  of 
some  drug  will  be  much  more  valuable  than  the 
liver  function  tests. 

Establishing  the  Cause  of  Jaundice 

It  is  now  time  to  consider  a patient  with  jaun- 
dice and  it  is  at  this  point  that  many  an  hour  of 
valuable  laboratory  time  is  wasted  on  unneces- 
sary and  poorly  chosen  liver  function  tests. 
None  of  the  above  liver  function  tests  should  be 
done  until  after  an  exhaustive  history  and  com- 
plete physical  examination,  including  standard 
laboratory  and  x-ray  procedures,  have  been  done. 
Your  first  interest  in  the  jaundice  is  the  question 
of  obstruction  and  an  exploratory  laparotomy  may 
be  a life-saving  procedure  at  this  time,  because 
what  was  supposedly  a hopeless  carcinoma  of  the 
head  of  the  pancreas  may  turn  out  to  be  a stone 
in  the  common  duct,  or  some  other  benign  con- 
dition. Please  bear  in  mind  that  surgical  inter- 
vention is  not  indicated  in  every  case  of  jaundice 
and  that  the  cases  for  surgery  must  be  chosen 


carefully.  There  is  a tendency  at  present  to  ex- 
plore nearly  every  case  of  jaundice  and  this  is  not 
a good  procedure. 

The  surgeon  should  view  with  suspicion  the 
case  he  is  about  to  operate  that  presents  spider 
angiomata  of  the  skin,  pitting  edema,  unex- 
plained anemia,  or  hypoproteinemia.  The  same 
rule  applies  to  the  jaundiced  patient  with  tem- 
perature, swollen  and  tender  liver,  and,  also,  to 
the  patient  with  a history  of  having  had  in  the 
past  four  to  eight  months  a transfusion  of  blood  or 
plasma  or  a history  of  having  been  vaccinated  for 
small  pox. 

Conclusion 

For  treatment  of  a patient  with  jaundice  an  ex- 
haustive history,  careful  physical  examination,  rou- 
tine laboratory  and  x-ray  procedures,  and  surgical 
consultation  all  should  be  carefully  studied  in  an 
attempt  to  arrive  at  a diagnosis.  If  the  diag- 
nosis is  not  made,  then  the  physician  should  de- 
cide what  liver  functions  he  wishes  to  test  and 
then  select  two  or  three  of  the  following  liver 
function  tests: 

1.  Examination  of  the  urine  for  urobilin 
(office  procedure) 

2.  Serum  bilirubin 

3.  Serum  protein  and  AG  ratio 

4.  Serum  alkaline  phosphatase 

5.  Hanger’s  cephalin  flocculation  test 

6.  Galactose  tolerance  test 

7.  Bromsulfalein  test 

These  tests  are  far  from  satisfactory  and,  until 
better  procedures  are  evolved,  greater  stress  must 
be  placed  upon  the  history,  physical  examination, 
and  other  standard  procedures. 
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STATE  SOCIETIES  URGED  TO  ACT  ON  HOSPITAL  PROGRAM 


One  of  the  urgent  problems  brought  up  at  the 
August  meeting  of  the  Joint  Committee  for  the 
Coordination  of  Medical  Activities  is  the  need  for 
all  state  medical  societies  to  take  an  active  part  in 
the  Hospital  Survey  and  Construction  Program. 
Dr.  Ernest  Irons,  chairman  of  the  committee,  urges 
that  each  state  medical  society  find  out  the 
present  status  of  the  program  and  offer  its  assistance 
in  seeing  to  it  that  funds  are  allocated  where  they 
can  do  the  most  good. 

The  purpose  of  this  act  is  to  help  the  states  and 


local  communities  build  hospitals  and  establish 
health  centers  where  they  are  most  needed.  In 
order  to  realize  this  purpose  the  committee  believes 
it  will  be  necessary  for  each  state  medical  society  to 
participate  actively  in  the  state  survey.  The 
Council  on  Medical  Service  plans  to  coordinate 
information  on  activities  of  the  various  state  com- 
mittees. 

What  is  the  status  of  the  Hospital  Survey  and 
Construction  Act  in  your  state? — News  Letter, 
American  Medical  Association,  October  23,  191,7 


THE  USE  OF  SODIUM  NICOTINATE  IN  THE  TREATMENT  OF 
HEADACHE 

Arnold  P.  Friedman,  M.D.,*  and  Charles  Brenner,  M.D.,  New  York  City 

(Fro?n  the  Division  of  Neuropsychiatry , Montefiore  Hospital,  and  the  College  of  Physicians  and  Surgeons, 
Col umbia  l ’nwers ity) 


IN  A RECENT  article  Goldzieher  and  Popkin 
reported  considerable  success  in  the  treatment 
of  various  types  of  headaches  by  the  intravenous 
injection  of  100  mg.  of  sodium  nicotinate  (Nao- 
tin).1  They  recommended  the  procedure  for 
the  “symptomatic  treatment  of  (a)  severe  idio- 
pathic headache,  ( b ) migraine,  and  (c)  postspinal 
tap  cephalalgia.” 

The  value  of  a successful,  easily  administered, 
and  harmless  symptomatic  therapy  for  severe 
headache  is  obvious,  and,  in  an  effort  to  confirm 
Goldzieher  and  Popkin’s  results,  we  have  adminis- 
tered 100  mg.  of  sodium  nicotinate  intravenously 
to  80  patients  who  were  complaining  of  headache. 
The  results  are  summarized  in  Table  1.  Since 
Goldzieher  and  Popkin  secured  complete  relief  of 
symptoms  in  74  per  cent  of  57  patients  classified 


of  sodium  nicotinate  is  not  of  greater  value  than 
the  intravenous  injection  of  a small  amount  of 
sodium  chloride.  Each  of  the  7 patients  with 
migraine  experienced  symptomatic  relief  from 
the  subcutaneous  injection  of  dihydroergotamine 
(D.H.E.-45)  after  the  injection  of  sodium  nico- 
tinate had  proved  ineffective. 

Summary 

The  intravenous  injection  of  100  mg.  of  sodium 
nicotinate  produced  no  relief  of  pain  in  any  of  7 
patients  during  an  acute  migraine  attack,  and  was 
no  more  effective  in  the  symptomatic  relief  of 
patients  with  psychogenic  or  posttraumatic  head- 
ache than  was  the  intravenous  injection  of  a small 
amount  of  a physiologic  solution  of  sodium  chlo- 
ride. 


TABLE  1. — Results  of  Treatment  by  the  Intravenous  Injection  of  Sodium  Nicotinate 


Patients 

with 

Patients  with  Post- 

Miscellaneous 

Result  of 

Psychogenic  Headache 

traumatic  Headache 

Patients 

with  Migraine 

Headache, 

Treatment 

Number 

Per  Cent 

Number 

Per  Cent 

Number 

Per  Cent 

Number 

Good  result 

15 

40 

10 

30 

0 

0 

0 

Fair  result 

6 

15 

5 

15 

0 

0 

1* 

No  benefit 

17 

45 

20 

55 

7 

100 

0 

Total 

38 

100 

35 

100 

7 

100 

1 

* Post-malarial. 


by  them  as  having  “idiopathic  headache”  (they 
had  only  2 patients  with  posttraumatic  headache) 
and  in  all  but  one  (90  per  cent)  of  9 patients  with 
migraine,  it  is  clear  that  this  form  of  treatment 
was  much  more  successful  in  their  hands  than  in 
ours. 

For  purposes  of  control  Goldzieher  and  Popkin 
gave  intravenous  injections  of  100  mg.  of  nico- 
tinamide to  13  patients  with  headaches  (types  un- 
specified). Only  one  patient  reported  definite 
improvement.  We  have  treated  14  patients  as  a 
control  group  by  the  intravenous  injection  of  10 
cc.  of  a physiologic  solution  of  sodium  chloride. 
The  results  are  summarized  and  compared  with 
those  obtained  by  the  intravenous  injection  of  so- 
dium nicotinate  in  Tables  2 and  3.  It  would 
seem  that  for  patients  with  posttraumatic  or 
psychogenic  headache  the  intravenous  injection 
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TABLE  2. — Comparison  of  the  Results  Obtained  in  the 
Treatment  of  Patients  with  Psychogenic  Headache  by 
the  Intravenous  Injection  of  Sodium  Nicotinate  with 
Those  Obtained  by  the  Intravenous  Injection  of  10  Cc. 
of  a Physiologic  Solution  of  Sodium  Chloride 


Treatment  Used 

Number 

of 

Patients 

Percent- 
age of 
Good 
Results 

Percent- 
age of 
Fair 
Results 

Percent- 
age with 
No 

Benefit 

Sodium  nicotinate 

38 

40 

15 

45 

Sodium  chloride 

8 

50 

10 

40 

TABLE  3. — Comparison  of  the  Results  Obtained  in  the 
Treatment  of  Patients  with  Posttraumatic  Headache 
by  the  Intravenous  Injection  of  Sodium  Nicotinate 
with  Those  Obtained  by  the  Intravenous  Injection  of 
10  Cc.  of  a Physiologic  Solution  of  Sodium  Chloride 


Percent- 

Number  age  of 
of  Good 

Percent- 
age of 
Fair 

Percent- 
age with 
No 

Treatment  Used 

Patients  Results 

Results 

Benefit 

Sodium  nicotinate 

35  30 

15 

55 

Sodium  chloride 

0 65 

0 

35 

The  4 patients  who  benefited  with  NaCl  had 
benefited  with  sodium  nicotinate. 

previously 
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WHEN  one  considers  the  results  obtained 
in  the  treatment  of  eclampsia  today  as 
compared  with  those  obtained  a generation  ago, 
it  is  obvious  from  the  various  series  reported  that, 
while  the  results  obtained  are  still  far  from  ideal, 
there  has  been  a very  real  improvement.  In  the 
absence  of  an  exact  knowledge  of  the  cause  of  the 
disease,  however,  the  treatment  is  still  empiric. 

In  the  past  the  mode  of  procedure  usually 
adopted  in  the  treatment  of  ante-  and  intra- 
partum eclampsia  was  to  effect  immediate  de- 
livery, no  matter  what  the  condition  of  the 
patient.  This  involved  many  major  operative 
procedures  from  the  old  accouchement  forc<3  to 
vaginal  hysterotomy  and  abdominal  cesarean 
section.  The  results  were  poor,  with  a general 
average  maternal  mortality  of  from  25  to  30 
per  cent.  Unquestionably,  many  of  these  women 
died  as  a result  of  the  treatment  rather  than 
from  the  disease  itself. 

Case  Reports 

1. — One  of  the  most  striking  reports  on  the  results 
of  these  old  methods  of  treatment  is  that  of  Lichen- 
stein  from  the  Leipzig  Clinic  in  1912. 1 

In  this  series  there  were  400  cases  of  eclampsia 
with  a gross  maternal  mortality  of  18.5  per  cent,  the 
mortality  for  the  antepartum,  intrapartum,  and  post- 
partum varieties  being  28.5,  12.6,  and  27.14  per  cent, 
respectively.  Practically  all  of  the  antepartum  and 
intrapartum  cases  were  subjected  to  some  form  of 
operative  delivery.  Analyzing  the  results,  Lichten- 
stein found  that,  in  general,  the  patients  who  did 
well  were  those  who  had  lost  considerable  blood  at 
the  time  of  delivery,  and  he  felt  that  this  blood  loss 
was  the  chief  therapeutic  benefit  derived  from  de- 
livery. Furthermore,  with  the  high  mortality  of 
27.14  per  cent  in  the  postpartum  cases,  he  inquired 
why  these  results  should  be  so  poor  if  early  delivery 
has  any  effect  on  the  disease,  since  in  these  cases  one 
has  the  earliest  possible  delivery,  namely,  before  the 
outbreak  of  the  attack.  As  a result  of  his  observa- 
tions in  this  series,  he  became  a strong  advocate  of 
venesection  as  a mode  of  therapy,  and  the  adoption 
of  this  procedure  was  followed  by  prompt  improve- 
ment in  the  results  obtained. 

2. — An  impressive  collection  of  cases  was  compiled 
by  Plass  in  1927. 2 In  this  tabulation  of  reports  by 
various  authors  he  found  that  in  4,607  cases  of 
eclampsia  treated  by  radical  measures,  that  is,  by 
immediate  operative  delivery,  the  gross  maternal 
mortality  was  21.7  per  cent;  wdiercas,  in  5,976  cases 
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by  conservative  therapy,  the  maternal  mortality  was 
only  11.1  per  cent. 

Since  1912  the  tendency  has  been  toward 
various  methods  of  conservative  therapy  with  a 
general  improvement  in  the  results  obtained. 
One  of  the  oldest  of  these  is  the  so-called  Dublin 
method,  essentially  an  active  elimination  mode 
of  therapy.  Others  are  directed  toward  control 
of  convulsions  by  sedatives  which  affect  the  nerv- 
ous system.  Among  them  may  be  mentioned 
the  Macpherson  method,  involving  frequent  doses 
of  morphia,  the  intravenous  injection  of  mag- 
nesium sulfate  as  used  by  Lazard,  and  the  Stro- 
ganoff  method. 

My  own  interest  in  the  Stroganoff  method  was 
aroused  by  Stander’s  report,  after  his  visit  to 
Stroganoff’s  Clinic  in  Moscow.3  Following  Stand- 
er’s report  the  method  was  adopted  at  the  Johns 
Hopkins  Hospital  with  improved  results.  Shortly 
afterwards,  in  1926,  our  clinic  in  Rochester 
opened,  and  I decided  to  treat  100  conservative 
cases  by  the  Stroganoff  method,  in  order  to 
appraise  its  value.  After  twenty  years,  we  still 
have  not  had  100  such  cases,  but  we  have  had  a 
sufficient  number  to  present  for  discussion. 

Our  eclamptic  material  consists  of  66  cases, 
all  treated  by  a modification  of  the  Stroganoff 
method.  These  cases  occurred  in  20,940  deliveries 
an  incidence  of  1 in  317  deliveries. 

As  carried  out  by  us  the  method  is  as  follows: 

1.  ON  ADMISSION 

(a)  The  patient  is  placed  in  a darkened 
room  and  kept  as  quiet  as  possible, 
preferably  under  the  constant  supervi- 
sion of  a special  nurse.  The  patient 
should  be  kept  warm. 

( b ) The  patient  should  lie  on  her  side,  with 
the  foot  of  the  bed  elevated,  in  order  to 
facilitate  pharyngeal  drainage. 

(c)  Morphine,  0.015  Gm.  (V,  grain),  is 
given  at  once  hypodermically,  unless 
the  patient  received  a similar  dose 
prior  to  admission. 

(d)  A catheterized  specimen  is  obtained  and 
sufficient  blood  is  withdrawn  by  vena- 
puncture  for  the  necessary  chemical 
studies. 

(e)  If  not  edematous,  the  patient,  when 
conscious,  is  allowed  to  drink  water 
freely.  If  the  patient  cannot  drink,  500 
cc.  of  5 per  cent  glucose  may  be  ad- 
ministered intravenously. 
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2.  One  hour  after  admission  2 Gm.  of  chloral 
hydrate  in  100  cc.  of  saline  or  milk  is  given 
rectally. 

3.  Three  hours  later  the  0.015  Gm.  of  morphia 
(no  more  than  0.030  Gm.  in  24  hours)  is  re- 
peated. 

4.  Three  hours  later  2 Gm.  of  chloral  hydrate  is 
given. 

5.  Six  hours  later  1.5  Gm.  of  chloral  hydrate. 

6.  Eight  hours  later  1.5  Gm.  of  chloral  hydrate. 

If  the  above  procedure  is  followed,  a total 
period  of  21  hours  elapses  between  the  time  of 
admission  and  the  last  administration  of  chloral 
hydrate.  By  this  time  there  should  be  good 
evidence  of  recovery  if  such  is  to  be  the  result. 
I would  emphasize,  however,  that  the  above  rou- 
tine should  not  be  meticulously  followed,  if  a full 
course  of  therapy  is  not  necessary.  Thus,  sev- 
eral of  our  patients  ceased  having  convulsions 
after  the  initial  dose  of  morphia,  while  others 
responded  after  further  medication  but  before 
the  full  course  of  therapy  was  completed.  If  the 
patient’s  improvement  warrants  it,  the  treatment 
may  be  suspended  at  any  point  along  the  line  of 
the  routine.  No  attempt  at  delivery  is  made 
until  the  cervix  is  fully  dilated. 

In  our  series  of  66  cases,  there  were  35  examples 
of  antepartum  eclampsia  with  six  maternal  deaths, 
a mortality  for  this  group  of  17.1  per  cent,  one  a 
cardiac  death,  one  due  to  cerebral  hemorrhage, 
another  to  bronchopneumonia,  while  two  died 
undelivered.  Operative  procedures  in  this  group 
included  six  low-  and  one  midforceps  operations. 
There  were  18  fetal  deaths,  a mortality  of  51.4 
per  cent,  but  of  these  only  three  were  full-term 
babies.  The  other  fifteen  were  either  immature 
or  markedly  premature  (all  weighing  less  than 
2300  Gm.). 

Included  in  this  antepartum  group  were  19 
women,  who  under  the  Stroganoff  treatment 
stopped  having  convulsions  and  improved  mark- 
edly, but  did  not  go  into  labor.  In  these  women 
labor  was  induced  three  days  to  two  weeks  later 
by  some  simple  measure,  such  as  medical  induc- 
tion with  rupture  of  the  membranes,  or  by  intro- 
duction of  a hydrostatic  bag.  All  of  these  women 
recovered.  This  group  of  so-called  intercurrent 
eclampsia  represents  one  of  the  important  results 
obtained  from  conservative  therapy.  The  pa- 
tients improved  markedly  but  not  completely 
enough  so  that  it  seemed  advisable  to  allow  the 
pregnancy  to  continue.  However,  the  preg- 
nancy crTLild  now  be  terminated  at  a more  or  less 
elective  time  by  a simple  and  safe  mode  of  pro- 
cedure without  resorting  to  a major  operation. 

In  our  series  there  were  18  examples  of  intra- 
partum eclampsia.  These  were  treated  in  a 
similar  manner  with  treatment  starting  during 
labor  as  soon  as  the  first  convulsion  occurred. 


All  eighteen  patients  recovered,  but  there  were 
six  fetal  deaths,  a mortality  of  33.3  per  cent. 
Three  of  these  infants  were  premature.  Opera- 
tive procedures  carried  out  in  this  group  included 
ten  low-  and  two  midforceps  operations,  one 
version  and  extraction,  one  breech  extraction,  and 
one  low  cervical  cesarean  section.  This  latter  is 
the  only  cesarean  section  in  our  entire  series,  and 
it  was  performed  because  of  a contracted  pelvis 
after  a test  of  labor.  Both  mother  and  baby 
survived. 

In  the  postpartum  group  there  were  13  cases, 
all  of  which  recovered.  One  infant  was  born  dead 
before  the  onset  of  convulsions  as  the  result  of  a 
placenta  previa.  The  gross  results  are  presented 
in  Tables  1 and  2. 


TABLE  1. — Maternal  Mortality 


Antepartum 

Intrapartum 

Postpartum 

Total 

Number 
of  Cases 
35 
18 
13 

66 

Maternal 

Deaths 

6 

0 

0 

6 

Mortality 
Per  Cent 
17 
0 
0 

9.9 

TABLE  2. — Fetal  Mortality 

Born  Alive  Born  Dead 

Number 

and 

or  Died 

Mortality 

of  Infants  Survived  in  2 Weeks 

Per  Cent 

Antepartum 

35 

17 

18 

51.4 

Intrapartum 

18 

12 

6 

33.3 

Postpartum 

14 

(One  set  of 
twins) 

12 

1 

7. 

Total 

67 

41 

25 

37.3 

Summary  and  Discussion 

Sixty-six  cases  of  eclampsia  are  presented,  all 
treated  by  a modification  of  the  Stroganoff 
method,  with  a gross  maternal  mortality  of  9.9 
per  cent  and  a fetal  and  neonatal  mortality  of 
37.3  per  cent.  All  the  maternal  deaths  occurred 
in  the  antepartum  group,  possibly  due  to  the  fact 
that  many  of  these  patients  were  unregistered, 
had  had  no  prenatal  care,  and  came  to  the  hos- 
pital only  after  the  attack  began.  Three  of  the 
six  deaths  were  due  to  associated  complications: 
cardiac,  cerebral,  and  pulmonary,  which  must  be 
counted  as  eclamptic  deaths.  The  lack  of  ma- 
ternal mortality  in  the  intrapartum  and  post- 
partum groups  is  due,  at  least  in  part,  to  the 
fact  that  many  of  these  patients  had  been  ad- 
mitted to  the  hospital  on  account  of  a pre- 
eclamptic toxemia  and  had  had  at  least  some  ther- 
apy before  the  onset  of  convulsive  seizures. 

The  fetal  mortality  in  eclampsia  will  probably 
always  be  high,  since  many  of  the  infants  are 
either  very  premature  or  even  nonviable.  No 
attempt  has  been  made  to  subdivide  our  material 
into  so-called  mild  or  severe  types.  Criteria  for 
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such  differentiation  vary  widely  and  are,  largely, 
the  ideas  of  the  particular  individual.  I prefer 
to  regard  all  cases  of  eclampsia  as  representing  a 
very  serious  situation,  although,  of  course,  some 
may  be  much  more  severe  than  others. 

The  results  obtained  in  this  series  treated  by 
the  Stroganoff  method  are  far  superior  to  those 
formerly  obtained  by  radical  therapy  and  com- 
pare favorably  with  those  obtained  from  other 
methods  of  conservative  therapy. 

The  Dublin  procedure,  the  use  of  intravenous 
magnesium  sulfate,  and  the  Stroganoff  method, 
all  appear  to  give  equally  satisfactory  results. 
It  is  not  my  purpose  to  advocate  the  Stroganoff 
method  as  being  superior  to  the  others;  results 
obtained  do  not  permit  such  a conclusion  to  be 
drawn.  However,  one  important  advantage  of 
the  Stroganoff  method  is  its  simplicity;  it  can  be 
carried  out  in  the  home  if  circumstances  make 
home  treatment  necessaiy. 

The  important  feature  to  emphasize  is  that 
results  obtained  from  any  of  these  conservative 
measures,  empiric  though  the  methods  may  be, 
are  far  superior  to  those  obtained  by  the  use  of 
radical  operative  procedures.  In  my  opinion 
major  operative  procedures,  such  as  cesarean 
section,  have  no  place  in  the  treatment  of  eclamp- 
sia unless  there  is  some  other  complicating  factor 
like  mechanical  obstruction  which  necessitates 
such  a method  of  procedure. 


Conclusions 

1.  Sixty-six  cases  of  eclampsia  treated  by  a 
modified  Stroganoff  method  are  presented  with  a 
gross  maternal  mortality  of  9.9  per  cent. 

2.  While  there  are  other  conservative  methods 
available,  this  is  to  be  regarded  as  a useful  one 
until  our  knowledge  of  the  disease  permits  the 
abandonment  of  all  empiric  therapy. 

3.  The  results  obtained  from  any  of  the  reli- 
able conservative  methods  of  therapy  are  far 
superior  to  those  obtained  by  radical  intervention. 
Cesarean  section  and  other  major  operative  pro- 
cedures have  no  place  in  the  treatment  of  eclamp- 
sia unless  associated  factors  are  present  which  give 
indication  of  a need  for  such  operative  procedures. 
No  attempt  at  delivery  should  be  made  until  the 
cervix  is  fully  dilated,  when  the  operative  pro- 
cedure involved  will  be  a simple  one. 

4.  Finally,  the  prevention  of  eclampsia  is 
just  as  or  more  important  than  the  cure,  and  the 
great  majority  of  cases  can  be  prevented  if  proper 
prenatal  supervision  is  carried  out. 
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EVERYDAY  LEVEL  URGED  FOR  RELIGION 

The  trouble  with  most  prayers  and  hymns  is  not 
that  they  are  insincere,  but  that  they  are  not  at  the 
level  on  which  we  are  living,  the  Rev.  Dr.  Jonathan 
P.  Evans,  minister  of  the  Vaucluse  Congregational 
Church,  Sydney,  Australia,  declared  in  a recent 
sermon. 

“Because  people  don’t  go  about  their  work  in  a 
state  of  ecstasy,  it  doesn’t  indicate  a lack  of  re- 
ligion,” he  said. 

“We  have  times  when  we  come  into  the  presence 
of  God,  but  these  moments  come  rarely.  The  spirit 


of  religion  is  shown  by  the  way  you  do  your  daily 
work,  by  being  tolerant  and  courteous  and  by  keep- 
ing a sense  of  humor. 

“We  are  apt  to  feel  that  since  our  life  is  without 
emotional  drive  or  sensation,  that  we’ve  missed 
the  real  spirit  of  religion.  That  is  why  religion 
must  meet  us  on  a routine  level,  and  if  it  can’t 
meet  us  there,  it  is  of  no  use  to  us.  If  it  can’t 
meet  us  on  the  mundane  days  of  the  week,  it  cer- 
tainly can’t  meet  us  formally  on  Sunday.’’— N.  Y. 
Times,  November  17, 1947 


PROPHYLACTIC  USE  OF  NIACIN  AMIDE  PREVENTS  ANOREXIA 
FOLLOWING  ADMINISTRATION  OF  SULFONAMIDES 

Louis  S.  Goldstein,  M.D.,  Yonkers,  New  York 


FIFTY  milligrams  of  niacin  amide  added  to  a 
prescription  of  sulfonamides  will  prevent 
post  sulfonamide  anorexia. 

The  classic  production  of  niacin  deficiency 
glossitis  by  Ellinger  and  Shattock  following  peni- 
cillin therapy1  and  by  Hardwick  following  sulfa- 
guanidine  therapy2  has  clarified  a long  disturbing 
sequel  in  the  treatment  of  acute  infections.  They 
demonstrated  that  penicillin  and  sulfonamides 
inhibit  the  production  of  nicotinic  acid  by  the 
normal  bacterial  flora  of  the  gastrointestinal 
tract. 

With  the  introduction  of  the  sulfonamides,  the 
appearance  of  post-infection  anorexia  in  children 
proved  a most  troublesome  problem.  The  cause 
of  this  apparent  anorexia  was  unknown  at  the 
time.  There  were  many  factors  to  be  considered : 
disturbed  gastrointestinal  physiology  (in  infants 
and  young  children,  acute  infections  are  preceded 
or  accompanied  by  gastrointestinal  dysfunction 
appearing  as  vomiting  or  diarrhea);  alteration 
of  the  chemistry  of  the  body  by  the  sulfonamides ; 
diminution  of  certain  essential  chemical  sub- 
stances due  to  infection  or  use  of  the  sulfonamides. 
A search  of  the  literature  offered  a likely  an- 


swer in  the  use  of  nicotinic  acid  or  its  amide.3- 
Goldberger  demonstrated  its  effectiveness  in 
pellagra.4  For  the  past  five  years,  I have  added 
to  my  sulfonamide  prescriptions  fifty  milligrams 
of  niacin  amide.  This  was  an  arbitrary  figure. 
The  minimal  daily  requirements  for  nicotinic 
acid  is  unknown,  but  it  has  been  the  practice  to 
prescribe  twenty  milligrams  daily.3-8 
Consequently,  it  was  felt  that  fifty  milligrams 
should  prove  sufficient  for  the  average  illness. 
Significantly  enough,  with  the  addition  of  niacin 
amide  to  the  sulfonamide  prescriptions,  mothers 
no  longer  complained  that  their  children  would 
not  eat. 
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DR.  JOHNSTON  MacLEOD’S  FAVORITE  DAILY  PRAYER 


Teach  me,  dear  Lord,  that  the  hypertrophy  of  the 
head  is  more  deadly  than  the  hypertrophy  of  the 
heart,  that  the  hyperacidity  of  unforgiveness  is 
much  more  distressing  than  the  “heartburn”  of  an 
ulcer. 

Help  me  to  live  so  that  I can  lie  down  and  sleep 
each  night,  with  a clear  conscience,  without  a 
bromide  or  barbiturate,  and  unhaunted  by  the 
faces  of  those  I have  charged  fees. 

Grant,  I beseech  Thee,  the  power  to  focus  my 
eyes  on  the  distant  goal  of  Heaven;  eyes  undimmcd 
by  the  blurring  myopia  of  fame  or  fortune.  Keep 


my  ears  alert  to  the  call  of  duty,  undefeated  by  the 
clinking  of  polluted  dollars. 

Guide  my  mind  and  hand  as  I administer  healing 
potions  to  suffering  patient;  help  me  to  remember 
that  the  hypodermic  needles  should  be  tempered 
with  the  therapy  of  sympathy;  the  tonics  enhanced 
by  the  stimulant  of  kindness;  the  transfusion  aided 
by  the  nourishment  of  tenderness. 

And  then,  when  the  last  patient  has  been  com- 
forted; when  the  stethoscope,  journals,  and  books 
have  been  laid  aside,  may  my  last  call  be  Thy  call 
as  I rest  in  peace  which  Thou  only  can  send.  Amen. 
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Special  Article 

REHABILITATION  OF  HARD  OF  HEARING  CHILDREN 

A Summary  of  the  Laws  and  an  Analysis  of  the  School  Testing  Program  in  New  York  State 
George  J.  Righter,  M.D.,  and  Pauline  K.  Winkler,  M.A.,  Albany,  New  York 


'"PHIS  article  is  written  for  the  consideration  of  the 
-L  means  to  rehabilitate  hard  of  hearing  children 
in  the  State  of  New  York  in  the  elementary  and  high- 
school  age  group.  Any  totally  deaf  child  usually 
is  discovered  at  an  early  age  and  his  education  is 
provided  for  adequately  by  six  institutions  to  which 
the  State  pays  tuition  and  maintenance  for  the 
child. 

The  hard  of  hearing  child  with  average  intelli- 
gence can  be  completely  rehabilitated  if  all  the 
means  at  our  disposal  are  used.  The  major  facilities 
are  education  and  use  of  existing  aid  as  provided 
by  the  laws  of  the  State  of  New  York. 

A Summary  of  State  Laws  Affecting  the  Deaf  and 
Hard  of  Hearing 

1.  The  Reporting  Act. — This  law  requires  physi- 
cians, nurses,  parents,  or  guardians  having  children 
below  six  years  of  age  under  their  care  to  report 
deafness  or  hearing  impairment  of  such  children  to 
the  State  Commission  of  Health.  Its  purpose  is 
only  the  discovery  of  hearing  difficulties  in  pre- 
school children  in  order  that  appropriate  recom- 
mendation can  be  made  for  proper  medical  care 
and  education  for  children  found  to  be  acoustically 
handicapped. 

2.  The  Audiometer  Act. — This  law  requires  the 
schools  of  the  State  to  make  hearing  tests  at  least 
once  each  year  of  all  children  under  their  juris- 
diction. Such  tests  must  be  made  with  audio- 
meters or  other  scientific  devices  meeting  the 
approval  of  the  State  Commissioner  of  Education, 
who  is  required  to  prescribe  rules  for  making  tests 
and  furnish  the  school  authorities  with  test  cards, 
blanks,  usual  appliances,  and  other  suitable  appa- 
ratus when  necessary.  The  purpose  of  the  law  is 
to  discover  deafness  or  defects  in  hearing  in 
children  attending  school. 

The  State  supplies  a booklet  of  instruction  for 
administering  the  audiometer  tests.  All  children 
showing  a nine  decibel  loss  on  the  group  audi- 
ometer test  are  given  a retest.  Those  showing  a loss 
of  nine  decibels  on  the  retest  are  recommended  for 
a test  on  the  pure  tone  audiometer.  All  children 
showing  a ten  decibel  loss  on  the  pure  tone  audi- 
ometer are  recommended  for  an  otologic  examina- 
tion, and  those  found  defective  by  twenty  decibels 
or  more  in  the  better  ear  or  when  the  otologist 
finds  the  loss  to  be  progressive  are  reportable  to  the 
State  on  a special  form.  This  does  not  apply  to 
New  York  City,  Buffalo,  or  Rochester. 

8.  The  Education  Act. — The  board  of  education 
in  each  city  school  and  each  union-free  school 
district  shall  have  power  to  furnish  suitable  educa- 
tional facilities  for  physically  handicapped  children 
by  means  of  home  teaching,  transportation  to  school, 
or  by  special  classes  as  may  be  necessary.  When 
there  are  ten  or  more  physically  handicapped 
children,  the  board  of  education  shall  establish  such 
special  classes  as  may  be  necessary  to  provide 
instruction  adapted  to  mental  attainments  and 
physical  condition  of  such  children.  Such  board 


also  is  authorized  and  empowered  to  contract  with 
the  board  of  education  of  another  school  district 
for  the  education  of  these  children  in  special  classes 
organized  in  schools  of  the  districts  with  which  such 
contract  is  made. 

4.  The  Rehabilitation  Act. — A “handicapped 
person”  shall  mean  any  person  who,  by  reason  of  a 
defect  or  infirmity,  whether  congenital  or  acquired 
by  accident,  injury,  or  disease,  may  be  expected  to 
be  totally  or  partially  incapacitated  for  remunera- 
tive occupation. 

Rehabilitation  shall  mean  the  rendering  of  a 
handicapped  person  fit  to  engage  in  a remunerative 
occupation.  This  does  not  apply  to  (1)  aged  or 
helpless  persons  requiring  permanent  custodial 
care;  (2)  persons  in  state  mental  institutions; 
(3)  persons  who,  in  the  judgment  of  the  Commis- 
sioner of  Education,  may  not  be  susceptible  of 
rehabilitation;  and  (4)  any  person  under  14  years 
of  age. 

Thus  law  is  designed  to  aid  all  persons  over  14 
who,  by  reason  of  a physical  defect  or  infirmity 
whether  congenital  or  acquired  by  accident,  injury, 
or  disease,  may  be  expected  to  be  totally  or  partially 
incapacitated  for  education  or  for  remunerative 
occupation.  It  is  the  duty  of  the  Advisory  Com- 
mission to  arrange  for  such  therapeutic  treatment 
as  may  be  necessary  for  rehabilitation  of  any 
physically  handicapped  person  except  persons  who 
are  entitled  to  such  treatment  under  the  Workmen’s 
Compensation  Law,  and  to  provide  maintenance  cost 
during  actual  training  (not  to  exceed  fifteen  dollars 
a week  and  transportation). 

The  State  Department  of  Health  shall  arrange 
to  have  complete  reports  on  the  disability  filed  by 
physicians,  clinics,  or  hospitals  treating  the  handi- 
capped person. 

The  State  Department  of  Education  shall  ac- 
quaint persons  with  rehabilitation  facilities  of  the 
State,  counsel  them  as  to  vocations  and  proper  or 
appropriate  course  of  training,  arrange  for  special 
classes  in  public  schools  and  training  courses  in 
private  or  commercial  institutions,  arrange  for 
training  courses  with  employers,  aid  the  physically 
handicapped  in  securing  employment,  procure  and 
furnish  at  cost  artificial  limbs  or  other  orthopedic 
and  prosthetic  appliances  when  they  otherwise 
cannot  be  provided,  and  also,  provide  the  handi- 
capped with  books  and  tools. 

Report  of  the  School  Testing  Program  in  New 
York  State 

The  statistics  of  the  Conservation  of  Hearing 
Department  of  the  Division  of  Health  and  Physical 
Education  of  the  State  Education  Department 
compare  so  closely  for  the  last  several  years  that  the 
Summary  of  the  Annual  Reports  submitted  by 
various  school  districts  for  the  year  1944  to  1945, 
only,  are  used  in  this  study. 

The  total  number  of  students  registered  in  the 
State,  exclusive  of  New  York  City,  Buffalo,  and 
Rochester,  was  707,767  in  the  school  year  1944  to 
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1945.  Of  this  number,  462,304  (65.3  per  cent) 
received  the  group  audiometer  test;  8,755  of  these 
were  found  sufficiently  defective  to  receive  otologic 
examinations;  3,291  were  recommended  for  treat- 
ment after  the  examination,  while  922  were  recom- 
mended for  special  education.  In  other  words,  the 
cities  with  a total  school  population  of  288,650 
recommended  748  pupils  for  special  education. 
The  villages,  central  schools,  and  union-free  schools 
with  419,207  pupils  in  all  recommended  174  pupils 
for  special  education,  or  approximately  one  fourth 
as  many  as  the  cities. 

Of  the  748  recommended  for  special  education 
reported  by  cities,  91.2  per  cent  received  special 
education.  Of  the  village  school  districts,  92  pupils 
were  recommended  for  special  education  and 
41.4  per  cent  received  special  education.  Of  the 
central  school  districts,  24  were  recommended  for 
special  education  and  one  third  received  it.  (Central 
school  districts  have  approximately  one  half  the 
school  population  of  all  the  school  districts  and 
recommended  27  as  against  748  by  the  cities.) 
The  union-free  schools  with  117,191  pupils  regis- 
tered, as  compared  with  285,560  in  the  city  schools, 
recommended  55  pupils  for  special  education, 
and  43  pupils  received  it. 


TABLE  1.— Special  Education 


Pupils  Recommended 

Pupils 

Receiving 

Percentage 

Cities,  748 

682 

91.2 

Villages,  92 

38 

41.4 

Central  schools,  27 

9 

33.3 

Union-free  schools,  55 

43 

78.2 

The  variation  in  these  numbers  may  be  ac- 
counted for  by  the  fact  that  the  cities  are  more 
apt  to  have  classes  and  clinics  for  the  hard  of 
hearing  children. 

At  present,  the  facilities  of  the  State  for  the  hard 
of  hearing  children,  exclusive  of  New  York  City, 
Buffalo,  and  Rochester,  consist  of  Conservation  of 
Hearing  Classes  in  four  cities — Albany,  Glovers- 
ville,  Schenectady,  and  Syracuse.  State  aid  is 
provided  for  the  maintenance  of  these  classes. 
Tuition  for  nonresident  students  is  set  by  the  local 
school  superintendent.  In  addition  to  these  four 
classes,  twenty-eight  communities  offer  lip  reading 
classes  for  hard  of  hearing  children.  All  but  six 
of  these  are  located  in  the  metropolitan  area, 
Long  Island,  and  Westchester  County.  The  re- 
maining six  are  distributed  throughout  the  state 
as  follows:  Auburn,  Binghamton,  Ithaca,  Olean, 
Utica,  and  Watertown. 


Statistics  for  1944  to  1945  show  one  child  in  every 
53  of  the  462,304  children  tested  had  a loss  of  15 
decibels  or  more;  one  child  in  every  140  required 
treatment;  one  child  in  500  was  recommended  for 
special  education;  one  out  of  every  607  received 
special  education. 

The  entire  Catskill  and  Adirondack  areas  have  no 
rehabilitation  facilities  whatsoever.  In  fact,  north 
of  the  Erie  Canal,  Watertown  and  Gloversville  stand 
out  as  the  only  communities  attempting  to  meet 
the  needs  of  their  hard  of  hearing  children.  In  the 
heavily  populated  southern  tier  of  the  State, 
including  the  Finger  Lakes  region,  Olean,  Auburn, 
Ithaca,  and  Binghamton  have  lip  reading  classes. 
The  only  conservation  of  hearing  classes  are  in 
a line — Albany,  Schenectady,  Gloversville,  and 
Syracuse.  How  can  we  meet  the  needs  of  the  hard 
of  hearing  child  throughout  the  State  so  that  urban 
and  rural  children  can  have  equal  privileges? 

Conservation  of  Hearing  Clinics. — In  approved 
hospitals  these  serve  to  correlate  and  assist  in  the 
proper  selection  and  classification  of  the  hard  of 
hearing  children.  They  direct  the  children  along 
the  proper  lines  of  therapy  and  education  to  facili- 
tate rehabilitation. 

Two  types  of  educational  services  are  needed: 

1.  Conservation  of  hearing  classes  should  be 
established  in  public  schools  with  a full-time  teacher 
giving  instruction  in  lip  reading,  speech  correction, 
training  in  residual  hearing,  training  in  the  use  of  a 
hearing  hid,  and  coaching  in  school  subjects.  These 
should  be  located  in  large  cities  and  towns,  spaced 
throughout  the  State  in  proportion  to  the  school 
population  from  which  they  would  draw  sufficient 
pupils  to  maintain  such  a class. 

2.  Lip  reading  and  speech  correction  classes 
are  needed  in  school  districts  where  there  are  no 
conservation  of  hearing  classes.  There  should  be 
one  teacher  certified  to  teach  lip  reading  and  speech 
correction  daily  to  those  less  severely  deafened  in 
that  school  population  which  does  not  require 
attendance  at  a conservation  of  hearing  class. 
This  teacher  could  be  a regular  teacher  in  another 
subject  such  as  English.  The  teacher’s  schedule, 
as  a matter  of  fact,  could  be  varied  depending  on 
the  number  of  children  with  impaired  hearing. 

To  carry  out  this  program  for  the  hard  of  hearing 
child,  there  is  a need  for  teachers  who  will  devote 
their  entire  time  to  conservation  of  hearing  classes 
and  for  other  teachers  whose  regular  program  will 
be  modified  to  include  lip  reading  and  speech 
correction  for  those  children  less  severely  deafened. 
It  is  the  responsibility  of  the  colleges  and  uni- 
versities in  New  York  State  to  offer  training  to  meet 
the  needs  of  these  two  groups. 


CORRECTION 

In  the  article  by  Dr.  Eugene  Davidoff,  Sonyea, 
New  York,  entitled  “Tridione  Therapy  in  Institu- 
tionalized Epileptic  Patients,”  which  appeared  in 
the  July  1,  1947  issue  of  the  New  York  State 
Journal  of  Medicine,  an  error  occurs. 


Page  1492,  column  2,  paragraph  3: 

The  sentence  should  read:  “After  a careful  pre- 
liminary physical  examination,  the  patients  were 
placed  on  0.3  Gm.  of  tridione  three  times  daily,” 
instead  of  “3  Gm.  of  tridione,”  as  printed. 


SYNCHRONOUS  COLON  CARCINOMAS  OF  MULTICENTRIC  ORIGIN 
William  Sheinfeld,  M.D.,  Brooklyn,  New  York 

{From  the  Prospect  Heights  Hospital) 


T N ANY  definitive  operation  for  carcinoma  of  the 

colon  or  rectum  a systematic  search  for  possible 
metastases  by  preoperative  studies  and  exploration, 
preceding  the  actual  resection,  is  performed  rou- 
tinely. Palpation  of  the  entire  colon  and  rectum  is 
equally  important  to  note  whether  a second  or  even 
a third  lesion  is  present.  Abel1  reported  2 cases  of 
multiple  carcinomas  in  131  cases  of  colon  and  rectal 
carcinoma,  Cockkinis,2  4 in  54  cases  of  colon  car- 
cinoma, Brindley,3  8 in  306  cases  of  large  intestinal 
carcinoma,  and  Berson  and  Berger,4  16  in  344 
patients  with  cancer  of  the  large  intestine.  This 
makes  a total  of  30  cases  of  multiple  lesions  in  835 
cases  of  carcinoma  of  the  colon  and  rectum,  or  an 
aggregate  incidence  of  3.5  per  cent.  In  addition, 
a number  of  other  case  reports  of  multiple  colon 
carcinomas  can  be  found  in  the  literature.5-7  The 
following  case  illustrates  the  clinical  importance  of 
bearing  the  possibility  of  multiple  lesions  in  mind. 
In  addition,  varying  morphologic  degrees  of  malig- 
nancy in  the  several  lesions  present  are  shown. 

Case  Report 

M.  J.,  a white  woman,  aged  62,  was  admitted  to 
the  Prospect  Heights  Hospital  on  January  13,  1947, 
and  discharged  February  1,  1947.  Nine  months 
prior  to  her  present  admission  she  was  operated 
upon  for  chronic  cholecystitis  and  cholelithiasis. 
A cholecystectomy  and  incidental  appendectomy 
were  performed.  The  cecum  at  that  time  was 
normal  to  palpation.  She  was  well  five  months 
and  then  began  suffering  from  recurring  attacks  of 
abdominal  cramps.  These  were  relieved  by  medi- 
cation at  first  but  became  increasingly  severe  and 
frequent  up  to  the  time  of  admission.  They  were 
most  marked  in  the  epigastrium  and  about  the 
midabdomen.  A barium  enema  given  two  weeks 
before  hospitalization  revealed  an  obstructing  filling 
defect  in  the  midtransverse  colon  (Fig.  1.)  This  was 
interpreted  as  an  intrinsic  neoplasm  with  a possible 
complicating  intussusception.  The  right  colon  could 
not  be  visualized.  Physical  examination  on  ad- 
mission revealed  a white  woman  of  62  in  good  gen- 
eral health,  not  acutely  ill,  with  negative  findings. 
On  abdominal  examination  the  scar  of  the  previous 
operation  was  noted.  No  other  abnormalities 
could  be  found. 

Laboratory  Data. — The  white  blood  count  was 
7,100  cells,  with  49  per  cent  polymorphonuclears, 
46  per  cent  lymphocytes,  4 monocytes,  1 eosinophil; 
red  blood  cells  3,840,000,  with  hemoglobin  72  per 
cent,  total  protein  5.74  Gm.  per  cent,  albumin 
3.99  Gm.  per  cent,  globulin  1.53  Gm.  per  cent, 
A/G  ratio  2.6:1.  Blood  sugar  was  95.2  mg.  per 
cent,  urea  7.8  mg.  per  cent,  uric  acid  2.1  mg.  per 
cent,  and  chlorides  600  mg.  per  cent.  The  urine 
was  normal. 

The  patient  was  prepared  for  operation.  Eight- 
een grams  of  sulfasuxidine  were  given  daily  for  six 
days.  A low  residue  diet,  daily  enemas,  and  colonic 
irrigations  were  given  for  several  days  be  fori'  opera- 
tion. 


Fig.  1.  Barium  enema  showing  large  filling 
defect  in  transverse  colon.  Some  barium  has  passed 
beyond  the  lesion. 


On  January  16,  1947,  exploration  was  done 
through  a right  rectus  incision.  (IF.  S.)  The  mass  in 
the  transverse  colon  was  a partial  intussusception 
readily  reduced.  A soft,  large  polypoid  mass  almost 
completely  occluding  the  lumen  was  then  felt.  The 
entire  large  intestine  was  palpated.  A hard  mass 
involving  the  cecum  was  noted.  This  had  the 
typical  appearance  of  carcinoma  and  was  a surprise 
finding.  The  descending  colon  and  rectum  were 
normal.  There  was  no  evidence  of  glandular, 
hepatic,  or  peritoneal  metastases.  The  terminal 
ileum,  right  colon,  and  most  of  the  transverse 
colon  were  resected.  The  splenic  flexure  was 
mobilized  and  brought  down.  The  open  end  of  the 
large  intestine  was  inverted,  closed,  and  an  open 
end-to-side  ileocolostomy  performed.  The  greater 
omentum  was  removed  with  t.he  transverse  colon. 
A complementary  valvular  ileostomy  was  made, 
the  catheter  being  brought  out  through  a stab 
wound  to  the  left  of  the  incision. 

With  the  exception  of  some  evidence  of  peritoneal 
infection  or  irritation  present  from  the  fourth  to 
seventh  postoperative  days  and  then  subsiding, 
convalescence  was  uneventful.  The  wound  healed 
by  primary  intention  and  the  ileostomy  closed 
twenty-four  hours  after  the  catheter  was  with- 
drawn. 

Report  of  Pathologist. — The  gross  and  micro- 
scopic pathology  are  described  by  Dr.  Silik  Polayes. 
The  specimen  includes  15  cm.  of  distal  ileum  and 
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Fig.  3.  Section  through  the  malignant  ulcer  at 
the  ileocecal  junction  showing  malignant  glands 
( B ),  arising  in  and  ulcerating  through  the  mucosa 
(A).  The  malignant  glands  have  penetrated  the 
muscularis  (C)  (30  X). 


about  40  cm.  of  colon  (Fig.  2).  About  3 cm. 
from  the  ileocecal  junction  there  is  a malignant 
ulcerative  mass  in  the  cecum  almost  completely 
annular.  The  edges  are  raised  firm  and  red.  At 
the  base  of  the  ulcer  the  lesion  infiltrates  the  entire 
wall  of  the  cecum.  About  1 cm.  distal  to  the  ulcer, 
a polyp,  1 cm.  in  length,  hangs  from  the  mucosa  by 
a narrow  pedicle.  About  11  cm.  from  the  distal 
end  of  the  resected  gut  there  is  a sessile  blue-red 
papillary  growth  about  7 cm.  in  greatest  dimension. 
It  protrudes  into  the  lumen  and  causes  partial 
intussusception  of  the  proximal  colon  into  the  distal. 
The  polypoid  mass  is  well  demarcated  from  the 
adjacent  edematous  mucosa  and  does  not  show  in- 
volvement of  the  wall. 

The  pertinent  histologic  features  are  given  in  the 
legends  describing  the  illustrations. 

Diagnosis. — Adenocarcinoma  of  cecum;  incipient 
malignancy  of  polyp  in  transverse  colon;  polyp  of 
cecum. 

Summary  and  Conclusion 

1.  Multiple  colonic  lesions  appear  in  an  ap- 
preciable percentage  of  cases  and  always  should  be 
looked  for. 

2.  Adequate  therapy  consists  of  radial  surgery 
suitably  applied  to  the  problem  at  hand. 

3.  A case  is  presented  illustrating  these  points. 

4.  The  microscopic  pathology  of  the  several 
lesions  encountered  in  this  case  demonstrates  his- 


Fig.  4.  Section  through  the  large  polypoid  mass 
in  the  transverse  colon  showing  one  pedicle  (A)  of 
the  complex  structure  of  multiple  polyps  constitut- 
ing the  mass.  Note  that  there  is  no  epithelial  in- 
vasion of  the  pedicle  (A)  or  of  the  wall  of  the  colon 
(«)  (11  X). 


Fig.  2.  Gross  specimen  showing  the  malignant 
ulcer  at  the  ileocecal  junction  (large  arrow)  and 
large  polypoid  mass  (small  arrow)  in  transverse 
colon.  The  small  polyp  has  been  removed  for 
sectioning  hence  it  is  not  present  in  the  specimen. 
Note  the  complex  mass  of  multiple  polyps  con- 
stituting the  main  polypoid  mass.  It  appears 
grossly  malignant.  Microscopically,  however,  only 
incipient  malignant  changes  are  demonstrable. 
See  Fig.  5. 
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Fig.  5.  Higher  magnification  of  a section  from 
Fig.  4 showing  atypism  (large  arrow)  and  heaping 
up  (small  arrow)  of  the  epithelial  cells  lining  some 
of  the  polyps  (460  X). 

tologic  changes  of  simple  benign  deviation  from  the 
normal,  early  malignancy,  and  advanced  fully 
developed  adenocarcinoma. 


Note:  I wish  to  thank  Dr.  Silik  Polayea  for  his  kindness 
in  selecting  the  sections  for  illustration,  in  marking  the 
photographs,  and  writing  the  legends  of  Figs.  2 to  6. 


Fig.  6.  Section  through  the  small  polyp  in  cecum 
near  the  malignant  ulcer  showing  relatively  normal 
epithelial  lining.  Loss  of  secretory  activity  of  the 
cells  with  associated  hyperchromatic  staining  of  the 
latter  (arrow)  are  the  only  abnormal  changes  noted 
(375  X). 

References 

1.  Abel,  Irvin:  South.  M.  J.  26:  64  (1933). 

2.  Cockkinis,  A.  J.:  Brit.  J.  Surg.  21:  570  (1934). 

3.  Brindley,  G.  V.:  South.  M.  J.  31:  355  (1938). 

4.  Berson,  H.,  and  Berger,  L. : Surg.  Gynec.  & Obst.  80: 
75  (1945). 

5.  Sheinfeld,  W.,  and  Rudolph,  I.:  Surgery  15:  579 

(April)  1944. 

6.  Klingenstein,  P. : Ann.  Surg.  102:  1079  (1935). 

7.  Burke,  M.:  Am.  J.  Cances  27:  316  (1936). 


CHEST  PHYSICIANS  TO  MEET 
The  New  York  State  Chapter  of  the  American 
Congress  of  Chest  Physicians  will  hold  a scientific 
mooting  at  the  Hotel  New  Yorker,  New  York  City, 
on  January  29,  1948.  In  addition  to  morning  anti 


afternoon  scientific  sessions,  a banquet  will  be  held 
in  the  evening. 

All  members  of  the  medical  profession  interested 
in  chest  diseases  are  welcome. 


UNTOWARD  SIDE-EFFECT  FOLLOWING 
Harry  Swartz,  M.D.,  New  York  City 

ClNCE  March,  1946,  when  benadryl  (beta-di- 
^ methylaminoethyl  benzhydryl  ether  hydrochlo- 
ride) became  available  to  the  medical  profession, 
many  undesirable  effects  following  its  usage  have 
been  reported.  These  effects  vary  in  intensity  and 
duration  involving  one  or  a combination  of  many 
systems,  or  are  localized  to  a particular  anatomic 
area.  For  the  most  part,  these  effects  have  been  at- 
tributed to  the  toxic  action  of  the  drug. 

Recently,  however,  several  instances  of  quite 
paradoxical  side-reactions  have  been  recorded  in  the 
literature.  Benadryl,  given  because  of  its  potent 
antihistaminic  action  for  the  relief  of  allergic  mani- 
festations, has  been  noted  to  precipitate  such  mani- 
festations. Waldbott  reports  three  instances  of 
spontaneous  asthma  after  the  administration  of  this 
drug;1  Friedlander  and  Feinberg  report  a case  of 
vasospasm  of  the  fingers  of  one  hand  following  bena- 
dryl;2 exacerbation  of  symptoms  for  which  the  drug 
was  given  is  reported  by  Levin.3  Although  no  defin- 
itive investigations  were  made  in  these  cases  and, 
therefore,  the  manifestations  arising  after  ingestion 
of  benadryl  might  have  been  coincidental,  it  is  most 
probable  that  they  were  specific  allergic  responses 
induced  by  hypersensitivity  to  the  drug. 

Among  the  allergic  symptom-complexes  for  which 
benadryl  has  been  recommended  and  used  is  M6n- 
idre’s  disease.4  On  the  other  hand,  dizziness,  nausea, 
and  vomiting  have  been  reported  singly  or  in  com- 
bination but  always  more  or  less  transient  in  nature, 
as  common  side-effects  of  the  drug.  As  far  as  can  be 
determined,  the  literature  does  not  describe  an  in- 
stance of  true  M6niSre’s  disease  as  a benadryl  side- 
effect.  For  this  reason,  the  following  case  is  re- 
ported. 

Report  of  a Case 

A 32-year-old  white  man  with  a thirteen-year 
history  of  sneezing,  rhinorrhea,  lacrimation,  and 
itching  of  nose  and  eyes,  beginning  in  the  middle  of 
May  and  lasting  until  October,  had  been  treated  for 
the  past  four  seasons  with  excellent  results.  The 
treatment  consisted  of  hyposensitization  with 
timothy  and  ragweed  pollen.  Because,  in  the  last 
year,  symptoms  began  to  extend  perennially  in  mild 
degree,  he  was  given  the  full  complement  of  intra- 
dermal  tests,  found  sensitive  to  multiple  foods  and 
inhalants  in  addition  to  his  pollen  sensitivity  and, 
therefore,  was  placed  on  dietary  and  environmental 
control.  He  was  placed  on  perennial  therapy,  dust 
hyposensitization  being  included  in  this  regimen. 

He  was  entirely  free  of  symptoms  until  February, 
1946,  at  which  time  his  work  necessitated  his  leaving 
the  city.  He  was  instructed  to  maintain  treatment 
while  away  and  was  not  seen  again  until  June  8, 
1946.  At  this  time,  he  presented  himself  with  full- 
blown symptoms  of  summer  hay  fever  and  the  story 
that  he  had  neglected  to  continue  hyposensitization 
as  instructed.  Complete  physical  examination  re- 
vealed a well-developed,  white  man  with  markedly 
boggy,  pale  nasal  mucosa;  mild  posterior  pharyn- 
geal wall  edema;  and  bilateral  conjunctival  injec- 
tion. Occasional,  transient  sibilant  rales  were  heard 
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over  both  lung  fields.  Blood  pressure  was  118/70. 
No  other  physical  abnormalities  were  noted. 

Because  there  had  been  a four-month  lapse  since 
his  last  injection  of  pollen  extract  and  because  he 
presented  himself  during  the  height  of  the  grass 
pollen  season,  it  was  decided  to  treat  him  sympto- 
matically for  the  remainder  of  the  season.  Fifty- 
milligram  benadryl  “kapseals”  were  prescribed  for 
him  and  he  was  instructed  to  take  one  that  evening 
and  to  repeat  at  six-hour  intervals  if  necessary.  He 
was  made  to  understand  that  the  dosage  varied  with 
the  individual  case  and  that  it  would  be  best  for  him 
to  take  as  few  “kapseals”  as  possible  to  control  his 
symptoms. 

Three  days  later,  he  was  seen  again.  At  this 
time,  he  reported  that  his  symptoms  had  entirely 
disappeared  and  that  he  had  maintained  himself  in 
this  symptom-free  state  on  two  “kapseals”  per  day, 
one  on  arising  and  one  in  the  late  evening.  His  only 
complaint  was  a feeling  of  fatigue  and  weakness. 
Physical  examination  on  this  day  revealed  a moder- 
ate, facial  pallor,  clear  conjunctivae,  marked  reduc- 
tion in  nasal  mucosal  swelling,  and  a clear  pharynx. 
No  abnormal  physical  signs  were  noted  in  the  lung 
fields.  Blood  pressure  had  fallen  to  108/64  on  re- 
peated readings.  He  was  elated  at  the  success  of  the 
treatment  but  complained  about  the  ease  of  fatigue 
and  the  fact  that  his  eyes  would  stay  open  only  wit  h 
effort.  However,  he  continued  about  his  business. 
He  was  asked  to  carry  on  his  present  regimen  and 
to  report  back  in  three  days. 

On  the  morning  of  the  sixth  day  after  inception  of 
treatment  (June  14,  1946),  he  was  seen  in  his  home 
in  response  to  an  emergency  call  from  his  wife.  By 
this  time,  he  had  had  a total  dosage  of  550  mg.  of 
benadryl.  The  only  side-effects  to  date  had  been 
ease  of  fatigue  and  sleepiness. 

The  night  before,  he  had  taken  a “kapseal”  and 
gone  to  bed.  Early  in  the  morning,  he  had  awakened 
drenched  in  a cold  sweat.  On  opening  his  eyes,  he 
had  experienced  an  intense  sensation  of  rotation 
around  the  long  axis  of  his  body,  had  become  nau- 
seated, and  vomited.  He  shut  his  eyes  quickly  and 
lay  still.  Nausea  and  vertigo  remained  but  vomit- 
ing abated.  Any  motion  or  attempt  to  open  his 
eyes  resulted  in  intensification  of  the  sense  of  rota- 
tion and  vomiting.  In  addition,  he  complained  of  a 
bilateral  ringing  in  the  ears  that  was  constant  and 
humming  in  quality.  Examination  revealed  a pale, 
only  mildly  edematous  nasal  mucosa;  conjunctivae 
and  pharyngeal  wall  were  clear.  There  was  a 
marked,  rapid  lateral  nystagmus,  cold  clammy  skin 
wet  with  perspiration,  and  generalized  pallor. 
Blood  pressure  had  fallen  to  90/60  on  repeated  read- 
ings and  any  attempts  to  change  his  position  in  bed 
met  with  retching  and  complaint  of  increasing  ver- 
tigo. A diagnosis  of  acute  labyrinthitis  was  made, 
benadryl  was  stopped,  and  he  was  given  an  injection 
of  ephedrine,  3/8  grain,  and  told  to  take  the  same 
dosage  by  mouth  every  two  hours. 

The  next  morning  the  symptoms  had  abated  only 
slightly.  He  was  still  confined  to  bed,  unable  to 
move,  opening  his  eyes  only  with  the  greatest  cau- 
tion. Tinnitus,  vertigo,  and  nystagmus  were  still 
present.  He  was  placed  on  a high  protein,  high 
potassium,  salt-free,  fluid  restricted  diet.  Ephedrine 
was  stopped  and  9 Gm.  of  ammonium  chloride  daily 
was  prescribed. 
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On  the  third  morning  of  labyrinthine  symptoms, 
he  was  able  to  rise  from  bed  and  sit  in  a chair. 
Now,  however,  he  dared  not  lie  down  since  such 
change  in  position  precipitated  the  entire  complex 
of  symptoms.  Vertigo  was  not  as  marked,  the 
nystagmus  was  still  present  but  at  a slower  rate, 
and  he  still  complained  of  tinnitus.  Blood  pressure 
remained  at  90/60  and  pallor  was  beginning  to 
recede. 

When,  on  the  sixth  morning,  symptoms  still  main- 
tained at  this  level,  it  was  decided  to  give  him  one 
more  day  of  trial  on  the  antiedema  regimen  and, 
then,  perhaps  attempt  a spinal  tap.  He  was  seen 
on  June  21,  1946,  seven  days  after  inception  of 
symptoms  and  cessation  of  benadryl.  There  had 
been  a moderate  improvement  in  the  past  twenty- 
four  hours.  He  was  able  to  walk  about  for  a few 
moments  without  support.  Nystagmus  was  gone 
almost  entirely  and  the  tinnitus  had  disappeared. 
Spinal  tap  was  not  performed. 

Three  days  later,  June  24,  1946,  he  returned  to 
work.  Labyrinthine  symptoms  had  completely 
abated.  Now,  however,  his  hay  fever  came  on  in 
full  measure  and  the  allergic  inflammation  of  the 
nose,  pharynx,  and  conjunctivae  reappeared.  His 
blood  pressure  returned  to  118/70.  For  about  a 
week,  he  was  maintained  with  moderate  symptoms 
by  local  therapy,  a nasal  filter,  and  vasoconstrictors 
by  mouth. 

On  July  1,  1946,  however,  he  was  desparate 
enough  to  agree  to  a trial  of  benadryl  once  more. 
This  time,  20  mg.  of  the  elixir  (two  teaspoonfuls) 
were  given  him  on  an  empty  stomach.  Within 
thirty  minutes,  his  nasal  and  conjunctival  symp- 
toms abated,  his  face  became  pallid,  and  he  vomited ; 
nausea,  vertigo,  and  tinnitus  returned.  His  blood 
pressure  fell  to  90/60.  He  was  placed  on  a cot  and 
0.3  cc.  of  adrenalin  was  administered  every  half 
hour  for  the  next  two  hours.  For  the  next  four 
hours  symptoms  continued,  gradually  abating. 
Shaken,  but  symptom-free,  he  went  home. 

Having  gone  this  far,  he  was  prevailed  upon  to 
take  benadryl  a third  and  last  time.  On  July  28, 
1946,  during  the  free  period  between  the  grass  and 
weed  pollen  seasons,  he  was  given  approximately 
half  the  contents  of  a benadryl  “kapseal”  in  half  a 
glass  of  water.  Once  more,  within  thirty  to  forty 
minutes,  labyrinthine  symptoms  appeared  and 
followed  a course  entirely  similar  to  that  resulting 
from  the  elixir.  The  total  duration  of  symptoms 
this  time  was  eight  hours,  adrenalin  again  being 
used  in  attempt  to  control  them  sooner. 


Comment 

Before  his  experience  with  benadryl,  this  patient 
had  never  suffered  from  Meniere’s  disease  or  any 
symptoms  that  resembled  it.  Vertigo,  tinnitus,  and 
nystagmus  were  strangers  to  him.  Nausea  and 
vomiting  he  had  known  as  the  result  of  occasional 
alcoholic  or  dietary  indiscretions.  His  family  his- 
tory was  entirely  negative  for  this  condition.  There 
was  no  history  of  middle  ear  infection  nor  eustachian 
tube  involvement  at  any  time.  He  had  been  in  per- 
fect health  except  for  summer  and  fall  hay  fever  for 
the  past  thirteen  years,  and  mild  perennial  allergic 
coryza  for  the  past  year.  Followed  to  date,  there 
has  been  no  recurrence  of  labyrinthine  symptoms  in 
any  degree. 

He  was  an  atopic  individual  and  showed  multiple 
ingestant  and  inhalant  sensitivity  by  skin  test.  Be- 
cause of  this  and  because  he  showed  both  cow  hair 
and  beef  sensitivity,  it  was  suspected  that  the  first 
onset  of  Meniere’s  disease  might  be  due  to  the  gela- 
tin of  the  “kapseals.”  (Gelatin  is  most  commonly 
made  from  cow,  lamb,  and  hog  hides).  However, 
this  was  clinically  unlikely  because  he  had  taken 
gelatin  in  capsule  form  in  the  past  and  had  suffered 
no  ill  effects.  To  rule  out  this  possible  allergen,  the 
elixir  was  tried.  When  symptoms  appeared  follow- 
ing the  elixir,  it  was  realized  that  they  might  be  on  a 
basis  of  sensitivity  to  contents  of  the  elixir  and  not 
the  benadryl.  On  this  basis,  the  powdered  benadryl 
of  the  “kapseal”  was  given  the  patient.  When  he 
reacted  to  this  with  the  same  symptoms,  it  was  clin- 
ically evident  that  it  was  the  benadryl  itself  which 
initiated  the  symptoms. 

Although  no  definitive  studies  were  made  here  such 
as  direct  skin  test  and  passive  transfer  with  the 
drug,  it  seems  highly  probable  that  the  acute  laby- 
rinthine symptoms,  severe,  prolonged,  and  inca- 
pacitating, were  due  to  hypersensitivity  to  benadryl 
itself. 

105  East  73bd  Street 
References 

1.  Waldbott,  G.  L.:  J.  Allergy  17:  142  (1946). 

2.  Friedlander,  S.,  and  Feinberg,  S.  M. : J.  Allergy  17: 

432  (1946). 

3.  Levin.  S.  J.:  J.  Allergy  17:  145  (1946). 

4.  McEllin,  T.  W.,  Horton,  B.  T. : Proc.  Staff  Meet.. 

Mayo  Clin.  18:  45  (1945). 


W.H.O.  FELLOWSHIPS  FOR  1947  AWARDED 
The  Headquarters  Office  of  the  World  Health 
Organization  reported  recently  that  192  fellowships 
for  the  year  1947  have  been  awarded.  Virtually  all 
branches  of  medicine  and  public  health  are  repre- 
sented among  the  doctors  and  other  health  specialists 
selected  to  study  at  world  centers  under  a $1 ,500,000 


grant  from  funds  of  the  United  Nations  Relief  and 
Rehabilitation  Administration  for  field  services. 

An  additional  200  fellows  will  continue  this  work 
under  another  grant  for  1948. 

Among  the  1947  fellows,  Poland  is  sending  54, 
China  42,  and  Yugoslavia  35. 


SEVERE  ANEMIA  IN  A CASE  OF  DIAPHRAGMATIC  HERNIA 


Aaron  Cohen,  M.D.,  Wilfred  Dorfman,  M.D.,  and  Samuel  Epstein,  M.D.,  Brooklyn, 
New  York 

( From  the  Medical  Services  of  Dr.  Thomas  J.  Longo,  Medical  Director,  Coney  Island  Hospital) 


A MAN,  P.  C.,  aged  64,  was  admitted  to  the 
medical  service  of  the  Coney  Island  Hospital 
on  March  25,  1944,  and  was  discharged  on  May  5, 
1944.  His  chief  complaint  on  admission  was  short- 
ness of  breath.  The  present  illness  began  fifteen 
days  before  admission  when  he  was  seized  with 
shortness  of  breath  while  climbing  stairs.  There- 
after, he  noticed  shortness  of  breath  on  moderate 
exertion.  This  seemed  to  be  associated  with 
indigestion. 

His  past  history  was  essentially  negative.  There 
was  no  history  of  bleeding  from  the  gastrointestinal 
tract,  and  no  tarry  stools.  Physical  examination 
revealed  a marked  pallor.  His  tongue  showed  no 
glossitis  nor  signs  of  abnormal  smoothness.  A 
loud,  blowing  systolic  murmur  was  present  at  the 
apex.  There  was  no  evidence  of  cardiac  enlarge- 
ment. The  liver  edge  was  palpable  two  fingers 
breadth  below  the  right  costal  margin.  His  ex- 
tremities showed  a slight  pitting  edema  bilaterally. 

Laboratory  study  showed  a blood  count  of 
3,150,000  with  a hemoglobin  of  46  per  cent;  the 
white  blood  count  was  normal.  The  Wassermann 
test  was  negative.  The  stool  was  repeatedly 
negative  for  occult  blood  ova,  and  parasites.  The 
gastric  analysis  showed  normal  values  for  free  and 
total  acidity.  The  urine  was  repeatedly  negative 
and  blood  chemistry  figures  were  within  normal 
range.  The  electrocardiogram  showed  a slight, 
left  axis  deviation.  A teleoroent  genographic  study  of 
the  heart  showed  slight,  left  ventricular  prominence, 
elongation  of  the  aorta,  and  minimal  pulmonary 
congestion.  A gastrointestinal  series  reported 
moderate  herniation  of  the  cardiac  end  of  the 
stomach  through  the  esophageal  orifice.  The 
gastric  tone  was  good,  and  the  duodenum  and  small 
intestine  were  normal.  In  six  hours  the  stomach 
was  empty.  A barium  enema  examination  was 


also  normal.  Gastroscopy  revealed  an  area  at  the 
lower  end  of  the  esophagus  that  was  similar  to  a 
sphincter  in  its  action.  With  each  inspiration  a 
marked  constriction  would  occur,  and  relaxation 
would  follow  with  expiration.  As  the  patient 
adjusted  to  the  manipulation  of  the  instrument,  the 
rapidity  of  this  sphincteric-like  action  diminished. 
No  local  hemorrhages,  ulcerations,  nor  congestion 
were  observed. 

The  patient  was  placed  on  iron  therapy  with 
prompt  hematologic  response.  He  left  the  hospital 
and  was  advised  to  cut  down  on  his  physical  work,  so 
that  the  sphincteric-like  action  of  the  diaphram 
would  be  curtailed.  Three  to  four  months  later 
he  showed  no  anemia,  with  no  new  findings. 

Comment 

This  case  is  reported  because  no  obvious  reason 
for  the  anemia  in  hiatus  hernia  was  evident.  There 
was  no  achlorhydria,  no  gross  bleeding,  nor  evidence 
of  a,  gastrointestinal  lesion  such  as  a peptic  ulcer  or 
malignancy  to  account  for  the  anemia.  There  was 
no  evidence  of  severe  dietary  deficiency,  either  in  the 
history  or  in  the  physical  examination.  The 
anemia  could  not  be  accounted  for  by  any  impair- 
ment in  digestion,  such  as  would  be  present  in  dysen- 
tery, sprue,  pellagra,  or  idiopathic  steatorrhea. 
There  was  also  no  evidence  of  hookworm  infestation 
or  Bothriocephalus  latus,  both  of  which  can  cause 
hypochromic  anemia.  It  is  possible,  however,  that 
the  anemia  can  be  explained  in  this  instance  by  the 
nonabsorption  of  iron,  since  the  function  of  the 
stomach  in  converting  ferric  iron  to  ferrous  may  be 
in  disorder.  At  any  rate,  the  addition  of  ferrous 
iron  quickly  relieves  the  anemic  state. 


CORRECTION 

In  the  October  15,  1947,  issue  of  the  Journal  in 
an  article  on  “Chronic  Osteomyelitis  in  War 
Wounded:  A Report  of  Two  Veterans  Discharged 
with  Intractable  Osteomyelitis  and  Successfully 
Treated  with  Local  Peniciilin-Detergent  Therapy,’’ 
an  error  occurs  on  page  2205,  in  the  last  paragraph. 

The  word  "saucerization”  should  be  substituted 


for  the  word  “cauterization”  ih  the  final  sentence. 
The  sentence  correctly  reads:  “It  appears  possible 
that  the  mutilating  treatment  of  osteomyelitis  by 
radical  surgery  and  saucerization  is  outmoded  and 
should  be  replaced  by  conservative  procedures  em- 
ploying antibiotics,  as  in  the  method  described  in 
this  report.” 


VOMITING  FROM  MULTIPLE  CAUSES 


Bernard  A.  Duffy,  M.D.,  Albany,  New  York 
( From  the  Gynecological  Department  of  St.  Peter’s  Hospital) 


'T'HERE  is  no  mystery  about  the  physiologic 

mechanism  of  vomiting.  It  is  well  known  that  the 
act  of  vomiting  is  controlled  by  a center  in  the 
medulla  and  that  this  center  is  supplied  by  afferent 
impulses  which  may  arise  from  any  region  of  the 
body. 

Not  always  so  clearly  understood,  however,  are 
the  precipitating  causes,  and  the  temptation  to 
attribute  uncontrolled  vomiting  to  psychic  or  psy- 
chosomatic factors  when  a diagnosis  is  not  readily 
apparent  may  prove  too  strong  for  the  unwary.  It 
is  for  this  reason  that  the  present  case  is  offered. 

Case  Report 

A 30-year-old  married  white  woman  of  one-child 
sterility  was  seen  in  her  home  on  December  8,  1946, 
with  a chief  complaint  of  nausea,  vomiting,  and 
generalized  lower  abdominal  pain  of  two  days’ 
duration.  The  condition  was  characterized  by  a 
sudden  onset  and  by  associated  chills  and  fever. 
The  patient  was  in  visible  distress.  There  were  no 
previous  episodes. 

Significant  findings  of  the  initial  examination  were : 
Temperature  103  F.,  pulse,  110;  there  was  right 
costovertebral  tenderness;  the  abdomen  showed 
right  and  left  lower-quadrant  tenderness.  In  the 
pelvic  region  there  was  marked  bladder  tenderness 
especially  in  the  area  of  the  trigone;  the  cervix  was 
bilaterally  lacerated;  the  uterus  was  retroflexed. 
fixed  in  position,  and  tender  to  all  movement;  ana 
the  adnexa  were  tender  and  palpable  bilaterally. 
There  was  no  abdominal  distention;  palpation  of  the 
gallbladder  was  negative,  the  uterus  was  of  normal 
size,  and  no  significant  enlargement  of  either  adnexa 
could  be  felt. 

The  patient  was  admitted  to  the  hospital  the  same 
day  with  tentative  diagnosis  of  recurrent  pelvic 
inflammatory  disease  and  was  treated  with  con- 
tinuous Wangensteen  suction  intravenous  glucose, 
intravenous  sulfadiazine,  and  parenteral  penicillin 
100,000  units  followed  by  50,000  every  three  hours. 
Laboratory  findings  at  this  time  were:  white  blood 
cells  10,250,  with  90  per  cent  polymorphonuclears; 
hemoglobin  77  per  cent;  catheterized  specimen  of 
urine  showed  many  red  blood  cells,  clumps  of  pus 
cells,  and  coarse  granular  casts;  Aschheim-Zondek 
test  was  negative;  gallbladder  and  gastrointestinal 
series  were  both  negative. 

Notwithstanding  several  remissions,  the  patient 
improved  gradually  over  a ten-day  period,  at  the 
conclusion  of  which  pelvic  examination  revealed  a 
decrease  in  the  bladder  tenderness  but  persistent  bi- 
lateral adnexal  tenderness  with  a soft  adherent  mass 
on  the  left  side;  this  mass  was  felt  to  be  approxi- 
mately 8 cm.  in  its  long  axis. 

Fourteen  days  after  admission  the  patient  was 
given  a barium  enema;  the  x-ray  findings  were 
negative.  Nevertheless,  the  patient  again  became 
nauseated  and  she  vomited  intermittently  during 


the  next  four  days.  In  the  week  following  she  im- 
proved gradually  and  a pelvic  examination  was  re- 
peated with  findings  which  did  not  differ  from  those 
last  described.  Accordingly,  a diagnosis  of  recurrent 
pelvic  inflammatory  disease  with  left  tubo-ovarian 
abscess  was  made  and  the  patient  was  prepared  for 
operation. 

On  January  2 a panhystero-left-salpingo-ovari- 
ectomy  was  performed.  The  following  facts  were 
revealed  at  operation:  The  appendix  had  been  re- 
moved in  a previous  operation.  The  uterus  was 
slightly  enlarged,  retroflexed,  and  adherent  with 
numerous  adhesions.  The  right  tube  presented  evi- 
dence of  mild  salpinigitis  and  it  was  nonpatent; 
the  right  ovary  showed  no  pathology.  The  left  tube 
was  swollen  and  engorged  and  was  firmly  adherent 
by  its  fimbriated  end  to  the  left  ovary;  the  left 
ovary,  which  measured  6.5  cm.  in  its  long  axis, 
appeared  to  be  normal,  although  both  tube  and 
ovary  were  firmly  adherent  to  the  lateral  pelvic  wall. 

Postoperatively  the  patient  did  very  well;  she  was 
out  of  bed  on  the  third  day.  On  the  fifth  day,  how- 
ever, she  again  became  nauseatedand  began  to  vomit. 
Examination  now  showed  that  her  temperature  was 
98  F.,  pulse,  100;  marked  bladder  tenderness  and 
generalized  tenderness  in  the  cul-de-sac  with  some 
brawny  induration  (a  not  infrequent  finding  follow- 
ing panhysterectomy).  A specimen  of  catheterized 
urine  contained  clumps  of  pus  cells  and  many  red 
blood  cells. 

Treatment  at  this  point  consisted  of  intravenous 
fluids,  Wangensteen  suction,  streptomycin,  and 
supportive  measures.  There  was  a gradual  decline 
in  the  patient’s  general  physical  condition  during  the 
next  ten  days.  Then,  on  the  night  of  January  17, 
fifteen  days  after  operation,  while  the  patient  was 
sleeping  there  was  a considerable  amount  of  sero- 
sanguinous  vaginal  discharge.  Pelvic  examination 
revealed  a rough,  friable,  cauliflower-like  area 
approximately  4 cm.  in  diameter  in  the  left  posterior 
fornix.  A diagnosis  of  hematoma  formation  with 
necrosis  of  the  vaginal  cuff  was  made. 

The  discharge  disappeared  gradually  and  the 
patient  improved  forthwith.  She  was  discharged 
from  the  hospital  on  the  seventeenth  postoperative 
day. 


Summary 

A case  of  uncontrollable  vomiting  due  to  pelvic 
irritation  by  several  different  agents  is  presented. 
The  agents  were:  (1)  recurrent  acute  pelvic  in- 

flammatory disease;  (2)  barium  enema;  (3)  post- 
operative hematoma  with  necrosis  of  the  vaginal 
cuff. 

The  author  believes  the  causation  of  vomiting  is 
reflex  in  nature,  in  the  present  case  due  primarily 
to  pelvic  irritation  associated  with  a lowered  thres- 
hold in  the  vomiting  center. 

336  New  Scotland  Avenue 
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Program  Planned  for  Research  in  Leprosy  Treatment 


THE  Advisory  Medical  Board  of  the  Leonard 
Wood  Memorial  and  a group  of  consulting  chemo- 
therapists,  nominated  by  the  chairman  of  the  Med- 
ical Board  of  the  National  Research  Council, 
recently  met  in  New  York  City  for  the  purpose  of 
planning  a program  for  extensive  research  to  find 
improved  drugs  or  methods  for  treating  leprosy. 

The  meeting  was  probably  the  first  at  which  a 
large  group  of  scientists,  most  of  whom  were  not 
leprologists,  has  met  to  consider  this  health  problem 
from  the  strictly  scientific  viewpoint. 


There  was  general  approval  of  two  plans.  One  to 
establish  a cooperative  scheme  with  selected  workers 
in  various  countries,  under  a central  coordinating 
committee,  whereby  the  new  drugs  now  in  use  may 
be  valued  scientifically  by  uniform  methods  of 
procedure  and  recording.  Another  is  to  establish, 
in  connection  with  some  suitable  leprosy  institution, 
a testing  unit  with  special  personnel  to  make  pre- 
liminary tests  of  new  drugs  which  appear  to  be  of 
promise  but  which  have  not  yet  been  used  in  the 
treatment  of  leprosy. 


Top  Industrial  Medical  Authorities  Named  for  NYU  Board 


PLANS  for  the  operation  of  the  recently  inaugu- 
rated Institute  of  Industrial  Medicine  of  the 
Department  of  Preventive  Medicine,  New  York 
University-Bellevue  Medical  Center,  were  furthered 
recently  with  the  announcement  that  ten  of  the 
nation’s  top-ranking  authorities  in  the  field  of  in- 
dustrial medicine  have  been  named  to  its  Medical 
Advisory  Committee. 

Dean  Currier  McEwen,  of  the  New  York  Univer- 
sity College  of  Medicine,  announced  that  the  follow- 
ing leaders  had  accepted  appointments:  Dr.  J.  M. 
Carlisle,  medical  director  of  Merck  and  Company; 
Dr.  A.  G.  Cranch,  director,  industrial  toxicological 
department,  Union  Carbide  and  Carbon  Corpora- 
tion; Dr.  David  H.  Goldstein,  medical  director, 
New  York  Times;  Dr.  Willard  Machle,  New  York 
industrial  consultant;  Dr.  M.  N.  Newquist,  med- 
ical director,  the  Texas  Company;  Dr.  Robert 
Collier  Page,  general  medical  director,  Standard 


Oil  Company  (New  Jersey);  Dr.  Kenneth  Peacock, 
chairman  of  the  committee  on  industrial  medicine 
of  the  New  York  County  Medical  Society;  Dr. 
Leo  S.  Price,  medical  director,  Union  Health  Center; 
Dr.  J.  J.  Wittmer,  assistant  vice-president,  Con- 
solidated Edison  Company,  Inc.;  and  W.  P.  Yant, 
vice-president  in  charge  of  research,  Mine  Safety 
Appliance  Company,  Pittsburgh,  Pennsylvania. 

Dr.  Henry  E.  Meleney,  Hermann  M.  Biggs 
professor  of  preventive  medicine,  New  York  Univer- 
sity College  of  Medicine,  is  also  a member  of  the 
committee,  whose  chairman  is  Dr.  Anthony  J. 
Lanza,  director  of  the  Institute.  The  Institute  was 
officially  inaugurated  last  June  as  an  integral  part  of 
the  planned  Medical  Center.  Dean  McEwen 
characterized  the  formation  of  the  committee  as 
another  step  in  “assuring  American  industry  that 
the  new  Institute  will  be  dedicated  to  better  health 
for  more  workers.” 


Diagnostic  Units  Set  Up  for  New  York  City 


FACILITIES  for  the  diagnosis  of  virus  and  rickett- 
sial diseases  are  being  organized  for  the  Health 
Department  by  the  Public  Health  Research  In- 
stitute of  the  City  of  New  York,  Inc.,  it  was  an- 
nounced in  the  annual  report  of  the  research  in- 
stitute by  David  M.  Heyman,  president. 

Laboratories  to  diagnose  virus  diseases,  which 
include  a host  of  the  most  distressing  modern  ail- 
ments, have  long  been  needed  in  the  city,  but  their 
establishment  has  been  delayed  because  of  lack  of 
facilities  and  trained  personnel.  Dr.  George  K. 
Hirst,  chief  of  the  division  of  infectious  diseases  of 
the  institute,  is  now  organizing  and  supervising  the 
activities  of  the  new  laboratory  service,  and  he  will 
set  the  standards  for  adequate  performance  of  tests, 
Mr.  Heyman  added. 

The  importance  of  the  virus  disease  diagnostic 
service  is  indicated,  the  report  said,  by  the  fact  that 
during  the  smallpox  epidemic  in  April  the  institute 
was  able  to  grow  smallpox  virus  in  chick  embryos 


and  thus  confirmed  the  diagnosis  of  the  disease  in 
two  or  three  days.  This  was  the  first  time  the  city 
had  this  service  readily  available. 

The  research  institute  made  further  progress  dur- 
ing the  year  in  the  development  of  a practicable 
method  for  evaluating  the  nutritive  status  of  popu- 
lation groups  by  the  use  of  what  is  called  the  “micro- 
chemical” method  of  analysis.  In  a survey  sup- 
ported by  the  New  York  State  Joint  Legislative 
Committee  on  Nutrition,  the  feasibility  of  the 
“microchemical”  method  of  analysis  on  a large 
group  was  demonstrated.  This  survey  showed  that 
in  one  high  school  in  the  city  30  per  cent  of  the  girls 
had  hemoglobin  levels  distinctly  below  those  of  a 
well-nourished  group,  he  added. 

The  Public  Health  Research  Institute  of  the  City 
of  New  York,  Inc.,  was  established  under  Mayor 
Fiorello  H.  La  Guardia  in  1942  as  a nonprofit 
corporation,  to  which  the  city  contributes  $100,000 
annually. 


92 


January  1,  1948] 


MEDICAL  NEWS 


93 


Chronic  Disease  Program  Outlined 


MEETING  in  Chicago  recently,  representatives 
for  national  welfare  and  medical  groups  recom- 
mended a program  for  aiding  the  25,000,000  Ameri- 
cans who  are  reported  to  have  chronic  diseases. 
Sponsors  of  the  program  are  the  American  Medical 
Association,  the  American  Public  Welfare  Associa- 
tion, the  American  Hospital  Association,  and  the 
American  Public  Health  Association. 

The  organizations  said  that  of  those  persons  with 
chronic  diseases  some  7,000,000  were  partly  or 
completely  incapacitated  and  each  year  nearly 
1,000,000  died  from  such  illnesses. 

The  groups  recommended  the  following  program 
for  all  states  and  cities  to  broaden  and  coordinate 
with  Federal  help: 

1.  Prevention:  “Intensified  health  department 
programs  to  control  chronic  communicable  diseases 
are  called  for.  Accident  prevention  programs  and 
health  education  of  all  kinds  should  be  greatly  ex- 
panded.” 


2.  Medical  care:  “There  is  need  for  a new 
program  which  places  major  emphasis  on  the  early 
stages  of  chronic  illness.  This  requires  construction 
of  hospital  and  laboratory  facilities  to  cover  all  our 
communities.” 

3.  Rehabilitation:  “Occupational  retraining  and 
job  placement  are  essential  therapeutic  and  pre- 
ventive measures. 

4.  Research:  “Further  advances  in  prevention  as 
well  as  treatment  of  many  chronic  diseases  depend 
on  research.” 

The  association  said  that  in  eight  states  and  four 
cities  action  to  meet  the  problem  “already  has  been 
taken  or  is  in  the  planning  stage.”  The  states  are 
California,  Connecticut,  Illinois,  Indiana,  Maryland, 
Massachusetts,  New  Jersey,  and  New  York.  Cities 
listed  were  Chicago,  Cleveland,  Milwaukee,  and 
New  York. 


MEETINGS 

PAST 


American  College  of  Physicians,  Western  New 
York  Region 

Dr.  Hugh  J.  Morgan,  Nashville,  Tennessee, 
president  of  the  American  College  of  Physicians, 
spoke  at  the  regional  meeting  of  Western  New  York 
members  on  October  28  at  the  Onondaga  Country 
Club,  Syracuse. 

Speakers  at  the  morning  and  afternoon  sessions 
included  Dr.  Herbert  It.  Brown,  Rochester;  Dr. 
Allan  D.  Bass,  Syracuse;  Dr.  Simon  Propp, 
Albany;  Dr.  George  H.  Reifenstein,  Syracuse; 
Dr.  Eugene  L.  Lozner,  Syracuse;  Dr.  Charles 
G.  Craddock,  Jr.,  Rochester;  Dr.  Roger  S.  Mit- 
chell, Trudeau;  Dr.  James  Monroe,  Ray  Brook; 
Dr.  Richard  H.  Lyons,  Syracuse;  Dr.  John  N. 
Hayes,  Saranac  Lake;  Dr.  Paul  Bunn,  Syracuse 
University;  Dr.  John  II.  Talbot,  Buffalo;  Dr. 
J.  Howard  Ferguson,  Syracuse;  Dr.  George  M. 
Mackenzie,  Albany,  and  Dr.  Ronald  L.  Hamilton, 
Binghamton. 

New  York  Council  of  Surgeons 

Two  lectures  were  held  recently  at  the  Park- 
chester  General  Hospital,  New  York  City,  sponsored 
by  the  New  York  Council  of  Surgeons.  On  Novem- 


ber 25,  Dr.  Lester  J.  Unger,  director  of  the  blood 
and  plasma  division  of  New  York  Post-Graduate 
Medical  School  and  Hospital,  discussed  “Recent 
Advances  in  the  Rh  Factor  and  Its  Practical  Applica- 
tion,” and  on  December  2,  Dr.  Henry  Matez, 
associate  surgeon  at  Harlem  Eye  and  Ear  Hospital, 
spoke  on  “The  Diagnosis  and  Treatment  of  Eye 
Diseases  of  Interest  to  the  General  Practitioner.” 

Saranac  Lake  Medical  Society 

Dr.  A.  J.  Vorwald  spoke  on  “Medical  Problems 
Concerning  Industrial  Uses  of  Beryllium”  at  a 
meeting  of  the  Saranac  Lake  Medical  Society  held 
on  December  3 at  the  Saranac  Laboratory. 

Eastern  New  York  Eye,  Ear,  Nose  and  Throat 
Association 

Members  of  the  association  were  guest  speakers 
at  the  scientific  session  of  the  Eastern  New  York 
Eye,  Ear,  Nose  and  Throat  Association,  held  on 
December  3 at  the  University  Club,  Albany.  Dr. 
John  A.  Cetner  presented  a paper  on  “The  Newer 
Implants  Employed  in  Enucleation,”  and  Dr. 
Benjamin  M.  Volk  gave  a “Discussion  of  Ludwig’s 
Angina.” 


FUTURE 


Council  on  Medical  Service,  American  Medical 
Association 

The  Midwest  Regional  Conference  of  the  Council 
on  Medical  Service  of  the  A.M.A.  will  be  held 
January  4 at  Cleveland,  Ohio,  prior  to  the  opening 
of  the  interim  session  of  the  A.M.A. 

National  Conference  of  County  Medical  Society 
Officers 

The  Grass  Roots  Conference  of  the  National 
Conference  of  County  Medical  Society  Officers  will 


be  held  January  6 at  Cleveland,  Ohio,  with  a stated 
purpose  to  develop  a working  partnership  between 
the  A.M.A.  and  every  physician. 

Subjects  to  be  discussed  include  “The  General 
Practitioner — How  to  Create  More  of  Him  for  the 
Future  Need  of  the  Country”;  “Upholding  the 
Prestige  of  the  General  Practitioner,”  and  “The 
General  Practitioner  and  Community  Leadership.” 

Mount  Sinai  Hospital 

A series  of  lectures  on  “Recent  Advances  in  Sur- 
gery” is  being  held  on  Wednesday  evenings  at 
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Mount  Sinai  Hospital,  New  York  City,  to  which  all 
interested  are  invited. 

Future  sessions,  with  lecturers  and  their  subjects, 
are: 

January  7 — Dr.  G.  Glen  Spurling;  clinical  pro- 
fessor of  surgery,  University  of  Louisville,  School 
of  Medicine,  Louisville,  Kentucky,  “Lumbar  Inter- 
vertebral Disk  Lesions”;  January  21 — Dr.  Oliver 
Cope,  assistant  professor  of  surgery,  Department  of 
Surgery,  Harvard  Medical  School,  Boston,  Massa- 
chusetts, “The  Treatment  of  Hyperthyroidism  in 
Transition  from  Surgical  to  Medical”;  February  11 
— Drs.  James  W.  Watts  and  Walter  Freeman, 
George  Washington  University,  Washington,  D.C., 
“Pain  and  Disability.” 

March  3 — Dr.  Charles  B.  Huggins,  professor  of 
urological  surgery,  University  of  Chicago,  Chicago, 
Illinois,  “The  Diagnosis  of  Disease  by  Enzymatic 
Methods”;  March  17 — Dr.  Robert  Elman,  associ- 
ate professor  of  surgery,  Washington  University, 
St.  Louis,  Missouri,  “Protein  Needs  in  Surgery”; 
April  7 — Dr.  Allen  O.  Whipple,  professor  of  surgery, 
Columbia  University;  April  21 — Dr.  Robert  E. 


Gross,  Children’s  Hospital,  Boston,  Massachusetts, 
“Surgery  in  the  Early  Months  of  Life.” 


Postgraduate  medical  courses  to  be  conducted  at 
Mount  Sinai  Hospital  in  1948  have  been  announced. 
These  include  a Symposium  in  Medicine,  from  Feb- 
ruary 2 to  April  3,  in  cardiovascular  diseases,  gas- 
trointestinal diseases,  diseases  of  the  liver,  kidney, 
chest,  allergy,  diseases  of  metabolism,  endocrino- 
logical diseases,  venereal  and  skin  diseases,  and  hema- 
tology. 

Individual  courses,  varying  in  length,  from  Janu- 
ary 5 to  May  22,  will  be  given  in  elementary  and 
advanced  electrocardiography,  geriatrics,  gynecol- 
ogy, bedside  clinics  in  heart  diseases,  recent  ad- 
vances in  neurology  and  psychiatry,  psychiatry  in 
general  medicine,  surgical  pathology,  clinical  pediat- 
rics, physiology,  surgery  of  the  gastrointestinal 
tract,  and  symposium  in  ophthalmology. 

For  further  information  address  the  Registrar  for 
Medical  Instruction,  Mount  Sinai  Hospital,  Fifth 
Avenue  and  100th  Street,  New  York  29,  New  York. 


PERSONALITIES 


Honored. — Dr.  Raymond  S.  Megibow,  of  Mount 
Sinai  Hospital;  Dr.  Doris  J.  W.  Escher,  Montefiore 
Hospital,  and  Dr.  Roslyn  Wiener,  New  York  Hos- 
pital, who  were  awarded  the  three  fellowships 
granted  by  the  Rosenstock  Memorial  Foundation, 
Inc.,  Long  Island  City,  a philanthropic  foundation 
for  the  purpose  of  fostering  individual  medical 
research  without  regard  to  race,  color,  creed,  or  sex. 

Appointed. — Dr.  Donald  A.  Covalt,  former  chief, 
Veterans  Administration  Physical  Medicine  Re- 
habilitation Service,  as  associate  professor  of  phy- 
sical medicine  and  rehabilitation  at  the  New  York 
University  School  of  Medicine  and  head  of  the 
University’s  new  Rehabilitation  Institute. . .Dr. 
A.  Ray  Dawson,  former  head  of  the  physical  medi- 
cine rehabilitation  service  in  the  Richmond,  Vir- 
ginia, branch  office,  to  succeed  Dr.  Covalt . . . Dr. 
Harry  S.  Mustard,  as  New  York  City  Health 
Commissioner,  replacing  Dr.  Israel  Weinstein, 
resigned . . . Dr.  William  F.  White,  Buffalo,  formerly 
acting  surgeon  for  the  Buffalo  Fire  Department,  as 
head  of  the  list  for  surgeon  approved  by  the  Civil 
Service  Commission. 

Elected. — Dr.  N.  Stanley  Lincoln,  superintendent 
of  Biggs  Memorial  Hospital,  Ithaca,  as  president  of 
the  New  York  State  Association  of  Superintendents 
and  Managers  of  Tuberculosis  Sanatoria. 

Speakers. — Dr.  Jean  A.  Curran,  president  of  the 
Long  Island  College  of  Medicine,  at  a meeting  of  the 
Brooklyn  Rotary  Club,  on  the  need  for  additional 
health  and  medical  resources  for  the  people  of 
Brooklyn.  . .Dr.  Alan  Gregg,  director  of  medical 
sciences  of  the  Rockefeller  Foundation,  at  the 
annual  luncheon  of  the  National  Committee  for 
Mental  Hygiene  in  New  York  City,  urging  coopera- 
tion of  laymen  and  professional  men  in  a country- 
wide mental  health  program . . . Dr.  George  T. 
Pack,  attending  surgeon,  Memorial  Hospital  for 
Cancer  and  Allied  Diseases,  and  clinical  professor 
of  surgery,  New  York  Medical  College,  a lecture  on 
“The  Definition  of  Inoperability  of  Cancer”  at  the 


annual  meeting  of  the  Southern  Medical  Associa- 
tion in  Baltimore,  Maryland,  on  November  25, 
and  two  lectures  on  “Diagnosis  and  Treatment  of 
Pigmented  Nevi  and  Melanomas”  and  “Manage- 
ment of  Malignant  Tumors  of  the  Soft  Tissues” 
at  a cancer  seminar  held  under  the  direction  of  the 
Tumor  Clinic,  Duval  County  Hospital,  Jacksonville, 
Florida,  on  November  14.  . .Dr.  Joseph  I.  Pascal, 
New  York  City,  who  has  been  invited  to  read  a 
paper  on  “A  Graphic  Study  of  the  Ocular  Muscles” 
at  the  Congress  of  the  Pan-American  Association  of 
Ophthalmology  to  be  held  at  the  Medical  School  of 
the  University  of  Havana,  January  4 to  11... 
Dr.  Edwin  Ramsdell,  chief  of  staff  of  the  White 
Plains  Hospital,  at  a meeting  of  disaster  chairmen 
of  the  Westchester  County  Red  Cross . . . Dr.  Ralph 
Sheldon,  Lyons  town  and  school  health  officer,  on 
“Great  Men  of  Medicine”  at  a meeting  of  the  Uni- 
versity Extension  Circle,  in  Lyons . . . Dr.  S.  Burt 
Wolbach,  director  of  nutritional  research,  Children’s 
Hospital,  Boston,  who  gave  the  fourteenth  Walter 
M.  Brickner  Lecture  at  the  Hospital  for  Joint 
Diseases,  New  York  City,  on  December  16,  on 
“Skeletal  Reflections  of  Vitamin  Deficiencies  and 
Excesses.” 

New  Offices. — Dr.  Charles  H.  Cole,  general  prac- 
tice in  Cambridge ...  Dr.  Wade  A.  Hastings,  vet- 
eran of  four  years’  service  with  the  U.S.  Army 
Medical  Corps  in  the  Pacific  theater,  general  prac- 
tice in  North  Bangor... Dr.  Nicholas  Linderman, 
Army  veteran,  formerly  assistant  in  the  department 
of  anatomy  at  the  University  of  Buffalo,  general 
practice  in  Byron... Dr.  Allen  Walter  Henderson, 
Syracuse,  former  lieutenant  commander  in  the  U.S. 
Navy,  practice  of  anesthesia  in  Watertown. . .Dr. 
Edward  J.  Matthews,  Army  veteran  of  the  Euro- 
pean theater  where  he  was  stationed  with  the  First 
Auxiliary  Surgical  Group,  practice  of  medicine  and 
surgery  in  Tottenville,  Staten  Island... Dr.  J. 
William  Milhauser,  Brooklyn,  general  practice  of 
medicine,  Hicksville . . . Dr.  Selden  T.  Williams,  Jr., 
general  practice  in  Attica. 


January  1,  1948] 


MEDICAL  NEWS 


95 


COUNTY  NEWS 


Albany  County 

the  annual  meeting  of  the  Albany  County 
Medical  Society  on  December  10,  election  of  officers 
for  the  coming  year  was  held,  with  a slate  sub- 
mitted by  the  nominating  committee.  Six  new 
members  were  also  elected,  and  reports  of  officers 
and  committees  were  heard. 


Personal  experiences  in  his  home  country,  the 
Netherlands,  at  the  time  of  the  Nazi  invasion,  were 
described  by  Dr.  A.  M.  Meerloo  of  New  York 
City  in  a lecture  at  the  November  meeting  of  the 
Albany  Society  for  the  Advancement  of  Psychoso- 
matic Medicine.  His  subject  was  “General  Im- 
plications of  Fear  in  War  and  Peacetime.”  Dr. 
Robert  R.  Faust,  president  of  the  Society,  was 
chairman  of  the  meeting. 

Bronx  County 

Dr.  William  Dock  spoke  on  “The  Background  of 
Arteriosclerosis”  at  the  November  meeting  of  the 
Bronx  County  Medical  Society,  held  at  the  Con- 
course Plaza  Hotel.  Discussion  of  his  talk  was 
led  by  Drs.  David  Greenberg,  Blase  Pasquarelli, 
and  Max  Weiss. 

Members  of  the  Bronx  County  Society  are  urged 
to  write  their  opinions  of  various  topics,  to  aid  the 
Public  Relations  Committee  in  its  investigation  of 
subjects,  which  include  the  Veterans  Adminis- 
tration, health  insurance  plan,  fees  and  the  cost  of 
living,  a national  health  program,  and  the  future  of 
medicine. 


At  a meeting  of  the  Bronx  Gynecological  and 
Obstetrical  Society  on  November  24,  a scientific 
program  which  included  four  lectures  was  presented. 
Speakers  and  their  subjects  were  Dr.  L.  Caruso, 
“Unusual  Neoplasm  in  a Young  Child”;  Dr.  J. 
Smolev,  “Lymphogranuloma  Venerium  Compli- 
cating Pregnancy”;  Dr.  M.  J.  Goodfriend,  “Preg- 
nancy Subsequent  to  Lymphosarcoma” ; and  Dr. 
M.  Gottlieb,  “Suprapubic  Extraperitoneal  Repair 
of  a Vesicocervical  Fistula.” 


Dr.  H.  Houston  Merritt  spoke  on  “Recent 
Advances  in  the  Therapy  of  Epilepsy”  at  the 
November  meeting  of  the  Bronx  Society  of  Neurol- 
ogy and  Psychiatry,  held  at  the  Montefiore  Hos- 
pital auditorium. 

Cattaraugus  County 

Honoring  doctors  who  had  practiced  fifty  years 
or  more,  members  of  the  Cattaraugus  County 
Medical  Society  held  a dinner  and  meeting  Novem- 
ber 20  at  Salamanca.  Members  of  the  Woman’s 
Auxiliary  met  with  the  group  for  the  dinner,  with 
sixty  members  of  the  combined  organizations 
present. 

Guests  of  honor  were  Dr.  and  Mrs.  A.  C.  Green- 
leaf,  Olean:  Dr.  P.  H.  Bourne,  Salamanca;  Dr. 
and  Mrs.  Thomas-  Loughlen,  Olean;  Dr.  J.  A. 
Taggert,  Salamanca;  and  Dr.  A.  W.  Smallman 
and  daughter,  Miss  Doris  Smallman,  Ellicotville. 


Chenango  County 

Dr.  Robert  F.  Korns,  assistant  director  of  the 
Division  of  Communicable  Diseases,  New  York 
State  Department  of  Health,  spoke  on  poliomye- 
litis at  the  annual  meeting  of  the  Chenango  County 
Medical  Society  held  on  December  9 at  Norwich. 
The  instruction  was  arranged  by  the  Council  Com- 
mittee on  Public  Health  and  Education  of  the 
Medical  Society  of  the  State  of  New  York,  in  co- 
operation with  the  State  Health  Department. 

Erie  County 

The  annual  meeting  of  the  Erie  County  Medical 
Society  was  held  December  18  at  the  Hotel  Statler, 
Buffalo,  at  which  new  officers  were  elected. 


At  its  meeting  on  October  28  at  the  Hotel  Statler, 
the  Erie  County  Society  had  an  afternoon  and  even- 
ing clinical  program,  with  speakers  and  their  topics 
including  Dr.  Frank  H.  Lahey,  “Present  Concepts 
in  the  Surgical  Treatment  of  Peptic  Ulcer”;  Dr. 
Sidney  Farber,  “Treatment  of  Cancer  in  Children”; 
and  Dr.  Louis  M.  Heilman,  “Use  of  Pituitrin  in 
Obstetrics.” 


Drs.  Rocco  N.  De  Dominicis  and  Milton  J. 
Schulz,  Erie  County  medical  examiners,  recently 
completed  a week’s  refresher  course  at  Harvard 
University’s  basic  seminar  in  legal  medicine. 

Herkimer  County 

Members  of  the  Herkimer  County  Medical  Society 
have  adopted  a resolution  calling  for  an  increase  of 
fees  commensurate  with  “a  marked  increase  in  the 
cost  of  living  as  well  as  in  the  costs  incident  to  the 
practice  of  medicine.”  New  and  old  fees  are: 
office  call,  $3  (previously  $2);  house  call,  $4  (pre- 
viously $3);  house  call  received  after  9 p.m.,  $5 
(previously  $4). 

Jefferson  County 

“A  Review  of  Recent  Studies  Regarding  Ma- 
ternal and  Infant  Mortality”  was  the  topic  of  the 
postgraduate  instruction  presented  by  Dr.  Merton 
C.  Hatch,  associate  professor  of  clinical  obstetrics, 
Syracuse  University  College  of  Medicine,  and  Dr. 
Tyree  C.  Wyatt,  associate  professor  of  clinical 
pediatrics  at  the  same  university,  at  a meeting  of  the 
Jefferson  County  Medical  Society  on  December  11, 
in  Watertown. 

The  instruction  was  arranged  by  the  Council 
Committee  on  Public  Health  and  Education  of  the 
Medical  Society  of  the  State  of  New  York. 

Monroe  County 

A message  to  Governor  Dewey  and  State  legis- 
lators urging  appointment  of  a commission  to 
study  the  problems  of  alcoholism  was  sent  by  the 
Monroe  County  Medical  Society  at  its  October 
meeting  in  Rochester.  Annual  election  of  officers 
was  scheduled  for  the  December  session. 

Dr.  Ovid  Pearson,  a member  of  the  County  So- 
ciety, has  prepared  a report  on  eye  aocidents  to  chil- 
dren up  to  18  years  of  age,  covering  the  five-year 
period  from  1941  to  1946  in  Monroe  County. 
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Dr.  Clarence  R.  Pearson,  representing  the  Mon- 
roe County  Medical  Society,  was  one  of  the  speakers 
at  the  Alcoholism  Institute  sponsored  by  the  Roch- 
ester Committee  for  Education  on  Alcoholism  on 
October  19. 


At  the  meeting  of  the  Monroe  County  Mental 
Hygiene  Society  on  November  5 in  Rochester,  Dr. 
Howard  Hanson,  director  of  the  Eastman  School  of 
Music,  spoke  on  “The  Emotional  Aspects  of  Music.” 

Nassau  County 

Demanding  immediate  and  decisive  action  on  the 
issue,  members  of  the  Nassau  County  Medical 
Society,  at  their  meeting  on  October  28,  adopted  a 
resolution  disapproving  the  management  and  opera- 
tion of  the  Health  Insurance  Plan. 

The  resolution,  presented  after  lengthy  discussion 
at  the  meeting,  attended  by  almost  150  members, 
requested  all  members  not  to  participate  in  the 
plan  and  asked  all  those  now  participating  in 
it  to  sever  their  relationship  as  quickly  as 
possible. 


A series  of  Tuesday  afternoon  postgraduate  in- 
struction lectures  were  arranged  for  the  Nassau 
County  Medical  Society  during  December  at  the 
Nassau  Hospital,  Mineola. 

The  series  included:  November  25 — “Gynecol- 
ogy in  General  Practice,”  Dr.  R.  Gordon  Douglas, 
formerly  associate  professor  of  clinical  obstetrics  and 
gynecology,  Cornell  University  Medical  College; 
December  2 — “Common  Parasitic  Infections  That 
Are  Encountered  in  General  Practice,”  Dr.  John 
Emmett,  instructor  in  preventive  medicine  and 
public  health,  Cornell  University  Medical  College; 
December  9 — “Dietetic  Management  of  Diabetes,” 
Dr.  George  E.  Anderson,  clinical  professor  of 
medicine,  Long  Island  College  of  Medicine;  and 
December  16 — -“Peripheral  Vascular  Aspects  of 
Arteriosclerosis  and  Aging,”  Dr.  A.  Wilbur  Duryee, 
attending  physician  and  chief  of  peripheral  vascular 
clinic,  New  York  Post-Graduate  Hospital. 

The  instruction  was  arranged  by  the  Council 
Committee  on  Public  Health  and  Education  of  the 
Medical  Society  of  the  State  of  New  York,  in  co- 
operation with  the  State  Department  of  Health. 

New  York  County 

At  the  meeting  of  the  New  York  County  Medical 
Society  on  October  27  at  the  New  York  Academy 
of  Medicine,  Dr.  Harold  B.  Davidson,  president  of 
the  Society,  gave  his  inaugural  address.  He  main- 
tained that  the  country’s  need  for  greater  and  better 
medical  care  should  be  solved  on  a local  or  state 
level  and  should  not  be  enlarged  to  a national  scale, 
and  spoke  against  the  Wagner-Murray-Dingell 
billj  saying  that  it  failed  to  make  provision  for  the 
indigent  and  added  a huge  tax  burden  to  supply 
medical  care  “efficiently  given  at  the  present  time  to 
people  financing  their  own  care.” 

Onondaga  County 

Annual  election  of  officers  was  held  at  the  meeting 
of  the  Onondaga  County  Medical  Society  on  Decem- 
ber 2 at  the  Hotel  Syracuse,  Syracuse. 


“Recent  Advances  in  Gastrointestinal  Surgery” 
will  be  the  topic  of  postgraduate  instruction  to  be 
presented  by  Dr.  John  H.  Garlock,  clinical  pro- 
lessor  of  surgery  at  the  College  of  Physicians  and 
Surgeons,  Columbia  University,  at  the  meeting  of 
the  Onondaga  County  Medical  Society  on  January 
6 at  the  University  Club,  Syracuse. 

Orange  County 

Psychosomatic  medicine  was  discussed  by  Dr. 
George  E.  Daniels  at  the  meeting  of  the  Orange 
County  Medical  Society  on  October  14  at  Goshen. 

The  Society’s  cancer  committee,  headed  by  Dr. 
H.  M.  Gasparian  of  Cornwall,  announced  that 
public  cancer  education  meetings  had  been  arranged 
and  held  in  almost  all  Orange  County  communities 
during  the  past  six  months. 

Oswego  County 

Dr.  David  Goldblatt,  associate  clinical  professor 
of  surgery  at  the  New  York  Post-Graduate  Medical 
School,  spoke  on  “The  Treatment  of  Burns  and 
Hand  Infections”  at  the  meeting  of  the  Oswego 
County  Medical  Society  on  November  18  in  Fulton. 

The  postgraduate  instruction  was  arranged  by  the 
Council  Committee  on  Public  Health  and  Education 
of  the  Medical  Society  of  the  State  of  New  York  for 
the  County  Society. 

Queens  County 

Queens  County  physicians  participated  in  a dis- 
cussion program  on  November  3 at  the  Horace 
Harding  Hospital,  Elmhurst,  on  the  subjects  of 
thrombo-embolic  disease  and  carbon  tetrachloride 
poisoning. 

Participating  were  Drs.  James  R.  Reuling,  Bay- 
side;  W.  Howard  Barber,  Richmond  Hill;  Arthur 
A.  Fischl,  Long  Island  City;  Edward  A.  Flem- 
ming, Forest  Hills;  Alfred  Angrist,  Jamaica;  and 
Louis  J.  Taormina,  Elmhurst. 


“Rocky  Mountain  Spotted  Fever  on  Long  Island” 
was  the  subject  of  a talk  by  Dr.  John  K.  Miller, 
associate  director,  Division  of  Laboratories  and 
Research,  State  Department  of  Health,  at  the 
scientific  meeting  of  the  Queens  Pediatric  Society 
held  December  1 at  Forest  Hills. 

Rensselaer  County 

On  December  11,  members  of  the  Rensselaer 
County  Medical  Society  held  their  annual  dinner 
meeting  and  industrial  health  teaching  day  in  Troy, 
under  the  auspices  of  the  County  Society,  the  State 
Society,  and  the  State  Department  of  Health. 

Chairman  of  the  afternoon  session  was  Dr. 
William  T.  Shields,  Jr.,  and  opening  remarks  were 
presented  by  Dr.  Clement  J.  Hendron,  vice- 
president  of  the  County  Society. 

Speakers  included  Dr.  Samuel  Kahn,  compensa- 
tion medical  examiner  of  the  State  Workmen’s 
Compensation  Board,  on  “The  Relation  of  Trauma 
to  Disease”;  Dr.  Jesse  Tolmach,  also  on  the  State 
Board,  on  “The  Evaluation  of  Disability”;  and 
Dr.  Joseph  L.  Morse,  associate  in  dermatology 
and  syphilology,  New  York  Post-Graduate  Medical 
School,  on  “Industrial  Dermatoses.” 

At  the  evening  session,  Dr.  Sherman  W.  Mc- 
Ilmoyl  acted,  as  chairman.  Dr.  Paul  Reznikoff, 
professor  of  clinical  medicine,  Cornell  University 
Medical  College,  spoke  on  “Blood  Dyscrasia 
Produced  by  Industrial  Exposures.” 

[Continued  on  page  98 J 
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Training  Programs  to  Improve  Hospitals’  Standings 

WITH  more  facilities  for  the  teaching  and  train-  residency  training  programs  in  all  three  types  of 
ing  of  doctors,  hospitals,  aided  by  the  com-  proposed  general  hospitals — community,  regional, 


munity,  can  enlarge  vital  medical  services  and 
improve  the  position  of  New  York  among  major 
cities  as  a medical  center,  according  to  a recent 
bulletin  of  the  Hospital  Council  of  Greater  New 
York. 

Hospital  beds  and  clinic  material,  essential  to 
residency  training,  were  shown  in  an  analysis  by  the 
Council  to  be  dissipated  in  too  many  small  hospitals 
where  such  training  is  not  possible.  The  need  for 
expansion  of  hospital  facilities  offers  an  opportunity 
to  the  hospitals  and  the  community  for  coordinated 
effort  to  develop  those  facilities  so  that  doctors  in 
the  various  specialties  may  be  trained  in  proportion 
to  the  needs  of  the  people. 

The  Council’s  published  “Master  Plan  for  Hos- 
pitals and  Related  Facilities  for  New  York  City” 
provides  for  facilities  which  would  make  possible 

NEWS 

The  Jewish  Sanitarium  and  Hospital  for  Chronic 
Diseases  of  Brooklyn  is  erecting  a new  building  to 
provide  for  an  additional  350  beds.  Caring  for 
550  patients  daily  now,  the  hospital  expects  its 
new  structure  to  be  available  for  occupancy  in 
about  one  year.  Last  year  183,923  free  hospital 
days  were  made  available,  according  to  Isaac  Albert, 
president. 


The  Veterans  Speech  Clinic  of  Polyclinic  Hospital, 
New  York  City,  has  resumed  its  activities  in  treating 
veterans  with  disorders  of  speech,  voice,  and 
hearing. 


A new  hospital  building  and  laboratory  has  been 
planned  by  the  Chenango  County  Medical  Society 
in  cooperation  with  County  authorities,  according 
to  an  announcement  by  Dr.  John  A.  Hollis,  Society 
chairman.  Provision  is  to  be  made  for  40  or  50 
beds  in  the  new  building,  and  another  hospital,  to 
house  30  beds,  is  to  be  erected  in  the  southern  part  of 
Chenango  County. 


Corning  Hospital  was  visited  by  more  than  200 
area  residents  at  the  hospital’s  second  annual 
“Open  House”  in  October.  Members  of  the  board 
and  the  hospital  staff  served  as  hosts,  and  tours  of 
inspection,  guided  by  representatives  of  the  various 
hospital  chapters,  were  conducted  throughout  the 
afternoon. 


Plans  have  been  completed  for  a permanent 
hospital  building  for  Massena,  according  to  a recent 
announcement,  to  replace  the  present  temporary 
hospital.  Unlike  the  temporary  hospital,  the  new 
building  will  contain  private  rooms  as  well  as  wards. 


and  central.  The  community  hospital,  smallest  of 
the  three  types,  is  not  less  than  200  beds.  The 
extent  of  residency  training  programs  in  these 
proposed  hospitals  would  vary  according  to  the 
number  and  concentrations  of  the  various  types  of 
clinic  material  in  the  different  specialties,  the 
Bulletin  said. 

In  spite  of  the  fact  that  hospitals  in  New  York 
outnumber  those  in  any  other  of  the  nine  major 
U.S.  cities  studied,  the  Council’s  analysis  showed  that 
New  York  is  below  five  of  the  cities,  Los  Angeles, 
Cleveland,  Baltimore,  St.  Louis,  and  Boston  in  the 
percentage  of  registered  hospitals  with  200  or  more 
beds.  In  percentage  of  hospitals  with  residency 
training  programs  in  general  medicine  and  general 
surgery  in  these  nine  cities,  the  only  city  lower 
than  New  York  is  the  city  of  Detroit. 

NOTES 

The  Hospital,  Sidney,  has  been  approved  by  the 
Associated  Hospital  Service  of  New  York  as  a 
member  hospital  under  the  Blue  Cross  Hospital 
Care  Plan. 


In  cooperation  with  the  Peekskill  Lions’  Club,  the 
board  of  directors  of  Peekskill  Hospital  has  estab- 
lished an  eye  clinic  for  residents  of  the  city  and  its 
surrounding  area.  Operating  on  Saturday  morn- 
ings, the  clinic  will  be  staffed  by  doctors  of  the 
hospital,  who  will  be  assisted  in  clerical  work  by 
Lions’  Club  members. 


The  Medical  Group,  offering  comprehensive 
year-around  medical  care  for  wage  earner  groups, 
has  been  opened  at  the  New  York  University 
College  of  Medicine.  Organized  by  the  University’s 
faculty,  the  unit  is  an  outgrowth  of  the  University 
Clinic,  which  was  formed  in  1883.  It  will  occupy 
quarters  at  the  College  of  Medicine  which  have  been 
redecorated  and  equipped  at  a cost  of  more  than 
$150,000. 

Speakers  at  the  opening  ceremonies  of  the  unit 
were  Dr.  George  Baehr,  president  of  the  New 
York  Academy  of  Medicine;  Dr.  Harold  B.  David- 
son, president  of  the  New  York  Countv  Medical 
Society;  Dr.  Marshall  S.  Brown,  Jr.,  director  of 
the  Medical  Group;  and  Sir  Raphael  Cilento, 
director  of  social  activities  of  the  United  Nations 
Secretariat. 


According  to  a survey  in  the  1947  edition  of  the 
American  Hospital  Directory , published  by  the  Amer- 
ican Hospital  Association,  15,675,002  patients  were 
admitted  to  6,125  hospitals  in  addition  to  38,000,000 
visits  in  1946  by  outpatients  to  clinics.  Hospital 
plants  were  valued  at  $4,400,000,000,  or  approxi- 
mately $3,100  per  bed,  an  increase  of  $180,000,- 
000  over  hospital  valuation  in  1 945. 
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HOSPITAL  NEWS 


[N.  Y.  State  J.  M. 


A comprehensive  study  of  the  type  of  hospital 
Lake  Placid  needs  in  the  future  has  been  made  by 
Dr.  Bartholomew  Ring,  chairman  of  the  Lake 
Placid  Hospital  Board.  The  minimum  estimate  of 
the  size  of  the  hospital  is  fifty  beds,  but  Dr.  Ring 
also  called  for  a wing  of  twenty-five  more  beds  to 
care  for  the  resort  population  of  Lake  Placid.  The 
present  hospital,  Dr.  Ring  reported,  accommodated 
450  patients  last  year  but  could  not  receive  250 
more  applicants  who  were  forced  to  seek  care  else- 
where. 


Five  doctors  at  St.  John’s  Hospital,  Brooklyn, 
under  the  direction  of  Dr.  Merrill  M.  Foote,  chief 
of  surgery,  coordinated  the  work  in  their  special 
fields  several  months  ago  for  the  purpose  of  estab- 
lishing a tumor  clinic.  Patterned  after  the  clinic 
at  Memorial  Hospital,  the  St.  John’s  tumor  clinic 
is  held  each  Wednesday  morning. 


A vital  need  for  public  education  to  make  com- 
munities “hospital  conscious”  was  sounded  at  a 
panel  discussion  of  the  Northern  New  York  Hos- 
pital Council  held  recently  at  the  Physicians  Hos- 
pital, Plattsburg.  The  meeting  was  attended  by 
representatives  of  Plattsburg,  Malone,  Saranac 
Lake,  Tupper  Lake,  Potsdam,  Gouverneur,  and 
Massena  hospitals. 


A seminar  on  the  Progress  of  Physical  Medicine 
was  held  in  December  at  Polyclinic  Medical  School 
and  Hospital,  New  York  City,  with  Dr.  Winfred 
Overholser,  superintendent  of  St.  Elizabeth’s  Hos- 
pital, Washington,  D.C.,  as  guest  speaker.  Dr. 
Richard  Kovacs,  director  of  physical  medicine  at 
Polyclinic  Hospital,  presided.  More  than  100 
physicians  and  physical  therapists  attended  the 
seminar. 


Plans  are  underway  for  the  expansion  of  Oswego 
Hospital,  according  to  a recent  announcement. 
Two  new  wings  are  to  be  added  to  the  present  struc- 
ture, which  also  is  to  be  modernized  and  fire-proofed. 


Plans  for  reorganizing  and  expanding  Sydenham 
Hospital  in  Harlem,  New  York  City,  into  an  in- 
stitution combining  medical  practice  with  a social 
approach  to  community  health  were  announced 
recently  by  hospital  officials.  Dr.  Alfred  E.  Cohn, 
author  of  the  plan  and  member  of  the  hospital’s 
board,  said  that  the  hospital  will  undertake  a four- 
fold program:  “continued  basic  hospital  service; 
research  and  teaching;  community  exploration  for 
social  and  medical  facts  affecting  health  and  welfare; 
and  the  publication  of  a quarterly  journal  to  ac- 
quaint the  nation,  in  popular  language,  with  the 
hospital’s  findings.” 


PERSONALITIES 

Appointed. — Dr.  Madison  B.  Brown,  assistant  Eleven  physicians  to  the  medical  staff  of  the 


director  of  Roosevelt  Hospital,  New  York  City,  as 
first  assistant  director  of  Johns  Hopkins  Hospital, 
Baltimore . 

Dr.  Marie  Cote  as  an  assistant  in  pediatrics  at 
St.  Luke’s  Hospital,  Newburgh. . .Dr.  Erwin  W. 
Blatter,  previously  chief  quarantine  officer  for  the 
Hawaiian  Islands  and  a veteran  of  sixteen  years  with 
the  U.S.  Public  Health  Service,  as  executive  officer 
of  the  U.S.  Marine  Hospital,  Clifton,  in  an  inter- 
change transfer  with  Dr.  Leo  W.  Tucker. . .Dr. 
Eaton  Freeman,  Rochester,  as  intern  at  St.  James 
Mercy  Hospital,  Hornell. 


United  Hospital,  Port  Chester;  Dr.  Reid  Heffner, 
New  Rochelle,  as  consultant  gastroenterologist; 
Dr.  Wilfred  D.  Wingebach,  New  Rochelle,  con- 
sultant in  neurosurgery;  Dr.  Peter  Duncan  and 
Dr.  Estelle  Siker,  both  of  Port  Chester,  as  assistant 
attending  pediatricians. 

To  the  courtesy  staff:  Dr.  Frederick  Menick, 

Port  Chester;  Dr.  Benjamin  Wells  Bullen,  Jr., 
and  Dr.  William  C.  Hennigar,  both  of  Greenwich, 
Connecticut;  Dr.  David  Adler,  New  Rochelle;  Dr. 
Arthur  E.  Laidlaw,  Larchmont;  and  Dr.  Phillip  J. 
O’Reilly,  Mamaroneck. 
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St.  Lawrence  County 

“Review  of  Recent  Studies  Regarding  Maternal 
and  Infant  Mortality”  was  presented  by  Drs. 
Merton  C.  Hatch  and  Tyree  C.  Wyatt,  of  the 
Syracuse  University  College  of  Medicine,  at  the 
meeting  of  the  St.  Lawrence  County  Medical 
Society  on  December  1 1 at  Potsdam. 

Saratoga  County 

Members  of  the  Saratoga  Springs  Medical  Society 
entertained  the  children  of  the  Hawley  Home, 
Saratoga,  at  a Hallowe’en  party  on  November  1, 
when  they  took  their  guests  to  a circus  at  the  Troy 
Armory. 


Ulster  County 

Dr.  Eldridge  H.  Campbell,  professor  of  surgery 
at  Albany  Medical  College,  presented  postgraduate 
instruction  on  “Differential  Diagnosis  of  the  Sciatic 
Syndrome”  at  a meeting  of  the  Ulster  County 
Medical  Society  held  on  December  9 in  Kingston. 

Wayne  County 

“The  Diagnosis  and  Treatment  of  the  ‘Acute 
Abdomen’  ” was  the  subject  of  postgraduate  in- 
struction presented  by  Dr.  Leon  G.  Berman,  assist- 
ant professor  of  clinic  surgery,  Syracuse  Univer- 
sity College  of  Medicine,  at  the  meeting  of  th< 
[Continued  on  page  99) 
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Harrison  Capron  Allen,  M.D.,  of  Endwell,  for- 
merly of  Endicott,  died  on  September  15  at  the  age  of 
seventy-six.  He  was  graduated  from  New  York 
University  College  of  Medicine  in  1897.  Dr. 
Allen  was  a member  of  the  American  Medical 
Association,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Health  Association. 

Henry  Heiman,  M.D.,  of  New  York  City,  died  on 
November  17  at  the  age  of  eighty-two.  A con- 
sulting pediatrician  at  the  Mount  Sinai  Hospital, 
with  which  he  had  been  associated  for  the  past  fifty- 
eight  years,  Dr.  Heiman  had  practiced  in  New  York 
City  as  a specialist  in  children’s  diseases  for  sixty 
years.  He  was  at  one  time  chief  of  the  pediatric 
departments  at  the  Mount  Sinai  and  Bronx  hos- 
pitals. He  also  was  a consultant  at  the  Bronx 
Hospital  and  the  United  Israel  Zion  Hospital  in 
Brooklyn. 

He  was  a former  professor  of  pediatrics  at 
the  New  York  Polyclinic  Medical  School.  A 
former  vice-president  of  the  American  Pediatrics 
Society,  Dr.  Heiman  was  a member  of  the  Academy 
of  Medicine,  the  New  York  State  and  County  medi- 
cal societies,  and  the  American  Medical  Association. 
He  was  graduated  from  Columbia  University, 
College  of  Physicians  and  Surgeons,  in  1890. 

Richard  James  Kelly,  M.D.,  of  New  York  City, 
died  on  November  27.  He  was  forty-three  years  of 
age.  He  was  graduated  from  the  University  of 
Pennsylvania  Medical  School  in  1928.  Dr.  Kelly 
was  assistant  attending  dermatologist  at  Roosevelt 
Hospital  and  assistant  dermatologist  at  Vanderbilt 
Clinic.  He  was  a member  of  the  American  Academy 
of  Dermatology  and  Syphilology,  the  Academy  of 
Medicine,  the  Metropolitan  Dermatology  Society, 
the  American  Medical  Association,  and  the  New 
York  State  and  County  medical  societies. 


Martin  Kutscher,  M.D.,  of  New  York  City,  died 
on  October  31  at  the  age  of  sixty-four.  He  was 
clinical  professor  of  medicine  and  associate  attending 
physician  at  New  York  Polyclinic  Medical  School 
and  Hospital.  Dr.  Kutscher  was  graduated  from 
Columbia  University,  College  of  Physicians  and 
Surgeons,  in  1905.  For  many  years  he  was  a mem- 
ber of  the  staffs  of  Lebanon  Hospital,  City  Hospital 
on  Welfare  Island,  and  Polyclinic  Hospital.  A 
cardiologist  and  endocrinologist,  Dr.  Kutscher  was 
the  author  of  many  medical  articles.  He  was  a 
member  of  the  New  York  County  and  State  medical 
societies,  the  American  Medical  Association,  the 
American  Heart  Association,  and  the  Association  for 
the  Study  of  Internal  Secretions. 

Arthur  A.  Salvin,  M.D.,  of  New  York  City,  died 
on  November  19.  He  was  sixty-six  years  of  age. 
Dr.  Salvin  was  attending  surgeon  at  Sydenham 
Hospital,  with  which  he  had  been  associated  since 
1926.  A graduate  of  the  University  of  Zurich  in 
1911,  he  had  served  in  Russian  hospitals  before  he 
came  to  the  United  States  in  1923.  He  was  a Fellow 
of  the  American  College  of  Surgeons,  and  a member 
of  the  American  Medical  Association,  the  New  York 
State  and  County  medical  societies.  He  was  the 
author  of  many  medical  papers. 

Leonard  Gruner  Weber,  M.D.,  died  on  November 
30  at  his  home  in  New  York  City.  He  was  sixty- 
nine  years  of  age.  Specializing  in  internal  medi- 
cine, Dr.  Weber  was  on  the  staff  of  Manhattan  Eye 
and  Ear  Hospital  and  formerly  was  associated  with 
Lenox  Hill  Hospital.  He  was  a founder  and  a 
Fellow  of  the  American  College  of  Physicians,  and  a 
member  of  the  New  York  State  and  County  medical 
societies.  Dr.  Weber  was  graduated  from  Columbia 
University,  College  of  Physicians  and  Surgeons,  in 
1900. 
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Wayne  County  Medical  Society  on  December  9 in 
Lyons. 

The  program  was  arranged  by  the  Council  Com- 
mittee on  Public  Health  and  Education  of  the  Med- 
ical Society  of  the  State  of  New  York,  in  cooperation 
with  the  State  Department  of  Health. 

Westchester  County 

A dinner  to  celebrate  the  sesquicentennial  of  the 
Westchester  County  Medical  Society  was  held  on 
November  18  at  the  Waldorf  Astoria  Hotel,  New 
York  City,  with  Dr.  William  G.  Childress,  White 
Plains,  president  of  the  County  Society,  acting  as 
chairman. 


Dr.  Morris  Fishbein,  editor  of  the  Journal  of  the 
American  Medical  Association,  and  Dr.  Louis  H. 
Bauer,  president  of  the  Medical  Society  of  the  State 
of  New  York,  gave  the  principal  addresses. 

A brief  resume  of  the  history  of  the  Westchester 
County  Society  since  its  founding  150  years  ago,  in 
May,  1797,  was  given  by  the  historian,  Dr.  Laur- 
ance  D.  Redway,  Ossining,  who  recently  completed 
a history  of  the  Society  in  a memorial  volume. 

Dr.  David  Fertig,  Hartsdale,  and  Dr.  Henry 
E.  McGarvey,  Bronxville,  were  cochairmen  of  the 
committee  on  arrangements,  assisted  by  Dr. 
Childress,  Dr.  George  C.  Adie,  New  Rochelle; 
Dr.  Waring  Willis,  Bronxville;  and  Dr.  Isadore 
Zadek,  Mount  Vernon. 
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WOMANS  AUXILIARY 


TO  THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


National  Conference  Held  in  Chicago 


THE  Fourth  Annual  Conference  of  State  Presi- 
dents, Presidents-Elect,  and  National  Chairmen 
of  Standing  Committees  of  the  Woman’s  Auxiliary 
of  the  American  Medical  Association  was  held  in 
Chicago  at  the  La  Salle  Hotel  on  November  6 
and  7. 

Mrs.  Harry  F.  Pohlmann,  New  York  State  Auxil- 


iary president,  was  elected  recording  secretary  of  the 
meeting.  Preceding  the  conference,  Mrs.  Eustace 
A.  Allen,  national  Auxiliary  president,  and  Mrs. 
Luther  H.  Kice,  national  president-elect,  discussed 
“Medicine  Serves  America”  on  a quarter-hour  radio 
program  over  NBC  in  Chicago.  Transcriptions 
were  made  of  the  broadcast. 


County  News 


Broome  County.  The  first  Health  Fair  of  Broome 
County,  held  at  the  George  F.  Johnson  Pavilion, 
Johnson  City,  on  October  22  and  23,  and  sponsored 
by  the  Broome  County  Tuberculosis  and  Public 
Health  Association  in  cooperation  with  fifteen  other 
health  agencies,  was  reported  to  be  a great  success. 
Fifty-five  Broome  County  Auxiliary  members  were 
hostesses  at  the  fair,  with  Mrs.  Windsor  R.  Smith, 
Auxiliary  president,  as  chairman,  and  Mrs.  M.  M. 
Monserrate,  Sixth  District  councilor,  as  co-chair- 
man. 

Dr.  Herman  E.  Hilleboe,  New  York  State  Com- 
missioner of  Welfare,  opened  the  fair  with  a chal- 
lenge to  every  man,  woman,  and  child  in  the  county 
to  maintain  the  efficiency  of  Americans  through 
the  prevention  of  disease.  Dr.  E.  It.  Coffey,  re- 
gional director  of  the  United  States  Health  Service, 
was  guest  speaker,  his  topic  being  “Be  Your  Own 
Health  Officer.” 

About  5,000  persons,  including  800  school  chil- 
dren, visited  the  fair.  Broome  County’s  health 
officials  hope  to  make  this  event  an  annual  one,  and 
Mrs.  Smith  hopes  that  other  county  auxiliaries  will 
instigate  health  fairs  in  their  counties. 

Cattaraugus  County.  Doctors  who  have  served 
the  medical  profession  in  Cattaraugus  County  for 
forty  years  were  honored  by  the  County  Medical 
Society  and  its  Auxiliary  at  a dinner  at  the  Dudley 
Hotel,  Salamanca,  on  November  20.  Those  hon- 
ored were  Drs.  A.  W.  Smallman,  Ellicottville; 
C.  A.  Greenlea  and  T.  B.  Laughlin,  Olean;  and 
P.  H.  Bourne  and  James  A.  Taggert,  Salamanca. 
John  R.  Armstrong,  Ph.D.,  was  speaker  at  the 
dinner  meeting.  Following  the  dinner,  the  Society 
and  the  Auxiliary  held  separate  business  meetings. 

The  Cattaraugus  County  Auxiliary’s  new  project 
instituted  by  its  president,  Mrs.  Maurice  G.  Shel- 
don, of  Olean,  is  “Rheumatic  Fever  and  Heart  Dis- 
ease,” upon  which  the  Auxiliary  will  work  with  the 
County  P.T.A.’s.  A film  and  recording,  “Jimmie 


Beats  Rheumatic  Fever,”  has  been  obtained  fron 
the  Health  Department,  and  at  each  showing  a doc 
tor  from  the  community  will  give  a brief  talk  anc 
answer  the  audience’s  questions. 

Erie  County.  The  Woman’s  Auxiliary  to  thi 
Erie  County  Medical  Society  held  a round  tab! 
luncheon  and  business  meeting  on  November  25  a 
the  Hotel  Statler  in  Buffalo  Speakers  of  the  da; 
were  Harold  P.  Jarvis,  executive  officer  of  th 
County  Medical  Society,  and  Joseph  J.  Guariglia 
secretary-attorney  to  the  Society’s  Workman’ 
Compensation  Committee,  w-hose  joint  subject  w'a 
“Medical  Legislation.”  Mrs.  Arthur  L.  Bennetl 
president,  presided. 

Richmond  County.  Voluntary  services  for  con 
valescent  children  at  Sea  View  Hospital  wer 
planned  at  the  November  meeting  of  the  Woman 
Auxiliary  of  the  Richmond  County  Medical  Society 
held  in  the  Villa  at  St.  Vincent’s  Hospital,  State 
Island.  Twelve  members  volunteered  to  work  wit 
a group  of  35  children,  ranging  in  age  from  three  t 
seven  years. 

Speaker  at  the  meeting  was  Thomas  E-.  Walsl 
field  representative  of  the  Public  Relations  Burea 
of  the  New  York  State  Medical  Society,  who  di; 
cussed  the  importance  of  the  Auxiliary’s  purpos 
medical  care  plans,  legislation  regarding  health,  an 
public  relations.  He  was  introduced  by  Mr 
Michael  R.  Mazzei,  chairman  of  the  Auxiliary 
public  relations  committee. 

Mrs.  Douglas  C.  Neblett  reported  that  the  State 
Island  Tuberculosis  and  Health  Committee  had  e 
pressed  appreciation  for  the  voluntary  v'ork  done  I 
Auxiliary  members  with  the  mobile  x-ray  unit. 

Mrs.  Charles  L.  Reigi  was  in  charge  of  the  t< 
that  followed  the  meeting.  Assisting  her  we 
Mrs.  John  J.  Goller,  Mrs.  Joseph  P.  Takach,  Mi 
Henry  Briggin,  Mrs.  Donato  V.  Catalano,  Mi 
Joseph  V.  D’Agostino,  and  Mrs.  Lewis  D.  Fool 
Presiding  was  Mrs.  Joseph  F.  Worthen,  president. 
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RECEIVED 


Endocrinology  of  Neoplastic  Diseases.  A Sympo- 
sium by  Eighteen  Authors.  Edited  by  Gray  H. 
Twombly,  M.D.,  and  George  T.  Pack,  M.D.  Oc- 
tavo of  392  pages,  illustrated.  New  York,  Oxford 
University  Press,  1947.  Cloth,  $11. 

Diseases  of  Children.  Edited  by  Donald  Pater- 
son, M.D.,  and  Alan  Moncrieff,  M.D.  Fourth 
edition.  (First  edition  edited  by  Sir.  A.  E.  Garrod, 
D.M.,  Frederick  E.  Batten,  M.D.,  and  Hugh  Thurs- 
field,  D.M.)  Volume  I,  with  contributions  by 
twenty-nine  contributors.  Octavo  of  771  pages, 
illustrated.  Baltimore,  Williams  & Wilkins  Co., 
1947.  Cloth,  $9.00. 

The  Medical  Clinics  of  North  America.  Mayo 
Clinic  Number.  July,  1947.  Octavo.  Philadelphia, 
W.  B.  Saunders  Co.,  1947.  Published  Bi-Monthly 
(six  numbers  a year).  Cloth,  $16  net;  Paper,  $12 
net. 

Osteotomy  of  the  Long  Bones.  By  Henry  Milch, 
M.D.  Octavo  of  294  pages,  illustrated.  Spring- 
field,  111.,  Charles  C Thomas,  1947.  Cloth,  $6.75. 

Concise  Anatomy.  By  Linden  F.  Edwards,  Ph.D. 
Quarto  of  548  pages,  illustrated.  Philadelphia, 
Blakiston  Co.,  1947.  Cloth,  $5.50. 

Office  Endocrinology.  By  Robert  B.  Greenblatt, 
M.D.  Third  edition.  Octavo  of  303  pages,  illus- 
trated. Springfield,  111.,  Charles  C Thomas,  1947. 
Cloth,  $4.75. 

Pharmakologie.  Als  Theoretische  Grundlage 
Einer  Rationellen  Pharmakotherapie.  By  Knud  O. 
Moller.  Translated  and  edited  from  the  third 
Danish  edition  by  Dr.  0.  Walker,  Basel.  Octavo  of 
744  pages,  illustrated.  Basel,  Switzerland,  Benno 
Schwabe  & Co.  (New  York,  Grune  & Stratton), 
1947.  Cloth,  $48.  Sw.  Fr. 

Rhinoplasty  and  Restoration  of  Facial  Contour. 
With  Special  Reference  to  Trauma.  By  Jacques 
W.  Maliniac,  M.D.  Octavo  of  327  pages,  illus- 
trated. Philadelphia,  F.  A.  Davis  Co.,  1947. 
Cloth,  $7.50. 

Diseases  of  the  Gallbladder  and  Allied  Struc- 
tures. Diagnosis  and  Treatment.  By  Moses  Beh- 
rend,  M.D.  Octavo  of  290  pages,  illustrated.  Phila- 
delphia, F.  A.  Davis  Co.,  1947.  Cloth,  $7.00. 

Diseases  of  the  Chest.  Diagnosis  and  Treatment. 
By  Archibald  Reynolds  Judd,  M.D.  Octavo  of  608 
pages,  illustrated.  Philadelphia,  F.  A.  Davis  Co., 
1947.  Cloth,  $9.00. 

Diseases  Transmitted  from  Animals  to  Man. 
By  Thomas  G.  Hull,  Ph.D.  Third  edition.  Octavo 
of  571  pages,  illustrated.  Springfield,  111.,  Charles 
C Thomas,  1947.  Cloth,  $10.50. 

Practical  Emulsions.  By  H.  Bennett.  Second 
edition.  Including  a Symposium  on  Emulsifying 
AgeDts  and  Emulsions  in  Industry.  Octavo  of  568 
pages.  Brooklyn,  Chemical  Publishing  Co.,  1947. 
Cloth,  $8.50. 


A 'Manual  of  Fractures  and  Dislocations.  By 
Barbara  Bartlett  Stimson,  M.D.  Second  edition. 
Duodecimo  of  223  pages,  illustrated.  Philadelphia, 
Lea  & Febiger,  1947.  Flexible  cloth,  $3.25. 

Developmental  Diagnosis.  Normal  and  Abnor- 
mal Child  Development.  Clinical  Methods  and  Ped- 
iatric Applications.  By  Arnold  Gesell,  M.D.,  and 
Catherine  S.  Amatruda,  M.D.  Second  edition. 
Octavo  of  496  pages,  illustrated.  Philadelphia, 
Blakiston  Co.,  1947.  Cloth,  $7.50. 

A Hand-Book  of  Ocular  Therapeutics.  By  San- 
ford R.  Gifford,  M.D.  Revised  by  Derrick  Vail, 
M.D.  Fourth  edition.  Octavo  of  336  pages,  illus- 
trated. Philadelphia,  Lea  & Febiger,  1947.  Cloth, 
$5.00. 

Introduction  to  Medical  Psychology.  By  L. 

Erwin  Wexberg,  M.D.  Duodecimo  of  171  pages. 
New  York,  Grune  & Stratton,  1947.  Cloth,  S3. 50. 

The  Rotunda  Hospital,  1745-1945.  By  O'Donel 
T.  D.  Browne,  M.B.  (Ireland).  Octavo  of  296 
pages,  illustrated.  Baltimore,  Williams  & Wilkins 
Co.,  1947.  Cloth,  $11. 

Symptoms  and  Signs  in  Clinical  Medicine.  An 
Introduction  to  Medical  Diagnosis.  By  E.  Noble 
Chamberlain,  M.D.  Fourth  edition.  Octavo  of  463 
pages,  illustrated.  Baltimore,  Williams  & Wilkins 
Co.,  1947.  Cloth,  $8.00. 

Massage  andRemedialExercises.  In  Medical  and 
Surgical  Conditions.  By  Noel  M.  Tidy.  Seventh 
edition.  Octavo  of  480  pages,  illustrated.  Balti- 
more, Williams  & Wilkins  Co.,  1947.  Cloth,  $6.00. 

Internal  Medicine  in  General  Practice.  By 
Robert  Pratt  McCombs,  M.D.  Second  edition. 
Octavo  of  741  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Co.,  1947.  Cloth,  $8.00. 

The  American  Illustrated  Medical  Dictionary.  A 
Complete  Dictionary  of  the  Terms  Used  in  Medicine, 
Surgery,  Dentistry,  Pharmacy,  Chemistry,  Nursing, 
Veterinary  Science,  Biology,  Medical  Biography, 
etc.,  with  the  Pronunciation,  Derivation,  and  Defini- 
tion. By  Lt.  Col.  W.  A.  Newman  Dorland,  M.R.C,. 
(USA).  With  the  collaboration  of  E.  C.  L.  Miller, 
M.D.  Twenty-first  edition.  Octavo  of  1,660  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders  Co., 
1947.  Flexible  Cloth,  $8.00;  with  Thumb  Index, 
$8.50. 

Office  Treatment  of  the  Eye.  By  Elias  Selinger* 
M.D.  Octavo  of  542  pages,  illustrated.  Chicago> 
Year  Book  Publishers,  1947.  Cloth,  $7.75. 

Communal  Sick-Care  in  the  German  Ghetto. 
By  Jacob  R.  Marcus,  Ph.D.  Octavo  of  335  pages. 
Cincinnati,  Hebrew  Union  College  Press,  1947. 
Cloth,  $4.00. 

Overcoming  Stammering.  By  Charles  Pellman. 
Octavo  of  160  pages.  New  York,  Beechhurst  Press, 
1947.  Cloth,  $3.00. 
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Insides  Out.  Being  the  Saga  of  a Drama  Critic 
Who  Attended  His  Own  Opening.  By  John  Mason 
Brown.  Large  duodecimo  of  202  pages,  illustrated. 
New  York,  Whittlesey  House,  1942.  Cloth,  $2.00. 

New  and  Nonofficial  Remedies,  1947.  Contain- 
ing Descriptions  of  the  Articles  Which  Stand  Ac- 
cepted by  the  Council  on  Pharmacy  and  Chemistry 
of  The  American  Medical  Association  on  January  1, 
1947.  Issued  under  the  direction  and  supervision 
of  the  Council  on  Pharmacy  and  Chemistry  of  the 
American  Medical  Association.  Duodecimo  of  749 
pages,  illustrated.  Philadelphia,  J.  B.  Lippincott 
Co.,  1947. 

Advances  in  Internal  Medicine.  Volume  II. 
Edited  by  William  Dock,  M.D.,  and  I.  Snapper, 
M.D.  Octavo  of  642  pages,  illustrated.  New  York, 
Interscience  Publishers,  1947.  Cloth,  $9.50. 

Hospital  Care  in  the  United  States.  A Study  of 
the  Function  of  the  General  Hospital,  Its  Role  in 
the  Care  of  All  Types  of  Illness,  and  the  Conduct  of 
Activities  Related  to  Patient  Service,  with  Recom- 
mendations for  Its  Extension  and  Integration  for 
More  Adequate  Care  of  the  American  Public.  By 
the  Commission  on  Hospital  Care.  Octavo  of  631 
pages,  illustrated.  New  York,  Commonwealth 
Fund,  1947.  Cloth,  $4.50. 

Psychiatry  for  Everyman.  By  J.  A.  C.  Brown, 
M.B.  Duodecimo  of  247  pages.  New  York,  Philo- 
sophical Library,  1947.  Cloth,  $3.00. 

The  Metropolitan  Life.  A Study  in  Business 
Growth.  By  Marquis  James.  Octavo  of  480  pages 
illustrated.  New  York,  Viking  Press,  1947.  Cloth, 
$5.00. 

Essentials  of  Pharmacology.  By  Frances  K. 
Oldham,  Ph  D.,  F.  E.  Kelsey,  Ph.D.,  and  E.  M.  K. 
Geiling,  Ph.D.  Duodecimo  of  440  pages,  illustrated. 
Philadelphia,  J.  B.  Lippincott  Co.,  1947.  Cloth, 
$5.00. 

Handbook  of  Psychiatry.  By  Winfred  Overholser, 
M.D.,  and  Winifred  V.  Richmond,  Ph.D.  Octavo  of 
252  pages.  Philadelphia,  J.  B.  Lippincott  Co.,  1947. 
Cloth,  $4.00. 

Rypins’  Medical  Licensure  Examinations.  Topi- 
cal Summaries,  Questions,  and  Answers.  Contain- 
ing for  the  First  Time  a Chapter  on  Psychiatry; 
Also  Numerous  Text  Changes  Throughout  Incor- 
porating Current  Advances.  Edited  by  Walter  L. 
Bierring,  M.D.  Sixth  edition.  With  the  collabora- 
tion of  a review  panel.  Octavo  of  690  pages.  Phila- 
delphia, J.  B.  Lippincott  Co.,  1947.  Cloth,  $6.00. 

Calcific  Disease  of  the  Aortic  Valve.  By  Howard 
T.  Karsner,  M.D.,  and  Simon  Koletsky,  M.D. 
Octavo  of  1 1 1 pages,  illustrated.  Philadelphia,  J.  B. 
Lippincott  Co.,  1947.  Cloth,  $5.00. 

Trichomonas  Vaginalis  and  Trichomoniasis.  By 
Ray  E.  Trussed,  M.D.  Octavo  of  277  pages,  illus- 
trated. Springfield,  111.,  Charles  C Thomas,  1947. 
Cloth,  $6.00. 

The  Medical  Clinics  of  North  America.  Boston 
Number.  September,  1947.  Octavo.  Philadelphia, 
W.  B.  Saunders  Co.,  1947.  Published  Bi-monthly 
(six  numbers  a year).  Cloth,  $16  net;  Paper,  $12 
net. 

On  Hospitals.  By  S.  S.  Goldwater,  M.D.  Oc- 
tavo of  395  pages,  illustrated.  New  York,  MacMillan 
Co.,  1947.  Cloth,  $9.00. 

Fatigue  and  Impairment  in  Man.  By  S.  Howard 
Bartley,  Ph.D.,  and  Eloise  Chute,  M.A.  Octavo  of 
429  pages,  illustrated.  New  York,  McGraw-Hill 
Book  Co.,  1947.  Cloth,  $5.50. 


Morphologic  Hematology.  Special  Issue  No.  1 of 
Blood,  the  Journal  of  Hematology.  Editorial  Board, 
William  Damashek,  M.D.,  Editor-in-Chief.  Large 
Octavo  of  200  pages,  illustrated.  New  York,  Grune 
& Stratton,  1947.  Cloth,  $4.75. 

Public  Health  Law.  By  James  A.  Tobey,  Dr. 
P.H.  Third  edition.  Octavo  of  419  pages.  New 
York,  Commonwealth  Fund,  1947.  Cloth,  $4.50. 

Kompendium  der  Parasitischen  Wiirmer  im 
Menschen.  By  Dr.  Hans  A.  Kreis.  Octavo  of  136 
pages,  illustrated.  Basel,  Switzerland,  Benno 
Schwabe  & Co.,  1947.  Cloth,  10  fr. 

An  Introduction  to  Biochemistry.  By  William 
Robert  Fearon,  M.B.  Third  edition.  Octavo  of  569 
pages,  illustrated.  New  York,  Grune  & Stratton, 
1947.  Cloth,  $6.00. 

Manual  of  Physical  Diagnosis  with  Special  Con- 
sideration of  the  Heart  and  Lungs.  By  Ellis  B. 
Freilich,  M.D.,  and  George  C.  Coe,  M.D.  Revised 
in  collaboration  with  Joseph  K.  Freilich,  M.D. 
Third  edition.  Large  duodecimo  of  351  pages,  illus- 
trated. Chicago,  Year  Book  Publishers,  1947. 
Cloth,  $5.00. 

Calcium  and  Phosphorus  in  Foods  and  Nutrition. 

By  Henry  C.  Sherman.  Octavo  of  176  pages,  illus- 
trated. New  York,  Columbia  University  Press, 
1947.  Cloth,  $2.75. 

Headache.  By  Louis  G.  Moench,  M.D.  Large 
duodecimo  of  207  pages,  illustrated.  Chicago, 
Year  Book  Publishers,  1947.  Cloth,  $3.50. 

Hodgkin’s  Disease  and  Allied  Disorders.  By 
Henry  Jackson,  Jr.,  M.D.,  and  Frederic  Parker,  Jr., 
M.D.  Quarto  of  177  pages,  illustrated.  New  York, 
Oxford  University  Press,  1947.  Cloth,  $6.50. 

Endogeneous  Endocrinotherapy  Including  the 
Causal  Cure  of  Cancer.  Compendium.  By  Dr 
Jules  Samuels.  Octavo  of  539  pages,  illustrated. 
Amsterdam,  Netherlands,  Holdert  & Co.,  1947. 

Stereoscopic  Atlas  of  Neuroanatomy.  By  H.  S. 
Rubinstein,  M.D.,  and  C.  L.  Davis,  M.D.  Quarto. 
43  plates,  and  descriptive  pamphlet  of  19  pages. 
Illustrated.  New  York,  Grune  & Stratton,  1947. 
$10.  set. 

Beitrage  zur  Kenntnis  der  Blutgerinnung.  By 

Prof.  W.  K Rieben.  Octavo  of  96  pages,  illustrated. 
Basel,  Switzerland,  Benno  Schwabe  & Co.  (New 
York,  Grune  & Stratton),  1947.  Paper,  9 Sw.  fr. 

Applied  Physiology.  By  Samson  Wright,  M.D. 
Eighth  edition.  Octavo  of  944  pages,  illustrated. 
New  York,  Oxford  University  Press,  1945.  Cloth, 
$9.00. 

The  Practical  Nurse.  By  Dorothy  Deming,  R.N. 
Octavo  of  370  pages.  New  York,  Commonwealth 
Fund,  1947.  Cloth,  $3.00. 

Communicable  Diseases.  By  Franklin  H.  Top, 
M.D.,  and  collaborators.  Second  edition.  Octavo 
of  992  pages  illustrated.  St.  Louis,  C.  V.  Mosby 
Co.,  1947.  Cloth,  $8.50. 

Diagnostic  Bacteriology.  A Textbook  for  the  Iso- 
lation and  Identification  of  Pathogenic  Bacteria  for 
Medical  Bacteriology  Laboratories.  By  Isabelle 
Gilbert  Schaub,  A.B.,  and  M.  Kathleen  Foley,  A.B. 
Third  edition.  -Octavo  of  532  pages.  St.  Louis,  C.  V. 
Mosby  Co.,  1947.  Cloth,  $4.50. 

Synopsis  of  Obstetrics.  By  Jennings  C.  Litzen- 
berg,  M.D.  Third  edition.  Duodecimo  of  416 
pages,  illustrated.  St.  Louis,  C.  V.  Mosby  Co.,  1947. 
Cloth,  $5.50. 
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The  1946  Year  Book  of  General  Medicine. 
Edited  by  George  G.  Dick,  M.  D.,  J.  Bums 
Amberson,  M.  D.,  George  R.  Minot,  M.D.,  et  al. 
Duodecimo  of  772  pages,  illustrated.  Chicago, 
Year  Book  Publishers,  1946.  Cloth,  $3.75. 

As  always  the  Year  Book  of  Medicine  contains  ex- 
tremely interesting  and  frequently  useful  informa- 
tion. As  usual,  it  is  difficult  to  pick  out  the  most 
striking  reviews.  Those  on  kidney  diseases  and 
cardiology  are  especially  good.  This  volume  in- 
cludes a well-deserved  tribute  to  the  late  Sir  Thomas 
Lewis.  This  volume,  as  those  of  other  years,  should 
be  on  every  medical  man’s  shelf. 

Andrew  Babey 

X-Ray  Diffraction  Studies  in  Biology  and  Medi- 
cine. By  Mona  Spiegel-Adolf,  M.D.,  and  George 
C.  Henny,  M.D.  Octavo  of  215  pages,  illustrated. 
New  York,  Grune  & Stratton,  1947.  Cloth,  $5.50. 

The  atom  has  become  more  than  just  a byword  of 
our  postwar  existence.  It  not  only  enters  into  the 
science  of  physics  and  chemistry  but  into  our  body 
politics  and  now  actually  into  the  province  of 
biology  and  medicine. 

As  long  ago  as  1912,  crystals  were  shown  to  con- 
stitute a three-dimensional  diffraction  pattern  to  the 
x-ray  beam.  More  recently,  by  these  diffraction 
studies  it  has  been  shown  that  silk  fiber,  living 
nerve,  and  muscle  are  also  composed  of  a regular 
pattern  arrangement  of  their  atoms  and  molecules. 
In  fact,  an  amorphous  structural  setup  among 
molecules  is  a rare  occurrence  in  nature. 

The  theory  of  x-ray  diffraction  is  clearly  pre- 
sented with  but  few  mathematic  formulas  to  confuse 
the  untrained  reader.  The  apparatus  used  by  the 
authors  is  described  adequately  and  is  well  illus- 
trated. The  book  serves  as  an  excellent  introduc- 
tion to  the  study  of  the  exact  interarrangement  of 
the  molecular  and  atomic  particles  in  matter. 

William  E.  Howes 

Psychiatric  Interviews  with  Children.  Edited  by 
Helen  Leland  Witmer.  Quarto  of  443  pages.  New 
York,  Commonwealth  Fund,  1946.  Cloth,  $4.50. 

This  Commonwealth  Fund  publication  is  a re- 
cording of  the  psychiatric  management  of  10 
children  in  various  child  guidance  clinics.  Each 
contributor  has  attempted  to  show  how  a satisfac- 
tory solution  was  reached  through  the  use  of  par- 
ticular technics,  and  the  reasons  therefor.  This 
book  will  be  of  particular  interest  to  students  of 
psychotherapy  in  children  and  to  practitioners  of 
child  psychiatry.  Stanley  S.  Lamm 

Handbook  of  Physiology  & Biochemistry.  Orig- 
inally “Kirk’s”  and  later  “Halliburton’s.”  By 
R.  J.  S.  McDowall,  M.D.  Thirty-ninth  edition. 
Large  duodecimo  of  898  pages,  illustrated.  Phila- 
delphia, Blakiston  Company,  1946.  Cloth,  $7.00. 

This  book  on  the  physiology  and  chemistry  of  the 
human  body  has  been  brought  up  to  date  by  re- 
vision of  the  previous  edition.  New  additions  have 
been  made  to  the  chapters  dealing  with  metabolism, 
osmotic  activity,  the  effects  of  high  altitude, 
rickets,  and  myxedema.  The  interglandular  rela- 
tionships, especially  the  pituitary  and  adrenals,  are 
vividly  presented.  The  structure  and  function  of 


the  cerebrospinal  system,  including  cerebellar 
localization,  are  well  described.  The  text  is  pro- 
fusely illustrated  and  well  printed. 

Edward  H.  Nidish 

Allergy  in  Theory  and  Practice.  By  Robert  A. 
Cooke,  M.D.  In  association  with  Horace  S.  Bald- 
win, M.D. , Robert  Chobot,  M.D.,  R.  Clark  Grove, 
M.D.,  et  al.  Octavo  of  572  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1947. 
Cloth,  $8.00. 

This  volume  is  the  ultimate  outcome  of  several 
programs  of  postgraduate  instruction  in  allergy 
directed  by  the  author.  Thirteen  of  the  thirty- 
three  chapters  were  written  by  Dr.  Cooke.  The 
book  will  prove  to  be  interesting  reading  and  also 
provide  valuable  information  to  the  student,  general 
practitioner,  and  specialist  in  allergy. 

Max  Harten 

Synopsis  of  Operative  Surgery.  By  H.  E. 

Mobley,  M.D.  Second  edition.  Duodecimo  of 
416  pages,  illustrated.  St.  Louis,  C.  V.  Mosby 
Company,  1947.  Cloth,  $6.00. 

This  second  edition  is  notable  for  its  comprehen- 
sive presentation  of  the  many  types  of  operation 
that  the  general  surgeon  is  called  upon  to  perform. 
The  technic  of  the  standard  operations  is  adequately 
albeit  concisely,  described  and  clarified  by  abundant 
illustrations,  many  of  which  are  in  colors.  The  £>ook 
is  very  readable  and  contains  a wealth  of  practical 
information  in  clear  and  condensed  form.  It  should 
prove  helpful  both  to  the  prospective  young  resident 
and  the  older  practicing  surgeon. 

Arthur  Goetsch 

Experiences  with  Folic  Acid.  By  Tom  D.  Spies, 
M.D.  Octavo  of  110  pages,  illustrated.  Chicago, 
Year  Book  Publishers,  1947.  Cloth,  $3.75. 

This  book  is  an  extremely  enthusiastic  review  of 
the  role  of  folic  acid  in  macrocytic  anemia.  Whether 
this  enthusiasm  will  continue  and  whether  it  is 
warranted  will  be  shown  by  further  clinical  experi- 
ence. The  use  of  folic  acid  for  producing  blood 
regeneration  in  persons  with  Addisonian  pernicious 
anemia,  nutritional  macrocytic  anemia,  and  its  use 
in  macrocytio  anemia  of  sprue,  pregnancy,  and 
pellagra  is  described. 

As  a book  full  of  enthusiasm  combined  with  a 
pleasant  presentation  of  knowledge,  it  is  recom- 
mended reading  for  the  clinician. 

Henry  M.  Feinblatt 

Practical  Physiological  Chemistry.  By  Philip  B. 
Hawk,  Ph.D.,  Bernard  L.  Oser,  Ph.D.,  and  William 

H.  Summerson,  Ph.D.  Twelfth  edition.  Octavo  of 

I, 323  pages,  illustrated.  Philadelphia,  Blakiston 
Company,  1947.  $10. 

Hawk’s  book,  in  all  its  forty  years  of  authoritative 
existence,  never  before  has  had  a decade  elapse  be- 
tween editions.  New  and  transitional  biochemical 
alterations  of  this  active  period  have  necessitated  an 
over-all  revision  with  extensive  additions  totaling  to 
a new  volume  30  per  cent  larger  than  the  previous 
edition.  Obsolete  methods  have  been  deleted  and 
new  procedures  admitted,  particularly  for  blood  and 
urine  analysis.  Integration  of  the  older  and  recent 
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phases  has  been  admirably  accomplished.  The 
book  is  up  to  date,  wonderfully  edited,  printed  on 
excellent  paper,  and  is  attractively  bound.  Its  dis- 
tinguished history  of  usefulness  as  text  and  reference 
work  is  enhanced  by  the  present  edition. 

Irving  M.  Derby 


Annual  Reprint  of  the  Reports  of  the  Council  on 
Pharmacy  and  Chemistry  of  the  American  Medical 
Association  for  1946.  135  pages.  Chicago,  Ameri- 
can Medical  Association,  1947.  Cloth,  $1.00. 

This  volume  was  formerly  of  most  interest  to 
those  who  wished  to  know  why  the  Council  on 
Pharmacy  and  Chemistry  had  not  accepted  certain 
of  the  preparations  it  had  considered.  The  reports 
were  mainly  those  of  rejection;  though,  through  the 
years,  the  educational  nature  of  the  Council’s  work 
was  attested  by  status  reports  on  drugs,  or  thera- 
peutic procedures,  or  preliminary  reports  on  agents 
showing  promise  of  usefulness  but  not  yet  ready  for 
adoption  by  the  general  and  medical  profession.  In 
recent  years,  the  tendency  has  been  toward  a pre- 
ponderance of  the  educational  type  of  report.  In 
the  present  volume,  both  the  condemnatory  and  the 
educational  phases  of  the  Council’s  work  are  repre- 
sented. 

There  are  three  reports  of  vigorous  condemna- 
tion: first,  the  report  on  cabasil,  a curiously  un- 
scientific mixture  whose  exploitation  for  use  in  a 
multitude  of  diseases  is  aptly  summarized  by  the 
subtitle  of  the  report,  “Quackery  Unlimited”; 
second,  the  report  on  the  pseudoscientific  Ethylene 
Disulphonate  (Allergosil  brand),  a preparation  of 
highly  uncertain  nature  exploited  by  physicians  for 
use’in  allergic  conditions;  third,  Formula  A-N-l,  a 
joint  report  of  the  Council  on  Pharmacy  and  Chem- 
istry and  the  Council  on  Industrial  Health,  concern- 
ing an  expensive  but  poor  substitute  for  aspirin  and 
citrate  of  magnesia,  cleverly  promoted  to  industrial 
concerns  for  use  in  reducing  absenteeism  due  to 
colds. 

Among  the  status  reports,  the  excellent  article  of 
Dr.  Samuel  M.  Feinberg,  “Histamine  and  Anti- 
histaminic  Agents,”  is  probably  most  worthy  of 
mention.  Since  its  appearance,  the  Council  has 
accepted  for  inclusion  in  New  and  Nonofficial 
Remedies,  the  two  new  agents  of  this  class  evaluated 
in  the  article,  Diphenhydramine  Hydrochloride, 
and  Tripelennamine  Hydrochloride  (Benadryl  Hy- 
drochloride and  Pyribenzamine  Hydrochloride,  re- 
spectively). 

Pharmaceutic  and  scientific  investigators,  alike, 
will  be  interested  in  the  informative  report  on  the 
Council’s  new  Therapeutic  Trials  Committee.  Of 
special  interest  to  manufacturers  is  a statement  on 
the  revised  rules  of  the  Council,  though  this  ex- 
position of  the  trends  of  Council  policy  is  of  concern 
to  all  who  are  interested  in  progressive  rational 
therapeutics. 

Attention  is  called  to  the  several  reports  on  the 
adoption  of  generic  designations  for  drugs  proposed 
or  marketed  under  protected  names.  Not  all  such 
actions  of  the  Council  have  been  the  subject  of 
separate  published  reports;  the  recognized  terms 
have  appeared  in  the  published  descriptions  of  the 
drugs  when  accepted,  and  will  be  inserted  in  another 
Council  publication,  New  and  Nonofficial  Reme- 
dies, as  adoption  of  such  designations  for  already 
accepted  protected  names  proceeds. 


New  and  Nonofficial  Remedies,  1947,  Containing 
Descriptions  of  the  Articles  which  stand  accepted 
by  the  Council  on  Pharmacy  and  Chemistry  of  the 
American  Medical  Association  on  January  1,  1947. 

749  pages.  Philadelphia,  J.  B.  Lippincott  Company, 
1947.  Cloth,  $3.00. 

Although  the  latest  edition  of  New  and  Non- 
official Remedies  has  some  11  pages  fewer  than  the 
1946  book,  its  increase  in  size,  due  to  the  heavier 
paper  used,  and  its  change  of  color — dark  green  to 
bright  red — combine  to  make  a striking  contrast  with 
the  earlier  annual  volumes.  The  book  is  now  pub- 
lished by  J.  B.  Lippincott  Company,  though  it  is 
still  issued  under  the  direction  and  supervision  of  the 
Council  on  Pharmacy  and  Chemistry.  Another 
innovation  is  the  relegation  of  the  statements  of 
tests  and  standards  to  the  back  of  the  book,  which 
makes  the  text  more  convenient  and  usable  for  the 
physician,  for  whom  it  is  primarily  intended.  It  is 
understood  that  supplements  to  the  annual  volumes 
no  longer  will  be  issued.  The  physician  who  is  in- 
terested in  current  acceptances  can  keep  track  of 
these  as  the  descriptions  are  published  in  the  Journal 
of  the  A.M.A.,  or  may  inquire  about  them  by  ad- 
dressing the  Council’s  office  at  A.M.A.  headquar- 
ters. Several  medical  and  pharmaceutic  journals 
now  carry  lists  of  currently  accepted  products. 

There  appears  to  be  no  very  extensive  revision  in 
the  various  general  articles  or  chapter-head  dis- 
cussions, although  several  new  monographs  have 
made  their  appearance  and  others  have  been  re- 
vised to  reflect  current  medical  opinion.  One  notes 
the  appearance  of  a new  chapter,  “Unclassified 
Therapeutic  Agents,”  which  includes  the  mono- 
graphs on  Gold  Compounds  and  Iodine  Compounds 
for  systemic  use.  This  is  in  line  with  the  policy 
adopted  some  years  ago  of  classifying  accepted 
preparations  according  to  pharmacologic  action  and 
therapeutic  use. 

Attention  is  called  to  the  amplification  and  in- 
dexing of  the  section  devoted  to  the  statement  of  the 
Council’s  rules.  This  should  be  of  great  assistance 
to  manufacturers  in  the  presentation  of  products  for 
Council  consideration  and  is  no  doubt  inspired  by 
the  recent  marked  increase  in  the  number  of  pharma- 
ceutic concerns  asking  Council  recognition. 

The  descriptions  of  some  thirteen  new  prepara- 
tions appear  in  this  volume.  This  excludes,  of 
course,  brands  or  dosages  of  already  accepted 
agents.  Among  those  preparations  noteworthy  of 
mention  are  the  pertussis  vaccines  and  vaccines 
representing  combinations  of  pertussis  with  diph- 
theria and  tetanus  organisms;  the  new  histamine- 
antagonizing  agent,  Benadryl  Hydrochloride  Elixir 
(Diphenhydramine  Hydrochloride  Elixir);  Furacin 
(Nitrofurazone)  a new  topical  anti-infective  agent; 
Streptomycin;  Heparin  Sodium;  Parenamine,  a new 
casein  hydrolyzate;  Thiouracil,  an  antithyroid 
agent;  Naphuride  Sodium  (Suramin  Sodium)  a new 
trypanocide;  and  tuamine  (Racemic  2-aminohep- 
tane),  a new  vasocontrictor.  One  notes  the  in- 
creasing appearance  of  generic  designations  in  con- 
formance with  the  revised  Council’s  rules  on  accep- 
tance of  agents  bearing  protected  or  trade-marked 
names. 

New  and  Nonofficial  Remedies  remains  a most 
valuable  and  authoritative  compendium  of  modern 
rational  therapeutics.  With  successive  editions,  it 
becomes  more  useful  and  accessible  to  the  physician 
and  to  all  those  interested  in  the  use,  preparation,  or 
manufacture  of  drugs. 
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of  Penicillin  Administration 


a Just  place  the  Bristol  Cartridge  of  Penicillin  in 
Oil  and  Wax  in  either  of  two  specially  designed 
cartridge  syringes; 


Insert  the  needle  into  the  muscle  and  test  for  venipunc- 
ture by  means  of  the  ingenious  aspirating  device; 


Reverse  the  cartridge  and  INJECT.  You  have  now  provided 
adequate  therapeutic  blood  levels  of  penicillin  for  24  hours. 


Bristol  Penicillin  Cartridges  contain 
300,000  units  (1  cc.)  of  crystalline 
sodium  penicillin  G in  oil  and  wax 
(Romansky  Formula).  They  are  in- 
tended for  use  with  either  of  two 
special  syringes;  the  B-D*  Disposable 
Cartridge  Syringe  which  is  presteri- 
lized and  discarded  after  use;  and  the 
B-D*  Metal  Cartridge  Syringe  which 
can  be  cleaned  and  sterilized  for  re- 
use in  a matter  of  minutes. 


^ Bristol  Crystalline  Sodium 
Penicillin  G in  Oil  and  Wax  Cartridges  in  boxes  of 
one  and  five. 


Disposable  Syringe  and 


Cartridge,  packaged  as  a unit. 


ITfl 


i 


Metal  Syringe,  with  two 
needles,  packaged  in  one  convenient  carton. 


*Trade  Mark 
Reg  U.  S Pat  Off.. 
Becton,  Dickinson  & Co 


LABORATORIES  INC..  SYRACUSE,  NEW  YORK 


ANNOUNCEMENTS 


THE  UNIVERSITY  OF  THE  STATE  OF  NEW  YORK 
THE  STATE  EDUCATION  DEPARTMENT 
BOARD  OF  MEDICAL  EXAMINERS 


Dr.  W.  P.  Anderton,  Secretary 
Medical  Society  of  the  State  of  New  York 
292  Madison  Avenue 
New  York  17,  N.Y. 

Dear  Dr.  Anderton: 

This  is  to  notify  you  that  the  Board  of  Regents 
at  a meeting  held  September  19,  1947, 

Voted,  That  the  determination  of  the  Medical 
Committee  on  Grievances  in  the  matter  of  the 
application  for  the  revocation  of  the  medical 
license  heretofore  granted  to  Domenico  Paccione, 
New  York  City,  be  accepted  and  sustained;  that, 
in  compliance  with  the  recommendation  of  said 
committee,  said  Domenico  Paccione  be  censured 
and  reprimanded;  that  said  Domenico  Paccione 
be  ordered  to  appear  for  such  censure  and  repri- 
mand before  the  Board  of  Regents  at  a time  and 
place  to  be  determined  by  the  Commissioner  of 
Education,  notice  of  which  shall  be  given  to  said 
Domenico  Paccione  by  said  Commissioner;  and 
that  the  Commissioner  of  Education  be  empow- 
ered and  directed,  to  execute,  for  and  on  behalf  of 
the  Board  of  Regents,  all  orders  necessary  to 
carry  out  the  terms  of  this  vote. 

Dr.  Paccione  is  registered  for  the  year  1947-1948 
from  100  West  42nd  Street,  New  York  City.  The 
above  order  was  served  on  Dr.  Paccione  on  Sep- 
tember 30,  1947. 

(Signed) 

Jacob  L.  Lochner,  Jr.,  M.D.,  Secretary 
N.Y.  State  Board  of  Medical  Examiners 


Dear  Dr.  Anderton: 

This  is  to  notify  you  that  the  Board  of  Regents 
at  a meeting  held  September  19,  1947, 

Voted,  That  the  determination  of  the  Medical 
Committee  on  Grievances  in  the  matter  of  the 
application  for  the  revocation  of  the  medical 
license  heretofore  granted  to  Abraham  S.  Kagan, 
New  York  City,  be  accepted  and  sustained;  that, 
in  compliance  with  the  recommendation  of  said 
committee,  said  Abraham  S.  Kagan  be  censured 
and  reprimanded;  that  said  Abraham  S.  Kagan  be 
ordered  to  appear  for  such  censure  and  reprimand 
before  the  Board  of  Regents  at  a time  and  place 
to  be  determined  by  the  Commissioner  of  Educa- 
tion, notice  of  which  shall  be  given  to  said  Abra- 
ham S.  Kagan  by  said  Commissioner;  and  that  the 
Commissioner  of  Education  be  empowered  and 
directed  to  execute,  for  and  on  behalf  of  the 
Board  of  Regents,  all  orders  necessary  to  carry 
out  the  terms  of  this  vote. 

Dr.  Kagan  is  registered  for  the  year  1947-1948 
from  127  West  58th  Street,  New  York  City.  The 
order  of  the  Commissioner  was  served  on  Dr.  Kagan 
on  October  1,  1947. 

(Signed) 

Jacob  L.  Lochner,  Jr.,  M.D.,  Secretary 
N.Y.  State  Board  of  Medical  Examiners 
October  24,  1947 


To  the  County  Clerks  of  New  York  State 
Gentlemen : 

This  is  to  notify  you  that  the  Board  of  Regents 
at  a meeting  held  July  31,  1947, 

Voted,  That  the  determination  of  the  Medical 
Committee  on  Grievances  in  the  matter  of  the 
application  for  the  revocation  of  the  medical 
license  heretofore  granted  to  William  P.  E. 
Berwald,  Syracuse,  be  accepted  and  sustained; 
that,  in  compliance  with  the  recommendation  of 
said  committee,  medical  license  No.  30878,  issued 
under  date  of  June  27,  1935,  to  said  William 
P.  E.  Berwald,  permitting  him  to  practice  medi- 
cine in  the  State  of  New  York,  and  his  registra- 
tion or  registrations  as  a physician,  wherever  they 
appear,  be  suspended  for  a period  of  one  year  from 
the  date  of  service  of  the  order  effecting  such 
suspension;  and  that  the  Commissioner  of  Educa- 
tion be  empowered  and  directed  to  execute,  for 
and  on  behalf  of  the  Board  of  Regents,  all  orders 
necessary  to  accept  the  determination  of  said 
Committee  on  Grievances  and  to  carry  out  the 
terms  of  this  vote. 

Dr.  Berwald  was  registered  for  1947-1948  from 
Suite  1804,  State  Tower  Building,  Syracuse,  New 
York.  The  order  of  the  Commissioner  of  Educa- 
tion was  served  on  Dr.  Berwald  on  August  22,  1947. 

(Signed) 

Jacob  L.  Lochner,  Jr.,  M.D.,  Secretary 
N.Y.  State  Board  of  Medical  Examiners 
October  29,  1947 


To  the  County  Clerks  of  New  York  State 
Gentlemen: 

This  is  to  notify  you  that  the  Board  of  Regents 
at  a meeting  held  September  19,  1947, 

Voted,  That,  pursuant  to  the  provisions  of  sub- 
division 1 of  section  6514  (formerly  section  1264) 
of  the  Education  Law,  medical  license  No.  20223, 
issued  under  date  of  January  28,  1926,  to  Herman 
L.  Kasha,  New  York,  permitting  him  to  practice 
medicine  in  the  State  of  New  York,  be  revoked, 
annulled  and  canceled,  and  that  his  registration 
or  registrations  as  a physician,  wherever  they  may 
appear,  be  ordered  annulled  and  canceled  of  rec- 
ord; and  that  the  Commissioner  of  Education 
be  empowered  and  directed  to  execute  for  and  on 
behalf  of  the  Board  of  Regents,  all  orders  neces- 
sary to  carry  out  the  terms  of  this  vote. 

Dr.  Kasha  was  registered  for  the  year  1947-1948 
from  7 West  75th  Street,  New  York  City.  The  order 
of  revocation  was  served  on  Dr.  Kasha  on  September 
30,  1947. 

(Signed) 

Jacob  L.  Lochner,  Jr.,  M.D.,  Secretary 
N.Y.  State  Board  of  Medical  Examiners 
October  29,  1947 
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TOWNS  TREATMENT  for  ALCOHOLISM  and  NARCOTIC 
and  HYPNOTIC  ADDICTIONS 

Established  1901  Now  Generally  Accepted 

PROVIDES:  (1)  An  Assurance  of  a Definite  Medical  Result 

(2)  An  Assurance  of  Length  of  Time  Required  and  Exact  Cost 

(3)  An  Assurance  of  Absolute  Privacy 

Our  “SYMPOSIUM  OF  MEDICAL  OPINION”  includes  case  histories  of 
this  successful  treatment  endorsed  by  many  physicians.  Copy  on  request. 

CHARLES  B.  TOWNS  HOSPITAL 

FOR  ALCOHOLISM  AND  DRUG  ADDICTION  EXCLUSIVELY 

COMPLETELY  REDECORATED  AND  MODERNIZED 

293  Central  Park  West,  New  York  24,  N.  Y.  Tel:  SChuyler  4-0770 


INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 


Ethical — Reliable — Scientific 
Disorders  of  the  Nervous  System 
BEAUTIFUL— QUIET— HOMELIKE 

Write  lor  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


DR.  KING’S  HOSPITAL 

BAY  SHORE,  L.  I.,  NEW  YORK 

Convalescent  and  chronic,  surgical  and 
medical  patients.  Superior  care  and 
accommodations  adjuvant  to  general  Hos- 
pital. No  mental  or  drug  cases  taken. 

ESTABLISHED  1310 

MRS.  JOSEPHINE  M.  POST,  Supt. 


MODERN  NURSING  HOME 

HOLBROOK  MANOR — For  the  care  of  Convalescent*. 

Chronically  ill,  Invalids,  and  Aged  and  mild  paychoneurotica. 
Reg.  Nurae  24  hra.  a day.  Phyaiciana  may  treat  their  own 
patienta.  Private — Semi-private  rooma.  Five  acrea  of  pine- 
wooded  grounda. 

O.  L.  FRIEDMAN,  M.D.,  Medical  Director.  Gr.  5-4879 
HOLBROOK,  LONG  ISLAND 

Near  Lake  Ronkonkoma  Phone  Ronkonkoma  8651 


WEST  HIUL 

West  252nd  St.  and  Fieldston  Road 
Rivcrd  ale-on- the- Hudson,  New  York  City 
For  nervous,  mental,  drag  and  alcoholic  patients.  The  sanitarium  Is 
beautifully  located  in  a private  park  of  ten  acrea.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct 
the  treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  In  Ch urge 
Telephone:  Klngsbrldse  9-8440 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specialising  in  NERVOU9  and  MENTAL  diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physlclan-ln- Charge 

NEW  YORK  CITY  OFFICE,  67  West  44th  St.,  Tel.  VAnderbilt  6-3732 


Sedation 
and  Euphoria 
for  Nirvous, 
Irritable  Patients 


TL 


Each  tablet  contains  Ext.  of  Valerian  0.05  gm  ditpergentlied  foi  maximum  efficiency. 
Odorless  and  tasteless.  Non-habltuatlng.  ACTION  AND  USES;  A mild  central  nervous  system 
depressent.  For  use  in  emotional  upsets,  anxiety  states,  nervous  insomnia,  the  nervous 
syndrome  of  the  menopause  and  of  arteriosclerotic  subjects. 

1 or  2 tablets  as  required  or  3 on  retiring.  Bottles  of  50,  100  4 500. 

STANDARD  PHARMACEUTICAL  CO.,  INC.  1123  Broadway,  New  York 


SUGGESTIONS  FOR  CONTRIBUTORS  TO  THE  NEW  YORK  STATE 

JOURNAL  OF  MEDICINE 


The  New  York  State  Journal  of  Medicine 
asks  its  contributors  to  follow  the  suggestions  listed 
below  in  the  preparation  of  their  articles.  In  this 
way  they  will  greatly  facilitate  the  expeditious  pub- 
lication of  the  Journal.  These  suggestions  have 
been  devised  in  order  to  save  correspondence,  avoid 
return  of  papers  for  changes,  minimize  the  work  of 
preparation  for  the  printer,  and  save  the  high  costs 
of  corrections  made  on  galley  proof. 

Size  of  Articles. — It  is  earnestly  desired  that 
scientific  articles  shall  not  exceed  6 Journal  pages 
at  the  outside.  Longer  articles  tend  to  lower  reader 
interest.  An  average  of  five  or  six  seems  to  be  the 
most  desirable  from  this  point  of  view.  Calculation 
can  readily  be  made  by  multiplying  the  number  of 
double-spaced  typewritten  manuscript  pages  by 
the  fraction  two-fifths,  e.g.,  twelve  manuscript  pages 
will  make  five  Journal  pages. 

Manuscripts. — Papers  must  be  typewritten  on 
one  side  only  of  white  sheets  consecutively  num- 
bered, and  be  double  spaced  with  one-inch  margins. 
They  should  be  prepared  with  great  care  so  as  to  be 
typographically  correct.  All  headings,  titles,  sub- 
titles, and  subheadings  should  be  typed  flush  with 
the  left-hand  margin.  This  is  imperative  for  rapid 
and  accurate  composition  by  the  printers. 

Titles. — The  title  should  be  brief  and  typed  in 
capital  letters.  The  subtitle  can  be  longer  and 
should  be  typed  in  caps  and  lower  case  letters. 
Under  the  title,  or  subtitle,  if  there  is  one,  should 
appear  the  name  of  the  author  and  city  in  which 
he  lives.  Directly  under  his  name  should  be  the 
hospital  or  institution  with  which  he  is  affiliated. 

Subheadings. — Subheadings  should  be  inserted  by 
the  author  at  appropriate  intervals. 

References. — It  is  the  unfailing  practice  of  the 
New  York  State  Journal  of  Medicine  to  use 
specific  “references”  rather  than  “bibliography.” 
There  should  appear  in  the  text  reference  numbers, 
typed  above  and  to  the  right  of  the  word  to  which 
there  is  a reference.  A list,  consecutively  numbered, 
of  these  references  should  follow  at  the  end  of  the 
manuscript.  (Note  that  spelling  in  list  is  same  as  in 
text.)  The  arrangement  should  be  as  follows  and 
should  include  all  items. 

a.  Books — author’s  surname  followed  by  initials ; 
title  of  book;  edition;  location  and  name  of 
publisher;  year  of  publication;  volume;  and 
page  number.  Thus,  Osier,  W.:  Modern  Medi- 
cine, 3rd  ed.,  Philadelphia,  Lea  & Febiger,  1927, 
vol.  5,  p.  57. 

b.  Periodicals — author’s  surname  followed  by 


initials;  name  of  periodical,  volume,  page, 
month  (day  if  necessary),  year  of  publication. 
Thus,  Leahy,  Leon  J.:  New  York  State  J 

Med.  40:  347  (March  1)  1940. 

Note:  The  Journal  does  not  include  titles  of 
articles. 

Case  Reports. — Instead  of  abstracts  of  hospital 
histories,  authors  should  write  these  reports  in  a 
narrative  style  with  properly  completed  sentences. 
All  unimportant  details  should  be  deleted  with  such 
general  negative  statements  as  fit  the  case. 

Tables. — While  tables  are  very  useful  on  lantern 
slides  in  the  reading  of  papers,  they  fail  of  this  pur- 
pose to  a large  extent  in  the  printed  page.  For  that 
reason  it  is  urged  that  they  be  reduced  as  much  as 
possible  to  descriptive  language. 

Illustrations. — These  should  be  kept  to  the  mini- 
mum necessary  to  make  clear  the  points  to  be 
registered  by  the  author.  In  some  instances  they 
are  imperative  to  proper  understanding,  in  others 
they  are  merely  picturesque.  The  latter  can  be 
excluded  to  good  effect,  both  as  to  space  and  the  not 
inconsiderable  cost. 

When  illustrations  are  to  be  used  they  should 
accompany  manuscripts  and  each  should  always 
be  referred  to  in  the  text,  preferably  by  number. 
Drawings  or  graphs  should  not  be  larger  than  12  X 
16  inches,  and  must  be  made  with  jet  black  India 
ink  on  white  paper.  Do  not  use  typewriter  for  letter- 
ing. The  smallest  lettering  on  8 X 10  inch  copy 
should  be  no  less  than  inch  high.  Cross-section 
paper  (white  with  black  lines)  may  be  used,  but 
should  not  have  more  than  4 lines  per  inch.  If 
finer  ruled  paper  is  used,  the  major  division  lines 
should  be  drawn  in  with  black  ink,  omitting  the  finer 
divisions.  In  the  case  of  finely  ruled  paper,  only 
blue-lined  paper  can  be  accepted.  Lettering  and 
all  markings  must  be  large  enough  to  be  readable 
after  reduction.  Mail  rolled  or  flat,  never  fold. 
Photographs  should  be  very  distinct  and  show  clear 
black  and  white  contrasts.  They  must  be  on  glossy 
white  paper.  Avoid  round  and  oval  photographs. 

Whenever  possible  “crop”  photographs,  i.e.,  mark 
portion  that  can  be  excluded  when  reproduced. 
Crop  marks  should  be  on  margin  of  photographs. 
Do  not  run  pencil  lines  through  photographs. 

It  is  important  to  mark  the  top  of  the  illustration 
on  the  back,  also  its  number  as  referred  to  in  the  text, 
thus,  Fig.  1,  2,  and  the  name  and  address  of  the 
author. 

Legends  should  be  typewritten  on  one  sheet  of 
paper  and  attached  to  the  illustrations. 
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PARKWAY  HEALTH  RESORT 


Moore's  Mills,  Dutchess  County,  N.  Y. 

Lovely  20-acre  estate  Small  Lake — 3 Waterfalls 

FOR  REST  AND  RELAXATION 
Special  Diets — Hollywood  Steam  Cabinet 
GUESTS  AND  CONVALESCENTS 
Folder  Upon  Request  69  miles  from  N.  Y.  C. 


Lloyd  D.  Harris,  M.R.C.S.,  (Eng.)  L.R.C.P. 

Resident  Medical  Director Telephone:  Millbroolc  760 


GLADYS  BROWN  DDAWN’C  MUrray  Hill 

Owner -Director  DHWff  H O 3-7119 

MEDICAL  BUREAU 

7 East  42  Street,  New  York  17,  N.  Y. 

An  employment  agency  specializing  in  qualified  personnel 
for  Hospitals,  Chemical,  Pharmaceutical,  Insurance,  Ship- 
ping and  Industrial  organizations,  also  Medical  and  Den- 
tal offices. 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  650  Write  for  illustrated  booklet. 


PINEWOOD 

Westchester  County,  Katonah,  N.  Y.  — Katonah  775 

A psychiatric  hospital  furnishing  advanced  methods  of  therapy 
Licensed  by  the  Department  of  Mental  Hygiene 
Approved  for  residency  by  the  American  Medical  Association 

New  York  Offices 

Dr.  Louis  Wender— 59  E.  79  St.— Bu  8-0580— Mon-Wed-Fri 
Dr.  Joseph  Epstein— 975  Park  Ave.— Rh  4-3700— Tues-Thurs-Sat 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *T«I.  2-1621 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.  Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Phjsician-in-Cbar^i. 


COLLECTIONS 

Despite  Increased  costs,  we  have  maintained  the  lowest 
rates  in  the  collection  field  for  21  years. 

Bonded  to  the  A.M.A. 

Write  for  details  and  a list  of  clients  In  your  community 
to  whom  you  may  reler. 

NATIONAL  DISCOUNT  & AUDIT  CO. 

230  West  41st  St.  New  York  18,  N.  Y. 


FALKIRK 

IN  THE 

RANAPOS 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


— 2)o  you  need  a foai+ted — 
Medical  Ad&titaul? 

Graduates  with  12  months  intensive  train- 
ing in  laboratory  techniques,  physiotherapy 
apparatus,  X-Ray,  Nursing  techniques  and  sec- 
retariat. Assistants  possessing  personality, 
ability,  and  thorough  training. 

Maud!  School 

1834  Broadway— NYC  Circle  7-3434 

Licensed  by  tbe  State  of  New  York  


WORK  FOR  A DOCTOR? 

Paine  Hall  now  offers  13-week  evening  course  for 
graduate  nurses  and  girls  who  want  to  study  in 
spare  time  and  increase  technical  proficiency. 

HAEMATOLOGY 

URINALYSIS 

Monday,  Wednesday,  and  Thursday  even- 
ings, 7-10  p.m..  beginning  November  17. 

EST. 1849 

fiungHatt. 

1008  FIFTH  AVE.,  NEW  YORK  28,  BU  8-2294 


BUY 


Savings  Bonds 


Officers — County  Medical  Societies — 1948 

TOTAL  MEMBERSHIP  AS  OF  JANUARY  1,  1948—21,719 


County 

Albany 

Allegany 

Bronx 

Broome 

Cattaraugus 

Cayuga 

Chautauqua. . . . 

Chemung 

Chenango 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer 

Jefferson 

Kings 

Lewis 

Livingston 

Madison 

Monroe 

Montgomery. . . 

Nassau 

New  York 

Niagara 

Oneida 

Onondaga 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer.  . . . 

Richmond 

Rockland 

St.  Lawrence. . . 
Saratoga 

Schenectady. . . 

Schoharie 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins 

Ulster 

Warren 

Washington. . . . 

Wayne 

Westchester.  . . 

Wyoming 

Yates 


President 

H.  L.  Nelms Albany 

R.  O.  Hitchcock Alfred 

S.  Weiskopf Bronx 

J.  C.  Zillhardt Binghamton 

J.  S.  Fleming Salamanca 

11.  J.  Thomas Auburn 

F.  P.  Goodwin Jamestown 

D.  J.  Tillou Elmira 

J.  A.  Hollis Norwich 

J.  J.  Reardon Platts  burg 

E.  C.  Bliss Hudson 

F.  A.  Jordan Cortland 

C.  K.  Ives Roxbury 

J.  J.  Toomey Poughkeepsie 

A.  F.  Glaeser Buffalo 

J.  M.  Walsh Ticonderoga 

J.  R.  Murphy. . .Saranac  Lake 

F.  S.  Hyland Gloversville 

S.  L.  McLouth Corfu 

B.  Miller  E.  Durham 

Robert  W.  Dennis  . Herkimer 

L.  Otis  Fox Brownville 

A.  Koplowitz Brooklyn 

L.  A.  Avallone Lowville 

M.  A.  Hare Caledonia 

R.  B.  Cuthbert Canastota 

C.  S.  Lakeman Rochester 

R.  H.  Juchli Amsterdam 

E.  K.  Horton . Rockville  Centre 

FI.  B.  Davidson.  . . .New  York 
W.  W.  Pierce Lockport 

F.  T.  Owen Utica 

J.  G Fred  Hiss Syracuse 

W.  C.  Eikner.  .Clifton  Springs 
W.  J.  Hicks Middletown 

E.  T.  Eggert Knowlesville 

F.  L.  Carroll Oswego 

C.  B.  Kieler Cooperstown 

G.  W.  Vink Carmel 

G.  A.  Distler Woodhaven 

F.  J.  Fagan Troy 

S.  C.  Pettit St.  George 

G.  G.  Stone Suffem 

D.  M.  Tulloch. . . .Ogdensburg 

F.  A.  Mastrianni 

Mechanicville 

H.  E.  Reynolds. . .Schenectady 

J.  H.  Wadsworth Cobleskill 

F.  C.  Ward Odessa 

D.  L.  Koch Seneca  Falls 

L.  A.  Thomas. . . .Painted  Post 

T.  W.  Faulkner. . .Huntington 

R.  S.  Breakey Monticello 

H.  S.  Fish Waverly 

II.  W.  Ferris Ithaca 

D.  S.  Meyers Kingston 

J.  A.  Glenn,  Jr. . . . North  Creek 

I.  C.  Ostreicher. . . .Cambridge 

C.  L.  Steyaart Lyons 

W.  G.  Childress Valhalla 

W.  J.  Chapin Perry 

E.  C.  Foster Penn  Yan 


Secretary 

A.  Vander  Veer Albany 

Hazen  G.  Chamberlin. . .Cuba 

G.  B.  Gilmore Bronx 

M.  A.  Carvalho . . . Binghamton 
W.  B.  Arthurs Olean 

D.  S.  Eisenberg Auburn 

E.  Bieber Dunkirk 

H.  A.  Burch Elmira 

J.  H.  Stewart Norwich 

K.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

W.  A.  Wall Cortland 

S.  G.  Edgerton Delhi 

J.  F.  Rogers Poughkeepsie 

H.  G.  Walker Buffalo 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

R.  K.  Lenz Gloversville 

C.  C.  Koester Batavia 

W.  M.  Rapp Catskill 

Roy  C Knowles..  .Little  Falls 

C.  A.  Prudhon Watertown 

B.  M.  Bernstein Brooklyn 

E.  A.  Barnes Lowville 

R.  A.  Hemphill Mt.  Morris 

L.  S.  Preston Oneida 

J.  Lane Rochester 

D.  W.  Childs Amsterdam 

I.  Drabkin.  Rockville  Centre 

B.  W.  Hamilton New  York 

C.  M.  Dake,  Jr. . Niagara  Falls 

0.  J.  McKendree Utica 

1.  L.  Ershler Syracuse 

P.  M.  Standish. . .Canandaigua 

E.  C.  Waterbury. . .Newburgh 

A.  H.  Snyder Holley 

U.  Cimildoro Oswego 

F.  F.  Harrison . . . Cooperstown 

F.  J.  A.  Lehr Carmel 

E.  A.  Wolff Forest  Hills 

H.  F.  Albrecht Troy 

M.  Swick Thompkinsville 

R.  L.  Yeager Pomona 

C.  F.  Prairie Massena 

M.  J.  Magovern 

Saratoga  Springs 
R.  E.  Isabella. . . .Schenectady 

D.  R.  Lyon Middleburg 

C.  W.  Schmidt.  .Montour  Falls 

B.  Riemer Romulus 

R.  J.  Shafer Corning 

E.  P.  Kolb Holtsville 

D.  S.  Payne Liberty 

P.  E.  Zoltowski Waverly 

R.  Douglass Ithaca 

F.  H.  Voss Phoenicia 

A.  C.  Davis Glens  Falls 

D.  M.  Vickers Cambridge 

I.  M.  Derby Newark 

E.  J.  Dealy White  Plains 

P.  A.  Burgeson Warsaw 

W.  G.  Roberts Penn  Yan 


Treasurer 

F.  E.  Vosburgh Albami 

Loran  P.  Bly Cub; , 

C.  W.  Frank Bron; 

J.  W.  Kane Binghamtoi 

W.  B.  Arthurs Oleai 

L.  H.  Rothschild Auburi 

C.  E.  Hallenbeck Dunkirl 

E.  G.  Riddall Elmin 

J.  H.  Stewart Norwicl 

K.  M.  Clough Plattsbur; 

L.  J.  Early Hudsor 

F.  F.  Sornberger Cortlanc 

S.  G.  Edgerton Delh 

J.  F.  Rogers ....  Poughkeepsi< 

E.  A.  Woodworth Buffalt 

J.  E.  Glavin Port  Henrj 

D.  H.  Van  Dyke Malon< 

W.  H.  Raymond. . .Johnstowi 
C.  C.  Koester Batavk 

M.  H.  Atkinson Catskil 

A.  L.  Fagan Herkimei 

L.  E.  Henderson. . . Watertowr 

I.  E.  Siris Brooklyr 

E.  A.  Barnes Lowvilk 

R.  A.  Hemphill Mt.  Morris 

G.  S.  Pixley CanastoL 

J.  L.  Norris Rochestei 

M.  J.  Kizun Amsterdan 

W.  C.  Freese Baldwir 

C.  W.  Cutler New  Yorl 

F.  A.  Lowe Niagara  Fall; 

R.  C.  Hall Utiw 

A.  C.  Hofmann ......  Syracus* 

P.  M.  Standish.  . Canandaiguf 
E.  C.  Waterbury. . .Newburgl 

A.  H.  Snyder Hollej 

U.  Cimildoro Oswegt 

J.  M.  Constantine Oneont: 

G.  H.  Steacy Mahopa< 

A.  A.  Fischl Forest  Hill; 

H.  C.  Ensgter Troj 

H.  Dangerfield St.  Georgi 

M.  R.  Hopper Nyacl 

L.  T.  McNulty Potsdan 

J.  M.  Lebovich 

Saratoga  Spring. 

H.  Miller Schenectad) 

D.  L.  Best Middleburt 

C.  W.  Schmidt.  .Montour  Falb 

B.  Riemer Romulu; 

R.  J.  Shafer Cornini 

G.  A.  Silliman Say  villi 

D.  S.  Payne Libert] 

P.  E.  Zoltowski Waverl] 

R.  Douglass I thaci 

C.  B.  Van  Gaasbeek.  .Kingstoi 

A.  C.  Davis Glens  Fall;! 

C.  A.  Prescott. . .Hudson  Falb 

I.  M.  Derby Newarl 

R.  R.  Heffner... New  Rochelb 

P.  A.  Burgeson Warsav 

W.  G.  Roberts Penn  Yai 
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HOSPITALS  AND  SANATORIA  FOR  SALE 


Exceptional  opportunity  for  doctor  interested  in  physical 
medicine  to  take  over  ethical  institution  administering 
hydrophysioelectric  measures;  valuable  adjunct  in  arthritis, 
orthopedics,  neurology,  rehabilitation,  industrial  and  health 
groups;  equipped  for  100  cases  daily;  serving  medical  pro- 
fession 47  years  New  York  City;  may  be  obtained  for  in- 
ventory value.  Box  6076,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Rubin  Tubal  Insoufflation  Apparatus — Coj  tank  type — 
Mahogany  case — like  new,  $100.  L Miller,  650  Main 
St.,  New  Rochelle,  N.  Y. 


FOR  SALE 


Bausch  & Lomb  Microscope,  2 cystoscopes,  many  surgical 
instruments,  in  fine  condition.  Dr.  L.  K.,  30  Linden  Street, 
Brooklyn  21,  N.  Y. 


Private  Neuro-Psychiatric  Hospital  near  New  York  City  is 
desirous  of  obtaining  resident  associate  physician  with  N.  Y. 
State  License.  Box  101,  N.  Y.  St.  Jr.  Med. 


Medical  abstracting,  reviews,  medical  papers,  bibliographies; 
experienced,  inexpensive.  M.  N.  Cohen  (Literary  Service) 
2020  East  41  Street,  Brooklyn  10,  N.  Y. 


FOR  SALE 


Basic  office  equipment  adequate  to  start  practice.  Bargain 
price,  i.e.,  instruments  with  cabinets,  examining  and  treat- 
ment tables,  diathermy  lamps,  cautery  diagnostic  light  set, 
Kardex  system,  etc.  Leaving  general  practice.  Box  104, 
N.  Y.  St.  Jr.  Med. 


Classified  Rates 

Rates  per  line  per  insertion: 


One  time $1.35 

3 Consecutive  times 1.20 

6 Consecutive  times 1.00 

12  Consecutive  times .90 

24  Consecutive  times .85 


MINIMUM  3 LINES 

Count  7 average  words  to  each  line 

Copy  must  reach  us  by  the  20th  of  the  month  for  issue  of 
First  and  by  the  5th  for  issue  of  Fifteenth. 


CLASSIFIED 


REAL  ESTATE 


“LASALLE” — 30  East  60th  St.,  New  York,  N.Y.  offices  for 
professional  use  from  2nd  to  9th  floors.  2-3-4  rooms  adap- 
table for  further  subdivision.  Leases  3 to  5 years. 

Inquire— GRESHAM  REALTY  CO.,  INC. 

18  East  48th  Street,  New  York  City 
S.  A.  Berman  WIckersham  2-6200 


PROFESSIONAL  APARTMENTS 


Professional  attractive  4 room  apt.  available  New  York  City. 
Excellent  location  for  new  practice.  $100  mo.,  lease.  J. 
Lemle,  163  East  87th  St.,  N.  Y.  28. 


DOCTOR’S  OPPORTUNITY! 


Due  to  other  interests,  will  sell  or  lease  to  responsible  physi- 
cian or  group  of  physicians,  nearby  Westchester  property  and 
buildings  made  to  order  for  operation  as  a high  class  sani- 
torium,  rest  home  or  health  resort.  Exceptionally  beautiful 
grounds  and  lovely  main  house  and  annex  building.  Separate 
cottage  for  help.  Attractively  furnished  throughout.  Club 
house,  lounges,  swimming  pool,  etc.  Therapeutic  room  and 
equipment.  Capacity  up  to  75  patients.  For  further  infor- 
mation write  Box  102,  N.  Y.  St.  Jr.  Med. 


PRACTICE  FOR  SALE 


General  practice.  Queens,  nice  home -office  combination, 
specializing.  Excellent  opportunity.  Box  100,  N.  Y.  St. 
Jr.  Med. 


POSITION  WANTED 


Internist,  Diplomate  American  Board,  desires  location  or 
office  space  in  upstate  New  York.  Box  6071,  N.  Y.  St. 
Jr.  Med. 


For  Patents 


Consult:  Z.  H.  POLACHEK, 

Reg.  Patent  Attorney, 

1234  Broadway  (at  31st)  N.  Y.  LOngacre  5-3088 


ZEMMER  pharmaceuticals 

A complete  line  of  laboratory  controlled  ethical  pharmaceuticals. 

Chemists  to  the  Medical  Profession  for  44  years. 
THE  ZEMMER  COMPANY  • Oakland  Station  • » PITTSBURGH  13,  PA. 
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For  oral  use:  0.2  mg.  tablets — vials 
of  30.  bottles  of  100  and  500;  0.1 
mg.  tablets — bottles  of  100  and 
500  • For  intravenous  injection: 
1 cc.  ampuls,  0.2  mg. 


V' 


Purodigin  has  these  advantages: 

PRECISE  DOSAGE:  Purodigin  (Digitoxin  Wyeth)  is 
absolutely  uniform  . . . standardized  by  weight, 
prescribed  by  weight. 

LACK  OF  IRRITATION:  Purodigin  is  concentrated 
dosage  is  only  one  thousandth  that  of  digitalis  leaf. 
Nausea  is  rare. 

ABSORPTION  of  Purodigin  is  virtually  complete.  Almost 
no  irritating  residue  is  left  in  the  digestive  tract. 

SUSTAINED  ACTION:  Purodigin  remains  in  the  body 
as  long  as  digitalis. 


Try  Purodigin — especially  for  those  patients  who  do  not  easily  tolerate 
digitalis  leaf.  Without  interrupting  treatment,  simply  prescribe  0.1 -0.2 
milligram  Purodigin  in  place  of  0.1-0. 2 gram  digitalis. 


PURODIGIN 

CRYSTALLINE  DIGITOXIN 


® 

INCORPORATED  • PHILADELPHIA 


WYETH 


3,  PA. 
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FRIED  & KOHLER,  Inc. 

| “True  to  Life ” jj 

Artificial  Human  Eyes 

Specialists  in  AH  °f  Artificial  Human  Eyes 

Exclusively 


Comfort,  pleasing  cosmetic  appearance  and  motion  guaran- 
teed. Eyes  also  fitted  from  stock  by  experts.  Selections 
sent  on  memorandum.  Referred  cases  carefully  attended. 


FRIED  & KOHLER,  Inc. 

Especially  Made  to  order  by  Skilled  Artisans 


665  Fifth  Avenue  New  York,  N.  Y. 

(near  53rd  Street)  Tel.  Eldorado  5-1970 


“Over  Forty-five  Years  devoted  to  pleasing  particular  people ” 


Eliminate 

infection  „ 

WOUNDS  ULCERS 
LESIONS  FISSURES 
ABSCESSES  CYSTS 

by  simple  topical  application 


Bibliography : 

New  Eng.  J.  Med.  234:468,  1946. 

J.  Invest.  Derm.  8:11,1947. 

Annals  of  Allergy  4:33,  1946. 

Science  105:312,1947. 

J.  Bacteriology  Vol.  53,  June,  1947. 

Literature  on  request. 


CONSTITUENTS: 

V Hydrogen  peroxide  (90%)  W 
W 2.5%  1 

8-Hydroxyquinoline  0.1% 
Especially  prepared  glycerol 
qs.  ad.  120cc. 

B Supplied  in  four-ounce  M 

L - A 


'tfnfomcdiwna/  pharmaceutical  corporation 

132  Newbury  Street,  Boston  16,  Massachusetts 


GLYCERITE  OF  HYDROGEN  PEROXIDE 


t a 


Aids  granulation  of  healthy  tissue  and 
speeds  healing  processes . . . 

Non-toxic,  non-irritating,  non-sensitizing  . . . 
Apply  full  strength  as  frequently  as  desired. 


Glycerite  of  Hydrogen  Peroxide  ipc 

stable,  long-acting,  non-selective, 
bactericidal  solution . . . 


. . . Possesses  the  mechanical  advantages  of  liquid 
and  ointment  types  of  medication . . . 


Hygroscopic,  penetrates  into  and 

draws  plasma  from  deeper  parts  of  wounds, 

washing  particulate  matter  to  the  surface  . . . 


Exp 


ertence  is 


the  Best  Teacher 


JOHN  HUGHES  BENNETT  (1812-1875)  proved  it  in  histology 

Bennett’s  experiences,  gained  by  linking  physiology  with  clinical  medicine, 
led  him  to  institute  the  practical  study  of  histology,  to  recognize 
the  medicinal  value  of  cod  liver  oil,  and  to  be  the  first 
to  describe  the  blood  condition  leukemia  — Bennett’s  disease. 


R.  J.  Reynolds  Tobacco  Company,  Winston-Salem,  N.  C. 


es!  And  experience  is  the  best  teacher  in  smoking,  too 


people  smoked  many  different  brands — any 
brand  they  could  get.  And  as  they  smoked — they 
naturally  compared  the  different  brands  . . . for 
taste,  for  mildness,  for  coolness  . . . for  all-round 
smoking  enjoyment.  More  and  more  smokers, 
found  from  the  experience  of  those  comparisons 
that  Camels  suit  them  best. 

Result?  More  people  are  smoking  Camels  than 
ever  before! 

According  to  a JVationiridc  surrey : 


More  Doctors  Smoke  CAMELS 

than  anfi  other  eiffarette 

Three  nationally  known  independent  research  organizations  asked 
] 13,597  doctors—  in  every  branch  of  medicine  — to  name  the  cigarette 
they  smoked.  More  doctors  named  Camel  than  any  other  brand. 
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:,LAosf  PLASTIC  SURGERY 

By  Morton  I.  Berson,  M.D.,  New  York 

Original  Drawings  by  Dorothea  Sheffield 

THE  ATLAS  IS  NEW  IN  EVERY  RESPECT:  ILLUSTRATIONS,  ARRANGEMENT  AND  TEXT 


1200  illustrations  especially  drawn  or  from  author’s  original  photographs  or  movies.  Over 
400  red  plates  showing  incision  lines,  etc. 

The  entire  course  of  every  operation  is  charted,  from  selection  of  instruments  through  successive 
operative  steps  to  the  post-surgical  result. 

The  emphasis  is  on  simple  procedures,  clear  illustration.  A running  commentary  is  placed 
in  a narrow  column  next  to  illustrations. 

Eest  current  technics  are  presented,  developed  for  optimal  cosmetic  and  functional  results. 

Dr.  Person  has  for  many  years  specialized  in  the  field.  He  was  formerly  Director  of  the  Depart- 
ment of  Plastic  and  Reconstructive  Surgery,  The  Downtown  Hospital  and  Pan  American  Clinic, 
New  York. 

ORDER  FORM 

Please  send  on  approval, 

Berson:  ATLAS  OF  PLASTIC  SURGERY  $15 
Check  enclosed  □ Charge  my  account  □ 

Use  margin  for  name  and  address — please  print 

GRUNE  & STRATTON,  381  Fourth  Ave.,  New  York 


73/4  x 1 1 310  pages 

1 200  illustrations 
bibliography  index 

1948  $15.00 
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tract  disturbances  is  impaired 
fat  digestion,  resulting  in  flatulence,  upper  abdominal  discomfort, 
steatorrhea,  constipation  and  related  symptoms. 

Of  considerable  importance  also  is  the  interference  with  absorption 
and  utilization  of  iron,  calcium,  and  fat-soluble  vitamins — D,  E,  K 
and  Carotene — leading  to  well-known  deficiencies  in  these  essen- 
tial dietary  factors. 

Degalol — chemically  pure  deoxycholic  acid — provides  Nature’s 
emulsifier  to  facilitate  fat  digestion  and  absorption. 

In  the  presence  of  lipase  (which  is  rarely  absent),  one  or  two 
tablets  of  Degalol  t.i.d.  usually  suffice  to  reduce  appreciably 
the  symptoms  of  impaired  fat  digestion  and  to  allow  for  ab- 
sorption of  ingested  fat-soluble  vitamins. 


ELKHART.  INDIANA 
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The  businessei  formerly  conducted  by  Winfhrop  Chemical  Company,  Inc. 
and  Frederick  Stearns  & Company  ore  now  owned  by  Winthrop-Steorns  Inc. 


for  persons 

SENSITIVE 
TO  SOAP 


Those  who  develop  dermatitis  from  the  use  of 
soap  or  whose  existing  skin  disorder  is  aggravated 
by  soap,  need  a soapiess,  hypo-allergenic, 
well  tolerated  and  efficient  cleanser. 

jl[[  l till  (list  111,  a modern  detergent  emulsion 
which  contains  no  fatty  acids,  alkali,  color 
or  perfume,  effectively  cleanses  without  irritation. 

jl[[ l kti! iilsl til  is  well  tolerated  by  the  skin  and 
scalp  of  infants  and  children  as  well  as  adults. 

//*-  / 

//// /c? (j llisllLl  makes  an  abundant  lather 
in  hard  or  soft  water,  and  is  more  surface  active 
and  speedier  than  soap. 


and  samples 


HYPO-ALLERGENIC  SOAPLESS  SKIN  CLEANSER 

Supplied  in  Regular,  Oily  and  Dry  Types 

Available  in  2 oz.,7  oz., 

12  oz.,  1 gallon  bottles 
and  in  3 oz.  refillable 
hand  dispensers. 

New  York  13,  N.  Y.  Windsor,  Ont. 


INC. 
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! LIQUIDERMl 


FUNGICIDAL  • FUNGISTATIC  • PROPHYLACTIC 


/' DEPRIVES  ORGANISM  OF  ITS  CULTURE  MEDIA " 

Ethically  promoted  in  1 oi.  bottles  — literoture  ond  samples  on  request. 
COIIN  PHARMACAl  CO.,  4014  16th  AVE.,  BROOKLYN  18,  N.  Y. 


EPIDERMOPHYTOSIS 
RINGWORM 
OTOMYCOSIS 
INTERTRIGO 
PRURITIS  ANI 


Formula:  Di-iHobutyl  cresoxy  ethoxy  ethyl  dimethyl  ben*yl  ammonium  chloride, 
carbolic  acid,  benzoic  acid,  salicylic  acid,  resorcin,  camphor,  tannic  acid,  solution 
of  coal  tar  and  chlorthyrnol,  in  a specially  prepared  aromntised,  deodorant  base. 
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. . a considerable  reservoir  of 
unsuspected  and  unreported 
amebiasis  has  been  brought  back 
to  the  United  States . . . 


CJrging  clinicians  and  roentgenologists  to  be  on  the  alert 
for  signs  of  this  disease,  Wilbur  and  Camp2  note  the  frequency 
with  which  the  radiologist  finds  unsuspected  lesions, 
ultimately  diagnosed  as  amebiasis. 

Diodoquin  . . . high-iodine-containing  amebacide  . . . 

“is  a valuable  addition  to  the  therapeutic  remedies  available 
for  the  treatment  of  this  insidious  and  intractable  disease.”3 

Diodoquin  may  be  employed  in  acute  or  latent  forms 
of  amebiasis.  Relatively  nontoxic,  well  tolerated, 

Diodoquin  does  not  produce  unpleasant  purgation 
and  may  be  administered  over  prolonged  periods. 


DIODOQUIN 

(5,7-diiodo-8-hydroxyquinoline) 


1.  Editorial:  The  Problem  of  Amebiasis,  J.A.M.A.  134:1095 
( July  26)  1947. 

2.  Wilbur,  1).  L.,  and  Camp,  ./.  1).:  Amebic  Disease  of  the 
Cecum:  Clinical  and  Radiological  Aspects,  Gastroenter- 
ology 7:535  (Nov.)  1946. 

3.  Morton,  T.  C.  St.  C. : Diodoquin  for  Chronic  Amoebic  Dys- 
entery in  Service  Personnel  Invalided  from  India,  llrit.  M . 
1:831  ( June  16)  1945. 


SEARLE 

RESEARCH 
IN  THE  SERVICE 
CF  MEDICINE 


Diodoquin  is  the  registered  trad? mark  of 
(i.  D.  Searle  it*  Co.,  Chicaqo  SO,  Illinois. 
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CRANE  DISCOUNT  CORPORATION 

A Bonded  Institution 
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BUY 

Savings  Bonds 
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FACTS 


NATION-WIDE  surveys  indicate 
that  Carnation  Milk  is  more  widely 
used  in  infant  feeding  than  any 
other  brand  of  evaporated  milk. 


HEAT-REFINED  — forming  fine, 
soft,  flocculent,  low-tension  curds. 
HOMOGENIZED  -with  butterfat 


holding  up  a 24,000-quart  tankful  of  Carnation 
Evaporated  Milk.  Not  a drop  will  move  on 
for  final  processing  until  the  plant  chemist 
has  certified  that  particular  "batch”  tor  cor- 
rect butterfat  and  total  milk  solids  content. 


minutely  subdivided  for  easy  as- 
similation. 

FORTIFIED  — containing  pure  crys- 
talline vitamin  D3,'  400  U.S.P. 
units  per  pint. 

STANDARDIZED  — for  uniformity 
in  fat  and  total  solids  content. 


Every  Carnation  evaporating  plant  has  its  own 
laboratory;  and  a central  laboratory  regularly 
double-checks  samples  from  all  plants.  Thus 
is  assured  the  uniformity  of  composition  that 
makes  every  Carnation  Milk  infant-feeding 
formula  a known  and  dependable  quantity  — 
anywhere  and  any  time. 


EVERY  doctor  knows 


STERILIZED  —after  hermetic  seal- 
ing, insuring  bacteria-free  safety 
and  markedly  diminished  aller- 
genic properties. 


"From 

Contented 

Coivs" 
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For 

Anti-Flatulent 
Effects  in  Intestinal 
Putrefaction  and 
Fermentation 


TL 


Each  tablet  contains:  Extract  of  Rhubarb,  Senna,  Precipitated  Sulfur,  Peppermint  Oil  and 
Fennel  Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and  carminative.  For  use  in  indigestion,  hyper- 
acidity, bloating  and  flatulence. 

1 or  2 tablets  daily  */j  hour  after  meals. 

STANDARD  PHARMACEUTICAL  CO.,  INC. 
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Bottles  of  100 
1123  Broadway,  Now  York 


mdmyilm  mumMe 


In  the  endocrine  ensemble,  the  corpus  luteum  hormone 
is  instrumental  in  stimulating  progestational 
development  of  the  endometrium, 
inhibiting  abnormal  uterine  motility  and 
fostering  normal  estrogen  metabolism. 
When  deficiency  evokes  the  discords 
— habitual  abortion,  dysmenorrhea, 
premenstrual  tension,  meno-metrorrhagia 
— harmony  may  be  restored  with 


PRANONE 

SCHF.RINC’s  ORAI.I.Y  EFFECTIVE 


AN  HYDROHYDROXY-PROGESTERONE 


DOSAGE : 

Habitual  Abortion  Pranone*  Tablets  10  to  25  mg.  daily, 
increasing  to  30  to  75  mg.  during  periods  of  “calculated 
menses”  or  stress;  treatment  should  be  continued 
into  the  sixth  month  of  pregnancy. 

Dysmenorrhea  — Pranone  5 to  10  mg.  once  to  three  times 
daily  for  eight  to  ten  days  preceding  onset  of  expected  menses. 

Premenstrual  Tension  — Pranone  10  'mg.  once  or  twice 
daily  beginning  10  to  14  days  before  menses. 

Meno-metrorrhagia  — Pranone  10  mg.  two  to  three  times 
daily  during  the  last  half  of  the  menstrual  cycle,  repeating 
the  dosage  during  several  successive  cycles. 

For  parenteral  corpus  luteum  therapy  Proluton*  — 
progesterone  in  oil  — is  available. 

PACKAGING  : Pranone  Tablets  of  5,  10.  and  25  mg.,  in  boxes 

of  20,  40,  100  and  250  tablets.  Proluton  in  ampuls 
of  1,  2,  5 and  10  mg.,  in  boxes  of  3,  6 and  50  ampuls; 
multiple  dose  vials  of  10  cc.  containing  25  mg.  per  cc. 


"A 
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Vkme  a/i& 
da  mami  Jzincli 

c^l  Zcfzma  . . . TAR  IS  THE  MASTER  REMEDY 


. . . A.ND  there  are  so  many  tar  preparations!  Crude 
and  refined,  white  and  black,  and  in  many  different 
vehicles.  In  the  hands  of  many  leading  dermatologists, 
pediatricians,  and  general  practitioners,  Tarbonis  — be- 
cause of  its  distinctive  advantages  — is  the  preferred  tar 
preparation  in  the  management  of  eczema. 

In  most  instances,  eczema  requires  intense  and  pro- 
longed treatment.  Tarbonis,  presenting  a 5 per  cent 
alcoholic  extract  of  carefully  selected  crude  tars  together 
with  lanolin  and  menthol  in  a vanishing-type  cream,  is 
completely  nonirritant.  It  is  safely  applied  as  often  as 
desired,  every  two  hours  if  indicated,  for  as  long  as  needed, 
without  leading  to  superimposed  irritation  or  furunculosis. 

In  eczema  of  the  face  and  hands  Tarbonis  is  especially 
appreciated.  It  brings  no  stigma  to  the  patient,  since  it 
leaves  no  trace  upon  the  skin.  The  patient  can  apply 
it  during  business  or  social  activities  without  arousing 
attention  — it  cannot  be  detected.  It  is  greaseless,  non- 
staining to  skin,  linen,  and  clothing,  and  nonsoiling. 
Best  of  all,  it  is  free  from  all  objectionable  tarry  odor, 
exhibiting  instead  a pleasant  soapy  scent. 

THE  TARBONIS  COMPANY 

4300  Euclid  Avenue  • Cleveland  3,  Ohio 


TARBONIS  COMPANY, 

Cleveland  3,  Ohio 

You  may  send  me  a sample  of  Tarbonis. 
Dr 

Address 

City,  Zone,  and  State 
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SOTRADECOL 

(SO'-TRA-DEC'-OL) 

A NEW  SCLEROSING  AGENT  FOR 
THE  INJECTION  THERAPY  OF 
VARICOSE  VEINS. 

"There  is  no  reaction  or  urticarial 
manifestation  . . . There  were  no  re- 
currences and  recanalizations.”* 

Available — 3%  sterilized  solution  in  20cc 
multiple  dose  vials — thru  prescription  phar- 
macies or  surgical  supply  dealers. 

(Ingredient)  (Sodium  2 Methyl-7  ethylundecyl  Sulfate-4) 

Descriptive  brochure  and  reprints 
sent  on  request. 

*Hirschman,  S.  R.,  N.  Y.  St.  Jr.  Med., 
47:1367-8,  June  15;  1947. 

WALLACE  & TIERNAN 
PRODUCTS,  INC. 

Belleville  9,  N.  J.,  U.  S.  A. 


provides  service  and  repairs 

COAST  to  COAST 


Wherever  rhe  Hanger  Wearer  may  live 
or  travel,  he  can  feel  assured  that  his 
Hanger  Artificial  Limb  will  be  properly  serviced 
at  the  nearest  Hanger  office. 

One  or  more  offices  in  every  section — North, 
East,  South,  and  West — render  Hanger  Wearers 
the  same  high  quality  service.  Conveniently 
located  in  many  key  cities,  each  offers  complete 
repair  facilities  and  carries  a full  line  of  Hanger 
Standard  parts  and  supplies. 

Thus  the  Hanger  Wearer  is  caused  a minimum  of 
inconvenience  and  discomfort.  Long  waits  for 
shipments  from  distant  factories  are  eliminated. 
Traveling  representatives  cover  many  areas  sur- 
rounding the  offices.  In  such  areas,  Hanger 
Service  is  brought  literally  to  Hanger  Wearers. 


HANGERS 


ARTIFICIAL 
LIMBS 


104  Fifth  Avenue  98  Central  Avenue 

New  York  11,  New  York  Albany  6,  New  York 

200  Sixth  Avenue 
Pittsburgh  30,  Pa. 
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the 


elixir 

another  Robins'  triumph 


AVAILABLE  In  pints  and  gallons. 


• Robins'  "Donnatal  Elixir”*  marks  an  important  step 
forward  in  spasmolytic  therapy.  Developed  for  adults 
and  children  alike,  this  outstanding  spasmolytic  and  sedative 
now  greatly  widens  the  range  of  its  therapeutic  usefulness. 

• As  an  elixir,  its  exceptional  palatability  ...  its  ease  of 
administration  and  flexibility  of  dosage  . . . together  with 
its  prompt,  uniform  action  — all  make  it  the  spasmolytic  of 
choice  in  such  pediatric  conditions  as  spastic  pyloric 
stenosis,  intestinal  colic,  diarrhea  and  enuresis. 

• Donnalal's  comprehensive  spasmolytic  effect  — with  an 
unusually  wide  margin  of  therapeutic  safety  — results  from 
a synergistic  combination  of  small,  fixed  amounts  of  the 
principal  belladonna  alkaloids,  with  phenobarbital. 
Each  5 cc.  (1  teaspoonful)  of  Donnatal  Elixir  equals 
1 Donnatal  tablet  in  therapeutic  effectiveness. 

• "Donnatal"  is  the  registered  trade  mark  oi  A.  H.  Robins  Co. 
Ethical  Pharmaceuticals  of  Merit  since  1878 

A.  H.  ROBINS  COMPANY  • RICHMOND  19,  VA. 

POSAGE  Infants:  */«  teaspoonful  2 or  3 times 
daily  as  necessary.  Children:  1 teaspoonful 
2 or  3 times  daily  as  necessary. 
Adults  : 1 or  2 teaspoonfuls,  3 or  4 times  daily. 

FORMULA  Each  teaspoonful  (S  cc.)  contains: 
Hyoscyamine  Sulfate  . . . 0.1037  mg. 
Atropine  Sulfate  . . . 0.0194  mg. 
Hyoscine  Hydrobromide  . . . 0.0065  mg. 
Phenobarbital  (V«  gr.)  . . . 16.2  mg. 
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UNIQUE 


In  several  important  respects,  Mandelamine 
is  unique  among  the  urinary  antiseptics 
which  the  physician  now  has  at  his  com- 
mand. Mandelamine  is  safe.  It  may  be  con- 
fidently administered  in  therapeutic  dosage  virtually  without 
consideration  of  toxic  effects,  thus  eliminating  the  need  for 
careful  selection  of  patients. 

Mandelamine  is  convenient.  The  uncomplicated  oral  ad- 
ministration of  Mandelamine  requires  no  supplementary 
acidification  (except  in  those  cases  where  urea  splitting 
organisms  are  present),  restriction  of  fluid  intake,  dietary 
control,  or  other  special  measures. 

Mandelamine  is  prompt  and  effective.  Because  of  the  chem- 
ical combination  of  mandelic  acid  and  methenamine,  Man- 
delamine provides  early  control  and  therapeutic  effectiveness 
in  common  urinary  infections.  A physician’s  sample  and 
literature  on  request. 


Re?.  U.  S.  Pat.  Off. 
(Methenamine  Mandelate) 


Mandelamine  is  supplied 
in  enteric  coated  tablets 
of  0.25  Gm.  (3%  grains) 
each,  in  packages  of  120 
tablets,  sanitaped,  and  in 
bottles  of  500  and  1000. 


Manufacturing  Chemists 


Yonkers  2,  New  York 
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GREETINGS 


1947  - 1948 


tf-nant  A h,  Affed,  (leti/ied  PJwfAUUast 

Beneficiary  of  the  PHYSICIANS’  HOME 
on  receiving  his  first  monthly  check  for 
maintenance  and  comfort: 

“Out  of  the  darkness  of  night 
The  world  rolls  into  light 
It  is  daybreak  everywhere 


PHYSICIANS’  HOME 

52  EAST  66th  STREET  • NEW  YORK  21,  N.  Y. 


vagin  ^ 


"BOW  BEND" 

Opens  info  Position  with  Rim  Behind  the  Cervix 
FEATURES  OF  THE  BOW  BEND  DIAPHRAGM: 

• No  inserter  required 

• On  compression,  forms  an  arc 

• Largely  self-positioning 

• Opens  to  a circle 

• May  be  prescribed  in  all  normal  cases, 
as  well  as  in  many  deviating  from 
the  normal 

Widely  used  by  Child  Spacing  Clinics  and  by 
Gynecologists.  All  sizes:  — 60  to  100  mm. 


For  further  technical 
information,  write  to" 


-►I  DUREX  PRODUCTS,  INC.  (Dept.  2) 

684  Broadway.  New  York  12,  N.  Y. 

Please  send  me  full  technical  information  on  the 
BOW  BEND  DIAPHRAGM. 


Manufacturers  of  Lactikol  Jelly  and 
lactikol  Creme,  approved  by  the  Council 
on  Pharmacy  & Chemistry  of  the  A.M.A. 


Dr 

Street 

City  State 

(Kindly  print  name  and  address) 
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Aminoids 


REG.  U.  S.  PAT.  OFF. 


IMPROVED  BIOLOGIC  EFFICIENCY. 

Rat-growth  curves,  determined  by  indepen- 
dently conducted  tests,  demonstrate  the 
high  biological  value  of  AMINOIDS,* 
compared  with  casein,  recognized  as  a high- 
quality  protein. 


PALATABILITY  and  ADAPTABILITY. 

AMINOIDS  retains  the  inviting  palatability 
long  associated  with  its  name.  May  be  given 
in  a variety  of  appetizing  ways — in  hot  or  cold 
liquids,  desserts,  cereals,  etc. 


FOOD  RESEARCH  IABOR ATORIES,  INC. 


AVERAGE  GROWTH  RESPONSE  CURVES  OP  RATS  ON  THE  INDICATED 
LEVELS  CF  PROTEIN  SUPPLIED  BY  AMINOIDS  9000  OR  CASEIN  B3F. 


THE  ARLINGTON  CHEMICAL  COMPANY 

YONKERS  1.  MEW  YORK 


I 


AMINOIDS  is  derived,  from  selected 
protein  sources  (liver,  beef  muscle, 
wheat,  soya,  yeast,  casein,  and  lac- 
talbumin).  Analysis  indicates  the  pres- 
ence of  all  the  essential  amino  acids  in 
significant  quantities. 

Ammo  Acid  Analysis! 


Amino  Acid 

On  Protein  Basis 
N x 6.25  = 100% 

% 

3.0 

Arginine 

Histidine 

2.6 

Lysine 

5.8 

Tyrosine 

4.1 

Tryptophan 

1.3 

Phenylalanine 

5.8 

Cystine 

1.2 

Methionine 

2.4 

Threonine 

3.6 

Leucine 

10.2 

Isoleucine 

7.7 

Valine 

6.8 

ablespoonful  t.i 

i.d.  supplies  12  Cm. 

)tein  as  hydrol 

ysate. 

Supplied  as  a dry.  granular  powder,  in 
bottles  containing  6 oz. 

♦The  word  AMINOIDS  is  a registered  trademark  of 
The  Arlington  Chemical  Company. 
fR.  J.  Block:  Personal  Communicaton. 


Ainfnoids 
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With  the  addition  of  ‘Berninal’  fortified  with  Iron,  Liver  and  Folic  Acid,  No.  821,  the 
‘Berninal’  family  now  presents  six  distinctive  forms  and  potencies  for  the  effective  treatment 
of  vitamin  ‘B’  deficiencies.  ‘Berninal’  fortified  with  Iron,  Liver  and  Folic  Acid  is  suggested 
for  the  treatment  and  prevention  of  iron-deficiency  anemias  and  certain  macrocytic 
anemias  as  well  as  adjunctive  therapy  in  pernicious  anemia.  Starting  with  the  newest 
addition  here  are  the  six  members  of  the  versatile  ‘Berninal’  family  for  ‘B’  therapy: 


1.  ‘Bsminal’  fortified  zoith  Iron,  Liver  and  Folic  Acid  (Capsules)  no.  821 

2.  'Berninal'  Forte  with  Vitamin  C ( Capsules ) no.  817 

3.  'Berninal'  Forte  Injectable  Dried  no.  495 

4.  ‘Berninal’  Granules  no.  925 

5.  ‘Berninal’  fortified  with  Iron  and  Liver  (Capsules)  no.  81G 

6.  ‘Berninal’  Tablets  no.  8 1 5 

Ayerst,  McKenna  & Harrison  Limited 
22  East  40 tli  Street,  New  York  1 (>,  N.  Y. 


✓ 


‘Berninal’  for  ‘B’  therapy 


Ojt'tA/ 
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BURDENED  HEART 


EDEMATOUS  TISSUES 


DUBIN  AMINOPHYLLIN 

ACTIVE  DIURETIC  • MYOCARDIAL  STIMULANT 
BRONCHIAL  RELAXANT 


DISTRESSED  LUNGS 


In  Bronchial  Asthma,  Paroxysmal  Dyspnea, 
Cheyne-Stokes  Respiration. 


TABLETS  • AMPULS  • POWDER  • SUPPOSITORIES 


H.  E.  DUBIN  LABORATORIES,  Inc.,  250  East  43rd  St.,  New  York  17,  N.Y. 


INDEX  TO  ADVERTISED  PRODUCTS 


Aminoids  (The  Arlington  Chemical  Company)  132 
Aminophyllin  (H.  E.  Dubin  Laboratories, 

Inc.) 134 

Auralgan  (The  Doho  Chemical  Corpora- 
tion)   145 

Beminal  (Ayerst,  McKenna  & Harrison 

Limited) 133 

Boroleum  (Sinclair  Pharmacal  Co.,  Inc.) 221 

Brioschi  (G.  Ceribelli  & Co.) 144 

Degalol  (Ames  Company,  Inc.) 117 

Digilanid  (Sandoz  Chemical  Works,  Inc.) . . 118 

Diodoquin  (G.  D.  Searle  & Co.) 121 

Diurbital  (Grant  Chemical  Co.,  Inc.) 142 
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Endoglobin-C  (Endo  Products  Inc.) 143 
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pany)   152 

Glycerite  of  Hydrogen  Peroxide  (International 

Pharmaceutical  Corporation) 114 

Hepacoids  (Gold  Leaf  Pharmacal  Company, 

Inc.) ‘ . 144 

Heptuna  ( J.  B.  Roerig  and  Company) . 136 

Liafon  (E.  R.  Squibb  & Sons) 151 

Liquidernr  (Colin  Pharmacal  Co.) 120 

Mandelamine  (Nepera  Chemical  Company, 

Inc.) 130 

Mercuhydrin  (Lakeside  Laboratories,  Inc.) ....  149 

Metandren  (Ciba  Pharmaceutical  Products, 

Inc.) 3rd  cover 


Nitranitol  (The  Wm.  S.  Merrell  Company)  2nd  cover 
Nucarpon  (Standard  Pharmaceutical  Co., 


Oleum  Percomorphum  (Mead  Johnson  & 

Company) 4th  cover 

Phisoderm  ( Winthrop-Stearns  Inc.) 119 

Phosphaljel  (Wyeth  Incorporated) 147 

Pranone  (Schering  Corporation) 125 

Ramses  (Julius  Schmid,  Inc.) 137 

Sotradecol  (Wallace  & Tiernan  Products, 

Inc.) 128 

Tarbonis  (The  Tarbonis  Company) 127 

Thesodate  (Brewer  & Company,  Inc.) 217 

Thum  (Kum  Specialty  Co.)  221 

Dietary  Foods 

Candy  (National  Confectioners’  Association) . . 135 

Evaporated  Milk  (Carnation  Company) 123 

Ovaltine  (The  Wander  Company) 148 

Similac  (M  & R Dietetic  Laboratories,  Inc.) . . . 139 

Medical  and  Surgical  Equipment 

Artificial  Eyes  (Fried  & Kohler,  Inc.) 113 

Artificial  Limbs  ( J.  E.  Hanger) 128 

Bow  Bend  (Durex  Products,  Inc.) 131 

Hydrogalvanic  Generators  (Teca  Corpora- 
tion)   122 

Supports  (Wm.  S.  Rice,  Inc.) 134 

X-Ray  Equipment  ( Westinghouse  Electric 

Corp.) 224 

Miscellaneous 

Atlas  of  Plastic  Surgery  (Grune  & Stratton) . . 116 

Cigarettes  (R.  J.  Reynolds  Tobacco  Company)  115 
Spring  Water  (Saratoga  Springs  Authority) 150 


WHEN  YOU  NEED  A GOOD  SUPPORT 

FOR  REDUCIBLE  H E R N I A — may  we  suggest  the  advantages  of 

“custom-made”  Protection,  designed  to  meet  the  described  needs  of  each  particular  case?  Physi- 
cians, who  know  from  experience,  can  tell  you  that  Rice  “custom-made”  Supports  for  reducible 
HERNIA  are  truly  different  and  that  our  methods  are  dependable.  With  dozens  of  different 
styles,  shapes  and  types  of  pads  at  our  disposal  and  with  a full  realization  of  our  responsibility  to 
those  who  put  their  faith  in  us  —we  respectfully  offer  our  services  for  your  approval.  Descrip- 
tive literature  and  measurement  charts  on  request 

WILLIAM  S.  RICE,  Inc.,  (Lock  Box  101),  ADAMS,  NEW  YORK 

BRANCH  SUPPLY  AND  FITTING  OFFICES 

BUFFALO,  N.  Y.— ROCHESTER,  N.  Y.— PITTSBURGH,  PA. 
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When  a Bit  of 


From  a psychogenic  point  of 
view,  anything  that  adds  to  the 
patient’s  sense  of  well-heing 
contributes  to  more  rapid  re- 
turn of  a normal  outlook. 
Candy  can  serve  in  this  capac- 
ity. When  not  contraindicated 
by  the  clinical  situation  at 
hand,  a piece  or  two  of  candy 
at  the  end  of  a meal  leads  to  a 
feeling  of  satiety  in  a most 
pleasant  form.  Most  persons 
like  candy,  and  permission  to 
enjoy  this  treat  during  the 
convalescent  period  especially  gives  encouraging  assurance  to  the 
patient  that  the  clinical  progress  being  made  is  satisfactory. 


Means  So  Much 


That  candies  have  a place  in  the  dietary  is  evident  from  the  many  desir- 
able foods  with  which  most  candies  are  made — eggs,  butter,  cream,  milk 
and  nuts.  To  the  extent  these  foods  are  present,  candies  contribute 
valuable  protein,  B complex  vitamins  and  important  minerals.  Candies 
also  provide  concentrated  caloric  food  energy,  a desirable  feature  when 
weight  loss  must  be  corrected.  Thus  candy  enjoys  a worth-while  place 
in  the  dietary  not  only  during  convalescence,  but  also  during  health. 


1 NORTH  LASALLE  STREET  . CHICAGO  2,  ILLINOIS 
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Ferrous  Sulfate  U.S.P 4.5  Groins 

Vitamin  A (Fish-Liver  Oil).  . 5,000  U.S.P.  Units 
Vitamin  D (Tuna-Liver  Oil).  500  U.S.P.  Units 
Vitamin  Bi  (Thiamine  Hydrochloride).  2 mg. 

Vitamin  B2  (Riboflavin) 2 mg. 

Vitamin  B<5  (Pyridoxine  Hydrochloride)  0.1  mg. 

Calcium  Pantothenate 0.333  mg. 

Niacinamide 10  mg. 


Together  with  other  B-complex 
factors  from  liver  and  yeast. 


, RON /HONE  /S  NEEDED 


Heptuna 


a,  ROE  RIG 


Correcting  the  hemoglobin  level  in  hypo- 
chromic anemia  patients  is  not  always 
enough.  Many  symptoms  formerly  attrib- 
uted to  lack  of  hemoglobin  are  now  known 
to  be  due  to  multiple  vitamin  deficiencies. 

Heptuna — a combination  of  seven  essen- 
tial vitamins  plus  the  most  readily  available 
form  of  iron — corrects  the  entire  anemia 
syndrome,  not  only  the  hemoglobin  level. 


J.  B.  ROERIG  AND  COMPANY  • 536  Lake  Shore  Drive  • Chicago  11,  III. 


FRETS  ABOUT 

TRADEMARK  REC.  U S.  PAT.  OFF. 

URGIRRL  JEIIV 


• Immobilizes  sperm  in  the 
fastest  time  recognized 
under  the  Brown  and  Gam- 
ble measurement  technique; 

• Does  not  liquefy  at  body 
temperature  nor  separate  on 
standing  . . . not  unduly 
lubricating; 


• Maintains  an  occlusive  film 
over  the  cervix  uteri  for  as 
long  as  10  hours  after  coitus 
as  confirmed  by  direct-color 
photography; 

# Nonirritating  and  nontoxic, 
therefore  suitable  for  con- 
tinuous use. 


For  the  optimum  protection  which  can  be  furnished  by  a 
vaginal  jelly — "RAMSES"*  Vaginal  Jelly  can  be  specified 
with  the  confidence  that  no  better  product  is  available. 
Active  ingredients:  Dodecaethyleneglycol  Monolaurate  5%; 
Boric  Acid  1%;  Alcohol  5%. 


JULIUS  SCHMID,  INC.,  423  W.  55th  St.,  New  York  19,  N.  Y. 

*The  word  "RAMSES"  is  a registered  trademark  of  Julius  Schmid,  Inc. 
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Match  up  the  people  and  the  horns 

(It  may  mean  money  to  you!) 


The  first  two,  of  course,  are  very  easy. 

The  sea  captain  (1)  goes  with  Cape  Horn 
(2);  and  the  musician  (2)  with  the  French 
horn  (3). 

That  leaves  the  Average  American  (3) 
matched  up  with  the  Horn  of  Plenty  (1). 

As  such  an  American,  you’d  like  that  to 
be  true,  wouldn’t  you? 

It  can  be — and  will  be— for  millions  of 
Americans  who,  today,  are  putting  money 
regularly  into  U.  S.  Savings  Bonds. 

In  ten  years,  as  the  Bonds  mature,  these 
millions  will  find  that  they  have  truly 
created  a Horn  of  Plenty  for  themselves! 


For  they’ll  get  back  $4.00  for  every  $3.00 
they’re  putting  in  today! 

There  are  now  two  easy,  automatic  ways 
to  buy  U.  S.  Savings  Bonds  regularly. 

The  Payroll  Savings  Plan  for  men  and 
women  on  payrolls;  the  Bond-A-Month 
Plan  for  those  not  on  payrolls  but  who 
have  a bank  checking  account. 

If  you’re  not  on  one  of  these  plans,  get 
started  today.  Your  employer  or  banker  will 
give  you  all  the  details. 

Let  U.  S.  Savings  Bonds  fill  up  your  per- 
sonal Horn  of  Plenty  . . . for  the  years  to 
come! 


Automatic  saving  is  sure  saving  . . . 
U.  S.  Savings  Bonds 


Contributed  hv  this  magazine  in  co-operation 
with  the  Magazine  Publishers  of  America  as  a public  service. 


Similac  is  a complete,  laboratory  modification  of  cow’s  milk 
providing  fat,  protein,  carbohydrate,  and  minerals  in  breast 
milk  proportions — and  in  forms  chemically  and  metabol- 
ically  resembling  those  food  substances  as  found  in  breast 
milk. 


Feedings  are  prepared  simply  by  adding  the  Similac  powder 
to  water  in  proportions  prescribed. 

Simple  preparation  minimizes  chances  of  error  on  the  pari 
of  the  mother. 


C77/Vr„/ 


Not  advertised  to  the  laity.  No  directions  on  or  in  the  trade 
package. 


A powdered,  modified  milk  product  especially  prepared  for  infant  feeding,  made  from 
tuberculin  tested  cow’s  milk  (casein  modified)  from  which  part  of  the  butter  fat  has  been  re- 
moved and  to  which  has  been  added  lactose,  cocoanut  oil,  cocoa  butter,  corn  oil,  and  olive 
c I.  Each  quart  of  normal  dilution  Similac  contains  approximately  400  U.S.P.  units  of  Vitamin 
D,  and  2500  U.S.P.  units  of  Vitamin  A as  a result  of  the  addition  of  fish  liver  oil  concentrate 


SlMlI.'AC 


M & R DIETETIC  LABORATORIES, 


NC.  • COLUMBUS  16,  OHIO 


Officers — County  Medical  Societies — 1948 

TOTAL  MEMBERSHIP  AS  OF  JANUARY  15,  1948—21,776 


County 

Albany  

Allegany  

Bronx  

Broome 

Cattaraugus. . . . 

Cayuga 

Chautauqua. . . . 

Chemung 

Chenango  

Clinton 

Columbia 

Cortland  

Delaware 

Dutchess 

Erie 

Essex  

Franklin 

Fulton  

Genesee 

Greene  

Herkimer  

Jefferson 

Kings  

Lewis  

Livingston 

Madison 

Monroe  

Montgomery. . . 
Nassau 

New  York 

Niagara 

Oneida 

Onondaga 

Ontario  

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens  

Rensselaer  . . . 
Richmond  .... 
Rockland 
St.  Lawrence. . . 
Saratoga  

Schenectady . . . 
Schoharie 

Schuyler  

Seneca  

Steuben  

Suffolk  

Sullivan  

Tioga  

Tompkins  . . . . 

Ulster  

Warren 

Washington  . . 

Wayne  

Westchester . . . 

Wyoming 

Yates 


President 

H.  L.  Nelms Albany 

It.  O.  Hitchcock Alfred 

S.  Weiskopf Bronx 

J.  C.  Zillhardt Binghamton 

•I  S.  Fleming Salamanca 

R.  J.  Thomas Auburn 

F.  P.  Goodwin Jamestown 

D.  J.  Tillou Elmira 

J.  A.  Hollis Norwich 

J . J . Reardon Plattsburg 

E.  C.  Bliss Hudson 

F.  A.  Jordan Cortland 

C.  K,  Ives Roxbury 

J.  J.  Toomey. . . . Poughkeepsie 

A.  F.  Glaeser  Buffalo 

J.  M.  Walsh Ticonderoga 

J.  R.  Murphy. . .Saranac  Lake 

F.  S.  Hyland Gloversville 

S.  L.  Me  Louth Corfu 

B.  Miller  ...  E.  Durham 
Robert  W.  Dennis  Herkimer 

L.  Otis  Fox Brownville 

A.  Koplowitz Brooklyn 

L.  A.  Avallone Lowville 

M.  A.  Hare Caledonia 

R.  B.  Cuthbert. . . . Canastota 

C.  S.  Lakeman Rochester 

R.  II.  Juchli Amsterdam 

E.  K.  Horton.  Rockville  Centre 

H.  B Davidson.  . . .New  York 
W.  W.  Pierce, Lockport 

F.  T.  Owen  Utica 

J.  G Fred  Hiss Syracuse 

W.  C.  Eikner.  .Clifton  Springs 
W.  J.  Hicks Middletown 

E.  T.  Eggert Knowdesville 

F.  L.  Carroll Oswego 

C.  B.  Kieler Cooperstown 

G.  W.  Vink Carmel 

G.  A.  Distler Woodhav^n 

I'  J Fagan Troy 

S C.  Pettit St.  George 

G G.  Stone  Suffern 

1).  M.  Tulloch.  Ogdensburg 
l1’.  A.  Mastrianni 

Mechanicville 

N.  II.  Rust Schenectady 

J.  II.  Wadsworth  Cobleskill 
F.  C.  Ward  Odessa 

D I,  Koch  . ^“neca  Falls 

V.  S.  Iligby Bath 

T.  W.  Faulkner  Huntington 

R.  S.  Breakey  Monticello 

H . S.  Fish Waverly 

H.  W.  Ferris Ithaca 

D.  S.  Meyers  ...  Kingston 

J.  A Glenn,  Jr. . North  Creek 
I C Ostreicher..  Cambridge 
J.  II.  Arseneau  . Lyons 

W.  G.  Childress  . . Valhalla 

O.  T.  Ghent.  Warsaw 

E.  C.  Foster  . . . Penn  Yan 


Secretary 

A.  Vander  Veer Albany 

Hazen  G.  Chamberlin.  . Cuba 

G.  B.  Gilmore Bronx 

M.  A.  Carvalho. . .Binghamton 
W.  B.  Arthurs Olean 

D.  S.  Eisenberg Auburn 

E.  Bieber Dunkirk 

H.  A.  Burch Elmira 

J.  H.  Stewart Norwich 

K.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

W.  A.  Wall Cortland 

S.  G.  Edgerton Delhi 

J.  F.  Rogers Poughkeepsie 

H.  G.  Walker. . . . Buffalo 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

R.  K.  Lenz Gloversville 

C.  C.  Koester Batavia 

W.  M Rapp Catskill 

Roy  C Knowles.  . Little  Falls 

C.  A.  Prudhon Watertown 

B.  M.  Bernstein Brooklyn 

E.  A.  Barnes Lowville 

R.  A.  Hemphill. . . . Mt.  Morris 

L.  S.  Preston Oneida 

J.  Lane Rochester 

D.  W.  Childs Amsterdam 

I.  Drabkin  Rockville  Centre 

B.  W.  Hamilton ...  New  York 

C.  M.  Dake,  Jr*  Niagara  Falls 

0.  J.  McKendree Utica 

1.  L.  Ershler Syracuse 

P.  M.  Standish. . .Canandaigua 

E.  C.  Waterbury.  . .Newburgh 

A.  II.  Snyder Holley 

U.  Cimildoro Oswego 

F.  F.  Harrison ...  Cooperstown 

F.  J.  A.  Lehr Carmel 

E.  A.  Wolff Forest  Hills 

H.  F.  Albrecht Troy 

M.  Swick.  . . Thompkinsville 

R.  L.  Yeager Pomona 

C.  F.  Prairie Massena 

M.  J.  Magovern 

Saratoga  Springs 
R.  E.  Isabella ....  Schenectady 

D.  R.  Lyon Middleburg 

C.  W.  Schmidt.  .Montour  Falls 

B.  Riemer Romulus 

R.  J.  Shafer Corning 

E.  P.  Kolb Holts ville 

D.  S.  Payne Liberty 

P.  E.  Zoltowski Waverly 

R.  Douglass Ithaca 

F.  II.  Voss Phoenicia 

A.  C.  Davis Glens  Falls 

D.  M.  Vickers Cambridge 

I.  M.  Derby Newark 

W.  A.  Kelly. . . .Mt.  Vernon 

P A.  Burgeson Warsaw 

W G Roberts Penn  Yan 


Treasurer 

F.  E.  Vosburgh Albany 

Loran  P.  Bly Cuba 

C.  W.  Frank  Bronx 

J.  W.  Kane Binghamton 

W.  B.  Arthurs Olean 

L.  H.  Rothschild Auburn 

C.  E.  Hallenbeck Dunkirk 

E.  G.  Iliddall Elmira  i 

J.  H.  Stewart Norwich 

K.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

F.  F.  Sornberger Cortland 

S.  G.  Edgerton  Delhi 

J.  F.  Rogers.  Poughkeepsie 

E.  A.  Woodworth Buffalo  | 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

W.  H.  Raymond ..  .Johnstown 

C.  C.  Koester Batavia 

M.  II.  Atkinson Catskill 

A.  L.  Fagan  Herkimer 

L.  E.  Henderson.  . .Watertown 

I.  E.  Siris Brooklyn 

E.  A.  Barnes Lowville 

It.  A.  Hemphill Mt.  Morris 

G.  S.  Pixley Canastota 

J.  L.  Norris Rochester 

M.  J.  Kizun Amsterdam 

W.  C.  Freese Baldwins 

C.  W.  Cutler New  York 

F.  A.  Lowe Niagara  Falls! 

It.  C.  Hall Utica 

A.  C.  Hofmann Syracuse 

P.  M.  Standish.  Canandaigua! 
E.  C.  Waterbury.  . .Newburgh 

A.  H.  Snyder Holley 

U.  Cimildoro Oswego 

J.  M.  Constantine Oneonta 

G.  H.  Steacy Mahopac 

A.  A.  Fischl Forest  Hills 

II.  C.  Ensgter Troy 

U.  Dangerfield St.  George 

M.  It.  Hopper Nyack! 

L.  T.  McNulty Potsdam 

J.  M.  Lebovich 

Saratoga  Springs 

H.  Miller Schenectady 

D.  L.  Best Middleburg 

C.  W.  Schmidt.  .Montour  Falls 

B.  Riemer Romulus 

It.  J.  Shafer Corning 

G.  A.  Silliman Sayvilh 

D.  S.  Payne Liberty 

P.  E.  Zoltowski Waverly 

R.  Douglass Itliacs 

C.  B.  Van  Gaasbeek.  .Kingstoi 

A.  C.  Davis Glens  Falls 

C.  A.  Prescott.  ..  Hudson  Falls 

I.  M.  Derby.  Newarl 

It.  It.  Heffner  New  Itochelli 

P.  A.  Burgeson  Warsavl 

W G Roberts  . PennYai| 
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ttntwducit  i g a I\T  E W ganglion  te  Heeling  agent 
tok  /leu/i/iciat  vabcuta/i  deleave 


ETAMON  CHLORIDE 


erecting  a barrier  against  vasoconstrictor  impulses 
ETAMON  CHLORIDE  permits  an  increased  blood  supply 
to  affected  limbs.  By  temporarily  blocking  the  transmission  of 
efferent  impulses  through  autonomic  ganglia,  the  sympathetic 
stimuli  causing  vessel  spasm  are  interrupted.  Thus,  reduced 
blood-flow  due  to  abnormal  reduction  in  caliber  of  peripheral . 
vessels  is  combated. 


ETAMON  CHLORIDE  is  indicated- 
IN  THE  TREATMENT  OF: 

Thromboangiitis  obliterans  (Buerger’s  disease) 

Peripheral  arteriosclerosis  obliterans 

Thrombophlebitis— relief  of  associated 
vasospasm 

Causalgia  or  reflex  sympathetic  dystrophy 

Functional  vascular  disorders;  Raynaud’s 
phenomenon , acrocyanosis,  livedo  reticularis. 

AS  A DIAGNOSTIC  AID: 

Peripheral  vascular  disease— selection  of  cases  for 
sympathectomy. 


: Intravenously  or  intramuscularly.  The  uses 
and  dosage  of  ETAMON  are  dependent  upon  the  physiologic 
rather  than  the  chronologic  age  of  the  patient.  Descriptive 
literature  on  request. 


Packaging:  ETAMON  CHLORIDE  ( tetraethylammonium 
chloride,  P.  D.  & Co.)  is  supplied  in  20-cc.  multiple-dose 
STERI- VIALS®  (rubber-diaphragm-capped  vials),  each  cc. 
of  solution  containing  0.1  Gm.  of  ETAMON  CHLORIDE. 


PARKE,  DAVIS  & COMPANY  • DETROIT  32,  MICHIGAN  w 
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. a favored 
hypotensive  for 
over  fifteen  years 


// 


EFFECTIVE  REeLn'E0F,*e 
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GO 

1 T A L 

VASODILATOR 

CARDIOTONIC 

DIURETIC 

RELAXANT 

SAMPLES  ON  REQUEST 

GRANT  CHEMICAL  CO.,  Inc. 

95  MADISON  AVENUE  • NEW  YORK  16,  N.Y. 
Specialties  for  Diseases  of  the  Heart  and  Blood  Vessels 


¥ 
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in  the 

treatment  of 
nutritional  anemia 


enters  the  picture 


Failure  to  respond  to  iron  therapy  may  be  due 

to  faulty  absorption  or  to  a deficiency  of  nutrients  other  than 

iron.  The  use  of  vitamin  C for  influencing  the  patient’s 

response  in  the  treatment  of  iron-deficiency  anemia  is  indicated 

by  its  action  in  promoting  the  utilization  of  iron,  its 

role  in  the  development  of  erythrocytes,  and  its  usefulness 

in  correcting  concomitant  vitamin  C deficiencies. 


Endoglobin-C 


Iron , B vitamins , Liver  plus  Viiamin  C 


In  Endoglobin-C  tablets,  ferrous  sulfate  is  combined 
with  nutritional  adjuncts  which  tend  to  improve 
assimilation  and  correct  possible  deficiencies  that 
may  complicate  anemia.  Endoglobin  tablets  plain— without 
vitamin  C— also  available.  Both  supplied  in  bottles 
of  100.  Samples  will  be  sent  on  request. 


Endo 

Products  / Richmond  Hill  18,  N.  Y. 

Inc. 
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Patients  who  suffer  from  iron 
deficiency  are  almost  invari- 
ably the  victims  of  vitamin  de- 
fiency  as  well.  Vitamins  B and 
C are  commonly  lacking. 

The  “integrated  therapy"  of 
hepacoids  takes  care  of  lack 
of  the  foregoing  nutritional 
elements  and  provides  them 
in  scientifically  ascertained 
and  balanced  quantities. 

FORMULA 
Per  tablet: 

Liver  (Secondary  fraction 
50:1)  Derived  from  10 
gm.  fresh  liver  0.2  Gm. 

Ferrous  Sulfate,  exsiccated  0.2  Gm. 

Thiamine  Hydrochloride  1.5  Mg. 

Riboflavin  2.5  Mg. 

Niacinamide  l5.0Mg. 

Ascorbic  Acid  (Vital  lin  C)  50.0  Mg. 


Hepacoids  are  indicated  in 
Iron  Deficiency  and  Nutri- 
tional Anemias  and  in  defi- 
ciencies of  the  essential  B Complex  and  vitamin 
C,  resulting  from  Pregnancy,  Lactation,  Periodic 
Blood  Loss,  Prolonged  Illness  and  Nutritional 
Deficiencies. 


Why  not  stimulate  more  rapid  recovery  in  these 
deficiency  conditions.  Doctor?  Employ  Hepacoids. 

Send  For  Professional  Sample 


COLD  LEAF  PHARMACAL  COMPANY,  Inc. 

36  Lawton  St.,  New  Rochelle,  N.  Y. 

Please  send  me  f ill  sire  professional  sample  of  HEPACOIDS. 
Dr. 

Street 

City State - 

(Please  print  name  and  address) 


For  Rapid  Response 

in  HYPOCHROMIC  ANEMIAS! 


Effective  therapy  for  hypochromic  ane- 
mia usually  requires  more  than  iron 
administration  alone.  The  balanced,  ra- 
tional formula  of  Ferrolivron  B,  not 
only  provides  readily  available  iron, 
but  also  generous  quantities  of  essen- 
tial B complex  vitamins,  plus  fresh  liver 
(as  liver  concentrate). 

Each  2 cc.  of  Ferrolivron  B contains: 

Liver  Extract  100  mgm. 

(10  USP  Units— injectable) 
Colloidal  Iron 

Hydroxide  19.1  mgm. 

Niacinamide  - 50  mgm. 

Pyridoxine 

Hydrochloride  0.3  mgm. 

Riboflavin  0.3  mgm. 

Phenol  0.5% 

Sodium  Citrate  1% 

For  Intramuscular  use 


Supplied  in  30  cc.  Vials. 
Write  for  literature. 


HARMON  CHEMICALS,  Inc.  BR£™Y" 


BRIOSCHI 


A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Scrui  for  a sample 

G.  CERIBELLI  & CO. 

121  VARICK  STREET  NEW  YORK 
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PIONEERS  in  Research  ...  and 

Leadership  thru  the  years  in  combating 


TTITIS  MEDIA 


DOHO  in  realizing  the  need  for  a potent, 
topical,  well  tolerated  ear  medication,  yet 
mindful  that  no  one  formula  could  be  suitable 
for  all  conditions  . . . devoted  every  facility 
and  scientific  resource  to  the  development  and 
perfection  of  AURALGAN  and  OTOSMO- 
SAN.  Each  has  its  sphere  of  usefulness  . . . 
each  has  been  tested  and  clinically  proven  in 
many  thousands  of  cases.  Reprints  and  sub- 
stantiating data  sent  on  request. 


EACH  A SPECIFIC... both  effective! 


is  a scientifically  prepared,  completely  water-free  Gly- 
cerol (DOHO)  having  the  highest  specific  gravity 
obtainable,  containing  antipyrine  and  benzocaine  . . . 
which  by  its  potent  decongestant,  dehydrating  and  anal- 
gesic action  provides  effective  relief  of  pain  and  inflam- 
mation. 

is  not  just  a mere  mixture,  hut  a scientifically  potent 
chemical  combination  of  Sulfathiazole  and  Urea  in 
AURALGAN  Glycerol  (DOHO)  base  ...  which  exerts 
a powerful  solvent  action  on  protein  matter,  liquefies 
and  dissolves  exuberant  granulation  tissue,  cleanses  and 
deodorizes,  and  tends  to  exhilarate  normal  tissue  heal- 
ing in  the  effective  control  of  chronic  suppurative  otitis 
media. 

Literature  and  samples  on  request 


THE  DOHO  CHEMICAL  CORPORATION 


New  York  13.N.Y. 


Montreal 


London 
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double 

deficiency 


BREON 


Estrogen-Progesterone  Solution 
contains  per  cc.  of  oil:  20,000 
I.U.  Natural  Estrogens,  10  mg. 
Progesterone. 


"Predisposed  to  Abortion"  describes 
women  who  habitually  abort  because  of 
ovarian  hormonal  deficiencies.  Most  spon- 
taneous abortions  are  preceded  by  low 
estrogen  and  pregnandiol  levels  indicating 
that  the  corpus  luteum  or  chorioplacental 
system  is  not  producing  enough  estrogen 
and  progesterone  to  maintain  pregnancy.1 

Often  in  cases  of  this  kind  the  woman 
can  become  a mother  if  Estrogen- 
Progesterone  Solution  is  used  tc 
correct  the  DOUBLE  DEFICIENCY 
Estrogen -Progesterone  is  also  usefu 
in  rapid  treatment  of  secondary 
amenorrhea.2  (Zondek  technique.) 


1.  Vaux,  IT.  W..  anrl  Ttakoff.  A.  TO. : Am.  J. 

Obst.  & Gynec.,  50:353,  Oct.  1045. 


2.  Zondek,  B.:  J.A.M.A.,  118:705,  Feb.  28,  1942. 


SUPPLIED  IN  5 cc.  VIALS 


Georqe  A. 


Breon  ^Company 


KANSAS  CITY.  MO. 

NEW  YORK 

ATLANTA 

SAN  FRANCISCO 

SEATTLE 
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tean  d’arcet,  chemist  and  physicist  of 
” 18th  century  France,  is  cited  as  one 
of  the  first  recognized  cases  of  perforated 
peptic  ulcer  (in  Cruveilhier’s  Pathological 
Anatomy  of  the  Human  Body). 

D’Arcet’s  symptoms  appeared  only  at 
the  age  of  72 — diarrhea,  often  with  epi- 
gastric or  colicky  pain.  He  died  suddenly 
'about  six  months  after  suffering  had  be- 
come acute.  Autopsy  revealed  two  ulcers 


on  the  lesser  curvature  of  the  stomach, 
one  with  indurated  edges  and  three  per- 
forations, the  largest  of  which  was  6-7 
mm.  in  diameter. 

If  D’Arcet  could  have  had  the  benefits 
of  today’s  medical  knowledge,  with  mod- 
ern antacid  therapy,  he  might  instead 
be  the  classic  example  of  a severe  case 
restored  to  health  by  intragastric  drip 
treatment. 


PHOSPHALJEL  is  ideal  for  drip  therapy  in 
bleeding  or  refractory  cases;  orally  it  is  excellent 
for  marginal  as  well  as  uncomplicated  ulcers. 
Phosphaljel  effectively  reduces  the  acidity  of  at 
least  five  times  its  own  volume  of  gastric  juices; 
and  it  inactivates  pepsin  even  in  a highly  acid  me- 
dium. Phosphaljel  lays  a protective  coating  over 
the  Inflamed  mucosa,  permitting  continuous  heal- 
ing without  further  corrosion. 


PHOSPHALJEL 

Aluminum  Phosphate  Gel,  Wyeth 


WYETH  INCORPORATED 
PHILADELPHIA  3,  PA. 


'//£(>/// 
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The  observation  that  nutritional  de- 
ficiencies rarely  occur  singly,  and  the 
fact  that  individual  nutrients  are  not 
metabolized  by  themselves  but  in 
conjunction  with  others,  are  both 
well  established.  Hence  dietary  sup- 
plementation—in  order  to  be  effec- 
tive— must  provide  more  than  merely 
isolated  nutrients. 

The  dietary  supplement  of  Ovaltine 
and  milk  presents  a rational  mixture 
of  essential  nutrients  of  wide  clinical 
applicability.  It  supplies  not  only  B 


complex  vitamins,  but  also  ascorbic 
acid,  the  fat  soluble  vitamins  A and 
D,  biologically  complete  protein,  and 
readily  utilizable  caloric  food  energy 
in  the  form  of  fat  and  carbohydrate. 

This  dietary  supplement  is  espe- 
cially useful  to  compensate  for  the 
inadequacies  of  a deficient  diet,  and 
is  valuable  when  given  in  conjunction 
with  specific  nutrients  when  specific 
deficiencies  are  detected.  Easily 
digested  and  of  low  curd  tension,  it 
presents  no  undue  digestive  burden. 


THE  WANDER  COMPANY,  360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILL. 


Three  servings  daily  of  Ovaltine,  each  made  of 
Vi  oz.  of  Ovaltine  and  8 oz.  of  whole  milk,*  provide: 


CALORIES 

669 

VITAMIN  A 

3000  I.U. 

PROTEIN 

32.1  Gm 

VITAMIN  Bi 

1.16  mg. 

FAI 

31  5 Gm 

RIBOFLAVIN 

2.00  mg. 

CARBOHYDRATE 

64  8 Gm 

NIACIN 

6.8  mg. 

CALCIUM 

1.12  Gm 

VITAMIN  C 

30.0  mg. 

PHOSPHORUS... 

0.94  Gm 

VITAMIN  D 

417  I.U. 

IRON 

. 12  0 mg. 

COPPER  

0.50  mg. 

*Based  on  average  reported  values  for  milk. 


1 49 


LAKESIDE  LABORATORIES.  As  a token  and  pledge 


of  merit  this  symbol  fittingly  designates  the  well-marked 
therapeutic  attributes  accorded  by  clinical  investigators  to 


IMCiTOM 


Meralluride  Sodium  Solution 


me//  /o/eia/ecl  /oca//y, 

ci  c/iuie/ic  cj  c/cice 


In  studies  on  the  local  effects  of  intramuscular  injection 
“the  results  strongly  favored  MERCUHYDRIN.”1  An 
increasing  number  of  physicians  “favor  the  administration 
of  mercury  intramuscularly  rather  than  intravenously 
and  for  this  purpose  employ  preparations  such  as 
MERCUHYDRIN.”-  To  efficacy  and  convenience  of  ad- 
ministration are  added  “the  results  of  . . . experiments 
[which]  suggest  that  the  greatest  cardiac  toleration  for  a 
mercurial  diuretic  occurs  with  MERCUHYDRIN.”* 


BIBLIOGRAPHY 

1.  Modell,  W.,  Gold,  H.,  and  Clarke,  D.  A.:  J.  Pharmacol.  & 
Exper.  Therap.  84:284,  1945. 

2.  Thorn,  G.  W.  and  Tyler,  F.  H.:  Med.  Clin.  North 
America,  Sept.  1947,  p.  1081. 


3.  Chapman,  D.  W.  and  Shaffer,  C.  F.:  Arch.  Int.  Med. 


INC. 


MILWAUKEE  1,  WISCONSIN 
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The  Established  Regimen 
of  Spa  Treatment  Fits  Your  Program 


Here  at  the  Spa  your  patient  has  the  benefit  of  a 
regimen  which  fits  into  your  program  for  his 
treatment. 

The  full  therapeutic  benefits  of  the  Spa’s  naturally 
carbonated  ipineral  waters  are  enlisted  in  this  regi- 
men. The  program  supplements  your  own  medical 
guidance  in  the  treatment  of  your  patients  who  are 
suffering  from  cardiac,  vascular  or  rheumatic  dis- 
orders of  a chronic  nature. 

Surrounded  by  superb  man-made  facilities,  in  a 
setting  of  great  natural  beauty,  your  patient  is  ideally 
prepared  for  the  full  benefit  of  your  continuing  care. 

Capable  physicians  are  available  in  Saratoga  Springs 
for  consultation  with  your  patient  on  the  details  of 
your  program. 

"PHYSICIAN,  GIVE  HEED  TO  THINE  OWN  HEALTH" 

Many  physicians  have  come  to  the  Spa  for  the 
same  kind  of  treatments  that  have  helped  their 
patients  here.  After  a restorative  "cure”  at  the  Spa, 
you,  too,  will  return  to  your  practice  refreshed — 
revitalized  — ready  for  the  busy  days  that  lie  ahead. 

For  professional  publications  of  the  Spa,  and  physician ’s 
sample  carton  of  bottled  waters,  with  their  analyses, 
write  W.  S.  McClellan,  M.  D.,  Medical  Director, 
Saratoga  Spa,  155  Saratoga  Springs,  New  York. 

Listed  by  the  Committee  on  American  Health 
Resorts  of  the  American  Medical  Association 
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When  it  is  difficult  to 
categorize  the  anemia 


SQUIBB 


DESICCATED  LIVER 
FERROUS  SULFATE 
ASCORBIC  ACID 
FOLIC  ACID 


' 


A new  liematinic  combination  for  the  simultaneous 


administration  of  four  therapeutic  essentials 


DESICCATED  LIVER:  whole  liver  with  only  the  water  removed.  Provides  nutritive  elements  pi 
fresh  liver,  including  the  experimentally  essential,  clinically  impressive  sec- 
ondary anti-anemia  fractions. 

FERROUS  SULFATE  EXSICCATED:  one  of  the  most  readily  utilized,  tolerated  and  absorbed  forms 
of  iron.  For  specific  treatment  of  iron  deficiency  anemias. 

ASCORBIC  ACID:  often  a prerequisite  in  anemias  associated  with  C avitaminosis.  Recent  work 
also  suggests  it  influences  iron  absorption  and  red  cell  maturation. 

FOLIC  ACID:  bone-marrow  stimulant  factor  of  the  B complex,  specific  for  macrocytic  anemias  of 
malnutrition,  pregnancy,  pellagra,  and  sprue;  also  of  value  with  parenteral 
liver  therapy  in  Addisonian  pernicious  anemia. 

Thus,  when  more  than  one  form  of  anemia  is  present  or  suspected,  and 

is  difficult  to  categorize,  Liafoti  provides  the  essentials  for  therapy. 


Liafon  is  supplied 
in  bottles  of 
100  and  1,000 


EACH  LIAFON  CAPSULE  CONTAINS: 

DOSAGE  EQ 

3 capsules  daily 

UIVALENTS 

6 capsules  daily 

Desiccated  Liver 

(Approx,  equivalent  to  2 Gm.  whole  fresh  liver) 

0.5  Gm. 

*6  Gm. 
fresh  liver 

*12  Gm. 

fresh  liver 

Ferrous  Sulfate  Exsiccated  . . 
(Approx,  equivalent  to  2.85  gr.  ferrous  sulfate) 

. 2.0  gr. 

*8.5  gr. 
ferrous  sulfate 

*17  gr. 
ferrous  sultate 

Ascorbic  Acid 

50.0  mg. 

150  mg. 

300  mg. 

Folic  Acid 

1.67  mg. 

5 mg. 

10  mg. 

Squibb 


‘Approximate  equivalent 
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THE  THERAPEUTIC  ROLE 
OF  VI  T AMINS... 

. . . is  more  fundamental  than  merely  lo  prevent 
or  cure  the  well-known  syndromes  of  specific 
deficiency  diseases.  Restoring  carbohydrate  and 
amino  acid  metabolism  to  normal  is  also 
attributable  to  the  role  of  vitamins. 

Recovery  from  shock,  acute  infections , and  surgery 
is  accelerated  by  the  administration  of  two  Gelseals 
‘ Theracebriii  (Pan-Vitamins,  Therapeutic,  Lilly) 
per  day  for  a week  or  ten  days.  Thereafter , one 
Gelseal  ‘ Theracebrin  daily  is  sufficient  to  mail  da  in 
tissue  levels  of  the  essential  vitamins. 

Gelseals  'Theracebrin'  are  available  in  bottles 
of  30,  WO.  and  500. 


1 


GELSEALS  THERACEBRIN 


ELI  LILLY  AND  COMPA N Y 
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Editorials 


The  District  Branches.  Ill* 


In  1884  then,  two  State  medical  organiza- 
tions existed  side  by  side:  The  Medical 
Society  of  the  State  of  New  York1  with  its 
component  County  Societies,2  and  the 
i seceding  New  York  State  Medical  Associa- 
tion with  its  five  District  Branch  Associa- 
tions. The  new  Association  was  not  official. 
It  could  and  did  send  representatives  to  the 
A.M.A.;  it  did  support  the  national  code  of 
ethics  and  carried  on  an  independent  exist- 
ence for  many  years. 

In  “the  last  few  years  of  the  nineteenth 
century,”  says  Walsh,  “the  sentiment  began 
to  make  itself  felt  very  generally  throughout 
the  medical  profession  of  New  York  State 
that  the  maintenance  of  two  State  medical 
organizations  was  without  any  proper  reason. 
. ...”  Many  New  York  City  physicians 
oelonged  “to  both  their  county  medical 
iociety  and  their  county  medical  associa- 
ion.” 


In  1898, 3 the  State  Medical  Society 
changed  its  arrangement  of  Districts.  A 
special  committee  proposed  “as  the  basis  for 
representation.  . . .the  adoption  of  the  Judi- 
cial Districts  of  the  State  as  given  in  the 
Legislative  Annual  of  1897,  in  the  place  of 
the  so-called  Senatorial  Districts.”  This 
change  was  to  be  accomplished  at  the  next 
annual  session  in  1899. 

Looking  to  a reunion  of  the  two  medical 
bodies,  a Joint  Committee  of  Conference 
was  appointed  by  the  Association  and  the 
Society  in  1902.  This  was  continued  with 
different  personnel  in  1903,  five  members 
from  each  organization  composing  it.  In 
1904  arrangements  for  the  consolidation  of 
the  two  organizations  were  progressing 
favorably.  In  1905,  Dr.  Eliot  Harris4  of 
New  York  reported  to  the  House  of  Dele- 
gates of  the  A.M.A.  that  before  the  next, 
annual  session,  “The  medical  profession  of 


* Continued  from  January  1 issue,  p.  44. 

1 Statute  of  April  4,  1806,  April  3.  1807,  April  10.  1813. 

* Aot  of  March  23,  1797. 


* Trans.  Med.  Soe.  State  of  N.Y.,  1898,  p.  1819. 

4 History  of  the  American  Medical  Association,  Fishbein, 
1947,  p.  238. 
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the  State  of  New  York  would  have  united, 
and  he  asked  that  a committee  be  appointed 
to  apportion  a proper  number  of  delegates  to 
that  state.” 

In  1906,  the  bylaws  of  the  eight  District 
Branches  were  adopted  (files  in  the  office 
records  of  the  Med.  Soc.  State  of  New  York) 
in  accordance  with  Chapter  VIII,  Section  4, 
of  the  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York,  adopted  in  1904.  With 
the  reunion  of  the  two  groups  the  Medical 
Society  of  the  State  of  New  York  acquired 
the  District  Branches  and  also  retained  its 
County  Societies  which  were  from  then  on 
grouped  into  eight  divisions  following  the 
judicial  districts  of  the  State.  Thus  was 
closed  a period  of  twenty-two  years  and 
more  of  division  and  dissension  in  the 
medical  profession  of  the  Empire  State. 

In  1925,  at  the  suggestion  of  Drs.  Harry 
Trick  and  Eliot  Harris,  Dr.  Joseph  Law- 
rence, Executive  Officer  of  the  Medical 
Society  of  the  State  of  New  York,  officially 
assumed  the  responsibility  for  the  programs 
and  arrangements  of  the  Branches.  As  late 
as  1927,  there  existed  the  Western  New  York 
Society  of  Physicians,  the  Central,  and  the 
Long  Island  Society  of  Physicians.  The 
functions  of  these  Societies  were  taken  over 
in  that  year  by  the  District  Branches  of 
the  Medical  Society  of  the  State  of  New 
York  by  common  consent. 

Between  1930  and  1935  the  scientific  pro- 
grams of  the  county  society  meetings  had  a 
tendency  to  be  predominantly  surgical  in 
character.  However,  when  the  meetings  of 
the  District  Branches  came  under  the  direc- 
tion of  the  Executive  Officer  this  defect  of 
the  county  society  meetings  was  recognized 
and  the  interest  of  the  District  Branch 
meetings  was  heightened  by  changing  the 
character  of  the  topics  to  a more  general 
nature. 

The  original  function  of  the  District 
Branches  has  largely  been  lost  to  view. 
They  well  served  their  purpose  in  the  past  of 
forwarding  medical  education  and  stimula- 
ting interest  in  meetings  because  of  their 
large  groups.  Also  the  county  societies 
were  in  many  instances  token  organizations 
in  the  early  days.  Chapter  VII,  Section  12 
of  the  current  Bylaws  of  the  Medical  Society 
of  the  State  of  New  York  (p.  26,  1946) 


states : “Each  President  of  a District  Branch 
shall  visit  the  County  Societies  of  his  dis- 
trict at  least  once  a year  and  make  a careful 
inquiry  of  the  condition  of  the  profession 
in  each  county  of  his  district  and  shall 
report  thereon  to  the  House  of  Delegates.” 
The  origin  of  this  directive  is  plain.  It 
served  its  purpose  in  the  past.  How  often 
is  it  done  now? 

This  brief  review  of  the  history  of  the 
Branches  raises  the  question  of  their  present 
usefulness  in  view  of  the  numerous  scientific 
societies  which  have  been  formed  in  the 
last  fifty  years  and  to  which  most  of  the 
membership  belongs  in  one  category  or 
another.  These  numerous  scientific  socie- 
ties actually  fill  the  need  now  for  which  the 
District  Branches  were  originally  created. 
Only  their  historical  significance  remains. 
This  is  particularly  true  in  the  case  of  those 
Branches  centered  around  large  cities,  but  is 
not  always  the  case,  be  it  said,  with  reference 
to  those  Branches  which  are  largely  rural  in 
location. 

A few  years  ago  the  officers  of  the  District 
Branches  were  polled  as  to  their  opinions 
concerning  the  advisability  of  continuing 
the  Branches  in  view  of  the  relatively  poor 
attendance  at  the  meetings.  The  officers 
thought  they  should  be  continued.  As  far 
as  we  are  aware  the  membership  of  each 
District  Branch  has  never  been  queried 
similarly.  Might  it  now  be  advisable  to  do 
so? 

Four  things  might  be  asked:  (1)  Do  you 
favor  continuing  the  District  Branch  meet- 
ings? (2)  Would  you  advise  the  continu- 
ance of  the  scientific  sessions?  (3)  If  not, 
would  you  advise  holding  the  meetings,  but 
purely  as  a social  function  for  the  purpose  of 
serving  as  a regional  conference  between  the 
officers  of  the  Society,  the  officers  of  the 
Branches,  and  the  membership  of  the  con- 
stituent county  societies?  (4)  Should  the 
regional  conferences  be  devoted  to  considera- 
tion of  legislative  and  economic  matters 
which,  latterly,  have  become  of  increasing 
significance  to  organized  medicine? 

The  Journal  invites  your  opinions  on 
these  questions.  Correspondence  addressed 
to  the  editors  will  be  placed  in  the  hands  of 
the  Secretary  of  the  Medical  Society  of  the  i 
State  of  New  York  for  his  information. 
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More  Nurses  Needed 


Our  latest  information  is  that  about  42,000 
more  nurses  are  needed  in  this  country 
merely  to  meet  the  existing  shortage.  In 
addition,  some  00,000  will  be  needed  to  meet 
increasing  demands.  According  to  Hygeia:1 

A survey  made  by  the  American  Hospital 
Association  indicates  that  the  number  of  nurses 
necessary  to  supply  the  needs  of  the  hospitals 
and  the  people  of  the  United  States  is  360,000. 
Over  90,000  nurses  are  needed  for  private  duty 
nursing  in  which  one  nurse  takes  care  of  one 
patient.  At  present  almost  42,000  nurses  are 
needed  to  meet  the  shortage  that  prevails; 
probably  at  least  60,000  are  needed  promptly 
to  meet  increasing  demands  that  will  come  with 
new  hospitals  and  new  services  for  nurses. 

Various  reasons  have  been  alleged  to  be 
responsible  for  the  existing  shortage.  Before 
the  war  nurses  worked  in  many  instances  a 12- 
hour  day  for  six  days  a week.  Now  through- 
out much  of  the  United  States  they  work  eight 
hours  a day  five  days  a week.  This  alone 
would  mean  almost  twice  as  many  nurses  to 
meet  the  same  needs.... 

In  1945,  according  to  the  same  source, 
some  16  million  patients  entered  the  hospi- 
tals, as  compared  with  10  million  in  1940. 
New  hospital  construction  is  under  way  now, 
and  more  is  anticipated.  Hospitalization 
insurance  is  spreading  rapidly  and  will  prob- 
ably increase  the  demand  for  beds. 

Under  the  circumstances,  adequate  nursing 
care  becomes  more  and  more  a matter  of  con- 
cern, particularly  with  regard  to  bedside 
nursing.  Whereas  this  nursing  shortage  is 
of  vital  interest  to  the  medical  profession,  it 
should  be  of  even  greater  concern  to  the  pub- 
lic. In  the  final  analysis,  nurses  must  be  re- 
cruited from  the  population  in  general;  the 
medical  profession  cannot  supply  them  al- 
! though  it  can  help  instruct  them.  Why  is 
there  not  a sufficient  incentive  for  young 
women  to  study  nursing? 

During  1945  a careful  survey  was  made  of 
medical  and  public  opinion  regarding  the  pro- 
fession of  nursing.  The  general  belief  seemed 
to  prevail  that  the  nursing  profession  is  desir- 
able but  that  it  offers  too  little  reward  to  those 
who  practice  it  and  too  high  a cost  to  those 
who  need  it.  This  is  like  the  situation  in  which 

1 Dec.,  1947. 


an  irresistible  force  meets  an  immovable  ob- 
ject. How  to  reconcile  the  two  aspects  of  this 
situation  is  an  exceedingly  difficult  problem. 

The  profession  of  nursing  today  includes  far 
more  than  just  taking  care  of  the  sick.  Nurses 
have  positions  involving  administrative  re- 
sponsibilities. They  are  concerned  with  edu- 
cation. The  career  of  a nurse  is  considered 
suitable  preparation  for  specialized  training  in 
physical  therapy,  public  health,  and  such  fields 
as  psychiatric,  orthopedic,  surgical,  and  ob- 
stetric nursing.  The  demand  for  properly 
qualified  nurses  is  so  great  that  a girl  who  com- 
pletes her  education  in  nursing  need  never  be 
without  work  once  she  has  secured  a license  to 
practice.... 

It  should  be  conceded  that  in  recent  years 
many  more  careers  in  business  and  industry 
have  become  possible  for  women.  Thus  the 
field  of  competition  has  been  enlarged  over 
the  time  when  nursing  and  teaching  were, 
generally  speaking,  about  the  only  careers 
acceptable. 

The  minimum  educational  requirements  of 
most  schools  of  nursing  is  graduation  from  high 
school.  Some  nursing  schools  require  one  or 
more  years  of  college  work.  In  general  stu- 
dents are  admitted  only  when  they  have  been 
in  the  upper  third  of  the  class.  The  preferred 
age  is  20  to  25  years,  but  18  years  of  age  is  con- 
sidered acceptable  in  a good  many  schools. 
Thirty-five  is  considered  the  upper  limit. 
Some  schools  of  nursing  offer  a combination 
four-  or  five-year  program  which  includes  a 
diploma  for  nursing  and  a college  degree. 
These  schools  will  admit  high  school  graduates 
at  17  years  of  age. 

The  great  number  of  nurses  who  get  married 
soon  after  entering  the  profession  is  an  indica- 
tion that  this  is  one  profession  which  is  excel- 
lent preparation  for  marriage.  The  girl  who  is 
trained  as  a nurse  has  several  advantages  over 
girls  in  other  occupations  when  it  comes  to  con- 
tact with  the  susceptible  male.... 

It  would  seem  that  the  best  approach  to 
the  problem  of  getting  more  nurses  would  be 
an  intensive  campaign  by  the  nursing  pro- 
fession itself.  Unlike  the  weather,  about, 
which  very  few  do  anything  but  talk,  some- 
thing can  be  done,  but  it  will  take  hard  work. 
First,  the  nurses  themselves  will  have  to 
“sell”  nursing  as  a career  to  many  more 
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young  women  and  their  parents.  To  be  con- 
vincing, this  will  mean  personal  contact,  per- 
haps in  the  hospital,  often  in  the  home,  some- 
times by  personal  appearance  at  school  as- 
semblies in  cooperation  with  local  school 
authorities. 

Nursing  associations  will  have  to  initiate 
campaigns  of  public  education,  in  women’s 
magazines,  in  the  press,  at  meetings  of 
women’s  clubs. 

The  national  and  the  several  state  medical 
societies  can  be  of  great  assistance.  Dr. 
Edward  Bort.z,  president  of  the  A.M.A.,  has 
already  appointed  a committee  to  survey  the 
nursing  problem  in  the  United  States.  The 
state  medical  societies  through  the  coopera- 
tion of  their  women’s  auxiliaries  can  and 
assuredly  will  assist. 

Says  Hygeia  further: 

Much  discussion  has  been  going  on  in  medi- 
cal and  nursing  circles  as  to  the  desirability  of 
educating  more  practical  nurses.  The  excel- 
lent work  the  nurses’  aides  did  during  the  war 
has  emphasized  this  possibility.  The  criticism 
is  made  that  professional  nurses  have  raised 


their  educational  standards  and  are  getting  far 
away  from  bedside  nursing.  In  Michigan  the 
State  Board  of  Education  in  cooperation  with 
medical  and  nursing  organizations  has  estab- 
lished six  practical  nurses’  training  centers  to 
educate  such  nurses.  For  a number  of  years 
Detroit  has  had  a similar  project.  These  prac- 
tical nurses  are  recruited  from  the  senior  stu- 
dents in  high  schools.  The  teachers  are  regis- 
tered nurses  on  high  school  faculties.  Prac- 
tical nursing  will  be  a part  of  the  vocational 
educational  system.  Standards  for  practical 
nursing  systems  will  be  established.  The 
leaders  who  are  developing  this  plan  assert 
that  nurses  of  this  type  will  be  able  to  do  from 
80  to  90  per  cent  of  the  ordinary  bedside  nurs- 
ing in  hospitals.  This  may  be  the  answer  to 
the  major  portion  of  the  problem. 

While  more  practical  nurses  are  certainly 
to  be  desired,  the  primary  objective  should 
be  the  stimulation  of  young  women  by  all 
available  means  to  consider  the  full  training 
course.  In  our  view  this  is  primarily  the 
obligation  of  the  nursing  profession  itself 
with  all  the  assistance  organized  medicine 
and  its  individual  physicians  can  summon. 


The  Voluntary  Hospital 


We  are  reprinting  herewith,  slightly 
abridged,  a statement  received  from  the 
president  of  the  Board  of  Trustees  of  one  of 
the  oldest  and  most  respected  voluntary  hos- 
pitals of  New  York  City.  It  is  of  the  400- 
500  bed  class  and  probably  typical  of  the 
situation  elsewhere  in  the  country.  Seri- 
ously, it  makes  our  blood  run  cold.  Is  there 
one  among  us  who  remembers  what  the  term 
“voluntary”  means?  “Done,  acting,  able  to 
act,  of  one’s  own  free  will,  not  constrained.” 
In  days  when  people  had  money  to  leave 
they  left  it  first  to  their  children,  then  to 
some  charity  of  their  own,  and  often  a final 
sizable  amount  to  a voluntary  hospital. 
The  bequest  to  the  hospital  was  a genuine 
response  to  the  feeling,  more  prevalent  in 
those  days  than  the  “liberals”  of  nowadays 
would  have  us  think,  that  money  carried 
with  it  responsibility  and  that  one  of  the  first 
of  those  responsibilities  was  the  decent  care 
of  the  sick  poor. 


Now  read: 

The  voluntary  hospitals  are  in  a very  difficult 
position,  and  one  which  might  well  cause  many 
of  them  to  close  if  the  conditions  do  not  change. 

The  hospital  is  efficiently  run  and  has  a fine 
reputation.  In  spite  of  its  age  and  reputation 
it  has  only  approximately  $1,000,000  of  endow- 
ment and  reserve  working  funds  of  not  more 
than  $200,000. 

In  spite  of  the  fact  that  the  fund-raising 
campaign  has  resulted  in  twice  as  much  money 
being  contributed  this  year,  rising  costs  have 
used  up  this  money  faster  than  it  could  be 
accumulated,  with  the  result  that  the  meager 
working  capital  of  the  hospital  is  constantly 
being  eaten  into. 

There  are  only  three  or  four  hospitals  in  the 
city  that  will  be  able  to  endure  such  a strain  for 
any  length  of  time,  and  the  demands  upon  all 
the  hospitals  are  growing. 

There  are  two  reasons  for  this  precarious 
position  that  we  find  our  voluntary  hospitals 
in  now.  One  is  the  rising  costs  of  food  and  serv- 
ices. For  example,  the  raise  in  the  price  of 
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meat  two  weeks  ago  increased  the  cost  of  meat 
for  this  particular  hospital  some  $4,000  a 
month.  The  increase  of  a penny  in  the  price 
of  milk  increased  the  cost  $1,200  a month. 
Second,  the  loss  incurred  by  the  care  of  the  sick 
poor  of  the  city.  This  is  of  the  greatest  impor- 
tance. 

The  city  pays  the  voluntary  hospital  $6  a day 
for  city  patients.  The  most  efficient  hospitals 
run  a cost  of  between  $11  and  $12  a day  for  the 
care  of  such  patients,  creating  a deficit  of  $5  to 
$6  per  day.  This  strain  is  too  great.  It  cost 
the  hospital  used  as  an  example  in  this  article, 
$189,000  out  of  pocket,  to  care  for  these  city 
patients  in  1946,  when  the  city  paid  $4.50  per 
day.  The  city  raised  the  rate  to  $6  in  1947,  but 
in  spite  of  that  raise  it  will  cost  this  particular 
hospital  in  the  neighborhood  of  $150,000  in 
1947  to  take  care  of  city  patients.  The  city 
administration  is  well  aware  of  the  difficulties. 
They  are  finding  it  in  their  own  hospitals  as 
well  as  the  voluntary  hospitals. 

The  total  amount  needed  to  bring  the  volun- 
tary hospitals  in  approximate  balance  is  not 
very  large  when  considered  in  relation  to  other 
things  and  would  not  amount  to  much  more 
than  $5,000,000.  The  danger  is  that  if  costs 
are  not  covered,  the  voluntary  hospitals  will 
cease  to  function,  in  which  case  it  will  cost  the 
citizens  a great  deal  more  to  take  care  of  the 
sick  in  public  institutions  than  it  does  through 
the  voluntary  hospital  system. 

We  have  already  discussed  the  rising  costs 
to  the  public  of  medical  services  and  surmise 
that  this  is  only  the  beginning,  not  the  end.1 

1 New  York  State  J.  Med.  47:  2407  (Nov.  15)  1947;  47: 
2063  (Dec.  15)  1947. 


If  this  city,  like  many  another,  can’t  take 
care  of  its  own  ailing  let  it  say  so.  But  do 
not  let  it  keep  up  the  pretense  that  it  is  doing 
so  when  actually  it  is  asking  private  charity 
to  shoulder  half  its  burden  and  arrogating  the 
credit  to  itself. 

Do  not  let  the  average  citizen  be  gulled 
into  thinking  that  the  city  or  state  is  taking 
care  of  him  when  it  is  not.  Not  when 
private  charity  is  being  bled  white. 

If  there  ever  was  a matter  which  should 
become  one  for  public  discussion,  this  is  it. 
If  our  social  system  is  going  to  change,  very 
well.  If  the  fountains  of  private  charity  are 
to  be  exhausted,  perhaps  that  is  inevitable. 
But  we  can  at  least  put  our  cards  on  the 
table. 

We  cannot  allow  our  system  of  volun- 
tary hospitals  and  our  long  and  honor- 
able tradition  of  the  best  care  for  the  sick- 
poor  by  the  best  men  of  the  medical  pro- 
fession, unremunerated,  to  be  dragged  down 
by  the  inadequacy  of  any  system  of  social- 
ized care  that  hasn’t  worked  well,  doesn’t 
work  well,  and  probably  won’t  work  well. 

Are  we  to  be  forced  to  abandon  a volun- 
tary hospital  system  which  is  one  of  the 
proudest  evidences  we  can  present  of  the 
sense  of  obligation  of  our  well-to-do  people 
and  be  constrained  to  substitute  a municipal 
or  state  system  of  socialized  care  which  will 
then  be  pointed  out  as  one  of  the  most  recent 
and  most  glaring  evidences  of  the  failure  of 
private  enterprise? 


Current  Editorial  Comment 


Cancer  and  Chemistry. — In  a recently 
published  editorial,  Charles  Huggins  ex- 
presses the  opinion  that  at  long  last  a be- 
ginning has  been  made  in  the  treatment  of 
advanced  cancer  by  chemical  means.1  The 
tremendous  progress  in  other  departments 
of  science,  particularly  in  physics  and 
chemistry,  since  1941  has  contributed 
heavily  to  advances  made  in  the  medical 
sciences.  Progress  in  the  mastery  of  disease 
must  go  hand  in  hand  with  more  knowledge 

of  the  structure  and  function  of  normal  tis- 

■ 

1 Huggins,  Charles:  Editorial,  Surg.,  Gyneo.  and  Obst., 

Nov.,  1947. 


sues  and  organs.  As  advances  against  in- 
fectious diseases  in  previous  decades  were 
made  step  by  step,  so  now  the  assault  on 
cancer  shows  benefits,  not  along  the  whole 
front  but  only  in  a few  specific  types  of 
tumors.  In  experimental  work,  the  use  of 
crude  extracts  and  laboratory  soups  result 
in  doubt,  inaccuracy,  and  confusion.  In- 
vestigators find  the  greatest  rewards  in  ex- 
periments with  pure  chemicals. 

The  treatment  of  cancer  is  greatly  handi- 
capped by  the  lack  of  reliable  clinical  tests. 
Until  more  dependable  tests  for  cancer  are 
devised,  it  will  be  impossible  to  discern  the 
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slight  or  minute  benefits  (or  harm)  follow- 
ing the  administration  of  any  given  thera- 
peutic agent.  At  present  the  only  valuable 
clinical  tests  of  neoplastic  activity  are  those 
for  tumors  of  the  blood-forming  organs  and 
for  cancer  of  the  prostate.  Rapid  and  reli- 
able information  concerning  the  presence 
and  extent  of  cancer  is  available  from  an 
examination  of  the  circulating  cellular  ele- 
ments in  the  blood  in  neoplasms  of  the 
hemopoietic  tissues,  and  by  determining 
the  values  of  serum  phosphatases  in  cancer 
of  the  prostate. 

Chemical  agents  that  seem  to  have  some 
inhibiting  effects  on  the  growth  of  cancer 
may  be  divided  into  three  groups:  necro- 
tizing agents,  competitive  inhibition,  and 
nuclear  damage. 

Necrotizing  agents.  It  has  long  been 
known  that  the  products  of  certain  bac- 
teria, when  administered  parenterally,  pro- 
duce severe  hemorrhage  in  the  tumors 
within  a few  hours,  with  subsequent  necro- 
sis of  malignant  neoplasms.  In  a brilliant 
series  of  investigations,  Shear  and  his  co- 
workers have  succeeded  in  separating  the 
hemorrhage-producing  agent  in  a culture  of 
Serratia  marcescens  (Bacillus  prodigiosus) 
from  the  toxic  and  inert  contaminants. 
Unfortunately,  the  necrosis  is  seldom  com- 
plete and  while  some  tumors  regress,  others 
usually  remain  viable.  Further  experi- 
ments with  this  more  purified  and  powerful 
polysaccharide  are  necessary  to  determine 
its  usefulness,  if  any,  in  the  treatment  of 
cancer. 

Competitive  inhibition.  In  cancer  of  the 
prostate,  an  essential  for  the  nutrition  of 
the  malignant  cells  often  is  androgen. 
With  androgen  supplied  in  adequate 
amounts,  the  tumor  grows  vigorously. 
Conversely,  the  cells  tend  to  wither  when 
androgen  is  withheld  (orchiectomy),  or 
when  estrogen  is  administered.  Aside  from 
radioactive  chemicals,  the  first  agent  of 
known  chemical  composition  favorably  to 
influence  widespread  cancer  was  estrogen. 
Also  it  was  the  first  substance  known  to 
exert  this  effect  when  given  by  mouth. 
Both  estrogen  and  orchiectomy  may  be  re- 
garded as  nonspecific  chemotherapeutic 
agents. 

In  male  and  female  mice,  compound  E of 
Kendall,  derived  from  the  adrenal  cortex, 
causes  massive  involution  of  lymphosar- 
comas. White  and  Dougherty  have  demon- 
strated that  adrenal  stimulation  decreases 
the  activity  of  lymphoid  tissue.  These 


biochemical  observations  are  supported  by 
the  fact  that  1 l-dehydro-17-hydroxycorti- 
costerone  has  damaging  effects  on  lympho- 
mas. 

Para-aminobenzoic  acid  is  a substance 
essential  to  the  growth  of  certain  bac- 
teria. The  ability  of  sulfonamides  (demon- 
strated by  Woo'd  and  Fildes)  to  neutralize 
these  beneficial  effects  of  para-aminoben- 
zoic acid  is  an  illustration  of  competitive 
inhibition. 

Nuclear  damage.  The  injurious  effects  of 
irradiation  on  tissue  cells,  including  the  fre- 
quently observed  mutations,  are  probably 
the  action  of  the  rays  on  the  nucleic  acids  of 
the  cell  nucleus.  Radioactive  isotopes  with 
a short  period  of  decay  may  be  used  to 
apply  soluble  radioactive  chemicals  to  tis- 
sues throughout  the  body.  Huggins  be- 
lieves that  “radio-active  phosphorus  has 
great  value  in  chronic  lymphatic  and  myelo- 
genous leukemias  and  is  probably  the  best 
therapeutic  agent  available  for  polycythe- 
mia vera.”1 

Since  Lushbaugh  demonstrated  that  the 
lymphocyte  count  of  rabbits  w*as  reduced 
by  the  use  of  nitrogen  mustards  (B-chloro- 
ethyl  amines),  they  have  received  syste- 
matic biochemical  investigation.  In  some 
cases  of  Hodgkin’s  disease,  regression  has 
followed  the  therapeutic  use  of  nitrogen 
mustard.  Aside  from  those  produced  by 
radiant  energy,  the  nitrogen  mustards  are 
the  only  agents  known  to  produce  muta- 
tions chemically. 

Another  drug  capable  of  producing 
regression  in  cancer  growth  is  ethyl  carba- 
mate (urethane).  It  delays  cell  division 
without  great  interference  with  respiration. 
Recently  it  has  been  shown  that  urethane 
reduces  the  growth  of  prostatic  cancer,  par- 
ticularly those  in  relapse  after  treatment 
with  hormones.  Since  this  toxic  drug  acts 
by  pycnosis  and  is  not  antiandrogenic,  it  is 
a new  weapon  involving  a new  principle  in 
the  treatment  of  advanced  cancer. 

We  suggest  restraint  of  undue  enthusiasm 
over  optimistic  reports  of  the  results  of 
chemotherapy  in  cancer.  Aside  from  the 
conservative  use  of  endocrines,  it  is  well  to 
remain  critical  and  skeptical  of  results 
claimed  for  drugs  having  the  power  and  po- 
tential dangers  of  necrotizing  agents,  radio- 
active isotopes,  the  nitrogen  mustards,  and 
urethane.  Years  must  pass  before  these 
dangerous  drugs  can  safely  be  used  except 
in  experimental  laboratories  and  in  clinics 
under  strict  control. 
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FATAL  HEMORRHAGE  ASSOCIATED  WITH  THE  THIRD  STAGE  OF 

LABOR 

A Study  of  60  Maternal  Deaths,  Brooklyn,  1937-1947 
Morris  Glass,  M.D.,  and  Alexander  H.  Rosenthal,  M.D.,  Brooklyn,  New  York 

{From  the  Brooklyn  Committee  on  Maternal  Welfare ) 


IN  RECENT  years  hemorrhage  has  been  pro- 
jected into  the  limelight  as  the  major  cause  for 
maternal  mortality.  Gordon  was  one  of  the  first 
to  show  its  important  role,  a conclusion  reached 
after  studying  the  deaths  in  Brooklyn  from  1937 
through  1941. 1 He  analyzed  the  figures  released 
by  the  Bureau  of  Records  and  Statistics  of  the 
City  of  New  York  and  showed  how  the 
statistics  frequently  concealed  the  true  signifi- 
cance of  hemorrhage.  When  infection  or  toxemia 
was  given  as  the  principal  cause,  it  was  duly  re- 
corded on  the  death  certificate.  Hemorrhage 
was  often  not  mentioned  or,  if  so,  was  considered 
as  an  associated  cause  by  the  statisticians  and 
was  not  tabulated.  Statistical  preference  in 
hemorrhage  deaths  was  given  to  infection,  toxe- 
mia, cesarean  section,  embolism,  and  abortion. 
Further,  some  deaths  assigned  to  nonpuerperal 
causes  were  actually  the  result  of  hemorrhage. 
For  example,  the  deaths  of  two  patients  from 
hemorrhage  and  shock,  one  after  postpartum 
hemorrhage  and  the  other  after  rupture  of  the 
uterus,  were  attributed  to  syphilis  because  of 
positive  serology.  The  revised  statistics  clearly 
showed  the  prominence  of  hemorrhage  (see  Table 
1). 

This  report  includes,  for  the  most  part,  deaths 
in  which  hemorrhage  was  listed  as  the  primary 
cause.  There  were  an  even  greater  number  dur- 
ing the  same  period  in  which  hemorrhage  contrib- 
uted heavily  to  the  mortality,  though  not  classi- 

TABLE  1. — Maternal  Deaths  in  Brooklyn, 

1937-1941 

Infection  Toxemia  Hemorrhage 
Official  statistics  124  81  81 

Gordon’s  revised  statis- 
tics 112  74  118 
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tied  as  the  principal  cause.  The  Brooklyn  Com- 
mittee on  Maternal  Welfare  studied  126  maternal 
deaths  in  1938.  In  21  cases,  or  17  per  cent,  hemor- 
rhage was  cited  as  the  primary  cause  of  death. 
And  yet  in  40  per  cent  of  the  remaining  105  cases, 
the  blood  loss  was  sufficient  to  warrant  treatment 
and  thus  contributed  to  death.  Similar  studies 
in  other  years  revealed  essentially  the  same  in- 
cidence of  hemorrhage. 

That  this  experience  is  not  unique  to  Brooklyn 
is  shown  by  other  reports.  A study  from  the 
Province  of  British  Columbia  from  1941  through 
1943  indicated  that  the  number  of  maternal 
deaths  from  hemorrhage  were  42,  infection,  28, 
and  toxemia,  22. 2 Davis  and  Grady  reporting 
from  the  Chicago  Lying-In  Hospital  stated  that 
“infection  is  rapidly  disappearing  as  the  major 
cause  for  death”  and  indicated  that  hemorrhage 
is  playing  the  principal  role.3  Moreover,  a com- 
parative study  of  maternal  mortality  in  the 
United  States  for  1940  and  1942  clearly  showed 
the  greatest  reduction  in  maternal  deaths  from 
infection  while  hemorrhage  deaths  were  only 
slightly  decreased.4  It  is  generally  agreed  that 
the  factors  responsible  for  reducing  deaths  from 
infection  are  better  obstetric  care,  chemotherapy, 
antibiotics,  and  more  frequent  use  of  blood  trans- 
fusions. It  is  clear,  then,  that  the  major  problem 
in  further  decreasing  maternal  mortality  lies  in 
the  prevention  and  treatment  of  hemorrhage. 

For  the  past  ten  years  all  maternal  deaths  in 
Brooklyn  have  been  reviewed  by  the  Brooklyn 
Committee  on  Maternal  Welfare.  A survey  of 
these  records  affords  valuable  material  for  study, 
even  though  the  incompleteness  and  inadequacy 
of  some  reports  must  be  recognized.  A few  were 
not  available.  However,  the  majority  were  ac- 
quired for  screening  and  represent  the  true  pic- 
ture. Any  omissions,  we  believe,  will  not  alter 
the  conclusions. 

Our  study  is  limited  to  a critical  survey  of  fatal 
hemorrhages  associated  with  the  third  stage  of 
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labor  arising  from  uterine  atony,  retention  of 
placental  tissue  and  inversion  of  the  uterus.  We 
will  include,  briefly,  placenta  previa  cases  which 
•lied  from  postpartum  hemorrhage,  since  a study 
of  this  complication  is  in  progress.  Deaths  from 
rupture  of  the  uterus  have  already  been  analyzed 
and  consequently  are  excluded  from  this  report.6 
Deaths  from  hemorrhage  and  shock  following 
cesarean  section  are  not  included  except  those  as- 
sociated with  massive  postpartum  hemorrhage. 
There  are  many  other  section  deaths  from  moder- 
ate hemorrhage  associated  with  operative  shock 
and  anesthesia.  These  fatalities  are  principally 
hemorrhage  deaths  and  constitute  an  important 
problem  in  themselves. 

The  major  causes  of  death  from  1937  through 
1945  are  noted  in  Table  2.  These  revised  statis- 
tics have  already  been  published  and  clearly  il- 
lustrate the  role  of  hemorrhage.1'6,7 


TABLE  2. — Maternal  Mortality  in  Brooklyn  from 
1937-1945M.’ 


1937-1939 

1940-1942 

1943-1945 

Infection 

84 

53 

46 

Toxemia 

56 

40 

28 

Hemorrhage 

70 

78 

122 

Material  for  Study 

The  causes  for  hemorrhage  in  these  60  cases  were 
atony  of  the  uterus,  40;  retention  of  part  or  all  of 
the  placenta,  12;  inversion  of  the  uterus,  5,  and 
varied  causes  in  3.  The  following  data  were  noted 
and  evaluated : 

1.  Predisposing  factors. 

2.  Methods  employed  in  delivery  of  the  fetus. 

3.  Management  of  the  third  stage  of  labor. 

4.  Means  employed  to  control  hemorrhage. 

(а)  Oxytocics. 

(б)  Uterine  manipulation. 

(c)  Uterovaginal  pack. 

( d. ) Hysterectomy. 

5.  Blood  transfusions. 

6.  Time  of  death  in  relation  to  the  hemor- 
rhage. 

Twenty-one  additional  cases  of  placenta  previa 
which  died  of  postpartum  hemorrhage  are  in- 
cluded. A more  detailed  analysis  appears  else- 
where. 

Atony  of  the  Uterus  (40  Cases).-—' This  compli- 
cation was  present  in  two  thirds  of  the  cases.  In 
24  of  these  predisposing  factors  were  obvious. 
Ten  were  associated  with  premature  separation  of 
a normally  implanted  placenta;  in  each  of  3 
cases  fibroids  or  gross  mismanagement  of  the 
third  stage  of  labor  were  responsible;  in  2 cases 
an  overdistended  uterus  or  prolonged  labor  con- 
tributed to  the  atony  of  the  uterus,  while  in  4 of 
the  cases  the  factors  were  varied.  These  cases 


which  illustrated  predisposing  factors  were  as 
follows: 

Case  1. — A 34-year-old,  white  gravida  IV,  para 
III,  was  admitted  at  term  and  in  labor.  After  forty- 
eight  hours  the  cervix  was  fully  dilated  and  within 
ten  minutes  she  delivered  an  8 pound  13  ounce  fetus 
spontaneously.  The  placenta  was  delivered  within 
a short  time,  when  one  ampule  each  of  pituitrin  and 
ergotrate  were  given.  Vaginal  bleeding  was  profuse 
and  persisted  despite  vaginal  packing.  Examination 
by  a consultant  revealed  a fibromyoma,  the  size  of  a 
lemon,  protruding  into  the  uterine  cavity.  Bleeding 
continued  in  spite  of  a uterovaginal  pack.  One  and 
one-half  hours  later  the  patient  was  in  extremis 
and  was  transferred  to  the  operating  room  for 
hysterectomy.  Thirty  minutes  later,  after  receiving 
only  200  cc.  of  blood,  the  patient  died  before  the 
operation  was  started. 

Case  2. — A 30-year-old  white  gravida  V,  para  III, 
who  had  had  two  previous  cesarean  sections,  was 
admitted  for  elective  section.  The  operation  was 
done  under  gas  oxygen  ether  anesthesia.  Dense  ad- 
hesions were  encountered.  The  placenta  was  firmly 
adherent  and  was  difficult  to  remove.  The  pat  ient 
bled  profusely,  and  it  was  estimated  that  between 
1,700  and  2,000  cc.  of  blood  were  lost  during  the  fifty 
minutes  of  operating  time.  The  patient  expired 
thirty-five  minutes  after  the  operation  was  com- 
pleted, without  receiving  any  blood. 

Case  3. — A 31-year-old  white  gravida  II,  para  I, 
was  admitted  to  the  hospital  at  the  thirty-third  week 
of  gestation  because  of  marked  enlargement  of  the 
uterus,  causing  respiratory  distress.  Although 
labor  began  spontaneously,  the  contractions  were 
weak  and  ineffective.  The  membranes  were  arti- 
ficially ruptured,  and  8,000  cc.  of  fluid  allowed  to 
escape.  The  contractions  then  became  stronger, 
and  bv  low  forceps  under  gas  oxygen  ether  anes- 
thesia, the  patient  was  delivered  of  a macerated  still- 
born weighing  7 pounds  13  ounces.  The  placenta  fol- 
lowed soon  afterwards.  The  uterus  contracted  nor- 
mally, then  relaxed,  and  from  this  point  until  death, 
six  and  one-half  hours  later,  the  hemorrhage  was  not 
controlled.  Treatment  included  oxytocics,  uterine 
manipulation,  uterovaginal  packing  and  2,000  cc. 
each  of  blood  and  plasma  given  in  transfusion.  Ex- 
sanguination  far  exceeded  blood  replacement. 

The  methods  employed  in  delivery  of  the  fetus 
are  recorded  in  Table  3. 


TABLE  3. — Method  of  Delivery 


Spon- 

taneous 

Forceps 

Breech 

Extraction 

Cesarean 

Section 

Atony 

19 

15 

2 

4 

Ketention  of 
placental  tissue 

10 

1 

1 

0 

I aversion 

3 

1 

1 

0 

Miscellaneous 

1 

1 

0 

1 

33 

18 

4 

5 

Delivery  of  the  placenta  in  this  group  was  re- 
markable only  because  it  occurred  in  six  of  the 
vaginal  cases  more  than  one-half  hour  after  deliv- 
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ery-of  the  child.  Three  required  manual  removal. 
Both  of  the  following  cases  illustrate  the  role  of 
general  anesthesia  in  accentuating  uterine  atony, 
and,  in  addition,  illustrate  mismanagement  of 
the  third  stage  of  labor. 

Case  4- — A 30-year-old  white  primipara  with 
uterine  fibromyomata  was  admitted  at  term  and  in 
labor.  After  seventy-two  hours  of  labor  with  the 
cervix  incompletely  dilated,  multiple  Diihrssen’s 
incisions  were  made  under  general  anesthesia.  Man- 
ual rotation  of  a persistent  occipitoposterior  was 
performed,  followed  by  forceps  extraction.  The 
cervical  incisions  were  repaired  with  the  placenta 
still  retained.  Continuous  bleeding  from  the  uterus 
occurred  during  this  time.  The  placenta  was 
manually  removed  two  hours  later,  and  the  uterus 
packed  with  gauze.  The  record  indicated  that  the 
cervical  incisions  were  resutured,  probably  having 
been  disrupted  during  the  intrauterine  manipulation. 
The  patient  went  into  shock.  Treatment  included  3 
repeated  packings  and  2 intrauterine  injections  of 
pituitrin.  The  patient  died  two  hours  after  delivery 
with  only  750  cc.  of  blood  given. 

Case  5. — A 32-year-old  white  primipara  was  ad- 
mitted at  term.  Labor  was  characterized  by  uterine 
inertia.  A general  anesthetic  was  given  in  prepara- 
tion for  delivery.  Examination  showed  the  cervix 
to  be  incompletely  dilated  and  so  the  patient  was 
returned  to  bed.  Later,  Diihrssen’s  incisions  under 
general  anesthesia  were  performed  because  of  the 
failure  of  complete  cervical  dilatation.  The  head  was 
manually  rotated  and  the  fetus  delivered  with  axis- 
traction  forceps.  With  the  placenta  in  situ  and  the 
patient  under  continued  anesthesia,  the  cervical  and 
episiotomy  wounds  were  repaired.  She  bled  during 
this  procedure.  The  placenta  was  then  delivered 
spontaneously.  Hemorrhage  continued  and  she 
died  ong  hour  and  forty-five  minutes  after  delivery 
with  no  transfusions  having  been  given. 

Although  the  records  were  often  incomplete 
concerning  the  use  of  general  anesthesia  (Table 
4),  we  regard  it  as  a most  important  contributing 
factor  to  hemorrhage  and  shock.  Local  anes- 
thesia has  long  been  favored  in  our  hospital,  be- 
cause it  permits  completion  of  the  third  stage 
and  perineal  repair  without  any  further  general 
anesthesia. 


TABLE  4.- — Anesthesia 


General 

Local 

Spinal 

No 

Mention 

Atony 

13 

3 

i 

23 

Retention  of 
placental  tissue 

5 

0 

0 

7 

Inversion 

3 

0 

0 

2 

Miscellaneous 

2 

0 

0 

1 

— 

— 

— 

— 

23 

3 

1 

33 

Ten  patients  with  premature  separation  of  a 
normally  implanted  placenta  died  of  postpartum 
hemorrhage,  superimposed  on  antepartum  or 
intrapartum  bleeding.  All  were  inadequately 
treated.  Neither  effective  conservative  therapy 


nor  cesarean  section  was  performed  in  any  case. 
Only  2 received  oxytocics  prior  to  delivery.  Six 
were  delivered  spontaneously,  3 by  forceps  and  1 
by  breech  extraction.  Despite  massive  blood 
loss  in  every  case,  only  4 received  transfusions 
and  in  2 the  quantity  given  was  small.  One  re- 
ceived a large  volume  of  blood  while  the  remaining 
one  was  not  transfused  until  she  was  in  irrever- 
sible shock.  Packing  of  the  uterus  was  performed 
in  8 cases  and  in  half  the  vagina  was  also  packed. 
All  the  patients  died  from  hemorrhage  and  shock 
within  six  hours  after  delivery;  and  4 of  these 
died  within  two  hours. 

Retention  of  the  Placenta. — There  were  12  fatal 
hemorrhages  associated  with  retention  of  pla- 
cental tissue.  Five  patients  died  with  the  pla- 
centa completely  retained.  Brief  abstracts  are  as 
follows: 

1.  The  delivery  was  done  at  home  by  a mid- 
wife, and  the  patient  admitted  to  the  hos- 
pital in  shock  after  severe  hemorrhage. 
Death  occurred  with  the  placenta  re- 
tained. 

2.  The  ambulance  surgeon  found  this  patient 
dead  at  home.  The  baby  had  been  deliv- 
ered without  attendance  and  the  placenta 
was  retained.  The  floor  was  covered  with 
blood. 

3.  Delivery  took  place  at  home  without  at- 
tendance. The  patient  was  admitted  to 
the  hospital  in  irreversible  shock  with  the 
placenta  retained.  Death  occurred  in  less 
than  one  hour. 

4.  Normal  spontaneous  delivery  took  place 
in  a hospital.  The  patient  was  transferred 
to  her  bed  with  the  placenta  retained  and 
with  no  sign  of  separation.  She  was  found 
dead  in  bed  from  hemorrhage  thirty-six 
hours  later. 

5.  Rapid  spontaneous  delivery  took  place. 
There  was  an  uncontrolled  profuse  hemor- 
rhage five  minutes  later.  Death  occurred 
within  an  hour  with  the  placenta  retained. 

Seven  patients  had  retention  of  part  of  the 
placenta.  Three  had  spontaneously  delivered  a 
placenta  which  was  presumed  to  be  intact.  In 
one  patient  ten  days  elapsed  before  the  fatal 
hemorrhage  occurred.  Manual  removal  of  the 
placenta  had  been  performed  in  4 cases,  two  with 
great  difficulty.  It  was  obvious  that  incomplete 
removal  caused  the  continued  hemorrhage  in  all 
cases. 

Inversion  of  the  Uterus. — This  serious  complica- 
tion occurred  in  five  patients.  Traction  on  the 
cord  and/or  fundal  pressure  were  the  obvious 
causes  in  four  cases.  In  the  remaining  case  the 
inverted  uterus  appeared  at  the  introitus  fol- 
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lowing  expulsion  of  the  placenta.  The  inversion 
was  immediately  recognized  in  three  patients. 
Reposition  was  attempted  in  two  and  thought  to 
be  successful.  Hemorrhage  and  shock  continued 
and  further  examination  revealed  the  persistence 
of  the  inversion. 

Case  6.—^N  20-year-old  primipara  was  admitted 
to  the  hospital  at  term  and  in  labor.  Under  chloro- 
form anesthesia  a fetus  weighing  3465  Gm.  was 
spontaneously  delivered.  The  placenta  was  de- 
livered twenty-four  minutes  later  by  “gentle  trac- 
tion on  the  cord  without  any  pressure  on  the  fun- 
dus.” The  blood  loss  up  to  this  point  was  estimated 
at  300  cc.  About  five  minutes  after  the  expulsion  of 
the  placenta,  the  patient  went  into  shock,  although 
the  continued  bleeding  did  not  seem  to  be  sufficient 
to  account  for  it.  The  fundus  could  not  be  felt 
suprapubically,  and  pressure  in  this  area  caused  in- 
creased bleeding.  Treatment  included  pituitrin, 
Trendelenburg  position,  intravenous  glucose,  heat, 
and  caffeine  and  sodium  benzoate.  A consultant 
examined  the  patient  one  hour  and  fifty  minutes 
later  and  found  the  fundus  to  be  inverted  to  the 
level  of  the  introitus.  Under  ether  anesthesia  the 
inversion  was  corrected  and  this  was  followed  by 
cessation  of  the  bleeding.  She  died  two  hours  later, 
four  hours  after  delivery  of  the  placenta,  without 
receiving  any  blood. 

Autopsy  showed  visceral  evidence  of  exsanguina- 
tion.  The  uterus  was  not  ruptured  and  was  in  nor- 
mal position. 

Case  7. — A 26-year-old  white  gravida  II,  para  I, 
was  admitted  to  the  hospital  at  term  and  in  labor. 
The  patient  delivered  spontaneously  under  open 
drop  ether  anesthesia.  Because  of  a bleeding  third 
stage,  the  doctor  attempted  to  remove  the  placenta 
by  traction  on  the  cord  and  pressure  from  above. 
During  the  process  the  cord  ruptured  and  now  the 
placenta  was  visible  in  the  vagina.  Manual  removal 
of  the  placenta  from  the  inverted  uterus  was  per- 
formed with  difficulty.  The  organ  was  “reposited,” 
and  a pack  introduced  into  the  “uterus”  and  the 
vagina.  Bleeding  continued  through  the  pack.  A 
consultant  was  called  who  advised  expectant  treat- 
ment since  the  “inversion  had  been  corrected.” 
Twelve  hours  later  the  patient  was  in  shock.  A 
second  consultant  advised  immediate  hysterectomy. 
The  uterus  was  found  to  be  inverted,  although  ele- 
vated into  the  abdominal  cavity  by  the  vaginal  pack. 

The  inverted  uterus  was  first  corrected  and  then 
extirpated.  Postoperatively,  the  patient  received 
three  500  cc.  blood  transfusions,  causing  a marked 
improvement  in  her  general  condition.  However, 
two  days  later  the  urine  showed  pus  cells  and  4 plus 
albumin.  On  the  following  day  anuria  was  noted, 
and  this  condition  persisted  until  death  from  uremia 
on  the  fifth  postoperative  day.  In  all  probability 
this  complication  resulted  from  incompatible  blood, 
since  cystoscopy  revealed  both  ureters  patent. 

Case  8. — A 20-year-old  white  primipara  was  ad- 
mitted at  term  and  in  labor.  Delivery  was  performed 
by  low  forceps  under  gas-oxygen  anesthesia.  Five 
minutes  later,  the  placenta  was  noted  bulging  from 
the  introitus  and  was  expelled  spontaneously  by  the 


Duncan  method.  A reddish,  ragged,  pear-shaped 
mass,  recognized  as  an  inverted  uterus,  appeared  at 
the  vulva.  It  was  promptly  “reposited,”  and  a 
vaginal  pack  introduced.  Bleeding  persisted.  The 
pack  was  removed,  and  according  to  the  record  the 
inversion  of  the  uterus  was  now  corrected  thirty 
minutes  after  delivery.  A transfusion  of  500  cc.  of 
blood  was  given  within  two  hours  and  the  patient- 
rallied.  An  hour  later  the  patient  went  into  shock 
and  was  given  intravenous  glucose  solution,  coramine 
caffeine  and  sodium  benzoate,  adrenalin,  but  no 
further  blood  transfusion.  The  patient  died  from 
hemorrhage  and  shock  six  hours  after  delivery. 

Case  9. — A 29-year-old,  white  gravida  IV,  para 
III,  seven  months’  pregnant,  delivered  the  baby 
before  the  ambulance  doctor  arrived.  The  placenta 
was  retained.  The  doctor  failed  in  his  attempt  to 
express  the  placenta.  Fifty-five  minutes  later  the 
placenta  was  delivered  by  a modified  Crede  man- 
euver and  the  uterus  was  inverted.  The  patient  was 
hospitalized  in  shock  with  the  uterus  inverted,  and 
died  one  hour  and  twenty  minutes  after  delivery. 
No  transfusion  was  given. 

Case  10.—- A 23-year-old  white  primipara  was  ad- 
mitted at  term.  After  thirteen  horns  of  labor,  the 
cord  prolapsed,  and  delivery  was  completed  by 
breech  extraction.  The  placenta  was  expressed. 
Two  and  one-half  hours  later  profuse  bleeding  oc- 
curred, and  the  patient  went  into  shock.  The 
patient  received  1,100  cc.  of  blood,  recovered  from 
shock,  bled  again  two  days  later,  and  again  went  into 
shock.  At  this  time  the  fundus  could  not  be  felt 
suprapubically,  and  vaginal  examination  showed  an 
inverted  uterus.  The  patient  received  1,500  cc.  of 
blood  before  the  inversion  was  corrected  surgically. 
The  patient  died  three  days  later  of  sepsis. 

Miscellaneous  Cases.- — There  were  3 miscella- 
neous cases.  One  of  particular  interest  is  as  fol- 
lows : 

Case  11. — A 32-year-old,  white  gravida  III,  para 
II,  was  admitted  to  the  hospital  at  term.  Fourteen 
hours  after  admission  with  the  cervix  fully  dilated, 
an  ovarian  cyst  was  found  obstructing  the  head. 
Laparotomy  was  performed  and  a dermoid  cyst  re- 
moved. Vaginal  delivery  was  accomplished  by 
forceps,  and  the  placenta  was  expressed.  The 
patient  died  three  hours  later  from  shock  without 
appreciable  external  bleeding.  No  transfusions  were 
given.  The  cause  of  death  was  slipping  of  the 
pedicle  ligature. 

Deaths  from  Postpartum  Hemorrhage  Superim- 
posed on  Antepartum  and  Intrapartum  Hemor- 
rhage in  Placenta  Previa. — Fifty  deaths  from 
placenta  previa  occurred  during  the  ten-year 
period  covered  in  this  study  and  will  be  reported 
elsewhere.  Twenty-one  patients  died  from  post- 
partum hemorrhage,  2 following  cesarean  section, 
and  19  after  being  treated  vaginally.  In  the 
latter  group  8 had  clinic  evidence  of  rupture  of 
the  uterus,  although  in  only  2 cases  was  rupture 
actually  diagnosed,  either  by  palpation  or  at  au- 
topsy. 
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The  increased  likelihood  of  postpartum  hemor- 
rhage in  placenta  previa  and  the  rationale  for  it 
have  been  discussed  in  obstetric  textbooks.  When 
the  placenta  is  largely  implanted  in  the  lower 
segment,  its  separation  may  be  retarded  and  im- 
paired by  the  failure  of  the  lower  relaxed  portion 
of  the  uterus  to  contract  as  effectively  as  the  up- 
per portion.  Moreover,  the  lessened  contractions 
and  retractions  of  the  lower  segment  may  bring 
about  ineffective  hemostasis  of  the  large  blood 
sinuses,  formed  here  as  a result  of  the  previa.  It 
has  also  been  suggested  that  postpartum  hemor- 
rhage in  placenta  previa  is  due  to  small  unrecog- 
nized lacerations  in  the  highly  vascular  lower 
segment  rather  than  to  abnormal  muscular  con- 
tractions.8 

Time  of  Death.— (See  Table  5).  Forty-one 
patients  died  within  five  hours ; 29  of  these  were 
dead  in  three  hours.  All  but  three  of  the  remain- 
ing expired  within  15  hours.  Two  of  the  three 
remaining  patients  died  from  sepsis  several  days 
after  delivery.  In  the  remaining  case  retention  of 
part  of  the  placenta  caused  a fatal  hemorrhage  10 
days  after  delivery.  The  rapidity  with  which 
these  patients  died  was  strikingly  in  accord  with 
Beecham’s  report  of  hemorrhage  deaths  in  Phila- 
delphia.9 He  noted  the  average  time  between 
delivery  and  death  to  be  five  and  one-half  hours. 
It  is  obvious  then  that  obstetricians  must  recog- 
nize predisposing  causes  for  hemorrhage,  and  be 
prepared  to  deal  with  them  adequately.  More- 
over, they  should  have  a defense  ready  for 
patients  who  bleed  unexpectedly. 


TABLE  5. — Time  of  Death  Following  Delivery 


Up  to 

3-5 

5-15 

3 Hours 

Hours 

Hours 

Longer 

Atony 

Retention  of 

19 

8 

13 

0 

placental  tissue  5 

3 

2 

2 

I h version 

3 

1 

l 

0 

Miscellaneous 

2 

0 

0 

1 

29 

12 

16 

3 

TABLE  6.— 

Blood  Transfusions 

1937-1939 

1940-1942 

1943-1945 

Total 

None 

14 

5 

9 

28 

Inadequate 

8 

6 

5 

19 

Adequate 

1 

7 

h 

13 

23 

18 

19 

60 

Blood,  Transfusions. — Only  13  patients  received 
adequate  amounts  of  blood  (see  Table  6).  In- 
sufficient quantities  were  given  in  19  cases,  while 
28  patients  received  no  transfusions  at  all.  Thus, 
80  per  cent  of  the  cases  received  either  no  blood 
at  all  or  insufficient  amounts.  Since  41  patients 
died  more  than  three  hours  after  the  hemor- 
rhage, there  is  justification  for  the  inference  that 
there  was  time  enough  for  transfusion. 


Whole  blood  is  the  only  substitute  for  blood 
loss.  To  avoid  delay  all  patients  should  be  typed 
and  Rh’d  during  their  prenatal  course.  More- 
over, the  recognition  of  the  Rh  factor  makes 
transfusion  less  feared  from  reactions  hitherto  un- 
explained. Rh  negative  type  0 blood  of  low  titer 
should  be  on  hand  in  all  maternity  hospitals  and 
should  be  employed  to  combat  exsanguinating 
hemorrhages  while  cross  matching  is  being  done. 
At  the  very  least,  plasma  should  be  given  in  such 
emergencies  as  a temporary  expedient. 

Pack  and  Hysterectomy. — (Table  7).  Vaginal 
and/or  uterine  packs  were  unsuccessfully  em- 
ployed to  control  hemorrhage  in  36  cases.  The 
uterus,  alone  or  in  combination  with  the  vagina, 
was  packed  in  31  cases,  and  even  in  some  repeated 
packings  were  employed. 


TABLE  7.— Pack 


Vaginal 

Uterine 

Combined 

None 

Atony 

Retention  of 

i 

13 

14 

12 

placental  tissue 

2 

2 

1 

7 

Inversion 

2 

0 

0 

3 

Miscellaneous 

0 

1 

0 

2 

5 

16 

15 

24 

Obstetric  textbooks  recommend  the  use  of  a 
uterine  pack  to  control  bleeding,  provided  more 
conservative  measures  fail.  Despite  this  state- 
ment, there  has  been  a growing  tendency  to  dis- 
courage its  use  in  Brooklyn.  At  a recent  meeting 
of  the  Committee  on  Maternal  Welfare,  few 
would  defend  its  use  in  a pertinent  case  under  dis- 
cussion at  that  time. 

We  believe  there  is  a definite  place  for  the  pack. 
If  a patient  experiences  a severe  postpartum 
hemorrhage  from  an  empty,  atonic  uterus  which 
fails  to  respond  to  massage,  oxytocics,  intrauter- 
ine pressure  and  abdominal  manipulations,  few 
would  stand  idly  by  and  withhold  the  use  of  a pack . 

There  are  two  reasons  for  the  failure  of  a pack 
to  control  hemorrhage.  The  first  is  an  incorrect 
diagnosis  of  the  underlying  cause  of  hemorrhage. 
In  the  presence  of  a lacerated  cervix  or  uterus,  or 
with  retention  of  placental  fragments,  hemorrhage 
cannot  be  controlled  by  the  pack.  Packing  the 
uterus  of  a patient  in  irreversible  shock  is  often 
futile,  for  the  organ  may  fail  to  contract  and  re- 
tract. Excessive  blood  loss  causes  anoxia  and 
tissue  damage,  and  such  alterations  within  the 
myometrium  may  contribute  to  atony. 

The  second  reason  for  failure  is  faulty  technic. 
Uterine  packing  is  ineffective  unless  a firm,  moist 
pack  is  introduced  to  the  fundus,  and  the  entire 
cavity  is  packed  layer  by  layer  with  no  interven- 
ing spaces  remaining  to  favor  the  accumulation  of 
blood.  This  is  best  done  under  general  anesthe- 
sia. Perhaps  the  greatest  value  of  the  pack  lies 
in  reducing  the  blood  loss  while  the  operating 
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room  is  prepared  for  hysterectomy.  Repeated 
packings  are  inadvisable,  particularly  if  the  above 
factors  have  been  taken  into  account.  Hemor- 
rhage which  is  not  controlled  with  one  pack  is 
not  likely  to  respond  to  another,  and  precious 
time  and  blood  are  lost. 

Five  patients  had  hysterectomies  in  a valiant 
attempt  to  control  the  bleeding  but  were  already 
in  irreversible  shock  at  the  time  of  operation.  A 
uterus,  failing  to  respond  to  all  the  accepted 
methods  of  treatment,  should  be  extirpated  rap- 
idly, while  the  patient  is  receiving  large  amounts 
of  blood.  Analysis  of  these  60  cases  indicates  that 
many  of  these  patients  might  have  survived,  had 
this  procedure  been  used  early  enough. 

Management  of  the  Third  Stage  of  Labor. — - 
Analysis  of  these  records  indicated  great  difficulty 
in  determining  the  factor  of  mismanagement  of 
the  third  stage  of  labor  in  causing  the  fatal  hem- 
orrhage. It  was  clearly  a major  factor  in  many 
cases.  Thus,  the  12  cases  of  retention  of  all  or 
part  of  the  placenta  fitted  into  this  group.  The 
5 cases  of  inversion  of  the  uterus  were  also  exam- 
ples of  mismanagement.  In  some  of  the  patients 
in  the  atony  group  the  placenta  was  allowed  to 
remain  in  the  uterus  for  more  than  an  hour  de- 
spite a blood  loss  exceeding  1,000  cc.  In  this 
group  there  were  also  instances  of  continued  gen- 
eral anesthesia  while  lacerations  or  episiotomy 
wounds  were  being  sutured  with  the  placenta  in 
situ.  Furthermore,  some  patients  were  removed 
from  the  delivery  room  with  the  placenta  com- 
pletely retained,  and  while  in  bed,  unattended, 
suffered  a fatal  hemorrhage.  Still  another  factor 
was  the  retention  of  part  of  the  placenta,  although 
the  doctor  had  been  of  the  opinion  that  the  pla- 
centa had  been  delivered  intact.  In  cesarean  sec- 
tions the  placenta  was  only  casually  examined,  if 
at  all,  before  the  uterus  and  the  abdomen  were 
closed.  It  becomes  evident,  then,  that  the  proper 
conduct  of  the  third  stage  of  labor  is  the  best 
prophylaxis  against  hemorrhage. 

It  may  not  be  amiss  to  recapitulate  the  man- 
agement of  the  placental  stage,  the  stage  in 
which  hemorrhage  is  the  great  hazard.  One 
must  recognize  any  predisposing  cause  for  abnor- 
mal separation  and  expulsion  of  the  placenta. 
Conditions  which  must  be  prevented  or,  if  pres- 
ent, recognized,  are  as  follows:  excessive  and 
prolonged  use  of  analgesia;  inertia  caused  by  over- 
distention of  the  uterus  due  to:  (a)  multiple  preg- 
nancy, ( h ) large  baby,  and  (c)  hydramnios;  tu- 
mors of  the  uterus,  i.e.,  fibroids;  placenta  previa 
and  ablatio;  history  of  previous  abnormal  third 
stage;  operative  trauma  (Beecham  called  partic- 
ular attention  to  this  factor9) ; long,  general  anes- 
thesia; full  bladder,  and  pre-existing  anemia. 


Signs  of  placental  separation  must  be  awaited 
before  any  abdominal  manipulation  is  attempted, 
since  premature  expulsion  of  the  placenta  may 
initiate  bleeding  from  partial  separation.  Nc 
arbitary  period  of  time  need  be  set  in  awaiting 
spontaneous  separation  of  the  placenta  in  the 
absence  of  bleeding,  as  long  as  the  obstetrician 
remains  with  the  patient,  and  the  patient  remains 
in  the  delivery  room.  Under  no  circumstance 
should  a patient  leave  the  delivery  room  with  the 
placenta  retained.  The  majority  of  obstetricians 
feel  that  if  one  hour  has  elapsed,  and  signs  of 
separation  are  absent,  manual  removal  of  the 
placenta  under  general  anesthesia  should  be  done 
if  Cred6  expression  fails.  The  difficulties  and  haz- 
ards of  this  procedure  have  been  exaggerated. 

The  technic  employed  in  expressing  a com- 
pletely separated  placenta  is  important.  The 
uterus  should  be  stimulated  to  contract.  No  at- 
tempts at  expulsion  should  be  made  while  the 
uterus  is  relaxed  since  this  may  cause  inversion  of 
the  organ.  Four  fingers  of  one  hand  with  the 
thumb  anteriorly  grasp  the  fundus.  The  force 
is  directed  toward  the  birth  canal,  using  the  con- 
tracted segment  of  the  uterus  as  a piston.  The 
cord  must  not  be  pulled  upon,  since  this  too  might 
cause  inversion,  especially  if  fundal  pressure  is 
applied  while  the  uterus  is  relaxed.  When  the 
placenta  appears  at  the  introitus,  the  uterus 
should  be  lifted  up  and  out  of  the  pelvis  by  plac- 
ing four  fingers  behind  the  pubis  and  directing 
the  force  upwards.  The  contracted  fundus  is 
then  gently  massaged.  It  is  our  routine  to  ad- 
minister one  ampule  of  ergotrate  intramuscu- 
larly at  this  time. 

Estimated  blood  loss  during  the  third  stage  is 
notoriously  unreliable.  When  precise  determina- 
tions are  made,  it  is  found  to  be  far  in  excess 
of  the  amount  estimated.  Accordingly,  in  tbe 
presence  of  a bleeding  third  stage,  when  Crede 
expression  fails,  manual  removal  must  be  prompt. 
The  uterus  should  always  be  re-explored  for 
placental  fragments  or  uterine  lacerations.  Pla- 
centa and  membranes  should  be  carefully  in- 
spected to  be  certain  that  no  cotyledon  or  suc- 
centuriate lobe  has  been  left  behind. 

Bleeding  following  complete  expulsion  of  the 
placenta  and  membranes  is  due  either  to  atony 
of  the  uterus  or  to  lacerations  in  the  birth  canal. 
The  latter  can  be  seen,  and,  moreover,  the  uterus 
is  firmly  contracted.  One  must  be  certain  that 
the  uterus  is  completely  emptied.  It  is  occasion- 
ally difficult  to  determine  the  completeness  of 
the  expressed  placenta.  Exploration  of  the  uterus 
under  strict  asepsis  is  advocated  to  remove  any 
retained  fragment. 

If  the  uterus  is  relaxed  or  relaxes  intermit- 
tently, it  is  then  elevated  and  massaged.  One 
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ampule  of  pituitrin  is  given  intramuscularly 
along  with  one  ampule  of  ergotrate  intravenously. 
If  the  uterus  fails  to  contract  and  bleeding  con- 
tinues in  spite  of  therapy,  then  the  following 
procedure  is  advised:  the  operating  room  should 
be  prepared,  the  uterus  and  vagina  should  be 
tightly  packed  with  wet  gauze,  blood  transfu- 
sions, which  should  have  been  started  already,  are 
continued,  and  a hysterectomy  should  be  per- 
formed rapidly  if  bleeding  is  not  controlled. 

Rupture  of  the  uterus  occurs  more  commonly 
than  is  generally  realized.  Of  660  maternal 
deaths  in  Brooklyn,  30  or  5.4  per  cent  were  due  to 
uterine  rupture.  This  is  far  greater  than  the  0.7 
per  cent  incidence  reported  by  Beecham.9  Rup- 
ture must  be  considered  when  shock  is  greater 
than  the  estimated  blood  loss  warrants,  and 
uterine  exploration  should  be  made.  This  pro- 
cedure is  recommended  routinely  after  such 
highly  traumatic  vaginal  procedures  as  internal 
version,  difficult  midforceps  and  unorthodox 
breech  extraction  through  an  incompletely  dilated 
cervix. 

The  majority  of  reports  indicated  the  use  of 
intravenous  and  subcutaneous  fluids  and  such 
stimulants  as  caffeine,  adrenalin,  coramine  and 
digitalis  in  an  attempt  to  save  the  patient.  The 
statement  would  frequently  read  as  follows: 
“Despite  the  above  treatment  the  patient  finally 
succumbed  from  cardiac  failure.”  Death  from 
hemorrhage  and  shock  is  never  due  to  cardiac 
failure. 

The  need  for  adequate  blood  replacement  in 
hemorrhage  cannot  be  stressed  too  strongly  or  too 
often.  Reliance  should  not  be  placed  on  intra- 
venous or  subcutaneous  fluids  with  crystalloids, 
or  even  on  blood  plasma.  Any  patient  with  ante- 
or  intrapartum  hemorrhage  is  predisposed  to 
postpartum  bleeding  and  should  be  cross  matched 
immediately.  There  should  always  be  sufficient 
blood  available  for  replacement. 

Conclusions 

1.  Sixty  deaths  from  hemorrhage  associated 
with  the  third  stage  of  labor  have  been  reviewed. 

2.  Multiplicity  of  causes  for  hemorrhage  was 
noted  in  many  cases.  The  major  factors  were 
atony,  retention  of  placental  tissue,  and  inversion 
of  the  uterus. 

3.  Seven  patients  had  partial  retention  of 
placental  tissue,  unrecognized  until  fatal  hemor- 
rhage. Careful  inspection  of  the  placenta  after 


vaginal  and  abdominal  delivery  should  be  rou- 
tine. 

4.  Five  patients  died  with  the  placenta  com- 
pletely retained.  Manual  removal  of  the  placenta 
is  not  hazardous  and,  when  indicated,  should  not 
be  delayed. 

5.  Five  cases  of  inversion  of  the  uterus  oc- 
curred, four  after  improper  conduct  of  the  pla- 
cental stage.  They  were  generally  not  recog- 
nized until  profound  shock  intervened. 

6.  Prolonged  general  anesthesia  contributed 
to  hemorrhage.  Local  anesthesia  should  be  used 
more  frequently. 

7.  The  time  between  hemorrhage  and  death, 
though  brief,  was  sufficient  to  effect  adequate 
blood  replacement  in  the  majority  of  the  cases. 

8.  The  conduct  of  the  third  stage  of  labor  has 
been  reviewed.  Its  mismanagement  was  obvious 
in  many  instances  and  contributed  heavily  to  the 
mortality. 

9.  The  prophylaxis  against  hemorrhage 
should  include  the  correction  of  anemia  during  the 
prenatal  period.  All  patients  should  be  typed 
and  Rh’d  early  in  pregnancy.  Compatible  whole 
blood  should  be  available  at  all  times.  Blood 
banks  are  the  best  source  from  which  to  obtain 
this  whole  blood. 

10.  Although  the  pack  was  used  unsuccess- 
fully in  35  patients,  it  has  a definite  place  in  the 
treatment  of  postpartum  hemorrhage.  The  same 
is  true  of  hysterectomy. 

11.  The  use  of  cardiac  stimulants  and  intra- 
venous fluids  in  the  treatment  of  hemorrhage  is 
futile.  Adequate  whole  blood  replacement  is  the 
only  proper  therapy. 

12.  In  a group  of  50  deaths  from  placenta  pre- 
via, to  be  reported,  21  patients  died  from 
postpartum  hemorrhage  superimposed  on  ante- 
and  intrapartum  bleeding.  The  cause  of  this 
complication  has  been  discussed. 
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FAILURES  IN  GLAUCOMA  OPERATIONS:  HISTOLOGIC  STUDY 

Brittain  F.  Payne,  M.D.,  New  York  City 

{From  the  Department  of  Pathology,  New  York  Eye  and  Ear  Infirmary  and  New  York  University  School 
of  Medicine) 


THE  HISTOLOGIC  study  of  eyes,  removed 
after  unsuccessful  operations  for  glaucoma, 
shows  that  ideal  surgical  relief  has  not  been  de- 
vised so  far  as  the  laboratory  is  concerned.  In 
the  examination  of  approximately  100  eyes  with 
glaucoma  for  an  earlier  report1  and  in  specimens 
reviewed  since  that  time,  at  least  three  universal 
findings  are  noted : 

1.  Retention  of  adhesions  between  the  iris  and 
the  cornea 

2.  Fibrotic  closure  of  new  filtration  channels 

3.  Inflammation  of  the  uvea  and  fibrous  tunic 
Adhesions  or  synechiae  between  the  anterior 
surface  of  the  iris  and  the  posterior  surface  of  the 
cornea  are  composed  of  such  dense  connective 
tissue  that  permanent  separation  by  operation  is 
almost  impossible.  The  artificial  filtration  chan- 
nel or  channels  become  closed  by  the  proliferation 
of  connective  tissue,  and  it  makes  little  difference 
whether  a portion  of  the  iris  is  included  in  the 
operative  wound.  Inflammation  of  the  uveal 
tract  or  progressive  iridocyclitis  and  fear  of  sym- 
pathetic ophthalmia  often  force  the  surgeon  to 
admit  defeat  and  advise  enucleation. 

The  operations  for  glaucoma  which  illustrate 
the  general  microscopic  findings  of  all  globes  sent 
to  the  laboratory  are  the  iridectomy,  the  iriden- 
cleisis  and  the  trephine.  A study  of  these  eyes 
shows  the  following  in  common: 

1.  Edema  and  bullous  changes  in  the  cor- 
neal epithelium 

2.  Generalized  thinning  of  the  cornea  and 
sclera 

3.  Inflammation  at  the  limbus 

4.  Shallowness  of  the  anterior  chamber 

5.  Dilatation  of  the  pupil  and  adhesion  of  the 
iris  to  the  cornea  and  sometimes  to  the 
lens 

6.  Inflammatory  changes  in  the  iris  and  cil- 
iary body 

7.  Swelling  of  the  crystalline  lens 

8.  Depression  of  the  optic  nerve  with 
atrophy 

9.  Degeneration  of  the  ganglion  cells  of  the 
retina 

1 0.  Unusual  findings  in  the  vitreous  body 
A specimen  of  chronic  simple  glaucoma  not 
relieved  by  a cyclodyalisis  operation  is  presented 
to  illustrate  the  summary  listed  above  (Fig.  1). 

Presented  at  the  141st  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  Buffalo,  Section  on  Oph- 
thalmology and  Otolaryngology,  May  8,  1947. 


Operations  for  Glaucoma 

The  Iridectomy  Operation. — An  eye,  demon- 
strating most  of  the  usual  microscopic  findings 
after  unsuccessful  iridectomy  operations,  shows 
generalized  thinning  of  the  fibrous  tunic  with 
edema  and  absence  of  the  corneal  epithelium. 
The  operative  wound  is  closed  by  dense  connec- 
tive tissue  in  which  some  of  the  iris  pigment  re- 
mains. The  stump  of  the  iris  extends  toward  the 
center  of  the  cornea  and  is  adherent  to  it,  showing 
that  the  synechia  is  just  as  extensive  as  it  was 
before  the  operation  was  performed.  In  other 
words,  the  normal  iris  angle  is  not  restored  and 
the  adhesions  are  not  relieved. 

Further  study  of  the  specimen  shows  consider- 
able edema  and  round  cell  infiltration  at  the  lim- 
bus which  extends  into  the  operative  wound. 
The  cornea  is  somewhat  thinner  than  normal  and 
the  epithelium  is  undermined  in  the  periphery, 
swollen  and  absent  over  the  center.  Bowman’s 
membrane  is  intact  except  in  the  region  of  the 
limbus,  where  pannus  is  beginning  to  form.  A 
membrane  is  forming  on  the  anterior  surface  of 
the  iris,  and  the  endothelium  is  covered  with  a 
thin  layer  of  round  cells,  fibrin  and  pigment  par- 


Fig.  1.  Section  of  an  eye  with  chronic  simple 
glaucoma  after  cyclodyalisis  operation.  Anterior 
peripheral  synechiae  “S”  remain  undisturbed. 
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Fig.  2.  Iridectomy  operation  “0”  shows  stump 
of  iris  extending  toward  apex  of  cornea  and  adhe- 
sions remaining.  Anterior  peripheral  synechiae  “S” 
on  unoperated  side. 


Fig.  3.  Iris  inclusion  “B”  in  operative  wound. 
Separation  of  corneal  epithelium  “A”  by  bullous 
formation. 


tides.  The  sclera  is  thinner  than  normal  and 
shows  little  of  importance  (Fig.  2).  The  iris  is 
characterized  by  atrophy,  broad  anterior  periph- 
eral synechiae  and  chronic  inflammation.  The 
iris  stump  extends  far  anterior  to  the  filtration 
angle  which  has  been  closed  by  adhesions.  The 
membrane.forming  on  the  anterior  surface  of  the 
iris,  and  contributing  to  the  adhesions,  has  firmly 
sealed  any  possible  connection  with  the  normal 
drainage  spaces.  The  ciliary  body  shows  atro- 
phic and  inflammatory  changes,  and  the  choroid 
is  flattened  to  a mere  line  by  pressure  and  fixa- 
tion. The  retina  shows  destruction  of  the  gan- 
glion cells,  edema  and  cystic  degeneration.  The 
crystalline  lens  has  been  removed  but  its  enlarged 
and  forward-displaced  capsule  remains.  A frag- 
ment of  iris  lies  on  the  anterior  surface  of  the 
lens.  Careful  study  of  this  specimen  indicates 
that  the  iridectomy  failed  to  create  a new  drain- 
age channel  and  the  synechiae  were  undisturbed. 
The  presence  of  inflammation  contributed  to  the 
loss  of  the  eye. 

Iris  Inclusion  Operation.— An  eye  removed  af- 
ter an  unsuccessful  iris  inclusion  operation  shows 
atrophic  uveal  tissue  in  the  operative  wound, 
shallow  anterior  chamber,  and  definite  lens 
changes.  The  fibrous  tunic  is  distended  and  thin- 
ner than  normal.  The  epithelium  shows  signs  of 
edema  and  bullous-like  formation  near  the  opera- 
tive wound  (Fig.  3). 

A more  intensive  examination  of  the  sections 
shows  that  the  iris  is  included  in  the  bleb  and 
that  filtration  is  possible.  There  is  sufficient 
space  between  conjunctival  flap  and  the  iris  for 
aqueous  drainage.  Unfortunately,  the  iris  shows 
signs  of  chronic  inflammation,  and  firm  diagonal 
adhesions  which  unite  the  root  of  the  iris  to  the 
base  of  the  flap.  Instead  of  acting  as  a filtration 
“wick,”  the  iris  forms  a firm  band  which  dams 
the  aqueous  behind  it.  There  is  no  relief  from 
increased  intra-ocular  tension  which  accounts  for 


distention  of  the  globe  and  formation  of  bullae  on 
the  cornea. 

The  crystalline  lens  has  moved  in  the  direction 
of  the  filtration  cicatrix.  It  is  saved  from  com- 
plete dislocation  by  a firm  adhesion  of  the  pupil- 
lary area  of  the  iris  to  its  anterior  capsule.  The 
iris  itself  is  almost  diamond  shaped  in  cross  sec- 
tion and  shows  evidence  of  nuclear  sclerosis. 
Some  of  the  contraction  of  the  lens  cortex  is  due 
to  hardening  agents.  Displacement  of  the  lens  is 
a fairly  common  finding  after  operations  for  glau- 
coma. 

Most  of  the  inflammatory  changes  in  this  spe- 
cimen are  in  the  vicinity  of  the  operative  wound. 
There  is  congestion  of  the  blood  vessels  with  ex- 
travasations into  the  loose  connective  tissue. 
A small  hemorrhage  lies  adjacent  to  the  ciliary 
body.  Diffuse  lymphocytic  infiltration  and  fi- 
brotic  changes  complete  the  picture.  The  iris  on 
the  side  opposite  is  drawn  taut  by  its  adhesion  to 
the  displaced  lens.  It  is  atrophic  and  diffusely  in- 
filtrated with  lymphocytes.  The  ciliary  body 
shares  in  the  atrophic  changes  just  mentioned. 

The  eventual  loss  of  this  eye  was  due  to  the 
bandlike  adhesion  of  the  iris  across  the  mouth  of 
the  operative  wound,  displacement  of  the  lens, 
distention  of  the  globe,  and  bullous  keratitis. 

Trephine  Operations. — Eyes  enucleated  after 
unsuccessful  trephine  operations  may  be  ex- 
plained by  the  description  of  a typical  “failure” 
(Fig.  4). 

The  specimen  shows  the  anterior  chamber  to 
be  shallow,  the  crystalline  lens  swollen  and  the 
operative  wound  closed  by  fibrous  tissue.  The 
cornea  is  irregular  in  thickness.  The  epithelium 
is  slightly  undermined  by  new  blood  vessels  and 
connective  tissue  at  the  limbus.  The  stroma  is 
moderately  infiltrated  in  the  periphery.  Desce- 
met’s  membrane  is  curled  on  itself  near  the  opera- 
tive wound,  and  the  endothelium  is  covered  with 
a thin  layer  of  fibrin.  The  operative  wound  is 
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Fig.  4.  Unsuccessful  trephine  operation  showing 
trephine  wound  “A”,  posterior  syneehiae  “S”,  an- 
terior peripheral  syneehiae  “S”,  and  crystalline 
lens  “B”. 

closed  by  dense  connective  tissue  containing 
fragments  of  pigment,  lymphocytes,  and  new 
blood  vessels.  The  filtering  cicatrix  contains 
fresh  hemorrhage.  The  iris  is  atrophic  and  is 
closely  adherent  to  the  cornea  and  lens  on  the  un- 
operated side.  That  an  iridectomy  has  been  per- 
formed is  shown  by  a part  of  the  iris  lying  in  the 
wound.  The  ciliary  body  and  the  choroid  show 
atrophic  changes  with  congestion  of  the  blood 
vessels.  The  retina  is  undergoing  degenerative 
changes  with  diffuse  hemorrhage  in  its  innermost 
layers.  The  crystalline  lens  shows  cortical  cata- 
ractous  changes  with  nuclear  sclerosis.  The  lens 
is  in  close  relation  to  the  filtration  wound. 

The  loss  of  the  eye  was  due  to  fibrotic  changes 
in  the  wound  and  close  approximation  of  the 
lens.  The  new  channel  was  blocked  and  the 
closure  of  the  iris  was  not  relieved. 

Conclusions 

1.  Failure  of  the  iridectomy  operation  may 
be  due  to  persistence  of  syneehiae  and  because 
the  iris  was  not  removed  at  its  root. 

2.  Iris  inclusion  operations  may  be  closed  by 
the  iris  itself. 

3.  The  trephine  operation  may  become  closed 
by  fibrotic  and  inflammatory  changes. 

Discussion 

Harold  E.  Wass,  M.D.,  Buffalo. — Dr.  Payne’s 
specimens  indicate  that  the  pathogenesis  of  the  fail- 
ures is  subject  to  individual  variations,  not  only  of 
the  eyeball  operated  upon  but  also  of  the  ophthal- 
mic surgeon  as  well. 

Since  the  publication  of  Dr.  Payne's  second  con- 
i ribution  to  this  aspect  of  ophthalmology,  a similar 
study  was  undertaken  in  the  Department  of  Path- 
ology of  the  Buffalo  General  Hospital  in  an  effort  to 
ascertain  how  closely  the  evidences  could  be  paral- 
leled. Although  the  amount  of  material  studied 
was  smaller,  Dr.  Payne’s  conclusions  were  strongly 
substantiated. 

Fewest  globes  were  represented  in  the  failures 
which  had  some  form  of  iridocomeosclerectomy. 
Pathologic  curiosities  were  not  encountered  at  all, 
although  they  do  occur.  It  is  well  to  insist  on  the 


pathologic  examination  of  all  enucleated  globes  in 
order  that  they  may  be  detected  when  present,  for 
they  will  make  almost  any  important  intra-ocular 
operation  hopeless,  no  matter  what  the  precautions. 
This  is  especially  likely  to  happen  if  the  patient  is 
first  seen  with  tension  already  greatly  increased 
when  there  is  no  time  for  detailed  clinic  observation. 

Early  in  glaucoma,  the  pathologic  picture  is 
characterized  by  hyperemia  and  edema  of  almost 
every  ocular  structure.  Hyperemia  and  edema  of 
themselves  are  considered  by  pathologists  as  tem- 
porary alterations  in  tissue  structure  and  function 
They  may  subside  without  resulting  in  any  perma- 
nent change  of  tissue  metabolism.  However,  if  the 
process  is  not  releived  and  progresses  to  the  fixed 
stage,  the  tissue  changes  are  irreversible.  This  is 
true  anywhere  in  the  body  but  especially  true  in  the 
eye.  Other  tissue  changes  are  superimposed  on  these 
and  the  final  stages  exhibit  marked  alteration  in 
both  histology  and  function.  This  is  why  surgery  in 
early  glaucoma,  from  a histologic  point  of  view, 
should  produce  the  best  results.  The  hyperemia 
and  edema  are  relieved  before  thav  can  pass  into 
more  complicated  stages. 

Later  in  glaucoma,  the  surgery  is  not  so  satisfac- 
tory histologically  because  the  degenerative  pro- 
cesses are  so  fixed.  Adhesions  are  broad  and  firm. 
The  actual  formation  of  new  tissue  has  occurred, 
usually  involving  the  angle,  and  the  appearance  of 
newly  formed  blood  vessels  is  known  to  be  a poor 
prognostic  sign. 

The  failures  studied  at  the  Buffalo  General  Hospi- 
tal wrere  divided  into  two  broad  groups.  The  first 
group,  those  classed  as  physiologic  failures,  included 
globes  lost  from  hemorrhage  or  infection.  The  sec- 
ond group  was  considered  to  be  mechanical  failures, 
for,  while  the  hemorrhage  and  infection  were  not 
present,  there  was  continued  hypertension  of  the 
globe.  The  clinical  findings  in  both  groups  were  corre- 
lated, and  it  became  apparent  that  failures  of  the  first 
group  bore  no  consistent  relationship  to  the  type 
of  surgery  performed,  whereas  the  group  of  me- 
chanical failures  bore  a rather  marked  relationship 
to  the  type  of  surgery  performed,  in  that  the  an- 
atomic factors  favoring  filtration  were  unsatisfied 
by  the  surgery. 

The  importance  of  the  time  factor  as  a cause  of 
failure  was  revealed  in  the  series  at  the  General 
Hospital  in  Buffalo.  Certain  of  the  eyes,  demon- 
strated by  Dr.  Payne,  as  wrell  as  many  in  our  own 
series,  failed  to  respond  to  almost  any  operative 
procedure.  Clinical  investigation  revealed  that,  they 
were  all  glaucoma  conditions  which  had  existed  foi 
from  five  to  twelve  years  in  which  surgery  was  de- 
layed or  had  been  advised  and  was  refused. 

The  importance  of  Dr.  Payne’s  contributions  are 
just  as  apparent  to  the  ophthalmologist,  whose  in- 
terest is  chiefly  clinical,  as  they  are  to  the  ophthalmic 
pat  hologist.  Every  histologic  change  has  its  clinical 
counterpart.  All  these  factors  will  be  important 
when  the  final  decision  is  made  concerning  the  time 
for  surgery  and  the  type  of  operation  to  be  per- 
formed on  an  eye  with  elevated  intra-ocular  tension 
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THE  CONSERVATION  OF  HEARING  PROGRAM  IN 
NEW  YORK  STATE 

Gordon  D.  Hoople,  M.D.,  Syracuse,  N.  Y. 


NDER  the  title  “The  Conservation  of  Hear- 
ing Program  in  New  York  State,”  there 
might  well  follow  a detailed  study  of  the  number 
and  variety  of  hearing  difficulties  that  are  to  be 
found  within  the  confines  of  the  state.  To  this 
might  be  added  a resume  of  the  facilities  available 

I for  the  alleviation  of  these  maladies.  The  sta- 
tistics for  such  a paper  have  been  compiled  and 
are  a matter  of  record.  This  presentation  will 
assume  that  these  facts  are  well  known  and  do  not 
need  repetition  at  the  moment.  This  paper, 
instead,  is  a plea  for  the  support  of  the  otolaryn- 
gologists of  our  society  for  a new  state-wide  plan 
for  the  solution  of  some  of  the  hearing  problems 
of  our  citizens. 

The  need  for  such  a plan  is  obvious.  Until  now 
most  of  us  who  are  otolaryngologists  have  con- 
cerned ourselves  with  the  care  of  such  hearing 
ailments  as  we  ourselves  can  alleviate.  The  dis- 
position of  those  patients  who  have  irreversible 
hearing  loss  is,  for  the  majority  of  us,  a matter  in 
which  we  have  little  interest.  Or,  if  we  have  had 
the  interest,  most  of  us  have  done  little  about  it. 

Sit  is  time  we  did.  At  this  point  it  is  quite  proper 
to  give  credit  to  those  of  our  number  who  have 
been  pioneers  in  the  field  of  hearing  problems  and 
devoted  much  of  their  time  and  attention  to  them. 
Lacking  the  results  of  the  efforts  of  these  men, 
some  of  whom  are  still  active  and  an  example  to 
the  rest  of  us,  we  would  hardly  know  where  to 
turn  for  a program.  They  have  set  their  sights 
and  we  can  build  on  their  foundations — if  we  will 
I have  said  that  the  need  for  a plan  is  obvious. 
To  personalize  the  issue  and  be  specific,  I would 
like  to  ask  what  you  say  to  a patient  whom  you 
have  examined  and  found  to  have  an  irreversible 
hearing  loss  in  both  ears  of  more  than  30  decibels 
in  the  speech  frequencies?  Your  routine  instruc- 
tions most  likely  follow  this  pattern:  “Here  are 
the  names  of  some  of  the  better  hearing  aid  com- 
panies. Go  to  these,  try  out  their  aids,  and  select 
the  one  best  suited  to  you.”  I am  going  to  con- 
fess right  now  that  until  September,  1946,  some 
such  instruction  was  my  custom.  I said  that  and 
little  more.  Last  September  we  started  a Con- 
servation of  Hearing  Center  in  Syracuse  to  which 
we  can  refer  patients  for  the  trial  and  fitting  of 
hearing  aids.  I no  longer  need  to  say  what  I did 
before.  I could  elaborate  on  this,  but  for  the 
moment  I wish  to  continue  a review  of  our  short- 
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comings.  This  is  not  done  to  chide  and  scold,  for 
I have  been  as  guilty  as  anyone  here.  How  regu- 
larly do  you  mention  the  need  for  lip  reading  to 
such  an  individual  as  I have  described?  What  do 
you  do  to  see  that  such  an  individual  makes  con- 
tact with  such  instruction?  What  do  you  sug- 
gest for  a program  of  auricular  training?  Do  you 
make  the  moves  necessary  for  speech  correction 
when  hearing  loss  is  responsible  for  slovenly 
speech?  These  would  prove  embarrassing  ques- 
tions if  I were  to  ask  now  for  your  individual 
answers.  For  most  of  you  the  real  answer  to 
these  questions  would  include  the  information 
that  such  facilities  as  are  needed  for  the  solution 
of  the  implied  problems  in  the  above  questions 
fire  not  available  to  you,  and,  consequently,  you 
do  not  open  the  subject. 

Recently,  through  the  efforts  of  the  Committee 
on  the  Conservation  of  Hearing  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngology 
there  was  publicized  a practical  program  for  the 
average  otolaryngologist  which  might  be  insti- 
tuted by  him  in  his  office  for  the  trial  and  fitting 
of  hearing  aids.  It  was  widely  distributed,  and 
I do  not  doubt  that  each  of  you  read  it  with 
interest.  I did  and  found  that  for  me  it  was  not 
practical.  I do  not  doubt  that  most  of  you  came 
to  the  same  conclusion.  There  is,  it  seems  to  me, 
a vital  reason  why  such  suggestions  have  failed 
in  the  past  to  meet  with  popular  approval.  The 
selection  and  fitting  of  hearing  aids  and  the  insti- 
tution of  attendant  remedial  rehabilitation  meas- 
ures is  something  which  requires  the  expenditure 
of  a considerable  amount  of  time.  Furthermore, 
and  this  is  the  crux  of  the  whole  matter,  the 
average  otolaryngologist  is  so  busy  that  he  cannot 
devote  the  required  amount  of  time  to  do  the  job, 
and,  consequently,  he  does  not  do  it.  I think  it 
is  time  we  recognized  this  important  fact,  ac- 
cepted it,  and  began  to  attack  this  problem  on  a 
state-wide  basis  from  an  entirely  different  angle. 

Aural  Rehabilitation 

As  a result  of  the  war,  a new  phrase  has  crept 
into  our  terminology — aural  rehabilitation.  The 
medical  corps  of  the  Army  and  Navy,  early  in  the 
period  of  hostilities,  inaugurated  a program  which 
was  given  this  name.  It  is  felt  by  many  that  this 
endeavor  was  one  of  the  best,  if  not  the  finest,  of 
all  the  activities  of  the  medical  corps  of  the  serv- 
ices. Most  of  the  technics  used  were  known  to 
otologists  and  allied  personnel  before  their  em- 
ployment in  this  enterprise.  These  modalities 
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had  been  brought  into  vogue  by  some  of  the 
pioneers  previously  mentioned.  But  it  is  fair  to 
say,  I think,  that  never  before  had  all  the  methods 
been  brought  together  under  the  use  of  such  a 
variety  of  highly  skilled  personnel  and  employed 
with  such  effectiveness.  The  testing  of  hearing, 
the  trial  and  fitting  of  hearing  aids,  auricular 
training,  speech  reading,  speech  correction,  psy- 
chologic studies,  and  vocational  guidance  were 
correlated  under  a single  program  which  brought 
about  a satisfactory  rehabilitation  to  the  majority 
of  those  who  were  assigned  to  these  centers.  As 
a result  of  a questionnaire  sent  in  1945  to  the 
rehabilitees  of  this  program,  it  was  found  that,  of 
those  who  were  fitted  with  hearing  aids,  over  90 
per  cent  were  still  wearing  them  after  the  lapse 
of  more  than  a year.  This  is  a distinct  advance 
over  civilian  experience  and  points  out  the  value 
of  a correlated  service  such  as  this  was.  Many 
of  you  have  visited  one  of  these  aural  rehabilita- 
tion centers.  If  you  have  not,  you  owe  it  to 
yourself  and  your  patients  to  do  so.  The  nearest 
one  to  New  York  State  is  to  be  found  in  the  Phila- 
delphia Naval  Hospital  in  that  city.  There  will 
soon  be,  if  it  is  not  already  in  operation,  a similar 
center  in  New  York  City  under  the  auspices  of 
the  Veterans  Administration.  The  record  made 
by  these  centers  is  too  significant  to  ignore. 

Recognizing  that,  individually,  otologists  can- 
not furnish  adequately  the  service  required  for 
amelioration  of  this  aspect  of  the  hearing  prob- 
lem, it  has  seemed  to  some  of  us  that  it  would  be 
wise  if  we  could  adopt  some  of  the  features  of  the 
aural  rehabilitation  program  of  the  armed  forces 
and  use  them  to  meet  the  need  which  faces  us  in 
New  York.  If  this  were  done,  centers  might  be 
established  in  a dozen  or  more  strategically  lo- 
cated cities  throughout  the  state  and  be  so 
placed  that  no  person  who  might  need  their  serv- 
ices would  be  too  great  a distance  from  one  of 
them.  As  these  centers  proved  their  worth,  they 
could  be  enlarged  in  staff  or  in  number  until  the 
requirements  of  the  populace  were  met. 

Civilian  Centers 

These  civilian  centers  would  not  need  all  the 
elaborate  equipment,  nor  all  of  the  personnel  of 
the  military  groups.  This  would  eliminate  some 
of  the  elaborate  service  rendered  the  veteran,  but, 
with  a great  saving  in  expense,  the  essential 
features  could  be  retained.  Each  center  should 
be  under  the  direction  of  an  otologist.  Under 
this  leadership  there  should  be  personnel  trained 
in  audiometry,  speech  reading,  speech  correction, 
auricular  training,  and  the  trial  and  fitting  of  hear- 
ing aids.  A few  such  workers  are  presently  avail- 
able. Courses  given  in  several  universities  will 
soon  make  available  others  who  can  be  secured 
to  work  on  such  a staff.  The  number  needed 


would  depend  on  the  case  load.  A minimum  for 
such  a center  would  be  one  otologist,  one  (to  give 
a name)  audiologic  technician,  and  a social 
worker-secretary.  A complete  staff  would  in- 
clude two  or  more  otologists,  several  audiologic 
technicians,  an  acoustic  engineer,  a psychologist, 
a vocational  counsellor,  a social  worker,  and  one 
or  more  secretaries.  Such  a large  staff  as  this 
would  be  required  only  in  the  metropolitan  dis- 
tricts. A certain  amount  of  equipment  would  be 
needed.  Space  is  an  essential,  including  one  or 
more  soundproof  rooms.  In  addition,  there 
should  be  enough  instruments  for  a proper  exami- 
nation of  the  ears,  nose,  and  throat.  To  these 
should  be  added  two  audiometers,  tuning  forks, 
and  other  diagnostic  aids.  A radium  applicator 
should  be  included.  A typewriter  and  secre- 
tarial appurtenances  would  complete  the  essen- 
tial equipment. 

It  must  be  recognized  and  mention  made  of  the 
fact  that  there  are  several  such  civilian  centers  in 
operation  in  the  state  under  private  auspices. 
These  have  been  in  successful  operation  for  some 
years  and  have  proved  their  worth  beyond  ques- 
tion. But  it  should  also  be  noted  that  these  are 
principally  located  in  New  York  City  where  the 
above  mentioned  pioneers  have  enthusiastically 
pleaded  their  cause  and  have  raised  the  necessary 
funds  for  the  establishment  of  their  clinics.  With 
the  exception  of  Albany  and  Rochester,  none  of 
the  other  major  cities  of  the  state,  to  my  knowl- 
edge, have  embarked  on  such  endeavors,  and, 
consequently,  much  of  the  territory  and  a large 
part  of  the  populace  is  unserved.  If  I have 
omitted  any  worthy  local  endeavors,  it  is  due  to 
my  ignorance  of  them  and  not  to  intent. 

The  mere  outline  of  the  personnel  and  equip- 
ment needs  of  such  centers,  as  sketchily  outlined 
above,  brings  to  mind  at  once  the  fact  that  fi- 
nances will  be  necessary  to  establish  and  maintain 
them.  If  such  a program,  state-wide  in  scope, 
is  to  be  inaugurated,  how  can  this  need  be  met? 

I would  suggest  that  existing  facilities  and 
services  be  utilized.  Most  cities  of  any  size  have 
an  outpatient  clinic  or  free  dispensary  which 
would  willingly  house  a center.  Personnel 
already  in  the  employ  of  such  a dispensary  might 
be  utilized  at  little  additional  expense.  Secre- 
taries and  social  workers  might  thus  become 
immediately  available.  An  otologist  on  the  staff 
of  such  an  institution  could  be  interested,  and  the 
addition  of  an  audiologic  technician  or  two  would 
be  all  the  additional  personnel  which  would  be 
required.  The  examining  equipment  of  the 
dispensary  could  be  used,  so,  in  the  main,  all  the 
additional  requirements  could  be  met  by  the 
building  of  a soundproof  room,  the  purchase  of 
an  audiometer  or  two,  and  the  procurement  of  a 
sufficient  number  of  council-accepted  hearing  aids 
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for  trial.  The  latter  can  be  secured  from  the 
hearing  aid  companies  without  cost,  with  the 
exception  of  one  or  two  of  these  companies.  Not 
all  communities  might  be  this  fortunate  but  most 
would,  and  if  so,  the  main  expense  of  such  a 
center,  aside  from  the  non-recurring  item  of  the 
initial  equipment,  would  be  the  salaries  of  the 
audiolog' c technicians. 

Knowing  the  inertia  of  most  communities 
toward  the  acquisition  of  additional  annual  ex- 
pense items,  such  as  audiologic  technicians’ 
salaries,  your  New  York  State  Medical  Society 
Committee  for  the  Hard  of  Hearing  and  the 
Deafened  has  met  several  times  and  discussed 
ways  and  means  by  which  provision  may  be 
made  to  meet  such  expenses.  It  has  been  felt  by 
most  of  this  committee  that  if  public  funds  could 
be  secured  to  cover  these  items,  it  would  not  be 
long  before  the  state  could  be  manned  by  a net- 
work of  hearing  centers.  On  the  contrary,  it  was 
felt  that  if  it  were  necessary  for  each  community 
to  find  means  by  which  these  charges  could  be 
met,  it  would,  in  all  likelihood,  be  a matter  of 
years  before  such  a worthwhile  and  needed  pro- 
gram could  be  established.  With  this  thinking 
in  mind,  several  conferences  have  been  held  with 
officials  of  the  State  Health  Department  and 
State  Rehabilitation  Services.  It  .is  not  neces- 
sary here  to  detail  the  delays  which  have  occurred, 
postponing  a hoped-for  favorable  answer  from 
these  sources.  Failure  to  receive  funds  from 
such  suggested  sources  should  not  prohibit  or 
even  postpone  this  contemplated  endeavor. 
Funds  from  some  source  will  be  available,  I am 
sure,  for  such  a worthy  cause.  It  remains  for  us 
to  uncover  it,  and  then  get  to  work. 

In  the  nebuloqs  state  of  this  program,  no  name 
has  been  given  to  these  proposed  clinics.  I would 
respectfully  suggest  they  be  called  Conservation 
of  Hearing  Centers.  This  is  a positive  name  for 
a positive  program.  Hard  of  Hearing  Clinics  or 
even  Hearing  Clinics  would  not  have  the  same 
connotation  and  appeal. 

What  can  be  accomplished  if  such  a program  is 
established?  In  the  first  place  there  would  be  a 
place  in  strategically  located  communities  to 
which  any  person  with  impaired  hearing  could  go 
and  receive  a competent  examination,  appro- 
priate medical  and  surgical  treatment,  and,  if  the 
latter  was  not  indicated,  rehabilitation  measures 
which  would  insure  to  the  individual  a more  use- 
ful position  in  society.  There  would  need  to  be 
only  a few  locations  where  the  greatest  distance 
to  be  traveled  to  reach  such  a center  would  be 
more  than  50  miles.  It  may  be  argued  that  even 
this  is  too  far  to  expect  one  to  go  for  such  help. 
If  this  proved  in  practice  to  be  true,  it  is  possible 
that  traveling  centers  might  be  established. 
Time  would  tell  on  this  score.  However,  the 


centers  would  be  available,  and  we,  as  otolaryn- 
gologists. would  not  have  the  feeling  of  ineptitude 
which  is  ours  when  we  say,  in  essence,  to  a pa- 
tient, “Go  and  find  your  own  hearing  aid  and  get 
along  the  best  you  can  with  it.” 

There  is  no  reason  why  private  patients  with 
ability  to  pay  for  such  services  should  not  attend 
these  centers.  Their  initial  examinations  and 
diagnoses  could  be  made  by  the  otolaryngologist 
of  their  choice  and  the  decision  made  by  him  that 
a hearing  aid  was  advisable.  Payment  for 
services  rendered  by  the  center  would  not  be  tak- 
ing money  from  the  doctor,  for,  save  in  very  ex- 
ceptional instances,  he  would  have  no  further 
service  to  offer. 

Such  a trend  could  and  would  have  a deterrent 
effect  on  the  rank  commercialism  which  now  sur- 
rounds the  selling  of  hearing  aids.  Some  educa- 
tion would  be  necessary  at  first,  but  it  would  soon 
become  known  that  facilities  for  the  trial  of  aids 
was  available  to  both  poor  and  rich  alike,  and 
that  in  this  trial,  because  no  aids  would  be  sold 
or  no  rebates  accepted,  the  commercial  element 
would  be  eliminated.  This  would  eradicate 
many  of  the  grossly  erroneous  statements  which 
are  now  made  by  many  of  the  hearing  aid  sales- 
men. Recently,  the  mother  of  a doctor  came  to 
my  office  to  ascertain  what  she  should  do  to  be 
properly  fitted  with  an  aid.  She  had  visited  one 
company,  and  its  representative  had  told  her 
that  it  was  my  custom  to  send  all  of  my  patients 
to  him.  She  then  went  to  another  company  and 
its  representative  had  told  her  the  identical  tale. 
She  came  to  me  with  this  statement:  “I  knew 
they  both  could  not  have  been  telling  the  truth.” 
It  is  this  type  of  falsification  which  I feel  could  be 
stamped  out  by  such  centers,  or  if  not  stamped 
out,  then  greatly  curtailed. 

Such  a program  would  stimulate  interest  in  the 
broader  aspects  of  the  hearing  problem  among 
the  otolaryngologists.  A state-wide  effort  prop- 
erly functioning  could  not  help  but  be  impressive 
and  instructive.  It  might  cause  us  to  realize 
that  this  is  the  problem  for  all  of  us  and  not  the 
problem  for  a few. 

The  really  significant  contribution  which  could 
be  made  by  the  adoption  of  such  a program  would 
be  the  enhancement  of  the  welfare  of  the  indi- 
vidual with  impaired  hearing.  We  must  come  to 
the  acknowledgement,  if  we  do  not  recognize  it 
now,  that  these  people  are  not  fully  served 
throughout  the  state.  In  some  localities,  yes,  but 
in  large  areas,  no.  They  deserve  and  need  the 
help  which  such  a program  would  render. 

It  is  significant  that  several  states  have  adopted 
programs  for  the  conservation  of  hearing,  not 
necessarily  similar  to  the  one  presently  advocated, 
and  are  in  the  pursuit  of  their  goals.  Many  of 
these  are  significantly  successful.  The  Empire 
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State,  the  richest  in  the  union,  is  without  ade- 
quate measures  to  meet  the  wants  of  its  people  in 
this  regard.  As  a group,  we  otolaryngologists 
should  band  together  to  urge  measures  which  will 
put  us  not  only  in  the  running  but  in  the  van. 
The  final  program  may  not  be  what  I have  pro- 
posed, but,  whatever  it  may  be,  we  should  be 
active  propagandists  for  its  adoption  and  enthusi- 
astic supporters  of  it  when  it  has  been  adopted. 
I urge  your  interest  in  such  a goal. 

713  East  Genesee  Street 

Discussion 

Harry  K.  Tebbutt,  Jr.,  M.D.,  Albany. — Dr 
Hoople’s  paper  is  most  timely  and  is  a challenge  to  us 
all  to  go  out  and  get  busy.  The  responsibility  for 
the  care  of  these  patients  is  surely  right  in  our  own 
laps,  and  I believe  that  it  is  certainly  our  duty  to 
follow  through  and  not  let  these  patients  drift  about 
aimlessly  and  be  exploited  by  many  unscrupulous 
persons.  We  have  all  seen  this  happen  many, 
many  times  and,  as  much  as  we  disliked  it,  we 
apparently  were  unable  to  control  it. 

In  Albany  in  1941,  we  organized  a Conservation 
of  Hearing  Center,  the  first  of  its  type  to  be  organ- 
ized in  upstate  New  York. 

At  first  we  saw  these  patients  in  our  regular  ear, 
nose,  and  throat  clinic,  but  soon  found  the  arrange- 
ment unsatisfactory  because  of  the  noise  and  con- 
fusion. Therefore,  we  saw  them  after  the  regular 
patients  when  more  quiet  prevailed.  As  the  load 
increased,  however,  we  found  it  necessary  to  transfer 
the  other  patients  to  another  day  and  to  see  only 
hearing  cases  in  this  clinic.  We  are  now  running  12 
to  25  patients  a morning  and  find  this  number  about 
all  we  can  handle  for  a thorough  work-up,  especially 
if  aids  are  to  be  fitted.  Each  attending  man  of  the 
ear,  nose,  and  throat  group  serves  six  months  in 
rotation,  and  is  assisted  by  our  resident,  assistant 
resident,  an  intern,  and  a group  of  fourth-year 
medical  students. 

We  rotate  the  attending  men  because  none  of 
them  want  to  be  left  out  of  it,  and  the  resident  staff 
strongly  resents  any  duties  which  keep  it  from 


attending  the  clinic.  By  having  the  students 
attend,  we  feel  we  arouse  their  interest  in  the  subject 
so  that  when  they  go  out  into  practice,  they  will 
realize  what  is  going  on  in  this  field  and  what  can  be 
done  for  the  hard  of  hearing. 

We  have  been  most  fortunate  in  having  as  a mem- 
ber of  our  staff,  a Miss  Pauline  Winkler.  Miss 
Winkler  is  a well-trained  and  exceedingly  able 
teacher  of  a class  of  hard  of  hearing  children  in  one 
of  the  city  schools.  She  became  interested  in  the 
project  and  encouraged  us  to  start  such  a center  to 
assist  her  in  her  problems  with  her  students.  She 
has  worked  with  us  for  over  six  years  as  a volunteer. 

The  Albany  Hospital  has  provided  all  the  neces- 
sary instruments  for  examining  patients,  including 
an  audiometer  and  a relatively  soundproof  room.  A 
radium  applicator  is  also  available  for  use. 

We  make  our  own  ear  molds  and  seem  to  have  no 
difficulty  in  having  two  or  three  hearing  aid  men 
come  to  the  Center  when  we  have  patients  to  fit. 
The  patients  try  two  or  three  of  the  aids,  and  we  help 
them  to  select  the  one  which  appears  to  suit  them 
best.  These  patients  return  repeatedly  for  instruc- 
tion and  guidance.  If  they  require  lip  reading, 
they  are  referred  to  the  League  for  the  Hard  of  Hear- 
ing, which  has  cooperated  with  us  splendidly,  or  to  the 
night  classes  for  lip  reading  in  one  of  our  high  schools. 

Our  Center  has  the  approval  of  the  county  Con- 
servation of  Hearing  Committee,  and  some  otolo- 
gists and  clinics  are  beginning  to  refer  patients  to  us 
for  assistance,.  in  addition  to  many  state  rehabilita- 
tion cases  from  the  Albany  area.  We  are  now 
known  by  most  of  the  school  physicians  and  nurses 
in  the  surrounding  territory  and  treat  patients  from 
as  far  as  a hundred  miles  away. 

One  of  our  big  problems  now  is  to  find  lip  reading 
teachers  in  town  and  in  the  outlying  districts. 
Good  ones  are  scarce,  and  an  adequate  number  of 
good  teachers  are  not  being  trained. 

We  have  been  working  with  the  State  Education 
Department  to  start  a course  in  the  New  York 
State  College  for  Teachers  on  a graduate  level,  but 
there  are  many  obstacles  still  to  be  overcome. 
They  all  do  not  seem  to  realize  fully  the  importance 
of  such  a project.  I would  suggest  that  our  state 
committee  might  take  some  action  in  this  regard. 


MEDICO-SOCIAL  STUDY  PLANNED  OF  HUMAN  REPRODUCTION 


Both  the  medical  and  the  social  aspects  of  human 
reproduction  will  be  the  subject  of  a research  proj- 
ect announced  by  Dr.  Haven  Emerson,  chairman 
of  the  National  Committee  on  Maternal  Health. 

The  study  will  be  under  the  direction  of  the 
National  Research  Council.  Its  main  areas  were 
outlined  as  follows: 

“(1)  The  physiology  of  and  the  factors  con- 


trolling conception;  (2)  the  causes  of  sterility  and 
treatment  for  infertility;  (3)  maternal  and  fetal 
physiology  and  clinical  disorders  developing  during 
pregnancy;  (4)  the  psychologic  problems  of  mar- 
riage and  the  family  relationships;  (5)  the  popula- 
tion aspects  of  these  problems,  social  and  economic 
as  well  as  medical.” — Better  Times,  December  26, 
1947 


OTOSCLEROSIS.  ITS  PATHOLOGY  AND  TREATMENT 

Franz  Altmann,  M.D.,  and  DeGraaf  Woodman,  M.D.,  New  York  City 

(From  the  Department  of  Otolaryngology , Columbia  University,  College  of  Physicians  and  Surgeons  and  the 
Presbyterian  Hospital ) 


OTOSCLEROSIS  is  a disease  of  the  osseous 
labyrinthine  capsule  which  in  the  majority 
of  instances  involves  both' sides,  although  not  al- 
ways symmetrically.  It  is  characterized  histo- 
logically by  destruction  of  the  capsular  bone  in 
certain  areas,  followed  by  the  formation  of  new 
bone. 

Otosclerotic  foci  are  found  in  80  per  cent  of  the 
cases  near  the  anterosuperior  circumference  of  the 
oval  window.  In  15  to  20  per  cent  of  these  cases 
the  focus  extends  into  the  stapedial  foot  plate, 
causing  a loss  of  motility  of  the  latter,  a so-called 
stapedial  ankylosis. 

Inasmuch  as  normal  motility  of  the  stapes  is 
essential  for  normal  perception  of  air-borne 
sounds,  any  restriction  of  this  motility  will  result 
in  a decrease  in  the  acuity  of  hearing. 

The  complete  ankylosis  of  the  stapedial  foot 
plate  is  often  preceded  by  the  formation  of 
fibrous  adhesions  between  the  otosclerotic  focus 
and  the  anterior  crus  of  the  stapes.  Foci  located 
in  the  region  of  the  round  window  are  next  in  fre- 
quency. These  are  usually  found  along  the 
lateral  part  of  the  attachment  of  the  round  win- 
dow membrane.  Foci  are  less  frequently  found 
in  other  areas  such  as  in  the  stapedial  foot  plate 
itself  (primary  location)  or  in  the  cochlear  cap- 
sule. All  these  latter  foci  do  not  cause  any 
impairment  of  hearing. 

The  lining  membrane  of  the  middle  ear  usually 
shows  little  or  no  change  from  normal.  Oto- 
sclerosis, however,  may  also  occur  in  ears  showing 
evidence  of  a coexistent  active  or  healed  suppura- 
tive otitis  media. 

Symptoms 

Deafness  starting  insidiously  and  progressing 
slowly  is  the  main  clinic  symptom  of  otosclerosis. 
In  many  instances  it  is  accompanied  by  head 
noises,  in  some  by  dizziness.  In  the  great  major- 
ity of  cases  both  ears  are  affected,  often  to  a differ- 
ent extent.  The  progress  of  the  hearing  loss  is, 
as  a rule,  not  continuous  but  interrupted  by  sta- 
tionary periods  of  varying  length. 

Great  differences  of  speed  are  shown  in  its 
progression.  In  some  cases  the  hearing  is  still 
fairly  good  after  many  years,  whereas  in  others  a 
high  degree  of  deafness  develops  within  a rela- 
tively short  period  of  time.  Retention  of  a cer- 
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tain  level  of  hearing  for  many  years  is  no  guaran- 
tee for  its  continued  maintenance;  it  may  be 
followed  at  any  time  by  a sudden  deterioration. 
From  the  fact  that  stapedial  ankylosis  occurs  in 
only  15  to  20  per  cent  of  the  cases  with  a focus  in 
the  neighborhood  of  the  oval  window,  or  in  about 
12  to  16  per  cent  of  till  the  cases  of  otosclerosis, 
the  conclusion  can  be  drawn  that  only  about  15 
per  cent  of  all  the  cases  of  otosclerosis  are  accom- 
panied by  deafness  and  can  be  clinically  diag- 
nosed, whereas  85  per  cent  will  remain  undetected 
throughout  life. 

Frequency,  Sex  Predilection,  Heredity 

The  disease  is  more  than  twice  as  frequent  in 
women  than  it  is  in  men;  hereditary  and  familial 
occurrence  is  often  found.  It  seldom  starts  histo- 
logically before  the  age  of  five  years,  and  the  clinical 
symptoms  rarely  become  manifest  before  puberty. 
In  our  opinion  in  none  of  the  cases  in  which  oto- 
sclerotic foci  were  described  in  embryos  can  this 
diagnosis  be  proved.  Pregnancy,  particularly 
the  second  pregnancy,  and  menopause  often 
have  an  unfavorable  effect  upon  the  condition. 

Although  there  can  be  hardly  any  doubt  about 
the  importance  of  the  hereditary  factor,  the  exact 
mechanism  of  the  transmission  of  the  disease  still 
remains  obscure.  This  is  understandable  if  one 
keeps  in  mind  that  otosclerosis  becomes  clinically 
manifest  in  only  15  per  cent  of  the  persons  affec- 
ted with  the  disease.  The  remaining  85  per  cent 
in  which  no  stapedial  ankylosis  has  developed 
may,  however,  transmit  the  disease  in  exactly  the 
same  way  as  the  15  per  cent  with  ankylosis. 
Freedom  from  clinic  symptoms  can  by  no  means 
be  taken  as  proof  of  freedom  from  histologic 
otosclerosis.  Reliable  genetic  studies  will  not 
be  possible  until  histologic  series  of  the  temporal 
bones  of  all  the  members  of  affected  families  are 
available,  and  at  this  time  such  a study  seems  to 
lie  in  the  remote  future. 

Routine  histologic  examinations  of  temporal 
bones  have  shown  that  otosclerotic  foci  are  pres- 
ent in  about  10  per  cent  of  all  the  adult  whites 
and  that  the  disease  is  about  8 times  more  fre- 
quent in  whites  than  among  the  negro  population 
in  the  United  States.  From  these  findings  the 
conclusion  can  be  drawn  that  about  12  million 
people  in  the  United  States  harbor  otosclerotic 
foci  in  the  temporal  bones  and  that  more  than 
1,500,000  of  them  show  hearing  defects  resulting 
from  this  disease. 
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Secondary  Involvement  of  the  Perception 
Mechanism 

In  the  beginning  stages  of  otosclerosis,  the  hear- 
ing loss  is  of  the  pure  conductive  type.  It  is 
characterized  by  reduced  hearing  for  air-conduc- 
ted sounds  but  normal  hearing  for  bone-conducted 
sounds.  Later  on,  a progressive  involvement  of 
the  perceptive  mechanism  is  noticed.  Its  time  of 
onset  and  its  extent  show  considerable  individual 
variations.  In  some  cases  it  does  not  exceed  the 
amount  found  in  the  population  at  large  in  similar 
ages.  In  many  others,  however,  it  is  much  more 
marked.  The  cause  of  this  so-called  nerve  de- 
generation is  unknown.  Most  probably,  it  is  not 
caused  by  the  otosclerotic  lesion  itself  nor  by  di- 
rect involvement  of  parts  of  the  neural  apparatus, 
a rare  occurrence,  but  is  only  secondary  to  the 
lesion  and  the  sequel  of  certain  still  undetermined 
conditions  brought  about  by  the  presence  of  the 
otosclerotic  focus.  The  term  “involvement  of  the 
perceptive  mechanism”  seems  preferable  to  the 
commonly  used  “secondary  nerve  degeneration,” 
because  it  is  not  known  which  part  of  the  neural 
apparatus  is  actually  involved. 

The  cause  of  otosclerosis  is  still  unknown.  As 
far  as  we  know  at  the  present  time,  it  is  a disease 
confined  to  the  temporal  bones  without  any  evi- 
dence of  an  underlying  metabolic,  endocrine,  or 
other  disorder. 

Treatment 

Considering  the  pathology  of  the  disease,  one 
can  easily  understand  that  local  or  general  treat- 
ment is  useless.  Catheterization  of  the  eusta- 
chian  tube  might  help  to  clear  up  accidental  tubo- 
tympanal  catarrhs  which  often  cause  a temporary 
increase  in  the  loss  of  hearing.  Massage  of  the 
drum  membranes  might  bring  some  improvement 
of  very  short  duration  in  the  relatively  rare  cases 
with  fibrous  adhesions  between  the  focus  and  the 
anterior  crus  but  without  complete  ankylosis.  It 
seems  unlikely,  however,  that  such  procedures 
could  bring  any  relief  in  cases  with  complete 
ankylosis  or  that  any  medical  treatment  could 
achieve  even  an  arrest  of  the  disease  or  any 
improvement  of  the  condition.  Thus,  until 
recently,  one  could  only  make  the  diagnosis, 
advise  against  useless  treatment,  and  suggest  the 
use  of  a hearing  aid  and  lip  reading. 

The  uselessness  of  the  conservative  treatment 
had  already  been  realized  by  von  Troltsch  who  was 
the  first  to  advocate  surgical  therapy  of  the  dis- 
ease.1 Since  the  presence  of  two  functioning 
windows  in  the  lateral  wall  of  the  labyrinth  is 
regarded  as  essential  for  the  normal  transmission 
of  air-borne  sounds  to  the  labyrinth,  and  since  the 
oval  window  is  occluded  in  otosclerosis,  it  is 
easily  understandable  that  the  first  surgical 


attempts  were  directed  at  mobilization  or  extrac- 
tion of  the  stapes,  the  latter  procedure  in  the  hope 
that  a connective  tissue  membrane  would  replace 
the  removed  foot  plate.  The  results,  however, 
were  usually  unsatisfactory.  In  many  instances 
it  was  found  technically  impossible  to  remove  the 
stapes.  In  others,  in  which  the  removal  had  been 
successful,  secondary  infection  of  the  labyrinth  or 
bony  closure  of  the  opening  was  the  cause  of 
failure.  Therefore,  the  method  was  rejected  by 
the  leading  otologists  of  that  time. 

Others  made  labyrinthine  fistulas  into  the 
promontory  in  the  immediate  neighborhood  of  the 
oval  window,  but  also  without  permanent  success. 
Barany  was  the  first  to  create  the  fistula  in  a 
semicircular  canal.2  He  chose  the  posterior- 
vertical  canal,  Jenkins  the  lateral  canal.3  Both 
investigators  achieved  only  temporary  improve- 
ments in  hearing.  Holmgren,  continuing  these 
experiments,  studied  the  problem  for  many  years.4 
He  made  fistulas  in  each  of  the  3 canals,  some- 
times in  two  of  them  simultaneously,  and  covered 
the  fistulas  with  various  kinds  of  tissues  in  order 
to  prevent  the  closure.  His  results  were  much 
better  than  those  of  the  preceding  authors  but 
still  far  from  satisfactory.  Sourdille  worked  out 
a technic  with  which  for  the  first  time  fistulas  wTere 
made  into  the  lateral  semicircular  canal  which  re- 
mained open  for  more  than  five  years.6  Sourdille’s 
“tympanolabyrinthopexy”  consisted,  essentially, 
of  making  the  fistula  and  covering  it  with  a 
plastic  skin  flap  continuous  with  the  tympanic 
membrane.  The  procedure  did  not  gain  general 
acceptance,  mainly  because  of  the  several  stages, 
each  separated  from  the  other  by  months  of 
convalescence. 

Lempert,  using  the  principle  of  Sourdille’s 
operation,  improved  it  by  making  it  a one- 
stage  operation  which  he  named  the  fenestration 
operation.6  It  consists,  essentially,  of  removing 
part  of  the  nonfunctioning  ossicular  chain,  mak- 
ing a new  labyrinthine  window  above  the  obstruc- 
ted oval  window,  and  connecting  the  drum  mem- 
brane to  this  window  by  means  of  a plastic  skin 
flap  from  the  ear  canal.  In  the  completed  opera- 
tion the  vibrations  of  the  drum  membrane  are 
now  carried  directly  to  the  new  window  without 
the  intervention  of  the  ossicular  chain.  While 
the  hearing  with  this  reconstructed  conducting 
mechanism  is  never  entirely  up  to  normal,  extraor- 
dinary improvements  and  restoration  of  prac- 
tical hearing  have  been  achieved.  Lempert 
modified  his  method  several  times,  the  most 
important  modification  being  the  shifting  of  the 
position  of  the  window  from  the  lateral  canal  for- 
ward to  what  he  calls  the  surgical  dome  of  the 
vestibule  ("nov-ovalis  technic.”)7  This  change 
in  the  position  of  the  fistula  reduced  the  tendency 
to  secondary  bony  closure  of  the  fistula  consider- 
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ably.  He  also  tried  to  achieve  a further  reduc- 
tion by  inserting  a platinum-iridium  frame  or, 
lately,  a small  cartilaginous  stopple,  into  the 
fistula,  but  these  methods  have  found  very  few 
followers. 

Animal  experiments  and  the  analysis  of  the 
histologic  findings  in  human  fistulas  by  Altmann 
have  shown  that  infection  and  hemorrhages  in  the 
area  of  the  fistula,  trauma  to  the  endosteum 
within  the  labyrinth,  and  bone  chips  left  behind 
are  the  most  important  factors  that  promote  bony 
closure  of  the  fistula.8  The  enchondral  layer  of 
the  capsule  responds  to  trauma  less  rapidly  with 
new  bone  formation  than  the  periosteal  layer. 
Epithelium  on  the  outer  surface  of  the  fistula, 
particularly  stratified  squamous  epithelium,  ex- 
erts a retarding  influence  on  bone  formation. 

In  accordance  with  most  of  the  other  authors, 
we  are  using  at  the  Columbia  Presbyterian  Medi- 
cal Center  the  nov-ovalis  technic  without  stopple 
and,  as  a rule,  with  the  endaural  approach.  We 
have  given  up  the  complete  exenteration  of  the 
pneumatic  cells  of  the  mastoid,  because  it  makes 
the  operative  cavity  unnecessarily  large  and  thus 
prolongs  the  time  required  for  the  complete  epi- 
thelialization  of  the  cavity.  Secondary  infection 
of  the  remaining  cells  has  never  occurred,  possi- 
bly because  of  the  prophylactic  chemotherapy 
which  is  given  for  the  first  ten  postoperative  days 
(30,000  units  of  penicillin  intramuscularly,  every 
three  hours) . Particular  care  is  taken  to  remove 
the  periosteal  bone  in  a wide  area  around  the 
fistula,  to  remove  carefully  the  bone  chips,  to 
avoid  trauma  to  the  endosteum  within  the  laby- 
rinth, and  to  thin  out  the  tympanomeatal  flap. 

As  anesthesia,  we  have  been  using  sodium 
pentothal.  Ether  should  be  avoided,  because  it 
causes  hyperemia  and,  in  addition,  makes  the  use 
of  electrocautery  impossible. 

Selection  of  Cases 

Suitable  for  the  operation  are  patients  with 
good  nerve  function.  Since  we  are  mainly  interest- 
ed in  the  patient’s  ability  to  understand  speech,  we 
pay  particular  attention  to  the  so-called  speech 
range  between  512  and  2048  double  vibrations. 
The  hearing  loss  for  bone  conduction  should  not  ex- 
ceed 20-30  decibels,  because  the  bone  conduction, 
as  a rule,  remains  unchanged  even  after  a successful 
operation,  and  the  hearing  for  air  conduction  can 
be  expected  to  improve  only  up  to  the  level  of  hear- 
ing for  bone  conduction.  Since  a hearing  loss  of 
up  to  30  decibels  for  air  conduction  causes  very 
little  inconvenience  at  conversational  distances,  a 
hearing  improvement  up  to  and  above  this  level 
would  bring  restoration  of  practical  hearing. 
Any  improvement  falling  below  this  level  would 
in  many  instances  be  unsatisfactory,  no  matter 
how  great  the  actual  hearing  gain  in  decibels. 


Age  has  nothing  to  do  with  the  selection  of  a 
case  for  operation,  provided  the  patient  is  in  good 
general  health.  However,  in  not  many  cases  over 
fifty  years  of  age  and  in  very  few  over  sixty  years 
is  the  perceptive  mechanism  functioning  well 
enough  to  make  the  operation  worthwhile.  If 
at  that  age  the  perceptive  mechanism  is  still  good, 
we  are  evidently  dealing  with  a benign  form  of 
otosclerosis,  and  the  question  arises  whether  a 
hearing  aid  would  not  be  more  advantageous  for 
the  patient  than  the  operation. 

Complications 

The  operation  does  not  endanger  the  patient’s 
life  any  more  than  any  other  major  operative  pro- 
cedure. Postoperative  infection  has  been  kept 
down  to  a minimum  by  prophylactic  chemo- 
therapy for  the  first  ten  days  after  operation. 
The  only  more  serious  complications  are  facial 
paralysis,  which  is,  as  a rule,  of  a transient  nature, 
and  perichondritis  of  the  auricle  which  may  lead 
to  a deformity  unless  extensive  through  and 
through  incisions  for  proper  drainage  are  made  in 
time. 

Postoperative  Course 

After  the  operation  the  patients  are  dizzy  for  a 
few  days,  but  they  are,  as  a rule,  able  to  be  out  of 
bed  on  the  fifth  postoperative  day  or  even  earlier 
and  are  discharged  from  the  hospital  on  the  tenth 
day.  The  dizziness  usually  disappears  com- 
pletely after  a few  days,  but  in  some  instances 
may  persist  for  a few  weeks  or  even  months,  par- 
ticularly on  sudden  turning  movements  of  the 
head  and  when  bending  down.  The  epithelializa- 
tion  of  the  operative  cavity  is  in  most  instances 
completed  within  two  to  three  months,  particu- 
larly if  only  an  incomplete  mastoidectomy  has 
been  performed.  Sometimes  the  epithelialization 
is  delayed  much  longer  by  the  formation  of  granu- 
lations, and  an  annoying  discharge  may  persist 
for  some  months. 

The  hearing  immediately  after  the  opening  of 
the  labyrinth  is  considerably  improved,  but 
within  one  to  three  days  after  the  operation  it 
may  drop  down,  sometimes  even  to  a much  lower 
level  than  that  noted  before  the  operation.  This 
drop  in  hearing  is  caused  by  a labyrinthine  irrita- 
tion, a so-called  serous  labyrinthitis  which  usually 
subsides  within  ten  to  twenty-one  days  after  its 
onset,  after  which  the  hearing  returns  rapidly  to 
the  previous  high  level.  In  certain  cases,  how- 
ever, the  serous  labyrinthitis  causes  more  severe 
or  often  irreparable  damage  to  the  organ  of  Corti. 
In  that  case  the  'hearing  improves  at  a much 
slower  rate  within  two  to  six  months,  or  to  a 
limited  extent  in  the  low  tones  only,  with  the 
high  frequencies  remaining  depressed.  In  some 
cases  the  hearing  does  not  improve  at  all  and  may 
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remain  even  worse  than  it  was  before  the  opera- 
tion. In  all  such  cases  the  results  are  unsatisfac- 
tory in  spite  of  the  presence  of  an  open  fistula. 

Among  the  factors  responsible  for  the  labyrin- 
thitis is  postoperative  infection  of  the  wound, 
which  can  be  kept  down  to  a minimum  by  sterile 
technic  and  prophylactic  chemotherapy.  But 
aside  from  that,  blood  and  serum  escaping  from 
the  undersurface  of  the  tympanomeatal  flap  into 
the  perilymphatic  space  may  play  an  important 
role,  causing  an  aseptic  inflammation. 

The  hearing  improvement,  apparent  after  the 
effects  of  the  postoperative  serous  labyrinthitis 
have  been  overcome,  is  not  always  permanently 
maintained  because  of  the  tendency  of  the  fistula 
to  secondary  bony  closure.  This  tendency  is 
most  acute  during  the  first  few  months  after  the 
operation;  later  on,  the  osteogenesis  becomes  less 
and  less  active.  About  85  per  cent  of  the  fistulas 
that  close  do  so  within  the  first  year  after  opera- 
tion and  only  15  per  cent  during  the  second  year 
(Shambaugh).9  After  that  time  all  osteogenesis, 
as  a rule,  has  ceased,  and  an  open  fistula  with 
hearing  improvement  may  be  regarded  as  almost 
permanent.  The  tinnitus  often  disappears  after 
opening  of  the  labyrinth  and  in  many  instances  re- 
mains absent  as  long  as  the  fistula  stays  open.  It 
very  often  returns  when  the  fistula  closes. 

Evaluating  End  Results 

It  is  difficult  to  get  exact  data  about  the  per- 
manent results  of  the  operation.  Many  of  the 
figures  given  in  the  literature  seem  too  optimistic. 
This  is  mainly  due  to  the  fact  that  only  a few  of 
the  available  statistics  report  the  average  hearing 
results  two  or  more  years  after  the  operation,  and 
some  report  the  average  hearing  gain  for  the  con- 
versational frequencies  in  decibels  regardless  of 
whether  this  improvement  has  brought  about 
restoration  of  practical  hearing  or  not.  We  agree 
with  Lempert  that  such  a computation  is  mislead- 
ing and  does  not  permit  a true  evaluation  of  the 
results.7  Instead,  the  cases  should  be  divided 
into  the  following  four  groups. 

1.  Satisfactory  rehabilitation  for  social  and 
economic  purposes,  if  the  hearing  was 
improved  to  the  30  decibels  level  or  higher 
for  the  conversational  frequencies  512, 
1024,  2048  decibels,  allowing  only  for  the 
normal  variable  of  5 decibels  of  audio- 
metric testing. 

2.  Partial  rehabilitation,  if  the  hearing  was 
improved  but  did  not  reach  the  practical 
30  decibels  level  in  all  the  conversational 
frequencies.  Many  of  these  patients,  how- 
ever, particularly  those  with  marked 
improvement  at  2048  double  vibrations, 
are,  subjectively,  highly  satisfied  with  the 
result  of  the  operation. 


3.  No  change  in  postoperative  hearing. 

4.  Postoperative  deterioration  of  hearing. 

Even  when  one  adopts  a conservative  attitude, 

one  is  justified  in  assuming  that,  in  suitable  cases, 
there  is  a 00  per  cent  chance,  at  least,  for,  >er- 
manent  restoration  of  practical  hearing.  T1  ' is 
confirmed  by  the  results  in  cases  which  were 
operated  upon  by  us  at  the  Columbia  Medical 
Center  one  year  ago  or  longer. 

In  about  35  per  cent  there  is  a less  spectacular, 
although  sometimes  still  satisfactory,  improve- 
ment, or  no  improvement  at  all.  If  this  is  due  to  a 
secondary  bony  closure  of  the  fistula,  a revision 
can  be  performed,  and  the  newly  formed  bone  re- 
moved. In  many  instances  this  will  result  in  a 
permanent  complete  rehabilitation.  If  it  is, 
however,  due  to  the  after-effects  of  a postopera- 
tive serous  labyrinthitis,  no  correction  is  possible. 
In  all  such  cases  the  patient  is  still  able  to  wear  a 
healing  aid  on  the  operated  ear. 

In  about  5 per  cent  of  the  cases  the  hearing  gets 
worse  or  becomes  entirely  lost.  These  cases  are 
regrettable,  but  one  should  keep  in  mind  that  the 
operation  is  generally  done  on  the  more  affected 
ear  and  that  very  often  otosclerosis  leads  eventu- 
ally to  a marked  loss  of  hearing. 

It  is  now  believed  by  some  authors  that  a 
successful  operation  stops  not  only  the  progres- 
sive loss  of  hearing  for  air-conduc.ted  sounds  but 
also  the  secondary  changes  in  the  perceptive 
mechanism.  This  is  deduced  from  the  observa- 
tion that  the  hearing  in  the  nonoperated  ear  con- 
tinues to  deteriorate,  while  it  remains  unchanged 
for  air  conduction  as  well  as  for  bone  conduction 
in  the  operated  ear.  Definite  confirmation  of 
this  assumption  would  be  of  the  utmost  impor- 
tance and  would  drastically  change  our  present 
operative  indications.  The  fenestration  would 
then  become  advisable  in  the  great  majority  of  all 
the  cases  of  otosclerosis  with  a progressive  hearing 
loss  instead  of  just  those  with  a practically  intact 
perceptive  mechanism.  In  cases  in  which  the 
operation  would  not  restore  practical  hearing,  it 
would  at  least  prevent  its  further  deterioration 
and  would  assure  the  patient  of  a permanent 
partial  rehabilitation  which,  if  necessary,  could  be 
further  improved  by  the  use  of  a hearing  aid. 

Operation  Versus  Hearing  Aid 

A good  healing  aid  will  give,  in  not  too  far 
advanced  cases  of  otosclerosis  as  much  or  even 
more  sound  amplification  than  successful  opera- 
tion. However,  it  does  not  eliminate  the  noise, 
and  there  will  always  be  some  sound  distortion 
which  makes  it  a poor  substitute  for  normal  hear- 
ing. For  that  reason  many  patients  who  already 
wear  an  aid  want  to  have  the  operation  and  are 
much  more  satisfied  with  a successful  operation 
than  they  were  with  the  hearing  aid.  The  most 
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serious  objection  against  the  use  of  a hearing  aid 
in  operable  cases  is  the  fact  that  the  aid  fails  to 
stop  the  progress  of  the  disease.  The  more  the 
disease  advances,  the  less  useful  the  hearing  aid 
beco  es,  but  at  this  late  stage  the  operation  has 
alres  y become  impracticable,  and  the  oppor- 
tunity for  permanent  full  rehabilitation  has  been 
lost.  A hearing  aid  can  be  an  important  help  in 
cas->  in  which  the  operation  has  achieved  only  a 
partial  rehabilitation. 

Pregnancy  and  Otosclerosis 

Pregnancy  often  has  an  unfavorable  effect  upon 
the  hearing  in  otosclerosis.  For  that  reason 
many  otologists  advise  women  suffering  from 
this  disease  not  to  have  any  children.  The 
fenestration  operation  has  changed  our  attitude 
toward  this  problem.  If  pregnancy  occurs  in 
women  who  were  not  operated  upon,  the  hearing- 
should  be  carefully  watched.  If  it  deteriorates, 
the  fenestration  operation  is  performed  by  some 
surgeons  even  during  the  earlier  part  of  preg- 
nancy or  shortly  after  its  termination. 

Advising  against  pregnancies  for  eugenic  rea- 
sons appears  of  doubtful  value.  Only  15  per 
cent  of  the  persons  afflicted  with  otosclerosis 
show  reduced  healing;  the  other  85  per  cent  who 
have  normal  hearing  remain  undiagnosed  and 
may  nevertheless  transmit  the  disease  as  mani- 
fold cases  do. 

Under  these  circumstances,  there  is  no  hope 
whatsoever  of  eradicating  the  disease  by  even 
the  most  drastic  eugenic  measures,  but,  fortu- 
nately, otosclerosis  has  lost  much  of  its  stigma 
through  the  possibility  of  successful  surgical 
treatment  of  the  disease. 

Summary 

In  spite  of  the  remarkable  progress  which  the 
otosclerosis  research  has  made  in  the  last  fifty 


years,  many  problems  remain  unsolved.  The 
most  important  of  them  is  the  cause  which  is 
still  as  puzzling  as  ever.  Only  after  a complete 
clarification  of  its  cause  can  we  hope  to  find  the 
means  for  prevention  of  or  an  actual  cure  for 
otosclerosis. 

Although  the  surgical  treatment  is  only  a pal- 
liative procedure  which  does  not  eliminate  the 
disease,  its  significance  can  hardly  be  overesti- 
mated. Without  undue  exaggeration  it  might  be 
said  that  the  successful  development  of  this  opera- 
tion is  the  greatest  achievement  in  this  special 
field  of  otology  since  the  introduction  of  the 
caloric  vestibular  tests  by  Barany  about  forty 
years  ago.10 

The  fenestration  operation  not  only  restores 
the  hearing  to  a large  group  of  patients,  but  also 
has  greatly  stimulated  the  interest  of  the  otolo- 
gists in  the  problems  of  the  physiology  of  hear- 
ing in  general.  It  is  to  be  hoped  that  through 
an  intensified  collaboration  between  clinicians 
and  physiologists  methods  will  also  be  found  to 
improve  the  hearing  in  other  tj^pes  of  deafness 
which  up  to  the  present  day  are  still  regarded  as 
incurable. 

10  East  85th  Street 
156  East  37th  Street 
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AWARDS  MADE  FOR  CANCER  RESEARCH 

A million  and  a half  dollars — -the  largest  grant 
of  Public  Healt  h Serv  e funds  ever  t o be  given  at  one 
time — was  awarded  ' 'cently  to  a total  of  64  col- 
lege's, research  laboratories,  and  public  health  in- 
stitutions throughout  the  country  by  the  National 
Advisory  Cancer  Council  of  the  National  Cancer 
Institute,  Bethcsda,  Maryland. 

Cancer  teaching  grants  and  cancer  control 
grants,  recommended  in  the  final  sessions  of  the 
December  meeting  of  the  National  Advisory  Can- 
cer Council,  were  given  to  the  following  institutions 


which  are  located  in  New  York  State: 

College  of  Physicians  and  Surgeons,  Columbia 
University,  New  York;  $23,976;  Syracuse  Uni- 
versity Medical  College,  Syracuse,  $24,900;  New 
York  University  College  of  Medicine,  New  York, 
$24,732;  New  York  Medical  College,  Flower  and 
Fifth  Avenue,  New  York,  $24,900;  University  of 
Rochester,  Rochester,  $25,000. 

Also:  Memorial  Hospital  Center  for  Cancer 

and  Allied  Diseases,  New  York  City,  $5,000,  and 
Memorial  Hospital,  New  York  City,  $25,000. 


THE  TREATMENT  OF  INTRINSIC  CANCER  OF  THE  LARYNX 

John  D.  Kernan,  M.D.,  New  York  City 

(From  the  College  of  Physicians  and  Surgeons,  Columbia  University) 


THE  PRESENT  discussion  will  deal  only  with 
intrinsic  cancers  of  the  larynx  and  their  treat- 
ment. Ninety-five  per  cent  of  these  cancers  arise 
on  one  of  the  vocal  cords. 

The  principles  governing  the  treatment  of 
cancer  call  for:  (1)  the  complete  removal  of  the 
primary  growth,  and  (2)  the  removal  or  destruc- 
tion of  all  possible  lymphatic  involvement.  In 
connection  with  early  intrinsic  cancer  of  the 
larynx,  only  the  first  of  these  requisites  is  applica- 
ble. Since  the  vocal  cords  are  poorly  supplied 
with  lymphatics,  wide  removal  of  the  primary 
growth  is  sufficient  to  effect  a cure.  The  lym- 
phatic fields,  unless  these  are  palpable  nodes,  need 
not  be  regarded. 

Two  methods  of  treatment  are  at  the  disposal 
of  the  surgeon,  radiotherapy  by  means  of  radium 
or  x-rays,  and  surgery. 

Radiotherapy 

The  use  of  radiotherapy  in  cancer  of  the  larynx 
is  based  on  the  power  of  radium  and  x-rays  to 
destroy  the  living  cells.  Cells  near  mitosis  and 
tissues  in  which  the  cells  are  dividing  frequently 
are  believed  to  be  especially  sensitive  to  irradia- 
tion. Most  cancer  cells  are  of  this  type  and  as 
such  are  more  readily  destroyed  than  normal  cells. 
If  their  resistance  to  radiotherapy  approaches  or 
equals  that  of  the  surrounding  normal  cells,  the 
cancer  may  not  be  destroyed  without  destroying 
the  surrounding  cells.  Consequently,  no  radio- 
resistant cancer,  situated  in  a vital  area,  can  be 
justifiably  treated  by  radiotherapy. 

Radiosensitivity  and  radiocurability  are  not 
always  synonymous.  A superficial  cancer,  even 
though  not  very  radiosensitive,  can  be  cured, 
because  a sufficient  dose  can  be  delivered  to  it 
without  harming  the  surrounding  tissue.  On  the 
other  hand,  a radiosensitive  tumor,  if  infiltrating, 
may  not  be  curable  by  irradiation,  because  of  the 
impossibility  of  delivering  a lethal  dose  to  the 
cancer  cells  without  harming  the  circulation  and 
lymphatic  drainage  to  such  a degree  as  to  leave 
the  organ  an  easy  mark  for  infection  and  necrosis. 

Irradiation  by  radium  or  x-rays  has  hitherto 
only  been  condemned  by  laryngologists.  The  line 
of  reasoning  was  as  follows:  since  96  per  cent  of 
laryngeal  carcinomas  are  of  a rather  well  differ- 
entiated squamous  cell  type,  they  are  not,  as  a 
rule,  radiosensitive.  In  incipient  or  doubtful 
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cases,  the  reaction  to  radium  treatment  may  ob- 
scure the  clinical  picture,  making  it  impossible  to 
estimate  the  extent  of  the  disease  or  to  complete 
the  diagnosis.  In  reply  to  this,  it  may  be  said 
that  no  treatment  should  be  started  until  the 
diagnosis  is  complete.  Radium  or  x-rays  may 
produce  marked  recession  of  the  disease,  even  to 
the  point  of  apparent  disappearance.  On  re- 
appearance, the  same  reaction  to  radiotherapy 
may  again  be  brought  about  but  to  a less  marked 
degree,  and  so  on  until  the  growth  is  completely 
radioresistant.  Surgery  cannot  then  be  used,  for 
the  wound  will  not  heal. 

These  objections  no  longer  hold  true  to  this 
degree.  In  recent  years  rapid  improvement  in  the 
technic  of  x-ray  therapy  has  been  made,  so  that 
apparently  many  of  the  former  difficulties  have 
been  overcome.  When  radiotherapy  is  successful, 
the  result  is  a larynx,  intact  and  without  de- 
formity. No  surgery  can  produce  such  a result. 
In  view  of  such  perfection  in  results,  the  claims  of 
radiotherapy  cannot  be  lightly  dismissed,  and 
surgeons  should  cooperate,  wherever  possible,  to 
ascertain  the  indications  and  limitations  of  its 
use. 

Radiotherapy  has  an  additional  advantage  in 
border-line  and  extrinsic  cancers  in  which  the 
lymphatics  are  probably  or  definitely  involved. 
The  fields  of  radiation  may  be  so  arranged  that 
not  only  is  the  primary  growth  treated,  but  the 
lymphatic  drainage  is  covered  at  the  same  time. 

Radiotherapy  in  the  United  States  is  largely 
confined  to  the  use  of  x-rays.  The  claim  is  made 
that  x-rays  will  do  all  that  radium  will  do  and  is 
more  convenient  to  apply.  X-rays  are  more 
generally  applicable.  In  special  cases,  however, 
such  as  recurrences  in  the  lymph  nodes,  radium 
needles  may  be  used.  The  decision  in  these 
cases  should  be  left  to  the  radiotherapist,  since 
the  laryngeal  surgeon,  unless  working  in  a cancer 
hospital,  will  not  be  sufficiently  familiar  with  the 
details  of  radiotherapy  either  to  select  cases  or  to 
carry  out  the  meticulous  treatment. 

X-ray  therapy  is  readily  accessible,  and,  when 
correctly  given,  is  just  as  successful  as  applica- 
tion of  radium.  The  technic  or  x-ray  therapy  is 
constantly  being  improved,  and  it  is  possible  that 
in  the  future  it  may  replace  surgery.  The 
favorable  cases  are  those  in  which  the  growths  are 
superficial,  have  a tendency  to  sprout  into  the 
larynx,  and  involve  no  vital  tissues.  These  are 
also  cases  in  which  surgical  treatment  is  most 
favored. 
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The  choice  between  radiotherapy  and  surgical 
treatment  of  carcinoma  of  the  larynx  will  at  times 
be  difficult.  The  medical  profession  and  even  the 
laity  are  so  much  on  the  lookout  for  early  cancer 
of  the  larynx  that  extremely  early  cases  are  now 
seen  quite  frequently,  whereas  in  former  years 
they  were  seen  only  rarely.  Early  superficial 
cases  undoubtedly  have  been  cured  by  radio- 
therapy, and,  considering  the  perfection  of  the  re- 
sult, one  is  strongly  tempted  to  adopt  this  pro- 
cedure in  these  early  cases. 

The  most  recent  statistics  are  decidedly  favor- 
able. Lenz  at  the  Presbyterian  Hospital  reports 
8 five-year  cures  out  of  10  cases  of  vocal  cord 
tumors  treated.1  This  record  is  about  the  same  as 
that  obtained  by  laryngofissural  removal.  In  all, 
he  has  treated  40  cases  of  vocal  cord  carcinomas 
and  110  cases  of  all  types,  and  has  attained  30 
five-year  cures,  the  most  successful  of  which  have 
been  those  of  the  vocal  cords.  Pyriform  tumors, 
on  the  other  hand,  give  the  poorest  results. 

Cutler2  of  Chicago  recently  reported  a series  of 
118  unselected  cases  with  a five-year  cure  rate  of 
42  per  cent.  His  results  in  early  cases  treated 
with  radiotherapy  were  equally  as  good  as  those 
in  laryngofissural  removal. 

Surgical  Treatment 

These  early  growths  may  be  removed  by  intra- 
laryngeal  dissection  or  by  laryngofissure. 

Preparation  for  Operation. — All  surgical  opera- 
tions on  the  larynx  should  be  preceded  by  the 
most  careful  preparation  of  the  patient.  This 
preparation  includes  hospitalization  of  the 
patient  for  several  days  or  a week,  careful  exam- 
ination of  the  pulmonary,  circulatory,  and  urinary 
systems,  blood  chemistry  analysis  with  removal, 
if  possible,  of  abnormal  constituents  from  the 
blood  stream.  The  mouth  and  teeth  also  should 
receive  the  most  careful  attention. 

All  surgeons  try  to  follow  certain  principles  in 
order  to  avoid  complications,  the  most  dangerous 
of  which  are  postoperative  hemorrhage  and  post- 
operative pneumonia.  Surgeons  vary  their 
technic  to  a considerable  extent,  but  all  carry  out 
most  careful  hemostasis  and  protect  the  lungs 
from  aspiration  of  blood. 

Every  patient  before  operation  should  receive 
about  100,000  units  of  penicillin  daily  in  divided 
doses  for  several  days.  This  will  greatly  diminish 
postoperative  complications  and  allow  primary 
healing  within  a week  in  a large  number  of  cases. 

Anesthesia. — Preliminary  medication  should  be 
used  with  caution,  as  morphine  or  other  sedatives 
interfere  with  the  cough  reflex,  which  is  such  a 
powerful  protection  to  the  lungs. 

Blocking  of  the  cervical  plexus  is  used  ex- 
tensively in  Europe.  In  fact,  Ilamberger  and 
Diamant  state  that  most  operators  use  that 


method.3  A number  of  major  operations  on  the 
larynx  have  been  performed  at  the  Presbyterian 
Hospital,  New  York  City,  using  this  method:  the 
injection  of  novocain  and  adrenalin  along  the 
border  of  the  sternomastoid  muscle  on  either  side, 
then  in  the  midline  along  the  course  of  the  in- 
cision. This  has  been  very  satisfactory.  There 
are  dangers  attached  to  the  procedure,  however, 
and  only  a skilled  anesthetist  should  employ  it. 

The  majority  of  American  surgeons  prefer 
general  anesthesia,  contending  that  only  with 
this  anesthesia  is  it  possible  to  secure  the  quiet 
surgical  field  necessary  for  careful  and  accurate 
work.  English  surgeons  prefer  chloroform  for  its 
quicker  effect  and  less  irritating  quality.  Others 
prefer  ether,  given  either  by  inhalation  or  by 
rectum.  Avertin  by  rectum  or  sodium  pentothal 
intravenously  have  been  used  as  foundation 
anesthesia,  re-enforced  by  either  local  or  general 
anesthesia  by  inhalation.  The  same  objection 
may  be  raised  against  rectal  anesthesia  as  against 
preliminary  medication  by  morphine,  i.e.,  the 
patients  do  not  recover  the  cough  reflex  promptly. 
Nevertheless,  whatever  anesthesia  is  used,  it  will 
be  safe  only  in  the  hands  of  an  expert  anesthetist. 

Operations. — (1)  General  anesthesia  must  be 
used  for  intralaryngeal  removal.  This  limited 
procedure  is  justified  on  the  grounds  that  an  early 
cancer  involves  only  the  epithelial  layer  of  the 
mucous  membrane  and  extends  along  the  cord 
without  infiltration.  The  method  should  be  used 
to  remove  only  very  small  growths,  limited  to  the 
middle  of  the  cord  and  not  affecting  its  mobility. 
In  two  instances,  formerly  reported,  the  present 
author  has  had  the  experience  of  completely  re- 
moving small  growths  at  biopsy.4  In  one  of  these 
cases,  although  the  tissue  removed  was  evidently 
cancerous,  the  cord  healed  smoothly,  and  there 
was  no  recurrence  of  the  growth.  In  the  second 
case,  sections  of  the  cord,  removed  after  a posi- 
tive biopsy,  showed  no  malignancy.  A third 
case,  more  recently  seen,  repeated  the  experience 
of  the  first. 

Lynch  originated  this  operation  and  reported  9 
cases,  of  which  only  3 had  had  recurrences  at  the 
time  of  his  report.  This  is  a larger  percentage 
of  recurrences  than  should  occur  after  a well- 
performed  cordectomy.  LeJeune,  who  has  con- 
tinued the  work  of  Lynch,  reports  a larger  series 
of  cases  with  better  results.6 

The  larynx  is  exposed  with  the  suspension 
apparatus.  Then,  the  growth  is  cut  about  and 
removed,  the  incision  being  well  away  from  the 
edges.  The  raw  surface  may  be  lightly  touched 
with  a coagulating  electrode.  The  results  in  the 
successful  cases,  as  to  function,  can  be  compared 
to  those  attained  by  radiotherapy.  Careful 
observation  will  detect  any  recurrence,  at  which 
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time  a more  radical  operation  may  be  performed, 
since  the  cartilaginous  box  which  confines  the 
neoplasm  has  not  been  injured. 

A great  deal  depends  on  the  degree  of  malig- 
nancy. Those  graded  #1  need  only  close  removal ; 
those  of  greater  malignancy  must  be  removed 
more  extensively. 

(2)  A laryngofissure  is  merely  an  incision  into 
the  larynx.  The  more  proper  term  would  be 
partial  laryngectomy  by  the  laryngofissural 
route.  Laryngofissural  removal  gives  its  best  re- 
sults with  early  intrinsic  laryngeal  cancers, 
limited  to  the  central  area  of  one  cord  and  not 
yet  affecting  the  mobility  of  the  cord.  Decrease 
of  mobility  of  the  cord  signifies  that  there  has 
been  penetration  of  the  cord  itself  and  the 
muscles  controlling  its  movement.  Fixation  of 
the  cord  means  that  the  arytenoid  region  has  been 
reached  by  the  growth.  When  this  occurs  and 
especially  when  the  anterior  end  of  the  opposite 
cord  has  been  involved,  the  cancer  is  advanced. 

The  significance  of  limitation  of  mobility  is 
illustrated  by  Dr.  St.  Clair  Thomson.  In  37 
cases  where  the  cord  was  mobile,  84  per  cent 
three-year  cures  were  obtained ; in  20  cases  where 
the  movement  of  the  cord  was  impaired,  75  per 
cent  three-year  cures  were  obtained;  and  in  9 
cases,  the  cord  was  fixed,  and  only  44  per  cent 
cures  were  obtained. 

When  the  aryepiglottic  fold,  epiglottis,  or  sub- 
cordal  region  have  been  invaded,  the  case  is  less 
suitable  for  attack  by  the  laryngofissural  incision. 
The  two  reasons  for  this  are  the  great  probability 
that  the  thyroid  membrane  or  the  cricothyroid 
membrane  has  been  penetrated  and  the  subcu- 
taneous tissue  invaded,  or  the  probability  that 
the  region  of  lymphatics  has  been  reached  and 
lymphatic  invasion  may  have  occurred. 

There  is  now  a tendency  among  laryngeal  sur- 
geons to  extend  the  indication  for  the  laryngo- 
fissural operation.  Even  when  the  cord  is  fixed  or 
the  subglottic  region  or  the  anterior  commissure 
invaded,  it  may  be  possible  to  surround  the 
growth  and  remove  it  entirely.  Only  evident  in- 
vasion of  the  ventricular  band,  the  subglottic 
space,  or  the  arytenoid  region  contraindicates 
such  an  operation.  Moreover,  the  operation  may 
be  followed  by  radiotherapy  which  will  increase 
the  chances  of  cure.  Of  course,  the  more  ex- 
tensive the  removal  of  tissue,  the  poorer  the 
voice  will  be.  Yet,  all  patients  prefer  even  a 
whisper  to  the  esophageal  voice  or  to  no  voice  at  all. 
It  must  always  be  remembered  that  the  more  the 
indications  are  stretched,  the  greater  the  danger 
of  recurrence  and  the  fewer  the  chances  of  a later 
successful  laryngectomy. 

The  incision  is  made  from  the  hyoid  bone  to  the 
substernal  notch  and  deepened  through  the  soft 
tissue  to  the  thyroid  cartilages  and  trachea.  It  is 


probably  safer  to  divide  the  thyroid  isthmus. 
Care  should  be  taken  not  to  strip  back  the 
perichondrium  from  the  thyroid  cartilage.  The 
interior  of  the  trachea  and  larynx  are  anesthetized 
by  injecting  a few  drops  of  10  per  cent  cocaine 
solution  between  the  tracheal  rings  and  through 
the  cricoid  membrane.  The  tracheotomy  tube  is 
now  inserted  into  the  trachea  well  below  the 
cricoid  cartilage,  if  possible,  through  the  third  and 
fourth  rings.  The  next  step  is  the  splitting  of  the 
thyroid  cartilage.  In  the  ordinary  early  case  in 
which  the  growth  is  limited  to  one  side  of  the 
larynx,  this  can  be  done  in  the  midline  by  making 
an  incision  through  the  cricothyroid  membrane, 
inserting  a blunt-pointed,  angled  scissors  up 
through  the  larynx,  and  dividing  the  cartilage  and 
soft  parts  of  the  interior  of  the  larynx  with  one 
bite.  The  wings  of  the  thyroid  cartilage  are  then 
retracted  and  the  growth  exposed,  care  being 
taken  not  to  lacerate  or  bruise  the  edges  of  the 
cartilages.  At  this  stage,  protection  of  the  lungs 
from  bleeding  is  most  important.  This  is  done  by 
packing  the  trachea  above  the  tracheotomy  tube 
with  gauze,  and  by  prompt  removal  of  all  blood 
and  secretion  through  a suction  tube  in  the  hands 
of  an  assistant.  Excision  of  the  growth  is  next 
completed.  The  soft  parts  of  the  side  of  the 
larynx  which  presents  the  growth  are  stripped 
from  the  cartilage,  care  being  taken  to  raise  the 
inner  perichondrium.  This  is  done  without  diffi- 
culty except  below  over  the  cricothyroid  mem- 
brane and  above  the  edge  of  the  thyroid  car- 
tilage. However,  since  this  procedure  is  not 
adapted  for  the  removal  of  growths  which  invade 
the  regions  above  and  below  the  thyroid  car- 
tilage, no  stripping  there  will  be  required. 

Excision  of  the  growth  is  carried  out  so  as  to 
leave  a surrounding  free  margin  of  tissue  by  mak- 
ing a straight  vertical  incision  with  scissors 
toward  the  arytenoid  region  above  and  below  the 
growth,  taking  in,  of  course,  the  whole  thickness 
of  the  tissue. 

These  incisions  are  carried  backward  as  far  as 
is  necessary  to  extend  beyond  the  growth,  at 
times  to  the  arytenoid;  then,  the  mass  of  tissue 
separated  above  and  below  is  cut  away  with  right- 
angled  scissors  by  an  incision  running  in  the  long 
axis  of  the  body.  Hemorrhage  must  be  carefully 
controlled.  One  or  two  vigorous  spurters  will 
probably  be  found  at  the  upper  and  lower  margins 
of  the  excised  area.  These  should  be  seized  with 
artery  forceps  and  tied,  either  with  ordinary 
ligature  or  a suture  ligature.  It  has  been  found 
that  a special  broad-bill  forceps  facilitates  the 
tying  of  these  deeply-placed  arteries.  A broncho- 
scope is  passed  into  the  trachea  and  all  blood 
carefully  removed.  The  larynx  is  closed  by 
suturing  the  external  perichondrium  of  the 
operated  side  to  that  of  the  unaffected  side.  The 
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raw  surfaces  are  powdered  with  sodium  sulfa- 
diazine and  the  soft  parts  are  closed  in  layers  with- 
out drainage. 

Postoperative  Care 

The  patient  is  returned  to  bed  and  placed  in  a 
semireclining  or  sitting  position.  Frequent 
suction  is  carried  out  by  passing  a small  catheter 
through  the  tracheotomy  tube.  Only  in  cases  of 
extreme  necessity  may  a bronchoscope  be  used. 
The  tracheotomy  tube  is  left  in  place  from  twelve 
to  twenty-four  hours,  since  there  will  be  a good 
deal  of  secretion  from  the  trachea,  and  some 
blood,  in  spite  of  all  care,  may  have  escaped  down- 
ward. In  a few  hours,  an  attempt  is  made  to  give 
the  patient  sterile  water  by  mouth.  After  a few 
trials  he  will  probably  be  able  to  swallow  without 
any  of  the  w7ater  coming  through  the  tracheotomy 
wound.  The  patient  is  kept  on  sterile  water 
for  twenty-four  hours,  when  a regular  fluid  diet 
may  be  given  with  solids  gradually  being  added. 
If  all  goes  well,  the  patient  should  be  out  of  bed 
in  twenty-four  or  forty-eight  hours.  Should  the 
feeding  by  mouth  be  found  impracticable,  a 
nasal  catheter  may  be  inserted  and  kept  in  place  as 
long  as  may  be  necessary.  This  will  rarely  be  re- 
quired. 

During  the  week  immediately  following  opera- 
tion, penicillin  should  be  continued.  This  will 
greatly  diminish  the  danger  of  complications  and 
promote  healing. 

The  subsequent  care  of  the  patient  consists, 
chiefly,  of  the  removal  of  the  granulation  tissue 
which  forms  in  the  larynx,  and  which  can  be  kept 
under  control  by  application  of  silver  nitrate 
through  the  direct  laryngoscope  or  excision  with 
laryngeal  forceps.  Healing  will  take  place  in  two 
or  three  months.  The  voice  after  several  months 
may  return  almost  to  normal,  although  in  most 
instances  some  hoarseness  will  persist.  The  vocal 
result  depends  on  the  remaining  mobility  of  the 
arytenoid.  If  this  is  preserved,  a new  vocal  cord 
will  form.  Although  large  parts  of  both  vocal 
cords  may  be  removed,  a good  voice  will  be  the 
result,  if  both  arytenoids  move  freely. 

Occasionally,  the  granulomas  which  form  at 
the  site  of  the  excised  cord  may  cause  great 
anxiety  as  to  whether  or  not  they  may  be  early 
recurrences.  They  should  be  kept  under  careful 
observation.  If  benign,  they  will  show  a ten- 
dency to  regress  after  a short  time.  If,  however, 
the  tendency  is  to  grow,  they  should  be  removed 
and  sectioned.  If  found  to  be  malignant,  a 
prompt  laryngectomy  must  be  performed.  If  the 
edges  of  cartilage  have  been  injured,  the  wound 
may  require  a long  time  to  heal,  with  a fistula  per- 
sisting externally,  and  excessive  granulations 
forming  internally.  Usually,  a small  sequestrum 


forms  under  the  incision.  Once  it  has  been  re- 
moved, the  wound  will  heal  promptly. 

The  above-described  operation  is  one  which 
may  be  used  in  early  cordal  growths  of  small  size. 
Should  the  growth  be  more  extensive,  calling  for 
removal  of  considerable  tissue  in  the  arytenoid 
region  or  part  of  the  opposite  cord,  var  iation  in  the 
technic  must  be  used.  The  cartilage  may  be 
opened  by  a hand  saw  or  an  electric  saw,  carry- 
ing the  incision  down  to  the  inner  perichondrium, 
taking  the  greatest  care  not  to  penetrate  the  in- 
terior of  the  larynx.  As  many  of  the  soft  parts  of 
the  larynx  are  then  stripped  off  the  cartilage  as 
may  be  necessary  to  get  beyond  the  growth, 
wherever  it  is.  The  interior  of  the  larynx  is  then 
opened  through  normal  tissue,  taking  care  always 
not  to  cut  through  cancerous  tissue  as  this  greatly 
increases  the  chances  of  recurrence.  By  this 
method  of  incision  of  the  cartilage  and  the 
supporting  inner  perichondrium,  portions  of  both 
cords  may  be  removed  successfully  as  far  back  as 
the  arytenoids.  Some  surgeons  prefer  to  excise 
the  growth  by  using  the  diathermy  knife.  Some, 
even  though  they  do  not  use  the  diathermy  knife, 
coagulate  the  edges  after  the  growth  has  been  re- 
moved by  sharp  dissection. 

Certain  surgeons  do  not  use  a t racheotomy  tube 
as  a routine  measure  but  dispense  with  it  when- 
ever they  feel  it  can  be  done  with  safety.  It  is 
probably  better  to  use  a tracheotomy  tube  in 
eveiy  case,  since  this  makes  it  possible  to  control 
postoperative  hemorrhage  more  easily  by  reopen- 
ing the  larynx  and  packing  it. 

Dr.  St.  Clair  Thomson,  who  has  been  most  suc- 
cessful in  operating  on  intrinsic  cancers  of  the 
larynx  through  the  laryngofissural  incision,  ad- 
vocates the  removal  of  the  thyroid  wing  on  the 
diseased  side.  To  effect  this,  the  external 
perichondrium  as  wrell  as  the  inner  perichondrium 
is  stripped  back,  and  the  cartilage,  all  except  its 
posterior  border,  is  excised  with  the  right-angled 
scissors.  It  is  maintained  that  the  interior  of  the 
larynx  heals  more  quickly  with  the  formation  of 
less  granulation  tissue  when  this  procedure  is 
adopted.  Removing  the  cartilage  is  objected  to 
on  the  grounds  that  the  retained  cartilage  is  a 
barrier  to  spread  in  case  there  is  a recurrence.  On 
the  other  hand,  successful  secondary  laryngec- 
tomies have  been  performed  even  when  the  car- 
tilage has  been  previously  removed. 

In  the  case  of  anterior  commissure  growths, 
portions  of  both  thyroid  cartilages  may  be  re- 
moved, together  with  underlying  tissue,  even  to 
the  extent  of  leaving  scarcely  any  little  laryngeal 
lumen.  In  such  cases  a permanent  tracheal 
fistula  must  be  retained,  but  a whispering  voice 
will  be  preserved. 

The  objection  to  these  extensive  partial  re- 
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sections  is  that  in  the  case  of  growths  so  large  as 
to  call  for  such  procedures,  very  likely  there  will 
already  have  been  invasion  of  the  lymphatics  or 
parts  external  to  the  larynx.  It  may  be  said  that 
justice  is  not  done  to  the  patient  in  such  cases,  un- 
less total  laryngectomy  is  employed. 

Use  may  be  made  of  a laryngofissure  as  an 
avenue  of  approach  for  the  insertion  of  radon 
seeds.  In  the  case  of  growths  too  large  to  be  re- 
moved, the  laryngofissure,  nevertheless,  gives 
excellent  visibility,  and  radon  seeds  may  be 
placed  accurately.  Their  number  and  strength 
are  graded  according  to  the  size  of  the  growth. 
Some  cures  have  been  reported. 

Advanced  intrinsic  cases  with  fixation  of  cord, 
invasion  of  one  or  other  of  the  commissures,  the 
ventricular  band,  or  subglottic  space  should  be 
treated  by  total  laryngectomy.  Until  recently 
one  would  have  said  that  such  cases  should  all  be 
submitted  to  laryngectomy.  Radiotherapy, 
however,  is  undergoing  rapid  improvement. 
Authors  have  reported  cures  approaching  50  per 
cent  of  cases  which  certainly  matches  the  cures  by 
surgery.  If  this  improvement  in  x-ray  therapy 
continues,  the  limitations  of  surgery  will  be 
narrowed.  For  the  present,  however,  laryngec- 
tomy should  be  chosen  for  the  advanced  cases, 
especially  for  the  following  reasons:  since  the 
danger  of  radionecrosis  has  not  yet  been  over- 
come, even  where  the  cancer  is  completely  cured, 
the  condition  of  the  patient  may  be  so  miserable 
that  a laryngectomy  must  be  performed  to  stop 
pain  and  sepsis,  and  when  there  is  recurrence 
after  radiotherapy,  and  a laryngectomy  is  per- 
formed, healing  is  hard  to  obtain,  although  not 
impossible.  The  author  has  seen  several  such 
cases  which  healed  after  radiotherapy  at  the 
Presbyterian  Hospital.  Any  radiotherapy,  how- 
ever, complicates  surgery. 

103  East  78th  Street 

Discussion 

Maurice  Lenz,  M.D.,  New  York  City. — For  the 
past  seventeen  years  Doctor  Kernan  and  I have  had 
a joint  monthly  follow-up  clinic  for  patients  with 
cancer  of  the  larynx  treated  either  by  surgery  or 
x-ray.  Those  receiving  roentgenotherapy  between 
1931  and  1941  were  reviewed  in  May,  1946,  and  re- 
ported in  the  Journal  of  the  American  Medical 
Association,  May  10,  1947.  Of  the  128  patients 
treated  only  by  x-ray,  30  were  free  from  clinical 
evidence  of  cancer  five  to  fourteen  years  after  the 
treatment.  The  main  factors  determining  the  result 
were  extent  and  location  of  the  cancer  and,  es- 


pecially, invasion  of  the  arytenoid  cartilages  and 
lymph  nodes.  Thus,  the  disease  was  clinically 
arrested  for  five  to  fourteen  years  in  17  of  40  primary 
cord  cancers,  and  in  9 of  28  cancers  of  the  epiglottis, 
while  the  treatment  failed  in  all  of  the  26  cancers  of 
the  piriform  sinus. 

Among  cordal  cancers  the  extent  of  the  cancer  had 
a definite  influence  upon  the  result.  Thus,  all  the 
6 cancers  limited  to  the  anterior  or  middle  of  one  cord 
got  well.  This  also  occurred  in  4 of  6 cordal  cancers 
with  extension  either  to  the  anterior  commissure  or 
the  opposite  cord  or  band,  and  in  2 of  3 patients  with 
cordal  cancer  partially  fixing  the  arytenoids.  Among 
21,  however,  in  which  the  arytenoid  was  completely 
fixed,  only  4 were  arrested;  9 of  the  remaining  had 
clinically  metastatic  lymph  nodes,  and  they  all  died. 

Among  the  9 primary  epiglottic  cancers  free  from 
clinical  evidence  of  the  disease  from  five  to  fourteen 
years,  8 had  clinically  metastatic  cervical  lymph 
nodes  and  11  fixed  the  arytenoids  either  completely 
or  partially.  Chondronecrosis  occurred  in  most 
cases  of  epitheliomas  invading  the  epiglottis,  in- 
cluding those  which  healed.  It  was  also  frequent  in 
those  epitheliomas  invading  the  arytenoids,  but 
here  this  complication  was  much  more  serious  and 
partially  accounted  for  the  low  cure  rate. 

It  is  our  belief  that  roentgenotherapy  in  earl}’ 
cancer  of  the  cords  gives  as  high  a cure  rate  and  a 
better  voice  than  laryngofissure 

In  cordal  cancer  completely  fixing  the  arytenoids,  j 
and  in  subglottic  involvement,  laryngetcomy  is  more 
reliable.  We  do  not  object  to  a preliminary  trial 
with  roentgenotherapy  if  the  patient  understands 
that  he  may  have  to  have  a laryngectomy  later 
should  roentgenotherapy  fail.  Healing  after  laryn- 
gectomy in  these  previously  irradiated  cases  is  not 
delayed  and  may  be  done  without  the  fear  of 
necrosis,  if  the  roent  genotherapy  has  been  carried  out 
slowly  and  carefully. 

A mere  statement  of  roentgen  dosage  does  not 
describe  the  care  and  accuracy  used  in  the  treat- 
ment. There  is  as  much  difference  in  roentgeno- 
therapy in  various  clinics  as  in  surgery.  Only  a 
continued,  joint  follow-up  clinic  can  teach  the  person 
treating  cancer  of  the  larynx  whether  surgery  or 
radiotherapy  is  preferable  in  a given  case.  The 
choice  of  treatment  of  a cancer  of  the  larynx  should  . 
be  made  jointly  by  a laryngologist  and  a radio- 
therapist, as  either  or  both  of  these  forms  of  treat- 
ment may  be  applicable  to  a particular  case. 
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A STUDY  OF  SURGICAL  MASTOIDITIS  OCCURRING  IN  CHILDREN 
AT  THE  BUFFALO  CHILDREN’S  HOSPITAL  DURING  THE  YEARS 
1945  AND  1946 

Herrmann  E.  Bozer,  Buffalo,  M.D.,  New  York 


THREE  YEARS  ago,  Dr.  Walter  Dean  read  a 
paper  before  the  Southern  Medical  Association, 
entitled  “Otitis  Media  Still  Takes  Its  Toll.”1 
He  declared  that  the  object  of  his  paper  was  to 
“simplify  and  stress  an  important  field  which  is 
badly  managed  in  practice.”  In  this  paper  he 
reported  that  3.5  per  cent  of  all  rejections  in  the 
draft  were  due  to  defects  of  the  middle  ear.  He 
quoted  statistics  to  show  that  in  1940  in  this 
country  there  was  one  “ear”  death  in  every  337 
deaths.  This  compared  unfavorably  to  Paulson’s 
figures  of  one  death  in  every  303  in  Copenhagen 
over  40  years  ago. 

Surely,  if  one  considers  the  morbidity  and  mor- 
tality arising  from  acute  suppurative  otitis  media 
and  the  hundreds  of  thousands  of  people  suffering 
from  impaired  hearing  due  to  this  condition,  then 
we  must  conclude  that  this  is  a very  important 
and  dangerous  disease  with  many  undesirable 
potentialities. 

The  proper  management  of  acute  otitis  media 
has  been  fairly  well  agreed  upon  among  otologists. 
It  may  be  presumed  that  the  following  points 
have  become  almost  noncontroversial : 

1 .  It  is  necessary  to  carry  out  prompt  diagno- 
sis and  observation  by  one  trained  to  observe  and 
intrepret  the  changes  that  occur  in  the  membrana 
tympani  during  acute  infection. 

2.  Early  myringotomy  should  be  performed 
when  fluid  is  present  in  the  middle  ear. 

3.  Active  treatment  with  chemotherapy  and 
antibiotics  should  be  carried  out  when  the  disease 
is  still  a mucous  membrane  infection.  Such  treat- 
ment should  extend  over  a period  of  approxi- 
mately seven  days  in  most  cases  and  no  longer 
than  fourteen  days,  if  the  infection  has  not 
responded. 

4.  Chemotherapy  and  antibiotics  should  not 
be  used  to  “cure”  bone  involvement  in  an  attempt 
to  avert  operation. 

It  is  readily  conceded  that  no  matter  how  earn- 
estly and  skillfully  the  treatment  may  be  ren- 
dered, a certain  nonreducible  minimum  of  compli- 
cations will  occur.  In  order  to  ascertain  whether 
this  irreducible  minimum  has  been  reached,  a 
study  was  made  of  105  consecutive  mastoidecto- 
mies occurring  during  the  years  1945  and  1946  in 
the  Buffalo  Children’s  Hospital.  These  two 
years  were  chosen  because  medical  practice  in 
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this  community  had  about  returned  to  normal 
with  the  release  of  the  many  doctoi-s  from  the 
armed  services.  Thus,  if  any  lack  of  proper  and 
intensive  treatment  were  shown  in  the  care  of 
these  cases  during  the  early  stages  of  the  infection, 
it  could  not  be  laid  to  the  fact  that  war  had  ren- 
dered inadequate  the  usual  medical  facilities. 
The  incidence  of  mastoiditis  in  the  Buffalo  Chil- 
dren’s Hospital  for  the  past  few  years  has  in- 
creased little,  although  the  number  of  admissions 
has  increased  markedly,  the  incidence  of  mas- 
toiditis being  1 to  each  107  patients  in  the  two 
years  this  series  was  studied,  1 to  108  admissions 
in  the  previous  two  years,  and  1 case  to  every  130 
hospital  admissions  in  1940  and  1941.  During  the 
years  1945  and  1946  there  had  been  no  unusually 
severe  epidemics  of  acute  infections  to  make  this 
series  different  from  an  average  series. 

The  following  tables  give  some  statistics  which 
show  that  the  group  studied  corresponds  to  the 
average  group  seen  in  any  large  city  hospital  for 
children.  It  should  be  noted  that  a majority  of 
the  cases  occurred  in  the  first  nine  years  of  life, 
which  is  the  usual  incidence. 

TABLE  1. — Age  Incidence 


Age 

1-3  years 
4-  6 years 
7-  9 years 
10-12  years 
13-1.5  years 
16-18  years 


Number  of  Cases 
22 
25 
27 
17 
10 
4 


Table  2 shows  the  incidence  of  the  pathologic 
organisms,  and  this  also  is  in  accordance  with  the 
usual  statistics.  All  cultures  were  taken  from  the 
mastoid  cavity  at  the  time  of  operation.  The 
unsatisfactory  cultures  probably  resulted  from 
either  the  use  of  chemotherapy  in  some  of  these 
cases  or  to  an  error  in  technic. 

TABLE  2. — Organisms 


Hemolytic  streptococcus 62  per  cent 

Pneumococcus 9 per  cent 

Staphylococcus  aureus  or  misc 13  per  cent 

Unsatisfactory  cultures 12  per  cent 


Table  3 shows  the  time  elapsed  from  the  initial 
symptoms  of  otitis  media  to  the  operation  and  is 
interesting  in  that  18  cases  were  operated  on 
within  the  first  week.  This  might  seem  rather 
high,  but  till  18  were  well-advanced  cases  of  surgi- 
cal mastoiditis,  due  either  to  the  parents  of  the 
children  not  being  aware  of  the  onset  of  acute 
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otitis  media  at  the  time,  or  to  the  masking  of 
early  symptoms  by  chemotherapy  given  some- 
times for  a preceding  upper  respiratory  infection. 
The  above  remarks  apply  also  to  the  21  cases 
operated  on  during  the  second  week  of  the  dis- 
ease. 


TABLE  3. — Duration  of  Symptoms  Before  Operation 


Length  of  Time 

Number  of  Cases 

1st  week 

18 

2nd  week 

21 

3rd  week 

25 

4th  week 

12 

5th  week  and  above 

18* 

* Of  which  9 were  for  acute  exacerbation  of  chronic  otitis 
media  and  mastoiditis. 


We  have  attempted  to  plot  accurately  the 
medical  treatment  of  the  acute  otitis  media  before 
the  case  came  to  operation.  The  records  have 
been  fairly  accurate  and  indicate  that  only  43 
per  cent  of  the  cases  had  any  chemotherapy  and 
of  these,  approximately  40  per  cent  had  what 
might  be  called  inadequate  therapy.  Only  5 
per  cent  of  the  total  number  were  given  penicillin 
and  of  these  patients  only  one  received  it  for  more 
than  three  days.  Four  per  cent  of  the  cases  re- 
ceived combined  sulfadiazine  and  penicillin 
doses,  and  in  only  one  of  these  4 cases  was  the 
dosage  adjusted  properly.  The  other  3 dos- 
ages were  entirely  inadequate,  consisting  of  a few 
tablets  of  sulfadiazine  from  time  to  time  and  a 
day  or  two  on  oral  penicillin. 

Table  4 indicates  the  time  elapsed  from  the  be- 
ginning of  the  disease  to  the  time  aural  discharge 
was  first  noticed.  This,  too,  is  very  interesting, 
because  26  of  the  73  cases  that  had  spontaneous 
discharge  ruptured  after  the  third  day,  5 of  the 
total  number  of  cases  required  myringotomy,  and 
13  had  spontaneous  perforation  of  the  drum  after 
the  seventh  day.  This  in  itself  would  seem  to 
indicate  either  a considerable  degree  of  indiffer- 
ence to  the  course  of  the  disease  or  a lack  of  ob- 
servation by  the  attending  doctor. 


TABLE  4. — Time  of  Beginning  of  Aural  Discharge* 


Day  of 
Disease 

Number 
of  Cases 

Remarks 

1st  day 

23 

1 required  later  myringotomy 

2nd  day 

12 

1 required  later  myringotomy 

3rd  day 

12 

1 required  later  myringotomy 

4th  day 

7 

1 required  later  myringotomy 

5th  day 

2 

6th  day 

4 

1 required  later  myringotomy 

7th  day 

13 

* Up  to  the  time  of  operation,  10  cases  had  had  no  aural 
discharge. 


Table  5 shows  the  surgical  management  of  the 
cases  of  acute  otitis  media  which  preceded  the 
surgical  mastoiditis  and  which  the  children  had 
before  entering  the  hospital.  It  is  interesting  to 
note  that  of  the  18  cases,  12  myringotomies  were 
fierformed  seven  days  or  later  in  the  disease,  and 
that  only  3 were  performed  before  the  fourth 


day.  This,  coupled  with  the  fact  that  ten  cases 
shown  above  had  had  no  aural  discharge  at  any 
time  so  far  as  could  be  determined  at  the  time  of 
operation,  would  indicate  that  there  was  a very 
definite  lack  of  awareness  of  the  fact  that  the 
middle  ear  should  be  drained  when  it  contains  pus. 


TABLE  5. — Day  of  Disease  That  Myringotomies  Were 
Performed 


Day  of 
Disease 

Number 
of  Cases 

Remarks 

1st  day 

i 

5 included  in  Table  4 

2nd  day 

2 

3rd  day 

0 

4th  day 

1 

5th  day 

0 

6th  day 

2 

7th  day 

12 

5 cases  had  spontaneous  dis- 

charge  which  stopped 

It  is  to  be  remembered  that  all  these  cases  were 
sent  into  the  hospital  with  a diagnosis  of  surgical 
mastoiditis  and  were  operated  on  shortly  after 
being  admitted.  Of  the  94  cases  of  acute  surgical 
mastoiditis  operated  on,  6 presented  signs  of 
early  or  threatened  intracranial  complications 
consisting  of  1 case  each  of : meningismus,  men- 
ingitis, epidural  abscess,  Gradenigo’s  syndrome, 
cerebellar  abscess,  cerebellar  abscess  and  perisinu- 
ous infection.  There  were  2 deaths  in  this  series, 
one,  a two-year-old  child  with  an  aleukemic  leu- 
kemia with  broken-down,  infected  mastoid  cells. 
The  second  death  occurred  in  a boy  of  seven  who 
developed  a cerebellar  abscess.  Myringotomy 
had  been  performed  on  the  seventh  day  after  the 
onset  of  symptoms  of  acute  otitis  media.  He  had 
had  no  chemotherapy,  having  been  treated  out- 
side the  hospital  for  sinusitis  with  penicillin  nose 
drops. 

It  would  seem  from  the  above  figures  that 
nearly  half  the  cases  that  came  to  operation  for 
surgical  mastoiditis  had  not  had  what  would  be 
considered  adequate  treatment  by  the  majority 
of  the  otologists.  If  we  ask  ourselves  why  an 
adequate  course  of  treatment  was  not  carried  out, 
the  following  points  may  present  themselves  as  i 
possible  reasons: 

1.  Acute  otitis  media  is  so  very  common  in 
children  that  it  is  generally  considered  a very  j 
minor  complaint  and  one  that  will  take  care  of 
itself  in  a vast  majority  of  cases.  Thus,  in  many 
cases,  aside  from  prescribing  ear  drops  or  aspirin, 
no  other  care  is  given  until  more  serious  symptoms 
develop. 

2.  Paracentesis  is  not  performed  promptly 
enough.  Too  many  cases  receive  no  treatment 
until  the  aural  discharge  occurs  spontaneously, 
as  was  shown  in  the  above  figures.  Too  often, 
paracentesis  is  considered  as  a nuisance  more  or 
less,  since  the  child  must  either  be  given  an  anes- 
thetic or  forcibly  restrained,  with  the  result  that 
the  true  criteria  for  performing  paracentesis  are 
not  considered. 
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3.  The  disease  itself  does  not  seem  to  be 
considered  sufficient  cause  for  prescribing  chemo- 
therapy, and,  if  therapy  is  prescribed,  it  is  rarely 
carried  out  long  enough.  This  was  demonstrated 
in  the  above  figures. 

4.  Lack  of  frequent  careful  observation  by  a 
trained  otologist.  If  the  case  was  under  his  ob- 
servation, it  seems  difficult  to  believe  that  any 
otologist  would  permit  over  10  per  cent  of  his 
cases  to  come  to  operation  without  any  history 
of  aural  discharge.  It  is,  of  course,  true  that  a 
certain  number  of  cases  will  give  minimal  symp- 
toms which  have  been  ignored,  probably,  without 
calling  a doctor.  Also,  as  previously  mentioned, 
the  symptoms  may  be  masked  in  those  cases 
which  received  chemotherapy  for  upper  respira- 
tory infections. 

The  question  now  arises  as  to  just  what  may 
be  done  to  remedy  this  situation.  Inasmuch  as  a 
vast  majority  of  all  acute  otitis  media  cases  are 
not  treated  by  the  otologist,  it  seems  that  the 
only  thing  to  do  is  to  foster  an  appreciation  of  the 
seriousness  of  the  complications  that  may  arise 
from  this  disease  among  the  practicing  physicians. 
The  only  way  to  arouse  interest  in  this  matter  is 
to  teach  medical  men  the  facts  before  they  go  into 
active  practice.  To  accomplish  this,  more  stress 
and  interest  might  be  given  to  this  subject  in  teach- 
ing our  medica’  students.  As  a rule,  this  can  be 
most  easily  accomplished  during  the  teaching- 
hours  in  a pediatric  hospital,  where  the  disease  is 
commonly  seen  in  the  outpatient  departments. 
It  has  occurred  to  us  that  very  probably  we 
otologists  have  not  taken  as  active  a hand  as  we 
should  in  teaching  these  students  in  the  outpa- 
tient departments  and  in  the  wards. 

It  also  seems  desirable  that  we  stress  the  impor- 
tance of  proper  care  in  these  cases  to  the  interns, 
all  of  whom  will  be  in  active  practice  within  a 
sliort  time.  If  we  can  awaken  the  interns  to  the 
fact  that  they,  undoubtedly,  will  see  many  such 
cases  and  will  be  mostly  responsible  for  prevent- 
ing surgical  mastoiditis,  then,  perhaps  they  will 
have  a keener  interest  in  and  appreciation  of  the 
cases  when  such  cases  are  encountered  in  private 
practice.  It  seems  that  such  efforts  over  a period 
of  a few  years,  along  with  the  adequate  therapeu- 
tic methods  that  we  now  have,  could  decrease  the 
incidence  of  surgical  mastoiditis  appreciably. 

468  Delaware  Avenue 

Discussion 

Stuart  L.  Craig,  M.D.,  New  York  City. — Dr. 
Bozer’s  well-presented  and  thoughtful  study  of  105 
cases  of  surgical  mastoiditis  in  children  in  a period 
of  two  years  should  give  the  otologist  and  the  prac- 
titioner something  to  consider  and  act  upon.  Dr. 
Dean’s  paper,  which  Dr.  Bozer  quotes,  is  very  re- 
vealing statistically,  in  that  it  shows  that  mastoiditis 


and  its  sequelae  have  by  no  means  been  written  off 
as  causes  of  disability  and  death,  an  idea  generally 
accepted  since  the  advent  of  more  modern  and  ad- 
vanced methods  of  treatment. 

In  the  practice  of  otology  in  the  large  cities,  among 
a class  able  to  command  the  services  of  very  com- 
petent pediatrists  or  practitioners,  the  incident  of 
mastoiditis  has  been  markedly  diminished  and  its 
complications  reduced  to  a minimum.  But  among 
the  less  affluent  classes  where  medical  service  is  not 
sought,  or  is  casual,  the  incidence  is  still  high.  In 
addition,  the  fact  that  operative  mastoids  in  private 
practice  are  comparatively  rare,  while  there  is  a 
relatively  high  .percentage  in  the  clinics,  shows  the 
importance  of  early,  competent  care. 

There  are  several  points  in  Dr.  Bozer’s  paper 
which  I would  like  to  underline.  Because  chemo- 
therapy and  penicillin  have  proved  so  effective  in 
controlling  middle  ear  infection,  dependence  is  placed 
on  the  drug,  and  myringotomy  or  paracentesis  have 
not  been  performed  even  in  cases  where  there  is 
frank  bulging  in  the  membrana  tympani  and  fluid 
in  the  middle  ear.  A paracentesis,  in  my  opinion,  is 
wise  when  there  is  definite  evidence  of  fluid  in  the 
middle  ear,  probably  due  to  infection,  and  it  lessens 
the  chances  of  complications  setting  in  and  impair- 
ment in  hearing.  Again,  where  chemotherapy  or 
penicillin  is  used,  it  should  be  given. in  sufficient 
amount  to  establish  quickly  and  maintain  a high 
blood  level  until  the  infection  is  under  complete 
control.  Inadequate  or  sporadic  doses  of  either  of 
these  drugs  is  confusing  and  dangerous.  Again, 
that  the  use  of  chemotherapy  and  penicillin  should 
be  instituted  at  the  very  beginning  of  the  infection, 
when  the  invasion  is  confined  to  the  mucosa,  cannot 
be  too  strongly  emphasized,  since,  in  my  experience, 
they  have  proved  to  be  ineffective  after  the  mastoid 
cells  contain  frank  pus.  We  have  found  in  practice 
that  the  use  of  sulfadiazine  and  sulfathiazole  together 
increase  the  solubility  and  effectiveness  of  both,  and 
when  the  infection  is  resistant  the  use  of  penicillin 
and  sulfa  simultaneously  is  advisable.  All  cases  of 
chronic  otitis  media  purulent  should  be  under  the 
care  of  a competent  otologist.  The  majority,  if  the 
infection  is  persistent  , should  be  operated  upon.  All 
cases  of  cholesteatoma  involving  the  mastoid  should 
be  operated  upon. 

Dr.  Bozer’s  recommendation  of  more  training  in 
otology  for  the  practitioner  and  the  intern  is,  in  my 
opinion,  of  the  greatest  importance  and  would  solve 
the  problem  of  those  cases  of  otit  is  which  are  not 
diagnosed  or  are  improperly  treated  in  the  early 
stages,  and  would  prevent  those  cases  which  are  not 
referred  to  the  otologist  until  ready  for  admission 
to  the  hospital  for  operation. 

With  every  student  graduating  from  medical 
school  having  a reasonable  training  in  a children’s 
clinic  or  an  ear  clinic  in  otology,  with  every  graduat- 
ing student  fully  equipped  to  evaluate  t he  changes 
in  the  middle  ear  resulting  from  bacterial  invasion, 
with  our  present  ability  to  control  infection  by  the 
prompt  and  efficient  administration  of  the  sulfa 
drugs  and  penicillin,  mastoiditis  and  its  complica- 
tions would  become  a steadily  diminishing  menace. 

Gordon  D.  Hoople,  M.D.,  Syracuse. — Only  one  of 
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this  series  of  cases  which  required  mastoidectomy 
had  an  early  myringotomy,  (1  case  within  twenty- 
four  hours  of  the  onset  of  symptoms).  Only  about 
20  per  cent  of  the  entire  series  had  myringotomy. 
The  remaining  ears  either  ruptured  spontaneously 
or  had  no  middle  ear  discharge  up  to  the  time  of 
operation.  A majority  of  the  20  per  cent  had  their 
myringotomy  seven  or  more  days  after  the  onset  of 
symptoms.  These  figures  are  most  significant. 

A number  of  years  ago  I studied  the  possible  re- 
lationship between  early  myringotomy  and  hap- 
hazard surgical  attention  to  drainage  of  infections 
of  the  middle  ear  in  communicable  diseases  among 
the  children  of  Syracuse.  I found  that  approxi- 
mately 50  per  cent  of  Syracuse’s  communicable  dis- 
ease patients  are  hospitalized.  Having  charge  of 
the  otolaryngologic  service  in  the  City  Hospital,  I 
insisted  that  all  sudden  fevers  or  pains  in  the  ear 
occurring  in  these  patients  be  investigated  at  once, 
even  if  they  occurred  in  the  middle  of  the  night. 
Myringotomy  was  to  be  performed  at  once  if  the 
indications  were  present.  Thus,  all  hospitalized 
communicable  disease  patients  were  under  otolaryn- 


gologic control.  The  remaining  unhospitalized  50 
per  cent  were  not. 

The  study  was  carried  on  over  a ten-year  period. 
It  was  found  that  of  the  ears  which  developed  sup- 
puration after  admission  to  the  hospital,  only  21 
per  cent  went  on  to  mastoidectomy.  In  contrast  to 
this,  it  was  necessary  to  do  a mastoidectomy  on  79 
per  cent  of  the  ear  cases  which  developed  before 
admission  to  the  hospital.  (The  majority  of  these 
were  admitted  to  the  hospital  because  they  had  ear 
infection  and  not  because  they  had  a communicable 
disease,  and  they  can  thus  be  grouped  with  the  un- 
hospitalized  50  per  cent  who  had  haphazard  middle 
ear  observation  and  care.) 

I believe  that  if  early  myringotomy  had  been  per- 
formed in  each  patient  in  Doctor  Bozer’s  series  a 
great  majority  of  them  could  have  been  spared  a 
mastoidectomy. 


Reference 
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FIRST  INTERNATIONAL  POLIOMYELITIS  CONFERENCE  TO  BE  HELD  IN  JULY 


Official  delegates  from  more  than  60  foreign  gov- 
ernments will  be  invited  to  participate  in  the  First 
International  Poliomyelitis  Conference  at  the 
Waldorf-Astoria  Hotel  in  New  York  City  next  July 
12  to  17,  the  National  Foundation  for  Infantile 
Paralysis,  sponsor  of  the  conference,  has  announced. 

The  foreign  delegates  will  be  asked  to  present 
summarizations  of  the  problems  of  poliomyelitis  in 
their  countries  at  a special  session  presided  over  by 
Thomas  Parran,  M.D.,  Washington,  D.C.,  Sur- 
geon General  of  the  United  States  Public  Health 
Service. 

Official  host  to  the  delegates  will  be  Basil  O’Con- 
nor, New  York,  president  of  the  national  founda- 
tion. Hart  E.  Van  Riper,  M.D.,  Washington,  D.C., 
the  foundation’s  medical  director,  has  been  ap- 
pointed general  chairman  of  the  conference. 

The  program  is  being  arranged  by  a seven- 
member  advisory  board  which  includes  Irvin  Abell, 
M.D.,  Louisville,  clinical  professor  of  surgery  at 
the  University  of  Louisville;  Morris  Fishbein, 
M.D.,  ( 'hicago,  editor  of  the  Journal  of  the  American 


Medical  Association;  IJavid^ Lloyd,  Ph.D.,  New 

York,  associate  member  of  the  Rockefeller  Insti- 
tute for  Medical  Research;  Kenneth  Maxcy,  M.D., 
Baltimore,  professor  of  epidemiology  at  Johns 
Hopkins  University;  Frank  Ober,  M.D.,  Boston, 
professor  emeritus  of  orthopedic  surgery  at  Harvard 
University,  and  Thomas  Rivers,  M.D.,  New  York, 
director  of  the  Hospital  of  the  Rockefeller  Institute 
for  Medical  Research. 

In  addition  to  reports  on  poliomyelitis  research  . 
and  treatment  by  professional  authorities  and  panel  / 
discussions  on  the  various  subjects,  there  will  be  I I 
a scientific  exhibit  section,  demonstrations  of  muscle 
testing  and  treatment  procedures,  and  a film 
program. 

Coordinating  this  phase  of  the  conference  wil 
be  an  advisory  committee  of  Thomas  G.  Hull 
Ph.D.,  Chicago,  director  of  scientific  exhibits  oi i 
the  American  Medical  Association,  and  Charles] 
F.  Branch,  M.D.,  Boston,  director  of  scientific 
exhibits  of  the  American  College  of  Surgeons.—  1 
A.M.A.  News,  December  19,  1947 


ANTEROSEPTAL  INFARCTION 

Maurice  A.  Donovan,  M.D.,  F.A.C.P.,  Schenectady,  New  York 
(From  the  Department  of  Cardiology,  Ellis  Hospital) 


THE  use  of  precordial  leads  as  an  adjuvant 
toward  a more  clear  understanding  of  certain 
cardiac  problems  is  generally  accepted  now  by 
most  cardiologists.  Wilson  and  his  associates 
pioneered  the  use  of  these  leads  in  1930.12  In 
that  same  year,  while  discussing  a paper  by  Dr. 
E.  P.  Carter  before  the  Association  of  American 
Physicians,  Wilson  stated,3  “By  taking  precordial 
leads,  as  well  as  the  usual  three  leads,  much  ad- 
ditional information  concerning  the  spread  of  the 
excitation  process  over  the  heart,  and  also,  we  be- 
lieve, regarding  the  final  deflection  of  the  electro- 
cardiogram, may  be  obtained.  It  is  hoped  that 
much  information  may  be  gained  from  such 
leads  in  coronary  thrombosis.” 

Wolferth  and  Wood  recommended  the  use  of 
lead  IV  in  1932.  Although  this  lead  IV  was  an 
anteroposterior  lead  that  is  no  longer  in  general 
use,  it  is  pertinent  to  the  discussion  that  follows  to 
quote  from  their  article.4  “It  is  possible  that  lead 
IV  may  find  a place  in  routine  electrocardi- 
ography.” 

Various  investigators  have  studied  the  applica- 
tion of  these  leads  from  both  an  experimental  and 
clinic  standpoint,  and  a reasonably  clear  con- 
cept has  been  evolved  concerning  the  normal 
findings  in  leads  of.  this  type.5,6  The  discussion 
relative  to  the  best  position  for  the  indifferent 
electrode  as  yet  remains  controversial,  but  many 
are  satisfied  that  good  results  can  be  obtained  by 
any  of  the  methods  approved  by  the  Committee 
of  the  American  Heart  Association  and  the 
Cardiac  Society  of  Great  Britain  and  Ireland.7 
One  of  the  main  points  of  disagreement,  however, 
is  how  many  precordial  leads  should  be  taken  and 
what  clinic  conditions  should  determine  the  type 
and  number  of  these  leads.  The  purpose  of  this 
paper  is  to  stress  the  importance  of  a full  set  of 
precordial  leads  in  all  cases  and  by  presenting 
examples  of  anteroseptal  infarction  to  emphasize 
their  importance  in  the  diagnosis  of  this  con- 
dition. 

There  are  many  reasons  why  today,  even  in  the 
light  of  the  great  advances  in  precordial  electro- 
cardiography, individuals  and  institutions  are 
content  to  secure  but  one  precordial  lead,  com- 
monly lead  IV  F.  The  precedent  of  years  is  diffi- 
cult to  break  in  some  instances.  Many  feel  that 
one  precordial  lead  of  this  type  gives  full  informa- 
tion, despite  the  fact  that,  at  best,  there  is  poor 
correlation  between  the  three  standard  limb  leads 
and  one  or  two  precordial  tracings.  In  many  in- 


stances, a compromise  results  and  such  leads  as 
CF  2,  CF  4,  and  CF  6 are  taken.  The  fallacy  of 
such  a procedure  will  be  appreciated  when  the 
importance  of  a comparison  of  each  precordial 
lead  with  that  immediately  preceding  and  follow- 
ing it  gains  wider  acceptance.  Wilson  et  al.  state, 
“In  normal  subjects  the  R deflection  steadily  in- 
creases in  height  as  the  precordial  electrode  is 
moved  from  the  first  to  the  fourth  position  and 
then  decreases  as  it  is  moved  farther  to  the  left. 
The  decrease,  in  the  height  of  the  R and  its 
eventual  disappearance  as  the  exploring  electrode 
was  moved  across  the  right  side  of  the  precordium, 
is  a far  more  reliable  sign  of  infarction  than  com- 
plete absence  of  this  deflection  in  the  first  two  or 
three  precordial  leads.”8 

Others  believe  it  both  a waste  of  time  and  ex- 
pense to  bother  with  a complete  precordial  study. 
Not  a few,  after  taking  these  leads  in  a fair  num- 
ber of  cases  and  seeing  only  an  occasional  in- 
stance in  which  additional  information  has  been 
obtained  by  their  use,  give  up  this  practice  or  try 
to  pick  the  case  in  which  they  believe  these  leads 
will  be  of  value.  Those  who  attempt  this  short 
cut  eventually  find  that  the  case  in  which  full 
precordial  leads  are  most  necessary  is  usually  the 
one  in  which  they  have  been  omitted. 

When  one  considers  the  ease  with  which  a full 
set  of  these  leads  may  be  taken  coincident  with 
the  standard  set,  the  commercially  available 
switches  that  may  be  incorporated  in  any  type  of 
electrocardiograph,  and  the  slight  additional  time 
consumed  in  their  taking,  it  becomes  clear  that 
such  leads  add  little  labor  at  the  time  of  the 
original  tracing.  Since  all  improve  diagnostic 
ability  through  repeated  experience,  the  ability  to 
recognize  normal  precordial  leads,  as  well  as  bor- 
derline variations,  is  a rich  reward  for  any  ad- 
ditional work.  Finally,  most  cardiologists  feel 
that  the  electrocardiogram  remains  relatively 
stable  over  long  periods.  Thus  normal  precordial 
leads  may  assume  considerable  importance  when 
later  compared  with  subsequent  tracings  of  the 
same  patient  which  show  questionable  variations 
from  the  generally  accepted  normal  findings. 

Thus  far,  precordial  electrocardiography  has 
been  discussed  in  a general  manner.  The  further 
purpose  of  this  paper  is  to  show  by  citation  of  case 
histories  with  brief,  concise  physical  findings,  that 
the  use  of  a single  precordial  lead,  namely  lead 
IV  F,  may  work  to  the  disadvantage  of  the  pa- 
tient. When  the  electrocardiographic  findings  are 
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given  undue  consideration,  they  may  give  a 
sense  of  false  security  to  tire  clinician.  It  is  be- 
lieved that  the  use  of  a single  precordial  lead  is  a 
hazardous  procedure  in  the  case  of  anteroseptal 
infarction,  but  that  the  diagnosis  can  be  easily 
established  when  precordial  leads  from  the  right 
side  of  the  heart  and  intraventricular  septum  are 
incorporated  with  the  leads  from  the  apex. 

The  cases  selected  for  presentation  in  this  re- 
port have  been  chosen  entirely  on  the  basis  of  the 
electrocardiographic  findings.  They  represent 
the  day-by-day  patients  seen  in  a consulting  office 
and  hospital  practice.  The  findings  presented 
have  been  epitomized  with  the  purpose  of  relating 
only  the  essential  features. 

Case  Reports 

Case  1. — A.  A.,  a 61-year-old  white  man,  a 
minister  by  profession,  was  seen  on  April  17,  1946, 
his  chief  complaint  being  extreme  fatigue.  The 
history  disclosed  he  had  a cardiac  upset  on  February 
20,  1943,  which  kept  him  in  bed  for  one  month.  He 
gradually  resumed  his  work  and  one  year  later  had  a 
less  severe  attack,  necessitating  one  week  of  com- 
plete rest.  Thereafter,  he  was  able  to  become  more 
active  gradually.  Physical  examination,  with  par- 
ticular reference  to  the  heart,  showed  the  sounds 
regular  and  of  good  quality,  with  no  murmurs  de- 
tected. There  was  no  evidence  of  enlargement  nor 
signs  of  congestive  failure.  The  blood  pressure  was 
134/78  (Fig.  1). 

Case  2. — B.  H.,  aged  71,  a retired  laborer,  was  seen 
on  June  19,  1945.  The  chief  complaint  was  frequent 
nocturnal  dyspnea  of  ten  weeks’  duration,  which 
forced  him  to  sit  in  a chair  the  greater  portion  of 
each  night,  usually  beginning  about  1 a.m.  His  past 
history  disclosed  nothing  of  interest  except  that  he 
had  chronic  indigestion  for  several  years  and  took 
rather  large  quantities  of  baking  soda  daily.  Physi- 
cal examination,  with  particular  reference  to  the 
heart,  showed  marked  left  ventricular  enlargement, 
gallop  rhythm,  and  a harsh  (Grade  4)  systolic  mur- 
mur at  the  apex,  with  wide  transmission.  There 
were  numerous  moist  rales  at  both  bases  but  no 
evidence  of  failure  of  the  right  ventricle.  The  blood 
pressure  was  124/82  (Fig.  1). 

Case  3—  I.  G.,  aged  51,  a mining  engineer,  was 
examined  on  November  11,  1946.  He  was  doing 
strenuous  physical  work  and,  in  addition,  spending 
much  overtime  in  planning  projects.  He  com- 
plained of  nocturnal  dyspnea  of  six  weeks’  dura- 
tion. The  attacks  developed  between  3:00  and 
6:00  a.m.  and  were  controlled  in  about  one-half  hour 
by  sitting  on  the  edge  of  his  bed.  The  history  dis- 
closed that  on  July  5,  1944,  he  had  an  attack  of 
severe  substernal  pain,  associated  with  weakness, 
profuse  sweating,  and  the  feeling  of  impending 
death.  I le  rested  for  three  weeks  and  then  gradually 
resumed  his  former  activities.  During  the  six 
months  preceding  his  present  examination,  he  noted 
increasing  exertional  dyspnea,  easy  fatigue,  and  some 
weight  loss.  Physical  examination,  with  particular 


reference  to  the  heart,  showed  the  sounds  regular,  of 
good  quality,  with  no  murmurs  detected.  There  was 
no  enlargement  present..  There  were  no  basal  rales 
nor  other  signs  of  congestive  failure.  However,  the 
vital  capacity  was  considerably  reduced  and  the 
sodium  decholin  circulation  time  was  twenty-two 
seconds  (Fig.  1). 

Case  4- — B.  C.,  an  active  65-year-old  physician, 
presented  himself  on  November  3,  1945,  with  the 
complaints  of  dyspnea  on  slight  exertion,  tachy- 
cardia, easy  fatigue,  a developing  mass  in  the  upper 
abdomen,  and  evening  ankle  edema.  There  was  no 
history  of  previous  or  present  chest  pain.  Careful 
questioning  elicited  the  fact  that  three  months  pre- 
viously, while  carrying  two  heavy  suitcases  up  two 
steep  flights  of  stairs  in  a summer  hotel,  he  was  able 
only  to  make  his  room  before  being  seized  with 
sudden  extreme  weakness  and  profuse  sweating. 
The  attack  lasted  about  fifteen  minutes  and  there- 
after he  was  normally  active.  He  was  not  unduly 
concerned  by  the  incident,  and  only  with  the  onset 
of  the  presenting  symptoms  did  he  consider  the  pos- 
sibility of  some  cardiac  problem.  Physical  examina- 
tion, with  particular  reference  to  the  heart,  showed  a 
rate  of  120,  regular,  with  the  sounds  somewhat 
distant  and  no  murmurs  present.  There  was  no 
enlargement.  Numerous  moist  rales  were  present  at 
both  bases.  The  neck  veins  were  not  distended,  the 
liver  enlarged  four  fingers’  and  the  legs  showed  2 
plus  pitting  edema  to  the  knees.  The  blood  pressure 
was  98/80.  The  sodium  decholin  circulation  time 
was  twenty-eight  seconds  and  the  vital  capacity 
greatly  reduced.  Despite  advice  to  take  a few 
weeks’  retirement,  this  physician  continued  to  carry 
on  an  active  practice  and  on  digitaline  nativelle, 
aminophyllin,  and  a low-salt  diet  made  an  unevent- 
ful recovery  (Fig.  2). 

Case  5. — P.  G.,  aged  44,  an'  insurance  salesman, 
was  seen  on  July  3,  1946.  His  history  showed  that 
on  May  15,  1946,  he  noted  some  difficulty  in  breath- 
ing while  climbing  one  flight  of  stairs.  This  passed 
quickly,  and  after  a short  rest  he  resumed  his  daily 
activity.  The  next  morning  on  arising  he  noted  a 
sense  of  constriction  in  his  chest,  felt  very  weak,  and 
became  pale.  He  did  not  perspire.  His  attending 
physician  kept  him  at  bed  rest  for  one  month,  and 
then  he  gradually  became  more  active.  Physical 
examination,  with  particular  reference  to  the  heart, 
was  entirely  negative.  The  blood  pressure  was 
144/82  (Fig.  2). 

Case  6. — K.  K.,  aged  59,  a housewife,  was  seen  at 
home  on  June  21,  1946.  The  history  disclosed  that 
three  days  previously,  after  running  to  catch  a bus, 
she  developed  chest  pain  that  radiated  down  the 
left  arm.  She  continued  on  her  shopping  trip  but 
felt  rather  weak.  Two  days  later,  while  walking  to 
church,  she  felt  pain  down  the  left  arm.  That  even- 
ing she  had  indigestion.  She  attempted  to  walk 
about  her  home  “to  break  up  gas,”  but  became  so 
weak  she  had  to  call  medical  aid.  Morphine  by 
hypodermic  and  nitroglycerin  under  the  tongue 
gave  her  some  relief.  Physical  examination  three 
days  later  showed  the  heart  sounds  regular  but 
weak  and  distant.  No  murmurs  nor  enlargement 
were  present.  There  were  a few  basal  rales  in  both 
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Fig.  2 


Figs.  1,  2 and  3.  The  electrocardiograms  re- 
produced in  Figs.  1,  2,  and  3 show  in  Column  A, 
the  commonly  taken  leads  I,  11,  III,  and  IV  F. 
Those  reproduced  in  Column  B show  CF  1,  C'F  2, 
CF  3,  and  CF  5 of  the  same  case.  Examination  of 
Column  A shows  suggestive  myocardial  changes, 
hut  the  diagnosis  of  anteroseptal  infarction  is  made 
readily  in  each  instance  by  the  findings  in  Column 
B.  These  findings  are  (1)  absence  of  the  R wave,  (2) 
frequently  elevated  RST  segments,  (3)  inversion  of 
the  T waves  in  CF  2 and  CF  3,  and  (4)  to  some  de- 
gree there  usually  are  abnormal  findings  in  C'F  1 
and  CF  4 (L  IV'  F)  as  well. 

lungs,  otherwise  no  signs  of  congestive  failure.  The 
blood  pressure  was  120/74  (Fig.  2). 

Case  7. — J.  L.,  aged  64,  a clerical  employee,  was 
seen  on  April  29,  1946.  His  history  showed  that  on 
the  way  to  work,  five  weeks  previously,  he  had  a 
peculiar  feeling  in  his  stomach  and  some  discomfort 
in  both  arms.  Two  days  later  while  he  was  dressing 
in  the  morning  his  arms  began  to  ache,  and  he 
experienced  severe  pain  in  the  solar  plexus  area.  He 
became  weak,  exhausted,  and  sweated  profusely. 
Physical  examination,  with  particular  reference  to 
the  heart,  was  negative.  There  was  no  congestive 
failure  and  the  blood  pressure  was  154/84  (Fig.  3). 

Case  8. — J.  P.,  aged  61,  a molder  by  trade,  was 
seen  on  June  7,  1943.  His  complaints  were  that  after 
walking  one  quarter  mile  at  his  camp  he  experienced 
a band-like  constriction  in  his  chest.  He  rested  and 
on  resuming  his  walk  became  weak,  nauseated,  and 
perspired  profusely.  There  was  no  sensation  of  pain. 
Physical  examination  wit  h particular  reference  to  t he 
heart  showed  distant  apical  sounds  but  no  congestive 
failure.  The  blood  pressure  was  136  74  (Fig.  3). 
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Case  9. — A.  D.,  aged  54,  a village  grocer,  was  seen 
on  January  23,  1947.  The  main  facts  in  the  history 
were  that  he  had  had  considerable  indigestion  over  a 
three-year  period,  usually  relieved  promptly  by  a 
dosage  of  baking  soda.  For  six  months  preceding 
his  acute  attack,  he  had  noted  chest  pain  of  brief 
duration  on  exertion.  This  always  reacted  favorably 
to  rest.  At  about  2:  00  a.m.  on  the  day  he  was  seen, 
he  awakened  with  severe  chest  pain  and  rapidly 
went  into  shock.  He  was  admitted  to  the  hospital 
and  on  examination  fourteen  hours  later  was  much 
improved.  His  color  was  good.  There  was  no 
dyspnea  and  the  heart  sounds  were  of  fair  quality; 
no  congestive  failure  was  present.  The  blood  pres- 
sure was  112/84  (Fig.  3). 

Case  10. — A.  S.,  aged  49,  plant  foreman,  experi- 
enced chest  discomfort  late  in  the  afternoon  on 
March  7,  1947.  He  rested  a short  time  and  then  left 
the  plant  and  drove  his  car  home.  The  pain  per- 
sisted during  the  early  evening,  but  he  rested  well  all 
night  and  returned  to  work  for  four  more  days.  The 
pain  recurred  on  March  11.  An  electrocardiogram 
was  taken  at  the  plant,  and  he  was  advised  that 
myocardial  damage  was  present.  He  was  seen  at 
the  office  on  March  21 . There  were  no  complaints  at 
that  time.  Physical  examination,  with  particular 
reference  to  the  heart,  was  negative.  The  heart 
sounds  were  of  good  quality,  with  no  murmurs  de- 
tected nor  evidence  of  enlargement.  The  vital 
capacity  was  considerably  reduced,  and  the  blood 
pressure  was  120/80.  This  case  is  presented  so  that 
serial  electrocardiograms  may  be  introduced  to  show 
that,  as  in  other  types  of  myocardial  infarction,  a 
considerable  period  of  time  may  elapse  before  typical 
changes  of  anteroseptal  infarction  appear  in  the 
tracing  (Fig.  4). 

Discussion 

The  purpose  of  presenting  these  cases  of  an- 
teroseptal infarction  has  been  to  stress  the  im- 
portance of  taking  routinely  the  precordial  leads 
CF  1 through  CF  4 in  all  instances  of  suspected 
coronary  disease.  By  similar  reasoning,  an 
equally  good  case  could  be  made  for  antero- 
lateral infarction  to  stress  the  necessity  of  con- 
tinuing these  precordial  leads  through  at  least 
CF  5 and  CF  6.  The  work  of  Wood  et  al.s  indi- 
cates, however,  that  a definite  clue  to  this  latter 
condition  may  be  found  frequently  from  charac- 
teristic changes  appearing  in  the  three  standard 
leads  and  lead  IV  F.  To  date,  however,  I am  un- 
aware of  any  similar  assistance  from  these  leads 
in  the  diagnosis  of  anteroseptal  infarction.  How- 
ever, some  of  the  tracings  studied  and  considered 
typical  of  anteroseptal  infarction  show  the  T 
wave  in  lead  1 less  prominent  than  T3.  Dressier 
has  noted  this  finding  in  a series  of  45  cases  re- 
viewed by  him  in  1943. 10  He  felt,  except  in 
specific  exceptions,  that  this  sign  was  often  diag- 
nostic of  anterior  infarction  and  most  valuable 
when  the  commonly  accepted  criteria  for  this 
condition  was  absent  in  the  usual  4 lead  eloctro- 


Fig.  4.  The  tracing  on  March  11,  1947  shows 
small  Q1  with  inverted  Tl,  high  T3,  small  Q4  with 
normal  R4,  and  deep,  coved  inverted  T4.  The  trac- 
ing on  March  12,  1947,  with  precordial  leads  (Col- 
umn B),  shows  Tl  now  upright,  T3  less  voltage,  R4 
higher,  and  slight  late  inversion  of  T4.  CF  1,  CF 
2,  and  CF  3 are  not  remarkable,  and  CF  5 shows  T 
wave  inversion.  The  tracing  on  March  31,  1941, 
shows  little  change  in  lead  1,  R2  is  less  tall,  QRS  3 is 
smaller  with  bifid  It  waves,  and  T2  and  T3  shows 
increased  voltage.  Lead  IV  F shows  normal  It  with 
deep  inverted  T4.  Leads  CF  1,  CF  2,  and  CF  3 show 
absent  R waves  and  deep  coved  inverted  T waves. 
The  T wave  is  inverted  in  CF  5.  These  serial  trac- 
ings show  that  diagnostic  signs  of  anteroseptal  in- 
farction may  be  delayed  in  their  appearance. 

cardiogram.  As  reports  accumulate,  it  is  possible 
that  finding  Tl  of  less  voltage  than  T3,  and  with  1 
lead  IV  F nondiagnostic,  may  prove  helpful  in 
suggesting  the  possibility  of  anteroseptal  infarc- 
tion. 

In  this  series  of  cases,  fever  and  the  more  1 
common  laboratory  procedures,  sedimentation 
rate  and  white  blood  count,  were  characteristic 
of  infarction  in  general.11  In  a total  of  27  re-  j 
viewed  cases,  only  one  feminine  patient  was  found 
to  have  definite  diagnostic  signs  of  this  condition. 
No  patient  has  died  up  to  the  date  of  this  report 
and  this  fact  remains  true  despite  the  advanced 
cardiac  failure  as  shown  in  several  instances.  All 
of  these  patients  have  responded  well  to  accepted  i 
treatment  of  acute  congestive  failure.  Blum-  !i 
gart  and  his  associates  have  shown  that  the  role 


January  15,  1948] 


ANTEROSEPTAL  INFARCTION 


191 


of  the  particular  vessel  occluded,  and  its  relation 
to  the  general  blood  supply  of  the  heart,  is  of  great 
importance.12  It  may  be  possible  that  these  cases 
fall  into  the  favorable  40  per  cent  group  with 
right  coronary  artery  predominance.  There  have 
been  no  irreversible  complications  and,  once  the 
diagnosis  of  anteroseptal  infarction  has  been 
established,  the  prognosis  is  good.  This  finding 
has  considerable  clinic  importance  since  it  is 
well  known  that  patients  with  either  anterior  or 
posterior  infarction  are  subject  to  sudden,  un- 
explained death  even  when  they  are  considered  to 
be  well  on  the  road  to  recovery. 

From  the  above  data  it  would  appear  both 
reasonable  and  wise  to  accept  the  procedure  of 
routinely  taking  precordial  leads  CF  1 through 
CF  4 and  presumably  helpful  to  continue  through 
at  least  CF  6 in  all  cases  of  possible  acute  myocar- 
dial infarction.  The  wisdom  of  following  this 
same  procedure  in  cases  giving  a history  of 
chronic  myocardial  infarction  appears  sub- 
stantiated equally  well  by  the  observations  cited 
above. 

Conclusions 

1 . The  value  of  routine  precordial  leads  CF  1 
through  CF  4 is  established. 

2.  Evidence  to  show  that  anteroseptal  infarc- 
tion may  pass  unrecognized  without  these  leads 
has  been  presented. 


3.  In  this  limited  series  of  cases  only  one  fe- 
male patient  has  been  found  with  anteroseptal  in- 
farction. 

4.  The  prognosis  in  this  type  of  infarction 
appears  excellent. 

5.  It  is  strongly  recommended  that  a full  set 
of  precordial  leads,  rather  than  variations  of  CF  1 
through  CF  6,  be  taken  in  all  cases  of  suspected 
myocardial  infarction. 


It  is  a pleasure  to  acknowledge  the  courtesy  shown  by  Dr. 
Frank  N.  Wilson,  University  Hospital,  Ann  Arbor,  Michigan, 
in  reviewing  both  the  manuscript  and  the  electrocardiograms 
reproduced  in  this  article. 
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RESEARCH  FELLOWSHIPS  IN  MEDICINE  AWARDED 


Announcement  is  made  of  the  Research  Fellow- 
ships in  Medicine  which  have  been  awarded  by  the 
American  College  of  Physicians  for  the  year  be- 
ginning July,  1948.  The  College  makes  available 
each  year  a limited  number  of  these  fellowships 
with  stipends  ranging  from  $2,200  to  $3,200,  the 
purpose  of  which  is  to  give  to  young  physicians, 
who  are  preparing  for  an  academic  career  in  in- 
ternal medicine  or  pediatrics,  an  opportunity  to 
have  a year  of  investigative  experience  as  an  early 
part  of  their  preparation. 

The  Hoard  of  Regents  of  the  College,  on  the 
nomination  of  the  Committee  on  Fellowships  and 
Awards,  awarded  six  Research  Fellowships  in 
Medicine  at  their  meetings  in  Philadelphia  on 
November  22  and  23,  1947. 


The  awards  included — for  research  in  New  York 
City — Dr.  Samuel  P.  Martin,  Durham,  North  Caro- 
lina. 

Dr.  Martin’s  premedical  and  medical  courses 
were  taken  at  Washington  University,  St.  Louis, 
where  he  received  the  M.D.  degree  in  1941.  He 
interned  in  the  Barnes  Hospital,  St.  Louis,  1942- 
1943,  and  served  there  also  as  assistant  resident  in 
medicine,  1943-1944.  Dr.  Martin  served  in  the 
U.S.  Army  from  1944  until  1947. 

He  is  at  present  resident  in  medicine  in  the 
Duke  University  Hospital.  With  the  aid  of  the 
fellowship,  Dr.  Martin  will  undertake  studies  of 
bacterial  metabolism  in  the  Rockefeller  Institute  for 
Medical  Research,  New  York  City,  under  the 
direction  of  Dr.  ReneJ.  Dubos. 


A PRELIMINARY  REPORT  ON  A NEW  AND  SIMPLIFIED 
PENICILLIN  VEHICLE 

M.  J.  Goodfriend,  M.D.,  F.A.C.S.,  I.  C.  Fischer,  M.D.,  and  L.  J.  Caruso,  M.D., 
New  York  City 

( From  the  Obstetrical  and  Gynecological  Service  of  the  Morrissania  City  Hospital) 


SINCE  the  advent  of  penicillin  many  methods 
have  been  devised  for  the  prolongation  and 
maintenance  of  therapeutic  blood  levels  without 
the  necessity  of  injections  at  three-hour  intervals. 
These  have  been  limited  to  two  forms:  (1)  re- 
tarding the  rate  of  absorption,  and  (2)  diminish- 
ing the  rate  of  excretion  from  the  body. 

The  present  report  of  a technic  used  in  paren- 
teral administration  of  penicillin  at  the  Morris- 
sania City  Hospital  is  a preliminary  one.  In  the 
study  submitted  it  was  not  our  intention  to  de- 
termine the  antibiotic  activity  of  penicillin,  but 
rather  to  determine  whether  we  could  obtain 
therapeutic  blood  levels  and  maintain  them 
for  varying  periods  of  time  without  increasing 
or  producing  side-effects.  For  the  purpose  of 
this  study  we  used  a new  and  simplified  sol- 
vent, commercially  called  Solvecillin*,  a prepared 
emulsion  of  cholesterol  esters  containing  one  per 
cent  by  weight  of  beeswax,  as  a vehicle  for  the 
use  of  crystalline  penicillin. 

Seventy  patients  were  chosen  without  any 
known  renal  pathology.  Twenty  of  these  were 
given  100,000  units  in  2 cc.  of  prepared  emulsion; 
35  patients  were  given  200,000  units  in  2 cc.  of 
prepared  emulsion;  and  15  patients  were  given 
500,000  units,  of  these,  eight  received  the  dose  in 
3 cc.  of  prepared  emulsion,  and  for  the  remaining 
seven,  4 cc.  of  the  solvent  were  used. 

Technic 

The  designated  amount  of  prepared  emulsion 
was  injected  into  a vial  of  penicillin,  which  was 
agitated  slightly,  and  the  contents  withdrawn 
into  a syringe  with  a No.  20-gage  needle.  The 
emulsion  was  then  injected  intramuscularly  into 
the  gluteal  muscle  in  the  usual  manner.  Blood 
was  taken  at  intervals  from  four  to  twenty-four 
hours  after  injection.  The  blood  samples  were 
assayed  according  to  the  method  prescribed  by 
the  Federal  Food  and  Drug  Administration.  The 
findings  are  submitted  herewith. 

The  20  patients  using  100,000  units  of  penicillin 
with  2 cc.  of  the  vehicle  were  found  to  have  a 
blood  level  of  0.19  units  at  the  end  of  four  hours, 
0.15  units  at  the  end  of  six  hours,  0.10  units  at  the 
end  of  eight  hours,  0.08  units  at  the  end  of  ten 
hours,  and  0.06  at  the  end  of  twelve  hours  (Fig. 
1).  The  35  patients  using  200,000  units  of  peni- 
cillin with  2 cc.  of  the  vehicle  were  found  to  have 
blood  levels  of  0.39  units  at  the  end  of  four  hours, 


0.12  at  the  end  of  eight  hours,  0.1  at  the  end  of 
ten  hours,  0. 09  at  the  end  of  twelve  and  sixteen 
hours,  0.06  at  the  end  of  eighteen  hours,  0.04  at 
the  end  of  twenty  hours,  and  0.025  at  the  end 
of  twenty-four  hours. 

With  500,000  units  of  penicillin,  the  average 
blood  levels  at  the  end  of  twenty-two  and  twenty- 
four  hours  were  0.09  units. 

Comment 

With  the  use  of  the  prepared  emulsion  we  have 
been  able  to  demonstrate  that,  in  order  to  main- 
tain constant  and  therapeutic  blood  levels  for 
prolonged  periods,  only  one  injection  a day  was 
required  instead  of  divided  doses  of  eight  injec- 
tions. 

Allergic  reactions  were  negligible.  A mild 
urticarial  rash  was  observed  in  only  one  subject 
of  the  seventy  injected,  and  this  was  overcome 
with  the  use  of  benadryl. 

No  abscesses  or  foreign  body  reactions  were 
observed  in  any  of  the  70  patients. 

Summary 

1 . This  prepared  emulsion  as  a vehicle  offers  a 
satisfactory  method  for  prolonging  the  action  of 
and  retarding  the  excretion  of  penicillin. 
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2.  With  100,000  units  of  penicillin  used,  a 
blood  level  of  0.06  units  was  maintained  at  the  end 
of  twelve  hours.  With  200,000  units  of  penicillin, 
a concentration  of  0.025  units  was  maintained  at 
the  end  of  twenty-four  hours,  which  is  sufficient 
for  the  majority  of  cases  requiring  the  drug. 

3.  In  those  conditions  where  a greater  con- 
centration of  penicillin  in  the  blood  is  required, 
500,000  units  of  penicillin  in  the  emulsion  meets 
the  necessary  requirements,  since  at  the  end  of 


twenty-four  hours  a blood  level  of  0.09  units  is 
still  present. 

4.  Since  therapeutic  levels  are  obtained  with 
rapidity  and  maintained  with  one  injection  per 
day,  a considerable  reduction  in  nursing  effort  is 
obtained. 

5.  A simple  and  economical  method  of  pro- 
longing the  action  of  penicillin  is  presented. 

* New  and  simplified  Solvecillin  was  courteously  supplied 
by  Solvecillin,  Inc.,  Newark.  New  Jersey. 


“CANCER  MOBILE” 

The  farmer’s  wife  with  the  lump  in  her  breast,  the 
village  store  clerk  whose  voice  has  dwindled  to  a 
hoarse  whisper — no  longer  need  they  go  without 
examination  for  months  and  live  in  the  fear  that 
they  may  have  cancer. 

A new  weapon,  forged  by  the  Kentucky  division 
of  the  American  Cancer  Society  with  the  aid  of  the 
General  Electric  X-Ray  Corporation,  has  made  it 
possible  for  people  in  outlying  areas,  where  doctors 
and  x-ray  facilities  are  few,  to  receive  first-class 
medical  examination  for  cancer  without  the  cost 
and  difficulty  of  traveling  great  distances. 

This  weapon  is  the  first  mobile  cancer  detection 
bus  ever  to  be  equipped  with  x-ray  apparatus. 

Modeled  after  buses  now  used  for  x-ray  surveys 
of  apparently  healthy  persons  in  tuberculosis  cam- 
paigns, the  cancer  bus,  known  officially  as  the 
“Cancer  Mobile,”  will  carry  x-ray  into  the  byways 
of  Kentucky,  acting  as  an  “extension  arm”  of  the 
state’s  widespread  network  of  16  cancer  clinics. 

Primary  purpose  of  the  unit  will  be  to  provide  free 
examination  for  suspected  cases  among  those  unable 
to  pay.  But,  in  addition,  doctors  who  do  not  have 
x-ray  facilities  may  also  use  the  apparatus  in  the 
bus  for  their  private  patients. 

To  insure  the  fullest  utilization  of  the  bus  and 
other  diagnostic  facilities,  the  cancer  organization 
has  under  way  an  intensive  program  of  education. 
This  is  designed  to  increase  the  public's  awareness 


of  warning  symptoms  and  to  stress  the  importance 
of  routine  periodic  medical  examinations. 

The  versatile  x-ray  unit  with  which  the  bus  is 
outfitted  features  one  x-ray  tube  that  is  capable  of 
two  types  of  examinations — radiography  (the  mak- 
ing of  x-ray  films)  and  fluoroscopy  (the  study  of  the 
body  organs  in  motion  by  the  physician).  A special 
device  is  provided  to  hold  films  so  that  chest  x-rays 
can  be  taken  in  an  upright  position. 

Also  incorporated  into  the  bus  is  a darkroom  for 
developing  x-ray  film,  a dressing  booth,  and  a special 
laboratory  table  for  examining  biopsy  specimens 
(sections  of  living  tissue  which  can  be  studied  under 
the  microscope  to  determine  malignancy). 

The  bus  will  go  only  to  counties  which  extend  a 
formal  invitation  through  their  county  medical 
societies.  After  arrangements  have  been  made  to 
have  the  unit  go  to  a particular  county,  members 
of  the  medical  society  and  other  groups  will  be  asked 
to  volunteer  assistance  at  the  diagnostic  clinic. 

At  the  same  time,  while  the  unit  is  in  the  county, 
educational  programs  will  be  presented  to  lay  groups 
on  cancer  control.  Movies  will  be  shown,  and  radio 
stations  will  be  asked  to  carry  live-speaker  programs. 

Arrangements  will  be  made  with  the  cooperating 
medical  society  to  have  a meeting  of  its  members 
during  the  time  the  cancer  clinic  is  held.  At  this 
time  a scientific  program  will  be  presented  by  clinic 
staff  members  on  cancer  diagnosis  and  treatment. 


FIXED  EXTENSION  OF  THE  KNEE  DUE  TO  CAPSULAR 
CONTRACTION 


Lewis  Clark  Wagner,  M.D.,  New  York  City 

{From  the  Hospital  for  Ruptured  and  Crippled) 

THE  contraction  of  the  supporting  ligaments 
and  the  capsule  of  any  joint  in  the  body  may 
become  evident  after  trauma,  infectious  processes, 
or  prolonged  immobilization  ending  in  limitation 
of  motion  and  function  of  the  articulation  or 
articulations  of  the  part  involved.  The  knee  is 
apparently  the  one  articulation  in  which  loss  of 
motion  gives  the  greatest  disability,  because  of 
the  special  function  desired  of  it  in  locomotion 
and  the  necessity  for  its  being  out  of  the  way  in 
the  sitting  position. 

Bennett  has  described  a technic  of  quadriceps 
tendon  lengthening  in  primary  shortening  of  the 
quadriceps  femoris  muscle  which  has  yielded 
good  results.1 

Thompson  has  described  an  operation  for  scar- 
ring of  the  vasti  muscles  with  freeing  of  the 
affected  muscles  and  removal  of  part  of  the  vastus 
intermedius  without  section  of  the  rectus  femoris 
tendon,  which  has  yielded  good  results  in  many 
cases.2 

The  treatment  of  such  cases  which  are  pre- 
sented in  this  paper  is  section  of  the  contracted 
capsule  of  the  joint  (assuming  there  are  no  bone 
changes  in  the  articulation  of  the  knee  apparent 
in  the  x-ray  examination)  associated  with  elonga- 
tion of  the  quadriceps  tendon. 

These  case  histories  concern  individuals  in 
whom  the  primary  cause  of  fixation  of  the  knee 
was  capsular  contraction.  The  shortening  of  the 
quadriceps  apparatus  was  a secondary  factor. 

Operative  Technic 

A tourniquet  is  applied  to  the  thigh  and  the 
knee  is  prepared  and  draped  in  the  usual  manner, 
as  the  surgeon  desires.  A long,  median  para- 
patellar incision  is  made  about  9 inches  long, 
extending  from  the  tibial  condyle  upward,  expos- 
ing the  capsular  ligaments  and  the  quadriceps 
tendon.  The  skin  is  reflected  both  medially  and 
laterally,  exposing  the  anterior  capsular  struc- 
tures of  the  knee  joint.  The  quadriceps  tendon  is 
divided  in  an  inverted  V-shaped  incision,  about  4 
inches  above  the  patella,  separating  the  tendon 
from  the  medial  and  lateral  vasti  muscles.  The 
incision  is  then  carried  lateral  and  medial  to  the 
patella  through  the  capsular  ligaments,  fanning 
laterally  to  the  superior  margin  of  the  semilunar 
cartilages  in  the  region  of  the  lateral  and  medial 
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ligaments  of  the  knee.  The  flap,  consisting  of 
the  sectioned  quadriceps  tendon,  the  patella,  and 
the  incised  capsular  ligaments,  is  reflected  down- 
ward and  the  knee  flexed  over  the  table  to  an 
angle  of  90  degrees.  The  flap  is  replaced,  and  the 
capsular  ligaments  and  the  quadriceps  tendon 
are  sutured  in  the  new  position,  with  the  knee 
flexed  to  90  degrees,  which  allows  for  about  2 to  3 
inches  of  lengthening  of  the  quadriceps  tendon. 
If  the  capsular  ligaments  cannot  be  closed,  dupli- 
cations of  the  capsule  can  be  separated  to  draw 
over  the  unclosed  capsular  separation.  The  skin 
is  closed  in  the  usual  manner  and  plaster  of  paris 
dressing  is  applied  from  the  groin  up  to  and  includ- 
ing the  toes,  with  the  knee  flexed  to  90  degrees. 

Postoperative  Treatment 

Ten  to  twelve  days  after  operation  the  wounds 
are  dressed,  and  the  sutures  are  removed.  At 
this  time  there  is  considerable  swelling  about  the 
knee,  but  the  limb  is  nevertheless  placed  in  a sus- 
pended splint  with  a movable  knee  attachment. 
With  the  aid  of  pulleys  and  rope,  the  knee  is  pas- 
sively pulled  from  an  angle  of  90  degrees  to  com- 
plete  extension,  as  much  as  the  patient  can  endure 
without  discomfort.  These  exercises  are  carried 
out  for  a period  of  two  weeks  when  the  patient  is 
usually  ready  for  ambulation  with  the  aid  of 
crutches.  The  patient  is  encouraged  to  walk 
with  daily  visits  to  the  physiotherapy  department 
for  pool  treatment,  if  available,  and  muscle  re- 
education by  passive  exercises  to  retain  the  range 
of  motion  secured  at  operation.  Progress  is  slow, 
but  the  patient  soon  regains  his  confidence,  and, 
as  strength  is  recovered  in  the  quadriceps  muscle, 
support  can  be  discarded.  Low  heel  shoes  are 
necessary  to  give  stability  to  the  limb.  The 
final  effect  of  after-treatment  can  be  expected  in 
one  to  two  years. 

Case  Reports 

Case  1. — Charles  S.,  aged  forty-seven,  was  ad- 
mitted to  the  Hospital  for  Ruptured  and  Crippled, 
June  27,  1927.  The  patient  had  a malunion  of  the 
femur  at  the  junction  of  the  upper  and  middle 
thirds  with  4 inches  overriding.  Open  reduction 
was  performed.  The  site  of  the  malunion  was 
broken  up,  the  fragments  freed,  the  wound  closed  • 
and  a Steinmann  pin  was  placed  through  the  con- 
dyle region.  Traction  was  applied,  followed  by' 
application  of  plaster  two  months  later  which  re- 
mained on  until  September  23,  1927. 
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The  patient  was  readmitted  to  the  hospital  on 
January  4,  1929.  The  fracture  site  had  united  with 
no  deformity.  The  knee  was  fixed  in  extension 
with  only  a few  degrees  of  motion  in  the  knee  joint. 
X-ray  showed  no  narrowing  of  the  joint  space  of 
the  knee.  On  January  5,  1929,  elongation  of  the 
quadriceps  tendon  was  brought  about  by  the 
Bennett  procedure.  Only  about  40  degrees  of 
motion  could  be  secured.  On  February  1,  1929, 
under  ether  anesthesia  the  knee  was  manipulated 
and  flexed  to  a right  angle.  The  wound  was  com- 
pletely broken  open,  and  it  was  noted  that  the 
capsule  had  broken  obliquely.  The  wounds  were 
drawn  together  and  plaster  applied  with  the  leg  at 
a right  angle.  Four  weeks  later,  the  plaster  was 
removed,  and  a splint  applied  with  a joint  at  the 
knee  for  exercising.  On  March  19,  1929,  the  pa- 
tient was  walking  about.  The  knee  could  be  flexed 
to  a right1  angle  and  extended  to  about  145  degrees. 
The  patient  continued  active  physiotherapy  and 
stretching  and  on  April  29,  1929,  walked  with 
freedom,  using  a cane  on  the  right  side.  The  knee 
could  be  flexed  to  90  degrees  and  extension  was 
possible  to  165  degrees,  with  forcible  extension  to 
180  degrees. 

Examination  three  years  later  showed  the  patient 
walking  without  a limp.  He  had  active  extension 
to  170  degrees  and  flexion  to  90  degrees,  and  was 
very  well  satisfied  with  the  result. 

Case  2. — Shirley  L.,  aged  twenty-four,  was  ad- 
mitted to  the  Hospital  for  Ruptured  and  Crippled 
on  January  3,  1929.  The  patient  had  previously 
had  a gonorrheal  arthritis  with  resultant  loss  o£ 
motion  in  the  left  knee,  but  no  pain.  Examination 
at  the  time  showed  extension  to  180  degrees  and  a 
range  of  flexion  of  about  15  degrees. 

On  January  4,  1929,  under  general  anesthesia  an 
attempt  was  made  to  move  the  knee  by  forcible 
manipulation,  but  this  was  impossible.  The  patient 
was  discharged  from  the  hospital  and  returned  on 
May  19,  1929.  At  that  time,  using  a tourniquet, 
the  quadriceps  tendon  was  explored  and  divided 
according  to  the  Bennett  procedure.  No  motion 
could  be  secured  in  the  knee.  lateral  incisions 
were  then  extended  close  to  the  patella  across  the 
capsule  of  the  knee  joint,  fanning  laterally  to  the 
attachment  of  the  lateral  ligaments.  The  knee 
could  then  be  forcibly  flexed  to  a right  angle.  The 
capsule  of  the  joint  was  sutured  and  the  patellar 
tendon  was  resutured,  allowing  about  3 inches 
lengthening.  The  skin  was  closed  in  the  usual 
manner  and  plaster  applied  from  the  groin  to  the 
ankle  with  the  knee  flexed  at  90  degrees.  Three 
weeks  later,  when  the  wounds  had  healed,  the 
patient  was  placed  in  suspension  and  traction,  and 
both  active  and  passive  motion  was  started.  At 
the  end  of  the  fifth  week,  she  was  walking  with  the 
aid  of  crutches  and  receiving  active  physiotherapy. 
The  patient,  when  discharged  from  the  hospital  on 
July  15,  1929,  had  passive  extension  to  180  degrees, 
active  extension  to  140  degrees,  and  flexion  to  a 
right  angle.  The  patient  was  carried  along  for 
another  six  months  on  active  physiotherapy,  which 
consisted  of  massage  to  the  quadriceps  area  and 
active  motion  to  the  knee. 


Seventeen  years  later,  the  patient  walked  without 
a limp.  She  had  extension  to  175  degrees  actively, 
and  to  180  degrees  passively,  with  flexion  through  an 
arc  of  about  95  degrees.  There  was  no  pain,  no 
weaknesss,  and  no  limp. 

Case  3. — Geoffrey  B.,  aged  forty-three  was  ad- 
mitted to  the  Hospital  for  Ruptured  and  Crippled, 
January  8,  1936.  The  patient  gave  a history  of  hav- 
ing been  perfectly  well  until  November,  1934,  when 
he  began  to  have  pain,  swelling,  and  stiffness  in  both 
knees.  A diagnosis  of  hypertrophic  synovitis  was 
made.  X-rays  showed  no  bone  changes  about  either 
knee  joint.  A synovectomy  of  the  right  knee  w’as 
performed  on  June  9,  1936,  and  on  the  left  knee  on 
June  25,  1936.  The  course  following  the  operation 
was  uneventful,  but  the  patient  had  little  or  no  mo- 
tion in  either  knee.  He  was  carried  on  active  physio- 
therapy, but  no  motion  could  be  secured,  and  the 
patient  was  very  much  disabled.  On  October  13, 
1936,  both  knees  were  manipulated  under  anesthe- 
sia; only  a few  degrees  of  motion  were  secured.  The 
patient  wras  so  incapacitated  because  of  the  stiff 
knees  that  something  had  to  be  done  to  make  walk- 
ing less  difficult  for  him,  although  he  had  no  pain. 
Since  the  right  knee  had  about  15  or  20  degrees  of 
motion  and  the  left  knee  had  none,  the  latter  was 
selected  for  operation. 

On  January  23,  1937,  the  knee  wras  explored,  and 
the  quadriceps  tendon  elongated  according  to  the 
Bennett  technic,  but  it  was  impossible  to  flex  the 
knee.  Parallel  incisions  of  the  patella  were  made 
and  the  patella  elevated.  Still  no  motion  could  be 
secured  because  of  the  capsular  contraction.  When 
the  capsule  was  divided  obliquely,  the  knee  could  be 
flexed  to  a right  angle.  The  wounds  wrere  closed, 
lengthening  the  quadriceps  tendon  about  2 inches, 
and  approximating  the  capsule  as  well  as  possible. 
A plaster  of  paris  dressing  was  applied  with  the 
knee  at  a right  angle  and  was  removed  at  the  end  of 
three  weeks.  The  wound  healed,  the  patient  put  in  a 
splint,  and  active  manipulation  of  the  knee  was 
started.  The  splint  was  removed  at  the  end  of  three 
weeks,  the  patient  being  carried  on  at  the  physio- 
therapy department  for  the  next  eight  months. 

Examination  on  June  26,  1939,  showed  the  left 
knee  to  have  active  extension  to  168  degrees  and 
flexion  to  70  degrees.  The  knee  could  be  extended 
passively  to  180  degrees.  There  was  no  swelling 
and  the  patient  had  no  complaints.  The  right  knee, 
which  was  not  operated  upon,  had  only  a few  degrees 
of  motion.  There  was  no  pain,  and  the  patient  was 
satisfied  with  the  result. 

Case  4- — Frances  E.,  aged  thirty-four,  was  ad- 
mitted to  the  Hospital  for  Ruptured  and  Crippled, 
June  16,  1937.  For  the  past  two  years  the  patient 
had  marked  swelling  of  the  right  knee.  She  had  had 
a thorough  study,  and  tuberculosis  was  ruled  out. 
It  was  considered  a case  of  hypertrophic  synovitis. 
At  that  time  the  patient  had  a range  of  motion  from 
180  degrees  extension  through  an  arc  of  90  degrees 
flexion.  A synovectomy  of  the  right  knee  was  per- 
formed, and  the  patella  was  removed  because  of 
changes  in  the  cartilaginous  surface.  Following  the 
operation,  the  wound  healed  satisfactorily,  and  the 
patient  was  walking  on  the  tenth  day.  She  wassent 
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to  the  physiotherapy  department  for  treatment. 
Discharged  on  July  22,  1937,  with  only  about  10  de- 
grees of  motion  in  the  knee,  she  was  carried  on  in  the 
physiotherapy  department  with  a most  intensive 
course  of  treatment.  No  increase  in  the  range  of  mo- 
tion could  be  secured,  however.  She  was  read- 
mitted to  the  hospital  on  June  1,  1939,  with  no  com- 
plaint of  pain  at  that  time.  She  walked  with  a stiff 
knee  on  the  right,  having  an  extension  of  180  de- 
grees and  flexion  through  an  arc  of  5 degrees  on  that 
side.  X-rays  of  the  knee  were  negative  for  bone  dis- 
ease. 

The  following  day  the  knee  was  explored.  The 
quadriceps  tendon  was  lengthened  according  to  the 
Bennett  technic.  It  was  impossible  to  bend  the 
knee.  Since  the  patella  had  been  removed  previ- 
ously, incisions  were  then  continued  down  obliquely 
across  the  capsule  of  the  joint  and  the  flap  reflected 
forward.  The  interior  of  the  joint  was  normal,  and 
the  knee  could  then  be  flexed  by  force  to  a right  an- 
gle. The  capsular  expansions  were  closed  as  best 
they  could  be,  and  the  quadriceps  tendon  was  su- 
tured in  the  usual  manner,  allowing  about  2 inches 
of  lengthening.  Plaster  was  applied  with  the  knee 
at  a right  angle.  Fifteen  days  later,  when  the  wound 
was  healed,  a splint  was  applied  to  allow  motion 
passively  from  90  degrees  to  180  degrees.  This  was 
continued  until  June  29,  when  the  patient  was  al- 
lowed to  walk  and  receive  physiotherapy.  Dis- 
charged from  the  hospital  on  July  8,  1939,  using  a 
cane,  she  was  referred  to  the  physiotherapy  depart- 
ment, where  she  was  actively  treated  by  forced 
manipulation,  massage,  and  muscle  exercises  for  a 
year  and  a half. 

Examination  on  December  30,  1942,  showed  ac- 
tive extension  to  175  degrees  and  passive  to  180  de- 
grees, and  flexion  through  an  arc  of  1 10  degrees.  The 
knee  was  stable,  and  there  were  no  discomforts. 
The  patient  has  been  a Red  Cross  worker  in  Italy 
for  two  years  and  has  returned  to  our  hospital  as  a 
social  worker.  In  January,  1947,  she  walked  with- 
out a limp  with  no  instability  about  the  knee. 

Case  5. — Betty  K.,  aged  twenty-one,  was  admitted 
to  the  Hospital  for  Ruptured  and  Crippled,  June  21, 
1939,  with  a complaint  of  loss  of  motion  about  the 
left  knee.  In  1936,  she  had  sustained  a compound 
fracture  of  the  left  femur  and  had  been  taken  to  a 
hospital  at  Connecticut.  Open  reduction  of  the  frac- 
ture had  been  performed,  and  the  leg  placed  in  plas- 
ter. One  month  later  x-rays  had  shown  malposition 
of  the  fragments,  and  a second  operation  had  been 
performed  in  which  the  femur  was  plated.  Six 
weeks  after  the  second  operation  in  November, 
1936,  the  patient  was  told  the  plate  had  slipped,  and 
the  femur  was  operated  on  a third  time  with  appli- 
cation of  a new  plate.  In  February,  1937,  she  was 
operated  on  a fourth  time  and  the  plate  was  re- 
moved. Plaster  spica  was  again  applied.  This  re- 
mained on  until  June,  1937,  the  patient  having 
now  been  immobilized  in  plaster  for  a total  of  ten 
months.  In  September,  1937,  a Bennett  operation 
had  been  performed  at  the  Connecticut  hospital  with 
no  improvement  in  the  range  of  motion. 

Examination  at  the  time  of  her  admittance  to  the 
Hospital  for  Ruptured  and  Crippled  showed  that 
she  walked  with  a stiff  knee  on  the  left  side.  There 


were  many  scars  from  previous  operations  over  the 
left  thigh.  Extension  was  possible  to  180  degrees. 
Flexion  was  through  an  arc  of  15  degrees.  The  pa- 
tella was  not  fixed.  On  June  23,  1939,  the  left  knee 
was  explored.  The  quadriceps  tendon  was  elongated 
again  by  the  Bennett  procedure;  no  motion  of  the 
knee  could  be  secured.  Dissection  of  the  capsule 
was  carried  down  parallel  to  the  patella,  flaring  out 
across  the  capsule  of  the  knee  joint.  It  was  then 
possible  to  flex  the  knee  to  90  degrees.  The  articu- 
lar cartilages  of  the  femur  and  the  tibia  were  normal. 
The  semilunar  cartilages  were  loose  and  were  re- 
moved. The  capsule  was  then  sutured  laterally,  the 
vertical  incisions  in  the  quadriceps  region  closed,  and 
the  tendon  lengthened  about  2 inches.  Plaster  was 
applied  with  the  knee  flexed  to  90  degrees.  The 
plaster  was  kept  on  for  two  weeks.  The  patient  was 
then  placed  in  a splint  and  active  and  passive  motion 
encouraged.  At  the  end  of  four  weeks  the  *patient,  j 
allowed  to  walk  with  the  aid  of  crutches,  was  sent  to 
the  physiotherapy  department  for  active  exercises. 

On  September  6,  1939,  the  patient  walked  with  a 
slight  limp.  She  had  active  extension  to  140  degrees 
and  flexion  to  90  degrees.  She  was  a little  discour- 
aged because  of  the  lack  of  strength,  in  the  quadri- 
ceps muscle,  and  it  was  explained  to  her  that  this 
would  take  considerable  time.  She  was  advised  to 
exercise  the  knee  one  thousand  times  daily  with  the  i 
knee  hanging  over  a table.  A year  and  a half  later 
she  returned  to  the  end  result  clinic.  She  had  no 
complaints  and  walked  without  a limp  with  active 
extension  to  170  degrees,  passive  to  180  degrees,  and 
flexion  to  90  degrees.  In  January,  1944,  the  condi- 
tion was  the  same  as  the  last  examination,  and 
strength  had  returned  to  the  leg. 

Case  6. — Leo  R.,  aged  thirty-six,  was  admitted  to 
the  Hospital  for  Ruptured  and  Crippled,  October  13, 
1945,  with  a complaint  of  inability  to  flex  the  right 
knee.  Apparently  he  had  fractured  the  lower  end 
of  the  femur  while  driving  a jeep  in  service  in  1943. 
He  had  been  treated  by  plaster,  but  four  weeks 
later,  the  position  having  slipped,  an  open  reduction 
was  performed.  Four  months  later,  there  being  no 
evidence  of  callus,  the  patient  was  reoperated  on 
with  a tibial  graft  transplant  to  the  fractured  area. 

In  August,  1944,  a Bennett  operation  had  been  done  ; 
in  order  to  increase  the  range  of  motion.  Only  a 
few  degrees  of  motion  were  secured,  and  on  March i 
16,  1945,  the  right  knee  had  been  manipulated  undei 
general  anesthesia  with  no  improvement  in  the 
range  of  motion. 

On  admission  to  the  Hospital  for  Ruptured  anc 
Crippled,  October  13,  1945,  there  was  marked  wast- 
ing of  the  quadriceps  muscle.  The  patient  had  ful 
extension  of  the  knee  but  could  flex  only  through  ar 
arc  of  20  degrees.  The  patella  was  not  movable' 
The  following  day,  the  right  knee  was  explored,  Th( 
quadriceps  tendon  was  re-elongated,  but  no  flexioi 
of  the  knee  could  be  secured.  Incisions  were  thei 
carried  down  parallel  to  the  patella  and  the  patelli 
raised  from  its  bed,  but  no  motion  could  be  secured 
Oblique  incisions  were  then  made  in  the  capsul 
down  to  the  tibia,  and  the  knee  was  flexed  manuall; 
to  90  degrees.  The  capsule  was  closed,  and  the  quad 
riccps  tendon  resutured,  allowing  about  2 inches  o 
lengthening.  Plaster  was  applied  with  the  knee  at 
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right  angle.  The  postoperative  treatment  consisted 
of  removal  of  plaster  on  the  tenth  day  following  op- 
eration, the  knee  then  being  placed  in  a splint  where 
active  and  passive  exercises  were  given.  At  the 
end  of  four  weeks  the  patient  was  allowed  to  walk 
with  crutches  and  was  sent  to  the  physiotherapy 
department.  He  remained  on  active  exercises  and 
passive  stretchings,  and  six  months  after  his  opera- 
tion he  had  flexion  to  90  degrees  and  active  extension 
to  about  130  degrees.  He  had  some  instability  about 
the  knee  at  this  time  and  required  a cane. 

At  his  last  visit  on  January  2,  1947,  he  walked 
without  a cane.  He  had  passive  motion  to  175  de- 
grees and  active  motion  to  160  degrees  in  extension. 
Flexion  was  to  90  degrees.  -The  patient  was  quite 
satisfied  with  the  result  to  date  and,  as  time  goes  on, 
I believe  he  will  improve. 

Case  7. — Frieda  E.,  aged  forty-three  was  admitted 
to  the  Hospital  for  Ruptured  and  Crippled,  May  13, 
1946.  In  1939,  she  had  fractured  the  left  femur  at 
the  junction  of  the  upper  and  middle  third.  She  was 
treated  in  traction,  and  open  reduction  was  per- 
formed. The  wound  became  infected.  Later  on,  the 
plate  was  removed  and  plaster  applied.  The  patient 
had  considerable  varus  deformity  of  the  femur.  Two 
years  later,  a wedge  osteotomy  had  been  performed 
on  the  femoral  shaft  to  correct  the  varus  deformity, 
the  plate  had  been  reapplied,  and  the  limb  immobil- 
ized in  plaster  spica.  Following  this  treatment,  the 
patient  walked  with  a stiff  knee  and  had  extension  to 
180  degrees  with  flexion  of  about  10  degrees.  She 
was  well  satisfied  with  the  range  of  motion  in  the 
knee  and,  having  no  pain,  wanted  no  further  treat- 
ment. 

However,  on  May  13,  1946,  she  fell  and  sustained 
a comminuted  fracture  of  the  left  patella.  There 
was  considerable  excoriation  about  the  knee,  so  that 
conservative  treatment  and  wet  dressings  were  ap- 
plied until  May  22,  1946,  when  the  patient  was  op- 
erated on  to  remove  the  patella  and  to  give  a greater 
range  of  motion  in  the  knee,  if  possible.  The  frag- 
ments of  the  patella  were  removed  intact,  and  the 
wound  closed  in  the  patellar  region.  .The  quadriceps 
tendon  was  then  elongated,  and  the  capsule  of  the 
knee  joint  sectioned,  allowing  motion  to  90  degrees. 
The  capsular  and  quadriceps  tendon  wounds  were 
closed,  and  plaster  applied  with  the  knee  at  a right 
angle.  At  the  end  of  three  weeks,  the  wounds  hav- 
ing healed,  the  patient  was  put  in  a splint  with  a 
joint  at  the  knee,  and  active  and  passive  motions 
were  instituted.  At  the  end  of  four  weeks  she  was 
allowed  to  walk  with  crutches  and  was  sent  to  the 
physiotherapy  department. 

On  examination  at  the  Outpatient  Department  on 
September  11,  1946,  she  walked  with  a cane,  had 
passive  extension  of  180  degrees,  flexion  through  an 
arc  of  90  degrees  and  active  extension  to  140  degrees. 
She  stepped  up  her  activities  and  continued  with 
massage  and  stretchings.  On  examination  January 
15,  1947,  the  patient  walked  without  a cane.  She 
had  passive  extension  to  180  degrees,  active  exten- 
sion to  145  degrees,  and  flexion  through  an  arc  of  90 
degrees.  She  had  some  instability  in  walking  up  and 
down  the  steps,  but  she  ventured  the  opinion  that 
she  would  rather  have  this  instability  and  be  able  to 


sit  down  than  have  a knee  stiff  in  extension.  She 
was  advised  to  continue  with  active  physiotherapy, 
and,  I believe,  in  time  there  will  be  great  improve- 
ment in  the  knee. 

Conclusions 

Seven  cases  of  capsular  contracture  of  the  knee 
were  studied.  The  ages  ranged  from  twenty-four 
to  forty-seven  years.  The  causes  of  the  capsular 
contraction  were  varied:  in  4 subjects  it  was  due 
to  the  sequelae  of  fractures  of  the  femur  and  open 
operations  on  the  affected  parts,  with  subsequent 
metallic  fixation  associated  with  prolonged  im- 
mobilization; in  1 patient,  the  capsular  contrac- 
tion followed  a Neisserian  infection  of  the  knee; 
2 patients  presented  the  contraction  of  the  cap- 
sular ligaments  of  the  knee  following  extensive 
synovectomy  for  subacute  synovitis  of  the  knee. 

Passive  range  of  the  knee  was  possible  to  180 
degrees,  but  the  greatest  range  of  active  extension 
was  165  to  175  degrees  in  all  cases  except  the 
seventh,  which  is  only  one  year  postoperative, 
where  extension  to  date  is  140  degrees.  All  the 
patients,  following  this  treatment,  presented 
active  flexion  to  90  degrees  except  one,  in  whom 
flexion  could  be  secured  through  an  arc  of  110 
degrees.  All  cases  showed  no  x-ray  evidence  of 
bone  changes  in  the  affected  joints. 

Summary 

The  treatment  of  the  knee  fixed  in  extension 
due  to  capsular  contraction  is  a difficult  problem, 
the  operative  treatment  of  which  should  not  be 
undertaken  lightly.  A stiff  knee  is  a handicap 
but  is  serviceable,  and  the  average  patient  will 
cooperate  in  order  to  have  a movable  knee.  The 
operation  is  only  one  step  in  the  treatment  to- 
ward the  final  end  result.  Diligent  physical 
therapy,  administered  by  a conscientious  techni- 
cian, is  of  paramount  importance,  with  treatment 
consisting  of  muscle  re-education,  massage,  and 
forceful  stretching  to  retain  the  range  of  motion 
secured  at  operation.  Cooperation  by  the  pa- 
tient is  of  greatest  importance  in  the  rehabilitation 
period.  Securing  the  best  results  in  this  series 
required  two  years.  There  is  loss  of  complete 
extension  of  the  knee  and  considerable  weakness 
of  the  quadriceps  apparatus  but,  in  spite  of  this, 
the  patients  have  been  satisfied  with  the  increased 
mobility  of  their  knees. 

105  East  38th  Street 

Discussion 

Kenneth  L.  Cooley,  M.D.,  Rochester,  New  York. — 
Extension  contractures  of  the  knee  joint,  w'hilc 
less  common  than  flexion  contractures,  are  very  dis- 
abling when  they  do  occur.  The  pathology  may  be 
either  extra-articular  or  intra-articular,  or  both. 
However,  if  the  contracture  is  primarily  intra-art.ic- 
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ular,  the  deformity  is  usually  a flexion  rather  than 
an  extension  contracture.  If  there  is  coexisting  in- 
tra-articular  pathology  of  severe  degree,  little,  if 
any,  improvement  will  be  obtained  by  this  procedure 
alone. 

As  Dr.  Wagner  points  out,  and  I want  to  stress  it, 
this  procedure  is  applicable  to  cases  without  appre- 
ciable intra-articular  pathology,  as  are  the  Bennett 
quadriceps  lengthening  operation  and  the  Thomp- 
son quadricepsplasty. 

I believe  Dr.  Wagner’s  procedure  augments  the 
Bennett  procedure  in  that  it  releases  the  constrict- 
ing components  of  the  fibrous  capsule  itself,  as  well 
as  moderately  lengthening  the  shortened  quadri- 
ceps. Dr.  Thompson’s  procedure  presupposes  no 
permanent  secondary  shortening  of  the  quadriceps 
mechanism  and  is  applicable  to  recently  developed 


dense  adhesions  between  the  components  of  the 
quadriceps  mechanism,  particularly  the  vastus  in- 
termedius  and  the  femur.  In  other  words,  careful 
evaluation  of  the  primary  pathology  is  necessary  be- 
fore choice  of  procedure  is  made.  The  choice  may  be 
impossible  before  the  capsule  and  quadriceps  mech- 
anism are  exposed  surgically. 

One  cannot  emphasize  too  strongly  the  diligent 
follow-up  care  stressed  by  Dr.  Wagner,  whose  cases, 
with  such  care,  show  that  they  “improve  with  age.” 
The  patient’s  mental  attitude  is  of  equal  importance. 
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ARMY  SURGEON  GENERAL  ANNOUNCES  IMPROVEMENTS  IN  ADVANCED  TRAINING 


Major  General  Raymond  W Bliss,  Surgeon 
General  of  the  Army,  recently  announced  adop- 
tion of  a number  of  changes  in  the  Army  Medical 
Department  graduate  professional  education  pro- 
gram for  the  coming  year  based  on  a thorough 
study  of  nine  months’  operation  of  the  program 
and  surveys  made  by  nine  teams  of  civilian  medi- 
cal experts. 

The  innovations,  effective  immediately,  are  de- 
signed to  maintain  the  quality  of  patient  care  and 
to  elevate  the  caliber  of  training  at  Army  general 
hospitals.  As  announced  by  General  Bliss,  the 
ma  jor  changes  are  as  follows : 

Graduate  training  in  psychiatry  is  being  strength- 
ened and  concentrated  in  three  general  hospitals — 
Letterman  (San  Francisco),  Fitzsimons  (Denver), 
and  Walter  Reed  (Washington,  D.C.).  This  plan 
will  afford  each  resident  more  individual  instruc- 
tion. 

Many  qualified  civilian  consultants  will  be  added 
to  the  attending  staffs  of  the  hospitals  which  are 
engaged  in  teaching.  These  will  be  distributed 
among  the  various  special  fields  of  medicine  and 
surgery  in  which  the  Army  is  training  residents 
and  interns. 

The  administrative  responsibilities  of  qualified 
teachers  will  be  lessened  by  the  transfer  of  routine 
paper  work  to  administrative  assistants  assigned 
from  the  Medical  Service  Corps.  This  will  allow 
the  professional  instructors  to  devote  the  major 
portion  of  their  time  to  teaching  and  to  the  care 
of  patients. 

Qualified  instructor  personnel  will  be  kept  on 
duty  in  their  present  assignments  for  as  long  as 
possible.  When  it  becomes  necessary  to  move 
f hem,  they  will  be  placed  in  such  locations  as  to 


enable  them  to  teach  so  that  maximum  utilization 
can  be  made  of  their  experience  and  ability. 

Special  instruction  in  the  best  methods  of  medi- 
cal education  is  being  provided  for  key  military 
instructor  personnel  by  means  of  short  courses 
at  selected  civilian  medical  teaching  institutions. 

The  number  of  conferences  at  which  attendance 
by  all  residents  and  interns  is  required  is  being  re- 
duced. Where  possible,  these  will  be  held  at  such 
times  as  will  not  interfere  with  bedside  teaching. 
Likewise,  the  administrative  duties  of  student 
officers  are  being  reduced  to  the  bare  minimum 
consistent  with  excellent  care  of  patients  under 
their  supervision. 

More  adequate  means  of  resident-intern  selec- 
tion, and  evaluation  of  progress,  are  being  placed 
in  operation.  Personal  interviews  will  receive 
special  emphasis.  Individual  evaluations  will  be 
made  of  student  officers  by  the  civilian  instructors 
as  well  as  by  the  regularly  assigned  chiefs  of  serv- 
ices and  sections  at  the  teaching  hospitals. 

The  actual  content  of  the  program  of  instruction 
for  each  special  field  will  be  developed  in  more  de- 
tail. 

Portions  of  the  program  will  be  delegated  to 
the  military  or  civilian  instructor  who  is  best  quali- 
fied in  each  particular  phase,  so  that  accurate  and 
complete  coverage  will  be  obtained  within  the  resi- 
dency span. 

Finally,  the  present  obstacles  in  the  organization 
of  interns  and  residents  into  the  accepted  pyramidal 
system  are  being  overcome,  so  that  the  student 
officers  may  be  given  increased  responsibility  in 
care  of  patients,  teaching,  and  the  supervision  of 
others,  as  they  progress  from  one  year  of  training 
to  the  next. 


TEAR  OF  THE  LATERAL  LIGAMENT  OF  THE  ANKLE 

Louis  A.  Goldstein,  M.D.,  Rochester,  New  York 

( From  the  Department  of  Surgery,  Division  of  Orthopedics,  University  of  Rochester  School  of  Medicine  and 
Dentistry) 


A NEGATIVE  routine  roentgenographic  ex- 
amination of  a sprained  ankle  does  not  rule 
out  a serious  injury.  In  the  more  severe  sprains 
of  the  ankle,  a complete  rupture  of  the  lateral 
ligaments  must  be  suspected.  On  clinical  ex- 
amination, one  can  suspect  a ligament  tear; 
the  diagnosis  can  be  definitely  established  by 
roentgenograms  taken  with  inversion  stress  ap- 
plied to  the  foot.  The  evaluation  of  the  degree 
and  severity  of  lateral  ligament  tear  offers  no 
problem  if  one  takes  advantage  of  the  informa- 
tion gained  by  roentgenographic  study  under 
inversion  stress.  On  the  other  hand,  the  treat- 
ment indicated  is  not  always  so  clearly  defined. 
What  is  the  treatment  of  choice?  Is  plaster  cast 
immobilization  necessary  for  optimum  healing 
and  stability?  If  so,  how  long  need  immobili- 
zation be  continued?  Is  firm  adhesive  strapping 
adequate?  Is  novocaine  injection  and  early 
weight  bearing  good  treatment? 

The  lateral  ligament  of  the  ankle  joint  consists 
of  three  fasciculi: 

1.  The  anterior  fasciculus  or  anterior  talo- 
fibular ligament. 

2.  The  lateral  fasciculus  or  calcaneofibular 
ligament. 

3.  The  posterior  fasciculus  or  posterior  talo- 
fibular ligament. 

The  lateral  ligament  components  stabilize  the 
talus  in  the  mortise,  preventing  tilt  of  the  talus 
when  inversion  stress  is  applied  to  the  foot. 
Rupture  of  one  or  more  of  the  fasciculi  of  this 
ligament  allows  the  talus  to  tilt.  The  degree  of 
tilting  or  subluxation  depends  upon  the  degree 
of  tear  of  the  lateral  ligament  structures. 

Observations  on  postmortem  specimens  in 
which  the  lateral  ligament  components  were 
severed  singly  and  in  various  combinations  are 
reported  elsewhere.  It  was  found  that  cutting 
one  or  two  fasciculi  resulted  in  less  than  a 15  de- 
gree tilt  of  the  talus.  When  all  three  compo- 
nents of  the  lateral  ligament  and  the  adjacent 
joint  capsule  were  severed,  a 30  degree  or  greater 
tilt  resulted. 

The  diagnosis  of  tear  of  the  lateral  collateral 
ligament  of  the  ankle  joint  cannot  be  made  with 
certainty  on  the  basis  of  clinical  signs.  In  our 
experience,  however,  the  clinical  examination 
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serves  as  a reliable  guide  in  choosing  those  cases 
warranting  examination  under  inversion  stress. 

In  severe  sprains  lateral  ligament  rupture 
should  be  suspected.  The  history  of  something 
“snapping,”  “giving  way,”  or  “slipping  out  of 
place”  is  significant.  In  the  absence  of  a frac- 
ture on  routine  roentgenograms  these  subjective 
symptoms  are  highly  suggestive  of  ligament  rup- 
ture. When  the  injured  ankle  is  seen  within  an 
hour  or  two  after  injury,  there  may  be  little  ob- 
jective evidence  of  severe  injury.  During  this 
early  period,  tenderness  and  swelling  on  the 
medial  aspect  of  the  ankle  over  the  deltoid  liga- 
ment is  an  important  sign.  WTith  complete  rup- 
ture of  the  lateral  ligament  there  is  a temporary 
dislocation  of  the  talus  and  resultant  injury  to 
the  deltoid  ligament  while  no  deltoid  ligament 
trauma  and  no  swelling  or  tenderness  on  the 
medial  side  of  the  ankle  joint  are  evident  in  sim- 
ple sprains.  During  the  first  few  hours,  a fairly 
well  circumscribed  swelling,  forming  a semicircle 
around  the  tip  of  the  fibula  with  tenderness  at 
the  points  of  origin  of  the  lateral  ligament,  may 
be  present.  In  other  cases,  there  is  an  egg- 
shaped,  localized  swelling,  largely  below  the  tip 
of  the  fibula,  becoming  diffuse  and  marked 
subsequently.  Ecchymosis  is  usually  present, 
and  tenderness  is  maximum  in  the  region  of  the 
lateral  ligament  components.  Tenderness  of 
the  distal  tibiofibular  joint,  indicating  some 
damage  to  these  ligaments,  is  a constant 
finding. 

In  one  group  of  cases  examined  over  a four- 
month  period,  data  were  kept  on  the  number  of 
positive  and  negative  results  of  inversion  stress 
examinations.  Forty-one  ankles  were  sub- 
jected to  inversion  stress  under  anesthesia  for 
roentgenographic  examination.  Twenty-nine 
of  these  examinations  showed  30  or  more  degrees 
of  talar  tilt,  indicating  complete  tear  of  the 
lateral  ligament  of  the  ankle;  seven  showed 
less  than  a 30-degree  talar  tilt,  indicating 
incomplete  tear  of  the  lateral  ligament;  five 
showed  no  abnormal  talar  mobility.  Thus 
36  out  of  41  cases  were  positive. 

Routine  anteroposterior  and  lateral  roentgeno- 
grams are  taken.  Those  cases  in  which  the  ankle 
joint  shows  no  fracture  or  mortise  spread,  and  in 
which  the  clinical  examination  reveals  lateral 
ligament  tenderness  of  definite  or  questionable 
significance,  are  examined  roentgenographically 
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Fig.  1 . Case  of  complete  tear  of  the  lateral  liga- 
ment of  the  ankle  in  a forty-eight-year-old  volun- 
teer Red  Cross  worker.  Inversion  injury  sustained 
when  she  stepped  off  a loading  platform.  A,  B, 
Routine  anteroposterior  and  lateral  views  of  the 
ankle  showing  no  fracture  of  mortise  abnormality. 
C,  Under  general  anesthesia  (sodium  pentothal) 
inversion  stress  examination  shows  a 40-degree 
tilt  of  the  talus.  D,  Inversion  stress  examination 
of  the  uninjured  ankle  shows  no  tilt  of  the  talus. 

under  inversion  stress.  The  uninjured  ankle  is 
examined  under  stress  for  comparison  to  note  the 
normal  range  of  talar  mobility. 

The  patient  is  anesthetized  with  sodium  pen- 
tothal on  the  x-ray  table  with  the  lower  extremi- 
ties exposed  to  the  midthigh.  The  foot  is  for- 
cibly inverted  by  grasping  the  forefoot  with  one 
hand  and  applying  counter  pressure  against  the 
distal  third  of  the  leg  with  the  other  hand. 
With  the  foot  in  maximum  inversion  and  the 
knee  in  a true  anteroposterior  plane  a roentgeno- 
gram of  the  ankle  is  taken.  The  same  maneuver 
is  repeated  on  the  uninjured  side  and  the  nega- 
tives developed  immediately.  Subluxation  of 
the  talus  is  frequently  palpable  and  visible 
during  the  inversion  maneuver  in  cases  of  com- 
plete lateral  ligament  tear,  noted  only  with  30  or 
more  degrees  of  talar  tilts.  A complete  rupture 
of  the  three  components  of  the  lateral  ligament 
allowing  the  talus  to  sublux  slightly  posteriorly 
as  well  as  tilt  into  varus  is  also  indicated  by  this 
sign.  Undue  force  need  not  be  applied,  but  the 
inversion  maneuver  improperly  performed  will 
not  give  a true  picture  of  the  degree  of  injury 

(Fig.  1). 

The  cases  that  showed  a greater  than  15  de- 
gree tilt  of  the  talus  on  rocntgenographic  ex- 
amination under  inversion  stress  were  immedi- 
ately immobilized  in  a circular,  below-the-knee 


plaster  of  paris  cast  with  the  foot  at  90  degrees 
dorsiflexion  in  neutral  version.  Normal  ankles 
usually  show  less  than  a 5 degree  tilt  of  the  talus 
under  inversion  stress,  although  occasionally  as 
much  as  10  degrees  is  observed. 

In  recent  ankle  injuries,  because  of  pain  and 
sensitivity,  the  extent  of  injury  to  the  lateral 
ligament  is  evaluated  best  under  anesthesia. 
Although  general  anesthesia  is  ideal  for  inversion 
stress  examination,  the  injury  can  be  satisfac- 
torily evaluated  under  local  anesthesia.  About 
25  cc.  of  novocaine  are  injected  into  the  hema- 
toma or  region  of  the  lateral  ligaments,  the  ex- 
amination being  made  after  a lapse  of  twenty 
minutes.  Because  of  peroneal  muscle  spasm  the 
tilt  of  the  talus  can  be  expected  to  be  ten  to 
twenty  degrees  less  than  when  the  test  is  done 
under  general  anesthesia  (Fig.  2). 


Fig.  2 


Discussion 

The  diagnosis  of  tear  of  the  lateral  collateral 
ligament  of  the  ankle  joint  can  be  suspected  in 
certain  “ankle  sprains.”  Since  routine  antero- 
posterior and  lateral  roentgenograms  are  nega- 
tive, the  diagnosis  can  be  established  only  by 
roentgenographic  examination  of  the  ankle 
under  inversion  stress. 

Correct  diagnosis  and  adequate  treatment  at 
the  time  of  injury  will  prevent  the  symptoms  of 
an  unstable  ankle.  The  usual  mobilizing  re- 
gime for  the  treatment  of  a simple  ankle  sprain 
is  not  good  treatment  for  ruptures  of  the  lateral 
ligament  of  the  ankle.  Particularly  contrain- 
dicated is  the  treatment  of  severe  “ankle 
sprains,”  frequently  having  tears  of  one  or  more 
fasciculi  of  the  lateral  collateral  ligament  of  the 
ankle,  by  local  novocaine  injection  and  early  un- 
protected weight  bearing.  Relief  of  pain,  re- 
sulting from  the  novocaine  injection,  makes  possi- 1 
ble  and  encourages  a degree  of  activity  which  is 
detrimental  to  the  healing  of  the  torn  ligaments. 
Immobilization,  prolonged  and  continuous, 
rather  than  mobilization,  is  required  for  healing 
of  the  ligaments  and  a stable  ankle. 

A total  of  55  cases  (51  cases  in  soldiers,  4 cases  - 
in  civilians)  of  complete  tears  of  the  lateral  col- 
lateral ligament  of  the  ankle  joint  were  diag- 
nosed by  roentgenographic  examination  of  the 
ankle  with  inversion  stress  under  anesthesia. 

In  a group  of  101  acute  ankle  sprains  seen  in 
an  Army  general  hospital  during  a four-month 
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period,  29  cases  showed  complete  tears  of  the 
lateral  ligaments  of  the  ankle.  Forty-one  of  this 
group  of  101  were  subjected  to  roentgenographic 
examinations  under  inversion  stress.  The  other 
60  ankles  were  relatively  mild  sprains  and  were 
not  suspected  of  ligament  rupture.  In  this 
group  of  soldiers  28  per  cent  were  found  to  have 
complete  rupture  of  the  lateral  ligament. 

There  is  some  difference  of  opinion  in  regard 
to  the  duration  of  immobilization  required  for 
complete  healing  of  the  torn  ligaments.  A pe- 
riod from  six  to  ten  or  twelve  weeks  has  been  re- 
commended. Watson-Jones  states  that  a mini- 
mum of  ten  weeks’  immobilization  is  required  on 
the  basis  that  “union  is  not  sound  unless  im- 
mobilization has  continued  for  at  least  ten 
weeks.  Even  after  that  time,  slight  tilting  may 
persist,  but  only  within  the  limits  capable  of 
control  by  muscle  power.”1  In  a report  on 
“Rehabilitation  in  the  ETO”  the  following  state- 
ment is  made  regarding  25  cases  of  rupture  of  the 
lateral  ligaments  of  the  ankle:  “Immobilization 
in  plaster  for  six  to  eight  weeks  is  the  method  of 
choice.  All  were  returned  to  full  duty.  Un- 
diagnosed cases  resulted  in  serious  incapacity.” 
We  have  recommended  an  eight-week  period  of 
immobilization  for  the  patients  in  whom  we  initi- 
ated treatment.  The  author  has  continued  this 
practice  in  civilian  patients.  In  a young,  vigor- 
ous man  or  woman  who  is  interested  in  a strong 
and  stable  ankle,  the  most  desirable  treatment, 
in  the  author’s  opinion,  is  plaster  cast  immobili- 
zation for  an  eight-week  period.  In  the  patient 
over  forty  years  of  age  who  is  not  engaged  in 
competitive  athletics  or  other  vigorous  types  of 
activity  requiring  perfect  ankle  stability,  ankle 
strapping  may  be  adequate  treatment.  The 
strapping  should  be  continued  for  a six-to-eight- 
week  period. 

Follow-up  inversion  stress  examinations  have 
been  obtained  in  5 cases.  In  4 instances,  there 
was  no  residual  tilt  of  the  talus  on  roentgeno- 
graphic examination  under  inversion  stress. 
These  cases  showed  20-,  22-,  30-,  and  40-degree 
tilt  of  the  talus  on  the  initial  examination.  The 
fifth  case  showed  a residual  15-degree  talar  tilt 
four  months  after  the  injury,  having  been  a 45- 
degree  tilt  originally.  The  uninjured  ankle  in 
this  case  also  showed  a 15-degree  tilt  of  the  talus 
on  inversion  stress  examination.  The  follow-up 
examinations  were  performed  without  anesthesia 
from  three  to  nine  months  after  injury.  Anes- 
thesia is  not  required  for  evaluation  of  residual 
ligament  laxity,  because  there  is  no  longer  any 
acute  sensitivity  of  the  lateral  ankle  structures. 

What  happens  to  the  lateral  ligament  ruptures 
that  are  not  recognized  and  are  treated  as  simple 
ankle  sprains?  Failure  to  immobilize  lateral 
ligament  ruptures  results  in  failure  of  the  liga- 
ment to  heal  or  in  healing  in  a relaxed  position. 


The  clinical  significance  of  this  abnormal  talar 
mobility  depends  upon  the  ability  of  the  individ- 
ual to  compensate  for  the  loss  of  the  stabilizing 
ligaments  by  peroneal  muscle  function.  Incom- 
plete ligament  tears  with  talar  tilts  of  less  than 
15  degrees  are  usually  compensated  for  by 
peroneal  muscle  function,  and  therefore  do  not 
give  rise  to  symptoms  of  a weak  ankle. 

Ankles  that  show  a greater  than  30-degree 
talar  tilt  give  rise  to  symptoms  of  recurrent  dis- 
location of  the  ankle.  This  is  the  chronically 
weak  ankle  that  gives  way  at  the  least  provo- 
cation and  is  frequently  a rather  disabling  con- 
dition. When  this  type  of  ankle  gives  rise  to 
disabling  symptoms,  the  only  effective  treatment 
is  operative  stabilization. 

The  ankles  that  show  persistent  tilts  between 
15  and  20  degrees  are  not  consistent  in  the  signi- 
ficance of  the  tilt  as  related  to  chronic  symptoms. 
Some  of  these  tilts  give  rise  to  symptoms,  others 
do  not.  It  would  appear  that  the  presence  or  ab- 
sence of  symptoms  depends  upon  the  ability  of 
the  individual  to  compensate  for  the  lack  of  liga- 
ment stability  by  peroneal  muscle  function. 
Some  people  can  accomplish  this,  others  cannot. 

There  is  a need  for  more  definite  information 
on  the  end  results  of  severe  ankle  sprains  and 
lateral  ligament  tears,  particularly  in  relation  to 
the  type  of  treatment,  duration  of  immobili- 
zation, presence  or  absence  of  chronic  symptoms, 
and  residual  talar  mobility  as  determined  by 
roentgenographic  examination  under  inversion 
stress  following  recovery  from  the  acute  symp- 
toms. 

Conclusions 

1.  The  diagnosis  of  tear  of  the  lateral  collat- 
eral ligament  of  the  ankle  joint  is  made  by  exami- 
nation of  the  ankle  with  inversion  stress  under 
anesthesia.  This  condition  must  be  considered 
in  moderate  and  severe  soft  tissue  ankle  injuries. 

2.  The  normal  ankle  under  inversion  stress 
will  show  less  than  a 10-degree  talar  tilt.  Com- 
plete tear  of  the  lateral  ligament  and  the  lateral 
joint  capsule  will  show  a 30-degree  or  greater  ta- 
lar tilt. 

3.  Complete  tear  of  the  lateral  ligament  of 
the  ankle  probably  requires  prolonged  immobili- 
zation in  a plaster  cast  to  insure  complete 
healing. 

4.  Undiagnosed  and  untreated  ligament  tears 
may  result  in  unstable  ankles. 

5.  Further  information  on  end  results  is  re- 
quired before  determining  the  most  favorable 
treatment  for  complete  tears. 
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FRIEDLANDER’S  BACILLUS  MENINGITIS,  TREATED  IN  PART  WITH 
STREPTOMYCIN,  WITH  RECOVERY 

Gerald  J.  Fisher,  M.D.,  Brooklyn,  New  York 

{From  the  Medical  Service,  Kings  County  Hospital) 


"CTIIEDLANDER’S  bacillus  meningitis  is  uncom- 
mon. In  1943  Ransmeier  and  Major1  surveyed 
the  literature  and  found  reports  of  29  cases,  to 
which  they  added  one  of  their  own.  Of  these  30 
cases,  only  three  survived.  The  one  reported  by 
Rothschild2  in  1931  was  the  only  reported  recovery 
prior  to  the  use  of  sulfonamides.  Included  in  the 
group  of  30  cases  cited  by  Ransmeier  and  Major,1 
two  cases3'4  were  cured  following  sulfapyridine 
therapy.  Their  article  also  mentions  two  cases6'6  in 
which  recovery  followed  treatment  .with  sulfa- 
diazine, although  these  latter  two  are  not  included 
in  the  group  of  30  reviewed  cases. 

Since  this  survey  was  published,  the  author  has 
found  three  more  reports  of  such  cases.  In  1943 
Mori7  reported  a case  in  a 26-month-old  infant  in 
which  recovery  followed  the  use  of  sulfonamide 
(soluseptazine)  therapy.  King,8  in  1946,  reported 
a case  in  a 6-month-old  infant  treated  unsuccess- 
fully with  sulfadiazine.  Autopsy  of  this  case  re- 
vealed meningitis,  ileocolitis,  and  bronchopneu- 
monia caused  by  the  Friedliinder  bacillus. 

Later  in  1946,  Tartakoff,  Grynbaum,  and  Le- 
Compte9  reported  a case  in  a 49-year-old  man. 
This  patient  had  a craniotomy  for  removal  of  a 
meningioma  and  subsequently  developed  Fried- 
liinder  bacillus  meningitis.  At  first  sulfadiazine 
and  penicillin  were  employed  without  response. 
Streptomycin  was  then  administered  intravenously 
and  intracisternally.  These  authors  noted  a 
marked  decrease  in  the  viscidity  of  the  spinal  fluid 
following  administration  of  streptomycin.  The 
patient  died  and  came  to  autopsy,  where  it  was 
found  that  the  cause  of  death  was  pulmonary  embol- 
ism. There  was  nearly  complete  absence  of  micro- 
scopic evidence  of  meningitis. 

To  date,  therefore,  this  author  has  found  reports 
of  35  cases  of  Friedliinder’s  bacillus  meningitis  in 
the  literature,  with  recovery  in  6 cases.  I wish  to 
report  another  case,  treated  in  part  with  strepto- 
mycin, in  which  recovery  ensued. 

Case  Reports 

C.  R.,  a 65-year-old  white  woman,  was  admitted 
to  the  Kings  County  Hospital  on  August  7,  1945, 
because  of  fever  and  disorientation  of  eighteen  hours’ 
duration.  For  a year  and  a half  prior  to  admission 
the  patient  had  been  troubled  with  severe  pain  in 
her  left  ear,  accompanied  by  severe  dizziness,  for 
which  she  had  attended  the  clinic  of  another  hos- 
pital. For  a month  prior  to  admission  the  patient 
had  frequent  attacks  of  buzzing  in  her  left  ear, 
followed  by  left  hemicranial  headaches.  Three 
days  before  admission  the  patient  remained  in  bed 
because  the  headache  was  so  severe.  At  this  time 
she  also  developed  a sore  throat.  The  day  before 
admission  the  patient  became  disoriented,  developed 
projectile  vomiting,  and  had  a temperature  of  105  F. 
Stiffness  of  the  neck  also  was  noted  the  evening 


prior  to  admission.  The  history  was  otherwise 
noncontributory. 

On  admission  the  temperature  was  101.8  F.,  pulse 
96,  respirations  24,  and  blood  pressure  was  140/90. 
There  were  no  gross  abnormalities  of  the  head.  The 
pupils  were  round,  regular,  and  equal,  but  appeared 
fixed  in  mid-dilatation.  The  extraocular  movements 
seemed  to  be  normal.  Funduscopic  examination 
was  normal.  The  left  eardrum  appeared  red- 
dened, and  there  was  loss  of  landmarks.  The  neck 
was  markedly  rigid.  The  lungs  were  clear  to  per- 
cussion and  auscultation.  The  heart  was  not  en- 
larged; the  sounds  were  of  good  quality,  with 
normal  sinus  rhythm,  and  no  murmurs  were  heard. 
Examination  of  the  abdomen  was  negative,  and 
the  extremities  were  in  no  way  remarkable.  Neu- 
rologic examination  revealed  extreme  nuchal  rigid- 
ity and  positive  Brudzinski  and  Kernig  signs  bilater- 
ally. The  Babinski  sign  was  not  present.  The 
abdominal  reflexes  were  absent.  The  deep  tendon 
reflexes  were  hypoactive  in  all  extremities. 

A lumbar  puncture  was  performed  on  admission. 
The  spinal  fluid  was  cloudy.  The  initial  pressure 
was  450  mm.  water  and  final  pressure  180  mm.  On 
smear,  there  were  many  gram-negative  encapsulated 
bacilli  seen.  There  was  a large  increase  in  poly- 
morphonuclear leukocytes.  The  impression  on 
admission  was  meningitis,  the  cause  to  be  deter- 
mined. The  possibility  of  a left-sided  cerebral 
abscess  was  also  considered.  At  this  initial  lumbar 
puncture  50,000  units  of  penicillin  were  injected 
intrathecallv,  and  the  patient  was  put  on  penicillin, 
20,000  units  every  three  hours  intramuscularly. 
Sodium  sulfadiazine  was  administered  by  the  in- 
travenous route,  2.5  Gm.  every  six  hours.  The 
initial  blood  count  revealed  21,000  white  blood  cells, 
with  84  per  cent  polymorphonuclears.  There  was 
13.5  Gm.  hemoglobin.  The  admission  urinalysis 
showed  a three  plus  albumin  but  was  otherwise 
negative. 

The  patient’s  general  condition  was  unchanged 
twenty-four  hours  later.  At  this  time  a report  was 
received  on  the  spinal  fluid  taken  on  admission  and 
revealed  total  protein  of  262  mg.  per  cent,  sugar 
less  than  10  mg.  per  cent;  the  smear  showed  many 
gram-negative  encapsulated  bacilli,  and  culture 
revealed  type  A Friedliinder  bacilli.  At  this  time 
the  dosage  of  penicillin  was  increased  to  50,000 
units  every  three  hours  intramuscularly.  Another 
lumbar  puncture  was  done  and  20,000  units  of 
penicillin  injected  intrathecal ly.  Report  of  a blood 
culture  taken  on  admission  revealed  the  presence 
of  staphylococcus  aureus,  which  was  considered 
a contaminant.  Three  other  blood  cultures  taken 
during  t he  course  of  the  illness  were  sterile. 

Two  days  after  admission  the  patient’s  condition 
remained  unchanged,  and  a blood  transfusion  was 
given  as  supportive  therapy  along  with  the  other 
intravenous  fluids.  At  this  time  it  was  becoming 
apparent  that  therapy  with  penicillin  and  sulfa- 
diazine was  ineffective  in  this  case,  and  considera- 
tion was  given  to  the  use  of  streptomycin.  The 
patient’s  temperature  varied  between  99.2  and 
103.2  F.,  the  higher  temperatures  being  attained  in 
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the  afternoon  and  evening.  Since  admission  the 
patient  had  been  unable  to  void  spontaneously, 
which  necessitated  frequent  catheterization.  Fi- 
nally a retention  catheter  was  inserted.  The  thera- 
peutic regimen  originally  instituted  with  penicillin 
and  sulfadiazine  was  continued  while  efforts  were 
made  to  obtain  a supply  of  streptomycin,  which  at 
that  time  was  quite  scarce  and  difficult  to  acquire. 
The  patient  remained  in  a stuporous,  semicomatose 
state,  moaning  frequently,  and  at  times  becoming 
quite  restless. 

On  the  afternoon  of  August  10,  1945,  a supply  of 
10,000,000  units  of  streptomycin  hydrochloride  was 
obtained  from  the  Merck  Company  of  Rahway, 
New  Jersey.  Because  of  the  limited  supply  avail- 
able, it  was  decided  to  give  the  patient  250,000  units 
every  four  hours  intramuscularly,  although  a much 
larger  dose  had  been  planned.  Penicillin  was  dis- 
continued, but  sulfadiazine  was  maintained  as 
before,  2.5  Gm.  every  six  hours.  The  first  dose  of 
streptomycin  was  administered  at  4 p.m.,  August  10, 
1945.  It  had  been  noted  on  this  day  that  the 
patient  was  beginning  to  show  slight  improvement 
in  her  general  condition.  She  responded  when  her 
name  was  called  and  recognized  members  of  her 
family;  she  began  taking  fluids  and  medication 
orally  for  the  first  time.  All  these  signs  of  improve- 
ment were  noted  prior  to  the  first  dose  of  strepto- 
mycin. 

The  following  morning  a lumbar  puncture  was 
done  and  250,000  units  of  streptomycin  in  10  cc.  of 
saline  were  instilled  intrathecally.  Within  a few 
minutes  the  blood  pressure  fell  to  100/40.  No 
other  signs  or  symptoms  were  observed.  Three- 
eighths  of  a grain  of  ephedrine  sulfate  was  given 
and  the  blood  pressure  soon  rose  to  140/80.  By 
noon  the  temperature  had  come  down  to  99.8  F. 
The  patient  continued  to  maintain  the  improve- 
ment first  noted  the  previous  day. 

The  report  on  the  spinal  fluid  obtained  at  this 
time  revealed:  cloudy  fluid,  great  increase  in  poly- 
morphonuclears,  a few  gram-negative  intracellular 
bacilli,  Friedlander  bacilli  present  on  culture  after 
seventy-two  hours,  total  protein  145  mg.  per  cent, 
sugar  17  mg.  per  cent,  sulfadiazine  level  10  mg.  per 
cent. 

The  initial  pressure  was  200  mm.  water,  final 
pressure  110  mm.  water  with  normal  dynamics. 
Pandy  reaction  was  four  plus.  At  4 p.m.  that  day 
the  patient’s  temperature  went  up  to  105.2  F.,  and 
she  again  lapsed  into  coma.  Intravenous  fluids 
and  a second  blood  transfusion  were  administered 
as  supportive  therapy.  The  resident  otolaryngolo- 
gist examined  the  patient  that  evening.  He  found 
a scar  on  the  left  tympanic  membrane,  but  no 
evidence  of  middle  ear  abscess.  Therapy  with 
streptomycin  and  sulfadiazine  was  maintained.  A 
blood  count  at  this  time  revealed:  hemoglobin  12 
Gm.,  red  blood  cells  3 million,  white  blood  cells 
10,800  with  95  per  cent  polymorphonuclears. 

By  the  following  morning  the  patient’s  tempera- 
ture had  fallen  to  100.6  F.  and  she  again  regained 
consciousness  and  appeared  to  be  quite  rational. 
A spinal  tap  was  performed  again  (August  12).  At 
this  time  only  100,000  units  of  streptomycin  in 
10  cc.  of  saline  were  administered  intrathecally 
in  view  of  the  fall  in  blood  pressure  following 
the  larger  dose  the  previous  day.  No  untoward 
reaction  was  noted  at  this  time.  The  laboratory 
report  on  this  specimen  revealed  many  pus  cells, 
but  no  organisms  were  seen.  Culture  was  sterile. 
On  the  morning  of  August  13,  1945,  100,000  units 
of  streptomycin  again  were  injected  intrathecally 
without  reaction.  The  patient’s  temperature  at 
this  time  varied  at  about  102  F.  The  report  on 


the  spinal  fluid  specimen  showed  evidence  that  the 
infectious  process  was  subsiding.  Culture  and 
smear  were  negative.  The  spinal  fluid  sugar, 
however,  was  less  than  10  mg.  per  cent,  and  the 
total  protein  reached  a peak  of  443  mg.  per  cent. 
The  sulfadiazine  level  was  8.5  mg.  per  cent.  At 
this  time  there  were  no  facilities  for  determining 
the  concentration  of  streptomycin  in  the  blood. 

At  8 p.m.  on  the  evening  of  August  14,  the  pa- 
tient had  a shaking  chill  and  sweated  profusely. 
By  8 a.m.  the  next  morning  her  temperature  had 
fallen  to  99  F.  The  following  day  a large  mass  was 
felt  in  the  lower  abdomen.  The  patient  was 
catheterized  and  2,500  cc.  of  urine  were  removed. 
The  analysis  of  this  specimen  revealed  no  ab- 
normalities. At  4 a.m.,  August  18,  the  patient 
again  had  a severe  chill  with  profuse  perspira- 
tion. At  this  time  it  was  noted  that  the  nuchal 
rigidity  was  greatly  decreased.  A blood  culture 
taken  at  this  time  was  sterile.  The  blood  level 
of  sulfadiazine  was  16.6  mg.  per  cent.  The  supply 
of  streptomycin  had  been  exhausted  on  the  pre- 
vious day,  August  17,  but  sulfadiazine  was  con- 
tinued, 2.5  Gm.  every  six  hours,  the  patient  now 
taking  the  medication  orally.  On  the  following  day 
urinalysis  revealed  many  sulfadiazine  crystals 
present  and  there  were  10  red  blood  cells  per  high 
power  field.  Accordingly,  sulfadiazine  was  dis- 
continued. The  patient’s  temperature  varied  be- 
tween 100  and  101  F. 

For  the  remainder  of  the  hospital  stay  the  chief 
difficulties  of  the  patient  were  related  to  her  urologic 
disorder.  She  was  unable  to  void  spontaneously, 
and  even  mobilization  did  not  alleviate  this  trouble. 
On  August  31,  she  had  gross  hematuria,  and  a day 
later,  frank  pyuria  was  noted. 

A consultation  with  the  urology  service  was  ob- 
tained. Cystoscopic  findings  revealed  a mild 
trigonitis  and  slight  contraction  of  the  bladder  neck. 
Tidal  drainage  was  instituted  and  sulfadiazine 
therapy  was  again  administered  with  a dosage  of  1 
Gm.  every  four  hours  with  equal  parts  of  sodium 
bicarbonate.  After  four  doses  the  patient’s  tem- 
perature rose  to  103  F.  Sulfadiazine  was  discon- 
tinued, as  it  was  felt  that  the  patient  had  become 
sensitive  to  the  drug.  Penicillin  was  then  adminis- 
tered, 30,000  units  every  four  hours  for  eleven  doses. 
Prostigmine  therapy  was  given  also.  Three  days 
later  the  patient’s  urine  cleared  up  almost  en- 
tirely. Following  removal  of  the  tidal  drainage 
there  was  temporary  incontinence  of  urine  and  feces. 
The  patient  also  complained  of  frequent  desire  to 
void  and  cramping  sensations  in  her  lower  abdomen. 
Culture  of  the  urine  on  August  17  revealed  the 
presence  of  staphylococcus  aureus,  streptococcus 
viridans,  and  B.  coli.  A urine  culture  done  on 
September  1 revealed  B.  coli  and  streptococcus 
fecalis. 

Inasmuch  as  the  patient  was  completely  ambula- 
tory and  afebrile  at  this  time,  and  because  of  her 
strong  desire  to  return  home,  she  was  discharged 
on  September  7,  1945,  to  the  care  of  a urologist. 
Communication  with  the  attending  urologist  re- 
vealed that  only  a mild  cystitis  was  present,  and 
this  condition  soon  subsided.  Intravenous  urog- 
raphy and  cystoscopy  failed  to  reveal  any  other 
lesion.  The  patient  was  last  seen  approximately 
two  months  after  her  discharge  from  Kings  County 
Hospital  and  appeared  to  be  completely  recovered. 

The  accompanying  Table  I outlines  the  spinal 
fluid  findings  in  this  case  and  indicates  the  intra- 
thecal therapy  we  employed.  Streptomycin  was 
also  given  intramuscularly  in  doses  of  250,000 
units  every  four  hours  from  August  10  to  August 
17,  1945,  when  our  supply  ran  out. 
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TABLE  1. — Spinal  Fluid  Findings  and  Intrathecal  Therapy 


Intrathecal 

Therapy 

Total  Protein 

Quantitative 

Sulfadiazine 

Date 

Turbidity 

Smear 

Culture 

Mg. 

Per  Cent 

Sugar,  Mg. 
Per  Cent 

Level,  Mg. 
Per  Cent 

8/7/45 

Penicillin, 
50,000  a 

Cloudy 

Gram-negative 
bacilli,  many 

Type  A 

Friedlander 

262 

Less  than  10 

pus  cells 

bacilli 

8/8/45 

Penicillin, 

No  Report 

20.000  M 

8/10/45 

Penicillin, 

Cloudy 

Gram-negative 

Type  A 

145 

17 

10 

20,000  ^ 

bacilli,  many 
pus  cells 

Friedlander 
bacilli 
(after  72 
hours) 
Sterile 

8/11/45 

Streptomycin, 

Traumatic 

Many  red 

173 

Less  than  10 

8.8 

250,000'  M 

tap 

blood  cells 
and  pus  cells 

8/12/45 

Streptomycin, 

Cloudy,  with 

Many  pus  cells 

Sterile 

• 

No  Report 

100,000  n 

purulent 

sediment 

8/13/45 

Streptomycin, 

Cloudy 

Occasional 

Sterile 

443 

Less  than  10 

8.5 

100,000  fi 

gram-negative 
bacilli,  many 
pus  cells 

8/14/45 

Streptomycin, 

No  Report 

100,000  n 

8/15/45 

Streptomycin, 

Slightly  hazy 

Some  degener- 

Sterile 

327 

49 

8.7 

100,000  M 

ated  cells 

8/16/45 

Streptomycin, 

Traumatic 

Many  red 

Sterile 

253 

44 

11.5 

100,000  a 

tap 

blood  cells 

8/17/45 

Streptomycin, 

Turbid 

Some  red 

Sterile 

145 

40 

14.3 

100,000  M 

blood  cells 

Discussion 

The  case  herewith  reported  serves  to  emphasize 
certain  of  the  salient  features  of  Friedlander’s 
bacillus  meningitis,  particularly  as  observed  in  the 
extensive  survey  of  Ransmeier  and  Major.1  They 
noted  the  predisposition  of  the  disease  to  occur  in 
infants,  elderly  people,  and  those  with  debilitating 
diseases.  They  also  found  infections  of  the  middle 
ear,  mastoids,  and  sinuses  in  over  half  the  adult 
cases.  Cultures  of  the  spinal  fluid  from  the  initial 
lumbar  puncture  were  positive  in  15  of  17  cases. 
Blood  cultures  were  taken  in  10  of  the  cases  they 
reviewed.  Five  of  these  were  positive,  and  these 
patients  died.  Of  the  5 cases  with  negative  cultures, 
two  survived. 

Our  patient  was  an  elderly  female,  aged  65.  She 
had  a history  of  left  middle  ear  disease,  present- 
ing clinic  evidence  of  this.  Culture  of  the  spinal 
fluid  from  the  initial  lumbar  puncture  was  positive 
for  Friedlander  bacilli,  type  A,  as  was  the  culture 
taken  the  following  day.  Blood  cultures  were 
taken  four  times  from  this  patient;  all  were  nega- 
tive, except  the  one  taken  on  admission,  which  re- 
vealed a staphylococcus  aureus,  considered  a con- 
taminant. 

It  is  difficult  to  assay  the  value  of  streptomycin 
therapy  in  this  case.  As  mentioned  previously, 
several  other  cases  have  recovered  with  sulfonamides 
alone.  The  case  of  Tartakoff,  Grynbaum,  and 
LeCompte,0  like  ours,  was  treated  first  with  sulfa- 
diazine and  penicillin.  This  was  discontinued  be- 
cause of  poor  response,  and  for  the  last  three  days 
of  life  their  patient  received  only  streptomycin. 
Inasmuch  as  the  autopsy  revealed  nearly  healed 
meningitis,  we  might  postulate  that  had  not  pul- 
monary embolism  ended  his  life,  the  patient  would 
have  recovered  from  the  meningitis.  Our  patient 
received  sulfadiazine  throughout  the  active  phase 
of  her  meningitis;  at  first  with  penicillin,  then  with 
streptomycin,  and  alone  for  one  day  after  our  supply 
of  streptomycin  had  been  exhausted.  A very  high 


blood  level  of  sulfadiazine,  16.6  mg.  per  cent,  was 
attained  in  this  case.  The  concentration  of  sulfa- 
diazine in  the  spinal  fluid  reached  a peak  of  14.3 
mg.  per  cent,  a very  satisfactory  therapeutic  level. 
It  is  possible  that  our  patient  might  have  recovered 
with  sulfadiazine  alone.  On  the  other  hand,  the 
findings  of  Tartakoff,  Grynbaum,  and  LeCompte,9 
as  well  as  the  evidence  presented  by  Heilman,10 
and  Herrell  and  Nichols11  on  the  favorable  effect 
of  streptomycin  on  experimental  and  clinic  infec- 
tions caused  by  the  Friedlander  bacillus,  lend  sup- 
port to  the  thesis  that  our  case  was  benefited  by  the 
use  of  streptomycin. 

Conclusions 

1.  A case  of  Friedlander’s  bacillus  meningitis  is 
reported. 

2.  Streptomycin  was  employed  in  part  in  the 
treatment  of  this  case,  in  which  recovery  ensued.  I 

3.  The  value  of  streptomycin  and  sulfonamide 
therapy  in  relation  to  this  case  and  several  others  is  i 
discussed. 

4.  The  author  believes  that  in  Friedlander’s 
bacillus  meningitis  the  treatment  of  choice  is  strep- 
tomycin, possibly  in  conjunction  with  the  sulfon- 
amides. 
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COMPLETE  HEART  BLOCK  ALTERNATING  WITH  PARTIAL  HEART  BLOCK 
AND  NORMAL  SINUS  RHYTHM  IN  CORONARY  ARTERY  DISEASE 

William  B.  Rawls,  M.D.,  F.A.C.P.,  and  V.  Charles  Ancona,  M.D.,  New  York  City 


''THE  concurrence  of  complete  heart  block  and 
coronary  occlusion  is  not  common  and  bears  a 
grave  prognosis.  It  is  considered  noteworthy  to 
report  this  case  of  complete  heart  block  which  was 
discovered  when  the  patient  was  experiencing 
anginal  pain  and  transient  episodes  of  dizziness 
following  a known  episode  of  coronary  occlusion  with 
myocardial  infarction.  Complete  heart  block  of 
itself  is  compatible  with  Jong  life,  but  in  the  presence 
of  serious  coronary  artery  disease  a prolonged  course 
of  nine  years  from  the  initial  episode  of  coronary 
occlusion  and  seven  years  from  the  first  determi- 
nation of  complete  heart  block  is  remarkable. 

Case  Report 

On  January  6,  15)39,  a white  patient,  aged  54,  was 
seen  in  his  home  for  the  first  time  with  chief  com- 
plaints of  precordial  pain,  shortness  of  breath, 
nausea,  and  vomiting  after  a hearty  meal.  The 
temperature  was  99  and  the  pulse  rate  100.  The 
patient  presented  a history  of  coronary  occlusion  in 
April,  1937,  with  electrocardiographic  evidence  of 
posterior  myocardial  infarction  (Fig.  1).  However, 
after  two  days  of  bed  rest  and  sedation  he  was  able 
to  retain  food,  felt  well,  and  insisted  on  returning  to 
work.  On  January  L4,  when  he  was  in  the  office, 
there  were  no  complaints  of  shortness  of  breath  or 
precordial  discomfort.  On  physical  examination  no 
significant  abnormalities  were  found.  There  was 
normal  sinus  rhythm,  no  enlargement,  the  heart 
sounds  were  of  good  quality,  and  no  murmurs  were 
heard.  The  pulse  and  ventricular  rates  were  80  and 
the  blood  pressure  110  systolic,  70  diastolic.  The 
electrocardiogram  revealed  a PR  interval  of  0.28 
second  and  myocardial  changes  consistent  with  coro- 
nary artery  disease. 

On  subsequent  visits  the  patient  was  asympto- 
matic until  December  13,  1939,  at  which  time  he 
complained  of  postprandial  precordial  pain  with 
shortness  of  breath.  On  examination  there  were  no 
objective  changes  and  the  pulse  rate  was  80  with 
normal  sinus  rhythm.  During  the  next  two  weeks, 
fleeting  attacks  of  dizziness  were  experienced,  and  the 
patient  was  seen  again  on  December  27.  The  pulse 
rate  was  36  and  auricular  contractions  could  be  dis- 
tinguished from  ventricular.  An  electrocardiogram 
revealed  the  presence  of  complete  heart  block  (Fig. 
2).  The  patient  was  started  on  l/2  grain  of  ephedrine 
three  times  a day,  and  advised  to  rest  at  home  for 
two  weeks,  but  refused. 

On  January  15,  1940,  the  electrocardiogram  re- 
vealed a 2: 1 auriculoventricular  block  (Fig.  3),  and 
on  April  5,  normal  sinus  rhythm  with  prolonged  PR 
interval  and  pulse  rate  of  74.  The  ephedrine  was 
discontinued.  In  June,  1940,  the  patient  complained 
of  dizziness  but  no  syncope  and  the  pulse  varied  be- 
tween 44  and  48  per  minute  during  examination. 
Ephedrine,  1/2  grain  three  times  a day,  was  re- 
sumed. 

Despite  his  slight  dizziness,  the  patient  con- 
tinued well  with  normal  sinus  rhythm  and  no 
symptoms  until  October  3,  1940,  when  the  electro- 
cardiogram again  revealed  complete  heart  block. 
The  ephedrine  was  increased  to  l/2  grain  four  times 


a day,  but  the  pulse  and  ventricular  rates  continued 
at  44  with  the  patient  again  experiencing  dizziness, 
nausea,  and  vomiting.  On  November  16,  1940,  the 
pulse  rate  was  80,  and  the  ephedrine  was  discon- 
tinued. On  January  4,  1941,  the  blood  pressure  was 
115  systolic,  80  diastolic,  pulse  rate  44,  and  */2  grain 
ephedrine  four  times  a day  was  prescribed  again. 

During  examination  on  May  7,  1941,  the  pulse 
rate  dropped  from  80  to  44  and  the  patient  became 
dizzy,  flushed,  and  faint.  On  May  23,  an  electro- 
cardiogram showed  a 2:1  auriculoventricular  block; 
ephedrine  was  renewed,  but  the  dizziness  continued 
and  the  pulse  rate  varied  from  36  to  46.  The  patient 
continued  in  this  way  with  occasional  episodes  of 
dizziness  and  in  June,  1942,  another  electrocardio- 
gram revealed  complete  heart  block  still  present. 
This  condition  remained  permanent,  thereafter,  as 
evidenced  by  electrocardiographic  studies,  the  last 
being  taken  on  July  23,  1946  (Fig.  4.). 

The  patient’s  course  was  uneventful  and  appar- 
ently asymptomatic  from  this  last  date  until  word 
was  received  of  his  sudden  death  while  walking  out- 
doors in  December,  1946. 

Discussion 

Auriculoventricular  block  in  older  individuals  is  a 
serious  disorder  with  a grave  prognosis,  for  it  is 
usually  indicative  of  progressive  narrowing  of  the 
coronary  vessels  with  diminution  of  blood  supply  to 


Fig.  1.  (April  17,  1937)  Changes  of  acute  coron- 
ary artery  occlusion  involving  the  posterior  aspect 
of  the  heart.  P It  interval  0.22  second. 
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Fig.  2.  (December  27,  1939)  Complete  heart 
block  with  variable  ventricular  response. 

the  junctional  tissues.12  The  fluctuating  character 
of  the  conduction  changes  is  probably  due  to  the 
variable  supply  of  blood  to  these  tissues,  since 
collateral  circulation  may  bring  recovery  to  the 
ischemia  of  the  auriculoventricular  node  and 
bundle.3,1  Also,  the  resolution  of  inflammatory 
changes  and/or  edema  in  the  region  of  the  junctional 
tissues  may  account  for  the  transient  occurrences  of 
complete  and  partial  heart  block  and  normal  sinus 
rhythm.  With  the  progressive  narrowing  of  the 
coronary  vessels,  the  block  may  become  permanent 
and,  as  is  not  usually  true  with  complete  heart 
block  itself,  the  eventual  outlook  becomes  more 
serious. 

The  chief  blood  supply  to  the  auriculoventricular 
conduction  system  is  direct  from  the  right  coronary 
artery  through  the  ramus  septi  fibrosi  which  sup- 
plies the  superior  portion  of  the  interventricular 
system  and  sends  a branch  to  the  auriculoventricular 
node;5  a small  percentage  is  supplied  bv  the  circum- 
flex branch  of  the  left  coronary  vessel. 

In  this  patient,  the  original  episode  of  coronary 
occlusion  was  followed  by  infarction  of  the  posterior 
ventricular  wall  which  usually  is  supplied  by  the 
posterior  descending  branch  of  the  right  coronary 
artery.  The  entire  course  which  followed  can  be 
attributed  to  further  embarrassment  of  the  coronary 
circulation  with  eventual  permanent  damage  and 
finally  exitus  of  the  patient. 

It  is  noteworthy  that  with  these  changes  in 
auriculoventricular  conduction  occurring  in  a 
patient  who  had  had  a definite  coronary  occlusion 
with  infarction,  the  length  of  survival  was  slightly 


Fig.  3.  (January  15,  1940)  2:1  partial  heart 
block. 


Fig.  4.  (July  23,  1946)  Complete  heart  block 
with  variable  ventricular  response. 
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over  nine  years  from  the  first  episode,  and  seven 
years  from  the  discovery  of  complete,  although 
transient,  heart  block. 

Ephedrine  was  found  to  be  most  beneficial  in 
alleviating  the  episodes  of  dizziness. 

Summary 

A case  of  complete  heart  block,  alternating  with 
partial  heart  block  and  normal  sinus  rhythm,  is  re- 
ported in  a patient  with  serious  coronary  artery' 
disease  with  a survival  of  nine  years  from  the 


initial  coronary  occlusion  and  seven  years  from  the 
discovery  of  complete  heart  block. 


References 

1.  White,  Paul  D. : Heart  Disease,  New  York,  Mac- 

millan Company,  1944. 

2.  Comeau,  Wilford  J. : Am.  J.  M.  Sc.  194:  43  (July) 

1937. 

3.  Knauer,  John  G. : Ann.  Int.  Med.  8:  1475  (May) 

1935. 

4.  Ball,  David:  Am.  Heart  J.  8:  327  (Feb.)  1933. 

5.  Schwartz,  Sidney  P. : Am.  Heart  J.  11:  554  (Mayt 

1936. 


ILLINOIS  SETS  UP  $100,000  JOINT  FUND  TO  TRAIN  MORE  COUNTRY  DOCTORS 


Full  details  of  a joint  $100,000  plan  for  financing 
medical  education  for  farm  boys  in  Illinois  to  in- 
crease the  supply  of  doctors  in  rural  areas  were 
made  public  recently  by  the  Illinois  State  Medical 
Society  and  the  Illinois  Agricultural  Association,  co- 
sponsors of  the  plan.  The  plan  is  part  of  a broad 
program  for  expanding  health  care  in  rural  Illinois 
by  establishing  regional  health  councils,  recruiting 
doctors  and  nurses,  and  building  hospitals. 

The  medical  training  plan  is  based  on  a fund  to 
be  established  by  a contribution  of  $50,000  each  by 
the  two  organizations.  The  $100,000  total  will 
then  serve  as  a revolving  loan  bank  from  which 
loans  will  be  made  to  accepted  medical  students  at 


the  rate  of  $1,000  a year  to  a maximum  of  $5,000 
per  student. 

The  program  is  believed  to  be  the  first  instance 
of  such  cooperation  between  farm  and  medical 
groups,  to  solve  their  own  problems  with  their  own 
funds. 

Its  importance  is  emphasized  by  studies  which 
show  that  replacement  of  doctors  in  downstate 
Illinois  is  not  occurring,  that  in  another  ten  years 
more  than  half  the  doctors  in  rural  Illinois  will  be 
superannuated  and  that  the  supply  of  doctors  is 
directly  proportional  to  the  per  capita  income  of 
predominantly  rural  counties.  The  program  is  de- 
signed to  meet  those  specific  findings. 


ANNOUNCEMENT 

To  the  County  Clerks  of  New  York  State 

Gentlemen: 

This  is  to  notify  you  that  the  Board  of  Regents 
at  a meeting  held  September  19,  1947, 

Voted,  That  the  determination  of  the  Medical 
Committee  on  Grievances  in  the  matter  of  the 
application  for  the  revocation  of  the  medical 
license  heretofore  granted  to  Benjamin  R.  Tupper, 
New  York  City,  be  accepted  and  sustained;  that 
in  compliance  with  the  recommendation  of  said 
committee,  the  indorsement  of  the  medical  di- 
ploma issued  to  said  Benjamin  R.  Tupper  by  the 
College  of  Physicians  and  Surgeons  of  New  York 
City,  such  indorsement,  made  on  September  3, 
1895,  constituting  his  authority  to  practice  medi- 
cine in  this  State,  be  revoked,  annulled  and  can- 


celed, and  that  his  registration  or  registrations  as 
a physician,  wherever  they  may  appear,  be 
ordered  annulled  and  canceled  of  record;  and  that 
the  Commissioner  of  Education  be  empowered 
and  directed  to  execute,  for  and  on  behalf  of  the 
Board  of  Regents,  all  orders  necessary  to  accept 
the  determination  of  said  Committee  on  Griev- 
ances and  to  carry  out  the  terms  of  this  vote. 

Dr.  Tupper  was  registered  for  1947-1948  from 
205  West  85th  Street,  New  York  City.  The  order  of 
revocation  was  served  on  Dr.  Tupper  on  October  28, 
1947. 

(Signed) 

Jacob  L.  Lochner,  Jr.,  M.D.,  Secretary 
N.Y.  State  Board  of  Medical  Examiners 
November  3,  1947 


DEVELOPMENTAL  ARREST  BY  INFANTILE  TOXOPLASMOSIS 

I.  Newton  Kugelmass,  M.D.,  New  York  City 


A FOUR-YEAR-OLD  white  boy,  Stephen  Arnold 
C\-  H.,  was  brought  for  examination  because  of 
arrested  growth  and  development.  He, had  made 
no  significant  gains  in  height  and  weight  for  over  two 
years,  never  attempted  to  speak,  and  had  difficulty 
in  seeing  even  objects  brought  close  to  his  eyes. 
The  boy  ran  about  purposelessly  during  the  day  and 
tossed  about  restlessly  during  the  night.  He  was  a 
first-born,  full-term  infant,  normal  delivery.  His 
developmental  course  was  satisfactory  from  birth, 
having  held  his  head  up  at  four  months,  sat  up  at 
seven  months,  stood  at  ten  months,  and  walked  at 
fifteen  months.  His  psychomotor  responses  during 
infancy  indicated  normal  mental  progress. 

At  about  sixteen  months  of  age  the  baby  was  taken 
to  a farmhouse  in  the  Catskills  for  the  summer.  He 
continued  to  thrive  until  the  end  of  that  season. 
Then  he  suddenly  became  limp,  disoriented,  vom- 
ited, and  developed  diarrhea  and  moderate  fever  for 
five  days.  The  condition  was  treated  as  an  “acute 
gastroenteritis”  which  marked  the  onset  of  subse- 
quent developmental  difficulties.  The  mother  vol- 
untarily elicited  the  fact  that  her  baby  was  very  fond 
of  a sick  puppy  with  whom  he  played  during  most 
of  his  stay  on  the  farm. 

Some  of  the  manifestations  of  the  acute  episode 
persisted  throughout  the  fall  at  home  in  the  city. 
The  baby  continued  to  vomit  his  feedings,  pass  loose 
stools  filled  with  mucus,  and  ran  a low-grade  fever. 
He  was  disinterested  in  his  surroundings,  could  not 
be  induced  to  play  for  any  length  of  time,  and  be- 
came increasingly  restless  and  irritable.  All  forms 
of  dietary  and  medical  treatment  were  without  avail. 
The  persistent  illness  was  diagnosed  as  chronic  in- 
testinal indigestion,  celiac  syndrome,  intestinal 
worms,  birth  injury,  and  mental  deficiency,  respec- 
tively, by  various  physicians. 

Physical  examination  in  October,  1946,  revealed 
a puny  boy  of  four  years,  weight  283/i  pounds,  height 
3 feet,  body  build  linear.  His  face  was  pinched,  mo- 
bile, and  tense;  his  crossed  eyes  roved  restlessly  in 
all  directions;  his  mouth  frequently  washeld  open;  his 
head  was  retracted  with  a fixed  smile  imprinted  upon 
the  face.  The  skin  was  pale,  sallow,  dry,  and  devoid 
of  subcutaneous  fat.  He  seemed  unadjusted  to  the 
eye  glasses  prescribed  a year  previously  for  poor 
vision  and  strabismus. 

The  fundus  of  the  right  eye  revealed  an  astounding 
picture.  The  disk  appeared  raised  and  was  sur- 
rounded by  reddish-brown,  sharply  defined  margins, 
streaks  of  pigment  two  to  three  times  the  disk  diame- 
ter. These  large,  concave,  slightly  elevated  patches 
of  chorioretinitis  were  located  in  the  lower  temporal 
region  of  the  right  fundus  and  the  lower  nasal  portion 
of  the  left.  The  vitreous  was  clear  and  the  retina 
free  from  edema  or  hemorrhage.  The  right  pupil 
was  slightly  smaller  than  the  left,  but  both  reacted 
to  light.  There  was  a vertical  nystagmus  in  both 
eyes  looking  upward,  a horizontal  nystagmus  looking 
to  the  left,  and  a lateral  disturbance  of  movement  in 
the  right  eye.  Other  extra-ocular  movements  were 
normal. 

Muscle  tone  strength  and  speed  of  contraction 
were  normal  with  exception  of  the  right  lower  ex- 


tremity which  was  somewhat  spastic.  The  child  re- 
sponded to  pain  sensation  throughout  the  body. 
The  corneal,  epigastric,  hypogastric,  patellar,  and 
Achilles  reflexes  were  normal  bilaterally.  I.Q. 
(Kuhlmann)  was  60.  Roentgenographic  examin- 
ation of  the  skull  was  normal.  The  sella  was  very 
small  with  a tendency  to  bridge.  There  were  small 
flecks  of  1 mm.  in  length  observed  in  the  basalgan- 
glia.  This  intracerebral  calcification  was  visualized 
by  stereoroentgenogram  of  the  head.  Blood  exam- 
ination was  strongly  positive  of  toxoplasma  neutral- 
izing antibodies.  There  was  a hypochromic,  micro- 
cytic anemia  and  leukopenia  but  no  eosinophilia. 

The  cue  to  the  diagnosis  was  the  bizarre  appear- 
ance of  the  fundus  so  characteristic  of  toxoplas- 
mic encephalomyelitis.  Routine  examination  of  the 
fundus  of  all  children  has  its  reward  in  the  prompt 
recognition  of  this  rare  disease.  The  chorioretinitis, 
macrophthalmos,  optic  atrophy,  spasticity  of  the 
extremities,  aphasia,  and  arrested  development  are 
characteristic  manifestations  of  the  disease.  The 
history  of  close  contact  with  a sick  animal  points  to 
the  onset  of  this  parasitic  infection  which  leads  to 
mental  and  developmental  retrogression.  Positive 
antibody  reaction  and  presentation  of  intracerebral 
calcification  are  confirmatory  of  toxoplasmosis. 

The  disease  has  a predilection  for  the  central  nerv- 
ous system  but  the  infection  is  generalized  and  in- 
volves many  organs.  The  relative  effects  of  toxo- 
plasmosis on  the  central  nervous  system  is  magnified 
in  the  later  stages  by  the  permanent  character  of  the 
residual  lesions.  This  maintains  because  of  the  in- 
ability of  nerve  cells  to  regenerate,  while  lesions  in 
other  organs  tend  to  heal  with  little  or  no  residue. 
The  present  case  reveals  the  effects  of  a generalized 
invasion  of  tissue  cells  with  resultant  impairment  of 
function  of  the  brain,  central  nervous  system,  mus- 
culature, skin,  and  blood  from  clinical  evidence. 

Treatment  consisted  of  a course  of  sulfapyridine 
maintaining  a blood  level  of  5-10  mg.  per  cent.  Its 
effectiveness  in  experimental  toxoplasmosis  was  a 
possible  indication  in  this  subacute  parasitic  infec- 
tion. The  sulfa  was  supplemented  by  parenteral 
folic  acid  for  the  anemia  and  prostigmin  for  the 
spasticity.  One  million  units  of  penicillin  in  oil  and 
wax  was  injected  daily  for  five  days  when  leukemia 
developed*.  The  boy’s  appetite  improved,  the  low- 
grade  fever  cleared,  and  the  spasticity  decreased. 
His  weight  increased  progressively  and  the  height 
even  more  strikingly. 

The  boy  has  become  interested  in  his  surroundings 
and  is  responding  more  rationally.  He  is  now 
making  normal  vowel  sounds  and  attempting  the 
consonants.  But  the  improvement  is  more  appar- 
ent than  real  in  comparison  with  two  years  of 
retrogression. 

* Acknowledgment  is  due  to  E.  R.  Squibb  and  Sons  for 
providing  penicillin,  to  Lederle  Laboratories  for  folic  acid, 
and  to  Hoffmann-La  Roche,  Inc.  for  prostigraine. 
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NYU  College  of  Medicine  Inaugurates  Laboratory  of  Toxicology 


THE  Laboratory  of  Research  Toxicology,  initial 
unit  of  the  recently  inaugurated  Institute  of  In- 
dustrial Medicine  of  the  New  York  University- 
Bellevue  Medical  Center,  has  been  established  under 
the  direction  of  Dr.  Norton  Nelson. 

Dr.  Nelson,  former  research  associate  of  the 
Children’s  Hospital  Research  Foundation  in  Cin- 
cinnati, and  assistant  professor  of  biological  chemis- 
try at  the  University  of  Cincinnati,  has  been  named 
associate  professor  of  Industrial  Medicine. 

Graduate  biochemist  of  the  University  of  Cin- 
cinnati, and  later  active  in  research  in  biochemistry, 
Dr.  Nelson  took  a leading  role  in  that  field  during 
World  War  II  at  Fort  Knox,  Kentucky,  where  he 


was  a member  of  the  staff  of  the  Armored  Medical 
Research  Laboratory.  He  was  discharged  as  a 
Lieutenant  Colonel  of  the  Sanitary  Corps. 

The  establishment  of  the  laboratory  is  the  cul- 
mination of  plans  announced  last  June,  when  the 
Institute  was  inaugurated,  under  the  leadership  of 
Dr.  A.  A.  Lanza,  as  a training  and  research  unit, 
dedicated  to  the  problems  of  industrial  medicine. 
At  that  time  it  was  announced  that  the  Institute 
would  feature  the  specialized  training  of  experts  in 
industrial  medicine  through  a graduate  program, 
leading  to  appropriate  recognition,  and  research  not 
only  in  toxicology,  but  industrial  physiology  and 
psychology,  tropical  medicine,  and  social  medicine. 


Set  Health  Survey  for  New  York  City 


THE  first  comprehensive  health  survey  of  New 
York  City  in  twenty  years,  as  a basis  for  the  de- 
velopment of  a health  plan  in  which  all  health 
agencies  will  be  united  to  cooperate,  has  been  ini- 
tiated as  a joint  undertaking  of  the  Health  Council 
of  Greater  New  York  and  the  Public  Health  Rela- 
tions Committee  of  the  New  York  Academy  of 
Medicine,  it  was  announced  recently  by  Dr.  I.  Og- 
den Woodruff  president  of  the  Health  Council  of 
Greater  New  York,  which  is  financing  the  project. 

The  Health  Council  consists  of  representatives  of 
55  health  and  allied  agencies  of  New  York  City. 

Endorsement  of  the  survey  came  from  Dr.  Harry 
S.  Mustard,  Commissioner  of  Health,  who  said, 
“The  Health  Department  strongly  endorses  the 


undertaking  and  is  prepared  to  cooperate  in  every 
way.” 

The  survey  will  be  directed  by  Dr.  E.  H.  L.  Cor- 
win, executive  secretary  of  the  Public  Health  Rela- 
tions Committee  of  the  Academy  of  Medicine. 

The  purpose  of  the  survey  is  to  assemble  data  for 
use  by  the  long-range  program  committee  of  the 
Health  Council.  Co-chairmen  of  the  program  com- 
mittee are  Dr.  Howard  Reid  Craig  and  Bailey  B. 
Burritt,  with  Dr.  Thomas  D.  Dublin  as  associate 
chairman.  Dr.  Craig  is  director  of  the  New  York 
Academy  of  Medicine,  Mr.  Burritt  is  director  of  the 
National  Health  Council  and  Dr.  Dublin  is  professor 
of  preventive  medicine  of  the  Long  Island  College  of 
Medicine. 


State  Charities  Approach  New  Era 


THAT  the  State  Charities  Aid  Association  is  on 
the  threshold  of  a new  era  of  service  in  fields  of 
health  and  welfare  was  proclaimed  by  Dr.  George 
Baehr,  president  of  the  New  York  Academy  of 
Medicine  and  member  of  the  Association’s  Board  of 
Managers  at  its  seventy-fifth  anniversary  meeting 
December  9 in  New  York  City. 

“The  need  for  an  association  to  express  the  will  of 
the  people  of  our  State  and  to  assist  them  to  under- 
stand and  participate  effectively  in  local  health  and 
welfare  programs  is  greater  today  than  ever  be- 
fore,” Dr.  Baehr  said. 

Citing  the  part  played  by  the  Association  in  help- 
ing to  establish  “the  State’s  modern  health  de- 


partment, which  has  been  a model  for  thirty-five 
years  to  all  the  other  States  of  this  country,”  Dr. 
Baehr  called  attention  to  recent  implementation  of 
the  Public  Health  Laws  which  now  provide  grants*- 
in-aid  for  establishment  of  properly  organized  health 
units.  “This  gives  the  Association  a glorious  oppor- 
tunity to  stimulate  and  aid  people  in  all  parts  of  the 
State  to  improve  administration  of  public  health  in 
their  local  communities,”  he  said. 

Approval  of  the  Association’s  integrated  approach 
to  health,  mental  hygiene,  and  welfare  problems  and 
its  increasing  emphasis  upon  prevention  recurred  in 
addresses  of  speakers  which  included  Dr.  Herman  E. 
Hilleboe,  New  York  State  Health  Commissioner. 


To  Build  Medical  Center 


'"pHE  United  States  Atomic  Energy  Commission 
J-  announced  recently  that  it  would  spend  $615,000 
to  build  and  equip  a six-story  medical  and  biological 
training  and  research  center  on  the  campus  of  the 
University  of  Rochester  at  Rochester,  New  York. 

The  project  was  recommended  by  the  commis- 
sion’s committee  on  biology  and  medicine.  In  urg- 
ing the  center  this  committee  stated  that  the  com- 


bination of  a large  medical  school  enrollment  and 
the  consequent  lack  of  adequate  training  and  teach- 
ing facilities  was  a major  obstacle  to  the  program. 

At  the  center,  physicians  will  receive  a postgrad- 
uate training  in  the  treatment  of  radiation  sickness, 
training  in  the  use  of  radio-isotopes  for  tracer  studies 
and  therapy,  and  instruction  in  such  topics  as  phar- 
macology and  toxicology  of  radioactive  materials. 
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Doctors  Sign  Euthanasia  Plea 


A PETITION  for  the  legalization  of  euthanasia, 
signed  by  more  than  1,000  physicians  through- 
out the  state,  has  been  sent  to  members  of  the  State 
Legislature,  it  has  been  announced  by  the  Euthana- 
sia Society  of  America  and  the  Committee  of  1,776 
Physicians  for  Legalization  of  Voluntary  Euthana- 
sia in  New  York  State. 

The  petition  suggests  that  the  State  law  be 
amended  to  “permit  voluntary  euthanasia  for  incur- 
able sufferers,  when  authorized  by  a court  of  record, 


upon  receipt  of  a signed  and  attested  petition  from 
the  sufferer  and  after  investigation  of  the  case  by  a 
medical  committee  designated  by  the  court.” 

At  present,  the  petition  charged,  “many  incurable 
sufferers,  facing  months  of  agony,  attempt  crude, 
violent  means  of  suicide;  while  in  other  cases  dis- 
traught relatives  of  hopeless  incurables  who  plead 
for  merciful  release  secretly  put  them  out  of  their 
misery  and  thereby  render  themselves  liable  to  prose- 
cution as  murderers.” 


MEETINGS 

Past 


New  York  State  Association  of  Public  Health 
Laboratories 

Dr.  Gustav  H.  Klinck,  Jr.,  director  of  the  Cluett 
Pathological  Laboratory  of  Samaritan  Hospital, 
Troy,  gave  a report  on  improved  laboratory  methods 
of  cancer  diagnosis  at  the  midyear  meeting  of  the 
New  York  State  Association  of  Public  Health  Lab- 
oratories in  Albany  on  November  7. 

Others  reporting  on  new  methods  were  Dr.  George 
N.  Papanicolaou,  Cornell  University  Medical  Col- 
lege, and  Dr.  John  C.  McClintock,  Albany  Medical 
College.  Principal  speaker  at  the  meeting  was  Dr. 
Geoffrey  Edsall,  of  the  Massachusetts  Department 
of  Public  Health,  who  described  his  state’s  trans- 
fusion program,  which  provides  blood  transfusions 
for  the  entire  population  of  the  state  irrespective  of 
financial  or  geographic  hardships. 

New  York  Council  of  Surgeons 

Dr.  Ludwik  Gross,  chief  of  the  cancer  research 
division,  Veterans  Administration  Hospital,  spoke 
on  “Current  Trends  in  Cancer  Research”  at  the 
meeting  sponsored  by  the  New  York  Council  of 
Surgeons,  December  9,  at  the  Parkchester  General 
Hospital,  New  York  City. 

On  December  16,  Dr.  Wilbert  Sachs,  assistant 
professor  of  dermatology  at  Cornell  University 
Medical  School,  gave  a lecture  on  cancer  of  the 
skin. 

Saranac  Lake  Medical  Society 

“Gastroenterological  Aspects  of  Psychosomatic 
Medicine”  were  discussed  by  Dr.  Richard  I.  Ivil- 
stein,  acting  chief  in  gastroenterology  at  Beth  David 
Hospital,  New  Y'ork  City,  at  the  meeting  of  the 


Saranac  Lake  Medical  Society  held  December  10  at 
the  Saranac  Laboratory. 

On  December  17,  Dr.  Thomas  Hale  Ham,  assis- 
tant professor  of  medicine,  Harvard  University 
Medical  School,  spoke  on  “Hemoglobinuria  Result- 
ing from  Severe  Thermal  Burns.” 

Memorial  Hospital  of  Queens 

At  the  clinical  conference  held  December  16  at  the 
Memorial  Hospital  of  Queens,  Dr.  J.  Hamilton 
Crawford,  director  of  medicine,  Long  Island  College 
Hospital,  read  a paper  on  “The  Treatment  of 
Heart  Failure,”  and  a case  presentation  was  made 
by  Dr.  Theodore  Cohn,  who  spoke  on  “Anticoagu- 
lant Therapy  in  Clinical  Medicine,”  and  Dr.  I.  J. 
Greenblatt,  who  discussed  “Biochemical  Aspects  of 
Heparin  and  Dicoumerol.” 

Eastern  New  York  Eye,  Ear,  Nose  and  Throat 
Association 

Dr.  Donavan  McCune,  New  York  City,  spoke  on 
“The  Relations  Between  Ophthalmo-Otolaryn- 
gologv  and  Pediatrics”  at  the  meeting  of  the  Eastern 
New  York  Eye,  Ear,  Nose  and  Throat  Association 
on  January  8 in  Schenectady.  * 

Geneva  Academy  of  Medicine 

Postgraduate  instruction  arranged  by  the  Council 
Committee  on  Public  Health  and  Education  of  the 
Medical  Society  of  the  State  of  New  York  was  held 
January  15  for  the  Geneva  Academy  of  Medicine  at 
Geneva.  Dr.  Foster  Kennedy,  professor  of  clinical 
medicine  at  Cornell  University  Medical  College, 
spoke  on  “Nervous  Conditions  Associated  with  Al- 
lergy.” 


Future 


American  Laryngological,  Rhinological  and 
Otological  Society 

The  Eastern  Section  meeting  of  the  American 
Laryngological,  Rhinological  and  Otological  Society 
will  be  held  January  16  at  the  Waldorf-Astoria 
Hotel,  New  York  City,  with  sessions  beginning  at 
9:30  a.m. 

Speakers  and  their  topics  include:  Dr.  James  S. 
Greene,  New  York  City,  “Vocal  Sequelae  to  Oral 
and  Nasal  Conditions”;  Dr.  John  A.  Murtagh, 
Hanover,  New  Hampshire,  “The  Sensitivity  of  In- 
dividual Fibers  of  the  Recurrent  Laryngeal  Nerve”; 


Dr.  Austin  T.  Smith,  Philadelphia,  Pennsylvania, 
“Orbital  Complications  Resulting  from  Lesions  of 
the  Sinuses.” 

Also:  Dr.  Edmund  P.  Fowler,  Sr.,  New  York 

City,  “The  Emotional  Factor  in  Tinnitus  Aurium”; 
Dr.  Will  C.  Spain,  New  York  City,  “Importance  of 
Allergy  in  Ear,  Nose  and  Throat  Conditions”; 
Dr.  Ralph  Tompsett,  New  York  City,  “Relation  of 
Dgsage  to  Streptomycin  Toxicity,”  and  Drs.  Ed- 
ward H.  Campbell  and  Douglas  McFarlan,  Phil- 
adelphia, Pennsylvania  “Test  Findings  Before  and 
After  the  Labyrinth  Fenestration  Operation.” 
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New  York  Academy  of  Medicine 

A symposium  on  “The  Diagnosis  of  Viral  and 
Rickettsial  Infections”  will  be  held  at  the  New  York 
Academy  of  Medicine  under  the  auspices  of  the  Sec- 
tion on  Microbiology  on  January  29  and  30. 

The  program  will  include:  influenza,  Dr.  George 
K.  Hirst;  mumps,  Dr.  Werner  Henle;  psittacosis- 
lymphogranuloma  group  of  viruses  (including  tra- 
choma and  inclusion  blennorrhea),  Dr.  Geoffrey  W. 
Rake;  primary  atypical  pneumonia,  Dr.  Frank  L. 
Horsfall,  Jr.;  neurotropic  virus  infections  (including 
the  viral  encephalitides,  lymphocytic  choriomeningi- 
tis and  poliomyelitis),  Dr.  Jordi  Casals;  herpes  virus, 
Dr.  T.  F.  McNair  Scott;  rabies,  Dr.  Harald  John- 
son; dengue,  Dr.  R.  Walter  Schlesinger;  infectious 
mononucleosis,  Dr.  John  R.  Paul;  epidemic,  murine, 
and  scrub  typhus  as  well  as  Q fever,  Dr.  Joseph  E. 
Smadel;  Rocky  Mountain  spotted  fever  a«d  ricket- 
tsial pox,  Dr.  Herald  P.  Cox,  and  infectious  hepa- 
titis, Dr.  W.  Paul  Havens,  Jr. 

East  New  York  Medical  Society 

A meeting  of  the  East  New  York  Medical  Society 
will  be  held  on  February  2 at  the  Kings  County 
Medical  Society  Building,  Brooklyn.  Dr.  Ira  T. 
Nathanson,  assistant  professor  of  surgery,  Harvard 
University,  and  director  of  the  Harvard  University 
Cancer  Commission,  Massachusetts  General  Hospi- 
tal, will  speak  on  “Results  of  the  Treatment  of 
Cancer.”  The  program  will  begin  at  9 p.m. 

Geneva  Academy  of  Medicine 

Dr.  Wesley  T.  Pommerenke,  associate  professor 
of  obstetrics  and  gynecology  at  the  University  of 
Rochester  School  of  Medicine  and  Dentistry,  will 
speak  on  “Dysmenorrhea”  at  a meeting  of  the 
Geneva  Academy  of  Medicine  to  be  held  February 
19  at  the  Seneca  Hotel,  Geneva.  The  program  of 


postgraduate  instruction  was  arranged  by  the  Medi- 
cal Society  of  the  State  of  New  York  with  the  co- 
operation of  the  New  York  State  Department  of 
Health. 

On  March  IS,  a second  program  will  be  presented 
for  the  Geneva  Academy.  Dr.  Joseph  E.  J.  King, 
director  of  neurosurgery  at  Bellevue  and  Lenox  Hill 
hospitals,  and  instructor  in  surgery  at  Cornell  Uni- 
versity Medical  College,  will  speak  on  “Head  In- 
juries and  Brain  Abscess.” 

Both  programs  will  begin  at  8: 30  p.m. 

Association  for  the  Study  of  Internal  Secretions 

The  Association  for  the  Study  of  Internal  Secre- 
tions announces  a postgraduate  assembly  in  endo- 
crinology to  be  held  in  Los  Angeles,  California,  from 
February  23  to  28.  The  faculty  is  to  be  composed  of 
outstanding  students  of  endocrinology  in  the  United 
States  and  Canada. 

Applications  may  be  sent  to  the  chairman  of  the 
Committee  on  Postgraduate  Instruction,  Dr.  E. 
Kost  Shelton,  921  Westwood  Boulevard,  Los  Ange- 
les 24,  California. 

American  College  of  Chest  Physicians 

A postgraduate  course  in  diseases  of  the  chest  is 
to  be  sponsored  by  the  Pennsylvania  Chapter  of  the 
American  College  of  Chest  Physicians,  during  the 
week  of  March  15  to  20,  at  the  Warwick  Hotel, 
Philadelphia,  Pennsylvania. 

Emphasis  in  the  course  will  be  placed  on  the  newer 
developments  in  all  aspects  of  diagnosis  and  treat- 
ment of  diseases  of  the  chest.  Limited  to  30  physi- 
cians, the  course  has  a tuition  fee  of  §50  for  members 
and  S90  for  non-members. 

Further  information  may  be  secured  at  the  office 
of  the  American  College  of  Chest  Physicians,  500 
North  Dearborn  Street,  Chicago  10,  Illinois. 


PERSONALITIES 


Honored 

Dr.  Maurice  J.  Lewi,  native  of  Albany  and  now 
president  of  the  First  Institute  of  Podiatry  at  Long 
Island  University,  who  was  guest  of  honor  at  a re- 
ception at  the  Hotel  Pennsylvania,  New  York  City, 
on  December  2 on  his  ninetieth  birthday;  a graduate 
of  Albany  Medical  College,  former  president  of  the 
Albany  County  Medical  Society,  Dr.  Lewi  has  headed 
the  Institute  since  1913,  and  is  still  active  in 
teaching. . .Dr.  John  R.  MacElroy,  a practicing 
physician  at  Jonesville  for  53  years  and  Saratoga 
County  health  officer  for  35  years,  wrho  w’as  honored 
by  approximately  400  residents  of  the  area,  which  in- 
cludes Jonesville,  Round  Lake,  Maltaville,  Half 
Moon,  Clifton  Park,  Grooms  Corners,  Vischers 
Ferry,  Burnt  Hills,  Ballston  Lake,  and  Schenectady, 
w-ho  gathered  to  pay  tribute  to  their  “family  doc- 
tor,” at  ceremonies  on  December  4 at  the  Jonesville 
Methodist  Church.  Past  president  of  the  State 
Health  Officers  Association  and  the  Saratoga  County 
Medical  Society,  he  was  graduated  from  the  Albany 
Medical  College  in  1894... Dr.  Albert  Salisbury 
Hyman,  New  York,  who  was  awarded  the  Square 
Clubber  of  the  Year  Gold  Key  of  the  Master  Mason 
Physicians  for  his  outstanding  work  in  Masonry  and 
organized  medicine,  at  the  20th  annual  convention 
of  the  Association  of  Physicians  Square  Clubs  of 
America,  December  14  in  New  York  City. 


Elected 

Dr.  John  J.  Quinlan,  Troy,  to  his  second  term  as 
president  of  the  Rensselaer  County  Board  of  Health 
. . . Dr.  Benjamin  Grossman,  Queens,  as  grand  presi- 
dent of  the  Association  of  Physicians  Square  Clubs 
of  America,  for  1948,  succeeding  Dr.  M.  Milton 
Eckert^ the  Bronx..  .Dr.  Max  Helfand,  elected  presi- 
dent of  the  Physicians  Square  Club  of  New'  York. . . 
Dr.  Henry  Rubinstein,  president  of  the  Physicians 
Square  Club  of  Brooklyn. . .Dr.  Henry  G.  Glazer, 
president  of  the  Physicians  Square  Club  of  the 
Bronx.  . .Dr.  Maxwell  Lieberman,  president  of  the 
Physicians  Square  Club  of  Queens. 

Speakers 

Dr.  Thomas  B.  Bumbalo,  Buffalo  pediatrician, 
on  “Protection  of  Children  Against  Acute  Com- 
municable Diseases,”  at  a meeting  of  the  Century 
Club,  Niagara  Falls,  on  November  13.  . .Dr.  Louis 
Davison  and  Dr.  Jere  Lord,  Jr.,  New  York,  at  the 
monthly  meeting  of  the  Mount  Vernon  Medical 
Society  on  November  20  . . . Dr.  James  E.  Fish,  Ellis 
Hospital,  Schenectady,  on  the  status  of  the  general 
practitioner,  at  a meeting  of  the  Union  College  Pre- 
Medical  Society.  . . Dr.  Arthur  Alexander  Knapp, 
New  York  City,  on  “Blinding  Diseases  of  the  World 
— Prevention  and  Treatment,”  at  the  Third  Pan- 
American  Ophthalmological  Congress  in  Havana, 
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Cuba,  from  January  4 to  10.  . .Dr.  Harry  S.  Mustard 
New  York  City  Commissioner  of  Health,  on  “Nu- 
trition and  Public  Health,”  at  the  symposium  spon- 
sored by  the  Columbia  University  School  of  Public 
Health  on  December  11...  Dr.  Peter  B.  Riley,  Am- 
sterdam, on  child  psychology  at  a meeting  of  the 
Daughters  of  Jacob,  Amsterdam ...  Dr.  Samuel 
Sanes,  chairman  of  the  Cancer  Control  Committee, 
Erie  County  Medical  Society,  on  detection  and  con- 
trol of  cancer,  at  a meeting  of  the  Madame  Sklodow- 
ski-Curie  Society,  Branch  334,  Polish  Women’s 
Alliance,  Buffalo,  on  November  18  in  commemora- 
tion of  Madame  Curie’s  birthday. 


New  Offices 

Dr.  Harry  F.  Benjamin,  who  served  in  Army 
Medical  Corps  and  on  medical  staff  of  Saratoga 
Veterans  Hospital,  general  practice  in  Schenectady 
. . . Dr.  Sawyer  A.  Glidden,  former  medical  officer  in 
U.S.  Army,  general  practice  in  Holley. . .Dr.  Soltan 
Mann,  general  practice  in  Jeffersonville.  . Dr. 
Paul  Rekers,  Rochester,  general  practice  in  Wal- 
worth. 

Dr.  Thomas  L.  Rider,  practice  of  pediatrics  in 
Albany... Dr.  Philip  E.  Rossiter,  general  practice 
and  geriatrics,  in  Avon;  served  in  U.S.  Army 
Medical  Corps  as  major. 


COUNTY  NEWS 


Allegany  County 

Dr.  Raymond  O.  Hitchcock,  of  Alfred,  was  elected 
president  of  the  Allegany  County  Medical  Society  at 
the  annual  meeting  in  Belmont  on  November  13. 
Other  officers  are:  Dr.  J.  Paul  Rems,  Belmont, 

vice-president;  Dr.  Hazen  G.  Chamberlain,  Cuba, 
secretary;  Dr.  Loren  E.  Bly,  Cuba,  treasurer,  and 
Dr.  Irwin  Felsen,  Wellsville,  delegate  to  the  State 
convention. 

Possible  establishment  of  a cancer  clinic  in  the 
county  was  discussed,  but  no  action  was  taken. 

Broome  County 

A three-point  attack  on  rheumatic  fever  heart 
disease  has  been  opened  by  the  Broome  County 
Tuberculosis  and  Public  Health  Association  in  con- 
junction with  the  Broome  County  Medical  Society. 
A central  registry  for  reporting  all  cases  of  rheu- 
matic fever  in  the  county  has  been  established  as 
the  first  step  in  the  program. 

The  heart  program  has  three  aims:  (1)  to  dis- 

cover all  rheumatic  fever  cases  by  means  of  the  cen- 
tral registry,  the  first  of  its  kind  in  the  State;  (2) 
to  obtain  early  medical  care  for  persons  with  symp- 
toms of  the  disease;  (C)  to  facilitate  prevalence 
studies  of  rheumatic  fever  among  children  and 
young  adults  in  the  county. 

Chemung  County 

Election  of  officers  for  1948  and  reports  of  com- 
mittees featured  the  annual  meeting  of  the  Che- 
mung County  Medical  Society,  held  on  December  10 
at  the  Arnot-Ogden  Hospital  Library,  Elmira,  with 
Dr.  D.  J.  Tillou  presiding. 

Officers  elected  for  1948  are:  Dr.  A.  C.  Glover, 
president;  Dr.  G.  T.  Connelly,  vice-president;  Dr. 
H.  A.  Burch,  secretary;  Dr.  Earle  G.  Ridall,  trea- 
surer; Dr.  W.  T.  Boland,  delegate,  and  Dr.  Tillou, 
alternate. 

Dr.  J.  F.  Lynch,  chairman  of  the  Cancer  Com- 
mittee, gave  a report  on  the  recommendations  of  the 
Committee,  which  included  the  institution  of  two 
cancer  detection  centers,  one  in  each  hospital.  The 
report  was  unanimously  accepted  by  the  members 
present. 

Dr.  L.  Dichter  and  Dr.  Arthur  D.  Smith  were 
elected  to  membership  in  the  County  Society. 

A letter  from  Corporation  Counsel  George  Winner 
was  read,  requesting  doctors  not  to  advise  their  pa- 
tients that  the  city  is  responsible  for  lunacy  exami- 
nations, as  the  city  is  entitled  to  reimbursement 
wherever  possible. 


Clinton  County 

Postgraduate  instruction,  arranged  by  the  Coun- 
cil Committee  on  Public  Health  and  Education  of  : 
the  State  Society  for  the  Clinton  County  Medical  I 
Society  will  be  given  on  three  Thursday  nights  at 
the  Champlain  Valley  Hospital  Nurses  Home,  Platts-  ■ 
burg. 

The  program,  with  speakers  and  their  subjects,  in- 
cludes: January  15 — “The  Treatment  of  Persistent 
or  Recurrent  Dyspnea,”  Dr.  Frederick  T.  Schnatz, 
assistant  professor  of  medicine,  University  of  Buf- 
falo School  of  Medicine;  February  19 — “The  Treat-  j 
ment  of  Low  Back  Pain,”  Dr.  George  H.  Marcv,  in-  i 
structor  in  orthopedic  surgery,  University  of  Buf- 
falo  School  of  Medicine,  and  March  18 — -“The  Treat-  I 
ment  of  Epigastric  Distress  Following  Meals,”  Dr. 

A.  H.  Aaron,  professor  of  clinical  medicine,  Univer-  1 
sity  of  Buffalo  School  of  Medicine. 

Dutchess  County 

Dr.  Frederick  S.  Wetherell,  professor  of  surgery  at 
Syracuse  University,  School  of  Medicine,  spoke  on 
“The  Relations  of  the  Sympathetic  Nervous  System 
to  General  Medical  Problems,”  at  the  meeting  of  the  I 
Dutchess  County  Medical  Society  on  November  12 
at  the  Hudson  River  State  Hospital,  Poughkeepsie.  : 


Dutchess  County’s  Board  of  Supervisors  was  re- 
ported to  be  planning  to  accept  the  recommendation 
of  the  Dutchess  County  Medical  Society  to  add  a 
second  assistant  medical  examiner.  The  proposed 
1948  budget  included  an  appropriation  for  this  pur- 
pose. 

Last  spring  the  Medical  Society  proposed  that  the 
board  make  provision  for  a second  assistant  examiner. 
In  order  to  accomplish  this,  the  Board  of  Supervisors 
will  have  to  petition  the  State  Legislature  to  amend 
the  special  Dutchess  County  Medical  Examiner  Act, 
which  now  provides  for  a medical  examiner  and  one 
assistant. 

Fulton  County 

Dr.  W.  L.  Gorham  of  Albany  was  guest  speaker 
at  the  dinner  meeting  of  the  Fulton  County  Medical 
Society  held  November  19  in  Gloversville.  His 
topic  was  “Diet  and  Heart  Disease.” 

The  members  of  the  county  group  voted  during 
the  business  meeting  to  cooperate  with  the  Fulton 
County  Chapter  of  the  American  Society  for  the 
Control  of  Cancer  in  establishing  an  information 
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center  which  will  be  devoted  to  providing  more  in- 
formation to  the  general  public  on  cancer. 

Three  physicians,  Drs.  Robert  C.  Warner,  J. 
Sponnoble,  and  Richard  Howard,  were  elected  as 
new  members  of  the  Society. 

Jefferson  County 

Dr.  L.  Otis  Fox,  Brownville,  was  elected  president 
of  the  Jefferson  County  Medical  Society  at  the  an- 
nual meeting  held  November  13  in  Watertown,  suc- 
ceeding Dr.  Wendell  D.  George. 

Other  officers  chosen  are:  Dr.  Walter  Fox  Smith, 
vice-president;  Dr.  Charles  A.  Prudhon,  secretary; 
Dr.  Lawrence  E.  Henderson,  treasurer;  Dr.  Prud- 
hon, delegate,  and  Dr.  E.  E.  Babcock,  Adams  Cen- 
ter, alternate.  Dr.  Harold  C.  Livingston,  Dexter, 
and  Drs.  Charles  W.  Robertson  and  Robert  B. 
Burch,  Alexandria  Bay,  were  elected  to  membership. 

Appointed  editor-in-chief  of  the  Northern  New 
York  Medical  Journal,  the  official  publication  of  the 
Jefferson  County  Medical  Society  which  is  pub- 
lished annually,  was  Dr.  James  C.  Harberson.  He 
succeeds  Dr.  J.  R.  Pawling. 

Nassau  County 

A series  of  postgraduate  instruction  lectures,  to  be 
held  on  Tuesday  afternoons  at  4 p.m.  at  the  Nassau 
Hospital  Auditorium,  Mineola,  has  been  arranged 
for  the  Nassau  County  Medical  Society  by  the 
Council  Committee  on  Public  Health  and  Education 
of  the  State  Society. 

Dates,  lecturers,  and  topics  are: 

January  20 — Dr.  Lewis  Stevenson,  professor  of 
clinical  medicine  and  associate  professor  of  pathol- 
ogy, Cornell  University  Medical  College,  New  York, 
“Clinical  Aspects  of  Encephalitis  and  Poliomyelitis.” 

January  27 — Dr.  Harry  Most,  associate  professor 
of  preventive  medicine,  New  York  University  Col- 
lege of  Medicine,  “Tropical  Disease,  Civilian  Im- 
plications of  Military  Experience.” 

February  3 — Dr.  Edward  F.  Hartung,  chief  of 
division  of  arthritis,  New  York  Post-Graduate 
Medical  School  and  Hospital,  “Diagnosis  and  Treat- 
ment of  Low  Back  Pain  from  the  General  Practi- 
tioner’s Point  of  View.” 

February  10 — Dr.  E.  Charles  Kunkle,  instructor 
in  medicine,  Cornell  University  Medical  College, 
“Headache  Mechanisms.”  # 

This  instruction  is  provided  by  the  State  Society 
with  the  cooperation  of  the  New  York  State  Depart- 
ment of  Health. 

New  York  County 

The  New  York  County  Medical  Society,  repre- 
senting 6,500  physicians,  announced  that  it  had 
sent  a letter  to  the  Board  of  Estimate  urging  that 
body  to  approve  a change  in  the  zoning  regulations 
that  would  permit  physicians  and  dentists  to  main- 
tain offices  in  residential  districts  although  they  do 
not  live  in  the  same  premises. 

Dr.  Harold  B.  Davidson,  president,  said  existing 
restrictions  put  an  “almost  intolerable  burden  on 
medical  veterans  who  have  returned  from  military 
service  and  are  seeking  office  space  to  resume  prac- 
tice.” Severe  hardship  would  be  imposed  on  tho 
public  if  restrictive  zoning  regulations  were  to  re- 
quire physicians  to  move  from  their  present  loca- 
tions, he  stated. 

Otsego  County 

“Recent  Advances  in  Therapy”  was  the  topic  of  a 
lecture  given  by  Dr.  Richard  H.  Lyons,  professor  of 
medicine,  Syracuse  University  College  of  Medicine 


at  the  meeting  of  the  Otsego  County  Medical  Society 
held  December  17  in  Cooperstown. 

The  lecture  was  postgraduate  instruction  arranged 
by  the  State  Society  in  cooperation  with  the  State 
Department  of  Health. 

Putnam  County 

Opposing  any  system  of  compulsory  health  in- 
surance, members  of  the  Putnam  County  Medical 
Society,  at  their  meeting  on  November  5 in  Carmel, 
adopted  the  following  resolution: 

“Whereas,  The  members  of  the  Putnam  County 
Medical  Society  believe  that  the  practice  of  medi- 
cine shall  remain  a free  and  independent  profession, 
and, 

“Whereas,  Experience  in  other  countries  indicates 
that  any  system  of  compulsory  health  insurance 
lowers  the  scientific  and  professional  standards  of 
the  physicians  and  herewith  the  quality  of  medical 
service,  encourages  malingering,  and  becomes  a 
heavy  burden  on  society,  be  it 

“ Resolved : We,  the  members  of  the  Putnam 

County  Medical  Society,  are  opposed  to  any  system 
of  compulsory  health  insurance.  We  are  in  favor 
of  greater  support  to  voluntary  health  insurance 
plans  which  have  been  approved  by  the  medical 
profession.” 

Queens  County 

Dr.  Elaine  Ralli,  attending  physician,  Bellevue 
and  Goldwater  Memorial  hospitals,  and  associate 
physician  in  medicine,  New  York  University  Hospi- 
tal, spoke  on  “The  Modern  Management  of  Cirrho- 
sis” at  a meeting  of  the  Queens  County  Medical 
Society  held  December  12  at  the  headquarters  in 
Forest  Hills. 


Dr.  Anoch  H.  Lewert,  Jamaica,  chairman  of  the 
orthopedic  section  of  the  Queens  County  Medical 
Society,  addressed  members  of  the  Queens  Cerebral 
Palsy  Society  at  their  meeting  on  November  17  in 
Elmhurst. 

Rensselaer  County 

Dr.  Herman  E.  Hilleboe,  commissioner  of  health 
for  New  York  State,  spoke  on  “The  Challenge  of 
Public  Health  in  Europe  and  in  the  United  States” 
at  the  first  annual  dinner  of  the  Rensselaer  County 
Health  Department,  held  November  13  in  Troy. 

More  than  200  members  of  the  Health  Depart- 
ment, the  County  Health  Board,  the  County  Medical 
Society,  the  Pawling  Sanitarium  staff,  and  county 
officials  attended  the  dinner.  Dr.  John  J.  Quinlan, 
president  of  the  board,  introduced  the  guests. 

Richmond  County 

A series  of  postgraduate  instruction  lectures,  ar- 
ranged for  the  Richmond  County  Medical  Society 
by  the  Council  Committee  on  Public  Health  and 
Education  of  the  State  Society,  is  being  held  during 
January  on  Friday  afternoons  in  the  auditorium  of 
the  United  States  Marine  Hospital,  Stapleton, 
Staten  Island. 

Speakers  and  their  subjects  are: 

January  9 — Dr.  Russell  L.  Cecil,  professor  of 
clinical  medicine,  Cornell  University  Medical  Col- 
lege, New  York,  “Treatment  of  Chronic  Arthritis.” 

January  16 — Dr.  Carl  T.  Javert,  assistant  pro- 
fessor of  obstetrics  and  gynecology,  Cornell  Univer- 
sity Medical  College,  “Clinical  and  Obstetric  Sig- 
nificance of  the  Rh  Factor.” 

January  23 — Dr.  Emanuel  Muskatblit,  associate 
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clinical  professor  of  dermatology  and  syphilology, 
New  York  University  College  of  Medicine,  “Ring- 
worm of  the  Scalp:  Its  Diagnosis  and  Treatment.” 

January  30 — Dr.  Thomas  H.  McGavack,  professor 
of  clinical  medicine,  New  York  Medical  College, 
Flower  and  Fifth  Avenue  Hospitals,  “The  Treatment 
of  Hyperthyroidism.” 

Rockland  County 

Dr.  George  G.  Stone,  Suffern,  was  elected  presi- 
dent of  the  Rockland  County  Medical  Society  at  the 
annual  meeting  held  on  December  3 at  the  Summit 
Park  Sanatorium. 

Other  officers  chosen  were:  Dr.  John  Rooney, 

Nyack,  vice-president;  Dr.  R.  L.  Yeager,  secretary; 
Dr.  M.  R.  Hopper,  treasurer;  Dr.  S.  R.  Monteith, 
delegate,  and  Dr.  F.  Theis,  alternate. 

Plans  for  the  coming  year  were  discussed  at  the 
meeting,  and  the  members  reaffirmed  their  interest 
in  the  rising  cost  of  medical  care  and  announced 
their  approval  of  the  United  Medical  Service  and 
Blue  Cross  Plan  to  help  defray  these  costs. 

A rising  vote  of  thanks  was  given  the  retiring 
president,  Dr.  E.  Hall  Kline. 

Schenectady  County 

Two  sessions  of  postgraduate  instruction  have 
been  planned  for  the  Schenectady  County  Medical 
Society  by  the  State  Society  in  cooperation  with  the 
State  Department  of  Health,  and  are  being  held  at 
Ellis  Hospital,  Schenectady  on  Tuesday  nights  at 
8:30  p.m. 

On  January  6,  Dr.  Frank  Glenn,  professor  of  sur- 
gery at  the  Cornell  University  Medical  College,  New 
York,  spoke  on  “Surgical  Treatment  of  Biliary  Tract 
Disease.” 

On  February  3,  Dr.  Richard  H.  Lyons,  professor 
of  medicine  at  Syracuse  University  College  of  Medi- 
cine, will  speak  on  “Management  of  Hyperthyroid- 
ism.” 

Seneca  County 

The  Seneca  County  Medical  Society  has  sug- 
gested to  the  Board  of  Supervisors  of  the  county  that 
Seneca  County  should  have  one  coroner  who  also 
would  be  the  district  attorney  of  the  county.  The 
suggestion  was  made  to  the  county  governing  body 
at  its  fall  session  at  Waterloo  by  a delegation  from 
the  Medical  Society  consisting  of  Dr.  E.  P.  Mc- 
Wayne,  Fayette;  Dr.  David  Koch,  Seneca  Falls, 
and  Dr.  Charles  Smith,  Waterloo. 

The  physicians,  in  making  the  suggestion  that 
legislation  should  be  adopted  providing  for  this  pro- 
posed set-up,  pointed  out  that  this  would  result  in 
more  efficiency  in  the  county.  Instead  of  having 
four  coroners,  as  at  present,  who  call  in  the  district 
attorney  on  many  of  their  cases,  the  doctors  said  it 
would  be  more  feasible  to  have  one  coroner  who 
would  at  the  same  time  be  the  district,  attorney. 

No  action  was  taken  on  the  suggestion,  and  the 
supervisors  stated  that  special  State  legislation 


would  have  to  be  passed  to  bring  about  such  an  ar- 
rangement. 

Steuben  County 

Dr.  Vrooman  S.-  Higby,  Bath,  was  elected  presi- 
dent of  the  Steuben  County  Medical  Society  at  the 
annual  meeting  on  November  13  in  Bath,  succeeding 
Dr.  L.  A.  Thomas,  Painted  Post,  retiring  president. 

Also  elected  to  office  were:  Dr.  C.  E.  Patti,  Hor- 
ned, vice-president;  Dr.  Rudolph  J.  Shafer,  Corning, 
secretary- treasurer;  Dr.  W.  J.  Tracy,  Hornell,  dele- 
gate, and  Dr.  Thomas,  alternate. 

Three  members  of  the  medical  staff  of  the  Bath 
Veterans  Administration  Center,  Drs.  Louis 
Schwartz,  A.  J.  Giacomini,  and  Cloyse  T.  Had,  were 
elected  to  membership. 


One  of  the  last  units  in  the  State  to  take  the  move, 
the  Steuben  County  Medical  Society  voted  to  adopt 
the  Blue  Shield  Medical  Plan  of  Insurance,  Dr.  R. 

J.  Shafer,  Corning,  secretary,  has  announced.  The 
plan  is  owned  and  operated  exclusively  by  physicians 
and  its  headquarters  will  be  in  Syracuse,  Dr.  Shafer  i 
stated. 

Suffolk  County 

Dr.  Wilbur  Stakes,  Patchogue,  was  elected  presi-  j 
dent  of  the  Suffolk  County  Medical  Society  at  the 
142nd  annual  meeting  held  November  5 in  Bright- 
waters.  Dr.  William  Carhart,  East  Islip,  and  Dr. 
Perry  Horenstein,  Bellport,  were  elected  vice-presi- 
dents. 

For  the  25th  consecutive  year  Dr.  E.  P.  Kolb, 
Holtsville,  was  elected  secretary,  while  Dr.  Grover  i 
A.  Silliman,  Saville,  was  named  to  his  20th  term  as 
treasurer. 

Tompkins  County 

The  annual  meeting  of  the  Tompkins  County 
Medical  Society  was  held  at  Biggs  Memorial  Hospi- 
tal on  December  15.  Officers  elected  for  1948  were: 
Dr.  H.  W.  Ferris,  president;  Dr.  C.  S.  Wallace, 
vice-president;  and  Dr.  R.  Douglass,  secretary- 
treasurer. 

At  the  scientific  session  conducted  in  connection 
with  the  meeting,  Dr.  Leonard  A.  Maynard,  director 
of  the  School  of  Nutrition,  Corned  University, 
Ithaca,  spoke  on  “Some  Recent  Developments  in 
Nutrition  of  Interest  to  Physicians.” 

Yates  County 

A resolution  endorsing  the  campaign  to  raise 
$150,000  for  a new  wing  and  modernization  for 
Soldiers  and  Sailors  Memorial  Hospital,  Penn  Yan, 
has  been  adopted  by  members  of  the  Yates  County 
Medical  Society,  and  the  campaign  recommended 
to  ad  citizens  of  Yates  County  as  one  worthy  of  their 
financial  and  wholehearted  support. 


Note  the  dates  for  the  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York — 
May  17  to  21,  1948,  Hotel  Pennsylvania,  New  York  City. 
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State  Hospital  Program  Pushed 


SUPPORT  of  Mayor  O’Dwyer’s  program  for 
modernizing  New  York  City  hospitals  was  urged 
by  Commissioner  of  Hospitals  Edward  M.  Bernecker 
speaking  at  a meeting  of  the  State  Charities  Aid 
Association  in  December. 

Dr.  Bernecker  commended  the  Association  for  its 
constructive  criticism  and  recalled  that  one  of  its 
first  achievements  was  a study  of  Bellevue  Hospital 
in  1872,  which  led  to  the  founding  of  the  first  hospital 
school  of  nursing  in  the  country. 

To  meet  “our  crying  need  for  more  hospital  beds,” 
a program  for  spending  $150,000,000  has  been  pre- 
pared as  part  of  a $350,000,000  long-range  plan, 
Dr.  Bernecker  related.  He  added  that  fulfillment 
depended  upon  public  support  of  the  legislative  pro- 
gram presented  by  Mayor  O’Dwyer. 

Herman  E.  Hilleboe,  Commissioner  of  the  State 
Department  of  Health,  declared  that  current  diffi- 
culties were  “obsolete  plant  and  lack  of  facilities. 


This  is  the  first  time  in  my  recollection  that  we  have 
been  able  to  dare  to  tell  the  truth  about  how  desper- 
ate our  situation  is,”  he  said.  “Not  only  did  Mayor 
O’Dwyer  receive  our  reports  and  suggestions  and 
criticism  in  the  spirit  in  which  they  were  made,  but 
he  gave  them  to  the  public.” 

Dr.  Hilleboe  announced  a plan  for  streamlining 
administration  of  his  department.  He  said  five 
branch  offices  would  be  established  in  cities  to  re- 
place eighteen  district  offices  and  creation  of  more 
county  public  health  agencies  would  be  encouraged. 

Other  speakers  included  Dr.  William  A.  Brumfield, 
director  of  the  division  of  syphilis  control  of  the 
State  Department  of  Health;  Dr.  Everett  Case, 
president  of  Colgate  University;  Mrs.  •Charles 
Dana  Gibson,  chairman  of  the  child  placing  and 
adoption  committee  of  the  Charities  Aid  Associa- 
tion; and  Dr.  George  Baehr,  president  of  the  New 
York  Academy  of  Medicine. 


Significance  of  Birth  Rate  in  Hospital  Planning 


WHILE  1947  was  being  acclaimed  as  a record 
year  for  babies,  and  hospitals  were  urged  to 
expand  for  other  big  years  ahead,  the  birth  rate 
quietly  passed  its  peak  and  began  the  inevitable 
downward  trend  toward  prewar  levels,  the  Hospital 
Council  of  Greater  New  York  said  in  a recent  bulle- 
tin emphasizing  the  significance  of  the  birth  rate  in 
hospital  planning. 

Stating  that  a total  of  4,485  maternity  care  beds 
can  meet  the  known  needs  of  New  York  City  resi- 
dents by  1950,  the  Council  recommended  the  distri- 
bution of  beds,  borough  by  borough,  “through  co- 
ordinated hospital  planning  to  provide  facilities  in 
relation  to  the  needs  of  the  people,  and  to  avoid 
waste  in  construction  and  maintenance  of  facilities 
of  which  there  (would  otherwise)  be  only  fractional 
utilization.” 

Analyzing  the  birth  rate  for  New  York  City  as  a 
whole,  the  Council  pointed  out  that  although  the 
rate  was  very  high  late  in  1946  and  early  in  1947,  the 


decline  began  during  March  of  this  year  and  that 
since  August  the  number  of  births  per  week  had  ac- 
tually been  lower  than  for  the  corresponding  week 
in  1946.  The  Council  has  stated  in  its  Master  Plan 
for  Hospitals  and  Related  Facilities  for  New  York 
City  that  long-time  trends  in  birth  rates,  etc.,  altered 
by  changes  which  occurred  during  the  war  and  in  the 
early  postwar  period,  will  again  be  operative  by 
1950. 

“It  is  apparent,”  the  Council  said,  “that  existing 
facilities  are  not  distributed  in  relation  to  population. 
Manhattan,  with  only  24  per  cent  of  the  population, 
has  38.1  per  cent  of  the  beds  for  maternity  care. 
The  Bronx  has  19  per  cent  of  the  population  and 
only  13.2  per  cent  of  the  available  beds.  In  Brook- 
lyn the  percentage  of  existing  beds  approximates  the 
ratio  for  the  population  of  Brooklyn.  Queens,  ex- 
pected to  have  20  per  cent  of  the  total  population  in 
New  York  City  by  1950,  now  has  only  10.9  per  cent 
of  the  total  beds  available  for  maternity  care.” 


New  Clinic  Opened  for  Child  Guidance 


THE  first,  child  guidance  clinic  for  short  therapy 
treatment  opened  in  December  at  Beth  David 
Hospital,  New  York  City,  under  the  direction  of  Dr. 
Ernest  Harms.  The  new  clinic,  which  is  open  on 
Thursdays  only,  will  serve  as  a pattern  for  a series  of 
similar  ones  he  plans  to  develop  for  social  agencies 
and  settlement  houses  throughout  the  city. 

“Eighty  per  cent  of  the  average  agency  cases 
brought  to  the  attention  of  the  psychiatrist  can  be 
solved  by  the  short  therapy  method,”  Dr.  Harms 
said. 

The  director  of  the  Beth  David  children’s  ad- 
justment clinic  and  author  of  the  recently  pub- 
lished “Handbook  of  Child  Guidance”  characterized 
the  clinic  work  as  preventive  mental  health  work 


where  neuroses  which  may  become  severe  in  later 
life  can  be  diagnosed  and  treated  in  time. 

Declaring  psychoanalysis  impractical  for  the  aver- 
age urban  child  with  neurosis  which  can  be  cured  by 
shorter  treatment,  he  said  that  psychoanalysis  is 
“too  long  and  too  expensive.”  The  clinic,  he  ex- 
plained, will  serve  as  a “clearing  house,  with  severe 
cases  referred  for  proper  treatment.” 

Types  of  cases  which  can  be  treated  at  the  clinic 
are  truancy,  mild  predelinqucncy,  slight  fear  neuro- 
sis, sleeping  disturbances,  and  “light  neurotic  symp- 
toms,” he  said.  Pediatrics,  psychology,  and  physi- 
cal examinations  are  dovetailed,  and  Dr.  Harms  has 
prepared  a new  type  of  case-history  chart  where  all 
these  facts  are  reported  on  one  page. 
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HOSPITAL  NEWS 


[N.  Y.  State  J.  M. 


Beth  Israel  Hospital  Establishes  Rehabilitation  Clinic 


BETH  Israel  Hospital  in  New  York  City  has  an- 
nounced the  establishment  of  a rehabilitation 
clinic  especially  designed  for  the  treatment  of  pa- 
tients disabled  by  cerebrovascular  accidents  and 
allied  disorders.  The  purpose  will  be  to  treat  and 
train  such  individuals,  the  majority  of  whom  would 
be  in  the  upper  age  brackets,  and  who  also  suffer 
from  hardening  of  the  arteries  and  high  blood  pres- 
sure, to  live  useful  lives  within  the  limits  of  their 
disability. 

The  rehabilitation  clinic  eventually  plans  to 
broaden  the  program  to  include  other  types  of  dis- 


ability, but  recognizing  the  urgency  of  the  problem 
and  the  immediate  need  in  the  beginning,  cases  will 
be  limited  to  those  patients  who  have  had  strokes  of 
apoplexy  or  similar  disorders. 

Dr.  Maxwell  S.  Frank,  director  of  the  hospital, 
stated,  “It  is  our  plan  to  expand  the  rehabilitation 
clinic  as  soon  as  space  becomes  available,  because  in 
the  light  of  the  recent  experience  in  the  armed  forces 
and  the  Veterans  Administration,  we  recognize  re- 
habilitation to  be  an  integral  part  of  medical  care.” 
At  the  present  time  admission  to  the  new  service 
will  be  limited  to  ward  and  clinic  patients. 


N.Y.U.  Sets  Up  Institute  for  Rehabilitation 


THE  institute  of  Rehabilitation,  one  of  the  princi- 
pal units  of  the  proposed  New  York  University- 
Bellevue  Medical  Center,  established  interim  quar- 
ters on  January  1 at  325-327  East  Thiry-eighth 
Street,  Chancellor  Harry  Woodburn  Chase,  of  New 
York  University,  announced  in  December. 

The  temporary  quarters  were  made  possible  by  the 
Milbank  Memorial  Fund  and  a $25,000  gift  from 


Bernard  Baruch,  Chancellor  Chase  said.  The  in- 
stitute, a hospital  and  outpatient  clinic  maintained 
by  the  University’s  College  of  Medicine,  will  receive 
patients  as  soon  as  necessary  changes  can  be  made. 

A campaign  to  raise  $2,500,000  for  a permanent 
home  for  the  institute  is  a part  of  the  current  appeal 
for  $15,575,000  for  a new  university  section  of  the 
New  York  University-Bellevue  Medical  Center. 


NEWS  NOTES 


Sydenham  Hospital  announced  plans  for  a new 
building  costing  $7,500,000  which  will  house  the 
present  hospital,  a research  Institute  for  Medical 
and  Related  Sciences  and  an  Institute  for  Com- 
munity Relations. 


A gift  of  $50,000  from  the  Irving  Geist  Founda- 
tion for  the  construction  of  a therapeutic  swimming 
pool  for  New  York  University  was  received  by  the 
New  York  University-Bellevue  Medical  Center. 
The  pool  will  be  built  in  the  institute  of  Rehabilita- 
tion and  Physical  Medicine,  which  will  be  part  of  the 
center’s  new  university  section. 


The  board  of  directors  of  the  Council  of  Rochester 
Regional  Hospitals  and  the  council’s  medical  con- 
ference have  voted  to  give  full  cooperation  to  the 
Red  Cross  in  the  establishment  of  a blood  bank. 
The  bank  would  serve  eleven  counties  in  Southern- 
Central  New  York,  including  Chemung.  Thomas 
R.  White,  Rochester,  president  of  the  council  and 
chairman  of  the  blood  bank  committee,  said  that  the 
proposal  had  been  thoroughly  studied  by  the  council 
and  expressed  the  belief  that  the  bank  is  necessary 
to  provide  adequate  hospital  and  medical  care  in 
the  area. 


The  Arnot-Ogden  Hospital,  the  Shepard  Relief 
Hospital  of  Montour  Falls,  and  the  Seneca  Falls 
Hospital  were  admitted  to  full  membership  at  the 
council  session. 


Delaware  County  which  has  a 29-bed  county  hos- 
pital at  Sidney  is  being  urged,  through  its  board  of 
supervisors,  to  Increase  the  capacity  by  a 21-bed  ex- 
tension to  the  building. 

The  State  Department  of  Health  and  County 
Planning  Commission  recently  filed  such  a report 
with  the  supervisor  board. 


Plans  for  the  creation  of  a ward  at  Ellis  Hospital, 
in  Schenectady,  for  the  temporary  detention  of 
mentally-ill  persons  have  been  discussed  at  a meeting 
of  hospital,  city,  and  state  authorities  in  the  hospi- 
tal. 

The  meeting  covered  medical  and  legal  aspects  of 
the  proposed  facilities.  Dr.  Arthur  W.  Pense, 
deputy  commissioner,  and  Dr.  Walter  M.  Pamphilon, 
assistant  commissioner,  will  represent  the  state  de- 
partment of  mental  hygiene  in  the  discussions. 
Plans  must  be  approved  by  this  state  agency  before 
the  local  program  can  begin,  it  was  stated. 


PERSONALITIES 

Elected. — Dr.  George  H.  R.  White  as  president  tary...As  chiefs  of  the  Geneva  Hospital  services: 
of  the  staff  of  the  Geneva  General  Hospital ...  Other  surgery,  Dr.  P.  H.  Skinner;  medicine,  Dr.  C.  W. 

officers  of  the  staff  are  Dr.  George  C.  Whitney,  vice-  Grove;  obstetrics-gynecology,  Dr.  M.  E.  Deuel; 

president  and  treasurer,  and  Dr.  M.  J.  Coyne,  sccre-  [Continued  on  page  223] 
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IN  AN  ADDITIONAL  POTENCY 
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to  meet  the  reyuiremem 
d requests  o many  physicians 


THE  NEW  STRENGTH 


-7*4  gr.  enteric-coated,  green 

tablets  with  % gr.  phenobarbital,  has  been  formulated 
for  physicians  wishing  to  prescribe  the  same  effective 
amount  of  Theobromine  Sodium  Acetate,  but  with  less 
amount  of  sedative. 


PLUS  THE  OTHER  POTENCIES  OF 

7J4  gr-  enteric-coated  tablets  with  or  without  14  gr. 
phenobarbital 

33/4  gr.  enteric-coated  tablets  with  or  without  14  gr. 
phenobarbital 

5 gr.  enteric-coated  tablets  with  2 gr.  potassium  iodide  and  14  gr. 
phenobarbital 

and  capsules  (not  enteric-coated)  in  same  potencies  for  supple- 
mentary medication  ... 


PROVIDES  A WIDE  RANGE  OF  AN  EFFECTIVE  MEDIUM 
FOR  TREATMENT  IN  CORONARY  DISEASE. 

For  literature  and  samples  write  to  Sales  and  Service  Dept. 


BREWER  & COMPANY,  Inc. 

WORCESTER  4,  MASS.,  U.  S.  A. 


NECROLOGY 


Frank  T.  Bascom,  M.D.,  of  Rochester  and  Conesus 
Lake,  died  on  October  21,  at  the  age  of  seventy-one. 
A practicing  physician  for  36  years,  Dr.  Bascom  was 
a staff  surgeon  at  Genesee  and  Highland  hospitals  for 
several  years  and  was  also  a surgeon  for  the  New 
York  Central  and  Pennsylvania  railroads.  He  was 
the  first  Rochester  doctor  to  devote  full  time  for 
surgery.  He  was  graduated  from  Hahnemann 
Medical  College  in  Philadelphia  in  1901. 

Milton  Ralph  Bookman,  M.D.,  of  New  York  City 
died  on  October  4.  He  was  graduated  from  Colum- 
bia University,  College  of  Physicians  and  Surgeons, 
in  1906,  and  was  an  alumnus  of  Lebanon  Hospital, 
the  Bronx.  He  was  a fellow  of  the  American  College 
of  Surgeons  and  a member  of  the  Academy  of  Medi- 
cine. 

George  C.  Bower,  M.D.,  of  Marcy,  died  on  Decem- 
ber 1,  at  the  age  of  forty-nine.  Director  of  the 
clinical  laboratories  at  Marcy  State  Hospital,  Dr. 
Bower  was  graduated  from  the  University  of  Buffalo 
Medical  School  in  1922.  He  was  for  a time  pa- 
thologist at  Willard  State  Hospital.  Since  1940,  he 
had  been  an  associate  editor  of  the  Psychiatric 
Quarterly,  a publication  of  the  State  department  of 
Mental  Hygiene,  and  was  the  author  of  many  ar- 
ticles on  both  general  and  neuropathology.  Dr. 
Bower  was  a fellow  of  the  American  College  of 
Pathology  and  a member  of  the  New  York  State 
Pathology  Society,  the  Utica  Academy  of  Medicine, 
American  Clinical  Pathology  Association,  the 
Oneida  County  and  New  York  State  Medical 
Societies,  and  the  American  Medical  Association. 

Luke  D.  Broughton,  M.D.,  of  Brooklyn,  died  on 
December  5.  He  was  eighty-nine  years  of  age.  He 
was  graduated  from  New  York  Homeopathic 
Medical  College  in  1882. 

Samuel  Friedman,  M.D.,  died  on  December  14, 
at  his  home  in  New  York  City.  He  was  seventy- 
two  years  of  age.  Graduating  from  Bellevue 
Medical  College  in  1895,  Dr.  Friedman  practiced  in 
New  York  City  for  more  than  fifty  years  and  spe- 
cialized in  internal  medicine.  In  addition  to  his 
activities  as  a physician,  Dr.  Friedman  was  well 
known  for  his  work  in  Jewish  philanthropic  and 
educational  circles  and  as  an  inventor.  He  was  a 
member  of  the  American  Medical  Association,  the 
New  York  State  and  County  Medical  Societies,  and 
the  National  Gastroenterologist  Society. 

Clifford  R.  Hervey,  M.D.,  of  Oswego,  died  on 
October  16,  at  the  age  of  eighty.  He  was  graduated 
from  the  University  of  Michigan  College  of  Medicine 
in  1893  and  served  his  internship  in  the  Metropoli- 
tan Hospital,  New  York  City.  Dr.  Hervey  prac- 
ticed medicine  in  Perry  until  1901,  moving  to 
Oswego  in  1902.  He  was  state  district  health  officer 
in  that  community  for  nearly  forty  years,  having 
been  in  charge  of  public  health  in  Oswego,  Jefferson, 
Cayuga,  and  Wayne  counties  since  1916.  Dr. 
Hervey  was  a member  of  the  Oswego  Academy  of 


Medicine,  the  Oswego  County  and  New  York  State 
Medical  Societies,  and  the  American  Medical  As- 
sociation. 

Sebastian  Lang,  M.D.,  the  Bronx,  died  on  Sep- 
tember 7,  at  the  age  of  fifty-four.  He  was  graduated 
from  the  University  of  Tuebingen,  Germany,  in 
1925.  A staff  physician  at  St.  Francis  Hospital,  the 
Bronx,  Dr.  Lang  was  internist  in  charge  of  the  thy- 
roid clinic  at  Lenox  Hill  Hospital.  He  was  a mem- 
ber of  the  Bronx  County  Medical  Society,  the  Bronx 
Medical  Association,  the  American  Medical  As- 
sociation, and  the  New  York  State  Medical  Society. 

Robert  Lyness  McCready,  M.D.,  died  on  Decem- 
ber 14,  at  his  home  in  New  York  City.  An  obste- 
trician and  gynecologist,  Dr.  McCready  practiced 
medicine  in  New  York  City  for  forty  years.  He  was 
graduated  in  1907  from  the  College  of  Physicians  and 
Surgeons,  Columbia  University,  and  interned  at 
Lenox  Hill  Hospital  from  1907  to  1910,  and  later  at 
Lying-In  Hospital,  New  York  City.  Dr.  McCready 
was  a staff  member  since  1916,  and  a director  and 
consultant  on  gynecology  and  obstetrics  at  Lenox 
Hill  Hospital.  Since  1930,  he  was  a professor  of 
gynecology  at  the  New  York  Polyclinic  Hospital. 
He  was  a fellow  of  the  American  College  of  Sur- 
geons, a member  of  the  American  Medical  Associa- 
tion, the  New  York  State  and  County  Medical 
Societies,  and  the  clinical  societies  of  Lenox  Hill  and 
New  York  Polyclinic  hospitals. 

Kingsley  Roberts,  M.D.,  of  New  York  City,  died 
on  November  21,  at  the  age  of  fifty-three.  A 
graduate  of  Jefferson  Medical  College  in  Phila- 
delphia in  1920,  Dr.  Roberts  gave  up  private  prac- 
tice twelve  years  ago  to  establish  the  Bureau  of 
Cooperative  Medicine  and  later  the  Medical  Admin- 
istration Service.  He  was  a fellow  of  the  American 
College  of  Surgeons  and  a member  of  the  New  York 
State  and  County  Medical  Societies  and  the  New 
York  Academy  of  Medicine. 

George  B.  Van  Doren,  M.D.,  died  on  November 
28,  at  the  age  of  seventy-four.  A practicing  physi- 
cian in  Watertown  for  nearly  47  years,  Dr.  Van 
Doren  was  graduated  from  Columbia  University, 
College  of  Physicians  and  Surgeons,  in  1900,  and 
interned  at  the  Hudson  Street  and  Roosevelt  hos- 
pitals, New  York  City.  For  many  years  he  was 
chief  of  Mercy  Hospital’s  obstetrics  division  in 
Watertown,  lie  was  Jefferson  County  physician 
from  1901  through  1905,  serving  at  the  same  time  as 
attending  physician  for  the  Jefferson  County 
Orphanage. 

Dr.  Van  Doren  became  Watertown  health  officer 
in  Oetober,  1927,  continuing  as  head  of  the  health 
department  until  September,  1943,  when  he  retired 
at  the  age  of  seventy.  Dr.  Van  Doren  was  a past 
president  of  the  Jefferson  County  Medical  Society 
and  a member  of  the  New  York  State  Medical 
Society  and  the  American  Medical  Society.  He  was 
also  a past  president  of  the  medical  staffs  of  Mercy 
Hospital  and  the  House  of  the  Good  Samaritan  in 
Watertown. 
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WNS  TREATMENT  for  ALCOHOLISM  and  NARCOTIC 
and  HYPNOTIC  ADDICTIONS 
fstabliahed  1901  Note  Generally  Accepted 

PROVIDES:  (1)  An  Assurance  of  a Definite  Medical  Result 

(2)  An  Assurance  of  Length  of  Time  Required  and  Exact  Cost 

(3)  An  Assurance  of  Absolute  Privacy 

Our  "SYMPOSIUM  OF  MEDICAL  OPINION”  includes  case  histories  of 
this  successful  treatment  endorsed  by  many  physicians.  Copy  on  request. 

CHARLES  B.  TOWNS  HOSPITAL 

FOR  ALCOHOLISM  AND  DRUG  ADDICTION  EXCLUSIVELY 

COMPLETELY  REDECORATED  AND  MODERNIZED 

293  Central  Park  West,  New  York  24,  N.  Y.  Tel:  SChuyler  4-0770 


‘INTERPINES’ 

Goshen,  N.  V. 

Phone  117 

Ethical — Reliable — Scientific 
Disorders  of  the  Nervous  System 
BEAUTIFUL— QUIET— HOMELIKE 

Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D Resident  Physician 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 

DR.  KING’S  HOSPITAL 

BAY  SHORE,  L.  1.,  NEW  YORK 

Convalescent  and  chronic,  surgical  and 
medical  patients.  Superior  care  and 
accommodations  adjuvant  to  general  Hos- 
pital. No  mental  or  drug  cases  taken. 

ESTABLISHED  1910 

MRS.  JOSEPHINE  M.  POST,  Supt. 

BRIGHAM  HALL  H OSPITAL 

AT  CANANDAIGUA,  N.  Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Pbysician-in-Cbargt. 


PARKWAY  HEALTH  RESORT 


Moore’s  Mills,  Dutchess  County,  N.  Y. 

Lovely  20-acre  estate  Small  Lake — 3 Waterfalls 

FOR  REST  AND  RELAXATION 
Special  Diets — Hollywood  Steam  Cabinet 
GUESTS  AND  CONVALESCENTS 
Folder  Upon  Request  69  miles  from  N.  Y.  C. 


Lloyd  D.  Harm,  M.R.C.S.,  (Ens.)  L.R.C.P. 

Resident  Medical  Director Telephone:  Millbroolr  760 
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Psychiatric  Hospital  Unit 
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Rates  Moderate 

Eugene  N.  Boudreau.  M D..  Psychiatrist 
R.  Stuart  Dyer,  M.D.,  4sst.  Psychiatrist 
658  West  Onondaga  St. 

SYRACUSE,  N.  Y. 


LOUDEN-KNICKERBOCKER  HALL,  me. 

81  LOUDEN  AVENUE  - Tel.  Amitvville  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician  in  Charge 

NEW  YORK  CITY  OFFICE,  67  West  44th  St.,  Tel.  VAnderbilt  6-3732 


WOMAN  S AUXILIARY 


TO  THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Distaff  Winter  Issue  Distributed 


FEATURING  a timely  message  from  Dr.  Louis  H. 

Bauer,  president  of  the  Medical  Society  of  the 
State  of  New  York,  and  an  interesting  letter  from 
the  Auxiliary  president,  Mrs.  Harry  F.  Pohlmann, 
the  Winter  Edition  of  The  Distaff,  official  publication 
of  the  Woman’s  Auxiliary  of  the  State  Society,  has 
been  distributed  to  each  member,  according  to  Mrs. 
Lee  R.  Sanborn,  editor.  Copies  were  mailed  on 
December  16,  1947. 

In  addition  to  the  comments  of  Dr.  Bauer  and 


Mrs.  Pohlmann,  the  issue  includes  reports  from  ; 
eight  District  Councilors,  an  account  of  the  Broc  ,3 
County  Health  Fair,  a special  column  entitled  “A  ;.,c- 
iliary  Highlights,”  and  several  other  news  items. 
A list  of  dates  for  coming  events  is  also  given. 

Members  who  have  not  received  their  copies  are 
requested  to  write  Mrs.  Thomas  D’Angelo,  157-05 
Rose  Avenue,  Flushing,  Long  Island,  New  York, 
who  will  check  to  make  certain  that  the  name  is  on 
the  mailing  list. 


COUNTY  NEWS 


Broome  County 

Collegiate  bridge  was  played  by  members  of  the 
Broome  County  Medical  Society  Auxiliary  at  a 
dessert  luncheon,  November  11,  in  Endicott.  Mrs. 
Frank  G.  Moore  was  general  chairman,  assisted  by 
Mrs.  Frank  G.  Baston  and  Mrs.  John  Kalb.  Mrs. 
Vincent  Maddi  was  in  charge  of  reservations,  and 
Mrs.  Wilber  J.  Kerr  was  in  charge  of  the  tourney. 

At  the  business  session,  Mrs.  Windsor  R.  Smith, 
president,  presided. 

Columbia  County 

Dr.  Leonard  D.  Carpenter,  Germantown,  presi- 
dent-elect of  the  Columbia  County  Medical  Society, 
was  guest  speaker  at  the  November  meeting  of  the 
Woman’s  Auxiliary,  on  the  topic  of  medical  insurance. 

Mrs.  Ralph  F.  Spencer,  president,  announced 
that  members  had  been  invited  to  attend  the  mid- 
year luncheon  meeting  of  the  Albany  County  Aux- 
iliary, December  10,  at  the  Albany  Country  Club 
when  Mrs.  Harry  F.  Pohlmann,  Middletown,  State 
Auxiliary  president,  was  guest  of  honor. 

Erie  County 

The  Erie  County  Medical  Society’s  Auxiliary  is 
now  in  its  second  year  of  establishing  and  maintain- 
ing a scholarship  loan  fund  for  student  nurses.  This 
year  the  Auxiliary  voted  an  additional  amount,  mak- 
ing a total  of  $700,  for  two  complete  scholarships  at 
the  University  of  Buffalo. 

Due  to  the  acute  shortage  of  nurses,  the  Auxiliary 
voted  in  1946  to  establish  this  project,  and  formed  a 
committee  which  met  with  executives  of  the  New 
York  State  Nurses’  Association.  The  Association 
recommended  that  the  fund  be  maintained  as  a loan 
rather  than  a free  scholarship,  and  offered  its  services 
in  contacting  applicants. 

Each  spring  all  schools  of  nursing  are  notified  that 
the  loans  are  available  and  a notice  is  sent  to  the 
Bulletin  of  the  Nursing  Association.  To  date,  the 
Auxiliary  has  found  it  advisable  to  interview  only 
girls  who  have  been  tentatively  accepted  by  some 
school  of  nursing. 

Erie  County  now  has  four  students  in  training,  and 
the  reports  of  their  progress  are  most  gratifying. 


Oneida  County 

Discussing  “Functions  and  Purposes  of  the 
Auxiliary,”  Mr.  Thomas  E.  Walsh,  field  representa- 
tive of  the  Medical  Society  of  the  State  of  New  York, 
addressed  the  Woman’s  Auxiliary  of  the  Oneida 
County  Medical  Society  at  a luncheon  meeting, 
November  25,  in  Oriskany. 

Plans  were  made  for  a dance  for  members  and 
their  husbands  in  January. 


Mrs.  Philip  L.  Turner,  president  of  the  Oneida 
County  Auxiliary,  has  been  chosen  by  the  Business 
and  Professional  Women’s  Club  of  Utica  as  the 
“Woman  of  the  Year”  and  received  their  1947 
Scroll  of  Honor.  Mrs.  Turner  has  been  active  in 
the  Players’  Club,  the  Y.W.C.A.,  the  Newcomers’ 
Club  which  she  organized  during  the  war,  in  musical 
circles  and  in  church  work,  and  lately  in  forming  a 
discussion  group  for  young  mothers. 

Oswego  County 

Sponsored  by  the  Woman’s  Auxiliary  to  the  Os- 
wego County  Medical  Society,  a Charity  Ball  was 
held  at  the  Hotel  Pontiac,  Oswego,  on  December  27. 

Auxiliary  members  are  engaged  in  various  activi- 
ties in  their  communities,  it  is  reported.  Women  of 
Oswego  have  been  working  on  a campaign  to  raise 
money  for  a new  hospital  in  that  city.  In  Fulton, 
452  children  were  inoculated  at  the  diphtheria  clinic 
in  October,  with  Miss  A.  C.  Culkin,  an  Auxiliary 
associate  member,  in  charge.  Many  m nbers 
worked  on  their  local  Community  Chest  '■  s. 

President  of  the  Oswego  County  unit  is  A.  J. 
Cincotta,  Fulton. 

St.  Lawrence  County 

The  first  anniversary  of  th'  ’oman's  Auxiliary 
of  the  St.  Lawrence  County  lical  So  oty  was 
celebrated  at  the  November  m g in  Ogdensburg. 
Mrs.  John  E.  Freo,  presidem  a in  charge,  and 
Mrs.  John  S.  H.  Mason,  council  of  the  Fifth  Dis- 
trict, was  guest  speaker. 

[Continued  on  pi  ;e  2231 
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FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

J CENTRAL  VALLEY,  Orange  County,  N.  Y. 


MODERN  NURSING  HOME 

HOLBROOK  MANOR— For  the  care  of  Convalescents, 
Chronically  ill,  Invalids,  and  Aged  and  mild  psychoneurotics. 
Reg.  Nurse  24  hrs.  a day.  Physicians  may  treat  their  own 
patients.  Private— Semi-private  rooms.  Five  acres  of  pine- 
wooded  grounds. 

O.  L.  FRIEDMAN,  M.D.,  Medical  Director,  Gr.  5-4875 
HOLBROOK,  LONG  ISLAND 

Near  Lake  Ronkonkoma  Phone  Ronkonkoma  8651 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  550  Write  for  illustrated  booklet. 


BRUNSWICK  HOME 


A PRIVATE  SANITARIUM.  Convalescents,  postoper- 
ative, aged  and  infirm,  and  those  with  other  chronic  and 
nervous  disorders.  Separate  accommodations  for  nervous 
and  backward  children.  Physicians'  treatments  rigidly 
followed.  C.  L.  MARKHAM,  M.D.,  Supt. 

B'way  & Louden  Ave.,  Amityville,  N.  Y.,  Tel:  1700,  1,  2. 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C\  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.2-16?1 


.3ll/ 


WEST  MI  ELM , 


West  252nd  St.  and  Fieldston  Road 
ftivcrdalc-on-f  \ -Hudson,  New  York  City 

iS  alcoholic  patients.  The  sanitarium  is 
/(park  of  ten  acres.  Attractive  cottages, 
‘Modern  facilities  for  shock  treatment, 
‘'/itional  activities.  Doctors  may  direct 
,Jtcd  booklet  gladly  sent  on  request. 

HENRY  W.  LL^  lTO  M.D.,  Physician  in  Charge 
Telephone.  Klngsbridge  9-8440 


For  nervous,  mental,  drug/ 
beautifully  locked  in  a prr 
scientifically  aa  -condition?’ 
Occupational  therapy  and 
the  treatment.  Rates  and  li 


2>oed  Medical  Ateiltant 

Need  Additional  ^laininxf? 

She  can  register  now  for  evening  courses 
in  laboratory  techniques  and  X-Ray. 

Our  12-months  day  course  includes  inten- 
sive training  in  laboratory  techniques,  physio- 
therapy apparatus,  X-Ray,  nursing  techniques, 
and  medical  stenography. 

GRADUATES  AVAILABLE  FEBRUARY  15 

Mandl  School 

1834  Broadway — NYC  Circle  7-3434 

Licensed  by  the  State  of  New  York 


WORK  FOR  A DOCTOR? 

Paine  Hall  now  offers  13-week  evening  course  for 
graduate  nurses  and  girls  who  want  to  study  in 
spare  time  and  increase  technical  proficiency. 

HAEMATOLOGY 

URINALYSIS 

Monday,  Wednesday,  and  Thursday  even- 
ings, 7-10  p.m._  beginning  November  17. 

EST. 184. 

1008  FIFTH  AVE.,  NEW  YORK  28,  BU  8-2294 


To  discourage  thumb-sucking 
flU  and  nail  biting 


RECOMMEND 

APPLIED  LIKE 
NAIL  POLISH 


HUM 

TRADE  MARK 


'^Contains  extract  of  capsicum  (2.34%) 
in  a base  of  acetone  nail  lacquer  and 
isopropyl.  50^  and  $1.00  per  bottle  at 
i your  surgical  supply  house  or  druggist. 


1 

HI 

BOOKS 


Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  suf- 
ficient notification.  Selection  for  review  will  be  based  on  merit  and  interest  to  our  readers. 


RECEIVED 


Colloid  Science.  A Symposium.  Contributors: 
E.  K.  Rideal,  A.  E.  Alexander,  D.  D.  Eley  et  al. 
Octavo  of  208  pages,  illustrated.  Brooklyn,  Chemi- 
cal Publishing  Co.,  1947.  Cloth,  86.00. 

The  Oculorotary  Muscles.  By  Richard  G. 
Scobee,  M.D.  Octavo  of  359  pages,  illustrated. 
St.  Louis,  C.  V.  Mosby  Co.,  1947.  Cloth,  $8.00. 

Conference  on  Metabolic  Aspects  of  Convales- 
cence. Transactions  of  the  Thirteenth  Meeting. 
Naushon  Island,  Woods  Hole,  Mass.  June  10-11, 

1946.  Edited  by  Edward  C.  Reifenstein,  Jr.,  M.D. 
Octavo  of  232  pages,  illustrated.  New  York,  Josiah 
Macy  Foundation.  Paper,  $2.00. 

Conference  on  Metabolic  Aspects  of  Convales- 
cence. Transactions  of  the  Fourteenth  Meeting. 
New  York  City.  November  12-13,  1946.  Edited 
by  Edward  C.  Reifenstein,  Jr.,  M.D.  Octavo  of  190 
pages,  illustrated.  New  York,  Josiah  Macy  Founda- 
tion. Paper,  $2.25. 

Recent  Advances  in  Medicine.  Clinical,  Labora- 
tory, Therapeutic.  By  G.  E.  Beaumont,  M.D.,  and 
E.  C.  Dodds,  M.D.  Twelfth  edition.  Duodecimo  of 
422  pages,  illustrated.  Philadelphia,  Blakiston  Co., 

1947.  Cloth,  $6.00 

The  Thematic  Apperception  Test.  The  Theory 
and  Technique  of  Interpretation.  By  Silvan  S. 
Tomkins,  Ph.D.  Octavo  of  297  pages.  New  York, 
Grune  & Stratton,  1947.  Cloth,  $5.00. 

Ear,  Nose  and  Throat.  Symptoms — Diagnosis — 
Treatment.  By  George  D.  Wolf,  M.D.  Octavo  of 
523  pages,  illustrated.  Philadelphia,  J.  B.  Lippin- 
cottCo.,  1947.  Cloth,  $10. 

Diagnosis  in  Daily  Practice.  An  Office  Routine 
Based  on  the  Incidence  of  Various  Diseases.  By 


Benjamin  V.  White,  M.D.,  and  Charles  F.  Ges- 
chickter,  M.D.  Octavo  of  693  pages,  illustrated. 
Philadelphia,  J.  B.  Lippincott  Co.,  1947.  Cloth, 
$15. 

The  Clinical  Examination  of  the  Nervous  System. 
By  G.  H.  Monrad-Krohn,  M.D.  Eighth  edition. 
Duodecimo  of  380  pages,  illustrated.  New  York, 
Paul  B.  Hoeber,  1947.  Cloth,  $4.50. 

How  Life  is  Handed  on.  By  Cyril  Bibby,  M.  A. 
Octavo  of  159  pages,  illustrated.  New  York,  Emer- 
son Books,  1947.  Cloth,  $2.00. 

Practical  Clinical  Psychiatry.  By  Edward  A. 
Strecker,  M.D.,  Franklin  G.  Ebaugh,  M.D.,  and 
Jack  R.  Ewalt,  M.D.  Section  on  Psychopathologic 
Problems  of  Childhood.  By  Leo  Kanner,  M.D. 
Sixth  edition.  Octavo  of  476  pages,  illustrated. 
Philadelphia,  Blakiston  Co.,  1947.  Cloth,  $5.00. 

Physical  Medicine  in  General  Practice.  By 
William  Bierman,  M.D.  Second  edition.  With  a 
chapter  on  Medical  Rehabilitation  by  Dr.  Sidney 
Licht.  Octavo  of  686  pages,  illustrated.  New  York, 
Paul  B.  Hoeber,  1947.  Cloth,  $8.00. 

Practical  X-Ray  Treatment.  By  Arthur  W. 
Erskine,  M.D.  Third  edition.  Octavo  of  155 
pages,  illustrated.  Bruce  Publishing  Co.,  St.  Paul, 
1947.  Cloth,  $4.50. 

A Study  of  Individual  Children’s  Diets.  By 

E.  M.  Widdowson.  Octavo  of  196  pages,  illus- 
trated. London,  His  Majesty’s  Stationery  Office, 
1947.  Board,  6/-. 

Laboratory  Manual  of  Microbiology  for  Nurses. 

By  Elizabeth  S.  Gill,  B.S.,  and  James  T.  Culbertson, 
Ph.D.  Quarto  of  116  pages,  illustrated.  New  York, 
G.  P.  Putnam’s  Sons,  1947.  Paper,  $1.50. 


REVIEWED 


Diseases  of  the  Chest.  Diagnosis  and  Treatment. 

By  Archibald  Reynolds  Judd,  M.D.  Octavo  of  608 
pages,  illustrated.  Philadelphia,  F.  A.  Davis  Co., 
1947.  Cloth,  $9.00. 

About  half  this  volume  is  devoted  to  tuberculosis, 
the  rest  to  pulmonary  abscess,  bronchiectasis, 
pleurisy,  silicosis,  and  other  nontuberculous  affec- 
tions. It  is  accurate  and  reasonably  up  to  date  but 
sketchy.  In  a different  format,  it  would  have  made 
a good  compendium. 

The  style  is  undistinguished  except  for  an  almost 
obsessive  use  of  unnecessary  quotation  marks.  The 
printing  is  good  and  the  illustrations  and  the  index 
are  excellent. 

Milton  Plotz 

The  1946  Year  Book  of  Endocrinology,  Metabol- 
ism and  Nutrition.  Endocrinology  edited  by  Willard 
O.  Thompson,  M.D.,  Metabolism  and  Nutrition 
edited  by  Tom  D.  Spies,  M.D.  Duodecimo  of  573 
pages,  illustrated.  Chicago,  Yearbook  Publishers, 
1947.  Cloth,  $3.75. 


This  edition  of  the  Year  Book,  as  most  of  its  pred- 
ecessors, contains  a wealth  of  valuable  case  reports 
and  offers  a stimulating  wealth  of  information  about 
the  newer  trends  in  endocrinology.  The  comments 
of  the  editor  are  short  and  usually  to  the  point. 

Max  A.  Goldzieher 

Spezielle  Chirurgische  Therapie  fur  Studierende 
und  Arzte.  By  Max  Saegesser,  M.D.  Octavo  of 
884  pages,  illustrated.  Bern  (Switzerland),  Medi- 
zinischer  Verlag  Hans  Huber,  1946.  $24. 

This  book  is  intended  for  the  use  of  the  medical 
student  and  the  general  practitioner.  Exact  surgical 
indications  and  technic  are  especially  stressed. 

Although  most  of  the  chapters  are  well  covered, 
accomplishments  in  surgical  treatment  of  cancer  of 
the  esophagus,  of  congenital  anomalies  of  the  heart, 
and  of  the  large  cardiac  vessels  are  not  mentioned. 
Conversely,  description  of  operative  procedures  in 
the  abdominal  cavity  is  much  too  detailed.  The 
chapters  on  fractures  and  dislocations  are  excellent. 

Rudolph  Nissen 
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[Continued  from  page  2161 

and  x-ray,  Dr.  W.  E.  Achilles.  . .Dr.  E.  A.  Ryken- 
boer,  as  secretary  of  the  Niagara  Falls  Memorial 
Hospital’s  board  of  trustees.  ..As  president  of  the 
Medical  Board  of  St.  Joseph’s  Hospital,  Yonkers, 
Dr.  Nicholas  R.  Locascio. 

Appointed. — To  medical  staff  at  Gibbs  Medical 
Building,  Cortland,  Dr.  Charles  H.  Luss,  formerly 
resident  physician  at  the  Indiana,  Pennsylvania, 
Hospital  and  graduate  in  1945  of  the  College  of 
Medical  Evangelists.  . . Dr.  Arthur  E.  Laidlavv,  Larch- 
mont,  as  associate  pediatrician  at  the  Mary  Imo- 
gene  Bassett  Hospital,  Cooperstown,  where  he  has 
been  acting  director  of  the  pediatric  service  since 
September.  A graduate  of  the  Yale  School  of  Medi- 
cine, Dr.  Laidlaw  is  also  of  the  staff  of  the  Presby- 
terian Hospital  and  Vanderbilt  Clinic,  New  York 
City;  St.  Agnes  Hospital,  White  Plains;  United 
Hospital,  Port  Chester;  and  is  a member  of  the 
faculty  of  Columbia  University. . .Dr.  David  P. 
Boyd,  Amsterdam,  to  the  surgical  staff  of  the  Lahey 
Clinic  in  Boston. 


Woman’s  Auxiliary 

[Continued  from  page  220] 

Schoharie  County 

On  October  14,  the  Schoharie  County  Medical 
Society  Auxiliary  was  organized,  under  the  direction 
of  Mrs.  Herman  W.  Galster,  Scotia,  State  chairman 
of  organization,  making  a total  of  40  organized  units 
in  the  State. 

Suffolk  County 

A scholarship  for  a student  nurse  will  be  sponsored 
as  this  year’s  project  by  members  of  the  Suffolk 
County  Auxiliary,  Mrs.  Myron  Hafer,  president,  has 
announced. 

To  raise  funds  for  this,  a benefit  dance  was  held 
on  December  27  at  the  Riviera  Beach  Club,  Bright- 
waters. 

Sullivan  County 

Bringing  the  final  total  of  organized  units  to  41, 
the  Sullivan  County  Auxiliary  was  reformed  on  No- 
vember 14  as  an  active  organization.  A request  for 
100  per  cent  New  York  State  organization  has  been 
made  by  Mrs.  Davis  B.  Allman,  national  chairman. 

Tompkins  County 

In  its  first  year  of  existence,  the  Tompkins  County 
Auxiliary  has  completed  an  active  program,  with 
their  immediate  aim  to  educate  members  in  regard 
to  current  happenings  in  health  circles. 

In  October,  a symposium  on  “The  Present  State 
of  the  Proposed  Health  Center”  was  presented  at 
the  regular  meeting.  The  County  Health  Com- 
mission, its  outline,  set-up,  and  scope,  was  discussed 
at  the  November  session,  and  in  January,  Dr.  Nor- 
man Moore  will  talk  on  social  medicine. 

Mrs.  Frederick  Beck  is  president  of  the  Tompkins 
County  Auxiliary. 

POSITION  WANTED 

Veteran,  age  32,  married,  seeks  a general  practice  or  as- 
eistantship.  One  year  internship,  4 years  Army,  one  year 
medical  residency.  Box  105,  N.  Y.  St.  Jr.  Med. 


Queens — General  Medical  Practice  for  17  years.  Fully 
equipped  office  with  living  quarters;  apartment  house;  at- 
tractive lease.  Phone  Virginia  3-4001. 


CLASSIFIED 


REAL  ESTATE 


UNFURNISHED  PROFESSIONAL  APTS. 


8th  Ave. , 63,  Brooklyn.  Small  apt.  unfurnished  for  profes- 
sional use  only.  Apply  Supt.  on  premises  or  call  BO-9-0480. 


HOSPITALS  AND  SANATORIA  FOR  SALE 


Exceptional  opportunity  for  doctor  interested  in  physical 
medicine  to  take  over  ethical  institution  administering 
bydrophysioelectric  measures;  valuab'e  adjunct  in  arthritis, 
orthopedics,  neurology,  rehabilitation,  industrial  and  health 
groups;  equipped  for  100  cases  daily;  serving  medical  pro- 
fession 47  years  New  York  City;  may  be  obtained  for  in- 
ventory value.  Box  6076,  N.  Y.  St.  Jr.  Med. 


POSITION  WANTED 


Internist,  Diplomate  American  Board,  desires  location  or 
office  space  in  upstate  New  York.  Box  6071,  N.  Y.  St. 
Jr.  Med. 


For  Patents 


Consult:  Z.  H.  POLACHEK, 

Reg.  Patent  Attorney, 

1234  Broadway  (at  3 1st)  N.  Y.  LOngacre  5-3088 


FOR  SALE 


Unused  ILLE  stationary  whirlpool,  including  mixing  valve, 
35"  x 33"  x 18".  $300.00.  Dr.  Cooper,  1381  Virginia  Ave., 

Bronx,  62,  N.  Y.— Underhill  3-7832. 


Private  Neuro-Psychiatric  Hospital  near  New  York  City  is 
desirous  of  obtaining  resident  associate  physician  with  N.  Y. 
State  License.  Box  101,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


Office:  Medical  Group  Building,  St.  George,  Staten  Island. 
Suitable  for  Ophthalmologist  or  Oto-laryngologist.  Phone: 
Gibralter  7-3132. 


FOR  SALE 


List  of  20  authoritative  diets,  typewriter  fac-simile,  with 
printed  letterhead.  Specimen  and  details  on  request.  P.S 
Meyers,  152  Van  Houten  Ave.,  Passaic,  N.  J. 


SUPERIOR  PERSONNEL  Assistants  and  execu- 
tives in  all  fields  of  medicine — young  physicians,  department 
heads,  nurses,  staff  personal,  secretaries,  anaesthetists, 
dieticians  and  technicians 


dLjJtA-Zij — — 


NEW  YORK  MEDICAL  EXCHANGE 

489  FIFTH  AVE.,  NY  C (AGENCY)  MUHRAX  HILL  2-0676 
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The  new  Westinghouse  RX  unit  is  so  easy  to 
convert  from  fluoroscopy  to  radiography  — 
and  back  again  — that  it  is  only  a matter  of  a 
few  effortless  seconds  to  make  the  switch. 

Employing  an  unusual  tilting  feature,  plus 
perfect  counterbalancing,  the  RX  revolves  to 
vertical  and  horizontal  positions  where  it  is 
automatically  locked  for  operation. 

This  swift,  easy  conversion  — from  one  side 
of  the  table  to  the  other  — is  only  one  of  11 
plus  features  in  the  RX  . . . the  only  low-cost 
unit  adaptable  for  prone  and  erect  fluoroscopy 
and  prone  and  erect  Bucky  radiography.  You 
save  not  only  on  cost  but  on  floor  space,  for  in 
the  vertical  position  the  RX  occupies  an  area 
of  only  6 square  feet.  Only  one  tube  is  needed 
for  all  radiographic  and  fluoroscopic  techniques. 


For  the  complete  story  on  the  “RX”  or  other 
Westinghouse  X-Ray  equipment  write  to  Dept. 
S.P.,  Westinghouse  Electric  Corp.,  40  Wall 


Street,  New  York  5,  N.  Y.  or  call  any  of  the 
following  oflices: 

NEW  YORK  21,  N.  Y.  1114  1st  Av.  RE  7-8520 
NEWARK  2,  N.  'J.  1180  Raymond  Av.  MA  2-0200 
BUFFALO  3,  N.  Y.  814  Elliot  Sq.  Bldg.  WA-3966 
ALBANY  4,  N.  Y.  456  N.  Pearl  St.  5-3381 

ROCHESTER  7,  N.  Y.  1048  Univ.  Av.  Monroe  1635 
SYRACUSE  4,  N.  Y.  420  N.  Geddes  St.  2-1361 

UTICA,  N.  Y.  113  No.  Genesee  St.  4-1194 


SARANAC  LAKE,  N.  Y.  88  Maine  St.  Box  671  1-200 
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PLANTS  IN  25  CITIES  . . . Of 
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’lc*l  At  MCA 


Contains  0.2%  Furacin 
(brand  of  nitro  fura- 
zone:  5-nitro-2-furalde- 
hyde  semi-carbazone)  in 
a water-soluble  base. 


INDICATIONS: 

Infected  surface  wounds,  or  for  the 
prevention  of  such  infection 
Infections  of  second  and  third  de- 
gree burns 

Carbuncles  and  abscesses  after  sur- 
gical intervention 
Infected  varicose  ulcers 
Infected  superficial  ulcers  of  dia- 
, betics 

^ Impetigo  of  infants  and  adults 
Treatment  of  skin-graft  sites 
Osteomyelitis  associated  with  com- 
pound fractures 

Secondary  infections  of  dermato- 
phytoses. 


Another  of 

its  several  advantages 

THE  WIDE  ANTIBACTERIAL  SPECTRUM 
of  Furacin  Soluble  Dressing  in  vitro  includes 
the  majority  of  bacteria  found  in  surface  infec- 
tions, including  both  gram-negative  and  gram- 
positive organisms*.  Clinical  effectiveness 
against  these  organisms  does  not  necessarily 
correspond  to  results  in  vitro. 


NORWICH,  NEW  YORK 


♦ Dodd.  M.  C.  & Stillman.  \V.  B. : Pharmacol.  & Kxper.  Therap.  82:11.  1041. 

♦ Unpublished  work  from  the  Research  Department  of  Eaton  Laboratories. 
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Wri,e  Parke,  Davis  & Company, 


Some  things  you  should  know  about  the  common  cold 


No  209  in  a series  of  messages  from  Parke , Day  is  & Co. 
on  the  importance  of  prompt  and  proper  medical  care. 


A/JT  ost  people  in  the  United  States  and  Canada  have 
two  or  more  colds  a year,  each  lasting  about  two 
weeks  and  causing  a considerable  amount  of  stuffy  dis- 
comfort. 

The  danger  of  the  common  cold  lies  mainly  in  the 
other  infections  that  may  follow  after  it.  For  a cold  lessens 
your  resistance,  and  is  likely  to  pave  the  way  for  other, 
more  serious,  respiratory  ailments. 

Sinusitus,  ear  infections,  bronchitis,  and  the  various 
forms  of  pneumonia  are  frequently  ushered  in  by  a cold. 
Pneumonia,  particularly,  is  likely  to  attack  a person  who 
is  overtired,  or  run-down  because  of  a severe  cold. 

True,  many  of  these  respiratory  diseases  are  not  as 
dangerous  as  they  used  to  be.  (Modern  infection-fighting 
drugs — such  as  penicillin  and  the  sulpha  drugs— offer 
highly  effective  treatment  for  many  cases.) 

But,  of  course,  it  is  always  better  to  prevent  a serious 
illness  whenever  possible. 

If  you  have  a cold,  it’s  just  good  sense  to  stay  away 


from  people,  to  avoid  spreading  the  infection:  and  to  get 
plenty  of  rest — in  bed  if  possible. 

If  your  cold  is  accompanied  by  fever,  a persistent  cough, 
or  a pain  in  the  chest,  face,  or  ear,  call  your  doctor  at  once. 

The  sooner  you  seek  his  help,  the  more  he  can  do 
to  help  you  avoid  a long  and  serious  illness. 

And,  in  the  case  of  children,  an  early  examination  may 
disclose  that  what  appears  to  be  only  a cold  may  instead 
be  a starting  symptom  of  an  entirely  different  disease,  such 
as  measles  or  scarlet  fever. 

SEE  YOUR  Doctor.  Never  try  the  foolhardy  experiment 
of  dosing  yourself.  Your  doctor's  treatment  of  one 
illness  may  be  quite  different  from  his  treatment  of  another 
illness  which  appears  the  same  to  you. 

Let  your  doctor  diagnose  your  ailments.  Let  him  decide 
what  treatment  is  best  for  your  particular  case.  Then 
follow  his  instructions  to  the  letter.  His  advice  is  the  only 
advice  you  should  take  on  any  question  that  concerns 
your  health. 


Makers  of  medicines  prescribed  by  physicians 

COPYRIGHT  IMS 


I.  PARKS.  DAVIS  » CO. 


PARKE,  DAVIS  & CO. 


Raiaarch  and  Manufacturing 
loboratoriui,  Detroit  32,  Mich. 


Experience  is  the  Best  Teacher 

JOHN  HUGHES  BENNETT  (1812-1875)  proved  it  in  histology 

Bennett’s  experiences,  gained  by  linking  physiology  with  clinical  medicine, 
led  him  to  institute  the  practical  study  of  histology,  to  recognize 
the  medicinal  value  of  cod  liver  oil,  and  to  be  the  first 
to  describe  the  blood  condition  leukemia  — Bennett’s  disease. 


R.  J.  Reynolds  Tobacco  Company,  Winston-Salem.  N.  C. 


s!  And  experience  is  the  best  teacher  in  smoking,  too! 


DURING  the  wartime  cigarette  shortage, 
people  smoked  many  different  brands — any 
brand  they  could  get.  And  as  they  smoked — they 
naturally  compared  the  different  brands  . . . for 
taste,  for  mildness,  for  coolness  . . . for  all-round 
smoking  enjoyment.  More  and  more  smokers 
found  from  the  experience  of  those  comparisons 
that  Camels  suit  them  best. 

Result?  More  people  are  smoking  Camels  than 
ever  before! 

According  to  a IValionivide  surrey: 


1 tore  Doctors  Smoke  CAMUJIsS 


than  any  other  eiyarette 

Three  nationally  known  independent  research  organizations  asked 
113,597  doctors  — in  every  branch  of  medicine  — to  name  the  cigarette 
they  smoked.  More  doctors  named  Camel  than  any  other  brand. 
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Operates 
with  plates, 
drum,  pads, 
cable,  etc. 


Liebel-Flarsheim  is  an  outstanding  name  in  the  field  of 
medical  diathermy.  The  L-F  Model  SW-227  embodies  all 
the  latest  improvements  in  diathermy  apparatus.  It  is 
of  single-tube  construction,  “Wavemaster”  frequency- 
controlled,  and  features  all  leading  types  of  treatment 
applicators  . . . hinged  treatment  drum,  air-spaced  plates, 
pads,  cable,  etc. 

F.C.C.  TYPE  APPROVAL  NO.  D-472 

— which  is  your  guarantee  of  freedom  from  worry  over 
non-conformance  with  the  new  government  regulations. 

WRITE  FOR  FACTUAL  BOOKLET 
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REGULATION  OF  MEDICAL  DIATHERMY" 
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Protein 

Hydrolysate 

Baxter 


For  flexibility  in  protein  hydrolysate 
therapy,  Baxter  gives  you  two  solutions 
— 5%  Protein  Hydrolysate  and  5%  Pro- 
tein Hydrolysate  with  5%  Dextrose. 
Autoclaved  to  assure  sterility,  these  solu- 
tions meet  the  same  high  standards 
applied  to  all  Baxter  products. 

The  unique  flexibility  is  characteristic 
of  the  integrated  Baxter  program  of 
parenteral  therapy  with  its  wide  selection 
of  solutions,  equipment  and  standardized 
procedures.  No  other  method  is  used  by 
so  many  hospitals.  Write  for  full  infor- 
mation and  literature. 


Baxter 


PIONEER  NAME  IN 
PARENTERAL  THERAPY 


Manufactured  by 

BAXTER  LABORATORIES 

Morton  Grove,  Illinois  • Acton,  Ontario 


Distributed  and  available  only  in  the  37  states  east  of  the  Rockies  through 

AMERICAN  HOSPITAL  SUPPLY  CORPORATION 

EVANSTON,  ILL.  • NEW  YORK  • ATLANTA  • WASHINGTON,  D.  C. 
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In  manifest  vitamin  deficiencies  it  is  inadvisable  and 
impractical  to  rely  primarily  on  dietary  correction.  The 
deprivation  of  essential  nutrient  factors  usually  has 
existed  for  many  years,  and  it  is  important  to  give 

jate  treatment  in  order  to  restore  health  promptly. 

’luraxin  is  especially  designed  for  intensive  vitamin  therapy. 

Therapeutic  Formula:  Pluraxin 

Vitamin  A (from  fish  liver  oil)  25,000  U.S.P.  Units 

. 15  mg. 

. 10  mg. 

. 2 mg. 

. 150  mg. 

. 10  mg. 

. 150  mg. 

1,000  U.S.P.  Units 

Same  formula  with  folic  acid  5 mg.  per  capsule 

One  capsule  daily  is  usually  sufficient.  Some  patients  may  require 
larger  doses  at  first.  In  vitamin  therapy,  "it  is  far  better  to  prescribe 
too  much  than  too  little,  too  soon  rather  than  too  late"  (Spies). 
Available  in  bottles  of  30  and  100  capsules. 

PLURAXIN 

Now  also  Pluraxin  with  FOLIC  ACID 


Vitamin  Bi  (thiamine)  . 
Vitamin  B2  (riboflavin). 
Vitamin  B6  (pyridoxine) 
Nicotinamide  . 

Calcium  pantothenate  . 
Vitamin  C (ascorbic  acid) 
Vitamin  D2  (calciferol)  . 


The  businesses  formerly  conducted  by  Winthrop  Chemical  Company,  Inc. 
and  Frederick  Stearns  & Company  are  now  owned  by  Winthrop-Stearns  Inc. 


PLURAXIN,  trademark  reg  U.  S.  Pot.  Off.  & Canada 
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to  our  aged  medical  colleagues  and 
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The  Physicians’  Home 
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Chas.  Gordon  Heyd,  M.D.,  President 
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When  pregnancy  is  contraindicated 
maximal  protection  is  assured  by  the  new 
Lanteen  technique.  The  mechanical 
protection  afforded  by  the  Lanteen  Flat 
Spring  Diaphragm  is  combined  with  the 
spermatocidal  activity  of  the 
Lanteen  Vaginal  Jelly. 


Complete  description  of  the  New  Technique  and  physician’ s package  will  be  sent  upon  request. 


LANTEEN  FLAT  SPRING  DIAPHRAGM 

Easily  Fitted — Collapsible  in  one  plane 
only,  Lanteen  Flat  Spring  Diaphragm  is 
easily  placed  without  the  aid  of  art  inserter. 

Long  Lasting — Made  of  finest  rubber, 
Lanteen  Diaphragms  are  guaranteed  against 
defects  for  a period  of  one  year. 


LANTEEN  VAGINAL  JELLY 

More  Effective — Lanteen  Jelly  gives  greater 
protection  by  combining  spermatocides  in  a 
jelly  readily  miscible  with  vaginal  secretions. 

Non-irritating,  Non-toxic — Lanteen  Vag- 
inal Jelly  is  bland,  safe,  soothing  and  is  rapidly 
destructive  to  spermatozoa. 


V 


Ethically  Promoted — Advertised  only 
to  the  medical  profession. 


iiit  teen 


LANTEEN  MEDICAL  LABORATORIES,  INC. 

900  North  Franklin  Street 
Chicago  10,  Illinois 
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In  Congestive  Heart  Failure 


BILHUBER-KNOLL  CORP. 


ORANGE, 
NEW  JERSEY. 


quickly  acting  diuretic  and  myocardial  stimulant 

DOSE:  I tablet  (4  grains)  two  to  four  times  a day. 
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In  a recent  report*  it  is  shown  that  the  specific  pathogens 
of  vaginal  infections  require  definite  pH  ranges 
for  their  continued  existence.  Moreover,  a shift  in  pH 
beyond  these  ranges  provides  an  unfavorable  environment 
for  these  various  pathogenic  organisms. 

FLORAQUIN  — a product  of  Searle  Research  — 

aims  at  restoring  and  maintaining  a vaginal  environment 
unfavorable  to  the  growth  of  pathogenic  flora.  Floraquin 
contains  Diodoquin-Searle  (5,  7-diiodo-8-hydroxyquinoline), 
a potent  trichomonacide  and  fungicide,  combined  with 
lactose,  dextrose  and  boric  acid  adjusted  so  that  the 
depleted  glycogen  is  restored,  the  desired  vaginal  pH  of 
3. 8-4. 4 is  effected  and  the  normal  vaginal  flora  is  manifested. 

FLORAQUIN  POWDER  — for  office  insufflation; 

1 oz.  and  8 oz.  bottles. 

FLORAQUIN  TABLETS  — for  patient's  use;  boxes  of  24. 

Floraquin  and  Diodoquin  are  the  registered  trade- 
marks of  G.  D.  Searle  & Co.,  Chicago  80,  Illinois 

*Boehme,  E.  J.:  Trichomonas  Vaginalis  Vaginitis ; Diagnosis,  Treatment,  Causes 
of  Failure  in  Treatment,  S.  Clin.  North  America  2 5:545  (June)  1945. 
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FOR  HYPOCHROMIC  ANEMIAS 

...  a highly  effective  combination  of  iron, 
liver  (containing  Whipple  antianemia 
and  natural  vitamin  B complex  fractions), 
and  important  crystalline  B factors. 

HEMO-VITONiN 

Trademark 


Liquid 


BUFFINGTON’S,  INC. 

Pharmaceutical  Chemists  Since  1865 

WORCESTER  8,  MASS. 


4 


. . . especially  adapted  to  pediatric  and 
geriatric  use.  It  offers  the  following  ad- 
vantages: 

• Palatability  (no  liver  or  iron  taste) 

• excellent  toleration  • does  not  stain 
teeth  • miscible  with  milk  and  other 
liquids  • low  alcohol  content 
SUPPLIED:  Bottles  containing  8 oz. 
and  1 gal. 


HEMO-VITONIN 

Trademark 

Tablets 

• Convenient  • well  tolerated  • potent 

• easy-to-take 

SUPPLIED:  Bottles  of  100  and  1,000 
coated  tablets. 

Clinical  experience  has  established  the 
efficacy  of  both  the  liquid  and  tablet 
forms  in  assuring  rapid,  lasting  hema- 
tinic  benefit. 


INDEX  TO  ADVERTISERS 


Abbott  Laboratories 254 

The  Alkalol  Company 332 

American  Hospital  Supply  Corporation 231 

A.  C.  Barnes  Company 247 

Dr.  Barnes  Sanitarium 334 

Baxter  Laboratories 231 

Baybank  Pharmaceuticals,  Inc.  . . 241 

Bilhuber- Knoll  Corp 236 

Brigham  Hall  Hospital 334 

Bristol  Laboratories  Inc 329 

Brown's  Medical  Bureau 335 

Brunswick  Home 334 

Buffington's,  Inc 238 

Certified  Blood  Donor  Service 248 


Ciba  Pharmaceutical  Products,  Inc. 


2nd  cover 


Commercial  Solvents  Corporation 240 

Copiague  General  Hospital 333 

E.  K.  Demmel  Company 232 

Doak  Co.,  Inc 248 

Eaton  Laboratories  Inc 225 

Falkirk  in  the  Ramapos 334 
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Interpines...". 333 
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Mandl  School 332 
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National  Discount  & Audit  Co 332 
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R.  J.  Reynolds  Tobacco  Company 227 

Schenley  Laboratories,  Inc 243 

Sobering  Corporation 249 
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Iir-Pen  provides: 

I.  The  potent  antibacterial  action  of  penicillin 
!.  The  quick  and  lasting  vasoconstriction 
of  'Paredrine' 


very  physician  will  recognize  the  value  of  Par-Pen 
i appropriate  upper-respiratory  conditions. 

mith,  Kline  & French  Laboratories,  Philadelphia 


i!  penicillin-vasoconstrictor  combination 

for  intranasal  use 


of  Penicillin  Administration 


to  Infants  and  Children 

„ # 

Ooluble  Tablets  Crystalline  Penicillin  provide  a new  and 

convenient  means  of  instituting  penicillin  therapy  in  infants  and 

young  children.  These  small  tablets  of  crystalline  penicillin  G 
potassium  are  composed  entirely  of  penicillin,  and  contain 

neither  binder  nor  excipient.  Readily  soluble,  they  may  be 
administered  with  the  milk  formula  to  infants,  or  dissolved  in  milk 
or  water  before  being  given  to  young  children.  Thus  the  need 
for  hypodermic  injection  is  obviated  in  the  treatment  of  many 

penicillin-responsive  infections  and  administration  can  be  made 
by  the  mother.  Their  presence  in  solution  produces  no  discernible 
alteration  in  taste.  Dosage,  100,000  units  or  more  every  3 to  4 hours. 

Each  Soluble  Tablet  Crystalline  Penicillin  contains 
50,000  units  and  is  individually  sealed  in  aluminum  foil. 

Supplied  in  boxes  of  24  tablets  and  available  at  all  pharmacies. 


A DIVISION  OF  COMMERCIAL  SOLVENTS  CORPORATION 
17  E.  42nd  ST.,  NEW  YORK  17,  N.  Y. 


Baybank  Presents 


for  local 
application 
to  burns 

and  wounds 

: 


Vaseline’"‘“ 

Petrolatum  Gauje  Dressing 

(Type  I Absorbent  Gauze  U.  S.  P.  3"  x 36" 
Impregnated  with  "Vaseline"  White  Petroleum  Jelly  U.  S.  P.) 

Sterile 

BAYBANK  PHARMACEUTICALS,  INC. 

NEW  YORK  4,  N.  Y.  • MADE  IN  U.  S.  A. 

Division  of  Chesebrough  Mfg.  Co.  Cons'd. 

SEE  INSTRUCTIONS  ON  REVERSE  SIDE 


First  developed  exclusively  for  our  Armed  Forces 
during  World  War  II,  “Vaseline”*  Sterile 
Petrolatum  Gauze  Dressings  are  now  made 
available  to  the  civilian  medical  profession,  for 
first  aid  and  definitive  local  therapy  of  burns  . . . 
as  a bland  dressing  and  protective  covering  for 
numerous  purposes  . . , and  as  a wound  pack. 
Today  in  both  military  and  civilian  circles  the 
superiority  of  petrolatum  applications  is 
generally  conceded  — because  they  are  bland  and 
non-adherent,  and  appear  to  permit  more  rapid 
healing  than  tissue-devitalizing  escharotics  . . . 
also  they  are  non-irritant  and  non-stimulating. 
Baybank  Dressings  are  strips  of  sterile,  fine- 
meshed,  (44/36)  absorbent  cotton  gauze, 
uniformly  saturated  in  a sterile  atmosphere  with 
sterilized  white  petroleum  jelly,  accordion-folded, 
and  heat-sealed  in  moisture-proof  aluminum 
foil  envelopes— they  are  thus  dependably  sterile 
. . . protected  against  extremes  of  temperature  and 
humidity  . . . and  ready  for  immediate  use  anywhere, 
any  time.  When  drawn  to  full  length,  they  are 
3 x 36  inches  — supplied  6 envelopes  to  the  box. 
Handy  for  physicians’  hags,  first-aid  kits,  etc. 


bland,  non-adherent, 
non-irritant,  in  Individual 
STERILE  Packages 
for  dressing,  covering 
or  packing . 


The  emerging  end  of 
dressing  is  applied  to  wound 
(at  the  same  time  that 

pleated  portion  Is  with - BIBLIOGRAPHY:  1.  Allen.  H.  S.  and  Koch,  S.  L.:  Sur*..  (Tynec.  and 

drawn),  with  a motion  0ba..  74;9U  1942  2.  Cannon.  B.:  SorKery.  15:1711.  1944. 

3.  Clowes.  G.H.A.:  Annals  of  Surg.,  118:761.  1943.  4.  Conklin, 
F.  L.:  Mil.  Surgeon.  96:139.  1945.  5.  Hirshfeld.  J.  W.  et  al. : 
Surg..  Gynec.  and  Obst.,  76:656,  1943.  6.  Lund.  C.  C.  et  al. : Int. 
Abst.  Surg..  82:443.  1946.  7.  Lyon.  D.  W.:  J.  Maine  M.  A., 
36:19.  1946.  8 McClure.  R.  I).  and  Lam.  C.  R. : J.  A.  M.  A.. 
122:909,  1943.  9.  MacLaughlin.  C.  W. : Nebraska  M.  J..  31:11.  1946. 

10.  Porter,  J.  E.:  Surg.,  Gynec.  and  Obst..  78:477.  1944. 
11.  Romence,  H.  L.:  Am.  J.  Surg.,  73:340.  1947. 


similar  to  that  used  with  a 
roller  bandage.  Dressing  may 
be  cut  Into  strips  of 
preferred  dimension,  or 
folded  into  pads  of  thickness 
desired,  or  used  full  length. 


gAYB£N|^ 


Baybank  Pharmaceuticals.  Inc  — a sub- 
sidiary of  the  world-famous  ChcseorouKh 
Mfg  Co  Cons'd -has  been  established 
to  bring  to  the  medical  profession  a 
series  of  distinctively  new  ethical  medic- 
aments, progressively  formulated,  author- 
itatively tested,  and  of  lasting  merit. 


Baybank  Pharmaceuticals,  Inc.,  17  State  Street,  New  York  4,N.  Y. 

•Trade-Mark  Reg  U S.  Pat  on.  Division  oj  Chesebrough  Mfg.  Co.  Cons'd 
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The  season  of  throat  affections  is  here. 

Thantis  Lozenges  have  proved  especially 
effective  in  soothing  and  relieving  these 
conditions.  The  effectiveness  of  Thantis 
Lozenges  is  due  to  two  active  ingredients: 

Merodicein*  an  antiseptic  which  pre- 
vents the  development  of  bacteria  even  in 
great  dilution. 

Saligeninj  a mild  local  anesthetic  which 
relieves  the  discomfort  of  throat  infections. 

Thantis  Lozenges  are  antiseptic  and 
anesthetic  for  the  mucous  membranes  of 
the  throat  and  mouth.  Complete  literature 
on  request. 

Supplied  in  vials  of  twelve  lozenges  each. 

* Merodicein  is  the  H.  W.  & D.  trade  name  for  monohydroxy- 

mercuridiiodoresorcinsulfonphthalein-sodium. 
t Saligenin  is  orthohydroxybenzylalcohol,  H.  W.  & D. 


HYNSON,  WESTCOTT  & 
DUNNING,  Inc.  ‘Baltimore  1,  J\id. 
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Acnomel  (Smith,  Kline  & French  Labs.) 331 

Alkalol  (The  Alkalol  Company) 332 

ArBeC  (Fellows  Medical  Mfg.  Co.,  Inc.) 228 

Argyrol  (A.  C.  Barnes  Company) 247 

Aspergum  (White  Laboratories,  Inc.) 244-245 

Baxter  Solutions  (Baxter  Laboratories) 231 

Cruricast  (E.  K.  Demmel  Company) 232 
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Corporation) 240 

Dexedrine  Sulfate  (Smith,  Kline  & French 

Labs.) 229 

Dienestrol  (White  Laboratories,  Inc.) 253 

Eskadiazine  (Smith,  Kline  & French  Labs.).  . 

3rd  cover 

Eskav’s  Oralator  (Smith,  Kline  & French 

Labs.) 258 

Floraquin  (G.  D.  Searle  & Co.) r . 237 

Furacin  (Eaton  Laboratories  Inc.) 225 

Hemo-Vitonin  (Buffington’s,  Inc.) 238 
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Company) 4th  cover 
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Penicillin  Vaginal  Suppositories  (Bristol  Labo- 
ratories Inc.  ) 329 

Penicillin  Vaginal  Suppositories  (Schenley 

Laboratories,  Inc.) 243 

Phyllicin  (Bilhuber-Knoll  Corp.) 236 

Pluraxin  (Winthrop-Stearns  Inc.) ...........  233 

Protein  Hydrolysate  (American  Hospital  Sup- 
ply Corporation) 231 

Prothricin  (Sharp  & Dohme) 260 

Rav-Formosil  (Rhymer  Pharmacal  Company)  250 

Salinidol  (Doak  Co.,  Inc.) 248 

Sodascorbate  (Van  Patten  Pharmaceutical 

Co.) 259 

Thantis  Lozenges  (Hynson,  Westcott  & Dun- 
ning, Inc.) 242 

Thephorin  ‘Roche’  (Hoffmann-La  Roche  Inc.)  246 

Trasentine-Phenobarbital  (Ciba  Pharmaceu- 
tical Products,  Inc.) 2nd  cover 

Unicap  (Upjohn  Company) 255 

Vaginal  Jelly  (Lanteen  Medical  Laboratories, 

Inc.) 235 

Valerianets-Dispert  (Standard  Pharmaceutical 

Co.,  Inc.) 333 

Vaseline  Petrolatum  Gauze  Dressing  (Bay- 
bank  Pharmaceuticals,  Inc.) 241 

Dietary  Foods 

S-M-A  (Wyeth  Incorporated) 251 

Medical  and  Surgical  Equipment 

Diathermy  Apparatus  (The  Liebel-Flarsheim 
Co.) 230 

Miscellaneous 

Cigarettes  (Philip  Morris  & Co.,  Ltd.,  Inc.) . . 257 

Cigarettes  (It.  J.  Reynolds  Tobacco  Company)  227 

Sheep  Cells  (Certified  Blood  Donor  Service) . . 248 
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CERVICITIS 


PENICILLIN  VAGINAL  SUPPOSITORIES 


Particularly  useful  in  the  medical  and  surgical  management  of  cervicitis  due  to  (or  complicated  by) 
penicillin-sensitive  organisms. 

ADVANTAGES  • Potent  dosage  at  site  of  infection  — each  suppository  provides  100,000  units  of 
penicillin  • Painless  administration  • Simplicity  and  convenience. 

Early  favorable  response  establishes  the  effectiveness  of 
Penicillin  Vaginal  Suppositories  Schenley. 

Suggested  Dosage:  One  suppository  on  retiring  or  as  required. 

SCHENLEY  LABORATORIES,  INC. 

Executive  Offices:  350  Fifth  Ave,  New  York  1,  N.  Y. 

Supplied  in  boxes 
of  6 and  12 


© Schenley  Laboratories,  Inc. 


Pleasant  “Salivary  Analgesia”  i 


Pharmaceutical  Manufacturers,  Newark  7,  N.  J. 


lumimiHiMH— HHimw 


Sore  Throat ...  Fever. ..  Headache ..  .Tonsillitis 


Widely  used  for  its  prolonged  analgesic  action  in 


post-tonsillectomy  care  and  pharyngitis,  Aspergum 


has  also  proved  a pleasant,  easy  method  of  administering 


aspirin  for  its  analgesic-antipyretic  effect  in  the  common 


cold  and  other  non-specific  febrile  conditions. 


The  palatable  chewing  gum  base  of  Aspergum  is  particularly 


appealing  to  children.  Each  tablet  of  Dillard’s  Aspergum 


contains  31/2  grains  of  aspirin. 


Ethically  promoted.  In  packages  of  16; 

■ 

moisture-proof  bottles  of  36  and  250. 
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• 

anno  u 

r n c i n g 

Thephorin  'Roche’ 


a NEW  antihistamine 


highly  effective 
well  tolerated 


in  allergic  disorders 


As  a new,  highly  effective  antihistamine,  Thephorin  'Roche'  offers 
significant  advantages  in  the  treatment  of  allergic  disorders.  In 
contrast  with  other  antihistamine  drugs  now  available,  Thephorin 
rarely  causes  drowsiness;  in  fact,  it  has  a mildly  stimulating  effect  in 
some  cases. 


Clinical  experience  covering  1500  cases  demonstrates  that  The- 
phorin is  sometimes  effective  when  other  antihistamines  have  failed 
to  provide  relief.  Moreover,  it  has  a lower  incidence  of  annoying 
side  reactions. 


Thephorin*  is  available  in  oral  tablets,  25  mg  each,  bottles  of  50 
and  100,  and  as  a palatable  syrup,  10  mg  per  teaspoonful  (4  cc), 
bottles  of  4-oz  and  1-pt.  For  a free  trial  supply  of  Thephorin,  write 
to  Department  T-4. 


T.  M.— Thephorin— Reg.  U.  S.  Pat.  Off. 

*Brand  of  phenindamine.  Chemically,  Thephorin  is  2-methyl-9-phenyl-2,3,4,9- 
tetrahydro-1 -pyridindene  hydrogen  tartrate. 


HOFFMANN-LA  ROCHE  INC.  • NUTLEY  10  • N.  J. 


. • • Decongestion  Without  Rebound 


It  becomes  increasingly  evident  that 
the  compensatory  congestion  follow- 
ing use  of  many  vasoconstrictors  is 
creating  the  seeming  necessity  for 
repeated  use — thus  creating  the 
vicious  circle  which  leads  so  fre- 


guently  to  Rhinitis  Medicamentosa. 

This  undesirable  result  is  avoided 
by  following  the  argyrol  Technigue, 
which  attains  decongestion  without 
rebound,  thus  more  readily  restor- 
ing normal  function. 


The  argyrol  Technique* 

1.  The  nasal  meatus  ...  by  20  per  cent 
ARGYROL  instillations  through  the 
nasolacrimal  duct. 

2.  The  nasal  passages  . . . with  10  per 
cent  ARGYROL  solution  in  drops. 

3.  The  nasal  cavities  . . . with  10  per  cent 
ARGYROL  by  nasal  tamponage. 

*References  on  request 


Its  3-Fold  Effect* 

1.  Decongests  without  irritation  to  the 
membrane  and  without  ciliary  injury. 

2.  Definitely  bacteriostatic,  yet  non-toxic 
to  tissue. 

3.  Cleanses  and  stimulates  secretion, 
thereby  enhancing  Nature's  own  first 
line  of  defense. 


ARGYROL  t/e  jf/cc/'caZfc/t 

Iff  ttca/my  fla/ia  - nma/ 


^/fctces 


A.  C.  BARNES  COMPANY 


NEW  BRUNSWICK,  N.  J. 


ARGYROL  is  a registered  trade  mark , the  property  of  A.  C.  Harries  Company 
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MALPRACTICE  INSURANCE 
PROTECTION* 

Jor 

INFORMATION,  ADVICE 
or  ASSISTANCE 

rejer  to 

HARRY  F.  WANVIG 
Authorised  Indemnity  Representative  of 

THE  MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 

70  Pine  Street  New  York  City  5 
Telephone:  Digby  4-7117 
* For  Members  of  the  State  Society  only 


BUY 

SAVINGS  BONDS 


For  Business  Opportunities, 
Real  Estate,  and 
Positions  Wanted 
See 

Page  335 


SALINIDOL 

Formula  U.S.P.H.  Service 


Salicylanilid 5% 

Carbowax 95% 


Ringworm  of  the  Scalp 

(Microsp.  Audouini  or  Microsp. 
Lanosum) 

Saiinidol — Greaseless,  Stainless, 
Odorless.  Easily  removed  with 
water. 

The  hair  must  be  clipped  every 
10  days  and  Saiinidol  applied 
daily. 

Please  write  for  sample  and 
literature. 

DOAKCO.,  INC. 

Cleveland,  Ohio 

NY  2-48 


PRESERVED 

Sheep  Cells 


Gives  accurate  and  reliable  results 
in  complement  fixation  and  hetero- 
phile  anti-body  tests. 

Guaranteed  for  one  month 
from  date  of  shipment. 


Prices 

lOcc  vial $1.50 

30cc  bottle 3.50 


Discounts  on  Monthly  Contracts 

CERTIFIED  BLOOD  DONOR 
SERVICE 

146-16  Hillside  Ave.  Jamaica  2,  N.  Y. 


“ sustaine 


energy... throughout  the  day...” 


The  male  climacteric  occurs  frequently  “in  men  with 
important  responsibilities,  men  who  require 
sustained  energy,  physical  and  mental,  throughout 
the  day  to  perform  competently  their  assigned 
responsibilities.”1  With  Oreton-M* 
(methyltestosterone)  Tablets,  such  patients  can 
often  return  to  their  occupations  with  renewed 
vigor  and  stamina.  Male  sex  hormone  therapy  with 
Oreton-M  Tablets  not  only  is  effective,  hut 
also  has  the  advantage  of  reducing  or 
eliminating  injections. 


ORETON-M 


CORPORATION  • BLOOMFIELD,  NEW  JERSEY 

IN  CANADA,  SCHERINC  CORPORATION  LIMITED,  MONTREAL 


tablets 


(METHYLTESTOSTERONE) 


In  mild  cases  of  male  climacteric,  Oreton-M 
Tablets  alone  are  often  sufficient.  When  symptoms  are 
more  severe,  rapid  control  is  achieved  with  preliminary 
injections  of  Oreton*  (testosterone  propionate  in 
oil).  After  the  acute  symptoms  subside,  "the  patients 
can  be  maintained  on  orally  administered  methyl 
testosterone  until  such  time  as  therapy  may  be 
discontinued.”2  In  such  cases,  the  new,  hir/h  potency 
25  mg.  Orf.ton-M  Tablets  are  especially  useful 
in  effecting  a smooth  transfer  from  parenteral  to 
oral  therapy  at  the  earliest  possible  time. 


PACKAGING:  Oreton  (Schering's  testosterone 
propionate  in  oil)  Ampuls  of  1 cc.,  each  ce.  containing 
5,  10  or  25  mg.;  boxes  of  8,  6 and  50  ampuls.  Also 
multiple  dose  vials  of  10  cc.,  each  cc.  containing 
25  or  50  mg.;  boxes  of  1 vial. 
Oreton-M  (Schering’s  methyltestosterone)  Tablets 
containing  10  mg.,  boxes  of  15,  30  and  100  tablets;  and 
25  mg.,  boxes  of  15  and  loo  tablets. 


BIBLIOGRAPHY:  (1)  Dunn,  C.  W.,  in  discussion 
on  Werner,  A.  A.:  J.  A.  M.  A.  127:705,  1045. 
(2)  Dunn,  C.  W.:  Pennsylvania  M.  J.  45:362,  1042. 
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In  one  series  of  clinic-treated  cases  of  atrophic; 
hypertrophic  and  mixed  arthritis— with  best  re- 
sults in  hypertrophic  and  fibrositic  types. 


Ray-Formosil  for  intramuscular  injection  is  a clini- 
cally proved,  effective  treatment  for  Arthritis  and 
Rheumatism.  It  is  a non-toxic  and  sterile,  buffered 
solution  containing  in  each  cc.  the  equivalent  of: 


FORMIC  ACID  5 mg. 

HYDRATED  SILICIC  ACID  2.25  mg. 


Descriptive  clinical  literature  will  be  furnished  upon 
request.  If  your  dealer  cannot  supply  you,  order 
direct. 


RAYMER  PHARMACAL  COMPANY 

PHARMACEUTICAL  MANUFACTURERS  • PHILADELPHIA  34,  PA. 


(fiite/i  QuoAfoi 
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What  does  S'M“A  stand Sr? 


S-M-A  . . . ? A certain  baby  (wise  beyond  his  years)  explains  those  in- 
triguing letters:  "Sure  Merits  Approval.” 

But  the  baby’s  physician  and  his  colleagues  say,  "S-M-A?  Why,  it 
stands  for  Several  Major  Advantages.”  Some  of  those  advantages  which 
appeal  especially  to  doctors  are  shown  in  the  comparative  analysis  below. 

S-M-A  AND  MOTHER’S  MILK  ARE  THE 
SAME  IN  ALL  THESE  IMPORTANT  RESPECTS: 


FAT — S-M-A  fat  is  like  breast  milk  fat.  The  same  Reichert- 
Meissel,  iodine,  saponification  and  Polenske  numbers;  same 
retractive  index  and  melting  point. 

CARBOHYDRATE— Lactose  07ily. 

PROTEIN — Low  buffer  action,  low  curd  tension;  same  amino 
acids  essential  to  growth. 

VITAMINS  — S-M-A  contains  all  the  essential  vitamins  except 
vitamin  C — a requirement  satisfied  by  regular  orange  or  tomato 
juice  supplement. 

MINERALS — S-M-A  contains  all  the  minerals  known  to  be  essen- 
tial for  babies.  Calcium  and  phosphorus  are  in  proper  balance; 
iron  content  is  ten  times  that  of  human  milk. 


S-M-A  ®is  antirachitic  and  is  as  easily  digested  as  breast  milk.  S-M-A 
infants  develop  firm  tissue  turgor  and  their  nutritional  history  resembles 
that  of  breast-fed  infants. 


When  they  start  on  cereal  . . . 
Cere/®  has  all  nutritional  ad- 
vantages, plus  that  delicious 
papaya-fruit  flavor. 


S-M-A 


® 


WYETH  INCORPORATED 


. PHILADELPHIA  3,  PA. 
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Match,  up  the  people  and  the  horns 

(It  may  mean  money  to  you!) 


The  first  two,  of  course,  are  very  easy. 

The  sea  captain  (1)  goes  with  Cape  Horn 
(2);  and  the  musician  (2)  with  the  French 
horn  (3). 

That  leaves  the  Average  American  (3) 
matched  up  with  the  Horn  of  Plenty  (1). 

As  such  an  American,  you’d  like  that  to 
be  true,  wouldn’t  you? 

It  can  be — and  will  be — for  millions  of 
Americans  who,  today,  are  putting  money 
regularly  into  U.  S.  Savings  Bonds. 

In  ten  years,  as  the  Bonds  mature,  these 
millions  will  find  that  they  have  truly 
created  a Horn  of  Plenty  for  themselves! 


For  they’ll  get  back  $4.00  for  every  $3.00 
they’re  putting  in  today! 

There  are  now  two  easy,  automatic  ways 
to  buy  U.  S.  Savings  Bonds  regularly. 

The  Payroll  Savings  Plan  for  men  and 
women  on  payrolls;  the  Bond -A- Month 
Plan  for  those  not  on  payrolls  but  who 
have  a bank  checking  account. 

If  you’re  not  on  one  of  these  plans,  get 
started  today.  Your  employer  or  banker  will 
give  you  all  the  details. 

Let  U.  S.  Savings  Bonds  fill  up  your  per- 
sonal Horn  of  Plenty  . . . for  the  years  to 
come! 


Automatic  saving  is  sure  saving  . . . 
U.  S.  Savings  Bonds 


Contributed  bv  this  magazine  in  co-operation 
with  the  Magazine  Publishers  of  America  as  a public  service. 


is  a new  potent, 
orally  effective  estrogen — 
a major  contribution  to  the 
field  of  hormone  therapy. 

exerts  a potent  estrogenic  effect 
in  unusually  low  doses — 

0.1  to  0.5  mg.  daily 

in  the  average  menopausal  case. 

is  reported  in  all 

is  synthesized  under 

clinical  studies  to  date  to  effect 

an  original  process 

complete  control  of  menopausal 

which  permits  comparatively 

or  hypo-ovarian  symptoms 

low  cost  to  patient. 

with  an  incidence 
of  side-reactions  of  less  than  1%. 

Supplied  in  small  coated  tablets  of  0.1  mg.  (wh 
and  0.5  mg.  (red)  in  bottles  of  100  and  1000. 

IHUzzit 


DIENESTROL  TAB,KTS 


WHITE  LABORATORIES,  INC.,  Pharmaceutical  Manufacturers,  Newark  7.  New  Jersey 
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OF  NEMBUTAL'S 
CLINICAL  USES 


SEDATIVE 

Cardiovascular 

Hypertension* 

Coronary  disease* 

Angina  * 

Decompensation 
Peripheral  vascular  disease 

Endocrine  Disturbances 

Hyperthyroid 

Menopause — female,  male 

Nausea  and  Vomiting 

Functional  or  organic  disease  (acute 
gastrointestinal  and  emotional) 
X-ray  sickness 
Pregnancy 
Motion  sickness 

Gastrointestinal  Disorders 

Cardiospasm2 
Pylorospasm2 
Spasm  of  biliary  tract2 
Spasm  of  colon2 
Peptic  ulcer2 
Colitis2 

Biliary  dyskinesia 

Allergic  Disorders 

Irritability 

To  combat  stimulation  of 
ephedrine  alone,  etc.2-* 

Irritability  Associated 
With  Infections4 

Restlessness  and  Irritability 
With  Pain5*4 

Central  Nervous  System 

Paralysis  agitans 

Chorea 

Hysteria 

Delirium  tremens 
Mania 


Anticonvulsant 

Traumatic 
T etanus 
Strychnine 
Eclampsia 
Status  epilepficus 
Anesthesia 

HYPNOTIC 

Induction  of  Sleep 

OBSTETRICAL 

Nausea  and  Vomiting 
Eclampsia 

Amnesia  and  Analgesia6 

SURGICAL 

Preoperative  Sedation 
Basal  Anesthesia 
Postoperative  Sedation 

PEDIATRIC 

Sedation  for: 

Special  examinations 
Blood  transfusions 
Administration  of  parenteral  fluids 
Reactions  to  immunization 
procedures 
Minor  surgery 

Preoperative  Sedation 


Nembutal  alone  or  lGlucophyl- 
line®  and  Nembutal,  ? Nembutal 
and  Belladonna,  3 Ephedrine  and 
Nembutal,  4 Nembudeine ®, 
6 Nembutal  and  Aspirin,  cwith 
scopolamine  or  other  drugs. 


Many  and  varied,  too,  are  the  uses  of  short-acting  Nembutal.  Since  it  may 
now  be  your  barbiturate  of  choice  in  one  or  more  conditions,  perhaps 
you  have  considered  the  advantages  of  enlarging  your  experience  with 
Nembutal  in  other  conditions — as  more  and  more  physicians  are  doing. 
Their  rationale  is  sound.  They  are  familiar  with  the  doses  needed  to 
achieve  any  desired  degree  of  cerebral  depression,  from  mild  sedation  to 
deep  hypnosis.  They  know  that  the  dosage  required  is  small,  about  one- 
half  that  of  many  barbiturates  . . . that,  with  this  small  dosage,  the  dura- 
tion of  effect  is  shorter  . . . the  amount  of  drug  to  be  inactivated  is  less 
. . . the  possibility  of  after-effect  is  reduced  . . . the  margin  of  clinical 
safety  is  wide.  In  cases  where  Nembutal  is  indicated,  won’t  you  give  it  a 
trial  in  conditions  besides  those  for  which  you  are  now  using  it?  There 
are  II  Nembutal  products  available  at  your  pharmacy,  all  in  convenient 
small-dosage  forms.  Abbott  Laboratories,  North  Chicago,  Illinois. 


In  equal  oral  doses,  no  other 
barbiturate  combines  QUICKER, 

BRIEFER,  MORE  PROFOUND  EFFECT  than  . . . 

Nembutal 

(Pentobarbital,  Abbott) 


HAVE  YOU  TRIED  Nembutal  Sodium  Suppositories,  or  palatable  Nem- 
butal Elixir,  when  it  is  not  possible  or  feasible  to  give  other  dosage  forms? 
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• He  too  can  afford  a Unicap*  a day...  only  2.7c** 


He  too  can  not  afford  to  be  without  the  vitamin  adequacy 
made  simpler,  more  certain  and  more  economical 
with  a Unicap  a (Jay. 


In  the  past  5 years  2.7c  buys  less  and  less  food,  less  shelter 
and  less  clothes 

BUT  2.7c  buys  more  and  more  vitamins  — all  these 


re 

it 

is. 


Upjohn 


NE  PHARMACEUTICALS  SINCE  1886 


Vitamin  A ..5.000  U.S.P.  units 

Vitamin  D 500  U.S.P.  units 

Ascorbic  Acid  (C) 37.5  mg. 

Thiamine  Hydrochloride  (Pi)  2.5  mg. 

Riboflavin  (B..C)  ,T  2.5  mg. 

Pyridoxine  Hydrochloride  (Ba)  0.5  mg. 

Calcium  Pantothenate 5.0  mg. 

Nicotinic  Acid  Amide  (Nicotinamide). ..20.0  mg. 


m a Unicap  a day 


* Trademark,  Reg.  U.  S.  Pat.  Off.  **  Available  in  the  most  eco- 
nomical bottle  of 250  Unicaps ; also  in  low  cost  units  of  100  and  24. 


256 


★ ★ 

ANNOUNCING 

THE  1948 

CONVENTION 

ISSUE 

OF  THE 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

WILL  BE  THE 

APRIL  1st  ISSUE 


• CONTENTS  • 

• COMPLETE  SCIENTIFIC  PROGRAM  LISTING  ALL 
GENERAL  AND  SECTION  MEETING  PAPERS 

• HOUSE  OF  DELEGATES  DATA 

, • OUTLINE  OF  SUBJECTS  FOR  “TEACHING  DAY” 

• SCIENTIFIC  EXHIBITS  SUMMARIZED 

• LIST  OF  TECHNICAL  EXHIBITS 

• ANNUAL  REPORTS 

• WOMEN’S  AUXILIARY  PROGRAM 

• WOMEN’S  MEDICAL  SOCIETY  PROGRAM 

• SCIENTIFIC  PROGRAM 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


CLAIMS 

vs. 

DIFFERENCE 


WHAT  value  have  claims  of  superiority  unless  there  is  a 
difference  in  formula  or  process  to  justify  such  claims? 

Take  cigarettes  for  example. 

Philip  Morris  Cigarettes  are  made  differently.  In  tne 
clinic  as  well  as  in  the  laboratory,  the  advantages  of  Philip 
Morris  have  been  repeatedly  observed,  repeatedly  reported 
by  recognized  authorities  in  leading  medical  journals.  Yes, 
Philip  Morris  claims  superiority  . . . and  that  superiority 
has  been  proved* 

May  we  suggest  that  your  patients  suffering  from  irrita- 
tion of  the  nose  and  throat  due  to  smoking  change  to  Philip 
Morris  — the  one  cigarette  proved  definitely  less  irritating. 


Philip  Morris  & Co.,  Ltd.,  Inc., 
119  Fifth  Avenue,  N.  Y. 


* Laryngoscope . Feb.  1 915,  Vol.  XLV,  No.  2,  149-134 
Laryngoscope,  Jan.  191 7,  Vol.  XLV1I.  No.  1.  58-60 


Proc.  Soc.  Exp.  Biol,  and  Med.,  1914,  12,  241 

N.  Y.  State  Jottrn  Med.,  Vol.  15,  6-1-15,  No.  It,  590-592. 


TO  THE  DOCTOR  WHO  SMOKES  A PIPE:  We  suggest  an  unusually  fine  new  blend  — Country 
Doctor  Pipe  Mixture.  Made  by  the  same  process  as  used  in  the  manufacture  of  Philip  Morris  Cigarettes. 
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a few 


inhalations 


month 

control 

cough 

quichlg 


The  anesthetic-analgesic  vapor*  from  Eskay’s  Oralator  reaches  the  source  of 
irritation  hy  the  quickest  route.  Inhaled  by  MOUTH,  this  vapor  is  carried  di- 
rectly to  the  lining  of  the  trachea  and  larynx,  where  it  acts  almost  instan- 
taneously to  check  cough.  The  patient  gets  relief  in  a matter  of  seconds. 
Unlike  sedatives  and  narcotics,  the  Oralator  produces  no  appreciable  sys- 
temic effects. 

Eskay’s  Oralator  is  outstandingly  convenient — easy  to  use  anywhere  at  any 
time.  Your  patients  will  appreciate  your  prescribing  this  quick-acting  oral 
inhaler.  Smith,  Kline  and  French  Laboratories,  Philadelphia. 

a 

revolutionary 
advance 
in  the 
treatment 
of  cough 


Em  hay  *# 

Oralator 

* ( The  active  ingredient  is  2-amino-6-methylhcptane,  S.K.F .) 


ALL 

LACTATING 

MAMMALS 


All  LACTATING  MAMMALS 

provide  milk  appropriate  to  the 
developmental  needs  of  their 
young.  Physicians  know  that  hu- 
man milk  is  the  ideal  food  for  in- 
fants. 

When  other  food  sources  must  be 
resorted  to,  it  is  often  necessary 
to  supplement  the  diet  with  syn- 
thetic vitamins.  The  bottle-fed 
baby  constitutes  a special  problem, 
since  human  milk  contains  from 
four  to  five  times  more  vitamin  C 
than  cow’s  milk.* 

In  order  to  insure  an  adequate 
intake  of  vitamin  C by  the  infant 
(as  well  as  the  adult),  physicians 
are  prescribing  Van  Patten's  pleas- 


The Improved  Vitamin  C 

SODHSCORBflTt 

Trade  Mark  Registered  U.  S.  Patent  Office 

* King,  C.  G. — The  Vitamins,  A Symposium  A.M.A. 
1939,  pp.  323-  338. 


ant -tasting  SODASCORBATE 
Tablets  in  ever-increasing  number. 
SODASCORBATE  Tablets  pro- 
vide the  only  brand  of  sodium  as- 
corbate available  for  oral  adminis- 
tration. Approximately  neutral  in 
chemical  reaction,  SODASCOR- 
BATE Tablets  are  well  tolerated 
by  those  patients  who  cannot 
tolerate  citrus  fruits  or  ascorbic 
acid. 

Each  SODASCORBATE  Tablet  is 
equivalent  in  vitamin  C activity 
to  100  mg.  of  ascorbic  acid.  Sup- 
plied in  bottles  of  40,  100  and  500 
tablets  grooved  for  easy  adjust- 
ment of  dosage.  For  professional 
samples  and  covering  literature, 
sign  and  mail  the  coupon. 


VAN  PATTEN  PHARMACEUTICAL  CO. 
1227  Loyola  Ave. — Chicago  26  NYSJM-248 

Please  send  professional  samples  of  SODA- 
SCORBATE and  covering  literature. 

Dr. 

Address 
Town 


State 


260 


now! 


improved  treatment 


coryza 

sinusitis 

rhinitis 

nasal  congestion 


because: 


o 

'Prothricin’  decongestant  contains  tyrothricin  (0.02%),  potent,  nontoxic 
topical  antibiotic  with  wider  antibacterial  scope  than  the  sulfonamides; 
quicker,  more  prolonged  local  antibiotic  action  than  penicillin;  low  surface 
tension;  greater  permeability  and  stability  than  penicillin. 

0 

'Prothricin’  decongestant  maintains  its  antibacterial  efficiency  even  in 
the  presence  of  pus  and  mucus. 

0 

'Prothricin’  decongestant  serves  to  re-establish  normal  intranasal  function 
since  it  is  isotonic,  with  a buffered  pH  of  5. 5-6. 5,  does  not  impair  normal  in- 
tranasal physiologic  processes,  and  does  not  interfere  with  ciliary  activity. 

0 

'Prothricin’  decongestant  is  clear  and  free-flowing,  unlike  intranasal  sul- 
fonamide suspensions,  and  does  not  form  mucosal  crusts  that  may  block 
drainage. 

o 

'Prothricin’  Antibiotic  Nasal  Decongestant  also  contains  'Propadrine’ 
hydrochloride  (1.5%),  a highly  efficient  vasoconstrictor,  notably  free  from 
undesirable  side-effects  of  ephedrine  and  its  analogs. 

Supplied  in  1 -ounce  bottles  with  dropper  assembly 

SHARP  & DOR  ME,  PH  ME  A DELPHMA  I , PA, 
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Editorials 

Public  Education  Needed 


Dr.  Louis  H.  Bauer,  president  of  the  State 
Society,  has  urged  recently  in  a letter  to  the 
membership  that  each  component  county 
society  establish,  if  it  has  not  already  done 
so,  a committee  on  public  education. 

The  purpose  of  this  committee  would  be  to 
provide  for  the  establishment  by  each  county 
society  of  its  own  speakers’  group  and  thereby 
make  available  at  all  times  a roster  of  doctors 
who  are  prepared  to  talk  on  subjects  pertaining 
to  medicine  in  any  of  its  social,  economic,  or 
political  aspects.  These  doctors  should  be 
prepared  to  speak  either  on  their  own  initiative 
or  at  the  request  of  any  of  the  various  lay 
groups  within  the  community. 

Public  education  is  the  most  important 
single  thing  any  county  society  can  accomplish. 
I can  think  of  no  better  way  in  which  the 
county  society  can  achieve  this  than  for  the 
Committee  on  Public  Education,  first,  to  train 
and  then  make  available  speakers  who  can  give 
our  profession’s  views  on  timely  topics. 

We  believe  in  the  private  practice  of  medi- 
cine as  the  proper  way  to  deliver  medical  care. 
For  certain  aspects  of  medical  care,  public 
funds  are  available.  If  we  are  to  protect  the 
system  of  private  medical  care — if  we  are  to 


insure  proper  allocation  and  administration  of 
public  funds,  then  the  county  society  must  pro- 
vide leadership.  Otherwise,  the  public  will 
turn  elsewhere  for  it 

It  is  perhaps  unfortunate  that  the  training 
of  the  average  man  of  medicine  is  not  such 
as  to  develop  many  good  public  speakers. 
This  applies  not  only  to  those  who  address 
lay  groups  but  also  to  speakers  before  pro- 
fessional audiences. 

Many  will  have  remarked  at  medical 
meetings  the  obvious  difficulty  some  doctors 
have  in  expressing  themselves  fluently  and 
easily,  even  when  the  content  of  their  re- 
marks concerns  purely  professional  matters 
with  which  they  are  thoroughly  familiar. 

In  speaking  to  lay  groups,  doctors  usually 
find  their  ordinary  public  address  deficiencies 
somewhat  magnified  by  the  heterogeneous 
background  of  their  listeners.  Medical 
terms  must  be  paraphrased  or  translated 
into  ordinary  speech.  Also,  in  such  groups 
the  doctor  may  find  himself  pitted  against  a 
practiced  public  speaker,  to  the  doctor’s 
disadvantage  and  embarrassment. 
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But  these  difficulties  can  be  overcome. 
One  recalls  the  Hibernian  who  was  asked 
whether  he  could  play  the  fiddle.  “-Hand 
one  over,”  says  he,  “and  we’ll  damn  soon 
find  out!”  Audiences  can  be  counted  on  to 
make  allowances  if  a speaker  is  obviously 
sincere,  if  he  has  an  enthusiasm  for  his  sub- 
ject, and  if  he  will  cultivate  the  art  of  persua- 
sion. 

Says  Dr.  Bauer: 

I believe  the  establishment  of  a Public 
Education  Committee  is  most  important.  If 
this  committee  can  find  a number  of  adequately 
trained  men  who  will  go  out  and  discuss  these 
topics,  the  speakers  will  so  establish  the  local 
county  society  in  the  minds  of  the  public  that 
the  people,  and  as  a consequence  both  State 
and  local  legislators,  will  automatically  turn  to 
the  Society  for  the  answer  to  any  medical  prob- 
lem. Likewise,  they  will  turn  to  the  Society 
for  help  in  finding  a solution  to  any  social, 
economic,  or  legislative  question  that  touches 
upon  our  activities  as  members  of  the  medical 
profession 

If  the  medical  profession  expects  the  pub- 


lic to  look  to  it  for  information,  the  doctors, 
as  Dr.  Bauer  states,  must  train  themselves 
to  supply  it.  And  moreover,  to  supply  it  in 
attractive  and  comprehensible  form.  Per- 
haps the  profession  is  deficient  in  training  for 
public  speaking.  Let  this  fact  be  recognized 
as  a first  step  in  correcting  the  omission.  No 
one  can  speak  for  the  medical  profession  as 
authoritatively  as  the  doctors.  If  it  is  now 
imperative  that  doctors  prepare  themselves 
to  speak  to  groups  of  the  public,  it  can  be 
done,  because  it  has  to  be  done. 

We  might  suggest  that  training  be  com- 
menced in  the  medical  schools  with  a view  to 
the  better  fulfillment  of  medicine’s  obligation 
in  the  future.  In  the  meantime,  should  you 
desire  any  information  or  assistance  in  plan- 
ning the  creation  of  a Committee  on  Public 
Education  and  Speakers’  Bureau,  Dr.  Bauer 
suggests  that  you  contact  our  field  represen- 
tative, Mr.  Thomas  E.  Walsh,  of  the  Public 
Relations  Bureau  at  the  State  Society’s 
office,  292  Madison  Avenue,  New  York,  17, 
New  York. 


How  to  Choose  a Doctor 


Attracted  by  a full-page  advertisement  in 
the  New  York  Times 1 we  have  just  read  a 
most  interesting  article  in  the  Woman’s 
Home  Companion  under  the  above  title.2 

Every  family  in  the  country  is  advised  in 
the  article  to  get  itself  a family  doctor  in  ad- 
vance of  illness.  Excellent  counsel.  Where 
and  how  will  the  family  find  one?  By  apply- 
ing to  the  best  hospital  in  town.3  Observe 
from  now  on  the  ever-constant  narrowing  of 
the  medical  field  from  which  the  public  may 
seek  advice  and  guidance,  if  the  procedure 
recommended  is  followed. 

Some  time  ago  in  New  York  City  there 
were  four  “best  hospitals  in  town.”  Once  a 
year,  New  York,  Presbyterian,  Roosevelt, 
and  St.  Luke’s  achieved  sufficient  unity  to 
offer  combined  examinations  for  the  selection 
of  interns.  For  three  days  out  of  the  year 
the  four  institutions  conceded  parity. 

1 New  York  Times,  Oct.  25,  1947. 

2 Albert  Deutseh,  “How  to  Pick  a Doctor,”  Woman’s 
Home  Companion,  November,  1947,  p.  38. 

2 Italics  ours. — Ed. 


Conditions  have  now  changed.  Instead 
of  the  Big  Four  in  New  York  City  the  field 
has  been  narrowed  down  by  two  of  the  Big 
Four  attracting  to  themselves  other  institu- 
tions, and,  with  the  aid  of  medical  schools, 
becoming  medical  centers.  These  two  great 
institutions  stand  like  castles  on  the  Rhine, 
dominating  the  approaches'  to  the  George 
Washington  and  Queensboro  bridges. 

Smaller,  most  respectable  hospitals,  with 
their  own  traditions  of  professional  excel- 
lence, are  being  absorbed  into  the  maws  of 
these  octopi.  The  good  reason  for  their  ab- 
sorption is  that  it  makes  them  so  much  more 
convenient  for  teaching  purposes.  The  con- 
solidations also  cut  down  the  numbers  on 
their  staffs  and  tend  to  convert  independent 
institutions  which  formerly  fostered  healthy 
rivalries  into  large  conformist-monopolies. 

Mr.  Deutseh,  the  author  of  the  article, 
lays  much  stress  on  picking  a doctor  who  is  a 
Fellow  of  the  American  College  of  Physicians 
or  Surgeons,  or  is  a diplomate  of  the  fifteen 
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Specialty  Boards.  The  field  thus  is  nar- 
rowed further. 

The  best  hospitals  are  tending  increasingly 
to  be  staffed  by  full-  or  part-time  professors 
in  the  medical  schools  with  which  they  are 
affiliated;  they  soon  achieve  a certain  de- 
tachment from  the  problems  of  the  ordinary 
patient  and  the  general  practitioner.  In- 
deed, some  of  them  have  never  engaged  in 
private  practice.  Thus  they  are  hardly 
qualified  as  general  practitioners.  Many 
don’t  want  to  treat  patients  outside  the  hos- 
pital, and  some  probably  wouldn’t  know  how 
to  if  they  did. 

Mr.  Deutsch’s  article  is  superficially  so 
good,  so  plausible,  so  sweetly  reasonable  that 
it  gave  us  to  think  of  the  matters  which  are 
not  mentioned  in  it  but  which  profoundly 
affect  the  result  and  of  which  the  public 
should  also  be  informed  in  choosing  a doctor. 
All  is  not  necessarily  gold  that  glitters. 

In  the  plausible  scheme  propounded  by 
Mr.  Deutsch,  the  humble  but  necessary 
county  medical  societies  seem  to  have  been 
entirely  overlooked.  Why?  These  exist. 
Why  should  not  the  public  for  which  Mr. 
Deutsch  writes  be  informed,  when  choosing 
a doctor,  that  a call  to  the  county  medical 
society  could  be  informative  and  helpful? 

, Presidents,  past,  present,  and  future,  of 
county  medical  societies  are  men  of  broad 
human  interest  and  understanding.  With- 
out having  made  a very  wide  acquaintance 
with  all  ranks  of  their  profession  they  could 
scarcely  have  been  elected  to  their  offices. 
They  are  not  made  independent  of  human 

The  Evaluation 

The  propaganda  wave  for  contraception 

(which  has  been  so  prominent  in  recent  years 
seems  to  be  in  the  process  of  being  halted  by 
the  thought  that  more  attention  should  be 
accorded  to  relief  of  sterility  as  a balancing 
factor.  All  of  this  talk  about  “voluntary 
parenthood,”  “baby  spacing,”  and  other 
popular  social  measures  so  widely  discussed 
in  lay  magazines  seems  about  to  be  stopped 
by  the  thought  that  perhaps  we  have 
gone  too  far  in  preventive  measures,  that 
perhaps  we  should  seek  to  increase  rather 
than  diminish  the  number  of  babies. 


problems  by  full-time  salaries.  They  can 
understand  why  some  very  good  doctors  are 
not  accepted,  or  may  have  been  rejected  by 
the  conformists  of  the  staffs  of  the  best  hos- 
pitals. 

We  think  the  public  and  the  medical  pro- 
fession would  both  be  better  off  if  inquiring 
patients  were  referred  to  a panel  of  doctors 
possibly  selected  locally  by  such  men,  as  well 
as  to  the  informational  facilities  of  the  best 
hospital  in  town.  We  see  no  reason  to  by- 
pass entirely  the  widespread  and  readily 
available  institutions  of  established  medicine. 

There  is  an  increasing  tendency,  among 
nonmedical  writers  for  the  public,  to  propose 
new  ideas  to  improve  the  lot  of  the  citizen- 
taxpayer  in  his  relation  to  the  allegedly  re- 
actionary medical  profession.  We  seem  to 
remember  a publication  of  the  Public  Re- 
lations Bureau  of  the  Medical  Society  of  the 
State  of  New  York  in  1942,  When  Doctors 
Are  Rationed .4  Chapter  XVII,  p.  241,  is  en- 
titled “How  to  Choose  a Doctor”  and  was 
written  durin'g  the  last  war  at  the  instigation 
of  the  medical  profession  of  this  State.  The 
book  was  distributed  widely,  but  apparently 
not  widely  enough.  Sometimes  the  more 
recent  nonmedical  writers  overlook  the  prior 
efforts  of  the  medical  profession  to  solve  for 
the  public  problems  which  are  only  appar- 
ently new  and  which  are  susceptible  of  other 
solutions  than  those  advocated  by  the 
apostles  of  neo-liberalism— whatever  that  is 
at  the  moment. 

4 By  Dwight  Anderson  and  Margaret  Baylous,  Coward- 
McCann,  Inc.,  New  York,  1942. 

of  Male  Fertility 

It  is  encouraging  to  note  that  the  birth 
rate,  as  a matter  of  fact,  has  reached  a high 
figure  during  these  past  few  years.  Still 
there  are  many  barren  marriages,  and  an  in- 
terest has  developed  even  among  service  men 
who  are  worried  because  they  have  no  prog- 
eny. 

Many  of  these  returning  servicemen  fear 
that  they  have  acquired  sterility  as  the 
result  of  their  war  experiences,  for  it  is  no 
longer  believed  that  the  wife  is  always  at 
fault.  As  G.  A.  Humphreys  has  said  well  in 
a recent  article,  “The  soldier  of  yesterday  is 
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the  father  of  tomorrow  in  a hurry  to  make 
up  for  lost  time.”1 

The  causes  of  sterility  of  wartime  origin 
may  be  remote,  such  as  cord  injuries  or  dis- 
eases of  the  genital  tract.  However,  acci- 
dents similar  to  those  of  civilian  life,  plus 
lacerating  and  penetrating  wounds,  were  well 
cared  for  with  plastic  surgery.  Scrotal  dam- 
age with  shrapnel  could  be  severe  without  dis- 
rupting the  continuity  of  the  spermatic  pass- 
ages, and  retained  fragments  have  been  found 
to  be  innocuous.  Infections,  including  speci- 
fic or  nonspecific  epididymitis,  might  cause 
obstruction,  or  orchitis  from  mumps,  an 
atrophy.  Sterility  seems  unlikely  in  men 
who  have  had  filariasis,  scrub  typhus,  ma- 
laria, or  prolonged  atabrine  prophylaxis. 

The  evaluation  of  fertility  is  important 
and  demands  a complete  study  of  the  pa- 
tient, physically  and  mentally.  The  man 
frequently  is  the  cause  in  a barren  marriage 
and  his  evaluation  simple,  although  fertility 
of  both  partners  is  essential.  Therapy  must 
be  based  on  both  general  andTocal  factors. 
Vitamins  are  important,  but  hormone  medi- 
cation is  of  doubtful  value  except  in  endo- 
crine dyscrasias.  Vasoepididial  anastamosis 
is  helpful  in  obstructive  cases. 

1 Pennsylvania  M.  J..  June,  1947. 


Dr.  Humphreys,  in  this  excellent  review  of 
the  problem,  states  there  is  much  that  we  do 
not  know.  It  may  be  that  in  many  cases 
there  is  a deficiency  factor,  and  if  we  know 
what  it  is,  the  deficiency  may  be  supplied. 
But  there  may  be  changes  in  the  germinal 
epithelium  itself  which  are  irreversible. 
This  constitutes  a challenge  to  find  out  what 
causes  bring  about  such  changes  and  what 
underlying  environmental  factors  may  con- 
tribute to  this  state. 

It  is  evident  that  a condition  of  sterility 
must  be  approached  with  understanding  of 
the  facts,  that  both  partners,  not  only  one  of 
them,  must  be  studied  if  we  hope  to  avoid  a 
barren  marriage.  The  practitioner  may  be 
most  helpful  in  these  situations;  becoming 
thoroughly  acquainted  with  a problem  may 
disclose  that  marital  adjustments  must  need 
be  taken  into  consideration.  The  trouble 
may  be  mental  as  well  as  physical,  and  sound 
advice  may  be  needed  rather  than  medica- 
ments or  more  radical  procedures.  But  the 
cause  of  an  individual  state  of  infertility 
necessarily  should  be  ascertained.  This 
may  not  always  be  a simple  procedure,  yet  we 
know  a great  deal  more  of  possible  means  of 
relief  than  was  formerly  the  case.  The  point 
is  to  apply  our  knowledge  with  discretion. 


Current  Editorial  Comment 


Educational  Indigestion.  Some  of  our 
readers  may  have  suspected  that  we  were 
much  concerned  with  the  prevalence  of 
mental  indigestion  in  the  United  States  of 
America.  We  have  remarked  repeatedly 
the  disinclination  of  employers  to  take  candi- 
dates for  any  kind  of  position  unless  they 
bore  a proper  label  affixed  by  someone  else. 
You  can’t  become  a college  professor  unless 
you  are  a Ph.D.  You  can’t  be  a Ph.D. 
unless  you  are  an  A.M.  You  can’t  be  an 
A.M.  unless  you  are  an  A.B.  In  the  army 
they  call  this  “advancing  through  the 
grades.”  Seemingly,  you  not  only  get  de- 
grees, but  you  also  brag  about  them.  Well, 
perhaps  not  exactly  brag,  but — you  know — 
you  look  down  your  nose  at  those  who  do  not 
have  them.  This  is  a fact  our  returned 
veteran  comrades  are  finding  out. 


It  is  a curious  thing  that  the  United 
States,  a pioneer  country,  comparatively 
speaking,  should  thus  become  so  dependent. 
In  a pioneer  country  a man  was  frequently 
judged  by  what  he  said  he  could  do.  So, 
formerly  in  a western  frontier  town,  with  or 
without  a college  degree,  it  was  thought 
inadvisable,  for  example,  to  say  you  were  a 
good  shot  unless  you  were.  Otherwise,  the 
already  proved  best  shot  in  town  might  feel 
moved  to  try  conclusions  with  you. 

Miss  Gretta  Palmer,  in  a most  informative 
article,  takes  up  the  question  of  the  diffi- 
culty sick  people  have  in  getting  nurses  to 
take  care  of  them.1  There  are  plenty  of 
trained  nurses.  The  only  trouble  with  them 

1 Palmer,  Gretta:  What  Happens  When  Trained  Nurses 
Won’t  Nurse  the  Sick?  Ladies'  Home  Journal  44:  50  (Dec.) 
1947. 
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is  that  they  don’t  want  to  take  care  of  sick 
people.  And  we  don’t  much  blame  them. 
The  heads  of  your  school  of  nursing  insist 
that  you  have  a college  degree  before  you 
can  even  become  a probationer  in  a hospital, 
and  that  while  you  are  learning  to  make 
beds,  take  temperatures,  make  patients  com- 
fortable, you  are  whisked  from  the  bedside 
to  attend  lecture  courses  in  “physiology, 
anatomy,  microbiology,  materia  medica, 
pathology,  obstetrics,  sociology,  pediatrics, 
l chemistry,  psychiatry,  diet  therapy,  and  a 
half  dozen  other  academic  subjects.” 

That  is  what  is  meant  by  educating  people 
i out  of  their  vocation.  Fancy  a young  girl,  a 
I college  graduate  before  she  even  started  her 
three  years’  training  course,  a twenty-five- 
i year-old,  scientifically  trained  intelligent 
i woman,  being  asked  on  her  way  back  from 
jsuch  a didatic,  abstruse  course,  to  stop  and 
rub  the  back  of  a sixteen-year-old  primipara 
expecting  her  first  baby! 

Florence  Nightingale  would  not  allow 
educational  qualifications  for  her  nurses. 
She  felt  that  either  you  were  possessed  of,  or 
by,  the  qualifications  that  made  you  a suc- 
cessful nurse  or  you  were  not.  We  suppose 
she  felt  herself  to  have  intuition,  or  some 
such  obsolete  and  unscientific  quality.  If 
we  ever  had  to  have  a bad  case  of  typhoid 
fever  on  a desert  island,  we  should  elect  to 
have  a nurse  selected  by  Miss  Nightingale 
rather  than  a college  graduate  primed  with 
the  latest  nuances  of  microbiology. 

It  is  not  understood  how  higher  education 
sneaked  in  and  undermined  the  community 
judgment  that  once  sized  up  a man  by  his 
ability  to  perform.  But  it  has.  It  is  not 
known  how  it  has  destroyed  the  simple 
ambitions  of  the  young  men  and  women  who 
used  to  aspire  to  careers  in  medicine  and 
nursing  just  because  they  felt  they  had  a 
vocation  for  them.  But  it  has.  Grievous 
are  the  results  that  higher  education  has 
already  accomplished. 

The  United  States  is  infested,  we  had  al- 
most said  is  “lousy,”  with  highly  educated 
people  who  want  to  do  everything  except 
what  they  were  educated  to  do.  In  our 
iarker  moments  we  are  not  even  sure  that 
their  educators  knew  what  they  were  educat- 
ing them  for. 

We  have  baby  specialists  coming  out  after 
five  years  in  the  Army  possessed  with  the 
■ idea  of  blossoming  forth  suddenly  as  general 
surgeons.  Doubtless  they  feel  that  those 
five  years  have  matured  both  them  and 
their  patients  too  much  to  enable  them  to 


follow  their  original  vocation.  Some  holders 
of  perfectly  useful  M.D.  degrees  are  content 
to  immure  themselves  in  laboratories  and 
spend  much  of  their  lives  milking  mice. 
Every  qualified  general  surgeon  comes  out 
of  the  Army  hell-bent  on  becoming  a 
specialist,  certified  by  a Specialty  Board,  so 
that  he  can  make  money  fast.  Who  can 
blame  a man  who  has  given  five  of  his 
most  productive  and  formative  years  to  the 
service  of  his  country  for  wanting  to  make 
money,  but  how  many  years  is  it  going  to 
take  him  to  do  it  in  that  particular  way? 

Many  years  ago  one  of  our  leading  uni- 
versities started  its  course  in  Freshman 
English  with  the  question  “Who  I am  and 

why  I came  to ” Many  of  the  aspiring 

freshmen  had  great  difficulty  in  answering 
either  half  of  the  question.  It  was  a good 
question,  but  we  think  the  students  would 
have  been  better  off  had  it  been  asked  of 
them  before  they  ever  reached  the  classic 
shades  of  the  university. 

We  suggest  that  the  question  be  revived 
and  that  it  be  asked  of  the  prospective 
students.  Then  let  it  be  asked  also,  and  this 
is  far  more  important,  of  the  educators, 
“Who  am  I trying  to  educate?  And  what 
for?” 

First  Aid.  Is  the  present  plan  of  teaching 
first  aid  in  our  public  school  system  all 
that  it  might  be?  With  the  increasing 
trend  toward  higher  accident  rates  in  the 
home,  on  the  farm,  on  the  highways,  the 
importance  of  a thorough  knowledge  of  and 
training  in  first  aid  increases. 

It  is  our  understanding  that  originally 
the  New  York  State  Health  Syllabus  of  the 
Department  of  Education  included  twenty 
hours  of  first  aid  instruction  equivalent  to 
the  American  Red  Cross  standard  course. 
Apparently,  more  recently,  first  aid  credit 
for  other  related  subjects,  such  as  science, 
biology,  and  the  like,  has  been  allowed  so 
that  the  amount  of  first  aid  taught  has  been 
negligible. 

A correspondent  comments  “even  when 
the  full  first  aid  course  was  taught,  each 
teacher  was  allowed  to  interpret  the  ma- 
terial as  he  understood  it,  therefore  there 
was  no  standardization,  and,  to  say  the 
least,  every  opportunity  to  give  out  incor- 
rect information  which  later  might  prove 
harmful  in  application.” 

Many  police  departments,  apparently, 
are  now  recognizing  the  importance  of  first 
aid  instruction  for  their  personnel,  so  that 
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immediate  and  proper  care  may  be  given 
to  highway  and  other  casualties. 

On  the  other  hand,  although  school 
superintendents  and  principals  have  been 
agreed  on  the  merits  of  a standardized 
course  for  which  Red  Cross  certificates 
would  be  issued  on  successful  completion  of 
instruction,  many  have  felt  that  they  could 
not  rightfully  insist  on  their  health  educa- 
tion teachers  taking  a Red  Cross  instruc- 
tor’s course  for  the  purpose  of  certification. 

This  reluctance  on  the  part  of  school 
superintendents  and  principals  might  well 
stem  from  the  absence  of  a definite  policy 
concerning  such  teaching  in  the  State  De- 
partment of  Education  in  Albany.  Cer- 
tainly if  first  aid  is  to  be  taught  in  our  pub- 
lic school  system  it  should  be  taught  effec- 
tively. The  fact  that  the  original  New 
York  State  Health  Syllabus  included  twenty 
hours  of  first  aid  instruction  equivalent  to 
the  American  Red  Cross  standard  course 
seems  to  indicate  that  effective  teaching  of 
this  subject  was  contemplated,  but  seem- 
ingly has  not  been  effectively  accomplished. 

Physicians,  like  other  citizen-taxpayers, 
have  children  in  the  public  schools  and  have 
an  interest  in  the  quality  of  the  instruction 
they  receive.  If  first  aid  is  to  be  taught, 
should  there  be  more  effective  implementa- 
tion of  instruction?  We  should  like  to  see 
the  matter  given  consideration  by  the 
various  agencies  concerned  in  the  interest 
of  better,  early  care  of  the  injured. 

The  Doctor  Shoulders  More  Responsi- 
bility. When  suicide  becomes  a complaint 
that  affects  the  young  as  well  as  the  old, 
infirm,  insane,  and  hopelessly  diseased,  it  is 
time  that  someone  paused  and  took  ac- 
count of  stock.  No  reader  of  the  daily 
papers  can  deny  that  such  a situation  exists. 
One  hundred  years  ago  it  would  have  been 
laid  at  the  door  of  the  clergy.  The  genera- 
tion would  have  been  spoken  of  as  one  that 
had  “lost  faith.” 

The  more  the  medical  profession  talks 
about  psychosomatic  medicine  the  more  it 
will  be  called  upon  to  shoulder  its  share  of 
the  blame  for  early  suicides — those  who 
can’t  or  won’t  give  time  a chance  to  solve 
their  difficulties.  They  will  say  “Why 
should  I go  to  a doctor?  He  will  spend  an 
hoyr  giving  me  a physical  examination 
complete  with  blood  tests  and  then  tell  me 
there  is  nothing  the  matter  with  me.” 

They  will  often  be  right,  too.  There  are 
too  many  doctors  who  ignore  the  fact  that, 
for  example,  high  speed  transportation  com- 


prises two  factors:  the  automobile  and  its 
driver.  The  machine  may  be  perfect,  but 
the  driver  crazjr  or  “accident-prone.”  The 
conscientious  doctor  who  tries  to  practice 
psychosomatic  medicine  may  lose  some  im- 
portant patients  who  are  perfectly  willing, 
even  anxious,  to  admit  to  a physical  disabil- 
ity and  who  flounce  indignantly  from  his 
office  when  he  insinuates  that  their  troubles 
lie,  to  continue  the  simile,  not  in  the  ma- 
chine, but  in  its  driver.  These  patients  will 
henceforth  go  about  blasting  the  reputation 
of  the  honest  doctor  and  end  enthusiastically 
in  the  hands  of  the  half-baked  psychoanalyst 
or  side-street  psychiatrist,  the  walls  of  whose 
office  are  plastered  with  imposing  looking 
parchment  degrees  from  such  institutions 
as  the  College  of  Universal  Truth,  or  some 
dubious  physiotherapy  institute. 

Our  older  readers  will  wag  their  heads  and 
say,  “Our  grandparents  were  never  like  that.” 

And  they  will  be  right.  The  Atomic  Age 
is  a fearful  age  to  live  in.  If  the  human 
being  has  become  so  intelligent  and  scientific 
that  he  is  in  danger  of  blasting  to  pieces  the 
planet  upon  which  he  lives,  we  can’t  blame 
any  distracted  person  for  choosing  to  end  it 
all  now  of  his  own  volition,  rather  than 
await  his  doom  at  the  hand  of  some  invisible, 
unknown,  and  incomprehensible  enemy. 

The  truth  seems  to  be  that  man’s  intelli- 
gence is  getting  too  big  for  its  breeches.  In 
1870,  let  us  say,  children  were  born  in  large 
numbers.  Their  death  rate  was  appalling. 
They  were  “raised  naturally.”  But  those 
who  survived  were  “tough  babies.”  We  use 
the  term  advisedly. 

Since  then  we  have  lowered  the  death  rate  j 
almost  beyond  belief.  In  addition,  we  now 
consider  the  psyche  of  the  child.  One 
generation  has  not  time  to  grow  up  before 
another  system  of  child  psychology  is  being 
tried  upon  its  younger  sibling.  Small  won- 
der that  there  is  jealousy  and  contrasting 
behavior  between  brothers  and  sisters,  and 
anxiety  and  confusion  on  the  part  of  their 
parents. 

We  invite  aspirants  to  the  degree  of  Doc-  I 
tor  of  Medicine,  and  indeed,  those  who  have 
already  attained  it,  to  return  to  the  middle  | 
of  the  road.  If  they  can  learn  not  neces- 
sarily to  practice  psychosomatic  medicine, 
but  to  recognize  that  every  patient  who 
comes  to  them  is  at  once  the  car  and  its  |l 
driver,  and  to  treat  both  at  the  same  time, 
they  will  earn  for  themselves  a private  and 
public  appreciation  that  can  never  be  meas-  j 
ured  or  approached  by  academic  degrees  or  I 
financial  remuneration. 
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TREATMENT  OF  POLIOMYELITIS  IN  THE  ACUTE  AND 
CONVALESCENT  STAGES 


Physical  Therapy  and  Orthopedic  Consideration 

Arno  David  Gurewitsch,  M.D.,  New  York  City,  Halford  Hallock,  M.D.,  New  York 
City,  and  Roger  J.  Dugan,  M.D.,  West  Haverstraw,  New  York 


(From  the  New  York  State  Reconstruction  Home) 


ALTHOUGH  the  return  of  muscle  power  in 
poliomyelitis  depends  upon  the  number  of 
anterior  horn  cells  that  have  been  involved  and 
the  extent  to  which  they  have  been  damaged,  re- 
covery can  be  facilitated  and  the  effects  of  the 
disease  mitigated  by  appropriate  treatment  in 
the  acute  and  convalescent  stages. 

This  discussion  of  therapy  is  based  on  the 
study  of  and  experience  with  552  paralytic  pa- 
tients in  the  acute  and  early  convalescent  stages 
who  were  treated  from  1942  through  1946  at  the 
New  York  State  Reconstruction  Home  at  West 
Haverstraw,  New  York.  Until  1945  the  patients 
admitted  were  under  twenty-one  years  of  age. 
Since  that  time  adults  also  have  been  admitted. 

The  following  treatment  aims  can  be  stated: 
(1)  to  alleviate  muscle  pain,  muscle  shortening, 
and  limited  flexibility,  (2)  to  develop  optimal 
function  of  the  weakened  muscles,  (3)  to  re- 
habilitate the  patient  and  make  him  as  useful 
and  independent  as  possible  in  the  face  of  his 
handicap,  and  (4)  to  prevent  the  development 
of  deformity  in  all  stages  of  the  disease. 


Physical  Therapy 


Heat. — Pain  is  present  in  nearly  every  patient. 
We  distinguish  between  spontaneous  pain,  pain 
that  is  elicited  when  muscles  are  pressed  or  gently 
squeezed,  and  pain  which  is  present  on  joint 
motion. 

Spontaneous  pain  is  brought  about  by  posterior 
horn  cell  irritation  and  the  pull  on  painful  muscle 
fibers  created  by  certain  positions.  Elimination 
of  such  pull  can  be  accomplished  by  positioning 
the  patient  or  by  measures  of  support;  for  ex- 
ample, in  the  supine  position  a small  pillow 
placed  under  the  patient’s  shoulders  will  eliminate 
a painful  pull  of  gravity  exerted  by  the  shoulders 
on  the  pectoral  muscles. 


Presented  at  the  141st  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  Buffalo,  Section  on  Ortho- 
pedic Surgery,  May  8,  1947. 


Pain  on  squeezing  and  on  joint  motion  is  best 
treated  with  moist  heat.  We  have  been  using 
hot  packs  extensively.  Since  1943,  our  method 
of  choice  has  been  daily  baths  at  a temperature 
of  104  F.  for  fifteen  or  twenty  minutes,  re- 
peated three  to  five  times  daily  depending  on  the 
severity  of  symptoms  (Fig.  1).  Both  packs  and 
warm  water  are  only  partially  effective.  They 
are  cumbersome  and  far  from  ideal,  but  in  the 
absence  of  anything  better,  they  represent  the 
best  method  at  present  of  reducing  stiffness  and 
freeing  the  patient  from  pain.  It  is  our  impres- 
sion that  the  baths  are  more  successful  than  the 
packs  and  less  unpleasant  for  the  patients. 
They  also  have  the  advantage  of  not  requiring 
careful  localizing  of  areas  of  pain  and  limited 
flexibility  and  can  be  given  by  any  attendant, 
without  knowing  the  rather  intricate  technic  of 
hot  packs. 

No  exercises  are  given  while  the  patient  is  in 
the  bath.  Passive  exercises  to  all  joints  are 
started  from  admission.  With  gradually  sub- 
siding pain  the  vigor  of  the  passive  motion  is  in- 
creased and,  gradually,  more  and  more  firm 
stretching  is  applied  to  any  joints  that  are  stiff. 
The  amount  of  existing  pain  and  the  status  of 
joint  flexibility  are  recorded  at  intervals  on  a 
special  form,  using  standard  positions  (Fig.  2). 
The  baths  or  packs  are  continued  as  long  as 
stiffness  and  muscle  pain  persist  and  as  long  as 
there  is  a favorable  response.  With  improve- 
ment the  number  of  daily  packs  or  baths  may  be 
diminished  gradually. 

In  a number  of  instances  we  have  found  dry 
heat  in  the  form  of  radiant  light  or  short  wave 
to  be  fully  as  effective  as  moist  heat,  especially 
when  the  pain  or  muscle  stiffness  was  localized  to 
a relatively  small  area. 

Exercises. — Voluntary  control  of  normal  mus- 
cles can  be  educated  to  much  greater  efficiency, 
for  example,  in  the  development  of  skills  or  in 
learning  to  play  a musical  instrument.  In 
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Fig.  1.  Large  swimming  pool  converted  for  hot 
bath  routine.  Note  the  head  rests,  which  keep  hair 
and  ears  dry  and  prevent  the  patient  from  slipping. 
Note  also  how  carefully  patient  is  being  taken  in 
and  out  of  water. 

diseases  of  the  central  nervous  system  voluntary 
control  may  be  diminished  or  often  confused. 
A generally  known  example  is  a hemiplegic,  who 
is  apt  to  throw  impulses  simultaneously  into  the 
flexors  and  extensors  of  a joint.  In  infantile 
paralysis  also  we  frequently  see  a lack  of  control 
in  the  use  of  individual  muscles.  Therefore,  the 
first  goal  of  muscle  re-education  in  poliomyelitis 
is  the  restoration  of  exact  control  of  individual 
muscles. 

The  second  aim  of  muscle  re-education  is  the 
development  of  maximal  power  in  the  remaining 
functional  muscle  fibers.  By  training,  a vast 
reserve  of  function,  in  muscles  can  be  brought  out 
if  systematically  increased  effort  is  asked  of  the 
muscle  fibers.  This  principle,  which  is  true  for 
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healthy  muscles,  holds  also  for  those  in  which  a 
certain  percentage  of  nerve  and  corresponding 
muscle  fibers  have  been  destroyed. 

Muscle  re-education  should  be  graded  care- 
fully, and  care  should  be  taken  to  avoid  exhaust- 
ing a weak  muscle.  If  possible,  muscle  training 
should  be  repeated  several  times  a day.  The 
daily  performance  of  a muscle  is  the  only  guide 
to  the  optimal  amount  of  effort  to  which  it 
should  be  subjected.  A frequently  repeated 
muscle  test,  employing  the  Lovett  method  of 
grading,  provides  a record  of  progress  made.  It 
helps  to  determine  when  and  to  what  extent  the 
patient  is  ready  for  increased  effort  (Fig.  3). 
Individual  muscles  are  exercised  for  increase  of 
strength  as  long  as  the  record  shows  evidence  of 
increasing  power.  If  there  has  been  no  return 
of  power,  we  may  give  up  hope  in  four  to  six 
months.  If  muscles  are  improving,  we  may  con- 
tinue exercises  up  to  two  years. 

Special  attention  is  given  to  the  training  of 
the  respiratory  muscles,  which  are  frequently 
affected,  and  to  well  coordinated  breathing. 

Walking. — Since  ambulation  may  represent  a 
source  of  undue  fatigue  to  weakened  muscles, 
more  or  less  extensively  involved  patients  are 
started  walking  very  gradually  under  water. 
At  first,  they  are  placed  on  their  feet  in  warm 
water  up  to  the  neck.  This  eliminates  gravity 
and  stimulates  a multitude  of  postural  reflexes 
without  fatiguing  muscles  by  weight  bearing. 
By  gradually  reducing  the  level  of  the  water, 
the  amount  of  weight  bearing  is  graded.  If  brace 


Fig.  3.  One  page  of  muscle  chart. 
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Fig.  4.  Walking  under  water. 

support  for  the  weakened  limbs  is  needed,  the 
same  type  of  brace  that  will  eventually  be  used 
is  employed  in  giving  the  preliminary  under- 
water instructions  in  walking  (Fig.  4).  As  facility 
increases,  the  patients  are  gradually  allowed  to 
walk  on  land  under  supervision  and,  finally,  at 
will  in  the  ward  and  out  of  doors. 

Ambulation  is  allowed  as  soon  as  it  is  felt  that 
the  upright  posture  and  the  effort  of  walking  will 
not  affect  recovering  muscles  unfavorably. 
Braces  should  be  provided  when  necessary  for 
support  or  to  prevent  the  development  of  de- 
formity. Preparatory  exercises  for  balance  and 
walking,  including  development  of  arm  muscles 
if  crutches  will  be  needed,  are  started  long  before 
the  time  for  actual  walking. 

Rehabilitation 

As  soon  as  no  further  improvement  of  strength 
in  individual  muscles  can  be  reasonably  expected 
— we  take  a standstill  of  three  months  as  a 
guide — an  attempt  is  made  to  re-train  as  much 
useful  function  as  possible.  A wide  range  of 
reserve  function  is  available  and  can  be  drawn 
upon  to  substitute  for  loss  of  muscles.  Exercises 
under  water  and  swimming  are  useful  aids  to 
training  substitution  by  other  muscles,  balance, 
and  coordinated  movement.  When  the  process 
of  degeneration  of  the  affected  muscle  fibers  has 
reached  its  end,  the  fatigue  element  in  handling 
muscles  can  be  disregarded  and  training  for  use- 
ful function  can  be  started.  The  end  point  of  the 
process  of  degeneration  is  ascertained  clinically 
by  the  absence  of  quick  fatigue  when  the  muscle 
is  exercised  or  more  exactly  by  chronaxie  read- 
ings. 


Again,  we  establish  first  a record  for  existing 
function,  using  a purely  practical  approach. 
The  patient  then  is  taught  to  perform  necessary 
daily  activities,  such  as  getting  out  of  bed  into  a 
wheel  chair,  dressing,  putting  on  braces,  bath- 
room necessities,  getting  up  and  down  stairs  or 
curbs,  and  getting  in  and  out  of  buses. 

There  are  few  patients  who  cannot  be  im- 
proved by  a methodical  attempt  to  improve 
useful  function.  We  have  trained  several  pa- 
tients with  complete  or  extensive  paralysis  of  the 
arms  to  perform  almost  all  daily  activities,  like 
eating,  washing,  dressing  with  special  garments, 
writing,  by  using  their  feet  entirely  (Fig.  5). 
Functional  occupational  therapy,  given  for  the 
double  purpose  of  recreation  and  of  training  of 
muscles  and  skills,  is  used  extensively  in  this 
phase. 

Psychologic  Aspects 

The  importance  which  we  attach  to  the  psy- 
chologic aspects  of  infantile  paralysis  is  em- 
phasized in  the  setting  aside  of  funds  at  the 
Home  for  study  and  treatment  of  the  mental 
phases  in  the  care  of  the  patient.  The  psy- 
chologic impact  of  the  disease  with  its  paralytic 
and  disabling  effects  is  enormous.  In  the  past 
this  has  not  been  given  the  study  and  attention 
that  it  should  have  had.  Recovery,  rehabilita- 


Fig.  5.  Patient  with  flail  upper  extremities. 
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tion,  vocational  training,  and,  in  the  adult,  job 
re-training,  will  be  facilitated  greatly  by  a 
healthy  psychologic  readjustment. 

Deformities 

Deformities  can  develop  during  any  stage  of 
the  disease.  They  interfere  with  rehabilitation, 
and  the  ultimate  degree  of  function  of  the  indi- 
vidual depends  upon  the  absence  of  deformities 
as  well  as  on  the  return  and  development  of 
muscle  power.  The  prevention  of  deformity, 
therefore,  cannot  be  overemphasized. 

In  the  early  stages  deformities  are  produced 
by  muscle  shortening  associated  with  muscle 
irritability  and  pain,  by  habitual  faulty  attitudes 
while  in  bed,  and  by  muscle  imbalance,  the  re- 
sult of  paralysis.  They  are  prevented  by  the 
previously  described  measures  of  alleviating 
muscle  pain,  by  not  allowing  joints  to  remain 
for  any  length  of  time  in  faulty  positions,  and  by 
opposing  with  mechanical  means  the  deforming 
pull  of  imbalanced  muscles. 

Proper  position  in  bed  is  important.  The  pa- 
tient most  of  the  time  should  be  kept  in  a supine 
or  prone  position  on  a firm  mattress  with  the 
arms  at  the  side.  Pillows  or  rolled  towels  should 
be  used  to  prevent  external  rotation  of  the  legs, 
and  a cradle  should  be  employed  to  prevent  the 
weight  of  the  bed  clothes  from  pressing  down  the 
feet  into  equinus.  Footboards  are  used  to  con- 
trol foot  drop.  Variations  of  this  position  may 
be  necessary  in  the  early  stage  to  relax  a group  of 
muscles  that  may  be  in  marked  spasmodic  con- 
traction. If  imbalance  is  present  between  the 


flexor  and  extensor  muscles  of  the  hip  or  if  there 
is  marked  weakness  of  the  anterior  abdominal 
muscles,  prolonged  sitting  up  in  bed  should  be 
avoided  because  of  the  increased  danger  of  de- 
veloping a hip  flexion  deformity  (Fig.  6).  Pro- 
longed resting  of  the  hands  on  the  chest  or  ab- 
domen also  should  not  be  allowed,  as  in  this  posi- 
tion the  wrists  are  flexed  and,  if  muscle  imbalance 
is  present,  flexion  deformities  may  occur. 

Molded  plaster  of  paris  splints  or  bivalved 
casts  are  the  best  means  of  supporting  joints 
while  the  patient  is  in  bed  to  prevent  deformity 
when  this  is  necessary.  When  he  is  ready  to  get 
up,  braces  made  of  steel  or  duraluminum  are  em- 
ployed for  the  same  reason,  and  in  severely 
paralyzed  cases  are  used  to  provide  stability  so 
that  the  individual  can  Valk.  These  must  be 
worn  as  long  as  there  is  any  tendency  for  deformity 
to  develop  or  until  this  possibility,  or  the  joint 
weakness,  has  been  eliminated  by  reconstructive  . ' 
and  stabilizing  surgery  in  the  residual  stage. 

The  development  of  deformity  should  not  be 
awaited;  rather,  it  should  be  anticipated.  It  is  'J 
far  easier  to  prevent  malposition  than  to  cor- 
rect it.  If  deformities  occur  or  increase  in  spite 
of  the  early  application  of  heat  and  stretching, 
they-  must  be  corrected  by  methods  of  traction, 
wedging,  or  turnbuckle  casts. 

Surgery 

There  should  be  little  need  for  surgery  in  the 
convalescent  stage,  since  deformity  generally  can 
be  controlled  by  treatment  and  the  appropriate 
use  of  splints  and  braces.  If,  however,  deformi- 
ties develop  and  will  not  yield  to  conservative 
means  of  therapy,  surgical  correction  will  be 
necessary.  In  the  residual  stage,  surgery  of  a 
reconstructive  and  stabilizing  nature  plays  a 
major  role. 

Statistics 

Three  hundred  consecutive  cases  have  been 
studied  for  development  of  deformities  and  for 
behavior  of  muscle  strength  of  a few  muscles. 


TABLE  1. — Deform  ities 


Scoliosis 

Mild 

40 

Moderate 

16 

Severe 

1 

Total 

57 

1 lip  flexion 

10 

7 

G 

20 

Recurvatuni 

10 

5 

1 

16 

Knee  flexion 

4' 

i 

5 

Equinus 

85 

16 

i 

102 

Cavus  foot 

18 

3 

21 

We  called  deformities  mild  when  no  sur- 
gery was  contemplated;  in  moderate  deformities 
surgery  was  likely,  and  in  the  group  of  the  severe 
deformities  surgery  had  been  decided  upon. 

Table  2 demonstrates  the  average  improve- 
ment of  live  muscles  between  the  first  and  last 
examination.  Wc  have  used  both  symbols,  let- 


Fig.  0.  Neglected  hip  deflexion  deformity. 
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ters,  and  figures.  The  key  for  our  evaluation  is 
seen  in  Table  3. 


TABLE  2. — Muscle  Strength 


Number  of 

Early 

Late 

Differ- 

Muscles 

Strength 

Strength 

ence 

Anterior  tibial 

393 

3.17  P 

5.18  F — 

2.1 

Calf 

382 

3.50  P + 

5.76  F 

2.26 

Quadriceps 

401 

4.26  P-1- 

5.60  F + 

2.34 

Abdominals 

414 

3.68  P + 

6.93  F + 

3.25 

Deltoid 

277 

4.27  P + 

6.89  F + 

2.62 

These  figures  are  given  without  comment. 
The  symptoms  of  infantile  paralysis  vary  widely; 
only  much  larger  groups  of  patients  can  form  the 
basis  for  valid  conclusions.  It  is  noteworthy, 
however,  that  the  abdominals  are  the  most  fre- 
quently involved  muscles,  and  that  they  show 
a better  rate  of  improvement  than  the  other 
muscles  of  the  group.  The  anterior  tibial  shows 
the  least  improvement  of  all  muscles,  which  con- 
firms the  clinical  impression  we  had.  The  del- 
toid, the  only  muscle  of  the  upper  extremity  we 
followed,  has  been  involved  distinctly  less  fre- 
quently than  the  muscles  of  the  lower  extremi- 
ties. 


TABLE  3. — Key  to  Muscle  Evaluation 


0-0 

6-F 

1-T 

7-F  + 

2-P  — 

8-G  — 

3-P 

9-G 

4-P  + 

10-G  + 

5-F  — 

N 

Summary 

1.  A discussion  of  the  physical  therapy  and 
orthopedic  management  in  the  acute  and  con- 
valescent stages  of  poliomyelitis  has  been  pre- 
sented. 

2.  This  was  based  upon  the  study  of  and  ex- 
perience with  552  paralytic  patients  who  were 
treated  from  1942  through  1946  at  the  New 
York  State  Reconstruction  Home,  West  Haver- 
straw,  New  York. 

Discussion 

H.  J.  Behrend,  M.D.,  New  York  City. — The  treat- 
ment of  poliomyelitis  has  become  a serious  prob- 
lem for  the  hospitals  and  for  the  physicians.  Be- 
cause of  the  widespread  publicity  given  to  this 
disease,  parents  and  relatives  will  frequently  de- 
mand the  application  of  certain  methods  of  treat- 
ment for  their  patients. 

The  approach  to  treatment  presented  here  follows 
strictly  the  lines  of  modern  physical  medicine,  in- 
cluding rehabilitation,  and  orthopedics.  In  so 
doing  the  authors  have  clearly  come  to  the  con- 
clusion, which  coincides  with  our  own,  that  the 
nature  of  the  disease  makes  it  impossible  to  follow 
the  strict  commandments  of  an  individual  method. 
We  agree  that  the  conventional  applications  of  moist 
heat,  namely  hot  packs  and  hot  baths,  are  cumber- 


some and  far  from  ideal.  We  have  used  hot  baths 
only  occasionally  and  then  not  more  than  once  a 
day.  It  would  interest  me  to  learn  the  effect  of 
baths  of  104  F.  given  for  fifteen  to  twenty  minutes 
and  repeated  3 to  5 times  daily  on  the  circulation  and 
on  other  systems  of  the  body.  In  my  opinion  a 
bath  of  this  temperature  given  so  frequently  con- 
stitutes a mild  form  of  fever  therapy  with  all  its 
possible  complications  and  weakening  effects. 

Because  we  realized  all  the  difficulties  with  which 
we  were  confronted  in  applying  hot  packs  regularly 
over  a long  period  of  time,  we  have  also  been  look- 
ing for  different  methods  to  relieve  muscle  pain. 

In  1944,  I published  a report  on  the  pain  reliev- 
ing effect  of  hydrogalvanism,  the  galvanic  bath, 
in  subacute  poliomyelitis.  We  have  used  this 
method  ever  since  at  the  Hospital  for  Joint  Diseases 
in  New  York  with  satisfactory  results.  The  theory 
of  the  physiologic  effect  of  this  method  is  based  on 
the  accepted  physiology  of  the  continuous  galvanic 
current  in  combination  with  hydrotherapy.  The 
method  has  been  described  in  the  Bulletin  of  the 
Hospital  for  Joint  Diseases,  October,  1944. 

The  problem  of  rehabilitation  received  consider- 
able attention  during  the  last  world  war.  Much 
has  been  done  in  this  respect  for  the  injured,  the 
paraplegics  and  the  hemiplegics.  Very  little  has 
been  done  in  this  respect  for  the  victims  of  polio- 
myelitis. The  authors  have  realized  the  importance 
of  this  problem.  The  teaching  of  daily  activities, 
using  the  practical  approach  of  vocational  training 
and  job  training,  has  been  more  than  neglected  in 
the  past.  The  authors  are  to  be  congratulated  for 
their  approach  to  the  problem  and  for  their  fine 
presentation. 

R.  D.  Severance,  M.D.,  Syracuse,  New  York. — 
I was  interested  in  the  careful,  continuous  recording 
of  the  various  symptoms,  especially,  pain,  stiffness, 
muscle  weakness,  and  level  of  practical  function. 
We,  too,  have  given  hot  baths.  I would  be  inter- 
ested in  the  experience  Dr.  Clurewitsch  had  with  the 
general  systemic  reactions  of  the  patients  to  the 
warm  water.  We  have  developed  as  a guide  for 
determining  the  end  point  of  tolerance  of  each  bath, 
the  appearance  of  pearls  of  sweat  on  the  patient’s 
forehead.  We  have  found  that  a w'arm  bath  acts 
as  the  best  sedative  for  pain  and  discomfort,  making 
any  medication  unnecessary. 

If  muscles  remain  completely  paralyzed  for  a few 
months,  we  have  given  up  treating  them  every  day. 
The  muscles  are  checked  by  t he  head  physical  I her- 
apist  once  a month  for  signs  of  returning  power. 
I wonder  if  Dr.  Gurewitsch  thinks  this  practice  to 
be  adequate. 

I believe  it  is  a very  good  idea  to  start  the  stand- 
ing and  walking  of  pat  ients  under  water,  eliminating 
entirely  the  effort  of  weight  bearing.  We  have 
found,  however,  that  the  resistance  of  the  water 
may  interfere  quite  considerably.  I would  be  inter- 
ested in  the  criteria  developed  for  evaluating  the 
limit  of  fatigue  in  relation  to  the  amount  of  effort 
to  which  the  muscles  should  be  exposed. 

Dr.  Gurewitsch:  “When  I went  out  to  Minne- 
apolis to  study  Sister  Kenny’s  work  in  1943,  I asked 
whether  she  could  suggest  a use  for  the  three  pools 
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which  we  happened  to  have  at  our  disposal  at  the 
Reconstruction  Home  in  the  treatment  of  polio. 
“The  best  use  I could  make  of  the  pools  was  to  fill 
them  with  good  garden  earth  and  to  plant  beauti- 
ful flowers  in  them  for  the  patients  to  enjoy,”  was 
the  answer  I received.  I am  afraid  we  have  not 
followed  this  advice. 

VVe  have  watched  for  systemic  reactions  care- 
fully. The  patients  do  develop  some  degree  of 
fever.  Blonde,  lighOskinned  patients  may  go  up 
to  100.5  F.,  or  even  101  F.  Dark-skinned  or  colored 
patients  show  less  temperature  rise.  Since  fever 
therapy  has  been  advocated  as  a means  of  getting 
rid  of  pain  and  stiffness,  this  reaction  may  not  be 
undesirable.  We  give  salt  tablets,  watch  for  re- 
placement of  lost  fluid,  and  check  the  patient’s  appe- 
tite and  weight. 

In  very  debilitated  patients  we  have  cut  the  time 
of  immersion  down  to  five  minutes  once  or  twice 
daily.  But  on  the  whole  we  have  found  that  the 
great  majority  of  patients  could  withstand  the 
routine  described. 

The  temperature  of  104  F.  was  chosen  arbitrarily. 
We  have  continued  one  routine  for  the  entire 
series  in  order  to  get  an  impression  from  a large 
group  of  patients.  The  coming  year  we  will 
start,  equally  arbitrarily,  another  group  treated  with 
a temperature  of  only  101  F.,  and  in  due  time  we 
may  be  able  to  make  a comparison. 

Sedatives  were  mentioned.  I would  like  to  utter 
a word  of  caution.  Sedatives  are  dangerous  wher- 
ever there  is  respiratory  distress.  We  have  seen 
patients  become  restless,  fighting  against  falling 
asleep,  because  the  lowered  respiratory  capacity 
during  sleep  got  too  close  to  their  minimum  require- 
ments. A further  diminishing  of  the  respiration  by 


sedatives  may,  in  severe  cases,  kill  the  patient  in  his 
sleep. 

We  treated  zero  muscles  differently  from  zero  ex- 
tremities. The  prognosis  of  a zero  muscle  sur- 
rounded by  functioning  muscles  is  unpredictable. 
It  should  receive  more  intensive  muscle  reduction 
than  outlined  by  Dr.  Severance.  If  the  entire  ex- 
tremity is  paralyzed,  the  prognosis  is  much  more 
definite  to  the  negative,  and  a speedy  attempt,  aim- 
ing at  practical  functional  education  of  the  patient, 
is  justified. 

We  have  not  found  the  resistance  of  the  water 
for  early  walking  exercises  to  be  an  important 
factor.  The  movements  are  executed  very  slowly 
with  attention  put  mostly  on  good  coordination. 

Muscles  which  are  still  in  the  process  of  degenera- 
tion or  regeneration  show  signs  of  fatigue  very 
quickly;  in  this  stage  they  should  not  be  exhausted 
by  nonsupervised  activities  like  walking.  If  the 
exercise  is  stopped  immediately  when  signs  of  ex- 
haustion develop,  demonstrated  by  decreasing 
function,  renewed  effort  within  only  a few  minutes 
is  possible  and  desirable.  Treatment  sessions, 
therefore,  should  be  repeated  several  times  daily  and 
the  patient,  if  old  enough,  should  be  instructed  as 
much  as  possible  to  exercise  the  weak  muscles  by 
himself.  The  time  and  type  of  his  exercises  should 
be  checked  daily  by  the  therapist. 

If  we  see  no  improvement  of  strength  after  three 
months,  we  feel  that  the  approach  should  be  changed. 
We  have  chosen  three  months  arbitrarily. 

As  to  the  testing  of  abdominal  muscle  strength, 
we  have  not  been  very  fussy.  We  have  tested 
muscle  groups  rather  than  individual  muscles  by 
simple  anterior  and  lateral  flexion  of  head,  trunk, 
and  thighs. 


ANNOUNCE  RADIO  PROGRAM,  “DOCTORS 

The  A.M.A.-N.B.C.  radio  program  “Doctors 
Today,”  which  opened  December  13,  1947,  is 
scheduled  to  run  for  26  consecutive  weeks  at  3 i*.m. 
each  Saturday,  Central  Standard  time.  The  exact 
number  of  stations  taking  the  program  will  be  an- 
nounced when  available;  the  1947  series,  “Doc- 
tors— Then  and  Now,”  was  broadcast  by  approxi- 
mately 140  stations  from  coast  to  coast. 

“Doctors  Today”  is  a program  based  on  timeli- 
ness and  therefore  subject  to  change.  The  following 
schedule  is  tentative. 


TODAY” 

Whenever  possible  programs  cancelled  in  favor  of 
more  timely  ones  will  be  broadcast  later  in  the 
series. 

27  December  1947 — Physical  Fitness 
3 January  1948 — Cancer 

10  January  1948 — Care  of  the  Chronically  111 
17  January  1948 — Alcoholism 
24  January  1948 — Federal  Control  of  Drugs 
31  January  1948 — Urgent  Need  for  Nurses 
7 February  1948 — Health  in  Rural  Schools 
— A.M.A.  News,  December 26,  1947 


THE  EFFECT  OF  DRILLING  THE  NECK  OF  THE  FEMUR  IN 
LEGG-PERTHES’  DISEASE 

Isadore  Zadek,  M.D.,  New  York  City,  and  George  D.  B.  Berkett,  M.D.,  New  Orleans 
{From  the  Hospital  for  Joint  Diseases ) 


THIS  is  an  analysis  of  the  end  result  of  drilling 
through  the  epiphyseal  cartilage  of  the  neck 
of  the  femur  in  10  patients  suffering  from  Legg- 
Perthes’  disease.  This  work  was  done  in  1942, 
but  its  presentation  was  delayed  because  of  more 
pressing  activities  incidental  to  the  recent  war. 

All  of  the  patients  were  young  boys.  At  the 
time  of  operation,  the  youngest  patient  was  five 
and  the  oldest,  ten  years  of  age.  The  average 
age  was  seven  years.  Seven  of  these  drillings 
were  performed  from  within,  after  dislocating  the 
head  of  the  femur  from  the  acetabulum,  and 
three  from  without,  the  channels  being  made 
through  the  neck  of  the  femur  in  the  same  manner 
as  one  performs  a blind  nailing  for  fracture  of  the 
neck  of  the  femur.  In  order  to  facilitate  this 
type  of  drilling,  a window  was  cut  in  the  lateral 
aspect  of  the  femoral  shaft  just  below  the  greater 
trochanter.  This  procedure  is  not  advised  for 
so-called  “blind  nailing”  of  the  fractured  hips  as 
the  nail  loses  an  important  point  of  fixation.  The 
window  was  replaced  and  countersunk  with  a 
bone  set  after  the  drill  holes  were  made  into  the 
neck  of  the  femur. 

There  is  so  much  more  trauma  associated  with 
intra-articular  drilling  and  interference  with  the 
local  blood  supply  to  the  head  and  neck  of  the 
femur  that  this  is  less  desirable  than  extra-articu- 
lar drilling.  With  the  former  type  the  articular 
cartilage  of  the  head  of  the  femur  is  necessarily 
traumatized. 

In  6 patients  the  right  hip  was  involved  and  4 
nad  the  condition  on  the  left.  The  longest  time 
that  elapsed  after  operation  was  a check-up 
twelve  years  later.  The  shortest  period  for 
check-up  was  two  years. 

The  disease  had  existed  for  an  average  of  ten 
to  twelve  months  prior  to  drilling.  Several  cases 
were  excluded  for  reasons  such  as  insufficient  drill 
holes,  lack  of  conclusive  evidence  that  the 
epiphyseal  cartilage  had  been  traversed,  or  too 
short  a period  of  observation  after  operation. 

All  of  the  operative  incisions  healed  by  primary 
union,  and  the  only  complication  was  a fracture 
of  the  upper  third  of  the  shaft  of  the  femur  that 
occurred  in  one  case  when  the  head  of  the  femur 
was  being  dislocated  from  the  acetabulum. 

All  of  the  patients  had  some  protection  after 
operation , including  bed  rest  with  traction.  They 
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remained  in  bed  for  about  six  months  postopera- 
tively,  although  some  were  kept  there  for  a much 
longer  period  of  time  and  were  protected,  more  or 
less  efficiently,  for  eighteen  months  to  four  years. 
Subsequent  protection  was  carried  out  by  plaster 
of  Paris  spicas,  crutches  with  a high  shoe  on  the 
opposite  side,  or  a caliper  brace.  The  caliper 
brace  does  not  remove  the  superincumbent  weight 
to  any  appreciable  degree  and  merely  serves  to 
lessen  the  individual’s  activity. 

Six  of  the  10  patients  had  a limp  at  the  time  of 
the  final  examination.  Five  patients  were  posi- 
tive for  Trendelenburg’s  sign;  5 were  negative. 
Two  of  them  lacked  5 degrees  of  full  extension, 
while  one  of  them  lacked  35  degrees  of  complete 
flexion.  Five  patients  lacked  abduction  of  5 to 
15  degrees.  Two  cases  had  no  shortening  as 
measured  from  the  anterior  superior  spine  of  the 
ilium  to  the  internal  malleolus.  The  remaining 
cases  had  shortening  that  varied  from  1/2  inch  to 
1 inch  and  averaged  3/4  of  an  inch.  One  patient 
showed  atrophy  of  the  thigh  of  2 inches  and,  in 
the  others,  it  varied  to  as  little  as  'A  of  an  inch. 
In  all  of  these  cases  but  one,  in  which  the  epiphy- 
seal line  completely  disappeared,  the  epiphyseal 
cartilage  was  still  evident  roentgenographically 
three  to  twelve  years  postoperatively. 

The  patient  in  whom  drilling  apparently  pro- 
voked fusion  of  the  epiphyseal  line  was  ten  years 
old  at  the  time  of  operation  with  the  check-up 
x-ray  examination  made  four  years  postopera- 
tively. This  drilling  was  done  intra-articularly, 
the  end  result  being  a flattened  head  of  the 
femur.  In  one  case  in  which  the  drilling  was 
done  extra-articularly  at  the  age  of  ten  the  head 
of  the  femur  was  round  and  globular,  and  the 
epiphyseal  line  was  still  evident  three  years  post- 
operatively. There  was  no  shortening  at  the 
time  of  the  check-up.  The  head  of  the  femur  in 
the  remaining  nine  had  become  flattened  and 
mushroomed  to  a more  or  less  marked  degree. 

One  of  -the  cases  was  of  particular  interest. 
The  disease  was  bilateral.  The  left  side  was 
drilled  extra-articularly.  The  patient  remained 
in  bed  at  our  convalescent  home  for  two  years 
with  skin  traction  to  both  lower  extremities.  At 
the  end  of  the  two  years  the  side  operated  upon 
showed  more  flattening  of  the  head  of  the  femur 
than  the  one  not  operated  upon,  while  the  neck  of 
the  femur  was  broader  and  shorter  on  the  side 
operated  upon. 
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Comment 

This  series  of  cases  is  too  small  to  allow  one  to 
draw  absolute  conclusions. 

Assuming  that  the  condition  is  a manifestation 
of  aseptic  necrosis  with  a local  vascular  disturb- 
ance, one  might  have  expected  that  drilling 
through  the  defective  area  would  have  assisted  in 
the  process  of  resolution.  Our  examination  has 
not  shown  this  to  be  true.  One  would,  therefore, 
conclude  that  the  progress  in  the  healing  of  this 
disease  is  not  influenced  by  the  drilling. 

Probably  Legg’s  opinion  is  correct,  i.e.,  that 
there  are  two  distinct  types  of  the  disease,  one  in 
which  the  head  becomes  flattened  and  mush- 
roomed centrally,  and  the  other  in  which  there  is 
a tendency  toward  flattening  associated  with 
more  fragmentation  and  migration  of  the  flat- 
tened head  toward  the  greater  trochanter.1  Legg 
felt  that  the  ultimate  result  depended  upon  what 
type  we  happened  to  be  dealing  with,  that  the 
outcome  was  pretty  well  predestined,  and  that 
the  change  of  shape  was  not  influenced  by  weight- 
bearing.  Notwithstanding  this,  it  seems  logical 
to  avoid  weight-bearing  during  the  active  period 
when  softening  is  present,  as  has  been  recom- 
mended by  Danforth  and  others.2 

In  contrast  to  the  above,  drilling  through  the 
epiphyseal  cartilage  does  hasten  its  closure  in 
slipping  of  the  upper  femoral  epiphysis  and  in 
congenital  coxa  vara.3  It  is  not  readily  apparent 
why  this  does  not  occur  in  Legg-Perthes’  disease. 

We  wish  to  thank  Dr.  S.  Ivleinberg  and  Dr.  H. 
Sonnenschein  for  the  privilege  of  studying  cases 
from  their  services. 

Discussion 

Joseph  Buchman,  M.D.,  New  York  City. — 
Dr.  Zadek  is  to  be  commended  for  his  frank  report 
on  two  operative  approaches  for  the  cure  of  Perthes’ 
disease.  The  drilling  of  the  head  and  neck  of  the 
femur,  whether  it  be  via  the  extra-articular  or  the 
intra-articular  route,  has  failed  to  modify  the  course 
of  the  disease.  My  own  experiences  were  concerned 
with  the  drilling  of  the  head  and  neck  from  the 
articular  surface  of  the  head  subsequent  to  its  dis- 
location from  the  acetabulum  in  12  instances.  In 
none  of  these  instances  was  the  evolution  of  the 
disease  modified  to  any  appreciable  degree  either 
for  the  better  or  the  worse. 

Dr.  Zadek  rightly  calls  attention  to  the  oft- 
repeated  observation  that  drilling  in  congenital 
coxa  vara  and  in  slipped  femoral  epiphysis  hastens 
the  cycles  of  these  disturbances  by  the  production 
of  early  bony  union  between  the  head  and  neck  of 
the  femur.  In  Legg-Perthes’  disease  drilling,  no 
matter  how  thorough,  is  without  effect.  The  ex- 
planation for  the  difference  in  the  behavior  of  the 
latter  disturbance  in  contrast  to  the  former  dis- 
turbances may  possibly  be  due  to  the  fact  that  in 
Legg-Perthes’  disease  t he  area  of  aseptic  necrosis  is 


much  more  extensive  and  therefore  is  not  so  readily 
resolved  by  creeping  substitutions  as  in  the  con- 
genital coxa  vara  and  slipped  femoral  epiphysis. 
A second  explanation  may  rest  in  the  fact  that  the 
area  of  aseptic  necrosis  in  Legg-Perthes’  disease  is 
at  the  end  of  the  bone  and,  consequently,  presents 
less  opportunity  for  revascularization  than  in  con- 
genital coxa  vara  and  slipped  femoral  epiphysis 
where  the  disturbance  lies  between  the  head  and 
the  neck.  Both  of  these  consist  of  relatively  normal 
bone  with  normal  circulation  and  are,  therefore, 
capable  of  acting  as  foci  from  which  creeping  sub- 
stitution may  develop. 

It  is  perhaps  opportune  at  this  time  to  describe 
the  gross  pathologic  appearances,  noted  subsequent 
to  the  dislocation  of  the  femoral  head  in  Legg- 
Perthes’  disease.  In  every  instance  that  I have 
observed  the  head  was  of  relatively  normal  shape. 
The  overlying  cartilage  was  at  times  discolored  and 
presented  a loss  of  its  usual  sheen.  There  were 
areas  of  softening  deep  to  the  articular  cartilage  and 
loss  of  attachment  to  the  underlying  bone  to  the 
extent  that  if  sufficient  care  were  not  exercised 
during  the  drilling  operation  the  cartilage  could 
readily  be  peeled  off  the  head  much  like  the  cracked 
shell  of  a hard-boiled  egg.  The  texture  of  the  head, 
as  demonstrated  by  its  resistance  to  the  drill  point, 
was  irregularly  soft  and  hard  at  varying  levels. 
In  several  instances  a wedge-shaped  section  was 
removed  from  the  inferior  aspect  of  the  head. 
These  sections  presented  avascular,  necrotic  bone. 
The  area  of  juncture  of  the  perichondrium  of  the 
neck  and  the  articular  cartilage  usually  presented  a 
velvety  cuff  of  edematous  and  congested  synovial 
tissue.  The  ligamentum  teres  was  usually  thick- 
ened, edematous,  and  congested,  and  presented  a 
similar  appearance  to  that  noted  at  the  periphery 
of  the  head.  Section  of  the  ligamentum  teres  did 
not  produce  any  significant  hemorrhage  and  in  no 
instance  was  it  necessary  to  tie  off  the  contained 
vessels.  The  point  of  attachment  of  the  ligamentum 
teres  to  the  head  and  its  origin  in  the  floor  of  the 
acetabulum  was  usually  surrounded  by  the  above- 
described  velvety-appearing  edematous  and  con- 
gested synovial  tissue. 

I mention  these  pathologic  appearances  to  indi- 
cate the  possible  dangers  inherent  in  drilling  of  the 
head  and  neck  of  the  femur  in  Legg-Perthes’  disease. 
It  is  very  possible  that  on  drilling  from  the  greater 
trochanteric  region  small  fragments  of  articular 
cartilage  may  be  torn  off  and  dropped  into  the  joint, 
with  resultant  development  of  cartilaginous  bodies 
within  the  articulation. 

Dr.  Zadek’s  presentation  is  important,  even 
though  it  does  not  speak  of  success.  Actually  it 
points  to  procedures  which  should  be  shunned. 
Avoidance  of  weight-bearing  by  prolonged  bed  rest, 
several  years  if  necessary,  yields  the  most  satis- 
factory results. 
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PERIARTERITIS  NODOSA-LIKE  LESIONS  IN  TUBERCULOUS 
MENINGITIS 

Milton  G.  Bohrod,  M.D.,  Rochester,  New  York 
( From  the  Pathology  Laboratories  of  the  Rochester  General  Hospital) 


STUDIES  of  the  past  few  years  in  the  patho- 
genesis of  periarteritis  nodosa,  stimulated 
especially  by  the  researches  of  Rich  and  his  co- 
workers, have  pointed  to  the  importance  of 
allergy  as  a mechanism  concerned.1  According  to 
this  conception,  periarteritis  nodosa  is  the  result 
of  an  anaphylactoid  antigen-antibody  reaction  in 
which  the  arteries  are  the  site  (the  so-called 
“shock-organ”)  of  the  reaction.  The  experi- 
mental production  of  periarteritis  by  methods 
which  do  not  involve  such  reactions  should  warn 
one  against  accepting  this  mechanism  as  the  only 
possible  one.  However,  if  periarteritis  nodosa 
cannot  at  this  time  be  said  to  be  the  pathognom- 
onic sign  of  vascular  allergic  reaction,  it  can 
nevertheless  be  accepted  as  highly  characteristic. 

In  experimental  periarteritis  nodosa  a very 
limited  number  of  antigens  have  been  employed. 
In  the  human  disease  it  is  rare  to  be  able  to 
designate  the  actual  substance  which  is  involved. 
The  question  remains  unsettled,  therefore,  as  to 
how  wide  a range  of  allergens  is  capable  of 
eliciting  the  characteristic  response.  This  in  turn 
has  a bearing  on  the  whole  question  of  the  causa- 
tive agents  responsible  for  many  allergic  vas- 
cular, cardiac,  joint,  and  other  diseases. 

Case  Report 

Case  1. — The  patient  was  a twenty-six-year-old 
colored  man  who  entered  the  Rochester  General 
Hospital  on  July  12,  in  a stuporous  state.  The  his- 
tory obtained  from  his  relatives  was  fragmentary  and 
not  too  reliable.  The  patient  had  contracted  a cold 
in  February  and,  since  then,  had  had  a dull  pain  in 
the  chest.  Since  March  he  had  been  weak  and  in  the 
past  few  months  had  lost  15  pounds.  Two  weeks 
before  admission  he  developed  severe  headache  and 
lethargy,  and  for  some  hours  he  had  been  semi- 
stuporous. 

Examination  showed  definite  signs  of  meningitis. 
The  spinal  fluid,  obtained  at  an  initial  pressure  of  75 
mm.,  was  slightly  cloudy  and  on  standing  developed 
a pellicle.  There  were  500  cells  per  eu.  mm.,  75  per 
cent  lymphocytes  and  25  per  cent  neutrophils. 
Sugar  19  mg.  per  100  cc.,  chlorides  400,  and  total  pro- 
tein 184  mg.  per  100  cc.  On  subsequent  spinal  fluid 
examinations  over  a period  of  three  days  there  was 
little  change  except  that  the  pressure  rose  as  high 
as  465  mm.  No  micro-organisms  were  seen  in 
smears,  but  guinea  pigs,  inoculated  with  two  differ- 
ent fluids,  developed  tuberculous  lesions  from  which 
tubercle  bacilli  were  recovered. 
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The  patient’s  condition  became  rapidly  worse. 
He  died  on  July  17,  his  sixth  hospital  day. 

Necropsy  revealed  evidence  of  tuberculosis  in  the 
lungs,  hilar  lymph  nodes,  prostate,  and  the  men- 
inges. The  lungs  showed  small  foci  of  acinose- 
nodose  involvement,  larger  areas  of  caseous  pneu- 
monia, and  disseminated  miliary  tubercles.  Miliary 
tubercles  were  not  noted  grossly  in  the  spleen  or 
liver,  but  they  were  found  on  histologic  examination. 
Most  of  the  prostate  was  replaced  by  caseous  ma- 
terial. 

The  brain  weighed  1,280  Gm.  The  base  was 
covered  by  fairly  thick  gelatinous  exudate,  which 
extended  over  the  cerebellum,  pons,  and  medulla. 
The  region  of  the  exit  of  the  fourth  ventricle  was 
obstructed,  and  both  the  fourth  and  the  third 
ventricles  were  dilated.  Over  the  convex  surface  the 
leptomeninges  were  only  slightly  thickened  and 
cloudy,  and  along  the  course  of  the  blood  vessels  a 
few  pinhead-size  gray  nodules  could  be  seen. 

Except  for  the  vascular  lesions  the  histologic  find- 
ings were  typical  of  the  usual  tuberculous  menin- 
gitis. The  exudate  contained  considerable  fibrin 
and  many  cells,  partly  lymphocytes  and  histiocytes, 
partly  neutrophil  leukocytes.  There  was  a marked 
tendency  for  the  exudate  to  become  necrotic,  and 
around  the  necrotic  areas  the  histiocytes  tended  to 
congregate  and  form  abortive  tuberculoid  granu- 
lomas. Only  rarely  was  a well-defined  tubercle  en- 
countered. 

Vascular  lesions  were  very  prominent;  at  the  base 
of  the  brain,  where  grossly  the  exudate  was  thickest; 
every  meningeal  vessel  of  moderate  size  and  some 
small  vessels  were  involved.  The  largest  vessels 
showed  no  involvement.  In  the  rest  of  the  brain 
those  vessels  were  involved  which  were  close  to  re- 
gions of  inflammatory  infiltration.  For  the  most 
part  the  typical  lesion  was  a panarteritis,  less  fre- 
quently it  was  simply  a periarteritis;  and  a few 
vessels  were  seen  which  showed  only  an  endarteritis, 
or  fibrinoid  necrosis  of  a portion  of  the  wall.  All  of 
t hese  lesions  resembled  those  seen  in  typical  cases  of 
periarteritis  nodosa.  There  was  a tendency  in  a 
very  few  vessels  for  greater  necrosis  than  is  usually 
encountered  in  periarteritis  nodosa.  The  pan- 
arteritic  lesions  caused  groat  thickening  of  the 
vessel  which  stood  out  prominently  in  the  sections. 

The  necrotic  and  granulomatous  lesions  of  the 
meninges  showed  moderate  numbers  of  tubercle 
bacilli  in  sections,  but  the  most  careful  search  in 
many  sections  failed  to  disclose  a single  tubercle 
bacillus  in  the  vascular  lesions. 

No  periarteritic  or  other  arterial  lesion  was  found 
in  any  other  organ  in  the  body. 

Discussion 

While  tuberculous  lesions,  in  general,  avoid 
blood  vessels,  this  tendency  is  not  as  marked  in 
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the  meninges  as  elsewhere.  Frequently,  the 
lesions  of  tuberculous  meningitis  follow  the  course 
of  the  blood  vessels,  and  sometimes  the  vessels 
themselves  are  thickened  and  infiltrated  with  in- 
flammatory cells.  The  only  unusual  factors  in  the 
case  described  are  the  extent  of  the  vascular  in- 
volvement and  the  presence  of  so  many  stages  of 
lesions  frequently  seen  in  periarteritis  nodosa. 

The  vascular  lesions  may  be  explained  as  the 
result  of  the  action  of  tuberculoprotein  on  menin- 
geal blood  vessels  which  had  been  sensitized  to 
this  substance,  and  with  the  production  of 
periarteritis  nodosa-like  lesions.  The  apparent 
absence  of  tubercle  bacilli  in  the  vascular  lesions 
may  be  of  some  importance  in  support  of  this 
view.  That  the  meninges  can  be  sensitized  ex- 
perimentally to  other  proteins  was  shown  long 
ago.3  The  lesions  produced  were  not  dissimilar 
to  the  ones  shown  in  this  case. 

This  has  a bearing  on  the  pathogenesis  of 
tuberculous  meningitis  in  general.  No  one  will 
deny  that  the  condition  may  follow  the  rupture  of 
a large  tuberculoma  into  the  subarachnoid  space. 
But  the  pinhead-sized  or  slightly  larger  lesions, 
found  after  painful  search,  if  at  all,  are  more 
easily  explained  as  the  formation  of  granulomas 
after  the  occurrence  of  the  meningitis,  for  this 
disease  frequently  has  a duration  of  several  weeks 
or  months.  The  necrotizing  character  of  the 
lesions,  the  frequency  of  vascular  lesions,  and  the 
sparsity,  in  many  instances,  of  tubercle  bacilli  in 
comparison  with  the  degree  of  exudation,  all 
these  point  to  sensitization  of  the  meninges  as  an 
important  factor  in  producing  the  meningitis. 

There  remains  the  problem  of  the  identity  of 
the  lesions  with  those  of  the  disease  called  peri- 
arteritis nodosa.  This  latter  condition  not  only 
has  certain  characteristic  histologic  features,  but 
there  is  also  a characteristic  distribution  of  the 
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medical  schools  at  this  time  will  be  discussed  at  the 
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lesions  among  the  organs  and,  usually,  a prone- 
ness to  dissemination,  both  of  which  are  absent  in 
this  instance.  Yet,  isolated  organ  involvement 
has  been  reported  in  periarteritis  nodosa. 
Furthermore,  in  the  absence  of  an  identifiable 
living  or  chemical  agent  in  the  usual  case  of 
periarteritis  nodosa,  the  only  criteria  for  naming 
the  lesions  are  morphologic  ones,  and  these  are 
identical  histologically  in  the  well-defined  case 
and  in  the  one  here  reported. 

It  is  evident  that  tuberculo-ailergen  is  only  in 
exceptional  instances  a cause  of  periarteritis 
lesions.  The  fact  that  it  is  capable  of  eliciting 
the  reaction  in  sensitized  vessels  points  to  the 
probability  that  in  the  more  common  dissem- 
inated disease  a variety  of  allergens  are  probably 
responsible. 

Summary 

A case  of  tuberculous  meningitis  is  reported  in 
which  there  were  an  unusual  number  of  un- 
usually well-defined  vascular  lesions,  histologi- 
cally identical  with  those  seen  in  periarteritis 
nodosa.  The  vascular  lesions  were,  however, 
limited  to  the  meninges. 

It  is  suggested  that  this  represents  an  instance 
of  the  allergic  nature  of  periarteritis  nodosa 
lesions  in  which  the  allergen  was  tuberculopro- 
tein and  in  which  the  meningeal  blood  vessels 
were  hypersensitive  to  this  allergen. 
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A CENSURE  TO  MEET 
intense  interest  in  the  subject  of  general  medicine 
makes  the  review  of  programs  for  preparing  students 
for  general  practice  of  particular  significance. 

In  addition  to  the  formal  program  of  the  congress, 
several  national  groups  concerned  with  medical 
education,  research,  hospitals,  and  licensure  will 
hold  special  meetings. 

These  include  the  Executive  Council  of  the  As- 
sociation of  American  Medical  Colleges,  the  Ad- 
visory Board  for  Medical  Specialties,  the  National 
Board  of  Medical  Examiners,  the  National  Society 
for  Medical  Research,  and  others. — A.M.A.  News, 
December  26,  197,7 


CRITERIA  OF  HEALING  IN  FRACTURES  FOLLOWING  INTERNAL 
FIXATION 


Edgar  M.  Bick,  M.D.,  New  York  City 
( From  the  Mt.  Sinai  Hospital) 

THE  problem  of  bone  healing  must  begin  with 
definitions.  This  may  appear  to  be  an  elemen- 
tary cliche  at  first  glance,  but  in  recent  years 
those  of  us  who  have  had  contact  with  large  num- 
bers of  men  treating  fractures  have  found  that  no 
actual  criteria  of  healing  exist,  and  that  rpost  of 
us  have  but  a hazy  notion  of  what  we  mean  by 
the  phrase.  T.  P.  Murray  remarked  on  one  as- 
pect of  this  fact  when  he  wrote:  “Figures  col- 
lected by  different  surgeons  with  respect  to  the 
normal  rate  of  union  of  any  particular  fracture 
are  of  comparatively  little  value  because  the  stand- 
ard varies  so  greatly  as  to  what  clinical  and  x- 
ray  evidence  constitutes  union.”1  However,  be- 
fore a standard  can  be  set,  it  is  necessary  to  define 
what  constitutes  bone  healing.  Does  it  refer,  as 
some  maintain,  to  the  complete  restoration  of 
trabecular  continuity  across  the  fracture  line,  or 
does  it  refer  to  gross  continuity  of  the  rigid  struc- 
ture of  the  bone,  regardless  of  its  histologic  com- 
ponents? Is  bone  union  an  anatomic  phenom- 
enon or  a functional  one?  Obviously,  the 
answer  can  be  the  affirmative  in  either  form  and 
must,  by  the  nature  of  the  question,  be  an  arbi- 
trary decision.  This  is  not  at  all  an  academic 
question.  The  two  possible  answers  represent  a 
serious  discrepancy  in  time,  which  is  of  consi  er- 
able  practical  importance  to  the  patient  and  to 
those  responsible  for  his  medical  care. 

The  process  of  healing  in  fractures  is,  in  its 
broader  sense,  a problem  of  phases.  There  are  a 
number  of  phases  in  the  tissue  reactions  of  re- 
parative osteogenesis.  Two  of  them  are  perti- 
nent here.  One  is  the  phase  of  effective  healing, 
that  phase  of  reparative  osteogenesis  in  which  the 
resistance  of  healing  bone  to  stress  and  strain  is 
sufficient  to  permit  renewal  of  its  normal  func- 
tions within  reasonable  limits.  In  fractures  of 
the  long  bones  of  the  upper  extremity  this  means 
manual  work  short  of  severe  pressure  or  torsion; 
in  the  lower  extremity  it  means  ordinary  unas- 
sisted weight  bearing. 

The  second  phase  pertinent  to  the  present  prob- 
lem is  that  of  replacement,  the  phase  of  reparative 
osteogenesis  during  which  the  dense,  fibrous 
fibrocartilaginous  tissue  of  the  internal  or  defini- 
tive callus  is  replaced  by  normally  constructed 
bone  trabeculae.  This  occurs  concurrently  with, 
but  much  slowerthan,  the  development  of  the  unit- 
ing external  callus  which  is  the  chief  factor  in  the 
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previously  defined  phase.  Effective  bone  healing 
should  be  the  primary  concern  of  the  surgeon; 
replacement  in  definitive  callus  is  secondary  and 
is,  for  the  most  part,  the  concern  of  the  osteolo- 
gist. 

That  effective  bone  healing  occurs  in  many 
cases  long  before  the  x-ray  film  gives  evidence  of 
completion  of  replacement  by  definitive  callus 
has  become  increasingly  evident  with  the  experi- 
ence of  recent  years.  Recognition  of  this  fact 
has  led  to  a significant  reduction  in  the  more  or 
less  arbitrary  standards  of  morbidity-time  in 
many  types  of  fractures.  This  is  particularly 
and  strikingly  true  in  fractures  treated  by  internal 
fixation. 

In  a recently  completed  study  of  the  structural 
patterns  of  callus  following  fractures  of  the  long 
bones,  it  was  found  that  the  rather  predictable 
rules  which  applied  to  healing  fractures  in  general 
did  not  apply  to  those  treated  by  methods  of 
internal  fixation.2  In  fact,  it  was  found  that  re- 
sumption of  at  least  limited  function  was  possible 
in  uncomplicated  cases,  following  rigid  internal 
fixation,  long  before  x-ray  films  showed  any  of 
the  accepted  criteria  of  bone  healing.  The  ab- 
sence or  minimal  quantity  of  demonstrable  ex- 
ternal callus  was  repeatedly  noted  in  all  uncom- 
plicated cases  treated  by  efficiently  applied  bone 
plates.  Fracture  lines  remained  visible  on  x-ray 
films  long  after  the  patient  was  actually  ambula- 
tory. As  early  as  1942,  Burns  and  Young  re- 
ported fractures  of  the  tibia  and  fibula,  treated 
by  internal  fixation  with  plates  and  no  external 
fixation,  and  that  patients  were  “walking  at  four 
weeks,”  and  “you  get  early  union  with  the  quick- 
est restoration  of  function.”3  Such  observations 
have  appeared  repeatedly  during  the  past  few 
years,  chiefly  from  military  and  naval  installa- 
tions, publicizing  the  impression  gained  by  many 
of  us  who  had  the  opportunities  to  observe  such 
cases,  although  “four  weeks”  was  somewhat 
earlier  than  most  allowed  for  fractures  of  the  tibia. 

The  osteology  behind  these  observations  is 
important,  for  without  an  understanding  of  the 
process  of  reparative  osteogenesis  clinical  inter- 
pretation may  become  too  facile.  James  Paget 
in  England  and  Dupuytren  in  France  recognized 
the  different  functions  of  the  external  or  suppor- 
tive callus  and  the  internal  or  definitive  callus 
over  a hundred  years  ago.  In  fact,  Dupuytren  is 
credited  with  having  first  employed  the  latter 
term.  The  importance  of  this  distinction  has 
been  repeatedly  emphasized  but  seldom  appre- 
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dated.1  In  efficiently  plated  fractures  the  bone 
plate  takes  over  the  function  of  external  callus  and 
permits  resumption  of  function  of  the  bone  as  soon 
as  its  strength,  plus  that  of  the  consolidated 
fibrous  fibrocartilaginous  material  of  the  internal 
callus,  establishes  effective  healing.  This  internal 
callus,  before  the  replacement  phase  defined 
above  is  completed,  is  radiotranslucent  and, 
therefore,  appears  on  x-ray  films  as  an  area  too 
often  described  as  “atrophy,”  “no  sign  of  union,” 
or  is  occasionally  misinterpreted  as  fracture 
fragments  kept  apart  by  the  plate.  It  cannot  be 
emphasized  too  strongly  that  this  intersurface 
area  does  not  normally  collapse  during  bone 
union;  it  is  filled  with  the  firm  components  of  the 
so-called  soft  callus  and  is  ossified  eventually  by 
replacement  with  bone  cells  and  trabeculae. 

Because  of  these  osteogenetic  processes,  a study 
of  x-ray  films  offer  no  positive  criteria  of  effective 
healing  in  fractures  treated  by  internal  fixation. 
There  are,  however,  important  observations  of  a 
negative  sort.  Atrophy  of  the  cortex  beneath 
the  plate  or  atrophy  about  the  screws  inevitably 
indicates  that  these  have  become  loose  in  a locally 
necrotic  environment.  This  may  or  may  not  be 
the  result  of  infection.  In  recent  years,  since  the 
introduction  of  chemotherapy,  it  most  often  is 
not  infection.  In  either  case  it  is  a sign  that  the 
fixation  is  no  longer  efficient.  The  appearance  of 
a considerable  external  callus  is  another  danger 
signal.  It  means  that  fixation  has  been  inade- 
quate or  that  the  fracture  was  held  in  poor  align- 
ment so  that  the  artificial  support  of  the  plate 
was  insufficient  to  take  the  place  of  an  external 
ossific  mass.  In  either  of  these  instances  the 
time  factor  for  return  to  unsupported  activity 
cannot  be  gaged  as  efficient  internal  fixation  could 
be. 

Certain  other  usual  criteria  of  effective  healing 
in  fractures  are  likewise  not  applicable  to  cases 
treated  by  internal  fixation.  The  method  of 
auscultatory  percussion  introduced  by  Lippmann 
in  1932,  which  has  proved  a valuable  means  of 
gaging  the  progress  of  bone  union,  is  not  depend- 
able in  these  cases.4  The  transmission  of  sound 
waves  through  a dense  medium  upon  which  the 
test  depends  is  complicated  by  the  presence  of  the 
fixed  rigid  metal  and  varies  with  factors  other 
than  ossification.  Local  tenderness,  another 
classic  symptom  by  which  healing  has  been  gaged 
ever  since  the  days  of  Hippocrates,  is  likewise  not 
a criterion  of  effective  healing  following  internal 
fixation,  since  tissues  over  the  metal  or  in  its 
vicinity  are  apt  to  remain  tender  to  pressure  for  a 
long  time. 

What  then  are  the  positive  criteria  of  effective 
healing  in  fractures  following  internal  fixation? 
Until  some  method  is  devised  in  which  resistance 
to  stress  and  strain  of  a long  bone  can  be  mechani- 


cally measured  in  situ  without  danger  of  refrac- 
ture, no  accurate  determination  is  possible. 
Since  it  has  been  shown  that  the  usual  clinical  and 
x-ray  criteria  are  not  useful,  the  matter  rests 
entirely  upon  the  tenuous  factors  of  personal 
judgment  and  experience  at  present.  Certain  of 
the  common  fractures  have  now  been  observed  in 
sufficient  numbers  by  a wide  enough  variety  of 
investigators  to  establish  tentative  arbitrary 
standards.  For  example,  fractures  of  the  tibia 
and  fibula,  efficiently  plated,  and  manifesting  no 
contrary  indications,  may  be  permitted  the  test 
of  guarded  weight  bearing  in  six  weeks  safely. 
After  one  week  of  this,  an  x-ray  picture  should  be 
taken.  In  uncomplicated  well-healed  cases  there 
will  be  no  change  in  alignment;  if  further  restric- 
tion is  necessary  because  effective  healing  is  not 
yet  attained,  a slight  shift  or  angulation  will  be 
observed  on  the  film.  Fractures  of  the  humerus 
treated  by  internal  fixation  require  no  plaster 
immobilization  and  in  uncomplicated  cases  may 
be  allowed  the  test  of  guarded  motion  between  the 
fifth  and  sixth  week  safely.  (It  may  not  be  long 
before  further  observation  decreases  this  time 
factor  by  a week.)  We  find  that  fractures  of  the 
shafts  of  the  radius  and  ulna  with  either  one  or 
both  bones  plated  require  six  weeks  to  cover  a 
reasonable  margin  of  safety.  The  thinness  of 
the  shafts  in  proportion  to  the  length  of  the  lever- 
age upon  which  the  pull  of  the  intrinsic  muscles  is 
effected  requires  a firmer  strength  of  union  before 
activity  can  be  resumed  without  fear  of  serious 
angulation  than  do  fractures  in  which  the  apposed 
surfaces  offer  a larger  area.  I am  not  prepared  to 
suggest  a time  factor  for  fractures  of  the  femurs  as 
yet,  since  in  these  cases  the  enormous  stresses 
and  strains  require  considerable  resistance  at  the 
fracture  site.  Most  cases  of  fractures  of  the  shaft 
of  the  femur  in  which  internal  fixation  was  applied 
were  complicated  open  fractures,  often  severely 
comminuted  or  with  some  loss  of  substance.  It  is 
seldom  that  bone  plates  are  used  in  simple  fracture 
of  the  femur,  so  that  further  experience  will  be 
required  to  establish  the  expected  duration  of 
morbidity. 

The  criteria  of  healing  in  fractures  following 
internal  fixation,  then,  are  special  and  cannot  be 
interpreted  in  terms  of  the  criteria  of  healing  in 
fractures  treated  by  other  methods.  At  present, 
these  are  chiefly  negative  in  character,  that  is, 
x-ray  evidences  of  the  absence  of  complications 
which  indicate  weakening  of  the  fixation.  These 
evidences  are  local  atrophy  about  the  metal  or 
the  appearance  of  significant  amounts  of  external 
ossific  callus.  A narrow  strip  of  external  callus 
along  the  plate  or  on  the  opposite  surface,  or  a 
small  knob  at  the  fracture  line  in  all  that  is  per- 
missible in  normal  healing.  The  only  positive 
criterion  is  observation  for  perceptible  change  of 
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alignment  during  a short  period  of  guarded  func- 
tion. With  these  concepts  in  mind  it  is  not 
impossible  to  entertain  the  hope  that  the  time 
factor  for  return  to  restricted  activity,  at  least, 
following  internal  fixation  will,  with  further  ex- 
perience, continue  to  be  reduced  in  the  general 
civilian  population.  30  East  60th  Street 
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NATIONAL  CONFERENCE  ON  RURAL  HEALTH  IN  CHICAGO  FEBRUARY  6-7 


Featuring  the  health  problems/ of  the  rural  child, 
the  third  annual  National  Conference  on  Rural 
Health  will  be  held  in  Chicago,  Friday  and  Saturday, 
February  6 and  7,  1948.  More  than  500  delegates — 
leaders  in  child  health  and  welfare  work  throughout 
the  country,  representatives  of  the  farm  groups  and 
the  medical  profession  and  others  interested  in  se- 
curing for  every  child  a happy,  healthy  future — 
are  expected  to  attend. 

The  conference  will  be  sponsored  by  the  Commit- 
tee on  Rural  Medical  Service  of  the  American 
Medical  Association  in  cooperation  with  the  Ameri- 
can Academy  of  Pediatrics  and  representative  farm 
organizations.  The  A.M.A.  committee,  headed  by 
F.  S.  Crockett,  M.D.,  of  Lafayette,  Indiana,  is  com- 
posed of  1 1 physicians. 

More  than  40  speakers  are  on  the  program  for  the 
two-day  session.  Among  the  speakers  on  the  open- 
ing morning  will  be  George  F.  Lull,  M.D.,  Chicago, 
secretary  and  general  manager  of  the  A.M.A.,  who 
will  deliver  the  addresss  of  welcome;  Lee  Forest 
Hill,  M.D.,  Des  Moines,  Iowa,  president  of  the 
American  Academy  of  Pediatrics,  who  will  discuss 
health  problems  of  the  rural  child;  and  John  P. 
Hubbard,  M.D.,  Washington,  D.C.,  director  of 
Child  Health  Studies  of  the  American  Academy  of 
Pediatrics,  who  will  participate  in  a discussion  of 
child  health  services. 

On  Friday  afternoon  four  representatives  from 


the  youth  committees  of  the  National  Farmers 
Union,  the  American  Farm  Bureau  Federation,  the 
National  Grange  and  the  National  Cooperative 
Milk  Producers  Federation  will  discuss  the  sub- 
ject: “Rural  Youth  Looks  at  Health.”  They  will 
be  guests  of  the  American  Medical  Association  dur- 
ing their  stay  in  Chicago. 

On  Saturday  the  program  will  include  a discussion 
of  the  rural  school  health  program  and  another  on 
medical  service  in  rural  areas.  Two  of  the  many 
participants  will  be  Dean  F.  Smiley,  M.D.,  Chi- 
cago, consultant  on  health  and  fitness  of  the  Bureau 
of  Health  Education  of  the  A.M.A.,  and  Ralph  V. 
Platou,  M.D.,  New  Orleans,  head  of  the  Departs 
ment  of  Pediatrics  of  the  Tulane  University  School 
of  Medicine.  Speakers  at  the  Saturday  luncheon 
will  be  the  Honorable  Joseph  H.  Ball,  U.S.  Senator 
from  Minnesota,  and  Edward  L.  Bortz,  M.D., 
Philadelphia,  president  of  the  A.M.A. 

The  National  Health  Program  of  the  American 
Medical  Association  states  that  “every  child  should 
have  proper  attention,  including  scientific  nutrition, 
immunization,  and  other  services  included  in  in- 
fant welfare.”  In  extending  this  program  to  the 
rural  areas  of  the  United  States  the  American  phy- 
sician invites  the  help  of  the  American  farm  family 
in  protecting  the  rural  child  so  that  his  future  will 
be  built  on  a heritage  carefully  and  intelligently 
planned. — A.M.A.  News,  December  26,  1947 


UNTOWARD  EFFECTS  OF  THE  NEWER  DRUGS 

John  H.  Talbott,  M.D.,  Buffalo,  New  York* 

{From  the  Department  of  Medicine , University  of  Buffalo  Medical  School,  and  Buffalo  General  Hospital ) 


PRIOR  to  the  current  era  of  medical  science 
the  physician  was  largely  dependent  upon 
naturally  occurring  botanicals  and  minerals  for 
his  dispensable  therapeutic  agents.  Bromides 
were  employed  for  convulsions,  colchicum  for 
gouty  arthritis,  quinine  for  malaria  and  other 
fevers,  iron  salts  for  anemia,  iodine  for  thyroid 
disorders,  foxglove  for  heart  disease,  opium  for 
pain,  mercury  for  syphilis,  ergot  for  contraction 
of  the  uterus,  caffein  for  diuresis,  and  a variety  of 
herbs  and  minerals  for  purgation.  Each  thera- 
peutic agent  was  effective  in  selected  instances; 
sometimes  the  efficiency  was  high,  at  other  times 
it  was  low.  Most  of  these  preparations  are  still 
in  use  and  continue  to  accomplish  great  thera- 
peutic good.  On  the  other  hand,  and  without 
exception,  new  and  improved  drugs,  which  have 
come  largely  from  the  chemical  laboratory,  have 
been  introduced  either  to  enhance  or  to  replace 
each  of  the  above-noted  agents.  No  well- 
informed  physician  will  deny  the  value  of  these 
newer  drugs.  Some  small  loss  has  accompanied 
a tremendous  gain,  however,  and  the  untoward 
reactions  of  certain  of  the  preparations  in  a 
percentage  of  the  patients  receiving  accepted 
therapeutic  amounts  has  led  to  serious  or  even 
fatal  results. 

It  is  only  human  to  minimize  the  untoward 
reactions  of  a new  therapeutic  substance  in  the 
enthusiasm  of  discovering  and  subjecting  it  to 
clinical  trial.  It  has  been  observed  also  that  the 
full  significance  of  an  untoward  reaction  may  not 
be  appreciated  until  after  months  or  even  years 
of  clinical  trial  have  elapsed.  On  the  other 
hand,  if  the  drug  were  withheld  from  extensive  use 
during  such  a period  of  collection  of  controlled 
statistics,  patients  not  included  in  the  control 
study  would  be  deprived.  An  approximate 
solution  to  the  problem  is  essentially  in  effect. 
New  drugs  are  tried  in  selected  patients  by  a 
small  group  of  qualified  clinical  investigators. 
Following  this,  if  the  new  preparation  has  merit, 
a larger  number  of  physicians  is  allowed  the 
drug,  having  been  informed  of  the  possible  side- 
effects  as  well  as  the  good  effects.  Finally,  full 
and  complete  evaluation  is  possible  only  after  a 
prolonged  period  of  time;  meanwhile  physicians 
and  manufacturers  should  be  as  interested  in 
untoward  reactions  as  in  favorable  reactions. 
Only  in  this  manner  is  the  comprehensive  ap- 
praisal of  the  new  preparation  achieved. 

* Presented  before  the  Scientific  Session  of  the  Alumni 
Clinical  Day,  April  19,  1947,  Buffalo,  New  York. 


No  attempt  will  be  made  to  consider  all  the 
preparations  that  have  been  introduced  for 
clinical  use  in  recent  years.  Nine  only  will  be 
considered  in  this  communication.  In  many 
instances  personal  interest  has  prompted  inclu- 
sion of  the  untoward  effects  of  a particular  sub- 
stance. In  other  instances,  extensive  clinical 
use  warrants  discussion.  The  untoward  re- 
actions of  the  antibiotics  in  general  use  will  be 
presented  first. 

Penicillin 

The  direct  toxic  or  irritant  effect  of  penicillin  is 
unimportant  except  when  given  intrathecally. 
Amounts  as  great  as  30  million  units  per  day 
have  been  administered  parenterally  with  no 
recognized  demonstrable  local  harm.  Quantities 
of  1 to  3 million  units  per  day  may  be  given 
daily  for  several  weeks  with  minimal  local  effects. 

A tabulation  of  the  systemic  reactions  of 
penicillin  modified  from  Morginson  is  as  follows:1 
Erythema,  blotchy  or  diffuse;  dermatitis  medica- 
mentosa; exfoliative  dermatitis;  angioneurotic 
edema,  urticaria,  pruritus;  erythema  multiforme, 
erythema  nodosa;  malaise,  chills,  fever,  nausea, 
vomiting;  mental  depression,  excitation,  con- 
fusion, nervousness;  dizziness,  convulsions, 
peripheral  nerve  palsy;  epistaxis,  petechiae, 
purpura;  serum  sickness-like  syndrome,  eosino- 
philia;  hematuria,  and  azotemia. 

The  use  of  large  single  amounts  (30,000  to 
100,000  units)  of  penicillin  intrathecally  may  be 
accompanied  by  serious  local  irritation  such  as 
arachnoiditis  and  transverse  myelopathy2  and 
followed  by  headache,  nausea,  vomiting,  muscle 
spasms,  convulsions,  or  unconsciousness.  The 
reaction  is  believed  to  be  a direct  toxic  one  for 
nervous  tissue,  is  not  an  allergic  response,  and 
presumably  is  a function  of  the  quantity  of  peni- 
cillin employed  rather  than  the  concentration. 
It  has  been  recommended,  therefore,  that  not 
more  than  10,000  units  of  penicillin  in  10  cc. 
of  fluid  be  given  intrathecally  per  dose.  The 
daily  injection  of  this  quantity  and  concentration 
of  penicillin  for  several  consecutive  days  has  not 
been  associated  in  this  clinic  with  any  untoward 
responses.  Instances  of  peripheral  neuritis  of 
arms  and  legs  have  been  reported  following  paren- 
teral penicillin.3  The  development  of  neuritis 
appeared  to  be  unrelated  to  the  site  of  injection. 
Recovery  begins  rapidly  following  cessation  of 
the  drug  but  may  not  be  complete  for  several 
months. 
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Tissue  sensitivity  is  probably  the  most  serious 
reaction  to  be  encountered  in  the  general  use  of 
penicillin.  The  antigenic  property  may  be 
demonstrated  by  patch  tests  as  well  as  by  the 
Arthus  phenomenon.  Sensitivity  may  follow 
the  use  of  even  crystalline  preparations.  It  may 
be  immediate  or  delayed,  natural  or  acquired. 
Obviously  it  is  difficult  to  exclude  sensitivity  to 
penicillin  as  a result  of  acquired  sensitivity  to 
molds.  Acquired  sensitivity  may  be  produced 
by  parenteral  or  local  application  and  may  not  be 
evident  until  after  a lapse  of  several  weeks. 
Patients  with  dermatologic  conditions  demon- 
strate greater  sensitivity  than  others.  Particu- 
larly important  in  this  respect  is  the  application 
of  penicillin  directly  to  the  cutaneous  surfaces  of 
the  body.  Evidence  is  accumulating  which 
suggests  that  the  cutaneous  use  of  penicillin 
should  be  condemned  as  a routine  procedure. 
First,  it  is  doubtful  whether  the  topical  applica- 
tion of  penicillin  is  endowed  with  any  particular 
merit.  Second,  the  possibility  of  sensitizing  the 
patient  appears  to  be  greater  following  cutaneous 
application  than  by  other  routes  Finally,  a 
direct  sensitivity  reaction  may  be  induced  which 
defeats  or  complicates  the  intended  therapeutic 
procedure.  It  is  concluded  that  if  penicillin  is 
indicated  in  the  treatment  of  cutaneous  lesions 
it  should  be  administered  parenterally  in  most 
instances. 

The  incidence  of  penicillin  sensitivity  in  pa- 
tients without  an  allergic  history  is  not  more  than 
2 or  3 per  cent.  It  is  considerably  higher  in 
patients  who  have  had  penicillin  previously  or 
who  have  an  allergic  history.  If  a patient  is 
sensitive  to  penicillin  and  the  need  for  the  drug 
is  considered  to  be  great,  small  doses  followed  by 
increasingly  larger  quantities  are  advisable. 
Benadryl  or  pyrabenzamine  is  recommended  as 
an  adjuvant  during  therapy  and  for  several 
days  thereafter  to  control  certain  symptoms  of 
sensitivity.  The  incidence  of  Herxheimer  re- 
actions to  penicillin  is  high  in  patients  with 
tertiary  lues,  particularly  in  debilitated  persons. 
Desensitization  doses  should  be  considered  in 
view  of  the  high  incidence  of  reactions,  although 
they  are  not  necessarily  prevented  by  such  a pro- 
cedure. 

Streptomycin 

The  most  comprehensive  summary  of  the 
toxicity  of  streptomycin  was  presented  by  Keefer 
in  a survey  of  1,000  cases.4  The  over-all  in- 
cidence of  side-effects  was  reported  as  20.5 
per  cent.  The  larger  the  daily  doses  the  greater 
the  incidence.  When  the  daily  dose  was  4 
Gm.  or  greater,  the  incidence  of  toxicity  was  60 
per  cent.  The  toxicity  of  this  antibiotic,  as  was 


noted  with  penicillin,  is  considered  to  be  inherent 
in  the  active  material  rather  than  in  impurities. 

Although  streptomycin  has  been  recommended 
in  the  treatment  of  certain  acute  and  chronic 
bacterial  infections,  it  is  believed  that  it  should 
not  be  used  if  other  agents  are  equally  effective 
and  available.  In  regard  to  the  treatment  of 
tuberculosis  specifically,  it  is  well  to  appreciate 
that  streptomycin  is  no  more  than  a bacterio- 
static agent  and  tends  to  suppress  toxicity  but 
not  necessarily  to  eradicate  the  infectious  proc- 
ess. The  greatest  value  at  the  moment  appears 
to  be  in  patients  with  tuberculous  meningitis  or 
acute  disseminated  miliary  tuberculosis. 

The  untoward  manifestations  of  streptomycin 
may  be  either  acute  or  chronic.  Local  irritation 
at  the  site  of  injection  tends  to  be  more  aggravat- 
ing than  following  the  use  of  penicillin.  This 
may  be  alleviated  by  the  use  of  procaine  in  the 
injection  fluid  without  inactivating  streptomycin. 
Central  nervous  system  irritation  from  the 
intrathecal  use  of  as  great  a quantity  as  0.1 
Gm.  daily  has  not  been  reported.  Headache 
and  flushing  of  the  skin  were  more  common  in 
the  preparations  used  initially  and  usually  ap- 
peared within  the  first  few7  days.  Skin  eruptions 
and  fever  are  other  symptoms  of  acute  toxicity 
which  may  appear  early  in  the  course  of  treat- 
ment. The  skin  rash  is  nonspecific  and  promptly 
subsides  after  cessation  of  the  drug.  Strepto- 
mycin may  be  resumed  in  a few  days  if  very  small 
amounts  are  given  and  the  quantity  increased 
slowly  and  with  caution  to  the  previous  level. 
The  development  of  eosinophilia  as  high  as  10 
per  cent  is  evidence  that  streptomycin  produces 
sensitivity.  The  appearance  of  hyaline  and 
granular  casts  in  the  urine  following  the  pro- 
longed use  of  the  preparation  is  noteworthy  and 
deserves  further  study  before  adequate  evalua- 
tion. The  tendency  to  form  casts  is  reported  to 
be  greater  in  an  acid  urine. 

Vertigo  and  tinnitus  are  disturbing  neurologic 
complaints.  Tinnitus  appears  early,  while  ver- 
tigo may  not  be  noted  for  two  or  three  weeks 
after  beginning  treatment.  Deafness  has  been 
reported,  but  according  to  Keefer  this  symptom 
developed  in  patients  with  typhoid  fever  or 
meningitis  and  should  be  attributed  to  the 
disease  and  not  to  streptomycin.4  Vertigo  is  the 
most  troublesome  symptom  encountered  during 
the  prolonged  use  of  the  drug.  Clinical  evidence 
indicates  that  most  patients  who  have  received 
the  drug  for  a period  of  weeks  show  some  inter- 
ference with  vestibular  function.  The  changes 
are  considered  by  some  to  be  permanent,4  by 
others  to  be  transient,6  but  they  are  not  looked 
upon  necessarily  as  serious  in  view  of  the  fact 
that  a compensatory  mechanism  develops  by 
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which  visual  and  proprioceptive  functions  sub- 
stitute for  vestibular  loss. 

Sulfonamides 

Approximately  ten  years  have  elapsed  since 
the  sulfonamides  were  introduced  into  this 
country.  Each  newly  discovered  preparation 
offered  fresh  hope  that  it  would  be  more  effective 
in  combatting  infection  and  possess  a minimum 
of  toxicity.  Realization  of  this  hope  has  been 
partial  only,  and  the  latest  and  most  efficient 
sulfonamides  still  are  endowed  with  toxic'  proper- 
ties. Furthermore,  the  increasing  number  of 
persons  who  are  given  sulfonamides  therapeu- 
tically or  prophylactically  may  eventually  sensi- 
tize a sufficient  mass  of  people  so  as  to  constitute 
a threat  to  their  health  should  there  be  a need 
for  reuse  of  a sulfonamide.  Dowling  and 
Lepper  have  reported  the  incidence  of  toxic 
reactions  to  each  of  the  three  commonly  used 
sulfonamides.6  Reactions  occurred  in  29:9  per 
cent  of  a group  of  498  patients  treated  with  sulfa- 
pyridine;  1 1.8  per  cent  of  321  patients  receiving 
sulfathiazole  suffered  from  toxic  effects,  while 
only  7.7  per  cent  of  6G0  patients  who  were  given 
sulfadiazine  were  so  affected.  The  reactions 
varied  greatly  in  their  study;  some  were  serious, 
most  of  them  were  mild. 

The  untoward  reactions  may  be  divided  into 
direct  toxic,  mechanical,  and  allergic,  respectively. 
A more  satisfactory  means  of  presenting  evidence 
against  the  sulfonamides,  however,  is  to  discuss 
the  subject  according  to  the  organ  or  system 
affected.  A person  receiving  sulfonamides  for 
the  first  time  may  note  a general  effect,  such  as 
nausea,  vomiting,  cyanosis,  headache,  dizziness, 
or  mental  confusion,  which  subsides  if  the  drug  is 
stopped.  In  some  patients  these  symptoms 
may  subside  in  spite  of  continuation  of  the  drug. 
Fever,  another  general  reaction,  may  appeal-  with 
the  initial  course  of  therapy  or  it  may  develop 
later  as  a sensitization  phenomenon.  The  in- 
cidence . of  fever  with  a second  course  of  sulfa- 
thiazole is  considerably  higher  than  with  other 
sulfonamides.  Skin  eruptions,  varying  from  a 
mild  erythema  or  erythema  nodosa  to  a general- 
ized exfoliative  dermatitis  or  a generalized  bullous 
eruption,  may  appear  either  with  the  first  or 
second  course  of  a sulfonamide. 

The  use  of  sulfonamides  applied  directly  to 
the  skin  for  cutaneous  ailments  is  fraught  with 
even  greater  danger  than  with  penicillin  because 
of  skin  sensitization.7  It  is  believed  that  the 
local  application  of  sulfonamides  should  be  re- 
served for  those  few  conditions  which  respond 
to  this  form  of  therapy  and  do  not  respond  to 
Other  forms  of  treatment. 

The  direct  toxic  effect  of  sulfonamides  upon 
blood-forming  organs  has  been  held  responsible 


for  the  reduction  of  number  of  circulating  red 
cells,  white  cells,  and  platelets,  phenomena  not 
infrequently  observed  during  treatment.8  There 
is  increasing  evidence  to  suggest,  however,  that 
some  of  these  changes  may  be  related  to  sensitiza- 
tion. Acute  hemolytic  anemia  occurs  particu- 
larly after  the  use  of  sulfanilamide  and  sulfapyri- 
dine.  Evidence  of  anemia  may  be  noted  as  early 
as  the  first  day  and  usually  before  the  fifth  day. 
Anemia  develops  rapidly  and  may  be  severe,  but 
when  the  drug  is  stopped  and  whole  blood  trans- 
fusions given,  recovery  is  prompt.  Agranulo- 
cytosis and  leukopenia  are  prone  to  follow  the  use 
of  sulfanilamide  and  sulfapyridine  and,  when  they 
appear,  do  so  between  the  second  and  third  week. 
Twenty  per  cent  of  all  children  who  received 
sulfonamides  in  a series  reported  by  Menten 
had  a neutropenia.8  A few  had  agranulocytosis. 
Large  amounts  of  one  of  the  preparations  over  a 
prolonged  period  of  time  was  held  responsible 
in  each  instance  for  a fatal  reaction.  Prior  to  the 
use  of  penicillin,  pyridoxine,  and  folic  acid  in 
combatting  agranulocytosis  from  sulfonamide 
intoxication,  the  mortality  rate  was  high. 

There  is  increasing  evidence  that  sulfonamides 
affect  nervous  tissue  as  well  as  other  types  of 
tissue.  Optic  neuritis  and  peripheral  neuritis 
have  been  observed  since  the  early  days  of  use  of 
these  substances.  Psychologic  disturbances  in- 
clude psychoses,  hallucinosis,  delusions,  and 
schizophrenic  symptoms  which  usually  disappear 
upon  withholding  the  dr  ug.  One  case  of  enceph- 
alopathy and  renal  damage  has  been  reported  by 
Maisel,  Kubik,  and  Ayer.9  Death  followed  the 
intake  of  relatively  small  amounts  of  sulfanil- 
amide, sulfathiazole,  and  sulfadiazine.  Diffuse 
cerebral  and  cerebellar  changes  were  noted  post- 
mortem. 

A considerable  volume  of  data  has  accumulated 
concerning  the  renal  changes  associated  with 
sulfonamide  intoxication.10-12  Hematuria,  oli- 
guria, anuria,  and  azotemia  have  been  reported 
and  in  many  instances  crystals  of  sulfonamides  or 
the  acetylated  forms  are  observed  in  the  urinary 
sediment.  Careful  pathologic  preparations  have 
demonstrated  similar  accumulations  of  crystals 
in  renal  tubules  and  ureters.  It  is  assumed  from 
a study  of  patients  who  have  succumbed  as  a 
result  of  this  complication  that  the  crystals  are 
precipitated  out  in  the  distal  portions  of  the 
renal  tubules  as  the  urine  becomes  acid.  Me- 
chanical insult  and  obstruction  follow.  This 
chain  of  events  may  occur  with  sulfapyridine, 
sulfathiazole,  or  sulfadiazine.  Since  precipita- 
tion in  the  tubules  is  enhanced  by  an  inadequate 
urinary  output  combined  with  acidification  of 
urine,  the  prophylactic  and  therapeutic  indica- 
tions in  the  prevention  of  sulfonamide  precipita- 
tion include  an  adequate  fluid  intake  and  ingestion 
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of  alkaline  substances.  In  addition  to  the 
mechanical  and  irritative  effects  of  obstruction 
from  deposition  of  crystals,  the  kidneys  may 
be  the  locus  of  tissue  sensitization.  Kidneys 
of  patients  dying  from  sulfonamide  intoxication 
in  such  instances  have  been  examined  with  par- 
ticular attention  being  given  to  the  identification 
of  precipitated  crystals  and  none  has  been  found. 
Instead,  focal  necrosis,  vascular  changes,  thrombi 
in  the  interrenal  veins,  and  an  arteritis  point  to  a 
sensitization  phenomena  as  being  responsible. 
Interesting  variations  in  the  acid-base  balance  of 
the  blood  have  been  studied  by  Luetscher  and 
Blackman  in  a small  series  of  cases  of  renal  failure 
associated  with  sulfonamide  intoxication.13  Ex- 
tremely high  serum  sodium  and  chloride  con- 
centrations progressed ; meanwhile  azotemia  and 
oliguria  decreased  under  appropriate  therapy. 

The  occurrence  of  hepatic  damage  in  children 
following  sulfonamide  therapy  has  been  studied 
by  Menten  and  Andersch.14  They  observed 
various  types  of  lesions  at  pathologic  examination. 
The  incidence  of  liver  damage  in  children  suggests 
that  this  organ  may  be  more  susceptible  to  toxins 
in  the  young  than  in  adults.  The  insult  did  not 
appear  to  be  related  directly  to  the  quantity  of 
drug  taken.  A toxic  colitis  has  been  observed 
by  Gauss  and  Weinstein  in  three  patients.15 
In  one  patient  sulfathiazole  was  believed  re- 
sponsible; in  the  two  others,  sulfapyridine  was 
the  offender.  With  the  withdrawal  of  the  sul- 
fonamides all  symptoms  subsided  and  the  colon 
resumed  its  normal  appearance.  Cardiac  arr- 
hythmias have  been  observed  in  sulfonamide  in- 
toxication, but  otherwise  little  note  has  been 
made  of  the  action  of  these  drugs  upon  the  heart. 

The  factor  of  tissue  sensitivity  has  been  noted 
in  the  preceding  discussion  of  organ  pathology 
and  is  demanding  increasing  attention  in  con- 
siderations of  sulfonamide  intoxication.  The 
reactions  in  this  category  are  interpreted  as  an 
allergic  response  to  foreign  substances,  not 
unlike  those  that  may  follow  the  parenteral 
administration  of  foreign  proteins.  Subsequent 
to  the  use  of  the  drug  for  the  first  time,  the  sen- 
sitization phenomenon  may  not  appear  for  eight 
or  ten  days.  On  the  other  hand,  patients  who 
have  had  a previous  course  may  have  an  im- 
mediate or  anaphylactic  reaction  within  twenty- 
four  hours.  The  difficulty  in  diagnosing  a sen- 
sitivity reaction  to  sulfonamides  in  a patient 
under  treatment  for  an  acute  infection  is  readily 
apparent.  Several  of  the  signs  and  symptoms  of 
a toxic  reaction  are  similar  to  those  of  the  initial 
infection.  The  development  of  urticaria  may  be 
of  diagnostic  help.  Also,  the  time  of  develop- 
ment of  symptoms  may  be  a useful  cue.  The 
administration  of  one  sulfonamide  does  not 
appear  to  sensitize  a person  to  one  of  the  other 


sulfonamides;  nevertheless,  the  incidence  of 
reactions  following  the  intake  of  a second  sul- 
fonamide is  greater  in  persons  who  have  experi- 
enced a reaction  with  a previously  ingested  prep- 
aration than  in  those  who  have  a negative  his- 
tory for  such  a reaction.16  It  is  apparent  that  if 
a person  has  had  a reaction  with  one  sulfonamide 
and  the  need  arises  subsequently  for  additional 
sulfonamides,  a different  preparation  should  be 
considered. 

One  of  the  best  pathologic  studies  of  sulfon- 
amide sensitivity  has  been  reported  by  Rich.17 
He  observed  an  acute  arteritis  and  periarteritis 
pathologically  in  patients  who  had  received  anti- 
pneumococcus horse  or  rabbit  serum  and  sul- 
fadiazine; usually  the  two  were  prescribed  to- 
gether. The  pathologic  findings  similar  to 
periarteritis  nodosa  present  convincing  evidence 
of  the  potential  harm  from  sulfonamide  sensitiza- 
tion. This  problem  has  been  investigated  also 
by  French  who  examined  the  pathologic  material 
in  the  Army  Medical  Museum  from  76  autopsies 
and  2 biopsies  from  patients  who  had  been 
sensitized  to  sulfonamides.13  Acidophilic  histio- 
cytes were  present  in  focal  and  diffuse  infiltra- 
tions throughout  the  body.  He  concluded 
that  “sensitization  of  large  groups  of  patients 
with  prophylactic  doses  of  sulfonamide  drugs 
may  result  in  an  increase  in  the  number  of  histo- 
pathologic lesions  encountered  at  autopsy. 
Many  of  the  lesions  are  significant  causes  of 
death.  Increased  caution  must  be  observed  in 
the  prophylactic  and  therapeutic  use  of  the  sul- 
fonamide drugs  for  minor  infections.”18 

Sulfonamides  should  not  be  prescribed  unless 
there  is  adequate  clinical  evidence  to  warrant 
their  therapeutic  use.  Optimal  amounts  only 
should  be  given  and  an  excess  avoided.  The 
drug  should  be  discontinued  as  early  as  possible. 
Finally,  sulfonamides  should  not  be  given  if  other 
methods  of  therapy  are  equally  efficacious.  It  is 
apparent  that  the  incidence  and  severity  of  un- 
toward reactions  from  sulfonamides  have  caused 
them  to  be  considered  potentially  a more  harmful 
preparation  than  penicillin.  Standardization  of 
doses  for  penicillin  has  not  yet  become  precise,  but 
no  evidence  has  been  forthcoming  which  shows 
that  an  excess  of  penicillin  does  any  particular 
harm.  Sulfonamides,  on  the  other  hand,  become 
increasingly  toxic  as  the  quantity  increases.19 

Benadryl 

Drowiness,  nervousness,  fatigue,  nausea,  hypo- 
tension, paresthesias,  confusion,  blurred  vision, 
edema,  and  chilliness,  respectively,  have  been 
reported  as  untoward  symptoms  following  intake 
of  benadryl.  In  one  series,  63  per  cent  of  the 
patients  reported  one  or  more  of  these  symptoms. 
In  a few  instances  the  side-reactions  have  been 
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severe  and  with  increasing  use  of  this  preparation, 
or  similar  ones,  other  untoward  results  may  be 
observed.20  Mental  lethargy,  drowsiness,  and 
paresthesias  are  presumably  intensified  side- 
reactions.  Vasomotor  collapse  and  a shock-like 
syndrome  have  followed  the  use  of  benadryl  in 
acceptable  therapeutic  quantities.  Difficulty  in 
coordination  and  muscular  twitchings  to  the 
extent  of  epileptiform  movements  have  been 
noted  on  one  instance.  The  prompt  cessation  of 
untoward  symptoms  following  discontinuance  of 
the  drug  has  tended  to  reassure  physicians  in 
prescribing  it.  The  body  presumably  does  not 
store  benadryl,  and  the  possibility  of  an  accumu- 
lative action  is  minimal. 

Demerol  (Meperidine  hydrochloride) 

The  side-effects  of  demerol  usually  are  not  dis- 
turbing but  include  dizziness,  sweating,  syncope, 
nausea  with  or  without  vomiting,  vomiting  with- 
out nausea,  euphoria,  headache,  and  anxiety.21 
Intravenous  injection  may  be  followed  by  a 
marked  drop  in  systolic  and  diastolic  blood  pres- 
sure; hence  demerol  should  not  be  prescribed 
by  this  route.  The  decrease  in  respiratory  rate 
following  administration  of  demerol  to  patients 
with  increased  intracranial  pressure  has  led 
Guttman  to  issue  a note  of  caution  in  this  condi- 
tion.22 

Since  demerol  is  effective  in  the  control  of  pain, 
it  is  not  surprising  that  patients  may  become 
addicted  to  the  use  of  this  drug  without  a pre- 
vious history  of  opium  addiction.23  Not  only 
have  patients  developed  a striking  tolerance  to 
demerol  but  they  become  physically  dependent 
upon  it  and  develop  an  intense  desire  for  repeti- 
tion of  pleasant  sensations  associated  with  its  use. 
The  usual  therapeutic  dose  is  approximately  100 
mg.,  given  not  oftener  than  every  three  hours. 
From  300  to  500  mg.  every  three  hours  is  not 
unusual  in  demerol  addiction  and  in  certain  cases 
as  much  as  4,000  mg.  per  day  have  been  required 
for  satiation.  The  same  precautions  in  regard 
to  addiction  should  be  exercised  in  prescribing 
demerol  as  are  routine  in  prescribing  an  opiate.24 

Thiouracil 

A diverse  type  of  reaction  is  associated  with 
thiouracil  therapy  in  an  occasional  person. 
Williams  has  reviewed  this  subject  and  lists  as 
possible  reactions:  edema  of  the  legs,  headache, 
nausea,  vomiting,  diarrhea,  jaundice,  purpura, 
hematuria,  fever,  urticaria,  maculopapular  rash, 
arthritis,  lymphadenopathy,  oral  sepsis,  and 
psychosis.25  None  of  these  reactions  has  led  to 
serious  or  fatal  complications,  and  cessation  of  the 
drug  usually  is  associated  with  subsidence  of 
the  untoward  effects.  A more  serious  sequela 
of  thiouracil  therapy  is  leukopenia,  which  occa- 


sionally progresses  into  agranulocytosis.  Van 
Winkle  and  associates  observed  an  incidence  of 
2.5  per  cent  of  agranulocytosis  in  a series  of  more 
than  5,000  patients  under  observation  in  328 
clinics.26  The  appearance  of  agranulocytosis  is 
most  frequent  during  the  second  month  after  be- 
ginning treatment.25  It  is  believed  that  the 
time  element  is  more  important  than  dosage  in 
development  of  agranulocytosis.  Age  and  sex 
appear  to  be  unimportant.  Approximately  30 
per  cent  of  the  patients  with  agranulocytosis  in 
the  above-noted  series  died. 

Precautionary  measures  are  important  in  pa- 
tients receiving  thiouracil.  During  the  second 
and  third  months,  particularly,  blood  counts 
taken  weekly  or  oftener  should  be  routine.  At 
other  times,  and  as  long  as  the  patient  continues 
taking  the  drug,  complete  blood  studies  should 
be  performed  at  least  once  a month.  At  the 
first  indication  of  leukopenia  or  agranulocyto- 
penia,  thiouracil  should  be  discontinued.  At 
the  first  sign  or  symptom  of  systemic  toxicity, 
such  as  fever,  malaise,  or  sore  throat,  rigorous 
anti-agranulocytosis  therapy  should  be  started. 
From  500,000  to  1,000,000  units  of  penicillin 
daily  in  divided  doses  are  recommended  until 
evidence  of  infection  has  disappeared.  This 
usually  requires  a minimum  of  one  week.  The 
value  of  other  agents  is  less  definitive.  Whole 
blood  transfusions  undoubtedly  are  helpful. 
Pentonucleotid  long  has  been  used  for  agranu- 
locytosis. The  value  of  this  drug  continues  to 
be  uncertain.  Crude  liver  extract  and  folic  acid 
also  have  been  given  a trial.  Newman  and 
Jones  report  the  development  of  agranulocytosis 
during  thiouracil  therapy  combined  with  folic 
acid  as  a prophylactic  drug.27  Pyridoxine  hy- 
drochloride has  been  reported  by  Williams  to  be 
of  value.25  Since  the  sulfonamides  may  depress 
bone  marrow,  their  use  in  the  treatment  of  agran- 
ulocytosis is  contraindicated.  Propyl  or  methyl 
thiouracil  has  been  used  too  short  a time  to  deter- 
mine the  type  and  incidence  of  toxicity,  although 
from  preliminary  reports  they  appear  to  be 
considerably  less  toxic  than  thiouracil. 

Tridione 

The  use  of  tridione  was  accompanied  by  few 
untoward  symptoms  during  the  first  eighteen 
months  of  clinical  trial.  Skin  rashes,  light- 
headedness, nausea,  and  blurring  of  vision  in 
bright  light  were  usually  sufficiently  mild  to 
justify  continuation  of  the  drug  in  view  of  its 
great  value  in  control  of  petit  mal.  Recently, 
several  deaths  following  the  development  of 
agranulocytosis,  aplastic  anemia,  and  throm- 
bocytopenia have  been  noted  in  association  with 
tridione  therapy.28'29  The  severe  insult  to  the 
hematopoietic  system  develops  several  months 
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after  beginning  treatment.  Once  symptoms  of 
profound  toxicity  have  appeared,  heroic  mea- 
sures have  been  instituted  without  success. 
Large  amounts  of  penicillin  and  whole  blood 
transfusions  have  been  of  no  avail.  In  view  of 
the  fatal  result  of  the  reported  cases  a closer  con- 
trol of  patients  receiving  tridione  should  be 
maintained.  Mackay  and  Gottstein  suggest 
the  following  precautionary  routine:  “No  pa- 

tient with  a blood  dyscrasia  should  receive  this 
drug.  Other  anticonvulsive  drugs  should  be 
given  a trial  first.  A complete  blood  count 
should  be  obtained  at  least  once  a month  on  each 
patient.  In  women  at  the  time  of  the  menses 
the  blood  elements  should  be  watched  particularly. 
Patients  should  report  any  untoward  symptom, 
especially  in  relation  to  symptoms  of  anemia, 
agranulocytosis,  and  thrombocytopenia.”30  It 
is  also  stated  that  the  drug  should  not  be  given 
to  patients  with  renal  or  liver  disease. 

Bal 

Bal,  2,3-dimercaptopropanol,  or  British  anti- 
lewisite,  a product  of  war  research,  has  been 
recommended  for  the  treatment  of  arsenic  poi- 
soning, especially  arsenical  dermatitis,  acute 
bichloride  of  mercury  poisoning,  and  chronic 
gold,  cadmium,  zinc,  or  copper  poisoning.31 
The  intramuscular  or  subcutaneous  routes  com- 
prise the  usual  means  of  administration  in  the 
treatment  of  civilian  medical  conditions.  Toxic- 
ity has  been  reported  as  minimal  when  pre- 
scribed in  the  recommended  doses  of  less  than  3 
mg.  per  Kg.  of  body  weight  for  arsenic  poisoning 
and  less  than  5 mg.  per  Kg.  in  acute  mercury 
poisoning.  In  a few  instances  nausea,  vomiting, 
headache,  burning  sensation  about  the  face,  lac- 
rimation,  salivation,  paresthesias  of  the  extremi- 
ties, a constriction  of  the  throat  and  chest,  and  an 
elevation  of  systolic  and  diastolic  blood  pressure 
have  been  observed.  They  appear  within  fifteen 
or  twenty  minutes  after  the  injection.  Each  of 
these  effects  is  temporary  in  duration. 

Nitrogen  Mustard 

The  use  of  nitrogen  mustard,  methyl-bis(/3- 
chlorethyl)-amine  hydrochloride  in  patients 
with  neoplastic  diseases  has  opened  a new  ap- 
proach to  the  treatment  of  selected  conditions. 
It  also  has  given  the  physician  a powerful  drug 
with  important  side-reactions.  Unless  great  care 
is  exercised  during  injection,  local  irritation  of  the 
skin  or  thrombophlebitis  of  the  vein  may  follow. 
The  best  preventive  is  to  inject  the  material  into 
the  rubber  tubing  after  an  intravenous  infusion  is 
running  in  good  order.  Nausea  and  vomiting 
may  appear  within  one  or  two  hours  and  persist 
for  a similar  length  of  time.32  These  symptoms 


are  less  prone  to  develop  if  the  patient  has  been 
fasting  for  twelve  or  more  hours. 

The  delayed  systemic  effects  may  be  serious 
but  are  interpreted  as  exaggerated  therapeutic  re- 
sponses. The  lymphoid  tissue  may  be  insulated 
severely  with  disappearance  of  circulating  lym- 
phocytes, leukopenia,  and  granulocytopenia 
without  signs  or  symptoms  of  agranulocytosis. 
Thrombocytopenia,  purpura,  and  anemia  are  addi- 
tional evidences  of  toxicity  to  the  hematopoietic 
system.  The  changes  in  the  peripheral  blood  may 
appear  within  twenty-four  hours  after  the  first 
injection.  The  total  leukocyte  count  declines 
progressively  for  fifteen  to  twenty  days.  During 
the  third  week  there  may  be  a morbid  reduction 
in  platelets.  Recovery  from  the  leukopenia  is 
not  influenced  by  pentonucleotid,  folic  acid,  or 
transfusion  of  whole  blood.33  In  view  of  the 
narrow  margin  of  safety,  great  caution  should  be 
exercised  in  using  the  drug  and  the  peripheral 
blood  should  be  studied  every  three  or  four  days 
during  and  for  three  weeks  after  completion  of 
the  course.  The  use  of  nitrogen  mustard  is  still 
in  a highly  experimental  stage  and  is  not  recom- 
mended as  yet  for  general  use,  even  in  those  dis- 
eases which  appear  to  be  benefited,  i.e.,  lympho- 
sarcoma, Hodgkin’s  disease,  and  polycythemia 
vera. 

Summary 

The  untoward  reactions  of  several  of  the  newer 
drugs  have  been  recounted  In  most  instances 
the  side-effects  are  inconvenient  and  not  serious 
and  subside  with  cessation  of  the  use  of  the  drug. 
On  the  other  hand,  irreparable  and  mortal  changes 
have  followed  the  use  of  some  of  the  substances 
in  an  occasional  instance.  Prophylactic  and 
precautionary  measures  should  be  observed  with 
each  drug  that  has  been  shown  to  be  potentially 
harmful.  Careful  watch  should  be  maintained 
in  each  patient  even  though  there  is  no  visible 
evidence  of  toxicity.  To  know  when  to  stop  a 
drug  is  frequently  as  important  as  to  know  when 
to  prescribe  it.  Finally,  it  is  the  duty  of  every 
physician  who  is  prescribing  either  new  or  es- 
tablished preparations  to  observe  carefully  unto- 
ward reactions  and  to  report  them  either  to  the 
manufacturer  or  in  a medical  publication.  As 
the  number  of  new  drugs  increases,  and  we  know 
that  this  will  be  a fact,  continued  vigilance  should 
be  practiced. 
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NATIONAL  MENTAL  HEALTH  PROGRAM  IS  LAUNCHED 


The  national  mental  health  program,  authorized 
by  Congress  in  1946  and  implemented  on  July  8, 
1947  by  an  appropriation  of  seven  and  a half  million 
dollars,  is  now  underway,  Dr.  Thomas  Parran,  Sur- 
geon General  of  the  U.S.  Public  Health  Service 
has  announced. 

The  program  calls  for  activity  in  three  major 
fields:  (1)  increased  research ' into  problems  of 

mental  health;  (2)  increased  training  of  urgently 
needed  personnel,  and  (3)  increased  support  and 
stimulation  of  state  efforts  to  develop  adequate 
mental  health  programs,  particularly  in  the  field  of 
prevention  and  early  treatment  . 

Approximately  ■1400,000  will  be  spent  during  the 
fiscal  year  1948  for  research.  Grants-in-aid  are 
provided  to  universities,  hospitals,  laboratories, 
and  other  public  and  private  institutions  and  to 
qualified  individuals.  With  these  grants  25  re- 
search projects  will  be  conducted  in  such  fields  as 
biochemistry,  neurophysiology,  delinquency,  child 
psychology,  alcoholism,  psychosomatic  medicine, 
psychotherapy,  shock  therapy.  The  fund  also  pro- 


vides research  fellowships  in  fields  related  to  mental 
health,  of  which  14  have  been  awarded. 

Over  one  million  dollars  will  be  spent  for  grants  to 
public  and  other  nonprofit  institutions  for  the  de- 
velopment and  improvement  of  facilities  for  training 
mental  health  personnel.  Grants  include  17  in  the 
field  of  psychiatry;  16  in  clinical  psychology;  9 in 
psychiatric  social  work,  and  9 in  psychiatric  nursing. 
This  fund  will  also  provide  for  training  stipends  for 
70  graduate  students  in  psychiatry;  41  in  clinical 
psychology;  40  in  social  work;  and  58  in  psychiatric 
nursing. 

Institutions  in  New  York  State  receiving  the 
grants  for  psychiatry  include  Babies  Hospital  of  the 
Presbyterian  Hospital,  Columbia  University;  Col- 
lege of  Physicians  and  Surgeons,  Columbia  Uni- 
versity; and  Cornell  University  Medical  College. 
A grant  for  clinical  psychology  was  awarded  the 
University  of  Rochester  and  a grant  for  psychiatric 
social  work  was  given  to  the  New  York  School  of 
Social  Work,  Columbia  University. — Mental  Hy- 
giene News,  October,  1947 


THE  OCCURRENCE  OF  WATER-SOLUBLE  Rh  SUBSTANCES  IN  BODY 
SECRETIONS 

James  F.  Mohn,  M.D.,  and  Ernest  Witebsky,  M.D.,  Buffalo,  New  York 

( From  the  Department  of  Bacteriology  and  Immunology,  University  of  Buffalo,  School  of  Medicine,  and  the 
Laboratories  of  the  Buffalo  General  Hospital) 


THE  blood  group  specific  characteristics  A and 
B occur  in  large  concentrations  in  most  of  the 
body  secretions.  They  also  are  present  in  the 
majority  of  the  tissue  cells  of  the  human  body. 
The  name  “blood  groups,”  therefore,  is  a misfit 
and  should  be  changed  to  “tissue  groups.”  In 
contrast,  the  occurrence  of  the  Rh  factors  outside 
the  red  blood  cells  has  been  the  subject  of  much 
discussion  and  many  disagreements.  Wiener 
and  Forer,* 1  as  well  as  Levine  and  Katzin,2 
claimed  that  human  saliva  is  free  of  water-soluble 
Rh  substances.  On  the  other  hand,  Boorman  and 
Dodd  found  evidences  of  small  amounts  of  Rh- 
soluble  substances  in  half  of  the  saliva  specimens 
obtained  from  Rh-positive  individuals.3  We 
have  demonstrated  the  occurrence  of  water- 
soluble  Rh  substances  in  the  majority  of  amniotic 
fluids,  although  only  in  low  concentrations.4 
Because  of  the  importance  of  the  subject  and  the 
discrepancy  of  opinions,  three  human  secretions, 
namely,  saliva,  gastric  juice,  and  further  amniotic 
fluids,  were  examined  for  their  content  of  Rh 
substances. 

Examination  of  Saliva 

Thirty  saliva  specimens  were  examined.  The 
undiluted  saliva  specimens  fn  many  cases  were  too 
viscous  to  be  used  and  had  to  be  diluted  with  at 
least  equal  volumes  of  physiologic  saline  solution. 
The  diluted  saliva  specimens  were  then  thor- 
oughly centrifuged  and  the  supernatants  used  for 
examination.  In  order  to  counteract  the  possible 
presence  of  enzymes,  known  to  be  active  against 
blood  group  specific  substances  in  saliva,  the 
specimens  were  divided  into  two  parts.  One 
part  was  boiled  in  a water  bath  from  one  to  five 
minutes;  the  other  part  was  not  boiled.  In  two 
or  three  instances  the  results  gave  the  impression 
that  small  amounts  of  Rh  substances  were  present 
in  both  the  boiled  and  unboiled  preparations,  but 
because  of  the  viscosity  of  the  material  and  the 
impossibility  of  further  dilution  of  the  specimens, 
the  presence  of  Rh  substances  in  appreciable 
amounts  in  saliva  could  not  be  determined. 

Examination  of  Gastric  Juices 

An  entirely  different  picture  resulted  when 
gastric  juices  were  examined  for  the  presence  of 
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water-soluble  Rh  substances.  Specimens  of  gas- 
tric ‘juice  for  this  study  were  obtained  from 
patients  subjected  to  the  procedure  of  gastric 
analysis.  Immediately  upon  being  received  in 
the  laboratory,  the  specimens  were  tested  for 
acidity  or  alkalinity  with  nitrazine  paper.  Acid 
specimens*  were  neutralized  with  tenth-normal  or 
normal  NaOH  solutions  to  a pH  of  7. 2-7.4  by 
using  phenol  red  papers.  The  specimens  were 
then  centrifuged  thoroughly,  and  the  supernatant 
fluids  used  for  testing. 

The  results  of  the  examination  of  22  speci- 
mens are  recorded  in  Table  1.  Two  of  these 
came  from  Rh-negative  individuals ; 20  from  Rh- 
positive  individuals.  Of  the  20  specimens  ob- 
tained from  Rh-positive  individuals,  12  showed 
the  presence  of  Rh  substances,  and  8 failed  to  do 
so.  Seven  of  the  positive  specimens  showed  rela- 
tively large  amounts  of  Rh  substances.  • 

TABLE  1. — Analysis  of  a Series  of  22  Specimens  of 
Gastric  Juice  for  Rh  Secretion 


1.  Rh  positive 20 

Positive  secretors 7 

Weakly  positive  secretors ....  5 

Non-secretors 8 

2.  Rh  negative 2 

Non-secretion 2 


The  method  used  for  the  demonstration  of 
water-soluble  Rh  substances  was  the  inhibition  of 
agglutination  technic.  An  example  illustrating 
this  type  of  experiment  is  shown  in  Table  2. 


TABLE  2.* — Agglutination  of  Rih  Cells  by  Anti-Rh 
Globulin  After  Treatment  of  the  Latter  with  Gastric 
Juices 


Neutra- 

lized 

Gastric 

Juice 

Super- 

natants 

Gastric  Juices  from  Rh-Positivc 
Persons 

Gastric 

Juice 

from 

Rh- 

Nega- 

tive 

Person 

No.  19  No.  17  | No.  16 

No.  15 

No.  22 

U ndiluted 

- 

*+* 

+ + 

1 :.r> 

dz  + 

-f*  4* 

4-  4* 

0 

+ + + | 4-  + + | + + + 

++  + 

+++ 

Undiluted  and  5 times  diluted  gastric  juices 
(volume  0.05  cc.)  were  mixed  with  0.05  cc.  of 
anti-Rh  globulin  (Kru)  diluted  1:20  and  incu- 
bated for  two  hours  in  the  icebox  (4  C.).  _ After 
standing  for  ten  minutes  at  room  temperature, 
0.05  cc.  of  a 3 per  cent  suspension  of  Rlq  cells 
belonging  to  blood  group  0 was  added.  The  mix- 
tures were  allowed  to  remain  at  room  temperature 
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for  one  hour  and  then  were  centrifuged  at  medium 
speed  for  one  minute  and  read  macroscopically 
for  agglutination. 

This  experiment  revealed  the  following  facts: 
(1)  Gastric  juice  No.  22  from  an  Rh-negative 
individual  did  not  inhibit  the  agglutination  of 
Rh-positive  cells  by  anti-Rh  globulin.  (2) 
Neither  did  the  gastric  juice  from  Rh-positive 
individual  No.  15.  (3)  On  the  other  hand,  speci- 

mens Nos.  19  and  17  definitely  prevented  agglu- 
tination of  Rh-positive  cells  by  anti-Rh  globulin, 
indicating  the  presence  in  these  gastric  juices  of 
Rh  substances  which  combine  with  the  Rh  anti- 
body. (4)  Gastric  juice  No.  16  prevented  agglu- 
tination of  Rh-positive  cells  to  a certain,  but  not 
definite,  extent.  Such  gastric  juices  have  been 
labeled  weakly  positive  for  Rh  substances. 

In  addition  to  the  22  gastric  juice  specimens, 
obtained  from  individuals  with  a known  Rh  type, 
24  specimens  were  procured  from  individuals 
from  whom  we  could  not  obtain  blood  for  the 
determination  of  the  Rh  factor.*  A few  of  these 
gastric  juices  contained  rather  remarkable 
amounts  of  soluble  Rh  substances  as  shown  in 
Table  3.  In  this  experiment  three  gastric  juice 
specimens  were  examined  for  their  content  of 
Rh  substances. 

TABLE  3. — Agglutination  of  Rh  Positive  Human  Red 
Blood  Cells  by  Anti-Rh  Globulin  After  Treatment  of 
the  Latter  with  Gastric  Juices 
Part  I. — Agglutination  Human  Red  Blood  Cells  (Rho  Type) 
by  Anti-Rh  Globulin 


Neutralized 
Gastric  Juice 
Supernatants 

No.  5B 

Hooper 

No.  1 

Undiluted 

— 

— 

+ + + 

1:3 

— 

— 

+ + + 

1:9 

+ 4- 

+ 

444 

1:27 

+ + + 

+++ 

+ + + 

0 

+++ 

+++ 

+ + + 

Part  II. — Agglutination  Human  Red  Blood  Cells  (Rh* 
Type)  by  Anti-Rh  Globulin 


Neutralized 
Gastric  Juice 
Supernatants 

No.  5B 

Hooper 

No.  1 

Undiluted 





+ + + 

1:3 

— 

— 

444 

1:9 

— 

4-  + 

444 

1 : 27 

-f 

4-  4~ 

4-4-4* 

0 

+++ 

+++ 

+ + 4- 

Part  III. — Agglutination  Human  Red  Blood  Cells  (Rh2 
Type)  by  Anti-Rh  Globulin 


Neutralized 
Gastric  Juice 
Supernatants 

No.  5B 

Hooper 

No.  1 

Undiluted 

— 

4*  -h 

444 

1:3 

— 

444 

444 

1:9 

— 

444 

444 

1:27 

4- 

444 

444 

0 

4-44 

444 

444 

Decreasing  amounts  of  gastric  juice  (volume 
0.05  cc.)  were  mixed  with  0.05  cc.  of  anti-Rh 

* We  are  obligated  to  Dr.  Ellen  Eckstein  for  obtaining  the 
material  under  discussion. 


globulin  (Dem)  diluted  1:50  and  were  kept  for 
two  hours  in  the  icebox  (4  C.) . After  standing  for 
ten  minutes  at  room  temperature,  0.05  cc.  of  a 
3 per  cent  suspension  of  Rh-positive  cells  was 
added.  The  mixtures  were  allowed  to  remain  for 
one  hour  at  room  temperature  and  were  then 
centrifuged.  The  experiment  was  carried  out  in 
three  parts.  In  Part  I,  Rh0  group  O cells  were 
added;  in  Part  II,  Rhi  group  O cells;  and  in 
Part  III,  Rh2  group  B cells.  For  use  with  the 
Rh2  group  B cells,  the  anti-Rh  globulin  was 
neutralized  by  the  addition  of  the  isolated  blood 
group  specific  substances  A and  B.5  The  results 
are  recorded  in  Table  3. 

This  table  clearly  indicates  the  following  facts: 
(1)  Gastric  juice  No.  1 failed  to  inhibit  the  agglu- 
tination of  Rh-positive  cells  by  this  respective  j 
anti-Rh  globulin.  (2)  Gastric  juice  No.  5B 
definitely  inhibited  the  agglutination  of  all  three 
Rh-positive  cells,  namely  Rhi,  Rh2,  and  Rh0,  by 
the  anti-Rh  globulin.  (3)  Gastric  juice  Hooper 
inhibited  the  agglutination  of  Rh0  and  Rhi  cells, 
but  did  not  at  all  inhibit  the  agglutination  of 
Rh2  cells,  indicating  the  qualitative  differences  of 
the  subtypes  of  the  Rh  factor  in  gastric  juices. 
However,  this  marked  specificity  as  shown  in 
Table  3 by  gastric  juice  Hooper  was  not  the  rule,  for  j 
the  majority  of  gastric  juices  inhibited  both  the  i 
agglutination  of  Rh!  and  Rh2  cells,  provided  they  ] 
contained  any  Rh  substances  at  all. 

Examination  of  Amniotic  Fluids 

The  occurrence  of  water-soluble  Rh  substances  ' 
in  amniotic  fluids  has  been  reported  previously.4 
In  contrast  with  saliva,  and  even  gastric  juice, 
amniotic  fluid  is  easy  to  work  with,  since  it  is 
usually  not  viscous  and  is  relatively  poor  in  pro- 
teins. By  means  of  one  anti-Rh  serum,  which 
was  obtained  from  a patient  in  large  amounts  and 
which  proved  to  be  most  suitable  for  examining 
amniotic  fluids,  the  presence  of  Rh  substances 
could  be  demonstrated  in  at  least  4 out  of  5 j 
amniotic  fluids  originating  from  Rh-positive 
babies.  At  that  time  the  following  conclusions 
were  drawn:  (1)  Rh  substances  do  occur  in  1 

amniotic  fluid.  Careful  selection  of  Rh  antisera 
is  essential,  as  not  all  such  sera  are  suitable  for  the 
detection  of  Rh  substances  in  amniotic  fluid. 

(2)  The  baby’s  and  not  the  mother’s  Rh  type  de- 
termines the  presence  of  Rh  substances  in  amni- 
otic  fluid.  (3)  There  are  Rh  positive  cases  in 
which  the  Rh  substances  are  not  secreted,  so- 
called  non-secretors.  (4)  The  secretion  of  Rh 
substances  into  amniotic  fluid  is  independent  of 
the  secretion  of  the  blood  group  specific  sub- 
stances. (5)  Amniotic  fluids  of  three  erythro- 
blastotic  babies  did  not  contain  water-soluble  Rh 
substances,  and  thus  these  Rh-positive  babies  ■ 
belonged  to  the  group  of  non-secretors. 
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TABLE  4. — Agglutination  of  Rhi  Cells  by  Anti-Rh  Globulin  After  Treatment  of  the  Latter  with  Native  and 

Concentrated  Amniotic  Fluids 


Liquor 

Amnii 

Preparations 

Amniotic  Fluids  from  Rh-Positive  Babies 

Amniotic  Fluid 
from  Erythro- 
blastotio  Baby 

No.  247 

No.  256 

No.  259 

No.  309 

No.  179 

Native 

Cone. 

Native 

Cone. 

Native 

Cone. 

N ati  ve 

Cone. 

Native 

Cone. 

Undiluted 

1:2 

1:4 

1:8 

1:16 

1:32 

0 

++++,,, 

++++I+I 

+++++++ 

1 1 1 I+++ 

:fc 
-f  ~h 
+++ 
++  + 
+++ 
+++ 
+++ 

rfc 

+ + 
+ + 
+ + + 
+ + + 
+ + + 

+ + 
+ + + 
+ + + 
+ + + 
+ + + 

+ 

1 II  1 -H-H+ 
+ 

+ + 
+ + 
+ + + 
+ + + 
+ + + 
+ + + 
+ + + 

+ + + 
+ + + 
+ + + 
+ + 
+ + 
+ + + 
+ + + 

+ + 
+ + + 
+ + + 
+ + + 
+ + + 
+ + + 
+ + + 

+++++++ 

-H-++4-++ 

+++++++ 

However,  two  major  difficulties  were  encoun- 
tered in  examining  amniotic  fluids  for  Rh  sub- 
stances. First  of  all,  in  certain  instances  the 
content  of  Rh  substances  was  so  weak  that  the 
interpretation  of  the  results  was  not  definite. 
Secondly,  there  seemed  to  be  considerable  diffi- 
culty regarding  the  Rh  antiserum  used  for  the 
examination.  As  a matter  of  fact,  many  anti-Rh 
sera  were  not  suitable  at  all  for  these  determina- 
tions. 

In  order  to  clarify  and  further  strengthen  the 
evidence  submitted,  attempts  were  made  to  con- 
centrate and  purify  the  Rh  substances  occurring 
in  amniotic  fluids.  At  first,  purification  of  the 
material  by  chemical  means,  such  as  precipitation 
with  alcohol,  acetone,  and  other  agents  used  for 
concentration  purposes,  was  attempted.  How- 
ever, the  Rh  substances  seem  to  be  rather  elusive 
and  sensitive  when  exposed  to  chemical  reagents. 
For  that  reason  we  finally  used  the  following 
procedure:  Amniotic  fluids  were  first  spun  down 
in  the  centrifuge  at  high  speed  and  sedimental 
material  removed  as  far  as  was  possible.  The 
fluids  were  then  filtered  through  a hard  paper 
filter,  using  gentle  suction,  and  were  dialyzed  for 
approximately  twenty  hours  against  cold  running 
tap  water  and  for  two  hours  against  distilled 
water  (4  C.).  Any  precipitates  occurring  were 
removed  by  centrifugation,  and  the  remaining 
clear  fluids  were  dried  by  lyophilization.  After 
purification,  amniotic  fluids  were  concentrated  10 
times;  that  is,  for  each  original  volume  of  100  cc. 
of  amniotic  fluid  that  was  dried,  10  cc.  of  physio- 
logic saline  solution  was  added  for  resolution. 

The  next  experiment,  as  shown  in  Table  4,  was 
carried  out  in  the  following  manner:  Decreasing 
amounts  of  (a)  native  amniotic  fluids,  and  ( b ) 10 
times  concentrated  amniotic  fluids  (volume  of 
each  0.05  cc.)  were  mixed  with  0.05  cc.  of  anti- 
Rh  globulin  (Kru)  diluted  1 : 12  and  incubated 
for  two  hours  in  the  icebox  (4  C.).  After  stand- 
ing for  ten  minutes  at  room  temperature,  0.05  cc. 

* Key: 

— = no  agglutination 
rfc  = faint  agglutination 
+ = slight  agglutination 

+ 4*  = marked  agglutination 
+ + + = strong  agglutination 


of  a 3 per  cent  suspension  of  Rhi  cells  belonging  to 
blood  group  O was  added.  After  being  shaken 
well,  the  mixtures  were  allowed  to  remain  at  room 
temperature  for  one  hour  and  were  then  centri- 
fuged at  medium  speed  for  one  minute  and  read 
macroscopically  for  agglutination. 

The  experiment  shows  that  the  specificity  of 
the  reaction  is  maintained  inasmuch  as  the 
amniotic  fluid  (No.  179)  obtained  from  an  eryth- 
roblastotic  baby,  known  to  be  a non-secretor, 
did  not  inhibit  the  agglutination  of  Rh-positive 
cells  by  anti-Rh  globulin  even  after  the  fluid  was 
concentrated  10  times.  On  the  other  hand,  one 
of  the  amniotic  fluids  (No.  259),  known  to  con- 
tain Rh  substances,  considerably  increased  its 
inhibitory  power  following  concentration.  The 
inhibitory  power  of  amniotic  fluid  (No.  256)  in- 
creased only  slightly.  The  examination  of  the 
native  amniotic  fluid  (No.  247)  would  appear  to 
reveal  the  presence  of  very  slight  amounts,  if 
any,  of  Rh  substance.  However,  after  purifica- 
tion and  10  times  concentration,  excellent  inhibi- 
tion resulted.  Amniotic  fluid  (No.  309)  did  not 
change  at  all;  as  a matter  of  fact,  it  proved  less 
inhibitory  than  before  dialysis  and  concentration. 
We  are  inclined  to  interpret  this  result  as  an  indi- 
cation that  this  amniotic  fluid  does  not  contain 
Rh  substance  and  must  be  considered  a non- 
secretor. 

The  simple  method  of  dialysis  and  concentra- 
tion seems  to  allow  more  definite  differentiation 
between  secretors  and  non-secretors  of  Rh  sub- 
stances as  far  as  amniotic  fluids  are  concerned. 
The  problem  of  weak  secretors  can  be  decided  one 
way  or  another.  Concentration  has  shown,  as 
was  expected,  that  some  of  the  weakly  inhibiting 
native  amniotic  fluids  actually  contain  Rh  sub- 
stances which  could  easily  be  demonstrated  by 
this  procedure.  This  is  in  direct  contrast  with 
others  which,  after  processing,  failed  to  do  so  and, 
therefore,  could  definitely  be  classified  as  non- 
secretors. 

Conclusions 

1.  The  occurrence  of  Rh  substances  in  saliva 
could  not  be  determined  with  any  degree  of  cer- 
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tainty.  If  present,  they  were  in  such  low  con- 
centrations as  to  make  their  demonstration  impos- 
sible, at  least  by  the  methods  used  in  these 
studies,  because  of  the  viscosity  of  the  material. 

2.  Rh  substances  in  a water-soluble  form  are 
excreted  into  at  least  half  of  gastric  juices  and 
into  an  even  larger  percentage  of  amniotic  fluids. 

Whether  this  difference  in  percentage  distribu- 
tion is  an  actual  one  or  due  only  to  the  possible 
damage  to  the  Rh  substances  caused  by  the 
chemical  treatment  of  gastric  juices  before  they 
can  be  examined,  cannot  be  determined  at 
present. 


3.  The  simple  method  of  purification  and 
concentration  of  amniotic  fluids,  as  described, 
seems  to  allow  more  definite  differentiation  be- 
tween secretors  and  non-secretors  of  water- 
soluble  Rh  substances. 
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DISCUSS  HUMAN  HEALTH  BEHAVIOR 

Dr.  Dean  F.  Smiley  of  the  A.M.A.  Bureau  of 
Health  Education  took  part  in  a symposium  held  in 
connection  with  the  annual  meeting  of  the  National 
Association  of  Biology  Teachers,  December  30,  in 
Chicago.  The  meeting  was  held  in  conjunction  with 
the  annual  session  of  the  American  Association  for 
the  Advancement  of  Science  and  was  particularly  for 
teachers  of  the  secondary  schools  on  the  subject  of 
behavior. 

In  his  paper  on  “The  Contributions  of  Medicine 
to  Human  Health  Behavior,”  Dr.  Smiley  pointed 
out  the  error  of  the  traditional  belief  that  the  medi- 
cal profession  is  only  incidentally  interested  in  pre- 
venting disease  and  developing  positive  health.  On 
the  contrary,  among  physicians  themselves,  it  is  well 
recognized  that  the  most  effective  way  to  attack 
disease  is  to  apply  constructive  and  preventive 
measures. 

The  medical  profession  not  only  provides  many 
facts  as  a basis  for  establishing  new  habits  or  modify- 
ing old  habits,  but  it  also  makes  it  its  business  to 
apply  these  new  facts.  Among  the  ways  in  which 
medicine  applies  new  found  facts  are  (1)  in  advising 
patients  regarding  their  personal  hygiene,  (2)  in 
administering  the  public  health  programs,  (3)  in 
carrying  on  public  health  education,  and  (4)  in  con- 
tributing to  school  and  college  education. 

Dr.  Smiley  made  a plea  to  scientists,  physicians, 
biology  teachers,  science  teachers,  health  educators, 
and  physical  educators  to  set  about  equipping  our 
young  people  with  the  kind  of  health  knowledge  that 
will  enable  them  not  only  to  better  understand  the 
modern  world’s  increasing  complexity  but  also  to 
utilize  to  the  fullest  its  increasing  opportunities.- 
A.M.A.  Secretary’s  Letter,  January  6,  U)Jt8 


INTERNATIONAL  SURGICAL  ASSEMBLY 

The  Sixth  International  Assembly  of  the  Inter- 
national College  of  Surgeons  will  be  held  in  Rome, 
Italy,  at  the  invitation  of  the  Italian  Government, 
during  the  week  of  May  16  to  23,  1948,  under  the 
presidency  of  Professors  Raffaele  Bastianelli  and 
Raffaele  Paolucci  of  Rome,  and  Mario  Dogliotti  of 
Turin.  The  secretary  of  the  Assembly  is  Prof. 
Giuseppe  Bendandi  of  Rome. 

Attendance  is  not  limited  to  the  membership  of 
the  college;  all  surgeons  in  good  standing  in  their 
medical  organizations  are  invited.  Scientific  meet- 
ings, scientific  and  commercial  exhibits,  visits  to  the 
Universities  of  Turin  and  Milan  have  been  ar- 
ranged, together  with  tours  to  other  medical  centers 
in  Europe. 

A special  exhibit  of  ancient  texts  on  surgery  is 
being  arranged  by  Prof.  Davide  Giordano  of  Venice, 
honorary  president,  under  the  active  presidency  of 
Prof.  Adalberto  Pazzini,  professor  of  history  at  the 
University  of  Rome.  This  extraordinary  exhibit 
dealing  with  ancient  surgery  will  be  on  display  in  the 
Valliceiliana  Library  in  one  of  the  historical  build- 
ings of  the  Vatican. 

Detailed  information  may  be  obtained  from  Dr. 
Max  Thorek,  general  secretary,  850  Irving  Park 
Road,  Chicago  13.  For  travel  information,  address 
the  All  Nations  Travel  Bureau,  38  South  Dearborn 
Street,  Chicago,  the  official  travel  representatives 
for  this  Assembly. 

Those  desiring  to  present  scientific  papers  address 
Dr.  Karl  Meyer,  Cook  County  Hospital,  Chicago; 
Dr.  Henry  W.  Meyerding,  Mayo  Foundation, 
Rochester,  Minnesota,  or  Dr.  Herbert  Acuff,  Acuff 
Clinic,  514  West  Church  Street,  Knoxville,  Tennes- 
see. 


I PROTHROMBIN  TIME  IN  RHEUMATOID  ARTHRITIS 

Louis  W.  Granirer,  M.D.,  Broad  Channel,  New  York 

1 ( From  the  New  York  Post-Graduate  Medical  School  and  Hospital ) 


THE  use  of  gold  salts  in  rheumatoid  arthritis 
may  cause  hepatic  cell  damage  in  any  one  of 
three  ways:  direct  injury  to  liver  cells;  hemoly- 
sis with  injury  to  liver  cells  either  directly  or  by 
products  of  hemolysis;  or  by  means  of  hyper- 
sensitivity or  allergy.1  While  it  is  true  that  25 
per  cent  of  patients  treated  with  gold  salts  sooner 
or  later  develop  a skin  rash,  stomatitis,  or  gastro- 
intestinal symptoms,  most  of  these  reactions  are 
of  a mild  character.  Since  the  publication  of 
Hartung’s  and  Freyberg’s  studies,  the  trend  in 
this  country  is  toward  smaller  doses  of  gold 
salts.2'3  Large  doses  of  gold  salts  by  mouth  or 
intravenously  given  to  animals  produce  destruc- 
tive and  fatal  lesions  in  the  liver  and  kidneys. 
Toxic  hepatitis,  however,  is  an  infrequent  sequela. 
The  toxicity  of  gold,  like  that  of  other  heavy 
metallic  salts,  depends  to  some  extent  on  the 
dosage  employed. 

On  the  whole  a laboratory  test  in  liver  disease 
is  not  very  distinctive,  and  its  chief  value  lies  in 
its  revealing  in  a rough  measure  the  ability  of  the 
liver  to  perform  a certain  specific  function.  Our 
problem  was  to  determine  whether  or  not  there 
would  be  prothrombin  deficiency  following  the 
use  of  gold  salts,  and  if  so,  whether  the  adminis- 
tration of  vitamin  K with  bile  salts  w.ould  be 
■ational  therapy. 

Method 

In  the  laboratory  of  the  New  York  Post- 
Graduate  Medical  School  and  Hospital  the  Link- 
Shapiro  modification  of  Quick’s  method  for  de- 
termining blood  prothrombin  levels  is  used.4'5 

Blood  samples  were  taken  by  mixing  0.9  cc.  of 
blood  quickly  with  0.1  cc.  of  tenth-molar  sodium 
oxalate.  The  oxalated  blood  was  centrifuged 
at  1,700  revolutions  per  minute  for  ten  minutes. 
The  clear  plasma  was  then  transferred  with  a 
pipet  to  a test  tube.  The  clotting  time  of  the 
plasma  should  be  determined  at  once,  but  if  it  is 
stored  in  a refrigerator,  the  plasma  will  remain 
fairly  stable  for  several  hours. 

If  diluted  plasma  is  to  be  used,  0.1  cc.  is  trans- 
ferred into  a 75-  by  10-mm.  test  tube  and  diluted 
with  0.85  per  cent  sodium  chloride.  To  obtain 
a plasma  concentration  of  12.5  per  cent,  0.1  cc.  of 
plasma  is  diluted  with  0.7  cc.  of  saline  solution. 
The  diluted  plasma  is  mixed  thoroughly  and 
placed  in  a constant  temperature  water  bath  at 
37  C The  plasma  is  mixed  conveniently  by 


holding  the  test  tube  firmly  near  the  top  with  the 
thumb  and  index  finger,  and  striking  the  lower 
end  sharply  with  glancing  blows  with  the  index 
finger  of  the  other  hand.  This  accomplishes  a 
thorough  mixing  without  contamination. 

With  a 0.2  cc.  pipet  (micro  blood  sugar),  0.2 
cc.  of  the  thromboplastin-calcium  chloride  sus- 
pension is  transferred  into  100-  by  12-mm.  test 
tubes.  These  tubes  are  placed  in  a rack  beside 
the  diluted  (or  whole)  plasma  samples  in  the  con- 
stant temperature  bath.  As  soon  as  the  con- 
tents of  the  tubes  have  reached  the  bath  tempera- 
ture, the  clotting  time  of  the  plasma  is  deter- 
mined as  follows: 

The  diluted  (or  whole)  plasma  is  shaken  again 
and  transferred  with  a 0.1  cc.  pipet  (micro  blood 
sugar)  to  a tube  containing  0.2  cc.  of  the  thrombo- 
plastin-calcium chloride  suspension.  The  diluted 
plasma  is  blown  quickly  from  the  pipet.  At  the 
same  time  the  stop  watch  is  started.  (The  stop 
watch  is  conveniently  operated  by  a foot  treadle.) 
The  tube  is  tapped  sharply  to  mix  the  solutions. 
This  insures  a uniform  initiation  of  the  clot- 
ting process  throughout  the  solution.  A small 
stirrer  made  of  No.  22  nicln  ome  wire  with  a loop 
on  the  end  is  now  introduced.  During  the  clot- 
ting process  the  solution  is  stirred  at  such  a rate 
the  the  stirrer  loop  sweeps  across  the  test  tube 
from  one  side  to  the  other  two  times  per  second. 
The  end  point  (formation  of  the  clot)  is  that 
point  at  which  the  fibrin  clot  is  sufficiently  stable 
to  be  drawn  to  one  side  by  the  stirrer,  thus  bring- 
ing into  view  a clear  area.  The  clot  is  usually 
somewhat  turbid,  since  the  calcium  oxalate 
formed  upon  calcifying  the  oxalated  plasma  is 
enmeshed  in  the  clot.  The  formation  of  fibrils, 
which  impart  a viscous  appearance  to  the  solu- 
tion before  the  clot  forms,  can  be  disregarded. 
The  number  of  seconds  required  for  clot  formation 
is  recorded. 

Normal  standards  are  as  follows:  whole 

plasma  prothrombin  time — 14-17  seconds;  di- 
luted (12.5  per  cent)  plasma  prothrombin  time — 
37-42  seconds.  It  is  always  advisable  to  deter- 
mine the  activity  of  the  thromboplastin  by  deter- 
mining the  prothrombin  plasma  clotting  time  for 
whole  as  well  as  diluted  plasma  in  order  to  deter- 
mine whether  the  figure  falls  between  the  above 
values.  (This  material  should  be  kept  under 
refrigeration  as  its  activity  decreases  if  not  prop- 
erly stored.) 
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TABLE  1 


Patient 

Prothrombin 

Time* 

Prothrombin 
Time 
(Dilute 
Plasma)  t 

Solganal  B 
Dosage 

1 

12.5 

33 

10  mg.  weekly 

2 

15.5 

37 

25  mg.  weekly 

3 

14 

42 

25  mg.  twice  wk. 

4 

13.5 

38 

25  mg.  twice  wk. 

5 

13.5 

37 

25  mg.  weekly 

6 

13.5 

38.5 

25  mg.  weekly 

7 

14 

44 

25  mg.  weekly 

8 

12 

34 

10  mg.  weekly 

9 

15.5 

48 

25  mg.  weekly 

10 

15 

43 

25  mg.  weekly 

11 

12.5 

33 

25  mg.  weekly 

12 

13 

30 

25  mg.  weekly 

13 

12.5 

35 

25  mg.  weekly 

14 

13.5 

37 

25  mg.  weekly 

15 

15 

35 

25  mg.  weekly 

* Normal — 14-17  seconds, 
t Normal — 37-42  seconds. 


Discussion 

Prothrombin  is  a constitutent  of  blood  plasma 
formed  in  the  liver  and  is  believed  to  be  a pseudo- 
globulin. An  adequate  supply  of  vitamin  K is 
essential  for  a normal  blood  coagulation.6  Con- 
sequently, adequate  hepatocellular  function  and 
vitamin  K absorption  are  essential  for  normal 
plasma  prothrombin  concentration.  There  is  a 
wide  range  of  safety  in  the  prothrombin  factor  so 
that  the  coagulation  time  may  remain  within 
normal  limits  until  80  per  cent  of  the  prothrombin 


of  the  blood  has  been  lost.  When  the  concentra- 
tion of  the  plasma  prothrombin  falls  below  30  per 
cent  of  normal,  the  prothrombin  time  becomes 
longer  than  20  seconds,  the  upper  limit  of  normal. 

All  of  the  following  patients  treated  at  the 
Arthritis  Clinic  were  on  continuous  gold  therapy 
for  at  least  one  year  with  solganal  B and  crude 
liver  extract  intramuscularly.  The  first  and 
eighth  patients  had  had  a mild  gold  dermatitis 
which  disappeared  when  the  gold  was  stopped 
(Table  1). 

. 

Summary 

In  15  patients  treated  for  one  year  with  thera-  ■ 
peutic  doses  of  solganal  B and  crude  liver  ex- 
tract, there  was  no  increase  in  the  prothrombin 
time. 

1002  Cross-Bay  Boulevard  i 
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“DOCTOR  JONES”  SAYS— 

A fellow,  awhile  ago,  was  telling  me  about  some 
of  this  new  airconditioning  business.  If  you  wanted 
it  warmer  or  cooler  or  wanted  more  ventilation  or 
more  or  less  humidity,  all  you  had  to  do  was  turn  a 
knob  or  something.  And,  you  know,  I was  thinking: 
if  we  could  regulate  our  mental  attitudes  like  that 
we’d  live  longer,  accomplish  a lot  more  in  life  and 
do  it  easier. 

There's  no  doubt  but  what  a considerable  part  of 
our  difficulties,  our  failures,  and  the  wear  and  tear 
on  our  system — it’s  the  result  of  fear  that  we  won’t 
be  able  to  do  the  things  we  want  to  do  or  think  we 
ought  to.  More  or  less  unconsciously  we  build  up 
obstacles  that  don’t  exist  ’til  we’ve  created  ’em. 

Remember  the  little  poem  (I  learned  it  when  I 
was  a boy)  about  the  fellow:  “Somebody  said  that 

it  couldn’t  be  done  But  he,  with  a chuckle,  replied 
That  maybe  it  couldn’t  but  he’d  not  be  one  To  say 
so  ’til  he  tried” — and  so  onv  My  mother,  when  I 
was  small,  told  me  there  was  “no  such  word  as 
‘can’t’.”  Well,  like  some  other  things,  I took  it  too 
literally.  I found  it,  later,  in  the  dictionary,  so  I 


concluded  she  must’ve  been  wrong.  But  the  idea 
she  was  trying  to  convey — I recognize  now:  it’s  a 
word  that’s  greatly  overworked. 

When  we  get  some  understanding  of  how  our 
minds  work  and  the  part  our  imaginations  play  in 
our  lives  it’s  possible,  if  we’ve  got  the  intelligence, 
backbone,  and  perseverance,  to  cultivate  healthy 
mental  attitudes.  It  ain’t  as  easy  as  just  moving  a 
switch  or  turning  a knob  but  it  can  be  done— up  to  a 
certain  point.  Anyway,  it’s  worth  trying  and  “I’ll 
try”  is  a lot  more  stimulating  slogan  than  “I  can’t.” 

If  we  can  sift  out  the  imaginary  and  unnecessary 
obstacles  we’ll  be  in  better  shape  to  deal  with  the  1 
unavoidable  ones.  Like  the  old  fellow  I heard  of 
down  in  the  Ozarks.  He  was  sitting  on  the  porch 
rocking  due  north  and  south.  On  the  other  end,  in 
another  rocking  chair,  his  son,  age  forty,  was  rock- 
ing due  east  and  west.  Finally  the  old  man  spoke 
up:  “Listen,  Zeke,  don’t  rock  that-away,”  he  said. 
“Turn  your  chair  ’round.  Rock  with  the  grain  and 
save  your  strength.”- — Paul  P.  Brooks,  M.D.,  in 
Health  News,  December  22,  1947 


THE  OXYTOCIC  USE  OF  METHERGINE  IN  THE  THIRD  STAGE  OF 
LABOR 


John  E.  Tritsch,  M.D.,  Edward  Schneider,  M.D.,  and  Edmund  F.  Longworth,  M.D., 
New  York  City 

( From  the  Department  of  Obstetrics  and  Gynecology,  Metropolitan  Hospital) 


IN  AN  effort  to  substantiate  further  our  ex- 
periences in  a preliminary  series  previously 
reported  by  us,1  we  are  presenting  at  this  time 
711  additional  cases  in  which  the  new  ergonovine- 
like  substance,  known  as  methylergonovine,  * 
has  been  used. 

The  partial  synthesis  of  an  ergot  alkaloid  has 
been  successful  for  the  first  time  and  has  made  it 
possible  to  produce  a large  series  of  isomers  and 
homologues  of  ergonovine.  These  have  been 
subjected  to  accurate  pharmacologic  analysis 
and  it  was  found  that  great  differences  exist  in 
their  effect  on  the  uterus  of  animals. 

Among  the  most  powerful  of  these  partially 
synthetic  substances,  methylergonovine  (Mether- 
gine)  stands  out  particularly.  In  comparison 
with  the  natural  ergonovine,  its  effect  is  some- 
what stronger  and  more  prolonged  in  laboratory 
animals.  It  also  was  shown  to  be  the  most  potent 
among  fifteen  derivatives  which  were  subjected 
to  pharmacologic  examination  in  the  rabbit 
uterus. 

Third  Stage  Technic 

In  our  preliminary  series  of  200  cases,  101  were 
given  1 cc.  of  Methergine,  containing  0.2  mg.  per 
cubic  centimeter,  intramuscularly,  immediately  fol- 
lowing delivery  of  the  placenta.  In  the  other  99 
cases,  the  same  preparation  and  dose  were  given 
intravenously,  immediately  following  birth  of  the 
child  and  before  the  placenta  was  delivered.  In 
both  groups,  the  blood  loss  was  measured  for  thirty 
minutes  after  delivery  of  the  placenta. 

In  the  cases  handled  by  the  intramuscular  method, 
a modified  Cred6  maneuver  was  used  to  deliver  the 
placenta.  In  the  cases  handled  by  the  intravenous 
method,  the  placenta  was  delivered  by  the  Brandt 
maneuver.2 

In  all  cases,  the  blood  loss  was  measured  accu- 
rately in  the  following  manner:  A sterile  metal  pan 
was  placed  beneath  the  patient’s  buttocks.  Extend- 
ing from  this  pan  was  a trough  emptying  into  a 
graduated  container  which  was  at  all  times  under  the 
direct  vision  of  the  accoucheur.  This  container  was 
on  a movable  arm  which  could  be  maneuvered  by 
the  operator’s  knee  in  order  to  avoid  inclusion  of 
amniotic  fluid  and  other  possible  diluents.1 

Clinically,  in  this  further  study  of  the  711  cases, 
there  were  269  primiparae  and  442  multiparae.  The 
operative  incidence,  including  elective  low  forceps  in 
primigravidas,  was  as  follows: 

* Methergine  was  supplied  by  the  Sandoz  Chemical  Works, 
Inc.,  New  York  City. 


New 

Series 

Old 

Series 

Total 

Percentage 
of  Total 

Primigravidas 

136 

15 

151 

50.50 

Multigravidas 

23 

5 

28 

5.47 

Total  Series 

179 

22.07 

The  average  blood  loss  in  this  series  of  711  cases, 
in  which  the  drug  was  administered  intravenously 
immediately  after  the  birth  of  the  infant,  was  as 
follows: 

Primiparae  Multiparae 

Operative  190.56  co.  142.64  cc. 

Nonoperative  101.02  cc.  93.41  cc. 

It  is  interesting  to  note  the  incidence  of  blood  loss 
over  500  cc.  in  this  series.  The  preliminary  series 
of  200  cases  had  5 cases  or  an  incidence  of  2.5  per 
cent.  The  present  series  has  19  cases  or  an  inci- 
dence of  2.66  per  cent;  or  a total  of  24  cases  in  both 
groups  for  an  incidence  of  2.65  per  cent. 

The  average  blood  loss  in  each  series  was  as  fol- 
lows: In  the  group  of  101  cases  receiving  Mether- 
gine intramuscularly,  the  average  blood  loss  was 
168.07  cc.  (gross).  In  the  first  series  of  99  cases  re- 
ceiving Methergine  intravenously,  the  blood  loss 
was  113.24  cc.  (gross).  In  this  series  of  711  cases 
in  which  Methergine  was  given  intravenously,  the 
average  blood  loss  was  115.17  cc.  (gross). 

The  blood  loss  calculated  on  a percentage  basis  in 
100’s  of  cc.  is  presented  in  Table  1.  A number  of 
interesting  observations  can  be  made  from  this  table. 
For  example,  61.7  per  cent  of  the  patients  who  had 
Methergine  by  the  intravenous  route  at  the  delivery 
of  the  baby  and  before  delivery  of  the  placenta  lost 
less  than  100  cc.  of  blood,  whereas,  in  those  where 
Methergine  was  given  after  delivery  of  the  placenta, 
only  31.6  per  cent  lost  less  than  100  cc.  There  were 
21  cases  out  of  810  (intravenous  route)  and  3 cases 
out  of  101  (intramuscular  route)  in  which  the  post- 
partum hemorrhage  was  over  500  cc.  The  highest 
blood  loss  in  any  case  was  2,050  cc.  There  were  no 
fatalities  in  this  series. 

TABLE  1. — Calculation  op  Blood  Loss  on  Percentage 
Basis 

Intravenous  (810)  Intramuscular  (101) 


Blood  Loss 

Number 

of 

Cases 

Percent- 

age 

of  Total 

Number 

of 

Cases 

Percent- 

age 

of  Total 

0-100  cc. 

498 

61.7 

32 

31.6 

101-200  cc. 

178 

21.9 

38 

37.6 

201-300  cc. 

66 

8.2 

15 

14.8 

301-400  cc. 

32 

3.9 

8 

7.8 

401-500  cc. 

17 

2.1 

5 

4.8 

501  cc.  and  over 

21 

2.6 

3 

2.7 

It  may  also  be  interesting  to  note  the  effect  of 
general  anesthesia  upon  blood  loss.  In  Table  2,  the 
cases  are  divided  into  two  categories,  those  which 
received  general  anesthesia  and  those  which  did  not. 


293 


294 


TRITSCH,  SCHNEIDER , AND  LONGWORTH 


[N.  Y.  State  J.  M. 


TABLE  2. — Supplemental  Data  on  the  Effect  of 
General  Anesthesia  on  Postpartum  Hemorrhage 


Primiparae 
Multiparae 
All  Patients 


Blood  Loss  (Cc.) 

General  No  General 

Anesthesia  Anesthesia 


130.55  ec. 
143.33  cc. 
131.65  cc. 


71.63  cc. 
92.13  cc. 
88.32  cc. 


The  latter  included  local,  caudal,  pudendal  block, 
etc.;  as  well  as  patients  who  received  no  anesthesia 
either  because  of  precipitated  delivery  or  some  other 
reason.  It  is  clear  that  general  anesthesia  increases 
by  about  50  cc.  the  average  blood  loss. 

Average  Length  of  Third  Stage — Minutes 


Original  Series 7.68  (intravenous  group) 

Original  Series 10.38  (intramuscular  group) 

New  Series 6.91 

Total  Series 7.01  (intravenous  group  only) 


There  were  no  constitutional  or  local  reactions  in 
any  of  the  cases.  However,  manual  removal  of  the 
placenta  was  necessary  in  4 cases  of  the  final  series 
and  3 cases  of  the  preliminary  series,  for  a total  of 
7 cases  and  a percentage  of  0.86  per  cent. 

Davin  and  Morris,  using  ergonovine  (Basergin) 
with  the  same  technic,  state:  “In  the  entire  series 
of  1,600  cases,  retained  placentae  requiring  manual 
removal  occurred  in  20  cases,  an  incidence  of  1 .2  per 
cent.”3 

According  to  Monrad  E.  Aaberg  and  Duncan  E. 
Reid  (Harvard  University),  manual  removal  of  a 
retained  placenta  following  delivery  of  a viable  in- 
fant was  performed  217  times  at  Boston  Lying-in 
Hospital  from  1929  to  1943. 4 During  that  period, 
45,602  patients  were  delivered  of  viable  infants. 
Thus,  manual  removal  was  performed  once  in  every 


210  deliveries  (0.47  per  cent).  Indications  were 
hemorrhage  per  se  and  retention  with  hemorrhage. 
These  authors  further  state:  “Use  of  oxytocic  drugs 
following  delivery  did  not  appear  to  be  significant  in 
retention  of  the  placenta.” 

Comments 

1.  After  further  clinical  experience  with  711 
additional  cases,  plus  the  200  previously  pre- 
sented, we  find  Methergine  nontoxic. 

2.  The  drug  seemed  definitely  to  reduce  post- 
partum blood  loss  as  compared  to  most  available 
statistics. 

3.  The  administration  by  intravenous  route 
accelerated  the  delivery  of  the  placenta  by  about 
3V2  minutes  on  the  average  and  further  reduced 
blood  loss. 

4.  Incarceration  of  the  placenta  occurred  in 
0.86  per  cent  cases,  all  easily  removed. 

Conclusions 

We  continue  to  be  of  the  opinion,  after  a trial 
in  911  cases,  that  Methergine  is  an  efficient  and  a 
nontoxic  oxytocic  drug. 


References 

1.  Tritsch,  J.  E.,  and  Schneider,  E.:  Am.  J.  Obst.  <fc 

Gynec.  50:  434  (Oct.)  1945. 

2.  Brandt,  M.  L. : Am.  J.  Obst.  & Gynec.  25:  662  (May) 
1933. 

3.  Davin,  E.  J.,  and  Morris,  T.  N.:  M.  Ann.  District  of 
Columbia  9:  1 (Jan.)  1940. 

4.  Aaberg,  M.  E.,  and  Reid,  D.  E. : Am.  J.  Obst.  & 

Gynec.  49:  368  (March)  1945. 


ATOMIC  ENERGY  EXHIBIT  AT  MUSEUM 

A comprehensive  exhibit  on  atomic  energy,  the 
largest  of  its  kind  in  the  country,  is  now  on  display 
at  the  American  Museum  of  Natural  History,  Cen- 
tral Park  West  at  77th  Street,  New  York  City,  where 
it  opened  January  21  and  will  continue  for  two 
months  through  April  5.  The  exhibit  is  sponsored 
by  the  Brookhaven  National  Laboratory,  nuclear 
research  center  for  the  Northeast,  under  the  auspices 
of  the  U.S.  Atomic  Energy  Commission. 

Installed  in  Education  Hall  of  the  Museum,  the 
exhibit  is  open  to  the  public  during  regular  Museum 
hours,  which  are  on  weekdays  and  Saturdays,  from 
10  a.m.  to  5 p.m.,  and  on  Sundays,  from  1 to  5 p.m. 
Special  group  tours  of  the  exhibit  may  be  arranged 
by  organizations,  by  request  to  the  Museum. 

The  exhibit  includes  a demonstration  of  nuclear 
fission  as  it  occurs  in  an  atomic  pile,  with  striking 
visual  and  sound  effects  caused  by  the  actual 
breakup  of  uranium  atoms.  A radium-beryllium 


source  valued  at  $10,000  is  the  neutron  source  in  the 
“model  atomic  pile.”  The  model  was  conceived  by 
Dr.  John  R.  Dunning,  scientific  director  of  Columbia 
University. 

Beneficial  applications  of  nuclear  energy  are  sug- 
gested by  exhibits  such  as  an  “atomic  power  plant,” 
which  shows  by  special  lighting  effects  how  an  atomic 
pile  may  be  adapted  to  provide  heat  energy  to  drive 
electric  turbo-generators.  An  animated  “pin  ball” 
panel  shows  the  breakup  of  U-235  atoms  in  a chain 
reaction. 

“Mr.  Atom,”  a large  silhouette,  demonstrates 
how  a radioactive  substance  may  be  introduced  into 
the  human  system  to  guide  doctors  in  the  diagnosis 
and  treatment  of  ills.  Other  demonstrations  show 
further  uses  of  these  radioactive  “tracers,”  and  in- 
clude the  special  instruments  which  arc  used  to  fol- 
low the  course  of  radioisotopes  used  in  biologic, 
chemical,  and  medical  investigations. 


INTRACUT ANEOUS  INFLUENZA  VACCINATION 


Hermann  Vollmer,  M.D.,  New  York  City 


THE  value  of  immunization  with  inactivated 
influenza  virus  vaccine  has  been  well  estab- 
lished for  adults.1-3  Similar  data  for  children 
are  lacking.  We  do  not  know  the  proper  age 
nor  the  optimum  dosage  for  immunization,  nor 
are  we  informed  about  the  duration  of  an  effec- 
tive immunity.  We  do  know,  however,  that  the 
procedure  requires  repeated  injections  and  that 
the  resulting  reactions  are  quite  discouraging. 
The  injection  is  painful,  and  severe  general  re- 
actions ensue  in  a great  percentage  of  cases. 
Even  generalized  convulsions  have  been  ob- 
served.4 

An  attempt  was  made  first  to  find  a method 
which  avoided  such  untoward  reactions  and  was 
more  acceptable  for  the  immunization  of  children. 
Absence  of  general  reactions  and  satisfactory 
immunologic  responses  have  been  reported  in 
the  past  following  the  intracutaneous  adminis- 
tration of  typhoid  vaccine,6-11  diphtheria  tox- 
oid,12-14 and  scarlet  fever  toxin.16-14  Smaller 
amounts  of  antigen  injected  intracutaneously 
seemed  to  produce  the  same  degree  of  immunity 
as  larger  subcutaneous  doses  of  the  same  sub- 
stances. A clinical  trial  of  intrachtaneous  influ- 
enza vaccination  therefore  suggested  itself. 

One  hundred  and  twenty-three  children  be- 
tween the  ages  of  2 and  16  years  received  a single 
intracutaneous  injection  of  0.1  cc.  of  influenza 
virus  vaccine,  type  A and  B,  prepared  by  centri- 
fugation from  the  extra-embryonic  fluid  of  the 
chick  embryo  and  formalin  killed.*  The  vaccine 
was  injected  into  the  extensor  surface  of  the 
forearm.  None  of  the  children  had  a history  of 
egg  allergy. 

The  intracutaneous  injection  was  followed  in 
every  case  by  an  immediate  burning  pain  lasting 
for  about  one  minute.  No  one  complained  of 
pain  at  any  later  period.  Within  five  minutes 
after  the  injection,  an  erythema  of  2 to  8 cm.  in 
diameter  developed,  followed  by  induration 
which  gradually  disappeared  within  two  to  five 
days.  While  this  local  reaction  faded,  slight 
itching  was  noticed  by  about  10  per  cent  of  the 
children.  A moderate  swelling  and  tenderness 
of  the  regional  lymph  nodes  occurred  in  21 
children.  Only  3 children  developed  a tempera- 
ture up  to  100.5  F.  within  twenty-four  hours 
following  and  probably  due  to  the  immunization. 
This  intracutaneous  method  of  influenza 

L_ 

* Supplied  through  the  courtesy  of  Dr.  H.  D.  Piersma, 
Lederle  Laboratories,  Pearl  River,  New  York. 


immunization  is  relatively  free  from  disagreeable 
reactions.  Whether  it  gives  adequate  protection 
could  not  be  determined.  While  this  study  was 
being  completed,  a report  of  van  Gelder,  Green- 
span, and  Dufresne  appeared,  comparing  the 
effects  of  subcutaneous  and  intracutaneous  in- 
fluenza vaccination.19  The  antibody  titers  were 
determined  by  a modification  of  the  Hirst  red 
cell  agglutination-inhibition  test  in  large  groups 
of  Navy  personnel.20  These  authors  found  that 
following  a single  intracutaneous  dose  of  0.1  cc. 
of  influenza  virus  vaccine  a considerable  rise  in 
the  serum  antibody  titer  occurred  rapidly,  reach- 
ing a level  in  one  month  of  several  times  that 
obtained  by  a single  dose  of  1.0  cc.  of  the  same 
vaccine  administered  subcutaneously. 

Conclusions 

A single  intracutaneous  injection  of  0.1  cc.  of 
influenza  virus  vaccine  in  123  children  was  not 
followed  by  disagreeable  local  or  general  reactions 
which  occur  frequently  after  the  subcutaneous 
injection  of  larger  doses  of  this  agent. 

According  to  van  Gelder,  Greenspan,  and  Du- 
fresne, this  intracutaneous  immunization  pro- 
duces higher  serum  antibody  titers  than  the 
subcutaneous  administration  of  1.0  cc.  of  the 
same  vaccine. 

A clinical  trial  of  this  method  appears  desirable. 
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PEDIATRIC  APPROACH  TO  THE  MANAGEMENT  OF  ALLERGIC 
ECZEMA  IN  CHILDREN 

Bret  Ratner,  M.D.,  New  York 

(From  the  Department  of  Pediatrics,  New  York  University  College  of  Medicine ) 


MANY  of  the  papers  on  eezema  have  left  out 
of  consideration  the  needs  of  the  pedia- 
trician who  first  sees  these  cases.  It  is  he  who 
must  make  the  diagnosis  and  give  some  relief  for 
this  malady,  which  is  a trying  experience  both  for 
the  affected  child  and  its  parents.  I shall  not 
attempt  to  cover  the  subject  fully,  but  rather  to 
emphasize  some  of  the  salient  features  in  an  effort 
to  orient  the  pediatrician  and  to  offer  some  sug- 
gestions for  the  immediate  management  of  this 
condition. 

General  Considerations 

A typical  infantile  eczema  usually  presents  an 
erythematous  and  oozing  appearance  and  may 
involve  the  face  and  scattered  areas  on  the  body 
and  extremities.  The  condition  is  highly  pruritic, 
and  evidence  of  bleeding  scratch  marks  are  the 
rule.  At  times  it  may  be  localized,  but  in  other 
instances  it  may  be  so  widespread  as  to  affect 
practically  the  entire  body.  Many  infantile 
eczemas  clear  up  before  the  end  of  the  second 
year  without  any  recurrence.  However,  the 
dermal  manifestations  may  be  succeeded  by 
asthma,  a respiratory  expression  of  allergy. 

Eczema  may  persist  in  recurrent  episodes 
throughout  childhood  and  even  into  adult  life, 
either  in  conjunction  with  asthma,  or  as  a dermal 
allergic  entity.  This  chronic  form  of  eczema, 
which  is  best  designated  as  allergic  disseminated 
neurodermatitis,  and  is  perhaps  the  most  difficult 
form  of  eczema  to  eradicate,  tends  to  become 
localized  in  the  neck,  the  flexures  of  arms  and 
legs,  and  the  dorsa  of  the  hands.  The  lesions 
assume  chronic  characteristics  in  the  form  of 
papules,  fissures,  excoriations,  lichenification,  and 
dark  grayish  plaques.  The  lesions  are  very 
pruritic,  and  the  skin  shows  the  evidences  of 
scratching.  Positive  allergic  skin  tests  are  the 
rule,  and  the  causative  substances , are  multiple. 
Psychogenic  disturbanaes  are  present  in  most 
cases. 

Secondary  bacterial  infection  is  often  present, 
but  mycotic  involvement,  although  present  at 
times,  is  not  the  rule.  It  is  important  to  appraise 
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.the  character  of  the  lesions  carefully  to  determine 
whether  there  is  a superimposed  infectious  derma- 
titis. Even  when  the  dermatitis  is  allergic,  one 
should  bear  in  mind  the  possibility  of  concurrent 
skin  infections  such  as  impetigo,  trichophytosis, 
epidermophytosis,  pyogenic  infection,  scabies, 
pityriasis,  dermatitis  venenata,  dermatitis  result- 
ing from  overtreatment  with  medicaments,  e.g., 
phenol,  the  mercurials,  and  other  substances,  and 
skin  irritations  due  to  mechanical  factors. 
Specific  treatment  must  be  instituted  for  their 
correction  before  the  allergic  phase  is  tackled.  A 
case  comes  readily  to  mind  of  a young  infant  who 
was  recently  sent  to  me  for  the  treatment  of  a 
diffuse  infantile  eczema.  The  condition  gave  all 
the  appearance  of  allergic  dermatitis,  but  careful 
study  proved  it  to  be  a widespread  case  of  scabies. 
It  was  gratifying  to  discover  later  that  the  young 
father,  who  had  recently  returned  from  the  war, 
had  scabies,  and  that  the  mother  as  well  as  other 
members  of  the  family  acquired  it.  Specific 
anti-scabetic  therapy  resulted  in  a marked  reces- 
sion and  gradual  clearing  of  the  skin.  Had 
laborious  allergic  studies  been  attempted,  they 
would  have  proved  futile. 

While  one  may  have  to  admit  that  a greater 
susceptibility  to  allergy  does  exist  in  certain 
children  born  of  highly  allergic  families,  it  does 
not  appear  that  the  actual  age  of  onset  of  eczema 
is  greatly  influenced  by  genetic  factors.  In  in- 
fants under  one  year  of  age  we  found  that  eczema 
was  the  presenting  syndrome  in  90  per  cent  of  the 
cases.  The  average  age  of  onset  of  eczema  in 
infants  under  a year  was  one  and  nine-tenths 
months,  and  the  average  age  at  the  time  of  obser- 
vation was  six  and  five-tenths  months.  It  is 
further  of  interest  to  note  that  of  all  the  allergic 
syndromes,  the  period  between  the  age  of  onset 
and  the  time  that  medical  attention  is  sought  is 
shortest  for  eczema.  In  a study  of  250  allergic 
children  we  found  that  45  per  cent  suffered  from 
eczema,  whereas  in  the  adult  allergic  antecedents 
of  these  patients  the  number  of  eczema  cases  was 
only  about  10  per  cent,  showing  that  this  disease 
is  particularly  related  to  childhood.  From  these 
figures  it  is  apparent  that  eczema  is  the  prevailing 
allergic  condition  in  infancy  and  that'  it  starts 
considerably  earlier  than  any  other  allergic  syn- 
drome. 


296 


February  1,  1948] 


ALLERGIC  ECZEMA  IN  CHILDREN 


297 


Positive  allergic  skin  reactions  were  obtained  in 
85  per  cent  of  the  patients  under  one  year  of  age. 
While  100  per  cent  of  these  positive  reactors  were 
sensitive  to  foods,  only  41  per  cent  reacted  to 
foods  alone,  and  59  per  cent  reacted  to  a combina- 
tion of  foods,  inhalants,  and  contactants. 

Much  as  been  done  to  solve  the  riddle  of  eczema 
in  infants  and  children  since  the  advent  of  the 
allergy  concept.  Despite  the  large  number  of 
papers  concerned  with  this  problem,  there  is  per- 
haps more  confused  thinking  here  than  in  any 
other  field  of  allergy.  Much  of  the  confusion 
arises  from  the  use  of  the  terms  eczema  and  der- 
matitis. Yet,  because  of  such  extensive  usage, 
both  terms  will  have  to  be  retained,  to  be  used 
interchangeably  at  times  and  at  times  specifically. 

One  can  use  the  term  irritative  dermatitis  or 
contact  dermatitis  to  signify  a skin  condition  due 
to  any  irritant  that  will  in  given  concentration 
and  under  given  circumstances  affect  practically 
all  human  skins.  Thus,  a nonallergic  dermatitis 
can  be  caused  in  the  normal  skin  by  contact  with 
a physical  or  chemical  agent.  Examples  are  the 
typical  diaper  rash  seen  in  early  infancy  as  a re- 
sult of  chemical  irritation,  or  the  dermatitis  re- 
sulting from  the  mechanical  rubbing  of  the  child’s 
clothing.  These  are  characterized  by  varying 
degrees  of  inflammation  which  may  cause  the 
destruction  of  the  cutaneous  layers  and  even  the 
subjacent  tissue.  The  localization  and  relation 
to  the  causative  factors  make  them  readily  recog- 
nizable, and  simple  treatment  by  elimination  of 
the  offending  agents  affords  complete  relief. 

With  a dermatitis  due  to  allergic  sensitization, 
variously  known  as  eczema,  infantile  eczema, 
atopic  eczema,  atopic  dermatitis,  allergic  derma- 
titis or  disseminate  neurodermatitis,  contact 
dermatitis  or  contact  eczema,  the  problem  be- 
comes particularly  muddled,  for  one  investigator 
or  another  has  set  up  criteria  sharply  differentiat- 
ing one  from  the  other.  For  example,  the  follow- 
ing criteria  have  been  set  up  for  an  atopic  derma- 
titis or  atopic  eczema:  (1)  positive  family  history 
for  allergy,  (2)  specific  reagins  (circulating  anti- 
bodies) demonstrable  by  passive  transfer,  (3) 
positive  scratch  or  intracutaneous  tests,  (4)  usu- 
ally negative  patch  tests,  and  (5)  the  offending 
substances  should  be  protein  in  nature.  On  the 
other  hand,  cases  suffering  from  contact  derma- 
titis are  characterized  by:  (1)  a negative  family 
history,  (2)  absence  of  circulating  antibodies,  (3) 
absence  of  positive  intracutaneous  reaction,  (4) 
positive  patch  tests,  and  (5)  sensitivity  to  sub- 
stances not  necessarily  protein  in  nature.  Hence, 
they  would  have  us  differentiate  these  two  types 
of  dermatitis,  even  though  both  are  allergic  in 
character  and  arise  from  an  antigen-antibody 
cellular  union. 

We  shall  not  enter  into  the  controversy  which 


has  emanated  from  this  differentiation.  Rather, 
we  shall  state  categorically  that  unless  more  con- 
vincing proof  can  be  offered  in  support  of  the  thesis 
that  contact  dermatitis  and  atopic  eczema  do 
differ  in  their  basic  mechanism,  we  shall  adhere  to 
our  opinion,  held  for  many  years,  that  they  are 
both  mediated  by  the  same  mechanism  and 
should  be  designated  as  allergic  dermatitis,  to  be 
studied  and  treated  on  the  basis  of  antigen-anti- 
body interactions.  They  differ  only  in  the  mode 
of  sensitization,  so-called  atopic  eczema  usually 
resulting  from  intrinsic  contact  with  antigens 
and  contact  dermatitis  from  extrinsic  contact. 

It  is  little  wonder  that  it  is  difficult  to  engage 
the  interest  of  the  pediatrician  in  all  the  phases  of 
this  subject. . The  time  must  soon  arrive,  how- 
ever, when  the  salient  facts,  gleaned  from  the 
maze  of  work  that  is  being  carried  on,  will  be 
formulated  into  broad  principles  that  can  be  more 
readily  applied  in  general  everyday  practice. 
The  present  paper  is  offered  to  the  general  pedia- 
trician as  a tentative  working  basis  for  the  man- 
agement of  the  allergic  case  of  eczema  he  so  fre- 
quently encounters.  The  problem  is  difficult, 
but  the  immediate  treatment  can  be  handled 
intelligently  without  elaborate  allergy  testing.  If 
the  eczema  is  to  be  firmly  rooted  out,  however, 
after  the  skin  is  cleared,  the  child  should  be 
studied  intensively  to  determine  the  exact  offend- 
ing substances  not  only  to  eradicate  the  eczema, 
but  also  to  prevent  asthma  from  developing. 

Management 

The  following  are  the  procedures  which  I use, 
preliminary  to  skin  testing,  to  clear  the  skin. 

Food.— All  eczema  cases  are  immediately 
placed  on  an  allergenically  denatured  diet  fitting 
the  needs  of  the  patient.  These  denatured 
foods,  in  which  the  albumin  and  globulin  fractions 
have  been  coagulated  by  moist  heat,  are  as  fol- 
lows: evaporated  milk,  pablum,  pabena,  thor- 
oughly cooked  cereals,  thoroughly  cooked  vege- 
tables, thoroughly  boiled  meats,  hard-boiled  eggs, 
and  stewed  fruits.  In  addition,  the  following 
foods  are  eliminated:  raw  fruits,  fish,  nuts,  con- 
diments, chocolate,  as  well  as  the  raw  or  lightly 
cooked  forms  of  the  permitted  foods.  This  basic 
diet  is  essential  to  reduce  or  negate  the  entrance 
of  any  native  proteins  into  the  blood  stream  via 
the  intestinal  wall.  Ascorbic  acid  is  prescribed 
to  satisfy  the  vitamin  C needs. 

A careful  historytmay  help  to  relate  the  onset 
of  the  eczema  to  the  ingestion  of  a new  food.  If 
the  food  is  one  in  which  the  mother  overindulged 
during  the  latter  months  of  pregnancy,  the  infant 
may  have  been  sensitized  in  utero.  Particular 
questioning  should  be  directed  to  excessive  indul- 
gence in  eggs,  and  egg-containing  foods,  milk, 
wheat,  fish,  nuts,  candies,  fruit  and  vegetables. 
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Sensitization  to  foods  may  also  take  place  via 
the  breast  milk.  Occasional  feedings  of  raw 
milk  during  the  neonatal  period,  raw  foods  taken 
during  convalescence  from  disease,  overfeeding, 
the  too  early  introduction  of  solid  foods,  excessive 
indulgence  in  seasonal  or  bizarre  foods,  may  all 
help  to  explain  sensitization.  Questions  along 
these  lines  may  point  to  the  incriminating  food. 
Environment. — Animals  should  be  removed. 

All  dust  producing  articles  should  be  eliminated 
as  far  as  possible,  including  stuffed  toys.  All 
pillows  and  mattresses  that  are  retained  should 
be  covered  with  some  impervious  material,  e.g., 
down-proof  Egyptian  cotton.  The  rubberized 
materials  available  on  the  market  have  a tend- 
ency to  produce  sweating,  and  in  addition  are 
very  expensive.  Fuzzy  woolen  garments,  rough 
materials  in  general,  and  pure  silk  should  be 
eliminated.  Garments  should  be  made  of  soft 
cotton  materials. 

Medication. — Local  medication  must  be  aimed 
at  healing  the  damaged  skin  and  relieving  the 
itching.  The  following  are  a few  of  the  remedies 
I use,  but  ingenuity  must  be  exercised  in  the 
choice  and  application  in  the  individual  case: 

(A)  For  secondarily  infected  wet,  oozing 
skin  I have  found  a 2 to  4 per  cent  aequeous 
solution  of  gentian  violet  an  excellent  com- 
pound. It  should  be  used  freely  and  frequently 
and  can  be  aided  in  its  drying  affect  by  applying 
calamine  lotion  over  it.  Its  healing  properties 
are  good,  and  at  times  it  proves  the  most 
gratifying  compound. 

Calamine  lotion,  in  single  or  double  concen- 
tration, with  phenol  up  to  3 per  cent,  or  without 
it,  may  be  used  for  every  case  as  an  adjuvant, 
aiding  in  drying  the  wet  areas  and  in  the  relief 
of  itching. 

Lotio  alba  is  also  of  value  when  a thin  applica- 
tion is  desirable.  An  equal  mixture  of  lotio 
alba  and  calamine  lotion  makes  an  excellent 
preparation,  particularly  for  the  face  and  inter- 
trigenous  parts,  for  erythema  and  sudamina. 

Wet  dressings  advocated  by  many  derma- 
tologists are  not  of  as  much  value  in  infants  and 
children  as  in  adults.  They  may  lead  to  un- 
necessary chilling  of  the  body.  The  difficulty 
of  applying  them  must  also  be  considered. 

( B ) Ointments  are  useful  for  the  healing  of 
the  irritated  and  dry  crusted  forms  of  eczema. 
For  the  most  part,  it  is  not  necessary  to  use 
proprietary  ointments.  With  a little  applica- 
tion of  thought  the  physician  can  devise  appro- 
priate medication  for  the  particular  dermatitis. 
If  one  consults  the  United  States  Dispensatory, 
he  will  find  practically  every  ointment  in  com- 
mon use  and  by  a proper  utilization  of  this 
information  ointments  can  be  created  to  fit  the 
needs  of  the  individual  patient. 


For  example,  phenol  (1  to  3 per  cent),  valued 
because  it  allays  itching,  and  crude  tar  (1  to  3 
per  cent),  for  its  healing  properties,  are  im- 
portant ingredients  in  most  ointments  devised 
for  the  treatment  of  eczema. 

The  basic  ointments  are  zinc  oxide  (Ung. 
Zinc.  Oxid.)  and  rose  water  (Ung.  Aq.  Ros.). 
Now,  if  one  wishes  to  add  a softening  agent, 
one  can  use  white  ointment  (Ung.  Alb.)  which 
contains  lanolin,  or  one  can  use  Aquaphor. 
Ointment  of  coal  tar  (Ung.  Pic.  Carbon.)  or 
compound  ointment  of  tar  (Ung.  Pic.  Co.)  may 
also  be  prescribed. 

If  the  skin  is  impetiginous,  or  infected,  am- 
moniated  mercury  ointment  (Ung.  Hydrarg. 
Ammon.)  should  be  prescribed. 

If  the  skin  appears  to  be  trichophytotic,  or 
infected,  one  can  prescribe  Whitfield’s  oint- 
ment, ointment  of  benzoic  and  salicylic  acid 
(Ung.  Acid.  Benz,  et  Salicyl.). 

If  one  is  dealing  with  a scabetic  or  other 
parasitic  involvement,  sulfur  ointment  (Ung. 
Sulfur.)  is  indicated. 

Another  excellent  preparation  is  ichthyol 
ointment  (Ung.  Ichtham.) 

Instead  of  commercial  cold  cream,  one  can  use 
rose  water  ointment  (Ung.  Aq.  Ros.)  which  has  a 
cooling  effect. 

Vanishing  cream,  which  contains  sodium  stea- 
rate, is  excellent  because  it  is  greaseless,  and  it  is 
gaining  in  popularity  as  a base  for  compounding 
various  ointments. 

Because  of  the  toxicity  of  boric  acid  it  is  best 
not  to  use  boric  acid  wet  dressings  or  boric  acid 
ointment  for  young  infants. 

Various  combinations  of  these  standard  phar- 
macopoeial  ointments  may  be  prescribed  to  fit 
the  needs  of  the  particular  child’s  skin.  The 
pharmacist  has  little  difficulty  in  compounding 
them,  and  the  obvious  advantage  is  the  small 
dosage  of  the  individual  ingredients  when  pre- 
scribed in  such  varied  combinations. 

If  large  areas  are  to  be  covered,  it  may  be 
advisable  to  prescribe  the  basic  ointments  in- 
dividually— that  is  ichthyol  ointment,  zinc  oxide 
ointment,  sulfur  ointment,  etc.,  as  such — and  the 
nurse  or  parent  can  experiment  with  them  in 
equal  or  varying  proportions  (mixing  with  the  aid 
of  a tongue  depressor)  to  discover  what  combina- 
tion is  most  healing. 

These  suggestions  will  take  care  of  the  majority 
of  skin  lesions. 

While  the  child  is  being  treated  with  ointments, 
the  body  should  be  completely  covered.  At 
times  complete  restraint  may  be  essential,  the 
hands  and  legs  being  secured  to  the  crib  slats.  In 
my  experience  I have  not  found  that  bathing  with 
a bland  soap  and  water  is  contraindicated.  A 
soapless  agent,  such  as  Acidolate,  may  be  of 
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value.  The  removal  of  dried  crusts  is  often 
admirably  affected  by  the  free  use  of  hydrogen 
peroxide  and  sterile  cotton. 

Sedatives  of  greatest  value  are  phenobarbital  in 
small  doses,  e.g.,  '/4  grain,  and  acetyl  salicylic 
acid  in  3 to  5 grain  doses.  A combination  of  both 
is  often  most  effective. 

If  the  child  has  a real  retardation  in  bone  age, 
as  determined  by  x-ray  of  the  wrists,  the  adminis- 
tration of  thyroid  in  judicious  quantity  is  indi- 
cated. 

Unsaturated  fatty  acids,  found  particularly  in 
lard,  soybean  and  linseed  oils,  have  been  advo- 
cated by  some  workers.  Whether  these  are 
proved  meritorious  agents  or  not,  no  harm  can 
come  from  their  addition  to  the  diet,  and  some 
good  may  accrue.  They  should  be  used  in  con- 
junction with  the  allergenically  denatured  diet. 

Under  no  circumstance  should  an  eczema  case 
be  vaccinated  against  smallpox,  because  a serious 
or  fatal  consequence  may  result. 

The  question  about  antibiotics  will  undoubt- 
edly be  raised.  It  is  hazardous  to  use  sulfona- 
mides, penicillin,  streptomycin,  and  tyrothricin 
ointments  for  the  reason  that  in  infantile  eczema, 
absorption  may  result  in  sensitization.  In- 
numerable cases  have  already  been  reported  of 
marked  skin  sensitization,  resulting  from  the  use 
of  one  or  other  of  these  substances,  with  serious 
and  at  times  a dangerous  outcome.  However, 
in  a severe  case  of  secondary  infection  these  anti- 
biotics should  be  used  as  they  are  in  all  severe 
infections,  and  they  should  be  used  intensively. 
They  should  be  given  preferably  by  mouth  or  in- 
jection. This  does  not  condone  the  general 
promiscuous  use  so  prevalent  today.  Adminis- 
tration in  the  absence  of  infection  should  be 
frowned  upon. 

The  so-called  antihistamine  drugs,  benadryl, 


pyribenzamine,  and  so  on,  while  they  do  allay 
itching  to  some  extent,  do  not  control  the  itching 
of  a severe  case.  They  should  be  used  circum- 
spectly if  they  are  employed  and  prescribed  to  be 
taken  at  night  because  of  the  marked  effect  of 
drowsiness  which  they  produce  in  some  cases,  or 
of  cerebral  stimulation  in  other  instances.  As  an 
adjuvant  they  are  permissible.  They  do  not  in 
any  sense  correct  the  eczema. 

Conclusions 

1.  Infantile  or  childhood  eczemas,  as  defined 
herein,  whether  they  are  initiated  by  intrinsic  or 
extrinsic  factors,  are  viewed  as  an  allergic  derma- 
titis. 

2.  Of  all  the  allergic  syndromes,  the  age  of 
onset  is  earliest  for  infantile  eczema. 

3.  Eczema  may  be  self-limited  and  clear 
spontaneously  without  any  residual  sensitivity. 

4.  Many  allergic  dermatidities,  however,  are 
the  forerunners  of  other  manifestations  of  allergy. 

5.  Persistent  cases  should  be  studied  thor- 
oughly from  an  allergic  standpoint  and  specific 
anti-allergic  preventive  measures  instituted. 

6.  The  early  eczema  is  often  a pediatric  prob- 
lem and  the  salient  features  of  its  management 
are  detailed. 

7.  In  the  management  of  eczema  the  best  re- 
sults are  obtained  if  the  case  is  viewed  from  the 
standpoint  of  diet,  environment,  psychosomatic 
and  constitutional  phases  in  conjunction  with 
local  dermal  therapy. 

8.  The  use  of  local  antibiotic  therapy  is  not 
approved  as  a routine  measure. 

9.  The  antihistamine  drugs  are  palliative  and 
do  not  correct  the  underlying  pathology  of  allergic 
dermatitis. 
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Fellowships  leading  to  a master’s  degree  in  public 
health  are  again  being  offered  to  any  qualified  United 
States  citizen  between  the  ages  of  22  and  40,  accord- 
ing to  a statement  released  January  16  by  the  United 
States  Public  Health  Service,  Federal  Security 
Agency.  Funds  are  available  through  a grant  from 
the  National  Foundation  for  Infantile  Paralysis. 

Candidates  must  hold  a bachelor’s  degree  from  a 
recognized  college  or  university  at  the  time  the  appli- 
cation is  filed,  and  must  be  able  to  meet  the  entrance 


requirements  of  the  accredited  school  of  public 
health  of  their  choice.  Proof  of  acceptance  at  such 
a school  must  be  furnished  before  applications  are 
submitted  to  the  Fellowship  Awards  Committee  for 
consideration. 

In  addition  to  the  bachelor’s  degree,  courses  in  the 
biological  sciences,  sociology,  and  education  are  re- 
quired. Training  in  public  speaking,  journalism, 
psychology,  and  work  in  public  health  or  a related 
field  is  considered  desirable. 


AN  IMPROVED  DEVICE  FOR  EXTENSIVE  ECG  EXPLORATION  OF  THE 
CHEST 

H.  R.  Miller,  M.D.,  New  York  City 

( From  the  Medical  Service  of  the  Montefiore  Hospital,  New  York  City) 


THE  use  of  multiple  precordial  leads  is  well 
established.  The  number  of  placements  is 
limited,  as  a rule,  to  6;  the  electrodes  (Vi  to  V6) 
are  affixed  to  the  anterior  chest  wall  at  the  level 
of  the  fourth  intercostal  space  and  extend  to  the 
left  midaxillary  line.1  A switchbox  has  been 
utilized  to  facilitate  taking  these  leads.2  Groedel 
explored  the  entire  chest;3-5  Kisch  and  Richman 
employed  6 to  8 electrodes  on  each  side  of  the 
chest  and  a central  electrode  over  the  midster- 
num.6 The  value  of  placing  electrodes  high  in 
the  left  axillary  territory  when  lateral  wall  in- 
farction is  suspected  was  stressed  by  Wilson  and 
his  coworkers.7  Complete  systematic  ECG 
examination  of  the  entire  chest  topography  was 
still,  however,  an  uncommon  practice,  chiefly  be- 
cause of  technical  difficulties.  The  following  de- 
vice and  procedure  were  developed  to  overcome 
these  difficulties. 

1.  A rubber  harness  is  constructed  of  4 
horizontal  rubber  belts  (2.5  X 100  X 0.2  cm.) 
fastened  by  metal  collar  buttons  to  several 
vertical  rubber  strips  (2.5  X 15  X 0.2  cm.).  The 
horizontal  belts  are  held  1.5  cm.  and  the  vertical 
strips  8 cm.  apart.  All  rubber  parts  have  per- 
forations 2 mm.  in  diameter  and  9 mm.  apart. 
A small  metal  hook  is  attached  to  one  end  of  each 
horizontal  belt.  Shoulder  straps  of  the  same 
rubber  strips  may  be  employed. 

2.  Electrodes  are  made  of  brass  with  a flat 
disk  2 X 0.1  cm.  and  a shaft  2 to  2.5  X 0.6  cm. 

3.  Sponge  rubber  is  trimmed  to  segments 
2 X 1.5  X 1.5  cm. 

4.  A switchbox,  or  several  if  required,  20  X 
30  X 35  cm.,  has  selector  switches  with  dials  on 
the  upper  panel,  rows  of  sockets  in  the  front 
panel  for  80  chest  leads,  and  1 or  2 sockets  for 
wires  to  the  ECG  machine. 

5.  Connections  are  of  insulated  multiple 
strand  copper  wire,  approximately  12  gage.  Each 
wire  is  120  cm.  long  with  a banana  plug  soldered 
to  one  end  and  a small  Mueller  bulldog  grasping 
clamp  at  the  other  end. 

The  apparatus  is  assembled  by  inserting  20 
electrodes  in  each  of  the  4 horizontal  belts. 
Around  each  circular  chest  level,  the  designated 
electrodes  are  placed  as  follows:  #1  lies  over  the 
midsternum;  #6  over  the  left  midaxillary  line; 
ft  11  over  the  spine,  #16  over  the  right  mid- 
axillary line.  Interposed  between  #1  and  #6,  #6 
and  ftl],.  ftl  1 and  #16,  #16  and  #1  are  4 equidis- 


tantly  spaced  electrodes.  Irregularities  of  chest 
contour  are  filled  in  at  all  levels  by  affixing  a seg- 
ment of  sponge  rubber  to  the  shafts  of  electrodes 
#20,  #1,  #2,  in  contact,  respectively,  with  right 
sternal  border,  midsternum,  and  left  sternal 
border,  and  electrodes  #12,  #11,  and  #10,  in  con- 
tact, respectively,  with  right  paravertebral,  verte- 
bral, and  left  paravertebral  areas.  The  shafts  of 
these  electrodes  are  pushed  through  perforations 
in  the  belts,  the  sponge  rubber  filling  the  space 
between  electrode  disk  and  rubber  belt.  The 
banana  plugs,  suitably  numbered,  are  inserted 
into  the  correspondingly  numbered  sockets  of  the 
switchbox. 

Procedure 

The  patient  is  seated  on  a round  stool  and  the 
harness,  mounted  with  80  electrodes,  secured 
around  the  chest.  The  metal  hook  of  each 
horizontal  rubber  belt  is  fastened  to  a perforation 
in  the  same  belt  at  a point  close  to  the  right 
midaxillary  line.  The  electrode,  sixth  in  series 
from  the  metal  hook,  lies  over  the  midsternum 
and  is  designated  #1;  the  successive  electrodes 
are  numbered  2 to  20  in  rotation.  Electrode 
paste  is  delivered  by  a 10  cc.  glass  syringe  to  the 
undersurface  of  each  electrode.  The  Mueller 
clamp  of  each  numbered  wire  is  attached  to  the 
shaft  of  a correspondingly  numbered  electrode. 
The  ECG  machine  is  adjusted  to  standard  lead  3. 
The  cable  of  the  left  leg  electrode  is  connected  to 
the  switchbox,  and  the  cable  of  the  left  arm  elec- 
trode to  the  left  leg.  A record  of  2 to  3 heartbeats 
is  taken  in  rapid  succession  with  each  electrode. 
The  instomatic  device  of  the  standard  ECG 
machine  will  enable  the  operator  to  secure  80  j 
records  in  ten  to  fifteen  minutes,  covering  4 l 
circumferential  levels  of  the  chest,  thus  providing 
a consecutive  ECG  record  of  the  entire  spherical 
cardiac  surface.  A fifth  series  of  electrodes  may 
be  applied  at  the  ensiform  level. 

About  100  cases  were  studied  with  this  pro- 
cedure. Fifty  patients  whose  ages  ranged  from  ; 
sixteen  to  sixty-two  were  normal;  the  rest  were 
patients  with  hypertensive  cardiovascular  disease, 
rheumatic  heart  disease,  and  myocardial  disease 
associated  with  arteriosclerotic  changes. 

Results 

All  the  complexes  in  the  normal  subjects  with 
vertical  hearts,  showing  right  axis  deviation,  were 
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Fig.  1.  Rear  view  of  rubber  harness  with  electrodes  in  place  and  connected  to  2 selector  switchboxes,  each 
accommodating  40  connections  (a  single  switchbox  for  80  connections  may  be  employed  instead). 
Upper  right:  a single  electrode  with  and  without  segment  of  rubber  sponge. 

Upper  left:  ' side  view  of  harness,  showing  metal  hooks. 


apt  to  be  inverted  in  all  or  most  placements  at 
circumferential  level  1 and  often  at  level  2 as  well. 
! The  records  resembled  those  taken  with  VR  or 
esophageal  leads.  In  advanced  mitral  disease 
with  right  axis  deviation  the  ECG  picture  was 
practically  identical  at  levels  1 and  2,  but  at 
levels  3 and  4 the  full  inscription  of  the  left 
ventricle  made  its  first  appearance  as  late  as 
placement  8 or  10  or  not  at  all.  The  record  was 
j dominated  by  QS,  R appearing,  if  at  all,  at  the 
right  axilla  and  right  chest. 

Normal  subjects,  many  of  whom  had  semi- 
transverse  or  horizontal  hearts,  and  most  subjects 
| with  right  axis  deviation  disclosed  the  following 
T pattern  at  levels  3 and  4:  T was  upright,  but 
the  voltage  steadily  declined  from  about  place- 
ments 1 to  10;  then  T became  negative,  the 
voltage  steadily  rising  from  placements  1 1 to  20. 


This  was  observed  with  CF  but  not  with  CR 
leads. 

In  contrast,  all  4 circumferential  levels  in  left 
axis  deviation  with  left  ventricular  hypertrophy 
associated  with  -hypertension  disclosed  an  oppo- 
site picture:  T was  negative  in  placements  1 to 
10,  approximately,  and  became  upright  from  11  to 
20.  This  was  observed  not  only  with  CF  but 
with  CR,  CL,  and  CW  leads.  Hypertensive 
cases,  unaccompanied  by  left  ventricular  hyper- 
trophy, showed  the  T pattern  observed  in  the 
normal  group. 

Discussion 

Records  taken  from  right  to  left  on  the  anterior 
chest  often  reveal  a small  R which  enlarges  across 
the  transition  zone,  i.e.,  the  area  in  which  the 
potentials  of  both  ventricles  are  mixed.  As  the 
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left  side  of  the  chest  is  approached,  a full  R is 
likely  to  appear;  this  is  the  insigne  of  the  left 
ventricle.  Sometimes  the  R remains  small  or 
absent  over  the  right  side  of  the  chest  and  across 
the  transition  zone  as  well,  the  left  ventricle 
appearing  suddenly,  well  on  the  left  side.  Con- 
tinuing around  the  back,  the  R wave  of  the  left 
ventricle  steadily  dwindles  and  Q or  QS  may 
dominate  the  picture. 

It  might  be  argued  that  since  the  R produced 
by  the  right  ventricle  is  small  in  most  cases,  it 
follows  that  the  mass  of  the  right  ventricle  does 
not  develop  enough  electromotive  force  to  cause  a 
good-sized  R.  The  right  ventricle,  however, 
should  be  expected  to  produce  an  effective  R,  be- 
cause, although  the  thickness  of  the  chamber 
seldom  surpasses  that  of  the  left  ventricle,  it  is, 
nevertheless,  fairly  thick.  As  a matter  of  fact, 
the  R is  of  good  size  in  about  25  to  30  per  cent  of 
cases  in  which  the  right  ventricle  is  normal  or 
hypertrophied.  It  is  also  of  good  size  in  right 
bundle  branch  block  where  the  impulse,  arriving 
at  the  unblocked  left  ventricle,  touches  off  this 
chamber;  the  impulse  then  reaches  the  right 
ventricle  from  which  a very  effective  R wave 
arises,  since  this  chamber  remained  unaffected  by 
the  potentials  of  the  left  ventricle. 

The  R wave  obtained  in  the  cavity  of  the  right 
ventricle,  on  the  other  hand,  is  often  small.8 
We  may,  therefore,  infer  that  the  R wave  is  al- 
ready small  before  the  right  ventricular  mass  gets 


into  action  and  that  the  smallness  of  this  wave 
is  not  a reflection  of  a small  amount  of  electro- 
motive force  developed  by  the  ventricular  mass. 
The  wave  is  small  because  its  excursion  is  cut 
short  by  the  powerful  potential  of  the  left  ven- 
tricle. The  negative  deflection  (QS  complex), 
often  observed  in  such  circumstances,  is  due  to  the 
potential  of  the  left  ventricle  travelling  away 
from  the  precordial  electrode. 

Conclusion 

1 . A simplified,  efficient  device  and  technic  have 
been  developed  for  securing  80  or  more  chest  lead 
records. 

2.  ECG  findings  obtained  by  this  method 
have  been  briefly  discussed. 
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PLAN  PROGRAM  FOR  LEPROSY  RESEARCH 

The  Advisory  Medical  Board  of  the  Leonard 
Wood  Memorial  and  a group  of  consulting  chemo- 
therapists,  nominated  by  the  chairman  of  the  medi- 
cal division  of  the  National  Research  Council,  re- 
cently met  in  New  York  City,  for  the  purpose  of 
planning  a program  for  extensive  research  to  find 
improved  drugs  or  methods  for  treating  leprosy. 

This  meeting  was  probably  the  first  at  which  a 
large  group  of  distinguished  scientists,  most  of  whom 
were  not  leprologists,  has  met  to  consider  this  health 
problem  from  the  strictly  scientific  viewpoint. 


There  was  general  approval  of  two  plans.  One  is 
to  establish  a cooperative  scheme  with  selected 
workers  in  various  countries,  under  a central  coor- 
dinating committee,  whereby  the  new  drugs  now  in 
use  may  be  evaluated  scientifically,  by  uniform 
methods  of  procedure  and  recording.  Another  is  to 
establish,  in  connection  with  some  suitable  leprosy 
institution,  a testing  unit  with  special  personnel  to 
make  preliminary  tests  of  new  drugs  which  appear  to 
be  of  promise,  but  which  have  not  yet  been  used  in 
the  treatment  of  leprosy. 


HIATUS  HERNIA  CONFUSED  WITH  CORONARY  THROMBOSIS 


George  C.  Linn,  M.D.,  F.A.C.P.,  New  York 

( From  the  Morrisania  Hospital ) 

THERE  are  many  patients  whose  chief  com- 
plaint is  pain  in  the  left  chest.  The  cause  is 
often  considered  to  be  coronary  insufficiency  with 
myocardial  damage.  If  an  electrocardiogram  is 
done  and  evidence  of  myocardial  damage  is 
found,  the  patient  is  condemned  as  a cardiac 
case,  and  no  further  search  for  the  cause  of  pain  is 
made.  At  times  the  diagnosis  of  coronary  throm- 
bosis is  adhered  to,  despite  the  lack  of  confirming 
evidence.  Because  of  the  serious  prognostic  im- 
plication in  the  diagnosis  of  angina  pectoris  or 
coronary  thrombosis,  it  is  essential  to  emphasize 
one  of  the  sources  of  diagnostic  errors,  namely, 
hiatus  or  diaphragmatic  hernia.  It  has  often 
been  demonstrated  that  gastrointestinal  disease 
may  simulate  cardiac  ailments.  Wakefield,  in 
discussing  gallbladder  disease  as  related  to 
cardiac  disease,  mentions  a sixty-year-old  white 
woman,  who  gave  a perfect  history  of  acute 
coronary  thrombosis,  but  because  of  the  lack  of 
confirmatory  evidence,  gallbladder  and  gastro- 
intestinal x-ray  series  were  d»ne  and  revealed  an 
esophageal  hiatus  hernia.1  One  must  remember, 
however,  that  hiatus  hernia  and  coronary  occlu- 
sion may  coexist.  Widmer  states  that  hernia  of 
the  abdominal  contents  into  the  thorax  may 
take  place  through  any  natural  opening  in  the 
diaphragm  which  has  weakened  or  dilated.4  He 
further  states  that  sixty  per  cent  of  these  are 
through  the  esophageal  opening. 

There  is  a definite  anatomic  and  physiologic 
relationship  between  the  cardiovascular  and 
gastrointestinal  systems.  Both  are  innervated  by 
the  sympathetic  and  parasympathetic  nervous 
systems  and  are  subject  to  reflexes  in  either  of 
these  systems.  According  to  Head’s  work,  pain 
from  the  heart  is  referred  to  the  third  and  fifth 
cervical  segments,  and  the  seventh  and  eighth 
dorsal  segments,  predominantly  on  the  left  side 
but  sometimes  bilaterally.3  Pain  from  the 
stomach  is  referred  to  the  seventh,  eighth,  and 
ninth  dorsal  segments,  bilaterally.  This  explains 
why  pain,  from  either  stomach  or  heart,  may  be 
referred  to  the  substernal  and  epigastric  areas, 
and  to  the  neck  and  left  clavicular  regions.  Pain 
due  to  disturbance  in  the  diaphragm,  heart, 
esophagus,  and  stomach,  is  carried  over  the 
visceral  afferent  nerves,  and  results  in  so-called 
viscerocutaneous,  or  referred,  pain.  The  seg- 
ments involved  are  the  ones  described  above. 
However,  the  stimuli  may  be  spread  to  several 
levels  above  and  below  the  original  levels  of 
stimulation. 
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The  painful  stimuli  in  hiatus  hernia  may  be  due 
to  irritation  of  the  hernia  wall  itself  or  to  that  of 
the  marginal  portion  of  the  hiatus  in  the  dia- 
phragm. There  may  even  be  some  painful 
stimuli  referred  from  the  terminal  end  of  the 
esophagus.  Not  only  may  irritation  of  these 
three  areas  cause  pain,  but  they  may  also  cause 
various  arrhythmias.  If  the  work  of  such  ob- 
servers as  Gilbert,  Fenn,  LeRoy,  and  Green  is  to 
be  accepted,  irritation  or  distention  of  the  areas 
mentioned  may  even  cause  a reflex  vasoconstric- 
tion of  the  coronary  arteries.7  This  is  supposed  to 
occur  as  a result  of  a reflex,  set  up  by  the  stimula- 
tion of  the  vagus  nerves  in  the  stomach  and 
esophagus. 

Many  patients  with  diaphragmatic  hernias 
frequently  go  through  life  without  being  aware 
that  anything  is  amiss.  Symptoms  occur  when  a 
restricted  portion  of  the  stomach  or  other 
abdominal  viscera  are  caught  in  one  of  the  small 
openings  in  the  diaphragm.  The  symptoms  are 
more  often  related  to  the  gastrointestinal  tract 
with  acute  pain,  vomiting,  or  dysphagia.  Occa- 
sionally, the  symptoms  are  referred  to  the  cardiac 
region  and  are  difficult  to  explain,  unless  the  real 
cause  is  found.  Physical  signs  are  rarely  present, 
unless  the  part  of  the  viscus  herniated  is  large  and 
contains  air  or  fluid.  Most  frequently,  the  diag- 
nosis is  made  on  suspicion  and  confirmed  by  x-ray 
study.  This  is  particularly  true  in  a patient  with 
cardiac  pain  but  in  whom  there  is  no  confirmatory 
evidence  of  myocardial  disease,  such  as  lack  of 
progressive  changes  in  serial  electrocardiograms, 
elevated  sedimentation  rate,  leukocytosis,  or 
temperature  rise. 

The  patient’s  story  may  be  typical  of  an  acute 
coronary  thrombosis,  including  severe  pain  in  the 
left  chest,  sensation  of  choking  and  pressure,  and 
.even  radiation  of  pain  to  the  left  neck  and  shoul- 
der areas.  In  addition  to  the  above  symptoms, 
the  patient  complains  of  a good  deal  of  eructation 
and  does  not  have  the  feeling  of  impending  death. 
Until  the  diagnosis  of  hiatus  hernia  is  established, 
the  patients  are  treated  as  a case  of  coronary 
thrombosis.  However,  efforts  to  keep  patients 
quiet  and  at  bed  rest  are  in  vain.  They  claim  that 
they  are  more  comfortable  in  an  erect  position. 
Ingestion  of  food  makes  them  more  uncomfortable 
if  they  eat  or  rest  while  in  a horizontal  or  semi- 
horizontal position.  Being  up  and  around  after  a 
meal  gives  them  more  comfort,  particularly  if 
they  are  able  to  belch.  Within  a short  period  of 
time,  I had  the  opportunity  of  seeing  three 
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patients  whose  chief  complaints  were  related  to 
the  chest  and  who  were  diagnosed  as  having 
myocardial  disease  due  to  coronary  occlusion. 

Case  Reports 

Case  1. — H.  O.,  a forty-nine-year-old  white  man, 
was  an  electrical  contractor.  On  January  8,  1945, 
while  installing  some  x-ray  equipment,  he  was 
seized  with  an  attack  of  pain,  in  the  substernal  area, 
which  radiated  to  the  neck  and  both  arms.  He  also 
complained  of  choking  sensation  and  palpitation. 
Associated  with  this  there  was  a good  deal  of  eructa- 
tion. Blood  pressure  at  this  time  was  supposed  to 
have  been  100/70.  An  electrocardiogram  revealed 
minimal  changes,  suggestive  of  myocardial  damage 
(Fig.  1).  The  patient  was  told  that  he  probably  had 
a coronary  thrombosis  and  was  advised  to  go  to  bed. 
On  January  28,  the  electrocardiogram  was  repeated, 
and  it  was  thought  to  show  some  prolongation  of  the 
QRS  in  L2.  However,  close  study  showed  this  to  be 
well  within  the  normal  range. 

On  February  27,  1945,  I saw  the  patient  for  the 
first  time.  With  the  previous  history  in  mind,  I 
accepted  the  diagnosis  of  coronary  thrombosis  and 
repeated  the  electrocardiogram  which  showed  no 
further  changes  except  for  a few  extrasystoles. 
Sedimentation  rate  was  9 mm.  in  one  hour.  White 
blood  count  was  7,900  with  polymorphonuclears  68 
per  cent,  lymphocytes  30  per  cent,  eosinophils  1 
per  cent,  and  monocytes  1 per  cent.  Blood  pressure 
was  138/80.  I ordered  the  patient  to  bed,  and  the 
usual  cardiac  regime  was  instituted.  This  consisted 
of  a bland,  low  gas-forming  diet,  and  medication  con- 
taining papavarine  hydrochloride,  atropine  sulfate, 
phenobarbital,  and  aminophyllin.  The  patient 
seemed  to  improve  somewhat. 

On  April  9,  1945,  the  patient  again  complained  of 
severe  epigastric  and  substernal  pain  radiating  to 
the  neck  and  arms,  choking,  and  palpitation.  Blood 
pressure  was  130/78.  An  electrocardiogram  re- 
peated at  this  time  showed  no  change.  Sedimenta- 
tion rate  was  again  9 mm.  in  one  hour.  The 
patient  was  still  treated  as  a possible  case  of  coron- 
ary thrombosis,  despite  the  fact  that  during  all  this 
time  there  was  no  temperature  rise,  and  the  blood 
pressure  varied  from  138/78  to  146/92.  The  out- 
standing complaint  between  attacks  of  pain  was 
eructation,  and  the  patient  claimed  that  he  felt 
better  in  an  upright  position,  having  at  times  gotten 
out  of  the  bed  against  orders,  because  he  felt  better 
when  up  and  around.  An  electrocardiograph  on 
May  5,  1945,  still  failed  to  show  any  evidence  of 
progressive  myocardial  changes.  At  this  time,  I felt 
that  another  cause  for  his  complaints  should  be 
sought  and  advised  gallbladder  and  gastrointestinal 
studies  with  the  possibility  of  hiatus  hernia  in  mind. 
The  gallbladder  series  was  negative,  and  the  gastro- 
intestinal series  was  reported  as  negative,  except  for 
a redundant  large  bowel.  The  patient  was  con- 
tinued on  a bland,  low  gas-forming  diet  with  anti- 
spasmotics  (bellandonal),  but  he  still  complained  of 
vague  epigastric  pain  and  belching.  On  May  21, 
1945,  the  gastrointestinal  series  was  repeated  and 
this  time  revealed  a hiatus  hernia  (Fig.  1).  Since 


Fig.  1. 


then,  this  patient  has  been  reassured  that  there  is  no 
evidence  of  coronary  thrombosis  and  has  been  kept 
on  similar  diet  and  medication.  He  has  been  in- 
structed not  to  eat  large  meals,  nor  drink  fluids  with 
his  meals.  When  he  adheres  to  this  regime,  he  feels 
comfortable,  and  there  are  no  further  episodes  of 
severe  substernal  pain. 

Case  2. — A physician,  H.  L.,  in  1937,  at  the1 
age  of  thirty,  while  serving  his  residency,  experi- 
enced a severe  attack  of  epigastric  and  substernal 
pain,  with  a desire  to  belch  but  could  not.  Neither 
alkali  nor  food  gave  relief.  The  patient  passed  a 
stomach  tube  himself,  which  resulted  in  expulsion  of 
gas  and  fluid  material  and  gave  him  complete  relief  - 
for  one  year.  In  1938,  he  began  to  have  attacks  of 
precordial  pain,  related  to  walking  and  radiating 
down  to  the  biceps  areas  of  both  arms.  These  were 
typical  of  attacks  of  angina  pectoris,  and,  if  they! 
occurred  with  activity,  they  were  relieved  by  rest.) 
Emotional  excitement  also  caused  these  attacks.  In  : 
addition,  he  noticed  that  there  was  a good  deal  of 
eructation  and  that  he  felt  better  when  he  was  up 
and  around  than  when  lying  down.  These  attacks  1 
subsided  completely  without  any  definite  therapy  ) 

He  was  well  until  1941,  when,  while  driving  his  I 
car,  he  developed  in  his  left  chest  a very  severe  con- 
stricting pain  which  radiated  to  both  arms.  Asso- 
ciated with  this  was  a marked  desire  to  belch.  He 
was  sure  that  he  had  an  attack  of  coronary  occlusion 
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but  noted  that  there  was  no  feeling  of  impending 
death.  He  drove  home  and  was  given  morphine 
sulfate,  y4  grain,  which  relieved  him  completely. 
An  electrocardiogram  taken  in  the  sitting  position 
was  negative.  This  was  repeated  the  next  day  and 
showed  in  inverted  Ti.  It  was  thought  that  he  had 
had  an  acute  coronary  thrombosis  and  he  was  kept  in 
bed  for  six  weeks,  despite  the  fact  that  he  felt  well, 
showed  no  drop  in  blood  pressure,  no  temperature 
rise,  a normal  sedimentation  rate,  and  normal  white 
blood  count.  At  the  end  of  six  weeks,  the  only 
change  in  the  electrocardiogram  was  reversion  of  the 
Ti  wave  to  upright.  During  his  six  weeks  in  bed,  he 
was  greatly  troubled  by  the  feeling  of  distention 
and  eructation.  At  the  end  of  the  six-week  period, 
he  felt  so  well  that  he  resumed  full  physical  activities, 
returning  to  a full  and  active  medical  practice. 

He  remained  well  until  August,  1944,  when  he 
again  began  having  similar  attacks  of  angina 
pectoris.  Associated  with  his  chest  pains,  there  was 
marked  belching,  and  the  feeling  of  abdominal  dis- 
tention. Because  of  his  previous  episodes,  another 
cause  for  his  symptoms  was  sought.  Gallbladder 
series  was  negative.  An  electrocardiogram  (Fig.  2) 
done  in  August,  1944,  in  the  upright  position  showed 
flat  T in  L-l,  low  voltage  of  the  QS  complex  in  L-2, 
and  an  inverted  QRS  and  T in  L-4.  There  was  also 
an  apparent  left  axis  deviation  and  strain.  Sedi- 
mentation rate  was  11  mm.  in  one  hour.  White 
blood  count  was  7,900,  with  a normal  differential. 
These  remained  the  same  from  then  until  the 
present.  At  no  time  was  there  a rise  in  temperature. 
X-rays  of  his  chest  showed  that  the  left  dome  of  his 
diaphragm  was  as  high  as  the  right,  causing  an 
apparent  enlargement  in  the  transverse  diameter  of 
his  heart.  Serial  electrocardiograms  showed  no 
a0  further  changes,  except  that  the  ones  taken  in  the 
, horizontal  positions  showed  an  inverted  Tj  (Fig.  2), 
jj.  while  those  taken  in  a sitting  position  showed  a low 
•ith  to  isoelectric  Tt. 

k1j  At  this  time,  it  was  felt  that  the  patient  did  not 
; 0f  have  a coronary  occlusion  because  of  the  marked 
eructation  and  relief  in  the  upright  position.  A 
,1,5  hiatus  hernia  was  suspected  and  confirmed  by  gas- 
|ffj.  trointestinal  x-ray  studies  (Fig.  3). 
rnJ|  It  is  interesting  to  note  that  when  he  had  an 
Iter' 


Fig.  3. 

attack  of  severe  chest  pain,  there  was  distention  of 
the  upper  abdomen  and  protrusion  of  the  left  an- 
terior chest  wall.  There  was  loss  of  hair  over  this 
area,  which  may  have  been  caused  by  increased  pres- 
sure on  the  inner  surface  of  the  anterior  chest  wall, 
interfering  with  the  intercostal  vessels  and  nerves 
which  supply  the  nutrition  to  that  area.  The  elec- 
trographic changes  which  simulated  that  of  an- 
terior wall  damage  may  be  due  to  the  tamponade 
action  of  hernia,  causing  the  anterior  surface  of  the 
heart  to  press  against  the  -anterior  chest  wall  with 
actual  damage  to  the  myocardium  from  this  pres- 
sure. Or,  the  changes  may  be  due  to  torsion  and 
rotation  of  the  heart.  The  electrocardiographic 
changes  might  also  be  explained  by  the  vasocon- 
striction reflex,  via  the  vagus  nerve,  resulting  in 
coronary  ischemia,  as  previously  described. 

On  a regime  similar  to  that  of  the  first  patient, 
plus  changing  of  the  intestinal  flora  by  the  addition 
of  acidophilous  milk  and  milk  sugar  to  the  diet,  the 
patient  is  leading  an  unrestricted  professional  and 
social  life. 

Case  3. — Y.  F.,  a sixty-nine-year-old  white 
woman,  was  admitted  to  Morrisania  City  Hospital 
in  March,  1946,  because  of  rheumatoid  arthritis  and 
vague  abdominal  complaints.  While  in  the  ward, 
she  developed  an  attack  of  severe  constricting  pain  in 
the  left  chest,  radiating  to  the  neck  and  left  arm. 
Along  with  this  there  was  a great  deal  of  eructation, 
and  the  patient  stated  that  she  felt  better  in  an  up- 
right position. 

An  electrocardiogram  was  negative.  At  this  time 
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Fig.  4. 


the  case  was  diagnosed  as  coronary  occlusion.  How- 
ever, because  of  lack  of  confirmatory  electrocardio- 
graphic findings  and  a normal  sedimentation  rate, 
and  normal  white  blood  count,  gallbladder  and 
gastrointestinal  x-ray  studies  were  made  to  seek 
another  cause  for  her  chest  pain.  Gastrointestinal 
series  in  April,  1946,  revealed  a small  hiatus  hernia 
(Fig.  4). 

Summary 

Three  cases  of  hiatus  hernia,  which  were 
originally  diagnosed  as  coronary  thrombosis,  are 
presented  to  demonstrate  that  hiatus  hernia  may 
mimic  angina  pectoris  and  coronary  thrombosis. 
It  is  because  of  the  serious  prognostic  outlook  in 
the  diagnosis  of  coronary  thrombosis  or  angina 
pectoris,  that  the  true  cause  for  chest  pain  must 
be  ascertained.  The  diagnosis  of  hiatus  hernia 
can  be  confirmed  with  comparative  ease,  once  it  is 
suspected. 

An  attempt  is  made  to  explain  the  cause  of  pain 
in  hiatus  hernia  similar  to  that  of  coronary 
thrombosis  or  angina  pectoris.  The  pain  of 
hiatus  hernia  is  probably  initiated  over  the 


PUBLISH  NEW  MAGAZINE  FOR  DIABETICS 
On  December  12a  national  magazine  for  diabetics 
and  the  general  public  was  launched  by  the  Ameri- 
can Diabetes  Association,  which  is  publishing  the 
new  periodical,  called  A.D.A.  Forecast.  Its  publi- 
cation is  made  possible  chiefly  through  a three-year 
rant  by  an  interested  family  to  the  American  Dia- 
etes  Association. 


visceral  afferent  fibers  supplying  the  esophagus 
and  cardiac  portion  of  the  stomach,  or,  over  the 
sensory  afferent  fibers  from  the  diaphragm,  con- 
tained in  the  phrenic,  or  middle  or  lower  thoracic 
nerves,  and,  thus,  is  referred  to  the  same  seg- 
ments as  cardiac  pain.  Thus,  overdistention  or 
irritation  of  the  herniated  portion  of  the  stomach 
may  be  responsible  for  the  production  of  the 
anginal  or  coronary  type  of  pain. 

The  second  case  reported  is  of  special  interest, 
because  of  the  area  denuded  of  hair  and  the 
changes  in  the  electrocardiogram.  An  attempt  to 
explain  these  changes  has  been  made  in  the  dis- 
cussion of  the  case.  The  varying  Ti  may  be  ex- 
plained by  torsion  or  by  actual  myocardial  dam- 
age,  caused  by  tamponade  of  the  hernia  with 
pressure  myocarditis  or  by  the  vasoconstriction 
reflex.  Although  the  patient  did  not  act  as  a true 
coronary  thrombosis,  there  is  always  a possibility 
that  it  may  have  coexisted. 

When  surgery  is  contra-indicated  or  refused,  it 
may  be  worthwhile  to  attempt  to  allay  gastric 
distention  by  changing  the  intestinal  flora, 
thereby  decreasing  the  amount  of  fermentation. 

It  is  important  to  remember  that  the  angina- 
like pain  of  hiatus  hernia  is  more  apt  to  be  asso- 
ciated with  eating  than  with  effort.  The  patient 
usually  complains  of  a good  deal  of  eructation  and 
feels  better  when  he  is  up  and  around.  It  is  im- 
portant to  bear  in  mind  that  when  a patient  has 
symptoms  of  angina  pectoris  and  coronary 
thrombosis,  but  stresses  the  facts  just  mentioned 
and  fails  to  show  confirmatory  evidence  of 
coronary  disease,  other  causes  for  his  complaints 
must  be  sought;  among  these,  hiatus  hernia 
should  always  be  considered. 

2021  Grand  Concourse 

References 

1.  Wakefield,  Howard:  M.  Clin.  North  America  6: 

169  (Jan.)  1947.  , 

2.  Nelson’s  Looseleaf  Medicine,  New  York  City,  Thos. 
Nelson  and  Sons,  vol.  5,  1935,  p.  342. 

3.  Best  and  Taylor:  Physiological  Basis  of  Medicine, 

3rd  ed.,  vol.  p.  502. 

4.  Meakins:  Practice  of  Medicine,  3rd  ed.,  p.  161. 

5.  Clark,  William  Earl:  J.A.M.A.  128:  352  (June)  1945 

6.  White,  Paul:  Heart  Disease,  3rd  ed.,  vol.  3,  p.  556. 

7.  Gilbert,  Fenn,  and  LeRoy:  J.A.M.A.  115:  1462 

(Dec.)  1941. 

8.  Jones,  Chester  M.:  New  England  J.  Med.  224:509 
(March  20)  1941. 

9.  Reed,  W.  R. : New  England  J.  Med.  2>23:  50  (1940). 

10.  Bockus:  Gastro-enterology,  1:  160. 



A.D.A.  Forecast  will  contain  articles  by  authorities 
on  diabetes,  but  presented  in  language  suited  to  non- 
medical readers;  its  contests  will  also  include  infor- 
mation on  diet,  Inspirational  articles,  question  and 
answer  columns,  and  news  of  progress  in  the  control 
of  diabetes.  The  magazine  will  also  disseminate 
facts  on  prevention  of  diabetes. 


UVEITIS  OF  UNDETERMINED  ORIGIN,  WITH  CERTAIN  ETIOLOGIC 
CONSIDERATIONS* 

James  A.  Inciardi,  M.D.,  F.A.C.S.,  Brooklyn,  New  York 


I_T  ERE  WITH  is  reported  a case  of  uveitis  which 
'L  "*■  occurred  under  a somewhat  unusual  set  of  cir- 
. cumstances.  The  peculiar  background  not  only 
made  this  case  something  of  a medical  emergency, 
but  also  introduced  problems  regarding  etiology  and 
decision  as  to  therapeutic  approach. 

Case  Report 

IF.  G.,  a 37-year-old  white  man,  came  to  the  office 
on  May  9,  1946,  complaining  that  his  left  eye  had 
been  “inflamed  and  irritated’’  for  the  preceding  six 
months  and  that  more  recently  there  had  been  slight 
blurring  of  vision.  This  was  his  only  seeing  eye. 
The  right  eye  had  been  struck  by  a snowball  twenty- 

Ifive  years  before.  Vision  was  reduced  considerably 
in  this  injured  eye  after  the  accident,  but  five  years 
ago  it  had  “blacked  out”  altogether.  The  only 
other  past  history  of  possible  significance  is  the  fact 
I that  he  had  had  a severe  cold  ten  days  before  I first 
. saw  him. 

Examination. — Tension  was  25  mm.  (Schiotz)  in 
the  right  eye  and  13  mm.  in  the  left.  The  right,  or 
nonseeing,  eye  revealed  a 15-degree  divergence,  a 
mature,  cataractous,  subluxated  lens,  an  atrophic 
, iris,  and  light  perception  only,  with  poor  projection. 
In  the  left  eye  there  were  a moderate  number  of 
grayish-white,  small,  round,  posterior  corneal  de- 
posits, fairly  uniformly  distributed.  Slight  aqueous 
flare  was  present,  and  there  were  some  dust-like  de- 
posits on  the  anterior  lens  surface.  Moderate-sized 
opacities  floated  in  the  anterior  vitreous,  and  the 
fundus  showed  changes  of  high  myopia.  A weak 
20/40  was  obtainable  with  — 10.00  S — 2.50C  X 140. 

The  patient  was  admitted  to  the  Brooklyn  Eye 
and  Ear  Hospital  for  work-up  to  determine  etiology 
and  for  observation  and  treatment. 

Several  blood  counts,  urinalyses,  sedimentation 
tests,  and  blood  chemistries  were  normal.  General 
physical  examination,  urologic  survey,  chest  plate, 
and  dental  check,  including  x-rays,  revealed  no  ab- 
normality. Agglutination  tests  for  brucellosis, 
Mantoux  tests,  Kahn,  gonorrhea  complement  fixa- 
tion tests,  prostatic  smears,  and  stools  were  negative. 
Three  different  field  studies  of  the  left  eye  were 
within  normal  limits,  and  tonometric  testings 
throughout  the  month  of  hospitalization  were  the 
same  as  the  original  readings.  To  rule  out  sar- 
coidosis, radiologic  studies  of  the  hands  and  feet 
were  made  and  albumin-globulin  ratios  determined. 
These  were  normal.  There  was  3 plus  involvement  of 
the  left  antrum  and  a large  amount  of  fluid  pus  was 
expressed  from  the  left  tonsil. 

Because  of  the  history  of  injury  twenty-five  years 
previously,  further  deterioration  in  vision  five  years 
before  admission,  with  the  findings  of  dislocated 
cataractous  lens  and  an  almost  totally  blind  right 
eye,  the  problems  of  lens  protein  sensitivity  and 
sympathetic  ophthalmia,  though  possibly  far- 
fetched, were  also  considered.  The  bones  of  the 
orbit  were  radiographically  negative  and  no  opaque 
foreign  body  was  demonstrable.  Skin  tests  with 
lens  protein,  staphylococcus  toxin,  and  uveal  pig- 


*  Presented  before  the  Brooklyn  Ophthalmolocical  Society, 
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ment  were  made.  These  showed  slightly  positive 
reactions  in  twenty-four  and  forty-eight  hours. 
Eleven  days  after  the  skin  tests  a full  thickness  sec- 
tion of  skin  containing  the  area  injected  with  uveal 
pigment  was  excised  from  the  arm.  By  microscopic 
study  of  this  section  Dr.  J.  Arnold  de  Veer  demon- 
strated a slightly  positive  reaction. 

Treatment. — Penicillin  was  administered  intra- 
muscularly for  the  first  two  weeks.  At  the  end  of 
this  time  a tonsillectomy  was  performed  and  the 
left  antrum  opened.  The  patient  also  was  given  six 
courses  of  intravenous  typhoid  therapy,  boiled  milk 
intramuscularly,  salicylates  by  mouth,  and  atropine 
and  heat  locally. 

Course. — The  first  week  in  the  hospital  produced 
no  noticeable  change  in  the  eye  condition.  In  the 
second  week  the  corneal  deposits  in  the  left  eye  in- 
creased in  number.  In  the  third  week  a few  dust- 
like opacities  were  seen  for  the  first  time  on  the 
posterior  cornea  of  the  right  eye.  The  deposits  in 
the  left  eye  did  not  increase  and  a few  of  them  be- 
came slightly  brownish  in  color.  There  was  no 
keratic  precipitate  increase  in  the  fourth  week  and 
a greater  number  of  the  deposits  in  the  left  eye 
became  brownish.  By  the  time  the  patient  was 
discharged  from  the  hospital  corrected  vision  in  the 
left  eye  had  improved  from  20/40  to  20/30. 

Since  the  patient’s  discharge  there  has  been  a very 
slow  but  steady  improvement.  The  dust-like  opaci- 
ties in  the  right  eye  slowly  disappeared.  The  de- 
posits in  the  left  eye  gradually  became  thinner  and 
fewer.  The  only  after-discharge  treatment  has  been 
the  occasional  use  of  atropine  and  a two-month  rest. 
One  year  after  the  original  visit  the  right  cornea  was 
clear.  The  left  cornea  showed  about  one  half  the 
original  number  of  deposits.  These  were  thin, 
brown,  and  had  a dried  out  appearance.  Vision 
was  20/25  with  —9.50  S —2.50  C X 145. 

Comment 

The  progress  of  the  disease  while  the  patient  was 
under  intensive  treatment  was  such  that  it  would  be 
difficult  to  relegate  the  improvement  to  any  one  form 
of  treatment.  There  was  no  clear-cut  flare-up  or 
decrease  in  pathology  with  any  one  procedure.  The 
only  possible  therapeutic  relationship  was  the 
appearance  of  deposits  for  the  first  time  in  the  right 
eye  after  the  tonsil  and  sinus  surgery,  and  one  can- 
not be  sure  but  that  this  may  have  occurred  wit  hout 
the  surgical  intervention.  .Dr.  Walter  V.  Moore, 
who  saw  this  case  in  consultation,  concurred  with 
the  procedure  followed  and  was  of  the  opinion  that 
there  may  have  been  a relationship.  Dr.  Bernard 
Samuels,  after  examining  the  patient,  suggested  the 
possibility  of  a low-grade  tuberculous  lesion,  prob- 
ably in  the  flat  part  of  the  ciliary  body.  His  ex- 
perience has  been  that  these  cases  do  well  with  com- 
plete rest  for  several  months.1 

It  is  conceded  that  sympathetic  ophthalmia  is  rare 
without  rupture  of  the  globe,  that  the  interval  be- 
tween injury  and  onset  is  a short  one,  and  that  the 
exciting  eye  usually  shows  a persistent  low-grade 
uveitis,  with  periodic,  painful  exacerbations,  iris 
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nodules,  and  a tendency  to  phthisis  bulbi.2  How- 
ever, there  have  been  published  cases  where  sympa- 
thetic disease  has  been  reported  without  perfora- 
tion.3-4 As  to  time  intervals,  Fuchs,6  Weeks,6  and 
Ivnapp7  reported  cases  having  their  onset  as  late  as 
twenty,  forty-two,  and  forty-five  years,  respectively. 
Duke  Elder  states  that  sympathetic  ophthalmia  may 
follow  almost  any  type  of  condition,  even  a clean 
wound  that  has  apparently  healed  rapidly  and  with- 
out complications.2  For  these  reasons  it  was  felt 
necessary  to  include  sympathetic  ophthalmia  in  the 
investigations. 

Nongranulomatous  disease  of  the  anterior  uvea  is 
usually  acute,  with  slight  iris  but  marked  ciliary 
reaction,  and  with  no  nodule  or  synechia  formation.8 
The  exudation,  being  lymphocytic,  manifests  itself 
in  small,  pinpoint  corneal  deposits,  and  the  eyes  re- 
cover with  few  residua.  This  type  is  believed  to  be 
infective  in  nature.  The  granulomatous  type  has  a 
more  insidious  onset,  ciliary  reaction  is  slight,  and 
organic  changes  occur  in  the  iris,  with  nodule  and 
synechia  formation.  The  exudation,  being  epi- 
theliod,  manifests  itself  in  mutton-fat  corneal  de- 
posits, and  more  or  less  ocular  destruction  occurs. 
The  recognized  causes  for  this  type  are  syphilis, 
tuberculosis,  lymphogranuloma  venereum,  fungus 
infections,  sarcoid,  and  brucellosis.  In  a few  cases 
in  which  differentiation  is  difficult,  characteristics  of 
both  types  appear  in  the  same  eye. 

The  case  under  consideration,  although  apparently 
manifesting  signs  of  both  types;  seemed  to  fall 
chiefly  into  the  nongranulomatous  category.  The 
most  frequent  positive  findings  in  this  class  are 
rheumatoid  arthritis,  old  gonococcal  infection,  a 


small  active  focus,  or  a recent  acute  infection  of  some 
type.  This  patient  had  had  a recent  cold,  and  inves- 
tigation also  uncovered  infected  tonsils  and  sinuses. 
Since  complete  work-up  eliminated  all  possible 
causes  of  nongranulomatous  and  granulomatous 
uveitis  except  the  upper  respiratory  tract,  the  logi- 
cal line  of  reasoning  would  lead  one  to  accuse  this 
organ. 

A case  of  this  type  always  brings  up  the  subject  of 
hypersensitivity  to  bacterial  protein.  If  organisms 
of  low  virulence  or  in  small  numbers  invade  the  eye, 
they  can  be  destroyed  by  the  normal  bacteriocidal 
action  of  the  ocular  fluids,  but  this  primary  invasion 
may  produce  local  hypersensitivity  to  bacterial  pro- 
tein. When  the  bacterial  antigens  again  reach  the 
eye,  through  reinfection  or  absorption  from  an  in- 
fected focus,  a hypersensitive  reaction  results.  Ex- 
perimental production  of  such  a state  has  resulted  in 
a nonpurulent  ocular  reaction  similar  to  the  case 
which  came  under  my  observation.  If  this  is  so,  the 
patient,  having  had  the  only  possible  reactivating 
foci  eliminated,  should  be  more  permanently  bene- 
fited than  he  might  have  been  by  desensitization. 
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SIX  REGIONAL  HEALTH  OFFICES  PLANNED 
The  State  Department  of  Health  plans  to  establish 
by  February  1,  1948,  five  upstate  regions  with  offices 
located  in  Buffalo,  Rochester,  Syracuse,  Albany, 
and  New  York  City,  and  a sixth  region,  with  head- 
quarters also  in  New  York  City,  to  serve  the  metro- 
politan area.  The  plan  was  announced  by  Dr. 
Herman  E.  Hilleboe,  state  commissioner  of  health,  in 
an  address,  “Planning  for  Health  in  the  State  of  New 
York,”  which  he  presented  at  the  Seventy-Fifth 
Annual  Meeting  of  the  State  Charities  Aid  Asso- 
ciation at,  the  Waldorf-Astoria  Hotel,  New  York 
City,  on  December  8,  1947. 

Explaining  the  purposes  of  the  proposed  offices, 
Doctor  Hilleboe  pointed  out  that  the  expansion  of 
health  services  in  the  modern  world  suggests  a re- 
grouping of  the  traditional  activities  of  local  health 
departments  to  permit  an  enlarged  scope  of  program 
and  the  application  of  multiple  technics  that  will 
bring  improved  health  and  services  to  the  people. 
To  reach  this  important  goal,  local  health  services 
should  be  directed  toward  three  specific  objectives: 

1.  Prevention  and  control  of  mass  diseases,  in- 
cluding maternal  and  infant  hygiene. 


FOR  STATE 

2.  Collection  and  analysis  of  vital  records,  in- 
cluding analysis  of  morbidity  and  mortality  of  the 
principal  killers. 

3.  Maintenance  and  improvement  of  a healthy 
environment.  This  includes  a continuation  of  safe- 
guarding food  and  water  supplies,  sewage  disposal, 
good  housing  and  the  maintenance  of  healthy  en- 
vironment for  recreation  and  labor. 

The  proposed  regional  offices  will  carry  these 
technics  into  effect.  They  will  provide  consulta- 
tion service  to  the  staff  of  the  district,  county,  and 
city  health  departments  within  the  region;  assist- 
ance in  program  planning,  development,  and  opera- 
tion; guidance  to  local  health  departments  and  ob- 
servations, for  the  State  Department  of  Health,  of 
the  local  health  departments  located  within  the 
region. 

No  direct  services  to  local  residents  will  be 
given  by  any  of  the  personnel  assigned  to  these 
regional  offices  except  in  the  unorganized  district 
on  a temporary  basis  until  permanent  plans  have 
been  made. — Health  News,  December  22,  1947 


A FOREIGN  BODY  FATALITY 


Charles  C.  Wolcott,  M.D.,  Bronxville,  New  York 


(From  the  Grasslands  Hospital ) 


'“THE  presence  of  a foreign  body  in  the  air  or  food 
passages  of  the  body  may  offer  a difficult  diagnos- 
tic problem.  Even  an  opaque  foreign  body  may  be 
rendered  nonopaque  by  an  inflammatory  condition. 
A nonopaque  substance  may  disclose  its  presence 
by  producing  an  obstructive  emphysema  if  it  pre- 
vents the  escape  of  air  on  expiration,  or  an  atelecta- 
sis if  it  prevents  the  by-passage  of  air  on  inspiration. 
It  is  imperative  that  roentgen  examination  be  made 
at  the  beginning  and  end  of  respiration.  A foreign 
body  must  be  suspected  if  a wheeze  is  heard.  This 
wheeze  may  be  best  heard  at  the  open  mouth.  Also, 
a foreign  body  may  produce  no  symptom. 

In  a child  who  has  acquired  a foreign  body  with- 
out anyone’s  knowledge  the  problem  becomes  more 
difficult.  This  is  especially  true  of  esophageal  cases. 
The  case  herein  reported  illustrates  this  situation  in 
a very  dramatic  and  tragic  manner. 

Case  Report 

An  eleven-month-old  child  swallowed  a large,  open 
safety  pin  without  anyone’s  knowledge.  For  the 
first  few  days  he  presented  a progressive  anorexia 
and  irritability.  His  symptoms  were  not  specifi- 
cally indicative.  On  the  third  day  emesis  developed, 
followed  by  refusal  of  food  and  a moderate  rise  in 
temperature.  Early  in  the  morning  of  the  fourth 
day  he  became  seriously  ill  with  chills,  emesis,  and 
stupor.  The  family  physician  made  a diagnosis  of 
pneumonia  and  congenital  heart  disease. 

A roentgen  ray  examination  revealed  a large  open 
safety  pin  in  the  lower  esophagus,  with  point  to  the 
left,  and  an  enormous  cardiac  shadow,  the  heart 
occupying  most  of  the  left  thorax.  The  patient  was 
admitted  to  Grasslands  Hospital  in  a moribund 
state  with  temperature  of  103.4  F.  He  was  given 
adrenalin,  an  infusion  of  250  cc.  of  5 per  cent  glucose 
in  normal  saline,  1 Gm.  sulfadiazine  intravenously, 
and  placed  in  an  oxygen  tent.  His  condition  im- 
proved rapidly  and  one  hour  later  a clysis  of  400  cc. 
normal  saline  was  started.  Two  hours  later  200  cc. 
of  whole  blood  was  given.  This  was  followed  by 
marked  improvement.  An  esophagoscopy  was  per- 
formed, but  the  safety  pin  was  not  in  the  esophagus 
by  this  time.  An  area  on  the  left  wall  adjacent  to 
the  heart  was  swollen  and  covered  with  granulations, 
signifying  that  the  pin  had  been  in  situ  several  days. 
Despite  intensive  indicated  therapy  the  child  expired 
the  following  morning. 

An  autopsy  was  performed,  a summary  of  which 
follows: 

The  pericardial  cavity  was  distended,  measuring 
7 cm.  in  its  major  diameter.  It  contained  150  cc.  of 
cloudy  gray  fluid  and  many  fibrin  clots.  Both 
visceral  and  parietal  pericardia  were  covered  by  a 
heavy,  shaggy,  grayish,  fibrinous  membrane.  In 
the  inferior  aspect  of  the  pericardium  where  it  is 
attached  to  the  posterior  mediastinum,  a 0.5  cm. 
laceration,  slightly  reddened  about  its  edges,  could 
be  seen.  A track  could  be  traced  through  the 
adherent  mediastinal  connective  tissue  to  the  esoph- 
agus at  its  junction  with  the  cardia  of  the  stomach. 


Fig.  1.  Pericarditis  from  puncture  of  pericardium 
by  safety  pin  in  esophagus. 


In  the  right  anterolateral  wall  of  the  esophagus  there 
were  two  lacerated  areas  which  extended  through 
the  thickness  of  the  wall.  One,  about  1 cm.  long, 
was  situated  1 cm.  above  the  cardial  opening,  the 
other  smaller  one  lay  directly  above  the  first,  about 
0.5  cm.  distant.  Both  showed  reddened  and 
slightly  edematous  edges.  These  lacerations  cor- 
respond to  the  position  of  the  safety  pin  as  visualized 
in  the  x-ray  and  undoubtedly  demonstrate  that  the 
pin  perforated  the  esophagus  in  two  places,  pene- 
trated through  the  mediastinum  and  into  the  peri- 
cardial sac. 

The  right  pleural  cavity  contained  75  cc.  of  cloudy 
fluid,  the  left  about  the  same.  The  peritoneal  cavity 
contained  a small  amount  of  thin  fluid.  Aside  from 
the  fibrinous  pericarditis,  the  heart  was  remarkable 
only  for  its  contracted  state  and  rather  pallid  myo- 
cardium. The  great  vessels  were  not  unusual. 

Both  lungs  were  atelectatic,  containing  only  scat- 
tered crepitant  areas.  Both  were  moderately  con- 
gested. The  esophagus,  as  described,  contained  a 
few  streaks  of  fresh  blood  locally.  The  stomach  was 
dilated,  contained  gas  and  a brownish  gray  fluid, 
apparently  with  occult  blood.  Just  beyond  the 
pyloric  sphincter,  the  duodenum  was  stretched  over 
a 3 cm.  ordinary  open  safety  pin,  orientated  with  the 
closed  end  distally,  the  point  and  head  toward  the 
stomach.  There  was  some  local  laceration  and  the 
mucosa  was  streaked  with  blood.  No  penetration 
of  the  bowel  was  noted.  Much  of  the  small  bowel 
and  all  of  the  large  bowel  was  distended  with  gas, 
its  wall  pale  and  of  parchment  thinness  and  trans- 
parency. Peyer’s  patches  and  mesenteric  lymph 
nodes  were  readily  seen  but  not  much  enlarged. 
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Cultures  were  taken  of  heart’s  blood  and  pericar- 
dial exudate. 

Gross  Findinqs. — Fibrinopurulent  pericarditis; 
traumatic  laceration  of  the  lower  esophagus  by  a 
safety  pin  with  penetration  into  the  pericardial  sac; 
traumatic  laceration  of  the  duodenum,  safety  pin  in 
situ;  pulmonary  atelectasis,  bilateral;  pleural 
effusion,  bilateral;  and  marked  ileus  of  the  stomach, 
small  and  large  bowels. 


Microscopic  Examination. — Study  of  the  tissue 
sections  verified  the  gross  diagnosis  and  added  noth- 
ing of  fresh  diagnostic  import. 

Staphylococcus  aureus  was  obtained  from  both 
the  postmortem  blood  culture  and  the  culture  of 
the  pericardial  fluid. 

This  case  illustrates  the  necessity  of  early  roentgen 
study  in  all  illnesses  of  obscure  etiology  which 
present  themselves. 


CIVILIAN  DOCTORS  MAY  GET  NAVY  COMMISSIONS 


The  statutory  authority  contained  in  the  Army- 
Navy-Public  Health  Service  Medical  Officer  Pro- 
curement Act  of  1947  makes  it  possible  now  for  civil- 
ian doctors  to  become  commissioned  officers  in  the 
regular  Navy,  provided  they  meet  the  professional 
and  physical  qualifications.  This  law  is  unique  in 
that  it  does  away  with,  for  the  first  time,  the  age 
limitation  of  32  years,  and  permits  doctors  in  civilian 
practice  to  enter  the  Navy  and  be  commissioned 
with  the  rank  up  to  and  including  captain.  The 
law  considers  all  strata  of  the  medical  profession, 
interns,  residents,  reserves,  former  medical  officers 
who  have  resigned,  and  present  practicing  physicians. 


In  order  to  make  application,  a doctor  must  be  a 
citizen  of  the  United  States,  a graduate  from  a Class 
“A”  medical  school,  and  have  served  at  least  one 
year’s  internship  in  an  approved  hospital.  Candi- 
dates will  then  be  judged  on  a number  of  qualifica- 
tions, such  as  being  a member  of  a specialty  board, 
his  teaching  connections,  number  of  years  of  profes- 
sional or  scientific  practice,  hospital  or  laboratory 
connections,  a statement  of  military  service,  and 
others. 

Doctors  interested  should  write  to  the  Bureau  of 
Naval  Personnel,  via  the  Bureau  of  Medicine  and 
Surgery,  Navy  Department,  Washington,  D.C. 


U.S.  DEATH  RATES 

The  year  1946  marks  a new  record  low  for  the 
crude  death  rate  in  the  United  States,  according  to 
figures  of  the  National  Office  of  Vital  Statistics 
recently  released.  The  death  rate  for  the  year  was 
10.0  per  1,000  population  as  compared  with  the  rate 
of  10.6  for  1945  and  the  previous  lowest  rate  of  10.4 
in  1942.  The  total  number  of  deaths  in  1946  was 
1,395,617  or  6,102  fewer  than  in  1945. 

The  estimated  death  rate  for  the  United  States  in 
1947,  based  on  data  for  the  first  ten  months  of  the 
year,  was  10.1. 

All  figures  are  for  the  continental  United  States 
and  exclude  armed  forces  overseas. 

During  1946  deaths  from  diseases  of  the  heart  in- 
creased for  the  third  consecutive  year.  There  were 
429,230  deaths  from  heart  diseases,  or  4,902  more 
than  in  1945,  and  11,168  more  than  in  1944.  This 
cause  alone  accounted  for  30.8  per  cent  of  the  total 
number  of  deaths  in  1946  as  compared  with  30.3  per 
cent  in  1945  and  29.6  per  cent  in  1944. 

Cancer  and  other  malignant  tumors  continued  to 
increase  in  importance  as  a cause  of  death.  This 
disease  caused  182,005  deaths  or  13.0  per  cent  of  the 
total  number  of  deaths  in  1946. 

The  number  of  deaths  from  the  other  major 
chronic  diseases  decreased  from  those  for  the  previ- 
ous year.  There  were  125,646  deaths  from  intra- 
cranial lesions  of  vascular  origin  in  1946  as  compared 
with  129,144  in  1945;  81,701  deaths  from  nephritis 


as  compared  with  88,078  in  1945;  and  34,731 
deaths  from  diabetes  mellitus  as  compared  with 
35, 160  in  1945. 

In  1946  as  in  1945  new  record  lows  were  set  for 
deaths  from  the  major  infectious  diseases — pneu- 
monia and  influenza,  and  tuberculosis.  The  total  of 
62,234  deaths  from  pneumonia  and  influenza  was 
6,062  or  8.9  per  cent  fewer  than  the  total  of  68,386  in 

1945.  Tuberculosis  caused  50,911  deaths  in  1946, 
2,005  or  3.8  per  cent  fewer  than  the  total  of  52,916 
in  1945. 

Maternal  mortality  also  declined  to  a new  low  in 

1946.  Despite  the  tremendous  increase  in  the  birth 
rate,  maternal  deaths  decreased  from  5,668  in  1945 
to  5,153  in  1946.  From  1945  to  1946,  the  number  of 
births  increased  approximately  20  per  cent,  while  the 
number  of  deaths  resulting  from  diseases  of  preg- 
nancy, childbirth,  and  the  puerperium  decreased  9.1 
per  cent. 

Ninety-eight  thousand  thirty-three  deaths  from 
accidents  occurred  in  1946,  33,411  as  a result  of 
motor  vehicle  accidents  and  64,622  from  other  acci- 
dents. The  number  of  accidental  deaths  in  the 
United  States  increased  by  2,115  from  95,918  in 
1945.  This  was  due  entirely  to  the  large  increase  of 
5,335,  or  19.0  per  cent,  in  deaths  resulting  from 
motor  vehicle  accidents. 

Other  types  of  accidents  caused  3,220  fewer  deaths 
in  1946  than  in  1945. 
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ABSTRACT  OF  MINUTES  OF  THE  COUNCIL  OF  THE  MEDICAL  SOCIETY 
OF  THE  STATE  OF  NEW  YORK 


AT  ITS  meeting  on  December  11,  1947,  the  Coun- 
cil considered  various  matters,  taking  action  or 
directing  further  study  and  reports,  as  indicated 
under  the  following  headings: 

Secretary’s  Report 

Remission  of  State  Assessments. — Remission  of 
State  assessments  was  voted  on  account  qf  service 
with  the  armed  forces  for  397  members  for  1947  and 
68  for  1946;  also  on  account  of  illness  for  Drs. 
William  M.  Findley,  Rudolph  D.  Orth,  Bernard  B. 
Schnapper,  and  H.  F.  Strongin.  The  refunding  of 
dues  for  two  members  was  authorized. 

Nominations  for  Affiliate  Fellowship  in  A.M.A. — 
The  following  retired  members  were  nominated  for 
Affiliate  Fellowship  in  A.M.A.: 

Herbert  Richard  Charlton,  Raymond  Clark,  John 
A.  Conway,  George  P.  Coopernail,  Nathan  W. 
Greene,  Jacob  Heller,  William  H.  Dodge,  H.  Lyman 
Hooker,  Frederick  L.  Keays,  Earl  H.  Mayne,  Joseph 
Day  Olin,  William  A.  Randel,  Charles  Rich,  Henry 
Schumer,  James  S.  Slavin,  William  G.  Sprague, 
Harold  Stearns  Vaughn,  Augustus  B.  Wadsworth, 
George  Barclay  Wallace,  and  Herbert  Budington 
Wilcox. 

Meetings. — The  week  following  your  last  meet- 
ing it  was  my  privilege  to  attend  two  delicious 
dinners  and  to  hear  interesting  speeches.  First  at 
the  one  hundred  and  fiftieth  anniversary  dinner  of 
the  Westchester  County  Medical  Society  at  the  Wal- 
dorf-Astoria, and  the  second  at  a dinner  given  by  the 
United  Medical  Service  Inc.  and  the  Associated 
Hospital  Service. 

On  November  20  your  Secretary  attended  the 
Middle  Atlantic  States  Conference  of  the  American 
Medical  Association  Council  on  Medical  Service, 
along  with  Drs.  Louis  H.  Bauer,  Thomas  A.  Mc- 
Goldrick,  and  J.  Stanley  Kenney,  and  Mr.  George  P. 
Farrell.  Dr.  Frederick  E.  Lane,  a member  of  our 
Society  connected  with  the  U.S.  Veterans  Adminis- 
tration, was  also  present.  An  outstanding  presenta- 
tion on  the  program  was  made  by  Dr.  Bauer  entitled 
“What  Can  We  Do  About  the  Practice  of  Medicine 
Within  the  Hospitals?” 

Your  Secretary  has  also  attended  various  com- 
mittee meetings,  including  the  first  meeting  of  the 
new  Subcommittee  on  Nutrition  of  the  Public 
Health  and  Education  Committee.  In  Albany  on 
November  28  Health  Commissioner  Hilleboe  and 
other  members  of  his  department  met  with  this  com- 
mittee. 

N.  Y.  State  Institute  of  Applied  Arts  and  Sciences. — 
A request  has  come  from  the  New  York  State  Insti- 
tute of  Applied  Arts  and  Sciences  for  nomination  of  a 
member  of  their  Advisory  Commission.  This  Com- 
mission consists  of  representatives  of  various  pro- 
fessions and  businesses  and  will  assist  in  establishing 
courses  of  technical  training,  such  as  for  medical 
secretaries. 

After  discussion,  it  was  voted  to  table  tlie  request 
for  a month  in  order  to  obtain  more  information. 

Request  for  Subcommittee  on  Accident  Prevention. — 
New  York  State  Health  Commissioner  Herman  E. 
Hilleboe  has  requested  that  a subcommittee  be 
appointed  on  accident  prevention.  It  has  occurred 
to  me  that  perhaps  you  might  like  to  increase  the 
name  and  scope  of  your  Subcommittee  on  Industrial 
Health,  of  the  Committee  on  Public  Health  and 
Education,  to  include  this  function.  That  Sub- 


committee consists  of:  Dr.  Leon  H.  Griggs,  Syra- 
cuse, chairman,  Dr.  David  J.  Ivaliski,  New  York, 
Dr.  Stuart  A.  Good,  Buffalo,  Dr.  Leonard  Green- 
burg,  New  York,  and  Dr.  Stanley  E.  Alderson, 
Albany. 

After  discussion,  it  was  voted  that  the  Subcom- 
mittee on  Industrial  Health  be  also  designated  as  the 
Subcommittee  on  Accident  Prevention  with  the 
possibility  of  nominating  two  or  three  additional 
men  to  it. 

Communications. — 1.  Letter  from  Dr.  Harold  A. 
Solomon,  chairman,  Cancer  Committee,  Dental 
Society  of  the  State  of  New  York,  dated  November 
18,  1947,  offering  to  cooperate  with  our  Cancer 
Committee. 

After  discussion,  it  was  voted  that  someone  be 
designated  from  the  Dental  Society  to  serve  on  the 
Subcommittee  on  Cancer,  and  that  the  president  of 
the  Dental  Society  be  asked  to  make  the  designation. 

2.  Letter  from  Dr.  John  J.  Bourke,  under  date  of 
December  1,  1947,  requesting  nomination  to  fill 
vacancy,  left  by  the  death  of  Dr.  F.  Leslie  Sullivan, 
on  the  State  Advisory  Council  to  the  Joint  Hospital 
Survey  and  Planning  Commission  representing  up- 
state medical  interests. 

It  was  voted  that  Dr  O.  W.  H.  Mitchell  be  nomi- 
nated to  fill  the  vacancy. 

3.  Letter  from  Mr.  Royal  W.  Ryan,  executive 
vice-president,  New  York  Convention  and  Visitors 
Bureau,  Inc.,  dated  December  21,  1947,  requesting 
that  the  Medical  Society  of  the  State  of  New  York 
extend  to  the  American  Medical  Association  an  invi- 
tation to  hold  their  interim  session  in  New  York,  in 
1949  or  1950. 

After  discussion,  it  was  voted  to  extend  the  invita- 
tion, but  that  it  not  be  sent  until  after  the  January 
meeting  of  the  House  of  Delegates  of  the  A.M.A., 
unless,  in  the  opinion  of  the  delegates  attending  that 
meeting,  it  seems  advisable  to  introduce  it  at  any 
time. 

4.  Letter  from  Dr.  Norman  S.  Moore  of  Cornell 
University,  Ithaca,  under  date  of  December  8,  1947, 
regarding  a letter  from  Dr.  Mary  B.  Spahr  protesting 
a resolution  of  the  House  of  Delegates  requiring  the 
submission  for  censorship  of  articles  written  for  the 
laity. 

This  came  up  at  the  preceding  meeting  of  the 
Council,  and  it  was  voted  that  an  editorial — it  was  on 
the  question  of  writing  an  editorial — be  withheld, 
and  that  the  Council  be  requested  to  submit  to  the 
House  of  Delegates  the  question  of  the  advisability 
of  continuing  this  part  of  the  Principles  of  Profes- 
sional Conduct. 

After  discussion,  it  was  voted  that  the  Council 
rescind  the  action  that  was  taken  at  the  last  meeting 
and  make  a statement  that  in  the  opinion  of  the 
Council,  which  is  also  the  opinion  of  the  Counsel  of 
the  Society,  this  particular  part  of  Section  31-b  may 
involve  infringement  of  the  constitutional  right  of 
free  speech;  and  to  refer  it  back  to  the  House  of 
Delegates  with  the  reeommendation  that  it  be  re- 
scinded, and  that  an  article  replace  it  in  the  Princi- 
ples of  Professional  Conduct,  to  the  effect  that  mem- 
bers who  write  for  the  laity  are  requested  to  submit 
for  approval  any  advertising  matter  expected  to  be 
connected  with  their  writings  so  that  there  will  be  no 
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danger  of  their  contravening  the  Principles  of  Ethics 
in  the  advertising. 

It  was  voted  that  Dr.  Moore’s  letter  be  answered 
and  that  a letter  be  sent  also  to  Dr.  Spahr  quoting 
this  action  taken  by  the  Council. 

Treasurer’ s Report  was  accepted. 

Report  of  Executive  Officer 

Dr.  Hannon  reported  that  he  had  attended  meet- 
ings of  the  Committees  of  the  Society.  Also  he 
attended  the  annual  meeting  of  the  Schenectady 
County  Society  on  December  4,  and  the  Chenango 
County  Society  annual  meeting  on  December  9. 

Activities  of  Committees 

Legislation. — Dr.  Harry  Aranow,  chairman,  re- 
ported that  he  had  attended  a hearing  of  the  Joint 
Committee  of  the  State  Legislature  on  a proposed 
bill  to  insure  people  for  expenses  due  to  illness  and 
unemployment  not  connected  with  their  work. 

Constitution  and  Bylaws. — Dr.  James  R.  Reuling, 
chairman,  reported  that  the  Medical  Society  of  the 
County  of  Erie  requested  approval  of  a change  in 
Bylaws  regarding  dues. 

Approval  was  voted. 

Economics. — The  following  report  of  the  Director 
of  the  Bureau  of  Medical  Care  Insurance  was  sub- 
mitted: 

Mr.  Farrell,  director,  attended  a dinner  at  the 
Hotel  Biltmore,  November  19,  1947,  at  which  a re- 
port on  the  progress  of  United  Medical  Service  was 
given.  The  guest  speaker  was  Mr.  Bernard  M. 
Baruch,  who  outlined  a fifteen-point  program  to  im- 
prove medical  care. 

November  20,  1947:  Mr.  Farrell  was  present  at 
the  Middle  Atlantic  States  Conference  in  Phila- 
delphia, sponsored  by  the  Council  on  Medical  Service 
of  the  A.M.A. 

November  24,  1947:  The  Director  spoke  before 
the  Medical  Society  of  the  County  of  Clinton  on  the 
topic  “Socialized  Medicine  and  Medical  Care  Insur- 
ance.” The  interest  shown  by  members  of  the  Clin- 
ton County  Medical  Society  in  the  Northeastern 
New  York  Medical  Service  Plan,  Albany,  was  most 
gratifying.  It  was  suggested  that  a public  relations 
campaign  be  launched  from  the  county  society  level 
through  the  doctors,  to  increase  enrollment  as 
rapidly  as  possible. 

November  25,  1947:  In  the  forenoon,  Mr.  Farrell 
spoke  before  two  senior  sociology  classes  at  Cham- 
plain College,  Plattsburg.  That  evening  he  de- 
bated with  Dr.  Francis  Wilson,  Ph.D.,  head  of  the 
Biology  Department  of  the  Associated  Colleges  of 
Upper  New  York,  before  the  Faculty  Club  of  Cham- 

lain  College.  The  subject  was:  “Resolved,  That 

ocialized  Medicine  Should  Be  Instituted  in  the 
United  States.” 

December  1,  1947:  Your  Director,  in  conjunction 
with  Mr.  Harry  G.  Waltner,  Jr.,  of  the  Standard  Oil 
Company  of  New  Jersey,  spoke  before  the  Mid- 
Hudson  Industrial  Association  at  Poughkeepsie. 
Mr.  Waltner  discussed  “Compulsory  Sickness  Com- 
pensation.” He  gave  a clear  and  thorough  explana- 
tion of  the  programs  which  are  now  in  operat  ion  in 
the  states  of  Rhode  Island  and  California,  and  out- 
lined the  fundamental  differences  in  the  programs. 
He  also  described  the  so-called  New  Jersey  program 
on  which  hearings  were  held  in  1946. 

Fundamentally  the  difference  in  the  New  Jersey 
program,  as  compared  to  California  and  Rhode 
Island,  is  that  the  state  only  legislates  the  minimum 
standard  benefits  which  will  be  underwritten  by 
independent  commercial  insurance  companies  on  a 


free  enterprise  and  competitive  basis.  The  Medical 
Society  of  the  State  of  New  Jersey  was  in  accord 
with  the  proposed  program. 

Mr.  Farrell  discussed  the  compulsory  health  in- 
surance angle,  and  questions  from  the  floor  were 
answered  by  both  speakers  on  the  two  phases  dis- 
cussed. 

December  2,  1947:  By  invitation,  Mr.  Farrell 
spoke  before  the  Port  Jervis  Community  Club,  an 
affiliate  of  the  Federation  of  Women’s  Clubs,  on  the 
subject  of  “Health  Insurance.”  It  was  interesting 
to  the  speaker  to  note  how  little  the  group  knew 
about  compulsory  health  insurance  and  its  implica- 
tions. 

Finance. — Dr.  Albert  F.  R.  Andresen,  chairman, 
reported  that  the  budget  submitted  at  the  November 
meeting  was  to  be  voted  upon. 

It  was  voted  that  the  budget  as  submitted  at  the 
November  meeting  be  referred  to  the  Board  of 
Trustees  with  recommendation  for  its  approval. 

Malpractice  Defense  and  Insurance. — Dr. 
Thomas  M.  D’Angelo,  chairman  of  the  board  and 
Mr.  Wanvig,  insurance  representative,  and  Mr. 
Hackeling,  auditor,  were  present.  Mr.  Wanvig  pre- 
sented detailed  facts  and  figures  on  charts.  Mr. 
Hackeling  spoke  on  the  audit.  There  was  much 
discussion,  but  action  was  postponed  until  the  Coun- 
cil has  had  time  to  study  the  facts. 

Office  Administration  and  Policies. — The  Com- 
mittee submitted  a lengthy  report  on  proposed 
changes  and  changes  already  in  operation  in  office 
procedure. 

Planning  Committee  for  Medical  Policies. — Dr. 

J.  Stanley  Kenney,  chairman,  reported  that  the 
Committee  held  an  important  meeting  on  December 
10  at  which  all  members  were  present.  Group  prac- 
tice, possible  reorganization  of  the  District  Branches, 
and  the  State  of  New  York  Program  for  the  Care  of 
the  Chronically  111  were  discussed.  A report  will  be 
presented  at  a subsequent  meeting. 

Public  Health  and  Education. — Dr.  0.  W.  Id. 
Mitchell,  chairman,  reported  as  follows: 

Activities  of  the  Chairman. — On  December  10, 
1947,  in  New  York  City,  a meeting  of  the  Council 
Committee  on  Public  Health  and  Education  with 
representatives  of  the  State  Departments  of  Health 
and  Labor  and  some  of  the  officers  of  the  Medical 
Society  of  the  State  of  New  York  was  held.  A re- 
port on  the  activities  of  the  Committee  in  the  field 
of  postgraduate  education  since  the  last  annual  meet- 
ing was  made  and  plans  for  the  rest  of  the  year,  in- 
cluding the  Teaching  Day  on  Tuesday  of  the  next 
annual  meeting,  were  discussed. 

Study  Committee  on  Geriatrics. — A meeting  of  the 
Study  Committee  on  Geriatrics  was  held  in  New 
York  City  on  Wednesday,  November  19,  1947. 
Mimeographed  copies  of  Dr.  Monteith’s  report  to  be 
given  at  the  hearing  of  the  New  York  State  Joint 
Legislative  Committee  on  Problems  of  the  Aging  to 
be  held  on  Thursday,  December  11,  1947,  in  New 
York  City,  called  by  Senator  Thomas  C.  Desmond, 
will  be  distributed  at  a later  date. 

Subcommittee  on  Nutrition. — Norman  S.  Moore, 
M.D.,  chairman: 

“A  meeting  of  the  Subcommittee  on  Nutrition 
was  held  in  Albany  on  Friday,  November  28,  1947. 
Present  for  the  State  Society  were  Drs.  Anderton, 
Hannon,  Beck,  Jolliffe,  Mitchell,  and  Moore;  for 
the  State  Department  of  Health  were  Drs.  Ililleboe, 
Larimore,  and  Schlesinger. 

“The  Commissioner  of  Health,  Dr.  Ililleboe,  out- 
lined the  objectives  of  the  Food  Commission  in  two 
parts: 
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“1.  The  immediate  job  of  saving  grain  which 
the  Food  Commission  is  handling  but  would  like 
the  cooperation  and  support  of  the  Medical 
Society  in  such  matters  in  which  physicians  can 
lend  support  during  the  emergency. 

“2.  A long  range  program  of  the  Food  Com- 
mission which  should  involve  long  range  planning 
in  the  State  Department  of  Health  with  the 
medical  profession. 

“Considerable  discussion  about  ways  and  means 
by  which  the  medical  group  would  be  of  assistance  in 
the  long  range  program  crystallized  into  the  follow- 
ing possible  ways  that  the  Medical  Society  might  be 
of  assistance: 

“1.  Support  the  creation  of  a Nutrition  Divi- 
sion in  the  State  Health  Department. 

“2.  Support  the  plea  to  the  curricula  com- 
mittees of  the  various  medical  schools  of  the  state 
to  introduce  more  subject  matter  concerning 
nutrition  in  medical  education. 

“3.  Attempt  to  inform  the  physicians  of  the 
State  regarding,  nutrition  and  attempt  to  stimulate 
their  interest,  particularly  at  the  level  of  the 
general  practitioner.  This  might  be  done 
through: 

“(a)  Educational  articles  in  the  New  York 
State  Journal  of  Medicine  using  as  a guide 
the  Handbook  of  the  Food  and  Nutrition  Board. 

“(b)  At  annual  meetings  of  Medical  Societies, 
work  in  special  reports  on  the  anthropological 
aspects  of  nutrition  in  various  cultures,  and 
particularly  our  own  culture,  as  a means  of 
stimulating  interest. 

“(c)  In  the  Committee  on  Public  Health  and 
Education,  stimulate  more  programs  on  the 
subject  of  nutrition,  perhaps  changing  the 
formula  to  stimulate  more  interest. 

“(d)  Disseminate  information  regarding  the 
importance  of  nutrition  in  all  age  groups:  to 
the  specialists  in  obstetrics,  pediatrics,  and 
geriatrics  particularly;  and  bring  to  the  general 
practitioners  of  the  state  the  value  of  a thera- 
peutic weapon  in  nutrition  in  all  disease  condi- 
tions. 

“4.  Work  out,  with  the  State  Health  Depart- 
ment, stipends  for  doctors  who  take  advanced 
work  in  nutrition  similar  to  the  way  in  which 
plans  have  been  worked  out  for  special  training  in 
cancer  study. 

“5.  Support  the  State  Health  Department’s 
request,  and  the  Food  Commission’s  request,  for 
appropriations  for  research  to  be  carried  out  in  the 
State  at  places  where  qualified  nutrition  clinics 
and  educational  facilit  ies  are  adequate  for  special 
studies.” 

It  was  voted  that  the  report  be  approved. 

The  following  is  a report  submitted  by  Dr.  William 
E.  Ayling  as  a representative  of  the  Medical  Society 
of  the  State  of  New  York  to  the  conference  on  the 
Cooperation  of  the  Physician  in  the  School  Health 
and  Physical  Education  held  at  Hotel  Moraine, 
Highland  Park,  Illinois,  on  October  16  to  18,  1947: 
“This  Conference  was  attended  by  prominent 
physicians,  health  educators,  and  physical  educators 
from  all  over  the  United  States  and  even  from 
Puerto  Rico.  There  was  free  discussion  of  the  topics 
listed  in  the  program  and  the  general  summary  was 
made  on  Saturday  morning.  Copies  of  this  sum- 
mary will  be  available  in  the  near  future  and  as  soon 
as  received  one  will  be  sent  to  you.” 

Postgraduate  Instruction. — Postgraduate  instruc- 
tion is  being  presented  in  the  following  counties: 


Chenango,  Clinton,  Jefferson,  Nassau,  Onondaga, 
Ontario,  Otsego,  St.  Lawrence,  Ulster,  and  Wayne. 

Requests  for  instruction  to  be  given  in  the  near 
future  have  been  received  from  Richmond,  Schenec- 
tady, and  Sullivan  County  Medical  Societies. 

Instruction  has  been  completed  in  the  following 
counties:  Broome,  Cortland,  Dutchess,  Madison, 
Monroe,  Orange,  Oswego,  Steuben,  and  Tompkins. 

Subcommittee  on  Rheumatic  Fever. — Dr.  Mitch- 
ell stated  that  a proposal  to  give  organized  attention 
to  rheumatic  fever  in  his  committee  has  been  made. 
The  Federal  Government  through  the  Children’s 
Bureau  has  a program.  The  State  Health  Depart- 
ment also  has  one.  Various  foundations  are  being 
instituted  to  finance  the  study  of  rheumatic  fever 
and  rheumatic  heart  disease.  The  latest  one  has 
just  been  announced  by  the  Masonic  Lodge.  There 
are  said  to  be  750,000  Masons  in  the  State  of  New 
York  who  will  probably  contribute.  They  have  an 
Advisory  Council  to  help  them  with  their  program. 
It  is  recommended  that  we  have  a Subcommittee  on 
Rheumatic  Fever  to  help  advise  on  rheumatic  fever 
programs. 

It  was  voted  that  this  recommendation  be 
adopted. 

It  was  voted  that  Dr.  Herman  E.  Hilleboe,  New 
York  State  Commissioner  of  Health,  be  named  as 
an  advisor  to  the  Council  Committee  on  Public 
Health  and  Education. 

Publication. — Dr.  George  W.  Kosmak,  chairman, 
reported  that  the  Publication  Committee  held  its 
regular  meeting  on  December  11,  1947,  at  which 
time  many  details  were  discussed. 

Liaison  with  the  Veterans  Administration. — Dr. 
Herbert  H.  Bauckus,  chairman,  reported  regarding 
proposed  changes  in  the  fee  schedule,  as  discussed 
at  the  meeting  of  the  committee  on  November  13, 
1947.  These  changes  will  be  discussed  later  with 
Dr.  Ethan  Flagg  Butler,  Branch  Medical  Director  of 
the  Veterans  Administration.  To  further  acquaint 
the  Council,  I quote  from  my  letter  of  December  2 to 
Dr.  Butler: 

“I  have  your  note  on  the  duties  of  the  coordi 
nators.  Apparently  this  notice  had  been  re- 
ceived by  the  coordinators  sometimes  before  with- 
out our  knowledge  or  approval,  so  I do  not  know 
that  this  makes  any  difference.  I do,  in  general, 
approve  of  the  duties  as  outlined;  in  fact,  to  have 
them  do  anything  that  would  enhance  veterans’ 
care. 

“I  should  like  to  comment  upon  the  supervision 
of  the  medical  care  that  the  Veterans  Medical 
Service  Plan  of  New  York,  Inc.  is  supposed  to 
have  over  the  professional  activities.  Following 
the  agreement  of  the  first  contract  in  September, 
1946,  opinion  spread  among  the  veterans  and  the 
public  in  general  that  here  was  a type  of  service 
that  the  medical  profession  approved  of  as  first 
class.  Our  coordinators  were  specifically  directed 
to  observe  carefully  the  professional  activities  in 
the  program. 

“I  now  want  to  point  out  that  our  coordinators 
have  nothing  to  say  about  the  professional  care 
rendered  in  facilities  other  than  by  the  private 
practicing  physician.  The  recent  great  diversion 
from  the  home  town  personal  care  in  New  York 
State  emphasizes  this  deficiency.  Thus,  the  part 
program  vitiates  much  of  the  responsibility  of  the 
Medical  Society  for  upholding  high  standards  of 
medical  practice. 

“Steps  should  be  taken  to  inform  the  veterans 
and  the  public  of  this  fact.  We  can  no  longer 
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subscribe  to  the  numerous  declarations  that  the 
medical  care  service  to  veterans  is  ‘second  to 
none.’ 

“The  recent  meeting  of  representatives  from 
t he  various  states  gave  me  the  impression  that  the 
veterans’  medical  care  program  varied  greatly  in 
the  respective  states.  It  seemed  to  me  that  the 
use  of  the  home  town  care  was  more  welcome  to 
some  Branch  State  Directors  than  to  others. 
This  surprised  me  considerably  as  I had  thought 
the  veteran  in  any  part  of  the  country  received 
uniform  rights.  Is  there  a monthly  or  annual 
budget  allocated  to  veterans’  medical  care  in  New 
York  State,  and  are  you  as  Branch  Director 
allowed  to  make  use  of  it  as  you  see  fit?  More 
specifically,  is  it  in  your  province  to  decide  to  use 
veterans  facility  clinics  instead  of  employing 
private  practitioners,  and  may  you  increase  those 
clinic  facilities  as  you  choose  within  the  budget? 
Of  course,  I am  familiar  with  the  old  saw  about  the 
use  of  ‘existing’  facilities.” 

The  press  report  s the  resignat  ion  of  General  Omar 
Bradley  and  his  replacement  by  Carl  R.  Gray  as 
Director  of  the  Veterans  Administration.  The 
resignation  of  General  Hawley  as  Medical  Director 
has  also  been  presented.  At  this  date  I do  not 
know  who  is  to  succeed  Dr.  Hawley. 

Because  of  the  fact  that  the  most  drastic  changes 
in  pur  plan  are  taking  place  in  the  metropolitan  area, 
I have  asked  representatives  from  the  five  county 
metropolitan  committees  to  meet  with  me.  Expres- 
sion of  disapproval  of  new  Veterans  Administration 
policies  has  been  made  by  Kings  County  and 
Queens  County  medical  societies. 

Workmen’s  Compensation. — Dr.  J.  Stanley  Ken- 
ney, chairman,  read  the  following  report  and  re- 
quested that,  it  be  published  for  the  information  of 
the  members: 

“The  present  Workmen’s  Compensation  Law  is 
predicated  on  the  principle  of  free  choice  of  physi- 
cian by  the  injured  workman  throughout  the 
State.  New  York,  as  far  as  my  knowledge  goes, 
is  the  only  state  where  this  principle  is  established. 
It  marked  a new  era  in  the  medical  care  of 
workers.  The  aim  and  object  at  all  times  has 
been  the  rendering  of  the  highest  quality  of 
medical  care  to  the  injured  workman. 

“This  legislation  placed  definite  duties  and  re- 
sponsibilities on  the  organized  medical  profession 
relating  to  the  qualification  of  physicians,  the 
licensing  of  physicians  and  employers’  medical 
bureaus,  the  arbitration  of  disputed  medical  bills, 
and  the  discipline  and  control  of  physicians  with 
respect  to  medical  care.  The  legal  restrictions 
under  the  Workmen’s  Compensation  Law  are 
statutory  safeguards  against  incompetency  and 
preclude,  under  our  rating  system,  services  by 
physicians  that  they  are  not  qualified  to  render. 
Many  abuses  of  an  unethical  nature  had  crept, 
into  Workmen’s  Compensation  practice.  Through 
the  cooperation  of  the  Medical  Society  a con- 
siderable measure  of  success  has  been  obtained  in 
the  elimination  of  these  practices. 

“Workmen’s  Compensation  is  big  business, 
representing  a turnover  of  twenty-five  to  thirty 
million  dollars  annually.  Over  twenty  thousand 
physicians  in  our  State  have  been  qualified  in  the 
various  categories.  This  has  been  a difficult  task, 
successfully  accomplished,  and  great  credit  is  due 
to  the  director  of  the  Workmen’s  Compensation 
Bureau  for  this. 

“Our  Workmen’s  Compensation  Bureau  works 
under  the  supervision  of  the  Council  Committee 


on  Workmen’s  Compensation.  It  serves  to  pro- 
tect the  interests  of  physicians  and  their  relation- 
ships and  contacts  with  employers,  insurance 
carriers,  and  the  Department  of  Labor  in  so  far  as 
medical  bills  and  other  matters  are  concerned. 
We  feel  that  over  the  years  there  has  been  built  up 
confidence  in  the  impartiality  and  objectivity  of 
our  Bureau  in  its  contact  with  carriers  and  em 
ployers  so  that  despite  the  hundreds  of  thousands 
of  medical  bills  rendered  each  year  there  have 
been  rarely  more  than  900  bills  arbitrated  in  the 
entire  state  annually.  The  Bureau  has  been  able 
to  iron  out  difficulties  with  the  carriers  and  em- 
ployers and  resolve  these  disputes  in  an  equitable 
and  satisfactory  manner. 

“The  Bureau  has  been  instrumental  in  the 
establishment  of  the  Joint  Council  of  Insurance 
Carriers  and  Employers  and  the  State  Medical 
Society  on  Workmen’s  Compensation.  This 
council  provides  a forum  to  discuss  problems  of 
mutual  interest  and  import.  The  establishment 
locally  of  groups  similar  to  this  central  group  has 
occurred  in  many  parts  of  the  state,  and  others  are 
in  process  of  establishment  . This  medium  serves 
to  bring  the  organized  profession  closer  to  em- 
ployers and  insurance  carriers  at  the  local  level 
and  tends  to  facilitate  the  administration  of  the 
Workmen’s  Compensation  Law. 

“The  relationship,  however,  of  our  Workmen’s 
Compensation  Committee  and  our  Bureau  with 
the  Workmen’s  Compensation  Board  has  not  been 
as  close  or  as  satisfactory  as  it  should  be.  This 
has  tended  to  create  difficulties  of  administration, 
and  misunderstandings,  and  has  generally  hin- 
dered the  functions  of  both  agencies.  The  need 
for  closer  cooperation  with  the  state  authority  is 
very  apparent  to  the  end  that  we  may  assume  our 
proper  place  and  recognition  in  the  perfection  of 
the  mechanism  for  the  administration  of  the  law 
in  so  far  as  the  Medical  Society  is  concerned. 
Your  chairman  is  charting  his  course  in  a diligent 
effort  to  establish  better  relations,  to  coordinate 
our  activities  and  those  of  the  state,  and  to  en- 
deavor to  clear  up  many  of  the  misunderstandings 
and  misinterpretations  of  motives  that  are  evident, 
in  many  parts  of  the  state. 

“Section  13  of  the  Workmen’s  Compensation 
Law,  under  which  we  operate,  gives  the  county 
medical  societies  the  power  to  make  rating  recom- 
mendations to  the  chairman  of  the  Workmen's 
Compensation  Board  of  the  State  Labor  Depart- 
ment, to  make  licensing  recommendations  with 
respect  to  physicians  and  employers’  compensa- 
tion medical  bureaus  and  x-ray  laboratories,  and  to 
investigate,  hear,  and  make  findings  with  respect 
to  all  charges  of  professional  misconduct  on  the 
part  of  any  authorized  physician.  These  powers 
just  enumerated  intimately  affect  all  physicians. 
It.  would  be  a sad  day  if  medicine  were  to  lose  them 
altogether.  The  county  societies  in  the  Greater 
New  York  area,  as  you  know,  lost  them  to  the 
Medical  Practice  Committee.  In  certain  portions 
of  our  state,  apprehension  exists  that  the  juris- 
diction of  this  Medical  Practice  Committee  may 
be  extended  on  a state-wide  basis.  Such  an  effort 
to  centralize  the  control  of  the  Workmen’s  Com- 
pensation medical  practice  in  the  hands  of  this 
committee  could  spell  the  end  of  free  choice. 
We  believe  we  are  best  qualified  to  carry  out 
the  functions  which  were  bestowed  upon  the 
medical  societies  in  1935  through  the  state  and 
county  medical  societies.  This  represents  de- 
centralization of  authority  to  the  local  level, 
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while  at  the  same  time  affording  adequate  uni- 
formity of  action  through  the  coordination  of 
the  activities  of  our  county  societies  by  our  Work- 
men’s Compensation  Bureau.  A tendency  for 
such  centralization  of  authority  in  state-appointed 
employees  must  be  combated  in  the  interests  of 
the'  people  of  the  state,  because  we  believe  experi- 
ence has  shown  that  the  functions  which  now  de- 
volve on  all  but  four  of  the  county  societies  can 
best  be  carried  out  by  the  local  compensation 
committees  on  account  of  their  familiarity  with 
medical  practice  and  the  practitioners  in  each 
community. 

“We  appeal  to  the  county  medical  societies  to 
carry  out  their  functions  meticulously  in  the 
administration  of  the  medical  provisions  of  the 
law. 

“There  is  a mandate  from  both  the  1946  and 
1947  House  of  Delegates  calling  for  the  abolition 
of  the  Medical  Practice  Committee  and  the  restor- 
ation to  the  four  metropolitan  county  medical 
societies  of  the  functions  which  they  carried  out 
before  1944.  To  have  this  arbitrary  division 
whereby  one  section  of  the  state  operates  under  a 
different  system  from  another  is  not  conducive  to 
good  administration  and  has  led  to  many  mis- 
understandings and  much  dissatisfaction.  It  is 
your  Committee's  opinion  that  an  earnest  effort 
should  be  made  again  to  eliminate  the  Medical 
Practice  Committee,  and  we  bespeak  the  support 
of  every  county  in  the  state.  (Reference  to  this 
will  be  made  again  in  the  section  of  this  report 
concerning  legislation.) 

“One  of  the  major  difficulties  in  administration 
of  the  law,  constantly  encountered  and  generally 
attributed  to  the  laxity  of  the  medical  profession, 
is  the  failure  to  file  reports  and  also  the  failure  to 
file  reports  on  time,  and  failure  to  provide  the 
necessary  detailed  information  required  in  the 
various  reports,  without  which  the  innumerable 
claims  for  compensation  and  disability  cannot 
successfully  be  carried  to  a conclusion.  We  re- 
quest every  physician  in  the  state  to  carry  out 
meticulously  this  provision  of  the  law. 

“There  is  at  present  a tendency  in  some  sec- 
tions of  the  state  to  combine  county  societies 
through  districts  and  to  employ  executive  help  in 
the  administration  of  the  law.  This,  to  my  mind, 
is  a constructive  trend.  Whether  it  will  be  possi- 
ble and  feasible  to  combine  contiguous  county 
societies  into  groups  or  whether  it  should  be  done 
through  the  district  branches  of  our  Society  is  a 
point  to  be  determined.  It  would  be  a great  boon 
to  the  small  county  societies  who  cannot  afford 
the  expense  of  such  help. 

“The  Council  Committee  and  our  Workmen's 
Compensation  Bureau  stand  ready  at  all  times  to 
assist  actively  each  county  medical  society,  and 
particularly  those  in  the  industrial  centers,  in 
carrying  out  their  functions  under  the  Workmen's 
Compensation  Law.” 

Fee  Schedule. — “You  are  all  familiar  with  the 
approved  changes  in  the  fee  schedule  which  be- 
came effective  June  1,  1947.  Fees  recommended 
in  this  schedule  represent  approximately  60  per 
cent  of  all  types  of  work  coming  under  the  provi- 
sions of  the  Workmen’s  Compensation  Act. 
While  this  schedule  was  not  all  that  was  sought  in 
the  revision  completed  last  June,  nevertheless,  it 
represented  some  increase  and  a step  in  the  right 
direction.  The  fee  schedule  is  promulgated  as  a 


minimum  fee  schedule  and  fees  less  than  the 
minimum  may  not  be  paid  nor  accepted  under 
penalty  of  the  removal  of  the  physician  from  the 
Workmen’s  Compensation  panel.  On  the  other 
hand,  fees  in  excess  of  the  minimum  may  be  paid 
under  certain  conditions  calling  for  unusual  or 
extraordinary  medical  care. 

“About  ten  days  ago,  Dr.  W.  P.  Anderton 
turned  over  to  us  the  fee  schedule  as  submitted  by 
the  special  advisory  committee  to  Miss  Mary 
Donlon,  and  on  which  she  proposes  to  hold  an 
open  hearing  on  December  15,  1947,  at  80  Centre 
Street,  New  York  City  at  2 p.m.  We  asked  per- 
mission to  distribute  this  fee  schedule  to  every 
county  in  the  state  so  that  physicians  would  be 
able  to  compare  it  with  the  one  proposed  by  the 
president  of  the  State  Medical  Society  in  Septem- 
ber, 1946,  and  be  prepared  to  comment  on  the 
schedule  at  the  open  hearing.  Prior  to  the  hear- 
ing, your  Director  held  a conference  (Nov.  28, 
1947)  with  Dr.  Nathan  B.  Van  Etten  on  the 
proposed  fee  schedule  and  certain  changes  and 
suggestions  were  made.  Dr.  Van  Etten  agreed  to 
place  this  matter  before  his  committee  and  possi- 
bly make  a report  before  the  December  15  hearing. 

“Our  Bureau  has  mimeographed  a sufficient 
number  of  copies  to  provide  each  president,  secre- 
tary, and  chairman  of  the  Workmen’s  Compensa- 
tion Committee  of  each  county  medical  society 
with  at  least  one  copy,  together  with  a covering 
letter,  copy  of  which  is  attached. 

“We  must  not  be  unmindful  that  in  the  prepara- 
tion of  fee  schedules . the  views  of  all  interested 
parties  must  be  taken  into  consideration.” 

It  was  voted  that  the  Council  go  on  record  as  in- 
sisting that  the  Fee  Schedule  be  called  the 

Workmen’s  Compensation  Minimum  Fee  Sched- 
ule. 

State  Employed  Physicians. — “On  numerous 
occasions  during  the  past  year  we  have  brought  to 
the  attention  of  the  Council  the  controversial  issue 
regarding  the  authorization  of  state  employed 
physicians  to  practice  under  the  Workmen’s  Com- 
pensation Law.  The  arguments  supporting  the 
State  Society’s  position  in  recommending  the 
authorization  of  such  state  employed  physicians, 
because  their  services  are  in  demand  in  many 
parts  of  the  state  both  in  private  and  compensa- 
tion cases,  have  been  presented  in  great  detail  in 
previous  reports  to  the  Council,  notably  that  of 
June,  1947. 

“The  Chairman  of  the  Workmen’s  Compensa- 
tion Board  takes  the  position  that  ‘there  is  a 
duality  of  duty  that  could  interfere  with  the  most 
satisfactory  performance  of  both,  and  in  the  case 
of  these  physicians  both  duties  are  owed  to  the 
state,  which  therefore  has  a direct  concern  in  the 
matter.  A state  doctor  has  exacting  duties  to 
those  for  whose  care  the  state  engages  his  full 
time  services;  and  the  exactions  of  Workmen’s 
Compensation  practice  and  attendance  at  referee 
and  board  hearings,  sometimes  in  distant  points, 
might  involve  such  a conflict  of  duties  as  to  be 
detrimental  to  the  highest  standard  of  profes- 
sional responsibility  in  either  or  both  connections.’ 
She  further  states  ‘no  professional  opprobrium  is 
attached  to  the  failure  to  authorize  them  to  render 
medical  care  to  clients  under  the  Workmen’s 
Compensation  Law.’  The  physicians  chiefly  in- 
volved in  this  controversy  are  employed  in  state 
mental  hospitals  or  in  laboratories  and  in  many 
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instances  they  are  the  only  specialists  available  in 
rural  areas. 

“Under  date  of  August  1,  1947,  an  opinion  of  the 
Attorney  General  was  requested  by  Miss  Donlon 
as  to  whether  it  was  within  the  discretion  of  the 
Chairman  of  the  Workmen’s  Compensation 
Board  to  deny  authorizat  ion  to  a physician  to  ren- 
der medical  care  under  the  Workmen’s  Compensa- 
tion Law  upon  the  ground  that  his  other  full-time 
employment  by  the  State  of  New  York  would 
make  him  unavailable  at  all  times  to  testify  at 
referee  and  board  hearings.  In  this  request  the 
Attorney  General  was  informed  that  the  physi- 
cians had  been  recommended  as  duly  qualified  by 
the  Medical  Society. 

“Under  date  of  August  19,  1947,  Nathaniel  L. 
Goldstein,  the  Attorney  General,  submitted  his 
reply,  a copy  of  which  was  received  in  our  office  on 
November  19,  reading  as  follows: 

“Your  letter  of  August  1 asks  my  opinion  as 
to  whether  it  is  within  the  discretion  of  the 
Chairman  of  the  Workmen’s  Compensation 
Board  to  decline  authorization  to  a physician  to 
render  medical  care  under  the  Workmen’s  Com- 
pensation Law,  upon  the  ground  that  his  other 
full-time  employment  by  the  State  of  New  York 
would  make  him  unavailable  at  all  times  to 
testify  at  referee  and  board  hearings.  You  in- 
form me  that  the  physician  has  been  recom- 
mended to  you  as  duly  qualified  by  the  medical 
society  of  the  county  in  which  his  office  is  lo- 
cated. 

“Section  13-b  of  the  Workmen’s  Compensa- 
tion Law  provides  that  upon  the  recommenda- 
tion by  a medical  practice  committee  or  medical 
society  or  board,  as  the  case  may  be,  the  Chair- 
man of  the  Workmen’s  Compensation  Board 
‘may’  authorize  physicians  to  render  medical 
care  under  the  Workmen’s  Compensation  Law 
(subd.  1),  and  that  the  recommendations  ‘shall 
be  advisory  to  the  chairman  only  and  not  be 
binding  or  conclusive  upon  him’  (subd.  2). 

“The  chairman  thus  has  discretion  to  deter- 
mine whether  or  not  a physician  recommended 
to  him  has  the  qualifications  to  merit  authoriza- 
tion. 

“I  cannot  find  that  the  mere  fact  that  a 
physician  is  a full-time  employee  of  the  state  is, 
without  more,  adequate  reason  for  denying  his 
application  for  authorization,  since  the  bases  of 
the  application,  and  accordingly  of  the  author- 
ization, are  ‘training  and  qualifications’ 
(Workmen’s  Compensation  Law  Sec.  13-b  (2). 

“Without  doubt,  the  appearance  of  a physi- 
cian at  workmen’s  compensation  hearings  is  an 
integral  part  of  his  rendering  of  medical  service 
to  employees.  The  fact  that  a physician  is  a 
full-time  employee  of  the  state  does  not,  how- 
ever, definitely  presuppose  that  he  would  be 
unable  to  fulfill  this  obligation  to  patients  whom 
he  has  treated  under  the  Workmen’s  Compensa- 
tion Law. 

“A  question  might  exist  as  to  whether  the 
conditions  of  a physician’s  employment  in  state 
service  would  permit  him  to  accept  private 
practice  at  all.  And  there  are  certain  positions 
held  by  physicians  in  state  service  which  would 
be  wholly  inconsistent  with  their  engaging  in 
private  workmen’s  compensation  practice. 

“Where  the  physician  at  the  time  of  making 
application  is  engaged  in  such  inconsistent  state 
employment  as  to  affect  his  qualifications  to 
render  full  medical  service  in  workmen’s  com- 
pensation cases,  including  the  obligation  to 


appear  when  necessary  at  workmen’s  compensa- 
tion hearings,  it  would  appear  to  me  to  be 
within  the  discretion  of  the  chairman  to  decline 
to  grant  him  authorization  during  the  continu- 
ance of  such  employment.  Of  course,  each  case 
would  require  determination  upon  its  own  par- 
ticular facts.” 

Continuing: 

“The  opinion  of  the  Attorney  General  sustains 
the  position  taken  by  the  State  Society,  and  it 
would  appear  that  we  are  on  sound  legal  ground. 

“Section  19-b  of  the  law  prohibits  physicians  in 
the  employ  of  the  Workmen’s  Compensation 
Board,  as  examiners  or  director  or  as  a member  of 
the  Industrial  Council,  from  engaging  in  any  form 
of  insurance  practice.  No  such  restrictions,  it 
would  seem,  are  placed  upon  the  physicians  in  the 
employ  of  the  state  mental  hospitals,  as  evidenced 
by  the  Civil  Practice  Act  of  this  state.  The 
Commissioner  of  Mental  Hygiene,  in  a communi- 
cation to  the  Director  of  our  Workmen’s  Com- 
pensation Bureau,  is  in  agreement  with  this. 

“In  the  final  paragraph  of  this  opinion  con- 
siderable discretion  is  also  given  to  the  chairman 
of  the  board  in  the  granting  or  withholding  of  such 
authorizations. 

“Your  chairman  took  this  matter  up  with  Miss 
Donlon  at  his  most  recent  conference  with  her. 
The  resolving  of  the  difficulty  would  seem  to  be 
dependent  on  the  willingness  of  the  head  of  a state 
department— in  this  instance  the  Commissioner 
of  Mental  Hygiene — to  authorize  unequivocally, 
and  without  special  permission  from  time  to  time, 
absences  by  his  staff  physicians  to  render  medical 
care  to  Workmen’s  Compensation  clients  and  to 
testify  as  required  at  Workmen’s  Compensation 
hearings. 

“The  logical  course  to  pursue  to  end  this  long 
controversy  would  be  for  the  Council  of  the  Medi- 
cal Society  to  request  that  Dr.  MacCurdy,  the 
Commissioner  of  Mental  Hygiene,  put  in  writing, 
based  on  his  own  beliefs  and  on  this  opinion  of  the 
Attorney  General,  his  authorization  permitting 
staff  physicians  in  his  department  to  render 
medical  care  to  Workmen’s  Compensation  clients 
and  to  testify  as  required  at  Workmen’s  Compen- 
sation hearings,  and  file  this  with  the  chairman  of 
the  Workmen’s  Compensation  Board.  If  this  is 
done,  we  are  of  the  opinion  that  the  authorizations 
now  recommended  by  the  Medical  Society  will  be 
granted.  Failing  in  this,  it  would  seem  necessary 
for  a physician  who  has  been  refused  authorization 
to  have  recourse  to  legal  action.” 

Group  Medical  Practice— “The  Rip  Van  Winkle 
Clinic  of  Hudson,  New  York,  is  a group  of  physi- 
cians practicing  medicine  under  the  name  of  the 
Rip  Van  Winkle  Associates  as  a partnership,  prac- 
ticing group  medicine.  They  are  registered  in  the 
county  clerk’s  office  as  doing  business  under  an 
assumed  name  other  than  their  own.  Compensa- 
tion bills  for  services  rendered  by  members  of  the 
group  are  rendered  on  billheads  of  the  Rip  Van 
Winkle  Associates,  the  name  of  the  particular  doc- 
tor rendering  the  service  being  mentioned  on  the 
bill.  Where  insurance  carriers  make  out  checks 
to  the  doctor,  the  latter  endorses  the  check  over 
to  the  Associates.  There  is  no  question  about  the 
right  of  this  group  to  practice  medicine  and  divide 
fees  under  the  provisions  of  the  Amended  Law  of 
1947  (Griffith-Milmoe  Senate  Int.  740  of  1947). 
However,  your  attention  is  drawn  to  the  fact  that 
this  law  which  amended  the  Education  Law  states 
‘no  suclj  sharing,  division,  or  apportionment  shall 
be  permitted  with  respect  to  fees  received  for 
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rendering  medical  care  and  treatment  under  the 
Workmen’s  Compensation  Law.’  A similar  cir- 
cumstance arose  in  New  York  City,  where  the  so- 
called  Metropolitan  Medical  Group,  formed  under 
the  HIP,  inquired  whether  it  was  legal  for  this 
group  to  place  compensation  fees  earned  by  doc- 
tors in  the  common  funds  of  the  group  and  share 
same.  In  accordance  with  the  provisions  of  both 
the  Workmen’s  Compensation  Law  and  the  Edu- 
cation Law,  section  one,  paragraph  f,  subdivision  2 
of  Section  1264,  such  sharing  or  apportionment  is 
illegal  in  compensation  cases. 

“This  matter  is  brought  to  the  attention  of  the 
Council  before  any  further  attempt  is  made  to 
bring  this  matter  to  the  attention  of  the  Work- 
men’s Compensation  Board  and  of  the  Rip  Van 
Winkle  Associates.” 

Your  Director  appeared  before  the  Nassau 
County  Medical  Society  on  Tuesday,  Nov.  25, 
1947,  and  conducted  a symposium  on  Workmen’s 
Compensation  problems.  On  Dec.  5 he  partici- 
pated in  an  arbitration  session  at  White  Plains. 

On  Dec.  3 he  read  a paper  on  physical 
medicine  in  relation  to  Workmen’s  Compensation 
practice  before  the  Association  of  Physicists  at 
the  Polyclinic  Hospital,  New  York  City.  On 
Dec.  6 he  appeared  as  a member  of  a panel  before 
the  American  Association  of  Anesthesiologists  to 
discuss  the  relationship  between  anesthesiology 
and  the  hospital. 

Legislation. — “The  chairman  of  the  Council 
Committee  and  the  director  of  the  Bureau  met 
with  the  chairman  of  the  Legislative  Committee 
several  weeks  ago  in  connection  with  legislation 
which  we  hope  to  have  introduced  at  the  1948 
session  of  the  Legislature.  Your  chairman  has 
further  discussed  with  the  chairman  of  the  Work- 
men’s Compensation  Board  our  legislative  pro- 
gram in  so  far  as  it  relates  to  Workmen’s  Compen- 
sation, and  a conference  is  to  be  held  on  December 
17  with  the  advisory  council  to  Miss  Donlon,  at 
which  time  the  legislative  proposals  of  the  Depart- 
ment of  Labor  will  be  presented. 

“At  this  time  the  Council  Committee  on  Work- 
men’s Compensation  would  recommend  attend 
to  the  following: 

“Senate  Bill  Int.  1708  (Mr.  Condon).  To 
amend  the  Workmen’s  Compensation  Law  in  rela- 
tion to  the  review,  revision,  or  revocation  of  physi- 
cians’ authorization.  This  bill  became  law  and 
took  effect  July  7,  1947. 

“Senate  Bill  Int.  2078  (Mr.  Ilalpern).  To 
amend  the  Workmen’s  Compensation  Law  in  rela- 
tion to  the  place  of  arbitration  of  medical  bills. 
We  approve  and  recommend  the  reintroduction  of 
this  bill.  It  would  change  the  law  to  make  the 
place  of  arbitration  of  medical  bills  in  the  county 
in  which  the  services  were  rendered  rather  than 
the  county  where  the  claimant  resides.” 

It  was  voted  that  this  be  approved. 

“Senate  Bill  Int.  2478  (Mr.  Fino).  To  amend 
the  Workmen’s  Compensation  Law  in  relation  to 
the  authorization  of  physicians,  medical  bureaus 
and  laboratories,  and  payment  of  medical  fees. 
This  bill  would  abolish  the  Medical  Practice  Com- 
mittee. 

“We  have  a mandate  from  the  House  of  Dele- 
gates regarding  this  measure. 

“Senate  Bill  Int.  618  (Mr.  Condon).  To  amend 
the  Workmen’s  Compensation  Law  in  relation  to 
the  designation  and  compensation  of  medical 
specialists  and  examinations  and  reports  by  them. 
This  bill  is  brought  before  the  Council  for  discus- 
sion and  clarification.  Both  the  chairman  of  the 


Legislative  Committee  and  the  chairman  of  the 
Workmen’s  Compensation  Committee  feel  that  in 
the  form  in  which  it  is  presented  it  is  too  dicta- 
torial though  its  objectives  are  desired.  The  bill 
involves  the  principle  of  permitting  laymen  to  pass 
on  the  qualifications  of  doctors.  It  is  recom- 
mended that  further  conference  on  this  measure 
with  Miss  Donlon  and  Mr.  Martin  be  held  and 
decision  left  to  Mr.  Martin  and  your  chairman  if 
such  decision  should  become  necessary  before  the 
next  meeting  of  the  Council.” 

It  was  voted  to  sponsor  the  amendment  to  the 
effect  that  these  appointments  be  made  from 
lists  of  physicians  recommended  or  approved 
by  the  state  or  county  medical  societies. 

It  was  voted  that  in  view  of  the  fee  schedule, 
and  the  desirability  of  enforcing  the  rendition  of 
proper  medical  care  to  claimants  without  de- 
lay, that  the  limit  be  raised  from  $25  to  $35  and 
from  $10  to  $20  for  laboratory  and  x-ray  work. 
“Senate  Bill  Int.  722  (Dr.  Bewly).  To  amend 
the  Workmen’s  Compensation  Law  in  relation  to 
the  maintenance  of  medical  bureaus  by  employers. 

“This  bill  was  passed,  and  vetoed  by  the 
Governor. 

“Our  recommendation  is  to  use  our  influence  to 
see  that  this  bill  is  not  reintroduced.  It  origin- 
ated in  Chautauqua  County It  is  a dan- 

gerous bill  and  every  effort  should  be  put  forward 
to  prevent  its  reintroduction.” 

It  was  voted  that  the  Society  use  its  influence 
to  see  that  the  bill  is  not  reintroduced. 
“Assembly  Bill  Int.  2712.  Introduced  by 
Committee  on  Rules.  An  act  to  amend  the 
Workmen’s  Compensation  Law  in  relation  to 
claims  for  services  in  connection  with  x-ray  ex- 
amination, diagnosis,  or  treatment  of  claimants  by 
licensed  laboratory  or  bureau  of  voluntary  hos- 
pital. 

“This  is  one  of  the  mandated  bills  from  the 
House  of  Delegates  which  requested  our  Council 
to  test  the  validity  of  this  act.  It  would  appear 
that  we  stand  little  chance  of  doing  anything 
about  this.  I am  informed  that  any  attempt  to 
amend  it  will  be  opposed  by  the  hospitals  and  the 
Governor.  We  would  recommend  referring  this 
to  counsel  for  advice  and  disposition.” 

The  mandate  of  the  House  was  not  to  introduce  a 
bill  but  to  test  its  legality.  In  the  opinion  of  the 
Counsel  no  case  so  far  has  presented  itself  which 
would  make  a proper  test  case. 

“Assembly  Bill  Int.  1283  (Mr.  Clancy).  To 
amend  the  Workmen’s  Compensation  Law  in 
relation  to  x-ray  diagnosis,  x-ray  treatment,  and 
radium  treatment.  This  is  an  excellent  bill.  It 
should  be  reintroduced  and  pushed  strongly.” 

It  was  voted  to  sponsor  this  bill. 

The  Committee  was  given  power  to  act  with  dis- 
cretion after  further  conference  with  Miss  Donlon 
and  Mr.  Martin  on  the  following:  Medical  Inspec- 
tion under  13-j,  to  be  in  accordance  with  Section 
13-a  (4),  that  when  an  inspection  is  made,  unless  the 
doctor  waives  his  right,  he  has  a right  to  be  present, 
and  the  patient  has  a light  to  designate  him  to  be 
present;  and  the  enforcing  of  Section  13-g  provides 
that  if  an  insurance  carrier  or  employer  does  not 
object  to  a doctor’s  bill  within  thirty  days  the  bill  is 
presumed  to  be  fair  and  reasonable. 

Dr.  Kaliski  stated  that  the  Workmen’s  Compen- 
sation Law  was  amended  in  1947  to  include  in  the 
coverage  the  executives  of  corporations. 

After  discussion,  it  was  voted  that  Dr.  Kaliski 
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be  instructed  to  take  action  in  this  matter  to  see 
that  there  is  a provision  in  the  fee  schedule  so  that 
under  such  circumstances  the  minimum  fee  sched- 
ule would  not  apply. 

Dr.  Kaliski  reported  that  it  has  just  been  dis- 
covered in  going  over  the  new  book  of  laws,  published 
by  the  Department  of  Labor  and  issued  recently, 
that  Rule  19  reads  as  follows: 

“Hospitals  may  render  bills  for  board  and  room 
accommodations,  medical  and  surgical  supplies, 
and  nursing  facilities.  Voluntary  hospitals  may 
bill  for  x-ray  services  when  rendered  by  an  x-ray 
laboratory  or  bureau  of  such  hospital  duly  licensed 
by  the  chairman.” 

So  far  this  is  in  accordance  with  the  law.  The 
rest  is  not  in  accordance  with  the  law  but  is  in  the 

rule. 

“Hospitals  may  bill  for  physiotherapeutic, 
anesthetic,  and  pathologic  services  when  rendered 
by  or  under  the  supervision  of  salaried  physicians 
on  the  staff.” 

That  is  decidedly  not  in  accordance  with  the  law. 


“The  names  and  qualifications  of  all  physicians 
and  persons  rendering  services  for  which  charges 
are  made  by  the  hospital  must  be  included  in  all 
bills,  and  all  medical  and  x-ray  reports  shall  be 
promptly  filed  with  the  Workmen's  Compensa- 
tion Board  and  with  the  employer  or  its  insurance 
carrier.  (As  amended  May  29,  1947.)” 

I would  like  to  point  out  that  the  amendment  of 
May  29,  1947,  was  an  amendment  to  Section  13-C-2 
and  had  reference  only  to  the  establishment  by  the 
hospital  of  an  x-ray  bureau,  and  nothing  else. 

We  want  to  point  out  to  the  Council  that  this  rule, 
being  widely  spread  throughout  the  state,  is  in  error 
and  should  be  amended.  The  hospital  has  no  right 
under  the  present  law  to  practice  medicine  in  pro- 
viding physical  therapeutic,  anesthetic,  and  patho- 
logic services,  which  are  deemed  the  practice  of 
medicine. 

It  was  voted  that  this  be  brought  to  the  atten- 
tion of  the  chairman  of  the  Board  to  make  such 
changes  as  are  necessary  to  make  it  comply  with 
the  law. 


CORRESPONDENCE 


The  Specialty  Boards 


To  the  Editor: 

I was  interested  in  your  editorial  in  the  June  15 
issue  entitled  “The  Problem  of  Specialty  Boards.” 
I was  particularly  interested  in  the  fact  that — after 
mature  thought,  I am  sure — you  incorporated  the 
word  “Problem”  in  the  title.  At  one  time,  I was  of 
opinion  with  you  that  the  specialty  boards  had  been 
organized  to  solve  a problem.  Now,  I am  again  of 
opinion  with  you  that  they  are  a problem.themselves. 

The  medical  profession  has  been  so  preoccupied 
in  the  last  few  years  in  warding  off  “dictatorship” 
and  “regimentation”  from  without,  that  the  possi- 
bility of  a similar  threat  arising  from  within  has 
never  occurred  to  it.  Yet  there  is  little  doubt  but 
that  the  specialty  boards  are  rapidly  acquiring  such  a 
strategic  position,  that  medical  practice  in  the 
United  States  and  Canada — hospital  appointments, 
salaried  positions  and  teaching  posts — will  be  under 
the  control  of  a handful  of  men  within  a few  years. 

A number  of  deals  have  already  been  negotiated 
by  which  a premium  has  been  set  upon  certification 
in  respect  to  all  these  phases  of  medical  education 
and  practice. 

Power  acquired  by  assumption  invites  abuse  and 
forceful  assert, ion  bears  no  relation  to  the  truth. 

It  is,  therefore,  possible  that  the  “boards,”  in 
addition  to  being  dictatorial,  may  also  be  wrong. 

I,  for  example,  have  spent,  my  professional  life- 
time in  the  field  of  diseases  of  the  chest.  The  boards, 


however,  say  that  there  is  no  such  specialty.  In- 
surance companies  have  long  since  recognized  that 
physical  and  x-ray  diagnosis,  bronchoscopy,  and 
surgery,  as  applied  to  chest  diseases,  belong  together. 
But  not  the  boards.  They  say  that  we  must  behave 
as  our  fathers  did  and  that  if  we  dare  to  deviate 
from  the  standard  pattern,  we  do  so  at  the  risk  of 
our  professional  careers. 

There  is  no  doubt  that  they  are  wrong  and  that, 
however  arbitrary  they  may  wish  to  be,  time  will 
force  their  hands.  But,  in  the  interval,  many  a 
young  devotee  of  this  specialty  will  be  made  to  suffer 
from  unfair  and  inferior  competition  because  the 
boards  have  written  their  decree  against  him. 

The  field  of  medical  practice  today  needs,  above 
all  else,  cooperation,  coordination,  and  the  blending 
of  minds  and  talents.  The  men  of  medicine,  as  I 
have  learned  to  know  them,  are  ready,  beyond  any 
other  group  of  human  workers,  to  compromise  and 
sacrifice  for  the  benefit  of  the  consumer.  Coopera- 
tion and  coordination  are  destroyed  by  accentuating 
lines  of  cleavage. 

Are  the  specialty  boards  good  or  bad?  Did  they 
solve  a problem  or  become  a problem?  Unfortu- 
nately, after  fourteen  years  of  experience,  the  ques- 
tion recurs  with  poignant  insistence! 

Milton  Sills  Lloyd,  M.D. 

6G7  Madison  Avenue,  New  York  City 
November  12,  1947 
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Drive  Will  Stress  Rheumatic  Fever 


A CAMPAIGN  to  arouse  the  public  to  the  threat 
of  rheumatic  fever  will  be  part  of  the  1948 
drive  by  Irvington  House  to  meet  the  largest  budget 
in  its  history,  $202,000.  The  institution,  which 
cares  for  children  with  heart  disease,  is  located  at 
Irvington-on-Hudson. 

Forty  per  cent  of  all  heart  deaths  in  the  United 
States  are  caused  by  rheumatic  fever,  with  the 
greatest  threat  to  children,  according  to  a state- 
ment by  Mrs.  Edwin  H.  Koehler,  president  of  Irving- 
ton House.  One  million  young  Americans  are 
estimated  to  be  suffering  from  handicaps  of  the  dis- 
ease, the  report  said. 

Irvington  House,  which  has  no  endowment,  de- 
pends on  contributions  collected  each  year,  Mrs. 


Koehler  said.  One  hundred  boys  and  girls,  between 
6 and  16  years  of  age,  receive  free  care  at  the  sana- 
torium for  as  long  as  four  years.  The  children  are  ad- 
mitted from  the  clinics  of  forty  hospitals  in  New 
York  and  Westchester  County. 

Within  the  last  twenty-seven  years,  Mrs.  Koehler 
said,  Irvington  House  has  expanded  from  a vacation 
cottage  for  children  from  the  public  schools’  cardiac 
classes  to  a model  sanatorium.  The  house  main- 
tains an  aftercare  department  that  watches  over  the 
physical  welfare  of  more  than  3,200  young  people 
who  have  been  cared  for. 

“Have  a Heart — Help  Save  a Child’s  Heart”  will 
be  the  slogan  of  the  campaign,  the  fifth  conducted 
by  the  group. 


Columbia  Receives  Grants  to  Study  Problems  of  Aging 


COLUMBIA  University  has  been  awarded  a grant 
of  $31,500  by  the  Rockefeller  Foundation  for  the 
“investigation  of  the  interaction  of  hereditary  and 
environmental  factors  in  relation  to  problems  of 
aging,”  according  to  an  announcement  by  Dr. 
Willard  C.  Rappleye,  dean  of  the  Faculty  of  Medi- 
cine. In  the  study,  the  health  status  and  activities 
of  New  York  State  twins  over  sixty  years  of  age  who 
reside  in  institutions  for  the  aged  are  being  com- 
pared with  those  of  twins  outside  institutions. 

The  grant  is  a renewal  of  an  original  gift  made  by 
the  Foundation  in  1945  to  the  New  York  State 
Psychiatric  Institute,  a part  of  the  Columbia-Pres- 
byterian  Medical  Center.  The  fund  will  carry  on 
the  investigation,  which  is  the  first  of  its  kind  ever 
attempted,  for  three  more  years. 

Dr.  Franz  J.  Kallmann,  associate  in  the  depart- 
ment of  psychiatry  where  the  study  is  being  con- 
ducted, said  the  project  was  undertaken  in  order  to 
gain  information  as  to  the  complex  interplay  of  the 
biologic  (genetic),  social,  and  psychologic  factors 
which  may  be  essential  in  the  preservation  of  the 
physical  and  mental  health  in  older  groups.  The 
work  is  being  accomplished,  Dr.  Kallmann  said,  with 


the  cooperation  of  the  State  of  New  York  Depart- 
ments of  Mental  Hygiene,  Social  Welfare,  and 
Health,  and  with  the  active  aid  of  the  general  public, 
the  medical  profession,  and  a number  of  local  and 
private  welfare  agencies. 

The  present  number  of  senescent  twins  available 
for  continuous  observation  totals  more  than  1,500 
persons,  ranging  in  age  from  sixty  to  ninety-four. 
They  have  volunteered  to  supply  needed  infor- 
mation. The  twins  include  more  than  300  pairs  of 
whom  both  members  are  still  alive  and  actively  co- 
operating by  providing  life  histories  and  the  extent 
of  their  activity  in  aging  years. 

Dr.  Kallmann  said  that  the  analysis  of  this  data 
will  afford  the  valuable  opportunity  to  study  life 
histories  of  twins  in  relation  to  the  many  problems 
of  aging  and  longevity  and  the  mental  health  as- 
pects of  marital  adjustment,  mate  selection,  and  the 
effect  of  working  habits.  There  is  still  a need  for 
twins  of  more  than  sixty  years  of  age  in  New  York 
City  to  participate  in  the  study,  Dr.  Kallmann  said. 
Those  interested  are  asked  to  communicate  with  the 
Department  of  Psychiatry,  722  West  168th  Street, 
New  York  City  32. 


VA  Hospital  Sponsoring  Course  in  Child  Psychiatry 


A NINE-MONTH  practical  and  didactic  course 
in  child  psychiatry  for  psychiatric  residents  of 
the  Veterans  Administration  Hospital,  Bronx,  in 
cooperation  with  the  Child  Guidance  Institute  of 
the  Jewish  Board  of  Guardians,  New  York  City,  was 
inaugurated  recently.  • 

The  course  of  instruction  covers  thirty-six  weeks, 
seventeen  and  one-half  hours  weekly.  The  teach- 
ing faculty  includes  Dr.  J.  II.  W.  Van-Ophuijsen, 
chief  psychiatric  consultant  of  the  Child  Guidance 
Institute;  Dr.  Maurice  R.  Friend,  psychiatric  train- 
ing supervisor,  and  Oscar  Sternbach,  casework 
consultant.  The  program  is  comprehensive  in 
scope,  and  includes  theoretic  material  on  child 


development,  psychopathology  and  psychotherapy 
of  the  child,  social  casework  principles,  and  com- 
munity resources.  In  addition,  an  opportunity  is 
provided  for  supervised  treatment  of  children  and 
mothers. 

The  opportunity  to  study  emotionally  disturbed 
children  is  in  accordance  with  specialty  requirements 
of  the  Board  of  Neurology  and  Psychiatry.  An 
interesting  feature  of  the  program  is  its  emphasis  on 
supervised  practice  in  psychotherapy  with  children 
in  t he  setting  of  a community  child  guidance  agency. 
A special  seminar  is  provided  on  the  contributions 
which  modern  psychiatric  social  work  has  made  to 
skills  in  child  guidance  practice. 
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Cancer  Research  Underway  at  Columbia  University 


COLUMBIA  University  has  received  funds  total- 
ing $28,376  from  the  American  Cancer  Society, 
Inc.,  for  research  and  study  on  cancer.  The  funds 
were  payment  on  part  of  the  numerous  projects 
underway  on  cancer  research  at  the  University. 

One  of  the  largest  gifts — $7,368 — was  for  the  con- 
tinued study  of  the  application  of  the  isotope  technic 
to  the  problems  of  clinical  medicine  in  man.  The 
work  is  being  carried  on  by  the  department  of  bio- 
chemistry, in  the  University’s  College  of  Physicians 


and  Surgeons.  Among  the  other  projects  provided 
for  in  the  funds  were:  research  on  cells  in  vitro,  and 
research  on  nucleic  acid  of  normal  and  cancer  tissues, 
both  by  the  department  of  surgery;  and  a study  of 
animal  tissues  by  the  department  of  medicine. 

In  addition,  Columbia  also  announced  receipt  of  a 
payment  of  $2,250  from  the  New  York  City  Cancer 
Committee  of  the  American  Cancer  Society  for 
clinical  research  on  gynecologic  cancer  to  be  carried 
on  by  the  department  of  obstetrics  and  gynecology. 


MEETINGS 

PAST 


Saranac  Lake  Medical  Society 

A discussion  of  streptomycin  featured  the  meeting 
of  the  Saranac  Lake  Medical  Society  held  January  7 
at  the  Saranac  Laboratory.  Speakers  included  Dr. 
Nicholas  D’Esopo,  United  States  Veterans  Hospital, 
Sunmount;  Dr.  Gordon  Meade,  Trudeau  Sanator- 
ium, and  Dr.  James  Monroe,  Ray  Brook  Sanatorium. 

Participating  in  the  discussion  were  Dr.  E.  N. 
Packard,  Trudeau  Sanatorium,  and  Drs.  J.  N.  Hayes 
and  Henry  Leetch,  of  Saranac  Lake. 

The  Society  of  Medical  Jurisprudence 

Medical  jurisprudence  from  the  standpoints  of  the 
physician  and  the  lawyer  were  topics  of  two  speakers 
at  the  630th  meeting  of  the  Society  of  Medical 
Jurisprudence,  held  at  the  New  York  Academy  of 
Medicine,  New  York  City,  on  January  12. 

Dr.  Theodore  J.  Curphey,  president  of  the  Ameri- 
can Society  of  Clinical  Pathologists  and  chief  medi- 


cal examiner  of  Nassau  County,  spoke  on  “Medical 
Jurisprudence  from  the  Standpoint  of  the  Physician, 
with  Special  Reference  to  the  Role  of  the  Patholo- 
gist,” and  Edward  Holloway,  president  of  the 
Society  of  Medical  Jurisprudence,  discussed  “Medi- 
cal Jurisprudence  from  the  Standpoint  of  the 
Lawyer.” 

Rome  and  Murphy  Memorial  Hospital 

A program  of  postgraduate  instruction  arranged 
by  the  Medical  Society  of  the  State  of  New  York  in 
cooperation  with  the  State  Department  of  Health, 
was  presented  at  a staff  meeting  of  the  Rome  and 
Murphy  Memorial  Hospital  on  January  20  in  Rome. 

Guest  speaker  was  Dr.  Richard  H.  Lyons,  profes- 
sor of  medicine,  Syracuse  University  College  of 
Medicine,  whose  topic  was  “Some  Recent  Advances 
in  Therapy.” 


FUTURE 


New  York  City  Department  of  Health 

A 1948  winter-spring  seminar  for  physicians  on 
the  diagnosis,  treatment,  and  management  of  ven- 
ereal diseases  is  being  held  on  Saturday  mornings  at 
the  New  York  City  Department  of  Health  building, 
125  Worth  Street,  Manhattan,  starting  at  10:30 
a.m.  No  registration  or  fee  is  required. 

Meetings  scheduled  during  February,  with  topics 
and  speakers,  are: 

February  7 — “Interpretation  of  Serological  Tests 
for  Syphilis,”  Dr.  R.  C.  Arnold,  senior  surgeon, 
Venereal  Disease  Research  Laboratory,  U.S.  Public 
Health  Service. 

February  14 — “Latent  Syphilis,”  Dr.  Bernard  I. 
Kaplan,  physician,  Sing  Sing  Prison. 

February  21 — “Cardiovascular  Syphilis,”  Dr. 


Samuel  S.  Paley,  cardiologist,  Bronx  and  Harlem 
hospitals. 

February  28 — “Syphilis  in  Pregnancy,”  Dr. 
Norman  Ingraham,  associate  director,  Institute  for 
the  Study  of  Venereal  Disease,  University  of  Penn- 
sylvania. 

New  York  Tuberculosis  and  Health  Association 

The  annual  conference  of  the  New  York  Tuber- 
culosis and  Health  Association  will  be  held  March  9, 
1948,  at  the  Hotel  Pennsylvania,  New  York  City. 

Authorities  on  tuberculosis,  social  hygiene,  and 
health  education  will  present  papers  at  morning  and 
afternoon  sessions,  and  a guest  speaker  will  be  at  the 
luncheon  meeting. 

The  Tuberculosis  Sanatorium  Conference  of 
Metropolitan  New  York  will  meet  simultaneously,  to 
elect  officers  for  the  coming  year. 


PERSONALITIES 


Retired 

Dr.  Joseph  Day  Olin,  Watertown,  after  43  years 
oUpractice,  retired  January  1 at  the  age  of  seventy- 
three.  A graduate  of  Albany  Medical  College  in 
1904,  Dr.  Olin  was  associated  with  Dr.  L.  II.  Neu- 
man in  Albany,  before  establishing  general  practice 
jn  Watertpwp  jn  1907;  after  15  years,  limited  his 


practice  to  urology;  was  chief  urologist  of  medical 
staffs  of  House  of  the  Good  Samaritan  and  Mercy 
Hospital ; member  Jefferson  County  Medical  Society. 

Honored 

Dr.  William  Lathrop  Love,  East  Hampton,  who 
was  recently  awarded  a certificate  for  “Distinguished 
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and  Exceptional  Public  Service”  by  the  New  York 
City  Department  of  Hospitals,  and  the  honor  of 
“Consultant  for  Life”...  Dr.  Marvin  Proctor, 
assisting  visiting  ophthalmologist,  Yonkers  General 
Hospital,  who  received  a diploma  making  him  a 
diplomate  of  the  American  College  of  Ophthal- 
mology, was  given  a testimonial  dinner  on  his  receipt 
of  the  diploma  and  for  his  “outstanding  work  in  the 
community”  by  Westchester  Academy  of  Medicine 
in  Rye  recently. 

Appointed 

Dr.  L.  Edward  Cotter,  Red  Hook,  as  assistant 
county  medical  examiner  in  Dutchess  County,  suc- 
ceeding Dr.  John  F.  Rogers,  who  retired  December  1, 
1947. . .Dr.  Franklyn  B.  Amos,  Delmar,  as  director 
of  the  new  Office  of  Professional  Recruitment  and 
Training,  in  the  State  Department  of  Health. 

Speakers 

Dr.  David  Abrahamsen,  research  associate, 
Department  of  Psychiatry,  Columbia  University,  a 
series  of  four  lectures  on  “What  Makes  a Criminal,” 
on  January  9,  16,  23,  and  30,  at  the  New  School, 
New  York  City... Dr.  John  J.  Bourke,  executive 
director  of  the  Joint  Hospital  Survey  and  Planning 
Commission  of  New  York  State,  on  “Highlights  in 


Hospital  Planning,”  at  a meeting  of  Fort  Orange 
Chapter,  American  Association  of  Social  Workers, 
at  Albany  Hospital  on  December  15.  . .Dr.  Donald 
A.  Covalt,  New  York  University  Medical  School, 
and  Dr.  Richard  Kovacs,  New  York  Polyclinic 
Medical  School,  at  the  postgraduate  course  in  physi- 
cal medicine  and  rehabilitation,  to  be  sponsored  bv 
the  University  of  Texas,  Medical  Branch,  from 
March  1 to  5,  1948,  in  Galveston,  Texas.  . .Dr. 
Anoch  H.  Lewert,  Jamaica,  chairman  of  the  ortho- 
pedic section  of  the  Queens  County  Medical  Society, 
who  discussed  special  problems  in  providing  facilities 
for  Queens,  and  aspects  of  cerebral  palsy  treatment, 
at  a meeting  of  the  Queens  Chapter  of  the  Cerebral 
Palsy  Society  of  New  York  City,  on  November  24. 

New  Offices 

Dr.  Allen  G.  Gifford,  who  served  for  more  than 
five  years  in  the  Army  Medical  Corps,  in  Pacific 
theater  with  31st  Division,  resumed  general  practice 
in  Troy.  . .Dr.  Samuel  Livingstone,  general  practice 
in  Madrid.  . .Dr.  Gerald  C.  Matura,  who  served  in 
U.S.  Army  and  was  stationed  with  164th  General 
Hospital  in  France,  general  practice  in  Schenectady 
. . .Dr.  A.  L.  Soresi,  New  York  City,  practice  limited 
to  treatment  of  pain  and  postoperative  adhesions. 


COUNTY  NEWS 


Allegany  County 

The  Allegany  County  Medical  Society  has  unani- 
mously endorsed  the  plan  for  the  proposed  Allegany 
county  Health  Department,  now  under  considera- 
tion. The  plan,  as  outlined,  would  improve  the 
health  of  the  citizens  through  establishing  a modern 
health  department  to  control  disease,  improve  sani- 
tation, and  assure  continued  hospital  facilities. 

At  the  present  time,  each  village  and  town  in  the 
county  has  its  own  health  district,  administered  by 
part-time  health  officers,  and  the  proposed  plan 
would  do  away  with  duplication  and  overlapping 
services,  and  have  a staff  of  trained,  full-time 
workers. 

Broome  County 

Dr.  J.  A.  Curran,  president  of  the  Long  Island 
College  of  Medicine,  spoke  on  “An  Interesting 
Aspect  of  Medical  Economics”  at  the  annual  meeting 
of  the  Broome  County  Medical  Society,  held  Decem- 
ber 9 in  Binghamton. 

Chautauqua  County 

With  the  cooperation  of  the  Chautauqua  County 
Medical  Society  committee  for  cancer  research,  of 
which  Dr.  Van  S.  Laughlin,  Westfield,  is  chairman, 
the  Chautauqua  County  branch  of  the  American 
Cancer  Society  is  now  being  organized. 

Object  of  the  county  branch  will  be  to  coordinate 
within  the  boundaries  of  the  county  the  activities  of 
the  New  York  State  division  of  the  society.  A com- 
mittee composed  of  physicians  and  laymen  has  been 
named  to  select  officers  and  directors. 

Dutchess  County 

Dr.  Scott  Lord  Smith,  Poughkeepsie,  commented 
upon  the  work  of  the  county  physicians  in  the  city 
and  county  public  assistance  departments,  at  the 
meeting  of  the  Dutchess  County  Medical  Society  in 


December,  emphasizing  the  need  for  younger  mem- 
bers of  the  Society  to  cooperate. 

Members  voted  that  a dinner  be  held  in  honor  of 
Dr.  Robert  W.  Andrews,  Dr.  F.  Howell  Greene,  and 
other  members  of  the  Society  who  have  practiced  for 
fifty  years  or  more. 

Officers  nominated  for  1948  include:  Dr.  Louis  W. 
Stoller,  president;  Dr.  Clifford  A.  Crispell,  vice- 
president;  Dr.  John  F.  Rogers,  secretary-treasurer, 
and  Drs.  Donald  Malven,  Alexis  Leonidoff,  and 
Scott  Lord  Smith,  delegates. 


At  the  January  meeting  of  the  County  Society, 
held  January  14  at  the  Hudson  River  State  Hos- 
pital, Poughkeepsie,  Dr.  Edward  McDonald,  as- 
sociate professor  of  gynecology  at  Albany  Medical 
College,  spoke  on  “Hysterectomy.” 


The  Physician  Veterans  of  Dutchess  County  met 
on  December  15,  and  elected  the  following  officers: 
Dr.  Neil  C.  Stone,  president;  Dr.  Archie  L.  Neigh- 
bors, first  vice-president;  Dr.  Philip  V.  Buckley, 
second  vice-president,  and  Dr.  Harold  C.  Rosenthal, 
secretary-treasurer. 

Members  of  the  executive  committee  are  Drs. 
John  Turiga,  E.  Alan  Larkin,  Arthur  Robbins,  and 
Frederick  Zipser. 

Erie  County 

Dr.  E.  Dean  Babbage  was  elected  president  of  the 
Erie  County  Medical  Society  at  the  annual  meeting 
December  18  in  Buffalo,  and  assumed  office  at  the 
first  1948  meeting  on  January  27. 

Serving  with  him,  as  officers,  are:  Dr.  Roy  L. 
Scott,  first  vice-president;  Dr.  Stephen  A.  Graczyk, 
second  vice-president;  Dr.  Helen  G.  Walker,  secre- 
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tary;  Dr.  Everett  A.  Woodworth,  treasurer,  and 
Drs.  Arthur  F.  Glaeser,  Donald  R.  McKay,  Joseph 
O’ Gorman,  and  Harry  C.  Guess,  delegates. 

At  the  annual  meeting  in  December,  it  was  voted 
to  increase  the  annual  dues  from  $20  to  $25. 


Long  the  dream  of  Dr.  William  H.  Handel,  Erie 
County  medical  director,  the  Erie  County  Depart- 
ment of  Health  began  its  official  existence  on  Janu- 
ary 1,  1948.  Named  as  county  health  commissioner 
is  Dr.  Berwyn  F.  Mattison,  Yonkers. 

Greene  County 

Members  of  the  Greene  County  Medical  Society 
have  endorsed  the  Doctors’  Plan  of  the  United 
Medical  Service,  which  already  has  13,000  doctors 
in  the  New  York  area  participating,  and  700,000 
subscribers. 

Herkimer  County 

Dr.  Robert  W.  Dennis,  Herkimer,  was  elected 
president  of  the  Herkimer  County  Medical  Society 
at  the  annual  meeting  held  December  9 in  Herkimer. 
Also  elected  were:  Dr.  Nicholas  Lill,  Dolgeville, 
first  vice-president;  Dr.  Ernest  Enzien,  Frankfort, 
second  vice-president;  Dr.  W.  Jennings  MacDonald, 
Mohawk,  third  vice-president,  and  Dr.  Roy  C. 
Knowles,  Little  Falls,  secretary-treasurer. 

Speaker  at  the  meeting  was  Mr.  Thomas  E. 
Walsh,  of  the  public  relations  bureau  of  the  State 
Society. 

Jefferson  County 

Dr.  Richard  H.  Lyons,  professor  of  medicine, 
Syracuse  University  College  of  Medicine,  was  guest 
speaker  at  the  meeting  of  the  Jefferson  County 
Medical  Society  on  January  8 in  Watertown.  His 
topic  was  “Some  Recent  Advances  in  Therapy.” 

The  program  was  postgraduate  instruction  ar- 
ranged by  the  Council  Committee  on  Public  Health 
and  Education  of  the  State  Society. 

Kings  County 

Former  presidents  of  the  Pediatric  Section  of  the 
Kings  County  Medical  Society  ware  honored  by  the 
presentation  of  certificates  of  merit  at  the  meeting 
of  the  Section  on  January  26  in  Brooklyn. 

Receiving  certificates  were  Drs.  Charles  F.  Fisher, 
Harry  Apfel,  Harry  R.  Litchfield,  Ben  Stoloff, 
Sydney  Nussbaum,  Irwin  Schiff,  Harry  S.  Bikoff, 
Abraham  M.  Litvak,  and  Henry  Rascoff.  Dr. 
Sidney  Kramer,  because  of  his  duties  as  director  of 
laboratories  for  the  state  of  Michigan  at  Lansing, 
was  unable  to  attend  and  receive  his  certificate. 

The  presentations  were  made  by  Dr.  A.  W.  Martin 
Marino,  president  of  the  Kings  County  Medical 
Society. 

At  this  meeting,  guest  speaker  was  Dr.  H.  W. 
Dargeon,  who  discussed  “Neoplastic  Diseases  in 
Infancy  and  Childhood.” 


Dr.  Lawson  Wilkins  will  speak  on  “Endocrine 
Disturbances”  at  the  next  meeting  of  the  Pediatric 
Section,  to  be  held  February  23  at  t he  Kings  County 
Medical  Society  Building,  Brooklyn,  beginning  at 
9 P.M. 

Madison  County 

Dr.  Richard  B.  Cuthbert,  Canastota,  was  re- 
elected president  of  the  Madison  County  Medical 
Society  at  its  annual  meeting  November  27inOneida. 


Dr.  Eugene  W.  Carpenter,  Jr.,  was  elected  vice- 
president;  Dr.  Francis  Pfaff,  secretary;  Dr.  J. 
Frederick  Rommell,  Jr.,  treasurer,  and  Dr.  Felix 
Ottaviano,  delegate. 

Monroe  County 

General  practitioners  may  obtain  greater  repre- 
sentation on  the  staffs  of  hospitals,  as  the  result  of 
an  effort  begun  by  the  Monroe  County  Medical 
Society  at  its  meeting  December  9,  when  members 
adopted  a motion  to  hold  a special  meeting  during 
the  next  three  months  for  a detailed  investigation  of 
the  matter. 

Dr.  Ellis  B.  Soble  was  elected  president  of  the 
Society,  at  the  elections  conducted  at  this  meeting. 
Serving  with  him  are:  Dr.  John  J.  Finigan,  vice- 
president;  Dr.  Joseph  A.  Lane,  secretary;  Dr.  John 
L.  Norris,  treasurer,  and  Drs.  Charles  S.  Lakeman 
and  Joseph  P.  Henry,  delegates  to  the  State  Society. 


Sponsored  by  the  Monroe  County  Medical 
Society,  a series  of  broadcasts  are  being  presented  on 
Saturday  afternoons  over  Station  WHAM,  Roches- 
ter. Theme  for  this  year  is  “Your  Doctor  Speaks 
on  Health  and  Disease.” 

Broadcasts  during  January  included: 

January  10 — “Winter  Hazards,”  Dr.  Harry 
Hanson  and  Mr.  Edward  Smith,  Rochester  Safety 
Council. 

January  17 — “Infantile  Paralysis,”  Dr.  Henry  B. 
Crawford  and  associates. 

January  24 — “Diseases  of  the  Skin,”  Drs.  James 
M.  Markin  and  J.  P.  Freedman. 

January  31 — “Medical  and  Surgical  Aspects  of 
the  Peptic  Ulcer,”  Drs.  Leonard  Horn  and  Edw'ard 
W.  Douglas. 

Nassau  County 

A holiday  dinner  dance  wras  held  December  5 at 
the  Garden  City  Hotel  by  members  of  the  Nassau 
County  Medical  Society  and  their  guests.  Chair- 
man of  the  entertainment  committee  was  Dr.  Waltef 
C.  Freese. 


Under  the  sponsorship  of  the  Nassau  County 
Tuberculosis  Hospital,  the  Nassau  County  Depart- 
ment of  Health,  the  Nassau  County  Tuberculosis 
and  Public  Health  Association,  and  the  public  health 
committee  of  the  Nassau  County  Medical  Society, 
a village  x-ray  campaign  was  held  in  Valley  Stream 
December  9,  10,  and  11.  Members  of  the  Valley 
Stream  Kiwanis  Club,  of  the  Girl  Scouts,  and  of  the 
Red  Cross  chapter  assisted  as  receptionists  and 
clerical  workers. 

New  York  County 

The  Board  of  Estimate,  at  its  meeting  December 
4,  rejected  the  City  Planning  Commission’s  recent 
zoning  amendment  under  which  doctors  and  dentists 
not  living  in  multiple  dwellings  in  residential  dis- 
tricts could  have  maintained  offices  on  either  of  the 
first  two  Hoors  of  such  structures.  The  proposed  — > 

zoning  change,  which  had  been  approved  by  the 
New  York  County  Medical  Society  and  Dr.  Dean 
Clark,  director  of  the  Health  Insurance  Plan  of  New 
York,  was  ordered  sent  back  to  the  City  Planning 
Commission  for  further  study. 

In  urging  approval  of  the  change,  the  New  York 
County  Medical  Society  declared  that  it  was  neces- 
sary to  avoid  eviction  of  many  doctors  now  main- 
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taining  offices  on  the  second  floors  of  multiple-dwel- 
ling units. 

When  it  rejected  the  amendment,  the  Board  had 
before  it  communications  from  organizations  of 
podiatrists,  physiotherapists,  optometrists,  and 
architects,  asking  that  their  professions  be  covered 
by  the  zoning  change. 

Niagara  County 

Dr.  William  W.  Pierce,  Lockport,  was  elected 
president  of  the  Niagara  County  Medical  Society  at 
its  annual  meeting  in  Lewiston  on  December  9. 

Others  elected  were:  Dr.  Joseph  A.  D’Errico, 
Niagara  Falls,  president-elect;  Dr.  Ernest  M.  G. 
Rieger,  Niagara  Falls,  vice-president;  Dr.  Charles 
M.  Dake,  Jr.,  Niagara  Falls,  secretary,  and  Dr. 
Frederick  A.  Lowe,  Niagara  Falls,  treasurer. 

Dr.  William  A.  Peart,  Sanborn,  was  elected  dele- 
gate to  the  State  Society. 

Onondaga  County 

Dr.  J.  G.  Fred  Hiss  was  elected  president  of  the 
Onondaga  County  Medical  Society  at  its  meeting 
December  2 in  Syracuse. 

Other  officers  are:  Dr.  Lawrence  E.  Ehegartner, 
vice-president;  Dr.  Irving  L.  Ershler,  secretary; 
Dr.  A.  Carl  Hofmann,  treasurer,  and  Drs.  Leo  E. 
Gibson  and  Walter  W.  Street,  delegates. 


Syracuse  needs  a new  hospital  with  400  to  600 
beds,  according  to  a committee  report  of  the  Onon- 
daga County  Medical  Society,  prepared  by  Dr. 
Gordon  D.  Hoople  and  his  investigating  committee. 

Even  by  special  action  of  doctors  and  hospital 
aut  horities,  the  critical  shortage  of  hospital  beds  can- 
not be  solved,  the  report  indicates.  Statistics  in- 
cluded show  that  the  total  of  general  hospital  beds 
at  present  is  1,196,  and  should  be  increased  to  1,500. 

Queens  County 

Dr.  Alfred  Angrist,  Jamaica,  was  installed  as 
president  of  the  Queens  County  Medical  Society  at 
its  January  meeting,  together  with  new  officers 
chosen  at  the  annual  meeting  in  December. 

Elected  to  office  were:  Dr.  Arthur  A.  Fischl, 
Astoria,  president-elect;  Dr.  Ezra  A.  Wolff,  Forest 
Hills,  secretary;  Dr.  William  Benenson,  Flushing, 
assistant  secretary;  Dr.  David  Raskind,  Forest 
Hills,  treasurer,  and  Dr.  C.  Darwin  Gackenheimer, 
Jamaica,  assistant  treasurer. 

New  members  of  the  group  are  Dr.  Bertram  W. 
Miller,  Flushing;  Dr.  Fred  R.  Brown,  Forest  Hills; 
Drs.  Grace  Frank  and  Eugene  S.  Kaplan,  both  of 
Jamaica;  Dr.  Jeptha  It.  MacFarlane,  Bellaire;  Dr. 
Aldo  M.  Palmisano,  St.  Albans;  Dr.  W.  Gordon 
Podolsky,  Bayside;  Drs.  Louis  A.  Price  and  Akram 
Shaoul,  both  of  Jackson  Heights,  and  Dr.  Joseph  H. 
Siris,  Kew  Gardens. 


Rensselaer  County 

Dr.  Clement  J.  Handron  was  elected  president  of 
the  Rensselaer  County  Medical  Society  at  the  an- 
nual meeting  held  .December  9 in  Troy. 

Other  officers  elected  include:  Dr.  Elizabeth 

Palmer,  vice-president,  Dr.  H.  F.  Albrecht,  Jr., 
secretary;  Dr.  Henry  C.  Engster,  treasurer,  and 
Drs.  R.  P.  Doody  and  S.  11.  Curtis,  delegates. 

Richmond  County 

Postgraduate  instruction,  arranged  for  the  Rich- 
mond County  Medical  Society  by  the  Council  Com- 
mittee on  Public  Health  and  Education  of  the  State 
Society,  will  be  held  on  Friday  afternoons  during 
February  and  March,  at  the  United  States  Marine 
Hospital,  Stapleton,  Staten  Island,  beginning  at 
4:30  p.m. 

The  topics  and  speakers  for  the  four  sessions  in 
February  include: 

February  6 — “Headache  Mechanisms,”  Dr.  E. 
Charles  Kunkle,  instructor  in  medicine,  Cornell 
University  Medical  College. 

February  13 — “Nervous  Conditions  Associated 
with  Allergy,”  Dr.  Foster  Kennedy,  professor  of 
clinical  medicine,  Cornell  University  Medical  College. 

February  20 — “Recent  Advances  in  Psychiatry,” 
Dr.  S.  Bernard  Wortis,  professor  of  psychiatry,  New 
York  University  College  of  Medicine. 

February  27 — “The  Diagnosis  and  Treatment  of 
Anemia,”  Dr.  Paul  Recnikoff,  professor  of  clinical 
medicine,  Cornell  University  Medical  College. 

St.  Lawrence  County 

“Virus  Pneumonia”  was  discussed  by  Dr.  Paul  C. 
Clark,  associate  professor  of  clinical  medicine  and 
assistant  professor  of  clinical  pathology,  Syracuse 
University  College  of  Medicine,  at  the  meeting  of 
the  St.  Lawrence  County  Medical  Society  on  Janu- 
ary 15  at  Potsdam. 

Schenectady  County 

Dr.  Nelson  H.  Rust,  Scotia,  was  elected  president 
of  the  Schenectady  County  Medical  Society  at  the 
annual  meeting  December  4 in  Schenectady,  suc- 
ceeding Dr.  Harry  R.  Reynolds. 

Dr.  Stuart  F.  MacMillan  was  elected  vice-presi- 
dent. Re-elected  were  Dr.  Ralph  E.  Isabella,  secre- 
tary, and  Dr.  Harry  Miller,  treasurer. 

The  elections  were  followed  by  a dinner  meeting, 
at  which  music  was  furnished  by  Dr.  Glen  Smith  and 
his  Medical  Society  orchestra. 

Suffolk  County 

Dr.  George  E.  Anderson,  clinical  professor  of 
medicine  at  the  Long  Island  College  of  Medicine, 
spoke  on  “Diabetes  Mellitus”  at  the  meeting  of  the 
Suffolk  County  Medical  Society  held  January  28  in 
Patchogue. 

The  program  of  postgraduate  instruction  was 
arranged  by  the  State  Society  in  cooperation  with 
the  State  Department  of  Health. 


Note  the  dates  for  the  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York — 
May  17  to  21,  1948,  Hotel  Pennsylvania,  New  York  City. 
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Experimental  Mental  Hygiene  Clinic  to  Open  in  Brooklyn 


AN  EXPERIMENTAL  mental  hygiene  clinic  to 
discover  how  mental  hygiene  services  can  be 
brought  by  the  Health  Department  to  the  mass  of 
New  Yorkers,  at  a price  they  can  afford,  is  to  be 
opened  this  month  at  the  Red  Hook-Gowanus 
Health  Centre  in  Brooklyn. 

The  staff  will  be  headed  by  a half-time  psychia- 
trist, a full-time  psychologist,  a psychiatric  nurse, 
psychiatric  social  worker,  and  a secretary.  For 
the  present,  only  residents  of  the  district  will  be 
served.  Psychotic  and  neurotic  cases  will  not  be 
treated  at  the  new  clinic,  which  is  designed  for  lesser 
mental  disturbances  that  threaten  to  develop  into 
serious  disease  if  untreated,  but  will  be  referred  to 
hospitals  in  the  borough. 


Another  duty  of  the  clinic’s  staff  will  be  to  instruct 
the  other  Health  Department  clinical  workers 
throughout  the  city  in  recognizing  incipient  mental 
ills.  Research  into  the  mental  health  of  the  Red 
Hook-Gowanus  district,  one  of  the  poorest  in  New 
York  City,  also  will  be  attempted. 

Policy  will  be  set  by  an  advisory  committee 
named  by  Health  Commissioner  Harry  S.  Mustard 
under  the  advice  of  the  New  York  Mental  Hygiene 
Committee  of  the  State  Charities  Aid  Organization. 
This  committee,  composed  of  seventeen  physicians 
and  social  workers,  is  headed  by  Dr.  Abraham  Z. 
Barhash,  director  of  the  division  on  community 
clinics  of  the  National  Committee  for  Mental 
Hygiene. 


Job  Survey  for  Cardiac  Cases  at  Bellevue 


A TWELVE-MONTH  survey  to  determine  the 
O-  physical  capacities  of  persons  with  heart  dis- 
ease and  to  advise  those  in  unsuitable  vocations  has 
been  opened  at  the  Bellevue  Hospital  Cardiac  Clinic 
by  the  New  York  University  College  of  Medicine  and 
the  division  of  vocational  rehabilitation  of  the  New 
York  State  Department  of  Education,  it  was  an- 
nounced recently. 

Dr.  Clarence  E.  de  la  Chapelle,  associate  dean  of 
the  college,  said  “this  survey  will  probably  provide 
the  first  analysis  ever  made  of  the  physical,  mental, 
and  vocational  capabilities  of  a large  group  of  indi- 


viduals with  heart  disease,  as  well  as  of  their  needs  for 
occupational  readjustments.” 

Expected  to  cover  1,000  new  patients,  the  survey 
is  an  addition  to  the  clinic’s  standard  task  of  diagnos- 
ing and  treating  heart  conditions  and  is  an  out- 
growth of  the  work  classification  unit  established  in 
1941  by  the  college  and  the  United  States  Employ- 
ment Service.  The  service  sent  job  applicants  with 
heart  disease  to  the  unit,  where  their  job  capabilities 
were  evaluated.  The  precaution  was  taken  to  pre- 
vent heart  disease  sufferers  from  aggravating  their 
conditions  on  unsuitable  jobs. 


Awards  by  National  Council  for  Cancer  Study 


THE  National  Advisory  Cancer  Council  has 
awarded  $593,130  to  twenty-six  medical  schools 
in  grants  for  improvement  of  cancer  teaching. 
Memorial  Hospital  in  New  York  City  received  $30,- 
000  for  cancer  pathology  and  medical  training  and 
an  additional  grant  of  more  than  $100,000  for  five 
research  projects  on  cancer;  the  Columbia  Univer- 
sity College  of  Physicians  and  Surgeons  received 
$23,976  for  coordination  of  existing  instructional 


programs;  the  New  York  University  College  of 
Medicine  received  $24,732  for  improvement  of  can- 
cer teaching;  the  New  York  Medical  College  re- 
ceived $24,900  for  the  teaching  of  neoplastic  dis- 
eases; the  University  of  Rochester  received  $25,000 
for  improvement  of  teaching  and  research  in  neo- 
plastic diseases;  and  Syracuse  University  Medical 
College  received  $24,900  for  improved  cancer 
teaching. 


NEWS  NOTES 


To  ease  the  pressure  upon  Huntington  Hospital’s 
facilities,  a new  wing  is  to  be  added  to  the  present 
building.  It  will  provide  a larger  children’s  ward 
on  the  first  floor,  a five-bed  women’s  medical  ward 
on  the  second  floor,  and  additional  private  and  semi- 
private beds  on  the  third  floor.  This  will  bring  the 
total  capacity  of  the  hospital  to  95  beds  plus  22 
basinettes. 


The  first  in  the  American  Hospital  Association’s 
1948  series  of  institutes  on  hospital  personnel  rela- 
tions will  be  held  at  the  Henry  Grady  Hotel,  Atlanta, 
Georgia,  on  February  23,  24,  and  25.  Planned  to 
give  assistance  and  to  stimulate  conscious  planning 
for  improved  employee  relations,  the  institute  is  not 
designed  to  train  personnel  officers  but  to  aid  hos- 
pital administrators  develop  and  maintain  efficient 
work  forces  which  will  result  in  better  patient  care 
and  more  effective  and  economical  operations. 
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Dr.  B.  C.  J.  G.  Knight  of  the  Wellcome  Physio- 
logical Research  Laboratories,  Beckenham,  Kent, 
England,  spoke  on  “Essential  Metabolites  and  Anti- 
metabolites” at  the  William  Henry  Welch  Lecture 
at  Mount  Sinai  Hospital,  New  York  City,  on  Janu- 
ary 6. 


The  Atomic  Energy  Commission  has  approved 
expenditure  of  $615,000  to  provide  a center  at  the 
University  of  Rochester  for  training  doctors  and 
technicians  in  meeting  problems  of  atomic  energy 
development.  The  money  will  be  used,  the  com- 
mission said,  to  build  and  equip  a six-story  medical 
and  biological  training  and  research  center. 


Plans  for  a six-story  building,  the  first  stage  in  a 
three-stage  plan  which  will  result  eventually  in  a 
completely  new  hospital  for  Bronxville,  were  an- 
nounced recently  by  James  A.  Lyles,  president  of  the 
Lawrence  Hospital  board  of  governors. 

With  the  completion  of  the  new  building,  the  hos- 
pital’s present  104-bed  capacity  will  be  increased  to 
about  160  beds,  Mr.  Lyles  said,  and  when  the  ulti- 
mate goal  is  realized  there  will  be  between  250  and 
300  beds.  All  of  the  building  operations  will  be  on 
the  present  site. 


The  Yates  County  Memorial  Committee,  ap- 
pointed nearly  two  years  ago,  has  agreed  that  the 
proposed  wing  of  the  Soldiers  and  Sailors  Memorial 
Hospital  in  Penn  Yan  shall  be  designated  as  a mem- 
orial for  those  who  died  in  military  service  during 
World  War  II. 

The  board  of  directors  has  arranged  that  in  the 
new  22-bed  wing,  departments,  beds,  rooms,  and 
services  may  be  sponsored  by  individuals  as  mem- 
orials for  their  loved  ones. 

The  new  wing  will  allow  also  for  expansion  of  the 
maternity  department;  provide  a more  adequate 
nursery,  will  house  the  pathologic  and  clinical  labora- 
tory, and  permit  the  establishment  of  a children’s 
department,  a service  long  needing  larger  quarters. 
A complete  new  laundry  will  be  added  and  what  the 
directors  call  “the  most  heartening  aspect”  of  all 
will  be  the  establishment  of  a much  needed  emer- 
gency operating  room  and  admission  room. 


Establishment  of  a rehabilitation  clinic  especially 
designed  for  the  treatment  of  patients  disabled  by 
cerebral-vascular  accidents  has  been  announced  by 
Beth  Israel  Hospital,  New  York  City.  The  clinic 
will  also  train  individuals,  mostly  in  the  upper-age 


brackets,  who  suffer  from  hardening  of  the  arteries 
and  high  blood  pressure,  to  live  useful  lives  within 
the  limits  of  their  disability.  Eventually,  according 
to  Dr.  Maxwell  S.  Frank,  hospital  director,  the  clinic 
will  broaden  the  program  to  include  other  types  of 
disability. 


The  Council  of  Rochester  Regional  Hospitals  has 
recommended  to  the  board  of  directors  of  F.  F. 
Thompson  Memorial  Hospital  that  a new  50-bed 
wing  be  constructed  to  provide  badly  needed  space 
and  other  new  facilities  for  the  Canandaigua  institu- 
tion. When  Thompson  Hospital  was  completed  in 
1904  it  could  care  for  34  patients.  The  addition  of  a 
wing  for  the  maternity  section  increased  the  capacity 
of  the  hospital  to  76  beds.  In  more  recent  years 
shifting  of  facilities  and  the  use  of  the  hospital 
porches  has  made  the  hospital  a 96-bed  institution. 


Lockport  City  Hospital  has  recently  reopened  a 
22-bed  section,  closed  for  eighteen  months  because 
of  the  shortage  of  nurses.  New  members  are  still 
needed  for  the  nursing  staff,  however. 


Plans  are  underway  for  the  enlargement  of  the 
Southside  Hospital,  Bay  Shore,  with  the  addition  of 
two  new  wings  and  a large  central  annex.  Private 
rooms  are  to  be  increased  from  19  to  37,  semiprivate 
rooms  from  20  to  52,  and  the  four-  and  five-bed  rooms 
and  nursery  rooms  also  will  be  increased. 


The  Brooklyn  State  Hospital  Psychiatric  Forum 
will  hold  meetings  regularly  on  the  first  Thursday  of 
each  month  throughout  May.  Meetings  will  take 
place  in  the  auditorium  of  Brooklyn  State  Hospital, 
681  Clarkson  Avenue,  at  8:30  p.m. 


Dr.  Franklin  Hanger,  professor  of  medicine  at 
Columbia  University,  College  of  Physicians  and  Sur- 
geons, and  chief  of  medicine  at  Columbia-Presby- 
terian  Medical  Center,  New  York  City,  was  guest 
speaker  at  the  January  staff  meeting  at  the  Veterans 
Administration  Hospital,  Castle  Point.  His  sub- 
ject was  disorders  of  the  pancreas. 


At  the  December  meeting  of  the  staff  of  Vassar 
Brothers  Hospital,  Poughkeepsie,  Dr.  J.  R.  Lock- 
wood  presented  a review  of  the  cardiac  cases  admit- 
ted to  the  adult  medical  ward  from  June  1,  1946,  to 
June  1,  1947.  The  discussion  was  by  Dr.  Scott 
Lord  Smith  and  Dr.  Reuben  T.  Lapidus. 


PERSONALITIES 


Honored. — The  late  Dr.  .Arthur  Wright  Benson, 
pediatrician,  “whose  guiding  hand  created  and  sus- 
tained” the  Troy  Day  Home  Clinic  through  threedec- 
ades  of  service  to  the  Troy  community,  at  ceremon- 
ies in  December  dedicating  the  clinic  in  his  name. 


Elected.— As  officers  of  the  medical  staff  of  Os- 
wego Hospital,  Dr.  K.  W.  Jarvis,  president;  Dr. 
Olin  J.  Mowry,  vice-president,  and  Dr.  John  F, 
Burden,  secretary  . . . Dr.  Charles  B.  Dugan,  re- 
[Continued  on  page  328] 
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Harry  E.  Braner,  M.D.,  died  on  December  2 at 
the  age  of  sixty-five  at  his  home  in  Hamburg.  A 
graduate  of  the  University  of  Buffalo  Medical 
School  in  1905,  Dr.  Braner  opened  his  office  in  Ham- 
burg in  1909,  and  during  World  War  I he  was  the 
only  physician  in  the  town.  He  was  on  the  staffs 
of  the  Lady  of  Victory  and  the  Millard  Fillmore 
hospitals,  Buffalo.  Dr.  Braner  was  a member  of  the 
Buffalo  Academy  of  Medicine,  the  American  Medical 
Association,  and  the  New  York  State  and  Erie 
County  medical  societies. 

Arthur  Wells  Elting,  M.D.,  of  Albany,  died  on 
January  2.  He  was  seventy-five  years  of  age.  Dr. 
Elting  was  graduated  from  Johns  Hopkins  Univer- 
sity College  of  Medicine  in  1898.  He  was  a mem- 
ber of  the  New  York  State  and  Erie  County  medical 
societies,  the  American  Medical  Association,  and  the 
American  Surgical  Society,  and  a fellow  of  the 
American  College  of  Surgeons. 

William  Murray  Ennis,  M.D.,  of  Brooklyn,  died 
on  December  26.  He  was  fifty-nine  years  of  age. 
Dr.  Ennis  was  graduated  from  Fordham  University 
College  of  Medicine  in  1910.  He  was  on  the  staffs 
of  the  Kings  County  and  St.  Peter’s  hospitals, 
Brooklyn.  He  was  a fellow  of  the  American  College 
of  Surgeons  and  a member  of  the  Brooklyn  Surgical 
Society,  the  New  York  State  and  Kings  County 
medical  societies,  and  the  American  Medical  Asso- 
ciation. 

Benjamin  P.  Farrell,  M.D.,  New  York  City,  died 
on  December  27  at  the  age  of  seventy-seven.  Re- 
tiring in  1940,  Dr.  Farrell  was  chief  surgeon  of  the 
New  York  Orthopaedic  Dispensary. and  Hospital. 
He  was  appointed  to  the  faculty  of  the  College  of 
Physicians  and  Surgeons,  Columbia  University,  in 
1918,  and  at  his  retirement  was  professor  of  ortho- 
pedic surgery.  Dr.  Farrell  also  served  as  chief  of 
the  medical  staff  of  the  House  of  the  Holy  Com- 
forter, the  Bronx,  and  as  consultant  to  the  Engle- 
wood, New  Jersey,  Hospital.  In  1904  Dr.  Farrell 
received  his  medical  degree  from  the  Long  Island 
College  Medical  School  and  served  his  internship  at 
the  Newark,  New  Jersey,  City  Hospital. 

Benjamin  Franklin  GaJlant,  M.D.,  of  Northport, 
died  on  November  21.  Dr.  Gallant  was  graduated 
from  the  University  of  Maryland  College  of  Medi- 
cine in  1913  and  also  did  postgraduate  work  in 
Berlin  and  London.  Since  1929  he  had  been  en- 
gaged in  private  practice  in  Huntington  and  North- 
port.  He  was  a member  of  the  staff  of  Mather 
Memorial  Hospital,  Port  Jefferson.  He  was  also  a 
member  of  the  New  York  State  and  Suffolk  County 
medical  societies,  and  the  American  Medical  Asso- 
ciation. 

Charles  Nicholas  Harper,  M.D.,  of  New  York 
City,  died  on  November  26.  He  was  fifty-seven 
years  of  age.  Attending  physician  in  otolaryngol- 
ogy at  Roosevelt  Hospital,  Dr.  Harper  was  also  con- 
sultant to  the  New  York  Infirmary.  He  was  gradu- 
ated from  the  University  of  Virginia  College  of 
Medicine  in  1915.  He  was  a member  of  the  New 
York  County  and  State  medical  societies,  and  the 
American  Medical  Association. 

Anna  M.  McFee,  M.D.,  formerly  of  New  York 
City,  died  on  December  21  in  Montreal,  Canada. 
She  was  ninety-two  years  of  age.  She  received  her 
medical  degree  from  the  University  of  Toronto  in 
1897  and  did  postgraduate  work  at  the  Royal  Col- 


lege of  Physicians  and  Surgeons,  Edinburgh,  Scot- 
land. Dr.  McFee  interned  at  City  Hospital,  New 
York  City,  and  practiced  there  for  twenty  years 
prior  to  her  retirement  in  1917. 

Willis  Grafton  Nealley,  M.D.,  Brooklyn  and 
Montclair,  New  Jersey,  died  on  January  7 at  the 
age  of  sixty-five.  A graduate  of  Dartmouth  Medical 
School  in  1907,  Dr.  Nealley  became  director  of  the 
Brooklyn  Hospital  in  1912,  and  upon  his  retirement 
in  1946  he  received  the  title  of  director  emeritus  as  a 
tribute  to  his  administration.  He  was  also  an 
organizer  and  first  president  of  the  Greater  New 
York  Hospital  Association,  which  was  formed  in 
1937.  In  1934  he  was  a member  of  a special  board 
created  to  advise  the  City  Department  of  Hospitals 
on  its  plans  for  reorganization.  Dr.  Nealley  was  a 
member  of  the  American  Hospital  Association,  and 
the  New  York  State  and  Kings  County  medical  so- 
cieties. 

Edward  Wright  Peet,  M.D.,  of  Pomona  and  New 
York  City,  died  on  January  3.  He  was  eighty-five 
years  of  age.  He  was  graduated  from  the  College  of 
Physicians  and  Surgeons,  Columbia  University,  in 
1890,  and  practiced  in  New  York  City  until  he  re- 
tired in  1945.  He  was  a member  of  the  New  York 
Academy  of  Medicine,  the  New  York  State  and 
County  medical  societies,  and  the  American  Medical 
Association. 

Max  Pinner,  M.D.,  formerly  of  the  Bronx  and 
Bedford  Hills,  died  on  January  7 at  his  home  in 
Berkeley,  California.  He  was  fifty-six  years  of  age. 
The  author  of  Pulmonary  Tuberculosis  in  the  Adult,  ! 
Dr.  Pinner  was  chief  of  the  division  of  pulmonary 
diseases  at  Montefiore  Hospital,  New  York  City, 
from  1938  until  his  retirement  two  years  ago.  He 
received  his  medical  degree  from  the  University  of 
Tubingen,  Germany,  in  1920.  Coming  to  America 
in  1921,  he  was  associated  with  the  Municipal  Tuber-  j 
culosis  Sanatorium,  Chicago;  the  Health  Depart- 
ment of  the  City  of  Detroit;  the  Institute  of  Re-  i 
search  at  the  Desert  Sanatorium,  Tucson,  Arizona, 
and  in  1935  was  appointed  principal  diagnostic  pa-  ■ 
thologist  of  the  New  York  State  Tuberculosis  hos-  | 
pitals  at  Oneonta,  Ithaca,  and  Mount  Morris.  He 
also  was  appointed  clinical  professor  at  Columbia 
University  in  1938. 

Dr.  Pinner  had  been  editor  of  the  Review  of  Tu- 
berculosis since  1939.  He  was  awarded  the  Trudeau 
Medal  of  the  National  Tuberculosis  Association  in 
1946.  He  was  a fellow  of  the  American  College  of 
Physicians  and  a member  of  the  American  Society  of 
Pathologists  and  Bacteriologists,  the  American 
Thoracic  Surgery  Society,  the  New  York  Academy  of 
Medicine,  the  National  Tuberculosis  Association, 
the  American  Medical  Association,  and  the  New 
York  State  and  Bronx  County  medical  societies. 

Nathan  Ratnoff,  M.D.,  of  New  York  City,  died  on 
December  23  at  the  age  of  seventy-two.  Founder 
and  president  of  the  American  Jewish  Physicians 
Committee,  Dr.  Ratnoff  devoted  much  of  his  time 
to  work  resulting  in  the  establishment  of  a medical 
school  of  the  Hebrew  University  in  Palestine.  He 
was  also  founder  of  the  Jewish  Maternity  Hospital, 
which  merged  in  1930  with  Beth  Israel  Hospital. 

He  was  medical  director  of  Beth  Israel  from  1930 
until  1945,  becoming  consultant  in  that  year. 

Dr.  Ratnoff  obtained  his  medical  degree  from  the 
[Continued  on  page  328] 
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WOMAN  S AUXILIARY 


TO  THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Plans  Announced  for  12th  Annual  Auxiliary  Convention 


ARRANGEMENTS  for  the  12th  Annual  Con- 
vention of  the  Woman’s  Auxiliary,  to  be  held 
at  the  Hotel  Pennsylvania,  New  York  City,  from 
May  17  to  21,  1948,  are  now  being  planned  under 
the  direction  of  Mrs.  Clifton  L.  Dance,  Brooklyn, 
chairman  of  the  State  convention,  and  Mrs.  William 
J.  Lavelle,  Long  Island,  cochairman. 

With  every  organized  county  in  the  State  repre- 
sented by  delegates,  the  convention  is  expected  to  be 
the  largest  in  the  Auxiliary’s  history. 


All  doctors’  wives,  whether  or  not  they  are  mem- 
bers of  a county  Woman’s  Auxiliary,  are  invited  to 
attend  this  convention  and  to  participate  in  the  pro- 
gram. 

Since  the  Auxiliary  meeting  coincides  with  the 
142nd  Annual  Meeting  of  the  Medical  Society  of  the 
State  of  New  York,  also  to  be  held  at  the  Hotel 
Pennsylvania,  a number  of  social  and  entertainment 
events  are  being  planned  for  the  wives  who  accom- 
pany their  husbands. 


Midwinter  Executive  Board  Meeting  Held 


WITH  State  President,  Mrs.  Harry  F.  Pohl- 
mann,  Middletown,  presiding,  the  midwinter 
meeting  of  the  executive  board  of  the  Woman’s 
Auxiliary  to  the  Medical  Society  of  the  State  of  New 
York  was  held  January  6 and  7 in  Rochester.  Nine- 
teen of  the  42  organized  county  groups  were  repre- 
sented at  the  session. 

Dr.  Elton  R.  Dickson,  Binghamton,  a member  of 
the  advisory  council  for  the  State  Auxiliary,  brought 
greetings  from  the  State  Society  and  discussed  medi- 
cal care  plans  and  the  need  for  active  interest  in 
State  and  federal  legislation  affecting  the  medical 
profession. 

“Women  in  England”  was  the  topic  of  a talk  by 
Mrs.  Dexter  Perkins,  who  has  edited  several  edi- 
tions of  the  Fannie  Farmer  Boston  Cook  Book. 

Reports  from  various  officers  revealed  that  all  the 
Auxiliaries  are  actively  engaged  in  public  relations 
work  and  are  ready  to  continue  their  active  interest 
in  legislation  affecting  the  medical  profession. 

On  the  recommendation  of  Mrs.  Bradford  F. 
Golly,  finance  chairman,  a resolution  was  adopted 
instructing  counties  to  make  checks  payable  to  the 
Physicians’  Home,  thus  eliminating  the  necessity  of 
the  State  Auxiliary  treasurer  having  to  draw  sepa- 
rate checks  for  each  county  contribution  to  the 
Home.  Checks  can  be  mailed  to  the  State  Auxiliary 
chairman  of  the  Physicians’  Home,  Mrs.  George  P. 
Bergman,  who  will  in  turn  send  them  to  Dr.  Wallace 
B.  Hamilton,  State  Society  chairman  for  the  Home. 
This  action  was  decided  following  Mrs.  Golly’s 


recommendation  and  considerable  discussion  among 
the  group. 

At  Wednesday  morning’s  meeting,  the  points  pre- 
sented for  the  Auxiliary  by  the  State  Medical  So- 
ciety chairmen  for  public  relations  and  legislation 
were  discussed,  as  was  the  advisability  of  Auxiliary 
members  attending  public  meetings  of  other  organi- 
zations where  medical  topics  are  under  discussion. 

In  order  to  distribute  annual  reports,  a resolution 
was  passed  to  the  effect  that  the  district  councillors 
synopsize  county  president  reports  and  that  these 
reports  be  mimeographed  with  the  State  President's 
report  , for  distribution. 

Announcement  was  made  of  the  State  Convention 
at  the  Hotel  Pennsylvania,  New  York,  from  May  17 
to  21,  and  of  the  national  convention  at  the  LaSalle 
Hotel,  Chicago,  from  June  21  to  25.  Delegates  and 
officers  were  urged  to  make  early  reservations. 

With  members  of  the  Monroe  County  Auxiliary 
acting  as  hostesses,  the  session  was  most  successful. 
In  charge  were  Mrs.  Harry  I.  Norton,  seventh  dis- 
trict councillor,  and  Mrs.  Charles  I.  Miller,  Monroe 
County  Auxiliary  president. 

Roving  reporters  from  Station  WVET  interviewed 
members  of  the  Auxiliary  in  the  Hotel  Seneca  dining 
room  at  breakfast,  giving  them  an  opportunity  to 
explain  the  aims  and  objects  of  the  Woman’s  Auxili- 
ary. The  Monroe  County  Auxiliary  press  and  pub- 
licity chairman,  Mrs.  Montgomery  Leary,  arranged 
for  a reporter  and  photographer  to  cover  the  Wed- 
nesday meeting. 


COUNTY  NEWS 


Dutchess  County 

The  Woman’s  Auxiliary  to  the  Dutchess  County 
Medical  Society  held  a Christmas  party  December 
10  at  the  Golf  Clubhouse,  Hudson  River  State 
Hospital.  Mrs.  Frederick  J.  DeNatale  was  hostess, 
assisted  by  Mrs.  Albert  Lafleur  and  Mrs.  Donald 
Schwartz.  Christmas  decorations  were  featured, 
and  gifts  were  exchanged. 

No  meeting  of  the  Auxiliary  was  held  in  January. 


Erie  County 

The  first  monthly  meeting  for  1948  of  the 
Woman’s  Auxiliary  to  the  Erie  County  Medical 
Society  was  held  January  27  at  the  Hotel  Statler, 
Buffalo,  with  a luncheon  and  business  meeting. 

A new  constitution  for  the  Auxiliary,  presented  In- 
Mrs.  Benjamin  Smallen,  chairman  of  the  special 
committee  on  revision  of  the  constitution,  was  given 
its  first  official  reading. 


327 


328 


WOMAN’S  AUXILIARY 
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Additional  feature  of  the  January  meeting  was  an 
address  on  “Interior  Decorating.” 

Queens  County 

Officers  of  the  Woman’s  Auxiliary  to  the  Queens 
County  Medical  Society  were  installed  December  9 
at  a luncheon  meeting  in  New  York  City,  with  Mrs. 
William  Godfrey,  Flushing,  serving  as  the  inducting 
officer.  Mrs.  Thomas  D’Angelo,  Flushing,  was 
chairman  of  the  luncheon. 

Taking  office  were:  Mrs.  Daniel  Swan,  Flushing, 


president;  Mrs.  William  Flanagan,  Richmond  Hill, 
vice-president;  Mrs.  John  Finnegan,  Flushing, 
treasurer;  Mrs.  John  Keating,  Forest  Hills,  assis- 
tant treasurer;  Mrs.  Benjamin  Coleman,  Kew  Gar- 
dens, secretary,  and  Mrs.  Harry  Secky,  Astoria, 
historian. 

Delegates  to  the  State  convention  are  Mrs.  Harold 
Foster,  Corona,  retiring  president,  Mrs.  Joseph 
Hallinan,  Richmond  Hill,  and  Mrs.  James  Dobbins, 
Flushing. 

Mrs.  Samuel  Klein,  Jackson  Heights,  was  chosen 
president-elect,  to  take  office  January  1,  1949. 
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elected,  chief  of  medical  staff,  Highland  Hospital, 
Beacon  ...  As  president  of  the  staff  of  Lockport 
City  Hospital,  Dr.  George  H.  Barone;  as  vice-presi- 
dent, Dr.  H.  Braden  Fitz-Gerald;  and  secretary, 
Dr.  Wilfrid  M.  Anna  . . . Dr.  Jacob  Geiger,  chair- 
man, and  Dr.  Isadore  Givner,  secretary,  the  Clinical 
Conference  Society  of  Beth  David  Hospital,  New 
York  City  ...  As  officers  of  the  medical  board  of 
Beth  David  Hospital,  Dr.  Samuel  Malisoff,  presi- 
dent; Dr.  Theodore  M.  Sanders,  vice-president; 
and  Dr.  Samuel  Gaines,  secretary-treasurer. 

Dr.  Donald  R.  McKay,  president;  Dr.  Walter  F. 
King,  vice-president;  Dr.  Ernest  L.  Brodie,  treas- 
urer; and  Dr.  Elmer  Friedland,  secretary,  all  of  the 
Edward  J.  Meyer  Memorial  Hospital,  Buffalo. 

Promoted. — To  associate  attendants  at  Flushing 
Hospital,  Queens,  Dr.  Daniel  R.  Kaufman,  chief  of 
urology  in  Army  general  hospitals  in  the  United 
States  and  England  during  World  War  II,  and  Dr. 
Hamden  C.  Moody,  formerly  with  the  Naval  Medi- 
cal Corps  ...  As  clinical  professor  in  New  York 
Polyclinic  Medical  School  and  Hospital,  Dr.  Paul  W. 
Lapidus  . . . Dr.  Benjamin  Segal  as  gynecologist  and 
obstetrician  at  Lincoln  Hospital,  the  Bronx. 


Appointed. — To  the  medical  staff  of  the  Little 
Falls  Hospital,  Dr.  William  A.  Jarrett,  formerly  of 
the  department  of  radiation  therapy  for  malignant 
diseases,  Roswell  Park  Memorial  Hospital,  Buffalo 
. . . Dr.  John  P.  Bruckner  as  director  of  surgery,  the 
Lutheran  Hospital,  New  York  City ...  To  the 
Veterans  Administration  Hospital,  New  Castle, 
Pennsylvania,  Dr.  Thomas  March,  formerly  super- 
vising psychiatrist,  Hudson  River  State  Hospital, 
Poughkeepsie. 

At  Roslyn  Park  Hospital,  as  chief  of  ophthalmol- 
ogy, Dr.  Milo  H.  Fritz,  and  as  chief  of  dermatology, 
Dr.  Fred  F.  Schirck.  To  the  medical  board,  Dr. 
Charles  J.  Leslie,  Manhasset;  Dr.  Richard  L.  Jones, 
Glen  Cove;  and  Dr.  J.  Rembrandt  Helfrick,  Port 
Washington. 

Dr.  Richard  I.  Kilstein,  acting  attendant  in 
gastroenterology  at  Beth  David  Hospital,  New  York 
City,  as  consultant  gastroenterologist,  Will  Rogers 
Memorial  Hospital,  Saranac,  succeeding  the  late 
Dr.  John  L.  Ivantor  ...  To  the  Veterans  Administra- 
tion Hospital,  San  Bernardino,  California,  Dr. 
Joseph  Heller,  formerly  senior  psychiatrist,  Hudson 
River  State  Hospital,  Poughkeepsie. 
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Medical  College  of  the  University  of  Baltimore  in 
1899.  He  was  a member  of  the  New  York  Academy 
of  Medicine,  the  New  York  State  and  County  medi- 
cal societies,  and  the  American  Medical  Association. 
For  fifteen  years  he  was  a trustee  of  the  Federation  of 
Jewish  Philanthropies  of  New  York. 

Mae  Catherine  Schroeder,  M.D.,  of  New  York 
City,  died  on  December  9.  She  was  seventy-five 
years  of  age  and  was  graduated  from  Tufts  Medical 
College  in  1900.  Dr.  Schroeder  was  a member  of 
the  New  York  City  Department  of  Health  for 
twenty-eight  years,  until  her  retirement  in  1935, 
when  she  was  assistant  director  of  the  Bureau  of 
Laboratories. 

Anthony  Domenico  Semisa,  M.D.,  of  New  York 
City,  died  in  January.  He  was  sixty-two  years  of 
age.  Dr.  Semisa  was  graduated  from  the  New  York 
Homeopathic  Medical  College  in  1913.  He  was  a 
member  of  the  staffs  of  the  Stuyvesant  Polyclinic 


and  Manhattan  General  hospitals.  He  was  also  a 
member  of  the  New  York  State  and  County  medical 
societies  and  the  American  Medical  Association. 

Ferdinand  Francis  Siegel,  M.D.,  of  Brooklyn,  died 
on  December  5.  He  was  fifty-six  years  of  age.  Dr. 
Siegel  was  graduated  from  the  Long  Island  Hospital 
College  of  Medicine  in  1916.  He  was  a member  of 
the  New  York  State  and  Kings  County  medical 
societies  and  the  American  Medical  Association. 

Patrick  Joseph  York,  M.D.,  of  Brooklyn,  died  on 
November  25.  A graduate  of  the  Long  Island  Hos- 
pital College  of  Medicine  in  1897,  Dr.  York  was  for 
many  years  a police  surgeon  and  had  been  attending 
physician  at  St.  Peter’s  Hospital,  Brooklyn,  for 
twenty-five  years.  He  had  also  served  on  the  staffs 
of  the  Kings  County  and  Long  Island  College 
hospitals.  He  was  a member  of  the  Kings  County 
Medical  Society  and  the  American  Medical  Associa- 
tion. 
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Directly  at  the  site 
of  troublesome 
vaginal 
infections 


**«>"«  "I, „ Vaginal  ™ 
Suppositories 

mppository  contains  100  000  Un't  r 
CAUTION:  To  be  disc  ’ Calc'um  Penicillin 

Directions  wj||  ^ 


Bristol  Penicillin  Vaginal  Suppositories 


In  acute  vaginitis,  and  related  conditions 
of  the  lower  female  genital  tract,  caused 
by,  or  associated  with,  penicillin-sensitive 
organisms,  exclusive  of  the  gonococcus; 
as  an  adjunct  in  treatment  of  vaginal 
trichomoniasis; 


For  prophylaxis,  pre-  and  postoperatively 
in  surgery  of  the  uterus  and  adnexa,  or  as 
routine  in  prepartum  preparation. 

Bristol  Penicillin  Vaginal  Supposi- 
tories contain  100,000  units  of 
calcium  penicillin  each.  They  are 
available  for  your  prescription  in 
boxes  of  six  suppositories . 


Officers — County  Medical  Societies — 1948 

TOTAL  MEMBERSHIP  AS  OF  FEBRUARY  1,  1948—21,795 


County 

Albany 

Allegany 

Bronx 

Broome 

Cattaraugus . . . 

Cayuga 

Chautauqua. . . 

Chemung 

Chenango 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer 

Jefferson 

Kings 

Lewis 

Livingston.  . . . 

Madison 

Monroe 

Montgomery.  . 

Nassau 

New  York.  . . . 

Niagara 

Oneida 

Onondaga .... 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer 

Richmond .... 

Rockland 

St.  Lawrence. . 
Saratoga 


President 

J.  J.  Clemmer Albany 

R.  O.  Hitchcock Alfred 

S.  Weiskopf Bronx 

J.  C.  Zillhardt. . . .Binghamton 

J.  S.  Fleming Salamanca 

C.  T.  Yarington Moravia 

E.  O.  Black Fredonia 

A.  C.  Glover Elmira 

J.  A.  Hollis Norwich 

W.  W.  Johnson.  . .Plattsburg 
L.  D.  Carpenter.  .Germantown 

R.  H.  Kerr Cortland 

C.  K.  Ives Roxbury 

L.  W.  Stoller Red  Hook 

E.  D.  Babbage Buffalo 

J.  M.  Walsh Ticonderoga 
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We  are  proud  to  announce 


Acnomel 


a significant  advance, 

clinical  and  cosmetic, 
in  acne  therapy 

Now,  for  the  first  time,  you  have  a preparation  which  fulfills  the  two  prime 
requirements  for  the  successful  treatment  of  acne: 

1.  Therapeutic  excellence.  An  exceptional  vehicle  assures  the  effec- 
tiveness of  Acnomel’s  tried  and  proved  active  ingredients — sulfur 
and  resorcinol. 

2.  Cosmetic  excellence.  Delicately  flesh-tinted,  Acnomel  not  only 
harmonizes  so  well  with  the  skin  as  to  be  virtually  invisible,  but  it 
also  masks  unsightly  lesions.  This,  plus  its  pleasant  odor,  will  make 
your  patients  like  to  use  Acnomel. 

Acnomel’s  therapeutic  superiority  will  please  the  physician;  its  cosmetic  superi- 
ority will  please  the  patient.  It  is  available,  on  prescription  only,  in  V/z  oz.  tubes. 

Smith,  Kline  & French  Laboratories,  Philadelphia 
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The  Alkolol  Company,  Taunton  12,  Mass. 


TRAINED  MEDICAL  PERSONNEL 

Rigid,  thorough  training  in  haematology,  urinalysis,  all 
phases  of  medical  stenography,  x-ray  and  medical  machines 
makes  Paine  Hall  graduates  capable  assistants.  Our  free 
placement  service  will  help  you  find  the  right  girl. 

1008  Fifth  Ave.,NewYork  28 
Bu.  8-2294 

Licensed  by  State  of  N.  Y. 


&&4MI 


COLLECTIONS 

Despite  Increased  costs,  we  have  maintained  the  lowest 
rates  in  the  collection  field  for  21  years. 

Bonded  to  the  A.M.A. 

Write  for  details  and  a list  of  clients  in  your  community 
to  whom  you  may  refer. 

NATIONAL  DISCOUNT  & AUDIT  CO. 

230  West  41st  St.  New  York  18,  N.  Y. 


3)oed  Ijaun.  Medical  AteJAlanl 
Need  Additional  ^n*ti*ti*Uf? 

She  can  register  now  for  evening  courses 
in  laboratory  techniques  and  X-Ray. 

Our  12-months  day  course  includes  inten- 
sive training  in  laboratory  techniques,  physio- 
therapy apparatus,  X-Ray,  nursing  techniques, 
and  medical  stenography. 

GRADUATES  AVAILABLE  FEBRUARY  15 

Mandl  School 

1834  Broadway — NYC  Circle  7-3434 

Licensed  by  the  State  of  New  York 


BUY 

Savings  Bonds 


BOOKS 

REVIEWED 

Handbook  of  Psychiatry.  By  Winfred  Over- 
holser,  M.D.,  and  -Winifred  V.  Richmond,  Ph.D. 
Octavo  of  252  pages.  Philadelphia,  J.  B.  Lippincott, 
1947.  Cloth,  14,00. 

Written  chiefly  for  the  “nontechnical  reader”  and 
covering  briefly  almost  the  whole  range  of  person- 
ality disturbances,  this  book  by  two  authorities  from 
St.  Elizabeth’s  Hospital  in  Washington,  D.C.,  can 
be  warmly  recommended. 

Andrew  Babey 


Sir  W.  Arbuthnot  Lane,  Bart.,  C.B.,  M.S., 
F.R.C.S.  His  Life  and  Work.  By  W.  E.  Tanner,.  2' 
F.R.C.S.  Octavo  of  192  pages,  illustrated.  Balti- 
more, Williams  & Wilkins  Company,  1946.  Cloth, 
$4.50. 

This  is  an  interesting  and  instructive  biography  of 
one  of  the  great  in  medicine  and  surgery.  It  is 
somewhat  unusual  in  that  the  author  is  free  in  his 
quotations  from  those  who  refused  to  follow  Dr. 

Lane  in  all  pronouncements.  To  those  of  us  who 
were  active  in  the  days  of  Lane’s  kink,  intestinal 
stasis  with  colectomy,  the  book  is  nostalgic.  Lane’s 
contributions  were  more  vital  and  lasting  than 
these.  He  was  among  the  first  to  emphasize  the 
necessity  of  surgical  asepsis. 

Joseph  Raphael  r. 


Pharmacology,  Therapeutics,  and  Prescription 
Writing.  For  Students  and  Practitioners.  By 

Walter  Arthur  Bastedo,  M.D.  Fifth  edition.  Oc- 
tavo of  840  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Co.,  1947.  Cloth,  $8.50. 

The  fifth"  edition  continues  much  the  same  as 
previous  ones.  Although  the  newer  drugs  of  im- 
portance are  included,  such  as  the  antihistaminics, 
anticoagulants,  folic  acid,  thiouracil,  and  the  anti- 
biotics, hardly  more  than  a paragraph  or  a page  is 
devoted  to  each.  This  is  not  a learned  book;  the 
references  are  poor.  There  is  little  on  the  chemistry 
of  drugs,  but  it  contains  many  hints  which  will 
appeal  to  the  practitioner.  Pharmacology  from  the 
toxicologic  viewpoint  is  well  covered. 

Joseph  R.  Di  Palma 

Diagnostic  Examination  of  the  Eye.  Step-by- 
Step  Procedure.  By  Conrad  Berens,  M.D.,  and 
Joshua  Zuckerman,  M.D.  Octavo  of  711  pages, 
illustrated.  Philadelphia,  J.  B.  Lippincott,  1946. 
Cloth,  $15. 

This  book  is  organized  skillfully  into  three  main 
divisions.  Part  one  includes  the  method  of  taking  a 
proper  history,  evaluation  of  the  complaints  of  the 
patient,  and  a correct  determination  of  visual 
acuity.  The  second  part  describes  the  test  for  fusion, 
the  postcycloplegic  examination,  and  the  determina- 
tion of  depth  perception.  The  third  part  includes  a 
clear  description  of  the  use  of  the  more  common  and 
uncommon  instruments  employed  in  ophthalmology, 
such  as  the  exophthalmometer,  the  rotary  cross 
evlinder,  the  tonometer,  and  the  biophotometer. 
This  book  gives  the  ophthalmologist  and  the  general 
practitioner  an  opportunity  to  observe  a clear 
method  of  a thorough  and  complete  diagnostic 
examination  of  the  eyes  of  both  adults  and  children. 

Norris  C.  Elvin 
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TOWNS  TREATMENT  for  ALCOHOLISM  and  NARCOTIC 
and  HYPNOTIC  ADDICTIONS 

Established  1901  Note  Generally  Accepted 

PROVIDES:  (1)  An  Assurance  of  a Definite  Medical  Result 

(2)  An  Assurance  of  Length  of  Time  Required  and  Exact  Cost 

(3)  An  Assurance  of  Absolute  Privacy 

Our  “SYMPOSIUM  OF  MEDICAL  OPINION"  includes  case  histories  of 
this  successful  treatment  endorsed  by  many  physicians.  Copy  on  request. 

CHARLES  B.  TOWNS  HOSPITAL 

FOR  ALCOHOLISM  AND  DRUG  ADDICTION  EXCLUSIVELY 

COMPLETELY  REDECORATED  AND  MODERNIZED 

293  Central  Park  West,  New  York  24,  N.  Y.  Tel:  SChuyler  4-0770 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specialising  in  NERVOUS  and  MENTAL  diseases. 

Full  Information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  67  West  44th  9u,  Tel.  VAnderbilt  6-3732 


COPIAGUE  GENERAL  HOSPITAL 

Separate  Accommodations  for 

CONVALESCENTS  and  CHRONICS 

with  added  facilities  of  a General  Hospital 

Located  in  tranquil  country  area 
on  South  shore  of  Long  Island 

H.  R.  Blanchard,  Adm.  Tel.  Amityville  71,  72 
Cedar  Court  Copiague,  N.  Y. 


‘INTERPINES’ 

Goshen,  N.  V. 

Phone  117 


Ethical — Reliable— Scientific 
Disorders  of  the  Nervous  System 
BEAUTIFUL— QUIET— HOMELIKE 

Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


PARKWAY  HEALTH  RESORT 


Moore’s  Mills,  Dutcheas  County,  N.  Y, 

Lovely  20-acre  estate  Small  Lake— 3 Waterfalls 

FOR  REST  AND  RELAXATION 
Special  Diets — Hollywood  Steam  Cabinet 
GUESTS  AND  CONVALESCENTS 
Folder  Upon  Request  69  miles  from  N.  Y.  C. 


Lloyd  D.  Harris,  M.R.C.S.,  (Eng.)  L.R.C.P. 

Resident  Medical  Director Telephone:  Millbrook  760 


MODERN  NURSING  HOME 

HOLBROOK  MANOR— For  the  care  of  Convalescents, 
Chronically  ill,  Invalids,  and  Aged  and  mild  psychoneurotics. 
Reg.  Nurse  24  hrs.  a day.  Physicians  may  treat  their  own 
patients.  Private— Semi-private  rooms.  Five  acres  of  pine- 
wooded  grounds. 

O.  L.  FRIEDMAN,  M.D.,  Medical  Director.  Gr.  5-4875 
HOLBROOK,  LONG  ISLAND 

Near  Lake  Ronkonkoma  Phone  Ronkonkoma  8651 


PINEWOOD 

Westchester  County,  Kstonsh,  N.  Y.  — Kstonsh  775 

A psychiatric  hospital  furnishing  advanced  methods  of  therapy 
Licensed  by  the  Department  of  Mental  Hygiene 
Approved  for  residency  by  the  American  Medical  Association 

New  York  Offices 

Dr.  Louis  Wender—  59  E.  79  St.— Bu  8-0580— Mon-Wed-Fri 
Dr.  Joseph  Epstein — 975  Park  Ave — Rh  4-3700 — Tues-Thurs-Sat 


Sedation 
and  Euphoria 
for  Nervous, 
Irritable  Patients 


r 


TL 


Each  tablet  contains  Ext.  of  Valerian  0.05  gm.  disporgontized  for  maximum  efficiency 
Odorless  and  tasteless.  Non-habituating.  ACTION  AND  USES  A mild  central  nervous  system 
depressent.  For  us#  in  omotional  upsets,  anxiety  states,  nervous  insomnia,  the  nervous 
syndrome  of  the  menopause  and  of  arteriosclerotic  subjects. 

1 or  2 tablets  as  required  or  3 on  retiring.  Bottles  of  50,  100  A 500. 

STANDARD  PHARMACEUTICAL  CO.,  INC.  1123  Broadway,  Now  York 
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FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


BRUNSWICK  HOME 


A PRIVATE  SANITARIUM.  Convalescents,  postoper- 
ative, aged  and  infirm,  and  those  with  other  chronic  and 
nervous  disorders.  Separate  accommodations  for  nervous 
and  backward  children.  Physicians*  treatments  rigidly 
followed.  C.  L.  MARKHAM,  M.D.,  Supt. 

B'way  & Louden  Ave.,  Amityville,  N.  Y.,  Tel:  1700,  1,  2. 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.  Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn  ) Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Pbjsician-in-Cbar&t. 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.  2-1621 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Bye  560  Write  for  illustrated  booklet. 


WEST  MULE 

Went  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-IIudson,  New  York  City 
For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct 
the  treatment.  Rates  and  illustrated  booklet  gladly  lent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 
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Psychiatry  for  Everyman.  By  J.  A.  C.  Brown, 

M.  B.  Duodecimo  of  247  pages.  New  York, 
Philosophical  Library,  1947.  Cloth,  $3.00. 

This  is  a sound,  reliable,  and  not  too  complicated 
r6sum6  of  some  basic  theories  in  psychiatry.  It  is 
well  written  and  well  balanced  and  should  appeal  to 
the  lay  public  for  whom  it  was  written. 

Andrew  Babey 

Office  Endocrinology.  By  Robert  B.  Greenblatt, 
M.D.  Third  edition.  Octavo  of  303  pages,  illus- 
trated. Springfield,  111.,  Charles  C Thomas,  1947. 
Cloth,  $4.75. 

This  work,  now  in  its  third  edition,  is  a popular 
book  much  appreciated  by  practicing  gynecologists 
who  derive  sound  advice  for  the  treatment  of  many 
of  the  common  gynecologic  ailments  of  endocrine 
origin.  The  treatment  of  other  endocrine  conditions 
is  only  touched  upon  and  does  not  seem  to  form  an 
essential  part  of  this  book.  Criticism  of  these  short- 
comings could  be  avoided  if  the  title  of  the  book  were 
changed  to  fit  its  intended  limitations. 

Max  A.  Goldzieher 

Are  You  Considering  Psychoanalysis?  Edited 
by  Karen  Homey,  M.D.  Octavo  of  262  pages.  New 
York,  W.  \V.  Norton  & Company,  1946.  Cloth,  $3.00.  j ■ 

The  intent  of  the  authors  is  an  excellent  one. 
With  the  increasing  interest  in  psychologic  prob- 
lems, more  people  are  considering  being  analyzed.  , 
Many  doubts  assail  them.  What  is  analysis?  Whom  ; n 
shall  they  consult?  What  shall  they  expect  of  the 
analyst?  The  authors  seek  to  answer  these  ques- 
tions simply  and  sincerely.  However,  one  wonders 
if  they  have  not  lost  sight  of  their  intent  when  they 
enter  into  a discussion  of  the  various  schools  of 
psychoanalysis  and  attempt  to  evaluate  them. 

This  would  seem  to  confuse  the  prospective  patient 
rather  than  aid  him.  The  detailed  discussion  of 
what  constitutes  a neurosis  also  seems  needless;  a i ~ 
page  or  two  would  have  served  better.  The  general 
practitioner  will  benefit  from  reading  the  book  more 
readily  than  the  prospective  patient. 

Joseph  L.  Abramson 

Internal  Medicine  in  General  Practice.  By 

Robert  Pratt  McCombs,  M.D.  Second  edition. 
Octavo  of  741  pages,  illustrated.  Philadelphia, 

W.  B.  Saunders  Co.,  1947.  Cloth,  $8.00. 

Dr.  McCombs  is  now  senior  attending  physician  at 
the  Pratt  Diagnostic  Hospital.  The  work  is  clearly 
written  and  has  the  same  high  excellence  as  the  first 
edition.  Chapters  on  psychiatric  disorders  and  com-  _ 
mon  vascular  diseases  of  the  extremities  have  been 
added.  The  book  has  been  brought  up  to  date  in  the 
realm  of  the  newer  therapeutics.  The  medical 
student , general  practitioner,  and  specialist  in  extra- 
medical  departments  will  find  it  very  practical.  1 ^ 
Meyer  A.  Rabinowitz 

Office  Immunology,  Including  Allergy.  A Guide  m 
for  the  Practitioner.  Edited  by  Marion  B.  Sulz-  pi 
berger  and  Rudolf  L.  Baer.  Octavo  of  420  pages,  j 1 
illustrated.  Chicago,  Year  Book  Publishers,  1947.  | 
Cloth,  $6.50. 

The  authors  attempt  in  this  book  to  bring  to-  " 
get.her  in  one  volume  most  of  the  practical  features  of 
[Continued  on  page  3361 
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FOR  SALE 


i One  hundred  bed  private  psychiatric  hospital,  fully  approved, 
complete  modern  scientific  facilities  for  psychiatric  treatment 
and  research,  including  all  new  therapeutic  equipment. 
I Four  acres  of  river  front,  beautifully  landscaped.  Property 
I situated  in  the  heart  of  a large  midwestern  Metropolis, 
i Only  institution  of  this  type  in  this  area.  Box  109,  N.  Y. 
K St.  Jr.  Med. 

ed  I 


PRACTICE  FOR  SALE 


; I have  been  doing  general  practice  main  corner  location,  im- 
pressive house,  Bay  Parkway,  Brooklyn.  Leaving  for  health. 
I Five  room  modernly  equipped  office  and  successful  practice  to 
* I quickly  dispose  of.  Box  111,  N.  Y.  St.  Jr.  Med. 

Is- 1 


FOR  SALE 


b Office  Practice  for  sale  on  account  of  ill  health.  Three  well- 
H equipped  rooms  in  midtown  Manhattan.  Gross  about 
DV I $7500.00  but  could  be  increased.  Box  110,  N.  Y.  St.  Jr. 
^ I Med. 

m I ~ 
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Queens — General  Medical  Practice  for  17  years.  Fully 
?r?  I equipped  office  with  living  quarters  in  apartment  house;  at- 
I tractive  lease.  Phone  Virginia  3-4001. 


HOSPITALS  AND  SANATORIA  FOR  SALE 


ewl  

Exceptional  opportunity  for  doctor  interested  in  physical 
medicine  to  take  over  ethical  institution  administering 
hydrophysioelectric  measures;  valuable  adjunct  in  arthritis, 
I orthopedics,  neurology,  rehabilitation,  industrial  and  health 
groups;  equipped  for  100  cases  daily;  serving  medical  pro- 
fession 47  years  New  York  City;  may  be  obtained  for  in- 
Om  I ventory  value.  Box  6076,  N.  Y.  St.  Jr.  Med. 
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FOR  RENT 


Furnished  modern  offices  available  for  specialist,  dentist  or 
group  practice.  Ideal  location  in  Forest  Hills,  Long  Island. 
Boulevard  8-2403. 


FOR  SALE 


Modern  walnut  office  furniture,  sterilizer,  scale,  short-wave 
diathermy,  spot-lamp,  instruments.  Specializing.  Kings- 
bridge  3-0516.  , 
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For  Patents 


Consult:  Z.  H.  POLACHEK, 

Reg.  Patent  Attorney, 

1234  Broadway  (at  31st)  N.  Y.  LOngacre  5-3088 


'OB’  * 

FOR  SALE 


List  of  20  authoritative  diets,  typewriter  fac-simile,  with 
printed  letterhead.  Specimen  and  details  on  request  P.S. 
i'.'J't  Meyers,  152  Van  Qouten  Ave.,  Passaic,  N.  J. 


CLASSIFIED 


GLADYS  BROWN  DDAUfN’C  MUrray  Hill 

Owner  - Director  DIIVITH  9 3-7119  • 

MEDICAL  BUREAU 

7 East  42  Street,  New  York  17,  N.  Y. 

An  employment  agency  specializing  in  qualified  personneb 
for  Hospitals,  Chemical,  Pharmaceutical,  Insurance,  Ship- 
ping and  Industrial  organizations,  also  Medical  and  Den- 
tal offices. 


DOCTOR'S  OPPORTUNITY! 


Due  to  other  interests,  will  sell  or  lease  to  responsible  physi- 
cian or  group  of  physicians,  nearby  Westchester  property  and 
buildings  made  to  order  for  operation  as  a high  class  sani- 
torium,  rest  home  or  health  resort.  Exceptionally  beautiful 
grounds  and  lovely  main  house  and  annex  building.  Separate 
cottage  for  help.  Attractively  furnished  throughout.  Club 
house,  lounges,  swimming  pool,  etc.  Therapeutic  room  and 
equipment.  Capacity  up  to  75  patients.  For  further  infor- 
mation write  Box  102,  N.  Y.  St.  Jr.  Med. 


DOCTOR'S  OPPORTUNITY 


Sanatarium,  yearly  income  $50,000,  Westchester.  Contact: 
POINDEXTER  146  E.  44th  St.  Va  6-1930 


WANTED 


To  buy  developing  general  practice  (without  equipment  if 
possible).  Living  quarters  required.  To  start  in  fall  or 
earlier.  Box  113,  N.  Y.  St.  Jr.  Med. 


WANTED 


General  practice — opportunity  as  assistant,  or  purchase  of 
practice  in  Brooklyn,  Queens,  Bronx.  Age  29.  Married. 
N.  Y.  License.  Available  now.  Box  108,  N.  Y.  St.  Jr.  Med. 


SITUATION  WANTED 


Radiologist,  age  38,  veteran,  Diplomate,  diagnosis  and 
therapy,  10  years  experience,  specialty  training  foremost 
teaching  institutions  States  and  abroad,  teaching,  adminis- 
trative experience  large  hospitals,  desires  association  with 
hospital,  clinic,  radiologist.  Box  112,  N.  Y.  St.  Jr.  Med. 


POSITION  WANTED 


Internist,  Diplomate  American  Board,  desires  location  or 
office  space  in  upstate  New  York.  Box  6071,  N.  Y.  St. 
Jr.  Med. 


Radiologist,  Diplomate  American  Board,  wishes  part-time 
association  with  radiologist,  internist  or  other  specialist. 
Box  107,  N.  Y.  St.  Jr.  Med. 


n 


ite, 

W 

ip- 

I9t 


: " 


ZEMMER  pharmaceuticals 

A complete  line  of  laboratory  controlled  ethical  pharmaceuticals. 

Chemists  to  the  Medical  Profession  for  44  years. 
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BOOKS 


IN.  Y.  State  J.  M. 


[Continued  from  page  334] 

immunology  and  allergy  as  applied  to  everyday 
practice.  They  have  included  a great  amount  of 
useful  information  on  diagnostic  procedures,  their 
execution  and  interpretation,  as  well  as  the  names  of 
pharmaceutical  houses  which  produce  the  material 
in  question.  For  quick  ready  reference  this  book  is 
good,  but  there  are  many  things  not  covered. 

Andrew  Babey 

The  Medical  Clinics  of  North  America.  Mayo 
Clinic  Number.  July,  1947.  Octavo.  Philadelphia, 
W.  B.  Saunders  Co.,  1947.  Published  Bi-Monthly 
(six  numbers  a year).  Cloth,  .$16  net;  paper,  $12 
net. 

The  Mayo  Clinic  Number  of  the  Medical  Clinics 
of  North  America  contains  a symposium  on  blood 
transfusion  and  the  Rh  factor.  Outstanding  are 
papers  on  radiophosphorus,  the  treatment  of 
myasthenia  gravis,  histamine  antagonists,  atomic 
energy  in  medical  practice,  and  a consideration  of 
“certain  diseases  of  international  importance.” 

Among  the  more  conventional  “clinics”  are 
lengthy  ones  on  uremia,  spondylitis,  convulsive  dis- 
orders in  children,  exfoliative  dermatitis,  and  the 
diagnosis  of  duodenal  ulcer.  This  is  one  of  the  best 
Medical  Clinics  which  has  ever  been  published. 

Milton  Plotz 

Adjustment  to  Physical  Handicap  and  Illness: 
A Survey  of  the  Social  Psychology  of  Physique  and 
Disability.  By  Roger  G.  Barker,  Beatrice  A.  Wright, 
and  Mollie  R.  Gonick.  Octavo  of  372  pages,  illus- 
trated. New  York,  Social  Science  Research  Council, 
1946.  Cloth,  $2.00.  (Bulletin  55) 

We  can  hardly  do  justice  in  a short  review  to  the 
tremendous  effort  and  excellent  presentation  of  the 
work  of  the  authors.  Their  evaluation  of  the  rela- 
tionship of  various  disabilities  to  psychologic  atti- 
tudes of  those  afflicted  is  thought-provoking.  One 
might  wish  that  they  did  not  use  the  term  “crip- 
pling” and  “crippled  persons,”  but  one  has  to  com- 
mend the  authors  on  this  worth-while  presentation  of 
a subject  which  deserves  our  closest  attention, 
especially  at  this  time  when  most  of  us  are,  in  one 
capacity  or  another,  treating  disabled  veterans.  It  is 
a timely  addition  to  the  literature  in  the  field  of 
social  science. 

Joseph  L.  Abramson 

Roentgen  Interpretation.  By  George  W.  Holmes, 
M.D.,  and  Laurence  L.  Robbins,  M.D.  Seventh 
edition.  Octavo  of  398  pages,  illustrated.  Phila- 
delphia, Lea  & Febiger,  1947.  Fabrikoid,  $7.00. 

A worthy  successor  to  the  previous  editions  of 
Holmes  and  Ruggle’s  Roentgen  Interpretation,  this 
text  book,  now  in  its  7th  edition,  has  been  well 
recognized  for  the  past  twenty-eight  years.  Dr. 
Laurence  L.  Robbins,  who  has  succeeded  Dr.  George 
W.  Holmes  as  chief  of  the  department  of  radiology  of 
the  Massachusetts  General  Hospital,  brings  to  this 
edition  the  more  recent  advances  in  diagnosis  and 
treatment,  thus  maintaining  its  high  standard. 

Students  of  medicine  might  well  include  Roentgen 
Interpretation  in  their  library  as  one  must  recognize, 
as  did  the  authors  many  years  ago,  that  without  a 
knowledge  of  radiology  one’s  medical  education  is 
indeed  wanting.  The  book  is  informative,  thorough, 
and  contains  not  only  tables  for  comparative  studies 
of  allied  lesions,  but  also  a very  complete  bibliogra- 
phy permitting  the  student  greater  entree  into  this 
relatively  new  branch  of  medicine. 

Milton  G.  Wasch 


Quantitative  Clinical  Chemistry.  By  John  P. 
Peters,  M.D.,  and  Donald  D.  Van  Slyke,  Ph.D. 
Second  Edition.  “Interpretations.”  Volume  I. 
Octavo  of  1,041  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Company,  1946.  Cloth,  $7.00. 

This  is  a review  of  the  first  volume  of  the  second 
edition  of  Peters’  and  Van  Slyke’s  great  work.  Al- 
though the  original  edition  was  issued  in  two 
volumes,  one  on  Principles  and  one  on  Methods,  the 
second  edition  is  being  expanded  into  three  volumes. 

The  tremendous  increase  in  important  material 
which  Dr.  Peters  had  added  has  necessitated  his 
presenting  the  section  on  Principles  in  two  volumes. 

The  first  part  deals  with  carbohydrate  and  is 
divided  into  three  large  chapters;  first  on  chemistry, 
then  physiology,  and  finally  clinical  applications.  It 
is  most  complete  and  is  scholarly  written.  The 
author’s  arguments  against  the  use  of  insulin  without 
glucose  in  the  treatment  of  diabetic  acidosis  are  good. 

His  description  of  so-called  alimentary  glycosuria  is 
not  much  different  from  mild  diabetes. 

It  is  undoubtedly  the  most  important  book  on  the 
subject.  The  clinician  will  do  well  to  use  this  as  a 
reference  book,  for  it  provides  a fine  chemical  and 
functional  basis  for  the  understanding  of  many 
diseases  in  medical  practice. 

William  S.  Collens 

The  Drama  of  Sex.  By  James  Lincoln  McCart-  j 
ney,  M.D.  Octavo  of  147  pages,  illustrated.  New 
York,  Stratford  House,  1946.  Cloth,  $2.50. 

This  book  has  been  prepared  by  an  authority  with  j 
an  excellent  psychiatric  background.  Its  failing,  one  i 
which  books  of  this  type  usually  have,  is  that  it  1 
gives  too  much  attention  to  the  details  of  the  sexual 
act.  It  probably  would  be  too  stimulating  to  anyone 
in  early  sex  life.  A mature  physician  will  appreciate 
its  value. 

Bernard  Seligman 

Calcific  Disease  of  the  Aortic  Valve.  By  Howard 
T.  Karsner,  M.D.,  and  Simon  Koletsky,  M.D. 
Octavo  of  111  pages,  illustrated.  Philadelphia,  J 
B.  Lippincott  Co.,  1947.  Cloth,  $5.00. 

This  is  a very  handy  book  of  reference  which 
covers  the  pathology  of  aortic  stenosis  quite  com- 
pletely and  the  clinical  features  adequately.  It  is  so 
common  for  calcific  disease  of  the  aortic  valve  to  be 
considered  in  differential  diagnosis  and  also  so 
common  for  a certain  amount  of  confusion  to  be  ex- 
pressed about  its  clinical  signs  and  symptoms,  that  f 
this  volume  should  prove  useful  indeed. 

Andrew  Babey 

Medical  Addenda.  Related  Essays  on  Medicine 
and  the  Changing  Order.  By  The  New  York 
Academy  of  Medicine  Committee  on  Medicine  and 
the  Changing  Order.  Octavo  of  156  pages.  New 
York,  Commonwealth  Fund,  1947.  Cloth,  $1.75. 

This  is  a series  of  eight  essays  on  present  trends  in 
the  social  aspects  of  the  practice  of  medicine.  The 
poorly  chosen  title  gives  little  clue  to  the  nature  of 
the  essays  which  supplement  and  round  out  the  New 
York  Academy  of  Medicine’s  monographs  on  Medi- 
cine and  the  Changing  Order.  Redding  this  little 
book  will  not  only  give  the  physician  some  idea  of  the 
nature  of  the  problems  facing  him  today  but  will  re- 
store his  pride  in  belonging  to  a profession  with  so 
many  opportunities  for  dedication  and  service  to  the 
community. 

Milton  Plotz 
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NEO-SYNEPHRINE 

WITH 

Crystalline  Penicillin 


Decongestion- 
Baeteriostasis 
in  Nasal  and  Sinus 
Infections 


Presents 


outstanding  agents 
of  established  value  in 
topical  intranasal 
therap  y . 


PENICILLIN  + VASOCONSTRICTOR 


Neo-Synephrine  Hydrochloride 

Reliable,  long-acting  vasoconstric- 
tor. 0.25%  buffered  solution: 
Establishes  free  drainage, 
promotes  aeration. 


Crystalline  Penicillin  Sodium 

Potent,  anti-bacterial  agent, 
1600  units  per  cc. : 

Topically  effective  in 
sinus  infections. 


/Vo  refrigeration  required  until  put  in  solution. 
Combination  Package:  Each  prescription  is  freshly  prepared. 


* New  York  13,  N y.  Windsor,  Ont. 


NEO-SYNEPHRINE.  trademark  reg  USA  Canada, 
brand  of  phenylephrine 
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§ IK  Borcherdt’s  Malt  Soup  Extract  is  a laxative 
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Announcing 

MICROPELLETS 

PROGYNON 

(aqueous  suspension,  alplia-estradiol) 

a new  departure 

in  estrogen  therapy 


Micropellets  Progynon  provide  a unique 
and  completely  new  technic  for  parenteral 
administration  of  pure  alpha-estradiol.  For 
the  first  time  it  has  become  possible  to  sus- 
pend the  primary  follicular  hormone  in  the 
form  of  Micropellets  in  normal  saline.  Pro- 
longed and  constant  absorption  from  a semi- 
permanent depot  is  established  in  the  tissues 
by  a simple  intramuscular  injection.  Where 
injections  of  an  oil  solution  are  not  feasible  or  desirable, 
a single  injection  of  1 mg.  of  Micropellets  Progynon 
may  be  substituted  in  order  to  achieve  prolonged  control. 


Micropf.llets  Progynon  offer  economy  in  estrogen 
therapy  while  providing  the  complete  safety  and  free- 
dom from  side  effects  inherent  in  natural  hormones. 


Michopellets  Pkocynon  are  available  in  multiple  dose  vials 
of  10  cc.,  each  cubic  centimeter  containing  1 mg.  of  pure 
alpha-estradiol  (12,000  R.U.  or  120,000  I.U.).  Boxes ,of  1 and 
6 vials. 
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Anti-Flatulent 
Effects  in  Intestinal 
Putrefaction  and 
Fermentation 
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NUCARPON 


Each  tablet  contains:  Extract  of  Rhubarb,  Senna,  Precipitated  Sulfur,  Peppermint  Oil  and 
Fennel  Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and  carminative.  For  use  in  indigestion,  hyper- 
acidity, bloating  and  flatulence. 

1 or  2 tablets  daily  j/j  hour  after  meals.  Bottles  of  100. 

STANDARD  PHARMACEUTICAL  CO.,  INC.  1123  Broadway,  New  York 


BURDENED  HEART 


EDEMATOUS  TISSUES 


DUBIN  AMINOPHYLLIN 

ACTIVE  DIURETIC  • MYOCARDIAL  STIMULANT 
BRONCHIAL  RELAXANT 


DISTRESSED  LUNGS 


In  Bronchial  Asthma,  Paroxysmal  Dyspnea, 
Cheyne-Stokes  Respiration. 


TABLETS  • AMPULS  • POWDER  • SUPPOSITORIES 


H.  E.  DUBIN  LABORATORIES,  Inc.,  250  East  43rd  St.,  New  York  17,  N.Y. 
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“Therapeutic  efforts  toward  the  relief  of  constipation 
in  patients  with  an  irritable  bowel  syndrome 
must  be  continued  over  prolonged  periods  of  time. 
Cathartics  which  exert  their  action  by  direct 
irrigation  of  the  intestinal  mucosa  have 
no  place  in  long-term  bowel  management.  . . . 

The  most  satisfactory  results  were 

obtained  with  a hydrophilic  mucilloid  [Metamucil] 

prepared  from  psyllium  seed.  . . 


METAMUCIL 


V Olffil  &*»S 


When  prolonged  treatment  is  indicated,  Metamucil — 
the  “smoothage”  management  of  constipation- 
fits  well  into  the  program. 

Smooth,  gentle,  normal  evacuation — the  desired  action  in 
the  irritable  bowel  syndrome— is  afforded  by 
the  use  of  Metamucil. 

Metamucil  is  the  highly  refined  mucilloid  of  Plantago  ovata  (50%),  a seed 
of  the  psyllium  group,  combined  with  dextrose  (50%) 
as  a dispersing  agent.  Metamucil  is  the  registered  trademark  of 
G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 

•Dolkart,  R.  E.;  Dontler,  M.,  and  Barrow,  L.  L.:  The  Effect  of 

Various  Types  of  Therapy  in  the  Management  of  t he  Irritable  Bowel 
Syndrome,  Illinois  M.  J.  90: 287  (Nov.)  1946. 
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The  recognition  of  dietary  deficiencies  as  factors  in 
the  etiology  of  cirrhosis  has  opened  a new  epoch  in 
the  therapy  of  hepatic  dysfunction.  A deposit  of 
fat  in  the  liver  is  known  to  precede  or  accompany 
degenerative  tissue  changes,  and  emphasis  is  being 
placed  upon  recognition  of  those  factors  giving  rise 
to  fatty  infiltration. 


Under  ordinary  conditions  a good  diet  should  con- 
tain a supply  of  lipotropic  agents  adequate  for 
normal  hepatic  metabolism  of  fat.  However,  fac- 
tors such  as  protracted  illness,  chronic  alcoholism, 
abnormal  levels- of  fat  ingestion,  specific  deficiencies 
of  protein  and  carbohydrate,  a generally  lowered 
intake  or  utilization  of  food,  and  exposure  to  certain 
toxic  agents  may  give  rise  to  fatty  infiltration  of  the 
liver. 


Success  in  therapy  of  chronic  hepatitis  (cirrhosis) 
is  dependent  upon  early  recognition  of  hepatic 
pathology  and  those  factors  predisposing  to  liver 
damage.  The  key-note  of  modern  therapy  is  pre- 
vention of  irreversible  degeneration  by  early  diag- 
nosis and  the  prompt  correction  of  dietary  deficien- 
cies. 


Syrup  Choline  Dihydrogen  Citrate  (Flint),  a com- 
pletely palatable  form  of  the  lipotropic  agent, 
choline,  is  indicated  in  conditions  in  which  hepatic 
dysfunction  is  associated  with  impaired  lipid  me- 
tabolism. 

Syrup  Choline  Dihydrogen  Citrate  (Flint) — 2.1 
per  cent  W/V  is  supplied  in  pint  and  gallon  bottles. 


For  Complete  Information  Write 


FLINT,  EATON  & COMPANY 

DECATUR  • ILLINOIS 


It’s  true  in  cigarettes  too! 

MORE  PEOPLE  ARE  SMOKING  CAMELS  THAN  EVER  BEFORE 


Y es,  experience  is  the  best  teacher  in  choosing  a 
cigarette.  And  with  millions  of  smokers  who  have 
tried  and  compared  different  brands  of  cigarettes, 
Camels  are  the  “choice  of  experience.” 

Try  Camels  yourself.  See  how  the  full,  rich  flavor 
of  Camel’s  choice,  properly  aged  and  blended 
tobaccos  pleases  your  taste.  See  if  Camel’s  cool,  cool 
mildness  isn’t  mighty  welcome  to  your  throat. 

Let  your  own  experience  tell  you  why  more  people 
are  smoking  Camels  than  ever  before. 
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weaken 


Minimizes  dan 


Squibb 


SQUIBB  tablets  of  rutin  and  ascorbic  acid 

20/100  60/300 


A new  therapeutic  combination  of  rutin  and  ascorbic  acid,  gen- 
erally effective  in  restoring  and  maintaining  capillary  integrity. 
Many  cases  of  increased  capillary  fragility  or  permeability  re- 
spond to  rutin  therapy,  but  rutin  alone  appears  to  be  less  effec- 
tive until  any  existing  ascorbic  acid  deficiency  is  corrected.1 


Eli 


ger  of  vascular  accidents 

Rutorbin  is  useful  for  prophylaxis  and  therapy  of  hypertensive 
patients  with  increased  capillary  fragility,  a group  especially 
predisposed  to  retinal  hemorrhage,  apoplexy  and  death."  Re- 
storation of  capillary  integrity  with  Rutorbin  minimizes  the 
danger  of  such  vascular  accidents.  Rutorbin  bas  no  hypoten- 
sive effect.  It  is  nontoxic,  easy  to  take,  and  well  adapted  for 
prolonged  maintenance  therapy. 

Rutorbin  is  indicated  in  other  conditions  accompanied  by 
increased  capillary  fragility:  diabetic  retinitis,  purpura,  and 
drug  idiosyncrasy  (thiocyanates,  arsenicals,  etc.). 

Available  as  Rutorbin  Tablets  20/100  ( 20  nig.  rutin,  100  mg.  ascorbic 
acid).  Bottles  of  100.  Also  Rutorbin  Tablets  60/300  (60  mg.  rutin, 
300  mg.  ascorbic  acid ) . Bottles  of  50. 

MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858 


1 Couch,  J.  F.,  et  ol.:  Bur  of  Agric.  & Indus.  Chem  , U.  S.  Depl.  of  Agriculture  A 1 C * 1 15  (April) 
1946.  2 Griffith,  J Q.,  Jr.,  and  Lmdauer,  M.A.  Am  Heart  J 28:758  (Dec.)  1944. 
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freedom  from  VAGINITIS 


simply  • quickly 


effectively 


single-dose  disposable  applicators 


The  "single  agent  of  choice”  1 
in  ail  types  of  vaginitis 
and  cervicitis, 

WESTHIAZOLE*  VAGINAL  . . . 


SPEEDS  RELIEF  from  itching, 
discharge,  foul  odor,  etc.,  and 
recovery  within  2 to  7 weeks. 


RAPIDLY  ACHIEVES  vaginal 
acidity  and  flora  hostile  to 
pathogenic  organisms. 


INTIMATELY  MEDICATES 

mucosa  by  adhesive  solution 
in  vaginal  secretions. 


ARRESTS  INFECTION, 

assures  faster  healing  by  intensive 
local  sulfathiazole  concentration. 

SAMPLES?  NEW  LITERATURE?  Send  coupon,  please 


WESTHIAZOLE  VAGINAL  FORMULA 

10%  SULFATHIAZOLE,  4%  UREA, 
3%  LACTIC  ACID  in  polyethlyene 
bose.  NON-IRRITANT,  NON-TOXIC 
• *T  M REG.  U S.  PAT  OFF 
1.  Siegler,  S.L.  Amer.  J.  Obslet. 

8 Gyn.  52  1,  1946. 

WESTWOOD  PHARMACAL  CORP. 

BUFFALO  13,  N.  Y. 

SUBSIDIARY  FOSTER  MILBURN  CO 


WESTWOOD  PHARMACAL  CORP. 
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Meats  • where  tex' 

tures  of  foods  indi- 


Swifts  Meals 

FOR  JUNIORS 


All  nutritional 
statements  made 
in  this  advertise- 
ment are  accepted 
hy  the  Council  on 
Poods  and  Nutri- 
tion of  the  Ameri- 
can Medical  Asso- 
ciation. 


SWIFT  & COMPANY 
Chicago  9,  Illinois 


NEW. ...  physician's  handbook 

of  protein -feeding 


“The  Importance 
of  Protein  Foods 
in  Health  and 
Disease” 

Free — let  us  send  you  a copy  now 

Written  by  a practicing  physician,  in  conjunction 
with  the  Nutrition  Division  of  Swift  & Company, 
this  booklet  provides  a convenient  source  of 
reference  for  all  the  important,  new,  published 
findings  concerning  the  value  of  protein  in  the 
human  diet. 

The  booklet  is  broad  in  its  scope,  covering 
the  subject  from  the  general  significance  of  protein 
in  nutrition  to  specific  clinical  aspects.  In  addition, 
high-caloric,  high-protein  diets — for  both  oral 
and  tube-feeding — are  included.  "The  Impor- 
tance of  Protein  Foods  in  Health  and  Disease” 
provides  a practical,  working  handbook  of  pro- 
tein feeding.  Let  us  send  you  your  copy  now. 
Simply  write  Swift  & Company,  Dept.  S.M.B., 
Chicago  9,  Illinois. 

Palatable  answer  to  many  problems  of 
protein  supplementation 

The  new  Swift’s  Strained  Meats  are  being  used 
more  and  more  in  soft  diets  where  a high-protein 
intake  is  indicated.  The  six  kinds  of  Swift’s 
Strained  Meats — beef,  lamb,  pork,  veal,  liver  and 
heart — provide  an  exceptionally  palatable  source 
of  complete , high-quality  proteins , B vitamins  and 
iron.  Developed  originally  for  infants,  Swift’s 
Strained  Meats  are  100%  meat,  soft  and  fine  in 
texture — easily  adaptable  to  tube-feeding. 

The  booklet  "The  Importance  of  Protein  Foods 
in  Health  and  Disease”  is  accompanied  by  a sup- 
plementary pamphlet  containing  simplified  high- 
protein  diets,  for  both  oral  and  tube-feeding, 
using  Swift's  Strained  Meats.  Send  for  your 
copy  today. 
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LIQUID  PEPTONOIDS 

with  TERPIN  HYDRATE  and CODEINE 

For  sy  mptomatic  relief  of  coughs  due  to  colds 


The  newest  member  of  Arlington's  LIQUID 
PEPTONOIDS*  family.  It  provides  the  expec- 
torant action  of  terpin  hydrate  and  the  sedative 
action  of  codeine  phosphate,  in  the  palatable  LIQUID 
PEPTONOIDS  base  so  long  favored  by  physician  and 
patient. 
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Each  teaspoonful  (5  cc.)  represents: 

Alcohol  {by  volume ) 12  % 

Codeine  Phosphate 5.5  mg. 

{Warning:  May  be  habit  forming) 

Terpin  Hydrate 17.5  mg. 

Chloroform 0.3  % 

Amino  Acids  and  Polypeptides  Derived 
from  Beef,  Milk, and  Wheat,  Equiv- 
alent to  Proteins 2.0  % 

Carbohydrates:  Lactose,  Dextrose,  Cane  Sugar. 

Supplied:  Bottles  of  4 fb  oz. 

For  cases  in  which  the  action  of  creosote  is  desired, 
LIQUID  PEPTONOIDS  with  CREOSOTE  is  still  avail-, 
able  in  bottles  containing  6 and  12  H.  oz.  The  physician 
may  thus  exercise  his  choice  of  preparations  in  the  individ- 
ual case. 


*The  word  PEPTONOIDS  is  a registered  trademark  of  The  Arlington  Chemical  Co. 

THE  ARLINGTON  CHEMICAL  COMPANY,  Yonkers  1.  N.Y. 
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- safe  iimin  \n.n  thee  in 

IN  OROPHIETNCEIL  INFECTIONS.... 

The  combined  clinical  value  and  safety  of  White’s  Sulfath 
zole  Gum  has  been  amply  confirmed  by  longer  profession 
use  than  any  other  local  chemotherapeutic  or  antibiotic  age 

//OiV 

fmcwf. . 

HIGH  topically  effective  salivary  concentrations  of  sulfathi- 
"azole — averaging  70  mg.  per  cent — are  maintained  by  chew-  - 
ing  a single  tablet  for  one  hour. 

! n I 

S/fff.  . 

Systemic  absorption  is  practically  negligible  even  with 
maximal  dosage.  Blood  levels  are  usually  immeasurable — 
rarely  approach  0.5  to  1 mg.  per  cent  under  intensive  therapy 
— the  possibility  of  toxic  reactions  is  virtually  ruled  out. 

| 

1 ,£  itesamm 

• 

The  topical  antibacterial  action  is  persistent — the  gum 
vehicle  “reservoir”  serving  to  release  the  medicament 
slowly  at  a rate  roughly  paralleling  the  drug’s  solubility  |l 
in  saliva. 

The  product  is  stable  and  retains  its  full  potency  under 
all  ordinary  conditions. 

Supplied  in  packages  oj  24  tablets — 33A  grs.  ( 0.25  Gm.) 
per  tablet — sanitaped . in  slip-sleeve  prescription  boxes. 

•‘'A  product  of  WHITE  LABORATORIES,  INC.,  Pharmaceutical  Manufacturers,  Newark  7,  N.J. 
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WHEN  YOU  NEED  A GOOD  SUPPORT 

FOR  REDUCIBLE  HERNI  A — may  we  suggest  the  advantages  of 

“custom-made”  Protection,  designed  to  meet  the  described  needs  of  each  particular  case?  Physi- 
cians, who  know  from  experience,  can  tell  you  that  Rice  “custom-made”  Supports  for  reducible 
HERNIA  are  truly  different  and  that  our  methods  are  dependable.  With  dozens  of  different 
styles,  shapes  and  types  of  pads  at  our  disposal  and  with  a full  realization  of  our  responsibility  to 
those  who  put  their  faith  in  us  —we  respectfully  offer  our  services  for  your  approval.  Descrip- 
tive literature  and  measurement  charts  on  request 

WILLIAM  S.  RICE,  Inc.,  (Lock  Box  101),  ADAMS,  NEW  YORK 

BRANCH  SUPPLY  AND  FITTING  OFFICES 

BUFFALO,  N.  Y.— ROCHESTER,  N.  Y.— PITTSBURGH,  PA. 


INDEX  TO  ADVERTISED  PRODUCTS 


ABDEC  Drops  (Parke,  Davis  & Company) . . 369 

Aldiazol  (The  S.  E.  Massengill  Company) . . . 431 

Aminophyllin  (H.  E.  Dubin  Laboratories,  Inc.)  346 
Auralgan  (The  Doho  Chemical  Corporation) . 375 

Boroleum  (Sinclair  Pharmacal  Co.,  Inc.) 446 

Ca-Ma-Sil  (Ca-Ma-Sil  Co.) 446 

Choline  (Flint,  Eaton  & Company) 349 

Clinitest  (Ames  Company,  Inc.) 341 

Digilanid  (Sandoz  Chemical  Works,  Inc.) ....  342 

DigitalineNativelle  (V  arickPharmacalCo. , Inc .)  437 

Diphtheria  and  Tetanus  Toxoids  (The  Na- 
tional Drug  Company) 365 

Donnatal  Elixir  (A.  H.  Robins  Company) ....  364 

Ferrolivron  (Harmon  Chemicals,  Inc.) 447 

Galatest  (Denver  Chemical  Mfg.  Company) . . 372 

Globin  Insulin  (Burroughs  Wellcome  & Co.) . . 370 

Glycerite  of  Hydrogen  Peroxide  (International 

Pharmaceutical  Corporation) 338 

Heptuna  (J.  B.  Itoerig  and  Company) 360 

Kondremul  (The  E.  L.  Patch  Company) 435 

Lacto-Thiazole  (Eli  Lilly  and  Company) ....  376 

Liquiderm  (Colin  Pharmacal  Co.) 348 

Liquid  Peptonoids  (The  Arlington  Chemical 

Company) 355 

Mercuhydrin  (Lakeside  Laboratories  Inc.) . . . 373 

Metamucil  (G.  D.  Searle  & Co.) 347 

Neo-Synephrine  (Winthrop-Stearns  Inc.)  ...  343 

Nitranitol  (The  Wm.  S.  Merrell  Company) . 2nd  cover 
Nitroscleran  (E.  Tosse  & Co.,  div.  Amfre  Drug 

Company,  Inc.) 374 

Nucarpon  (Standard  Pharmaceutical  Co.,  Inc.)  346 
Octaplex  (American  Pharmaceutical  Company)  441 
Perandren  & Metandren  (Ciba  Pharmaceut  ical 

Products,  Inc.) 3rd  cover 

Pheno-Bepadol  (International  Vitamin  Divi- 
sion, Ives-Cameron  Co.,  Inc.) 429 

Phospho-Soda  (C.  B.  Fleet  Co.,  Inc.) 363 

Premarin  (Ayerst,  McKenna  & Harrison  Ltd.)  359 


Progynon  (Schering  Corporation) 345 

Purodigin  (Wyeth  Incorporated) 362 

Pyridium  (Merck  & Co.,  Inc.) 368 

Ramses  (Julius  Schmid,  Inc.) 361 

Rutorbin  (E.  R.  Squibb  & Sons) 352 

Sas-Par  (Ernst  Bischoff  Company,  Inc.) 367 

Sotradecol  (Wallace  & Tiernan  Products,  Inc.)  372 
Sulfadiazine  with  Sodium  Lactate  (Marvin  R. 

Thompson,  Inc.) 371 

Sulfathiazole  Gum  (White  Laboratories,  Inc.) . 

356-357 

Thesodate  (Brewer  & Company,  Inc.) . .* 427 

Thum  (Num  Specialty  Co.) 358 

Tri-Sulfanyl  (U.  S.  Vitamin  Corporation) ....  339 

Westhiazole  Vaginal  (Westwood  Pharmacal 
Corp.) 353 

Dietary  Foods 

Liver  Preparations  (The  Armour  Laboratories)  433 

Malt  Soup  Extract  (Borcherdt  Malt  Extract 

Company) 344 

Meat  (Swift  & Company) 354 

Pablum  (Mead  Johnson  & Co.) 4th  cover 

Similac  (M  & R Dietetic  Laboratories,  Inc.) . . 366 

Medical  and  Surgical  Equipment 

Artificial  Eyes  (Fried  & Kohler,  Inc.) 337 

Artificial  Limbs  (J.  E.  Hanger) 372 

Ilydrogalvanic  Generators  (Teca  Corporation)  447 

Orthopedic  Shoes  (Pediforme  Shoe  Co.) 340 

Supports  (S.  H.  Camp  and  Company) 443 

Supports  (Wm.  S.  Rice,  Inc.) 358 

Miscellaneous 

Brioschi  (G.  Ceribelli  & Co.) 340 

Coca-Cola  (Coca-Cola  Company) 448 

Cigarett  e (R.  J.  Reynolds  Tobacco  Co.) . . .350-351 
Soring  Water  (Saratoga  Springs  Authority) . . 439 


MODERN  BILLING 

The  system  of  sending  bills  and  bills  and 
piling  up  a file  of  delinquent  accounts  (which 
the  statute  of  limitations  or  a business  slump 
makes  worthless)  is  passe.  We  have  a plan 
that  will  increase  your  income  from  profes- 
sional service  by  a novel  billing  technique. 
It  is  simple — reduces  paper  work.  It  has 
proven  its  worth  on  the  firing  line — in  the  doc- 
tor's office. 

CRANE  DISCOUNT  CORPORATION 

A Bonded  Institution 

Z30  W.  41  SI.  New  York  18,  N.  Y. 


J To  discourage  thumb-sucking 
Hi  and  nail  biting 

■■■  RECOMMEND  "^77777 

fSt  r™"  I HUM 


m 
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APPLIED  LIKE 
NAIL  POLISH 


Contain!  extract  of  capsicum  (2.34%) 
in  a base  of  acetone  nail  lacquer  and 
isopropyl.  50^  and  $1.00  per  bottle  at 
your  surgical  supply  house  or  druggist. 
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middle  ug 


u youthful  spirit 


Impairment  of  physical  and 
mental  activity  is  often  the  lot  of  the 
menopausal  woman,  beset  as  she  is  with 
distressing  somatic  and  emotional  symptoms. 

With  " Premarin such  vagaries  of  the 
climacterium  may  be  prevented.  In  addi- 
tion to  prompt  relief  of  physical  discomfort 
following  therapy,  many  patients  attest 
to  a "sense  of  well-being"  marking  the  dif- 
ference between  inactive  and  spirited 
existence...  the  "plus"  in  " Premarin " 
therapy  that  gives  the  middle-aged  woman 
a new  lease  on  useful  and  pleasurable  living. 

s 

Because  " Premarin " is  available  in  three 
potencies,  the  physician  is  able  to  adapt 
estrogenic  therapy  to  the  particular  needs  of  the 
patient.  Tablets  are  available  in  2.5  mg.,  1 .25  mg.  and 
0.625  mg.;  liquid,  0.625  mg.  in  each  4 cc.  (1  teaspoonful). 

While  sodium  estrone  sulfate  is  the  principal  estrogen  in  "Premarin," 
other  equine  estrogens ...  estradiol , equilin,  equilenin,  hippulin... 
are  probably  also  present  in  varying  amounts  as  water  soluble  conjugates. 


CONJUGATED  ESTROGENS  (equine)  JL 


Ayerst,  McKenna  & Harrison  Limited  22  East  40th  Street,  New  York  16,  New  York 
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A new  Roe/ig  preparation — Heptuna  with  Folic 
Acid — combines  the  hemopoietic  actions  of 
folic  acia  with  the  hematinic  and  nutritional 
effects  of  ferrous  sulfate  and  the  essential  vita- 
mins./ Heptuna,  which  has  proven  to  be  so 
effective  in  the  treatment  of  hypochromic  ane- 
mj,6s,  is  now  fortified  with  folic  acid.  Folic 
acid  stimulates  the  formation  of  reticulocytes, 
Erythrocytes,  leucocytes  and  hemoglobin  in 
/ patients  with  macrocytic  anemia.  By  prescrib- 
y ’ ing  Heptuna  with  Folic  Acid,  your  patients 
receive  the  therapeutic  advantages  of  the  com- 
bined hemopoietic  actions  of  folic  acid,  iron 
and  essential  vitamins. 


HEPTUNA  and  HEPTUNA  WITH  FOUC  ACID 
are  now  available  at  prescription  pharmacies. 


EACH  CAPSULE  CONTAINS: 

Folic  Acid 1.7  mg. 

Ferrous  Sulfote  U.  S.  P 4.5  Grains 

Vitamin  A (Fish-Liver  Oil)  5,000  U.  S.  P.  Units 
Vitamin  0 (Tuna-Liver  Oil) . . 500  U.  S.  P.  Units 
Vitamin  B]  (Thiamine  Hydrochloride)  . 2 mg. 

Vitamin  B2  (Riboflavin) 2 mg. 

Vitamin  B6  (Pyridoxine  Hydrochloride)0.1  mg. 

Calcium  Pantothenate 0.333  mg. 

Niacinamide 10  mg. 


combined  hemopoietic  actions 


Together  with  other  B-complex  factors  from  liver  and  yeast 


a ROERIG  preparation 


J.  B.  ROERIG  AND  COMPANY  • 536  lake  shore  drive  • Chicago  n,  Illinois 
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laboratory  studies  on  sperm- 
immobilizing  power  and  clinical  studies  on  occlusive  action 
and  safety  establish  that  "RAMSES"*  Vaginal  Jelly  affords  the 
optimum  protection  that  a jelly  alone  can  provide.  For  example: 
It  will  immobilize  sperm  in  the  fastest  time  recognizable 
under  the  Brown  and  Gamble  method. 

<‘H;S  It  will  occlude  the  cervix  for  as  long  as  10  hours  after  coitus. 
It  will  not  liquefy  or  run  at  body  temperature. 

It  does  not  separate. 

***»  It  is  nonirritating  and  nontoxic. 

For  optimum  protection  when  dependence  must  be  placed  on 
jelly  alone,  specify  "RAMSES”  Vaginal  Jelly. 

Active  Ingredients:  Dodecaethyleneglycol  Monolaurate  5%;  Boric  Acid  1%; 
Alcohol  5%. 

JULIUS  SCHMID , Inc. 

423  West  33th  Street,  NewYork  19,  N.  Y. 


•The  word  “RAMSES'*  15  a registered 
trademark  of  Julius  Schmid*  Inc. 


) 

> 

S 

i 

\ 

» 

$ 

S 

\ 

* 

; i 

#■ 

\ 

§ 

\ 

X 

J 


J 

\ 

f 

f 

\ 

S 

<* 

H 

/ 

\ 

£ 

H, 

/ 


1 

J 

V 

l! 

< 

K 

% 


362 


/ PreC,S  |rrit“»ion 

2 *""C  A*"'’"0" 

3 c°.ne6  AC**°° 
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For  oral  use:  0.2  mg.  tablets — vials 
of  30,  bottles  of  100  and  500;  0.1 
mg.  tablets — bottles  of  100  and 
500  • For  intravenous  injection: 
1 cc.  ampuls,  0.2  mg. 


Purodigin  has  these  advantages: 

PRECISE  DOSAGE:  Purodigin  (Digitoxin  Wyeth)  is 
absolutely  uniform  . . . standardized  by  weight, 
prescribed  by  weight. 

LACK  OF  IRRITATION:  Purodigin  is  concentrated 
— dosage  is  only  one  thousandth  that  of  digitalis  leaf. 
Nausea  is  rare. 

ABSORPTION  of  Purodigin  is  virtually  complete.  Almost 
no  irritating  residue  is  left  in  the  digestive  tract. 

SUSTAINED  ACTION:  Purodigin  remains  in  the  body 
as  long  as  digitalis. 


Try  Purodigin — especially  for  those  patients  who  do  not  easily  tolerate 
digitalis  leaf.  Without  interrupting  treatment,  simply  prescribe  0.1 -0.2 
milligram  Purodigin  in  place  of  0. 1-0.2  gram  digitalis. 


PURODIGIN 

CRYSTALLINE  DIGITOXIN 


® 

INCORPORATED  • PHILADELPHIA 


WYETH 


3,  PA. 
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empiric  roots... 
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Modern  authoritative 
reports1,2  highlight  the 
practical  value  of  phosphates 
of  soda  for  thorough 
(yet  mild)  elimination  whenever 
it  may  be  indicated.  They  serve 
to  illustrate  the  reason  why 
Phospho-Soda  (Fleet)*,  for  over  a 
half-century,  has  enjoyed  such 
a steadily  increasing  clinical 
acceptance  as  an  ethical  cathartic 
of  exceptional  merit.  Palatability,  ease 
of  administration,  and  gentle  yet  efficient 
laxation— with  remarkable  freedom 
from  nausea,  griping  and  anal  irritation- 
make  Phospho-Soda  (Fleet)*  truly  a 
"modern  physician's  laxative."  Its  formula 
combines  two  recognized  phosphates 
of  soda  in  scientific  proportions,  in  stable, 
uniform  and  highly  acceptable  liquid  form. 
Promoted  to  the  medical  and  dental 
professions  only;  available  in  2’/2,  6 and 
16  fluid  ounces,  at  pharmacies  everywhere 

*'Phospho-Soda'  and  'Fleet'  are  registered  trade-marks 
of  C.  B.  Fleet  Co.,  Inc. 


■»  ..i.ruoj? 


C.  B.  FLEET  CO.,  INC. 

(^ctUi(4  • LYNCHBURG,  VA. 

(ZoHtnolled  @atAci utiA. 

tract  Reg.  U S.  Pat  Off  mark 

PHOSPHO-SODA 

(fleet) 
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DONNATAL 


• Robins’  "Donnatal  Elixir"*  marks  an  important  step 
forward  in  spasmolytic  therapy.  Developed  for  adults 
and  children  alike,  this  outstanding  spasmolytic  and  sedative 
now  greatly  widens  the  range  of  its  therapeutic  usefulness. 

• As  an  elixir,  its  exceptional  palatability  ...  its  ease  of 
administration  and  flexibility  of  dosage  . . . together  with 
its  prompt,  uniform  action  — all  make  it  the  spasmolytic  of 
choice  in  such  pediatric  conditions  as  spastic  pyloric 
stenosis,  intestinal  colic,  diarrhea  and  enuresis. 
• Donnatal's  comprehensive  spasmolytic  effect  — with  an 
unusually  wide  margin  of  therapeutic  safety  — results  from 
a synergistic  combination  of  small,  fixed  amounts  of  the 
principal  belladonna  alkaloids,  with  phenobarbital. 
Each  5 cc.  (1  ieaspoonful)  of  Donnatal  Elixir  equals 
1 Donnatal  tablet  in  therapeutic  effectiveness. 

'"Donnatal"  is  the  registered  trade  mark  oi  A.  H.  Robins  Co. 
Ethical  Pharmaceuticals  of  Merit  since  187Q 

A.  H.  ROBINS  COMPANY  • RICHMOND  19,  VA. 

DOSAGE  Infants:  */a  Ieaspoonful  2 or  3 times 
daily  as  necessary.  Children:  1 Ieaspoonful 
2 or  3 times  daily  as  necessary. 
Adults:  1 or  2 leaspoonfuls,  3 or  4 times  daily. 

FORMULA  Each  teaspoonful  (5  cc.)  contains: 

Hyoscyamine  Sulfate 0.1037  mg. 

Atropine  Sulfate  . . . 0.0194  mg. 
Hyoscine  Hydrobromide  . . . 0.0065  mg. 
Phenobarbital  ('A  gr.)  . . . 16.2  mg. 

AVAILABLE  In  pints  and  gallons. 


elixir 


another  Robins'  triumph 
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comprehensive 
protection 
with  a 

SINGLE 
INJECTION 


The  use  of  Diphtheria  and  Tetanus  Toxoids,  Alum  Precipitated, 
and  Pertussis  Vaccine  Combined,  has  largely  replaced 
the  practice  of  repeated  injections  for  immunization  against 
specific  infections.  These  combined  antigens  produce  an 
immune  titer  equal  to  or  greater  than  that  effected  by  the  antigen 
injected  individually.  The  simultaneous  triple  defense  provided 
by  this  comprehensive  treatment  greatly  reduces  the  incidence 
of  contagion  in  a community  and  makes  possible 
a reduction  of  infant  mortality  rate. 

Recommended  for  infants  and  pre-school  age  children, 
immunization  consists  of  three  0.5  cc.  subcutaneous  injections 
at  intervals  of  from  four  to  six  weeks. 

Antigenic  content  of  H.  pertussis  increased  to  45,000  million 
organisms  per  immunizing  treatment. 


SUPPLIED: 

Single  Immunization  package  contains  three  */2  cc.  Vials 
Five  Immunizations  package  contains  three  2'/2  cc.  Vials. 


■ 
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THE  NATIONAL  DRUG  COMPANY 
Philadelphia  44,  Pa. 

PHARMACEUTICALS.  BIOIOGICAIS.  BIOCHEMtCAlS  FOR  THE  MEDICAl  PROFESSION 


DIPHTHERIA  and  TETANUS  TOXOIDS, 
ALUM  PRECIPITATED, 
and  PERTUSSIS  VACCINE  COMBINED 
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No  substitute  for  mother’s  milk  is  more  highly  regarded 
than  Similac  for  feeding  the  new  born,  twins,  prematures, 
or  infants  that  have  suffered  a digestive  upset.  Similac 
gives  uniformly  good  results  in  these  special  cases  simply 
because  it  resembles  breast  milk  so  closely.  Normal 
babies  thrive  on  it  for  the  same  reason. 


This  similarity  to  breast  milk  is  definitely  desirable — 
from  birth  until  weaning. 


M & R DIETETIC  LABORATORIES,  INC.  ® COLUMBUS  16,  OHIO 


SlHlL'AC 


rcJLET? 


A powdered,  modified  milk 
product  especially  prepared  for 
infant  feeding,  made  from  tu- 
berculin tested  cow's  milk 
(casein  modified)  from  which 
part  of  the  butter  fat  has  been 
removed  and  to  which  has 
been  added  lactose,  cocoanut 
oil.  cocoa  butter,  corn  oil, 
and  olive  oil.  Each  quart  of 
normal  dilution  Similac  con- 
tains approximately  400  U.S.P. 
units  of  Vitamin  D,  and  2500 
U.S.P.  units  of  Vitamin  A as 
a result  of  the  addition  of  fish 
liver  oil  concentrate. 


covering  reddish,  rounded  plaques  — per- 
sistent lesions  that  stubbornly  resist  most 
medications  — characterize  psoriasis 

SAS-PAR 

tablets 


non-toxic  oral  therapy  for  psoriasis 
is  exceptionally  effective  in  helping  to  clear, 
as  well  as  limiting  this  chronic  inflammatory 
disease.  Speedier  control  of  the  more  re- 
* • fractory  psoriatic  lesions  may  be  achieved 
by  combined  oral  and  topical  therapy— SAS- 


PAR  Tablets  and  ULTROINE  Ointment. 


e> 


Recommended  course  of  therapy:  One 
SAS-PAR  Tablet  twice  daily,  generally  pro- 
gressively increased  to  six  tablets  daily 
and  continued  over  a three  month  period. 
ULTROINE  Ointment  applied  locally  twice 
daily  after  removing  scales  by  soaking  in 
water  or  by  friction  brushing  with  soap 
and  water. 

Trade-Mark  SAS-PAR — Reg.  V.  S.  Pat.  Off. 
Copyright  1947,  Ernst  Bischoff  Company,  Inc. 

Printed  U.  S.  A. 

ERNST  BISCHOFF  COMPANY,  INC.  • IVORYTON,  CONNECTICUT 
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The  oral  administration  of  2 Pyridium  tablets  t.i.d.  will 
promptly  relieve  distressing  urinary  symptoms  in  a large  per- 
centage of  ambulant  patients,  thereby  permitting  them  to 
pursue  their  normal  activities  without  undue  disturbance. 

Following  oral  administration,  Pyridium  produces  a definite 
analgesic  effect  on  the  urogenital  mucosa.  This  action  con- 
tributes to  the  prompt  and  effective  relief  that  is  so  gratifying 
to  patients  suffering  from  disturbing  symptoms  such  as  painful, 
urgent,  and  frequent  urination,  nocturia,  and  tenesmus. 

Therapeutic  doses  of  Pyridium  may  be  administered  through- 
out the  course  of  uncomplicated  cystitis,  pyelonephritis,  pros- 
tatitis, and  urethritis,  without  danger  of  serious  side  reactions. 

Literature  on  Request 


. . . through 

Urogenital 

Analgesia 


PYRIDIUM 


( Plienylazo-ulplia-jlpliit-diuMiino-px  riilinc  mono-liyilnwhloriilo) 


MERCK  & CO.,  Inc. 


tAlatt ttfacfu’t itty  c(o/teinibfa 
In  ('.amnia:  MKKCk  A ( iO.,  Lid.  Monlrrul.  One. 


PYRIDIUM  is  the  United  States 


Registered  Trade-Mark  of  the 


product  manufactured  by  the 
Pyridium  Corporation.  Merck 
..  & Co.,  Inc.,  Sole  Distributors 

' JV  'n  U.  S.  A. 
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concerted  action  of  8 vitamins 
when  you  prescribe 


ABDEC 


drops 


ABDEC  DROPS,  in  harmony  with  their  wide  range  of  therapeutic  and 
prophylactic  indications,  supply  eight  important  vitamins  in  a clear,  non-alcoholic 
solution— vitamins  A,  Bj,  B2,  BG,  C,  D,  nicotinamide  and  sodium  pantothenate. 
They  are  used  most  effectively  for  the  infant  in  the  first  crucial  months 
of  existence  and  for  the  growing  child. 

ABDEC  DROPS  may  be  placed  directly  on  the  tongue  or  added  to  milk,  fruit 
juices,  soups,  cooked  or  pre-cooked  cereals  and  other  foods.  The  full  daily  dose 
is  preferably  given  at  a single  feeding.  The  average  daily  dose  for  infants  under 
one  year  is  0.3  cc.  (5  minims) ; for  older  children,  0.6  cc.  ( 10  minims) . 


ABDEC  DROPS  are  supplied  in  15-cc.  and  50-cc.  bottles  with  a special  graduated  dropper 
to  facilitate  accurate  dosage. 

Each  0.0  cc.  (10  minims)  of  abdec  drops  contains  vitamin  A,  SOO0  units;  vitamin  I), 
looo  units;  vitamin  Bi,  1 mg.;  vitamin  B-.  0.4  mg.;  vitamin  Bn,  1 mg.; 
pantothenic  acid  (as  sodium  salt),  i mg.;  nicotinamide,  0 mg.;  vitamin  (',  50  mg. 


PARKE,  DAVIS  & COMPANY  • DETROIT  32,  MICHIGAN 
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to  convert 
the  diabetic 
into  a 

more  normal 

person 


“The  ideal  in  therapy. . .is  to  convert  the  diabetic 
into  a normal  person.”1  While  certain  restric- 
tions must  always  be  imposed,  many  patients 
can  be  controlled  through  diet  alone  so  as  to 
dislocate  their  normal  habits  as  little  as  pos- 
sible. In  those  cases  where  insulin  therapy'  is 
also  required,  control  may  often  be  attained 
with  but  one  daily  injection  of  ‘Wellcome’ 
Globin  Insulin  with  Zinc.  Its  intermediate  action 
is  adaptable  to  the  needs  of  most  mild  and 
many  moderately  severe  cases  and  adequate 
control  can  usually  be  achieved  in  three  clear- 
cut  steps: 

I.  Stabilize  the  patient  as  well  as  possible  on  a 
diet  of  the  desired  caloric  content.  Give  a sin- 
gle dose  of  15  or  20  units  of ‘Wellcome’ Globin 
Insulin  30  minutes  or  more  before  breakfast. 


(supper).  Any  tendency  toward  mid-afternoon 
hypoglycemia  may  usually  be  offset  by  giving 
10  to  20  grams  of  carbohydrate  between  3 and 
4 p.m.  The  final  adjustment  of  carbohydrate  dis- 
tribution may  be  based  on  fractional  urinalyses. 

Systematic  attention  to  these  details  will  make 
possible  adequate  control  of  most  mild  and 
many  moderately  severe  cases  of  diabetes  with 
a single  daily  injection  of  ‘Wellcome’  Globin 
Insulin  with  Zinc. 

‘Wellcome’  Globin  Insulin  with  Zinc  is  a clear  solu- 
tion, comparable  to  regular  insulin  in  its  freedom 
from  allergenic  properties.  Available  in  40  and  80 
units  per  cc.,  vials  of  10  cc.  Accepted  by  the  Council 
on  Pharmacy  and  Chemistry,  American  Medical 
Association.  Developed  in  The  Wellcome  Research 
Laboratories,  Tuckahoe,  New  York.  U.S.  Patent  No. 
2,161,198.  LITERATURE  ON  REQUEST. 


2.  Adjustment  to  24 -hour  control:  Gradually 
adjust  the  Globin  Insulin  dosage  to  provide 
24-hour  control  as  evidenced  by  a fasting  blood 
sugar  level  of  less  than  150  mgm.  or  sugar-free 
urine  in  the  fasting  sample. 

3.  Adjustment  of  diet:  Simultaneously  adjust 
the  carbohydrate  distribution  of  the  diet  to 
balance  insulin  activity.  Initially  this  may  be 
2/10  (breakfast),  4/10  (lunch),  and  4/10 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC., 


'Wellcome' Trademark  Registered 
I.  Bauman,  L.:  Bull.  New  Eng.  M.  Center  5:17  (Feb.)  1943. 


9 & II  EAST  4 1ST  STREET,  NEW  YORK  17,  N.Y. 
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Sulfadiazine 

therapy  made 
safer  and 

more  pleasant 


SULFADIAZINE  with  SODIUM  LACTATE 


r 

n 

HR! 
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L 

distinct 

advantages 


Higher  initial  blood  levels 

Keeps  the  patient’s  urine  definitely  alkaline 
without  adjuvants 

© Complete  output  of  total  and  free  sulfadiazine 
in  the  urine 

O No  danger  of  over-alkalization  or  alkalosis 
© No  evidence  of  renal  damage  or  untoward  reactions 


After  a definitive  study,  Boyd  and  Dingwall  conclude 
that  “the  suspension  of  microcrystalline  sulfadiazine 
with  sodium  lactate  is  the  pharmaceutical 
preparation  of  choice." 

Boyd,  E.  M.;  Dingwall,  R.  W.:  Am.  Journ.  Med.  Sciences;  213:549,  1947 

Sulfadiazine  with  Sodium  Lactate  MRT  is  an 
exceptionally  palatable  suspension. 

Each  teaspoonful  (5  cc.)  contains  0.5  Gm. 
microcrystalline  sulfadiazine,  and  1.5  Gm.  sodium 
lactate  — the  preferred  combination  for  promoting 
urine  alkalinity  and  inhibiting  crystal  formation. 

no  coined  names... specify... 

literature  and  samples  upon  request. 

MARVIN  R.  THOMPSON,  INC. 

67  Greenwich  Avenue,  Stamford,  Connecticut 


372 


SOTRADECOL 

(SO'-TRA-DEC'-OL) 

A NEW  SCLEROSING  AGENT  FOR  THE 
INJECTION  THERAPY  OF  VARICOSE 
VEINS 

“The  sodium  salt  of  tetradecyl  sulfate 
(Sotradecol)  ...  is  much  more  potent, 
relatively  less  toxic,  and  produces  a less 
diffuse  and  more  localized  reaction.”* 

*W.  M.  Cooper,  Sur.  Gyn  & Obst.,  83:  647-652, 
Nov.  1946. 

AVAILABLE — 3%  sterilized  solution  in  20cc 
multiple  dose  vials — through  prescription 
pharmacies  and  surgical  supply  dealers. 

Descriptive  brochure  and  reprints  sent  on  request. 

WALLACE  & TIERNAN 
PRODUCTS,  INC. 

Belleville  9,  New  Jersey,  U.  S.  A. 

PS-1 


HANGERS'S 

98  Central  Ave.  104  Fifth  Avenue 

Albany  6,  N.  y.  New  York  1 1 , New  York 
200  Sixth  Avenue 
Pittsburgh  30,  Pa, 


. for  wearers, 
particularly  women,  the 
natural  appearance  and 
the  freedom  of  action 
afforded  are  the  out- 
standing qualities  of  Hanger  Limbs.  Miss  Ferris  Jones, 
a nurse  wearing  a Hip  Control  Leg,  says:  "I  never  for- 
get that  I could  not  be  here — or  anywhere  that  I'd  like 
to  be  without  my  leg.  I am  able  to  carry  on  famously — 
and  for  me  life  has  regained  all  its  flavor.  Thank  you  for 
making  this  possible." 


AT  HOME  OR  AWAY 
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SIMPLIFY  URINALYSIS 


NO  TEST  TUBES  • NO  MEASURING 
NO  BOILING 

Diabetics  welcome  “Spot  Tests”  (ready  to  < 
use  dry  reagents),  because  of  the  ease  and 
simplicity  in  using.  No  test  tubes,  no  boil- 
ing, no  measuring;  just  a little  powder,  a 
little  urine — color  reaction  occurs  at  once  if 
sugar  or  acetone  is  preseent.  { 

QcUatedt 

FOR  DETECTION  OF  SUGAR  IN  THE  URINE 

Aceiane  ^ledt  (DENCO) 

FOR  DETECTION  OF  ACETONE  IN  THE  URINE 

SAME  SIMPLE  TECHNIQUE  FOR  BOTH 


1.  A LITTLE  POWDER 


2.  A LITTLE  URINE 


COLOR  REACTION  IMMEDIATELY 

A carrying  case  containing  one  vial  of 
Acetone  Test  (Denco)  and  one  vial  of 
Galatest  is  now  available.  This  is  very 
convenient  for  the  medical  bag  or  for  the 
diabetic  patient.  The  case  also  contains 
a medical  dropper  and  a Galatest  color 
chart.  This  handy  kit  or  refills  of  Acetone 
Test  (Denco)  and  Galatest  are  obtainable 
at  all  prescription  pharmacies  and  surgi- 
cal supply  houses. 

Accepted  for  advertising  in  the  Journal  of  the  A.M.A 
WRITE  FOR  DESCRIPTIVE  LITERATURE 


THE  DENVER  CHEMICAL  MFG.  COMPANY 

163  Voritk  Street,  New 'York  13,  N.Y. 
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fluid  that  inundates  the  tissues  during  congestive  heart  fail- 
ure may  pass  through  approximately  one  and  one-half  acres  of 
capillary  wall.  Following  an  intramuscular  or  intravenous  injec- 
tion of  mercuhydrin,  edema  fluid  comprised  of  water  and  salts, 
chiefly  sodium  chloride,  is  mobilized  back  through  the  one  and 
one-half  acres  of  the  capillary  bed  and  is  eliminated  through  the 
kidneys.  The  diuresis  obtained  with  mercuhydrin  benefits  not 
only  the  patient  with  palpable  edema,  but  also  the  patient  subject 
to  cardiac  decompensation.  “The  effect  on  dyspnea  in  these  cases 
of  left-sided  failure  is  probably  largely  a result  of  diminution  in 
pulmonary  edema,  even  though  the  latter  is  clinically  occult.”* 


® 
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The  management  of  cardiac  decompensation  is  greatly  facilitated 
and  the  comfort  and  well  being  of  the  patient  is  greatly  increased 
by  administration  of 


MERCUHYDRIN  early,  concurrently  with  digitalization 

MERCUHYDRIN  in  a systematic  schedule  of  repeated  doses  as  main- 
tenance therapy. 


MERCUHYDRIN  by  intramuscular  injection,  well  tolerated  locally  and 
systemically,  and  affording  highly  effective  diuresis 

MERCUHYDRIN  ( meralluride  sodium)  is  available  in  1 cc.  and  2 cc. 
ampuls. 


*Fishberg,  A.  M.:  Heart  Failure,  Lea  and  Febiger,  Philadelphia,  1946,  p.  733. 


INC.  MILWAUKEE  1,  WISCONSIN 
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REGULATE 

HYPERTENSION 

SAFELY 

WITH 

NITROSCLERAN 

(TOSSE) 


Send  for  detailed  literature 

E.  TOSSE  & CO. 

DIVISION  OF  AMFRE  DRUG  COMPANY,  INC. 

95  MADISON  AVENUE,  NEW  YORK  16.N.Y. 


NITROSCLERAN 
is  the  original, 
highly  stable 
injectionable  form 
of  Sodium  Nitrite 
( 100  mg.  per  1 cc. 
ampule)  potentiated 
by  sodium  and 
potassium  phosphate. 


Of  all  cardiac  disturbances  to  plague  the  aged, 
hypertension  rates  high  as  one  of  the  most 
difficult  to  combat. 

NITROSCLERAN  as  a vasodilator  and 
hypotensive  usually  provides  rapid  and  significant 
decline  in  elevated  pressure.  Prolonged  relief 
from  hypertensive  anxiety,  vertigo,  insomnia, 
headache,  etc.  may  be  obtained. 

NITROSCLERAN  acts  within  5 to  10  minutes 
to  help  decrease  arterial  spasm  and  resistance 
( a major  cause  of  high  blood  pressure ) ...  by  dilating 
and  relaxing  arterioles,  capillaries  and  venules. 
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PIONEERS  in  Research  ...  and 

Leadership  thru  the  years  in  combating 

OTITIS  MEDIA 

. / 


DOHO  in  realizing  the  need  for  a potent, 
topical,  well  tolerated  ear  medication,  yet 
mindful  that  no  one  formula  could  be  suitable 
for  all  conditions  . . . devoted  every  facility 
and  scientific  resource  to  the  development  and 
perfection  of  AURALGAN  and  OTOSMO- 
SAN.  Each  has  its  sphere  of  usefulness  . . . 
each  has  been  tested  and  clinically  proven  in 
many  thousands  of  cases.  Reprints  and  sub- 
stantiating data  sent  on  request. 


EACH  A SPECIFIC ...  both  effective! 


is  a scientifically  prepared,  completely  water-free  Gly- 
cerol (DOHO)  having  the  highest  specific  gravity 
obtainable,  containing  antipyrine  and  benzocaine  . . . 
which  by  its  potent  decongestant,  dehydrating  and  anal- 
gesic action  provides  effective  relief  of  pain  and  inflam- 
mation. 


t 


' 


0-T0S-M0-SAN 

IN  CHRONIC  SU  PPURATIVE 
OTITIS  MEDIA, FURUNCULOSIS 
AND  AURAL  DERMATITIS 


is  not  just  a mere  mixture,  but  a scientifically  potent 
chemical  combination  of  Sulfathiazole  and  Urea  in 
AURALGAN  Glycerol  (DOHO)  base  ...  which  exerts 
a powerful  solvent  action  on  protein  matter,  liquefies 
and  dissolves  exuberant  granulation  tissue,  cleanses  and 
deodorizes,  and  tends  to  exhilarate  normal  tissue  heal- 
ing in  the  effective  control  of  chronic  suppurative  otitis 
media. 

Literature  and  samples  on  request 


THE  DOHO  CHEMICAL  CORPORATION 

New  York  13,  N.  Y.  • Montreal  • London 
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CUT  SULFADIAZINE 
OR  SULFATH  I AZOLE  TOXICITY 


More  than  half  the  toxic  reactions  clue  to  these  drugs 
are  caused  by  the  crystallization  of  one  of  their  forms 
in  the  kidney.  This  is  reducible  by  maintaining 
the  urine  in  a slightly  alkaline  state. 


'Lacto-Diazine’  (Suspension  of  Sulfadiazine  with 
Sodium  Lactate,  Lilly)  and  'Lacto-Thiazole'  (Suspension 
of  Sulfathiazole  with  Sodium  Lactate,  Lilly)  assure 
sufficient  alkali  therapy.  Each  preparation  contains 
1.66  Gm.  of  sodium  lactate  per  5 cc.  (one 
average  teaspoonful). 

The  recommended  average  adult  dose  of  sulfadiazine 
or  sulfathiazole  is  6 grams  in  twenty-four  hours. 

Two  teaspoonfuls  'Lacto-Diazine’  or  'Lacto-Thiazole’ 
every  four  hours  provide  the  average  adult  dose 
of  either  drug  and  approximately  20  grams  of  sodium 
lactate  for  alkalinization.  This  is  equivalent  to  the 
alkalinization  produced  by  approximately  15  grams 
of  sodium  bicarbonate. 

'Lacto-Diazine’  and  'Lacto-Thiazole’  are  pleasantly 
flavored,  well  tolerated.  With  infants  and  children, 
dosage  is  according  to  body  weight. 

‘Lacto-Diazine’  and  'Lacto-Thiazole’  are  available 
in  one-pint  bottles. 


Eli  Lilly  and  Company 

INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 
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Editorials 


Plain  r 

Right  now  is  a good  time  to  do  some  in- 
tensive thinking.  This  country,  the  U.S.A., 
is  assuming  responsibility  for  large  loans  to 
European  nations.  It  is  supporting  itself 
and  pouring  foodstuffs,  clothing,  and  other 
aid  into  Europe,  Asia,  and  the  Middle  East. 
The  result  necessarily  will  be  increased  living 
costs  in  this  country  as  long  as  the  laws  of 
gravity  and  supply  and  demand  remain  oper- 
ative twenty-four  hours  a day.  One  may 
have  his  cake  and  eat  it,  too,  only  in  Utopia. 

The  profession  of  medicine,  at  least  since 
it  has  been  on  a sound  scientific  basis,  has 
been  taught  to  be  realistic.  It  has  been  real- 
istic with  relation  to  the  art  and  science  of 
medicine,  and  is  now.  But  the  profession 
lives  as  a minority  group  within  the  larger 
body  politic  and  is  subject  to  the  fluctuations 
of  the  national  economy.  It  will  be  in- 
creasingly subject  to  political  pressures  as 
living  costs  rise  as  they  must.  Cheaper 
medical  care  will  be  sought  by  the  tax-ridden 
public  and  will  be  dangled  before  the  voters, 
in  the  form  of  government-controlled  medi- 
cine, by  politicians  seeking  re-election. 


ilk,  III 

Bismarck  in  Germany  started  the  game; 
Lloyd  George  in  England  played  it  after 
World  War  I;  Mr.  I.  Falk  in  the  Bureau  of 
Research  and  Statistics  in  the  Social  Security 
Board  has  been  urging  it  on  this  country  for 
years.  Organized  medicine  in  the  United 
States  has  been  under  political  attack  as  a 
“softening  up’’  preliminary  since  1933,  and 
such  media  as  the  medical  and  hospital  pro- 
visions of  the  W-M-D  bills  have  been  used  in 
Congressional  committee  hearings  heavily 
weighted  in  favor  of  socialized  medicine  to 
propagate  the  idea  through  publicity.  The 
Federal  “health  workshops”  sponsored  by 
the  U.S.P.H.S.  were  used  as  propaganda 
media  in  support  of  the  National  Health 
Program  of  1946. 

A little  of  the  realism  displayed  by  individ- 
ual medical  men  in  carrying  on  their  science 
and  art  of  medicine  in  studying  this  politico- 
economic  disease  of  propaganditis  seems  in- 
dicated. The  A.M.A.  and  the  various  state 
and  county  medical  societies  have  been 
studying  it  exhaustively  and  have  furnished 
individual  medical  men  with  factual  studies, 
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reports,  and  suggestions  that  individual  doc- 
tors familiarize  themslves  with  the  serious- 
ness of  the  situation. 

To  those  who  consider  the  plight  of  the 
nations  in  Europe  which  have  adopted  tax- 
paid,  government-controlled  medical  service, 
it  must  be  apparent  that  -propaganda  for  the 
adoption  of  such  measures  is  an  early  symp- 
tom of  the  disorder  of  national  bankruptcy, 
and  that  acceptance  of  the  scheme  is  the  dis- 


ease itself.  All  Europe  has  it.  We  here 
are  in  the  propaganda-for-state-medicine 
state  as  yet.  It  is  a warning  that  with  in- 
flation, rising  prices,  and  the  febrile  hysteria 
of  an  election  year  coming  on,  the  easiest 
political  nostrum  to  offer  to  the  public  would 
be  cheap  state  medicine.  Doctors  will  not  be 
fooled.  They  will  recognize  it  for  the  bank- 
ruptcy it  really  is,  whatever  you  may  choose 
to  call  it. 


Inflation  and  Medical  Costs 


Some  say  we  shall  have  inflation;  others 
say  not  necessarily;  still  others  say  we  have 
it  now.  To  doctors  this  is  apt  to  be  con- 
fusing. After  all,  their  job  is  to  care  for  the 
sick  and  the  question  of  inflation  has  a bear- 
ing on  how  they  shall  do  it. 

In  1948,  political  campaigns  may  be  ex- 
pected to  produce  possibljr  more  than  the 
usual  election  year  quota  of  weird  schemes 
to  cure  rising  costs  of  living.  These  schemes, 
of  course,  will  touch  upon  medical  care.  Our 
esteemed  contemporary,  the  Saturday  Even- 
ing Post,  says,  editorially,  in  part:1 

Despite  the  differences  in  detail,  all  these 
electoral  squirmings  have  one  common  fac- 
tor— namely,  the  disposition  of  peoples  the 
world  over  to  expect  too  much  of  politicians  in 
dealing  with  economic  events.  The  fault,  of 
course,  is  with  the  politicians,  who  have  re- 
sorted to  the  most  preposterous  quackery  to 
persuade  the  public  that  their  snake  oil  would 
cure  anything  from  inflation  to  the  hous- 
ing shortage.  Governments  everywhere  have 
undertaken  to  carry  out  nonfulfillable  promises 
by  plunging  into  the  economic  field  and  making 
a horrible  mess  of  things.  This  was  prophesied 
almost  a century  ago  by  John  Stuart  Mill  in 
his  monumental  Essay  on  Liberty,  wherein  he 
said: 

“The  public,  expecting  everything  to  be 
done  for  them  by  the  state,  or  at  least  to  do 
nothing  for  themselves  without  asking  from 
the  state  not  only  leave  to  do  it  but  even  how  it 
is  to  be  done,  naturally  hold  the  state  re- 
sponsible for  all  evil  that  befalls  them.” 

It  seems  useless  to  belabor  the  politicians, 
as  the  Post  points  out;  they  cannot  perform 
economic  miracles.  On  the  other  hand,  they 

1 December  13,  1947,  p.  150. 


cannot  stand  around  and  let  things  drift 
along.  Inaction  in  the  presence  of  rising 
costs  of  everything  from  shoe  laces  to 
medical  care  is  no  way  to  please  the  cus- 
tomers in  an  election  year.  The  boys  with 
the  ballots  want  action  and  plenty  of  it.  So 
the  politicos  give  and  hope  for  the  best. 

However,  (continues  the  Post ) instead  of  con- 
cluding that  the  state  is  out  of  place  in  fixing 
prices  or  building  houses,  the  voters  are  more 
likely  to  blame  the  political  party  in  power  and 
to  install  some  other  political  party.  The 
successful  faction,  instead  of  interpreting  its 
success  as  a directive  to  let  nature  take  its 
course  for  a few  minutes,  usually  introduces 
some  quackery  of  its  own,  explaining  the 
failure  of  its  opponents  as  due,  not  to  quackery 
per  se,  but  to  the  wrong  brand  of  quackery. 
Thus,  unless  common  sense  comes  to  the 
rescue,  there  develops  a contest  between 
charlatans  which  can  end  only  in  some  sort  of 
totalitarian  seizure  of  power. . . . 
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The  outlook  seems  grim,  but  there  is  a 
loophole — that  common  sense  which  the 
Post  invokes.  It  has  survived  assorted 
disasters,  election  promises,  prohibition, 
and  numerous  booms  and  depressions.  We 
believe  it  will  come  to  the  fore  now  if  given 
the  opportunity. 

Of  course  this  country  cannot  escape  the 
economic  consequences  of  the  recent  war; 
nor  can  it  or  should  it  evade  the  issue  of  its 
postwar  commitments  to  the  less  fortunate 
people  of  the  world.  That  is  common  sense. 

If  such  common  sense  results  in  higher 
prices  here,  that  is  to  be  expected;  we  can’t 
have  our  cake  and  eat  it,  too.  Nor  can  we 
require  the  politicians  to  pull  economic 
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rabbits  out  of  their  hats.  But  it  is  hoped 
that  in  the  forthcoming  turmoil  of  debate 
bur  American  system  of  medical  practice 
will  not  suffer  the  fate  that  befell  the  profes- 
sion in  England  after  World  War  I. 

We  haven’t  a doubt  that  socialization  of 
medical  practice  will  be  proposed  seriously 
as  a measure  of  economy,  but  we  reiterate 


our  belief  that  the  common  sense  of  the 
American  people  will  reject  such  a measure 
on  the  ground  that,  though  it  would  spread 
the  costs  of  medical  service  without  ques- 
tion, it  would  add  seriously  to  the  total  costs 
and  so  dilute  the  service  as  to  make  it,  in  the 
long  run,  uneconomical  and  distasteful  to 
the  people  of  the  nation. 
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Unlawful  Practice  of  Medicine.  In  the 

Court  of  Special  Sessions  in  the  City  of  New 
York  recently  a man  was  convicted  and 
entenced  by  the  presiding  justice.  The 
charge  was  the  unlawful  practice  of 
_ medicine.  Certain  of  the  remarks  of 
m presiding  justice  as  excerpted  from 
d minutes  are  of  interest. 

“This  case,”  he  said,  “has  given 
court  a great  deal  of  concern.  Your  counsel 
has  seen  fit  (and  properly  so)  to  refer  to  the 
fact  that  a large  number  of  letters  have  been 
received  from  all  parts  of  the  country  in 
your  behalf.  I am  afraid  that  a great  num- 
ber of  those  who  wrote  letters  are  acting 
under  a very  serious  misapprehension. 
They  seem  to  believe  that  the  judges  are 
the  makers  of  the  law;  that  it  is  up  to  the 
tii  l judges  to  approve  the  work  that  you  did. 
“That  is  not  our  function  at  all.  We 
didn’t  institute  this  proceeding.  It  was 
instituted  by  the  duly  authorized  proper 
K official,  the  State  Attorney  General,  who 
brought  the  case  before  this  court,  which 
has  jurisdiction,  and  you  came  on  for  trial, 
and  witnesses  were  called  to  the  stand  and, 
after  being*  sworn,  they  gave  testimony 
which  this  court  has  declared  to  be  over- 
whelming in  substantiating  the  charge  that 
you  practiced  medicine  without  a license. 
That  is  how  simple  it  is. 

“This  court  doesn’t  make  the  rules  with 
regard  to  the  permission  of  men  to  practice 
medicine.  That  is  done  by  the  State 
Legislature.  A man  may  be  a very,  very 
keen  personality  and  feel  that  he  can  plead 
the  cause  of  the  downtrodden  and  the  in- 
digent, or  the  unlettered,  or  the  untutored; 
but  unless  he  passes  the  bar  examination 
and  is  admitted  to  practice,  he  has  no  right 
to  plead.  Not  that  he  might  not  be  an 
ideal  practitioner  if  he  fulfilled  the  legal 
requirements.  Very  often  that  happens  to 
be  the  case. 
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“So,  you  see,  it  is  not  our  province  to 
pass  on  naturopathy  or  chiropractic  prac- 
tices. That  is  not  our  function  at  all. 
Whether  we  like  it  or  whether  we  don’t  like 
it  is  beside  the  issue.  We  merely  have  to 
apply  the  laws  that  have  been  laid  down. 
That  is  the  function  of  a judge.  The 
moment  he  begins  to  give  vent  to  his  own 
personal  feelings,  in  my  humble  opinion,  he 
is  no  longer  a judicial  officer.  Let  him  go 
to  the  Legislature. 

“Now,  if  there  is  something  wrong  with 
the  legislative  enactment  with  regard  to 
the  practicing  of  medicine  in  this  state,  the 
place  to  cure  it  is  in  Albany.  Until  there  is 
a law  giving  sanction  to  what  you  did,  what 
you  did  becomes  violative  of  the  law  as  it 
now  exists. 

“ I go  back  again  to  these  letters  for  just  a 
brief  comment.  Frankly,  you  caused  a 
notice  to  be  sent  out  to  your  friends  and  to 
your  acquaintances.  I don’t  think  there  is 
anything  reprehensible  about  doing  that. 
When  a man  is  in  trouble,  he  has  a right  to 
call  on  all  and  sundry  to  come  forward  and 
testify,  either  in  person  or  by  some  other 
method  of  communication,  on  the  behalf  of 
the  man  who  is  in  trouble.  Those  letters 
have  been  most  laudatory,  in  the  main. 
But,  on  the  other  hand,  there  have  come 
letters  that  you  did  not  solicit,  which 
reprimand  you.  which  condemn  you,  which 
blame  you  for  ill-health,  suffering,  and  un- 
happiness. We  can’t  judge,  therefore,  on 
letters. 

“You  may  have  treated  people  whom,  by 
virtue  of  your  personality.  . . .you  have 
been  able  to  impress;  and  so  they  come 
forward  at  this  time  to  help  you.  But  there 
have  been  other  people  who  claim  that  when 
they  came  to  you  with  a serious  ailment, 
your  treatment  resulted  in  their  almost 
annihilation.  There  is  no  proof  of  these 
things,  so  we  are  not  going  to  give  them 
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weight.  The  man  who  wrote  against  you  is 
not  before  us  as  a witness.  The  man  who 
wrote  in  your  favor  is  not  before  us  as  a 
witness.  And  so,  while  in  numbers  those 
who  wrote  in  your  favor  outweigh  those 
who  didn’t,  the  letters  condemning  you 
are  strong  in  their  very  content — dates, 
doctors  involved,  x-rays  ready  to  be  sub- 
mitted, things  of  that  kind. 

“You  have  been  subjected  to  the  same 
treatment  as  any  other  defendant  con- 
victed after  a trial.  An  investigation  has 
been  had.  The  judges  didn’t  participate 
in  the  investigation.  It  was  done  by  the 
same  probation  officers  who  take  care  of  all 
cases  coming  to  this  court. 

“And  what  do  we  find  upon  reading  the 
report?  We  find  that,  in  truth  and  in  fact, 
you  have  set  yourself  up  above  the  law. 
You  are  so  convinced  about  your  own 
powers,  and  your  own  right  to  carry  on  in 
the  fashion  that  you  choose,  that  you  have 
decided  that  you  can  snap  your  fingers  at 
the  law  and  let  it  go  at  that.  The  law  says 
you  mustn’t  use  a stethoscope.  You  did. 
The  law  says  you  mustn’t  make  the 
examination  which  the  record  reveals  you 
did,  but  you  did.  . . .” 

The  defendant  had  had  a record  of  three 
previous  arrests  charged  with  practicing 
medicine  without  a license.  (At  a previous 
trial  the  presiding  judge  had  warned  the 
defendant:  “You  must  desist  from  prac- 
tices which  have  not  the  blessing,  if  you 
wish  to  call  it  that,  of  the  law;  in  other 
words,  practices  which  at  the  present  time 
are  declared  illegal.  That  is  one  absolute 
condition.  Then,  having  that  in  mind  and 
including  that  as  part  of  the  sentence  in  the 
way  in  which  I shall  point  out,  the  sentence 
of  the  court  is  that  you  pay  a fine  of  $500 
and  that  you  be  imprisoned  in  the  Monroe 
County  Penitentiary  for  a period  of  six 
months.  Since  this  is  your  first  offense — the 
first  conviction  and,  so  far  as  I am  con- 
cerned, the  first  offense — I am  impelled  to  a 
hope  that  I am  using  some  leniency  when  I 
suspend  the  operation  of  the  penitentiary 
sentence;  but  that  is  only  in  the  belief  and 
upon  the  express  instruction  that  you  de- 
sist from  the  unlawful  practice  of  medicine. 
That  is  all.” 

(In  spite  of  leniency  previously  shown  to 
him  by  the  former  court,  the  defendant  per- 
sisted in  carrying  on  his  illegal  practices.) 

Continued  the  presiding  justice:  “Now 
you  chose  to  disregard  that  injunction.  I 
don’t  know  the  judge  who  said  it,  but  that  is 
what  the  police  record  reveals.  You  chose 


to  continue  what  the  law  condemns.  Then 
you  were  hailed  into  this  court  and  we  found 
you  guilty. 

“The  task  of  sentencing  any  man  is  the 
most  unpleasant  feature  of  this  entire 
court’s  function.  It  isn’t  easy.  It  takes 
a great  deal  of  responsibility,  worry, 
aggravation,  fretting.  We  don’t  eat  our 
lunches  any  better  when  a man  goes  to  jail. 
We  have  to  be  mindful  of  the  fact  that  while 
he  has  done  wrong,  he  is  not  totally  wrong; 
there  are  some  good  things  about  him. 
And  there  are  some  good  things  about  you. 

“We  are  here,  however,  to  uphold  the  law 
and  to  protect  the  public.  The  public  has  a 
right  to  say:  What  are  you  there  for?  The 
law  was  pointed  out  to  you  judges  as  on  the 
books.  This  man  has  been  convicted  be- 
fore. He  saw  fit  to  disregard  the  injunction 
of  the  judge.  Who  are  you  (the  public 
would  have  a perfect  right  to  say)  to  dis- 
regard that  history?  And  so,  you  see,  it 
isn’t  a matter  of  our  choice.  It  is  a matter 
of  our  duty.  . . . 

“The  law  says,  when  a person  is  dying, 
the  only  one  that  the  law  allows  to  touch 
that  person,  diagnose  or  treat  that  person, 
is  a licensed  physician.  The  record  shows  ' 
that  medical  science  can’t  cope  with  every 
problem.  They  have  much  yet  to  learn.  : 
But  the  law  says,  at  least  they  have  the  re- 
quired courses  of  study;  they  have  made 
themselves  ready  to  practice  the  art  ol 
medicine;  and  the  law  says:  Do  with  this 
dying  person  as  best  you  know  how,  but  you 
the  licensed  doctor,  shall  be  the  only  one. 

“Now,  the  law  never  intended  that  that 
dying  person  should  go  to  you  or  be  allowec 
to  be  treated  by  you.  If  that  were  the  law 
we  would  have  dismissed  the  charge.  Th( 
law  says  you  can’t  do  it,  and  you  mustn’1 
do  it.  And  I tell  you  again,  it  is  th« 
Legislature  that  has  made  that  law,  not  th< 
judges.  [] 

“ By  a majority  of  the  court  the  defendan 
is  sentenced  to  the  New  York  City  Peni 
tentiary  for  a period  of  one  year.  I dissen 
and  vote  six  months  in  the  workhouse.” 

We  quote  extensively  from  the  record  ii 
this  case  to  illustrate  some  of  the  difficultie 
in  obtaining  a verdict  of  guilty  on  wha 
seems  to  be  a simple  matter  of  proving  tha 
someone  was  practicing  medicine  without 
license. 

In  this  instance  the  defendant  had  bee 
previously  warned  to  desist,  had  been  fine 
$500,  and  had  had  his  jail  sentence  su.‘ 
pended.  Yet  he  continued,  in  spite  ( 
leniency  shown  him,  to  break  the  law.  Tb 
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sentencing  by  the  presiding  justice  is  such 
a masterpiece  of  clear  statement  that  every 
member  of  the  Society  is  urged  to  read  it 
carefully. 


A.M.A.  President  Looks  Ahead.  In  his 

opening  address  President  Edward  L. 
Bortz,  M.D.,  of  Philadelphia,  told  the 
House  of  Delegates  of  the  American  Medi- 
cal Association  at  their  recent  meeting  that 
“it  is  high  time  that  organized  medicine 
play  a larger  role  in  preparing  the  members 
of  the  profession  and  allied  groups  for  ren- 
dering an  emergency  medical  service  in  time 
of  need. 

“The  development  of  atomic  energy  as 
an  industrial  project,”  he  said,  “imme- 
diately forces  upon  the  medical  profession 
the  necessity  of  a clear  understanding  of  the 
hazards  which  attend  proximity  to  radio- 
active substances  which  are  now  being 
elaborated  in  great  quantity. 

“An  appreciation  of  these  dangers  and  an  . 
understanding  of  protection  against  them, 
and  also  of  management  of  casualties,  repre- 
sents one  of  the  most  important  challenges 
facing  medicine ” 

The  A.M.A.  president,  urging  whole- 
hearted cooperation  between  the  medical 
profession  and  the  U.S.  Atomic  Energy 
Commission,  read  a statement  from  Shields 
Warren,  Interim  Director,  Division  of 
Biology  and  Medicine,  U.S.  Atomic  Energy 
Commission,  Washington,  D.C.  The 
statement  read: 

“The  increasing  use  of  atomic  energy  and 
its  outstanding  peacetime  products,  the 
radioactive  isotopes,  are  the  most  important 
developments  in  research  since  the  inven- 
tion of  the  microscope.  They  promise  to 
unfold  new  technics  that  will  demand  the 
highest  degree  of  scientific  imagination  and 
skill  for  full  exploitation.  The  responsi- 
bility of  the  medical  profession  for  the  full 
and  prompt  exploration  of  the  new  fields  is 
clear  and  pressing. 

“As  in  any  new  field,  hazards  as  well  as 
benefits  exist;  potential  dangers  to  investi- 
gators, their  patients,  and  the  general  public 
from  the  use  of  radioactive  isotopes  dictate 
that  the  medical  profession  is  also  respon- 
sible for  the  prevention  and  recognition  of 
these  dangers. 

“The  unprecedented  scale  of  derange- 
ments that  would  result  from  an  atomic  ex- 
plosion presents  a new  and  vital  responsi- 
bility to  the  medical  profession.  Plans  for 


medical  organization  to  handle  effectively 
these  aspects  of  such  explosion  should  be  in 
existence  and  such  plans  should  be  at  a con- 
tinuing high  level  of  readiness. 

“The  Atomic  Energy  Commission  is  de- 
sirous that  the  medical  profession  shall  ex- 
plore all  possible  avenues  by  which  the 
beneficial  effect  of  atomic  energy  may  be 
used  to  aid  mankind,  and  that  the  medical 
profession  shall  take  the  necessary  measures 
to  protect  mankind  against  radiation  and 
other  hazards  which  may  exist  in  the  field 
of  atomic  energy.” 

Dr.  Bortz  in  his  report  touched  on  vari- 
ous activities  of  the  American  Medical 
Association  which  have  been  undertaken 
since  the  A.M.A.  centennial  meeting  in 
Atlantic  City  last  June. 

Dr.  Bortz  said  in  part: 

“While  the  physician  today  is  a more 
effective  agent  in  behalf  of  the  health  of  his 
patients  and  in  the  support  of  public  health 
measures  than  at  all  previous  times  in  the 
history  of  our  country,  an  additional  re- 
sponsibility now  must  be  assumed.  We 
must  accept  leadership  for  the  consideration 
of  various  plans  that  will  furnish  acceptable 
medical  care  to  those  members  of  com- 
munities who  are,  for  various  reasons,  at 
one  time  or  another  unable  to  meet  com- 
pletely the  financial  demands  for  such  care. 
No  answer  is  yet  available  for  all  the  varia- 
tions of  this  problem.  In  the  meantime, 
the  experimental  method  should  be  fol- 
lowed under  local  and  controlled  conditions. 
Pilot  studies  can  be  carried  on  over  a span 
of  several  years  in  communities  as  in  labo- 
ratories. From  time  to  time  an  accounting 
of  accomplishments,  and  a reconsideration 
of  detriments,  should  aid  in  the  final  solu- 
tion of  the  problem.  Obviously  no  one 
plan  can  be  a solution  for  all  portions  of  the 
population  of  our  great  nation.  Flexibility 
and  adjustment  to  community  needs  is  in 
order. 

“It  should  always  be  kept  in  mind  that 
compulsion  is  an  odious  term,  and  taxation 
is  not  ordinarily  interpreted  as  insurance. 
In  setting  up  any  plan  therefore,  it  is  im- 
portant that  accurately  descriptive  terms 
should  be  employed  by  all  concerned.  As 
our  Congress  is  in  session  it  is  our  responsi- 
bility to  see  that  the  folks  back  home  in- 
struct their  representatives  concerning  the 
importance  of  maintaining  the  democratic 
approach  to  the  solution  of  our  social  prob- 
lems. Let’s  be  awake  to  the  challenge  and 
find  in  it  a means  to  a higher  level  of  medi- 
cal service.” 


The  President’s  Page 


The  duties  of  the  President  of  the  Medical  Society  of  the  State  of  New  York  require 
among  other  things,  that  the  President  attend  each  of  the  eight  District  Branch  meetings. 

While  in  attendance  at  these  meetings,  I had  an  opportunity  to  speak  with  many  of  the 
officers  and  members  of  the  various  county  societies,  and  one  of  the  conclusions  forced 
upon  me  as  a result  of  these  conversations  is  that  each  county  society  should,  if  it  has  not 
already  done  so,  establish  liaison  with  various  lay  groups  within  the  community.  One  of 
the  best  methods  I know  to  accomplish  this  result  would  be  for  the  president  of  each  society 
to  appoint  a Committee  on  Public  Education.  The  purpose  of  this  committee  would  be  to 
provide  for  the  establishment  by  each  county  society  of  its  own  speakers’  group,  and  thereby 
make  available  at  all  times  a roster  of  doctors  who  are  prepared  to  talk  on  subjects  pertaining 
to  medicine  in  any  of  its  social,  economic,  or  political  aspects.  These  doctors  should  be 
prepared  to  speak  either  on  their  own  initiative  or  at  the  request  of  any  of  the  various  lay 
groups  within  the  community. 

Public  education  is  the  most  important  single  thing  any  county  society  can  accomplish. 

I can  think  of  no  better  way  in  which  the  county  society  can  achieve  this  than  for  the  Com- 
mittee on  Public  Education  first  to  train  and  then  make  available  speakers  who  can  give  our 
profession’s  views  on  such  timely  topics. 

We  believe  in  the  private  practice  of  medicine  as  the  proper  way  to  deliver  medical 
care.  For  certain  aspects  of  medical  care,  public  funds  are  available.  If  we  are  to  pro- 
tect the  system  of  private  medical  care — if  we  are  to  insure  proper  allocation  and  adminis- 
tration of  public  funds — then  the  county  society  must  provide  leadership.  Otherwise,  the  1 
public  will  turn  elsewhere  for  it. 

For  these  reasons,  I believe  the  establishment  of  a Public  Education  Committee  is  ? 
most  important.  If  this  committee  can  find  a number  of  adequately  trained  men  who  will  go  I 
out  and  discuss  these  topics,  the  speakers  will  so  establish  the  local  county  society  in  the 
minds  of  the  public  that  the  people,  and  as  a consequence  both  State  and  local  legislators,  | 
will  automatically  turn  to  the  Society  for  the  answer  to  any  medical  problem.  Likewise,  it  I1 
will  turn  to  it  for  help  in  finding  a solution  to  any  social,  economic,  or  legislative  question  that  ! 
touches  upon  our  activities  as  members  of  the  medical  profession. 

Should  you  desire  any  information  or  assistance  in  planning  the  creation  of  a Com- 
mittee on  Public  Education  and  Speakers’  Bureau,  I suggest  that  you  contact  our  field  rep- 
resentative, Mr.  Thomas  E.  Walsh,  of  the  Public  Relations  Bureau  at  the  State  Society’s  I 
office,  292  Madison  Avenue,  New  York  City  17. 

Louis  II.  Bauer,  M.D. 

President 
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Scientific  Articles 

TRANSPLANTATION  OF  THE  EXTENSOR  CARPI  ULNARIS  TO  GIVE 

ABDUCTION  OF  THE  THUMB 

Michael  Burman,  M.D.,  New  York  City 

(From  The  Hospital  for  Joint  Diseases ) 


T HAVE  devised  an  operation  in  which  the  ten- 
X don  of  the  extensor  carpi  ulnaris  is  trans- 
planted through  the  sheath  of  the  abductor 
longus  pollicis  to  give  abduction  to  a thumb. 
The  kinetics  of  the  thumb  are  analyzed  to  make 
the  proper  indication  for  this  operation. 

Kinetics  of  the  Normal  Thumb 

The  normal  thumb  is  balanced — balanced 
muscles  moving  joints,  balanced  by  pairing. 
The  carpometacarpal  joint  pairs  in  movement  of 
the  thumb  with  the  metacarpophalangeal  joint 
(proximal  pairing)  and  the  latter  joint  with  the 
interphalangeal  joint  (distal  pairing). 

The  direction  of  movement  of  each  joint  of  a 
pair  is  similar.  Try  to  oppose  the  thumb  when 

I the  metacarpophalangeal  joint  is  extended;  nor 
can  the  metacarpophalangeal  joint  of  the  op- 
posed thumb  be  fully  extended.  This  dissocia- 
tion of  joint  motion  is  noted  in  the  spastic  thumb. 

The  range  of  movement  is  not  equal  in  each 
joint  of  a pair.  The  metacarpophalangeal  joint 
which  interlocks  each  pair  has  a lesser  range  of 
motion  than  either  the  interphalangeal  or  carpo- 
metacarpal joints. 

Fixation  of  one  joint  of  a pair  limits  motion  of 
its  mate.  Stabilize  with  your  fingers  the  carpo- 
metacarpal joint  of  the  thumb,  and  see  how  little 
motion  is  allowed  in  the  metacarpophalangeal 
joint.  Hold  the  metacarpophalangeal  joint.  The 
movement  of  the  interphalangeal  and  carpo- 
metacarpal joints  is  less.  So,  too,  is  metacarpo- 
phalangeal joint  motion  restricted  when  the  inter- 
phalangeal joint  is  held.  (Pairing  motion  is  lost 
when  one  joint  of  a pair  is  stiff,  or  when  its  motor 
(the  tendon  or  muscle  moving  it)  is  gone.  Re- 
strain the  active  joint  by  hand  or  splint  after  the 
reconstructive  measures  of  arthroplasty  or  teno- 
plasty to  give  the  handicapped  joint  chance  to 
regain  commensurate  motion.) 

The  proximal  pair  of  joints  serves  lateral  move- 
ment of  the  thumb,  the  distal  pair  the  move- 
ment of  flexion-extension  of  the  thumb. 

The  carpometacarpal  and  metacarpophalangeal 
joints  pair  in  opposition  as  they  do  in  the  opposite 

Presented  at  the  141st  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  Buffalo,  Section  on  Ortho- 
pedic Surgery,  May  8,  1947. 


movement  of  extrinsic  abduction.1  When  the 
finger  or  thumb  moves  by  muscles  whose  origin 
and  insertion  begin  and  end  in  the  hand,  such 
power  is  intrinsic.  If  the  muscle  begins  in  the 
forearm  and  ends  in  the  hand  or  its  digits,  it  is  an 
extrinsic  muscle  giving  extrinsic  power.  Ad- 
duction of  the  thumb  in  the  plane  of  the  hand  by 
pull  of  the  oblique  and  transverse  adductors 
(intrinsic  adduction)  is  balanced  by  the  extrinsic 
long  abductor  and  short  extensor  of  the  thumb. 
The  extensor  longus  pollicis  is  an  adductor  of  the 
normal  thumb. 

Abduction  of  the  thumb  is  antigravitational, 
adduction  gravitational.  The  greater  range  of 
motion  in  either  abduction  or  adduction  is  in 
the  carpometacarpal  joint,  an  active  movement 
in  abduction  and  a passive  one  in  adduction. 
Lateral  motion  of  the  metacarpophalangeal 
joint  is  very  slight,  and  the  extended  thumb 
moves  as  a rod  when  the  first  metacarpal  is 
adducted.  Adduction  of  the  flexed  thumb  is 
painful  and  restricted;  so,  too,  is  extrinsic  ab- 
duction. The  balancing  movement  to  opposi- 
tion or  adduction  of  the  thumb  is  abduction. 
When  the  thumb  is  brought  into  abduction 
from  adduction,  the  long  abductor  contracts  a 
little  more  strongly  than  the  short  extensor  in 
the  beginning  of  movement.  Similarly,  the 
power  of  the  short  extensor  is  a little  greater 
when  the  opposed  thumb  is  brought  out  of  the 
palm. 

The  abductor  longus  pollicis  and  extensor 
brevis  pollicis  lie  in  the  same  sheath.  One  can- 
not move  without  the  other  (synchrony  of  action). 
The  tendons  end  at  different  levels  to  make  pair- 
ing of  the  carpometacarpal  and  metacarpo- 
phalangeal joints  mandatory.  Metacarpopha- 
langeal joint  motion  is  balanced  by  proportionate 
power  between  the  flexor  brevis  pollicis  and  the 
extensor  brevis  pollicis,  while  the  interphalangeal 
joint  is  moved  by  the  flexor  longus  pollicis  and 
the  extensor  longus  pollicis.  The  metacarpo- 
phalangeal and  interphalangeal  joints  pair  for 
effective  flexion  or  extension  of  the  thumb. 
Thus,  there  are  four  groups  of  balanced  muscles 
in  the  thumb  powering  two  systems  of  paired 
joints. 
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Wrist  Position  and  Function  of  the  Thumb 

As  there  is  a position  of  the  wrist  in  its  slight 
dorsiflexion  in  which  finger  power  is  strongest,  so 
is  there  a similar  position  of  the  wrist  for  most 
efficient  use  of  the  thumb.  The  use  of  the  thumb 
is  good  when  the  wrist  is  neither  ulnarly  nor  ra- 
dially deviated.  The  long  abductor  is  stretched 
in  adduction  of  the  wrist  and  is  shortened 
when  the  wrist  is  abducted.  Effective  abduction 
of  the  thumb,  however,  is  least  in  this  latter  posi- 
tion of  the  wrist.  My  right  thumb  can  be  ab- 
ducted 7 inches  in  the  neutral  position  of  the 
wrist,  6 inches  in  ulnar  adduction,  and  5Vs  inches 
in  radial  abduction. 

Opposition  of  the  thumb  is  good  in  the  wrist 
which  is  balanced  laterally.  It  is  not  good  in 
the  radially  abducted  wrist,  because  the  short- 
ened long  abductor  tendon  stops  the  thumb  from 
entering  the  palm.  Opposition  is  excessive  in  the 
adducted  wrist.  Similar  observations  are  made 
in  the  use  of  the  thumb  when  the  wrist  is  placed 
in  excessive  volar  flexion  or  dorsiflexion,  the  an- 
teroposterior relation  of  the  wrist  to  the  thumb  as 
compared  with  the  lateral  relation.  The  most 
useful  position  of  the  wrist  is  the  Jones  position 
of  mild  dorsiflexion. 

In  volar  flexion  of  the  wrist  the  thumb  op- 
poses and  abduction  is  poor,  because  the 
insertion  of  the  long  abductor  tendon  is  placed 
more  volarly.  In  dorsiflexion  of  the  wrist 
beyond  the  neutral  position,  opposition  of 
the  thumb  is  poor,  and  abduction  of  the  thumb  is 
favored,  since  the  tendon  insertion  is  placed 
more  dorsally. 

The  obiquity  of  the  scaphoid  makes  wrist 
movement  oblique.  When  the  wrist  flexes 
volarly,  it  adducts  at  the  same  time;  or  when  it 
dorsiflexes,  it  abducts  a little.  Therefore,  in  a 
dyskinetic  situation,  volar  flexion  deformity  and 
ulnar  adduction  deformity  of  the  wrist  are  asso- 
ciated, the  thumb  falling  into  the  palm  to  favor 
its  opposition  and  hinder  its  abduction.  The 
reverse  deformity  is  uncommon. 

The  neutral  position  of  the  wrist  gives  best  use 
of  fingers  and  thumb.  The  thumb  (or  fingers) 
should  not  be  operated  until  the  neutral  position 
of  the  wrist  is  assured. 

Case  1. — A Bunnell  operation  was  performed  to 
overcome  the  paralytic  flat  thumb  of  a twenty-seven 
year-old  man.  The  wrist  showed  fair  power  with 
dominance  of  the  radial  extensors,  so  that  fusion  of 
the  wrist  was  not  advised.  An  opposition  contrac- 
ture following  operation  was  slowly  resolved  by 
exercise.  lie  could  form  an  “O”  and  hold  a small 
marble  with  thumb  and  index  finger,  but  the  dorsi- 
flexion and  abduction  position  of  the  wrist  did  not 
allow  a more  powerful  use  of  the  thumb. 


Kinetic  Disturbances  of  the  Thumb 

The  use  of  the  thumb  is  changed  when  its 
muscle  or  joint  balance  is  broken  by  any  one  of 
the  four  acquired  forms  of  hand  disability: 
traumatic,  arthritic,  spastic,  and  paralytic 
deformities.2'3 

The  intrinsic  and  extrinsic  deformities  of  the 
thumb  are  caused  by  disability  in  the  distal 
pairing  system  of  joints.  In  the  intrinsic  deform- 
ity, the  thumb  is  flexed  at  the  metacarpophalan- 
geal joint  and  extended  at  the  interphalangeal 
joint.  The  thumb  usually  is  opposed,  since  the 
carpometacarpal  joint  moves  with  its  fellow  joint. 
The  extrinsic  deformity  is  the  reverse  deformity : 
the  metacarpophalangeal  joint  is  extended,  the 
interphalangeal  joint  flexed,  and  the  carpometa- 
carpal joint  abducted. 

The  deformities  of  the  proximal  carpometa- 
carpal and  metacarpophalangeal  joint  system 
are  twofold,  based  on  disturbance  in  the  relation 
between  opposition  and  abduction,  and  between 
adduction  and  abduction.  When  the  thumb  is 
held  adducted  in  the  plane  of  the  hand  by  con- 
tracture (abduction  contracture  of  the  thumb), 
as  it  often  is  in  all  the  groupings  of  hand  dis- 
ability, abduction  spread  of  the  thumb  and  op- 
position are  limited.  The  contracture  is  re- 
leased by  stripping  of  the  first  dorsal  interosseous 
muscle  and  section  of  the  combined  tendons  of 
insertion  of  the  adductores  transversus  and 
obliquus  muscles. 

Opposition  position  of  the  thumb  is  due  to  an 
imbalance'  of  power  in  favor  of  the  thenar  mus- 
cles. It  is  seen  in  the  spastic  hand  and  often 
in  the  hand  of  Erb’s  palsy.  Opposition  con- 
tracture is  uncommon,  although  I have  seen  it  in 
the  hand  of  Volkmann’s  contracture  and  after 
the  Bunnell  operation. 

The  effort  to  abduct  the  thumb  by  compensa- 
tory extensor  longus  pollicis  action  is  concen- 
trated either  on  the  metacarpophalangeal  joint 
or  the  interphalangeal  joint.  A hyperextension 
deformity  of  the  metacarpophalangeal  joint 
with  volar  subluxation  of  the  metacarpal  head  is 
often  seen  in  the  spastic  hand.  The  movement 
of  abduction  after  the  transplantation  of  the 
extensor  carpi  ulnaris  may  be  assisted  by  this 
overaction  of  the  long  thumb  extensor. 

Deformity  in  opposition  of  the  thumb  is  some-* 
times  associated  with  an  adduction  contracture 
in  a plane  forward  to  the  hand.  The  release  of 
deformity  may  require  combined  adductor  release 
and  thenar  stripping.  The  reverse  deformity, 
usually  a paralytic  one,  is  the  abduction  con- 
tracture of  the  thumb  (flat  hand  deformity)  for 
which  opposition-giving  operations  have  been  de- 
vised, notably,  the  Bunnell  procedure. 
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Transplantation  of  the  Extensor  Carpi 
Ulnaris  Muscle 

No  satisfactory  operation  to  abduct  the  thumb 
seems  to  have  been  devised.  Dowd  noted  that 
Hoffa  shortened  the  extensor  longus  pollicis. 
This  operation  is  comparable  to  the  tendon 
transplantation  of  Biesalski  and  Mayer  in  which 
the  extensor  indicis  proprius  is  attached  to  the 
long  extensor  of  the  thumb.  Hoffa  transplanted 
the  flexor  carpi  radialis  to  the  extensor  longus 
pollicis  to  secure  active  abduction  of  the  thumb, 
and  for  the  same  purpose  shifted  this  tendon  to 
the  abductor  pollicis  longus  together  with  one 
half  of  the  extensor  carpi  radialis. 

Foerster  and,  later,  Silfverskiold  performed 
a tenomyotomy  of  the  muscles  terminating  on 
the  ulnar  sesamoid  of  the  thumb,  or,  a myotomy 
of  the  opponens  pollicis.3  The  adductors  seem  to 
have  been  cut  also.  This  operation  is  com- 
, parable  to  the  operation  of  thenar  stripping  which 
I described  in  1938. 2 

The  transplantation  of  the  extensor  carpi 
ulnaris  supplements  adductor  release  and  thenar 
muscle  stripping,  operations  which  only  lessen 
deformity.  It  is  a positive  operation,  since  it 
gives  extrinsic  abduction  to  a thumb  which  has 
none.  (This  muscle  also  may  replace  the  other 
oblique  muscles  of  the  dorsal  part  of  the  forearm.) 

The  replacement  of  the  long  abductor  of  the 
thumb  is  needed  to  restore  kinetic  balance. 
The  thumb  may  now  be  withdrawn  from  the 
palm  to  allow  grasping,  and  the  replacement  sta- 
bilizes the  base  of  the  thumb  to  give  better  oppo- 
sition. 

The  operation  is  performed  under  tourniquet 
control,  using  the  pneumatic  tourniquet  or  blood 
pressure  cuff  about  the  arm.  An  Esmarch 
bandage  around  the  fleshy  part  of  the  forearm 
should  not  be  used,  for  the  forearm  is  often 
short  as  it  is  in  Erb’s  palsy.  The  Esmarch 
bandage  blocks  the  proximal  freeing  of  the 
extensor  carpi  ulnaris  muscle. 

The  first  longitudinal  incision,  which  is  1 inch 
long  with  the  base  of  the  first  metacarpal  at  its 
center,  exposes  the  long  abductor  tendon  at  its 
insertion.  The  tendon  is  split  in  the  line  of  its 
e fibers.  A trap  door  of  bone  is  lifted  from  the  base 
of  the  first  metacarpal  bone  and  the  leaf  of  bone 
turned  back  distally  (Fig.  1).  The  second  longi- 
tudinal incision  begins  just  distal  to  the  base  of 
» t the  fifth  metacarpal  bone  (the  insertion  of  the  ex- 
tensor carpi  ulnaris  tendon)  and  runs  along  the 
course  of  the  muscle.  The  tendon  may  lie  more 
ulnarly,  since  the  wrist  is  usually  adducted  and 
a-  volarly  flexed.  The  tuberosity  of  the  fifth  meta- 
or  carpal  bone  should  be  used  as  a guide  so  as  not  to 
t mistake  the  thinner  extensor  tendon  of  the  fifth 
finger  for  the  extensor  carpi  ulnaris  tendon  (Fig.  2) . 


Fig.  1. 


Fig.  2. 


386 


MICHAEL  BURMAN 


[N.  Y.  State  J.  M. 


Fig.  3. 


A loop  of  black  silk  is  then  passed  through  the 
sheath  of  the  long  abductor  tendon  from  below 
with  the  eye  of  a small  probe  carrying  the  loop. 
The  probe  with  the  loop  emerges  through  the 
fascia  at  the  proximal  pole  of  the  sheath.  This 
opening  is  enlarged  to  a diameter  of  one-half 
inch  to  allow  the  later  passage  of  the  transplant. 
The  probe  is  withdrawn,  leaving  the  loop  in 
place  proximallv. 

The  insertion  of  the  extensor  carpi  ulnaris 
tendon  is  freed  by  a transverse  incision  and  the 
fixation  suture  passed  through  it.  The  tendon 
end  is  made  conical.  The  tendon  is  freed  along 
its  full  length  with  enough  of  the  muscle  belly 
being  dissected  free  to  give  a straight  line  of  pull 
(Fig.  3). 

The  tendon  is  transplanted  by  using  the  silk 
loop  to  pull  it  through  the  sheath  of  the  abductor 
longus  pollicis.  The  conical  tendon  end  is 
fed  into  the  hole  made  in  the  fascia.  Since  the 
space  through  which  it  passes  is  small,  it  is  some- 
times difficult  to  pass  the  tendon,  especially,  if 
the  adjacent  tissues  have  been  scarred  by  previous 
operation.  The  passage  of  the  long  peroneal 
tendon  is  made  more  easily  in  the  foot,  since 
there  is  much  more  room  in  the  sheath  of  the 


Fig.  4. 


tibialis  anticus.  The  tendon  is  passed  without 
twist  and  is  anchored  under  neutral  tension 
beneath  the  bone  flap  in  the  first  metacarpal 
bone,  the  thumb  being  held  in  wide  abduction  in 
the  plane  of  the  hand  (Fig.  4). 

The  transplant  is  just  long  enough  to  reach  to 
the  base  of  the  first  metacarpal.  In  only  one  \ 
case  was  it  too  short,  the  Esmarch  bandage  stop-  i 
ping  the  further  proximal  freeing  of  the  muscle 
belly  of  the  extensor  carpi  ulnaris,  the  trans-  1 
planted  tendon  was  sutured,  therefore,  to  the  : 
tendon  of  the  long  abductor  just  below  the  radial  ij 
styloid. 

The  muscle  belly  of  the  transplant  is  subcu- 
taneously placed  and  lies  on  the  outer  surface  ol  »' 
the  deep  fascia.  Its  tendon  is  entirely  intra- 
thecal, so  that  it  is  unnecessary  to  construct  £||. 
gliding  surface  as  Mayer  does  in  the  peronea 
transplant.4  The  muscle  should  not  be  passec  I 
under  the  fascia. 

The  fixation  suture  is  either  silk  or  No.  ] 
chromic  catgut.  The  two  strands  are  passec 
through  the  eye  of  a heavy,  short,  curved  needle 
and  the  suture  taken  through  the  bone  at  the 
base  of  the  trap  door.  The  two  threads  an 
tied  to  each  other  over  the  bone  flap.  Three 
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other  interrupted  sutures  are  taken  between  the 
split  halves  of  the  abductor  tendon  and  the  trans- 
plant. The  long  wound  in  the  forearm  is  closed 
before  the  transplant  is  anchored. 

The  thumb  is  immobilized  by  plaster  in  ab- 
duction for  three  weeks,  when  physical  therapy, 
which  should  include  sinusoidal  stimulation  of 
the  transplant,  is  begun. 

This  operation  alone  may  be  performed,  or  it 
may  be  performed  in  conjunction  with  osteotomy 
of  the  radius  to  overcome  supination  contracture 
of  the  forearm  or  fusion  of  the  wrist.  The  loop 
should  be  passed  through  the  sheath  before  the 
bony  operation.  A window  is  cut  in  the  plaster 
three  weeks  after  operation  to  stimulate  the 
transplant. 

The  extensor  carpi  ulnaris  was  transplanted  in 
one  case  to  give  power  to  the  paralyzed  extensor 
pollicis  longus.  It  was  passed  through  the 
sheath  of  this  tendon  and  sutured  to  it  below 
the  level  of  the  wrist,  since  the  transplant  is  too 
short  to  reach  the  distal  phalanx  of  the  thumb. 

I did  not  suture  the  transplant  to  the  short  ex- 
tensor tendon  deliberately,  although  I probably 
did  it  inadvertently.  Do  it  if  the  thenar  muscles 
are  strong  in  order  to  avoid  that  dissociated  posi- 
tion of  the  thumb  in  which  the  metacarpal  is 
abducted  and  the  thumb  is  in  the  intrinsic  posi- 
tion. 

Use  of  Transplant 

The  use  of  this  transplant  in  the  four  group- 
ings is  now  described. 

A differentiation  should  be  made  between  the 
stretched  abductor  and  the  palsied  abductor  of 
the  thumb. 

The  wrist  flexes  volarly  and  adducts  ulnarly 
when  the  extensores  carpi  radialis  longior  and 
brevior  are  paralyzed,  as  they  may  be  in  spastic 
or  infantile  paralysis.  The  abductor  longus  polli- 
cis cannot  abduct  the  thumb,*  because  it  is 
stretched.  The  thumb  shows  an  adduction  con- 
tracture in  a plane  a little  forward  to  the  palm 
if  the  thenar  muscles  draw  it  into  the  palm  or  a 
flat  hand  deformity  if  the  thenar  muscles  are 
paralyzed. 

The  extensor  carpi  ulnaris  is  not  transplanted 
to  a stretched  abductor  longus  pollicis.  It  is  at- 
tached to  the  radial  extensor  tendons  of  the  wrist 
to  give  it  lateral  balance  if  the  patient  is  too  young 
for  a wrist  fusion. 

The  Spastic  Hand. — The  thumb  of  the  spastic 
hand  is  drawn  into  the  palm.  The  abductor 
longus  pollicis  is  either  stretched  or  paralyzed. 
The  extensor  carpi  ulnaris  is  used  to  replace  the 
paralyzed  abductor  longus  pollicis.  A stripping 
of  the  thenar  muscles  or  adductor  section  should 
be  performed  at  the  same  time  to  overcome  con- 
tracture. 


Case  2. — ( Abductor  pals//  in  a spastic  hand) — A 
girl  of  thirteen  with  a right-sided  hemiplegia  had  a 
pronated  forearm,  with  the  wrist  volarly  flexed  and 
adducted,  and  the  thumb  indrawn.  There  was  a 
moderate  degree  of  plastic  muscle  rigidity. 

Fusion  of  the  wrist  using  a tibial  bone  graft  was 
performed  on  March  5,  1945.  Release  of  the  spas- 
tic adduction  contracture  of  the  thumb  and  intra- 
sheath transplantation  of  the  extensor  carpi  ulnaris 
tendon  were  performed  on  July  8,  1945. 

She  is  able  to  keep  the  thumb  out  of  the  palm  and 
to  hold  things  between  thumb  and  fingers.  The 
period  of  postoperative  observation  is  a year  and  a 
half.  The  girl  and  her  mother  are  well  satisfied. 
She  still  hyperextends  the  thumb  at  the  metacarpo- 
phalangeal joint  as  she  did  before  the  operation,  a 
substitutionary  motion  which  helps  the  transplant. 

Case  3. — ( Abductor  stretching  by  palsy  of  the  radial 
extensors  of  the  wrist) — A boy,  seven  years  old,  had 
a left  hemiplegia  in  which  the  left  wrist  was  deviated  • 
ulnarly  and  bent  volarly  by  paralysis  of  the  radial 
extensors.  The  indrawn  thumb  W'as  held  in  mild 
adduction  contracture.  It  could  not  be  abducted 
although  the  long  abductor  had  some  strength. 
Finger  power  in  extension  and  flexion  was  good. 
The  procedures  indicated  were  the  release  of  the  ad- 
duction contracture,  the  stripping  of  the  thenar 
muscles,  and  the  transplantation  of  the  extensor 
carpi  ulnaris  tendon  to  the  extensor  carpi  radialis 
longior  and  brevior  tendons. 

The  Paralytic  Hand. — There  are  two  types  of 
paralyzed  hands  which  come  under  this  heading: 
the  hand  of  infantile  paralysis  and  the  hand  of 
Erb’s  palsy. 

The  hand  of  infantile  paralysis  has  the  thumb 
lying  in  the  plane  of  the  hand  (flat  hand)  through 
the  action  of  the  intact  long  abductor,  for  the 
thenar  muscles  are  paralyzed. 

The  indication  is  not  the  replacement  of  the 
long  abductor  but  the  replacement  of  thenar 
muscle  power.  This  is  done  by  the  Bunnel  oper- 
ation, using  the  flexor  carpi  ulnaris  muscle  as  tlie 
motor.  There  are  other  operations  such  as  those 
devised  by  Steindler,  Royle,  Ney,  etc.,  which  are 
sometimes  used.2  Capsulotomy  of  the  carpo- 
metacarpal joint  with  or  without  adductor  muscle 
section,  or  rotational  osteotomy  of  the  bone  of 
the  first  metacarpal  is  done  at  the  same  time  as 
the  Bunnell  operation  to  give  free  passive  opposi- 
tion of  the  thumb. 

This  is  the  usual  state  of  things.  The  more 
unusual  situations,  such  as  paralysis  of  all  thumb 
muscles,  paralytic  club  ulnar  hand  and  indrawn 
thumb,  demand  special  procedures  to  give  stabil- 
ity of  the  thumb. 

If  all  the  thumb  muscles  are  paralyzed,  a bone 
strut  operation  is  performed,  the  piece  of  bone 
being  placed  between  the  first  and  second  meta- 
carpal bones  so  that  the  thumb  is  held  in  the 
neutral  or  relaxed  position.5 
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Case  4- — A transverse  bone  strut  was  placed  be- 
tween the  first,  and  second  metacarpals  of  the  para- 
lytic right  hand  of  a girl  of  seventeen  on  September  7, 
1944.  The  only  power  in  the  hand  was  that  in  the 
flexor  sublimis  of  the  ring  finger.  It  was  felt  that 
the  use  of  the  tendon  to  give  opposition  of  the  thumb 
was  unwise.  The  reverse  procedure  seemed  better — 
to  place  the  thumb  for  grasping  and  to  bring  the  ring 
finger  to  the  thumb. 

The  strut  operation  was  a final  operation  on  the 
hand  rather  than  an  initial  one.  A fusion  of  the 
wrist  had  been  done  on  November  29,  1943,  and  a 
flexor  plasty  of  the  elbow  on  February  7,  1944. 
The  strut  operation  was  followed  by  arthrodesis  of 
t he  shoulder  on  September  26,  1944. 

She  has  been  observed  for  more  than  two  years. 
The  bone  strut  holds  the  thumb  in  excellent  position, 
and  she  can  hold  an  object  between  the  rigid  thumb 
and  the  movable  fourth  finger,  which  is  the  expected 
result. 

Paralytic  ulnar  club  hand  is  caused  by  a 
weakness  or  absence  of  the  radial  extensors  of 
the  wrist  with  dominant  power  in  the  flexor  and 
extensor  carpi  ulnares  muscles.  The  long  abduc- 
tor tendon  is  stretched. 

The  wrist  is  stiffened  so  that  it  is  placed  in 
neutral  position,  and  the  thumb  is  then  balanced. 
The  extensor  carpi  ulnaris  tendon  is  used  to  rein- 
force the  radial  extensors  of  the  wrist  if  the  pa- 
tient is  too  young  to  stiffen  the  wrist. 

Case  5. — A boy  of  eight  with  a severe  paralytic 
deformity  of  the  left  upper  extremity  showed,  as  one 
of  the  deformities,  a great  ulnar  deviation  (to  an 
angle  of  70  degrees)  of  the  volar ly  bent  wrist.  The 
fingers  were  clawed  and  the  thumb  flat.  The  exten- 
sor carpi  radialis  and  flexor  carpi  radialis  muscles 
were  quite  weak. 

The  extensor  carpi  ulnaris  tendon  was  trans- 
planted subcutaneously  on  March  31,  1937,  to  the 
two  radial  extensors  of  the  wrist.  This  operation 
was  a substitute  for  wrist  fusion. 

The  angle  of  ulnar  deviation  was  reduced  from  70 
degrees  to  20  degrees  by  the  extensor  carpi  ulnaris 
transplant.  The  unsuccessful  use  of  the  flexor  carpi 
ulnaris  as  the  motor  (operation  on  October  14,  1938) 
to  give  opposition  of  the  thumb  further  lessened  ul- 
nar deviation  of  the  wrist. 

The  tendon  of  the  flexor  carpi  ulnaris  was  attached 
to  the  distal  end  of  the  tendons  of  the  extensor  brevis 
pollicis  and  abductor  longus  pollicis  which  were 
divided  about  1 inch  above  the  wrist.  The  abduc- 
tor was  rated,  according  to  the  Boston  system,  as  3 
before  operation,  for  it  was  able  to  contract  against 
gravity.  The  tendon  of  the  short  extensor  was 
very  small,  being  scarcely  thicker  than  a thread, 
while  the  abductor  tendon  had  good  substance.  The 
thumb  fell  quickly  into  the  flat  hand  position  by  the 
action  of  gravity,  even  though  the  long  abductor 
tendon  had  been  cut.  (It  is  wrong  to  use  the  stabiliz- 
ing abductor  as  the  transplant  in  the  Bunnell  pro- 
cedure.) 

The  patient  could  dorsiflex  the  wrist  actively  on 


February  11,  1945,  but  still  had  tendency  to  ulnar 
deviation  of  the  wrist. 

There  is  also  the  very  rare  situation  in  which 
the  thumb  is  indrawn  by  thenar  power  and  the 
long  abductor  of  the  thumb  is  absent. 

Case  6. — A man  of  thirty-four  had  a flail  left  arm. 
The  posture  of  the  extremity  was  unusual.  The 
shoulder  was  internally  rotated  90  degrees  and  ab- 
ducted about  20  degrees.  The  elbow  was  held  at 
160  degrees.  The  forearm  was  hyperpronated  to 
135  degrees,  the  wrist  volarly  flexed  and  adducted 
ulnarly.  The  thumb  was  indrawn,  and  the  fingers 
held  in  extension  contracture  at  the  metacarpopha- 
langeal joints  (Fig.  5). 

The  thumb  had  slight  power  in  the  abductor 
brevis  pollicis  and  possibly  in  the  flexor  brevis  polli- 
cis, while  the  little  finger  had  power  in  the  abductor 
digiti  quinti  brevis.  The  only  finger  motion  was 
strong  (sublimis)  flexion  of  the  index  finger.  He 
could  hyperpronate  actively  a little  when  the  fore- 
arm was  held  at  100  degrees  of  pronation,  and  a 
muscle,  presumably  the  brachioradialis,  was  seen 
moving  on  the  dorsum  of  the  forearm.  Electrical 
muscle  testing  gave  no  response  in  the  forearm  mus- 
culature. 

The  patient  moved  all  the  active  muscles  at  the 
same  time  in  a synergy  which  favored  the  develop- 


Fig.  5.  Preoperative  photograph  October  21, 
1946,  showing  hypcrpronational  deformity  of  the 
left  forearm. . . . Thenar  muscle  power  but  no 
abductor  power  of  his  thumb  (Case  6). 
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Fig.  6.  A postoperative  photograph  (June,  1947)  after  a series  of  operative  procedures  which  fused  the 
left  shoulder,  derotated  the  forearm,  stiffened  the  wrist,  and  gave  a little  abduction  power  to  the  thumb 
by  intrathecal  transplantation  of  the  radial  extensors.  The  appearance  of  the  extremity  is  good.  He  is 
able  to  hold  an  object  between  thumb  and  forefinger  (Case  6). 


ment  of  a hyperpronational  deformity  and  the  anti- 
gravitational  deformity,  in  this  case,  of  ulnar  adduc- 
tion and  volar  flexion  of  the  wrist.  There  was  also 
direct  relationship  between  the  internal  rotation  con- 
tracture of  the  shoulder  and  the  deformity  of  the 
forearm  in  hyperpronation. 

Operation  was  performed  on  November  11,  1946. 
The  index  finger  was  manipulated  to  overcome  the 
extension  contracture  of  its  metacarpophalangeal 
joint.  The  wrist  was  fused  by  the  Abbott  technic 
and  the  radius  osteotomized  at  its  midpart  by  cone 
osteotomy  to  bring  the  forearm  into  90  degrees  of 
pronation.  The  extensors  carpi  radialis  brevior 
and  longior  were  transplanted  through  the  sheath 
of  the  long  abductor  of  the  thumb  to  give  abduction 
to  the  thumb,  since  their  muscle  bellies  had  pink 
colored  fasciculi. 

The  forearm  was  derotated  to  20  degrees  of  prona- 
tion on  November  25,  1946,  into  a position  of  func- 
tion for  the  shoulder  to  be  arthrodesed.  This  shoul- 
der operation  was  performed  on  December  2,  1946. 

When  he  was  last  seen  in  June,  1947,  the  wrist  and 
shoulder  were  well  fused.  The  thumb  was  held  in 
abduction  in  the  plane  of  the  hand  and  could  be 
drawn  in  a little  by  weak  thenar  muscle  power.  He 
could  hold  a package  of  cigarettes  between  thumb 
and  index  finger  (Fig.  6). 

In  the  hand  of  Erb’s  palsy  a different  kinetic 
situation  is  seen,  especially  when  the  disability 
is  associated  with  the  not  infrequently  seen  par- 


alytic supination  contracture  of  this  malady.6 
The  forearm  is  supinated.  The  wrist  is  dorsi- 
flexed  and  ulnarly  adducted  by  gravity  and  by 
paralysis  of  the  wrist  flexors.  The  thumb  is  in- 
drawn. The  elbow  is  flexed,  the  shoulder  in- 
ternally rotated  and  sometimes  abducted.  The 
contracture  is  due  to  the  selective  paralysis  of 
the  muscles  arising  from  the  internal  epicondyle 
of  the  humerus.  This  study  of  supination  con- 
tracture will  be  reported  later  in  detail. 

The  wrist  is  ulnarly  adducted  by  an  extensor 
carpi  ulnaris  muscle  whose  strength  is  below 
normal  since  it,  too,  is  affected  by  the  palsy. 
There  is  no  power  in  the  flexor  carpi  ulnaris. 
The  long  abductor  of  the  thumb  is  paralyzed. 

The  extensor  longus  pollicis  is  sometimes 
paralyzed,  and  the  distal  joint  of  the  thumb  is 
flexed,  if  the  flexor  longus  pollicis  has  power. 

There  is  a significant  difference  in  the  behavior 
of  the  thumb  in  infantile  paralysis  and  in  Erb’s 
palsy,  which  is  abduction  in  the  former  and  op- 
position in  the  latter. 

The  problem  here  is  the  restoration  of  kinetic 
balance  of  the  thumb.  In  Erb’s  palsy  it  means 
the  restoration  of  abduction,  using  the  extensor 
carpi  ulnaris  muscle  as  the  transplant.  The 
operation  is  not  a primary  operation,  for  it  is 
usually  combined  with  wrist  fusion,  and  some- 
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times  with  osteotomy  of  the  radius.  It  is  the 
analogue  of  the  triple  arthrodesis  of  the  foot 
with  transplantation  of  the  peroneus  longus 
through  the  sheath  of  the  tibialis  anticus. 

Before  I devised  this  transplantation,  the 
attempt  had  been  made  to  solve  this  problem  by 
suturing  the  paralytic  tendon  of  the  abductor 
longus  pollicis  to  the  active  tendon  of  the  ex- 
tensor carpi  radialis  longior,  somewhat  as  Hoffa 
did  it.3 

Case  7. — This  operation  was  performed  on  Feb- 
ruary 26,  1943,  on  a boy  of  eight  with  a left  Erb’s 
palsy.  The  hand  was  diffusely  weak.  The  thenar 
muscles  had  fair  bulk,  but  he  could  not  oppose  be- 
yond the  middle  finger  because  of  adduction  con- 
tracture of  the  thumb,  weakness  of  the  long  abduc- 
tor, and  weakness  of  the  opponens.  Rotation  of 
the  forearm  was  fairly  strong  and  not  restricted. 

The  patient  was  seen  last  on  November  8,  1945, 
when  he  did  show  fair  power  of  the  long  abductor 
muscle  but  he  could  not  yet  oppose  beyond  the  mid- 
dle finger.  The  thumb  could  not  be  spread  as  much 
as  the  normal  right  thumb  by  mild  adduction  con- 
tracture. The  thumb  tended  to  be  dorsally  placed. 

The  patients  in  whom  the  extensor  carpi 
ulnaris  was  transplanted  all  had  supination 
contracture  of  the  forearm. 

Case  8. — Natalie  D.,  twenty-two  years  old,  had  a 
right  Erb’s  palsy  (Fig.  7).  At  the  age  of  four  the 


right  upper  extremity  of  the  patient  was  manipu- 
lated and  immobilized  in  plaster,  the  shoulder  be- 
ing abducted  150  degrees  and  externally  rotated,  the 
elbow  extended,  and  the  forearm  supinated.  The 
airplane  position  is  bad  for  any  patient  with  supina- 
tion contracture  of  the  forearm  or  pronator  weak- 
ness. The  forearm  should  be  held  pronated. 

In  July,  1940,  when  she  was  seventeen  years  old, 
a wrist  fusion  and  transplantation  of  the  flexor  carpi 
ulnaris  to  the  common  extensors  of  the  fingers  was 
performed  by  another  surgeon. 

Osteotomy  of  the  radius  which  pronated  the  fore- 
arm and  the  extensor  carpi  ulnaris  transplant  were 
carried  out  on  March  26,  1945.  At  the  same  time 
the  elbow  was  manipulated  into  extension  and  the 
fingers  flexed  at  the  metacarpophalangeal  joints  to 
overcome  their  contracture  in  extension. 

The  result  is  good  (Fig.  8).  She  was  seen  peri- 
odically until  November,  1946.  She  can  hold  ob- 
jects in  the  right  hand  and  can  use  it  for  knitting  and 
sewing.  The  thumb  can  be  abducted  actively 
(Fig.  9a  and  9b).  The  forearm  is  held  in  the  neutral 
position,  for  the  transplant  may  also  act  as  a supina- 
tor. The  radius  is  bowed  ulnarly. 

Case  9. — This  patient,  Naomi  H.,  a fifteen-year- 
old  girl,  had  Erb’s  palsy  (Fig.  10). 

Osteotomy  of  the  radius  to  correct  supination  con- 
tracture of  the  forearm  was  performed  on  March  1, 
1943.  This  osteotomy  was  revised  on  November 
15,  1943,  because  of  recurrence  of  deformity.  Wrist 


Fig.  7.  Preoperative  photograph  (February  2, 
1945)  to  show  the  supination  contracture  of  the  fore- 
arm and  the  indrawn  thumb  (Case  8). 


Fig.  8.  Postoperative  photograph  (October  4, 
1945).  The  forearm  is  now  pronated  but  the  radius 
is  bowed  ulnarly  (Case  8). 
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Fig.  9a.  Photograph  (October  9,  1946)  showing 
active  abduction  of  the  thumb. 


Fig.  10.  Preoperative  view  (July  4,  1945)  showing 
indrawing  of  the  thumb  (Case  9). 


fusion  and  the  extensor  carpi  ulnaris  transplantation 
were  done  on  July  10, 1945. 

The  patient  has  been  followed  for  sixteen  months 
and  is  quite  pleased  with  the  result  of  the  operation. 
She  can  hold  a small  object  between  thumb  and 
fingers,  and  can  bring  the  thumb  out  of  the  palm  by 
action  of  the  transplant  and  the  extensor  longus 
pollicis  (Fig.  11). 

Case  10. — Harriet  E.  was  a girl  of  fifteen  with  left 
Erb’s  palsy. 

The  left  wrist  was  fused  on  July  28,  1937,  at  the 
age  of  six,  a common  error  in  the  treatment  of 
supination  contracture  of  the  forearm. 

Osteotomy  of  the  radius  at  its  midpoint  on  March 
6,  1944,  and  supracondylar  osteotomy  of  the  hu- 


Fig.  9b.  The  patient  holds  a fountain  pen  in  a 


natural  manner .- 


merus  on  March  20, 1944,  were  then  performed.  On 
August  9,  1944,  osteotomy  of  the  radius  and  ulna 
was  carried  out  because  of  marked  ulnar  bowing  of 
the  radius  and  ulna. 

Combined  revision  of  the  wrist  fusion  and  extensor 
carpi  ulnaris  transplantation  was  done  in  July,  1945. 
It  was  not  possible  to  bring  the  tendon  end  to  the 
base  of  the  first  metacarpal  bone,  because  an  Es- 
march bandage  had  been  placed  about  the  fleshy 
part  of  the  short  forearm.  The  tendon  of  the  ex- 


Fig.  11.  Postoperative  view  (March  16,  1946). 
The  thumb  can  be  withdrawn  from  the  palm  and 
hold  an  object  (Case  9) 
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tensor  carpi  ulnaris  was  attached  to  the  tendon  of 
the  long  abductor  by  several  interrupted  silk  sutures, 
the  adjacent  sides  of  the  two  tendons  being  scarified. 

There  was  a subsequent  admission  for  removal  of 
a sequestrum  on  March  25,  1946.  This  sequestrum 
was  derived  from  the  partly  necrotic  cortical  tibial 
graft,  an  occasional  complication  after  this  form 
(Albee)  of  wrist  fusion. 

The  appearance  of  the  extremity  two  years  after 
tendon  transplantation  is  good.  The  patient  stated 
that  function  of  the  hand  had  not  greatly  improved. 
She  was  able  to  hold  several  sheets  of  paper  between 
the  thumb  and  fingers.  The  thumb  was  kept  out  of 
the  palm,  and  she  could  bring  it  to  the  radial  side  of 
the  index  finger,  flexing  the  fingers  at  the  same  time. 
She  could  carry  the  thumb  back  with  very  slight 
transplant  action  being  felt.  The  metacarpophal- 
angeal joint  of  the  thumb  moved  at  the  same  time. 

Case  11. — This  patient  was  a gill,  twelve  and  a 
half  years  old,  with  a right  Erb’s  palsy.  Osteoclasis 
of  the  right  forearm  was  performed  on  August  24, 
1942,  to  correct  the  supination  contracture  after  the 
method  of  Blount.7 

Stripping  of  the  collateral  ligaments  of  the  meta- 
carpophalangeal joints  to  correct  their  extension 
contracture  (Shaw  operation)  was  done  on  August 
23,  1943,  after  manipulation  of  these  joints  had 
failed. 

On  November  12,  1945,  osteotomy  of  the  radius 
was  performed  to  correct  recurrent  supination  con- 
tracture. At  the  same  time,  an  extensor  carpi 
ulnaris  transplantation  was  performed,  the  tendon 
being  attached  to  the  extensor  pollicis  longus  tendon 
at  the  level  of  the  wrist.  The  reasons  for  this  opera- 
tion were,  first,  that  the  long  abductor  of  the  thumb 
had  some  power  and,  second,  that  the  distal  joint  of 
the  thumb  was  held  flexed,  because  its  long  extensor 
was  paralyzed.  The  tendon  of  the  extensor  carpi 
ulnaris  was  passed  through  the  sheath  of  the  extensor 
longus  pollicis,  and  the  two  tendons  were  sutured 
side  by  side  at  the  level  of  the  wrist. 

The  results  were  good.  The  period  of  follow-up 


was  one  and  a half  years.  She  can  extend  the  tip  of 
the  thumb  actively,  but  the  thumb  is  held  in  the  flat 
hand  position  by  combined  action  of  the  long  abduc- 
tor tendon  and  the  transplant.  The  patient  can 
hold  objects  between  the  thumb  and  fingers.  Oppo- 
sition is  possible  to  the  middle  finger. 

The  arthritic  hand  and  the  hand  disabled  by 
injury  rarely  offer  the  problem  of  substitution 
indicated  by  this  study.  The  extensor  carpi 
ulnaris  may  be  usfed  to  replace  a torn  long  ab- 
ductor or  long  extensor  of  the  thumb,  as  in  the 
delayed  frictional  tears  of  these  tendons  after 
fracture  of  the  radius. 

Conclusion 

The  operative  procedures  for  balancing  the 
thumb  are  now  made  more  complete  by  the  i 
addition  of  this  tendon  transplantation. 

The  result  of  this  operation  is  satisfactory.  /, 
Our  standard  is  relative  and  not  absolute,  since 
the  transplant  is  usually  weaker  than  normal. 
The  result  is  good  in  the  positive  sense  if  the 
transplanted  tendon  is  strong  enough  to  keep 
the  thumb  out  of  the  palm.  In  the  negative 
sense,  it  is  a tenodesing  operation. 

The  operation  is  a useful  one  and  should  be- 
come one  of  the  standard  tendon  transfers. 
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NEURO-ALLERGY  IN  CHILDHOOD 

T.  Wood  Clarke,  M.D.,  Utica,  New  York 


DURING  the  past  thirty-odd  years  since  the 
first  recognition  of  the  relation  of  personal 
j idiosyncrasies  to  certain  diseases  and  the  birth  of 
the  science  of  allergy,  the  appreciation  of  the 
i.i  importance  of  the  allergic  diseases  has  steadily 
«!  grown  among  the  pediatrists,  internists,  and 
■'l  otolaryngologists.  Today,  the  pediatrist,  not 
equipped  to  make  an  allergic  study,  is  timorous 
■ about  treating  a case  of  asthma,  hay  fever,  hives, 
or  eczema.  Some  are  now  beginning  to  be 
I : aware  that  a large  percentage  of  the  children  with 
snuffly  colds,  recurring  bronchitis,  or  intestinal 
colic  are  as  much  allergic  patients  as  are  those 
i with  typical  asthma.  More  and  more  pediatrists 
r are  including  skin  testing  and  the  other  proee- 
(i  dures  of  the  allergist’s  armamentarium  in  the 

(course  of  their  regular  practice  or  are  referring 
patients  to  the  specialist  in  the  allergic  diseases. 

There  is,  however,  one  group  of  allergic  mani- 
festations which  is  still  not  thoroughly  appreci- 
■i  ated  except  by  those  who  are  devoting  their 
attention  largely  or  exclusively  to  the  study  of 
allergy.  This  is  the  group  showing  symptoms 
caused  by  allergic  reactions  occurring  in  the 
cranial  cavity  involving  either  the  meninges  or 
the  brain  tissue. 

The  three  characteristic  results  of  an  allergic 
reaction  are  smooth  muscle  spasm,  local  edema, 
and  increased  glandular  secretion.  If,  as  a re- 
sult of  an  allergic  reaction,  muscular  spasm  occurs 
in  the  arteries  of  the  brain,  definite  neurologic 
symptoms  may  be  expected  to  follow.  Localized 
cerebral  anemia  may  cause  transient  paralysis, 
dizziness,  and  many  other  symptoms  familiar  to 
the  neurologist.  Similarly,  sudden  edema  of  the 
brain  or  meninges  or  increased  secretion  of  cere- 
brospinal fluid  can  cause  increased  intracranial 
pressure  and  symptoms  simulating  meningitis  or 
brain  tumor.  A giant  urticaria  of  the  brain  or 
meninges  would  produce  symptoms  strongly 
resembling  cerebral  tumor. 

The  characteristic  symptoms  of  increased  intra- 
cranial pressure  are  headache,  vomiting,  dizziness, 
increasing  blindness,  paralysis  and  paresthesia, 
convulsions,  and  psychotic  changes  in  the  men- 
tality. Each  and  every  one  of  these  has  been 
- seen  in  association  with  other  manifestations  of 
an  allergic  condition  or  has  appeared  alone  as  a 
manifestation  of  an  allergic  reaction  in  the  cen- 
tral nervous  system. 

In  the  year  1927,  the  late  Victor  Vaughan 
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proved  conclusively  that  one  of  the  most  com- 
mon causes  of  migraine  headaches  was  the  inges- 
tion of  food  against  which  the  patient  had  an 
allergic  idiosyncrasy,  an  observation  confirmed 
by  many  others  and  now  universally  accepted  by 
all  allergists  and  acknowledged  by  many  neurolo- 
gists.1 A few  years  ago,  Goltman  reported  a 
case  where  a decompression  operation  was  per- 
formed on  a young  woman,  suffering  from  mi- 
graine headaches,  in  the  belief  that  she  had  a 
brain  tumor.2  A large  flap  of  skull  was  removed 
and  not  replaced.  The  patient  continued  to 
have  the  migraine  attacks,  and  whenever  these 
occurred,  the  skin  over  the  skull  opening  bulged 
so  markedly  that  it  could  be  seen  from  a distance 
of  several  feet.  When  the  bulging  subsided,  the 
symptoms  disappeared,  and  the  opening  re- 
mained depressed  until  the  onset  of  the  next  mi- 
graine attack. 

There  can  be  little  doubt  that  many  children 
who  have  sick  headaches  are  really  sufferers  from 
cerebral  allergy,  both  headaches  and  vomiting 
being  the  direct  result  of  increased  intracranial 
pressure  due  to  allergic  edema  of  the  brain. 
Several  authors,  too,  have  urged  serious  considera- 
tion of  the  possibility  that  cyclic  vomiting,  that 
bugbear  of  the  pediatrist,  is  also  a manifestation 
of  allergic  intracranial  edema.  This  is  a theory 
well  worthy  of  serious  study. 

If  the  intracranial  edema  occurs  in  the  neigh- 
borhood of  the  optic  nerve,  the  resulting  pressure 
may  cause  temporary  reduction  of  vision  or  ac- 
tual blindness  with  retinal  swelling  and  choked 
disk,  the  symptoms  clearing  rapidly  with  the 
withdrawal  of  the  allergic  reaction.  If  the  local 
edema  occurs  in  the  region  of  the  auditory  nerve 
or  the  semicircular  canals,  the  symptom  complex, 
known  as  M6niere’s  syndrome,  consisting  of  ring- 
ing in  the  ears,  deafness,  and  dizziness,  sometimes 
so  marked  that  the  patient  falls  to  the  ground, 
may  occur.  These  manifestations  of  intracranial 
pressure  due  to  an  allergic  reaction  are  well 
recognized  as  occurring  in  adults.  They  should 
be  kept  in  mind  when  similar,  unexplainable, 
bizarre  neurologic  symptoms  are  seen  in  child- 
hood. 

That  severe  attacks  of  peripheral  neuritis, 
causing  excruciating  pain  and  local  paralysis, 
may  occur  as  a result  of  cerebral  or  spinal  cord 
edema  produced  by  allergy  has  been  proved  by 
Foster  Kennedy  and  confirmed  by  many  writers.* 
The  most  typical  form  of  this  is  that  resulting 
from  serum  sickness.  This  distressing  complica- 
tion has  usually  followed  injection  of  tetanus 
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antitoxin  but  may  be  produced  by  any  of  the  sera 
used  for  prophylaxis  or  treatment. 

The  symptoms  usually  appear  within  twelve  to 
twenty-four  hours  after  the  appearance  of  the 
urticaria  of  the  serum  sickness.  For  some 
unknown  reason  it  almost  always  involves  the 
distribution  of  the  fifth  and  sixth  cervical  nerves. 
At  first  there  is  pain  in  the  shoulders,  so  excruciat- 
ing that  it  is  not  relieved  even  by  large  doses  of 
morphine.  This  may  last  for  several  weeks. 
After  one  or  two  days  a weakness  of  the  arm 
appears,  followed  by  rapidly  developing  atrophy 
of  the  deltoid  and  at  times  of  other  muscles  of  the 
shoulder  girdle,  especially  the  supraspinatus  and 
infraspinatus  muscles.  The  paralysis  usually 
remains  fairly  complete  for  about  three  months, 
after  which  power  gradually  returns  to  the  arm, 
the  atrophy  slowly  disappears,  and  from  six 
months  to  a year  after  the  attack  complete  res- 
toration of  function  of  the  arm  has  taken  place. 
In  a small  percentage  of  the  cases,  however, 
recovery  is  not  complete  and  a partial  paralysis 
remains  permanently. 

Care  should  be  taken  to  warn  all  patients  to 
whom  tetanus  serum  has  been  given  that  if  they 
have  pain  in  the  shoulders  to  return  at  once. 
Early  treatment  with  epinephrine  and  intravenous 
injections  of  hypertonic  sucrose  or  dextrose  solu- 
tions are  believed  to  reduce  the  edema  at  the 
nerve  roots  and  to  lessen  the  nerve  damage. 

Kennedy  and  other  authors  have  reported 
incidents  of  allergic  cases,  sometimes  associated 
with  asthma,  migraine,  or  urticaria,  and  some- 
times alone,  with  recurring  attacks  of  local 
anesthesia  or  paresthesia  of  the  hands  followed  by 
temporary  paralysis,  in  which  the  symptoms 
disappeared  promptly  on  the  administration  of 
adrenalin  and  could  be  prevented  by  eliminating 
from  the  diet  the  foods  to  which  the  patient  was 
sensitive.4 

The  cause  of  infantile  convulsions,  unassoci- 
ated with  injury  or  disease  of  the  central  nervous 
system  or  with  fever,  has  long  been  a puzzle  to 
the  medical  profession.  Teething,  indisgestion, 
overfeeding,  and  worms  have  been  cited  as  the 
underlying  factors.  This  subject  has  been  only 
touched  upon  in  the  literature  on  allergy,  and  no 
systematic  allergic  study  has  been  made,  although 
as  far  back  as  1921,  Thompson  in  London  in  a 
study  of  200  cases  of  infantile  convulsions  stated 
that  they  were  usually  due  to  poisoning  from 
milk,  cereals,  or  eggs,  the  foods  which  are  the  most 
common  factors  in  the  production  of  allergic 
shock.5  In  this  report  Thompson  said:  “There 
can  be  little  doubt  that  the  interesting,  and  as  yet 
only  partially  understood,  process  of  anaphylaxis 
plays  an  essential  part  in  the  causation  of  some, 
and  perhaps  many,  morbid  phenomena.”  He 
believed  that  continuing  the  offending  diet  in 


children  prone  to  infantile  convulsions  might 
lead  to  asthma,  eczema,  and  possibly  epilepsy  in 
later  life.  From  my  own  observations  I am 
convinced  that  at  least  a certain  number  of  cases 
of  infantile  convulsions  are  due  .to  allergic  reac- 
tions in  the  central  nervous  system. 

Case  1. — A number  of  years  ago  a child,  twenty- 
three  months  of  age,  was  brought  to  me  with  a his- 
tory of  convulsions  occurring  several  times  a day  for 
two  months.  Physical  examination  failed  to  ex- 
plain the  convulsions.  Intestinal  parasites  were 
ruled  out  by  stool  examination  and  anthelmintics. 
Skin  tests,  however,  gave  positive  reactions  to  apple, 
date,  beef,  celery,  spinach,  dog  hair,  feathers,  flax- 
seed, and  cotton.  During  the  two  weeks  in  the  hos- 
pital, while  the  tests  were  being  made,  the  child  had 
from  3 to  10  convulsions  a day.  On  the  basis  of  the 
completed  tests,  cotton  and  feathers  were  removed 
from  the  environment  and  the  offending  proteins 
eliminated  from  the  diet.  The  convulsions  ceased. 
The  child  remained  free  from  convulsions  during  the 
next  ten  days  of  observation  in  the  hospital  and  has 
had  no  recurrence  since  that  time. 

The  few  allergists  who  have  mentioned  infantile 
convulsions  in  their  writings  have  been  very 
conservative  in  expressing  any  opinion  on  the 
subject,  although  some  have  stated  the  belief 
that  if  more  attention  were  paid  to  the  possibility 
of  infantile  convulsions  being  of  allergic  origin,  a 
certain  number  of  individuals  who  had  convul- 
sions in  childhood  might  be  protected  against 
epilepsy  in  later  life.  Where  there  is  a family  or 
personal  history  of  allergy,  the  possibility  of 
unexplainable  convulsions  in  any  child  or  infant 
being  allergic  in  origin  should  be  given  careful 
consideration. 

With  the  single  exception  of  migraine,  epilepsy  j 
has  received  more  attention  from  allergists  during 
the  past  score  of  years  than  any  other  manifesta- 
tions of  allergy  of  the  central  nervous  system. 
While  the  disease  has  been  known  since  the  earli-  i 
est  days  and  has  been  studied  by  thousands  of 
investigators,  the  medical  profession  knows  little 
more  about  the  cause  of  epilepsy  than  it  did  in  the 
days  of  Hippocrates.  The  one  feature,  common 
to  all  writings  on  the  subject,  is  that  in  cases  of 
epilepsy  careful  attention  must  be  paid  to  the 
diet.  The  instructions  as  to  diet  have  varied  ' ' 
with  each  writer. 

It  is  just  a quarter  century  ago  that  Francis  i 
Ward  called  attention  to  the  close  relationship 
between  allergy  and  certain  cases  of  epilepsy  in 
reporting  the  case  of  a girl,  who,  as  an  infant,  had 
vomited  all  cows’  milk,  had  infantile  convulsions 
and  attacks  of  petit  mal,  and  from  the  ages  of 
eight  to  fifteen  had  had  numerous  attacks  of 
typical  epilepsy.8  When  it  was  found  by  skin 
testing  that  she  was  sensitive  to  milk,  cheese, 
beef,  and  veal,  and  these  were  removed  from  her 
diet,  the  attacks  stopped  immediately. 
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Many  authors  have  reported  convulsions  due  to 
in  i allergy,  some  in  association  with  other  allergic 
manifestations  as  asthma  or  urticaria,  some 
occurring  alone  with  no  other  evidence  of  allergy, 

■ but  responding  promptly  to  dietary  regulation 
based  on  an  allergic  study.  In  1927,  Ward,  in 
association  with  Harold  A.  Patterson,  skin- 

■ tested  1,000  epileptics  at  the  New  Jersey  State 
Village  for  Epileptics  and  at  Craig  Colony  at 
Sonyea,  New  York,  and  found  that  48  per  cent  of 
them  responded  to  some  allergen,  while  only  8 
per  cent  of  a control  group  of  100  per  cent  were 

I positive.1 

Since  then,  allergists  all  over  the  world  have 
reported  single  cases  or  small  groups  of  epileptics 
lif  in  whom  the  causative  factor  has  been  found  to  be 
an  allergic  sensitivity.  In  recent  years  the  inter- 
ns est  of  some  eminent  neurologists,  notably  Foster 
Kennedy  and  Irving  Pardee  of  New  York,  has 
i'  been  aroused  by  the  relationship  between  allergy 
i and  epilepsy,  as  well  as  other  neurologic  affec- 
tions.3'4’8'9  Both  are  now  enthusiastic  advocates 
of  allergic  investigations,  not  only  of  cases  of 
epilepsy  but  of  any  neurologic  symptom  com- 
plex, the  cause  of  which  is  not  evident. 

Case  2. — My  interest  in  allergy  as  a cause  of 
epilepsy  started  in  1931,  when  a ten-year-old  girl 
was  referred  to  me.  The  patient  had  had  grand  mal 
attacks  for  four  years,  occurring  twice  a week  re- 
cently. In  obtaining  the  history  it  was  brought  out 
that  the  child  was  also  asthmatic.  An  allergic  study 
revealed  sensitivities  to  cottonseed,  cattle  hair, 
radishes,  and  cheese.  These  foods  were  removed 
from  her  diet,  but  since  she  lived  on  a diary  farm  and 
cattle  hair  could  not  be  eliminated  from  her  environ- 
ment, weekly  inoculations  with  cattle  hair  were 
instituted  and  kept  up  for  eight  months.  As  the 
doses  were  increased,  not  only  was  the  asthma  re- 
lieved but  the  epileptic  seizures  became  less  and  less 
frequent.  The  last  attack  occurred  in  November, 
1931.  She  has  been  quite  well  since  then. 

Case  3. — Shortly  thereafter,  a girl  of  sixteen  came 
to  me.  She  had  had  an  egg  intolerance  as  an  infant, 
•frequent  colds,  mucous  colitis,  and  hay  fever.  Since 
the  age  of  ten  she  had  had  epileptic  convulsions, 
varying  from  once  a month  to  once  in  three  months. 
Her  allergic  study  demonstrated  sensitivity  to  the 
fall  pollens,  numerous  foods,  orris  root,  pyrethrum, 
and  tobacco.  She  was  given  pollen  injections  and  a 
rigid  diet  based  on  the  allergic  findings.  The  result 
was  that  her  mucous  colitis  cleared  up,  and  the  next 
summer  she  was  free  from  hay  fever.  During  the 
next  three  years  that  she  was  under  observation  she 
had  but  one  mild  convulsion  which  occurred  when 
she  was  on  a long  automobile  trip  and  eating  at 
restaurants  where  she  was  unable  to  adhere  to  her 
diet.10 

Since  that  day  I have  examined  many  cases  of 
epilepsy,  including  all  those  at  both  the  Utica 
and  Marcy  State  Hospitals  where  75  per  cent 
showed  some  evidence  of  allergic  sensitivity. 


Short-handedness  in  the  hospitals  prevented 
following  up  these  findings. 

In  my  private  practice  many  cases  of  epilepsy 
have  shown  some  evidence  of  an  allergic  sensi- 
tivity. Where  this  has  been  marked  and  where 
the  patients  were  young,  most  satisfactory  re- 
sults have  occured.  If  the  reactions  were  incon- 
clusive and  the  epilepsy  had  contined  for  many 
years,  little  benefit  was  obtained  from  any  thera- 
peutic efforts.  Two  recent  cases  have  shown 
favorable  results. 

Case  4- — One  (P.  B.)  is  a boy  of  ten  who  came  to 
me  two  years  ago.  It  was  an  early  case.  He 
showed  marked  reactions  to  the  dust  from  his  home, 
numerous  molds,  cat  and  dog  hair,  and  tobacco. 
His  environment  was  regulated  and  inoculations  com- 
menced. His  last  convulsion  was  in  June,  1945. 

Case  5. — Another  girl  (E.  M.),  a farmer’s  daughter 
came  to  my  office  in  December,  1944,  with  a history 
of  epileptic  attacks,  occurring  from  two  to  five  times 
a day  for  twro  years.  She  showed  sensitivity  to 
cattle,  dogs,  horses,  and  numerous  molds.  She  re- 
ceived inoculations  of  the  offending  allergens  and, 
although  not  cured,  in  spite  of  the  inability  to  remove 
her  from  her  allergenic  surroundings,  her  attacks 
have  been  reduced  from  two  to  five  a day  to  one  or 
two  attacks  a month. 

It  is  a matter  of  common  experience  that  the 
asthmatic  child,  although  amenable  normally, 
becomes  irritable  and  disagreeable  in  the  extreme 
during  an  asthmatic  seizure.  This  nervous 
excitability  is  usually  considered  to  be  the  result 
of  the  discomfort  of  the  attack  aggravating  the 
child  or  of  pampering  by  over-solicitous  parents. 
This  is,  for  the  most  part,  true,  but  numerous 
cases  have  been  reported  by  Shannon  and  other 
allergists  in  which  high-strung,  nervous,  unruly, 
and  disagreeable  children,  who  showed  none  of 
the  accepted  manifestations  of  allergy,  have  been 
found  to  be  hypersensitive  to  certain  foods,  most 
commonly  wheat.11  When  the  offending  pro- 
teins were  removed  from  the  diet,  these  chil- 
dren’s mental  attitudes  toward  life  have  changed, 
and  in  a few  weeks  the  spoiled,  irritable  child  has 
become  happy,  contented,  and  friendly. 

Case  6. — One  such  case  came  under  my  observa- 
tion two  years  ago.  A boy  of  thirteen,  surly,  dis- 
obedient, and  willful,  had  been  expelled  from  four 
schools  as  an  incorrigible  pupil.  His  parents  were 
at  their  wits’  end  as  to  what  to  do  for  him.  1 tearing 
that  I was  interested  in  child  psychology,  they 
brought  him  to  me  to  see  whether  I could  unravel  his 
peculiar  complex. 

Since  he  was  a sufferer  from  hay  fever,  I did  a 
complete  allergy  study  on  him  and  found  him  to  be 
sensitive  to  several  foods  as  well  as  to  t he  fall  pollens. 
The  foods  to  which  he  reacted  were  removed  from 
his  diet.  On  his  returning  to  school  the  family 
were  astonished  to  learn  that  he  got  along  well,  was 
happy  in  his  scholastic  work,  had  joined  the  Boy 
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Scouts,  and  was  getting  on  well  with  his  fellow 
scouts. 

After  several  weeks  of  treatment  the  parents  dis- 
continued the  boy’s  visits  and  presumably  gave  up 
the  treatment  outlined.  A year  later,  I learned  from 
outside  sources  that  the  boy  had  again  become  incor- 
rigible. 

Case  7. — On  October  14,  1945,  a boy  of  fifteen 
years  of  age  was  referred  to  me  by  Dr.  Richard  H. 
Hutchings.  The  boy’s  father  suffers  from  hay  fever. 
His  grandfather  had  asthma.  He  had  had  eczema 
when  an  infant  and,  since  then,  frequent  attacks  of 
urticaria  and  asthma.  For  the  past  three  years  he 
had  had  attacks  resembling  petit  mal.  During  the 
same  periods  he  had  had  frequent  violent  temper 
attacks,  appearing  with  or  without  provocation,  in 
which  he  smashed  dishes  or  anything  else  on  which 
he  could  lay  his  hands.  Excessive  amounts  of  home- 
work were  sure  to  produce  such  an  attack.  The 
attacks  lasted  about  a half  hour.  Then  he  quieted 
down  and  was  remorseful  about  what  he  had  done. 
He  remembered  all  the  details  of  the  attack.  Dur- 
ing the  five  weeks  previous  to  his  first  visit  to  me  he 
had  had  five  such  attacks. 

On  the  first  day  of  testing  he  gave  4 plus  reactions 
to  oats  and  wheat.  These  were  removed  from  his 
diet.  Since  then,  he  has  had  no  outbreaks. 
Whereas  on  his  first  visit  he  was  sullen  and  unco- 
operative, he  now  seems  happy  and  desirous  of  going 
through  with  the  testing.’  He  is  meticulous  about 
coming  for  his  weekly  injection  although  he  has  to 
hurry  through  his  paper  route  and  then  travel  10 
miles  to  reach  my  office  in  time.  For  the  past  year 
he  has  carried  on  heavy  schoolwork  and,  during  the 
summer  of  1946,  made  a trip  of  30  miles  daily  to 
attend  summer  school.  During  the  whole  year  and 
a half  under  observation  he  had  has  no  outbreak  of 
any  kind.  His  entire  attitude  toward  life  has 
changed. 

Case  8.— Two  years  ago,  Wilmot  F.  Schneider,  in 
discussing  the  hyperkinetic  child,  reported  a case  of 
a girl  of  ten  years  who  was  so  overactive  and  un- 
manageable that,  alt  hough  she  had  an  IQ  of  139,  she 
could  not  be  handled  at  home  and  had  to  be  sent  to 
a special  school  and  was  admitted  finally  to  a hos- 
pital.12 Here,  an  allergy  study  was  made;  sensi- 
tivity to  orris  root,  pollens,  and  dust  were  discovered, 
and  treatment  was  commenced.  Within  three 
months  the  uncontrollable  problem  child  had  quieted 
down  and  become  so  amenable  “that  the  mother  and 
father  were  unable  to  believe  that  this  was  the  same 
girl.” 

No  allergist  suggests  that  all  cases  of  headache, 
paralysis,  convulsions,  or  psychic  maladjust- 
ments are  of  allergic  origin.  We  do,  however, 
believe  that  some  of  them  are;  and  that  in  every 
such  case  where  the  causative  factor  is  obscure, 
the  question  of  there  being  an  allergic  background 
should  be  given  serious  consideration.  Our 
little  patients  deserve  that  much  from  us. 

7 Cottage  Place 

Discussion 

Bret  Ratner,  M.D.,  New  York  City. — I would 
emphasize  one  salient  feature  of  Dr.  Clarke’s  thesis 


and  urge  pediatricians  to  regard  cerebral  disturb- 
ances that  are  transitory  in  nature,  and  in  which 
the  causative  factor  is  obscure,  as  perhaps  allergic  in 
character. 

Dr.  Clarke  presents  an  excellent  case  for  attribut- 
ing these  transitory  cerebral  manifestations  to  arteri- 
olar spasms  of  the  brain  vessels  and  the  concomitant  . 
edema.  Perhaps,  I can  best  emphasize  the  impor- 
tance of  his  thesis  and  continue  his  discussion  in  con- 
crete fashion  by  omitting  from  consideration 
migraine,  histaminic  cephalalgia,  Meniere’s  syn-  1 
drome,  epilepsy,  and  infantile  convulsions  and  by 
confining  my  remarks  to  a further  analysis  of  the 
cerebrospinal  effects  occurring  in  serum  sickness  and 
serum  allergy. 

The  allergic  manifestations,  resulting  from  the 
parenteral  injection  of  foreign  serum,  lend  them- 
selves to  accurate  appraisal.  The  time  of  entrance 
of  the  otherwise  innocuous  substance  always  can  be 
ascertained,  and  the  material  is  not  too  complicated 
for  a study  of  the  component  substances,  nor  does 
it  possess  primary  toxicity  when  properly  prepared. 

Consideration  of  allergic  encephalopathies  from 
smallpox  or  rabies  vaccines,  drugs,  and  antibiotics 
are  somewhat  complicated  because  of  the  primary  i 
toxicity  of  drugs  and  antibiotics  and  the  complexity 
of  the  viruses.  One  cannot  be  too  certain  whether 
the  reaction  is  allergic  or  the  result  of  such  factors. 

Having  established  the  fact  that  neurologic  aller- 
gic sequelae  can  follow  from  the  entrance  of  an 
innocuous  foreign  serum  into  the  body,  this  infor- 
mation may  help  us  to  appraise  similar  sequelae 
from  the  use  of  such  substances  as  sulfonamides, 
penicillin,  streptomycin,  virus  vaccines,  and  others.  . 

With  growing  knowledge,  it  is  becoming  evident 
that  the  brain,  the  meninges,  the  spinal  roots,  and 
the  peripheral  nerves  may  be  the  site  of  more  or  less 
severe  allergic  reactions.  These  sequelae,  as  a rule, 
subside,  leaving  few  if  any  residua.  Notwithstand- 
ing the  many  reports  of  such  allergic  episodes,  they 
are  relatively  rare.  If  the  frequent  occurrence  of 
headache,  nausea,  vomiting,  and  neuralgia  in  the 
usual  and  well-known  type  of  serum  disease  consti- 
tute a syndrome  of  neurologic  origin,  then  a mild 
form  of  allergy  of  the  nervous  system  is  frequent. 

It  is  further  possible  that  many  of  these  neurologic 
complications  have  been  entirely  overlooked  in 
other  situations. 

I have  differentiated  three  types  of  meningitis 
following  serum  injections:  serum  sickness  meningi- 
tis, aseptic  or  serum  meningitis,  and  allergic  meningi- 
tis. 

(1)  Serum  sickness  meningitis  results  from  an 
extrathecal  injection  of  scrum  and  manifests  itself 
during  the  course  of  ordinary  generalized  serum 
sickness  and  accelerated  serum  allergy.  The  spinal 
fluid  shows  a preponderance  of  lymphocytes. 

(2)  Aseptic  or  serum  meningitis  results  from  the 
primary  contact  of  the  meninges  with  the  serum 
after  intrathecal  injection.  It  is  nonallergic,  and 
polymorphonuclear  cells  are  predominant  in  the 
spinal  fluid. 

(3)  Allergic  meningitis  may  be  a sequence  to 
intrathecal  injection  of  serum  in  the  case  of  an 
individual  who  has  been  sensitized  by  previous 
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experience  with  the  serum.  It  also  is  characterized 
: by  a predominantly  polymorphonuclear  spinal  fluid 
but,  coupled  with  this  finding,  are  the  profound 
allergic  reactions  of  the  nervous  system. 

I am  of  the  opinion  that  the  spinal  fluid  cytology 
may  aid  in  differentiating  meningeal  reactions. 
Thus,  any  reaction  that  is  predominantly  lymphocytic 
would  connote  an  extrathecal  pathology,  such  as 
exists  in  those  diseases  producing  serous  meningitis, 
e.g.,  the  lymphocytic  phase  of  tuberculous  meningi- 
tis, polio-encephalitis,  the  lymphocytosis  found  in 
parasyphilitic  diseases  of  the  central  nervous  system 
and  choriomeningitis.  On  the  other  hand,  when  there 
is  a predominantly  polymorphonuclear  cell  increase 
in  the  spinal  fluid,  I believe  it  is  evidence  that  some 
foreign  substance,  either  chemical,  bacterial,  viral, 
or  serous,  has  gained  direct  entrance  into  the  spinal 
t canal. 

During  the  period  of  general  serum  sickness, 
| headache,  nausea,  vomiting,  and  neuralgia  fre- 

Iquently  occur.  The  findings  of  a moderate  increase 
in  lymphocytes  and  increased  fluid  pressure  in  the 
cerebrospinal  fluid  during  the  early  stage  of  serum 
sickness  indicate  that  a definite  neurologic  disorder 
is  responsible  for  the  headache,  nausea,  and  vomit- 
ing. 

Corroboration  of  the  concept  that  extrathecally 
• injected  serum  will,  if  it  affects  the  meninges,  re- 
suit  in  a lymphocytic  response,  is  found  in  the  first 
reported  case  of  optic  neuritis  by  Mason.  His 
patient  received  500  cc.  of  anti-pneumococcal 
serum  and  eleven  days  later,  developed  marked 
general  urticaria,  temperature  104  F.  Serum  sick- 
ness persisted  for  two  weeks,  and,  three  days  later, 
the  patient  became  drowsy  and  very  dull.  Beside 
the  ophthalmoscopic  findings,  the  cerebrospinal 
fluid  showed  increased  pressure,  globulin  was  pres- 
t ent  and  there  were  150  lymphocytes  per  cmm. 

The  introduction  of  a foreign  protein  into  the 
If  theca  may  produce  a primary  nonallergic  effect, 
: and  at  times  it  may  be  so  serious  as  to  cause  death  in 
I a few  hours  from  medullary  and  cerebral  edema. 

Hut  tliis  primary  reaction  of  the  meninges  must 
1 not  be  confused  with  allergic  meningitis.  The  latter 
| is  a true  hypersensitive  reaction  of  the  meninges 
which  occurs  only  after  a latent  period  following 
the  primary  sensitizing  injection. 

The  cerebral  syndromes  may  be  characterized 
by  choked  disks,  meningeal  irritation,  the  Kernig 

Sand  Babinski  signs,  and  such  additional  mani- 
festations as  aphasia,  alexia,  hemianopsia,  and 


hemiplegia.  The  spinal  fluid  pressure  is  much  in- 
creased. The  cellular  reaction  is  slight.  Associated 
paralysis  of  the  cranial  nerves  or  a bulbar  syndrome 
with  or  without  tetraplegia  may  occur.  These  syn- 
dromes are  cerebroneural. 

Among  the  other  related  neural  and  cerebral  com- 
plications which  have  been  described  are  various 
forms  of  peripheral  neuritis,  optic  neuritis,  retinal 
edema,  and  iritis. 

Ocular  involvement  in  serum  sickness  has  ap- 
parently been  the  subject  of  few  reports,  but  they 
are  extremely  convincing  and  should  awaken  inter- 
est. 

Other  reports  of  recurrent  paralysis  of  the  larynx 
and  auditory  nerve  involvement  are  of  equal  interest 
in  showing  that  the  cerebral  form  of  allergy  may  or 
may  not  be  combined  with  involvement  of  the 
cranial  nerves. 

The  physiologic  pathology  of  the  cerebrospinal 
allergic  manifestations  is  the  result  of  a combination 
of  spasmodic  vascular  disturbances  with  conse- 
quent edema  of  the  brain  and  perineural  edema, 
causing  pressure  symptoms.  This  evanescent  pathol- 
ogy accounts  for  the  generally  good  prognosis  in 
all  of  the  neurologic  sequelae. 

If  one  bears  in  mind  the  many  phases  of  these 
hypersensitive  reactions  herein  presented,  it  should 
aid  in  the  diagnosis  and  differentiation  of  cerebro- 
spinal reactions  which  may  ensue,  following  the  use 
of  such  diverse  substances  as  sulfonamides,  penicil- 
lin, streptomycin,  hapamine,  virus  vaccines,  food, 
and  other  allergens. 

I am  sure  that  Dr.  Clarke’s  paper  will  arouse  a 
great  interest  in  these  neurologic  phases  of  clinical 
medicine.  I would  emphasize  his  thesis  that  we, 
as  pediatricians,  should  become  cognizant  of  the 
potential  role  that  allergy  plays  in  this  neurologic 
symptomatology. 

References 

1.  Vaughan,  W.  T.:  J.A.M.A.  88:  1383  (1927). 

2.  Goltman,  A.  M.:  J.  Allergy  7:  351  (1936). 

3.  Kennedy,  F.:  Am.  J.  M.  Sc.  177:  555  (1929). 

4.  Idem:  Arch.  Neurol.  & Psychiat.  15:  28  (1926). 

5.  Thompson,  J.:  Brit.  M.  .).  2:  679  (1921). 

6.  Ward,  F.:  New  York  M.  & Rec.  115:  592  (1922). 

7.  Ward,  F.,  and  Patterson,  It.:  Arch.  Neurol.  & Psy- 
chiat. 17:  427  (1927). 

8.  Pardee,  I.:  J.  Nerv.  & Mont.  Dis.  88:  89  (1938). 

9.  Idem:  Arch.  Neurol.  & Psychiat.  39:  1360  (1938). 

10.  Clarke,  T.  W.:  New  York  State  J.  Med.  33:  203 
(1933). 

11.  Shannon,  W.  R.:  Am.  .1.  Dis.  Child.  24:  89  (1922). 

12.  Schneider,  W.  F.:  J.  Pediat.  26:  559  (1945). 


EFFECT  OF  SALAD  DRESSINGS  ON  VITAMIN  C 


Salads  made  with  French  dressing  were  found  to 
retain  more  of  the  vitamin  C of  the  greens  than  simi- 
lar salads  made  with  the  same  amount  of  plain  vine- 
tar  (acetic  acid).  The  explanation  for  this  observa- 
tion may  lie  in  the  fact  that  vinegar  apparently  con- 
ains  traces  of  metals  which  hasten  the  oxidative 
lestruction  of  vitamin  C.  Seasonings  in  the  French 
Iressing,  however,  were  thought  to  exert  a protective 
iction  on  the  vitamin. 


The  losses  in  vitamin  C became  apparent  after  a 
period  of  two  hours  during  which  the  salads,  mixed 
with  dressing,  were  kept  standing  in  enameled  bowls 
at  room  temperature.  Following  good  culinary  prac- 
tice which  dictates  that  greens  bo  served  well  chilled 
and  mixed  with  the  dressing  just  before  eating,  there- 
fore, insures  not  only  palatable  salads,  but  maximum 
retention  of  their  vitamin  content. — Borden’s 
Review  of  Nutrition  Research,  January,  19/fS 


DIAGNOSTIC  EXPERIENCE  WITH  HEPATIC  SPECIMENS  OBTAINED 
BY  NEEDLE  PUNCTURE 

Samuel  Sanes,  M.D.,  William  H.  C.  Chapple,  M.D.,  Victoria  A.  Onorato,  A.B.,  and 
Eileen  Marchant,  A.B.,  Buffalo,  New  York 

{From  the  Edward  J . Meyer  Memorial  Hospital  and  the  University  of  Buffalo  M edical  School) 


TO  OBTAIN  hepatic  specimens  we  use  a Vim- 
Silverman  needle  which  consists  of  a needle 
and  a bipronged  obturator  with  a cutting  edge. 
The  site  of  the  insertion  varies  from  case  to  case, 
and  we  try  to  restrict  biopsy  to  cases  with  clini- 
cally enlarged  livers.  In  a case  with  an  extremely 
large,  firm  liver  the  approach  is  subcostal  to  the 
right  of  the  rectus  muscle.  When  the  liver  is  not 
greatly  enlarged,  the  approach  is  through  a lower 
intercostal  space  in  the  anterior  axillary  line  well 
below  the  upper  border  of  the  liver,  as  determined 
by  percussion.  If  a mass  or  nodule  is  detected  in 
the  'liver,  such  lesion  is  entered  directly.  Bleed- 
ing, clotting,  and  prothrombin  times  should  be 
carried  out  routinely  before  biopsy. 

The  skin  at  the  selected  site  of  insertion  is  infil- 
trated with  1 to  2 per  cent  procaine  to  and  includ- 
ing the  parietal  peritoneum.  The  skin  is  incised 
with  a scalpel,  and  the  Silverman  needle  intro- 
duced with  the  obturator  point  held  withdrawn 
to  a level  even  with  the  needle  point.  When  the 
respiratory  mobile  liver  is  entered,  paradoxical 
movement  of  the  head  of  the  needle  occurs.  The 
obturator  is  then  passed  deeper  into  the  liver 
after  which  the  needle  is  pushed  in  further  with 
the  obturator  held  in  place.  The  motion  thus 
produced  forces  the  prongs  of  the  oburator  to- 
gether and  upon  complete  withdrawal  of  the  ob- 
turator, a specimen  of  liver  measuring  from 
1 .8-2.5  cm.  in  length  and  about  0.15  cm.  in  diam- 
eter is  obtained  (Fig.  1).  After  fixation  of  the 
specimen  in  10  per  cent  formaldehyde,  paraffin 
sections,  stained  in  hematoxylin-eosin,  are  made. 
No  clinical  information  is  given  the  pathologist 
before  he  completes  his  report. 

Material  and  Results 

From  September,  1946,  to  March,  1947,  we 
attempted  to  obtain  hepatic  specimens  by  needle 
puncture  46  times,  44  times  from  living  patients 
and  twice  from  2 postmortem  patients.  Forty- 
four  hepatic  specimens  proved  to  be  satisfactory 
for  histologic  study.  One  specimen  was  too  small 
for  conclusive  interpretation;  a second  specimen 
was  composed  only  of  fibrous  tissue.  A positive 
pathologic  diagnosis  could  be  made  in  hepatic 
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specimens  from  33  patients.  In  9 patients,  an  \ 
indefinite  or  negative  report  for  primary  or  signifi-  1 
cant  disease  of  the  liver  had  to  be  given.  The 
positive  diagnoses  included:  fatty  change- 

cirrhosis  6,  portal-Laennec  cirrhosis  14,  portal  | 
cirrhosis-tuberculosis  1,  portal  cirrhosis  with  pig- 
ment  1,  metastatic  carcinoma  3,  leukemia  with  I 
hemosiderosis  1,  amyloidosis  2,  heptocellular 
degeneration  and  necrosis  3,  and  obstructive 
jaundice  2. 


Fig.  1.  Gross  specimen  obtained  by  needle 
puncture. 


Case  Reports 

Case  1 {Fatty  change). — C.  F.,  a thirty-one-year- 
old  man,  had  a history  of  heavy  alcoholic  ingestion  i 
for  one  year.  lie  was  admitted  to  the  hospital  in 
acute  intoxication.  Acne  rosacea  was  present.  The  ' 
liver  was  palpable1  3 fingers  breadth  below  the  costal 
margin.  Hepatic  biopsy  disclosed  a fatty  liver  i 
of  moderate  degree.  Laboratory  work  was  as  follows : || 
serum  bilirubin  1 mg.  per  100  cc. ; prothrombin  | 
time  was  not  increased;  bromsulfalein  test  26  per  | 
cent  retention  after  one  hour;  hippuric  acid  0.44  1 
Gm.;  benzoic  acid  0.3  Gm. ; cephalin  flocculation  ; 
test  1 plus;  alkaline  phosphatase  6.2  Bodansky  I 
units;  nonprotein  nitrogen  36  mg.;  total  protein  I 
6.6.  Gm.;  serum  albumin  3.7  Gm.,  globulin  2.9  Gm.  . 

Case  2 {Fatty  change-cirrhosis). — G.  B.,  a fifty-nine-  1 
year-old  man,  was  admitted  for  acute  alcoholism.  I 
There  was  a history  of  emesis  of  dark  material.  The 
skin  and  sclera  showed  icterus.  The  liver  was  en- 
larged. Hepatic  biopsy  showed  fatty  changes  with 
portal  cirrhosis.  Laboratory  data  recorded  the  fol- 
lowing: serum  bilirubin  20  mg.  per  100  cc.;  pro- 
thrombin time  with  twenty-second  control,  sixteen 
seconds;  bromsulfalein  test  32  per  cent  retention  in 
one  hour;  hippuric  acid  0.67  Gm.;  benzoic  acid  0.45  i 
Gm.;  cephalin  flocculation  test  3 plus;  formol  gel 
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test  4 plus;  alkaline  phosphatase  10.2  Bodansky 
units;  nonprotein  nitrogen  24.3  mg.;  total  protein 
6.9  Gm. ; serum  albumin  2 Gm,  globulin  4.9  Gm. 

Case  3 ( Laennec’s  cirrhosis). — J.  S.,  a fifty-three- 
year-old  man,  with  a history  of  alcoholism  had 
anorexia,  hematemesis,  and  ascites.  Examination 
revealed  slight  jaundice,  enlarged  liver,  prominent 
abdominal  veins,  ascites,  and  spider  angiomas. 
Hepatic  biopsy  indicated  Laennec’s  cirrhosis.  A 
report  of  laboratory  data  was  as  follows:  serum 
bilirubin  4.1  to  0.5  mg.  per  100  cc.;  prothrombin 
time  eighteen  seconds,  control,  fifteen  seconds; 
bromsulfalein  test  16.5  per  cent  retention  after  one 
hour;  hippuric  acid  0.148  Gm. ; benzoic  acid  0.10 
Gm. ; cephalin  flocculation  test  2-4  plus;  formol  gel 
test  1 plus;  alkaline  phosphatase  7.7  Bodansky 
units;  nonprotein  nitrogen  25  mg.;  total  protein  5.5 
Gm.;  albumin  2.8  Gm.,  globulin  2.7  Gm. 

Case  4 ( Metastatic  carcinoma).—}.  M.,  a seventy- 
two-year-old  woman,  was  brought  to  the  hospital 
for  weakness.  She  did  not  cooperate  during  the 
examination.  The  skin  and  mucous  membranes 
were  pale  and  slightly  icteric.  The  liver  was  smooth, 
palpable  2 fingers  breadth  below  the  costal  margin. 
A mass  felt  in  the  left  upper  part  of  the  abdomen 
was  thought  to  be  spleen.  Peripheral  lymph  nodes 
were  enlarged.  Hemoglobin  45  per  cent,  red  blood 
cells  3,500,000  per  cu.  mm.,  white  blood  cells  26,700- 
40,450  per  cu.  mm.  with  95  per  cent  neutrophils. 
Hepatic  biopsy  indicated  adenocarcinoma,  appar- 
ently metastatic.  The  autopsy  findings  were  pri- 
mary carcinoma  of  stomach  with  metastases  to 
liver,  lung,  pleura,  lymph  nodes,  adrenal  gland,  and 
bone  (Fig.  2). 


Fig.  2.  Metastatic  adenocarcinoma  (Case  4). 

Case  5 ( Leukemia-hemosiderosis ). — J.  Q.,  a sixty- 
nine-year-old  man,  had  swelling  of  the  abdomen. 
There  was  a history  of  alcoholism.  On  examination, 
the  spleen  and  liver  were  palpable.  Ascites  was  pres- 
ent. The  white  blood  cell  count  was  82,000-100,480 
per  cu.  mm.  with  98  per  cent  lymphocytes.  Hepatic 
biopsy  showed  leukemic  (chronic  lymphatic)  infiltra- 
tion in  periportal  zones  with  marked  hemosiderosis. 
Laboratory  work  was  reported  as  follows:  scrum 
bilirubin  1 mg.;  prothrombin  time  not  increased; 
hippuric  acid  0.11  Gm. ; benzoic  acid  0.08  Gm.; 
cephalin  flocculation  test  2 plus;  formol  gel  test  3 
plus;  total  protein  4.7  Gm. 


Case  6 ( Amyloidosis ). — J.  P.,  a thirty-three-year- 
old  man,  had  had  chronic  pulmonary  tuberculosis 
since  1940.  The  liver  and  spleen  were  palpable. 
The  urine  was  negative  for  albumin.  Hepatic 
biopsy  indicated  diffuse  amyloidosis.  Laboratory 
work  was  as  follows:  serum  bilirubin  0.3  mg.  per 
100  cc. ; prothrombin  time  nineteen  seconds,  con- 
trol seventeen  seconds;  bromsulfalein  test  no  reten- 
tion after  one  hour;  hippuric  acid  0.2  Gm. ; benzoic 
acid  0.14  Gm. ; cephalin  flocculation  test  1 plus; 
formol  gel  test  4 plus;  alkaline  phosphatase  7.3 
Bodansky  units;  nonprotein  nitrogen  25  mg.; 
total  protein  6.2  Gm.;  serum  albumin  3 Gm.,  globu- 
lin 3.2  Gm.  § 

Case  7 ( Hepatocellular  degeneration). — P.  M.,  a 
forty-seven-year-old  man,  had  jaundice  for  one 
month.  The  liver  was  enlarged  and  tender.  At 
operation  no  extrahepatic  obstruction  was  found. 
Surgical  biopsy  revealed  marked  hepatocellular 
degeneration.  In  hepatic  biopsy,  obtained  by 
needle  punct  ure  five  weeks  later,  only  slight  regres- 
sive changes  of  the  type  noted  in  the  surgical  speci- 
men remained.  Laboratory  data  recorded  the  fol- 
lowing: serum  bilirubin  33.2,  23.8,  17.2,  11.4,  6.1 
mg.;  hippuric  acid  0.34  Gm. ; benzoic  acid  0.2  Gm. ; 
cephalin  flocculation  test  0,  formol  gel  test  1 plus; 
alkaline  phosphatase  6.5  Bodansky  units;  nonpro- 
tein nitrogen  21.6  mg.;  total  protein  5-6  Gm. ; 
albumin  3.7‘Gm. 

Case  8 (Obstructive  jaundice). — G.  B.,  a sixty-year- 
old  man,  complained  of  jaundice  with  chills  and 
fever.  He  had  suffered  a similar  attack  one  year 
before.  Leukocytosis  was  present.  The  liver  was 
palpable  2 fingers  breadth  below  the  costal  margin. 
Hepatic  biopsy  revealed  obstructive  jaundice,  as- 
cending cholangitis  and  pericholangitis,  early  ab- 
scess. At  operation  the  gallbladder  and  common 
bile  duct  contained  numerous  black  calculous  gran- 
ules, 2-3  mm.  in  diameter.  Other  operative  findings 
included  cholecystitis,  cholangitis,  and  acute  pan- 
creatitis. Cholangiogram  before  discharge  of  pa- 
tient revealed  patency  of  the  common  bile  duct. 
The  report  of  the  laboratory  data  was  as  follows: 
serum  bilirubin  13.0  to  1 mg.  per  100  cc. ; prothrom- 
bin time  twenty  seconds,  control  sixteen  seconds; 
cephalin  flocculation  test  1 plus;  formol  gel  test  1 
plus;  alkaline  phosphatase  6.6  Bodansky  units; 
nonprotein  nitrogen  27  mg.  per  100  cc.;  total  pro- 
tein 6.5  Gm. ; serum  albumin  3.8  Gm.,  globulin 
2.7  Gm. 

Case  9 ( Negative  report  for  primary  hepatic  dis- 
ease).— E.  H.,  a fifty-seven-year-old  man,  complained 
of  swelling  of  the  abdomen,  anorexia,  weight  loss, 
and  abdominal  pain.  The  liver  was  palpable  6 
fingers  breadth  below  costal  margin.  The  spleen 
was  questionably  palpable.  Recurring  ascites  was 
present.  The  clinical  impression  was  Laennec’s 
cirrhosis.  Two  hepatic  biopsies,  however,  disclosed 
no  cirrhosis.  Lobular  structure  was  preserved. 
Congestion  with  regressive  changes  in  central  veins 
was  noted.  On  the  basis  of  the  hepatic  biopsies  the 
clinician’s  attention  was  directed  toward  the  possi- 
bility of  metastatic  carcinoma  or  Chiari’s  syndrome. 
Laboratory  data  indicated  the  following:  serum 

bilirubin  0.3  mg.  per  100  cc. ; prothrombin  time  not 
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increased;  bromsulfalein  test  23  per  cent  retention 
after  one  hour;  hippuric  acid  0.24  Gm. ; benzoic 
acid  0.095  Gm. ; cephalin  flocculation  test  4 plus; 
formol  gel  test  4 plus;  alkaline  phosphatase  5.6 
Bodansky  units;  urea  N 18  mg.;  total  protein  5.7 
Gm.;  serum  albumin  3.1  Gm.,  globulin  2.6  Gm. 

Operative  and  Postmortem  Correlation. — Micro- 
scopic examination  of  hepatic  tissue  obtained  at 
operation  in  2 patients,  and  at  autopsy  in  4 pa- 
tients, confirmed  the  diagnosis  made  from  the 
hepatic  specimen  obtained  by  needle  puncture. 
Needle  biopsies  repeated  in  3 patients  duplicated 
the  findings  in  the  original  specimens. 

Clinical  Aid. — In  33  patients  with  a positive 
pathologic  report  and  in  7 patients  with  a nega- 
tive report  for  primary  or  significant  disease  of  the 
liver  in  the  specimen  obtained  by  needle  puncture, 
the  clinician  felt  that  he  had  received  diagnostic 
help.  In  2 patients  histologic  study  of  the  hepa- 
tic biopsy  yielded  an  indefinite  microscopic  inter- 
pretation of  no  clinical  aid.  The  patients  in  whom 
hepatic  specimens  obtained  by  needle  puncture 
furnished  aid  to  the  clinician  fell  into  8 groups  on 
the  basis  of  the  presenting  clinical  problem:  (1) 
patients  with  enlargement  of  the  liver  for  which  a 
cause  had  to  be  established,  (2)  patients  in  whom 
it  was  important  to  exclude  primary  or  significant 
hepatic  disease,  (3)  patients  with  jaundice  the 
type  of  which  was  sought,  (4)  patients  with  Laen- 
nec’s  cirrhosis  in  whom  it  was  desired  to  confirm 
the  clinical  impression,  (5)  patients  with  Laennec’s 
cirrhosis  in  whom  the  coexistence  of  primary 
carcinoma  of  the  liver  had  to  be  checked,  (6) 
patients  from  whom  a tissue  diagnosis  of  the  liver 
was  desired  before  undertaking  certain  types  of 
therapy,  (7)  patients  in  whom  it  was  deemed  valu- 
able to  follow  the  course  of  hepatic  disease  by 
tissue  examination,  (8)  postmortem  patients  in 
whom  complete  autopsy  to  check  clinical  diag- 
nosis could  not  be  done. 

Hazards  and  Limitations. — In  our  series  of  44 
living  patients  we  encountered  no  really  serious 


INSANITY  RATE  HIGHER  IN  WAR  YEARS 

The  U.S.  Census  Bureau  reported  that  there  was 
an  increase  in  insanity  among  Americans  during  the 
war  years,  1940  through  1945,  especially  among  men 
in  the  military  age  bracket.  The  question  was  posed 
whether  the  “psychologic  hazards  of  military  life” 
drove  more  men  insane  or  whether  the  intensive 
psychiatric  scrutiny  given  men  in  this  age  group  de- 
tected more  cases  of  insanity.  The  increase  in  in- 
sanity among  women  paralleled  that  of  men,  but  it 
was  less  in  the  20  through  34  age  group. 

The  report  covered  the  rise  in  the  rate  of  first 
admissions  of  psychotic  persons  and  it  ignored  hos- 


complication from  needle  puncture.  In  one 
patient,  however,  at  laparotomy  subsequent  to 
hepatic  biopsy,  a moderate  subphrenic  hemor- 
rhage was  found;  a drop  in  the  red  blood  count 
had  appeared  after  the  needle  puncture.  In  the 
patient  where  the  hepatic  biopsy  showed  purulent 
cholangitis  and  abscess,  the  question  of  infection 
of  the  peritoneal  cavity  was  raised ; at  subsequent 
operation,  no  untoward  effect  was  noted;  the 
site  of  needle  puncture  could  not  be  seen.  Be- 
sides the  risks  of  hemorrhage  and  infection,  other 
possible  hazards  of  needle  puncture  (not  encoun- 
tered by  us)  consist  of  perforation  of  the  intestine 
or  gallbladder,  and  injury  to  the  kidney,  adrenal 
gland,  or  pancreas.  Restricting  needle  puncture 
to  patients  with  enlarged  livers  and  with  normal 
bleeding,  clotting,  and  prothrombin  times  ought 
to  keep  the  various  hazards  at  a minimum. 

In  our  series  the  size  of  the  hepatic  specimen 
obtained  by  needle  puncture  was  inadequate  for 
conclusive  microscopic  interpretation  on  one 
occasion.  It  must  be  remembered  that  any 
pathologic  interpretation  is  limited  by  the  small 
size  of  even  the  largest  specimen.  Furthermore, 
the  findings  in  the  needle  biopsy  may  not  neces- 
sarily represent  those  in  other  parts  of  the  liver,  j 
The  effects  of  crushing  in  specimens,  although 
bothersome  to  a degree  in  our  series,  were  not 
substantial  or  frequent  enough  to  offer  regular 
difficulty  to  the  pathologist  in  his  examination. 
The  hepatocellular  picture  in  certain  needle 
biopsies,  immediately  fixed,  differs,  apparently  on 
the  basis  of  glycogen  content  of  cells,  from  that 
in  routine  postmortem  sections.  We  feel,  on 
speculative  grounds  rather  than  from  actual  ex- 
perience in  our  series,  that  constant  success  should 
not  be  expected  from  the  needle  biopsy  in  dis- 
tinguishing extrahepatic  obstructive  jaundice 
‘ from  intrahepatic  jaundice. 
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pital  admissions  of  psychoneurotics  and  marginal 
disorders  such  as  alcoholism,  mental  deficiency,  or 
drug  addiction.  The  estimated  number  of  first 
admissions  to  hospitals  for  permanent  care  of  all 
patients  with  psychosis  increased  from  71.7  in  each 
hundred  thousand  of  population  in  1940  to  86.8  in 
1945,  an  increase  of  about  21  per  cent.  The  number 
of  men  admitted  to  hospitals  as  psychotics  was  78.8 
per  hundred  thousand  in  1940  as  against  96.4  in  1945. 

Admissions  more  than  doubled  among  men  aged 
20  to  24,  rose  78  per  cent  among  those  aged  25  to  29 
and  rose  36  per  cent  among  those  aged  30  to  34. 


CARCINOMA  OF  THE  OVARY  ARISING  IN  AN  ENDOMETRIAL  CYST 

Leo  D.  Moss,  M.D.,  and  A.  L.  Runals,  M.D.,  F.A.C.S.,  Olean,  New  York 
{From  the  St.  Francis  Hospital) 


IN  gynecologic  pathology  there  has  hardly  ever 
been  a more  controversial  subject  than  the 
i condition  best  known  as  “endometriosis.”* 
i Voluminous  literature  on  this  subject  has  ap- 
< peared  since  the  first  report  by  Russell  in  1899. 1 

In  fact,  a whole  monograph  dealing  with  endome- 
i triosis  has  recently  been  published.2 

Endometriosis  presents  two  interesting  fea- 
tures : first,  the  variety  of  clinical  manifestations 
•due  to  the  wide  distribution  of  the  lesions;  second 
the  problem  of  its  pathogenesis.  In  regard  to  the 
latter,  a number  of  theories  have  been  advanced, 
most  prominent  among  which  are  the  origin  of 
endometriosis  from  coelomic  epithelium  and 
Sampson’s  theory  of  “spill-over”  of  endometrial 
tissue  through  the  tubes  into  the  abdominal 
cavity. 

Recently,  we  had  an  opportunity  to  observe 
the  following  unusual  case  of  an  ovarian  endome- 
trial cyst,  showing  areas  of  carcinomatous  trans- 
formation. 


Case  Report 


The  patient  was  a forty-five-year-old  woman  who 
consulted  one  of  us  (A.  L.  R.)  because  of  fullness  in 
the  abdomen  and  attacks  of  nausea  during  the  pre- 
ceding two  months.  The  patient  also  stated  that 
she  had  not  menstruated  during  that  period.  Prior 
to  that  time  she  had  had  a normal  menstrual  history 
of  a twenty-eight-day  type.  She  was  married  and 
had  borne  3 children,  all  of  whom  were  alive  and 
well.  There  was  no  history  of  abortion,  miscarriage, 
or  serious  illness,  including  operation.  She  appeared 
to  be  well-nourished  and  in  good  health.  However, 
there  was  a mass  extending  from  the  pelvis  up  to  the 
level  of  the  umbilicus,  located  somewhat  to  the  right 
side,  oval-shaped,  not  particularly  tender,  fairly 
movable,  and  quite  firm.  Vaginal  examination  re- 
vealed old  lacerations  of  the  cervix,  and  on  bimanual 
palpation  the  mass  could  again  be  felt  to  arise  from 
the  pelvic  cavity.  Both  lower  extremities  showed 
marked  varicosities.  The  urine  and  blood  count 
analyses  were  essentially  normal.  The  Wasscr- 
mann  test  was  negative.  The  provisional  diagnosis 
was  pelvic  tumor:  either  ovarian  cyst  or  uterine 
fibroid. 

A laparotomy  was  performed  on  November  7, 
$ 1945.  Through  a lower  midline  incision  the  abdo- 

j men  was  explored.  The  uterus  could  not  be  seen  at 
first,  because  it  was  concealed  by  a huge,  right 
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9 case  of  carcinoma  of  the  ovary,  arising  in  an  endometrial 
cyst,  has  been  reported  by  Dr.  Emil  Novak  in  the  Journal  of 
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ovarian  mass,  adhering  to  it  in  various  areas.  The 
mass  was  also  adherent  to  other  structures  of  the 
cul-de-sac,  including  the  rectum,  for  a distance  of  7 
to  8 cm.  In  some  places,  the  mass  was  adherent  to 
portions  of  the  transverse  colon  and  small  intestine. 
The  left  ovary  was  enlarged  and  cystic.  It,  too, 
was  adherent  to  the  uterus,  to  the  left  lateral  ab- 
dominal wall,  and  to  the  broad  ligament. 

The  rightovarian  mass  was  freed,  but  it  rupturedas 
it  was  about  to  be  excised,  allowing  thick,  chocolate- 
colored  fluid  to  escape  into  the  abdominal  cavity. 
The  resection  of  the  mass  was,  nevertheless,  com- 
pleted. Its  adhesions  to  the  rectum  were  very  dense 
and  it  was  necessary  to  “denude”  the  rectum  for  a 
considerable  distance  in  order  to  free  them.  The 
left  adnexa  and  the  supracervical  portion  of  the 
uterus  were  removed  together.  Following  the 
operation,  the  patient  made  an  uneventful  recovery 
and  was  discharged  after  three  weeks. 

The  uterus  and  adnexa  were  received  for  examina- 
tion. The  uterus,  measuring  8 by  6 by  5 cm.,  had 
been  amputated  across  the  lower  portion  of  the 
cervical  canal.  The  endometrial  cavity  measured 
6 cm.  in  length,  and  in  its  fundal  portion  there  was  a 
pea-sized  mucosal  polyp.  The  myometrium  con- 
tained a grayish-white  nodule  which  measured  1 cm. 
in  diameter.  The  left  tube  measured  5 cm.  in  length. 
Its  fimbriated  end  was  patent.  The  left  ovary 
measured  6 cm.  in  the  longest  diameter  and  con- 
tained 3 cysts,  2 of  which  were  filled  with  clear, 
straw-colored  fluid,  while  the  third  one  presented 
some  reddish-brown,  viscid  fluid. 

The  right  ovary  was  transformed  into  a large 
cystic  mass  which  measured  16  cm.  in  the  longest 
diameter.  When  it  was  received  in  the  laboratory, 
it  was  partly  opened  and  collapsed.  The  external 
surface  of  the  cystic  mass  presented  many  fibrous 
adhesions.  The  cyst  wall,  varying  in  thickness,  was 
quite  thin  in  many  areas,  while  in  others  it  measured 
up  to  1 cm.  in  thickness.  The  cyst  contained  much 
thick,  chocolate-colored  fluid.  The  inner  lining  of 
the  cyst  was  gray  in  some  places,  and  a dark  brown, 
chocolate-like  color  in  others.  In  a few  scattered 
areas  the  inside  of  the  cyst  presented  yellowish-pink 
to  yellowish-gray,  friable,  papillary  excrescences 
which  did  not  exceed  3 cm.  in  width  and  1 cm.  in 
height.  Detached  pie'ces  of  apparently  identical 
tissue  were  found  floating  in  the  chocolate-colored 
fluid  filling  the  cyst.  The  right  tube  measured  7 cm. 
in  length.  Its  fimbriated  end  was  patent. 

Microscopic  examination  of  the  uterus  indicated 
that  the  endometrium  was  in  proliferative  phase. 
In  some  areas  the  glands,  some  of  which  were  dilated, 
seemed  to  be  more  concentrated  in  number  and 
dipped  into  the  myometrium.  The  mucosal  polyp 
contained  endometrial  glands  such  as  seen  in  the 
proliferative  phase,  and  here,  too,  some  glands  were 
dilated.  The  nodule  in  the  myometrium  was  found 
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Fig.  1.  Right  ovarian  cyst  wall  with  infolding 
of  columnar  cell  epithelium  and  area  of  pseudoxan- 
thoma cells  in  stroma. 

to  he  composed  of  interlacing  bundles  of  smooth 
muscle  fibers  and  scattered  typical  endometrial 
glands,  most  of  which  were  surrounded  by  endome- 
trial stroma.  The  histology  of  this  lesion  was  that 
of  an  adenomyoma. 

The  cyst  of  the  left  ovary,  containing  brown  fluid, 
was  lined  by  a thick  layer  of  macrophages  containing 
coarse,  brown  pigment.  Although  no  lining  epithe- 
lium could  be  detected,  nevertheless,  it  may  be  sus- 
pected that  this  was  an  endometrial  cyst.  The 
second  cyst  in  this  ovary  was  lined  by  a single  layer 
of  cuboidal  cells,  meriting  the  diagnosis  of  a simple 
cyst,  while  the  third  cyst  was  an  ordinary  follicular 
cyst. 

Many  sections  were  taken  from  various  portions 
of  the  large  right  ovarian  cystic  mass.  The  wall  of 
the  cyst  was  formed  by  collagenic  tissue.  The  usual 
pattern  of  the  ovarian  stroma  was  clearly  visible  in 
some  areas.  In  many  places,  the  collagenic  tissue 
showed  evidence  of  degeneration,  such  as  hyaliniza- 
tion  and  actual  necrosis.  The  gray  portions  of  the 
cyst  were  lined  by  a single  layer  of  cuboidal  and 
cylindrical  cells,  with  relatively  large  nuclei,  located 
usually  at  the  basal  or  midportions  of  the  cells. 
While  in  most  instances  the  cytoplasm  was  acido- 
philic in  its  tinctorial  characteristics  with  an  occas- 
ional tendency  toward  small  vacuole  formations, 
short  segments  of  lining  epithelial  cells  presented 
obvious  evidence  of  mucous  production.  Under 


Fig.  2.  Similar  area  under  higher  magnification. 


the  lining  epithelial  cells  there  was  a supporting 
stroma  which  in  some  areas  resembled  endometrial 
stroma  containing  fibroblastic  elements.  In  other 
areas,  however,  corresponding  to  the  brown-appear- 
ing portions  of  the  cyst  wall,  the  stroma  was  com- 
posed mainly  of  those  large,  light  brown  pigment- 
containing  cells,  which  have  been  commonly  referred 
to  as  “pseudoxanthoma  cells”  and  frequently  been 
found  in  endometrial  cysts.  Fairly  often,  the  lining  j 
epithelium  dipped  into  the  underlying  stroma,  re- 
sembling uterine  glands  (Figs.  1 and  2).  Indeed,  in 
a few  areas  uterine  gland  structures  were  found  deep 
in  the  fibrous  portion  of  the  cyst  wall,  similar  to  the 
findings  in  myometrial  endometriosis  (Fig.  3).  The  I 
transition  from  these  obviously  benign  areas  into  the 
grossly  described  papillary  proliferations  was  quite 
sudden.  Microscopically,  the  areas  of  papillary 
proliferation  were  not  at  all  uniform  but  presented  a 
number  of  histologically  different  features.  First, 
we  should  mention  the  occurrence  of  papillary  adeno- 
carcinoma with  complex  villus-like  formations  con- 
taining only  scant  amounts  of  stroma  (Fig.  4).  The 
carcinoma  cells  were  densely  packed,  columnar  in 
shape,  with  rather  large  nuclei  and  prominent 
nucleoli.  Mitoses  were  present  although  not  in  too 
great  a number.  Proliferat  ion  of  many  small  gland- 
like structures  in  the  basal  portions  of  the  papillary 
formations  were  found  frequently.  The  cytoplasm  j 
of  some  of  the  neoplastic  cells  displayed  a tendency 
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Fig.  3.  Deep  penetration  of  endometrium-like 
glands  in  right  ovarian  cyst  wall. 


toward  vacuolization.  Scattered  throughout  Were 
islands  of  well-differentiated  squamous  cell  meta- 
plasia, and  in  at  least  one  area  there  was  deep  infiltra- 
tion of  the  cyst  wall  by  squamous  cell  carcinoma 
(Fig.  5).  In  addition,  there  were  a few  areas  of 
papillary  carcinoma,  consisting  predominantly  or 
exclusively  of  mucous  cells  (Fig.  6).  The  latter  were 
densely  packed  in  a “sheaf-like”  fashion,  such  as 
seen  in  some  adenocarcinomas  of  the  cervical  canal. 
Finally,  it  should  be  mentioned  that  there  were  also 
areas  of  benign  papillary  adenoma,  some  of  which 
contained  mucous-producing  glands.  Throughout 
the  neoplastic  structures  there  was  evidence  of 
chronic  and  acute  inflammation. 

We  believe  that  this  right  ovarian  cyst  was,  pri- 
marily, a so-called  endometrial  cyst  with  multiple 
areas  of  papillary  adeno-acanthoma  (Fig.  7).  A 
section  of  the  right  tube  showed  a small  typical 
endometrioma  in  the  subserosal  tissue. 

Discussion 

The  literature  on  the  subject  of  endometriosis 
is  very  extensive  and  we  have  chosen  to  discuss 


Fig.  4.  Papillary  adenocarcinoma. 


only  a few  references  which,  we  believe,  are 
representative  of  the  different  trends  that  de- 
veloped in  the  studies  of  this  subject.  The  first 
report  of  endometrial  cysts  has  been  attributed  to 
Russell,  who  interpreted  them  as  aberrant  deriva- 
tives of  the  Muellerian  duct.1  During  the  fol- 
lowing twenty  years,  a few  papers  were  pub- 
lished, presenting  various  theories  as  to  the  origin 
of  these  lesions.  Also  in  1899,  Ludwig  Pick, 
believing  that  they  derived  from  mesonephric 
tissue,  suggested  the  name,  adenoma  metriodes 
ovarii.3  Ivanow  was  apparently  the  first  one  to 
point  out  the  coelomic  epithelium  as  a possible 
origin  for  endometrial  cysts.1  Similarly,  Lauche 
saw  in  the  peritoneum  the  matrix  for  the  develop- 
ment of  endometrium-like  structures.4  He  even 
interpreted  umbilical  endometriosis  in  the  same 
way,  since  peritoneal  tissue  could  conceivably  re- 
main in  this  region,  following  the  physiologic 
umbilical  hernia  occurring  normally  in  the  two- 
month-old  embryo.  Likewise,  the  occurrence  of 
inguinal  endometriosis  could  be  understood  to 
have  been  derived  from  persisting  remnants  of  the 
processus  vaginalis  peritonei. 
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Fig.  5.  Area  of  infiltrating  squamous  cell  car- 
cinoma. 


The  study  of  this  problem,  both  from  the 
clinical  and  diagnostic  point  of  view,  gained  fresh 
impetus  through  the  extensive  investigations  of 
J.  A.  Sampson.6-9  His  theory,  now  well  known 
and  rather  widely  accepted,  maintained  that  dur- 
ing menstruation  viable  fragments  of  endometrial 
tissue  as  well  as  tubal  mucosa  may  be  “spilled 
over”  by  retrograde  motion  into  the  peritoneal 
cavity.  Here,  these  fragments  may  become 
implanted  on  the  ovary,  which  is  next  to  the 
fimbriated  ends  of  the  tubes  and  therefore  most 
frequently  involved,  and  on  other  structures  of 
the  peritoneal  cavity.  Once  such  endometrial 
fragments  have  successfully  engrafted  themselves 
on  other  organs,  they  may  become  transformed 
into  cysts,  whose  lining  epithelium  in  response  to 
hormonal  stimulation  may  participate  in  the 
hemorrhages  associated  with  the  menstrual  cycle. 
Spontaneous  perforation  of  such  cysts  could  occur 
at  an  early  or  late  date  and  give  rise  to  the  forma- 
tion of  secondary  endometrial  cysts  in  the  same 
or  other  organs.  The  occurrence  of  adhesions  is 
another  complication  of  spontaneous  perforation 
of  endometrial  cysts. 

The  presence  of  decidual  reaction  in  some 
endometrial  cysts  was  cited  by  Sampson  as  an- 
other proof  for  his  theory.  However,  decidual 
reaction  outside  of  the  pelvic  organs  has  been 


Fig.  6.  Area  of  mucous  cell  carcinoma. 


observed  without  endometriosis  during  preg- 
nancy. The  recent  report  of  ectopic  decidua  in 
the  subserosa  of  the  appendix  vermiformis  by 
Sanes  and  Liber  would  not  support  Sampson’s 
conclusions.10  In  regard  to  adenomyosis  of  the 
uterus  itself.  Sampson  suggested  two  possibilities, 
namely,  invasion  of  the  endometrial  cavity  and 
extension  from  perimetrial  implants.5  He  also 


Fig.  7.  Adeno-acanthoma. 
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expressed  the  belief  that,  occasionally,  the  implan- 
tation of  normal  endometrial  tissue  in  the  ovary 
may  lead  to  the  development  of  ovarian  carcino- 
mas.6 In  his  numerous  papers,  Sampson  pre- 
sented a great  number  of  case  reports  to  support 
his  theory,  thus  contributing  materially  to  the 
clinical  knowledge  of  this  subject.  Indeed,  such 
rare  lesions  as  endometrial  implants  in  laparo- 
tomy scars,  following  operations  in  which  the 
uterine  cavity  has  been  opened,  are  now  well 
known;  there  seems  to  be  no  question  that  in 
these  cases,  at  least,  transplantation  of  endome- 
trial tissue  led  to  endometriosis. 

The  opinions  expressed  by  Sampson  in  his 
publication  were  not  uncontested.  Robert 
Meyer  came  out  very  strongly  in  favor  of  the 
peritoneal  epithelium  being  capable  of  giving  rise 
to  endometrium-like  structures  and  stated,  in 
addition,  that  inflammation  was  probably  an 
important  factor  in  the  development  of  endome- 
triosis.11 Furthermore,  he  pointed  out,asLauche, 
Pick,  and  others  had  done  earlier,  the  close  rela- 
tionship between  the  peritoneal  epithelium  and 
Muellerian  duct  structures.  Indeed,  in  the 
classic  Manual  of  Human  Embryology , by  Keibel 
and  Mall,  we  find  the  statement:  “Everything 
that  is  later  developed  within  the  genital  fold  has 
a common  origin  from  the  coelomic  epithelium,” 
and  a recent  textbook  of  embryology  states: 
“ Muellerian  ducts  seem  to  arise  independ- 

ently by  a process  of  infolding  and  then  closing 
off  of  a groove  in  the  coelomic  mesothelium  paral- 
lel to  the  mesonephric  duct.”12'13 

Tobler  described  the  occurrence  of  endome- 
trium-like proliferations  on  the  sigmoid  colon.14 
He,  too,  accepted  the  peritoneum  as  the  source  of 
these  proliferations.  Emil  Novak,,  in  a detailed 
analysis  of  this  problem,  discussed  first  the 
embryologic  angle,  pointing  out  that  the  genital 
tract  and  germinative  epithelium  are  derivatives 
of  the  coelomic  epithelium  and  as  such  are  actu- 
ally only  a modified  peritoneum.15  Under 
hormonal  influence  this  altered  coelomic  epithe- 
lium, which  retains  a remarkable  sensitivity  to 
ovarian  hormone,  develops  in  different  directions, 
such  as  the  glandular  patterns  of  the  fundus  and 
the  cervical  canal,  and  the  squamous  cell  lining 
of  the  cervix.  In  the  further  course  of  his  discus- 
sion Novak  emphasized  the  fact  that  the  direc- 
tion of  the  movements  of  the  cilia  in  the  tubes  as 
well  as  the  direction  of  the  tubal  peristalsis  is 
pointed  toward  the  uterus.  He  also  felt  that  the 
lumen  of  the  isthmic  portion  of  the  tube  is  too 
narrow  for  the  passage  of  endometrial  material, 
and,  lastly,  he  was  not  convinced  of  the  viability 
of  the  cast-off  menstrual  epithelium,  a point 
which  he  used  to  question  the  validity  of  Jacob- 
son’s experiments,  using  normal  endometrium  for 
transplantation. 16 


About  the  same  time,  Ilalban  presented  still 
another  theory,  expressing  the  view  that  des- 
quamating fragments  of  uterine  mucosa  may 
enter  lymph  vessels  and  subsequently  reach  ova- 
ries, peritoneum,  abdominal  wall,  and  even  the 
inguinal  region.17  This  theory,  however,  did  not 
find  many  supporters,  and  today,  it  may  be  con- 
sidered entirely  abandoned. 

Aschoff  strongly  endorsed  the  coelomic  theory 
and  suggested  that  all  endometriosis  be  referred 
to  as  “blastomatoid  or  blastomatous  formations 
of  the  cloacal  portion  of  the  coelomic  epithelium” 
which  may  arise  either  in  the  course  of  early 
developmental  anomalies,  under  endocrine  ovar- 
ian influence,  or,  finally,  as  secondary  results  of 
inflammatory  processes.18  Recently,  Gruen- 
wald  concluded,  too,  that  the  coelomic  walls 
should  be  considered  capable  of  giving  rise  to  new 
endometrial  formations.19'20  He  believes  that 
both  epithelial  and  connective  tissue  elements  of 
the  coelomic  wall  can  participate  in  this  creation 
of  endometrial  tissue,  and  explains  the  occur- 
rence of  endometriosis  in  the  uterine  wall,  not 
connected  with  the  endometrial  cavity,  and  even 
in  uterine  extremities  on  this  basis. 

We  believe  that  the  findings  in  our  case  tend  to 
support  the  coelomic  theory  of  endometriosis. 
By  far,  the  greatest  portion  of  the  right  ovarian 
cyst  presented  characteristic  features  of  a so- 
called  endometrial  cyst.  Carcinomatous  trans- 
formation of  such  cysts  has  previously  been  pos- 
tulated, and,  recently,  a case  was  described  by 
McCullough,  Froats,  and  Falk.21  In  addition, 
Kuzma  reported  two  cases  of  ovarian  adeno- 
acanthoma  associated  with  endometriosis  of  the 
ovary  and  suggested  the  possible  transformation 
of  the  latter  into  carcinoma.22 

In  our  case,  the  predominant  appearance  of  the 
malignant  portions  was  adenocarcinomatous, 
such  as  is  found  in  fundus  carcinomas  of  the 
uterus.  In  addition,  there  were  also  squamous 
cell  and  mucous  cell  carcinoma  elements,  thus 
repeating  the  potentialities  of  the  entire  Muel- 
lerian duct.  Surely,  the  presence  of  these  three 
cellular  elements  points  rather  toward  origin  in 
the  germinal  epithelial  cells  lining  the  ovarian 
surface  than  toward  origin  in  the  fully  differen- 
tiated uterine  endometrial  cells.  It  is  a well- 
known  fact  that  surface  epithelium  of  the  ovary 
may  dip  into  the  parenchyma,  thereby  producing 
tubular  and  gland-like  structures.  While  the 
surface  epithelium  itself  is  flat  or  low  cuboidal,  its 
deeper,  invaginated  portions  display  a tendency 
toward  columnar  cell  formation,  frequently  as- 
sociated with  a condensation  and  special  arrange- 
ment of  the  underlying  stroma,  lending  an  ap- 
pearance very  similar  to  that  of  endometrium. 
We  are  inclined  to  believe  that  this  is  the  mech- 
anism for  the  development  of  most  “endometrial” 
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cysts.  In  our  case  the  endometrial  cyst  de- 
veloped further  to  the  ultimate  extreme,  namely, 
carcinoma,  embodying  several  cellular  elements 
which  the  multipotential  coelomic  epithelium  is 
capable  of  producing.  We  also  suspect  that  the 
presence  of  endometriosis  in  the  wall  of  the  right 
tube,  and,  in  addition,  the  presence  of  adeno- 
myoma  in  the  myometrium,  are  perhaps  the 
expressions  of  an  increased  endocrine  stimulation, 
responsible  for  the  initiation  and  further  develop- 
ment of  all  the  changes  described  in  our  case. 

Summary 

1.  A case  of  endometrial  cyst  with  areas  of 
carcinomatous  transformation  is  presented. 

2.  Representative  portions  of  the  literature 
were  discussed  in  regard  to  the  different  views  on 
the  subject  of  endometriosis. 

3.  The  case  presented  in  this  paper  appears  to 
support  the  coelomic  theory  of  endometriosis. 

134 1/2  North  Tenth  Street 
511  Exchange  National  Bank  Building 
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ESTROGEN  AND  UTERINE  CANCER 

To  the  Editor: — There  is  admittedly  difference  of 
opinion  and  conflicting  clinical  and  experimental 
evidence  as  to  the  possible  role  of  estrogenic  hor- 
mones in  the  production  of  uterine  cancer.  There 
can  be  no  difference  of  opinion,  however,  as  to  the 
harmful  effects  of  estrogens  when  their  ill-advised 
use  delays  the  diagnosis  of  uterine  cancer  and  per- 
mits an  early  curable  lesion  to  advance  to  a stage  at 
which  cure  is  no  longer  possible. 

. Bleeding  is  usually  the  first  sign  of  uterine  cancer, 
and  it  is  perhaps  not  surprising  that  the  patient, 
particularly  at  the  time  of  her  menopause,  often  con- 
fuses pathologic  bleeding  with  functional  disturb- 
ances of  menstruation.  It  is  indeed  a tragedy  when 
her  physician  also  confuses  bleeding  with  abnormal 
menstruation  and  embarks  on  a program  of  estrogen 
therapy  without  first  making  certain  that  he  is  not 


ft! 


dealing  with  uterine  cancer.  To  realize  that  such  a 
diagnostic  error  is  by  no  means  a rarity,  one  has  only 
to  review  the  histories  of  even  a moderate  number  of 
patients  suffering  from  an  advanced  stage  of  uterine 
cancer. 

A constant  stream  of  colorful  pamphlets  advertis- 
ing estrogens  pours  from  the  mail  onto  the  desk  of 
every  physician.  IIow  seldom  they  contain  a word 
of  caution  that  the  patient’s  symptoms  may  be  due 
to  cancer. 

One  might  wish  that  on  every  ampule  and  on 
every  package  of  tablets  containing  estrogens  there 
could  be  printed  in  red  letters: 

“DOCTOR,  ARE  YOU  SURE  YOUR  PATIENT 
DOES  NOT  HAVE  CANCER?” 

C.  J.  Attwood,  M.D.,  Samuel  Merritt  Hospital, 
Oakland,  California — J.A.M.A.,  January  10,  1948 
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DIFFERENTIAL  DIAGNOSIS  OF  CONGENITAL  HEART  DISEASE 

Martin  M.  Maliner,  M.D.,  Brooklyn,  New  York 

(From  the  Pediatric  Cardiac  Department  of  the  Post-Graduate  Hospital  and  Medical  School,  New  York  City) 


CONGENITAL  heart  disease  can  be  cured  by 
surgery.  With  this  announcement  in 
various  lay  newspapers  and  magazines,  mothers 
with  children,  diagnosed  as  congenital  cardiacs, 
are  rushing  to  physicians  for  the  cure.  For 
many  years,  the  child  born  with  a defective  heart 
was  considered  a medical  curiosity  and  rarely 
was  a differential  diagnosis  attempted.  With 
recent  advances  in  surgery  of  the  chest  and  fol- 
lowing the  pioneer  work  by  Gross  and  Blalock  on 
congenital  defects  of  the  circulatory  system,  it  has 
not  only  become  important,  but  even  imperative 
for  the  clinician  and  especially  the  pediatrician  to 
make  a definite  diagnosis  of  the  underlying  car- 
diac defect.1'2  Unfortunately,  of  the  ninety-odd 
types  of  congenital  heart  defects  only  three  or 
four  are  amenable  to  surgery  at  present. 

However,  of  these  many  varieties,  85  per  cent 
can  be  divided,  for  the  purpose  of  simplification, 
into  8 important  entities.  Eliminating  the  rare 
and  complicated  conditions  and  concentrating 
upon  the  more  common  8 syndromes,  makes  it 
possible  for  the  clinician  to  venture  a correct 
opinion.  It  is  interesting  to  note  that  approxi- 
mately 15  per  cent  of  children,  ill  with  heart  dis- 
ease, suffer  from  a congenital  heart  defect. 

The  purpose  of  this  paper  is  to  present  a simpli- 
fied plan  for  diagnosing  the  more  common  types 
of  congenital  cardiac  defects.  During  the  period 
of  early  infancy,  the  various  congenital  lesions 
have  indefinite  manifestations  and  very  often 
present  no  signs  at  all.  This  makes  a diagnosis 
at  this  age  period  not  only  uncertain  but  often 
impossible.  Frequently  in  early  infancy,  cyano- 
sis may  be  delayed  for  some  months  and  even 
years  in  the  presence  of  quite  a high  degree  of 
raised  oxygen  unsaturation  produced  by  direct 
admixture  of  venous  blood  with  the  arterial 
stream  so  that  its  absence  in  infants,  with  physi- 
cal signs  indicating  the  presence  of  a defect,  does 
not  necessarily  exclude  a lesion  of  the  cyanotic 
group.  This  means  that  all  blue  babies  need  not 
be  blue  at  birth  or  during  the  early  months  of 
life. 

Cyanosis  in  congenital  cardiac  defects  is  due 
to  two  factors:  (1)  The  admixture  of  venous 
blood  in  the  arterial  blood  stream,  and  (2)  de- 
ficient circulation  in  the  pulmonary  system. 
Figure  1 presents  a logical  explanation  for  the 
delayed  cyanosis  in  those  infants  who  actually 
belong  to  the  cyanotic  group.  Striped  portions 
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signify  venous  blood,  white  portions  (in  this  case 
only  the  umbilical  veins)  represent  fully  oxygen- 
ated blood,  and  the  dotted  portions,  the  admix- 
ture of  venous  and  arterial  blood.  One  can 
readily  see  that  except  for  the  head  no  oxygen 
reaches  the  infant,  and  so  it  is  quite  likely  the 
fetus,  which  has  adjusted  itself  to  exist  with  very 
little  oxygen  during  the  nine  months  of  prenatal 
life,  may  continue  to  do  so  during  the  neonatal 
period. 


Fig.  I.  Fetal  circulation. 


For  the  differential  diagnosis  of  congenital 
heart  lesions  it  is  of  first  importance  to  place  the 
case  into  one  of  two  categories:  those  without 
cyanosis  (acyanotic),  and  those  with  cyanosis 
(cyanotic).  Having  properly  grouped  the  pa- 
tient, the  next  important  consideration  is  the  heart 
murmur,  with  its  point  of  maximum  intensity, 
time  of  cardiac  cycle,  area  of  transmission,  and 
quality. 

The  most  frequent  defects,  causing  heart  mur- 
murs in  the  acyanotic  group,  are  as  follows: 
a.  Patent  interventricular  septum  (small) 
h.  Patent  ductus  arteriosus 

c.  Aortic  coarctation 

d.  Subaortic  stenosis 

Patent  foramen  ovale  should  be  included  in  this 
group,  but  because  it  rarely,  if  ever,  presents  any 
signs  or  symptoms,  it  may  be  ignored. 
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The  most  common  defects,  causing  heart  mur- 
murs in  the  cyanotic  group,  are  as  follows: 

a.  Pulmonary  stenosis  (usually  tetralogy  of 
Fallot) 

b.  Large  septal  lesion  (ventricular  or  auric- 
ular) 

c.  Eisenmenger  complex 

d.  Transposition  of  the  great  vessels 

In  order  to  identify  properly  the  members  of 
these  two  groups,  a r6sum6  of  the  important 
characteristics  of  each  will  be  presented,  begin- 
ning with  the  acyanotic  types. 

Acyanotic  Types  of  Defects 

Patent  Interventricular  Septum. — This  defect  is 
the  most  common  congenital  lesion  to  be  recog- 
nized clinically.  It  consists  of  an  opening  in  the 
septum  just  below  the  aortic  valve.  Because  of 
a normally  stronger  left  ventricle  during  systole, 
some  of  the  oxygenated  arterial  blood  in  the  left 
chamber  is  shunted  through  the  opening  to  the 
right  ventricle,  this  blood  becoming  reoxygenated 
in  the  pulmonary  circuit.  Because  there  is  no 
venous  blood  in  the  systemic  circulation,  there  is 
no  cyanosis. 

The  characteristic  clinical  signs  of  this  lesion 
are  a loud  rough  systolic  murmur  with  maximum 
intensity  at  the  third  or  fourth  interspaces  to  the 
left  of  the  sternum  (Fig.  2),  transmitted  all  over 
the  precordium  and  heard  even  in  the  back  be- 
tween the  scapulae.  A thrill  frequently  accom- 
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panies  the  murmur.  The  intensity  of  the  mur- 
mur is  in  inverse  proportion  to  the  size  of  the 
septal  opening;  the  larger  the  defect,  the  softer 
the  murmur.  The  pulmonic  second  sound,  P2, 
is  accentuated. 

X-ray  examination  reveals  nothing  pathogno- 
monic. Usually,  the  heart  is  normal  in  size  and 
shape,  although  occasionally  it  appears  slightly 
enlarged.  The  electrocardiogram  and  blood  pic- 
ture are  normal. 

This  condition  cannot  be  corrected  by  surgery. 
The  general  prognosis,  however,  is  good. 

Patent  Ductus  Arteriosus  (Fig.  3). — This  defect 
is  due  to  the  failure  of  closure  of  the  fetal  vessel 
connecting  the  pulmonary  artery  and  the  aorta. 
Here  again  because  of  the  stronger  left  ventricle, 
blood  is  shunted  across  from  the  aorta  to  the 
pulmonary  circulation,  and,  thus,  no  cyanosis  is 
present. 

The  most  characteristic  diagnostic  sign  is  the 
murmur,  which  is  so  typical  of  this  condition 
that,  once  heard,  it  is  never  forgotten.  It  con- 
sists of  a loud,  continuous  systolic  murmur, 
crescendo  and  decrescendo  in  type  with  its  peak 
at  the  second  heart  sound.  The  point  of  maxi- 
mum intensity  is  at  the  second  left  interspace 
(Fig.  2)  and  is  transmitted  to  the  neck  and  back. 
It  is  described  frequently  as  being  machinery, 
humming  top,  or  whirlpool  sounding  in  character 
and  is  often,  but  not  always,  associated  with  a 
thrill. 

The  x-ray  is  usually  characteristic  in  that  the 
heart  is  either  normal  in  size  or  slightly  enlarged 
with  a distinct  prominence  of  the  pulmonary 
aorta.  This  feature,  however,  is  frequently 
absent. 

Because  of  the  increased  amount  of  blood  in 
the  pulmonary  arteries,  the  fluoroscope  may 
show  a so-called  hilar  dance,  due  to  pulsating 
vessels  in  the  hilus  of  the  lung. 

The  electrocardiogram  and  blood  picture  are 
normal.  The  prognosis  is  good.  This  is  one 
type  of  defect  which  is  amenable  to  surgery 

Aortic  Coarctation  (Fig.  4). — An  abrupt  narrow- 
ing of  the  aorta  usually  just  distal  to  the  insertion 
of  the  ligament  of  the  ductus  arteriosus  comprises 
aortic  coarctation.  It  is  not  rare  but  is  infre- 
quently diagnosed,  because  signs  and  symptoms 
do  not,  as  a rule,  appear  until  adolescent  or  adult 
life.  These  signs,  in  turn,  are  due  to  an  extensive 
collateral  circulation  from  the  internal  mammary 
and  intercostal  arteries  to  the  lower  extremities. 

Diagnosis  depends  upon  discovering  the  follow- 
ing characteristics: 

1.  Hypertension  occurring  in  children  or 
young  adults  with  decreased  blood  pressure  in  the 
lower  extremities.  Normally,  the  pressure  is 
much  higher  in  the  legs  than  in  the  arms. 
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Prominent  pulmonic  aortic  bulge, 
slight  enlargement  of  heart 


STETHOGRAH 


ELECTROCARDIOGRAM 


Fig.  3. 


2.  The  iliac  and  femoral  pulse  are  weak  or 
absent. 

3.  Dilated  and  pulsating  collateral  vessels  of 
the  chest. 

4.  A harsh  systolic  murmur  at  the  base  of  the 
heart  and  over  the  back. 

5.  X-ray  reveals  a notching  of  the  ribs  with 
absence  of  the  aortic  knob.  The  former  is 
pathognomonic. 

The  general  prognosis  is  good.  This  condition 
can  be  corrected  by  surgery. 

Subaortic  Stenosis. — This  is  a very  uncommon 
condition  and  is  the  result  of  a developmental 
anomaly  which  produces  a narrowing  of  that  part 
of  the  left  ventricle  situated  immediately  below 
the  aortic  cusps.  The  valves  themselves  are  not 
involved,  and  the  stenosis  does  not,  as  a rule,  inter- 
fere with  the  normal  egress  of  blood  from  the  left 
ventricle.  Therefore,  except  for  the  murmur, 
none  of  the  peripheral  signs  or  symptoms  of  ac- 
quired aortic  stenosis  are  present.  The  systolic 
murmur  is  loud  and  rough,  associated  with  a 
thrill;  it  is  best  heard  over  the  second  right  inter- 
space (Fig.  1)  and  is  transmitted  to  the  neck. 

The  x-ray  and  electrocardiograph  are  normal. 
Prognosis  is  good. ' This  is  not  amenable  to  sur- 
gery. 

Cyanotic  Types  of  Defects 

Pulmonary  Stenosis  (Fig.  5). — This  defect  is 


most  often  part  of  that  well-defined  entity  known 
as  the  tetralogy  of  Fallot,  which  consists  of  four 
components:  stenosis  to  atresia  of  the  pulmo- 
nary artery,  a patent  interventricular  septum, 
dextroposition  of  the  aorta,  and  hypertrophy  of 
the  right  ventricle.  It  is  the  most  common  com- 
bination of  defects  to  be  found  in  the  so-called 
“blue  baby.” 


Fig.  4.  Aortic  coarctat  ion  in  a twelve-year-old  boy. 
Note  notching  of  ribs  on  right  side,  absent  aortic 
knob,  and  dilated  internal  carotid  artery  on  left 
side. 
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Fig.  5.  Normal-sized  heart  with  absent  pulmonary  bulge. 


In  this  syndrome  both  conditions  which  make  for 
cyanosis  aie  present.  The  stenosed  pulmonary 
artery  prevents  the  blood  of  the  right  ventricle 
from  going  to  the  lungs,  and  the  large  septal 
lesion  permits  a constant  admixture  of  venous 
blood  in  the  arterial  chamber.  During  systole, 
because  of  the  hypertrophied  right  ventricle  and 
the  aorta  over-riding  the  right  chamber,  the 
venous  blood  is  being  directed  into  the  arterial 
stream,  the  result  being  an  early,  and  usually 
intense,  cyanosis  with  clubbing  of  the  fingers  and 
toes. 

The  stenosis  produces  a loud  systolic  murmur 
over  the  second  left  interspace  (Fig.  2)  and  a 
softer,  more  blowing  murmur  along  the  border  of 
the  sternum  because  of  the  septal  defect.  The 
pulmonary  second  sound,  P2,  is  diminished  or 
absent. 

The  electrocardiogram  shows  a marked  right 
axis  deviation.  The  x-ray  reveals  the  coeur  en 
sabot  or  boot-shaped  heart  due  to  the  enlarged 
right  heart,  elevating  the  apex  of  the  left  ventricle 
producing  a double  apex.  The  heart  itself  is  nor- 
mal in  size  or  only  moderately  enlarged  with  a 
characteristic  absence  of  the  pulmonary  arch. 
Because  of  the  pulmonary  stenosis,  there  is  a 
deficient  circulation  in  the  lungs  and,  therefore,  an 
unusual  absence  of  pulsations  in  the  hilar  vessels. 
This  is  entirely  different  from  the  hilar  dance  of 
the  patent  ductus  arteriosus.  The  blood  picture 


shows  a marked  increase  in  the  number  of  red 
blood  cells  with  a very  high  hemoglobin  content. 

The  general  outlook  is  poor.  However,  sur- 
gery increases  the  pulmonary  circulation  and 
produces  a most  miraculous  relief  to  the  patient. 

Large  Patent  Interventricular  Septum. — In  this 
case  signs  and  symptoms  depend  upon  the  size  of  j 
the  defect.  The  larger  the  opening,  the  greater i 
the  tendency  to  admixture  of  venous  blood  in  the  I 
left  chamber  with  consequent  increased  cyanosis! 
and  clubbing.  The  systolic  murmur  also  varies! 
with  the  size  of  the  lesion.  The  smaller  the  open- 
ing, the  louder  the  murmur  and  vice  versa.  Ini 
the  larger  defects  there  is  a soft  systolic  murmui 
along  the  sternum  without  a thrill  being  present 
The  x-ray  reveals  a large  bottle-shaped  heart 
with  no  distinct  pulmonary  bulge.  The  electro- 
cardiograph shows  a right  axis  deviation.  The 
general  prognosis  is  fair. 

In  the  patent  interauricular  septum  defect 
there  is  a flow  of  blood  from  the  right  auricle  t< 
the  left  auricle,  producing  cyanosis  and  clubbing 
Because  of  poor  contractile  power  in  the  auricles 
only  a soft  murmur,  at  best,  may  be  heard  at  the 
base.  X-ray  of  the  heart  shows  a large  pulmo 
nary  artery,  probably  a larger  pulmonary  con 
vexity  than  in  any  other  of  the  congenital  lesions ' 
together  with  enlarged  lung  hilar  shadows.  Tin 
electrocardiograph  shows  a light  axis  deviation 
This  condition  frequently  is  associated  with  ; 
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paradoxic  embolus,  a situation  produced'  by  the 
passage  of  emboli  from  the  veins  or  right  auricle 
through  the  auricular  defect  into  the  arterial  cir- 
culation. The  prognosis  is  poor. 

Neither  the  patent  interventricular  nor  the 
interauricular  septal  defects  can  be  remedied  by 
surgery. 

The  Eisenmenger  Complex. — This  is  somewhat 
similar  to  the  tetralogy  of  Fallot  except  that  there 
is  no  stenosis  of  the  pulmonary  artery.  The  large 
patent  interventricular  septum,  over-riding  aorta, 
and  hypertrophied  right  ventricle  are  sufficient 
cause  for  a delayed  cyanosis  and  clubbing.  There 
is  a soft  systolic  murmur  over  the  sternum  with 
an  accentuated  pulmonic  second  sound.  On 
x-ray  one  sees  a heart  which  is  slightly  enlarged 
with  a greatly  enlarged  pulmonary  arch  due  to 
hypertrophy  of  the  conus  and  dilatation  of  the 
pulmonary  artery.  The  hilus  shadows  are  in- 
i creased  and  show  a hilar  dance.  Right  axis 
deviation  is  present. 

This  condition  is  not  common  and  the  progno- 
sis is  fair.  Surgery  is  of  no  avail. 

Transposition  of  the  Great  Vessels.- — This 
defect  is  probably  the  most  frequent  congenital 
cardiac  condition  causing  death  in  early  infancy. 
In  this  case  the  aorta  arises  from  the  right  ven- 
tricle and  the  pulmonary  artery  from  the  left. 

'When  associated  with  other  cardiac  defects,  life 

I 


may  be  prolonged  slightly.  In  the  pure  type  of 
disorder,  no  arterial  blood  reaches  the  systemic 
circulation,  and  the  infant  is  intensely  cyanotic 
from  birth.  Life  is  inevitably  brief.  A case  of 
this  type  may  be  suspected  when  the  infant  is 
markedly  cyanotic  from  birth  and  no  murmurs 
are  heard.  Clubbing  is  usually  absent.  The 
x-ray  reveals  nothing  unusual,  and  the  electro- 
cardiograph shows  a right  axis  deviation.  Sur- 
gery is  of  no  value. 

Summary 

Realizing  the  necessity  of  a better  recognition 
of  congenital  heart  defects,  I have  presented  a sim- 
plified plan  for  the  differential  diagnosis  of  the 
more  common  types  of  these  defects.  By  dividing 
the  conditions  into  two  groups,  those  without 
cyanosis  and  those  with  cyanosis,  the  various 
types  of  defects  can  be  arranged  systematically. 
Under  these  general  headings,  four  lesions  of  the 
acyanotic  arid  four  of  the  cyanotic  are  discussed 
briefly  with  important  points  of  differentiation 
presented.  Those  defects  which  may  be  relieved 
or  corrected  by  surgery  are  stressed. 

164  Arlington  Avenue 
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GLUTAMIC  ACID 

In  several  articles  recently  published  in  popular 
periodicals,  experimentation  with  glutamic  acid  has 
been  strongly  exploited,  emphasizing  its  effects  in 
raising  general  intelligence  levels  in  subnormal  pa- 
tients. The  general  public  is  being  well  informed  of 
advances  in  experimental  medicine,  but  some  of  the 
side  effects  concerning  which  the  Journal  of  the 
American  Medical  Association  has  warned  repeatedly 
are  less  desirable.  Even  vast  amounts  of  glutamic 
acid  will  not  enable  morons  to  approach  genius  over- 
night. 

Pressure  of  “patient  opinion”  may  force  physi- 
cians to  prescribe  products  still  in  an  early  experi- 
mental stage.  In  recent  years  latent  kidney  damage 
appeared'  from  the  use  of  sulfonamide  compounds, 
dermatitis  and  allergic  reaction  from  antibiotics,  un- 
favorable reactions  from  racemic  amphetamine  sul- 
fate (“benzedrine  sulfate”)  prescribed  too  frequently 
or  in  excessive  amounts  and  toxic  reactions  from  the 
antihistamine  drugs. 

In  human  subjects  the  administration  of  df-glu- 
tamic  acid  was  tried  in  conjunction  with  other  known 


anticonvulsant  therapy  with  groups  of  patients  hav- 
ing grand  mal,  petit  mal,  and  psychomotor  discharge 
types  of  attacks.  Psychomotor  and  petit  mal  at- 
tacks were  definitely  decreased  in  frequency,  and  in- 
creased mental  and  physical  alertness  of  patients  was 
observed.  Grand  mal  seizures  were  unaffected.  In 
all  cases  tolerance  to  dZ-glutamic  acid  hydrochloride 
was  high.  Gastrointestinal  reaction  was  minimal 
and  other  untoward  symptoms  absent. 

The  results  thus  far  reported  with  glutamic  acid  in 
the  types  of  cases  mentioned  arc  considered  excel- 
lent. However,  experiments  are  still  under  way. 

The  truly  miraculous  progress  of  medicine  in  recent 
years  has  stimulated  a public  attitude  of  expectancy 
that  many  medical  problems  now  unsolved  will  soon 
be  fathomed.  Inevitably  disappointment  will  result 
in  several  instances.  Most  advances  result  from  pro- 
gressive accretion  of  knowledge  over  a number  of 
years.  Occasionally  what  appears  to  be  definite 
progress  turns  out  to  be  merely  insufficient  and  un- 
controlled experimentation. — J.A.M.A.,  December 
27,  1947 


MICROBIOLOGIC  ASPECTS  OF  SALMONELLOSIS  IN  CHILDREN 
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IN  contrast  to  typhoid  fever,  which,  as  a result  of 
progress  made  in  modern  sanitation  and  the 
availability  of  an  effective  immunizing  agent,  has 
become  a relatively  rare  disease,  only  little  has 
been  accomplished  in  the  control  of  salmonellosis. 
Renewed  interest  in  the  clinical  aspects  of  para- 
typhoid infections  has  been  stimulated  by  the 
investigations  into  the  antigenic  structure  and 
ecology  of  Salmonella  organisms.1-4  It  is  now 
generally  agreed  that  salmonellosis  occurs  much 
more  frequently  both  here  and  abroad  than  was 
suspected  even  a decade  ago.  This  report  deals 
with  the  microbiologic  aspects  of  sporadic  salmo- 
nellosis in  children  and  is  based  on  data  obtained 
from  33  consecutive  cases. 

Bacteriologic  Diagnosis  of  Salmonellosis 

Since  the  clinical  syndromes  encountered  in 
Salmonella  infections  are  not  characteristic 
enough  for  diagnosis  on  clinical  grounds  only,  it 
becomes  imperative  to  establish  the  cause  of  the 
disease  by  means  of  microbiologic  studies.  The 
most  reliable  method  available  is  the  isolation  and 
identification  of  Salmonella  organisms  from  the 
patient.  The  recovery  of  paratyphoid  bacilli 
from  blood,  pus,  and  urine  does  not  present  seri- 
ous difficulty. 

The  isolation  of  Salmonellae  from  feces,  how- 
ever, is  somewhat  more  complicated.  The  diffi- 
culties encountered  in  bacteriologic  examination 
of  fecal  specimens  have  been  largely  overcome  by 
the  use  of  the  rectal  swab  technic  and  the  intro- 
duction of  selective  culture  media,  which  sup- 
press the  growth  of  the  saprophytic  bacilli  and 
support  the  growth  of  the  pathogens.  Salmo- 
nella-Shigella (SS)  agar  (Dico  Laboratories), 
desoxycholate-citrate  agar  (Baltimore  Biological 
Laboratories),  Kauffmann’s  brilliant  green  agar, 
and,  for  certain  strains  at  least,  bismuth-sulfite 
agar  yield  a substantially  higher  percentage  of 
positive  isolations  than  the  old-fashioned  differen- 
tial culture  media,  such  as  Endo  agar.  In  addi- 
tion, the  fecal  specimen  should  be  placed  in  an 
enriching  fluid.  It  is  essential  that  the  specimen 
be  seeded  on  the  culture  media  immediately  after 
it  has  been  procured.  Otherwise,  it  should  be 
placed  in  a preserving  fluid. 

In  order  to  be  able  to  furnish  the  clinician  as 
soon  as  possible  with  a preliminary  diagnosis, 
nonlactose-fermenting  colonies  may  be  seeded 
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into  triple  sugar  iron  agar,  Neter’s  1 per  cent 
lactose-5  per  cent  sucrose-1  per  cent  salicin- 
phenol  red  broth,  tryptophane,  and  urea  media 
and  used  for  serologic  identification  with  a multi- 
valent Salmonella  serum.  Alternatively,  the 
serologic  identification  may  be  accomplished  on 
the  following  day  by  using  the  organisms  grown 
on  the  triple  sugar  iron  agar  slant.  A reliable 
diagnostic  Salmonella  serum  is  being  supplied  by 
the  Division  of  Laboratories  and  Research,  New 
York  State  Department  of  Health.  In  our 
experience,  this  serum  causes  rapid  agglutination 
of  the  vast  majority  of  Salmonella  strains.  It 
must  be  emphasized  that  for  the  final  identifica- 
tion of  any  isolated  strain,  the  cultural  and  bio- 
chemical characteristics  must  be  established  and 
a detailed  antigenic  analysis  must  be  carried  out. 
Since  the  determination  of  the  precise  type  of  a 
strain  requires  the  use  of  a number  of  typing  sera 
and  can  be  carried  out  only  in  specially  equipped 
laboratories,  all  strains  isolated  in  this  laboratory 
are  being  forwarded  to  Dr.  Erich  Seligmann,  New 
York  Salmonella  Center,  as  well  as  to  the  Divi- 
sion of  Laboratories  and  Research,  New  York 
State  Department  of  Health. 

Incidence  of  Salmonella  Types 

Table  1 summarizes  the  data  on  the  distribu- 
tion of  the  various  Salmonella  types,  encountered 
in  33  consecutive  cases  of  salmonellosis  in  chil- 
dren between  March,  1943,  and  March,  1947.  For 
the  sake  of  comparison,  the  respective  figures 
compiled  from  Seligmann’s  series  are  included.2 

It  is  worthy  of  note  that  in  the  present  series 
not  a single  case  of  S.  paratyphi  A infection  was 
encountered.  S.  typhimurium  was  responsible 
for  disease  in  more  than  half  of  all  cases.  Group 
B,  represented  by  4 different  types,  accounted  for 
approximately  two  thirds  of  all  infections.  It  is 
also  of  interest  to  point  out  that  members  of 
group  D were  isolated  less  frequently  than  those 
of  either  groups  C or  E. 

Included  in  the  series  are  2 instances  of  sal- 
monellosis due  to  rather  unusual  types,  namely, 
a case  of  enterocolitis  in  a sixteen-day  old  infant, 
due  to  the  London  type,  and  a case  of  enterocolitis 
in  a four-month  old  baby,  caused  by  the  St.  Paul 
type.  During  April,  1947,  S.  newington  was 
isolated  from  a seven-day  old  infant  suffering 
from  colitis. 

In  order  to  establish  the  incidence  of  the  vari- 
ous Salmonella  types  presently  encountered  in 
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TABLE  1. — Type  Distribution  op  Salmonella  Strains  in  33  Cases  of  Salmonellosis  in  Children 


Group  Type 

A 

B S.  schottmuelleri 

S.  typhimurium 
S.  sp.  (Derby  type) 

S.  sp.  (St.  Paul  type) 

C S.  choleraesuis 

S.  sp.  (Montevideo  type) 
S.  sp.  (Bareilly  type) 

D S.  sp.  (Panama  type) 

E S.  sp.  (London  type) 

S.  anatis 


Number  of  Cases 

0 

1?  (ca‘  57  per  cent)|  23  (ca.  69  per  cent) 
3) 

1)5  (ca.  15  per  cent) 

. 1 \ 

1 1 (ca.  4 per  cent) 

g | 4 (ca.  12  per  cent) 


Series  of  Seligmann, 
et.  of. 

Ca.  0.7  per  cent 
Ca.  5 per  cent 
Ca.  27  per  cent 
Ca.  3 per  cent 
Ca.  0.2  per  cent 
Ca.  5 per  cent 
Ca.  5 per  cent 
Ca.  2 per  cent 
Ca.  3 per  cent 
Ca.  0.25  per  cent 
Ca.  6 per  cent 


TABLE  2. — Pertinent  Findings  in  6 Cases  op  Salmonella  Bacteremia 


Age  of 
Patient 

Clinical  Findings 

Type  of 
Salmonella 

Outcome 

2'/i  years 

Sepsis  and  osteomyelitis 

S.  typhimurium 

Recovered 

7 years 

Bacteremia  complicating 

S.  choleraesuis 

Recovered 

10  years 

meningococcic  meningitis 
Bacteremia  complicating 

S.  choleraesuis 

Recovered 

4 months 

streptococcic  sore  throat 
Enterocolitis 

S.  typhimurium 

Died 

5 months 

Enterocolitis 

S.  typhimurium 

Died 

4 years 

Sepsis  and  meningitis 

S.  choleraesuis 

Died 

western  New  York,  this  study  should  be  extended 
to  ambulatory  patients,  food  handlers,  contacts 
of  patients,  and  to  healthy  individuals,  and  it 
should  be  supplemented  by  reports  from  other 
laboratories. 

Blood  Cultures. — Blood  for  cultural  examina- 
tion was  obtained  from  12  patients.  Six  of  these 
blood  cultures  were  positive  for  Salmonellae  and 
6 were  sterile.  Table  2 summarizes  the  pertinent 
findings  in  the  6 cases  of  Salmonella  bacteremia. 

Mention  may  be  made  of  the  fact  that  in  2 of 
these  cases  the  Salmonella  infection  occurred 
concurrently  with,  or  as  a sequela  to,  another 
malady,  namely,  meningococcic  meningitis  and 
streptococcic  sore  throat.  The  relationship  be- 
tween simultaneously  existing  salmonellosis  and 
other  maladies  has  been  discussed  recently.6’6 

Widal  Test. — For  obvious  reasons,  the  Widal 
test  is  of  limited  value  in  the  diagnosis  of  acute 
salmonellosis.  Antibodies  usually  do  not  appear 
before  the  fifth  to  eighth  day  of  the  malady. 
Negative  results  may  be  obtained  even  in  the 
presence  of  specific  agglutinins,  if  suitable  Sal- 
monella suspensions  are  not  employed. 

In  the  present  series,  Widal  tests  were  carried 
out  on  serum  specimens  from  16  patients.  Signifi- 
cant agglutinin  titers  were  obtained  in  7 instances. 
Indubitably,  a higher  percentage  of  positive  re- 
sults would  have  been  obtained,  had  serologic 
examinations  been  made  repeatedly  over  a period 
of  one  to  three  weeks. 

In  order  to  render  the  Widal  test  of  greater 
value,  diagnostic  laboratories  should  have  avail- 
able, as  antigens,  those  types  or  representatives  of 
groups  of  Salmonellae  encountered  in  a particular 
area  at  a particular  time,  Obviously,  such  anti- 
gens must  be  tested  with  respect  to  their  agglu- 


tinability  by  sera  of  healthy  individuals  as  well 
as  of  patients  suffering  from  salmonellosis  and 
other  maladies.  Several  such  antigens  have  been 
prepared  in  this  laboratory  and  are  now  included 
in  the  Widal  test. 

Seasonal  Distribution. — The  data  on  the  sea- 
sonal distribution  of  the  present  cases  has  been 
summarized  in  Table  3.  It  is  evident  that  there 
is  no  seasonal  peak  during  the  summer  months; 
in  fact,  16  cases  were  observed  during  the  warmer 
season  between  May  and  September,  while  17 
cases  were  observed  between  October  and  April. 


TABLE  3. — Seasonal  Distribution  of  33  Salmonellosis 
Cases 


Month 

Number 
of  Cases 

January 

5 

February 

2 

March 

1 

April 

3 

May 

4 

June 

4 

.1  uly 

5 

August 

0 

September 

3 

October 

2 

November 

2 

December 

2 

Age  Distribution. — The  age  distribution  of  the 
patients  is  recorded  in  Table  4.  It  is  worthy  of 
note  that  of  the  33  cases,  23,  or  approximately  70 
per  cent,  were  one  year  old  or  less,  including  9 
under  the  age  of  three  months.  The  youngest 
patients  were,  respectively,  twelve  and  sixteen 
days  of  age  at  the  time  of  the  onset  of  the  illness. 
During  April,  1947,  salmonellosis  in  a seven-day- 
old  infant  was  encountered. 

The  fact  that  Salmonella  infection  was  seen 
predominantly  in  infants  need  not  necessarily  be 
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TABLE  4. — Age  Distribution  of  33  Salmonellosis 
Patients 


Number 

Age  of  Cases 

' Up  to  three  months 9 

Three  to  six  months 5 

Six  to  twelve  months 9 

One  to  two  years 2 

Over  two  years 8 


interpreted  as  indicating  that  salmonellosis  is 
more  prevalent  in  infants  than  in  older  children. 
This  particular  distribution  may  be  due  to  the 
fact  that  infants  suffering  from  salmonellosis  are 
more  often  hospitalized  than  are  older  children. 

Clinical  Syndromes. — The  clinical  aspects  of 
salmonellosis  will  not  be  discussed  here.  It  may 
be  pointed  out,  however,  that  the  majority  of  the 
patients,  referred  to  in  this  report,  presented  the 
picture  of  diarrheal  disease,  namely,  gastro- 
enteritis, enteritis,  enterocolitis,  or  colitis.  Intes- 
tinal infection  was  present  in  27  out  of  33  cases. 
The  remaining  6 cases  were  distributed  as  follows : 
(a)  1 case  of  Salmonella  fever,  ( b ) 1 case  of  bac- 
teremia without  manifest  metastatic  lesions,  (c)  1 
case  of  Salmonella  bacteremia  complicating  or 
concurrent  with  epidemic  meningitis,5  ( d ) 1 case 
of  Salmonella  bacteremia  and  Salmonella  menin- 
gitis,7 (e)  1 case  of  Salmonella  bacteremia  and 
multiple  osteomyelitic  lesions,8  and  (/)  1 case  of  a 
carrier. 

It  is  now  generally  agreed  that  any  Salmonella 
type  may  be  responsible  for  any  of  the  clinical 
pictures  of  Salmonella  infection,  namely,  Salmo- 
nella fever,  Salmonella  gastroenterocolitis,  and 
Salmonella  septicemia  with  and  without  metasta- 
tic lesions.  In  the  series  presented  here,  one  case 
of  Salmonella  fever  was  due  to  an  infection  with 

S.  schottmuelleri.  Salmonella  infection  of  the 
intestinal  tract  was  caused  by  S.  typhimurium  and 
S.  anatis,  and  by  the  Bareilly,  Montevideo, 
Panama,  St.  Paul,  Derby,  and  London  types. 
The  causative  agents  in  the  Salmonella  septice- 
mia group  were  S.  typhimurium  and  S.  choler- 
aesuis. 

Fatalities. — Of  the  33  patients  reported  in  this 
series,  30  recovered  and  3 died.  Two  of  these 
patients  succumbed  to  Salmonella  enterocolitis 
associated  with  Salmonella  bacteremia.  The 
third  case  died  from  S.  choleraesuis  bacteremia 
associated  with  purulent  meningitis. 

With  respect  to  the  treatment  of  these  severe 
cases  of  salmonellosis,  both  sulfonamides  and 
streptomycin  may  be  used.  The  value  of  this 
combined  therapy  remains  to  be  determined  in  the 
future.  Studies  by  Seligmann  and  associates 
have  shown  that  streptomycin  is  effective  in 
controlling,  temporarily,  the  excretion  of  Sal- 
monellae  with  the  feces  in  both  experimental 
animals  and  human  beings,  although  in  Salmo- 


nella enteritis  definite  beneficial  effects  were  not 
noted  clinically.9 

Convalescent  Carriers. — Obviously,  convales- 
cent carriers  may  serve  as  sources  of  infection  of 
other  individuals.  It  seemed  of  interest  to  de- 
termine, therefore,  how  many  of  the  present  cases 
excreted  Salmonella  organisms  with  the  feces  at 
the  time  of  discharge  from  the  hospital.  Based 
on  the  final  cultural  examination,  20  out  of  30 
patients  were  convalescent  carriers. 

Salmonellosis  Versus  Typhoid  Fever. — Rather 
interesting  data  are  obtained  by  comparing  the 
incidence  of  salmonellosis  with  that  of  typhoid 
fever.  Between  March,  1943,  and  March,  1947, 
5 cases  of  typhoid  fever  and  33  cases  of  salmonel- 
losis were  seen  at  this  hospital  (Table  5).  The 
control  of  salmonellosis  presents  a challenge  to 
public  health  officials  and  physicians  alike.  The 
question  arises  as  to  whether  or  not  salmonello- 
sis, like  typhoid  fever,  should  be  declared  a 
reportable  disease. 


TABLE  5. — Incidence  of  Typhoid  Fever  and  Salmo- 
nellosis at  Children’s  Hospital  from  March,  1943,  to 
March,  1947 


Typhoid  Fever 

Salmonellosis 

Number  of  cases 

5 

33 

Fatalities 

0 

3 

Age  distribution: 
Up  to  1 year 

1 

23 

1 to  14  years 

4 

10 

Summary 

Analysis  of  33  cases  of  sporadic  salmonellosis  in 
children  revealed  the  following  data: 

1.  Ten  different  types  of  Salmonellae  were 
encountered,  namely,  S.  schottmuelleri,  S.  typhi- 
murium, S.  choleraesuis,  S.  anatis,  and  the  Derby, 
St.  Paul,  Montevideo,  Bareilly,  Panama,  and 
London  types. 

2.  Of  the  33  children,  23  were  twelve  months 
old  or  less. 

3.  Invasion  of  the  blood  stream  was  present 
in  6 instances. 

4.  The  Widal  test  was  found  to  be  positive  in 
7 out  of  16  cases. 

5.  The  clinical  syndromes  were  as  follows: 
27  cases  of  diarrheal  disease,  1 case  of  Salmonella 
carrier  state,  1 case  of  Salmonella  fever,  1 case  of 
Salmonella  bacteremia  following  streptococcic 
sore  throat,  1 case  of  Salmonella  bacteremia 
complicating  meningococcic  meningitis,  1 case  of 
Salmonella  septicemia  and  osteomyelitis,  and  1 
case  of  Salmonella  septicemia  and  Salmonella 
meningitis. 

6.  Of  the  33  patients,  30  recovered  and  3 suc- 
cumbed. The  fatal  cases  were  associated  with 
Salmonella  bacteremia. 

7.  Of  30  patients  20  had  positive  fecal  cul- 
tures at  the  last  examination. 
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8.  Between  March,  1943,  and  March,  1947,  5 
cases  of  typhoid  fever  without  a fatality  and  33 
cases  of  salmonellosis  with  3 deaths  were  seen  at 
the  Buffalo  Children’s  Hospital. 

Discussion 

Albert  H.  Harris,  M.D.,  Albany. — Dr.  Neter,  as 
bacteriologist  of  a children’s  hospital,  is  in  a position 
to  study  salmonellosis  in  an  age  range  in  which  this 
group  of  diseases  is  of  major  importance.  His  con- 
tributions in  this  field  have  been  outstanding.  In 
the  introduction  to  his  presentation  he  posed  three 
questions  that  he  left  unanswered,  no  doubt  because 
they  are  not  altogether  answerable  at  this  time. 
They  are  important,  however,  and  merit  some  dis- 
cussion. In  New  York  State  the  Sanitary  Code  re- 
quires the  reporting  of  typhoid  fever  and  paraty- 
phoid fever  and  also  requires  the  isolation  of  persons 
suffering  from  these  diseases.  Following  an  acute 
illness,  food  handlers  must  not  return  to  their  occupa- 
. tion  until  a series  of  bacteriologic  examinations  fail  to 
reveal  the  inciting  micro-organisms  in  the  stools. 
For  administrative  purposes,  paratyphoid  fever 
refers  to  infection  with  S.  paratyphi  A and  B.  As 
has  been  pointed  out,  these  two  species  are  by  no 
means  the  only  important  members  of  the  genus 
Salmonella;  in  fact,  S.  paratyphi  A is  rarely  en- 
countered. Present  regulations  do  not,  however, 
pertain  to  salmonellosis  as  a whole.  The  policy  in 
Massachusetts  is  to  keep  all  reported  salmonellosis 
cases  under  observation  as  long  as  they  remain 
demonstrably  infective. 

Whether  or  not  the  Widal  test  can  be  modified  so 
as  to  be  of  practical  value  in  the  diagnosis  of  sal- 
monellosis is  problematic.  New  York  State  np 
longer  requires  approved  diagnostic  laboratories  to 
undertake  agglutination  tests  with  antigens  of  S. 
paratyphi  A and  B,  because  cross  reactions  make  it 
impossible  in  most  instances  to  ascribe  any  species 
specificity  to  the  serologic  reactions  obtained.  To 
be  sure,  a rise  in  titer  during  the  course  of  fche  acute 
illness  may  be  indicative  of  Salmonella  infection, 
although  the  possibility  of  an  amnestic  reaction 
must  be  considered.  The  average  laboratory  which 
must  provide  the  wide  field  of  diagnostic  service  re- 
quired by  a general  hospital  cannot  be  expected  to 
employ  the  group  of  7 antigens  used  in  the  Sal- 
monella Center  at  the  Beth  Israel  Hospital  in  New 
York,  for  example,  or  the  similar  group  that  Dr. 
Neter  employs,  for  the  purpose  of  demonstrating 
antigenic  patterns  in  the  Widal  test. 


The  practicality  of  immunizing  against  the  im- 
portant species  of  Salmonella  on  a large  scale  is 
highly  questionable.  Personal  and  environmental 
sanitation  certainly  must  remain  the  principal  bul- 
wark against  Salmonella  infections.  Naturally,  the 
problem  is  greater  than  that  of  typhoid  and  paraty- 
phoid fevers  alone,  since  domestic  animals  and 
rodents  constitute  a large  reservoir  for  the  other 
members  of  this  genus  Salmonella.  Should  not  mass 
immunizations  of  a community  be  restricted  to  the 
prevention  of  diseases  such  as  smallpox  and  diph- 
theria, where  sanitary  measures  are  of  very  limited 
value  and  where  immunization,  on  the  other  hand,  is 
highly  effective? 

Dr.  Neter  noted  that  our  polyvalent  Salmonella 
antiserum,  distributed  from  the  State  Laboratory 
to  the  approved  local  laboratories,  agglutinates 
most  of  the  species  of  Salmonella  encountered  in  his 
laboratory.  I had  hoped  that  he  would  say  that  it 
agglutinates  all  of  them.  We  are  always  anxious  to 
hear  if  our  polyvalent  sera  are  found  lacking  in 
breadth  of  valency.  The  serum  is  prepared  by  pool- 
ing separate  sera  against  S.  paratyphi  A,  S.  para- 
typhi B,  S.  Choleraesuis,  S.  enteritidis,  S.  london, 
and  S.  senftenberg. 

There  can  be  no  denying  that  the  problem  of 
salmonellosis  is  important  and  more  so  in  the  age 
group  with  which  Dr.  Neter  deals  than  in  any  other. 
In  the  last  five  years  articles  such  as  those  by 
Seligmann,  Saphra,  and  Wassermann,  Angrist  and 
Mollov,  and  Rubenstein,  Feemster,  and  Smith,  all 
emphasize  the  high  morbidity  and  mortality  rate  in 
the  early  years  of  life.  The  magnitude  of  the  prob- 
lem in  New  York  State  is  difficult  to  evaluate,  how- 
ever, since  the  Department  of  Health  has  no  statis- 
tics relative  to  the  death  rate.  It  would  seem  to  me 
that,  at  the  present  time,  sanitation  offers  the  great- 
est hope  of  control. 
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VITAMIN  RETENTION  IN  DRIED  MEATS 
Commercial  samples  of  dehydrated  pork  and 
corned  beef  hash  were  analyzed  to  determine  the  ex- 
tent of  vitamin  retention  following  processing  and 
storage.  No  significant  loss  of  riboflavin  or  of  niacin 
was  found  in  either  product  at  temperatures  between 
0 and  120  F.  after  storage  periods  up  to  forty-two 
weeks.  Thiamine  was  stable  at  40  F.,  but  with  an 
increase  in  temperature  to  70  F.  there  was  a notice- 


able loss  after  thirty  days  and  a large  loss  after  forty- 
two  weeks.  At  100  and  120  F.  the  loss  was  apparent 
after  one  week  and  almost  complete  after  ten 
weeks’  storage. 

The  stability  of  biotin  was  similar  to  t hat  of  ribo- 
flavin and  niacin,  whereas  folic  acid  resembled  the 
pattern  of  thiamine. — Borden’s  Review  of  Nutrition 
Research,  January,  191)8 


NEUROLOGIC  PROCEDURES  IN  PEDIATRIC  PRACTICE 

Bronson  Crothers,  M.D.,  Boston,  Massachusetts 
{From  the  Children’s  Hospital,  Boston,  Massachusetts ) 


THE  pediatrician  is  committed  to  an  ambitious 
program  which  cannot  easily  be  realized.  In 
effect,  he  claims  that  he  is  a general  practitioner 
for  an  age  group.  He  can  readily  subtract  a few 
of  the  responsibilities  of  the  practitioner  among 
adults.  No  one  expects  him  to  conduct  obstetric 
procedures  or  to  supervise  the  degenerative  dis- 
eases of  elderly  people.  On  the  whole  he  does 
not  need  to  concern  himself  with  the  hazards 
involved  in  industrial  occupations.  To  compen- 
sate for  these  considerable  concessions  he  needs 
to  acquire  special  skills  in  regard  to  the  problems 
of  growth.  Through  necessity  he  must  adapt  the 
technics  of  numerous  specialists  to  his  special 
purposes.  In  this  discussion  I wish  to  suggest 
methods  by  which  he  can  select  neurologic  skills 
for  his  purposes. 

Everyone  is  vaguely  aware  of  the  fact  that 
traditional  medical  nomenclature  is  based  on 
Greek  and  Latin.  The  two  special  groups  which 
have  retained  traditional  language  are  the  derma- 
tologists and  the  neurologists,  and  it  is  easy  to  see 
why  they  find  this  convenient.  On  the  whole, 
both  specialties  developed  in  a time  when  syn- 
dromes were  reliable,  because  treatment  or  modi- 
fication was  difficult.  It  is,  of  course,  true  that 
continuous  progress  is  being  made,  but  the 
description  and  identification  of  reliable  syn- 
dromes is  still  an  interesting,  useful,  and  highly 
sophisticated  occupation. 

In  pediatric  practice  degenerative  disease  is  of 
negligible  importance,  and  one  of  the  least  valu- 
able assets  to  a pediatrician  is  an  ability  to 
identify  Charcot-Marie-Tooth  progressive  mus- 
cular atrophy  of  adolescence  or  Tay-Sachs’  amau- 
rotic family  idiocy.  The  problems  of  children, 
particularly  those  of  young  children,  are  largely 
due  to  processes  which  threaten  orderly  growth 
rather  than  to  those  which  are  accompanied  by 
degenerative  changes. 

It  is  possible,  I believe,  to  meet  most  of  the 
neurologic,  and  perhaps  most  of  the  psychiatric, 
problems  of  children  if  we  start  with  the  pedia- 
trician’s chief  assets,  a competent  interest  in  nor- 
mal growth  and  development  and  concern  about 
deviations  from  expected  progress. 

A few  generalities  and  definitions  may  make 
later  discussion  less  confusing.  First,  the  child 
in  our  culture  is  a dependent  individual.  The 
activities  and  the  attitudes  of  the  people  who, 

Presented,  by  invitation,  at  the  141st  Annual  Meeting  of 
the  Medical  Society  of  the  State  of  New  York,  Buffalo, 
Section  on  Pediatrics,  May  8,  1947. 


rightfully  or  by  usurpation,  control  or  try  to  con- 
trol him  are  factors  in  establishing  his  physiologic 
and  psychologic  structure. 

Second,  development  begins  at  conception  and 
not  at  birth. 

Third,  the  effect  of  any  lesion  which  causes 
distortion  of  orderly  development  will  be  more 
devastating  in  proportion  as  the  child  is  less 
mature. 

Fourth,  recovery  and  convalescence  are  very 
different  in  adults  and  in  children.  In  adults 
recovery  means  restitution  to  an  established 
status,  whereas  in  children  it  implies  unimpaired 
capacity  for  development. 

The  causes  of  neurologic  disease  in  children  are, 
of  course,  varied,  but  they  are  certainly  very  dif- 
ferent from  those  in  adults.  The  adult  clinics 
are  largely  resorted  to  by  patients  who  have  been 
battered  by  life’s  experiences  or  who  are  old  or 
are  the  victims  of  syphilis.  Degenerative  disease 
is  rare  in  children  and  syphilis  of  the  nervous  sys- 
tem, although  constantly  searched  for,  is  an  al- 
most negligible  condition  in  my  experience.  The 
major  problems  are  due  to  a vast  variety  of  infec- 
tions and  to  trauma,  with  a scattering  of  tumors 
and  a baffling  collection  of  convulsive  states  and 
deviations  from  developmental  effectiveness 
which  we  cannot  yet  understand. 

The  way  to  approach  neurologic  appraisal  is  to 
think  in  physiologic  terms.  If  anterior  horn  cells 
are  damaged,  abolition  of  function  occurs.  If  sen- 
sory impulses  are  cut  off,  the  results  can  be  any- 
thing from  anesthesia  to  blindness  or  ataxia  to 
lack  of  recognition  of  form. 

If  the  cord  is  transected,  the  result  is  isolation 
of  the  part  of  the  nervous  system  below  the  lesion. 
If  the  lesion  involves  much  of  the  cerebral  hemi- 
spheres, the  result  is  what  amounts  to  physiologic 
decerebration  with  the  primitive  patterns  of  be- 
havior which  are  seen  in  artificially  decerebrate 
animals. 

Cerebellar  disorder  leads  to  a series  of  phe- 
nomena, dominated  by  uncertainty  of  control, 
ataxia,  dysmetria. 

Lesions  of  the  basal  ganglia  upset  associated 
movement  and  produce  tremors  and  athetosis. 

Finally,  cortical  lesions  produce  difficulty  in 
controlling  voluntary  motion. 

With  the  physiologic  picture  in  mind  we  go  on 
to  psychologic  appraisal.  Fortunately,  this  part 
of  the  problem  is  not  confused  by  exotic  vocabu- 
lary, and  pediatricians,  if  they  are  wise,  will  try 
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ably  result  in  a new  group  of  blind  babies  with 
retrolental  fibroplasia  and  mental  defect.  Again, 
the  rescue  of  babies  with  erythroblastosis  will 
allow  certain  irreparably  damaged  children  to 
survive.  Obviously,  the  process  of  labor  will 
always  be  perilous. 

More  and  more,  the  specific  neurologic  prob- 
lems of  children  will,  I believe,  vary  from  those  of 
adults,  and  the  pediatrician  will  always  have  to 
meet  injury  and  infection  and  anoxia  in  the  ner- 
vous system,  as  well  as  elsewhere. 

The  specific  tools  are  familiar  to  most  of  us. 
The  ophthalmoscope  is  within  our  means,  both 
financially  and  intellectually.  There  is  no 
pediatrician  who  shrinks  from  lumbar  puncture, 
and  from  there  it  is  an  easy  step  to  the  pneumo- 
encephalogram. The  electro-encephalogram  is, 
for  the  moment,  in  the  hands  of  experts,  but  only 
for  the  moment. 

My  plea  is  a simple  one.  If  we  recapture  a 
physiologic  approach,  neurology  need  be  no  more 
forbidding  than  any  other  specialty  of  medicine. 
I think  the  pediatricians’  problems  are  so  different 
from  those  seen  by  adult  neurologists  that  the 
pediatricians  must  select  rather  than  wait  for  a 
digest  from  the  neurologists. 


ANNOUNCEMENT 
1948  Medical  Directory  Deadline 

All  material  for  the  1948  Medical  Directory  of  New  York,  New  Jersey  and  Connecticut 
should  be  in  the  office  of  the  Medical  Society  of  the  State  of  New  York  before  April  15, 
1948. 

No  corrections  or  additions  may  be  made  after  that  date. 


to  keep  up  with  the  parent-teacher  groups  who 
are  supervising  patients  no  longer  under  medical 
care. 

Finally,  the  last  element  is  the  appraisal  of  the 
adults  who  make  such  admirable  and  probably 
ineffective  efforts  to  control  the  development  of 
the  children  for  whom  they  are  responsible.  The 
advantage  of  such  a procedure  is  that  it  allows 
the  pediatrician  to  state  his  idea  of  deficits  and 
also  points  out  the  remaining  assets.  This  cer- 
tainly is  worthwhile,  since  doctors  are  dependent 
on  deficits  for  classification  of  disease,  whereas 
parents  are  chiefly  interested  in  assets. 

With  the  physiologic  picture  in  mind,  with  the 
psychologic  material  also  defined,  and  with  the 
adult  environment  under  control,  all  the  pediatri- 
cian must  do  is  to  plot  his  prognosis  on  an  ascend- 
ing scale  of  development  and  arrange  the  neces- 
sary modifications  of  education.  In  other  words, 
he  deals  with  neurology  as  part  of  pediatrics. 

Recent  advances  in  pediatrics  have  led  to 
increasing  awareness  of  prenatal  development. 
From  the  neurologic  point  of  view  the  recognition 
of  German  measles  in  the  early  weeks  of  preg- 
nancy, of  toxoplasmosis,  etc.,  is  important.  The 
saving  of  very  young  premature  babies  will  prob- 
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CEREBROSPINAL  fluid  contains  the  hu- 
moral and  cellular  material  which  the  central 
nervous  system  releases  into  it.  Samples  of  this 
fluid  reveal  distinguishable  active  processes  in  a 
variety  of  pathologic  conditions,  but  they  can  do 
so  only  if  optimal  methods  of  examination  and 
interpretation  are  employed. 

Indications  for  the  Examination  of  Cerebrospinal 
Fluid. — Manifestations  of  central  nervous  system 
involvement  as,  for  example,  in  acute  febrile 
meningitis,  are  usually  so  significant  and  often  so 
alarming  that  the  indications  for  obtaining  cere- 
brospinal fluid  are  obvious.  In  syphilis,  however, 
the  situation  is  altogether  different,  since  the 
principal  indications  are  not  clinical  ones.  On 
the  contrary,  definite  clinical  evidence  of  neuro- 
syphilis- must  be  prevented,  if  possible,  since 
symptoms  and  signs  due  to  neurosyphilis  often 
indicate  irremedial  damage.  The  responsibility 
of  the  general  practitioner  in  this  regard  is  con- 
siderable, for  neurosyphilis  is  believed  to  begin,  if 
at  all,  in  the  early  stages  of  the  disease,  when  the 
patient  is  most  apt  to  be  under  his  care.  The 
active  process  in  the  central  nervous  system  needs 
to  be  halted  by  adequate  therapy  during  the 
asymptomatic  stage,  which  usually  lasts  an 
appreciable  time  before  clinical  signs  supervene. 

Fluid  must  be  obtained  for  laboratory  exami- 
nation between  six  and  twelve  months  after 
beginning  therapy  to  determine  evidence  of  cen- 
tral nervous  system  lues.  Preferably,  a specimen 
should  be  submitted  both  at  the  six-  and  the 
twelve-month  stages.  If  evidence  of  • neuro- 
syphilis exists,  a tap  must  be  made  at  regular 
intervals  as  a control  of  treatment.  Following 
conclusion  of  general  antiluetic  treatment,  the 
final  examination  should  be  made,  at  the  earliest, 
twelve  to  fifteen  months  after  infection,  when  one 
may  feel  reasonably  sure  that  if  neurosyphilis  is 
going  to  develop,  indications  will  already  have 
appeared. 

In  summary,  it  can  be  said  that  compelling 
clinical  signs  and  symptoms  of  central  nervous 
system  disorder  furnish  the  indications  in  most 
diseases  of  the  brain  and  spinal  cord.  However, 
in  syphilis,  fluid  must  be  examined,  not  on  the 
basis  of  clinical  manifestations,  but  according  to  a 
time  schedule. 

Method  of  Obtaining  Cerebrospinal  Fluid  and 
Certain  Precautions  to  Be  Observed. — Cerebro- 

Presented  at  the  141st  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  Buffalo,  Section  on  Path* 
ology  and  Clinical  Pathology,  May  7,  1947. 


spinal  fluid,  obtained  by  lumbar  puncture,  con- 
tains cells  that  have  settled  by  gravity.  There- 
fore, especially  in  syphilis,  slight  abnormalities 
are  most  readily  demonstrated  in  fluid  from  the 
lumbar  region. 

Every  effort  should  be  made  to  avoid  accidental 
contamination  of  the  cerebrospinal  fluid  with 
blood  during  the  puncture.  The  use  of  a sharp 
needle  with  the  patient  in  a sitting  position 
decreases  the  possibility  of  contamination. 
When  such  an  accident  occurs,  however,  the 
needle  should  be  withdrawn  and  a different  one 
inserted  in  a higher  space.  The  practice  of  allow- 
ing fluid  contaminated  with  blood  to  flow  until 
visibly  clear  does  not  yield  an  optimal  specimen. 
If,  for  any  reason,  a second  puncture  is  imprac- 
ticable, as  clear  a specimen  as  possible  should  be 
submitted. 

Under  no  circumstances  should  the  erythro- 
cytes be  removed  from  the  fluid  in  such  cases, 
since  their  presence,  whether  intact  or  hemolyzed, 
furnishes  an  indication  of  the  amount  of  blood 
contamination.  Whether  or  not  useful  informa- 
tion can  be  obtained  from  such  specimens  de- 
pends on  the  degree  of  contamination  and  the 
severity  of  the  abnormal  changes  in  the  fluid; 
the  less  the  contamination  and  the  more  marked 
the  abnormality,  the  more  apt  such  specimens  are 
to  be  of  some  value. 

Likewise,  bacterial  contamination  must  be 
avoided,  if  possible.  Spinal  fluid  pressure  meas- 
urements ate,  as  a rule,  not  indicated  in  syphilis, 
since  they  rarely  provide  information  of  value. 
They  increase  the  liability  to  contamination  and, 
therefore,  should  be  omitted. 

The  amount  of  fluid  required  for  routine  exam- 
ination is  from  3 to  5 cc.  It  should  be  allowed 
to  flow  directly  through  the  needle  into  a sterile 
tube.  The  stopper  should  be  removed  just  long 
enough  to  catch  the  fluid  and  should  then  be  re- 
placed. No  fluid  should  be  removed  with  a 
pipet,  especially  after  the  specimen  has  stood 
awhile,  since  the  distribution  of  cells  will  be 
uneven,  and  subsequent  counts  will  be  inaccurate. 
The  dipping  into  the  fluid  with  a cell-counting 
pipet,  containing  acetic  acid,  is  a disastrous  proce- 
dure. 

Submission  of  Cerebrospinal  Fluid  Together 
with  a Specimen  of  Blood. — Cerebrospinal  fluid 
obtained  for  bacteriologic  examination  is  best 
examined  in  the  nearest  laboratory  approved  for 
bacteriologic  procedures,  because  promptness  in 
examination  and  reporting  is  essential  in  cases  of 
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acute  bacterial  meningitis.  However,  in  the  case 
of  spinal  fluids  that  require  complicated  and  ex- 
acting technics,  as  is  the  case  with  most  of  the 
specimens  that  are  clear  and  colorless,  the  speci- 
men should  be  sent  to  a central  laboratory  or  to  a 
near-by  local  laboratory  approved  for  under- 
taking complete  cerebrospinal  fluid  examina- 
tions.* 

Unfortunately,  some  changes  can  occur  in 
transit.  Although  the  round  cells  are  fairly  resist- 
ant, polymorphonuclear  leukocytes  and  red 
blood  cells  are  easily  lysed.  This  fact  is  signifi- 
cant when  the  fluid  contains  polymorphonuclear 
leukocytes  in  very  low  concentration,  as  in  early 
tuberculous  meningitis,  since  their  detection  is 
important  to  the  diagnosing  of  syndrome.  Any 
accidental  contamination  with  bacteria  is  apt  to 
render  a mailed  specimen  unsatisfactory,  since 
the  time  interval  may  encourage  bacterial  growth. 

The  submission  of  an  accompanying  specimen 
of  blood  is  important,  because,  except  in  cases  of 
acute  bacterial  meningitis,  syphilis  almost  always 
enters  into  the  differential  diagnosis.  While, 
provided  a satisfactory  quantitative  method  is 
used,  a specific  reaction  indicating  lues  is  rarely 
found  in  the  cerebrospinal  fluid  when  no  reaction 
occurs  in  the  blood,  the  converse  is  frequently 
true;  that  is,  in  many  syndromes  in  which  the  cere- 
brospinal fluid  is  abnormal  yet  fails  to  react  in 
the  quantitative  complement  fixation  test  for 
syphilis,  the  blood  gives  a positive  reaction,  thus 
indicating  the-  luetic  nature  of  the  pathologic 
process  in  the  central  nervous  system.  Further- 
more, when  a diagnosis  of  neurosyphilis  has  been 
established,  it  is  necessary  to  know  the  titers  of 
reactions  in  the  complement  fixation  test  on  both 
spinal  fluid  and  blood  as  a guide  to  therapy. 

An  outfit  containing  two  tubes,  one  with  a 
conical  base  for  the  cerebrospinal  fluid  and  one  of 
the  usual  type  with  needle  for  the  blood  specimen, 
is  distributed  for  submission  of  specimens  to  the 
Division  of  Laboratories  and  Research  (Fig.  1). 


Fig.  1.  Cerebrospinal  fluid  and  blood  outfit. 


Submission  of  History  and  Clinical  Data. — - 
Pertinent  facts  from  the  history  and  clinical  data 
must  accompany  the  specimen;  this  information 
is  essential  for  an  intelligent  interpretation  of  the 
findings.  In  some  pathologic  conditions  of  the 
central  nervous  system,  the  laboratory  findings 
add  nothing  to  the  understanding  of  the  case. 
In  others,  the  history  and  clinical  data  are  not 
helpful.  In  the  vast  majority  of  cases,  however, 
the  clinical  and  laboratory  findings  must  be  con- 
sidered together  for  as  comprehensive  an  under- 
standing of  the  case  as  is  possible. 

Basic  Cerebrospinal  Fluid  Examinations. — The 
types  of  examinations  to  be  performed,  when  the 
specimens  of  cerebrospinal  fluid  and  blood  reach 
the  laboratory,  depend  upon  the  history  and 
clinical  data  and  on  the  appearance  of  the  fluid. 
If  the  history  indicates  that  the  spinal  fluid  may 
contain  pyogenic  bacteria,  or  if  the  fluid  is  puru- 
lent, a cultural  study  is  obviously  indicated ; for 
example,  the  presence  of  a cobweb  clot  requires 
examination  for  tubercle  bacilli. 

Much  more  challenging  to  the  diagnostic  labora- 
tory are  spinal  fluids  that  are  normal  in  appear- 
ance, that  is,  clear  and  colorless.  All  such  fluids 
require  study  by  5 basic  examinations:1. 

(1)  The  appearance  is  noted  as  clear  and 
colorless. 

(2)  A differential  cell  count  is  made  with 
particular  attention  to  mononuclear  (round) 
cells,  polymorphonuclear  leukocytes  and  erythro- 
cytes. The  term  mononuclear  is  used  to  include 
all  cells  other  than  granulocytes  and  erythrocytes. 

The  cells  are  stained  with  polychrome  methyl- 
ene blue  and  are  counted  in  a Fuchs-Rosenthal 
counting  chamber.  With  this  large  chamber  3 
cu.  mm.  of  spinal  fluid  can  be  examined  and  the 
results  can  be  expressed  as  the  number  of  cells/3. 
However,  the  routine  report  from  this  laboratory 
at  the  present  time  gives  the  number  of  cells  per 
cu.  mm.  After  the  cells  have  been  counted,  the 
fluid  is  centrifuged  at  high  speed.  The  sediment 
is  then  fixed  on  a glass  slide  and  stained  with 
methylene  blue.  An  examination  of  this  material 
serves  as  a check  on  the  cell  picture  and  may 
demonstrate  bacteria  that  are  present  either  as 
pathogens  or  as  fortuitous  contaminants. 

(3)  The  total  protein  concentration  is  deter- 
mined by  the  sulfosalicylic  acid  method,  in  which 
a photoelectric  colorimeter  is  employed. 

(4)  The  colloidal  gold  test,  valuable  in  differ- 
entiating protein  patterns,  is  performed.  The 
citrate  gold  sol  now  employed  is  carefully  stand- 
ardized and  checked  for  sensitivity  and  repro- 
ducibility by  turbidimetry  and  by  reactions  with 
a test  fluid.  This  sol  has  been  found  superior  to 
the  original  formol  gold  sol  and  the  various  col- 
loidal substitutes. 
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TABLE  X. — Results  of  Cerebrospinal  Fluid  Examinations — Examples  of  Typical  Findings: 
Turbid  or  Colored  Spinal  Fluids  (Abnormal  Appearance) 


Cell  Picture* 

Total 

Mono- 

nuclears 

Poly- 

morpho- 

protein 

(Mg./lOO 

Bacteriologic 

Interpretation  from  the 

No. 

Clinical  Data 

Appearance 

nu  clears 

Cc.) 

Examination 

Complete  Syndrome 

1 

Acute  febrile 
meningitis 

Purulent;  slightly 
yellow;  coarse 
branching  clot 

87/3 

3400/3 

548 

Culture:  hemolytic 
streptococci 

Streptococcus  meningitis 

2 

Vague  signs  of 
meningitis 

“Ground  glass,” 
trace  of  yellow; 
cobweb-like 
clot 

186/3 

534/3 

274 

Ziehl-Neelsen  stain 
of  fibrin  clot: 
acid-fast  bacilli 
seen 

Chronic  tuberculous 
meningitis 

3 

Fracture  of 

vertebra 
with  com- 
pression 

“Froin’s  syn- 

drome,” i.e., 
xanthoohromia, 
complete  co- 
agulation 

2/3 

0/3 

1450 

Subarachnoid  block 

* Fractions  indicate  the  number  of  cells  in  the  3 cu.  mm.  examined.  In  routine  reports  issued  by  the  Division  of  Labora- 
tories and  Research,  cell  counts  are  being  expressed  in  the  number  per  cu.  mm.  to  the  nearest  integer. 


The  reaction  of  the  gold  sol  with  the  serial 
dilutions  of  cerebrospinal  fluid  must  be  permitted 
to  take  place  in  a medium  in  which  the  pH  and 
ion  concentration  have  been  carefully  adjusted. 

(5)  A quantitative  complement  fixation  test 
for  syphilis  is  essential,  and,  as  has  already  been 
stated,  it  must  be  performed  not  only  on  the 
cerebrospinal  fluid  but  also  on  an  accompanying 
specimen  of  blood.2  Unless  the  complement 
fixation  test  employed  is  quantitative,  and  unless 
it  is  high  in  sensitivity,  specificity,  and  reproduci- 
bility, the  results  will  be  of  inferior  value. 

Typical  Examinations  and  Findings 

Specimens  Exhibiting  an  Abnormal  Appear- 
ance ( Table  1).—' The  choice  of  examinations  is 
determined  by  the  appearance  of  the  cerebro- 
spinal fluid.  Fluids  exhibiting  an  abnormal 
appearance  are  handled  on  an  individual  basis. 
Determination  of  the  cell  picture  and  the  total 
protein  is  routine;  but  other  procedures,  such  as 
a microscopic  examination  of  the  sediment 
stained  by  Gram’s  method,  culture  in  appropriate 
media,  and  animal  inoculation,  are  performed  as 
indicated  by  the  particular  specimen  under  ex- 
amination. 

Specimen  1,  a purulent  spinal  fluid  from  a case 
of  acute  febrile  meningitis,  required  a bacterio- 
logic  examination;  no  bacteria  were  seen  in  the 
stained  sediment,  but  hemolytic  streptococci 
were  isolated  on  culture. 

In  specimen  2,  the  cobweb-like  fibrin  clot  indi- 
cated an  examination  for  tubercle  bacilli;  stained 
with  Ziehl-Neelsen  stain,  acid-fast  bacilli  were 
found.  When  the  history  or  appearance  of  the 
specimen  suggests  bacterial  meningitis,  appro- 
priate bacteriologic  examination  generally  fur- 
nishes a specific  diagnosis.  Under  such  circum- 
stances, other  types  of  examination  are  of  rela- 
tively little  significance  in  the  interpretation  of 
the  complete  laboratory  findings. 

Specimen  3 furnishes  an  example  of  Froin’s 
syndrome:  complete  coagulation  and  xantho- 

chromia. When  it  is  present,  the  appearance  of 


the  fluid  alone  is  pathognomonic  of  subarachnoid 
block.  Contrary  to  the  syndromes  of  specimens 
1 and  2,  Froin’s  syndrome  does  not  provide  a 
final  diagnosis,  since  block  is  merely  a complica- 
tion due  to  compression  or  adhesions  associated  , 
with  a fundamental  pathologic  process.  When 
Froin’s  syndrome  is  elicited  by  a pachymeningitis 
cervicalis  syphilitica,  for  example,  the  luetic 
nature  of  the  process  cannot  be  determined  by 
examination  of  the  lumbar  cerebrospinal  fluid,  i 
since  it  is  so  heavily  contaminated  by  infiltrating 
blood  proteins  that  the  basic  picture  is  obscured. 
The  syphilitic  cause  of  the  meningitis  can  only  be 
demonstrated  by  an  examination  of  the  cisternal 
fluid,  which,  in  the  absence  of  plasma  proteins, 
will  yield  results  in  the  five  basic  tests  that  are  due 
only  to  the  local  process  in  the  central  nervous 
system. 

Specimens  Exhibiting  a Normal  Appearance  i 
( Table  2). — Cerebrospinal  fluids  exhibiting  a 
normal  appearance  fall  into  a different  category. 
They  form  the  major  portion  of  the  routine  ma- 
terial in  a laboratory  performing  complete  ex- 
aminations of  spinal  fluid.  Contrary  to  abnor- 
mal appearing  fluids,  which  are  considered  on  an 
individual  basis,  all  fluids  that  are  clear  and  color- 
less are  subjected  to  the  five  basic  examinations. 

Of  these  five,  only  the  quantitative  comple- 
ment fixation  test  for  syphilis  can,  by  itself,  yield 
information  of  etiologic  value.  However,  even 
though  a significant  reaction  in  the  complement 
fixation  test  for  syphilis,  performed  on  the  spinal 
fluid,  is  indicative  of  syphilis,  it  does  not  prove 
local  origin  of  the  reagin.  Information  in  this 
regard  is  furnished  by  the  nonspecific  colloidal  1 
gold  reaction  which  demonstrates  the  presence  or 
absence  of  plasma  proteins  in  the  spinal  fluid, 
thereby  establishing  or  excluding  the  possibility 
that  some  or  all  of  the  reagin  is  of  hematogenous 
origin. 

The  nonspecific  gold  reaction  also  serves  to 
differentiate  the  parenchymatous  and  nonparen- 
chymatous  forms  of  neurosyphilis.  In  the  ex- 
amination of  spinal  fluids  from  cases  of  multiple 


TABLE  2.  Results  of  Cerebrospinal  Fluid  Examinations  Examples  of  Typical  Findings:  Clear,  Colorless  Spinal  Fluids  (Normal  Appearance) 
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sclerosis,  the  only  positive  results  are  nonspecific 
ones. 

When  the  results  of  the  five  basic  tests  are 
integrated,  however,  and  are  viewed  in  the  light 
of  clinical  data,  a characteristic  syndrome 
emerges.  Thus,  although  specific  and  nonspecific 
tests  provide  entirely  different  types  of  informa- 
tion, in  a majority  of  instances  both  are  indis- 
pensable to  the  establishment  of  a complete 
syndrome. 

Specimen  4 yielded  the  syndrome  of  normality, 
characterized  by  normal  values  in  each  of  the 
five  basic  examinations.  Most  important  among 
the  findings  were  the  normal  protein  concentra- 
tion and  the  normal  colloidal  gold  curve  type  A. 
This  particular  syndrome  was  found  in  a case  of 
paresis  treated  with  penicillin.  It  demonstrates 
cure.  So  far,  no  relapse  has  been  reported  in 
cases  in  which  the  cerebrospinal  fluid  furnished 
values  so  completely  normal. 

Specimens  5 and  6 elicited  the  colloidal  gold 
curve  type  B,  formerly  designated  as  the  “syphi- 
litic” curve.  This  curve  reflects  the  type  of  pro- 
tein pattern  resulting  from  disintegration  of 
numerous  cells  shed  into  the  cerebrospinal  fluid, 
occupying  perivascular  spaces  during  the  active 
stage  of  diseases  in  which  perivascular  infiltration 
is  a cardinal  feature.  The  curve  is  encountered 
in  neurosyphilis,  multiple  sclerosis,  and  in  the 
stage  of  recovery  from  an  acute  virus  infection. 

In  specimen  5 the  history  of  syphilis,  the  abnor- 
mal cell  count  and  increased  total  protein,  and 
the  gold  curve  type  B,  are  indicative  of  nonparen- 
chymatous  neurosyphilis;  the  reaction  in  the 
complement  fixation  test  of  the  blood,  despite  the 
absence  of  reaction  in  the  cerebrospinal  fluid, 
supports  a diagnosis  of  neurosyphilis. 

In  specimen  6 the  abnormal  cell  count,  increased 
total  protein,  and  gold  curve  type  B were  not 
accompanied  by  any  reaction  in  the  complement 
fixation  test  for  syphilis  on  either  spinal  fluid  or 
blood.  The  history  stated  that  the  fluid  had  been 
obtained  three  weeks  after  the  acute  stage  of 
mumps.  In  the  absence  of  any  evidence  of  sig- 
nificant parenchymatous  involvement,  one  could 
anticipate  that  later  examinations  would  reveal 
the  syndrome  of  normality. 

Specimens  7 and  8 elicited  the  colloidal  gold 
curve  type  C,  formerly  designated  as  the  “men- 
ingitic” or  “hematogenous”  curve.  This  curve 
is  found  when  there  is  abnormal  communication 
between  blood  and  cerebrospinal  fluid,  resulting 
in  a seepage  of  blood  proteins  into  the  cerebro- 
spinal fluid.  In  syphilis,  blood  reagin  may  thus 
filter  into  the  spinal  fluid,  confusing  the  patho- 
logic picture.  The  type  C curve  is  found  in 
exudative  inflammation,  in  the  acute  initial  stage 
of  virus  infection,  in  subarachnoid  block,  and 
in  hemorrhage.  It  is  not  encountered  in  chronic 


* neurosyphilis,  as  long  as  the  permeability  remains  | 
normal. 

In  specimen  7 the  marked  increases  in  mononu-  j 
clear  cells  with  occasional  polymorphonuclear  « 
leukocytes  and  in  the  total  protein  concentration,  li 
together  with  a strong  colloidal  gold  curve  type  C,  j 
are  compatible  with  the  physician’s  clinical  i 
diagnosis  of  encephalitis  lethargica.  Similar 
findings  may  occasionally  be  observed  in  tuber- 
culous meningitis.  However,  no  bacteriologic 
evidence  of  this  latter  disease  was  found  in  this 
particular  fluid.  As  often  happens  in  the  acute 
phase  of  illnesses  presenting  similar  pictures,  the 
final  diagnosis  awaited  a follow-up  examination 
which  is  described  under  specimen  11. 

In  specimen  8 an  increase  in  mononuclear  cells, 
the  presence  of  polymorphonuclear  leukocytes, 
and  the  colloidal  gold  curve  type  C are  in  marked 
contrast  to  the  protein  concentration,  which  is  in 
the  low  normal  range.  In  spite  of  the  normal 
protein  values,  the  cell  picture  and  gold  curve 
establish  a syndrome  of  exudative  inflammation, 
in  this  case  indicating  an  aseptic  meningitis  of 
minimum  degree,  undoubtedly  induced  by  the 
mastoiditis.  Such  findings  are  not  prognostic. 
Follow-up  examinations  may  reveal  decreasing 
inflammation  or  an  overnight  change  in  the  pic- 
ture to  one  of  purulent  bacterial  meningitis. 

Specimens  9,  10,  and  11  elicited  the  colloidal 
gold  curve  type  D,  formerly  designated  as  the 
“paretic”  or  “parenchymatous”  curve.  This 
curve  is  associated  with  inflammatory  processes 
similar  to  those  that  induce  the  type  B curve, 
except  that,  in  addition,  there  is  more  or  less  i 
extensive  parenchymatous  degeneration,  which 
may  or  may  not  be  clinically  apparent.  Because 
this  type  D curve  is  regularly  found  when  late 
clinical  signs  point  to  degeneration  of  the  paren- 
chyma, from  the  practical  standpoint  of  progno-  i 
sis  and  therapy  the  curve  is  generally  considered 
by  syphilologists  to  indicate  such  degeneration 
before  clinical  evidence  of  it  becomes  manifest. 

Syndrome  9 is  the  so-called  paretic  formula, 
more  properly  a strong  syndrome  of  parenchym- 
atous neurosyphilis.  The  syndrome  is  charac- 
terized by  a marked  increase  in  round  cells  and  in 
the  total  protein  concentration,  a strong  colloidal 
gold  curve  type  D,  and  high  titers  in  the  comple- 
ment fixation  test  for  syphilis  with  both  spinal 
fluid  and  blood. 

In  syndromes  10  and  11,  the  cell  picture,  the 
total  protein  concentration,  and  the  protein  pat- 
tern as  reflected  by  the  gold  curve  are  all  similar  j 
to  those  in  syndrome  9.  The  histories  are  alto- 
gether different,  however,  and  there  is  absence  of 
complement  fixation  reaction  in  both  cerebro- 
spinal fluid  and  blood. 

Syndrome  10  is  typical  of  progressing  multiple  j 
sclerosis:  the  active  inflammation  is  indicated  I 
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by  the  abnormal  cell  and  protein  findings;  the 
progressive  parenchymatous  degeneration  is 
reflected  in  the  gold  curve  type  D.  These  find- 
ings are  sufficient  to  confirm  the  clinical  diagno- 
sis. 

Syndrome  1 1 was  encountered  in  cerebrospinal 
fluid  from  the  same  patient  as  specimen  7,  three 
months  later.  Cells  and  total  protein  had  de- 
creased considerably,  while  the  gold  reaction, 
which  was  type  C during  the  acute  initial  stage, 
was  now  type  D,  indicating  parenchymatous 
degeneration.  The  possibility  of  tuberculous 
meningitis,  which  previously  entered  into  the 
differential  diagnosis,  was  excluded  by  these 
latter  findings.  They  indicate  that  the  clinical 
diagnosis  of  encephalitis  lethargica  was  correct 
and  that  the  disease  had  passed  into  the  chronic 
phase. 

■ Conclusion 

In  conclusion,  the  following  points  are  re- 
emphasized: Cerebrospinal  fluid  is  precious  and 
deserves  examination  by  the  best  methods  avail- 
able. The  significance  of  results  varies  in  differ- 
ent conditions.  In  some  cases,  the  laboratory 
examination  furnishes  the  diagnosis;  in  others, 
the  clinical  findings  are  sufficient.  In  most 
cases,  however,  the  diagnosis  is  made  on  the  basis 
of  the  clinical  and  laboratory  findings  considered 
together  as  a complete  syndrome. 

! 


The  results  of  laboratory  examinations  also 
serve  as  a guide  in  prognosis  and  therapy.  Not 
the  least  important  is  the  fact  that  they  may 
establish  the  normality  of  a specimen  of  cerebro- 
spinal fluid  which  in  treated  neurosyphilis  pro- 
vides the  demonstration  of  cure. 
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* SANITARY  CODE 
Chapter  II 

Regulation  9.  Physician  to  submit  specimens  for  labora- 
tory examination  in  cases  or  suspected  cases  of  certain  com- 
municable diseases.  A physician  in  attendance  on  a person 
affected  with  or  suspected  of  being  affected  with  any  of  the 
diseases  mentioned  in  this  regulation  shall  submit  to  an  ap- 
proved laboratory,  or  to  the  laboratory  of  the  state  depart- 
ment of  health  for  examination  such  specimens  as  may  be 
designated  by  the  state  commissioner  of  health,  together  with 
data  concerning  the  history  and  clinical  manifestations  per- 
tinent to  the  examination:  ....  syphilis  .... 

Directions  Governing  Submission  of  Specimens 
Syphilis .... 

4.  When  central  nervous  system  syphilis  is  suspected  or 
before  any  syphilitic  patient  is  discharged  as  arrested  or 
cured,  5 ml.  of  cerebrospinal  fluid  for  the  complement-fixation 
(Wassermann)  test  and  other  tests  for  abnormalities.  Send 
with  each  specimen  of  cerebrospinal  fluid  10  ml.  of  the  pa- 
tient’s blood,  taken  at  the  time  the  specimen  of  cerebrospinal 
fluid  was  obtained  for  examination  (outfit  for  blood  and 
cerebrospinal  fluid).  (Effective  December-^17,  1946.) 
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SERIOUS  DOG  SHORTAGE  IN  MEDICAL  RESEARCH 


A critical  nationwide  shortage  of  laboratory  ani- 
nals,  particularly  dogs,  for  medical  research  has 
Jeen  highlighted  by  an  announcement  from  the  Uni- 
versity of  Denver  that  two  scientists,  Drs.  F.  D’- 
Vmour  and  F.  R.  Blood,  have  developed  technics  for 
vider  use  of  rats  in  experiments  and  instruction. 

Since  rats  cannot  replace  dogs  for  many  experi- 
nents,  however,  there  looms  an  increasingly  urgent 
leed  for  more  experimental  dogs  in  the  great  medi- 
al centers  of  the  country.  The  shortage  of  dogs  is  at- 
ributed  to  several  factors,  among  them  the  fact  that 
he  dog  population  of  the  nation  is  not  increasing 
md  apparently  is  being  materially  reduced  by  the 
irograms  of  the  antivivisectionist  cult.  In  one  large 


city  more  than  thirty  thousand  dogs  are  killed  each 
year  by  antivivisectionist  societies,  according  to  sta- 
tistics released  by  them. 

The  increasing  cost  of  specially  bred  laboratory 
dogs  is  placing  a strain  on  medicai  research  budgets. 
It  now  is  estimated  that  it  costs  at  least  $25  to  raise  a 
tlog  from  a pup  to  the  point  where  he  can  perform  his 
valuable  part  in  medical  research. 

In  expanding  the  role  of  the  rat  in  teaching  and  re- 
search, the  Denver  doctors  have  helped  to  relieve  the 
principal  research  bottleneck,  but  there  are  many 
types  of  experiments  for  which  rats  are  basically  un- 
suitable.— National  Society  of  Medical  Research, 
January  16,  19/t8 


BACILLUS  PROTEUS  MENINGITIS 

H.  Lepow,  M.D.,  M.  Friedenthal,  M.D.,  and  D.  Jaffe,  B.S.,  New  York  City 

{From  the  Medical  Service  and  the  Laboratories  of  the  Lincoln  Hospital) 


T5  ACILLUS  proteus,  formerly  regarded  as  a harm- 
less  saprophyte,  is  now  known  to  be  pathogenic. 
It  has  been  recognized  as  the  causative  agent  in 
various  infections.  Pierson  and  Honke  reported  an 
incidence  of  12  per  cent  in  their  series  of  urinary 
tract  infections.1  Epidemic  gastrointestinal  dis- 
eases are  caused  often  by  consumption  of  meat  de- 
composed by  these  organisms,  and  B.  proteus  has 
been  isolated  in  summer  diarrhea  of  children.  It 
has  been  frequently  reported  as  the  primary  infec- 
tive agent  in  cases  of  acute  and  chronic  middle  ear 
and  mastoid  infections. 

Our  interest  in  this  subject  was  aroused  on  the 
recovery  of  B.  proteus  from  the  cerebrospinal  fluid 
both  during  life  and  from  the  mastoid  on  postmortem 
examination. 

The  members  of  the  genus  proteus  are  gram-nega- 
tive organisms,  highly  pleomorphic  and  subject  to 
great  variation  in  size.  Taylor  identified  53  strains 
isolated  from  varied  human  sources;  of  these  he 
classified  22  as  definitely  pathogenic,  24  as  nonpatho- 
genic,  and  7 as  of  doubtful  pathogenicity.2  Bergey 
classifies  8 species  of  the  genus  proteus.3  McKee 
states  that  Proteus  vulgaris  and  mirabilis  are  the 
most  important  members  of  the  proteus  group  from 
a clinical  standpoint.4 

McKee  I'eviewed  the  literature  and  noted  18  cases 
of  B.  proteus  meningitis  reported  up  to  the  year 
1941.  Of  these  cases,  one  (that  of  Neal  and  Abram- 
son)5 was  a mixed  infection  caused  by  Staphylococ- 
cus aureus  and  B.  proteus.  This  case  is  excluded 
from  our  review.  We  add  the  case  of  Ohlmacher 
(1897),  which  is  the  first  case  reported  in  the  litera- 
ture,6 and  3 additional  cases,  those  of  Meltzer,7 
Sugar,8  and  Myers.9  This  makes  a total  of  21  re- 
ported cases  to  date.  (See  Table  1.) 

The  table  reveals  that  13  of  the  21  cases  were 
secondary  to  otitis  media.  Almost  all  of  these  were 
chronic  otitis  media  of  long  standing  with  recurrent 


episodes  of  purulent  discharge.  In  7 of  the  cases 
tabulated,  the  focus  from  which  the  meninges  were 
infected  could  not  be  determined.  One  case  was 
secondary  to  a B.  proteus  peritonsillar  abscess. 

Seven  of  the  cases  had  other  complications. 
Bacillus  proteus  septicemia  occurred  in  four,  in  one  I 
of  which  there  was  a liver  abscess  as  well.  The 
other  three  developed  B.  proteus  brain  abscesses. 

The  mortality  rate  of  all  cases  reported  to  date  is 
76.2  per  cent. 

Case  Report 

This  was  the  first  Lincoln  Hospital  admission  of  a 
54-year-old  Italian  housewife  to  the  surgical  service 
for  pain  in  the  left  ear  and  left  postauricular  region. 
The  patient  claimed  she  had  suffered  from  pain  and 
discharge  from  the  right  ear  since  infancy.  During 
the  week  prior  to  her  admission,  the  pain  became 
sharper  and  more  unbearable.  She  refused  sulfon- 
amide medication  prescribed  by  her  physician 
and  took  codeine  for  relief  from  pain.  She  fainted 
on  the  morning  of  admission  to  the  hospital. 

Physical  examination  showed  a well-developed, 
obese,  white  woman  in  a semistuporous  condition. 
On  admission  the  temperature  was  102.2  F.,  pulse 
100  per  minute,  respirations  26  per  minute,  blood 
pressure  180/70.  The  white  cell  count  was  19,500 
per  cm.  with  85  per  cent  polymorphonuclears. 
There  was  exquisite  tenderness  over  the  left  mastoid 
region,  marked  nuchal  rigidity,  and  drooping  of  the 
left  side  of  the  mouth.  The  left  pupil  was  larger 
than  the  right.  Both  reacted  sluggishly  to  light  and 
accommodation.  There  was  moderate  ptosis  of  the 
left  upper  lid.  Examination  of  the  right  drum  re- 
vealed no  abnormality.  The  left  drum  was  per- 
forated and  a thick,  creamy,  yellow  discharge  cov- 
.ered  its  surface.  The  normal  landmarks  were  ob- 
literated. 

No  pathologic  reflexes  could  be  elicited.  All 
the  deep  reflexes  were  somewhat  exaggerated.  The 
remainder  of  the  physical  examination  revealed  no 
unusual  changes. 


TABLE  1. — Data  from  21  Cases  of  B.  proteus  Meningitis  on  Record 


Observer 

Year 

Cause 

Complications 

Result 

Ohlmacher6 

1897 

Otitis  media 

Brain  abscess 

Died 

1912 

Otitis  media 

None 

Died 

Goebel  ii 

1914 

Undetermined 

None 

Died 

Hauer12 

1918 

Otitis  media 

None 

Died 

Anderson12 

1921 

Undetermined 

None 

Died 

Anderson13 

1921 

Undetermined 

None 

Recovery 

Kernan14 

1922 

Peritonsillar  abscess 

Brain  abscess 

Died 

Bischoff  and  Brakenfold16 

1925 

Undetermined 

None 

Died 

Bewley  and  Horgan16 

1927 

Undetermined 

None 

Died 

Neal  ami  Abramson5 

1927 

Undetermined 

None 

Died 

Kortenhaus17 

1930 

Otitis  media 

Septicemia 

Died 

PaKinez18 

1932 

Undetermined 

Septicemia 

Died 

Cathala  and  Gabriel18 

1933 

Undetermined 

None 

Died 

Pangalos  and  Doucas20 

1935 

Otitis  media 

None 

Died 

Calhoun21 

1936 

Otitis  media 

None 

Recovery 

Mouquin22 

1939 

Otitis  media 

None 

Recovery 

Neter23 

1940 

Otitis  media 

Septicemia 

Died 

Cra«K24 

1941 

Otitis  media 

Septicemia  and 
liver  abscess 

Recovery 

Meltzer7 

1941 

Otitis  media 

Brain  abscess 

Died 

Sugar* 

1944 

Otitis  media 

None 

Died 

M yers* 

1944 

Otitis  media 

None 

Reoovery 
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The  clinical  diagnoses  on  admission  were  acute 
and  chronic  left  otitis  media,  acute  purulent  men- 
ingitis, and  left  occulomotor  and  facial  paresis. 

Examination  of  cerebrospinal  fluid  showed  a 
turbid,  greenish-yellow  fluid  under  280  mm.  H20 
pressure.  It  contained  392  cells  per  cm.,  95  per  cent 
of  which  were  polymorphonuclears.  No  organisms 
were  seen  on  direct  smear  but  culture  grew  the  B. 
proteus. 

The  spinal  fluid  sugar  was  too  low  to  be  meas- 
ured. The  total  protein  in  the  spinal  fluid  was  600 
mg.  per  100  cc. 

The  urine  on  admission  was  cloudy  yellow  and 
had  a specific  gravity  of  1.015.  It  contained  4 plus 
albumin,  4 plus  glucose,  4 plus  acetone,  and  10 
leukocytes  per  high  power  field. 

The  patient  was  given  penicillin  intrathecally  and 
intramuscularly,  as  well  as  sodium  sulfadiazine  intra- 
venously. She  received  insulin,  and  on  the  second 
hospital  day  the  urine  showed  1 plus  glucose  and  a 
trace  of  acetone.  The  blood  sugar  was  173  mg.  per 
100  cc. 

The  temperature  on  the  second  hospital  day  hov- 
ered between  100  and  101  F.  The  therapy  previ- 
ously described  was  continued.  The  blood  sulfon- 
amide level  was  reported  as  11.8  mg.  per  100  cc. 
Another  spinal  tap  revealed  the  same  type  of  fluid; 
the  total  protein  was  228  mg.  per  100  cc.,  the  sugar 
was  too  low  to  be  determined;  and  B.  proteus  again 
was  grown  in  pure  culture.  Bacillus  proteus  was 
recovered  from  culture  of  the  discharge  of  the  left  ear. 
Blood  culture  was  negative.  A bed-side  x-ray 
showed  areas  of  rarefaction  of  the  mastoid  on  the 
left  side. 

Streptomycin  was  given  intrathecally  in  100,000 
units  at  the  end  of  the  second  hospital  day,  and 
100,000  units  intramuscularly  for  three  doses. 

Mastoidectomy  was  contemplated  but  postponed 
because  of  the  patient’s  poor  condition.  She  failed 
rapidly  despite  the  chemotherapy  and  supportive 
treatment  and  died  on  the  morning  of  the  third 
hospital  day. 

It  was  the  impression  of  the  neurologist  that  in- 
volvement of  the  left  oculomotor  and  facial  nerves 
indicated  that  infectious  process  had  spread  to  the 
petrous  portion  of  the  temporal  bone. 

Postmortem  examination  revealed  thick,  turbid 
fluid  in  the  subarachnoid  space  over  the  surface  of 
the  hemispheres,  particularly  marked  over  the  fron- 
tal and  occipital  lobes.  The  posterior  fossa  of  the 
skull  contained  a large  quantity  of  thin,  brownish, 
foul-smelling,  purulent  fluid.  Pus  drained  through 
the  left  internal  acoustic  meatus  around  the  eighth 
nerve. 

The  petrous  portion  of  the  left  temporal  bone 
was  opened  and  the  mastoid  antrum  exposed.  The 
bony  structure  was  necrotic  and  contained  foul- 
smelling pus. 

Postmortem  cultures  taken  from  the  posterior 
fossa  and  from  the  petrous  portion  of  the  temporal 
bone  grew  B.  proteus  in  pure  culture.  This  organ- 
ism was  gram-negative  and  motile,  grew  in  ir- 
regular spreading  colonies  on  agar,  liquefied  gelatin, 
split  urea,  produced  H2S,  and  fermented  dextrose 
and  sucrose,  but  failed  to  ferment  lactose,  mannite, 
and  maltose.  It,  therefore,  is  identified  as  the 
species  Proteus  mirabilis. 


Treatment  of  B.  proteus  Meningitis 

Since  the  advent  of  chemotherapy,  6 cases  of  B. 
proteus  meningitis  secondary  to  otitis  media  have 
been  reported  in  the  literature,  our  case  being  the 
seventh.  Of  this  total,  three  recovered  and  four 
died,  the  mortality  rate  being  57. 1 per  cent.  All  of 
these  cases  received  sulfonamide  medication.  Our 
case  received,  in  addition,  penicillin  and  streptomy- 
cin intramuscularly  and  intrathecally.  Surgical 
drainage  was  instituted  in  6 of  these  cases,  and  in  the 
seventh  (our  case)  surgery  was  not  performed /be- 
cause of  the  poor  condition  of  the  patient. 

Of  the  15  cases  reported  prior  to  the  advent  of 
chemotherapy  (7  of  which  were  secondary  to  otitis 
media),  there  were  two  recoveries  and  thirteen 
deaths,  a mortality  rate  of  86.7  per  cent.  One  of  the 
cases  which  recovered  was  that  of  a proteus  meningi- 
tis secondary  to  otitis  media. 

Despite  the  paucity  of  cases  reported,  chemother- 
apy appears  to  offer  a definite  improvement  in 
prognosis. 

Summary  and  Conclusion 

1.  The  21  cases  of  Bacillus  proteus  meningitis 
reported  in  the  literature  are  reviewed. 

2.  An  additional  case  is  reported,  caused  by 
Proteus  mirabilis. 

3.  Of  all  cases  of  B.  proteus  meningitis,  62  per 
cent  are  secondary  to  otitis  media. 

4.  The  case  records  suggest  that  chemotherapy  is 
'beneficial  in  the  treatment.  However,  no  conclu- 
sions can  be  drawn  because  of  the  paucity  of  cases 
thus  far  reported. 
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State  Health  Head  Outlines  New  Plan 


PLANS  for  decentralizing  the  State  Department 
of  Health  to  make  public  health  facilities  more 
readily  available  to  the  people  by  operating  on  a 
basis  of  counties  rather  than  the  district  system, 
were  presented  January  23  by  Dr.  Herman  E. 
Hilleboe,  State  Commissioner  of  Health. 

Dr.  Hilleboe  addressed  the  midwinter  meeting  of 
the  Public  Health  Association  of  New  York  City. 

The  first  step  in  the  reorganization  will  be  to  re- 
place the  18  district  health  offices  with  six  regional 
offices.  The  regional  offices  were  to  be  in  operation 
by  February  1,  he  said,  and  the  district  offices  closed. 
Regional  offices  are  to  be  in  Buffalo,  Rochester, 
Syracuse,  Albany,  and  New  York.  New  York  will 
have  two  regional  offices,  Dr.  Hilleboe  said,  one  to 
serve  the  surrounding  counties  and  one  to  serve  the 
city. 

Under  the  six  regional  offices,  county  health  offices 
are  to  be  established  in  each  of  the  fifty-seven  coun- 
ties, in  addition  to  city  health  offices. 

“These  regional  offices  will  have  for  their  principal 


purpose  the  provision  of  consultation  service  to  the 
staffs  of  the  city  and  county  health  departments 
within  their  regions;  assistance  in  program  plan- 
ning, development,  and  operation,”  he  continued. 

“No  district  services  will  be  given  by  any  of  the 
personnel  assigned  to  the  regional  offices,  except  to 
people  in  the  counties  that  have  not  yet  organized  a 
health  department.” 

During  the  first  year  of  operation  of  this  system, 
Dr.  Hilleboe  added,  the  State  Department  will  con- 
centrate on  establishing  county  offices  in  seven  to  ten 
counties.  At  the  end  of  the  year,  he  said,  the  whole 
State  health  situation  will  be  re-evaluated  and  effort 
shifted  to  other  counties.  , 

“It  is  our  sincere  hope  that  over  a period  of  five 
years  we  can  develop  a county  health  department  in 
every  county  which  has  the  need  and  is  willing  and 
able  to  proceed,”  he  said.  “Those  remaining  must 
be  regrouped  and  receive  services  from  neighboring 
county  and  city  health  departments,  or  temporarily 
from  the  State.” 


Surgical  Supplies  for  Europe  Sought 


DR.  ALLEN  O.  Whipple,  professor  emeritus  of 
surgery  at  Columbia  University,  has  been 
named  chairman  of  a group  to  make  a national 
appeal  to  doctors  and  hospitals  for  medical  and  sur- 
gical supplies  needed  in  war-devastated  areas,  the 
Medical  and  Surgical  Relief  Committee  announced 
recently.  The  committee  is  seeking  $250,000  in 
direct  gifts  of  supplies  and  money  to  carry  on  its 
work  this  year. 

The  appointment  of  Dr.  Whipple,  who  is  clinical 
director  of  Memorial  Hospital,  was  disclosed  by 
Admiral  William  F.  Halsey,  president  of  the  com- 
mittee, which  in  the  last  seven  years  has  shipped 
overseas  more  than  $1,000,000  worth  of  medical  and 
surgical  supplies. 

Dr.  Whipple  said  that  sixteen  prominent  medical 
men  had  agreed  to  serve  with  him  on  a Medical  Ad- 
visory Council.  The  council  will  help  to  form  com- 
mittees in  the  United  States  and  ask  all  doctors,  hos- 
pitals and  pharmaceutical  concerns  to  donate  drugs, 
medical,  surgical,  and  dental  supplies  and  publica- 
tions for  shipment  overseas. 


These  materials  will  be  sent  to  hospitals,  physi- 
cians, and  dispensaries  that  give  free  care  to  the 
needy. 

“Practically  anything  we  can  spare,  they  can  use 
effectively  to  prevent  suffering  and  death,”  Dr 
Whipple  explained. 

“They  need  all  types  of  drugs,  anesthetics 
gauze,  hospital  ware,  surgical  instruments,  peni- 
cillin, sulfa  compounds,  vitamins,  and  virtually 
everything  which  will  help  a doctor  to  serve  hit 
patients  efficiently.” 

Another  outstanding  need  is  for  recent  rnedica 
and  surgical  textbooks  and  journals,  he  said,  adding 
that  “some  doctors  in  war  areas  haven’t  even  seen  £ 
medical  journal  or  textbook  printed  since  1939,  anc 
are  woefully  uninformed  of  many  of  the  latest  medi- 
cal advances.” 

The  New  York  City  members  of  the  council,  win 
will  assist  Dr.  Whipple  are  Dr.  Henry  Cave,  attend 
ing  surgeon  of  the  Roosevelt  Hospital,  and  Dr 
Carnes  Weeks,  attending  surgeon  of  Bellevue  Hos- 
pital. 


Miss  Fillmore  Appointed  NOPHN  General  Director 


ANNA  Fillmore,  of  New  York,  has  been  appointed 
general  director  of  the  National  Organization 
for  Public  Health  Nursing  to  succeed  Ruth  Houlton, 
according  to  an  announcement  by  Ruth  W.  Hub- 
bard, president  of  the  organization. 

Miss  Fillmore  has  been  with  the  Visiting  Nurse 
Service  of  New  York  since  1940,  having  served  suc- 


cessively as  staff  nurse,  supervisor,  industrial  nurs- 
ing consultant,  and  assistant  director. 

Prior  to  1940,  Miss  Fillmore  was  directoi 
of  the  Bureau  of  Public  Health  Nursing,  Utali 
State  Health  Department,  and  also  the  assistant 
director  of  the  American  Nurses  Association,  New 
York. 


[Continued  on  page  428] 
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IN  AN  ADDITIONAL  POTENCY 

to  meet  the  requirements 
and  requests  oj?  many  physicians 


THE  NEW  STRENGTH 


|—  7^4  gr-  enteric-coated,  green 

tablets  with  % gr.  phenobarbital,  has  been  formulated 
for  physicians  wishing  to  prescribe  the  same  effective 
amount  of  Theobromine  Sodium  Acetate,  but  with  less 
amount  of  sedative. 


PLUS  THE  OTHER  POTENCIES  OF 

754  gr-  enteric-coated  tablets  with  or  without  54  gr. 
phenobarbital 

33/a  gr.  enteric-coated  tablets  with  or  without  54  gr. 
phenobarbital 

5 gr.  enteric-coated  tablets  with  2 gr.  potassium  iodide  and  54  gr. 
phenobarbital 

and  capsules  (not  enteric-coated)  in  same  potencies  for  supple- 
mentary medication  . . . 


PROVIDES  A WIDE  RANGE  OF  AN  EFFECTIVE  MEDIUM 
FOR  TREATMENT  IN  CORONARY  DISEASE. 

for  literature  and  samples  write  to  Sales  and  Servlee  Dept ■ 


\bREWER  & COMPART,  Inc. 

Si«* ,ss 1 WORCESTER  4,  MASS.,  II.  S.  A. 
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Dr.  Hawley  Heads  National  Plans 


A NNOUNCEMENT  has  been  made  of  the  ap- 
-TY  pointment  of  Dr.  Paul  R.  Hawley,  former 
chief  medical  director  of  the  Veterans’  Administra- 
tion, as  chief  executive  officer  of  the  National  Or- 
ganization of  Blue  Cross  Hospital  Service  Plans  and 
Blue  Shield  Medical-Surgical  Plans. 

Dr.  Hawley  will  take  over  his  new  post  on  April  1, 
1048,  with  headquarters  in  Chicago.  He  will  direct 
the  activities  of  the  Blue  Cross  Commission  of  the 


American  Hospital  Association  Coordinating  Agency 
for  the  91  approved  nonprofit  hospital  service  plans 
in  the  United  States  and  Canada,  and  the  48  non- 
profit medical-surgical  prepayment  plans  included 
in  the  program. 

In  the  New  York  area  the  affiliated  Blue  Cross  and 
Blue  Shields  organizations  are  the  Associated  Hos- 
pital Service  of  New  York  and  the  United  Medical 
Service,  Inc. 


To  Submit  Program  on  Foster  Care  for  Children 


A SEVEN-POINT  program  designed  to  establish 
a measure  of  protection  for  all  children  placed 
in  foster  homes  will  be  submitted  to  the  State  Legis- 
lature this  month  by  the  Special  Committee  on  So- 
cial Welfare  and  Relief,  according  to  a recent  an- 
nouncement by  Assemblyman  Harold  C.  Ostertag. 
The  program  is  part  of  a thoroughgoing  revision  of 
New  York's  public  welfare  system  on  which  the 
Ostertag  Committee  has  been  engaged  since  1945. 

The  legislative  proposal,  Assemblyman  Ostertag 
said,  will  correct  inadequacies  in  existing  law  relating 


to  foster  care  of  children  and  will  eliminate  certain 
undesirable  practices,  such  as  fee-taking  in  connec- 
tion with  placements  by  unauthorized  persons  or 
agencies.  The  proposal  should  further  establish,  for 
the  first  time  in  State  history,  an  index  of  the  number 
of  children  under  seven  now  receiving  care  away 
from  their  own  homes.  Under  present  laws,  no 
records  exist  as  to  the  number  of  children  placed 
away  from  their  own  homes  with  the  exception  of 
those  placed  by  authorized  agencies  or  brought  into 
court  for  adoption. 


Community  Service  Society  Appoints  Seven  Psychiatrists 


A STEP  toward  enlargement  and  consolidation  of 
its  psychiatric  services  has  been  announced  bv 
the  Community  Service  Society  of  New  York 
City. 

Anna  Kempshall,  director  of  family  service,  dis- 
closed the  appointment  of  seven  psychiatric  con- 
sultants, to  work  as  part-time  staff  members  giving 


direct  consultation  to  professional  workers  in  the 
ten  CSS  district  offices. 

Dr.  Peter  B.  Neubauer  will  head  the  new  unit. 
The  consultants  are  Dr.  Viola  Bernard,  Dr.  Inge 
Bogner,  Dr.  Richard  W.  Burnett,  Dr.  Paul  M. 
Faergeman,  Dr.  Marcel  Heiman,  Dr.  Philip  Weiss- 
man,  and  Dr.  Gertrude  Werner. 


MEETINGS 

PAST 


Long  Island  Surgical  Society,  International 
College  of  Surgeons 

Dr.  Charles  Gordon  Heyd,  attending  surgeon  at 
the  New  York  Post-Graduate  Hospital,  spoke  on 
“Surgery  of  the  Colon”  at  a meeting  of  the  Long 
Island  Surgical  Society  of  the  International  College 
of  Surgeons,  held  at  the  Long  Beach  Memorial  Hos- 
pital on  December  16,  1947. 

Long  Island  physicians  and  members  of  the  staffs 
of  Long  Island  Hospitals  were  invited  to  attend  the 
session. 

Albany  Society  for  the  Advancement  of  Psycho- 
somatic Medicine 

Parents  of  children  who  have  received  help  from 
physicians  in  psychological  problems  were  guests  of 
the  Albany  Society  for  the  Advancement  of  Psycho- 
somatic Medicine  at  a symposium  on  “Psychoso- 
matic Pediatrics”  held  January  17  in  Albany. 

Dr.  Otto  A.  Faust,  director  of  the  department  of 
pediatrics,  Albany  Medical  School,  and  Dr.  Marjorie 
F.  Murray,  associate  professor  of  pediatrics  and  con- 
sultant on  psychological  problems  of  childhood,  were 
in  charge  of  the  meeting.  Speakers  included  Dr. 


Clinton  P.  McCord,  Albany;  Dr.  Edith  B.  Jackson, 
associate  professor  of  pediatrics,  Yale  University, 
and  Dr.  Geraldine  Pederson-Krag,  New  York  City. 

Receipt  of  an  anonymous  contribution  of  $10,000, 
to  establish  a fund  for  research  in  psychosomatic 
pediatrics,  was  announced  by  Dr.  Faust  at  the  meet- 
ing. 

Saranac  Lake  Medical  Society 

Dr.  Carl  Muschenheim,  associate  professor  of 
medicine,  Cornell  University,  Medical  College,  spoke 
on  “Pulmonary  Manifestations  and  Complications 
of  Cardiovascular  Diseases”  at  a meeting  of  the 
Saranac  Lake  Medical  Society  on  January  14  at  the 
Saranac  Laboratory. 

On  January  29,  Dr.  Frank  W.  Cotui,  associate 
professor  of  experimental  surgery,  New  York  Uni- 
versity, College  of  Medicine,  spoke  on  “Recent  Ad- 
vances in  Protein  Nutrition.” 

Mount  Sinai  Hospital 

Five  scientific  papers  were  presented  at  the  clinical 
conference  held  at  Mount  Sinai  Hospital  January  19, 
with  Dr.  Arthur  S.  W.  Touroff  acting  as  chairman. 

[Continued  on  page  430] 


PHENO-BEPADOL 


For  mild  sedation  plus  dietary  supple- 
mentation in  the  B-Complex  factors, 
Pheno-Bepadol  I VC  offers  a welcome 
addition  to  the  modern  armamentar- 
ium. Its  palatability  and  compara- 
tive freedom  from  liability  to  side 
reactions  make  it  particularly  desir- 
able in  such  functional  digestive 
disturbances  as  neuroses,  vomiting 
of  pregnancy,  nervous  colitis,  etc. 
Pheno-Bepadol  I VC  assures  ideal 
sedation  in  simple  insomnias  . . . 
quieting  nervous  symptoms  and  al- 
laying apprehensions  . . . while  pro- 
viding all  the  benefits  of  B-Complex 
dietary  supplementation. 
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Speakers  and  their  topics  included:  Dr.  Ralph  L. 
Citron,  “Recurrent  Subluxation  of  the  Cervical 
Spine,”  with  discussion  by  Dr.  Robert  K.  Lipp- 
mann;  Dr.  Max  Ellenberg,  “Intermittent  Diabetes 
Precipitated  by  Recurrent  Cholecystitis,”  discus- 
sion by  Dr.  Herbert  Pollack;  Dr.  Abraham  Kaplan, 
“Parasagittal  Meningioma,”  discussion,  Dr.  Ira 
Cohen;  Dr.  Harry  L.  Jaffe,  “Coronary  Occlusion,” 
discussion,  Dr.  Arthur  M.  Master,  and  Dr.  R.  M. 
Berne,  “Case  for  Diagnosis,”  discussion,  Dr.  I. 
Snapper. 

New  York  City  Public  Health  Association 

Dr.  Bert  R.  Boone,  senior  surgeon  of  the  United 
States  Public  Health  Service,  discussed  the  work  of 
the  service  in  developing  a program  for  control  of 
heart  disease  at  the  midwinter  meeting  of  the  Public 
Health  Association  of  New  York  City,  January  22 
in  New  York. 

Also  speaking  at  the  sessions  were  Martin  Allen 
Pond,  assistant  professor  of  public  health,  Yale  Uni- 
versity; Dr.  Herman  E.  Hilleboe,  State  Health 
Commissioner;  Dr.  Harry  S.  Mustard,  New  York 
City  Health  Commissioner,  and  Dr.  E.  H.  L.  Corwin, 
executive  secretary  of  the  committee  on  public 
health  relations  of  the  New  York  Academy  of  Medi- 
cine. 

Manhattan  and  Bronx  Chapter,  Long  Island 
College  of  Medicine 

Re-establishment  of  the  Manhattan  and  Bronx 
Chapter  of  the  Long  Island  College  of  Medicine  was 
completed  at  a meeting  of  alumni  held  January  20 
at  the  office  of  Dr.  Elias  Rauch,  New  York  City. 

Guest  speaker  was  Dr.  A.  W.  Martin  Marino,  of 
Brooklyn,  president  of  the  Alumni  Association. 

Chapter  officers  elected  are:  Dr.  Benjamin  Jab- 
Ions,  president;  Dr.  Nathan  Magida,  vice-president; 
Dr.  Rauch,  secretary,  and  Dr.  Philip  Kassen,  trea- 
surer. 

The  next  meeting  will  be  held  late  in  February. 


Brooklyn  Urological  Society 

Dr.  Frank  C.  Hamm  was  elected  president  of  the 
Brooklyn  Urological  Society  for  1948,  at  a meeting 
of  the  group  held  in  January.  Serving  with  him  are 
Dr.  Lawrence  L.  Lavalle,  vice-president,  and  Dr. 
Harold  B.  Hermann,  secretary-treasurer. 

New  York  Academy  of  Medicine 

Dr.  Edward  J.  Stieglitz,  Suburban  Hospital, 
Washington,  D.C.,  gave  the  fourth  lecture  to  the 
laity  of  the  1947-1948  series  at  the  New  York  Acad- 
emy of  Medicine,  on  January  22.  His  topic  was 
“On  Being  Old  Too  Young.” 

American  Social  Hygiene  Association 

Dr.  Thomas  Parran,  United  States  Surgeon  Gen- 
eral, was  the  principal  speaker  at  the  regional  con- 
ference on  social  hygiene  of  the  American  Social  Hy- 
giene Association,  February  4,  in  New  York  City. 
His  topic  was  “Are  We  Stamping  Out  Syphilis?” 

At  the  afternoon  session  on  clinical  and  social  as- 
pects of  venereal  disease,  Dr.  Harry  S.  Mustard, 
New  York  City  Health  Commissioner,  presided. 

Eastern  New  York  Eye,  Ear,  Nose  and  Throat 
Association 

Dr.  Fred  W.  Dixon,  assistant  professor  of  oto- 
laryngology at  Western  Reserve  Medical  College, 
Cleveland,  Ohio,  spoke  on  “Unusual  Nasal  Sinuses 
and  Their  Relationship  to  Ophthalmology  and  Oto- 
laryngology” at  the  meeting  of  the  Eastern  New 
York  Eye,  Ear,  Nose  and  Throat  Association,  on 
February  5 in  Troy. 

Women’s  Medical  Society  of  New  York  State 

Plans  for  the  annual  meeting  of  the  Women’s 
Medical  Society  of  New  York  State,  which  will  be 
held  at  the  Hotel  Pennsylvania,  New  York  City, 
May  16  and  17,  were  made  at  the  midyear  meeting 
of  the  group  February  7 and  8,  in  New  York. , 

Dr.  Helen  Walker,  president  of  the  Society,  was  in 
charge  of  the  councillor’s  meeting. 


FUTURE 


John  T.  Mather  Memorial  Hospital,  Port 
Jefferson 

A teaching  day  on  kidney  disease  has  been  ar- 
ranged by  the  Council  Committee  on  Public  Health 
and  Education  of  the  Medical  Society  of  the  State 
of  New  York  for  the  staff  of  the  John  T.  Mather 
Memorial  Hospital,  Port  Jefferson,  on  February  19, 
beginning  at  11:30  a.m. 

Taking  part  in  the  program  will  be:  Dr.  Louis  F. 
Bishop,  assistant  professor  of  clinical  medicine,  New 
York  University,  College  of  Medicine,  who  will  speak 
on  “Hypertension  and  Hypertensive  Renal  Dis- 
ease;” Dr.  Edward  Craig  Coats,  instructor  in  sur- 
gery, Cornell  University,  Medical  College,  “Sup- 
purative and  Calculous  Diseases  of  the  Kidneys,” 
and  Dr.  William  Goldring,  associate  professor  of- 
medicine,  New  York  University,  College  of  Medi- 
cine, “The  Clinical  Aspects  of  Glomerulonephritis.” 

American  Otorhinologic  Society  for  the  Advance- 
ment of  Plastic  and  Reconstructive  Surgery 

The  next  regular  meeting  of  the  American  Oto- 
rhinologic Society  for  the  Advancement  of  Plastic 


and  Reconstructive  Surgery  will  be  held  at  the 
County  Medical  Society  Building,  Philadelphia, 
Pennsylvania,  on  February  26.  The  session  will 
begin  at  8 p.m. 

New  York  and  Brooklyn  Fracture  Committee, 
American  College  of  Surgeons 

The  thirteenth  annual  Fracture  Day,  sponsored 
by  the  New  York  and  Brooklyn  Fracture  Com- 
mittee of  the  American  College  of  Surgeons,  will  be 
held  February  28  at  the  Lenox  Hill  Hospital,  New 
York  City,  with  Dr.  Preston  A.  Wade  acting  as 
chairman.  Dr.  Frank  E.  Stinchfield  is  chairman  of 
the  committee  for  the  program. 

Speakers  at  the  morning  session  and  their  topics 
will  include:  Dr.  Robert  H.  Kennedy,  “Mechanical 
Problems  in  Open  Reductions”;  Drs.  Lester 
Breidenbach  and  Jere  W.  Lord,  Jr.,  “Management 
of  Arterial  Injuries  Associated  with  Fractures  and 
Dislocations”;  Dr.  Russell  Patterson,  “Thrombo- 
phlebitis Associated  with  Hip  Fractures”;  Dr.  J. 
Lawrence  Pool,  “Neurosurgical  Aspects  of  Fracture 
[Continued  on  page  432] 


The  efficacy  and  safety  of  sulfonamide  therapy  are  greatly  enhanced  through  the 
use  of  Aldiazol.  This  palatable  liquid  preparation  provides  a suspension  of  both 
microcrystalline  sulfadiazine  and  sulfathiazole  together  with  the  alkalizing  salts  sodium 
citrate  and  sodium  lactate. 

Aldiazol  leads  to  therapeutic  sulfonamide  blood  levels  more  quickly  than  is  possible 
with  ordinary  sulfonamides,  since  its  sulfadiazine  and  sulfathiazole  are  in 
microcrystalline  form. 

Recent  studies*  have  shown  that  the  combined  urine-solubility  of  two  sulfonamides 
is  greater  than  that  of  a single  sulfonamide,  since  the  presence  of  one  exerts  little 
influence  upon  the  solubility  of  the  other.  Consequently,  a greater  total  quantity  of 
concurrently  administered  sulfadiazine  and  sulfathiazole  can  be  dissolved  in  the  urine 
than  of  either  drug  alone,  resulting  in  a lowered  incidence  of  crystalluria  and  its 
complications.  The  presence  of  alkalies  in  Aldiazol  further  reduces  the  danger  of 
crystalluria.  In  addition,  the  excreted  sulfonamides  ai*e  largely  in  non-conjugated  form, 
a valuable  feature  in  the  treatment  of  urinary  infections. 

Aldiazol  is  indicated  in  the  treatment  of  many  infectious  diseases  amenable  to 
sulfonamide  therapy.  Being  a palatable  liquid,  it  is  especially  useful  for  children. 

•Lehr,  D.:  Proc.  Soc.  Exper.  Biol.  ffc  Med.  5S:11  (Jan.)  194S. 

Lehr,  D.;  Slobody,  L.,  and  Greenberg,  W.:  J.  Pediat.  29:275  (Sept.)  1946. 


Each  teaspoonful  (5  cc.)  contains: 
Sulfadiazine  (microcrystalline).  . . .0.25  Gm. 
Sulfathiazole  (microcrystalline). . . .0.25  Gm. 

Sodium  Citrate 0.50  Gm. 

Sodium  Lactate 0.60  Gm. 


THE  S.  E.  MASSENGILL  COMPANY 
Bristol,  Tenn.-Va. 
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Dislocation  of  the  Cervical  Spine”;  Dr.  Thomas  W. 
Stevenson,  “Importance  of  a Well  Nourished  Skin 
Covering  for  Bones,  Joints  and  Tendons”;  Dr. 
David  M.  Bosworth,  “Posterior  Fixation  of  the  Fib- 
ula Behind  the  Tibia  in  Fractures  of  the  Ankle 
Joint”;  Dr.  William  II.  Cassebaum,  “Postwar  Ex- 
periences in  Treatment  of  Compound  Fractures  with 
Use  of  Internal  Fixation,”  and  Dr.  Charles  W. 
Lester,  “Recognition  and  Treatment  of  Lung  Lac- 
erations Secondary  to  Severe  Thoracic  Cage  Dam- 
age.” 

At  the  afternoon  session:  Dr.  William  Darrach 
will  introduce  Mr.  H.  Osmond-Clarke,  London, 
England,  who  will  give  the  Clay  Ray  Murray  Me- 
morial Lecture,  by  invitation.  Other  speakers  will 
be  Drs.  Henry  Jordan  and  Walter  Galland,  “Treat- 
ment of  Fractures  by  Means  of  Roger  Anderson  Pin 
Fixation;”  Dr.  Harrison  McLaughlin,  “Treatment 
of  Long  Bone  Fractures  by  Open  Reduction,”  and 
Dr.  Edward  Winant,  “Treatment  of  Long  Bone 
Fractures  by  Means  of  Traction.” 

Cornell  University  Medical  College 

The  fiftieth  anniversary  of  the  Cornell  University 
Medical  College  is  being  celebrated  this  year,  and  on 
March  11a  special  Alumni  Day  program  will  be  held 
at  the  College. 

Included  on  the  program  will  be  registration, 
luncheon  at  the  Nurses  Residence,  a business  meet- 
ing, and  conferences  in  all  departments.  A dinner 
dance  at  the  Roosevelt  Hotel  will  conclude  the  day’s 
program. 

Long  Island  College  of  Medicine 

Its  fifth  postgraduate  course  in  industrial  medicine 
will  be  presented  by  the  Long  Island  College  of 
Medicine  during  the  two-week  period  from  April  5 to 
April  16,  under  the  auspices  of  the  department  of 
preventive  medicine  and  community  health. 

Main  objective  of  the  course  is  to  provide  physi- 


cians engaged  in  full  or  part  time  industrial  practice 
an  opportunity  to  become  acquainted  with  the  most 
recent  developments  in  the  field  of  industrial  medi- 
cine. 

Morning  demonstrations  and  afternoon  semi- 
nars will  be  held  at  the  College  and  in  representative 
industrial  plants  each  day  during  the  two  weeks,  and 
will  cover  such  topics  as:  “Health  Services  for  In- 
dustrial Workers,”  “Occupational  Health,”  “The 
Industrial  Physician  and  Health  Insurance,”  “Man- 
agement of  Medical  and  Surgical  Emergencies  in 
Industry,”  “Rehabilitation  of  the  Injured  Worker,” 
“Occupational  Diseases,”  “Respiratory  Infections 
in  Industry,”  and  “Surgical  Problems  of  Impor- 
tance to  the  Industrial  Physician.” 

Tuition  for  the  entire  course  will  be  $75.  In- 
quiries should  be  addressed  to  Dr.  Thomas  D. 
Dublin,  Department  of  Preventive  Medicine  and 
Community  Health,  248  Baltic  Street,  Brooklyn  2, 
New  York. 

American  Academy  of  Pediatrics 

The  area  meeting  of  the  American  Academy  of 
Pediatrics  will  be  held  at  the  Statler  Hotel,  Buffalo, 
from  April  29  to  May  2.  Members  of  state  medical 
societies  are  invited  to  attend. 

Advance  registration  may  be  made  by  writing  to 
Dr.  C.  G.  Grulee,  secretary-treasurer,  American 
Academy  of  Pediatrics,  636  Church  Street,  Evans- 
ton, Illinois,  enclosing  a check  for  $10  for  registration 
fee  and  banquet,  or  registration  may  be  made  at  the 
time  of  the  meeting. 

American  Dietetic  Association 

The  31st  annual  convention  of  the  American 
Dietetic  Association  will  be  held  in  Boston,  Massa- 
chusetts, from  October  18  through  October  22,  it  has 
been  announced. 

Meetings  in  connection  with  the  convention  will 
be  held  in  the  Hotel  Statler,  and  exhibition  space  has 
been  arranged  for  in  Mechanics  Hall. 


PERSONALITIES 


Honored 

Dr.  S.  Edward  King,  chief  of  medical  service  at 
Ilalloran  Veterans  Administration  Hospital,  Staten 
Island,  recently  decorated  with  the  Bronze  Star 
Medal  for  services  in  1944  in  the  European  Theater; 
entered  military  service  in  1942  and  was  discharged 
in  1947  with  rank  of  colonel;  served  as  chief  of  medi- 
cal service  at  various  hospitals  in  ETO,  including  the 
117th,  103rd,  and  the  300th  general  hospitals; 
while  in  Mediterranean  theater,  received  Army 
Commendation  Ribbon  and  Order  of  Knight  Officer, 
Crown  of  Italy. 

Appointed 

Dr.  William  A.  Brumfield,  Jr.,  Delmar,  director  of 
the  New  York  State  Department  of  Health  division 
of  venereal  diseases,  as  deputy  State  Commissioner 
of  Health,  effective  January  1. . .Dr.  Henry  W. 
Cave,  New  York  City,  as  a vice-chairman  of  the 
men’s  committee  of  the  1948  Salvation  Army  appeal 
. . .Dr.  Alvah  R.  Davignon,  Loudonville,  as  a mem- 
ber of  the  three-man  medical  board  of  the  State 
Employes’  Retirement  System.  . .Colonel  John  A. 
Evans,  physician  and  radiologist  at  New  York  Hos- 
pital, assigned  to  377th  Evacuation  Hospital,  Or- 
ganized Army  Reserve,  the  Bronx. 


Colonel  Robert  T.  Findley,  New  York  City, 
assigned  to  320th  General  Hospital,  Organized  Army 
Reserve,  New  York  City. . .Colonel  Theodore 
Golden,  New  York  City,  assigned  to  333rd  General 
Hospital,  Organized  Army  Reserve,  New  York  City 
. . .Colonel  Benjamin  Lubitz,  New  York  City,  as- 
signed to  445th  Ship’s  Complement,  Organized 
Army  Reserve,  Brooklyn. 

Colonel  Robert  D.  McKay,  Brooklyn,  assigned  to 
376th  Evacuation  Hospital,  Organized  Army  Re- 
serve, Brooklyn  . . . Colonel  Abraham  Norman, 
chief  medical  officer,  Veterans  Administration  re- 
gional office,  Brooklyn,  assigned  to  334th  General 
Hospital,  Organized  Army  Reserve,  Jamaica. 

Dr.  Berwyn  F.  Mattison,  director  of  the  Yonkers 
Tuberculosis  and  Health  Association,  as  first  Erie 
County  health  commissioner,  for  a term  of  six  years, 
beginning  January  1.  . .Dr.  A.  J.  Zaia,  Oneida  City 
Hospital,  former  president  of  the  Madison  County 
Medical  Society,  as  a member  of  the  Oneida  Board 
of  Health. 

Elected 

Dr.  James  D.  Tyner,  president  of  the  Newark 
Doctors  Association,  succeeding  Dr.  Evan  Tansley 
[Continued  on  page  434] 
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Loss  of  vibration  sense  is  one  of  the 
most  characteristic  signs  of  spinal  cord 
involvement  in  pernicious  anemia.  This 
is  a serious  complication  because  it 
may  cripple  and  disable  the  patient. 
Early  diagnosis  of  pernicious  anemia 
and  intensive,  continuous  treatment  are 
important  factors  in  preventing  spinal 
cord  sclerosis. 


LOSS  of 

i 

\ 

VIBRATION  SENSE! 


In  administering  such  vital  therapy  it 
is  important  to  make  certain  that  the 
preparation  you  employ  or  prescribe  is 
reliable,  potent,  and  effective.  Eminent 
authorities  have  pointed  out  that  the  use 
of  substandard  liver  preparations  is  one 
of  the  chief  causes  of  failure  in  perni- 
cious anemia  therapy. 

In  the  processing  of  ARMOUR  LIVER 
PREPARATIONS,  every  precaution  is 
taken  to  preserve  the  blood-regenera- 
ting active  constituents  of  fresh  liver. 
The  ARMOUR  LABORATORIES  has 
been  a pioneer  in  the  preparation  of 
therapeutic  liver  extracts  and  Armour 
technicians  and  scientists  are  experi- 
enced in  the, processing  of  the  best  in 
animal  products. 


Armour  Liver  Preparations 

Liver  Liquid  Parenteral 

4 U.S.P.  Injectable  units  per  cc. 

1 cc.,  5 cc.,  and  10  cc.  rubber-capped  vials. 

10  U.S.P.  Injectable  units  per  cc.  — 1 cc., 
5 cc.,  and  10  cc.  rubber-capped  vials. 

15  U.S.P.  Injectable  units  per  cc. — 1 cc., 
5 cc.,  and  10  cc.  rubber-capped  vials. 

Solution  Liver  Extract  — Oral 

45  cc.  equal  1 U.S.P.  Oral  Unit. 

Liver  Extract  Concentrate  Capsules 

9 capsules  equal  1 U.S.P.  Oral  Unit.  Boxes 
of  50  and  100. 

Have  confidence  in  the  preparation  you  pre- 
scribe or  administer  — specify  "ARMOUR" 


7^ 


THE  TT'ZM&UZ  LABORATORIES 


HEADQUARTERS  FOR  MEDICINALS  OF  ANIMAL  ORIGIN 


CHICAGO  9.  ILLINOIS 


434 


MEDICAL  NEWS 


[N.  Y.  State  J.  M. 


[Continued  from  page  432] 

. . .also  elected  were  Dr.  Jacob  Cohen,  vice-president, 
and  Dr.  Joseph  J.  Kaufman,  secretary. 

Speakers 

Dr.  Arthur  J.  Bedell,  Albany,  at  the  Pan-American 
Congress  of  Ophthalmology  in  Havana,  Cuba, 
January  8,  where  he  read  a paper  on  “Hypertensive 
Fundus.”  Dr.  Bedell  was  recently  named  a member 
of  the  Cuban  Society  of  Ophthalmology.  . .Dr. 
Herman  E.  Hilleboe,  New  York  State  Health  Com- 
missioner, one  of  the  lecturers  in  the  series  presented 


by  the  George  Washington  University  School  of 
Medicine,  Washington,  D.C. 

New  Offices 

Dr.  Melvin  Harbater,  New  York  City,  who  served 
more  than  five  years  in  the  Army  Medical  Corps, 
practice  of  ophthalmology  in  Utica.  . .Dr.  Wilbur  J. 
Manley,  former  captain  in  Army  Medical  Corps, 
practice  of  internal  medicine  in  Olean. . .Dr.  Selden 
T.  Williams,  Jr.,  formerly  of  Warsaw,  New  York, 
now  in  general  practice  in  Attica. 


COUNTY  NEWS 


Albany  County 

Dr.  Robert  R.  Linton,  associate  in  surgery,  Har- 
vard Medical  School,  was  the  guest  speaker  at  the 
meeting  of  the  Albany  County  Medical  Society 
January  28  at  the  Albany  College  of  Pharmacy. 
His  topic  was  “The  Surgical  Treatment  of  Hyper- 
tension.” 

New  officers  of  the  group  are:  Dr.  John  J.  Clem- 
mer,  president;  Dr.  Edward  S.  Goodwin,  vice- 
president;  Dr.  Albert  Vander  Veer,  2nd,  secretary; 
Dr.  Frances  E.  Vosburgh,  treasurer,  and  Drs.  Ray- 
mond F.  Kircher,  Claude  C.  Nuckols,  and  Christo- 
pher Stahler,  delegates.  New  members  elected  in- 
clude Drs.  John  K.  Meneely,  Jr.,  Ray  E.  Trussell, 
James  B.  Roberts,  Irving  Gordon,  Daniel  E.  Lester, 
and  John  C.  O’Keeffe. 

Allegany  County 

On  the  recommendation  of  the  Allegany  County 
Medical  Society,  Dr.  Dorothy  Gray,  Belfast,  was  ap- 
pointed by  the  board  of  supervisors  as  a member  of 
the  County  Bacteriological  Laboratory  Board. 

Broome  County 

Dr.  J.  C.  Zillhardt,  chief  of  staff  of  Charles  S. 
Wilson  Memorial  Hospital,  Johnson  City,  was  re- 
elected president  of  the  Broome  County  Medical 
Society  at  the  annual  meeting  December  9 in  Bing- 
hamton. 


Dr.  William  B.  Aten,  chairman  of  the  rheumatic 
fever  committee  of  the  Broome  County  Medical  So- 
ciety, discussed  community  services  available  for 
rheumatic  fever  victims  at  a staff  meeting  of  the 
Binghamton  Health  Bureau’s  public  health  nurses 
in  December. 


Establishment  of  a cancer  information  center  in 
connection  with  the  new  cancer  prevention  and  de- 
tection program  of  the  Broome  County  Tubercu- 
losis and  Public  Health  Association  has  been  an- 
nounced. The  center  will  be  located  in  Bingham- 
ton. 

Chautauqua  County 

Dr.  Everett  O.  Black,  Fredonia,  was  elected  presi- 
dent of  the  Chautauqua  County  Medical  Society  at 
its  annual  meeting  in  Jamestown.  Other  officers 
are:  Dr.  William  L.  King,  Jamestown,  first  vice- 
president;  Dr.  Samuel  Patti,  Dunkirk,  second  vice- 
president;  Dr.  Edgar  Bieber,  Dunkirk,  secretary, 
and  Dr.  C.  E.  Ilallenbeck,  Dunkirk,  treasurer. 


Guest  speaker  at  the  meeting  was  Dr.  Leslie  H.  . 
Backus,  Buffalo,  who  discussed  plastic  and  recon-  t 
structive  surgery. 

Chenango  County 

Dr.  John  H.  Hollis,  Norwich,  was  re-elected  presi-  ' 
dent  of  the  Chanango  County  Medical  Society  at  the 
annual  meeting  December  14  in  Norwich.  Other 
officers  named  are:  Dr.  Newton  Brachin,  Greene,  j 
vice-president;  Dr.  John  Stewart,  Norwich,  secre- 
tary-treasurer, and  Dr.  J.  Mott  Crumb,  South 
Otselic,  delegate. 

Dr.  Robert  Karns,  assistant  director  of  the  State 
Department  of  Health,  spoke  on  the  problem  of 
poliomyelitis,  and  led  a group  discussion.  Another 
guest  speaker  was  Dr.  Robert  Hannon,  executive 
officer  of  the  State  Medical  Society,  who  discussed  | 
medical  legislation. 

Cortland  County 

New  officers  for  the  Cortland  County  Medical 
Society,  elected  at  the  annual  meeting  December  19 
in  Cortland,  are:  Dr.  Robert  Henry  Kerr,  president; 
Dr.  Warren  J.  Pashley,  vice-president;  Dr.  Edward 
F.  Higgins,  secretary,  and  Dr.  Frank  F.  Sornberger, 
treasurer. 

Delaware  County 

Members  of  the  Delaware  County  Medical  Society 
have  voiced  unanimous  disapproval  of  the  proposed 
county  hospital  and  health  plan  which  has  been  ap- 
proved by  the  board  of  supervisors  following  a report 
of  the  State  Department  of  Health  recommending 
the  plan. 

Suggested  by  the  Hospital  Survey  and  Planning 
Commission  of  New  York  State,  the  plan  recom- 
mends a $503,000  county  hospital  expansion  pro- 
gram at  Sidney,  Delhi,  and  Hancock,  and  the  estab- 
lishment of  a county  health  department  and  labo- 
ratory with  headquarters  at  Sidney. 

The  County  Medical  Society  voted  to  petition  the 
board  of  supervisors  to  reject  the  plan  as  not  work-  ■ 
able  for  the  county,  arguing  that  in  a centralized 
hospital  patients  would  be  beyond  reach  of  their 
families,  and  that  their  regular  physicians  would  be 
unable  to  give  them  any  regular  care,  thus  burdening 
local  physicians.  The  County  Society  plans  to  offer 
alternate  recommendations  to  the  county  as  soon  as 
possible. 

Fulton  County 

Dr.  Malcolm  McMartin,  Johnstown,  was  elected 
president  of  the  Fulton  County  Medical  Society  at 
its  annual  meeting  December  18  in  Gloversville,  suc- 
ceeding Dr.  Francis  Hyland,  Gloversville. 

[Continued  on  page  436] 
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Constipation  has  long  been  one  of  the  more  frequent  disorders 
accompanying  old  age,  due  to  definite  structural  changes  and 
a general  slowing  up  of  all  the  physiological  functions. 


As  a result  of  these  changes,  the  physician  often  finds  it  neces- 
sary to  prescribe  some  medication  that  will  help  establish 
regularity. 


KONDREMUL 

(An  Emulsion  of  Mineral  Oil  and  Irish  Moss) 

— as  the  regulator  of  choice — is  pleasant  to  take,  creamy  in 
consistency  and  satisfies  the  most  fastidious. 


KONDREMUL  Plain  (containing  5 5%  mineral  oil) 

KONDREMUL  with  non-bitter  Extract  of  Cascara  (4.42  Gm. 
per  100  cc.) 

KONDREMUL  with  Phenolphthalein — .13  Gm.  (2.2  grs.) 
phenolphthalein  per  tablespoonful. 


Canadian  Distributors: 

Charles  E.  Frosst  & Co.,  Box  247,  Montreal 
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Other  officers  elected  are:  Dr.  Herbert  Hageman, 
Gloversville,  vice-president ; Dr.  William  Raymond, 
Johnstown,  treasurer,  and  Dr.  Robert  Lenz,  Glovers- 
ville, secretary. 

Genesee  County 

A new  basic  fee  schedule,  effective  January  1,  has 
been  adopted  by  four  Le  Roy  physicians,  after  due 
consideration  of  increased  costs,  it  has  been  an- 
nounced. A similar  proposal  to  establish  rates  for 
other  communities  was  discussed  at  a recent  meeting 
of  the  Genesee  County  Medical  Society,  but  no  ac- 
tion taken. 

Minimum  charges  announced  are:  office  visits, 
$2.50;  house  visits  from  7 a.m.  to  7 p.m.,  $3.50; 
7 p.m.  to  midnight,  $4.50,  and  midnight  to  7 a.m., 
$5.50. 

Jefferson  County 

Dr.  Gray  H.  Twomblv,  assistant  professor  of  can- 
cer research,  Columbia  University,  College  of  Physi- 
cians and  Surgeons,  spoke  to  members  of  the  Jeffer- 
son County  Medical  Society  at  their  meeting  Feb- 
ruary 12  in  Watertown.  His  topic  was  “Recogni- 
tion and  Treatment  of  Pelvic  Cancer,”  and  the  pro- 
gram was  postgraduate  instruction  arranged  by  the 
State  Society  Council  Committee  on  Public  Health 
and  Education. 

Kings  County 

Louis  I.  Dublin,  Ph.D.,  statistician  for  the  Metro- 
politan Life  Insurance  Company  of  New  York, 
spoke  on  “Longevity  and  Mortality  of  American 
Physicians  1938-1942”  at  the  meeting  of  the  Kings 
County  Medical  Society  January  20  at  the  Medical 
Society  Building. 

Dr.  A.  W.  Martin  Marino,  new  president  of  the 
group,  gave  his  inaugural  address,  “Pro  Bono  Pub- 
lico,” at  this  meeting. 

Topic  for  the  February  17  meeting  is  “Medicine  at 
the  Crossroads”  and  will  be  discussed  by  Captain  R. 
Harold  Draeger  of  the  Medical  Corps  of  the  U.S. 
Navy.  Former  executive  officer  of  the  Naval  Medi- 
cal Research  Institute,  Captain  Draeger  was  selected 
to  direct  the  medical  and  biologic  research  at  Bikini 
during  the  atom  bomb  tests. 

Montgomery  County 

Dr.  Raymond  E.  Wytrwal,  St.  Johnsville,  was 
elected  president  of  the  Montgomery  County  Medi- 
cal Society  at  the  annual  meeting  in  December. 

Other  officers  named  are:  Dr.  R.  R.  Violyn,  Am- 
sterdam, vice-president;  Dr.  David  W.  Childs, 
secretary,  and  Dr.  Fred  F.  Pipito,  Amsterdam,  trea- 
surer. 


Niagara  County 

A paper  on  “Pulmonary  Embolism”  was  presented 
by  Dr.  John  Ambrusko,  North  Tonawanda,  at  the 
meeting  of  the  Niagara  County  Medical  Society  on 
January  13  in  Lockport.  Dr.  W.  W.  Pierce,  Lock- 
port,,  newly  elected  president,  was  chairman. 

The  Society  voted  a donation  of  $500  to  the 
National  Physicians’  Committee  to  assist  in  the  fight 
against  compulsory  health  insurance.  The  mem- 
bers were  urged  to  continue  their  individual  contri- 
butions. 


Orange  County 

Dr.  Theodore  R.  Proper,  Newburgh,  was  elected 
president  of  the  Orange  County  Medical  Society  at  a 
meeting  attended  by  146  members  December  10  in 
Middletown.  Other  officers  elected  for  1948  were: 
Dr.  Arnold  Messing,  vice-president;  Dr.  E.  C. 
Waterbury,  secretary-treasurer,  and  Drs.  M.  A. 
Stivers  and  W.  W.  Davis,  delegates  to  the  State 
Society. 

Otsego  County 

Elected  president  of  the  Otsego  County  Medical 
Society,  succeeding  Dr.  Charles  B.  Kieler,  Coopers- 
town,  is  Dr.  Edward  J.  Keegan,  Oneonta.  New 
vice-president  of  the  Society  is  Dr.  John  W.  Latcher, 
Oneonta,  and  secretary-treasurer  is  Dr.  John  M. 
Constantine,  Oneonta. 

Richmond  County 

Topics  and  speakers  for  the  March  Friday  after- 
noon sessions  of  postgraduate  instruction,  arranged 
for  the  Richmond  County  Medical  Society  by  the 
State  Society  in  cooperation  with  the  State  Depart- 
ment, of  Health,  will  be: 

March  5 — “The  Management  of  the  Failing 
Heart,”  Dr.  Harry  Gold,  professor  of  clinical  phar- 
macology, Cornell  University  Medical  College. 

March  12 — “Gastrointestinal  Hemorrhage,”  Dr. 
Albert  F.  R.  Andresen,  professor  of  clinical  medi- 
cine, Long  Island  College  of  Medicine. 

March  19 — “The  Treatment  of  Bums  and  Hand 
Infections,”  Dr.  David  Goldblatt,  associate  clinical 
professor  of  surgery,  New  York  Post-Graduate 
Medical  School. 

March  26 — “Cancer  of  the  Stomach,”  Dr.  George 
T.  Pack,  assistant  professor  of  clinical  surgery,  Cor- 
nell University  Medical  College. 

The  lectures  begin  at  4: 30  p.m.,  and  are  held  in  the 
auditorium  of  the  United  States  Marine  Hospital, 
Stapleton,  Staten  Island. 

Schenectady  County 

“The  Use  of  Cell  Smears  in  the  Early  Diagnosis  of 
Cancer”  will  be  the  topic  of  a lecture  in  postgraduate 
instruction  to  be  presented  by  Dr.  George  N. 
Papanicolaou,  professor  of  clinical  anatomy,  Cornell 
University,  Medical  College,  at  the  meeting  of  the 
Schenectady  County  Medical  Society  April  6 at  the 
Ellis  Hospital,  Schenectady. 

Sullivan  County 

Dr.  Frederick  N.  Marty,  assistant  professor  of 
clinical  medicine,  Syracuse  University  College  of 
Medicine,  will  speak  on  “Plasma  Therapy  and 
Whole  Blood  Transfusion”  at  the  meeting  of  the 
Sullivan  County  Medical  Society  February  25  in 
Liberty. 

The  program  is  postgraduate  instruction  arranged 
bv  the  Council  Committee  on  Public  Health  and 
Education  of  the  State  Society. 

Westchester  County  • «' 

“The  Present  Status  of  Vagotomy  in  the  Treat- 
ment of  Peptic  Ulcer”  was  discussed  by  Dr.  Julian 
M.  Ruffin,  associate  professor  of  medicine,  Duke 
University,  at  the  meeting  of  the  Westchester 
County  Medical  Society  January  20  in  White  Plains. 
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Digitaline 

Nativelle 
puts  out 
the  'cat” 


Dosage  by  " cat  units ” is  eliminated  by 
prescribing  Digitaline  Nativelle,  the 
chief  active  principle  of  digitalis  pur- 
purea. Digitaline  Nativelle  affords 
simplified  dosage  and  uniform  car- 
diotonic action.  . . . is  therefore  a 
preparation  of  choice  whenever  digi- 
talis therapy  is  indicated. 

• 

Digitaline  Nativelle 

affords  5 advantages  . . . 

1.  Uniform  potency  by  weight. 

2.  Identical  dosage  and  effect  when 
given  intravenously  or  by  mouth. 

3.  Virtual  freedom  from  gastric  up- 
sets and  untoward  side  effects. 

4.  Uniform,  rapid  absorption  and  ac- 
tion, determinable  by  the  clock. 

5.  Active  principle  indorsed  by  lead- 
ing cardiologists. 

Extraneous  substances  and  their  un- 
toward side  effects,  so  common  with 
the  use  of  crude  preparations,  are  vir- 
tually eliminated  by  prescribing  Digi- 
taline Nativelle,  the  chief  active  prin- 
ciple of  digitalis. 

• 

Rapid  Digitalization  ...  1.2  mg.  in 
equally  divided  doses  of  0.6  mg.  at 
three-hour  intervals. 

• 

Maintenance:  0.1  or  0.2  mg.  daily 
depending  upon  patient’s  response. 

• 

Change-over:  0.1  or  0.2  mg.  of  Digi- 
taline Nativelle  may  advantageously 
replace  present  maintenance  dosage 
of  0.1  gm.  or  0.2  gm.  of  whole  leaf. 


For  faster,  uniform  action  with  less  “reac- 
tion”. . . prescribe  Digitaline  Nativelle. 


Supplied  through  all  pharmacies  in 
0.1  mg.  pink  tablets  and  0.2  mg.  white 
tablets  — in  bottles  of  40  and  250.  In 
ampules  of  0.2  mg.  (1  cc.)  and  0.4 
mg.  (2  cc.)—in  packages  of  6 or  50. 


Dieitaline  Nativelle 


. . . active  glycoside  of  digitalis  purpurea  ( digitoxin ) 


VARICK  PHARMACAL  CO..  INC.  ( Division  of  E.  Fougera  & Co.,  Inc.)  76  Varick  St.,  New  York,  N.  Y. 
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Alcoholic  Center 

A PROPOSAL  that  the  State  accept  responsibility 
CL  for  treating  and  rehabilitating  alcoholicte  and 
establish  an  experimental  hospital  of  not  more  than 
fifty  beds  for  their  care  was  made  in  January  by  the 
Westchester  Joint  Committee  on  Alcoholism. 

The  joint  committee,  comprised  of  medical,  civic, 
and  religious  leaders,  recommended  that  the  “pilot” 
hospital  should  be  established  near  a heavily  popu- 
lated area  where  the  incidence  of  alcoholism  is  high. 
The  proposal  was  made  to  the  subcommittee  on  the 
problems  of  alcohol  of  the  New  York  State  Inter- 
departmental Health  Council  in  Albany. 

Dr.  I.  Jay  Brightman,  chairman  of  the  subcom- 
mittee on  the  problems  of  alcohol,  said  in  Albany 
that  his  group  would  “take  the  Westchester  report 
under  serious  consideration.” 

Dr.  Brightman  said  the  subcommittee  would  give 
to  the  Health  Council  a plan  for  introduction  into 
the  Legislature. 


Urged  for  State 

The  Westchester  committee  said  in  its  proposals 
that  an  estimated  6.6  per  cent  of  adult  males  and 
1.6  per  cent  of  adult  females  are  chronic  alcoholics. 
Nevertheless,  the  committee  said,  present  knowl- 
edge of  treating  alcoholics  is  so  limited,  it  would  be 
preferable  to  start  on  a modest  scale  and  add  to  it  as 
knowledge  advanced. 

The  committee  proposals,  making  a plea  for  con- 
sidering alcoholics  as  ill  persons  rather  than  as  crimi- 
nals, recommended  that  the  State  social  hygiene  law 
be  amended  to  provide  for  the  certification  of  alco- 
holics to  public  mental  institutions. 

The  Westchester  committee,  whose  chairman  is 
Paul  R.  Brown,  warden  of  the  Westchester  County 
Penitentiary  at  East  View,  was  started  a year  ago  by 
the  White  Plains  Rotary  Club.  It  includes  the 
Westchester  Medical  Society,  the  Mental  Hygiene 
Association  of  Westchester  County,  the  Salvation 
Army,  and  Alcoholics  Anonymous. 


General  Hospital  Beds  Planned  for  Madison  County 


MADISON  County  needs  at  least  130  new  general 
hospital  beds — 70  of  them  in  or  near  Hamil- 
ton— according  to  official  New  York  State  statistics 
released  recently. 

These  figures  were  received  by  Dr.  William  Liddle, 
chairman  of  the  Public  Health  Committee  of  the 
Board  of  Supervisors  as  part  of  the  long-awaited 
survey  by  the  New  York  State  Department  of  Health 
and  the  Joint  Hospital  Survey  and  Planning  Com- 
mission requested  by  supervisors. 

Additional  hospital  beds  for  Madison  County  was 
only  one  aspect  of  the  over-all  health  needs  of  the 
county  dealt  with  in  the  survey,  which  included 
recommendations  concerning  a county  laboratory 


and  public  health  department.  In  discussing  the 
need  for  hospital  beds,  however,  State  officials  stated : 

“It  is  believed  that  the  130  additional  general  hos- 
pital beds  for  Madison  County  can  be  obtained  best 
by  adding  60  beds  to  the  existing  80  beds  at  the 
Oneida  City  Hospital,  providing  a total  of  140  beds 
in  the  city  of  Oneida,  and  by  the  construction  of  a 
new  general  hospital  of  70  beds  in  the  vicinity  of 
Hamilton  Village. 

"The  Hamilton  community,  in  the  southern  part 
of  the  county,  is  a logical  place  in  which  to  locate 
general  hospital  facilities  to  serve  the  central  and 
southern  sections  of  the  county  and  the  borders  of 
adjacent  counties.” 


Bronx  Hospital  Admits 

A PLAN  to  provide  hospital  affiliation  for  quali- 
fied general  practitioners,  who  now  are  largely 
excluded  from  hospital  staffs,  was  announced  re- 
cently by  the  Bronx  Hospital,  the  Bronx,  through  its 
director,  Dr.  Aaron  A.  Karan. 

Under  the  plan  Bronx  Hospital  will  add  to 
its  staffs  a general-practice  section,  the  first  of  its 
kind  in  any  voluntary  hospital  in  New  York. 
Most  hospitals  in  New  York  are  staffed  entirely 
by  specialists. 

“Bronx  Hospital  is  glad  to  pioneer  this  effort  in 
New  York,”  Dr.  Karan  said.  “There  arc  approxi- 
mately 2,100  physicians  in  Bronx  County,  of  whom 


General  Practitioners 

1,600  are  members  of  the  County  Medical  Society. 
Well  over  half  of  these  have  no  hospital  affiliation  in 
the  borough  and  cannot  obtain  hospitalization  for 
their  patients  except  in  proprietary  institutions.” 

In  the  past,  Dr.  Karan  explained,  voluntary  hos- 
pitals have  excluded  general  practitioners  from  their 
staffs,  and  it  was  necessary  for  these  doctors  to  take 
their  patients  to  more  expensive  private  hospitals. 
Only  doctors  who  are  members  of  hospital  staffs  are 
allowed  to  use  the  hospitals’  facilities,  thus  making  it 
almost  impossible  for  a general  practitioner  to  treat 
a patient  in  a voluntary,  nonprofit  institution,  where 
costs  are  less  than  at  private  hospitals. 


[Continued  on  page  440] 
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Ca  able  Hands 

for  your  Patient 


Your  patient  at  the  Spa  is  in  capable  hands.  The 
treatment  which  you,  yourself,  prescribe  for  him 
is  faithfully  carried  out  by  a well  trained  staff. 
Here  in  a restful  setting  of  great  natural  beauty,  a 
person  suffering  from  cardiac,  vascular  or  rheumatic 
disorders  of  a chronic  nature  finds  mental  and  phys- 
ical relaxation  which  enables  the  Spa’s  naturally 
carbonated  mineral  waters  to  exert  their  full  measure 
of  therapeutic  benefit. 

Thus  the  Spa  lightens  your  heavy  burden,  with 
added  relief  in  the  assurance  that  your  patient  will 
receive  the  best  of  care  to  prepare  him  for  your 
continued  medical  direction. 

Capable  physicians  are  available  in  Saratoga  Springs 
for  consultation  with  your  patient  on  the  details  of 
the  program. 

"PHYSICIAN,  GIVE  HEED  TO  THINE  OWN  HEALTH" 

Many  physicians  have  come  to  the  Spa  for  the 
same  kind  of  treatments  that  have  helped  their 
patients  here.  After  a restorative  "cure”  at  the  Spa, 
you,  too,  will  return  to  your  practice  refreshed  — 
revitalized  — ready  for  the  busy  days  that  lie  ahead. 
For  professional  publications  of  the  Spa,  and  physician ’s 
sample  carton  of  bottled  waters,  with  their  analyses, 
write  l V.  S.  McClellan,  M . D.,  Medical  Director, 
Saratoga  Spa,  1 55  Saratoga  Springs,  New  York. 

Listed  by  the  Committee  on  American  Health 
Resorts  of  the  American  Medical  Association 


THE  EMPIRE  STATE'S  CONTRIBUTION  TO  THE  MEDICAL  PROFESSION 
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NEWS  NOTES 


A clinic  for  peripheral  vascular  diseases  has  been 
opened  by  the  Hospital  for  Joint  Diseases,  New 
York  City,  according  to  an  announcement  by  Janice 
Seligman,  supervisor  of  the  outpatient  department. 
The  clinic,  which  meets  Monday  and  Friday  morn- 
ings from  9 to  11  a.m.,  is  headed  by  Dr.  Isador 
Mufson. 


Dr.  John  Pasture,  executive  director  of  the  Hos- 
pital Council  of  Greater  New  York,  spoke  at  an  open 
meeting  of  the  Health  Council  Division  of  the  Brook- 
lyn Council  for  Social  Planning  on  February  5.  His 
topic  was  “The  Master  Hospital  Plan  as  It  Affects 
Brooklyn.”  The  meeting  was  held  at  the  Brooklyn 
Bureau  of  Social  Services. 


Dr.  Thurman  Boyd  Givan,  director  of  pediatrics 
at  Cumberland  Hospital,  associate  professor  of 
pediatrics  at  Long  Island  College  Hospital,  and 
senior  pediatrician  at  Norwegian  Hospital,  Brook- 
lyn, was  guest  speaker  at  the  February  18  meeting 
of  the  staff  of  Doctor’s  Hospital  in  Queens.  His 
subject  was  “Prophylactic  Measures  in  Pediatrics.” 


Dr.  George  R.  Stuart  and  Dr.  Raymond  P.  Sulli- 
van, retiring  as  directors  of  the  first  and  second  sur- 
gical divisions,  respectively,  and  Dr.  Stanley  Brady, 
retired  director  of  pediatrics,  all  of  St.  Vincent’s 
Hospital,  New  York  City,  recently  received  gold 
medals  and  illuminated  scrolls  from  Francis  Cardi- 
nal Spellman  at  a testimonial  dinner. 

Dr.  Stuart  has  been  associated  with  the  hospital 
since  1908,  Dr.  Sullivan  since  1909,  and  Dr.  Brady 
since  1926.  All  are  continuing  as  members  of  the 
senior  consulting  staff  of  the  hospital. 


Expansion  of  the  program  to  develop  specialists, 
in  line  with  a trend  evident  throughout  the  nation, 
is  under  way  at  the  Syracuse  Medical  Center,  ac- 
cording to  a recent  announcement  by  Dr.  H.  G. 
Weiskotten,  dean  of  the  College  of  Medicine  at 
Syracuse  University. 

Dr.  Weiskotten  pointed  out  that  there  are  twenty- 
four  doctors  serving  as  assistant  residents  at  the 
medical  center  and  nine  more  as  full-fledged  resi- 


dents in  various  categories  of  medicine,  including 
surgery,  internal  medicine,  obstetrics,  gynecology, 
and  pediatrics. 

As  an  example  of  the  trend  toward  specialization, 
he  cited  the  fact  that  the  department  of  internal 
medicine  has  had  more  than  100  applications  for 
the  four  residencies  it  provides. 

However,  the  College  of  Medicine,  while  in  stride 
with  specialization,  has  taken  cognizance  of  the  need 
for  better  prepared  general  practitioners,  and  next 
July,  Dean  Weiskotten  said,  will  initiate  four  resi- 
dencies in  general  practice. 


Plans  for  improvements  to  Cohoes  Hospital  and  a 
closer  affiliation  of  the  staffs  with  officials  of  the 
institute  were  discussed  at  the  December  meeting 
of  the  executive  committee  and  the  medical  staff. 
Dr.  A.  J.  Vinci,  president,  and  Dr.  Francis  M. 
Noonan,  vice-president  of  the  medical  staff,  attended 
the  conference. 


The  regular  clinical  conference  of  Hillside  Hos- 
pital, Queens,  was  held  at  the  hospital  on  February 
8.  The  program  was  on  “Contrasting  Mechanisms 
in  Two  Patients  with  Obsessive  Compulsive  Neuro- 
sis,” and  was  given  by  Dr.  Hans  Kleinschmidt  and 
Dr.  Gabriel  de  la  Vega. 


The  first  Samuel  Strausberg  Memorial  Lecture 
of  the  Beth-El  Hospital,  Brooklyn,  was  delivered  by 
Dr.  William  Goldring,  associate  professor  of  medi- 
cine at  the  New  York  University,  College  of  Medi- 
cine, on  February  18,  at  the  Kings  County  Medical 
Society  Building. 

Dr.  Goldring’s  topic  was  “The  Present  Status  of 
Medical  and  Surgical  Treatment  of  Hypertension.” 
The  lecture  was  in  memory  of  Mr.  Strausberg,  re- 
cently deceased,  who  was  president  of  the  hospital 
from  1941  to  1946. 


The  Isidore  Friesner  Lecture  of  the  Mount  Sinai 
Hospital,  New  York  City,  was  given  on  February  2, 
by  Dr.  Jos6  Trueta.  His  subject  was  “The  Renal 
Circulation.” 


PERSONALITIES 


Appointed. — Dr.  Ward  L.  Oliver,  Cobleskill,  as  a 
member  of  the  Albany  Regional  Hospital  Planning 
Council.  . .To  the  position  of  adjunct  attending 
physician  on  the  medical  service  of  Staten  Island 
Hospital,  Richmond  County,  Dr.  Theodore  Talbot 
. . .Dr.  Henry  Briggin,  formerly  assistant  surgeon,  to 
associate  orthopedic  surgeon,  St.  Vincent’s  Hospital, 
Richmond  County.  . .Dr.  Herbert  C.  Fett,  who 
interned  at  the  Long  Island  College  Hospital  from 
1913  to  1915  and  joined  the  staff  as  orthopedic  sur- 
geon in  1917,  as  head  of  the  orthopedic  department. 


Elected. — As  vice-president  of  the  National  Com- 
mittee of  Mental  Hygiene,  Dr.  William  L.  Russell, 
consulting  psychiatrist  at  the  New  York  Hospital.  . . 
As  directors  of  the  board  of  St.  James  Mercy  Hos- 
pital, Hornell,  Dr.  Otto  K.  Stewart  and  Dr.  J. 
Raymond  Kelly. 

Dr.  Morris  Eber,  Maine,  as  president  of  the  Endi- 
cott  Ideal  Hospital’s  staff,  succeeding  Dr.  Roger  D. 
Mead.  . .As  vice-president  and  secretary  of  the 
Ideal  Hospital  staff,  Dr.  John  M.  Mallory  and 
Dr.  Michael  J.  Maggiore. 
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the  important 
VITAMINS  in  the 
nutritional  orbit 
. . . in  potent,  balanced 
economical,  easy-to-take 
^^capsules 


Rich  or  poor,  young  or  old,  farmer  or 
city  dweller,  people  of  above-average 
intelligence,  even  physicians— the  diet 

of  every  strata  of  the  U.  S.  population  has  been 
weighed  in  the  nutritional  balance  and  found 

wanting  in  health-essential  vitamins. 
Deficiencies  are  almost  always  multiple.1 


MORE  VIGOROUS  HEALTH  may  be  derived  by  patients 
with  vitamin-poor  menus,  by  fortifying  their  diets 
once  daily  with... 


ONE  SMALL 

OCTAPLEX 

CAPSULE 


■ 


Vitamin  A 5,000  U.S.P.  Unit* 

Vitamin  D 500  U.S.P.  Units 

Ascorbic  Acid  {Vitamin  C) 50  mg. 

Thiamine  HCI  (Vitamin  Bi) 3 mg. 

Riboflavin  (Vitamin  B^-) 3 mg. 

Pyridoxine  HCI  (Vitamin  B«)  0.5  mg. 

Calcium  Pantothenate 5 mg. 

Niacinamide  20  mg. 


So  easy  to  take  youngsters  swallow  them  readily — so  high  in 
potency  and  easy  on  the  purse,  patient  appreciate  their  economy. 
• BOTTLES  OF  100  CAPSULES 


SAMPLE  OF 


OCTAPLEX 


CAPSULES  UPON  REQUEST 


1.  Bulletin  National 

Research  Council,  Nov.  1943. 


AMERICAN  PHARMACEUTICAL  COMPANY 


MANUFACTURING  CHEMISTS 


NEW  YORK  18,  N.  Y. 


NECROLOGY 


William  0.  Burbank,  M.D.,  of  Albion  and  Water- 
port,  died  on  December  24.  He  was  eighty-seven 
years  of  age  and  had  practiced  medicine  for  fifty- 
nine  years.  Graduating  from  the  University  of 
Buffalo,  School  of  Medicine,  in  1889,  Dr.  Burbank 
practiced  medicine  in  Waterport,  Pavilion,  Albion, 
and  Gaines. 

Orla  A.  Druce,  M.D.,  Albany,  died  on  January  15 
at  the  age  of  sixty-seven.  A graduate  of  Albany 
Medical  College  in  1909,  Dr.  Druce  interned  at 
Albany  Memorial  Hospital.  He  had  charge  of  a 
hospital  in  Gardiner  and  practiced  in  New  Paltz  be- 
fore establishing  his  practice  in  Albany  thirty  years 
ago.  For  many  years  he  was  physician  for  W.  M. 
Whitney  and  Co.  and  for  the  New  York  Central 
Railroad. 

Charles  Francis  Duming,  M.D.,  of  Brooklyn,  died 
on  January  14  at  the  age  of  seventy-seven.  He  was 
graduated  from'  the  College  of  Physicians  and  Sur- 
geons, Columbia  University,  in  1898.  In  1910,  Dr. 
Durning  was  appointed  superintendent  of  Coney 
Island  Hospital  and  a few  years  later  became  a 
deputy  superintendent  at  Kings  County  Hospital. 
He  was  a member  of  the  Flatbush  Medical  Society, 
the  Kings  County  and  New  York  State  medical  so- 
cieties, and  the  American  Medical  Association. 

Herbert  W.  Fudge,  M.D.,  of  Elmira,  died  on 
January  9.  He  was  seventy-eight  years  of  age. 
Dr.  Fudge  was  graduated  from  the  University  of 
Niagara,  School  of  Medicine,  in  1893.  Prior  to  his 
retirement,  he  was  consultant  in  surgery  at  the 
Arnot-Ogden  Memorial  and  St.  Joseph’s  hospitals 
in  Elmira.  He  was  a fellow  of  the  American  College 
of  Surgeons  and  a member  of  the  American  Medical 
Association,  the  New  York  State  Medical  Society, 
and  the  Chemung  County  Medical  Society. 

Irving  Greenberg,  M.D.,  of  South  Fallsburg,  died 
in  October.  A graduate  of  New  York  University, 
College  of  Medicine  in  1917,  Dr.  Greenberg  was  on 
the  staff  in  radiology  and  otorhinolaryngology  of 
Monticello  Hospital.  He  formerly  practiced  in 
Miami  Beach,  Florida. 

Mary  Halton,  M.D.,  New  York  City,  died  January 
25.  She  was  sixty-seven  years  of  age.  Dr.  Halton 
championed  many  causes  during  her  forty-one  years 
of  practice,  devoting  herself  especially  to  that  of 
equal  rights  for  babies  bom  out  of  wedlock.  Much 
of  Dr.  Halton’s  practice  was  on  New  York’s  lower 
east  side,  where  she  was  associated  with  a number  of 
clinics  and  hospitals. 

In  1925,  she  established  the  Mary  Halton  En- 
dowment for  Girls,  a fund  for  the  care  and  treat- 
ment of  destitute  girls  in  New  York  Hospitals; 
this  endowment  was  dissolved  in  1934  and  its 
funds  turned  over  to  the  Equal  Rights  for  Babies 
Committee,  which  Dr.  Halton  founded.  She  re- 
ceived her  medical  degree  from  Eeland  Stanford 
University  in  1900.  She  was  a member  of  the 
American  Medical  Association,  the  New  York  State 
and  County  medical  societies. 

William  D.  Heaton,  M.D.,  of  New  York  City,  died 
on  January  14  at  the  age  of  fifty-eight.  Dr.  Heaton 
was  medical  director  of  the  New  York  Life  Insurance 
Company,  with  which  he  had  been  affiliated  since 
1923.  A graduate  of  Rush  Medical  College,  Chi- 
cago, in  1913,  Dr.  Heaton  served  in  the  United  States 
Coast  Guard  during  World  War  I,  attached  to  the 
United  States  Public  Health  Service. 


Ward  B.  Hoag,  M.D.,  New  York  City  and  Larch- 
mont,  died  on  September  16  at  the  age  of  eighty- 
eight.  He  received  his  medical  degree  from  Bellevue 
Hospital,  New  York  University,  in  1892,  and  prac- 
ticed in  New  York  City  from  1893  until  his  retire- 
ment in  1938.  Dr..  Hoag  was  professor  emeritus  of 
pediatrics  at  New  York  Polyclinic  Medical  School 
and  Hospital.  He  was  formerly  president  of  the  New 
York  Physicians  Mutual  Aid  Society,  secretary  of 
the  New  York  Academy  of  Medicine,  and  treasurer 
of  the  New  York  Medical-Surgical  Society.  He  was 
a member  of  the  New  York  State  and  County 
medical  societies,  and  the  American  Medical  Asso- 
ciation. 

William  A.  Hoddick,  M.D.,  of  Buffalo,  died  on 
January  20.  Dr.  Hoddick,  who  was  eighty-five 
years  of  age,  retired  in  1945  after  more  than  fifty 
years  as  a physician  in  Buffalo.  He  was  graduated 
from  the  I ' niversity  of  Buffalo,  College  of  Medicine, 
in  1886.  He  was  a member  of  the  Buffalo  Academy 
of  Medicine,  and  the  New  York  State  and  Erie 
County  medical  societies. 

Walter  E.  Hurley,  M.D.,  of  Brooklyn,  died  on 
December  14.  He  was  sixty-six  years  of  age  and 
had  practiced  medicine  in  Brooklyn  for  thirty-nine 
years.  In  1908  he  received  his  medical  degree  from 
the  Long  Island  College  of  Medicine.  For  many 
years  he  was  on  the  staffs  of  the  Williamsburg,  St. 
Mary’s,  and  St.  Catherine’s  hospitals  in  Brooklyn. 

Mary  Louisa  Jennings,  M.D.,  of  Geneva,  died  on 
January  17.  She  was  seventy-nine  years  of  age. 
Dr.  Jennings  was  graduated  from  the  University  of 
Buffalo,  College  of  Medicine,  in  1899,  and  was  the 
first  woman  physician  to  practice  in  Geneva. 

Charles  F.  Lippe,  M.D.,  of  New  York  City,  died  on 
August  25  at  Fort  Logan,  Colorado,  at  the  age  of 
thirty-four.  At  the  time  of  his  death  Dr.  Lippe  was 
resident  in  orthopedic  surgery  at  the  Veterans  Ad- 
ministration Hospital  in  Fort  Logan.  A graduate  of 
New  York  University  Medical  School  in  1939,  Dr. 
Lippe  interned  at  the  Hospital  for  Joint  Diseases  in 
New  York  City.  During  the  war  he  served  in  the 
Navy,  attaining  the  rank  of  lieutenant  commander. 

William  Porter  Norcom,  M.D.,  of  Brooklyn,  died 
on  January  21  at  the  age  of  sixty-three.  He  was 
graduated  from  Howard  University  in  1917. 

Judson  Philbrook  Pendleton,  M.D.,  of  Brooklyn, 
died  on  January  21  at  the  age  of  seventy-four.  In 
1898,  Dr.  Pendleton  was  graduated  from  Columbia 
University,  College  of  Physicians  and  Surgeons,  and 
since  then  had  practiced  medicine  in  Brooklyn.  He 
had  been  connected  with  the  Coney  Island  Hospital 
for  thirty  years  and  had  been  chief  of  its  pediatric 
service  for  twenty-five.  He  also  was  president  of  the 
hospital's  board  and  had  been  awarded  recently  a 
medal  for  distinguished  medical  service  to  the  in- 
stitution. Dr.  Pendleton  also  had  been  chief  of  the 
pediatric  service  at  Kingston  Avenue  Hospital  and 
on  the  staffs  of  the  Cumberland  Street  and  Metho- 
dist Episcopal  hospitals,  all  in  Brooklyn.  He  was  a 
past  president  of  the  Brooklyn  Pediatric  Society,  a 
fellow  of  the  American  College  of  Physicians,  and  a 
member  of  the  Kings  County  and  New  York  State 
medical  societies,  and  the  American  Medical  Associa- 
tion. 

Ralph  Waldo  Thompson,  M.D.,  of  Cornwall,  died 
’ on  January  13.  lie  was  seventy-one  years  of  age. 
Since  1917,  Dr.  Thompson  had  been  health  officer  for 
[Continued  on  page  444 1 
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Of  the  so-called  minor  complaints  of 
pregnancy,  a contributor  to  the  medical 
literature*  makes  the  following  statement 
concerning  backache  — 

"Backache  seemed  to  be  due  to  several 
causes.  Strain  of  the  lumbar  muscles  and  the 
vertebral  ligaments,  due  to  a change  in  the 
center  of  gravity  was  often  responsible; 
fallen  arches  aggravated  the  complaint.  It 


was  relieved  by  rest  in  bed.  A maternity 
corset  with  moderately  rigid  stays  in  the  back 
was  of  benefit  . . . Sacro-iliac  relaxation  as 
evidenced  by  pain  over  the  joint  was  usually 
unilateral  and  was  referred  along  the  sciatic 
nerve.  Usually  a maternity  corset  would  re- 
lieve it.  This  corset  should  have  a strap  or 
other  device  that  will  pull  it  snug  over  the 
sacro-iliac  region.” 


* Charles  J.  Marshall,  New  York  Journal  of  Medicine,  Vol.  34,  Aug.  13,  1934 

Camp  prenatal  supports  are  unique  in  that  the  overstrap  with  its  buckle  (through  which 
the  lacings  ply)  allows  the  support  to  be  drawn  evenly  and  firmly  about  the  pelvis; 
thus  the  pelvic  joints  are  protected  and  steadied. 


From  such  a foundation,  the  back  of  the  patient  is  well  supported  and  the  abdominal 
muscles  are  aided  in  holding  the  increasing  load  in  position. 


S.  H. 


CAMP  AND  COMPANY  • JACKSON,  MICHIGAN 

World's  Larges/  Manufacturers  of  Scientific  Supports 
Offices  in  New  York  • Chicago  • Windsor,  Ontario  • London,  Lngland 


CORRESPONDENCE 


The  Hysteric  in  General  Practice 


To  the  Editor: 

I wish  to  comment  on  the  very  informative  edi- 
torial you  published  in  the  New  York  State  Jour- 
nal of  Medicine  of  November  1,  1947,  under  the 
title,  “The  Hysteric  in  General  Practice.”  In  this 
editorial  you  discussed  an  article  by  the  same  name 
written  by  an  English  physician,  Dr.  Wilfred  Lester, 
which  appeared  in  the  British  medical  journal,  The 
Practitioner. 

All  praise  to  Dr.  Lester  for  his  painstaking  piece 
of  work.  I feel  sure  that  Dr.  Lester  would  agree 
that  his  article  shows  what  a “mere  doctor  without 

special  psychiatric  training  can  do ” But  I 

wonder  what  he  would  think  of  your  final  sentence: 
“If  he  were  practicing  under  socialized  medicine  he 
could  not  even  try.” 

I feel  sure  that  he  would  be  shocked  if  not  dis- 
gusted, because  he  himself  practices  in  Great  Britain 
where  a form  of  what  you  choose  to  call  “socialized 
medicine”  has  been  in  effect  for  some  thirty-five 
years!  Apparently  the  panel  system  of  Great 
Britain  has  not  in  any  way  interfered  with  Dr. 
Lester’s  ability  to  cope  with  an  hysterical  woman. 
And  if,  as  you  say,  Dr.  Lester  is  a general  practi- 
tioner without  special  psychiatric  training,  the 
chances  are  that  he  himself  is  participating  in  that 
very  panel  system. 

So,  as  I say,  your  editorial  comment  was  very 
informative,  but  not  in  the  way  you  envisioned.  It 
shows  to  what  extremes  the  American  medical  pro- 
fession is  willing  to  go  to  blind  itself  to  facts,  even  to 


the  point  of  making  itself  ludicrous  in  the  eyes  of  the 
American  and  British  medical  practitioners  in  order 
to  prevent  compulsory  health  insurance  in  this 
country. 

I wonder  how  long  the  doctors  of  this  country  will 
be  content  to  let  this  distorted  type  of  nonsense 
appear  in  their  official  medical  journals. 

(Signed)  Martha  Mendell,  M.D. 
201  West  16th  Street 
New  York,  New  York 

November  17,  1947 


We  publish  Dr.  Mendell’s  comment  on  our  edi- 
torial (New  York  State,  J.  Med.  47:  2280,  Nov.  1, 
1947)  since  we  think  it  may  represent  the  opinion  of 
a few  others  of  the  medical  profession,  who  find  in 
“socialized  medicine”  no  bar  to  the  maintenance  of 
quality  in  medical  practice.  In  this  particular 
instance,  however,  we  would  call  the  writer’s  atten- 
tion to  the  illuminating  book  by  Dr.  A.  J.  Cronin, 
The  Citadel.  It  may  change  her  point  of  view  as  to 
the  “benefits”  associated  with  the  English  Panel 
System  of  practice.  We  do  not  seem  to  remember 
that  these  benefits  included  the  leisure  necessary  to 
make  detailed  study  of  individual  cases.  On  the 
contrary,  the  system  as  described  by  Dr.  Cronin 
seemed  to  promote  the  pill  and  bottle  type  of  prac- 
tice of  which  “The  Hysteric  in  General  Practice”  is 
the  exact  opposite,  being  a most  painstaking 
study. — The  Editors 


NECROLOGY 
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the  town  of  Cornwall.  He  had  been  radiologist  at 
Cornwall  Hospital  since  1931.  He  was  a past  presi- 
dent of  the  Orange  County  Medical  Society  and  a 
member  of  the  American  Medical  Association  and 
the  New  York  State  Medical  Society.  Dr.  Thomp- 
son was  graduated  from  the  New  York  Homeo- 
pathic Medical  College  in  1908. 

Paul  Henry  von  Zierolshofen,  M.D.,  of  Croghan, 
died  on  January  20.  He  was  eighty-four  years  of 
age.  In  1887  he  was  graduated  from  the  New  York 
1 'Diversity  College  of  Medicine.  He  had  practiced 
medicine  in  Lewis  County  for  sixty-one  years  and 
was  health  officer  for  the  Town  of  New  Bremen 
and  the  Village  of  Cioghan.  He  was  on  the  staff  of 
the  St.  Lawrence  State  Hospital  in  Ogdensburg  and 
the  Lewis  County  Hospital  in  Lowville.  Dr.  von 
Zierolshofen  was  a member  of  the  Military  Surgeons 
of  the  United  States,  the  American  Medical  Associa- 
tion, and  the  New  York  State  and  Lewis  County 
medical  societies. 

George  Barclay  Wallace,  M.D.,  of  New  York 
City,  died  on  January  15  at  the  age  of  seventy-three. 
Professor  emeritus  of  pharmacology  at.  New  York 


University,  Dr.  Wallace  was  senior  member  of  the 
faculty  at  the  University’s  College  of  Medicine,  prior 
to  his  retirement  in  September,  1946,  and  chairman 
of  the  department  of  pharmacology,  which  he  or- 
ganized. He  had  been  associated  with  Bellevue  Hos- 
pital since  joining  the  college  faculty  in  1902.  He 
was  also  consulting  physician  for  Harlem  Hospital, 
New  York  City.  He  received  his  medical  degree 
from  the  University  of  Michigan  in  1897. 

Dr.  Wallace  conducted  extensive  Research  on  the 
biologic  effects  of  alcohol,  caffein,  and  anesthetics. 
Recently  he  had  been  engaged  in  the  studies  of 
water  metabolism. 

He  helped  organize  several  professional  groups, 
including  the  Society  of  Experimental  Biology 
and  Medicine,  the  Harvey  Society,  and  the 
American  Society  of  Pharmacology  and  Experi- 
mental Therapeutics,  serving  as  managing  editor 
of  the  journal  of  the  latter  society.  He  was  also  a 
member  of  the  American  Medical  Association,  the 
New  York  State  and  County  medical  societies,  the 
Academy  of  Medicine,  and  the  American  Society  for 
Clinical  Investigation. 
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TOWNS  TREATMENT  for  ALCOHOLISM  and  NARCOTIC 
and  HYPNOTIC  ADDICTIONS 

Established  1901  Now  Generally  Accepted 

PROVIDES:  (1)  An  Assurance  of  a Definite  Medical  Result 

(2)  An  Assurance  of  Length  of  Time  Required  and  Exact  Cost 

(3)  An  Assurance  of  Absolute  Privacy 

Our  “SYMPOSIUM  OF  MEDICAL  OPINION"  includes  case  histories  of 
this  successful  treatment  endorsed  by  many  physicians.  Copy  on  request. 

CHARLES  B.  TOWNS  HOSPITAL 

FOR  ALCOHOLISM  AND  DRUG  ADDICTION  EXCLUSIVELY 

COMPLETELY  REDECORATED  AND  MODERNIZED 

293  Central  Park  West,  New  York  24,  N.  Y.  Tel:  SChuyler  4-0770 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 


Ethical — Reliable — Scientific 


Disorders  of  the  Nervous  System 
BEAUTIFUL— QUIET— HOMELIKE 

Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 

FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  tia  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES.  M.D.,  Med.  Supt.  *Tel.  2-1621 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  550  Write  for  illustrated  booklet. 


F A L KIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted 

Rates  Moderate 

Eugene  N.  Boudreau,  M.D.,  Psychiatrist 
R.  Stuart  Dyer,  M.D.,  Asst.  Psychiatrist 
i 658  West  Onondaga  St. 

SYRACUSE,  N.  Y. 


WEST  HI  Li . 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct 
the  treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician  in  Charge 

NEW  YORK  CITY  OFFICE,  67  West  44th  St.,  Tel.  VAnderbilt  6-3732 
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MODERN  NURSING  HOME 

HOLBROOK  MANOR— For  the  care  of  Convalescents, 
Chronically  ill,  Invalids,  and  Aged  and  mild  psychoneurotics. 
Reg.  Nurse  24  hrs.  a day.  Physicians  may  treat  their  own 
patients.  Private— Semi-private  rooms.  Five  acres  of  pine- 
wooded  grounds. 

O.  L.  FRIEDMAN,  M.D.,  Medical  Director . Gr.  5-4875 
HOLBROOK,  LONG  ISLAND 

Near  Lake  Ronkonkoma  Phone  Ronkonkoma  8651 


BRUNSWICK  HOME 


A PRIVATE  SANITARIUM.  Convalescents,  postoper- 
ative, aged  and  infirm,  and  those  with  other  chronic  and 
nervous  disorders.  Separate  accommodations  for  nervous 
and  backward  children.  Physicians'  treatments  rigidly 
followed.  C.  L.  MARKHAM,  M.D.,  Supt. 

B'way  & Louden  Ave.,  Amityville,  N.  Y.,  Tel:  1700,  1,  2. 


BRIGHAM  HALL  H OSPITAL 

AT  CANANDAIGUA,  N.  Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn  ) Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Ptj,ic,jn-,n-Ctart,. 


PARKWAY  HEALTH  RESORT 


Moore'*  Mills,  Dutchess  County,  N.  Y. 

Lovely  20-acre  estate  Small  Lake — 3 Waterfalls 

FOR  REST  AND  RELAXATION 
Special  Diets — Hollywood  Steam  Cabinet 
GUESTS  AND  CONVALESCENTS 
Folder  Upon  Request  69  miles  from  N.  Y.  C. 


Lloyd  D.  Harris,  M.R.C.S.,  (Eng.)  L.R.C.P. 

Resident  Medical  Director  Telephone:  Millbrook  760 


COPIAGUE  GENERAL  HOSPITAL 

Separate  Accommodations  foi 

CONVALESCENTS  and  CHRONICS 

with  added  facilities  of  a General  Hospital 

Located  in  tranquil  country  area 
on  South  shore  of  Lons  Island 

H.  R.  Blanchard,  Adm.  Tel.  Amityville  71,  72 
Cedar  Court  Copiasue,  N.  Y. 


SUPERIOR  PERSONNEL  Assistants  and  execu- 
tives in  all  fields  of  medicine — young  physicians,  department 
heads,  nurses,  staff  personel,  secretaries,  anaesthetists, 
dieticians  and  technicians 
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NEW  YORK  MEDICAL  EXCHANCE 

489  FIFTH  AVE.,  N.Y.C  (AGENCY)  MURRAX  HILL  2-0676 


THE  medical  power 

for  Peptic  Ulcer  Therapy 

Physicians  Everywhere  Are  Prescribing 

CA-MA-SIL 

— for — 

DUODENAL  and  GASTRIC  ULCER 

Unexcelled  for  Gas  pains — Heartburn,  sour-upset  stomach 

Longer  and  Greater  adsorptive  power. 
No  Aluminum  Hydroxide 
No  Soda — No  Acid  Rebound — 
Quick  Relief — Rapid  Healing 

Does  not  induce  Anorexia,  Phosphate  or  Iron  deficiency 

Nearly  normal  meals. 

No  between-meal  feedings. 
Excessive  use  of  milk  avoided. 

Magnesium  Silicate,  Special.... (not  trisilicate) 
Calcium  Carbonate. ...Diammonium  Hydrogen  Phosphate.... 

CA-MA-SIL  CO.,  700  Cathedral  St.,  Balto.  1,  Md. 

SEND  FOR  CLINICAL  SAMPLE 


BUY 

SAVINGS  BONDS 
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For  Rapid  Response 

in  HYPOCHROMIC  ANEMIAS! 

(INJECTABLE) 

• Effective  therapy  for  hypochromic  ane- 
mia usually  requires  more  than  iron 
administration  alone.  The  balanced,  ra- 
tional formula  of  Ferrolivron  B,  not 
only  provides  readily  available  iron, 
but  also  generous  quantities  of  essen- 
tial B complex  vitamins,  plus  fresh  liver 
(as  liver  concentrate). 

Each  2 ee.  of  Ferrolivron  B contains: 

Liver  Extract  - 100  mgm. 

(10  USP  Units—  injectable) 
Colloidal  Iron 

Hydroxide  19.1  mgm. 

Niacinamide  50  mgm. 

Pyridoxine 

Hydrochloride  - 0.3  mgm. 

Riboflavin  0.3  mgm. 

Phenol  0.5% 

Sodium  Citrate  1% 

For  Intramuscular  use 


Supplied  In  30  cc.  Vials. 
Write  for  literature. 


HARMON  CHEMICALS,  Inc. 


BROOKLYN  16, 
NEW  YORK 


POSITION  WANTED 


Internist,  Diplomats  American  Board,  desires  location  or 
office  spaoe  in  upstate  New  York.  Box  6071,  N.  Y.  St. 
Jr.  Med. 


CLASSIFIED 


HOSPITALS  AND  SANATORIA  FOR  SALE 


Exceptional  opportunity  for  doctor  interested  in  physical 
medicine  to  take  over  ethical  institution  administering 
hydrophysioelectric  measures;  valuable  adjunct  in  arthritis, 
orthopedics,  neurology,  rehabilitation,  industrial  and  health 
groups;  equipped  for  100  cases  daily;  serving  medical  pro- 
fession 47  years  New  York  City;  may  be  obtained  for  in- 
ventory value.  Box  6076,  N.  Y.  St.  Jr.  Med. 


A well  equipped  office,  located  in  West  mid-town  section  of 
Manhattan,  available  for  specialist.  Hours  to  be  arranged. 
Write  Box  120,  N.  Y.  St.  Jr.  Med. 


PRACTICE  FOR  SALE 


I have  been  doing  general  practice  main  corner  location,  im- 
pressive house,  Bay  Parkway,  Brooklyn.  Leaving  for  health. 
Five  room  modernly  equipped  office  and  successful  practice  to 
quickly  dispose  of.  Box  111,  N.  Y.  St.  Jr.  Med. 


For  Patents 


Consult:  Z.  H.  POLACHEK, 

Reg.  Patent  Attorney, 

1234  Broadway  (at  31st)  N.  Y.  LOngacre  5-3088 


TRAINED  MEDICAL  PERSONNEL 

Rigid,  thorough  training  in  haematology,  urinalysis,  all 
phases  of  medical  stenography,  x-ray  and  medical  machines 
makes  Paine  Hall  graduates  capable  assistants.  Our  free 
Placement  service  will  help  you  find  the  right  girl. 

1008FifthAve.,Newyork!8 
Bu.  8-9294 

Licensed  by  State  of  N.  Y. 


SITUATION  WANTED 


Radiologist,  age  38,  veteran,  Diplomate,  diagnosis  and 
therapy,  10  years  experience,  specialty  training  foremost 
teaching  institutions  States  and  abroad,  teaching,  adminis- 
trative experience  large  hospitals,  desires  association  with 
hospital,  clinic,  radiologist.  Box  112,  N.  Y.  St.  Jr.  Med. 


Radiologist,  Diplomate  American  Board,  wishes  part-time 
association  with  radiologist,  internist  or  other  specialist. 
Box  107,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 

If)  List  of  20  authoritative  diets,  typewriter  fac-simile,  with 
printed  letterhead.  Specimen  and  details  on  request.  P.S. 
Meyers,  152  Van  Houten  Ave.,  Passaic,  N.  J. 


2>oed  'L/ou'i  Medical  AteiAtant 
Need  Additional  ^nai*ti+Uf? 

She  can  register  now  for  evening  courses 
in  laboratory  techniques  and  X-Ray. 

Our  12-months  day  course  includes  inten- 
sive training  in  laboratory  techniques,  physio- 
therapy apparatus,  X-Ray,  nursing  techniques, 
and  medical  stenography. 

GRADUATES  AVAILABLE  FEBRUARY  15 

Mandl  School 

1834  Broadway — NYC  Circle  7-3434 

Licensed  by  the  State  of  New  York 


iYi  ■■  Jk  Specializing  in  the  Manufacture  of 

ffil.TECA  LOW-VOLT  and 

HYDROGALVANIC  GENERATORS 

Write  for  Detailed  Information  TECA  CORPORATION,  220  W.  42d  STREET,  NEW  YORK  18,  N.  Y. 
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Pure.. 

Wholesome . . 
Refreshing 


Safeguarded  constantly  by  scientific 
tests,  Coca-Cola  is  famous  for  its  purity 
and  wholesomeness.  It’s  famous,  too,  for 
the  thrill  of  its  taste  and  for  the  happy 
after- sense  of  complete  refreshment  it 
always  brings.  Get  a Coca-Cola,  and  get 
the  feel  of  refreshment. 

The  pause  that  refreshes 


oa5  ogj 

Being  tlie  powdered  leaves  made  into 
physiologically  tested  pills, 
all  tliat  Digitalis  can  do,  tliese  pills  will  do. 


Trial  package  and  literature  sent  to  physicians  on  request. 


DAVIES,  ROSE  & COMPANY,  Lmme! 

M anufactunng  Chemists,  Boston  18,  .Massachusetts 
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in  weight  reduction — 
new  evidence  of  the 

efficacy  of  Dexedrine 

« 

Excerpts  from  a recent  study  entitled,  THE  MECHANISM  OF  AMPHETAMINE- 
INDUCED  LOSS  OF  WEIGHT:  A Consideration  of  the  Theory  of  Hunger  and  Appetite 
— hv  Harris,  S.  C.;  Ivy,  A.  C.,  and  Searle,  L.  M.:  J.  A.  M.  A.  134:1468  (Aug.  23)  1947. 


experiment  1.  Does  'Dexedrine’  Sulfate,  by  controlling  appetite, 

decrease  food  intake  and  body  weight  in  human  subjects? 

results  ".  . . our  obese  subjects  lost  weight  when  placed 

on  a diet  which  allowed  them  to  eat  all  they  wanted 
three  times  a day  ...” 

experiment  4.  Does  the  rather  prolonged  administration  of  Dexedrine 
cause  any  evidence  of  disturbance  of  tissue  functions? 

results  "No  evidence  of  toxicity  of  the  drug  as  employed  in 

these  studies  was  found  ...  no  evidence  of  deleterious 
effects  of  the  drug  was  observed.” 

Dexedrine' sulfate 


.for 


( dextro-amphetamine  sulfate , S.K.  f.)  Tablets  Elixir 


control 
of  appetite 
in  weight 
reduction 


Smith,  Kline  & French  Laboratories,  Philadelphia 
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i ertence  is 


the  Best  Teacher 


It’s  true  in  medicine — 


John  William 
Ballantyne 

( 1861-1923 ) 

proved  it  in 
obstetrics 


Ballantyne,  in  his  early 

studies  of  anatomical  and 
pathological  conditions  found  in 
the  new-born,  sensed  the  value 
of  routine  prenatal  care  in  ob- 
stetrics. As  a pioneer  for  pre- 
natal care  he  was  the  first  to  es- 
tablish a clinic  for  the  expectant 
mother.  World-wide  acceptance 
of  Ballantyne’s  concepts  quickly 
followed  his  successful  experi- 
ences in  prenatal  supervision. 

Experience  is  the  best 
teacher  in  choosing 
a cigarette , too! 


MORE  PEOPLE  ARE  SMOKING  CAMELS 
THAN  EVER  BEFORE! 

Yes,  experience  is  the  best  teacher  in  choosing  a cigarette. 
Millions  of  smokers  who  have  tried  and  compared  differ- 
ent brands  have  found  that  Camels  suit  them  best.  As 
a result,  more  and  more  people  are  smoking  Camels  as  the 
“choice  of  experience.” 

Try  Camels.  See  if  your  own  taste  doesn’t  appreciate 
the  rich,  full  flavor  of  Camels.  See  if  your  own  throat 
doesn’t  welcome  Camel’s  cool  mildness. 

Let  your  own  experience  tell  you  why  more  people  are 
smoking  Camels  than  ever  before. 


Acvartlintj  io  a Nation uitlf  surroif: 

More  Doctors  Smoke  CAMELS 


than  any  other  eif/arette 

When  113,597  doctors  from  roast  to  coast  — in  every  field  of  medicine  — were  asked  by  three  independent 
research  organizations  to  name  the  cigarette  they  smoked,  more  doctors  named  Camel  than  any  other  brand! 
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Qood  Will  and  ‘Peace 


JN  every  quarter  of  the  world  there  is  a sense  of  social  responsibility  such 
as  was  never  seen  before.  Every  man,  every  nation,  is  coming  to 
understand  that  NEIGHBORS  are  to  be  found  not  only  next  door  but 
across  the  widest  ocean.  Your  contribution  will  help  an  indigent  Doctor. 

PHYSICIANS’  HOME 

Ciias.  Gordon  Heyd,  M.D.,  President 
52  East  Sixty-sixth  Street,  New  York,  21 
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SOLUTIONS 


The  complete  range  of  sizes  and  per- 
centages of  dextrose,  salt  and  other 
special  solutions  in  the  Vacoliter  meet 
everyday  professional  requirements. 


BLOOD  EQUIPMENT 

Baxter  Transfuso-Vacs,  Centri-Vacs  and 
Plasma-Vacs  and  accessories  reduce 
contamination  risk  and  make  for  safer 
simpler  blood  and  plosma  transfusions. 


integrated 


an 

parenteral  therapy 
program 


Baxter  offers  hospitals  a complete, 
efficient,  integrated  service.  Uniform 


m 

containers,  standard  closures,  simple 

m 

accessories,  proven  techniques  make  the 

Baxter  program  easy  to  learn.  No  other 

method  is  used  in  so  many  hospitals. 

Write  for  descriptive  literature. 

ACCESSORIES 


Expendable  sets  for  administration  of 
blood,  plasma  and  all  Baxter  solutions 
are  supplied  to  the  hospital  sterile, 
non-pyrogenic  and  ready  to  use. 


Pioneer  Name  in  Parenteral  Therapy 

Manufactured  by  BAXTER  LABORATORIES 

Morton  Grove,  Illinois  • Acton,  Ontario 
Produced  and  distributed  in  the  eleven  Western 
stotes  by  DON  BAXTER,  Inc., Glendale, California 

AMERICAN  HOSPITAL  SUPPLY  CORPORATION 

Distributors  East  of  the  Rockies  e GENERAL  OFFICES!  EVANSTON, 


ILLINOIS 
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IT’S  THE  $atm 
DIATHERMY! 

AVAILABLE  IN  VARIOUS 
APPLICATOR  COMBINATIONS 

Here’s  maximum  flexibility,  safety 
and  operating  economy  all  rolled 
into  one  superior  diathermy  unit! 
Made  by  the  makers  of  the  famous 
Bovie  Electrosurgical  Unit,  the 
Model  SW-227  features  the  pat- 
ented L-F  Hinged  Treatment 
Drum,  Air-Spaced  Plates  and 
other  accepted  applicators.  No 
limitation  on  types  of  treatment. 
“Wavemaster”  Frequency  Control 
guarantees  operation  within  au- 
thorized frequency  ’ channels. 
F.C.C.  Type  Approval  No.  D-472. 

WRITE  FOR  FULL  DETAILS 

today! 
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THE  THRESHOLD  • • • FOR  TWO 


During  Pregnancy  and  Lactation 

OBron — the  first  preparation  to 
supply  such  large  amounts  of  cal- 
cium, phosphorus,  iron  and  essen- 
tial vitamins  in  a single  capsule — 
presents  a more  convenient  and 
effective  means  of  meeting  the  in- 
creased nutritional  needs  of  the 
mother  and  rapidly-growing  fetus. 


*Dicalcium  Phosphate,  Anhydrous...  76 8 mg. 

Ferrous  Sulfate,  U.S.P 64.8  mg. 

Vitamin  A (Fish-Liver  Oil)..  5,000  U.S.P.  Units 
Vitamin  D 

(Irradiated  Ergosterol). . . . 400  U.S.P.  Units 
Vitamin  B|  (Thiamine  Hydrochloride)...  2 mg. 

Yitamin  Bj  (Riboflavin) 2 mg. 

Vitamin  B$  (Pyridoxine  Hydrochloride)  0.5  mg. 

Vitamin  C 37.5  mg. 

Niacinamide 20.0  mg. 

Calcium  Pantothenate 3.0  mg. 

*(Equivalent  to 
15  Grains  Dicalcium 
Phosphate  Dihydrate) 


'OBrom 


Specifically  designed 
for  the  OB  patient 


FOR  THE  OB  PATIENT 

V 

J.  B.  ROERIG  AND  COMPANY  536  Lake  Shore  Drive  * Chicago  11,  Illinois 
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Sedation 
and  Euphoria 
for  Nervous, 
Irritable  Patients 
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VALERIANETS-DISPERT 


Cach  tablet  contains  Ext.  of  Valerian  0.05  gm  dispergentized  for  maximum  efficiency. 
Odorless  and  tasteless.  Non-habituating.  ACTION  AND  USES  A mild  central  nervous  system 
dopressent.  For  use  in  emotional  upftts,  anxiety  states,  nervous  insomnia,  the  nervous 
syndrome  of  the  menopause  and  of  arteriosclerotic  sub|ects. 

1 or  2 tablets  as  required  or  3 on  retiring.  Bottles  of  50.  100  ft  500 

STANDARD  PHARMACEUTICAL  CO.,  INC. 1123  Broadway,  New  Torh 

45ti 


for  arterial  hyper TENSION 


RELAXATION 


Teaching  patients  how  to  relax  is  a primary  consideration  in  the 
management  of  arterial  hypertension.  In  many  instances  this  is 
not  a simple  task,  but  it  can  often  be  made  easier  by 
supplementing  common  sense  instructions  with  Theominal.  This 
slow-acting  vasodilator  sedative  helps  to  bring  about  a gradual 
reduction  of  blood  pressure  and  through  its  gentle  sedative 
effect  reinforces  relaxation. 


DOSAGE:  The  customary  dose  of  Theominal  is  1 tablet  two  or  three 
times  daily;  when  improvement  sets  in,  the  dose  may  be  reduced. 
Each  tablet  contains  theobromine  5 grains  and  Luminal  Vz  grain. 


THEOMINAL 


1 


SUPPLIED  IN  BOTTLES  OF  25,  100  AND  500  TABLETS 


THEOMINAL  and  LUMINAL, 
trademarks  reg. 

U.  S.  Pal.  Off.  & Canada 


INC. 


New  York  13,  N.  Y.  Windsor,  Ont. 
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PRESERVED 

Sheep  Cells 


Gives  accurate  and  reliable  results 
in  complement  fixation  and  hetero- 
phile  anti-body  tests. 

Guaranteed  for  one  month 
from  date  of  shipment. 


Prices 

lOcc  vial $1.50 

30cc  bottle 3.50 


Discounts  on  Monthly  Contracts 

CERTIFIED  BLOOD  DONOR 
SERVICE 

146-16  Hillside  Are.  Jamaica  2,  N.  Y. 


MALPRACTICE  INSURANCE 
PROTECTION* 

for 

INFORMATION,  ADVICE 
or  ASSISTANCE 

rejer  to 

HARRY  F.  WANVIG 
Authorised  Indemnity  Representative  of 
the  medical  society  op  the 

STATE  OF  NEW  YORK 

70  Pine  Street  New  York  City  5 
Telephone:  Digby  4-7117 
*For  Alcmbers  of  the  State  Society  only 
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spasmolytic-sedative  relief 


in  dysmenorrhea 


When  dysmenorrhea  is  due  to  myomelrial  hypertonicity  or  ex- 
cessive uterine  contractions,  prompt  symptomatic  relief  may  be 
obtained  by  the  administration  of — 


PAVATRINE 


Pavatrine,  a safe  non-narcotic  antispas 
its  combined  neurotropic  and  muscu 
smooth  muscle  spasm.  The  inclusion  o 
barbital  tends  to  augment  and  prolong 
Pavatrine,  thereby  providing  more  eflfe 
Other  clinical  indications  include  pyl 
and  bladder  spasm. 


lot  n 


eti 


with  PHENOBARBITAL 

rpodic  agent,  is  unique  in 
opic  relaxing  effect  on 
the  mild  sedative  pheno- 
i he  spasmolytic  action  of 
ive  relief. 

rospasm,  gastrointestinal 


SEARLE 


Research  in  the  Service  of  Medicine 


Pavatrine  is  the  registered  trademark 
of  G.  I).  Searle  & Co.,  Chicai/o  SO,  Illinois 
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Watertown 


In  Congestive  Heart  Failure 


LCJUTl 


theophylline-calcium  salicylate 


A well -tolerated, 
quickly  acting  diuretic  and  myocardial  stimulant 


DOSE:  I tablet  (4  grains)  two  to  four  times  a day. 


BILHUBER-KNOLL  CORP. 


ORANGE, 
NEW  JERSEY 
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DO 

YOU 

KNOW 

WHAT 

THESE 


Noah  was  in  at  the  birth  of  this  symbol.  Since, 
in  almost  all  lands,  it  has  come  to  mean  one 
thing:  Hope.  See  a rainbow  in  the  sky  and  you 
see  a promise  of  days  less  laden  with  trouble. 


SYMBOLS 

STAND 

FOR? 


The  familiar  Rexall  sign  is  a modern  symbol: 
Up  and  down  the  land,  displayed  proudly  by 
about  10,000  independent  and  reliable  drug 
stores,  it  signals  an  important  message  to  the 
millions.  Here  is  a symbol,  it  says,  that  assures 
the  highest  pharmacal  skill  in  compounding 
your  prescription.  It  means,  further,  that  all 
drugs  used  are  potent,  pure  and  uniform  . . . 
all  laboratory  tested  under  the  rigid  Rexall 
control  system. 

REXALL  DRUG  COMPANY 

LOS  ANGELES,  CALIFORNIA 

PHARMACEUTICAL  CHEMISTS  FOR  MORE  THAN  45  YEARS 


INDEX  TO  ADVERTISERS 


a SPENCER  for 


intervertebral  disc 


In  both  conservative  and  surgical  treat- 
ment of  intervertebral  disc,  the  applica- 
tion of  a back  support  is  usually  indi- 
cated. * 


We  invite  the  physician’s  investigation 
of  Spencer  as  adjunct  to  treatment.  Each 
Spencer  is  individually  designed,  cut, 
and  made  for  each  patient — after  a de- 
scription of  the  patient’s  body  and  pos- 
ture has  been  recorded  and  detailed 
measurements  taken.  Thus,  individual 
support  requirements  are  accurately  met. 
The  Spencer  Spinal  Support  shown  above 
was  individually  designed  for  this  man. 
Note  outside  pelvic  binder  for  added 
pelvic  stability. 


For  a dealer  in  Spencer  Sup- 
ports look  in  telephone  book  for 
“Spencer  corsetiere”  or  “Spen- 
cer Support  Shop,”  or  write 
direct  to  us. 

s'Barr,  Joseph  S.,  Ruptured  Inter- 
vertebral Disc  and  Sciatic  Pain,  Jr. 
Bone  and  Joint  Surg.,  29:  429-437 
(April)  1947. 


SPENCER,  INCORPORATED 
129  Derby  Ave.,  New  Haven  7,  Conn. 

Canada:  Spencer,  Ltd.,  Rock  Island,  Que. 

England:  Spencer,  Ltd.,  Banbury,  Oxon. 

Please  send  me  booklet,  "How  Spencer 
Supports  Aid  the  Doctor's  Treatment." 

Name  

Street  

City  & State  C-3-48 

SPENCER  SUPPORTS 

© FOR  ABDOMEN.  BACK  AND  BREASTS 


May  We 
Send  You 
Hook  let? 


M.D 
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Koagamin*  — the  parenteral  blood  \ / 

coagulant,  administered  preoperatively— 
offers  welcome,  safe  protection  against  venous 
or  capillary  oozing.  It  facilitates  operative 
procedures  through  its  acceleration 
of  the  coagulation  rate  . . . and  assures  a clearer 
surgical  field.  Postoperatively,  it  reduces 
the  incidence  of  secondary  bleeding. 

Koagamin  lessens  (or  obviates  entirely ) 
the  need  for  topical  hemostatic  agents. 

Koagamin  — a stable  solution  of  dicarboxylic  acids 
—may  be  given  either  intravenously  or  intramuscularly, 
without  fear  of  narcosis  or  sensitization. 

CHATHAM  PHARMACEUTICALS,  INC. 

NEWARK  2,  NEW  JERSEY 

Distributed  in  Canada  by 

FISHER  & BURPE,  LTD.,  Winnipeg,  Manitoba 


KOAGAMIN 

COAIUILAIMT 


Koagamin  is  the  registered  trade  mark  of  Chatham  Pharmaceuticals,  Inc. 


(tdr*  principle  Oiific  ud 
Miotic  tods) 
lO  cc. 


464 


No  other  crop  could  grow  here 


Vast  areas  of  the  country  would  have  to  be 
considered  wasteland,  so  far  as  human  nutri- 
tion is  concerned,  were  it  not  for  the  ability  of 
livestock  to  feed  on  the  grasses  and  roughage 
growing  in  the  many  areas  which  do  not  lend 
themselves  to  cultivation. 

Our  livestock  population  turns  many  plants, 
in  themselves  inedible  by  man,  into  meat  . . . 
man’s  preferred  protein  food. 

Thus  livestock  makes  land,  which  otherwise 
would  be  useless  for  human  nutrition,  produce 
an  outstanding  protein  food  for  man.  This  is  of 
added  importance  today  because  of  the  world- 
wide scarcity  of  high-quality  protein  foods. 


The  Seal  of  Acceptance 
denotes  that  the  nutri- 
tional statements  made  in 
this  advertisement  are  ac- 
ceptable to  the  Council  on 
Foods  and  Nutrition  of  the 
American  Medical  Asso- 
ciation. v 


AMERICAN  MEAT  INSTITUTE 

MAIN  OFFICE,  CHICAGO  ...  MEMBERS  THROUGHOUT  THE  UNITED  STATES 
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Sulfadiazine  Dulcet  Tablets, 

0.15  Gm.  and  0.3  Gm. 

Sulfathiazole  Dulcet  Tablets, 

0.3  Gm. 

Suifamerazine  Dulcet  Tablets, 
0.3  Gm. 

Diazoline  '*  Dulcet  Tablets, 

0.3  Gm.  (Compound  Sul- 
fadiazine, 0.15  Gm.  and 
Sulfathiazole,  0.15  Gm., 
Abbott) 


(Medicated  Sugar  Tablets,  Abbott)  | 

I 


. . . three  reasons  why  a child  likes  candy — the 
same  three  reasons  why  a sick  child  will  readily 
accept  a Dulcet  Tablet,  the  accurately  medicated 
sugar  tablet  that  resembles  delicious  candy  in 
appearance  and  taste.  • Children  think  Dulcet 
Tablets  are  candies,  and  seemingly  enjoy  every 
dose — even  when  the  tablets  are  medicated 
with  such  potent  drugs  as  the  sulfonamides.  Dulcet 
Tablets  containing  these  agents  are  standardized 
and  will  produce  the  same  therapeutic  results 
as  other  tablet  forms,  when  used  at  the  same  level 
of  dosage.  • Whichever  compound  you  desire — 
sulfadiazine — sulfathiazole — suifamerazine — or 
the  new  mixture,  Diazoline — you  will  find  it 
available  at  your  prescription  pharmacy  in  Dulcet 
Tablet  form.  On  your  next  prescription  for 
a child  patient,  be  sure  to  specify  Dulcet  Tablets. 
Abbott  Laboratories,  North  Chicago,  III. 
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Presents  to  the  Medical  Profession... 

ISTINCTIVE,  NEW  ETHICAL  COLLUTORY 


Bay  bank  Pharmaceuticals, 
Inc.— a subsidiary  o l the 
world-famous  Chesebrough 
Mfg.  Co.  Cons’ d — has 
been  established  to  bring 
to  the  medical  profession  a 
series  of  distinctive  new 
ethical  medicaments, 
progressively  formulated , 
authoritatively  tested, 
and  of  lasting  merit. 


THE  MODERN  ANTISEPTIC  AND  PALLIATIVE 
— FOR  MOUTH  AND  THROAT! 


LORAKON*  is  Antiseptic:  Containing  benzalkonium 
chloride  ( 1:4000)  and  glycerin  in  an  aromatized, 
slightly  alkaline,  specially  prepared  isotonic  aqueous 
vehicle— LORAKON  is  highly  potent  against  six  of  the 
more  common  pathogenic  micro-organisms 
harbored  in  mouth  and  throat  (Undiluted,  it  is 
bactericidal  and  fungicidal  within  15  seconds.) 

LORAKON  is  Surface-Active:  Its  clinging,  foaming  action 
produces  immediate  and  prolonged  contact  with 
mouth  and  throat  areas.  LORAKON  is  highly  miscible 
with  saliva  and  nasopharyngeal  secretions. 
LORAKON  is  Non-Irritating:  It  is  harmless  to  tissues, 
and  slightly  alkaline— desirable  for  protection  of  teeth. 
LORAKON  is  Soothing:  It  aids  in  relieving  irritation 
through  its  emolliency  and  clinging  propensity. 
LORAKON  is  also  refreshing  and  deodorant,  with 
a pleasant  taste  and  mildly  aromatic  fragrance. 
Indicated:  As  gargle,  mouthwash,  rinse,  spray 
or  for  irrigation  in  minor  affections  of  the 
oropharyngeal  area  and  following  pharyngeal 
surgery.  Should  be  used  full  strength. 

Supplied:  In  8 fluidounce  and  pint  bottles. 

* Trade-mark 
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For  easy  transition 

5 to  Hb 


Prescribe 


OVOFERRIN 


Palatable,  easily  assimilable  and 
without  distressing  side  effects, 
ovoferrin  is  the  ideal  hematinic 
for  both  children  and  adults. 

A colloidal  form  of  iron, 
ovoferrin  is  practically  unaffected 
by  the  gastric  juices  ...  is  easily 


absorbed  in  the  intestinal  tract . . . 
is  non-astringent . . . and  does  not 
stain  the  teeth.  This  combination  of 
advantages  makes  it  especially  desir- 
able for  the  prolonged  iron  therapy 
frequently  necessary  in  hypochromic 
anemia.  Pleasant  to  take. 


NOW — Bridge  the  gap  between  iron  deficiency  and  effective 
iron  therapy  with  OVOFERRIN — in  11  -oz.  bottles. 


MAINTENANCE  DOSAGE 


THERAPEUTIC  DOSAGE 


For  Adults  and  Children:  One  ADULTS:  One  tablespoonful  3 or 
teaspoonful  2 or  3 times  a day  ’ 4 times  daily  in  water  or  milk, 
in  water  or  milk.  CHILDREN:  One  to  2 teaspoon- 

fuls 4 times  daily  in  water  or  milk. 


Made  only  by  the 

A.  C.  BARNES  COMPANY  • NEW  BRUNSWICK,  N.  J. 


“ Ovoferrin " is  a registered  trade  mark,  the  property  of  A.  C.  Barnes  Company 


Reaching  more  than  23  million  people  . . . 

This  Parke-Davis  "See  Your  Doctor"  message  will 

appear  in  LIFE  and  other  national  magazines. 

A reproduction  in  full  color  will  be  sent  on  request. 

Write  Parke,  Davis  & Company,  Detroit  32,  Michigan. 


Some  things  you  should  know  about  OpSTStiOllS 


No.  210  in  a series  of  messages  from  Parke,  Povis  & Co. 
on  the  importance  of  prompt  and  proper  medical  core. 


^ ALL  THE  RECENT  ADVANCES  ill  medical 
i science  none  have  been  more  dramatic  than 
anaabJ  those  in  surgery  and  the  fields  related  to  it. 
Take  appendicitis,  for  instance. 

Not  very  many  years  ago,  having  your  appendix 
out  might  ha\e  meant  a faii!\  long  and  uncomfort- 
able hospital  sojourn,  followed  by  several  tedious 
weeks  of  getting  back  your  strength.  And  with  it 
all  you  might  have  had  good  reason  to  fear  such 
complications  as  peritonitis  or  pneumonia. 

Nowadays,  except  for  a few  rare  cases,  the  re- 
mot  al  of  an  appendix  is  not  considered  a serious 
operation.  And  many  operations  which  were  con- 
sidered of  major  seriousness  as  recently  as  1930 
arc  now  often  relatively  simple. 

Because  of  notable  advances  in  training  and 
Surgical  skill,  many  of  the  risks  have  been  almost 
eliminated.  Complications  following  operations 
aie  far  less  common.  And  most  patients  recover  in  a 
shorter  time,  and  with  less  discomfort  than  formerly. 

Such  progress  in  surgery  has  been  hastened  by 
significant  developments  in  four  important  Helds. 

1.  Anesthesia.  The  administration  of  anesthetics  lias  be- 
come a specialized  science.  New  anesthetics  have  been 
developed -less  toxic,  less  upselling  to  respiration  and 
heart  action.  With  modern  anesthesia  the  patient  has  a far 
easier  time  when  undergoing  surgery.  Post-operative  nausea 
and  vomiting,  which  were  previously  almost  taken  for 
granted,  are  now  much  less  frequent. 

2.  Infection-fighting  drug*.  Peritonitis,  once  feared  as 
a frequent  complication  of  abdominal  surgery,  today  is 
uncommon.  The  use  of  such  agents  as  the  sulla  drugs  and 
penicillin  - to  treat  infection  or  to  guard  against  it- has 
almost  eliminated  many  of  ihc  infections  which  formerly 
constituted  the  greatest  dangers  in  surgical  procedures. 

3.  Early  ambulation.  Doctors  have  found  that  getting 
patterns  out  of  bed  soon  after  operations  not  only  speeds 
recovery,  but  also  prevents  many  of  the  discomforts  form- 
erly sutlcrcd.  Bowel  and  urinary  functions  arc  quickly  re- 
stored. Gas  pains  arc  usually  avoided.  It  is  not  unusual 
nowadays  for  a patient  to  be  well  enough  to  go  home  from 
the  hospital  in  less  than  ten  days  after  a major  operation. 


4.  Body  Nutrition.  One  of  the  problems  in  surgery  bus 
been  that  the  condition  which  makes  an  operation  neces- 
sary is  usually  one  which  has  depleted  the  patient's  nutri- 
tional reserves,  and  therefore  lessens  Ins  ability  to  recover 
promptly  from  the  operation  itself 

In  recent  years,  however,  medical  science  has  broadened 
its  knowledge  of  body  nutrition. 

Today,  it  is  possible  to  determine  in  what  a patient's 
body  is  deficient -whether  lie  needs  whole  blood,  vitamins, 
salts,  carbohydrates,  protein. 

Each  of  these  elements  can  be  replaced  - making  it  lar 
camel  lor  the  patient  to  go  through  an  operation  Post- 


operatively,  also,  recovery  is  hastened  by  supplying  the 
body’s  needs  in  easily  assimilated  form.  % 

SEE  YOUR  DOCTOR.  Give  him  your  complete  con- 
fidence at  all  times.  If  he  advises  an  operation,  fol- 
low his  recommendation  promptly.  With  modem 
surgery,  with  modern  hospital  care,  you  have  little 
reason  to  be  afraid. 

Remember,  too,  that  when  surgery  is  indicated, 
a delay  may  be  dangerous.  Prompt  action  is  likely 
to  give  you  a quicker  recovery— and  an  easier  one! 


mm.rn  air 


Makers  of  medicines  prescribed  by  physicians 


PARKE,  DAVIS  & CO. 


Itiisrtl  and  Monvfoclvrtng 
Io6*rotori*i,  Dtirott  37,  MWi, 
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RAPID,  SUSTAINED 
BENEFIT  in 
TRICHOMONIASIS 


Prompt  and  sustained  benefit  in  tricho- 
moniasis, leukorrhea,  and  various  types 
of  vaginitis  may  be  conveniently  secured 
by  local  administration  of  TRICHONAL* 
Tablets. 

TRICHONAL  achieves  the  desired  thera- 
peutic results  by  means  of: 

• LACTOQUINOLINE— brand  of  oxyquin- 
oline  lactate  — powerful  but  safe  anti- 
septic; 

• KAOLIN  in  colloidal  state  — assures 
prolonged  effectiveness  of  medication 
through  adherent  property; 

• DEXTROSE  — provides  stimulus  to 
growth  of  beneficial  lactic  acid-produc- 
ing bacteria; 

• FOAMING  BASE — gradual  effervescence 
aids  diffusion  of  medication  throughout 
entire  vaginal  tract. 

OTHER  FEATURES: 

• Simplicity  of  administration  • Estab- 
lishes normal  vaginal  acidity  • Nontoxic 

• Nonirritating  • Pleasing  odor 
• Economy 

Each  TRICHONAL  Tablet  contains 
grain  of  lactoquinoline  and  3 grains  of 
dextrose. 

SUPPLIED:  Bottles  of  100  and  500  com- 
pressed tablets. 

♦Exclusive  trademark  of  Buffington's,  Inc. 


BUFFINGTON’S,  INC 

Pharmaceutical  Chemists  Since  1865 
WORCESTER  8,  MASS. 
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THE  MIRROR  UP  TO  NATURE 

the  pure  corpus  luteum  hormone 
identical  in  action  with  the 
progestational  principle  isolated  from 
the  mammalian  ovary 


Proluton*  provides  true  replacement 
therapy.  Chemically  pure,  Proluton 
(progesterone)  rapidly  induces  a secretory 
phase  of  the  endometrium,  in  the  same 
manner  as  produced  by  the  hormone  of  the 
normally-functioning  corpus  luteum  of 
the  female.  Progesterone  thus  is  “extremely 
effective”1  in  controlling  functional 
uterine  bleeding.  Fluhmann1  states  that 
progesterone,  given  intramuscularly  in 
daily  doses  of  10  mg.  for  several  days, 
“invariably”  leads  to  a cessation 
of  the  bleeding. 


Because  the  corpus  luteum  hormone  is  a "powerful  uterine  relaxant,”2 

PROLUTON 

has  had  brilliant  success  in  forestalling  threatened  and 
habitual  abortion,3  and  in  relieving  dysmenorrhea.4  As 
Proluton  is  corpus  luteum  hormone,  it  is  innocuous  even 
in  large  dosage.3 

PACKAGING:  Proluton  (progesterone  in  oil)  ampuls  of  1 cc.  containing  1,  2, 
5 or  10  mg.,  boxes  of* 3,  6 and  50  ampuls;  also  vials  of  10  cc.  containing  25  mg. 
per  cc..  box  of  1 vial.  Pranone*  (anhydrohydroxy -progesterone)  tablets  of  5 or  10 
mg.,  boxes  of  20.  40,  100  and  250  tablets;  and  25  mg.,  boxes  of  20  and  100  tablets. 

BIBLIOGRAPHY:  (1)  Fluhmann,  C.  F.:  J.A.M.A.  135:557,  1047.  (2)  Frank, 
K.  T.:  M.  Clin.  North  America  25:607,  1941.  (3)  Krohn,  L.,  and  Harris.  J.  M. : 
Am.  J.  Obst.  & Gynec.  4-1:95,  1941.  (4)  Harding,  F.  E.:  Am.  J.  Obst.  & Gynec. 
53:279,  1947. 


CORPORATION  • BLOOMFIELD,  NEW  JERSEY 

IN  CANADA,  SCHF.RINC  CORPORATION  LIMITED,  MONTREAL 


Must 

INCREASED  IRRITATION 

follow 

INCREASED  SMOKING? 

PEOPLE  are  smoking  heavily  . . . far  more  than  ever  before. 

To  minimize  nose  and  throat  irritation  due  to  smoking, 
may  we  suggest  the  cigarette  proved*  definitely  and  measur- 
ably less  irritating  . . . Philip  Morris. 

This  proof  of  Philip  Morris  superiority  is  dependent  not 
only  upon  laboratory  evidence,  but  on  clinical  observation  as 
well.  Research  was  conducted  not  by  anonymous  investigators, 
but  by  recognized  authorities  . . . and  published  in  leading 
medical/ journals. 

The  fact  is  Philip  Morris  advantages  result  directly  from 
a distinctive  method  of  manufacture  described  in  published 
reports. 

^Laryngoscope,  Feb.  1935,  V ol.  XLV,  No.  2,  149-154;  Laryngoscope,  Jan.  1937, 

Vol.  XLV II,  No.  1,  58-60;  Proc.  Soc.  Exp.  Biol,  and  Med.,  1934,  32,  241  r 
N.  Y.  State  Jourti.  Med.,  Vol.  35,  6-1-35,  No.  11,  590-592. 


Philip  Morris 

Philip  Morris  & Co.,  Ltd.,  Inc. 

119  Fifth  Avenue,  N.  Y. 


TO  THE  PHYSiCIAN  WHO  SMOKES  A PIPE:  We  suggest  an  unusually  fine  new  blend  — Country 
Doctor  Pipe  Mixture.  Made  by  the  same  process  as  used  in  the  manufacture  of  Philip  Morris  Cigarettes, 


Bo  r Jen’s  prescription  specialties  are  flexibly  aJaptable  to  cope  effectively 
with  tbe  sharply  increased  number  of  your  infant  feeding  problems. 


BIOLAC-a  complete  infant  formula  (only 
vitamin  C supplementation  needed)  for  infants 
deprived,  of  mother’s  milk. 

DRYCO-a  powdered,  high-protein,  low-fat, 
moderate  carbohydrate  milk  food  ideally  suited 
for  all  formulas. 

BETA-LACTOSE  -an  exceptionally  palatable, 
highly  soluble  milk  sugar  for  formula  modi- 
fication. 


MULL-SOY — a hypo -allergenic  emulsified  soy 
food  for  infants  and  adults  allergic  to  milk 
proteins.  The  1:1  standard  dilution  approxi- 
mates cow’s  milk  in  fat,  protein,  carbohydrate 
and  mineral  content. 

KLIM-  a spray-dried  whole  milk  with  soft  curd 
properties  essential  in  infant  feeding  and 
special  diets.  Particularly  valuable  when  avail- 
ability or  safety  of  fresh  milk  is  uncertain. 


Borden  prescription  products  are  available  at  all  drug  stores. 
Complete  professional  information  may  be  obtained  on  request. 


-T  'O 


W—  V Cv  r 

BORDEN’S  PRESCRIPTION  PRODUCTS  DIVISION  • 350  MADISON  AVENUE,  NEW  YORK  17,  N.  Y. 


Pharmaceutical  Manufacturers,  Newark  7,  N.  J. 


• • • 


_Lhe  continuous  alteration  of  anatomy,  histology  and  physiology 
during  the  aging  process  interferes  greatly  with  the  absorption  and 
metabolic  economy  of  B Complex  factors. 

So  common  is  this  interference  that  it  is  often  difficult  to  draw 
the  line  between  findings  due  to  old  age  itself  and  those  caused  by 
B Complex  deficiency. 

White’s  Multi-Beta  Liquid  fortifies  the  geriatric  diet  with  those 
vitamin  B factors  most  apt  to  be  lacking  in  the  restricted  or  inade- 
quately utilized  intake  of  the  elderly  patient. 

Easily  administered  with  fruit  juice  or  milk,  imparts  no  odor  or 
taste  to  soft  foods ; pleasant  to  take  directly. 


In  bottles  (with  suitable  droppers) 
of  10  cc.,  25  cc.  and  50  cc. 
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Pantopon  gr.  ii  .12  Sm 

Syr.  Thioeof,  q.s ...*  vi  180  cc 

M.  Sig.  5 ' every  3 hours. 


Syr.  Ipecac  Jj  i 30  cc 

Anis.  Sp.  Ammon ,y  iii  12  cc 

Syr.  Thiocol,  q.s ^ vi  I80cc 

M.  Sig.  5 ' every  2 to  3 hours. 


’Reg-  U.  S.  Pot.  Off. 
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builds  husky  babies 


S- 


-A 


Protein  in  S-AI-A  is  complete  and  adequate.  It  is  present  in  t lie  same  pro- 
portion as  in  breast  milk.  Protein  in  S-M-A  is  utilized  for  growth. 

Because  t lie  fat  and  carbohydrate  in  S-M-A  are  perfectly  balanced 
(as  in  human  milk)  to  supply  necessary  energy,  the  protein  element  in 
the  formula  is  available  for  its  own  special  purpose — the  building  of  tissue. 
Thus  growth  factors  are  not  robbed  to  supply  caloric  requirements. 

S-M-A  closely  approximates  mother's  milk. 


The  S-M-A  formula  is  icell  suited  to 
modification.  an  the  physician  may 
tcish.  for  special  feeding  problems. 


* 


(■  T ^ 
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A NEW 

n/vamt 

When  pregnancy  is  contraindicated 
maximal  protection  is  assured  by  the  new 
Lanteen  technique.  The  mechanical 
protection  afforded  by  the  Lanteen  Flat 
Spring  Diaphragm  is  combined  with  the 
spermatocidal  activity  of  the 
Lanteen  Vaginal  Jelly. 

Complete  description  of  the  New  Technique  and  physician  s package  will  be  sent  upon  request. 


LANTEEN  FLAT  SPRING  DIAPHRAGM 

Easily  Fitted — Collapsible  in  one  plane 
only,  Lanteen  Flat  Spring  Diaphragm  is 
easily  placed  without  the  aid  of  an  inserter. 

Long  Lasting — Made  of  finest  rubber, 
Lanteen  Diaphragms  are  guaranteed  against 
defects  for  a period  of  one  year. 


LANTEEN  VAGINAL  JELLY 

More  Effective — Lanteen  Jelly  gives  greater 
protection  by  combining  spermatocides  in  a 
jelly  readily  miscible  with  vaginal  secretions. 

Non-irritating,  Non-toxic — Lanteen  Vag- 
inal Jelly  is  bland,  safe,  soothing  and  is  rapidly 
destructive  to  spermatozoa. 


Ethically  Promoted — Advertised  only 
to  the  medical  profession. 


ante  en 


LANTEEN  MEDICAL  LABORATORIES,  INC. 

900  North  Franklin  Street 
Chicago  10,  Illinois 
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Intake  of  alkalies  and  large  amounts  of  fluid 

is  recognized  as  effective  in  promoting 
excretion,  combating  acidosis,  and 
reducing  crystalluria  of  drug  intoxication 
Sulfonamides,  salicylates,  acetanilid, 
cinchophen,  bromides,  etc. 


This  agreeable-tasting,  refreshing 
natural  mineral  water  from  the  famous 
Celestins  spring  at  Vichy,  France, 
solves  the  problem  of  continuing 
patients  on  alkaline  therapy  for 
prolonged  periods. 


CELESTINS  VICHY  is  recognized  by 
physicians  the  world  over  as  a pleas- 
ant and  effective  adjunct 
in  the  relief  of  distress 
associated  with  water 
and  mineral  imbalance. 

Have  you  received  this 
booklet?  W 


ING  AT  Vl£^ 


onhe"Spring  is  on  ^ ... 

— ■ %rtt\rx  n .«  — 


thermal  establishment 

VICHY 


//me  Cr  Ai  f t ieu/o  ts 
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SALINIDOL 

Formula  U.S.P.H.  Service 


Salicylanilid.  5% 

Carbowax 95% 


Ringworm  of  the  Scalp 

(Microsp.  Audouini  or  Microsp. 
Lanosum) 

Salinidol — Greaseless,  Stainless, 
Odorless.  Easily  removed  with 
water. 

The  hair  must  be  clipped  every 
10  days  and  Salinidol  applied 
daily. 

Please  write  for  sample  and 
literature. 

DOAKCO.,INC. 

Cleveland,  Ohio 

NY  3-48 


For  Business  Opportunities, 
Real  Estate,  and 
Positions  Wanted 

4 

See 

Pages  5 57  and  5 59 


BUY 

Savings  Bonds 


Preferred  for  VARICOSE  ULCERS 

zincgelatin 


Ready  to  use 
Quickly  applied 
Ilf  Relieves  pain 


BANDAGES  s lles  Com 

SAMPLE,  LITERATURE  ON  REQUEST  ' #foTc STc?>s  pp  ^ ° p.  . 

sion  and  Topical 

E.  K.  DEMMEL  COMPANY  • 5911  67th  Avenue,  Brooklyn  27,  New  York  Medication 


THE  NEW  YORK  POLYCLINIC 

MEDICAL  SCHOOL  AND  HOSPITAL  (Organized  1881)  ( The  Pioneer  Post-Graduate  Medical  Institution  in  America) 

EYE,  EAR,  NOSE  AND  THROAT  A combined  full-tof  c^seV Urology  covering  an 

A combined  full-time  course  covering  an  academic  year  academic  year  (8  months).  It  comprises  instruction  in 

(9  months).  It  consists  of  attendance  at  clinics,  wit-  pharmacology;  physiology;  embryology;  biochemistry; 

nessing  operations,  lectures,  demonstration  of  cases  bacteriology  and  pathology;  practical  work  in  surgical 

and  cadaver  demonstrations;  operative  eye,  ear,  nose  anatomy  and  urological  operative  procedures  on  the 

and  throat  on  the  cadaver;  head  and  neck  dissection  cadaver;  regional  and  general  anesthesia  (cadaver); 

(cadaver);  clinical  and  cadaver  demonstrations  in  office  gynecology;  proctological  diagnosis;  the  use  of 

bronchoscopy,  laryngeal  surgery  and  surgery  for  the  ophthalmoscope;  physical  diagnosis;  roentgeno- 

facial  palsy;  refraction;  roentgenology;  pathology,  logical  interpretation;  electrocardiographic  interpreta- 

bacteriology  and  embryology;  physiology;  neuro-  tion;  dermatology  and  syphilology;  neurology;  physi- 

anatoiny;  anesthesia;  physical  therapy;  allergy;  cal  therapy;  continuous  instruction  in  cysto-endoscopic 

examination  of  patients  pre-operatively  and  follow-up  diagnosis  and  operative  instrumental  manipulation; 

post-operatively  in  the  wards  and  clinics.  Also  re-  operativesurgicalclinics;demonstrationsintheoperative 

fresher  courses  (3  months).  instrumental  management  of  bladder  tumors  and  other 

vesical  lesions  as  well  as  endoscopic  prostatic  resection. 

For  information  address  MEDICAL  EXECUTIVE  OFFICER:  345  Woat  50th  St..  NEW  YORK  CITY.  19 
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/} ORTANT : — diapene  is  as  basically  neces- 
as  baby  oil,  powder  or  ointment,  because 
mg,  prickly  heat,  allergy  rashes,  etc.,  are 
n aggravated  by  ammoniacal  urine,  dia- 


p e is  a prophylactic  must  for  every  baby! 


I!  RENCES 

• okc.  J.  V.:  Brcnnemann  Practice  of  Pediatrics  4:  Chap- 

41.  1945 
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For  prevention,  medicate  only  "night”  diapers. 
For  treatment,  medicate  all  the  diapers. 


One  tablet  to  2 quarts  water,  a rinse  for  6 diapers. 
Unit  packages  of  20  and  40  tablets. 


MAIL  TODAY 


Homemakers’  Products  Corporation 
380  Second  Ave.,  New  York  10,  N.  Y. 


NS-3 


Please  send  me,  without  cost,  literature  and 
samples  of  DTAPENE  to  eliminate  cause  of 
diaper  rash  (ammonia  dermatitis). 


EIT  Fill!  DIAPER  RASH” 


Figure  1 — DARK  ZONE 
OF  INHIBITION,  pro- 
duced by  DIAPENE 


' treatment  of  ammonia  dermatitis  (diaper  rash)  here- 
i e has  been  a bothersome  and  unavailing  routine  of 
i . acid  rinses  and  rapid  change  of  soiled  diapers. 
I ;lly,  the  results  have  been 
itisfactory  — even  with 
l tse  of  bichloride  of  mer- 
because  of  the  risk  of 
ijuric  poisoning.  The  high 
dence  of  diaper  rash, 
efore,  emphasizes  the 
for  a more  advanced 

|py- 

iokel  demonstrated  that 
i cause  of  diaper  rash  is 
■ onia  liberated  in  the  wet1 
i :r  by  bacterial  decom po- 
ll of  urinary  urea.  The  BaVdl™*  fatedSrolf B°GF 

t of  ammonia  is  readily  (See  Fig.  2),  a case  of 
, . , Diaper  Rash  (Ammonia 

t ted  in  diapers  wet  with  Dermatitis) 


DIAPENE  — impregnated  Figure  2 — 

into  the  laundered  diaper  CLINICAL  PICTURE 

merely  by  rinsing — inhibits 
and  destroys  growth  of  the 
saprophytic  gram  positive 
bacillus  responsible  for  the 
ammonia  production.  DIA- 
PENE, therefore,  prevents 
and  relieves  diaper  rash  by 
eliminating  the  cause.  With 
elimination  of  the  cause  of 
ammonia  dermatitis,  the 
eruption  — whether  erythe- 
matus  or  papulovesicular  — 
disappears  rapidly.  Ulcerations  of  external  urinary 
meatus  respond  quickly  to  D1  APENE-treated  diapers. 


B.G. — severe  Diaper  Rash 
with  ulcerations  cleared 
with  DIAPENE  in  five  days. 
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With  Kwell  Ointment,  scabies  and  pediculosis  are 
completely  eradicated  in  most  patients  by  a 
single  application.  This  new  and  unique  para- 
siticide is  thoroughly  nonirritant  and  does 
not  lead  to  dermatitis  or  other  skin  reactions. 

The  active  ingredient  of  Kwell  Ointment 
is  the  gamma  isomer  of  1 ,2,3,4,5,6-hexachlorocy- 
clohexane.  In  the  concentration  used 
(1%),  it  is  harmless  to  man  but  quickly  lethal 
for  the  Sarcoptes  of  scabies  and  the  pediculi 
responsible  for  pediculosis  pubis,  corporis, 
and  capitis.  Kwell  Ointment  is  compounded 
with  a vanishing  cream  base,  hence  is 
greaseless,  odorless,  and  nonstaining 
to  skin,  clothing,  or  linen.  Safe  for 
use  on  infants’  skin  and  tender  skin 
areas  of  adults.  Available  on  prescription  at 
all  pharmacies;  in  2 oz.  and  1 lb.  jars. 


£S.£‘ 


A DIVISION  OF 

COMMERCIAL  SOLVENTS  CORPORATION 
17  E.  42nd  ST.,  NEW  YORK  17,  N.  Y. 


cSc 
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RAY-FORMOSIL 


fa'i  t/ie  foea/ment  cfl 


ARTHRITIS  and 


RHEUMATISM 


Ray-Formosil  for  intramuscular  injection  is  a clini- 
cally proved,  effective  treatment  for  Arthritis 
and  Rheumatism.  It  is  a non-toxic  and  sterile, 
buffered  solution  containing  in  each  cc.  the 
equivalent  of: 


FORMIC  ACID 
HYDRATED  SILICIC  ACID 


5 mg. 
2.25  mg. 


Descriptive  clinical  literature  will  be  furnished 
upon  request.  If  your  dealer  cannot  supply  you, 
order  direct. 


73%  Slenefiled 


In  one  series  of  clinic-treated  cases  of  atro- 
phic, hypertrophic  and  mixed  arthritis— with 
bestresults  in  hypertrophic  and  fibrositic  types. 


RAYMER  PHARMACAL  COMPANY 

PHARMACEUTICAL  MANUFACTURERS  • PHILADELPHIA  34,  PA. 


I 


0v&i  Slua/U&i 


484 


★ ★ 

ANNOUNCING 

THE  1948 

CONVENTION 

ISSUE 

OF  THE 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

WILL  BE  THE 

APRIL  1st  ISSUE 

• CONTENTS  • 

• COMPLETE  SCIENTIFIC  PROGRAM  LISTING  AL 
GENERAL  AND  SECTION  MEETING  PAPERS 

• HOUSE  OF  DELEGATES  DATA 

• OUTLINE  OF  SUBJECTS  FOR  "TEACHING  DAY 

• SCIENTIFIC  EXHIBITS  SUMMARIZED 

• LIST  OF  TECHNICAL  EXHIBITS 

• ANNUAL  REPORTS 

• WOMEN’S  AUXILIARY  PROGRAM 

• WOMEN'S  MEDICAL  SOCIETY  PROGRAM 

• SCIENTIFIC  PROGRAM 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YOR 

★ H 
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We  are  proud  to  announce 

Acnomel 

a significant  advance, 

clinical  and  cosmetic, 
in  acne  therapy 

Mow,  for  the  first  time,  you  have  a preparation  which  fulfills  the  two  prime 

requirements  for  the  successful  treatment  of  acne: 

1.  Therapeutic  excellence.  An  exceptional  vehicle  assures  the  effec- 
tiveness of  Acnomel’s  tried  and  proved  active  ingredients — sulfur 
and  resorcinol. 

2.  Cosmetic  excellence.  Delicately  flesh-tinted,  Acnomel  not  only 
harmonizes  so  well  with  the  skin  as  to  be  virtually  invisible,  but  it 
also  masks  unsightly  lesions.  This,  plus  its  pleasant  odor,  will  make 
your  patients  like  to  use  Acnomel. 

A.cnomel’s  therapeutic  superiority  will  please  the  physician;  its  cosmetic  superi- 

I 

ority  will  please  the  patient.  It  is  available,  on  prescription  only,  in  VA  oz.  tubes. 

Smith,  Kline  & French  Laboratories,  Philadelphia 
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**.  . . Deficiencies  of  the  ivater-soluble  vitamins 
tend  to  be  multiple  in  nature,"1  and  effective 
treatment  or  prophylaxis  requires  adminis- 
tration of  all  the  B vitamins  plus  ascorbic  acid. 

Capsules  Perabeta2  plus  Vitamin  C is  a new 
Sharp  & Dohme  formula  providing  all  the 
water-soluble  accessory  food  factors  in  bal- 
anced, adequate  quantities,  and  in  convenient, 
readily  assimilated  form. 

Each  capsule  contains: 


Thiamine  hydrochloride  (vitamin  B,) 3.0  mg. 

Riboflavin  (Vitamin  Bp- 3.0  mg. 

Pyridoxine  hydrochloride  (vitamin  B6)  0.1  mg. 

Niacinamide 20.0  mg. 

Calcium  pantothenate 3.0  mg. 

and  other  natural  factors  of  the  B-complex  from  84  mg. 
of  dried  liver,  including  traces  of  biotin,  folic  acid 
and  inositol. 

Ascorbic  acid  (vitamin  C) 50.0  mg. 


As  recommended  by  Jolliffe3,  the  entire  vita- 
min B complex  is  provided  in  the  form  of 
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dried  liver  concentrate,  not  so  much  because 
it  contains  thiamine,  niacin  and  riboflavin, 
"but  rather  as  a source  of  other  B complex 
nutrients  not  yet  synthesized  . . .” 

Indicated  for  prevention  or  treatment  of 
water-soluble  vitamin  deficiencies,  Capsules 
Perabeta  plus  Vitamin  C are  also  useful  diet- p 
ary  adjuncts  in  pregnancy,  surgery,  febrile 
states,  convalescence,  diarrhea  and  diuresis 
Dosage  of  Perabeta  Capsules  is  one  or  more 
daily.  Supplied  in  bottles  of  100  and  1000 
Sharp  & Dohme,  Philadelphia  1,  Pa. 


1.  Spies,  T.D.,  & Stone,  R.E.:  Southern  Med.  J.  40:46,  1947 

2.  Registered  trademark,  Sharp  & Dohme.  3.  Jolliffe,  N.:  J.A.M.A. 


i 29:613,  1945. 
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Editorials 

The  Annual  Meeting 


. 


The  Journal  again  urges  all  who  can  to 
plan  to  attend  the  annual  meeting  to  be  held 
this  year  at  the  Hotel  Pennsylvania,  New 
York  City,  May  17  to  21.  Reserve  your 
hotel  room  now  if  you  have  not  already  done 
so,  since  accommodations  are  apt  to  be 
limited. 

Our  readers  will  note  that  this  year  our 
April  first  number  will  be  the  Convention 
Issue.  To  date  the  commercial  exhibits 
will  be  the  largest  in  number  ever  set  up  for  a 
medical  meeting  at  the  Hotel  Pennsyl- 
vania— 132  exhibit  booths  occupied  by  some 
115  firms  all  displaying  the  latest  in  pharma- 
ceutic products  and  the  most  modern  equip- 
it»  ment  manufactured  for  use  in  the  field  of 
•nits  medicine.  Large  scientific  exhibit  sections 
will  be  set  up  for  the  first  time  at  either  end 
.nil  of  the  Hotel  Pennsylvania’s  main  ballroom, 
allowing  by  this  arrangement  a much  more 
comprehensive  scientific  exhibit  than  has 
been  possible  in  previous  years. 


The  registration  desk  will  be  located,  as  in 
1946,  conveniently  near  the  center  of  the 
meeting,  assuring  easy  access  to  all  points  of 
activity.  Our  good  friends,  the  exhibitors, 
wrho,  year  after  busy  year,  cheerfully  help 
to  make  possible  our  annual  meetings  by 
underwriting  at  least  part  of  the  cost,  de- 
serve your  attention  and  patronage.  They 
bring  for  your  inspection  and  information 
the  most  recent  developments  in  scien- 
tific apparatus,  therapeutic  modalities, 
the  latest  publications,  and  will  cheerfully 
answer  any  and  all  questions  about  their 
products. 

This  year  make  it  a point  to  come. 
Watch  for  the  Convention  Issue  of  the 
Journal,  April  1,  for  announcements  of  the 
scientific  programs,  the  proceedings  of  the 
House  of  Delegates,  the  annual  reports  of 
committees.  Plan  now  to  attend,  and, 
above  all,  be  sure  to  make  your  hotel  reser- 
vations now,  if  you  have  not  yet  done  so. 


t'U 


The  Chiropractic  Bill 


Like  the  traditional  bad  penny,  the  bill 
to  license  and  legalize  the  practice  of  chiro- 
practic in  New  York  State,  has  turned  up 


again.  Despite  numerous  unsuccessful  at- 
tempts to  throw  a mantle  of  legality  about 
their  “profession,”  the  chiropractors  have 
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marshalled  their  forces  for  another  effort  to 
achieve  their  objective.  This  time,  accord- 
ing to  all  indications,  they  intend  to  bring 
to  bear  more  pressure  than  ever. 

On  January  21,  a bill  was  introduced  in 
the  legislature  by  Assemblyman  L.  P. 
Noonan,  of  Cattaraugus  County,  which 
would  amend  the  education  laws  to  provide 
for  a State  Board  of  Chiropractic  Examiners 
whose  function  it  would  be  to  license  chiro- 
practors and  to  regulate  their  practice.  As 
this  is  written,  there  is  a prospect  that  the 
Noonan  Bill  may  be  replaced  or  supple- 
mented by  another  and  that  a companion 
bill  will  be  introduced  in  the  Senate.  In  any 
event,  the  principal  aims  will  be  the  same. 

The  stand  of  the  medical  profession  on  this 
controversial  subject  is  clear.  It  holds  that 
the  basic  theory  of  chiropractic  is  false,  and 
in  this  it  has  the  support  of  every  scientific 
scholar.  It  maintains  that,  in  dealing  with 
human  life  and  well-being,  it  is  the  duty  of 
those  men  who  have  been  given  official 
authority  by  the  State  of  New  York  to  prac- 
tice the  healing  arts  to  insist  upon  adequate 
standards  of  qualification.  Chiropractic  is 
the  practice  of  medicine,  no  matter  what  the 
chiropractors  say  about  it.  The  courts  of 
the  State  of  New  York  have  ruled  that  it  is. 
If  chiropractors  practice  medicine,  they  ob- 
viously do  so  without  proper  qualifications, 
because  of  the  fallacy  of  their  philosophy. 
The  licensing  of  an  unqualified  person  does 
not  change  by  one  iota  the  fact  that  he  re- 
mains unqualified. 

There  are  many  more  specific  objections 
to  the  Noonan  Bill,  or  its  counterparts. 
The  bill  would  open  the  door  wade  to  permit 
practically  all  present  chiropractors  to  ob- 
tain a license  without  any  examination.  The 
well-known  “grandfatlTer  clause”  does  noth- 
ing to  winnow  the  wheat  from  the  chaff,  but 
licenses  anyone  who  has  been  “chiefly  en- 
gaged” in  the  practice  of  chiropractic  in  the 
State  for  at  least  one  year  out  of  the  past 
three.  How  many  death  warrants  will  this 
sign  for  credulous  people  with  serious  dis- 
eases who  rely  upon  the  “treatments”  of 
correspondence  school  graduates?  What  of 
the  betrayal  of  the  trust  of  the  unsuspecting 
patients  to  whom  a license  is  an  assurance 
of  qualification? 


The  licensing  of  chiropractors  would  be  a 
backward  step  in  the  steady  progress  of 
the  healing  arts.  The  high  standards  set 
forth  in  the  education  law  would  suffer  a 
severe  blow.  To  argue  that  chiropractors 
have  gained  a following  among  certain  indi- 
viduals and,  consequently,  ought  to  be 
licensed  is  poor  logic.  Fortune  tellers  and 
astrologers  flourish,  yet  no  one  seriously  pro- 
poses to  give  them  a license  to  operate.  The 
fundamental  question  is  adequacy  of  train- 
ing. Let  the  chiropractors  fulfill  the  re- 
quirements of  the  existing  law  in  this  respect, 
and  no  person  will  lift  a finger  to  “discrimi- 
nate” against  them,  as  they  often  charge. 

With  these  and  numerous  other  objections 
to  the  Noonan  Bill  to  point  to,  the  medical 
profession  might  rest  confident  in  the  as- 
sumption that  the  measure  will  never  suc- 
ceed. This  would  be  a mistake.  Past 
failures  on  the  part  of  the  chiropractors  to 
win  legislative  support  for  their  bills  give  no 
assurance  that  the  present  bill  will  also  fail. 
On  the  contrary,  the  present  mood  of  the 
chiropractors  is  to  bring  about  the  adoption 
of  the  bill  at  all  costs.  Vigilance  and  ag- 
gressive action  are  necessary  to  ward  off  this 
threat. 

To  make  their  opposition  to  the  bill  ef- 
fective, all  physicians  should  make  it  their 
business  to  write  directly  to  their  legislative 
representatives  expressing  their  views.  Let- 
ters to  the  majority  leaders  of  the  Senate 
and  Assembly  and  to  the  members  of  the  As- 
sembly Committee  on  Public  Education,  to 
which  the  bill  was  referred,  also  would  help.  [■ 
Assemblyman  Wheeler  Milmoe  of  Madison 
County  is  chairman  of  this  committee.  Let- 
ters should  be  written  now.  They  may  be 
addressed  to  the  legislators  either  at  the 
Senate  or  the  Assembly  Chamber,  State 
Capitol,  Albany,  New  York. 

This  is  a matter  that  cannot  be  left  in  the 
hands  of  a few  people.  The  voice  of  the  i 
medical  profession  in  all  New  York  State 
must  be  raised  in  loud  protest  against  such 
harmful  legislation. 

The  chiropractors  are  flooding  the  mails 
with  their  side  of  the  story.  Every  physi- 
cian concerned  with  the  future  of  hi8  pro- 
fession should  join  his  fellows  in  doing  the 
same. 
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Current  Editorial  Comment 


A Correction.  In  our  November  15, 
1947,  issue1  we  referred  editorially  to  an 
article  published  in  the  New  York  Times  of 
July  27,  1947,  which  “reported,  together 
with  other  matters,  grants  for  scholarships  in 
psychiatric  fields  recently  made  available  by 
the  National  Mental  Health  Act  and  ad- 
ministered through  the  U.S.  Public  Health 
Service.”  The  quotation  is  from  a letter 
received  from  Dr.  John  Romano  of  Roches- 
ter, a member  of  the  National  Advisory 
Mental  Health  Council,  an  advisory  body  of 
six  physicians  who  advise,  consult  with,  and 
make  recommendations  to  the  Surgeon 
General  on  matters  relating  to  the  activities 
and  functions  of  the  U.S.  Public  Health 
Service  in  the  field  of  mental  health. 

Dr.  Romano  calls  to  our  notice  that  in  our 
editorial  we  unintentionally  misrepresented 
facts,  an  act  which  we  regret  and  hereby 
I rectify.  Our  editorial  said  that  “Appar- 
ently the  Surgeon  General  of  the  U.S.  Public 
Health  Service  proposes,  according  to  the 
New  York  Times  for  July  27,  1947,  to  devote 
an  appropriation  of  some  $4,650,000  to  the 
further  psychiatric  training  of  social  work- 
ers.” This,  as  Dr.  Romano  points  out,  is 
only  part  of  the  story  as  reported  and  signed 
by  Murray  Ulson.  The  complete  report  is 
reprinted  herewith: 

Scholarships  in  Psychiatric  Fields 

With  a grant  from  the  National  Mental  Health 
Act,  four  competitive  fellowships  valued  at 
$9,600  will  be  awarded  for  the  first  time  by  the 
New  York  School  of  Social  Work,  Columbia 
University,  for  postgraduate  training  in  special- 
ized psychiatric  fields,  it  became  known  yester- 
L day. 

Carrying  a total  appropriation  of  $4,650,000, 
tj|  the  mental  health  measure  recently  adopted  by 
Congress  and  approved  by  President  Truman  is 
designed  primarily  to  help  overcome  the  acute 
shortage  of  personnel  in  the  various  mental 
health  specialty  fields.  The  program  calls  for 
the  establishment  of  training  units  in  psychiatry, 
clinical  psychology,  psychiatric  nursing  and 
$ psychiatric  social  work.  It  provides  for  grants- 
in-aid  to  states  for  establishing  needed  psychia- 
as  t ic  services.  Additional  sums  were  appropriated 
y,  also  for  psychiatric  research. 

Several  social  work  schools  throughout  the 
country  are  to  share  an  allocation  of  $200,000 
to  reinforce  the  training  units  in  psychiatric 


social  work  under  the  new  mental  health  plan 
it  was  learned.  At  the  New  York  School  of 
Social  Work,  which  is  a division  of  the  Commun- 
ity Service  Society,  two  such  training  units  will 
be  established  for  second-year  students  attending 
the  institution.  There  will  be  eight  trainees  in 
each  unit. 

Additional  Funds 

To  expand  its  psychiatric  social  work  program 
in  line  with  the  aims  of  the  National  Mental 
Act,  the  New  York  school  already  has  been 
granted  a sum  over  $25,000.  Part  of  the  alloca- 
tion will  go  toward  forming  the  two  additional 
training  units.  The  remainder  will  be  used  to 
finance  the  four  competitive  scholarships. 

According  to  Dr.  Walter  W.  Pettit,  dean  of 
the  school,  the  awards  will  carry  a stipend  of 
$2,400  each  and  will  cover  an  entire  academic 
year  beginning  with  the  graduate  school’s  winter 
quarter  in  January,  1948.  The  institution  has 
set  November  1 as  the  closing  date  for  filing 
applications  for  the  fellowships. 

Candidates  must  be  graduates  of  an  accredited 
school  of  social  work  and  must  have  had  at  least 
three  years’  practice  in'the  profession!  The  post- 
graduate fellowship  program,  Dean  Pettit  dis- 
closed, will  consist  of  advanced  courses  in  psy- 
chiatric social  work  and  case  work,  combined 
with  a specified  number  of  hours  to  be  given  to 
specialized  field  work. 

In  addition  to  the  Columbia  University  school, 
two  other  graduate  institutions  have  received 
grants  under  the  act  for  the  fellowship  courses. 
They  are  the  Pennsylvania  School  of  Social  Work 
of  the  University  of  Pennsylvania  and  the 
School  of  Applied  Sciences,  University  of  Pitts- 
burgh. 

Nation-Wide  Program 

The  training  units  to  be  started  in  the  various 
graduate  schools  conform  to  a plan  now  being 
developed  by  the  United  States  Public  Health 
Service  for  a comprehensive  nation-wide  mental 
health  program  under  the  recently  enacted 
measure.  The  Public  Health  Service’s  Mental 
Hygiene  Division,  directed  by  Dr.  R.  H.  Felix, 
has  been  authorized  by  Congress  to  allocate  the 
training  funds  to  the  several  degree-granting 
institutions. 

Terming  the  recent  passage  of  the  National 
Mental  Health  Act  “most  heartening,”  Dr. 
Felix  pointed  out  that  the  legislation  “gives  us  an 
opportunity  to  cope  on  a nation-wide  scale  with 
one  of  America’s  major  public  health  problems — 
the  scourge  of  mental  illness.” 


1 Editorial,  “Our  Coming  Psychiatrists,”  p.  2408. 
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“The  greatest  current  barrier  to  the  develop- 
ment of  mental  health  programs  as  a whole,” 
he  said,  “is  the  lack  of  sufficient  and  well-trained, 
personnel.  It  is  futile,  for  example,  to  consider 
the  establishment  of  clinics  or  the  expansion  of 
mental  hospitals  unless  there  will  be  trained 
personnel  available  to  help  staff  them.” 

Murray  Illson 

Male  Hormone  Therapy.  The  increas- 
ing employment  of  these  preparations,  often 
in  an  indiscriminate  fashion,  should  direct 
attention  to  a valuable  presentation  re- 
cently made  by  C.  W.  Dunn  of  Philadel- 
phia, of  which  the  following  is  a summary.1 

The  clinical  results  obtained  with  testos- 
terone therapy  in  all  age  groups  of  males 
and  certain  age  groups  of  females  indicate 
that  the  most  valuable  and  desirable  effects 
of  testosterone  are  related  to  its  action  on  the 
constitutional  state.  A deficiency  in  the 
constitutional  state  is  the  basic  and  the  pri- 
mary defect  existing  in  testosterone  defi- 
cient patients.  All  other  features,  subjec- 
tive and  objective,  excluding  the  under- 
developed external  genital  state  and  the 
disturbance  in  endocrinous  interrelationship 
present  in  the  climacterfc,  are  aftermath 
effects  and/or  are  related  to  the  degree  of 
the  testosterone  deficiency  which  the  in- 
dividual patient  presents.  Even  in  these 
patients,  as  the  extreme  degrees  of  the  de- 
velopmental effects  are  overcome,  the  con- 
tinuance of  therapy  is  based  upon  the  main- 
tenance of  the  constitutional  state  at  a satis- 
factory level.  Therefore,  initially  and  fi- 
nally, we  must  evaluate  the  effect  of  testos- 
terone preparations  on  the  constitution  of 
the  patient.  The  value  of  testosterone  to 
the  human  must  not  be  based  upon  its  ability 
to  develop  the  penis  or  to  activate  the  wan- 
ing or  the  disappeared  sexual  or  psychosex- 
ual  stimuli.  There  are  many  other  causes 
for  sexual  incapacity  or  absence  of  libido. 
The  use  of  testosterone  to  stimulate  sexual 
activity  in  an  otherwise  normal  individual  is 
not  advised,  and  if  used,  it  will  be  found  to 
be  ineffective  therapy. 

The  administration  of  testosterone  prepa- 
rations should  be  restricted  to  patients  ex- 
hibiting clinical  and/or  laboratory  signs  of 
testosterone  or  androgen  deficiency.  In 
patients  with  a testosterone  deficiency  it  acts 

1 Dunn,  C.  W.:  Clinics  5:  4 (1947). 
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as  specific  therapy  only  within  the  limits  of 
its  physiobiologic  activity. 

It  appears  that  underdeveloped  testes  will 
increase  in  size  under  certain  circumstances, 
namely,  youth,  the  presence  of  the  anterior 
growth  hormone,  and  the  administration  of 
testosterone  preparations  at  a dosage  level 
which  only  corrects  the  state  of  testosterone 
deficiency.1 

Leap  Year.  The  year  1948  is  leap  year. 
This  may  have  serious  consequences  for 
some  young  medical  men  who  may  be 
caught  unaware  by  more  alert  designing 
females  of  the  species.  It  seems  only  fair, 
and  possibly  our  editorial  duty,  to  sound  a 
warning  note  to  our  young  male  readers  to 
be  on  their  guard  against  surprise  proposals 
of  marriage  by  the  opposite  sex.  It’s  an 
old  custom. 

These  may  come  during  the  winter,  when 
the  young  man’s  fancy  is  supposed  to  be 
hibernating  and  sluggish — a splendid  oppor- 
tunity for  a surprise  attack  from  ambush 
unless  security  is  maintained  at  all  times. 
Recent  military  training  can  be  a great 
asset  to  the  young  male.  Let  him  not  for- 
get the  principles  he  has  learned. 

Now  as  the  year  advances  into  spring  and 
the  male  hibernating  season  comes  to  a 
close,  the  danger  is  greater.  Then  the 
young  man’s  fancy  turns  to  thoughts  with 
which  the  predatory  female  has  been  toying 
all  winter,  and  which  the  songwriters  be- 
labor ceaselessly  as  any  one  may  verify,  for 
who  can  escape  the  radio  crooner  or  the 
juke-box  moaners?  It  is  all  a well-planned 
campaign  to  undermine  masculine  defenses, 
whatever  else  it  may  be  called. 

Ah,  spring!  That  winter  lingers  in  the 
lap  of;  ah,  spring  in  leap  year,  divisible  by 
four  and  dangerous  to  the  unwary.  Young 
men  take  warning!  If  you  have  come 
safely  and  unattached  through  January, 
watch  yourselves  in  February.  It’s  a short 
month,  but  don’t  count  too  much  on  that; 
look  at  the  almanac,  full  moon  on  the 
twenty-fourth,  29  perilous  days  and  the 
sap  beginning  to  run  in  the  sugar  maples  in 
an  early  spring  thaw. 

This  is  merely  a friendly  word  of  warn- 
ing. We  don’t  expect  it  will  do  much  good. 
But  our  sense  of  duty  is  strong,  and  we 
suspect  that  the  human  female  may  exert 
her  customary  leap  year  prerogatives  as  in 
the  past — despite  that  new  look. 
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COUNTY  HEALTH  DEPARTMENTS 

Edward  S.  Godfrey,  Jr.,  M.D.,  Albany,  New  York 
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THE  year  which  has  elapsed  since  the  signing  of 
Chapter  1000  of  the  Laws  of  1946,  amending 
the  laws  relating  to  the  establishment  of  county 
health  departments  a*nd  State  aid  to  counties  for 
health  work,  has  seen  the  most  general  interest  of 
local  officials  in  the  development  of  county  health 
departments  since  the  original  permissive  act  of 
1921.  While  there  may  have  been  more  discus- 
sion of  the  subject  two  decades  ago,  this  was  so 
controversial  in  nature  that  political  bodies  and 
their  leaders  were  loath  to  take  action,  and  only 
six  county  health  departments  were  established 
in  twenty-five  years. 

By  contrast,  the  past  year  has  been  marked  by 
what  may  be  called  an  eagerness  on  the  part  of 
political  leaders  and  boards  of  supervisors  to  take 
advantage  of  the  new  law.  This  has  been  abetted 
by  the  promise  of  federal  aid  for  the  construction 
of  hospitals  under  Public  Law  725,  the  so-called 
Hill-Burton  Act,  and  State  aid  to  the  larger  cities 
and  for  tuberculosis. 

The  increase  in  State  aid  from  a straight  50  per 
cent  to  75  per  cent  for  the  first  $100,000  expended, 
while  of  relatively  little  importance  to  the  larger 
and  wealthier  counties,  is  a matter  of  moment  to 
the  vast  majority.  It  is  estimated  that  the  State 
will  meet  three-fourths  of  the  total  expenses 
needed  for  a competent  health  department  in 
about  75  per  cent  of  the  counties — a department 
meeting  considerably  higher  standards  than  those 
proposed  by  the  Subcommittee  on  Local  Health 
Units  of  the  American  Public  Health  Association. 

In  many  other  counties  the  State’s  contribution 
will  be  three-fifths  or  more  of  the  total,  and  these 
counties  will  be  the  ones  to  obtain  additional 
State  funds  through  reimbursement  for  the  hos- 
pital care  of  the  tuberculous.  For  the  most  part, 
these  patients  have  not  been  included  in  the  areas 
served  by  the  State  tuberculosis  hospitals,  and 
while  it  is  expected  that  the  savings  will  be  ad- 
dressed primarily  to  intensified  effort  to  eradicate 
tuberculosis,  recognition  should  be  given  to  bet- 
ter organized  and  intensified  local  health  service 
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as  being,  perhaps,  the  most  effective  instrument 
for  that  purpose. 

Only  2 counties,  Cattaraugus  and  Columbia, 
suffer  financially  through  these  laws,  and  they 
had  been  treated  with  special  favor  in  the  past. 
That  is,  they  had  been  granted  one-half  the  oper- 
ating expenses  of  their  tuberculosis  hospitals  in 
addition  to  one-half  the  cost  of  their  county 
health  departments. 

In  addition  to  providing  the  larger  grant  of  aid, 
Chapter  1000  sought  to  remove  certain  provisions 
of  the  county  health  department  law  which  had 
been  obstacles  to  the  establishment  of  county 
health  departments  in  the  past.  The  most  im- 
portant of  these  provisions  was  the  elimination  of 
the  mandatory  abolition  of  health  officers  of 
towns  and  villages  below  3,000  population,  con- 
tained within  a county  health  district. 

This  provision  had  been  added  to  the  law 
through  an  amendment  passed  in  1929,  in  answer 
to  a complaint  that  such  health  officers  burdened 
certain  jurisdictions  with  taxes  for  their  support, 
as  well  as  for  the  county  health  department,  and 
that  they  performed  no  commensurate  service. 
It  was  the  habit  of  the  time  to  belittle  the  per- 
formance of  the  part-time  health  officer,  in  the 
attempt  to  obtain  full-time  service,  and  there 
were  enough  “horrible  examples”  to  lend  cred- 
ibility to  the  opinion. 

The  potentialities  of  the  part-time  health  offi- 
cers as  obstructionists  were  entirely  overlooked, 
however,  and  in  my  opinion  their  potentialities 
for  useful  service  were  not  recognized.  There 
were,  and  are,  too  many  of  them,  but  this  program 
was  needlessly  drastic.  The  present  law  is  com- 
pletely permissive.  The  local  political  units  are 
relieved  of  both  the  mandate  to  keep  them  and 
the  mandate  to  let  them  go.  The  decision  is 
entirely  with  the  smallest  unit  of  government.  It 
is  home  rule  carried  to  the  ultimate. 

It  seems  to  me  there  is  an  advantage  in  having 
a considerable  number  of  on-the-spot  practi- 
tioners who  have  had  a modicum  of  special  train- 
ing in  public  health  work,  who  are  alert  to  local 
health  hazards,  and  who  have  a professional,  as 
well  as  financial,  interest  in  the  health  affairs  of 
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the  community.  The  development  or  mainte- 
nance of  that  alertness  and  professional  interest  is 
one  of  the  affairs  of  the  county  health  commis- 
sioners. 

Another  impediment  to  (or  perhaps  “excuse 
for”  would  be  better)  the  relegating  of  public 
health  to  smaller  units  of  government  has  been  con- 
flict between  r ural  and  large  city  supervisors.  In 
certain  counties  of  the  State,  city  supervisors 
equal  or  outnumber  those  from  the  towns,  and  it 
has  been  alleged  that  those  from  the  city  either 
frustrated  the  desire  of  town  supervisors  to  form 
a county  health  district  exclusive  of  the  city  or 
that  they  were  bent  upon  throwing  the  cost  of 
their  city  health  work  on  the  county  as  a whole. 
The  ostensible  opinion  of  the  town  supervisors 
was  that  city  health  departments  maintained  cer- 
tain services  (diagnostic  and  treatment  clinics, 
restaurant  and  food  inspection,  etc.)  which  were 
of  little  importance  to  the  rural  areas  but  added 
materially  to  the  expense  of  operation. 

It  is  difficult  to  assess  either  the  validity  of 
these  objections  or  the  verity  with  which  they 
reflect  the  real  reasons  for  inertia.  At  any  rate, 
it  was  recognized  that,  although  a county  health 
district  might  represent  only  that  part  of  a 
county,  exclusive  of  its  contained  cities,  and  al- 
though the  costs  were  only  levied  on  the  tax  units 
included  in  the  district,  the  entire  board  of  super- 
visors voted  on  the  proposal  and  on  the  annual 
budget  of  the  department. 

A further  development  of  the  home  rule  princi- 
ple was  therefore  proposed  and  was  adopted  by 
the  legislature.  This  permits  the  supervisors  of 
that  area  of  a county  outside  cities  of  50,000  popu- 
lation to  veto  a county  health  district,  including 
such  cities,  or  to  vote  a district  exclusive  of  such 
a city  or  cities.  If  the  supervisors  of  such  a city 
reject  a proposal  for  such  a part-county  district 
voted  by  the  outside  supervisors,  the  city  is 
penalized  by  becoming  ineligible  for  State  aid. 

It  remains  to  be  seen  how  influential  this  factor 
has  been.  I am  of  the  opinion  that,  for  the  most 
part,  it  has  been  a cover  for  partisan  and  fac- 
tional rivalries,  for  fear  of  State  domination,  of 
increased  taxes,  of  State  failure  to  make  good  on 
its  aid,  of  opposition  from  medical  men,  and  pos- 
sibly of  other  less  tangible  things.  The  fact  that 
the  three  counties  containing  cities  (one  of  them 
over  50,000)  that  have  established  county  health 
departments  this  past  year  have  included  the 
entire  county  in  their  health  districts  seems  to 
belie  its  importance.  The  more  recent  action  of 
Erie  County  and  the  City  of  Buffalo  is  further 
evidence  in  this  direction. 

Along  with  the  removal  of  obstructions  there 
are  several  factors,  contributing  to  increased  in- 
terest and  action,  that  deserve  mention. 

There  can  be  no  doubt  that  high  among  these 


in  importance  is  the  interest  and  strong  leadership 
of  Governor  Dewey.  He  virtually  initiated  the 
committee  which  reviewed  the  status  of  local 
health  organization  in  the  State  and  recom- 
mended the  legislation  which  was  later  passed. 
His  administrative  staff  gave  untiring  assistance 
in  drafting  the  bills,  and  his  strong  support  as- 
sured their  passage. 

I think  it  not  improper  to  say  that  the  fact  that 
the  Governor  and  the  Legislature  are  of  the  same 
political  party,  and  that  this  is  the  majority  party 
in  nearly  all  upstate  counties,  has  certainly  been 
a weighty  factor  in  the  improved  attitude  of 
boards  of  supervisors.  It  has  given  an  assurance 
of  State  support  which,  heretofore,  may  have 
been  felt  to  be  somewhat  doubtful. 

The  State  Department  of  Health  has  been, 
since  my  association  with  it,  as  clear  of  politics  as 
any  instrument  of  government  can  be.  Cer- 
tainly, I encountered  no  political  interference  in 
appointments  under  the  two  governors  responsi- 
ble for  my  appointments  as  Commissioner. 

It  will  be  understood,  therefore,  that  I speak  in 
no  partisan  sense  when  I make  an  acknowledg- 
ment I think  due  the  party  responsible  for  passing 
this  outstanding  advance  in  legislation  and  for 
making  it  effective.  I would  do  the  same  for  the 
opposing  party  if  it  had  done  and  were  doing  the 
job. 

Backing  this  legislation,  there  had  to  be,  of 
course,  a considerable  body  of  favorable  public 
opinion.  This  has  been  ably  fostered  by  the 
State  Charities  Aid  Association  and  its  local 
tuberculosis  and  public  health  committees. 
Throughout  the  years  they  have  sponsored  im- 
provements in  health  legislation  and  have  worked 
for  the  establishment  of  county  health  depart- 
ments. From  time  to  time  they  have  received 
an  astonishing  amount  of  criticism  which  they 
have  borne  with  equanimity. 

This  was  especially  pronounced  during  those 
stormy  days  of  the  Cattaraugus  County  demon- 
stration and  the  troubled  aftermath.  The  Asso- 
ciation’s linkage  with  the  demonstration,  by  some 
curious  transference,  was  supposed  to  link  them 
with  the  demonstration  director’s  ideas  on  health 
insurance. 

At  any  rate,  among  other  objections  leveled  at 
county  health  departments  were  that  they  would 
be  run  by  the  State  Charities  Aid  Association  and 
that  they  would  be  an  opening  wedge  for  what  Dr. 
Frank  W.  Laidlaw,  State  District  Health  Offi- 
cer, used  to  call  “state  medsun.”  It  has  taken 
a good  while  to  free  the  medical  mind  of  these 
delusions  and  to  recognize  the  true  worth  of 
the  local  committees  and  its  central  office.  They 
constitute  a powerful  force  in  molding  public 
opinion  for  the  good  against  the  bad  and  in  ob- 
taining effective  action. 
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Another  force  back  of  the  legislation  was  the 
favorable  attitude  of  the  medical  profession. 
The  Medical  Society  of  the  State  of  New  York 
had  passed  a resolution  favoring  county  health 
departments  some  years  before,  I believe,  during 
Dr.  George  Cottis’  term  as  president,  but  I had 
a feeling  this  represented  a deference  to  Dr.  Cottis 
rather  than  any  real  belief  in  the  doctrine.  Its 
reiteration  by  the  House  of  Delegates,  in  1944, 
gave  strength  to  it  and  indicated  a continuing 
favorable  interest. 

The  fundamental  reason  for  the  existing  favor- 
able political  and  medical  attitudes  lies  in  the 
satisfactory  experience  with  the  county  health 
departments  that  have  been  operating.  The 
youngest  of  them  is  now  nine  years  old,  and  with 
the  exception  of  the  early  years  of  the  Cattarau- 
gus County  demonstration,  they  have  lived  up  to 
the  expectations.  Even  in  the  darkest  days  of 
the  early  1930’s,  when  budgets  were  being  cut 
universally,  those  of  the  county  health  depart- 
ments suffered  less  than  most  of  the  unorganized 
counties  in  their  nursing  service.  Even  in  the 
darkest  of  those  days,  there  was  no  movement  to 
revert  to  the  former  part-time  system. 

This  record  has  made  its  impression  on  the 
supervisors  of  other  counties.  I believe  I am  cor- 
rect in  saying  that  every  supervisors  committee 
that  has  visited  county  health  departments  has 
been  favorably  impressed  by  what  they  saw  and 
heard  regarding  the  establishment  of  the  de- 
partments. Although  this  has  rarely  led  to  ac- 
tion at  the  time,  its  effect  is  being  demonstrated 
now.  Actual  performance  by  going  concerns  has 
served  not  only  to  allay  earlier  suspicion  but  to 
demonstrate  true  worth. 

This  comment  applies  also  to  the  improvement 
and  expansion  of  our  district  offices.  As  I said 
nearly  three  years  ago,  they  are  “demonstrations 
of  the  worthwhileness  of  qualified  personnel  and 
full-time  service.”  The  quality  of  the  men  and 
women  that  the  State  Department  of  Health  has 
been  able  to  recruit  and  train  over  the  past  fifteen 
years  has  had  a large  share  in  setting  the  stage 
for  autonomous  full-time  service  for  the  whole 
State. 

The  better  control  of  water  and  milk  supplies, 
the  better  directed  and  supervised  nursing  serv- 
ices, and  the  improved  handling  of  venereal  dis- 
eases and  tuberculosis  through  the  district  offices 
have  been  visible  throughout  the  State.  These 
offices  have  given  a wider  spread  to  an  under- 
standing and  appreciation  of  full-time,  qualified 
service  than  would  be  possible  through  a smaller 
number  of  county  health  departments. 

To  those  who  have  served  m these  offices,  to 
those  who  have  dealt  with  them,  and  to  those  who 
have  benefited  by  their  work,  these  offices  need 
no  justification.  Apparently,  they  do  need  to  be 


defended  elsewhere — among  theorists  more  con- 
cerned with  organization  than  performance. 
Admittedly,  compared  with  county  health  de- 
partments, these  offices  have  shortcomings,  as 
they  have  been  financed  and  developed  in  this 
State. 

We  are  aware  of  these  shortcomings,  some  of 
which  Dr.  V.  A.  Van  Volkenburgh,  Assistant 
Commissioner  of  Health,  recently  enumerated  in 
his  paper  at  Ann  Arbor,  Michigan.1  But  to 
display  a map  indicating  New  York  as  a be- 
nighted territory  with  only  three  dispersed  areas 
(outside  the  large  cities  and  the  district  adjacent 
to  New  York  City)  having  health  service  worthy 
of  mention  tends  to  become  irritating. 

It  is  true  that  the  Subcommittee  on  Local 
Health  Units  gives  a fair  picture  of  conditions  in 
its  written  description  of  New  York  and  supplies 
a word  of  caution  “against  drawing  qualitative 
conclusions  from  these  quantitative  data,”  but 
the  uncritical  are  quite  likely  to  do  just  that.2  3 
I think  it  is  not  only  unfair  to  the  State  but  is, 
especially,  unfair  to  the  men  and  women  who  have 
been  and  are  performing  health  services  that  com- 
pare favorably  with  those  given  in  states  plas- 
tered with  “3-  and  4-piece  units.” 

I do  not  look  with  favor  on  another  item  in  the 
Subcommittee’s  report,  i.e.,  that  one  recommend- 
ing multi-county  districts.  I think  it  is  much 
more  sound  to  accept  established  minor  civil 
divisions  as  they  are,  until  more  pervasive  reasons 
cause  them  to  be  changed.  The  rates  of  consoli- 
dation and  separation  among  such  districts  should 
be  investigated  and  reported  before  being  adopted 
as  a policy.  The  districts  shown  on  the  map  of 
this  report  represent  a desirable  number  of  State 
districts,  not  autonomous  multi-county  “units.”4 
The  difficulties  in  obtaining  agreement  in  the  first 
instance,  the  foreseeable  contentions  as  to  head- 
quarters, personnel,  and  budget,  and  the  confu- 
sion arising  from  a divorce  seem  more  formidable 
and  more  wasteful  than  attempting  to  find  good 
use  for  a full-time  health  commissioner  in  a 
county  of  less  than  50,000. 

Dr.  Van  Volkenburgh  indicated  3 lines  of  de- 
velopment which  would  not  only  benefit  the 
people  of  the  county  but  would  be  satisfying  to  a 
qualified  health  officer.1  I quote  from  his  paper: 

“One  method  is  to  establish  a county  general 
hospital  with  State  and  federal  subsidy  which 
would  also  house  the  county  health  department 
and  county  laboratory  facilities,  the  health  officer 
to  serve  in  a dual  capacity  as  superintendent  of 
the  hospital,  with  the  aid  of  an  assistant  super- 
intendent. Such  an  arrangement  should  provide 
desired  coordination  between  preventive  and 
curative  services  iil  the  county.  At  least  8 of 
these  counties  lack  satisfactory  hospital  bed  facili- 
ties. For  1 of  these  counties,  a plan,  complete  in 
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all  details,  has  been  prepared  in  accordance  with 
the  above  suggestion. 

“Another  method  is  the  combining  of  the  school 
medical  inspection  and  nursing  service  with  the 
work  of  the  county  health  department.  School 
services  in  this  State  are  provided  by  local  school 
boards  through  contract  with  local  physicians  and 
school  nurse  teachers.  Such  contracts  could  be 
made  with  the  county  health  department. 

“Still  another  method  is  intensification  and 
more  universal  provision  of  public  health  serv- 
ices. It  has  been  our  experience  that  these  small 
population  rural  counties  have  greater  need  of 
public  health  services  and  require  more  personal 
attention  than  do  more  populous  and  prosperous 
counties. 

“It  is  believed  that  every  effort  should  be  made 
to  develop  single  county  health  districts  and  avoid 
multi-county  units  in  New  York  State.  The 
economic  factor  has  largely  been  removed  by 
State  aid  since  such  counties  now  can  be  reim- 
bursed 75  cents  for  each  dollar  expended  on  health 
work.  If  more  financial  aid  is  necessary,  it  is 
possible  to  supplement  further  with  federal  funds 
granted  to  the  State.” 

These- functions  would  bring  the  health  depart- 
ment and  especially  the  commissioner  into  closer 
relation  with  the  public  and  the  practitioners  of 
the  county.  It  should  materially  improve  the 
quality  of  the  medical  examinations  and  the  fol- 
low-up examinations  of  children  with  defects, 
and,  most  of  all,  it  should  obtain  a larger  propor- 
tion of  corrections  of  defects  than  has  been  usual. 
The  special  services  provided  by  the  State  De- 
partment of  Health  would  be  used  earlier  and 
more  frequently,  and  I feel  sure  that  arrange- 
ments would  be  made  with  the  county  medical 
societies  for  the  use  of  the  staff  and  facilities  of  the 
county  hospitals  to  the  advantage  of  both  pa- 
tients and  practitioners.  It  seems  to  me  to  be  a 
challenging  opportunity  to  one  with  sincerity, 
diplomacy,  imagination  tempered  with  common 
sense,  and  ambition  controlled  by  good  judg- 
ment. 

Up  to  April  1,  1947,  5 county  boards  of  super- 
visors had  voted  to  establish  county  health  de- 
partments, 7 had  requested  surveys  looking  to- 
ward such  an  action,  and  10  had  shown  an  interest 
which  may  be  translated  into  action  in  the  not 
too  distant  future.  The  State  administration 
has  indicated  its  willingness  to  spend  $14,000,000 
in  aid  of  local  public  health  work,  including  hos- 
pital care  for  tuberculosis.  The  State  Depart- 
ment of  Health  is  ready  with  whatever  technical 
assistance  it  can  give  and  is  ready  to  aid  in  the 
difficult  task  of  finding  suitable  personnel  to  give 
the  quality  of  service  the  State  deserves. 

It  is  hard  to  see  how  the  State  can  go  much 
further.  Its  most  effective  propaganda  will 


probably  be  in  continuing  good  health  work,  im- 
proving it  if  possible,  and  in  conferring  with 
key  people  in  the  cities  and  counties  that  will  be 
affected.  The  agitation  and  the  initiative  should 
come,  as  definite  action  will  have  to,  from  the 
people  who  will  pay  the  local  share  of  the  cost  and 
who  will  profit  most  by  the  service. 

Discussion 

W.  A.  Holla,  M.D.,  White  Plains.— I would  like  to 
discuss  this  paper  from  an  angle  somewhat  different 
from  that  usually  followed.  You  have  heard  from 
Dr.  Godfrey  how  the  situation  appears  from  his 
vantage  point.  Let  me  explain  how  this  same 
problem  appears  to  one  who  is  administering  the 
actual  operation  and  attempting  to  carry  out  the 
instructions  from  the  Albany  office,  and  how  these 
two  viewpoints  vary. 

These  comments  are  based  upon  seventeen  years 
of  experience  in  a county  health  district,  operating 
since  1930,  under  State  aid  with  State  Health  Office 
district  supervision.  The  county  health  district 
population  exceeds  300,000,  and  population  densi- 
ties range  from  51  persons  per  square  mile  to  over 
11,000  persons  per  square  mile,  with  an  average  of 
711.  The  area  is  425  square  miles.  The  location  is  in 
the  New  York  City  metropolitan  area.  The  county 
program  is  affected  by  proximity  to  New  York 
City  and  about  40  per  cent  of  our  wage  earners  work 
in  that  city.  Frequently,  the  New  York  City  pro- 
gram is  at  variance  with  state  policies. 

The  following  are  the  chief  criticisms  as  seen  here: 

I.  Authority  for  local  control  of  realty  sub- 
divisions by  county  health  department  is  without 
adequate  basis  in  State  law.  Local  county  control 
legislation  was  passed  in  1934.  Paragraph  89  of  the 
Public  Health  Law,  enacted  in  1933,  does  not  apply 
in  Westchester. 

II.  The  State  policy  relating  to  Article  V,  Public 
Health  Law,  entitled  “Potable  Waters,”  needs  to  be 
revised. 

(A)  The  State  is  uncertain  as  to  applicability  to 
nonpotable  waters. 

( B ) The  application  to  industrial  waste  is  not 
clear. 

(C)  The  County  sanitary  engineers  are  not  always 
consulted  regarding  approval  of  plans  for 
sewage  treatment. 

(D)  The  application  of  the  law  to  discharges  of 
wastes  “to  the  waters  of  the  State”  has  been 
interpreted  to  include  ground  waters.  This 
is  not  necessarily  correct,  since  the  law  further 
limits  such  control  to  such  discharges  “in 
quantities  injurious  to  the  public  health.” 
This  county  issued  800  permits,  in  1946,  for 
small  sewage  disposal  systems  not  approved 
by  the  State.  None  of  these  discharge 
directly  into  streams  or  natural  bodies  of 
water,  yet  our  authority  to  issue  such  permits 
has  been  questioned. 

(E)  Chapter  Vi  I of  the  State  Sanitary  Code 
should  not  require  State  approval  of  camp 
sewage  disposal  facilities  by  the  State  in 
counties  or  cit  ies  having  sanitary  engineers. 
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(F)  The  new  condition  of  State  sewage  discharge 
permit  attempts  to  control  industrial  wastes 
by  inferring  their  inclusion  in  the  category  of 
“sanitary  and  domestic  sewage.” 

(1)  The  county  health  department  wants  to 
conserve  millions  of  dollars  of  invest- 
ments in  sanitary  sewers  designed  only 
for  sanitary  sewage,  not  including  in- 
dustrial wastes. 

(2)  The  State  has  proposed  discharge  of  in- 
dustrial wastes  to  such  sanitary  sewers, 
rather  than  to  natural  bodies  of  water, 
after  suitable  treatment.  This  does  not 
appear  reasonable  since: 

(а)  Sanitary  science  can  devise  any  de- 
gree of  treatment  needed  for  the  pro- 
tection of  natural  bodies  of  water. 

(б)  The  State  has  long  maintained  an 
official  attitude  of  indifference  to  the 
broad  problem  of  industrial  waste  dis- 
posal. If  this  policy  is  being 
changed,  local  health  units  would 
appreciate  the  opportunity  to  discuss 
the  local  aspects  of  such  problems. 

(G)  The  State  laws  relating  to  approval  of  public 
water  supply  systems  should  be  consolidated 
under  public  health  laws. 

(1)  Existing  laws  affecting  such  systems  in- 
clude the  Public  Service  Commission 
Law;  State  Conservation  Law;  Public 
Health  Law;  Sanitary  Code;  and 
State,  town,  village,  and  city  laws. 

(2)  Existing  laws,  requiring  local  regulations 
to  provide  adequate  public  health  pro- 
tection, have  loopholes  or  are  not  en- 
forced. • 

III.  Sanitary  control  of  milk  and  milk  products: 

(A)  State  Department  of  Health  control  should 
not  be  subordinate  to  other  laws,  such  as 
agriculture  and  markets,  or  New  York  City. 
Westchester  County  had  to  obtain  an  injunc- 
tion in  1946,  to  keep  New  York  City  from 
grabbing  more  than  their  share  of  the  milk 
supply. 

( B)  The  State  Department  of  Health  practically 
ignores  animal  disease  control  in  dairy  herds. 

(1)  The  present  agriculture  and  markets 
program  on  mastitis  is  not  coordinated 
with  health  department  work. 

(2)  The  local  “county  veterinarians”  are 
employed  under  agriculture  and  markets 
law,  not  health  law.  There  are  no 
veterinarians,  employed  as  such,  in  the 
State  Department  of  Health. 

(C)  There  is  no  State-wide  dairy  farm  inspection 
control  program. 

(1)  The  development  of  a large  number  of 
adequately  staffed  county  units  may 
obviate  a State-wide  dairy  inspection 
law,  but  the  coordination  of  control 
should  be  through  or  by  the  State  De- 
partment of  Health. 

IV.  Sanitary  control  of  food  production: 

(A )  The  State  Department  of  Health  has  no  pro- 
gram, except  for  restaurant  sanitation,  a 
relatively  minor  phase  of  this  work. 


( B ) Local  health  units  cannot  ignore  problems, 
rather  they  must  work  out  their  own  pro-, 
gram  without  State  support,  and  must 
achieve  cooperation  with  other  agencies,  such 
as  State  agriculture  and  markets,  labor  and 
education  departments,  Federal  Food  and 
Drug  Administration,  U.S.P.  Health  Service 
(shellfish),  and  the  State  Conservation  De- 

. partment  (shellfish).  Such  agencies  fre- 
quently shrink  from  contacts  with  local 
health  departments  because  of  the  many  mis- 
takes and  misunderstandings  which  have 
arisen  as  a result  of  the  lack  of  uniform  State 
food  and  drug  control  and  the  lack  of  support 
from  the  State  Department  of  Health. 

( C ) Recognition  of  qualifications  for  sanitation 
personnel  in  the  field  of  food  control  is  ex- 
pected in  the  proposed  Section  G,  Chapter 
XI,  of  the  State  Sanitary  Code,  which  will 
probably  be  adopted  shortly  by  the  Public 
Health  Council. 

( D ) Local  food  control  programs  are  needed  for 
the  following  purposes: 

(1)  To  provide  information  relative  to  food 
sources  and  sanitation  of  premises  when 
it  is  necessary  to  investigate  food-borne 
illness. 

(2)  To  maintain  sanitary  control  of  food 
plants  to  prevent  outbreaks  of  food- 
borne  illness.  No  outbreaks  of  illness  due 

. to  faulty  bakery  sanitation  have  occurred 
since  1934  in  our  county.  This  is  be- 
•lieved  to  be  due  to  a number  of  factors, 
not  the  least  of  which  is  the  inspection 
service,  maintained  by  the  Health  De- 
partment. A similar  parallel  exists  in 
the  drastic  reduction  in  sewage  over- 
flows, which  fifteen  years  ago  were  the 
principal  source  of  complaint  to  the  de- 
partment. This  reduction  has  been 
obtained  by  requiring  approval  and  in- 
spection of  all  small  sewage  disposal  sys- 
tems as  they  are  installed. 

(3)  To  control  food  plant  sanitation  by 
other  agencies,  particularly  the  State 
Department  of  Agriculture  and  Markets, 
is  not  adequate  in  our  area.  Numerous 
“actions”  have  been  undertaken  by  the 
county  health  unit.  It  may  be  interest- 
ing to  note  that  there  is  evidence  that 
watering  of  milk  has  been  increasing 
during  recent  years.  Although  this 
practice  has  been  considered  only  as  a 
violation  of  agriculture  and  markets 
laws,  the  fact  remains  that  the  bacterial 
quality  of  milk,  delivered  to  consumers, 
has  steadily  declined  since  1942. 

V.  Integration  of  State  Department  of  Health 
policies  with  local  health  programs: 

(A)  Under  State  aid  certain  local  activities  have 
been  listed  as  not  reimbursable,  i.e.,  insect 
and  pest  control,  weed  control,  control  of  air 
pollution,  and  possibly  other  projects,  such 
as  participation  in  local  housing  programs  or 
the  establishment  of  local  food  analytical 
laboratories. 
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( B)  Chapter  VIII,  State  Sanitary  Code,  relating 
to  nuisances,  is  obsolete  and  impractical; 
yet  it  was  the  subject  of  a number  of  ques- 
tions on  a recent  Civil  Service  examination 
for  sanitary  engineers. 

(C)  Local  health  units  are  rarely  advised  of  pro- 
posed amendments  to  State  laws,  directly 
affecting  them,  until  the  bill  is  passed. 

VI.  The  State  Department  of  Health  is  urged 
to  recover  much  of  the  jurisdiction  over  environ- 
mental sanitation  which  appears  to  have  been  lost  to 
other  State  agencies.  It  is  believed  that  the  State 
Department  of  Health  should  have  sufficient 
authority  to : 

(4)  Control  all  types  of  sewage  and  industrial 
waste  discharges. 

( B)  Determine  the  adequacy  of  and  specify  re- 
quired treatment  of  all  public  water  supplies. 

( C ) Establish  a State-wide  control  of  food  and 
drugs,  sufficient  to  supplement  the  Federal 
Food,  Drug,  and  Cosmetics  Act,  with  pro- 
vision for  local  units  to  supplement  local 
health  programs. 

(D)  Establish  State-wide  coordination  of  local 
health  programs  and  provide  liason  between 
local  units,  and  between  local  units  and  all 
State  or  federal  agencies  with  which  they 
must  coordinate  their  activities. 

Wendell  R.  Ames,  M.D.,  Olean.— Dr.  Godfrey 
has  very  nicely  summarized  the  new  legislation,  re- 
garding the  establishment  of  county  health  depart- 
ments and  State  aid  to  counties,  and  lie  has  de- 
scribed the  new  impetus  that  has  been  given  to  the 
formation  of  county  health  districts  in  New  York 
State.  Most  or  all  of  us  who  work  in  counties  so 
organized  are  stimulated  by  these  events  and  derive 
a certain  sense  of  satisfaction  from  them.  After  all, 
we  would  not  be  in  that  type  of  organization  unless 
we  felt  that  it  had  something  substantial  to  offer  in 
the  way  of  service  to  the  community.  The  county  or 
full-time  city  health  department  is,  of  course, 
primarily  a service  organization. 

Those  of  us  who  operated  small  or  medium-sized 
county  health  departments  under  the  old  pro- 
visions of  the  law  find  ourselves  in  the  peculiar 
position  of  not  noticing  a great  deal  of  change  re- 
sulting from  the  new  legislation.  This,  I believe,  is 
due  to  the  fact  that  the  new  legislation  did  not 
affect  us  much,  except  financially.  The  increasing 
costs  of  operation  and  the  demand  for  new  or  in- 
creased services  were  counterbalanced,  at  least  in  the 
small  and  medium-sized  departments,  by  the  in- 
crease in  the  reimbursement  rate.  But  I wonder 
what  pressure  we  would  now  be  under  if  that  increase 
in  revenue  had  not  become  available  when  it  did? 

I do  not  feel  able  to  comment  on  some  of  the  other 
legislative  changes.  In  Cattaraugus  County  only 
the  2 cities,  and  1 village  which  happens  to  lie  partly 
in  an  adjacent  county,  continue  to  have  their  own 
part-time  health  officers.  We  have  an  excellent 
relationship  with  all  3,  and  I agree  with  Dr.  Godfrey 
that  there  is  a definite  place  for  part-time  health 
officers.  I would  emphasize,  however,  that  full-time 
service  has  not  yet  been  established  and  used  enough, 
in  spite  of  the  excellent  recent  progress  reported. 


There  seems  to  be  a certain  amount  of  conflict 
between  the  urban  and  rural  areas  of  many  coun- 
ties, and  between  adjacent  counties.  Limiting  the 
basic  health  district  to  a single  county  and  providing 
for  optional  inclusion  of  the  urban  center  or  centers 
recognizes  this  intangible  but  very  real  situation. 

I would  comment  on  another  perhaps  intangible 
but  real  situation.  The  present  legislation  can  be 
still  further  improved,  in  my  opinion.  The  object  of 
the  establishment  of  a county  health  department  is, 
as  I see  it,  to  centralize  the  major  public  health 
services  of  the  local  government  units  into  an  agency 
with  the  hope,  usually  realized,  of  getting  better 
service.  Tuberculosis  hospital  and  public  health 
laboratory  services  may  be  included;  often  they  are 
not.  Whether  to  include  them  is  a decision  that 
must  be  made  locally  in  the  light  of  the  available  in- 
formation. But  the  ceiling  on  State  aid  for  both  of 
these  services  is  embarrassing  to  the  administrator  if 
he  has  the  responsibility  for  them.  Obviously,  it  is 
easier  to  secure  appropriations  for  items  that  are  re- 
imbursable at  75  per  cent  than  for  items  reimbursed 
at  50  per  cent  or  less.  The  present  law  that  provides 
for  State  aid  to  laboratories  makes  it  possible  for  a 
city  laboratory  to  contract  with  a county,  and, 
jointly,  they  may  secure  $15,000  in  State  aid, 
whereas  if  the  laboratory  becomes  an  integral  part  of 
a county  health  department,  only  $7,500  in  State  aid 
may  be  secured.  Larger  counties  establish  branch 
laboratories  and  in  so  doing  circumvent  this  diffi- 
culty. Smaller  counties,  however,  may  have  this 
difficulty.  Where  study  shows  that  a laboratory 
should  be  an  integral  part  of  a county  health  de- 
partment, the  department  should  not  be  penalized 
for  making  a progressive  move.  It  should  be 
assisted. 

Dr.  Godfrey  mentioned  the  present  favorable 
atmosphere — medical  and  political — for  county 
health  departments  and  commented  upon  the  effect 
of  existing  county  health  departments  and  the  effect 
of  the  State  district  offices  in  creating  this  atmos- 
phere. The  district  officers,  particularly,  should  be 
commended  for  their  excellent  work.  The  difficult 
job  of  coordinating  several  health  services,  or- 
ganized at  different  levels  of  local  government  under 
different  bodies,  or  entirely  outside  of  the  govern- 
mental framework,  and  then  stepping  in  to  fill  the 
deficiencies,  requires  much  more  than  ordinary 
training,  ability,  and  initiative. 

A word  of  warning  and  a request.  Dr.  Godfrey’s 
remarks  about  the  stormy  days  of  the  Cattaraugus 
County  demonstration  indicate  that  all  is  not  always 
sweetness  and  light.  I believe  that  a great  deal  of 
similar  difficulty  will  be  avoided  by  building  our 
public  health  program  on  a sound  basis  of  popular 
understanding.  It  should  not  be  sold  to  one  or 
another  powerful  group  in  the  community.  I would 
also  like  to  see  a much  closer  working  relationship 
developed  between  the  State  Department  of  Health 
and  the  local  full-time  departments. 

References 

1.  Van  Volkenburgh,  V.  A.:  Am.  J.  Pub.  Health  Sup. 
1:  14  (Jan.)  1947. 

2.  Emerson,  Haven:  Loral  Health  Units  for  the  Nation, 
New  York  City,  Commonwealth  Fund,  1945,  p.  204. 

3.  Ibid.:  p.  14. 

4.  Ibid.:  p.  214. 


WILMS’  TUMORS 

Hans  R.  Sauer,  M.D.,  Buffalo,  New  York 

( From  the  Department  of  Urology  of  the  Roswell  Park  Memorial  Institute) 


WILMS’  tumors  are  the  most  commonly 
encountered  renal  neoplasms  of  child- 
hood, and  it  may  be  assumed  that  with  a few 
1 exceptions  kidney  tumors  of  children,  described 
. 1 as  sarcomas  or  carcinomas,  belong  to  this  type  of 
a malignant  new  growth.  The  complexity  of  the 
? histologic  picture  accounts  for  the  confusing 
I terminology  which  includes  terms  like  adeno- 
I sarcoma,  embryonal  sarcoma,  teratoma,  myo-, 
chondro-,  rhabdo-,  or  myxosarcoma,  and  others. 

Numerous  theories  have  been  advanced  as  to 
the  origin  of  Wilms’  tumors.  It  was  Wilms’  idea 
that  these  tumors  arise  from  scattered  nests  of 
,,  I;  undifferentiated  germinal  tissue  which  are  de- 
a | posited  in  the  kidney  anlage  during  the  earliest 
f period  of  embryonal  life.1  In  contrast,  Ewing 
i,  [ assumed  that  Wilms’  tumors  are  derived  from  the 
i [i  renal  blastema  or  nephrotome  after  the  organ  has 
i been  separated  from  the  rest  of  the  urogenital 
1 ridge  of  the  embryo.2  A theory  advanced  by 
[ Dean  and  Pack  is  of  particular  interest  because 
i of  its  clinical  and  prognostic  implications.3  They 
I believe  that  Wilms’  tumors  may  originate  at 
| various  developmental  periods  of  fetal  life.  The 
be  I formation  of  smooth  or  striated  muscle  fibers, 
cartilage,  fat,  as  well  as  tubular  and  sarcomatous 
I cell  elements,  is  attributed  by  them  to  the  multi- 
ty  I potency  of  the  urogenital  ridge,  while  primitive 
■ f glomeruli  or  primitive  renal  tubules  may  be  identi- 
:■  fied  if  the  higher  developed  nephrotome  is  the 
i predominant  constituent  source  of  the  tumor. 

Although  Wilms’  tumors  may  be  found  in  any 
, » portion  of  the  kidney,  they  are  most  frequently 
ie:  | encountered  in  its  lower  pole.  They  are  best  com- 
m- 1 pared  to  biologic  parasites  which  cause  destruc- 
;hf  i tion  of  the  host  organ  within  a short  space  of 
iiy  I time.  During  the  early  stages  of  the  disease,  the 
tumor  is  surrounded  by  a dense  fibrous  tissue 
capsule  which  separates  it  from  the  kidney  pa- 
renchyma. This  capsule  is  intimately  connected 
with  the  renal  substance,  making  it  impossible 
to  separate  the  tumor  from  the  kidney  without 
jl  tearing  away  some  of  the  renal  tissue.  Rapid 
enlargement  with  progressive  compression 
atrophy  of  the  remaining  kidney  parenchyma  is 
■:  the  rule.  Some  of  these  neoplasms  may  attain 

enormous  proportions,  and,  although  located 
retroperitoneally,  they  may  occupy  the  entire 
’ abdomen  with  resultant  displacement  of  intes- 
tines, liver,  or  spleen.  Elevation  of  the  dia- 
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phragm  on  the  affected  side  is  common.  Wilms’ 
tumors  weighing  over  30  pounds  have  been  re- 
ported.8 However,  these  monstrosities  are  ex- 
ceptional, and  tumors  of  infant  head  size  repre- 
sent the  dimensions  more  frequently  encountered 
(Fig.  1). 


Fig.  1. 


Rupture  of  the  tumor  capsule  may  occur  fairly 
early,  but  in  some  instances  the  tumor  attains 
considerable  size  before  the  continuity  of  the 
capsule  is  destroyed.  As  soon  as  the  capsular 
barrier  has  been  broken,  rapid  aggressive  invasion 
of  the  neighboring  structures  occurs.  Involve- 
ment of  the  remaining  kidney  substance,  kidney 
pelvis,  and  hilus  with  its  blood  and  lymph  vessels 
is  common,  as  is  invasion  of  the  adjacent  organs, 
such  as  the  duodenum,  peritoneum,  vena  cava, 
diaphragm,  and  even  the  ureter.  Distant  metas- 
tases,  usually  blood-borne,  occur,  almost  invari- 
ably a short  time  after  the  tumor  has  perforated 
the  capsular  barrier.  Metastatic  involvement  of 
lungs  and  liver  is  most  common,  but  any  organ, 
including  the  skin,  may  be  the  site  of  metastatic 
lesions. 

On  section,  Wilms’  tumors  present  a glistening 
appearance.  They  are  grayish-pink  in  color. 
In  large  size  tumors  discoloration  of  the  growth, 
due  to  hemorrhages  and  necrosis,  is  frequent.  In 
these  advanced  stages,  the  neoplasms  are  bluish- 
red  in  appearance,  and  they  are  of  grumous  or 
gelatinous  consistency  with  interspersed  areas  of 
cystic  degeneration. 

Although  Wilms’  tumors  comprise  approxi- 
mately 20  per  cent  of  all  malignant  neoplasms  in 
children,  their  occurrence  is  rather  uncommon.3-6 
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By  way  of  illustration,  Memorial  Hospital  re- 
ports only  80  cases,  Children’s  Hospital,  Boston, 
60,  and  the  Mayo  Clinic,  39;  52  cases  were  col- 
lected by  Campbell  from  the  services  of  various 
New  York  hospitals.3-6  Our  records  reveal  16 
children  with  Wilms’  tumors  admitted  to  the 
Roswell  Park  Memorial  Institute  during  a thirty- 
year  period.  This  represents  an  incidence  of 
only  one  case  in  about  3,500  patients  admitted. 

A study  of  our  comparatively  small  series  of 
cases  indicates  essential  agreement  with  statistical 
data  presented  by  some  of  the  aforementioned 
authors.  There  was  no  significant  difference  in 
sex  or  the  side  involved.  Nine  of  the  16  patients 
were  boys  and  7 were  girls.  The  left  kidney  was 
the  site  of  the  tumor  in  9 patients,  as  compared 
with  7 patients  having  right-sided  lesions.  The 
average  agp  in  our  group  of  cases  was  thirty-five 
and  eight-tenths  months  at  the  time  when  the 
first  symptoms  of  the  disease  became  manifest, 
with  9 of  the  patients  ranging  from  two  to  four 
years  of  age.  The  youngest  patient  was  a new- 
born infant  with  metastatic  tumor  growth  (Fig.  2) 
and  the  oldest  patient  was  eleven  years  of  age. 


Fig.  2. 

Signs  and  symptoms  of  the  disease  are  almost 
invariably  absent  during  the  early  stages  of 
Wilms’  tumors.  Encapsulation  of  the  neoplasm 
is  the  reason  for  the  absence  of  hematuria,  the 
most  constant  early  symptom  in  cases  of  adult- 
type  renal  tumor.  By  the  time  a Wilms’  tumor 
produces  symptoms,  it  is  almost  always  well- 
advanced. 

Visible  enlargement  of  the  abdomen  or  a mass 
felt  in  one  side  of  the  abdomen  represents  the 
usual  first  manifestation  of  the  disease.  Such  a 
mass  may  be  detected  accidentally  by  the  mother 
or  by  the  physician  when  examining  the  child  for 
apparently  unrelated  symptoms. 


Insidious  growth  of  the  tumor  is  the  rule,  but 
overnight  development  of  a mass,  due  to  massive 
hemorrhage  into  a previously  undetected  tumor, 
may  occur  occasionally.6  As  the  tumor  in- 
creases in  size  symptoms  develop  as  a result  of 
compression  or  actual  involvement  of  adjacent 
structures.  There  may  be  pain,  vomiting,  jaun- 
dice, and  changes  in  bowel  habits,  such  as  diar- 
rhea or  obstructive  symptoms.  Fever,  either  of 
the  intermittent  or  of  the  high  continuous  ty- 
phoidal  type,  is  fairly  frequent  in  occurrence. 
Tortuous,  dilated  superficial  abdominal  veins, 
commonly  associated  with  ascites  and  rapidly 
progressing  cachexia,  indicate  the  approach  of  the 
terminal  stages. 

Urinary  symptoms  such  as  hematuria,  fre- 
quency, or  dysuria,  occur  mostly  during  the  more 
advanced  stages  of  the  disease.  Hematuria 
need  not  originate  in  the  tumor  proper  but  may 
ensue  as  a result  of  congestion  of  the  remaining 
kidney  parenchyma.3'6 

The  occurrence  of  hypertension  as  one  of  the 
symptoms  of  renal  embryomas  has  been  described 
more  recently  by  various  authors.1-10  This 
symptom  is  attributed  to  the  liberation  of  pres- 
sure substances  by  the  tumor,  but  may  also  be  the 
result  of  renal  ischemia.8  9 

The  symptoms  encountered  in  our  series  of  16 
cases  were,  in  the  order  of  frequency:  mass  in 
loin,  13;  abdominal  pain,  8;  gastrointestinal  dis- 
turbances 3 ; fever  3 ; hematuria  3 ; and  metastatic 
skin  tumor,  1.  Six  of  the  16  patients  had  demon- 
strable distant  metastases  at  the  time  of  diagno- 
sis, and  8 of  the  remaining  10  cases  had  far- 
advanced  primary  lesions. 

The  diagnosis  of  Wilms’  tumors  is  rarely  made 
during  the  early  stages  of  the  disease.  As  long 
as  the  growth  is  confined  to  its  capsule  and  to  the 
kidney,  there  are  usually  no  local  symptoms  and 
the  patient’s  general  condition  remains  unim- 
paired.  Only  in  isolated  cases  is  early  recogni- 
tion of  the  disease  possible,  such  as  when  sus- 
picion is  aroused  by  an  acute  incident  as  hema- 
turia, sudden  hemorrhage  into  the  tumor,  or  pain 
due  to  torsion  of  the  kidney  pedicle. 

In  contrast,  comparatively  little  difficulty  is 
encountered  in  recognizing  the  tumor  after  it  has  ! 
progressed  far  enough  to  produce  symptoms 
which  warrant  investigation.  The  presence  of  a 
mass  in  the  kidney  region  is  often  sufficient 
evidence  to  arrive  at  a diagnosis  of  Wilms’  tumor. 
While  in  some  cases  the  tumor  may  be  so  large  ; 
that  it  can  be  readily  detected  on  inspection  of  the 
abdomen,  there  are  others  in  whom  examination 
under  anesthesia  is  necessary  before  the  tumor 
can  be  palpated.  Urologic  investigations  con- 
sisting of  excretory  urography  or  cystoscopy  with  1 
kidney  function  tests  and  retrograde  pyelograms  | 
are  essential  to  confirm  or  disprove  the  diagnosis.  I 
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Also,  barium  enemas  and  x-ray  studies  of  the 
gastrointestinal  tract  are  of  diagnostic  value  inas- 
much as  such  an  examination  may  reveal  dis- 
placement or  obstruction  of  the  bowels  due  to 
involvement  by  tumor  growth. 

It  cannot  be  emphasized  enough  that  one 
should  not  resort  to  aspiration  biopsy,  needle 
puncture,  or  exploratory  biopsy,  because  such  a 
procedure  must  cause  destruction  of  the  con- 
tinuity of  the  tumor  capsule,  thus  reducing  the 
chances  for  possible  cure.  On  the  other  hand, 
biopsy  from  a readily  accessible  metastatic"  lesion 
;Ts  not  harmful,  and  its  use  should  be  advocated 
in  certain  cases  as  an  easy  method  to  establish  the 
diagnosis.  As  an  illustration,  removal  of  a meta- 
static skin  lesion,  the  only  sign  of  the  disease  in  a 
newborn  infant,  confirmed  the  diagnosis  in  one  of 
our  cases  several  weeks  before  the  primary  tumor 
' was  palpable. 

Other  signs  and  symptoms  of  renal  embryomas, 
!such  as  fever  or  hypertension,  are  not  characteris- 
tic of  this  disease  alone  and  thus  are  of  limited 
diagnostic  value.  Diagnostic  aid  can  be  expected 
from  Papanicolaou  stains  of  the  urinary  sediment 
only  in  certain  cases,  namely,  after  the  tumor  has 
invaded  the  kidney  pelvis.  In  these  cases  it  is 
possible  to  make  a pathologically  confirmed 
diagnosis.  However,  it  must  be  kept  in  mind 
that  such  a method  cannot  yield  results  as  long 
as  the  tumor  is  confined  to  its  capsule. 

Rapid  progression  of  the  lesion  after  onset  of 
symptoms  is  the  rule.  This  accounts  for  the 
'fact  that  comparatively  little  time"  elapses  in 
* most  of  the  cases  between  initial  symptoms  and 
recognition  of  the  lesion.  In’ our  series  of  16 
patients,  the  average  duration  of  symptoms  up 
Ito  the  time  of  diagnosis  was  only  two  and  a half 
months.  In  13  (81  per  cent)  of  them,  diagnosis 
was  made  in  less  than  two  months  after  onset  of 
symptoms,  and  in  the  remaining  3 cases,  symp- 
toms persisted  for  three,  nine,  and  thirteen 
months  before  the  diagnosis  was  made.  Yet,  in 
spite  of  comparatively  little  delay  in  diagnosis,  it 
vvas  found  that  7 of  the  16  patients  had  metas- 
;ases  at  the  time  of  diagnosis. 

These  data  are  in  agreement  with  those  of 
Campbell,  who  found  that  the  time  interval  be- 
tween onset  of  symptoms  and  diagnosis  was  less 
dian  two  months  in  37  (78  per  cent) of  47 patients.6 
Vet,  in  spite  of  the  shortness  of  time  elapsed  be- 
ween  initial  symptoms  and  diagnosis,  it  must  be 
mderstood  that  one  cannot  consider  these  “early” 

tliagnoses.  It  has  to  be  kept  in  mind  that,  with 
ew  exceptions,  every  case  of  Wilms’  tumor  is 
nore  or  less  advanced  as  soon  as  it  changes  from 
he  asymptomatic  to  the  symptomatic  stage. 
This,  together  with  the  fact  that  renal  embryo- 
nas  consist  of  embryonal  cells  which  possess  an 
b nherent  property  for  rapid  and  destructive 


growth,  account  for  the  poor  prognosis  in  any 
case  of  Wilms’  tumors. 

Figures  presented  by  various  authors  indicate 
an  ultimate  mortality  rate  of  more  than  90  per 
cent  with  the  duration  of  life  lasting  from  five  to 
eighteen  months  from  the  time  of  diagnosis.6, 11,12 
Slightly  better  results  are  reported  by  Priestley 
and  Schulte,  who  reported  a five-year  cure  rate 
of  15  per  cent  (39  cases).6  Ladd  and  White  claim 
cures  in  approximately  25  per  cent  (60  cases)  of 
their  patients.4  The  results  accomplished  in  our 
series  of  cases  are  most  discouraging.  Fifteen  of 
our  16  patients  died  of  the  disease,  and  only  one 
patient  has  remained  alive  and  well  for  more  than 
ten  years.  The  average  duration  of  life  in  14 
cases  in  whom  the  time  of  death  could  be  deter- 
mined was  seven  and  eight-tenths  months  after 
diagnosis.  Eleven  of  them  died  within  the  first 
six  months  and  3 patients  died  after  fifteen, 
twenty-seven,  and  thirty-three  months,  respec- 
tively. 

It  is  obvious  that  the  unsatisfactory  results 
obtained  are  most  challenging  to  the  medical 
profession.  While  no  disagreement  seems  to 
exist  at  the  present  time  as  to  the  pathologic 
characteristics,  diagnosis,  or  clinical  course  of  the 
disease,  there  is  persistent  controversy  regarding 
the  most  promising  method  of  treatment  of  Wilms’ 
tumors.  Among  the  common  forms  of  therapy 
employed  are  (1)  nephrectomy  alone,  (2)  irradia- 
tion alone,  (3)  irradiation  followed  by  nephrec- 
tomy, (4)  nephrectomy  followed  by  irradiation, 
and  (5)  nephrectomy  preceded  and  followed  by 
irradiation. 

It  is  difficult,  if  not  impossible,  to  state  which 
method  of  treatment  should  be  given  preference, 
or  in  which  order  a combination  of  treatments 
should  be  carried  out.  The  number  of  cases 
receiving  identical  treatments  which  form  the 
basis  for  various  statistics  is  too  small  to  permit 
conclusions  as  to  the  superiority  of  any  one  pro- 
cedure.' Ladd  and  White,  who  believe  that  their 
unusually  high  five-year  cure  rate  was  flue  to 
employment  of  early  ligation  of  the  pedicle  while 
carrying  out  transperitoneal  nephrectomy  with- 
out preliminary  irradiation,  have  remained  undup- 
licated by  previous  or  subsequent  statistics, 
based  on  a substantial  number  of  cases.  It  can- 
not be  determined  at  the  present  time  whether 
their  favorable  results  should  be  attributed  to 
coincidence  or  to  the  method  employed.  It  is  of 
interest  in  this  connection  that  Dean  attained  an 
identical  five-year  cure  rate  in  5,  or  25  per  cent  of 
20  patients  who  received  irradiation  alone. 
These  quite  controversial  observations  indicate 
that  coincidence  may  play  a part  in  influencing 
the  author’s  opinion,  and  caution  should  be 
employed  in  accepting  conclusions  as  long  as  they 
must  be  based  on  a limited  number  of  patients. 
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It  seems  best  to  be  less  dogmatic  about  the 
method  of  treatment  in  Wilms’  tumors.  One 
should  consider  each  case  individually  with  a 
view  toward  selecting  that  kind  of  therapy  which 
appears  most  promising  for  a particular  case. 
Factors  such  as  size  of  the  tumor  and  apparent 
rate  of  growth  are  equally  as  important  as  the 
patient’s  general  condition  and  the  surgeon’s 
skill  and  experience  in  handling  this  type  of  le- 
sion. Regardless  of  the  method  of  therapy  to  be 
employed,  it  remains  the  object  of  treatment  to 
accomplish  removal  or  complete  destruction  of 
the  neoplasm  before  metastases  occur.  Meta- 
static spread  of  the  disease  is  a constant  danger 
and  cases  are  on  record  in  which  metastases  de- 
veloped during  the  course  of  a short  clinical 
investigation.  Once  the  tumor  has  metastasized, 
the  prognosis  is  hopeless,  and  no  more  than  pallia- 
tion can  be  expected  from  any  form  of  therapy. 

We  believe  that  immediate  removal  of  the 
tumor,  followed  by  postoperative  irradiation, 
should  be  attempted  in  all  patients  with  small, 
and  apparently  still  encapsulated,  Wilms’  tu- 
mors. Preoperative  irradiation  in  such  cases  is  of 
doubtful  value,  and  delay  of  surgery  may  permit 
metastatic  spread.  However,  in  patients  with 
fairly  large  or  apparently  inoperable  lesions,  pre- 
operative irradiation  may  reduce  the  size  of  the 
tumor  to  such  an  extent  that  it  becomes  operable. 
In  deciding  whether  or  not  preliminary  irradia- 
tion should  be  employed,  it  must  be  kept  in  mind 
that  a Wilms’  tumor  is  usually  found  to  be  more 
extensive  at  the  time  of  operation  than  was 
anticipated  during  the  preoperative  examina- 
tion. If  preoperative  irradiation  therapy  is 
employed,  no  time  should  be  lost  in  attempting 
surgery  as  soon  as  the  neoplasm  has  regressed 
sufficiently  to  justify  operation.  The  transperi- 
toneal  approach  is  preferable,  because  it  offers 
not  only  better  exposure,  but  it  makes  it  possible 
to  ligate  the  pedicle  before  the  tumor  is  manipu- 
lated. Postoperative  irradiation  should  'be  em- 
ployed in  all  these  cases.  If,  however,  a tumor  is 
found  to  be  inoperable,  it  is  not  feasible  to  carry 
out  partial  removal  of  the  growth.  Such  a pro- 
cedure would  not  benefit  the  patient,  but  rather 
would  invite  disaster. 

It  is  in  the  group  of  inoperable  tumors  that 
radiation  should  be  employed  to  the  limit  of 
tolerance.  Treatment  is  given  through  3 por- 
tals, using  anterior,  lateral,  and  posterior  fields, 
starting  with  daily  increments  of  50  roentgens  to 
each  portal  with  a view  toward  increasing  the 
daily  dosage,  if  treatment  is  well  tolerated.  If 
possible,  a total  of  4,000  to  5,000  roentgens 
should  be  delivered  into  the  center  of  the  tumor, 
but  the  patient’s  general  condition  and  possible 
ill  effects  from  treatment  may  often  necessitate  a 
change  in  the  plan  of  therapy  with  regard  to  daily 
increment  or  total  dosage.  Yet,  in  spite  of  all 


efforts,  it  must  be  understood  that  success  or 
failure  of  radiation  is  only  partially  determined 
by  dosage  and  technic  employed.  The  immedi- 
ate and  remote  results  accomplished  depend  also 
upon  the  degree  of  radiosensitivity  or  radio- 
responsiveness of  the  tumor.  Each  Wilms’  tumor 
presents  individual  variations  in  its  response  to 
irradiation.  For  instance,  a tumor  composed  of 
immature  cells  can  be  expected  to  respond  more 
satisfactorily  to  irradiation  than  a tumor  consist- 
ing predominantly  of  adult-type  cell  elements. 

Unfortunately,  there  is  no  way  of  predicting 
the  degree  of  response  which  can  be  anticipated 
from  the  use  of  irradiation  therapy  in  each  case. 
Only  success  or  failure  will  supply  the  answer. 
But  the  possibility  that  any  Wilms’  tumor  might 
be  radioresponsive  or  radiosensitive  always  justi- 
fies an  attempt  at  irradiation  therapy.  By  way 
of  illustration,  the  following  case  will  be  reported 
briefly. 


Case  1. — Baby  P.  G.,  white  girl,  aged  two,  was 
admitted  on  August  31,  1937.  At  the  age  of  ten 
months,  the  mother  discovered  a mass  in  the  left 
upper  abdomen,  which  increased  rapidly  in  size. 
One  month  later,  hematuria  and  abdominal  pain 
developed.  A transperitoneal  exploratory  opera- 
tion revealed  an  inoperable  Wilms’  tumor.  Biopsy 
was  made  and  the  diagnosis  confirmed.  Following 
the  exploratory  operation,  the  child  received  an 
undetermined  amount  of  radiation  therapy,  which 
resulted  in  temporary  improvement.  Later,  on 
admission  to  the  Institute,  the  patient  presented  a 
large  nodular  tumor  which  occupied  almost  the 
entire  left  abdomen.  Although  ascites  was  present, 
no  evidence  of  distant  metastases  was  demonstrable. 

Treatment  consisted  of  200  kilovolt  radiation, 
given  through  an  anterior,  posterior,  and  lateral 
field.  From  August  31,  1937,  to  January  5,  1938,  a 
total  of  4,826  roentgens  were  delivered  to  the  tumoi 
by  daily  increments  ranging  from  50  to  131  roent- 
gens. During  the  course  of  treatment,  there  was 
slow  but  steady  improvement.  The  tumor  re- 
gressed in  size  and  two  months  after  irradiation  ther- 
apy, the  ascites  had  disappeared.  X-ray  films  of  the 
abdomen  revealed  complete  calcification  of  the 
tumor  which  continued  to  feel  hard  and  nodulai 
(Fig.  3).  The  patient  gained  weight  and  felt  well 
but  in  September,  1939,  another  course  of  irradia 
tion  treatment  was  given,  since  renewed  activity  o 
the  tumor  was  suspected  because  of  anorexia  anc 
weight  loss.  From  September  11,  1939,  to  Octobe 
27,  1939,  200  kilovolt  radiation  was  employed,  and  ( 
total  of  1,445  roentgens  were  delivered  to  the  tumor 
using  an  anterior  and  a posterior  field  with  daih 
increments  of  94  roentgens. 

Ever  since,  the  patient  has  remained  in  goo< 
health.  She  was  examined  last  in  January,  1947,  a 
which  time  she  felt  well.  Her  general  physique  wa 
that  of  a girl  of  her  age  (twelve  years).  On  palpa 
tion  of  the  abdomen,  there  was  still  a hard,  fixed 
nodular  tumor  felt,  which  occupied  a large  part  o 
the  left  upper  abdomen.  A flat  film  of  the  abdomei 
revealed  no  change  in  the  size  and  shape  of  the  calci 
fied  tumor,  and  a barium  enema  showed  no  displace 


i 

a 


s 

s 

- 

a. 


WILMS’  TUMORS 


March  1,  1948] 


501 


Fig.  3. 


ment  or  encroachment  on  the  transverse  or  descend- 
j ing  colon  (Fig.  4). 

This  patient  represents  a ten-year  cure,  follow- 
ing irradiation  therapy  alone.  This  proves  that 
' an  attempt  at  radiation  treatment  may  be  well 
worth  while  in  some  cases  of  extensive  but  non- 
metastatic  Wilms’  tumors.  If  metastases  have 
occurred,  irradiation  treatment  is  of  little  value, 
because  rapid  development  of  new  lesions  is  the 
».  rule,  even  while  treatment  is  being  directed 

'(  against  one  metastatic  tumor. 

JH 

Summary 

Although  Wilms’  tumors  comprise  approxi- 
mately 20  per  cent  of  all  malignant  neoplasms  in 
children,  their  occurrence  is  rather  uncommon. 
Only  16  children  with  this  type  of  tumor  were 
admitted  to  the  Roswell  Park  Memorial  Institute 
during  a thirty-year  period.  This  represents  an 
incidence  of  only  1 case  in  about  3,500  admis- 
sions. 

Pathogenesis,  clinical  course,  symptoms,  and 
diagnosis  of  the  disease  are  discussed. 

The  prognosis  of  Wilms’  tumors  is  poor  with 
an  ultimate  mortality  rate  of  close  to  90  per  cent. 
The  duration  of  life  averages  less  than  one  year 
after  the  diagnosis  is  made. 

Removal  or  complete  destruction  of  the  tumor 
before  development  of  metastases  is  imperative. 
No  dogmatic  rules  should  be  followed  in  deter- 
mining the  method  of  treatment,  but  whatever 
form  of  therapy  is  best  suited  for  each  individual 

case  should  be  selected. 

d 

a 


Immediate  surgery  followed  by  postoperative 
irradiation  is  advocated  in  small,  movable  tumors. 
Preoperative  irradiation  is  advisable  in  fairly 
large  or  apparently  inoperable  lesions,  thereby 
attempting  to  attain  sufficient  shrinkage  to  make 
the  tumor  operable.  Removal  of  the  tumor  in 
such  cases  should  be  followed  by  supplementary 
postoperative  irradiation.  Inoperable  Wilms’ 
tumors  should  be  treated  by  radiation  alone. 
Favorable  results  and  even  cures  may  be  accom- 
plished by  irradiation  in  certain  radiosensitive  and 
radioresponsive  Wilms’  tumors. 

A ten-year  cure  of  inoperable  Wilms’  tumor, 
following  irradiation  therapy  exclusively,  is  -re- 
ported. 

303  Highland  Avenue 
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ENDEMIC  FEATURES  OF  RICKETTSIALPOX 

Morris  Greenberg,  M.D.,  New  York  City 

{From  the  Bureau  of  Preventable  Diseases,  New  York  City  Department  of  Health ) 


MOST  of  the  rickettsial  diseases  are  charac- 
terized clinically  by  the  occurrence  of 
fever,  headache,  and  other  acute  symptoms,  and, 
in  addition  the  appearance  of  a rash  which  is 
macular,  maculopapular,  or  petechial. 

During  the  summer  of  1946,  an  epidemic  oc- 
curred in  a housing  development  in  Queens,  in 
which  the  clinical  picture  resembled  the  one  des- 
cribed above.  A rickettsial  disease  was  sus- 
pected, although  there  were  many  differences 
from  the  known  rickettsial  diseases. 

The  illness  of  most  of  the  patients  began  with  a 
primary  lesion,  a papule  which  grew  in  size  until 
it  was  y2  to  1 V 2 cm.  in  diameter  on  an  erythemat- 
ous base;  the  center  became  vesiculated  and 
then  dried,  forming  a black  crust  which  dropped 
off  about  two  and  a half  to  three  weeks  later, 
leaving  a small  scar.  Regional  lymphadenopathy 
was  usually  found.  About  a week  after  the 
beginning  of  the  primary  lesion,  there  was  an 
abrupt  onset  of  fever,  chills  or  chilly  sensations, 
sweats,  headache,  and  backache,  followed  in  one 
to  four  days  by  a rash  over  the  body,  sometimes 
sparse  and  sometimes  profuse.  The  rash  was 
characteristically  papulovesicular  in  character, 
tjie  vesicles  firm  and  surmounting  the  papules, 
later  drying  and  falling  off.  The  acute  symptoms 
and  the  rash  lasted  about  a week  each.  After  the 
fall  of  the  temperature  the  patients  made  a rapid 
recovery.  There  were  no  complications  and  no 
deaths. 

Laboratory  data  were  generally  negative  ex- 
cept for  leukopenia  during  the  acute  stage  of 
illness.  Blood  cultures  were  sterile;  sedimenta- 
tion rates  were  normal  or  slightly  elevated ; urine 
specimens  were  normal  except  for  some  albumin 
in  the  first  days  of  illness;  blood  sugar,  nonpro- 
tein nitrogen,  chlorides,  and  cholesterol  were 
within  normal  limits,  and  Wassermann  tests  were 
negative.  Biopsies  of  skin  lesions  showed  a 
vasculitis,  similar  to  the  finding  in  other  rickett- 
sial diseases. 

In  the  epidemiologic  investigation  of  the 
Queens  outbreak  it  was  shown  that  age,  sex,  and 
occupation  were  not  important  factors  in  explain- 
ing the  cause  or  spread  of  the  disease,  nor  were 
water,  milk,  or  food  supplies  involved.  Domes- 
tic animals  were  readily  ruled  out  as  reservoirs. 
Ticks,  were  not  found  either  in  the  houses  or  in  the 
neighborhood,  and  the  only  insects  found,  in  some 
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of  the  basements  and  in  an  impoundment,  were 
mosquitoes  (Culex  pipiens).  The  two  constant 
features  were  the  presence  of  mice  in  the  apart- 
ments, storage  rooms,  and  incinerators,  and  the 
presence  of  mites  on  the  walls  of  incinerators,  in 
stored  objects  such  as  boxes  and  couches,  and 
as  ectoparasites  of  the  mice. 

The  results  of  the  investigation  have  been  pub- 
lished in  a series  of  papers.1-6  It  was  shown  that 
the  disease  to  which  the  name  rickettsialpox  was 
given  was  an  acute  infection  caused  by  a hitherto 
undescribed  rickettsia,  named  Rickettsia  akari. 
This  organism  was  recovered  from  the  blood  of  2 
patients  early  in  the  disease,  as  well  as  from  6 
pools  of  bloodsucking  mites  (Allodermanyssus 
sanguineus)  found  in  the  buildings  where  the  out- 
break occurred,  and  also  from  one  of  a number  of 
mice  (Mus  musculus),  trapped  in  the  buildings. 
Complement  fixation  tests,  performed  with 
serums  from  patients  in  the  presence  of  rickett- 
sialpox antigen  (a  strain  of  R.  akari  recovered 
from  one  of  the  patients),  were  negative  early  in 
the  disease  but  became  positive  about  the  second 
week,  the  titer  increasing  during  convalescence. 
The  reactions  were  specific,  since  such  convales- 
cent serums  gave  negative  complement  fixation 
reactions  with  antigens  from  a number  of  other 
viral  and  rickettsial  disease^;  the  serums  of 
normal  individuals,  as  well  as  those  of  individuals 
with  other  diseases,  gave  negative  reactions  with 
rickettsialpox  antigen.  An  exception  should  be 
noted  in  the  case  of  Rocky  Mountain  spotted 
fever;  the  sera  of  about  80  per  cent  of  the  cases 
gave  positive  complement  fixation  reactions  with 
the  antigen  of  Rocky  Mountain  spotted  fever, 
but  in  lower  dilutions. 

Another  characteristic  of  the  disease  was  the 
negative  Weil-Felix  reactions  with  convalescent 
serums.6  All  the  other  rickettsial  diseases  in 
which  a rash  is  one  of  the  clinical  features  give  a 
positive  agglutination  reaction  with  one  of  the 
antigens  of  Bacillus  proteus.  Epidemic  and 
endemic  typhus  give  positive  reactions  with 
OX  19;  Rocky  Mountain  spotted  fever  and 
Boutonneuse  fever  with  OX  19  and  OX  2;  and 
tsutsugamushi  fever  or  scrub  typhus  with  OX  K, 
but  convalescent  serums  from  cases  of  rickettsial- 
pox did  not  agglutinate  any  of  the  B.  pro- 
teus fractions  except  occasionally  in  very  low 
titers. 

It  is  reasonable  to  believe  that  the  cycle  was 
somewhat  as  follows:  Mice  thrived  and  multi- 
plied in  incinerators  and  other  parts  of  the  build- 
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ings  where  there  was  food  and  warmth;  they 
acted  as  animal  reservoirs  for  infected  mites 
which  attached  themselves  to,  and  fed  on  the 
mice.  The  infected  mites  were  accidentally 
introduced  into  human  dwellings,  probably  by 
the  mice,  and  obtained  a blood  meal  from  the 
humans  when  they  were  unable  to  get  it  from  the 
animal  reservoir.  Rickettsiae  were  introduced 
into  the  humans  either  by  the  bite  of  the  akarid 
or  by  the  rubbing  of  his  feces  into  the  skin.  As  a 
result,  a primary  lesion  occurred  at  the  site,  and 
the  clinical  symptoms  of  rickettsialpox  followed. 

At  the  beginning  of  the  investigation  in  Queens, 
the  epidemic  appeared  to  be  sharply  delimited  to 
one  small  group  of  houses.  No  cases  occurred  in 
the  immediate  vicinity,  nor  were  any  heard  of  in 
the  rest  of  the  borough.  Soon,  however,  as 
physicians  learned  of  the  syndrome,  reports  of 
suspected  cases  began  coming  in  from  widely 
scattered  parts  of  the  city.  These  were  all 
investigated.  At  present  we  have  records  of  54 
definite  cases,  all  unrelated  to  the  Queens  epi- 
demic. They  are  spotted  on  the  accompanying 
map  (Fig.  1).  An  examination  of  the  map  shows 
the  wide  distribution  of  cases  in  the  city.  They 
were  found  in  four  of  the  five  boroughs,  often  far 
removed  from  each  other.  As  a matter  of  fact, 
the  first  cases  that  were  seen  in  the  city,  aside 
from  the  Queens  outbreak,  were  in  a group  in  the 
northeastern  part  of  the  Bronx,  a distance  of 


Fig.  1.  Rickettsialpox  spot  map  ofJiNew  York  City 
(Staten  Island  omitted). 


about  25  miles  from  the  region  of  the  outbreak 
across  the  East  River.  The  physician  who  noti- 
fied us  had  seen  10  cases  over  a period  of  a few 
years  in  one  large  apartment  house  and  had  heard 
of  several  more.  Since  then,  2 more  cases  have 
occurred  there.  On  the  map  only  4 cases  are 
indicated,  since  these  were  the  only  ones  ob- 
served by  us.  In  addition  to  typical  clinical 
symptoms,  all  4 had  a positive  complement  fixa- 
tion test  for  rickettsialpox.  In  this  house,  as  in 
the  Queens  houses,  mice  were  abundant,  and 
mites  (Allodermanyssus  sanguineus)  were  found 
in  large  numbers  on  incinerator  walls.  Mice 
were  trapped  in  this  house,  and  the  blood  serum 
of  one  of  them  gave  a positive  complement  fixa- 
tion reaction  for  rickettsialpox  in  a titer  of  1 : 64. 

Although  the  cases  are  distributed  over  a wide 
territory,  they  tend,  nevertheless,  to  group.  In 
Manhattan,  there  are  5 groupings : On  the  lower 
west  side  6 cases  occurred  over  an  area  of  about 
10  square  blocks;  in  the  middle  west  section,  7 
cases  were  seen  in  a similar  area;  on  the  lower 
east  side,  5 cases  w.ere  observed  in  an  area  of  6 
square  blocks,  and  an  additional  3 cases  can  be 
added  if  the  area  is  extended  a little;  in  the 
middle  east  section  of  the  borough,  10  cases  were 
investigated  in  an  area  of  about  25  square  blocks, 
with  smaller  groupings  within  the  area;  at  the 
northern  end  of  the  island  2 cases  were  reported 
within  a few  blocks  of  each  other. 

The  groupings  in  the  Bronx  are  also  readily 
seen  on  the  map.  In  the  northwestern  part  are  4 
cases  in  1 building,  with  probably  8 more  in  the 
same  building,  reported  to,  but  not  seen  by  us. 
This  group  has  already  been  discussed.  In  the 
lower  middle  part  of  the  borough  3 cases  were 
seen  in  1 building;  a probable  fourth  case  was 
not  seen  by  us  during  the  illness  and  a blood  speci- 
men for  complement  fixation  was  refused.  The 
case  has,  therefore,  not  been  spotted  on  the  map. 
Three  other  groups  of  2 cases  each  are  readily 
observed,  2 in  the  northern  section  of  the  borough 
and  1 in  the  lower  western  part. 

Only  3 cases  were  reported  in  Brooklyn,  and 
these  were  widely  spread.  In  Queens  only  1 
case  wras  found  in  addition  to  the  cases  which 
occurred  in  the  outbreak  previously  reported. 
This  case  is  in  a part  of  the  borough  far  removed 
from  the  site  of  the  outbreak.  It  is  interesting  to 
note  that  cases  occurring  in  different  houses  had 
no  relationship  to  each  other  except  propinquity. 
In  some  of  the  houses,  however,  multiple  cases 
did  occur  in  families.  This  was  quite  marked  in 
the  Queens  outbreak  and  has  been  discussed 
elsewhere;  it  was  observed  in  three  instances  in 
Manhattan  and  the  Bronx,  where  2 cases  oc- 
curred in  1 apartment  in  each  instance.3 

The  diagnosis  of  the  cases  was  based  chiefly,  as 
in  the  epidemic  in  Queens,  on  the  typical  clinical 
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findings.  In  about  two  thirds  of  the  cases  it  was 
confirmed  serologically  by  a positive  complement 
fixation  reaction  for  rickettsialpox  with  serums 
taken  from  patients  during  the  convalescent  stage. 
A further  serologic  test  showed  the  absence  of 
agglutinins  for  B.  proteus  OX  19,  OX  2,  and 
OX  K in  such  serums.  In  some  of  the  cases  it 
was  possible  to  obtain  a specimen  of  blood  in  the 
acute  stage  and  another  during  convalescence. 
The  results  in  13  such  cases  are  shown  in  Table  1 . 


TABLE  1. — Complement  Fixation  Tests  for  Rickett- 
sialpox on  Serums  Taken  Early  and  Later  in  the 
Disease 


Titer  of 

Date  of 

Date  of 

Complement 

Name 

Onset 

Specimen 

Fixation 

D.  G. 

Aug.  16,  1946 

Oct.  23,  1946 

1 :32 

Jan.  14,  1947 

1:8 

I.  M. 

Aug.  20,  1946 

Aug.  30,  1946 

1 :32 

Sept.  1 1,  1946 

1 :32 

S.  J. 

Sept.  24,  1946 

Sept.  30,  1946 

0 

Nov.  18,  1946 

1 : 128 

M.  C. 

Sept.  27,  1946 

Oct.  3,  1946 

1 : 128 

Oct.  16,  1946 

1:128 

Nov.  6,  1946 

1 :8 

M.  D. 

Oct.  1,  1946 

Oct.  8,  1946 

0 

Oct.  25,  1946 

1 :256 

C.  R. 

Oct.  18,  1946 

Nov.  3,  1946 

0 

Jan.’  8,1947 

1 :32 

W.  R. 

Oct.  21,  1946 

Oct.  30,  1946 

1 :4 

Nov.  16, 1946 

1 : 5 1 2 

F.  K. 

Oct.  21,  1946 

Oct.  24,  1946 

0 

Nov.  25,  1946 

1:512 

D.  O. 

Nov.  7,  1946 

Nov.  13,  1946 

0 

Jan.  11,1947 

1:256 

P.  R. 

Nov.  11,  1946 

Dec.  9,  1946 

1:16 

Jan.  8,  1947 

1 :32 

A.  A. 

Nov.  20,  1946 

Nov.  25,  1946 

0 

Dec.  9,  1946 

1 : 64 

L.  Z. 

Nov.  26,  1946 

Jan.  2",  1947 

0 

Jan.  22,  1947 

1:128 

M.  T. 

Jan.  26,  1947 

Jan.  31,1947 

0 

Mar.  12,  1947 

1 :32 

It  will  be  noted  that  in  6 instances  no  comple- 
ment fixing  antibodies  for  rickettsialpox  were 
present  in  the  first  specimen,  taken  during  the 
first  week  of  illness,  but  that  significant  titers  had 
been  achieved  when  the  later  specimens  were 
taken.  In  1 instance  (M.  C.)  a specimen  obtained 
on  the  sixth  day  of  illness  already  showed  a titer 
of  1 : 128.  In  another  case  (W.  R.)  a blood  speci- 
men obtained  on  the  ninth  day  had  a titer  of  1 : 4 
which  rose  in  two  weeks  to  1 : 512.  In  a third 
case  (P.  R.)  a specimen,  taken  twenty-eight  days 
after  onset,  had  a titer  of  1 : 16  which  rose  to 
1 : 32  a month  later.  In  still  another  case  (I.  M.) 
a blood  specimen,  obtained  ten  days  after  onset 
of  symptoms,  had  a titer  of  1 : 32  which  had  not 
changed  twelve  days  later.  On  the  other  hand, 
complement  fixing  antibodies  for  rickettsialpox 
were  not  present  in  C.  R.  in  the  first  specimen, 
taken  sixteen  days  after  onset,  but  were  found  in 
serum  taken  two  months  later;  and  in  L.  Z.  the 
complement  fixation  reaction  was  negative  five 
weeks  after  onset,  but  was  positive  in  a titer  of 
1 : 128  ten  days  later. 

Our  data  do  not  indicate  how  long  high  titers  of 
complement  fixing  antibodies  are  maintained. 
That  the  titers  may  decline  after  several  months 


was  indicated  by  D.  G.,  whose  serum  titer  was 
1 : 32  two  months  after  onset  of  illness  and 
dropped  to  1 : 8 some  three  months  later.  In  the 
Queens  epidemic  there  was  also  a small  number 
from  whom  a specimen  was  obtained  several 
months  after  the  illness,  and  here,  too,  a decline 
in  titer  of  complement  fixing  antibodies  was 
noted. 

It  has  been  shown  that  blood  obtained  from 
mice  in  the  Queens  epidemic  showed  significant 
titers  of  complement  fixing  antibodies  for  rickett- 
sialpox, although  no  such  antibodies  were  found 
in  laboratory  mice  nor  in  those  trapped  in  Vir- 
ginia.5 We  have  begun  to  trap  mice  in  the 
houses  where  cases  occurred  in  the  other  bor- 
oughs. To  date,  mice  have  been  trapped  in  only 
3 of  these  houses.  In  2 of  them  significant  titers 
of  rickettsialpox  complement  fixing  antibodies 
were  found  in  t'he  mice. 

Comment 

The  occurrence  of  isolated  and  small  groups  of 
unrelated  cases  of  rickettsialpox  in  widely  scat- 
tered areas  of  the  city  indicates  that  the  disease 
is  endemic  in  New  York  City.  Epidemics  like 
the  one  in  Queens  probably  depend  on  a number 
of  factors,  among  which  are  the  presence  of  food 
and  warmth  on  which  mice  can  thrive,  a sufficient 
number  of  infected  mites,  and  a large  group  of 
susceptible  humans.  Incinerators  played  a part 
in  keeping  the  outbreak  alive  in  Queens.  This 
was  due  to  the  fact  that  food  was  almost  always 
present  in  them,  so  that  mice  were  attracted  to 
them  and  acted  as  animal  reservoirs  for  the  mites, 
found  in  large  numbers  on  incinerator  walls,  and 
as  ectoparasites  on  the  mice.  The  firing  of  the 
incinerators  did  not  disturb  either  the  mice  or  the 
mites  unduly,  since  there  were  sufficient  openings 
between  the  bricks  lining  the  incinerators  for  the 
animals  to  escape  into  the  wall  spaces.  It  is 
interesting  to  note  that  a similar  situation  existed 
in  the  Bronx  where  about  a dozen  cases  were  seen 
by  a physician  in  1 house.  A fair  percentage  of 
the  other  houses  where  cases  occurred  had  incin- 
erators. 

It  should  not  be  inferred  that  incinerators  play 
a necessary  role  in  the  spread  of  the  disease.  No 
incinerators  were  found  in  a number  of  the  houses 
where  cases  existed.  The  home  in  the  lower 
Bronx  where  3,  and  possibly  4,  cases  occurred  was 
an  old-fashioned  tenement  house  without  an 
elevator  or  an  incinerator.  However,  there  were 
plenty  of  mice  in  the  cellar,  halls,  and  apartments. 
There  were  also  several  uncovered  garbage  cans 
in  front  of  the  house  which  had  apparently  been 
there  for  a considerable  time. 

There  are  many  old-line  tenement  houses  in 
New  York  City,  and  mouse  harborages  can  be 
found  in  most  of  them.  Remnants  of  food  are 
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frequently  seen  in  halls,  cellars,  and  yards.  The 
collection  of  garbage  is  taken  care  of  in  one  of 
several  ways:  the  tenant  brings  his  pail  down  to 
the  cellar  and  empties  it  into  large  cans,  or  the 
janitor  goes  through  the  house  collecting  the  pails 
at  each  apartment,  or  the  tenant  sends  his  pail 
down  to  the  cellar  on  a dumbwaiter.  Whatever 
method  is  used,  garbage  is  spilled  and  becomes  a 
good  food  source  for  mice.  What  often  is  not 
realized  is  that  in  modern  houses  which  are  kept 
fairly  clean,  mouse  harborages  may  exist  in  incin- 
erators which  are  not  fired  frequently  and  com- 
pletely. At  any  rate,  in  all  houses  where  cases 
occurred,  mice  were  plentiful.  In  some  instances, 
tenants  had  not  seen  any  in  their  own  apartments 
but  had  seen  them  in  the  cellar  or  halls;  in  others, 
mice  had  been  seen  repeatedly  in  the  apartments. 

It  is  quite  probable  that  the  disease  has  existed 
in  endemic  form  for  some  time  in  New  York  City. 
Several  physicians  to  whose  attention  the  syn- 
drome was  brought  recalled  seeing  several  cases 
in  the  past  few  years  which  they  wTere  unable  to 
diagnose,  or  which  they  called  Brill’s  disease  or 
atypical  chickenpox,  and  which  in  retrospect 
appeared  to  be  cases  of  rickettsialpox.  Whether 
such  cases  exist  in  other  parts  of  the  state  or 
country,  we  shall  probably  soon  learn. 

An  epidemiologic  method  for  discovering  the 
extent  of  infestation  in  any  community  consists 
in  making  surveys  of  mice.  They  can  be  trapped 
alive  in  various  sections  of  the  community  and 
their  bloods  examined  for  complement  fixing 
antibodies  for  rickettsialpox.  At  present  this 
plan  has  been  put  in  operation  in  New  York  City. 

To  make  a diagnosis  of  a case  of  rickettsialpox 
one  should  observe  the  clinical  symptoms  de- 
scribed, an  initial  lesion,  followed  in  about  a 
week  by  an  acute  onset  with  fever,  chills,  head- 
ache and  backache,  and  a papulovesicular  rash. 
The  blood  specimen  should  be  taken  during 
convalescence  and  tested  for  complement  fixing 
antibodies  of  rickettsialpox  and  for  agglutina- 
tion with  B.  proteus.  Wherever  possible,  2 
specimens  of  blood  should  be  taken,  1 early  in  the 
disease  and  1 in  convalescence.  In  this  way  a 
rising  titer  may  be  demonstrated. 

Control  measures  should  be  undertaken  where- 
ever  the  disease  occurs,  such  as  the  sealing  off  of 
harborages,  possibly  the  trapping  of  mice,  cam- 
paigns to  keep  garbage  cans  tightly  covered  and 
to  exercise  care  in  the  conveying  of  garbage  from 
the  tenant’s  apartments  so  that  none  is  spilled  in 
hallways  and  cellars.  In  houses  where  inciner- 
ators are  used,  care  should  be  taken  that  they  are 
properly  lined,  that  there  is  no  accumulation  of 
food  in  the  compartments,  and  that  firing  is  com- 
plete and  frequent.  At  present  the  public  health 
aspects  of  rickettsialpox  are  not  serious  enough 
to  require  drastic  measures.  Should  this  occa- 
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sion  arise,  thought  should  be  given  to  the  develop- 
ment of  a prophylactic  vaccine,  and  to  the  use  of 
D.D.T.  in  the  homes  and  on  individuals  exposed. 

Summary 

The  clinical  features  and  laboratory  findings  of 
rickettsialpox  are  discussed.  An  analysis  is  made 
of  54  endemic  cases  in  New  York  City.  It  is 
pointed  out  that  the  cases  were  widespread  in 
different  sections  of  the  city  but  tended,  never- 
theless, to  group.  A method  of  survey  is  indi- 
cated, and  control  measures  are  discussed. 

Discussion 

Philip  J.  Rafle,  M.  D.,  New  York  City. — I am 
pleased  to  open  the  discussion  of  Dr.  Greenberg’s 
presentation  of  Endemic  “Rickettsialpox,”  because 
this  new  subject  should  be  of  interest  to  physicians 
and  health  officer  epidemiologists. 

Occasionally,  we  hear  generalizations  to  the  effect 
that  communicable  disease  control  is  attaining  a 
place  of  minor  importance  in  public  health  practice. 
Even  though  there  has  been  appreciable  control  of 
some  of  the  more  common  preventable  diseases, 
there  are  still  unexplored  and  unexplained  con- 
ditions, obviously  communicable,  to  which  the  epi- 
demiologic approach  and  new  laboratory  technics 
need  to  be  applied.  I have  in  mind  the  problem  of 
the  atypical  pneumonias  and  diarrheal  disease  in  the 
newborn;  it  needs  no  emphasis  that  as  the  commoner 
conditions  are  brought  under  control,  we  will  have 
to  direct  our  attention  to  these  not  well-defined  or 
well-understood  diseases.  These  are  largely  in  the 
field  of  diseases  transmitted  from  animals  to  man. 
Communicable  disease  control  is  and  will  continue 
to  be  fundamental  and  basic  in  organized  public 
health  practice.  Therefore,  it  is  gratifying  to  have 
evidence  of  such  epidemiologic  approach  to  an 
entity  such  as  rickettsialpox  presented  to  us  in 
support  of  this  belief. 

Rickettsial  disease  is  not  a rarity  in  New  York 
State.  Endemic  typhus  or  Brill’s  disease  has  been 
described  and  reported  in  New  York  City.  There  is 
some  question  as  to  its  origin,  and  it  is  believed  that 
the  disease,  as  manifested  in  New  York  City,  was  an 
exacerbation  of  old  world  typhus.  This  is  based  to 
some  extent  on  the  observation  that  the  individuals 
so  affected  were  Central  Europeans  and  had  acquired 
their  primary  disease  prior  to  emigrating  -to  the 
United  States. 

Since  1913,  Rocky  Mountain  spotted  fever  has 
been  recognized  as  endemic  in  eastern  Long  Island. 
There  has  been  slow  progress  in  its  spread  westward 
on  Long  Island,  but  last  summer  a case,  indigenous 
to  Brooklyn,  was  recognized  in  Brooklyn.  The  dog 
tick,  Dermacentor  variabilis,  has  been  involved  in 
this  rickettsial  disease.  There  is  evidence  that  dogs 
in  the  endemic  area  have  a high  titer  of  complement 
fixing  antibodies  against  Rocky  Mountain  spotted 
fever  rickettsial  antigen.  To  the  practitioners  of 
medicine  in  southeastern  Suffolk  County,  Rocky 
Mountain  spotted  fever  presents  no  particular 
difficulty  in  its  diagnosis,  but  in  other  areas  in  which 
it  occurs  infrequently  the  disease  is  often  confused 
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with  other  conditions  presenting  “rashes.”  As 
pointed  out  by  Dr.  Greenberg,  the  Weil-Felix  reac- 
tion with  certain  strains  of  B.  proteus  are  nega- 
tive early  in  the  disease  but  increase  in  titer  in  the 
second  week.  The  Weil-Felix  reaction  offers  a 
means  of  differential  diagnosis  from  rickettsialpox. 

During  the  coming  spring  and  summer  season  the 
State  Laboratory  will  perform  the  highly  specific 
complement  fixation  test  on  positive  agglutinations 
by  Weil-Felix  reactions,  thus  making  available  to  us 
an  additional  aid  for  clinical  differentiation.  It  is 
strange  that  in  the  face  of  the  fact  that  Rocky 
Mountain  spotted  fever  has  been  observed  on  Cape 
Cod  and  the  Atlantic  coast  south  of  Long  Island, 
it  has  not  originated,  as  far  as  we  know,  on  the  main- 
land of  New  York.  Ticks  capable  of  transmitting 
the  disease  are  present,  at  least  to  my  knowledge,  in 
Westchester  County. 

This  brings  to  point  that  often  we  have  seen 
eruptive  fevers  that  are  puzzling.  On  the  basis  of  our 
knowledge  of  the  exanthemas,  I feel  we  have  been 
inclined  to  describe  them  as  atypical  of  the  disease  it 
most  closely  resembles.  Rickettsialpox  was  con- 
sidered by  some  as  atypical  chicken  pox.  I am  sure 
that  we  have  had  similar  experiences  in  classifying 
the  unknown  as  atypical  this  or  that.  Sometimes 
these  missed  diagnoses  come  back  to  haunt  us,  as  for 
example,  smallpox.  I believe  that  it  was  Dr.  E.  S. 
Godfrey  who  stated  that  the  essential  prerequisite 
for  an  epidemiologist  is  that  he  must  possess  more 
than  a modicum  of  skepticism.  I feel  that,  perhaps 
when  we  approach  these  apparent  atypical  manifes- 
tations, we  should  be  more  skeptical  of  the  con- 
clusion, we  should  approach  the  problem  epidemio- 
logically,  and  we  should  utilize  the  newer  tech- 
nologies developed  in  the  laboratory.  I think  we 
will  be  rewarded  by  disclosure  of  conditions  expected 
to  occur  in  the  tropics  or  other  remote  places  rather 
than  in  New  York  City. 

F.  R.  Weedon,  M.  D.,  Jamestown. — It  is  a rare 
privilege  to  witness  the  discovery  of  a new  disease. 
It  is  a gratifying  thing  to  observe  the  smooth  pattern 
of  efficiency  with  which  many  groups  of  specialists, 
private  physicians,  and  government  experts  have 
worked  systematically  to  solve  an  intricate  problem 
which  presents  so  little  primary  data  for  study. 

A large  number  of  people  have  worked  on  this 
situation:  private  practitioners,  health  officers, 

epidemiologists,  immunologists,  pathologists,  ento- 
mologists, bacteriologists,  virologists,  and  many 
others. 

The  difficulty  of  recognizing  man’s  enemies  ap- 
pears to  increase  with  the  decrease  in  size  of  those 
enemies.  Any  cave  man  knew  enough  to  stay  away 
from  the  head  end  of  a woolly  rhinoceros,  but  we 
need  a physician  and  a bacteriologist  to  avoid  the 
smal  1 bacillus  properly. 

Rickettsial  diseases  have  followed  the  curve.  A 
further  step  down  in  size  has  resulted  in  a large  in- 
crease in  man’s  expert  body  guards.  It  seems  to  me 
that  this  is  logical  and  must  be  accepted. 

If  you  agree  with  me  in  this  generalization,  you 
may  accept  the  probability  that  laboratory  proce- 
dures will  also  become  more  intricate  in  study  of  the 
rickettsial  diseases.  Of  his  early  cases  Dr.  Green- 


berg says  that  laboratory  data  were  generally  nega- 
tive except  for  the  complement  fixation  reaction. 

The  complement  fixation  test  is,  we  believe,  the 
most  practical  diagnostic  laboratory  procedure 
■available  in  study  of  rickettsial  disease,  and  our  ex- 
perience with  typhus  fever  has  convinced  us  that  the 
quantitative  complement  fixation  test  of  Wads- 
worth, Maltaner,  and  Maltaner  is  by  far  the  most 
promising  technic  of  this  test.  It  is  more  elaborate, 
to  be  sure,  but  it  is  so  much  more  precise  and  at  the 
same  time  so  much  more  flexible  that  we  feel  that, 
in  the  intricate  work  of  diagnosis  of  rickettsial 
disease,  this  form  of  the  test  is  of  the  greatest  value. 

Florence  M.  Varley. — Titration  of  the  antibody 
content  of  serum,  as  measured  by  the  complement 
fixation  test  developed  by  Wadsworth,  Maltaner, 
and  Maltaner,  is  based  upon  the  point  of  50  per  cent 
hemolysis  of  the  sheep  cells  used  as  indicator.  The 
amount  of  complement  which  will  hemolyze  half  the 
cells  can  be  figured  from  any  degree  of  partial 
hemolysis  obtained,  because  after  proper  adjust- 
ment of  reagents  an  S curve  results  from  varying 
amounts  of  complement. 

This  means  that  with  constant  amounts  of  antigen 
and  antibody  the  amount  of  complement  which  will 
hemolyze  50  per  cent  of  the  cells  bears  a constant 
relationship  to  the  amount  that  yields  40  per  cent,  or 
60  per  cent,  or  any  given  degree  of  partial  hemolysis. 

In  our  work  with  typhus  fever,  as  well  as  in  past 
work  with  syphilis,  the  need  for  refinement  of  the 
antigen  was  demonstrated.  With  crude  extracts  the 
relationships  do  not  hold;  the  S curve  cannot  be 
obtained,  and  results  are  not  reproducible.  Fluc- 
tuating results  also  occur  if  the  amounts  of  antigen 
used  are  not  titrated  with  antiserum  to  yield  maxi- 
mal fixation  of  complement.  This  preliminary  work 
must  be  done  carefully. 

In  the  work  with  typhus,  all  this  was  followed 
through.  We  found  our  relationships  and  were  able 
to  reproduce  results.  Nevertheless,  different  series  of 
antigen  gave  very  different  titers  with  the  same 
antiserum,  while  all  evidence  that  this  might  be  due 
to  strain  variation  was  lacking.  Even  the  difference 
between  epidemic  and  endemic  typhus  tended  to  dis- 
appear. 

It  might  be  that  further  study  of  rickettsialpox 
with  more  strains  and  different  preparations  of 
antigens  will  reveal  either  a closer  relationship  to 
Rocky  Mountain  spotted  fever  or  even  greater 
differences  between  the  2 diseases  antigenically. 

We  believe  that  the  quantitative  complement 
fixation  test  is  the  most  practical  and  most  promising 
of  all  the  laboratory  tests  for  the  study  of  the 
complicated  field  of  virus  and  rickettsial  diseases 
which  we  seem  to  be  entering. 
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IN  discussing  county  tuberculosis  hospitals,  a 
word  picture  of  the  circumscribed  hospital 
program  limited  by  the  4 walls  of  a hospital  build- 
ing and  concerned  only  with  the  medical  care  of 
patients  may  be  presented.  In  New  York  State, 
however,  a presentation  of  this  sort  would  fall  far 
short  of  a true  portrayal  of  the  actual  services  of 
the  county  hospital  and  its  contributions  to  the 
tuberculosis  control  program. 

For  more  than  three  decades  the  superinten- 
dents of  many  of  the  county  hospitals  have  pio- 
neered in  the  development  of  services  which  not 
only  have  emphasized  in  the  minds  of  the  people 
the  importance  of  the  county  tuberculosis  hos- 
pitals, but  also  have  enhanced  the  community's 
contribution  to  tuberculosis  control.  If  the  bene- 
fits realized  from  these  services  had  been  limited 
specifically  to  tuberculosis,  the  funds  expended 
and  the  work  performed  would  have  been  more 
than  justified,  but  throughout  the  years  other 
aspects  of  both  personal  and  public  health  have 
been  favorably  influenced.  Medical  practice,  in 
general,  has  been  favorably  influenced,  either 
directly  or  indirectly,  by  the  services  of  the 
county  tuberculosis  hospitals.  Such  services 
embrace  the  participation  of  the  superintendents 
in  county  and  state  medical  society  programs  in- 
cluding graduate  education,  the  chest  consulta- 
tion service  available  in  many  counties  and  not 
limited  to  tuberculosis  diagnosis,  and  the  devel- 
opment of  a reciprocal  service  between  the  prac- 
ticing physicians  and  the  county  sanatorium. 
The  development  and  growth  of  public  health 
nursing  is  in  part  built  upon  the  foundation  laid 
by  the  tuberculosis  nursing  service.  From  the 

(viewpoint  of  health  education,  it  is  impossible  to 
estimate  how  far-reaching  has  been  the  influence 
of  the  hospital  and  clinic  service  of  the  county 
hospitals. 

From  the  viewpoint  of  the  public,  the  buildings 
and  service  of  a tuberculosis  hospital  are  symbols 
of  disease  prevention  and  health  conservation. 
The  public  has  come  to  realize  to  an  appreciable 
degree  that  one  of  the  main  purposes  of  a tubercu- 
losis hospital  is  to  segregate  a person  with  a con- 
tagious disease.  This  awareness  of  the  man  on 
the  street  that  certain  diseases  are  “catching” 
cannot  help  but  influence  personal  hygiene  favor- 
ably. The  health  teaching,  too,  as  informal  as  it 
may  be  at  many  chest  clinics,  deserves  mention. 
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One  measure  of  stewardship  is  the  death  rate 
from  this  disease.  In  1909,  when  counties  first 
were  given  authority  to  establish  tuberculosis 
hospitals,  the  tuberculosis  death  rate  for  upstate 
New  York  was  145.7  per  100,000  population.  In 
1946,  the  provisional  resident  rate  was  30.2.  This 
represents  a decline  of  about  79  per  cent.  In 
spite  of  this  decline,  the  fact  that  more  than  one- 
half  of  the  deaths  occur  during  the  most  produc- 
tive years  of  life  presents  a serious  challenge. 

Consideration  also  must  be  given  to  the  influ- 
ence of  improved  health  on  our  social  and  eco- 
nomic structure.  Obviously,  the  cost  to  society 
of  tuberculosis,  with  all  of  its  intangible  by-prod- 
ucts, cannot  actually  be  measured  by  any  known 
yardstick.  Although  the  tuberculosis  hospital  is 
a major  factor  in  contributing  to  the  improve- 
ment in  health  by  preventing  tuberculosis,  its 
service  favorably  influences  other  health  prob- 
lems. In  the  field  of  scientific  progress,  medicine, 
including  that  concerned  with  chest  diseases,  has 
assumed  a conspicuous  place.  Physicians,  in- 
cluding chest  specialists,  have  been  provided  with 
scientific  tools  which  have  made  it  possible  for 
them  to  replace  empiricism  and  passive  methods 
of  expectancy  in  the  treatment  of  tuberculosis  with 
the  application  of  scientifically  known  preventive, 
diagnostic,  and  therapeutic  measures. 

New  and  promising  horizons  have  been  opened 
in  the  field  of  public  or  community  health.  The 
masses  of  people  are  better  informed  on  matters 
of  health  conservation.  Public  opinion  has  as- 
sumed a more  positive  character  about  commu- 
nity needs  for  the  prevention  of  disease.  More  and 
more  people  not  only  recognize  these  needs,  but 
also  actively  promote  and  support  public  officials 
in  improving  environmental  sanitation  and  other 
public  health  services.  New  discoveries  and  ad- 
vances in  chemistry,  bacteriology,  immunology, 
epidemiology,  and  pathology,  together  with 
progress  in  the  social  sciences,  and  an  encouraging 
renaissance  in  the  practice  of  the  art  of  medicine, 
complete  this  mosaic  of  prevention  and  cure. 

Since  public  health  is  but  the  composite  of 
personal  health,  it  is  essential,  if  progress  is  to  be 
realized,  that  we  integrate  more  completely  the 
practice  of  medicine  with  the  administration  of 
public  health.  The  tuberculosis  hospital  in  this 
state  has  shown  the  way,  and  it  is  apparent  in  this 
specialized  field  that  there  is  a constantly  grow- 
ing, better  understanding  between  the  private 
practitioner  of  medicine  and  the  practitioners  of 
public  health. 
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The  financial  burden  of  providing  a public 
health  service,  including  tuberculosis  hospitals, 
heretofore  has  been  met  largely  from  local  funds. 
It  is  evident  that,  with  the  funds  and  personnel 
available,  many  county  tuberculosis  hospitals 
have  rendered  a good  account  of  their  steward- 
ship. However,  it  is  becoming  more  and  more 
apparent  that,  if  modern  knowledge  in  this  field  is 
to  be  effectively  applied,  more  money  is  neces- 
sary. 

Governor  Dewey,  realizing  that  health  is  the 
state’s  greatest  asset,  appointed  a representative 
committee  during  the  summer  of  1945,  to  study 
the  public  health  needs  of  the  state  and  to  plan 
the  outline  and  details  of  a comprehensive  public 
health  program.  This  committee  made  a critical 
appraisal  of  the  public  health  needs  of  the  state, 
the  types  of  health  department  organization  and 
the  distributive  cost  thereof.  Although  major 
emphasis  was  placed  on  tuberculosis,  the  com- 
mittee’s report  clearly  indicated  the  need  for 
strengthening  and  improving  general  local  health 
administration.  Following  the  receipt  and  study 
of  the  committee’s  report,  Governor  Dewey  on 
March  4,  1946,  submitted  a special  message  to  the 
Legislature  which  is  quoted  in  part. 

“An  outstanding  feature  of  the  proposals  I now 
submit  is  a master  plan  for  an  all-out  fight  on 
tuberculosis  with  the  objective  of  wiping  out  this 
dread  disease  in  our  state  in  twenty  years  or  less. 
In  short,  I ask  that  the  full  weight  of  the  power 
and  financial  assistance  of  the  state  be  thrown 
into  the  battle  against  this  enemy  of  mankind. 
The  plan  proposes : 

“1.  A program  for  approximately  50  per  cent 
state  aid  for  public  care  and  treatment  of  tubercu- 
losis patients.  Localities  are  granted  an  option  to 
retain  their  institutions,  or,  with  the  approval  of 
the  state,  to  transfer  them  to  the  state.  Howso- 
ever the  option  is  exercised,  state  aid  to  the  locali- 
ties will  be  provided  on  a patient-day  basis.  The 
present  geographic  maldistribution  of  available 
hospital  beds  for  tuberculosis  care  can  be  cor- 
rected progressively,  and  the  standards  of  treat- 
ment in  all  institutions,  state  or  local,  can  be 
raised  to  a new  high  degree  of  coordinated  effec- 
tiveness. The  heavy  burden  of  the  cost  of  hand- 
ling the  tuberculosis  patients  in  the  localities  is 
substantially  lifted. 

“2.  The  ‘means  test’  as  a condition  for  admis- 
sion to  approved  tuberculosis  hospitals  is  re- 
moved. In  other  words,  every  person  in  our 
state  can,  under  the  plan,  go  to  a hospital  for 
treatment  immediately  without  financial  con- 
cern. The  drain  on  the  resources  of  the  tubercu- 
losis patient  or  his  family  by  the  costly  and  pro- 
longed treatment  for  tuberculosis  would  be  elimi- 
nated. 

“3.  The  inaguration  of  an  intensive  program 
of  tuberculosis  case-finding  by  the  State  Depart- 


ment of  Health  and  encouragement  of  similar 
case-finding  methods  by  localities  and  general 
hospitals. 

“4.  Immediate  active  participation  of  the 
State  Department  of  Health  in  promising  fields  of 
research  for  the  prevention  and  care  of  tubercu- 
losis.” 

As  a result  of  the  Governor’s  message,  the 
Legislature,  in  1946,  passed  a law  providing  for 
free  diagnosis  and  tuberculosis  hospital  care.  The 
object  of  this  truly  sweeping  provision  is  to  re- 
move, categorically,  all  vestiges  of  the  “means 
test”  in  this  connection  and  to  establish  firmly 
the  principle  of  free  treatment  and  diagnosis  of 
tuberculosis  by  public  agencies.  Without  any 
doubt,  if  will  simplify,  expedite,  and  enhance 
antituberculosis  work.  As  the  Governor  stated 
in  his  message  to  the  Legislature,  this  elimination 
of  the  “means  test  is  a tremendously  important 
psychologic  factor  which  will  permit  prompt  hos- 
pitalization of  tuberculosis  patients,  thus  avoiding 
risk  of  infecting  their  families  and  others,  and 
also,  by  prompt  treatment,  will  save  countless 
lives.”  • The  state  aid  provisions  of  this  law  may 
be  summarized  as  follows: 

It  shall  be  the  duty  of  the  state  commissioner 
of  health  to  formulate  such  standards  as  he  may 
deem  necessary  in  order  to  carry  out  the  objec- 
tives and  provisions  of  this  article. 

No  state  aid  shall  be  payable  under  the  pro- 
visions of  this  article  to  any  county  or  city  for 
any  county  or  city  hospital  : 

(а)  which  hereafter  is  constructed  or  enlarged 
to  a capacity  in  excess  of  500  beds  for  tubercu- 
losis patients, 

(б)  which,  in  the  opinion  of  the  state  commis- 
sioner of  health,  is  not  providing  a safe  and  scien- 
tific program  of  patient  care  and  treatment, 

(c)  which  has  an  appropriate  bed  available  and 
refuses  to  accept  for  treatment  a patient  who  may 
be  recommended  for  admission  to  such  hospital 
by  the  state  commissioner  of  health, 

(d)  in  which  a tuberculosis  patient  is  requested 
or  required  to  pay  for  his  care  or  treatment, 

( e ) which  fails  to  comply  with  the  provisions  of 
this  article  or  the  rules  and  regulations  of  the 
state  commissioner  of  health  promulgated  there- 
under. 

This  law  also  contains  a provision  whereby  a 
county  or  city  may  petition  the  state  commis- 
sioner of  health  to  take  over  and  operate  a county 
or  city  tuberculosis  hospital.  Should  the  com- 
missioner determine  that  the  interest  of  the  pub- 
lic health  would  be  furthered  by  the  continuance  j 
of  such  county  or  city  tuberculosis  hospital  under 
state  operation  and  administration,  said  county 
or  city,  only  with  the  approval  of  the  governor, 
may  transfer  such  hospital  to  the  state. 

For  administering  this  program,  it  is  obvious 
that  sound  fiscal  control  is  essential.  It  should 
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be  realized,  however,  that  the  money  in  the  form 
of  reimbursement  is  not  in  itself  the  end,  but 

[merely  a means  to  that  end,  that  end  being  a 
program  to  meet  the  critical  needs  of  residents  as 
related  to  health  protection.  This  may  require 
the  further  development  of  organization  of  the 
related  agencies  and  the  employment  of  qualified 
staffs  to  provide  the  necessary  community  serv- 
ice. Is  it  not  logical  to  expect  that  an  adequate 

I amount  of  these  funds  be  put  to  work  directly  in 
broadening  the  base  of  service  of  tuberculosis 
hospitals? 

In  meeting  the  Department’s  obligation,  I am 
confident  that  the  state  commissioner  of  health 
and  the  Division  of  Tuberculosis  Control  will  be 
motivated,  primarily,  by  the  desire  to  assist  in, 
rather  than  to  direct,  the  further  preparation  of  a 
blueprint  of  service.  Through  mutual  under- 
standing and  cooperation  we  should  be  able, 
jointly,  to  develop  advances  to  meet  the  diag- 

Inostic,  therapeutic,  and  community  control  needs 
of  the  people  of  the  upstate  area. 

The  amount  of  money  represented  in  state  aid 
reimbursement  for  tuberculosis  hospitals  through- 
out the  upstate  area  will  approximate  three  mil- 
lion dollars. 

I am  sure  that  a critical  appraisal  of  all  the  po- 
tentials will  show  that  the  attack  upon  the  tuber- 
culosis problem  has  merely  scratched  the  surface. 

It  is  expected  that  when  we  are  able  to  engage 
the  services  of  the  necessary  professional  person- 
nel, and,  particularly,  with  the  guidance  and  assis- 
tance of  the  Advisory  Committee  on  Tubercu- 
losis, appointed  by  the  Governor,  we  may  be  able 
to  aid  the  superintendents  of  county  tuberculosis 
hospitals  in  developing  an  interhospital  series  of 
clinical,  pathologic,  and  other  types  of  confer- 
ences with  resultant  reciprocal  benefits.  In  our 
state  tuberculosis  hospital  program,  it  has  been 

I found  that  the  periodic  conferences  at  which  con- 
sultants and  physicians  from  each  of  the  hospitals 
are  in  attendance  are  extremely  vital  in  maintain- 
ing and  furthering  a more  adequate  diagnostic 
and  treatment  program.  Most  of  the  county 
tuberculosis  hospitals  have  something  to  con- 
tribute to  the  over-all  program,  in  addition  to 
their  contribution  at  the  local  level.  It  is  the 
hope  of  the  Department  to  be  able  to  organize 
and  develop  an  area  program  which  will  include 
perhaps  4 or  more  hospitals  in  the  different  parts 
of  the  state.  This  would  make  the  possible 
benefits,  inherent  in  such  a type  of  service,  availa- 
ble to  more  people  of  the  state. 

Exclusive  of  the  provisions  of  financial  reim- 
bursement to  cover  the  cost  of  the  hospitalization 
of  tuberculosis  patients,  the  expanded  program  of 
the  State  Department  of  Health  should  be  able  to 
lend  material  assistance  to  the  various  counties 
and  sanatoria,  particularly  in  regard  to  case-find- 
ing. Regardless  of  this  extension  of  dual  partici- 


pation in  the  tuberculosis  program,  it  is  our  hope 
that  as  much  local  responsibility  and  autonomy 
as  possible  will  prevail. 

Plans  are  being  developed  whereby  x-ray  equip- 
ment will  be  assigned  to  general  hospitals  for  the 
purpose  of  x-raying  admissions.  There  appears 
to  be  no  reason  why  the  staffs  of  the  county 
sanatoria,  at  least  in  most  counties,  should  not 
assist  actively,  not  only  in  the  furtherance  of  such 
a service,  but  also  in  the  interpretation  of  the  x- 
rays  and  in  the  indicated  follow-up  studies. 

It  is  the  hope  of  the  department  that  an  ade- 
quate number  of  mobile  or  transportable  x-ray 
units,  together  with  technical  staffs  and  physi- 
cians, will  be  engaged  to  satisfy  the  needs  for 
x-raying  population  groups.  Obviously,  it  would 
be  neither  economical  nor  administratively  wise 
for  many  of  the  counties  to  make  investments  in 
expensive  x-ray  equipment  and  to  engage  person- 
nel which  could  be  used  only  periodically.  Ac- 
cordingly, we  will  be  glad  not  only  to  assign 
mobile  x-ray  units  with  technicians  to  local 
health  and  sanatorium  authorities  for  the  carry- 
ing out  of  chest  x-ray  programs  as  a local  project, 
but  also,  where  indicated,  to  have  a sufficient 
number  of  qualified  physicians  to  assist  the  local 
superintendents  of  the  various  sanatoria  or  the 
local  health  departments  in  interpreting  the  x- 
rays  taken  at  these  clinics. 

It  is  also  our  hope  that  the  appointment  of 
regional  tuberculosis  officers  and  consultant 
tuberculosis  nurses  will  lend  more  adequate  local 
assistance  to  the  developing  of  a more  completely 
coordinated  program  on  the  local  level  to  meet  the 
needs  of  the  patients  and  their  families  which,  in 
turn,  means  community  control.  In  other  words, 
the  State  Department  of  Health  looks  upon  this 
new  legislation  and  the  funds  provided  on  the 
state  level  as  the  means  to  an  over-all  integrated 
public  health  program  for  the  further  control  of 
tuberculosis. 

The  county  tuberculosis  hospitals  assume  an 
important  place  in  this  program.  The  more 
their  services  can  be  coordinated  with  other 
health  agencies,  including  the  practicing  physi- 
cians, the  greater  will  be  the  reward  in  terms  of 
health  conservation.  It  is  our  hope  that  the 
State  Department  of  Health  may  be  of  optimum 
assistance.  I am  confident  that,  through  the 
opportunities  so  afforded  rather  than  by  the  appli- 
cation of  laws,  an  over-all  scientific  and  progres- 
sive program  will  be  carried  on. 

In  looking  forward  to  the  potentials  of  this  pro- 
gram, I believe  that  the  practicing  physicians  will 
continue  to  contribute  their  support  and  partici- 
pation to  a degree  even  greater  than  in  the  past. 
The  last  quarter  of  a century  has  witnessed  a con- 
siderable increase  in  appreciation  on  the  part  of 
the  practicing  physicians  of  the  public  health  and 
social  aspects  of  tuberculosis.  In  the  vast  ma- 
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jority  of  counties  there  has  been  developed  a 
reciprocal  service  between  tuberculosis  hospitals 
and  the  practicing  physicans  which  is  not  only 
valuable  to  the  patient  and  to  public  health  but 
equally  so  to  the  physicians.  I dare  say  that  this 
mutually  understanding  and  helpful  attitude 
which  has  been  developed  throughout  the  years  is 
unique,  especially  in  this  country.  I do  know  that 
in  visiting  other  states  it  is  very  unusual  to  find  a 
comparable  situation.  The  experience  of  those 
in  the  State  Department  of  Health  who  have 
been  participating  in  this  program  has  been  most 
gratifying.  This  participation  has  been  charac- 
teristic of  the  medical  profession  in  their  organ- 
ized groups  on  both  the  state  and  county  levels 
as  well  as  by  the  individual  practicing  physicians. 
Our  optimism  for  the  future  seems  to  be  justified. 

Discussion 

Frederic  W.  Holcomb,  M.D.,  Kingston. — I wish 
to  emphasize  the  advantages  and  benefits  of  the  new 
recent  legislation  granting  state  aid  to  tuberculosis 
hospitals  in  New  York  State.  I would  like  to  point 
out  that  the  previous  legislation,  which  gave  free 
care  to  counties  in  the  state  tuberculosis  hospital 
areas,  was  unfair  to  other  counties  maintaining  their 
respective  institutions  for  the  care  of  tuberculosis 
cases. 

I would  like  to  point  out  that  the  work  done  by 
county  tuberculosis  sanatoria  has  paved  the  way  for 
a better  understanding  and  relationship  between 
state  health  officials  and  local  medical  groups,  for 
this  work  has  been  carried  on  largely  by  chest 
physicians  within  those  local  groups. 

I also  wish  to  call  attention  to  the  fact  that  under 
the  direction  of  Dr.  Plunkett  a state  tuberculosis 
program  has  been  developed  which  merits  the  ap- 
proval and  cooperation  of  all  members  of  the  county 
medical  societies. 

James  M.  Blake,  M.D.,  Schenectady. — Dr. 
Plunkett  has  reviewed,  in  general,  the  contribution 
and  program  of  the  county  tuberculosis  hospital  in 
the  past  and  pointed  to  its  importance  in  the  future 
in  relation  to  the  program  of  the  State  Department 
of  Health. 

1 believe  it-  only  fair  in  any  discussion  of  tubercu- 
losis work  in  New  York  State  to  give  credit  to  the 
older  men  who  pioneered  in  this  work,  rendering 
service  for  years  under  conditions  which  were  diffi- 
cult physically  as  well  as  financially.  The  programs 
and  services  which  they  developed  in  their  respective 
communities  have  continued  to  be  the  model  of 
present-day  progress,  and  it  is  reasonable  to  assume 
that  the  continuation  of  such  effort  should  be  in- 
creasingly helpful  in  the  continued  program  for  the 
control  and  treatment  of  tuberculosis. 

The  relationship  between  the  county  tuberculosis 
hosp.^al  and  the  practitioners  of  medicine  in  any 
community  is  extremely  important  to  both.  It  is 
important  that  the  hospital  enter  into  the  activities 
of  the  practice  of  medicine  in  the  community,  sharing 
its  responsibility  in  the  community  and  contributing 
toward  the  medical  program.  The  hospital  can 
neither  contribute  substantially  nor  can  it  fulfill  its 
responsibilities  in  absentia. 


In  addition,  Dr.  Plunkett  has  reviewed  the 
planned  program  of  the  State  Department  of  Health 
for  further  control  of  tuberculosis. 

It  has  been  recognized  for  some  time  that  the 
taxation  program  for  such  work  has  been  unequal, 
and  those  counties  which  have  tried  to  do  a good  job 
of  hospital  care  and  control  of  tuberculosis  have  been 
penalized  financially  by  counties  which  made  no 
effort.  The  correction  of  this  situation  by  the  use  of 
state-collected  funds  from  local  sources  will  give 
better  distribution  of  expenditures. 

The  elimination  of  the  “means  test”  is  an  example 
of  county  tuberculosis  hospital  pioneering.  Most 
county  tuberculosis  hospitals  have  ignored  the 
“means  test”  and  have  long  since  failed  to  exercise 
the  demand  for  hospital  care,  realizing  that  the  long 
period  of  hospital  care  needed  in  this  disease  could 
seldom  be  met  in  total  by  the  individual.  The 
difficulties  encountered  in  this  respect,  I believe, 
have  been  primarily  in  those  areas  where  hospitaliza- 
tion is  under  the  supervision  of  the  welfare  depart- 
ment rather  than  the  physician. 

However,  the  elimination  of  the  “means  test”  is 
not  the  answer  to  the  hospitalization  of  the  recal- 
citrant positive  sputum  case  of  tuberculosis.  It  will 
be  of  aid  in  some  cases,  but  there  remains,  even  in 
those  areas  where  the  “means  test”  has  never  been 
used,  a certain  percentage  who  will  not  accept  hos- 
pital care.  Unfortunately,  these  are  the  most 
dangerous  spreaders  of  tuberculosis.  Often  the 
practicing  physician  can  be  of  much  value  here. 

In  regard  to  case-finding  I believe  it  should  be 
properly  directed,  and,  as  Dr.  Plunkett  pointed  out, 
it  is  a local  problem  with  help  as  it  might  be  needed. 
There  is  questionable  indication  for  the  repeated  x- 
raying  of  the  same  individuals  simply  for  grandness 
of  numbers. 

Sound  financial  administration  is  important  in 
public  health  work  and,  in  my  opinion,  especially  so 
at  the  present  time.  We  should  not  become  financi- 
ally drunk,  but  should  conduct  public  health  ad- 
ministration on  a sound  business  basis  and  not  in  the 
spirit  of  car  nival. 

Dr.  Plunkett’s  reference  to  the  desire  of  the  State 
Department  of  Health  to  assist  in,  rather  than  to 
direct,  the  control  program  throughout  the  state  is 
important  in  retaining  local  interest  and  enthusiasm. 
The  maintenance  of  local  autonomy  is  desirable  in 
the  development  of  a health  program.  We  should 
not  develop  a “let  the  state  do  it”  attitude  in  local 
communities.  We  should  constantly  stimulate  local 
interest  and  initiative  if  we  are  to  continue  a 
strong  society. 

The  reference  to  interhospital  conferences  is  im- 
portant. We  have  held  these  in  our  area  and  in- 
cluded not  only  chest  specialists,  but  other  prac- 
titioners as  well.  The  importance  of  the  practicing 
physician  caimot  be  overemphasized.  His  place  in 
the  control  and  treatment  of  tuberculosis  remains 
paramount  and  must  be  encouraged. 

As  Dr.  Plunkett  has  pointed  out,  with  the  ex- 
panding program  of  tuberculosis  control  by  the  State' 
Department  of  Health,  the  county  tuberculosis 
hospital  assumes  an  even  more  important  place  on  a 
state-wide  basis  as  well  as  in  its  local  communities 
and  should  cont  inue  to  be  an  important  factor  in  the 
over-all  medical  care  program  of  New  York  State. 
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IN  1930  the  American  College  of  Surgeons  and 
the  American  Cancer  Society  by  joint  action 
recommended  the  formation  of  tumor  clinics.  It 
was  believed  that  by  this  method  better  diagnosis 
and  treatment  would  be  afforded  cancer  patients. 
The  first  list  of  approved  tumor  clinics  was  pub- 
lished by  the  College  in  1933,  and  it  consisted  of 
140  clinics.  As  the  result  of  surveys  of  the  tumor 
clinics,  the  following  principles,  known  as  the 
minimum  standard,  were  adopted  by  the  College. 
These  are  not  only  fundamental  to  the  success  of 
a clinic  but  must  be  adopted  and  adhered  to  be- 
fore a clinic  can  receive  full  approval. 

These  minimum  standards  are  as  follows: 

1.  Organization. — There  shall  be  a definite 
organization  of  the  sendee,  and  it  shall  include  an 
executive  officer  and  representatives  of  all  the 
departments  of  the  hospital  concerned  in  the 
diagnosis  and  treatment  of  cancer.  The  sendees 
of  a secretary  and  a social  worker  shall  be  avail- 
able for  the  purpose  of  the  clinic. 

2.  Conferences. — As  an  essential  feature  of  the 
service,  there  shall  be  regular  conferences  or 
consultations  at  which  the  diagnosis  and  treat- 
ment of  the  individual  cases  are  discussed  by  all 
the  members  of  the  clinic  who  are  concerned  with 
the  case. 

3.  Patients. — Reference  to  the  cancer  clinic  of 
all  patients  in  whom  the  diagnosis  or  treatment  of 
cancer  is  to  be  considered  shall  be  either  volun- 
tary or  obligatory  in  accordance  with  the  vote  of 
the  medical  staff  or  of  the  governing  board  of  the 
hospital. 

4.  Equipment.— In  addition  to  the  diagnostic 
and  therapeutic  surgical  equipment  which  is  re- 
quired in  every  approved  general  hospital,  there 
shall  be  available  an  apparatus  for  x-ray  therapy 
of  an  effectiveness  which  is  generally  agreed  as 
adequate,  and  an  amount  of  radium  sufficient  to 
insure  effective  treatment. 

5.  Records. — In  addition  to  the  records  which 
are  required  in  every  approved  general  hospital, 
there  shall  be  additional  records  of : (a)  details  of 
the  history  and  of  the  examination  for  cancer  in 
different  regions  of  the  body,  such  as  are  indicated 
on  the  form  records  which  are  recommended  by 
the  Cancer  Committee,  American  College  of 
Surgeons;  (6)  details  of  the  treatment  by  radium 
or  x-ray  as  indicated  on  the  form  records  which 
are  recommended  by  the  Cancer  Committee, 
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American  College  of  Surgeons;  and  (c)  exami- 
nation at  intervals  for  a period  of  at  least  five 
years  following  treatment. 

6.  Treatment. — The  treatment  of  cancer  pa- 
tients shall  be  entrusted  to  the  members  of  the  staff 
of  the  cancer  clinic  except  in  cases  in  which  ade- 
quate treatment  in  accordance  with  the  collective 
recommendations  of  the  staff  of  the  cancer  clinic 
can  be  procured  elsewhere. 

As  of  December,  1946,  there  are  407  fully 
approved  clinics,  which  are  divided  as  follows: 
cancer  hospitals  fully  approved,  13;  cancer  clinics 
fully  approved,  330;  departmental  cancer  clinics 
fully  approved,  6;  cancer  clinics  provisionally 
approved,  24,  and  cancer  diagnostic  clinics  fully 
approved,  34. 

Of  this  number,  exclusive  of  those  in  New  York 
City,  there  are  41  at  present  in  New  York  State, 
and  5 additional  hospitals  are  considering  the 
formation  of  clinics.  Of  this  41,  34  are  approved. 
The  distribution  of  tumor  clinics  in  upstate  New 
York  is  such  that  all  but  4 per  cent  of  the  popula- 
tion are  within  30  miles  distance  of  a clinic.  It 
has  been  estimated  that  40  per  cent  of  all  the 
hospitals  of  bed  capacity  of  100  or  more  must 
establish  tumor  clinics  in  order  to  provide  ade- 
quate diagnostic  and  therapeutic  facilities  for 
cancer  patients. 

The  tumor  clinic  should  not  be  confused  with  a 
preventive  or  detection  clinic.  The  tumor 
clinic  is  one  to  which  a physician  can  refer  a 
patient  who  has,  or  is  suspected  of  having,  neo- 
plastic disease  for  consultation  as  to  diagnosis 
and  treatment.  The  patient  must  complain  of 
symptoms  for  which  relief  is  sought.  The  detec- 
tion or  preventive  clinic  is  for  the  patient  who  is 
not  ill,  has  no  symptoms,  but  is  desirous  of  having 
a complete  physical  examination  for  the  purpose 
of  establishing  his  present  physical  status.  Some 
detection  clinics  accept  patients  with  symptoms 
that  rightfully  belong  in  the  tumor  or  some  other 
diagnostic  clinic. 

Cancer  is  increasing  3 per  cent  per  year.  One 
per  cent  of  this  is  due  to  an  aging  population. 
The  other  2 per  cent  is  open  to  conjecture,  and 
many  theories  have  been  advanced  as  to  its  cause. 
In  upstate  New  York,  as  reported  by  the  Division 
of  Cancer  Control,  New  York  State  Department 
of  Health,  there  are  approximately  37,000  cancer 
patients.  From  these  statistics  it  is  obvious  that 
a great  problem  confronts  the  medical,  dental,  and 
nursing  professions,  and  governmental  and  lay 
agencies. 
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In  the  organization  of  a tumor  clinic  one  of  the 
first  requirements  is  that  there  be  an  earnest  de- 
sire on  the  part  of  the  hospital  staff  to  conduct  a 
clinic.  In  addition,  such  a project  cannot  be 
successful  unless  it  receives  the  full  support  of  the 
entire  staff.  The  members  of  the  tumor  clinic 
staff  should  consist  of  a surgeon,  internist,  radiol- 
ogist, and  pathologist.  Members  of  the  other 
specialties,  as  well  as  the  entire  staff  membership, 
can  and  should  participate  in  the  tumor  clinic 
conference.  Every  member  of  the  staff  should 
consider  himself  an  integral  part  of  the  tumor 
clinic,  because  everyone  has  something  to  con- 
tribute. 

The  clinic  should  be  conducted  in  a hospital 
because  of  the  facilities  available  for  diagnosis  and 
treatment.  A room  of  the  hospital,  equipped  so 
that  the  examiner  can  do  a complete  physical 
examination,  is  necessary.  Facilities  for  biopsies, 
blood  tests,  and  blood  counts  should  be  provided. 
There  also  should  be  a waiting  room;  a hall  can 
be  utilized  for  this  purpose.  Some  clinics  require 
that  all  patients  be  referred  by  physicians,  while 
others  allow  patients  to  come  to  the  clinic  and 
send  a report  of  the  findings  to  the  physician  of 
the  patient’s  choice.  The  referring  physician  al- 
ways remains  in  control  of  the  patient;  the  advice 
of  the  clinic  can  be  accepted  or  rejected  as  the 
referring  physician  deems  wise.  The  services  of 
a nurse  and  secretary  also  are  required  in  a tumor 
clinic.  The  nurse  can  aid  in  the  preparation  of 
the  patient  for  physical  examination  as  well  as  in 
performing  biopsies  and  other  required  nursing 
services.  The  secretary  can  make  and  keep  the 
records,  make  appointments,  transcribe  follow-up 
notes,  prepare  and  send  reports  to  the  referring 
physicians,  and  perform  all  secretarial  duties  per- 
taining to  the  clinic. 

Histories  and  physical  examinations  can  be 
obtained  by  a resident  of  the  hospital  or  one  of 
the  younger  physicians  practicing  in  the  com- 
munity. The  time  of  the  tumor  clinic  group, 
usually  composed  of  busy  practitioners,  should 
not  be  occupied  by  routine  physical  examinations 
and  history  taking.  Such  duties  can  be  per- 
formed the  day  before  or  just  prior  to  the  confer- 
ence. The  salient  points  can  be  enumerated  to 
the  clinic  group,  but  the  group  should  examine  the 
patient  and  each  give  his  opinion  as  to  diagnosis 
and  the  treatment  indicated.  If  the  diaghosis  is 
not  readily  apparent,  it  is  the  responsibility  of  the 
tumor  clinic  staff  to  suggest  and  order  those 
diagnostic  procedures  which  will  permit  a positive 
diagnosis.  The  patient  who  has  been  treated 
should  return  to  the  clinic  for  follow-up  observa- 
tion. This  is  as  important  as  is  the  initial  diagno- 
sis and  treatment.  It  is  a safeguard  for  the  pa- 
tient and  also  allows  the  physician  an  opportunity 
to  evaluate  the  type  of  treatment  which  was 
given. 


It  is  thought  by  some  that  a tumor  clinic  is 
only  for  indigent  patients.  That  is  erroneous. 
The  clinic  renders  a consultation  service  to  the 
physician  and  the  patient  whether  the  patient  is 
indigent  or  otherwise.  Some  clinics  require  a fee 
for  the  services  rendered,  whereas  most  extend  this 
service  to  the  patient  without  charge,  considering 
it  a service  of  the  staff  and  hospital.  Added 
diagnostic  procedures  sometimes  required  to  make 
a diagnosis  are  borne  by  the  hospital,  welfare 
organization,  or  the  patient.  Thus,  local  control 
of  administration  of  the  individual  clinic  is  main- 
tained, and  problems  are  solved  in  accordance 
with  existing  local  conditions. 

There  is  no  definite  rule  as  to  the  hours  for  the 
clinic  conference,  but  it  should  be  given  serious 
consideration.  The  time  of  the  meeting  should 
be  that  which  will  enable  the  largest  number  of 
physicians  to  attend.  The  number  of  meetings 
per  week  or  month  will  depend  entirely  on  the 
case  load.  Some  of  the  large  clinics  meet  4 times 
a week,  smaller  ones  twice  a month.  In  many 
clinics  the  schedule  of  cases  is  posted  on  the  bul- 
letin board  for  the  information  of  the  staff  and  as 
a reminder  of  the  meeting. 

The  minimum  standards  for  approval,  enumer- 
ated before,  must  be  adhered  to  before  approval 
can  be  given.  This  is  not  as  difficult  as  it  would 
seem.  Most  of  the  hospitals  possess  the  neces- 
sary personnel  to  organize  a tumor  clinic.  There 
is  an  urgent  need  for  competent  pathologists  in  New 
York  State,  but  some  communities  have  solved 
this  problem  by  having  one  pathologist  service 
an  entire  county.  The  county  health  laboratory 
and  its  pathologic  service  have  many  advantages,  i 
The  pathologist,  too,  can  benefit  by  such  consul- 
tation. At  times  it  would  be  the  means  of  rend- 
ering a more  accurate  diagnosis.  When  more 
pathologists  can  be  procured,  every  hospital  or 
community  should  attempt  to  obtain  such  service. 
The  personnel  of  a clinic,  perhaps  with  the  excep- 
tion of  the  pathologist,  is  available  in  most  hos- 
pitals. It  is  merely  a matter  of  organization 
and  bringing  the  staff  members  together  to  form 
the  clinic.  While  “clinic”  is  a word  that  numer- 
ous physicians  have  come  to  fear  and  dislike,  the 
tumor  clinic  can  aid  the  physician  and  the  hos- 
pital by  rendering  the  cancer  patient  better  facili- 
ties for  diagnosis  and  treatment. 

The  purpose  of  the  cancer  clinic  is  to  insure  l 
better  care  for  cancer  patients.  Cancer  is  be- 
lieved by  some  to  be  the  nation’s  foremost  public 
health  problem.  The  incidence  of  cancer  is  in- 
creasing, and  every  community  should  be  pre-  I 
pared  to  render  adequate  service  to  these  pa- 
tients, not  only  to  the  patient  with  early  disease,  : 
but  also  to  those  with  advanced  cases.  There 
are  always  a certain  number  of  the  latter  who  do 
not  receive  adequate  care.  Such  care  can  be 
provided  in  the  home,  hospital,  or  nursing  home. 
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The  tumor  clinic  will  provide  consultation  by 
those  well  versed  in  the  various  methods  of 
diagnosis  and  treatment.  In  the  beginning,  per- 
haps, a consultant,  qualified  in  the  diagnosis 
and  treatment  of  cancer,  can  be  brought  to 
the  clinic.  However,  this  arrangement  can  be 
I a detriment  as  well  as  an  aid  to  a tumor  clinic. 
Patients  from  the  community  in  which  the  tumor 
clinic  is  conducted  may  ignore  the  local  facilities 
and  go  to  the  consultant’s  office  or  hospital  for  diag- 
I nosis  and  treatment.  This  has  actually  occurred 
and  caused  friction  between  the  staff  of  the  tumor 
clinic  and  the  consultant.  As  a rule,  after  a con- 
sultant has  regularly  attended  a clinic  for  two  or 
three  years,  such  service  is  no  longer  necesssary. 
If  his  services  are  still  required,  the  consultant  is 
not  a good  teacher  or  the  staff  members  are  re- 
luctant to  become  interested  and  assume  their 
rightful  responsibility. 

The  staff  of  the  tumor  clinic  will  constitute  a 
definite  organization  of  members,  selected  for 
their  ability  in  the  various  specialties  of  medicine, 
and  will  provide  a continuity  of  service  for  the 
cancer  patient.  This  will  serve  as  a means  of 
providing  postgraduate  facilities  in  the  study  of 
cancer  to  the  members  of  the  staff.  The  diag- 
nosis made  by  the  tumor  clinic  group  will  be  more 
accurate  because  in  most  instances  it  will  be  based 
on  pathologic  findings.  Then,  too,  the  given  con- 
1 dition  can  be  discussed  freely  from  a pathologic, 
i surgical,  and  radiologic  point  of  view  with  an 
evaluation  of  the  merit  of  various  types  of 
therapy  at  the  disposal  of  the  members  of  the 
clinic. 

Follow-up  of  the  patient  is  very  important.  It 
is  generally  conceded  that  the  clinic  patient  has 
better  follow-up  than  does  the  private  patient. 
The  reasons  for  this  are  obvious  to  all  of  us  who 
have  practiced  private  medicine.  The  follow-up 
service  can  be  provided  in  the  tumor  clinic  by  a 
staff  familiar  with  the  cancer  problem.  The 
follow-up  examination  should  not  be  a cursory 
one;  rather  the  tumor  clinic  group  should  be  pre- 
pared to  seek  and  recognize  metastatic  foci  at 
sites  of  predilection.  This  could  be  accomplished 
not  only  by  physical  examination  but  also  by 
diagnostic  x-ray  and  laboratory  tests.  Often, 
these  facilities  are  not  available  in  a physician’s 
office,  and  if  the  physician  was  not  interested  and 
cognizant  of  the  behavior  of  the  various  types  of 
malignancy  with  which  he  is  confronted,  he  might 
fail  to  recognize  the  extension  of  the  cancer  to 
organs  nearby  or  to  those  more  distant. 

In  the  clinic  a planned  program  for  therapy 
could  be  carried  out,  and  the  various  methods  of 
therapy  could  be  properly  evaluated.  This 
could  take  the  form  of  clinical  research,  including 
a record  of  the  types  of  malignancies  seen  at  the 
clinic  and  how  these  responded  to  therapy.  Fur- 


thermore,  the  clinic  staff  would  have  the  oppor- 
tunity of  noting  whether  the  patients  are  suffering 
from  late  or  early  disease.  This  could  have  a 
direct  bearing  on  the  educational  program  which 
was  necessary  for  the  given  community. 

To  be  more  specific,  the  tumor  clinic  is  benefi- 
cial to  the  patient,  physician,  and  hospital.  Pa- 
tients, as  a rule,  refrain  from  leaving  their  own  com- 
munity for  medical  services,  but  many  hospitals 
and  physicians  force  patients  to  go  elsewhere  be- 
cause of  lack  of  facilities,  fashion,  and  personal 
prejudices.  The  tumor  clinic  will  provide  ade- 
quate facilities  for  diagnosis  and  treatment,  and 
if,  in  the  given  clinic,  the  facilities  are  not  ade- 
quate, these  can  always  be  supplemented.  The 
average  patient  has  a great  deal  of  confidence  in 
his  personal  physician;  his  visits  are  awaited  with 
a great  deal  of  anticipation;  his  advice  is  always 
eagerly  sought  when  cancer  is  encountered.  If 
the  patient  is  receiving  care  in  his  own  com- 
munity, that  patient-physician  relationship  is  not 
disturbed.  However,  if  the  patient  is  sent  to 
another  community  for  treatment,  it  is  impaired. 
The  family  physician  can  aid  the  specialist  in  the 
care  of  the  patient  by  assuming  some  of  the  re- 
sponsibility and  by  reassuring  the  patient  about 
the  treatment  which  is  being  given.  The  patient 
receiving  follow-up  treatment  and  observation  is 
more  apt  to  keep  the  appointments,  due  to  the 
proximity  of  the  clinic.  This  will  be  more  condu- 
cive to  the  immediate  detection  of  metastases  or 
recurrences,  and  more  effective  palliative  treat- 
ment will  be  afforded  the  patient,  all  of  which 
will  result  in  longer  life  and  a longer  period  of 
useful  economic  activity. 

Through  the  tumor  clinic  the  physician  can  aid 
in  the  diagnosis  and  outlining  of  treatment  for 
the  patient  and  observe  and  care  for  him  while 
treatment  is  being  given.  The  patient  remains 
under  his  direct  supervision  and  control.  It  also 
affords  the  physician  an  opportunity  to  partici- 
pate in  postgraduate  cancer  education  by  observ- 
ing groups  of  cancer  patients  at  the  tumor  clinic. 
Better  records  are  kept  by  the  physician  concern- 
ing his  cancer  patients.  Clinical  research  will  be 
correlated  with  laboratory  research.  By  pooling 
the  knowledge  of  the  tumor  clinic  group,  more 
accurate  diagnosis  and  better  therapy  will  be 
instituted. 

Once  a tumor  clinic  has  been  established  in  a 
hospital,  that  hospital  is  reluctant  to  discontinue 
this  activity.  It  completes  the  service  rendered 
by  the  hospital  to  the  community.  The  clinic 
will  be  the  means  of  increasing  the  number  of  hos- 
pital days;  it  will  be  directly  responsible  for  in- 
creased case  load  in  the  x-ray  diagnostic,  x-ray 
therapeutic,  surgical,  and  laboratory  depart- 
ments. It  may  seem,  as  a casual  observation, 
that  the  tumor  clinic  is  a liability,  but  upon  dose 
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scrutiny  and  evaluation  of  all  of  its  advantages 
to  the  patient,  the  physician,  and  the  hospital  it 
is  seen  to  be  a definite  asset. 

The  tumor  clinic  program  in  the  State  of  New 
York  has  become  more  effective,  since  the  staff 
members  of  the  respective  tumor  climes  have 
organized  the  Tumor  Clinic  Association  of  New 
York  State.  Regular  meetings  and  clinics  are 
held  to  aid  in  the  conduct  and  operation  of  the 
clinics  in  rural  communities  as  well  as  in  the  large 
hospitals.  Such  collaboration  and  exchange  of 
ideas  has  improved  the  tumor  clinic  service.  This 
organization  is  interested  in  every  type  of  problem 
confronting  tumor  clinics  and  has  done  much 
toward  formulating  policies  to  govern  the  conduct 
and  activity  of  these  clinics. 

Aid  in  the  operation  of  the  tumor  clinic  can 
come  from  many  sources.  Some  hospitals  have 
assumed  full  responsibility  for  the  clinic,  even 
going  so  far  as  to  assume  the  entire  cost  of  diag- 
nosis and  treatment  of  the  indigent  patient  when 
the  payment  for  these  services  cannot  be  obtained 
from  other  sources.  The  Department  of  Welfare 
will  aid  in  defraying  the  expense  incurred  by  the 
indigent  cancer  patient.  The  private  patient 
will  pay  for  tumor  clinic  service,  since  he  expects 
to  pay  for  this  service  as  he  does  for  any  other 
hospital  service.  The  remuneration  obtained 
from  patients  may  not  be  sufficient  to  defray  all 
expenses.  The  New  York  State  Department  of 
Health  through  the  Division  of  Cancer  Control 
will  furnish  secretarial  aid  to  a clinic.  This  is  a 
part-time  position  and  the  work  of  the  clinic  is 
performed  outside  of  regular  duties.  Such  a 
secretary  will  receive  40  cents  an  hour  and  will  be 
limited  to  forty-eight  hours  a month.  This  has 
proved  sufficient  for  most  clinics.  Funds  for 
other  secretarial  service  for  special  projects  are 
also  available. 

Clinical  aid  for  the  medical  preparation  of  pa- 
tients for  presentation  at  the  tumor  clinic  can  also 
be  arranged.  This  is  usually  granted  to  a resi- 
dent or  to  a young  physician  who  is  interested  in 
the  tumor  clinic.  The  physician  for  this  service 
is  chosen  by  the  staff  and  is  under  the  jurisdiction 
of  the  tumor  clinic  staff.  The  compensation  paid 
for  these  services  is  $10  per  clinic  session. 

The  federal  government  has  allotted  New  York 
State  a sum  of  $219,000  for  cancer  control.  These 
funds  can  be  used  for  radium  for  loan  to  tumor 
clinics  and  also  for  the  payment  of  consultants  for 
tumor  clinics.  The  fee  has  been  placed  at  $50 
per  day  plus  traveling  expenses.  Provisions  have 
been  made  for  clinical  and  nursing  aid  in  cancer 
detection  clinics  and  also  for  one  to  three  months 
postgraduate  training  for  physicians  in  various 
phases  of  the  cancer  problem. 

The  American  Cancer  Society  through  the 
New  York  State  Division  also  grants  funds  to  aid 


tumor  clinics  in  New  York  State.  To  date, 
projects  totalling  $248,791.88  have  been  financed 
by  this  organization  to  various  hospitals  through- 
out the  state.  These  funds  can  be  used  either  for 
a service  or  an  educational  program.  Funds  have 
been  granted  for  the  purchase  of  diagnostic  and 
therapeutic  equipment,  as  well  as  for  the  purpose 
of  providing  physicians  an  opportunity  for  post- 
graduate study  at  other  recognized  clinics.  A 
study  is  also  being  made  of  the  cost  of  caring  for 
advanced  cancer  patients.  This  is  a costly  pro- 
cedure and  only  limited  funds  can  be  supplied  for 
this  purpose,  but  it  is  being  tried  out  as  an  experi- 
ment. 

Any  tumor  clinic  which  is  desirous  of  receiving 
funds  from  the  American  Cancer  Society  must 
have  the  project  approved  by  the  Cancer  Com- 
mittee of  the  local  county  medical  society.  The 
request  is  then  submitted  to  the  office  of  the 
American  Cancer  Society,  New  York  State  Divi- 
sion, Inc.,  Terminal  Building,  Rochester,  New 
York.  The  nature  of  the  project  will  determine 
its  referral  to  the  service  or  the  educational  com- 
mittee. After  careful  study  by  either  of  these 
committees,  it  is  approved  or  disapproved  as  the 
merits  of  the  project  indicate.  If  it  is  disap- 
proved, the  reasons  are  given,  and  when  the  proj- 
ect is  returned,  recommendations  are  made  con- 
cerning the  faults  of  the  project.  On  the  other 
hand,  if  it  is  approved,  it  is  presented  to  the  execu- 
tive committee  which  confirms  the  project,  and 
the  money  is  granted.  This  procedure  does  not 
consume  much  time,  but  all  these  projects  must 
be  studied  carefully  and  granted  through  their 
own  merits,  since  this  money  was  contributed  by 
the  people  of  the  State  of  New  York  voluntarily 
for  the  control  of  cancer.  All  of  this  money 
must  be  put  to  the  use  of  the  cancer  patient,  our 
chief  concern. 

The  Roswell  Park  Memorial  Institute,  which 
is  the  New  York  State  Cancer  Hospital,  has  an 
important  role  in  the  tumor  clinic  program  of  the 
state.  At  its  last  meeting  the  Tumor  Clinic 
Association  designated  the  Institute  as  the 
“mother  clinic.”  The  staff  of  the  Institute  has  i 
accepted  this  responsibility. 

There  is  need  for  a state  cancer  hospital  and 
also  for  the  tumor  clinics.  The  Institute  should 
be  and  is  prepared  to  care  for  patients  who  can-  i 
not  receive  care  at  the  local  tumor  clinic.  All 
cancer  patients  cannot  be  treated  at  the  local 
clinic,  but  the  local  clinic  should  have  some  in- 
stitution where  necessary  diagnosis  and  treatment  I 
are  available  to  which  the  patient  can  be  referred.  ' 
Forty-five  per  cent  of  the  patients  referred  to  the 
Institute  have  benign  disease.  These  should  all 
be  diagnosed  and  treated  in  the  community 
in  which  these  patients  reside.  This  would  re- 
lieve the  case  load  of  the  Institute  and  allow  more  1 1 
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i time  for  the  cancer  patient.  Physicians  should 
know  their  limitations;  if  a cancer  patient  cannot 
;i  be  treated  at  a given  clinic,  the  patient  should  be 
! referred  to  the  Institute  or  some  other  clinic 
where  suitable  treatment  can  be  given.  The 
staff  members  of  some  clinics  are  unable  to  per- 
form difficult  and  prolonged  surgery  required  for 

ithe  complete  removal  of  cancer  of  the  mouth, 
esophagus,  stomach,  chest,  larynx,  bowel,  etc. 
At  times  these  patients  are  not  afforded  the 
-i  opportunity  of  this  surgical  treatment,  because 

Iit  cannot  be  obtained  at  the  local  clinic.  The 
Institute  is  able  to  furnish  this  service,  and  that 
is  one  of  its  important  roles.  If  a patient,  upon 
laparotomy,  is  found  to  have  a malignancy  be- 
yond the  skill  of  the  operator,  that  patient  should 
be  sent  to  the  Institute  or  elsewhere  in  order  that 
the  patient  may  be  given  the  advantage  of  a 
■ more  experienced  or  skillful  surgeon.  The  same 
applies  to  radiation.  The  application  of  radia- 
i tion  is  an  exacting  science.  Therapeutic  x-ray 
is  a potent  therapeutic  agent;  its  use  must  not 
only  be  understood  but  properly  applied.  X-ray 
therapy  at  times  has  come  into  disrepute  because 
1 of  improper  application.  A 200  kilovolt  machine 
||  will  not  be  suitable  for  all  types  of  malignancies. 
The  x-ray  therapeutist  should  not  only  recognize 
his  own  limitations  but  also  the  limitations  of  his 
x-ray  machine.  The  200  kilovolt  machine  has  a 
. rightful  place  in  the  therapeutic  armamentarium, 
but  alone  it  is  not  entirely  sufficient.  Many  pa- 
tients require  treatment  with  higher  voltages  in 
order  to  apply  homogeneous  radiation  to  the 
[ cancer.  If  the  higher  voltages  are  indicated  and 
not  available,  that  patient  should  be  sent  to  a 
II  clinic  where  such  treatment  is  available.  The 
i|  same  holds  true  for  radium  therapy.  In  order  to 
have  a successful  tumor  clinic  program  in  New 
York  State,  the  Institute  must  work  with  the 
tumor  clinics  prepared  to  supplement  services 
; which  cannot  be  obtained  in  the  local  clinics. 
The  Institute,  through  its  reorganization  and  aug- 
mented program,  is  able  and  ready  to  give  these 
i services.  Lack  of  beds  at  the  Institute  is  hinder- 
ing our  program  at  present,  but  it  is  hoped  that  in 
the  future  a new  hospital  will  afford  more  beds 
> for  cancer  patients. 

The  responsibility  of  offering  treatment  to 
approximately  37,000  cancer  patients  in  upstate 
New  York  is  the  responsibility  of  the  Medical 
Society  of  the  State  of  New  York,  the  Tumor 
' Clinic  Association,  the  New  York  State  Depart- 
ment of  Health,  and  the  American  Cancer  Soci- 
ety, New  York  State  Division. 


Summary 

1.  The  minimum  standards  for  tumor  clinics 
as  adopted  by  the  American  College  of  Surgeons 
are  enumerated. 


2.  There  are  407  fully  approved  tumor  clinics 
in  the  United  States. 

3.  New  York  State,  exclusive  of  New  York 
City,  has  41  tumor  clinics,  34  of  which  are  ap- 
proved. 

4.  A definite  distinction  exists  between  a 
tumor  clinic  and  a detection  or  preventive  clinic. 

5.  The  organization,  operation,  and  purpose 
of  a tumor  clinic  are  discussed. 

6.  The  benefits  of  such  a clinic  to  the  physi- 
cian, to  the  hospital,  and  to  the  patient  are 
enumerated. 

7.  The  program  of  the  Tumor  Clinic  Associa- 
tion is  integrated  with  that  of  the  Roswell  Park 
Memorial  Institute. 

8.  Tumor  clinics  and  physicians  have  limita- 
tions regarding  the  diagnosis  and  treatment  of 
cancer  patients.  These  must  be  recognized. 
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Discussion 

Archibald  S.  Dean,  M.D.,  Buffalo. — Dr.  Kress  has 
presented  a comprehensive  and  dynamic  summary  of 
the  status  of  tumor  clinics  in  New  York  State.  The 
medical  profession  has  made  remarkable  progress 
since  1930  in  the  development  of  tumor  clinics,  but 
the  high  incidence  of  cancer  calls  for  greater  utiliza- 
tion of  such  facilities. 

Public  health  administrators  are  becoming  in- 
creasingly concerned  with  the  control  of  cancer. 
The  development  of  county  health  departments  and 
of  the  health  services  of  large  cities  with  State  aid 
will  provide  more  administrative  and  public  health 
nursing  personnel  to  assist  in  the  campaign  for  the 
early  diagnosis  and  adequate  treatment  of  malignan- 
cies. 

The  minimum  standards  of  the  American  College 
of  Surgeons  for  tumor  clinics,  as  given  by  Dr.  Kress, 
state  that  a social  worker  shall  be  available  for  the 
purposes  of  the  clinic  and  that  patients  shall  receive 
periodic  examination  for  a period  of  at  least  five 
years  following  treatment. 

Social  workers  in  the  Buffalo  region  are  not  gen- 
erally available  for  home  calls  outside  the  munici- 
palities in  which  the  tumor  clinics  are  located. 
Public  health  nurses,  however,  serve  the  rural  as 
well  as  the  urban  area.  Tumor  clinic  patients  who 
fail  to  return  for  the  completion  of  diagnosis  or 
therapy  after  letters  have  been  sent  to  them  should 
be  referred  to  public  health  organizations  for  visita- 
tion by  public  health  nurses.  The  nurse  sometimes 
finds  that  the  patient  is  too  ill  to  get  to  the  clinic. 
Various  hindrances  to  clinic  attendance  may  be  met 
and  solved  by  the  public  health  nurse  who  makes  the 
home  visit.  Dressings  and  other  care  and  instruction 
when  necessary  can  be  given  to  the  cancer  patient  at 
home  when  there  are  sufficient  public  health  or 
visiting  nurses. 

When  other  measures  for  persuading  tumor  clinic 
patients  to  return  for  periodic  examination,  follow- 
ing treatment,  have  been  exhausted,  public  health 
nurses  in  localities  adequately  supplied  with  per- 
sonnel may  assist  by  visiting  the  patient  in  his  home. 
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The  extent  of  such  service  will  depend  upon  the 
wishes  of  the  tumor  clinic  staff  and  the  comprehen- 
siveness of  the  local  public  health  organization.  Dr. 
Holla,  Westchester  County  Commissioner  of  Health, 
has  informed  me  that  his  county  public  health 
nurses  make  many  home  calls  to  tumor  clinic 
patients  before  and  after  treatment. 

The  State  district  and  local  health  services  which 
maintain  rosters  of  reported  cancer  patients  receive 
monthly  from  the  State  Division  of  Cancer  Control  a 
list  of  persons  who  have  died  of  cancer.  Each  tumor 
clinic  may  receive  each  month  from  the  district  or 
full-time  local  health  officer  a list  of  the  deaths  of 
persons  who  were  reported  as  cancer  patients  by  the 
tumor  clinic.  The  report  to  the  tumor  clinic  includes 
the  name  and  address  of  the  person,  the  date  of 
death  and  the  primary  and  secondary  causes  of 
death  by  code  numbers.  The  tumor  clinic  physi- 
cians appreciate  this  service  from  health  officers. 

Dr.  Kress  has  differentiated  between  tumor 
clinics  and  the  so-called  cancer  prevention  or  cancer 
detection  clinics  to  which  persons  without  symptoms 
of  neoplastic  disease  may  go  periodically  for  ex- 
amination. The  primary  objective  of  the  cancer  de- 
tection center  is  to  detect  sooner  than  would  other- 
wise be  discovered,  early  cancer,  precancerous 
lesions,  or  areas  of  chronic  irritation  which  may 
be  followed  by  cancer. 

The  American  Cancer  Society  stated  in  March 
that  whereas  only  15  cancer  detection  centers  were 
reported  in  operation  in  the  United  States  last  year, 
there  are  now  118.  The  American  Medical  Associa- 
tion has  approved  of  the  cancer  detection  center 
standards  of  the  American  Cancer  Society,  while  the 
American  College  of  Surgeons  has  announced  plans 
for  a nationwide  survey  and  approval  of  cancer  de- 
tection centers.  The  Maryland  State  Department 
of  Health  and  the  Maryland  Division  of  the  Ameri- 
can Cancer  Society,  jointly,  with  the  cooperation  of 
medical  societies  and  local  health  departments  have 
recently  established  cancer  prevention  centers. 

Health  officers  generally  are  convinced  that 
x-raying  the  chests  of  all  supposedly  well  adults  is  an 
effective  way  of  discovering  tuberculosis  early.  In- 
cidentally, the  x-raying  with  70-mm.  film  of  the 
chests  of  85,000  persons  by  the  Buffalo  and  Erie 
County  Tuberculosis  Association  during  the  past 
year  disclosed  that  42  persons — or  1 among  each 
2,000  x-rayed — had  suspected  neoplasm  in  the  chest. 

Public  health  officials  may  well  cooperate  with  the 
rest  of  the  medical  profession  in  supporting  tumor 
diagnostic  and  treatment  clinics  and  in  evolving 
various  acceptable  plans  for  lessening  the  time 
interval  between  the  development  and  the  discovery 
of  cancer. 

Morton  L.  Levin,  M.D.,  Albany. — The  tumor 
clinic  as  a means  of  improving  community  facilities 


for  meeting  the  clinical  problems  of  cancer  has,  from 
its  inception,  had  the  firm  support  of  the  American  | 
Medical  Association,  the  American  College  of 
Surgeons,  and  the  Medical  Society  of  the  State  of 
New  York.  Since  the  tumor  clinic  is  a specialized 
form  of  group  practice,  cancer  is  the  first  major 
disease  recognized  by  the  profession  as  requiring 
some  form  of  ‘group  practice  to  secure  the  fullest 
application  of  medical  science.  Under  the  leader- 
ship of  James  Ewing  in  1939,  the  New  York  State  < 
Legislative  Cancer  Commission  recommended  the 
establishment  of  more  tumor  clinics  in  this  state  as  ' 
the  preferable  alternative  to  the  creation  of  special- 
ized cancer  hospitals.  Thus,  as  a test  of  the  sound- 
ness of  that  recommendation,  the  tumor  clinic  has 
been,  and  still  is,  on  trial  as  a method  of  meeting  the 
needs  of  cancer  patients. 

At  present  approximately  15  per  cent  of  new 
cancer  patients  are  referred  to  tumor  clinics  in  the 
upstate  area.  How  well  each  clinic  meets  the  de- 
mands upon  it  depends  on  the  quality  and  training  of 
its  staff  and  the  support  which  it  receives  from  the 
other  physicians  of  its  hospital  and  community. 
These  factors  vary  considerably.  It  should  be 
noted,  however,  that  regardless  of  its  initial  value, 
the  tumor  clinic  acts  as  a constant  educational  ex- 
perience for  its  staff  and  for  those  physicians  who 
attend  its  meetings.  Thus,  their  proficiency  in 
meeting  the  special  problems  of  cancer  patients  in- 
creases faster  than  if  they  relied  solely  on  their  own 
practices  for  such  experience.  In  some  instances  the 
teaching  value  of  the  clinic  is  increased  by  the 
regular  attendance  of  a consultant,  usually  a grad- 
uate fellow  of  a recognized  cancer  center.  Although 
not  many  such  consultants  are  now  available  in  the 
upstate  area,  in  the  next  few  years  their  number  will 
probably  increase. 

There  is  little  doubt  that  a well-organized,  properly 
staffed,  and  fully  supported  tumor  clinic  is  a 
medical  facility  valuable  to  the  hospital  and  the 
community.  Whether  tumor  clinics  alone  can  meet 
the  full  demands  of  the  general  practitioner  for  con- 
sultation and  assistance  in  providing  the  most 
modern  technics  of  diagnosis  and  therapy  for 
malignant  tumors  remains  to  be  seen.  One  of  the 
factors  which  will  influence  the  result  is  the  extent 
to  which  tumor  clinics  receive  the  full  support  of  the 
practitioners  of  the  community. 
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PENICILLIN  IN  GONORRHEA 

Experiences  with  Various  Preparations  and  Technics 

Adolph  Jacoby,  M.D.,  Arthur  Ollswang,  M.D.,  Jules  Freund,  M.D.,  and 
Theodore  Rosenthal,  M.D.,  New  York  City 

( From  the  Social  Hygiene  Clinics,  Department  of  Health,  and  Public  Health  Research  Institute  of  the 
City  of  New  York,  Inc.) 


THE  penicillin  therapy  of  gonorrhea,  in  the 
period  when  penicillin  was  a restricted  com- 
modity, was  limited  originally  to  patients  resis- 
tant to  sulfonamide  treatment.1  A varying 
number  of  injections  of  penicillin,  dissolved  in 
water,  were  given  every  two  or  three  hours.  This 
particular  treatment  required  hospitalization  of 
the  patient  according  to  our  knowledge  at  the 
time. 

A practical  ambulatory  method  of  treatment 
was  introduced  in  the  venereal  disease  clinics  of 
the  New  York  City  Health  Department  in 
August,  1944,  using  an  aqueous  solution  of  penicil- 
lin administered  by  intramuscular  injection  every 
two  hours  for  three  injections.2  Our  ambulatory 
methods  of  treatment  date  from  this  time. 

Type  of  Patients. — The  ages  of  patients  ranged 
from  eleven  to  sixty  years.  They  were  of  many 
nationalities  and  of  both  sexes.  All  stages  of 
gonococcic  infections  from  acute  to  chronic  were 
included  and  treated  by  the  same  technic. 

Diagnosis. — The  diagnosis  was  based  on  the 
positive  bacteriologic  findings  in  smear  and  cul- 
ture of  the  discharges.  The  culture  medium 
employed  in  our  laboratory  is  that  devised  by 
Peiser.3 

A serologic  test  for  syphilis  was  performed  on 
all  patients  on  admission.  Where  the  test  was 
negative,  it  was  repeated  every  month  for  three 
months.  We  have  encountered  no  instance  of  a 
masked  syphilitic  infection  in  a patient  treated  for 
gonorrhea  with  penicillin. 

Criteria  of  Cure. — No  patient  was  considered 
cured  for  purposes  of  this  study  until  clinical 
symptoms  had  disappeared  and  until  three  suc- 
cessive smears  and  cultures,  taken  at  weekly 
intervals  from  the  urethra  and  prostate  in  the 
men  patients  and  from  the  urethra  and  cervix  in 
the  women  patients,  were  negative.  Patients 
who  were  not  observed  long  enough  to  meet 
these  criteria  were  eliminated  from  the  final 
evaluation  of  this  form  of  therapy. 

Treatment 

In  the  evolution  of  penicillin  therapies  a single 
injection  method,  using  first  a water-in-oil  emul- 
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sion  and,  subsequently,  an  oily  mixture,  was 
employed  originally.  Later,  several  prepara- 
tions of  penicillin  administered  orally  were  used. 
Our  experience  with  these  different  preparations 
and  methods  is  herewith  detailed  (Table  1). 

TABLE  1.— Penicillin  in  Gonorrhea 

Number  Per  Cent 
Dosage  Treated  Cured 

Type  and  Method  Units  Men  Women  Men  Women 


Aqueous  solution 


3 doses 

100,000 

396 

58 

87 

83 

3 doses 

150,000 

675 

178 

86 

88 

1 dose 

150,000 

101 

16 

71 

75 

Water-in-oil  emul- 
sion 

1 dose 

150,000 

1,649 

511 

78 

86 

1 dose 

200,000 

1,326 

484 

80 

87 

Oily  mixture 

1 dose 

150,000 

3,517 

892 

65 

84 

1 dose 

300,000 

155 

33 

93 

97 

Oral — Tablets 

Plain 

400,000 

13 

0 

46 

0 

Alum-Buffered 

400,000 

92 

8 

88 

75 

Lipoid-Buffered 

400,000 

46 

6 

76 

100 

Penicillin  in  Water. — The  first  practical  am- 
bulatory method  for  treating  patients  with 
gonorrhea  consisted  of  dissolving  the  required 
dosage  of  penicillin  in  6 cc.  of  water  and  injecting 
2 cc.  of  this  solution  intramuscularly  in  the  gluteal 
region  every  two  hours  for  3 doses. 

Five  hundred  four  patients  were  treated 
using  100,000  units  of  penicillin  in  water  in  3 
divided  doses.  Of  these,  only  454  patients, 
consisting  of  396  men  and  58  women,  could  be 
followed  and  observed;  87  per  cent  of  the  men 
and  83  per  cent  of  the  women  were  cured. 

One  thousand  eighty-eight  patients  were 
treated  using  150,000  units  of  penicillin  in  3 
divided  doses.  Of  these,  853,  comprising  675  men 
and  178  women,  were  observed  for  the  proper 
study  period ; 86  per  cent  of  the  men  and  88  per 
cent  of  the  women  were  cured. 

One  hundred  seventeen  cases  were  treated 
with  150,000  units  of  penicillin  dissolved  in  2 cc. 
of  water  and  injected  intramuscularly  in  a single 
dose.  There  were  101  men  and  16  women. 
Seventy-one  per  cent  of  the  men  and  75  per  cent 
of  the  women  were  cured. 

Penicillin  Emulsions.* — The  material  was  pre- 
pared by  dissolving  the  required  dose  of  penicillin 
in  1.4  cc.  of  water  and  emulsifying  the  solution  in 
3.1  cc.  of  a mixture  of  1 1 parts  falba  and  20  parts 
of  peanut  oil.  The  total  amount,  4.5  cc.,  was 
injected  intramuscularly  in  the  gluteal  region. 
This  method  was  first  used  in  August,  1945. 6 
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The  doses  of  penicillin  used  and  the  results  were  as 
follows : 

1.  Penicillin  water-in-oil  emulsion — 150,000 

units:  2,986  patients  were  treated  with  this 

preparation.  It  was  possible  to  follow  2,160 
cases;  1,649  men  and  511  women.  Seventy- 
eight  per  cent  of  the  men  and  86  per  cent  of  the 
women  were  cured. 

2.  Penicillin  water-in-oil  emulsion — 200,000 

units:  2,467  patients  were  treated  with  this 

preparation,  and  1,810  were  followed  for  a suffi- 
cient period.  There  were  1,326  men  and  484 
women;  80  per  cent  of  the  men  and  87  per  cent  of 
the  women  were  cured. 

Penicillin  Oil  Mixture. — This  preparation  con- 
sisted of  very  finely  ground  penicillin  thoroughly 
dispersed  in  a mixture  of  11  parts  falba  and  20 
parts  of  peanut  oil.  The  treatment  consisted  of  1 
intramuscular  injection  of  the  entire  dose  of 
penicillin  in  1 cc.  of  falba  peanut  oil  mixture. 
The  use  of  this  preparation  was  begun  in  June, 
1946. 

1.  Penicillin  oil  mixture — 150,000  units:  7,151 
patients  were  treated  with  this  dosage,  and  4,409 
of  these  were  observed  for  a sufficient  length  of 
time  for  definite  conclusions.  There  were  3,517 
men  and  892  women ; 65  per  cent  of  the  men  and 
84  per  cent  of  the  women  were  cured. 

2.  Penicillin  oil  mixture— 300,000  units:  278 
patients  were  treated  with  this  dose,  of  whom  188 
were  observed  for  the  proper  study  period.  There 
were  155  men  and  33  women;  93  per  cent  of  the 
men  and  97  per  cent  of  the  women  were  cured. 

Oral  Penicillin. — Three  preparations  were 
evaluated.  The  first  was  an  alum-precipitated 
penicillin  buffered  with  0.3  Gm.  sodium  benzoate. 
The  second  was  crystalline  potassium  penicillin  G 
buffered  with  glycerides  and  sodium  salts  of  fatty 
acids.*  The  third  was  crystalline  potassium 
penicillin  G unbuffered.*  It  was  found  that  a 
minimum  of  400,000  units,  given  in  4 divided 
doses  every  three  hours,  was  required  for  oral  use. 

Thirteen  patients  were  treated  with  unbuffered 
crystalline  potassium  penicillin.  Seven  of  these 
failed,  and  further  use  was  discontinued. 

One  hundred  cases  were  treated  with  alum 
precipitated  tablets.  There  were  92  men- and  8 
women;  88  per  cent  of  the  men  and  75  per  cent 
of  the  women  were  cured. 

Fifty-two  cases  were  treated  with  tablets  of 
crystalline  potassium  penicillin  G buffered  with 
glycerides  and  sodium  salts  of  fatty  acids.  There 
were  46  men  and  6 women ; 76  per  cent  of  the  men 
and  100  per  cent  of  the  women  were  cured. 

Discussion 

Patients  who  failed  to  be  cured  by  any  of  the 
above  methods  of  treatment  were  re-treated  with 

* Supplied  by  Commercial  Solvents  Corporation. 


the  same  preparation  using  double  the  dosage  for 
the  second  course.  Re-treatment  was,  in  some 
instances,  necessary  3 or  more  times.  Failure  of 
treatment  was  noted  if  the  smears  and  cultures 
were  postive  within  one  week  after  treatment. 
Thus  far  we  have  failed  to  encounter  any  penicil- 
lin-resistant infections.  The  majority  of  the 
patients  who  failed  to  stay  under  observation  for 
the  required  number  of  laboratory  examinations 
were,  in  all  likelihood,  cured,  since  many  of  them 
had  one  or  two  post-treatment  negative  smears 
and  cultures  before  being  lost  from  observation. 

Our  first  ambulatory  treatment  using  3 injec- 
tions of  penicillin  aqueous  solution  every  two 
hours  resulted  in  from  83  to  88  per  cent  cures. 
Our  next  preparation,  water-in-oil  emulsion,  gave 
practically  a similar  range  of  cures.  However, 
an  aqueous  solution  of  penicillin,  injected  as  a 
single  dose,  gave  considerably  fewer  cures,  71  to 
75  per  cent.  It  is,  therefore,  evident  that  retard- 
ation of  absorbtion  by  oil  mixtures  or  repeated 
injections  of  water  solutions  give  similar  thera- 
peutic results.  The  single  injection  of  a prepa- 
ration of  penicillin  in  a retarding  vehicle  is  a more 
practical  ambulatory  method. 

Our  first  dosage  level  with  water-in-oil  emul- 
sions was  150,000  units.  This  gave  us  from  78 
to  86  per  cent  cures.  Thinking  that  an  increased 
dosage  would  increase  the  percentage  of  cures,  we 
used  200,000  units.  Our  cure  rate,  however,  was 
practically  the  same,  between  80  and  87  per  cent. 
Inasmuch  as  there  was  no  greater  therapeutic 
effect,  we  returned  to  our  original  dosage  of  150,- 
000  units. 

When  we  employed  a mixture  of  penicillin  with 
an  absorption  retarding  agent,  eliminating  the 
water,  our  early  results,  using  150,000-unit  dos- 
age, were  approximately  the  same  as  those  with 
emulsion  or  with  water  solution  in  repeated  doses. 
Within  the  past  year,  cures  with  150,000  units  in 
this  mixture  became  fewer  and  fewer.  There- 
fore, we  doubled  the  dose  for  the  initial  injection. 
The  therapeutic  results  were  greatly  improved  by 
this  increase  in  dosage  to  300,000  units,  ranging 
around  88  per  cent.  We  have,  therefore,  increased 
our  dosage  in  routine  clinic  treatments  to  300,000 
units. 

Summary 

A series  of  14,756  patients  was  treated  with 
different  forms  of  penicillin;  10,156  of  these  were 
followed  long  enough  for  conclusive  evaluation. 
Ambulatory  treatment,  yielding  cure  rates  be- 
tween 78  and  88  per  cent,  can  be  effected  by  injec- 
tion of  3 divided  doses  of  an  aqueous  solution  of 
penicillin,  or  a single  injection  of  penicillin  incor- 
porated in  an  absorption-retarding  oily  mixture  or 
emulsion,  or  by  oral  administration  of  properly 
buffered  penicillin  tablets.  For  efficient  medical 
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and  public  health  control  of  gonococcic  infection, 
the  best  practical  method  of  treatment  is  a single 
intramuscular  injection  of  an  oily  mixture  of  300,- 
000  units  of  penicillin. 

Discussion 

Robert  S.  Westphal,  M.D.,  Rochester. — A few 
months  after  Dr.  Rosenthal  and  his  associates 
started  using  an  aqueous  solution  of  penicillin  every 
two  hours  for  three  injections,  the  State  Depart- 
ment of  Health  became  aware  of  their  procedure,  and 
it  was  promptly  recommended  for  use  in  the  clinics 
and  by  the  physicians  of  upstate  New  York.  We 
never  had  any  cause  to  feel  that  the  technic  was  not 
good  for  ambulatory  treatment  with  penicillin  in  its 
stage  of  development  at  the  time. 

I was  particularly  interested  in  the  comment  that 
they  had  encountered  no  case  of  masked  syphilis 
in  spite  of  the  fact  that  over  10,000  patients  were 
followed  serologically  for  a minimum  of  three 
months.  On  the  basis  of  that  information  I would 
like  to  suggest  that  the  VD  control  officer  and 
nurses  in  the  Rochester  Health  Bureau  Clinic  should 
discontinue  this  practice.  If  we  can  treat  10,000 
cases  without  finding  a masked  infection,  our 
organization  should  be  able  to  proceed  for  some  time 
without  finding  any.  However,  we  will  probably 
continue  to  follow  them  for  fear  of  missing  one. 
Perhaps,  in  any  event,  they  should  be  followed  for  a 
longer  period. 

In  trying  to  determine  the  therapeutic  efficacy  of 
a drug,  it  is  my  opinion  that  as  many  variables  as 
possible  should  be  eliminated.  The  authors  indi- 
cated that  their  criteria  for  cure  were  3 successive 
negative  films  and  cultures  taken  at  weekly  intervals. 
Unless  the  New  York  City  patients  vary  con- 
siderably from  the  Rochester  patients,  1 or  2 rein- 
fections could  occur  in  that  length  of  time  and  the 
cases  might  be  considered  treatment  failures.  I 
would  prefer  taking  specimens  for  microscopic  and 
cultural  tests  at  intervals  not  longer  than  two  days. 
This  would  tend  to  rule  out  the  variable  of  repeated 
infection,  and  if  the  treatment  is  at  all  effective,  the 
laboratory  tests  should  be  negative  in  a few  days  at 
most.  Furthermore,  it  is  much  easier  to  persuade 
patients  to  return  for  tests  for  six  days  than  it  is  for 


three  weeks.  Thus,  fewer  patients  would  be  lost  by 
the  wayside. 

I note  also  that  prostatic  specimens  were  obtained 
from  the  men  in  determining  cure.  Since  using 
penicillin,  I have  felt  this  to  be  unnecessary  because 
prostatitis  has  ceased  to  be  a common  complication 
of  gonorrhea.  This  may  be  true  because  we  see 
patients  earlier  in  the  course  of  the  disease;  in  fact, 
we  rarely  see  a patient  for  the  first  time  as  long  as  a 
week  after  onset.  This  opinion  has  been  confirmed 
by  an  unpublished  report  of  over  200  negro  men 
treated  with  penicillin.  In  the  follow-up  examina- 
tion of  these  patients,  3 methods  were  used  for  ob- 
taining specimens.  The  specimens  were  taken  from 
prostatic  secretion,  urine  sediment,  and  by  inserting 
a small  cotton  swab  approximately  1 inch  into  the 
urethra.  In  more  than  200  patients  there  was  no 
instance  of  a positive  film  or  culture  from  the 
prostatic  secretion  or  urine  sediment  when  the  swab 
method  was  not  positive. 

You  may  be  interested  in  a newer  technic  for  ad- 
ministering penicillin,  which  has  been  tried  recently 
in  Rochester.  A Rochester  physician  devised  a 
handmade  penicillin  blower  which  administers  finely 
powdered  penicillin  in  either  powdered  glucose  or 
dry  blood  plasma.  This  is  accomplished  by  blowing 
the  mixture  into  the  patient’s  mouth  while  he  in- 
hales deeply.  It  is  said  that  by  this  method  the 
penicillin  level  in  the  blood  is  more  than  twice  as 
high  as  when  it  is  administered  intramuscularly  and, 
thirty-six  hours  after  the  one  application,  the  blood 
level  is  still  above  that  required  for  therapeutic 
effect.  Of  course,  more  work  is  required  on  this 
regime,  but  it  is  a simple,  cheap  method  and  not  un- 
comfortable for  the  patient. 
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B VITAMINS  AND  FOOD  UTILIZATION 
Animal  experiments  have  indicated  that  vitamin 
B complex  deficiency  interferes  seriously  with  the  in- 
testinal absorption  of  glucose.  Such  deficiency  also 
causes  marked  loss  of  appetite  and,  consequently,  of 
weight.  A striking  increase  above  normal  was  ob- 
served with  respect  to  intestinal  absorption  of  glu- 
cose, food  consumption,  food  utilization,  and  weight 
gain  in  animals  during  recovery  from  such  a de- 
ficiency with  a vitamin  B complex  supplement.  No 
one  individual  component  of  the  B complex  was 
found  to  be  alone  responsible  for  these  effects. 


Thiamin  was  found  to  have  the  greatest  influence 
on  the  digestive  functions  of  the  body  during  recov- 
ery. Pantothenic  acid  and  riboflavin  were  less  ef- 
fective. Pyridoxine  seemed  to  be  least  effective. 
The  investigators  stressthe  importance  of  the  vitamin 
B complex  in  the  nutritional  rehabilitation  of  war- 
stricken  populations.  They  point  out  that  since  the 
B vitamins  increase  the  efficiency  of  food  utilizat  ion, 
the  effect  is  virtually  that  of  augmenting  available 
food  sources. — Borden’s  Review  of  Nutrition  Research, 
January,  1948 


CHRONIC  BENIGN  PNEUMONITIS 

Its  Discovery  in  Older  Individuals  with  Diminished  or  Absent  Gag  Reflex 

Louis  Schneider,  M.D.,  Mt.  Vernon,  New  York 

(From  the  Chest  Clinic,  Washington  Heights  Health  Center) 


VERY  wisely,  chest  x-ray  surveys  of  the 
apparently  healthy  population  are  being 
done  in  increasing  numbers  and  frequency.  Thus, 
more  and  more  of  the  older  age  groups  are  being- 
reached.  This  group  will  come  also  into  roentgen 
focus  as  a result  of  the  drive  to  perform  routine 
x-rays  upon  admission  to  general  hospitals.  It  is 
quite  natural  that  among  these  older  people,  some 
by-products  of  tuberculosis  case-finding  will 
cause  the  examiner  a good  deal  of  concern.  I 
refer  particularly  to  the  discovery  of  persistent 
basal  pulmonary  infiltrations  on  the  routine  chest 
film,  unaccompanied  by  symptoms  referable  to 
the  lower  respiratory  tract.  Even  before  chest 
surveys  be'came  a common  procedure,  such  lesions 
have  frequently  been  interpreted  as  representing 
bronchopulmonary  neoplasm.  With  the  empha- 
sis on  early  surgical  eradication  of  such  new 
growths,  and  with  the  perfection  of  lung  surgery 
technic,  such  individuals  have  been  and  may  con- 
tinue to  be  subjected  to  needless  lobectomy  and 
pneumonectomy.1-2 

It  is  for  the  purpose  of  emphasizing  the  impor- 
tance of  careful  assay  of  asymptomatic  basal 
pulmonary  pathology,  as  disclosed  by  x-ray,  that 
the  following  two  cases  are  reported.  Complete 
proof  of  the  diagnosis  is  not  available  because  of 
the  reluctance  on  the  part  of  these  healthy  men 
to  undergo  the  necessary  confirmatory  tests.  The 
writer  would  have  liked  to  obtain  bronchoscopic 
examination  and  even  aspiration  biopsy  to  prove 
that  we  are  dealing  here  with  chronic  benign 
aspiration  pneumonitis.3-4  In  the  absence  of  so- 
called  characteristic  sputum  findings,  the  careful 
case  history,  physical  examination,  and  x-ray 
appearance  of  the  lesions,  taken  together,  made 
up  the  diagnosis  which  apparently  has  been  con- 
firmed by  the  observation  of  time. 

Case  Reports 

Case  1. — H.  S.,  a sixty-two-year-old  white  man,  a 
native  of  Italy  who  had  lived  in  this  country  forty- 
four  years,  was  a retired  realtor,  living  in  financial 
comfort.  His  family  history  was  negative  as  well 
as  his  past  history,  except  for  longstanding  postnasal 
drip  and  large  left  hydrocele. 

As  a result  of  a case-finding  x-ray  in  his  com- 
munity, a phthisiologist  ordered  this  man  into  the 
hospital  with  a diagnosis  of  “atelectasis  due  to  new 
growth  or  unresolved  pneumonia.”  He  appeared  at 
our  clinic  for  the  first  time  on  August  13,  1940,  pro- 
testing against  this  recommendation  with  which  his 
bewildered  family  had  anxiously  concurred. 


On  admission  to  the  clinic,  he  insisted  that  he  felt 
as  well  as  ever  except  for  the  slight  discomfort  due 
to  the  hydrocele.  Physical  examination  revealed  a 
well-nourished,  well-preserved  individual  who  looked 
younger  than  the  stated  years.  Temperature, 
pulse,  and  respiration  were  normal.  The  following 
pertinent  data  were  recorded:  There  were  no  re- 
markable throat  findings.  The  heart  was  negative. 
The  lungs  were  entirely  clear.  There  was  no  club- 
bing of  the  fingers.  There  was  a left  hydrocele  the 
size  of  a large  orange. 

The  first  chest  x-ray  was  taken  on  April  30,  1946, 
and  showed  the  same  abnormal  shadows  as  seen  in 
the  celluloid  reproduction  of  June  17,  1946  (Figs.  1 
and  2).  Here  we  see  a large,  dense,  ground-glass 
lesion,  confined  to  the  right  middle  lobe,  and  a small 
irregular  patch  of  hard  density  above  the  left  mid- 
diaphragm. Sputum,  obtained  with  difficulty,  was 
negative  for  acid-fast  bacilli.  The  blood  count 
showed  a slight  secondary  anemia.  It  occurred  to 
us  that  this  might  be  a case  of  nonsymptomatic  oil- 
aspiration  pneumonitis.  Careful  questioning  re- 
vealed that  he  had  been  taking  mineral  oil  for  con- 
stipation for  the  past  t wenty  years.  He  was  in  the 
habit  of  drinking  this  product  directly  out  of  the 
bottle,  ingesting  several  tablespoonsfuls  nightly  and 
sometimes  during  the  day.  Hardly  a day  passed 
without  his  taking  about  two  ounces  of  the  hydrocar- 


Fig.  1.  The  film  taken  June  17,  1946,  shows  a 
large  patch  of  ground-glass  density  adjacent  to  the 
right  heart  border  and  a smaller  patch  above  the 
left  diaphragm.  The  bilaterality  of  the  basal  lesion 
led  to  the  suspicion  of  mineral  oil-aspiration  pneu- 
monitis rather  than  bronchial  neoplasm. 
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Fig.  2.  An  oblique  view  showing  the  lesion  to 
be  predominantly  in  the  right  middle  lobe. 


Fig.  3.  The  film  taken  eleven  months  after  the 
first  x-ray,  showing  no  change  in  the  extent  or 
character  of  the  basal  process. 


bon.  Re-examination  of  t he  throat  revealed  almost 
complete  absence  of  the  gag  reflex.  The  patient  was 
otherwise  neurologically  negative. 

In  order  to  allay  apprehension,  the  patient  was 
advised  that  the  pulmonary  findings  were  not  due  to 
malignancy  but  were  the  result  of  his  laxative-taking 
habit.  He  was  advised  to  switch  to  pills  for  bowel 
control.  Unfortunately,  he  could  not  be  convinced 
of  the  necessity  for  bronchoscopic  examination  or  a 
lung  aspiration  biopsy  to  confirm  our  clinic  impres- 
sion. The  sputum  submitted  did  not  show  the  pres- 
ence of  mineral  oil  by  the  usually  recommended 
tests.1  With  some  coaxing,  he  was  seen  on  a few 
occasions  after  the  first  visit,  the  last  examination 
being  made  on  March  27,  1947.  After  almost  a year 
of  observation,  he  has  remained  as  well  as  ever,  has 
even  gained  some  weight,  and  has  had  no  intercur- 
rent illnesses.  Eleven-month  serial  film  follow-up 
shows  no  change  in  the  appearance  or  extent  of  the 
basal  lesions  as  originally  seen  (Fig.  3). 

Case  2. — E.  O.,  a white  man,  aged  forty-nine,  was 
born  in  the  United  States  of  Norwegian  extraction. 
Both  family  and  past  history  were  negative. 

This  man  is  in  good  health.  On  December  21, 
1946,  a pre-employment  chest  x-ray  revealed  a right 
basal  lesion.  lie  was  sent  to  our  clinic  for  an  opin- 
ion regarding  these  lung  findings  and  was  admitted 
for  observation  on  February  10,  1947.  He  denied 
any  symptoms  whatever  at  that  time  and  revealed 
no  remarkable  findings  on  physical  examination. 
The  lungs  were  entirely  clear  and  there  was  no  club- 
bing of  the  fingers.  X-ray  of  the  chest  on  admission 
revealed  a small  patch  of  increased  density  adja- 
cent to  the  right  lower  lung  root;  this  was  unchanged 
in  extent  or  character  from  the  area  seen  on  the  chest 
film  taken  three  months  earlier.  Further  question- 
ing, on  his  reappearance  at  the  clinic,  disclosed  that 
this  individual  has  for  the  past  four  years  been 
squirting  neosynephrinc  hydrochloride  jelly  (water 


soluble)  into  his  nostrils  twice  daily.  This  proce- 
dure would  often  be  followed  by  a coughing  and  hawk- 
ing spell  as  the  preparation  entered  his  throat. 
Examination  of  the  throat  revealed  a complete 
absence  of  the  gag  reflex.  The  patient  has  remained 
well  for  almost  six  months  of  observation,  and  during 
this  period  all  films  have  shown  a stationary  right 
basal  lesion  (Fig.  4).  He  was,  however,  ordered  to 
discontinue  the  use  of  nasal  medicaments. 


Fig.  4.  This  film  shows  a small  patch  of  in- 
creased density  in  right  lower  lung  field,  the  lesion 
discovered  on  routine  survey  of  a man  habituated 
to  the  use  of  nasal  jelly.  The  patient  lias  no  symp- 
toms referable  to  the  lungs  and  the  process  has  re- 
mained stationary  during  six  months  of  x-ray  ob- 
servation. 
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Comment 

The  extension  of  tuberculosis  case-finding 
surveys  makes  it  timely  to  call  attention  again 
to  the  phenomenon  of  chronic  aspiration 
pneumonitis  and  especially  to  emphasize  its 
frequently  asymptomatic  and  benign  charac- 
ter. Most  adult  cases  reported  have  been  pa- 
tients in  hospitals  for  chronic  diseases  or  for  the 
aged,  and  have  been  debilitated  individuals  or 
those  having  dysphagia  due  to  an  organic  neuro- 
logic condition  such  as  multiple  sclerosis  or 
hemiplegia.5  The  fact  that  this  condition  can  be 
found  in  healthy  persons,  however,  must  always 
be  borne  in  mind  upon  seeing  silent  basal  lesions 
on  x-ray  film.  Then  the  examiner  should  embark 
on  a searching  inquiry  not  only  concerning  the  re- 
peated use  of  nasal  medicaments,  but  also  con- 
cerning the  longstanding  habit  of  taking  mineral 
oil  for  laxative  purposes.  It  has  been  shown  that 
even  in  the  presence  of  a good  gag  reflex,  some  of 
the  latter  substance  may  run  into  the  larynx  be- 
cause it  fails  to  arouse  that  reflex  properly. 

Cooper  showed  long  ago  that  the  experimental 
disposition  of  aspirated  material  is  dependent 
entirely  on  gravity  and  inspiration  suction.6  The 
location  of  this  material  is  patchy  and  shows  a 
tendency  toward  immediate  aspiration  into  the 
alveoli.  Accordingly,  we  would  expect  to  see 
benign  aspiration  pneumonitis,  as  discovered  on 
survey  films,  almost  always  confined  to  the  right 
middle  or  lower  lobes.  In  a state  of  more  or  less 
extended  recumbency,  as  with  chronic  hospital 
cases,  it  is  not  surprising  to  see  aspiration  pneu- 
monitis in  the  upper  lobes  as  well.6 

From  the  clinical -roentgen  viewpoint,  differen- 
tial diagnosis  of  this  condition  should  not  be  very 
difficult.  Bronchiectasis  with  superimposed 
pneumonitis  may  be  ruled  out  by  the  paucity  or 
absence  of  physical  signs  and  symptoms  and  by 
the  absence  of  clubbing.  Active  basal  pulmonary 
tuberculosis  does  not  give  such  an  x-ray  picture, 
as  a rule,  and  will  not  remain  stationary  on  serial 
follow-up;  the  absence  of  tubercle  bacilli  in 
sputum  and  gastric  contents  in  the  presence  of 
such  pathology  also  speaks  against  tuberculosis. 
We  bear  in  mind,  however,  that  pulmonary 
tuberculosis,  apical  or  basal,  may  occasionally  be 
as  much  as  moderately  advanced  on  x-ray  and 
yet  give  no  respiratory  or  other  symptoms. 


The  most  important  differential  diagnosis  to 
make  is  from  neoplasm.  As  is  well  known,  early 
diagnosis  of  primary  bronchial  new  growth  is 
essential  to  its  effective  surgical  eradication. 
Here  the  combination  of  history,  lack  of  symp- 
toms, and  paucity  of  any  chest  signs  in  the  pres- 
ence of  basal  involvement,  point  more  to  aspira- 
tion pneumonitis  than  to  tumor.  Radiologically, 
the  finding  of  illdefined,  dense,  ground-glass 
infiltration,  as  seen  in  the  first  case,  speaks  more 
for  the  benign  pathology  under  discussion;  its 
bilaterality  also  speaks  against  new  growth.  Of 
course,  one  cannot  take  a “wait-and-see”  atti- 
tude, as  was  necessary  in  these  cases,  letting  time 
rule  out  the  possibility  of  the  presence  of  neo- 
plasm. 

Hence,  when  there  is  the  slightest  doubt 
about  the  diagnosis,  a thorough  study  is  indi- 
cated, including  bronchoscopy,  sputum  examina- 
tions, and  even  aspiration  biopsy,  so  that  bron- 
chial neoplasm  may  be  diagnosed  at  the  earliest 
operable  stage. 

Summary 

1.  Two  cases  of  asymptomatic  benign  aspira- 
tion pneumonitis  in  older  individuals  are  re- 
ported. 

2.  The  diagnosis  has  been  confirmed  circum- 
stantially by  the  observation  of  time. 

3.  The  clinical-roentgen  character  of  this  dis- 
ease is  emphasized. 

4.  Its  differential  diagnosis  from  bronchial 
neoplasm  is  considered  most  important. 

5.  It  is  expected  that  more  and  more  of  these 
cases  will  be  found — if  properly  diagnosed — as 
chest  x-ray  surveys  proceed  a pace. 
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ANNOUNCE  OPHTHALMOLOGY  EXAMINATIONS 


The  American  Board  of  Ophthalmology  has  an- 
nounced that  1 he  1948  practical  examinations  will  be 
held  in  Baltimore,  Maryland,  from  May  20  to  25, 
and  in  Chicago,  Illinois,  from  October  6 to  9. 

Written  qualifying  tests  will  be  held  annually, 
probably  in  January  of  each  year.  Applications  for 
the  January,  1949,  written  qualifying  test  must  be 


filed  with  the  secretary  before  July  1,  1948. 

Officers  for  1948  are:  Dr.  Everett  L.  Goar,  Hous- 
ton, Texas,  chairman;  Dr.  John  H.  Dunnington, 
New  York  City,  vice-chairman,  and  Dr.  S.  Judd. 
Beach,  Portland,  Maine,  secretary-treasurer.  All 
communications  should  be  addressed  to  the  Ameri- 
can Board  of  Ophthalmology,  Cape  Cottage,  Maine. 


THE  ROLE  OF  CHOLINE  CHLORIDE  IN  THE  TREATMENT  OF 
CERTAIN  CASES  OF  DIABETES  MELLITUS 

Studies  of  Liver  Dysfunction-I 

Louis  Pelner,  M.D.,  Benjamin  Davidson,  M.D.,  Samuel  Waldman,  M.D.,  and 
Robert  Margolis,  M.D.,  Brooklyn,  New  York 
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ALTHOUGH  the  liver  plays  a basic  role  in 
carbohydrate  metabolism,  it  has  been  neg- 
lected in  the  management  of  the  diabetic  patient 
until  very  recently. 

Soskin  and  his  coworkers  stressed  the  impor- 
tance of  the  liver  in  carbohydrate  metabolism.1 
They  showed  that  (1)  if  depancreatized  animals  re- 
ceived a constant  intravenous  injection  of  insu- 
lin, just  sufficient  to  maintain  normal  blood  sugar, 
administration  of  additional  carbohydrate  yields 
normal  glucose  tolerance  curves ; (2)  if  hepatecto- 
mized  animals  with  intact  pancreas  are  given  a 
constant  intravenous  infusion  of  glucose,  just 
sufficient  to  maintain  normal  blood  sugar,  ad- 
ministration of  additional  glucose  yields  diabetic 
glucose  tolerance  curves;  (3)  when  the  liver  is 
damaged  by  hepatotoxic  agents,  a diabetic  type 
of  glucose  tolerance  curve  is  obtained.  From 
this  experimental  work  it  seems  logical  to  deduct 
that  the  liver  is  of  primary  importance  in  carbo- 
hydrate metabolism. 

Biskind  and  Schreier  pioneered  in  the  treat- 
ment of  diabetes  by  methods  which  apparently 
improved  liver  function.2  Diabetes  has  been 
treated  during  the  past  twenty-five  years  in  terms 
of  insulin  deficiency.  Biskind  and  Schreier  sug- 
gested another  possibility:  that  because  of  liver 
damage  the  patient  may  not  be  able  to  respond  to 
his  endogenous  insulin.  Thus,  the  treatment 
may  be  carried  out  in  2 possible  ways,  by  giving 
the  patient  exogenous  insulin  or  by  attempting 
to  restore  liver  function.  This  may  be  possible  in 
only  certain  cases  of  diabetes. 

Many  clinicians  have  long  realized  that  there 
are  two  kinds  of  diabetes.  One  type  of  patient 
develops  acidosis  easily,  and  another  type  goes 
along  for  years  without  attention  to  his  diet,  spills 
fairly  large  amounts  of  sugar,  and  remains  in 
comparative  good  health.  The  first  type  may  be 
due  to  actual  insulin  deficiency,  and  the  latter 
type  may  be  due  to  hepatic  insufficiency. 

Biskind  and  Schreier  have  used  large  doses  of 
vitamin  B complex  from  liver  and  from  synthetic 
sources.2  The  vitamin  B factors  included  thia- 
min, riboflavin,  niacinamide,  pyridoxine,  calcium 
pantothenate,  choline,  inositol,  and  folic  acid. 
Good  results  have  been  obtained  by  this  method 
of  treatment,  but  these  usually  become  evident 
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after  an  extended  period  of  time.  It  appears 
that  with  such  a large  number  of  therapeutic 
factors  to  be  given,  it  is  difficult  to  administer  a 
sufficient  quantity  of  the  active  factor. 

Two  of  our  patients  who  responded  later  to 
choline  by  mouth  were  given  three  to  four  injec- 
tions a week  of  vitamin  B complex  without  effect. 
This  therapy  included  enormous  quantities  of 
thiamin,  riboflavin,  niacinamide,  pyridoxine,  and 
calcium  pantothenate  but  did  not  include  choline 
chloride. 

We  feel  that  the  active  principle  in  the  B com- 
plex therapy  of  Biskind  and  Schreier  is  choline, 
and  this  article  is  a preliminary  report  on  the  use 
of  potent  quantities  of  choline  in  some  cases  of 
diabetes  mellitus. 

Fatty  liver  is  a rather  frequent  finding  in  pa- 
tients with  diabetes.  Depancreatized  dogs, 
treated  with  insulin,  often  develop  large,  yellow, 
fatty  livers.3  This  condition  could  be  prevented 
by  the  inclusion  of  raw  beef  pancreas  in  the  diet. 
Later,  it  was  shown  that  lecithin  was  just  as  effec- 
tive, and  it  was  finally  proved  that  the  active 
constituent  that  prevents  fatty  liver  in  depan- 
creatized dogs  was  choline.  Casein  was  also 
shown  to  have  lipotropic  activity,  which  was 
demonstrated  to  be  due  to  the  methionine  con- 
tent. Methionine  acts  by  supplying  methyl 
groups  for  the  synthesis  of  choline.4  Experi- 
mentally, other  vitamin  B factors  besides  choline 
were  ineffective  in  preventing  fatty  liver  or  cir- 
rhosis of  the  liver  in  animals. 

It  was  difficult  to  determine  beforehand  which 
cases  would  respond  and  which  would  not  respond 
to  choline.  The  usual  liver  function  tests  were 
not  helpful.  Results  were  usually  obtained  in 
middle-aged  individuals  whose  diabetes  had 
existed  for  only  a few  years.  However,  we  have 
several  young  diabetics  who  responded  well. 

Four  Gm.  of  choline  were  given  each  day.  One 
Gm.  was  dissolved  in  1 dram  of  water  and  ad- 
ministered by  mouth  four  times  a day.  If  the  treat- 
ment was  successful,  improvement  was  usually 
noticed  within  two  weeks.  The  blood  sugar 
level  fell,  the  patient  gained  weight,  and  there  was 
a marked  improvement  in  well-being.  If  the 
patient  was  on  insulin  therapy,  coincidentally,  the 
insulin  dosage  was  reduced  and  finally  eliminated 
entirely.  Some  of  the  patients  have  now  been  on 
choline  for  the  past  six  months  with  salutary 
effect  on  the  carbohydrate  metabolism  and  with- 
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out  ill  effects  on  the  body.  The  diet  used  in  this 
treatment  was  liberal,  consisting  usually  of  250 
Gin.  of  carbohydrates,  95  Gm.  of  protein,  and  75 
Gm.  of  fat  (2,055  calories  per  day). 

Eighteen  diabetic  patients  were  successfully 
treated,  while  eight  did  not  respond  to  the  medi- 
cation. Some  very  spectacular  results  were  seen. 

Case  Reports 

Case  1. — A 50-year-old  male  with  recent  develop- 
ment of  diabetes,  loss  of  weight,  weakness,  a blood 
sugar  of  345  mg.  per  100  cc.  of  blood,  and  2 per  cent 
sugar  in  the  urine  responded  to  4 Gm.  of  choline  per 
day.  Within  two  weeks  the  blood  sugar  fell  to  180 
mg.  per  100  cc.  of  blood,  and  the  urine  became  sugar 
free,  although  the  diet  described  above  was  adminis- 
tered. Subsequently,  the  blood  sugar  fell  and  con- 
tinued normal  on  the  same  regime  over  a period  of 
six  months.  The  patient  feels  well  and  has  gained 
weight. 

Case  2. — A 25-vear-old  man  who  had  diabetes  for 
eight  years  and  whose  mother  is  also  a diabetic  was 
taking  25  units  of  protamine  zinc  insulin  daily.  In 
spite  of  this,  the  blood  sugar  hovered  around  200 
mg.  per  100  cc.  of  blood.  Following  the  institution 
of  this  regime,  the  blood  sugar  fell  to  normal  on  the 
same  dosage  of  insulin,  and  subsequently  stayed 
normal,  even  though  the  insulin  was  discontinued 
entirely. 

Case  3. — A 59-year-old  female  had  lost  a great 
deal  of  weight  over  a period  of  two  years.  The  urine 
showed  2 per  cent  sugar  and  the  blood  sugar  level 
was  200  mg.  per  100  cc.  of  blood.  For  more  than 
one  year  she  was  given  18  capsules  a day  of  a formula 
exactly  like  that  used  by  Biskind  and  Schreier. 


Each  capsule  contained  5 mg.  of  choline  chloride 
besides  other  vitamin  B factors.  Her  blood  sugar 
level  was  constantly  around  160  mg.  per  100  cc.  of 
blood,  although  subjectively  she  felt  markedly  im- 
proved. The  capsules  were  discontinued,  and  for  a 
two-week  period  choline  chloride  was  administered, 
4 Gm.  daily  by  mouth.  Her  blood  sugar  fell  to  120 
mg.  per  100  cc.  of  blood. 

Other  cases,  equally  dramatic,  were  studied. 
W e want  to  emphasize  that  choline  chloride  is  not 
a substitute  for  insulin  but  has  been  of  aid  in  the 
management  of  certain  cases  of  diabetes.  A 
method  for  selecting  cases  which  might  respond 
would  be  of  aid,  but  so  far  none  is  available.  It 
was  noted  that  some  of  the  patients  who  were 
benefited  greatly  have  cholesterol  deposits  around 
their  eyes.  Perhaps  those  diabetics  with  a high 
blood  cholesterol  may  be  the  best  subjects  for  a 
trial  with  choline  chloride.  Other  vitamins 
should  be  included  in  the  therapy,  because  dia- 
betic patients  are  often  markedly  deficient. 

1352  Carroll  Street 
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PRIMARY  FACE  PRESENTATION 

Simon  Brody,  M.D.,  Brooklyn,  New  York 


TJYPEREXTENSION  of  the  head  before  the 
onset  of  labor  is  very  rare.  Usually  this  con- 
dition occurs  after  labor  has  set  in,  resulting  either  in 
a brow  or  face  presentation.  DeLee  states,  “As  a 
rule,  face  presentations  are  fully  developed  only 
after  labor  has  been  fully  in  progress  for  some 

time But  in  four  cases  I distinctly  felt  the  full 

face  lying  over  the  inlet  in  the  last  month  of  preg- 
nancy.”1 According  to  Beck,  “Primary  face  presen- 
tations are  extremely  rare,  and  in  practice  the  possi- 
bility of  its  occurrence  is  disregarded.  The  author 
has  seen  but  one  instance  of  face  presentation  before 
the  onset  of  labor,  the  diagnosis  of  which  he  was 
able  to  confirm  by  x-ray.  In  that  case  spontaneous 
flexion  occurred  when  the  patient  went  into  labor 
and  the  child  was  born  as  a vertex.”2 

The  report  presented  here  is  of  interest  since  it  was 
a case  of  hyperextension  of  the  head,  recognized 
ahout  five  weeks  prior  to  delivery  and  confirmed  by 
x-ray  findings.  It  also  poses  the  problem  of  the 
management  of  such  a complication. 

Case  Report 

P.  S.,  a 25-year-old  white  primigravida,  was  first 
seen  in  consultation  on  December  11,  1946.  Her 
last  menstrual  period  was  on  January  4,  1946.  The 
expected  date  of  delivery  was  November  7,  1946. 
Her  past  personal  history  was  of  no  special  signifi- 
cance. She  started  to  menstruate  at  the  age  of  thir- 
teen, every  twenty-four  to  thirty  days,  the  periods 
lasting  four  to  five  days.  The  prenatal  course  was 
uneventful.  X-ray  examination  on  November  8, 
1946  (Fig.  1)  showed  a face  presentation  at  the  inlet. 


Fig.  1.  Face  presentation  as  shown  by  x-ray  on 
November  8,  1946. 


According  to  the  measurements  there  was  a slight 
disproportion  between  the  head  and  pelvis.  In  the 
opinion  of  the  roentgenologist,  spontaneous  delivery 
might  ensue,  should  the  head  come  through  in  its 
shortest  diameter.  A test  of  labor  was  advised. 

On  December  11  the  patient  was  still  up  and 
about.  Fetal  heart  sounds  were  of  good  quality. 
Membranes  were  intact,  and  the  patient  had  no 
complaints.  Her  urine  was  essentially  negative. 
Blood  pressure  was  112/80.  Her  blood  was  Rh 
positive,  type  A. 

Another  x-ray  study  of  the  pelvis  was  made  ac- 
cording to  the  Caldwell  and  Molloy  method  (Figs. 
2 and  3).  Examination  of  the  abdomen  showed  a 
single  fetus  with  the  face  presenting.  The  fetal 
spine  lay  to  the  maternal  left  side,  and  the  face  was 
seen  on  the  right  side  of  the  pelvic  inlet.  The  head 
was  markedly  overextended.  The  pelvis  showed  a 
fairly  good  inlet  predominantly  of  a gynecoid  con- 
figuration with  a true  conjugate  of  13.4  cm.  and  the 
widest  transverse  diameter  of  11.2  cm.  The  pos- 
terior saggital  measurement  at  the  inlet  was  5 cm. ; 
at  the  midpelvic  plane  it  was  5 cm.  The  bisischial 
diameter  was  9 cm.  Under  normal  circumstances, 
with  a presentation  of  a more  ordinary  variety, 
delivery  from  below  could  be  accomplished.  How- 
ever, with  the  face  presentation  noted  above,  de- 
livery from  below  might  be  dangerous  for  the  fetus. 

Considering  the  fact  that  the  patient  was  defi- 
nitely postmature,  with  some  cephalopelvic  dis- 
proportion and  extreme  hyperextension  of  the  head, 
further  delay  seemed  inadvisable  and  it  was  decided 
to  deliver  her  by  section. 

On  December  12,  a low  flap  cesarean  section  was 
performed  at  the  Crown  Heights  Hospital  under 
fractional  spinal  anesthesia.  Upon  opening  the 
uterus,  the  amniotic  fluid  was  found  to  be  meconium- 
stained.  A baby  boy  was  delivered  without  any 
difficulty.  He  weighed  8 pounds,  14  ounces,  and 
was  livid.  The  skin  was  meconium-stained.  There 
was  delayed  respiration,  and  there  was  no  cry.  The 
head  remained  hyperextended  for  some  time  and 
there  was  an  indentation  between  the  scapulae 
where  the  occiput  was  pressing  against  the  spine. 
After  suction  of  the  trachea  and  administration  of 
oxygen,  the  baby  began  to  breathe  and  cry,  but  the 
respirations  were  irregular,  and  the  cry  was  feeble. 
The  baby  was  placed  in  an  incubator  and  given  sup- 
portive treatment.  In  spite  of  all  efforts,  the  infant 
expired  about  twelve  hours  after  delivery.  An  au- 
topsy showed  atelectasis  of  bot  h lungs  and  dilatation 
of  the  right  ventricle. 

The  mother  nuyJe  an  uneventful  recovery  and  was 
discharged  from  the  hospital  on  the  ninth  post- 
operative day. 

The  interesting  feature  of  this  case  is  the  existence 
of  a face  presentation  for  at.  least  five  weeks  before 
delivery.  By  studying  the  baby’s  posture  in  utero, 
as  seen  by  the  lateral  view  of  the  x-ray  plate,  one  can 
realize  the  extreme  hyperextension  of  the  head.  Re- 
maining in  this  abnormal  posture  for  such  a long 
period  of  time  is  probably  injurious  to  the  fetus. 
This  was  shown  here  by  the  meconium-stained 
amniotic  fluid,  which  was  a sign  of  fetal  embarrass- 
ment, and  the  pulmonary  atelectasis  secondary  to  it. 
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Fig.  2.  Lateral  view  of  an  x-ray,  taken  on 
December  11,  1946,  showing  a face  presentation 
still  present  five  weeks  later. 

Posner  and  Buch,  in  a study  of  face  and  persistent 
brow  presentation,  showed  that  there  was  a higher 
incidence  of  maternal  and  fetal  morbidity  and  mor- 
tality in  cases  of  extension  of  the  head.3  They 
advocated  that  cesarean  section  should  be  given 
greater  consideration  than  heretofore,  in  cases  in 
which  face  presentation  is  diagnosed  early,  especially 
in  primipara. 

It  would,  therefore,  seem  advisable,  in  a case  like 
the  one  presented  here,  when  the  condition  is  recog- 
nized early,  not  to  procrastinate,  but  to  deliver  the 
baby  by  cesarean  section  as  soon  its  viability  is 
certain. 

In  this  way  the  danger  of  intrauterine  embarrass- 
ment to  the  fetus  by  its  long,  abnormal  position 
will  be  lessened,  and  the  tragic  consequences  of  the 
case  reported  here  might  be  avoided. 


Fig.  3.  Detail  of  the  plate,  taken  on  December 
11,  showing  the  extreme  hyperextension  of  the 
head. 


Summary 

A case  of  primary  face  presentation,  diagnosed  by 
x-ray  five  weeks  before  delivery,  is  described.  The 
patient  was  delivered  by  elective  cesarean  section. 
The  fetus  suffered  some  intrauterine  embarrassment 
as  evidenced  by  meconium-stained  amniotic  fluid,  in 
spite  of  the  fact  that  the  patient  was  not  in  labor  and 
the  membranes  were  intact.  Respirations  were 
delayed  and  irregular,  and  the  cry  was  feeble.  The 
baby  died  at  the  end  of  twelve  hours  due  to  pulmo- 
nary atelectasis,  as  proved  by  autopsy  findings. 
This  may  have  been  caused  by  the  precarious  posi- 
tion in  which  the  fetus  remained  for  such  a long 
period  of  time,  as  demonstrated  by  repeated  x-ray 
examinations  taken  five  weeks  before  delivery  and, 
again,  one  day  before  delivery. 

Early  interference  by  cesarean  section  may  be 
indicated  in  such  cases. 
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ONLY  5 PER  CENT  FAIL  TO  GET  POLICIES 

Ninety-five  out  of  100  applicants  for  life  insurance 
obtain  policies,  the  Institute  of  Life  Insurance  re- 
ports. This  is  indicated  by  an  analysis  of  one  year’s 
applications  of  companies  representing  approxi- 
mately one  half  of  all  ordinary  life  insurance  pur- 
chased. The  study,  just  concluded,  shows  that  over 
95  per  cent  of  the  applicants  received  policies,  85  per 
cent  being  standard  rate  policies  and  10  per  cent  ex- 
tra rate  policies. 

Fewer  than  5 per  cent  did  not  secure  the  life  in- 
surance they  applied  for,  and  these  failed  to  qualify 


chiefly  because  of  serious  physical  impairments. 
Heart  trouble  and  high  blood  pressure  constituted 
the  chief  causes  of  uninsurability,  together  account- 
ing for  one  half  of  all  the  cases.  Overweight  was  an- 
other important  cause. 

Fewer  than  one  half  of  1 per  cent  of  all  persons  ap- 
plying for  insurance  failed  to  obtain  it  because  of  un- 
derwriting qualifications  other  than  physical,  in- 
cluding occupation,  location  of  residence,  applica- 
tion for  too  much  life  insurance  relative  to  income, 
habits,  or  excessive  drinking. 


A PSEUDOMUCINOUS  CYST  OF  THE  OVARY  WITH  ASCITES  AND 
HYDROTHORAX 

Samuel  S.  Rosenfeld,  M.D.,  F.A.C.S.,  New  York  City 
{From  the  Department  of  Obstetrics  and  Gynecology,  Lebanon  Hospital ) 


'T'HE  triad  of  ovarian  fibroma,  ascites,  and  hydro- 
thorax,  described  by  Meigs  and  bearing  his  name, 
has  now  been  observed  and  reported  upon  many  times. 
Lest  practitioners,  and  especially  medical  students 
come  to  believe  that  only  ovarian  fibromata  are 
capable  of  producing  ascites  and  hydrothorax,  I be- 
lieve it  of  value  to  report  cases  in  which  neoplasms 
other  than  ovarian  fibromata  were  the  causative 
tumors. 

Calmenson,  Dockerty,  and  Bianco  report  9 cases 
of  pelvic  tumor  in  association  with  ascites  and  hydro- 
thorax treated  at  the  Mayo  Clinic  from  1910  to 
1945;  of  these,  5 were  ovarian  fibromatas,  1 a degen- 
erating uterine  fibromyoma,  1 a fibromyoma  of  the 
uterus  with  pelvic  inflammatory  disease  of  the  ad- 
nexae,  1 a granulosa  cell  tumor  of  the  ovary,  and  1 
a complete  teratoma  of  the  ovary.1 

Frankenthal  reported  a case  where  a theca  cell 
tumor  of  the  ovary  produced  ascites  and  hydro- 
thorax.2 

This  report  is  made  for  the  purpose  of  adding  to 
the  literature  another  case  in  which  ascites  and 
hydrothorax  were  present,  not  in  conjunction  with  a 
fibroma  of  the  ovary  but  with  a massive  pseudo- 
mucinous cyst. 

Case  Report 

Mrs.  A.  U.,  aged  34,  was  admitted  to  the  hospital 
because  of  swelling  of  the  abdomen,  which  she  had 
noted  about  five  months  previously  and  which 
gradually  increased  in  a uniform  manner.  There 
has  been  no  pain  or  tenderness  associated  with  the 
swelling. 

Lately,  she  has  noted  shortness  of  breath,  espe- 
cially on  climbing  stairs,  and  coughing  when  she 
shifts  her  position  in  bed.  There  has  been  no 
hemoptysis  nor  pain  in  the  chest.  She  is  occa- 
sionally dyspneic.  Her  appetite  is  poor,  and  she  be- 
lieves she  lost  weight.  Bowel  movements  are  regu- 
lar. She  has  never  noted  swelling  of  the  ankles  nor 
any  enlarged  veins  in  the  lower  extremities. 

The  menses  began  at  twelve,  and  until  five  years 
ago  the  flow  was  moderate,  lasting  five  days  and 
occurring  at  28-day  intervals.  In  the  last  five  years 
bleeding  occurs  every  28  days,  lasts  nine  days,  is  very 
profuse,  and  accompanied  by  severe  pain  on  the 
third  day  of  the  period.  For  the  last  two  months 
she  has  been  bleeding  every  fourteen  days  for  seven 
days.  She  has  one  living  child,  three  years  of  age, 
delivered  in  the  eighth  month  of  gestation.  There 
is  no  frequency,  difficulty,  or  pain  on  micturition. 

Examination  revealed  a thin  woman,  who  evi- 
dently had  lost  weight,  and  who  had  a distended 
abdomen.  Numerous  moles  are  scattered  over  the 
skin,  especially  large  ones  at  the  lateral  ends  of  the 
clavicles.  The  thyroid  is  not  palpable.  The  heart 
is  normal.  There  is  absence  of  breath  sounds  and 
vocal  fremitus  extending  from  the  right  base  to  the 
seventh  rib  posteriorly.  This  area  is  flat  on  percus- 
sion. In  the  axillary  line  these  signs  extend  to  the 
apex  of  the  axilla. 


The  abdomen  is  distended  markedly.  The  swell- 
ing is  large,  uniform,  and  corresponds  in  size  to  a 
twenty-eight  weeks’  pregnant  uterus.  No  fetal 
heart  sounds  are  heard.  Small  lymph  nodes  are 
palpable  in  both  groins.  There  is  no  swelling  of  the 
ankles,  and  no  varicose  veins  are  visible. 

The  blood  count  on  admission  showed  hemoglobin, 

11.0  Gm.;  red  blood  count,  4,330,000,  and  white 
blood  count,  6,650. 

Differential  count  was  polymorphonuclears,  68 
per  cent;  lymphocytes,  26  per  cent;  band  forms,  5 
per  cent;  and  mononuclears,  1 per  cent. 

Sedimentation  rate  was  55  mm.  after  one  hour 
(Westergreen).  Blood  Wassermann  was  negative. 
Blood  chemistry  preoperative  showed  sugar,  66 
mg.  per  cent;  nonprotein  nitrogen,  31  mg.  per  cent. 

Blood  chemistry  postoperative  showed  total  pro- 
teins, 6.2  Gm.  per  cent;  albumin,  3.7  Gm.  per  cent, 
and  globulin,  2.5  Gm.  per  cent. 

The  urine  on  admission  had  a specific  gravity  of 
1.032  and  showed  an  occasional  red  blood  cell  and 
white  blood  cell. 

Radiographic  examination  of  the  chest  and  fluor- 
oscopy disclosed  pleural  effusion  on  the  right  side  ex- 
tending to  the  level  of  the  fourth  rib  in  the  axillary 
line.  No  gross  changes  were  visible  in  the  left  lung. 
There  was  no  displacement  of  the  cardiac  shadow. 

Thoracentesis  was  performed  and  about  1,200  cc. 
of  clear  yellow  fluid  obtained.  Culture  proved  the 
fluid  to  be  sterile.  Microscopic  examination  failed 
to  reveal  any  tumor  cells. 

The  presumptive  diagnosis  was  multiple  uterine 
fibroids,  associated  with  either  a papillary  cystad- 
enoma  of  the  ovary  or  a fibroma  of  the  ovary.  At 
operation  a massive  pseudomucinous  cyst  of  the 
right  ovary  and  a moderately  enlarged  uterus,  con- 
taining several  intramural  fibroids,  was  found. 

The  ovarian  tumor  occupied  the  greater  part  of 
the  abdominal  cavity.  About  two  liters  of  free  fluid, 
similar  to  that  seen  in  the  cyst  cavity,  was  free  in  the 
abdominal  cavity.  The  left  ovary  appeared  normal. 
There  were  no  peritoneal  implants.  The  liver  and 
gallbladder  were  normal. 

The  cyst  was  removed  in  toto,  except  that  a small 
daughter  cyst  apparently  ruptured  on  the  posterior 
surface  while  the  mass  was  being  removed.  The 
abdomen  was  closed  without  drainage. 

Dr.  Joseph  C.  Ehrlich,  the  pathologist  , reported  as 
follows:  Ovarian  cyst,  measuring  25  by  27  by  11 
cm.,  was  completely  encapsulated  except  at  one  end 
where  there  was  a partial  rupture  about  3 inches 
across.  Mucinous  fluid  appeared  to  be  leaking 
through  this  rupture.  The  capsule  of  the  cyst  had 
a very  smooth,  deeply  congested  appearance  with  a 
few  fibrin  deposits  but  no  evidence  of  papillary  im- 
plants. There  was  no  necrosis  nor  hemorrhage 
visible  from  the  surface.  The  cyst  contained  in- 
numerable daughter  cysts  of  various  sizes.  The 
aggregate  cyst  content  was  calculated  at  about 

14.000  cc.  and  consisted  of  thick  albuminoid  yellow- 
ish material.  All  of  the  cysts  examined  had  a 
smooth  lining.  There  were  no  areas  of  solid  tumor 
tissue. 

Section  revealed  various  cysts  lined  by  a single 
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layer  of  columnar  cells  of  the  mucinous  or  goblet 
type.  The  stroma  of  the  cyst  wall  was  composed  of 
rather  cellular  fibrous  tissue  which  was  quite  vascu- 
lar. There  was  no  histologic  evidence  of  malignant 
character  or  invasive  tendencies. 

Diagnosis. — Pseudomucinous  cystadenoma  of  the 
ovary. 

Summary  and  Conclusion 

A case  is  reported  in  which  ascites  and  hydro- 
thorax were  associated  with  a pseudomucinous  cyst 
of  the  ovary  and  not  a fibroma.  Cases  exhibiting 
the  triad  of  ovarian  tumor,  ascites,  and  hydrothorax 
can  easily  be  confused  with  ovarian  malignancy  and 


metastasis.  It  is  essential,  therefore,  that,  a thor- 
ough study  and  evaluation  of  the  case  history, 
physical,  and  laboratory  findings  be  made  before  a 
patient  exhibiting  the  triad  is  refused,  or  advised 
against,  operation. 

The  convalescence  was  uneventful  and  at  this 
writing  the  patient  is  about  ten  weeks’  pregnant. 

1882  Grand  Concourse 
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MISSISSIPPI  VALLEY  MEDICAL  SOCIETY  ESSAY  CONTEST 


The  eight  h annual  essay  contest  of  the  Mississippi 
Valley  Medical  Society  will  be  held  in  1948,  and  is 
open  to  any  member  of  the  American  Medical  Asso- 
ciation who  is  a resident  of  the  United  States. 

A cash  prize  of  8100,  a gold  medal,  and  a certifi- 
cate of  award  are  being  offered  by  the  Society  for  the 
best  unpublished  essay  on  any  subject  of  general 
interest  (including  medical  economics  and  educa- 
tion) and  practical  value  to  the  general  practitioner 
of  medicine.  Certificates  of  merit  may  also  be 
granted  to  the  physicians  whose  essays  are  rated 
second  and  third  best. 

The  winner  will  be  invited  to  present  his  contribu- 


tion before  the  thirteenth  annual  meeting  of  the 
Society,  to  be  held  in  Springfield,  Illinois,  from  Sep- 
tember 29  to  October  1,  1948,  the  Society  reserving 
the  exclusive  right  to  publish  the  essay  in  its  official 
publication,  the  Mississippi  Valley  Medical  Journal. 

All  contributions  must  be  typewritten  in  English 
in  manuscript  form,  submitted  in  five  copies,  not  to 
exceed  5,000  words,  and  must  be  received  not  later 
than  May  1,  1948. 

Further  details  concerning  the  essay  contest  may 
be  secured  from  Dr.  Harold  Swanberg,  secretary, 
Mississippi  Valley  Medical  Society,  209-224  W.C.U. 
Building,  Quincy,  Illinois. 


ARMY  MEDICAL  CORPS  IIAS  OPENINGS  OVERSEAS  IN  SPECIAL  FIELDS 


The  U.S.  Army  Medical  Department  announces 
the  availability  of  opportunities  for  advanced  train- 
ing and  experience  in  the  various  special  fields  of 
medicine  and  surgery  in  overseas  Army  hospitals. 
These  hospitals  are  registered  with  the  American 
Medical  Association,  and  this  training  may  be  ac- 
ceptable by  the  specialty  board  as  part  of  the  period 
usually  required  to  be  spent  in  limited  practice  and 
experience  prior  to  admission  for  examination. 

Interested  members  of  the  medical  profession  who 
have  completed  the  formal  training  requirements  for 
certification  in  one  of  the  special  fields  are  eligible 
to  apply  for  these  positions.  Openings  available,  as 
of  January  1,  1948,  which  will  be  kept  open  until 
filled,  include:  eye,  ear,  nose,  and  throat,  7;  ob- 


stetrics and  gynecology,  14;  anesthesia,  7;  ophthal- 
mology, 3;  otorhinolaryngology,  3;  neurosurgery, 
1;  orthopedic  surgery,  5;  thoracic  surgery,  1; 
plastic  surgery,  1 ; radiology,  1 1 ; internal  medi- 
cine, 24;  dermatology,  3;  neuropsychiatry,  15; 
pediatrics,  10;  cardiology,  2,  and  pathology,  1. 

Eligible  physicians  are  invited  to  communicate 
with  t he  Surgeon  General,  U.S.  Army,  Washington 
24,  D.C.,  for  further  information.  Inquiries  should 
include:  name,  address,  age,  nationality,  marital 
status,  dependents  with  age  of  each,  medical  school 
and  graduation  date,  internship  and  date,  details  of 
graduate  training,  specialty  and  geographic  loca- 
tion  desired,  contemplated  length  of  service,  and 
details  of  prior  military  service. 


Special  Article 

SOME  ASPECTS  OF  THE  PROBLEM  OF  THE  NEW  YORK  STATE 
MENTAL  HOSPITALS  SYSTEM 

Report  by  the  Committee  on  Public  Health  Relations  of  the  New  York  Academy  of  Medicine 
Prepared  by  E.  H.  L.  Corwin,  Ph.D.,  and  Thelma  Pierce,  New  York  City* 


THE  care  of  the  mentally  ill  is  the  outstanding 
medico-social  problem  of  New  York  State. 
An  indication  of  its  magnitude  is  the  fact  that  25 
per  cent  of  the  annual  operating  budget  of  the  state 
is  expended  for  this  service,  and  even  this  sum  is 
insufficient  to  meet  adequately  the  needs  of  the 
state  mental  institutions.  Whether  there  has  been 
an  actual  increase  in  the  incidence  of  mental  disease 
or  whether  the  increased  admissions  to  mental 
hospitals  indicate  only  an  increased  tendency  toward 
hospitalization  cannot  be  stated  with  accuracy. 
The  fact  remains  that  the  state  hospitals  are  caring 
for  patients  in  excess  of  their  rated  capacity;  in 
some  instances  by  more  than  30  per  cent. 

That  something  must  be  done  to  relieve,  if  not  to 
remedy,  the  situation  is  apparent.  Competent 
bodies,  such  as  the  American  Psychiatric  Associa- 
tion, have  prepared  thoughtful  long-range  plans  for 
^ the  improvement  of  the  state  mental  hospitals. 

The  soundness  of  these  plans  is  not  to  be  questioned 
, in  point  of  the  goals  to  be  attained.  Unfortunately, 
,tlj  the  implementation  of  the  plans  is  not  of  immediate 
possibility,  partly  because  of  the  expenditures  in- 
yj  volved  and  also  because  of  the  lack  of  the  necessary 
t0  trained  personnel.  What  is  attempted  in  this  report 
r is  not  the  delineation  of  an  ideal  but  the  formulation 
of  practical  suggestions  for  improvements  which 
may  be  feasible  in  the  proximate  future. 
iP.  The  experience  and  observation  of  the  members 
[•'  of  the  Committee  have  been  complemented  by 
information  secured  from  the  Commissioner  of 
Mental  Hygiene  of  the  State  of  New  York,  from 
representative  state  hospital  directors,  and  from 
other  sources.  These  data  have  been  combined  with 
those  obtained  from  the  comprehensive  literature 
on  the  subject  to  form  the  basis  for  this  report. 


lliail 

JTV, 

''  1 
llt’di*  I 
15; 


icate 

IpuB 

iould 

jriial 

chod 

lilsoi 


Principal  Problems 

Overcrowding  of  Institutions—  Most  of  the  problems 
of  the  state  mental  hospital  administrators  are 
aggravated  by  the  fact  that  the  majority  of  the 
institutions  house  more  than  their  rated  capacity. 
The  Annual  Report  of  the  Department  of  Mental 
Hygiene  for  the  year  ending  March  31,  1944,  the 
last  printed  report,  stated  that  the  number  of  pa- 
tients in  state  mental  hospitals  was  14.6  per  cent  in 
excess  of  rated  capacity.  At  the  present  time,  the 
overcrowding  is  from  25  to  35  per  cent  in  the  in- 
stitutions close  to  New  York  City. 

Many  factors  have  contributed  to  the  over- 
crowding of  the  hospitals.  Not  the  least  important 
of  these  is  the  aging  of  the  population,  which  has 
increased  the  number  of  potential  senile  and  arterio- 
sclerotic patients.  The  lengthening  lifespan  will 
continue  to  contribute  to  this  potential  group. 
But  perhaps  the  most  important  reason  for  the 

* Under  the  guidance  of  a subcommittee  composed  of 
Charles  Gordon  Heyd,  M.D.,  chairman;  Frederick  R.  Bailey, 
M.D.,  Carl  Binger,  M.D.,  Hubert  S.  Howe,  M.D.,  and  S. 
Bernard  Wortis,  M.D. 


increase  in  the  actual  number  of  admissions  of 
senile  and  arteriosclerotic  patients  is  fundamentally 
sociologic.  With  the  exodus  of  women  into  business 
and  with  the  trend  toward  smaller  living  quarters, 
the  care  of  the  aged  in  the  homes  of  relatives  has 
become  well-nigh  impossible.  The  aged  are  being 
placed  in  state  hospitals  if  they  exhibit  even  minor 
mental  symptoms.  This  has  resulted  in  crowding 
the  wards  of  the  state  hospitals  with  patients  who 
primarily  require  supervision. 

It  has  been  suggested  that  separate  units  for  the 
care  of  senile  and  arteriosclerotic  patients  be  estab- 
lished in  connection  with  either  state  mental 
hospitals  or  general  hospitals,  county  or  voluntary. 
These  patients  need  a type  of  care  which  differs 
from  that  required  by  other  mental  patients. 
Their  mental  derangement,  however,  does  necessitate 
the  employment  of  personnel  experienced  in  the 
care  of  mental  illness.  For  this  reason,  “homes  for 
the  aged”  would  be  unsuitable  in  that  they  would  not 
provide  sufficient  protection  for  such  patients. 

Dementia  praecox  patients,  who  make  up  the 
largest  percentage  of  the  mental  hospitals’  popula- 
tion, 56  per  cent,  will  probably  continue  to  require 
about  the  same  proportion  of  hospital  care  in  the 
future  as  they  have  in  the  past,  since  the  number  of 
such  patients  on  the  hospital’s  books  has  varied 
little  in  recent  years.  The  use  of  shock  therapy 
and  preventive  measures  may  reduce  the  size  of  this 
group,  but  the  gain  so  obtained  will  not  be  appreci- 
able until  more  effective  preventive  and  thera- 
peutic technics  are  devised  and  utilized.  These 
require  specially  trained  personnel  in  every  state 
mental  hospital. 

It  is  regrettable  that  the  experience  with  shock 
therapies  is  not  being  systematically  and  com- 
pletely reported.  In  addition,  research  in  the  bio- 
logic, physiologic,  endocrinologic,  and  psychologic 
phases  of  dementia  praecox  is  urgently  needed. 
Adequate  programs  for  the  study  of  this  problem 
should  be  undertaken  in  the  mental  hospitals,  and 
provision  should  be  made  for  stimulating  contact 
with  other  research  workers  in  this  and  allied  fields. 

Manic-depressive  patients  made  up  about  6 
per  cent  of  the  first  admissions  to  New  York  State 
mental  hospitals  for  the  years  1940  to  1944.  While 
large  numbers  of  these  patients  were  discharged 
either  as  recovered  or  improved,  it  is  well  known 
that  they  form  a high  percentage  of  readmissions  to 
the  institutions.  Present-day  knowledge  of  this 
disease  does  not  indicate  great  hope  that  the  size  of 
this  group  will  be  reduced  greatly  in  the  near  future. 

There  are,  however,  two  groups  of  patients  who, 
to  a large  extent,  can  be  expected  to  disappear  from 
the  rolls  of  the  state  mental  hospitals.  The  first 
of  these  groups  is  that  of  the  general  paretic  pa- 
tients. New  methods  of  treating  syphilis  and  the 
program  of  public  education  with  regard  to  early 
treatment  of  this  disease  should  make  possible  an 
almost  complete  elimination  of  general  paresis  in 
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the  not-too-distant  future.  Should  this  be  con- 
summated, there  will  be  a release  of  5 per  cent  of 
the  existing  bed  capacity  for  other  types  of  patients. 

The  second  group  of  patients  who  can  be 
eliminated  to  a large  extent  from  the  mental  hos- 
pitals are  alcoholics.  Few  of  this  group  require 
long-term  care.  For  the  most  part,  alcoholic 
patients  admitted  to  mental  hospitals  are  suffering 
from  acute  episodes  and  do  not  need  the  type  of 
care  which  the  state  mental  institution  is  planned 
and  equipped  to  render.  With  few  exceptions, 
alcoholic  patients  can  better  be  cared  for  in 
special  divisions  of  general  hospitals.  A period 
of  observation  in  the  general  hospital,  of  sufficient 
length  to  determine  the  probable  duration  of  the 
aberration,  would  make  it  possible  to  eliminate 
from  the  state  hospital  rolls  all  but  those  few  al- 
coholic patients  whose  mental  illness  is  of  a per- 
manent character.  Proper  methods  of  treatment, 
designed  to  reach  the  root  of  the  difficulty  and 
carried  out  in  a special  unit  of  the  general  hospital, 
should  make  it  possible  for  many  alcoholics  to 
return  to  society;  those  who  are  irredeemable  should 
be  placed  in  appropriate  farm  colonies. 

A procedure  which  could  be  expected  to  result 
in  the  reduction  of  the  number  of  patients  in  the 
state  mental  institutions  is  that  of  the  re-examina- 
tion and  possible  rediagnosis  of  all  patients.  Too 
often  patients  who  apparently  require  only  custodial 
care  are  relegated  to  the  “back  wards”  of  the  in- 
stitutions where  they  may  not  be  seen  by  a com- 
petent psychiatrist  for  months  and  sometimes 
longer.  A certain  percentage  of  these  patients 
might,  with  proper  reconsideration  of  their  condi- 
tion, be  discharged,  placed  on  “convalescent  status,” 
or  sent  to  “family  care,”  a form  of  foster  home  care. 
Any  one  of  these  dispositions  would  relieve  the 
pressure  on  overworked  staffs. 

It  is  recognized  that  the  reclassification  of  all 
state  mental  hospital  patients  is  a gargantuan  task 
and  one  which  may  well  be  beyond  the  physical 
capacity  of  the  psychiatric  staffs  of  the  institutions. 
It  might  be  possible,  however,  to.  obtain  the  services 
of  teams  of  outside  psychiatrists  to  assist  in  this 
work  of  reclassification.  The  over-all  benefits  of 
such  a task  might  well  justify  the  expense  for  such 
a service.  Staffs  should  be  adequate  to  make 
periodic  examinations  of  all  patients  and  thus 
obviate  the  necessity  of  undertaking  such  a task 
at  a particular  time. 

The  “family  care”  program  of  the  state  mental 
hospitals  should  be  re-evaluated.  The  remunera- 
tion of  persons  undertaking  this  type  of  responsi- 
bility should  be  brought  to  a level  which  would 
make  it  possible  to  obtain  suitable  homes  for  the 
patients  and  which  would  induce  more  families  to 
accept  patients.  Many  patients  might  be  of  service 
to  farmers,  for  example,  and  the  shortage  of  man- 
power in  the  agricultural  field  should  interest  farm- 
ers in  taking  on  such  helpers  if  the  allowances 
were  consistent  with  the  present  cost  of  living. 

The  establishment  of  adequate  clinics  for  out- 
patient care  throughout  the  State  would  prevent 
the  commitment  of  some  patients  by  providing 
ambulatory  psychiatric  service  for  them;  it  would 
make  possible  the  release  of  patients  who  are 
now  in  institutions  only  because  they  need  supportive 
therapy  which  at  present  they  otherwise  cannot 
obtain.  The  sooner  a mental  patient  can  be  re- 
turned safely  to  his  community,  the  less  is  the  danger 
of  his  becoming  "institutionalized”  and  requiring  a 
prolonged  or  permanent  stay  in  the  hospital. 

At  no  time  should  a patient  remain  in  a mental 


hospital  because  of  the  contribution  he  may  make  li 
to  any  service  of  the  institution. 

Understaffing — Whenever  it  becomes  necessary 
to  crowd  patients  in  an  institution  the  task  of  caring  j| 
for  them  mounts  in  a geometric  ratio.  The  lack  of  [ 
sufficient  space  necessitates  the  use  of  recreation  ij 
rooms  as  dormitories  and  thus  makes  more  difficult  I 
the  provision  of  proper  exercise  and  relaxation  for  Ll 
the  patients.  The  crowding  of  wards  makes  thor-  i 
ough  cleaning  a problem  and  adds  to  the  likelihood  i 
of  friction  and  irritation  among  the  patients,  j 
These  and  other  factors  call  for  the  employment  of  j 
additional  personnel.  Unfortunately,  most  state 
mental  hospitals  have  available  less  than  their 
approved  quotas  of  all  types  of  personnel. 

The  low  salaries  paid  by  the  state  hospitals 
make  impossible  the  attraction  of  attendants  of  a 
caliber  able  to  contribute  to  a constructive  recovery 
program.  Inadequate  examinations  and  the  neces- 
sity of  hiring  such  personnel  from  Civil  Service 
lists  aggravate  the  problem.  And  inept  handling  by 
an  attendant  can  retard  the  progress  of  a patient 
for  months,  or  even  permanently. 

If  the  psychiatrists  provided  for  in  the  New  York 
State  budget  were  in  service,  the  ratio  of  patients  to 
psychiatrists  would  be  161  to  1 ; actually  it  is  187 
to  1.  The  lack  of  sufficient  psychiatric  staff 
precludes  proper  psychotherapy  for  many  patients. 
Patients  who  receive  shock  therapy  require,  for 
best  results,  complementary  psychotherapeutic 
interviews.  These  interviews  need  not  be  lengthy 
but  should  be  held  daily  to  make  certain  that  the  1 
patient  obtains  proper  insight  into  his  condition  fl 
and  is  thus  in  less  danger  of  a relapse. 

Low  salaries,  unsuitable  housing,  and  the  poor  I 
quality  of  the  food  make  state  mental  hospital  1 
work  unattractive  to  ambitious  and  alert  psychia-  1 
trists.  When  to  these  factors  are  added  a lack  of 
contact  with  other  medical  disciplines  and  a lack 
of  a stimulating  program  of  treatment  and  research, 
the  difficulties  in  obtaining  trained  psychiatrists  for 
the  state  institutions  are  increased. 

Those  responsible  for  the  administration  of  New  ; 
York’s  mental  hospitals  constantly  appeal  to  the 
Legislature  for  additional  funds  with  which  to  do  a 
proper  job,  often  without  avail.  Even  in  the  face 
of  this  handicap,  it  might  be  possible  to  attract  young 
men  and  women  if  sufficient  intellectual  stimulation 
and  a good  work  environment  were  offered. 

A program  which  would  provide  additional 
hospital  personnel  and  which  would  be  of  benefit  i 
to  all  future  physicians  would  be  the  inclusion  of  a 
three-month  residence  in  a mental  institution  as  a;l 
part  of  the  regular  rotating  internship.  Such  a 
plan  presupposes  a regular  hospital  staff  competent 
to  train  young  men,  an  active  program  of  treat- 
ment, and,  wherever  possible,  research. 

Those  mental  hospitals  which  aspire  to  train  | 
psychiatrists  must  of  necessity ' have  adequate 
staffs  and  proper  facilities  for  training.  The 
number  of  psychiatrists  needed  in  the  United  States 
is  estimated  at  10,000  at  the  present  time.  We  l! 
have  but  3,500.  Only  an  active,  forward-looking  t 
mental  hospital  program  can  meet  the  need. 

The  housing  and  maintenance,  of  state  hospital 
personnel  should  be  improved  wherever  it  is  below  | 
standard.  In  those  institutions  in  which  there  is  a 
shortage  of  space,  the  possibilities  of  temporary  or  j 
permanent  outside  housing  for  employees  should  be  [ 
considered.  Attractive  housing  of  employees  is  an! 
important  factor,  since  maintenance  constitutes  a 
large  portion  of  their  remuneration.  Apparently,  it 
is  difficult  or  impossible  to  obtain  additional  money  j! 
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with  which  to  raise  the  salaries  to  a proper  level,  and 
it  would  seem  that  the  most  practical  way  to  attract 
employees  would  be  through  the  provision  of  attrac- 
tive living  conditions  and  stimulating  programs. 

Parti}-  because  many  of  the  state  hospitals  for 
mental  disease  are  enormous  institutions  but  mainly 
because  there  is  a lack  of  proper  planning  and  organi- 
zation, the  various  members  of  the  staff  who  deal 
directly  with  the  patients  feel  that  they  are  mere 
cogs  in  a huge  machine.  They  can  see  only  the 
small  tasks  assigned  to  them.  If  it  were  possible 
to  make  each  individual  employee  conscious  of  the 
fact  that  each  bit  of  care  is  a part  of  a well  thought 
out  whole,  the  entire  level  of  care  would  be  raised. 

Lack  of  Adequate  Funds — In  1945,  the  American 
Psychiatric  Association  recommended  a plan  of 
patient  care  which,  if  carried  out,  would  have  raised 
the  per  patient  per  diem  cost  to  85.00.  This  would 
have  meant  an  annual  cost  for  the  State  of  New 
York  of  $153,300,000,  or  more  than  twice  as  much 
as  was  appropriated  for  the  care  of  all  patients 
(psychiatric,  feebleminded,  and  epileptic)  under  the 
supervision  of  the  State  Department  of  Mental 
Hygiene  in  1947. 

Rising  prices  have  made  it  even  more  difficult  for 
state  mental  hospital  administrators  to  manage  on 
their  allotted  inadequate  budgets.  Increased  costs 
of  living  are  reflected  not'  only  in  per  diem  food 
costs  but  also  in  the  salaries  demanded  by  employees. 
The  State  salary  scales  are  below  the  average  for 
the  community,  and  the  consequence  is  loss  of  per- 
sonnel Jo  higher  paying  jobs  outside  the  mental 
hospitals.  On  top  of  this,  more  patients  than 
previously  are  being  admitted.  This  means  that 
the  administration  of  the  hospitals  is  faced  with  the 
problem  of  caring  for  more  patients  with  less  help 
and  approximately  the  same  number  of  inflated 
dollars. 

The  necessity  of  spreading  the  available  monies 
over  the  hump  of  increased  costs  has  meant  that  the 
buildings  have  been  allowed  to  deteriorate  for  lack 
of  proper  maintenance  and  that  needed  expansion 
of  facilities  has  not  been  made.  The  purchase  of 
modern  equipment  has  been  postponed,  and  the 
construction  of  addit  ional  units  has  been  delayed. 

In  1944,  a commission  appointed  by  Governor 
Dewey  to  study  the  State  hospital  situation  re- 
ported that  the  methods  employed  in  the  collection 
of  payments  from  relatives  of  patients  were  in- 
adequate. The  answers  to  a questionnaire  sent  to 
the  relative  asking  the  amount  of  his  earnings  were 
not  notarized,  and  no  attempt  was  made  to  check  the 
accuracy  of  the  statements  made.  The  commission 
recommended  that  a corps  of  agents  be  employed 
to  make  spot  checks  on  the  questionnaires  so  sub- 
mitted and  that  improved  methods  of  determining 
the  proper  scale  of  payment  be  devised.  It  was 
noted  that  the  Department  of  Mental  Hygiene 
made  no  attempt  to  learn  whether  or  not  the 
financial  status  of  a relative  improved  or  deterior- 
ated over  a period  of  years.  It  would  seem  that, 
owing  to  such  methods,  a potentially  large  source 
of  revenue  has  been  completely  overlooked.  The 
sums  obtained  from  relatives  for  patient  care  might 
go  a long  way  toward  making  possible  much  needed 
improvements.  More  efficient  collection  methods 
at  least  should  be  given  a trial.  Care  should  be 
taken,  however,  to  assure  that  no  patient  is  dis- 
charged before  his  condition  warrants,  regardless  of 
the  ability  of  his  family  to  pay  for  him.  Conversely, 
no  patient  should  remain  in  the  institution  because 
his  family  is  able  to  pay  the  maximum  rate  de- 
manded. 


Social  Service — An  active  and  competent  social 
service  department  is  an  invaluable  asset  in  state 
mental  institutions.  By  carrying  on  the  work  of 
dealing  with  patients’  relatives  and  by  following  up 
discharged  patients,  the  social  workers  can  do  much 
to  reduce  the  load  of  the  hospitals’  psychiatrists. 

Inadequate  Physical  Plants. — Some  of  the  mental 
hospitals  in  New  York  State  are  over  a hundred 
years  old.  They  were  built  in  the  days  when  the 
care  of  mentally  ill  persons  was  still  not  far  removed 
from  that  accorded  to  criminals,  and  many  still 
retain  much  of  the  atmosphere  of  the  jail. 

Granting  that  present  building  costs  make  the 
construction  of  new  units  impossible,  there  is  reason 
to  suppose  that  a study  of  present  facilities  by  ex- 
pert architects  could  result  in  a more  efficient  use  of 
available  space.  Minor  alterations  in  many  of 
the  buildings  might  result  in  more  room  for  patients 
and  might  make  possible  the  use  of  space  now-  oc- 
cupied by  excessively  large  corridors  or  other  “use- 
less” areas. 

It  would  seem  uneconomical  to  allow  buildings  to 
deteriorate  because  they  “will  be  torn  down  some- 
day anyhow.”  This  argument  cannot  justify  ob- 
solete plumbing  and  insufficient  toilet  facilities. 

Optimum  Ratios  of  Personnel  to  Patients 

The  standards  of  mental  hospital  care  suggested 
by  the  American  Psychiatric  Association  pre- 
suppose a stratification  of  levels  of  service.*  The 
Association  recommends  that  the  unit  for  the 
admission  of  patients  should  be  small  and  appropri- 
ately staffed  to  make  possible  a careful  study  of  the 
patient  and  an  accurate  diagnosis  of  Ins  condition. 
The  acutely  ill  would  be  accommodated  in  units 
best  suited  to  their  conditions.  For  these  two 
units  the  recommendation  is  one  psychiatrist  for 
30  patients.  For  those  patients  for  whom  there 
appears  to  be  little  hope  of  recovery  a custodial 
unit,  with  one  psychiatrist  for  each  200  patients, 
w-ould  be  provided. 

In  addition  to  these  sections,  the  Association 
recommends  that  a mental  hospital  have  a separate 
unit  for  patients  on  “convalescent  status,”  where  the 
ratio  of  psychiatrists  to  patients  w-ould  be  1 to  50, 
as  well  as  a special  unit  for  those  who  present  a 
favorable  prognosis  but  w-ho  require  long-term  care, 
with  a ratio  of  one  psychiatrist  to  75  patients. 

While  the  cost  of  such  a program  w-ould  run  to 
$5.00  per  diem  per  patient,  the  adoption  of  some 
parts  of  the  Association’s  program  might  be  possible 
in  the  state  mental  hospitals.  For  example,  an 
adequate  admitting  unit  might  be  established  with- 
out undue  additional  expenditure. 

Recognition  of  Needed  Supplementary  Facilities 

The  need  and  practicality  of  psychiatric  depart- 
ments in  general  hospitals  has  been  demonstrated 
not  only  as  a supplement  to  the  existing  facilities 
but  also  as  of  basic  importance  to  the  recognition  and 
treatment  of  early  cases  of  mental  illness  and  to  the 
provision  of  opport  unities  for  general  hospital  staffs 
to  become  familiar  with  psychiatric  clinical  material. 

If  the  recommendations  of  the  New-  York  City 
Master  Plan  for  Hospitals  with  regard  to  mental 
patients  were  adopted  t hroughout  the  State,  it  would 
somew-hat  relieve  the  pressure  on  the  State  hospitals 


* Almost  100  years  ago  Dr.  Thomas  Story  Kirkbriile  wrote 
in  his  Hospitals  for  the  Insane,  that  there  must  be  many 
small  units  for  "classification,  so  that  those  patients  most 
likely  to  benefit  each  other  will  be  together.”  Taken  from 
Dr.  Kirkbride  and  His  Mental  Hospital  by  Earl  D.  Bond, 
M.I).,  S.  B.  Lippincott  Co.,  Philadelphia,  1947,  p.  152. 
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and  would  preclude  the  commitment  of  many 
patients.  The  Plan  estimates  that  8 beds  per  1 ,000 
population  are  needed  for  mental  patients;  of  these, 

0.3  bed  per  1,000  population  should  be  provided  in 
general  hospitals.  , 

It  has  been  recognized  only  recently  that  much  of 
mental  illness  has  its  origin  in  the  maladjustments 
which  arise  from  life  in  an  increasingly  complex 
society.  Psychiatric  clinics  are  needed  for  those 
who  find  themselves  faced  with  problems  beyond 
their  ability  to  solve,  and  are  where  competent  psy- 
chiatric guidance  might  be  obtained  at  low  cost.  Be- 
cause of  the  lack  of  such  facilities  many  persons 
with  early  symptoms  of  mental  illness  grow  pro- 
gressively worse  until  commitment  to  a state  mental 
hospital  becomes  the  only  solution.  Accurate 
estimates  of  t he  number  of  persons  who  could  have 
avoided  institutionalization  cannot  be  made,  but  all 
indications  are  that  the  number  would  be  large. 
Unfortunately,  proper  psychiatric  aid  is  at  present 
too  expensive  for  the  average  citizen. 

Psychiatric  clinics  would  serve  still  another  pur- 
pose. They  would  make  possible  the  discharge 
from  mental  hospitals  oj’  many  of  those  patients 
who  remain  in  the  institution  solely  for  supportive 
treatment.  With  the  establishment  of  proper 
clinics  these  persons  could  live  in  the  community 
and,  in  some  cases,  might  be  able  to  work  and  to 
earn  at  least  a portion  of  their  own  expenses. 

The  value  of  adequate  psychiatric  facilities  for 
young  persons  cannot  be  overestimated.  The 
early  diagnosis  of  schizophrenia,  a disease  of  young 
people,  for  example,  makes  more  likely  the  successful 
result  of  shock  therapy.  And  it  should  be  remem- 
bered that  schizophrenic  patients  constitute  the 
bulk  of  the  state  hospital  population. 

The  variety  of  groups  which  could  be  served  by 
well-run  psychiatric  clinics  is  too  great  to  enumerate. 
To  mention  only  a few:  the  courts  of  domestic 

relations,  the  courts  dealing  with  juvenile  delin- 
quency, boards  of  education  and  health,  visiting 
nurse  organizations,  and  welfare  agencies.  Funds 
for  the  maintenance  of  these  clinics  should  be  pro- 
vided by  the  state.  To  accomplish  this,  it  may  be 
necessary  to  amend  the  existing  state  law. 

Dr.  George  S.  Stevenson,  medical  director  of  the 
National  Committee  for  Mental  Hygiene,  has  stated 
that,  “What  we  need  today  is  an  entirely  new  con- 
cept of  public  psychiatry.”  At  present,  “.  . . 
Public  psychiatry  is  not  focused  on  the  community 
where  the  mental  problems  originate  and  to  which 
the  patient  must  return  if  treatment  is  success- 
ful  WThat  we  need  is  to  realize  that  the  mental 

hospital  constitutes  only  one  aspect  of  the  whole 
field  of  public  psychiatry.”* 

The  rapid  growth  of  the  American  hospital 
system  has  resulted  in  an  emphasis  on  the  hospital 
rather  than  on  the  patient.  A hospital-focus  rather 
than  a patient-focus  is  noted  in  the  state  mental 
hospitals.  The  individual  is  lost  in  the  mass.  He 
becomes  but  the  bearer  of  a diagnostic  label;  his 
name  is  frequently  unknown  even  to  the  nurse  on 
his  ward. 

This  depersonalized  attitude  is  due  in  greater  part 
to  the  enormous  size  of  most  of  the  New  York  State 
mental  institutions.  In  smaller  part  it  is  due  to  a 
carry-over  of  public  indifference  to  the  fate  of  the 
mentally  ill.  Public  thinking  has  not  yet  ad- 
vanced to  the  stage  where  it  can  recognize  that  ill- 
ness of  mental  character  is  no  less  an  illness  than  is 
that  of  physical  character. 

* Stevenson,  Cleor-ge  S.f  “Needed:  A Plan  for  the  Mentally 
111/'  New  York  Times  Magazine,  July  27,  1947,  p.  111. 


When  most  of  the  mental  hospitals  were  built, 
the  prevailing  opinion  was  that  psychotic  patients 
should  be  seen  as  little  as  possible,  the  basic  reason 
for  placing  such  institutions  in  rural  locations.  A 
little  of  the  superstition  of  “possession”  still  clings  to 
mental  disease. 

A step  toward  the  eradication  of  this  medieval 
attitude  would  be  to  place  mental  hospitals  in 
urban  locations  where  they  would  stand  in  the 
current  of  general  medical  activity.  This  change 
would  enable  medical  schools  to  offer  and  insist 
upon  a period  of  training  in  the  care  of  the 
mentally  ill.  It  would  make  possible  the  patients’ 
maintaining  some  extramural  contacts  through 
the  visits  of  relatives  and  friends,  and  it  would  keep 
the  hospital  staff  alert  by  necessitating  a forward 
approach  similar  to  that  of  other  types  of  institu- 
tions for  the  care  of  the  sick. 

In  view  of  the  reports  that  mental  illness  occurs 
in  about  one  out  of  every  five  families  in  the  United 
States,  that  much  of  such  illness  can  be  prevented 
or  alleviated  by  proper  treatment,  that  mental 
hospitals  are  overcrowded  and  understaffed,  that 
better  and  more  training  should  be  provided  for 
those  interested  in  working  with  mental  patients, 
it  is  imperative  that  the  facts  of  the  present  situation 
be  brought  to  the  attention  of  the  proper  authorities, 
and  particularly  of  the  legislators,  in  order  that 
adequate  preventive  and  curative  measures  may  be 
provided. 

Summary  and  Recommendations 

In  approaching  the  whole  problem  of  the  care  of 
the  mentally  ill,  it  was  realized  that  there  might  be 
no  finality  to  the  conclusions  reached,  that  the 
problems  and  their  solutions  might  change  with 
changing  conditions.  At  present,  however,  the 
mental  hospital  administrators  of  the  State  of 
New  York  face  difficult  and  numerous  problems,  not 
the  least  of  which  is  the  provision  of  care  for  more 
patients  than  the  rated  capacity  of  their  institu- 
tions. Lack  of  adequate  funds  makes  impossible 
the  procurement  of  sufficient  and  competent  per- 
sonnel. Obsolete  buildings  in  bad  repair  and  of 
inefficient  design,  many  of  them  located  in  remote 
places  and  away  from  contact  with  progressive 
medical  procedures,  add  to  the  complexity  of  the  : 
situation. 

Public  indifference  to  the  fate  of  mental  patients 
is  reflected  in  the  depersonalization  of  the  care 
rendered  to  state  hospital  patients.  Research  is 
needed  in  the  hospitals,  not  only  to  determine  some  .A 
of  the  possible  physiologic  causes  of  mental  disease 
but  also  to  act  as  a stimulus  to  attract  alert  and  pro-1' 
gressive  personnel.  Since  a satisfactory  research 
program  presupposes  competent  personnel  and ! 
proper  facilities,  the  provision  of  such  a program 
would  make  possible  the  establishment  of  urgently 
needed  training  centers  for  interns  and  medical 
students. 

Because  it  is  apparent  that  immediate  measures  i 
must  be  taken  to  alleviate  certain  manifest  deficien- 
cies and  that  plans  must  be  laid  for  the  future  !: 
recommendations  should  be  based  on  three  proxi- 
mate measures  of  time : 

1.  Immediate — to  correct  existing  deficient 
cies  in  the  shortest  possible  space  of  time  and 
with  the  least  possible  expenditure  of  funds. 

2.  Intermediate — to  project  short-range  pro- 
grams which  are  compatible  with  present  condi-  i 
tions  but  which  lead  toward  the  ultimate  goal  o 
the  long-range  programs. 
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3.  Future — to  outline  plans  which  are  basic 
rather  than  merely  remedial. 

There  is  an  intentional  overlapping  of  the  three 
types  of  recommendations  because  an  attempt  has 
been  made  to  keep  in  mind  the  future  ideal,  even 
while  considering  immediate  and  interim  measures. 

The  Committee  recommends  that  the  following 
immediate  steps  be  taken  to  improve  existing  de- 
ficiencies: 

1.  The  existing  overcrowding  should  be 
remedied.  An  important  causative  factor  in  this 
situation  is  the  lengthening  lifespan.  Because 
of  economic  and  social  conditions,  as  well  as  the 
lack  of  other  facilities,  large  numbers  of  senile, 
hypertensive,  and  arteriosclerotic  patients  are 
committed  to  mental  hospitals.  Although  many 
of  these  patients  require  active  psychiatric  care 
and  trained  supervision,  their  physical  degenera- 
tion calls  for  appropriate  medical  attention.  It 
would  seem  advisable,  therefore,  for  the  State  to 
establish,  in  connection  either  with  mental  in- 
stitutions or  the  county  and  voluntary  general 
hospitals,  separate  units  for  the  proper  care  and 
study  of  this  group.  Such  an  arrangement  would 
prevent  the  present  neglect  of  these  large  groups 
of  the  aged. 

Most  alcoholic  patients,  likewise,  do  not  require 
the  type  of  care  which  the  state  mental  hospital 
can  give.  Save  for  alcoholic  psychoses,  their 
mental  derangement  is  of  a temporary  nature. 

, ! Special  units  in  general  hospitals  are  more  suited  to 
i care  for  alcoholic  patients  and,  unless  there  is 
evidence  of  psychosis,  these  persons  should  not  be 
directed  to  state  mental  hospitals.  Tuberculosis 
,.f  patients  who  are  mentally  ill  should  be  cared  for  in 
separate  units,  equipped  and  staffed  specifically  for 
,,,  | the  purpose. 

2.  A systematic,  periodic  review  of  patients 
should  be  instituted  with  the  help  of  outside 
psychiatrists,  if  necessary,  in  order  that  prompt 
arrangements  may  be  made  for  patients  to  be 
discharged  or  placed  on  “convalescent  status” 
or  in  “family  care.” 

3.  The  “family  care”  program  should  be  ex- 
panded. Efforts  should  be  made  to  secure  more 
foster  homes  for  the  care  of  mental  patients  and  to 
bring  the  rates  of  payment  for  such  care  to  levels 
in  keeping  with  the  present  costs  of  living. 

4.  Stimulating  programs  of  care  and  treat- 
ment, in  which  each  staff  member  would  partici- 
pate actively,  should  be  initiated. 

5.  Every  effort  should  be  made  to  attract 
competent  personnel  through  adequate  salaries 
and  good  living  conditions,  food,  housing,  and 
provision  of  stimulating  work  opportunities. 

6.  Efforts  should  be  made  to  obtain  larger 
payments  from  patients’  relatives  by  the  use  of 
proper  investigation  and  collection  methods. 
Such  procedures  might  constitute  an  extra  source 
of  revenue  for  needed  improvements. 

7.  Essential  repairs  to  existing  buildings 
should  be  made  without  delay.  No  effort  should 
be  spared  to  insure  proper  sanitation  and  ade- 
quate toilet  and  bathing  facilities. 

8.  Expert  architects  should  be  consulted  to 
determine  whether  minor  alterations  in  present 
buildings  might  result  in  a more  efficient  use  of  the 
existing  space. 

9.  To  the  fullest  possible  extent,  modern 
treatment  methods  should  be  instituted  in  all 
state  mental  hospitals,  and  the  staffs  trained  to 
use  them. 
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10.  The  inadequacies  in  the  present  system 
of  public  psychiatric  care  should  be  brought  to  thp 
attention  of  the  public  and  of  the  legislative 
bodies.  The  false  economy  of  short-sighted 
policies  and  antiquated  methods  and  equipment 
should  be  emphasized. 

11.  For  attendants,  a period  of  training  should 
be  followed  by  a Civil  Service  examination  to 
determine  the  qualifications  of  these  persons. 
More  latitude  than  now  exists  should  be  given 
to  the  individual  hospitals  in  the  selection  of 
attendants  for  training. 

12.  An  adequate  complement  of  suitably 
prepared  and  interested  social  workers  should  be 
provided. 

The  Committee  recommends  that  the  following 
intermediate  steps  be  taken  to  improve  existing 
conditions  as  well  as  to  pave  the  way  for  future 
changes: 

1.  There  should  be  set  up  a long-term  plan- 
ning board  to  formulate  a definite,  concrete, 
integrated  policy  or  program  for  the  future  care 
of  the  mentally  ill. 

2.  A definite  limitation  should  be  imposed 
upon  the  size  of  the  institutional  units.  The 
consensus  of  competent  expert  opinion  is  that  to 
operate  efficiently  no  hospital  should  have  more 
than  3,000  beds.  The  optimum  calls  for  con- 
siderably smaller  units. 

3.  New  mental  hospitals  should  be  located  in 
close  proximity  to  large  urban  centers  so  that  they 
may  become  affiliated  with  teaching  institutions. 

4.  Inasmuch  as  it  is  impossible  to  rebuild  all 
the  State  mental  institutions  in  the  immediate 
future,  it  might  be  advisable  to  designate  either 
a new  hospital  or  one  of  those  now  in  existence 
as  an  experimental  unit.  In  such  a unit  new 
approaches  to  treatment,  administration,  organi- 
zation, and  construction  could  be  tried  out  with  a 
view  to  their  use  in  the  other  State  institutions. 

5.  As  many  as  feasible  of  the  recommenda- 
tions of  the  American  Psychiatric  Association 
and  the  Master  Plan  for  Hospitals  in  New  York 
City  should  be  incorporated  in  the  evolving  plans 
for  the  care  of  the  mentally  ill.  Psychiatric 
units  in  general  hospitals  should  be  maintained 
by  State  or  federal  aid.  Existing  laws  should  be 
amended  to  make  this  possible. 

6.  Every  effort  should  be  made  to  establish 
sufficient  and  adequate  psychiatric  clinics  to 
insure  proper  preventive  outpatient  care  and 
treatment,  as  well  as  posthospital  attention. 

7.  The  remuneration  of  physicians,  nurses, 
and  attendants  should  be  fair  and  in  keeping 
with  their  professional  training,  their  period  of 
service,  and  their  expectation  of  promotion.  In 
the  case  of  the  physicians,  the  remuneration 
should  be  sufficient  to  attract  competent  men  to 
State  hospital  service  and  advancement  should 
not  be  dependent  upon  transfer  to  administrative 
duties.  Clinical  work  should  carry  rewards  equal 
to  those  of  administrative  work. 

The  following  points  should  be  borne  in  mind  in 
planning  for  the  future: 

1.  Every  state  psychiatric  service  should  be 
well-staffed  and  should  be  activated  by  a spirit  of 
scientific  endeavor.  The  staff  should  be  qualified 
to  conduct  sourtd  researches  in  the  physiologic 
as  well  as  the  psyphologic  factors  of  mental 
disease.  Adequate  and  proper  facilities,  equip- 
ment, and  materials  for  therapy  and  research 
work"  should  be  provided.  The  hospitals  should 
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be  of  moderate  size  and  should  be  located  in 
urban  centers.  It  should  be  emphasized  that 
mental  hospitals  are  not  a menace  to  the 
community  in  which  they  are  located;  the  pro- 
ponents of  zoning  laws  should  keep  this  fact  in 
mind. 

2.  Every  state  psychiatric  service  should  pro- 
vide comprehensive  training  programs  for  both 
young  psychiatrists  and  general  interns.  Affilia- 
tion should  be  arranged  with  general  hospitals  to 
provide  psychiatric  training  for  all  student  nurses; 
special  provisions  should  be  made  for  the  graduate 
training  of  psychiatric  nurses. 

3.  Every  state  -psychiatric  service  should 
afford  opportunities  for  the  clinical  experience  of 
such  auxiliary  workers  as  social  workers,  clinical 
psychologists,  occupational  therapists,  physio- 
therapists, recreational  therapists,  and  hydro- 
therapists. 


4.  Efforts  should  be  made  to  obtain  trained 
chaplains  for  mental  hospitals.  All  hospitals 
having  trained  chaplains  should  provide  oppor- 
tunities for  the  clinical  training  of  theological 
students. 

5.  Psychiatric  clinics  for  the  prevention, 
diagnosis,  and  treatment  of  mental  illness  should 
be  established  in  suitable  localities  and  in  such 
number  as  to  provide  adequate  psychiatric  care 
for  the  entire  population.  Proper  facilities  for 
the  diagnosis,  treatment,  and  care  of  the  young 
psychotic,  particularly,  are  needed. 

6.  The  public  should  be  enlightened  con- 
cerning mental  illness,  its  prevention,  and  facili-  j 
ties  for  treatment.  This  vast  undertaking  should 
be  directed  by  highly  qualified  persons  with  the 
aid  of  state  as  well  as  private  agencies,  such  as  the 
Mental  Hygiene  Committee  of  the  New  York 
State  Charities  Aid  Association. 


PROS  AND  CONS  OF  AIR  SANITATION 

The  potentialities  of  air  sanitation  in  the  control 
of  a wide  variety  of  respiratory  and  infectious  dis- 
eases appear  to  be  great,  but  concrete  results  have 
not  yet  materialized,  according  to  Dr.  Alexander 
Langmuir,  associate  professor  of  epidemiology, 
Johns  Hopkins  University.  This  situation  he  attri- 
butes to  epidemiologic  limitations  rather  than  to  en- 
gineering technics. 

As  commonly  used,  the  term  “airborne  infection” 
applies  to  a large  group  of  respiratory  and  contagious 
diseases  and  also  to  skin  and  wound  infections.  Yet, 
for  many  years  these  same  diseases  have  been  con- 
sidered almost  universally  to  be  contact  infections. 
In  general,  there  are  four  routes  by  which  they  travel 
from  one  individual  to  another:  contact,  droplet, 
droplet  nuclei,  and  dust. 

The  term  “airborne  infection”  should  be  re- 
stricted, Doctor  Langmuir  explained,  to  the  trans- 
mission of  disease  through  the  air  with  distances  of 
more  than  three  feet  between  the  infective  source  and 
the  recipient.  Two  distinct  mechanisms  are  in- 
volved in  such  infection — droplet  nuclei  and  dust— 
against  which  four  types  of  technics  are  considered 
most  useful: 

Mechanical  ventilation  by  the  introduction  of  clean 
filtered  air  in  controlled  currents  achieves  a limited 
removal  of  droplet  nuclei  and  dust.  This  method  is 
uneconomical  and  inefficient  in  most  occupied 
spaces  as  a means  of  disinfecting  air  but  has  wide 
.application  in  the  general  field  of  air  conditioning 
and  particularly  specialized  fields  such  as  surgical 
operating  rooms. 


Ultraviolet  irradiation  is  effective  primarily  against  I 
droplet  nuclei.  The  maximum  that  can  be  expected  J 
from  ultraviolet  lights  is  that  they  will  reduce  or  I 
prevent  only  those  infections  acquired  by  droplet  I 
nuclei  which  travel  the  circuitous  route  from  the  in-  1 
fected  person  into  the  upper  air  and  then  down  again 
before  being  inhaled  by  the  recipient. 

Disinfectant  vapors,  of  which  triethylene  glycol 
appears  to  be  the  most  potent,  also  are  limited  in 
their  action  to  the  small  droplet  nuclei.  They  have  i 
one  distinct  advantage  over  ultraviolet  light  in  that  : 
they  may  permeate  all  parts  of  the  room.  They  have  i 
little  or  no  effect  on  dustborne  infections. 

Oiling  of  floors,  and  bedding  and  other  fabrics  is  a 
highly  efficient  method  of  dust  suppression  in  hospi- 
tal wards,  dormitories,  and  rhilitary  barracks.  It 
effects  markedly  visible  reduction  of  dust  in  the  air 
and  a striking  quantitative  reduction  in  the  number  ' 
of  bacteria  recoverable  from  the  air  during  periods  of 
activity. 

In  summary,  Doctor  Langmuir  said  that  effective  j t 
engineering  technics  for  the  disinfection  of  air  are 
available.  These  are  useful  in  preventing  the  spread  1 
of  disease  in  a few  limited  environments  where  air- 
borne infection  is  an  import  ant  mode  of  transmission,  i 
i.e.,  surgical  operating  rooms,  pediatric  and  conta- 
gious wards,  and  research  laboratories  where  agents 
of  human  disease  are  under  investigation.  Controlled 
st  udies  in  other  environments  such  as  schools  and  in- 
stitutions, military  and  naval  barracks,  and  sanatoria 
and  mental  hospitals,  offer  best  prospects  for  exten- 
sion of  air  sanitation. — Health  News,  October  20,  1947 
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AT  ITS  meeting  on  January  15,  1948,  the  Council 
considered  the  following  matters,  taking  action 
as  indicated : 
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Secretary’s  Report 

Remission  of  State  Assessments. — The  remission 
of  State  assessments  was  voted  on  account  of  service 
with  the  armed  forces  for  6 members  for  1948,  and 
46  for  1947;  also  on  account  of  illness  for  Drs. 
Harry  Schwartz,  Harry  T.  Spelman,  James  P. 
Kinney,  Henry  C.  Dirlam,  Joseph  W.  Goldsmith, 
Russell  J.  McGraw,  Ira  M.  Olsan,  John  M.  Nicklas, 
Ralph  R.  Ryan,  and  Mary  B.  W.  Sanford.  The  re- 
funding of  dues  for  2 members  was  authorized. 

Meetings. — Conferences  have  been  held,  such  as 
one  with  Mr.  Kaufman,  a prospective  medical  stu- 
dent, and  Mr.  Royal  W.  Ryan,  executive  vice- 
president  of  the  New  York  Convention  and  Visitors 
Bureau.  Mr.  Ryan  is  anxious  to  have  the  interim 
session  of  the  A.M.A.  House  of  Delegates,  and  the 
A.M.A.  session  for  general  practitioners  held  in  New 
York  City  in  1949,  or  1950.  Your  Secretary  at- 
tended the  meeting  of  the  House  of  Delegates  of  the 
American  Medical  Association  in  Cleveland,  Ohio, 
January  5 and  6. 

Appointments. — Last  year  the  Joint  Committee  on 
Medical  Jurisprudence  of  the  Association  of  the  Bar 
of  the  City  of  New  York,  the  Medical  Society  of  the 
County  of  New  York,  and  the  Medical  Society  of  the 
State  of  New  York  met  several  times  at  the  Bar 
Association.  They  have  commenced  to  meet  again 
this  year.  Dr.  Charles  Gordon  Heyd  was  ap- 
pointed by  the  Committee  to  represent  this  Society 
last  year  on  that  Joint  Committee,  and  the  Secretary 
takes  the  liberty  to  suggest  that  the  President,  with 
the  approval  of  the  Council  appoint  Dr.  Heyd  again. 
I so  move. 

The  Council  voted  approval. 

Dr.  Clarence  G.  Bandler  has  resigned  from  the 
post  of  chairman  of  the  Subcommittee  on  Arrange- 
ments of  the  1948  Convention  Committee  because 
he  will  be  out  of  town  during  most  of  the  convention. 
Dr.  Frederick  MacCurdy,  Commissioner  of  Mental 
Hygiene,  has  requested  our  Society  to  send  him  the 
name  of  a physician  to  be  appointed  a member  of  the 
State  Psychiatric  Examiners  Board  to  replace  the 
late  Dr.  Clarence  O.  Cheney. 

Dr.  Louis  H.  Bauer  requested  the  approval  of  the 
appointment  of  Dr.  Ezra  A.  Wolff  of  Queens  to  fill 
the  vacancy  of  the  chairmanship  of  the  Subcom- 
mittee on  Arrangements  for  the  1948  Annual  Meet- 
ing. 
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Approval  was  voted. 

He  also  requested  approval  to  submit  Dr.  Harold 
R.  Merwath’s  name  officially  to  the  State  Board  of 
Psychiatric  Examiners  for  appointment. 

Approval  was  voted. 

Minutes.— The  Secretary  discovered  since  the  last 
meeting  that  we  have  been  publishing  in  the  New 
York  State  Journal  of  Medicine  a summary  of 
your  minutes  before  such  minutes  have  been  ap- 
proved by  the  Council.  This  was  wrong.  I apolo- 
gize very  deeply  to  the  Council  for  doing  so.  Here- 
after, the  summary  of  your  minutes  will  not  be  pub- 
lished until  after  you  have  acted  on  them. 

Communications. — Letters  were  received  from  the 
following  members  of  Kings  County  Medical  So- 


ciety, requesting  that  they  be  allowed  to  remain 
members  of  that  Society  although  their  residences 
and  principal  offices  are  in  Queens:  Dr.  Michael  A. 
Bongiorno,  1721  Linden  Street,  Ridgewood;  Dr. 
David  M.  Helfond,  81-27  Eighty-Eighth  Street, 
Glendale,  and  Dr.  Dorothy  M.  Bauer,  89-20  113th 
Street,  Richmond  Hill. 

It  was  voted  to  grant  these  three  requests. 

Letter  from  E.  H.  L.  Corwin,  executive  secretary 
of  the  Public  Relations  Committee  of  the  New  York 
Academy  of  Medicine,  suggesting  that  a conference 
be  called  under  the  joint  auspices  of  the  State  So- 
ciety and  the  Academy  to  discuss,  with  various 
groups  concerned,  the  professional  education  of 
clinical  laboratory  technicians. 

After  discussion,  it  was  voted  that  a committee  be 
appointed,  consisting  of  men  interested  in  having 
technicians  work  in  their  offices,  to  join  a com- 
mittee from  the  Academy  to  make  a complete 
study  of  the  subject.  Dr.  Bauer  designated  Dr. 
Aranow,  Dr.  Dattelbaum,  and  Dr.  Andresen. 
Letter  from  Dr.  Alfred  J.  Asgis,  chairman  of  the 
Fifth  Annual  Conference  on  Labor  Health  Security 
Celebrating  the  Tenth  Anniversary  of  the  Health 
Council,  7 East  42nd  Street,  New  York  City,  to  Dr. 
Louis  H.  Bauer,  inviting  him  to  attend  the  sessions 
of  the  Conference  on  Friday,  January  23,  1948,  at 
the  Hotel  McAlpin. 

It  was  voted  that  the  President  be  empowered  to 
select  a representative  for  the  Society.  Dr. 
Bauer  designated  Dr.  Kenney. 

Letter  from  Harrison  Tweed,  Esq.,  president,  and 
Samuel  S.  Rosenman,  Esq.,  chairman,  Committee 
on  Public  and  Bar  Relations  of  the  Association  of 
the  Bar  of  the  City  of  New  York,  dated  January  12, 
1948,  to  Dr.  Louis  H.  Bauer: 

“The  Association  of  the  Bar  of  the  City  of  New 
York,  as  a result  of  discussion  and  consideration  by 
its  Committee  on  Public  and  Bar  Relations  and  its 
Committee  on  Taxation,  has  decided  to  press  for  an 
item  of  income  tax  relief,  in  which  we  think  your 
association  and  its  members  will  be  interested. 

“It  is  proposed  to  provide  by  legislation  a method 
by  which  professional  men,  partnerships,  and  indi- 
vidual entrepreneurs  may  lay  aside  funds  to  provide 
a pension  for  themselves  in  later  life. 

“As  you  know,  this  is  now  possible  for  corporation 
executives  and  corporate  employees  under  Section 
165  of  the  Internal  Revenue  Law.  A corporation 
may  now  set  up  a fair  pension  and  retirement  plan 
for  its  officers  and  employees  (even  though  they  be 
also  large  stockholders)  financed  by  corporate  con- 
tributions which  are  excluded  from  the  income  of  the 
corporation  for  tax  purposes. 

“Under  existing  law,  that  cannot  be  done  by 
partners  running  a partnership  business,  or  by  pro- 
fessional men  or  individual  businessmen  or  self- 
employed  persons. 

“We  believe  this  to  be  an  unjustifiable  discrimina- 
tion. We  have  drawn  the  attached  proposed  legis- 
lation which  we  believe  would  remove  the  discrimi- 
nation and  allow  any  thrifty  person  whose  income  is 
derived  from  personal  service  to  put  aside  something 
for  his  old  age,  even  in  this  period  of  excessively  high 
income  taxes. 

“Under  it,  partners  or  individual  employers  could 
set  up  pension  plans  for  their  employees,  in  which 
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they  could  themselves  share.  They  could  do  it  by 
deductible  contributions  to  a pension  system  which 
could  not  be  circumscribed  by  the  present  thirty  per 
cent  rule  applied  by  the  Bureau  of  Internal  Revenue 
to  corporate  pension  plans. 

“Under  another  provision  of  the  attached  pro- 
posed legislation,  any  individual  may  set  aside  his 
own  fund  for  his  old  age  by  buying  from  current 
earned  income  a limited  amount  of  non-negotiable 
government  bonds  (we  suggest  a limit  of  $15,000  per 
year  or  10  per  cent  of  his  salary,  whichever  is  lower), 
the  cost  of  which  would  be  excluded  from  his  income 
for  tax  purposes.  In  later  life  when  he  cashes  any 
of  the  bonds,  the  proceeds  thereof  become  taxable 
as  income  in  the  year  in  which  it  is  cashed. 

“The  Association  of  the  Bar  proposes  to  urge  this 
legislation  upon  the  Congress  and  the  Treasury 
Department  of  the  United  States.  We  would  like 
to  have  the  cooperation  and  assistance  of  other 
groups  whose  interests  are  identical  with  those  of 
members  of  the  bar.  We  feel  that  you  might  be 
willing  to  cooperate  with  us  and  support  our  efforts. 

“It  has  been  suggested  that  a committee  be  formed 
of  the  various  interested  groups  for  the  purpose  of 
urging  the  adoption  of  legislation  having  the  objec- 
tives of  the  attached  proposed  bill. 

“We  are  calling  a meeting  for  that  purpose  at  the 
Association  of  the  Bar  of  the  City  of  New  York, 
42  West  44th  Street,  New  York  City,  on  January  19, 
1948,  at  6 p.m.  There  will  be  a buffet  supper,  and 
we  invite  you  to  send  a representative  of  your  asso- 
ciation, with  your  counsel  and  a member  of  your 
executive  staff  if  you  wish,  authorized  to  join  for 
your  association  in  such  a project. 

“We  would  appreciate  it  if  you  would  let  the 
Executive  Secretary  of  the  Association,  Mr.  Paul  B. 
De  Witt,  42  West  44th  Street,  New  York  18,  N.Y., 
know  whether  you  will  do  so,  and  also  let  him  have 
the  name  of  your  representative  and  counsel  in  ad- 
vance of  the  meeting.” 

After  discussion,  it  was  voted  that  the  Council  ap- 
proves in  principle  the  proposed  legislation,  and 
will  send  representatives  to  the  meeting.  The 
President  designated  Mr.  Martin,  Dr.  Anderton, 
and  Dr.  Aranow  to  attend. 

Letters  from  Dr.  Charles  F.  McCarty,  secretary 
of  the  Coordinating  Council  of  the  Medical  Societies 
of  the  Counties  of  Bronx,  Kings,  New  York,  Queens, 
and  Richmond,  dated  January  5,  1948,  and  Dr. 
Goodlatte  B.  Gilmore,  secretary  of  Bronx  County 
Medical  Society,  dated  January  12,  1948,  protesting 
the  difference  in  malpractice  insurance  rates. 

It  was  voted  that  both  these  letters  be  answered 
with  the  statement  that  the  Council  is  studying 
the  entire  malpractice  defense  insurance  situation. 

Letter  from  Dr.  Herman  E.  Hilleboe,  Com- 
missioner of  Health  of  the  State  of  New  York,  dated 
December  16,  1947,  to  Dr.  Louis  H.  Bauer,  as  fol- 
lows: 

“My  brother,  Dr.  Guy  Hilleboe,  who  is  supervis- 
ing principal  of  the  Rutherford,  New  Jersey,  Public 
Schools,  has  just  returned  from  the  Scandinavian 
countries,  and  he  made  a comment  to  me  that  I 
thought  you  might  be  interested  in.  It  seems  that 
the  Danish  Group  connected  with  the  State  Serum 
Institute  in  Copenhagen  has  developed  a training 
center  where  25  to  30  physicians  can  come  and  stay 
for  about  three  months  to  study  the  work  of  disease 
control  in  Denmark.  The  school  is  set  up  specially 
for  doctors  from  some  of  the  European  and  south- 
eastern European  countries,  so  that  they  may  go 


back  and  carry  on  public  health  and  clinical  activi- 
ties to  improve  their  program. 

“Dr.  Holm,  who  is  in  charge  of  the  tuberculosis 
work,  said  that  there  is  a free  period  of  a week  or  two 
some  time  in  May,  1948,  and  during  that  time  it 
might  be  possible  to  reserve  the  training  center, 
where  living  accommodations  can  be  had,  for  a 
group  of  twelve  or  fifteen  American  doctors  who 
might  like  to  come  over  and  study  the  Danish  system 
of  medical  care.  As  I understand  it,  it  is  not  difficult 
to  get  accommodations  on  the  Scandinavian  airlines 
on  which  my  brother  flew  direct  to  and  from  Copen- 
hagen. 

“This  seemed  like  a possibility  that  you  might  like 
to  consider  for  some  of  the  men  in  our  New  York 
State  Medical  Society,  in  the  event  they  wanted  to 
get  firsthand  information  on  the  practice  of  medicine 
in  one  of  the  more  progressive  Scandinavian  coun- 
tries. 

“If  you  want  more  information  on  this,  may  I sug- 
gest that  you  call  Dr.  Guy  L.  Hilleboe,  Supervising 
Principal  of  Public  Schools,  Rutherford,  New  Jersey. 
His  office  number  is  Rutherford  2-1717.  I am  sure 
he  will  be  glad  to  give  you  further  information.” 
After  discussion,  it  was  voted  that  a summary  of 
this  letter  be  published  in  the  New  York  State 
Journal  of  Medicine  and  that  Dr.  Bauer  write 
to  Dr.  Hilleboe  suggesting  that  one  of  the  founda- 
tions like  Kellogg  or  Commonwealth  be  contacted 
to  inquire  if  such  a proposition  could  be  so  fi- 
nanced. 

Treasurer’s  Report  was  accepted. 

Report  of  Executive  Officer 

Dr.  Hannon  reported  that  the  Legislature  opened 
its  session  on  Wednesday,  January  5.  A large  num- 
ber of  bills  were  introduced,  but  few  were  of  interest 
to  the  Medical  Society.  He  stated  that  the  Com- 
mittee was  preparing  their  own  legislative  activities 
in  regard  to  bills  that  the  Committee  will  have  intro- 
duced and  asked  to  be  supported. 

Activities  of  Committees 

Legislation. — Dr.  Aranow,  chairman,  stated  the 
chairman  of  the  subcommittee  would  make  a report. 

Dr.  Dattelbaum,  chairman  of  the  subcommittee, 
reported  that  his  subcommittee  had  met  again  with 
the  Committee  from  the  Podiatry  Society  of  the 
State  of  New  York.  This  society  promised  they 
would  introduce  no  legislation  unless  the  State  So- 
ciety approved  it,  because  of  what  they  went  through 
last  year.  They  submitted  a proposed  new  defi- 
nition of  podiatry  which  the  Committee  studied  and 
suggested  certain  changes  be  made.  The  following 
definition  is  submitted  for  your  consideration : 
Podiatrist  means  a practitioner  of  podiatry  or 
chiropody.  The  holder  of  a license  to  practice  po- 
diatry shall  be  entitled  to  perform  any  or  all  of  the 
acts  designated  and  defined  in  this  subdivision.  A 
person  practices  podiatry  who  holds  himself  out  as 
being  able  to  diagnose  ailments  of  the  human  feet  by 
mechanical,  chemical,  and  physical  means,  and  as 
being  able  to  practice  minor  surgery  upon  the  feet 
within  the  following  limitations:  the  practice  of 
minor  surgery  shall  not  permit  operations  upon  the 
bones,  muscles,  or  tendons  of  the  feet  or  any  other 
part  of  the  body  except  operations  for  minor  de- 
formities of  mechanical  and  functional  nature,  in- 
cluding the  structures  superficial  to  the  deep  fascia 
and  including  all  structures  of  the  terminal  pha- 
langes. It  shall  confer  the  right  to  treat  for  disease, 
pain,  injury,  and  deformity  of  the  feet,  and  it  shall 
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not  include  any  other  part  of  the  human  body.  The 
treatment  of  fractures  shall  be  limited  to  simple,  un- 
complicated fractures  of  the  phalanges.  The  use  of 
anesthesia  shall  be  limited  to  local  anesthetics  for 
therapeutic  purposes  as  well  as  for  anesthesia,  and 
the  right  to  use  non-narcotic  postoperative  sedatives. 
After  discussion,  it  was  voted  that  the  Council  send 
word  to  the  podiatrists  through  Dr.  Dattelbaum’s 
committee  that  if  they  introduce  legislation  within 
the  framework  of  this  and  not  exceeding  it,  the 
Medical  Society  will  not  oppose  it. 

Constitution  and  Bylaws. — Dr.  Reuling,  chairman, 
reported  he  had  received  a letter  from  the  Secretary, 
Dr.  Anderton,  suggesting  that  the  following  changes 
be  made  in  the  State  Society  Bylaws  in  regard  to 
election  of  delegates  to  the  American  Medical  Asso- 
ciation in  order  to  conform  to  A.M.A.  proposed 
changes;  add  the  following  clause  to  the  first  sen- 
tence in  Chapter  III,  Section  7:  “to  commence  the 
first  day  of  the  January  next  succeeding  each  dele- 
gate’s election.”  The  Section  would  then  read: 
“The  delegates  to  the  American  Medical  Association 
shall  be  elected  in  the  calendar  year  preceding  the 
meeting  of  the  House  of  Delegates  of  the  American 
Medical  Association  to  which  they  are  elected  and  in 
accordance  with  the  Constitution  and  Bylaws  of  that 
body  for  a term  of  two  years,  to  commence  the  first 
day  of  the  January  next  succeeding  each  delegate’s 
election.  Delegates  may  be  elected  to  other  medical 
societies  or  similar  bodies  as  the  interests  of  the  So- 
ciety may  require;  and  credentials  shall  be  issued  to 
all  delegates,  signed  by  the  President  and  Secretary.' 
It  was  voted  that  this  be  introduced  at  the  next 
session  of  the  House  of  Delegates  from  the 
Council. 

Dr.  Andresen  stated  a similar  change  should  be 
made  as  applying  to  County  Medical  Societies. 
After  discussion,  it  was  voted  to  refer  this  proposal 
to  the  Committee  on  Constitution  and  Bylaws  for 
study  and  report  at  the  next  meeting. 

Report  of  Delegates  to  the  American  Medical 
Association  House  of  Delegates. — Dr.  Winslow, 
chairman  of  the  Delegates,  made  the  following 
report: 

“Our  Society  was  represented  at  the  1948  interim 
meeting  of  the  House  of  Delegates  of  the  American 
Medical  Association  in  Cleveland,  Ohio,  on  January 
5 and  6 by: 

Walter  P.  Anderton,  Herbert  H.  Bauckus,  Albert 
F.  R.  Andresen,  Thomas  M.  Brennan,  James  R. 
Reuling,  Floyd  S.  Winslow,  Ralph  T.  B.  Todd,  O.  W. 
H.  Mitchell,  Edward  P.  Flood,  Albert  A.  Gartner, 
Thomas  A.  McGoldrick,  John  J.  Masterson,  Stephen 
R.  Monteith,  J.  Stanley  Kenney,  George  W.  Kos- 
mak,  Thomas  M.  D’Angelo,  Harry  Aranow,  John  T. 
Donovan,  Scott  Lord  Smith,  Walter  W.  Mott. 

“Dr.  Mitchell  was  appointed  Chairman  of  the 
Reference  Committee  on  Reports  of  Board  of  Trus- 
tees and  Secretary. 

“Dr.  Andresen  was  appointed  Chairman  of  the 
Reference  Committee  on  Executive  Session. 

“Dr.  Aranow  was  a member  of  the  Reference  Com- 
mittee on  Rules  and  Order  of  Business. 

“Dr.  Anderton  was  on  the  Reference  Committee 
on  Hygiene  and  Public  Health. 

“Dr.  Masterson  was  a member  of  the  Reference 
Committee  on  Medical  Education. 

“Dr.  Winslow  was  a member  of  the  Reference 
Committee  on  Miscellaneous  Business. 

“Dr.  Todd  was  a member  of  the  Reference  Com- 
mittee on  Medical  Service. 

“Dr.  Kenney  was  Chief  Sergeant  at  Arms. 


“In  addition  to  the  regularly  elected  delegates 
from  our  society,  Dr.  Roy  B.  Henline  was  delegate 
from  the  Section  of  Urology,  and  Dr.  Arthur  J. 
Bedell  represented  the  Section  of  Ophthalmology. 
Also  present  were  Dr.  Louis  H.  Bauer,  a trustee  of 
the  American  Medical  Association;  Dr.  Edward  R. 
Cunniffe,  chairman  of  the  Judicial  Council  of  the 
American  Medical  Association;  Dr.  Laurance  D. 
Redway,  literary  editor  of  the  New  York  State 
Journal  of  Medicine;  Mr.  Dwight  Anderson, 
executive  secretary;  Mr.  Thomas  E.  Walsh,  public 
relations  representative,  and  Mr.  Gordon  Marshall, 
advertising  representative.  Our  delegation  ably 
represented  our  Society,  and  took  an  active  part  in 
the  proceedings.  Minutes  of  the  meetings  will  ap- 
pear in  the  Journal  of  the  American  Medical  Asso- 
ciation. 

“It  was  voted  that  the  term  of  office  of  delegates  is 

to  commence  the  January  first  following  their 

election.” 

Economics. — Dr.  Wertz,  chairman,  referred  to  the 
following  report  of  the  Director  of  the  Bureau 
of  Medical  Care  Insurance : 

“The  Subcommittee  on  Medical  Expense  Insur- 
ance held  two  sessions:  one  in  New  York  at  the 
Society  offices,  and  one  in  Buffalo,  December  8 and 
15,  1947.  Mr.  Farrell  attended  both  sessions.  The 
proposed  program  of  Committee  activities  for  1948 
was  adopted  as  outlined  in  the  Bureau  report  to  the 
Council  at  the  November  meeting. 

“ December  9 , 1947:  Mr.  Farrell  spoke  before  the 
Woman’s  Auxiliary  to  the  Medical  Society  of  the 
County  of  Orange  at  Middletown  on  the  general 
principles  of  prepaid  voluntary  nonprofit  medical 
care  insurance. 

“January  5,  1948:  As  directed  by  the  Subcom- 
mittee, Mr.  Farrell  visited  the  executive  director  of 
the  Genesee  Valley  Medical  Care  Plan,  Rochester, 
to  discuss  the  Committee’s  recommendations  on 
correspondence  referred  to  it. 

“ January  6,  1948:  On  invitation  of  Dr.  0.  W.  H. 
Mitchell,  Mr.  Farrell  spoke  before  the  senior  medical 
students  of  Syracuse  University  College  of  Medicine 
on  ‘The  Economic  Aspects  of  Medical  Care  Insur- 
ance.’ 

“January  7,  1948:  The  Director  visited  the  Medi- 
cal and  Surgical  Care  Plan,  Utica,  to  discuss  that 
part  of  the  Committee’s  program  for  1948  in  which 
the  plans  are  to  participate.” 

Report  accepted. 

Ethics. — Dr.  James  R.  Reuling,  chairman,  made 
the  following  report: 

“There  was  referred  to  the  Committee  on  Ethics 
the  new  insertion,  Section  31  (b),  that  was  adopted 
by  the  House  of  Delegates.  It  was  headed  ‘Publica- 
tions for  the  Laity.’  I will  read  it  to  you  as  it  was 
adopted  by  the  House : 

“ ‘ Publications  for  the  Laity:  Members  of  this  So- 
ciety who  have  prepared  and  written  a book,  article, 
or  any  writing  pertaining  to  medicine  for  the  laity 
and  intended  for  publication  shall  submit  the  same 
to  the  Council  Committee  on  Public  Relations  and 
the  Public  Relations  Bureau  of  the  Medical  Society 
of  the  State  of  New  York  for  approval  prior  to  any 
publication  thereof.  In  the  event  the  book,  article, 
or  writing  shall  be  so  approved  for  publication,  then 
and  in  that  event  any  proposed  advertisement  for  or 
announcement  of  publication  thereof  shall  be  like- 
wise submitted  to  the  said  Council  Committee  and 
Bureau  for  approval  prior  to  any  appearance  t hereof 
in  print.  The  reviewing  committee  shall  render  its 
opinion  without  unnecessary  delay.  This  com- 
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mittee  shall  be  in  the  main  guided  by  Section  31  of 
the  Principles  of  Professional  Conduct,  but  shall  be 
empowered  to  make  such  concessions  as  may  be  prac- 
ticed and  necessary  in  considering  the  title  of  pub- 
lication, the  description  of  the  content,  the  responsi- 
bility, standing,  and  reputation  of  the  writer,  and 
such  other  material  through  which  the  publisher 
wishes  to  arouse  reader  interest.’ 

“That  was  referred  back,  and  the  Secretary  now 
proposes  that  instead  of  ‘Publication  for  the  Laity,’ 
this  be  headed:  ‘Advertisements  and  Announce- 
ments of  Publications  for  the  Laity,’  and  that  it  read : 
“ ‘In  the  event  that  there  is  proposed  any  public 
announcement  of  or  advertising  in  relation  to  any 
book  or  article  or  writing  for  the  laity,  such  proposed 
announcement  or  advertising  matter  shall  be  sub- 
mitted to  the  Council  Committee  on  Public  Rela- 
tions prior  to  any  public  appearance  of  such  an- 
nouncement or  advertising  matter.  This  reviewing 
committee  shall  render  its  opinion  without  unneces- 
sary delay.  It  shall  be  guided  mainly  by  Section  31 
of  these  Principles  of  Professional  Conduct,  but 
shall  be  empowered  to  make  such  concessions  as  may 
be  practiced  and  necessary,  in  considering  the  de- 
scription of  the  title  and  contents  of  the  publication, 
the  professional  standing  and  reputation  of  the  au- 
thor, and  such  other  material  through  which  the  pub- 
lisher may  wish  to  arouse  interest.’ 

“I  think  that  takes  away  everything  that  has  been 
objectionable  in  what  was  adopted  by  the  last 
House,  and  it  refers  now  only  to  advertising. 

“For  the  sake  of  getting  it  before  the  Council  I am 
going  to  move  that  this  be  approved  by  the  Council 
for  submission  to  the  House  of  Delegates.” 

After  discussion,  it  was  voted  that  this  report  be 
approved  and  take  the  place  of  the  report  that  was 
accepted  at  the  previous  meeting  of  the  Council. 
Malpractice  Insurance  and  Defense  Board. — Dr. 
Thomas  M.  D’Angelo,  chairman  of  the  board  pre- 
sented an  informative  report  to  be  considered  in  con- 
nection with  the  report  which  was  made  at  the  last 
meeting. 

Office  Administration  and  Policies. — Dr.  Ander- 
ton  reported  for  Dr.  Masterson,  chairman,  as  fol- 
lows: “The  committee  met  on  Tuesday,  January  13, 
and  considered  routine  matters  of  management  and 
office  procedure;  also  a bill  from  the  Century  Mov- 
ing & Storage  Company,  for  moving  goods  and  chat- 
tels from  the  twenty-first  to  the  seventh  floor  of  292 
Madison  Avenue,  was  explained  by  Miss  Dougherty 
to  the  satisfaction  of  the  Committee  and  referred  to 
the  Board  of  Trustees.  Dr.  Masterson  requested 
information  regarding  who  was  in  charge  of  the  office 
when  both  Dr.  Anderton  and  Mr.  Anderson  are  ab- 
sent at  meetings  and  in  regard  to  the  survey  of  work 
in  the  office.  He  was  informed  that  Miss  Doris 
Dougherty,  Administrative  Assistant,  is  in  charge  of 
the  office  when  Dr.  Anderton  and  Mr.  Anderson  are 
both  absent.” 

Public  Health  and  Education. — Dr.  Bauer  stated 
that  Dr.  Mitchell,  chairman  of  the  Committee,  had 
to  attend  an  important  meeting  of  the  Committee  on 
Hospital  Planning  for  New  York  State,  in  Albany,  so 
could  not  be  present.  His  report  as  distributed 
with  the  agenda  is  as  follows: 

Activities  of  the  Chairman. — On  December  30, 
1947,  in  Syracuse,  conferred  with  William  E.  Ayling, 
M.D.,  Health  Director,  School  Health  Service,  Syra- 
cuse Department  of  Education. 

January  5 and  6,  1.948:  Attended  the  meeting  of 
the  House  of  Delegates  of  the  American  Medical 
Association  in  Cleveland,  Ohio. 

January  14,  1948:  In  New  York  City  the  Council 


Committee  on  Public  Health  and  Education  held  the 
following  meetings:  With  the  Subcommittee  on 
Hard  of  Hearing  and  the  Deaf,  officers  of  the  Medical 
Society  of  the  State  of  New  York  and  representatives 
of  the  State  Departments  of  Health,  Education,  and 
Welfare;  with  the  Subcommittee  on  Mental  Hygiene 
and  officers  of  the  Medical  Society  of  the  State  of 
New  York;  with  the  Subcommittee  on  Child  Wel- 
fare, the  newly  appointed  Subcommittee  on  Rheu- 
matic Fever,  officers  of  the  Medical  Society  of  the 
State  of  New  York,  and  representatives  of  the  State 
Department  of  Health. 

Postgraduate  Education. — Postgraduate  instruc- 
tion has  been  completed  in  the  following  counties: 
Chenango,  Onondaga,  Otsego,  Ulster,  and  Wayne. 

Postgraduate  instruction  is  being  given  in  the  fol- 
lowing counties:  Clinton,  Jefferson,  Nassau,  On- 
tario, Richmond,  St.  Lawrence,  and  Schenectady. 

Arrangements  for  postgraduate  instruction  are 
being  completed  for  the  Suffolk  County  Medical  So- 
ciety to  be  given  in  the  near  future. 

Dr.  Post,  member  of  the  Committee,  was  present 
and  made  the  following  report : 

Subcommittee  on  Mental  Hygiene. — “The  Sub- 
committee on  Mental  Hygiene  held  a meeting  Janu- 
ary 14,  1948,  at  the  Society’s  office.  They  are  con- 
templating bringing  out  a severe  criticism  of  the 
present  conduct  of  the  State  in  its  care  of  the  men- 
tally disabled.  The  New  York  Academy  of  Medi- 
cine has  issued  a report,  which  probably  many  of 
you  have  seen,  and  our  subcommittee  has  approved 
it  in  principle.  The  report  from  your  subcommittee 
is  being  prepared.” 

Subcommittee  on  Hard  of  Hearing  and  the  Deaf. — 
“The  Subcommittee  on  Hard  of  Hearing  and  the 
Deaf  held  a meeting  January  14,  1948,  at  the  Hotel 
Roosevelt.  They  are  working  in  very  close  relation- 
ship with  the  State  Department  of  Health  in  at- 
tempting to  establish  centers.  There  are  four,  I be- 
lieve, in  New  York  City  for  assisting  the  deaf  in  the 
use  of  the  proper  appliances.  It  seems  that  the  deaf 
do  not  know  best  how  to  secure  a hearing  device,  and 
there  is  a lot  of  exploitation  of  them,  which  this  com- 
mittee is  attempting  to  correct.” 

Subcommittee  on  Child  Welfare. — “The  Subcom- 
mittee on  Child  Welfare  held  a meeting  January  14, 
1948,  at  the  Hotel  Roosevelt  in  conjunction  with  the 
State  Department  of  Health.  The  ‘Baby  Book’  was 
discussed  and  endorsed  by  the  subcommittee.  This 
has  been  prepared  and  will  be  distributed  by  the 
State  Department  of  Health.” 

Subcommittee  on  Rheumatic  Fever. — “The  Sub- 
committee on  Rheumatic  Fever  held  a meeting 
January  14,  1948,  at  the  Hotel  Roosevelt.  We  are 
very  much  interested  in  the  Masonic  Fund.  We  are 
well  represented  on  its  advisory  board.  This  money 
will  be  devoted  largely  to  research  in  rheumatic 
fever  and  allied  conditions.” 

Study  Committee  on  Geriatrics. — Dr.  Bauer  stated 
that  Dr.  Mitchell  would  be  requested  to  distribute 
Dr.  Monteith’s  report  on  geriatrics  to  the  Council 
before  the  next  meeting  because  of  its  length.  He 
urged  the  Council  members  to  read  it  carefully  before 
taking  action  on  it 

Public  Relations. — Dr.  Winslow,  chairman,  pre- 
sented the  following  report: 

“Mr.  Anderson  and  Mr.  Walsh  attended  the  meet- 
ing of  the  American  Medical  Association  in  Cleve- 
land, January  5 to  9. 

“Copies  of  ‘20,000  Years  of  Service’  are  scheduled 
for  delivery  the  week  of  January  19,  and  distribution 
will  be  made  immediately. 

“An  order  for  1,000  copies  of  ‘Check  and  Double 
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Check’  came  from  the  Medical  Society  of  the  State 
of  Pennsylvania,  and  an  order  for  100  copies  from  the 
Association  of  American  Physicians  and  Surgeons, 
Inc. 

“In  cooperation  with  Dr.  Bauer,  a letter  was  pre- 
pared and  sent  to  each  county  medical  society  presi- 
dent, on  the  need  for  county  societies  to  appoint 
committees  on  public  education  with  speakers  se- 
lected to  inform  the  public  on  social,  economic,  and 
legislative  matters.  Editorial  comment  on  this  let- 
ter will  appear  in  the  February  1 issue  of  the 
Journal. 

“Editorial  assistance  was  given  the  Woman’s 
Auxiliary  in  connection  with  the  Distaff.  The  mid- 
winter issue  was  distributed  through  the  facilities  of 
the  Public  Relations  Bureau. 

“On  December  9,  Mr.  Walsh  spoke  before  a joint 
meeting  of  the  Herkimer  County  Medical  Society 
and  the  Woman’s  Auxiliary  on  the  subject  of  public 
relations. 

“The  following  postgraduate  sessions,  held  under 
the  auspices  of  the  Committee  on  Public  Health  and 
Education,  were  covered  by  releases  to  the  press: 
Clinton,  Jefferson,  Onondaga,  Otsego,  Richmond, 
Schenectady,  and  St.  Lawrence  counties;  also  the 
Geneva  Academy  of  Medicine  and  an  Industrial 
Health  Teaching  Day  in  Rensselaer  County.” 

Publication. — Dr.  Kosmak  reported  that  the 
Publication  Committee  held  its  regular  monthly 
meeting  January  13,  1948.  Most  of  the  business 
was  of  a routine  character.  A number  of  letters  of 
criticism  of  editorials  had  been  received,  which 
showed  that  our  editorials  are  being  read.  The 
Committee  has  developed  a new  list  of  medical  con- 
sultants for  the  State  Journal.  Note  was  taken  of 
the  increased  costs  of  publication,  likewise  the  dim- 
inution in  advertising  revenue.  For  January, 
1948,  the  estimated  fall  was  $3,000.  Various  direc- 
tory matters  were  discussed  pertaining  to  inclusion 
of  certain  institutions  and  organizations. 

It  was  voted  to  have  the  Convention  issue  of  the 

Journal  appear  on  April  1. 

Rural  Medical  Service. — Dr.  Mellen,  chairman, 
stated  there  would  be  a meeting  of  the  A.M.A.  Com- 
mittee in  Chicago  on  February  6,  1948. 

Liaison  with  Veterans  Administration. — Dr. 
Anderton  reported  that  the  following  letter  had  been 
received  from  Dr.  Bauckus,  the  chairman: 

“I  have  herewith  certain  information  which  I re- 
spectfully request  you  to  submit  to  the  Council  at 
its  meeting  on  January  15,  1948. 

“Dr.  Ethan  Flagg  Butler,  Medical  Branch  Direc- 
tor of  the  Veterans  Administration  for  New  York 
State,  has  written  to  ask  me  to  meet  with  him  and 
Dr.  J.  C.  Harding,  Washington,  D.C.,  of  the  Veter- 
ans Administration,  in  New  York  on  Thursday, 
January  22.  The  purpose  of  the  meeting  as  stated 
by  Dr.  Butler  is  to  discuss  fee  scales  and  such  other 
subjects  as  may  be  presented.  I have  accepted  this 
invitation  and,  therefore,  feel  I need  not  report  per- 
sonally to  the  Council  until  after  this  meeting. 
Therefore,  I ask  to  be  excused  from  the  meeting  of 
January  15. 

“No  announcement  has  been  made  of  the  appoint- 
ment of  a new  Medical  Director  by  the  Veterans  Ad- 
ministration. 

“As  soon  as  this  is  done  we  shall  begin  prepara- 
tions to  meet  with  that  official.  The  Special  Vet- 
erans Committee  of  the  A.M.A.,  of  which  I am  chair- 
man, is  planning  also  to  meet  with  the  new  ap- 
pointee. 

“On  December  13,  1947, 1 met  with  the  presidents 
of  the  five  metropolitan  counties  in  New  York  City. 


These  men  all  expressed  dissatisfaction  with  the 
trend  in  the  veterans  medical  care  plans,  and  we  had 
considerable  discussion  as  to  ways  and  means  of  im- 
plementing their  objections.  I think  further  prog- 
ress in  this  direction  must  also  await  the  new  VA 
Medical  Director. 

“I  was  informed  that,  as  of  January  1,  1948,  the 
proposed  transfer  of  neuropsychiatry  treatment  to 
the  Veterans  Administration  clinic  actually  took 
place.  The  reactions  to  this  limitation  remain  to  be 
seen. 

“Throughout  the  State  there  are  still  many  au- 
thorizations allowed  for  medical  care  by  the  private 
physician  chosen  by  the  veteran.  However,  unless 
the  new  director  adopts  a new  policy  which  will  also 
be  followed  in  New  York  State,  I think  the  trend 
away  from  private  care  will  continue. 

“I  should  like  also  to  report  for  the  Veterans 
Liaison  Committee  that  this  committee  met  on 
December  11.  The  findings  of  this  committee  very 
, largely  supported  the  present  fee  schedule.  We 
have  not  discussed  this  specifically  with  the  Branch 
Director.  I shall  report  on  this  phase  of  the  matter 
following  the  meeting  with  Drs.  Butler  and  Harding 
on  January  22. 

“I  shall  be  very  glad  to  follow  the  wishes  of  the 
Council  in  furthering  a practical  program  for  vet- 
erans medical  care.” 

Workmen’s  Compensation. — Dr.  Kaliski,  director 
of  the  Workmen’s  Compensation  Bureau,  presented 
the  following  report  for  Dr.  Kenney,  chairman,  who 
was  attending  an  important  meeting  in  Albany: 

“On  December  15,  1947,  an  open  hearing  was  held 
on  the  minimum  Medical  Fee  Schedule  under  the 
Workmen’s  Compensation  Law  at  80  Centre  Street, 
New  York,  Miss  Mary  Donlon,  chairman  of  the 
Workmen’s  Compensation  Board,  presiding. 

“The  members  of  the  Committee  appointed  by 
Miss  Donlon  to  consider  a revision  of  the  fee  schedule 
consisted  of  Dr.  Nathan  B.  Van  Etten,  Dr.  W.  P. 
Anderton,  Mr.  Edward  W.  Edwards,  Mr.  Martin 
Hilfinger,  and  Mr.  Henry  D.  Sayer. 

“The  State  Medical  Society  was  represented  by 
the  chairman  of  the  Workmen’s  Compensation 
Committee,  Dr.  J.  Stanley  Kenney,  and  the  director 
of  the  Workmen’s  Compensation  Bureau,  Dr.  David 
J.  Kaliski.  There  was  a fairly  large  representation 
from  various  parts  of  the  State. 

“At  the  hearing,  the  chairman  announced  that  the 
committee  had  already  accepted  a number  of  the 
suggestions  made  by  the  Workmen’s  Compensation 
Bureau  of  the  Medical  Society  of  the  State  of  New 
York  regarding  changes  and  revisions  in  the  pro- 
posed schedule.  Your  director  introduced  a con- 
siderable number  of  additional  changes.  Repre- 
sentatives of  the  various  county  medical  societies 
and  special  groups  were  given  an  opportunity  to  be 
heard.  It  became  apparent  at  the  hearing  that  suffi- 
cient time  had  not  been  given  to  the  constituent 
county  medical  societies  to  enable  them  to  give  full 
consideration  to  the  proposed  fee  schedule. 

“After  conferring  with  the  members  of  the  com- 
mittee, Miss  Donlon  graciously  extended  the  period 
of  time  to  February  1,  in  which  the  State  Society  and 
the  constituent  county  medical  societies  or  other  in- 
terested groups  would  be  permitted  to  make  sug- 
gestions to  the  Advisory  Committee. 

“Your  chairman  and  director  brought  to  the  at- 
tention of  Miss  Donlon  and  her  committee  the  fact 
that  the  Council  of  the  Medical  Society  of  the  State 
of  New  York  felt  that  physicians  throughout  the 
state  should  not  be  limited  to  the  minimum  charges 
in  cases  where  executives  of  corporations  were  in- 
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sured  under  the  provisions  of  Section  54,  subdivision 
6.  A plea  was  made  for  a change  in  the  rules  or  in 
the  Law  governing  charges  for  services  to  executives 
of  corporations. 

“The  chairman  of  the  Advisory  Committee  asked 
your  director  to  confer  with  him  on  the  proposed  fee 
schedule  and  such  conference  was  held  on  Monday, 
January  12,  1948. 

“A  notice  was  sent  to  all  county  medical  societies 
on  December  18,  1947,  requesting  them  to  bring  the 
proposed  fee  schedule  to  the  attention  of  interested 
physicians  and  specialty  groups  in  their  counties  and 
to  send  their  suggestions  as  to  fees  and  other  matters 
concerning  medical  care  to  the  Bureau  for  submission 
to  Dr.  Van  Etten.  It  is  expected  that  the  Advisory 
Committee  to  Miss  Donlon  will  make  its  report  in 
the  near  future. 

“Under  date  of  December  15,  1947,  the  chairman 
of  the  Workmen’s  Compensation  Board  announced 
new  rules  with  respect  to  ratings  of  medical  examin- 
ers on  the  staff  of  the  Workmen’s  Compensation 
Board.  Physicians  employed  as  medical  examiners 
on  the  staff  of  the  Workmen’s  Compensation  Board 
are  not  permitted  to  accept  compensation  cases  or  to 
render  medical  care  under  the  Workmen’s  Compen- 
sation Law.  All  workmen’s  compensation  ratings  of 
the  Board’s  examining  physicians  stand  suspended 
and  may  not  be  used. 

“There  is  established  for  these  physicians  a special 
identifying  designation  of  WCB,  effective  only  during 
their  term  of  service  on  the  Board  staff,  which  sig- 
nifies that  the  physician  is  a member  of  the  Board’s 
staff  of  medical  examiners  and  qualified,  according  to 
his  education  and  experience  in  internal  medicine, 
surgery,  or  other  specialty.  This  designation  does 
not  authorize  such  physician  to  render  medical  care 
under  the  Workmen’s  Compensation  Law. 

“An  examination  in  roentgenology  for  eight  can- 
didates in  diagnostic  roentgenology  and/or  radiation 
therapy  was  held  on  Tuesday,  January  13,  at  the 
New  York  University  Medical  College,  First  Avenue 
and  28th  Street,  New  York  City,  at  3 p.m. 

“The  following  examiners  participated  in  these 
examinations:  Dr.  Charles  Wadsworth  Schwartz, 
chairman;  Dr.  E.  Forest  Merrill,  Dr.  Henry  K. 
Taylor,  Dr.  Charles  Gottlieb,  Dr.  Ira  Kaplan. 

“Your  chairman  in  accordance  with  the  action  of 
the  Council,  has  written  to  Dr.  Frederick  MacCurdy, 
Commissioner  of  Mental  Hygiene,  concerning  the 
certification  of  physicians  employed  in  the  State 
Mental  Hospitals  under  the  Workmen’s  Compensa- 
tion Law,  in  accordance  with  the  decision  rendered 
by  Attorney  General  Nathaniel  L.  Goldstein,  which 
was  included  in  the  minutes  of  the  last  Council  meet- 
ing. 

“A  meeting  of  the  Joint  Council  of  the  Medical 
Society  of  the  State  of  New  York  and  the  insurance 
carriers  and  self-insurers  is  scheduled  for  the  near 
future. 

“At  the  last  meeting  of  the  Council,  it  was  voted 
that  the  State  Society  use  its  influence  to  see  that  the 
bill  introduced  last  year  by  Mr.  Bewley,  Senate 
Introductory  722,1947,  ‘To  amend  the  Workmen’s 
Compensation  Law  in  relation  to  the  maintenance  of 
medical  bureaus  by  groups  of  employers,  in  counties 
of  one  hundred  thousand  population  or  less,’  be  op- 
posed, if  introduced  again. 

“A  communication  was  received  from  Dr.  Charles 
E.  Goodell  of  Jamestown,  Chautauqua  County,  seek- 
ing the  support  of  the  State  Medical  Society  for  such 
a bill  this  year.  Dr.  Anderton  has  already  notified 
Dr.  Goodell  of  the  action  taken  by  the  Council  dis- 
approving this  bill. 


“It  has  always  been  the  policy  of  the  Bureau  and, 
I believe,  of  the  County  Medical  Societies  and  the 
State  Medical  Society  to  act  as  a unit  in  workmen’s 
compensation  matters  for  the  best  interests  of  the 
public  and  of  the  largest  number  of  physicians 
throughout  the  State.  This  has  been  our  policy 
since  1935,  when  we  proposed  a single  State-wide  fee 
schedule  and  obtained  it.  This  was  only  achieved 
by  unity  of  action  and  discipline  on  the  part  of  the 
county  medical  societies  and  physicians  of  the  State. 
The  question  now  arises  whether  our  local  county 
medical  societies  should  introduce  and  support  legis- 
lation which  is  deemed  by  the  Council  or  the  House 
of  Delegates  not  to  be  in  the  interest  of  the  profession 
and  the  public.  It  is  the  opinion  of  your  committee 
and  of  your  director  that  the  establishment  of  em- 
ployers medical  bureaus,  such  as  would  be  permitted 
by  the  Bewley  Bill,  would  be  an  entering  wedge  for 
the  treatment  of  compensation  claimants  by  em- 
ployers and  carriers  and  the  first  step  in  the  destruc- 
tion of  the  principle  of  free  choice  of  physician  by  the 
patient  under  the  Workmen’s  Compensation  Law.” 
It  was  voted  that  Dr.  E.  Forest  Merrill,  who  con- 
templates moving  to  Rochester,  be  thanked  for  his 
cooperation  while  acting  as  a member  of  the  Work- 
men’s Compensation  Board  Examining  Committee 
on  Roentgenology. 

Unfinished  Business 

New  York  State  Institute  of  Applied  Arts  and 
Sciences. — The  Council,  on  December  11,  1947, 
voted  to  table  for  a month  application  from  the  New 
York  State  Institute  of  Applied  Arts  and  Sciences 
for  nomination  of  a member  of  their  advisory  com- 
mittee in  order  to  have  time  to  gather  some  informa- 
tion about  the  organization. 

Dr.  Andresen  stated  that  he  had  investigated  and 
found  that  it  was  established  in  1946  by  the  Legis- 
lature of  the  State  of  New  York;  it  is  one  of  five  such 
institutes,  established  at  BinghamL  n,  Buffalo, 
Ithaca,  White  Plains,  and  Brooklyn.  hese  are  to 
provide  education  and  training  in  c died  arts, 
crafts,  business,  the  subprofessions,  a technical 
skills,  including  related  work  in  arts  ; sciences. 

It  is  approved  by  the  State  and  by  l loard  of 

Regents.  He  stated  it  would  be  wise  have  a 
physician  help  guide  this  institute  in  dii  , .ng  any 
subprofessional  technical  medical  training  they 
might  wish  to  offer. 

After  discussion,  it  was  voted  that  the  chair  appoint 
Dr.  Andresen  to  represent  the  State  Society  on  the 
Advisory  Board  of  the  New  York  State  Institute 
of  Applied  Arts  and  Sciences  in  Brooklyn. 

New  Business 

Dr.  Andresen  presented  the  following  eport  made 
by  Dr.  Brondum,  a radiologist,  at  a n ;ng  of  the 
Kings  County  Medical  Society  Comrni  n Public 
Health : 

“He  represented  the  Public  Health  littee 

and  the  Brooklyn  Roentgen  Ray  Society  at  a L .aring 
held,  at  the  request  of  the  Commissioner  of  Health  of 
the  Department  of  Health,  on  the  value  of  fluoro- 
scopic shoe  machine  devices  in  the  fitting  of  shoes. 
Representatives  of  the  medical  profession,  as  well  as 
representatives  of  manufacturers  and  shoe  store 
owners,  were  present  at  this  hearing.  The  opinion 
of  the  medical  group  was  against  the  use  of  such  de- 
vices because  of  the  large  dosage  of  roentgen  units 
being  delivered  to  the  feet  of  individuals,  because  of 
the  inadequate  protection  of  the  machines  for  the 
employees  operating  them,  and  because  available 
[Continued  on  page  554] 
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Fellowships  in  Public  Health  Available  Through  State  Department  of  Health 


DR.  HERMAN  E.  Hilleboe,  New  York  State 
Health  Commissioner,  announces  the  availabil- 
ity of  fellowships  for  young  physicians  interested  in 
entering  public  health  as  a career.  The  fellowships 
are  for  a period  of  two  years  or  less,  depending  upon 
the  qualifications  of  the  applicant.  Both  fiel/i  train- 
ing and  academic  training  are  given  during  the  period 


of  the  fellowship,  which  carries  with  it  a stipend  of 
$3,600  per  year.  In  addition,  necessary  travel  and 
other  expenses  are  paid,  as  well  as  tuition  at  a school 
of  public  health. 

Application  blanks  and  further  information  may 
be  obtained  by  writing  to  Dr.  Franklyn  B.  Amos, 
New  York  State  Department  of  Health,  Albany  1. 
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Grants  Announced  for  Mental  Health  Congress 


GRANTS  totaling  $50,000  to  support  the  United 
States  contribution  to  the  first  International 
Congress  on  Mental  Health  to  be  held  in  London 
next  August  have  been  announced  by  Dr.  Frank 
Fremont-Smith,  chairman  of  the  executive  com- 
mittee of  the  International  Committee  for  Mental 
Hygiene,  New  York  City,  sponsor  of  the  Congress. 

The  theme  of  “Mental  Health  and  World  Citizen- 
ship” will  be  dealt  with  at  the  Congress,  which  will 
be  attended  by  an  estimated  2,000  psychiatrists, 
social  workers  and  other  social  scientists  from  44 
countries  (including  500  from  the  United  States) 
according  to  Dr.  Fremont-Smith,  who  added  that  it 
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was  planned  to  form  a World  Federation  for  Mental 
Health  as  a result  of  the  Congress. 

Eighty-three  discussion  groups  are  at  work  in 
every  part  of  the  United  States  (with  more  than  50 
groups  in  other  countries)  preparing  material. 

Two  Central  Commissions  have  been  set  up  in 
New  York,  he  added,  one  under  the  chairmanship  of 
Dr.  Lyman  Bryson  to  collate  material  on  the 
general  theme,  while  the  other  under  the  chairman- 
ship of  Dr.  David  M.  Levey  will  report  on  the 
effect  of  war  on  children. 

To  carry  out  the  work  of  the  Congress  additional 
funds  will  be  required. 


Industrial  Health  Courses  at  Columbia  University 


THE  revised  and  expanded  teaching  program  in 
industrial  health,  inaugurated  in  the  academic 
year  1947-1948  at  the  School  of  Public  Health, 
Colurr’  ia  University,  will  be  continued  during  the 
scho  i term  which  starts  in  September,  1948. 
Couises  of  si  dy  have  been  set  up  to  train  properly 
qualified  pi  jcians,  nurses,  engineers  and  chemists 
for  speCia  (work  in  industrial  medicine. 

Physir  may  be  candidates  for  the  Master  of 
Public*  .,iih  degree  with  major  emphasis  on  in- 
dustrif  hygiene  or  may  work  for  the  degree  of 
Master  of  Science  in  Industrial  Hygiene.  Graduate 
nurses  who  have  a baccalaureate  degree  and  are 
otherwise  qualified  may  be  accepted  as  candidates 
for  the  Master’s  degree  in  Industrial  1 Iygiene.  The 
normal  course  of  study  occupies  an  academic  year  of 
eight  months,  and  students  who  have  not  had  ade- 
quate practical  experience  may  spend  an  additional 
period  of  from  two  to  four  months  in  field  work. 

The  various  curricula  are  designed  to  give  the 
students  a broad  concept  of  the  field  of  industrial 
medicine.  The  courses  include  general  background 
in  industrial  medicine,  occupational  diseases  and 
toxicology,  industrial  medical  organization  and 


administration,  lectures,  demonstrations  and  prac- 
tice in  engineering  and  laboratory  methods  as  well  as 
appropriate  field  work. 

To  round  out  the  teaching  program,  courses  are 
given  in  biostatistics,  epidemiology,  sanitation, 
public  health  practice,  personnel  management, 
public  speaking,  professional  writing,  health  educa- 
tion and  nutrition. 

A feature  of  the  work  at  Columbia  is  a weekly 
seminar  in  which  physicians,  nurses,  engineers  and 
chemists  meet  together. 

* In  addition  to  the  full-time  curricula  outlined 
above,  opportunities  are  available  to  a limited 
number  of  part  time  students,  not  candidates  for  a 
degree,  who  may  wish  to  enroll  for  individual  courses 
each  of  which  runs  for  a period  of  eight  weeks, 
occupying  from  two  to  four  hours  a week.  Physi- 
cians practicing  industrial  medicine  in  the  metro- 
politan New  York  area  should  find  this  possibility 
particularly  attractive. 

Prospective  students  are  invited  to  address  in- 
quiries to  The  Director,  Columbia  University  School 
of  Public  Health,  600  West  168th  Street,  New  York 
City  32. 
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Vitamin  May  Aid  Penicillin  as  Germ-Killer 


IRRADIATED  pyridoxamine,  a modified  Vitamin 
B6  is  being  studied  for  its  possible  killing  action 
against  typhoid,  dysentery,  and  other  gram-negative 
germ  organisms  not  affected  by  penicillin. 

The  studies  are  being  made  by  Dr.  Gregory 
Schwartzman,  of  Mount  Sinai  Hospital,  New  York, 
under  one  of  five  grants-in-aid  totaling  $28,370 
announced  recently  by  Dr.  Robert  S.  Goodhart, 
scientific  director  of  the  National  Vitamin  Founda- 
tion, New  York  City.  Dr.  Schwartzman  is  also 
being  assisted  in  his  investigations  by  the  Common- 
wealth Fund. 

Receiving  the  second  largest  grant  from  the 


Foundation,  Drs.  L.  J.  Goldwater  and  M.  E. 
Shils,  Columbia  University  School  of  Public  Health, 
are  studying  the  effect  of  pantothenic  acid,  member 
of  the  Vitamin  B complex,  on  counteracting  occupa- 
tional poisoning. 

Other  recipients  in  this  State  of  the  Foundation’s 
grants-in-aid  and  their  investigative  projects  are: 
Dr.  Theodore  W.  Oppel,  the  New  York  Hospital, 
$6,100;  for  studies  on  biotin  metabolism  in  man. 

Six  thousand,  five  hundred  dollars  to  Dr.  Elaine 
P.  Ralli,  New  York  University,  College  of  Medicine; 
for  studies  on  the  relation  of  pantothenic  acid  to 
the  functions  of  the  adrenal  cortex. 


Research  Grants  and  Fellowships  Announced 


RESEARCH  grants  to  three  medical  research 
institutions  were  renewed  recently  by  Schering 
Corporation,  Bloomfield,  New  Jersey.  Two  of  the 
grants  provide  for  the  appointment  of  fellows  in 
endocrinology  at  Jefferson  Medical  College  and  the 
University  of  Oregon  Medical  School,  and  the  third 
grant,  for  continued  study  on  the  enzyme  hyaluroni- 
dase,  has  been  awarded  to  Dr.  Charles  Birnberg  of 
the  Jewish  Hospital  of  Brooklyn. 


An  endowed  fellowship  fund  for  medical  research, 
honoring  the  late  Philip  A.  Benson,  has  been  estab- 
lished at  the  Long  Island  College  of  Medicine. 
Income  from  the  fellowship  of  $34,200  will  be 
awarded  on  an  annual  basis,  and  will  defray,  in  part, 
compensation  of  a man  or  woman  selected  to  do 
investigative  work  in  one  of  the  College’s  basic 
science  or  clinical  departments.  For  many  years 
president  of  the  Dime  Savings  Bank,  Mr.  Benson 
also  served  as  a trustee  of  the  College  of  Medicine 
for  twelve  years  and  as  chairman  of  its  finance 
committee. 


$5,000  Donated  for  Epilepsy  Research 


A GRATEFUL  father,  whose  epileptic  son  re- 
gained his  health  through  use  of  newly  devel- 
oped drugs,  has  contributed  $5,000  for  further 
research  on  the  disease  at  the  College  of  Physicians 
and  Surgeons  of  Columbia  University. 

Dr.  J.  C.  Price,  a research  associate  in  the 
Neurological  Institute,  where  the  research  is  con- 


ducted, said  that  the  son  figured  in  the  initial  studies 
that  led  to  the  development  of  a standard  treat- 
ment of  epilepsy. 

It  is  essentially,  Dr.  Price  stated,  a study  of  new 
medicines  that  tend  to  control  seizures,  integrated 
into  a program  that  enhances  socio-economic 
reclamation  of  the  epileptic  person. 


MEETINGS 

PAST 


New  York  Tuberculosis  and  Health  Association 

Dr.  Kendall  Emerson  was  elected  president  of 
the  New  York  Tuberculosis  and  Health  Association 
at  the  annual  meeting  January  27  in  New  York 
City.  Re-elected  vice-presidents  were  Drs.  Edward 
P.  Eglee  and  Oswald  R.  Jones. 

Two  new  members  were  elected  to  the  board  of 
directors — Dr.  Norman  Plummer,  medical  director 
of  the  New  York  Telephone  Company,  and  Dr. 
William  Hunter  Stearns,  instructor  in  medicine, 
College  of  Physicians  and  Surgeons,  Columbia 
University. 


New  York  City  Welfare  Council 

Ninety-seven  of  every  200  older  persons  admitted 
to  mental  hospitals  die  in  the  first  year  of  hospitaliza- 
tion, Dr.  Bernard  V/ortis,  director  of  the  psychia- 
tric division  of  Bellevue  Hospital,  told  the  meeting 
of  the  New  York  City  Welfare  Council’s  Conference 
Group  on  Welfare  of  the  Aged,  on  January  29. 

Saranac  Lake  Medical  Society 

Dr.  D.  M.  Brumficl  was  the  guest  speaker  at 
the  meeting  of  the  Saranac  Lake  Medical  Society 
held  February  4 at  the  Saranac  Laboratory.  His 
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topic  was  “Incommoda  Cordis  Apud  Incolas  Eius 
Loci  Saepe  Inventa.” 


Society  of  Medical  Jurisprudence 

“Artificial  Insemination  from  Donor  in  Cases  of 
Incurable  Male  Sterility”  was  the  topic  of  a talk 
given  by  Dr.  Marie  Pichel  Warner,  gynecologist 
and  obstetrician,  Beth  David  Hospital,  at  the  meet- 


ing of  the  Society  of  Medical  Jurisprudence,  February 
9 in  New  York  City. 

Dr.  Robert  S.  Hotchkiss,  associate  professor  of 
clinical  surgery,  Cornell  University  Medical  School, 
was  in  charge  of  the  discussion;  legal  aspects  of  the 
subject  were  presented  by  Mr.  Sidney  B.  Schatkin, 
assistant  corporation  counsel,  City  of  New  York, 
and  psychiatric  aspects  by  Dr.  Sarah  R.  Kelman, 
associate  neurologist  and  psychiatrist,  New  York 
Post-Graduate  Medical  School. 


FUTURE 


Niagara  Falls  Academy  of  Medicine 

The  Niagara  Falls  Academy  of  Medicine  will 
hold  its  annual  Clinical  Day  on  March  6 in  Niagara 
Falls. 

The  program  for  the  day  includes  the  follow- 
ing speakers  and  topics:  Dr.  George  Crile,  “The 
Present  Status  of  Propyl  Thiouracil  and  Surgery  in 
the  Treatment  of  Hyperthyroidism;”  Dr.  William 
Bates,  professor  of  surgery,  Postgraduate  School 
of  Medicine,  University  of  Pennsylvania,  “The 
Simulation  of  Thoracic  and  Abdominal  Visceral 
Pathology  by  Segmental  Neuralgia,”  and  Dr. 
Foster  Kennedy,  “The  Allergic  Influence  in  Mi- 
graine.” 

Dr.  Maurice  Chideckel  will  be  guest  speaker  at 
the  evening  banquet. 


New  York  Diabetes  Association 

With  Dr.  Herman  O.  Mosenthal  as  presiding 
officer,  an  open  meeting  of  the  New  York  Diabetes 
Association  will  be  held  March  19,  at  8:30  p.m. 
at  Hosack  Hall,  New  York  Academy  of  Medicine. 

Feature  of  the  program  will  be  a review  of  studies 
on  blood  sugar  by  Dr.  Edward  T.  Waters,  associate 
professor,  department  of  physiology,  University  of 
Toronto.  Discussants  will  include:  Dr.  Frederick 
M.  Allen,  professor  of  diseases  of  metabolism,  New 
York  Polyclinic  Medical  School  and  Hospital; 
Dr.  Edward  S.  Dillon,  president  of  the  American 
Diabetes  Association;  Dr.  Thomas  H.  McGavack, 
professor  of  clinical  medicine,  New  York  Medical 
College,  and  Dr.  Charles  H.  Best,  director,  de- 
partment of  physiology,  University  of  Toronto. 


PERSONALITIES 


Celebrated 

Dr.  Grosvenor  S.  Farmer,  Watertown,  who  was 
98  years  old  on  January  6 . . . now  retired  from  active 
medical  practice,  known  as  “dean  of  the  North 
Country’s  medical  fraternity”  and  the  oldest  living 
graduate  of  St.  Lawrence  University. . .graduated 
in  1871  and  from  New  York  Homeopathic  College 
in  1874;  practiced  in  Gouverneur  and  in  Watertown. 

Honored 

Dr.  Walter  W.  Palmer,  Bard  professor  of  medi- 
cine at  the  College  of  Physicians  and  Surgeons, 
Columbia  University,  who  will  retire  this  spring. . . 
honored  by  presentation  of  portrait  of  him,  painted 
by  Robert  Brackman,  to  the  College,  a gift  of  staff 
members,  friends,  and  fellow  physicians. 

Appointed 

Dr.  Clarence  E.  de  la  Chapelle,  associate  dean  of 
New  York  University  College  of  Medicine,  as  direc- 
tor of  medicine  at  Lenox  Hill  Hospital;  has  been 
for  15  years  chief  of  the  hospital’s  cardiovascular 
service  and  clinic... Dr.  William  H.  de  Rouville, 
assistant  attending  surgeon,  Albany  Hospital,  and 
assistant  professor  of  surgery,  Albany  Medical 
College,  as  chief  surgeon  of  the  Delaware  and 
Hudson  Railroad.  .. Dr.  Paul  R.  Gerhardt,  former 
director  of  division  of  cancer  control,  West  Virginia 
State  Health  Department,  as  director  of  cancer 
control  on  the  staff  of  the  New  York  State  Depart- 
ment of  Health . . . Dr.  J.  Murray  Steele,  associate 
professor  of  medicine,  New  York  University  College 
of  Medicine,  as  full  professor  of  medicine  at  the  Col- 
lege and  director  at  Gold  water  Memorial  Hospital. 


Elected 

Dr.  Conrad  Berens,  New  York  City,  as  president 
of  the  Pan  American  Association,  at  the  third  Pan 
American  Congress  of  Ophthalmology,  held  in 
Havana.  . .Dr.  Max  Dannenberg,  doctor  of  radiol- 
ogy at  Beth-El  and  Brooklyn  Women’s  Hospitals, 
as  president  of  the  East  New  York  Medical  Society. 

Speakers 

Dr.  Donald  A.  Covalt,  associate  professor  of 
rehabilitation  and  physical  medicine,  New  York 
University  School  of  Medicine,  at  a meeting  of 
volunteer  women  assistants  trained  by  the  New 
York  State  Association  of  Occupational  Therapy, 
February  3 in  New  York  City... Dr.  Cornelius 
P.  Rhoads,  director  Memorial  Hospital,  New  York 
City,  who  gave  the  fifth  laity  lecture  on  “Perspec- 
tives in  Cancer  Research”  at  the  New  York  Acad- 
emy of  Medicine,  February  4... Dr.  T.  J.  C. 
Van  Storch,  neurologist  at  the  Albany  Hospital, 
who  described  a study  of  the  brain  by  use  of  a 
machine  which  amplifies  electrical  currents,  at  a 
meeting  of  the  Monarch  Club  in  Albany  on  January 
27. . .Dr.  Violet  Kiel,  Bronxville,  as  a member  of 
the  panel  on  Station  WFAS,  White  Plains,  on 
January  4,  discussing  “Should  We  Have  Compul- 
sory Health  Insurance?” 

New  Offices 

Dr.  John  Kalamaridcs,  formerly  of  Flushing, 
general  practice  in  Hannibal . . . Dr.  Arnold  M. 
Wiesen,  Army  veteran  and  formerly  EENT  chief 
at  the  Regional  Station  Hospital,  Fort  Belvoir, 
Virginia,  practice  of  EENT  at  lliverhead. 
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Roosevelt  Hospital  Conforms  to  Council’s  Master  Plan 


THE  Hospital  Council  of  Greater  New  York  has 
begun  the  implementation  of  its  Master  Plan 
and  has  designated  Roosevelt  Hospital  as  a “partici- 
pating hospital”  in  the  Plan,  it  was  announced  in 
February  in  the  Council’s  Bulletin.  The  Master 
Plan  is  defined  by  the  Council  as  a flexible  guide  for 
the  integration  and  development  of  hospital  and 
health  facilities  in  relation  to  the  needs  of  the  people. 

Reviewing  the  pl^ns  of  hospitals  conforming  to 
the  basic  principles  of  the  Master  Plan,  the  Bulletin 
said,  “it  is  fitting  that  Roosevelt  Hospital  be 
selected.”  By  the  terms  of  the  will  of  James  H. 
Roosevelt,  signed  in  1854,  “the  hospital  was  incor- 
porated through  the  cooperative  efforts  of  indivi- 
duals with  responsibilities  in  the  fields  of  medical 
education  and  hospitals Under  this  coopera- 

tive atmosphere  the  cornerstone  of  Roosevelt 
Hospital  was  laid  in  1869.” 


The  review  of  the  plans  and  program  of  Roosevelt 
Hospital,  on  which  the  Council’s  designation  was 
based,  revealed  that  the  hospital  plans  replacement 
facilities  for  the  reception  and  emergency  depart- 
ments, and  also  for  the  outpatient  department.  In 
addition,  the  hospital  plans  for  the  establishment  of 
facilities  for  a maternity  service,  which  the  Council 
has  stressed  in  its  reports  as  necessary  in  every 
general  hospital. 

Roosevelt  Hospital,  it  was  stated,  has  at  present 
410  beds,  of  which  230  are  for  ward  patients,  93 
are  for  private,  and  87  for  semiprivate  patients. 
An  approved  school  for  nursing  also  is  located  on  the 
site. 

Extensive  rehabilitation  of  facilities  has  been  in 
progress  during  the  past  eight  years.  The  size 
of  the  hospital,  the  report  added,  will,  not  exceed 
600  beds. 


Hospital  Diets  Subject  for  Institutes 


THE  TWO  institutes  on  hospital  dietary  depart- 
ments scheduled  for  April  by  the  American 
Hospital  Association  will  be  held  in  Buck  Hill 
Falls,  Pennsylvania,  April  19  to  23,  and  in  Kansas 
City,  Missouri,  April  12  and  13. 

Emphasizing  the  place  of  the  dietary  department 
in  the  total  hospital  service  offered  to  the  commu- 
nity, both  institutes  are  designed  to  help  adminis- 
trators work  closely  with  their  dietitians  in  estab- 
lishing sound  and  efficient  departmental  organiza- 
tion with  resultant  attractive,  well-planned  patient 
meals. 

The  five-day  institute  at  the  Buck  Hill  Falls  Inn 


in  Pennsylvania,  “Modernization  of  Food  Service 
Facilities  and  Procedures  in  Hospitals,”  will  cover 
three  important  phases  of  dietary  administration: 
good  personnel  organization  and  training,  modern- 
ization of  facilities  and  layout  and  departmental 
controls  and  costs,  and  the  educational  responsi- 
bilities of  the  hospital.  An  open  forum  is  planned 
on  hospital  in-service  training  of  the  dietitian. 

This  institute  is  sponsored  by  the  Hospital 
Council  of  Philadelphia,  Hospital  Association  of 
New  York  State,  Greater  New  York  Dietetic  Asso- 
ciation, Philadelphia  Dietetic  Association,  and 
Teachers  College,  Columbia  University. 


Roswell  Park  Memorial  Institute  Makes  Policy  Changes 


PATIENTS  suffering  from  benign  hemangiomata 
will  no  longer  be  accepted  at  Roswell  Park 
Memorial  Institute  in  Buffalo,  according  to  a recent 
announcement  by  Dr.  Louis  C.  Kress,  Institute 
director. 

The  change  in  policy  was  inaugurated,  Dr. 
Kress  said,  because  such  patients  no  longer  present  a 
diagnostic  or  research  problem  and  can  be  treated  by 


practicing  physicians  and  dermatologists  throughout 
the  state. 

Approximately  one  fifth  of  the  case  load  of 
the  dermatologic  department  of  the  Institute 
consists  of  benign  hemangiomata,  which  are  not 
malignant,  but  require  time  which  might  be 
devoted  to  patients  with  cancer,  according  to  Dr. 
Kress. 


NEWS  NOTES 


The  first  cancer-prevention  clinic  devoted  ex- 
clusively to  teen-agers  was  opened  in  February  at 
the  Kate  Depew  Strang  Prevention  Clinic,  a division 
of  Memorial  Hospital  Center  for  Cancer  and  Allied 
Diseases,  New  York  City.  The  clinic  will  be  an 


extension  of  one  which  was  opened  a year  ago  for 
children  up  to  fourteen  years  of  age. 


Dr.  Selman  Waksman,  discoverer  of  strepto- 
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mycin  and  professor  of  antibiotics,  Rutgers  Univer- 
sity, ' began  a series  of  forums  in  the  auditorium 
of  Jewish  Sanitarium  and  Hospital  for  Chronic 
Diseases,  Brooklyn,  on  February  4.  His  subject 
was  “The  Past,  Present  and  Future  of  Antibiotics.” 


Dr.  Paul  Lussheimer  spoke  on  “The  Neurotic 
Personality  of  Our  Time”  at  a meeting  of  the 
Brooklyn  State  Hospital  Psychiatric  Forum  on 
February  5. 


The  Children’s  Aid  Society,  New  York  City, 
announced  recently  that  it  had  ninety-two  beds 
available  for  children  recovering  from  rheumatic 
fever  and  that  in  the  last  two  years  578  children  were 
cared  for  at  the  society’s  Elizabeth  Milbank  An- 
derson Home  for  Convalescent  Children,  Chap- 
paqua,  and  the  Milbank  and  Martha  Homes  for 
Convalescent  Boys,  Valhalla.  The  society  accepts 
rheumatic  fever  and  general  convalescent  child 
patients  on  the  recommendation  of  doctors,  visiting 
nurses,  hospital  social  service  departments,  and 
other  social  agencies. 


Dr.  William  P.  Longmire,  Jr.,  associate  pro- 
fessor of  surgery  at  Johns  Hopkins  Hospital,  Balti- 
more, delivered  the  1948  William  Linder  Memorial 
Lecture  of  the  Jewish  Hospital  of  Brooklyn,  Febru- 
ary 11.  His  topic  was  “Recent  Advances  in  Chest 
Surgery.” 


In  line  with  the  policy  of  continued  education  for 
doctors,  the  medical  staff  of  Wyckoff  Heights 
Hospital,  Brooklyn,  on  January  13,  heard  lectures 
by  two  members  of  the  department  of  chemistry 
and  physics  of  St.  John’s  University,  Professors 
Harold  A.  Horan  and  Ernest  G.  Theroux.  Their 
topic  was  “Recent  Developments  in  Chemistry  and 
Physics  in  Relation  to  Hospital  Practices.” 


A health  program  for  Chenango  County  has  been 
proposed  by  Dr.  Ralph  M.  Vincent,  district  state 
health  officer,  to  the  county  Board  of  Supervisors. 
Prepared  by  the  New  York  State  Department  of 
Health  and  the  Joint  Hospital  Survey  and  Planning 
Commission,  the  health  prospectus  would  proyide 
for  a unified  county  health  department;  for  the 
expansion  of  a public  health  laboratory  to  be  located 
in  the  Chenango  Memorial  Hospital  in  Norwich; 
for  additional  70  hospital  beds  and  a chronic  unit  of 
68  beds,  expanding  the  hospital  to  130  beds;  estab- 
lishment of  two  state-aided  public  health  centers; 


and  the  eventual  construction  of  a new  50-bed 
hospital  in  the  southern  part  of  the  county. 


Dr.  Harold  G.  Wolff,  associate  professor  of 
medicine  and  psychiatry  at  Cornell  University 
Medical  College,  spoke  on  “Protective  Reaction 
Patterns  in  Man  Involving  the  Organs  of  Alimenta- 
tion,” as  the  first  Isidore  W.  Held  Lecture  at  the 
Beth  Israel  Hospital,  on  February  25. 


Twelve  Queens  hospitals  were  among  the  3,143 
institutions  that  have  been  approved  by  the  Ameri- 
can College  of  Surgeons  in  its  thirtieth  annual 
standardization,  it  was  announced  recently  in 
• Chicago.  They  are  Flushing  Hospital  and  Dis- 
pensary, Flushing;  Hillside  Hospital,  Bellerose; 
St.  Joseph’s,  Far  Roc ku way;  Jamaica,  Mary  Im- 
maculate, Queens  General,  and  Triboro,  all  in 
Jamaica;  St.  John’s,  Long  Island  City;  Creed- 
more  State  Hospital,  Queens  Village;  Rockaway 
Beach  Hospital  and  Dispensary;  U.  S.  Naval 
Hospital,  St.  Albans;  and  St.  Anthony’s,  Wood- 
haven. 


Western  New  York’s  first  complete  unit  for  the 
care  of  premature  babies  was  opened  recently  at 
Children’s  Hospital,  Buffalo.  The  unit,  furnished 
with  the  latest  equipment  and  staffed  with  especi- 
ally trained  personnel,  has  a capacity  of  22  beds  and 
is  divided  into  four  nurseries  and  a utility  room.  The 
unit  will  be  invaluable  also  as  a training  center  for 
doctors,  nurses,  and  hospital  administrators,  and 
will  provide  a basis  for  the  study  of  the  causes  of 
premature  birth,  according  to  Dr.  Mitchell  I. 
Rubin,  Children’s  Hospital  pediatrician.  The  new 
wing  is  a gift  of  “a  friend  of  the  hospital  who  has 
long  realized  the  need  in  this  area  for  such  specialized 
care.” 


Brunswick  Hospital  and  Home,  Amityville,  has 
been  converted  into  a general  hospital,  according  to 
a recent  announcement  from  the  hospital’s  new 
owners. 

The  hospitals  will  be  open  to  all  doctors  in  the 
vicinity  of  Nassau  and  Suffolk  counties  who  are 
in  good  ethical  standing,  the  owners  said.  The 
new  directors  of  the  hospital  are  Dr.  Hyman  B. 
Hendler  and  Dr.  Ben  M.  Stein,  of  Hempstead; 
Dr.  Jack  M.  Lesnow  and  Dr.  Charles  J.  Rreefer, 
Rockville  Centre,  and  Dr.  Sidney  S.  Hein,  Garden 
City.  Dr.  Convas  L.  Markham,  who  has  been 
superintendent  of  Brunswick  Hospital  since  1910,  is 
remaining  in  that  capacity. 


PERSONALITIES 


Elected. — Dr.  Charles  L.  Reigi,  Stapleton,  mem- 
ber for  the  last  thirty  years  of  the  surgical  staff  of 
St.  Vincent’s  Hospital,  Richmond,  as  president  of 
the  hospital’s  medical  board,  succeeding  Dr.  Donato 
V.  Catalano  . . . Dr.  Enrico  C.  Soldini,  Stapleton,  as 
vice-president  of  medical  board,  St.  Vincent’s 
Hospital,  and  Dr.  J.  Goffer,  Silver  Lake,  as  board 


secretary  ...  As  chief  of  staff  of  Albany  Hospital, 
Dr.  Thomas  O.  Gamble,  professor  of  obstetrics  at 
Albany  Medical  College  and  chief  obstetrician  at  the 
hospital ...  As  vice-chairman  of  the  Albany  Hospital 
staff,  Dr.  Otto  Faust,  and  as  secretary-treasurer, 
Dr.  John  F.  Filippone  . . . Dr.  Donald  It.  Reed  as 
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Charles  Hume  Baldwin,  M.D.,  of  Utica,  died  on 
January  26  at  the  age  of  seventy.  Prior  to  his  re- 
tirement, Dr.  Baldwin  was  consultant  in  orthopedic 
surgery  to  the  Little  Falls  Hospital,  and  the  Faxton, 
St.  Luke’s,  and  St.  Elizabeth  hospitals  in  Utica.  He 
was  graduated  from  Harvard  Medical  School  in 
1904.  Dr.  Baldwin  was  a Fellow  of  the  American 
College  of  Surgeons  and  a member  of  the  Oneida 
County  and  New  York  State  medical  societies. 

Oscar  Henry  Bohm,  M.D.,  seventy,  who  had  prac- 
ticed medicine  in  Yonkers  for  forty-six  years,  died 
on  January  29.  He  received  his  medical  degree  in 
1901  from  Columbia  University,  College  of  Physi- 
cians and  Surgeons.  Dr.  Bohm  was  a member  of* 
the  Yonkers  Academy  of  Medicine  and  the  West- 
chester County  and  New  York  State  medical  so- 
cieties. 

Robert  Brittain,  M.D.,  of  Downsville,  died  on 
January  3.  He  was  eighty  years  of  age  and  had 
been  a practicing  physician  for  more  than  fifty  years. 
Dr.  Brittain  was  graduated  from  Albany  Medical 
College  in  1890,  began  his  practice  in  Shaver  town, 
and  moved  to  Downsville  in  1896.  He  was  a mem- 
ber of  the  American  Public  Health  Association,  the 
Delaware  County  Medical  Society,  the  American 
Medical  Association,  and  the  New  York  State  Medi- 
cal Society. 

Arthur  Smith  Chittenden,  M.D.,  of  Endicott,  died 
on  January  1 at  the  age  of  seventy-five.  He  re- 
ceived his  medical  degree  from  Johns  Hopkins  Medi- 
cal School  in  1900  and  practiced  in  New  York  City 
before  returning  to  Binghamton  in  1909.  Dr. 
Chittenden  was  a former  consultant  at  Wilson 
Memorial  Hospital,  Johnson  City;  Ideal  Hospital 
of  Endicott,  and  Binghamton  Hospital.  He  retired 
in  1934.  His  interest  in  the  use  of  x-rays  in  medical 
treatment  led  to  the  founding  of  the  Kilmer  Patho- 
logical Laboratory  and  Binghamton  City  Hospital’s 
maternity  building.  Dr.  Chittenden  was  a member 
of  the  New  York  Academy  of  Medicine,  the  New 
York  State  and  Broome  County  medical  societies, 
and  the  American  Medical  Association.  He  was 
also  a Fellow  of  the  American  College  of  Surgeons. 

Anna  M.  Grove,  M.D.,  of  Greensboro,  North 
Carolina,  formerly  of  Yonkers,  died  on  January  28. 
She  was  eighty  years  of  age  and  was  graduated  from 
the  Woman’s  Medical  College  of  the  New  York  In- 
firmary in  1892.  Since  1893  she  had  been  a member 
of  the  faculty  of  Woman’s  College  of  the  University 
of  North  Carolina  in  Greensboro. 

Arthur  Otto  Hahl,  M.D.,  of  Clarence,  died  on 
June  17.  He  was  fifty-six  years  of  age.  Dr.  Hahl 
was  graduated  from  the  University  of  Buffalo,  School 
of  Medicine,  in  1908.  He  was  affiliated  with  the 
Millard  Fillmore  Hospital,  Buffalo.  Dr.  Ilahl  was  a 
member  of  the  American  Medical  Association,  the 
Erie  County  and  New  York  State  medical  societies. 

Thomas  Howell,  M.D.,  of  New  York  City,  died  on 
January  24  at  the  age  of  seventy-nine.  He  was 
superintendent  oi  the  New  York  Hospital  from  1909 
to  1935  and  head  of  its  outpatient  department  since 
1942.  From  1935  to  1942  Dr.  Howell  was  director 
of  the  Overlook  Hospital,  Summit,  New  Jersey.  He 
was  assistant  director  of  the  New  York  Hospital- 
Cornell  Medical  College  Association,  and  in  1913— 
1914  he  was  president  of  the  American  Hospital 
Association.  lie  was  also  a member  of  the  New 
York  and  New  Jersey  hospital  associations  and  the 


Minnesota  State  Medical  Association.  Dr.  Howell 
received  his  medical  degree  from  the  Dartmouth 
Medical  School  in  1895. 

Charles  Edward  Lane,  M.D.,  of  Poughkeepsie, 
died  on  December  27.  He  was  ninety-two  years  of 
age.  He  was  graduated  from  the  New  York  Homeo- 
pathic College  in  1883.  Dr.  Lane  was  consulting 
physician  at  Vassar  Brothers  and  St.  Francis  hos- 
pitals in  Poughkeepsie. 

t Morris  J.  Lavine,  M.D.,  of  Syracuse,  died  on 
November  8.  He  was  fifty  years  of  age.  He  was 
graduated  from  Syracuse  University,  College  of 
Medicine  in  1919,  and  interned  at  Mt.  Sinai  Hos- 
pital in  New  York  City.  Dr.  Lavine  was  on  the  staff 
of  the  Onondaga  County  Home  and  Hospital  in 
Syracuse.  He  was  a member  of  the  American  Col- 
lege of  Radiology,  the  Academy  of  Medicine,  and  the 
New  York  State  and  Onondaga  County  medical 
societies. 

John  Alexander  McCreery,  M.D.,  of  Greenwich, 
Connecticut,  formerly  of  New  York  City,  died  on 
January  31.  He  was  sixty-two  years  old.  Gradu- 
ating from  Columbia  University,  College  of  Physi- 
cians and  Suigeons,  in  1910,  Dr.  McCreery  was  on 
the  staff  of  Bellevue  Hospital  until  World  War  I, 
when  he  went  to  Europe  with  the  Presbyteriau 
Hospital  Medical  Unit,  becoming  director  of  surgery 
of  A.E.F.  General  Hospital  No.  2.  Resuming  prac- 
tice in  New  York  City  after  the  war,  Dr.  McCreery 
was  associate  clinical  professor  of  surgery  at  Colum- 
bia University  until  1925.  From  1925  to  1940  he 
was  director  of  the  First  Surgical  Division  at  Belle- 
vue Hospital.  Going  to  the  Greenwich  Hospital  as 
director  of  surgery,  he  became  the  hospital’s  chief  of 
staff  two  years  ago. 

Dr.  McCreery  was  a founding  member  of  the 
American  Board  of  Surgery  and  a Fellow  of  the  New 
York  Academy  of  Medicine,  the  American  Surgical 
Society,  and  the  American  College  of  Surgeons.  He 
was  president  of  the  New  York  Surgical  Society  from 
1945  to  1947. 

He  was  consulting  surgeon  to  Bellevue  Hos- 
pital; United  Hospital,  Port  Chester,  and  the 
Stamford  and  St.  Joseph’s  hospitals  in  Stamford, 
Connecticut. 

Norbert  Neumann,  M.D.,  of  Ridgewood,  Queens, 
died  in  January.  He  was  thirty-five  years  of  age. 
Dr.  Neumann  was  graduated  from  the  University  of 
Vienna  in  1936.  He  was  a member  of  the  New  York 
State  and  Queens  County  medical  societies,  and  the 
American  Medical  Association. 

Charles  F.  Roche,  M.D.,  oi  Miami  Beach,  Florida, 
formerly  of  Montauk,  Long  Island,  died  on  January 
17  at  the  .age  of  fifty-nine. 

De  Mont  Ryan,  M.D.,  of  Dryden,  died  on  October 
25  at  the  age  of  seventy- two.  He  was  graduated 
from  Syracuse  University,  College  of  Medicine,  in 
1904.  He  was  a member  of  the  American  Medical 
Association,  and  the  New  York  State  and  Tompkins 
County  medical  societies. 

Edwin  Heddon  Shepard,  M.D.,  of  Syracuse,  died 
on  December  26.  He  was  sixty-nine  years  of  age 
and  had  been  a practicing  physician  in  Syracuse  for 
forty-one  years.  He  was  graduated  from  Syracuse 
University,  College  of  Medicine,  in  1904,  and  then 
took  postgraduate  courses  in  Berlin,  Munich,  and  at 
St.  Bartholomew  Hospital,  London.  He  was  chief 
[Continued  on  page  554] 


546 


WOMAN’S  AUXILIARY 


TO  THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Convention  Committee  Meets  to  Complete  Plans 


WITH  preliminary  reports  already  received  from 
the  chairmen  of  the  various  committees  work- 
ing on  the  annual  convention  of  the  Woman’s 
Auxiliary,  to  be  held  May  17  to  21,  1948,  at  the 
Hotel  Pennsylvania,  New  York  City,  the  general 
chairmen  are  urging  all  who  plan  to  attend  to  make 
their  hotel  reservations  immediately. 

The  program  for  the  convention  includes  regis- 
tration, meetings  of  the  executive  board  and  the 
House  of  Delegates,  a luncheon,  county  presidents 
conference,  and  the  joint  banquet  with  the  State 
Medical  Society. 

Committee  chairmen,  representing  various  county 
societies,  are : Mrs.  Clifton  L.  Dance,  general  chair- 
man, Kings;  Mrs.  William  J.  Lavelle,  cochairman, 
Queens;  Mrs.  Joseph  F.  Worthen,  acknowledg- 
ments, Richmond;  Mrs.  Myron  Hafer,  dinner, 


Suffolk;  Mrs.  F.  E.  Elliott,  flowers,  Kings;  Mrs. 
Thomas  M.  D’Angelo,  headquarters,  Queens;  Mrs. 
George  P.  Bergmann,  hospitality,  Suffolk. 

Also:  Mrs.  John  L.  Neubert,  information,  Nas- 
sau; Mrs.  Vincent  J.  Tesoriero,  luncheon,  Kings; 
Mrs.  Joseph  D.  Hallinan,  junior  ushers,  Queens; 
Mrs.  Walter  J.  Puderbach,  printing,  Kings;  Mrs. 
Harold  Foster,  supplies,  Queens;  Mrs.  Edwin  A. 
Griffin,  publicity,  Kings;  Mrs.  Michael  M.  Schultz, 
registration  and  credentials,  Queens;  Mrs.  Fred 
Jones,  finance,  Oneida;  Mrs.  John  J.  Goller, 
tickets,  Richmond;  Mrs.  Alfred  M.  Madden,  resolu- 
tions, Albany;  Mrs.  Charles  E.  Scofield,  house  of 
delegates,  Kings;  Mrs.  Fred  Small,  gift,  Orange, 
and  Mrs.  J.  T.  McKeever,  memoriam,  Orange. 

A meeting  of  the  convention  committee  was  held 
December  1 in  Brooklyn. 


Scottish  Newspaper  Tells  Story  of  Auxiliary  Gift 


FEATURED  in  the  December  21,  1947,  issue  of 
The  Sunday  Post,  tabloid  newspaper  published 
in  Glasgow,  Scotland,  is  a two-column  story  telling 
of  candy  and  goodies  supplied  children  of  Oban, 
Scotland,  as  a result  of  the  gift  of  money  made  by 
the  Woman’s  Auxiliary  at  the  annual  convention  in 
Buffalo  last  May. 

With  the  headline,  “These  Doctors’  Wives  Could 
Scarcely  Believe  Their  Eyes! — They  Saw  Our  Daily 
Ration,  and  They  Acted,”  the  newspaper  story 
reports  the  talk  given  by  Mrs.  Alan  E.  Cameron, 
of  Oban,  on  “A  Housewife  Looks  at  Postwar 
Britain”  at  the  1947  annual  convention.  De- 
scribing how  the  housewives  of  Scotland  were  living, 
Mrs.  Cameron  gave  a graphic  portrayal  of  the 
limited  food  supplies,  showing  the  Auxiliary  mem- 
bers a tray  with  the  small  amounts  which  make  up 
an  individual’s  daily  food  ration  in  Scotland. 


According  to  The  Sunday  Post,  “Until  then,  these 
American  women  had  no  conception  of  how  we 
were  living,”  says  Mrs.  Cameron.  “They  had  a 
vague  idea  that  if  we  were  not  getting  much  meat, 
we  must  be  dreadfully  sick  of  eating  chicken!  They 
did  not  appreciate  that  when  we  are  short  we  are 
practically  without! 

“They  were  particularly  impressed  by  the  fact 

that  little  children  had  so  few  sweets So 

at  their  meeting  the  following  day  the  delegates 
voted  funds  and  added  personal  contributions  to  be 
given  to  Mrs.  Cameron  to  provide  a treat  for  the 
kiddies  in  recognition  of  the  very  real  sympathy 
aroused  among  members  of  the  organization.” 

Mrs.  Cameron  completed  arrangements  for  the 
candy  to  be  forwarded,  and  it  was  distributed 
among  the  four  Oban  schools  prior  to  the  Christmas 
holidays. 


COUNTY  NEWS 


Albany  County 

Members  of  the  Albany  County  Woman’s 
Auxiliary  were  active  during  the  Christmas  season, 
when  they  aided  in  the  annual  Christmas  seal  sale 
of  the  Albany  County  Tuberculosis  Association, 
gave  a Christmas  party  at  the  Albany  Hospital  for 
Incurables  at  which  gifts  and  refreshments  were 
distributed,  and  were  in  charge  for  one  day  of  the 
sale  of  articles  made  by  the  blind. 

At  their  December  meeting,  semiannual  reports 
of  the  officers  and  committee  chairmen  were  pre- 
sented. 

On  February  25,  the  group  sponsored  a legis- 
lative dinner  meeting  at  the  Hotel  Wellington, 


Albany,  with  Mrs.  William  McThomson,  county 
president,  in  charge.  Dr.  Robert  Hannon,  legis- 
lative chairman  for  the  Medical  Society  of  the 
State  of  New  York,  spoke,  and  guests  included  Mrs. 
Harry  F.  Pohlmann,  State  Auxiliary  president; 
Mrs.  Edgar  Neptune,  president-elect  of  the  State 
Auxiliary,  and  Mrs.  Alfred  P.  Grussner,  State 
legislative  chairman. 

In  March,  the  Albany  County  Auxiliary  is  spon- 
soring a silver  tea  for  the  benefit  of  the  Red  Cross, 
to  be  held  at  the  home  of  Mrs.  Emerson  Crosby 
Kelly. 

In  April,  the  group  will  celebrate  its  tenth  an- 
niversary as  an  organization. 
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Allegany  County 

Dr.  D.  H.  McMann,  Hornell,  district  health 
officer,  spoke  to  members  of  the  Allegany  County 
Woman’s  Auxiliary  when  the  group  met  in  Novem- 
ber. The  president,  Mrs.  John  F.  Glosser,  Wells- 
ville,  reports  that  the  unit  is  contributing  to  the 
Physicians’  Home  and  is  interested  in  the  Angelica 
County  Home. 

Meeting  on  January  8 at  the  Wellsville  Country 
Club,  the  group  discussed  the  Wagner-Murray- 
Dingell  Bill  and  read  and  discussed  Dr.  Haven 
Emerson’s  “Ten  Point  Plan,”  which  was  sent  to  all 
newpapers  in  Allegany  County. 

On  March  11,  the  Auxiliary  has  been  invited  to 
have  dinner  with  the  Allegany  County  Medical 
Society  at  Belmont,  when  Dr.  Louis  Kress,  director 
of  the  Roswell  Park  Memorial  Institute  and  chair- 
man of  the  executive  committee  of  the  New  York 
State  Cancer  Society,  will  speak  to  both  groups. 
The  technicolor  film  on  cancer,  “The  Traitor 
Within,”  will  also  be  shown. 

Through  the  efforts  of  Dr.  and  Mrs.  Edward 
Briggs,  a cancer  picture  was  shown  to  the  Rotary 
Club  of  Wellsville. 

In  September,  the  Auxiliary  went  on  record  as 
unanimously  in  favor  of  the  county  health  unit. 
Although  the  plan  was  defeated  on  February  3,  the 
members  have  announced  that  they  will  continue 
to  work  for  the  county  health  program. 

Mrs.  Edward  Comstock,  chairman  of  the  “shut- 
ins”  committee,  has  reported  that  the  Tuberculosis 
Association  will  work  with  the  Auxiliary  on  the 
project  of  collecting  and  selling  articles  made  by  the 
“shut-ins.” 

Cattaraugus  County 

Carrying  out  the  plan  to  work  with  the  county 
Parent-Teacher  Associations  in  presenting  informa- 
tion on  rheumatic  fever  and  heart  disease,  Mrs. 
Maurice  G.  Sheldon,  Olean,  Auxiliary  president, 
during  January  attended  five  meetings  in  the  county. 
Accompanying  her  were  Mrs.  Ronald  F.  Garvey 
and  Mrs.  N.  P.  Johnson,  both  of  Olean,  members 
of  the  committee. 

Mrs.  Sheldon  reports  that  the  P.-T.A.’s  have  done 
an  excellent  job  in  getting  a large  attendance  at  each 
meeting,  for  which  Mrs.  Sheldon  appoints  a local 
doctor’s  wife  as  chairman.  The  County  Flealth 
Department  has  loaned  a screen  and  projector,  and, 
so  far,  over  900  have  seen  the  film  and  recording, 
“Jimmie  Beats  Rheumatic  Fever.”  More  meetings 
are  planned  for  the  spring. 

Radio  time  at  the  local  station  has  been  arranged, 
with  recordings  supplied  by  the  American  Medical 
Association,  and  a fraternal  order  in  Olean  has 
adopted  the  project  of  raising  funds  for  research  on 
rheumatic  fever. 

On  February  12,  members  of  the  Auxiliary  and 
the  County  Medical  Society  held  a joint  meeting 
in  Olean  to  hear  Dr.  Herbert  H.  Bauckus,  Buffalo, 
speak  on  socialized  medicine,  and  Mr.  Thomas  E. 
Walsh,  field  representative  of  the  State  Society’s 
Public  Relations  Bureau,  speak  on  the  chiropractic 
bill. 

Chenango  County 

Chenango  County  Woman’s  Auxiliary  was  or- 
ganized by  Mrs.  Herman  W.  Galster,  Scotia, 
state  organization  chairman,  at  a meeting  December 
11  in  Norwich.  Officers  elected  were:  Mrs.  John 
C.  Lee,  Norwich,  president;  Mrs.  James  M. 
Flanagan,  Norwich,  vice-president;  Mrs.  S.  M. 


Nichter,  New  Berlin,  secretary,  and  Mrs.  W.  D. 
Mayhew,  Oxford,  treasurer. 

Present  to  assist  in  the  formation  of  the  new  group 
were  Mrs.  Harry  F.  Pohlmann,  Middletown,  State 
president;  Mrs..  Edg ir  M.  Neptune,  Syracuse, 
State  president-elect;  Mrs.  M.  M.  Monserrate, 
Binghamton,  sixth  district  councillor,  and  Mrs. 
John  J.  Buettner,  Syracuse,  president  of  the  Onon- 
daga County  Woman’s  Auxiliary. 

Clinton  County 

Elected  as  Clinton  County  Auxiliary’s  first  of- 
ficers are:  Mrs.  Edwin  Sartwell,  Peru,  president; 
Mrs.  Andrew  Z.  Speare,  Chazy,  vice-president; 
Mrs.  Franklin  Atwater,  Plattsburg,  secretary,  and' 
Mrs.  George  Temple,  Keesville,  treasurer. 

At  the  next  meeting,  Mrs.  Sartwell  will  appoint 
committees,  and  the  group  will  plan  future  activi- 
ties. 

Columbia  County 

Mrs.  Harry  F.  Pohlmann,  State  Auxiliary  presi- 
dent, was  guest  speaker  at  the  luncheon  meeting  of 
the  Columbia  County  Auxiliary,  held  February  24 
in  Hudson.  Presiding  was  Mrs.  Ralph  F.  Spencer, 
Claverack,  county  president. 

Dutchess  County 

Self-education  is  Dutchess  County  Auxiliary’s 
theme  for  the  year.  The  president,  Mrs.  Archibald 
W.  Thomson,  Poughkeepsie,  with  the  guidance  of 
Mrs.  J.  Emerson  Noll,  Port  Jervis,  second  district 
councillor,  is  making  plans  for  the  unit. 

Erie  County 

A Christmas  tea  was  held  December  16  in  honor 
of  the  Erie  County  Auxiliary’s  43  new  members 
and  several  prospective  members. 

A study  group  has  been  organized  and  held  its 
first  meeting  January  12  in  Buffalo,  under  the 
leadership  of  Mrs.  Thomas  F.  Houston,  legislation 
chairman.  Mrs.  Arthur  L.  Bennett,  Buffalo,  is 
Erie  president. 

Fulton  County 

Main  project  of  the  Fulton  County  Auxiliary  is  to 
collect  medical  and  surgical  supplies  to  be  sent  to  the 
center  in  New  York  City,  where  they  will  be  shipped 
overseas  for  the  relief  of  needy  countries,  in  accord- 
ance with  the  plan  sponsored  by  Admiral  William 
Halsey. 

The  January  meeting  was  held  at  the  home  of  Mrs. 
Robert  Kunkle  in  Gloversville,  with  Mrs.  Harry 
F.  Pohlmann,  State  president,  as  guest  speaker. 
Describing  the  activities  of  other  auxiliary  units, 
Mrs.  Pohlmann  gave  suggestions  for  further  proj- 
ects and  asked  for  aid  for  the  Physicians’  Home. 

For  the  February  meeting,  at  the  home  of  Mrs. 
Arthur  Wilsey,  Gloversville,  election  of  officers  and 
a revision  of  the  constitution  was  planned. 

Greene  County 

District  Councillor  Mrs.  Albert  Vander  Veer, 
Albany,  spoke  on  “Legislation”  at  the  meeting  of 
the  Green  County  Woman’s  Auxiliary,  held  Febru- 
ary 24  at  the  Catskill  Country  Club,  Catskill. 

Kings  County 

Dr.  Milton  J.  Scnn,  child  psychiatrist,  Cornell 
University  Medical  School,  spoke  at  the  January 
meeting  of  the  Kings  County  Auxiliary,  held  follow- 
ing a buffet  lucheon. 

[Continued  on  page  552] 
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As  a widely  compatible  prescription 
vehicle  for  a variety  of  other 
medicaments  in  conditions  where 
concomitant  sedation  is  indicated. 


You  will  find 
PALAPENT  highly  acceptable  to  both 
adults  and  children. 


A new  and  pleasant  tasting  elixir  of  Sodium 
Pentobarbital,  U.S.P.,  2 grains  per  fluidounce, 
BRISTOL  PALAPENT  may  be  used 


Alone,  as  a sedative  and  hypnotic; 
OR 


ANNOUNCEMENTS 


THE  UNIVERSITY  OF  THE  STATE  OF  NEW  YORK 
THE  STATE  EDUCATION  DEPARTMENT 
BOARD  OF  MEDICAL  EXAMINERS 


Dr.  W.  P.  Anderton,  Secretary 
Medical  Society  of  the  State  of  New  York, 

292  Madison  Avenue 
New  York  17,  N.Y. 

Dear  Dr.  Anderton: 

This  is  to  notify  you  that  the  Board  of  Regents 
at  a meeting  held  November  21,  1947, 

Voted,  That  the  determination  of  the  Medical 
Committee  on  Grievances  in  the  matter  of  the 
application  for  the  revocation  of  the  medical 
license  heretofore  granted  to  Harry  Lowens, 
Washington,  D.C.,  be  accepted  and  sustained; 
that,  in  compliance  with  the  recommendation  of 
said  committee,  said  Harry  Lowens  be  censured 
and  reprimanded;  that  said  Harry  Lowens  be 
ordered  to  appear  for  such  censure  and  reprimand 
before  the  Board  of  Regents  at  a time  and  place 
to  be  determined  by  the  Commissioner  of  Educa- 
tion, notice  of  which  shall  be  given  to  said  Harry 
Lowens  by  said  Commissioner;  and  that  the 
Commissioner  of  Education  be  empowered  and 
directed  to  execute,  for  and  on  behalf  of  the 
• Board  of  Regents,  all  orders  necessary  to  carry 
out  the  terms  of  this  vote. 

Dr.  Lowens  has  not  registered  since  1941  with  the 
Department.  He  is  now  located  at  808  Quintana 
Place,  N.W.,  Washington,  D.C.  The  order  was 
served  on  Dr.  Lowens  by  registered  mail  on  Decem- 
ber 5,  1947. 

(Signed) 

Jacob  L.  Lochner,  Jr.,  M.D.,  Secretary 

N.Y.  State  Board  of  Medical  Examiners 
December  15,  1947 

To  the  Secretaries  of  the  Medical  Boards 
of  the  United  States 
Gentlemen : 

This  is  to  notify  you  that  the  Board  of  Regents  at 
a meeting  held  November  21, 1947, 

Voted,  That  the  determination  of  the  Medica1 
Committee  on  Grievances  in  the  matter  of  the 
application  for  the  revocation  of  the  medical 
license  heretofore  granted  to  Anne  Elizabeth 
Kuhner,  New  York,  be  accepted  and  sustained; 
that,  in  compliance  with  the  recommendation 
of  said  committee,  medical  license  No.  17809, 
issued  under  date  of  June  28,  1923,  to  said  Anne 
Elizabeth  Kuhner,  permitting  her  to  practice 
medicine  in  the  State  of  New  York  be  revoked, 
annulled  and  canceled,  and  that  her  registration 
or  registrations  as  a physician,  wherever  they 
may  appear,  be  ordered  annulled  and  canceled 
of  record;  and  that  the  Commissioner  of  Educa- 
tion be  empowered  and  directed  to  execute,  fbr 
and  on  behalf  of  the  Board  of  Regents,  all  orders 
necessary  to  accept  the  determination  of  said 
Committee  on  Grievances  and  to  carry  out  the 
terms  of  this  vote. 

Dr.  Kuhner  was  registered  for  the  years  1947-1948 
from  52  Gramercy  Park  North,  New  York  City. 
The  order  was  served  on  Dr.  Kuhner  on  December 


5,  1947,  and  the  medical  license  therefore  stands 
revoked  as  of  that  date. 

(Signed) 

Jacob  L.  Lochner,  Jr.,  M.D.,  Secretary 

N.Y.  State  Board  of  Medical  Examiners 

January  6, 1948 
Dear  Dr.  Anderton: 

This  is  to  notify  you  that  the  Board  of  Regents  at 
a meeting  held  November  21, 1947, 

Voted,  That  the  determination  of  the  Medical 
Committee  on  Grievances  in  the  matter  of  the 
application  for  the  revocation  of  the  medical 
license  heretofore  granted  to  Edward  N.  Morgan, 
Huntington,  West  Virginia,  be  accepted  and 
sustained;  that  in  compliance  with  the  recom- 
mendation of  said  committee,  said  Edward  N. 
Morgan  be  censured  and  reprimanded;  that 
said  Edward  N.  Morgan  be  ordered  to  appear  for 
such  censure  and  reprimand  before  the  Board  of 
Regents  at  a time  and  place  to  be  determined  by 
the  Commissioner  of  Education,  notice  of  which 
shall  be  given  to  said  Edward  N.  Morgan  by  said 
Commissioner;  and  that  the  Commissioner  of 
Education  be  empowered  and  directed  to  execute, 
for  and  on  behalf  of  the  Board  of  Regents,  all 
orders  necessary  to  carry  out  the  terms  of  this 
vote. 

Dr.  Morgan  has  not  registered  with  this  Depart- 
ment since  1941.  He  is  now  located  at  600  12th 
Avenue,  Huntington,  West  Virginia.  The  order  was 
served  on  Dr.  Morgan  by  registered  mail  on  Decem- 
ber 5, 1947. 

(Signed) 

Jacob  L.  Lochner,  Jr.,  M.D.,  Secretary 

N.Y.  State  Board  of  Medical  Examiners 

December  15,  1947 

To  the  Secretaries  of  the  Medical  Boards 
of  the  United  States 
Gentlemen: 

This  is  to  notify  you  that  the  Board  of  Regents  at 
a meeting  held  October  17, 1947, 

Voted,  That,  pursuant  to  the  provisions  of  sub- 
division 1 of  section  6514  (formerly  section  1264) 
of  the  Education  Law,  medical  license  No.  11341, 
issued  under  date  of  September  20,  1912,  to 
Leopold  W.  A.  Brandenburg,  Union  City,  New 
Jersey,  permitting  him  to  practice  medicine  in 
the  State  of  New  York,  be  revoked,  annulled  and 
canceled,  and  that  his  registration  or  registrations 
as  a physician,  wherever  they  may  appear,  be 
ordered  annulled  and  canceled  of  record;  and 
that  the  Commissioner  of  Education  be  em- 
powered and  directed  to  execute,  for  and  on  be- 
half of  the  Board  of  Regents,  all  orders  necessary 
to  carry  out  the  terms  of  this  vote. 

Dr.  Brandenburg  was  never  registered  for  the 
practice  of  medicine  in  the  State  of  New  York.  His 
present  address  is  2802  Hudson  Boulevard,  Union 
City,  New  Jersey.  The  order  of  the  Commissioner 
[Continued  on  page  552] 
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All  lactating  mammals 

provide  milk  appropriate  to  the 
developmental  needs  of  their 
young.  Physicians  know  that  hu- 
man milk  is  the  ideal  food  for  in- 
fants. 

When  other  food  sources  must  be 
resorted  to,  it  is  often  necessary 
to  supplement  the  diet  with  syn- 
thetic vitamins.  The  bottle-fed 
baby  constitutes  a special  problem, 
since  human  milk  contains  from 
four  to  five  times  more  vitamin  C 
than  cow’s  milk.* 

In  order  to  insure  an  adequate 
intake  of  vitamin  C by  the  infant 
(as  well  as  the  adult),  physicians 
are  prescribing  Van  Patten’s  pleas- 


The  Improved  Vitamin  C 

SODnSCORBftT€ 

Trade  Mark  Registered  U.  S.  Patent  Office 

* King,  C.  G. — The  Vitamins,  A Symposium,  A.M.A. 
1939,  pp.  323-338. 


ant  - tasting  SODASCORBATE 
Tablets  in  ever-increasing  number. 
SODASCORBATE  Tablets  pro- 
vide the  only  brand  of  sodium  as- 
corbate available  for  oral  adminis- 
tration. Approximately  neutral  in 
chemical  reaction,  SODASCOR- 
BATE Tablets  are  well  tolerated 
by  those  patients  who  cannot 
tolerate  citrus  fruits  or  ascorbic 
acid. 

Each  SODASCORBATE  Tablet  is 
equivalent  in  vitamin  C activity 
to  100  mg.  of  ascorbic  acid.  Sup- 
plied in  bottles  of  40,  100  and  500 
tablets  grooved  for  easy  adjust- 
ment of  dosage.  For  professional 
samples  and  covering  literature, 
sign  and  mail  the  coupon. 


VAN  PATTEN  PHARMACEUTICAL  CO. 
1227  Loyola  Ave. — Chicago  26  NySJM-348 

Please  send  professional  samples  of  SODA- 
SCORBATE and  covering  literature. 

Dr.  

Address  

Town State 
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was  served  on  Dr.  Brandenburg  on  November  25, 
1947. 

(Signed) 

Jacob  L.  Lochner,  Jr.,  M.D.,  Secretary 

N.Y.  State  Board  of  Medical  Examiners 

January  6,  1948 

To  the  Secretaries  of  the  Medical  Boards 
of  the  United  States 
Gentlemen : 

This  is  to  notify  you  that  the  Board  of  Regents  at 
a meeting  held  May  16,  1947, 

Voted,  That  the  determination  of  the  Medical 
Committee  on  Grievances  in  the  matter  of  the 
application  for  the  revocation  of  the  medical 
license  heretofore  granted  to  Gaspare  Genova, 
Brooklyn,  be  accepted  and  sustained;  that,  in 
compliance  with  the  recommendation  of  said 
committee,  medical  license  No.  20128,  issued 
under  date  of  January  28,  1926,  to  said  Gaspare 
Genova,  permitting  him  to  practice  medicine  in 
the  State  of  New  York,  and  his  registration  or 
registrations  as  a physician,  wherever  they  may 
appear,  be  suspended  for  a period  of  one  year 
from  the  date  of  service  of  the  order . effecting 
such  suspension;  and  that  the  Commissioner  of 
Education  be  empowered  and  directed  to  execute, 
for  and  on  behalf  of  the  Board  of  Regents,  all 
orders  necessary  to  accept  the  determination  of 
said  Committee  on  Grievances  and  to  carry  out 
the  terms  of  this  vote. 

Dr.  Genova  was  last  registered  with  the  Depart- 
ment in  1936  from  1257  70th  Street,  Brooklyn,  New 
York.  The  order  of  the  suspension  was  served 
on  June  4,  1947,  but  due  to  litigation  the  suspen- 
sion did  not  go  into  effect  until  December  11,  1947. 

(Signed) 


Jacob  L.  Lochner,  Jr.,.M.D.,  Secretary 
N.Y.  State  Board  of  Medical  Examiners 

January  6,  1948 

To  the  Secretaries  of  the  Medical  Boards 
of  the  United  States 
Gentlemen: 

This  is  to  notify  you  that  the  Board  of  Regents 
at  a meeting  held  November  21,  1947, 

Voted,  That  the  determination  of  the  Medical 
Committee  on  Grievances,  in  the  matter  of  the 
application  for  the  revocation  df  the  medical 
license  heretofore  granted  to  Boris  Schleifer, 
Brooklyn,  be  accepted  and  sustained;  that,  in 
compliance  with  the  recommendation  of  said 
committee,  medical  license  No.  18479,  issued 
under  date  of  June  26,  1924,  to  said  Boris  Schlei- 
fer, permitting  him  to  practice  medicine  in  the 
State  of  New  York,  be  revoked,  annulled  and 
canceled,  and  that  his  registration  or  registrations 
as  a physician,  wherever  they  may  appear,  be 
ordered  annulled  and  canceled  of  record;  and 
that  the  Commissioner  of  Education  be  em- 
powered and  directed  to  execute,  for  and  on  be- 
half of  the  Board  of  Regents,  all  orders  necessary 
to  accept  the  determination  of  said  Committee 
on  Grievances  and  to  carry  out  the  terms  of  this 
vote. 

Dr.  Schleifer  was  registered  for  the  years  1947- 
1948  from  2001  Strauss  Street,  Brooklyn,  New  York. 
The  order  of  the  Commissioner  was  served  on  Dr. 
Schleifer  on  December  3,  1947,  and  his  medical 
license  is  revoked  as  of  that  date. 

(Signed) 

Jacob  L.  Lochner,  Jr.,  M.D.,  Secretary 
N.Y.  State  Board  of  Medical  Examiners 
January  6, 1948 
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On  February  29,  a benefit  cocktail  party  for  the 
Physicians’  Home  was  held,  with  Mrs.  D.  A. 
Ajello,  Mrs.  Vincent  Teseriero,  and  Mrs.  Richard 
Walsh  acting  as  hostesses. 

Celebrating  the  thirteenth  birthday  of  the  Auxil- 
iary, a luncheon  will  be  held  March  9 at  the  Gram- 
ercy  Park  Hotel,  New  York  City,  in  honor  of  Mrs. 
John  L.  Bauer,  founder  and  first  president  of  the 
group,  who  will  receive  a scroll  signed  bv  the 
charter  members,  and  the  title  of  Honorary  Presi- 
dent for  life.  Guests  who  have  been  invited  include 
Mrs.  Harry  F.  Pohlmann,  Mrs.  Luther  Kice,  and 
Mrs.  Edgar  M.  Neptune,  State  officials;  Mrs. 
Daniel  Swan,  Queens  County;  Mrs.  Myron  IJafer, 
Suffolk  County,  and  Mrs.  William  G.  Miller, 
Nassau  County. 

On  April  13,  the  annual  meeting  and  election  of 
officers  will  be  held.  Mrs.  Charles  E.  Scofield  is 
president-elect. 

Onondaga  County 

Featuring,  in  the  Christmas  spirit,  plans  for 
giving  summer  camperships,  the  Onondaga  County 


Auxiliary,  of  which  Mrs.  John  J.  Buettner,  Syra- 
cuse, is  president,  held  its  annual  holiday  lucheon  in 
December  in  Syracuse.  Carrying  out  their  annual 
custom,  80  members  brought  gifts  and  money  to  be 
distributed  by  the  Christmas  Bureau,  a clearing- 
house for  giving  to  needy  families. 

Guests  at  the  meeting  were  Mrs.  Harry  F. 
Pohlmann,  State  president,  and  Mr.  Paul  K. 
Weinandy,  director  of  Huntington  Club  Settlement 
House,  who  thanked  the  group  for  the  7 two-week 
camperships  the  Auxiliary  gave  last  year. 

Queens  County 

The  first  1948  executive  board  meeting  of  the 
Queens  County  Auxiliary  was  held  January  20  at  the 
home  of  the  new  president,  Mrs.  Danici  J.  Swan. 
The  guest  speaker,  Dr.  Alfred  Angrist,  president  of 
the  Queens  County  Medical  Society,  urged  the  group 
to  continue  its  support  of  the  Queens  County 
Medical  Library. 

Mrs.  Adrian  Donnelly,  Flushing,  membership- 
chairman,  has  announced  that  the  15th  anniversary 
of  the  Auxiliary  will  be  celebrated  at  a tea  on  March. 
16,  to  which  all  doctors’  wives  arc  invited. 
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SULFADIAZINE 
WITH 
SODIUM 
LACTATE 
— MRT 

(an  original  MRT  contribution) 


guard 
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In  Sulfadiazine  with  Sodium  Lactate-MRT,  the  physi- 
cian may  be  sure  that  the  principle  dangers  of  sulfon- 
amide therapy  — crystalluria  and  urolithiasis  — are 
absolutely  minimized. 

Sulfadiazine  with  Sodium  Lactate-MRT  raises  the  pH 
of  the  urine  to  increase  the  solubility  of  the  excreted 
sulfonamide  and  its  conjugates.  Prevention  of  crystal 
formation  is  insured. 

Pleasant  taste  assures  maximum  patient  cooperation 
in  both  adults  and  children. 

One  teaspoonful  (5  cc.)  of  Sulfadiazine  with  Sodium  Lactate-MRT 
contains  7.7  grains  (0.5  Gm.)  of  sulfadiazine  — the  amount  contained 
in  the  0.5  Gm.  tablet  plus  sodium  lactate  in  a full  3 to  1 ratio 

no  coined  names  . . . f ^ 
specify  . . . j MRT  j 

i I Literature  and  samples  on  request 

' J 

MARVIN  R.  THOMPSON,  INC. 

SERVICE  TO  MEDICINE 

67  Greenwich  Avenue  Stamford,  Connecticut 
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orthopedic  opinion  was  against  the  usage,  feeling 
that  the  machines  were  of  no  particular  value.  The 
manufacturers  contended  that  the  dosage  was  not 
excessive,  and  there  was  adequate  protection  because 
the  employees  have  been  trained  in  their  use.  The 
lawyers  countered  with  the  widespread  use  of  dental 
x-ray  machines  but  were  told  that  in  dental  x-ray 
one  assumes  that  there  is  sufficient  indication  to 
warrant  its  use  but  not  so  in  the  fitting  of  shoes. 
The  dangers  to  physicians  and  patients  as  a result  of 
exposure  to  x-rays  in  an  uncontrolled  manner  was 
stressed  by  the  medical  representatives. 

“Dr.  Brondum  felt  that  such  use  of  fluoroscopic 
machines  may  lead  to  the  promiscuous  use  of  these 
machines  for  fingers,  lungs,  etc.,  and  he  spoke  of  the 
long-term  dangers  to  the  employees  who  are  using 
large  amounts  of  x-ray  and  radium  in  industry,  and 
of  the  problem  of  disposal  in  hospitals  using  large 


amounts  of  radioactive  materials.  He  offered  the 
following  motion,  which  was  approved: 

“ ‘It  is  suggested  that  the  Public  Health  Com- 
mittee consider  the  installation  of  a Subcommittee 
on  Radiologic  Safety,  whose  function  it  would  be 
to  give  advice,  to  correct  such  abuses  of  radio- 
active materials,  and  to  act  as  an  educational 
group  to  the  medical  profession  as  to  the  dangers 
to  which  the  public  are  being  subjected.’  ” 

Dr.  Andresen  thought  we  should  have  a similar 
subcommittee  of  our  State  Public  Health  and  Edu- 
cation Committee. 

After  discussion,  it  was  voted  to  refer  this  report  to 
the  Public  Health  and  Education  Committee  sub- 
ject to  the  judgment  of  Dr.  Mitchell  as  to  its  dis- 
position, and  whether  or  not  to  have  a special  sub- 
committee for  consideration  of  problems  relating 
to  radioactivity  and  atomic  energy. 


« 


Hospital  News 

[Continued  from  page  545] 


president  of  the  medical  staff  of  Tarrytown  Hospital; 
Dr.  Milton  E.  Johnston  as  vice-president,  and  Dr. 
Eugene  Saberski  as  secretary-treasurer. 

Appointed. — Dr.  John  J.  Morton,  Jr.,  of  the  Uni- 
versity of  Rochester,  School  of  Medicine  and  Dentis- 
try, as  a member  of  the  National  Advisory  Cancer 
Council  of  the  National  Cancer  Institute,  U.S. 
Public  Health  Service  ...  To  the  staff  of  the  Canan- 


daigua Veterans  Administration  Hospital,  Dr.  An- 
drew Fergus,  from  the  Binghamton  State  Hospital. 

Dr.  Walter  Igersheimer  to  the  New  Haven 
Unit  and  Dispensary  from  the  Jewish  Hospital 
of  Brooklyn  ...  As  assistant  in  pathology  at 
St.  Vincent’s  Hospital,  Richmond,  Dr.  Alberto 
Montoya,  formerly  assistant  pathologist  at  Mt. 
Sinai  Hospital,  New  York  City. 
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examiner  for  the  Travelers  Insurance  Company’s 
Syracuse  branch  and  examiner  for  the  New  York 
Telephone  Company  in  Syracuse  for  forty  years. 
Dr.  Shepard  was  a member  of  the  Onondaga  County 
Medical  Society,  the  New  York  State  Medical  So- 
ciety, and  the  American  Medical  Association.  He 
was  also  a member  and  past-president  of  the  Syra- 
cuse Academy  of  Medicine. 

James  Cornelius  Sullivan,  M.D.,  of  Buffalo,  died 
on  February  2 at  the  age  of  fifty-nine.  Graduating 
from  the  University  of  Buffalo,  School  of  Medicine, 
in  1910,  Dr.  Sullivan  was  on  the  faculty  of  the  medi- 
cal school  and  was  attending  surgeon  at  the  Buffalo 
General,  Children’s  Deaconess,  and  Lafayette  Gen- 
eral hospitals. 

He  was  a member  of  the  Academy  of  Medi- 
cine, the  New  York  State  and  Erie  County 
medical  societies,  and  the  American  Medical  Asso- 


ciation. He  was  also  a Fellow  of  the  American  Col- 
lege of  Surgeons. 

Victor  C.  Thorne,  M.D.,  of  Greenwich,  Connecti- 
cut, formerly  of  New  York  City,  died  on  January  18. 
He  was  seventy-six  years  of  age.  After  graduating 
from  the  Sheffield  Scientific  School  of  Yale  Uni- 
versity in  1894  and  the  Columbia  University  Law 
School  in  1896,  Dr.  Thorne  received  his  medical 
degree  from  the  Cornell  University  Medical  School  in 
1 900.  He  practiced  in  New  York  City  and  was  asso- 
ciated with  the  New  York  Hospital  prior  to  his  re- 
tirement twenty  years  ago. 

Jacob  B.  Young,  M.D.,  of  Barker,  died  January  2 
at  the  age  of  eighty-five.  He  was  graduated  from 
the  University  of  Buffalo,  School  of  Medicine,  in 
1900.  For  thirty-one  years  he  practiced  in  the 
Black  Rock  and  Riverside  sections  of  Buffalo,  retir- 
ing sixteen  years  ago  because  of  poor  health. 
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TOWNS  TREATMENT  for  ALCOHOLISM  and  NARCOTIC 
and  HYPNOTIC  ADDICTIONS 

Established  1901  Now  Generally  Accepted 

PROVIDES:  (1)  An  Assurance  of  a Definite  Medical  Result 

(2)  An  Assurance  of  Length  of  Time  Required  and  Exact  Cost 

(3)  An  Assurance  of  Absolute  Privacy 

Our  “SYMPOSIUM  OF  MEDICAL  OPINION”  includes  case  histories  of 
this  successful  treatment  endorsed  by  many  physicians.  Copy  on  request. 

CHARLES  B.  TOWNS  HOSPITAL 

FOR  ALCOHOLISM  AND  DRUG  ADDICTION  EXCLUSIVELY 

COMPLETELY  REDECORATED  AND  MODERNIZED 

293  Central  Park  West,  New  York  24,  N.  Y.  Tel:  SChuyler  4-0770 


FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.  2-1621 


MODERN  NURSING  HOME 

HOLBROOK  MANOR— For  the  care  of  Convalescents, 
Chronically  ill.  Invalids,  and  Aged  and  mild  psychoneurotics. 
Reg.  Nurse  24  hrs.  a day.  Physicians  may  treat  their  own 
patients.  Private— Semi-private  rooms.  Five  acres  of  pine- 
wooded  grounds. 

O.  L.  FRIEDMAN,  M.D.,  Medical  Director,  Gr.  5-4875 
HOLBROOK,  LONG  ISLAND 

Near  Lake  Ronkonkoma  Phone  Ronkonkoma  8651 


‘INTERPINES’ 

Goshen,  N.  V. 

Phone  117 


Ethical — Reliable — Scientific 
Disorders  of  the  Nervous  System 
BEAUTIFUL— QUIET— HOMELIKE 

Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


WEST  HU.L 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 
For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioecd.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct 
the  treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  550  Write  for  illustrated  booklet. 


LOUDEN-KNICKERBOCKER  HALL,  me. 

81  LOUDEN  AVENUE  - Tel.  Amity ville  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specialising  in  NERVOUS  and  MENTAL  diseases. 

Full  Information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician -in -Charge 

NEW  YORK  CITY'  OFFICE,  Empire  Slate  Building,  Tel.  Longacre  3-0799 


If  You  Are  Reading  a Paper  at  the 
1948  Annual  Meeting  .... 


. . . the  New  York  State  Journal  of 
Medicine  will  appreciate  your  following  the 
suggestions  listed  below  in  the  preparation 
of  your  manuscripts.  Since  the  Annual 
Meeting  papers  are  submitted  to  the 
Journal  for  publication,  your  cooperation 
in  heeding  these  suggestions  will  save  corre- 
spondence, avoid  the  return  of  scientific 
papers  for  revisions,  minimize  the  work  of 
preparation  for  the  printer,  and  save  the  high 
costs  of  corrections  made  on  the  galley 
proofs. 

Size  of  Articles. — It  is  earnestly  desired  that 
scientific  articles  shall  not  exceed  6 Journal  pages 
at  the  outside.  Longer  articles  tend  to  lower  reader 
interest.  An  average  of  five  or  six  seems  to  be  the 
most  desirable  from  this  point  of  view.  Calculation 
can  readily  be  made  by  multiplying  the  number  of 
double-spaced  typewritten  manuscript  pages  by 
the  fraction  two-fifths,  e.g.,  twelve  manuscript  pages 
will  make  five  Journal  pages. 

Manuscripts. — Papers  must  be  typewritten  on 
one  side  only  of  white  sheets  consecutively  num- 
bered, and  be  double  spaced  with  one-inch  margins. 
They  should  be  prepared  with  great  care  so  as  to  be 
typographically  correct.  All  headings,  titles,  sub- 
titles, and  subheadings  should  be  typed  flush  with 
the  left-hand  margin.  This  is  imperative  for  rapid 
and  accurate  composition  by  the  printers. 

Titles. — -The  title  should  be  brief  and  typed  in 
capital  letters.  The  subtitle  can  be  longer  and 
should  be  typed  in  caps  and  lower  case  letters. 
Under  the  title,  or  subtitle,  if  there  is  one,  should 
appear  the  name  of  the  author  and  city  in  which 
he  lives.  Directly  under  his  name  should  be  the 
hospital  or  institution  with  which  he  is  affiliated. 

Subheadings. — Subheadings  should  be  inserted  by 
the  author  at  appropriate  intervals. 

References. — It  is  the  unfailing  practice  of  the 
New  York  State  Journal  of  Medicine  to  use 
specific  “references”  rather  than  “bibliography.” 
There  should  appear  in  the  text  reference  numbers, 
typed  above  and  to  the  right  of  the  word  to  which 
there  is  a reference.  A list,  consecutively  numbered, 
of  these  references  should  follow  at  the  end  of  the 
manuscript.  (Note  that  spelling  in  list  is  same  as  in 
text.)  The  arrangement  should  be  as  follows  and 
should  include  all  items. 

a.  Books — author’s  surname  followed  by  initials; 
title  of  book;  edition;  location  and  name  of 
publisher;  year  of  publication;  volume;  and 


page  number.  Thus,  Osier,  W.:  Modern 

Medicine,  3rd  ed.,  Philadelphia,  Lea  & 
Febiger,  1927,  vol.  5,  p.  57. 

b.  Periodicals — author’s  surname  followed  by 
initials;  name  of  periodical,  volume,  page, 
month  (day  if  necessary),  year  of  publication. 
Thus,  Leahy,  Leon  J.:  New  York  State  J. 
Med.  40:  347  (March  1)  1940. 

Note:  The  Journal  does  not  include  titles  of 
articles. 

Case  Reports. — Instead  of  abstracts  of  hospital 
histories,  authors  should  write  these  reports  in  a 
narrative  style  with  properly  completed  sentences. 
All  unimportant  details  should  be  deleted  with  such 
general  negative  statements  as  fit  the  case. 

Tables. — While  tables  are  very  useful  on  lantern 
slides  in  the  reading  of  papers,  they  fail  of  this  pur- 
pose to  a large  extent  in  the  printed  page.  For  that 
reason  it  is  urged  that  they  be  reduced  as  much  as 
possible  to  descriptive  language. 

Illustrations. — These  should  be  kept  to  the  mini- 
mum necessary  to  make  clear  the  points  to  be 
registered  by  the  author.  In  some  instances  they 
are  imperative  to  proper  understanding,  in  others 
they  are  merely  picturesque.  The  latter  can  be 
excluded  to  good  effect,  both  as  to  space  and  the  not 
inconsiderable  cost. 

When  illustrations  are  to  be  used  they  should 
accompany  manuscripts  and  each  should  always 
be  referred  to  in  the  text,  preferably  by  number. 
Drawings  or  graphs  should  not  be  larger  than  12  X 
16  inches,  and  must  be  made  with  jet  black  India 
ink  on  white  paper.  Do  not  use  typewriter  jor  letter- 
ing. The  smallest  lettering  on  8 X 10  inch  copy 
should  be  no  less  than  V4  inch  high.  Cross-section 
paper  (white  with  black  lines)  may  be  used,  but 
should  not  have  more  than  4 lines  per  inch.  If 
finer  ruled  paper  is  used,  the  major  division  lines 
should  be  drawn  in  with  black  ink,  omitting  the  finer 
divisions.  In  the  case  of  finely  ruled  paper,  only 
blue-lined  paper  can  be  accepted.  Lettering  and 
all  markings  must  be  large  enough  to  be  readable 
after  reduction.  Mail  rolled  or  flat,  never  fold. 
Photographs  should  be  very  distinct  and  show  clear 
black  and  white  contrasts.  They  must  be  on  glossy 
white  paper.  Avoid  round  and  oval  photographs. 

Whenever  possible  “crop”  photographs,  i.e. , mark 
portion  that  can  be  excluded  when  reproduced. 
Crop  marks  should  be  on  margin  of  photographs. 
Do  not  run  pencil  lines  through  photographs. 

It  is  important  to  mark  the  top  of  the  illustration 
on  the  back,  also  its  number  as  referred  to  in  the  text, 
thus,  Fig.  1,  2,  and  the  name  and  address  of  the 
author. 

Legends  should  be  typewritten  on  one  sheet  of 
paper  and  attached  to  the  illustrations. 
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COPIAGUE  GENERAL  HOSPITAL 

Separate  Accommodations  (or 

CONVALESCENTS  and  CHRONICS 

with  added  facilities  of  a General  Hospital 

Located  in  tranquil  country  area 
on  South  shore  of  Long  Island 

H.  R.  Blanchard,  Adm.  Tel.  Amityville  71,  72 
Cedar  Court  Copiague,  N.  Y. 


PARKWAY  HEALTH  RESORT 


Moore’s  Mills,  Dutchess  County,  N.  Y 
Lovely  20-acre  estate  Small  Lake — 3 Waterfalls 

FOR  REST  AND  RELAXATION 
Special  Diets — Hollywood  Steam  Cabinet 
GUESTS  AND  CONVALESCENTS 
Folder  Upon  Request  69  miles  from  N.  Y.  C. 


Lloyd  D.  Harris,  M.R.C.S.,  (Eng.)  L.R.C.P. 

Resident  Medical  Director Telephone:  Millbroolr  760 


COLLECTIONS 

Despite  increased  costs,  we  have  maintained  the  lowest 
rates  in  the  collection  field  for  21  years. 

Bonded  to  the  A.M.A. 

Write  for  details  and  a list  of  clients  in  your  community 
to  whom  you  may  refer. 

NATIONAL  DISCOUNT  A AUDIT  CO. 

230  West  41st  St.  New  York  18,  N.  Y. 


CLASSIFIED 


WANTED 

Small  Shock  Proof  X-ray,  also  necessary  accessories  with 
or  without  Flouroscope.  Box  130,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


GREAT  NECK  PLAZA — -Offices  for  dentists,  doctors  and 
allied  professions,  furnished  and  unfurnished.  Half  hour 
from  New  York  City.  Immediately  available.  Inquire  Box 
115,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Nassau — General  practice.  Equipment.  Long  lease.  Low 
overhead.  Good  opportunity  for  young  doctor  with  little 
cash.  Box  124,  N.  Y.  St.  Jr.  Med.  • 


PHYSICIANS’  OFFICE  TO  SUB-LET 


Mid-town  Manhattan  professional  building.  Exclusive 
morning  hours  available.  Attractive,  completely  equipped 
specialist's  office.  Full  time  R.  N.  secretarial  services. 
Write  for  details.  P.  O.  Box  263,  N.  Y.  19,  N.  Y. 


FOR  RENT 


Doctor’s  furnished  suite,  East  58th  Street,  New  York  City. 
Immediately  available.  Inquire  Box  114,  N.  Y.  St.  Jr.  Med. 


PINEWOOD 

Westchester  County,  Katonah,  N.  Y.  — Katonah  775 

A psychiatric  hospital  furnishing  advanced  methods  of  therapy 
Licensed  by  the  Department  of  Mental  Hygiene 
Approved  for  residency  by  the  American  Medical  Association 

New  York  Offices 

Dr.  Louis  Wender— 59  E.  79  St.— Bu  8-0580— Mon-Wed-Fri 
Dr.  Joseph  Epstein— 975  Park  Aye. — Rh  4-3700 — Tues-Thurs-Sat 


BRUN  SWICK  HOME 


A PRIVATE  SANITARIUM.  Convalescents,  postoper- 
ative, aged  and  infirm,  and  those  with  other  chronic  and 
nervous  disorders.  Separate  accommodations  for  nervous 
and  backward  children.  Physicians'  treatments  rigidly 
followed.  C.  L.  MARKHAM,  M.D.,  Supt. 

B'way  & Louden  Ave.,  Amityville,  N.  Y.,  Tel:  1700,  1,  2. 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.  Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn  ) Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Pbysicijn-in-Cbargt. 


Classified  Rates 

Rates  per  line  per  insertion: 


One  time $1  35 

3 Consecutive  times 1 20 

6 Copsecutive  times 100 

12  Consecutive  times 90 

24  Consecutive  times 85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 

Copy  must  reach  us  by  the  20th  of  the  month  for  issue  of 
First  and  by  the  5th  for  issue  of  Fifteenth. 


FOR  SALE 


Physician’s  office,  Lincoln  Road,  Miami  Beach,  Fla., 
available.  Leaving  for  specialty  training.  Will  dispose  of 
equipment  and  medical  practice,  reasonable.  Box  126, 
N.  Y.  St.  Jr.  Med. 


POSITION  WANTED 


Woman  Physician,  N.  Y.  State  License  1917.  Quali 
Psychiatrist:  administrative  experience.  Available  for  scl 
or  sanitarium  position.  Box  123,  N.  Y.  St..  Jr.  Med. 


Officers — County  Medical  Societies — 1948 

TOTAL  MEMBERSHIP  AS  OF  MARCH  1,  1948—21,842 


County 

Albany 

Allegany 

Bronx 

Broome 

Cattaraugus. . . 

Cayuga 

Chautauqua. . . 

Chemung 

Chenango 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer 

Jefferson 

Kings 

Lewis 

Livingston .... 

Madison 

Monroe 

Montgomery.  . 

Nassau 

New  York.  . . . 

Niagara 

Oneida 

Onondaga. . . . 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer 

Richmond.  . . . 

Rockland 

St.  Lawrence. . 
Saratoga 


President 

J.  J.  Clemmer Albany 

R.  O.  Hitchcock Alfred 

S.  Weiskopf.  . • Bronx 

J.  C.  Zillhardt. . . Binghamton 

J.  S.  Fleming Salamanca 

C.  T.  Yarington.  . . . .Moravia 

E.  O.  Black Fredonia 

A.  C.  Glover Elmira 

J.  A.  Hollis Norwich 

W.  W.  Johnson.  . . .Plattsburg 
L.  D.  Carpenter.  .Germantown 
R.  H.  Kerr Cortland 

C.  K.  Ives Roxbury 

L.  W.  Stoller Poughkeepsie 

E.  D.  Babbage Buffalo 

J.  M.  Walsh Ticonderoga 

J.  R.  Murphy.  . .Saranac  Lake 

D.  M.  McMartin. . .Johnstown 

D.  B.  Johnson Batavia 

W.  A.  Petry Catskill 

R.  W.  Dennis Herkimer 

L.  0.  Fox Brownville 

A.  W.  M.  Marino.  . .Brooklyn 
L.  A.  Avallone Lowville 

F.  J.  Hamilton Hemlock 

R.  B.  Cuthbert Canastota 

E.  B.  Soble Rochester 

II.  H.  Juchli Amsterdam 

E.  Iv.  Horton . Rockville  Centre 

H.  B.  Davidson. . . .New  York 

W.  W.  Pierce Lockport 

James  I.  Farrell Utica 

J.  G.  F.  Hiss Syracuse 

L.  A.  Stetson. . . .Canandaigua 

T.  R.  Proper Newburgh 

A.  F.  Leone .Medina 

J.  L.  H.  Mason Pulaski 

E.  J.  Keegan Oneonta 

G.  W.  Vink Carmel 

Alfred  Angrist Jamaica 

C.  J.  Handron Troy 

S.  C.  Pettit St.  George 

G.  G.  Stone Suffern 

P.  T.  McGreevy Massena 

F.  A.  Mastrianni 


Mechanicville 

Schenectady.  . N.  H.  Rust Scotia 

Schoharie J.  H.  Wadsworth-. . .Cobleskill 

Schuyler F.  C.  Ward Odessa 

Seneca C.  M.  Smith Waterloo 

Steuben V.  S.  Higby Bath 

Suffolk W.  S.  Stakes Patchogue 

Sullivan R.  S.  Breakey Monticello 

Tioga II.  S.  Fish Waverly 

Tompkins H.  W.  Ferris Ithaca 

Ulster E.  S.  Goodyear Kingston 

Warren Saul  Yafa  . . ! Glens  Falls 

Washington.  . . It.  L.  Skinner Greenwich 

Wayne J.  II.  Arseneau Lyons 

Westchester  ..  W.  G.  Childress Valhalla 

Wyoming 0.  T.  Ghent Warsaw 

Yates R.  II.  Davis Penn  Yan 


Secretary 

A.  Vander  Veer Albany 

H.  G.  Chamberlin Cuba 

G.  B.  Gilmore Bronx 

R.  S.  McKeeby. . .Binghamton 

W.  B.  Arthurs Olean 

J.  D.  Hammond Auburn 

Edgar  Bieber Dunkirk 

II.  A.  Burch Elmira 

J.  H.  Stewart Norwich 

K.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

E.  F.  Higgins Cortland 

S.  G.  Edgerton Delhi 

J.  F.  Rogers.  . . .Poughkeepsie 

H.  G.  Walker Buffalo 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

R.  K.  Lenz Gloversville 

C.  C.  Koester Batavia 

W.  M.  Rapp Catskill 

R.  C.  Knowles.  . . .Little  Falls 

C.  A.  Prudhon.  . . .Watertown 

C.  H.  Loughran Brooklyn 

E.  A.  Barnes Lowville 

R.  A.  Hemphill Mt.  Morris 

F.  O.  Pfaff Oneida 

J.  A.  Lane Rochester 

D.  W.  Childs Amsterdam 

I.  Drabkin. . Rockville  Centre 

B.  W.  Hamilton. . . .New  York 

C.  M.  Dake Niagara  Falls 

H.  H.  Dodds Utica 

I.  L.  Ershler Syracuse 

P.  M.  Standish . . Canandaigua 

E.  C.  Waterbury.  . .Newburgh- 

J.  G.  Parke Albion 

U.  Cimildoro Oswego 

J.  M.  Constantine. . . Oneonta 

F.  J.  A.  Lehr Carmel 

E.  A.  Wolff Forest  Hills 

H.  F.  Albrecht Troy 

Michael  Swick.  .Tompkinsville 
R.  L.  Yeager Pomona 

C.  F.  Prairie Massena 

M.  J.  Magovern 

Saratoga 

R.  E.  Isabella. . . .Schenectady 

D.  R.  Lyon Middleburg 

C.  W.  Schmidt.* Montour  Falls 

Bruno  Riemer Romulus 

R.  J.  Shafer Corning 

E.  P.  Kolb Floltsville 

D.  S.  Payne Liberty 

P.  E.  Zoitowski Waverly 

Richmond  Douglass. . . .Ithaca 

F.  IL  Voss Phoenicia 

A.  C.  Davis Glens  Falls 

D.  M.  Vickers Cambridge 

I.  M.  Derby Newark 

W.  A.  Kelly.  . .Mount,  Vernon 

P.  A.  Burgcson Warsaw 

W.  G.  Roberts Penn  Yan 


Treasurer 

F.  E.  Vosburgh Albany  j 

L.  P.  Bly Cuba 

C.  W.  Frank Bronx 

J.  W.  Kane Binghamton 

W.  B.  Arthurs Olean 

L.  H.  Rothschild Auburn  | 

C.  E.  Hallenbeck.  . . .Dunkirk  i 

E.  S.  Ridall Elmira  | 

J.  H.  Stewart Norwich  j 

K.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

F.  F.  Sornberger Cortland  j 

S.  G.  Edgerton Delhi 

J.  F.  Rogers.  . . .Poughkeepsie 

E.  A.  Woodworth ....  Kenmore  j 
J.  E.  Glavin Port  Henry  j 

D.  H.  Van  Dyke Malone 

W.  H.  Raymond.  . .Johnstown 

C.  C.  Koester Batavia 

M.  H.  Atkinson Catskill 

R.  C.  Knowles.  . . .Little  Falls 

L.  E.  Henderson . . . Watertown 

H.  Mandelbaum Brooklyn 

E.  A.  Barnes Lowville 

R.  A.  Hemphill Mt.  Morris 

J.  F.  Rommel Oneida 

J.  L.  Norris Rochester 

M.  J.  Kizun Amsterdam 

I.  Drabkin. . .Rockville  Centre 

G.  W.  Cutler New  York 

F.  A.  Lowe Niagara  Falls 

R.  C.  Hall Utica 

A.  C.  Hofmann Syracuse 

P.  M.  Standish.  .Canandaigua 
E.  C.  Waterbury. . .Newburgh 

J.  G.  Parke Albion 

U.  Cimildoro Oswego 

J.  M.  Constantine. . . .Oneonta 

G.  H.  Stcacy Mahopac 

D.  M.  Raskind . LonglslandCity 

II.  C.  Engster Troy 

H.  Dangerfield St.  George 

M.  R.  Hopper Nyack 

L.  T.  McNulty Potsdam 

J.  M.  Lcbowich 

Saratoga 

Harry  Miller Schenectady 

D.  L.  Best Middleburg 

C.  W.  Schmidt.  .Montour  Falls 

Bruno  Riemer Romulus 

R.  J.  Shafer Corning 

G.  A.  Silliman Sayville 

D.  S.  Payne Liberty 

P.  E.  Zoitowski Waverly  _ 

Richmond  Douglass. . . .Ithaca 

II.  B.  Johnson Kingston 

A.  C.  Davis Glens  Falls  I i 

C.  A.  Prescott. . .Hudson  Falls  1 

I.  M.  Derby Newark  I 

R.  R.  Heffner. . .New  Rochelle  I 

P.  A.  Burgeson Warsaw  i" 

W.  G.  Roberts Penn  Yan  ^ 
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The  Alkalol  Company,  Taunton  12,  Mass. 


SANITARIUM  FOR  RENT! 


Will  lease  to  physician  or  group  of  physicians,  spacious, 
beautifully  landscaped  Westchester  property  and  buildings  to 
be  operated  as  a better  than  average  type  sanitarium,  health 
resort  or  rest  home.  Lovely  main  house,  gorgeous  annex 
building  and  separate  cottage  for  the  staff.  All  rooms  and 
lounges  recently  re-decorated.  Therapeutic  equipment  and 
lots  of  porches.  Many  other  advantages.  Ready  for  im- 
mediate operation  for  70  patients.  Long  lease  to  responsible 
interests  at  flat  rental  of  $2,090  monthly.  Security  required. 
For  appointment  write  Box  125,  N.  Y.  St.  Jr.  Med. 


PRACTICE  FOR  SALE 


I have  been  doing  general  practice  main  corner  location,  im- 
pressive house,  Bay  Parkway,  Brooklyn.  Leaving  for  health. 
Five  room  modernly  equipped  office  and  successful  practice  to 
quickly  dispose  of.  Box  111,  N.  Y.  St.  Jr.  Med. 
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need  a CAPABLE  ASSISTANT? 

Paine  Hall  graduates  possess  character,  intelligence,  per- 
sonality, and  thorough  training  in  haematology,  urinalysis, 
medical  stenography  x-ray  and  medical  machines.  Our 
free  placement  service  will  help  you  find  the  right  assistant. 


Est.  1849 


1008  Fifth  Ave.,NewYork28 
BU.  8-2294 

Licensed  by  State  of  N.  Y. 


2>oed  Ifon^L  Medical  Ateditant 
Need  Additional  ^^laininxf? 

She  can  register  now  for  evening  courses 
in  laboratory  techniques  and  X-Ray. 

Our  12-months  day  course  includes  inten- 
sive training  in  laboratory  techniques,  physio- 
therapy apparatus,  X-Ray,  nursing  techniques, 
and  medical  stenography. 

Mattdl  School 

1834  Broadway— NYC  Circle  7-3434 

Licensed  by  the  State  of  New  York 


GLADYS  BROWN  DDAU/N’C  MUrray  Hill 

Owner -Dttcctor  D HU  ¥111  9 3-7119 

MEDICAL  BUREAU 

7 East  42  Street,  New  York  17,  N.  Y. 

An  employment  agency  specializing  in  qualified  personnel, 
for  Hospitals,  Chemical,  Pharmaceutical,  Insurance,  Ship- 
ping and  Industrial  organizations,  also  Medical  and  Den- 
tal offices. 


Radiologist,  Diplomate  American  Board,  wishes  part-time 
association  with  radiologist,  internist  or  other  specialist. 
Box  107,  N.  Y.  St.  Jr.  Med. 


SITUATION  WANTED 


Radiologist,  age  38,  veteran,  Diplomate,  diagnosis  and 
therapy,  10  years  experience,  specialty  training  foremost 
teaching  institutions  States  and  abroad,  teaching,  adminis- 
trative experience  large  hospitals,  desires  association  with 
hospital,  clinic,  radiologist.  Box  112,  N.  Y.  St.  Jr.  Med. 


OFFICE  AVAILABLE 


3 room  suite  with  large  foyer,  780  West  End  Avenue. 
Beekman  Management  Corporation,  50  Church  Street, 
Be  3-8586. 


For  Patents 

Consult:  Z.  H.  POLACHEK, 

Reg.  Patent  Attorney, 

1234  Broadway  (at  31st)  N.  Y.  LOngacre  5-3088 


FOR  SALE 


List  of  20  authoritative  diets,  typewriter  fac-simile,  with 
printed  letterhead.  Specimen  and  details  on  request  P S 
Meyers,  152  Van  Houten  Ave.,  Passaic,  N.  J. 


Radiologist.  Diplomate.  Desires  part  time  position  with 
hospital,  group  or  other  physician.  Box  135,  N.  Y.  St. 
Jr.  Med. 


«■! 

■a: 


ZEMMER  pharmaceuticals 

A complete  line  of  laborator^  controlled  ethical  pharmaceutical!. 

Chemists  to  the  Medical  Profession  for  44  years. 
THE  ZEMMER  COMPANY  • Oakland  Station  • 'PITTSBURGH  13,  PA. 
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CERVICITIS 


PENICILLIN  VAGINAL  SUPPOSITORIES 


Particularly  useful  in  the  medical  and  surgical  management  of  cervicitis  due  to  (or  complicated  by) 
penicillin-sensitive  organisms. 

ADVANTAGES  • Potent  dosage  at  site  of  infection  — each  suppository  provides  100,000  units  of 
penicillin  • Painless  administration  • Simplicity  and  convenience. 

Early  favorable  response  establishes  the  effectiveness  of 
Penicillin  Vaginal  Suppositories  Schenley. 

Suggested  Dosage:  One  suppository  on  retiring  or  as  required. 

SCHENLEY  LABORATORIES,  INC. 

Executive  Offices:  350  Fifth  Ave,  New  York  1,  N.  Y. 

Supplied  in  boxes 
of  6 and  12 


© Schenley  Laboratories,  Inc. 
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FRIED  & KOHLER,  Inc. 

|J  “True  to  Life 99  J 

Artificial  Human  Eyes 


Specialists  in 


All  Types  of  Artificial  Human  Eyes 
Exclusively 


Comfort,  pleasing  cosmetic  appearance  and  motion  guaran- 
teed. Eyes  also  fitted  from  stock  by  experts.  Selections 
sent  on  memorandum.  Referred  cases  carefully  attended. 


) 


FRIED  & KOHLER,  Inc. 


Especially  Made  to  order  by  Skilled  Artisans 


665  Fifth  Avenue 

(near  53rd  Street) 


New  York,  N.  Y. 

Tel.  Eldorado  5-1970 


‘Over  Forty-Jive  Years  devoted  to  pleasing  particular  people” 


Glycerite  of  Hydrogen  Peroxide  ipc 

stable,  long-acting,  non-selective, 
bactericidal  solution . . . 


Hygroscopic,  penetrates  into  and 

draws  plasma  from  deeper  parts  of  wounds, 

washing  particulate  matter  to  the  surface  . . . 


. . . Aids  granulation  of  healthy  tissue  and 
speeds  healing  processes . . . 


. . . Non-toxic,  non-irritating,  non-sensitizing  . . . 
Apply  full  strength  as  frequently  as  desired. 


Eliminate 

infection  *. 

WOUNDS  ULCERS 

LESIONS  FISSURES 

ABSCESSES  CYSTS 

by  simple  topical  application 


Possesses  the  mechanical  advantages  of  liquid 
and  ointment  types  of  medication . . . 


GLYCERITE  OF  HYDROGEN  PEROXIDE  ^ 


CONSTITUENTS: 

W Hydrogen  peroxide  (90%)  ■ 

■ 2.5%  1 

8 - Hydroxyquinoline  0.1% 
Especially  prepared  glycerol 
qs.  ad.  120cc. 

B Supplied  in  four-ounce  M 

L J 


ftfritekna/tiona/  pharmaceutical  corporation 


Bibliography : 

New  Eng.  J.  Med. 
J.  Invest.  Derm. 


234:468,  1946. 
8:11,  1947. 


Annals  of  Allergy  4:33,  1946. 


Science 
J.  Bacteriology 


105:312,  1947. 

Vol.  53,  June,  1947. 


Literature  on  request. 


132  Newbury  Street,  Boston  16,  Massachusetts 


It’s  true  in  medicine — 


John  William 
Ballantyne 

( 1861-1923 ) 

proved  it  in 
obstetrics 


Ballantyne,  in  his  early 

studies  of  anatomical  and 
pathological  conditions  found  in 
the  new-born,  sensed  the  value 
of  routine  prenatal  care  in  ob- 
stetrics. As  a pioneer  for  pre- 
natal care  he  was  the  first  to  es- 
tablish a clinic  for  the  expectant 
mother.  World-wide  acceptance 
of  Ballantyne’s  concepts  quickly 
followed  his  successful  experi- 
ences in  prenatal  supervision. 

Experience  is  the  best 
teacher  in  choosing 
a cigarette , too  ! 


MORE  PEOPLE  ARE  SMOKING  CAMELS 
THAN  EVER  BEFORE! 

Yes,  experience  is  the  best  teacher  in  choosing  a cigarette. 
Millions  of  smokers  who  have  tried  and  compared  differ- 
ent brands  have  found  that  Camels  suit  them  best.  As 
a result,  more  and  more  people  are  smoking  Camels  as  the 
“choice  of  experience.” 

Try  Camels.  See  if  your  own  taste  doesn’t  appreciate 
the  rich,  full  flavor  of  Camels.  See  if  your  own  throat 
doesn’t  welcome  Camel’s  cool  mildness. 

Let  your  own  experience  tell  you  why  more  people  are 
smoking  Camels  than  ever  before. 


According  to  a IVatiomridv  surrrg : 

More  Doctors  Smoke  CAMELS 

than  any  other  ciyarettc 

When  113,597  doctors  from  coast  to  coast  - in  every  field  of  medicine  - were  asked  by  three  independent 
research  organizations  to  name  the  cigarette  they  smoked,  more  doctors  named  Camel  than  any  other  brand! 
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“It  cannot  be  overemphasized 
that  malnutrition  exists  coincident 
with  a primary  disease,  that 
malnutrition  is  a serious  complication 

and  is  amenable  to  therapy As  these  patients 

are  in  such  great  need  of  protein,  a 
therapy  of  overfeeding  is  indicated.”1 
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Q. 


TO  QUOTE  FROM  RECENT  AUTHORITATIVE  SOURCES: 

. . we  have  not  found  any  therapy  other  than  gold  therapy 
which  will  consistently  and  in  a high  percentage  of  cases 
change  the  course  of  the  disease.”1 


Increasing 

recommendation 

for 

gold  therapy 

in  active  rheumatoid 


“Gold  therapy  at  present  seems  to  be  the  only  drug 
which  shows  promise  of  checking  the  activity 
of  rheumatoid  arthritis;  . . . .”2 

REDUCED  TOXICITY 


“The  high  incidence  of  reactions  attributable 
to  the.formerly  employed  larger  doses  . . . has  been  largely 
obviated  by  the  use  of  more  conservative  doses.”3  Moreover, 
“therapeutic  results  are  quite  as  good  with  smaller  doses. . . .”4 


GOLD  SODIUM  THIOSULFATE 

with  SODIUM  THIOSULFATE  and  BENZYL  ALCOHOL  2%  (Searle) 
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1.  Combined  Staff  Clinics  of  the  Collec/e 

of  Physicians  and  Surgeons,  Co- 
lumbia University:  Am.  J.  Med. 
1:675  (Dec.)  1946. 

2.  Comroe,  B.  I.:  J.A.M.A.  128:848 

(July  21)  1945. 

3.  Council  of  Pharmacy  and  Chem- 


istry: New  and  Nonofficial  Rem- 
edies, 1947,  Philadelphia,  ./.  B. 
Lippincott  Company,  1947,  p.  477. 

4 . Freyberg,  R.  II.;  Block,  W.  D.,  and 
Levy,  S.:  J.  Clin.  Investigation 
20:401  (July)  1941. 
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FUNGICIDAL  • FUNGISTATIC  • PROPHYLACTIC 
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EPIDERMOPHYTOSIS 
RINGWORM 
OTOMYCOSIS 
INTERTRIGO 
PRURITIS  ANI 


Formula^Di-isobutyl  cresoxy  ethoxy  ethyl  dimethyl  benzyl  ammonium  chloride, 
carbolic  acid,  benzoic  acid,  salicylic  acid,  resorcin,  camphor,  tannic  acid,  solution 
of  coal  tar  and  chlorthymol,  in  a specially  prepared  aromatized,  deodorant  base. 
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VITAMIN  B-COMPLEX  DEFICIENCIES 
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Nutritional,  Secondary,  Macrocytic  ANEMIAS 


each 


BELEXON  fortified 
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With  other  B-Compiex  Factors  naturally 
occurring  in  Yeast  and  Liver. 
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AMERICAN  PHARMACEUTICAL  COMPANY 
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over  30  years  of  service  to  the  profession 
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SOTRADECOL 

(SO'-TRA-DEC'-OL) 

A NEW  SCLEROSING  AGENT  FOR 
THE  INJECTION  THERAPY  OF 
VARICOSE  VEINS. 

"There  is  no  reaction  or  urticarial 
manifestation  . . . There  were  no  re* 
currences  and  recanalizations. "* 

Available — 3%  sterilized  solution  in  20cc 
multiple  dose  vials — thru  prescription  phar- 
macies or  surgical  supply  dealers. 

(Ingredient)  (Sodium  2 Methyl-7  ethylundecyl  Sulfate-4) 

Descriptive  brochure  and  reprints 
sent  on  request. 

*Hirschman,  S.  R.,  N.  V.  St.  Jr.  Med., 
47:1367-8,  June  15;  1947. 

WALLACE  & TIERNAN 
PRODUCTS,  INC. 

Belleville  9,  N.  J.,  U.  S.  A. 
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DISTINCTIVE 


EsTINYL*  (ethinyl  estradiol)  is  distinctive 
among  oral  estrogens. 

Ethinyl  estradiol  is  a derivative  of  the  true 
follicular  hormone,  alpha-estradiol.  It  is  more 
potent,  milligram  for  milligram,  than  any  other 
oral  estrogen,  natural  or  synthetic,  in  clinical 
use  today. 

It  induces  that  therapeutically  important  “sense 
of  well-being”  characteristic  of  the  natural 
estrogens.  Its  cost  is  low,  making  it  available  to 
all  women. 

It  offers  the  convenience  of  estrogen  therapy 
by  mouth;  and  provides  relief  with  a rapidity 
almost  equal  to  parenteral  hormone  treatment. 


DOSAGE:  One  Estinyl  Tablet  of  0.05  mg.  daily.  In 
severe  cases  two  to  three  tablets  may  be  prescribed  daily 
and  dosage  reduced  as  symptoms  are  alleviated. 

Estinyl  (ethinyl  estradiol)  Tablets  of  0.05  mg.  ( pink)  and 
0.02  mg.  (buff),  in  bottles  of  100,  250  and  1.000.  Estinyi. 
Liquid,  0.03  mg.  per  4 cc.,  in  bottles  of  4 and  16  oz. 


CORPORATION  • BLOOMFIELD,  N.  J. 


ESTINYL 

(ethinyl  estradiol) 


I 


Aid  in  conservative  treatment  when  the 

fifth  lumbar  vertebra  slips  on  the  sacrum 


Patient  of  intermediate 
type  of  build;  roentgen- 
ograms showed  spon- 
dylolisthesis, grade  1, 
with  congenital  defects. 
Symptoms  developed 
after  a fall  on  the  ice 
during  pregnancy. 


Same  patient  after 
application  of  support,  i 
Patient  reported  relief 
from  pain  which  was 
confined  to  the  back  I 
and  called  attention  to  ! 
the  ease  and  comfort  in 
the  wearing  of  the 
support. 


. . . advantages  of  the  CAtfAP  lumbosacral  support 

...  THE  WELL  BONED  BACK — Curves  in  and  under  the  gluteal 
muscles,  relieving  the  tension  of  these  muscles  on  their 
attachments. 

Wide  shaped  piece  of  material  at  top  (fastening  in  front) 
holds  the  support  still  more  closely  about  the  lumbar  spine. 

a. THE  SLIDE  LACING  ADJUSTMENT  — Assists  in  steadying 
the  pelvic  girdle. 

It  also  allows  for  reinforcing  with  aluminum  steels  or 
Camp  Spinal  Brace. 

The  elastic  releases  make  for  comfort. 


S.  H.  CAMP  AND  COMPANY  . JACKSON,  MICHIGAN 

World’s  Largest  Manufacturers  of  Scientific  Supports 
Offices  in  New  York  • Chicago  • Windsor,  Ontario  • London,  England 
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Lactobacillus  acidophilus 
in  a Refined  Mineral  Oil  Jelly 
Chocolate  Flavored 


THE  ARLINGTON  CHEMICAL  COMPANY 

* o N K r ft  S I . NEW  YORK 
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We  Share  with  You 

the  Care  of  Your  Patient 


Here  at  the  Spa,  the  care  of  your  patient  conforms 
to  a medical  guidance  which  you,  yourself,  have 
initiated. 

Capable  physicians  are  available  in  Saratoga 
Springs  for  consultation  with  your  patient  on  the 
details  of  the  program. 

Surrounded  by  modern  facilities  for  his  treatment, 
your  patient  receives  the  benefit  of  your  continu- 
ing medical  direction  in  the  care  of  circulatory  and 
rheumatic  disorders  of  a chronic  nature. 

In  peace  and  quiet,  a sick  person  achieves  the 
mental  and  physical  relaxation  that  gives  full 
scope  to  the  restorative  powers  of  the  Spa’s  famed 
waters. 

"PHYSICIAN,  GIVE  HEED  TO  THINE  OWN  HEALTH" 

Many  physicians  have  come  to  the  Spa  for  the 
same  kind  of  treatments  that  have  helped  their 
patients  here.  After  a * restorative  "cure”  at  the  Spa, 
you,  too,  will  return  to  your  practice  refreshed — 
revitalized — ready  for  the  busy  days  that  lie  ahead. 

For  professional  publications  of  the  Spa,  and  physician ’s 
sample  carton  of  bottled  waters,  with  their  analyses, 
write  1 V.  S.  McClellan,  M.  D.,  Medical  Director, 
Saratoga  Spa,  155  Saratoga  Springs,  New  York. 


Listed  by  the  Committee  on  American  Health 
Resorts  of  the  American  Medical  Association 


THE  EMPIRE  STATE'S  CONTRIBUTION  TO  THE  MEDICAL  PROFESSION 


tfntiedacing  «NEW  gang/tenic  tloc/wng  agent 
flcrt,  fiebt/i/ieia/  wzbwi/a/i  dt&eaAe 


Packaging:  ETAMON  CHLORIDE  ( tetraethylammonium 
chloride,  P.  D.  & Co.)  is  supplied  in  20-cc.  multiple-dose 
STERI-VIALS®  (rubber-diaphragm-capped  vials),  each  cc. 
of  solution  containing  0.1  Gm.  of  ETAMON  CHLORIDE, 


PARKE, 


DAVIS  & COMPANY  • DETROIT  32,  MICHIGAN 


erecting  a barrier  against  vasoconstrictor  impulses 
ETAMON  CHLORIDE  permits  an  increased  blood  supply 
to  affected  limbs.  By  temporarily  blocking  the  transmission  of 
efferent  impulses  through  autonomic  ganglia,  the  sympathetic 
stimuli  causing  vessel  spasm  are  interrupted.  Thus,  reduced 
blood-flow  due  to  abnormal  reduction  in  caliber  of  peripheral 
vessels  is  combated. 


ETAMON  CHLORIDE  is  indicated- 
IN  THE  TREATMENT  OF: 

Thromboangiitis  obliterans  (Buerger’s  disease) 

Peripheral  arteriosclerosis  obliterans 

Thrombophlebitis— relief  of  associated 
vasospasm 

Causalgia  or  reflex  sympathetic  dystrophy 

Functional  vascular  disorders;  Raynaud’s 
phenomenon , acrocyanosis , livedo  reticularis. 


AS  A DIAGNOSTIC  AID: 

Peripheral  vascular  disease— selection  of  cases  for 
sympathectomy. 


Administration:  Intravenously  or  intramuscularly.  The  uses 
and  dosage  of  ETAMON  are  dependent  upon  the  physiologic 
rather  than  the  chronologic  age  of  the  patient.  Descriptive 
literature  on  request. 


ETAMON  CHLORIDE 
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" . . there  are  no  standards  which  apply 

to  all  foods ; 

. . . there  are  no  standards  which  apply 

to  all  individuals. 


F.  L.  ADAIR 
J.  A.  M.  A. 
128:344, 

1 945 


To  help  meet  the  differing  nutritional  needs  seen  from 
day-to-day,  and  from  patient-to-patient,  the  following 
mixed- vitamin  preparations  are  recommended: 

For  the  sick  patient  . . . 

THERAPEUTIC  FORMULA  SQUIBB 

VITAMIN  CAPSULES  . . . because  “of  patients  hospitalized  for  all  reasons,  two-thirds 

are  afflicted  with  malnutrition”;1  and  because  “it  is  necessary 
to  repair  or  rebuild  these  inroads  in  the  nutritive  system”2,  if 
the  patient  is  to  be  restored  to  health  and  strength. 


Squibb  Therapeutic  Formula  provides  truly  therapeutic  dosages 
of  all  the  vitamins  known  to  be  essential  for  human  nutrition. 

Or,  also  for  the  sick  . . . 

BASIC  FORMULA  SQUIBB 

VITAMIN  TABLETS  . . . because  “severe  deficiencies  of  the  water-soluble  vitamins 

are  much  more  common  than  those  of  the  fat-soluble  group . . .”4 

Squibb  Basic  Formula  provides  the  four  critical  water-soluble 
vitamins  in  therapeutic  dosages  — for  cases  in  which  treatment 
is  not  to  be  unduly  prolonged  and  the  fat-soluble  vitamins  may 
not  be  indicated. 

For  the  well  patient . . . 

SPECIAL  FORMULA  SQUIBB 

VITAMIN  CAPSULES  . . , because  “one  attack  of  nutritional  disease  seems  to  predis- 

pose to  recurrences.  Consequently,  rehabilitation  insists  upon 
follow-up  studies  of  the  patient  to  insure  his  continued  well- 
being.”3 

Squibb  Special  Formula  provides  maintenance  dosages  of  the 
known  essential  vitamins. 


For  therapy  in  certain  macrocytic  anemias,  so  frequently  associated 
with  mixed  vitamin  deficiencies,  Squibb  Therapeutic  Formula,  modi- 
fied with  folic  acid,  is  now  available.  When  prescribing  folic  acid, 
specify  — Squibb  Therapeutic  Formula  Modified. 


Bibliography:  (l.)M.  Record  160:394 
(July)  1947.  (2.)  Conferences  on 

Convalescent  Care,  New  York,  N.  Y. 
Acad.  Med.  1940,  pp.  15-35.  (3.) 
Pennsylvania  M.  J.  50:1318  (Sept.) 
1947.  (4.)  M.  Clin.  North  America, 
New  York  Number:  794  (May)  1945. 
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NOW... a New,  Effective 

ANTIHISTAMINIC 
of  Low  Toxicity 


Clinical  studies  have  established  Neo- 
Antergan  Maleate  (brand  of  pyranis- 
amine  maleate)  as  an  efficient  antihis- 
taminic  drug  of  relatively  low  toxicity, 
effective  in  preventing  or  relieving  symp- 
toms in  a high  percentage  of  patients 
with  certain  allergic  manifestations. 

Neo-Antergan  has  proved  to  be  most 
effective  in  the  following  conditions: 

URTICARIA  • HAY  FEVER  . ALLERGIC 
DRUG  REACTIONS  • VASOMOTOR  RHINITIS 
PRURITUS  • ATOPIC  DERMATITIS  AND 
ANGIONEUROTIC  EDEMA. 

Beneficial  results  are  obtained  also  in 
bronchial  asthma  and  eczema,  but  in  a 
lower  percentage  of  cases.  Certain  cases 


of  migraine,  presumably  those  due  to 
histamine  or  a histaminelike  substance, 
and  some  cases  of  abdominal  pain 
thought  to  be  caused  by  smooth  muscle 
spasm  induced  by  allergic  phenomena, 
also  may  be  expected  to  respond  in 
varying  degree  to  treatment  with  Neo- 
Antergan.  The  action  of  Neo-Antergan 
is  palliative,  not  curative. 

Undesirable  reactions  are  generally 
mild  and  transient,  although  moderately 
severe  side  effects  have  been  observed 
in  a relatively  small  percentage  of  cases. 
It  is  rarely  necessary  to  discontinue 
treatment  with  Neo-Antergan  because 
of  toxic  reactions. 


MALEATE 


(Brand  of  Pyranisamine  Maleate) 

(N-/>-methoxybenzyl-N',N'-di- 
methyl-N-a-pyridylethylene- 
diamine  maleate) 


MERCK  & CO.,  Inc. 

Manufacturing  Chemists 

RAHWAY,  N.  J 
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BURDENED  HEART 
EDEMATOUS  TISSUES 


DUBIN  AMINOPHYLLIN 

ACTIVE  DIURETIC  • MYOCARDIAL  STIMULANT 
BRONCHIAL  RELAXANT 


DISTRESSED  LUNGS 


MtOICAl 
\ ASSN  J 


In  Bronchial  Asthma,  Paroxysmal  Dyspnea, 
Cheyne-Stokes  Respiration. 


TABLETS  • AMPULS  • POWDER  • SUPPOSITORIES 


E.  DUBIN  LABORATORIES,  Inc.,  250  East  43rd  St.,  New  York  17,  N.Y. 


INDEX  TO  ADVERTISED  PRODUCTS 


Aminophyllin  (H.  E.  Dubin  Laboratories,  Inc.) . 582 

“A.P.L.”  (Ayerst,  McKenna  & Harrison 

Limited) 587 

ARBEC  (Fellows  Medical  Mfg.  Co.  Inc.) ....  593 

Basic  & Therapeutic  Formulae  (E.  R.  Squibb 

& Sons) 580 

Belexon  (American  Pharmaceutical  Com- 
pany)   573 

Bellergal  (Sandoz  Chemical  Works,  Inc.) 566 

Boroleum  (Sinclair  Pharmacal  Co.,  Inc.) 574 

Breogamine  (George  A.  Breon  & Company) . . 586 

Decholin  (Ames  Company,  Inc.) 565 

Diapene  (Homemakers’ Products  Corporation)  661 

Diurbital  (Grant  Chemical  Co.,  Inc.) 569 

Donnatal  (A.  H.  Robins  Company) 585 

Duracillin  in  Oil  (Eli  Lilly  and  Company) 598 

Essenamine  (Winthrop-Stearns  Inc.) 567 

Estinyl  (Schering  Corporation) 575 

Etamon  Chloride  (Parke,  Davis  & Company) . 579 

Ferrolivron  (Harmon  Chemicals,  Inc.) 564 

Glycerite  of  Hydrogen  Peroxide  (international 

Pharmaceutical  Corporation) 562 

Gold  Sodium  Thiosulfate  (G.  D.  Searle  & Co.)  571 
Hormones  (Ciba  Pharmaceutical  Products, 

Inc.) 3rd  cover 

Liquiderm  (Colin  Pharmacal  Co.) 572 

Mandelamine  (Nepera  Chemical  Co.,  Inc.) . . . 589 

Mercuhydrin  (Lakeside  Laboratories,  Inc.). . . 595 

Mesopin  (Endo  Products  Inc.) 590 

Neo-Antergan  (Merck  & Co.,  Inc.) 581 

Neo-Cultol  (The  Arlington  Chemical  Com- 
pany) .' 577 

Nitranitol  (The  Wm.  S.  Merrell  Company)  2nd  cover 
Nucarpon  (Standard  Pharmaceutical  Co.,  Inc.)  570 
Oleum  Percomorphum  (Mead  Johnson  & 
Company) 4th  cover 


Petrogalar  (Wyeth  Incorporated) 672 

Pheno-Bepadol  (Ives-Cameron  Co.,  Inc.) . . . . 597 

Protinal  (The  National  Drug  Company) 591 

Ramses  (Julius  Schmid,  Inc.) 663 

Sotradecol  (Wallace  & Tiernan  Products, 

Inc.) 574 

Tarbonis  (The  Tarbonis  Company) 657 

Thesodate  (Brewer  & Company,  Inc.) 655 

Thum  (Num  Specialty  Co.) 574 

Vodust  and  Vodisan  (Vodine  Company) 584 

Dietary  Foods 

Candy  (National  Confectioners’  Association) . 594 

Evaporated  Milk  (Carnation  Company) 596 

Evaporated  Milk  (Nestle’s  Milk  Products 

Inc.) 588 

Foods  for  Babies  (Beech-Nut  Packing  Com- 
pany)   583 

Malt  Soup  Extract  (Borcherdt  Malt  Extract 

Company) 570 

Ovaltine  (The  Wander  Company) 659 

Similac  (M  & R Dietetic  Laboratories,  Inc.). . 592 

Medical  and  Surgical  Equipment 

Artificial  Eyes  (Fried  & Kohler,  Inc.) 561 

Artificial  Limbs  (J.  E.  Hanger) 564 

Ilydrogalvanic  Generators  (Teca  Corpora- 
tion)   568 

Orthopedic  Shoes  (Pediforme  Shoe  Co.) 584 

Supports  (S.  H.  Camp  and  Company) 576 

Supports  (Wm.  S.. Rice,  Inc.) 582 

Miscellaneous 

Brioschi  (G.  Ceribelli  & Co.) 584 

Cigarettes  (R.  J.  Reynolds  Tobacco  Co.) 563 

Spring  Water  (Saratoga  Springs  Authority) . . 578 


WHEN  YOU  NEED  A GOOD  SUPPORT 

FOR  REDUCIBLE  HERNIA  — may  we  suggest  the  advantages  of 

“custom-made”  Protection,  designed  to  meet  the  described  needs  of  each  particular  case?  Physi- 
cians, who  know  from  experience,  can  tell  you  that  Rice  “custom-made”  Supports  for  reducible 
HERNIA  are  truly  different  and  that  our  methods  are  dependable.  With  dozens  of  different 
styles,  shapes  and  types  of  pads  at  our  disposal  and  with  a full  realization  of  our  responsibility  to 
those  who  put  their  faith  in  us  —we  respectfully  offer  our  services  for  your  approved.  Descrip- 
tive literature  and  measurement  charts  on  request 

WILLIAM  S.  RICE,  Inc.,  (Lock  Box  101),  ADAMS,  NEW  YORK 

BRANCH  SUPPLY  AND  FITTING  OFFICES 

BUFFALO,  N.  Y.— ROCHESTER,  N.  Y.— PITTSBURGH,  PA. 


This  is  the  type  of  advertising 
Beech-Nut  is  running  in  newspapers 
and  magazines  to  reach  mothers 


583 


can  awe  yotc/fou/nd 
advice  avouZ JnfiamZ 3eedma 

-and  ever  so  many  mothers  are  taking  it 


“Don’t  force  your  child  to  eat,” 
they  say,  “Your  baby  is  the  best 
judge  of  how  much  he  needs.” 

But  your  doctor  should  advise  you 
WHAT  to  feed  him. 

And  this  is  the  time  for  Beech-Nut 

From  the  beginning  Beech-Nut 
has  cooperated  closely  in  the  selec- 


tion and  processing  of  baby  foods. 

They  are  all  scientifically  prepared 
in  spotless  kitchens — the  flavor 
and  food  values  are  retained  in 
high  degree. 

It  is  not  surprising  that  babies 
like  Beech-Nut  foods  — or  that 
they  are  good  for  babies. 


Beech-Nut 


Beech- Nut  high  standards  of  baby  food 
production  and  all  Beech'Nut  baby  food 
advertising  have  been  accepted  by  the 
Council  on  Foods  and  Nutrition  of  the 
American  Medical  Association. 


Complete  Line  of 


*'s'r& 

PEAC 


Always  packed  in  glass 
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UNINTERRUPTED 

FUNGICIDAL  ACTION 
FOR  DERMATOPHYTOSIS 


Vodust*  Powder  during  the 
day.  Vodisan*  Soiusalve  at 
night.  Continuous  and  effec- 
tive treatment  maintained 
over  a 24-hour  period. 


NIGHTTIME 


I 


POWDER 


Vodisan 


SOLUSALVE 


The  extensive  usage  of  Hycloromanef 
under  the  most  adverse  conditions— the 
battle  fronts  of  World  War  II — has  proven 
it  to  be  a most  effective  fungicidal  agent. 

The  combined  day-night  treatment — 
V ODUST  (Hycloromane  with  India  talc) 
for  daytime  use  and  VODISAN  (Hy- 
cloromane in  Soiusalve)  for  nighttime 
use — exerts  a continuous  fungistatic  and 
bacteriostatic  action  and  is  safe,  non- 
irritating and  noninjurious  to  the  skin. 

Professional  samples  will  be 
sent  upon  request. 

♦Trade  Mark  Registered 
fdihydroxydichlorodiphenylmethane 


407  SOUTH  DEARBORN  STREET 
CHICAGO  5,  ILLINOIS 


B R I OS  C H I 

A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

G.  CERIBELLI  & CO. 


121  VARICK  STREET  NEW  YORK 


From  infants,  to  adults-  Pediforme 
Shoes  follow  the  need  for  changing 
lasts  to  more  perfectly  conform  to  the 
natural  development  of  the  feet. 

Undoubtedly  a reason  for  sending 
your  patients  to  a Pediforme  shop 
when  proper  shoes  are  indicated. 


MANHATTAN— 34  Wert  36th  Street 
BROOKLYN-288  Livingston  Street 
FLATBUSH  — 843  Flatbush  Avenue 
HEMPSTEAD  — 241  Fulton  Avenue 
NEW  ROCHELLE-545  North  Avenue 
EAST  ORANGE-29  Washington  PI 
HACKENSACK-290  Main  Street 
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.formula 


Each  teaspoonful  (5  cc.J  contains: 

Hyoscyamine  Sulfate 0.1037  mg. 

Atropine  Sulfate 0.01 94  mg. 

Hyoscine  Hydrobromide  0.0065  mg. 
Pbenobarbital  (Vi  gr.) — _16.2  mg. 


of  spasmolytic  therapy  with 
the  new,  unique 


Donnatal— outstanding  spasmolytic  and 
sedative  — is  now  available  in  liquid  form! 

Donnatal  Elixir  fills  a long-felt  need, 
particularly  among  pediatricians,  for 
the  treatment  of  pyloric  stenosis,  intestinal 
colic,  diarrhea  and  enuresis.  For  adults 
too,  patient  preference  may  suggest 
the  Elixir  in  place  of  the  Tablets— each  5 cc. 
(1  teaspoonful)  providing  the  therapeutic 
effect  of  1 tablet. 

Important  new  evidence  on  Donnatal 
attests  its  unusual  clinical  efficacy 
and  its  advantages  over  single 
drugs  and  synthetics. 

A.  H.  ROBINS  COMPANY 

RICHMOND  19.  VIRGINIA 

Ethical  Pharmaceuticals  of  Merit  since  1878 
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^ogamine 
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Tasteless,  may  be 
mixed  in  liquids  and 
other  foods  the  pa- 
tient likes.  In  Vi,  1, 
and  S-lb.  jars. 


George  A 


To  form  a body  tissue,  every 
component  must  be  available. 
Amino  acids  traced  with  isotopes 
evidence,  too,  that  when  the 
anabolic  action  starts  it 
is  rapid. 

Breogamine,  the  new  preparation 
for  protein  alimentation,  is  a 
source  of  all  amino  acids 
essential  to  man.  It  is  nearly 
all  protein;  not  thinned  with  less 
expensive  vitamins  and 
flavoring  that  sometimes 
obscure  small  protein 
content.  Breogamine  is 
"complete — filled  up, 
with  no  part  missing." 


Breon  e.  Company 


. 
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up;  with  no  part  lacking 

I 1 *14 


Protein  synthesis  has  long  been 
held  to  be  a case  of  "all  or  none.’ 
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simply 

remember 

the  initials 
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. . . when  you  require  a dependable , biologically  standardized 
chorionic  gonadotropin.  “ A.P.L is  available  in  three 


WA  Of  H 
Jr* 

• Brand  of 

Chorionic 
Gonadotropin 


I 


strengths  for  intramuscular  injection : 

No.  488— 100.1. U.  per  cc.,  in  vials  of  10  cc. 

No.  500—500  I.U.  per  cc.,  in  vials  of  5 cc.  and  10  cc. 
No.  999—1000  I.U.  per  cc.,  in  vials  of  10  cc. 

tor  convenience  and  economy  many  physicians 
prefer  the  injection  of  high  dosages  of  chorionic 
gonadotropin  in  a minimum  volume. 


Ay  erst,  McKenna  & Harrison  Limited 

22  Last  40th  Street,  l\cw  York  16,  New  York 
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Your  Job— 
And  Ours: 


To  Fortify  Baby’s  Health 

Babies  who  enjoy  the  benefit  of  your  professional 
supervision  have  added  assurance  of  sound  growth 
and  extra  protection  from  infant  ills.  Proper  nutri- 
tion, of  course,  plays  a basic  role  in  baby’s  healthy 
development;  and  in  this  field  the  use  of  Nestle’s 
Evaporated  Milk  provides  the  full  value  of  whole 
cow's  milk,  plus  something  extra  — pure  Vitamin  D3. 


Nestle’s  Has  the  "Know-How' 
Produce  a Good  Product 


to 


For  over  80  years,  Nestle’s  milk  products  have  been 
best  known,  most  used  for  babies  ’round  the  world. 

Nestle’s  was  the  first  evaporated  milk  fortified  with 
400  IJ.S.P.  units  of  genuine  Vitamin  Ds  per  pint. 

Nestle’s  accepts  milk  only  from  carefully  inspected 
herds.  As  further  assurance  of  quality,  rigid  con- 
trols check  Nestle’s  Milk  every  step  of  the  way.  We 
even  take  the  plant  apart  every  day  and  wash  it! 


Nextle'x 

EVAPORATED 

MILK 


KfXTLES 

evapohaub 

mm 

t 0 

*V-- — 

No  wonder  so  many  doctors 

recommend  NllTLE^  Milk  by  name 


NESTLE’S  MILK  PRODUCTS  INC.,  New  York,  U.  S.  A. 


— 
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RESULTS 

' ^ v j v yt»  i • v *■  ■ 

m common  urinary  tract  infections 


^l\.andelamxne*  therapy  affords  notably 
successful  results  in  a high  percentage  of  com- 
mon urinary  tract  infections.  Carroll  and  Allen, f 
in  their  recent  carefully  analyzed  study  of  200  un- 
selected cases,  obtained  prompt  and  effective 
responses  in  74  per  cent  of  the  patients. 

NYandelamine  therapy  offers  6 advantages. 

1*  No  gastric  upset; 

2*  No  fluid  regulation; 

3#  No  dietary  restrictions; 

4.  No  supplementary  acidification  (except  when 
urea-splitting  organisms  are  present) ; 

3*  Wide  range  of  antibacterial  action; 

6*  Simplicity  of  administration. 


M AND  EL  AMINE 

Reg.  U.  8.  Pat.  Off. 


Brand,  of  Hexydaline 

( Methenamine  Mandelate ) 


SUPPLIED:  Enteric-coated  tablets  of  0.25  Gm.  (3  grains)  each,  in  packages 
of  120  tablets  sanitaped,  and  in  bottles  of  500  and  1,000. 

•The  word  MANDELAMINE  is  a registered  trademark  of  Nepera  Chemical 
Co.,  Inc. 

tCarroll,  G.,  and  Allen,  H.  N.:  The  Treatment  of  Urinary  Infections  with 
Mandelamine  (Methenamine  Mandelate);  A Clinical  Study  of  200  Cases. 
J.  Urol.  55:  674-681  (June)  1946. 


NEPERA  CHEMICAL  CO.,  INC. 

Manufacturing  Chemists 

NEPERA  PARK  YONKERS  2r  N.  Y. 

I 
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F ood  allergy  is  a common  but  not  easily 
diagnosed  cause  of  digestive  tract  distress.  If 
the  offending  food  cannot  be  avoided, 
symptomatic  relief  of  the  spastic  manifestations 
of  proven  or  suspected  gastrointestinal  allergy  — 
pylorospasm,  spastic  constipation,  spastic 
colitis,  etc.— may  be  obtained  through  the 
use  of  Mesopin. 

Mesopin  is  a specialized  antispasmodic  whose 
action  is  predominantly  directed  toward  the 
gastrointestinal  tract.  Its  selective  action  permits 
more  direct  management  of  hyperactivity  and 
spasticity  without  causing  the  undesirable  and 
uncontrollable  effects  of  atropine,  belladonna, 
or  related  antispasmodics. 

Mesopin  is  available  on  prescription  in  bottles 
of  100  tablets,  each  tablet  containing  2.5  mg. 

( 1/24  gr.)  homatropine  methyl  bromide. 

I 


Mesopin  selective 

brand  of  homatropine  methyl  bromide 


antispasmodic 


Endo  Products  Inc . 


Richmond  Hill  18,  New  York 


"One 

man’s 

meat . . . ” 
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How 

important 
for  the 
older 

patient . . . 


SODIUM-FREE  INTACT  PROTEIN  THERAPY 


In  giving  the  elderly  patient  supplemental  proteins  there 
is  no  longer  a need  to  accept  increased  sodium  intake  in  the 
bargain.  Through  intensive  research.  The  National  Drug 
Company  has  succeeded  in  reducing  the  sodium  in  a complete 
protein  product  down  to  0.05  per  cent — a negligible  amount. 


, 

/J Wm 

uf 

For  the  patient  capable  of  metabolizing  whole  proteins, 
Protinal  is  a digestible,  pleasant-to-taste,  concentrated 
protein  supplement.  Mixed  with  a tasty  pudding  or 


meal  will  frequently  suffice  to  bring  the 
patient’s  protein  up  to  the  optimal. 

The  dosage  should,  of  course,  be  adjusted 
for  each  individual. 


For  sodium-free,  complete  protein  therapy  recommend 
Protinal  is  available  in  bottles  of  eight' 
ounces  and  one  pound 
(Chocolate  and  Plain) 


A PRODUCT  OF  MODERN  RESEARCH 


THE  NATIONAL  DRUG  COMPANY 

PHARMACEUTICALS,  BIOLOGICALS,  BIOCHEMICALS 


• Philadelphia  44,  Pa. 

FOR  THE  MEDICAL  PROFESSION 
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CURD  TENSION 


CLINICAL  ADVANTAGE  IN 


feeding  the  PREMATURE 


Because  Similac,  like  breast  milk<has  a consistently 
zero  curd  tension,  it  eaij,  b&  fed  in  a concentrated 
liigh-caloric  formula  Without  fear  of  increased  curd 
tension  and Jlertgthened  digestive  period.  Hence,  pre- 
mature infants  unable  to  take  a normal  volume  of 
^fdod  may  safely  be  fed  a concentrated  Similac  form- 
ula supplying  as  much  as  double  the  caloric  value 
(per  ounce)  of  the  normal  dilution.  The  use  of  a 
concentrated  formula  often  avoids  serious  loss  of 
weight  and  inanition  in  the  premature  infant,  and 
permits  a more  rapid  return  to  normal  weight  gain. 

M & R DIETETIC  LABORATORIES,  INC.  • COLUMBUS  16,  OHIO 


SIMILAC 


A powdered,  modified  milk  product,  especially  pre- 
pared for  infant  feeding,  made  from  tuberculin 
tested  cow's  milk  (casein  modified)  from  which  part 
of  the  butter  fat  has  been  removed  and  to  which  has 
been  added  lactose,  cocoanut  oil,  cocoa  butter,  corn 
oil,  and  olive  oil.  Each  quart  of  normal  dilution 
Similac  contains  approximately  400  U.S.P.  units  of 
Vitamin  1)  and  2500  U.S.P.  units  of  Vitamin  A as 
u result  of  the  uddition  of  fish  liver  oil  concentrates. 
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SEDATION  BY  SUPPOSITORY 


FOR 


Geriatric 

Psychotic 

Patients 


ARBEC 

A minophylline 
barbiturate 
Compound 

SUPPOSITORIES 

Available  in  packages  of  12 


For  many  patients,  injectable  medication  is  unsuit- 
able; yet  oral  sedatives  may  produce  gastric  upset, 
or  be  too  slow  in  taking  effect.  In  such  cases,  sedation 
by  suppository  will  often  prove  the  most  satisfactory 
means  of  treatment.  It  is  also  useful  as  a supplement 
to  other  forms  of  sedative  therapy. 

The  sodium  pentobarbital  quickly  relieves  tension 
and  nervousness,  and  the  sodium  phenobarbital 
prolongs  the  action  to  assure  a restful  night  of 
sleep.  The  aminophylline  alleviates  spasm,  resulting 
in  a greater  effectiveness  of  the  barbiturates,  even 
in  asthmatic  patients.  The  benzocaine  contributes 
an  adequate  local  anesthetic  effect. 

DOSE:  Adults,  one  suppository  rectally  (inserted  above  the 
sphincter)  at  bedtime. 


FORMULA 

Each  ArBeC  Suppository  contains: 


l*entobarbital  Sodium  . . . 0.03  Gm. 

Phenobarbital  Sodium  . . . 0.03  Gm. 

Aminophylline 0.30  Gm. 

Ethyl  A m i njfben  unite 

( Benzocaine ) 0.10  Gm. 


26  CHRISTOPHER  STREET,  NEW  YORK  14,  N.  Y. 
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POSTSURGICALLY,  and  during  convalescence 
in  general,  candy  is  a welcome  "bright  spot” 
in  the  sickroom. 

First  of  all,  it  gives  the  patient  a psychic  stimu- 
lus which  few  other  foods  can  give.  For  candy  is 
more  than  merely  food — it  embodies  a bit  of  the 
joy  of  living  which  every  physician  desires  for 
his  patient,  which  every  patient  needs  to  hasten 
recovery. 

Second,  the  sugars  in  candy  are  readily  utilized 
and  calorically  valuable,  at  a time  when  calories 
mean  so  much  in  the  therapeutic  regimen. 

Third,  many  of  the  confections  appreciated  in 
the  sickroom  are  those  in  the  manufacture  of 
which  fruits,  eggs,  milk  and  cream  are  used.  To 
this  extent  they  contribute  biologically  adequate 
protein,  vitamins,  and  minerals. 


COUNCIL  ON  CANDY  of  the 


1 NORTH  LA  SALLE  STREET  • CHICAGO  2,  ILLINOIS 
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“MERCURIAL  DIURETICS  IN  HEART  FAILURE.-.  . . They  often 
yield  splendid  results  in  individuals  in  whom  physical  signs  of 
dropsy  are  lacking  but  water  retention  is  demonstrated  by  the 
large  loss  of  weight  that  follows  the  administration  of  a diuretic.” 

Fishberg,  A.  M. : Heart  Failure.  2nd  Ed..  Phila.,  Lea  & Febiger,  1946,  p.  733. 

“IN  PERSONS  WITH  HYPERTENSION  and  in  instances  of  heart 
failure  with  pulmonary  congestion  but  without  peripheral 
edema,  mercurial  diuretics  may  be  helpful  in  hastening  the  loss 
of  sodium  or  in  permitting  a somewhat  more  liberal  diet.  . . . 

In  most  cases  hypertensive  patients  with  normal  blood  urea 
levels  can  be  safely  tried  on  sodium  depletion.” 

The  Treatment  of  Hypertension,  editorial.  J.  A.  M.  A.  135:576  (Nov.  1)  1947. 


“. . . [By]  the  more  frequent  usage  of  the  mercurials  in  cardiac 
dyspnea  the  attending  physician  . . . PROLONGS  THE  LIFE  AND 
COMFORT  of  his  patient.” 
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Meralluride  Sodium  Solution 


tm  //  to/e  'ui  ted  a 


eUube/ic  of  c/vice 


• ‘‘Local  effects  of  intramuscular  injection.  . . . The  results 
strongly  favored  MERCUHYDRIN.” 

M odell.  W.,  Sold.  H.  and  Clarke.  D.  A.:  J.  Pharm.  & Exper.  Therap.  84:284  (July)  1945. 


• “The  authors  favor  the  administration  of  mercury  intramuscularly 
rather  than  intravenously  and  for  this  purpose  employ 
preparations  such  as  MERCUHYDRIN.” 

• Thorn.  G.  W.  and  Tyler.  F.  H. : Med.  Clin.  Nor^h  America  (Sept.)  1947,  p.  1081. 

• “The  results  of  our  experiments  suggest  that  the  greatest 
cardiac  toleration  for  a mercurial  diuretic  occurs  with 
MERCUHYDRIN.” 

Chapman  D.  W.  and  Shaffer.  C.  F. : Arch.  Internal  Med.  79:449.  1947. 


• “We  have  limited  the  use  of  chemical  diuretics  almost 
entirely  to  . . . MERCUHYDRIN.” 

WeUe'r,  F.  A.:  Grace  Hospital  Bulletin.  Detroit  (Jan.)  1947,  p.  25. 
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, INC.  Milwaukee  i,  Wisconsin 
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A plant  within  a plant — that  is 
Carnation’s  “pilot”  plant  at 
Oconomowoc,  Wis.  It  is  a Lillipu- 
tian edition  of  a complete,  full-scale 
evaporating  plant,  with  miniature 
vacuum  pans,  homogenizers,  and 
sterilizers  (shown  above).  This  plant 
pre-tests  new  processing  methods  for 
further  improving  Carnation  Evap- 
orated Milk.  First,  Carnation’s  Re- 
search Laboratory  charts  the  course 
— then  the  “pilot”  plant  clears  away 
the  obstacles — and  finally  all  Carna- 
tion plants  follow  the  newly  discov- 
ered road  to  ever  higher  quality  and 
greater  uniformity  ...  in  the  milk 
every  doctor  knows. 


ijjjji'  "ACCEPTED”  FACTS 

NATION-WIDE  surveys  indicate  that  Carnation  Milk  is 
more  widely  used  in  infant  feeding  than  any  other  brand 
of  evaporated  milk.  It  is: 

HEAT-REFINED — forming  fine,  soft,  flocculent,  low-ten- 
sion curds. 

HOMOGENIZED — with  butterfat  minutely  subdivided 
for  easy  assimilation. 

FORTIFIED — containing  pure  crystalline  vitamin  D3,  400 
U.S.P.  units  per  pint. 

STANDARDIZED — for  uniformity  in  fat  and  total  solids 
content. 

STERILIZED — after  hermetic  sealing,  insuring  bacteria-free 
safety  and  markedly  diminished  allergenic  properties. 
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Lax  SecLcCtUnx 


PHENO-BEPADOL 


■by 


For  mild  sedation  plus  dietary  supple- 
mentation in  the  B-Complex  factors, 
Pheno-Bepadol  I VC  offers  a welcome 
addition  to  the  modern  armamentar- 
ium. Its  palatability  and  compara- 
tive freedom  from  liability  to  side 
reactions  make  it  particularly  desir- 
able in  such  functional  digestive 
disturbances  as  neuroses,  vomiting 
of  pregnancy,  nervous  colitis,  etc. 
Pheno-Bepadol  IVC  assures  ideal 
sedation  in  simple  insomnias  . . . 
quieting  nervous  symptoms  and  al- 
laying apprehensions  . . . while  pro- 
viding all  the  benefits  of  B-Complex 
dietary  supplementation. 
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Painless , 24-hour 
pejiicillin  therapy 


Therapeutically  effective  penicillin  blood  levels  for 
more  than  twenty -four  hours  plus  virtual  elimination 
of  pain  at  the  site  of  injection  are  now  possible  with 
‘Duracillin,  in  Oil’  (Procaine  Penicillin — G in  Oil, 
Lilly).  At  the  end  of  a twenty-four-hour  period,  the 
average  blood  level  produced  by  ‘Duracillin,  in  Oil,’ 
is  more  than  three  times  that  produced  by  the  Romansky 
formula.  The  anesthetic  effect  of  procaine  and  the 
absence  of  beeswax  from  the  formula  of  ‘Duracillin, 
in  Oil,’  minimize  local  discomfort. 


Directions 

for 

A dm  inistralion 


Shake  the  vial  vigorously  to  assure  uniform 
suspension;  withdraw  and  administer  the  dose 
intramuscularly  with  a 20-gauge,  1 1/2-inch  needle. 
Although-the  upper  outer  quadrant  of  the  buttocks 
is  the  preferred  site  of  injection,  the  deltoid 
or  triceps  muscles  also  may  be  used. 


Dosage 


For  adults,  use  the  same  dosage  as  that  recommended 
for  oil-wax  preparations.  For  infants,  0.2  cc. 

(60,000  units);  children  up  to  ten  years,  0.5  cc. 
(150,000  units);  and  children  over  ten  years, 
l cc.  (300,000  units). 


Hotv 

Supplied 


‘Duracillin,  in  Oil,’  300,000  units  per  cc.,  is  supplied 
in  10  -cc.  rubber-stoppered  ampoules  (No.  465). 
Refrigeration  is  not  necessary. 

Available  at  all  retail  drug  stores. 


Duracillin,  in  Oil 


ELI  LILLY  AND  COMPANY 
Indianapolis  6,  Indiana,  U.S.A. 
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Cancer  Diagnosis 


The  public  has  been  exposed  to  extensive 
propaganda  on  the  subject  of  the  early 
diagnosis  of  malignancy  as  the  essential  item 
in  the  reduction  of  a disease  which  is  the 
dread  of  mankind.  Millions  of  dollars  are 
collected  annually  to  support  a campaign 
for  research  and  detection.  The  National 
government  also  has  supplemented  such  re- 
search with  huge  sums.  No  doubt,  mass 
efforts  to  arouse  an  appreciation  of  the  at- 
tendant dangers  to  life  of  a malignant  proc- 
ess may  be  necessary  and  perhaps  desirable, 
but  the  resultant  cancer-phobia  which  has 
developed  is  an  unfortunate  accompani- 
ment. Women  in  particular  are  affected 
because  so  much  attention  has  been  centered 
on  their  special  organs.  Unfortunately,  the 
subjective  symptoms  which  bring  them  to 
a physician  may  be  those  of  a far-advanced 
stage  of  the  disease,  and,  hence,  more  radical 
measures  may  be  necessary  than  if  the  proc- 
ess had  been  diagnosed  in  its  earlier  phases. 

Numerous  investigators  have  given  their 
time  and  thought  to  methods  for  detecting 
% cancers  of  the  uterus  and  the  cervix  in  their 
incipiency.  Papanicolauo,  in  the  belief 
that  such  cancers  give  rise  to  exfoliation, 


developed  a procedure  for  collecting  the 
cellular  debris,  and  by  special  stains  the 
components  could  then  be  identified.  How- 
ever, as  stated  in  a first  report,  in  1941,  the 
interpretation  of  the  smear  required  “the 
services  of  a careful  and  discriminating 
cytologist— few  persons  can  be  depended  on 
for  this  work  at  the  present  time.”1  Al- 
though these  investigators  admitted  that 
they  failed  to  detect  the  characteristic  ma- 
lignant cells  in  a small  number  of  cases  of 
demonstrated  cancer,  others  who  have  in- 
vestigated and  studied  the  method  have 
experienced  less  favorable  results  and  have 
hesitated  to  recommend  operative  measures 
unless  the  cellular  diagnosis  was  confirmed 
by  a biopsy  specimen.2  3 

Naturally,  in  our  democratic  medical 
field,  when  any  doctor  proposes  something 
new  or  novel,  the  proposal  is  subjected  to 
the  acid  test  of  confirmation  by  other  in- 
vestigators. But  before  the  results  of  the 
latter  are  published,  the  “special”  or  “free 
lance”  writers  associated  with  some  of  our 
popular  magazines  pick  up  the  original  sug- 
gestion before  it  is  fully  proved  and  de- 
velop it  into  a lurid,  and  often  exaggerated, 
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article  for  consumption  by  avid  readers. 
For  instance,  a certain  Clive  Howard, 
writing  for  the  Woman’s  Home  Companion, 
refers  to  the  cystologic  test  for  cancer  of  the 
uterus  as  a method,  “inexpensive,  painless, 
and  at  least  97  per  cent  accurate.  If  put 
into  general  use,  it  may  almost  wipe  out  this 
form  of  cancer.”5 

The  subject  is  well-discussed  in  a recent 
editorial  which  appeared  in  the  Journal  of 
the  American  Medical  Association  (January 
31,  1947).  In  this  editorial,  attention  is 
called  to  a critical  article  by  two  Philadel- 
phia investigators,  Scheffey  and  Rakoff,  who 
found  that  in  a study  of  500  consecutive 
cases,  including  63  proved  cancers,  positive 
smears  were  obtained  in  70  per  cent;  in  other 
words,  30  per  cent  were  missed.5 

It  must  be  admitted  that  no  one  method 


of  diagnosis  or  even  of  treatment  can  be 
considered  100  per  cent  perfect  and  entirely 
satisfactory,  but  it  is  evident  that  this  par- 
ticular procedure,  as  in  other  cases,  has  its 
limitations.  We  do  not  have  in  mind  any 
desire  to  decry  the  discoveries  of  Papani- 
colauo  and  the  others  who  have  developed 
a probably  valuable  diagnostic  procedure. 
It  is  the  exaggeration  which  is  deplorable, 
particularly  when  it  develops  as  a “message 
of  hope”  to  possibly  afflicted  women.  All 
in  all,  the  indiscriminate  employment  of  the 
test,  and  that  without  competent  interpre- 
tation, may  do  more  harm  than  good. 

1.  Papanioolauo,  G.  N.,  and  Traut,  H.  F. : Am.  J.  Obst. 
& Gynec.  42:  193  (1941). 

2.  Meigs,  J.  V.:  Surg.,  Gynec.  & Obst.  77:  449  (1943). 

3.  Block,  F.  B.:  Am.  J.  M.  Sc.  208:  794  (1947). 

4.  Howard,  C.:  Woman’s  Home  Companion  (Oct.)  1947. 

5.  Scheffey,  L.  L.,  and  Rakoff,  A.  E.:  Philadelphia 

Med.  43:  435  (1947). 


Problems  in  Artificial  Insemination 


Artificial  insemination  as  applied  to  human 
beings  poses  serious  questions  of  law  which 
should  be  understood  by  all  physicians. 
One  such  question  has  been  decided  in  a 
New  York  court;  namely,  the  status  and 
rights  of  the  child  and  of  the  husband  when 
other  than  the  husband’s  semen  was  em- 
ployed in  the  fertilization  of  the  mother.  As 
reported,1  the  decision  is  quoted  in  part: 

Parental  rights  in  the  case  of  a child  brought 
into  being  by  artificial  insemination  are  equal 
to  those  acquired  by  a foster  parent  who  has 
formally  adopted  a child,  Supreme  Court 
Justice  Henry  Clay  Greenberg  ruled  yesterday 

in  a suit  brought  by  — , who  sought  to  have 

her  husband,  , barred  from  visiting 

their  four-year-old  daughter. 

Justice  Greenberg  said  in  his  ruling  from  the 
bench:  “The  Court  has  assumed  for  the  pur- 
pose of  its  disposition  that  the  plaintiff  in  this 
case  was  artificially  inseminated  with  the 
consent  of  the  defendant  and  that  the  child  is 
not  of  the  blood  of  the  defendant.  This 
child  is  not  illegitimate.” 

Mrs.  had  sought  to  prevent  her 

husband  from  visiting  her  child  after  she  had 
won  a separation  from  him  last  October  on  the 
ground  that  the  baby  was  the  result  of  arti- 
ficial insemination  through  another  man .... 


1 New  York  Times,  (Jan.  14)  1948,  p.  27. 


Since  physicians  will  be  queried  by  their 
patients  in  instances  where  such  procedures 
are  contemplated,  it  is  highly  important  that 
they  keep  themselves  informed  of  the  ques- 
tions of  law  involved.  As  the  result  of 
propaganda,  inseminations  with  a donor’s 
semen  are  no  longer  infrequent.  Perhaps 
we  may  assume  that  the  maternal  instinct 
among  women  cannot  be  satisfied  in  any 
other  way,  although  this  assumption  perhaps 
cannot  be  justified  by  the  accepted  rules  of 
civilized  conduct  and  the  marriage  rite.  Tc 
quote  further  from  the  decision  of  the  emi- 
nent jurist: 

Justice  Greenberg  said  he  expressed  nc 
opinion  “on  the  propriety  of  procreation  by  th< 
medium  of  artificial  insemination,”  pointing 
out  the  court  was  not  concerned  with  sucl 
matters.  Nor  was  he  passing  on  the  lega 
consequences,  in  so  far  as  property  rights  an 
concerned,  in  a case  where  the  wife  has  beei 
artificially  inseminated  with  the  husband’ 
consent.  He  said  that  the  propriety  of  pro 
creation  through  artificial  insemination  “i 
in  the  field  of  sociology,  morals  or  religion.” 
Justice  Greenberg  had  ruled  earlier  that  th 
only  question  before  him  was  the  fitness  o 

Mr.  to  visit  the  child.  In  passing  o 

this  question  Justice  Greenberg  held  that  th 
“defendant  has  not  been  shown  to  be  unfit.” 
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We  repeat,  the  public  derives  its  informa- 
tion on  medical  matters  largely  from  daily 
newspapers,  magazines,  the  radio,  and  by 
word  of  mouth.  Not  always,  unfortu- 
nately, but  often,  the  people  will  check  such 
information  with  their  family  physician. 
To  encourage  this  practice  it  is  incumbent 
upon  all  physicians  who  have,  of  course, 
access  to  their  professional  sources  of  in- 
formation, to  read  these  carefully. 

The  editors  of  the  Journal  attempt  to 
bring  to  the  notice  of  all  members  of  the 
Society  significant  news  relating  to  as  many 
aspects  of  medicine  as  possible,  in  the  hope 
that  well-informed  doctors  in  the  innumer- 
able communities  of  the  State  can  thereby 
function,  in  their  individual  contacts  with 
their  patients,  as  reliable  sources  of  informa- 
tion on  topics  which  have  frequently  been 
suggested  to  them  for  inquiry  by  what  they 
have  read  in  the  sources  mentioned  above. 
All  this  may  seem  trite,  perhaps,  but  the  de- 
velopment of  modern  technics  in  medicine 
has,  as  in  this  instance,  a very  important  and 
far-reaching  impact  on  society,  extending 
beyond  the  technics  themselves. 

Another  contribution  to  this  subject  is  an 
article  by  B.  Fain  Tucker,  J.D.,  commented 
upon  in  the  New  York  Herald  Tribune,2  Horn 
which  we  quote  as  follows: 

The  New  York  Supreme  Court  held  legiti- 
mate a child  produced  by  artificial  insemina- 
tion with  the  consent  and  knowledge  of  the 
husband,  in  the  second  case  on  record  involving 
this  modern  medical  procedure.  An  article 
by  Miss  B.  Fain  Tucker,  of  the  Illinois  Bar, 
published  in  the  spring,  1947,  issue  of  The 
Women  Lawyers  Journal,  reported  that  the 
whole  body  of  law  on  the  subject  consists  of 
one  Canadian  case,  Oxford  vs.  Oxford,  49 
Ontario  Law  Reports  (1921). 

In  the  Ontario  case  the  wife,  frigid  at  the 
time  of  marriage,  sued  her  husband  for  ali- 
mony, alleging  that  after  a temporary  separa- 
tion he  had  refused  to  receive  her  as  a wife. 
The  husband  countered  with  a charge  of 
adultery,  alleging  that  his  wife  had  given 
birth  to  a child  by  another  man.  The  wife 
admitted  the  birth  of  the  child,  but  declared 
the  pregnancy  had  resulted  from  artificial 
insemination. 

The  Supreme  Court  of  Ontario  did  not 
believe  her  story  but  stated  that  if  the  in- 


semination had  been  “artificial,”  as  alleged, 
the  wife  had  been  guilty  of  adultery. 

The  contention  by  the  wife’s  lawyer  that  it 
was  not  adultery  for  a married  woman  to 
produce  a child  by  artificial  insemination 
seemed  to  the  Ontario  judge  “a  monstrous 
conclusion.” 

That  was  in  1921 — before  the  practice  had 
become  more  than  a medical  curiosity.  There 
are  now,  it  was  testified  last  week,  20,000 
“test-tube”  children  in  the  United  States. 
This  can  hardly  be  a statistical  figure.  The 
actual  number,  perhaps  larger,  perhaps 
smaller,  is  not  known  since  neither  physicians 
nor  the  couples  involved  publish  the  facts 

More  complicated  legal  questions  may 
arise,  the  article  in  The  Women  Lawyers 
Journal  made  clear.  Some  of  these  might 
involve  the  physician  himself.  Court  action 
might,  for  instance,  hinge  on  such  issues  as  the 
following : 

Did  the  doctor  obtain  the  written  consent 
of  both  husband  and  wife  to  the  procedure, 
after  making  sure  the  husband  was  not  fertile 
and  fully  explaining  to  the  couple  the  social 
and  legal  complications  of  the  contemplated 
step?  Did  he  make  sure  that  the  donor  was 
physically  and  mentally  fit  to  father  a child  of 
the  wife? 

In  a later  editorial  we  expect  to  comment 
further  on  the  controversial  subject  of  arti- 
ficial insemination.  The  often  laudatory 
.propaganda  conveyed  to  the  public  through 
various  media  should  not  be  accepted  with- 
out due  thought  being  given  to  the  compli- 
cating factors  which  may  attend  this  pro- 
cedure, especially  from  a heterologous  donor. 
It  is  not  merely  the  success  of  a technic 
which  must  be  considered;  it  is  the  after- 
math  which  is  to  be  borne  in  mind.  This  is 
not  limited  to  legal  difficulties;  there  are 
other  consequences  of  perhaps  greater  sig- 
nificance and  importance.  Moreover,  we 
might  well  question  the  decision  of  the  honor- 
able justice  that  “this  child  is  not  illegiti- 
mate.” 

If  not,  we  should  revise,  necessarily,  our 
conception  of  illegitimacy.  The  ques- 
tion is  not  an  academic  one.  With  the 
growing  recourse  to  the  production  of  the 
“test-tube  baby,”  are  we  to  set  aside  all  our 
preconceived  notions  of  propriety  and  de- 
cency? Can  we  not  overcome  these  so- 
called  “psychologic  demands”  of  women  by 
some  other  means? 


1 New  York  Herald  Tribune  (Jan.  18)  1948. 
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Moreover,  a rather  pertinent  question 
arises  in  this  connection.  Assume  that  the 
husband  is  pronounced  fertile  and  the  wife 
sterile.  This  reverses  the  picture  and  the 
extreme  view  could  be  taken  that  the 
husband’s  desire  for  progeny  likewise  might 
be  satisfied  through  extraneous  sources. 


Should  not  he  be  accorded  an  equal  privilege? 
We  pose  this  question  and  not  in  a spirit  of 
facetiousness.  We  await  an  answer,  and  we 
direct  the  question  particularly  to  those 
women  who  feel  that  they  should  be  given  a 
right  which  presumably  is  withheld  from 
their  married  partner. 


Current  Editorial  Comment 


Important  Information  for  Doctors. 

Physicians  of  New  York  State  are  hereby 
warned  through  the  courtesy  of  the  in- 
spection service  of  the  Post  Office  Depart- 
ment that  the  old  “Spanish  Swindle”  has 
been  revived  and  that  new  sucker  lists 
containing  the  names  of  numerous  doctors 
of  the  State  are  being  used. 

The  “Spanish  Swindle”  consists  of  a letter 
emanating  from  Mexico  and  addressed  to 
the  putative  physician-sucker.  A sample 
letter,  furnished  us  by  the  Post  Office  De- 
partment, is  reproduced  herewith  for  your 
information: 

Mexico  City,  Mexico 
December  16,  1947 

Mr.  Jonathan  A.  Doe 
St.  Edward,  Nebraska 
U.S.A. 

Dear  Sir : 

A person  who  knows  you  and  who  has  spoken 
very  highly  about  you  has  made  me  trust  you  a 
very  delicate  matter  of  which  depends  the 
entire  future  of  my  dear  daughter,  as  well  as 
my  very  existence. 

I am  in  prison,  sentenced  for  bankruptcy, 
and  I wish  to  know  if  you  are  willing  to  help 
me  to  save  the  sum  of  $375,000.00  U.S.  Cy. 
(Three  Hundred  and  Seventy  Five  Thousand 
Dollars)  which  I have  in  bank  bills  hidden  in  a 
secret  compartment  of  a trunk  that  is  now 
deposited  in  a Custom  house  in  the  United 
States. 

As  soon  as  I send  you  undeniable  evidence, 
it  is  necessary  for  you  to  come  here  and  pay  the 
expenses  incurred  in  connection  with  my  proc- 
ess so  the  embargo  on  my  suitcases  can  be  lifted, 
one  of  which  suitcases  contains  a baggage  check 
that  was  given  to  me  at  the  time  of  checking 
my  trunk  for  North  America  and  which  trunk 


contains  the  sum  above  said.  To  compensate 
you  for  all  your  troubles,  I will  give  you  the 
THIRD  PART  OF  SAID  SUM. 

Due  to  serious  reasons  which  you  will  know 
later,  please  reply  via  AIR-MAIL.  I beg  you 
to  treat  this  matter  with  the  utmost  reserve 
and  discretion.  Fearing  that  this  letter  might 
have  gone  astray  and  not  reach  your  hands, 
I will  not  sign  my  name  until  I hear  from  you, 
and  then  I will  entrust  you  with  all  my  secret. 
For  the  time  being  I am  only  signing  “M.” 

Due  to  the  fact  that  I am  in  charge  of  the 
prison  school,  I can  write  you  like  this  and  en- 
tirely at  liberty. 

I cannot  receive  your  reply  directly  in  this 
prison,  so  in  case  you  accept  my  proposition, 
please  air-mail  your  letter  to  a person  of  my 
entire  trust  who  will  deliver  it  to  me  safely  and 
rapidly.  This  is  his  name  and  address.: 

Sr.  Jose  Cueto 
Calle  de  Donceles  #40 
Mexico  City,  Mexico 


We  warn  all  physicians  who  receive  such  a 
letter  or  any  variant  of  it  to  take  it  immedi- 
ately to  the  nearest  post  office  and  turn  it 
over  to  the  Postmaster.  Do  not  answer  the 
letter.  Under  no  circumstances  send  any 
money. 

Get  the  letter  immediately  to  your  Post- 
master or  send  it  to  Mr.  J.  W.  Hartwell, 
Office  of  Inspector,  Post  Office  Depart- 
ment, Albany,  New  York.  It  is  not  yet 
known,  we  are  advised,  how  widespread  the 
swindle  is.  Several  physicians  in  the  Buffalo ! 
area  have  received  and  sent  to  the  Postal 
Inspection  Service  such  letters. 

All  who  read  this  are  requested  to  pass  the 
information  on  to  other  doctors. 


Scientific  Articles 

MANAGEMENT  OF  GASTRIC  HEMORRHAGE 

Albert  F.  R.  Andresen,  M.D.,  Brooklyn,  New  York 

( From  the  Long  I stand  College  of  Medicine) 


IN  treating  a patient  with  a gastric  hemor- 
rhage, it  is  well  to  recognize  the  patient  as  an 
individual,  requiring  individual  care.  Yet,  while 
there  is  danger  in  treating  all  patients  according 
to  some  stereotyped  routine  procedure,  it  is  also 
very  important  to  recognize  that  there  are  certain 
fundamental  principles  involved  which  govern 
every  case.  Before  treating  the  case  as  one  of 
gastric  or  duodenal  hemorrhage,  it  is  essential 
that  other  causes  of  hematemesis  and  melena 
have  been  ruled  out.  Blood  from  the  mouth,  nose, 
or  throat,  swallowed  while  the  patient  is  asleep 
and  vomited  on  awaking,  may  simulate  gastric 
hemorrhage.  Bleeding  esophageal  lesions,  es- 
pecially varices,  are  often  confused,  and  even 
small  intestinal  ulcerative  lesions  may  produce 
both  hematemesis  and  melena.  Blood  dyscrasias, 
jaundice,  vicarious  menstruation,  severe  toxemia, 
and  even  malingering  must  be  ruled  out.  Bleed- 
ing from  the  stomach  or  duodenum  may  not  be 
due  to  peptic  ulcer,  but  to  severe  gastritis,  neo- 
plasms, syphilis,  rupture  of  a sclerotic  artery, 
purpura,  or  allergy. 

Symptomology  and  Diagnosis 

A small  amount  of  surface  bleeding  occurs  with 
any  ulcer,  but  gross  bleeding,  recognized  by 
vomiting  of  bright  red,  liquid,  clotted  or  partly 
digested  blood,  may  vary  in  quantity.  If  not 
vomited,  blood  passing  through  the  digestive 
canal  becomes  black,  and  even  as  small  a quantity 
as  60  cc.  will  produce  a small  tarry  stool.  A 
tarry  stool  is  one  which  is  not  only  black  in  color 
but  sticky  and  tarry  in  consistency.  Frequently, 
patients  will  not  notice  blood  in  vomitus  or  may 
ascribe  the  red  color  to  recently  ingested  tomatoes 
or  beets,  and  even  more  frequently,  a tarry  stool 
will  not  be  observed,  being  described  simply  as 
loose. 

If  the  amount  of  blood  lost  has  been  under 
300  cc.,  there  may  be  few,  if  any,  general  symp- 
toms accompanying  it.  With  more  severe 
hemorrhages,  however,  the  general  symptoms 
have  often  been  ascribed  to  a “heart  attack,”  or 
the  vomiting  and  diarrhea  to  a “ptomaine  poison- 
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ing”  with  severe  toxemia.  In  most  cases  dizzi- 
ness, weakness  to  the  point  of  fainting,  chilliness, 
and  cold  sweat  occur,  accompanied  by  nausea  and 
the  vomiting  of  blood,  followed  sooner  or  later  by 
the  passage  of  a tarry  stool. 

Symptoms  of  shock  vary  with  the  amount  and 
duration  of  the  hemorrhage  and  may  become 
quite  alarming,  being  accompanied  in  severe 
cases  by  the  symptoms  of  anoxia,  with  air  hunger 
as  the  most  startling  phenomenon.  A day  or  two 
after  the  hemorrhage,  pallor  becomes  more  or  less 
marked,  and  the  patient  feels  generally  weak  and 
tired.  A history  of  previous  ulcer  symptoms  is 
important  when  obtained,  but,  not  infrequently, 
hemorrhage  is  the  first  sign  of  an  ulcer.  History 
of  previous  hemorrhage  may  be  obtained  in  39 
per  cent  of  cases.  In  the  absence  of  ulcer  symp- 
toms careful  study  is  indicated  to  rule  out  some  of 
the  other  sources  of  bleeding. 

Physical  examination  is  important  but  must  bo 
conducted  with  extreme  caution  in  order  to  pre- 
vent recurrent  bleeding.  The  eye  grounds  may 
show  arteriosclerotic  or  renal  changes;  the 
mouth,  nose,  and  throat  should  be  checked  for 
bleeding  points,  the  chest  for  possible  bleeding 
lesions,  and  the  heart  for  possible  decompensa- 
tion, causing  congestion.  In  the  abdomen  the 
presence  of  tumors  or  an  enlarged  liver  and 
spleen  must  be  ruled  out,  and  rectal  and  pelvic 
examinations  should  be  made  to  discover  possible 
lesions. 

Endoscopic  examinations,  more  liable  to  excite 
bleeding,  should  be  deferred  until  later,  'when 
esophagoscopy  may  be  necessary,  proctoscopy 
desirable.  Gastroscopy,  performed  after  roent- 
genologic study,  may  at  times  disclose  small 
erosions  not  otherwise  recognizable. 

Fractional  gastric  analysis,  using  histamine  as 
an  excitant  of  gastric  secretion,  had  best  be  deferred 
until  ten  days  after  active  bleeding  has  appar- 
ently ceased.  If  no  bleeding  is  demonstrated  by 
this  method,  complete  roentgenologic  study 
should  be  instituted,  in  order  that  the  lesion 
causing  the  bleeding  be  recognized  as  soon  as 
possible. 

Blood  counts  will  show  an  increasing  anemia  for 
the  first  few  days  as  blood  volume  is  increased  by 
absorption  of  fluid  from  the  tissues.  Blood  urea 
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nitrogen  is  apt  to  rise  to  from  30  to  50  mg.  per  100 
cc.  during  absorption  of  the  products  of  digestion 
of  blood  and  often  proves  to  be  a valuable  indica- 
tion of  continued  bleeding,  as  it  should  begin  to 
go  down  to  normal  within  three  or  four  days.  A 
leukocytosis  may  be  a danger  signal,  suggesting 
possible  perforation,  a severe  infection,  or  a 
necrotizing  neoplasm. 

Blood  pressure  readings  also  may  be  valuable 
indications  of  continued  bleeding.  Occasionally 
dropping  as  low  as  60  and  70  mm.  systolic,  or  in 
previously  hypertensive  patients  to  120  or  130 
mm.  systolic,  with  low  pulse  pressure,  it  usually 
ceases  to  go  down  when  bleeding  stops  and  starts 
to  climb  a few  days  later. 

Indications  for  Treatment 

Treatment  is  the  most  important  desideratum 
when  a gastric  hemorrhage  has  occurred  and 
should  be  started  at  once.  The  indications  for 
treatment,  applicable  to  bleeding  from  an  ulcer, 
can  be  applied  to  bleeding  from  any  other  source, 
although  it  is  worthwhile  to  rule  out  other  causes 
whenever  possible,  so  that,  if  present,  suitable 
specific  treatment  can  be  applied  to  them.  This 
would  include  the  tying  off  or  cauterization  of 
bleeding  vessels  and  the  use  of  coagulants  where 
indicated.  In  bleeding  from  ulcer  the  indications 
for  treatment  will  be  discussed  in  turn. 

The  bleeding  results  from  a vessel,  either  cut 
across  transversely  or  eaten  out  laterally,  or, 
more  rarely,  may  result  from  general  surface 
bleeding  due  to  congestion,  to  granulation  of  the 
ulcer  base,  or  to  surrounding  erosions.  It  is 
obvious  that  any  increase  in  the  quantity  or  pres- 
sure of  blood  in  the  bleeding  vessel  may  prevent 
organization  of  a clot  and  cause  recurrent  bleed- 
ing. The  alternate  tonic  contractions  and  atonic 
periods,  incident  to  hunger,  would  also  tend  to 
aggravate  or  reinstitute  bleeding.  The  gastric 
juice  tends  to  attack  the  vessel  and  clot,  allowing 
free  bleeding.  Any  irritants  taken  into  the 
stomach,  as  well  as  the  ingestion  of  ice,  by  causing 
hyperemia,  would  also  have  a similar  effect.  It  is, 
therefore,  important:  (1)  To  keep  the  patient  at 
rest,  if  necessary  aided  by  mild  sedation;  (2)  To 
avoid  too  large  a fluid  intake,  either  orally  or 
parenterally ; (3)  To  keep  in  the  stomach  at  all 
times  a food  substance  (gelatin)  which  shall  be 
smooth  and  coagulant  and  which  should  combine 
readily  with  gastric  juice;  (4)  To  avoid  stimu- 
lants. 

The  bleeding  will  then  cease  spontaneously  un- 
less the  bleeding  vessel  is  held  in  a mass  of  horny 
induration  at  the  site  of  an  old  chronic  (or  per- 
forated) ulcer.  Such  cases  usually  have  been  con- 
sidered fatal  in  nearly  every  instance  whether  or 
not  surgery  was  instituted,  since  operation 
usually  necessitated  an  extensive  procedure  be- 


cause of  the  friability  of  the  tissues.  A treat- 
ment used  successfully  in  several  such  cases  is 
described  below. 

Shock,  a prominent  symptom  in  most  cases,  is  a 
conservative  mechanism  to  produce  the  desired 
rest,  hypotension,  and  lowered  blood  volume  and 
should  be  treated  conservatively  by  rest,  by 
moderate  warmth  to  the  extremities,  by  psycho- 
logic care,  and  by  sedation  only  as  indicated. 
Parenteral  injection  of  fluids,  even  of  blood, 
should  be  avoided  if  possible,  and  stimulants  are 
usually  unnecessary. 

Anoxia,  as  manifested  by  air  hunger,  falling 
blood  pressure,  and  rapid  thready  pulse,  calls  for 
careful  observation  and,  if  not  spontaneously 
checked,  should  be  treated  by  small  transfusions, 
150  to  200  cc.,  just  enough  to  overcome  alarming 
symptoms.  Transfusions  of  500  cc.  or  more  often 
tend  to  aggravate  the  hemorrhage  and  may  result 
in  death. 

When  2 or  3 small  transfusions  fail  to  check 
the  downward  course,  or  if  the  patient  is  in 
extremis,  continuous  transfusions  by  the  drip 
method,  over  a period  of  thirty  to  forty  hours, 
using  6 to  8 L.  of  blood,  has  been  successfully  used 
by  me  in  3 cases,  all  of  whom  are  well  today  after 
five  or  six  years. 

Anemia,  which  may  be  quite  extreme,  is 
usually  overcome  spontaneously,  an  increase 
of  15  or  20  per  cent  in  hemoglobin  and  erythrocyte 
count  taking  place  within  two  weeks.  However, 
persistent  anemia,  such  as  often  results  from  ex- 
haustion of  hematopoietic  substances  in  the  body 
as  a result  of  repeated  massive  transfusions,  with 
resultant  hemorrhages,  may  require  transfusions 
and  hematinics  after  the  first  ten  days. 

Complications  must  be  taken  care  of  as  they 
occur.  In  pyloric  stenosis,  the  treatment  for 
hemorrhage  is  conservative,  although  operation 
may  be  necessary  later.  In  perforation,  im- 
mediate operation,  of  course,  is  indicated. 

In  closing,  I will  reproduce  the  “Routine  for 
Gastric  Hemorrhage  Cases”  which  with  occasional 
modification  has  been  the  standard  for  the  gastro- 
intestinal service  at  the  Long  Island  College  Hos- 
pital for  many  years. 

The  suggested  diet,  consisting  of  gelatin  added 
to  a high  caloric  liquid  diet  or,  in  cases  where 
patients  are  allergic  to  milk  or  are  at  first 
nauseated  by  it,  with  fruit  juices  and  glucose, 
will  be  first  described,  followed  by  the  routine 
suggestions  for  care  and  medication. 

Routine  in  Gastric  Hemorrhage  Cases 

1.  Order  gastric  hemorrhage  diet. 

2.  Treat  shock  by  rest,  warmth  to  extremities, 
and  sedatives,  if  required. 

3.  Quiet  apprehension.  Reassure  the  patient. 
Do  not  isolate. 
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4.  Do  not  take  a detailed  admission  history  nor 
make  a complete  physical  examination.  Do  no  more 
than  rule  out  complications  or  bleeding  from  causes 
other  than  ulcer. 

5.  Order  blood  coagulation  tests:  coagulation 
and  bleeding  time,  prothrombin  time,  vitamin  K de- 
termination, and  platelet  count.  If  coagulation  is 
impaired,  prescribe  coagulants. 

6.  Type  and  match  blood  for  transfusion.  No 
transfusion  to  be  used  in  first  ten  days  except  for 
evidence  of  severe  anoxia.  Then  try  1 or  2 trans- 
fusions of  150  to  200  cc.  of  citrated  blood.  If  not 
successful,  prepare  for  continuous  drip  transfusion  to 
be  used  until  bleeding  stops  or  at  least  for  thirty-six 
hours  (may  require  6 to  8 L.  of  blood). 

7.  Chart  blood  pressure  every  two  hours  at  first, 
blood  urea  nitrogen  every  two  days  at  least. 

8.  Test  all  stools  for  occult  blood  until  this  dis- 
appears. 

9.  Start  mineral  oil,  1/2  ounce,  every  night  after 
second  night.  Retention  oil  enema  on  fourth  night 
and  thereafter  as  required. 

10.  Do  fractional  gastric  analysis  on  about  the 
twelfth  day  in  uncomplicated  cases. 

11.  Start  x-rays  on  about  the  fourteenth  day  if 
bleeding  has  stopped. 

12.  No  gastroscopy  until  after  x-ray. 

The  following  treatments  and  conditions  should  be 
studiously  avoided : 

1.  Ice:  Externally,  increases  shock.  Internally, 
stimulates  gastric  circulation. 

2.  Parenternal  fluids:  generally  increase  blood 
volume  and  pressure  and  cause  more  bleeding. 
Small  transfusions  may  be  required  in  severe 
anoxemia.  (See  Routine.) 

'3.  Stimulants  (digitalis,  adrenalin,  etc.):  Tend 
to  increase  bleeding.  Only  used  in  emergency. 

4.  Alkalis:  Stimulate  secretion.  Irritate  bleed- 
ing area. 

5.  Excitement  or  worry:  Increase  shock,  and 
reaction  may  increase  bleeding. 

6.  Examinations,  manipulations,  or  treatments: 
Only  if  absolutely  necessary,  especially  in  first  few 
days. 

Gastric  Hemorrhage  Diet 

Gelatin-Milk  Feeding. — Milk,  cream,  and  dex- 
trose are  mixed  together  and  kept  in  the  refrigerator. 
Gelatin,  at  the  rate  of  50  Gm.  per  liter  of  the  mix- 
ture (Table  1)  or  approximately  75  Gm.  per  day, 
kept  in  a paper  cup  at  the  bedside,  is  to  be  added 
at  each  feeding  as  follows: 

A rounded  teaspoonful  is  to  be  dissolved  in  1 or  2 
ounces  of  warmed  milk  mixture,  and  this  is  added  to 
remaining  cold  mixture,  making  a cool,  palatable 
drink.  If  the  patient  prefers  it,  the  drink  may  be 
warmed.  A little  flavoring  (tea,  vanilla,  cocoa)  may 
be  added  at  time  of  feeding  if  desired. 

Routine. — For  the  first  four  days  after  the  hemor- 
rhage, feed  6 ounces  of  mixture  every  two  hours, 
nothing  else  by  mouth.  If  asleep,  the  patient 
should  not  be  disturbed  for  three  or  four  hours. 

On  the  fourth,  fifth,  and  sixth  days : add  to  3 or  4 of 
the  feedings  one  of  the  following:  1 egg,  soft  boiled, 
poached,  or  raw;  cereal,  3 ounces;  custard,  jello,  or 


TABLE  1. — Formula  for  Gelatin-Milk  Feedings 


Carbo- 


Food 

Amount 

hydrate 

Protein 

Fat 

Calories 

Gelatin 

50  Gm. 

45  Gm. 

180 

Dextrose 

60  Gm. 

60  Gm. 

240 

Cream 
(20  per 
cent) 

100  cc. 

3 Gm. 

3 Gm. 

18  Gm. 

180 

Milk 

900  cc. 

36  Gm. 

27  Gm. 

27  Gm. 

550 

99  Gm. 

75  Gm. 

45  Gm. 

1,150  per  ] 

ice  cream,  3 ounces,  and  allow  water  in  3 ounce 
quantities  between  feedings. 

On  the  seventh  and  eighth  days,  add  2 of  above 
foods  to  each  feeding. 

On  the  ninth  day,  order  ulcer  diet. 

Gelatin-Water  Feeding. — Water,  dextrose,  and 
orange  juice  are  mixed  together  and  kept  in  the  re- 
frigerator. Gelatin,  kept  in  a paper  cup  at  the  bed- 
side, is  to  be  dissolved  in  a part  of  the  warmed  mix- 
ture (Table  2)  as  in  the  case  of  the  milk  mixture,  or 
merely  stirred  into  the  mixture  at  the  bedside. 

This  regimen  is  for  patients  who  cannot  tolerate  the 
milk -gelatin  feedings  or  who  are  allergic  to  milk. 


TABLE  2. — Formula  for  Gelatin-Water  Feedings 


Carbo- 

Food 

Amount 

hydrate 

Protein 

Calories 

Gelatin 

50  Gm. 

45  Gm. 

180 

Dextrose 
Juice  of  3 

90  Gm. 

90  Gm. 

360 

oranges 

30  Gm. 

120 

Water 

to  1,000  cc. 

120  Gm. 

45  Gm. 

660  per  L. 

Routine. — For  the  first  two  days  after  the  hem- 
orrhage, feed  4 ounces  of  the  mixture  every  one  and  a 
half  hours,  the  patient  not  to  be  disturbed  more 
often  than  every  three  hours  if  asleep. 

After  the  second  day,  if  the  patient  is  not  really 
allergic  to  milk,  the  gelatin-milk  routine  should  be 
followed.  If  the  patient  is  allergic  to  milk,  proceed 
as  follows: 

On  the  third  and  fourth  days:  give  6 ounces  at  a 
feeding,  every  two  hours,  adding  a teaspoonful  of  a 
protein  dialysate  or  amino  acid  preparation  to  each 
feeding.  If  the  patient  tolerates  it  well,  add  egg, 
cereal,  jello,  or  stewed  fruit  to  3 or  4 feedings  per 
day  (as  in  gelatin-milk  routine). 

On  the  sixth,  seventh,  and  eighth  days:  add  2 of 
above  foods  to  each  feeding. 

On  the  ninth  day:  order  ulcer  diet,  with  no  milk  or 
milk  products. 

Vitamin  C,  0.5  to  1.0  Gm.  per  day,  should  be 
ordered  with  either  routine  diet. 

It  will  be  seen  from  a study  of  the  above  routine 
that  in  the  case  of  the  gelatin-milk  feedings,  a 
patient  taking  9 or  10  feedings  per  day  will  be  con- 
suming nearly  2,000  calories  in  twenty-four  hours 
with  about  100  Gm.  of  protein.  In  the  case  of  the 
gelatin-water  feedings  only  1,000  calories  will  be 
taken,  with  only  about  60  Gm.  of  protein,  repre- 
sented by  the  gelatin  alone,  or  more  if  the  patient 
can  take  a protein  mixture. 

In  cases  of  pyloric  stenosis,  associated  with 
hemorrhage,  I have  followed  the  routine  above  in 


606 


ALBERT  F.  R.  ANDRESEN 


[N.  Y.  State  J.  M. 


every  detail,  but  with  gentle  aspiration  of  gastric 
residue  once,  or  rarely  twice,  in  twenty-four  hours  in 
order  to  prevent  overdistention  of  the  stomach.  In 
every  case  the  patient  was  benefited,  whether  the 
stenosis  was  relieved  during  the  course  of  the  treat- 
ment or  whether  it  persisted  in  spite  of  it.  In  the 
latter  cases  gastric  tone  had  been  partly  restored  by 
the  small  feedings,  making  subsequent  operation 
more  successful.  When  the  stenosis  subsided,  hav- 
ing been  due  only  to  inflammatory  edema  and  in- 
duration about  the  ulcer,  the  ulcer  diet  could  usually 
be  started  on  the  tenth  day  or  soon  thereafter, 
preferably  after  an  x-ray  check-up. 

Ulcer  Diet 

Our  regular  ulcer  diet  is  started  after  the  pre- 
liminary feedings  of  the  gelatin  mixtures  and  is  kept 
up  usually  for  six  weeks  thereafter  when  additions 
can  be  made  to  it  gradually. 

The  regimen  is  as  follows: 

Breakfast: 

Milk:  8 ounces 

Cereal:  5 ounces,  with  sugar  and  milk  or  cream 
F.gg:  1,  soft  boiled  or  poached 
Bread  or  toast  with  butter,  1 or  2 slices 
Fruit  juice:  4 ounces  (at  end  of  meal) 
Midmorning: 

Milk:  8 ounces,  always  with  crackers,  bread  and 
butter,  or  cake  or 
8 ounces  of  milk-gelatin  mixture 


Luncheon: 

Milk:  8 ounces 

Baked  or  mashed  potato  or  plain  spaghetti 
Egg:  1,  soft  boiled  or  poached,  or  cream  cheese 
Bread  and  butter,  1 or  2 slices 
Pudding,  custard,  gelatin,  ice  cream,  or  stewed 
fruit 

Midafternoon: 

Same  as  midmorning 
Supper: 

Same  as  breakfast  or  luncheon 
At  bedtime  and  at  two  and  one-half-hour  intervals 
in  night  if  awake:  feedings  same  as  between 
meals 
General : 

Cream  and  glucose  may  be  added  to  feedings  if 
patient  is  under  normal  weight 
Olive  oil:  */2  ounce,  3 times  a day,  before  meals 
Water:  adlib. 

Salt:  not  restricted 

Vitamins:  added  as  required 

Mineral  oil:  if  required,  */2  ounce  at  bedtime 

It  must  be  remembered,  above  all,  that  each 
patient  must  be  treated  as  an  individual,  and 
modifications  of  the  suggested  procedure  may  be 
necessary,  especially  in  the  presence  of  complica- 
tions. 

88  Sixth  Avenue 


ANNOUNCEMENT 

Section  on  Radiology,  Quiz  Program 

Quiz  Program  to  “stump  the  experts,”  using  x-ray  film,  at  the  Annual  Meeting, 
May  20,  1948,  10  a.m. 

Please  send  problem  films  in  which  a diagnosis  has  been  established,  with  brief 
r6sum<;  of  relevant  information,  to 

Dr.  Marcy  L.  Sussman 
Mt.  Sinai  Hospital 
1 East  100th  Street 
New  York  29,  New  York 

Do  not  send  diagnosis. 

Identify  your  material  carefully  so  that  it  may  be  returned. 


PRIMARY  RESECTION  FOR  CANCER  OF  THE  LOWER  BOWEL 

Harry  E.  Bacon,  M.D.,  F.A.C.S.,  and  Robert  J.  Rowe,  M.D.,  Philadelphia,  Pennsylvania 


REFINEMENTS  in  surgical  technic,  co- 
ordinated treatment  prior  to,  during,  and 
following  operation,  with  coincident  improvement 
in  anesthesia,  have  placed  the  management  of 
the  lower  bowel  malignancy  on  a plane  of  unprec- 
edented security. 

Our  discussion  deals  with  a group  of  560  pa- 
tients with  malignancy  of  the  sigmoid,  rectum, 
and  anus  (Table  1). 

TABLE  1. — Distribution  of  Malignancy 


Location 

Number 

Percentage 

Sigmoid 

74 

12.8 

Rectosigmoid 

169 

29.8 

Rectum 

305 

54.9 

Anus 

14 

2.5 

Total 

560 

100 

The  histologic  type  of  tumor  was  reported  as 
shown  in  Table  2. 

TABLE  2. — Distribution  of  Histologic  Tumor 


Adenocarcinoma 543 — 96. 8 per  cent 

Epithelioma 

Squamous 9 

Basal 2 

Fibrosarcoma 3 

Leiomyosarcoma 2 

Neurogenic  sarcoma 1 

Total 660 

The  incidence  of  node  metastasis  in  a group 
of  67  cases  was  36.2  per  cent.  According  to 
location,  the  incidence  is  shown  in  Table  3. 

TABLE  3. — Incidence  of  Metastasis  in  67  Patients 
Location  Number  of  Cases  Node  Metastases, 


Per  Cent 

Sigmoid 

9 

60 

Rectosigmoid 

13 

63.3 

Rectum 

14 

44.1 

Anal  Canal 

Squamous 

4—57.1 

50 

Basal 

0 0 

In  a group  of  146  cases  in  which  the  removed 
specimen  of  bowel  was  sectioned  serially  at  2, 
4,  and  6 cm.  below  the  growth,  invasion  was  ob- 
served in  only  1 instance  at  the  6 cm.  level. 
Consistent  with  these  findings,  the  conclusion 
may  be  made  that  the  sphincter  musculature 
may  be  preserved,  providing  the  lower  margin 
of  the  cancerous  growth  is  at  least  6 cm.  distant 
from  the  anal  margin.  In  this  series  the  in- 
cidence of  venous  invasion  was  12.9  per  cent. 

Cancer  of  the  lower  bowel  does  not  cast  its 
ominous  shadows  by  any  pathognomonic  or 
characteristic  symptoms.  The  average  period 
of  time  between  the  onset  of  symptoms  and  the 
examination  was  nine  and  seven-tenths  months. 

Presented,  by  invitation,  at  the  141st  Annual  Meeting 
of  the  Medical  Society  of  the  State  of  New  York,  Buffalo, 
Section  on  Surgery,  May  9,  1947. 


It  is  of  interest  to  note  that  bleeding  was  cited 
in  479  patients  (85.6  per  cent).  Seventeen  pa- 
tients suffered  1 or  more  hemorrhages,  and  in 
3 cases  hospitalization  for  transfusion  of  blood 
was  found  necessary. 

Change  in  bowel  habit  is  a symptom-complex 
to  be  highly  respected.  Increasing  constipation 
and  the  increasing  need  for  laxatives  was  cited 
in  310  patients  (53.7  per  cent).  Diarrhea,  which 
is  poorly  representative,  was  described  in  178 
(31.7  per  cent).  The  “false  urge”  to  empty 
the  bowel  with  the  expulsion  of  flatus  is  signifi- 
cant and  was  noted  by212patients  (37.8  percent). 
Incompleteness  of  evacuation  was  mentioned  by 
235  (41.9  per  cent).  Early  morning  diarrhea 
was  complained  of  by  95  patients  (16.9  per  cent), 
while  the  passage  of  pencil-shaped  stools  was 
cited  in  27  (4.8  per  cent).  Sensory  disturbances 
referable  to  the  bladder,  prostate,  or  urethra 
were  mentioned  by  46  (8.2  per  cent).  In  the 
sigmoidal  lesions,  where  abdominal  discomfort 
and  distress  tend  to  dominate  the  clinical  picture, 
variants  of  pain  occurred  in  55  per  cent  which  is 
comparable  with  the  report  of  Rosser,  namely, 
61  per  cent.8  In  our  group  of  patients  the  can- 
cerous growth  was  palpated  in  77.5  per  cent  and 
visualized  sigmoidoscopically  in  89.6  per  cent. 

It  may  be  of  interest  to  mention  that  our 
associate,  Dr.  George  Broad,  reviewed  161 
consecutive  case  records  of  patients,  subjected 
to  abdominoperineal  resection  or  excision,  in 
which  the  extirpated  bowel  specimen  was  care- 
fully examined.9  Recent  specimens  in  this  group 
were  inspected  by  Dr.  Alexander  Hering  with  the 
magnifying  lens.  Of  the  161  resected  specimens 
of  bowel,  51  patients,  or  31.6  per  cent,  showed 
adenomatous  polyps  in  addition  to  the  primary 
cancer,  and  of  the  51,  10,  or  19.6  per  cent,  were 
malignant. 

The  technical  management  of  lesions  of  the 
rectum  and  sigmoid  ceases  to  be  a moot  question, 
as  a result  of  the  histologic  investigations  of 
Westhues,  Fischer,  Dukes,  Coller,  and  David.10- 14 

Our  approach  to  the  problem  has  been  to 
individualize  each  patient  and  to  select  the  pro- 
cedure to  which  he  or  she  is  best  fitted.  In  this 
series  of  560  patients,  526  were  operated  upon, 
giving  an  operability  rate  of  90.2  per  cent; 
467  were  resected — a resectability  rate  of  80.1 
per  cent,  with  a mortality  from  resection  of  5.5 
per  cent  (26  deaths).  It  may  be  mentioned 
that  we  have  performed  radical  resection  in  145 
patients  by  various  technics  without  a single 
death.  Our  experience  with  low  anastomosis 
“resectosigmoidectomy”  has  been  almost  nil, 
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and  primary  anastomosis  of  the  sigmoid  for  cancer 
over  a Furniss,  Clute,  or  Wangensteen  Clamp 
has  numbered  only  28  from  which  there  were  2 
deaths,  a mortality  of  7.1  per  cent. 

While  many  methods  have  been  employed  for 
lesions  of  the  rectum  and  rectosigmoid,  we  have 
found  that  the  establishment  of  an  abdominal 
colostomy  and  sacrifice  of  the  sphincter  muscles 
is  an  unnecessary  evil  in  a large  percentage  of 
cases.  To  the  present  time  we  have  selected 
and  performed  the  technic,  “abdominoperineal 
proctosigmoidectomy,”  in  317  patients,  from 
which  there  were  15  deaths,  a mortality  rate  of 
4.7  per  cent. 

It  may  be  mentioned  that  to  determine  the 
precise  location  of  the  lesion  in  the  bowel,  the 
records  of  180  patients  were  studied  (Table  4). 

TABLE  4. — Location  of  Lesion  in  180  Patients 


Sigmoid 23 

Rectosigmoid 53 — 33 . 8 per  cent ) 

Rectum  (exclusive  i 80 . 3 per  cent  total 

of  lower  3 cm.) . 73 — 46. 5 per  cent) 

Anal  canal  (includ- 
ing lower  3 cm.  of 

rectum) 31 — 19.7  percent 

Total 180 


Assuming  that  those  lesions  in  the  sigmoid 
are  resected  solely  by  an  abdominal  approach, 
and  those  in  the  lowest  3 cm.  of  the  rectum  and 
the  3 cm.  of  the  anal  canal  are  resected  by  a 
method  necessitating  removal  of  the  sphincters, 
there  remains  80.3  per  cent  in  which  the  sphinc- 
ters may  be  preserved. 

It  should  be  mentioned  that  this  single  cri- 
terion has  been  the  only  means  of  accepting  or 
refusing  proctosigmoidectomies.  As  evidence 
that  this  group  of  317  has  included  extended 
resections  under  unfavorable  circumstances  in 
some  instances  is  shown  in  Table  5. 

In  previous  articles,  we  have  discussed  per- 
tinent questions  such  as,  “does  preservation  of 
the  sphincter  musculature  compromise  radi- 
cability?”  and  “does  proctosigmoidectomy  com- 
promise radicability?”  We  have  also  attempted 
an  unbiased  evaluation  of  the  complications  and 
sequlae  pertinent,  to  proctosigmoidectomy.  In 
the  development  of  this  method  our  trials  have 
been  many,  but  with  the  cooperation  of  all,  in- 
cluding the  departments  of  anatomy,  chemistry, 
and  physiology,  to  say  nothing  of  our  resident 
staff  and  assistants,  past  and  present,  the  results 
have  been  extremely  gratifying.  There  is  not, 
and  there  should  never  be,  one  operative  technic 
to  serve  for  all  patients.  Because  of  the  many 
methods  available,  there  are  a few  to  which  every 
surgeon  should  have  recourse.  At  no  time,  how- 
ever, have  we  in  our  department  entertained 
the  faintest  thought  that  we  might  some  day 
return  to  the  Miles  type  of  resection  for  each 
and  every  patient. 


TABLE  5. — Extent  of  Resection  in  317  Patients 


Involvement  of  small  bowel  (resection  in 

all) 6 

Bladder  (partial  cystectomy) 7 

Uterus  and  adnexa  (removed  in  all).  . 9 

Appendectomy 3 

Vagina  (posterior  wall  excised  in  all) . . . 9 

Ureter  (partial  resection  in  all) 3 

Cholecystectomy 1 

Abdominal  (wide  excision) 1 

Prostate  (partial  or  complete  resection  in 

all) 8 

47 

Liver  metastasis 33 — 11. 6 per  cent 

Age — 70  or  over 23 

Adherent  to  sacrum 3 

Transplantation  of  transverse  colon  to 

anus  with  resection  5 

Transplantation  of  colostomy  to  peri- 
neum with  resection 10 

Adiposity 17 

Diabetes . . 6 

Asthma 2 

Bronchiectasis 3 

Double  malignancy  of  rectum  and  sig- 
moid  24 

Multiple  polyposis 3 

Concurrent  adenocarcinoma  with  lym- 

phogranulo  venerum  stricture 1 

Concurrent  chronic  ulcerative  colitis 

and  cancer 2 

Pregnancy  (3  months) 1 

Operation  during  postparturient  period.  3 
Total 183 


In  previous  articles,  reference  has  been  made 
to  the  low  rate  of  morbidity  following  procto- 
sigmoidectomy, for  in  a consecutive  series  of  120 
cases,  the  average  time  the  patient  was  permitted 
out  of  bed  was  six  and  six-tenths  days,  with 
discharge  from  the  hospital  in  thirteen  and  four- 
tenths  days.1-6  Ordinarily,  patients  return  to 
work  six  or  ten  weeks  after  this  type  of  resection. 
The  incidence  of  'sexual  impotence  in  the  male  is 
recorded  as  8.3  per  cent,  compared  to  95  per  cent 
following  the  Miles  operation. 

Our  incidence  of  five-year  cures,  computed 
after  the  method  of  Newman  of  the  British 
Ministry  of  Health,  is  52.6  per  cent  which  is 
based  on  those  resected  for  palliation  as  well  as 
for  cure.7  For  those  patients  in  grade  A classifica- 
tion according  to  mural  penetration,  the  five-year 
survival  rate  is  calculated  in  our  series  as  93.3 
per  cent. 
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DIFFERENTIAL  DIAGNOSIS  OF  ABDOMINAL  TUMORS  BY  THE 
ROENTGEN  METHOD 

Samuel  Brown,  M.D.,  Cincinnati,  Ohio 
{From  the  Jewish  and  General  Hospitals) 


IT  IS  well  known  that  the  abdomen  is  the  most 
fruitful  source  of  tumor  formation.  Early 
diagnosis  is  imperative  if  we  hope  to  be 
successful  in  eradicating  tumors  from  the  body 
before  invasion  or  metastasis  sets  in.  The  roent- 
gen method  has  greatly  improved  the  chances  of 
recognizing  them  much  earlier  than  was  ever 
possible  by  the  clinical  and  physical  findings 
alone. 

In  general,  tumors  originate  from  both  within 
and  without  the  gastroenteric  tract.  The  latter 
group  will  receive  chief  attention  in  the  present 
discussion.  It  may  be  added  here  that  the  word 
tumor  is  used  in  its  larger  sense  and  refers  to 
any  enlargement  without  reference  to  its  exact 
nature. 

The  application  of  the  roentgen  method  in  the 
diagnosis  of  extragastroenteric  tumors  has  been 
used  since  its  inception,  and  a considerable  litera- 
ture has  accumulated.1-6  My  approach  to 
this  subject  is  distinguished  by  the  fact  that  an 
attempt  is  made  to  establish  a scientific  basis  for 
a diagnosis. 

The  abdomen  contains  a number  of  organs  and 
structures,  occupying  definite  places,  which  bear 
a constant  relationship  to  each  other  and  leave 
no  empty  space  in  the  cavity.  Thus,  according 
to  the  unalterable  law  of  nature  that  two  bodies 
cannot  occupy  the  same  place,  the  enlargement 
of  an  organ  or  the  presence  of  a new  mass  within 
the  abdominal  cavity  will  bring  about  the  dis- 
placement or  compression  or  both  of  an  adjoining 
structure. 

An  analysis  of  the  abdominal  structures  re- 
veals that,  according  to  the  degree  of  stability, 
the  organs  are,  relatively  speaking,  either  sta- 
tionary, such  as  the  liver,  spleen,  kidneys,  pan- 
creas, and  gallbladder,  or  freely  movable,  such 
as  the  stomach  and  bowels. 

Regional  and  topographic  anatomy  (surgical 
anatomy)  shows  that  the  organs  in  the  abdominal 
cavity  do  not  lie  in  the  same  plane,  nor  does  a 
single  organ  occupy  the  same  plane  through  its 
entire  extent.  It  is  evident,  then,  that  in  order 
to  obtain  a true  idea  of  the  exact  position,  shape, 
and  size  of  any  abdominal  organ  and  its  relation- 
ship to  other  organs,  the  abdomen  must  be  sub- 
jected to  a three-dimensional  study. 

Heretofore,  at  least  until  recently,  the  roent- 
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gen  study  of  the  abdomen  consisted  of  making  an 
anteroposterior  roentgenogram  which  repre- 
sented a two-dimensional  projection,  registering 
an  accumulation  of  superimposed  shadows  of 
three-dimensional  abdominal  organs.  Such  a 
view  will  show  alterations  of  the  organs  only  in 
the  longitudinal  and  lateral  directions.  It  is 
evident  that  in  order  to  obtain  information  of 
any  changes  in  the  anteroposterior  direction  a 
lateral  projection  is  absolutely  essential.  Thus, 
each  projection  complements  the  other  and, 
taken  together,  enable  one  to  obtain  a true  three- 
dimensional  study  of  each  organ,  and  any  devia- 
tion from  the  normal  may  be  recognized  readily. 

The  application  of  the  three-dimensional 
study  of  the  abdominal  organs  reveals  that  in 
the  presence  of  an  enlarged  organ  or  mass  in 
the  neighborhood  of  the  stomach  and  bowels  or 
both,  alterations  in  the  position,  shape,  or  con- 
tour may  take  place  in  the  latter  structures.  It 
has  been  noted  that  these  changes  do  not  take 
place  in  a haphazard  manner,  but,  in  general, 
follow  certain  directions,  depending  upon  the 
organ  which  is  involved  and  upon  the  position  of 
the  body  as  a whole.  Thus,  by  certain  distin- 
guishing characteristics,  it  is  often  possible 
to  determine  with  a high  degree  of  accuracy, 
the  location  and  origin  of  the  extragastroenteric 
tumor.  In  general,  it  was  found  that  tumors 
arising  in  the  upper  abdominal  cavity  displace 
the  stomach  and  bowels  downwards,  whereas 
tumors  which  arise  in  the  lower  abdominal 
cavity  cause  an  upward  displacement.  Tumors 
arising  in  the  right  side  displace  the  stomach 
and  bowels  to  the  left  and  cause  displacement  to 
the  right  when  they  arise  on  the  left  side.  Tumors 
arising  medially  displace  the  stomach  to  the 
left  and  the  duodenum  to  the  right.  Tumors 
arising  behind  the  stomach  and  duodenum  dis- 
place the  latter  forward,  and  backward  when 
the  tumors  arise  in  front  of  the  stomach. 

The  following  routine  is  carried  out  in  the 
roentgen  study  of  the  abdomen : 

1.  Fluoroscopic  inspection  of  the  chest  with 
special  reference  to  the  position  and  mobility  of 
the  diaphragm.  This  structure  is  often  found 
to  be  elevated  in  part  or  in  whole  as  a result  of 
an  intra-abdominal  tumor. 

2.  A plain  anteroposterior  projection  of  the 
abdomen  is  considered  to  be  absolutely  essential, 
for  it  may  reveal  important  information  as  to 
the  presence  of  an  abdominal  tumor. 
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3.  In  the  4 standard  horizontal  positions, 
dorsal,  ventral,  right  and  left  lateral,  a roentgen 
study  of  the  gastroenteric  tract  is  made,  not  so 
much  for  its  own  sake  but  in  reference  to  its  topo- 
graphic relationship  to  the  neighboring  organs. 

A brief  review  will  be  presented  describing 
the  usual  location  of  the  stomach  and  bowels  in 
the  several  standard  positions. 

In  the  dorsal  and  ventral  positions  the  stomach 
and  duodenum  lie  in  the  left  upper  and  middle 
zones,  either  transversely  or  vertically  or  any- 
where between  these  2 extremes,  depending  upon 
the  habitus  of  the  individual  and  the  position 
of  the  body  as  a whole.  Thus,  in  the  sthenic 
type  of  individual  the  transverse  position  pre- 
vails, while  in  the  asthenic  the  vertical  position 
is  the  rule.  The  jejunum  usually  occupies 
the  upper  left  side  and  the  ileum  the  lower  right 
side  of  the  abdomen.  The  colon  is  located  at 
the  periphery  with  its  transverse  portion  below 
the  greater  curvature  of  the  stomach. 

The  liver  is  located  in  the  right  upper  and 
middle  zones,  and  its  left  lobe  overlaps  a good 
part  of  the  stomach.  The  gallbladder  and  the 
extrahepatic  biliary  ducts  lie  to  the  right  of  the 
pylorus  and  duodenum.  The  right  kidney  lies 
to  the  right  of  the  spine  behind  the  liver  and 
descending  duodenum.  The  pancreas  extends 
from  the  duodenal  loop  across  the  spine  to  the 
spleen  behind  the  stomach.  The  hepatic  flexure 
follows  along  the  lower  margin  of  the  liver. 

The  spleen  is  located  posteriorly  in  the  left 
upper  zone  and  the  left  kidney  below  and 
medially.  The  splenic  flexure  of  the  colon  is 
usually  located  below  the  spleen,  but  at  times  it 
reaches  the  under  surface  of  the  diaphragm. 

In  the  right  lateral  decubitus  position  the 
fundus  and  cardiac  portions  of  the  stomach  are 
located  anteriorly  with  the  anterior  wall  of  the 
stomach  almost  parallel  to  the  abdominal  wall, 
while  the  posterior  wall  is  parallel  to  the  spine. 
The  left  lobe  of  the  liver,  although  in  front  of 
the  stomach,  produces  very  little  compression 
upon  the  anterior  wall  under  normal  conditions. 
In  obese  individuals  a thick  layer  of  fat  may  be 
present,  but  the  normal  parallelism  is  not  upset. 
The  same  applies  to  the  posterior  wall  of  the 
stomach  in  its  relation  to  the  spine,  the  distance 
being  greater  in  the  sthenic  than  in  the  asthenic 
individual.  In  order  to  avoid  misinterpretation 
the  particular  habitus  of  the  individual  should 
always  be  kept  in  mind  before  a diagnosis  of  a 
retroperitoneal  tumor  is  made. 

In  the  right  lateral  projection  the  pylorus 
lies  between  the  cardiac  portion  of  the  stomach 
and  spine  with  the  duodenal  bulb  sitting  on  top 
of  it.  From  here  the  course  of  the  duodenum 
is  backward,  and  at  the  superior  angle  it  bends 
downward,  paralleling  the  spine  in  front  of  the 


right  kidney  and  bending  upward  toward  the 
left  side  at  the  inferior  angle  in  front  of  the 
spine;  below  the  body  of  the  pancreas  it  joins 
the  jejunum.  Thus,  in  the  lateral  position  the 
duodenum  is  presented  in  its  true  perspective, 
describing  a loop  within  which  the  head  of  the 
pancreas  is  enclosed.  The  distance  between 
the  descending  duodenum  and  spine  varies, 
depending  upon  the  habitus  of  the  individual, 
being  greater  in  the  sthenic  than  the  asthenic 
individual.  In  the  latter  the  duodenum  very 
often  overlaps  the  spine. 

The  relationship  which  exists  between  the 
duodenum  and  the  surrounding  structures, 
namely,  the  stomach,  pancreas,  gallbladder, 
liver,  extrahepatic  biliary  ducts,  right  kidney 
and  colon,  is  quite  intricate,  and  a knowledge 
of  this  relationship,  as  it  is  presented  by  the 
roentgen  method,  is  quite  essential  in  order  to 
enable  one  to  diagnose  tumors  of  these  struc- 
tures. 

The  superior  angle  of  the  duodenum  is  sur- 
rounded by  the  neck  of  the  gallbladder  on  the 
right  side,  by  the  cystic  and  hepatic  ducts  above, 
and  by  the  common  bile  duct  on  the  left  side. 
This  tubular  structure  resembles  a horseshoe 
whose  open  ends  are  directed  downwards  toward 
the  head  of  the  pancreas  and  gallbladder,  re- 
spectively, forming  an  almost  closed  ring  which 
practically  encircles  the  superior  angle  of  the 
duodenum.  Furthermore,  it  is  re-enforced  by 
the  solid  structures  of  the  liver  above,  the  pan- 
creas below,  and  kidney  behind.  That  makes 
the  duodenum  what  it  is,  the  most  fixed  segment 
of  the  small  bowel.  It  is,  therefore,  to  be  ex- 
pected that  an  enlargement  of  any  of  the  neigh- 
boring structures  will  be  reflected  in  the  position, 
shape,  and  contour  of  the  flexible  walls  of  the 
duodenum. 

In  the  left  lateral  projection  the  direction 
of  the  stomach  is,  from  above,  downward 
and  forward,  and  the  degree  of  inclination  de- 
pends upon  the  habitus  of  the  individual,  being 
almost  at  right  angles  to  the  spine  in  the  sthenic 
individual,  parallel  to  the  spine  in  the  asthenic 
individual,  or  anywhere  between  these  two  ex- 
tremes. Again,  before  deciding  whether  there 
is  a displacement  as  a result  of  a tumor,  the 
habitus  of  the  individual  must  be  taken  into 
consideration. 

In  the  great  majority  of  cases  the  following 
deductions  were  found  to  be  correct: 

1 . Displacement  of  the  stomach  and  duodenum 
to  the  left  and  backward  indicates  a large  liver. 
Displacement  of  the  stomach  and  duodenum  to 
the  left  and  forward  indicates  a large  kidney.  Dis- 
placement of  the  stomach  and  duodenum  to  the 
left  but  neither  forward  nor  backward  indicates 
a large  gallbladder. 
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2.  Displacement  of  the  stomach  and  duodenum 
to  the  right  and  forward  is  due  either  to  a large 
spleen,  kidney,  or  pancreas.  In  case  of  a large 
spleen  or  pancreas,  the  splenic  flexure  is  usually 
displaced  downward,  which  is  generally  not  the 
case  with  tumors  of  the  kidney.  If  the  stomach 
and  duodenum  are  displaced  backward,  it  is  due 
to  enlargement  of  the  left  lobe  of  the  liver. 

3.  Displacement  or  lack  of  displacement  of 
the  stomach  and  duodenum  in  opposite  direc- 
tions in  the  ventral  position,  but  with  forward 
displacement  in  the  lateral  position,  indicates  a 
retroperitoneal  tumor,  either  pancreatic  or 
glandular.  Backward  displacement  indicates 
a liver  tumor. 

4.  Enlargement  and  compression  of  the  seg- 
ment of  the  duodenal  loop,  both  in  the  frontal 
and  lateral  projections,  indicate  a tumor  of  the 
head  of  the  pancreas.  Enlargement  of  the  loop 
in  the  frontal  position,  but  with  narrowing  in 
the  lateral  position,  may  be  due  to  a superimposed 
tumor  from  the  transverse  colon. 

5.  Pressure  defects  upon  the  contour  of  the 
duodenum  indicate  a large  gallbladder  when  the 
bulb  is  compressed.  Pressure  defect  upon  the 
superior  angle  indicates  dilatation  of  the  extra- 
hepatic  biliary  ducts  due  either  to  stones  or, 
more  often,  to  tumors.  When  the  pressure  de- 
fects are  associated  with  jaundice,  this  usually 
indicates  the  presence  of  the  obstructive  type, 
which  is,  of  course,  of  great  importance  in  the 
differential  diagnosis  of  the  nonobstructive  type. 

More  than  one  abdominal  tumor  may  affect 
the  stomach  and  duodenum  in  different  direc- 
tions which  at  first  may  appear  to  be  confusing 
but  upon  a careful  analysis  of  the  alteration 
which  takes  place  in  the  various  positions  of 
the  body  one  may  arrive  at  a correct  interpreta- 
tion. 

Conclusion 

The  roentgen  study  of  the  gastroenteric  tract 
and  its  relationship  to  the  neighboring  struc- 


tures, as  revealed  in  the  above  outline,  has 
enabled  us  to  arrive  at  an  accurate  diagnosis  of 
extragastroenteric  tumors  with  a high  degree  of 
accuracy. 

Discussion 

Leo  Larkin,  M.D.,  Ithaca. — We  have  all  been 
cognizant  of  many  of  these  effects  on  the  duode- 
num of  tumors  arising  outside  the  gastrointestinal 
tract.  I doubt  whether  many  of  us  have  ap- 
preciated, however,  the  large  amount  of  information 
the  speaker  has  been  able  to  correlate  by  having  a 
thorough  knowledge  of  the  anatomic  relationship 
of  both  the  intra-  and  extraperitoneal  organs  of  the 
gastrointestinal  tract,  and  by  combining  with  this 
knowledge  the  application  of  good  judgment  and 
common  sense  in  interpreting  the  indirect  changes 
brought  about  by  abnormal  variations  in  these 
structures. 

Dr.  Brown  has  demonstrated  beyond  question 
the  great  value  in  revealing  pressure  defects  in  the 
duodenum,  particularly,  which  would  be  com- 
pletely overlooked  without  the  use  of  the  right 
lateral  decubitus  position.  In  spite  of  his  previous 
publications  on  the  subject,  I think  many  of  us 
have  been  lax  in  making  full  use  of  this  suggested 
position. 

In  retrospect  I am  sure  I have  missed  several 
opportunities  to  make  a more  accurate  diag- 
nosis by  not  using  the  right  lateral  decubitus 
position  routinely.  Probably,  the  greatest  value 
we  could  all  derive  from  this  presentation  would  be 
to  adopt  the  use  of  this  position  in  all  studies  of 
the  upper  gastrointestinal  tract. 

Today, . particularly,  when  there  are  so  many 
physicians  who  feel  they  are  quite  competent  to 
make  their  own  interpretations  of  ordinary  lesions 
of  the  gastrointestinal  tract,  it  becomes  necessary 
for  us,  as  radiologists,  to  be  able  to  recognize  these 
more  obscure  lesions  which,  as  Dr.  Brown  has 
demonstrated,  can  be  done. 
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AS  A result  of  wartime  research,  the  battle 
against  neoplastic  disease  has  received  a 
new  weapon,  a group  of  drugs  now  known  as  the 
nitrogen  mustards.  Following  a large  amount  of, 
as  yet,  unpublished  work  on  the  chemical  and 
biologic  effects  of  these  drugs,  they  were  released 
in  1946  for  further  clinical  investigation.  The 
preliminary  trials  and  reports  on  these  compounds 
were  accomplished  by  Gilman  and  Philips, 
Rhoads,  Goodman,  Wintrobe  and  their  cowork- 
ers, and  Jacobson  and  his  associates.1-4  At 
present,  the  work  is  being  coordinated  by  the 
Committee  on  Growth  of  the  National  Research 
Council.5 

Following  World  War  I,  there  were  a few  re- 
ports describing  the  effects  of  mustard  gas  (sulfur 
mustards)  on  the  hemopoietic  and  gastrointes- 
tinal systems.6-10  This  work  was  extended  ex- 
perimentally during  the  recent  war  in  prepara- 
tion for  defense  against  poison  gas.  This  led  to 
extensive  study  of  mustard  gas,  bis(/3-chloro- 
ethyl)sulfide,  and  its  nitrogen  analogues,  bis- 
and  tris(/3-chloroethyl)amines.  The  latter  have 
become  the  agents  of  choice  in  this  group. 

Briefly,  these  compounds  can  be  characterized 
as  contact  vesicants  and  cytotoxic  substances. 
The  degree  of  susceptibility  of  cells  to  their 
action  is  related,  in  general,  to  the  degree  of 
proliferative  activity.  The  action  which  these 
mustard  compounds  accomplish  on  cells  can  be 
likened  to  no  other  known  chemical  agent  but 
in  many  ways  resembles  that  of  x-ray. 

The  basic  formula  and  fundamental  reaction 
of  the  (/3-chloroethyl)  amines  are  shown  in  Figures 
1 and  2.  Essentially,  the  reaction  is  the  phe- 
nomenon of  intramolecular  cyclization  in  a polar 
solvent,  shown  in  Figure  2,  to  form  a cyclic 
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“onium”  cation  which  yields  the  activity  of  the 
compounds.  The  great  reactivity  of  the  onium 
cation  imparts  the  varied  actions  to  this  group. 
It  reacts  readily  with  anions  and  various  un- 
changed nucleophilic  molecules.  The  nitrogen 
mustards  are  stable  in  strong  acids  which  make 
possible  their  isolation  in  the  form  of  hydro- 
chlorides. However,  the  sulfur  mustards  assume 
the  sulfonium  form  more  readily,  and  its  re- 
activity is  so  great  that  its  isolation  in  sufficient 
amounts  is  difficult.  This  is  merely  a practical 
difference  in  obtaining  the  2 types  of  compounds, 
and  their  physiologic  actions  do  not  differ  signi- 
ficantly. 

REACTIONS  of  METHYL-b.s  (£■  CH  LOROETHYl) 
AMINE,  in  DILUTE  AQUEOUS  ALKALINE  SOLUTION 
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Fig. '2. 


A variety  of  alkyl  groups  can  be  attached  to 
the  nitrogen  atom  of  the  nitrogen  mustard  com- 
pound and  therein  lies  the  value  of  the  drug; 
as  in  the  sulfonamides,  the  possible  chemical 
combinations  are  many,  and  the  future  will 
doubtless  see  them  explored.  It  is  now  known 
that  the  onium  cation  of  the  nitrogen  com- 
pounds, ethylenimonium,  reacts  with  a number 
of  compounds  of  biologic  importance.  Among 
these  are  amino  acids,  thiamin,  phosphates, 
various  enzymes,  and  proteins,  such  as  hemo- 
globin, insulin,  and  albumin.  In  vitro  studies 
have  shown  that  the  mustards  reduce  the  oxygen 
consumption  of  tissues  and  depress  the  aerobic 
and  anaerobic  glycolysis  of  glucose.  Not  all 
the  enzyme  systems  studied  in  vitro  have  been 
shown  to  be  affected  equally  ip  vivo,  however, 
but  among  those  enzymes  affected  are  hexoki- 
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nase,  phosphokinase,  and  peptidase  in  the  serum, 
skin,  and  lung.  The  basic  mechanism  is  prob- 
ably through  some  reaction  with  a vital  cellular 
constituent,  but  the  specific  chemical  lesion  has 
not  been  found. 

The  cytotoxic  effects  of  the  mustards  are  most 
marked  on  the  lymphatic,  hemopoietic,  and  gas- 
trointestinal systems.  The  severity  of  this  re- 
sponse is  in  direct  relationship  to  the  dose  ad- 
ministered. Among  the  demonstrable  pathologic 
changes  are  vacuolization  and  nuclear  swelling 
of  the  epithelial  cells  of  the  gastrointestinal 
tract,  lymphatic  fragmentation  and  atrophy,  and 
a disappearance  of  mitotic  activity.  Lethal 
doses  produce  death  by  circulatory  collapse  as  a 
result  of  the  nausea,  vomiting,  diarrhea,  and 
electrolyte  loss  which  occur.  Bone  marrow  and 
blood  studies  following  nitrogen  mustard  ad- 
ministration have  revealed  production  of  an 
aplastic  anemia  picture  with  leukopenia  and 
thrombocytopenia.  Regenerating  tissue  shows  a 
reduced  mitotic  rate  and  the  mitotic  arrest  ap- 
pears to  be  confined  to  the  resting  phase  of  the 
mitotic  cycle.  Chromosomal  changes  which 
are  transmitted  through  generations  in  a manner 
similar  to  that  produced  by  x-ray  have  also 
been  demonstrated.  It  should  be  mentioned, 
however,  that  abnormalities  of  cell  structure  and 
function  occur  which  are  not  attributable  to 
primary  nuclear  intoxication.  For  a more  com- 
plete review  of  the  basic  characteristics  of  the 
mustard  compounds  one  is  referred  to  the  paper 
of  Gilman  and  Philips.1 

Reported  Clinical  Use 

In  1946,  2 reports  of  the  clinical  use  of  nitrogen 
mustard  appeared  which  discussed  the  results 
of  treatment  on  126  cases  of  neoplastic  dis- 
ease.3’4 The  work  thus  far  has  been  con- 
fined, largely,  to  its  use  in  Hodgkin’s  disease,  lym- 
phosarcoma, leukemia,  and  polycythemia  vera,  al- 
though scattered  cases  of  melanosarcoma,  reticulo- 
endotheliosis,  carcinoma  of  the  breast,  carcinoma 
of  the  cervix,  giant  follicle  lymphoma,  sympatho- 
blastoma, multiple  myeloma,  and  undiagnosed 
tumors  have  been  treated.  These  miscellaneous 
diseases  were,  except  for  sympathoblastoma, 
unaffected  in  the  cases  reported.  Temporary 
improvement  was  noted  in  2 patients  with  sym- 
pathoblastoma. A recent  communication  from 
the  National  Research  Council  reports  transient 
relief  of  symptoms  in  21  of  30  cases  with  inoper- 
able carcinoma  of  the  lung.5  It  is  to  be  remem- 
bered that,  in  the  cases  reported,  the  dosage 
varied  widely,  and  improvement  in  these  statistics 
may  occur  with  further  experience.  At  present, 
however,  it  seems  that  the  best  results  are  to  be 
expected  in  the  neoplastic  diseases  of  the  lym- 
phatic and  hemopoietic  organs. 

Among  the  changes  noted  by  the  investigators 


in  these  early  series  of  cases  were  decrease  in 
lymph  nodes,  spleen,  and  liver  size,  disappearance 
of  fever  and  malaise,  gain  in  appetite  and  weight, 
and  occurrence  of  a sense  of  general  well-being. 

Albany  Hospital  Experience 

In  November  of  1946,  a supply  of  methyl- 
bis(/3-chloroethyl)amine  hydrochloride  was  made 
available  to  the  Albany  Hospital.  It  is  our 
purpose  to  present  at  this  time  our  experience 
with  the  use  of  this  drug  in  a series  of  15  patients 
treated  in  the  six  months  since  that  date.  These 
are  summarized  in  Figure  3.* 
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Fig.  3. 

Methods  and  Material. — All  patients  except  1 
received  intravenous  injections  on  four  consec- 
utive days  of  0.1  mg.  of  methyl-bis(/3-chloro- 
ethyl)amine  hydrochloride  per  Kg.  of  body  weight. 
In  order  to  reduce  the  severity  of  the  immediate 
toxic  symptoms  of  nausea  and  vomiting,  nearly 
all  patients  received  the  injections  after  an  over- 
night fast.  Three  grains  (0.2  Gin.)  of  sodium 
amytal  were  given  by  mouth  an  hour  before 
treatment.  Because  of  marked  vomiting  fol- 
lowing the  first  two  injections,  in  1 patient  the 
treatment  was  discontinued  for  one  day,  and 
the  course  was  then  completed.  Because  of  the 
known  vesicant  property  of  the  drug,  it  was  pre- 
pared and  administered  with  care  in  order  to 
avoid  contact  with  the  skin,  the  person  adminis- 
tering it  wearing  rubber  gloves.  The  injection 
was  made  through  the  tubing  of  a rapidly  flowing 
intravenous  solution  of  normal  saline  in  order 
to  avoid  subcutaneous  leakage  of  the  medication. 
Because  of  rapid  loss  of  activity  after  the  pow- 
dered drug  is  put  into  solution,  the  procedure  is 
carried  out  within  five  minutes  after  dissolving 
the  nitrogen  mustard. 

All  patients  were  followed  with  complete  blood 
counts  at  least  twice  weekly  for  the  three  weeks 
following  injection,  and  examinations  were  per- 

* This  is  part  of  a study  authorized  by  the  Committee  on 
Growth  of  the  National  Research  Council,  New  York  City. 
Dr.  C.  P.  Rhoads  is  chairman  of  the  committee. 

The  supply  of  nitrogen  mustard  was  kindly  furnished  us 
by  Merck  and  Company,  Inc.,  Rahway,  New  Jersey. 

The  authors  wish  to  express  their  gratitude  to  the  follow- 
ing for  permission  to  study  cases  under  their  care:  Dr. 

Richard  T.  Beebe,  Dr.  James  F.  Rooney,  Dr.  Frank  Maxon, 
Dr.  Joseph  Robinson,  and  Dr.  Kalmon  Rosenblatt. 
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formed  at  least  once  a week.  Most  of  these  pa- 
tients were  hospitalized  for  fourteen  to  twenty- 
one  days  in  order  to  follow  them  closely.  It  is 
our  practice  now,  however,  to  discharge  the 
patients,  if  hematologic  studies  can  be  obtained 
at  home  or  in  the  outpatient  department,  and 
providing  adequate  follow-up  is  possible  outside 
the  hospital.  After  the  critical  initial  three- 
week  period,  patients  have  been  seen  at  one-  or 
two-month  intervals. 

Thus  far,  15  patients  with  Hodgkin’s  disease, 
polycythemia  vera,  lymphosarcoma,  and  leu- 
kemia have  received  a total  of  19  courses  of 
nitrogen  mustard  treatment.  The  follow-up  on 
these  patients  at  the  time  of  this  report  varies 
from  three  weeks  to  six  and  a half  months. 

Toxic  Effects. — The  immediate  effects  of  the 
drug  occurred  within  one  to  six  hours  after  in- 
jection. These  effects  consisted  of  nausea, 
vomiting,  and  anorexia  in  11  patients.  These 
symptoms  were  less  marked  after  the  first  day, 
and  frequently,  subsequent  injections  caused  only 
anorexia.  Anorexia  alone  was  observed  in  2 
patients,  diarrhea  in  2 patients,  and  no  reaction 
in  2 others.  One  patient  noted  headache  follow- 
ing injections.  It  is  of  interest  to  remark  that 
those  showing  no  reaction  were  probably  the  2 
most  severely  ill  in  the  series.  None  of  these 
toxic  symptoms  persisted  after  the  course  of 
injections  was  completed.  Thrombophlebitis  at 
the  site  of  injection  developed  in  only  1 case. 

Perhaps  the  most  serious  toxic  effect  of  the 
drug  was  the  hematologic  change  produced. 
Except  in  patients  who  received  blood  trans- 
fusions, the  hemoglobin  and  erythrocyte  deter- 
minations showed  a transient  decrease.  This  was 
most  marked  within  the  first  three  weeks  except  in 
cases  of  polycythemia  vera  where  the  maximum 

HEMATOLOGIC  CHANGES  ,n  HODGKINS  DISEASE 


AFTER  HN,HCI  TREATMENT 


drop  usually  occurred  after  the  first  month  and 
persisted  longer  than  in  the  other  diseases. 
Leukocyte  counts  showed  a significant  decrease 
in  all  but  1 case.  This  phenomenon  manifested 
itself  in  an  initial  lymphopenia,  followed  by  a 
neutropenia  within  two  to  six  days.  Recovery 
of  the  blood  picture  was  noted  as  beginning  in 
the  third  or  fourth  week,  and  in  patients  who 
showed  a good  response  to  therapy,  recovery  was 
usually  complete  in  eight  weeks.  Some  typical 
changes,  showing  the  composite  of  the  blood 
pictures  in  6 cases  of  Hodgkin’s  disease,  are  pre- 
sented in  Figure  4.  One  patient  received  2 
courses  of  treatment  and  his  leukocyte  counts 
are  included  in  this  chart.  Figures  5 and  6 show 


Differential  leucocyte,  count  after  hn.hci  treatment 

(POLYCYTHEMIA  VERA  PT) 


the  changes  in  differential  count  following  ther- 
apy in  1 case  each  of  Hodgkin’s  disease  and 
polycythemia  vera.  In  Figure  5 the  changes 
occurring  in  both  the  first  and  second  courses 
are  shown.  On  the  eighteenth  day  after  the 
second  course,  the  patient  developed  stomatitis, 
and  penicillin  was  administered  until  the  twenty- 
first  day  with  subsequent  clearing  of  the  lesions. 
The  polycythemia  vera  shows  the  most  severe 
drop  in  leukocytes  recorded  in  this  series,  going 
from  20,000  on  admission  to  500  white  blood  cells 
on  the  fifteenth  day  after  therapy  had  begun. 
In  spite  of  this,  no  untoward  complications  en- 
sued. It  is  of  interest  to  note  also  that  therapy 
was  undertaken  on  1 patient  with  an  initial  blood 
count  of  650  with  excellent  clinical  response  and 
an  actual  improvement  in  the  leukocyte  picture. 
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The  leukopenia  in  2 patients  of  this  series  was 
complicated  by  mouth  lesions  resembling  Vin- 
cent’s angina;  treatment  with  penicillin  and 
oxidizing  mouth  washes  was  required.  Excel- 
lent reponse  was  obtained  in  both  these  patients 
under  such  therapy.  One  other  patient  received 
penicillin  prophylactically  when  his  leukocytes 
dropped  to  2,000. 

In  all  patients  followed  with  platelet  counts, 
a significant  decrease  was  noted,  paralleling 
the  hemoglobin  change.  Other  investigators 
mention  purpura  as  a complication  of  this  drug- 
induced  thrombocytopenia,  but  such  has  not 
been  noted  in  our  series.3-4 

Results:  Hodgldn’s  Disease. — Six  patients 

with  Hodgkin’s  disease  have  been  treated  with 
responses  in  all  after  the  initial  course.  Remis- 
sions have  been  induced  lasting  from  one  to  five’ 
months.  Three  of  these  had  had  previous  x-ray 
therapy,  and  one  had  been  classed  as  unsuitable 
for  further  therapy  by  that  method.  The  re- 
sponse in  these  cases  has  been  marked  by  reduc- 
tion in  the  size  of  lymph  nodes,  spleen,  and  liver 
and  a remarkable  return  of  temperature  to  nor- 
mal. Typical  cases  are  shown  in  Figure  7. 
Weight  gains  of  5 to  20  pounds  (2.4  to  9 Kg.) 
and  remarkable  improvements  in  appetite  have 
been  noted.  One  patient,  whose  clinical  picture 
was  that  of  Hodgkin’s  disease  but  in  whom  a 
positive  biopsy  was  not  obtained,  was  relieved  of 
persistent  abdominal  pain,  following  a course  of 
nitrogen  mustard. 

Two  cases  have  had  recurrence  of  symptoms 
and  response  to  re-treatment.  A third  patient 
illustrates  the  limitations  of  this  drug.  This  was 
a 42-year-old  man  with  a fifteen-year  history  of 
lymphadenopathy,  proved  nine  years  before 
admission  to  be  Hodgkin’s  disease  by  biopsy. 
X-ray  therapy  had  given  good  remissions  until 
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September,  1946.  At  that  time  he  noted  weight 
loss,  weakness,  fever,  and  anorexia.  The  x-ray 
department  of  this  hospital  felt  that  he  would 
not  respond  to  further  therapy.  On  November 
4,  1946,  he  was  given  his  first  course  of  nitrogen 
mustard  injections  and  was  transfused  twice. 
His  symptoms  subsided,  and  a 20-pound  weight 
gain  was  recorded.  In  January,  1947,  a recur- 
rence of  symptoms  followed,  and  after  a ten- 
week  remission  he  was  re-treated.  A seven- 
week  interval  of  relief  took  place,  and  exacerba- 
tion at  this  time  prompted  a trial  of  x-ray 
therapy.  Little  or  no  improvement  was  ob- 
tained and  in  April,  1947,  a third  course  of  ni- 
trogen mustard  treatment  was  given.  This  did 
not  produce  a response,  and  he  expired  six  weeks 
later. 

It  is  suggested  by  our  findings  in  this  case, 
and  substantiated  by  the  published  case  reports 
that  nitrogen  mustard  will  induce  a response  in 
Hodgkin’s  disease  patients  who  are  x-ray  re- 
fractory or  in  whom  such  therapy  is  deemed 
inadvisable.4  At  the  - same  time,  however,  it 
may  be  inferred  that  response  to  nitrogen  mus- 
tard will  gradually  become  less  and  less  on  re- 
peated treatment  in  the  same  patient. 

Polycythemia  Vera. — Four  patients  with  poly- 
cythemia vera  were  treated  with  responses  of 
three  to  five  months’  duration.  One  of  these 
patients  was  diagnosed  as  a possible  example  of 
the  transition  from  polycythemia  to  early  myelo- 
genous leukemia  because  of  the  appearance  of  a 
20,000  leukocyte  count  and  myeloblasts  seen  on 
blood  smears.  The  hematocrit  changes  in  these 
patients  are  shown  in  Figure  8.  All  of  these 
patients  were  relieved  of  symptoms,  such  as 
headache,  vertigo,  and  paresthesias  of  the  ex- 
tremities. One  patient  with  pain  over  the 
spleen  which  extended  to  a point  just  above  the 
pubis  obtained  marked  relief  from  pain,  and  the 
size  of  the  spleen  was  reduced  to  an  area  within 
6 cm.  of  the  costal  margin.  Reduction  of  spleno- 
megaly was  a constant  finding  in  these  cases. 

The  degree  of  improvement  in  the  clinical 
condition  of  patients  with  polycythemia  treated 
here  is  in  accord  with  that  obtained  in  the  5 
cases  thus  far  reported  in  the  literature.4  Al- 
though the  response  in  these  patients  is  slightly 
slower  than  in  the  other  diseases  in  our  series, 
it  appears  that  the  duration  of  the  remissions 
may  be  longer,  some  reported  to  have  lasted  up 
to  fifteen  months. 

Lymphosarcoma. — Three  patients  with  lym- 
phosarcoma have  been  treated  with  nitrogen 
mustard  with  a follow-up  of  three  weeks,  three 
and  a half  months,  and  six  and  a half  months, 
respectively.  These  cases  have  shown  remark- 
able reduction  in  lymphadenopathy,  and  in  2 
cases  weight  gain  has  been  recorded.  The  first  pa- 
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tient  in  the  Albany  Hospital  series  is  included  in 
this  group,  having  entered  with  a three-month 
history  of  painful  swelling  in  the  right  axilla. 
This  had  become  worse  until,  on  admission,  there 
was  edema  and  swelling  of  the  entire  right  arm, 
and  the  patient  was  unable  to  move  the  extremity 
without  pain.  The  nodes  were  noticeably  smaller 
within  six  days;  within  six  weeks  all  adenopathy 
and  edema  had  disappeared,  and  the  patient 
felt  able  to  return  to  work.  This  remission  still 
continued  six  and  a half  months  later  with  a total 
weight  gain  of  18  pounds. 

It  appears  from  our  cases  and  those  reported 
that  the  response  of  lymphosarcoma  to  methyl- 
bis(j3-chloroethyl)amine  is  very  similar  to  that 
produced  by  roentgen  therapy.  A true  compari- 
son cannot  be  made  as  yet,  but  it  is  to  be  remem- 
bered that  in  the  localized  form  of  this  and 
similar  tumors,  radiation  therapy  can  be  concen- 
trated on  the  involved  areas. 

Leukemia. — We  have  undertaken  treatment  on 
2 cases  of  leukemia  in  our  series,  both  of  them 
being  chronic  myelogenous  leukemia  in  elderly 
women  in  the  advanced  stages  of  their  disease. 
One  patient  had  had  previous  x-ray  therapy  and 
had  received  over  two  hundred  transfusions  at 
weekly  intervals.  Therapy  was  undertaken  on 
this  patient  as  a last  resort.  No  apparent  effect 
was  obtained,  and  she  died  twenty-five  days 
after  the  course  was  begun.  Autopsy  showed 
no  changes  in  the  leukemic  state  attributable  to 
the  nitrogen  mustard  therapy.  The  course  of 
the  second  patient  was  steadily  downhill  and 
was  remarkable  only  in  the  transient  improve- 
ment in  the  white  blood  cell  series.  This  was 
shown  in  the  fourth  week  when  the  myelocytes 
dropped  to  3 per  cent  from  a previous  20  per 
cent.  Autopsy  was  not  obtained  on  this  patient. 

Our  brief  and  discouraging  experience  with 
leukemia  has  conformed  to  that  of  the  previously 
mentioned  authors,  and  it  is  doubtful  whether 
nitrogen  mustard  has  any  advantage  over  other 


known  methods  of  therapy  for  this  disease. 
These  2 patients  were  treated  early  in  our  series, 
and  we  have  been  hesitant  to  treat  further  cases. 

Summary  and  Conclusions 

The  chemical  and  biologic  actions  of  the  mus- 
tard compounds  have  been  reviewed.  Follow- 
ing the  reports  of  other  investigators,  working 
with  the  nitrogen  mustards  in  patients  with 
neoplastic  disease,  15  patients  have  received  19 
courses  of  treatment  in  the  Albany  Hospital  since 
November,  1946.  The  results  of  this  series  of 
cases  have  been  reported  and  our  clinical  ex- 
perience reviewed. 

On  the  basis  of  the  physical,  symptomatic, 
and  hematologic  changes  observed  in  these 
.patients,  we  feel  that  the  use  of  the  nitrogen 
mustards  in  Hodgkin’s  disease,  polycythemia 
vera,  and  lymphosarcoma  will  frequently  induce 
temporary  remissions.  Our  experience,  confirm- 
ing that  of  other  workers,  does  not  allow  a similar 
view  of  the  leukemias  treated  with  this  sub- 
stance, namely,  methyl-bis(/?-chloroethyl)amine. 
Further  follow-up  on  this  work  must  be  done 
before  final  conclusions  can  be  reached. 

The  toxic  effects  of  the  drugs  make  them 
potentially  dangerous,  and  it  should  be  em- 
phasized that  they  must  be  used  with  care,  both 
in  handling  and  in  the  follow-up  of  their  effects  on 
the  hematologic  picture. 

The  greatest  value  of  the  nitrogen  mustard 
compounds  lies  in  the  potentialities  which  they 
possess  by  virtue  of  their  chemical  structure. 
We  view  with  optimism  the  possibility  of  ob- 
taining less  toxic  and  more  effective  compounds 
in  the  future  as  a result  of  changes  in  chemical 
formula.  At  least  one  chemical  approach  to  the 
problem  of  neoplastic  disease  appears  to  have 
been  opened  as  a result  of  the  investigation 
which  has  been  carried  out  and  is  now  being  con- 
tinued. 
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ON  ORIGINAL  WORK  IN  PLASTIC  SURGERY  IN  NEW  YORK  STATE 

Eliott  B.  Hague,  M.D.,  Buffalo,  New  York 


THERE  can  be  few  intelligent  laymen,  medi- 
cally speaking,  today,  and  fewer  physicians, 
who  have  not  some  preconceived  opinion  of  what 
constitutes  plastic  surgery.  Before  the  recent 
war,  well  bruited  were  the  wares  of  those  who 
lifted  the  wizened  face,  electrocuted  the  unde- 
sired hair.  During  the  war,  while  articles  written 
for  laymen  told  fanciful  tales  of  the  restoration  to 
normal  of  destroyed  faces,  reconstructive  surgery, 
always  an  important  element  of  military  medi- 
cine, made  real  headway  in  the  hands  of  recon- 
structive surgeons,  Major  Arthur  E.  Sherman, 
of  East  Orange,  Commander  Samuel  M.  Duper- 
tuis,  of  Pittsburgh,  and  Major  Gerard  Devoe,  of 
New  York  City,  to  mention  a few. 

If  by  plastic  surgery  you  mean  reconstructive 
surgery,  you  imply  that  general  surgeons  restrict 
themselves  to  extirpation,  unless  you  are  willing 
to  admit  that  most  surgeons  practice  plastic  sur- 
gery and  that  many  plastic  surgeons  limit  their 
work  to  certain  regions.  The  latter  is  nearer  the 
truth.  Pelvic  reconstructions  remain  the  prov- 
ince of  the  general  and  gynecologic  surgeons. 
The  orthopedic  surgeon  constructs  as  well  as 
amputates.  Today,  as  through  the  centuries, 
the  ophthalmic  surgeon  exercises  ingenuity  and 
maintains  interest  in  the  essentially  plastic  sur- 
gery of  the  extraocular  muscles,  correcting  a num- 
ber of  varieties  of  strabismus.  Besides,  in  short- 
ening and  lengthening  these  muscles,  he  has 
developed  technics  for  their  transplantation.  He 
has  devised  major  procedures  for  the  reconstruc- 
tion of  the  eyelids,  structures  which  have  two 
important  surfaces  and  which  are  not  immobile. 
The  movement  of  the  upper  eyelid  can  be  well 
compared,  as  it  opens  and  recesses  itself  into  the 
orbit,  to  the  roller  top  of  a desk.  The  technics 
of  ophthalmic  surgeons,  in  the  correction  of  pto- 
sis, utilizing  by  transplantation  the  superior  rec- 
tus and  levator  muscles  which  pull  into  the  orbit, 
produce  an  effect  more  naturally  functional  than 
the  method  commonly  employed  by  general 
plastic  surgeons,  who  link  the  lid,  as  though  it 
were  a curtain,  to  the  muscle  structure  of  the  fore- 
head. It  is  not  necessary  to  lahor  the  point, 
when  it  comes  to  the  problem  of  corneal  trans- 
plantation, of  who  is  best  qualified  to  undertake 
this  variety  of  plastic  surgery. 

In  this  general  connection,  it  is  notable  that 
before  our  era  of  rather  intense  specialization, 
surgeons  who  were  interested  particularly  in  the 
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operative  cure  of  cataract  and  of  strabismus  were 
usually  prime  movers  in  orbital  and  general  tissue 
reconstruction.  Moreover,  those  who  call  them- 
selves plastic  surgeons  undertake  cases  where,  as 
in  advanced  malignant  tumors  of  the  head,  the 
surgery  is  entirely  extirpative,  since  much  recon- 
struction is  not  practicable. 

Does  the  history  of  plastic  surgery  in  this 
country  confirm  the  European  inference  that 
reconstructive  surgery  is  naturally  the  contribu- 
tion of  regional  surgeons  interested  in  restorative 
problems?  A century  ago,  Warren  in  Boston, 
Mutter  in  Philadelphia,  Post  in  New  York  City, 
and  Frank  Hastings  Hamilton  in  Buffalo  were  the 
leading  exponents  of  plastic  surgery  on  this  side 
of  the  Atlantic.  Most  of  these  doctors  were  par- 
ticularly interested  in  surgery  of  the  eye  and 
surrounding  structures;  two  of  them,  Post  and 
Hamilton,  each  published  in  the  1840’s  treatises 
on  the  surgical  correction  of  strabismus.  Of 
them,  Hamilton  exerted  perhaps  the  most  ex- 
tended influence;  certainly  he  contributed  more 
in  the  way  of  original  technics. 

The  settlement  of  western  New  York  State  by 
the  white  race  dates  only  from  1788.  In  1814, 
Buffalo  was  burned.  In  1830,  the  population  of 
Buffalo  was  less  than  9,000,  that  of  Rochester 
less  than  10,000,  that  of  Syracuse  about  2,000, 
and  the  population  of  Albany  was  nearly  25,000. 

In  western  New  York  State,  I find  no  record 
of  plastic  surgery  prior  to  Frank  Hamilton  and 
substantially  no  record  of  any  plastic  surgery 
being  performed  by  anyone  else  prior  to  the  Civil 
War.  (In  1855,  Dr.  H.  A.  Potter  of  Geneva, 
New  York,  removed  an  upper  jaw,  that  is,  the 
maxilla  and  surrounding  tissue,  because  of  the 
presence  of  a tumor,  apparently  a carcinoma, 
originating  in  the  antrum.)  On  the  basis  of 
published  case  reports,  Dr.  Hamilton  was  under- 
taking more  reconstructive  surgery  than  anyone 
else  in  the  state  and  about  as  much  as  any  sur- 
geon in  the  country.  During  this  period  surgical 
interest  in  plastic  technics  mounted  sharply.  It 
is  clear  that  there  was  then  a new  realization  of 
the  various  great  possibilities  of  surgical  recon- 
struction. 

Dieffenbach,  who  published  his  inaugaural  dis- 
sertation on  this  topic  in  1822,  his  classic  mono- 
graph in  1829,  and  his  Operative  Surgery  dealing 
with  reconstruction  technics,  in  1845,  was  widely 
read.  Velpeau’s  Operative  Surgery,  translated  by 
an  American,  P.  S.  Townsend,  under  the  super- 
vision of  Valentine  Mott,  presented  a large 
amount  of  material,  much  of  it  of  recent  origin, 
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in  this  field.  The  translator  published  the  large 
section  dealing  with  plastic  surgery  in  the  first 
volume  because  “it  will  be  generally  considered  of 
higher  interest ....  than  any  other  part  of  the 
work ....  it  contains  nearly  all  the  latest  dis- 
coveries and  processes  in  that  most  important 
branch  of  the  art  which  has  not  inaptly  been 
called  New  Surgery;  since  it  has  sprung  up,  or 
rather,  made  such  astounding  advances  within 
the  last  ten  years  only,  that  it  may  be  almost  said 
to  date  its  very  birth  and  existence  within  that 
short  period  of  time.” 

So  keen  was  the  interest  in  this  subject,  that  an 
American  Appendix  of  175  pages  was  appended  to 
this  volume,  dealing  with  new  technics  in  plastic 
reconstructions  developed  in  this  country  during 
the  decade. 

It  is,  by  the  way,  quite  clear  that  the  great 
expansion  in  applying  the  principles  of  plastic 
surgery  during  the  middle  third  of  the  nineteenth 
century  was  not  due  to  the  discovery  of  surgical 
anesthesia  mainly.  Dr.  Hamilton  was  ultra- 
conservative in  his  views  regarding  the  safety  and 
general  use  of  anesthesia,  and  most  of  his  opera- 
tions during  this  time,  when  he  made  a number  of 
original  technical  contributions  to  the  field  of 
plastic  surgery,  were  done  without  anesthesia  of 
any  sort. 

The  career  of  Dr.  Hamilton  fully  annotates  the 
early  history  of  plastic  surgery  in  western  New 
York.  Dr.  Frank  Hastings  Hamilton,  one  of  the 
founders  of  the  New  York  Medical  Association, 
was  born  September  10, 1813,  and  died  August  11, 
1886.  His  father  was  a farmer  and  owner  of  a 
line  of  stages  which  ran  between  Bennington  and 
Brattleboro,  Vermont,  across  the  mountains.  In 
1816,  his  parents  moved  to  Schenectady,  where  he 
studied  at  the  Lancasterian  School  and  later  at  the 
Schenectady  Academy.  He  entered  Union  Col- 
lege and  was  admitted  to  the  sophomore  class  in 
1827,  when  he  was  only  fourteen  years  old.  He 
then  entered  his  name  as  a student  of  medicine  in 
the  office  of  Dr.  John  George  Morgan,  at  that 
time  physician  to  the  State  Prison  at  Auburn,  and, 
therefore,  permitted  to  use  the  bodies  of  dead 
convicts  for  dissection.  During  the  winter  of 
1831 — 1832,  Hamilton  attended  a course  of 
lectures  at  the  College  of  Physicans  and  Surgeons 
of  the  western  district  of  the  State  of  New  York 
at  Fairfield,  Herkimer  County.  The  class  num- 
bered 201,  of  whom  four  graduated,  for  at  that 
time  comparatively  few  graduated  from  medical 
college.  Most  of  the  prospective  surgeons  were 
examined  by  county  censors,  a few  by  state  censors, 
thus  attaining  a license  to  practice.  In  1833,  Dr. 
Hamilton  received  a license  to  practice  medicine 
and  surgery  from  the  Cayuga  County  Medical 
Society  and  opened  an  office  in  Auburn.  In  1835, 
Dr.  Hamilton  took  the  degree  in  medicine  at  the 


University  of  Pennsylvania.  He  returned  to 
Auburn  and  commenced  teaching  by  delivering  a 
private  course  upon  anatomy  and  surgery. 

Four  years  later,  Dr.  Morgan,  his  preceptor, 
relinquished  his  teaching  in  Auburn  for  the  pro- 
fessorship of  surgery  at  the  Geneva  Medical 
College.  Dr.  Hamilton  was  appointed  in  his 
place  at  the  Western  College  of  Physicians  and 
Surgeons  of  Western  New  York.  The  announce- 
ment was  made  in  the  annual  bulletin  of  the 
college  as  follows:  “Since  the  close  of  the  last 
session,  the  vacancy  in  the  professorship  of  surgery 
has  been  filled  by  the  appointment  of  Frank 
Hastings  Hamilton,  M.D.,  of  Auburn,  a gentle- 
man every  way  qualified  to  discharge  the  duties  of 
office.  Dr.  Hamilton  over  a period  of  years  has 
been  distinguished  as  an  able  and  eloquent  teacher 
of  anatomy  and  surgery.  He  comes  to  the  insti- 
tution with  the  highest  testimonials  in  his  favor 
as  a lecturer,  and  the  trustees  are  happy  to  say 
that  his  appointment  has  been  made  in  accord- 
ance with  the  unanimous  wish  of  the  other  mem- 
bers of  the  faculty.  The  trustees,  therefore,  feel 
confident  that  the  duties  of  the  important  chair 
of  surgery  will  continue  to  be  ably  discharged  and 
the  same  unity  and  harmony,  for  which  the 
faculty  of  the  institution  has  so  long  been  dis- 
tinguished, will  remain  unimpaired.” 

At  the  time  of  the  first  appointment  to  a pro- 
fessorship of  surgery,  Dr.  Hamilton  was  twenty-six 
years  old.  The  Boston  M edical  and  Surgical  Jour- 
nal, referring  to  his  appointment  at  that  time,  said 
in  part,  “He  is  a persevering,  industrious  student 
and,  therefore,  will  succeed  anywhere.  Men  of 
his  power  and  activity,  to  say  nothing  of  genius, 
are  very  much  needed  in  more  than  half  the  medi- 
cal schools  in  the  union.  Everything  goes  by 
management  in  these  degenerate  times.  To  one 
person  fitted  by  nature  for  the  station  of  a lec- 
turer on  science — in  too  many  scientific  institu- 
tions—there  are  ten  stupid-headed  drags,  who 
neither-  elevate  themselves  nor  advance  the  cause 
of  useful  knowledge.  It  is  strange  that  those  who 
have  the  care  and  keeping  of  the  honor  of  medical 
seminaries  do  not  open  their  eyes  to  the  mon- 
strous and  glaring  iniquity  of  putting  cousins, 
nephews,  and  almost  aunts  into  chairs  which  it  is 
not  possible  for  them  to  sustain  with  dignity  or 
profit  to  the  world ; yet  all  this  is  done,  to  the  dis- 
grace of  the  age  while  those  most  competent  are 
left  to  grope  through  life  in  obscurity.  The  elec- 
tion of  Dr.  Hamilton  is  one  of  those  deviations 
from  the  common  policy  of  our  medical  schools 
which  actually  excites  our  encouragement.” 

In  the  following  year,  Dr.  Hamilton  was  made 
professor  of  surgery  in  Geneva  Medical  College. 
Later  in  the  same  year  he  moved  to  Rochester, 
New  York,  where  he  practiced  until  March,  1844. 
He  traveled  for  seven  months  in  Europe.  The 
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following  year  he  moved  to  Buffalo,  where  he 
shortly  met  Dr.  Austin  Flint,  Sr.,  and  a lifelong 
friendship  developed. 

He  was  immediately  appointed  surgeon  to  the 
Buffalo  Hospital  of  the  Sisters  of  Charity.  This 
position  he  held  until  he  moved  to  Brooklyn  in 
1859,  and  his  published  case  reports  from  his 
teaching  clinic  at  this  hospital,  in  the  Buffalo 
Medical  Journal,  contain  many  references  to 
developments  original  with  him  in  the  field  of 
plastic  surgery.  In  1846,  Dr.  Flint  and  Dr. 
Hamilton,  together  with  Dr.  James  P.  White, 
founded  the  medical  department  of  the  Univer- 
sity of  Buffalo.  Dr.  Hamilton  became  its  profes- 
sor of  surgery.  From  1846  to  1858,  he  retained 
this  position  at  the  University.  Hardly  had  he 
been  settled  in  a new  home  in  Brooklyn,  in  1859, 
than  he  was  appointed  the  first  professor  of  sur- 
gery at  the  Long  Island  College  Hospital.  At 
the  outbreak  of  the  Civil  War  he  entered  the 
army  as  a volunteer  regimental  surgeon.  Rather 
rapidly  his  responsibility  was  increased  by  succes- 
sive appointments,  culminating  in  that  of  medical 
inspector  of  the  United  States  Army,  with  the 
then  high  rank,  for  a medical  man,  of  lieutenant- 
colonel.  During  the  war  he  became  professor  of 
military  surgery  in  the  Bellevue  Hospital  Medical 
College,  where,  in  1868,  he  was  made  professor  of 
the  principles  and  practice  of  surgery  and  surgical 
pathology. 

It  may  be  said  that  Dr.  Hamilton  was  a master 
of  the  extirpative  and  reconstructive  surgery  of 
his  day.  He  was  particularly  interested  in  the 
extraction  of  cataracts,  while  he  was  in  Buffalo, 
and  then,  as  well  as  later,  in  the  technics  of 
amputations,  in  which  his  work,  including  the 
exact  choice  of  site,  became  authoritative.  His 
interest  in  tissue  restoration  was  broader  than 
merely  surgical;  he  theorized  extensively  on  the 
mechanism  of  the  formation  of  provisional  callus; 
he  published  on  the  art  of  obtaining  primary 
union  in  incised  wounds.  His  publications  in  the 
field  of  restorative  surgery  include  a curious  ac- 
count of  the  regrowth  of  an  entire  phalanx  after 
its  surgical  extraction,  an  extensive  early  work 
on  the  surgical  correction  of  strabismus,  an 
original  technic  for  blepharoplasty,  reports  of 
the  correction  of  ectropion  of  both  upper  and 
lower  eyelids  by  implantation  of  the  pedicle  flap, 
and  reports  of  the  surgical  creation  of  new  noses, 
new  cheeks,  the  correction  of  hare-lip  and  cleft 
palate,  the  correction  of  tonguetie  and  of  ptosis 
of  the  upper  eyelid. 

I find  that  it  was  Hamilton  who  evolved  the 
principle  of  attaching  skin  to  periosteum  in  order 
to  secure  permanent  placement  of  skin  where 
there  is  a tendency  toward  retraction.  I need 
not  tell  you  that  this  principle  is  of  great  practical 
importance  and  accounts  for  the  success  of  the 


late  Dr.  John  Wheeler’s  procedure  for  the  reestab- 
lishment of  conjunctival  fornices.  Dr.  Hamilton 
is  to  be  credited  with  also  the  first  suggestion 
for  grafting  skin  from  distant  sites  to  cover  the 
surface  of  chronic  ulcers,  and  there  is  some  merit 
in  his  claim  for  priority  in  the  actual  carrying  out 
of  this  suggestion,  although  his  claim  was  dis- 
puted by  a Dr.  Watson  in  an  amusing,  minor 
chapter  in  the  annals  of  medical  controversy. 

During  the  decade  preceding  the  present  one 
by  a century,  Dr.  Hamilton  operated  upon  all  the 
varieties  of  cases  mentioned  above,  and,  as  well, 
for  varus,  in  which  he  cut  the  tendo  achilles; 
cataract;  glaucoma;  pterygium,  essentially  a 
plastic  procedure ; naevus  and  other  tumors  of  the 
skin ; hare-lip ; sarcoma  of  the  choroid  with  exten- 
sion into  the  orbit,  and  malignant  tumors  of  the 
lips. 

Upon  one  patient  afflicted  with  multiple  defor- 
mities of  the  face,  he  performed  blepharoplasty, 
cheiloplasty,  and  rhinoplasty.  First,  he  cor- 
rected the  ectropion  of  the  upper  lid,  mainly  by 
freeing  the  conjunctiva  and  tarsal  plate,  and  by 
excising  a portion  of  what  appeared  to  him  to  be 
redundant  tarsus.  Today,  we  would  condemn 
this  procedure  on  the  ground  that  it  is  not  reason- 
able to  excise  tissue  to  correct  a lesion  consisting 
essentially  of  inadequacy  of  tissue  amount. 

Next,  he  made  a similar  attempt  upon  the  lower 
lid.  He  immediately  recognized  his  failure,  which 
he  ascribed,  perhaps  naively,  to  “complete  inelas- 
ticity of  the  integument  below  (the  lid  margin?).” 
He  did  better  when  he  used  a pedicle  flap  from  the 
temple. 

The  deformity  about  the  angle  of  the  mouth 
he  corrected  by  what  appears,  in  a rather  vague 
description,  to  have  consisted  of  undermining  and 
slifling  of  skin  and  mucosa. 

“These  operations  having  been  completed,  the 
patient  went  home  to  re-establish  his  health, 
which  had  suffered  some  from  his  confinement  and 
the  constant  irritations  of  successive  operations.” 

After  the  patient’s  convalescence,  Dr.  Hamil- 
ton restored  the  right  side  of  the  nose  by  a sliding 
flap.  Then,  because  he  was  unwilling  to  further 
deform  the  face  by  securing  tissue  from  it,  and 
although  he  had  previously  performed  rhino- 
plasty only  by  the  Indian  method  of  forehead 
flaps,  he  now  resorted  to  an  original  variant  of 
the  Venetian  method.  He  transposed  skin  from 
the  hand,  having,  as  he  wrote,  “previously  tested 
the  courage  and  endurance  of  the  patient.”  His 
brief  description  of  the  operation  breathes  a 
simplicity  nostalgic  for  a day  when  life  was  less 
complex : “On  March  29, 1 dissected  from  the  ball  of 
the  thumbof  the  right  hand,  a piece  of  integument 
of  a quadrilateral  form,  two  inches  in  length  by  one 
and  a half  in  breadth,  its  longest  diameter  extend- 
ing from  within,  outwards,  and  its  base  or  point  of 
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attachment  resting  over  the  radial  border  of  the 
metacarpal  bone  of  the  index  finger.  The  palmar 
portion  of  this  flap  was  at  this  time  covered  with  a 
heavy  cuticle.  The  wound  was  closed  as  nearly 
as  possible  with  adhesive  plasters;  the  flap  was 
turned  back,  dressed  with  simple  cerate,  envel- 
oped in  cotton,  the  whole  being  secured  by  a few 
light  turns  of  the  roller.  In  six  days,  about  one- 
fourth  of  the  flap  had  sloughed,  the  sloughing 
being  arrested  by  yeast  poultices.  At  the  end  of 
two  weeks,  the  flap,  by  sloughing  and  contraction, 
had  diminished  to  about  half  its  original  size.  It 
was,  however,  three  times  its  original  thickness 
and  vascular;  the  thick  cuticle  had  fallen  off  and 
left  a soft,  pliant  skin,  and  edges  were  cica- 
trized.” 

On  April  12,  a cap  with  straps,  was  placed  on 
the  patient’s  head,  the  flap  and  the  nose  were 
made  raw,  and  by  means  of  a sling  to  which  the 
straps  from  the  cap  were  attached,  his  arm  and 
hand  were  brought  up,  and  the  skin  secured  to  the 
nose  by  five  small  sutures.  A pillow  was  slung 
under  the  armpit,  against  which  the  elbow  rested. 
Two  students  now  remained  in  constant  attend- 
ance, being  relieved  every  four  to  six  hours  by 
others.  The  patient  was  kept  in  this  position 
seventy-two  hours,  when,  union  having  taken 
place,  the  flap  was  separated  from  the  hand.  Of 
that  which  remained  attached  to  the  face,  a small 
portion  sloughed,  but  sufficient  remained  to  par- 
tially complete  the  ala. 

Finally,  the  left  ala  not  complete,  Dr.  Hamilton 
performed  an  operation  for  which  he  claimed 
entire  originality.  This  operation  was  possible 
because  a burn  had  destroyed  the  roots  of  most  of 
the  hairs  within  the  nostril  and  also  had  left  the 
mucous  membrane  and  the  subjacent  tissue  much 
thickened.  He  raised,  by  careful  dissection,  a 
thick  plate  covered  with  mucous  membrane  from 
within  the  nostril,  leaving  a pedicle  downward 
and  at  the  part  of  the  opening  of  the  nostril  which 
is  nearest  the  external  commissure  of  the  mouth ; 
this  plate  he  brought  out  and  attached  to  the 
apex  of  the  nose  and  to  the  lower  border  of  the 
attenuated  ala.  The  success  of  this  particular 
procedure  “exceeded  his  expectations.” 

In  the  operation  for  hare-lip  prior  to  Hamilton’s 
time,  controversy  centered  on  when  to  operate 
and  on  the  choice  of  instruments.  The  hoary 
battle  of  the  knife  (scalpel  to  you,  Dr.  Kildare) 
and  the  scissors  was  raging  even  then.  It  was 
Richter  who  finally  had  said,  “Every  surgeon  may 
and  can  select  the  instrument  he  thinks  the  most 
convenient;  both  have  been  used  with  equally 
good  results.” 

There  had  existed  a prejudice  against  operating 
on  children  with  hare-lip  before  they  were  two 
years  old.  Heister  had  opposed  this  prejudice; 
his  comments  in  this  regard  provide  a circum- 


stantial commentary  on  the  surgical  milieu  of 
the  century  preceding  Hamilton: 

“It  has  been  an  opinion  of  the  ancients  that  it 
is  not  safe  to  perform  the  operation  for  a hare-lip 
upon  infants  before  they  are  two  years  old,  or 
even  till  they  are  four  or  five,  according  to 
Garengeot.  The  contrary  of  which  is  taught  by 
experience,  from  whence  we  are  furnished  with 
instances  of  infants  happily  cured  of  a hare-lip, 
when  they  have  not  been  above  five  or  six  or  even 
three  months  old,  if  they  are  well  in  other  respects 
and  the  operation  rightly  performed.  Besides, 
parents  are  seldom  willing  to  defer  the  operation 
so  long;  and  I have  seen  them  so  uneasy  on  this 
account  that  they  would  rather  employ  an  itiner- 
ant quack  in  the  operation  than  postpone  it  for 
any  time;  nor  indeed  have  these  mountebanks 
often  miscarried.  It  is  disagreeable  to  parents 
in  general  that  their  children  should  appear  with 
such  a blemish ; and  it  is  often  of  bad  consequence 
to  the  mother  in  succeeding  pregnancies  to  have 
such  objects  in  their  presence;  by  which  means 
the  deformity  is  propagated  in  the  family:  there- 
fore, I would  advise  expert  surgeons  not  to  be 
afraid  of  performing  this  operation  too  early, 
especially  when  the  fissure  is  but  small.  It  is 
also  a necessary  circumstance  in  infants,  to  keep 
them  from  sleeping  a considerable  time  before  the  j 
operation;  and  afterwards  to  give  them  an  1 
anodyne  that  they  may  sleep  the  better  and  lie 
still  the  longer  after  the  operation  without  moving 
the  lips  by  crying.  It  should  also  be  observed 
rather  to  let  the  infant  lie  with  its  face  downward 
during  the  operation  that  the  blood  may  not 
run  down  its  throat,  and  set  it  a coughing.  And 
though  the  hemorrhage  is  often  pretty  plentiful  in 
performing  this  operation  in  young  infants,  yet 
no  danger  can  be  well  expected  from  thence;  for 
it  rather  prevents  inflamation,  and  generally 
ceases  after  applying  the  bandage  and  dressing 
to  the  lip.” 

Although  Dr.  Mutter  in  Philadelphia  and  Dr. 
Mason  Warren  in  Boston  then  held  that  the 
operation  upon  hare-lip  should  be  carried  out  as 
early  in  life  as  possible,  Dr.  Hamilton  believed 
that  the  very  young  infant  was  more  predisposed 
to  postoperative  infection  and  preferred  the 
period  during  the  second  year  immediately  follow- 
ing or  preceding  dentition.  If  it  was  not  done 
during  the  first  few  years  of  life,  he  found  it  neces- 
sary to  wait  until  there  was  enough  adult  under- 
standing to  permit  the  operation  to  be  performed 
without  anesthesia. 

In  1858,  Hamilton  extirpated  the  entire  pa- 
rotid gland.  That  the  parotid  had  previously  been 
removed  had  been  disputed  hitherto,  and  that  it 
was  removed,  in  this  case,  for  the  first  time,  was 
confirmed  by  microscopic  examination  of  the 
tissue  by  Dr.  Austin  Flint,  Jr.  It  was  in  this  year 
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if  that  Dr.  Hamilton  defended  with  his  pen  the 
claim  previously  advanced  by  Oliver  Wendell 
it  Holmes  regarding  the  contagiousness  of  puerperal 
p fever.  The  recent  teaching  of  Dr.  Meigs  on 
)r  child-bed  fever  and  the  lecture  of  Professor  Hodge 
:o  of  Philadelphia  had  reopened  the  discussion, 
iv  which  Dr.  Holmes  had  met  by  the  re-publication 
:h  of  his  essay. 

In  view  of  the  fact  that  this  material  has  been 
■ii  prepared  for  the  Historical  Session  of  the  Annual 
ts  Meeting,  it  is,  perhaps  properly,  somewhat  dis- 
■$,  cursive.  Much  of  it  treats  of  details  of  the  medi- 
i cal  career  of  Dr.  Frank  Hastings  Hamilton,  who 


practiced  in  western  New  York  State.  From 
the  facts  presented  it  is  clear  that  reconstructive 
surgery  was  developed  in  the  main  by  regional 
surgeons  rather  than  by  men  who  limited  their 
interest  to  plastic  surgery,  and  that  there  are 
sufficient  reasons  to  warrant  the  conclusion  that  a 
good  deal  of  plastic  surgery  will  stay  in  the 
hands  of  surgeons  limiting  their  interest  to  par- 
ticular regions.  It  is  certain  that  there  are  com- 
petent general,  as  well  as  regional,  plastic  surgeons; 
it  is  almost  equally  certain  that  the  work  will  re- 
main in  the  hands  of  those  competent. 
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RECORDING  MEMBERSHIP  AND  FELLOWSHIP  IN  THE  NEW  DIRECTORY 


The  information  cards  received  from  physicians 
who  have  listed  their  data  for  the  new,  eighteenth 
edition  of  the  American  Medical  Directory,  indicate 
increasingly  that  many  are  not  aware  of  the  differ- 
ence between  “Membership”  and  “Fellowship”  in 
the  American  Medical  Association. 

Here  are  the  official  definitions: 

Every  Member  in  good  standing  in  the  con- 
stituent medical  association  of  the  state  in  which 
he  is  engaged  in  practice  whose  name  is  officially 
reported  to  the  Secretary  of  the  American  Medical 
Association  for  enrollment  becomes  automatically 
a Member  of  the  American  Medical  Association 
and  is  not  called  on,  as  such,  to  pay  any  dues  or  to 
contribute  financially  to  the  Association. 

Members  of  the  American  Medical  Association 
are  eligible  to  apply  for  Fellowship. 

To  qualify  as  a FELLOW,  a MEMBER  in  good 
standing  is  required  to  make  formal  application  for 
Fellowship,  to  pay  Fellowship  dues,  and  to  sub- 
scribe for  the  Journal.  Applications  must  be 
approved  by  the  Judicial  Council.  Fellowship 
dues  and  subscription  to  the  Journal  are  both  in- 
cluded in  the  one  annual  payment  of  $12,  which 
is  the  cost  of  the  Journal  to  subscribers  who  are 
not  Fellows. 


Members  of  constituent  state  medical  associa- 
tions pay  dues  to  those  bodies,  but  as  Members 
they  pay  nothing  to  the  American  Medical  Asso- 
ciation. Fellows  pay  dues  and  subscription  to  the 
Journal  in  the  sum  of  $12  a year,  which  has  noth- 
ing to  do  with  county  or  state  dues. 

According  to  an  amendment  to  the  Bylaws  of 
the  American  Medical  Association,  no  physician 
may  be  officially  recorded  as  a Member  of  the 
American  Medical  Association  except  on  the  basis 
of  membership  in  one  constituent  state  medical 
association,  and  that  one  the  association  of  the 
state  in  which  the  physician  concerned  maintains 
legal  residence  and  engages  in  the  practice  of 
medicine. 

Each  Fellow  receives  a Fellowship  Card  from  the 
Association  annually  as  payment  of  his  dues  is  re- 
corded, which  card  is  presented  for  admission  to  the 
Annual  Meetings  of  the  Association. 

Physicians  who  are  eligible  for  Fellowship  should 
make  formal  application  immediately  so  that  they 
may  attend  the  Chicago  Session  and  so  that  a record 
of  their  Fellowship  may  be  received  in  time  to  include 
the  Fellowship  symbol  in  their  data  listed  in  the  new 
American  Medical  Directory. — J.A.M.A.,  February 
7,  1948 


MOST  DEATHS  IN  1947  CAUSED  BY  HEART  AILMENTS  AND  CANCER 


Heart  ailments  and  cancer  caused  72  per  cent  of 
the  deaths  among  Americans  last  year,  according  to 
a recent  study  of  1,000,000  policy  holders  of  the 
Mutual  Life  Insurance  Company  of  New  York. 

Diseases  of  the  heart  and  circulatory  system  were 
responsible  for  57  per  cent  of  the  deaths  in  all  age 


groups  and  62  per  cent  in  persons  60  years  old  and 
over,  the  study  showed.  Mortality  from  cancer  was 
15  per  cent  in  all  age  groups. 

Other  causes  of  death,  in  order,  were  accidents, 
kidney  disease,  influenza  and  pneumonia,  suicide, 
and  tuberculosis. 


NERVE  BLOCK  THERAPY  FOR  PAIN  OF  LARYNGEAL  TUBERCULOSIS 

E.  M.  Papper,  M.D.,  and  E.  A.  Rovenstine,  M.D.,  New  York  City 

{From  the  Department  of  Anesthesia,  Bellevue  Hospital) 


LARYNGEAL  tuberculosis,  although  com- 
paratively infrequent  in  clinical  practice, 
may  present  a most  difficult  problem  in  therapy 
to  the  phthisiologist,  particularly  when  the 
disease  is  far  advanced.  It  is  the  purpose  of  this 
communication  to  outline  the  value  of  superior 
laryngeal  nerve  block  in  the  management  of  some 
of  the  distressing  symptoms  of  this  lesion.  No 
attempt  will  be  made  to  discuss  the  phases  of 
care  which  are  properly  the  concern  of  the  laryn- 
gologist and  the  internist. 

Special  attention  is  directed  to  the  patients 
whose  existences  are  miserable  because  of  severe 
dysphagia  and  exquisite  pain  associated  with 
swallowing  or  phonation.  Occasionally  this 
may  be  complicated  by  pain  referred  to  the  ear. 
Although  many  authorities  state  the  prog- 
nosis is  not  necessarily  poor,  the  patients  ob- 
served here  were,  for  the  most  part,  critically  ill, 
and  nerve  block  was  performed  as  a palliative 
procedure  for  the  relief  of  symptoms. 

The  therapeutic  rationale  for  superior  laryn- 
geal nerve  block  is  based  upon  the  innervation  of 
the  larynx,  its  normal  physiologic  activity,  and 
the  changes  effected  by  the  lesions  of  tuber- 
culosis. 

The  superior  laryngeal  nerves  are  bilateral. 
They  are  branches  of  the  vagi  and  the  chief 
sensory  nerves  of  the  larynx,  although  motor 
components  are  present.  The  mucosa  of  the 
larynx  and  epiglottis  are  supplied  by  these  nerves 
and  transmit  afferent  impulses  which  are  inter- 
preted as  irritation  or  pain  in  disease  of  the 
larynx.  Among  the  many  functions  of  the 
larynx  are  those  of  assistance  in  deglutition, 
phonation,  cough,  and  expectoration.  It  can  be 
seen,  therefore,  that  a lesion  of  the  larynx,  such 
as  tuberculosis,  may  cause  considerable  pain 
almost  constantly  because  of  the  frequency  with 
which  the  larynx  is  called  upon  to  perform  one  or 
more  of  the  functions  listed,  and  that  the  pain 
may  be  avoided  by  neurolysis  of  the  superior 
laryngeal  nerves.  It  is  apparent  also  that  this 
procedure  is  directed  toward  symptomatic  relief 
and  does  not  necessarily  alter  the  course  of  the 
disease. 

The  superior  laryngeal  nerve  is  accessible  to 
nerve  block  above  the  point  of  its  passage  into 
the  larynx  through  the  thyrohyoid  membrane, 
between  the  great  cornu  of  the  hyoid  bone  and 
the  superior  cornu  of  the  thyroid  cartilage  (Fig. 
1). 
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Fig.  1.  Diagrammatic  drawing  to  illustrate  the 
position  and  course  of  the  superior  laryngeal  nerve 
at  the  site  of  nerve  block  with  needle  in  place. 


In  performing  nerve  block  the  patient  is  placed  in 
the  supine  position  and  a skin  wheal  is  raised  in 
the  midline  just  above  the  thyroid  notch  (Fig.  2). 
A 5-cm.  needle  is  then  introduced  through  the 
wheal  and  advanced  toward  the  cornu  of  the 
hyoid  bone.  Injection  is  completed  just  below 
the  hyoid  cornu  with  2 ec.  of  2 per  cent  procaine, 


KVOIO  B0N6 


OMOW’fOtD 

MV&Lfi 


SUPERIOR. 

laryngeal 

NERVE 


EXTERNAL 

LARYNGEAL 

NERVE 


THYROHYOID 

MUSCLE 


THYROHYOID 

MEMBRANE 


THYROID  CAIWUA^E 


STERNOTHYROtO 

MUSCLE 


Neeoie  3m 


Fig.  2.  The  drawing  indicates  the  location  of  the 
skin  wheal  in  relation  to  the  thyroid  cartilage. 
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followed  by  2 cc.  of  absolute  alcohol  at  least  ten 
minutes  later.  The  opposite  side  is  anesthetized 
in  similar  fashion  through  the  same  skin  wheal. 
Successful  completion  of  the  procedure  results 
in  immediate  pain  relief  which  persists  for 
variable  periods  of  time,  ranging  from  weeks  to 
months. 

Bilateral  superior  laryngeal  block  has  been  per- 
formed recently  upon  15  patients  with  laryngeal 
tuberculosis  at  Bellevue  Hospital,  for  the  relief 
of  severe,  intractable  pain  during  cough,  de- 
glutition, or  phonation.  All  patients  had  ex- 
tensive pulmonary  tuberculosis,  which  was  con- 
sidered hopeless  for  cure,  and  all  died  within 
twelve  months  of  the  onset  of  serious  laryngeal 
involvement.  Eleven  of  these  patients  were  less 
than  40  years  of  age,  with  the  majority  in  the 
fourth  decade  of  life.  The  laryngeal  lesions  in 
all  instances  were  far  advanced.  Thirteen 
patients  were  subjected  to  nerve  block  once  and 
2 patients  were  injected  on  two  separate  occa- 
sions 


Excellent  pain  relief  was  obtained  for  10  pa- 
tients, all  of  whom  remained  comfortable  for  at 
least  six  weeks.  Three  patients  had  only  a 
fair  result  in  that  symptoms  were  eradicated  in- 
completely for  the  same  period  of  time,  and  com- 
plete failure  occurred  in  the  treatment  of  the 
remaining  2 patients.  The  2 patients  subjected 
to  a second  nerve  block  gained  relief  from  both 
procedures. 

In  no  instance  was  the  lesion  improved,  but 
the  procedure  was  definitely  of  value  for  most  of 
the  patients  in  the  comfort  they  experienced  with 
freedom  from  the  agonizing  pains  of  the  disease. 
It  is  suggested  that  superior  laryngeal  nerve 
block  with  procaine  and  absolute  alcohol  is  a 
merciful  addition  to  the  management  of  patients 
with  painful  laryngeal  tuberculosis. 

Summary 

The  mechanism  of  pain  in  laryngeal  tuber- 
culosis is  discussed,  and  superior  laryngeal  nerve 
block  is  recommended  for  therapy. 


ANNOUNCEMENT 


From  the  Council  Committee  on  Public  Health  and  Education  of  the 
Medical  Society  of  the  State  of  New  York 

Statement  Regarding  Proposed  Pediatric  Consultation  Services 


The  Medical  Society  of  the  State  of  New  York  and 
the  New  York  State  Department  of  Health  agree  on 
the  principle  that  adequate  pediatric  consultation 
services  should  be  available  to  general  practitioners. 
Such  pediatric  consultation  services  are  primarily  a 
technic  of  graduate  education  which  will  in  the  long 
run  improve  the  quality  of  medical  care  to  all  the 
children  of  the  State.  As  such  it  is  of  concern  to  the 
two  organizations  issuing  this  statement. 

Private  practitioners  should  be  encouraged  to 
make  greater  use  of  pediatric  consultation  services. 
For  patients  who  cannot  obtain  the  needed  consulta- 
tion services,  including  indicated  laboratory  and 
x-ray  examinations,  such  services  should  be  made 
available  to  general  practitioners  through  the  inst  ru- 
mentality of  the  public  health  program  on  a regional 
basis  radiating  from  a pediatric  center.  Inasmuch  as 
technics  for  providing  such  services  have  not  been 
developed  in  detail,  it  is  proposed  that  a pediatric 
consultation  program  be  instituted  in  a single  region 


of  the  State  on  an  experimental  basis.  The  Buffalo 
region  has  been  chosen  for  this  demonstration. 

In  the  development  of  pediatric  consultation  serv- 
ices, major  emphasis  should  be  placed  upon  consulta- 
tions for  groups  of  patients  in  such  locations  that  the 
needed  laboratory  and  x-ray  examinations  may  be 
readily  provided.  The  referring  physician  is  re- 
quired and  other  physicians  arc  encouraged  to  at- 
tend the  group  consultation.  In  connection  with 
such  group  consultations,  teaching  conferences  and 
other  educational  devices  should  be  arranged  for  the 
pediatric  consultant.  In  view  of  the  varying  circum- 
stances in  each  case,  the  referring  physician  must  be 
the  individual  to  determine  if  pediatric  consultation 
service,  including  indicated  laboratory  and  x-ray 
examinations,  is  otherwise  available  to  his  patient. 

Individual  consultations  by  pediatricians  have 
been  provided  to  a limited  extent  as  part  of  the  pub- 
lic health  program  for  many  years.  No  change  in 
policy  in  this  regard  is  proposed. 


INTRACTABLE  EDEMA 

Clinical  Therapeutic  Implications 

Louis  Leiter,  M.D.,  Ph.D.,  New  York  City 
(From  the  Medical  Division,  Montefiore  Hospital) 

THIS  discussion  will  exclude  from  considera- 
tion intractable  edema  due  to  local  periph- 
eral causes,  such  as  recurrent  thrombophlebitis 
with  venous  and  lymphatic  obstruction;  in- 
flammatory or  neoplastic  occlusion  of  lymph 
channels;  arthropathic,  paralytic,  or  other  types 
of  immobilization  of  lower  extremities.  We  turn, 
therefore,  to  the  more  general  types  of  edema, 
associated  with  congestive  heart  failure,  renal 
disease  in  its  various  stages,  malnutrition,  con- 
strictive pericarditis,  cirrhosis  of  the  liver, 
diabetic  glomerulosclerosis,  undiagnosed  myxe- 
dema, hypothyroidism,  steroid  hormone  imbal- 
ance, and  the  rare  scleredema. 

The  physiologic  mechanisms  underlying  the 
development  of  edema  have  already  been  ably 
discussed  by  Dr.  Peters,  but  at  the  risk  of  repeti- 
tion I should  like  to  re-emphasize  the  major 
factors  favoring  edema  under  clinical  conditions.1 
These  conditions  may  be  grouped  for  convenience 
under  renal  dysfunction,  venous  and  capillary 
hypertension,  low  plasma  albumin  concentration, 
sodium  intake,  capillary  damage,  lymphatic 
obstruction  or  stasis,  and  excess  of  salt  and  water- 
retaining  steroid  hormones  and  possibly  pitressin, 
regardless  of  their  chief  site  of  action.  These 
factors  in  edema  may  be  variously  combined  in 
clinical  situations.  - In  fact,  there  is  almost  never 
any  single  factor  operating  alone  in  human 
edema.  Frequently,  this  has  been  forgotten 
by  those  who  have  championed  some  one  cause 
of  a certain  clinical  edema  or  have  as  vigorously 
attacked  another  investigator’s  point  of  view. 
What  we  must  never  forget  is  that  the  sodium 
intake  is  the  sine  qua  non  for  all  types  of  chronic 
edema,  with  one  exception,  to  which  I shall 
allude  later. 

One  factor  favoring  edema  that  has  not  yet 
been  mentioned  is  time.  This  factor  is  important, 
because  it  takes  time  for  edema  to  become  appar- 
ent, clinically,  even  though  several  of  the  other 
major  factors  may  be  active.  This  is  the  answer 
to  the  catch  question,  “Why  does  not  every 
patient  with  shock  and  a very  low  renal  blood 
flow  and  glomerular  filtration  show  edema,  if 
you  blame  cardiac  edema  on  diminished 
filtration  of  sodium?”  If  you  could  keep 
the  patient  in  shock  for  a few  days  and 


Baaed  on  a paper,  read  as  part  of  a symposium  on  the  treat- 
ment of  intractable  edema,  before  the  Brooklyn  Society  of 
Internal  Medicine,  May  28,  1947. 


feed  him  hot  salted  soup  instead  of  hot 
coffee,  I suspect  he  would  develop  edema  like 
the  cardiac  subject.  Postoperative  edemas  are  a 
good  example  of  a combination  of  diminished 
renal  filtration,  an  excessive  intake  of  sodium 
(parenterally),  and  the  revealing  effect  of  time. 

An  understanding  of  the  basic  physiologic 
disturbances  in  the  various  types  of  clinical 
edema  leads  logically  and  actually  to  more 
successful  therapy.  Thus,  the  early  use  of 
BAL(2,3-dimercaptopropanol)  in  arsenic  or  gold 
dermatitis  with  edema  due  to  capillary  injury 
results  in  rapid  subsidence  of  the  process.  The 
proper  renutrition  of  an  emaciated,  edematous, 
concentration  camp  inmate  gives  a gratifying 
result.  The  timely  reduction  in  dosage  of 
desoxycorticosterone  acetate  in  an  overtreated 
edematous  case  of  Addison’s  disease  may  be 
life-saving.  These  are,  of  course,  relatively 
easy  examples,  and  do  not  really  belong  under  the 
heading  of  intractable  edemas. 

Cardiac  Edema  . 

The  mechanism  of  cardiac  edema  may  be  out- 
lined as  follows: 

(а)  “Forward  failure”  sequence: 

1.  Myocardial  insufficiency 

2.  Decreased  cardiac  output — relative  or 

absolute 

3.  Decreased  blood  flow 

4.  Renal  vasoconstriction,  chiefly  efferent ; 

release  of  renin 

5.  Low  glomerular  filtration 

6.  Low  clearance  of  sodium 

7.  Edema  and  hypervolemia 

8.  Venous  hypertension 

(б)  “Backward  failure”  sequence: 

1 . Myocardial  insufficiency 

2.  Venous  hypertension 

3.  Edema  and  hypervolemia 

4.  Passive  congestion  of  organs 

(c)  Exercise — -aggravates  edema  formation 
from  both  (a)  and  (fe) 

Concerning  cardiac  edema,  we  have  two 
clinical  goals:  first,  improvement  of  circulation 
by  the  usual  regime,  and  second,  dietary  control 
of  salt  (sodium  in  any  form)  within  the  limits  of 
renal  excretory  capacity  on  the  one  hand  and  the 
patient’s  nutrition  on  the  other.  If  the  first 
succeeds,  the  second  is  no  problem  or  at  most  a 
minor  one,  but  chronic  congestive  failure  implies 
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that  improvement  of  the  circulation  has  fallen 
short  of  the  mark.  Hence,  one  must  concentrate 
on  dietary  restriction  of  sodium  or  accept  the 
alternative  of  frequent  use  of  mercurials  with  all 
the  unpleasantness  of  violent  swings  in  body 
fluid,  electrolytes,  tissue  turgor,  etc.,  not  to 
mention  other  reactions.  It  is  almost  like  wait- 
ing for  ketosis  each  time,  before  instituting  a 
diabetic  regime  and  insulin,  while  leaving  the 
latter  off  in  the  intervals. 

When  a patient  requires  a mercurial  once  a 
week  or  oftener,  he  is  uncomfortable,  physically, 
50  per  cent  or  more  of  the  time,  and  almost 
normal  life,  including  some  work  capacity,  is 
virtually  excluded.  If  he  fails  to  respond  to 
1 or  2 cc.,  he  soon  receives  3,  4,  6,  or  8 cc.  in 
some  quarters,  all  this,  not  infrequently,  without 
any  serious  effort  to  control  salt  in  the  diet. 
Even  in  this  great  medical  city,  where  patients 
can  shop  from  one  cardiac  clinic  or  hospital  to 
another,  it  is  remarkable  how  many  escape  any 
significant  instruction  in  low  salt  diets.  As  a 
simple  example,  few  hospitals  bake  salt-free 
bread  and  it  is  quite  a shopping  feat  to  find  salt- 
free  bread  outside  of  hospitals.  For  this  reason, 
at  the  Montefiore  Hospital  we  have  arranged  for 
decompensated  cardiac  patients  to  buy  salt-free 
bread  at  our  pharmacy. 

Our  medical  fathers  and  grandfathers  would  be 
amused  at  the  contemporary  furor  over  the 
rediscovery  of  the  effectiveness  of  the  low  salt 
diet  in  cardiac  edema.  They  knew  all  about  it 
in  the  years  between  1900  and  1920,  when  the 
organic  mercurial  diuretics  were  not  known. 
Long  before  1900,  the  Karrell  diet,  with  its  4 or 
5 glasses  of  milk  a day  and  a salt  content  of 
only  1 gm.,  was  a very  potent  antiedema  regime, 
even  though  woefully  deficient  in  calories,  iron, 
protein,  vitamins,  and  palatability.  Its  use  for 
short  periods  is  still  a very  practical  and  highly 
effective  discipline  for  a chronically  water-logged 
individual,  but  it  carries  the  disadvantage  of  con- 
veying to  the  patient  the  idea  that  milk  is  good 
for  him.  He  cannot  understand  then  why  it  is 
eliminated  from  his  later,  fuller  cardiac  diet. 
However,  as  the  palatability  of  sodium-free 
milk  is  improved  this  restriction  may  soon  be 
lifted,  permitting  the  more  liberal  use  of  the  well- 
known  nutritional  qualities  of  milk  and  its  prod- 
ucts in  the  cardiac  diet.2 

With  salt-free  bread,  salt-free  milk,  unsalted 
butter,  and  a little  plain  cottage  cheese,  the  chief 
hazards  of  the  low  salt  diet  are  by-passed,  pro- 
vided natural  unsalted  foods  are  used  as  meats, 
fruits,  and  vegetables  with  only  a few  exceptions 
such  as  bacon,  ham,  beets,  kale,  celery,  spinach, 
and  salt-water  fish.  Beware  of  corn  flakes, 
dry  cereal,  and  oleomargarine,  and,  of  course, 
canned  vegetables  or  their  juices.  One  can  easily 
arrange  a palatable  and  varied  diet  containing 


only  1.5  gm.  of  salt.  In  case  of  severe  rebellion 
on  the  part  of  an  undernourished  or  anorexic 
patient,  the  additional  use  of  1 Gm.  of  salt 
daily  from  a salt  shaker  at  the  table  is  permitted. 
The  total  salt  intake  of  2.5  Gm.  would  still  be 
less  than  half  of  the  ordinary  so-called  salt  poor 
diet  used  in  many  institutions.  After  the  first 
few  mercurials,  the  interval  between  injections 
may  be  increased  to  two  or  more  weeks,  and  in 
many  instances,  the  patient  may  be  restored  to 
sufficient  activity  to  permit  occupational  re- 
habilitation. The  change  in  morale  of  the 
patient  with  chronic  heart  failure  is  the  most 
gratifying  result.  For  those  whose  cardiac 
reserve  is  too  low  to  permit  physical  activity,  the 
reduction  of  clinic  visits  or  medical  fees  and  the 
decrease  in  the  number  of  emergencies  due  to 
acute  pulmonary  or  hepatic  congestion  is  an 
adequate  reward  for  adherence  to  a low  salt 
diet. 

Obviously,  the  less  severe  the  degree  of  con- 
gestive failure,  the  more  readily  will  a good 
response  occur.  Our  chronic  cardiac  patient  at 
Montefiore  Hospital  is  a tough  therapeutic 
problem,  but  the  diet  works  on  him.  We  insist 
that  every  patient  have  a scale  at  home  so  that 
he  can  weigh  himself  daily  and  keep  a record. 
The  patient  soon  learns  what  happens  if  the  diet 
is  broken. 

Once  the  salt  content  of  the  diet  is  limited  to 
about  1 or  1.5  Gm.  a day,  it  makes  little  dif- 
ference whether  the  patient  is  also  on  an  acid- 
ash  diet,  or  whether  he  drinks  1,500  cc.  or  5,000 
cc.  of  fluid  a day.  On  a larger  fluid  intake  the 
patient  will  excrete  more  urine,  but  not  much  more 
sodium  than  on  the  ordinary  intake.  The  fear 
of  fluid — hydrophobia — should  definitely  be  elim- 
inated by  demonstration  of  lack  of  persistent 
rise  in  weight  on  adding  a few  glasses  of  water  or 
other  liquids.  What  we  must  instill  in  the  pa- 
tient’s mind  is  natrophobia — fear  of  sodium  in  any 
form. 

Suppose  that,  notwithstanding  bed  rest,  digi- 
talization, low  salt  diet,  and  the  proper  use  of 
ammonium  chloride  and  mercurials,  the  patient 
still  remains  generally  miserable  and  markedly 
edematous  and  cyanotic  with  venous  congestion 
and  a large  liver?  Is  there  anything  else  that 
can  be  done  to  reduce  the  edema  safely?  My 
colleagues,  Drs.  Cherkasky  and  Heilman,  have 
applied  the  ingenious  experimental  technic  of 
Darrow  and  Yannet  to  remove  sodium  chloride 
from  the  body  by  instilling  several  liters  of  5 
per  cent  glucose  intraperitoneally  after  removing 
ascitic  fluid.8,4  The  glucose  solution  is  allowed 
to  equilibrate  with  the  blood  for  two  and  a half 
to  four  hours  and  then  is  removed,  carrying  with 
it  many  grams  of  sodium  chloride.  Usually 
there  is  good  diuresis  in  the  next  forty-eight 
hours,  since  the  kidneys  excrete  the  water  from 
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which  the  sodium  has  been  removed  by  the 
peritoneal  dialysis. 

It  is  possible  to  lower  the  serum  sodium  con- 
siderably by  this  technic  without  harm  to  the 
patient,  since  he  has  a large  excess  of  extra- 
vascular  fluid  to  prevent  the  circulating  plasma 
volume  from  falling  to  shock  levels.  Inciden- 
tally, the  relative  comfort  of  the  edematous  car- 
diac patient  with  a low  serum  sodium  and  chlo- 
ride level  explodes  the  myth  of  the  danger  of 
sodium  depletion  by  rigid  diets  or  vigorous 
mercurial  diuresis.  The  situation  is,  of  course, 
quite  different  in  a slightly  edematous  or  a non- 
edematous  or  dehydrated  cardiac  patient,  es- 
pecially in  hot  weather,  or  in  the  terminal 
cachectic  state. 

Nephrotic  Edema 

This  type  of  edema  is  in  some  ways  much 
more  difficult  to  manage  than  cardiac  edema. 
Theoretically,  the  patient  should  have  a high 
glomerular  filtration,  because  his  renal  blood 
flow  is  not  markedly  reduced,  if  at  all,  in  the 
earlier  stages.  The  glomerular  membrane  is 
not  fibrosed  enough  to  reduce  filtration,  and  the 
decrease  in  plasma  proteins  should  make  filtra- 
tion easier  if  the  blood  pressure  remains  normal. 
Yet,  in  spite  of  all  this,  the  sodium  excretion  is 
reduced  and  the  patient’s  edema  may  be  very 
stubborn,  even  on  a low  salt  intake  and  after  the 
use  of  mercurial  diuretics. 

Obviously,  other  factors  must  be  operative, 
especially  when,  without  changes  in  diet,  plasma 
albumin,  or  diuretic  drugs,  there  occurs  a spon- 
taneous diuresis  and  loss  of  edema  after  weeks 
or  months  of  little  change  in  weight.  No  one 
knows  what  happens  in  the  kidney  or  elsewhere 
to  bring  about  this  welcome  effect,  but  there  is 
some  evidence  that  the  tubules  of  a nephrotic 
patient  reabsorb  sodium  to  a greater  degree  than 
in  the  normal  or  the  cardiac  patient,  and  that  in  a 
so-called  spontaneous  remission  there  is  a return 
toward  the  normal  level.  We  are  utterly  igno- 
rant of  the  details  of  this  process. 

It  goes  without  saying  that,  like  the  cardiac 
patient,  and  even  more  so,  the  nephrotic  patient 
must  limit  his  salt  intake  severely.  In  addition 
there  is  the  added  burden  of  restoring  lost  tissue 
protein  and  body  weight,  of  continually  replacing 
the  wastage  of  proteinuria,  and,  if  possible, 
though  as  yet  unattainable,  the  task  of  elevating 
the  plasma  albumin  well  above  the  so-called 
edema  level  in  order  to  increase  colloid  osmotic 
pressure  and  pull  extravascular  fluid  back  into 
the  circulation.  It  must  be  realized  that  for 
every  gram  of  plasma  protein  lost  by  proteinuria 
or  malnutrition,  about  30  Gm.  of  tissue  protein 
disappear.6  Because  the  plasma  and  tissue 
proteins  form  a joint  protein  pool,  according  to 
Whipple  and  his  associates,  any  attempt  to 


increase  plasma  proteins  by  diet,  to  be  successful, 
must  furnish  these  30  Gm.  of  tissue  protein  for 
every  gram  increase  of  plasma  protein.6  A 
simple  example  will  illustrate  the  therapeutic 
problem. 

Suppose  a nephrotic  patient  has  a plasma 
albumin  of  1.8  Gm.  per  100  cc.  instead  of  the 
normal  4.8  Gm.  per  100  cc.,  in  short,  a deficit  of 
3 Gm.  of  albumin  per  100  cc.  of  plasma.  His 
plasma  globulin  is  normal.  If  his  plasma  volume 
is  3 L.,  he  will  need  30  X 3 or  90  Gm.  of  plasma 
albumin  to  restore  a normal  level.  However, 
before  this  increase  can  occur  from  dietary  pro- 
tein, he  must  provide  30  X 90  or  2,700  Gm.  of 
tissue  protein.  Assuming  that  body  tissue  is 
25  per  cent  protein,  the  patient  must  build  up  at 
least  4 X 2,700  Gm.  of  actual  tissue  and  muscle 
or  10,800  Gm.,  or  about  24  pounds  of  real  brawn, 
not  fat.  This  is  all  based  on  the  assumptions 
that  proteinuria  will  not  increase  as  the  plasma 
proteins  rise,  that  regeneration  of  tissue  and 
plasma  protein  is  proceeding  normally  in  the 
depleted  individual,  and  that  the  patient  can 
eat  enough  calories  daily  to  spare  enough  protein 
to  permit  the  continual  piling  up  of  nitrogen 
reserves  in  the  protein  pool.  This  is  quite  an 
assignment  in  reconversion,  and  it  is  no  wonder 
that  a few  weeks  or  months  of  a high  protein  diet 
seems  to  have  so  little  effect  on  the  nephrotic 
patient’s  plasma  albumin  level. 

Is  there  not  an  easier  and  more  direct  way? 
A biologically  economic  shot  in  the  arm?  Pre- 
fabricated human  salt-free  plasma  albumin  would 
seem  to  be  the  ideal  stuff.  Given  intravenously 
in  hypertonic  solution  in  calculated  amount,  it 
should  immediately  increase  the  plasma  albumin 
concentration,  raise  the  colloid  osmotic  pressure, 
and  promote  removal  of  edema  fluid.  Un- 
fortunately, the  powerful  colloid  osmotic  pressure 
of  the  injected  albumin  pulls  in  enough  inter- 
stitial fluid  into  the  blood  to  dilute  the  protein 
and  reduce  the  expected  increase  in  plasma  al- 
bumin concentration.  Also,  much  of  the  injected 
protein  runs  out  into  the  urine,  and  the  rest  dis- 
perses into  the  tissue  fluids,  where  some  is  used 
to  rebuild  tissue  protein,  and  some  is  metabolized 
and  excreted  as  nonprotein  nitrogen.  It  is  only 
after  the  administration  of  large  amounts  over  a 
period  of  weeks  that  some  of  the  desired  effect 
can  be  achieved  in  the  adult  patient.7  This  is  a 
very  expensive  procedure  in  terms  of  human  blood 
when  you  remember  that  25  Gm.  of  albumin 
require  at  least  500  cc.  of  plasma  or  1,000  cc.  of 
blood  To  inject  50  Gm.  daily  for  two  weeks — 
a moderate  estimate — means  a supply  of  28 
L.  or  56  pints  of  blood.  Since  the  effect  is  only 
temporary  at  best,  it  is  clear  that  there  is  little 
justification  for  the  use  of  this  therapeutic 
measure  in  the  nephrotic  syndrome  except  in 
infants  or  young  children  to  tide  them  over 
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dangerous  periods  in  the  disease;  and,  on  rare 
occasions,  its  use  is  justified  in  the  severely  under- 
nourished, totally  anorexic  adult. 

More  practical  measures  in  the  adult  are  a high 
caloric,  high  protein,  low  salt  diet  with  the  use  of 
mercurial  diuretics,  if  effective;  otherwise,  or  in 
addition,  the  use  of  potassium  nitrate  in  ade- 
quate dosage  is  generally  an  effective  step.8  A 
few  injections  of  gum  acacia  or  gelatin  over  a 
short  period,  as  practiced  at  the  Mayo  Clinic  by 
Keith  and  his  associates,  may  start  the  edema 
moving,  but  this  procedure  is  not  recommended 
for  use  by  the  general  practitioner.8  Ordinary 
plasma  or  even  concentrated  plasma  is  of  little 
or  no  value  in  adults  because  of  the  high  sodium 
content  and  its  wastefulness. 

The  great  problem  is  persuading  the  patient 
to  eat  3,000  calories  daily.  All  the  dietetic  arts 
must  be  utilized,  not  merely  the  science  alone. 
Without  the  extra  calories,  the  extra  dietary 
protein  is  largely  unavailable  for  rebuilding 
tissue  and  plasma  protein,  because  it  is  utilized 
for  energy.  Protein  is  an  expensive  fuel.  As  in 
the  case  of  liver  disease,  the  calories  count  heavily. 


Pre-uremic  Stages  of  Renal  Disease 

When  edema  develops  in  the  late  or  pre- 
uremic  stages  of  renal  disease  it  is  often  intrac- 
table because  of  the  common  occurrence  of  con- 
gestive heart  failure  on  a hypertensive  or  arterio- 
sclerotic basis,  superimposed  on  marked  reduction 
of  renal  function.  Mercurial  diuretics  are  no 
longer  useful  and  are  dangerous  if  pushed  beyond 
a trial  dose.  The  therapy  of  the  patient’s 
acidosis,  malnutrition,  and  dehydration  usually 
requires  the  administration  of  parenteral  fluids, 
and  only  the  finest  balance  between  intake  and 
output  can  prevent  further  increase  of  edema. 
This  is  the  one  pathologic  condition  in  which 
edema  can  be  increased  by  water  alone.  A 
change  in  the  composition  of  the  edema  fluid  is 
the  usual  occurrence,  depending  on  the  make-up 
of  the  injected  solution.  For  example,  the 
sodium  and  chloride  content  of  the  serum  and 
edema  fluid  may  be  markedly  lowered  by  ex- 
cessive infusion  of  glucose  in  distilled  water, 
thereby  increasing  edema  and  diluting  the  avail- 
able electrolytes  or,  in  case  of  increased  urine 
flow,  washing  them  out.  The  kidney  can  no 
longer  regulate  the  chemical  composition  of  the 
body  fluids,  and  all  sorts  of  bizarre  artificial 
patterns  may  be  produced  by  administering  this 
or  that  solution. 


Cirrhosis  of  the  Liver 

The  treatment  of  ascites  and  edema  due  to 
cirrhosis  of  the  liver  has  been  revolutionized  by 
the  excellent  clinical  experiments  of  Patek  and 
Post  and  other  investigators  who  have  sub- 


stituted the  seven-course  dinner  for  the  abdom- 
inal trocar.9  Now,  instead  of  removing  from  the 
body  several  liters  of  ascitic  fluid  and  its  content 
of  precious  plasma  protein  every  few  weeks, 
we  make  every  effort  to  push  into  the  patient’s 
gastrointestinal  tract,  calories,  protein,  and 
vitamins  day  after  day,  week  after  week,  and 
month  after  month.  The  results  are  often  grati- 
fying; the  patient’s  re-accumulation  of  fluid 
slows  up  or  ceases  entirely,  and  general  nutrition 
and  life  expectancy  are  prolonged,  even  though 
hemorrhage  from  esophageal  varices  may  still 
terminate  the  course  of  the  disease.  The  real 
lesson  to  be  learned  from  this  therapeutic 
achievement  is  the  importance  of  good  food  in 
the  early  treatment  of  chronic  fatty  or  alcoholic 
livers  and  various  types  of  hepatitis,  toxic  or 
infectious,  years  before  the  full-blown  cirrhosis 
has  developed.  With  better  methods  for  diag- 
nosing liver  disease  and  with  more  attention  to 
early  clinical  signs  of  malnutrition,  we  should  be 
able  to  take  full  advantage  of  the  curative  effects 
of  optimal  diets.  Whether,  in  addition,  special 
supplements  of  choline,  methionine,  or  other 
lipotropic  agents,  or  liver  extracts  will  materially 
improve  the  results,  over  those  obtained  from 
diet  alone,  still  remains  to  be  shown. 

When  parenteral  feeding  is  indicated  in  ad- 
vanced liver  disease  or  when  the  oral  intake  of  a 
full  diet  is  difficult  to  achieve,  it  may  be  of  con- 
siderable value  to  give  enough  salt-free  human 
albumin,  25  to  50  Gm.  daily  intravenously,  to 
restore  some  tissue  protein  rapidly,  to  elevate  the 
plasma  albumin,  to  promote  diuresis,  and  to 
reduce  the  formation  of  ascites  and  edema.10 
While  this  effect  is  temporary,  it  is  much  more 
marked  than  in  the  nephrotic  syndrome,  because 
there  is  no  proteinuria,  ordinarily,  in  liver  disease. 
The  injection  of  protein  hydrolysates,  while 
furnishing  a source  of  nitrogen  for  the  daily 
requirements  of  protein  metabolism,  will  not 
usually  lead  to  the  building  up  of  badly  needed 
plasma  albumin.  For  this  specific  purpose  there 
is  nothing  like  prefabricated  human  albumin, 
expensive  though  it  may  be. 

Diabetic  Glomerulosclerosis 

In  diabetic  glomerulosclerosis  we  find  two 
kinds  of  edema,  at  times  intermingled.  In 
younger  individuals  and  in  the  earlier  or  inter- 
mediate states  of  the  disease,  the  edema  is  of  a 
nephrotic  type  correlated  with  marked  protein- 
uria and  hypoalbuminemia.  Renal  and  cardiac 
function  are  still  relatively  good,  although  hyper- 
tension and  diabetic  retinopathy  are  usually 
present.  In  older  subjects  the  clinical  picture  is 
regularly  complicated  by  congestive  heart  failure 
of  hypertensive  or  arteriosclerotic  origin  and  by 
more  or  less  severe  degrees  of  renal  insufficiency. 
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In  this  group,  edema  is  likely  to  become  as  in- 
tractable as  in  any  other  combination  of  cardiac 
and  renal  failure.  The  treatment  then  becomes 
essentially  that  of  chronic  uremia,  not  a very 
pleasant  task. 

In  the  younger  diabetic  group  with  nephrotic 
edema,  the  same  principles  of  therapy  apply  as  in 
any  other  nephrotic  edema:  low  salt,  adequate 
protein,  high  caloric  intake,  and  judicious  use  of 
diuretics. 

In  addition,  diabetic  management  is  main- 
tained, since,  contrary  to  what  some  phy- 
sicians have  believed,  glycosuria  does  not  lead  to 
removal  of  edema  and  sodium  from  the  body 
unless  ketosis  is  allowed  to  supervene.  It 
should  be  remembered  that  in  some  diabetes 
with  considerable  peripheral  vascular  disease 
and  neuropathy  or  myelopathy,  there  may  be 
persistent  edema  of  the  feet  due  largely  to  local 
neurocirculatory  disturbance,  aggravated  by  un- 
recognized mild  congestive  heart  failure.  These 
patients  may  also  have  some  proteinuria  due  to 
renal  arteriosclerosis,  but  little  or  no  decrease 
in  plasma  albumin.  Obviously,  this  edema  is 
not  nephrotic  and  will  not  respond  to  dietary 
measures,  apart  from  restriction  of  sodium. 

Other  Types  of  Edematous  Conditions 

In  the  persistent  edema,  caused  by  constrictive 
pericarditis,  it  is  obvious  that  surgical  removal  of 
the  thickened  pericardium  is  the  only  measure 
that  promises  permanent  relief.  If  this  cannot 
be  done,  or  if  this  fails  to  achieve  the  desired 
result,  the  future  treatment  is  essentially  the 
same  as  for  chronic  congestive  heart  failure, 
excepting  for  the  use  of  digitalis.  However, 
with  an  early  diagnosis  and  experienced  surgery, 
only  a few  of  these  patients  will  not  respond 
dramatically. 


The  edema  of  myxedema  is  intractable  only  so 
long  as  the  diagnosis  has  not  been  made.  This 
can  be  a surprisingly  long  time. 

Scleredema  is  a mysterious  condition,  probably 
the  result  of  an  unusual  allergic  reaction  to  an 
acute  infection,  distressing  and  disfiguring  while 
it  lasts  but,  fortunately,  subsiding  spontaneously 
in  most  of  the  reported  cases  after  some  months 
or  years.11 

. We  know  so  little  about  the  mechanism  and 
•treatment  of  steroid  hormonal  edemas  such  as 
occur  in  pregnancy,  in  the  Cushing  syndrome,  in 
certain  ovarian  disturbances,  and  in  other  rarer 
situations,  that  it  is  perhaps  just  as  well  that 
there  is  no  time  left  to  discuss  them  in  detail. 
Whether  insufficient  inactivation  of  steroid 
hormones  or  pituitrin  by  a diseased  or  mal- 
functioning liver  also  plays  a role  in  hepatic, 
cardiac,  and  nephrotic  edema  is  still  a matter  of 
conjecture  and  not  of  fact.  It  is  to  be  hoped 
that  some  of  these  problems  will  be  settled  in  the 
near  future. 

100  East  Gun  Hill  Road 
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TEAM  OF  EIGHT  DOCTORS  TO  PUERTO  RICO  ON  MEDICAL  MISSION 


Eight  physicians,  including  one  from  New  York, 
left  on  January  20  for  Puerto  Rico  to  participate  in  a 
medical  mission  sponsored  by  the  U.  S.  Department 
of  Interior  in  cooperation  with  the  A.  M.  A. 

Three  Chicago  physicians,  all  associated  with  the 
University  of  Illinois  College  of  Medicine  are  in  the 
group:  Dr.  Ernest  E.  Irons,  Dr.  John  B.  Youmans, 
and  Dr.  H.  N.  Sanford.  The  others  are:  Dr.  W.  L. 
Benedict  of  the  Mayo  Clinic,  Rochester,  Minne- 
sota; Dr.  G.  M.  Saunders  of  the  Washington  Uni- 
versity School  of  Medicine,  St.  Louis;  Dr.  E.  C.  Per- 
son of  the  Cornell  University  Medical  College,  New 
York;  Dr.  John  H.  Willard  and  Dr.  E.  D.  Bond, 
Philadelphia. 


Miss  Edna  Newman  of  the  Cook  County  Hospital 
School  of  Nursing,  Chicago,  will  accompany  the 
mission  as  a representative  of  the  nursing  profession. 

The  purpose  of  the  mission  will  be  to  investigate 
the  medical  services  now  available  for  the  indigent 
in  Puerto  Rico,  and  to  submit  recommendations  for 
the  improvement  of  those  services. 

The  medical  investigators  also  will  visit  the  Virgin 
Islands. 

Dr.  Youmans,  in  addition  to  participating  in  the 
mission,  will  conduct  experiments  on  tropical  sprue 
(a  chronic  disease  which  causes  emaciation,  anemia, 
and,  frequently,  death)  in  Puerto  Rico. — A.M.A. 
News,  January  23, 1948 


RINGWORM  OF  THE  SCALP  IN  NEW  YORK 


Royal  M.  Montgomery,  M.D.,  John  A.  Heinlein,  M.D.,  and  Frances  E.  Karpluk,  B.A., 
New  York  City 

{From  the  New  York  Skin  and  Cancer  Unit,  Department  of  Dermatology  and  Syphilology,  New  York  Post- 
Graduate  Medical  School  and  Hospital) 


THERE  have  been  many  recent  reports  of 
epidemics  of  tinea  capitis  throughout  the 
United  States.1-4  Most  observers  have  found 
Microsporon  audouini  to  be  the  most  prevalent 
causative  organism,  although  there  have  been 
studies  in  different  localities  which  have  shown 
other  fungi  to  be  the  causative  factors.5 

For  the  purpose  of  comparison  and  in  order  to 
supplement  the  existing  reports,  a statistical 
study  of  the  cases  at  the  New  York  Skin  and 
Cancer  Unit  was  made  with  the  findings  reported 
here. 

During  the  eight-year  period  of  1940  to  1947, 
2,857  cases,  of  which  2,379  (83.3  per  cent)  were 
caused  by  hi.  audouini,  of  tinea  capitis  were 
treated  in  this  clinic.  During  1941  and  1942, 
there  was  a gradual  increase  in  the  incidence  of 
M.  audouini  infections.  A sharp  rise  of  tinea 
capitis  cases  occurred  in  1943,  accompanied  by  an 
abrupt  relative  increase  in  the  percentage  of 
cases  caused  by  M.  audouini.  This  high  level 
has  been  maintained  and  demonstrates  that  the 
epidemic  in  New  York  City  and  the  surrounding 
area  has  not  abated.  In  1946,  587  cases  of 
ringworm  of  the  scalp  were  treated,  of  which  M. 
audouini  was  the  causative  fungus  in  502  or 
85.5  per  cent.  In  1947,  528  cases  were  treated; 
82.6  per  cent  of  these  were  caused  by  hi. 
audouini. 

Table  1 lists  by  years  the  various  organisms 
found  and  the  number  of  cases  caused  by  each. 

In  addition  to  the  high  incidence  of  hi.  audou- 
ini, it  will  be  noted  that  our  series  includes  3 
cases  caused  by  Trichophyton  crateriforme  and 
4 cases  from  which  T.  sulfureum  was  isolated. 
Achorion  schoenleini  and  T.  violaceum  were 
more  prevalent  than  the  other  endothrix  organ- 
isms just  mentioned.  There  were  4 cases  of 
eyelash  infection  during  the  eight-year  period; 
all  were  caused  by  M.  audouini. 

In  1 case  of  tinea  capitis,  fuseaux-like  bodies  on 
the  infected  hair  shaft  were  noticed.  At  dif- 
ferent visits  microscopic  examination  of  a sodium 
hydroxide  preparation  of  the  hair  showed  these 
fuseaux-like  bodies.  This  had  not  been  pre- 
viously observed  at  the  New  York  Skin  and 
Cancer  Unit.  Although  Benham,  Hopper,  and 
Delamater  have  verbally  mentioned  observing 
them,  no  reference  in  the  literature  to  the  pres- 
ence of  these  bodies  on  direct  examination  of 
fungous-infected  hairs  has  been  found. 


F urther  examination  and  study  is  necessary  to 
determine  whether  these  bodies  are  in  reality 
fuseaux  or  whether  they  may  be  epithelial  cells 
or  other  formations  which  have  split  off  from  the 
cortex  of  the  hair  itself  (Fig.  1). 

Summary 

1.  From  1940  to  1947,  inclusive,  2,857  cases 
of  tinea  capitis  have  been  studied  at  the  New 
York  Skin  and  Cancer  Unit.  Of  these,  83.3 
per  cent  were  caused  by  M.  audouini. 

2.  There  has  been  a sharp  increase  in  ring- 
worm of  the  scalp  since  1943,  and  a substantial 
relative  increase  of  infections  by  M.  audouini. 

3.  Three  cases  of  Trichophyton  crateriforme, 
4 cases  of  T.  sulfureum  infections  of  the  scalp, 
and  4 cases  of  M.  audouini  infections  of  the  eye- 
lashes are  reported. 

4.  Fuseaux-like  bodies  were  observed  on 
direct  examination  of  hairs  in  1 case  of  M. 
audouini  infection  of  the  scalp. 

57  West  57th  Street 
999  Fifth  Avenue 
301  East  19th  Street 


Fig.  I.  Infected  hair  showing  sheath  of  spores 
and  fuseaux-like  bodies  at  t he  cortex.  These  bodies 
are  not  regularly  shaped  nor  do  they  show  uniform 
septa. 
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TABLE  1. — Fungi  Found  in  Tinea  Capitis  at  the  New  York  Skin  and  Cancer  Unit 


Organism 

1940 

1941 

1942 

1943 

1944 

1945 

1946 

1947 

Total 

Percentage 

Microsporon  lanosum 

24 

28 

26 

55 

63 

65 

80 

53 

394 

13  8 

Microsporon  audouini 

29 

53 

65 

489 

365 

421 

502 

455 

2379 

83  3 

Trichophyton  violaceum 

0 

2 

2 

2 

2 

0 

2 

3 

13 

0.5 

Achorion  sehoenieini 

1 

5 

5 

0 

1 

0 

2 

16 

0.6 

Trichophyton  crateriforme 

0 

1 

1 

1 

0 

0 

0 

0 

3 

0. 1 

Trichophyton  sutfureum 

0 

0 

0 

0 

1 

0 

1 

2 

4 

0. 1 

Microsporon  fulvum 

0 

0 

0 

2 

0 

1 

1 

0 

4 

0.1 

No  growth  or  not  diagnosed 

3 

1 

0 

26 

0 

0 

1 

13 

44 

1.5 

Total 

57 

90 

99 

575 

433 

488 

587 

528 

2857 

100.0 
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MAYOR  O’DWYER  URGES  STUDENT  NURSE  RECRUITMENT  IN  ILLUSTRATED 
HOSPITAL  DEPARTMENT  BOOKLET 


In  its  intensive  drive  to  recruit  additional  gradu- 
ate nurses  and  more  students  for  it  snursing  schools, 
the  Division  of  Nursing  of  the  Department  of  Hospi- 
tals, on  January  19  began  the  distribution  of  20,- 
000  copies  of  a 32-page  illustrated  booklet  with  a 
foreword  by  Mayor  William  O’Dwyer,  urging  young 
people  to  consider  nursing  as  a career.  The  Mayor’s 
statement  follows: 

No  profession  today  offers  fuller  opportunities  for 
young  people  than  nursing.  Salary  levels  have 
been  raised  and  the  nursing  service  in  our  munici- 
pal hospitals  now  enjoys  a 40-hour,  five-day  week. 
But  beyond  that  I know  of  no  work  that  is  more 
soul  satisfying  than  the  inner  reward  that  comes 
from  ministering  to  the  sick  and  distressed,  for 
this  is  truly  one  of  man’s  nobler  callings.  With 
vast  new  horizons  open  to  nurses  in  hospitals, 
public  health,  and  industry,  the  need  today  is 
acute.  The  enrollment  of  student  nurses  now  will 
mean  more  graduates  to  fill  the  increasing  number 
of  job  opportunities  that  present  themselves  in 
both  the  professional  and  practical  nurse  fields.  I 
sincerely  hope  this  brochure  will  present  a full 
picture  of  nurse  training  to  you  so  that  you  may 
choose  nursing  as  a career. 


Text  and  pictures  outline  the  work  and  recrea- 
tional activities  of  student  nurses  in  the  Depart- 
ment’s six  professional  schools  of  nursing,  as  well  as 
for  its  practical  nurse  school  on  Welfare  Island,  give 
entrance  requirements,  opportunities  for  the  gradu- 
ate and  the  cultural  and  educational  advantages  of 
New  York  City  as  a training  center. 

The  27  municipal  hospitals  and  homes  of  this  city 
have  a total  of  2,314  graduate  nurse  vacancies  and  a 
minimum  of  600  more  students  can  be  trained  in  the 
Department’s  nursing  schools.  Enrollment  in  the 
graduate  nursing  schools  has  fallen  to  396  students 
in  1947  from  a high  of  588  students  in  1945,  the  final 
year  of  enlistment  in  the  U.S.  Cadet  Nurse  Corps 
through  which  nurse  training  was  subsidized  by  the 
Federal  Government.  Nationally,  student  enroll- 
ment dropped  to  about  40,000  in  1947,  from  56,567 
in  1945. 

The  nursing  booklet  may  be  obtained  free  by 
writing  to  Mary  Ellen  Manley,  R.N.,  Director, 
Division  of  Nursing,  Department  of  Hospitals,  125 
Worth  Street,  New  York  City  13;  or  by  calling 
WOrth  2-4440,  Extensions  515  or  516. 

The  recruitment  campaign  is  under  the  super- 
vision of  Hazel  Houston,  R.N.,  of  the  Nursing  Divi- 
sion. 


UNION  INCREASE  UNNECESSARY  FOR  MEDICAL  CARE 


It  is  understood  that  the  United  Automobile 
Workers  Union  is  asking  a 30  cents  per  hour  increase 
in  pay  for  its  members,  25  cents  of  which  is  to  cover 
the  higher  cost  of  living  and  five  cents  to  cover 
“medical  care.” 

On  the  basis  of  a 37-hour  work  week,  this  “medical 
care”  fund  would  total  $96.20  per  year  for  each 


employee.  A.M.A.  insurance  experts  are  wondering 
if  union  employees  have  overlooked  the  fact  that 
they  can  get  very  good  prepaid  coverage  for  them- 
selves and  their  families  for  this  amount.  Several  of 
the  very  good  medical  and  surgical  insurance  plans 
now  available  cost  much  less  than  $96.20  annually. — 
Secretary’s  Report,  A.M.A.,  February  9,  1948 


VIRUS  MENINGITIS  AND  INFECTIOUS  MONONUCLEOSIS 

Stephen  B.  Payn,  M.D.,  New  York  City 

( From  the  Lebanon  Hospital,  Department  of  Medicine,  Service  of  Dr.  S.  Gitlow ) 


THERE  seems  to  be  hardly  anything  in  com- 
mon between  virus  meningitis  and  infectious 
mononucleosis;  yet,  it  may  sometimes  be  neces- 
sary to  make  a differential  diagnosis  between  the 
two  conditions. 

Virus,  or  lymphocytic,  meningitis  was  first  de- 
scribed by  Wallgren  in  1925,  as  acute  aseptic 
meningitis.1  It  is  characterized  by  an  acute 
onset  with  headaches,  vomiting,  fever,  nuchal 
rigidity,  and  lymphocytic  pleocytosis.  In  this 
description  there  is,  indeed,  very  little  that 
would  remind  one  of  infectious  mononucleosis 
with  its  lymphadenopathy,  splenomegaly,  and 
characteristic  blood  findings.  Sometimes,  how- 
ever, infectious  mononucleosis  may  be  compli- 
cated by  meningeal  manifestations. 

The  first  clear  descriptions  of  neurologic  com- 
plications in  infectious  mononucleosis  were  given 
in  1931,  by  Epstein  and  Dameshek  and  by  Johan- 
sen.23 Since  then,  a number  of  other  reports 
have  appeared.  Their  similarity  to  lymphocytic 
meningitis  is  striking.  Referring  to  this  similarity, 
Epstein  calls  attention  to  the  fact  that  there  are 
systemic,  as  well  as  blood,  diseases  which  show 
central  nervous  system  involvement.4  He  be- 
lieves that  infectious  mononucleosis  may  produce 
cerebral  changes,  and  conversely,  that  lympho- 
cytic meningitis  is  merely  a manifestation  of  some, 
as  yet  unknown,  systemic  disease.  Zohman  and 
Silverman  point  out  that  many  virus  diseases  are, 
in  some  instances,  complicated  by  encephalitis 
and  myelitis,  an  indication  that  the  virus  has  ac- 
quired neurotropic  properties.6  They  assume 
that  the  virus  of  infectious  mononucleosis  also 
becomes  neurotropic  sometimes. 

It  would  be  interesting  to  know  whether  there 
are  any  spinal  fluid  changes  in  cases  of  infectious 
mononucleosis  which  do  not  show  any  symptoms 
or  signs  of  meningeal  involvement.  Thelander 
and  Shaw  found  several  reports — in  the  literature 
on  the  subject  and  in  personal  communications  to 
the  authors — to  the  effect  that  the  spinal  fluid  in 
such  cases  was  normal.6  However,  Schmidt  and 
Nyfeldt  saw  3 patients  with  infectious  mono- 
nucleosis whose  spinal  fluid  showed  an  increased 
number  of  cells,  even  though  there  was  no  clinical 
evidence  of  central  nervous  system  disease.7 

Because  of  the  possibility  of  meningeal  involve- 
ment in  infectious  mononucleosis,  many  authors 
advise  that  this  diagnosis  be  considered  in  every 
case  of  virus  meningitis.  Tidy  goes  even  further.8 
He  points  out  that  the  symptoms,  course,  prog- 
nosis, and  spinal  fluid  changes  in  lymphocytic 


meningitis  and  in  the  neurologic  manifestations  of 
infectious  mononucleosis  are  identical.  In  the 
literature  he  did  not  find  a single  report  of  a case 
of  lymphocytic  meningitis  in  which  infectious 
mononucleosis  was  even  mentioned,  let  alone  ex- 
cluded, and  he  insists  that  in  the  presence  of 
neurologic  symptoms,  infectious  mononucleosis 
can  be  excluded  only  by  the  heterophile  agglu- 
tination test. 

The  question  arises  as  to  whether  a positive 
heterophile  agglutination  test  alone  is  sufficient 
evidence  for  the  diagnosis  of  infectious  mononu- 
cleosis. Kaufman  states  that  an  increased 
heterophile  antibody  reaction  may  occur  in 
diseases  other  than  infectious  mononucleosis  and 
mentions  a case  of  Hodgkin’s  disease  and  a case 
of  rubella.9  Kent  reports  a positive  heterophile 
reaction  in  a patient  with  leukemia  and  raises  the 
question  as  to  whether  the  case  represents  a 
“false”  positive  reaction  or  leukemia  with  super- 
imposed infectious  mononucleosis.10  That  in- 
jections of  horse  serum  will  produce  a positive 
heterophile  antibody  reaction  is  well  known,  but 
there  are  ways  of  differentiating  heterophile 
agglutinations  due  to  infectious  mononucleosis 
from  those  due  to  other  conditions.  According  to 
Kaufman,  the  present  concept  recognizes  that 
there  are  3 types  of  sheep  cell  agglutinins:  those 
in  normal  serum,  which  are  absorbed  by  guinea- 
pig  kidney  but  not  by  boiled  beef  erythrocytes; 
those  in  the  serum  of  patients  with  infectious 
mononucleosis,  which  are  absorbed  by  boiled  beef 
erythrocytes  but  not  by  guinea-pig  kidney,  and 
those  in  the  serum  of  patients  treated  with  horse 
serum,  which  are  absorbed  by  both  guinea-pig 
kidney  and  beef  erythrocytes. 

These  absorption  tests  were  performed  in  the 
case  presented  here. 

Case  Report 

Case  1. — A 22-year-old,  white  girl  developed  gen- 
eral malaise,  rather  suddenly,  with  temporal  and 
occipital  headaches,  aching  in  her  back  and  legs,  and 
fever  ranging  between  101  and  102  F.  (rectally).  On 
the  third  day  of  her  illness  she  had  a chill.  The  head- 
aches became  more  intense,  and,  in  addition,  photo- 
phobia became  a prominent  symptom.  The  follow- 
ing day  she  vomited  undigested  food  on  several 
occasions.  The  physical  examination,  which  had 
shown  normal  findings  up  to  that  time,  then  dis- 
closed nuchal  rigidity.  The  tendon  reflexes  were 
normal.  Kernig’s  sign  was  negative. 

The  patient  immediately  received  300,000  units  of 
penicillin  in  oil  and  beeswax  intramuscularly,  6.0 
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Gm.  of  sodium  sulfadiazine  intravenously,  and  4.0 
Gm.  of  sulfadiazine  by  mouth.  Several  hours  later, 
she  was  admitted  to  the  hospital. 

A spinal  tap  showed  clear  fluid  under  a pressure  of 
100  mm.  of  water,  with  96  cells  per  cu.  mm.,  95  per 
cent  of  which  were  lymphocytes.  Globulin  was 
present.  The  sugar  content  was  52  mg.  per  100  cc. 
No  organisms  were  found  on  smear  or  culture.  The 
blood  showed  a hemoglobin  of  13.6  Gm.  and  7,700 
white  blood  cells  with  56  per  cent  polymorphonuclear 
leukocytes,  2 per  cent  eosinophile  leukocytes,  4 per 
cent  band  forms,  1 per  cent  juvenile  forms,  and  37 
per  cent  lymphocytes.  A week  later,  there  were 
9,900  white  blood  cells  with  58  per  cent  polymor- 
phonuclear leukocytes,  2 per  cent  eosinophile 
leukocytes,  2 per  cent  band  forms,  3 per  cent 
juvenile  forms,  and  34  per  cent  lymphocytes.  On  the 
tenth  day  of  illness  the  heterophile  antibody  test 
showed  agglutination  in  1:40  dilution.  Thirteen 
days  later,  the  titer  was  1 : 80. 

Under  palliative  treatment  the  symptoms  and 
signs  subsided,  and  the  patient  was  discharged  ten 
days  after  admission. 

Two  months  later  the  heterophile  antibody  reac- 
tion was  repeated  with  the  absorption  tests.  The 
results  were  as  follows:  nonabsorbed,  agglutination 
in  1:56  dilution;  after  absorption  with  guinea-pig 
kidney,  no  agglutination;  after  absorption  with 
boiled  beef  erythrocytes,  agglutination  in  1:28  dilu- 
tion.* In  other  words,  the  antibody  for  infectious 
mononucleosis  was  not  present. 

Comment 

This  is  a patient  who  presented  the  symptoms, 
signs,  laboratory  findings,  and  course  of  virus 
meningitis.  There  was  no  enlargement  of  lymph 
nodes  or  spleen.  The  blood  picture  was  essen- 
tially normal,  and  yet,  the  heterophile  antibody 
reaction  was  positive  in  low  but  increasing  titers. 
After  two  months,  heterophile  agglutination  was 
still  present,  but  absorption  tests  showed  that  the 
antibody  for  infectious  mononucleosis  was  not 
present.  According  to  Thomson  this  may  occur  in 
infectious  mononucleosis  at  the  beginning  of  the 
disease,  at  the  end  of  the  disease,  or  if  there  has 
been  any  other  intercurrent  febrile  disease.11 

* With  the  technic  employed  (Dr.  Annis  E.  Thomson’s 
five-minute  modification  of  the  Davidsohn  method11),  a titer 
of  1 : 28  in  nonabsorbed  serum  and  a titer  of  1:  14,  after  ab- 
sorption, is  considered  positive. 


In  the  case  presented  the  absorption  tests  were 
done  two  months  after  clinical  recovery.  Further- 
more, the  patient  had  had  an  upper  respiratory 
tract  infection  about  three  weeks  before  the  tests 
were  performed.  Therefore,  no  conclusions  can 
be  drawn  from  this  case.  It  would  be  interesting, 
however,  especially  in  view  of  Tidy’s  paper,  to 
observe  how  often  a positive  heterophile  antibody 
reaction  occurs  in  virus  meningitis,  and  what  the 
absorption  tests  show  in  such  cases.8 

Summary 

Infectious  mononucleosis  may  be  complicated 
by  meningeal  manifestations  and  may  "then 
present  the  same  clinical  picture  as  virus  menin- 
gitis. The  heterophile  antibody  reaction  should, 
therefore,  be  performed  in  all  cases  of  virus 
meningitis.  It  should,  however,  be  supplemented 
by  absorption  tests  in  order  to  detect  agglutina- 
tion due  to  conditions  other  than  infectious 
mononucleosis. 

A case  of  virus  meningitis  is  presented  which 
showed  a positive  heterophile  agglutination  re- 
action, but  in  which  the  absorption  tests  sug- 
gested that  the  antibody  for  infectious  mononu- 
cleosis was  absent.  Because  of  interfering  factors, 
no  conclusions  can  be  drawn  in  this  case  from  the 
result  of  the  tests.  It  would  be  interesting  to  note 
the  results  of  these  tests  in  other  cases  of  virus 
meningitis. 

2491  Davidson  Avenue 
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HYDATIDIFORM  MOLE  IN  PRIMIGRAVIDA 

Francis  A.  Smith,  M.D.,  F.A.C.S.,  Buffalo,  New  York 


A/T  ARCH  AND  was  the  first  to  establish  the 
fetal  origin  of  hydatidiform  mole,  and  later, 
Ewing  related  that  a teratomatous  origin  was  also 
likely  in  very  young  or  old  individuals  exhibiting 
this  condition.  The  cases  to  be  presented  here 
are  two  young  women,  primigravida,  in  their  early 
twenties.  The  first  case  suffered  from  a pilonidal 
cyst  but  was  otherwise  well.  The  second  case  had 
enjoyed  average  good  health  up  to  the  onset  of  her 
present  illness. 

Conservative  therapy  was  employed  in  both  these 
cases  because  of  the  possibility  of  future  preg- 
nancies. Had  they  been  treated  by  abdominal 
operation,  leaving  a scar  in  the  uterine  musculature, 
the  risk  of  rupture  of  the  uterus  would  have  been 
present  in  all  subsequent  pregnancies.  Thus,  nor- 
mal childbirth,  following  the  mole  might  have  been 
supplanted  by  cesarean  section,  or,  even  worse, 
spontaneous  rupture  of  the  uterus  with  fetal  and 
maternal  catastrophe. 

Therapy  tvas  instituted  as  soon  as  the  diagnosis 
was  made  and  consisted  of  evacuation  of  part  of  the 
mole  through  the  slightly  dilated  cervix  uteri,  the 
insertion  of  a pack,  and  the  oral  administration  of 
ergotrate  and  stilbestrol  for  twelve  to  eighteen 
hours.  During  this  preoperative  treatment  which 
controlled  the  hemorrhage,  the  patient’s  blood  was 
studied,  and  whole  blood  infusions  and  adequate 
fluids  were  given.  When  the  patient  was  in  good 
condition,  she  was  removed  to  the  delivery  room, 
was  prepared  and  draped  as  for  vaginal  surgery,  and 
was  anesthetized.  The  cervix  was  exposed  and,  if 
necessary,  was  gently  dilated  to  two  fingers’  width. 
A sponge  forceps  was  then  inserted  and  the  uterus 
slowly  emptied  of  its  contents.  As  the  size  of  the 
uterus  decreased,  ergotrate  was  given  intravenously. 
Signs  of  fresh  hemorrhage  were  an  indication  to 
wait  for  further  uterine  contraction  before  pro- 
ceeding with  the  evacuation. 

After  the  uterus  reached  such  a size  that  the 


fundus  could  be  palpated  digitally  via  the  cervix, 
the  uterine  wall  was  examined  digitally  in  an 
attempt  to  locate  any  areas  of  infiltration  of  the 
uterine  musculature.  One  cannot  be  too  cautious 
or  too  gentle  in  this  procedure.  Since  none  were 
felt  in  either  of  these  cases,  the  uterine  wall  was 
gently  curetted  by  the  examining  finger  and  all 
loose  mole  removed.  The  well-contracted  uterus 
was  then  lightly  curetted  with  a flat,  rounded 
Thomas  curet,  and  a sulfanilamide-impregnated 
pack  was  placed  firmly  in  the  uterine  cavity,  cervix, 
and  vagina. 

Postoperativcly  the  patients  received  additional 
blood  and  fluids  plus  ergotrate  and  stilbestrol. 
The  convalescence  of  one  patient  was  stormy, 
while  that  of  the  other  was  dramatic  in  its  sudden- 
ness. The  packs  were  removed  in  twenty-four 
hours  and  the  ergotrate  and  stilbestrol  continued 
until  involution  was  firmly  established,  and  the 
lochia  was  at  its  physiologic  minimum.  Friedman 


tests  were  made  until  two  successive  negative 
tests  were  reported. 

Case  Reports 

Case  1. — Mrs.  A.  R.  was  a 21-year-old  white 
woman.  She  had  had  no  previous  illness  except  a 
pilonidal  cyst  which  had  become  infected  n several 
occasions.  Her  present  condition  dated  fr  »m  De- 
cember 10, 1941,  which  was  her  last  normal  menstrual 
period.  On  January  23,  1942,  she  began  to  flow 
vaginally  every  three  or  four  days.  Associated 
with  the  amenorrhea  was  a marked  nausea  and 
vomiting  with  severe  weight  loss.  On  February  27, 
she  flowed  heavily  and  was  admitted  to  the  Buffalo 
General  Hospital  on  March  1. 

Examination  revealed  a uterus  the  size  of  a five 
months’  pregnancy.  (Previous  examination  in  Jan- 
uary revealed  a uterus  the  size  of  a three  months’ 
pregnancy.)  X-ray  examination  showed  no  evi- 
dence of  a fetus,  and  the  Friedman  test  was  positive 
in  a 1:10  dilution.  At  this  time  a diagno  us  of  mole 
was  considered  as  most  likely  but  was  not  proved. 
The  bleeding  subsided,  and  the  patient  was  dis- 
charged on  March  5,  1942. 

On  March  20,  she  again  began  to  hemorrhage  and 
had  a sudden  profuse  episode  of  bleeding.  She  was 
hospitalized  again  and  given  500  cc.  of  woole  blood. 
Examination  showed  the  uterus  enlarged  to  size  of 
seven  months’  pregnancy.  On  March  21,  she  again 
bled  severely  and  was  removed  to  the  delivery  room 
and  examined  under  aseptic  conditions.  A small 
amount  of  mole  was  removed  and  the  cervix,  which 
was  one  finger  dilated,  was  packed.  She  was  given 
500  cc.  of  whole  blood  and  prepared  for  surgery. 
The  following  morning,  under  gas  and  oxygen  anes- 
thesia, the  mole  was 'evacuated  with  a sponge  for- 
ceps. Intravenous  ergotrate  was  given,  and  when 
the  uterus  was  contracted  sufficiently,  the  wall  was 
curetted  digitally.  The  uterus  was  then  tightly 
packed  and  the  patient  returned  to  her  room. 

The  postoperative  course  was  febrile  for  four  days 
with  two  chills  and  a high  temperature  of  105  F. 
The  patient  was  given  1,750  cc.  of  whole  blood  and 
improved  rapidly.  She  was  discharged  on  March 
31,  in  excellent  condition. 

Case  2. — Mrs.  M.  It.  was  a 22-year  old  white 
woman  of  average  size  and  weight.  She  was 
first  seen  on  February  7,  1947,  and  gave  a history  of 
marked  nausea  and  vomiting  with  noticeable  weight 
loss.  Her  last  period  was  November  23,  1946.  She 
also  reported  “spotting”  for  the  past.  week.  Her 
physical  examination  was  negative,  weight  125 
pounds,  and  blood  pressure  110/70.  She  was  not 
examined  pelvically  bee'ause  of  her  “spotting.”  She 
was  advised  to  rest  and  report  any  further  bleeding. 
The  following  day,  February  8,  1947,  she  again 
flowed  and  was  hospitalized.  She  continued  to  flow 
slightly  even  with  bed  rest,  and  on  the  third  day  a 
pelvic  examination  was  made  which  revealed  a 
uterus  the  size  of  a three  months’  pregnancy.  Two 
days  later,  she  was  discharged  unimproved  and 
advised  to  rest  at  home.  Her  “spotting”  continued, 
and  with  it  she  developed  a severe  backache. 

On  the  day  she  was  due  to  return  for  a prenatal 
visit  (February  19,  1947)  her  husband  reported  that 
she  had  such  a severe  backache  and  such  enlarge- 
ment of  her  abdomen  that  she  could  not  get  about. 
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She  was  again  hospitalized,  mainly  because  of  the  re- 
mark about  her  enlarged  abdomen.  Shortly  after 
admission  to  the  hospital,  she  had  a sudden  severe 
hemorrhage  and  was  removed  to  the  delivery  room. 
Examination  revealed  a uterus  the  size  of  a six  and 
one-half  months’  pregnancy,  very  tense  and  tender. 
A diagnosis  of  mole  was  made. 

Under  intravenous  pentothal,  pelvic  examination 
was  performed.  The  cervix  was  anterior  and  one 
finger  dilated.  The  examining  finger  was  inserted 
into  the  cervix,  and  about  a cupful  of  mole  gently 
expressed.  A sulfanilamide-impregnated  pack  was 
inserted  into  the  cervix.  The  patient  was  returned 
to  her  room,  given  ergotrate,  stilbestrol,  250  cc.  of 
plasma,  and  500  cc.  of  whole  blood.  Her  condition 
was  good. 

The  following  morning  the  patient  was  again 
anesthetized  with  intravenous  pentothal.  The 
cervix  was  slightly  dilated  and  extraction  of  the  mole 
begun  with  a curved  sponge  forceps.  As  the  uterine 
cavity  was  slowly  emptied,  an  ampule  of  ergotrate 
was  given  intravenously.  After  the  bulk  of  the 
mole  was  removed,  a finger  was  inserted  into  the 
uterus  and  the  uterine  wall  palpated.  Since  no  soft 
areas  were  found,  the  wall  was  curetted  with  the  ex- 
amining finger.  Also,  since  there  was  no  evidence  of 
infiltration  of  the  uterine  wall,  a flat,  rounded  curet 
was  introduced  and  a gentle  curettement  performed 
so  that  the  uterine  wall  was  cleaned  of  all  mole. 
After  completion  of  the  curettement,  a sulfa  pack 
was  again  inserted,  and  the  patient  was  given  ergo- 
trate and  stilbestrol  orally.  Further  blood  studies 
were  conducted  and  adequate  measures  taken. 

Recovery  in  this  case  was  very  sudden.  The 
patient  was  “well”  in  twenty-four  hours  and  was 
free  of  any  toxic  symptoms.  The  pack  was  re- 
moved, and  no  further  hemorrhage  occurred.  Fried- 
man tests  on  March  19,  1947,  and  again  on  May  12, 
1947,  were  negative.  Pelvic  examination  was  also 
negative. 

Comment 

Certain  symptoms  and  signs  were  markedly  evi- 


dent in  both  of  these  cases.  Both  patients  com- 
plained most  bitterly  of  nausea  and  vomiting  with 
more  severe  loss  of  weight  than  is  usual  in  normal 
pregnancy.  Associated  with  these  symptoms  was 
frequent  “spotting.”  I feel  that  any  patient  ex- 
hibiting this  combination  should  be  carefully  ob- 
served and  not  be  dismissed  lightly  as  neurotic. 

Rapid  increase  in  the  size  of  the  uterus  with 
abdominal  discomfort  and  a feeling  of  constriction 
appeared  in  both  cases  but  after  the  previously 
mentioned  signs  and  symptoms.  . However,  this 
combination,  plus  severe  nausea  and  vomiting, 
weight  loss,  and  “spotting,”  favors  the  diagnosis. 
Possibility  of  error  may  be  checked  by  Friedman 
tests  and  x-ray  which  have  a negative  value  in  that 
they  show  neither  chorionic  villi  present  (negative 
Friedman)  nor  a fetus  (normal  pregnancy).  Actual 
examination,  demonstrating  the  hydatid  mole, 
is  the  final  confirmation  and  can  be  made  only  when 
the  patient  passes  mole  tissue,  or  the  examining  finger 
is  introduced  into  the  uterus.  Therefore,  all  pre- 
cautions must  be  taken  and  the  patient  closely  ob- 
served to  avoid  interrupting  a normal  pregnancy 
or  a normal  pregnancy  complicated  by  premature 
separation  of  placenta  in  the  second  trimester. 

Hemorrhage  is  the  most  dangerous  immediate 
complication,  and  it  demands  prompt,  adequate 
attention.  The  early  external  bleeding  is  not  severe, 
but  later,  considerable  occult  bleeding  occurs  in  the 
uterine  cavity  and  is  expelled  suddenly  when  suf- 
ficient pressure  is  present  to  dilate  the  cervix  force- 
fully. This  probably  accounts  for  the  geyser-like 
quality  of  the  bleeding.  It  is  extremely  important 
to  replace  the  lost  blood  with  whole  blood.  Plasma 
and  aqueous  solutions  are  useful  in  the  emergency, 
but  neither  have  any  hemoglobin-carrying  capacity 
and  are  no  substitute  for  whole  blood. 
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HOW  THE  ENGLISH  DOCTOR  RELAXES 

(Letter  in  the  London  Times ) 

To  the  Editor:  During  the  last  seven  days,  in  ad- 
dition to  my  ordinary  daily  work  as  a country  doc- 
tor, which  means  long  hours  of  motoring,  visits,  and 
surgery  attendances,  I have  been  called  upon  to  issue 
medical  certificates  for  (1)  vacuum  flasks,  (2)  cor- 
sets, (3)  coal,  (4)  brassieres,  (5)  hot-water  bottles, 
(6)  elastic  stockings,  (7)  outside  shoes,  (8)  milk,  (9) 
eggs,  (10)  clothing  coupons  for  expectant  mothers, 
(II)  oversea  travel,  (12)  successful  vaccination  and 
inoculation,  (13)  children’s  family  allowance  (14) 
glucose,  (15)  Ilorlicks,  (16)  brandy,  (17)  whisky, 


(18)  petrol,  and  (19)  paraffin.  Further  to  this,  all 
my  “panel”  patients  when  sick  demand  a duplicate 
certificate  for  their  employer  if  they  are  employed 
in  any  government  or  municipal  work,  otherwise 
they  lose  some  of  their  sick  benefit. 

My  real  work — treating  the  sick — is  becoming  of 
secondary  importance. 

Yours  faithfully, 

R.  O.  Townend 
Swaffham,  Norfolk. 

-+-J.A.M.A.,  January  24, 1948 


ANAPHYLACTIC  SHOCK  DUE  TO  NICOTINIC  ACID 

S.  K.  Fineberg,  M.D.,  New  York  City 


NTICOTINIC  acid  is  assumed  to  be  a nontoxic 
substance.  Chen,  Rose,  and  Robbins  deter- 
mined the  lethal  dose  for  dogs  to  be  2,000  mg.  per 
Kg.  of  body  weight,  given  over  a period  of  eight 
to  ten  days.1  Until  recently,  the  only  untoward 
effects  which  had  been  encountered  in  the  course  of 
either  oral  or  intravenous  therapy  with  this  drug 
were  the  flushing  of  the  skin  and  sensation  of 
i warmth  which  almost  uniformly  follows  its  ad- 
ministration.2’3 These  symptoms  have  rarely  given 
much  cause  for  alarm.  On  the  contrary,  the  vaso- 
dilatation of  the  peripheral  and  deep  blood  vessels, 
causing  these  symptoms,  has  given  rise  to  the  wide- 
spread use  of  nicotinic  acid,  for  that  very  effect  in 
' peripheral  vascular  diseases  and  many  others,  in- 

t eluding  angina  pectoris;  in  fact,  this  vasodilatory 

action  of  nicotinic  acid  is  employed  even  more 
than  the  drug’s  specific  action  in  pellagra.4'5 

However,  the  belief  in  the  complete  innocuousness 
e : of  this  substance  has  recently  been  shaken  by  a 

report  of  the  production  of  anaphylactic  shock  in 
e 2 patients.6  In  both  of  these  cases  allergic  reactions 
e to  an  oral  dose  had  been  experienced  before  they 
received  the  intravenous  dose  which  precipitated  the 
if  anaphylactic  shock.  In  the  case  to  be  described, 

• shock  was  experienced  thirty-six  hours  after  the 

• I institution  of  large,  repeated  doses  of  nicotinic  acid 
;e  I by  the  oral  route  only.  The  drug  was  prescribed  in 
it  I this  manner  for  its  vasodilating  effect  in  the  belief 
i;  I that  spasm  of  the  retinal  arteries,  which  was  pro- 

i ducing  blurring  of  vision,  might  be  overcome.  It 
y I is  interesting  to  note  that  the  spasm  of  the  retinal 
vessels  in  this  case  was  due  to  a marked  drug  hyper- 
E | sensitivity,  noted  four  hours  after  the  ingestion  of  15 
grains  of  quinine  sulfate.  Ironically,  it  was  learned, 
after  the  incident  that,  in  1941,  Loman,  Rinkel, 
and  Myerson  performed  careful  studies  of  the  in- 
tracranial vascular  effects  of  nicotinic  acid  and 
found  that  the  retinal  arteries  neither  dilated  nor 
constricted  following  its  use.4  They  demonstrated 
that  there  was  no  alteration  in  spinal  fluid  pressures 
following  administration,  nor  was  there  any  change 
in  the  ratio  of  arterial  oxygen  to  venous  oxygen  in 
vessels  leading  to  and  from  the  cerebrum,  thereby 
proving  that  nicotinic  acid  is  ineffective  as  a cerebral 
vasodilator. 

Case  Report 

S.  F.,  a 32-year-old  veteran,  was  given  15  grains  of 
quinine  sulfate,  twenty-four  hours  after  the  institu- 
tion of  atabrine  therapy  for  a relapse  of  malarial 
fever.  No  further  doses  of  quinine  were  given  be- 
cause of  the  development  of  severe  tinnitus,  marked 
. deafness,  and  night  blindness  within  four  hours  of 
the  first  dose.  Twenty-four  hours  later,  the  patient 
complained  of  blurring  of  vision,  mainly  of  the  left 
1 1 eye. 

Nicotinic  acid,  150  mg.  three  times  a day,  was  pre- 
scribed in  the  belief  that  possible  permanent  damage 
to  the  retina  would  be  averted.  Forty-five  minutes 
after  the  ingestion  of  the  sixth  dose  of  nicotinic  acid, 
the  patient  noticed  substernal  tightness  and  burning, 
followed  by  tachycardia,  cardiac  irregularities,  and  a 


rapidly  developing  weakness.  Within  twenty  min- 
utes the  patient  was  completely  prostrated,  although 
conscious,  and  was  complaining  of  coldness  and 
numbness  of  the  extremities.  The  pupils  were 
dilated  widely;  the  pulse  was  130  and  was  thready 
and  somewhat  irregular,  and  blood  pressure  was 
90/70.  The  skin  was  cold  and  pallid.  Respirations 
were  gasping  in  character,  and  a state  of  collapse  was 
obvious.  Three  minims  of  epinephrine  in  a 1: 1,000 
solution  were  given.  The  patient  was  placed  in  the 
Trendelenberg  position  and  warm  blankets  applied. 
Gradual  relief  of  symptoms  was  noted,  only  to  be 
followed  in  about  two  hours  by  a recurrence  of 
similar,  but  milder,  symptoms.  The  following  day 
the  patient  was  well  and  had  no  complaints  except 
for  some  slight  weakness. 

Examination  of  the  past  history  revealed  that  the 
patient  had  been  on  suppressive  antimalarial 
therapy  with  both  atabrine  and  quinine  while  over- 
seas in  malarial  areas.  In  the  past  year  he  had  de- 
veloped a severe,  chronic  urticaria  and  had  had  fre- 
quent attacks  of  angioneurotic  edema.  Frequent, 
unexplained,  short  attacks  of  severe  abdominal  colic, 
accompanied  by  nausea  and  vomiting,  had  also  been 
noted  during  that  period.  The  patient  had  never 
knowingly  taken  nicotinic  acid,  per  se,  before.  He 
stated  that  occasionally  he  would  take  a multi- 
vitamin “perle”  for  a day  or  two  when  he  felt  his  diet 
was  not  entirely  adequate. 

Six  weeks  later,  the  patient  was  given  an  intra- 
dermal  skin  test  using  0.05  cc.  of  a solution  of  nico- 
tinic acid,  containing  10  mg.  per  cc.  A large  wheal 
with  pseudopodia  surrounded  bv  a zone  of  erythema 
developed  within  ten  minutes.  The  reaction  reached 
its  height  in  forty  minutes,  at  which  time  the  wheal 
measured  2 cm.  in  diameter  and  the  zone  of  erythema 
4 cm.  in  diameter.  A control  of  0.05  cc.  of  normal 
saline  was  placed  into  the  skin  of  the  other  forearm, 
and  in  addition,  a similar  skin  test  with  the  nicotinic 
acid  solution  was  performed  on  1 other  individual. 
No  reactions  were  noted  in  the  control  areas. 

Comment 

Through  the  investigations  of  Landsteiner  and 
his  coworkers,  allergies  due  to  drugs  and  toxoids 
are  now  considered  the  result  of  an  antigen-anti- 
body reaction.7  They  are  due  to  chemically  modi- 
fied proteins  (conjugated  proteins  or  haptens)  which 
become  antigenic  combinations,  capable  of  sen- 
sitizing the  host  just  as  any  other  antigen.  A 
hapten  is  a nonprotein  substance,  usually  of  low 
molecular  weight,  which,  when  combined  with  pro- 
tein material,  forms  a new  antigen.  Haptens  may 
be  simple  drugs  or  complex  compounds  like  the 
specific  soluble  carbohydrate  of  the  pneumococcus 
which,  when  combined  with  protein,  forms  a new 
protein  which  is  specifically  antigenic.  Once  sen- 
sitization has  been  brought  about  by  the  combined 
hapten-protein,  the  hapten  alone  may  produce  an 
allergic  reaction.  Crossed  reactions  may  occur 
with  haptens  also. 

It  would  appear  that  in  the  case  reported  nicotinic 
acid,  acting  as  a hapten,  combined  with  a body  pro- 
tein. Either  unusually  rapid  response  or  sensitiza- 
tion to  this  combination  followed,  so  that  in  less 
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than  forty-eight  hours  the  continued  ingestion  of 
nicotinic  acid  brought  about  anaphylaxis,  or  else 
the  patient  had  been  sensitized  previously  by  taking 
small  doses  of  nicotinic  acid  or  niacinamide  in  a 
multiple  vitamin  preparation. 

Summary 

1.  A case  of  anaphylactic  shock  due  to  oral 
nicotinic  acid  administration  is  reported. 

2.  When  collapse  is  encountered  in  the  course  of 
therapy  with  nicotinic  acid,  the  strong  possibility 
that  it  is  anaphylactic  shock  due  to  that  drug  should 
be  considered  and  epinephrine  administered  without 
delay. 


3.  Some  caution  should  be  exercised  in  the  use 
of  this  drug  to  anticipate  a possibly  severe  reaction, 
particularly  in  allergic  individuals. 

50  West  72nd  Street 
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AN  UNUSUAL  LOCAL  REACTION  FROM  SMALLPOX  VACCINATION 

Michael  A.  Brescia,  M.D.,  Corona,  New  York 

(From  the  Pediatric  Departments,  St.  John’s  Long  Island  City  and  Willard  Park  Hospitals ) 


'T'HIS  case  of  smallpox  vaccination  is  reported  be- 
cause  of  the  unusually  large  local  skin  reaction 
which  was  obtained. 

Case  Report 

A married  woman,  56  years  of  age,  was  vac- 
cinated on  the  outer  surface  of  the  left  upper  arm  on 
April  10,  1947,  by  the  multiple  puncture  method. 
She  had  been  vaccinated  successfully  once  before 
during  childhood.  The  history  was  irrelevant  and 
negative  with  regard  to  allergies. 

On  April  18,  the  patient  had  a slight  chill  and 
fever  with  some  soreness  of  the  left  arm  and  axilla. 
At  this  time,  there  was  a primary  reaction,  showing  a 
crusted  area  2 cm.  in  diameter.  Within  twenty-four 
hours,  on  April  19,  a large  doughnut  shaped  vesicle 
developed  around  the  crusted  lesion.  The  vesicle 
was  clear  and  measured  6 cm.  in  diameter.  There 
was  very  little  pain  around  the  lesion,  and  the  pain 
in  the  axilla  had  subsided.  There  was  no  inflamma- 
tory reaction  beyond  this  vesicular  lesion. 

The  picture  (Fig.  1)  was  taken  on  April  20.  At 
the  posterior  dependent  part  of  the  vesicle,  some 
fluid  was  seeping  out,  but  there  was  no  spread  of  the 
lesion. 

At  this  time  the  type  of  treatment  was  con- 
sidered. The  question  of  giving  penicillin  was 
raised,  but  since  there  were  no  constitutional  re- 
actions, it  was  withheld. 

The  lesion  was  of  some  concern  to  the  patient 
but  otherwise  did  not  give  rise  to  any  symptoms. 
Hence,  expectant  treatment  was  the  course  followed. 
Soon  the  vesicular  fluid  became  cloudy  and  was 


Fig.  1. — Frontal  view  of  the  lesion,  j, 


absorbed  eventually.  By  May  2,  there  was  a large 
loose  crust  about  the  size  of  a half  dollar  which  the 
patient  shed  in  a few  days. 
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CONGENITAL  URETEROVESICAL  JUNCTION  STRICTURE  SIMULATING 
THE  ACUTE  ABDOMEN 


* 


Robert  V.  Schatken,  M.D.,  Walton,  New  York 


''PHIS  case  is  reported  in  order  to  illustrate  the  pit- 
■*"  falls  that  await  the  general  surgeon  if  he  does  not 
keep  in  mind  constantly  the  ever-present  possibility 
of  disease  or  malformation  of  the  genitourinary 
organs  which  so  commonly  simulates  the  “acute 
abdomen.” 

In  the  examination  of  a patient  with  the  main 
complaint  of  acute  abdominal  pain,  it  is  common 
knowledge,  that  many  purely  medical  conditions, 
acute  diseases  of  the  female  genital  system,  and  cer- 
tain physiologic  upsets  must  be  considered  and  dis- 
carded in  order  to  diagnose  accurately  the  acute 
surgical  condition.  It  is  well  known  too,  but  prob- 
ably less  appreciated,  that  certain  conditions  of  the 
genitourinary  tract  may  simulate  the  “acute 
abdomen”  at  times.  The  latter  is  considered  less 
often  in  the  differential  diagnosis,  and  frequently  the 
examination  of  a routine  urine  is  a sufficient  reason 
to  rule  out  genitourinary  disease  completely.  This 
holds  particularly  true  in  rural  areas  where  the 
opportunity  for  extensive  and  detailed  examination  is 
more  difficult  to  obtain.  The  fact  that  a normal 
urine  does  not  rule  out  disease  of  the  urinary  tract  is 
borne  out  by  this  case  report. 

In  reviewing  the  literature,  one  finds  an  abundant 
amount  of  material  on  stricture  of  the  ureter  in 
general.  In  several  textbooks  the  etiology  of  stric- 
ture of  the  ureter  is  divided  into  congenital  and  ac- 
quired stricture,  but  the  former  is  mentioned  only  in 
passing.  One  is  more  apt  to  think  of  this  condition 
if  other  pelvic  pathology  is  present  or  if  there  has 
been  an  antecedent  injury,  operative  or  otherwise. 
Given  a patient  who  has  never  been  operated  upon, 
never  had  an  acute  abdominal  injury,  or  who  has  not 
had  repeated  instrumentation  of  the  ureters,  the 
diagnosis  of  stricture  of  the  ureter  is  not  often  con- 
sidered. Campbell  has  reported  on  congenital  bi- 
lateral ureterovesical  junction  strictures  in  infants.1 
He  has  collected  15  cases  and  states  that  the  ultimate 
result  is  always  the  same,  the  symptoms  and  physical 
signs  being  those  of  back  pressure  and  urinary  infec- 
tion. Other  reports  concern  themselves  with 
ureteral  strictures,  in  general,  mostly  not  of  the 
congenital  type. 

Case  Report 

This  patient  is  a 36-ycar-old  white  man  who  for 
eight  years  had  complained  of  recurrent  attacks  of 
pain  in  the  right  lower  quadrant.  The  attacks 
occurred  on  the  average  of  about  every  two  months. 
He  described  the  pain  as  “piercing.”  The  pain 
would  last  usually  one  day,  was  intermittent,  and 
was  not  of  the  colic  type.  When  the  pain  subsided, 
the  right  lower  abdomen  would  remain  sore  for  a 
time.  He  was  generally  symptom-free  then,  until 
the  next  attack  except  for  a vague  feeling  of  not  being 
well.  There  was  never  any  nausea  or  vomiting,  and 
as  far  as  he  knew,  he  had  never  had  any  fever  with 
the  attacks.  He  was  seen  on  several  occasions  dur- 
ing the  attacks  and  was  told  he  had  acute  exacerba- 
tions of  a chronic  appendicitis.  On  several  occa- 


sions an  appendectomy  was  urged  which  he  had 
never  had.  He  was  hospitalized  once  several  years 
ago.  A blood  count  and  urine  analysis  were  found 
to  be  within  normal  limits,  and  a barium  enema  was 
normal.  Nothing  else  was  done  in  the  nature  of  a 
diagnostic  examination. 

In  October,  1946,  while  watching  a football  game, 
he  became  nauseous  for  the  first  time  but  had  none 
of  his  usual  pain.  The  nausea  became  progressively 
worse,  and  he  left  the  football  game  and  started  to 
drive  home  in  his  car.  He  apparently  fainted  while 
driving  and  crashed  his  car  into  a store  window, 
fortunately  hurting  neither  himself  nor  anyone  else. 
He  was  unconscious  for  several  minutes,  and  when 
he  awoke,  he  had  severe  pain  in  his  right  lower 
quadrant.  This  pain  was  the  same  as  he  had  always 
had  with  his  attacks  but  much  more  severe.  He  was 
taken  home,  and  then  he  noticed  pain  in  his  left 
flank  for  the  first  time.  He  described  this  pain  as 
exactly  similar  in  type  to  the  right  lower  quadrant 
pain  and  stated  that  when  his  flank  pain  began,  the 
right  lower  quadrant  pain  mostly  disappeared. 

I saw  him  for  the  first  time  about  thirty  minutes 
after  his  accident.  He  was  lying  in  bed,  groaning 
with  pain  which  was  present  mostly  in  the  left 
flank.  The  pain  was  constant,  with  occasional 
exacerbations.  It  did  not  radiate  to  the  thigh, 
testicle,  or  abdomen.  He  appeared  pale  and  acutely 
ill.  Temperature  was  100.2  F.,  orally.  His  blood 
pressure  was  122/74;  the  pulse  rate  was  82,  regular 
and  of  good  quality.  Examination  was  completely 
within  normal  limits  except  for  some  tenderness  in 
the  left  flank  and  considerable  tenderness  over  the 
entire  lower  abdomen,  particularly  in  the  right  lower 
quadrant.  Voluntary  rigidity  was  present  over  the 
entire  abdomen,  but  the  patient  was  in  such  pain 
that  the  significance  of  this  latter  finding  was  held  in 
abeyance.  Urine  examination  was  completely  nega- 
tive, and  a white  blood  count  showed  9,800  cells 
with  a normal  differential  count. 

No  sedatives  were  given,  and  the  patient  was  seen 
again  three  hours  later  at  which  time  he  was  more 
comfortable,  although  the  tenderness  was  still  pres- 
ent in  the  right  lower  quadrant  and  to  some  extent 
over  the  left  flank.  It  was  felt  at  this  time  that  he 
did  not  have  an  acute  surgical  abdominal  condition. 
The  following  day  he  was  greatly  improved  with  no 
medication. 

Several  days  later,  he  was  hospitalized.  Urine 
analysis  and  complete  blood  count  tests  were  en- 
tirely normal.  A gastrointestinal  series  was  normal 
except  for  a report  of  “considerable  spasticity  in- 
volving the  descending  colon.”  A barium  enema 
showed  nothing  abnormal.  An  intravenous  pyelo- 
gram  visualized  two  normal  kidneys  with  “marked 
dilatation  of  the  ureters  on  both  sides,  much  more 
marked  on  the  left,  consistent  with  hydroureters” 
(Figs.  1 and  2). 

The  patient  was  cystoscoped  by  Dr.  Henry 
Marshal,  who  reported  the  following  pertinent  find- 
ings and  procedure:  “The  right  ureteral  orifice  was 

normal  in  location  and  was  approximately  2 mm.  in 
length.  The  left  ureteral  orifice  was  pinhole  in  size, 
although  normal  in  location.  The  upper  portion  of 
the  ureteral  ridge  appeared  enlarged.  The  posterior 
urethra,  vesical  neck,  trigone,  anil  bladder  were 
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Fig.  1.  Intravenous  pyelogram  fifteen  minutes 
after  injection  of  diodrast.  Note  great  enlargement 
of  lower  end  of  left  ureter  with  moderate  enlarge- 
ment of  right  ureter. 

normal.  The  left  ureteral  orifice  was  incised  with 
cystoscopic  scissors  for  a distance  of  1.5  cm.  Fol- 
lowing this  procedure,  the  opening  was  dilated  until 
it  admitted  a French  12  bulb  catheter  without  diffi- 
culty. The  right  orifice  was  similarly  incised  for  1 
cm.  with  dilatation  to  French  12. 

Note  was  made  of  the  fact  that  there  was  no  par- 
ticular bleeding,  probably  due  to  the  fact  that  the  cut 
mucosa  appeared  fibrous  in  nature.” 

At  the  time  of  this  writing,  more  than  four  months 
has  elapsed,  during  which  time  the  patient  has  re- 
mained entirely  well.  Almost  directly  following  this 
cystoscopic  procedure,  the  patient  stated  that  he 
“knows  he  is  cured.”  He  felt  “different”  from 
any  time  in  the  past  eight  years.  Follow-up  urine 


Fig.  2.  Same  series  as  in  Fig.  1,  taken  one  hour 
after  injection  of  diodrast.  There  is  no  further 
visualization  of  right  ureter  with  diodrast  still 
present  in  left. 

examinations  have  been  consistently  free  of  pus  and 
blood. 

This  case  is  reported  as  a reminder  to  anyone  who 
has  occasion  either  to  see  or  to  operate  on  the  “acute 
abdomen.”  It  is  necessary  that  one  keep  in  mind  the 
fact  that  lesions  of  the  genitourinary  tract  can  and  do 
cause  abdominal  pain  and  can  simulate  almost  any 
acute  abdominal  surgical  condition.  A negative 
urine  examination  does  not  rule  out  disease  or  defect 
of  this  system. 
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PROMOTE  PLANS  FOR  PUBLIC  HEALTH  DEPARTMENTS 


Dr.  Dean  F.  Smiley  of  the  A.  M.  A.  Bureau  of  Health 
Education;  Dr.  Louis  A.  Bauer,  Hempstead,  New 
York,  a member  of  the  A.M.A.  board  of  trustees, 
and  Mrs.  Luther  H.  Kice,  Garden  City,  New  York, 
president-elect  of  the  Woman’s  Auxiliary  of  the  A.- 
M.A., participated  with  representatives  of  45  other 
voluntary  agencies  in  a recent  meeting  held  in  New 
York  to  work  out  plans  for  promoting  full-time  local 
public  health  departments. 

Ten  resolutions  were  adopted,  urging  that  each 
organization  encourage  its  component  state  and 
local  branches  to  work  toward  the  following  major 
goals: 


1.  The  organization  of  a local  community  health 
council  or  its  equivalent. 

2.  Local  action  to  urge  boards  of  supervisors  and 
city  councils  to  avail  themselves  of  legislation  en- 
abling them  to  organize  local  departments  of  health 
and  receive  the  assistance  of  federal  and  state  grants. 

3.  To  urge  states  to  provide  more  generous  subsi- 
dies to  local  counties. 

4.  Urge  passage  of  the  federal  bill,  sponsored  by 
the  National  Congress  of  Parents  and  Teachers,  to 
assist  the  states  in  the  development  and  maintenance 
of  local  public  health  units. — Secretary’s  Letter, 

February  9,  1948 


PSYCHOSOMATIC  RHINORRHEA  AND  PSYCHOSOMATIC  DYSPNEA* 

Louis  Sternberg,  M.D.,  New  York  City 
{From  the  Department  of  Allergy,  Beth  Israel  Hospital) 


TT  HAS  been  accepted  generally  that  the  chief 
~L  predisposing  cause  of  many  allergic  manifestations 
is  hereditary.  The  exciting  factors  vary.  Bronchial 
asthma  may  be  classified,  among  others,  into  the  in- 
halant and  infective  groups,  hay  fever  into  the 
seasonal  and  nonseasonal  types.  The  local  or  shock 
organ  reaction  is  an  antigen-antibody  reaction  which 
induces  a cellular  response  presumably  due  to 
histamine  release  or  to  other  physiologic  changes. 

That  allergic  reactions  can  be  modified  and  exag- 
gerated by  emotional  factors  is  generally  accepted. 
During  the  past  ten  years  there  have  been  many 
published  references  to  the  effect  that  psychic 
trauma  can  predispose  and  occasionally  may  pre- 
cipitate the  signs  and  symptoms  of  an  allergic  re- 
action.1-4 Those  interested  in  the  management  of 
allergic  diseases  are  aware  of  the  fact  that  excite- 
ment, worry,  overwork,  stress,  and  strain  do  affect 
the  course  of  these  cases  and  may  produce  also  a 
symptomatology  identical  with  that  of  allergic 
disease.  One  can  not  agree  that  psychic  stimuli  pro- 
duce an  allergic  state,  or  replace  antigen  when  a 
reaction  is  precipitated.  The  exact  causal  relation- 
ships are  not  definitely  known.  It  may  be  assumed 
that  psychic  trauma  modifies  the  irritability  of  the 
autonomic  nervous  system  so  that  stimuli  of  sub- 
threshold level  become  full  excitants.* 

The  literature,  however,  is  meager  in  actual 
records  of  cases  with  manifestations  of  psychoso- 
matic origin,  the  reasons  being  the  rarity  of  their 
occurrence  or  our  inclination  to  discount  such  symp- 
toms in  a patient  with  a nervous  background.  Such 
cases  have  been  described  by  McAuliffe  and  his 
associates,6  by  Hall,7  and  Karnosh.8 

The  following  cases  support  the  thesis  of  a psychic 
origin  of  symptoms  also  seen  in  allergy  and,  there- 
fore, differentiated  from  it.  They  may  be  more  fre- 
quent than  we  now  believe.  They  are  presented  here 
because  of  their  rarity  and,  also,  because  one 
appeared  to  present  typical  hay  fever  and  the  other 
bronchial  asthma  while  under  observation.  Both 
gave  negative  skin  reactions  to  inhalants,  foods,  and 
molds.  There  was  no  evidence  of  infection  in  the 
upper  respiratory  tract  in  either  patient.  Both  re- 
covered and  have  remained  well  after  the  precipi- 
tating causes  were  eliminated. 

Case  Reports 

A.  H.  was  20  years  old  when  she  developed  symp- 
toms thought  to  be  seasonal  hay  fever.  There  was  a 
family  history  of  allergy.  She  was  a premcdical 
student  and  had  a heavy  school  program  in  the  sum- 
mer of  1944  in  order  to  enter  medical  school  in  the 
fall  of  that  year.  She  was  tense  and  anxious  to  do 
well.  Attacks  of  sneezing  occurred  during  all  the 
summer  and  ceased  completely  late  in  September 
when  her  B.A.  degree  was  granted.  During  the 
following  winter  she  felt  perfectly  well. 

In  the  spring  of  1945  she  was  admitted  to  medical 

* Presented  before  a meeting  of  the  American  Academy  of 
Allergy,  Hotel  Pennsylvania,  New  York  City,  Nov.  27,  1946. 


school.  At  this  time  she  was  impressed  by  reports  of 
difficult  work  ahead  of  her.  She  began  to  worry, 
sneeze,  and  develop  marked  nasal  obstruction.  Skin 
tests  were  negative  to  all  inhalants,  foods,  and  molds. 
Ophthalmic  tests  with  all  pollens  were  negative. 
Since  her  suffering  was  marked,  she  went  to  Atlantic 
City  and  then  to  the  White  Mountains,  but  received 
no  physical  benefit.  In  October  she  entered  medical 
school.  The  work  was  enjoyable  and  she  soon 
realized  that  she  was  as  good  or  better  than  her 
average  classmate.  The  nasal  symptoms  subsided 
completely.  She  complained  only  of  occasional 
abdominal  cramps  before  examinations.  Her  work 
at  school  that  year  was  excellent  . In  the  summers  of 
1946  and  1947  there  was  no  return  of  any  hay  fever 
symptoms. 

Mrs.  H.  K.  was  39  years  old.  She  also  had  a 
family  history  of  allergy.  She  was  married  at  the  age 
of  14,  was  twice  divorced,  and  four  years  ago 
married  a man  16  years  her  senior,  with  whom  she 
quarreled  daily.  Asthma  attacks  began  at  the  age 
of  37.  Skin  tests  were  all  negative.  On  physical  ex- 
amination there  were  sonorous  and  sibilant  rales 
throughout  both  lungs.  She  was  treated  with  an 
autogenous  sputum  vaccine  but  made  little  im- 
provement. After  a year  of  observation  she  dis- 
appeared. Eight  months  later  she  returned,  saying 
she  had  been  perfectly  well  since  the  last  treatment, 
given  a few  days  before  her  husband  died. 

Comment 

Our  present  concept  of  allergy  demands  an  anti- 
gen-antibody reaction.  Since  the  factors  that 
mediated  the  symptoms  in  these  two  cases  do  not  fall 
into  this  category,  they  were  not  termed  psychoso- 
matic hay  fever  and  asthma.  The  meager  knowl- 
edge at  our  disposal  at  present  does  not  warrant  the 
assumption  that  an  antigen-antibody  reaction  took 
place  in  those  cases.  They  are  presented,  therefore, 
as  psychosomatic  rhinorrhea  and  dyspnea. 

Summary 

1.  Cases  of  psychosomatic  rhinorrhea  and  dysp- 
noea, showing  histories  and  physical  examinations 
of  seasonal  hay  fever  and  asthma,  are  reported. 

2.  There  were  no  positive  evidences  of  allergy  in 
either  case  and  skin  reactions  were  negative. 

3.  The  precipitating  cause,  in  both  cases  ap- 
peared to  be  psychic  stress  and  strain. 

4.  Both  patients  were  relieved  completely  when 
the  stress  and  strain  were  eliminated. 
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AMELIORATION  OF  PEPTIC  ULCER  SYMPTOMS  FOLLOWING 
SPLANCHNICECTOMY 

Joseph  H.  Siris,  M.D.,  Flushing,  New  York 

{From  the  Department  of  Neurological  Surgery,  Jewish  Hospital  of  Brooklyn) 


'"THAT  the  genesis  of  peptic  ulcer  may  be  related  to 
disturbance  of  the  autonomic  nervous  system 
has  been  suggested  frequently.  Wolf  and  Wolff 
showed  that  the  emotions  of  anxiety,  resentment, 
and  fear  caused  varying  degrees  of  altered  gastric 
motility,  vascularity,  and  hydrochloric  acid  secre- 
tion.1 Findings  such  as  these  constitute  part  of  the 
evidence  in  support  of  the  hypothesis  that,  regard- 
less of  what  may  be  the  successive  links  in  the  chain 
of  events  leading  up  to  formation  of  an  ulcer,  the 
initial  insult,  predisposing  to  subsequent  ulcer 
formation,  is  a local  impairment  in  the  vascular 
supply  of  the  gastric  or  duodenal  mucosa.  Wangen- 
steen believes  that  acid-peptic  digestion  of  the 
mucosa  is  the  important  cause  of  ulcer,  and  also 
that  factors  impairing  mucosal  blood  flow  for  even 
short  periods  of  time  probably  augment  the  ulcer 
diathesis.2  He  suggests  that  in  certain  instances 
arteriosclerosis  of  the  gastric  arteries  may  be  of 
some  importance  in  predisposing  to  ulcer. 

An  opportunity  to  test  this  hypothesis  arose  in  the 
case  of  a patient  who  had  had  symptoms  of  peptic 
ulcer  for  fifteen  years  prior  to  operation  and  who 
underwent  splanchnicectomy  for  hypertension. 
The  patient  has  been  restudied  recently,  not  quite 
five  years  following  operation,  to  ascertain  the  effect 
of  surgical  interruption  of  the  splanchnic  vasocon- 
strictors, not  only  on  his  blood  pressure,  but  also  on 
his  former  gastric  symptoms. 

Case  Report 

The  patient  was  operated  upon  at  the  age  of 
thirty-seven  on  May  20,  1942,  at  which  time  a 
bilateral  supradiaphragmatic  splanchnicectomy  was 
carried  out  for  essential  hypertension  known  to  have 
been  present  for  about  two  years.  His  most  dis- 
abling preoperative  symptom  had  been  headache. 
Preoperatively,  his  diastolic  blood  pressure  was 
generally  in  the  vicinity  of  120  mm.  His  systolic 
pressure  ranged  between  160  and  220  mm. 

An  interesting  feature  of  the  patient’s  history  was 
the  fact  that  for  fifteen  years  he  had  been  subject 


to  “heartburn.”  Customarily,  he  would  experience 
epigastric  pain  which  was  relievable  bv  eating.  To 
help  relieve  his  discomfort  he  would  take  as  many  as 
15  syntrogel  tablets  daily.  A gastrointestinal  series 
revealed  hypermotility  and  spasm  of  the  duodenal 
bulb.  It  was  presumed  that  he  had  an  ulcer. 

The  most  recent  follow-up  on  the  patient  was  on 
February  24,  1947,  four  years  and  nine  months 
following  operation.  This  examination  disclosed 
that  although  the  patient  was  actively  at  work  and 
his  former  distressing  headaches  had  not  recurred, 
his  hypertension  had  returned.  The  diastolic  pres- 
sure ranged  between  90  and  110  mm.  and  the  sys- 
tolic between  150  and  170  mm. 

Questioned  about  his  gastric  symptoms,  the 
patient  stated  that  although  these  had  been  present 
right  up  to  the  time  of  operation,  they  cleared  up 
gradually  and  completely  in  a few  months  time  and 
have  never  since  recurred.  Alkali  medication  was 
never  resumed. 

This  report  is  hardly  sufficient  to  permit  any 
assumptions  regarding  the  pathogenesis  of  peptic 
ulcer,  but  it  lends  support  to  the  general  concept 
that  this  condition  represents  a disturbance  of  the 
autonomic  nervous  system,  and  more  specifically,  of 
one  of  its  neurovascular  components. 

It  indicates  the  need  for  the  accumulation  of 
further  data,  particularly  among  large  series  of  cases 
of  hypertension,  treated  by  splanchnicectomy,  where 
peptic  ulcer  may  coexist.  If  such  investigations 
tend  to  confirm  the  findings  in  this  report,  then  it 
may  be  more  reasonable  to  think  of  peptic  ulcer 
as  being  not  unlike  other  neurovascular  disorders, 
such  as  Raynaud’s  Disease,  involving  imbalance  of 
other  parts  of  the  autonomic  nervous  system. 
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NEW  YORK  STATE’S  BIRTH  RATE  CONTINUES  DECLINE 


New  York  State’s  birth  rate  in  November  con- 
tinued the  decline  that  started  last  September, 
H.  E.  Hilleboe,  State  Health  Commissioner,  has 
reported.  Nevertheless,  the  number  of  births  for 
the  first  eleven  months  of  1947  reached  a record  total 
of  300,000. 

The  birth  rate  in  November  was  21.2  per  1,000 
population;  with  21.9  in  October,  and  21.8  in  Sep- 
tember. 

All  these  figures  are  below  those  of  the  corres- 
ponding months  of  1946.  November’s  rate,  however, 


was  a 26-year  record  for  that  month,  with  the  ex- 
ception of  1946. 

The  State’s  death  rate  for  November  was  11  per 
1,000,  compared  with  10.7  in  November,  1946. 
The  increase  was  attributed  to  a greater  mortality 
from  heart  disease  and  cerebral  hemorrhage. 

Among  the  causes  of  death,  new  low  records  were 
established  by  tuberculosis,  with  35.9  per  100,000 
population;  appendicitis,  3.3,  and  nephritis,  with 
39.3.  The  influenza  death  rate,  0.8,  was  equally  low 
only  once. 
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DIAPHRAGMATIC  (ESOPHAGEAL  HIATUS)  HERNIA 


Leonard  K.  Stalker,  M.D.,  M.S.,  and  MorrisJ.  Moskowitz,  M.D.,  Rochester,  New  York 
( From  the  Department  of  Surgery,  Highland  Hospital ) 


'T’HE  fact  that  a diaphragmatic  hernia  is  frequently 
wrongly  diagnosed  is  well  demonstrated  by  a case 
recently  treated  by  us.  This  patient  was  diagnosed 
at  various  times  as  having  gallbladder  disease,  peptic 
ulcer,  and,  finally,  carcinoma  but  actually  was 
proved  to  have  an  esophageal  hiatus  hernia.  Our 
diagnosis  was  made  by  roentgenographic  examina- 
tion, following  an  episode  of  hematemesis.  This 
was  confirmed  by  operation.  . 


Case  Report 

A white  woman,  age  66  years,  was  admitted  to  the 
orthopedic  service  on  January  13,  1947.  She  had  an 
i impacted  fracture  of  the  right  wrist.  She  was  seen 
in  consultation  shortly  after  admission  because  of  an 
acute  attack  of  indigestion.  This  was  associated 
with  nausea,  vomiting,  and  epigastric  pain.  She 
had  had  recurring  attacks  of  indigestion  ever  since 
an  attack  of  typhoid  fever  in  1900.  On  numerous 
s occasions  herin  digestion  had  been  diagnosed  and 
I treated  as  being  due  to  gallbladder  disease.  She 


Fig.  1.  Preoperative  film  showing  esophageal 
hiatus  hernia. 


Fig.  2.  Postoperative  film  showing  stomach  in 
normal  position. 

stated  that  a number  of  gallstones  had  been  passed 
by  rectum. 

On  other  occasions  she  had  been  treated  for  a pep- 
tic ulcer.  During  the  past  year  she  had  lost  40 
pounds  in  weight,  had  become  dyspneic,  and  had 
developed  an  anemia.  On  a number  of  recent 
occasions  she  had  vomited  coffee  ground  material. 
These  facts  had  led  to  the  probable  diagnosis  of 
carcinoma  of  the  stomach.  In  1920,  a subtotal 
abdominal  hysterectomy  and  bilateral  salpingo- 
oophorectomy  had  been  performed. 

Examination  revealed  a woman  who  was  chron- 
ically ill.  She  had  lost  weight  and  appeared  anemic. 
The  physical  findings  were  not  significant.  Chole- 
cystography showed  a normally  functioning  gall- 
bladder without  stones.  A roentgenogram  of  the 
chest  showed  a large  gas  bubble  behind  the  heart. 
The  patient  was  then  given  barium  by  mouth  and 
at  least  two  thirds  of  the  stomach  was  found  above 
the  diaphragm  (Fig.  1).  The  diagnosis  was  dia- 
phragmatic hernia. 

The  patient  continued  to  vomit  rather  large 
amounts  of  blood,  and  on  February  6,  1947,  the  left 
phrenic  nerve  was  resected.  The  patient’s  symp- 
toms decreased  but  did  not  disappear.  A roentgen- 
ogram, taken  at  this  time,  showed  paralysis  of  the 
left  portion  of  the  diaphragm  and  the  continued 
presence  of  the  herniated  stomach. 

On  February  25,  1947,  under  intratracheal  anes- 
thesia a transabdominal  repair  pf  the  hernia  was 
accomplished.  An  esophageal  hiatus  hernia  with  an 
opening  approximately  10  cm.  in  diameter  was  found; 
the  herniated  portion  of  the  stomach  was  adherent. 
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The  adhesions  were  freed;  the  stomach  was  returned 
to  the  abdominal  cavity,  and  a splenectomy  was 
performed  to  facilitate  exposure. 

The  patient  made  an  uneventful  recovery.  She 
was  out  of  bed  on  the  fourth  postoperative  day  and 
was  dismissed  from  our  service  on  the  tenth  post- 
operative day. 

She  has  been  asymptomatic  since  the  operation, 
and  recent  roentgenograms  revealed  a satisfactory 
repair  with  the  stomach  in  normal  position  and  with- 
out evidence  of  organic  disease  (Fig.  2). 

Comment 

This  case  illustrates  that  what  seems  to  be  an 
obvious  diagnosis  should  not  be  accepted  without 
sufficient  proof. 

It  is  possible  that  this  patient  had  a dia- 
phragmatic hernia  which  was  progressively  enlarg- 


ing for  more  than  forty  years.  The  onset  of  her 
indigestion  had  occurred  forty-seven  years  previ- 
ously during  an  attack  of  typhoid  fever.  The  sub- 
sequent sequence  of  events  made  the  suspicion  of 
peptic  ulcer  and,  later,  carcinoma  reasonable.  If  a 
diaphragmatic  hernia  had  been  considered,  it  might 
have  been  diagnosed  earlier.  It  is  well  illustrated 
that  in  a case  such  as  this,  complete  roentgenographic 
studies  are  necessary.  The  true  state  of  affairs  in 
this  case  was  first  suspected  when  roentgenograms  of 
the  chest  showed  a large  gas  bubble  behind  the  heart. 

Summary 

A brief  discussion  of  esophageal  hiatus  hernia  has 
been  presented.  A case  has  been  reported  which 
illustrates  mafiy  of  the  problems  associated  with  its 
diagnosis  and  treatment. 


REPORT  OF  THE  COMMITTEE  ON  MATERNAL  WELFARE  OF  THE 
MONROE  COUNTY  MEDICAL  SOCIETY 


The  Committee  on  Maternal  Welfare,  in  its  three 
meetings  during  the  year,  continued  the  analysis  of 
maternal  deaths.  Because  of  fewer  cases  to  be  dis- 
cussed, the  number  of  conferences  necessary  was 
much  lower  than  in  the  first  few  years  of  the  study. 
There  were  20  to  28  deaths  as  against  6 to  10  now  in 
the  face  of  10,000  as  against  6,000  births,  a much 
higher  birth  rate. 

Deaths  from  hemorrhage,  particularly  the  post- 
partum variety,  are  causing  the  chief  anxiety.  This 
is  due  to  two  factors:  first,  because  of  the  marked 
decrease  in  sepsis  and  toxemia  as  causes  of  fatalities, 
deaths  from  hemorrhage,  the  third  principal  cause, 
are  stressed  more  because  hemorrhage  has  not  de- 
creased in  the  same  ratio;  and  second,  because  on 
close  scrutiny  it  is  found  that  many  of  these  deaths 
might  be  prevented  were  there  an  appreciation  of  the 
gravity  of  hemorrhage.  Treatment  is  too  often  “too 
little  and  too  late.”  This  observation  has  also  been 
made  by  other  committees  throughout  the  country, 
and  routine  blood  typing  on  all  parturients,  together 
with  facilities  for  rapid  transfusion,  are  being  urged. 

Many  of  our  cases  are  not  true  obstetric  deaths, 
but  every  year  we  investigate  deaths  from  medical 


causes  like  cardiac  and  pulmonary  conditions  that 
fall  to  our  lot  because  they  occur  in  pregnant  women. 

The  decline  in  maternal  mortality  during  the  past 
fifteen  years  has  been  truly  remarkable  at  all  levels: 
county,  state,  and  nation,  and  the  rate  for  Monroe 
County  is  among  the  lowest. 

Reduction  per  10,000  births  can  be  summarized  as 


follows: 

1933 

1946 

United  States 

63 

21 

New  York  State 

51 

12 

Monroe  County 

45 

6 

From  present  indications  it  would  look  as  though 
the  1947  death  rate  would  reach  an  all-time  low,  for 
as  of  December  1 there  were  10,500  births  and  4 
deaths  or  3.8  per  10,000. 

At  the  last  meeting  it  was  voted  to  conduct  a sec- 
ond ten-year  study  of  cesarean  section  on  a city-wide 
basis,  to  supplement  the  survey  of  1926  to  1936  done 
by  this  committee.  Interest  in  the  analysis  com- 
mittee has  grown,  as  evidenced  by  the  attendance 
and  the  discussions.  James  K.  Quigley,  M.D., 
Chairman.~The  Bulletin,  Rochester,  New  York, 
December,  1947 


HAY  FEVER  HAVENS  FOUND  IN  14  UPSTATE  LOCALITIES 


There  are  fourteen  localities  upstate  where  hay 
fever  sufferers  can  expect  relief,  the  State  Health 
Department  has  announced. 

In  a 1947  survey,  nine  of  the  fourteen  produced 
ragweed-pollen  indices  low  enough  to  classify  them 
as  “practically  free”  areas.  The  remaining  five  are 
rated  as  “moderately  free.” 

Heading  the  “practically  free”  list  is  Windham, 
Greene  County,  with  an  index  of  zero.  Based  on  the 
survey  figures,  the  department  said,  it  is  “the  most 
desirable  hay  fever  haven  in  the  state.” 

Next  in  line  are  three  Adirondack  Mountain  com- 


munities— Keene  Valley,  Long  Lake  and  Mc- 
Keever — each  with  an  index  of  one.  Other  “free 
areas”  and  their  ragweed-pollen  indices  are,  accord- 
ing to  the  Health  Department: 

Speculator,  2;  Tannersville,  4;  Schroon  Lake,  4; 
Wanakena,  4;  Big  Moose,  5;  Indian  Lake,  6;  Pine 
Hill,  6;  Tupper  Laker,  7;  Woodstock,  9,  and  The 
Hague,  14. 

A locality  with  an  index  of  five  or  less  is  considered 
by  the  Health  Department  to  be  a “practically  free” 
area;  one  with  an  index  of  between  five  and  fifteen, 
a “moderately  free”  area. 


CONFERENCES  ON  THERAPY 

Departments  of  Pharmacology  and  Medicine,  Cornell  University  Medical  College 

and  the  New  York  Hospital 

nPHESE  are  stenographic  reports  of  conferences  by  the  members  of  the  Department  of 
Pharmacology  and  of  Medicine  of  Cornell  University  Medical  College  and  New  York 
Hospital,  with  collaboration  of  other  departments  and  institutions.  The  questions 
and  discussions  involve  participation  by  members  of  the  staff  of  the  college  and  hospital, 
students,  and  visitors.  A selected  group  of  these  conferences  is  published  in  an  annual 
volume,  Cornell  Conferences  on  Therapy,  by  the  Macmillan  Company. 

Therapeutic  Uses  of  BAL 


Dr.  McKeen  Cattell:  BAL,  or  British  anti- 
lewisite,  is  one  of  the  most  important  develop- 
ments in  the  field  of  drug  therapy  which  occurred 
as  a result  of  the  war.  It  has  importance  both 
from  a practical  and  a theoretical  standpoint.  I 
believe  it  is  one  of  the  very  few  instances  of -a 
drug  which,  developed  according  to  pharmacolo- 
gist’s specifications,  has  actually  been  found  to 
work. 

Today,  we  propose  to  review  the  work  of  the 
pharmacologist  and  the  clinician  in  relation  to  the 
therapeutic  use  of  BAL.  Dr.  Chenoweth  will 
start  off  with  a brief  account  of  the  pharmacologic 
aspects. 

Dr.  Maynard  B.  Chenoweth:  BAL  has 

already  achieved  the  status  of  Council  accept- 
ance. The  Council  on  Pharmacy  and  Chemistry 
of  the  American  Medical  Association  has  applied 
a new  name,  dimercaprol,  which  is  a contraction 
of  its  chemical  name,  2,3-dimercaptopropanol, 
Those  who  worked  with  it  under  the  name  of  BAL, 
however,  are  likely  to  continue  to  call  it  that. 

It  is  an  oily,  colorless  liquid,  poorly  soluble, 
and  unstable  in  water.  It  has  a strong,  garlicky 
odor.  It  is  a dithiol  derivative  of  glycerol,  one  of 
many  dithiols  synthesized  and  screened  in  re- 
cent years,  and  the  one  which  offered  the  most 
promise  for  practical  application  in  the  treatment 
of  arsenic  poisoning. 

The  search  for  a compound  like  BAL  was 
based  on  the  concept  of  the  mechanism  of  poison- 
ing by  arsenic  and  other  heavy  metals.  It  has 
long  been  known  that  trivalent  arsenic,  in  the 
case  of  the  spirochete  and  human  tissue  as  well, 
blocks  metabolism  by  combining  with  the  — SH- 
groups  of  enzyme  systems.  The  idea,  therefore, 
was  to  provide  a source  of  — SH-groups  which 
could  compete  with  the  tissue  — SH-groups  for  the 
arsenic.  Early  experiments  with  monothiols,  such 
as  cysteine  and  glutathione,  indicated  that  some 
such  action  could  develop,  but  with  these  sub- 
stances it  was  of  a magnitude  insufficient  to  pro- 
duce a clinically  useful  effect.  The  search  was 
extended  to  other  sources  of  — SH-groups,  the 


dithiols.  BAL  was  one  of  the  first  of  these  to  be 
examined  and  was  found  to  possess  the  neces- 
sary properties.  It  has  been  demonstrated  that  a 
competition  for  arsenic  develops  in  the  body  be- 
tween — SH-groups  of  tissue  enzyme  systems  and 
the  —SH-groups  of  BAL.  It  has  further  been 
shown  that  these  reactions  are  reversible,  and 
the  direction  of  the  reaction  is  influenced  by  the 
presence  of  available  —SH-groups  from  the  one 
source  or  the  other.  The  effectiveness  of  a 
dithiol  appears  to  be  directly  related  to  its  ability 
to  form  a relatively  stable  heterocyclic  ring  con- 
taining the  arsenic.  Thus,  tissue  — SH-groups 
already  in  combination  with  arsenic  can  be  made 
to  release  the  metal  when  large  enough  doses  of 
BAL  are  given,  and  the  toxic  action  on  cells  may 
be  counteracted,  even  though  some  time  has 
elapsed.  This  indicates  that  BAL  would  be 
clinically  useful  even  after  symptoms  of  arsenic 
poisoning  have  developed.  It  also  indicates  that 
treatment  with  BAL  must  be  prolonged  until  the 
arsenic  is  eliminated,  so  as  to  maintain  a prepon- 
derance of  — SH-groups  derived  from  BAL.  It 
should  be  remembered  that,  although  the  chemi- 
cal reaction  of  the  tissue  thiol  radicals  and  ar- 
senic is  reversible,  some  of  the  effects  of  poisoning 
may  be  irreversible.  BAL  cannot,  therefore, 
always  be  expected  to  relieve  all  of  the  effects  of 
arsenic  poisoning.  This  fact  becomes  increas- 
ingly important  with  the  lapse  of  time  after  ar- 
senic poisoning  before  the  BAL  treatment  is 
started.  As  a consequence  of  the  liberation  of 
arsenic  from  its  combination  with  — SH-groups  of 
the  tissue  enzyme  systems  and  the  formation  of 
BAI^bound  arsenic,  the  arsenic  level  in  the  blood, 
and  the  amount  excreted  in  the  urine,  increases. 
Thus,  not  only  are  cells  saved  from  poisoning  by 
the  arsenic  in  the  body,  but  the  poison  is  also 
eliminated  from  the  body.  This,  then,  is  the 
basis  for  the  use  of  BAL  in  the  treatment  of 
heavy  metal  poisoning. 

This  is  not,  however,  the  entire  story.  BAL 
produces  disagreeable  and  toxic  effects.  In 
experimental  animals  BAL  produces  a character- 
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istic  train  of  symptoms ; small  doses  cause  blink- 
ing, blepharospasm,  lacrimation,  salivation,  and 
conjunctival  edema;  larger  doses,  ataxia,  uri- 
nation, and  respiratory  stimulation;  fatal  doses, 
respiratory  depression,  pulmonary  edema,  and 
convulsions.  In  addition,  there  are  some  in- 
teresting effects  on  the  cardiovascular  system. 
There  is  a primary  action  on  certain  peripheral 
arterioles,  a reversible  constriction,  which,  after 
small  doses,  produces  a rise  in  blood  pressure,  and 
after  larger  doses,  produces  enough  capillary 
damage  to  cause  a fall  in  blood  pressure  and  signs 
of  peripheral  vascular  failure.  The  rise  in  periph- 
eral resistance  is  marked  in  the  limb  vessels  but 
is  not  present  in  the  arterioles  of  the  liver  or  the 
splanchnic  area.  BAL  also  causes  a rise  of  blood 
lactic  acid  and  a lowering  of  blood  pH  and  carbon 
dioxide  combining  power.  These  effects  are 
produced  by  intravenous  and  intramuscular  in- 
jection, and,  since  the  agent  is  absorbed  from  the 
surface  of  the  skin,  they  are  seen  after  cutaneous 
application  when  the  dose  and  the  area  over 
which  it  is  spread  are  large  enough. 

BAL  is  rapidly  eliminated  by  the  experimental 
animal,  and  the  effects  of  a nearly  fatal  dose  may 
disappear  in  five  or  six  hours.  Toxic  effects  have 
been  observed  in  humans  who  have  received 
therapeutic  doses  of  BAL,  namely,  paresthesias, 
sweating,  a sense  of  warmth,  pain  (in  limbs,  jaws, 
abdomen,  and  head),  lacrimation,  blepharo- 
spasm, salivation,  vomiting,  unrest,  apprehension, 
weakness,  fatigue,  acceleration  of  the  heart,  and 
a rise  of  both  systolic  and  diastolic  blood  pres- 
sure. No  serious  consequences  have  been  re- 
ported. These  effects  are  usually  produced  by 
single  doses  greater  than  3 mg.  per  Kg.  Doses 
as  large  as  8 mg.  per  Kg.  produce  rather  marked 
symptoms.  The  effects  come  on  quickly  after 
intramuscular  injection,  in  a matter  of  a few 
minutes  in  some  cases,  but  last  only  an  hour  or 
two.  Doses  of  5 mg.  per  Kg.  have  been  given  at 
intervals  of  three  hours  during  the  day  without 
significant  cumulation,  although  individual  doses 
have  produced  symptoms.  The  usual  dose  pre- 
scribed for  therapeutic  effects  is  2.5  to  3 mg.; 
this  rarely  produces  significant  discomforts.  It 
is  generally  given  at  four-hour  intervals  to  avoid 
the  danger  of  cumulation. 

BAL  is  provided  for  therapeutic  use  in  am- 
pules of  4.5  cc.,  consisting  of  a 10  per  cent  so- 
lution of  BAL  in  peanut  oil,  together  with  20 
per  cent  benzyl  benzoate  which  is  used  as  a solu- 
bilizer. It  is  injected  intramuscularly  and  often 
causes  some  pain  at  the  site  of  injection.  An 
ointment  of  BAL  in  petrolatum  was  developed 
during  the  war  for  local  use  after  exposure  to 
arsenical  blister  gases.  This  is  no  longer  available, 
since  the  possibility  of  this  type  of  exposure  to 
arsenic  is  no  longer  a problem.  However,  it  can 


be  made  up  for  local  use  in  cases  in  which  there  is  a 
reaction  due  to  the  local  effect  of  arsenic.  In 
this  connection  it  is  well  to  remember  that  BAL 
may  be  absorbed  from  the  surface  of  the  skin,  per- 
haps even  more  effectively  through  a denuded 
area  such  as  may  be  present  after  local  action  of  a 
metal. 

All  of  the  spade  work  on  animals  and  humans 
was  carried  out  with  arsenic.  Interest  then 
turned  to  the  possibility  that  the  therapeutic 
action  of  BAL  might  also  apply  in  case  of  poison- 
ing by  other  heavy  metals.  Investigation,  both 
in  the  laboratory  and  in  the  clinic,  has  already 
indicated  that  the  value  of  BAL  does  extend  to 
poisoning  by  other  metals.  Clinical  experience 
exists,  which  shows  that  BAL  is  effective  in  the 
case  of  poisoning  by  gold  and  mercury.  There  is 
experimental  evidence  of  its  value  in  the  case  of 
poisoning  by  antimony,  bismuth,  chromium,  and 
nickel,  but  clinical  support  is  still  lacking.  In- 
different results  have  been  obtained  in  treatment 
of  experimental  poisoning  by  thallium  and  silver, 
while  in  the  case  of  poisoning  by  lead  and  selen- 
ium, matters  seem  to  be  made  worse  by  BAL. 

Dr.  Cattell:  Dr.  Chenoweth,  is  it  not  true 
that  the  toxic  symptoms  of  BAL,  which  have 
been  reported  in  humans,  are  fairly  evanescent? 

Dr.  Chenoweth:  Yes,  quite  fleeting,  a matter 
of  an  hour  or  so. 

Dr.  Cattell:  We  are  not  alarmed  by  toxic 
symptoms  in  humans,  because,  in  experimental 
testing  with  larger  doses  of  the  compound  than 
are  used  clinically,  all  symptoms  subsided  within 
a very  short  time. 

Perhaps  we  should  leave  further  discussion 
until  after  we  hear  what  Dr.  Riker  has  to  say 
about  the  clinical  aspects  of  BAL. 

Dr.  Walter  F.  Riker,  Jr.:  Clinically,  BAL 
has  been  studied  most  intensively  in  the  treat- 
ment of  arsenic  poisoning,  especially  in  the  treat- 
ment of  reactions  arising  from  antiluetic  therapy. 

As  already  indicated,  BAL  is  available  as  a 10 
per  cent  solution  in  peanut  oil,  solubilized  with 
benzyl  benzoate.  This  solution  is  dispensed  in 
ampules  containing  4.5  cc.  for  intramuscular  in- 
jection. The  symptoms  which  BAL  may  pro- 
duce in  humans  have  already  been  indicated. 
Their  occurrence  depends  largely  on  the  size  of 
the  dose  and  the  frequency  with  which  it  is  given. 
In  a series  of  studies  on  normal  men,  it  was  found 
that  a dose  of  approximately  3 mg.  per  Kg.  can 
be  given  before  toxic  symptoms  appear.  As  has 
been  mentioned,  the  reactions  which  occur  from 
these  and  even  larger  doses  are  of  minor  import- 
ance, since  they  are  reversible  and  of  short  dur- 
ation. There  have  been  no  serious  reactions 
complicating  BAL  therapy  in  man.  With  a dose 
of  2.5  mg.  per  Kg.  the  incidence  of  reactions  after 
approximately  seven  hundred  injections  was  less 
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than  1 per  cent,  and  these  were  of  a minor  char- 
acter, consisting  mainly  of  mucosal  irritation. 
BAL  is  fairly  rapidly  eliminated  so  that  the  dan- 
ger of  cumulation  is  small.  A study  of  a series  of 
patients  by  Modell,  Gold,  and  Cattell  demon- 
strated that  relatively  large  doses,  5 mg.  per  Kg., 
given  at  three-hour  intervals  for  four  doses,  did 
not  produce  any  cumulative  effect. 

The  BAL  regimen  in  the  treatment  of  arsenic 
poisoning  is  .based  largely  on  the  toxicity  studies 
in  man.-  Thus,  an  intramuscular  dose  of  2.5  mg. 
per  Kg.  of  BAL  may  be  chosen  for  a mild  case  of 
poisoning,  and  four  to  six  such  doses  may  be  ad- 
ministered every  four  hours  for  the  first  two  days. 
The  same  dose  may  be  repeated  once  or  twice 
daily  from  the  third  to  the  tenth  day.  The 
courses  of  BAL  will  vary  with  the  individual  case, 
but  there  is  rarely  need  to  administer  the  doses 
more  frequently  than  every  four  hours.  In  a 
severe  case  of  poisoning,  it  may  be  desirable  to 
increase  the  dose  to  3 or  4 mg.  per  Kg.,  despite 
the  appearance  of  toxic  symptoms  from  the  BAL. 
In  the  first  two  days,  this  dose  may  be  repeated 
every  four  hours  until  six  such  doses  have  been 
given,  and  thereafter  it  is  administered  once  or 
twice  daily  until  the  tenth  day,  or  until  treatment 
is  no  longer  required.  There  is  still  insufficient 
clinical  experience  to  decide  the  precise  dose  or 
duration  of  treatment  in  any  particular  case. 

The  member  clinics  of  the  Cooperative  Clinical 
Group  have  used  BAL  in  the  treatment  of  com- 
plications arising  from  arsenotherapy.  The  re- 
sults obtained  were  correlated  and  evaluated  by 
Drs.  Harry  Eagle  and  Harold  J.  Magnuson  of  the 
United  States  Public  Health  Service  and  the 
Johns  Hopkins  University.  The  results  in  55 
cases  of  arsenical  encephalopathy  caused  by  in- 
tensive mapharsen  therapy  have  been  reported. 
Of  these,  15  were  considered  mild  cases,  without 
coma  or  convulsions.  In  this  group,  treatment 
was  begun  within  twelve  hours  after  the  onset  of 
symptoms.  All  15  recovered  completely  by  the 
fourth  day,  making  the  average  2.5  days.  A 
total  of  31  of  the  55  cases  were  classified  as  severe 
because  of  convulsions  and  coma  and  were  treated 
within  an  hour  of  the  onset  of  symptoms. 
Among  these,  there  were  24  complete  recoveries 
and  7 deaths. 

The  average  total  dose  of  BAL  used  in  these 
cases  was  somewhat  larger  than  in  the  pre- 
vious group,  and  the  time  to  complete  recovery 
was  an  average  of  four  days.  The  remain- 
ing 9 cases  were  also  of  the  severe  type,  but 
in  these,  treatment  was  delayed  for  thirty  hours 
or  longer  after  the  onset  of  the  symptoms.  The 
results  here  were  much  less  impressive;  5 of  the 
9 died,  but  I think  that  without  BAL  treatment, 
the  outcome  is  apt  to  be  fatal  in  nearly  all  cases 
of  arsenical  encephalopathy  in  which  coma,  con- 
vulsions, and  high  fever  are  present. 


There  were  88  cases  of  arsenical  dermatitis 
treated  with  BAL.  Among  these,  37  were  of  a 
mild  form.  Treatment  was  begun  in  an  average 
of  about  ten  days  after  the  appearance  of  the 
rash ; improvement  was  in  evidence  in  an  average 
of  about  two  days,  and  in  about  five  days,  re- 
covery was  complete.  Only  3 of  the  patients  in 
this  group  failed  to  show  any  response  to  treat- 
ment. There  were  51  cases  of  the  severe  form  of 
dermatitis,  the  classical  exfoliative  type.  In 
these,  treatment  was  started  in  an  average  of 
about  sixteen  days  after  the  onset  of  symptoms. 
In  this  group,  41  showed  distinct  improvement  in 
an  average  of  about  three  days,  and  complete  re- 
covery in  thirteen  days.  The  response  to  treat- 
ment was  prompt;  within  twenty-four  hours 
there  was  a fall  in  the  temperature,  and  the  in- 
flammatory reaction  and  edema  of  the  skin  began 
to  subside. 

Experience  with  jaundice  associated  with  ar- 
senical therapy  has  not  yet  provided  a definite 
answer  as  to  the  value  of  BAL.  In  a group  of  16 
reported  cases,  there  were  only  5 in  whom  BAL 
appeared  to  provide  symptomatic  relief.  The 
clinical  recovery  in  these  5 seemed  to  be  unusually 
rapid.  We  had  a patient  in  this  hospital  who 
developed  jaundice  following  arsenical  therapy. 
There  was  the  question  as  to  whether  the  jaun- 
dice was  due  to  the  arsenical  treatment  or  to  a 
coincidental  infectious  hepatitis.  We  decided  to 
try  BAL,  and  the  results  strongly  suggested  that 
it  was  beneficial;  the  icteric  index  declined  from 
95  to  the  normal  level  after  treatment  for  four 
days  and  the  patient  was  discharged  from  the 
hospital,  symptom-free,  after  seven  days.  The 
follow-up  in  this  patient  showed  no  signs  of  re- 
currence of  jaundice  or  of  liver  disease.  The 
course  in  our  patient  was  similar  to  that  in  the  5 
cases  reported  by  Eagle  and  Magnuson  to  which  I 
have  just  referred.  The  remainder  of  their  16 
cases  showed  no  clinical  improvement  on  BAL 
therapy.  It  may  well  be  that  the  arsenic  is  not 
the  sole  factor  in  the  production  of  this  type  of 
jaundice,  for  if  it  were,  the  use  of  BAL  should 
bring  rapid  recovery  because  of  the  established 
interaction  of  BAL  and  arsenic.  BAL  has  been 
used  in  the  treatment  of  blood  dyscrasias  result- 
ing from  arsenotherapy,  but  the  experience  is  still 
too  limited  for  a satisfactory  evaluation.  It 
appears  to  have  been  successful  in  granulocyto- 
penia and  agranulocytosis  resulting  from  arsenic, 
but  apparently  was  unsuccessful  in  the  arsenical 
aplastic  anemia. 

In  the  treatment  of  poisoning  by  arsenic  in 
man,  the  sooner  BAL  is  given,  the  better  is  the 
response.  There  is  fairly  strong  indication  that 
the  therapeutic  response  to  BAL  is  related  to  the 
withdrawal  of  arsenic  from  the  tissues.  The  de- 
tection of  increased  excretion  of  arsenic  in  the 
urine  is  another  matter.  Such  an  increase  is 
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frequently  observed,  and  the  peak  excretion 
occurs  approximately  four  hours  after  the  dose  of 
BAL.  It  is  not  always  possible,  however,  to 
demonstrate  an  increase  in  the  urinary  excretion 
of  arsenic,  sometimes  as  the  result  of  the  fact  that 
the  amounts  due  to  BAL  are  too  small  to  be  de- 
tected in  a twenty-four-hour  total  excretion. 

BAL  has  proved  very  effective  in  the  manage- 
ment of  acute  poisoning  by  bichloride  of  mer- 
cury. The  group  working  with  Dr.  Longcope  of 
the  Johns  Hopkins  Hospital,  Baltimore,  in  an 
early  report,  presented  an  account  of  42  cases  of 
bichloride  of  mercury  poisoning  with  doses  vary- 
ing from  0.5  to  20  Gm.  Among  these,  37  made 
complete  recoveries,  treatment  with  BAL  having 
been  instituted  within  four  hours  after  the  dose 
was  swallowed.  Many  of  these  patients  were 
exceedingly  ill  when  treatment  was  started. 
Symptoms  were  relieved  dramatically.  They 
compared  a group  of  86  patients  with  bichloride 
of  mercury  poisoning  in  whom  various  measures 
other  than  BAL  were  used  with  a group  of  24 
cases  in  which  the  BAL  treatment  was  used.  In 
both  groups  the  dose  of  bichloride  of  mercury  was 
1 Gm.,  and  treatment  was  started  within  the 
first  four  hours.  Among  those  treated  with  BAL 
there  were  no  fatalities,  whereas  in  the  control 
group  31  per  cent  succumbed. 

Dr.  Cattell:  The  subject  is  now  open  for 
general  discussion.  Are  there  any  questions? 

Dr.  Harry  Gold:  I should  like  to  ask  Dr. 
Riker  how  he  would  explain  the  fact  that  BAL 
is  so  effective  against  arsenical  poisoning,  and 
yet,  in  some  patients  no  increase  in  the  excretion 
of  arsenic  in  the  urine  is  detected.  He  stated 
that -the  increased  • excretion  may  be  small  and 
may  occur  in  the  form  of  a brief  peak  of  excretion 
and,  therefore,  escape  detection  in  a twenty-four- 
hour  specimen  of  urine.  Is  it  likely  that  such  a 
small  increase  in  the  excretion  of  arsenic  could  be 
responsible  for  the  dramatic  effects  of  BAL  in 
controlling  the  situation  in  a case  of  arsenic  poison- 
ing? 

Dr.  Riker:  We  are  not  certain  of  the  expla- 
nation. It  may  be  that  this  small  increase  in  ar- 
senic excretion  is  highly  significant,  because  it  is 
arsenic  released  from  combination  with  a vital 
organ  or  tissue.  Therg  are  other  possibilities. 
There  is  indication  that  BAL  alters  the  distri- 
bution of  arsenic  between  the  urine  and  the  feces 
and  an  examination  of  the  urine  alone  may  fail  to 
reveal  the  increased  excretion  of  arsenic.  There 
is  also  the  possibility  that  the  arsenic  removed 
from  vital  tissues  and  combined  with  BAL  may 
circulate  in  an  inactive  form,  so  that,  even  though 
excretion  is  not  accelerated,  the  combination  is 
doing  the  patient  no  harm. 

Dr.  Chenoweth:  I should  like  to  point  out 
that  the  doses  of  BAL  used  in  the  studies  of  Dr. 


Longcope  and  his  group  were  as  high  as  7 mg.  per 
Kg.  in  cases  of  acute  poisoning  by  bichloride  of 
mercury.  In  spite  of  these  large  doses,  they  ob- 
served no  toxic  symptoms  from  BAL.  This  may 
be  due  to  the  fact  that  the  large  quantities  of 
mercury,  present  in  these  cases,  combined  with 
BAL  and  thereby  prevented  toxic  symptoms. 

Dr.  Cattell:  The  mutual  antagonism  be- 
tween BAL  and  metals  is  seen  also  in  the  case  of 
arsenic.  Not  only  is  BAL  an  antidote  to  arsenic, 
but  it  has  been  shown  under  experimental  con- 
ditions of  arsenic  poisoning  that  arsenic  is  an 
antidote  to  BAL.  In  the  presence  of  arsenic, 
animals  are  able  to  tolerate  larger  doses  of  BAL 
without  showing  toxic  symptoms  of  the  latter. 

In  connection  with  the  problem  of  therapeutic 
doses  of  BAL,  it  may  be  well  to  emphasize 
experience  in  luetic  patients  who  are  not  poisoned 
with  arsenicals.  In  these  patients,  intramuscular 
doses  of  5 mg.  of  BAL  per  Kg.  every  four  hours 
and  single  doses  as  high  as  8 mg.  per  Kg.  were 
given  without  serious  effects.  It  is  true  that 
there  were  many  disagreeable  symptoms  with 
such  doses,  but  there  were  no  effects  which  gave 
cause  for  alarm. 

Visitor:  Does  BAL  have  any  value  in  poison- 
ing by  gold? 

Dr.  Riker:  In  vitro  experiments  show  that 
gold  reacts  with  BAL  to  form  a thio-aurate. 
There  is  no  experimental  work  in  animals,  as  far 
as  I know,  which  shows  that  BAL  is  effective  in 
poisoning  by  gold  preparations.  There  are,  how- 
ever, some  recent  clinical  results  suggesting  a 
favorable  effect  of  BAL  in  toxic  reactions  pro- 
duced by  chrysotherapy  in  arthritis. 

Visitor  : Which  of  the  complications  of  chryso- 
therapy have  been  successfully  treated  by  the  use 
of  BAL? 

Dr.  Riker:  Dermatitis,  both  the  exfoliative 
and  seborrheic  types,  conjunctivitis,  ulcers  of  the 
palate,  thrombopenic  purpura,  and  granulopenia 
have  been  reported  as  helped  by  BAL,  but  more 
experience  is  necessary  for  the  final  evaluations  of 
BAL  in  this  type  of  metal  poisoning. 

Visitor:  Could  one  confuse  the  reactions  from 
BAL  with  those  of  the  metal  poisoning? 

Dr.  Riker:  In  general,  the  presence  of  metals, 
such  as  arsenic,  mercury,  or  even  gold,  appears, 
as  already  indicated  by  Dr  Cattell,  to  reduce  the 
toxicity  of  BAL,  and  with  the  doses  generally 
given  in  treatment,  severe  reactions  from  BAL  are 
not  to  be  anticipated.  I cannot  think  of  symp- 
toms due  to  BAL  which  may  be  confused  with 
those  due  to  one  of  the  heavy  metals.  The  pic- 
ture produced  by  BAL  is  unique. 

Student:  Is  BAL  useful  in  lead  poisoning? 

Dr.  Chenoweth:  BAL  may  move  the  lead 
around  in  the  body,  but  no  beneficial  end  is 
achieved. 
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Student:  How  about  cadmium  poisoning? 

Dr.  Cattell:  The  animal  experiments  on  the 
use  of  BAL  against  cadmium  show  that  this  is  a 
special  case.  BAL  seems  to  control  the  acute 
symptoms  of  cadmium  poisoning,  but  the  BAH 
cadmium  compound  is  itself  toxic  to  the  kidneys, 
and  the  animals  subsequently  die  of  renal  failure. 
BAL,  therefore,  is  not  very  promising  as  an  anti- 
dote to  cadmium  poisoning. 

There  are  a good  many  compounds  related  to 
BAL  which  have  been  studied.  One  of  them  is 
the  BAL  glucoside  complex  which  seems  to  offer 
special  advantages.  It  has  not  yet  been  used 
clinically.  Dr.  Phillips  worked  with  it  experi- 
mentally. I wonder  if  he  would  comment? 

Dr.  Frederick  S.  Phillips:  The  molecule  of 
BAL  glucoside  is  composed  of  a glucose  moiety 
in  glucosidic  linkage  with  the  oxygen  of  2,3- 
dimercaptopropanol.  The  hydrophilic  properties 
of  the  glucose  moiety  probably  account  for  the 
high  aqueous  solubility  of  BAL  glucoside,  a prop- 
erty not  shared  in  the  same  degree  by  BAL  itself 
which  is  a lipid-soluble  substance.  In  fact,  BAL 
glucoside  was  created  in  the  hope  of  obtaining  a 
compound  which  would  exhibit  the  antidotal 
properties  of  BAL  but  which  would  also  be 
sufficiently  water  soluble  to  be  administered  in- 
travenously. It  was  also  hoped  that  the  BAL 
glucoside  might  remain,  for  the  most  part,  in  the 
extracellular  spaces  and,  therefore,  be  less  toxic 
than  BAL.  Indeed,  studies  of  the  pharmacology 
of  BAL  glucoside  have  shown  that  it  is  less  toxic 
than  BAL  and  that  it  could  probably  be  admin- 
istered safely  in  doses  10  times  those  recommended 
for  BAL.  Moreover,  toxic  actions  following 
fatal  doses  of  the  glucoside  appear  to  differ  from 
those  caused  by  toxic  doses  of  BAL.  The  acute 
stimulation  of  the  central  nervous  system  and 
the  capillary  damage  caused  by  BAL  are  not  ob- 
served. Toxic  actions  which  have  been  observed, 
following  administration  of  various  preparations 
of  BAL  glucoside,  may  be  due  to  chemical  im- 
purities. The  chemical  impurities,  present  in 
preparations  of  BAL  glucoside,  constitute  the 
major  disadvantage  of  the  agent  as  it  is  now  avail- 
able. The  compound  has  never  been  sufficiently 
purified  to  be  useful  clinically.  Impurities  render 
it  unstable  so  that  it  is  difficult  to  preserve  prep- 
arations of  known  activity.  In  addition  to  its 
instability,  BAL  glucoside  is  difficult  to  prepare 
and  is,  therefore,  costly.  However,  if  the  gluco- 
side can  be  prepared  in  a relatively  pure  state,  it 
may  well  prove  to  be  a therapeutic  superior  to 
BAL.  In  the  case  of  experimental  cadmium 
poisoning  in  which  BAL  is  of  no  value,  BAL  glu- 
coside appears  to  be  quite  effective.  Its  effi- 
cacy in  cadmium  poisoning  probably  results  from 
the  formation  with  cadmium  of  a soluble  complex 
of  low  dissociability  which  remains  extracellular 


and  is  excreted  without  appreciable  reabsorption 
by  the  renal  tubule.  On  the  other  hand,  the 
treatment  of  cadmium  poisoning  with  BAL  en- 
hances the  nephrotoxic  actions  of  the  heavy  metal 
and  thereby  fails  to  reduce  cadmium  toxicity  in 
experimental  animals.  In  view  of  the  results  ob- 
tained in  experimental  cadmium  poisoning,  it  is 
possible  that  other  types  of  metal  poisoning  which 
fail  to  respond  successfully  to  BAL  therapy  may 
conceivably  be  favorably  influenced  by  com- 
pounds like  BAL  glucoside.  It  is  to  be  hoped, 
therefore,  that  it  will  soon  be  possible  to  obtain 
relatively  pure  BAL  glucoside  at  a cost  which  is 
not  prohibitive. 

Dr.  Cattell:  Dr.  Kensler,  you  worked  with 
these  compounds.  Have  you  anything  to  add? 

Dr.  Charles  J.  Kensler:  I wrould  like  to 
make  an  addition  to  the  arsenic  story.  There  is 
one  form  of  arsenic  poisoning,  namely,  by  arsine, 
AsH3,  in  which,  judging  from  our  experimental 
results,  I think,  BAL  is  of  little  value  and  may 
even  prove  harmful.  For  example,  the  LD50  dose 
of  BAL  in  the  normal  rabbit  is  about  100  mg.  per 
Kg.;  in  rabbits  which  have  been  poisoned  with 
arsine,  the  LD5ft  dose  drops  to  from  25  to  30  mg. 
per  Kg.  This  is  in  marked  contrast  to  the  sit- 
uation in  lewisite  poisoning  in  which  case  several 
lethal  doses  of  lewisite  (CHClCHAsCL)  and  BAL 
will  neutralize  each  other.  During  the  course  of 
our  investigations  at  Memorial  Hospital  we 
found  a closely  related  compound  which  was 
effective  for  the  treatment  of  arsine  poisoning. 
That  compound  is  the  ethyl  ether  of  BAL.  It  is 
effective  as  a therapeutic  agent  in  the  dog,  mon- 
key, and  rabbit  wdien  applied  to  the  skin  as  a pure 
compound  or  when  injected  intramuscularly. 
It  has  been  applied  to  the  skin  in  man  without 
any  observable  toxic  effect  in  doses  comparable 
to  those  which  save  the  lives  of  dogs  and  monkeys 
poisoned  with  arsine.  It  has  never  had  any  trial 
in  man  because  no  opportunity  has  arisen  for  its 
use. 

Dr.  Cattell:  Dr.  Riker,  Dr.  Chenoweth,  and 
others  of  us  have  studied  the  pharmacology  of 
this  compound.  The  ethyl  ether  of  BAL,  which 
is  less  soluble  in  water  but  more  soluble  in  oil,  has 
a selective  action  on  the  central  nervous  system 
in  cats,  and  definite  damage  to  the  central  nervous 
system  was  demonstrated  in  these  animals.  It 
was  this  fact  that  caused  some  apprehension 
about  its  use  in  man,  although  in  dogs,  monkeys, 
and  all  the  other  animals,  which  were  studied,  no 
such  effect  was  produced. 

In  connection  with  the  therapeutic  effects  of 
BAL  in  arsenic  poisoning  which  you  described, 
Dr.  Riker,  do  you  attribute  the  whole  effect  to  the 
increased  elimination  of  arsenic  from  the  body? 

Dr.  Riker:  No,  I don’t  think  so.  I believe 
that  the  chief  mechanism  is  the  combination  of 
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arsenic  with  the  sulfhydryl  groups  of  the  BAL  in 
consequence  of  which  the  arsenic  becomes  con- 
verted into  a relatively  innocuous  form.  Some 
of  the  arsenic  which  is  exposed  to  the  BAL  may 
be  free  and  not  yet  combined  with  tissue,  while 
some  of  it  is  metal  removed  from  combination 
with  tissue  sulfhydryl  groups  which  has  already 
taken  place.  The  BAL  and  arsenic  form  a thio 
arsenite.  This  compound  has  a low  hydrolysis 
constant  and  cannot  be  readily  dissociated. 
Some  of  it  may  be  fairly  rapidly  excreted,  while 
the  rest  may  be  stored  in  the  organism  as  a rela- 
tively innocuous  complex.  Either  case  results  in 
protecting  the  body  tissues  against  arsenic. 
There  is  evidence  that  in  the  animal  the  insoluble 
complex  circulates  in  a very  small  particulate 
form,  possibly  of  a colloidal  nature,  and  that  it 
may  be  stored  in  the  reticuloendothelial  system. 
There  are  cases  of  dermatitis  resulting  from  a 
minute  amount  of  arsenic,  and  it  is  believed  that 
this  may  represent  a hypersensitivity  reaction. 
BAL  has  proved  effective  in  this  type  of  con- 
dition, a fact  which  suggests  that  the  binding  of  a 
minute  amount  of  arsenic  with  BAL  is,  in  effect, 
equivalent  to  neutralizing  an  antigen. 

Dr.  Cattell  : I think  this  aspect  of  the  action 
of  BAL  is  an  important  one,  at  least  in  the  experi- 
mental animal,  because,  although  the  animal  may 
be  saved,  the  amount  of  arsenic  excreted  may  rep- 
resent a very  small  fraction  of  the  dose  of  the 
metal  which  was  given. 

Dr.  Riker,  would  you  tell  us  of  the  interesting 
experiments  which  you  carried  out  with  Dr. 
Rosenfeld  showing  the  shift  of  arsenic  from  the 
cells. 

Dr.  Riker:  We  found  that  the  arsenic  content 
of  the  blood  plasma  increased  after  BAL  was  ad- 
ministered to  an  animal  poisoned  with  arsenic, 
and  that  this  was  associated  with  a release  of  ar- 
senic by  the  cells. 

Dr.  Cattell:  It  disappears  from  the  red  blood 
cells  and  apparently  accumulates  in  certain 
tissues,  particularly  in  the  reticuloendothelial 
system,  suggesting  that  there  may  be  storage 
there. 

Dr.  Chenoweth:  In  comiection  with  the  use 
of  BAL  for  the  treatment  of  toxic  effects  of  the 
arsenicals  in  the  therapy  of  syphilis,  it  might  be 
well  to  mention  that  the  BAL  not  only  protects 
the  patient’s  tissues  against  the  arsenic  but  also 
protects  the  spirochete  against  the  arsenic.  The 
result  is  that  the  antisyphilitic  therapy  is  no 
longer  effective  if  BAL  is  used  at  the  same  time. 

Dr.  Kensler:  Does  BAL  block  the  action  of 
the  mercurial  diuretics? 

Dr.  Cattell:  There  are  now  several  studies 
which  show  that  BAL  reduces  the  toxicity  of  the 
mercurial  diuretics. 

Visitor:  One  paper,  as  I recall,  referred  to  this. 


antagonism  in  the  case  of  the  cardiotoxic  effects 
of  the  mercurial  diuretics.  Is  there  any  in- 
formation as  to  the  effect  of  BAL  on  the  diuresis 
produced  by  the  mercurials? 

Dir.  Cattell:  There  is  evidence  that  it  does 
that  too.  If  the  BAL-mercurial  complex  pro- 
duced diuresis,  it  might  be  a great  advantage,  but 
unfortunately,  that  does  not  seem  to  be  the  case. 

Dr.  Riker:  On  the  basis  of  our  information, 
one  would  expect  BAL  to  antagonize  all  actions 
of  the  mercurial  diuretic.  I would  expect  it  to 
check  the  diuretic  effect  of  the  mercurials  by  pre- 
venting the  interaction  of  the  mercury  with  the 
protein  of  renal  tubules. 

Mr.  Donald  A.  Clarke:  There  is  unpub- 
lished work  indicating  that  BAL  not  only  inhibits 
the  diuresis  of  the  mercurial  but,  in  addition,  has 
an  antidiuretic  action  of  its  own. 

Dr.  Cattell:  The  effect  of  BAL  on  the  ex- 
cretion of  metals  seems  to  me  one  of  the  most  im- 
pressive aspects  of  the  action  of  this  compound. 
Perhaps  Dr.  Riker  would  describe  the  typical 
course  of  arsenic  excretion  after  a dose  of  BAL. 

Dr.  Riker:  After  a single  test  dose  of  BAL  in 
a case  of  arsenic  poisoning,  there  is  usually  a sharp 
rise  in  the  urinary  excretion  of  arsenic  in  the  next 
twenty-four-hour  specimen.  This  is  followed  by 
a rapid  return  to  the  control  level.  Such  was  the 
case,  for  example,  in  the  patient  with  arsenical 
jaundice  to  which  I have  already  referred.  Be- 
fore the  BAL  was  started,  the  concentration  of 
arsenic  in  the  urine  wras  rather  low,  considering 
the  amount  of  arsenic  that  had  been  given.  The 
administration  of  several  doses  of  BAL  in  this 
case  produced  a very  sharp  increase  in  the  urinary 
arsenic;  on  the  following  day,  the  concentration 
was  about  4 times  that  of  the  control,  but  on  the 
next  day  following,  the  concentration  had  re- 
turned to  the  control  level  in  spite  of  the  fact  that 
the  administration  of  BAL  was  continued.  The 
high  icteric  index  and  the  symptoms  of  poisoning 
showed  a rapid  reversal.  A point  of  importance 
here  is  the  possibility  that  the  BAL  may  continue 
to  exert  a beneficial  effect  even  during  the  period 
when  the  level  of  arsenic  excretion  in  the  urine  is 
not  substantially  elevated.  It  would  seem  reason- 
able, therefore,  to  continue  the  use  of  BAL  in  the 
presence  of  clinical  evidence  of  arsenical  poisoning 
even  when  the  arsenic  excretion  level  in  the  urine 
is  not  elevated.  One  should  bear  in  mind  that 
the  complete  healing  of  arsenical  lesions,  even 
after  the  arsenic  is  removed,  may  take  a fairly 
long  time. 

The  decision  as  to  how  long  the  BAL  therapy 
should  be  continued  will  require  a great  deal  more 
clinical  experience.  The  difficulty  of  determining 
how  long  BAL  treatment  should  be  continued  is 
well  illustrated  by  the  problem  of  arsenical  hep- 
atitis. There  has  been  some  debate  among 
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syphilologists  concerning  the  exact  nature  of  the 
iaundice  complicating  arsenotherapy.  There  is 
reason  for  believing  that  if  it  responds  promptly 
to  BAL  therapy,  the  jaundice  is  clearly  due  to  the 
arsenic  directly,  although  there  still  remains  the 
possibility  that  a delay  in  response,  or  even  a fail- 
ure in  response,  may  be  due  to  the  persistence  of  a 
liver  damage  produced  by  arsenic  or  by  some  com- 
plicating factor. 

Student:  Is  BAL  equally  effective  against 
arsenic  taken  in  a variety  of  forms  such  as  Paris 
green  and  rat  poisons? 

Dr.  Cattell:  It  is,  in  experimental  animals. 
The  one  known  exception,  arsine,  which  Dr. 
Kensler  mentioned,  is  of  no  practical  importance 
at  present. 

Dr.  Riker:  It  is  effective  against  Fowler’s 
solution,  which  is  an  inorganic  arsenic  prepar- 
ation. Dr.  Walsh  McDermott  and  I treated  a 
very  severe  dermatitis  resulting  from  Fowler’s 
solution.  The  dermatitis  was  similar  to  a bul- 
lous pemphigus  with  large  bullae  over  the  entire 
body.  The  patient  was  seriously  ill  at  the  time 
of  admission  as  the  result  of  secondary  infection 
and  fluid  loss  from  the  rupture  of  the  bullae. 
Previous  nonspecific  therapy  had  been  of  no  avail. 
The  history  revealed  that  the  patient  had  been 
given  Fowler’s  solution  for  a minor  skin  conditon 
a number  of  years  before  and  that  he  continued 
the  medication  on  his  own  by  drinking  from  the 
bottle  daily  without  concern.  We  started  BAL 
therapy,  and  the  response  was  dramatic.  Prior 
to  BAL,  there  was  a very  low  level  of  arsenic  ex- 
cretion, whereas  following  it,  there  was  a tremen- 
dous outpouring  of  arsenic  in  the  urine,  and  the 
lesions  started  to  clear.  Sulfadiazine  therapy 
was  instituted  to  control  the  secondary  infection. 
The  patient  was  wrell  in  about  three  weeks  except 
for  peripheral  neuritis  which  cleared  up  a few 
months  after  discharge.  Other  cases  of  poisoning 
by  Fowler’s  solution  which  responded  well  to  BAL 
therapy  have  been  reported. 

Summary 

Dr.  Gold:  We  may  now  summarize  the  es- 
sential points  covered  in  the  conference.  The 
history  of  specific  antidotes  to  poisoning  by 
metals  is  substantially  an  account  of  unfulfilled 
promises.  Sodium  thiosulfate  was  introduced  in 
1920  as  an  antidote  to  arsenic  poisoning.  Its 
use  was  continued  for  many  years,  although  proof 
of  its  value  was  never  very  impressive.  It  was 
applied  to  bichloride  of  mercury  poisoning,  but 
again,  it  was  not  long  before  it  became  fairly 
clear  that  its  value  was  negligible.  You  may  re- 
call the  episode  having  to  do  with  sodium  form- 
aldehyde sulfoxalate  as  an  antidote  to  bichloride 
of  mercury  poisoning.  It  began  in  1934,  and 
even  though  some  have  continued  to  use  it  up  to 


the  present  time,  the  indication  is  fairly  clear  that 
the  antidote  has  to  be  given  before  the  poison  in 
order  to  provide  a conspicuous  protective  action 
in  systemic  poisoning  with  bichloride  of  mercury. 

The  long  succession  of  failures  of  suggested 
antidotes  to  metal  poisoning  was  interrupted  in 
the  early  days  of  World  War  II  by  a series  of 
important  discoveries  made  in  rapid  succession 
in  the  cooperative  war  programs  of  chemical, 
pharmacologic,  and  clinical  research,  focused  on 
the  problem  of  an  antidote  to  the  arsenical  vesi- 
cant, lewisite.  The  chief  practical  issue  was  the 
synthesis  of  the  compound  BAL,  which  is  not  only 
highly  effective  in  preventing  tissue  damage  by 
arsenic  and  mercury  but  also  in  reversing  moder- 
ate grades  of  tissue  injury  after  the  metals  have 
been  at  work  for  some  time. 

Some  of  the  numerous  lines  of  investigation 
leading  to  this  discovery  were  reviewed.  Many 
important  steps  were  necessary  before  the  prob- 
lem arrived  at  the  point  at  which  an  effective 
antidote  became  available.  One  of  the  earliest 
observations,  bearing  most  directly  on  the  sub- 
ject, was  that  of  Voegtlin,  Dyer,  and  Leonard  of 
the  United  States  Public  Health  Service  who, 
in  1923,  advanced  the  view  that  the  therapeutic 
arsenicals  produce  their  effects  by  combining  with 
the  — SH-groups  of  protoplasm.  There  were  the 
observations  that  various  enzyme  systems  de- 
pended for  their  activity  on  free  — SH-group,  that 
these  enzyme  systems  could  be  poisoned  by  ar- 
senicals, that  the  combination  in  some  tjqies  of 
thioarsenites  could  be  reversed  in  alkaline  so- 
lution, that  monothiol  and  some  dithiol  com- 
pounds with  arsenic  were  as  toxic  as  the  arsenical 
itself,  observations  leading  to  the  belief  that 
fairly  stable  but  reversible  ring  compounds  might 
be  formed  between  the  arsenical  and  the  — SH- 
groups  of  tissue  proteins  or  the  protein  portion 
of  the  enzyme  systems,  that  similar  but  less  easily 
dissociable  compounds  of  the  arsenicals  are 
formed  by  their  interaction  with  simple  dithiols 
which  can  compete  successfully  with  the  tissue 
dithiols  for  the  toxic  metal. 

The  compound  2,3-dimercaptopropanol,  more 
popularly  known  as  British  antilewisite  or  BAL, 
is  not  a harmless  material.  It  is  itself  a poison. 
It  is  irritant  to  the  skin  and  mucous  membranes 
and  in  large  doses  causes  death  with  capillary 
paralysis  and  shock,  sometimes  preceded  by  con- 
vulsions. It  causes  lacrimation,  blepharospasm, 
salivation,  vomiting,  muscular  cramps,  unrest, 
apprehension,  and  weakness.  Small  doses  pro- 
duce arteriolar  constriction  with  elevation  of  the 
blood  pressure.  It  is  noteworthy  that  unpleasant 
effects  are  produced  by  doses  much  below  those 
which  may  cause  serious  damage,  a fact  which 
provides  an  element  of  safety  against  overdosage. 
BAL  is  rapidly  eliminated  in  animals  and  man, 
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and  doses  may  be  repeated  in  man  at  intervals  of 
three  or  four  hours  without  significant  cumu- 
lation. Studies  in  man  show  that  some  of  the 
minor  toxic  effects  may  be  produced  by  doses  as 
small  as  3 to  5 mg.  per  Kg.,  although  single  doses 
as  high  as  8 mg.  per  Kg.  have  been  given  with 
safety  by  intramuscular  injection.  BAL  may  be 
used  by  most  of  the  common  routes  of  adminis- 
tration, subcutaneous,  intramuscular,  and  in- 
travenous injection,  dilute  applications  to  the 
eye,  and  by  skin  inunctions.  It  is  best  given  by 
intramuscular  injection  in  the  form  of  a 10  per 
cent  solution  in  .peanut  oil. 

In  human  poisoning  by  arsenical  compounds, 
the  administration  of  BAL  gives  rise  to  a prompt 
and  marked  increase  in  the  arsenic  content  of  the 
blood  which  is  associated  with  a marked  increase 
in  the  arsenic  excretion  in  the  urine.  There  now 
exist  convincing  reports  on  the  value  of  BAL  as 
an  antidote  against  the  dermatitis,  encephalitis, 
agranulocytosis,  and  the  various  febrile  reactions 
due  to  the  arsenicals.  There  is  some  doubt  con- 
cerning its  utility  in  arsenical  jaundice.  The 
best  results  are  obtained  when  the  antidote  is 
given  fairly  promptly  after  the  poison,  but  it 
proves  effective  even  after  a considerable  injury 
has  been  produced  by  the  arsenical. 

The  problem  has  been  carried  to  the  field  of 
other  metals,  and  evidence  has  been  obtained  in 
the  laboratory  that  such  heavy  metals  as  lead, 
antimony,  vanadium,  bismuth,  cadmium,  mer- 
cury, and  zinc  inactivate  — SH-containing  enzymes 
and  that  these  effects  can  be  reversed  by  members 
of  the  BAL  series. 

BAL  has  been  applied  successfully  by  Long- 
cope  and  his  collaborators  in  the  treatment  of 
human  cases  of  bichloride  of  mercury  poisoning. 
Again,  while  the  best  results  are  obtained  the 
sooner  the  antidote  is  administered,  dramatic  re- 
lief of  symptoms  and  complete  recoveries  occurred 
in  patients  treated  with  BAL  under  conditions 


which  rarely  allowed  for  recovery  with  any  previ- 
ous forms  of  treatment.  In  a fairly  large  series 
of  cases  of  poisoning  at  the  Johns  Hopkins  Hos- 
pital in  which  the  patients  swallowed  1 Gm.  or 
more  of  bichloride  of  mercury  and  were  admitted 
up  to  four  hours  later,  those  treated  with  BAL  all 
recovered,  while  the  mortality  rate  in  similar 
controls  was  about  30  per  cent.  BAL  has  also 
been  shown  to  be  effective  against  the  toxic 
effects  of  the  organic  mercurial,  salyrgan,  in  the 
mouse,  the  cat,  and  the  dog.  This  is  of  consider- 
able importance  in  view  of  the  extensive  use  of 
these  diuretics  and 'the  possibility  of  accidental 
overdosage. 

There  seems  to  be  very  little  doubt  of  the  effi- 
cacy of  BAL  as  an  antidote  to  arsenic  and  mer- 
cury poisoning.  Isolated  observations  have  al- 
ready been  made  on  the  effect  of  BAL  in  human 
poisoning  by  other  metals,  copper,  zinc,  and  gold. 
Several  rather  striking  results  have  been  reported 
on  the  use  of  BAL  in  poisoning  produced  by  gold 
employed  in  the  treatment  of  arthritis. 

Much  remains  to  be  learned  about  the  possi- 
bilities of  thiols  in  the  treatment  of  poisoning  by 
various  metals.  It  may  well  be  that  other  mer- 
captans  may  prove  safer  and  more  effective  than 
BAL  itself.  Since  it  is  likely  that  clinicians  will 
be  turning  to  BAL  as  a form  of  treatment  of  hu- 
man poisoning  by  many  metals,  the  experience 
with  cadmium  should  be  borne  in  mind.  It  was 
shown  in  animals  that  while  the  prophylactic  ad- 
ministration of  BAL  eliminated  the  signs  of  acute 
intoxication  with  cadmium  chloride,  the  animals 
later  succumbed  to  renal  damage  in  the  process  of 
excretion  of  the  cadmium-BAL  complex.  It  is 
clear  from  this  that  great  caution  is  necessary  in 
the  application  of  BAL  to  poisoning  by  metals  in 
man  and  that  thorough  exploration  of  the  prob- 
lem relating  to  any  particular  metal  should  be 
made  in  animals  before  BAL  is  applied  in  cases  of 
human  poisoning. 


TO  ESTABLISH  EXPERIMENTAL  INSTITUTE 

Establishment  of  an  Experimental  Biology  and 
Medicine  Institute,  in  the  National  Institute  of 
Health  of  the  U.S.  Public  Health  Service,  has  been 
announced  by  Oscar  It.  Ewing,  Federal  Security 
Administrator. 

The  new  research  institute  will  combine  the 
functions  of  the  Division  of  Physiology  and  the 
Pathology  and  Chemistry  Laboratories  and  will 
permit  greater  coordination  of  scientific  investiga- 
tions. 

Dr.  William  Henry  Sebrell,  Jr.,  chief  of  the  Divi- 
sion of  Physiology,  has  been  named  director  of  the 
new  Institute.  lie  will  also  serve  as  associate  direc- 
tor of  the  National  Institute  of  Health. 

Formation  of  the  Institute  is  part  of  a wider  or- 


ganization of  the  National  Institute  of  Health, 
Thomas  Parran,  Surgeon  General  of  the  Public 
Health  Service,  explained.  Four  other  divisions  and 
laboratories  engaged  in  scientific  research  also  will 
be  consolidated  into  two  additional  institutes.  All 
of  them  will  be  modeled  after  the  National  Cancer 
Institute. 

The  director  of  the  new  Institute  is  an  authority 
in  the  field  of  nutrition  who  has  been  with  Public 
Health  Service  since  his  graduation  from  the  Vir- 
ginia School  of  Medicine  in  1925.  In  1940  he  re- 
ceived the  Mead  Johnson  Award  of  the  American 
Institute  of  Nutrition,  for  research  on  vitamin  B 
complex,  and  in  1946  was  awarded  the  research 
medal  of  the  Southern  Medical  Association. 
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Glenn  W.  Arthurs,  M.D.,  of  Niagara  Falls,  died 
on  February  10  at  the  age  of  fifty-four.  An  ear, 
nose,  and  throat  specialist  in  Niagara  Falls  for  thirty 
years,  Dr.  Arthurs  graduated  from  the  University 
of  Buffalo,  School  of  Medicine,  in  1918.  He  was  on 
the  staffs  of  Mt.  St.  Mary’s  and  Niagara  Falls  Me- 
morial hospitals,  Niagara  Falls.  He  was  a member 
of  the  American  Medical  Association,  the  Academy 
of  Medicine,  and  the  Niagara  County  and  New 
York  State  medical  societies. 

Orvis  A.  Brenenstuhl,  M.D.,  of  Albany,  fifty- 
nine,  died  on  February  14.  Graduated  from  Albany 
Medical  College  in  1913,  Dr.  Brenenstuhl  had 
served  as  Albany  County  coroner’s  physician  since 
1922.  He  was  assistant  surgeon  at  Memorial 
Hospital,  Albany.  A past  president  of  the  New 
York  State  Association  of  Physicians  and  Surgeons, 
Dr.  Brenenstuhl  was  also  a member  of  the  Albany 
County  and  New  York  State  medical  societies  and 
the  American  Medical  Association. 

William  A.  Boyd,  M.D.,  of  the  Bronx,  died  on 
February  22.  He  was  seventy-five  years  old.  Dr. 
Boyd  graduated  from  the  College  of  Physicians  and 
Surgeons,  Columbia  University,  in  1895.  He  had 
served  on  the  attending  staff  of  Lincoln  Hospital 
and  was  a founder  and  consulting  physician  of 
Union  Hospital,  Bronx.  Dr.  Boyd  was  a charter 
member  of  the  Bronx  Medical  Association  and  also 
belonged  to  the  American  Medical  Association,  the 
Bronx  County  and  New  York  State  medical  so- 
cieties, and  the  Society  of  the  Alumni  of  City  Hos- 
pital. 

Michael  Canick,  M.D.,  Brooklyn,  died  on  Feb- 
ruary 14  at  the  age  of  sixty.  A graduate  of  Long 
Island  College  Hospital  in  1914,  Dr.  Canick,  a mem- 
ber of  the  American  Congress  of  Physical  Medicine, 
was  attending  proctologist  at  Beth-El  Hospital, 
Brooklyn,  and  at  the  Brooklyn  Hebrew  Home  and 
Hospital  for  the  Aged.  Formerly  associate  pro- 
fessor of  proctology  at  Post-Graduate  Medical 
College,  he  was  also  consultant  proctologist  for 
the  Brooklyn  Women’s  Hospital,  as  well  as  chief 
proctologist  for  the  outpatient  department  of  Beth- 
El  Hospital  and  the  East  New  York  Dispensary, 
Brooklyn.  Dr.  Canick  was  formerly  president  of 
the  East  New  York  and  the  Hebrew  medical  so- 
cieties and  belonged  to  the  American  Medical  Asso- 
ciation, Kings  County  and  the  New  York  State 
medical  societies. 

Leland  Eggleston  Cofer,  M.D.,  of  New  York,  died 
on  February  17  at  his  winter  home  in  Palm  Beach, 
Florida,  at  the  age  of  seventy-nine.  Retired  from 
medical  practice  several  years  ago,  Dr.  Cofer  re- 
ceived his  professional  training  at  the  Medical 
College  of  Virginia,  graduating  in  1889.  In  1900, 
he  had  charge  of  the  Marine  Hospital,  Quarantine, 
and  Immigration  Medical  Affairs  in  the  Hawaiian 
Islands,  followed  by  an  eight-year  period  as  the 
Assistant  Surgeon  General.  From  1916  to  1921, 
Dr.  Cofer  was  health  officer  for  the  Port  of  New 
York.  He  had  also  been  director  of  the  Division  of 
Industrial  Hygiene  of  the  State  Department  of 
Labor.  Dr.  Cofer  was  a member  of  the  American 
Medical  Association,  American  Public  Health  Asso- 
ciation, and  the  New  York  Academy  of  Medicine. 


Warren  Coleman,  M.D.,  of  Augusta,  Georgia, 
formerly  of  New  York  City,  died  on  February  13. 
His  age  was  seventy-eight.  Dr.  Coleman  gradu- 
ated from  New  York  University,  School  of  Medi- 
cine, in  1891  and  served  as  an  intern  at  Bellevue 
Hospital.  He  was  a consultant  physician  for 
Bellevue  and  Lenox  Hill  hospitals,  Manhattan. 
Dr.  Coleman  was  a diplomate  of  the  American  Board 
of  Internal  Medicine  and  a fellow  of  the  American 
College  of  Physicians.  He  was  a member  of  the 
American  Medical  Association,  the  New  York 
County  and  the  New  York  State  medical  societies, 
and  the  New  York  Academy  of  Medicine. 

Louis  A.  Feldman,  M.D.,  fifty-seven,  of  Brooklyn, 
died  on  February  2.  Dr.  Feldman,  a diplomate  of 
the  American  Board  of  Ophthalmology,  received 
his  professional  training  at  the  New  York  Univer- 
sity and  Bellevue  Medical  College,  graduating  in 
1914.  He  was  chief  of  the  eye  service  at  Brooklyn 
Jewish  Hospital,  attending  ophthalmologist  at  the 
Brooklyn  Orphan  Asylum,  and  clinical  instructor 
of  ophthalmology  at  Long  Island  College  Hospital. 
A fellow  of  the  American  College  of  Surgeons  and 
a member  of  the  American  Academy  of  Ophthal- 
mology and  Otolaryngology,  Dr.  Feldman  also  be- 
longed to  the  American  Medical  Association  and 
the  Kings  County  and  New  York  State  medical 
societies. 

Robert  Rose  Gillespy,  M.D.,  died  on  February  17 
at  the  age  of  forty-nine.  He  received  his  medical 
degree  from  Tulane  University  in  1922.  Dr.  Gil- 
lespy served  in  World  War  I with  the  Navy  Medical 
Corps  and  in  World  War  II  was  a major  in  the  Army 
Medical  Corps  in  India.  A resident  of  Garden  City, 
Long  Island,  Dr.  Gillespy  was  a member  of  the 
medical  board  of  the  New  York  Life  Insurance 
Company. 

Jane  Lincoln  Greeley,  M.D.,  of  Jamestown,  died 
at  the  age  of  eighty-three  on  January  22.  Dr.  Gree- 
ley graduated  in  1897  from  the  Women’s  Medical 
College  of  the  New  York  Infirmary  for  Women  and 
Children,  where  she  also  interned  for  a year,  begin- 
ning her  medical  practice  in  Jamestown  in  1898. 
For  many  years  a member  of  the  American  Medical 
Association,  Dr.  Greeley  was  also  a member  of  the 
Training  School  Committee  at  the  Women’s  Chris- 
tian Association  Hospital  and  of  the  Jamestown, 
Chautauqua  County,  and  New  York  State  medical 
societies. 

Alfred  Franklin  Hooker,  M.D.,  of  New  York  City, 
died  at  his  home  on  February  12  at  the  age  of  forty- 
five.  Dr.  Hocker,  a diplomate  of  the  American 
Board  of  Radiology,  graduated  from  Louisville 
University  Medical  School  in  1926,  joining  the 
staff  of  Memorial  Hospital  in  1930  as  an  assistant 
resident  surgeon,  and  in  1932  became  a research 
fellow  studying  cancer  and  radiology  at  that  hospital. 
Dr.  Hocker  wras  noted  for  his  contributions  to  the 
development  of  a treatment  for  thyroid  cancer  with 
radioactive  iodine.  He  also  established  the  tumor 
clinic  at  Cornwall,  New  York,  and  was  director  of 
that  group  at  the  time  of  his  death. 

Dr.  Hocker,  assistant  surgeon  at  Memorial  Hos- 
pital, was  also  associate  radiotherapist  there 
and  at  the  White  Plains  Hospital,  White  Plains, 
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as  well  as  surgical  otolaryngologist  in  the  outpatient 
department  and  consultant  radiologist  at  New 
York  Hospital.  He  was  also  assistant  professor  of 
radiology  at  Cornell  University  Medical  College. 
He  was  a member  of  the  American  Medical  Asso- 
ciation, the  American  Radium  Society,  the  Na- 
tional Roentgen  Ray  Society,  and  the  New  York 
County  and  State  medical  societies. 

Marvin  Israel,  M.D.,  fifty-six,  died  on  January  8. 
Dr.  Israel,  a resident  of  Buffalo,  graduated  from 
the  University  of  Buffalo,  School  of  Medicine,  in 
1914.  Following  his  internship  at  the  Buffalo 
General  Hospital,  he  pursued  a course  of  postgradu- 
ate study  in  New  York  City,  England,  France,  and 
Austria.  lie  was  appointed  to  the  faculty  of  the 
University  of  Buffalo,  School  of  Medicine,  in  1918. 
A fellow  of  the  American  Academy  of  Pediatrics 
and  a licentiate  of  the  American  Board  of  Pedia- 
trics, Dr.  Israel  was  chief  of  the  medical  staff  of  the 
Sister  Elizabeth  Kenny  Foundation  in  Buffalo  and 
an  active  member  of  the  board  of  the  national 
Sister  Kenny  Foundation.  He  was  attending 
pediatrician  at  Children’s  Hospital,  Buffalo,  and 
chief  pediatrician  at  the  Salvation  Army  Women’s 
Home  and  Hospital,  Buffalo.  Dr.  Israel  was  a 
member  of  the  American  Medical  Association,  the 
Buffalo  Academy  of  Medicine,  and  the  Erie  County 
and  New  York  State  medical  societies. 

Ernest  Frederick  Krug,  M.D.,  of  New  York  City, 
died  at  his  home  February  28.  His  age  was  seventy. 
Dr.  Krug,  a graduate  of  the  College  of  Physicians 
and  Surgeons,  Columbia  University,  in  1900,  was  a 
diplomate  of  the  American  Board  of  Ophthalmol- 
ogy. An  alumnus  of  Lenox  Hill  Hospital,  Dr.  Krug 
also  studied  in  Vienna  and  Berlin.  During  the 
fust  World  War  he  served  as  a major  in  the  Army 
Medical  Corps.  Originally  an  eye,  ear,  nose,  and 
throat  specialist,  he  limited  his  practice  to  ophthal- 
mology in  1922.  Formerly  an  associate  professor 
of  ophthalmology  at  the  Post-Graduate  School  of 
Medicine  and,  until  1946,  attending  ophthalmolo- 
gist at  Post-Graduate  Hospital  and  Dispensary, 
Dr.  Krug  was  consultant  ophthalmologist  at  Lenox 
Hill  Hospital  at  the  time  of  his  death.  He  was 
a member  of  the  American  Ophthalmological 
Association,  American  Academy  of  Ophthalmology 
and  Otolaryngology,  New  York  Academy  of  Medi- 
cine, New  York  Ophthalmological  Society,  and  the 
New  York  County  and  New  York  State  medical 
societies. 

Erwin  Last,  M.D.,  of  New  York  City,  aged 
fifty-two,  died  on  February  12.  He  was  graduated 
from  the  Medical  School  of  the  University  of  Berne 
and  Vienna  in  1919.  Dr.  Last  was  on  the  staff  of 
the  New  York  Post-Graduate  Hospital  and  Dispen- 
sary. He  was  a member  of  the  American  Medical 
Association,  the  New  York  Rheumatism  Associa- 
tion, and  the  New  York  State  and  County  medical 
societies. 

Thomas  B.  Loughlen,  M.D.,  seventy-nine,  died 
at  his  home  in  Olean  on  February  25.  A graduate 
of  the  University  of  Buffalo,  School  of  Medicine, 
in  1890,  Dr.  Loughlen  was  an  associate  physician 
on  the  staff  of  St.  Francis  Hospital,  Olean.  He  was 
a member  of  the  American  Medical  Association,  the 
Cattauraugus  County  and  the  New  York  State 
medical  societies. 

Henry  Kane,  M.D.,  of  Brooklyn,  died  at  his  home 
on  February  10,  in  his  eightieth  year.  Dr.  Kane 
was  a graduate  of  the  University  of  Dorpat  Faculty 
of  Medicine,  U.S.S.R.,  in  the  year  1893. 

Otto  Pfaff,  M.D.,  of  Oneida,  died  on  February  19 
at  the  age  of  eighty-four.  Dr.  Pfaff,  who  was  re- 
tired, graduated  from  New  York  University  School 


of  Medicine  in  1888.  He  was  a physician  on  the 
staff  of  the  Oneida  City  Hospital  and  a member  of 
the  American  Medical  Association,  Syracuse  Acad- 
emy of  Medicine,  and  the  Madison  County  and 
New  York  State  medical  societies. 

John  Wilson  Poucher,  M.D.,  Poughkeepsie, 
eighty-eight,  died  on  February  16.  A fellow  of  the 
American  College  of  Surgeons,  Dr.  Poucher  re- 
ceived his  degree  from  the  Albany  Medical  College 
in  1883.  Retired  from  practice,  Dr.  Poucher  was 
formerly  abdominal  surgeon  at  Vassar  Brothers 
Hospital,  Poughkeepsie,  chief  surgeon  at  St.  Francis 
Hospital,  Poughkeepsie,  and  consulting  surgeon 
at  Highland  Hospital,  Beacon.  He  was  a member  of 
the  American  Association  of  Obstetricians,  Gyne- 
cologists, and  Abdominal  Surgeons,  the  American 
Medical  Association,  the  Dutchess  County  and 
New  York  State  medical  societies. 

Dr.  Morris  Schoenfeld,  M.D.,  sixty-seven,  died 
on  January  10  at  his  New  York  City  home.  Dr. 
Schoenfeld  graduated  from  Long  Island  College 
Hospital  in  1903.  A founder  and  former  president 
of  the  Medical  Alliance,  Inc.,  he  was  for  many 
years  an  assistant  in  the  allergy  department  of 
Stuyvesant  Polyclinic.  He  was  a member  of  the 
American  Medical  Association,  the  New  York 
County  and  New  York  State  medical  societies. 

Max  Seide,  M.D.,  of  Brooklyn,  died  on  February 
23  at  the  age  of  forty-nine.  A graduate  of  New  York 
Homeopathic  School  of  Medicine  in  1927  and  an 
alumnus  of  Metropolitan  Hospital,  New  York 
City,  and  Coney  Island  Hospital,  Brooklyn,  Dr. 
Seide  had  been  medical  superintendent  of  Cumber- 
land Hospital,  Brooklyn,  since  1935. 

Louis  M.  Smimow,  M.D.,  Brooklyn,  died  on 
February  22.  His  age  was  sixty-eight.  Dr.  Smir- 
now  graduated  from  Yale  Medical  College  in  1900. 
He  was  a member  of  the  American  Medical  Asso- 
ciation, and  the  Kings  County  and  New  York  State 
medical  societies. 

J.  Bentley  Squier,  M.D.,  died  on  March  1 at  his 
New  York  City  home  at  the  age  of  seventy-four. 
Director  emeritus  of  urology  at  Presbyterian  Hospi- 
tal and  former  president  of  the  American  College 
of  Surgeons,  Dr.  Squier  graduated  from  the  College 
of  Physicians  and  Surgeons,  Columbia  University, 
in  1894,  and  was  also  an  alumnus  of  St.  Luke’s 
Hospital  and  Sloane  Hospital  for  Women,  New 
York.  He  was  a founder  and  a regent  of  the  Ameri- 
can College  of  Surgeons.  From  1909  to  1924,  he 
was  professor  of  genitourinary  surgery  at  New 
York  Post-Graduate  Medical  School  and  assumed 
the  professorship  of  urology  at  Columbia  Univer- 
sity in  1917,  retiring  from  the  Columbia  faculty  in 
1939.  Dr.  Squier  was  a member  of  the  General 
Medical  Board  of  the  Council  of  National  Defense 
and  served  as  a major  in  World  War  I.  He  had  been 
attending  surgeon  in  urology  at  Presbyterian  Hospi- 
tal and  New  York  Post-Graduate  Hospital,  con- 
sulting surgeon  at  St.  Luke’s  Hospital,  and  con- 
sulting genitourinary  surgeon  at  Roosevelt  Hospi- 
tal, in  addition  to  holding  the  position  of  director 
of  the  J.  Bentley  Squier  Urological  Clinic  at  the 
Columbia-Presbyterian  Medical  Center.  Dr.  Squier 
was  a diplomate  of  the  American  Board  of  Urol- 
ogy, and  a member  of  the  American  Association  of 
Genito-Urinary  Surgeons,  the  American  Urological 
Association,  the  New  York  Academy  of  Medicine, 
the  American  Medical  Association,  and  the  New 
York  County  and  New  York  State  medical  societies. 

Henry  M.  Stock,  M.D.,  formerly  of  New  York 
] [ City,  died  on  February  7 at  St.  Augustine,  Florida. 

Dr.  Stock  was  a graduate  of  the  College  of  Physi- 
i cians  and  Surgeons,  Columbia  University,  in  1898_ 
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Regional  Health  Officers  Appointed 


APPOINTMENT  of  regional  health  officers  to 
head  the  six  newly  established  New  York  State 
Health  regions  was  announced  February  16  by  Dr. 
Herman  E.  Hilleboe,  State  Health  Commissioner. 

Appointees  were  named  as  follows:  Dr.  Archibald 
S.  Dean,  Buffalo,  Buffalo  Health  Region;  Dr. 
Joseph  P.  Garen,  Rochester,  Rochester  Health 
Region;  Dr.  Ray  D.  Champlin,  Oneonta,  Syracuse 
Health  Region;  Dr.  Ralph  M.  Vincent,  Bingham- 
ton, Albany  Health  Region;  Dr.  Robert  L.  Vought, 
Saranac  Lake,  New  York  City  Suburban  Health 
Region,  and  Dr.  Philip  J.  Rafle,  Forest  Hills,  New 
York  City  Metropolitan  Health  Region. 

Each  appointment  is  effective  March  16,  and 
opening  of  regional  offices  will  take  place  as  soon 
thereafter  as  possible.  The  appointments  are  based 
on  the  results  of  a recent  civil  service  promotion  ex- 
amination, and  the  salary  range  is  $7,000  to  $8,500. 

Offices  of  the  five  upstate  health  regions  will  be 
located  at  Buffalo,  Rochester,  Syracuse,  Albany, 
and  New  York  City.  The  sixth  region,  which  will 
serve  New  York  City  only,  will  also  have  offices 
there. 

The  areas  to  be  supervised  by  each  of  the  upstate 
regional  offices  are  as  follows: 

Buffalo  Region — Niagara,  Erie,  Genessee,  Wyo- 
ming, Chautauqua,  and  Cattaraugus  counties. 

Rochester  Region — Orleans,  Monroe,  Wayne, 
Livingston,  Ontario,  Yates,  Seneca,  Allegany, 
Steuben,  Schuyler,  and  Chemung  counties. 

Syracuse  Region — St.  Lawrence,  Jefferson,  Lewis, 
Oswego,  Oneida,  Herkimer,  Cayuga,  Onondaga, 
Madison,  Tompkins,  Cortland,  Chenango,  Tioga, 
and  Broome  counties. 

Albany  Region — Clinton,  Essex,  Warren,  Hamil- 
ton, Franklin,  Saratoga,  Fulton,  Washington, 


Montgomery,  Schenectady,  Otsego,  Schoharie,  Al- 
bany, Rensselaer,  Delaware,  Greene,  and  Columbia 
counties. 

New  York  City  Suburban  Region — Sullivan, 
Ulster,  Dutchess,  Orange,  Putnam,  Rockland, 
Westchester,  Nassau,  and  Suffolk  counties. 

New  York  City  Metropolitan  Region — Manhat- 
tan, Bronx,  Kings,  Queens,  and  Richmond  counties. 

The  regional  offices  will  provide  consultation  serv- 
ice to  the  staffs  of  the  State  health  district,  county, 
and  city  health  departments  within  the  region,  and. 
assist  in  program  planning.  They  will  also  help 
with  the  development  of  these  local  units  and  ob- 
serve for  the  State  Health  Department  the  activities 
of  the  local  health  departments  which  will  render 
direct  service  to  the  people  within  the  region. 

The  evaluation  of  work  done  by  State  health  dis- 
tricts and  local  full-time  health  offices,  and  the  in- 
terpretation of  policies  and  procedures  in  these 
offices,  as  formulated  by  the  State  Health  Depart- 
ment in  conference  with  local  health  officials,  will  be 
among  the  principal  duties  of  the  regional  health 
officer.  He  will  also  assist  in  the  planning  of  pro- 
grams to  be  undertaken  by  the  local  health  units 
within  the  region.  Consultation  with  and  emer- 
gency assistance  to  them  will  be  another  responsi- 
bility. 

Provision  has  already  been  made  for  the  regional 
health  office  to  include  among  its  personnel,  besides 
the  regional  health  officer,  a regional  tuberculosis 
control  officer,  a regional  venereal  disease  control 
officer,  and  the  necessary  stenographic  staff,  in  most 
instances,  two  stenographers.  Future  need  for  a 
regional  supervising  nurse,  a regional  sanitary  engi- 
neer, and  other  consultants  are  foreseen  in  the  plan- 
ning. 


N.Y.U.  Starts  Lecture  Series  for  Family  Doctors 


A COMMUNITY  project  to  aid  family  doctors  in 
keeping  abreast  of  rapidly  advancing  medical 
developments  was  inaugurated  March  1 at  the  New 
York  University  College  of  Medicine,  Dr.  William 
Goldring,  chairman  of  the  committee  on  science  and 
education  of  the  College  Alumni  Association  and 
sponsor  of  the  plan,  announced. 

Heart  disease,  psychiatry,  anesthesia,  dermatol- 
ogy, and  rehabilitation  and  physical  medicine  will  be 
comprehensively  treated  in  24  clinical  sessions,  open, 
free  of  charge,  to  members  of  the  medical  profession, 
with  New  York  University  College  of  Medicine 
faculty  members  in  charge. 

The  clinics  are  to  be  conducted  throughout  March, - 
April,  and  May. 


Twenty-one  College  of  Medicine  faculty  members 
will  present  the  clinics,  all  of  which  occur  for  the  con- 
venience of  practicing  doctors,  either  from  4 to  6 in 
the  afternoon  or  8 to  10  at  night.  One  hour  of  the 
two-hour  sessions  will  be  used  for  presentation  of 
subject  matter,  using  patients  in  clinical  procedure, 
and  the  second  hour  used  for  open  forum  discussion 
in  question  and  answer  fashion. 

Each  special  area  of  medicine  will  bo  presented 
comprehensively  over  a period  of  either  four  or  six 
weeks,  with  the  following  sessions  scheduled : heart 
disease,  six  sessions,  two  hours  each;  skin  diseases, 
six  sessions  two  hours  each;  psychiatry,  four  ses- 
sions, one  hour  each;  rehabilitation  and  physical 
medicine,  four  sessions,  two  hours  each. 


Dr.  Scheele  Named  Surgeon  General 


DR.  LEONARD  A.  Scheele,  head  of  the  National 
Cancer  Institute  and  now  serving  as  assistant 
surgeon  general,  has  been  appointed  Surgeon  Gen- 
eral of  the  United  States  Public  Health  Service. 
He  will  succeed  Dr.  Thomas  Parran,  who  held  the 
post  for  12  years  and  whose  term  expires  April  6. 
The  appointment  was  made  by  President  Truman. 

Termed  by  Dr.  Parran  as  “one  of  the  outstanding 
figures  in  public  health  in  this  country,”  Dr.  Scheele 


will  assume  his  new  duties  at  the  close  of  Dr.  Par- 
ran’s  term  of  office. 

During  his  12  years  in  office,  Dr.  Parran  started 
the  National  Cancer  Program,  the  National  Ve- 
nereal Disease  Control  Program,  the  National  Tuber- 
culosis Control  Program,  the  National  Mental 
Health  Control  Program,  the  National  Hospital 
Survey  and  Construction  Program,  and,  during  the 
war,  the  United  States  Cadet  Nurse  Corps. 
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UN  Plans  Drive  to 

A LARGE-SCALE  program  to  stamp  out  tuber- 
culosis by  immunizing  15,000,000  persons  will 
be  undertaken  by  the  World  Health  Organization,  it 
was.  announced  at  United  Nations  Headquarters, 
Lake  Success,  recently.  The  program,  which  was 
mapped  out  at  the  group’s  meeting  in  Geneva,  will 
be  carried  out  in  conjunction  with  the  United 
Nations  Children’s  Emergency  Fund. 

Within  the  next  eighteen  months,  it  is  planned, 
200  expert  medical  teams  will  carry  out  the  immuni- 
zation program,  which  the  World  Health  Organi- 


Eod  Tuberculosis 

zation  estimates  is  “the  largest  single  mass  immuni- 
zation ever  undertaken.”  The  joint  program  was 
arranged  after  Dr.  Ludwik  Rajchman,  chairman  of 
the  Children’s  Fund’s  executive  board,  testified  that 
70  per  cent  of  all  children  under  14  years  of  age  were 
infected  by  tuberculosis  in  the  war-devasted  coun- 
tries. 

The  Children’s  Fund  has  received  $40,000,000  to 
date,  but  is  expected  to  double  this  sum  by  the  end 
of  the  year.  Of  this  amount  10  per  cent  will  be  de- 
voted to  medical  work. 


Cornell  Offers  Industrial 

A PIONEER  program  to  train  psychiatrists  for 
the  industrial  and  labor  relations  field  was  an- 
nounced recently  at  Cornell  University  by  Dean  M. 

P.  Catherwood  of  the  School  of  Industrial  and  Labor 
Relations. 

Described  as  the  first  of  its  kind,  the  project  will 
be  inaugurated  with  an  industrial  psychiatry  fellow- 
ship offered  in  the  school  under  a supporting  grant 
from  the  Carnegie  Corporation. 

The  fellowship  will  be  awarded  to  a physician  with 
experience  in  psychiatry  and  will  provide  two  years 
of  training  at  the  school.  In  addition  to  classroom 


Psychiatry  Fellowship 

study  in  basic  industrial  and  labor  relations  courses, 
the  fellow  will  receive  training  in  human  relations 
work  in  a plant,  labor  union,  or  government  office. 

This  fellowship  and  others,  planned  as  the  program 
advances,  are  expected  to  help  relieve  a shortage  of 
trained  personnel  in  the  field,  according  to  Dr. 
Alexander  H.  Leighton,  Cornell  psychiatrist  who 
originated  the  plan. 

Only  a dozen  psychiatrists  are  practicing  today  in 
industrial  and  labor  relations,  Dr.  Leighton  esti- 
mated, and  not  all  of  them  are  engaged  in  the  work  on 
a full-time  basis. 


Long  Island  College  of  Medicine  Lists  Appointments 


TWO  promotions  and  a list  of  17  new  appointments 
to  the  teaching  staff  of  the  Long  Island  College  of 
Medicine  have  been  announced  by  Dr.  Jean  A. 
Curran,  president  of  the  medical  school. 

The  appointments,  recently  approved  by  the 
College’s  Board  of  Trustees,  enlarge  the  College’s 
faculty  to  436  members  engaged  in  full  or  part-time 
instruction  of  students. 

Dr.  Curran  also  announced  the  resignation  of  Dr. 
J.  Raymond  Johnson,  acting  professor  of  physiology, 
who  left  on  February  1 to  become  professor  of  physi- 
ology at  the  University  of  Ottawa  School  of  Medi- 
cine. 

The  two  promotions  included  the  advancement  of 
Dr.  Herbert  C.  Fett  from  clinical  professor  to  pro- 
fessor of  clinical  orthopedic  surgery,  and  Dr.  Louis 
Berger  from  assistant  professor  to  associate  professor 
of  clinical  surgery. 

Among  those  on  the  list  of  new  appointments 
were: 


Department  of  anatomy:  Llewellyn  T.  Evans, 
assistant  professor. 

Department  of  medicine:  Meyer  A.  Rabinowitz, 
associate  professor  of  clinical  medicine;  Edmund  L. 
Shlevin,  Alexander  H.  Louria,  and  Leo  Loewe,  as- 
sistant professors  of  clinical  medicine. 

Department  of  surgery:  Henry  W.  Louria  and 
Rudolph  Nissen,  assistant  professors  of  clinical  sur- 
gery; Saul  Schapiro  and  Irving  M.  Pallin,  instruc- 
tors in  clinical  surgery. 

Department  of  radiology:  Milton  G.  Wasch, 

associate  professor  of  clinical  radiology;  Bernard  S. 
Epstein,  instructor  of  clinical  radiology. 

Department  of  preventive  medicine  and  com- 
munity health:  L.  Holland  Whitney,  assistant  pro- 
fessor; Jene  B.  Aronson,  Marta  Fraenkel,  associates; 
Eva  Landsberg,  instructor;  Lawrence  Kuskin,  as- 
sistant. 

Department  of  urology:  Paul  Aschner,  assistant 
professor  of  clinical  urology. 


MEETINGS 

PAST 


Physicians  Forum 

A proposal  to  amend  the  constitution  of  the  Ameri- 
can Medical  Association  to  admit  to  membership 
any  qualified  physician  regardless  of  race,  aimed  to 
eliminate  discriminatory  practices  against  Negro 
physicians,  was  presented  at  a meeting  of  the  Phy- 
sicians Forum  at  the  New  York  Academy  of  Medi- 
cine on  February  4. 

The  proposal  was  presented  by  Dr.  Curtis  Flory, 
assistant  professor  of  pathology  at  the  Cornell  Uni- 


versity Medical  College  and  chairman  of  the  Physi- 
cians Forum’s  Committee  on  Civil  Rights  in  Medi- 
cine. 

Other  speakers  at  the  meeting,  which  dealt  with 
“the  plight  of  the  Negro  physician  in  American 
medicine,”  were  Dr.  Alfred  E.  Cohn,  member  emeri- 
tus of  the  Rockefeller  Institute  for  Medical  Re- 
search, and  Dr.  W.  Montague  Cobb,  professor  of 
anatomy  at  Howard  University,  Washington,  D.C. 

[Continued  on  page  656] 


655 


* ’m  ACt 


n 


ow  _A> 


vaila 
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and  requests  oj?  many  physicians 


THE  NEW  STRENGTH 


J-754  gr-  enteric-coated,  green 
tablets  with  % gr.  phenobarbital,  has  been  formulated 
for  physicians  wishing  to  prescribe  the  same  effective 
amount  of  Theobromine  Sodium  Acetate,  but  with  less 
amount  of  sedative. 


PLUS  THE  OTHER  POTENCIES  OF 

754  gr-  enteric-coated  tablets  with  or  without  54  gr. 
phenobarbital , 

3V4  gr.  enteric-coated  tablets  with  or  without  54  gr. 
phenobarbital 

5 gr.  enteric-coated  tablets  with  2 gr.  potassium  iodide  and  54  gr. 
phenobarbital 

and  capsules  (not  enteric-coated)  in  same  potencies  for  supple- 
mentary medication  . . . 


PROVIDES  A WIDE  RANGE  OF  AN  EFFECTIVE  MEDIUM 
FOR  TREATMENT  IN  CORONARY  DISEASE. 


for  literature  and  samples  write  to  Sales  and  Service  Dept. 


7^^cri,U  \ BREWER  & COMPANY,  Inc. 


WORCESTER  4,  MUSS.,  U.  S.  A. 
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[Continued  from  page  654] 

Dr.  George  Cannon,  national  secretary  of  the  Physi- 
cians Forum,  presided. 

Saranac  Lake  Medical  Society 

Guest  speakers  have  featured  the  weekly  meetings 
of  the  Saranac  Lake  Medical  Society,  held  at  the 
Saranac  Laboratory  on  Wednesday  nights. 

At  the  February  18  session,  Dr.  Robert  L.  Yeager, 
medical  director,  Summit  Park  Sanatorium,  Po- 
mona, presented  a paper  on  “Nontuberculous 
Chronic  Chest  Disease.” 

Dr.  Frank  Glenn,  professor  of  surgery,  New  York 
Hospital,  Cornell  University  Medical  School,  spoke 
on  “Surgical  Problems  of  Biliary  Tract  Disease” 
at  the  February  25  meeting,  and  Dr.  Benjamin 
Kramer,  professor  of  pediatrics,  Long  Island  College 
Medical  School,  spoke  on  “The  Pneumonias  of  In- 
fancy” at  the  March  3 meeting. 

New  York  Psychoanalytic  Society 

Dr.  Fritz  Wittels  spoke  on  “A  Neglected  Bound- 
ary of  Psychoanalysis:  The  Inner  Experience”  at 
the  meeting  of  the  New  York  Psychoanalytic 
Society  held  February  24  in  New  York  City. 

Association  for  the  Advancement  of 
Psychotherapy 

At  the  regular  monthly  scientific  meeting  of  the 
Association  for  the  Advancement  of  Psychotherapy, 
held  February  27  at  the  Academy  of  Medicine,  New 


York  City,  a motion  picture  on  “Postwar  Psychiatry 
in  the  Army:  What  it  Teaches  the  Civilian  Psychi- 
atrist” was  shown. 

Dr.  Donald  B.  Douglas  made  the  introductory 
comment. 

Eastern  New  York  Eye,  Ear,  Nose  and  Throat 
Association 

Guest  speakers  at  the  meeting  of  the  Eastern  New 
York  Eye,  Ear,  Nose  and  Throat  Association  on 
March  4 in  Albany  were  Dr.  Gordon  D.  Hoople, 
Syracuse,  and  Dr.  Joseph  I.  Pascal,  New  York  City. 

Professor  of  otolaryngology  at  Syracuse  Uni- 
versity Medical  College,  Dr.  Iloople  spoke  on  “Pre- 
vention of  Deafness  and  Conservation  of  Hearing.” 
Dr.  Pascal,  who  is  director  of  ophthalmology  at  the 
Stuyvesant  Polyclinic,  presented  “A  Graphic  Study 
of  the  Ocular  Muscles.” 

Society  of  Medical  Jurisprudence 

“Problems  of  the  Medical  Examiner’s  Office”  was 
the  topic  presented  by  Dr.  Thomas  A Gonzales, 
chief  medical  examiner,  New  York  City,  at  the  meet- 
ing of  the  Society  of  Medical  Jurisprudence,  held 
March  8 at  the  New  York  Academy  of  Medicine. 

Dr.  Theodore  J.  Curphey,  chief  medical  examiner, 
Nassau  County,  discussed  the  topic  from  the  medi- 
cal standpoint,  and  Mr.  George  P.  Monaghan,  head 
.of  the  Homicide  Bureau,  New  York  County,  from 
the  legal  standpoint. 


FUTURE 


East  New  York  Medical  Society 

The  East  New  York  Medical  Society  will  meet  on 
April  5 at  9 p.m.  at  the  Kings  County  Medical 
Society  building.  Speaker  will  be  Dr.  Louis  Reis 
Davidson,  thoracic  surgeon,  Post-Graduate  Hospi- 
tal, and  director  of  surgery,  Sea  View  Hospital,  who 
will  present  “Recent  Advances  in  Surgery  of  the 
Chest.” 

University  of  Buffalo  School  of  Medicine 

The  Alumni  Association  of  the  University  of 
Buffalo  School  of  Medicine  will  hold  its  annual 
Spring  Clinical  Day  on  April  17  at  the  Hotel  Statler, 
Buffalo. 

New  York  Academy  of  Medicine 

Results  of  original  research  in  clinical  medicine  will 
be  presented  at  the  meeting  of  the  New  York  Acad- 
emy of  Medicine  on  April  29,  under  the  sponsorship 
of  the  Committee  on  Medical  Education  of  the 
Academy. 

American  Congress  on  Obstetrics  and  Gynecology 
The  international  and  fourth  American  Congress 
on  Obstetrics  and  Gynecology  will  be  held  May  14  to 
19,  1950,  at  the  Hotel  Pennsylvania,  New  York 
City. 

Although  the  meeting  is  more  than  a year  away, 
tentative  plans  have  already  been  announced  for 
technical  and  scientific  exhibits,  motion  pictures, 
and  educational  programs.  Executive  offices  of  the 
Congress  will  be  at  24  West  Ohio  Street,  Chicago  10, 
Illinois. 

Dr.  Fred  L.  Adair  will  act  as  chairman  of  the  Con- 
gress, and  any  inquiries  can  be  sent  to  him  at  the 
Congress  headquarters.  Dr.  George  W.  Kosmak, 
of  New  York,  is  chairman  of  the  finance  committee 
and  Dr.  Howard  C.  Taylor,  Jr.,  chairman  of  the 
committeo  on  program. 


American  College  of  Physicians 
A postgraduate  course  in  clinical  allergy  will  be 
held  under  the  sponsorship  of  the  American  College 
of  Physicians  at  the  Roosevelt  Hospital,  New  York 
City,  from  May  17  to  28.  A maximum  registration 
of  eight  will  be  accepted. 

Covering  a period  of  two  weeks,  the  course  is  in- 
tended for  the  general  practitioner,  the  internist, 
and  the  pediatrician.  Cases  representing  the  im- 
portant diseases  of  allergy  will  be  assigned  to  each, 
student  for  diagnosis  and  treatment,  under  super- 
vision. 

National  Gastroenterological  Association 

The  thirteenth  scientific  session  of  the  National 
Gastroenterological  Association  will  be  held  at  the 
Hotel  Pennsylvania,  New  York  City,  from  June  7 to 
10. 

For  the  first  three  days,  the  program  will  consist 
of  symposia  on  gastroduodenal  ulcer,  ulcerative 
colitis,  jaundice  and  metabolism,  nutrition  and 
allergy.  A panel  discussion  will  cover  the  topics  of 
diabetic,  tubercular,  psychosomatic,  and  cardiac 
manifestations  in  gastrointestinal  disease.  The 
fourth  day  will  be  a clinical  day  at  cooperating  hos- 
pitals in  New  York  City. 

Further  details  may  be  obtained  by  writing  to  the 
secretary  at  1819  Broadway,  New  York  City  23. 

American  Society  for  the  Study  of  Sterility 

The  American  Society  for  the  Study  of  Sterility 
will  hold  its  fourth  annual  national  session  on  June 
21  and  22  at  the  Congress  Hotel  in  Chicago.  Chair- 
man will  be  Dr.  Edwin  G.  Robertson,  chairman  of 
the  department  of  obstetrics  and  gynecology  of 
Queens  College,  Ontario,  Canada. 

Information  may  be  obtained  from  the  secretary, 
Dr.  John  0.  Haman,  490  Post  Street,  San  Francisco 
2,  California. 

[Continued  on  page  658] 
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...THAT 

PAT  I 


NEVER  ENCOUNTERS 

ENT  RESISTANCE 


R^ARE  INDEED  would  be  the  physician  who  has  not 
encountered  patient  resistance  to  tar  preparations.  The 
objectionable  odor,  the  staining  and  soiling  of  skin,  linen 
and  clothing,  the  unsightly  appearance  on  exposed  body 
surfaces,  whether  the  preparation  be  white  or  the  blackish- 
brown  tar  color,  have  proved  serious  stumbling  blocks  in 
the  use  of  tar,  regardless  of  its  high  therapeutic  efficacy 
in  a host  of  frequently  seen  conditions. 

In  Tarbonis,  an  alcoholic  extract  of  carefully  selected 
tars  (5  per  cent)  incorporated  together  with  lanolin 
and  menthol  in  a vanishing-type  cream,  this  therapeutic 
efficacy  is  fully  preserved,  but  all  objectionable  features 
are  overcome. 

Tarbonis  leaves  no  trace  on  the  skin,  requires  no  re- 
moval before  reapplication.  It  is  free  from  all  tarry  odors, 
instead  presents  a pleasant  soapy  scent.  It  is  greaseless, 
nonstaining,  and  nonsoiling  — not  only  to  skin  but  to 
linen  and  clothing  as  well. 

Since  Tarbonis  is  nonirritant  even  to  the  tenderest  skin, 
it  may  be  applied  as  often  as  desired,  thus  assuring  a high 
degree  of  clinical  success. 

Physicians  are  invited  to  send  for  professional  sample. 


THE  TARBONIS  COMPANY 


4300  Euclid  Avenue  • Cleveland  3,  Ohio 


TARBONIS  COMPANY, 

Cleveland  3,  Ohio 

You  may  send  me  a sample  of  Tarbonis. 

Dr 

Address 

City,  Zone,  and  State 
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Wyoming  State  Medical  Society 
The  annual  meeting  of  the  Wyoming  State  Medi- 
cal Society  will  be  held  in  Laramie,  Wyoming,  on 
September  1,  2,  and  3. 

American  Occupational  Therapy  Association 
The  Hotel  Pennsylvania,  New  York  City,  will  be 


the  site  this  year  of  the  annual  convention  of  the 
American  Occupational  Therapy  Association.  On 
September  7,  8,  and  9,  the  program  will  include 
registration,  open  meetings,  round  tables,  and  field 
trips,  according  to  a recent  announcement  by  the 
Association. 

On  September  10  and  11,  an  institute  will  be  held 
by  the  Association. 


PERSONALITIES 


Awarded 

Dr.  H.  W.  Brown,  Columbia  University,  renewal 
of  a Sharp  and  Dohme  research  grant,  for  testing 
various  compounds  for  antimalarial  and  antiparasitic 
effects.  . .Dr.  Edward  S.  Godfrey,  former  State 
Commissioner  of  Health,  an  honorary  life  member- 
ship in  the  American  Social  Hygiene  Association  in 
recognition  of  his  service  “in  the  promotion  of  vol- 
untary health  and  welfare  agencies.” 

Elected 

Dr.  Robert  L.  Levy,  professor  of  clinical  medicine, 
Columbia  University,  College  of  Physicians  and 
Surgeons,  as  president  of  the  New  York  Heart 
Association. 

Appointed 

Dr.  Dicran  A.  Berberian,  former  chairman  of  the 
department  of  bacteriology  and  parasitology  at  the 
American  University,  Beirut,  Lebanon,  as  senior 
investigator  in  the  department  of  chemotherapy  of 
the  Sterling- Winthrop  Research  Institute,  Rensse- 
laer . . . Dr.  Robert  Boggs,  formerly  assistant  dean, 
as  acting  dean  of  the  New  York  Post-Graduate 
Medical  School. . .Dr.  Wade  W.  Oliver,  former  pro- 
fessor of  bacteriology,  Long  Island  College  of  Medi- 
cine, as  associate  director  of  the  Division  of  Medical 
Sciences  of  the  Rockefeller  Foundation. . Colonel 
Walter  S.  Pugh,  chief  medical  officer  of  the  Veterans 
Administration,  Syracuse,  as  commander  of  the 
343rd  General  Hospital,  Organized  Army  Reserve 
Corps,  Syracuse. 

Speakers 

Dr.  Maurice  M.  Black,  assistant  chief  pathologist, 
Brooklyn  Cancer  Institute,  who  discussed  “How 


Modern  Medicine  Can  Help  the  Layman”  on  March 
2 before  a group  of  the  Brooklyn  College  Adult 
Education  Division  . Dr.  Bernardo  A.  Houssay, 
director,  Institute  of  Biological  Research,  Buenos 
Aires,  Argentina,  who  gave  the  annual  John  Wyckoff 
lectures  at  New  York  University  College  of  Medicine 
February  16  and  17  on  “Carbohydrate  Metabolism 
and  Diabetes”.  . Dr.  Samuel  Farrar  Kelley,  assist- 
ant professor  of  clinical  surgery,  Cornell  University 
Medical  College,  guest  speaker  at  the  International 
Post-Graduate  Medical  Assembly  of  Southwest 
Texas,  in  San  Antonio  on  January  27,  28,  and  29 — 
spoke  on  “Rhinoplasty  in  Otolaryngology,”  “Sinu- 
sitis Associated  with  Allergy,”  and  “Treatment, 
Surgical  and  Nonsurgical,  for  Otitis  Media,  Acute 
and  Chronic.” 

Dr.  George  W.  Kosmak,  New  York  City,  editor, 
New  York  State  Journal  of  Medicine,  as  pre- 
siding officer  for  a session  of  the  social  hygiene 
program  at  the  annual  conference  of  the  New  York 
Tuberculosis  and  Health  Association,  March  9,  in 
New  York  City... Dr.  John  C.  Long,  Memorial 
Hospital,  and  Dr.  Abraham  Oppenheim,  Harlem 
Hospital,  at  the  exhibit  on  cancer  research  held  at 
Hunter  College,  New  York  City,  March  1 to  5. 

New  Offices 

Dr.  Edward  J.  McGuinness,  Jr.,  veteran  of  four 
years’  service  with  the  Army  Medical  Corps  in  the 
European  Theater,  former  staff  member  of  Kings- 
bridge  Veterans  Hospital,  the  Bronx,  general  prac- 
tice in  Manhasset. . .Dr.  Albert  Mazzeo,  former 
Army  captain,  general  practice  in  Newburgh... 
Dr.  M.  P.  Pestillo,  Army  veteran,  practice  of  pedia- 
trics in  Syracuse ...  Dr.  William  R.  Walsh,  New 
York  City,  general  practice  in  Moravia. 


COUNTY  NEWS 


Albany  County 

Dr.  Lloyd  F.  Craver,  associate  professor  of  clinical 
medicine,  Cornell  Medical  College,  was  the  guest 
speaker  at  the  meeting  of  the  Albany  County  Medi- 
cal Society  February  25  at  the  Albany  College  of 
Pharmacy.  His  topic  was  “Advances  in  the  Treat- 
ment of  Malignant  Lymphomas  and  Leukemias.” 
Discussion  following  the  talk  was  led  by  Drs. 
William  P.  Howard  and  John  J.  Marra. 


Three  Albany  County  medical  projects  totaling 
nearly  $13,000  have  been  approved  by  the  American 
Cancer  Society.  They  include:  thyroid  cancer 

registry,  $2,500;  Albany  Hospital  tumor  clinic  and 
two  fellowships  in  tumor  pathology,  $5,300,  and 
research  program  in  high  mammary  strain  of  rats, 
$5,138. 


Broome  County 

At  the  January  meeting  of  the  Broome  County 
Medical  Society,  held  at  the  Binghamton  City  Hos- 
pital, a panel  discussion  on  “Early  Ambulation”  was 
conducted  under  the  leadership  of  Dr.  H.  W.  Hobbs. 


William  F.  Martin,  New  York  City,  trial  counsel 
for  the  Medical  Society  of  the  State  of  New  York, 
addressed  the  annual  joint  dinner  meeting  of  the 
Broome  County  Bar  Association  and  the  Broome 
County  Medical  Society  January  31,  in  Binghamton. 

Program  committee  for  the  meeting  included  Dr. 
Raymond  S.  McKeeby,  chairman,  and  Drs.  J.  C. 
Zillhardt  and  Robert  Bogdasarian. 

Canandaigua  County 

Dr.  Charles  J.  Bobeck  was  elected  president  of  the 
[Continued  on  page  660] 
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GOOD  INSURANCE  WHEN 


THREATENS 


When  increased  nutrient  needs,  fin- 
icky appetite,  or  food  aversions 
threaten  the  nutritional  state  by  lim- 
iting food  intake,  the  delicious  food 
drink  made  by  mixing  Ovaltine 
with  milk  is  employed  to  advantage. 

This  nutritional  supplement 
proves  good  insurance  against  an 
inadequate  nutrient  intake,  since 
three  glassfuls  daily  brings  even  an 
ordinary  diet  to  optimal  levels.  It 


supplies  generous  amounts  of  all 
the  nutrients  considered  essential: 
biologically  adequate  protein,  B 
complex  and  other  vitamins  includ- 
ing ascorbic  acid,  readily  utilized 
carbohydrate,  easily  emulsified  fat, 
and  important  minerals.  Adults  and 
children  both  enjoy  the  delicious 
taste  of  Ovaltine.  Hence  it  is  readily 
taken  by  all  patients  in  the  recom- 
mended quantity. 


THE  WANDER  COMPANY,  360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILL. 


Three  servings  daily  of  Ovaltine,  each  made  of 
Vl  oz.  of  Ovaltine  and  8 oz.  of  whole  milk,*  provide: 


CALORIES 669 

PROTEIN 32.1  Gm. 

FAT 31.5  Gm. 

CARBOHYDRATE  ....  64.8  Gm. 

CALCIUM  1.12  Gm. 

PHOSPHORUS 0.94  Gm. 

IRON 12.0  mg. 


VITAMIN  A 3000  I.U. 

VITAMIN  Bi 1.16  mg. 

RIBOFLAVIN 2.00  mg. 

NIACIN 6.8  mg. 

VITAMIN  C 30.0  mg. 

VITAMIN  D 417  I.U. 

COPPER 0.50  mg. 


*Based  on  average  reported  values  for  milk. 
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Canandaigua  County  Medical  Society,  succeeding 
Dr.  Malcolm  R.  Blakeslee,  at  the  annual  election  of 
officers  and  meeting  held  in  January  at  the  home  of 
Dr.  and  Mrs.  Augustus  W.  Sainsbury,  Canandaigua. 

Dr.  Sainsbury  is  the  new  vice-president,  and  Dr. 
Griffith  J.  Winthrop  is  secretary-treasurer. 

Cayuga  County 

“Recent  Advances  in  Administration  of  Penicillin 
and  Streptomycin”  will  be  presented  by  Dr.  Paul 
A.  Bunn,  associate  professor  of  medicine,  Syracuse 
University  College  of  Medicine,  at  the  meeting  of 
the  Cayuga  County  Medical  Society  March  18  at 
7 p.m.  at  the  Osborne  Hotel,  Auburn. 

Clinton  County 

Dr.  Frederick  T.  Schnatz,  assistant  professor  of 
medicine,  University  of  Buffalo  School  of  Medicine, 
spoke  on  “The  Treatment  of  Persistent  or  Recurrent 
Dyspnea”  at  the  January  meeting  of  the  Clinton 
County  Medical  Society,  and  at  the  February  meet- 
ing, Dr.  George  H.  Marcy,  instructor  of  orthopedics, 
University  of  Buffalo,  spoke  on  “The  Treatment  of 
Low  Back  Pain.” 

Chemung  County 

The  Chemung  County  Medical  Society  has  en- 
dorsed the  program  outlined  by  the  county  cancer 
control  unit  to  set  up  cancer  clinics  in  the  St.  Joseph’s 
and  Arnot-Ogden  hospitals  in  Elmira,  under  super- 
vision of  the  American  Cancer  Society. 

Cortland  County 

“Some  Recent  Advances  in  Therapy”  were  dis- 
cussed by  Dr.  Richard  H.  Lyons,  professor  of  medi- 
cine, Syracuse  University,  at  the  meeting  of  the 
Cortland  County  Medical  Society,  held  February  20. 
Dutchess  County 

A dinner  meeting  in  honor  of  Dr.  Robert  W. 
Andrews,  Dr.  James  Cronk,  Dr.  F.  Howell  Greene, 
and  Dr.  C.  J.  Slocum  was  held  February  12  at  the 
Nelson  House,  Poughkeepsie,  by  the  Dutchess 
County  Medical  Society. 

Dr.  Clifford  A.  Crispell  was  chairman  of  the  com- 
mittee on  arrangements. 

Erie  County 

Dr.  Berwyn  F.  Mattison,  Yonkers,  new  Health 
Commissioner  for  Erie  County,  spoke  at  the  meet- 
ing of  the  Erie  County  Medical  Society,  February 
24,  in  Buffalo,  outlining  his  programs  and  policies 
and  discussing  the  structure  of  the  new  County 
Health  Department. 

The  nineteen  living  past-presidents  of  the  County 
Society  were  recipients  of  the  Past-President’s  Key 
at  the  meeting,  the  presentation  being  made  by  Dr. 
E.  Dean  Babbage,  president. 

Past-presidents  honored  included:  Dr.  Daniel  V. 
McClure,  1911;  Dr.  James  F.  Whitwell,  1913;  Dr. 
Irving  W.  Potter,  1917;  Dr.  Robert  E.  DeCeu, 
1926;  Dr.  W.  Warren  Britt,  1927;  Dr.  Edward 
A.  Sharp,  1933;  Dr.  Herbert  H.  Bauckus,  1935;  Dr. 
Milton  G.  Potter,  1936;  Dr.  John  T.  Donovan, 
1937;  Dr.  Harry  C.  Guess,  1938;  Dr.  Carlton  E. 
Wertz,  1939;  Dr.  Herbert  E.  Wells,  1940;  Dr. 
Nelson  W.  Strohm,  1941 ; Dr.  Harvey  P.  Hoffman, 
1942;  Dr.  Harold  F.  R.  Brown,  1943;  Dr.  John  D. 
Naples,  1944;  Dr.  A.  II.  Aaron,  1945;  Dr.  Porter 

A.  Steele,  1946;  Dr.  Arthur  F.  Glaeser,  1947. 

The  program  for  the  March  23  meeting  of  the 
County  Society  will  include  a talk  by  Dr.  Wallace 

B.  Hamby,  whose  subject  will  be  “Diagnosis  and 
Management  of  Subarachnoid  Hemorrhage.”  Dis- 
cussion will  be  led  by  Dr.  Nelson  G.  Russell,  Sr., 
and  Dr.  Irving  Hyman. 


One  hundred  forty  physicians  in  Buffalo  and  Erie 
County  have  enrolled  as  members  of  the  Speakers 
Bureau  of  the  Erie  County  Chapter,  American 
Cancer  Society,  in  response  to  requests  of  Dr. 
Arthur  F.  Glaeser,  president  of  the  County  Medical 
Society,  and  Dr.  Samuel  Sanes,  chairman  of  the 
Society’s  Cancer  Control  Committee. 

Franklin  County 

Dr.  Frederick  N.  Marty,  assistant  professor  of 
clinical  medicine,  Syracuse  University  College  of 
Medicine,  spoke  on  “Blood  Substitutes  and  Deriva- 
tives” at  the  meeting  of  the  Franklin  County  Medi- 
cal Society  March  4. 

Fulton  County 

Facial  surgery  was  discussed  at  the  January  meet- 
ing of  the  Fulton  County  Medical  Society  held  in 
Gloversville.  Dr.  John  Converse,  New  York  City, 
gave  a lecture  dealing  with  plastic  surgery  of  the 
face,  and  Dr.  Byron  Smith,  also  of  New  York  City, 
spoke  on  burns  of  the  eye. 

Greene  County 

Dr.  William  A.  Petry,  Catskill,  was  elected  presi- 
dent of  the  Greene  County  Medical  Society. 

Other  officers  are:  Dr.  Michael  Viviano,  Tanners- 
ville,  vice-president;  Dr.  William  M.  Rapp,  Cats- 
kill, secretary,  and  Dr.  Mahlon  H.  Atkinson,  Cats- 
kill, treasurer. 

Jefferson  County 

Postgraduate  instruction  arranged  by  the  Council 
Committee  on  Public  Health  and  Education  of  the 
State  Society  was  given  March  11  in  Watertown. 

Dr.  Wardner  D.  Ayer,  professor  of  clinical  medi- 
cine, Syracuse  University  College  of  Medicine,  spoke 
on  “Neurology  in  General  Practice.” 

Sponsored  by  the  Jefferson  County  Medical 
Society,  a tumor  clinic,  the  first  of  its  kind  to  be 
established  in  northern  New  York,  was  opened 
January  20  in  Watertown,  under  the  supervision  of 
the  Jefferson  County  Unit,  New  York  State  Division 
of  the  American  Cancer  Society. 

Dr.  H.  C.  Montgomery  is  executive  director  of 
the  clinic,  and  the  present  staff  includes  Dr.  II.  N. 
Cooper,  Dr.  Thomas  P.  Hamilton,  and  Dr.  Thomas 
N.  Sickels,  all  members  of  the  County  Society  Can- 
cer Committee. 

Kings  County 

“Current  American  Medical  Association  Activi- 
ties” will  be  discussed  by  Dr.  George  F.  Lull,  secre- 
tary and  general  manager  of  the  A.M.A.,  at  the 
Kings  County  Medical  Society  meeting  March  16. 

Madison  County 

A series  of  Thursday  evening  meetings  with  post- 
graduate instruction  arranged  by  the  State  Society 
Council  Committee  on  Public  Health  and  Education 
will  be  held  at  the  Hotel  Oneida,  Oneida,  for  the 
Madison  County  Medical  Society.  Each  session 
will  begin  at  8 : 30  p.m.  Meetings  will  include: 

March  18 — Dr.  Walter  F.  Bugden,  assistant 
professor  of  clinical  surgery,  Syracuse  University 
College  of  Medicine,  “Diagnosis  and  Treatment  of 
Surgical  Lesions  of  the  Esophagus.” 

March  25 — Dr.  Robert  O.  Gregg,  assistant  profes- 
sor of  surgery,  Syracuse  University  College  of  Medi- 
cine, “Surgery  of  the  Stomach.” 

April  1 — Dr.  Albert  D.  Kaiser,  professor  of  child 
hygiene,  University  of  Rochester,  School  of  Medi- 
cine and  Dentistry,  “Rheumatism  in  Childhood.” 
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e treatment  of  ammonia  dermatitis  (diaper  rash)  here- 
ore  has  been  a bothersome  and  unavailing  routine  of 
•ic  acid  rinses  and  rapid  change  of  soiled  diapers, 
rally,  the  results  have  been 


pint  mm  RASH” 


iatisfactory  — even  with 
use  of  bichloride  of  mer- 
y because  of  the  risk  of 
rcuric  poisoning.  The  high 
idence  of  diaper  rash, 
;refore,  emphasizes  the 
:d  for  a more  advanced 


Figure  1 — DARK  ZONE 
OF  INHIBITION,  pro- 
duced by  DIAPENE 


Figure  2 — 

CLINICAL  PICTURE 


rapy. 

Cooke1  demonstrated  that 
cause  of  diaper  rash  is 
monia  liberated  in  the  wet1 
per  by  bacterial  decompo- 
on  of  urinary  urea.  The 
)r  of  ammonia  is  readily 
ected  in  diapers  wet  with 
ne. 


CULTURE  PLATE  OF 
Bacillus  Isolated  from  B.G 
( See  Fig.  2 ) , a case  of 
Diaper  Rash  ( Ammonia 
Dermatitis) 


DIAPENE  — impregnated 
into  the  laundered  diaper 
merely  by  rinsing  — inhibits 
and  destroys  growth  of  the 
saprophytic  gram  positive 
bacillus  responsible  for  the 
ammonia  production.  DIA- 
PENE, therefore,  prevents 
and  relieves  diaper  rash  by 
eliminating  the  cause.  With 
elimination  of  the  cause  of 
ammonia  dermatitis,  the 
eruption  — whether  erythe- 
matus  or  papulovesicular  — 
disappears  rapidly.  Ulcerations  of  external  urinary 
meatus  respond  quickly  to  DIAPENE-treated  diapers. 


B.G. — severe  Diaper  Rash' 
with  ulcerations  cleared 
with  DIAPENE  in  five  days. 


For  prevention,  medicate  only  "night'  diapers. 
For  treatment,  medicate  all  the  diapers. 


IPORTANT: — diapene  is  as  basically  neces- 
ry  as  baby  oil,  powder  or  ointment,  because  f 

afing,  prickly  heat,  allergy  rashes,  etc.,  are  'qP- 
ten  aggravated  by  ammoniacal  urine,  dia- 
ne  is  a prophylactic  MUST  for  every  baby! 


One  tablet  to  2 quarts  water,  a rinse  for  6 diapers. 
Unit  packages  of  20  and  40  tablets. 


MAIL  TODAY 


I Homemakers’  Products  Corporation 
380  Second  Ave.,  New  A ork  10,  N.  Y. 
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Please  send  me,  without  cost,  literature  and 
samples  of  DIAPENE  to  eliminate  cause  of 
diaper  rash  (ammonia  dermatitis). 
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HOSPITAL  NEWS 


Plastic  Surgery  Clinic  Opened  at  Syracuse 


A PLASTIC  surgery  clinic,  first  of  its  kind  in 
Syracuse,  was  opened  in  January  at  the  Syra- 
cuse free  dispensary  to  make  available  to  the  indigent 
the  advantages  of  a science  aimed  at  eliminating  or 
minimizing  the  effects  of  physical  deformities,  it  was 
announced  by  Dr.  H.  G.  Weiskotten,  dean  of  the 
College  of  Medicine,  Syracuse  University. 

The  clinic  will  be  conducted  at  11  a.m.  every 
Wednesday,  with  a plastic  surgeon  certified  by  the 
American  Board  of  Plastic  Surgery  in  charge. 

It  was  stressed  that  in  making  the  advantages  of 
plastic  surgery  available  to  those  unable  to  pay  for 
such  services  there  will  be  a “follow-through”  plan 
assuring  correction  of  deformities  which  come  to 


Yeshiva  Planning 

YESHIVA  University  will  establish  the  first  non- 
sectarian medical  school  under  Jewish  auspices 
in  the  United  States,  it  was  announced  early  in 
March  by  Dr.  Elihu  Katz,  chairman  of  the  Society 
for  the  Advancement  of  Pre-Medical  Sciences  at 
Yeshiva  University. 

The  decision  to  establish  the  graduate  school  was 
arrived  at  by  twenty-six  Christian  and  Jewish 
physicians,  business  men,  and  educators  after  “a 
recent  authentic  government  report  estimated  that 
there  will  be,  by  the  present  tactics  of  exclusion  and 


New  York’s  Blue  Cross  Plan  Grants 

A FURTHER  step  in  helping  member  hos- 
pitals to  meet  their  current  financial  difficulties 
Associated  Hospital  Servicer-New  York’s  Blue 
Cross  Plan — will  grant  an  additional  payment  of 
$1,000,000  for  the  care  of  Blue  Cross  patients  during 
the  first  four  months  of  1948,  it  was  announced  re- 
cently by  Louis  H.  Pink,  president.  The  extra  pay- 
ment, approved  by  the  State  Department  of  In- 
surance and  the  Department  of  Social  Welfare,  is  the 
second  granted  to  hospitals  in  recent  months.  Last 
November  AHS  paid  hospitals  an  additional  sum  of 
$1,300,000  to  meet  increased  costs  during  1947. 

Pointing  out  that  the  loss  of  approximately  $14,- 
000,000  now  incurred  by  voluntary  hospitals  in  New 
York  City  is  largely  due  to  free  or  part-free  services, 


light  in  clinical  examination.  This  means  that  hos- 
pital treatment  will  be  provided  and,  where  neces- 
sary, continued  care  will  be  given  at  the  clinic  once 
the  patient  is  discharged  from  the  hospital. 

While  most  of  the  nation’s  biggest  cities  already  ' 
have  such  centers,  Syracuse  is  believed  to  be  the  ! 
first  of  its  size  to  establish  a plastic  surgery  clinic  for  i 
the  low-income  group. 

Importance  of  the  step  is  emphasized  by  the  fact 
that,  contrary  to  a rather  widespread  impression, 
the  primary  objective  of  plastic  surgery  is  not  cos- 
metic in  nature,  but  rather  the  restoration  of  func- 
tion. Improvement  of  appearance  is  the  second 
objective  of  the  science. 


Medical  College 

discrimination,  a shortage  of  5,600  physicians  in  the 
United  States  by  1960,”  Dr.  Katz  said. 

The  society  was  formed  early  this  year  when  it 
was  learned  that  Yeshiva  intended  to  set  up  a num- 
ber of  professional  schools  in  conjunction  with  the 
university’s  current  $7,500,000  academic  and  physi- 
cal expansion  drive. 

“We  determined,”  Dr.  Katz  said,  “that  a medical 
school  must  be  the  first  of  these  professional  schools. 
Its  formation  was  based  upon  a practical  and  factual 
decision,  not  emotional,  religious  and  otherwise.” 


Additional  $1,000,000  to  Hospitals 

Mr.  Pink  stressed  the  need  for  immediate  State  aid  to 
voluntary  hospitals  as  well  as  to  public  hospitals 
and  increased  payments  from  the  City  for  its  cases. 
Of  the  total  loss,  he  declared,  city  cases  alone  amount 
to  about  $5,000,000. 

“AHS  has  increased  the  income  of  hospitals  by 
enabling  people  of  moderate  means  to  obtain  better 
accommodations.  We  have  compensated  the 
hospitals  for  substantial  numbers  who  would  not  be  j 
able  to  pay  their  hospital  bills  and  would  therefore 
be  added  to  the  charitable  load. 

Other  advantages  which  the  hospitals  receive  i 
from  Blue  Cross  include  utilization  of  empty  j 
beds,  prompt  payment,  and  avoidance  of  collec- 
tion losses.” 


$161,580  More  Allotted  for  New  York  City  Projects 


A DDITIONAL  grants  totaling  $161,580  to  ten 
CY  New  York  City  projects  in  cancer  research  and 
service  were  announced  in  March  by  Brigadier 
General  John  Reed  Kilpatrick,  chairman  of  the  joint 
New  York  City  Cancer  Committees  of  the  American 
Cancer  Society. 

The  new  grants,  derived  from  contributions  to  last 
year’s  fund-raising  campaign,  bring  total  committee 
allocations  in  the  city  to  $440,580.  In  addition, 
$528,108  has  been  turned  over  to  the  society  for  its 
national  program  of  basic  research  and  education. 


Largest  new  grant  was  $109,000  to  Memorial  I 
Hospital  for  Cancer  and  Allied  Diseases.  Other! 
institutions  which  benefited  were  the  night  tumor 
clinic  at  New  York  Post-Graduate  Hospital,  Strang[ 
Clinic  of  the  Women  and  Children’s  Infirmary,  Newi 
York  University  Medical  School,  Columbia  Univer- 
sity and  Columbia’s  College  of  Physicians  and! 
Surgeons,  Lenox  Hill  Hospital,  the  National  llos-  ! 
pital  for  Speech  Disorders,  and  the  tumor  clinics  oi 
Roosevelt  and  Presbyterian  Hospitals. 

[Continued  on  page  664  J 
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jl  X report  t covering  a comprehensive  study 
reveals  that  the  diaphragm-jelly  technique  is  the  over- 
whelming choice  of  clinicians  versed  in  conception 
control. 

In  keeping  with  this  authoritative  opinion,  we  suggest 
the  specification  of  the  “RAMSES”*  Prescription  Packet 
No.  501  when  you  desire  to  provide  the  patient  with 
the  optimum  in  protection. 

The  quality  of  “RAMSES”  Gynecological  Products  is 
the  finest  obtainable.  They  are  available  through  all 
recognized  pharmacies. 


£ 


Active  Ingredients:  Dodecaethyleneglycol  Monolaurate  5%;  Boric  Acid  1%; 
Alcohol  5% 

gynecological  division 

JULIUS  SCHMID,  Inc. 

423  West  33th  Street,  NewYork  19,  N.  Y. 

quality  first  since  tSS) 


*The  word  "RAMSES”  is  a 
registered  trademark  of  Julius 
Schmid,  Inc. 

fHuman  Fertility  10:  25  (Mar.) 
1945. 
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[Continued  from  page  662] 

Wards  in  69  Voluntary  Hospitals  Have  Beds  for  30  Per  Cent  More  Patients 


THE  public  wards  in  New  York’s  voluntary  hospi- 
tals were  only  70  per  cent  filled  during  the  first 
nine  months  of  1947,  it  was  learned  recently  from 
the  United  Hospital  Fund,  370  Lexington  Avenue. 

While  some  of  the  city’s  municipal  hospitals  were 
overcrowded  to  more  than  their  maximum  capacity, 
the  occupancy  rate  in  the  “general”  wards  of  69  of 
the  city’s  voluntary  institutions  reached  a low  point 
of  64  per  cent  in  August,  according  to  figures  pre- 
pared by  the  fund. 

During  the  three  busiest  months  of  the  year,  from 
January  through  March,  the  voluntary  hospitals 
were  filling  their  9,080  general-ward  beds  at  an 
average  rate  of  73  per  cent. 

With  the  rate  for  operation  at  greatest  efficiency 
considered  to  be  between  80  and  85  per  cent,  some 
of  the  city’s  largest  voluntary  hospitals — privately 
run  institutions  partly  supported  by  public  contri- 
butions— were  running  at  considerably  below  that 
level  in  their  public  wards. 

In  Manhattan,  the  Lenox  Hill  Hospital  was  filling 


61  per  cent  of  about  300  public  beds  in  September. 

In  the  same  month,  the  Mount  Sinai  Hospital’s 
occupancy  rate  was  66  per  cent  of  about  475  public  S 
beds;  St.  Luke’s,  70  per  cent  of  about  340;  St. 
Vincent’s,  73  per  cent  of  about  330;  and  in  the  New 
York  Post-Graduate  and  Roosevelt  hospitals,  75  per 
cent  of  more  than  290  and  225  public  beds,  respec- 
tively. 

In  the  same  month,  the  general  wards  in  the  New  1 
York  Hospital,  with  more  than  590  public  beds,  were 
filled  at  the  rate  of  82  per  cent,  and  in  the  Presby- 
terian Hospital,  with  more  than  860  public  beds,  at  n 
the  rate  of  81  per  cent.  During  February,  the  same 
beds  in  the  New  York  and  Presbyterian  Hospitals 
were  91  and  86  per  cent  occupied,  respectively. 

At  the  rate  of  two  patients  a bed  each  month — 
with  “active”  patients  remaining  in  the  hospital 
about  two  weeks — the  69  voluntary  institutions 
listed  by  the  fund  could  have  accommodated  March 
operating  at  100  per  cent  capacity,  or  6,000  more  f 
patients  during  September.  It 


N.Y.U. -Bellevue  Medical  Center  Construction  to  Start  in  1948 


CLEARANCE  of  the  site  for  the  University  section 
of  the  New  York  University-Bellevue  Medical 
Center,  and  construction  of  some  of  the  new  build- 
ings will  commence  by  mid-summer  or  early  fall  of 
this  year,  according  to  Edwin  A.  Salmon,  director  of 
the  Medical  Center,  and  former  chairman  of  the 
New  York  City  Planning  Commission. 

Revealing  for  the  first  time  details  of  construction 
plans,  Mr.  Salmon  said  the  architectural  style  of  the 
buildings  will  be  modern  and  functional,  and  that 
materials  will  be  steel  and  reinforced  concrete,  with  a 
warm-toned  limestone  and  brick  exterior. 

First  buildings  on  which  construction  will  be 


NEWS 


started  will  be  the  hall  of  residence,  the  alumni 
hall,  and  new  clinical  laboratories  and  classrooms 
for  the  College  of  Medicine.  The  hall  of  residence, 
he  said,  will  provide  approximately  300  dormitory 
rooms  for  undergraduate  and  graduate  medical 
students,  particularly  those  whose  services  at 
Bellevue  Hospital  require  that  they  be  on  call  at 
night. 

Special  provisions  will  be  made  for  women 
students  and  the  nurses  of  the  proposed  new 
University  Hospital.  One  wing  of  the  building,  over- 
looking the  East  River,  will  be  devoted  to  recrea- 
tional and  dining  facilities,  he  continued. 


0 
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NOTES 


The  board  of  directors  of  the  Tri-County  Memo- 
rial Hospital,  Gowanda,  has  announced  plans  for  a 
new  building,  which  will  increase  the  hospital’s 
capacity  from  35  patients  to  70  patients. 


held  on  Saturday  mornings  at  9:00  a.m.,  according 
to  a recent  announcement  by  Dr.  Edward  L.  _ 
Kellogg,  medical  executive  officer  of  Polyclinic 
Medical  School  and  Hospital. 


The  Mount  Morris  Tuberculosis  Hospital  was 
represented  by  Dr.  E.  W.  Hainlen  at  the  Conference 
of  the  Committee  on  Chemotherapy  of  the  National 
Tuberculosis  Association  in  New  York  City  re- 
cently. In  January,  Dr.  Hainlen  attended  the 
meeting  of  the  Eastern  Section  of  the  American 
Trudeau  Society  in  Philadelphia.  • 


Open  house  was  observed  at  the  Oneida  County 
Hospital  of  Utica,  formerly  the  General  Hospital,  in 
January.  Approximately  500  persons  inspected  the 
newly  improved  premises. 


Polyclinic  Hospital,  New  York  City,  has  estab- 
lished a male  fertility  clinic  as  a component  of  the 
urological  department.  A comprehensive  workup, 
including  vesiculographic  study  of  the  seminal  tract, 
is  conducted.  Members  of  the  profession  are  invited 
to  refer  suitable  cases  to  the  clinic,  which  will  be 


Arrangements  have  been  made  for  general  surgery 
to  be  performed  at  the  Mahopac  Hospital,  according 
to  an  announcement  by  David  M.  Edes,  president 
of  the  hospital’s  board  of  directors.  Dr.  William  P. 
Cowan,  of  Cold  Spring,  requested  the  privilege  oi 
utilizing  the  Mahopac  Hospital  for  surgery,  and  per- 
mission was  granted  by  the  medical  advisory  board, 
of  which  Dr.  George  H.  Steacy  is  chairman,  in  con- 
sultation with  the  executive  committee  of  thf 
hospital. 


Parkchester  General  Hospital,  the  Bronx,  has  in- 
stituted a cancer  detection  and  diagnostic  service 
Patients  will  be  accepted  only  through  their  private  - 
physicians  by  appointment,  hospitalized  for  three 
days  while  a complete  workup  is  done,  and  then  re 
ferred  back  to  the  private  physicians,  to  whom  all  re 
ports  will  be  sent. 


[Continued  on  page  666 
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At  the  meeting  of  the  Clinical  Society  of  the 
Unity  Hospital,  Brooklyn,  on  February  25,  Dr.  S. 
Leon  Israel,  associate  gynecologist  and  obstetrician 
of  the  Graduate  School  of  Medicine,  University  of 
Pennsylvania,  Philadelphia,  read  a paper  on  “Func- 
tional Uterine  Bleeding;  Etiology,  Diagnosis,  and 
Treatment.”  Case  reports  were  given  by  Dr.  David 
A.  Frenkel,  on  “Sterility — Uterus  Didelphys;  Car- 
cinoma in  One  Horn,”  and  by  Dr.  Harold  Jacobs,  on 
“Chorionepithelioma  with  Metastasis.” 


A total  of  2,503  patients  were  cared  for  in  the 
Alice  Hyde  Memorial  Hospital,  Malone,  during  the 
year  1947,  it  was  stated  in  the  annual  report  of  the 
hospital.  A total  of  589  babies  were  born  at  the 
hospital  during  the  fiscal  year  December  1,  1946,  to 
December  1,  1947. 


Plans  have  been  completed  for  a tumor  clinic 
building  to  be  erected  adjacent  to  the  laboratory  in 
Kingston.  They  were  approved  at  the  December 
meeting  of  the  Ulster  County  Medical  Society. 


An  increase  of  245  admissions  per  year  at  Ossining 
Hospital  was  reported  by  Mrs.  A.  C.  Richards,  super- 
intendent, in  the  annual  report  to  the  hospital’s 
board.  The  hospital  had  a total  of  2,850  admissions 
in  1947,  with  1,941  patients  coming  from  Ossining; 
330  from  Croton  and  Harmon;  98  from  BriaxclifF; 
and  the  remaining  481  from  other  nearby  towns. 


Fox  Hospital,  Oneonta,  has  won  back  its  certifi- 
cate of  full  approval  from  the  American  College  of 
Surgeons,  announced  Lewis  F.  Rose,  president  of  the 
board  of  directors  of  the  hospital.  There  was  an  in- 
crease of  1,551  patient-days  in  1947  at  Fox  Hospital, 
and  637  births,  or  an  increase  of  113  over  1946. 


Dr.  C.  D.  Silver,  president  of  the  medical  staff  of 
Physicians  Hospital,  Plattsburg,  reported  on  the 
activities  of  the  hospital  at  the  annual  meeting  of  the 
board  of  directors  recently.  The  number  of  patients 
treated  at  the  hospital  increased  26  per  cent  to  5, 164. 
The  number  of  babies  born  was  754,  and  1,952 
operations  were  performed.  The  pediatric  division 
was  enlarged  from  8 to  18  beds  during  the  past  year. 
The  women’s  ward  was  modernized,  and  a new  ward 
for  men  was  opened. 


The  Lenox  Memorial  Hospital  in  Canastota, 
formerly  the  Canastota  Memorial  Hospital,  re- 
opened in  February.  It  is  now  under  the  direction 
of  Miss  Beatrice  Facteau,  according  to  an  announce- 
ment by  Antonio  G.  Waldo,  chairman  of  the  board 
of  managers. 


There  were  nearly  four  times  the  number  of  labora- 
tory tests  at  St.  Joseph’s  Hospital,  Syracuse,  in  1947 
than  in  1927,  shortly  after  the  completion  of  the 
present  hospital  structure,  according  to  the  hospital 
reports.  In  1927  there  was  a total  of  1 1,890  labora- 
tory tests,  while  in  1947  there  were  45,809.  Dr. 
Ellery  G.  Allen  is  director  of  laboratories  at  St. 
Joseph’s  Hospital.  A campaign  is  now  in  progress 


to  add  a new  wing  to  the  hospital,  thereby  providing 
enlarged  laboratory  and  x-ray  departments. 


After  a business  meeting  of  the  staff  of  Highland 
Hospital,  Beacon,  in  January,  Dr.  Charles  Reed 
presented  a paper  on  “X-rays  in  Respiratory 
Diseases.” 


On  January  28,  Dr.  Franklin  M.  Hanger,  professor 
of  medicine  at  Columbia-Presbyterian  Medical 
Center,  presented  a paper  on  “Disorders  of  the  Pan- 
creas” at  the  meeting  of  the  staff  of  Castle  Point 
Veterans  Hospital.  At  the  February  meeting,  Dr. 
Ross  Golden,  professor  of  radiology  at  Columbia- 
Presbyterian  Medical  Center,  discussed  tuberculosis 
of  the  digestive  tract  as  manifested  by  x-ray  ex- 
amination. 


A prize  of  $25,  accompanied  by  a certificate  of 
merit,  the  John  W.  McCauley  prize  aw'ard,  will  be 
presented  by  the  Rochester  Academy  of  Medicine 
for  the  best  case  report  by  any  house  officer  of  the 
staff  of  any  hospital  in  Monroe  County. 


A joint  committee  for  research  in  problems  of 
cerebral  palsy  has  been  established  by  Bellevue  and 
Presbyterian  hospitals,  the  City  Health  Depart- 
ment, Cornell  University,  Columbia  University, 
College  of  Physicians  and  Surgeons,  and  the  New 
York  University  College  of  Medicine.  Its  purpose  is 
to  conduct  research,  intensify  the  development  of 
diagnostic  procedures,  and  to  study  clinics. 


The  name  “Community  Memorial  Building”  has 
been  selected  as  the  official  designation  of  the  new 
six-story  structure  to  be  erected  as  an  adjunct  of  the 
Lawrence  Hospital,  Bronxville,  it  was  announced 
recently  by  James  A Lyles,,  president  of  the  hos- 
pital’s board  of  governors.  Dr.  Henry  E.  McGarvey, 
president  of  the  medical  board  of  the  hospital,  has 
appointed  Drs.  Waring  Willis,  John  E.  Weston,  and 
Joseph  E.  J.  King  as  a planning  committee  to  work 
with  the  board  of  governors  in  the  development  of 
the  new  building.  The  Lawrence  Hospital  serves 
the  area  that  includes  Bronxville,  Tuckahoe,  East- 
chester,  and  parts  of  Yonkers  and  Scarsdale. 


“The  Prostate  Gland  of  Men  Over  Fifty  Years  Of 
Age”  was  the  subject  of  the  regular  staff  conference 
of  St.  Mary’s  Hospital,  Brooklyn,  on  February  26. 


The  annual  meeting  of  the  board  of  directors  of 
Tioga  County  General  Hospital,  Waverly,  was  held 
in  January.  Reports  were  given  by  Dr.  Harry  S. 
Fish,  chief  of  the  surgical  staff;  Earl  C.  Cooper, 
treasurer,  and  Miss  Laura  A.  Ott,  superintendent. 


Dr.  William  Goldring,  associate  professor  of 
medicine,  New  York  University,  College  of  Medi- 
cine, spoke  on  “The  Present  Status  of  the  Medical 
and  Surgical  Treatment  of  Hypertension,”  as  the 
annual  Samuel  Strausberg  Lecture,  sponsored  by  the 
board  of  directors  and  the  Clinical  Society  of  the 
Beth-El  Hospital,  Brooklyn,  in  February. 

[Continued  on  page  668] 
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TOWNS  TREATMENT  for  ALCOHOLISM  and  NARCOTIC 
and  HYPNOTIC  ADDICTIONS 

Established  1901  Now  Generally  Accepted 

PROVIDES:  (1)  An  Assurance  of  a Definite  Medical  Result 

(2)  An  Assurance  of  Length  of  Time  Required  and  Exact  Cost 

(3)  An  Assurance  of  Absolute  Privacy 

Our  “SYMPOSIUM  OF  MEDICAL  OPINION"  includes  case  histories  of 
this  successful  treatment  endorsed  by  many  physicians.  Copy  on  request. 

CHARLES  B.  TOWNS  HOSPITAL 

FOR  ALCOHOLISM  AND  DRUG  ADDICTION  EXCLUSIVELY 

COMPLETELY  REDECORATED  AND  MODERNIZED 

293  Central  Park  West,  New  York  24,  N.  Y.  Tel:  SChuyler  4-0770 


‘INTERPINES’ 

Goshen,  N.  V. 

Phone  117 


Ethical — Reliable — Scientific 
Disorders  of  the  Nervous  System 
BEAUTIFUL— QUIET— HOMELIKE 


Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.D.#  Resident  Physician 


DII.  R ARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  TV.  Y.  C.  oia  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Td.  2-1621 


HALCYON  HEST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge  * 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone*.  Rye  550  Write  for  illustrated  booklet. 


FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
- the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problem* 
accepted 

Rates  Moderate 

Eugene  N.  Boudreau,  M.D.,  Psychiatrist 
R.  Stuart  Dyer,  M.D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


WEST  MULE 

West  252nd  St.  and  Fields! on  Road 
Riverdule-on-the-Iludson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITY VI LEE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NFRYOUSand  MFNTA  L diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician -in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-079*) 
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[Continued  from  page  666] 

PERSONALITIES 


Appointed 

Dr.  II.  E.  Leiter  as  attending  urologist  at  the 
Hospital  for  Joint  Diseases,  New  York  City.  . . .To 
the  staff  of  the  Mount  Morris  Tuberculosis  Hospital, 
Dr.  Ricardo  Valiente,  from  El  Salvador,  Central 
America  . ...  To  the  surgical  staff  of  the  Clifton 
Springs  Sanitarium,  Dr.  Bradley  Simmons,  from 
the  Strong  Memorial  Hospital,  Rochester.  ...  Dr. 
Lewis  S.  Blancato,  recently  discharged  from  the 
Army  Medical  Corps,  to  the  staff  of  the  Mt.  Vernon 
Hospital ....  Dr.  Sigmund  L.  Friedman,  executive 
director  of  Sydenham  Hospital,  New  York  City, 
since  February,  1947,  as  director  of  Mount  Sinai 
Hospital,  Cleveland,  Ohio ...  Dr.  Clarence  E.  de 
la  Chapelle,  associate  dean  of  New  York  University 
College  of  Medicine,  as  director  of  medicine  at 
Lenox  Hill  Hospital,  New  York  City.  . . .Dr.  Eliot 
M.  Friedman,  Utica,  specialist  in  orthopedic  sur- 
gery, to  the  consulting  staff  of  Oneida  City  Hospital 
...  .As  assistant  surgeon,  St.  Vincent’s  Hospital, 
Richmond,  Dr.  Gerald  T.  McCarthy,  and  as 
assistant  orthopedic  surgeon,  Dr.  Alfonso  Della 
Peltra.  . . . Dr.  Robert  R.  Cadmus,  administrative 
assistant  at  New  York  Presbyterian  Hospital  since 
1945  and  director  of  Vanderbilt  Clinic  there,  as 


assistant  director,  Cleveland  University  Hospital 
. . . .Dr.  Robert  Boggs,  assistant  dean  of  New  York 
University  College  of  Medicine,  as  acting  dean  of  the 
New  York  Post-Graduate  Medical  School.... As 
clinical  assistant  in  the  department  of  medicine, 
Richmond  Memorial  Hospital,  Dr.  A.  D.  Workman. 

Elected 

As  officers  of  Memorial  Hospital,  Catskill;  Dr. 
Ray  E.  Persons,  president;  Dr.  Kenneth  F.  Bott, 
vice-president,  and  Dr.  George  L.  Branch,  secretary. 
Other  members  of  the  board  are  Drs.  Mahlon  II . 
Atkinson,  Alton  B.  Daley,  Edwin  Mulbury,  and 
William  A.  Petry.  . . Dr.  George  J.  Hucker  as  first 
vice-president  of  the  Geneva  General  Hospital 
Corporation  ...  As  president  of  the  medical  staff  of 
Champlain  Valley  Hospital,  Dr.  Arthur  B.  de  Grand- 
pre.  . . .As  officers  of  the  medical  staff  of  Northern 
Dutchess  Health  Service  Center;  Dr.  W.  P.  Locke, 
Hyde  Park,  chief  of  medical  staff;  Dr.  David  Block, 
Madalin,  vice-president;  and  Dr.  L.  Cotter,  Red 
Hook,  secretary.  . . .Dr.  Charles  L.  Reigi  as  presi- 
dent, medical  staff  of  St.  Vincent’s  Hospital,  Rich- 
mond; Dr.  John  J.  Goller  as  secretary;  Dr.  Enrico 
C.  Soldini  as  vice-president. 


DR.  FISHBEIN  CITED  FOR  WAR  WORK  BY  PRESIDENT  TRUMAN 


Dr.  Morris  Fishbein,  editor  of  the  A.M.A. 
Journal,  recently  was  awarded  a Certificate  of  Merit 
by  President  Truman  in  recognition  of  his  “out- 
standing efforts  as  Chairman  of  the  Committee  on 
Information  of  the  National  Research  Council, 
which  proved  to  be  an  invaluable  contribution  to  the 
war  effort  of  the  United  States.” 

In  notifying  Dr.  Fishbein  of  the  award,  Com- 
mander G.  E.  Pierce,  of  the  U.S.  Navy,  secretary  of 
the  Civilian  Awards  Board  in  Washington,  said  it  is 
given  to  “civilians  for  outstanding  fidelity  and  meri- 


torious conduct  which  aided  in  the  war  effort  against 
common  enemies  of  the  United  States  and  its  allies 
in  World  War  II.” 

The  Certificate  of  Merit  was  presented  to  Dr. 
Fishbein  at  a brief  ceremony  in  the  A.M.A.  head- 
quarters building  with  Rear  Admiral  J.  Carey  Jones, 
Commandant;  Rear  Admiral  F.  L.  Conklin,  M.C., 
District  Medical  Officer,  and  other  prominent  Navy 
personnel  from  the  Ninth  Naval  District  at  Great 
Lakes,  Illinois,  in  attendance. — Secretary’s  Letter, 
A.M.A.,  January  26,  1948 


ANNOUNCEMENT 
1948  Medical  Directory  Deadline 

All  material  for  the  1948  Medical  Directory  of  New  York,  New  Jersey  and  Connecticut 
should  he  in  the  office  of  the  Medical  Society  of  the  State  of  New  York  before  April  15, 
1948. 

No  corrections  or  additions  may  be  made  after  that  date. 


669 


BRUNSWICK  HOME 


A PRIVATE  SANITARIUM-  Convalescents,  postoper- 
ative, aged  and  infirm,  and  those  with  other  chronic  and 
nervous  disorders.  Separate  accommodations  for  nervous 
and  backward  children.  Physicians'  treatments  rigidly 
followed.  C.  L.  MARKHAM,  M.D.,  Supt. 

B'way  & Louden  Ave.,  Amityville,  N.  Y-,  Tel:  1700,  1,  2. 


COPIAGUE  GENERAL  HOSPITAL 

Separate  Accommodations  tor 

CONVALESCENTS  and  CHRONICS 

with  added  facilities  of  a General  Hospital 

Located  in  tranquil  country  area 
on  South  shore  of  Long  Island 

H.  R.  Blanchard,  Adm.  Tel.  Amityville  71, 72 
Cedar  Court  Copiague,  N.  Y. 


MODERN  NURSING  HOME 

HOLBROOK  MANOR— For  the  care  of  Convalescents, 
Chronically  ill,  Invalids,  and  Aged  and  mild  psychoneurotics. 
Reg.  Nurse  24  hrs.  a day.  Physicians  may  treat  their  own 
patients.  Private — Semi-private  rooms.  Five  acres  of  pine- 
wooded  grounds. 

O.  L.  FRIEDMAN,  M.D.,  Medical  Director,  Gr.  5-4875 
HOLBROOK,  LONG  ISLAND 

Near  Lake  Ronkonkoma  Phone  Ronkonkoma  8651 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  Anus- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
M ARG AR ET  TAYLOR  ROSS,  M.D.,  Physictan-tn-Cbargt. 


Of  Vital  Importance 

to  our  aged  medical  colleagues  and 
their  widows  in  the  State  of  New  York 

The  Physicians’  Home 

Perhaps!  You  may  need  it  some  day. 

Chas.  Gordon  Heyd,  M.D.,  President 

Make  checks  payable  to  PHYSICIANS’  HOME 
. 52  East  66th  Street  • New  York  21 


SUPERIOR  PERSONNEL  Assistants  and  execu- 
tives in  all  fields  of  medicine — young  physicians,  department 
heads,  nurses,  staff  personel,  secretaries,  anaesthetists, 
dieticians  and  technicians 


NEW  YORK  MEDICAL  EXCHANGE 

489  FIFTH  AVE.,  N Y C (AGENCY)  MUHRAX  HILL  2-0676 


PARKWAY  HEALTH  RESORT 


Moore’s  Mills,  Dutchess  County.  N.  Y. 

Lovely  20-acre  estate  Small  Lake — 3 Waterfalls 

FOR  REST  AND  RELAXATION 
Special  Diets — Hollywood  Steam  Cabinet 
GUESTS  AND  CONVALESCENTS 
Folder  Upon  Request  69  miles  from  N.  Y.  C. 


Lloyd  D.  Herrii,  M.R.C.S.,  (Ens.)  L.R.C.P. 

Retident  Medical  Director Telephone:  Millbrooh  760 
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DO  YOU  HAVE  YOUR  HOTEL  RESERVATION  FOR  THE 
ANNUAL  MEETING? 

If  you  do  not  now  have  a confirmed  hotel  reservation  in  New  York  City  for  the 
Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York,  May  16  to  21, 
1948,  at  the  Hotel  Pennsylvania,  please  fill  out  and  mail  the  reservation  form  at 
the  bottom  of  this  page,  and  send  it  directly  to  the  Hotel  Pennsylvania. 

Should  your  reservation  be  received  after  the  six  hundred  rooms  set  aside  for  the 
Society  at  the  Hotel  Pennsylvania  have  been  assigned,  your  reservation  will  be 
turned  over  to  one  of  the  neighboring  hotels — the  Hotel  New  Yorker,  the  Governor 
Clinton  Hotel,  the  Hotel  McAlpin,  the  Hotel  Martinique.  Please  indicate  your 
preference  on  the  reservation  blank.  Confirmation  of  your  reservation  will  come 
to  you  direct  from  the  hotel  making  the  accommodation. 

If  you  do  not  use  the  reservation  form  below,  be  sure  to  identify  yourself  as  a 
physician  when  writing  regarding  reservations.  This  will  insure  proper  attention 
to  your  request. 

W.  P.  Anderton,  M.D.,  Secretary 


Mr.  James  H.  McCabe,  Manager 
Hotel  Pennsylvania 
New  York  1,  New  York 

Dear  Mr.  McCabe: 

Please  reserve  accommodations  as  checked  (vO  below: 

Name 

Address t . , 

City State 

(Unless  requested  otherwise,  we  will  hold  your  reservation  until  9 p.m.  of  the  day  of 
your  arrival.) 


Date  arriving 

A.M 

. . P.M 

Room  and  Bath  for  one — per  day 

I4.00D 

4.50D 

$ 5.00D 
5.50D 

$ 6.00D 
6.50D 
7.00D 

Double-Bed  Room  with  Bath  for  two — per  day 

6.00D 

6.50Q 

7.00D 

7.50D 

* 

CO  00  00 

O Cn  O 
0.0  0 

□ □□ 

Twin-Bed  Room  with  Bath  for  two — per  day 

7.00Q 

7.50D 

8.00D 

8.50Q 

9.00D 

□ □□ 

o o o 
o o o 

C H N 

Suite — Living  Room,  Bed  Room,  and  Bath 

13.50D 

14.50D 

16.50D 

More  Than  Two  Persons  in  One  Room:  For  each  additional  person  in  Double-  or 
Twin-Bed  Room,  the  extra  charge  is  $2.00  per  day 

If  a room  at  the  rate  requested  is  unavailable  reservation  will  be  made  at  the  next 
available  rate. 


My  next  hotel  preference  would  be 
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need  a CAPABLE  ASSISTANT? 

Paine  Hall  lends  intelligent,  personable,  thoroughly  trained 
graduates  into  the  medical  world.  Qualified  in  haematol- 
ogy, urinalysis,  medical  stenography,  x-ray  and  medical 
machines.  If  you  need  an  assistant  call  our  free  placement. 

BH  **  1008 Fifth Ave.,NeWyorh 28 

BUtterfield  8-2294 
Licensed  by  State  of  N.  Y. 


IZ&4UI 


2>oed  'IjauSi  Medical  A^Mlant 
A feed  Additional  ^naininy? 


CLASSIFIED 


For  Patents 

Consult:  S.  H.  POLACHEK 
Reg.  Patent  Attorney 

1234  Broadway  (at  31st)  N.  Y.  LOngacre  5-3088 


She  can  register  now  for  evening  courses 
in  laboratory  techniques  and  X-Ray. 

Our  12-months  day  course  includes  inten- 
sive training  in  laboratory  techniques,  physio- 
therapy apparatus,  X-Ray,  nursing  techniques, 
and  medical  stenography. 


FOR  SALE 


List  of  20  authoritative  diets,  typewriter  fac-simile,  with 
printed  letterhead.  Specimen  and  details  on  request.  P.S. 
Meyers,  152  Von  Houten  Ave.,  Passaic,  N.  J. 


Mandl  School 

1834  Broadway — NYC  Circle  7-3434 

Licensed  by  the  State  of  New  York 


FOR  SALE 


In  Rochester,  N.  Y.  Modern  two  story  masonry  building 
containing  completely  equipped  6 room  doctor’s  suite  and 
two  3 room  apartments.  Sale  also  includes  established 
general  practice,  office  furnishings  and  professional  equip- 
ment. Full  particulars  from  Harold  F.  Grunert  Associates, 
31  Exchange  Street,  Rochester  4,  N.  Y. 


POSITION  WANTED 


Ophthalmologist-Otolaryngologist,  qualified  E.  N.  T.  board, 
ag»  39,  desires  association  with  individual  or  group.  Box  142, 
N.  Y.  St.  Jr.  Med. 


POSITION  WANTED 


X-Ray  Specialist  (foreign  graduated)  desires  position  as 
assistant  for  2-3  hours  a.m.  in  New  York  metropolitan  area. 
Box  141,  N.  Y.  St.  Jr.  Med. 


FOR  SALE  OR  RENT 


11  room  house-office  with  two  car  garage  in  thriving  re- 
sort community.  New  York  State.  Owner  leaving  to 
specialize.  Will  introduce.  Box  139,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Fayetteville,  New  York,  3 miles  from  Syracuse,  12  room 
physician's  home  with  offices,  full  equipment  including 
X-ray,  Fluoroscope,  Jones  Basal  Metabolism,  Short  wave 
| diathermy,  Ultra-violet  lamp,  etc.  Equipment  may  be 
purchased  separately.  Owner,  Col.  A.  F.  Brand,  7005  Park 
Ave.,  Richmond,  Va. 


Radiologist.  Diplomate.  Desires  part  time  position  with 
hospital,  group  or  other  physician.  Box  135,  N.  Y.  St. 
Jr.  Med. 


WANTED 


Ophthalmologist  and  Otolaryngologist  with  qualifications  for 
Boards  as  permanent  associate.  Box  144,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


General  medical-surgical  practice.  Fully  equipped  modern 
1 office,  very  lucrative,  well  established.  Almost  unopposed, 
in  most  beautiful  part  of  New  York  State.  Gorgeous  home 
available  if  wanted.  Will  introduce,  physician  urgently 
needed  in  community.  Immediate  sale,  owner  moving. 
Box  143,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Evelyn  Photoelectric  Colorimeter,  1947  Model,  at  list  price. 
Accessories,  tubes,  filters  and  battery — no  corrections  needed 
for  any  readings.  Also  prewar  Bausch  & Lomb  Microscope 
with  oil  immersion.  Tel.  BO  8-8122,  N.  Y.  City  or  write 
Box  150,  N.  Y.  St.  Jr.  Med. 


WANTED 


Competent  physician,  age  40,  wants  to  buy  general  prac- 
tice. Queens  or  suburb  of  N.  Y.  C.  preferred.  Living 
quarters  required.  Box  140,  N.  Y.  St.  Jr.  Med. 


WANTED 


Well  established  small  town  or  rural  practice,  New  York 
State,  or  assistantship  by  experienced  young  physician. 
Box  149,  N.  Y.  St.  Jr.  Med. 
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Active 
Ingredient: 
Mineral  Oil  65% 
DIRECTIONS— Adults:  One  table- 
spoonful. Children:  Ohe  teaspoonful. 
Important  — Do  not  take  directly 
before  or  after  a meal. 

May  be  thinned  with  water,  milk  or 
fruit  juice  if  desired. 


mmmm 


. 

m&Km 

liisitsi! 


HB 


■ 


PHIL AOIIPHIA  i,  FA. 


riim 


673 


Chloral  hydrate,  used  in  medicine  since  1869,  is,  even  today, 

"the  standard  hypnotic  of  its  class.”1 

Goodman  and  Gilman  observe  that  it  "is  unfortunately 
neglected  today,”  and  that  the  present  widespread  use  of  the  barbiturates 
has  ".  . . caused  the  physician  to  lose  sight  of  the  fact  that 
chloral  hydrate  is  still  one  of  the  cheapest  and  most  effective  hypnotics.”2 
In  FELLO-SED,  supplementation  with  calcium  bromide 
and  atropine  sulfate  largely  overcomes  unwanted  side-actions, 
enhances  the  sedative  effect  and  provides  valuable  antispasmodic 
activity.  It  is  presented  in  palatable  liquid  form. 


■N.N.R.,  1947,  p.  398. 

aGoodman,  L.  & Gilman,  A.,  The  Pharmacological  Basis  of  Therapeutics.  MacMillan,  1944,  pp.  177-8. 


Available  in  H fluidounce  bottles. 

Adult  Dose:  As  a sedative:  Vi  to  1 teaspoonful  with  water, 
every  3 or  4 hours  or  as  directed.  As  a hypnotic,  l to  2 
teaspoonfuls  or  more  with  water  at  bedtime,  or  as  directed. 


FORMULA:  Each  (luidram  (4  cc.)  contains,  in  a palatable  aromatic 
vehicle:  Chloral  Hydrate,  0.5  Gm.  (7 Vi  gr.);  Calcium  Bromide, 
0.5  Gm.  IflVi  gr.);  Atropine  Sulfate,  0.125  mg.  (1/480  gr.). 


26  CHRISTOPHER  STREET 
NEW  YORK  14,  N.  Y. 
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LYOPHI  LIZED 


Interchemical  Corporation 

Jffjp  BIOCHEMICAL  DIVISION  • UNION,  NEW  JERSEY 


DISTRIBUTED  BY 

THE  OHIO  CHEMICAL  & MFG.  CO. 


Rapid  intravenous  infusion  of  protein  hydrolysates  has  been 
accompanied  from  time  to  time  by  such  reactions  as  nausea  and  vomiting. 
Madden  and  his  co-workers*  found  a definite  relationship  between 
these  reactions  and  the  level  of  glutamic  acid  in  the  administered 
preparation.  More  recently,  Smyth  and  his  co-workers**  verified  this  finding 
in  a study  of  115  hospital  patients. 

It  is  noteworthy  that  in  the  preparation  of  AMINO  ACIDS-I.  C. 
Lyophilized,  a 50%  reduction  of  the  glutamic  acid  content  has  been  achieved. 
Therefore  this  adjusted  amino  acid  complex  is  unlikely  to  provoke 
nausea  and  vomiting  when  given  at  physiologically  optimal  rates. 
Descriptive  literature  will  gladly  be  sent. 

* Madden , 5.  C.,  et  al:  Tolerance  to  Amino  Acid  Mixtures  and  Casein  Digests  Given  Intra- 
venously; Glutamic  Acid  Responsible  for  the  Reactions , J.  Exper.  Med.  81:439  {May)  1945. 
**Smyth,  C.  J.  Lasichak , A.  G.  and  Levey , S.:  The  Effect  of  the  Rate  of  Administration  of 
Amino  Acid  Preparations  and  Blood  Amino  Acid  Nitrogen  Level  on  the  Production  of 
Nausea  and  Vomiting , J.  Lab.  and  Clin.  Med.  32:889  {July)  1947. 


• rich  in  essential  amino  acids 

• assayed  microbiologically 

• salt-free  (0.005%) 

• lyophilized  for  stability 

• pH  6. 5-7.0 

• well  tolerated  in  10% 
solution 


K.  J . Reynolds 
Tobacco  Co., 
Winston-Salem, 

N.C. 


Experience  is  the  Best  Teacher 


EXPERIENCE  IS  THE  BEST  TEACHER 
IN  CIGARETTES,  TOO! 


With  the  thousands  and  thousands  of  smokers  who 
have  tried  and  compared  many  different  brands  of 
cigarettes,  Camels  are  the  “choice  of  experience.” 

Try  Camels  yourself!  Find  out  how  much  your 
taste  appreciates  the  full,  rich  flavor  of  Camel’s 
choice,  properly  aged,  expertly  blended  tobaccos — 
how  your  throat  welcomes  Camel's  cool  mildness. 

Let  your  own  experience  tell  you  why  more 
people  are  smoking  Camels  than  ever  before. 


According  to  a \ationiridc  surrcg: 


More  Doctors  Smoke  CJLMEIjS 

than  any  other  cigarette 

Three  leading  independent  research  organizations  in  a nationwide  survey  asked  113,597  doctors 
what  cigarette  they  smoked.  The  brand  named  most  wus  Camel! 


William  Stokes 

( 1804-1878 ) 
proved  it  in 
cardiology 


Dr.  Stokes’  detailed  trea- 
tises based  on  his  own  ob- 
servations helped  establish 
his  reputation  as  a clini- 
cian. He  thought,  as  his  ex- 
periences increased,  that 
others  paid  too  much  at- 
tention to  physical  signs, 
especially  in  valvular  car- 
diac disease.  He  believed 
that  the  condition  of  the 
muscle  was  much  more  im- 
portant- than  the  state  of 
the  valves.  Stokes’  contri- 
butions greatly  aided  the 
advance  of  medical  knowl- 
edge in  cardiology. 
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AT  THE  142nd  ANNUAL  MEETING 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

Hotel  Pennsylvania,  May  18th  to  21st 

Doctor,  you  are  cordially  invited  to  visit  the  Cambridge  Booths,  Nos.  126  and  127,  to  see  our  com- 
plete line  of  Cardiac  Diagnostic  Instruments  including  the  "SIMPLI-TROL"  Model  Portable 
Electrocardiograph,  the  new  Cambridge  Plethysmograph,  and  the  new  Cambridge  Electrokymograph. 

CAMBRIDGE  INSTRUMENT  COMPANY,  INC. 

Pioneer  Manufacturers  of  the  Electrocardiograph 
3733  Grand  Central  Terminal  New  York  17,  N.Y. 
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combined  hemopoietic  actions 


Heptuna  with  Folic  Acid  combines 
the  therapeutic  efficacy  of  folic  acid,  iron  and 
vitamins.  Folic  Acid  has  been  proven  to  be  effective  for  many 
types  of  macrocytic  anemias  and  hypochromic 
anemias  in  which  the  blood-forming  organs  require 
specific  stimulation.  Heptuna  with  Folic  Acid  not 
only  furnishes  the  hemopoietic  and  nutritional  effects  of  iron 
(ferrous  sulfate)  and  vitamins,  but  also  the  necessary 
hemopoietic  stimulant— folic  acid. 

HEPTUNA  and  HEPTUNA  WITH  FOLIC  ACID 
are  now  available  at  prescription  pharmacies. 


a,  R O E R I G 


87-448F 


I.  B.  ROERIG  AND  COMPANY 

536  Lake  Shore  Drive  ■ Chicago  I 1,  Illinois 


EACH  CAPSULE  CONTAINS: 

Folic  Acid 1.7  mg. 

Ferrous  Sulfate  U.S.P 4.5  Grains 

Vitamin  A (Fish-Liver  Oil).  . . 5,000  U.S.P.  Units 
Vitamin  D (Tuna-Liver  Oil).  . 500  U.S.P.  Units 

Vitamin  Bi  (Thiamine  Hydrochloride)  2 mg. 

Vitamin  B2  (Riboflavin) 2 mg. 

Vitamin  Bg  (Pyridoxine  Hydrochloride)  0.1  mg. 

Calcium  Pantothenate 0.333  mg. 

Niacinamide 10  mg. 

Together  with  other  B-complex 
factors  from  liver  and  yeast. 
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IT’S  THE  $cme, 
DIATHERMY! : 

AVAILABLE  IN  VARIOUS 
APPLICATOR  COMBINATIONS 

Here’s  maximum  flexibility,  safety 
and  operating  economy  all  rolled 
into  one  superior  diathermy  unit! 
Made  by  the  makers  of  the  famous 
Bovie  Electrosurgical  Unit,  the 
Model  SW-227  features  the  pat- 
ented L-F  Hinged  Treatment 
Drum,  Air-Spaced  Plates  and 
other  accepted  applicators.  No 
limitation  on  types  of  treatment. 
“Wavemaster”  Frequency  Control 
guarantees  operation  within  au- 
thorized frequency ' channels. 
F.C.C.  Type  Approval  No.  D-472.  • 

WRITE  FOR  FULL  DETAILS 

today! 


. V3 O - ■■  — 


DEPT.  N, 


CINCINNATI  2,  OHIO 
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U-  vAJmJL 

When  a patient's  protein  reserves  are  depleted, 
or  when  there  is  an  acute  demand,  speed 
is  important  to  satisfy  the  protein  requirements. 
At  the  recommended  rate,  1,000  cc  Protein 
Hydrolysate,  Baxter,  may  be  administered  in 
less  than  two  hours.  Make  sure  your 
hospital  has  Protein  Hydrolysate,  Baxter, 
readily  available.  The  new  booklet — 

Protein  Hydrolysate,  Baxter  (Parenteral)  — 
is  yours  for  the  asking.  Write  Baxter 
Laboratories,  Inc.,  Morton  Grove,  Illinois. 


Distributed  and  available  only  in 
the  37  states  East  of  the  Rockies 


American  Hospital  Supply  Corporation  • General  Offices,  Evanston,  Illinois 


MEDICAL  SOCIETY  OF 
THE  STATE  OF  NEW  YORK 

292  MADISON  AVENUE,  NEW  YORK  17,  NEW  YORK 
MURRAY  HILL  3-0701 


OFFICERS 


President Louis  H.  Bauer,  M.D.,  Hempstead 

President-Elect Leo  F.  Simpson,  M.D.,  Rochester 

Second  Vice-President Ralph  T.  B.  Todd,  M.D.,  Tarrytown 

Secretary W.  P.  Anderton,  M.D.,  New  York 

Assistant  Secretary W.  Guernsey  Frey,  Jr.,  M.D.,  Forest  Hills 

Treasurer James  R.  Rbuling,  M.D.,  Bayside 

Assistant  Treasurer Fenwick  Beekman,  M.D.,  New  York 

Speaker Albert  F.  R.  Andresen,  M.D.,  Brooklyn 

Vice-Speaker  Nelson  W.  Strohm,  M.D.,  Buffalo 


COUNCIL 


The  Above  Officers 

Chairman,  Board  of  Trustees Albert  A.  Gartner,  M.D.,  Buffalo 

AND 

Councilors 


Term  Expires  1948 
Oliver  W.  H.  Mitchell,  M.D. 
Syracuse 

Maurice  J.  Dattelbaum,  M.D. 
Brooklyn 

Dan  Mellen,  M.D. 

Rome 


Term  Expires  1949 
Carlton  E.  Wertz,  M.D. 
Buffalo 

Christopher  Wood,  M.D. 
White  Plains 

Charles  M.  Allaben,  M.D. 
Binghamton 


Term  Expires  1950 
Floyd  S.  Winslow,  M.D. 
Rochester 

J.  Stanley  Kenney,  M.D, 
New  York 

Harry  Aranow,  M.D. 
Bronx 


TRUSTEES 

Albert  A.  Gartner,  M.D.,  Chairman Buffalo 

James  F.  Rooney,  M.D Albany  William  H.  Ross,  M.D Brentwood 

John  J.  Masterson,  M.D Brooklyn  Edward  R.  Cunniffe,  M.D Bronx 

(See  pages  682  and  684  for  additional  Society  Officers) 


! 

L 

Whirlpool  therapy  for  office,  hospital  and  home 
direction  of  physician)  is  now  cvailoble  with  the  new. 
Inexpensive,  portoble,  sale,  easily  operated 

WHIRLPOOL  CARRIAGE 

Available  from  your  surgical  supply  dealer 
WHIRLPOOL  CARRIAGE,  INC. 

113  E.  State  Street  142  Joralemon  Street 

V Weitport,  Conn.  Brooklyn,  N.  Y 
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CQNStmrtMTSj 


StASONfNS 


FOR  SAt 


(SODIUM)- F«f 


COMSflTUtM 


PofoWHUnOwo/.^,  o 


cokwjfc  #■ 


<*C*9  P«i  tf«at 


Neocurtasal,  the  new  seasoning  agent 
for  salt  (sodium) -free  diets,  tastes  and 
looks  like  table  salt.  Patients  permitted 
to  sprinkle  Neocurtasal  to  suit  their 
taste  follow  dietary  directions  without 
j grudging  hesitation.  2 oz.  shakers  and 
8 oz.  bottles. 


® 


HIGlTmL 


sodium-tree  seasoning  agent 


WINTHROP  STEARNS 
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SODASCORBATE 


SODASCORBATE,  Van  Patten's  brand  of 
sodium  ascorbate,  offers  a distinct  improve- 
ment in  Vitamin  C therapy  because  it  is: 

Free  from  the  irritative  and  acid-shift  effects  fre- 
quently experienced  with  large  doses  of  plain 
ascorbic  acid. 

Approximately  neutral  in  chemical  reaction. 

Stable , pleasant-tasting. 

Each  tablet  contains  120  mg.  of  sodium  ascorbate 
equivalent  in  Vitamin  C activity  to  100  mg.  of 
ascorbic  acid. 


Sign  and  mail  coup  on  below 
for  samples  and  literature 


NVJ 

4-48 


VAN  PATTEN  PHARMACEUTICAL  CO. 

1227  Loyola  Ave.,  Chicago,  26 
Gentlemen:  Please  send  items  checked: 
SODASCORBATE  0 Samples  0 Literature 


Dr.. 


Address. 
Town 


State. 


SALINIDOL 

Formula  U.S.P.H.  Service 


Salicylanilid 5% 

Carbowax 95% 


Ringworm  of  the  Scalp 

(Microsp.  Audouini  or  Microsp. 
Lanosum) 

Salinidol — Greaseless,  Stainless, 
Odorless.  Easily  removed  with 
water. 

The  hair  must  be  clipped  every 
10  days  and  Salinidol  applied 
daily. 

Please  write  for  sample  and 
literature. 

DOAKCO.,INC. 

Cleveland,  Ohio 

NY  4-48 
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CAMERON  HEARTOMETER 


MAKES  DISTINCTIVE  AND  CHAR- 
ACTERISTIC GRAPHS  OF 

Extrasystoles 
Auricular  Fibrillation 
Auricular  Flutter 
Pulsus  Alternans 
Aortic  Regurgitation 
Heart  Block 
Mitral  Conditions 
Aortic  Stenosis 
Bradycardia 
Tachycardia 

and  those  conditions  char- 
acterized by  disordered 
nerve  conduction. 

The  HEARTOMETER  accurately  records 
the  blood  pressure  throughout  the  extremities 
and  localizes  affected  areas  in 

Arteriosclerosis 
Arteritis  Obliterans 
Buerger’s  Disease 
Thrombosis 

affording  immediate  and  dependable  informa- 
tion on  peripheral  vascular  conditions  not 
otherwise  obtainable. 


General  Diagnosticians,  Heart. 
Specialists,  Industrial  Surgeons, 
Insurance  examiners,  Physicians, 
Hospitals  and  Clinics  through- 
out the  world  use  and  depend  on 
Ileartometer  findings. 

An  authoritative  brochure. 
The  Cameron  Heartometer,  de- 
scribing the  instrument  and  its 
use  in  detail  is  available.  Write 
for  your  copjf. 


CAHECCN  I1E4ETCMETEP  CCMPANY 


Agents  in  Principal  Cities  Throughout  the  World 

666  West  Division  Street — Dept.  NY-4  — Chicago  10,  U.S.  A. 


Please  send  literature 
on  the 

Cameron  Heartometer 
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Odfn 


for  Relief  of  Smooth  Muscle  Spasm 


Octin  is  an  antispasmodic,  indicated  for  the 
treatment  of  spastic  conditions,  particularly  of 
the  genito-urinary  and  gastrointestinal  tracts. 

TABLETS  - 2 grains  Octin  mucate. 

ORAL  SOLUTION  - 10  % aqueous  solution  ( I J/2  grains  per  cc.) 
AMPULES  - I cc.  ( I V2  grains  Octin  hydrochloride.) 

Octin  'methyllBOOctenylamfne)  Trade  Murk  Bilhubor. 

BILHUBER-KNOLL  CORP.,  ORANGE,  N.  J. 
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for 

optimal  resistance 
to  vaginal 
infection 


FLORAQUIN  POWDER 

— for  office  insufflation 

FLORAQUIN  TABLETS 

— for  patient's  use 

SEARLE 

RESEARCH  IN  THE  SERVICE 
OF  MEDICINE 


Definite  types  of  pathogens  require  definite  pH 
ranges  to  thrive  in  the  vagina.  Therefore,  therapy  aimed 
at  reestablishing  a normal  pH  provides  a truly 
physiologic  approach  to  the  treatment  of  vaginitis. 

FLORAQUIN  — a product  of  Searle 

Research — has  an  outstanding  clinical  history  in  the 
treatment  of  vaginal  infection.  Floraquin  contains 
Diodoquin-Searle  (5,7-diiodo-8-hydroxyquinoline),  a 
potent  trichomonacide  and  fungicide,  and  also 
carbohydrates,  lactose  and  dextrose  for  glycogen 
production;  it  is  properly  acidulated  with  boric  acid  to 
encourage  restoration  of  normal  vaginal  flora. 

Floraquin  and  Diodoquin  are  the  registered  trademarks  of 
G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
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NEW  adaptation  of  ARGYROL 

ARGYPULVIS 

for  combined  office  and  home  treatment  of 

TRICHOMONIASIS 


For  Home  Use  by  the  Patient 
2-gram  capsule  for  insertion  by  the  patient 


For  Use  by  the  Physician 
7-gram  bottles  fitting  Holmspray 
or  equivalent  powder  blower 


The  proved  effectiveness  of  argyrol  as 
a protozoacidal , bacteriostatic  and  de- 
tergent agent  of  choice  is  now  made 
available  in  a new  field  of  application. 

As  amply  demonstrated  in  the  work 
of  Reich,  Button  and  Nechtow*,  ARGY- 
pulvis  fully  utilizes  this  protozoacidal 
property  in  a form  most  readily  adapted 


to  essential  office  treatment  and  sup- 
plementary home  regimen. 

Also,  the  bacteriostatic^  detergent 
and  demulcent  properties  of  argypulvis 
offer  additional  advantages  in  the  treat- 
ment of  cervicitis  and  vaginitis  asso- 
ciated with  Trichomoniasis  — further 
reasons  for  its  proven  efficacy. 


Composition  . . . Physical  Properties 


argypulvis  contains  powdered  ARGYROL  fluffiness  which  makes  for  easy  insuf- 
(20%),  Kaolin  (40%)  and  Beta  Lactose  flation,  and  with  an  attraction  for 
(40%)  . . . finely  milled,  to  provide  the  water  which  promotes  fast  action. 


ARGYPULVIS 

2-gram  capsules  7-gram  bottles 

in  bottles  of  12  in  cartons  of  3 


INTRODUCTORY  TO  PHYSICIANS:  On  request  we  will  send 
professional  samples  of  argypui.VIS  (both  forms)  together  with 
a reprint  of  the  Reich,  Button,  Nechtow  report. 


Write  to:  A.  C.  BARNES  COMPANY  . . NEW  BRUNSWICK,  N.  J. 


* Reich ) Button  and  Nechtow , ** Treatment  of  Trichomonas  Vaginalis , 
Vaginitis Surgery , Gynecology  and  Obstetrics , May  1947, pp.  891-896 
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In  many  clinical  conditions, 
spasm  and  tension  of  nervous  and 
emotional  origin  frequently  make  effective  treatment  difficult.  Such 
symptoms  can  usually  be  controlled  or  abolished  by  Barbidonna,  which  exerts 
a combined  antispasmodic  and  relaxant  action,  together  with  a central  sedative  effect. 
Barbidonna  is  indicated  in  the  relief  of  gastrointestinal  hypermotility  and  spasm, 

and  may  be  useful  in  dysmenorrhea  and  the  menopause;  in  angina  pectoris;  in 
biliary  and  renal  colic,  and  in  the  vomiting  of  pregnancy;  in  certain  affections  of 

the  respiratory  tract;  and  in  various  neurotic  states  and  functional  disorders. 
Send  for  a free  trial  supply.  VanPelt  and  Brown,  Inc.,  Richmond  4,  Virginia. 


Each  tablet  contains  Phenobarbltal  % gr. 
and  belladonna  alkaloids  (present  in  fixed 
proportion),  .0001 34  Gm. — equivalent  to  Vi 
gr.  belladonna  leaves  or  7 min.Tr.  Belladonna  . 

Barbidonna  is  available  in  bottles  of  100 
and  500  tablets. 


Barbidonna 


VANPELT  & IIHOWN,  INC. 

You  are  invited  to  visit  the 
VanPelt  & Brown  Booth  No.  112 
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SIMPLICITY  of  DESIGN 
PRODUCTION  ‘KNOW-HOW’ 

m <i&e 


i CARBOjlv^ 

tubm 


4MDOWN-W*\5 


SAFE 

ACCURATE 


MANOMETER 
(SHOWN  FOR 
ILLUSTRATION  ONLY) 
NOT  A PART 
OF  APPARATUS. 


PRICE  INCLUDES  HANDSOME 
LEATHERETTE  CARRYING 
CASE  16x4x5  INCHES 


TOTAL  WEIGHT 
LESS  THAN  4 LBS. 


The  GYNOGAUGE*  has  been  developed  for  the 
thousands  of  physicians  treating  female  sterility  who 
have  been  eagerly  waiting  to  replace  their  anti- 
quated and  unsatisfactory  insufflation  apparatuses. 
No  longer  is  it  necessary  to  use  the  painful  and 
potentially  dangerous  air  technic  and  makeshift  office 
hook-up.  Now  the  physician  can  own  a modern, 
simple  and  safe  CO?  insufflator  that  has  been  proved 
scientifically  accurate  and  is  at  the  same  time  priced 
properly.  By  simply  attaching  a standard  manometer 
and  canula,  the  GYNOGAUGE  becomes  the 
most  inexpensive  apparatus  available. 

The  yieiMnan 

GYNOGAUGE 

FOR  CARBON  DIOXIDE 
TUBAL  INSUFFLATION 

SIMPLICITY  OE  OPERATION.  ACCURACY.  PORTABILITY  MAKE  THE  GYNOGAUGE 
THE  IDEAL  INSTRUMENT  FOR  GENERAL  OFFICE  AND  CLINICAL  USE 

GOODMAN-KLEINER  CO.,  Inc. 

5 EAST  1 7th  STREET  • NEW  YORK  3,  N.  Y. 
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Baybank  Pharmaceuti- 
cals. Inc.— a subsidiary  of 
the  world-famous  Chese- 
brough  Mfg.  Co.  Cons’d 
—has  been  established  to 
'bring  to  the  medical  pro- 
fession a series  of  dis- 
tinctively new  ethical 
medicaments,  progres- 
sively formulated,  au- 
thoritatively tested,  and 
of  lasting  merit. 


1 .Individual  aluminum- 
foil  envelope  is  cut  open 
along  the  dotted  line  on 
the  lengthwise  lamina- 
tion with  sterile  scissors. 


I.  Close-up  of  filling 
operation  by  hooded  and 
sterile-gowned  operator, 
with  automatic  measur- 
ing machine,  uyider  ultra- 
violet lamps  and  glass 
shield. 


AYBAN 


3.  Application  can  be 
made  with  a motion  sim- 
ilar to  that  used  with  a 
' roller  bandage.  Dressing 
may  be  cut  into  strip's  or 


pads  of  preferred  dimen- 
sion. o'i^ folded  into  thick- 
ness desired,  or  used  full, 


length. 


Wherever  a bland,  non-adherent,  non-irritant 
dressing  may  be  required  for  burns  or 
wounds — VASELINE*  Petrolatum  Gauze 
Dressings  in  Individual  Sterile  Packages  are  ever 
ready  for  instant  use  anywhere,  any  time! 
Each  Baybank  Dressing  is  a 3"  x 36"  strip  of 
sterile,  fine-meshed  absorbent  cotton  gauze, 
uniformly  saturated  with  sterile  petrolatum, 
accordion-folded  and  heat-sealed  in  a 
moisture-proof,  aluminum  foil  envelope. 
Baybank  Dressings  are  handy  for  physicians’ 
bags,  first-aid  kits,  ambulances,  emergency  wards, 
operating  rooms,  etc.,  and  may  be  used  at  the 
site  of  an  accident  in  factory,  home  or  street — as 
well  as  in  the  hospital  or  doctor’s  office. 
They  can  be  used  for  a variety  of  indications 
by  general  practitioner,  surgeon, 
industrial  physician,  et  al. 


BAYBANK  PHARMACEUTICALS,  INC. 

Division  of  Chesebrough  Mfg.  Co.  Cons’d 

17  STATE  STREET,  NEW  YORK  4,  N.  Y 


Trade-Mark  Reg.  U.  S.  Pat.  Off. 


l*etrofciliim  liiiuzp  Dressings 


in  imliviilunl  Sterile  envelopes 


..... Vaseline  -• 

Petrolatum  Gauje  Dressing 

Sterile 

IAYIANK  PHARMACEUTICALS.  INC. 
SEE  INSTRUCTIONS  ON  REVERSE  SIDE 


always  ready! 
always  sterile! 

-for  Local  Application  as  Dressing, 
Covering  or  Packing 


2*  With  sterile  forceps, 
one  end  of  Vaseline* 
Sterile  Petrolatum  Gauze 
Dressing  is  pulled  out. 
while  envelope  is  held 
with  other  hand.  The 
emerging  end  of  dress- 
ing is  applied  to  wound 
(at  the  same  time  that 
pleated  portion  is  with- 
draivn). 


for  PSORIASIS 

"mm.  ri 

SOYA  LECITHIN 

ORAL  THERAPY 

Brings  "astonishingly 
good  results."  (3) 


GRANOLESTIN 

(granules) 

a palatable  concentrate 
of  soya  lecithin. 


ACLETIN 

(capsules) 

a soya  lecithin — vitamin 
combination  for  supple- 
mentary oral  therapy  of 
psoriasis. 


1.  Goldman,  L.:  Cinn.  ].' Med. 

23:166,  1942.  2.  Smith,  C.  et 
al . : J.  Invest.  Derm.  5:321, 

1942.  3.  Kesten,  B.  : N.E.J. 

Med.  228:124,  1943.  4.  Gross,  P. 

& Kesten,  B.:  Arch.  Derm  Syph. 

(7:159,  1943.  5.  Pottenger, 

F.:  Sou.  Med.  37:211, 

1944.  6.  Wright,  C.:  Med. 

World  62:162,  1944.  7. 

Gross,  P.:  Arch.  Derm. 

Syph.  54:106,  1946. 

Each  capsule  of  Acletin  contains  8 grains  (5 18 
mg.)  Soya  Lecithin — with  added — 0.1  mg. 
vitamin  B1,  0.2  mg.  vitamin  B2,  0.3  mg.  vita- 
min B*.  0.2  mg.  calcium  pantothenate,  500 
U.  S.  P.  Units  vitamin  A,  30  U.  S.  P.  Units 
vitamin  D. 


ipcacuta  free — SEND  COUPON 

| For  literature  and  samples,  mail  to: 

3 ASSOCIATED  CONCENTRATES,  Inc.  ( 

n 57-01  32nd  Ave..  Woodside.  N.  Y.  [ 

D [ 

jj  NAME .(M.D.) 

(j  ADDRESS [ 
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now... 

freedom  from  gastric  distress 


for  maximum  hemoglobin  'production 

Besides  iron,  glycine  is  essential  for  the  synthesis  by 
the  body  of  protoporphyrin  which  in  turn  enters  into 
the  formation  of  hemoglobin.* 

Capsules:  Ferrous  Glycinate-MRT  suspended  in  edi- 
ble oil . . . Passed  through  the  stomach  without  releasing 
the  ferrous  glycinate  . . . No  irritation  or  nausea  . . . 
Positive  absorption  in  the  duodenum. 

Elixir  : So  free  from  astringency  that  it  will  not  curdle 
milk  . . . Mixes  freely  with  fruit  juices  and  other  medi- 
caments . . . Especially  recommended  for  children. 

Each  capsule  contains  ferrous  glycinate  100  mg.  (in  oil)  equivalent 
to  25mg.  ferrous  iron.  Each  teaspoonful  of  elixir  (5cc.)  contains  3 
grains  (183mg.)  of  organic  ferrous  iron  and  10  grains  glycine 
(aminoacetic  acid). 

•Shemln,  D..  and  Riltenbcrg.  I).:  The  Utilization  of  Glycine  for  the  Synthesis 
of  Porphyrin.  J.  Biol.  Clicm..  100:567,  1915 


no  coined  names  . . . specif  y 


MRT 


literature  and  samples  on  request 


MARVIN  R.  THOMPSON,  inc. 

service  to  medicine 

. STAMFORD,  CONNECTICUT 


ORETON... 

(testosterone  propionate) 

REPLICA 


of  the  natural  testicular  hormone  in 
the  form  of  the  propionic  acid  ester 
of  the  true  primary  male  sex 
hormone.  Oreton*  dupli- 
cates the  activity  of  the  naturally 
circulating  male  hormone  in 
clinical  effect.  Where  once  it  was 
believed  that  this  action  was 
limited  to  reproductive  organs  and 
secondary  sex  characteristics,  now 
it  is  apparent  that  Oreton  has  far- 
reaching  metabolic  effects, 
identical  with  those  of  testos- 
terone in  the  male. 


In  the  androgen-deficient  patient. 


ORETON 

has  been  shown  to  be  capable  of 

• promoting  weight-gain 1 

• raising  the  metabolic  rate 2 

• rebuilding  muscle  substance3 

• increasing  energy  and  vigor ! 

Such  properties  are  valuable  not  only  in  promoting 
fullest  correction  of  hypogonadal  states  but  also  in 
checking  certain  metabolic  deteriorations  in  the  aged. 

PACKAGING:  Ampuls  of  1 cc.,  each  cc.  containing  5,  10  or 
25  mg.;  boxes  of  3,  6 and  50  ampuls.  Also  multiple  dose  vials 
of  10  cc.,  each  cc.  containing  25  or  50  mg.;  boxes  of  1 vial. 

Bibliography:  (1)  McCullagh,  E.  P.,  and  McGurl,  F.  J.:  Endo- 
crinology 26:377,  1940.  (2)  Thompson,  W.  0.,  and  lleckel,  N. 
J.:  J.A.M.A.  113:2124, 1939.  (3)  Goldzieher,  M.  A.:  Geriatrics 
1 :226,  1946. 

*®  , 

CORPORATION  . BLOOMFIELD,  NEW  JERSEY 

IN  CANADA,  SCHERINC  CORPORATION  LIMITED,  MONTREAL 
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^Z/ie 

of  Penicillin  Administration 
to  Infants  and  Children 

Soluble  Tablets  Crystalline  Penicillin  provide  a new  and 
convenient  means  of  instituting  penicillin  therapy  in  infants  and 

young  children.  These  small  tablets  of  crystalline  penicillin  G 
potassium  are  composed  entirely  of  penicillin,  and  contain 

neither  binder  nor  excipient.  Readily  soluble,  they  may  be 
administered  with  the  milk  formula  to  infants,  or  dissolved  in  milk 
or  water  before  being  given  to  young  children.  Thus  the  need 
for  hypodermic  injection  is  obviated  in  the  treatment  of  many 

penicillin-responsive  infections  and  administration  can  be  made 
by  the  mother.  Their  presence  in  solution  produces  no  discernible 
alteration  in  taste.  Dosage,  100,000  units  or  more  every  3 to  4 hours. 


Each  Soluble  Tablet  Crystalline  Penicillin  contains 
50,000  units  and  is  individually  sealed  in  aluminum  foil. 

Supplied  in  boxes  of  24  tablets  and  available  at  all  pharmacies. 


¥ s. 
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C/},  furacin " 

So!?lJBLE  DRFh'S'r 


cJiRANt)  OF  NITROFURAZONE) 
Ui0,<t)o! 2,1 '<,ri>0fu"A20Mt  <5 .NiI90-JfUs*LCI<“,Bl 
^TlO*  _*  SCHUBIE  BASE. 

^ 0,SMNSID  ONLY  »»  OB  ON  YWt  r“ 

°*  "‘OutiT.0'  ’'8C,DuCT  ms  USES  AVAlEABlE  TO 

g^CTSRlAl  “REPARATION  FOR  TOPtCAl  ^ 


ONE  POUND,  AVOH* 


i/tleu*  zf  SFt&rn&cfced  • • ddaded.'  “NITROFURAZONE.— Furacin... 

possessing,  bacteriostatic  and  bactericidal  properties  . . . effective  in  vitro  and  in  vivo  against  a variety  of 
gram  negative  and  gram  positive  bacteria  ...  is  useful  for  topical  application  in  the  prophylaxis  and  treatment 
of  superficial  mixed  infections  common  to  contaminated  wounds,  burns,  ulceration  and  certain  diseases  of  the 
skin  . . . Variant  bacterial  strains  showing  induced  resistance  to  sulfathiazole,  penicillin  or  streptomycin  are 
as  susceptible  to  nitrofurazone  as  their  parent  strains  . . .”  Furacin  N.N.R.  is  available  in  the  form  of 
Furacin  Soluble  Dressing  containing  0.2  per  cent  Furacin.  Thi9  preparation  is  indicated  for  topical  application 
in  the  prophylaxis  and  treatment  of  infections  of  wounds,  second  and  third  degree  burns,  cutaneous  ulcers, 
pyodermas  anil  skin  grafts.  Literature  on  request.  EATON  LABORATORIES,  INC.,  NORWICH.  N.  Y . — TORONTO.  CANAOA 
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e^ecise 


from  fear 
of  conception 
when 

pregnancy 
is  contraindicated 


Physician’s  package  and 
complete  description  of  the 
New  Technique  will  be 
sent  upon  request. 

Ethically  promoted — ■ 
Advertised  only  to  the 
medical  profession. 


Whenever  pregnancy  is  contraindicated,  maximal 
protection  is  assured  by  the  new  Lanteen 
technique.  This  New  Technique  gives  dual 
protection — the  mechanical  protection  of  the 
Lanteen  Flat  Spring  Diaphragm  plus  the 
spermatocidal  activity  of  Lanteen  Jelly. 

LANTEEN  FLAT  SPRING  DIAPHRAGM 

Easily  fitted  and  long  lasting.  The  Lanteen  Flat 
Spring  Diaphragm,  collapsible  in  one  plane  only, 
is  easily  placed  without  the  aid  of  an  inserter. 
Fitting  the  largest  comfortable  size 
assures  maximal  protection. 

Lanteen  Diaphragms,  made  of  the  finest 
rubber,  are  guaranteed  against  defects 
for  a period  of  one  year. 

LANTEEN  JELLY 

Lanteen  Jelly,  nonirritating,  nontoxic,  soothing 
and  rapidly  destructive  to  spermatozoa,  combines 
active  spermatocidal  agents  in  a jelly 
readily  miscible  with  the  vaginal  secretions. 


I 


ante  e n 


Lanteen  Medical  Laboratories,  Inc.  • 900  North  Franklin  Street  • Chicago  10,  Illinois 
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EACH  A SPECIFIC... both  effective! 


C7/u>ta^an 

IN  ACUTE  OTITIS  MEDIA 


is  a scientifically  prepared,  completely  water-free  Gly- 
cerol (DOHO)  having  the  highest  specific  gravity 
obtainable,  containing  antipyrine  and  benzocaine  . . . 
which  by  its  potent  decongestant,  dehydrating  and  anal- 
gesic action  provides  effective  relief  of  pain  and  inflam- 
mation. 


0-I0S-M0-SAN 

IN  CHRONIC  SUPPURATIVE 
OTITIS  MEDIA, FURUNCULOSIS 
AND  AURAL  DERMATITIS 


is  not  just  a mere  mixture,  but  a scientifically  potent 
chemical  combination  of  Sulfathiazole  and  Urea  in 
AURALGAN  Glycerol  (DOHO)  base  ...  which  exerts 
a powerful  solvent  action  on  protein  matter,  liquefies 
and  dissolves  exuberant  granulation  tissue,  cleanses  and 
deodorizes,  and  tends  to  exhilarate  normal  tissue  heal- 
ing in  the  effective  control  of  chronic  suppurative  otitis 
media. 


Literature  and,  samples  on  request 


THE  DOHO  CHEMICAL  CORPORATION 

New  York  13,  N.  Y.  • Montreal  * London 


PIONEERS  in  Re  search  . . . and 

Leadership  thru  the  years  in  combating 

OTITIS  MEDIA 


DOHO  in  realizing  the  need  for  a potent, 
topical,  well  tolerated  ear  medication,  yet 
mindful  that  no  one  formula  could  be  suitable 
for  all  conditions  . . . devoted  every  facility 
and  scientific  resource  to  the  development  and 
perfection  of  AURALGAN  and  OTOSMO- 
SAN.  Each  has  its  sphere  of  usefulness . . . 
each  has  been  tested  and  clinically  proven  in 
many  thousands  of  cases.  Reprints  and  sub- 
stantiating data  sent  on  request. 
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l^ou  ana  GoAxluzlLf, 

9 Muted,  ia  Vitii 


ENJOY  a drink  of  palatable,  refreshing  KALAK, 
the  highly  carbonated  alkaline  water. 


LEARN  **’e  advantages  of  KALAK 

in  medical  therapy. 

YOUR  °P'n'ons  will  be  welcome 
. . . and  your  questions  too 
. . . about  KALAK  and  its 
uses. 

When  alkalies  are  indicated,  let  KALAK 
be  your  first  thought.  Available  in  24, 12, 
and  6 fluid  ounce  bottles  through  regular 
drug  channels. 

^kalak 


KALAK  WATER  CO.  of  NEW  YORK,  INC. 

BOOTH  129 


MALPRACTICE  INSURANCE 
PROTECTION* 


for 

INFORMATION,  ADVICE 
or  ASSISTANCE 


rejer  to 

HARRY  F.  WANVIG 

Authorised  Indemnity  Representative  of 

THE  MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 


70  Pine  Street  New  York  City  5 


Telephone:  Digby  4-7117 

* For  Members  oj  the  State  Society  only 


CREATED 

IN  1918 


Make  checks  payable  to 


to  aid  indigent  members  o£  the  Medical  Profession  and 
their  Widows,  the 

Physicians'  Home 

has  functioned  satisfactorily  since  its  inception.  At  the 
present  time  our  beneficiary  aid  is  limited  by  available 
resources.  We  want  to  care  adequately  for  future  appli- 
cants. We  need  your  help. 


Max  Einhorn,  M.D. 
1st  Vice-President 


Chas.  Gordon  Heyd,  M.D.,  President 


H.  B.  Matthews,  M.D. 
2nd  Vice-President 


B.  Wallace  Hamilton,  M.D. 
Treasurer 


Alfred  M.  Heilman,  M.D. 
Ass’t  Treasurer 


Beverly  C.  Smith,  M.D. 
Secretary 


B.  A.  Goodman,  M.D. 
Ass’t  Secretary 


PHYSICIANS’  HOME 


52  EAST  66th  STREET,  NEW  YORK  21 
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Digitaline 

Nativelle 
puts  out 
the  'cat” 


Dosage  by  " cat  units”  is  eliminated  by 
prescribing  Digitaline  Nativelle,  the 
chief  active  principle  of  digitalis  pur- 
purea. Digitaline  Nativelle  affords 
simplified  dosage  and  uniform  car- 
diotonic action.  . . . is  therefore  a 
preparation  of  choice  whenever  digi- 
talis therapy  is  indicated. 

Digitaline  Nativelle 

affords  5 advantages  . . . 

1.  Uniform  potency  by  weight. 

2.  Identical  dosage  and  effect  when 
given  intravenously  or  by  mouth. 

3.  Virtual  freedom  from  gastric  up- 
sets and  untoward  side  effects. 

4.  Uniform,  rapid  absorption  and  ac- 
tion, determinable  by  the  clock. 

5.  Active  principle  indorsed  by  lead- 
ing cardiologists. 

Extraneous  substances  and  their  un- 
toward side  effects,  so  common  with 
the  use  of  crude  preparations,  are  vir- 
tually eliminated  by  prescribing  Digi- 
taline Nativelle,  the  chief  active  prin- 
ciple of  digitalis. 

Rapid  Digitalization  ...  1.2  mg.  in 
equally  divided  doses  of  0.6  mg.  at 
three-hour  intervals. 


Maintenance:  0.1  or  0.2  mg.  daily 
depending  upon  patient’s  response. 

Change-over:  0.1  or  0.2  mg.  of  Digi- 
taline Nativelle  may  advantageously 
replace  present  maintenance  dosage 
of  0.1  gm.  or  0.2  gm.  of  whole  leaf. 

For  faster,  uniform  action  with  less  “reac- 
tion” . . . prescribe  Digitaline  Nativelle. 


Supplied,  through  all  pharmacies  in 
0.1  mg.  pink  tablets  and  0.2  mg.  white 
tablets  — in  bottles  of  40  and  250.  In 
ampules  of  0.2  mg.  (1  cc.)  and  0.4 
mg.  (2  cc.)—in  packages  of  6 or  50. 


Digitaline  Nativelle 


active  glycoside  of  digitalis  purpurea  ( digitoxm ) 


VARICK  PHARMACAL  CO.,  INC.  (Division  of  E.  Fougera  & Co.,  Inc.)  75  Varick  St.,  New  York,  N.  Y. 
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& the  opinion  of  many  clinicians,  "pelvic  distortion ...  is 
the  most  serious  result  of  rickets."'  Severe  deformities  which 


"obstruct  childbirth  and  may  cause  death  of  both  mother  and 
infant”2  as  well  as  "the  so-called  'simple  flat’  pelvis”3  are  often 
"rachitic  in  origin.”3  In  the  prevention  of  rickets  and  other  vitamin 
deficiency  syndromes,  the  use  of  Vi-Penta  Drops  'Rochet  offers 
clinically  important  advantages.  The  drops  are  willingly  taken 
even  by  "difficult”  patients  since  they  are  miscible  and  may  be 
added  to  milk,  fruit  juice  or  other  foods  without  significantly 
affecting  the  flavor.  The  comprehensive  formula  of  Vi-Penta 
Drops  supplies  in  each  10-minim  dose  no  less  than  1000  U.S.P. 
units  of  vitamin  D plus  ample  amounts  of  vitamins  A,  Bi,  B2,  C 
and  niacinamide.  Vi-Penta  Drops  are  available  in  l5-cc  and 
30-cc  vials.  For  a free  trial  supply,  write  to  department  V-3, 
Hoffmann-La  Roche  Inc.,  Roche  Park,  Nutley  10,  New  Jersey. 

VI-PENTA  DROPS  'ROCHE' 


1.  F.  Bicknell  and  F.  Pres- 
cott, The  Vitamins  in  Medi- 
cine, Grune  & Stratton, 
1946. 

2.  M.  M.  Eliot  and  E.  A. 
Park,  Brennemann’s  Prac- 
tice of  Pediatrics,  W.  F. 
Prior  Co.,  Inc.,  36:66, 
1946. 

3.  J.  B.  De  Lee  and  J.  P. 
Greenhill,  Obstetrics,  W. 
B.  Sanders,  1943. 


T.M. — Vi-Penta — Reg.  U S.  Pal.  Off. 


HOFFMANN-LA  ROCHE  INC  • NUTLEY  10  • NEW  JERSEY 
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'Dexedrine’  is  of  unequalled  value 
for  the  depressed  patient. 

Not  only  does  Dexedrine 
produce  striking  improvement 
in  mood  and  outlook— but, 
because  of  the  unique 
"smoothness”  of  its  action, 
it  spares  the  patient  the 
disturbing  consciousness  of 
"drug  stimulation.” 

Smith,  Kline  & French 
Laboratories,  Philadelphia 


to  revive 
normal  interest 
and  activity 


% 


Dexedrine* 


Sulfate 


elixir 

tablets 


the  central  nervous  stimulant  of  choice  (i dextro-amphetam  inc 

sulfate,  S.  K.  F.) 


*T.M.  REQ.  U.S.  PAT.  OFF. 


ANNOUNCING 

TEA CHING  DA  Y 

A SPECIAL  SERIES  OF  LECTURES 

TUESDAY,  MAY  18TH 
AT  THE  ANNUAL  MEETING 

HOTEL  PENNSYLVANIA,  NEW  YORK  CITY 

Arranged  by  the  Council  Committee  on  Public  Health  and  Education 
of  the  Medical  Society  of  the  State  of  New  York 

0.  W.  H.  Mitchell,  M.D.,  Chairman 
George  Baehr,  M.D.,  New  York 
Charles  D.  Post,  M.D.,  Syracuse,  Presiding 


PART  I 
NUTRITION* 

9:30  A.M. 

1.  Some  Newer  Aspects  of  Protein  Utiliza- 

tion 

David  Schwimmer,  M.D.,  Associate 
Visiting  Physician,  Metropolitan 
Hospital ; Associate  in  Research,  New 
York  Medical  College,  Flower  and 
Fifth  Avenue  Hospitals,  New  York 
Thomas  H.  McGavack,  M.D.,  Pro- 
fessorof  Clinical  Medicine,  New  York 
Medical  College,  Flower  and  Fifth 
Avenue  Hospitals,  New  York 

2.  The  Influence  of  Disease  on  Nutritional 

Requirements 

Herbert  Pollack,  M.D.,  Associate 
Physician  and  Chief  of  Metabolic 
Division,  Mt.  Sinai  Hospital,  New 
York 

John  Bookman,  M.D.,  Assistant 
Resident  for  Metabolic  Diseases, 
Mt.  Sinai  Hospital,  New  York 

PART  II 

REHABILITATION  and  PHYSICAL 
MEDICINE* 

Dynamic  Therapeutics  in  Chronic  Disease, 
with  a Clinical  Demonstration 
Howard  A.  Rusk,  M.D.,  Professor  of 
Rehabilitation  and  Physical  Medicine, 
New  York  University  College  of  Medi- 
cine; Associate  Editor,  New  York  Times, 
New  York 

PART  III 

PANEL  DISCUSSION:  MODERN 

TRENDS  IN  MEDICAL  CARE 
2:00  P.M. 

Louis  H.  Bauer,  M.D.,  Presiding,  President, 


Medical  Society  of  the  State  of  New  York 
T.  C.  Routley,  M.D.,  General  Secretary, 
Canadian  Medical  Association,  Toronto 
George  F.  Lull,  M.D.,  Secretary  and 
General  Manager,  American  Medical  Asso- 
ciation, Chicago 

PART  IV 

ROUND  TABLE  CONFERENCE  ON 
MEDICAL  CARE  INSURANCE  IN  NEW 
YORK  STATE 

A.  II.  Aaron,  M.D.,  Buffalo,  Presiding, 
Chairman,  Subcommittee  on  Medical  Ex- 
pense Insurance  of  the  Council 
Committee  on  Economics 

1.  Benefits  Offered  by  Voluntary  Non- 

profit Medical  Care  Insurance  Plans 
in  New  York  State 
Carlton  E.  Wertz,  M.D.,  President, 
Western  New  York  Plan,  Inc.,  Buffalo 

2.  Advantages  of  a Service  Contract  for 

Low  Income  Subscribers 
Milton  J.  Goodfriend,  M.D.,  Board 
of  Directors,  United  Medical  Service, 
New  York 

3.  Progress  Report  on  Voluntary  Non- 

profit Medical  Care  Insurance  Plans 
in  New  York  State 
George  P.  Farrell,  Director,  Bureau 
of  Medical  Care  Insurance,  Medical 
Society  of  the  State  of  New  York 

4.  Home-Town  Medical  Care  of  Veterans 

under  Veterans  Medical  Service 
Plan  of  New  York,  Inc. 

Herbert  H.  Bauckus,  M.D.,  Buffalo, 
President,  Veterans  Medical  Serv- 
ice Plan  of  New  York,  Inc. 


*Fach  Lecture  Will  Be  Approximalely  Thirly  Minnies  Followed  By  General  Discussion 


*These  lectures  are  presented  by  the  Medical  Society  of  the  State 
of  New  York  with  the  cooperation  of  the  New  York  State  De- 
partment of  Health. 

★ ★ 
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PENICILLIN, 


Aluminum  Penicillin  Oral  Tablets 
provide  for  maximum  utilization  of  the 
dose  administered.  Low  solubility  of 
the  aluminum  salt  renders  it  much  less 
liable  to  inactivation  in  the  stomach. 
Destruction  in  the  intestinal  tract  is  in- 
hibited by  the  addition  of  sodium  ben- 
zoate. 

Aluminum  Penicillin  in  Oil  for  in- 
tramuscular injection  is  a bland  sus- 
pension of  the  new  relatively  insoluble 
aluminum  salt  of  penicillin  in  peanut 

011  alone.  Fluid  at  body  temperature, 
it  has  the  outstanding  advantages  of 
not  causing  pain  or  sterile  abscesses. 
Slow  absorption  is  accomplished  by  the 
slight  solubility  of  the  drug  itself. 

Aluminum  Penicillin  Oral  Tablets. 

12  tablets , 50,000  units  each. 

Aluminum  Penicillin  in  Oil.  10  cc.  vials 
and  1 cc.  ampules,  300,000  units  per  cc. 

* Patent  applied  for. 


% 


HYNSON.WESTCOTT  & DUNNING.INC. 


( 

"R-A-D-l-U-M 


rr 
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AMERICAN-MINED 


AND  AMERICAN-REFINED  radium,  now  available  to 
the  Medical  Profession  in  any  form  and  in  any  type 
of  container.  Old  Radium  exchanged  for  new. 
A complete  line  of  Radium  instruments,  accessories 
and  protective  equipment. 


Write  for  information  regarding  our  new-type 
Radium  D applicator  for  treatment  of  ophthalmo- 
logical  conditions — a revolutionary  advance  in 
radiation-therapy.  We  will  be  represented  at  the 
annual  meeting  to  be  held  at  the 


HOTEL  PENNSYLVANIA 
MAY  18-21 
BOOTH  No.  105 

• 

CANADIAN 
RADIUM  & 
URANIUM  CORP. 

630  FIFTH  AVE.,  NEW  YORK  20,  N.  Y. 

J 


IMPROVED  THYROID  MEDICATION 

THYROBROM,  Van  Patten,  brand  of  bro- 
minated  thyroid  ( U . S.  Pat.  No.  23 95372)  pro- 
vides efficient,  dependable  medication.  THY- 
ROBROM is  not  just  a mixture  of  thyroid 
and  bromides.  In  THYROBROM  the  bromine 
enters  into  chemical  combination  with  the 
active  ingredient  of  desiccated  thyroid. 
THYROBROM  may  be  prescribed  in  hypo- 
thyroid obesity,  or  whenever  thyroid  medica- 
tion is  indicated.  Supplied  in  tablet  form  for 
oral  administration.  In  x/i,  1 and  2 gr. 
strengths.  , Bottles  of  100,  500,  1000  tablets. 

Sign  and  mail  coupon  below 
for  samples  and  literature 


VAN  PATTEN  PHARMACEUTICAL  CO 
1227  Loyola  Ave.,  Chicago,  26 
Gentlemen:  Please  send  items  checked: 
THYROBROM  □ Samples  □ Literature 


NYJ 

4-W 


Dr- 


Address. 
Town 


.State. 


BALTIMORE.  MARYLAND 
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In  one  series  of  clinic-treated  cases  of  atrophic: 
hypertrophic  and  mixed  arthritis— with  best  re- 
sults in  hypertrophic  and  fibrositic  types. 


Ray-Formosil  for  intramuscular  injection  is  a clini- 
cally proved,  effective  treatment  for  Arthritis  and 
Rheumatism.  It  is  a non-toxic  and  sterile,  buffered 
solution  containing  in  each  cc.  the  equivalent  of: 

• 

FORMIC  ACID  5 mg. 

HYDRATED  SILICIC  ACID  2.25  mg. 


Descriptive  clinical  literature  will  be  furnished  upon 
request.  If  your  dealer  cannot  supply  you,  order 
direct. 


RAYMER  PHARMACAL  COMPANY 

PHARMACEUTICAL  MANUFACTURERS  • PHILADELPHIA  34,  PA. 


Oeca/t/et 


We  do  appreciate 
the  wholehearted 
cooperation  of  the 
Medical  Society 
of  the  State  of 
New  York 


The  Yorkshire  Indemnity 
Company  of  New  York 

90  John  Street  New  York  City 

Official  Carrier  of  the  Group  Malpractice 
Insurance  Plan  of  the  Medical  Society 
of  the  State  of  New  York 
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Educating  people  to 


More  than  23  million  people  read  the  magazines 
that  carry  the  Parke-Davis  series  of  “See  Your 
Doctor”  messages. 

In  the  interest  of  the  medical  profession,  Parke, 
Davis  and  Company  has  continued  this  educa- 
tional campaign  for  over  19  years. 

To  date,  210  full-page  messages  have  been  pub- 
lished in  leading  national  magazines. 


PARKE,  DAVIS  & CO. 


v 

: 

j 
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^ SOLVED  AT  LAST  / 


MIT  FIR  DIAPER  HASH' 


The  treatment  of  ammonia  dermatitis  (diaper  rash)  here- 


ofore  has  been  a bothersome 
ioric  acid  rinses  and  rapid 
Jsually,  the  results  have  been 
nsatisfactory  — even  with 
ie  use  of  bichloride  of  mer- 
ury  because  of  the  risk  of 
lercuric  poisoning.  The  high 
icidence  of  diaper  rash, 
terefore,  emphasizes  the 
eed  for  a more  advanced 
lerapy. 

Cooke1  demonstrated  that 
le  cause  of  diaper  rash  is 
nmonia  liberated  in  the  wet1 
aper  by  bacterial  decompo- 
tion  of  urinary  urea.  The 
lor  of  ammonia  is  readily 
:tected  in  diapers  wet  with 
•ine. 


and  unavailing  routine  of 
change  of  soiled  diapers. 


Figure  1 — DARK  ZONE 
OF  INHIBITION,  pro- 
duced by  DIAPENE 


A 

• 

CULTURE  PLATE  OF 
Bacillus  Isolated  from  B.G 
( See  Fig.  2 ) , a case  of 
Diaper  Rash  ( Ammonia 
Dermatitis) 


DIAPENE  — impregnated 
into  the  laundered  diaper 
merely  by  rinsing  — inhibits 
and  destroys  growth  of  the 
saprophytic  gram  positive 
bacillus  responsible  for  the 
ammonia  production.  DIA- 
PENE, therefore,  prevents 
and  relieves  diaper  rash  by 
eliminating  the  cause.  With 
elimination  of  the  cause  of 
ammonia  dermatitis,  the 
eruption  — whether  erythe- 
matus  or  papulovesicular  — 
disappears  rapidly.  Ulcerations  of  external  urinary 
meatus  respond  quickly  to  DI APENE-treated  diapers. 


Figure  2 — 

CLINICAL  PICTURE 


B.G. — severe  Diaper  Rash 
with  ulcerations  cleared 
with  DIAPENE  in  five  days. 


^ tfP'iedckif (t/ioti  fyke 

MPORTANT: — diapene  is  as  basically  neces- 
iry  as  baby  oil,  powder  or  ointment,  because 
lafing,  prickly  heat,  allergy  rashes,  etc.,  are 
ten  aggravated  by  ammoniacal  urine,  dia- 
ene  is  a prophylactic  must  for  every  baby! 

FERENCES 

Cooke,  J.  V.:  Brennemann  Practice  of  Pediatrics  4:  Chap- 
ter 41,  1945 

Benson,  R.  A.,  et  al:  J.  Pcd.  31:  Oct..  1947 


For  prevention,  medicate  only  "night"  diapers 
For  treatment,  medicate  all  the  diapers. 


One  tablet  to  I quarts  water,  a rinse  tor  6 diapers 

Unit  packages  of  20  and  40  tablets. 


MAIL  TODAY 


Homemakers’  Products  Corporation 
380  Second  Ave.,  New  York  10,  N.  Y. 


NS 


Please  send  me.  without  cost,  literature  and 
samples  of  DIAPENE  to  eliminate  cause  of 
diaper  rash  ( ammonia  dermatitis). 


Dr. 


I Address 
I Oitp 


Zone 


State 
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IODEX 
I plain I 

for 

MINOR  BURNS 
WOUNDS  and 
ABRASIONS 
ENLARGED  GLANDS 
AND  MANY 
SKIN  DISORDERS 


IODEX 
c Methyl  Sal 

for 

STRAINS,  SPRAINS. 

MUSCLE  and 
RHEUMATIC  PAINS. 
RELIEVES  ITCHING 
IN 

SKIN  DISEASES 


CHARTING  THE  RIGHT  COURSE 

DUODENAL  and  GASTRIC  ULCER 

Treatment:  Antacid  Rx: — CA-MA-SIL  Powder,  in  Y2  glass  water  (preferably  hot).  2 tspfls.  before  and 
after  meals  and  upon  retiring. 

Clinical  observations  of  the  merits  of  CA-MA-SIL  Antacid  Powder  are  convincing  in  the  treatment  of 
excess  gastric  hyperacidity  associated  with  DUODENAL  and  GASTRIC  ULCER.  Successful  manage- 
ment with  CA-MA-SIL  assures  the  patient  of  3 nearly  normal  meals,  prompt  relief,  and  aids  rapid 
healing.  The  longer  neutralizing  period  makes  it  especially  effective  in  Duodenal  Ulcer  Therapy.* 
Samples  Available. 

CA-MA-SIL  COMPANY 
700  Cathedral  Street,  Baltimore  1,  Md. 

♦Also  unexcelled  for  nausea  of  Pregnancy. 

♦Does  not  induce  anorexia — contains  NO  SODA  or  ALUMINUM  HYDROXIDE. 

Formula:  Magnesium  Silicate  Special  (not  trisilicate)  Calcium  Carbonate  Diammonium  Hydrogen  Phosphate 


Preferred  for  VARICOSE  ULCERS 


■SliiWliili'SSiS!' 


ZINC  GELATIN 
BANDAGES 


SAMPLE,  LITERATURE  ON  REQUEST  IcmTSV’ 

K.  DEMMEL  COMPANY  • 5911  67th  Avenue,  Brooklyn  27,  New  York 


Ready  to  use 
Quickly  applied 
5 Relieves  pain 

Supplies  Compres- 
sion and  Topical 
Medication 
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'•  The  old  surgeon  may  have  dreamed  of  the  day  when  a ready- 
made clot  would  staunch  oozing  surfaces,  capillary  bleeding, 
trickling  from  small  veins,  hemorrhage  from  resected  tissues. 

The  surgeon  of  today  has  at  hand  a custom-made  clot  with 
Gelfoam,  the  absorhahle  hemostatic  gelatin  sponge.  Cut  or 
molded  to  the  exact  specifications  of  any  wound,  and  applied 
with  or  without  thrombin,  Gelfoam  may  be  left  in  situ  with- 
out fear  of  tissue  reaction.  • Trademark.  Reg.  u.s.Pat.off. 


Upjohn 


fine  pharmaceuticals  since  1886 


Gelfoam 
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puerperal 

morbidity 

reduced 


* 

[penicillin  vaginal  suppositories  Scnenley] 

In  a recent  controlled  study  t of  1,573  obstetrical  patients,  the  incidence 
of  genital  tract  infections  was  reduced  from  5.3  per  cent  to  2.3  per  cent 
when  penicillin  vaginal  suppositories  were  used.  A decline  of  56.6  per  cent! 

ADDITIONAL  ADVANTAGES:  PELVICINS  (penicillin  vaginal 
suppositories  Schenley)  shorten  the  hospitalization  period;  reduce  nursing 
care  required;  are  completely  painless  and  nonirritating.  These  advantages 
suggest  the  value  of  their  routine  use  in  obstetrical  procedure. 

SIMPLICITY  OF  TECHNIQUE:  Insert  2 PELVICINS  (total,  200,000 
units  of  penicillin)  into  posterior  fornix  of  vagina  with  a sponge  forceps, 
immediately  after  delivery  of  the  placenta. 

SUPPLIED:  Boxes  of  6 and  12  PELVICINS,  100,000  units  each. 

1.  Pierce,  R.  R.:  Am.  J.  Obst.  & Gynec.  vol.  55  (Feb.)  1948. 

■^Exclusive  trademark.  © Schenley  Laboratories,  Inc. 


Schenley  Laboratories,  Inc. 

Executive  Offices:  350  FIFTH  AVENUE,  New  York  1,  N.  Y. 


PRICE  REDUCTION:  PELVICINS  now  cost  your  patients  one-third  less. 
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Protection  of  the  postpartum  nipple 
and  areola  from  contact  with  clothing 
and  other  materials  encourages  breast 
feeding  by  avoidance  of  irritation. 

In  the  “Plastishield  Technic,”  no  gauze  or 
ointment  is  used— the  nipple  touches  only 
the  smooth,  clean  surface  of  the  plastic.  The 
ordinary  hospital  binder  or  brassiere  holds  the 
Plastishields  in  place  between  feedings. 


what  are  Plastishields 


They  are  transparent,  light-weight  solid  guards,  with 
the  central  portion  designed  to  loosely  hold  the  nipple. 
A.  suction  flange  prevents  the  shield  from  slipping. 
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rendezvous  with  Rhus 


From  early  spring  until  late  fall  when  poison  ivy  and  poison  oak 
threaten  your  patients,  you  will  have  a continual  rendezvous  with 
Rhus  dermatitis.  In  the  majority  of  instances,  prophylactic  inoculation 
with  Ivyol  Poison  Ivy  Extract  is  remarkably  successful  in  min- 
imizing ivy  or  oak  poisoning.  • Ivyol  Extract  contains  the  purified 
principle  of  poison  ivy  (1:1000)  in  sterile  olive  oil.  Administration 
by  intramuscular  injection  is  relatively  painless  because  of  the  bland 
character  of  the  vehicle  employed.  • Ivyol  Extract  is  a development 
of  the  Medical  Research  Division  of  Sharp  & Dohme.  It  is  accepted 
by  the  Council  on  Pharmacy  and  Chemistry  of  the  American  Medical 
Association.  Supplied  in  packages  containing  one  or  four  0.5-cc  vials, 
each  vial  representing  a single  dose.  Sharp  & Dohme,  Philadelphia  1,  Pa. 

Prophylaxis:  Contents  of  one  vial,  intramuscularly,  each  week  for 
four  weeks. 

Treatment:  Contents  of  one  vial,  intramuscularly,  every  24  hours 
until  symptoms  are  relieved. 


POISON  IVY  EXTRACT 


For  the,  Prophylaxis  and  Treatment  of  Poison  Ivy  and  Poison  Oak  Dermatitis 
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Editorials 


The  Annual  Meeting,  1948 


It  is  time  now  to  plan  to  attend  the  An- 
nual Meeting  of  the  Medical  Society  of  the 
State  of  New  York,  to  be  held  this  year  at 
the  Hotel  Pennsylvania,  May  17  to  21,  in 
New  York  City. 

Again  let  us  urge  you  to  reserve  hotel  ac- 
commodations early  if  you  have  not  already 
done  so.  The  winter  having  done  its  worst, 
it  is  highly  probable  that  by  the  time  of  the 
meeting  the  weather  will  be  such  as  to  make 
driving  attractive  again  for  those  who  will 
come  by  automobile. 

It  is  yet  too  early  to  announce  with  cer- 
tainty the  principal  speakers  at  the  annual 
banquet,  which  will  be  held  on  Wednes- 
day night,  May  19,  but  we  feel  sure  that 
you  will  want  to  hear  them,  whoever  they 
are. 

The  chairmen  of  the  Scientific  Program 
and  of  the  Scientific  Exhibits  have  worked 
hard  and  productively  to  make  this  year’s 
meeting  of  more  than  usual  interest.  More 
applications  for  the  scientific  exhibit  space 
have  this  year  been  received  than  could  be 
filled,  even  with  a better  arrangement  of 
floor  space  than  was  possible  in  1946. 

The  Teaching  Day  Programs  of  the  Coun- 
cil Committee  on  Public  Health  and  Educa- 
tion will  fill  the  entire  day  of  Tuesday,  May 


18,  and  promise  to  be  of  extraordinary  inter- 
est, we  are  informed.  In  addition,  the  sec- 
tion on  Radiology  will  again  conduct  its 
film  reading  session  on  the  basis  of  submitted 
roentgenograms.  We  are  informed  that  the 
section  on  Industrial  Medicine  and  Surgery 
will  include  a symposium  on  Hand  Surgery 
with  a number  of  papers  to  be  read  by  invi- 
tation that  are  of  more  than  usual  interest. 

We  hope  that  the  Annual  Meeting  of  1948 
will  be  better  attended  than  any  previous 
meeting  of  the  Society.  The  House  of  Dele- 
gates will  commence  its  sessions  on  Monday 
morning,  May  17.  The  complex  structure 
of  our  modern  civilization  is  enveloping  the 
practice  of  medicine,  our  system  of  medical 
education,  the  research  groups,  clinics,  and 
hospitals  in  a vast  web  of  changing  laws,  at- 
tempts to  break  down  standards  of  licensure 
and  practice,  and  to  impose  government 
control  upon  the  profession. 

Medicine  must  preserve  its  fluidity;  it 
must  be  able  to  adapt  itself  functionally  to 
the  real,  the  demonstrable  needs  of  a chang- 
ing economy,  a changing  social  structure, 
and  to  make  its  own  constantly  improved 
technology  and  practice  readily  available  to 
the  sick.  It  must  be  jealous  of  its  own  inde- 
pendence of  thought  and  action  but  without 
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arrogance;  it  must  remain  free  from  the 
clutching  claws  of  a ruthless  and  stultifying 
bureaucracy;  it  must  scrutinize  closely  all 
proposals  for  change  to  be  sure  that  such  are 
practical  and  not  merely  apparently  so. 

These  are  some  of  the  functions  of  the 
House  of  Delegates  which  are  frequently  lost 
sight  of.  In  addition,  the  House  must  con- 
sider well  the  qualifications  of  those  whom  it 
elevates  to  positions  of  leadership  in  the 


medical  profession  of  the  State,  the  officers 
of  the  Society,  the  delegates  to  the  American 
Medical  Association,  those  who  must  make 
the  democratic  representative  system  work. 

All  who  can  possibly  do  so  are  urged  to 
attend  this  year.  The  Convention  Com- 
mittee has  labored  long  and  hard  to  make 
this  the  best  meeting  ever  held  in  the  State. 
Come  yourself  and  bring  your  colleagues 
with  you. 


Socialism  and  Medicine  in  Great  Britain 


On  July  5,  1948,  the  National  Health 
Services  Act  will  go  into  effect  in  Great 
Britain.  The  Act  will  be,  when  it  becomes 
operative,  another  step  in  the  nationaliza- 
tion program  of  the  Labor  Government. 
Under  it  any  resident  of  Great  Britain  will 
be  entitled  to  medical  care,  hospital  care, 
drugs,  home  nursing,  appliances,  and  limited 
dental  service,  regardless  of  income.  All 
this  will  be  paid  for — partly  by  contributions 
to  the  social  insurance  fund,  partly  by 
taxation. 

There  is  said  to  be  free  choice  of  physician 
under  the  Act,  “but  physicians  may  or  may 
not  enter  the  public'  service.  Hospitals 
are  nationalized  but  administered  by  local 
and  regional  committees.  Health  centers 
are  to  be  established,  and,  in  these,  general 
practitioners  will  have  their  offices,  so  that 
they  may  practice  ultimately  in  groups 
which  will  have  every  diagnostic  and  thera- 
peutic facility  at  their  disposal.”1 

Few  things  are  either  as  good  as  they  look 
or  as  bad  as  they  seem.  In  Great  Britain 
the  National  Health  Services  Act  is  the 
legislative  product  of  a Labor  Government 
duly  elected  and  placed  in  power  by  the  free 
voters  of  the  country.  It  was  known  to 
all  that  such  a Government  proposed,  if 
elected,  to  carry  out  a program  of  nationali- 
zation, and  that  medical  services  would  be 
included  in  such  a program.  There  is  in 
Great  Britain,  therefore,  a certain  validity 
in  the  establishment  of  the  Act  which  flows 
from  the  obvious  desire  of  the  people  to 
install  and  maintain  a socialist  regime  for 
better  or  worse.  Under  the  circumstances 

1 New  York  Times  (Jan.  12)  1948,  p.  18. 


the  scheme  may  work  since  the  people  want 
it,  seem  to  be  willing  to  pay  for  it  and  to 
put  up  with  the  consequences. 

Preceded  by  war,  accompanied  by  grind- 
ing national  debt,  and  followed  by  strife 
between  the  ministry  of  health  and  the 
medical  profession,  the  implementation  of 
the  Act  by  the  establishment  of  rules  and 
regulations  seems  to  be  somewhat  retarded — 
not  an  altogether  auspicious  beginning,  but 
one  to  be  observed  with  scientific  detach- 
ment. 

To  doctors  here,  who  have  followed  the 
program  for  Great  Britain  outlined  in  1944 
by  the  Conservatives  and,  subsequently,  as 
to  medical  reform,  amplified  and  enacted 
by  the  Labor  Government,  it  will  be  of 
interest  to  observe  the  process  of  change- 
over and  adjustment  from  private  to  public 
practice.  The  shift  from  conservatism  and 
free  enterprise  to  socialism  and  state- 
controlled  management  of  national  re- 
sources, among  them  medicine,  is  a function 
of  poverty.  Call  it  reform  or  label  it  any 
way  you  please,  it  is  still  as  simple  as  that. 
Confiscatory  taxation  is  a prelude,  usually 
over  a period  of  time,  following  the  Key- 
nesian philosophy  that  private  thrift  and 
saving  are  to  be  discouraged  and  public 
spending  encouraged.  Since  public  spend- 
ing involves  increasing  government  control 
of  the  projects  on  which  public  moneys  are 
to  be  spent,  the  power  of  the  purse  will 
eventually  exert  itself  through  rules  and 
regulations  having  the  force  and  effect  of 
law. 

In  Great  Britain  the  rules  and  regulations 
which  will  govern  are  now  in  process  of  being 
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formulated  to  take  effect  in  July  of  this 
year.  In  its  present  form,  says  the  British 
Medical  Journal  “the  Act  is  the  first  and 
irrevocable  step  towards  a whole-time  State 
Medical  Service  (not  a ‘Health’  Service).”2 

2 (Jan.  17)  1948,  p 104. 


Be  it  noted  that  the  dictatorship  of  the 
State  represented  by  the  current  Labor 
Government  is  the  result  of  popular  ac- 
ceptance of  such  a philosophy  and  that  all 
will  have  to  adjust  to  it  in  the  end — or 
change  it. 


Health  Is  the  People’s  Job 


An  advance  release  from  the  Federal 
Security  Agency,  Mr.  0.  A.  Ewing,  ad- 
ministrator, gives  notice  of  a National  Health 
Assembly  to  meet  in  Washington,  May  1 to 
4 of  this  year,  to  “help  develop  a ten-year 
health  program  for  (the)  nation.”1  Twenty- 
four  national  leaders  in  various  fields  are 
invited  to  serve  on  the  conference  executive 
committee,  which  will  consist  of  representa- 
tives of  public  and  private  organizations  and 
agencies  in  the  country  concerned  with 
various  phases  of  the  nation’s  health. 

The  conference  to  be  called  by  the  F.S.A. 
administrator  is  in  response  to  a letter2  from 
the  President  to  Mr.  Ewing  requesting  him 
“to  undertake  a comprehensive  study  of 
the  possibilities  for  raising  health  levels  .... 
and  to  report  upon  feasible  goals,  which 
might  be  realized  by  the  American  people  in 
the  next  decade  . " 

Mr.  Ewing  hopes  that  what  comes  out 
of  the  Assembly  should  have  immediate 
benefits: 

1.  A guide  to  community  action  for  local 
health  improvements. 

2.  A detailed,  practical  pattern  of  co- 
operation among  all  organizations  op- 
erating in  the  health  field — public 
and  private;  national,  state,  and 
local. 

3.  A more  detailed  and  specific  knowl- 
edge of  our  present  health  picture 
and  of  the  job  that  has  to  be  done  to 
improve  it. 

Among  the  twenty-four  members  of  the 
Executive  Committee  as  of  February  13, 
1948,  we  find : 

Doctors  of  Medicine,  1;  Dr.  George  F. 

Lull,  secretary,  A.M.A. 

1 Feb.  15,  1948. 

s Jan.  30, 1948. 


Others ,23;  individuals  or 

organization  representatives. 

Public  Health  Doctors,  0;  A.P.H.A., 

N.T.A.,  U.S.P.H.S.,  etc. 

The  representation  on  the  Executive 
Committee  of  national  health  organizations 
and  doctors  of  medicine  is  so  strikingly  ab- 
sent that  one  is  immediately  impelled  to 
ask,  are  not  doctors  people?  Are  not  those 
who  might  represent  the  A.P.H.A.,  and  the 
N.T.A.,  for  instance,  considered  by  the 
F.S.A.  administrator  to  be  competently  in- 
terested in  health  as  the  people’s  job? 

Mr.  Ewing  says  in  the  release : 

In  the  final  analysis,  health  is  the 
people’s  job.  We  can  have  national  inter- 
est and  action  only  to  the  extent  that  we 
have  community  interest  and  action. 

So  the  job,  as  I see  it,  is  this:  to  see 
what  we  have — to  know  accurately  the 
health  facilities  and  personnel  of  the  na- 
tion and  of  each  community,  to  determine 
what  we  need;  the  difference  between 
the  two  will  show  us  our  health  deficits, 
and  to  devise  feasible  methods  of  meeting 
these  deficits. 

In  the  light  of  these  declared  objectives  we 
are  somewhat  at  a loss  to  understand  why 
those  who  might  contribute  to  such  a con- 
ference expert  knowledge  of  and  long  ex- 
perience in  health  matters  should  be  so  con- 
spicuously omitted  to  date. 

We  agree  that  “in  the  final  analysis,  health 
is  the  people’s  job”  and  that,  as  the  ad- 
ministrator says  rightfully,  “We  can  have 
national  interest  and  action  only  to  the  ex- 
tent that  we  have  community  interest  and 
action.”  We  believe  that  community  inter- 
est and  action  would  be  accelerated  rather 
than  retarded  if  the  people  of  the  com- 
munities were  assured  that  the  panel  dis- 
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cussions  of  the  Executive  Committee  in- 
cluded representatives  of  the  A.P.H.A., 
the  N.T.A.,  and  the  U.S.P.H.S.,  to  cite  a 


few  of  those  who  assist  expertly  in  the 
creation  and  maintenance  of  health  in  the 
far-flung  communities  of  the  nation. 


Current  Editorial  Comment 


A New  Surgeon  General.  The  United 
States  Public  Health  Service  is  a Federal 
agency  with  which  the  medical  profession 
of  the  country  comes  into  more  or  less 
contact,  both  directly  and  indirectly.  Its 
directing  head  is  an  important  person, 
medically  and  administratively.  The  new 
appointee,  Dr.  Leonard  A.  Scheele,  is  a 
career  man  who  has  occupied  many  im- 
portant positions  in  the  service  to  which 
he  was  first  commissioned  as  a quarantine 
officer  for  San  Francisco  in  1934,  soon  after 
his  graduation  as  an  M.D.  from  Wayne 
University  in  Detroit.  Since  then  he  has 
been  identified  with  various  public  health 
movements,  including  the  National  Cancer 
Control  program. 

From  1943  to  1945  he  was  assigned  to  the 
Army  in  various  capacities  and  served  in 
the  European  theater  during  World  War  II. 
For  his  outstanding  achievements  he  re- 
ceived the  American  Typhus  Medal,  the 
Legion  of  Merit,  and  several  foreign  decora- 
tions. He  holds  membership  in  various 
medical  societies,  including  the  American 
Medical  Association. 

Dr.  Scheele  occupies  a very  responsible 
position.  He  should  be  known  and  make 
himself  known  to  the  medical  profession. 
His  attitude  toward  its  problems  will  be 
awaited  with  interest  by  the  profession, 
particularly  with  respect  to  the  socializa- 
tion of  medicine. 

Our  best  wishes  are  extended  to  him  for 
a successful  career  in  his  present  office. 

Waste.  The  Associated  Press1  reports 
the  National  Safety  Council  as  authority 
for  the  depressing  toll  of  deaths  from  acci- 
dents in  1947:  100,000  killed;  10,500,000 
injured;  economic  loss  $6,700,000.  Of  the 
injured,  1,100,000  were  hurt  in  traffic  acci- 
dents. 

Home  accidents  caused  33,500  deaths, 
which  is  said  to  be  an  increase  of  3 per  cent 
over  1946;  other  accidents  included  17,000 
civilian  occupational,  19,000  public  occu- 
pational, and  1,600  military  deaths. 

Apparently  one  out  of  every  14  persons  in 
the  country  suffered  a disabling  injury  in 


1947.  These  appalling  statistics  of  the 
frightful  wastage  of  human  resources  in  this 
country  make  the  blood  run  cold.  We 
slaughtered  100,000  persons — accidentally 
of  course,  but  conclusively  for  all  that — in 
three  hundred  sixty-five  days  of  last  year. 
These  who  die  are,  or  were,  people,  human 
beings,  not  just  statistics  to  be  entered 
casually  in  the  pages  of  our  history.  The 
ten  million  who  were  maimed  or  broken  in 
one  way  or  another — accidentally  of  course, 
but  painfully  for  all  that — at  the  moderate 
cost  of  some  $6,700,000,  are  not  lay  figures 
or  mannequins,  temporarily  dismembered  in 
some  show  window  for  the  convenience  of 
the  model  dresser,  but  real  flesh  and  blood 
people,  citizen  taxpayers,  voters  perhaps,  or 
commuters,  workers  in  the  humdrum  toil  of 
the  world,  endowed  with  life  and  hope;  now, 
suddenly,  in  1947 — accidentally  of  course — 
10,500,000  of  them  are  converted  into 
numbers  of  maimed  by  the  fairy  wand  of  the 
so  modern,  well-designed,  and  electrically 
operated  statistical  machines. 

On  August  6,  1945,  an  atomic  bomb 
dropped  on  Hiroshima  and,  exploding  with 
a force  equivalent  to  20,000  tons  of  TNT, 
obliterated  60  per  cent  of  that  city  of  343,000 
inhabitants  “destroying  nearly  every  living 
thing.”2  Scientists  afterwards  urged  that 
the  people  of  the  United  States  with  other 
peoples  must  effectively  control  atomic 
power.  They  “must  not  fail.  The  alter- 
natives lead  to  world  suicide,”  said  the 
scientists.2 

Do  we  have  to  use  atomic  power  and  weap- 
ons to  get  rid  of  everybody?  We  do  not 
presume  to  know,  but  two  years  after 
Hiroshima,  right  here  in  the  U.S.,  at  a cost 
of  only  a measly  $6,700,000  as  against  the 
$2,000,000,000  it  cost  to  develop  the  atomic 
bombs,  we  did  quite  well  with  the  old  stand- 
ard tools:  carelessness,  negligence,  the 

automobile,  the  airplane,  and  the  good  old 
reliable  dangerous  house;  100,000  were 
killed;  10,500,000  were  maimed.  Appar- 
ently all  we  need  is  the  time.  At  the  cur- 
rent rate,  in  ten  years — well,  figure  it  out 
yourselves. 


> Feb.  6.  1948. 


4 World  Almanac,  1946,  p.  93. 


1948  Annual  Meeting 

Medical  Society  of  the  State  of  New  York 

May  17  to  21 — Hotel  Pennsylvania,  New  York  City 


House  of  Delegates 

The  regular  annual  meeting  of  the  House 
of  Delegates  of  the  Medical  Society  of  the 
State  of  New  York  will  be  called  to  order  at 
10:00  a.m.  on  Monday;  May  17,  1948,  in 
the  Salle  Moderne,  18th  floor  of  the  Hotel 
Pennsylvania,  New  York  City. 

In  accordance  with  Chapter  II,  Section  3 
of  the  revised  Bylaws,  the  House  will  as- 
semble according  to  the  following  schedule: 
Monday,  May  17,  1948,  10:00  a.m. 
Tuesday,  May  18,  1948,  9:00  a.m.  and 

2:00  p.m. 

Wednesday,  May  19,  1948,  9:00  a.m. 

At  the  last  adjourned. session  (9:00  a.m., 
Wednesday,  May  19)  the  election  of  officers, 
councilors,  trustees,  and  delegates  will  occur 
in  accordance  with  Chapter  III,  Section  1 of 
the  revised  Bylaws. 

Albert  F.  R.  Andresen,  M.D.,  Speaker 
W.  P.  Anderton,  M.D.,  Secretary 

Annual  Meeting 

The  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York  will  be 
held  on  Wednesday,  May  19,  at  7:00  p.m. 
on  the  Penn  Top,  Hotel  Pennsylvania, 
New  York  City. 

Louis  H.  Bauer,  M.D.,  President 
W.  P.  Anderton,  M.D.,  Secretary 

Registration 

Registration  for  delegates  will  be  held  in 
the  foyer  of  the  Salle  Moderne,  18th  floor 
of  the  Hotel  Pennsylvania,  on  Monday, 
May  17,  after  9:00  a.m.;  for  members  and 
guests  on  the  ballroom  floor,  on  Monday, 
Tuesday,  Wednesday,  and  Thursday,  May 
17  to  20,  from  9:00  a.m.  to  6:00  p.m.,  and 
on  Friday,  May  21,  from  9:00  a.m.  to 
2:00  p.m. 


Exhibits 

Scientific  Exhibits  will  be  located  on  the 
ballroom  floor,  the  ballroom  balcony  and 
the  lobby  mezzanine. 

Technical  Exhibits  will  be  located  on  the 
ballroom  floor. 

Scientific  Motion  Pictures  will  be  shown 
in  Parlor  C. 

Teaching  Day 

A special  series  of  lectures,  arranged  by 
the  Council  Committee  on  Public  Health 
and  Education  of  the  Medical  Society  of 
the  State  of  Newr  York,  will  be  held  Tuesday, 
May  18,  at  9:30  a.m.  and  2:00  p.m.  in 
the  Keystone  Room. 

Scientific  Sessions 

General  Sessions  will  be  held  on  Wednes- 
day and  Friday  afternoons.  Section  and 
Session  Meetings  will  be  held  on  Wednesday 
morning,  Thursday  morning  and  afternoon, 
and  Friday  morning  and  afternoon. 

142nd  Annual  Meeting 

The  Penn  Top,  Wednesday,  May  19, 
7:00  p.m. 

Calling  the  Society  to  order  by  the  Presi- 
dent, Louis  H.  Bauer,  M.D. 

Reading  of  the  Minutes  of  the  141st 
Annual  Meeting  by  the  Secretary,  W.  P. 
Anderton,  M.D. 

The  Annual  Banquet 

The  Annual  Banquet  will  be  held  on 
the  Penn  Top,  Wednesday,  May  19,  at 
7:00  p.m.,  guest  speakers  to  be  announced. 

Tickets  will  be  available  at  the  registration 
desk  on  the  ballroom  floor,  and  at  the 
Woman’s  Auxiliary  Registration  Desk — 
Penn  Top  foyer. 

The  Woman’s  Auxiliary 

See  page  791  for  the  program. 
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DO  YOU  HAVE  YOUR  HOTEL  RESERVATION  FOR  THE 
ANNUAL  MEETING? 

If  you  do  not  now  have  a confirmed  hotel  reservation  in  New  York  City  for  the 
Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York,  May  16  to  21, 
1948,  at  the  Hotel  Pennsylvania,  please  fill  out  and  mail  the  reservation  form  at 
the  bottom  of  this  page,  and  send  it  directly  to  the  Hotel  Pennsylvania. 

Should  your  reservation  be  received  after  the  six  hundred  rooms  set  aside  for  the 
Society  at  the  Hotel  Pennsylvania  have  been  assigned,  your  reservation  will  be 
turned  over  to  one  of  the  neighboring  hotels — the  Hotel  New  Yorker,  the  Governor 
Clinton  Hotel,  the  Hotel  McAlpin,  the  Hotel  Martinique.  Please  indicate  your 
preference  on  .the  reservation  blank.  Confirmation  of  your  reservation  will  come 
to  you  direct  from  the  hotel  making  the  accommodation. 

If  you  do  not  use  the  reservation  form  below,  be  sure  to  identify  yourself  as  a 
physician  when  writing  regarding  reservations.  This  will  insure  proper  attention 
to  your  request. 

W.  P.  Anderton,  M.D.,  Secretary 


Mr.  James  H.  McCabe,  Manager 
Hotel  Pennsylvania 
New  York  1,  New  York 

Dear  Mr.  McCabe:  . 

Please  reserve  accommodations  as  checked  (V)  below: 

Name 

Address 

City State 

(Unless  requested  otherwise,  we  will  hold  your  reservation  until  9 p.m.  of  the  day  of 
your  arrival.) 

A.M 

Date  arriving Hour p.m 


Room  and  Bath  for  one — per  day 

$ 6.000 

$4,000 

$ 5.000 

6.50D 

4.500 

5.50Q 

7.000 

Double-Bed  Room  with  Bath  for  two — per  day 

6.000 

7.000 

8.000 

8.500 

6.500 

7.500 

9.000 

Twin-Bed  Room  with  Bath  for  two — per  day 

8.000 

10.000 

7.000 

8.500 

n.oon 

7.50Q 

9.000 

12.000 

Suite — Living  Room,  Bed  Room,  and  Bath 

13.500 

14.500 

16.500 

More  Than  Two  Persons  in  One  Room:  For  each  additional  person  in  Double-  or 
Twin-Bed  Room,  the  extra  charge  is  $2.00  per  day 

If  a room  at  the  rate  requested  is  unavailable  reservation  will  be  made  at  the  next 
available  rate. 


My  next  hotel  preference  would  be 
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Duncan  W.  Clark,  M.D.,  Chairman,  Brooklyn 
and 


Chairmen  of  Sections  and  Sessions 


GENERAL  SESSIONS 

Dr.  Clark,  Presiding 


The  presentations  at  these  Sessions  will  consist  of  one-half  hour  lectures, 
without  discussion.  The  meetings  will  start  promptly  at  the  hour  specified. 
Members  are  requested  to  be  in  their  seats  at  least  five  minutes  in  advance 
of  the  meeting  time. 


Wednesday,  May  19 — 2:30  P.M. 
Hotel  Pennsylvania,  Keystone  Room 


1 . Ti  tle  to  be  Announced 

Alexander  Brunschwig,  M.D.,  Attending 
Surgeon,  Memorial  Hospital,  New  York 

2.  The  Role  and  Control  of  Renal  Dysfunc- 
tion in  Congestive  Heart  Failure 

Louis  Leiter,  M.D.,  Ph.D.,  Chief  of  Medical 
Division,  Montefiore  Hospital;  Clinical 
Professor  of  Medicine,  College  of  Physicians 
and  Surgeons,  Columbia  University,  New 
York 

3.  Fetal  Defects  Resulting  from  Illnesses  of. 
the  Pregnant  Mother:  Special  Reference 
to  Virus  Diseases 

Murray  H.  Bass,  M.D.,  Associate  Clinical 
Professor  of  Pediatrics,  College  of  Physicians 
and  Surgeons,  Columbia  University;  Con- 
sulting Pediatrician,  Mt.  Sinai  Hospital, 
New  York 


4.  Newer  Aspects  of  Clinical  Electrocardi- 
ography 

Richard  S.  Gubner,  M.D.,  Associate  in  Medi- 
cine, Long  Island  College  of  Medicine;  Assist- 
ant Medical  Director,  Equitable  Life  Assur- 
ance Society  of  the  United  States,  Brooklyn 
H.  E.  Ungerleider,  M.D.,  Medical  Research 
Department,  Equitable  Life  Assurance  So- 
ciety of  the  United  States,  New  York 


Friday,  May  21—2:00  P.M. 

Hotel  Pennsylvania,  Keystone  Room 


1.  Distribution  of  Poliomyelitis  Virus  in  the 
Community 

Thomas  Francis,  Jr.,  M.D.,  School  of  Public 
Health,  University  of  Michigan,  Ann  Arbor, 
Michigan  (By  invitation) 

2.  Some  Recent  Contributions  of  Physical 
Medicine  in  Poliomyelitis 

Arthur  L.  Watkins,  M.D.,  Chief  of  Physical 
Medicine,  Massachusetts  General  Hospital, 
Massachusetts  (By  invitation) 

3.  Hypertension:  A Manifestation  of  Hyper, 
tensive  Vascular  Disease 

George  A.  Perera,  M.D.,  Assistant  Professor 
of  Medicine,  College  of  Physicians  and  Sur- 
geons, Columbia  University,  New  York 

4.  Significance  of  Cholesterol  in  Coronary 
Arteriosclerosis* 

Alfred  Steiner,  M.D.,  Assistant  Attending 
Physician,  Columbia  Research  Service,  Gold- 
water  Memorial  Hospital;  Instructor  in 
Medicine,  College  of  Physicians  and  Sur- 
geons, Columbia  University,  New  York 

* The  A.  Walter  Suiter  Lectureship  . . . This  will 
be  the  ninth  lecture  to  be  delivered  under  this 
lectureship  fund. 
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SECTIONS 


All  papers  read  before  the  Society  by  members  become  the  property 
of  the  Society.  The  original  copy  of  each  paper  shall  be  left  with  the 
Secretary  of  the  Section. 

Discussers  should  have  their  remarks  typed,  double-spaced,  and  should 
hand  them  to  the  Secretary. 

Time  limits:  Twenty  minutes  for  each  paper,  five  minutes  for  indi- 
vidual discussion. 

Section  meetings  shall  begin  promptly  at  the  hour  specified.  The  first 
order  of  business  of  the  first  session  of  the  second  day  of  Section  Meetings 
shall  be  the  election  of  officers.  “To  participate  in  the  election  of  any  Sec- 
tion, a member  must  be  registered  with  such  Section  and  must  have  recorded  his 
name  and  address  in  the  Section  registry — Bylaws,  Chapter  XII.  Section  3. 


Section  on 

ANESTHESIOLOGY 


Chairman Rose  M.  Lenahan,  M.D.,  Buffalo 

Vice-Chairman Harold  F.  Bishop,  M.D.,  Valhalla 

Secretary Paul  M.  Wood,  M.D.,  New  York 


Wednesday,  May  19 — 10:00  A.M. 

Hotel  Pennsylvania,  Headquarters  Room 

1.  Sphenopalatine  Block  for  the  Relief  of 
Muscular  Spasm  and  Pain  (with  Special 
Reference  to  Lumbosacral  Pain) 

J.  Lewis  Amster,  M.D.,  Bronx 
Discussion:  Simon  L.  Ruskin,  M.D.,  New 
York;  Julius  Neuberger,  M.D.,  New  York 

2.  Extension  of  Pulmonary  Tuberculosis 
Following  Thoracic  Operations  and  An- 
esthesia 

Harold  F.  Bishop,  M.D.,  Valhalla 

William  Parke,  Jr.,  M.D.,  Valhalla  (By  in- 
vitation) 

Discussion:  Edward  Loftus,  M.D.,  Valhalla 
(By  invitation) 

3.  Use  of  Pitressin  in  Prolonging  Spinal  An- 
esthesia with  Procaine 

Oscar  Stover,  M.D.,  Buffalo 
Discussion:  John  H.  Geckler,  M.D.,  Buffalo 

4.  Esophageal  Intubation  for  Repair  of 
Pharyngo-esophageal  Diverticuli 

Richard  N.  Terry,  M.D.,  Buffalo 
Discussion:  J.  Sutton  Regan,  M.D.,  Buffalo 

5.  Recent  Studies  on  the  Analgesic  Action 
of  Local  Anesthetic  Drugs 

Emery  A.  Rovenstine,  M.D.,  New  York 

E.  M.  Papper,  M.D.,  Flushing 
Discussion:  Solomon  G.  Hershey,  M.D.,  New 
York 

Thursday,  May  20 — 2:00  P.M. 

Hotel  Pennsylvania,  Headquarters  Room 

1.  Intravenous  Anesthesia 

Paul  Searles,  M.D.,  Buffalo 

Rose  M.  Lenahan,  M.D.,  Buffalo 
Discussion:  Samuel  L.  Lieberman,  M.D., 

Buffalo 

2.  Historical  Observations  on  Intercostal 
Paralysis  under  Anesthesia 

George  Burford,  M.D.,  New  York 


3.  Indications  for  Music  in  Anesthesia 

Irving  Pallin,  M.D.,  Brooklyn 
Albeit  E.  Chiron,  M.D.,  Bronx 
Discussion:  Paul  Wood,  M.D.,  New  York 

4.  Pulmonary  Pathology  as  Related  to  In- 
fant Resuscitation 

Benjamin  Etsten,  M.D.,  Albany 
William  Schwab,  M.D.,  Albany  (By  invita- 
tion) 

Discussion:  Harry  D.  Eastman,  M.D.,  Albany 

5.  Intravenous  Procaine  in  the  Management 
of  the  Injured  Hand 

David  J.  Graubard,  M.D.,  New  York 
Milton  H.  Waldman,  M.D.,  New  York 
Milton  C.  Peterson,  M.D.,  Kansas  City, 
Missouri  (By  invitation) 

Discussion:  Henry  H.  Ritter,  M.D.,  New  York 


Section  on 

DERMATOLOGY  AND  SYPHILOLOGY 

Chairman . . . Maurice  J.  Costello,  M.D.,  New  York 
Secretary. . . .William  F.  Hoover,  M.D.,  Jamestown 

Thursday,  May  20 — 9:00  A.M. 

Hotel  Pennsylvania,  Penn  Top  South 

1.  Interstitial  Keratitis 

Thomas  N.  Graham,  M.D.,  New  York 
Hunter  H.  Romaine,  M.D.,  New  York 

2.  Erythema  Multiforme:  Observations  on 
100  Patients  on  the  Dermatologic  Wards  at 
Bellevue  Hospital  1936-1947 

Maurice  J.  Costello,  M.D.,  New  York 
Jules  E.  Vandow,  M.D.,  New  York 
Discussion:  Frank  C.  Combes,  M.D.,  New 
York 

3.  A Case  of  Yaws  in  New  York  City 

Charles  F.  Post,  M.D.,  New  York 

Charles  Sheard,  Jr.,  M.D.,  New  York  (By 

invitation) 

Discussion:  Howard  Fox,  M.D.,  New  York 

4.  A Study  of  Positive  Serologic  Tests  in 
Nonsyphilitic  Infants  of  Treated  Mothers 

Dabney  Moon-Adams,  M.D.,  New  York 
Discussion:  Thurman  B.  Givan,  M.D.,  Brook- 
lyn 
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5.  The  Use  of  Placebos  in  the  Local  Therapy 
of  Skin  Diseases 

E.  William  Abramowitz,  M.D.,  New  York 
Discussion:  Joseph  L.  Morse,  M.D.,  New 
York 

6.  Removal  of  Tattoo  Marks 

Charles  Lemer,  M.D.,  New  York 
Discussion:  Louis  Tulipan,  M.D.,  New  York 

Friday,  May  21 — 9:00  A.M. 

Hotel  Pennsylvania,  Salle  Moderne 

1.  Porokeratosis  of  Mibelli 

Leslie  Paxton  Barker,  M.D.,  New  York 
Earl  S.  Hallinger,  Jr.,  M.D.,  New  York 
William  Huber,  M.D.,  New  York  (By  invi- 
tation) 

Discussion:  David  Bloom,  M.D.,  New  York 

2.  The  Teeth  and  Skin  Diseases 

George  C.  Andrews,  M.D.,  New  York 
Anthony  N.  Domonkos,  M.D.,  New  York 
Discussion:  Eugene  F.  Traub,  M.D.,  New 
York 

3.  Pigmented  Basal  Cell  Epithelioma 

Anthony  G.  Cipollaro,  M.D.,  New  York 
Wilbert  Sachs,  M.D.,  New  York 
Adrian  Brodey,  M.D.,  Woodmere 
Discussion:  Gerald  F.  Machacek,  M.D.,  New 
York 

4.  Streptomycin  in  Dermatology:  Its  Value 
and  Limitations 

Frank  C.  Combes,  M.D.,  New  York 
Orlando  Canizares,  M.D.,  New  York 
Harry  Shatin,  M.D.,  New  York 
Carl  Kaufman,  M.D.,  New  York  (By  invi- 
tation) 

Discussion:  Jack  Wolf,  M.D.,  New  York 

5.  Contact  Dermatitis  from  Beetles:  Re- 
port of  a Case  Due  to  the  Carpet  Beetle 
(Anthrenus  Scrophulariae) 

Frank  E.  Cormia,  M.D.,  New  York 
George  M.  Lewis,  M.D.,  New  York 

6.  The  Permanent  Camouflage  of  Port  Wine 
Stains  of  the  Face  by  Injection  of  Insol- 
uble Pigments  (Tattooing) 

Herbert  Conway,  M.D.,  New  York 
Discussion:  Samuel  M.  Peck,  M.D.,  New  York 


Section  on 

GASTROENTEROLOGY  AND 
PROCTOLOGY 

Chairman.  .Harry  E.  Reynolds,  M.D.,  Schenectady 

Vice-Chairman 

Rudolph  V.  Gorsch,  M.D.,  New  York 

Secretary Frank  Meyers,  M.D.,  Buffalo 

Wednesday,  May  19 — 10:00  A.M. 

Hotel  Pennsylvania,  Parlor  1 

1.  Pilonidal  Sinus:  A Standardized  Treat- 
ment Based  on  One  Thousand  Cases 

John  C.  M.  Brust,  M.D.,  Syracuse 
Joseph  Samer,  M.D.,  Philadelphia,  Pennsyl- 
vania (By  invitation) 

Discussion:  F.  F.  McGauley,  M.D.,  Schenec- 
tady 

2.  Tropical  Diseases  of  Gastrointestinal 
Tract  in  Veterans 

Howard  B.  Shookhoff,  M.D.,  New  York 
Discussion:  Z.  T.  Bercovitz,  M.D.,  New  York 


3.  Anal  Tuberculosis 

Lester  S.  Knapp,  M.D.,  Buffalo 
Discussion:  A.  W.  Martin  Marino,  M.D., 
Brooklyn 

4.  Polyps  of  the  Colon 

George  E.  Binkley,  M.D.,  New  York 
Discussion:  Chas.  Gordon  Heyd,  M.D.,  New 
York 

Thursday,  May  20 — 2:00  P.M. 

Hotel  Pennsylvania,  Parlor  1 

1.  Diagnosis  and  Management  of  the  Post- 
cholecystectomy Syndrome 

J.  Russell  Twiss,  M.D.,  New  York 

R.  Franklin  Carter,  M.D.,  New  York 
Discussion:  David  P.  Boyd,  M.D.,  Boston, 
Massachusetts 

2.  The  Role  of  the  Vagus  Nerves  in  the 
Medical  and  Surgical  Therapy  of  Pep- 
tic Ulcer 

Asher  Winkelstein,  M.D.,  New  York 
Discussion:  Harry  L.  Segal,  M.D.,  Rochester 

3.  Acute  Pancreatitis 

Henry  L.  Bockus,  M.D.,  Philadelphia,  Penn- 
sylvania (By  invitation) 

Edward  C.  Raffensperger,  M.D.,  Philadelphia, 

Pennsylvania  (By  invitation) 

Discussion:  A.  H.  Aaron,  M.D.,  Buffalo 

4.  Pancreatic  Surgery 

William  B.  Parsons,  M.D.,  New  York 
Discussion:  Frank  Glenn,  M.D.,  New  York 


Section  on 

INDUSTRIAL  MEDICINE  AND 
SURGERY 

Chairman 

Harry  V.  N.  Spaulding,  M.D.,  New  York 

Secretary 

Christopher  Stahler,  Jr.,  M.D.,  Albany 

Wednesday,  May  19 — 10:00  A.M. 

Hotel  Pennsylvania,  Penn  Top 

Symposium 
Hand  Surgery 

1.  Tendon  Transfers  in  the  Hand  and  Fore- 
arm 

Sterling  Bunnell,  M.D.,  San  Francisco,  Cali- 
fornia (By  invitation) 

Discussion:  Condict  W.  Cutler,  Jr.,  M.D., 
New  York 

2.  Flexor  Tendon  Repair  by  Free  Grafting 

Ronald  Furlong,  F.R.C.S.,  London,  England 
(By  invitation) 

Discussion:  Philip  Wilson,  M.D.,  New  York 

3.  Reconstruction  of  a Thumb 

Walter  C.  Graham,  M.D.,  Santa  Barbara, 
California  (By  invitation) 

Discussion:  J.  William  Littler,  M.D.  New 
York  (By  invitation) 

Thursday,  May  20 — 2:00  P.M. 

Hotel  Pennsylvania,  Penn  Top 

Round  Table  Conference 

The  Pneumoconioses 

1.  Industrial  Aspects 

Leonard  Greenburg,  M.D.,  New  York 
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3.  Practical  Aspects  of  Cerebral  Vascular 
Accidents 

H.  Houston  Merritt,  M.D.,  Bronx 
Discussion:  Paul  Garvey,  M.D.,  Rochester 

4.  The  Outlook  for  Patients  Admitted  to  a 
Mental  Hospital  after  the  Age  of  Sixty 

Hollis  E.  Clow,  M.D.,  White  Plains 
Discussion:  George  Kirby  Collier,  M.D.,  Roch- 
ester 


2.  Morphologic  Aspects 

Arthur  Vorwald,  M.D.,  Saranac  Lake 

3.  Diagnostic  Aspects 

Edgar  Mayer,  M.D.,  New  York 

4.  Evolution  and  Clinical  Course 

J.  Burns  Amberson,  M.D.,  New  York 

5.  Disability  Grading  and  Functional  Dis- 
ability Studies 

George  Wright,  M.D.,  Saranac  Lake 

6.  Compensation  Aspects 

Mary  Donlon,  LL.D.,  New  York  (By  invita- 
tion) 


Section  on 
MEDICINE 

Chairman. . . .George  E.  Anderson,  M.D.,  Brooklyn 

Vice-Chairman 

Grosvenor  W.  Bissell,  M.D.,  Buffalo 

Secretary . .Thomas  H.  McGavack,  M.D.,  New  York 

Thursday,  May  20 — 10:00  A.M. 

Hotel  Pennsylvania,  Keystone  Room 

Joint  Meeting  with  the  Section  on  Surgery 
(See  Section  on  Surgery) 

Friday,  May  21 — 10:00  A.M. 

Hotel  Pennsylvania,  Penn  Top  South 

1.  Role  of  Anticoagulants  in  the  Treatment 
of  Heart  Diseases 

Irving  S.  Wright,  M.D.,  New  York 
Discussion:  Edwin  P.  Maynard,  Jr.,  M.D., 
Brooklyn;  Harold  F.  R.  Brown,  M.D.,  Buffalo 

2.  Rickettsialpox 

Harry  M.  Rose,  M.D.,  New  York 
Discussion:  John  Iv.  Miller,  M.D.,  Albany 
(By  invitation) 

3.  Streptomycin  in  Tuberculosis:  Experi- 

mental Observations  on  Efficacy  and  Limi- 
tations 

William  H.  Feldman,  M.D.,  Rochester, 

Minnesota  (By  invitation) 

Discussion:  Howard  G.  Dayman,  M.D.,  Ray- 
brook;  Susan  J.  Hadley,  M.D.,  New  York 
(By  invitation) 

4.  Evaluation  of  the  Present  Status  of  Anti- 
histamine Substances 

Will  Cook  Spain,  M.D.,  New  York 
Discussion:  George  F.  Koepf,  M.D.,  Buffalo 


Section  on 

NEUROLOGY  AND  PSYCHIATRY 

Chairman Burton  M.  Shinners,  M.D.,  Buffalo 

Secretary.  . .Abraham  M.  Rabiner,  M.D.,  Brooklyn 

Thursday,  May  20 — 10:00  A.M. 

Hotel  Pennsylvania,  Parlor  1 

1. '  Congenital  Anomalies  as  a Problem  in 

Neurosurgery 

William  F.  Beswick,  M.D.,  Buffalo 
Discussion:  John  E.  Scarff,  M.D.,  New  York 

2.  Function  of  a Child  Guidance  Clinic  in 
a Children’s  Hospital 

Sherman  Little,  M.D.,  Buffalo 
Discussion:  Harry  Bakwin,  M.D.,  New  York 


Friday,  May  21 — 10:00  A.M. 

Hotel  Pennsylvania,  Parlor  1 

1.  Electronarcosis  in  Psychiatric  Therapy 

Bernard  L.  Pacella,  M.D.,  New  York 
Discussion:  George  M.  Masotti,  M.D.,  Buffalo 

2.  Clinical  Aspects  of  Neurologic  Teaching 

Wardner  D.  Ayer,  M.D.,  Syracuse 
Discussion:  I.  S.  Wechsler,  M.D.,  New  York 

3.  Problem  of  the  Scalene  Anticus  Syndrome 

Bernard  D.  Judovich,  M.D.,  Philadelphia, 
Pennsylvania  (By  invitation) 

Discussion:  Theodore  von  Storeh;  M.D.,  Al- 
bany 

4.  Spinal  Epidural  Infection:-  Results  Since 
Advent  of  Antibiotics  and  Chemotherapy 

M.  Frank  Turney,  M.D.,  Brooklyn 
E.  Jefferson  Browder,  M.D.,  Brooklyn 
Discussion:  Wallace  B.  Hamby,  M.D.,  Buffalo 


Section  on 

OBSTETRICS  AND  GYNECOLOGY 

Chairman.  .William  M.  Mallia,  M.D.,  Schenectady 

Vice-Chairman 

J.  Thornton  Wallace,  M.D.,  Brooklyn 

Wednesday,  May  19 — 10:00  A.M. 

Hotel  Pennsylvania,  Keystone  Room 

1 . Habitual  Abortion 

Carl  T.  Javert,  M.D.,  New  York 
Discussion:  Edward  C.  Hughes,  M.D.,  Syra- 
cuse; William  F.  Finn,  M.D.,  New  York 

2.  Complete  Prolapse  Following  Hysterec- 
tomy 

Mortimer  N.  Hyams,  M.D.,  New  York 
Discussion:  John  H.  Cornell,  M.D.,  Schenec- 
tady; John  G.  Hayes,  M.D.,  Albany 

3.  The  Female  Perineum:  Its  Structure, 

Function,  and  Preservation 

Raymond  J.  Pieri,  M.D.,  Syracuse 
Frank  C.  Meyer,  M.D.,  Syracuse 
Discussion:  Wendell  George,  M.D.,  Water- 
town;  Raymond  L.  Rhodes,  M.D.,  Glens  Falls 

Thursday,  May  20 — 2:00  P.M. 

Hotel  Pennsylvania,  Keystone  Room 

1.  Spinal  Analgesia*  ahd  Anesthesia  in  Ob- 
stetrics 

H.  Arthur  Snell,  M.D.,  Schenectady 
Discussion:  Edward  G.  Waters,  M.D.,  Jersey 
City,  New  Jersey  (By  invitation);  William  J. 
Gleeson,  M.D.,  Jersey  City,  New  Jersey  (By 
invitation) 

2.  Consideration  of  Some  of  the  Problems 
Associated  with  Prolonged  Labor 

Duncan  E.  Reid,  M.D.,  Boston,  Massachu- 
setts (By  invitation) 

Discussion:  Robert  G.  Douglas,  M.D.,  New 
York;  Charles  J.  Marshall,  M.D.,  Binghamton 
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3.  The  Use  of  the  Recovery  Room  in  Lowering 
the  Maternal  Death  Rate  From  Post- 
partum Hemorrhage 
Lewis  F.  McLean,  M.D.,  Buffalo 
Discussion:  Hugh  McDowell,  M.D.,  Buffalo; 
Charles  A.  Gordon,  M.D.,  Brooklyn 


Section  on 

OPHTHALMOLOGY  AND  OTOLARYN- 
GOLOGY 

Chairman. . .Thomas  H.  Johnson,  M.D.,  New  York 
Secretary.  .Darrell  G.  Voorhees,  M.D.,  New  York 

Thursday,  May  20 — 10:00  A.M. 

Hotel  Pennsylvania,  Manhattan  Room  East 

1.  The  Pathologic  Basis  of  Some  Complica- 
tions of  Ocular  Surgery 

Albert  C.  Snell,  Jr.,  M.D.,  Rochester 
Discussion:  Searle  B.  Marlow,  M.D.,  Syracuse 

2.  Some  Associated  Eye  and  Skin  Manifesta- 
tions in  Systemic  Disease 

Isadore  Givner,  M.D.,  New  York 
Discussion:  Marion  B.  Sulzberger,  M.D.,  New 
York 

3.  New  Ways  of  Influencing  the  Intraocular 
Tension 

F.  W.  Stocker,  M.D.,  Durham,  North  Caro- 
lina (By  invitation) 

Discussion:  Richard  Townley  Paton,  M.D., 
New  York 

4.  Blood  Pressure  Reactions  of  Patients 
Undergoing  Eye  Operations  under  Local 
Anesthesia 

W.  Guernsey  Frey,  M.D.,  New  York 
Discussion:  George  Edgar  Burford,  M.D.,  New 
York 

Friday,  May  21 — 10:00  A.M. 

Hotel  Pennsylvania,  Manhattan  Room  East 

1.  Bacteriophage  and  Autogenous  Vaccines  in 
the  Treatment  of  Chronic  Sinus  Disease 
and  Other  Respiratory  Affections 

Hugh  M.  Kinghom,  M.D.,  Saranac  Lake 
Discussion:  F.  Howard  Westcott,  M.D.,  New 
York;  Edmonde  D.  Neer,  M.D.,  New  York 

2.  Present  Status  of  the  Fenestration  Op- 
eration 

J.  Morrisset  Smith,  M.D.,  New  York 
Discussion:  Robert  L.  Moorhead,  M.D., 
Brooklyn 

3.  Irradiation  of  the  Eustachian  Tube 

Edmund  P.  Fowler,  Jr.,  M.D.,  New  York 
Discussion:  Ernest  A.  Weymuller,  M.D.,  New 
York 

4.  Conservative  and  Surgical  Management 
of  Ethmoid  and  Sphenoid  Sinusitis 

Stuart  L.  Craig,  M.D.,  New  York 
Discussion:  David  Robb,  M.D.,  Ithaca 


Section  on 

ORTHOPEDIC  SURGERY 

Chairman . . . .David  M.  Bosworth,  M.D.,  New  York 
Secretary Joseph  D.  Godfrey,  M.D.,  Buffalo 

Thursday,  May  20 — 10:00  A.M. 

Hotel  Pennsylvania,  Manhattan  Room  West 


1.  Recurrent  Dislocation  of  the  Patella: 
End  Results  Following  Surgical  Treat- 
ment 

Pio  Blanco,  M.D.,  Buffalo 

Discussion:  Lewis  Clark  Wagner,  M.D.,  New 
York 

2.  Arthroplasties  of  the  Hip:  An  Objective 
Study 

Frank  E.  Stinchfield,  M.D.,  New  York 
Robert  Carroll,  M.D.,  New  York  (By  invi- 
tation) 

Discussion:  Philip  Duncan  Wilson,  M.D., 
New  York 

3.  Supplementary  Protein  Feeding  for  Aged 
and  Chronically  Infected  Orthopedic  Pa- 
tients 

Alfonso  Della  Pietra,  M.D.,  New  York 
Discussion:  Aaron  Bodansky,  Ph.D.,  New 
York  (By  invitation) 

4.  Calcareous  Bursitis 

Samuel  Kleinberg,  M.D.,  New  York 
Discussion:  Leonidas  A.  Lantzounis,  M.D., 
New  York 

Friday,  May  21 — 10:00  A.M. 

Hotel  Pennsylvania,  Manhattan  Room  West 

Joint  Meeting  with  the  Section  of  Orthopedic 
Surgery  of  the  New  York  Academy  of  Medicine 

Chairman Edgar  M.  Bick,  M.D.,  New  York 

Secretary 

T.  Campbell  Thompson,  M.D.,  New  York 

1.  Anterior  Displacement  of  the  Sacrum  at 
the  Fifth  Lumbar  Vertebra 

Nicholas  S.  Ransohoff,  M.D.,  New  York 
Discussion:  Robert  K.  Lippmann,  M.D.,  New 
York 

2.  Dynamic  Posture 

M.  Beckett  Howorth,  M.D.,  New  York 
Discussion:  Frederick  R.  Thompson,  M.D., 
New  York 

3.  Osteochondritis  Dissecans  of  the  Talus 
in  Relation  to  Recurrent  Ankle  Sprains 

Frederick  M.  Marek,  M.D.,  New  York 
Discussion:  John  C.  McCauley,  Jr.,  M.D., 
New  York 

4.  The  Mechanics  and  Pathogenesis  of  Struc- 
tural Scoliosis 

Alvin  M.  Arkin,  M.D.,  New  York 
Discussion:  Mather  Cleveland,  M.D.,  New 
York 


Section  on 

PATHOLOGY  AND  CLINICAL 
PATHOLOGY 

Chairman Paul  Klemperer,  M.D.,  New  York 

Vice-chairman 

. . . .Victor  W.  Bergstrom,  M.D.,  Binghamton 
Secretary M.  J.  Fein,  M.D.,  New  York 


Wednesday,  May  19 — 10:00  A.M. 

Hotel  Pennsylvania,  Parlor  2 

Papillary  Tumors  of  the  Thyroid  Gland 
G.  H.  Klinck,  Jr.,  M.D.,  Troy 
Discussion:  Virginia  Kneeland  Frantz,  M.D., 
New  York 
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2.  Tumors  of  the  Testes 

Nathan  Chandler  Foot,  M.D.,  New  York 
Discussion:  Arthur  Purdy  Stout,  M.D.,  New 
York 

3.  Visceral  Involvement  in  Multiple  Mye- 
loma 

Jacob  Churg,  M.D.,  New  York 

Alvin  J.  Gordon,  M.D.,  New  York 
Discussion:  Maurice  N.  Richter,  M.D.,  New 
York;  I.  Snapper,  M.D.,  New  York 

Thursday,  May  20 — 2:00  P.M. 

Hotel  Pennsylvania,  Parlor  2 

1.  Giant  Follicle  Lymphadenopathy 

S.  E.  Cohen,  M.D.,  Elmira 

V.  W.  Bergstrom,  M.D.,  Binghamton 
Discussion:  Joseph  C.  Ehrlich,  M.D.,  New 
York;  William  Harris,  M.D.,  New  York 

2.  Predictions  of  Erythroblastosis  in  the 
Unborn  Child  by  Antenatal  Blood  Tests 

A.  S.  Wiener,  M.D.,  Brooklyn 
Discussion:  Lester  J.  Unger,  M.D.,  New  York 

3.  Surface  Active  Solvents  in  Topical  Anti- 
biotic Therapy 

Edwin  J.  Grace,  M.D.,  Brooklyn 

Vernon  Bryson,  Ph.D.,  Cold  Spring  Harbor 

(By  invitation) 

Discussion:  Harold  A.  Abramson,  M.D.,  New 
York 


Section  on 
PEDIATRICS 


Chairman George  R.  Murphy,  M.D.,  Elmira 

Vice-Chairman 

George  W.  Caldwell,  M.D.,  New  York 

Secretary Jerome  Glaser,  M.D.,  Rochester 


Thursday,  May  20 — 10:00  A.M. 

Hotel  Pennsylvania,  Parlor  2 

1.  Recent  Contributions  to  the  Diagnosis 
and  Treatment  of  Pertussis 

William  L.  Bradford,  M.D.,  Rochester 
Discussion:  Jerome  Kohn,  M.D.,  New  York 

2 . Surgery  i n C hi  ldren 

Edward  J.  Donovan,  M.D.,  New  York 
Discussion:  John  Aikman,  M.D.,  Rochester; 

R.  Franklin  Carter,  M.D.,  New  York 

3.  Orthopedic  Management  of  Foot  Problems 
in  Children 

Fred  L.  Liebolt,  M.D.,  New  York 
Discussion:  Fred  W.  Bush,  M.D.,  Rochester 

4.  Report  of  Study  of  Child  Health  Services 

George  M.  Wheatley,  M.D.,  New  York 
Discussion:  Paul  W.  Beaven,  M.D.,  Rochester 

Friday,  May  21 — 10:00  A.M. 

Hotel  Pennsylvania,  Parlor  2 

1.  Radium  Therapy  to  Nasopharynx  in  Asth- 
matic Children 

Ernest  A.  Weymuller,  M.D.,  New  York 
Discussion:  Will  Cook  Spain,  M.D.,  New  York; 
George  R.  Brighton,  M.D.,  New  York 

2.  Care  of  the  Newborn 

Stewart  H.  Clifford,  M.D.,  Boston,  Massa-  1. 

chusetts  (By  invitation) 

Discussion:  William  J.  Orr,  M.D.,  Buffalo 


3.  Common  Errors  in  Pediatric  Practice 
Harry  Bakwin,  M.D.,  New  York 
Discussion:  John  D.  Craig,  M.D.,  New  York 


Section  on 

PUBLIC  HEALTH,  HYGIENE,  AND 
SANITATION 


Chairman Philip  J.  Rafie,  M.D.,  New  York 

Secretary F.  E.  Coughlin,  M.D.,  Troy 


Wednesday,  May  19 — 10:00  A.M. 

Hotel  Pennsylvania,  Manhattan  Room  West 

Symposium. 

Tuberculosis 

1.  Modern  Approach  to  Tuberculosis 

Herman  E.  Hilleboe,  M.D.,  Albany 

2.  New  Developments  in  BCG  Vaccination 

Konrad  E.  Birkhaug,  M.D.,  Albany 

3.  New  Developments  in  Laboratory  Technics 

Bernard  Davis,  M.D.,  New  York  (By  invi- 
tation) 

Discussion  of  Symposium:  Arthur  B.  Robins, 
M.D.,  New  York 

Thursday,  May  20 — 2:00  P.M. 

Hotel  Pennsylvania,  Manhattan  Room  West 

1.  Nonspecific  Reactions  in  Serologic  Tests 
for  Syphilis 

Victor  N.  Tompkins,  M.D.,  Albany 
Discussion:  William  A.  Brumfield,  M.D., 
Albany 

2.  Caring  for  the  Chronically  III:  A Co- 
operative Task 

Joseph  H.  Kinnaman,  M.D.,  Mineola 
Discussion:  Morton  L.  Levin,  M.D.,  Albany 

3.  A Cooperative  Program  in  Restaurant 
Hygiene 

Meredith  H.  Thompson,  Dr.Eng.,  Troy  (By 
invitation) 

Discussion:  Walter  D.  Tiedeman,  M.C.E.  (By 
invitation) 


Section  on 
RADIOLOGY 

Chairman. . .Raymond  W.  Lewis,  M.D.,  New  York 
Vice-Chairman.  .Carlton  F.  Potter,  M.D.,  Syracuse 
Secretary E.  Forrest  Merrill,  M.D.,  Rochester 

Thursday,  May  20 — 10:00  A.M. 

Hotel  Pennsylvania,  Salle  Modeme 

Round  Table  Discussion 
Film  Reading  Session 

Interesting  proved  cases  will  be  presented  for  dis- 
cussion. Discussion  leaders  are: 

Marcy  L.  Sussman,  M.D.,  New  York,  Chairman 
A.  L.  Loomis  Bell,  M.D.,  Brooklyn 
Ramsay  Spillman,  M.D.,  New  York 
Harold  L.  Temple,  M.D.,  New  York 

Friday,  May  21—10:00  A.M. 

Hotel  Pennsylvania,  Penn  Top  North 

Osseous  Manifestations  of  Medical  Dis- 
eases: Roentgenographic  Study — Adults 

I.  Snapper,  M.D.,  New  York 
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2.  Osseous  Manifestations  of  Medical  Dis- 
eases: Roentgenographic  Study — Children 

Edward  B.  D.  Neuhauser,  M.D.,  Boston 

Massachusetts  (By  invitation) 

Discussion  of  Papers:  Henry  L.  Jaffe,  M.D., 
New  York 

3.  Carcinoma  of  the  Cervix  Uteri:  Analysis 
of  Treatment  and  Results,  1926-1942 

John  W.  Karr,  M.D.,  Rochester 
Discussion:  James  A.  Corscaden,  M.D.,  New 
York;  S.  R.  Snow,  Jr.,  M.D.,  Rochester 


Section  on 
SURGERY 

Chairman Seymour  G.  Clark,  M.D.,  Brooklyn 

Secretary Dan  Mellen,  M.D.,  Rome 

Thursday,  May  20 — 10:00  A.M. 

Hotel  Pennsylvania,  Keystone  Room 

Joint  Meeting  with  the  Section  on  Medicine 
Panel  Discussion 

Thyrotoxicosis:  Its  Treatment 

Speakers: 

David  P.  Barr,  M.D.,  New  York,  Moderator 
Grosvenor  W.  Bissell,  M.D.,  Buffalo 
Emil  Goetsch,  M.D.,  Brooklyn 
Frank  Howard  Lahey,  M.D.,  Boston,  Massa- 
chusetts (By  invitation) 

Thomas  H.  McGavack,  M.D.,  New  York 
William  Crawford  White,  M.D.,  New  York 

Friday,  May  21 — 10:00  A.M. 

Hotel  Pennsylvania,  Keystone  Room 

1.  Importance  of  Nodular  Goiter  in  Relation 
to  Cancer  of  the  Thyroid  Gland 

John  C.  McClintock,  M.D.,  Albany 
Discussion:  William  B.  Parsons,  M.D.,  New 
York 

2.  Surgical  Treatment  of  Intestinal  Anom- 
alies in  the  Newborn 

C.  Douglas  Sawyer,  M.D.,  Brooklyn 
Discussion:  Edward  J.  Donovan,  M.D.,  New 
York 

3.  Surgical  Treatment  of  Biliary  Tract  Le- 
sions 

Frank  Howard  Lahey,  M.D.,  Boston,  Massa- 
chusetts (By  invitation) 

Discussion:  Ralph  Colp,  M.D.,  New  York 

4.  Sympathectomies:  Indications  and  Value 

Frederick  S.  Wetherell,  M.D.,  Syracuse 
Discussion:  J.  William  Hinton,  M.D.,  New 
York 


Section  on 
UROLOGY 

Chairman 

Francis  Patton  Twinem,  M.D.,  New  York 

Vice-Chairman 

....William  J.  Kennedy,  M.D.,  Gloversville 

Secretary William  A.  Milner,  M.D.,  Albany 

Friday,  May  21 — 10:00  A.M. 

Hotel  Pennsylvania,  Conference  Room  2 

1.  Psychosomatic  Studies  of  Bladder  Function 

Stewart  Wolf,  M.D.,  New  York  (By  invi- 
tation) 

G.  A.  Humphreys,  M.D.,  New  York 
Leonard  R.  Straub,  M.D.,  New  York 
Herbert  S.  Ripley,  M.D.,  New  York  (By  invi- 
tation) 

Discussion:  David  H.  MacFarland,  M.D., 
Utica 

2.  Chaulmoogra  Oil  and  Streptomycin  in  the 
Treatment  of  Tuberculosis  of  the  Urinary 
Tract 

George  E.  Slotkin,  M.D.,  Buffalo 
Discussion:  John  K.  Lattimer,  M.D.,  New 
York;  Stanley  Wang,  M.D.,  New  York 

3.  The  Tonus  of  the  Upper  Urinary  Tract  anb 
Its  Influence  on  Renal  Dynamics  and  Ab- 
sorption 

Peter  A.  Narath,  M.D.,  Yorktown  Heights 
Discussion:  J.  Sydney  Ritter,  M.D.,  New 
York 

4.  Experiences  with  Retropubic  Prostatec- 
tomy 

Francis  A.  Beneventi,  M.D.,  New  York 
Francis  Patton  Twinem,  M.D.,  New  York 
Discussion:  Roscoe  Borst,  M.D.,  Utica 

Friday,  May  21 — 2:00  P.M. 

Hotel  Pennsylvania,  Salle  Modeme 

1.  Anatomic  and  Physiologic  Aspects  of  Can- 
cer of  the  Prostate 

Charles  Huggins,  M.D.,  Chicago,  Illinois 
(By  invitation) 

2.  Advanced  Carcinoma  of  the  Prostate  : Hor- 
mone Control  Therapy  as  a Preparation  for 
Radical  Perineal  Prostatectomy 

A.  Laurence  Parlow,  M.D.,  Rochester 
W.  W.  Scott,  M.D.,  Rochester 
Discussion  of  Papers:  Roy  B.  Henline,  M.D., 
New  York;  Francis  O.  Harbach,  M.D.,  Syracuse 

3.  Wilms’  Tumor:  Diagnosis  and  Treatment 
(Study  of  a Large  Series) 

Charles  T.  Hazzard,  M.D.,  New  York 
Discussion:  Meredith  Campbell,  M.D.,  New 
York 
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SESSIONS 


Session  on 
CHEST  DISEASES 


Chairman Joseph  J.  Witt,  M.D.,  Utica 

Secretary Foster  Murray,  M.D.,  Brooklyn 


Thursday,  May  20 — 2:00  P.M. 

Hotel  Pennsylvania,  Salle  Moderne 

Symposium 

Primary  Carcinoma  of  the  Lung 


1.  Diagnosis 

John  N.  Hayes,  M.D.,  Saranac  Lake 

2.  Pathologic  Aspects 

Oscar  Auerbach,  M.D.,  Staten  Island 

3.  Role  of  the  Bronchoscopist  in  Diagnosis 
and  Treatment 

Louis  H.  Clerf,  M.D.,  Philadelphia,  Penn- 
sylvania (By  invitation) 

4.  Progress  in  Surgery 

Richard  H.  Overholt,  M.D.,  Brookline, 
Massachusetts  (By  invitation) 

Discussion  of  Papers:  Arthur  Q.  Penta,  M.D., 
Schenectady;  Walter  F.  Bugden,  M.D.,  Syracuse 


Session  on 

HISTORY  OF  MEDICINE 

Chairman Claude  E.  Heaton,  M.D.,  New  York 

Vice-Chairman 

Fenwick  Beekman,  M.D.,  New  York 

Secretary.  .Richard  A.  Leonardo,  M.D.,  Rochester 


Thursday,  May  20 — 8:00  P.M. 

Hotel  Pennsylvania,  Salle  Moderne 

1.  The  Woman’s  Hospital:  Dr.  J.  Marion  Sims 

James  Pratt  Marr,  M.D.,  New  York 

2.  Elisha  Bartlett,  American  Clinician 

Samuel  Sapin,  M.D.,  New  York  (By  invita- 
tion) 

3.  Five  Years  in  the  Practice  of  a Midt 
Nineteenth  Century  Doctor 

George  Rosen,  M.D.,  New  York 
Discussion  of  papers:  Saul  Jarcho,  M.D.,  New 
York 

Evening  meeting — open  to  public 


Session  on 

PHYSICAL  MEDICINE 

Chairman Jerome  Weiss,  M.D.,  Brooklyn 

Secretary George  F.  Bock,  M.D.,  Watertown 

Wednesday,  May  19 — 10:00  A.M. 

Hotel  Pennsylvania,  Manhattan  Room  East 

1.  The  Role  of  Physical  Methods  in  Diagnosis 

Herbert  Kraus,  M.D.,  New  York  (By  invi- 
tation) 

Discussion:  Sidney  Licht,  M.D.,  Cambridge, 
Massachusetts  (By  invitation) 

2.  Rehabilitation  in  Poliomyelitis 

Kristian  G.  Hansson,  M.D.,  New  York 
Discussion:  Hart  E.  Van  Riper,  M.D.,  New 
York  (By  invitation) 

3.  Present  Day  Education  in  Physical  Medi- 
cine 

William  Bierman,  M.D.,  New  York 
Discussion:  Richard  Kovacs,  M.D.,  New  York 


TEACHING  DAY 


Arranged  by 

The  Council  Committee  on  Public  Health  and  Education 

of  the 

Medical  Society  of  the  State  of  New  York 


O.  W.  H.  Mitchell,  M.D.,  Chairman 
Tuesday,  May  18,  1948 
Hotel  Pennsylvania,  Keystone  Room 
Charles  D.  Post,  M.D.,  Syracuse,  Presiding 


Part  1 

NUTRITION 

9:30  a.m. 

1.  Some  Newer  Aspects  of  Protein  Utilization 

David  Schwimmei,  M.D.,  New  York,  Asso- 
ciate Visiting  Physician,  Metropolitan  Hos- 
pital; Associate  in  Research  New  York 
Medical  College,  Flower  and  Fifth  Avenue 
Hospitals 

Thomas  H.  McGavack,  M.D.,  New  York, 
Professor  of  Clinical  Medicine,  New  York 
Medical  College,  Flower  and  Fifth  Avenue 
Hospitals 

2.  The  Influence  of  Disease  on  Nutritional 
Requirements 

Herbert  Pollack,  M.D.,  New  York,  Associate 
Physician  and  Chief  of  Metabolic  Division, 
Mt.  Sinai  Hospital 

John  Bookman,  M.D.,  New  York,  Assistant 
Resident  for  Metabolic  Diseases,  Mt.  Sinai 
Hospital 


Part  2 

REHABILITATION  AND  PHYSICAL 
MEDICINE 

Dynamic  Therapeutics  in  Chronic  Dis- 
ease with  a Clinical  Demonstration 

Howard  A.  Rusk,  M.D.,  New  York,  Professor 
of  Rehabilitation  and  Physical  Medicine, 
New  York  University  College  of  Medicine; 
Associate  Editor,  New  York  Times 

Each  lecture  will  be  approximately  thirty  minutes 
followed  by  general  discussion. 

These  lectures  are  presented  by  the  Medical  Society 
of  the  State  of  New  York  with  the  cooperation  of  the 
New  York  State  Department  of  Health, 


Part  3 

Panel  Discussion 

MODERN  TRENDS  IN  MEDICAL  CARE 

2:00  p.m. 

Louis  H.  Bauer,  M.D.,  Hempstead,  President, 
Medical  Society  of  the  State  of  New  York, 
Presiding 

T.  C.  Routley,  M.D.,  Toronto,  General  Secre- 
tary, Canadian  Medical  Association 
George  F.  Lull,  M.  D.,  Chicago,  Secretary  and 
General  Manager,  American  Medical  Associa- 
tion 


Part  4 

ROUND  TABLE  CONFERENCE  ON  MEDICAL 

CARE  INSURANCE  IN  NEW  YORK  STATE 
A.  H.  Aaron,  M.D.,  Buffalo,  Chairman,  Sub- 
committee on  Medical  Expense  Insurance  of 
the  Council  Committee  on  Economics, 
Presiding 

1.  Benefits' Offered  by  Voluntary  Nonprofit 
Medical  Care  Insurance  Plans  in  New  York 
State 

Carlton  E.  Wertz,  M.D.,  Buffalo,  President, 
Western  New  YorK  Plan,  Inc. 

2.  Advantages  of  a Service  Contract  for  Low 
Income  Subscribers 

Milton  J.  Goodfiiend,  M.D.,  New  York, 
Board  fif  Directors,  United  Medical  Service 

3.  Progress  Report  on  Voluntary  Nonprofit 
Medical  Care  Insurance  Plans  in  New 
York  State 

George  P.  Farrell,  New  York,  Director,  Bu- 
reau of  Medical  Care  Insurance,  Medical 
Society  of  the  State  of  New  York 

4.  Home  Town  Medical  Care  of  Veterans 
under  Veterans  Medical  Service  Plan, 
Inc. 

Herbert  H.  Bauckus,  M.D.,  Buffalo,  Presi- 
dent, Veterans  Medical  Service  Plan  of  New 
York,  Inc. 

5.  Question  Period 
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J.  G.  Fred  Hiss,  M.D.,  Chairman,  Syracuse  and  Theo.  J.  Curphey,  M.D.,  Hempstead 


Grand  Ballroom 


Radioactive  Isotopes  in  Biology  and  Medicine 

Edith  H.  Quimby,  Sc.D. 

Charlotte  Schmidt,  B.A. 

College  of  Physicians  and  Surgeons,  Columbia 
University,  New  York 

A number  of  charts  presenting  such  topics  as: 
nature  and  production  of  radioactive  isotopes,  meas- 
urement of  isotope  quantity  and  radiation  dosage, 
safety  precautions  in  using  isotopes,  making  of  radio- 
autographs, tracer  and  therapeutic  uses  of  various 
isotopes. 


Nutritional  Aspects  of  Convalescence 

Herbert  Pollack,  M.D. 

John  Bookman,  M.D. 

Mt.  Sinai  Hospital 
New  York 

A series  of  charts  and  tables  analyzing  the  nutri- 
tional requirements  of  normal  and  convalescent 
people.  The  standard  therapeutic  diets  are  illus- 
trated and  their  nutritional  value  calculated.  Pro- 
tocols on  actual  patients  will  be  demonstrated, 
illustrating  the  importance  of  revising  current  thera- 
peutic diets. 


Balcony  of  Grand  Ballroom 


Study  of  Child  Health  Services  Program  of  the 
Committee  for  the  Improvement  of  Child 
Health 

American  Academy  of  Pediatrics 
Charts  show  the  preliminary  findings  of  the  two- 
year,  nation-wide  study  of  Child  Health  Services 
and  the  implementation  program  of  the  Committee 
for  the  Improvement  of  Child  Health:  the  amount 
of  child  care  by  hospitals,  community  health  agencies, 
and  physicians,  distribution  of  these  services,  vari- 
ations between  states,  and  comparisons  between 
the  services  for  children  provided  by  general  prac- 
titioners and  pediatricians.  The  extent  of  the 
general  practitioners’  and  pediatricians’  hospital 
training  in  pediatrics  is  given  special  emphasis. 

Charts  based  on  visits  and  questionnaires  to  medi- 
cal schools,  with  particular  reference  to  pediatric 
education,  include  comparisons  in  budgets  and 
variations  in  use  of  pediatric  teaching  hours.  Di- 
agram shows  the  implementation  program  of  the 
Academy’s  Committee  for  the  Improvement  of 
Child  Health  at  the  national  level  asd  its  integra- 
tion with  state  programs. 

Children  and  Their  Ocular  Symptoms 

Commission  for  the  Blind 

New  York  State  Department  of  Social  Welfare 
Posters  and  kodachromes  illustrate  congenital 
cataracts,  the  effect  of  certain  conditions  such  as 
measles,  strabismus,  and  interstitial  keratitis,  and 
the  relationship  of  systemic  diseases  to  the  eyes. 

Coccidioidomycosis  in  Veterans  of  World 
War  II 

H.  E.  Bass,  M.D. 

Alexander  Schomer,  M.D. 

Rudolph  Berke,  M.D, 


New  York  Regional  Office,  Veterans  Administration, 
Thoracic  Unit 
New  York 

Maps  and  charts  showing  a series  of  cases  with 
pulmonary  lesions  of  coccidioidomycosis.  The 
disease  was  contracted  while  stationed  in  the  endem- 
ic area  during  World  War  II.  The  residual  lesions 
include  pulmonary  infiltrates  of  various  types,  cavi- 
ties, pleural-  effusion,  and  the  disseminated  or 
granuloma  form.  Cases  showing  pulmonary  lesions 
which  have  persisted  for  several  years  and  which 
have  a close  resemblance  to  tuberculosis.  Several 
cases  were  initially  mistaken  for  tuberculosis  after 
return  to  civilian  life  in  New  York  City.  A history 
of  residence  in  the  endemic  area  in  former  army 
personnel  with  pulmonary  infiltrations  is  of  aid  in 
the  diagnosis  of  coccidioidomycosis. 

A Program  in  Physical  Medicine 

William  Benham  Snow,  M.D. 

Columbia-Presbyterian  Medical  Center 
New  York 

A fixed  exhibit  illustrating  the  educational  pro- 
gram in  physical  medicine,  for  undergraduate  and 
postgraduate,  technician  and  physician,  the  organi- 
zation for  coverage  of  detail  in  physical  medicine 
in  the  general  and  special  hospitals  at  the  Medical 
Center,  the  methods  of  treatment  used  in  care  sup- 
plementing the  usual  medical  and  surgical  care  of 
the  patients,  and  the  indications  and  opportunities 
for  research  in  the  field. 

Clinical  Course  of  Glaucoma 

Adolph  Posner,  M.D. 

Abraham  Schlossman,  M.D. 

New  York 

Tables  and  graphs  illustrating  the  clinical  fea- 


728 


April  1,  1948] 


SCIENTIFIC  EXHIBITS 


729 


tures  of  primary  glaucoma,  based  on  an  analysis 
of  373  cases  from  private  practice.  Case  histories 
of  several  patients  who  have  been  observed  for  many 
years  will  show,  by  means  of  tension  curves  and  field 
charts,  the  evolution  of  the  disease. 

Amphetamine  Sulfate  Therapy  of  Acute  Barbi- 
turate Poisoning 

A.  W.  Freireich,  M.D. 

J.  W.  Landsberg,  M.D. 

Meadowbrook  Hospital 
Hempstead 

Charts  showing  results  in  60  cases  of  acute  barbi- 
turate poisoning.  Demonstrations  of  rapid  method 
for  testing  for  barbiturates  in  urine,  barbiturates 
extracted  from  urine,  and  gastric  contents  of  pa- 
tients. 

Nutritional  Disorders  in  Infants 

J.  H.  Lapin,  M.D. 

C.  T.  Fried,  M.D. 

W.  W.  Weissberg,  M.D. 

Bronx  Hospital 
New  York 

Twelve  cases  of  pylorospasm  are  presented  in 
which  cessation  of  symptoms  followed  the  substitu- 
tion of  nutramigen  for  milk  formulas.  A possible 
explanation  is  offered;  nutramigen  eliminates  the 
milk  allergy  factors  and  exerts  a buffering  action  on 
the  stomach  acids.  Twelve  cases  of  treated  allergic 
colitis  are  presented  with  a differential  diagnosis  and 
a description  of  the  distinctive  sigmoidoscopic  pic- 
ture. 

Studies  with  Steam-Generated  Aerosols 

Samuel  J.  Prigal,  M.D. 

New  York  Medical  College,  Flower  and  Fifth  Ave- 
nue Hospitals 
New  York 

Part  1 describes  the  apparatus:  a combined  steam- 
generator  and  aerosolizer  which  is  capable  of  pro- 
ducing aerosols  of  a variety  of  solutions  such  as 
aminophyllin,  ammonium  chloride,  epinephrin, 
benadryl,  penicillin,  streptomycin,  and  sulfonamides. 
In  addition,  several  methods  of  confining  and  con- 
serving the  aerosol  by  means  of  a tent,  breathing 
box,  and  a closed  chamber,  are  described. 

Part  2 records  blood  levels  of  penicillin  and  strep- 
tomycin obtained  by  inhalation  of  aerosols. 

Part  3 is  the  clinical  evaluation  of  the  use  of 
aminophyllin  aerosol  in  the  treatment  of  asthma 
and  in  the  treatment  of  infections  in  the  respiratory 
tract,  using  penicillin  in  aerosol  form.  The  pro- 
phylactic application  of  penicillin  aerosol  in  respir- 
atory diseases  is  emphasized. 

Our  Hearing  Mechanism 

Victor  L.  Browd,  M.D. 

Polyclinic  Hospital 
New  York 

A method  of  presenting  the  anatomy  and  phys- 
iology of  the  auditory  apparatus  to  graduate  stu- 
dents and  practitioners  of  medicine,  educators, 
technicians,  and  others  interested  in  the  problems 
of  the  hard  of  hearing.  Its  purpose  is  to  stress  the 
contribution  of  each  of  the  component  parts  of  the 
hearing  machine  to  hearing  acuity,  thus  establishing 
a guide  to  the  location,  nature,  and  treatment  of 
the  lesions  commonly  found  in  the  hard  of  hearing. 


Studies  on  Anti-Ulcer  Factors:  Oral  Therapy 
of  Chronic  Peptic  Ulcer 

Robert  Clinton  Page,  M.D. 

R.  R.  Heffner,  M.D. 

Z.  T.  Bercovitz,  M.D. 

H.  K.  Russell,  M.D. 

C.  C.  Fuller,  M.D. 

J.  A.  Marks,  M.D. 

Newr  York  Post-Graduate  Hospital 
New  York 

Use  of  an  anti-ulcer  substance  extracted  from  the 
urine  of  pregnant  mares  for  the  treatment  of  chronic 
duodenal  ulcers  illustrated.  Roentgenographic  evi- 
dence of  its  effect  on  ulcer  healing  compared  with  a 
suitable  control  group. 

Vascular  Damage  in  Diabetes  Mellitus 

Henry  Dolger,  M.D. 

Mount  Sinai  Hospital 
New  York 

Accelerated  arteriosclerosis  is  characteristic  of 
diabetes  mellitus.  Generalized  degenerative  changes 
affect  the  capillaries,  particularly  the  vessels  of  the 
retina,  kidney,  and  vasa  vasorum.  This  damage 
can  be  found  in  varying  degrees  of  severity  in  every 
instance  of  diabetes  mellitus  of  some  duration.  Ail 
diabetic  patients  should  be  examined  regularly  for 
early  evidences  of  vascular  damage  as  manifested  by 
retinal  hemorrhage,  albuminuria,  or  hypertension. 
Within  twenty-five  years  of  onset  of  diabetes,  200 
patients  reveal  retinopathy  in  100  per  cent,  hyper- 
tension and  albuminuria  in  50  per  cent.  Neither  the 
age  of  onset,  nor  the  severity  of  diabetes,  nor  the 
control  of  glycosuria  prevent  the  premature  develop- 
ment of  vascular  degeneration. 

Seventy-five  Years  of  Public  Health  in  New 
York  State 

Thomas  C.  Stowell,  M.D. 

Division  of  Public  Health  Education 
New  York  State  Department  of  Health 
Albany 

Pictures  and  animated  graphs  show  the  striking 
story  of  public  health  in  New  York  State  during  the 
past  seventy-five  years  as  reflected  in  lowered  mor- 
tality rate  and  rising  life  expectancy.  Details  of  im- 
provements as  well  as  the  challenge  for  the  coming 
years. 

Vaccination  against  Tuberculosis  with  BCG 
Vaccine 

Gilbert  Dalldorf,  M.D. 

Division  of  Laboratories  and  Research 
New  York  State  Department  of  Health 
Albany 

An  historic  and  scientific  review  of  BCG  vaccina- 
tion from  the  first  work  of  Calmette  and  Gu6rin  at 
the  Pasteur  Institute  of  Lille,  France,  in  1906,  to  its 
reparation  and  distribution  in  New  York  by  the 
tate  Department  of  Health  with  the  advice  of  the 
Medical  Society  of  the  State  of  New  York.  Meth- 
ods for  the  preparation  of  the  vaccine  at  the  Divi- 
sion of  Laboratories  and  Research  are  shown,  to- 
gether with  control  tests  for  its  purity  and  attenu- 
ated virulence  when  injected  subcutaneously,  intra- 
cutancously,  and  transcutaneously  in  normal  guinea 
pigs.  The  multiple  puncture  vaccination  method 
in  man  is  demonstrated  also. 
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Public  Health  as  a Career 

Granville  W.  Larimore,  M.D. 

Office  of  Public  Health  Education 

New  York  State  Department  of  Health 
Albany 

This  exhibit  aims  at  portraying  for  the  physician 
the  splendid  opportunities  now  offered  by  a career 
in  public  health.  It  shows  pictorially  typical  ex- 
amples of  the  activities  of  public  health  physicians 
and  presents  graphically  the  advantages  of  public 
health  as  a specialty  together  with  information  on 
positions  now  available  in  New  York  State. 

Complications  of  Diabetes  Mellitus 

Williams  S.  Collens,  M.D. 

J.  D.  Zilinsky,  M.D. 

L.  C.  Boas,  M.D. 

N.  D.  Wilensky,  M.D. 

J.  J.  Greenwald,  M.D. 

Maimonides  Hospital  (Israel  Zion  Division) 
Brooklyn 

Color  prints  illustrating  the  following  complica- 
tions in  diabetes:  lipoatrophy,  lipohypertrophy, 

insulin  sensitivity,  insulin  edema,  arteriosclerotic 
degeneration,  acute  arterial  occlusion,  types  of 
gangrene,  neuropathies  showing  cases  with  muscle 
atrophy,  Kimmelstiel-Wilson  syndrome  showing 
anasarca,  retinopathy,  and  photomicrographs  of 
kidneys,  rare  types  of  xanthomas  such  as  xanthoma 
of  cornea,  necrobiosis  lipoidica  diabeticorum,  angu- 
lar stomatitis,  and  cheilosis. 

Life  Situations,  Emotions,  and  Gastric  Func- 
tion 

Stewart  Wolf,  M.D. 

Harold  G.  Wolff,  M.D. 

New  York  Hospital 
New  York 

1.  Historic  data  and  pictures  of  Beaumont, 
Pavlov,  and  Cannon  with  a brief  account  of  their 
contributions. 

2.  Data  on  “Tom,”  our  subject  with  a gastric 
fistula,  describing  the  method  of  study  and  the 
circumstances  under  which  gastric  hypofunction 
on  the  one  hand  and  hyperfunction  on  the  other 
occurred. 

3.  Findings  in  patients  with  symptoms  of  gastric 
hypofunction,  i.e.,  feelings  of  nausea  and  vomiting, 
and  hyperfunction,  i.e.,  gastritis  and  peptic  ulcer. 

Quantitative  Micro  Methods  in  Clinical 
Medicine 

Albert  E.  Sobel,  Ph.D. 

Albert  Hanok,  B.S. 

Samuel  Natelson,  Ph.D. 

Jewish  Hospital  of  Brooklyn 
Brooklyn 

Demonstrating  the  use  of:  (1)  microburets, 
capillary  burets,  and  fine  pipets  which  permit 
sampling  of  and  titration  with  small  volumes  of 
liquid  with  a precision  of  0.0001  to  0.00001  ml.; 
(2)  more  sensitive  indicators  for  determining  the 
end'point  which  allow  titration  with  more  dilute 
standard  solutions;  (3)  dyes  for  titration,  like  di- 
chlorophenol,  indophenol,  and  dithizone,  whose 
color  changes  at  the  equivalence  point  are  percept- 
ible at  dilutions  as  low  as  0.00005  normal;  (4)  the 
spectrophotometer  and  the  photoelectric  colorimeter 
(using  an  almost  menochromatic  light)  which  per- 
mit more  sensitive  measurement  of  colors  at  the 
wavelength  of  maximum  light  absorption;  (5)  hori- 


zontal cuvette  in  which  a longer  light  absorption 
path  is  possible  for  a small  volume  of  colored  solu- 
tion; (6)  colorimetric  reactions  of  higher  color 
intensity. 

These  principles  will  be  illustrated  by  a number 
of  typical  methods  requiring  from  0.02  to  0.1  ml. 
of  blood  serum  for  the  following  determinations: 
urea,  calcium,  total  base,  sugar,  inorganic  phosphate, 
sulfa  drugs,  vitamin  A. 

Plastic  and  Reconstructive  Surgery 

Herbert  Conway,  M.D. 

Clarence  R.  Straatsma,  M.D. 

Cornelius  J.  Kraissl,  M.D. 

Robert  H.  Clifford,  M.D. 

Jerome  Gelb,  M.D. 

Leo  L.  Leveridge,  M.D. 

Julius  M.  Joseph,  M.D. 

Samuel  Climo,  M.D. 

Richard  B.  Stark,  M.D. 

Veterans  Administration  Hospital 
Bronx 

Moulages  demonstrating  the  phases  of  recon- 
struction of  congenital,  traumatic,  and  postopera- 
tive defects  of  the  external  ear. 

Photographs  and  moulages  demonstrating  the 
use  of  abdominal  flaps,  skin  lined,  to  cover  defects 
of  the  face,  upper  and  lower  extremities. 

Photographs  and  drawings  demonstrating  the 
use  of  pedicle  flaps  consisting  of  full  thickness  of  skin 
and  subcutaneous  tissue  from  one  leg  to  cover  de- 
fects of  the  opposite  extremity. 

Treatment  of  Leg  Ulcers  by  Daxalon  Paste 
and  Dome  Boot 

William  M.  Cooper,  M.D. 

Polyclinic  Hospital 
New  York 

Illustrated  placards  and  actual  photographs  of 
cases  of  leg  ulcers  successfully  treated  with  daxalon 
paste  and  dome  boot.  Exhibit  attempts  to  illus- 
trate importance  of  consideration  of  fundamental 
etiology  and  pathology  of  leg  ulcers. 

Value  of  Cavernostomy  in  the  Treatment  of 

Pulmonary  Tuberculosis 

S.  A.  Thompson,  M.D. 

I.  Shiner,  M.D. 

E.  E.  Rockey,  M.D. 

New  York  Medical  College 

Metropolitan  Hospital 
New  York 

Photographs,  x-ray  films,  drawings,  charts,  and 
data  illustrating  the  problems  of  surgical  technic. 
Five-year  follow-up  of  22  cases. 

Advantages  of  Internal  Fixation  in  Fractures 

Leo  Faske,  M.D. 

Alfred  L.  Shapiro,  M.D. 

Cumberland  Hospital 
Brooklyn 

Radiographs,  charts,  and  models  of  clinical  ex- 
periences with  200  cases  of  major  fractures  in  civil- 
ians treated  by  open  reduction  and  internal  skeletal 
fixation  during  a five-year  period.  Advantages  and 
relative  safety  in  the  operative  treatment  of  frac- 
tures with  adjuvant  sulfonamide  and  penicillin  ther- 
apy are  detailed.  Methods  of  fixation  found  most 
satisfactory  from  the  viewpoint  of  functional  result 
and  decreased  morbidity  illustrated. 
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Intervertebral  Foramen  Studies 

Lee  A.  Hadley,  M.D. 

Syracuse 

Anatomic  specimens  with  corresponding  radio- 
graphs and  biopsy  sections,  some  of  them  embedded 
in  plastic.  Normal  and  abnormal  intervertebral 
foramens  are  illustrated. 

Chest  and  Shoulder  Pain: 

Treatment  by  Block  of  Somatic  Trigger  Areas 

Janet  Travell,  M.D. 

Seymour  H.  Rinzler,  M.D. 

* Audrie  L.  Bobb,  M.D. 

Lawrence  V.  Hanlon,  M.D. 

Cornell  University  Medical  College 

Beth  Israel  Hospital 
New  York 

About  400  patients  with  chest  and/or  shoulder 
and  arm  pain,  who  had  trigger  areas  in  the  muscles 
of  the  shoulder  girdle,  were  studied.  Etiologic 
factors,  including  viscerosomatic  reflexes,  are  indi- 
cated. Usually,  pain  was  amenable  to  local  block 
of  trigger  areas,  i.e.,  infiltration  of  affected  muscles 
with  procaine  hydrochloride  or  spraying  the  over- 
lying  skin  with  ethyl  chloride.  Details  of  technics 
are  shown.  Success  with  these  methods  depends  on 
finding  trigger  areas  which  are  sources  of  pain.  This 
requires  knowledge  of  specific  patterns  of  referred 
pain  for  voluntary  muscles.  Several  patterns  are 
portrayed  which  appeared  frequently  in  these  so- 
matic pain  syndromes. 

Surface  Active  Solvents  in  Topical  Antibiotic 
Therapy 

Edwin  J.  Garce,  M.D. 

Grace  Clinic 
Brooklyn 

Vernon  Bryson,  Ph.D. 

Long  Island  Biological  Association 

Cold  Spring  Harbor 

Methods  and  clinical  results  of  topical  administra- 
tion of  penicillin  and  streptomycin  in  solutions  of 
reduced  surface  tension  with  enhanced  penetrative 
and  detergent  capacity.  Experimental  evidence  is 
presented  to  show  that  in  combination  with  selected 
surface  active  chemicals,  the  activity  of  penicillin 
is  synergistically  enhanced  when  tested  against  both 
normal  and  penicillin-resistant  bacterial  strains. 

Clinical  significance  of  multiple  chemotherapy  is 
considered  in  relation  to  origin  of  bacterial  resist- 
ance to  penicillin  and  streptomycin.  Advantages  of 
topical  application  and  increased  penetrative  capac- 
ity are  exhibited  as  of  fundamental  importance  in 
treatment  of  areas  of  isolated  infection. 

Clinical  experience  in  aerosol  therapy  and  other 
forms  of  topical  administration  reviewed  in  cases  of 
respiratory  disease,  including  tuberculosis  and,  in 
general,  pyogenic  infections  of  soft  tissue  and  bone. 

The  Nutritional  Basis  of  Certain  Endocrine 
Disorders 

Morton  S.  Biskind,  M.D. 

Beth  Israel  Hospital 
New  York 

Evidence  is  presented  that  impairment  of  hepatic 
function  on  a nutritional  basis  is  etiologically  re- 
lated to  endocrine  disturbances  in  which  the  estro- 
gen-androgen equilibrium  is  altered  (in  the  female: 
menometrorrhagia,  cystic  mastitis,  premenstrual 
tension,  neoplasms  of  breast  and  uterus,  certain 


types  of  dysmenorrhea,  postpartum  subinvolution 
of  the  uterus;  in  the  male:  diminished  libido  and 
potency,  testicular  atrophy,  infertility,  gyneco- 
mastia, and  certain  types  of  endocrine  obesity)  and 
in  diabetes.  Lesions  of  avitaminosis  which  occur 
in  these  conditions  (and,  in  the  case  of  menometror- 
rhagia, the  associated  estrogenic  endometriums)  and 
heaHng  of  the  avitaminotic  lesions  under  nutritional 
therapy,  in  association  with  subsidence  of  the  en- 
docrine disorders,  are  illustrated  in  kodachrome. 

Treatment  of  Chronic  Salpingitis  with  Benzyl 
Cinnamate  Ester  (Jacobson’s  Solution) 

Morris  I.  Eisenstein,  M.D. 

Harlem  Hospital 
New  York 

A female  pelvic  anatomic  chart,  as  well  as  one 
showing  result  of  therapy. 

American  Association  for  the  Study  of  Goiter 

Committee  on  Thyroid  Cancer 

Allen  Graham,  M.D. 

Eastchester 

John  C.  McClintock,  M.D. 

Albany 

Gustavus  H.  Klinck,  Jr.,  M.D. 

Troy 

Colored  photomicrographs  illustrating  criteria  for 
diagnosis  of  malignant  disease  of  the  thyroid  gland 
and  typical  examples  of  various  types  of  neoplasms 
of  this  organ.  Age  and  sex  incidence  shown  by 
charts  and  posters. 

The  Gastroesophageal  Circulation  and  In- 
nervation . 

Gregory  L.  Robillard,  M.D. 

Alfred  L.  Shapiro,  M.D. 

Brooklyn  Cancer  Institute 
Brooklyn 

The  surgical  and  variational  anatomy  of  the  ar- 
terial and  venous  circulation  and  vagal  and  sympa- 
thetic nerve  supply,  primarily  of  the  thoracic 
esophagus  and  upper  stomach,  presented  in  a series 
of  mounted  dissections,  transparent  specimens, 
diagrams,  and  charts.  Clinical  significance  of  these 
structures,  with  particular  reference  to  the  opera- 
tive procedures  of  esophagectomy,  vagotomy,  and 
gastrectomy  illustrated. 

, Midplane  Angle  Pelvimetry 

Gemma  Barzilai,  M.D. 

New  York 

Charts  illustrating  a new  system  of  pelvimetry 
give  evidence  of  the  relationship  between  the  morpho- 
logic characters  of  the  obstetric  pelvis  and  the 
mechanism  of  labor. 

Osseous  Tumors  in  Childhood 

Harold  W.  Dargeon,  M.D. 

Bradley  L.  Coley,  M.D. 

Norman  L.  Higginbotham,  M.D. 

Memorial  Hospital 
New  York 

Tumors  of  the  bones  in  childhood  may  clinically 
simulate  a variety  of  diseases.  Trauma,  acute  and 
chronic  infections,  rheumatic  fever,  orthopedic  de- 
fects, vitamin  deficiencies,  and  endocrine  disorders 
may  produce  symptoms  which  resemble  bone  tumors. 

Examples  of  osseous  tumors  and  diseases  of  bone 
from  which  they  must  be  differentiated  are  shown. 
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Polyps  of  the  Colon  and  Rectum* 

George  E.  Binkley,  M.D. 

Michael  R.  Deddish,  M.D. 

Douglas  Sunderland,  M.D. 

Memorial  Hospital 
New  York 

Transparencies  illustrating  diagnosis,  treatment, 
and  histologic  appearance  of  miscellaneous  polyps 
of  the  colon  and  rectum. 

Wilms’  Tumors  in  Children 

Charles  Hazzard,  M.D. 

Meyer  Melicow,  M.D. 

Reginald  Seidel,  M.D. 

Columbia-Presbyterian'  Medical  Center 
New  York 

Tables  and  charts  illustrating  clinical  facts, 
therapy,  and  pathology  relating  to  23  cases  of 
Wilms’  tumors  in  children  admitted  to  the  Pediatric 
Department  and  Squier  Urological  Clinic  of  the 
Columbia-Presbyterian  Medical  Center  from  1931 
to  1947,  inclusive. 

Clinical  photographs  and  photographs  of  gross 
and  microscopic  pathology  material.  Photographs 
of  radiographs  to  include  pyelograms  and  metastatic 
lesions  and  kodachromes  relating  to  the  cases  pre- 
sented. 

Aspiration  of  Bone  Marrow  from  the  Iliac 
Crest:  Technical  and-  Diagnostic  Advantages 

Michael  A.  Rubinstein,  M.D. 

Montefiore  Hospital 
New  York 

Bone  marrow  can  be  obtained  easily,  safely,  and 
repeatedly  from  the  iliac  crest.  It  may  at  times 
provide  information  not  obtainable  from  the  ster- 
nal aspiration. 

Studies  of  bone  marrow  were  performed  simul- 
taneously in  sternal  and  iliac  aspirations  in  nearly 


300  different  cases.  The  diagnostic  advantages  of 
iliac  versus  sternal  bone  marrow  studies  were  seen 
in  some  cases  of  infiltrative  diseases  of  the  bone 
marrow,  such  as  metastatic  lesions  of  various  neo- 
plastic diseases,  multiple  myeloma,  and  some  early 
phases  of  leukemia. 

Examples  are  abstracted  where  the  diagnosis  was 
arrived  at  on  the  basis  of  iliac  bone  marrow  studies. 

Management  of  Erythroblastosis  Fetalis 

Harry  Wallerstein,  M.D. 

Alfred  Schwarz,  M.D. 

Jewish  Memorial  Hospital 
Morrisania  City  Hospital 
Queens  General  Hospital 
New  York 

Kodachromes  depict  basic  pathology  believed 
responsible  for  failure  of  former  methods  of  therapy. 
Former  routines  and  resultant  mortality  rates  com- 
pared with  present  series.  Criteria  for  diagnosis 
and  indications  for  blood  substitution  and  other 
forms  of  treatment  are  given  with  significant  case 
histories.  Methods  of  blood  substitution  (including 
sagittal  sinus,  radial  artery,  and  umbilical  vein 
technics)  illustrated  by  kodachromes  and  manikin 

Isoimmunization  with  the  A and  B Factors  and 
Its  Relation  to  Hemolytic  Disease  of  the 
Newborn 

Silik  H.  Polayes,  M.D. 

Cumberland  Hospital 
Prospect  Heights  Hospital 
Brooklyn 

Charts,  figures,  and  photographs  of  gross  and 
microscopic  specimens  showing  that  the  high  titer 
anti-A  and  anti-B  agglutinins  in  mothers  of  hetero- 
specific pregnancy  may  be  pathogenetically  related 
to  the  hemolytic  disease  which  occurs  in  certain 
newborns  whose  mothers  are  Rh  positive. 


Exhibit  Area 
Parlor  A 
Parlor  B 


Effect  of  Various  Estrogens  on  the  Vaginal 
Mucosa 

Mildred  Vogel,  Sc.D. 

Thomas  H.  McGavack,  M.D. 

Joseph  Mellow,  M.D. 

Metropolitan  Hospital  Research  Unit 
New  York 

Single  injections  of  estrogenic  preparation  were 
administered  to  postmenopausal,  menopausal,  and 
castrated  women.  The  estrogens  included  estradiol, 
estradiol  benzoate,  estradiol  dipropionate,  and  es- 
trone. Prior  to  and  for  several  days  after  each  in- 
jection, vaginal  smears  were  studied.  One  hundred 
and  sixty  test  cases  have  been  observed.  Changes 
in  the  smears  were  recorded  so  that  the  data  shows 
for  each  estrogenic  preparation  used:  (a)  lag-time, 
i.e.,  the  time  necessary  to  observe  any  effect,  ( b ) the 
duration  of  action  of  the  hormone,  and  (c)  the  degree 
of  estrogenic  response  obtained. 

Water  color  plates,  charts,  and  graphs  summarize 
the  data  and  illustrate  the  types  of  vaginal  smears 
observed. 


Basal  Cell  Epithelioma 

Anthony  C.  Cipollaro,  M.D. 

Wilbert  Sachs,  M.D. 

Adrian  Brodey,  M.D. 

New  York  Medical  College 
Flower  and  Fifth  Avenue  Hospitals 
New  York 

Clinical  photographs,  photomicrographs,  and 
charts,  illustrating  the  essential  features  of  basal  cell 
epitheliomas  with  emphasis  on  the  pigmented  type. 

The  Diagnosis,  Life  History,  and  Radiation 
Therapy  of  Pituitary  Tumors:  A Clinical 

Study  of  25  Cases,  1937  to  1947 

Bernard  Roswit,  M.D. 

Archie  Sheinmel,  M.D. 

Gustave  Kaplan,  M.D. 

U.S.  Veterans  Administration  Hospital 
Bronx 

The  tumors  of  the  pituitary  gland  are  of  special 
interest  because  of  their  profound  endocrine  dis- 
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turbances,  the  threat  to  vision,  and  striking  response 
to  radiation  therapy.  Our  ten-year  experience  with 
25  cases  of  pituitary  adenomas,  eosinophile,  baso- 
phile,  and  chromophobe  types  presented.  Graphic 
description  of  the  clinical  and  roentgen  diagnosis, 
the  dynamic  life  history  of  the  disease,  and  the  re- 
sults of  radiation  therapy.  The  diagnosis  and  treat- 
ment of  these  interesting  tumors  are  best  accomp- 
lished by  team  work  on  the  part  of  the  general 
medical  practitioner,  ophthalmologist,  neurologist, 
and  radiologist. 

Sarcomas  Induced  in  Rats  by  Implanting  Cello- 
phane 

B.  S.  Oppenheimer,  M.D. 

A.  P.  Stout,  M.D. 

E.  T.  Oppenheimer,  Ph.D. 

Department  of  Cancer  Research 
Columbia  University 
New  York 

Method  of  production  of  tumors  in  rats.  Fre- 
quency, nature,  and  transplantability.  Gross 
specimens  and  microphotographs.  Experimental 
results  should  be  taken  into  consideration  in  the 
matter  of  surgical  implantation  of  cellophane  in  man. 

Osteopathies  Encountered  in  the  Endocrine 
Clinic 

Rita  S.  Finkler,  M.D. 

George  M.  Cohn,  M.D. 

N.  James  Furst,  M.D. 

Newark  Beth  Israel  Hospital 
Newark,  New  Jersey 

The  group  consists  of  thyropituitary  dysfunction, 
Turner’s  syndrome,  Lorain-I.evi  dwarfism,  hypo- 
genitalism with  fibrous  dysplasia  of  bone,  pseudo- 
Froehlich’s  syndrome  with  osteogenesis  imperfecta, 
pituitary  adenoma  with  acromegalic  manifestations, 
macrosomia  genitalis  with  accelerated  bony  ma- 
turation, and  a differential  diagnosis  of  osteop- 
athies. These  patients  have  been  referred  by 
various  sources  and  have  demonstrated  a common 
denominator  of  osseous  pathologic  change.  In  some 
instances,  the  etiology  could  be  definitely  assumed 
to  be  endocrine  dysfunction;  in  others,  no  definite 
endocrine  etiology  could  be  demonstrated,  even 
though  these  cases  were  referred  under  the  assump- 
tion that  some  obscure  endocrinopathy  was  present. 
Clinical  photographs,  x-ray  prints,  laboratory  data. 

Criteria  for  Effective  Varicose  Vein  Therapy 

I.  A.  Brunstein,  M.D. 

Stuyvesant  Polyclinic 
New  York 

Interpretation  of  the  Trendelenburg  test  in  rela- 
tion to  the  anatomic  distribution  of  varicose  veins 
in  the  lower  extremities  is  evaluated.  Criteria  for 
the  selection  of  the  proper  method  of  treatment  of 
individual  cases  of  varicosities  are  presented.  An 
appliance  with  which  to  execute  the  Trendelenburg 
test  in  cases  with  wide  distribution  is  shown. 

Sterility:  Its  Causes,  Investigation,  and 
Treatment 

Samuel  L.  Siegler,  M.D. 

Unity  Hospital 
Brooklyn  Women’s  Hospital 
Brooklyn 

Causes  of  sterility,  methods  of  investigation,  and 
results  in  a series  of  1,500  infertility  cases.  The  ex- 


hibit is  in  the  form  of  a book  so  that  one  can  peruse 
it  in  series.  Each  page  contains  a different  factor 
showing  the  probable  cause  of  the  infertility.  Photo- 
graphs (colored  and  black  and  white)  and/or  lined 
drawings.  The  final  page  shows  the  results  in  the 
treatment  of  these  infertility  cases  both  in  legend 
and  pie  chart  demonstration. 

Histamine  Antagonists  in  Allergy 

Emanuel  Schwartz,  M.D. 

L.  Levin,  M.D. 

H.  Leibowitz,  M.D. 

I.  M.  Kurtz,  M.D. 

J.  Reicher,  M.D. 

J.  F.  Kelly,  M.D. 

J.  Wolf,  M.D. 

Long  Island  College  of  Medicine 
Long  Island  College  Hospital 
Brooklyn 

A comparative  experimental  and  clinical  study 
of  pyribenzamine,  benadryl,  antistine,  neohetra- 
mine,  theophorin  (Nu  1504),  histadyl  (01013),  and 
neo-antergan.  Transparencies  illustrate  the  effects 
of  the  antihistaminic  drugs  on  histamine  and  aller- 
gic skin  wheals  and  cumulative  data  relating  to  their 
clinical  value  and  limitations. 

Cardiovascular  Allergy 

Joseph  Harkavy,  M.D. 

Mount  Sinai  Hospital 
New  York 

Part  1 deals  with  clinical  syndromes  in  the 
peripheral  vessels  and  heart  resulting  from  hyper- 
sensitiveness  to  tobacco,  foods,  drugs,  serums,  and 
inhalants:  (a)  thrombo-angiitis  obliterans,  migrat- 

ing phlebitis,  intermittent  claudication;  ( b ) cardiac 
arrhythmias,  i.e.,  premature  contraction,  paroxys- 
mal tachycardia,  and  auricular  fibrillation,  angina 
pectoris,  and  coronary  artery  disease. 

Part  2 deals  with  hyperergic  vascular  disease 
associated  with  bacterial  allergy,  acute  arteritis, 
necrotizing  arteritis,  endarteritis  obliterans,  and 
periarteritis  nodosa  which  give  rise  to  bronchial 
asthma,  migrating  pulmonary  infiltrations  with 
eosinophilia,  cardiac  and  renal  involvement,  poly- 
serositis, etc. 

Management  of  Arterial  Emergencies 

Jere  W.  Lord,  Jr.,  M.D. 

Lester  Breidenbach,  M.D. 

Frederic  W.  Bancroft,  M.D. 

Thomas  J.  O’Kane,  M.D. 

S.  Potter  Bartley,  M.D. 

New  York  and  Brooklyn  Regional  Committee  on 
Fractures  and  Trauma  of  American  College 
of  Surgeons 

The  management  of  injuries  to  a major  artery  re- 
sulting from  an  accident  outside  the  hospital  or 
an  injury  during  the  course  of  an  operation  is  pre- 
sented. Vascular  equipment,  first  aid  and  emer- 
gency hospital  treatment,  definitive  surgical  pro- 
cedure, and  postoperative  care  are  outlined  and  il- 
lustrated. The  surgical  management  of  arterial 
emboli  is  discussed.  Organization  of  vascular  teams 
within  each  hospital  is  suggested  to  carry  out  these 
procedures.  Photographs  illustrating  technics  of 
arterial  anastomosis  and  vascular  equipment. 
Placards  describing  details  of  pre-  and  postoperative 
management.  Brochures. 
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Endocrine  Disturbances  of  the  Breast: 
Chronic  Cystic  Mastitis 

J.  H.  Morton,  M.D. 

T.  H.  McGavack,  M.D. 

New  York  Medical  College,  Flower  and  Fifth 
Avenue  Hospitals 
New  York 

The  normal  endocrine  physiology  of  the  female  is 
depicted  from  infancy  through  the  menopause.  A 
graphic  description  of  the  findings  in  the  child- 
bearing period,  illustrated  by  breast  and  endome- 
trial biopsies,  hormonal  assays,  vaginal  smears, 
basal  temperature  charts,  and  soft  tissue  x-rays  of 
the  breast,  is  given  in  detail. 

The  abnormal  changes  in  chronic  cystic  mastitis 
are  reviewed.  The  estrogen-progesterone  imbalance 
is  demonstrated  by  graphic  descriptions  and  models. 

Treatment  is  illustrated  by  a typical  case  report. 
The  part  played  by  the  hormonal  imbalance  in  this 
and  other  clinical  entities  is  shown. 

Arterial  Disease  in  the  Aged 

Benjamin  Jablons,  M.D. 

R.  Donald  Beck,  M.D. 

Victor  A.  Fink,  M.D. 

A.  H.  Wolfson,  B.S. 

Goldwater  Memorial  Hospital 
New  York 

Study  of  asymptomatic  and  symptomatic  pe- 
ripheral vascular  disease  in  aged  subjects  in  relation 
to  changes  in  other  vascular  areas,  i.e.,  cerebral, 
cardiac,  renal,  etc.,  and  to  metabolic  disturbances 
associated  with  diabetes  mellitus,  myxedema, 
nephritis,  etc.  Determination  of  compensatory 
vascular  adjustments  present  in  asymptomatic 
arteriosclerosis  obliterans  arteriography,  oscillo- 
metric  surface,  and  deep  temperature  determina- 
tion. Investigation  of  extent  of  reflex  proximal  and 
distal  vasospasm  and  the  effect  of  various  thera- 
peutic measures,  i.e.,  indirect  heat,  hypertonic 
saline,  priscol,  tubulin.  Effect  on  vasospasm  and 
vasomotor  tone  determined  by  above  procedures 
as  well  as  by  tissue  and  capillary  pulse  studies. 

Intravenous  Procaine 

David  J.  Graubard,  M.D. 

Milton  H.  Waldman,  M.D. 

Raphael  W.  Robertazzo,  M.D. 

Reconstruction  Hospital,  Post-Graduate  Medical 

School  and  Hospital 
New  York 

Translucid  diagrams  and  pictures  showing:  (1) 
the  normal  topography  of  the  capillary  unit  (after 
Zweifach),  the  origin  of  the  stimulus  in  the  unit, 
early  stages  of  inflammation,  and  restoration  of  nor- 
mal function  following  intravenous  procaine;  (2) 
colored  transparencies  of  sympathetic  reflex  dys- 
trophy (causalgia)  of  hands  before,  during,  and 
after  procaine  infusions  with  radiographic  pictures; 
(3)  statistical  analysis  of  the  types  of  cases,  number 
of  infusions  given  in  each  category,  the  average 
number  of  infusions  required,  and  results  following 
use  of  intravenous  procaine;  (4)  an  instrument  for 
regulating  the  flow  of  parenteral  fluids  (intravenous 
procaine  in  saline,  5 per  cent  dextrose  in  distilled 
water,  plasma,  whole  blood,  amino  acids). 

Treatment  of  Upper  Respiratory  Infections 
with  Balanced  Suction  and  Pressure 

Gervais  W.  McAuliffe,  M.D. 

George  C.  Mueller,  M.D. 


New  York  Hospital 
New  York 

Demonstration  of  several  instruments  used  in  the 
treatment  of  infections  of  the  tonsils  and  the  para- 
nasal sinuses  using  the  principle  of  balanced  suction 
and  pressure.  The  development  of  these  instru- 
ments over  a period  of  years  will  be  traced  by  an  ex- 
hibit of  some  of  the  early  original  instruments. 

Surgical  Treatment  of  Recurrent  Acute 
Pancreatitis 

Henry  Doubilet,  M.D. 

New  York  University,  College  of  Medicine 
New  York 

Diagrams  describe  the  various  hormones  formed 
in  the  intestinal  tract  and  the  modes  of  their  separa- 
tion and  purification.  Various  types  of  secretin 
are  shown  and  the  results  obtained  by  the  secretin 
test  described.  The  methods  employed  for  demon- 
strating the  common  passageway  between  the  bile 
and  pancreatic  ducts  are  shown  by  secretin  and 
cholangiographic  studies.  The  relation  of  this  con- 
dition to  recurrent  acute  pancreatitis  is  demon- 
strated and  the  means  of  preventing  reflux  of  bile 
into  the  pancreatic  duct  by  sectioning  the  sphincter 
of  Oddi  with  a special  instrument.  The  results  of 
this  operation  are  demonstrated  by  cholangiographic 
and  kymographic  studies.  A model  of  the  anatomy 
ol  this  region  is  shown. 

Diagnosis  and  Management  of  the  Postcho- 
lecystectomy Syndrome 

R.  Franklin  Carter,  M.D. 

J.  Russell  Twiss,  M.D. 

New  York  Post-Qraduate  Hospital 
New  York 

Review  of  a series  of  patients  having  symptoms 
following  operations  on  the  biliary  tract,  giving 
procedures  employed  to  determine  the  cause  of  the 
symptoms,  the  diagnoses  of  the  conditions  con- 
sidered responsible,  the  medical  and  surgical  pro- 
cedures utilized  in  treatment,  and  the  followup  re- 
sults. 

Early  Diagnosis  of  Cancer:  Cancer  Teaching 
Models 

Leonard  B.  Goldman,  M.D. 

Abram  Belskie,  F.N.S.S. 

New  York  Medical  College 
New  York 

Life-size,  full  colored,  latex  models  permitting 
palpation  of  precancerous  lesions  and  early  cancers 
of  various  organs  and  parts  of  the  body.  The 
models  include:  a head  with  interchangeable 

tongues,  a female  bust  demonstrating  the  radical 
mastectomy  procedure,  breasts  (cancer,  fibroade- 
noma, cyst,  cystic  mastitis),  gynecologic  model  with 
interchangeable  cervices,  male  in  knee-chest  posi- 
tion for  prostatic  palpation,  and  stomach. 

The  Shoulder-Hand  Syndrome  in  Reflex 
Dystrophy:  Diagnosis  and  Treatment 

Otto  Steinbrocker,  M.D. 

Richard  Marton,  M.D. 

Bellevue  Hospital 
New  York 

A pictorial  review  of  this  syndrome  in  its  various 
stages,  supplemented  by  outlines  of  diagnostic  fea- 
tures and  etiology.  A brief  summary  and  an  illus- 
tration of  the  postulated  underlying  mechanism. 
Outline  of  therapeutic  methods  with  drawings  and 
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illustrations  of  the  treatment  of  choice:  stellate 

ganglion  block,  together  with  an  analysis  of  im- 
mediate results  and  follow-up. 

Diarrheal  Diseases:  Diagnosis  and  Treatment 
William  Z.  Fradkin,  M.D. 

Jewish  Hospital  of  Brooklyn 
Brooklyn 

Charts,  models,  specimens,  and  instruments  il- 
lustrating the  diagnosis  and  treatment  of  diarrheal 
diseases. 


Electroencephalographic  Studies  in 
Encephalitis 

Burton  M.  Shinners,  M.D. 

Betsey  Rochester,  M.D. 

Children’s  Hospital  of  Buffalo 
Buffalo 

Brain-wave  studies  in  the  encephalitis,  poliomye- 
litis, measles,  mumps,  chickenpox,  and  nonspecific 
encephalitis.  In  these  children,  we  have  follow-up 
records  as  well  as  clinical  studies  in  a total  group. 


Mezzanine 


Crutches  in  American  History 

Sigmund  Epstein,  M.D. 

New  York 
Photographs  and  color  prints. 

Causes  of  Blindness 

Franklin  M.  Foote,  M.D. 

National  Society  for  the  Prevention  of  Blindness, 
Inc. 

New  York 

Presenting  graphically  and  through  a series  of 
paintings  the  leading  causes  of  blindness  and  indi- 
cating the  problems  in  research  and  education  which 
are  of  most  importance  in  prevention  of  blindness 
programs. 

A Five-Point  Medical  Program  for  a Small 
Industrial  Plant 

J.  M.  Krich,  M.D. 

In  Cooperation  with  Visiting  Nurse  Service  of  New 
York 

How  a medical  program  can  be  instituted  in  a 
small  industrial  plant.  Shows  the  pre-employment 
examination,  safety  program,  treatment  of  the  in- 
dustrial worker,  the  time  motion  study  and  other 
engineering  phases,  and  how  absenteeism  can  be 
reduced.  These  five  points  will  demonstrate  how 
the  medical  department  functions,  what  it  can  ac- 
complish, and  the  advantages  that  both  labor  and 
management  derive. 

Medical  Procedure  in  Workmen’s  Compensa- 
tion 

Willis  M.  Weeden,  M.D. 

New  York  State  Workmen’s  Compensation  Board 
New  York 

Documents  used  in  preparing  a case  in  compensa- 
tion, the  relationship  of  the  physician  to  the  case, 
the  various  steps  followed  illustrating  the  impor- 
tance and  urgency  of  the  medical  reports,  the  inter- 
relationship between:  (1)  the  attending  physician, 
(2)  the  carrier’s  physician,  (3)  the  State  examiner, 
and  (4)  possible  consultants. 

Wall  charts,  examples  of  forms,  and  pertinent 
points  of  the  law. 

Council  Committee  on  Public  Health  and 
Education 

O.  W.  H.  Mitchell,  M.D.,  Chairman 
Medical  Society  of  the  State  of  New  York 
Charts  show  activities  of  this  Committee,  em- 


phasizing help  given  to  county  medical  societies 
in  arranging  programs. 

How  the  Society  Serves  the  Physician 
Medical  Society  of  the  State  of  New  York 

How  the  Society  serves  the  physician  is  important 
to  every  member.  This  exhibit  presents  graphically 
the  services  of  the  various  departments. 

The  Directory 

Medical  Society  of  the  State  of  New  York 

Here  is  an  opportunity  for  you  to  see  just  exactly 
what  the  Directory  “Blue  Book”  contains.  The 
new  edition  is  the  largest  and  best  indexed  Directory 
the  Society  has  ever  published. 

Changes  in  biographic  data  for  the  1949  edition 
may  be  left  at  this  exhibit. 

Voluntary  Prepayment  Medical  Care  Plans 

George  P.  Farrell 

Bureau  of  Medical  Care  Insurance 

Medical  Society  of  the  State  of  New  York 
New  York 

Colored  map  of  New  York  State  indicating  areas 
served  by  each  of  the  six  voluntary  plans,  graphs 
illustrating  growth  in  enrollment  and  benefits  to 
members. 

Iron  Men  of  Medicine 

Medical  Society  of  the  State  of  New  York 

This  special  exhibit  is  designed  by  the  Society  to 
give  every  physician  attending  the  convention  an 
opportunity  to  view  the  material  included  in  the 
special  Commemorative  Brochure  entitled,  “20,000 
Years  of  Service.”  The  brochure  is  a limited  edition, 
and  individual  copies  will  not  be  available. 

Serving  Those  Who  Serve 
The  Journal 

Medical  Society  of  the  State  of  New  York 

The  New  York  State  Journal  of  Medicine 
exhibit  this  year  is  designed  to  show  that  the  Jour- 
nal and  the  practicing  physician  are  “partners  in 
service.” 

As  an  indication  of  the  Journal’s  editorial  focus 
on  the  individual  physician,  you  are  invited  to  stop 
and  have  a free  souvenir  photograph  taken  of  your- 
self. 

The  Editorial  Staff  invites  your  contributions  of 
news  items  and  scientific  articles. 
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Report  of  the  President 


To  the  House  of  Delegates;  Gentlemen: 

The  past  year  has  been  a busy  one  for  the  State 
Society,  and  it  has  had  many  problems  to  face. 

One  of  the  first  problems  was  malpractice  defense 
and  insurance.  At  the  1947  meeting  of  the  House,  a 
lengthy  report  was  made  covering  the  matter  for  the 
past  eleven  years.  New  rates  were  agreed  upon. 
It  was  with  a considerable  shock,  therefore,  that  the 
Council  learned  in  September  that  the  Yorkshire 
Indemnity  Company  refused  to  continue  carrying 
our  insurance.  After  conferences  between  the  in- 
surance company  and  the  Malpractice  Board,  the 
company  agreed  to  continue  carrying  the  insurance 
at  greatly  increased  rates  for  downstate  New  York 
and  at  the  same  rates  for  upstate.  The  Council 
was  forced  to  accept  these  rates  in  order  to  protect 
our  members.  There  was  no  time  to  make  other 
arrangements.  Regardless  of  whether  or  not  the 
increased  rates  are  justified,  the  peremptory  action 
of  the  insurance  company  caused  considerable  re- 
sentment among  the  Officers  and  Council.  The 
Malpractice  Board  is  working  hard  on  the  subject, 
and  it  is  hoped  that  a more  satisfactory  solution 
than  exists  at  present  can  be  found.  The  matter 
of  carrying  our  own  insurance  is  being  carefully 
studied.  A more  detailed  report  will  be  found  in  the 
Report  of  the  Malpractice  Defense  and  Insurance 
Board.  The  Board  deserves  the  confidence  of  the 
Society  as  it  is  in  no  way  responsible  for  the  present 
situation. 

The  Journal  continues  to  grow  in  circulation  and 
in  editorial  standards.  Dr.  Kosmak  is  deserving  of 
the  gratitude  of  the  Society  for  the  able  manner  in 
which  he  has  managed  the  Journal.  I am  con- 
siderably concerned,  however,  about  the  advertising 
content  of  the  Journal.  Our  Journal  is  one  of 
four  state  journals  that  does  not  adhere  to  the  stand- 
ards of  the  American  Medical  Association,  Council 
on  Pharmacy  and  Chemistry.  This  Council  was 
organized  in  1905  to  establish  a series  of  principles 
that  would  aid  in  differentiating  between  useful  and 
useless  drugs,  between  those  sold  with  honest  and 
dishonest  claims,  between  those  based  on  scientific 
evidence  and  those  sold  without  such  evidence.  It 
has  served  notably  for  the  advancement  of  medical 
science.  The  Council  and  scientific  medicine  de- 
serve the  earnest  support  of  our  members  and  of  our 
Society. 

The  editorial  standard  of  our  Journal  is  high 
and  constantly  increasing.  The  advertising  stand- 
ard, although  somewhat  better  than  a year  ago,  is 
not  on  the  same  plane.  I feel  that  it  is  most  un- 
fortunate that  we  cannot  look  with  the  same  pride 
on  the  advertising  content  of  our  Journal  as  we  do 
on  its  scientific  content.  There  may  be  room  for 
argument  when  a product  is  rejected  only  because 
it  has  a trade  name,  but  there  certainly  can  be  no 
argument  when  a product  is  rejected  by  the  Council 


for  failure  to  meet  high  scientific  standards.  I do 
not  doubt  that  the  revenue  from  advertising  would 
fall  off  if  we  adhered  to  the  Council  standards,  but  is 
the  increased  revenue  worth  the  sacrifice  of  scientific 
standards?  Personally,  I think  not. 

Legislative  problems  are  always  with  us,  and 
doubtless  we  shall  have  the  usual  number  this  year. 
We  are  constantly  beset  to  effect  a compromise  on 
the  chiropractic  situation.  If  chiropractic  is  based  j 
on  a fraudulent  theory,  and  we  believe  it  is,  we 
should  certainly  be  lowering  ourselves  to  stoop  to 
compromise  on  a matter  of  principle.  A special 
committee  report  is  forthcoming  on  the  whole  sub- 
ject of  cult  practice  which  will  clarify  the  matter  of  i 
cult  practice  and  the  often-debated  basic  science  law.  j 

Dr.  Mitchell’s  Committee  on  Public  Health  and  * 
Education,  with  its  numerous  subcommittees,  under 
his  able  leadership,  continues  to  grow  in  effective- 
ness and  progressiveness.  It  is  impossible  to  place 
too  high  a valuation  on  the  work  of  this  committee 
for  the  Society  and  its  members. 

Since  the  last  meeting  of  the  House,  a new  State 
Health  Commissioner  has  been  appointed,  Dr. 
Herman  E.  Hilleboe.  Dr.  Hilleboe  has  been  most 
cooperative  with  the  State  Society  and  the  same 
cordial  relationships  with  the  State  Health  Depart- 
ment that  existed  when  Dr.  Godfrey  was  Com- 
missioner are  being  continued. 

Our  Public  Relations  Bureau  continues  to  do 
effective  work,  and  its  publications  receive  wide 
notice  and  approval.  This  Bureau  is  helping  to  set 
up  Speakers’  Bureaus  in  the  different  county 
societies  and  to  impress  on  these  societies  the  im- 
portance of  their  being  active  in  furthering  good 
public  relations  and  in  educating  the  public.  Great 
credit  is  due  Dr.  Floyd  S.  Winslow,  Mr.  Dwight 
Anderson,  and  Mr.  Thomas  E.  Walsh. 

The  office  administration  has  been  placed  on  a 
sounder  business  basis.  Our  finances  are  in  good 
condition.  While  we  had  a deficit  for  1947,  this  was 
due,  in  part,  to  increased  activities  and,  largely,  tc 
decreased  income  because  of  remissions  of  dues  foi 
military  service.  The  amount  to  be  remitted  ir 
1948  will  be  much  less  and  the  recent  increase  in  dues 
authorized  by  the  House  last  May  will  ease  the 
financial  strain. 

In  attending  the  meetings  of  the  eight  Distric 
Branches,  I was  impressed  by  the  important  pari] 
these  play  upstate.  They  are  of  less  importance 
downstate  where  there  is  so  much  competition  wit) 
other  meetings.  It  is  my  opinion  that  the  Branche 
should  not  be  disbanded,  but  that,  perhaps,  a differ 
ent  type  of  meeting  should  be  arranged  for  thos> 
which  include  large  cities,  with  more  stress  laid  o) 
the  economic  and  legislative  side  of  medicint 

With  the  increasing  tasks  laid  upon  the  President 
the  position  entails  more  and  more  time  in  the  serv 
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ice  of  the  Society.  This  load  could  be  eased  a little 
by  a new  arrangement  with  the  District  Branches. 
To  attend  all  eight  meetings  in  a single  year  requires 
not  only  a great  deal  of  time,  but  involves  difficulties 
in  meeting  the  schedule.  During  the  past  season,  it 
was  necessary  to  drive  all  night  in  order  to  be  present 
at  one  meeting.  I would  like  to  suggest  that  in  the 
future  the  President  attend  four  District  Branch 
meetings  and  the  President-Elect,  the  other  four. 
When  the  President-Elect  becomes  President,  he 
should  attend  the  four  he  did  not  attend  as  President- 
Elect.  In  that  way  he  would  cover  all  eight 
Branches  in  two  years  instead  of  in  one  and  it  would 
be  considerably  easier  for  him.  No  President  would 
like  to  suggest  this  for  himself,  but  I have  no  hesi- 
tancy in  suggesting  it  for  my  successors. 

Workmen’s  Compensation  is  covered  in  another 
report.  There  has  been  a good  deal  of  dissatis- 
faction expressed  over  the  new  fee  schedule,  but 
final  decision  has  not  been  reached  at  this  writing 
and  it  is  hoped  a satisfactory  solution  will  be  found. 
The  special  advisory  committee,  under  the  chair- 
manship of  Dr.  Nathan  B.  Van  Etten,  has  worked 
many  hours  on  this  difficult  problem. 

Our  Constitution  and  Bylaws  provide  that  in  case 
of  the  death  of  the  President,  the  President-Elect 
shall  become  President,  serve  the  balance  of  that 
term,  and  then  serve  one  of  his  own.  Due  to  the  un- 
timely death  of  Dr.  Hale,  I became  President  four 
months  ahead  of  time  and  will  have  served  sixteen 
months  at  the  time  of  the  Annual  Meeting.  We 
hope  we  shall  never  be  so  unfortunate  again  as  to 
lose  a President,  but  it  can  happen.  Also  it  could 
happen  very  early  in  his  term  so  that  the  President- 
Elect  might  have  to  serve  nearly  two  years.  Know- 
ing by  personal  experience  the  responsibility  and 
work  the  office  entails,  it  is  my  opinion  that  such  a 
period  is  too  long.  I suggest,  therefore,  that  an 
amendment  be  considered  by  the  House  to  the  effect 
that  if  the  President  dies  during  the  first  six  months 
of  his  term,  the  President-Elect  serve  out  that  term 
and  then  retire,  a new  President  being  elected  to 
serve  the  following  year.  If  the  President  dies  dur- 


ing the  second  six  months  of  his  term,  then  the  Presi- 
dent-Elect should  serve  out  the  unexpired  term  and 
also  one  of  his  own.  Even  that  would  be  a long  time, 
but  to  change  a President  after  less  than  six  months 
would  be  too  confusing. 

Last  year  I offered  an  amendment  to  increase  the 
size  of  the  Board  of  Trustees  to  nine,  and  to  provide 
that  no  member  could  serve  more  than  two  terms. 
It  is  still  my  opinion  that  this  would  be  a beneficial 
move.  'While  our  Board  of  Trustees  is,  and  always 
has  been,  very  able  and  conscientious,  it  is  my 
opinion  that  the  finances  of  the  Society  warrant  a 
larger  body  for  their  management.  Likewise,  in 
order  to  encourage  younger  men  to  become  active  in 
the  Society,  a limit  on  the  tenure  of  office  is  advis- 
able. 

During  the  past  year  we  have  finally  moved  into 
more  commodious  quarters  and  this  will  make  for 
greater  efficiency  all  around.  Prior  to  the  move, 
every  department  was  overcrowded  and  two  depart- 
ments were  even  on  a different  floor. 

No  one  could  hold  this  office  of  President  without 
being  duly  appreciative  of  those  in  the  administra- 
tive office  and  the  bureaus  of  the  Society.  Mr. 
Anderson,  Mr.  Farrell,  Dr.  Kaliski,  and  Miss 
Dougherty  have  all  been  most  cooperative  and  help- 
ful. To  Dr.  Anderton,  I cannot  begin  to  express  my 
appreciation  for  the  help  he  has  given  me  and  the 
many  tasks  he  has  taken  off  my  shoulders.  Quiet 
and  unassuming,  he  is  a tower  of  strength  to  the 
Society  and  a bulwark  to  the  President. 

The  many  committees  of  the  Society  are  deserving 
of  gratitude  for  the  work  they  have  done  and  are 
doing.  I wish  to  extend  my  thanks  to  them,  also. 

Finally,  to  the  members  of  the  House,  I wish 
again  to  express  my  appreciation  of  the  great  honor 
you  conferred  on  me  two  years  ago,  in  electing  me  to 
the  office  of  President.  It  has  been  a rare  privilege 
to  serve  you. 

Respectfully  submitted, 

Louis  H.  Bauer,  M.D.,  President 


Report  of  the  Secretary 


To  the  House  of  Delegates;  Gentleman; 

Membership. — Elected  in  1947  were  1,542  new 
members;  129  were  reinstated.  The  net  increase 
for  the  year,  as  shown  below,  was  779. 


Membership — 1946 20,524 

New  members — 1947 1,542 

Reinstated  members— 1947. . 129  22,195 

Deaths — 1947 253 

Resignations — 1947 426 

Licenses  revoked — 1947 6 685 


21,510 

1947  delinquent  members 207 

Total  membership — 1947  . . . 21,303 

82  members  are  in  the  service  of  our  country. 

Honor  counties  (none  of  whose  members  failed  of 
their  dues  in  1947)  include  Cayuga,  Chemung, 
Clinton,  Columbia,  Dutchess,  Essex,  Greene,  Lewis, 
Livingston,  Orange,  Putnam,  Richmond,  Schuyler, 
Seneca,  Tioga,  Tompkins,  Warren,  Wayne,  Wyo- 
ming, and  Yates. 


Comparative 

follow: 

totals  of 

membership 

since 

1936 

. . 14,662 

1942 

. 18,313 

1937 

. . 15,529 

1943 

. 18,652 

1938 

. .16,177 

1944 

.18,941 

1939 

. . 16,785 

1945 

.19,234 

1940 

. . 17,400 

1946 

.20,524 

1941 

.17,781 

1947 

21,303 

Publications. — The  1947  Medical  Directory  of 
New  York,  New  Jersey  and  Connecticut  was  dis- 
tributed in  the  late  summer  and  early  fall.  Owing 
to  the  fact  that  this  was  our  first  Directory  since  1942, 
and  as  it  included  many  physicians  recently  re- 
turned from  service  with  the  armed  forces,  quite  a 
number  of  errors  appeared.  However,  the  Publi- 
cation Committee  has  every  reason  to  expect  very 
few  mistakes  in  the  next  issue,  which  is  now  in 
preparation. 

The  New  York  State  Journal  of  Medicine  has 
continued  to  improve  its  reputation  both  for  edi- 
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torials  and  scientific  content.  The  Editorial  Board, 
under  the  able  management  of  Dr.  George  W. 
Kosmak,  is  ever  alert  to  improve  your  Journal. 

Council. — Immediately  after  the  adjournment 
of  this  House  last  May,  the  Council  organized. 
At  the  June  meeting,  all  matters  referred  to  it  from 
this  House  were  presented  by  your  Secretary  who 
subsequently  helped  route  them  to  Council  Com- 
mittees. These  matters  are  reported  to  this  House 
in  various  parts  of  the  Annual  Report  of  the  Council. 

During  the  past  year,  after  nomination  by  the 
Council,  Dr.  O.  W.  H.  Mitchell  was  appointed  a 
member  of  the  New  York  State  Joint  Hospital 
Survey  and  Planning  Commission.  The  Council 
nominated  Dr.  Harold  R.  Merwath  for  membership 
on  the  State  Board  of  Psychiatric  Examiners;  Dr. 
Kenneth  Horton,  to  be  a member  of  the  New  York 
State  High  School  Athletic  Protection  Plan,  Inc.; 
and  Dr.  Albert  F.  R.  Andresen  to  the  Advisory 
Commission  of  the  New  York  State  Institute  of  Ap- 
plied Arts  and  Sciences. 

The  conference  room  in  the  new  quarters  of  your 
Society,  on  the  seventh  floor  of  292  Madison  Ave- 
nue, New  York  City,  was  placed  at  the  disposal  of 
the  Committee  on  Nursing  of  the  House  of  Dele- 
gates of  the  American  Medical  Association,  and  at 
the  disposal  of  the  Economics  Committee  of  the  Co- 
ordinating Council  of  the  Five  Metropolitan  County 
Societies.  It  has  also  been  used  for  meetings  of  the 
Board  of  Directors  of  the  Physicians’  Home,  Inc. 

Last  December,  as  the  result  of  a request  from 
Dr.  Herman  E.  Hilleboe,  New  York  State  Com- 
missioner of  Health,  the  Subcommittee  on  Indus- 
trial Health  of  the  Committee  on  Public  Health  and 
Education  had  its  function  and  name  changed,  to 
be  known  now  as  the  Subcommittee  on  Industrial 
Health  and  Accident  Prevention.  A Subcommittee 
on  Nutrition  was  also  created  at  Dr.  Hilleboe’s 
request.  This  Committee  has  acted  in  an  advisory 
capacity  to  the  Commissioner. 

On  November  13,  1947,  at  the  request  of  Dr. 
Joseph  J.  Witt,  Chairman  of  the  Session  on  Chest 
Diseases  of  the  Medical  Society  of  the  State  of 
New  York,  the  Council  voted  to  recommend  that 
this  House  of  Delegates  create  a Section  on  Chest 
Diseases,  thereby  dissolving  the  corresponding 
Session.  A Section  has  two  meetings  during  our 
Annual  Meeting,  whereas  a Session  meets  only 
once.  Also,  a Section  is  entitled  annually  to  elect  a 
Chairman,  a Secretary,  and  its  delegate  to  be  a mem- 
ber of  this  House.  [See  Bylaws,  Chapter  XII,  Sec- 
tion 1 and  Section  3,  and  Chapter  II,  Section  1 (d) . ] 

Also  during  the  past  year,  the  Council  invited  the 
American  Medical  Association  House  of  Delegates 
to  hold  its  1948  interim  session  in  New  York  City. 
This  was  declined  in  favor  of  St.  Louis,  Missouri. 
However,  an  invitation  for  the  1949  interim  session 
has  not  yet  been  acted  upon  by  the  Trustees  of  the 
American  Medical  Association.  Your  Council  also 
invited  the  American  College  of  Physicians  to  meet 
in  New  York  City  in  1949,  during  the  presidency 
of  your  fellow  member,  Dr.  Walter  W.  Palmer. 

Directives  from  the  House  of  Delegates  to  the 
Council  are  reported  under  the  heading,  “Resume 
of  Instructions  of  the;  1947  House  of  Delegates  and 
Actions  Thereon  of  the  Council,  Board  of  Trustees, 
and  Officers.” 


Comments. — Your  Secretary  has  enjoyed  the 
performance  of  his  prescribed  duties  during  the  past 
year.  The  nominations  for  Affiliate  Fellowship  in 
the  American  Medical  Association  which  you  di- 
rected were  so  made.  Committee  and  Board  meet- 
ings of  the  Council  and  Board  of  Trustees  have 
been  regularly  attended,  as  well  as  seven  of  the 
eight  District  Branch  meetings.  Your  Secretary 
attended  the  Annual  Meeting  of  State  Society  Secre- 
taries and  Editors  in  Chicago,  November  7 and  8, 
1947;  the  New  York  State  Health  Department  43rd 
Annual  Conference  in  Saratoga  last  July;  the  two 
meetings  of  the  Middle  Atlantic  States  Regional 
Conference  on  Medical  Service  of  the  American 
Medical  Association,  in  Philadelphia;  two  hearings 
of  the  New  York  State  Legislature  Commission  on 
the  Advisability  of  a New  York  State  University,  in 
Albany;  and  the  Annual  Meeting  of  our  County 
Society  Secretaries,  as  well  as  the  Annual  Meeting  of 
the  County  Legislative  Committee  Chairmen. 

Your  Secretary,  was  delegated  by  the  Council, 
with  Dr.  J.  Stanley  Kenney,  to  represent  our  So- 
ciety at  the  Annual  Meetings  of  the  Medical  Society 
of  New  Jersey,  the  Medical  Society  of  the  State  of 
Pennsylvania,  and  the  Connecticut  State  Medical 
Society.  He  served  with  Dr.  Nathan  B.  Van 
Etten  on  the  Advisory  Committee  on  Workmen’s 
Compensation  Law  Minimum  Fee  Schedule,  ap- 
pointed by  Miss  Mary  Donlon,  chairman,  Work- 
men’s Compensation  Board,  State  Department  of 
Labor. 

It  has  been  possible  for  your  Secretary  to  assist 
a number  of  physicians  to  find  locations  for  prac- 
tice, and,  during  his  vacation,  your  Secretary  en- 
joyed visiting  Honeoye,'  Dexter,  and  Parish ville, 
whence  had  come  requests  for  physicians.  It  is 
with  pleasure  that  your  Secretary  reports  having 
attended  both  the  Annual  and  Interim  Sessions  of 
the  House  of  Delegates  of  the  American  Medical 
Association.  Our  State  Society  was  ably  repre- 
sented at  these  meetings  where  your  delegates  pre- 
sented matters  about  which  they  had  been  in- 
structed. Several  of  the  delegates  were  on  important 
Reference  Committees,  and  at  the  June  meeting, 

Dr.  Thomas  A.  McGoldrick  was  elected  vice-presi- 
dent of  the  American  Medical  Association.  Dr. 
Floyd  S.  Winslow  was  chosen  by  your  delegation 
to  be  its  Chairman,  and  he  helped  with  his  usual 
tactful  leadership  to  continue  the  harmonious  and 
united  efforts  of  your  delegation. 

It  grieves  me  to  report  officially  to  you  the  death 
on  October  10,  1947,  of  Dr.  Frederic  E.  Sondcrn, 
past-president  of  our  Society.  Proper  notice  was 
taken  by  the  Council,  and  a memorial  article  ap- 
peared in  the  New  York  State  Journal  of  Medi-  r 
cine.  J a 

Words  cannot  express  properly  my  personal  ap- 
preciation for  the  kind  cooperation  and  considera-  t; 
tion  during  the  past  year  which  have  been  shown  jj 
me  by  my  fellow  officers,  the  Councilors,  Trustees,  fr 
and  members  of  the  staff  of  the  Medical  Society  of  j 
the  State  of  New  York.  The  enjoyment  of  my  work 
has  been  made  fruitful  by  those  with  whom  I have 
been  associated. 

Respectfully  submitted, 

W.  P.  Anderton,  M.D.,  Secretary 


( The  Report  of  the  Treasurer  will  be  published  in  the  April  15  issue ) 
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Report  of  the  Board  of  Trustees 


To  the  House  of  Delegates;  Gentlemen: 

This  report  covers  the  period  from  May  7,  1947, 
to  February  12,  1948,  and  will  be  published  in  the 
Journal  before  the  Annual  Meeting  in  May.  A 
supplemental  report  to  cover  the  period  from  Febru- 
ary 12  to  May  17  will  be  presented  at  the  meeting  of 
the  House  of  Delegates. 

Meetings  of  the  Board  of  Trustees  were  held  on 
May  7,  June  19,  September  11,  October  9,  Novem- 
ber 3 (special  meeting),  November  13,  and  Decem- 
ber 11,  1947,  and  January  15  and  February  12, 
1948.  The  Board  of  Trustees  was  fortunate  in  the 
re-election  by  the  House  of  Delegates  of  Dr.  Edward 
R.  Cunniffe  and  Dr.  James  F.  Rooney  to  its  member- 
ship, as  these  men  have  had  wide  experience  as 
former  members  of  the  Board  and  have  previously 
rendered  very  valuable  services. 

This  past  year  has  been  the  most  expensive  year 
in  the  State  Society’s  history.  This  was  due  to  an 
increase  in  the  salaries  and  wages,  moving  from  the 
21st  to  the  7th  floor  at  292  Madison  Avenue  with 
remodeling  of  those  quarters,  purchase  of  new  equip- 
ment, and  increased  rent.  Also,  we  have  had  a 
deficit  due  to  publication  of  the  Directory , and  there 
have  been  increased  costs  in  the  functioning  of  some 
of  the  committees.  Since  the  increase  in  dues  did 
not  go  into  effect  until  after  January  1,  1948,  most 
benefits  from  this  revenue  will  not  be  felt  until  later. 

The  House  of  Delegates  in  1947  had  before  it  cer- 
tain recommendations  of  the  Board  of  Trustees  per- 
taining to  the  formation  of  a Committee  on  Com- 
mittees, to  have  as  its  function  an  evaluation  of  all 
the  committees  of  the  Society  in  regard  to  overlap- 
ping of  functions,  efficiency,  expense,  etc.  The 
Reference  Committee  recommended  approval  of  the 
principles  of  conducting  the  management  and  ad- 
ministrative affairs  of  the  Society  in  the  most  effici- 
ent, manner  possible.  It  recommended  that  the 
House  of  Delegates  refer  the  matter  to  the  Council, 
the  constituted  committees,  and  the  Board  of  Trus- 
tees, for  study  and  such  action  as  might  be  deemed 
appropriate.  4’ he  Reference  Committee  report  was 
approved  by  the  House  of  Delegates.  The  Board  of 
Trustees,  in  conjunction  with  the  Council,  has  en- 
deavored in  every  way  to  carry  out  the  directives  of 
the  House  in  relation  to  the  management  of  the 
financial  affairs  of  the  Society  in  the  most  efficient 
manner. 

The  War  Memorial  is  undergoing  study  by  a 
special  committee  of  the  Council  and  the  Board  of 
Trustees,  and  the  findings  of  this  committee  will  be 
reported  to  the  House  of  Delegates  for  its  consider- 
ation. 

The  recommendation  of  the  Publication  Com- 
mittee that  the  subscription  price  of  the  Journal  be 
increased  to  $5  from  $2,  and  that  allocation  of  $2.50 
from  dues  be  made  for  the  Journal,  instead  of  the 


$1  previously  allotted,  was  approved  by  the  Board 
of  Trustees. 

Contracts  with  Dr.  Kaliski,  Dr.  Hannon,  and  Mr. 
Farrell  were  renewed  as  recommended  by  the  Coun- 
cil. These  renewals  were  at  the  following  rates: 
Dr.  Kaliski  from  $1 1 ,000  to  $12,000,  Dr.  Hannon 
from  $10,000  to  $11,000,  and  Mr.  Farrell  from  $7,- 
700  to  $9,000. 

Fire  insurance  on  the  State  Society’s  property  at 
292  Madison  Avenue  was  increased  from  $10,000  to 
$25,000.  This  increase  is  in  conformity  with  the 
present  trend  of  insurance,  and  is  also  advisable  be- 
cause of  the  increased  equipment,  etc. 

The  details  of  the  finances  of  the  Society  will  be 
covered  by  the  Treasurer’s  report.  However,  the 
Trustees  can  report  that  the  investments  of  the 
Society  are  in  good  order.  The  total  of  securities 
held  by  the  Society  amounts  to  $470,117  approxi- 
mate market  value  as  of  December  31,  1947,  with  an 
approximate  annual  income  of  $15,638.  By  judi- 
cious changes  made  in  investments  during  the  past 
year,  the  value  of  our  investment  portfolio  was  in- 
creased, and  the  quality  of  the  portfolio  was  im- 
proved. 

The  Trustees  have  approved  the  budget  as  sub- 
mitted qn  a month  to  month  basis  to  date. 

In  order  to  meet  obligations,  it  was  necessary  on 
December  17,  1947,  to  borrow  $50,000  from  the 
Chase  National  Bank  on  a demand  note,  putting  up 
collateral  in  the  form  of  assets  of  the  Society  at  a 
rate  of  If  per  cent,  which  is  the  base  rate.  This 
note  will  be  paid  off  as  soon  as  incoming  dues  war- 
rant such  payment. 

After  due  consideration  and  careful  study  by  a 
committee  of  the  Board  of  Trustees,  the  Trustees 
have  entered  into  a contract  with  Patterson  and 
Ridgeway,  Auditors,  to  audit  the  books  of  the 
Medical  Society  of  the  State  of  New  York.  They 
were  the  lowest  bidders,  and  their  firm  is  well 
recommended  and  bears  a reputation  of  being  reli- 
able. 

An  extrabudgetary  appropriation  of  $4,066.40 
was  made  by  the  Trustees  for  the  purchase  of  an 
addressograph,  since  the  old  one  was  beyond  repair, 
and  a new  one  was  needed  urgently. 

The  Trustees  have  heard  much  discussion  in  the 
matter  of  Malpractice  Defense  Insurance  but  have 
taken  n<5  definite  action,  since  the  Trustees  have  no 
power  to  set  policy. 

Respectfully  submitted, 

William  II.  Ross,  M.D. 

John  .1.  Masterson,  M.D. 

Edward  R.  Cunniffe,  M.D. 

James  F.  Rooney,  M.D. 

Albert  A.  Gartner,  M.D.,  Chairman 


Report  of  the  Council 


To  the  House  of  Delegates;  Gentlemen: 

Your  Council  has  the  honor  to  report  on  the  execu- 
tive and  administrative  affairs  of  the  Society  in  the 
period  following  your  last  meeting,  May  5 to  9,  1947. 
The  various  matters  that  came  before  it,  actions 
thereon,  and  recommendations,  are  here  presented. 


PART  I 

Postgraduate  Medical  Education 

The  Council  Committee  on  Public  Health  and 
Education  has  the  following  membership: 


O.  W.  H.  Mitchell,  M.D.,  Chairman Syracuse 

George  Baehr,  M.D New  York 

Charles  D.  Post,  M.D Syracuse 

Advisee 


Herman  E.  Hilleboe,  M.D.,  Commissioner,  New 

York  State  Department  of  Health,  Albany 

The  Council  Committee  on  Public  Health  and 
Education  arranges  for  instruction  in  a wide  variety 
of  subjects.  Speakers  are  provided  by  the  Com- 
mittee for  meetings  of  county  medical  societies,  hos- 
pital staffs,  and  other  medical  groups.  This  pro- 
gram is  made  available  through  the  combined  efforts 
of  the  faculties  of  the  medical  schools  and  research 
institutions  in  New  York  State,  the  New  York  State 
Department  of  Health,  the  Dental  Society  of  the 
State  of  New  York,  the  Division  of  Industrial  Hy- 
giene and  Safety  Standards  of  the  New  York  State 
Department  of  Labor,  the  Medical  Society  of  the 
State  of  New  York,  and  several  other  organizations 
and  associations. 

For  programs  arranged  by  the  Committee,  the 
Medical  Society  of  the  State  of  New  York  pays  the 
traveling  expenses  of  the  speakers  and  the  New  York 
State  Department  of  Health  pays  the  honoraria  for 
all  speakers. 

The  Committee  prepares  and  distributes  the 
Course  Outline  Book  which  lists  subjects  and  speakers 
available.  A new  edition  of  the  book  will  be  ready 
for  distribution  in  June,  1948,  and  will  be  mailed  to 
the  officers  and  chairmen  of  Committees  on  Public 
Health,  Postgraduate  Education  and  Program  of  the 
county  medical  societies,  officers  of  the  Medical  So- 
ciety of  the  State  of  New  York,  members  of  the 
House  of  Delegates,  and  to  many  other  individuals 
and  organizations. 

Copies  of  the  1946-1947  Course  Outline  Book  have 
been  mailed  to  the  newly  elected  officers  of  the 
county  medical  societies  for  1948,  to  the  chairmen 
of  the  Committees  on  Public  Health,  Postgraduate 
Education  and  Program  and  to  the  Delegates  from 
the  various  county  medical  societies  to  the  Annual 
Meeting  of  the  Medical  Society  of  the  State  of  New 
York  in  New  York  in  May,  1948.  With  the  book 
there  was  mailed  the  following  announcement: 
“The  Committee  is  preparing  a revision  of  the  Course 
Outline  Book.  The  1947-1948  edition  will  probably 
be  ready  for  distribution  in  June.  Many  changes 
will  be  made  in  keeping  with  the  rapid  advances  and 
discoveries  of  modern  medicine.  If  you  do  not  find 
the  desired  subjects  or  speakers  listed  in  the  1946- 
1947  issue,  inform  the  Chairman,  who  will  endeavor 
to  comply  with  your  requests.” 

On  December  10,  1947,  in  New  York  City,  the 
Council  Committee  on  Public  Health  and  Education 
held  its  annual  conference  to  review  the  activities  of 


the  Committee  in  the  field  of  postgraduate  education 
from  May  1,  1947,  to  December  1,  1947,  and  to  dis- 
cuss plans  for  the  coming  year.  At  the  conference, 
material  was  distributed  showing  the  number  of  lec- 
tures given,  the  percentage  of  attendance  and  the 
counties  in  which  this  instruction  was  presented. 
The  Committee  expressed  the  appreciation  of  the 
Medical  Society  of  the  State  of  New  York  to  the 
State  Department  of  Health  for  not  only  the  co- 
operation of  the  Department  in  the  development  of 
programs  but  also  for  the  financial  assistance  re- 
ceived. Present  at  this  conference  were:  The 

Deputy  Commissioner  of  Health  and  several  direc- 
tors of  the  various  divisions  of  the  New  York  State 
Department  of  Health,  the  Director  of  the  Division 
of  Industrial  Hygiene  and  Safety  Standards  of  the 
New  York  State  Department  of  Labor,  members  of 
the  Council  Committee  on  Public  Health  and  Edu- 
cation, some  of  the  chairmen  of  the  Subcommittees 
of  the  Council  Committee  on  Public  Health  and 
Education,  and  some  of  the  officers  of  the  Medical 
Society  of  the  State  of  New  York. 

Arrangements  for  postgraduate  instruction,  pre- 
sented as  series  of  lectures  or  as  single  lectures  on 
special  subjects,  were  made  for  thirty-two  county 
medical  societies.  The  following  counties  have  had 
or  will  have  had  this  instruction: 


N umber  of 

COUNTY  INSTRUCTION  LECTURES 


Broome 

General  Medicine 

1 

Cayuga 

General  Medicine 

6 

Chenango 

Poliomyelitis 

1 

Clinton 

Treatment  of  Common 

Diseases 

7 

Cortland 

General  Medicine 
Gynecology 

4 

1 

Dutchess 

Surgery 

1 

Franklin 

Plasma  Therapy 

1 

Fulton 

Tuberculosis 

1 

General  Medicine 

2 

Obstetrics 

1 

Jefferson 

Pediatrics 

Surgery 

Cancer 

Neurology 

1 

1 

1 

1 

General  Medicine 

a 

Surgery 

l 

Madison 

Pediatrics 

; 

Gynecology 

l 

Obstetrics 

i 

Thoracic  Surgery 

l 

Rheumatic  Fever 
Cancer 

l 

l 

Surgery 

i 

Nassau 

Gynecology 
Tropical  Medicine 

1 

2 

General  Medicine 

4 

Poliomyelitis 

1 

Arteriosclerosis 

and 

Aging 

1 
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Oneida  * 

/General  Medicine 
Rheumatic  Fever— 

2 

Seneca 

(Gynecology 

(Surgery 

( Symposium 

3 

Steuben 

General  Medicine 

Onondaga  (Syra- 

1 Surgery 

1 

cuse  Academy  i 
of  Medicine) 

| General  Medicine 

1 

Suffolk 

(General  Medicine 
(Surgery 

I Dermatology 
Pediatrics 

1 

1 

(General  Medicine 

Ontario  (Geneva  1 

[Traumatic  Surgery 

1 

| Surgery 

Academy  of  1 

l Neurology 

1 

Sullivan 

[ Meningitis 

Medicine) 

[ Gynecology 

I 

Plasma  Therapy 

1 

.Surgery 

1 

[Gynecology 

l 

l 


l 


2 

1 


1 

1 

1 

1 

6 


Orange 


General  Medicine 


3 Tioga 


General  Medicine 


1 


GeneralMedicine 

2 

Oswego 

Gynecology 

1 

Orthopedics 

1 

Traumatic  Surgery 

1 

Otsego 

(With  Delaware 

General  Medicine 

2 

County) 

General  Medicine 

1 

General  Medicine 

7 

Dermatology 

1 

Richmond 

Neurology 

1 

Psychiatry 

1 

Traumatic  Surgery 

1 

Cancer 

1 

Rockland 

Traumatic  Surgery 

1 

Obstetrics 

2 

General  Medicine 

2 

St.  Lawrence 

Pediatrics 

1 

Cancer 

1 

Neurology 

1 

Saratoga 

Rheumatic  Fever 

1 

General  Medicine 

5 

Schenectady 

Surgery 

1 

Cancer 

1 

Schoharie 

Arteriosclerosis  and 

Aging 

4 

f General  Medicine  2 

Tompkins  \ Neuropsychiatry  1 

l Gynecology  1 

{li'SWy  1 

Warren  General  Medicine  2 

Wavne  /Proctology  1 

Wayne  (Surgery  1 


Regional  Meetings  and  Teaching  Days. — For 

regional  meetings,  invitations  are  sent  to  the  mem- 
bers of  the  medical  societies  in  counties  adjacent  to 
that  in  which  the  instruction  is  given,  or  to  the  mem- 
bers in  certain  regions  and  districts  where  the  meet- 
ings are  held.  The  Committee  will  arrange  for 
speakers  and  for  printing  and  distribution  of  pro- 
grams to  medical  societies,  medical  schools,  hos- 
pitals, the  New  York  State  Journal  of  Medicine, 
the  Journal  of  the  American  Medical  Association,  and 
the  Bureau  of  Public  Relations  of  the  Medical  So- 
ciety of  the  State  of  New  York  for  publication  in  the 
local  newspapers. 

The  following  is  a list  of  counties  where  Regional 
Meetings  or  Teaching  Days  have  been  held  this 
year: 


Broome 


COUNTY 


Monroe 

Queens 

Rensselaer 


Suffolk  (Mather  Memorial  Hospital  Staff) 


REGION 

INSTRUCTION 

Number  of 
LECTURES 

Broome,  Chemung,  Cortland, 

Cancer* 

5 

Chenango,  Otsego,  Schuy- 
ler, and  Tioga 

(Not  regional) 

General  Medicine 

5 

Kings,  Queens,  Nassau,  and 

Cancer* 

6 

SufTol  k 

• 

Columbia,  Rensselaer,  Sara- 

Industrial  Health 

4 

toga,  Schenectady,  and 
Washington 

(Not  regional) 

Kidney  Diseases 

3 

* Traveling  expenses,  honoraria  of  speakers,  and  printing  of  programs  provided 
Health. 


by  the  New  York  State  Department  of 


As  of  February  28,  1948,  the  Committee  has  ar- 
ranged for  postgraduate  instruction  for  thirty-five 
counties  with  a total  of  one  hundred  fifty-six  lectures. 

In  addition,  a request  for  three  postgraduate  lec- 
tures has  been  received  from  the  Nassau  County 
Medical  Society,  and  arrangements  are  being  made. 

A request  also  has  been  received  from  the  Genesee 
County  Medical  Society  for  a Teaching  Day  to  be 
held  on  April  21,  1948,  in  Rochester.  This  will  con- 
sist of  five  lectures.  The  memberships  of  Orleans, 
Wyoming,  and  Livingston  county  medical  societies 
will  be  invited  to  attend  the  meeting. 


The  Council  Committee  on  Public  Health  and 
Education  is  arranging  a Teaching  Day  to  be  held  at 
the  time  of  the  Annual  Meeting  of  the  Medical  So- 
ciety of  the  State  of  New  York  on  Tuesday,  May  18, 
1948. 

Subjects  will  be  chosen  which  will  not  con- 
flict with  the  Scientific  Section  and  Session  programs 
to  be  held  on  Wednesday,  Thursday,  and  Friday, 
May  19,  20,  and  21,  1948.  This  program  will  con- 
sist of  twelve  speakers.  Therefore,  as  of  February 
28,  1948,  provision  has  been  made  for  one  hundred 
seventy-six  lectures. 
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PART  II 

Maternal  and  Child  Welfare 

Maternal  Welfare. — Members  of  the  Subcom- 
mittee on  Maternal  Welfare  attended  a meeting  of 
the  Committee  on  Child  Welfare  and  the  Council 
Committee  on  Public  Health  and  Education  held  on 
October  21,  1947,  in  New  York  City.  For  a report 
of  these  activities  see  the  report  of  the  Subcommittee 
on  Child  Welfare. 

The  Subcommittee  on  Maternal  Welfare  has  the 
following  membership : 


Charles  A.  Gordon,  M.D.,  Chairman . . .Brooklyn 

Paul  W.  Beaven,  M.D Rochester 

Edward  C.  Hughes,  M.D Syracuse 

James  K.  Quigley,  M.D Rochester 


Regional  Chairmen  in  Obstetrics: 

1.  New  York,  Richmond,  Bronx  Counties 

George  W.  Kosmak,  M.D.,  23  East  93rd 
Street,  New  York  City 

2.  Kings,  Queens,  Nassau,  Suffolk  Counties 

Harvey  B.  Matthews,  M.D.,  162  Clinton 
Street,  Brooklyn 

3.  Westchester,  Rockland,  Dutchess,  Putnam, 

Orange  Counties 

Julian  Hawthorne,  M.D.,  Highland  Hall 
Apartment,  131  Purchase  Street,  Rye 

4.  Schenectady,  Fulton,  Montgomery,  Scho- 

harie', Greene,  Ulster  Counties 
William  M.  Mallia,  M.D.,  1364  Union 
Street,  Schenectady 

5.  Albany,  Washington,  Saratoga,  Columbia, 

Warren,  Rensselaer  Counties 
Joseph  O’C.  Kiernan,  M.D.,  496  Madison 
Avenue,  Albany 

6.  Clinton,  Essex,  Franklin,  St.  Lawrence 

Counties 

Edwin  W.  Sartwell,  M.D.,  14  Brinkerhoff 
Street,  Plattsburg 

7.  Jefferson,  Lewis,  Herkimer,  Hamilton  Coun- 

ties 

Wendell  D.  George,  M.D.,  203  Trust  Com- 
pany Building,  Watertown 

8.  Onondaga,  Oswego,  Oneida,  Madison,  Cort- 

land, Cayuga  Counties 
Edward  C.  Hughes,  M.D.,  713  East  Gene- 
see Street,  Syracuse 

9.  Broome,  Tioga,  Chenango,  Otsego,  Dela- 

ware, Sullivan  Counties 
Stuart  B.  Blakely,  M.D.,  140  Chapin 
Street,  Binghamton  . 

10.  Monroe,  Orleans,  Wayne,  Livingston,  On- 

tario, Yates,  Seneca  Counties 
Ward  L.  Ekas,  M.D.,  176  South  Goodman 
Street,  Rochester 

11.  Chemung,  Schuyler,  Steuben,  Tompkins, 

Allegany  Counties 

R.  Scott  Howland,  M.D.,  531  West  Water 
Street,  Elmira 

12.  Erie,  Niagara,  Chautauqua,  Cattaraugus, 

Genesee,  Wyoming  Counties 
Lewis  F.  McLean,  M.D.,  826  West  Dela- 
van  Avenue,  Buffalo 

Child  Welfare. — At  the  request  of  the  New  York 
State  Department  of  Health,  a meeting  of  the  Sub- 
committees on  Maternal  and  Child  Welfare  was 
held  in  New  York  City  on  October  21,  1947.  Mem- 
bers of  the  Council  Committee  on  Public  Health  and 
Education,  some  of  the  officers  of  the  Medical  So- 
ciety of  the  State  of  New  York  and  representatives  of 
the  State  Department  of  Health  were  also  present. 


At  this  meeting  the  statement  prepared  by  the  New 
York  State  Department  of  Health  regarding  pro- 
posed pediatric  consultation  services  was  con- 
sidered, as  was  the  plan  of  the  Department  to  have 
obstetric  films  available  for  postgraduate  medical 
education. 

On  November  12,  1947,  a meeting  of  the  Subcom- 
mittee on  Child  Welfare  was  held  with  members  of 
the  Council  Committee  on  Public  Health  and  Edu- 
cation, some  of  the  officers  of  the  Medical  Society  of 
the  State  of  New  York  and  representatives  of  the 
State  Department  of  Health.  At  this  meeting  the 
following  statement  prepared  by  the  New  York  . 
State  Department  of  Health  was  approved  by  the 
Committees: 

Statement  Regarding  Proposed  Pediatric  Consul- 
tation Services 

The  Medical  Society  of  the  State  of  New  York 
and  the  New  York  State  Department  of  Health 
agree  on  the  principle  that  adequate  pediatric  con- 
sultation services  should  be  available  to  general 
practitioners.  Such  pediatric  consultation  serv- 
ices are  primarily  a technic  of  graduate  education 
which  will,  in  the  long  run,  improve  the  quality  of 
medical  care  to  all  the  children  of  the  State.  As 
such  it  is  of  concern  to  the  two  organizations  issu- 
ing this  statement. 

Private  practitioners  should  be  encouraged  to 
make  greater  use  of  pediatric  consultation  serv- 
ices. For  patients  who  cannot  obtain  the  needed 
consultation  services,  including  indicated  labo- 
ratory and  x-ray  examinations,  such  services 
should  be  made  available  to  general  practitioners 
through  the  instrumentality  of  the  public  health 
program  on  a regional  basis  radiating  from  a pedia- 
tric center.  Inasmuch  as  technics  for  providing 
such  services  have  not  been  developed  in  detail,  it 
is  proposed  that  a pediatric  consultation  program 
be  instituted  in  a single  region  of  the  State  on  an 
experimental  basis.  The  Buffalo  region  has  been 
selected  for  this  experiment. 

In  the  development  of  pediatric  consultation 
services,  major  emphasis  should  be  placed  upon 
consultations  for  groups  of  patients  in  such  loca- 
tions that  the  needed  laboratory  and  x-ray  ex- 
aminations may  be  readily  provided.  The  refer- 
ring physician  is  required  and  other  physicians  are 
encouraged  to  attend  the  group  consultation.  In 
connection  with  such  group  consultations,  teach- 
ing conferences  and  other  educational  devices 
should  be  arranged  for  the  pediatric  consultant. 

In  view  of  the  varying  circumstances  in  each  case, 
the  referring  physician  must  be  the  individual  to 
determine  if  pediatric  consultation  service,  includ- 
ing indicated  laboratory  and  x-ray  examinations, 
is  otherwise  available  to  his  patient. 

Individual  consultations  by  pediatricians  have 
been  provided  to  a limited  extent  as  part  of  the 
public  health  program  for  many  years.  No 
change  in  policy  in  this  regard  is  proposed. 

At  this  meeting  qualifications  and  duties  of  consul-  .! 
tant  obstetrician  and  consultant  pediatrician  of  the 
Division  of  Maternal  and  Child  Health  of  the  New 
York  State  Department  of  Health  were  considered, 
and  the  Committees  will  assist  the  Department  in 
finding  specialists  to  fill  these  positions. 

At  the  request  of  the  New  York  State  Department 
of  Health,  a meeting  of  the  Subcommittee  on  Child 
Welfare  was  held  in  New  York  City  on  January  14, 

1948.  The  Baby  Rook,  a publication  of  the  New 
York  State  Department  of  Health,  was  reviewed  and 
the  ( Committees  made  suggestions  for  changes.  The 
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Department  will  include  the  following  paragraph  in 
the  section  on  “Acknowledgments”  at  the  end  of  the 
book: 

The  Council  Committee  on  Public  Health  and 
Education,  the  Subcommittee  on  Child  Welfare, 
and  other  representatives  of  the  Medical  Society 
of  the  State  of  New  York  have  reviewed  the  Baby 
Book  and  made  many  valuable  suggestions.  They 
approved  the  use  of  the  Baby  Book  for  general 
public  health  education  in  New  York  State. 

Also  present  at  this  meeting  were  members  of  the 
Council  Committee  on  Public  Health  and  Education, 
officers  of  the  Medical  Society  of  the  State  of  New 
York  and  representatives  of  the  New  York  State 
Department  of  Health. 

The  Subcommittee  on  Child  Welfare  has  the  fol- 
lowing membership : 

Paul  W.  Beaven,  M.D.,  Chairman Rochester 

A.  Clement  Silverman,  M.D.,  Vice-Chairman 


Syracuse 

Charles  A.  Gordon,  M.D Brooklyn 

Albert  D.  Kaiser,  M.D Rochester 

Alexander  T.  Martin,  M.D New  York  City 

William  J.  Orr,  M.D Buffalo 

Frederick  H.  Wilke,  M.D New  York  City 


Regional  Chairmen  in  Pediatrics  (for  regions  com- 
prising counties  as  shown  in  the  list  of  Regional 
Chairmen  in  Obstetrics) : 

Regions 

T.  Harry  Bakwin,  M.D.,  132  East  71st  Street, 
New  York  City 

2.  Charles  A.  Weymuller,  M.D.,  85  Pierrepont 

Street,  Brooklyn 

3.  Reginald  A.  Higgons,  M.D.,  264  King  Street, 

Port  Chester 

4.  James  J.  York,  M.D.,  930  State  Street,  Sche- 

nectady 

5.  Hugh  F.  Leahy,  M.D.,  176  Washington 

Avenue,  Albany 

6.  Sidney  Mitchell,  M.D.,  71  Court  Street, 

Plattsburg 

7.  Norman  L.  Hawkins,  M.D.,  Woolworth 

Building,  Watertown 

8.  Brewster  C.  Doust,  M.D.,  713  East  Genesee 

Street,  Syracuse 

9.  (To  be  appointed) 

10.  Albert  D.  Kaiser,  M.D.,  729  Buckingham 

Street,  Rochester 

11.  George  R.  Murphy,  M.D.,  531  West  Water 

Street,  Elmira 

12.  William  J.  Orr,  M.D.,  333  Linwood  Avenue, 

Buffalo 


PART  III 

Public  Health  Activities  A 

Industrial  Health. — The  Study  Committee  on 
Industrial  Health  has  the  following  membership: 

Leon  H.  Griggs,  M.D.,  Chairman Syracuse 

Stanley  E.  Alderson,  M.D Albany 

Stuart  A.  Good,  M.D Buffalo 

Leonard  Greenburg,  M.D New  York  City 

David  J.  Kaliski,  M.D New  York  City 

The  Study  Committee  did  not  have  a regular 
meeting  during  the  year. 

The  chairman  attended  the  Eighth  Annual  Con- 
gress on  Industrial  Health  of  the  American  Medical 
Association  at  Cleveland,  Ohio,  on  January  5 and  6, 
1948.  Greater  interest  in  industrial  health  is 


needed  with  leadership  centered  in  the  Council  on 
Industrial  Health  of  the  American  Medical  Asso- 
ciation. 

The  membership  of  the  Study  Committee  will 
probably  be  increased  to  include  two  or  three  physi- 
cians, giving  special  attention  to  accident  prevention. 

Many  of  the  lectures  arranged  by  the  Committee 
on  Public  Health  and  Education  for  county  medical 
societies  are  a part  of  the  Industrial  Health  Program, 
even  though  not  so  designated. 

A very  successful  Industrial  Health  Teaching  Day 
was  held  in  Trov,  New  York,  on  December  11,  1947. 
The  memberships  of  the  following  county  medical 
societies  were  invited  to  attend  the  meeting:  Co- 
lumbia, Rensselaer,  Saratoga,  and  Washington. 

Rural  Medical  Service. — The  Committee  on 
Rural  Medical  Service  has  the  following  member- 


ship: 

Dan  Mellen,  M.D.,  Chairman Rome 

Peter  J.  Di  Natale,  M.D Batavia 

Edward  P.  Flood,  M.D Bronx 


There  is  interest  in  New  York  State  in  attracting 
physicians,  dentists,  and  nurses  into  rural  areas. 
With  the  new  program  of  State  aid  and  State  de- 
velopment of  rural  hospitals,  it  is  probable  that  such 
a program  will  be  developed.  The  postgraduate 
departments  of  some  of  the  medical  colleges  are  now 
in  the  process  of  holding  meetings  with  hospital 
superintendents  to  formulate  a plan  for  the  depart- 
ment of  medical  service  in  rural  and  district  com- 
munities. It  is  hoped  that  this  can  be  worked  out  to 
the  satisfaction  of  everyone  concerned.  Only  a few 
rural  communities  in  New  York  State  are  seeking 
aid  in  securing  physicians,  and  these  requests  are 
being  handled  through  the  office  of  the  State  Society. 

The  dominant  farm  groups  in  this  State  are  the 
Grange  and  the  4H.  We  have  had  no  communica- 
tion from  any  of  the  agricultural  colleges  on  their 
programs. 

As  yet  there  are  no  definite  health  councils  under 
the  sponsorship  of  this  Committee,  but  communica- 
tions have  been  made  with  groups  along  this  line. 

The  Hill-Burton  program  is  progressing,  and  we 
should  have  something  interesting  on  this  at  an 
early  date. 

There  has  been  no  definite  prepaid  medical  care 
plan  through  the  State  Society.  However,  for  the 
past  eight  pears  some  of  the  medical  and  surgical  care 
groups  have  cooperated  with  the  federal  Farm 
Security  Administration,  and  theyhave  loaned  money 
to  their  borrowers  to  enroll  in  a plan  during  the  first 
year  of  membership.  This  did  not  work  out  too  well 
because  many  of  the  borrowers  dropped  out  after  the 
first  year.  They  did  enroll  as  long  as  they  could 
borrow  the  money  from  the  government  but  then 
made  little  effort  to  continue  payments  on  their  own. 

Hundreds  of  firms  pay  for  the  entire  cost  of  the 
Hospital  and  Surgical  Plan  for  all  their  employees, 
and  allow  a payroll  deduction  for  the  employees  who 
desire  to  enroll  members  of  their  families  as  depend- 
ents. However,  only  a small  percentage  of  rural 
areas  profit  by  this  plan,  since  so  few  are  now  em- 
ployed in  industry. 

No  definite  plans  or  activities  have  been  extended 
to  rural  areas  for  the  improvement  of  health  service. 
This,  however,  is  being  considered.  At  the  present 
time  the  rural  problem  in  New  York  State  is  not  a 
large  one.  because  good  roads  have  assisted  the  doc- 
tor and  the  patient  in  getting  closer  together. 

The  chairman  of  the  Committee  on  Rural  Medical 
Service  attended  the  National  Conference  on  Rural 
Health  which  was  held  in  Chicago,  Illinois,  on  Feb- 
ruary 7 and  8,  1948. 
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PART  IV 

Public  Health  Activities  B 

Cancer. — The  Subcommittee  on  Cancer  has  the 
following  membership : 

George  C.  Adie,  M.D.,  Chairman . .New  Rochelle 


Frank  E.  Adair,  M.D New  York  City 

John  S.  Fitzgerald,  M.D Utica 

Leo  E.  Gibson,  M.D Syracuse 

William  P.  Howard,  M.D Albany 

Victor  C.  Jacobsen,  M.D Troy 

Louis  C.  Kress,  M.D Buffalo 

Clyde  L.  Randall,  M.D Buffalo 

Irwin  E.  Shis,  M.D Brooklyn 


Meetings  of  the  Subcommittee  on  Cancer  were 
held  on  May  6,  August  15,  and  October  17,  1947,  to 
consider  the  cancer  education  program  and  the 
establishment  of  cancer  detection  centers.  Present 
at  these  conferences  in  addition  to  the  Subcommittee 
members  were  members  of  the  Council  Committee  of 
Public  Health  and  Education,  some  of  the  officers  of 
the  Medical  Society  of  the  State  of  New  York,  repre- 
sentatives of  the  State  Department  of  Health  and 
Dr.  Frederick  S.  Wetherell,  of  the  New  York  State 
Division  of  the  American  Cancer  Society. 

A report  of  the  Subcommittee  on  Cancer  was  ap- 
proved at  the  meeting  of  the  Council  on  November 
13, 1947,  with  instructions  that  it  be  sent  to  the  secre- 
taries of  all  county  medical  societies.  Mimeo- 
graphed copies  of  the  report  were  prepared  and  sent 
to  the  secretaries  of  all  county  medical  societies  on 
December  18,  1947.  The  report  is  too  long  to  ap- 
pear here,  and  anyone  desiring  this  report  may  re- 
ceive it  by  making  a request  at  the  exhibit  of  the 
Medical  Society  of  the  State  of  New  York  at  the 
Annual  Meeting  in  May  or  by  writing  to  the  chair- 
man of  the  Council  Committee  on  Public  Health  and 
Education. 

Under  date  of  December  1,  1947,  the  following 
communication  was  sent  to  the  secretaries  of  county 
medical  societies: 

Dear  Doctor: 

Fellowships  to  further  postgraduate  education  and 
training  in  fields  related  to  cancer  control  are  available  to 
physicians  of  the  upstate  area.  These  fellowships,  up  to 
three  months’  duration,  are  open  to  physicians  whose 
training  would  assist  in  the  cancer  control  program  in  your 
county.  Your  aid  is  needed  if  these  fellowships  are  to  be 
used  to  the  best  possible  advantage. 

The  fellowships  carry  a monthly  stipend  of  $300,  pay- 
ment of  travel  expenses,  and  payment  for  tuition,  if  neces- 
sary,up  to  $100  per  month. 

Physicians  who  wish  to  obtain  training  should  make 
their  own  arrangements  with  the  medical  school  or  training 
center  which  they  select.  The  fellowships  may  be  used  for 
short  periods  of  observation  at  surgical  clinics,  for  training 
in  radiation  therapy,  for  observation  of  well  organized  de- 
tection centers,  such  as  the  Strang  Clinic,  Memorial  Hos- 
pital, New  York  City,  for  pathologic,  training  in  tumor 
diagnosis,  in  the  Papanicolaou  smear  and  other  fields. 

If  you  know  of  any  physicians  who  desire  this  postgradu- 
ate training,  please  have  them  contact  the  district  health 
officer  of  the  district  in  which  your  county  is  located. 

Sincerely  yours, 

(Signed)  O.  W.  H.  Mitchell,  M.D.,  Chair- 
man, Council  Committee  on  Public  Health 
and  Education 

(Signed)  Morton  L.  Levin,  M.D.,  Assistant 
Commissioner  for  Medical  Administration, 
Now  York  State  Department  of  Health 

At  the  request  of  the  American  Cancer  Society 
one  hundred  copies  of  the  Course  Outline  Book  were 
supplied  to  them  for  distribution  to  their  many  state 
and  local  organizations. 

Sixteen  lectures  on  cancer  have  been  given  in  seven 
counties,  including  two  Regional  Cancer  Teaching 


Days.  For  a report  of  these  activities,  see  the  re- 
port on  Postgraduate  Education.  These  lectures, 
which  are  presented  jointly  by  the  Medical  Society 
of  the  State  of  New  York  and  the  New  York  State 
Department  of  Health,  have  been  well  attended  and 
received. 

BCG  Immunization. — The  BCG  Advisory  Com- 
mittee is  an  advisory  committee  to  the  State  Depart- 
ment of  Health  and  the  Council  Committee  on 
Public  Health'and  Education.  It  has  the  following 
membership : 

Medical  Society  of  the  State  of  New  York 
Milton  I.  Levine,  M.D.,  Chairman,  New  York  City 


Edith  M.  Lincoln,  M.D New  York  City 

James  R.  Reuling,  M.D Bayside 

Robert  A.  Ullman,  M.D., Buffalo 

State  Department  of  Health 

Robert  E.  Plunkett,  M.D Albany 

Konrad  Birkhaug,  M.D Albany 

Gilbert  Dalldorf,  M.D Albany 

Howard  C.  Stewart,  M.D Albany 


A. meeting  of  the  Advisory  Committee  on  BCG 
Immunization  was  held  in  New  York  City  on  Octo- 
ber 21,  1947,  to  consider  suggestions  regarding  a few 
changes  in  the  report  of  the  BCG  Program.  This 
proposed  publication,  approved  at  the  meeting  of  the 
Council  on  November  13,  1947,  has  been  subjected 
to  very  careful  study  and  will  soon  be  published  as  a 
joint  endeavor  of  the  New  York  State  Department 
of  Health  and  the  Medical  Society  of  the  State  of 
New  York. 

Present  at  the  meeting  were  members  of  the  Coun- 
cil Committee  on  Public  Health  and  Education, 
some  of  the  officers  of  the  Medical  Society  of  the 
State  of  New  York,  and  representatives  of  the  New 
York  State  Department  of  Health. 

Hard  of  Hearing  and  the  Deaf.— The  Subcom- 
mittee on  Hard  of  Hearing  and  the  Deaf  has  the 
following  membership : 

Gordon  D.  Iloople,  M.D.,  Chairman Syracuse 

C.  Stewart  Nash,  M.D.,  Vice-Chairman,  Roches- 
ter 

Edmund  P.  Fowler,  M.D - . .New  York  City 

Karl  W.  Gruppe,  M.D Utica 

Marvin  F.  Jones,  M.D New  York  City 

Harry  K.  Tebbutt,  M.D Albany 

A meeting  of  the  Subcommittee  on  Hard  of  Hear- 
ing and  the  Deaf  was  held  in  New  York  City  on 
January  14,  1948.  Members  of  the  Council  Com- 
mittee on  Public  Health  and  Education  and  officers 
of  the  Medical  Society  of  the  State  of  New  York 
were  present,  as  were  representatives  of  the  State 
Departments  of  Health,  Education,  and  Welfare. 
The  problems  of  financing  hearing  centers  through- 
out the  State  were  discussed  again.  In  addition  to 
existing  centers,  Buffalo  is  seriously  considering 
forming  a center,  and  Utica  is  also  interested. 

A request  for  government  funds  to  support  this 
conservation  of  hearing  program  has  been  made,  and 
further  details  will  appear  in  the  supplemental  re- 
port. 

The  chairman  of  the  Subcommittee  on  Hard  of 
Hearing  and  the  Deaf  delivered  an  address  at  the 
1947  annual  meeting  of  the  Medical  Society  of  the 
State  of  New  York  on  a proposed  conservation  of 
hearing  program  for  New  York  State  which  outlined 
both  the  need  and  the  possible  solution  for  a hearing 
program. 

Mental  Hygiene. — The  Subcommittee  on  Mental 
Hygiene  has  the  following  membership: 
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S.  Bernard  Wortis,  M.D.,  Chairman. . .New  York 

Leslie  A.  Osborn,  M.D Buffalo 

Harry  A.  Steckel,  M.D Syracuse 

Meetings  of  the  Subcommittee  on  Mental  Hy- 
giene have  been  held  on  January  14,  and  February 
11,  1948,  in  New  York  City,  to  consider  the  report 
“Some  Aspects  of  the  Problem  of  the  New  York 
State  Mental  Hospitals  System”  by  the  Committee 
on  Public  Health  Relations  of  the  New  York  Acad- 
emy of  Medicine.  The  report  was  approved  al- 
though there  were  some  suggestions  for  a few  minor 
changes  and  revisions. 

The  Subcommittee  on  Mental  Hygiene  prepared 
the  following  report  which  was  approved  by  the 
Council  Committee  on  Public  Health  and  Education 
and  the  Council  of  the  Medical  Societ}r  of  the  State 
of  New  York  on  February  12,  1948: 

The  Committee  on  Mental  Hygiene  of  the 
Medical  Society  of  the  State  of  New  York  submits 
the  following  report  with  recommendations  to  the 
Council  Committee  on  Public  Health  and  Educa- 
tion of  the  Medical  Society  of  the  State  of  New 
York. 

It  is  apparent  that  the  development  of  psychia- 
try and  mental  hygiene  has  gone  far  beyond  the 
limited  conception  envisaged  in  the  past  by  vari- 
ous individuals,  groups,  and  agencies.  A more 
comprehensive  approach  is  necessary.  Present 
facilities  for  the  care  of  persons  who  are  psycho- 
logically or  mentally  maladjusted  or  ill  are  inade- 
quate in  the  State  of  New  York.  There  is  great 
need  for  the  establishment  of  psychiatric  centers 
in  connection  with  general  hospitals.  There  is 
also  great  need  for  expanding  facilities  providing 
mental  hygiene  clinic  care. 

We  recommend  that  a Mental  Health  Council, 
similar  to  the  Public  Health  Council  of  the  New 
York  State  Department  of  Health,  be  established 
as  a part  of  the  New  York  State  Department  of 
Mental  Hygiene.  The  members  of  the  Mental 
Health  Council  should  be  persons  cognizant  of  the 
broad  fields  of  mental  hygiene.  The  Council 
should  represent  the  fields  of  psychiatry,  medicine, 
public  health,  psychiatric  nursing,  psychiatric 
social  work,  and  clinical  psychology. 

This  Mental  Health  Council  should  consist  of 
the  Commissioner  of  Mental  Hygiene  and  eight 
members,  hereinafter  called  the  appointive  mem- 
bers, to  be  appointed  by  the  Governor,  of  whom 
five  at  least  should  be  physicians  .who  are  gradu- 
ates of  medical  schools  approved  by  the  New  York 
State  Department  of  Education  and  licensed  to 
practice  medicine  in  the  State  of  New  York.  The 
.Mental  Health  Council  should  not  include  ap- 
pointive members  who  are  in  full-time  employ  in 
the  New  York  State  Department  of  Mental  Hy- 
giene. 

Three  of  the  members  should  be  physicians  who 
are  recognized  psychiatrists,  at  least  one  of  whom 
is  a prominent  educator  in  the  fields  of  psychiatry 
and  mental  hygiene ; one  physician  to  represent 
the  field  of  public  health  and  qualified  in  this  field ; 
one  physician  actively  engaged  in  the  practice  of 
medicine;  .a  nurse  registered  in  the  State  of  New 
York  and  qualified  in  the  field  of  psychiatric  nurs- 
ing; a graduate  psychiatric  social  worker  with 
clinical  experience,  and  a qualified  psychologist 
certified  by  the  New  York  State  Department  of 
Mental  Hygiene.  Each  of  these  members  shall 
have  had  at  least  five  years’  experience  in  his  or 
her  respective  field. 

The  Committee  on  Mental  Hygiene  of  the 
Medical  Society  of  the  State  of  New  York  urgently 


requests  that  the  Council  pass  a resolution  to  bring 
these  suggestions  to  the  attention  of  the  Governor 
of  the  State  of  New  York. 

This  report  was  approved  by  the  Council  of  the 
Medical  Society  of  the  State  of  New  York  on  Feb- 
ruary  12,  1948,  and  copies  have  been  sent  to  Gover- 
nor Thomas  E.  Dewey  and  Dr.  Frederick  Mac- 
Curdy,  Commissioner,  New  York  State  Department 
of  Mental  Hygiene. 

Rheumatic  Fever. — At  the  meeting  of  the  Council 
on  December  11,  1947,  the  Chairman  of  the  Council 
Committee  on  Public  Health  and  Education  stated: 
“A  proposal  has  arisen  to  give  organized  attention  to 
rheumatic  fever  in  this  Committee.  The  Federal 
Government,  through  the  Children’s  Bureau,  has  a 
program,  and  the  State  Department  of  Health  also 
has  one.  Various  foundations  are  financing  studies 
on  rheumatic  heart  disease.  The  latest  one  has  just 
been  announced  by  the  Masonic  Lodge.  There  are 
approximately  275,000  Masons  in  the  State  of  New 
York  who  probably  will  contribute.  They  have  an 
advisory  council  to  help  them  with  their  program. 
It  is  recommended  that  we  have  a Subcommittee  on 
Rheumatic  Fever,  under  the  Public  Health  and  Edu- 
cation Committee,  to  help  advise  on  the  rheumatic 
fever  programs.” 

It  was  voted  that  this  recommendation  be  adopted. 
The  President  appointed  the  following  physicians 
as  members  of  the  Subcommittee  on  Rheumatic 
Fever: 

Frederick  H.  Wilke,  M.D.,  Chairman.  .New  York 


City 

Charles  A.  R.  Connor,  M.D New  York  City 

Maurice  J.  Dattelbaum,  M.D Brooklyn 

Clayton  W.  Greene,  M.D Buffalo 

J.  G.  Fred  Hiss,  M.D Syracuse 

Albert  D.  Kaiser,  M.D Rochester 

George  M.  Wheatley,  M.D New  York  City 


This  is  an  interlocking  subcommittee  with  the  Sub- 
committee on  Child  Welfare  and  other  representa- 
tives of  the  Society.  By  such  an  arrangement  there 
should  be  a broader  understanding  of  the  rheumatic 
fever  program.  A meeting  of  the  Subcommittee  on 
Rheumatic  Fever  wfas  held  on  January  14,  1948. 
There  w-as  general  discussion  of  the  many  problems 
involved,  and  it  is  believed  that  this  Subcommittee 
can  be  of  valuable  assistance  to  the  many  groups  and 
agencies  in  advising  and  assisting  the  extensive  plans 
now-  in  operation  or  being  developed  in  connection 
with  this  disease. 


PART  V 

Public  Health  Activities  C 

Rehabilitation. — The  Subcommittee  on  Rehabili- 
tation has  the  following  membership: 

0.  W.  H.  Mitchell,  M.D.,  Chairman.  . Syracuse 

Charles  M.  Allaben,  M.D Binghamton 

Albert  F.  R.  Andresen,  M.D Brooklyn 

Gustave  Aufricht,  M.D New  York  City 

Conrad  Berens,  M.D New  York  City 

Raymond  E.  Meek,  M.D New  York  City 

Ralph  T.  B.  Todd,  M.D Tarry  town 

The  same  satisfactory  relationship  has  continued 
throughout  the  year  between  the  Medical  Society  of 
the  State  of  New  York  and  the  various  government 
agencies  concerned  with  rehabilitation.  There  has 
been  a considerable  amount  of  correspondence,  but 
there  is  ho  report  to  submit  regarding  any  change 
in  policy  or  procedure. 
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Geriatrics. — At  the  meeting  of  the  Council  of  the 
Medical  Society  of  the  State  of  New  York  on  June 
19,  1947,  Dr.  Louis  H.  Bauer  read  a part  of  a letter 
received  from  Dr.  C.  Ward  Crampton,  under  date 
of  June  4,  1947: 

I suggested  to  Dr.  Mitchell  that  special  interest 
in  geriatrics  on  the  part  of  the  State  Medical 
Society  might  be  of  service,  and  possibly  it  would 
be  appropriate  to  appoint  a committee  or  a sub- 
committee to  put  the  matter  forward  in  the  medi- 
cal field.  He  replied  suggesting  that  I take  the 
matter  up  with  you,  looking  toward  attention 
from  the  Council. 

As  chairman  of  a Subcommittee  on  Geriatrics 
of  the  Public  Health  Committee  of  the  New  York 
County  Medical  Society,  I endeavored  to  place 
the  matter  before  the  members  of  the  local  Medi- 
cal Society  through  the  columns  of  JYew  York 
Medicine,  May  20.  I enclose  a clipping  there- 
from. 

In  New  York  State  the  matter  marches 
forward.  The  reports  of  the  Health  Preparedness 
Commission,  the  State  Commission  on  Aging, 
and  the  prospective  organization  of  a new  Joint 
Legislative  Commission  under  Senator  Desmond, 
which  is  on  its  way,  all  indicate  interest  and  ac- 
tion. 

I hope  the  medical  profession  can  take  the 
leadership  in  this  field.  The  interest  of  the  phy- 
sicians and  the  public  is  at  stake. 

It  was  voted  that  this  be  referred  to  the  Council 
Committee  on  Public  Health  and  Education  for 
study. 

On  July  14,  1947,  Dr.  Louis  H.  Bauer  tentatively 
appointed  the  following  physicians  as  members  of  the 
Subcommittee  on  Geriatrics: 

Stephen  R.  Monteith,  M.D.,  Chairman.  . . . Nyack 


WardnerD.  Ayer,  M.D Syracuse 

C.  Ward  Crampton,  M.D New  York  City 

Scott  Lord  Smith,  M.D Poughkeepsie 


These  appointments  were  approved  at  the  meet- 
ing of  the  Council  on  September  11,  1947. 

On  August  19,  1947,  letters  were  sent  to  the  deans 
of  the  medical  schools  in  New  York  State  inquiring 
if  they  were  giving  any  special  course  or  planned  to 
give  any  in  geriatrics.  Replies  received  indicated 
there  were  no  definite  courses  in  geratrics  for  under- 
graduates being  offered  at  the  medical  schools 
throughout  the  State.  The  response  indicated  that 
they  felt  there  was  no  definite  need  for  such  courses 
nor  likelihood  of  their  establishment. 

The  first  meeting  of  the  Subcommittee  on  Geri- 
atrics was  held  on  September  10,  1947,  at  the  home 
of  the  chairman  in  Nyack.  Another  meeting  was 
held  on  November  19,  1947,  in  New  York  City. 
Also  present  at  these  conferences  were  members  of 
the  Council  Committee  on  Public  Health  and 
Education  and  some  of  the  officers  of  the  Medical 
Society  of  the  State  of  New  York. 

On  December  11,  1947,  the  first  public  hearing 
of  the  New  York  State  Joint  Legislative  Committee 
on  Problems  of  the  Aging  was  held  in  New  York 
City.  The  chairman  of  the  Subcommittee  on 
Geriatrics  presented  a report  at  this  hearing  which 
was  approved  by  the  Council  Committee  on  Public 
Health  and  Education  and  the  Council.  Anyone 
desiring  a copy  of  this  report  may  receive  it  by  mak- 
ing a request  at  the  exhibit  of  the  Medical  Society 
of  the  State  of  New  York  at  the  time  of  the  Annual 
Meeting  in  May,  or  by  writing  to  the  chairman  of 
the  Council  Committee  on  Public  Health  and  Edu- 
cation. 


This  report  was  favorably  received. 

The  Subcommittee  is  continuing  its  activities  in 
close  cooperation  with  the  medical  schools  in  the 
State  of  New  York  and  the  government  and  volun- 
tary agencies  giving  attention  to  this  most  import- 
ant medical  and  public  health  problem. 

There  is  increased  interest  in  the  subject  of 
geriatrics,  and  more  attention  concerning  the  care 
of  adult  chronically  ill,  including  special  clinics 
and  home  care  services,  provision  for  postgraduate 
and  research  studies  in  medical  schools,  and  parti- 
cipation of  government  and  voluntary  agencies  in 
the  establishment  of  institutions  is  being  given  to 
augment  the  program. 

Nutrition. — The  New  York  State  Commissioner 
of  Health,  Dr.  Herman  E.  Hilleboe,  as  Chairman 
of  the  New  York  State  Food  Commission  appointed 
by  Governor  Dewey  to  cooperate  with  the  National 
Food  Conservation  Program,  requested  the  Medical 
Society  of  the  State  of  New  York  to  appoint  a Sub- 
committee on  Nutrition  to  cooperate  with  the 
New  York  State  Commission. 

At  the  meeting  of  the  Council  on  October  9,  1947, 
the  following  physicians  appointed  by  Dr.  Louis  H. 
Bauer  were  approved  as  members  of  the  Subcom- 
mittee on  Nutrition : 


Norman  S.  Moore,  M.D.,  Chairman  Ithaca 

Edgar  C.  Beck,  M.D Buffalo 


Norman  Jolliffe,  M.D New  York  City 

Elaine  P.  Ralli,  M.D New  York  City 

A meeting  of  the  Subcommittee  on  Nutrition  was 
held  in  Albany  on  November  28,  1947.  There  was 
discussion  about  the  ways  and  means  by  which  the 
medical  group  would  be  of  assistance  in  the  Food 
Commission  program.  The  following  recommenda- 
tions of  the  Subcommittee  were  presented  to  the 
Council  on  December  11,  1947,  and  approved: 

1.  Support  the  creation  of  a Nutrition  Bureau 
in  the  State  Department  of  Health. 

2.  Support  the  plea  to  the  curricula  committees 
of  the  various  medical  schools  of  the  State  to  intro- 
duce more  subject  matter  concerning  nutrition  in 
medical  education. 

3.  Inform  physicians  of  the  State  regarding  re- 
cent advances  concerning  nutrition  and  stimulate 
their  interest  . 

(а)  Educational  articles  in  the  New  York 
State  Journal  of  Medicine,  using  as  a guide  the 
Handbook  of  the  Food  and  Nutrition  Board. 

(б)  At  annual  meetings  of  medical  societies 
work  in  special  reports  on  the  anthropologic  as- 
pects of  nutrition  in  various  cultures,  and  par- 
ticularly our  own  culture,  as  a means  of  stimu- 
lating interest. 

(c)  In  the  Council  Committee  on  Public  Health 
and  • Education  include  more  programs  on  the 
subject. 

( d ) Disseminate  information  regarding  the  im- 
portance of  nutrition  in  all  age  groups;  to  the 
specialists  in  obstetrics,  pediatrics,  and  geriatrics 
particularly,  and  stress  the  value  of  nutrition  in 
all  disease  conditions. 

4.  In  cooperation  with  the  State  Health  De- 
partment provide  stipends  for  doctors  who  take  ad- 
vanced work  in  nutrition  similar  to  the  plans  de- 
veloped for  special  training  in  the  cancer  program. 

5.  Support  the  State  Health  Department’s  re- 
quest and  the  Food  Commission’s  request  for  ap- 
propriations for  research  to  be  carried  out  at  places 
where  qualified  nutrition  clinics  and  educational 
facilities  are  available. 
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Another  meeting  of  the  Subcommittee  on  Nu- 
trition was  held  in  Albany,  on  February  6,  1948, 
to  consider  the  proposed  program  for  the  Bureau 
of  Nutrition  to  be  established  in  the  State  Depart- 
ment of  Health.  This  program  was  approved,  sub- 
ject to  minor  revisions,  which  have  been  made. 

Present  at  these  conferences  in  addition  to  the 
Subcommittee  members  were  members  of  the  Coun- 
cil Committee  on  Public  Health  and  Education,  some 
of  the  officers  of  the  Medical  Society  of  the  State 
of  New  York,  and  representatives  of  the  New  York 
State  Department  of  Health. 

Physical  Medicine. — At  the  meeting  of  the 
Council  on  June  19,  1947,  it  was  voted  that  the 
President  be  empowered  to  appoint  a Subcommittee 
on  Physical  Medicine  to  consider  the  problem  of  the 
training  and  licensing  of  physiotherapists  in  New 
York  State.  This  is  a Joint  Subcommittee  of  the 
Council  Committees  on  Legislation  and  Public 
Health  and  Education. 

This  Subcommittee  on  Physical  Medicine  has  the 
following  membership: 

Charles  M.  Allaben,  M.D.,  Chairman.  Binghamton 


John  W.  Ghormley,  M.D Albany 

Kristian  G.  Hansson,  M.D New  A'ork  City 

Richard  Kovacs,  M.D New  York  City 

R.  Plato  Schwartz,  M.D Rochester 

William  B.  Snow,  M.D New  York  City 


Meetings  of  the  Subcommittee  were  held  on  Sep- 
tember 16,  and  October  8,  1947,  in  New  York  City 
to  consider  the  qualifications  and  licensing  of 
physiotherapists  in  New  York  State.  Present  at 
these  meetings  in  addition  to  the  Subcommittee 
members  were  members  of  the  Council  Committee 
on  Legislation  and  Public  Health  and  .Education, 
some  of  the  officers  of  the  Medical  Society  of  the 
State  of  New  York,  and  representatives  of  the  State 
Departments  of  Health  and  Education. 

As  a result  of  these  conferences  a report  with 
recommendations  was  prepared  by  the  Subcom- 
mittee and  submitted  to  the  Council  at  a meeting  on 
December  11,  1947.  The  Council  decided  that 
further  study’  should  be  given  this  matter.  In  the 
near  future  other  conferences  will  be  held  in  order 
to  find  a satisfactory  solution  to  the  difficult  prob- 
lem of  licensing  physiotherapy’  technicians. 


PART  VI 


Economics 

The  Council  Committee  on  Economics  has  the 
following  membership: 


Carlton  E.  Wertz,  M.D. , Chairman.  . . Buffalo 

Charles  M.  Allaben,  M.D Binghamton 

Dan  Mellen,  M.D Rome 


The  Committee  submits  the  following  report: 

Public  Medical  Care 

The  Subcommittee  on  Public  Medical  Care  has 
the  following  membership: 

Christopher  Wood,  M.D.,  Chairman . White  Plains 


Carlton  E.  Wertz,  M.D Buffalo 

Charles  F.  Rourke,  M.D Schenectady 

Howard  P.  Webb,  M.D Utica 


During  the  past  year  with  the  exception  of  the 
summer  months,  the  Subcommittee  on  Public 
Medical  Care  has  met  with  representatives  of  the 
State  Department  of  Social  Welfare  at  intervals  of 
approximately  six  weeks.  Also  attending  each  of 
these  meetings  were  representatives  of  the  New 


York  State  Association  of  Public  Welfare  Officials 
and  representatives  of  the  medical  consultants  of 
various  local  medical  plans  in  upstate  New  York 
and  New  York  City.  As  noted  in  last  y’ear’s  report, 
this  entire  group  has  been  termed  the  Joint  Com- 
mittee. 

Much  of  the  work  of  the  Subcommittee  has  con- 
sisted of  consideration  of  minor  details  and  a careful 
review  of  innumerable  problems  attendant  upon 
the  functioning  of  the  local  medical  plans  and  the 
relationships  of  the  several  personnel  concerned.  In 
addition,  the  tedious  work  of  revising  and  rewriting 
the  Manual  of  the  State  Department  of  Social  Wel- 
fare is  progressing  slowly.  Many’  problems  relating 
to  pharmacists,  optometrists,  drugs,  and  appliances 
have  been  referred  to  the  Joint  Committee  for  advice 
and  suggestions,  and  in  some  instances  for  decision 
as  to  policy  and  procedure.  A questionnaire  study, 
which  elicited  a very’  gratifying  number  of  replies, 
indicated  ( 1 ) that  poor  nutrition  was  not  particularly 
prevalent  among  welfare  patients  and  was  not  a fac- 
tor in  prolonging  hospitalization,  and  (2)  that 
vitamins  were  prescribed  frequently’  both  as  treat- 
ment and  as  a diet  supplement. 

In  order  to  avoid  misunderstanding,  the  Sub- 
committee desires  to  emphasize  that  its  function  is 
at  a State  level,  and  of  necessity  its  consideration  of 
policies,  procedures,  and  problems  must  be  at  that 
level.  Other  than  to  advise  or  suggest,  it  cannot 
intervene  in  local  problems,  policies,  and  procedures; 
these  are  the  responsibility  of  the  locality’,  the  local 
welfare  commissioner,  and  the  county  medical 
society.  Every’  effort  should  be  made  to  solve 
these  problems  locally,  and  to  understand  and 
evaluate  the  viewpoints  and  opinions  of  all  those 
concerned  in  welfare  work.  Cooperation,  tolerance, 
and  goodwill  at  informal  conferences,  with  the 
proper  admixture  of  conciliation  and  compromise, 
almost  invariably  produce  results.  The  presence 
of  the  medical  consultant — of  whom  there  are  now 
44 — affords  an  excellent  opportunity  for  liaison  be- 
tween the  local  physicians  and  the  local  welfare  ad- 
ministration. 

The  majority  of  complaints  received  by  yrour  Sub- 
committee voiced  objection  to  the  procedure  of 
payment  to  patients  for  medical  services,  because 
many  patients  did  not  forward  these  checks  to  their 
physicians  but,  instead,  used  the  money  for  other 
purposes.  It  has  been  stated  that  some  welfare 
clients  call  physicians  unnecessarily  in  order  to  in- 
crease their  regular  allotments  by  the  checks  they 
receive  for  payunent  of  medical  services.  The  State 
Department  of  Social  Welfare  is  quite  willing  to 
pay  physicians  directly  for  their  services  but  cannot 
do  so,  if  the  St^te  is  to  receive  reimbursement  from 
the  federal  government,  as  long  as  regulations  of  the 
Federal  Social  Security  Board  require  that  payr- 
ments  for  medical  services  be  made  to  welfare  pa- 
tients, and  not  directly'  to  physicians. 

At  the  present  time  the  Joint  Committee  favors 
the  recommendation  that  all  groups  concerned  peti- 
tion the  Federal  Social  Security  Board  to  change 
or  void  this  regulation.  The  chairman  of  the  Sub- 
committee is  extremely  doubtful  of  the  wisdom  of 
this  recommendation  and  urges  veiy  thoughtful 
consideration  before  decision  is  made  in  its  favor. 
For  reasons  obvious  to  all  of  us,  the  medical  pro- 
fession has  long  insisted  that  no  third  party  inter- 
vene between  doctor  and  patient.  Payment  of 
physicians  directly  would  insure  payment  in  every 
case,  but  it  would  reduce  the  patient’s  feeling  of  in- 
debtedness and  gratitude  toward  his  doctor,  and  al- 
most certainly  would  make  him  feel  irresponsible 
for  and  indifferent  to  payment  for  medical  services 
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Because  a number  of  welfare  patients — just  as  a 
number  of  private  patients — meglect  or  refuse  to 
pay  their  medical  bills,  do  we  wish  to  implant  in  a 
further  segment  of  our  people  the  idea,  or  perhaps 
the  conviction,  that  government  is  responsible  for 
and  pays  for  medical  care?  For  this  number  of  un- 
paid bills,  or  for  the  expedient  of  increasing  our  in- 
comes somewhat,  do  we  wish  to  abandon  one  of  our 
most  important  principles? 

The  Subcommittee  wishes  to  express  its  appre- 
ciation to  all  the  members  of  the  Joint  Committee, 
without  whose  cooperation  and  advice  much  of  the 
work  could  not  have  been  done,  and  many  of  the 
ideas  and  suggestions  would  have  been  far  less 
thoroughly  explored.- 


PART  VII 

Medical  Care  Insurance 

The  Subcommittee  on  Medical  Expense  Insurance 
is  composed  of  the  following  members : 


A.  H.  Aaron,  M.D.,  Chairman Buffalo 

Leo  F.  Simpson,  M.D Rochester 

Leo  E.  Gibson,  M.D Syracuse 

Frederick  M.  Miller,  Jr.,  M.D Utica 

John  E.  Heslin,  M.D Albany 

C.  Otto  Lindbeck,  M.D. . \ . Jamestown 

Abraham  Koplowitz,  M.D Brooklyn 

Milton  J.  Goodfriend,  M.D. . \ ew  York  City 

Mrs.  Mary  Madden,  Liaison  with  Woman’s 

Auxiliary Albany 


The  Committee  has  held  two  meetings,  on  April  4, 
and  December  8 in  New  York  City,  for  Committee 
members  from  New  York  City,  Albany  and  Utica, 
and  in  Buffalo  on  December  \b,  for  members  from 
Buffalo,  Rochester,  Syracuse,  and  Jamestown. 

As  no  supplementary  report  wras  made  in  1947 
to  the  House  of  Delegates,  your  Committee  takes 
the  liberty  of  reporting  on  its  activities  since  March 
1,  1947. 

At  the  April  4 meeting  a progress  report  on 
earned  premium,  claim  data,  administrative  costs, 
and  surplus  of  the  New  York  State  plans  for  the 
year  ended  December  31,  1946,  was  distributed  to 
those  present.  Mr.  George  P.  Farrell,  director  of 
the  Bureau  of  Medical  Care  Insurance,  explained  in 
detail  the  statement  on  “Claim  Data”  and  the 
formula  used  in  determining  reserves,  in  particular 
the  reserve  for  maternity  benefits.  All  questions 
were  answered  satisfactorily  by  Mr.  Farrell. 

Mr.  Farrell  reported  on  the  difficulties  encoun- 
tered by  the  Western  New  York  Medical  Plan, 
Buffalo,  due  to  high  utilization  in  the  general  medi- 
cal contract  (including  home  and  office  calls).  He 
stated  that  there  was  a surplus  deficit  on  October 
31,  1946,  in  the  amount  of  $47,183.  Participating 
doctors  contributed  $128,033  during  the  months  of 
November  and  December  to  the  Plan.  This  con- 
tribution represented  services  rendered  to  members. 
The  Plan  had  a total  surplus  at  December  31,  1946, 
in  the  amount  of  $82,219. 

The  Committee  expressed  its  admiration  of  the 
manner  and  spirit  in  which  this  problem  was 
handled  by  the  underwriting  doctors  and  voted 
that  their  action  be  commended  in  a report  to  the 
Council  through  the  Council  Committee  on  Eco- 
nomics. 

The  comprehensive  medical  contract  (including 
home  and  office  calls)  was  cancelled,  effective  March 
1 , 1947,  giving  an  opportunity  to  contract  holders  to 
retain  the  original  contract  excluding  home  and 
office  calls,  but  providing  for  medical  calls  while 


hospitalized,  or  to  change  to  the  surgical  contract. 
A projection  of  the  Plan  was  presented  and  it  seemed 
reasonable  to  assume  that  under  the  revised  change 
the  Plan  would  be  able  to  continue  on  a sound  under- 
writing basis.  Since  the  revision  of  the  contract 
benefits,  the  Plan  has  progressed  on  a sound  financial 
basis,  and  at  December  31,  1947,  total  surplus 
amounted  to  $163,794  and,  in  addition,  reserve  for 
future  maternity  benefits  increased  during  1947  in 
the  amount  of  $40,762. 

Mr.  Farrell  stressed  the  importance  of  quarterly 
reporting  by  the  plans,  stating  that  through  progress 
reports  prepared  by  the  Bureau  from  figures  sub- 
mitted by  the  plans,  similar  difficulties  in  other  plans 
could  be  detected  and  corrective  measures  taken. 

The  Committee  discussed  again  the  question  of 
affiliation  of  the  plans  in  Associated  Medical  Care 
Plans,  Inc.  Mr.  Farrell  reported  on  a conference 
with  Mr.  Frank  Smith,  director  of  A.M.C.P.,  stating 
that  plans  approved  by  county  medical  societies 
but  underwritten  by  commercial  companies  would 
not  be  considered  eligible  for  membership.  Mr. 
Farrell  cited  the  advantages  of  affiliation  in  A.M.- 
C.P.;  namely,  information  and  statistics  from 
member  plans  would  be  helpful  in  formulating 
policies,  member  plans  would  have  a spokesman  in 
the  membership  group,  and  early  membership  would 
enable  members  to  learn  how  dues  money  was 
being  used,  public  relations  policies,  etc.  Following 
this  meeting,  several  New  York  State  plans  have  be- 
come members  in  A.M.C.P. 

Mr.  Farrell  advised  the  Committee  that  all  plans 
have  reciprocal  privileges  in  the  State  and  the  Com- 
mittee voted  that  compilation  of  the  responses  re- 
ceived from  the  plans  regarding  reciprocity  be  pub- 
lished in  theNEw  YorkState  Journalof  Medicine. 

At  the  sessions  December  8 and  15,  the  following 
program  for  the  1947-1948  season  was  outlined: 

1.  Survey  groups  of  doctors  and  subscribers  in 
each  plan  to  determine  reactions  to  and  experience 
in  the  plans. 

It  was  voted  that  Mr.  Farrell  personally  visit 
doctor  groups  and  work  through  key  personnel 
men  for  information  on  subscriber  reaction,  and 
compilation  of  information  obtained  to  be  pre- 
pared for  the  information  of  the  Committee. 

2.  Survey  county  medical  societies  in  regard  to 
approval  of  plan  in  each  operating  area. 

It  was  voted  that  Mr.  Farrell  arrange  an  appear- 
ance before  county  society  groups  where  ap- 
proval has  not  been  determined.  A report  of  this 
survey  will  be  presented  at  a later  date. 

In  connection  with  county  society  approval,  Mr. 
Farrell  reported  that  Steuben  County  Medical 
Society  had  approved  the  Central  New  York  Medi- 
cal Plan,  Syracuse,  and  that  enrollment  of  doctors 
was  proceeding.  Several  doctors  in  Hornell,  how- 
ever, have  already  affiliated  with  the  Western  New 
York  Plan,  Buffalo,  at  a fee  of  $10,  and  participa- 
tion in  Central  New  York  requires  a $25  fee.  In 
order  that  the  Central  New  York  Plan  will  have  the 
participation  of  these  doctors,  it  was  recommended 
that  arrangements  be  worked  out  between  the  two 
plans  whereby  doctors  already  affiliated  with  West- 
ern Now  York  could  participate  in  Central  New 
York  at  a fee  of  $15  instead  of  $25,  thereby  making 
participation  in  both  plans  no  more  than  $25. 
This  arrangement  was  to  be  presented  to  the  Board 
of  Directors  of  both  plans  for  agreement. 

The  Committee  was  advised  that  all  areas  are 
now  served  by  a medical  care  plan  with  the  exception 
of  one  county. 
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3.  Publicize  medical  care  plans  locally  through 
county  society  publications. 

It  was  voted  to  circularize  county  medical  so- 
ciety publications  and  invite  their  cooperation 
by  giving  space  to  the  plans  operating  in  each 
area,  copy  to  be  furnished  by  local  plans  and 
where  needed,  supplemented  by  the  Bureau  of 
Medical  Care  Insurance  from  the  State  level. 

4.  Development  of  an  informative  folder  for 
periodic  distribution  to  doctors,  cost  to  be  carried 
by  each  plan  in  proportion  to  the  number  desired. 

This  project  has  been  approved  by  all  plans  and 
the  Committee  voted  to  proceed  in  the  preparation 
of  such  a folder  early  in  1948.  Developments  will 
be  reported  to  the  Committee  at  its  next  meeting. 

The  Committee  discussed  the  advisability  of  a 
uniform  contract  on  a state  level  and  recommended 
that  further  study  be  made.  Mr.  Farrell  stated 
that,  inasmuch  as  all  plans,  with  the  exception  of 
Genesee  Valley  Medical  Care,  Inc.,  Rochester,  have 
written  an  in-hospital  medical-surgical  contract, 
this  type  of  coverage  would  be  the  most  logical  on  a 
State-wide  basis.  It  was  brought  out  that  in  many 
instances  enrollment  was  retarded  because  com- 
panies with  branches  throughout  the  State  wanted 
coverage  for  all  employees,  and  for  this  reason  it 
was  urgent  that  further  conferences  and  research 
be  recommended  and  an  early  report  submitted  to 
the  Committee. 

The  Committee  voted  to  lend  its  aid  in  misunder- 
standings regarding  disputes  on  claims  and  differ- 
ences regarding  policy  between  participating  doctors 
and  the  plans.  It  was  recommended  that  doctors 
be  invited  to  submit  such  problems  to  the  Com- 
mittee for  clarification  and  possible  settlement. 

Mr.  Farrell  presented  a brief  verbal  report  on  the 
progress  of  New  York  State  plans  for  the  year  to 
September  30,  1947,  as  follows:  Total  membership 
928,324,  an  increase  of  327,000;  increases  by  plans: 
United  Medical  Service,  256,000;  Genesee  Valley 
Medical  Care,  31,000;  Northeastern!  New  York 
Medical  Service,  15,000;  Medical  and  Surgical  Care, 
14,000;  Western  New  York  Medical  Plan,  6,000, 
and  Central  New  York  Medical  Plan,  3,000.  Claims 
incurred  for  the  same  period  totalled  $2,576,000. 

The  Committee  recommends  through  the  Council 
Committee  on  Economics  that  the  Medical  Society 
of  the  State  of  New  York  extend  continued  ap- 
proval of  the  six  New  York  State  plans  for  another 
year,  as  follows:  United  Medical  Service,  Inc.,  New 
New  York;  Genesee  Valley  Medical  Care,  Inc., 
Rochester;  Central  New  York  Medical  Plan,  Syra- 
cuse; Medical  and  Surgical  Care,  Inc.,  Utica; 
Northeastern  New  York  Medical  Service,  Albany, 
and  Western  New  York  Medical  Plan,  Buffalo. 
This  recommendation  is  in  accordance  with  the 
Standards  of  Acceptance  for  Approval. 

The  Committee  wishes  to  express  its  thanks  to  the 
officers  of  the  Medical  Society  of  the  State  of  New 
York,  and  to  Dr.  Carlton  E.  Wertz,  chairman  of  the 
Council  Committee  on  Economics,  for  their  interest 
and  attendance  at  meetings. 

Bureau  of  Medical  Care  Insurance. — The  Bureau 
of  Medical  Care  Insurance,  George  P.  Farrell,  di- 
rector, reports  as  follows : 

The  activities  of  the  Bureau  have  been  carried  on 
under  the  direction  of  the  Subcommittee  on  Medi- 
cal Expense  Insurance  of  the  Council  Committee  on 
Economics. 

In  the  field  of  public  relations,  Mr.  Farrell  has 
appeared  before  Woman’s  Auxiliary  groups  of  the 
counties  of  Orange  and  Ulster;  the  Port  Jervis  Com- 


munity Club,  an  affiliate  of  the  Federation  of 
Women’s  Clubs;  two  county  medical  society  stated 
meetings,  the  Vermont  Health  Council  and  other 
civic  organizations.  Mr.  Farrell  has  written  and 
presented  papers  before  these  groups  on  the  various 
aspects  of  voluntary  prepaid  medical  care  insurance. 
He  also  has  taken  part  in  forums  and  debates, 
covering  specifically  the  plans  operating  locally 
throughout  the  State.  Comments  from  many 
sources  have  shown  that  this  type  of  publicity  has 
increased  enrollment  and  stimulated  doctor  interest 
in  the  plans. 

On  invitation  of  Dr.  O.  W.  H.  Mitchell,  chairman 
of  the  Council  Committee  on  Public  Health  and 
Education  of  the  Medical  Society  of  the  State  of 
New  York,  Mr.  Farrell  has  talked  before  two  senior 
medical  student  groups  of  the  Syracuse  University 
College  of  Medicine.  He  presented  a paper  before 
the  senior  sociology  class  of  Champlain  College, 
closing  his  appearances  in  that  locality  by  taking 
part  in  a debate  with  Mr.  Francis  Wilson,  Ph.D., 
head  of  the  biology  department  of  Associated  Col- 
leges of  Upper  New  York,  on  the  subject:  Re- 

solved, That  socialized  medicine  should  be  insti- 
tuted in  the  United  States. 

At  the  request  of  the  Industrial  Council,  Mr. 
Farrell  took  part  in  a discussion  program  with 
representatives  of  the  Standard  Oil  Company  of 
New  Jersey  on  compulsory  sickness  insurance. 

As  recommended  by  the  Subcommittee  on  Medi- 
cal Expense  Insurance,  Mr.  Farrell  has  conferred 
with  Mr.  Thomas  Hendricks,  of  the  Council  on 
Medical  Service  of  the  A.M.A.,  on  the  question  of  a 
seal  of  acceptance  of  medical  care  plans  in  New  York 
State,  and  with  plan  directors  on  the  informative 
folder  to  be  distributed  to  members  by  the  plans. 

The  director  has  held  meetings  with  Dr.  Aaron, 
chairman  of  the  Subcommittee  on  Medical  Expense 
Insurance,  on  present  and  future  activities  of  the 
Committee  to  be  carried  on  by  the  Bureau. 

Mr.  Farrell  was  present  at  the  First,  Second, 
Third,  and  Fourth  District  Branch  meetings  of  the 
Medical  Society  of  the  State  of  New  York,  present- 
ing a paper  at  the  Fourth  District  meeting  on  “The 
Present  Status  and  Future  of  Medical  Care  Insur- 
ance in  New  York  State.”  He  has  attended  Sub- 
committee meetings,  Council  meetings  of  the 
Medical  Society  of  the  State  of  New  York,  the 
second  annual  conference  of  Associated  Medical 
Care  Plans  and  the  annual  meeting  of  the  American 
Medical  Association.  Following  the  Annual  Con- 
ference of  A.M.C.P.,  Mr.  Farrell  prepared  and  dis- 
tributed to  members  of  the  Council  abstracts  of  the 
various  A.M.C.P.  Committee  reports.  He  also 
attended  the  annual  conference  of  Medical  Society 
Secretaries  at  Albany,  hearings  at  Albany  on  legis- 
lative bills  amending  Article  9-c  of  the  State  Insur- 
ance Law. 

As  a member  of  the  liaison  committee  with  Veter- 
ans Administration,  he  has  been  present  at  its  meet- 
ings and  prepared  comparative  fee  schedules  for 
coitfeideration  and  use  of  the  Veterans  Administra- 
tion and  Veterans  Medical  Service  Plan  of  New 
York,  Inc.,  in  the  program  of  home  town  care  of 
veterans  with  service-connected  disabilities. 

Mr.  Farrell  was  a guest  of  the  United  Medical 
Service  activities  at  its  annual  dinner,  where  a re- 
port was  read  on  the  United  Medical  Service,  and  a 
fifteen  point  program  to  improve  medical  care  was 
outlined  by  Mr.  Bernard  Baruch,  guest  of  honor. 
Mr.  Farrell  also  attended  the  Middle  Atlantic  States 
Conference  on  Medical  Service,  at  Philadelphia,  spon- 
sored by  the  Council  on  Medical  Service  of  the  A.M.  A. 
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On  approval  of  the  Council  of  the  Medical  Society 
of  the  State  of  New  York,  Mr.  Farrell  is  serving  as 
a member  of  the  new  Committee  on  Research  Sta- 
tistics of  A.M.C.P. 

The  results  of  the  Committee’s  survey  of  county 
medical  societies  regarding  approval  of  plans  op- 
erating in  their  areas  have  been  gratifying.  Steuben 
County  Medical  Society  has  approved  affiliation 
with  the  Central  New  York  Medical  Plan,  Syracuse, 
and  it  was  agreed  by  the  Board  of  Directors  of 
Central  New  York  and  Western  New  York  plans, 
that  a doctor,  now  participating  in  the  Western 
New  York  Plan  at  a fee  df  $10,  could  become  a par- 
ticipating doctor  in  the  Central  New  York  Plan  by 
payment  of  $15,  making  the  total  fee  for  participa- 
tion in  both  plans  not  to  exceed  the  $25  fee  required 
by  the  Central  New  York  Medical  Plan.  During 
the  past  year  the  Jefferson  County  Medical  Society 
has  approved  affiliation  with  Medical  and  Surgical 
Care,  Inc.,  Utica,  and  services  of  that  plan  are  now 
being  offered  to  residents  of  Jefferson  County. 

On  the  Committee’s  recommended  program  of 
publicizing  medical  care  plans  locally  in  county 
medical  society  publications,  Mr.  Farrell'  reports 
that  letters  have  been  sent  to  the  seventeen  pub- 
lications throughout  the  State  and  responses  have 
been  favorable. 

The  Committee’s  program  to  survey  participating 
and  nonparticipating  doctors  in  the  six  plans,  as 
well  as  subscribers  throughout  the  State,  to  deter- 
mine reaction  and  experience,  has  been  started. 
This  survey  will  aid  the  Committee  to  determine 
future  activities,  and  it  is  the  desire  of  the  Com- 
mittee that  this  program  be  completed  as  quickly 
as  time  will  allow.  It  is  hoped  a report  can  be  made 
at  the  Annual  Meeting. 

The  Bureau  has  continued  its  policy  of  preparing 
and  distributing  to  Subcommittee  members,  plan 
directors  and  executives,  and  the  State  of  New 
York  Insurance  Department,  quarterly  progress 
reports  on  the  New  York  State  plans.  A report  on 
the  progress  of  the  plans  as  of  December  31,  1947 
follows: 

Total  membership  (subscribers  and  dependents) 
as  of  December  31,  1947,  was  1,023,615.  Increase 
in  enrollment  during  1947  was  425,573  members,  or 
29  per  cent  over  the  previous  year’s  enrollment. 

Following  is  a comparative  membership  state- 
ment of  increase  in  the  Blue  Cross  Hospital  and 
Medical  Care  Plans  in  New  York  State  for  the  year 
ending  December  31,  1947 : 

United  Medical  Service,  New 
Yoik 

Western  New  York  Medical 
Plan,  Inc.,  Buffalo 
Medical  and  Surgical  Care, 

Inc.,  Utica 

Central  New  York  Medical 
Plan,  Inc.,  Syracuse 
Genesee  Valley  Medical  Care, 

Inc.,  Rochester 

Northeastern  New  York  Medi- 
cal Service,  Inc.,  Albany 
Total 


Medical  Hospital 


325,001 

417,191 

19,427 

24,574 

20,122 

9,750 

4,014 

22,486 

34,231 

23,657 

22,778 

36,666 

425,573 

533,724 

Forty-four  per  cent  of  the  combined  membership 
increase  was  in  medical  plans  as  compared  to  32 
per  cent  in  1946.  This  gain  is  significant,  because 
the  total  membership  in  medical  care  plans  was  22 
per  cent  of  total  Blue  Cross  membership  as  of 
December  31,  1947,  as  compared  to  16  per  cent 
December  31,  1946. 


The  medical  care  plans  had  an  earned  premium 
income  during  1947  of  $5,908,744  and  incurred 
claims  amounted  to  $3,681,557.  Earned  premium 
income  during  1946  was  $3,100,444  and  incurred 
claims,  $2,009,869. 

The  continued  success  of  the  New  York  State 
plans  will  depend  upon  the  cooperation  and  support 
of  the  doctors.  Approximately  75  per  cent  of  all 
practicing  doctors  in  the  State  are  participating  in 
the  plans.  In  areas  where  doctor  participation  is 
close  to  100  per  cent,  enrollment  of  members  (sub- 
scribers and  dependents)  is  increasing  rapidly,  but 
in  a few  areas  where  the  majority  of  doctors  do  not 
participate,  membership  enrollment  is  definitely 
retarded. 

The  Bureau  wishes  to  thank  Dr.  Carlton  E.  Wertz, 
chairman  of  the  Council  Committee  on  Economics; 
Dr.  Aaron,  chairman,  and  the  members  of  the  Sub- 
committee on  Medical  Care  Insurance  of  the  Coun- 
cil Committee  on  Economics,  the  Public  Relations 
Bureau,  and  the  New  York  State  Journal  of 
Medicine  for  their  cooperation  and  assistance 
during  the  past  year. 

Mr.  Farrell  wishes  to  express  his  personal  thanks 
to  the  Woman’s  Auxiliary  groups  for  arranging  pro- 
grams on  medical  care  insurance. 

PART  VIII 


War  Memorial 

The  Committee  on  War  Memorial  of  the  Council 
and  Board  of  Trustees  has  the  following  membership: 


James  F.  Rooney,  M.D.,  Chairman Albany 

Edward  R.  Cunniffe,  M.D Bronx 

Maurice  J.  Dattelbaum,  M.D Brooklyn 


Fenwick  Beekman,  M.D New  York  City 

The  Committee  had  its  first  meeting  on  Septem- 
ber 11,  1947,  and  decided  that  a factual  study  of  the 
question  would  be  required  in  order  to  arrive  at  the 
total  number  of  the  living  children  of  former  mem- 
bers of  the  Society  who  were  killed  in  action  or  died  in 
sendee  during  World  War  II,  their  sex,  ages,  the 
desires  of  their  mother,  guardian,  next  of  kin  or 
themselves  as  to  the  type  of  education  they  desired, 
the  number  of  years  that  would  be  required  for  each 
of  them  to  complete  such  education  and,  especially 
in  the  case  of  those  above  the  age  of  16,  whether  or 
not  they  desired  to  adopt  a graduate  college  educa- 
tion as  a preliminary  to  medical,  legal,  or  other  pro- 
fessional training;  that  the  securing  of  these  facts 
would  be  a necessary  preliminary  to  conducting  an 
actuarial  study  of  the  total  expenditure  that  would 
probably  be  required  on  the  part  of  the  State  So- 
ciety, and  the  probable  portion  of  these  expendi- 
tures that  would  be  required  for  each  year  until  the 
education  of  these  children  had  been  completed,  be- 
cause it  must  be  kept  in  mind  that  the  ages  of  these 
children,  as  noted  in  the  preliminary  list  which  fol- 
lows, extends  from  7 months  to  22  years,  grouped 
by  quinquennial  periods,  as  may  be  noted  in  the 
summary.  This  information,  which  was  secured  by 
the  first  questionnaire  through  the  secretaries  of  ail 
the  county  societies,  is  still  somewhat  incomplete 
as  regards  certain  addresses,  and  no  reply  has  been 
received  to  the  questionnaire  from  the  secretaries 
of  two  of  the  smaller  county  societies,  and  it  is 
the  opinion  of  the  Committee  that  it  may  be  rea- 
sonably inferred  that  these  counties  have  no  mor- 
tality among  their  members  who  were  in  the  Armed 
Forces  of  the  United  States. 

The  information  shown  in  the  list  has  only  been 
completed  within  the  past  few  weeks  and  a second 
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questionnaire,  a copy  of  which  follows,  is  now 
being  sent  to  the  widow,  the  mother,  guardian, 
or  next  of  kin  of  the  children  of  the  deceased  mem- 
bers of  the  Society,  in  order  to  learn  the  present 
educational  situation  and  plans  for  the  future  edu- 
cation of  these  children. 

It  will  be  quite  apparent  that  until  the  replies  to 
this  second  questionnaire  are  received,  it  will  be  im- 
possible to  hazard  anything  but  a rough  guess  as  to 
the  expense  that  would  be  entailed  upon  the  Society 
by  way  of  financing  the  advanced  education  of  the 
children  of  its  members  who  died  during  their  service 
in  the  Armed  Forces  or  consequent  thereto  as  a re- 
sult of  service  connected  wounds  or  disease. 


The  Committee,  therefore,  is  submitting  this  pre- 
liminary report  and  hopes  that  it  may  have  secured 
sufficient  data  prior  to  the  1948  Meeting  of  the  House 
of  Delegates  that  it  will  be  in  a position  to  give  the 
House,  in  a supplementary  report,  a preliminary 
estimate  of  the  probable  total  expenditure  of  money 
that  would  be  required  to  carry  out  the  purpose  of 
the  resolution,  but  the  Committee  is  not  at  all 
sanguine  that  by  the  time  of  that  meeting  it  will  have 
had  sufficient  time  to  make  an  actuarial  study  of  the 
data  received  which  will  have  more  than  a remote 
approach  to  probable  accuracy. 

It  will  at  that  time,  in  the  supplementary  report, 
submit  its  recommendations  to  the  House. 


WAR  MEMORIAL 


County 

Member  and  Guardian 

Children 

Ages 

Albany 

None 

Allegany 

None 

Bronx 

Captain  Samuel  Wein 

Mortimer 

21 

Mrs.  Frieda  Wein,  guardian 

Robert 

n 

Broome 

None 

Cattaraugus 

Dr.  Clifford  Schmeising 

Clifford 

16 

Mrs.  Clifford  Schmeising, 

Sandra 

11 

guardian 

James 

9 

Julie  Ann 

8 

Grace  Ryan 

5 

Cayuga 

Chautauqua 

None 

Dr.  DeForest  W.  Buckmaster 

Joan 

22 

Mrs.  DeForest  Buckmaster, 

Mary 

19 

guardian. 

Chemung 

Dr.  Charles  L.  Stevens 

Charles  L. 

18 

Mrs.  Arietta  T.  Stevens, 

Fayette  M. 

16 

guardian 

Chenango 

None 

Clinton 

Dr.  Victor  F.  Krakes 

Mrs.  Lorrella  C.  Krakes, 

Joan  Marie 

3 

guardian 

Columbia 

None 

Cortland 

None 

Delaware 

None 

Dutchess 

Dr.  Bernard  Weiss 

Mrs.  Miriam  Weiss,  guardian 

Berne 

5 

Erie 

Dr.  Gene  W.  Hair 

Son 

2 

Essex 

None 

Franklin 

Dr.  Bruce  T.  Smith 

Robert 

16 

Mrs.  Bruce  T.  Smith,  guardian 

Bruce 

10 

Douglas 

3 

Fulton 

None 

Genesee 

None 

Greene 

None 

Herkimer 

None 

Jefferson 

None 

Kings 

Dr.  Louis  Michaels 

Mrs.  Ruth  W.  Michaels, 

David  Seth 

4 

guardian 

Dr.  Raymond  B.  Miles 

Kay  Vivian 

11 

Mrs.  Catharyn  C.  Miles, 

Raymond  B.,  Jr. 
William  David 

9 

guardian 

8 

Dr.  Patrick  S.  Haran 

Patricia 

20 

Mrs.  Lilliaa  Haran,  guardian 

Lillian  Marie 

16 

Dr.  Louis  P.  Kasman 

Karen 

11 

Mrs.  Louis  P.  Kasman,  guard- 

Richard 

10 

ian 

Dr.  Samuel  G.  Rosenfeld 
Mrs.  Samuel  G.  Rosenfeld, 

Jeffry  I 

3 

guardian 

Dr.  Harold  M.  Sachs 

Lawrence 

24 

Mrs.  Harold  M.  Sachs, 

Marcia 

17 

guardian 

Dr.  W.  W.  Samuelsen 
Mrs.  W.  W.  Samuelsen, 

Carol  Jeanne 

6 

guardian 

Dr.  Thomas  R.  Turino 

Judith  Hall 

10 

Mrs.  Thomas  R.  Turino* 

Karen  T. 

5 

guardian 
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County 

Member  and  Guardian 

Children 

Ages 

Lewis 

None 

Livingston 

None 

Madison 

None 

Monroe 

Dr.  Joseph  D.  Picciotti 

Gemma 

15 

Mrs.  Catherine  M.  Picciotti, 

Catherine  A. 

13 

guardian 

Josepha  A. 

n 

Joseph  D. 

10 

Montgomery 

None 

Nassau 

Dr.  H.  E.  Orange 

Patricia  Joan 

8 

Mrs.  Herbert  Orange,  guardian 

Richard  Lawrence 

6 

Dr.  J.  A.  Randazzo 

Norita  Julia 

8 

Mrs.  Alice  Ottesen  Randazzo, 

Beatrice  Joyce 

6 

guardian 

Dr.  Joseph  E.  Funk 

Joseph 

8 

Mrs.  James  W.  Foote  (for- 

Thomas 

5 

merly  Mrs.  Funk),  guardian 

Paul 

4 

New  York 

Dr.  Morris  Horn 

Sandra 

11 

Mrs.  Ruth  C.  Horn,  guardian 

Dr.  Bruno  Solby 

Mrs.  Trude  D.  Solby,  guardian 

Michael  Arthur 

10 

Dr.  Richard  Benfield 

Mrs.  Lola  Benfield,  guardian 

John 

15 

Dr.  A.  Whitfield  Hawkes 

Stephen  W. 

11 

A.  W.  Hawkes,  grandfather, 

Frances  Ann 

9 

guardian 

Dr.  Clyde  H.  Brown 

Mrs.  Erva  F.  Brown,  guardian 

Franklin  K. 

12 

Niagara 

None 

Oneida 

None 

Onondaga 

Dr.  Paul  H.  Lowry 

Mrs.  Ralph  Darran  (formerly 

Susan  Jane  (Married) 

20 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Mrs.  Lowry),  guardian 
None 
None 
None 
No  answer 
None 

No  answer. 

Dr.  Alfred  L.  Lyons 

Arthur  Edward 

16 

Mrs.  Evelyn  Lyons,  guardian 

Edith  E. 

14 

Rensselaer 

Richmond 

Rockland 

None 

None 

Dr.  Henry  A.  Silberstein 

Judith 

14 

Peter 

10 

St.  Lawrence 
Saratoga 

None 

Dr.  Richard  D.  Bullard 

Peter  D. 

4 

Mrs.  Elizabeth  Bullard, 

Thomas  J. 

4 

guardian 

. (twins) 

Schenectady 

Dr.  Robert  C.  Maxon 

Robin 

9 

Mrs.  Robert  C.  Maxon, 

Laurie 

4 

guardian 

Schoharie 

None 

Schuyler 

None 

Seneca 

None 

Steuben 

None 

Suffolk 

None 

Sullivan 

None 

Tioga 

None 

Tompkins 

None 

Ulster 

Dr.  Joseph  George  Sandler 

Jane 

10 

Mrs.  Joseph  G.  Sandler, 

Peter 

7 

guardian 

Richard 

4 

Warren 

None 

. .• 

Washington 

None 

Wayne 

Dr.  Edwin  T.  Tellman 

Joan 

9 

Mrs.  Edwin  T.  Tellman, 

Sally 

7 

guardian 

Westchester 

None 

Wyoming 

None 

• 

Yates 

None 

Summary 


Age, 

Years 

Number 

Boys 

Girls 

Under  5 

14 

11 

3 

0-10 

22 

12 

10 

11-15 

13 

5 

8 

16-20 

10 

5 

5 

Over  21 

3 

2 

1 

Totals 

02 

35 

27 
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Letter  and  Questionnaire 


The  enclosed  questionnaire  is  submitted  by  a Subcommittee 
of  the  Council  and  the  Board  of  Trustees  of  the  Society  in 
order  to  secure  the  actual  iai  information  necessary  to  devise 
a plan  for  educational  assistance  to  the  children  'of  former 
members  of  the  Society  who  were  killed  in  action  or  who  died 
of  service-connected  disability  during  World  War  II,  from 
September  15,  1940,  to  date  hereof. 

Without  this  complete  information  it  is  impossible  for  the 
Subcommittee  to  make  an  estimate  of  the  probable  cost  and 
feasibility  of  a Memorial  Plan  in  order  to  make  tentative 
recommendations  to’  the  House  of  Delegates  of  the  Society 
at  its  meeting  in  the  spring  of  1948. 

It  is  earnestly  hoped,  therefore,  that  you  will  cooperate 


with  the  Subcommittee  in  completing  this  questionnaire  at 
the  earliest  possible  moment  and  return  it  to: 

Dr.  Walter  P.  Anderton,  Secretary 
Medical  Society  of  the  State  of  New  York 
292  Madison  Avenue,  New  York  City  17 

Yours  very  truly, 

James  F.  Rooney,  M.D.,  Chairman 
Edward  R.  Cunniffe,  M.D. 

Maurice  J.  Dattelbaum,  M.D. 
Fenwick  Beekman,  M.D. 

February  8,1948 


Questionnaire 

Submitted  by  the  Subcommittee  regarding  the  War  Memorial  of  the  Medical  Society  of  the  State  of  New  York. 

1.  Name  of  father 2.  Rank:  Army Navy.. 

Coast  Guard 

Public  Health  Service 


killed  in  action 
died  in  service 


4.  Age  at  death ... . 5.  Date  and  place  of  death,  if  known '. 

6.  Date  of  entry  into  service 7.  Plan  for  future  education,  business 

Trade 

Profession 

8.  Surviving  children:  Present  educational  situation 


Names 

Sex 

Present 

Age 

Pre- 

school 

Grade 

Private 

school 

Grade 

Primary  . 
School 
Qrade 

Secondary 

School 

(High 

School) 

Grade 

Professional 

School 

Graduate 

Degree 

A. 

B. 

C. 

D. 

Please  furnish  the  Subcommittee  with  any  additional  information  which  you  desire  to  bring  to  its  attention,  especially  such 
as  present  educational  needs  for  the  children,  etc.,  and  anything  else  which  you  feel  may  help  the  Subcommittee  in  accomplish- 
ing its  purpose. 

All  information  which  you  give  in  this  questionnaire  will  be  held  as  absolutely  confidential  by  the  Subcommittee. 

Remarks: 

’ Signed 


PART  IX 

Legislation 

The  Council  Committee  on  Legislation  consists  of 
the  following  members: 


Harry  Aranow,  M.D.,  Chairman Bronx 

Walter  W.  Mott,  M.D White  Plains 

Frederic  W.  Holcomb,  M.D Kingston 


The  Council  Committee  on  Legislation  has  been 
requested  to  submit  a report  of  its  activities  for 
publication.  This  request  for  an  early  report,  which 
it  is  understood  is  necessary  for  publication  before 
the  meeting  of  the  House  of  Delegates,  will  make  it 
necessary  that  a supplementary  report  be  made  at  a 
later  date.  The  Legislature  is  in  the  middle  of  its 
session  at  the  time  this  report  is  made.  The  budget 
bills  which  have  been  introduced  have  not  been 
cleared  so  far,  so  action  on  many  of  the  other  bills 
has  not  progressed  to  any  extent. 


Up  to  February  15  there  had  been  1,729  bills  intro- 
duced in  the  Senate  and  1,983  bills  introduced  in 
the  Assembly.  We  have  reported  to  the  officers  of 
the  State  Society,  to  the  officers  of  the  county  socie- 
ties, and  to  members  of  the  county  society  legislative 
committees,  concerning  68  bills  in  the  Senate  and  81 
bills  in  the  Assembly.  A number  of  these  bills  are 
concurrent;  that  is,  in  both  houses.  Of  the  68  Senate 
bills,  copies  of  24  bills  have  been  sent  to  the  chairmen 
of  the  county  society  legislative  committees.  Of  the 
81  Assembly  bills,  17  have  been  sent  out.  This 
makes  a total  of  41  separate  bills  which  we  have  had 
particular  interest  in  following.  Very  few  of  these 
bills  are,  however,  of  such  importance  as  to  call  for 
exceptionally  strong  representation  for  or  against. 
Of  these  bills,  the  ones  that  would  seem  to  call  for 
most  important  representation  to  the  members  of 
the  Legislature  are  the  chiropractic  bill  and  the 
three  bills  introduced  at  the  request  of  the  State 
Society. 
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A single  chiropractic  bill  has  been  introduced  up 
to  the  date  of  this  report.  That  bill  is  Assembly 
Int.  713  (Noonan).  It  was  introduced  on  January 
21  and  on  February  9 was  amended  and  recom- 
mitted. There  has  been  no  companion  bill  intro- 
duced in  the  Senate  nor  has  the  second  chiropractic 
bill,  which  we  have  been  anticipating,  been  intro- 
duced so  far  this  year. 

The  House  of  Delegates  at  its  meeting  last  May 
requested  that  a bill  be  introduced  that  would 
amend  the  Workmen’s  Compensation  Law  by  abol- 
ishing the  Medical  Practice  Committee.  This  bill 
has  been  introduced  in  the  Senate  by  Senator 
Fino  and  is  Senate  Int.  1341.  It  has  also  been 
introduced  in  the  Assembly  by  Assemblyman 
Hanniford  and  is  Assembly  Int.  1575.  It  is  realized 
that  this  bill  is  not  favored  by  the  Department  of 
Labor  and,  therefore,  unless  strong  representation 
is  made  in  support  of  this  bill,  it  will  not  proceed 
very  far. 

The  second  bill  introduced  at  the  request  of  the 
House  of  Delegates  is  Senate  Int.  1248  (Fino). 
This  bill  defines  x-ray  diagnosis  as  a method  of 
medical  practice  and  prohibits  practice  without 
license.  There  have  been  many  attempts  to  get  a 
bill 'passed  that  would  define  x-ray  as  the  practice  of 
medicine.  The  bill  introduced  this  year,  although 
not  entirely  satisfactory  to  all,  was  the  result  of 
•conferences.  It  was  decided  at  these  conferences 
that  a bill,  similar  to  the  bill  introduced  by  Assem- 
blyman Clancy  last  year,  should  be  introduced,  re- 
taining the  section  which  permits  the  practice  of 
x-ray  by  those  professions  now  entitled  to  use  x-ray 
and  by  persons,  firms,  associations,  and  corporations 
which  have  been  engaged  in  such  practice  for  a 
period  of  five  years  or  more  continuously,  to  con- 
tinue such  practice.  It  was  thought  that  the  Legis- 
lature would  tje  very  hesitant  to  withdraw  these 
privileges  from  those  organizations  which  have 
been  long  established  in  such  work.  It  was  thought 
by  the  committee  that  the  introduction  of  this  bill, 
permitting  the  continuation  of  this  practice  but 
shutting  off  the  establishment  of  future  practice  of 
this  nature,  would  have  a better  chance  of  being 
enacted  than  a bill  which  would  stop  such  practice 
by  those  so  engaged  at  the  present  time.  It  was 
realized  that  there  will  be  also  great  difficulty  in 
obtaining  the  passage  of  this  bill  unless  strong  sup- 
port is  given  it. 

The  third  bill  introduced  at  the  request  of  the 
State  Society  amends  the  Penal  Law  and  would 
make  the  treating  of  the  human  body,  without 
proper  licensure,  a misdemeanor.  This  bill  was 
the  result  of  studies  made  by  members  of  the  com- 
mittees of  the  Council  and  members  of  the  State 
Society’s  office  in  an  attempt  to  find  some  way  to 
strengthen  the  law  in  abolishing  illegal  practice. 
The  law  against  illegal  practice  is  now  under  the 
Education  Law,  in  the  Medical  Practice  Act. 
From  that  angle  there  is  certain  difficulty  in  ob- 
taining convictions  in  the  criminal  courts,  as  the 
question  arises  in  such  procedures  as  to  whether 
the  act  of  the  person  being  tried  is  the  practice  of 
medicine  or  not.  It  was  thought  by  this  amend- 
ment to  the  Penal  Law  that  the  question  would  only 
be  whether  the  person  had  treated  the  human  body 
and  was  licensed  and  registered  for  the  giving  of 
such  treatment.  There  are  similar  sections  under 
the  Penal  Law  in  regard  to  the  practice  of  phar- 
macy and  veterinary  medicine.  The  introduction 
of  such  a section  in  the  Penal  Law  would  in  no  way 
change  the  section  under  the  Medical  Practice  Act 
in  the  Education  Law.  It  is  hoped  that  this  bill 


will  be  enacted,  but  it  is  realized  that  it  will  take 
very  strong  support  from  members  of  the  medical 
profession  and  their  friends  for  such  favorable  ac- 
tion. 

It  is  regretted  that  we  cannot  give  more  definite 
information  on  many  of  the  matters  pertaining  to 
legislation,  but  as  the  session  is  so  young  at  the  time 
of  this  report  it  is  impossible  to  do  so.  A supple- 
mentary report  will  be  submitted  after  the  close  of 
the  Legislature  and  the  final  action  of  the  Governor 
on  bills  in  which  we  are  interested. 

PART  X 

Workmen’s  Compensation 

The  Council  Committee  on  Workmen’s  Com- 
pensation, consisting  of  Dr.  J.  Stanley  Kenney, 
Chairman,  Dr.  Joseph  P.  Henry,  Dr.  Norman  S. 
Moore,  submits  the  following  report  of  the  activities 
of  the  Committee  and  Workmen’s  Compensation 
Bureau  for  the  past  year.  A supplementary  report 
will  be  submitted  to  the  House  of  Delegates  at  its 
Annual  Meeting  in  May,  1948. 

County  Society  Workmen’s  Compensation  Com- 
mittees.— In  our  last  report,  we  referred  to  the 
employment  of  full  or  part-time  executive,  legal,  and 
clerical  help  to  operate  the  Workmen’s  Compensa- 
tion Bureaus  or  Committees  of  the  local  county 
medical  societies  throughout  the  State.  In  the 
smaller  counties  this  function  is  carried  out  by  volun- 
tary committees  assisted  by  the  Secretary  of  the  So- 
ciety or  by  him  in  conjunction  with  the  Comitia 
Minora  serving  as  a compensation  committee.  The 
increase  in  the  volume  of  compensation  work  with 
the  attendant  problems  arising  therefrom  have 
placed  increasing  work  on  the  committees  which 
they  have  fulfilled  in  a commendable  manner.  A 
number  of  the  larger  county  medical  societies  em- 
ploy full  or  part-time  executive  and  clerical  help. 
The  smaller  counties  are  financially  unable  to  meet 
the  expenses  of  such  help,  and  sometimes  the  volume 
of  work  does  not  justify  it.  However,  the  numerous 
problems  arising  in  the  course  of  the  year  are  often  of 
such  importance  or  magnitude  that  they  should  be 
brought  to  the  attention  of  our  Workmen’s  Compen- 
sation Bureau. 

Greater  efficiency  and  uniformity  of  action  would 
also  be  assured  by  dealing  such  matters  through 
the  Workmen’s  Compensation  Bureau.  It  is  also 
suggested  that  the  interests  of  the  profession  would 
be  better  served  and  the  solution  of  the  various  local 
problems  facilitated  if  a number  of  adjacent  county 
medical  societies  would  combine  and  collectively  set 
up  an  office  to  serve  as  a liaison  between  the  pro- 
fession and  the  other  interested  parties.  This  would 
improve  the  functioning  of  our  Workmen’s  Com- 
pensation Bureau  and  enable  it  to  deal  with  the 
numerous  State  problems  that  arise  more  effectively 
and  with  greater  dispatch.  Undoubtedly,  as  has 
been  the  case  in  the  counties  where  such  committees 
have  already  been  set  up,  many  of  the  minor  dis- 
putes and  misunderstandings  between  doctors  and 
insurance  carriers  or  employers  could  be  resolved 
and  also  better  relationships  established  between  the 
profession  and  the  employers  and  insurance  carriers, 
enabling  the  profession  better  to  serve  the  public. 
These  district  groups  could  be  set  up  on  a pattern 
of  the  five  large  district  branches  of  the  Workmen’s 
Compensation  Board  throughout  the  State  or,  per- 
haps better,  on  the  basis  of  the  district  branches  of 
the  State  Medical  Society. 

Enlargment  of  Workmen’s  Compensation  Com- 
mittee.— There  is  need  for  wider  representation 
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on  the  Workmen’s  Compensation  Committee  of  the 
State  Medical  Society.  The  Council  Committee  of 
Workmen’s  Compensation  is  limited  to  three  mem- 
bers. The  various  parts  of  the  State  should  have  an 
opportunity  to  participate  in  the  deliberations  of  this 
Committee. 

It  is  recommended  that  there  be  an  advisory  com- 
mittee representing  the  various  parts  of  the  State  to 
consist  of  not  more  than  five  or  six  physicians  ap- 
pointed by  the  president.  We  believe  this  will  fa- 
cilitate greatly  the  work  of  the  Bureau  and  make  it 
possible  for  the  Bureau  to  keep  in  closer  touch  with 
the  views  of  the  membership  throughout  the  State. 

In  the  appointment  of  members  to  this  Committee 
only  those  who  have  a genuine  interest  in  and  an 
understanding  of  the  Workmen’s  Compensation 
Law  and  its  problems  should  be  considered. 

Physicians  Reports. — The  Workmen’s  Compensa- 
tion Laws  of  the  State  have  been  liberalized  year  by 
year  as  far  as  benefits  to  the  employe  are  concerned, 
while  increasing  costs  to  the  employers  and  indirectly 
to  the  consumer.  The  Workmen’s  Compensation 
Laws  rightly  provide  liberal  benefits  in  the  case  of 
death  or  disability  from  industrial  accidents  and 
occupational  diseases.  It  is  probably  not  appre- 
ciated how  great  a part  the  medical  profession  plays 
in  the  over-all  picture  of  workmen’s  compensation, 
not  only  in  the  medical  care  of  injured  workers,  but 
in  the  adjudication  and  settlement  of  claims  from 
the  inception  of  the  reported  accident  to  the  ulti- 
mate decision  as  to  the  compensability  of  a par- 
ticular claim  and  the  benefits  to  be  accorded  the  in- 
jured workman  or  his  dependents.  It  should  be 
realized  that  the  more  efficient  and  skillful  medical 
care  is,  the  less  costly  the  compensation  claim  will  be. 
Every  compensation  claim  is  strictly  scrutinized  by 
the  employers  and  insurance  carriers  to  determine 
the  liability  of  the  employer  so  that  the  degree  of 
promptness  and  accuracy,  with  which  reports  of 
accidents  are  filed,  in  a large  measure  determines  the 
number  of  disputed  claims  requiring  review  by  the 
Workmen’s  Compensation  Board  as  to  compensa- 
bility. Not  only  will  prompt,  accurate,  and  detailed 
reporting  of  accidents  hasten  the  disposal  of  claims, 
but  it  will  also  serve  to  hasten  the  payments  of  dis- 
ability claims  to  the  injured  worker.  In  the  past 
year  the  law  has  been  amended  to  make  it  unneces- 
sary for  a physician  to  notarize  the  C-4  form.  This 
has  lessened  the  burden  of  the  physician  to  some  ex- 
tent. The  C-4  report  being  accepted  as  prima  facie 
evidence  of  the  material  in  the  report,  the  more 
complete  the  report,  the  less  often  will  a physician  be 
callqd  to  testify  before  the  referee  or  the  Workmen’s 
Compensation  Board.  Since  each  claim  is  a quasi- 
legal  one,  the  need  for  reporting  can  never  be  elimi- 
nated, but  the  physician  has  it  in  his  own  hands  to 
lessen  his  own  burden  and  to  hasten  the  administra- 
i tive  procedures  incident  to  the  settlement  of  claims. 

The  physician’s  report,  if  promptly  mailed,  may  be 
the  first  indication  to  the  insurance  carrier  and  to  the 
Workmen's  Compensation  Board  of  an  industrial 
accident  or  illness,  and,  if  sufficiently  descriptive  of 
the  accident  and  the  disability  incurred,  it  will  go  a 
long  way  to  facilitate  the  speeding  up  of  compensa- 
tion claims.  Prompt  reporting  will  also  do  away 
with  complaints  by  insurance  carriers  and  employers 
against  physicians  for  failure  to  comply  with  the  law 
on  reporting  and  will  facilitate  the  payment  of  doctor 
bills.  Irksome  as  reporting  is  to  a busy  doctor,  he 
must  realize  that  it  is  impossible  to  administer  effec- 
tively and  promptly  the  Workmen’s  Compensation 
Law  without  his  full  cooperation.  ■ Meticulous  at- 
" tention  to  details  in  reporting  would  also  eliminate 


many  controversies  and  postponements  of  hearings 
on  claims  and  would  lessen  the  cost  of  administration 
to  the  employers  and  insurance  carriers. 

. Better  Medical  Care  to  Injured  Workers — Re- 
habilitation.— The  advances  in  medical  practice 
during  the  past  deCade  have  greatly  reduced  dangers 
of  infection  following  accidents  with  the  concomitant 
disability  resulting  therefrom.  It  has  been  and 
should  continue  to  be  the  duty  of  the  medical  pro- 
fession, through  state,  county,  and  local  medical 
societies,  to  encourage  the  application  of  the  latest 
advances  in  medical  practice  to  the  treatment  of 
compensation  claimants.  Every  effort  should  be 
made  to  reduce  the  period  of  disability,  and  while 
giving  adequate  medical  care,  endeavor  should  be 
made  to  return  the  patient  to  his  work  as  soon  as 
safely  possible.  The  physician  should  be  alert  to 
the  possibilities  of  instituting  rehabilitation  and  re- 
constructive measures  at  the  earliest  possible  mo- 
ment. There  should  also  be  greater  discrimination 
in  the  application  of  physical  therapy  measures,  and 
the  use  of  such  measures  should  not  be  persisted  in 
beyond  the  period  of  their  maximum  efficiency. 
The  too  frequent  use  of  these  modalities  after  the 
acute  stages  greatly  increases  the  cost  of  medical 
care.  Experts  in  this  field  should  be  called  upon 
more  frequently  to  determine  the  need  for  such  pro- 
cedures, the  type  of  therapy  to  be  instituted,  and  the 
duration  of  treatment.  Not  only  would  this  benefit 
the  patient  and  hasten  his  recovery,  but  it  would 
reduce  the  cost  of  medical  care  in  many  instances 
where  such  procedures  are  used  beyond  the  possibility 
of  further  benefit.  The  physician  should  also  be 
aware  of  the  advantages  of  providing  for  the  retrain- 
ing of  industrially  disabled  workers.  The  laws  pro- 
vide for  vocational  rehabilitation  and  also  for  sur- 
gical services  and  hospital  care  when  needed,  and 
these  measures  should  be  employed  at  the  earliest 
possible  moment. 

Quality  of  Medical  Care. — We  believe  it  is  es- 
sential to  the  fulfillment  of  the  functions  devolving 
upon  the  medical  societies  under  the  Workmen’s 
Compensation  Law  that  they  pay  more  attention  to 
the  improvement  of  medical  care  provided  the  in- 
jured worker.  Through  scientific  meetings  and  grad- 
uate courses  many  opportunities  are  afforded  phy- 
sicians not  only  to  keep  abreast  of  progress  in  the 
medical  sciences  but  to  improve  their  diagnostic  and 
technical  skills.  County  societies  can  also  provide 
interesting  programs  in  industrial  medicine  and  in 
other  matters  relating  to  the  administration  of  the 

. Workmen’s  Compensation  Law,  aside  from  the  pure- 
ly economic  matters  which  also  require  considera- 
tion by  the  organized  profession.  The  Workmen’s 
Compensation  Committees  through  their  relation- 
ships with  carriers  and  employers,  and  even  with 
organized  labor  groups,  can  give  consideration  to  the 
purely  professional  aspects  of  workmen’s  compensa- 
tion practice.  While  this  is  related  to  the  question 
of  the  qualification  of  the  physician  or  specialist  for 
his  task  (which  societies  have  ample  power  and 
authority  to  control),  situations  arise  where  the  com- 
petence or  ethics  of  a particular  physician  is  ques- 
tioned, and  here  it  is  the  duty  of  the  Workmen’s 
Compensation  Committee  to  give  full  consideration 
to  any  complaint  by  any  interested  party  in  accord- 
ance with  the  provisions  of  the  Workmen’s  Compen- 
sation Law  (13-d).  In  other  words,  the  time  has 
come  to  pay  more  attention  to  the  quality  of  medical 
care  rendered  by  physicians  on  the  panel. 

Medical  Bureaus. — During  the  past  few  years 
the  Workmen’s  Compensation  Committees  of  the 
medical  societies  have  given  greater  attention  to  the 
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licensing  of  employers’  and  physicians’  medical 
bureaus.  Under  the  provisions  of  the  Workmen’s 
Compensation  Law,  no  such  license  may  be  issued 
without  the  approval  of  the  medical  society,  or  the 
Medical  Practice  Committee  in  New  York  City, 
and  no  renewal  should  be  permitted  without  the 
sanction  of  the  Workmen’s  Compensation  Com- 
mittee. Medical  bureaus  should  be  rigidly  inspected 
to  determine  whether  they  are  adequately  equipped 
to  meet  the  needs  of  the  particular  hazard  encoun- 
tered and  whether  the  Bureau  has  adequate  space, 
is  sanitary  and  clean,  and  properly  staffed  by  phy- 
sicians during  the  working  hours  of  the  plant.  While 
it  may  not  be  necessary  in  a given  bureau  for  the 
physician  to  be  present  constantly,  he  should  spend 
a sufficient  amount  of  time  each  working  day  to 
treat  patients  properly  and  to  see  all  minor  injuries 
sustained  in  his  absence.  He  should  be  available  at 
all  times  for  emergencies.  Care  must  be  taken  that 
the  nurse  does  not  exceed  her  authority  and  act  as 
a physician  instead  of  as  the  agent  of  the  physician 
in  his  absence  with  limited  authority  and  scope. 
Substitutes  should  be  available  during  illness  or  vaca- 
tion. It  should  be  the  function  of  the  Society  to  see 
that  patients  are  not  denied  free  choice  of  physician 
by  the  medical  bureau  and  that  waivers  are  signed 
by  those  who  prefer  to  be  treated  at  the  Bureau 
rather  than  to  exercise  their  right  to  free  choice  either 
originally  or  in  the  course  of  treatment.  The  pur- 
pose of  the  employers’  medical  bureau  is  to  make 
medical  care  promptly  available  to  the  injured 
worker,  with  his  consent  and  within  the  spirit  of  the 
provisions  of  the  Workmen’s  Compensation  Law. 
It  is  not  a means  of  enabling  the  employer  to  direct 
the  choice  of  a physician  and  thus  deny  free  choice. 

M-17  Thoracic  Surgery. — The  creation  by  the 
House  of  Delegates  of  the  American  Medical  Asso- 
ciation of  a new  section  in  chest  diseases  brings  up 
again  the  necessity  of  recognizing  the  subspecialty  of 
thoracic  surgery.  We  have  repeatedly  recom- 
mended that  physicians  who  can  qualify  as  spe- 
cialists in  thoracic  surgery  be  given  a specific  rating 
of  M-17  as  was  the  case  under  previous  administra- 
tions of  the  Department  of  Labor. 

Fee  Schedule. — The  Workmen’s  Compensation 
Committee  in  its  Annual  Report  to  the  Council  and 
to  the  House  of  Delegates  in  1942,  pointed  out  the 
need  for  an  increase  of  fees  to  cover  the  increasing 
costs  of  conducting  medical  practice  and  the  then  al- 
ready mounting  cost  of  living.  An  inquiry  was  di- 
rected by  our  Bureau  to  the  chairmen  of  all  Work- 
men’s Compensation  Boards  and  Committees 
throughout  the  State  on  December  6,  1941,  request- 
ing detailed  information  on  this  subject.  These  in- 
quiries were  collated  and  definitely  indicated  that 
the  fee  schedule  was  much  too  low.  The  elimination 
of  the  5 per  cent  discount  allowed  for  the  payment  of 
medical  bills  over  $15  within  thirty  days  was  de- 
manded by  all.  This  information  was  sent  to  the 
Hon.  Frieda  S.  Miller,  Industrial  Commissioner,  on 
November  19,  1942.  Miss  Miller  was  not  re- 
appointed by  Governor  Dewey,  who  took  office  on 
January  1 1943,  so  the  matter  was  held  in  abeyance 
pending  tne  appointment  of  a new  industrial  com- 
missioner. 

On  May  14,  1943,  a communication  was  sent  to 
the  Acting  Industrial  Commissioner,  Mr.  Michael  J. 
Murphy,  requesting  a revision  of  the  fee  schedule 
and  giving  our  reasons  for  same.  Shortly  thereafter, 
the  Moreland  Act  investigation  was  begun,  putting 
a stop  to  all  activities  in  this  direction  for  more  than 
a year. 

In  the  report  of  the  Bureau  to  the  Council  and  to 


the  House  of  Delegates  in  1943,  and  after  further 
systematic  inquiries  throughout  the  State  as  to  the 
cost  of  the  various  items  entering  into  medical  prac- 
, tice,  the  Workmen’s  Compensation  Committee 
stated  that  it  was  prepared  at  an  opportune  time  to 
press  for  an  increase  in  the  fee  schedule  and  for  the 
removal  of  the  5 per  cent  discount.  As  a result  of 
recommendations  made  to  the  House  of  Delegates,  a 
resolution  was  passed  at  the  Annual  Mefeting  in  May 
of  1944,  calling  on  the  industrial  commissioner  to 
grant  an  increase  in  fees  and  also  to  remove  the  dis- 
count of  5 per  cent.  Similar  resolutions  were  passed 
in  1945  and  in  1946.  On  May  7,  1946,  and  on  June 
10,  1946,  the  chairman  of  the  Workmen’s  Com- 
pensation Board  was  notified  of  the  action  taken  by 
the  House  of  Delegates.  At  that  time  the  chairman 
of  the  Workmen’s  Compensation  Board  was  also 
asked  to  give  consideration  to  temporary  revision  of 
the  fee  schedule  and  to  remove  the  assistant’s  fee 
from  the  fees  allowed  for  hernia  operations.  On 
July  18,  1946,  the  chairman  stated  that  she  was  con- 
sidering a revision  of  the  fee  schedule  and  requested 
the  president  of  the  State  Medical  Society  to  submit 
a report  on  the  amount  of  remuneration  deemed  by 
the  Society  to  be  fair  and  adequate  for  medical  care. 
On  September  12,  1946,  a meeting  was  held  with  the 
chairman  of  the  Workmen’s  Compensation  Board 
and  a fee  schedule,  prepared  by  our  Workmen’s 
Compensation  Bureau  and  endorsed  by  the  presi- 
dent of  the  State  Medical  Society  and  by  the 
Council,  was  submitted  to  the  chairman.  At  that 
time  the  chairman  requested  your  director  to  obtain 
statements  from  physicians  throughout  the  State 
concerning  the  relationship  of  the  proposed  fees  to 
fees  paid  in  private  practice  by  persons  of  a like 
standard  of  living  to  those  treated  under  the  Work- 
men’s Compensation  Law.  This  material  was  sub- 
sequently transmitted  to  Miss  Donlon. 

In  November,  1946,  we  were  informed  that  the 
chairman  of  the  Workmen’s  Compensation  Board 
intended  to  appoint  a committee  under  the  chair- 
manship of  Dr.  Nathan  B.  Van  Etten  to  consider 
revision  of  the  fee  schedule.  This  .Committee*  was 
subsequently  appointed.  On  March  27,  1947,  the 
director  of  the  Bureau  appeared  before  the  Com- 
mittee and  presented  arguments  in  favor  of  the  adop- 
tion of  the  increased  fee  schedule  as  presented  to  the 
chairman  of  the  Workmen’s  Compensation  Board 
by  the  president  of  the  Medical  Society  of  the  State 
of  New  York,  Dr.  William  Hale. 

The  Advisory  Committee  subsequently  held  a 
number  of  meetings  and  on  May  2,  1947,  the  chair- 
man of  the  Workmen’s  Compensation  Board  an- 
nounced a partial  revision  of  the  fee  schedule,  effec- 
tive June  1,  1947  (revision  attached). 

MEDICAL  FEE  SCHEDULE 

By  virtue  of  the  authority  vested  in  me  by  Sections  13(a) 
and  141  of  the  Workmen's  Compensation  Law,  I,  Mary 
Donlon,  chairman  of  the  Workmen’s  Compensation  Board, 
hereby  promulgate  the  following  rule  establishing  a revision 
in  the  schedule  of  fees  for  medical  treatment  and  care  under 
the  Workmen’s  Compensation  Law  for  the  State  of  New 
York. 

The  medical  fee  schedule  heretofore  established  by  the 
Industrial  Commissioner  of  the  State  of  New  York,  as  last 
amended  by  rule  promulgated  March  8,  1941,  and  adopted 
by  the  chairman  on  April  2,  1945,  is  further  amended  by  these 
rules: 

1.  Items,  lines  numbered49  to  55 inclusive,  of  the  medical 

fee  schedule  are  amended,  effective  as  herein  provided,  as 

follows  on  next  page: 


* Advisory  Committee:  Dr.  Nathan  B.  Van  Etten, 
Chairman;  Dr.  W.’P.  Anderton,  Mr.  Henry  D.  Sayer,  Mr. 
Martin  Hilfiiigcr,  and,  Mr.  Edward  W.  Edwards. 
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Line 

Number 

Item 

Fee 

49 

First  visit,  home  call,  including 

examination 

$5.00 

50 

First  visit,  office  call,  including 

examination 

$3.50 

51 

Office  call 

$2.50 

52 

Home  call,  other  than  night 

$4.00 

emergency 

53 

Home  oall,  night  emergency  (call 

received  by  doctor  between  10 
p.m.  and  7 a.m.) 

$6.00 

54 

Hospital  call,  other  than  night 

$2.50 

emergency 

55 

Consultation  of  attending  phy- 

2. There  is 

sician  with  specialist;  attending 
physician’s  fee,  same  fee  as  re- 
gular call  or  visit 

established  the  following  new 

item,  line 

imbered  54(a) 

Line 

Number 

Item 

Fee 

54(a) 

Hospital  call,  night  emergency 

(call  received  by  doctor  between 
10  p.m.  and  7 a.m.) 

$5.00 

3.  Item,  line  numbered  21,  providing  for  a discount  of 
5 per  cent  on  all  medical  bills  in  amounts  of  $15  or  more,  if 
paid  within  thirty  days,  is  hereby  rescinded,  effective  as 
herein  provided. 

4.  Rules  1 and  2 above  shall  become  effective  June  1, 
1947,  and  shall  be  applicable  to  medical  care  and  treatment 
rendered  under  the  Workmen's  Compensation  Law  in  new 
cases  arising  or  old  cases  reopened  on  and  after  that  date. 
With  respect  to  medical  care  and  treatment  rendered  on 
and  after  June  1,  1947,  in  pending  cases  that  arose  prior  to 
June  1,  1947,  the  provisions  of  the  present  fee  schedule 
shall  continue  to  be  effective. 

5.  Rule  3 above  shall  become  effective  June  1,  1947> 
with  respect  to  all  bills  rendered  bn  and  after  that  date. 

On  November  23,  1947,  we  were  informed  that  the 
chairman  of  the  Workmen’s  Compensation  Board 
would  hold  an  open  hearing  on  the  fee  schedule  com- 
piled by  the  Advisory  Committee  on  December  15, 
1947,  at  the  State  Office  Building,  80  Centre  Street, 
New  York  City.  A notice  of  this  hearing  was  sent 
at  once  by  this  Bureau  to  all  county  medical  so- 
cieties and  to  a number  of  special  groups  throughout 
the  State,  who  were  urged  to  come  to  the  hearing  and 
present  their  views  on  all  the  items  in  the  proposed 
fee  schedule  and  on  the  few  items  which  had  al- 
ready been  promulgated.  At  this  hearing  an  oppor- 
tunity was  given  to  a number  of  physicians  repre- 
senting the  county  medical  societies  and  also  to  your 
chairman  and  director  to  present  their  views. 

A copy  of  the  proposed  fee  schedule  which  had 
been  received  in  this  office  just  before  Thanksgiving 
was  placed  on  file  in  the  office  of  the  chairman  of  the 
Workmen’s  Compensation  Board  for  review  by  all 
interested  parties.  Our  Bureau  mimeographed 
same  and  sent  it  out  to  all  county  medical  societies 
throughout  the  State  in  the  brief  space  of  time  (less 
than  three  weeks)  prior  to  the  hearing.  At  the  hear- 
ing it  developed  that  sufficient  time  had  not  been 
given  prior  to  the  hearing  for  the  proposed  fee  sched- 
ule to  receive  full  study  and  consideration  by  physi- 
cians throughout  the  State,  and  the  chairman  of  the 
Workmen’s  Compensation  Board,  after  consultation 
with  the  members  of  the  Advisory  Committee  who 
were  present  at  the  hearing,  graciously  allowed  an 
additional  month  and  a half  (to  February  1,  1948) 
for  your  Bureau  and  interested  physicians  to  present 
additional  suggestions  for  changes  in  the  schedule 
proposed  by  the  Advisory  Committee.  Your  direc- 
tor was  invited  to  confer  with  Dr.  Van  Etten  and  to 
submit  to  him  (both  before  and  after  the  open  hear- 
ing) suggestions  for  revision  of  the  Advisory  Com- 
mittee’s schedule.  The  entire  proposed  fee  schedule 
was  reviewed  and  numerous  additions  and  changes 
were  suggested  which  were  in  line  with  recommen- 


dations received  from  county  societies  and  special 
groups  in  answer  to  our  inquiries.*  A copy  of  the 
proposed  fee  schedule  will  be  presented  to  the  Refer- 
ence Committee. 

The  fees  already  promulgated  on  June  1, 1947,  are 
not  considered  adequate  by  many  physicians  and 
county  societies,  and  resolutions  concerning  same 
have  been  received  from  Albany  and  other  counties. 
It  seems  to  be  the  opinion  of  many  physicians 
throughout  the  State,  particularly  in  the  larger 
counties,  that  the  increase  allowed  for  office,  home, 
and  hospital  visits  over  the  fees  promulgated  more 
than  ten  years  ago  are  not  in  proportion  to  the  in- 
crease in  the  expense  of  conducting  medical  practice 
and  the  drop  in  value  of  the  dollar  in  this  inflationary 
period.  This  matter  has  again  been  drawn  to  the 
attention  of  the  Advisory  Committee  which  at  this 
writing  has  the  matter  under  consideration. 

Minimum  Medical  Fee  Schedule. — At  the  open 
hearing  on  December  15,  1947,  and  on  other  occa- 
sions we  have  urged  that  the  fee  schedule  be  en- 
titled “Minimum”  Medical  Fee  Schedule.  The 
original  fee  schedule  promulgated  in  1936  was  en- 
titled Minimum  Medical  Fee  Schedule.  There  are 
compelling  reasons  why  the  present  fee  schedule 
should  also  be  called  a Minimum  Medical  Fee  Sched- 
ule; otherwise  it  might  be  concluded  by  the  pro- 
fession and  by  employers  and  carriers  that  the  fees 
in  the  schedule  are  the  maximum  that  a physician 
may  charge  for  his  services.  The  Council  of  the 
State  Medical  Society  at  its  regular  meeting  on  De- 
cember 11,  1947,  voted  to  go  on  record  as  insisting 
that  the  Fee  Schedule  be  called  a Minimum  Medical 
Fee  Schedule. 

An  analysis  of  the  pertinent  sections  of  the  Work- 
men’s Compensation  Law  was  made  by  this  Bureau 
in  February  of  1947,  following  the  passage  of  reso- 
lutions by  a number  of  county  medical  societies  to 
the  effect  that  unless  the  minimal  fee  schedule  was 
promptly  increased  they  would  charge  fees  in  ac- 
cordance with  the  prevailing  rates  in  private  prac- 
tice. 

As  a result  of  these  resolutions  the  chairman  of  the 
Workmen’s  Compensation  Board  sent  a communica- 
tion to  the  insurance  carriers  not  to  pay  fees  in  excess 
of  the  minimum  except  on  a showing  of  extraordinary 
services  in  a particular  case.  It  was  the  opinion  of 
the  chairman  of  the  Board  that  the  Albany  County 
Medical  Society  had  established  their  own  fee  sched- 
ule, and  such  fees  could  not  be  paid  without  violat- 
ing the  law.  It  is  conceded  that  the  Albany  County 
Medical  Society  had  no  authority  to  establish  fees, 
this  being  the  prerogative  of  the  chairman  of  the 
Workmen’s  Compensation  Board  acting  on  the  rec- 
ommendations of  the  president  of  the  State  Medical 
Society  after  taking  into  consideration  the  views  of 
other  interested  parties.  But  the  .Albany  County 
Medical  Society  did  not  establish  a fee  schedule. 
They  simply  resolved  that  they  would  charge  fees  in 
excess  of  the  minimum  for  services  rendered  after  a 
certain  date,  unless  the  chairman  of  the  Workmen’s 
Compensation  Board  increased  the  minimum  fees, 
and  if  their  medical  bills  were  not  paid,  they  would 
then  submit  them  to  arbitration. 

This  raised  the  question  as  to  whether  the  fee  sched- 
ule is  a fixed  minimum  one,  whether  physicians  may 
render  bills  in  excess  of  the  minimum,  and  whether 
employers  and  insurance  carriers  may  pay  fees 
greater  than  those  established  in  the  fee  schedule 
without  violating  any  provision  of  the  Workmen’s 
Compensation  Law. 


» New  York  State  J.  Med  48:  315  (Feb.  1)  1948. 
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Section  13(a),  entitled  Treatment  and  Care  of 
Injured  Employees,  states: 

The  chairman  shall  prepare  and  establish  a sched- 
ule for  the  state,  or  schedules  limited  to  defined 
localities,  of  minimum  charges  and  fees  for  such 
medical  treatment  and  care,  to  be  determined  in 
accordance  with  and  to  be  subject  to  change  pur- 
suant to  rules  promulgated  by  the  chairman. 
Before  preparing  such  schedule  for  the  State  or 
schedules  for  limited  localities  the  chairman  shall 
request  the  president  of  the  medical  society  of  the 
State  of  New  York  to  submit  to  him  a report  on 
the  amount  of  remuneration  deemed  by  such  so- 
ciety to  be  fair  a nd  adequate  for  the  types  of  medical 
care  to  be  rendered  under  this  chapter,  but  con- 
sideration shall  be  given  to  the  view  of  other  inter- 
ested parties.  The  amounts  payable  by  the  em- 
ployer for  such  treatment  and  service  shall  in  no 
case  be  less  than  the  fees  and  charges  established  by 
such  schedule.  Nothing  in  this  schedule,  however, 
shall  prevent  voluntary  payment  of  amounts  higher 
than  the  fees  and  charges  fixed  therein,  but  no  physi- 
cian rendering  medical  treatment  or  care  may  receive 
payment  in  any  higher  amount  unless  such  increased 
amount  has  been  authorized  by  the  employer,  or  by 
decision  as  provided  in  Section  13-g  therein. 

Section  13-g  provides  that  an  employer  shall  pay 
a bill  as  rendered  unless  within  thirty  days  such  em- 
ployer shall  have  notified  the  chairman  and  such 
physician  or  hospital  in  writing  that  such  employer 
demands  an  impartial  examination  of  the  fairness  of 
the  amount  claimed  by  such  physician  or  hospital. 
In  the  event  that  no  such  timely  objection  is  made  in 
a compensable  case,  such  examination  shall  be 
deemed  to  be  waived,  and  the  amount  claimed  by 
such  physician  or  hospital  shall  be  deemed  to  be  the 
fair  value  of  the  services  rendered  by  him  or  it. 
Herein  no  mention  is  made  that  such  fee  must  be  in 
accordance  with  the  minimum  fee  schedule.  The 
section  further  provides  that  if  the  parties  fail  to 
agree  as  to  the  value  of  the  medical  care  (where  ob- 
jection has  been  made  to  the  bill  as  above),  the  value 
of  the  services  shall  be  determined  by  arbitration  or 
by  decision  of  the  Medical  Practice  Committee  in  the 
four  New  York  counties  having  a population  of  one 
million  or  more. 

Attention  is  drawn  particularly  to  that  portion  of 
Section  13(a)  which  states: 

Nothing  in  this  schedule,  however,  shall  prevent 
voluntary  payment  of  amounts  higher  than  the 
fees  and  charges  fixed  therein,  but  no  physician 
rendering  medical  treatment  or  care  may  receive 
payment  in  any  higher  amount  unless  such  in- 
creased amount  has  been  authorized  by  the  em- 
ployer, or  by  decision  as  provided  in  Section  13-g 
herein. 

Note  well  the  alternative  here. 

The  law  definitely  provides,  however,  that  a physi- 
cian may  not  charge  less  than  the  minimal  fee.  Were 
he  to  do  so,  he  would  be  guilty  of  violating  Section 
13-d,  2(d)  of  the  Workmen’s  Compensation  Law 
which  provides  that  the: 

....  chairman  shall  remove  from  the  list  of 
physicians  authorized  to  render  medical  care 
under  this  chapter  the  name  of  any  physician  who, 
he  shall  find  after  reasonable  investigation,  is  dis- 
qualified because  such  physician  has  .rendered 
medical  services  under  this  chapter  for  a fee  less 
than  that  fixed  by  the  chairman  as  the  minimum 
rate  in  his  locality. 

In  this  section  there  is  no  provision  for  penalties 
where  a physician  requests  or  accepts  a fee  in  excess 
of  the  minimum. 


Section  13(a)  expressly  provides  that  the  employer 
or  his  insurance  carrier  may  voluntarily  pay  fees  in 
excess  of  the  minimum.  There  is  the  requirement 
that  the  doctor  request  authorization  for  fees  in  ex- 
cess of  the  minimum.  In  view  of  the  exigencies  of 
medical  practice,  it  is  often  impossible  for  a physi- 
cian to  evaluate  his  services  in  advance.  Therefore, 
there  is  the  alternative  provision  that  the  employer 
may,  if  the  doctor  renders  a bill  in  excess  of  the 
minimum,  have  the  value  of  his  services  determined 
by  arbitration. 

Section  13-g,  moreover,  does  not  provide  that  arbi- 
tration may  not  be  had  by  the  doctor  if  he  submits 
a bill  in  excess  of  the  minimum.  No  mention  of  a 
minimum  fee  is  there  made.  It  distinctly  states 
that  the  bill  he  submits  shall  be  deemed  to  be  the 
fair  and  reasonable  value  of  the  services  rendered  if 
the  employer  or  carrier  does  not  object  to  same 
within  thirty  days.  Section  13(a)  distinctly  provides 
relief  in  the  form  of  arbitration  in  the  event  that  a 
physician  asking  a higher  fee  than  the  minimum  is 
not  paid.  Even  if  the  employer  voluntarily  refused 
to  authorize  a fee  in  excess  of  the  minimum  after  re- 
quest, the  value  of  such  bill,  if  objected  to,  shall  be 
determined,  as  the  law  provides,  (13-g)  by  arbitra- 
tion. No  authority  is  given  an  employer  to  refuse 
to  pay  a fee  in  excess  of  the  minimum  even  if  the 
physician  refuses  to  accept  the  minimum.  The  de- 
cision as  to  the  value  of  such  disputed  services  rests 
with  an  arbitration  committee.  To  hold  otherwise 
would  be  to  violate,  the  spirit  of  the  Workmen’s 
Compensation  Law,  which  provides  for  amicable 
settlement  of  disputed  bills. 

In  view  of  the  above,  it  would  appear  that  it  was 
an  error  to  instruct  insurance  carriers  that  they  may 
not  pay  fees  in  excess  of  the  minimum  except  on  a 
showing  of  “extraordinary  medical  services  in  a par- 
ticular case.”  To  do  so  was  to  fix  fees  at  the  mini- 
mal level  which  is  contrary  to  the  letter  and  the 
spirit  of  the  Workmen’s  Compensation  Law  13(a) 
and  entirely  ignores  the  alternative  which  provides 
for  arbitration  under  Section  13-g.  The  employers’ 
remedy  lies  in  arbitration  if  a bill  in  excess  of  the 
minimum  is  rendered  without  prior  authorization. 

The  fees  paid  physicians  in  compensation  practice 
are  basically  determined  by  the  prevailing  fees  paid 
for  medical  services  in  private  practice  by  persons  of 
a like  standard  of  living.  The  minimum  fee  sched- 
ule paid  in  compensation  cases,  established  in  1936, 
is  conceded  to  be  well  below  these  prevailing-  rates 
today,  and  the  physician  may,  therefore,  feel  justi- 
fied in  requesting  a fee  in  excess  of  the  minimum  as 
then  established ; it  may  be  that  the  employer  or  his 
carrier  may  be  satisfied  that  such  demand  is  justi- 
fied and  may  pay  the  doctor.  He  may  do  so  in  our 
opinion  without  violating  the  Workmen’s  Compen- 
sation Law.  Furthermore,  the  social  status  of  the 
particular  patient,  or  his  salary  as  an  insured  execu- 
tive, may  justify  a fee  in  excess  of  the  minimum,  es- 
pecially if  said  employe  demands,  and  either  pays 
for  or  obtains  from  the  employer  or  carrier,  facilities 
and  services  in  the  hospital  which  are  well  above 
those  provided  the  average  working  man.  The  ex- 
tent and  severity  of  an  injury,  not  always  deter- 
minable before  treatment,  may  justify  a higher  fee; 
therefore,  there  are  more  reasons  for  requesting  or 
demanding  a fee  in  excess  of  the  minimum  than  the 
performance  of  “extraordinary  service  in  a given 
case.”  The  alternative  provision  for  arbitration  in 
section  13(a)  was  no  doubt  included  and  is  neces- 
sary to  provide  for  the  fair  determination  of  the 
services  rendered  under  these  variable  circumstances. 

There  is  one  definite  compelling  provision  in  the 
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law  relative  to  fees,  and  that  is  that  an  authorized 
physician  may  not  charge  less  than  the  minimum 
under  penalties  of  the  provisions  in  Section  13-d, 
2(d).  (The  employer  may  not  pay  less  than  the 
minimum.)  Here  the  authority  of  the  chairman  of 
the  Workmen’s  Compensation  Board  is  unques- 
tioned. This  provision  she  must  enforce  and  may 
request  insurance  carriers  to  obey.  We  find  no  pro- 
vision in  the  Workmen’s  Compensation  Law  which 
prevents  or  precludes  payment  by  an  employer  or 
carrier  of  a fee  in  excess  of  the  minimum,  and  an  em- 
ployer in  our  opinion  violates  no  statute  if  he  pays 
such  excess  fee. 

Workmen’s  Compensation  Qualifications. — On 

numerous  occasions  we  have  drawn  attention  to  the 
standards  of  qualification  set  up  by  the  Workmen’s 
Compensation  Committee  of  the  State  Medical  So- 
ciety for  practitioners  and  specialists.  These  are 
used  by  the  local  county  medical  societies  in  recom- 
mending physicians  for  compensation  ratings.  We 
have  requested  that  the  compensation  committees 
apply  these  standards  meticulously  with  due  regard 
to  the  average  level  of  practice  existent  in  any  given 
county.  The  standards  are  necessarily  higher  in  a 
metropolitan  county  or  large  city  with  medical 
schools  and  numerous  hospitals  and  clinics  than  in  a 
rural  county.  We  have  urged  that  specialty  ratings 
be  given  only  to  thoroughly  qualified  physicians  who 
conform  in  all  respects  to  the  standards. 

At  the  outset,  many  county  society  committees 
gave  physicians  multiple  ratings — either  X or  S — 
not  consistent  with  their  actual  qualifications,  under 
the  impression  that  such  designations  were  necessary 
to  indicate  the  range  of  a physician’s  practice.  Dur- 
ing the  past  seven  or  eight  years  most  of  the  county 
medical  societies  have  simplified  these  ratings  and 
have  granted  to  such  physicians  in  general  practice 
an  X rating  and  other  symbols  only  where  the  physi- 
cian’s basic  training  and  experience  warranted  it. 
Specialists,  too,  were  occasionally  given  multiple 
ratings  in  unrelated  specialties,  and  some  of  these 
have  not  yet  been  simplified  and  corrected. 

A physician  who  is  a general  practitioner  is  en- 
titled to  an  X rating  which  clothes  him  with  all  the 
authority  necessary  to  perform  the  acts  of  a general 
practitioner  in  the  community  in  which  he  practices. 
Should  he  have  obtained  additional  training  and  ex- 
perience, basic  and  institutional,  over  a period  of 
years  in  one  or  other  of  the  specialties,  even  though 
not  confining  his  practice  exclusively  to  the  specialty, 
he  may,  with  the  approval  of  the  Workmen’s  Com- 
pensation Committee  and  with  the  standards  as  a 
• basis  for  their  action,  be  given  an  X rating  followed 
by  a symbol  of  the  specialty  or  field  in  which  he  has 
proved  his  special  qualifications  (over  and  above 
those  of  the  average  general  practitioner  in  his  com- 
munity). The  specialty  rating,  indicating  the  high- 
est qualifications  and  conferring  special  standing  on 
the  practitioner  in  his  field  of  practice,  both  in  rela- 
tion to  his  fellow  practitioner  and  in  the  courts, 
should  be  conferred  only  on  such  physicians  as  fully 
meet  the  standards  set  up  for  the  particular  area  in 
which  they  practice.  The  amount  of  divergence 
from  the  specialty  permitted  should  also  be  deter- 
mined by  the  nature  of  practice  in  the  particular 
community  or  county.  Multiple  specialty  ratings, 
except  in  closely  related  specialties,  should  not  be 
granted.  Custom  and  local  usage  will  determine 
which  closely  related  specialty  ratings  may  be  con- 
ferred on  an  applicant. 

Where  a county  medical  society  is  in  doubt  as  to  a 
physician’s  technical  ability,  it  may  request  him  to 
carry  out  one  or  more  major  procedures  before  a 


qualified  group  of  experts  before  passing  on  his  ap- 
plication. As  pointed  out  repeatedly,  ratings  in 
roentgenology  should  not  be  granted  physicians  or 
specialists  (other  than  x-ray  specialists)  unless  they 
have  had  basic  training  in  general  roentgenology. 
Physicians  applying  for  x-ray  specialty  ratings  who 
intend  to  Unfit  their  practice  to  radiology  should  fully 
meet  the  standards  set  up  for  roentgenologists.  All 
questionable  cases  should  be  certified  for  examina- 
tion by  the  examining  committees  in  radiology,  set 
up  by  the  Workmen’s  Compensation  Bureau,  avail- 
able to  every  local  county  medical  society  on  request 
of  the  Workmen’s  Compensation  Committee. 

Specialists  other  than  x-ray  specialists  are  pre- 
sumptively qualified  to  interpret  x-ray  films  in  their 
specialty  or  to  render  x-ray  treatment  and  require 
no  additional  qualifications.  When  patients  are  re- 
ferred to  them  solely  for  x-ray  examination  in  their 
own  field,  they  should  be  paid  full  specialists’  fees. 

It  is  again  urged  that  those  county  societies, 
which  have  not  as  yet  simplified  their  ratings  and 
where  physicians  still  possess  multiple  ratings,  pro- 
ceed to  review  the  ratings  granted  physicians  within 
their  jurisdiction.  Before  so  doing,  every  physician 
whose  rating  is  to  be  considered  for  simplification  or 
change  should  be  given  an  opportunity  to  appear 
before  the  Workmen’s  Compensation  Committee 
after  being  given  due  notice  of  the  impending  re- 
vision. On  the  recommendation  of  the  Workmen’s 
Compensation  Committee,  the  chairman  of  the 
Workmen’s  Compensation  Board  may,  after  in- 
vestigation, review  the  recommendations  of  the 
Workmen’s  Compensation  Committee  and  make  the 
change  or  deny  it.  The  physician,  if  dissatisfied,  has 
the  right  of  appeal  to  the  Medical  Appeals  Unit  of 
the  Industrial  Council. 

The  State  of  New  York  is  the  first  state  in  the 
union  to  attempt  limitation  of  medical  practice  on 
the  basis  of  proved  qualifications  to  protect  the 
public  (in  compensation  practice).  Ultimately 
similar  limitations  may  be  enacted  in  the  Medical 
Education  Laws.  It  is  also  significant  that  the 
legislature  conferred  upon  the  medical  societies  the 
initial  responsibility  of  setting  up  boards  or  com- 
mittees for  determining  the  qualifications  of  licensed 
practitioners.  Since  1935,  these  functions  have  de- 
volved upon  the  county  medical  societies,  and  in 
1944,  the  law  was  amended  to  put  the  function  in 
counties  of  over  one  million  population  in  the  hands 
of  the  Medical  Practice  Committee  of  three  ap- 
pointed physicians. 

Nearly  all  physicians  and  specialists  in  the  State 
have  become  authorized  under  the  Workmen’s 
Compensation  Law,  and  most  specialists  have  ob- 
tained the  special  symbols  pertaining  to  their 
specialties.  The  ratings  have  been  accepted  by 
various  organizations,  such  as  the  Veterans  Bureau, 
as  evidence  of  special  qualifications.  We  maintain 
that  the  medical  societies  are  best  qualified  to  judge 
the  competence  and  ratings  of  physicians  and  that 
these  functions  assigned  to  the  organized  profession 
by  the  State  are  carried  out  faithfully,  competently, 
and  without  cost  to  the  people.  We  urge  the  county 
societies  to  give  even  greater  care  to  these  functions 
so  that  the  public  may  have  full  confidence  that  a 
physician  is  thoroughly  competent  once  he  has  been 
adjudged  so  by  the  societies. 

Radiology  Examinations. — At  the  requests  of  the 
county  medical  societies  and  of  the  Medical  Practice 
Committee,  your  Bureau  arranged  four  examina- 
tions in  diagnostic  roentgenology  and/or  radiation 
therapy  for  physicians  whose  qualifications  were  in 
doubt.  Since  the  last  annual  report,  examinations 


760 


ANNUAL  REPORTS 


[N.  Y.  State  J.  M. 


were  held  in  Albany  and  New  York  City  for  seven- 
teen applicants. 

No  applicant  for  rating  in  radiology  is  endorsed 
unless  he  fully  meets  the  standards  of  education, 
training,  and  experience  set  up  by  the  county  and 
state  medical  societies.  The  diploma  of  the  Ameri- 
can Board  of  Radiology  is  usually  accepted  as 
evidence  of  qualification,  although  a number  of 
physicians  who  first  tried  our  examination  and 
failed  were  subsequently  passed  by  the  American 
Board.  The  Medical  Practice  Committee  in  two  in- 
stances failed  to  follow  the  recommendations  of  our 
examining  committee  and  the  endorsement  of  the 
county  society  after  the  applicants  successfully 
passed  an  exhaustive  examination,  on  the  ground 
that  the  applicants  had  not  been  in  x-ray  practice 
long  enough.  They  were  given  an  XD  rating. 

Physicians  who  successfully  passed  the  examina- 
tion are  entitled  to  receive  a specialty  rating  if  they 
restrict  their  practice  to  radiology.  The  years  of 
private  practice  rule  in  clinical  subjects  should  not 
necessarily  apply  to  radiology  or  to  the  laboratory 
fields. 

• Arbitration.— According  to  the  provisions  of 
Section  13-g,  2,  if  a doctor  and  the  insurance  carrier 
fail  to  agree  as  to  the  value  of  medical  aid  in  a com- 
pensation case  to  a claimant  residing  in  a county 
having  a population  of  one  million  or  more  (that 
means  in  the  counties  of  New  York,  Kings,  Queens, 
and  Bronx),  the  law  provides  that  the  value  of 
medical  care  shall  be  decided  by  the  Medical 
Practice  Committee,  and  in  other  cases  it  shall  be 
decided  by  an  arbitration  committee,  consisting  of 
five  members  of  the  Medical  Society  of  the  State  of 
New  York  appointed  by  the  employer  or  insurance 
carrier,  the  medical  society,  and  the  chairman  of  the 
Workmen’s  Compensation  Board. 

It  should  be  noted  that  on  the  one  hand  the 
Medical  Practice  Committee  decides  the  value,  while 
on  the  other  hand  five  physicians  arbitrate  the  issue 
as  an  arbitration  committee  and  establish  the  value 
of  medical  care. 

Under  the  rules  and  regulations  governing  the 
arbitration  of  medical  bills,  the  employer  or  in- 
surance carrier  and  the  doctor  both  sign  the  regular 
submission  forms  accepting  the  arbitrators  and 
agreeing  to  abide  by  the  decision  of  the  arbitration 
committee. 

In  the  four  Greater  New  York  counties  the 
physicians  usually  appear  before  one  member  of  the 
Medical  Practice  Committee.  Aside  from  the  fact 
that  there  is  quite  a difference  between  a decision  by 
one  or  two  members  of  the  Medical  Practice  Com- 
mittee and  an  arbitration  by  a committee  of  five 
physicians,  there  is  the  likelihood  in  a group  of  five 
that  the  particular  facts  incidental  to  the  dispute 
would  be  familiar  to  one  or  more  members  of  the 
group,  while  it  is  less  apt  to  be  so  where  the  issue  is 
heard  by  one  doctor.  Furthermore,  a specialist, 
rendering  a bill  for  special  services  of  an  unusual 
nature,  could  request  that  at  least  one  member  of 
the  arbitration  committee  of  five  be  a specialist  in, 
and  familiar  with,  the  type  of  practice,  the  value 
of  which  is  being  disputed.  On  the  other  hand, 
where  all  the  members  of  the  Medical  Practice  Com- 
mittee are,  let  us  say,  surgeons,  the  chances  of  their 
being  familiar  with  the  value  of  all  types  of  special 
service  are  small. 

In  deciding  the  value  of  medical  services,  it  is  im- 
portant that  the  person  acting  as  an  arbitrator  meet 
the  parties  to  the  dispute  face  to  face  and  be  able  to 
interrogate  them.  Under  the  ruling  of  the  attorney 
general  handed  down  on  May  18,  1945,  at  the  re- 


quest of  the  chairman  of  the  Workmen’s  Compensa- 
tion Board,  one  of  the  members  of  the  Medical 
Practice  Committee  may  take  testimony  and  hear 
the  parties  in  relation  to  the  disputed  bill  and  report 
back  to  the  full  committee,  two  of  whom  render  a 
decision. 

We  deem  it  unsatisfactory  and  unrealistic  for 
one  member  of  the  Medical  Practice  Committee 
to  hear  the  issue,  make  a finding,  and  expect  the 
other  two  members  of  the  committee  who  have  not 
seen  the  parties  or  heard  the  argument,  to  disagree 
with  the  finding  and  decision  of  the  one  member. 

Taking  into  consideration  the  provisions  set  up  by 
the  Legislature  as  recently  as  last  year  for  the 
arbitration  of  hospital  bills  by  four  persons,  at  least 
two  of  whom  must  be  physicians,  one  wonders 
whether  the  hearing  of  evidence  by  one  physician 
can  result  in  a fair,  reasonable,  and  equitable  de- 
cision of  medical  bills. 

In  view  of  the  multiplicity  of  medical  problems 
that  arise  concerning  medical  bills  in  the  various 
fields  of  medical  practice,  as  well  as  the  technical 
questions  involved  as  to  type  and  value  of  treatment, 
can  a committee  of  even  three  physicians,  all  in  the 
same  medical  specialty — to  say  nothing  of  one  physi- 
cian as  now  permitted— do  justice  to  all  parties 
concerned?  This  raises  the  question  as  to  whether 
the  new  procedure  will  result  in  carrying  out  the 
“reasonable  provisions  of  the  law.” 

The  medical  profession  has  a vital  interest  in  the 
settlement  of  bills  in  an  equitable  and  fair  manner. 
Arbitrary  awards  and  hasty  decisions  based  upon  in- 
adequate consideration  of  all  the  evidence  without  a 
full  hearing  by  a full  board  may  well  alienate  many 
of  the  best  qualified  practitioners  and  thus  limit 
greatly  the  choice  of  an  injured  worker. 

Although  the  House  of  Delegates  has  resolved  that 
a strong  effort  be  made  toward  the  abolition  of  the 
Medical  Practice  Committee  and  the  restoration  of 
functions  to  the  four  New  York  counties  where  the 
Medical  Practice  Committee  has  jurisdiction,  should 
not  steps  be  taken,  pending  the  success  of  legislative 
attempts  to  abolish  the  Medical  Practice  Committee, 
to  modify  the  system  of  one-man  settlement  of  dis- 
puted bills  so  that  the  practice  is  more  in  conformity 
with  the  arbitration  procedure  in  effect  throughout 
the  rest  of  the  State?  We  believe  that  we  should 
and  will  exert  our  influence  to  achieve  this  to  the 
best  of  our  ability. 

In  the  year  1947,  arbitrations  were  held  in  West- 
chester twice,  in  Albany  for  nine  adjoining  counties, 
in  Buffalo  for  one  adjoining  county,  in  Rochester  for 
three  adjoining  counties,  in  Utica  for  three  adjoining 
counties,  and  in  Newburgh  for  three  adjoining  coun- 
ties. We  will  shortly  make  a tour  of  the  State  again, 
including  the  southern  and  western  tier. 

During  1947,  arbitration  committees  of  the 
county  medical  societies  scheduled  214  hearings 
and  disposed  of  107  disputed  medical  bills  aggregat- 
ing 110,293.25,  on  which  they  awarded  fees  of 
$5,170.75.  Assessments  on  those  county  society 
arbitrations  totalled  $602.65. 

During  1947,  the  Medical  Practice  Committee 
received  10,263  carrier  objections  to  medical  bills  for 
services  rendered  to  claimants  resident  in  the  coun- 
ties of  Bronx,  Kings,  New  York,  and  Queens.  There 
were  disposed  of,  in  1947,  objections  to  7,717  bills, 
an  additional  499  bills  were  ready  for  hearing  at  the 
end  of  the  year,  and  a number  were  awaiting  deter- 
mination of  controverted  workmen’s  compensation 
claims  or  objections  to  payment  because  of  the  phy- 
sician’s failure  to  file  required  medical  reports. 
Hearings  scheduled  in  1947  before  the  Medical 
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Practice  Committee  related  to  bills  aggregating 
$468,644,  on  which  the  Committee  awarded  $70,- 
692.85,  some  objections  being  withdrawn  before 
hearing.  Assessments  on  Medical  Practice  Com- 
mittee awards  aggregated  $9,944.56. 

The  chairman  received  requests  from  121  claim- 
ants to  assist  in  recovering  from  physicians  fees  paid 
for  medical  treatment  in  workmen’s  compensation 
cases,  for  which  the  physicians  should  bill  carriers, 
and  obtained  during  1947  reimbursement  by  phy- 
sicians to  98  claimants,  aggregating  $7,437.  On 
December  31,  1947,  there  remained  for  further  in- 
vestigation and  disposition  the  reimbursement  re- 
quests of  23  claimants. 

Group  Practice  and  the  Workmen’s  Compensa- 
tion Law. — The  passage  of  the  Griffith  Bill  (Senate 
Int.  740)  by  the  Legislature  in  1947  legalized  part- 
nerships in  medical  practice  and  permitted  the 
partners  to  pool  fees  for  medical  services  and  to 
share,  apportion,  or  divide  these  fees  among  the 
partners  in  the  group.  However,  the  bill  specifically 
provides  that  “no  such  sharing,  division,  or  appor- 
tionment shall  be  permitted  with  respect  to  fees  re- 
ceived for  rendering  medical  care  and  treatment 
under  the  Workmen’s  Compensation  Law.” 

Thus  no  medical  group  in  this  state  may  apply  the 
contractual  relationship,  permissible  in  ordinary 
practice,  to  money  received  by  a group  for  treating  a 
compensation  patient.  Each  physician  must  bill 
individually  and  retain  all  fees  for  medical  care  to  in- 
jured workers.* 

Hospitals  and  Medical  Practice. — The  attempts 
to  differentiate  between  medical  practice  under  the 
Education  Law  and  under  the  Workmen’s  Compen- 
sation Law,  as  pointed  out  above,  raise  barriers  to 
practical  solutions  directed  toward  implementing 
medical  practice  especially  in  our  hospitals.  For  ex- 
ample, many  hospitals  find  it  practical,  where  full- 
time services  are  essential,  to  employ  certain  physi- 
cians on  a contractual  relationship  in  x-ray,  path- 
ology, and  even  in  anesthesiology  and  physical 
medicine. 

Most  physicians  in  these  specialties,  how- 
ever, desire  to  bring  about  and  maintain  the 
same  relationships  in  hospital  practice  as  do  other 
physicians,  such  as  medical  men,  surgeons,  etc.  The 
specialty  groups  are  working  for  individualistic  re- 
lationships and  the  same  recognition  of  their 
specialties  as  are  accorded  other  physicians  on  the 
medical  staffs.  It  would  take  us  too  far  afield  to 
try  to  present  all  the  arguments  pro  and  con.  Cus- 
tom has  decreed  certain  practices,  especially  in  the 
larger  institutions,  in  respect  to  the  full  or  part-time 
employment  of  these  specialists  on  a salary  basis, 
often  unrelated  to  the  value  of  the  services  rendered 
or  to  the  facilities  placed  at  the  disposal  of  these 
physicians  by  the  institutions.  Certainly  inequities 
have  arisen  which  are  justly  denounced  by  in- 
dividual specialists  or  by  their  representative 
groups. 

The  hospitals  have  not  infrequently  operated 
these  departments  not  solely  for  the  welfare 
of  the  patients  or  for  the  advancement  of  medi- 
cal science  but  frequently  for  general  revenue, 
making  a profit  out  of  the  doctors’  services  over  and 
above  all  reasonable  costs  including  overhead,  de- 
preciation, and  obsolecence.  Of  course,  these 
practices  could  not  be  maintained  without  the  par- 
ticipation of  physicians,  some  of  whom  in  the 
past  eagerly  solicited  such  employment.  Certain 
hospitals  assert  that  these  ancillary  services,  es- 
pecially x-ray  and  anesthesiology,  cannot  be  sup- 


plied at  a reasonable  cost  to  the  patient  without 
some  sort  of  contractual  relationship  involving  full 
or  part-time  service,  and  in  some  quarters  it  is 
asserted  that  the  public  has  come  to  look  upon  them 
as  hospital  rather  than  medical  services. 

Our  position  in  this  matter  has  often  been  re- 
corded not  only  in  our  reports,  but  in  our  discussions 
and  agreements  with  groups  such  as  the  New  York 
State  Hospital  Association.  These  specialties  (roent- 
genology, pathology,  anesthesiology,  and  physical 
medicine)  are  and  should  be  recognized  as  the  prac- 
tice of  medicine.  The  Medical  Practice  Act  and  the 
Workmen’s  Compensation  Law  should  be  so  revised 
as  to  leave  no  doubt  about  this.  Once  being  so 
recognized,  these  specialties  should  be  accorded  the 
same  privileges  and  subjected  to  the  same  limitations 
as  are  all  other  medical  and  surgical  services.  The 
very  preservation,  to  say  nothing  of  the  further  de- 
velopment of  these  specialties,  depends  upon  the 
affirmation  of  the  above  principle.  Exploitation  by 
hospitals  of  these  physicians  through  inequitable 
contracts  will  no  longer  attract  the  type  of  men 
equipped  to  carry  the  torch  for  the  further  scientific 
development  of  medicine.  Indeed,  should  the  situa- 
tion not  be  remedied  by  wise  legislation  soon,  there 
may  not  be  sufficient  well-trained  men  available  to 
staff  even  existing  institutions. 

The  Workmen’s  Compensation  Law  and  the  Edu- 
cation Law  should  be  so  explicit  as  not  to  permit 
the  practice  of  medicine  by  other  than  regularly 
licensed  physicians.  Hospitals  as  corporations 
should  not  be  permitted  to  practice  medicine  but 
only  to  provide  the  means  for  physicians  to  practice 
medicine. 

The  Workmen’s  Compensation  Law  in  one 
section  specifically  states  that  only  a duly 
authorized  physician  shall  be  paid  for  medical  and 
surgical  services,  but  despite  the  spirit  and  intent  of 
the  law  thus  enunciated,  other  provisions  permit  the 
practice  of  roentgenology  by  corporations,  firms,  and 
unlicensed  persons  through  the  employment  of 
physicians.  The  Workmen’s  Compensation  Law 
specifically  states  that  hospitals  shall  not  be  en- 
titled to  the  fees  paid  to  physicians  but,  neverthe- 
less, permits  hospitals  to  obtain  a license  to  conduct 
an  x-ray  laboratory  and  to  employ  physicians  and 
collect  for  their  services.  This  amendment  seems 
definitely  to  be  in  conflict  with  Section  13-d,  2(g). 
Hospitals  may  not  practice  medicine  and  should  not 
be  permitted  to  do  so  by  indirection. 

These  ambiguities  in  the  law  require  change  in 
accordance  with  the  fundamental  principle  laid  down 
by  the  legislators  in  the  amendment  to  Section  13  of 
the  Workmen’s  Compensation  Law  and  in  the  spirit 
of  that  law  as  so  amended  if  we  are  to  avoid  a de- 
terioration in  the  quality  of  medical  care. 

Legislation. — From  year  to- year  since  the  creation 
of  the  Workmen’s  Compensation  Bureau,  we  have 
suggested  \egislation  to  improve  the  administration 
of  the  Workmen’s  Compensation  Law.  Sometimes 
this  took  the  shape  of  new  statutes  or  amendments 
to  existing  provisions. 

We  have  constantly  opposed  measures  which  in 
our  judgment  tended  to  weaken  the  administration 
of  the  Workmen’s  Compensation  Law  or  to  lower  the 
quality  of  medical  care.  Although  we  opposed 
measures  to  narrow  the  sphere  of  influence  and  re- 
sponsibility of  the  medical  societies  in  the  ad- 
ministration of  the  Workmen’s  Compensation  Law, 
we  have  not  always  been  successful,  and  in  no  small 
measure  our  failure  may  be  ascribed  to  a lack  of 
concerted  and  vigorous  action  by  the  local  county 
societies  and  lack  of  interest  on  the  part  of  indi- 
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vidual  physicians,  who,  more  often  than  not,  expect 
our  legislative  committee  and  the  Workmen’s 
Compensation  Bureau  to  do  what  can  only  be  done 
by  individual  and  group  action  in  every  city,  town, 
and  village  through  the  people’s  representatives  in 
the  Senate  and  Assembly. 

It  is  perhaps  wearying  for  us  to  point  out  year 
after  year  that  under  the  provisions  of  the  Work- 
men’s Compensation  Law,  the  medical  societies 
have,  for  the  first  time  since  the  licensing  of  physi- 
cians was  carried  out  by  the  State  Medical  Society 
many  years  ago,  regained  a large  measure  of  re- 
sponsibility in  the  control  of  medical  practice  in  this 
State. 

It  is  only  natural  with  the  granting  of  free 
choice  of  physician  and  the  benefits  incidental 
thereto  that  the  Legislature  should  have  looked  to 
the  organized  medical  profession  for  help,  guidance, 
and  some  degree  of  control  in  carrying  out  the 
provisions  of  the  law  relating  to  medical  practice 
under  the  Workmen’s  Compensation  Law.  We 
have  made  suggestions  and  again  this  year  draw 
attention  to  the  need  for  our  exercising  this  control 
through  the  county  societies  in  so  efficient  a manner 
that  the  confidence  placed  in  us  is  justified.  We 
must  deliver  high  quality  medical  care  at  a reason- 
able and  fair  cost,  comparable  with  costs  in  private 
practice  to  persons  of  a like  standard  of  living.  In 
these  days  of  mounting  governmental  budgets,  it 
might  be  well  to  point  out  that  the  functioning  of 
the  medical  societies  in  the  Workmen’s  Compensa- 
tion picture  is  without  cost  to  the  State.  The  re- 
turn of  medical  functions  to  the  medical  societies  in 
the  counties  having  a population  of  over  one 
million,  as  we  plead  for  elsewhere,  would  not  only 
make  for  better  relations  and  administration  but 
would  lower  materially  the  costs  of  the  medical  ad- 
ministration of  the  Workmen’s  Compensation  Law. 

We  agree  with  the  sentiments  expressed  by 
Governor  Dewey  in  his  speech  on  February  20, 
1948,  before  the  New  York  Heart  Association. 
Governor  Dewey  states  that  after  eighteen  years  in 
government  service  he  was  certain  that  government 
could  never  do  any  job  as  well  as  private  enterprise. 

Your  Committee  has  recommended  and  the 
Council  has  approved  and  referred  to  the  legislative 
committee  for  action  at  the  1948  session  of  the 
Legislature,  the  following:* 

1.  To  amend  Section  13-g  (2)  of  the  Workmen’s 
Compensation  Law,  to  make  the  place  of  arbitration 
of  disputed  medical  bills,  the  county  in  which  the 
services  were  rendered  rather  than  the  county  in 
which  the  employe  resides  (Senate  Int.  2078, 
Halpern) . 

2.  To  amend  Section  13-b  (2)  to  provide  that  a 
physician’s  rating  under  the  Workmen’s  Compensa- 
tion Law  shall  be  altered  (depriving  him  of  a rating 
already  given)  only  after  a hearing  is  given  him  by 
the  county  medical  society  or  Medical  Practice  Com- 
mittee after  full  notice;  and  further,  that  if  such 
change  is  made  and  the  physician  appeals  to  the 
Medical  Appeals  Unit  of  the  Industrial  Council,  that 
the  findings  and  conclusions  of  the  Medical  Appeals 
Unit  shall  be  conclusive  and  binding  on  the  chair- 
man of  the  Workmen’s  Compensation  Board  and 
not  merely  advisory  to  her  as  at  present  (Senate  Int. 
1708— Condon,  1947). 

3.  In  accordance  with  the  mandate  of  the  House 
of  Delegates,  legislation  has  again  been  introduced 
to  abolish  the  Medical  Practice  Committee  in 
counties  of  one  million  and  over  and  restore  the 


functions  to  these  county  medical  societies  as  now 
applies  in  all  other  counties  in  the  State. 

4.  To  amend  the  Workmen’s  Compensation 
Law,  Section  13-a  (5)  to  raise  the  level  of  the  amount 
of  services  (consultation,  surgical  operations,  or 
physical  medicine)  from  $25  to  $35  and  from  $10  to 
$20  (laboratory  and  x-ray  examinations)  requiring 
authorization,  except,  in  emergency. 

5.  To  confer  with  the  chairman  of  the  Work- 
men’s Compensation  Board  to  bring  about  an 
amendment  to  Section  13-j  which  denies  employers 
and  carriers  the  right  to  provide  medical  care  but 
gives  them  the  right  to  make  medical  inspections, 
but  in  such  manner  that  medical  examinations  shall 
be  made  in  accordance  with  the  provisions  of 
Section  13-a  (4)  viz,  in  the  presence  of  the  employe’s 
physician  if  the  employe  or  his  physician  deems  it 
necessary  or  advisable. 

6.  Senate  Int.  618  (Condon)  amended  the  Work- 
men’s Compensation  Law  to  permit  the  designation 
of  especially  qualified  physicians  in  the  various 
specialties  to  examine  and  report  upon  claimants  re- 
ferred to  them  by  the  Workmen’s  Compensation 
Board  or  by  the  referee  on  the  recommendation  of 
the  Compensation  Medical  Director.  Such  special- 
ists are  now  designated  by  the  chairman  of  the 
Workmen’s  Compensation  Board  in  her  discretion. 
It  was  voted  at  the  meeting  of  the  Council  on  De- 
cember 11,  1947,  that  an  amendment  be  sponsored 
that  such  appointments  be  made  from  lists  of 
physicians  recommended  or  approved  by  the  state 
or  county  medical  societies. 

7.  To  oppose  any  legislation  such  as  the  Bewley 
Bill  (Senate  Int.  722)  to  permit  the  establishment  of 
medical  bureaus  by  groups  of  employers  in  counties 
of  100,000  or  less  as  inimical  to  the  free  choice  prin- 
ciple (and  for  other  reasons) . * 

8.  To  further  legislation  to  define  the  practice  of 
roentgenology  as  the  practice  of  medicine  as  ex- 
emplified by  the  Clancy  Bill  (1947),  but  to  avoid  the 
practice  of  medicine  by  hospitals  or  corporations  by 
indirection. 

9.  To  give  consideration  to  legislation  eventually 
for  the  inclusion  of  all  the  four  specialties,  roentgen- 
ology, physical  medicine,  anesthesia,  and  pathology, 
as  the  practice  of  medicine. 

State  Employed  Physicians.* — In  February  of 
1946,  we  received  complaints  from  various  work- 
men’s compensation  committees  upstate  that  the 
Workmen’s  Compensation  Board  had  declined  to 
authorize  physicians  employed  by  State  institutions 
to  practice  under  the  Workmen’s  Compensation 
Law,  despite  the  recommendations  of  the  county 
society  committees  that  they  were  professionally 
qualified  and  their  services  needed  in  the  com- 
munity. The  chief  objection  of  the  chairman  of  the 
Workmen’s  Compensation  Board  was  that  their 
full-time  employment  by  the  State  would  make  them 
unavailable  at  all  times  to  testify  at  referee  and  board 
hearings.  Appeals  by  the  physicians  and  by  the 
societies  involved  were  in  vain.  It  was  pointed  out 
that  services  of  the  physicians  were  needed,  es- 
pecially in  the  rural  areas  where  specialists  were  not 
always  available.  We  have  conferred  with  Com- 
missioner MacCurdy  of  the  Department  of  Mental 
Hygiene,  after  an  opinion  by  the  attorney  general  on 
the  matter,  who  has  agreed  to  send  to  the  chairman 
of  the  Workmen’s  Compensation  Board  a letter  rec- 
‘ ommending  the  authorization  of  these  physicians.  It 
is  hoped  this  will  result  in  the  prompt  authorization 
of  the  physicians  in  question. 


* New  York  . Stat.fi  . I.  Mfid.  48:317  (Feb.  I)  1948. 
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Public  Relations.- — One  of  the  important  reasons 
for  maintaining  the  Workmen’s  Compensation 
Bureau  aside  from  assisting  the  county  medical  so- 
cieties and  the  profession  generally  in  their  work- 
men’s compensation  problems  is  to  better  public  re- 
lations in  the  field  of  workmen’s  compensation.  The 
state  and  county  medical  societies  have  assumed 
important  responsibilities  under  the  Workmen’s 
Compensation  Law.  These  are  chiefly  in  relation  to 
medical  care.  As  has  been  pointed  out  on  many 
occasions,  the  purpose  of  workmen’s  compensation 
is  to  assure  the  injured  worker  prompt  and  high 
quality  medical  care  in  addition  to  compensation  for 
time  lost  from  work.  The  Workmen’s  Compensa- 
tion Bureau  aims  to  facilitate  the  administration  of 
the  law  in  so  far  as  it  affects  the  medical  profession, 
that  physicians’  services  are  at  the  disposal  of  in- 
jured workers  on  the  same  basis  as  in  private  prac- 
tice. 

Year  after  year  there  has  been  a noticeable  im- 
provement in  relations  between  the  medical  profes- 
sion and  the  other  interested  parties  in  the  function- 
ing of  the  Workmen’s  Compensation  Law.  All  this 
redounds  to  the  benefit  of  the  injured  worker  in  that 
it  removes  disputes,  misunderstandings,  and  dis- 
agreements over  the  provisions  of  the  law  and  rules 
and  regulations  pertaining  thereto  as  they  affect  the 
practicing  profession. 

The  work  of  the  Bureau  has  increased  each  year, 
as  evidenced  by  the  greater  volume  of  communica- 
tions between  county  societies,  physicians,  and  the 
Bureau.  In  recent  years  we  have  sponsored  round 
table  and  panel  discussions  on  workmen’s  compensa- 
tion matters  before  numerous  county  medical  so- 
cieties throughout  the  State,  in  which  discussions 
representatives  of  labor,  insurance  carriers,  em- 
ployers, and  the  Workmen’s  Compensation  Board 
participated.  This  has  afforded  an  opportunity  for 
free  exchange  of  views  on  all  workmen’s  compensa- 
tion problems  and  an  opportunity  for  better  under- 
standings between  the  medical  profession  and  those 
with  whom  they  come  in  contact  in  the  treatment  of 
compensation  patients  and  in  the  adjudication  of 
compensation  claims. 

Despite  the  fact  that  the  vast  majority  of  in- 
dividual physicians  are  held  in  high  repute  and  are 
greatly  respected  generally,  the  profession  as  a 
whole  has  not  enjoyed  a good  press  or  what  is 
commonly  known  as  good  public  relations.  At- 
tempts are  being  made  by  national,  state,  county, 
and  local  medical  groups  to  remedy  this  situation  by 
the  employment  of  skilled  public  relation  counsel- 
ors to  help  medicine  state  its  case  properly  and  to 
win  the  approbation  and  support  of  the  public.  No 
doubt,  medicine  is  altruistic  and  public  spirited.  Its 
primary  aim  is  to  serve  the  public  not  only  in  the 
treatment  of  disease  but  in  the  protection  and 
preservation  of  the  public  health.  These  motiva- 
tions have  not  always  been  understood  by  the  public, 
and  the  profession  has  even  been  accused  of  material- 
istic motives  and  monopolistic  tendencies.  Its 
attempts  to  preserve  and  improve  the  quality  of 
medical  care  by  opposing  measures  designed  to 
weaken  education  laws  have  often  been  misunder- 
stood. Organized  medicine  has  had  occasion  more 
often  to  oppose  harmful  legislation  than  to  offer 
constructive  measures  to  improve  the  lag  in  the  dis- 
tribution of  medical  services. 

In  so  far  as  Workmen’s  Compensation  legislation 
is  concerned,  it  can  be  truthfully  said  that  the  or- 
ganized medical  profession  has  made  a constructive 
contribution  to  the  welfare  of  the  public  in  affording 
the  injured  worker  the  highest  quality  of  medical 


care.  The  basic  change  of  the  Workmen’s  Compen- 
sation Law  in  1935  which  resulted  from  the  recom- 
mendations made  by  the  medical  profession,  assur- 
ing free  choice  of  physician  to  the  employe  and 
placing  medical  practice  in  a large  measure  under 
the  control  of  organized  medicine,  is  but  one  ex- 
ample of  constructive  effort. 

It  has  been  necessary  in  the  past  to  oppose 
numerous  measures  designed  to  weaken  the  structure 
erected  in  1935,  and  constructive  legislation  de- 
signed to  improve  the  administration  of  the  Work- 
men’s Compensation  Law  and  facilitate  the  render- 
ing of  medical  care  has  been  offered  almost  every 
year. 

We  must  continue  to  better  our  relations  with  the 
Workmen’s  Compensation  Board,  which  is  the 
central  administrative  authority  under  the  Work- 
men’s Compensation  Law  in  this  State.  We  have 
enjoyed  a full  measure  of  cooperation  from  the 
various  district  administrators  of  the  Workmen’s 
Compensation  Board  and  with  other  branches  of  the 
department. 

We  have  endeavored  to  create  closer  relations  with 
the  chairman  of  the  Workmen’s  Compensation  Board 
and  her  office  in  an  effort  to  facilitate  the  adminis- 
tration of  the  law  so  far  as  the  medical  profession 
is  concerned.  We  shall  persist  in  these  efforts;  since 
there  are  numerous  problems  that  can  only  be  re- 
solved on  the  highest  level. 

We  feel,  too,  that  we  have  something  to  offer  as  a 
result  of  our  experience  in  directing  the  Workmen’s 
Compensation  affairs  of  the  State  Society  and  the 
local  county  medical  societies  over  the  last  twelve 
years  which  should  prove  of  value  to  the  chairman 
of  the  Workmen’s  Compensation  Board.  A review 
of  our  Annual  Reports  to  the  House  of  Delegates 
will  substantiate  this  statement. 

The  creation  of  the  Joint  Council  is  an  example  of 
our  bond  of  association  with  insurance  carriers  and 
self-insured  employers.  We  have  a common  in- 
terest that  is  best  served  by  mutual  respect  and 
understanding.  It  has  undoubtedly  been  conducive 
to  better  understanding  and  good  will  between  the 
profession  and  these  groups.  Many  of  the  best 
qualified  physicians  who  in  the  past  have  been 
alienated  by  disputes  and  misunderstandings  are 
today  eagerly  participating  in  the  treatment  of 
workmen’s  compensation  claimants,  because  these 
sources  of  irritation  and  ill  will  have  been  promptly 
resolved  through  our  close  contact  with  those  who 
pay  the  medical  bills. 

Organized  l$bor  has  a vital  interest  in  the  proper 
administration  of  the  Workmen’s  Compensation 
Law,  and  here,  too,  there  is  opportunity  for  closer 
cooperation  and  better  understanding  between  the 
labor  groups  and  the  organized  medical  profession. 
Such  closer  relationships  should  be  fostered. 

This  Council  Committee  wishes  to  tecord  its 
appreciation  of  the  high  quality  of  service  rendered 
by  Dr.  David  J.  Kaliski,  the  Director  of  the  Work- 
men’s Compensation  Bureau.  Ilis  many  years  of 
association  with  the  work  of  this  Bureau,  his  inti- 
mate knowledge  of  the  Workmen’s  Compensation 
Law,  his  loyalty  and  cooperation,  and  the  considered 
judgment  he  has  brought  to  the  resolving  of  many 
of  the  controversial  problems  have  greatly  facilitated 
the  work  of  the  Committee.  The  efficient  manner  in 
which  the  daily  tasks  of  the  Bureau  are  handled  is  a 
tribute  to  his  administrative  ability. 

The  Workmen’s  Compensation  Bureau  is  ex- 
tremely fortunate  in  having  had  the  uninterrupted 
services  of  its  secretarial  staff,  Miss  Elizabeth  II. 
Wheeler  and  Miss  Alice  E.  Wheeler,  since  the  very 
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inception  of  the  Committee  on  Workmen’s  Com- 
pensation of  the  State  Society  in  1935.  It  is  a 
pleasure  to  commend  the  Misses  Wheeler  for  their 
devotion  to  the  interests  of  the  medical  profession. 
The  high  degree  of  efficiency  with  which  they  have 
carried  out  their  duties  over  these  nearly  thirteen 
years  is  reflected  in  the  success  of  the  Bureau  in 
meeting  the  needs  of  the  Society  with  dispatch  and 
thoroughness. 

PART  XI 

Publications 

During  the  past  year  formal  meetings  of  the  Pub- 
lication Committee  have  been  held  at  approximately 
monthly  intervals,  together  with  interim  confer- 
ences of  the  editorial  group.  Reports  of  pertinent 
matters  have  been  made  by  the  chairman  at  the 
stated  Council  meetings  of  the  Society. 

It  has  been  the  aim  of  your  committee  to  develop 
a diversified  content  for  the  New  York  State 
Journal  of  Medicine.  During  the  past  year  the 
editorial  section  has  been  expanded,  as  well  as  the 
news  columns.  For  the  latter,  reliance  has  had  to 
be  largely  on  local  newspaper  clippings;  appeals  to 
county  society  secretaries  have  not  yielded  satis- 
factory results.  However,  we  feel  that  the  members 
of  our  Society  have  been  kept  apprised  of  the  vari- 
ous medical  activities  through  the  State. 

With  the  change  into  new  quarters,  additional 
space  for  the  editorial  offices  was  provided,  but 
these  are  still  inadequate  for  the  staff.  More  shelf 
space  for  current  magazines  is  now  available,  but 
the  contemplated  reference  library  cannot  be  de- 
veloped for  lack  of  quarters. 

The  book  review  situation  was  discussed  at  pre- 
vious sessions  of  the  House  of  Delegates  and  a spe- 
cial committee  appointed  by  the  President  to  study 
the  question,  but  thus  far  no  solution  has  been 
reached.  The  existing  arrangement,  by  which  all 
books  submitted  to  the  Journal  for  review  are  sent 
elsewhere,  continues  to  be  unsatisfactory.  Thus 
far  no  conclusion  which  would  tend  to  adjust  this 
long  standing  difficulty  has  been  reached  by  the 
special  committee.  The  latest  information  on  the 
matter  is  contained  in  a letter  to  our  legal  counsel 
in  which  it  is  stated  that  the  Trustees  of  the  Medical 
Society  of  the  County  of  Kings  “are  of  the  opinion 
that,  should  the  State  Society  desire  to  have  a mu- 
tual termination  or  modification  of  the  original 
agreement,  then  it  would  be  incumbent  on  the 
State  Society  to  establish  a journal,  to  be  known  as 
the  Medical  Journal  of  the  Medical  Society  of  the 
County  of  Kings  and  Academy  of  Medicine  of 
Brooklyn,  whereby  our  Society  would  have  all  the 
advantages  which  it  had  originally  when  it  pub- 
lished the  Brooklyn  Medical  Journal."  As  this 
constitutes  an  impractical  proposal,  further  com- 
ment is  withheld  for  the  present  by  the  Publication 
Committee. 

Continued  difficulties  in  printing  and  securing 
more  paper  have  prevented  changes  for  betterment 
in  the  general  appearance  and  size  of  the  Journal 
long  desired  by  tne  Committee.  Also  a matter  of 
regret  are  delays  in  the  distribution  of  the  Journal 
on  stated  dates.  We  are  assured  by  the  printers 
that  the  improvements  under  way  in  their  press 
rooms  will  soon  obviate  this.  The  more  prompt 
publication  of  editorials  and  scientific  contributions 
is  much  to  be  desired,  but  an  expansion  in  the  num- 
ber of  pages  is  predicated  on  an  adequate  paper 
supply,  and  this  as  yet  is  unavailable.  The  increas- 


ing price  of  paper  and  printing  will  necessarily  re- 
duce the  surplus  from  operations  and  this  will  not 
be  so  large  as  in  previous  years,  especially  as  the 
revenue  from  advertising  is  declining.  It  is  worthy 
of  record,  however,  that  the  Journal  continues  on 
a self-supporting  basis. 

Careful  scrutiny  of  all  advertisements  has  been 
maintained.  The  inclusion  of  formulas  and  dosages 
is  included  in  all  announcements  of  medicinal 
preparations,  and  manufacturers  usually  are  found 
cooperative  in  this  matter.  During  the  past  year 
several  advertisements  have  been  dropped  from  our 
pages  for  various  reasons  and  many  others  changed 
in  accord  with  our  recommendations. 

The  Directory  for  the  current  year  is  now  in  pro- 
duction. There  will  be  many  alterations  necessary 
because  of  errors  and  omissions  in  the  previous 
volume,  reflecting  changes  in  addresses,  hospital 
appointments,  etc.  It  is  hoped  that  the  new  edi- 
tion will  be  ready  for  distribution  late  in  1948.  The 
Publication  Committee,  however,  is  of  the  opinion 
that  this  issue  should  be  designated  as  of  1949. 
The  costs  of  production  in  the  future  should  be  given 
careful  consideration  by  the  House  of  Delegates 
and  the  Board  of  Trustees.  These  have  become  pro- 
hibitive to  such  an  extent  that  annual  publication 
may  be  inadvisable.  The  compilation  represents 
an  enormous  task  and  the  cost  of  publication  and 
manufacture  will  greatly  exceed  that  of  previous 
years.  However,  the  value  of  the  book  is  unques- 
tioned as  is  evidenced  by  the  number  of  copies  or- 
dered and  paid  for  by  sources  outside  of  our  member- 
ship. An  issue  of  25,000  copies  is  contemplated  for 
the  present  volume.  The  cost  of  publishing  and 
distributing  the  1947  Directory  was  approximately 
$53,000,  and  the  estimate  for  the  current  volume  is 
$63,000.  These  figures  are  exclusive  of  clerical  com- 
pilation costs  and  do  not  take  into  account  income 
from  the  sale  of  volumes  and  advertising.  This  in- 
come, it  is  hoped,  will  defray  the  cost  of  compilation 
and  will  leave  a comparatively  small  margin  of  sur- 
plus to  be  applied  to  the  actual  production  costs. 

It  is  of  interest  to  record  that  numerous  letters 
come  to  the  Editor  commenting  on  our  editorials, 
mostly  favorable,  sometimes  critical.  We  may  re- 
gard this  as  evidence  that  the  Journal  is  widely 
read.  Likewise,  its  scientific  content  has  resulted 
in  requests  for  republication  in  other  medical  jour- 
nals, and  editorials  are  likewise  frequently  quoted 
elsewhere.  All  editorial  copy  is  carefully  reviewed 
at  formal  meetings  of  the  Board  before  publication. 

The  Journal  is  the  official  organ  of  the  State 
Society  and  is  sent  to  every  member.  The  Publica- 
tion Committee,  and  particularly  the  editors,  would 
appreciate  more  frequent  comments  to  assist  them 
in  formulating  policies.  Criticism  and  suggestions 
are  always  welcome  and  will  receive  due  attention. 

A revision  of  the  consulting  editorial  board  has 
been  made  in  the  past  year  and  all  branches  of 
medicine  are  represented.  The  editors  are  grateful 
for  the  assistance  rendered  by  such  consultants  in 
cases  where  the  acceptability  of  a paper  may  be 
questioned. 

By  resolution  of  the  House  of  Delegates  the 
Publication  Committee  is  appointed  annually  and 
during  the  past  year  has  consisted  of  Drs.  John  J. 
Masterson,  representing  the  Board  of  Trustees; 
James  R.  Reuling,  treasurer;  Walter  P.  Anderton, 
secretary;  Mr.  Dwight  Anderson,  business  man- 
ager; Laurance  D.  Redway,  assistant  literary 
editor,  and  George  W.  Kosmak,  chairman.  Your 
Committee  recommends  to  the  House  of  Delegates 
the  continuation  of  this  body  under  the  directive 
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previously  established  by  the  House  of  Delegates, 
as  follows:  “The  Publication  Committee  shall 

consist  of  the  Secretary,  the  Treasurer,  the  Business 
Manager  of  the  Journal  and  Directory,  the  Man- 
aging and  Literary  Editors,  and  one  member  of  the 
Board  of  Trustees,  to  be  appointed  by  the  President 
after  consultation  with  its  Chairman, 

Attention  is  called  to  the  publication  statistics  for 
the  past  24  issues  embracing  the  calendar  year  1947 : 

New  York  State  Journal  of  Medicine 
Report  for  1947 


Total  number  of  issues  of 

published 

Total  number  of  pages . . . 
Advertising  pages ..... 

Text  pages 

223  scientific  articles 

82  editorials 

News,  etc 

Books ,{ 

Workmen’s  com- 
pensation   

Medical  care  insur- 
ance  

Postgraduate  edu- 
cation   

Council  minutes 

House  of  Delegates 

minutes 

District  Branch  news 
Annual  reports,  etc. . 

Index 

Total  circulation 

Members’  copies 

Cash  subscribers 

Advertising  copies 

Complimentary  copies . 
Exchange  copies 


. 24 

2,748 

1,248 

1,500 

839 

137 

191 

39 

8 

12 

7 

62 

100 

6 

84 

15 

23,105 

21,788 

670 

478 

43 

126 


Acknowledgment  for  efficient  and  conscientious 
support  is  made  by  the  Chairman  to  the  various 
members  of  the  committee,  to  Mr.  Dwight  Ander- 
son as  business  manager,  to  Drs.  Laurance  D.  Red- 
way and  Armitage  Whitman  for  the  editorial  con- 
tributions, to  Miss  Doris  Dougherty  and  members 
of  her  staff,  and  to  Miss  Alvina  Rich  Lewis  and  her 
assistants,  Miss  Elsa  Sanford  and  Miss  Anne  Gibson, 
for  their  helpful  and  efficient  cooperation  in  the  pro- 
duction department. 

Public  Relations 

The  Counoil  Committee  on  Public  Relations 
(formerly  the  Council  Committee  on  Medical  Pub- 
licity) functioned  during  the  past  year  with  the 
following  members : 

Floyd  S.  Winslow,  M.D.,  Chairman . . .Rochester 

Dan  Mellen,  M.D Rome 

William  C.  White,  M.D New  York  City 

Releases. — The  Committee  throughout  the  year 
continued  releases  to  the  press  on  the  postgraduate 
sessions  held  under  the  auspices  of  the  Council  Com- 
mittee on  Medical  Education.  From  time  to  time 
releases  were  issued  to  the  press,  and  cooperation 
was  extended  to  newspaper  and  magazine  writers 
on  subjects  of  interest  to  the  general  public.  Not- 
able was  the  national  distribution  in  This  Week 
for  October  26,  1947,  an  article,  “Vivisection: 
Lifesaver  or  Fraud?”  Much  of  the  material  for  this 
article  was  gleaned  from  the  pamphlet,  “Dogs, 
Drugs  and  Doctors,”  published  by  the  Public  Rela- 
tions Bureau. 


Four  News  Letters  were  issued  during  the  year. 
They  went  to  a selected  list  of  State  and  county  so- 
ciety officers  and  committeemen,  and  members  of 
the  Woman's  Auxiliary. 

Woman’s  Auxiliary. — Under  the  presidency  of 
Mrs.  Harry  F.  Pohlmann,  the  Woman’s  Auxiliary  has 
rendered  excellent  service  in  public  relations  during 
the  last  year.  Assistance  was  given  by  the  Public 
Relations  Bureau  in  production  of  the  Distaff,  and- 
special  bulletins  were  prepared  containing  sugges- 
tions for  assistance  by  the  Auxiliary  in  legislative 
matters.  This  organization  is  now  becoming  a 
formidable  adjunct  of  the  State  Society  in  its  con- 
tacts with  civic  groups  throughout  the  State.  They 
rendered  exceptional  services  in  connection  with 
legislation  proposed  in  1948  to  license  chiropractors. 

Members  of  the  Auxiliary  supplied  new  names  of 
important  persons  to  be  added  to  our  stencil  mailing 
list.  A total  of  6,000  were  hand-picked  in  various 
parts  of  the  State,  bringing  our  list  to  approximately 
31,000  influential  persons. 

Legislation. — The  Public  Relations  Bureau  con- 
tinued this  year  to  work  in  close  cooperation  with 
the  Legislative  Committee.  Mr.  Thomas  E.  Walsh, 
field  representative,  spent  part  of  the  time  during 
the  session  of  the  Legislature  in  Albany,  assisting 
Dr.  Robert  R.  Hannon,  executive  officer.  Mr. 
Walsh  has  made  a thorough  study  of  the  enforce- 
ment of  the  present  medical  practice  act.  A pre- 
liminary report  by  the  Committee  on  Public  Rela- 
tions to  the  Council  in  September  embodied  a dis- 
cussion of  the  weaknesses  of  the  existing  laws  and 
suggestions  for  strengthening  procedures.  As  a re- 
sult of  the  continued  study  of  the  subject  by  Mr. 
Walsh  and  Dr.  Hannon,  there  was  introduced  in  the 
1948  Legislature  a bill  “to  amend  the  penal  law, 
in  relation  to  treating  the  human  body  without  hav- 
ing first  obtained  the  proper  license.”  Numerous 
advantages  will  accrue  in  the  enforcement  of  the 
laws  relating  to  unlicensed  practitioners  of  the  heal- 
ing art  if  this  bill  should  be  enacted  into  law. 

Several  meetings  of  the  Subcommittee  on  Cult 
Practice  were  attended  by  Dr.  Winslow,  Mr.  Ander- 
son, and  Mr.  Walsh.  Every  effort  was  made  to 
place  at  the  disposal  of  this  committee  the  results 
of  past  experience  pertaining  to  the  subject  of  their 
investigations. 

Assistance  was  given  the  Legislative  Committee 
in  opposing  the  Noonan  Bill  to  license  chiropractors. 
Mr.  Walsh  assisted  the  Woman’s  Auxiliary  in  their 
activities.  Mr.  Frederick  W.  Miebach,  a new  mem- 
ber of  the  staff  employed  January  26,  visited  Buf- 
falo, Rochester,  Syracuse,  and  Utica  in  this  con- 
nection. 

Annual  Meeting. — Advance  publicity  in  the  news- 
papers of  the  State  and  “spot”  releases  issued  from 
day  to  day  were  a part  of  the  routine  handling  of 
news  arising  in  connection  with  the  Annual  Meeting. 

An  interesting  part  of  the  program  was  the  offi- 
cial presentation  awards  to  members  of  the  Society 
who  had  practiced  medicine  for  50  years  or  more. 
A total  of  71  of  these  doctors  were  present  at  the 
dinner;  the  remaining  certificates  were  mailed  to  the 
recipients.  In  all,  432  were  so  honored.  Dr.  Louis 
H.  Bauer  made  the  presentations  to  the  recipients 
present  in  the  form  of  certificates  signed  by  himself 
and  the  secretary,  Dr.  W.  P.  Anderton.  On  behalf 
of  the  recipients,  Dr.  Nathan  B.  Van  Etten  made 
the  response. 

The  magazine,  Life,  sent  two  representatives  to 
cover  the  dinner.  The  issue  of  June  23  devoted  tliree 
pages  to  “Old  Doctors,”  telling  the  story  of  the 
event  to  its  5,000,000  readers. 
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Publications  and  Printed  Matter. — A booklet  was 
prepared  and  distributed  concerning  the  awards 
to  physicians  practicing  50  years  or  more,  entitled, 
“20,000  Years  of  Service.”  It  contained  pictures  of 
most  of  the  recipients  of  awards  and  brief  biographi- 
cal sketches.  Dr.  Bauer’s  speech  making  the  award 
and  Dr.  Van  Etten’s  response  were  reprinted  with 
photographs  taken  at  the  time  of  the  event.  These 
pamphlets  were  distributed  to  those  receiving 
awards,  and  also  to  the  press  of  the  State,  libraries, 
and  a selected  list  of  persons  who  would  be  inter- 
ested. 

“Check  and  Double  Check”  has  continued  in  ac- 
tive demand,  orders  coming  to  us  from  various  parts 
of  the  country.  It  is  planned  to  issue  a new  edition 
in  the  fall  of  1948. 

Dr.  Louis  H.  Bauer’s  radio  talk,  “Do  We  Need 
Compulsory  National  Health  Insurance?”  delivered 
over  Station  CBS,  May  25,  was  reprinted  and  9,000 
copies  were  mailed  to  a list  of  important  persons 
throughout  the  State. 

Public  Relations  in  County  Societies. — Dr.  Louis 
H.  Bauer,  in  several  talks  at  District  Branch  meet- 
ings, laid  emphasis  on  the  need  for  more  public  edu- 
cational work  to  be  conducted  by  county  societies. 
It  has  become  increasingly  evident  that  statewide 
public  relations  work  needs  to  be  amplified  by 
stronger  public  relations  activities  in  most  of  our 
county  societies.  Where  there  are  paid  full-time 
executives,  an  excellent  job  is  done,  both  in  main- 
taining contacts  and  issuing  publicity.  Much  more 
news  of  interest  to  the  local  press  develops  in  county 
societies  than  in  the  State  Society,  yet  this  fruitful 
part  of  public  relations  work  is  for  the  most  part 
neglected. 

The  activities  of  the  Woman’s  Auxiliary  have  im- 
proved the  situation  to  some  extent.  What  is  now 
needed  is  week  in  and  week  out  contacts  with  the 
local  press  and  other  agencies  on  the  county  level, 
not  only  when  we  seek  to  have  something  published 
in  newspapers,  but  as  a continuing  arrangement, 
to  be  available  to  help  local  editors  when  they  seek 
information  from  us. 

In  an  effort  to  promote  better  understanding  of 
the  public,  Mr.  Walsh  will  continue  his  efforts  to 
stimulate  the  organization  of  Speaker’s  Bureau 
functions  in  county  societies.  In  June,  Mr.  Mie- 
bach  will  conduct  a survey  of  the  public  relations  of 
one  of  the  county  medical  societies  and  prepare  a 
report  which  may  be  found  useful  to  other  county 
societies. 


PART  XII 

Miscellaneous 

Medical  Licensure.  —The  Council  Committee  on 
Medical  Licensure,  consists  of  the  following: 


Nelson  W.  Strohm,  M.D.,  Chairman . ....  .Buffalo 

Morris  Maslon,  M.D Glens  Falls 

Ivan  N.  Peterson,  M.D Owego 


» The  Committee  wishes  to  submit  the  following 
comments,  suggestions,  and  information  for  the  con- 
sideration of  the  Medical  Society  of  the  State  of 
New  York. 

I n reviewing  the  present  ation  of  licensure  statistics 
of  the  Council  Committee  on  Medical  Education 
and  Hospitals  in  the  Journal  of  the  American  Medical 
Association,  we  find,  that  during  the  year  1946, 
16,12(1  licenses  to  practice  medicine  were  issued  by 
medical  examining  boards  in  the  48  States,  the  Dis- 
trict of  Columbia,  Alaska,  Hawaii,  Puerto  Rico, 
and  the  Virgin  Islands.  Of  these  16,129  licenses, 


6,559  were  issued  after  examination  and  9,570  were 
issued  by  reciprocity  or  endorsement  of  state  licenses 
or  the  certificate  of  the  National  Board  of  Medical 
Examiners.  This  shows  a very  marked  increase 
in  both  groups  over  the  previous  years. 

The  greatest  number  of  licenses  granted  during 
the  calendar  year  of  1946  by  any  one  state  was  in 
California,  where  2,045  were  issued.  In  New  York 
State  over  1,000  were  issued.  There  was  an  increase 
over  the  year  1945  in  all  but  three  states : Arkansas, 
Indiana,  and  Tennessee. 

There  was  an  unprecedented  increase  in  some 
rural  states  as  well  as  in  certain  states  having  large 
urban  populations. 

A more  pronounced  increase  is  found  in  the  group 
licensed  without  examination. 

The  group  registered  after  examination  was  over 
1,000  greater  than  the  number  issued  in  the  year 

1945.  This  fact  would  seem  to  be  explained  by  the 
migration  of  veteran  medical  officers  from  their 
original  .state  of  practice  and  medical  officers,  who 
were  recent  graduates,  who  were  licensed  prior  to 
entry  into  active  duty  and  returned  to  New  York 
State  instead  of  their  original  state. 

Figures  indicate  that  the  accelerated  program  in 
the  medical  schools  (July  1,  1942,  to  July  1,  1945) 
produced  20,662  graduates  in  this  three-year  period 
while  in  the  four  years  (1942  to  1945,  inclusive) 
35,821  physicians  received  licenses.  The  one  extra 
class  graduating  under  the  accelerated  program  and 
the  increase  in  the  enrollment  in  all  medical  schools, 
intended  primarily  to  supply  more  physicians  to 
care  for  the  armed  forces,  is  apparently  providing  a 
great  physician-civilian  population  ratio  in  the 
country  generally.  These  figures,  however,  do  not 
represent  entirely  individuals  but  include  persons 
licensed  in  more  than  one  state  during  a given  year; 
nor  does  the  total  represent  additions  to  the  medical 
profession,  since  a physician,  who  has  been  previ- 
ously licensed  in  one  state,  may  be  licensed  by  ex- 
amination in  a nonreciprocating  state.  The  total 
figure  for  the  year  1946  and  the  eleven  years  pre- 
vious was  1 15,503. 

There  were  noticeably  high  figures  from  the  year 
1936  to  1941  in  the  annual  number  of  licenses  issued, 
due  to  licensure  of  foreign  graduates.  In  the  suc- 
ceeding years,  the  accelerated  program  in  medical 
colleges  in  this  country  probably  accounted  for  the 
number  of  increases  in  those  annually  licensed.  In 

1946,  there  were  1,015  more  licenses  issued  by  en- 
dorsement than  in  the  year  1945.  In  the  year  1946 
7,605  were  examined;  6,853  passed  and  752  failed. 
These  candidates  were  from  69  approved  schools  in 
the  United  States,  9 approved  medical  schools  of 
Canada,  and  86  faculties  of  medicine  and  4 licensing 
corporations  in  other  countries;  6 medical  schools, 
now  extinct,  and  6 unapproved  institutions,  as  well 
as  7 schools  of  osteopathy. 

For  the  convenience  and  the  acceleration  of  issuing 
licenses  during  the  war  period,  examination  dates  and 
reciprocity  meetings  were  scheduled  by  state  ex- 
amining boards  more  frequently  than  usual  to  facili- 
tate the  physicians  resuming  private  practice  of 
medicine.  This  emergency  method  is  to  be  com- 
mended greatly. 

Of  the  7,605  candidates  examined,  6,288  graduates 
were  of  approved  medical  schools  in  the  United 
States,  and  of  these  only  3.1  per  cent  failed.  Of  the 
135  candidates  graduating  from  approved  Canadian 
medical  schools,  12.6  per  cent  failed.  Of  the  68 
candidates  graduating  from  medical  schools,  which 
are  not  operating  now,  7.3  per  cent  failed.  Of  the 
494  candidates  of  faculties  of  medicine  in  countries 
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outside  the  United  States  and  Canada,  55.5  per  cent 
failed.  These  statements  are  particularly  significant, 
showing  the  higher  standard  of  education  in  the  ap- 
proved schools  in  this  country  and  Canada.  Six 
hundred  twenty  graduates  of  unapproved  institu- 
tions had  a failure  of  41.6  per  cent. 

During  the  war,  legislation  was  passed  in  New 
York  State,  Ohio,  and  Virginia  which  accounted  for 
the  increase  in  the  total  number  of  graduates  of  un- 
approved schools  tested  for  licenses.  In  New  York 
State  this  has  now  been  rescinded. 

The  greatest  number  of  graduates  from  any  one 
school  was  348,  from  the  University  of  Illinois  Col- 
lege of  Medicine. 

Thirteen  schools  had  no  failures  before  medical 
licensing  boards.  Thirty-five  schools  had  less  than 
5 per  cent;  and  fourteen  schools  had  between  5 and 
10  per  cent  failures.  Seven  schools  had  10  per  cent 
or  more  failures.  The  highest  percentage  of  failures 
of  graduates  of  any  one  school  was  31.6  per  cent. 

It  is  also  noted  that  three  out  of  five  homeopathic 
boards  now  in  existence  examined  only  10  candidates. 
It  is  further  noted  that  620  graduates  of  unapproved 
and  osteopathic  schools  were  examined,  of  which 
group  362  passed  and  258  failed,  or  41.6  per  cent. 
Foreign  schools  and  unapproved  schools  present  the 
greatest  percentage  of  failures — 51.5  and  41.6 
per  cent,  respectively. 

It  is  also  noted  from  the  various  tables  presented 
in  the  Journal  of  the  American  Medical  Association 
that  in  some  schools  having  high  percentage  of  fail- 
ures before  state  licensing  boards,  there  are  very  few, 
if  any,  failures  before  the  National  Board  of  Medical 
Examiners.  This  is  explained  by  the  fact  that  ap- 
parently the  best  students  tried  the  National  Board 
examinations  while  the  poorer  students  (scholasti- 
cally) tried  only  the  state  board  examinat  ions  of  the 
state  in  which  they  wished  to  practice.  For  illus- 
tration, there  were  6,288  graduates  of  approved 
medical  schools  in  the  United  States  examined  by 
the  state  boards  with  129  or  3.1  per  cent  failures. 
In  the  same  period,  1,588  graduates  of  these  same 
approved  schools  todk  Part  III  of  the  National 
Board  of  Medical  Examiners  examinations  and  only 
21  or  1.8  per  cent  failed. 

The  total  number  of  graduates  examined  before 
the  medical  licensing  boards  of  the  United  States  in 
1946  was  7,605,  of  which  6,853  passed  and  752  or  9.9 
per  cent  failed.  In  both  state  boards  and  national 
board  examinations,  9,237  were  examined,  of  which 
8,464  passed  and  773  or  8.4  per  cent  failed.  Prac- 
tically all  the  state  examining  boards  required  the 
applicant  to  receive  a general  average  of  75  per  cent 
and  at  least  50  per  cent  in  any  one  subject.  Some 
states  insisted  on  75  per  cent  in  each  and  every  sub- 
ject, such  as  our  own  New  York  State. 

In  New  York  State,  27  physicians  failed  who  had 
received  their  education  in  New  York  State. 

New  York  State  also  had  57  failures  of  graduates 
who  had  graduated  from  approved  medical  schools 
in  other  states. 

In  Florida,  where  there  is  no  medical  school,  59 
or  14.3  per  cent  out  of  414  failed.  Florida  has  no 
reciprocity  or  endorsement  provision  whatsoever, 
and  every  physician  must  take  a written  examination 
for  licensure.  In  1946,  417  were  licensed  who  have 
failed  before  and  were  from  approved  schools.  There 
were  646  failures  of  all  types,  and  16,129  physicians 
licensed  to  practice  medicine.  One  hundred  sixty- 
four  graduates  of  foreign  faculties  of  medicine  and 
75  graduates  of  qnapproved  institutions  were 
licensed  after  previous  failure. 

In  considering  registration  by  reciprocity  and  en- 


dorsement by  various  states,  there  appears  to  exist 
such  a great  variety  of  standards  of  requirements 
that  your  Committee  feels  they  would  respectfully 
refer  you  to  the  Journal  of  the  American  Medical 
Association  of  May  17,  1947,  for  a more  critical  study 
of  this  situation.  It  will  be, found  that  the  tables 
are  quite  complete  and  all  the  numerous  questions 
which  might  be  discussed  can  be  answered  from  them. 

Again  it  is  noted  that  9,570  physicians  were 
granted  licenses  in  1946  to  practice  medicine,  with- 
out written  examinations  but  on  the  basis  of  licenses 
issued  by  other  states,  the  District  of  Columbia, 
and  territories  and  possessions,  or  foreign  countries 
the  certificate  of  National  Board  of  Medical  Ex- 
aminers, or  one  of  the  government  services.  This 
number  exceeds  the  number  of  any  previous  year 
by  this  same  method.  In  1945  only  3,615  licenses 
were  issued  in  this  manner.  The  increase  of  1946 
can  be  accounted  for  by  the  fact  that  the  medical 
officers  returning  from  service  are  locating  in  prac- 
tice in  states  other  than  those  in  which  they  had 
practiced  before  entering  military  service. 

Medical  licensing  boards  of  the  United  States  per- 
mitted physician-veterans  to  resume  practice  soon 
after  separation,  with  almost  universal  recognition 
of  former  state  licenses.  This  would  account  for 
the  change  in  location  and  we  think  this  is  very  com- 
mendable. 

New  York  State  issued'  1,081  such  certificates. 
New  York  State  certified  754  who  presented  a 
National  Board  of  Medical  Examiners  Certificate. 

Forty  physicians,  legal  residents  of  Pennsylvania, 
qualified  to  take  the  state  board  examinations  but 
who  were  prevented  by  their  entrance  into  service 
with  the  armed  forces,  were  licensed  without  ex- 
amination in  the  State  of  Pennsylvania,  under  the 
provision  of  Act  152  of  the  State  of  Pennsylvania, 
which  was  approved  April  5,  1945. 

Forty-three  osteopaths  were  licensed  without 
examination  in  Delaware,  District  of  Columbia, 
Indiana,  Ohio,  Oregon,  Wisconsin,  and  Wyoming. 

There  were  6,959  additions  to  the  medical  pro- 
fession in  1946  because  of  the  16,129  licenses  issued 
in  the  year  1946;  9,170  had  previously  been  licensed, 
however.  The  physician  population  in  the  United 
States  was  increased  only  by  3,601,  as  3,358  physi- 
cians died  or  were  located  in  foreign  countries.  The 
physician  population  has  increased  considerably  be- 
cause of  returning  medical  officers.  New  York  State 
had  the  greatest  number  of  licenses  issued  for  the 
first  time,  768. 

In  the  last  12  years,  73,612  physicians  were  added 
to  our  profession  in  the  United  States.  It  is  esti- 
mated that,  as  of  March  15,  1947,  the  number  of 
physicians  in  continental  United  States  and  in 
military  service  was  197,605.  However,  this  does 
not  represent  the  practicing  physician  manpower  of 
the  country,  as  many  physicians  are  engaged  in  re- 
search, teaching,  and  administrative  positions,  and 
others  have  retired. 

The  Council  Committee  on  Medical  Education 
and  Hospitals  of  the  American  Medical  Association 
has  agreed  on  certain  recommendations  (on  high 
school  and  college  credits  for  veterans)  in  a state- 
ment made  in  the  Journal  of  the  American  Medical 
Association  of  May  17,  1947,  page  273. 

There  are  ten  medical  schools  in  the  United  States 
requiring  an  internship  before  an  M.D.  degree  is 
issued.  There  are  29  licensing  boards  who  require 
one  year  internship  before  a license  is  granted.  The 
greatest  number  of  foreign  graduates  of  faculties  of 
foreign  countries  examined  by  any  one  state  in  iy46 
was  315.  This  was  in  New  York  State.  Of  these, 
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106  passed  and  209  failed,  a failure  percentage  of 
66.3  per  cent. 

The  next  greatest  number  tested  by  any  one  state 
was  42.  It  is  to  be  noted  that  the  foreign  graduates 
began  to  increase  after  1936,  and  that  in  1940 
there  were  three  times  as  many  as  in  1936.  Since 
1940  there  has  been'an  annual  decrease,  although 
there  was  a slight  increase  in  1946  over  1945. 

For  more  minute  details  and  statistics  on  a na- 
tional basis,  we  again  refer  the  reader  to  the  Journal 
of  the  American  Medical  Association  of  May  17, 
1947,  where  much  detail  and  many  well  organized 
charts  are  to  be  seen  concerning  specific  conditions, 
and  an  elaboration  of  statements  previously  made. 

The  Committee  in  considering  basic  science  laws 
has  been  impressed,  after  reviewing  the  various  re- 
ports of  basic  science  boards  as  found  in  the  table 
in  the  Journal  of  the  American  Medical  Association, 
page  283,  and  believes  that  the  additional  examining 
boards  in  the  form  of  basic  science  boards  are  stum- 
bling blocks,  particularly  to  physicians  seeking  en- 
dorsements, due  to  the  fact  that  there  seems  to  be 
very  little  agreement  among  the  various  boards  as 
to  what  the  basic  science  law  requirements  should  be. 

It  would  seem  that  where  there  are  basic  science 
boards,  there  are,  of  necessity,  multiple  examining 
boards  for  the  licensing  of  practitioners  of  medicine, 
and  it  has  been  the  experience,  in  the  past,  that  this 
is  conducive  to  a situation  which  is  much  more  com- 
plex than  a single  examining  board. 

It  is  to  be  remembered  that  the  basic  science 
boards  are  lay-controlled;  that  they  assume  an  im- 
portance as  to  licensing  medical  practitioners  that 
they  are  not  entitled  to,  which  adds  to  the  confusion. 
Therefore,  it  would  appear  that  they  defeat  their 
own  purpose  in  many  instances. 

Specifically,  may  we  remind  you  that  in  our  own 
State  the  Board  of  Medical  Examiners  of  the  De- 
partment of  Education  covers  all  the  basic  science 
subjects  in  their  examinations.  As  far  as  New  York 
State  is  concerned,  a basic  science  board  would 
merely  be  a duplication.  And  then  there  is  the  possi- 
bility, as  has  happened  in  other  states,  that  your 
basic  science  board,  dominated  by  laymen,  would 
attempt  to  become  more  powerful  than  the  State 
Board  of  Medical  Examiners.  Again,  that  is  bad. 

It  is  further  called  to  your  attention  that  the 
basic  science  boards  present  many  obstacles  to 
endorsements  or  reciprocity.  We  further  are  im- 
pressed with  the  suggestion  that  they  definitely  help 
the  various  cults  by  giving  them  the  opportunity 
of  treating  the  human  body,  and  in  our  opinion, 
therefore,  this  is  most  undesirable. 

We  would  further  call  your  attention  to  the  fact 


that  in  some  reports  on  the  basic  science  law  that 
have  been  given  to  our  Society  in  times  past,  that 
reports  and  statistics  were  obtained  from  the  secre- 
taries of  the  basic  science  boards  and  not  from  the 
medical  examining  boards  as  well. 

In  New  York  State,  a medical  graduate  in  order 
to  be  licensed  to  practice  medicine  must  first  pay  a 
fee  of  $25  and  submit  evidence,  verified  by  oath,  that 
he: 

(1)  Is  21  years  of  age,  a citizen  of  the  United 
States  or  has  declared  his  intention  to  become  such  a 
citizen. 

(2)  Is  of  good  moral  character. 

(3)  Has,  prior  to  beginning  the  first  year  of  medi- 
cal study,  had  the  preliminary  general  education  re- 
quired by  the  Department  of  Education,  namely,  a 
Medical  Study  Certificate  which  is  issued  after  cer- 
tain requirements  are  met. 

(4)  Has  completed  the  required  courses  and  the 
required  period  of  time  in  medical  subjects. 

(5)  Has  received  a degree  of  Bachelor  or  Doctor 
of  Medicine  from  an  approved  medical  school  or 
foreign  medical  school,  whose  professional  standards 
meet  the  New  York  State  Board  of  Medical  Ex- 
aminers’ requirements. 

New  York  State  does  not  have  reciprocity  with 
other  states  at  the  present  time,  but  does  endorse 
licenses  of  other  states  when  the  Board  of  Regents  is 
satisfied  that  the  requirements  of  the  other  state 
are  at  least  equal  to  those  of  the  State  of  New 
York’s  Board  of  Medical  Examiners.  For  ex- 
ample, many  states  approve  automatically  the  cer- 
tificate of  the  National  Board  of  Medical  Exam- 
iners for  licenses  to  practice  medicine,  but  New 
York  State  does  not.  Unless  the  medical  graduate 
has  passed  with  a grade  of  75  in  each  and  every  sub- 
ject, instead  of  just  having  attained  an  average  of 
75  in  all  his  subjects,  he  is  not  endorsed.  We,  of  the 
Committee,  commend  this  practice. 

Looking  over  the  reports  of  the  New  York  State 
Board  of  Medical  Examiners  for  January,  1946; 
June,  1946;  October,  1946;  February,  1947,  and 
June,  1947,  we  are  impressed  with  the  great  num- 
ber of  foreign  medical  graduates  examined  and  have 
noted  that  the  percentage  of  failures  in  this  group  is 
very  high.  (See  Tables  1 and  2.) 


TABLE  1. — Reports  of  New  York  State  Board  of 
Medical  Examiners,  January,  1946  to  June,  1947 


Schools 

Passed 

Failed 

New  York  State  schools 

154 

67 

Other  schools 

223 

200 

Canadian  schools 

40 

24 

Foreign  schools 

206 

618 

Unapproved  schools 

192 

167 

Table  2. — Reports  of  New  York  State  Board  of  Medical  Examiners 


January. 

1946 

June. 

1946 

October,  1946 

February,  1947 

June,  1947 

Candidates 

Candidates 

Candidates 

Candidates 

Candidates 

School 

Passed 

Failed 

Passed 

Failed 

Passed 

Failed 

Passed 

Failed 

Passed 

Failed 

Albany 

0 

0 

0 

0 

0 

1 

1 

0 

2 

0 

Buffalo 

1 

0 

1 

0 

0 

0 

2 

0 

0 

0 

Columbia 

4 

0 

4 

0 

0 

0 

0 

2 

3 

2 

Cornell 

3 

0 

7 

u 

0 

2 

4 

0 

4 

0 

Long  Island 

4 

0 

7 

2 

8 

2 

7 

2 

6 

7 

New  York 

1 

2 

2 

2 

0 

2 

2 

4 

0 

3 

New  York  University 

7 

2 

9 

3 

5 

2 

4 

2 

13 

3 

Rochester 

1 

0 

3 

2 

4 

1 

3 

4 

7 

2 

Syracuse 

3 

3 

6 

2 

3 

1 

5 

5 

8 

2 

Total  N.  Y.  Schools 

24 

7 

39 

11 

20 

11 

28 

19 

43 

19 

Chicago 

5 

3 

16 

7 

25 

8 

14 

9 

9 

5 

Middlesex 

3 

14 

30 

29 

33 

37 

36 

36 

21 

19 

Other  U.8.  Schools 

35 

29 

56 

26 

35 

25 

36 

62 

61 

58 

Canadian 

5 

5 

8 

2 

6 

7 

10 

7 

11 

3 

Foreign 

25 

116 

39 

124 

44 

104 

53 

141 

46 

133 
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These  failures  of  foreign  graduates,  it  is  to  be 
noted,  have  been  from  70  to  82  per  cent  in  the  fore- 
going chart.  This  is  not  unusual  for  this  particular 
period,  as  it  has  been  true  among  the  foreign  medical 
graduates  for  some  time  in  the  past.  The  reason 
would  seem  to  be  that  the  foreign  medical  schools 
are  not  insisting  on  the  same  high  standards  of 
education  as  our  American  medical  schools. 

For  instance,  in  Germany,  we  are  informed,  the 
medical  educational  requirements  are  very  low.  It  is 
stated  that,  out  of  32,000  students,  27,000  are  medi- 
cal students.  This  is  the  result  of  the  low  scholastic 
requirements  which  prevail  and  the  fact  that  the 
professors  in  Europe  are  paid  on  a per  capita  basis 
and,  therefore,  the  requirements  are  kept  very  low. 
Ability  to  pay  for  the  education  seems  to  be  the 
most  prominent  requirement. 

The  Department  of  Education  of  our  State  be- 
lieves that  there  will  continue  to  be  a large  influx  of 
foreign  physicians  because  of  the  unsettled  condi- 
tions in  Europe.  It  is  stated  that  they  will  arrive 
as  fast  and  as  soon  as  they  are  able  to  obtain  visas. 
We  understand  that  it  is  the  policy  of  the  Depart- 
ment of  Education  of  the  State  of  New  York  that 
they  will  not  endorse  any  foreign  medical  graduate; 
nor  will  they  admit  to  medical  licensure  examination 
any  foreign  graduate  who  has  matriculated  in  medi- 
cine after  January  1,  1940.  This  decision  has  been 
brought  about  by  the  war,  which  has  resulted  in 
very  poor  medical  education  being  given  in  foreign 
countries.  The  information  on  which  this  decision 
is  based  is  sound,  having  been  proved  by  the  medical 
officers  of  the  Army,  who  have  made  a thorough 
investigation  of  all  foreign  medical  schools. 

The  special  regulation  concerning  credit  for  serv- 
ice in  the  Army  must  have  been  started  before 
January  1,  1947,  in  order  to  be  recognized  in  our 
State. 

New  York  State  does  not  now  require  an  intern- 
ship for  license. 

It  is  to  be  noted  that  the  number  of  physicians 
registered  in  New  York  State  has  increased  in  the 
past  two  or  three  years.  This  is  undoubtedly  due 
to  the  fact  that  separated  service  medical  officers 
have  decided  to  locate  in  New  York  State  because  of 
the  excellent  hospital  facilities  of  our  State. 

In  1939  the  Department  of  Education  had  all 
legislation  concerning  reciprocity  agreements  re- 
pealed. The  Department  of  Education  now  inquires 
into  the  requirements  of  every  state  and  endorses 
only  those  licenses  whose  state  requirements  meet 
our  own. 

The  Department  of  Education  has  set  up  a special 
committee  on  endorsements  whose  duty  it  is  to  see 
that  all  requirements  are  met  before  a license  to 
practice  medicine  is  endorsed.  A further  policy  of 
the  State  of  New  York  Department  of  Education  is 
that  no  more  foreign  graduates  can  be  endorsed. 
They  all  must  be  examined. 

In  considering  the  question  of  licenses  for  chiro- 
practors in  this  State,  we  are  aware  of  the  many 
pamphlets,  pro  and  con,  that  have  been  distributed, 
and  we  are  firmly  convinced  that  chiropractors 
should  not  be  licensed  to  practice  the  healing  art. 
(in  medicine),  because  of  their  inadequate  education 
and  lack  of  knowledge  of  the  human  body  as  well 
as  science  in  general.  We  are  all  of  the  opinion  that 
if  they  wish  to  practice  medicine,'  they  should  study 
the  regular  medical  courses  in  a regular  medical 
school. 

The  Committee  would  further  like  to  call  your 
attention  to  the  fact  that,  although  chiropractors 
are  not  licensed  to  practice  as  such  in  this  State, 


the  Veterans  Administration  is  now  paying  for  the 
training  of  servicemen  as  chiropractors  in  some  16  chi- 
ropractic schools;  also,  they  are  paying  for  veterans 
who  are  studying  in  foreign  medical  schools.  Neither 
class  of  these  can  be  licensed  in  New  York  State  and 
therefore  cannot  practice  here.  We  were  informed 
that  this  was  brought  to  the  attention  of  the  assist- 
ant administrator  of  Vocational  Rehabilitation  Fa- 
cilities. 

We  recommend,  in  prosecuting  illegal  practi- 
tioners of  medicine,  that  the  injunction  law  be  in- 
voked and  used  more  often  than  at  present.  Such 
action  would  help  stop  the  chiropractors  and  mem- 
bers of  various  other  cults,  because  the  offenders 
would  then  be  tried  by  a judge  instead  of  by  a jury, 
which  is  often  sympathetic  to  a cultist. 

Office  Administration  and  Policies. — This  special 
committee  of  the  Society  consists  of: 

John  J.  Masterson,  M.D.,  Chairman.  . . Brooklyn 


W.  P.  Anderton,  M.D New  York  City 

Dwight  Anderson New  York  City 

James  R.  Reuling,  M.D Bayside 

Laurance  D.  Redway,  M.D Ossining 

George  W.  Kosmak,  M.D New  York 


The  Office  Administration  and  Policies  Committee 
has  met  almost  monthly  during  the  past  year.  One 
of  the  many  accomplishments  under  the  supervision 
of  our  Committee  was  moving  the  office  of  the  Medi- 
cal Society  of  the  State  of  New  York,  from  the 
twenty-first  and  sixteenth  floors  to  the  seventh  floor 
of  292  Madison  Avenue,  on  November  15,  1947. 
This  has  resulted  in  concentrating  most  of  the  work 
of  the  Society,  and  in  an  increase  of  efficiency. 

Last  June,  Mr.  Thomas  E.  Alexander  was  engaged 
as  chief  accountant  for  the  State  Society.  Last 
October,  with  the  approval  of  the  Board  of  Trustees, 
it  was  voted  to  have  an  annual  physical  examina- 
tion, chest  x-ray  and  blood  count,  and  Wassermann 
when  indicated,  for  each  employe. 

Pursuant  to  the  recommendation  of  the  1947 
House  of  Delegates,  acting  on  the  Supplementary 
Report  of  the  Board  of  Trustees,  that  the  Committee 
on  Office  Administration  and  Policies  study  and  re- 
port on  “conducting  the  management  and  adminis- 
trative affairs  of  the  Society  in  .the  most  efficient 
manner  possible,”  a number  of  improvements  have 
been  instituted  by  this  Committee,  and,  from  time 
to  time,  reported  to  the  Council.  The  following  is  a 
summary: 

(1)  A new  and  improved  bookkeeping  and  filing 
system  has  been  installed  in  the  accounting  depart- 
ment. 

(2)  Payroll  operations  have  been  improved  by 
installing  the  “Hadley  Payroll  Plan,”  the  use  of 
which  facilitates  employe  salary  records  and  sim- 
plifies tax  reports. 

(3)  A triplicate  purchase  order  system  has  been 
installed. 

(4)  A uniform  invoicing  procedure,  with  car- 
bons, has  been  installed  with  advantages  in  account- 
ing control  and  inventory. 

(5)  Stationery  and  supplies  have  been  placed  in 
the  hands  of  one  person,  who  is  in  charge  of  this  part 
of  the  stock  room,  and  to  whom  requisitions  for 
supplies  must  be  made. 

(6)  A postage  meter  has  been  installed,  and  pro- 
cedures developed  for  charging  postage  used  to  the 
various  departments. 

(7)  Directory  billing  and  collections  on  advertis- 
ing and  volume  sales  have  been  integrated  with  the 
accounting  function  to  correct  defects  which  existed 
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in  handling  these  matters  as  a separate  operation 
from  accounting  with  the  issue  of  the  1947  Directory. 

(8)  Procedures  have  been  instituted  for  record- 
ing the  of  time  arrival  of  employes  in  the  morning 
and  departure  at  night;  also  absences  during  work- 
ing hours  have  been  subject  to  scrutiny  and  have 
been  reduced  to  what  is  considered  to  be  a reason- 
able minimum. 

(9)  Telephone  calls  have  been  limited  to  six 
personal  calls  per  month.  A system  has  been  in- 
stalled for  checking  toll  calls  and  long  distance  calls 
soon  after  they  are  made  and  for  proper  charging 
to  various  departments,  or  to  the  person  making 
the  call. 

(10)  A study  has  been  made  of  the  qualifications 
and  experience  of  each  employe,  and  the  require- 
ments of  each  position.  Prom  this  job  analysis,  it 
appears  that  in  our  office  manjf  of  these  positions 
are  highly  specialized,  due  to  the  Society’s  needs 
both  for  professional  background  and  knowledge,  on 
the  one  part,  and  business  or  commercial  skill  in  pro- 
cedures on  the  other.  It  appears  inadvisable  at 
this  time  to  attempt  to  standardize  and  rate  clerical 
jobs  in  a formal  job  classification  which  might  call 
for  identical  salaries  in  various  arbitrary  grades 
throughout  all  departments.  Especially  is  this 
true  under  employment  conditions  which  exist  at  the 
present  time. 

This  business  survey  of  the  Society’s  office  opera- 
tions will  continue,  and  other  improvements  will  be 
instituted  as  they  appear  to  be  desirable.  The 
Committee  has  studied  the  suggestion  offered  “That 
a business  survey  be  made  of  the  greatly  extended 
activities  of  the  Society  during  the  past  eight  years 
by  a competent  firm  or  other  qualified  persons.” 
Inasmuch  as  such  a study  has  now  been  made  by 
this  Committee,  and  action  taken  to  effect  improve- 
ments has  been  reported  upon  to  the  Council,  it  is 
believed  by  the  Committee  that  it  is  not  necessary 
or  desirable  to  go  to  the  expense  of  employing  out- 
side persons  to  make  such  a purvey.  It  was  recom- 
mended that  this  be  the  action  of  the  Council, 
pursuant  to  the  recommendation  of  the  House  of 
Delegates,  “for  study  and  such  action  as  may  be 
deemed  appropriate.”  Your  Committee  respect- 
fully recommends  that  the  House  of  Delegates  con- 
tinue this  special-committee  under  supervision  of  and 
reporting  to  the  Council. 

Nursing  Education. — The  Committee  on  Nursing 
Education  has  the  following  membership: 

W.Guernsey  Frey,  M.D.,  Chairman 

New  York  City 

W.  P.  Anderton,  M.D New  York  City 

Norman  S.  Moore,  M.D Ithaca 

The  Committee  continues  to  represent  the  Society 
on  the  Coordinating  Council  for  Nursing  Problems 
(with  representatives  of  the  New  York  State  Hospi- 
tal Association,  the  New  York  State  Professional 
Nurses’  Association,  and  the  Practical  Nurses  of 
New  Y'ork).  Two  meetings  of  this  body  and  one 
meeting  of  its  executive  committee  have  been  held 
since  the  1947  meeting  of  the  House  of  Delegates. 

The  Coordinating  Council  on  Nursing  Problems 
has  encouraged  the  setting  up  of  similar  coordinat- 
ing committees  on  the  county  level,  and,  in  in- 
stances where  such  local  bodies  were  already  func- 
tioning satisfactorily,  has  recognized  the  existing 
group. 

Support  has  been  given  to  proposed  legislation  for 
the  licensing  by  endorsement  of  professional  and 
practical  nurses  who  hold  licenses  in  other  states 
and  Canadian  provinces,  and  to  the  admission  to 
licensing  examination  of  nurses  who  show  quali- 


fication by  graduation  from  out  of  state  accredited 
schools  or  by  practical  experience.  Efforts  to  fur- 
ther the  recruitment  of  student  nurses,  both  prac- 
tical and  professional,  male  and  female,  have  been 
encouraged. 

The  Council  also  considered  such  matters  as  re- 
tirement plans  for  nurses,  the  extent  of  professional 
activities  permitted  practical  nurses,  and  the  part 
the  medical  profession  might  play  in  relieving  the 
nursing  burdens.  It  was  recognized  that  the  pres- 
ent nursing  problem  is  a result,  not  of  a numerical 
shortage  of  nurses,  but  of  changed  and  far  more 
complex  methods  of  caring  for  the  sick  during  the 
past  few  decades,  together  with  a shortened  work 
week,  and  increased  use  of  hospital  facilities  and 
trained  personnel  in  caring  for  the  acutely  ill  and 
the  chronically  ill.  It  was  suggested  that  the  medical 
profession  give  thought  to  how  the  various  classes 
of  nursing  attendants  may  be  employed  to  the 
greatest  advantages,  in  general  as  well  as  in  indi- 
vidual cases. 

The  Coordinating  Council  on  Nursing  Problems 
continues  to  exercise  a most  valuable  function  in 
public  relations;  differences,  mainly  in  viewpoint, 
between  the  representatives  of  the  several  sponsor- 
ing bodies  have  been  discussed  thoroughly  and  in 
every  case  amicably  adjusted.  The  Council  is 
grateful  for  the  cooperation  of  the  State  Education 
Department  and  other  interested  organizations 
whose  representatives  have  sat  with  it  by  invi- 
tation from  time  to  time. 

Woman's  Auxiliary. — The  Council  Advisory  Com- 
mittee on  Woman’s  Auxiliary  consists  of  the  follow- 
ing personnel : 

Fenwick  Beekman,  M.D.,  Chairman 


• new  1U1A.  V^lby 

Nathan  B.  Van  Etten,  M.D Bronx 

Elton  R.  Dickson,  M.D Binghamton 


As  1947  ended,  your  chairman  took  great  pleasure 
in  preparing  a report  on  the  activities  of  the  Woman’s 
Auxiliary  to  the  Medical  Society  of  the  State  of 
New  York. 

While  the  individual  accomplishments  of  each 
county  auxiliary,  to  say  nothing  of  the  activities  of 
each  single  member,  would  take  too  long  to  narrate, 
we  feel  that  we  cannot  pass  over  them  without, 
at  the  outset,  reminding  you  that  the  State  organi- 
zation is  but  the  depository  of  the  deeds  of  the 
county  auxiliaries,  and,  in  turn,  the  counties  of  the 
acts  of  the  individual.  Accordingly,  you  will  under- 
stand that  what  we  report  of  the  State  organization 
applies  equally  to  each  county  and  to  each  indi- 
vidual member. 

The  most  outstanding  accomplishment  was  the 
organization  of  three  new  county  auxiliaries,  which 
now  gives  us  a total  of  42  counties,  in  which  the 
four  activities  suggested  by  Dr.  Bauer  are  now 
fields  of  action,  and  in  which  we  can  be  certain 
that  our  colleagues  have  at  least  one  other  voice, 
in  addition  to  their  consciences,  urging  them  to 
participate  in  the  activities  of  their  county  society’s 
public  relations,  legislative  and  voluntary  medical 
care  programs. 

The  circulation  of  the  Auxiliary  publication,  the 
Distaff,  also  reflects  the  growth  of  the  organization. 
The  demand  for.  the  winter  edition  exceeded  3,200 
copies.  For  this  work  we  are  indebted  to  Mrs. 
Lee  R.  Sanborn,  its  editor.  Another  activity  which 
merits  our  gratitude  is  the  Auxiliary’s  promotional 
efforts  in  behalf  of  voluntary  medical  care  plans,  as 
directed  by  Mrs.  Alfred  F.  Madden. 

The  three  outstanding  events  of  the  year  were 
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the  Annual  Convention  and  the  fall  and  winter 
executive  board  meetings. 

Three  activities  in  which  the  Auxiliary  has  been 
especially  active  are  the  endowment  of  nurses 
scholarships,  collection  of  funds  for  the  Physicians' 
Home,  and  the  education  and  enlightenment  of  the 
general  public  to  the  danger  of  chiropractic.  The 
last  activity,  which  is  so  important  if  the  public  is  to 
continue  to  enjoy  the  present  standards  of  medical 
care,  would  appear  to  have  to  be  a full-time  job  in 
itself.  The  response  the  members  made  to  sugges- 
tions contained  in  the  bulletins  on  chiropractic,  pre- 
pared during  the  Legislative  session  by  the  Public 
Relations  Bureau  for  their  guidance,  was  surpassed 
only  by  their  zeal  in  behalf  of  medical  care  plans. 

As  an  example  of  the  industry  the  members  dis- 
play, we  shall  enumerate  only  a partial  list  of  the 
president’s  itinerary  so  that  you  may  better  under- 
stand how  the  Auxiliary  is  able  to  keep  abreast  of  as 
many  developments  as  it  does. 

During  the  year  1947,  Mrs.  Harry  F.  Pohlmann, 
president,  attended  the  following  functions: 

13  county  meetings 

3 newly  organized  county  meetings 

1 reorganized  county  meeting 

5 District  Branch  meetings 

1 meeting  with  Advisory  Council  and  board 
members 

4 conferences  with  Dr.  Fenwick  Beekman 

2 conferences  with  Mr.  George  Farrell 

6 conferences  with  Mr.  Thomas  E.  Walsh 

1 conference  with  Mr.  Dwight  Anderson 

1 convention  at  Pittsburgh  (Pennsylvania  State) 

1 convention  at  Atlantic  City  (New  Jersey 
State) 

1 convention  at  Atlantic  City  (A.M.A.) 

1 executive  board  meeting  at  Port  Jervis 

1 conference  of  state  presidents  and  presidents- 
elect  at  Chicago 

4 conferences  with  eight  councilors 

2 conferences  with  our  15  Standing  Committees’ 
chairmen 

2 conferences  with  our  36  county  presidents 

From  what  is  contained  in  this  report,  but  mainly 
from  the  intangible  items  which  are  too  difficult  to 
record,  your  Committtee  wishes  to  point  out  that 
we  look  upon  each  county  auxiliary  as  a partner 
of  the  parent  Society.  We  feel  that  each  auxiliary 
can  be  depended  upon  to  keep  in  touch  with  non- 
scientific  developments  in  the  medical  world,  and 
to  act  as  the  eyes  and  ears  of  the  parent  organiza- 
tion. Thus  they  serve  to  keep  the  State  Society  ad- 
vised of  the  methods  by  which  the  people  in  the 
several  counties  evaluate  the  parent  organization 
and  the  services  rendered  by  our  members. 

In  conclusion,  we  wish  to  compliment  the  presi- 
dent, Mrs.  Harry  Pohlmann,  each  of  her  officers, 
each  county  officer,  and  each  individual  member  on 
the  energy  they  display  in  accomplishing  their 
goals,  and  for  the  spirit  of  harmony,  understanding, 
and  good  will  that  they  have  developed,  among 
themselves,  with  our  liaison  officer,  Mr.  Thomas  E. 
Walsh,  and  with  each  member  of  the  Advisory 
Council. 

Convention. — The  Council  Committee  on  Con- 
vention consists  of  the  following  members: 


Harry  Aranow,  M.D.,  Chairman Bronx 

W.  P.  Anderton,  M.D v.  .New  York  City 

Dwight  Anderson New  York  City 


The  141st  Annual  Meeting  of  the  Medical  Society 
of  the  State  of  New  York  took  place  at  Buffalo 
from  May  5 through  9,  1947.  The  Civic  Memorial 
Auditorium  was  the  headquarters. 

Attendance  was  as  follows : 

Members  1,316 

Guests  254 

Exhibitors  401 

Total  1,971 

A special  Teaching  Day  program  was  arranged  by 
the  Committee  on  Public  Health  and  Education, 
Dr.  O.  W.  II.  Mitchell,  chairman,  for  Tuesday, 
May  6.  This  was  well  attended. 

In  the  Scientific  Program,  approximately  one 
hundred  and  twenty-five  papers  were  read.  Both 
general  sessions  were’  well  attended.  The  joint 
meeting  of  the  Section  on  Medicine  and  the  Section 
on  Surgery  drew  a large  attendance  for  the  panel 
discussion  on  peptic  ulcer.  The  round  table  dis- 
cussion on  cases  of  proved  chest  pathology  in  the 
Section  on  Radiology  evoked  a lively  discussion. 
The  Section  on  Anesthesia  presented  a symposium 
on  the  use  of  procaine  intravenously;  the  Section  on 
Dermatology  and  Svphilology,  a panel  discussion  on 
syphilis;  the  Section  on  Urology,  a symposium  on 
bladder  tumors.  All  of  these  proved  of  much  in- 
terest. 

The  space  available  for  the  Scientific  Exhibits 
was  larger  than  in  previous  years.  This  allowed  a 
greater  number  of  exhibits  and  more  space  for  each 
one  than  in  former  years.  The  exhibits  were  well 
presented  and  well  attended  by  members  and  guests. 
The  Scientific  Award  Committee  awarded  a first 
prize,  a second  prize,  and  honorable  mention  in  two 
classes:  clinical  and  scientific. 

The  Technical  Exhibits  were  also  well  attended. 

The  Banquet  and  Annual  Meeting  at  the  Statler 
Hotel  was  attended  by  approximately  four  hundred 
people.  A feature  of  the  banquet  was  the  presenta- 
tion of  certificates  to  members  of  the  Society  who 
had  been  in  practice  for  fifty  years  or  more. 

Seventy-one  members  were  guests  of  the  Society 
and  took  part  in  this  ceremony. 

The  Woman’s  Auxiliary  had  rooms  at  the  Statler 
Hotel  for  all  their  activities.  The  ladies  expressed 
pleasure  at  the  facilities  provided  for  them. 

After  considering  bids  from  the  Hotel  Waldorf- 
Astoria  and  the  Hotel  Pennsylvania,  New  York 
City,  last  summer,  arrangements  were  made  to 
hold  the  1948  Annual  Meeting  in  the  Hotel  Penn- 
sylvania. 

Last  October,  the  Convention  Committee  met  at 
the  Hotel  Pennsylvania,  New  York  City.  This 
meeting  was  well  attended  by  members  of  t he  Sub- 
committees on  Arrangements,  Scientific  Program, 
Scientific  Exhibits,  Scientific  Awards,  and  officers  of 
Sections  and  Sessions.  Many  of  the  Session  and 
Section  programs  were  in  readiness  at  that  time. 
Where  more  than  one  program  had  papers  on  similar 
subjects,  the  situation  was  adjusted.  The  meeting 
was  constructive  and  cooperative. 

We  are  anticipating  a successful  1948  Annual 
Meeting.  The  New  York  Convention  and  Visitors 
Bureau,  Inc.,  and  the  hotels  in  the  neighborhood  of 
the  Hotel  Pennsylvania  are  cooperating.  The 
Scientific  and  Technical  Exhibits  are  well  planned, 
and  the  programs  for  Sessions,  Sections,  Teaching 
Day,  and  general  meetings,  are  of  very  high  quality. 


REPORT  OF  THE  COUNSEL 


To  the  House  of  Delegates;  Gentlemen: 

Your  Counsel  herewith  submits  the  annual  report 
of  the  activities  of  the  Legal  Department  of  the 
Medical  Society  of  the  State  of  New  York  for  the 
period  from  February  1,  1947,  to  and  including 
January  31,  1948. 

In  making  this  report  it  is  necessary  for  the  sake 
of  brevity  that  most  of  the  work  must  merely  be 
outlined,  for  space  does  not  permit  an  elaborate 
discussion  of  what  has  been  done  by  our  Depart- 
ment. 

During  the  year  there  has  been  no  change  in  the 
personnel  of  your  Counsel’s  legal  staff.  Mr.  Thomas 
H.  Clearwater  and  your  Counsel  have  continued 
their  practice  of  law  as  the  firm  of  Martin  & Clear- 
water. Mr.  Clearwater  has  been  Attorney  for  the 
Society  for  nearly  eighteen  years  and  is  known  to  the 
members  of  the  House.  Mr.  Robert  J.  Bell  who 
has  been  associated  with  your  Counsel  and  his  pred- 
ecessor since  1931,  except  for  the  years  of  his  serv- 
ice in  the  Navy,  continues  his  good  work  in  the 
handling  of  malpractice  cases,  and  during  the  past 
year  has  engaged  in  a greater  amount  of  actual  trial 
work  than  previously.  Mr.  John  J.  De  Luca  like- 
wise has  continued  as  a valuable  member  of  the  staff. 
Special  mention  should  be  made  of  the  fact  that 
Mrs.  Agnes  C.  Van  Horne,  my  chief  clerk,  and  Miss 
Florence  M.  Jackman,  telephone  operator,  have 
been  associated  continuously  with  my  office  for 
over  two  decades  and  continue  their  loyal  and  un- 
tiring work. 

In  reporting  to  the  House,  your  Counsel  again 
adheres  to  the  catagories  followed  in  previous 
years,  namely:  (a)  the  actual  handling  of  mal- 

practice suits  and  claims,  (6)  counsel  work  with  of- 
ficers, committee  and  individual  members  of  the 
Society,  and  (c)  legislative  activities. 

Litigation. — Your  Counsel  and  his  predecessors 
in  many  previous  years  have  taken  occasion  to 
point  out  to  your  Society  the  dangers  of  hasty,  care- 
less, reckless,  and  often  unfair  comment  by  one 
physician  concerning  the  work  of  another.  Such  in- 
judicious remarks  frequently  give  rise  to  malprac- 
tice actions,  even  though  they  are  not  intended  to 
do  harm  to  the  other  physician.  On  many  occa- 
sions it  takes  but  little  to  stimulate  such  litigation, 
and  it  has  long  been  felt  that  if  doctors  were  more 
judicious  in  their  conversations  with  patients  much 
malpractice  litigation  would  be  avoided. 

We  again  call  attention  to  the  ever  continuing 
hazard  to  the  practicing  physician  of  becoming  in- 
volved in  a malpractice  action.  The  hazard  is  just 
as  real  to  every  physician,  whether  he  be  a general 
practitioner,  or  any  sort  of  specialist.  These  cases 
are  often  tried  before  juries  of  laymen  who  may  be 
swayed  by  sympathy,  bias,  passion,  or  prejudice, 
although  in  theory  such  elements  should  not  in- 
fluence the  outcome  of  litigation. 

The  wisdom  of  a doctor  conducting  his  practice 
in  such  a way  as  to  protect  the  record  is  apparent. 
Consultants  should  be  called  upon  where  needed, 
ample  x-rays  taken  when  indicated,  and  complete 
and  accurate  office  or  hospital  records  are  impera- 
tive. Malpractice  cases  may  not  be  determined  for 
a period  of  years,  and  the  corroboration  of  a de- 
fendant physician,  by  documentary  proof  and  by 
witnesses  to  the  facts,  can  in  many  instances  pre- 
vent a physician  from  being  the  victim  of  a patient’s 
distorted  version  of  the  facts. 


It  should  be  noted  that,  with  rising  costs  of  living, 
the  expense  of  disposing  of  malpractice  cases  has 
likewise  gone  up.  The  sharp  increase  in  hospital 
costs,  the  rise  in  average  wages,  and  the  general  high 
cost  of  living  are  all  elements  which  go  into  the  ap- 
praisal of  the  value  of  a malpractice  case  when 
settled,  or  in  the  event  a court  or  jury  awards  dam- 
ages against  a doctor. 

It  should  be  noted  in  this  connection  that  the 
Society  has  for  many  years  sponsored  a Group  Plan 
of  insurance,  the  efficient  operation  of  which  has 
continued.  The  Society  provides  through  your 
Counsel,  without  charge,  defense  to  members  who 
carry  no  such  insurance.  Although  a great  per- 
centage of  members  are  so  insured,  each  year  a 
number  of  physicians  find  themselves  in  the  unde- 
sirable position  of  being  defendants  in  malpractice 
actions  with  no  insurance  protection  whatever. 
During  the  reporting  period,  the  defense  of  twenty- 
one  such  uninsured  members  was  undertaken  by 
your  Counsel  in  new  cases  instituted  during  those 
twelve  months.  Obviously  those  physicians  regret 
that  they  failed  to  take  advantage  of  the  Group 
Plan,  which  merits  the  loyal  support  of  every  mem- 
ber of  the  Society. 

The  Yorkshire  Indemnity  Company  has  been  the 
carrier  under  the  Group  Plan  for  over  twelve  years, 
and  it  has  continued  to  meet  all  of  its  obligations  to 
its  assureds  and  to  cooperate  fully  with  your  Counsel 
in  every  way  in  the  handling  of  cases  covered.  We 
express  our  appreciation  to  Mr.  Horace  Crowell, 
Jr.,  secretary  of  the  Company,  in  charge  of  its  claim 
department,  for  his  efficient  and  cooperative  work, 
and  also  to  his  subordinates,  particularly  Mr.  Law- 
rence S.  Cunningham,  who  has  been  known  for 
years  to  many  members  of  your  Society. 

Two  years  ago  the  House  of  Delegates  created  a 
special  committee  known  as  the  Malpractice  In- 
surance and  Defense  Board,  which  has  continued  its 
diligent  efforts  under  the  able  and  untiring  work  of 
its  chairman,  Dr.  Thomas  M.  D’Angelo.  Its  many 
meetings  have  been  attended  by  your  Counsel  and 
Mr.  Clearwater.  The  advantage  to  the  Society  of 
the  Board  as  now  constituted  is  great,  for  it  includes 
doctors  representing  various  sections  of  the  State, 
and  the  term  of  office  of  its  members  is  sufficiently 
long  to  enable  them  to  become  fully  familiar  with 
the  complicated  problems  which  come  before  them 
for  consideration. 

With  these  preliminary  statements  we  note  that 
during  the  present  reporting  period  there  were  153 
new  actions  commenced.  This  shows  a consider- 
able increase  over  the  125  actions  reported  during 
the  preceding  year,  but  it  is  still  no  greater  than  an 
average  prewar  year.  No  prediction  can  be  made 
as  to  whether  or  not  the  ensuing  months  will  bring  a 
still  further  rise  in  the  number  of  cases  instituted. 
In  addition  to  the  153  cases  mentioned,  there  were 
also  a considerable  number  of  claims  made  during 
the  reporting  period,  some  of  which  have  been 
dropped  after  conference,  or  settled  before  suit,  but 
some  of  which  may  eventuate  into  litigation.  We 
are  often  in  consultation  with  claimants  or  their 
attorneys,  and  frequently  are  successful  in  convinc- 
ing them  of  the  lack  of  merit  in  their  claims,  so  that 
many  such  claims  will  never  actually  become  law- 
suits. 

Table  1 shows  that  during  the  present  reporting 
period  we  have  disposed  of  105  cases.  Sixty-seven 
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of  these  cases  were  settled,  and  37  terminated  suc- 
cessfully in  favor  of  the  physician.  In  but  one  case 
was  there  a judgment  for  the  plaintiff  against  a 
doctor. 

There  were  pending,  at  the  end  of  the  reporting 
period,  somewhat  over  400  cases,  many  of  which  are 
entirely  dormant. 

TABLE  1. — Number  of  Suits  Instituted 
and  Disposed  of  in  1947-1948 


Instituted  Disposed  of 
1947-1948  1947-1948 

(12  months)  (12  months) 


1.  Fractures,  etc 11  9 

2.  Obstetrics,  etc 23  7 

3.  Amputations 1 1 

4.  Burns,  x-ray,  etc 16  14 

5.  Operations,  abdominal,  eye, 

tonsil,  ear,  etc 39  41 

6.  Needles  breaking 7 4 

7.  Infections 13  5 

8.  Eye  infections 4 2 

9.  Diagnosis 10  5 

10.  Lunacy  commitments 

11.  Unclassified — medical 29  17 

Total 153  105 

Actions  for  death 22  12 

Infants’  actions 17  9 

Total 39  21 

How  Disposed  of 

Settled 67 

Terminated  in  favor  of  defendant 

physician 37 

Judgment  for  plaintiff 1 

Total 105 


Counsel  Work.— During  the -period  of  this  report 
your  Counsel  and  Mr.  Clearwater  have  attended  the 
Annual  Meeting  of  the  Society,  and  the  regular  meet- 
ings of  the  Council  and  Board  of  Trustees,  and  have 
conferred  with  members  of  these  bodies,  and  with 
members  of  Committees  upon  numerous  legal  prob- 
lems that  have  arisen. 

Your  Counsel  prepared  the  contracts  which  are 
now  in  effect  between  the  Society  and  Dr.  Robert  R. 
Hannon,  Dr.  David  J.  Kaliski,  and  Mr.  George  P. 
Farrell,  and  prepared  the  contracts  entered  into 
with  the  Society’s  auditors.  We  have  participated 
in  certain  legal  problems  attendant  upon  the  So- 
ciety’s removal  of  its  offices  to  its  present  enlarged 
quarters. 

Your  Counsel,  acting  with  the  Committee  on  By- 
laws, has  examined  a number  of  proposed  changes 
to  the  Constitutions  and  Bylaws  of  a number  of 
component  county  medical  societies,  and  has  ren- 
dered advice  and  made  suggestions  in  connection 
therewith. 

We  have  been  in  frequent  consultation  with  Dr. 
Anderton,  Dr.  Kaliski,  and  Mr.  Anderson,  relative 
to  legal  phases  of  problems  which  have  arisen  in 
their  particular  fields  of  work. 

During  the  reporting  period  your  Counsel  and 
Mr.  Clearwater  have  appeared  before  a number  of 
medical  societies  and  other  groups  of  doctors  and 
addressed  them  concerning  medicolegal  problems 
arising  out  of  the  practice  of  medicine.  Such  talks 


have  been  given  in  New  York,  Binghamton,  Sara- 
toga, Albany,  Amsterdam,  and  Brooklyn. 

Your  Counsel  receives  frequent  requests  orally  and 
in  writing  for  opinions  from  various  members  on  a 
wide  variety  of  topics.  A few  of  the  matters  on 
which  such  advice  has  been  given  during  the  past 
year  include  the  following : legality  of  partnerships 
between  physicians;  propriety  of  use  of  surgical 
materials  experimental  in  character;  right  of  phy- 
sician to  employ  an  unlicensed  medical  school 
graduate;  legality  of  sterilization  operation;  legal 
problems  of  artificial  insemination;  consequences 
of  failure  of  licensed  physicians  to  register  properly 
under  the  Education  Law;  consequences  of  revoca- 
tion of  license  to  practice;  residence  requirements 
relating  to  employes  of  New  York  City  Hospital 
system;  right  to  recover  fees  for  services  not  ac- 
tually performed;  legal  consequences  of  operations 
performed  by  junior  surgeons  under  supervision; 
incorporation  of  county  medical  society;  right  of 
county  medical  society  to  enforce  payment  of  special 
assessments;  right  of  physician  to  market  a pat- 
ented surgical  instrument;  legal  status  of  optome- 
trists and  opticians;  legal  status  of  osteopaths; 
legal  consequences  of  physician’s  temporary  absence 
from  practice;  duty  of  physicians  to  honor  service 
of  subpoena. 

It  should  be  noted  that  your  Counsel’s  office  is  at 
the  service  of  all  members  of  the  Society,  and  it  is  a 
daily  occurrence  for  us  to  be  consulted  either  by 
personal  inquiry  or  by  telephone  concerning  the 
legal  problems  arising  out  of  emergency  situations 
which  must  be  dealt  with  immediately.  We  en- 
deavor to  render  guidance  and  assistance  in  such 
cases,  which  actually  involve  a considerable  amount 
of  time  and  work. 

Legislative  Advice  and  Activities. — During  the 
reporting  period,  your  Counsel  and  Mr.  Clearwater 
have  conferred  with  numerous  persons  in  connection 
with  proposed  changes  in  the  law  which  affect  the 
practice  of  medicine  and  the  medical  profession. 
Such  problems  have  been  discussed  at  length  with 
the  Society’s  officers  and  committeemen,  with  Dr. 
Hannon,  the  Executive  Officer,  and  with  Mr.  Ander- 
son and  Mr.  Thomas  E.  Walsh.  Mr.  Clearwater 
attended  the  annual  meeting  of  the  Council  Com- 
mittee on  Legislation  with  the  chairmen  of  the 
County  Society  Legislative  Committees  at  Albany. 
On  a number  of  occasions  he  al$o  conferred  concern- 
ing proposed  legislation  with  representatives  of  the 
hospitals  and  of  various  medical  specialties. 

Conclusion. — In  closing,  your  Counsel  wishes  to 
express  his  appreciation  for  the  work  of  his  own 
staff,  and  for  the  advice  and  assistance  of  your 
Society’s  members  throughout  the  entire  State,  who 
have  helped  us  both  in  and  out  of  Court,  in  consulta- 
tion and  in  the  defense  of  malpractice  actions.  The 
officers  of  the  Society  and  the  members  of  the  Coun- 
cil and  Board  of  Trustees  have  been  of  great  help 
and  assistance.  Such  cooperation  has  enabled  your 
Counsel  to  obtain  the  results  shown  in  this  report. 

Respectfully  submitted, 

William  F.  Martin,  Counsel 
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First  District  Branch 

To  the  House  of  Delegates;  Gentlemen: 

On  June  19,  1947,  a meeting  of  members  of  the 
executive  committee  and  presidents  of  the  com- 
ponent count}'  societies  of  the  First  District  Branch 
was  held  at  Hotel  Gramatan,  Bronxville,  for  the 
purpose  of  arranging  time,  place,  and  program  for 
the  annual  meeting  of  the  District  Branch. 

The  forty-first  annual  meeting  of  the  First  Dis- 
trict Branch  was  held  on  October  30,  1947,  at  the 
Veterans  Administration  Hospital,  130  West  Kings- 
bridge  Road,  the  Bronx,  when  Ihe  following  pro- 
gram was  presented.  At  the  morning  session,  from 
9:00  to  12:00,  an  operative  surgical  clinic  was 
held,  and  from  10:00  to  12:00,  a medical  clinic  with 
presentation  of  cases.  At  noon,  a buffet  luncheon 
was  held,  followed  by  a panel  discussion  on  public  re- 
lations, with  Louis  H.  Bauer,  M.D.,  moderator,  and 
Mr.  Dwight  Anderson,  Stephen  R.  Monteith,  M.D., 
and  M.  Renfrew  Bradner,  M.D. 

The  afternoon  session  from  2:00  to  4:00  in- 
cluded a panel  discussion  on  treatment  in  hyper- 
tensive renal  disease.  Taking  part  were  Scott 
Lord  Smith,  M.D.,  moderator,  and  Arthur  M. 
Fishberg,  M.D.,  Herbert  Chasis,  M.D.,  and  Bron- 
son S.  Ray,  M.D. 

This  is  the  second  year  that  the  Veterans  Hospital 
has  acted  as  host  to  the  First  District  Branch  at  its 
annual  meeting. 

The’ registered  attendance  was  115,  of  which  10 
were  not  members  of  the  First  District.  The  usual 
attendance  for  these  meetings  is  not  far  from  this 
figure.  This  raises  the  question  of  the  usefulness 
of  the  Branch  meetings,  at  least  in  the  Metropolitan 
area. 

I wish  in  behalf  of  the  First  District  Branch  to 
extend  thanks  to  the  Veterans  Hospital  and  staff  for 
their  hospitality  and  the  fine  surgical  clinic  which 
was  staged  at  the  time  of  our  meeting.  Dr.  Hannon 
in  his  usual  modest  but  efficient  manner  took  charge 
of  all  the  details  of  organization. 

Respectfully  submitted, 

H.  F.  Morrison,  M.D.,  President 

February  16, 1948 


Second  District  Branch 

To  the  House  of  Delegates;  Gentlemen: 

The  forty-first  annual  meeting  of  the  Second  Dis- 
trict Branch  of  the  Medical  Society  of  the  State  of 
New  York  was  held  on  October  29,  1947,  at  the 
Garden  City  Hotel. 

The  morning  session  was  devoted  to  a panel  dis- 
cussion on  “The  Management  of  Gastrointestinal 
Problems  of  the  Upper  Abdomen,”  with  Dr.  Albert 
F.  R.  Andresen,  Brooklyn,  as  chairman.  The  panel 
consisted  also  of  Drs.  Frank  Glenn,  New  York  City, 
Edward  Weiss,  Philadelphia,  A.  L.  Loomis  Bell, 
Brooklyn,  John  Russell  Twiss,  New  York  City,  and 
Burrill  B.  Crohn,  New  York  City.  The  panel  dis- 
cussion was  received  favorably,  and  it  is  planned  to 
hold  more  of  this  type  of  meeting  in  the  future. 

At  luncheon  we  were  joined  by  the  woman’s 


auxiliaries  of  the  four  counties  and  were  addressed 
by  Dr.  Louis  H.  Bauer,  president  of  the  Medical 
Society  of  the  State  of  New  York,  and  Mrs.  Harry 
F.  Pohlmann,  president  of  the  Woman’s  Auxiliary 
to  the  Medical  Society  of  the  State  of  New  York. 

The  day’s  session  was  closed  by  an  excellent  ad- 
dress on  “Herniation  of  Intervertebral  Disks: 
Cervical  and  Lumbar”  by  Dr.  Jefferson  Browder, 
Brooklyn. 

The  meeting  was  attended  by  201  physicians, 
including  51  from  Kings,  76  from  Nassau,  35  from 
Queens,  and  27  from  Suffolk. 

It  was  a pleasure  to  have  with  us  Dr.  W.  P. 
Anderton,  Dr.  Werner  Nobel,  Dr.  Armand  J.  Prisco, 
Mr.  Dwight  Anderson,  Mr.  George  P.  Farrell,  and 
Mr.  Thomas  E.  Walsh  of  New  York  City;  Dr. 
Laurance  D.  Redway,  Ossining;  Dr.  Robert  R.  Han- 
non, Albany,  and  Dr.  Richard  R.  Ferayomi, 
Rochester,  Minnesota. 

The  Branch  again  is  indebted  to  its  efficient 
secretary-treasurer,  Dr.  Charles  F.  McCarty,  for 
arranging  the  luncheon. 

Respectfully  submitted, 

JoitN  B.  D’Albora,  M.D.,  President 
February  16,  1948 


Third  District  Branch 

To  the  House  of  Delegates;  Gentlemen: 

A meeting  of  the  officers  and  presidents  of  the 
Third  District  Branch  was  held  at  the  Governor 
Clinton  Hotel  in  Kingston  in  June.  Dr.  Hannon, 
our  executive  officer,  cooperated  with  these  p-oups 
at  this  meeting  when  plans  were  made  for  a scientific 
program  to  be  held  at  the  Grossinger  Hotel  in 
Femdale.  Dr.  Harry  Golembe,  our  first  vice-presi- 
dent, and  Dr.  Ralph  S.  Breakey,  president  of  the 
Sullivan  County  Medical  Society,  were  appointed 
as  a committee  to  arrange  for  the  Annual  Meeting, 
and  they  are  to  be  commended  for  their  excellent 
planning. 

The  officers  and  members  of  the  Third  District 
Branch  were  gratified  by  the  attendance  at  the  meet- 
ing and  by  the  interesting  and  varied  program.  It 
appealed  to  our  members  and  guests.  Dr.  Louis  H. 
Bauer,  our  genial  and  able  president,  was  present 
and  delivered  a splendid  message  to  us  at  the 
luncheon.  For  several  years  we  had  entertained 
some  doubts  as  to  the  success  and  the  advisa- 
bility of  continuing  the  District  Branch  Meet- 
ings, but  the  past  two  or  three  years  have  encouraged 
our  officers  to  a great  extent.  It  would  seem  that 
an  Annual  Meeting  of  seven  neighboring  county 
societies  should  be  very  worth  while,  both  from  the 
standpoint  of  a scientific  program  and  also  from  the 
opportunity  to  meet  and  renew  friendships  with  our 
colleagues  whom  we  contact  at  such  infrequent 
intervals.  I hope  that  this  attendance  of  ninety- 
one  physicians  will  be  even  greater  this  coming 
year. 

The  morning  scientific  program  included  a sym- 
posium on  thyroid,  with  the  following  papers  pre- 
sented: “Malignant  Lesions  of  the  Thyroid,”  John 
C.  McClintock,  M.D.,  assisting  professor  of  surgery, 
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Albany  Medical  College;  “The  Diagnosis  and 
Treatment  of  Diseases  of  the  Thyroid,”  Donald 
Guthrie,  M.D.,  Guthrie  Clinic,  Robert  Packer 
Hospital,  Sayre,  Pennsylvania.  At  the  luncheon 
Louis  H.  Bauer,  M.D.,  president,  Medical  Society 
of  the  State  of  New  York,  was  guest  speaker. 

In  the  afternoon  session  the  papers  included 1 ‘Strep- 
tomycin and  Tuberculosis,”  William  H.  Stearns, 
M.D.,  instructor  in  medicine,  College  of  Physicians 
and  Surgeons,  Columbia  University,  and  associate 
visiting  physician,  Chest  Service,  Bellevue  Hospital; 
“BCG  immunization,”  Konrad  Birkhaug,  M.D., 
Division  of  Laboratories  and  Research,  New  York 
State  Department  of  Health,  Albany,  and  “The 
Treatment  of  Common  Skin  Diseases,”  Timothy  J. 
Riordan,  M.D.,  associate  clinical  professor  of  der- 
matology and  syphilology,  New  York  University, 
College  of  Medicine. 


Respectfully  submitted, 

Frederic  W.  Holcomb,  M.D.,  President 
March  3, 1948 


Fourth  District  Branch 

To  the  House  of  Delegates;  Gentlemen: 

The  Fourth  District  Branch  of  the  Medical  So- 
ciety of  the  State  of  New  York  met  on  Thursday, 
October  23, 1947,  in  Amsterdam. 

About  eighty  members  of  the  Society  were  pres- 
ent from  the  counties  in  the  northeastern  part  of 
the  State. 

The  meeting  was  called  to  order  at  2:30  p.m.,  and 
Dr.  David  P.  Boyd  of  Amsterdam  opened  the 
scientific  session  with  a paper  on  “The  Surgical 
Treatment  of  Hypertension,”  using  a fresh  prepara- 
tion of  a sympathetic  nerve  just  removed  in  the 
morning.  The  paper  was  discussed  trom  the  floor. 

Next,  Mr.  George  P.  Farrell,  director,  Bureau  of 
Medical  Care  Insurance  of  the  State  Society,  spoke 
on  “The  Present  Status  and  Future  of  Medical 
Care  Insurance,”  telling  of  the  work  that  has  been 
done  in  this  important  field  during  the  past  few 
years. 

Following  this,  Dr.  Robert  E.  Plunkett,  Assistant 
Commissioner  of  Health  for  New  York  State,  told 
us  of  “The  Use  of  BCG  Vaccine  in  the  Control  of 
Tuberculosis,”  with  the  latest  information  on  this 
rat  her  controversial  subject. 

“Legal  Difficulties  Frequently  Encountered  by 
Practitioners  of  Medicine”  was  the  title  of  an  inter- 
esting informal  talk  by  Mr.  Thomas  H.  Clearwater, 
attorney  for  the  State  Society,  with  illustrative  legal 
case  reports. 

The  surgical  paper  of  the  afternoon  was  delivered 
by  Dr.  Charles  Gordon  Heyd,  of  the  New  York 
Post-Graduate  Hospital,  on  “Cancer  of  the  Large 
Bowel  and  Rectum.”  The  talk  was  well  illustrated 
with  lantern  slides  and  covered  much  material. 

The  work  of  the  Workmen’s  Compensation  Com- 
mittee of  the  State  Society  was  presented  by  Dr. 
Joseph  P.  Henry,  Rochester,  and  Dr.  J.  Stanley 
Kenney,  New  York.  The  question  of  the  fee 
schedule  has  taken  much  time  and  is  only  one  of  the 
many  problems  that  has  come  to  this  important 
committee. 

The  ladies  were  entertained  by  the  members  of 
the  Woman’s  Auxiliary  in  the  afternoon,  and  joined 
the  doctors  for  dinner  at,  the  Elks  Club. 


At  the  dinner,  Dr.  Louis  H.  Bauer,  president  of 
the  Medical  Society  of  the  State  of  New  York,  gave 
the  address.  Also  introduced  were  Dr.  Robert  R. 
Hannon,  executive  officer  of  the  State  Society;  Dr. 
Joseph  Geis,  vice-president  of  the  Fourth  District 
Branch;  Mr.  Dwight  Anderson,  executive  secretary 
and  director  of  the  Bureau  of  Public  Relations;  Dr. 
Rene  H.  Juchli,  president,  and  Dr.  D.  W.  Childs, 
secretary  of  the  Montgomery  County  Society;  Dr. 
Walter  P.  Anderton,  secretary  of  the  State  Society, 
and  Dr.  Charles  Gordon  Heyd,  past-president  of 
the  American  Medical  Association,  who  spoke 
briefly  on  the  work  of  the  AIM.  A. 

After  a very  enjoyable  evening  with  music  and 
dancing  the  meeting  adjourned. 

Respectfully  submitted, 

Denver  M.  Vickers,  M.D.,  President 
February  26, 1948 


Fifth  District  Branch 

To  the  House  of  Delegates;  Gentlemen: 

The  forty-first  annual  meeting  of  the  Fifth  Dis- 
trict Branch  of  the  Medical  Society  of  the  State  of 
New  York  was  held  in  the  Hotel  Utica,  Utica,  on 
Tuesday,  September  30,  1947.  The  afternoon  pro- 
gram was  devoted  to  a symposium  on  cancer.  Dr. 
Richard  H.  Lyons,  professor  of  medicine,  Syracuse 
University  College  of  Medicine,  acted  as  moderator. 
The  panel  was  composed  of  Dr.  Fred  W.  Stewart, 
pathologist,  Memorial  Hospital,  New  York  City; 
Dr.  Alexander  Brunshwig,  attending  surgeon, 
Memorial  Hospital,  New  York  City,  and  Dr.  E.  L. 
Frazell,  associate  attending  surgeon,  Memorial 
Hospital,  New  York  City.  A large  and  representa- 
tive attendance  from  the  district  heard  their  papers 
with  interest,  and  there  was  an  active  discussion. 

A short  business  meeting  was  held  at  the  con- 
clusion of  the  afternoon  session  and  the  following 
officers  were  elected:  James  E.  McAskill,  M.D., 

Watertown,  president;  Wardner  D.  Ayer  M.D., 
Syracuse,  first  vice-president;  Arthur  F.  Gaffney, 
M.D.,  Clinton,  second  vice-president;  Richard 
B.  Cuthbert,  Jr.,  M.D.,  Canastota,  secretary,  and 
Donald  C.  Tulloch,  M.D.,  Ogdensburg,  treasurer. 

The  evening  program  consisted  of  a banquet  which 
was  attended  by  the  doctors  and  their  wives.  An 
address  was  given  by  Dr.  Louis  H.  Bauer,  president 
of  the  Medical  Society  of  the  State  of  New  York. 
Dr.  Herman  E.  Hilleboe,  New  York  State  Com- 
missioner of  Health,  spoke  on  “The  Future  of  Public 
Health  in  New  York  State.”  A twenty-five  dollar 
prize,  donated  by  the  officers  of  the  Fifth  District 
Branch,  was  given  to  the  Ladies’  Auxiliary  of  Her- 
kimer County,  who  had  the  highest  proportional 
representation  at  the  meeting.  There  were  one 
hundred  and  twenty-five  members  of  the  district 
registered  at  the  session. 

Respectfully  submitted, 

H.  D.  Vickers,  M.D.,  President 

February  3,  1948 


Sixth  District  Branch 


To  the  House  of  Delegates;  Gentlemen: 

The  forty-first  annual  meeting  of  the  Sixth  Dis- 
trict Branch  of  the  Medical  Society  of  the  State  of 
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New  York  was  held  October  15,  1947,  at  the  high 
school  auditorium  in  Norwich.  Sixty-nine  members 
and  guests  registered  in  attendance. 

The  afternoon  session  was  called  to  order  at  3: 15 
p.m.,  and  the  following  papers  were  presented:  Dr. 
Louis  E.  Daily,  director  of  medical  research,  Eaton 
Laboratories,  “Recent  Clinical  Experience  with 
Furacin,”  and  Dr.  Samuel  E.  Cohen,  pathologist, 
Arnot-Ogden  Hospital,  Elmira,  “Polycythemic 
Anemia.”  This  paper  was  discussed  by  Dr. 
Ronald  L.  Hamilton,  Binghamton. 

A business  meeting  was  called  to  order  at  4:45 
p.m.  The  nominating  committee  presented  the 
panel  for  officers  for  1948  and  1949.  On  regular 
motion,  duly  seconded  and  carried,  nominations 
were  ordered  closed  and  the  secretary  ordered  to 
cast  one  ballot  for  the  following  members  as  offi- 
cers: Charles  L.  Pope,  M.D.,  Binghamton,  presi- 
dent; Norman  C.  Lyster,  M.D.,  Norwich,  first 
vice-president;  Elton  R.  Dickson,  M.D.,  Bing- 
hamton, second  vice-president;  Paul  F.  Willwerth, 
M.D.,  Montour  Falls,  secretary,  and  Marshall 
Latcher,  M.D.,  Oneonta,  treasurer. 

Dinner  was  served  at  the  Elks  Club,  Norwich, 
at  6:00  p.m.  The  following  representatives  of  the 
State  Society  were  present  and  introduced:  Dr. 

Walter  P.  Anderton,  secretary;  Dr.  Robert  R.  Han- 
non, executive  officer;  Mr.  George  P.  Farrell, 
director,  Medical  Care  Insurance  Division,  and  Mr. 
Thomas  E.  Walsh  of  the  Public  Relations  staff. 

The  address  was  given  by  the  president  of  the 
State  Society,  Dr.  Louis  H.  Bauer,  who  discussed 
national  problems  confronting  the  profession. 

The  evening  program  consisted  of  a “Symposium 
on  Asthma”  conducted  by  Dr.  Robert  Chobot  and 
Dr.  William  B.  Sherman,  from  the  Roosevelt 
Hospital  Allergy  Clinic,  New  York  City.  A round 
table  discussion  of  this  subject  concluded  the  ses- 
sion. 

Respectfully  submitted, 

Ivan  N.  Peterson,  M.D.,  President 
December  10, 1947 


Seventh  District  Branch 

To  the  House  of  Delegates;  Gentlemen: 

The  presidents  of  the  component  county  societies 
met  on  June  26,  1947,  with  Dr.  Robert  Hannon,  the 
executive  officer,  to  arrange  for  the  annual  meeting. 
Dr.  Floyd  S.  Winslow  of  Rochester  was  also  present 
at  this  meeting. 

The  forty-first  annual  meeting  was  held  on 
September  25  at  the  Veterans  Administration 
Hospital  at  Bath.  The  program  of  the  morning 
session  consisted  of:  “Primary  Care  of  the  Injured 
Hand,”  by  Dr.  John  C.  Dctro,  plastic  surgeon  at 
the  Rochester  General  Hospital,  and  “The  Peptic 
Ulcer  Problem,”  by  Dr.  Albert  F.  R.  Andresen, 
professor  of  clinical  medicine,  Long  Island  College 
of  Medicine. 

During  the  noon  intermission,  lunch  was  served 
at  the  hospital,  at  which  there  were  memorable 
addresses  by  Dr.  Louis  H.  Bauer,  president  of  the 
State  Society,  and  by  General  Paul  Hawley,  medical 
director  of  the  Veterans  Administration. 

At  the  opening  of  the  afternoon  session  there  was 
a short  business  meeting  to  elect  new  officers  for  the 


coming  term.  The  following  were  chosen:  Dr. 

Kenneth  Rowe,  Hornell,  president;  Dr.  George 
Gage,  Rochester,  first  vice-president;  Dr.  Samuel 
A.  Mumford,  Clifton  Springs,  second  vice-president; 
Dr.  Glenn  C.  Hatch,  Penn  Yan,  secretary,  and  Dr. 
James  J.  Yanick,  Hornell,  treasurer. 

The  scientific  papers  of  the  afternoon  were  “Hy- 
pertension,” by  Dr.  Jacob  D.  Goldstein,  assistant 
professor  of  medicine  and  bacteriology,  University 
of  Rochester  School  of  Medicine  and  Dentistry,  and 
“Office  Management  of  Gynecologic  Complaints,” 
by  Dr.  Clyde  L.  Randall,  professor  of  gynecology, 
LTniversity  of  Buffalo  School  of  Medicine. 

One  hundred  and  seven  members  registered  from 
the  district  and  thirteen  from  elsewhere. 

Respectfully  submitted, 

Lloyd  F.  Allen,  M.D.,  President 

March  1,  1948 


Eighth  District  Branch 

To  the  House  of  Delegates;  Gentlemen: 

The  annual  scientific  and  business  meeting  of  the 
Eighth  District  of  the  Medical  Society  of  the 
State  of  New  York  was  held  in  Jamestown  on 
October  1,  1947.  One  hundred  members  were  pre- 
sent. A scientific  program  consisting  of  the  fol- 
lowing was  presented:  “Hypoglycemia,”  by  Dr. 

Edgar  Beck;  “The  Significance  of  Laboratory 
Findings  in  the  Diagnosis  and  Treatment  of  Dis- 
ease,” by  Dr.  John  H.  Talbott;  “Symposium  on 
Cancer  Therapy:  The  Results  of  Experiments  and 
Clinical  Investigation  of  the  Newer  Agents  in  the 
Treatment  of  Cancer,”  by  Dr.  Louis  J.  Kress;  “Ad- 
vances in  the  Use  of  X-ray  and  Radium  in  the 
Treatment  of  Cancer,”  by  Dr.  Walter  Murphy, 
and  “New  Surgical  Methods  in  the  Treatment  of 
Cancer,”  by  Dr.  Joseph  E.  Macmanus. 

Dr.  Louis  II.  Bauer,  president  of  the  Medical 
Society  of  the  State  of  New  York,  was  the  prin- 
cipal speaker.  His  comments  and  advice  on  the 
need  of  greater  and  stronger  efforts  on  the  part  of 
organized  medicine  to  prevent  any  inroads  of  social- 
ized medicine,  were  presented  most  emphatically. 

Following  the  noontime  luncheon  session,  the 
annual  election  was  held.  The  following  were  elected 
to  office:  Dr.  Robert  C.  Peale  Cattaraugus 

County,  president;  Dr.  John  C.  Ivinzly,  Niagara 
County,  first  vice-president;  Dr.  Henry  S.  Martin, 
Wyoming  County,  second  vice-president;  Dr.  Ralph 
M.  Bruckheimer,  Chautauqua  County,  secretary, 
and  Dr.  Sydney  L.  McLouth,  Genesee  County, 
treasurer. 

The  Advisory  Council  of  presidents  and  secretaries 
of  the  medical  societies  of  the  Eighth  Judicial  Dis- 
trict of  New  York  State  has  just  completed  its  first 
year  of  activity.  The  first  regular  meeting  was 
held  in  Buffalo  on  February  20,  1947.  Eighteen 
representatives  of  the  eight  county  societies  were 
present.  Consideration  of  bills  before  the  1947 
session  of  the  State  Legislature  that  pertained  to 
the  direct  interest  or  welfare  of  the  medical  pro- 
fession were  the  main  topic  of  discussion.  Letters 
recording  the  reaction  of  the  group  were  sent  to  the 
various  State  Legislators,  who  were  sponsoring  or 
interested  in  the  bill.  Since  the  first  meeting,  the 
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Advisory  Council  has  met  at  intervals  of  two 
months.  All  meetings'  have  been  well  attended. 
The  discussion  has  been  free,  and  any  action  taken 
on  matters  brought  before  the  council  was  a con- 
certed one,  representing  the  reaction  of  the  medical 
profession  of  western  New  York. 

At  the  last  meeting  held  on  February  12,  1948,  the 
council  and  representatives  of  the  Legislative  and 
Workmen’s  Compensation  Committees  of  the  eight 
participating  counties  met  with  the  Advisory  Coun- 
cil to  discuss  the  current  bills  of  medical  interest, 
that  were  before  the  1948  State  Legislature. 

It  was  agreed  at  this  meeting  that  the  Advisory 
Council  as  a body,  and  the  county  societies  as  indi- 
vidual units,  would  acquaint  appropriate  com- 
mittee chairmen  of  the  State  Legislature  and  indi- 
vidual members  of  the  Legislature  from  the  Eighth 
District  counties  with  the  views  and  reactions  of 
Eighth  District  medicine  on  all  measures  con- 
sidered at  this  stated  meeting.  Such  action  has 
been  taken  and  the  response  from  the  State  Legis- 
lators has  been  most  gratifying. 


It  was  also  agreed  that,  at  future  meetings,  repre- 
sentatives from  the  various  county  committees 
would  meet  with  the  Advisory  Council  from  time 
to  time,  to  share  opinions  and  act  on  any  matters 
that  might  pertain  to  their  respective  committees.* 
As  president  of  the  Eighth  District  Branch  and 
chairman  of  the  Advisory  Council,  I would  like  to 
take  this  ocdhsion  to  thank  the  representatives  of  the 
component  county  societies  for  their  cooperation  and 
loyal  support  during  the  first  year  of  the  Advisory 
Council  in  making  it  a potent  factor  in  medical 
activities  in  western  New  York. 

In  addition,  I would  like  also  to  extend  the  ap- 
preciation of  the  Advisory  Council  for  the  able  assist- 
ance rendered  by  Mr.  Harold  P.  Jarvis  and  Mr. 
Joseph  J.  Guariglia  of  Erie  County  and  for  their 
generous  cooperation  in  organization  plans. 

Respectfully  submitted, 

William  J.  Orr,  M.D.,  President 

March  8, 1948 
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1948  HOUSE  OF  DELEGATES— REFERENCE  COMMITTEES 


Credentials 

Charles  F.  McCarty,  Chairman,  Kings 
Alfred  K.  Bates,  Cayuga  « 

Goodlatte  B.  Gilmore,  Bronx 
George  H.  Burgin,  Herkimer 
Samuel  W.  Moore,  New  York 

President 

Philip  D.  Allen,  Chairman,  New  York 

William  J.  Tracy,  Steuben 

Harold  F.  Morrison,  First  District  Branch 

William  Klein,  Bronx 

Francis  G.  Riley,  Queens 

Secretary,  Censors,  and  District  Branches 
Leo  F.  Schiff,  Chairman,  Clinton 
Raymond  F.  Kircher,  Albany 
Charles  A.  Anderson,  Kings 
F.  S.  Wetherell,  Onondaga 
M.  R.  Bradner,  Orange 

Treasurer  and  Trustees 

Irwin  E.  Siris,  Chairman,  Kings 
Stephen  R.  Monteith,  Rockland 
John  J.  Finigan,  Monroe 
Homer  J.  Knickerbocker,  Ontario 
William  C.  White,  New  York 

Planning  Committee  for  Medical  Policies 
Thomas  M.  D’Angelo,  Chairman,  Queens 
Harry  C.  Guess,  Erie 
E.  C.  Foster,  Yates 
George  C.  Adie,  Westchester 
Dwight  V.  Needham,  Onondaga 

Malpractice  Insurance  and  Defense  Board 

Report  of  Legal  Counsel 
Abraham  Koplowitz,  Chairman,  Kings 
Harold  B.  Davidson,  New  York 
Harry  S.  Fish,  Tioga 
Charles  C.  Trembley,  Franklin 
Henry  E.  McGarvey,  Westchester 

Constitution  and  Bylaws 

Peter  J.  Di  Natale,  Chairman,  Genesee 
Leo  E.  Gibson,  Onondaga 
Ezra  A.  Wolff,  Queens 
Joseph  L.  Kiley,  Saratoga 
Sylvester  C.  Clemans,  Fulton 

Council — Part  I 

POSTGRADUATE  EDUCATION 

W.  Walter  Street,  Chairman,  Onondaga 
Scott  Lord  Smith,  Dutchess 
Paul  F.  Wilwerth,  Schuyler 
Donald  E.  McKenna,  Kings 
Kenneth  F.  Bott,  Greene 

Council — Part  II 

MATERNAL  AND  CHILD  WELFARE 

Thurman  B.  Givan,  Chairman,  Kings 
T.  A.  Lynch,  Lewis 
E.  Kenneth  Horton,  Nassau 
Edgar  Bieber,  Chautauqua 
William  A.  Peart,  Niagara 

Council — Part  III 

PUBLIC  HEALTH  ACTIVITIES  A 

Harry  Golembe,  Chairman,  Sullivan 
Vincent  Juster,  Queens 
Leo  Schwartz,  Kings 
f daude  C.  Nuchols,  Jr.,  Albany 
Elton  R;  Dickson,  Broome 


Council — Part  IV 

PUBLIC  HEALTH  ACTIVITIES  B 

Thomas  H.  McGavack,  Chairman,  Section  Dele- 
gate 

Maxwell  D.  Ryan,  Section  Delegate 
Donald  Malven,  Dutchess 
W.  T.  Boland,  Chemung 
Abraham  M.  Rabiner,  Kings 

Council — Part  V 

PUBLIC  HEALTH  ACTIVITIES  C 

Philip  L.  Forster,  Chairman,  Section  Delegate 
Stanley  B.  Folts,  Seneca 
E.  L.  Harmon,  Westchester 
Madge  C.  L.  McGuinness,  New  York 
John  L.  Sengstack,  Suffolk 

Council — Part  VI 

ECONOMICS 

PUBLIC  MEDICAL  CARE 

MEDICAL  SERVICE 

JOINT  COMMITTEE  OF  THE  HOSPITAL  ASSOCIATION  AND 
THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

Edward  P.  Flood,  Chairman,  Bronx 
Stephen  H.  Curtis,  Section  Delegate  . 

E.  E.  Babcock,  Jefferson 
Porter  A.  Steele,  Erie 
Frank  J.  Cerniglia,  Queens 

Council — Part  VII 

MEDICAL  CARE  INSURANCE 

John  B.  D’Albora,  Chairman,  Second  District 
Branch 

John  T.  Donovan,  Erie 
John  E.  Wattenberg,  Cortland 
John  M.  Galbraith,  Nassau 
A.  Wilbur  Duryee,  New  York 

Council — Part  VIII 

LIAISON  WITH  VETERANS  ADMINISTRATION,  WAR 
MEMORIAL 

Joseph  P.  Henry,  Chairman,  Monroe 
Walter  T.  Heldmann,  Richmond 
Margaret  Janeway,  New  York 
John  L.  O’Brien,  Bronx 

Benjamin  M.  Bernstein,  Kings  •> 

Council — Part  IX 
LEGISLATION 

Andrew  A.  Eggston,  Chairman,  Westchester 

A.  W.  Martin  .Marino,  Kings 

Samuel  B.  Burk,  New  York 

John  L.  Edwards,  Columbia 

Felix  Ottaviano,  Madison 

Council — Pa  rl  X 
workmen’s  compensation 

Frederick  W.  Holcomb,  Chairman,  Ulster 
Reginald  A.  lliggons,  Westchester 
Olin  J.  Mowry,  Oswego 
Arthur  J.  Fischl,  Queens 
Ralph  Sheldon,  Wayne 

Council — Part  XI 

PUBLICATION,  PUBLIC  RELATIONS 

Theodore  J.  Curphey,  Chairman,  Nassau 
Frank  LaGattuta,  Bronx 
Ivan  Peterson,  Sixth  District  Branch 
Charles  S.  Lakeman,  Monroe 
Irving  Sands,  Kings 
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Council — Part  XII 

miscellaneous:  conventions,  medical  licensure, 

NURSING,  woman’s  AUXILIARY,  OFFICE  ADMINISTRA- 
TION AND  POLICIES,  ETHICS,  MEMORIALS 

Joseph  A.  Geis,  Chairman,  Essex 
Burrill  B.  Crohn,  New  York 
John  J.  Gainey,  Kings 
J.  Mott  Crumb,  Chenango 
Moses  A.  Stivers,  Orange 


Miscellaneous  Business  A 

Frederick  Williams,  Chairman,  Bronx 
John  Dugan,  Orleans 
John  F.  Kelley,  Oneida 
Richard  P.  Doodv,  Rensselaer 
Joseph  Tenopyr,  Kings 
Miscellaneous  Business  B 

William  B.  Rawls,  Chairman,  New  York 
Joseph  H.  Cornell,  Schenectady 
Morris  Maslon,  Warren 
Thomas  M.  Brennan,  Kings 
J.  Lewis  Amster,  Bronx 


Resume  of  Instructions  of  the  1947  House  of  Delegates  and  Actions  Thereon 
of  the  Council,  Board  of  Trustees,  and  Officers 


Legislation  Regarding  Partnerships  and  Group 
Practice  (Section  72). — As  a result  of  report  of  the 
Planning  Committee  for  Medical  Policies,  an  au- 
thorization from  the  House  of  Delegates  to  the  Coun- 
cil to  have  legislation  drafted  regarding  partnerships 
and  group  practice  was  referred  by  the  Council  to 
the  Committee  on  Legislation.  As  this  whole  sub- 
ject is  still  being  studied  by  the  Planning  Committee 
for  Medical  Policies,  the  Committee  on  Legislation 
has  not  yet  drafted  proposed  legislation  for  submis- 
sion to  the  Council.  See  below  (Section  113). 

Contract  with  Kings  County  Medical  Society 
(Section  94). — The  House  of  Delegates  referred  to 
the  Council,  in  conjunction  with  the  Comitia  Mi- 
nora of  the  Medical  Society  of  the  County  of  Kings, 
the  proposal  to  modify,  continue  or  terminate  a con- 
tract relating  to  book  reviews  for  the  New  York 
State  Journal  of  Medicine,  medical  journal  ex- 
changes, and  other  matters.  The  Council  referred 
this  to  legal  counsel  of  the  two  societies  for  pre- 
liminary report,  subsequently  to  be  “taken  up  by  a 
joint  committee  of  the  Council  and  of  the  Comitia 
Minora  of  the  Kings  County  Society.”  In  reply  to 
a letter  from  Messrs.  Martin  and  Clearwater,  Coun- 
sel of  the  Medical  Society  of  the  State  of  New  York, 
on  February  6,  1948,  Dr.  A.  W.  Martin  Marino, 
president  of  the  Medical  Society  of  the  County  of 
Kings  wrote  as  follows: 


Messrs.  Martin  and  Clearwater 
30  Broad  Street 
New  York  4,  New  York 
Gentlemen: 


Your  letter  of  January  21,  1948,  addfessed  to  our  Counsel, 
Mr.  Edmund  A.  Whalen,  was  considered  at  a meeting  of  the 
Trustees  on  Wednesday  of  this  week. 

I do  not  think  that  it  is  necessary  to  discuss  at  length  the 
original  agreement  of  1906  between  the  State  Medical  Society 
and  our  Society,  and  the  slight  modification  of  the  same  in 
1914.  The  Trustees  examined  into  all  the  records  in  our 
possession  concerning  the  said  agreement  and  the  operations 
thereunder  for  the  past  forty  years.  They  are  confident  that 
our  Society  has  fulfilled  all  of  the  terms  of  the  agreement. 
They  desire  to  call  to  your  attention  the  all-important  fact 
that  at  the  time  the  original  agreement  was  entered  into,  our 
Society  discontinued  the  publication  of  the  Brooklyn  Medical 
Journal.  The  Trustees  are  of  the  opinion  that  should  tho 
State  Society  desire  to  have  a mutual  termination  or  modi- 
fication of  the  original  agreement,  then  it  would  be  incumbent 
on  the  State  Society  to  establish  a journal  to  be  known  as  the 
Medical  Journal  of  the  Medical  Society  of  the  County  of  Kings 
and  Academy  of  Medicine  of  Brooklyn,  whereby  our  Society 
would  have  all  the  advantages  which  it  had  originally  when  it 
published  the  Brooklyn  Medical  Journal. 

The  Trustees  feel  that  it  is  worthy  of  note  that,  after  the 
probation  period  of  five  years,  from  1906  to  1911,  the  State 
Society  reaffirmed  all  the  terms  and  provisions  of  the  original 
agreement. 


The  Joint  Committee  has  not  yet  met. 


Licensing  of  X-Ray  Departments  as  Laboratories 

(Section  98). — The  House  instructed  that  Counsel 
should  “proceed  legally  to  test  the  validity  of”  an 
amendment  to  the  Workmen’s  Compensation  Law 
in  relation  to  claims  for  services  in  connection  with 
x-ray  examination,  diagnosis,  or  treatment  of  claim- 
ants by  a licensed  laboratory  or  bureau  of  a volun- 
tary hospital.  Messrs.  Martin  and  Clearwater  have 
reported  to  the  Council  that  no  case  has  so  far  pre- 
sented itself  which  would  make  a proper  basis  for 
testing  this  part  of  the  law. 

Employment  of  Salaried  Radiologists*  by  Hos- 
pitals (Section  99). — The  House  of  Delegates’  reso- 
lution “that  the  Counsel  of  the  Medical  Society  of 
the  State  of  New  York  take  legal  steps  to  secure  an 
interpretation  of  the  statutes  relating  to  the  permis- 
sible financial  relationship  between  hospitals  and 
radiologists,”  as  the  result  of  the  Reference  Com- 
mittee report,  was  referred  to  the  Council.  After 
consideration  by  Counsel  and  the  Legislative  Com- 
mittee, it  was  reported  to  the  Council  that  success  in 
securing  such  an  interpretation  would  be  almost  im- 
possible, and  would  probably  entail  considerable 
waste  of  time  and  money. 

X-Ray  Diagnosis  (Section  101). — As  a result  of 
instructions  from  the  House,  the  Legislative  Com- 
mittee sponsored  a bill  (Senate  Introductory  1248, 
Fino;  Assembly  Introductory  2368,  Clancy)  to 
amend  the  Education  Law.  The  bill  had  not  been 
acted  upon  by  the  Legislature  at  the  time  of  this  re- 
port (March  1,  1948). 

Group  Practice  (Section  113). — The  House  re- 
quested the  Council  “to  furnish  in  as  much  detail  as 
possible  the  partnership  and  group  practice  regu- 
lations, financial  agreements,  and  permissible  par- 
ticipation with  laymen  under  which  the  members  of 
organized  medicine  may  practice  their  profession.” 
This  was  referred  by  the  Council  to  the  Planning 
Committee  with  the  Committee  on  Ethics,  and 
whatever  other  groups  these  Committees  deemed  ad- 
visable. The  Planning  Committee  considered  this 
resolution  at  length  on  December  10,  1947.  This 
matter  is  still  under  consideration  by  the  aforesaid 
Committees,  and  also  by  the  Bureau  of  Economic 
Research  of  the  American  Medical  Association. 

Distribution  of  Medical  Care  (Section  114). — The 
supplying  of  information  regarding  locations  for  pro- 
spective practitioners,  was  referred  by  the  Council 
to  the  Publication  Committee.  This  Committee 
has  taken  cognizance  of  this  matter,  and  also  of  the 
many  instances  when  prospective  practitioners,  par- 
ticularly general  practitioners,  have  received  help 
and  information  from  the  Secretary  of  the  Society. 


780 


HOUSE  OF  DELEGATES 


[N.  Y.  State  J.  M. 


Podiatry  (Section  116).— Efforts  of  the  Podiatry 
Society  of  the  State  of  New  York  to  enlarge  the  legal 
scope  of  the  definition  of  podiatry  were  referred  by 
the  Council  to  a Subcommittee  of  the  Legislative 
Committee.  (See  Annual  Report  of  Legislative 
Committee.) 

Several  meetings  were  held  with  representatives  of 
the  Podiatry  Society  of  the  State  of  New  York. 
The  proposed  bill  was  carefully  studied,  and  on  rec- 
ommendation of  the  Committee,  the  Council  voted 
not  to  oppose  it. 

Training  of  Medical  Technicians  (Section  117). — 
The  above  Subcommittee  received,  from  the  Council, 
the  House  resolution  and  Reference  Committee  re- 
port regarding  training  of  medical  technicians.  As 
a result  of  the  interest  of  the  Public  Relations  Com- 
mittee of  the  New  York  Academy  of  Medicine,  a 
joint  committee  of  that  body  and  the  Medical  So- 
ciety of  the  State  of  New  York  has  undertaken  a 
complete  study  of  this  subject.  The  study  is  in 
progress,  and  has  not  yet  been  reported  upon. 

Business  Survey  (Section  123). — (See  Annual  Re- 
port of  the  Committee  on  Office  Administration  and 
Policies.)  This  Committee  has  conducted  a study 
of  the  management  and  administration  of  the  affairs 
of  the  Society,  and  has  instituted  a number  of  re- 
forms and  improvements. 

War  Memorial  (Section  123). — The  House  of 
Delegates  referred  this  subject  to  the  Council  and 
Trustees  for  further  study.  The  Subcommittee  of 
two  trustees  and  two  councilors,  under  the  chairman- 
ship of  Dr.  James  F.  Rooney,  has  studied  and  ex- 
plored the  establishment  of  a memorial  to  members 
of  the  Society  who  lost  their  lives  in  their  country’s 
service  during  World  War  II.  Considerable  factual 
data  have  been  added  to  material  collected  in  two 
previous  years.  (See  report  of  War  Memorial  Com- 
mittee.) 

Workmen’s  Compensation  Board  Medical  Prac- 
tice Committee  (Section  124). — As  instructed  by  the 
House,  the  Legislative  Committee  sponsored  Senate 
Introductory  Bill  2478  (Fino),  Assembly  Introduc- 
tory Bill  1575  (HannifonF)  in  the  1948  New  York 
State  Legislature.  At  the  writing  of  this  resume, 
these  bills  are  in  committee.  On  account  of  oppo- 


sition to  them  by  the  New  York  State  Department  of 
Labor,  it  is  deemed  unlikely  that  they  will  pass. 

Relationships  Between  Hospitals  and  Specialists 
of  Laboratory  Medicine  (Section  127). — The  Council, 
having  received  this  matter  from  the  House  of  Dele- 
gates, referred  it  to  both  the  Joint  Committee  of  the 
Hospital  Association  of  New  York  and  the  Medical 
Society  of  the  State  of  New  \ ork,  and  to  the  Com- 
mittee on  Economics  of  the  Medical  Society  of  the 
State  of  New  York.  After  unavoidable  delay  this 
matter  was  considered  under  the  guidance  of  the 
Committee  on  Economics  on  March  3, 1948.  It  was 
agreed  that  preparation  of  a bill  for  the  1949  New 
York  State  Legislature  will  be  undertaken.  The 
object  will  be  to  define  the  relationships  of  medical 
specialists  with  hospitals  and  such  institutions. 

American  Medical  Association  Resolutions. — As 
instructed  by  our  House  of  Delegates,  resolutions 
were  introduced  at  the  1947  Annual  Meeting  of  the 
American  Medical  Association  House  of  Delegates. 

The  resolution  regarding  group  practice,  intro- 
duced by  Dr.  J.  Stanley  Kenney,  was  accepted  in 
principle,  and  referred  to  the  proper  Council  of  the 
American  Medical  Association. 

The  resolution  regarding  hospital  specialty  boards 
was  introduced  by  Dr.  John  J.  Masterson.  It  was 
considered  by  the  Reference  Committee,  with  other 
similar  resolutions.  The  House  of  Delegates  took 
sympathetic  action. 

Dr.  James  R.  Reuling  introduced  a resolution  re- 
garding teaching  medical  economics  in  medical 
schools.  On  recommendation  of  the  Reference 
Committee  it  was  referred  to  the  appropriate  Board. 

The  resolution  regarding  nurses,  introduced  by 
Dr.  Walter  W.  Mott,  was  passed  by  the  House. 

The  resolution  regarding  the  American  Medical 
Association  News  Releases,  which  Dr.  Harry  Aranow 
introduced,  was  defeated. 

The  resolution  about  Veterans  Administration 
home  town  care  of  service-connected  disabilities  re- 
ceived favorable  vote. 

The  complete  minutes  of  both  the  Annual  and 
Interim  Sessions  of  the  House  of  Delegates  of  the 
American  Medical  Association  have  been  published 
in  the  Journal  of  the  American  Medical  Association. 


Proposed  Amendments  to  the  Constitution  and  Bylaws 


In  accordance  with  Article  XIII  of  the  Constitu- 
tion and  Bylaws,  the  following  proposed  amend- 
ments are  published  for  the  information  of  the  House 
of  Delegates  and  will  be  considered  at  its  next  meet- 
ing. 


Proposed  Amendment  to  Article  VI  of  the 
Constitution 

Introduced  by  Dr.  Louis  II.  Bauer,  President. 
Article  VI  of  the  Constitution  shall  be  amended  to 
to  read  as  follows: 

“The  Board  of  Trustees  shall  consist  of  nine  mem- 
bers elected  by  the  House  of  Delegates  in  accordance 
with  the  Bylaws.  The  President,  the  Secretary,  and 
the  Treasurer  shall  sit  with  the  Board  of  Trustees 
with  voice  hut  without  vole.” 


Proposed  Amendment  to  Chapter  III, 
Section  3 of  the  Bylaws 

Introduced  by  Dr.  Louis  H.  Bauer,  President. 
Chapter  III,  Section  3 of  the  Bylaws  shall  be 
amended  to  read  as  follows: 

“ Two  trustees  shall  be  elected  annually  except 
every  fifth  year  when  but  one  shall  be  elected,  each  to 
serve  for  five  years.  In  case  of  a vacancy,  a trustee 
shall  be  elected  for  the  unexpired  term,  provided,  that 
at  the  session  of  the  House  of  Delegates  at  which  this 
amendment  is  adopted,  one  trustee  shall  be  elected  for 
five  years,  one  for  four  years,  one  for  three  years,  one 
for  two  years,  and  one  for  one  year:  that  at  the  next 
four  annual  sessions,  two  shall  be  elected  for  five 
years.  No  trustee  shall  serve  for  more  than  two 
terms,  but  a trustee  elected  to  serve  an  unexpired  term 
shall  not  be  regarded  as  having  served  a term  unless  he 
has  served  three  or  more  years.” 

Dr.  James  F.  Rooney,  Albany,  gave  note  of  Gen- 
eral Amendments  to  the  Bylaws. 


TTHE  Technical  Exhibits  at  the  Annual  Meeting  at  the  Hotel  Pennsylvania,  New 
York  City,  May  18  to  21,  will  feature  much  that  is  new  for  the  physician.  A glance 
at  the  following  paragraphs  will  give  a resume  of  new  and  improved  products  and  services 
which  will  be  on  display  at  the  Technical  Exhibits. 


Abbott  Laboratories,  North  Chicago  (Booth  42), 
cordially  invites  you  to  view  their  exhibit  specially 
prepared  for  this  meeting  and  featuring  products  in 
the  antibiotic,  anticonvulsant,  anesthetic,  allergenic, 
sulfonamide,  hematinic,  vitamin,  antiseptic,  and 
other  fields'.  Your  discussion  and  questions  regard- 
ing newer  developments  will  be  welcomed  heartily 
by  the  professional  service  representatives  in  at- 
tendance. 

The  Alkalol  Company,  Taunton,  Massachusetts 
(Booth  23),  will  feature  Alkalol,  the  balanced,  alka- 


line, saline  solution  for  the  treatment  of  mucous 
membranes  and  irritated  tissues.  It  is  bland,  non- 
toxic, and  effective,  and  has  been  a favorite  since 
1896.  We  are  also  showing  Irrigol,  a powder  which 
in  solution  makes  an  aseptic,  slightly  astringent 
vaginal  douche.  It  is  widely  used  also  for  colonic 
irrigations  and  as  an  effective  rectal  enema. 

Ames  Company,  Inc.,  Elkhart,  Indiana  (Booths  120 
and  121).  Representatives  will  be  glad  to  discuss 
Decholin,  the  standard  hydrocholeretic  agent  for  the 
treatment  of  biliary  tract  diseases.  They  will  be 
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demonstrating  Clinitest  and  Hematest,  simplified 
tests  for  the  detection  of  urine  sugar  and  occult 
blood. 

The  Armour  Laboratories,  Chicago  (Booths  82  and 
83),  invite  members  of  the  Medical  Society  of  the 
State  of  New  York  to  visit  the  Armour  display.  If 
you  have  not  received  your  copy  of  the  Armour 
Atlas  of  Hematology,  Function  and  Malfunction  of 
the  Biliary  System,  or  The  Thyroid  Gland  and  Clini- 
cal Application  of  Medicinal  Thyroid,  copies  may  be 
obtained  at  the  Armour  display. 

Associated  Concentrates,  Inc.,  Elmhurst,  New  York 
(Booth  25),  will  exhibit  various  preparations  used  in 
the  treatment  of  diseases  related  to  faulty  lipid  me- 
tabolism such  as  psoriasis,  hypercholesterolemia,  and 
poor  absorption  of  vitamin  A.  A new  high  protein, 
high  vitamin  food  preparation  will  be  shown  also. 
Samples  and  literature  will  be  distributed. 

Ayerst,  McKenna  & Harrison  Ltd.,  New  York 
(Booth  40).  Premarin  is  a potent  preparation  of 
naturally  occurring,  water-soluble  equine  conju- 
gated estrogens  containing  sodium  estrone  sulfate 
as  one  of  its  estrogens.  Premarin  combines  a high 
degree  of  potency  with  convenience  of  administra- 
tion and  is  well  tolerated  by  the  patient.  It  is  sup- 
plied with  the  approval  of  the  Research  Institute  of 
Endocrinology,  McGill  University,  and  is  accepted 
by  the  Council  of  Pharmacy  and  Chemistry  of  the 
American  Medical  Association. 

The  Beech-Nut  Packing  Company,  New  York 
(Booth  87),  whose  baby  food  advertising,  as  well  as 
high  standards  of  baby  food  production,  have  been 
accepted  by  the  Council  of  Foods  and  Nutrition  of 
the  American  Medical  Association,  will  feature  its 
thirty-six  varieties  of  strained  and  junior  foods. 

The  Best  Foods,  Inc.,  New  York  (Booth  5),  is  ex- 
hibiting Nucoa,  the  wholesome,  nutritious,  vegetable 
margarine  which  contains  15,000  units  of  vitamin  A 
to  the  pound.  Also  on  exhibit  will  be  the  famous 
Best  Foods — Hellmann’s  Real  Mayonnaise  and  other 
Best  Foods’  products.  Miss  Elsie  Stark,  director  of 
consumer  education,  will  be  in  charge  of  the  booth 
and  will  welcome  questions  about  the  products. 

Bilhuber-Knoll  Corp.,  Orange,  New  Jersey  (Booth 
81).  For  information  on  the  latest  developments  of 
the  medicinal  chemicals  of  Bilhuber-Knoll  Corpora- 
tion, visit  their  booth.  Your  discussions  will  be 
welcomed  on  Denethyl,  their  new  vasopressor; 
Octin,  antispasmodic;  Metrazol,  analeptic  and  anti- 
anoxiant;  Theocalcin,  diuretic  and  myocardial 
stimulant,  and  Dilaudid,  analgesic  and  cough  seda- 
tive. These  and  their  other  dependable  prescription 
chemicals  are  prescribed  alone  or  in  combinations 
with  other  drugs  as  the  individual  patient  may  re- 
quire. 

Ernst  Bischoff  Company,  Inc.,  Ivoryton,  Connecticut 
(Booth  28),  cordially  invites  you  to  visit  their  dis- 
play. Professional  service  representatives,  Mr. 
Lawrence  Lesser  and  Mr.  Julian  L.  Stratton,  will  be 
on  hand  and  will  welcome  your  questions  concerning 
the  use  of  Bischoff  products  in  your  practice. 

J.  Bishop  & Company  Platinum  Works,  Medical 
Products  Division,  Malvern,  Pennsylvania  (Booth 
8),  is  exhibiting  the  complete  Bishop  line  of  Blue 
Label  and  Albalon  hypodermic  needles,  syringes, 
and  clinical  thermometers.  S.  V.  Whitaker,  Thomas 
Nichols,  and  J.  M.  Moran,  Bishop  representatives  in 


attendance,  cordially  invite  all  Convention  guests  to 
visit  the  Bishop  exhibit. 

The  Blakiston  Company,  Phila- 
delphia, Pennsylvania  (Booth 
79),  has  prepared  an  attractive 
exhibit  of  new  and  standard 
books  of  interest  to  physicians 
in  every  practical  field  of  modern 
medicine.  New  voluipes  are 
listed  in  the  Recent  Advances 
Series,  a new  History  of  Medi- 
cine arranged  for  the  convenience 
of  tracing  each  specialty  through  to  its  origin;  new 
books  on  laboratory  technic,  clinical  chemistry, 
hematology,  parasitology,  biochemistry,  etc.,  are 
some  of  the  interesting  new  books  on  display  at  the 
Blakiston  booth. 

The  Borden  Company,  New 
York  (Booth  108),  invites  your 
attention  to  Gerilac,  a vitamin- 
fortified  powdered  milk  for  well- 
rounded  nutrition  in  convales- 
cence, pre-  and  postoperative 
diets,  geriatrics,  pregnancy  and 
lactation,  and  soft  and  liquid 
diets.  Likewise  exhibited  will 
be  our  long-established  products 
for  infant  feeding:  Biolac,  Dryco,  Mull-Soy, 

Merrell-Soule  Special  Milks,  general  purpose  Klim, 
and  Beta  Lactose. 

Brewer  and  Company,  Incorporated,  Worcester, 
Massachusetts  (Booths  77  and  78).  This  exhibit 
consists  of  specialties  centering  around  Theosodate, 
the  original  enteric-coated  tablets  of  theobromine  so- 
dium acetate,  and  Luasmin,  combination  of  theo- 
phylline sodium  acetate,  Phenobarbital  and  Ephed- 
rine  for  the  treatment  of  asthma.  Brewer  capsules 
and  ampules,  other  specialties  including  Soduxin 
(sodium  succinate-Brewer)  and  standard  pharma- 
ceuticals manufactured  by  Brewer  and  Company, 
Inc.,  a complete  line  of  vitamin  preparations  for 
internal  use  and  injections,  and  Gel-Ets,  the  newest 
mode  in  oral  vitamins  therapy,  also  are  featured. 

Bristol  Laboratories,  Incorporated,  New  York 
(Booth  96).  This  exhibit  at  the  1948  meeting  of  the 
Medical  Society  of  the  State  of  New  York  will  be  de- 
voted to  the  display  of  antibiotics  and  pharma- 
ceutical products.  Qualified  representatives  will  be 
on  hand  to  assist  the  medical  profession  with  any 
inquiries.  Literature  describing  Bristol  products 
will  be  available. 

Burroughs  Wellcome  & Company  (U.S.A.),  Inc., 

Tuckahoe,  New  York  (Booth  58).  Among  sig- 
nificant products  featured  will  be  Wellcome  Globin 
Insulin,  which  provides  an  action  timed  to  be  more 
suitable  for  the  average  diabetic;  Tabloid  Empirin 
Compound  with  Codeine  Phosphate  gr.  1,  No.  4,  for 
relief  of  severe  pain;  Nutragest,  the  palatable  die- 
tary compound  containing  predigested  proteins 
(amino  acids  and  polypeptides),  carbohydrates; 
and  Methedrine,  a recent  sympathomimetic  drug  of 
wide  therapeutic  application. 

Cambridge  Instrument  Company,  Inc.,  New  York 
(Booths  126  and  127),  will  exhibit  diagnostic  in- 
struments. Among  these  will  be  the  well-known 
Cambridge  Simpli-Trol  portable  model  electro- 
cardiograph and  electrocardiograph-stethograph 
with  pulse  recorder,  the  new  Cambridge  electro- 
kymograph  for  recording  heart  border  motion,  and 
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the  Cambridge  plethysmograph,  a new  calibrated  in- 
strument which  makes  quantitative  and  repro- 
ducible records. 

Camel  Cigarettes,  New  York  (Booths  10  and  11), 
will  present  a dramatic  full  color  review  of  their  re- 
cent medical  research  on  smoking,  as  well  as  the 
details  of  the  nationwide  survey  showing  that  “More 
Doctors  Smoke  Camels  Than  Any  Other  Cigarette.” 
Another  panel  will  illustrate  the  absorption  of  nico- 
tine in  the  respiratory  tract.  Representatives  will 
be  present. 

Cameron  Heartometer  Company,  Chicago  and  New 
York  (Booth  35).  See  the  improved  Heartometer,  a 
scientific  precision  instrument  for  recording  accu- 
rately systolic  and  diastolic  blood  pressures,  also 
furnishing  a permanent  graphic  record  of  the  pulse 
rate,  disturbances  of  the  rhythm,  myocardial  re- 
sponse, the  action  of  the  valves,  as  well  as  peripheral 
vascular  circulation.  The  Heartometer  clearly  re- 
veals heart  disturbances  in  both  early  and  advanced 
stages  and  is  of  great  value  in  checking  the  progress 
of  medication  and  treatments.  . 

Cameron  Surgical  Specialty  Company,  New  York 
and  Chicago  (Booth  32).  Cameron  instruments  are 
known  the  world  over.  They  represent  the  very 
finest  in  precision  mechanical  skill.  The  new  items 
shown  are  the  coated-lensed  Omniangle  (pro-grade- 
retrograde)  gastroscope,  the  new  stainless  steel,  boil- 
able  bronchoscopic  outfit  with  telescopic  vision,  and 
four  sizes  of  radio  knives  for  office  and  hospital. 

S.  H.  Camp  and  Company,  Jackson,  Michigan 
(Booth  75).  A series  of  illuminated  transparencies 
depicting  anatomical  conditions  before  and  after 
application  of  Camp  Anatomical  Supports  will  be 
displayed.  Experts  in  attendance  will  answer 
questions  pertaining  to  the  scientific  application  of 
Anatomical  Supports  and  advise  regarding  the  avail- 
ability of  them  in  authorized  service  departments 
throughout  the  country. 

Canadian  Radium  & Uranium  Corporation,  New 

York  (Booth  105).  American-mined  and  American- 
refined  radium  now  available  to  the  medical  pro- 
fession in  any  form  and  any  type  of  container.  Old 
radium  exchanged  for  new.  A complete  line  of 
radium  instruments,  accessories,  and  protective 
equipment.  See  our  new-type  radium  D applicatpr 
for  treatment  of  ophthalmalogic  conditions — a revo- 
lutionary advance  in  radiation-therapy.  For  fur- 
ther details,  visit  our  booth. 

Carnation  Company,  Los  Angeles,  California  (Booth 
55),  invites  you  to  visit  their  booth,  where  you  will 
see  an  attractive  display  on  Carnation  Evaporated 
Milk — “the  milk  every  doctor  knows.”  Some  valu- 
able information  on  the  use  of  this  milk  for  infant 
feedings,  child  feeding,  and  general  diet  will  be  pre- 
sented and  the  method  by  which  Carnation  is  forti- 
fied generously  with  pure  crystalline  Vitamin  D — 
400  U.S.P.  units  per  reconstituted  quart — will  be 
explained.  Interesting  literature  will  be  available 
for  distribution. 

Chatham  Pharmaceuticals,  Inc.,  Newark,  New 
Jersey  (Booth  124),  extends  an  invitation  to  all 
physicians  to  visit  their  booth.  Samples,  literature, 
and  information  will  be  available  on  Chatham’s  new 
anesthetic,  bacteriostatic,  fungistatic,  and  healing 
Ultracain  Ointment.  Information  and  literature 
will  also  be  available  on  Koagamin,  Chatham’s 
arenteral  solution  for  increasing  blood  coagula- 
ility. 


Ciba  Pharmaceutical  Products,  Inc.,  Summit,  New 
Jersey  (Booth  52),  invites  you  to  visit  their  exhibit 
for  latest  information  on  steroid  sex  hormones.  We 
will  feature  economical  oral  hormone  therapy  with 
Metandren  Linguets,  the  most  effective  oral  andro- 
gen; Lutocylol  Linguets  the  most  effective  oral 
progestogen,  and  Ethinyl  Estradiol,  the  most  potent 
oral  estrogen.  Representatives  in  attendance  will 
be  glad  to  answer  any  questions  that  you  may  have 
concerning  these  and  other  Ciba  products. 

The  Coca-Cola  Company,  Atlanta,  Georgia  (Booth 
117).  Ice-cold  Coca-Cola  will  be  served  to  the  dele- 
gates with  the  compliments  of  the  Coca-Cola  Com- 
pany, through  the  cooperation  of  the  Coca-Cola 
Bottling  Company  of  New  York,  Inc. 

Crookes  Laboratories,  New  York  (Booth  18).  On 
display  at  their  exhibit  will  be  their  new  fungicide, 
Decupryl,  combining  copper  undecylenate  with  a 
wetting  agent  in  a fat-solvent,  low-surface-tension 
base,  for  tinea  capitis  and  dermatophytosis;  Tropa- 
sil,  a new  antispasmodic-antacid  preparation,  to- 
gether with  Collo-Sul  Cream,  Enzo-Cal  and  other 
well-known  Crookes’  specialties. 

Davies,  Rose  & Company,  Limited,  Boston,  Massa- 
chusetts (Booth  20).  The  current  Quinidine  Std- 
fate  situation,  a perplexing  problem  during  the  past 
few  years,  will  be  explained  by  our  representatives, 
Messrs.  H.  V.  Ome  and  R.  J.  Bannin.  Our  Tablets 
of  Quinidine  Sulfate  are,  and  always  have  been, 
alkaloidally  standardized,  giving  the  physician  as- 
surance of  uniformity  in  dosage. 

The  Denver  Chemical  Manufacturing  Company, 
Inc.,  New  York  (Booth  37).  Galatest  for  the  in- 
stantaneous determination  of  urine  sugar,  and  Ace- 
tone Test  (Denco)  for  the  detection  of  acetone  in 
urine,  will  be  exhibited.  You  are  cordially  invited 
to  visit  our  booth  for  demonstration  of  these  “spot 
tests”  for  sugar  and  acetone.  Galatest  and  Acetone 
Test  (Denco)  offer  advantages  of  accuracy,  simplic- 
ity, and  economy  in  routine  urinalysis. 

Doak  Company,  Incorporated,  Cleveland,  Ohio 
(Booth  14).  Colloids  of  bismuth,  calcium,  iodine, 
and  iron  for  parenteral  administration  in  the  treat- 
ment of  arthritis,  syphilis,  calcium  and  iodine  de- 
ficiency. Dermatological  preparations  for  treat- 
ment of  various  skin  manifestations. 

The  Doho  Chemical  Corporation,  New  York 
(Booths  101  and  102).  The  makers  of  Auralgan  are 
featuring  at  this  meeting  their  new  sulfa  preparation 
Otosmosan,  indicated  in  the  treatment  and  control 
of  chronic  suppurative  ears.  Also,  Mallon,  Division 
of  Doho,  is  introducing  our  new  topical  anesthesia, 
Rectalgan,  for  relief  of  pain  and  itching  in  hemorr- 
hoids and  pruritus.  This  new  therapy  enjoys  many 
advantages  over  the  outmoded  rectal  suppositories 
and  ointments.  Our  representatives  will  be  happy 
to  explain  in  detail  the  workings  of  these  medi- 
cations. 

Dome  Chemicals,  Incorporated,  New  York  (Booth 
132).  The  House  of  Dome  is  the  maker  of  the 
original,  patented,  modernized  Burow's  Solution  in 
tablet,  powder,  and  ointment  forms.  These  Simpli- 
fied Burow’s  Solution  products  are  sold  under  the 
trademark  Domeboro.  The  House  of  Dome  also 
manufactures  the  rigidly  standardized  whole  crude 
coal  tar  pastes  known  as  Daxalan  and  Daxalan 
Pediatric. 

The  Drug  Products  Company,  Inc.,  Passaic,  New 
Jersey  (Booth  9).  Naotin — an  effective  aid  in  the 
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treatment  of  migraine,  idiopathic  headache,  and 
headache  resulting  from  spinal  tap — will  feature  our 
exhibit.  There  will  also  be  displayed  Myopone  and 
other  therapeutic  agents  of  interest  to  physicians. 
We  will  be  pleased  to  have  you  call  at  our  booth. 

Durex  Products,  Incorporated,  New  York  (Booth 
6).  Their  exhibit  includes  a contraceptive  jelly  and 
cream,  Lactikol  Jelly  and  Lactikol  Creme,  accepted 
by  the  Council  on  Pharmacy;  Durex  Diaphragms, 
the  Lactikol  Diaphragm  Set  several  types  of  Dia- 
phragm Inserters,  and  the  Durex  Sponge  Rubber 
Model.  Also  shown  are  applicators  for  jelly  and 
cream,  including  both  the  ordinary  Plunger  Appli- 
cator and  the  Metri-Dose  Applicator,  which  is  a new 
syringe  type  for  measured  dosages,  adjustable  from 
5 cc.  to  8 cc.  Duraflex  Supporting  Rings,  a folding 
type  similar  to  the  Smith-Hodge  hard  rubber  ring 
and  much  easier  to  insert,  also  will  be  shown. 

The  Eaton  Laboratories,  Inc.,  Norwich,  New  York 
(Booth  21),  will  exhibit  several  pharmaceutical  prep- 
arations of  interest  to  the  medical  profession. 
Furacin  Soluble  Dressing,  containing  a new  chemo- 
therapeutic agent,  Furacin  (brand  of  nitrofurazone), 
will  be  exhibited.  This  compound  is  a new  anti- 
bacterial agent  recently  accepted  in  New  and  Non- 
official Remedies.  Furacin  solution,  a new  vehicle 
for  Furacin,  will  also  be  exhibited.  This  new  liquid 
vehicle  for  Furacin  has  been  compounded  at  the  re- 
quest of  many  clinicians  for  use  in  conditions  where 
the  soluble  dressing  is  inconvenient  or  contraindi- 
cated. Our  representat  ives  will  be  pleased  to  discuss 
these  products  with  all  who  register  at  the  Eaton 
booth.  The  latest  professional  literature  and 
samples  will  be  available. 

Endo  Products,  Incorporated,  Richmond  Hill,  New 
York  (Booth  74),  will  feature  Vifort,  a new  type  of 
water-dispersible  polyvitamin-drop,  and  Mesopin,  a 
selective  gastrointestinal  antispasmodic.  Clinical 
work  indicates  that  the  aqueous  form  of  vitamin  A, 
as  found  in  Vifort,  is  more  readily  and  more  com- 
pletely utilized  than  vitamin  A in  oil  solution. 
Mesopin  is  a specialized  antispasmodic  whose  action 
is  predominantly  directed  toward  the  gastrointesti- 
nal tract.  Its  selective  action  permits  more  direct 
management  of  hyperactivity  and  spasticity  without 
causing  the  undesirable  and  uncontrollable  effects  of 
atropine,  belladonna,  or  related  antispasmodics. 

Fellows  Medical  Manu- 
facturing Co.,  Inc.,  New 

York  (Booth  33),  in- 
vites you  to  stop  at  their 
booth  where  they  will 
display  the  latest  prod- 
ucts developed  in  their 
laboratories:  ArBeC 

Suppositories  for  prompt  relief  and  rest  in  ast  hmatic 
conditions;  Erqua  Tablets  (enteric  coated),  sodium 
salicylate  and  menadione  for  safe  salicylate  therapy; 
Fello-Sed,  Fellows  Sedative  Elixir;  Ionlex,  ferrous 
gluconate,  liver,  and  B-complex. 

C.  B.  Fleet  Company,  Inc.,  Lynchburg,  Virginia 
(Booth  2),  cordially  invites  you  to  visit  their  booth. 
Increasingly,  during  the  past  fifty  years,  to  the  medi- 
cal profession  sodium  phosphate  has  come  to  mean 
I’hospho-Soda  (Fleet),  the  pure,  stable,  aqueous  con- 
centrate of  the  two  U.S.P.  sodium  phosphates. 

General  Electric  X-Ray  Corporation,  Chicago  (Booth 
57).  Factual  discussions  with  members  of  our  sales 


and  service  organization  during  the  state  meeting 
will  aid  you  in  your  future  apparatus  planning.  If 
you  are  thinking  about  new  and  improved  x-ray  or 
electromedical  apparatus,  our  layout  engineers  can 
help  you  with  detailed  plans  and  specifications. 
Stop  in  and  avail  yourself  of  our  wide  experience 
and  know-how. 

Otis  E.  Glidden  & Company,  Inc.,  Evanston,  Illinois 
(Booth  123).  Our  detailmen  are  eager  to  tell  you 
about  ZymenoL,  an  emulsion  with  Brewers’  Yeast, 
for  effective  bowel  management  without  irritant, 
habit-forming  drugs,  dehydrating  purgatives,  or 
bulking  agents.  Teaspoonful  dosage  assures  a mini- 
mum liquid  petrolatum  intake  not  likely  to  interfere 
with  digestive  processes  or  fat-soluble  absorption, 
and  avoids  leakage.  ZymenoL  and  descriptive 
literature  on  request. 

Goodman-Kleiner  Company,  Inc.,  New  York 
(Booth  22).  Physicians  treating  marital  infertility 
are  invited  to  witness  actual  demonstrations  of  two 
new  portable  instruments  for  use  in  the  diagnosis  and 
treatment  of  female  sterility — the  Weisman  Gyno- 
gauge  and  Gynograph.  Employing  a radical  new, 
self-retaining,  adjustable  canula,  the  physician,  with- 
out need  of  assistants,  can  now  perform  CO2  in- 
sufflation or  hysterosalpingography  with  safety  and 
scientific  accuracy. 

Grant  Chemical  Company,  Inc.,  New  York  (Booth 
1 13).  The  representatives  of  this  company,  dis- 
tributors of  specialties  for  disturbances  of  the  heart 
and  blood  vessels,  will  be  on  hand  to  answer  any 
questions  concerning  their  products.  Featured  at 
the  exhibit  will  be  their  product,  Diurbital,  for  hy- 
pertension. This  product  acts  promptly  to  effect  a 
steady,  gradual  descent  in  the  blood  pressure  without 
the  hazards  of  abrupt  drops.  Another  product  to  be 
featured  will  be  Procardium,  an  effective  cardiac  and 
basomotor  stimulant,  indicated  for  such  conditions 
as  heart  failure,  myocardial  insufficiency,  senile 
myocarditis,  chronic  passive  congestion,  and  weak- 
ness of  heart  musculature. 

Grune  & Stratton,  Inc.,  New  York  (Booth  47). 
Among  their  important  new  books  are:  Berson, 

Atlas  of  Plastic  Surgery,  with  more  than  1,200  illus- 
trations; Daley  & Miller,  Progress  in  Clinical  Medi- 
cine] Hill  & Dameshek,  The  Rh  Factor;  Beliak, 
Dementia  Praecox;  Wolberg,  Medical  Hypnosis,  in 
2 volumes.  In  the  periodical  field  Grune  & Stratton 
is  now  the  sole  agent  for  the  thirteen  journals  pub- 
lished by  the  British  Medical  Association. 

Harold  Supply  Corporation,  New  York  (Booth  3). 
Agents  for  Hamilton  Furniture-Ritter  Equipment 
Continental  X-Ilay-Birteher  FCC  Approved  Short 
Wave  will  display  surgical  specialties.  In  charge  of 
the  booth  will  be  S.  Mehlinger  and  J.  Shnitzer. 

The  Harrower  Laboratory,  Incorporated,  Glendale, 
California  (Booth  110.).  The  exhibit  presents  gas- 
troscopic  and  acidity  control  studies  relative  to 
Mucotin,  a new  physiologic  treatment  for  peptic 
ulcer.  The  exhibit  is  divided  into  three  parts: 
1.  A case  history  report  with  gastroscopic  illustra- 
tions. 2.  Gastric  acidity  control,  as  achieved  by 
various  antacids.  3.  Gastroscopic  illustrations  of 
Mucotin’s  ulcer  coating  action. 

H.  J.  Heinz  Company,  Pittsburgh,  Pennsylvania 
(Booth  62),  cordially  invites  you  to  visit  its  booth 
where  you  will  see  an  attractive  display  presenting 
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interesting  information  on  the  uses  of  Heinz  Strained 
and  Junior  Foods.  The  twelfth  edition  of  the  popu- 
lar Nutritional  Chart  is  available  upon  request. 
When  you  visit  our  exhibit,  register  for  it. 

Hoffmann-La  Roche,  Inc.,  Nutley,  New  Jersey 
(Booth  65),  invites  members  of  the  society  to  visit 
their  booth,  where  members  of  the  representative 
staff  will  be  present  to  discuss  such  new  products  as 
Syrup  Sedulon,  a sedative  cough  preparation; 
Thephorin,  an  antihistamine  compound;  Rayo- 
pake,  a contrast  medium;  and  other  products  of  in- 
terest to  physicians. 

Holland-Rantos  Company,  Inc.,  New  York  and  Los 
Angeles,  California  (Booth  36).  Koromex  Jelly  and 
Koromex  Cream  will  be  featured  at  their  booth. 
You  may  recall  it  was  the  Holland-Rantos  Com- 
pany, Inc.,  that  pioneered  the  introduction  of  mod- 
ern contraceptive  technic — so  frequently  referred  to 
as  the  Koromex  Method.  The  medical  background 
and  clinical  use  of  Koromex  Jelly  dates  back  to  1925. 
Medical  service  representatives  will  be  on  hand  to 
discuss  with  interested  physicians  the  latest  data  on 
Koromex  Jelly  and  Cream. 

Interchemical  Corporation,  The  Biochemical  Divi- 
sion, Union,  New  Jersey  (Booth  30),  will  display’  its 
Lyophilized  intravenous  amino-acid  preparation. 
Glutamic  and  aspartic  acids  have  been  partially  re- 
moved to  assure  relative  freedom  from  nausea  and 
vomiting.  A cordial  invitation  is  extended  to  visi- 
tors to  observe  several  important  steps  in  the  manu- 
facture of  this  product  and  to  discuss  its  merits  with 
the  representatives. 

International  Vitamin  Division,  Ives-Cameron  Com- 
pany, Inc.,  New  York  (Booths  97  and  98).  New  and 
important  vitamin  specialties  will  be  the  featured 
items  in  the  IVC  exhibit.  Included  will  be  Licovite 
Capsules,  a potent  hematopietic  containing  folic 
acid  in  addition  to  liver,  iron,  and  the  B vitamins; 
Evramin  Granules,  a new  advance  in  calcium 
therapy;  Dee  Flurea  Wafers,  a scientifically  bal- 
aqped  anticaries  fluorine  preparation,  and  Provite 
B,  a superior  B complex  product  containing  choline 
and  inositol.  IVC’s  group  of  Council-accepted 
dosage  forms  will  also  be  displayed.  Clinical  mani- 
festations of  avitaminoses  will  be  illustrated  with 
technicolor  photographs,  designed  to  serve  as  diag- 
nostic aids.  Their  medical  director  and  trained 
medical  representatives  will  be  on  hand  to  welcome 
members  of  the  profession  and  answer  inquiries. 

Kalak  Water  Company  of  New  York,  „ New  York 
(Booth  129).  Members  and  guests  are  cordially 
invited  to  visit  our  booth.  We  will  have  in  attend- 
ance a representative  qualified  to  discuss  body’ 
fluids.  Fluids  are  important  to  the  well-being  of 
man.  Kalak  is  valuable  to  replace  salts  normally 
present  in  the  body  fluids  and  to  alkalize  the  patient. 

The  Kelley-Koett  Manufacturing  Company,  Coving- 
ton, Kentucky  (Booth  39),  has  on  display  the 
Keleket  KXP-100  combination.  This  unit  provides 
a complete  diagnostic  x-ray  unit  for  the  general 
practitioner,  clinic,  and  small  hospital.  This  com- 
pact unit  combines  both  radiographic  and  fluoro- 
scopic facilities  and  takes  up  limited  space. 

Kellogg  Company,  Battle  Creek,  Michigan  (Booth 
13).  Kellogg’s  cereals  have  an  important  place  in  re- 
stricted and  normal  diets  because  they  contain 
valuable  nutrients  found  in  whole  grains.  All-Bran 
is  one  of  the  best  sources  of  iron;  Corn  Flakes  and 


Rice  Krispies  are  indicated  in  bland  and  low  residue 
diets.  Diet  manuals  and  pads  of  special  diets  are 
available.  Mrs.  Winefred  B.  Loggans  is  in  charge  of 
the  display. 

Kidde  Manufacturing  Company,  Inc.,  Bloomfield, 
New  Jersey  (Booth  128).  The  new  Kidde-Utero 
Taubal  Insufflator  with  Gasometer  pressure  control. 
Completely  safe,  gravity  pressure  control,  simple 
operation,  single  control.  Requires  only  small  cart- 
ridge of  carbon-dioxide  gas.  Provides  diagnostic  and 
therapeutic  use  of  carbon-dioxide  gas  or  opaque  oil. 
Kymographic  record  of  patency  test.  Also  on  dis- 
play the  Kidde  Dry  Ice  Apparatus  used  in  treatment 
of  superficial  skin  lesions.  This  apparatus  is  becom- 
ing increasingly  popular  because  of  its  simplicity 
and  the  superior  cosmetic  results  obtained. 

H.  W.  Kinney  & Sons,  Inc.,  Columbus,  Indiana 
(Booth  A).  Physicians  of  the  142nd  Annual  Meeting 
of  the  Medical  Society  of  the  State  of  New  York  are 
cordially  invited  to  visit  the  Kinney  exhibit  featur- 
ing Cartose  and  Kinney’s  yeast  preparations.  In 
attendance  will  be  Messrs.  Frederic  T.  C.  Brewer 
and  Vadim  P.  Medvedeff. 

Lakeside  Laboratories,  Inc.,  Milwaukee,  Wisconsin 
(Booth  63),  will  feature  the  modern  management  of 
cardiac  decompensation  in  general  practice.  The 
new  schedules  and  technics  of  medical  treatment  in 
this  condition  will  be  the  point  of  interest  at  the 
Lakeside  exhibit.  Representatives  will  be  prepared 
to  discuss  these  problems  and  will  be  equipped  with 
reprints  of  clinical  publications  and  other  materials 
bearing  on  this  rapidly  changing  subject.  A new 
form  of  dose-weight  chart,  facilitating  the  record  of 
the  cardiac  patient’s  progress,  will  be  available  to 
physicians. 

Lanteen  Medical  Laboratories,  Inc.,  Chicago 
(Booth  125),  extends  an  invitation  to  visit  their  ex- 
hibit. Featured  will  be  Procarmin  and  also  their 
well-known  line  of  gynecic  specialties. 

Lea  and  Febiger,  Philadelphia,  Pennsylvania  (Booth 
17).  This  exhibit  is  of  particular  interest  because  of 
such  outstanding  new  books  and  new  editions  as 
Frohman,  Brief  Psychotherapy;  Ormsby  and  Mont- 
gomery', Diseases  of  the  Skin;  Thienes  and  Haley, 
Clinical  Toxicology;  Goldberger,  Unipolar  Lead 
Electrocardiography;  Stimson,  Common  Contagious 
Diseases;  Burch  and  Reaser,  Primer  of  Cardiology, 
and  many  others.  Our  representative  will  be  glad 
to  help  you  with  your  individual  book  problems. 

Lederle  Laboratories  Division,  American  Cyanamid 
Company,  New  York  (Booth  16).  The  Lederle  ex- 
hibit will  feature  purogenated  diphtheria,  tetanus, 
and  diphtheria-tetanus  toxoids,  new  highly  refined 
antigens  characterized  by  lessened  reactivity  and 
antigenic  in  lower  doses,  Folvite  brand  folic  acid,  a 
synthetic  product  useful  in  certain  types  of  macro- 
cytic anemias,  and  Cardiolipin,  a stable  non-nitrog- 
enous  phospholipid  from  beef  heart  used  in  tests 
for  syphilis. 

Ruth  and  Florence  Lee,  B.S.,  M.A.,  Medical 
Illustrators,  New  York  (Booth  E),  an  exhibition  of 
surgical,  pathologic,  and  anatomic  drawings. 
These  and  other  drawings  have  been  used  by  promin- 
ent physicians  and  surgeons  in  the  fields  of  ab- 
dominal surgery,  anesthesiology,  gynecology  and 
obstetrics,  neurology  and  neurosurgery,  ophthal- 
mology, oral  surgery,  otolaryngology,  orthopedic 
surgery,  plastic  surgery,  and  urology.  We  were  em- 
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ployed  for  the  purpose  of  illustrating  textbooks, 
articles  in  medical  journals,  lectures,  and  exhibitions. 

The  Liebel-Flarsheim  Company,  Cincinnati,  Ohio 
(Booth  50),  cordially  invites  you  to  stop  at  their 
booth  for  examination  and  demonstration  of  their 
SW-227  FCC-Approved  Diathermy  Unit  and  Bovie 
electrosurgical  apparatus.  Capable  representatives 
will  be  on  hand  at  all  times  to  answer  your  questions 
about  physical  therapy  and  electrosurgical  appara- 
tus. We  hope  you  will  stop  by  so  that  we  may  be- 
come acquainted. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana 
(Booth  69).  The  Lilly  exhibit  for  1948  features  a 
presentation  on  Dolophine  Hydrochloride  (Metha- 
don  Hydrochloride,  Lilly).  You  will  be  interested  in 
the  comparison  of  postoperative  relief  of  pain  with 
Dolophine  Hydrochloride,  10  mg.,  and  Morphine, 
15  mg.  Many  other  Lilly  products  will  be  on  dis- 
play. Attending  Lilly  medical  service  representa- 
tives will  aid  visiting  physicians  in  every  way 
possible. 

J.  B.  Lippincott  Company,  Philadelphia,  Pennsyl- 
vania (Booth  46),  presents  an  interesting  and  active 
exhibit  of  professional  publishing.  With  the  “pulse 
of  practice”  centering  in  an  advisory  editorial  board 
of  active  clinicians  who  constantly  review  the  field, 
current  and  coming  trends  in  medicine  and  surgery 
are  known  continually.  On  the  studied  recommen- 
dations of  these  medical  leaders,  Lippincott  Selected 
Professional  Books  are  undertaken.  It  is  upon  their 
knowledge,  too,  of  the  outstanding  work  being  done 
in  general  practice,  as  well  as  the  specialties,  that 
men  making  a very  real  contribution  to  medical 
progress  are  chosen  to  author  the  Lippincott  books. 

M & R Dietetic  Laboratories,  Inc.,  Columbus,  Ohio 
(Booth  45),  will  display  Similac,  a food  for  infants 
deprived  either  partially  or  entirely  of  breast  milk. 
Messrs.  A.  A.  Hardy,  T.  G.  Brown,  and  M.  Gold- 
water  will  appreciate  the  opportunity  to  discuss  the 
merit  and  suggested  application  for  both  the  normal 
and  special  feeding  cases. 

The  Maltbie  Chemical  Company,  Newark,  New 
Jersey  (Booth  27).  Selective  oral  therapy  in  hepato- 
biliary disease  will  be  the  main  feature  of  the  Maltbie 
exhibit.  Trained  representatives  will  be  present  to 
explain  the  application  of  Cholan-DH  and  Cholanox, 
as  well  as  other  Maltbie  specialties.  Special  requests 
will  receive  immediate  attention.  All  physicians  and 
guests  are  cordially  invited  to  attend. 

The  Maltine  Company,  New  York  (Booth  131). 
Cellothyl,  an  entirely  new  development  in  bulk 
laxative  therapy,  is  one  of  the  featured  products  at 
their  booth.  Physicians  are  invited  to  visit  their 
booth  and  obtain  samples  and  information  of  this 
new  product.  Also  on  display  are  Proloid,  Tedral, 
and  Depancol.  If  you  have  not  received  your 
memorandum  books  for  this  year,  ask  for  a set. 

McNeil  Laboratories,  Incorporated,  Philadelphia, 
Pennsylvania  (Booth  76). 

Mead  Johnson  & Company,  Evansville,  Indiana 
(Booth  59).  Amigen  and  Protolysate  will  be  on  dis- 
play at  the  Mead  Johnson  Exhibit  at  your  Medical 
Society  of  the  State  of  New  York  meeting.  Mead 
Johnson  has  pioneered  the  amino-acid  field  com- 
mercially; the  products  have  been  described  in  more 
than  one  hundred  and  forty  articles  in  the  medical 
literature;  this  year  they  are  available.  Trained 
representatives  will  be  at  the  Mead  Exhibit  to  dis- 


cuss details  of  the  new  amino-acid  products.  Shown 
also  will  be  Dextri-Maltose,  Pablum,  Pabena,  Oleum 
Percomorphum,  and  the  other  Mead  products  used 
in  infant  nutrition.  Protenum,  a new  high-protein 
product,  and  Lonalac  for  low-sodium  diets  will  be 
displayed. 

Medical  Film  Guild,  New  York  (Parlor  C),  through 
“Medical  Films  That  Teach”  presents  a refresher 
course  in  fundamental  medical  problems.  The  films 
review  such  subjects  as  Parkinson’s  disease,  major 
neuralgias,  cervicitis,  otolaryngological  diseases,  con- 
tagious diseases,  arterial  blood  pressure,  hypothy- 
roidism, industrial  medicine.  These  are  available  to 
medical  institutions,  including  projection  service,  at 
no  charge,  through  grants  for  postgraduate  instruc- 
tion. 

Merck  & Company,  Inc.,  Rahway,  New  Jersey 
(Booth  86),  presents  Neo-Antergan,  a new  effective 
antihistaminic  agent  for  symptomatic  relief  in  the 
oral  treatment  of  certain  allergic  states,  including: 
hay  fever,  vasomotor  rhinitis,  urticaria,  angioneurotic 
edema,  and  allergic  drug  reactions  including  those 
due  to  penicillin  and  streptomycin.  Register  for  a 
complimentary  professional  sample  of  Neo-Anter- 
gan. 

The  Wm.  S.  Merrell  Company,  Cincinnati,  Ohio 
(Booth  53).  Infazyme,  the  new  pleasant-tasting 
nutrient,  especially  designed  for  the  “sickly”  child, 
will  be  featured  at  the  Merrell  booth.  Infazyme 
combines  the  whole  vitamin  B complex  with  readily 
available  iron  and  supplementary  amounts  of  the 
essential  amino-acids  in  a rich  fruity-flavored  liquid 
concentrate. 

Philip  Morris  & Company,  New  York  (Booth  116), 
will  demonstrate  the  method  by  which  it  was  found 
that  Philip  Morris  Cigarettes,  in  which  diethylene 
glycol  is  used  as  the  hygroscopic  agent,  are  less 
irritating  than  other  cigarettes.  Their  representa- 
tive will  be  happy  to  discuss  research  on  this  subject 
and  problems  on  the  physiologic  effect  of  smoking. 

The  C.  V.  Mosby  Company,  St.  Louis,  Missouri 
(Booth  41).  New  books  and  new  editions  to  be  dis- 
played at  their  booth  will  include:  Pottenger, 

Tuberculosis;  Crosse,  Operative  Gynecology;  Ilgen- 
fritz,  Pre-operative  and,  Post-operative  Care;  Black- 
Vaughan,  Practice  of  Allergy;  Dunbar,  Synopsis  of 
Psychosomatic  Diagnosis  and  Treatment;  Watson, 
Hernia;  Johnstone,  Occupational  Medicine  and 
Industrial  Hygiene;  Gradwohl,  Clinical  Laboratory 
Methods  and  Diagnosis;  Goar,  Synopsis  of  Oph- 
thalmology; Shands,  Handbook  of  Orthopedic  Sur- 
gery; Muncie,  Psychobiology  and  Psychiatry.  Your 
examination  of  these,  or  of  many  other  texts  to  be 
shown,  is  cordially  invited. 

The  National  Dairy  Council,  Chicago,  (Booth  26), 
cordially  invites  you  to  visit  an  exhibit  of  health  edu- 
cation material  at  their  booth.  The  background  ex- 
hibit breaks  down  the  nutrients  in  ice  cream,  showing 
clearly  what  this  dairy  food  contains  that  contributes 
to  daily  food  needs.  Booklets  and  posters,  giving 
timely  and  authentic  nutrition  information,  may  be 
requested. 

Nestle’s  Milk  Products,  Inc.,  New  York  (Booth  70), 
cordially  invites  you  to  visit  their  exhibit  where 
specially  qualified  representatives  will  be  on  hand  to 
answer  your  questions  on  any  of  Nestle’s  milk 
products— already  best  known  and  most  used  for 
babies  “round  the  world.”  New  pieces  of  valuable 
professional  literature  will  be  available. 
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The  New  York  Medical  Exchange,  New  York, 
(Booth  44),  will  have  a representative,  Miss  Lillian 
Zander,  who  will  be  glad  to  consult  with  you  regard- 
ing personnel  for  your  office  or  your  hospital.  She 
will  have  the  credentials  of  young  assistant  physi- 
cians, secretaries,  nurses,  in  short — any  medically 
trained  personnel;  also  a list  of  interesting  well  paid 
opportunities.  Don’t  neglect  to  see  her. 

Ortho  Pharmaceutical  Corporation,  Raritan,  New 
Jersey  (Booth  7),  cordially  invites  you  to  visit  their 
booth  where  their  well-known  group  of  gynecic 
specialties,  including  Ortho-Gynol  and  Ortho-Creme, 
will  be  exhibited.  Featured  are  Dienestrol  Cream, 
for  the  treatment  of  senile  and  atrophic  vulvovagin- 
itis, and  Nidoxital  Capsules,  for  the  control  of  nausea 
and  vomiting  of  pregnancy. 

Parke,  Davis  and  Company,  Detroit,  Michigan 
(Booth  56).  Members  of  our  medical  service  staff, 
fully  informed  regarding  the  progress  in  pharma- 
ceutical and  biological  research,  and  desirous  of 
presenting  various  new  advancements  to  you,  will  be 
on  hand  at  our  technical  exhibit  to  discuss  new  and 
old  products.  Featured  will  be  such  outstanding 
specialties  as  benadryl,  vitamins,  adrenalin,  oxyeel 
and  thrombin,  topical.  Also,  the  most  recent  types 
of  biologicals,  including  other  therapeutic  agents  of 
chemotherapeutic  interest,  will  be ’displayed.  We 
invite  you  to  visit  our  exhibit  while  attending  this 
meeting. 

Pet  Milk  Company,  St.  Louis,  Missouri  (Booths  67 
& 68).  An  actual  working  model  of  a milk  condens- 
ing plant  in  miniature  will  be  exhibited  by  the  Pet 
Milk  Company  in  their  booth.  This  exhibit  offers  an 
opportunity  to  obtain  information  about  the  produc- 
tion of  Pet  Milk,  its  use  in  infant  feeding,  and  the 
time-saving  Pet  Milk  services  available  to  physi- 
cians. Miniature  Pet  Milk  cans  will  be  given  to  the 
physicians  who  visit  the  Pet  Milk  booth. 

Picker  X-Ray  Corporation,  New  York  (Booths  106 
and  107),  wifi  exhibit  its  up-to-date  radiographic 
and  fluoroscopic  equipment  for  use  in  hospitals  and 
private  offices.  There  will  also  be  on  display  acces- 
sories designed  primarily  to  facilitate  work  in  the 
x-ray  department. 

Pitman-Moore  Company,  Indianapolis,  Indiana 
(Booth  4),  will  feature  some  new  advances  in  sul- 
fonamide medication  designed  still  further  to  reduce 
the  danger  of  crystaluria,  a recent  improvement  in 
the  treatment  of  gastric  hyperacidity,  and  other  late 
research  developments.  Laboratory  scientists  will 
be  on  hand  to  assist  the  company’s  New  York  repre- 
sentatives in  answering  technical  questions  and  ex- 
plaining recent  medical  advances. 

Premo  Pharmaceutical  Laboratories,  New  York 
(Booth  1).  Graphically  portrayed  in  this  new  ex- 
hibit are  contemporary  contributions  by  Premo 
Pharmaceutical  Laboratories  to  the  administration 
of  penicillin — aerosol — oral  and  nasal.  Also  ex- 
hibited is  the  Premo  refinement  in  the  application  of 
penicillin  in  oil  and  wax.  Demonstrations  of  Premo’s 
adaptations  and  methods  are  performed  by  medical 
services  representatives.  Literature  is  available  on 
the  late  research  and  developments  of  Premo  Phar- 
maceutical Laboratories. 

The  Procter  & Gamble  Company,  Cincinnati,  Ohio 
(Booth  66),  offers  the  first  four  of  a series  of  time- 
saving leaflet  pads  for  doctors.  These  are  entitled 
“Instructions  for  the  Routine  Care  of  Acne,”  “In- 


structions for  Bathing  a Patient  in  Bed,”  “Instruc- 
tions for  Bathing  Your  Baby,”  and  “The  Hygiene  of 
Pregnancy.” 

Professional  Printing  Company,  New  York  (Booth 
73),  “America’s  Largest  Printers  to  the  Professions,” 
cordially  invites  you  to  attend  the  showing  of  their 
products.  This  year  they  are  celebrating  their 
twentieth  anniversary.  Twenty  years  of  con- 
tinuous progress  in  doctors’  stationery,  records,  and 
supplies.  The  originators  of  the  famous  Histacount 
Bookkeeping  System,  Histacount  record  forms, 
doctor’s  Efficiency  File,  filing  supplies,  and  many 
other  essential  items  for  a doctor’s  office. 

The  Radium  Emanation  Corporation,  New  York 
(Booth  130),  invites  you  to  our  booth,  where  we  will 
exhibit  a wide  variety  of  instruments  and  applicators 
used  in  modern  radium  therapy,  including  permanent 
and  removable  leak-proof  radon  seeds.  Our  repre- 
sentative will  be  available  to  explain  this  equipment 
and  its  usage. 

Rare  Chemicals,  Inc.,  Harrison,  New  Jersey  (Booth 
109).  Preparations  exhibited  by  Rare  Chemicals, 
Inc.,  will  include  Acidolate  (nonlathering  liquid) 
and  DermOlate  (new  lathering  cake),  both  non- 
irritating skin  detergents;  Arsenoferratose,  palat- 
able hematinic;  Dienestrol,  new  low-cost  estrogenic 
preparation  with  little  or  no  side  reactions;  Eucupin, 
local  anesthetic  with  prolonged  analgesic  action; 
Gitalin,  digitalis  preparation;  Salysal,  antirheu- 
matic analgesic,  and  the  male  hormones  Tes- 
tosterone Propionate  Rare  for  parenteral  use; 
Methyl  Testosterone  Rare  for  oral  administration. 

L.  & B.  Reiner,  Incorporated,  New  York  (Booth  31). 
Factory  representatives  exhibiting:  The  Jones 

Motor-Basal,  original  waterless  metabolism  ma- 
chine, featuring  a self-correcting,  double  slope 
tracing  and  no  calculations.  E.  P.  L.  Cardiotron, 
the  first  successful  direct-recording  electrocardio- 
graph with  numerous  distinctive  features.  The 
H.  G.  Fisher  line  of  shockproof  x-ray  apparatus. 
W.  D.  Allison  Co.,  fine  furniture  for  physicians. 

Rexair  Division,  Martin-Parry  Corporation,  Toledo, 
Ohio  (Booth  34).  Rexair  is  a portable  air  cleaner 
that  performs  many  household  and  hospital  jobs.  It 
purifies,  deodorizes,  and  humidifies  the  air;  cleans 
floors,  walls,  and  furniture;  scrubs  floors;  draws  in 
dust-laden  air  and  sends  out  clean,  moist  air.  Dirt  is 
trapped  in  water,  poured  down  the  drain.  There  is 
no  bag  to  empty. 

J.  B.  Roerig  and  Company,  Chicago  (Booth  71). 
Attending  physicians  are  cordially  invited  to  attend 
their  exhibit.  Members  of  the  professional  service 
department  will  be  on  hand  to  explain  in  detail  the 
several  products  which  will  be  displayed.  Two  new 
products  will  be  featured;  Lactenz,  a new  protein 
hydrolysate,  and  Obron,  the  new  dicalcium  phos- 
phate, iron,  and  vitamin  capsule,  which  will  appeal  to 
many  physicians.  Company  representatives  will 
welcome  all  inquiries  and  will  be  pleased  to  extend 
the  courtesy  of  the  professional  service  department 
to  all  visitors. 

Sanborn  Company,  Cambridge,  Massachusetts 
(Booth  15),  is  demonstrating  its  direct-writing 
electrocardiograph,  the  Viso-Cardictte,  and  its 
latest  metabolism  tester,  the  Metabulator,  at  our 
booth.  Complete  sales  and  service  information 
available. 


788 


TECHNICAL  EXHIBITS 


IN.  Y.  State  J.  M. 


Sandoz  Chemical  Works,  Incorporated,  New  York 
(Booth  84),  are  exhibiting  a new  anti-epileptic  drug, 
Mesantoin  (methyl-phenyl-ethyl-hydantoin),  for  the 
control  or  reduction  in  the  frequency  of  epileptic 
seizures.  Other  new  products  are  Dihydroergota- 
mine  Sandoz  (D.H.E.  45),  the  new  improved  non- 
narcotic relief  for  migraine  (Dihydroergotamine 
lessens  incidence  of  nausea  and  vomiting,  uterotonic 
effect  of  ergotamine  is  practically  eliminated,  sym- 
pathico-inhibitory  effect  is  enhanced);  Glysennid 
for  constipation,  contains  the  crystalline  glycosides 
from  senna  leaves,  Sennosides  A and  B;  Cedilanid, 
stable  preparation  of  Lanatoside  C,  a crystalline 
glycoside  from  Digitalis  Lannata,  not  present  in  pur- 
purea; Ipesandrine  Syrup  for  the  relief  of  cough  and 
bronchial  disorders,  containing  the  active  alkaloids 
of  Dover’s  Powder  in  pure  form  with  ephedrine. 
Other  well  known  Sandoz  products  include  Gyner- 
gen,  Digilanid,  Bellafoline,  Bellandenal,  Bellergal, 
Calcibronat,  Scillaren,  Strophosid,  Calglucon,  and 
Neo-Calglucon. 

Saratoga  Springs  Authority,  Saratoga  Springs,  New 
York  (Booth  88).  This  exhibit  consists  of  a photo- 
graphic montage  designed  to  show  facilities  available 
to  the  public  at  the  Saratoga  Spa  as  part  of  the  health 
service  of  New  York  State.  The  photographs  were 
taken  in  and  about  the  various  buildings  on  the 
State’s  1,200-acre  reservation.  They  display  the 
bottling  and  distribution  of  the  natural  mineral 
waters,  scenic  views,  recreation  facilities,  and 
various  treatments  using  natural  mineral  waters  as 
given  at  the  bath  houses.  These  include  mineral 
baths  and  packs,  as  well  as  heat  cabinet,  light  ray, 
and  other  treatments.  State-bottled  geyser  water 
will  be  served  by  an  attendant  throughout  the  meet- 
ing. 

Schenley  Laboratories,  Incorporated,  New  York 
(Booth  38),  exhibit  will  feature:  Penicillin  Vaginal 
Suppositories,  for  treatment  of  infections  in  the 
vagina  and  cervix,  and  routine  prophylactic  use  in 
obstetrics;  Penicillinase,  a clinical  laboratory 
reagent;  Rutaminal  Tablets  (rutin,  aminophylline, 
and  phenobarbital)  for  use  in  cardiovascular  con- 
ditions; Titralac,  a new  antacid  with  a titration 
curve  resembling  that  of  milk. 

Schering  Corporation,  Bloomfield,  New  Jersey 
(Booth  93).  Important  new  hormone  and  pharma- 
ceutical preparations  will  be  featured  at  the  Schering 
booth.  Micropellets  Progynon  is  a new  potent  form 
of  the  female  sex  hormone.  Combisul  and  Combisul 
Liquid  are  the  triple  sulfonamide  combinations 
which  eliminate  the  dangers  of  sulfonamide  renal 
damage.  New  high  potencies  of  Oreton-M, 
Pranone,  and  Progynon-B  are  presented.  Schering 
professional  service  representatives  will  welcome  you 
and  will  be  happy  to  answer  your  inquiries  concern- 
ing Schering’s  new  products  as  well  as  the  older  and 
time-tested  hormones,  x-ray  diagnostic,  chemo- 
therapeutic, and  pharmaceutical  preparations. 

Schieffelin  & Company,  New  York  (Booth  12). 
Schieffelin  Benzestrol,  a synthetic  estrogen  developed 
in  the  Research  Laboratories  of  Schieffelin  & Com- 
pany, is  featured  for  three  forms  of  administration — 
oral,  parenteral,  and  vaginal.  A qualified  staff  will 
be  on  hand  to  discuss  the  advantages  of  Benzestrol 
and  the  use  of  each  form,  and  to  answer  any  ques- 
tions. Literature  will  be  available,  and  information 
on  other  Schieffelin  products  may  be  secured. 

Julius  Schmid,  Incorporated,  New  York  (Booth  80). 
Why  Ramses  Prescription  Packet  //501  supplies 


optimum  protection  with  simplicity  in  use  will  be 
shown  in  color.  Representatives  will  be  present  to 
answer  any  physician’s  questions  concerning  Ramses 
Gynecological  Products,  every  one  Council-Ac- 
cepted: Ramses  Flexible  Cushioned  Diaphragm, 
Ramses  Diaphragm  Introducer,  Ramses  Vaginal 
Jelly,  Ramses  Vaginal  Applicator,  Ramses  Fitting 
Rings. 

G.  D.  Searle  & Company,  Chicago  (Booth  64), 
cordially  invites  you  to  visit  the  Searle  booth,  where 
our  representatives  will  be  happy  to  answer  any 
questions  regarding  Searle  Products  of  Research. 
Featured  will  be  Hydryllin,  the  new  antihistaminic, 
as  well  as  such  time-proved  products  as  Searle 
Aminophyllin  in  all  dosage  forms,  Metamucil, 
Ketochol,  Floraquiu,  Kiophyllin,  Diodoquin,  Pava- 
trine,  and  Pavatrine  with  phenobarbital. 

Sharp  & Dohme,  Incorporated,  Philadelphia,  Penn- 
sylvania (Booth  51),  extends  a cordial  welcome  to  all 
visitors  at  their  booth.  Items  on  exhibit  include  a 
new  dosage  form  of  Delvinal  Sodium  Vinbarbital,  for 
the  production  of  obstetric  amnesia  and  analgesia, 
new  antibiotic  preparations  including  Tyrothricin, 
along  with  Sulfathalidine  and  Sulfasuxidine,  in- 
testinal bacteriostatic  agents. 

Smith,  Kline  & French  Laboratories,  Philadelphia, 
Pennsylvania  (Booths  91  and  92).  Eskay’s  Oralator 
will  be  a feature  at  this  exhibit.  Eskay’s  Oralator 
provides  a revolutionary  method  of  cough  control. 
Inhaled  by  mouth,  the  Oralator’s  anesthetic- 
analgesic  vapor  (2-amino-6-methylheptane)  is  de- 
livered directly  to  the  nerve  endings  in  the  trachea 
and  larynx,  where  it  controls  cough  within  a matter  of 
seconds.  Safe  and  effective,  the  Oralator  is  indi- 
cated in  those  types  of  coughs  for  which  codeine 
would  ordinarily  be  prescribed.  Unlike  sedatives 
and  narcotics,  however,  the  Oralator  produces  no 
appreciable  systemic  effects.  Our  specially  trained 
professional  representatives  will  be  glad  to  answer 
questions  concerning  the  possible  uses  of  our  prod- 
ucts in  your  practice. 

C.  M.  Sorensen  Company,  Inc.,  New  York  (Booth 
119).  We  are  looking  forward  to  greeting  old  friends 
and  making  new  acquaintances  at  this  years’s  State 
Medical  Meeting.  We  are  in  high  hopes  of  present- 
ing to  visitors  at  our  booth  several  new  items  of  real 
interest  to  all  who  are  engaged  in  ear,  nose,  and 
throat  work. 

Spencer,  Incorporated,  New  Haven,  Connecticut 
(Booth  72),  cordially  invites  you  to  visit  our  exhibit 
showing  individually  designed  supports  for  abdomen, 
back,  and  breasts.  Among  the  supports  featured 
will  be  the  Spencerflex,  an  unusually  comfortable 
and  flexible  support  for  men,  especially  suitable  for 
postoperative  wear.  The  Spencer  Breast  Form,  de- 
signed to  restore  normal  figure  lines  for  patients  who 
have  undergone  mastectomy,  will  also  be  shown. 

E.  R.  Squibb  & Sons,  New  York  (Booth  54). 
Streptomycin — certain  clinical  problems. 

The  Stiefel  Medicinal  Soap  Company,  Inc.,  Preston 
Hollow,  New  York  (Booth  B),  has  been  serving  the 
medical  profession  throughout  the  world  for  over  one 
hundred  years.  The  business  was  founded  in 
Europe  in  1847.  The  American  Company,  operated 
by  direct  descendants  (grandson  and  greatgrandson), 
has  been  carrying  on  in  the  western  hemisphere  for 
more  than  twenty  years.  The  Stiefel  Medicinal 
Soap  Company,  Inc.,  introduces  at  this  time  three 
new  soap  products — new  and  distinguished:  (1) 
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An  oil  saturated  toilet  soap  (in  contradistinction  to 
grease  extended-superfatted  soap).  (2)  Tar  Sham- 
poo (cake  and  liquid)  made  with  especially  pre- 
pared crude  coal  tar.  (3)  Special  detergent  soap 
(Acne  Aid).  High  detergence  and  no  abrasives. 
These  are  in  addition  to  many  other  items  of  medi- 
cated soaps. 

Tampax,  Incorporated,  New  York  (Booth  29). 
Patients  are  constantly  demanding  authoritative  in- 
formation and  up-to-date  instruction  in  the  use  of 
the  Tampax  method  of  menstrual  protection  in 
three  absorbencies.  Our  educational  consultants  at 
our  booth  welcome  the  opportunity  to  discuss  with 
you  the  many  hygienic  features  of  this  leading  intra- 
vaginal  tampon.  Y ou  will  want  to  see  the  new  Tam- 
pax vendor  now  being  distributed  for  installation  in 
women's  rest  rooms. 

The  Tarbonis  Company,  Cleveland,  Ohio  (Booth  24). 
Tarbonis  Cream— tar  in  a highly  cosmetic  form — 
is  one  of  the  achievements  pioneered  by  Tarbonis. 
It  combines  therapeutic  efficiency  superior  to  or- 
dinary tar  preparations  with  this  patient-appreciated 
form.  Samples  and  literature  are  offered  at  the 
Tarbonis  booth. 

Teca  Corporation,  New  York 

® (Booth  114),  exhibits  its  latest 
models  of  low-volt  generators  and 
ultra-violet  lamps.  Shown  are, 
among  other  models,  the  new  low- 
volt  generator  CD7  featuring  vari- 
able frequencies,  controls  for  surge 
and  rest  periods,  and  built-in  cathode-ray  oscillo- 
scope; also  generator  models  CD6  and  SP3  with 
original  facilities  and  circuit  divisions.  The  new 
model  UV-2  ultra-violet  lamp,  having  individual 
controls  for  corex  and  quartz,  will  be  demonstrated. 

Marvin  R.  Thompson,  Incorporated,  Stamford,  Con- 
necticut (Booth  48).  A display  of  a series  of  M.R.T. 
products  which  enable  the  physician  to  insure  opti- 
mal nutrition  in  his  patients  regardless  of  dietary 
deficiencies.  The  importance  of  the  practical  nutri- 
tional approach  and  its  relationship  to  diagnosis, 
prophylaxis,  and  therapeusis  is  stressed  as  it  pertains 
to  general  practice. 

United  Medical  Service — The  Doctors’  Plan,  New 

York  (Booth  D).  Nonprofit,  voluntary,  prepayment 
plan  created  and  sponsored  by  the  seventeen  county 
medical  societies  in  the  Greater  New  York  Area. 
Educational  posters,  photographs,  charts,  and 
pamphlets  relating  to  the  growth  and  development  of 
U.M.S. 

U.S.  Vitamin  Corporation,  New  York  (Booth  61). 
Full  color  illustrated  brochure,  Diagnosing  Vitamin 
Deficiencies , together  with  professional  samples  and 
literature  on  Vi-Syneral,  Poly-B,  Vi-Litron,  Hy- 
pervitam,  Lipo-Heplex,  Daisol,  Desiver,  Amiprote, 
Rutin-Rutascorb,  Methischol,  Tri-Sulfanyl,  and 
others. 

University  of  Chicago  Press,  Chicago  (Booth  122). 
Distinguished  for  authoritative  content  and  excel- 
lence of  editorial  work,  the  books  of  university 
presses  claim  enviable  rank  among  nonfiction  and 
technical  publications.  The  Association  of  American 
University  Presses  has  arranged  a cooperative  ex- 
hibit for  your  enjoyment  at  this  meeting — and  to 
give  you  an  opportunity  to  purchase  some  of  the  im- 
portant titles  for  your  library. 


The  Upjohn  Company,  Kalamazoo,  Michigan 
(Booths  94  and  95).  Adrenal  Cortex  and  Resistance, 
the  central  panel  of  this  exhibit,  symbolizes  that 
man’s  resistance  to  stress  is  being  increased  by 
science.  The  other  panels  show  the  effect  on  the 
adrenals  of  various  stresses — infection,  exercise, 
surgery,  and  anoxia.  The  final  panel  shows  the 
relative  potency  of  adrenal  cortex  sterile  solution 
and  lipo-adrenal  cortex  sterile  solution. 

Van  Pelt  and  Brown,  Incorporated,  Richmond,  Vir- 
ginia (Booth  112).  Of  special  interest  is  Vifoliron, 
our  new  hematinic  and  hemopoetic  preparation  con- 
taining ferrous  gluconate,  liver  concentrate,  folic 
acid,  and  vitamins  in  convenient  tablet  form. 
Representatives  will  be  in  attendance  at  all  times  to 
answer  inquiries  regarding  this  and  our  other 
preparations,  such  as  Barbidonna,  Bellaspro,  and 
Gluco-Ferrum. 

Varick  Pharmacal  Company,  Inc.,  New  York 
(Booths  103  and  104).  The  manufacturers  of 
Digitaline  Nativelle  plan  an  interesting  and  in- 
formative exhibit  on  heart  disease.  Of  special  in- 
terest are  the  phonographically  reproduced  heart 
sounds  of  various  valvula  lesions.  Physicians  are 
cordially  invited  to  sit  and  listen,  via  individual  head 
sets,  to  the  accurate  reproductions  of  many  ab- 
normalities, such  as  auricular  fibrillation,  gallup 
rhythm,  presystolic  murmurs,  etc.  Enlarged  full 
color  kodachromes  of  many  gross  cardiac  specimens 
and  photomicrographs  of  cardiac  pathology  will  be 
displayed.  Literature  and  information  on  Digitaline 
Nativelle  in  the  treatment  of  congestive  heart 
failure,  auricular  fibrillation,  and  flutter  will  be 
available. 

Walker  Vitamin  Products,  Incorporated,  Mount 
Vernon,  New  York  (Booth  19).  Therapeutic 
vitamin  preparations,  protein  products,  and  indi- 
vidual amino  acids  will  be  presented  at  this  exhibit. 
Also,  the  oral  and  injectable  combinations  of  vita- 
mins and  amino  acids  as  used  in  the  hearing  studies 
reported  in  the  December,  1946,  Archives  of  Oto- 
Laryngobgy.  These  two  preparations — Hyvanol  and 
Amvitol — may  prove  to  be  of  great  value  in  the 
treatment  of  certain  types  of  nerve  deafness. 

Wallace  Laboratories,  Incorporated,  Princeton,  New 
Jersey  (Booth  118).  Intraderm  products  for  the 
treatment  of  common  skin  conditions  will  be  ex- 
hibited. Intraderm  Sulfur  for  acne  vulgaris  and 
Intraderm  Tyrothricin  for  pyodermas  are  among  the 
leading  products  of  this  pharmaceutical  house,  which 
also  offers  T.C.A.P.  Fungicidal  Ointment  for  skin 
ringworm  and  athlete’s  foot. 

Wallace  & Tieman  Products,  Belleville,  New  Jersey 
(Booth  43),  welcome  visiting  physicians  at  their 
booth.  In  addition  to  their  widely  used  prescription 
specialties — Azochloramid,  Monomestrol,  and 

Desenex — they  will  display  Sotradccol,  a new  syn- 
thetic substance  for  the  injection  treatment  of 
varicose  veins. 

William  R.  Warner  and  Company,  Inc.,  New  York 
(Booth  49),  is  exhibiting  two  new,  highly  effective 
drugs — Intracillin  and  Heparin/Pitkin  Menstruum. 
Intracillin  is  an  injectable  crystalline  penicillin  G 
with  epinephrine  in  oil,  which  gives  sustained  12-  to 
24-hour  blood  levels.  Heparin/Pitkin  Menstruum 
provides  prolonged  anticoagulant  action  in  thrombo- 
embolic disease  obviating  the  need  for  repeated  in- 
jections. Many  other  important  Warner  Drugs  will 
be  displayed. 
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Westinghouse  Electric  Corporation,  New  York 
(Booth  115),  presents  the  “RX,”  an  outstanding  new 
low  cost  x-ray  unit  combining  both  complete  radio- 
graphic  and  fluoroscopic  facilities  for  either  erect  or 
prone  usage.  Conversion  of  this  equipment  is  made 
in  a matter  of  seconds,  and  floor  space  is  reduced  to 
only  six  square  feet. 

Westwood  Pharmacal  Corporation,  Buffalo,  New 
Y ork  ( Booth  111).  Low-salt  diets  without  sacrificing 
the  palatability  of  meals  are  now  possible  for  your 
cardiac,  hypertension,  and  pregnancy  toxemia 
patients  with  Westsal,  the  salt  substitute  containing 
no  salt  but  tasting  exactly  like  salt.  Drop  in  at  our 
booth  for  full  particulars  and  for  our  challenge  that 
you  cannot  differentiate  the  taste  of  Westsal  from 
the  taste  of  common  table  salt.  Westwood  also 
exhibits  the  new  improved  single-dose  disposable 
applicators  for  Westhiazole  Vaginal,  the  therapy 
of  choice  for  vaginal  and  cervical  infections. 

Whirlpool  Carriage,  Incorporated,  Westport,  Con- 
necticut (Booth  60).  The  Whirlpool  Carriage  offers 
partial  and  complete  body  whirlpool  therapy  in  any 
type  of  bath  tub.  The  patient  can  be  manipulated 
while  receiving  whirlpool  therapy  for  every  part  of 
the  body.  Spray  therapy  is  also  featured.  The 
carriage  is  a compact,  portable,  and  well-constructed 
piece  of  home,  office,  and  hospital  equipment. 


White  Laboratories,  Incorporated,  Newark,  New 
Jersey  (Booths  89  and  90).  White’s  Dienestrol 
Tablets  (Council-Accepted),  a new  orally  effective 
synthetic  estrogen,  are  featured.  Complete  informa- 
tion and  literature  are  available  regarding  the  ad- 
vantages of  Dienestrol’s  high  biologic  activity,  ex- 
cellent patient-tolerance,  and  economy.  Other  prod- 
ucts of  White  Laboratories  are  on  display  and 
White’s  medical  service  representatives  in  at- 
tendance will  be  pleased  to  supply  any  further  in- 
formation requested. 

Winthrop-Steams,  Incorporated,  New  York  (Booths 
99  and  100),  extends  a cordial  invitation  to  visit 
their  booths,  where  representatives  will  be  on  hand 
to  discuss  the  latest  pharmaceutical  preparations 
offered  by  this  firm.  Featured  will  be  Neo-Syne- 
phrine  with  penicillin;  Demerol,  powerful  analgesic, 
spasmolytic,  and  sedative;  Creamalin,  nonalkaline, 
nonabsorbable  antiacid,  and  Neocurtasal,  sodium- 
free  seasoning  agent. 

Wyeth  Incorporated,  Philadelphia,  Pennsylvania 
(Booth  85),  is  exhibiting  two  outstanding  products 
at  the  annual  meeting  of  the  Medical  Society.  They 
are  penicillin  (calcium)  in  oil  and  wax  (Romansky 
formula),  which  remains  fluid  and  stable  without 
heating  or  refrigeration;  and  Purodigin,  crystalline 
digitoxin,  for  congestive  heart  failure,  effective  in 
small  oral  doses,  completely  absorbed,  with  minimal 
side  effects. 
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Ballroom  Floor 


Exhibits  Open 

Tuesday,  Wednesday,  Thursday-9  A.M.  to  6 P.M. 
Friday-9  A.M.  to  2 P.M. 


WOMAN  S AUXILIARY 


TO  THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

ANNUAL  CONVENTION 

Hotel  Pennsylvania,  New  York,  May  16  to  19,  1948 


THE  ANNUAL  CONVENTION  of  the  Woman’s  Auxiliary  to  the  Medical 
Society  of  the  State  of  New  York  will  be  held  May  16  to  19,  1948,  at  the  Hotel 
Pennsylvania,  New  York  City. 

All  doctors’  wives,  whether  members  of  a Woman’s  Auxiliary  to  a county  medical 
society  or  not,  are  urged  to  register  at  the  Registration  Desk,  in  the  Foyer  of  the 
Penn  Top.  They  are  cordially  invited  to  participate  in  all  parts  of  the  program. 


PROGRAM 


Sunday,  May  16 

2:00  p.M-  Registration  of  Delegates,  Alternates, 
5:00  p.m.  Guests — Penn  Top  Foyer 

Registration  for  informal  Supper 
Party — Monday,  May  17,  7:00 
p.m.;  for  Luncheon  and  Fashion 
Show — Tuesday,  May  18,  12:30 

P.M. 


Monday,  May  17 


9:00  a.m.- 
5:00  p.m. 


9:00  a.m.- 
12  Noon 
10:00  a.m. 

1:30  p.m. 


Registration,  all  doctors’  wives — 

Penn  Top  Foyer 

Registration  for  informal  Supper 
Party — Monday,  May  17,  7:00 
p.m.;  for  Luncheon  and  Fashion 
Show — Tuesday,  May  18,  12:30 

P.M. 

Registration  of  Delegates 

Preconvention  Meeting  of  Executive 
Board — Penn  Top  South 
House  of  Delegates  Meeting,  First 

Half — Penn  Top  South 


7:00  p.m.  Informal  Supper  Party — Manhattan 
Room  East 


Tuesday,  May  18 


9:00  A.M.- 
5:00  p.m. 
9:30  a.m. 

12:30  p.m. 


2:30  p.m. 


Registration,  all  doctors’  wives — 

Penn  Top  Foyer 

House  of  Delegates  Meeting,  Second 
Half — Penn  Top  South 
Luncheon  and  Fashion  Show — Man- 
hattan Room 

House  of  Delegates  Meeting — Penn 
Top  South 


Wednesday,  May  19 

10:00  a.m.  Postconvention  Meeting  of  Executive 
Board — Conference  Room  2 
11:00  a.m.  Conference  with  County  Presidents — 

Conference  Room  2 

7:00  p.m.  Banquet,  Medical  Society  of  the  State 
of  New  York- — Penn  Top 


OFFICERS 


President,  Mrs.  Harry  F.  Pohlmann  Second  Vice-President,  Mrs.  John  .1 . Rainey 

President-Elect,  Mrs.  Edgar  M.  Neptune  Treasurer,  Mrs.  Fred  C.  Jones 

First  Vice-President,  Mrs.  Thomas  E.  Bullard  Recording  Secretary,  Mrs.  Harold  B.  Johnson 

Corresponding  Secretary,  Mrs.  Walter  A.  Schmitz 
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WOMEN  S MEDICAL  SOCIETY  OF 
NEW  YORK  STATE 

ANNUAL  MEETING 


Hotel  Pennsylvania,  New  York,  May  16-17,  1948 


THE  forty-first  Annual  Meeting  of  the  Women’s 
Medical  Society  of  New  York  State  will  be  held 
in  New  York,  May  16  and  17. 

The  President’s  Tea,  honoring  Dr.  Helen  G. 
Walker,  will  be  held  Sunday  afternoon,  May  16, 
at  the  residence  of  Dr.  Leoni  N.  Claman,  40  East 
88th  Street,  New  York  City,  from  4 to  7 p.m. 

The  program  for  Monday,  May  17,  is  as  follows: 
9:00  a.m. — Registration,  Manhattan  Room  South; 


10:00  a.m. — Business  Meeting,  Manhattan  Room 
West;  1:00  p.m. — Luncheon,  Manhattan  Room 
East ; 2:00  p.m. — Scientific  Session — “Symposium : 
Vascular  Diseases,”  Teresa  McGovern,  M.D.,  New 
York  City;  Audrie  L.  Bobb,  M.D.,  New  York  City, 
and  Margaret  Stanley-Brown,  M.D.,  New  York 
City,  Manhattan  Room  West. 

Helen  G.  Walkeb,  M.D.,  President 

Jennie  D.  Klein,  M.D.,  Secretary 


Officers  of  the  Women’s  Medical  Society 


Honorary  Presidents 

Mary  T.  Greene,  M.D. 

Helene  J.  C.  Kuhlmann,  M.D. 

Rosalie  Slaughter  Morton,  M.D. 

President 
Helen  G.  Walker,  M.D. 

422  Sidway  Building,  Buffalo 

Vice-Presidents 
Sophy  Page  Carlucci,  M.D. 

61  Washington  Ave.,  Endicott 
Ruth  Ewing,  M.D. 

50  East  10th  St.,  New  York  City 
Elizabeth  Vuornos,  M.D. 

12  Chestnut  St.,  Liberty 

Secretary 

Jennie  D.  Klein,  M.D. 

422  Sidway  Building,  Buffalo 


Treasurer 

Julia  Lichtenstein,  M.D. 

2 West  87th  St.,  New  York  City 


COUNCILORS 

1st  District  Branch 

Madge  C.  L.  McGuinness,  M.D. 

51  East  87th  St.,  New  York  City 


2nd  District  Branch 

Isabelle  F.  Borden,  M.D. 

83-09  35th  Ave.,  Jackson  Heights 


3rd  District  Branch 

Matie  E.  Green,  M.D. 

11  South  Lake  Ave.,  Albany 


4th  District  Branch 

Jessie  G.  Merin,  M.D. 

Bolton  Landing 

5th  District  Branch 

Lois  L.  Gannett,  M.D. 

67  East  Church  St.,  Adams 

6th  District  Branch 

Myrtle  Wilcox-Vincent,  M.D. 
134  Main  St.,  Binghamton 

7th  District  Branch 

Marion  Young-Sten,  M.D. 

99  Edmore  St.,  Rochester 

8th  District  Branch 
Rose  M.  Lenahan,  M.D. 

605  Lafayette  Ave.,  Buffalo 

Honorary  Councilors 
Helene  J.  C.  Kuhlmann,  M.D. 
Emily  Dunning  Barringer,  M.D. 
Lois  L.  Gannett,  M.D. 

Esther  Parker,  M.D. 

Mary  Dunning  Rose,  M.D. 

Ethel  Doty  Brown,  M.D. 

Rosalie  Slaughter  Morton.  M.D. 
Anna  H.  Voorhis,  M.D. 

Marion  S.  Morse,  M.D. 

Mary  J.  Kazmierczak,  M.D. 
Clara  H.  Pierce,  M.D. 

Elise  S.  L’Esperance,  M.D. 
Madge  C.  L.  McGuinness,  M.D. 
Marguerite  P.  McCarthy,  M.D. 
Theresa  Scanlan,  M.D. 

Honorary  Members 
Judge  Dorothy  Kenyon 
Catherine  Macfarlane,  M.D. 
Philadelphia,  Pa. 


CHAIRMEN  OF  COMMITTEES 
Scientific  Program 

Leonora  Andersen,  M.D. 

140  East  54th  St.,  New  York  City 

Legislative 

Lois  J.  Plummer,  M.D. 

131  Linwood  Ave.,  Buffalo 

Medical  Education 

Mary  T.  Greene,  M.D. 

Sanitarium,  Castile 

Public  Health 

Sophie  Rabinoff,  M.D. 

166  East  96th  St.,  New  York  City 

Public  Relations 

Leoni  Claman,  M.D. 

40  East  88th  St.,  New  York  City 

Membership 

Mary  A.  Jennings,  M.D. 

349  East  49th  St.,  New  York  City 

Resolutions 

Mary  J.  Kazmierczak,  M.D. 

957  Sycamore  St.,  Buffalo 

, Medical  Economics 

Theresa  Scanlan,  M.D. 

133  East  58th  St.,  New  York  City 


Arrangements 

Adelaide  Romaine,  M.D. 

35' West  9th  St.,  New  York  City 
Helen  L Heiman,  M.D. 

15  West  81st  St.,  New  York  City 
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Scientific  Articles 


ONE-STAGE  SUPRAPUBIC  PROSTATECTOMY  WITH  PRIMARY 
CLOSURE  OF  THE  BLADDER 

W.  C.  Eikner,  M.D.,  Clifton  Springs,  New  York 
{From,  the  Clifton  Springs  Sanitarium  and  Clinic ) 


THE  results  of  surgical  treatment  of  benign 
hypertrophy  of  the  prostate  are  now  so 
gratifying  that  patients  suffering  from  such  a con- 
dition need  have  no  fears  as  to  the  outcome  of  the 
operation.  These  good  results  have  come  about 
during  the  past  f6rty  years  by  the  efforts  of  urolo- 
gists to  improve  their  skill,  not  only  in  the  per- 
formance of  the  operation,  but  also  in  the  particu- 
lar care  of  the  patient  before  and  after  operation. 
It  is  not  the  purpose  of  this  paper  to  deal  with  the 
historical  background  of  the  various  surgical  pro- 
cedures for  correction  of  obstruction  due  to  be- 
nign prostatic  hypertrophy.  However,  it  should 
be  stated  that  most  of  the  literature  concerning 
the  technic  of  suprapubic  prostatectomy  ante- 
dates the  so-called  era  of  chemotherapy,  particu- 
larly the  discoveries  of  penicillin  and  strepto- 
mycin. 

Prior  to  the  discovery  of  these  new  and  useful 
antibiotics,  the  chief  difficulty  in  the  treatment  of 
prostatic  obstruction  lay  in  the  control  of  infec- 
tion. Epididymitis  alone  was  encountered  in  18 
per  cent  of  the  patients.  Routine  vas  ligation  has 
practically  eliminated  this  complication,  provid- 
ing it  has  been  done  early  enough,  before  the  in- 
fection has  started  up  the  ejaculatory  ducts. 
Neff  advocated  preliminary  exposure  of  the  blad- 
der, packing  the  wound  open  with  gauze,  down  to 
the  level  of  the  bladder  wall.1-2  Three  to  four 
days  later,  after  the  wound  had  developed  healthy 
granulations,  the  bladder  was  entered,  and  a 
mushroom  catheter  was  inserted  for  drainage. 
At  some  later  date,  suprapubic  prostatectomy 
was  performed. 

I followed  this  procedure  for  almost  ten  years 
until  there  was  access  to  the  newer  antibiotics. 
I continued  to  feel,  as  I am  sure  all  urologists  have 
felt,  that  much  time  and  anxiety  on  the  part  of 
the  patient  and  surgeon  could  be  saved  if  the 
operative  procedure  could  be  completed  safely  in 
one  stage.  It  was  felt  also  that  if  proper  drainage 
could  be  maintained,  the  abdominal  wound  could 
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be  closed  tightly,  as  in  many  general  surgical  pro- 
cedures. My  first  few  operations  were  done  with 
some  fear  as  to  the  outcome,  but  I continued  to 
gain  courage  as  I noted  the  improvement  in  the 
postoperative  well-being  of  the  patients.  The 
wounds  healed  without  urinary  drainage,  in- 
flammation, abscesses,  and  gaping  wounds  which 
so  often  caused  delayed  healing  following  supra- 
pubic drainage. 

There  are  many  advocates  of  each  of  the  three 
accepted  methods  of  dealing  with  benign  pro- 
static obstruction  surgically.  These  methods  are 
perineal  prostatectomy,  suprapubic  prostatec- 
tomy, and  transurethral  prostatic  resection.  It 
is  felt,  however,  that,  on  the  whole,  the  average 
urologic  surgeon,  while  he  may  be  trained  to  per- 
form all  three  types  of  operation  skillfully,  is  more 
adequately  trained  to  perform  suprapubic  pros- 
tatectomy. During  the  past  fifteen  years  there 
has  been  a large  number  of  articles  published  on 
the  subject  of  transurethral  prostatic  resection, 
and  during  the  past  six  years  there  has  been  a re- 
vival of  interest  in  perineal  prostatectomy,  par- 
ticularly as  regards  the  subject  of  cancer  and  pro- 
static calculi.  I believe  that  suprapubic  pros- 
tatectomy has  certain  advantages  over  perineal 
prostatectomy  and  transurethral  resection  for  the 
following  reasons : 

(1)  From  the  point  of  view  of  anatomic  accessi- 
bility, it  is  always  just  as  easy  to  get  at  and  re- 
move the  obstructing  prostate  through  the  supra- 
pubic route  as  it  is  through  the  perineum. 

(2)  Healing  would  seem  to  be  promoted  more 
rapidly  in  a suprapubic  wound  than  in  a perineal 
wound  because  of  its  position.  The  bladder  being 
dependent,  the  tendency  for  drainage  is  down- 
ward and  away  from  a suprapubic  wound. 

(3)  Injury  to  the  external  urethral  sphincter 
seldom  occurs  in  suprapubic  prostatectomy  and  is 
more  likely  to  occur  both  in  perineal  prostatec- 
tomy and  in  transurethral  resection. 

(4)  The  obstructing  portion  of  the  gland  can 
be  removed  entirely.  This  has  no  advantage  over 
the  perineal  route  but  has  a considerable  advan- 
tage over  the  transurethral  route. 
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(5)  Other  surgical  conditions  of  the  bladder, 
such  as  stone,  diverticulum,  or  tumor,  may  be 
taken  care  of  at  the  time  of  suprapubic  prostatec- 
tomy. 

Lower  and  Harris  have  both  recommended  and 
described  the  technic  for  one-stage  suprapubic 
prostatectomy  with  primary  closure  of  the  blad- 
der.3-6 They  reported  good  results,  as  did 
others,  but  the  method  did  not  receive  widespread 
support  and  was  abandoned  by  all  but  a few. 
The  reason  for  the  abandonment  of  this  method 
lay  in  the  difficulty  of  combating  infection,  both 
in  the  local  wound  and  in  the  entire  urinary  tract. 
The  failure  to  obtain  adequate  postoperative 
drainage  due  to  blockage  of  the  catheter  from 
blood  clots  was  another  difficulty  encountered. 

Rose  now  advises  early,  one-stage  suprapubic 
prostatectomy  with  suprapubic  drainage.6  He 
feels  that  it  is  unwise  to  prolong  preoperative  care 
beyond  necessary  limits  and  to  run  the  added  risk 
of  infection  due  to  the  use  of  an  inlying  urethral 
catheter.  He  prefers  to  operate  on  these  patients 
within  a few  hours  after  admission  to  the  hos- 
pital, providing  their  condition  is  reasonably 
good.  I feel  that  the  preoperative  use  of  an  in- 
lying catheter  is  not  necessary  unless  one  is  deal- 
ing with  a large  amount  of  residual  urine  or  with  a 
bladder  in  total  retention.  Rose  uses  suprapubic 
drainage  after  operation.  His  results  are  re- 
ported to  be  good  and  his  mortality  rate  is  low. 

During  the  past  five  years,  I have  performed 
only  one  suprapubic  cystostomy  preliminary  to 
prostatectomy.  All  other  patients,  having  ob- 
struction due  to  benign  hypertrophy  of  the  pros- 
tate, have  been  subjected  to  one-stage  suprapubic 
prostatectomy  with  primary  closure  of  the  wound. 
No  patient  was  rejected  because  of  his  physical 
condition.  Preoperative  care  varies  slightly  from 
that  of  Rose  in  that  I usually  study  and  prepare 
these  patients  one  and  one-half  to  three  days  be- 
fore operation.  Each  patient  receives  a complete 
physical  examination  and  medical  consultation, 
when  indicated.  The  usual  laboratory  pro- 
cedures are  carried  out,  and  if  the  patient’s  con- 
dition is  found  to  be  reasonably  good,  he  is 
scheduled  for  operation.  Inspection  of  the  blad- 
der through  a cystoscope  is  made  in  all  cases,  as  is 
a flat  x-ray  film  of  the  urinary  tract.  Intra- 
venous and  retrograde  pyelograms  are  made  when 
indicated. 

I prefer  spinal  anesthesia,  using  novocain  crys- 
tals. Intravenous  sodium  pentothal  and  cyclo- 
propane inhalation  have  also  been  used  satis- 
factorily. A minimal  amount  of  anesthetic  agent 
is  required  in  all  cases,  as  most  of  these  prostatec- 
tomies can  be  done  in  a relatively  short  period  of 
time. 


Technic  of  Operation 

The  bladder  is  filled  with  sterile  normal  saline 
to  facilitate  exposure.  Both  vasa  are  ligated  with 
fine  silk  through  small  incisions  on  each  side  of 
the  anterior  wall  of  the  scrotum.  A small  in- 
cision, varying  from  1 to  iy2  inches  in  length,  is 
made  in  the  suprapubic  midline.  The  peritoneal 
fold  is  dissected  from  the  bladder  to  a high  level 
in  order  that  the  incision  through  the  bladder 
wall  may  be  made  as  far  away  from  the  vesical 
neck  as  possible.  The  incision  through  the  blad- 
der wall  should  be  no  larger  than  will  comfortably 
admit  the  index  finger.-  Two  fingers  of  the  left 
hand  are  placed  in  the  rectum  in  order  to  elevate 
the  prostate  and  to  aid  in  guiding  the. enucleation 
of  the  gland  with  the  right  index  finger.  As  much 
of  the  mucosa  covering  the  vesical  portion  of  the 
prostate  as  possible  is  saved.  Likewise,  the  ure- 
thral mucosa  is  made  to  remain*as  long  as  possible 
by  enucleating  it  as  high  up  in  the  prostatic  ure- 
thra as  possible.  After  the  gland  has  been  freed 
from  the  fossa  and  delivered  into  the  bladder,  it 
can  be  removed  then  through  the  small  incision  if 
sufficient  care  is  taken.  In  only  two  instances 
has  it  been  necessary  to  separate  the  gland  pur- 
posely into  pieces  within  the  bladder  cavity  to  fa- 
cilitate its  removal.  If  any  stones  be  present, 
they  too  can  be  removed  from  either  the  bladder 
or  the  prostatic  bed  with  scoops  or  forceps.  If  a 
diverticulum  or  tumor  is  to  be  removed,  the  in- 
cision should  be  enlarged.  The  prostatic  fossa  is 
then  packed  temporarily  with  diy  gauze  until  all 
active  bleeding  has  stopped. 

A No.  20  or  No,  22  French  catheter  is  then  in- 
serted through  the  urethra  into  the  bladder  and 
anchored  in  place  with  adhesive.  If  there  is  any 
doubt  as  to  postoperative  bleeding,  a Foley  bag 
catheter  or  Hendrickson  modification  of  the  same 
is  used  instead  of  an  ordinary  catheter.  Re- 
cently, I have  used  gelfoam  and  oxycel  gauze  with 
gratifying  results.  So  far,  I have  noted  no  ill 
effects  postoperatively  from  either.  The  oxi- 
dized gauze  has  the  advantage  of  being  more 
easily  pushed  into  the  prostatic  fossa  with  the  in- 
dex finger  and  molded  into  a doughnut  shape 
around  the  urethral  catheter.  The  incision  in 
the  bladder  wall  is  closed  with  interrupted  figure- 
eight  sutures  of  No.  1 chromic  catgut,  care  being 
taken  not  to  include  the  mucosa.  The  prevesical 
fascia  is  brought  together  over  the  underlying  in- 
cision with  a purse-string  suture  of  the  same  ma- 
terial. A small  wick  of  rubber  tubing  placed 
against  the  prevesical  fascia  is  brought  out 
through  the  lower  angle  of  the  wound.  The 
fascia,  subcutaneous  tissues,  and  skin  are  then 
closed  tightly  with  interrupted  sutures  of  No.  000 
silk. 

As  soon  as  the  patient  is  returned  to  his  room, 
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the  catheter  is  connected  to  a bottle  to  which  has 
been  applied  negative  pressure  in  order  to  pro- 
mote drainage  and  prevent  obstruction  due  to 
clots.  The  catheter  is  irrigated  every  hour  for  the 
first  twenty-four  hours,  and  thereafter  only  as 
often  as  necessary.  The  patient  is  allowed  out  of 
bed  the  day  after  operation  unless  there  is  some 
good  reason  to  prevent  him  from  doing  so.  The 
silk  sutures  are  removed  from  the  scrotal  wounds 
the  day  following  operation,  and  the  sutures  are 
removed  from  the  suprapubic  wound  four  to  six 
days  after  operation.  The  small  rubber  wick 
drain  is  removed  from  the  suprapubic  wound  after 
twenty-four  hours. 

I have  been  very  pleased  with  the  way  these 
suprapubic  wounds  heal.  In  a few  instances, 
serum  or  thin  pus  has  been  evacuated  in  small 
amounts  from  the  subcutaneous  tissues,  but  in  no 
instance  has  there  been  any  evidence  of  infection 
extending  below  the  level  of  the  fascia.  Like- 
wise, I have  been  impressed  with  the  small 
amount  of  bleeding  which  we  have  encountered. 
It  is  m^  impression  that  no  more  bleeding  occurs 
when  an  ordinary  catheter  is  used  than  when  a 
hemostatic  bag  catheter  is  used.  It  has  been 
noted  that  the  patients  in  whom  the  hemostatic 
bag  catheters  have  been  used  have  suffered  more 
pain.  In  no  instance  has  it  been  necessary  to  re- 
open the  wound,  and  no  postoperative  hernia  has 
occurred. 

in  only  2 patients  did  I have  any  unfavorable 
results.  One  patient  died  on  the  third  post- 
operative day  as  a result  of  cardiac  failure,  which, 
although  recorded  as  an  operative  mortality,  was 
not  thought  to  be  due  to  the  technic  used.  In 
the  other  patient,  who  lived,  an  acute  suppurative 
funiculitis  developed  into  an  abscess  which  was 
opened  in  the  right  groin.  He  also  developed  an 
acute  bilateral  pyelonephritis  due  to  Bacillus 
proteus.  This  was  the  patient  who  required  the 
longest  postoperative  catheter  drainage  and  who 
spent  the  greatest  number  of  days  in  the  hospital. 
He  was  also  the  patient  upon  whom  we  first  used 
streptomycin. 

Results 

A total  of  77  consecutive  unselected  patients 
have  been  operated  on  according  to  this  technic. 
One  postoperative  death  occurred,  giving  a mor- 
tality rate  of  1.3  per  cent.  This  was  a man,  aged 
seventy-two,  who  died  three  days  after  operation 


from  cardiac  failure,  secondary  to  arteriosclerotic 
heart  disease.  He  was  known  to  be  a poor  opera- 
tive risk.  The  youngest  patient  was  fifty-one 
years  old,  the  oldest  eighty-nine.  The  average 
age  of  all  patients  was  seventy-one  years,  with  56 
patients,  or  72.7  per  cent,  falling  within  the  sixty- 
to  eighty-year  age  group.  Fourteen,  or  18.1  per 
cent  of  the  patients  were  eighty  years  or  older,  and 
no  fatality  occurred  in  this  group. 

The  average  time  for  the  removal  of  the  inlying 
urethral  catheter  was  seven  days  after  operation, 
the  earliest  being  one  day  and  the  latest  twenty- 
four  days. 

The  scrotal  wounds  were  all  healed  per  primam 
twenty-four  hours  after  operation.  The  supra- 
pubic wounds  healed  in  an  average  of  eight  days, 
the  earliest  healing  time  for  a suprapubic  wound 
being  three  days,  the  latest  twenty-four  days. 

The  average  postoperative  stay  in  the  hospital 
was  fourteen  days;  the  shortest  was  six  days  (2 
cases),  the  longest  forty-five  days. 

Conclusions 

One  stage  suprapubic  prostatectomy  with  pri- 
mary closure  of  the  bladder  can  be  done  safely  for 
benign  prostatic  hypertrophy  as  well  as  for  re- 
moval of  bladder  tumor,  stones,  or  diverticula. 

Suprapubic  cystostomy  is  usually  not  necessary 
unless  the  patient  has  epididymitis,  urethral  stric- 
ture, prostatic  or  perineal  abscess,  or  some  ad- 
vanced septic  condition  in  the  upper  urinary 
tract  on  admission.  If  preoperative  drainage  is 
necessary,  it  can  be  accomplished  safely  by  an 
inlying  urethral  catheter,  providing  both  vasa  are 
ligated  at  the  time. 

The  improvement  in  the  morale  of  the  patient 
is  not  to  be  overlooked.  The  patient  is  always  re- 
ceptive to  a one-stage  procedure  and  is  happy  to 
learn  when  he  returns  from  his  first  visit  to  the 
operating  room  that  no  further  operative  pro- 
cedures will  be  necessary. 

Finally,  my  results  seem  to  compare  quite 
favorably  with  those  obtained  by  all  other  ac- 
cepted methods. 
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THE  discussion  of  this  disease  is  appropriate 
at  this  time  inasmuch  as  this  year  marks  the 
centennial  of  its  discovery.  Of  still  more  impor- 
tance is  the  fact  that  during  the  recent  war,  our 
troops  served  in  areas  where  the  disease  is  en- 
demic, and  enough  cases  are  being  brought  to  light 
so  that  it  behooves  us,  as  urologists,  to  reacquaint 
ourselves  with  the  history,  life  cycle,  symptoms, 
and  treatment  of  this  infestation.  There  is 
scarcely  a town  in  the  United  States,  no  matter 
how  small,  that  has  not  had  some  man  serving  in 
Leyte,  China,  Africa,  South  America,  or  the 
Caribbean  area. 

The  likelihood  that  the  disease  may  gain  a foot- 
hold in  this  country  is  remote,  since  only  certain 
species  of  snails  act  as  intermediary  hosts.  Ex- 
perimental work  up  to  this  time  has  failed  to  pro- 
duce infestation  of  any  snails  that  are  indigenous. 
This  statement  must  be  qualified  to  some  extent, 
however,  since  the  studies  of  Cram  and  Files  in 
1945,  show  that  1.9  per  cent  of  snails  from  a lake 
on  the  campus  of  the  Louisiana  State  University 
shed  cercariae  of  Schistosoma  mansoni.1  This 
occurred  after  they  had  been  exposed  experimen- 
tally to  an  infestation  of  Schistosoma  mansoni. 

The  author’s  interest  in  this  subject  was  oc- 
casioned by  the  discovery  in  1937  of  a case  of 
vesical  schistosomiasis  caused  by  S.  japonicum, 
one  of  the  few  cases  on  record  and  the  discovery 
of  a second  case  in  1946,  caused  by  S.  hemato- 
bium  in  a soldier  who  had  served  in  Africa.2 
Since  many  more  local  men  had  served  in  Africa, 
it  seemed  advisable  to  contact  as  many  as  pos- 
sible. A search  was  made  through  the  files  of 
the  draft  boards,  and  in  this  manner  the  names 
and  addresses  were  secured. 

Questionnaires  were  sent  to  98  men  who  served 
in  Africa,  with  32  replies. 

To  the  first  question,  “Did  you  bathe  or  go 
swimming  in  fresh  water?,”  13  replied  no,  and  19 
replied  yes.  To  the  question,  “Did  you  drink  any 
unboiled  or  untreated  water?,”  20  replied  no,  and 
12  replied  yes.  To  the  questions  “Did  you  have 
any  itching  of  the  skin  after  bathing?  Did  you 
have  fever  or  loss  of  appetite  two  weeks  or  six 
weeks  after  bathing?,”  the  answers  were  prac- 
tically 100  per  cent  negative.  To  the  question, 
“Have  you  had  any  bladder  symptoms  such  as 
frequency  of  urination,  burning,  bladder  pain,  or 
blood  in  the  urine?,”  5 reported  that  they  had  ex- 
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perienced  frequency,  and  3 reported  that  they  had 
experienced  burning. 

Letters  were  mailed  to  all  those  who  had 
bathed  in  fresh  water,  requesting  them  to  come  to 
the  office  for  further  questioning  and  examination. 
Only  9 appeared.  None  were  found  to  have  a 
leukocytosis  or  eosinophilia,  and  in  only  one  urine 
were  suspicious  bodies  found  which  might  have 
been  ova. 

Questionnaires  were  also  sent  to  200  urologists 
in  New  York  State,  and  104  replies  were  received. 
Of  this  number  only  5 replied  that  they  had  seen 
any  cases.  Two  of  these  had  seen  their  cases 
while  overseas.  The  other  3 had  seen  them  in 
this  country.  One  reply  was  from  the  United 
States  Marine  Hospital  on  Staten  Island,  stating 
that  “quite  a few  cases”  were  being  se®n.  It  is 
quite  apparent  from  the  responses  that  either  very 
few  cases  of  infestation  with  S.  hematobium  have 
occurred  in  the  troops,  or  else  they  are  not  being 
recognized.  Both  of  these  alternatives  would 
seem  probable.  Stebbins  reported  24  cases  of  S. 
mansoni  and  no  cases  of  S.  hematobium  or  S. 
japonicum  identified  at  Washington  Heights 
Health  Center  since  1941. 3 

History 

In  1847,  Katayama  disease  was  described. 
Many  years  later  it  was  named  S.  japonicum.4 

Bilharz,  in  1851,  discovered  the  parasite  of  S. 
hematobium,  although  the  disease  was  known  to 
exist  in  ancient  times  and  has  been  found  in  mum- 
mies. His  name  has  continued  to  be  identified 
with  it  as  Bilharzia  hematobia  or  Bilharzia  dis- 
ease. 

Weinman,  in  1858,  described  the  genus  Schisto- 
soma and  the  disease,  commonly  called  schistoso- 
miasis, because  the  parasites  all  belong  to  a com- 
mon genus.5 

In  order  to  spare  you  a session  with  a textbook 
on  tropical  diseases,  a rdsum6  of  the  life  cycle, 
symptoms,  and  treatment  of  the  disease  will  be 
attempted.  Although  we  are  interested  pri- 
marily in  the  S.  hematobium  which  produces  uro- 
logic  symptoms,  the  life  cycles  of  all  the  Schisto- 
soma are  so  similar  that  they  will  be  considered  as 
a group  first.  The  intermediary  host  in  all  cases 
is  a fresh  water  snail,  but  a particular  genus  and 
species  is  necessary.  The  S.  hematobium  in- 
habits the  genus  Bulinus,  the  S.  mansoni  the  Pla- 
norbis,  and  the  S.  japonicum  the  Oncomelania. 

Humans  and  mammals  that  are  susceptible 
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acquire  the  infection  by  bathing  or  otherwise  ex- 
posing their  skin  to  fresh  water  which  is  infested 
with  cercariae,  the  fork-tailed  larval  stage  of  de- 
velopment seen  after  the  Schistosoma  have  left 
the  body  of  the  snail.  These  cercariae  bore  their 
way  through  the  skin  or  mucous  membranes, 
dropping  their  tails  in  the  process.  After  they 
have  reached  the  capillaries,  the  blood  stream 
carries  them  to  the  right  side  of  the  heart  and  to 
the  lungs,  reaching  the  general  circulation  by 
traversing  the  capillaries  of  these  organs.  It  is  a 
peculiar  phenomenon  that  only  those  organisms 
which  reach  the  mesenteric  artery  and  gain  access 
to  the  portal  circulation  survive.  Others  act  only 
as  emboli  and  may  or  may  not  produce  local 
symptoms.  Having  reached  the  intrahepatic 
circulation,  the  former  become  adolescent  worms 
in  about  two  weeks,  at  wThich  time  they  begin  to 
migrate  against  the  current.  Schistosoma  japon- 
icum  migrates  to  that  part  of  the  intestinal  wall 
drained  by  the  superior  mesenteric  vein,  taking 
from  one  to  two  weeks  to  do  so;  S.  mansoni  mi- 
grates to  that  portion  of  the  intestinal  wall  drained 
by  the  superior  and  inferior  mesenteric  vein  wThich 
takes  about  twice  as  long,  and  S.  hematobium  mi- 
grates through  the  inferior  mesenteric  and  hemor- 
rhoidal anastomoses  into  the  vesical  venules,  re- 
quiring about  eight  weeks  to  reach  this  location. 
The  worms  now  are  mature,  the  male  measuring 
about  1.5  cm.  in  length  and  the  female  2.5  cm. 
The  male  is  broader  than  the  female  and  in  the 
vein  lies  wrapped  around  the  female.  When  egg- 
laying  starts,  the  female  leaves  the  male,  and,  be- 
cause of  her  narrower  diameter,  she  can  and  does 
push  into  the  tiniest  venule.  She  withdraws  as 
each  egg  is  laid,  and  the  size  of  the  egg  which  is 
greater  than  the  size  of  the  venule  plus  the  spike 
at  its  end  tend  to  hold  the  ovum  in  place.  A fer- 
ment secreted  through  the  egg  shell  soon  breaks 
down  the  venule  and  the  mucosa  of  the  bladder, 
allowing  the  egg  to  gain  access  to  the  bladder. 
Egg-laying  continues  during  the  life  time  of  the 
worms  which  is  estimated  to  be  thirty  years. 

After  the  egg  is  voided,  it  ruptures  due  to  os- 
motic pressure,  and  the  miracidium  emerges  and 
swims  about,  ifowever,  if  the  egg  does  not  reach 
fresh  water,  it  dies  within  twenty-four  hours.  If 
a mollusk  of  the  genus  Bulinus  inhabits  the  water, 
it  is  penetrated  by  the  miracidia.  In  the  body  of 
the  snail,  sporocysts,  daughter  sporocysts,  and, 
finally,  forked-tailed  cercariae  develop  from  the 
miricidia  and  escape  spontaneously  into  the 
water,  thus. completing  the  cycle.  The  portion  of 
the  cycle  in  the  snail  takes  about  fourteen 
days. 

Symptoms 

The  early  symptoms  will  be  mentioned  only 
briefly,  because  they  are  variable.  Itching  or 


needling  pain  may  occur  as  the  cercaria  pentrates 
the  skin.  Fever,  anorexia,  and  malaise  may 
ensue  about  two  weeks  later.  Gastrointestinal 
symptoms  and  tenderness  over  the  liver  may  be 
present  during  the  intrahepatic  cycle.  After  the 
ova  are  deposited,  there  may  be  fever  again  as  a 
reaction  against  them.  Leukocytosis  and  an 
eosinophilia  w'ith  or  without  leukocytosis  may 
occur.  From  this  time  on,  bladder  symptoms 
may  appear,  consisting  of  dull,  suprapubic  pain,  a 
feeling  of  heaviness,  frequency  of  urination,  burn- 
ing on  voiding,  pyuria,  and  hematuria.  The  in- 
consistency of  the  symptoms  is  illustrated  by  a 
case  that  had  multiple  exposures  with  no  itching, 
fever,  or  symptoms  of  any  kind  until  the  patient 
had  been  out  of  Africa  for  about  six  months.  At 
that  time  he  began  having  a pressure  feeling  in 
the  bladder  and  a constant  desire  to  void.  These 
symptoms  lasted  only  twenty-four  hours.  There 
was  no  hematuria.  Exposed  in  1943,  and  experi- 
encing his  first  symptoms  in  1944,  he  had  in  all 
about  seven  or  eight  short  episodes  before  I saw 
him  in  April,  1946,  and  placed  him  on  treatment. 

Another  man  told  me  that  many  of  the  troops 
in  his  outfit  had  frequency  and  nocturia  while 
they  were  in  Africa  but  they  took  it  as  a matter  of 
course. 

Diagnosis 

This,  first  of  all,  is  based  on  the  history  of  ex- 
posure. 

Alves  and  Blair  in  a large  series  of  cases  from 
Southern  Rhodesia  used  a cercarial  antigen 
intradermal  skin  test  successfully.6 

Finding  the  terminally  spiked  egg  in  the  urine 
is  most  important.  Eosinophilia,  while  not  con- 
stant, should  be  looked  for  also. 

Treatment 

The  disease  is  successfully  treated  with  anti- 
mony, but  this  treatment  dates  back  only  a few 
years.  In  looking  back  through  my  medical 
school  textbooks,  I found  that  Sallman  in  1912, 
and  Hare  in  1916,  made  no  mention  of  its  use  for 
this  disease . Solis-Cohen , i n 1 928,  stated  that  its 
chief  value  is  in  the  infestations  of  animal  para- 
sites, both  protozoan  and  metazoan.  We  find 
that  emetine  was  used  as  a secret  remedy  in 
Egypt  prior  to  1917.7  It  was  abandoned  be- 
cause: (a)  it  was  not  as  effective  as  antimony; 
( b ) it  was  toxic  to  heart  muscle;  (c)  it  produced 
peripheral  neuritis,  and  ( d ) it  was  too  expensive. 

Many  forms  of  antimony  have  been  used. 
The  trivalent  form  is  efficacious;  the  pentavalent 
form  is  not. 

The  United  States  Army,  according  to  its  1945 
Medical  Bulletin,  allowed  no  other  treatment  than 
tartar  emetic  intravenously  or  fouadin  intra- 
muscularly.8 Authors  do  not  see  eye  to  eye  on 
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the  respective  merits.  One  group  maintains  that 
while  tartar  emetic  is  more  toxic,  cure  is  quicker, 
and  the  end  results  are  better.6  8 The  other 
group  with  a large  series  of  cases  to  back  them  up 
maintains  that  fouadin  is  the  drug  of  choice. 
Certainly,  fouadin  is  easier  to  administrate  and 
in  my  very  limited  experience  has  been  entirely 
satisfactory.  Detailed  directions  for  their  use 
will  be  omitted. 

Prognosis 

In  treated  cases  the  prognosis  is  excellent.  It 
should  be  remembered  that  the  more  frequent 
the  exposure,  the  more  massive  the  infestation 
and  conversely.  It  is  probable  that  none  of  us 
will  ever  see  a case  with  massive  infestation. 
Yet,  if  we  again  remember  that  the  worms  may 
live  for  thirty  years  and  continue  to  lay  eggs,  it 
will  be  surprising  if,  later  on,  symptoms  do  not 
make  their  appearance.  These  can  be  enumer- 
ated as  follows:  chronic  cystitis,  upper  urinary 
tract  symptoms  due  to  stricture  of  the  lower 
ureter,  calculi,  papilloma  and  carcinoma,  pros- 


tatitis and  vesiculitis,  anemia,  rectal  symptoms 
and,  in  rare  cases,  pulmonary  symptoms. 

Comment 

Although  the  responses  to  questionnaires  show 
that  few  cases  of  S.  hematobium  have  appeared 
in  New  York  State,  the  possibility  of  seeing  such 
a case  is  greater  than  ever  before.  It  should  also 
be  remembered  that  S.  japonicum  and  S.  mansoni 
have  been  known  to  invade  the  bladder,  and  a 
careful  history  and  careful  examination  of  the 
urinary  sediment  may  furnish  surprising  results. 

319  Pine  Street 
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ANNOUNCEMENT 

Section  on  Radiology,  Quiz  Program 

Quiz  Program  to  “stump  the  experts,”  using  x-ray  film,  at  the  Annual  Meeting, 
May  20,  1948,  10  a.m. 

Please  send  problem  films  in  which  a diagnosis  has  been  established,  with  brief 
r6sum6  of  relevant  information,  to 

Dr.  Marcy  L.  Sussman 
Mt.  Sinai  Hospital 
1 East  100th  Street 
New  York  29,  New  York 

Do  not  send  diagnosis. 

Identify  your  material  carefully  so  that  it  may  be  returned. 


TRANSURETHRAL  SURGERY  IN  PATIENTS  PAST 
EIGHTY  YEARS  OF  AGE 

William  A.  Milner,  M.D.,  Albany,  New  York 
(. From  Albany  Medical  College ) 


TRANSURETHRAL  resection  offers  patients 
past  eighty  years  of  age  relief  from  a con- 
dition which  cannot  be  treated  safely,  except  in 
unusual  instances,  by  any  of  the  other  methods 
known  to  urologists. 

In  the  past  most  patients  of  eighty  years  or 
more  have  been  told  they  were  too  old  for 
surgical  relief  of  prostatism,  and,  unfortunately,  a 
few  are  still  of  that  impression  today. 

This  group  of  patients  are  far  from  what  we 
would  classify  as  good  surgical  risks.  Practically 
all  of  them  have  myocardial  damage,  and  many 
are  infirm  in  other  respects.  On  the  other  hand, 
many  men  of  eighty  are  better  risks  than  some 
individuals  many  years  younger. 

One  general  concept  is  followed  in  handling 
these  patients.  If  they  can  be  prepared  for 
surgery,  then,  in  most  instances  they  will  go 
through  the  operation  without  difficulty.  In 
other  words,  their  blood  chemistries  must  bear 
some  semblance  of  the  normal,  and  their  circu- 
latory mechanism  must  be  compensated,  even 
though  it  may  be  extremely  poor. 

Any  complication,  arising  during  the  convales- 
cent period  following  operation,  greatly  increases 
the  mortality  rate  in  these  patients.  Sedatives 
must  be  employed  with  great  caution,  for  any  deep 
sedation  may  well  result  in  a pneumonia. 

Psychosis,  coming  on  transiently,  after  surgery 
is  not  uncommon.  This  is  especially  apt  to  occur 
in  those  cases  which  show  some  signs  of  mental 
senility  preoperatively. 

In  the  vast  majority  of  cases  this  clears  up 
spontaneously.  In  the  few  where  it  persists,  the 
patient  sometimes  clears  more  rapidly  when  he 
can  be  returned  home  to  his  natural  surroundings. 

Great  care  must  be  taken  to  keep  these  cases 
out  of  bed  as  much  as  possible.  Fewer  complica- 
tions occur  if  this  course  is  followed. 

The  preoperative  preparation  consists  of  the 
following  course: 

1.  Where  necessary  catheter  drainage  should 
be  used  to  reduce  high  blood  chemistries. 

2.  Cardiac  conditions  should  be  handled  by 
medical  consultation  and  treatment  when  these 
measures  are  deemed  advisable. 

3.  Urinary  output  should  be  kept  at  a high 
level  by  forcing  fluids. 

4.  The  patient  should  be  kept  out  of  bed  as 
much  as  possible. 

Presented  at  the  141st  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  Buffalo,  Section  on  Urology, 
May  7.  1947. 


5.  Sedatives  should  be  used  sparingly  unless 
necessary  to  provide  the  patient  with  sufficient 
sleep. 

6.  An  opiate,  or  one  of  the  rapidly  secreted 
barbiturates,  in  small  doses  seems  to  be  best 
in  the  way  of  drugs.  Small  doses  of  scopolamine 
are  sometimes  helpful. 

7.  No  preoperative  sedation  is  given,  except 
a large  breakfast  which  seems  to  have  a very 
“soul-satisfying  effect.” 

8.  An  enema  is  given  the  night  before  opera- 
tion. 

Operation  is  done  as  quickly  and  completely  as 
possible,  although  completeness  of  the  resection 
should  never  be  sacrificed  for  time  unless  there  is 
some  definite  indication  of  a need  for  it.  The 
postoperative  morbidity  is  greatly  reduced  by 
complete  removal  of  the  gland  down  to  the  surgi- 
cal capsule.  Blood  loss  should  always  be  kept  at  a 
minimum,  and  if  it  should  be  excessive,  trans- 
fusion should  be  prompt  and  adequate.  I do  not 
believe  this  is  necessary  in  more  than  one  per  cent 
of  the  cases. 

Patients  are  given  a medium  back  rest  im- 
mediately after  returning  from  the  operating 
room  and  encouraged  to  drink  copiously.  One  or 
two  liters  of  fluids  are  given  intravenously,  and  the 
patients  are  allowed  a diet  as  tolerated  after  their 
first  meal  which  consists  of  liquids. 

Should  there  be  any  pain  or  discomfort,  small 
doses  of  morphine  are  given. 

Patients  are  usually  allowed  out  of  bed  on  the 
second  day  and  encouraged  to  be  up  as  much  as 
possible.  As  soon  after  the  seventh  postoperative 
day  as  they  are  strong  enough  to  take  care  of 
themselves,  the  patients  are  discharged  from  the 
hospital. 

Review  of  Cases 

Since  January,  1942,  180  patients  of  eighty 
years  or  more  have  been  operated  to  relieve 
symptoms  of  prostatism.  This  represents  10.9 
per  cent  of  the  total  number  of  cases  operated  for 
this  condition  during  this  period. 

Age:,  Five  of  these  cases  were  over  ninety  years 
of  age,  the  oldest  being  ninety-six.  The  average 
age  of  the  entire  group  was  eighty-three  and  six- 
tenths  years. 

Weight  of  Gla?id:  Fifty-one  of  the  cases  had 
glands  weighing  50  Gin.  or  more,  and  13  of  them 
had  glands  weighing  more  than  100  Gin. 
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Residual  Urine:  Sixty  per  cent,  or  108  cases, 
had  complete  urinary  retention,  the  other  having 
varying  amounts  of  residual  urine. 

Pathology:  Fifty-nine  cases,  or  32.7  per  cent, 
were  carcinomatous;  7 had  associated  bladder 
calculi;  13  had  prostatic  calculi;  6 had,  in  ad- 
dition to  their  prostatic  difficulty,  cancer  of  the 
bladder,  and  5 had  had  cystotomy  elsewhere. 

Morbidity:  The  average  hospital  stay  of  a re- 
section case  is  from  seven  to  ten  days.  The  total 
hospital  stay  of  these"  patients  was  a little  longer 
on  the  average,  due  to  long  stays  in  a few  in- 
stances. 

All  cases  were  able  to  void  freely  on  discharge 
from  the  hospital,  and  the  only  cases  of  incon- 
tinence which  occurred  were  in  those  in  which 
senility  overrode  neatness. 

Mortality:  Eleven  deaths  occurred  in  the  entire 
group  which  is  much  higher  than  should  be  ex- 
pected in  a total  series  of  prostatics  including  all 
ages.  This  was  6.1  per  cent,  as  compared  with  a 


mortality  of  about  2 per  cent  for  the  entire  series 
over  the  five-year  period. 

Strangely  enough,  10  of  these  deaths  occurred  in 
two  of  the  years,  whereas  there  was  only  one 
death  in  all  the  cases  of  the  other  three  years. 

Analysis  of  Mortality:  There  were  5 deaths 
from  cardiac  complications;  5 from  pneumonia, 
and  1 in  which  the  cause  was  unknown. 

Conclusions 

1.  To  obtain  good  results,  meticulous  atten- 
tion must  be  paid  to  all  details  both  pre-  and  post- 
operatively. 

2.  Cancer  of  the  prostate  is  far  more  prevalent 
in  this  age  group  than  in  younger  men. 

3.  Although  the  mortality  of  operation  is  6 
per  cent,  the  mortality  of  untreated  prostatism 
approaches  100  per  cent. 

4.  Men  past  eighty  need  no  longer  be  told 
they  are  too  old  for  surgery. 

75  Willett  Street 


ANNOUNCEMENT 
1948  Medical  Directory  Deadline 

All  material  for  the  1948  Medical  Directory  of  New  York,  New  Jersey  and  Connecticut 
should  be  in  the  office  of  the  Medical  Society  of  the  State  of  New  York  before  April  15, 
1948. 

No  corrections  or  additions  may  be  made  after  that  date. 


WHAT  IS  A STATE  MEDICAL  SOCIETY? 

The  Executive  Secretary  of  the  Connecticut  State 
Medical  Society,  Creighton  Barker,  M.D.,  has  this 
to  say: 

“I  have  asked  myself,  ‘What  is  a state  medical 
society?’  Is  it  a scientific  and  educational  organiza- 
tion as  we  would  have  the  Bureau  of  Internal  Reve- 
nue believe?  Is  it  a protective  guild  of  skilled  crafts- 
men? Is  it  a polite  device  for  spreading  propa- 
ganda? Is  it  a special  minority  for  influencing  legis- 
lation? Is  it  a social  club  through  which  one  may 
extend  his  acquaintance  and  prestige?  Is  it  an  insti- 
tution for  public  service?  Of  course  no  single 
answer  is  enough.  Medical  societies  try  to  be,  and 
are,  combinations  of  them  all.  Some  emphasize 
certain  things  more  than  others,  with  varying 
degrees  of  success,  but  this  is  what  they  try  to  be. 
It  is  complicated,  isn’t  it,  when  you  stop  to  think 
of  it?  And  it  is  further  complicated  when  it  is 


acknowledged  that  a society — any  society — is 
people.  It  is  people  that  confuse  it  most  and  the 
people  who  make  up  a medical  society  are  something 
special,  all  educated,  mostly  intelligent,  quaintly  con- 
ceited, strict  individualists  usually  with  a common 
interest  and  peculiarly  unselfish.  Mix  them  all  up 
and  add  a few  honest  and  some  bogus  idealists  and  a 
spatter  of  the  unscrupulous  and  you  have  a medical 
society,  an  organization  the  like  of  which  is  hard  to 
find .... 

“At  the  last  I want  to  say  that  the  profession  of 
medicine  is  not  just  a company  of  odd  little  men 
each  intent  on  making  as  much  money  as  he  can. 
There  is  something  in  medicine  that  is  bigger  than 
any  one  of  us  and  that  fine  bigness  can  find  its  ex- 
pression best  through  our  medical  societies.” — News 
Letter,  Council  on  Medical  Service,  A.M.A.,  January 
31,  1948 


Special  Article 

OCCUPATIONAL  DISEASE— THE  INSURANCE  VIEWPOINT 
Henry  D.  Sayer,  New  York  City 

(' General  Manager,  Compensation  Insurance  Rating  Board,  New  York ) 


TO  THE  extent  that  compensation  laws  play  a 
vital  part  in  our  social  and  economic  life,  insur- 
ance has  served,  and  will  continue  to  serve,  an  essen- 
tial interest  in  our  industrial  system.  In  so  doing, 
it  performs  a public  service  in  a high  degree.  In  that 
view  of  the  matter  it  is  of  little  consequence  to  insur- 
ance, as  such,  what  the  coverage  under  the  law  may 
be.  It  is  sufficient  that  the  obligation  is  insurable, 
that  it  is  sufficiently  definite  and  described  to  permit 
the  setting  of  reasonable  and  adequate  rates,  and 
that  it  is  expressed  in  definite  and  certain  language 
so  as  to  be  readily  understood  by  those  affected  by  it 
and  to  warrant  fair  administration  and  the  avoidance 
of  wasteful  litigation. 

While  it  may  be  assumed  that  the  original  purpose 
of  compensation  statutes  was  to  cover  only  disability 
and  death  due  to  injury  by  accident,  possibly  be- 
cause injury  to  health  gave  no  right  of  action  against 
the  employer  under  the  old  common  law,  logically, 
no  one  can  disagree  with  the  principle  of  compensa- 
tion for  those  diseases  that  are  as  definitely  occupa- 
tional as  are  industrial  accidents.  In  many  juris- 
dictions diseases  to  be  compensable  under  the  law 
must  be  due  to  causes  and  conditions  characteristic 
of  and  peculiar  to  the  occupation. 

Industry  and  insurance  have  joined  in  advocating 
passage  of  occupational  disease  laws.  Insurance  has 
urged  in  various  places  and  on  various  occasions  that 
these  laws  be  drawn  with  such  directness  and  ex- 
plicit terminology  that  there  be  a correct  under- 
standing of  the  rights  and  obligations  created,  there- 
by leaving  little  room  for  litigation. 

We  are  not  particularly  concerned,  at  this  gather- 
ing, with  those  diseases  and  infections  that  follow 
naturally  and  unavoidably  from  injury  caused  by 
accident;  we  are  concerned  rather  with  those  dis- 
eases that  result  from  conditions  in  the  employment 
caused  by  exposure  to  or  contact  with  toxic  sub- 
stances, radioactive  emanations,  exposure  to  danger- 
ous dusts,  gases  or  fumes,  or  other  conditions  neces- 
sarily present  and  characteristic  of  a particular  em- 
ployment. More  particularly  are  we  here  concerned 
with  those  diseases  affecting  the  lungs  and  respira- 
tory tract. 

The  greatest  difficulties  have  been  encountered  in 
the  consideration  of  silicosis  and  asbestosis  as  occu- 
pational conditions.  While  diseases  of  the  lungs  due 
to  inhalation  of  dust  have  been  recognized  from  the 
earliest  times  and  have  been  referred  to  in  the  an- 
cient literature,  until  recent  years  little  was  known 
scientifically  of  their  pathology,  etiology,  and  thera- 
peusis.  Medical  science  in  recent  years,  especially 
under  the  inspired  leadership  of  Drs.  Trudeau  and 
Gardner,  has  made  great  strides  in  research  and  the 
determination  of  the  facts  as  to  the  nature  and  de- 
velopment of  these  diseases.  Over  the  years  while  a 
worker  is  being  exposed  to  dust  and  is  very  slowly 


* Condensed  from  a paper  read  at  the  Saranac  Symposium 
on  Tuberculosis,  Saranac,  New  York,  October  3,  1947. 


acquiring  pathologic  changes  that  may  eventually 
result  in  his  total  disablement  or  death,  he  may  be 
employed  by  a number  of  different  employers,  or 
have  sporadic  employment  for  the  same  employer, 
and  in  these  various  employments  conditions  may  be 
very  different,  and  the  character  and  concentration 
of  dust  may  widely  differ.  His  employments  may 
not  all  be  within  the  same  state  and  may  be  governed 
by  different  laws.  His  various  employers  may  have 
been  insured  by  different  insurance  carriers.  The 
right  to  compensation  having  been  established,  the 
worker  or  his  dependents  are  concerned  only  with 
the  receiving  of  the  benefits  set  forth  in  the  law  and 
have  no  particular  concern  with  respect  to  the  carrier 
that  is  liable  for  such  payments.  But  the  deter- 
mination of  those  questions  is  the  responsibility  of  the 
administrative  authorities. 

Similar  complications  arise  when  the  law  creating 
the  liability  for  benefits  is  of  more  recent  existence 
than  the  period  of  exposure  from  which  the  condition 
arose.  Thus,  a period  of  total  disability  may  arise 
within  a very  brief  period  after  the  enactment  of  the 
new  law,  while  the  period  of  exposure  out  of  which 
the  disease  arises  may  almost  complteely  antedate 
the  law  creating  the  liability.  Here  then,  a condi- 
tion may  arise  for  which  liability  is  newly  imposed 
by  law,  while  the  conditions  out  of  which  the  dis- 
ability arose  may  be  wholly  or  in  large  part  due  to 
conditions  of  employment  at  a time  when  the  law 
created  no  liability  upon  the  employer  or  his  insurer 
for  such  a disability. 

Recognizing  these  manifest  facts,  the  New  York 
State  Legislature  accepted  certain  very  important 
principles  in  enacting  the  law  with  regard  to  the 
pneumoconioses,  namely,  that  the  liability  for  com- 
pensation shall  be  imposed  wholly  upon  the  em- 
ployer who  last  employed  the  worker  in  a dusty  em- 
ployment, and  that  the  liability  for  silicosis  or  asbes- 
tosis under  the  new  law  shall  be,  in  the  beginning, 
merely  minimal,  taking  little  account  of  the  expo- 
sures in  employment  which  took  place  prior  to  the 
law’s  enactment.  The  benefits,  however,  were  in- 
creased gradually  until  full  and  unlimited  benefits  are 
payable. 

By  fixing  the  liability  on  the  last  employer  in  a 
dusty  exposure,  there  is  avoided  endless  difficulty  in 
attempting  to  assess  upon  each  employer  by  whom 
the  injured  person  was  employed  his  proportion  of 
liability  for  the  entire  condition.  This  would  be  a 
manifestly  impossible  task. 

By  always  assessing  the  liability  on  the  last  em- 
ployer, the  principle  of  distribution  of  cost  brought 
about  by  insurance  makes  such  procedure  fair,  and 
it  averages  out  fairly. 

A somewhat  different  and  very  complex  question 
is  presented  in  the  matter  of  compensation  for  par- 
tial disability  from  silicosis  or  asbestosis.  At  a 
superficial  glance,  it  might  be  assumed  that  partial 
disability  should  oc  compensated  in  the  dusty  trades 
the  same  as  it  is  in  the  case  of  injury  duo  to  accident. 
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HENRY  D.  SAY  Eli 


[N.  Y.  State  J.  M. 


But  upon  slight  reflection,  it  will  be  recognized  that  a 
very  different  situation  must  be  faced. 

In  the  first  place,  just  what  do  we  mean  by  “par- 
tial disability”  in  dust  disease  of  the  lungs?  Having 
in  mind  the  infinitely  slow  progressive  nature  of  the 
disease,  at  what  point  does  it  become  partially  dis- 
abling? And  how  is  that  disability  to  be  measured? 
Do  we  think  of  partial  disability  as  a mere  physical 
condition,  or  must  it  be  both  physical  and  economic? 

There  are  a great  many  workers  in  dust,  perhaps 
more  than  we  realize,  who  have  definite  lung  path- 
ology, demonstrable  clinically  and  by  x-ray,  that 
may  be  deemed  a partial  permanent  physical  impair- 
ment, but  who  have,  nonetheless,  a full  earning 
capacity.  These  men  do  a full  day’s  work,  are  fully 
productive,  and  earn  full  wages  when  they  have  jobs. 
Should  we  say  these  men  must  be  compensated?  If 
so,  for  what  and  how  much?  We  cannot  compen- 
sate them  for  loss  of  earnings,  for  they  have  suffered 
no  such  loss;  nor  can  we  compensate  them  for  in- 
ability to  get  jobs,  for  they  have  jobs  when  work  is 
available.  Their  skill,  bom  of  years  of  experience, 
has  been  found  in  many  instances  in  practice  to  off- 
set any  supposed  unemployability  due  to  physical 
impairment,  and  unless  they  make  claim  for  com- 
pensation and  are  physically  examined,  an  employer 
does  not  know  of  the  existence  of  any  degree  of 
fibrosis  in  their  lungs,  whether  partially  disabling  or 
not. 

It  is  certain  that  in  some  trades  the  workers 
prefer  not  to  know  that  they  have  a mild  degree  of 
silicosis,  and  they  assuredly  do  not  wish  their  em- 
ployers to  learn  of  their  condition  through  physical 
examinations.  They  seem  to  prefer  jobs  and  the 
wages  that  they  earn  to  any  compensation  allowance 
and  to  the  certain  branding  of  them  as  silicotics  that 
would  be  entailed  in  any  system  of  compensating  for 
partial  disability.  They  appear  to  regard  that  as 
economically  disastrous,  and  there  can  be  little  doubt 
of  the  bad  psychologic  effect  of  such  knowledge. 


In  cases  of  partial  disability  from  silicosis  or  asbes- 
tosis,  partial  disability,  if  it  arises  at  all,  comes  on 
gradually  and  insidiously.  Physical  findings  by  x- 
ray  are  usually  the  first  evidence  of  the  disease. 
Never  is  any  disability  present  at  the  outset. 
Progress  is  not  toward  improvement,  as  is  the  case  in 
recovery  from  traumatic  injuries,  but  if  exposure 
continues,  the  disability  increases.  It  may  progress 
slowly  to  eventual  total  disability,  or  the  worker 
may  continue  working  almost  to  the  time  of  his 
eventual  death. 

To  the  medical  man  these  distinctions  may  not  be 
very  significant;  to  the  administrator  and  to  the  in- 
surer they  are  vital.  If  a worker  is  compensated  for 
partial  disability  in  a dust  disease  case,  it  is  almost  a 
certainty  that  he  will  continue  under  partial  dis- 
ability until  total  disability  or  dSath  occurs.  Total 
disability  will  not  be  long  in  following  the  partial  dis- 
ability, for  once  the  worker  is  officially  certified  as  a 
silicotic,  his  days  will  be  numbered  in  his  trade. 

Insurance  under  the  law  for  partial  disability 
would  present  almost  insuperable  difficulties.  In 
the  first  place,  we  have  no  reliable  facts  as  to  the 
number  of  workers  at  any  time  who  have  silicosis  or 
asbestosis  in  any  degree,  whether  partially  disabling 
or  not.  What  the  exposure  is,  or  may  be,  we  have 
no  way  of  knowing.  Accordingly,  this  would  raise 
serious  difficulties  in  the  way  of  fixing  insurance 
rates  that  would  be  both  reasonable  and  adequate. 
The  setting  of  proper  rates  is  at  the  very  basis  of 
effective  insurance. 

If  one  recalls  the  principles  referred  to  at  the  out- 
set of  this  paper,  it  would  seem  that  so  far  as  the 
New  York  State  law  is  concerned,  the  obligation  for 
occupational  diseases  has  been  made  insurable, 
susceptible  of  rating,  and  is  stated  in  reasonably 
definite  and  certain  language.  Insurance  may  be 
relied  upon  to  do  all  in  its  power  to  make  such  laws 
workable  and  effective  to  accomplish  the  objectives 
set  before  us. 


CORRESPONDENCE 


Further  Note  on  the  Specialty  Boards 


To  the  Editor: 

I would  like  to  express  my  agreement  with  the 
opinion  of  Dr.  M.  S.  Lloyd  in  regard  to  the  tactics  of 
the  Specialty  Boards,  as  stated  in  his  letter  published 
in  the  Journal,  February  1,  1948.  Although  within 
the  past  twenty  years  the  field  of  peripheral  vascular 
diseases  has  assumed  the  status  of  a distinct  specialty 
and  is  recognized  as  such,  not  only  by  the  profession 
but  also  by  the  New  York  State  Labor  Department 
with  a distinct  designation  of  SM  16,  the  Specialty 
Boards  refuse  to  recognize  this  subdivision.  In- 
stead, they  allow  the  peripheral  vascular  specialist 
to  smother  himself  under  the  classification  of  general 
surgery  or  general  medicine.  The  inconsistency  of 


this  is  evident  in  the  fact  that  the  competent  periph- 
eral vascular  surgeon  must  be  well  versed  in  both 
medicine  and  surgery  and  would,  therefore,  under 
present  regulations,  have  to  qualify  in  both  fields. 

It  seems  to  me  that  the  state  medical  societies 
can  exert  sufficient  influence  to  review,  and  perhaps 
revise,  the  present  standards  of  specialization  arbi- 
trarily set  up  by  the  self-instituted  boards. 

(Signed)  Saul  S.  Samuels,  M.D. 
151  East  83rd  Street 
New  York  City 

February  13.  1948 
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Directly  at  the  site 
of  troublesome 
vaginal 
infections 


***"* illin  Va„inat 
*uPpositori<.s 

^pojitory  contains  innnno  . 


No.  638 


Each  »uppo,itory  contajns  ]00000 

CAUTION:  To  be  diiper,;ed  , ' ' C C'Um  Pe"i<i»in 

°’  - Physician.  PenSed  by  oc  on  preScriptlon 
Dlret,i°ns  will  be 


Bristol  Penicillin  Vaginal  Suppositories 


For  prophylaxis,  pre-  and  postoperatively 
in  surgery  of  the  uterus  and  adnexa,  or  as 
routine  in  prepartum  preparation. 

Bristol  Penicillin  Vaginal  Supposi- 
tories contain  100,000  units  of 
calcium  penicillin  each.  They  are 
available  for  your  prescription  in 
boxes  of  six  suppositories. 


In  acute  vaginitis,  and  related  conditions 
of  the  lower  female  genital  tract,  caused 
by,  or  associated  with,  penicillin-sensitive 
organisms,  exclusive  of  the  gonococcus; 
as  an  adjunct  in  treatment  of  vaginal 
trichomoniasis; 
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How 


you  can  obtain 


desired  serum  levels 
of  sulfadiazine 


hours  instead  of  6 


It  has  been  established  that  ’Eskadiazine’ — an  aqueous  sus- 
pension of  Micraform*  sulfadiazine  for  oral  use — is  absorbed 
3 to  5 times  more  quickly  than  sulfadiazine  in  tablet  form. 
This  more  rapid  action  is  obviously  highly  desirable. 

Exceptionally  palatable  and  pleasing  in  consistency,  Eska- 
diazine  is  willingly  accepted  by  all  types  of  patients — es- 
pecially the  young  and  the  very  young.  Won’t  you  prescribe 
Eskadiazine  in  your  next  suitable  case? 

t 

Eskadiazine * 


outstandingly  palatable 


fluid  sulfadiazine 

for  oral  use 


Smith , Kline  & French  Laboratories , Philadelphia 


•t.m.  nco.  u.#.  pat.  off. 
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Successful  treatment  in 
hypochromic  anemias  calls  for 
more  than  just  iron  salts:  the 
vitamins  and  liver,  combined  with 
iron  have  been  found  effective 
adjuvants  in  restoring  a normal 
blood  picture.  Hemosulest'  Warner' 
include  not  only  adequate 
•quantities  of  ferrous  iron  salts 
but  also  substantial,  well- 
balanced  amounts  of 
the  B-complex  vitamins  including 
folic  acid  — all  of  which  have 
been  found  important  in  the 
regeneration  of  red  blood  cells. 


Packaging:  Hemosutesl' Warner 
— bematinic  capsules — are  available 
in  bottles  of  96  and  250 


I 

Hemosules 


which  are  reasonably  priced,  will  prove 
of  benefit  for  patients  who  are  rundown’ 
or  underweight  and  also  for  those  who 
require  a ’’pick  up”  during  convalescence 
from  infectious  diseases. 


•The  in  ini  ran  m daily  requirement  for  aiiciiumido  lui 


not  been  eaubliabed. 


••The  need  for  pyridoxine  hydrochloride,  calcium  pan* 
totheoatc  and  folio  acid  in  human  nutrition  hax  not  been 
catabliahed. 


WILLIAM  R.  WARNER  & CO.,  INC. 


New  York 


St  Louis 


trademark 
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There’s  one  100-proof  way  to  guard  your  door 

against  this  fellow’s  visit. 

There's  wolf  poison  in  every  U.  S.  Savings 
Bond  you  buy.  There’s  sweet  security,  too— 
for  your  home,  your  family  and  yourself. 

U.  S.  Savings  Bonds  are  100%  guaranteed 
by  Uncle  Sam.  They  pay  you  $4  for  every  S3 
you  put  in,  after  10  years. 

Think  of  this  profitable  saving  in  terms  of 
future  comforts  and  luxuries.  Think  of  the  ad- 
vantages it  will  mean  for  your  children  as  they 
grow  up. 

Think.  THINK.  THINK. 

Then  start  saving  right  away— today!  Start 
saving  automatically  this  sure,  convenient  way. 
If  you  work  for  wages  or  salary,  enroll  in  the 
Payroll  Savings  Plan  — the  only  installment 
buying  plan. 

If  you’re  not  eligible  for  this  plan— if  you’re 
in  business  but  not  on  a payroll— ask  your 
bank  about  the  equally  practical  Bond-A- 
Month  Plan. 

REMEMBER— U.  S.  Savings  Bonds  are 
poison  to  wolves! 


Automatic,  saving  is  sure  saving—  U.$.  Savings  Bonds, 


Contributed  by  this  magazine  in  co-operation 
with  the  Magazine  Publishers  of  America  as  a public  service . 
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-Are  "ills  of  the  spirit  ever 
subject  to  somatic  therapy  ? 


As  every  experienced  doctor  knows,  there  are  times  when 
psychoneurotic  symptoms  are  directly  traceable  to  un- 
suspected states  of  physical  dysfunction  or  maladjustment. 
One  of  the  most  frequent  of  these  is  the  entering  phase  of  the 
menopause  cycle. 

Modern  Conestron  oral  therapy  almost  invariably  over- 
comes estrogenic  maladjustment,  restores  a feeling  of  well- 
being, tides  a woman  through  the  physical  adjustment  period 
with  a minimum  of  physical  distress  or  emotional  unbalance. 

nestron 

Orally  Active  Well  Tolerated 

ISatural  conjugated  estrogens 
(equine).  Tuo  strengths — 0.625 
mg.  and  1.25  mg.  Rattles  of  100 
and  1000  tablets. 


® 


^ Vv-y  tbC 

eCV»»6"  -,ve 

b«*l**t 

W1*"”  


WYETH  Incorporated 


Philadelphia  3,  Pa. 
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Eastern  Factory  Representatives  for: 


L.  & B.  REINER,  Inc. 

ieuUte  yo-u  to-  the 

Convention  of  the 

Medical  Society  of  the 
State  of  N.  Y. 

i 4 2nd  Annual  Meeting 

May  17  to  21 
1948 

Hotel  Pennsylvania 
New  York  City 

• 

BOOTH  No.  31 


THE  JONES  MOTOR-BASAL  METABOLISM  APPARATUS 

Product  of  the  JONES  METABOLISM  EQUIPMENT  CO. 

• 

CARDIOTRON,  THE  DIRECT-RECORDING  EKG 

Product  of  the  ELECTRO-PHYSICAL  LABORATORIES,  INC. 

• 

FISCHER  X-RAY,  SHORT  WAVE  and  PHYSICAL  THERAPY 

EQUIPMENT 

Products  of  H.  G.  FISCHER  & CO.,  Chicago 

• 

In  the  Metropolitan  New  York  Area: 

ALLISON  PHYSICIAN’S  FURNITURE 

~rE!-  Product  of  W.  D.  ALLISON  COMPANY  

Distributed  and  Serviced  by 

L.  & B.  Reiner,  Inc. 

139  East  23rd  Street  Telephone  GR.  7-8200  New  York  10  N Y. 
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Ri’itclte'i 

BANDMASTER 


PROFEXRAY 

COMBINATION  UNIT 


SHORT  WAVE  DIATHERMY 

CRYSTAL  CONTROL  • 
POWER  PLUS 
The  Crystal  Bandmaster  Short 
Wave  Diathermy,  has  been 
approved  by  the  Federal 
Communications  Commission. 
The  type  approval  number 
will  appear  on  the  name  plate 
of  every  Bandmaster  Short 
Wave  Diathermy.  Type  ap- 
proval is  permanent  for  the 
iife  of  the  machine. 


FLUOROSCOPY  • ROENTGENOLOGY 


VISIT  OUR 
BOOTH  NO.  3 
AT  THE 
MEDICAL 
CONVENTION 


SHOCK- 

PROOF 


May  be  installed  in 
almost  any  office. 
No  special  wirin9 
needed.  Highly  flex- 
ible, skillfully  engi- 
neered unit;  self- 
contained,  sturdy  and 
durable. 


For  Business  Opportunities, 
Real  Estate,  and 
Positions  Wanted 
See 

Page  815 


Tbe  Alkolol  Company,  Taunton  |2.  Mem. 


PRESERVED 

Sheep  Cells 


Gives  accurate  and  reliable  results 
in  complement  fixation  and  hetero- 
phile  anti-body  tests. 

• 

Guaranteed  for  one  month 
from  date  of  shipment. 


Prices 

lOcc  vial $1.50 

30cc  bottle 3.50 


Discounts  on  Monthly  Contracts 

CERTIFIED  BLOOD  DONOR 
SERVICE 

146-16  Hillside  Ave.  Jamaica  Z,  N.  Y. 
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i>  dietcari|  dub! 


Each  SUR-BEX  tablet  contains: 

Thiamine  Hydrochloride 6 mg. 

Riboflavin 6 mg. 

Nicotinamide 30  mg. 

Pyridoxine  Hydrochloride 1 mg. 

Pantothenic  Acid 10  mg. 

(as  Calcium  Pantothenate) 

Liver  Concentrate*  ....  0.3  Gm.  (5  grs.) 

(70%  Alcohol-Insoluble  Fraction) 
Brewer's  Y^gst  Dried  * . 0.1  5 Gm.  (2 Vl  O'"*-) 
* For  other  B Complex  Factors 


His  baton  commands  musical  perfection— his  knife  and  fork  create 
nutritional  cacophony.  Such  dietary  discord  is  no  strange  phe- 
nomenon. In  all  walks  of  life,  among  all  age  and  economic  groups 
you  find  failure,  unwillingness,  or  inability  to  eat  the  proper  foods. 
When  vitamin  B deficiency  results,  dietary  reform  may  be  the 
answer — if  this  will  correct  the  deficiency  soon  enough,  or  if  the 
patient  does  not  lapse  into  old  habits.  As  a protective  measure,  more 
and  more  physicians  are  also  prescribing  Sur-bex,  the  Abbott  vita- 
min tablet  so  rich  in  the  essential  B complex  factors,  plus  liver  con- 
centrate and  brewer’s  yeast.  There  are  two  good  reasons  for  speci- 
fying Sur-bex  -.first,  the  high  potencies  of  the  contained  B vitamins; 
second,  the  palatability  of  the  tablet,  which  encourages  patients  to 
adhere  to  the  prescribed  dosage  schedule.  Each  Sur-bex  tablet  is 
triple-coated  to  seal  in  odor,  to  seal  out  moisture  and  to  provide 
the  attractive  taste  appeal  of  orange  bouquet  and  flavor.  Start 
specifying  Sur-bex,  or  the  new  Sur-bex  with  Vitamin  C which  adds 
150  mg.  ascorbic  acid — both  available  at  your  pharmacy  in  bottles 
of  100,  500  and  1000.  Abbott  Laboratories,  North  Chicago,  111. 


FOR  EVERY  HYPODERMIC  USE 
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To  most  physicians  who  were  in  military  service,  Bishop 
“Blue  Label”  Needles  are  already  familiar  and  trust- 
worthy friends.  Their  unusual  ability  to  perform  well, 
even  under  the  most  adverse  conditions,  has  been  proved 
beyond  all  question  by  the  millions  of  “Blue  Label” 
Needles  supplied  to  the  armed  forces  before  and  during 
World  War  II.  Bishop  now  makes  available  to  civilian 
practitioners  as  well,  these  same  “Blue  Label”  Needles, 
unsurpassed  for  keeness  and  resistance  to  breakage, 
with  the  special  hand-finished  Bishop  point — ideal  for 
every  hypodermic  needle  use. 

Available,  through  your  regular  source  of  supply,  in 
a complete  line  of  standard  lengths  and  gauges.  Write 
today  for  booklet  describing  Bishop  “Blue  Label” 
Needles  and  the  other  products  illustrated  at  the  right 
of  the  page.  Medical  Products  Division,  J.  Bishop 
& Company  Platinum  Works,  Malvern,  Pa. 

•Pat.  applied  for. 


THE  “ALBALON”*  NEEDLE 

the  first  plastic  hub  needle. 


BLUE  LABEL 

CLINICAL  THERMOMETERS 

Accurate — sturdy — easily  read. 


BLUE  LABEL  SYRINGES  Durable- 
close-fitting — clearly  marked. 


PLATINUM  WORKS 


In  Canoda:  Johnson  Matthey  & Mallory,  limited,  198  Clinton  St.,  Toronto  4. 


SERVICE  .TO  SCIENCE  AND  INDUSTRY  SINCE  1842 


See  Booth  No.  8 for  new  developments  tn  hypodermic  medication  methods. 


Outstanding  advantages  of 
Acnomel’s  special  new  vehicle . . . 

4 

Acnomels  superior  vehicle  embodies  an  entirely 

new  principle  in  topical  acne  therapy.  To  this  vehicle — a stable, 
grease-free,  flesh-tinted  hydrosol — Acnomel  owes 
the  following  important  advantages: 


1 

2 

3 

4 

5 

6 


It  is  easy  to  apply  smoothly  and  evenly. 


Upon  application,  it  dries  in  a few  seconds. 


Its  active  ingredients  are  maintained  in 
intimate  and  prolonged  contact  with 
the  affected  areas. 

It  removes  excess  oil  from  the  skin. 


It  is  readily  washed  off  with  water. 

It  is  economical,  since  there  is  no  waste 
during  application. 


Smith , Kline  & French  Laboratories , Philadelphia 


Acnomel 

a significant  advance , clinical  and  cosmetic , 

in  acne  therapy 
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TOWNS  TREATMENT  for  ALCOHOLISM  and  NARCOTIC 
and  HYPNOTIC  ADDICTIONS 

Established  1901  Noiv  Generally  Accepted 

PROVIDES:  (1)  An  Assurance  of  a Definite  Medical  Result 

(2)  An  Assurance  of  Length  of  Time  Required  and  Exact  Cost 

(3)  An  Assurance  of  Absolute  Privacy 

Our  “SYMPOSIUM  OF  MEDICAL  OPINION"  includes  case  histories  of 
this  successful  treatment  endorsed  by  many  physicians.  Copy  on  request. 

CHARLES  B.  TOWNS  HOSPITAL 

FOR  ALCOHOLISM  AND  DRUG  ADDICTION  EXCLUSIVELY 

COMPLETELY  REDECORATED  AND  MODERNIZED 

293  Central  Park  West,  New  York  24,  N.  Y.  Tel :SChuyler  4-0770 


FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 


Ethical — Reliable — Scientific 
Disorders  of  the  Nervous  System 
BEAUTIFUL— QUIET— HOMELIKE 

Write  for  Booklet 


FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y. , N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Phjsician-in-Chargt. 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  550  Write  for  illustrated  booklet. 


BRUNSWICK  HOME 


A PRIVATE  SANITARIUM-  Convalescents,  postoper- 
ative, aged  and  infirm,  and  those  with  other  chronic  and 
nervous  disorders.  Separate  accommodations  for  nervous 
and  backward  children.  Physicians'  treatments  rigidly 
followed.  C.  L.  MARKHAM,  M.D.,  Supt. 

B'way  & Louden  Ave.,  Amityville,  N.  Y-^  Tel:  1700,  1,  2. 


HOLBROOK  MANOR  NKG 
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SENILE,  AGED,  CHRONICS 

Physicians  may  treat  their  own  patients. 

Hypertensives  Arterio-sclerotics  All  Neurological  Disorders 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office:  GRamercy  5-4875 
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81  LOUDEN  AVENUE  - Tel.  Amityvillc  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  I\1  ENT A L disease*. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in-Charge 
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PINEWOOD 

Westchester  County,  Katonah,  N.  Y.  — Katonah  775 

A psychiatric  hospital  furnishing  advanced  methods  of  therapy 
Licensed  by  the  Department  of  Mental  Hygiene 
Approved  for  residency  by  the  American  Medical  Association 

New  York  Offices 

Dr.  Louis  Wender — 59  E.  79  St. — Bu  8-0580— Mon-Wed-Fri 
Dr.  Joseph  Epstein — 975  Park  Ave.— Rh  4-3700— Tues-Thurs-Sat 
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45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.  2-1621 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  often  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


UNPAID  BILLS 

can  be  collected  and  at  the  same  time  good  Public  Re- 
lations maintained.  We  have  proved  it  to  over  100 
hospitals  and  thousands  of  doctors. 

Write  for  proof. 

NATIONAL  DISCOUNT  & AUDIT  CO. 

230  West  41st  St.  New  York  18,  N.  Y. 


COPIAGUE  GENERAL  HOSPITAL 

Separate  Accommodations  lor 

CONVALESCENTS  and  CHRONICS 

with  added  facilities  of  a General  Hospital 

Located  in  tranquil  country  area 
on  South  shore  of  Long  Island 

H.  R.  Blanchard,  Adm.  Tel.  Amityville  71 , 72 
Cedar  Court  Copiague,  N.  Y. 


NEW  LEAD  TO  PREVENTION  OF  DIABETES 

A new  lead  to  the  possible  prevention  of  diabetes 
may  come  from  recent  rat  experiments,  Dr.  Ber- 
nardo Houssay  of  Buenos  Aires,  cowinner  of  a 1947 
Nobel  Prize,  declared  in  a lecture  at  the  University 
of  California. 

When  the  pancreas,  gland  which  produces  insulin, 
is  removed,  two  or  three  months  elapse  before  dia- 
betes develops  in  the  rats,  Dr.  Houssay  reported. 
During  this  time  the  animal’s  blood  sugar  is  normal. 

The  two  to  three  month  period  is  equal  to  several 
years  in  the  human  life  span.  And  there  is  a possi- 
bility, Dr.  Houssay  thinks,  that  the  same  pre- 
diabetic period  without  symptoms  exists  in  man. 

“If  it  does  occur,”  he  said,  “it  gives  a great  advan- 
tage for  diagnosing  the  condition  and  so  preventing 
the  progress  of  the  disease  by  maintaining  or  increas- 
ing the  functional  capacity  of  the  degenerating 
pancreas.  Studies  in  this  direction  might  be  of 
extraordinary  importance  in  the  prevention  of 
diabetes.” — Science  News  Letter,  January  31,  1948 
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Sedation 
and  Euphoria 
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Irritable  Patients 


TL 


Each  tablet  contains  Ixt.  of  Valorfan  0.05  gm.  dlspergentlxed  for  maximum  ofRdoncy. 
Odorlett  and  tastoloss.  Non-habituating.  ACTION  AND  USlS:  A mild  control  nervous  system 
depretsent.  For  uso  In  omotlonal  upsets,  anxiety  states,  nervous  insomnia,  the  nervous 
syndrom#  of  tho  monopauso  and  of  arteriosclerotic  sub|ects. 

I or  7 tablets  as  requlrod  or  3 on  retiring.  Bottles  of  50,  100  A 500. 

-STANDARD^PHARMACIUTICAL  CO.#  INC 1133  Broadway,  Now  York 
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need  a CAPABLE  ASSISTANT? 

Paine  Hall  tends  intelligent,  personable,  thoroughly  trained 
graduates  into  the  medical  world.  Qualified  in  haematol- 
ogy, urinalysis,  medical  stenography,  x-ray  and  medical 
machines.  If  you  need  an  assistant  call  our  free  placement. 

#"  /m— /#  1008FifthAve.,NewYork28 

fffFffPTfryn  Butterfield  8-2294 

Licensed  by  State  of  N.  Y. 


2>aed  you*  Medical  Alitilant 
Need  Additional  ^naitusuj? 


CLASSIFIED 


FOR  SALE 


Home  and  practicing  quarters  for  professional  man.  Main 
house  nine  rooms  — doctor's  quarters  five.  One  car  garage. 
Corner60  by  100.  Jarka — 197-16  111th  Ave.,  St.  Albans, 
L.  I. 


She  can  register  now  for  evening  courses 
in  laboratory  techniques  and  X-Ray. 

Our  12-months  day  course  includes  inten- 
sive training  in  laboratory  techniques,  physio- 
therapy apparatus,  X-Ray,  nursing  techniques, 
and  medical  stenography. 


WANTED 


Ophthalmologist  and  Otolaryngologist  with  qualifications  for 
Boards  as  permanent  associate.  Box  144,  N.  Y.  St.  Jr.  Med. 


Mandl  School 

1834  Broadway — NYC  Circle  7-3434 

Licensed  by  the  State  of  New  York 


Radiologist.  Diplomate.  Desires  part  time  position  with 
hospital,  group  or  other  physician.  Box  135,  N.  Y.  St. 
Jr.  Med. 


GLADYS  BROWN  RDftU/N’C  MUrray  Hill 

Owner  - Director  DnU¥?H*  3-7119 

MEDICAL  BUREAU 

7 East  42  Street,  New  York  17,  N.  Y. 

An  employment  agency  specializing  in  qualified  personnel- 
for  Hospitals,  Chemical,  Pharmaceutical,  Insurance,  Ship- 
ping and  Industrial  organizations,  also  Medical  and  Den- 
tal offices. 


For  Patents 

Consult:  S.  H.  POLACHEK 
Reg.  Patent  Attorney 

1234  Broadway  (at  31st)  N.  Y.  LOngacre  5-3088 


PRACTICE  FOR  SALE 


Unusual  opportunity  to  acquire  busy  44  year  general  prac- 
tice. Retiring  account  of  health.  Long  thorough  introduc- 
tion. Unexcelled  Manhattan  location.  Low  rent.  Excep- 
tionally well-equipped  offices,  treatment  rooms,  and  living 
quarters.  $15,000.  Box  153,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Professional  rooms  and  residence  designed  and  used  for 
general  practice  and  surgery.  Best  medical  location.  Ex- 
ceptionally fine  building.  $30,000.  Dr.  Carr,  280  Liberty 
St.,  Newburgh,  N.  Y. 


FOR  SALE 


List  of  20  authoritative  diets,  typewriter  fac-simile,  with 
printed  letterhead.  Specimen  and  details  on  request.  P.S. 
Meyers,  152  Von  Houten  Ave.,  Passaic,  N.  J. 


DOCTOR 


A splendid  10-room  house  waits  you  in  well  established  sec- 
tion of  Saratoga  Springs,  the  nation's  finest  health  resort.  $900 
down,  $90  monthly.  Owner  Box  154,  N.  Y.  St.  Jr.  Med. 


ZEMMER  pharmaceuticals 


A complete  line  of  laboratory  controlled  ethical  pharmaceuticals. 

Chemists  to  the  Medical  Profession  for  44  years. 
THE  ZEMMER  COMPANY  • Oakland  Station  • PITTSBURGH  13,  PA. 
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Pure.. 

Wholesome . . 
Refreshing 


Safeguarded  constantly  by  scientific 
tests,  Coca-Cola  is  famous  for  its  purity 
and  wholesomeness.  It’s  famous,  too,  for 
the  thrill  of  its  taste  and  for  the  happy 
after- sense  of  complete  refreshment  it 
always  brings.  Get  a Coca-Cola,  and  get 
the  feel  of  refreshment. 

The  pause  that  refreshes 
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FRIED  & KOHLER,  Inc. 

| 66 True  to  Life’ 9 jj 

Artificial  Human  Eyes 

Specialists  in  A.JM,  TtJJfCS  °f  Artificial  Human  Eyes 

Exclusively 


Comfort,  pleasing  cosmetic  appearance  and  motion  guaran- 
teed. Eyes  also  fitted  from  stock  by  experts.  Selections 
sent  on  memorandum.  Referred  cases  carefully  attended. 


FRIED  & KOHLER,  Inc. 

Especially  Made  to  order  by  Skilled  Artisans 


665  Fifth  Avenue 

(near  53rd  Street) 


New  York,  N.  Y. 

Tel.  Eldorado  5-1970 


“Over  Forty-Jive  Years  devoted  to  pleasing  particular  people ” 
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a premium  product  for  intravenous  infusion 
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This  product, 
formerly 
marketed  as 
AMINO 
ACIDS— I.  C.. 
Lyophilized. 
has  been 
renamed 
ELAMINE  to 
conform  with 
Council  rules. 


• a modified  acid  hydrolysate  of  casein,  containing 
high  total  and  alpha-amino  nitrogen 

• 60  grams  of  free  amino  acids,  essentially  free  of 
polypeptides 

• glutamic  and  aspartic  acid  content  substantially 
reduced  to  enhance  tolerance 

• microbioassayed  to  confirm  each  essential  amino 
acid 

• virtually  salt  free;  pH  6.5 — 7.0 

• definitely  stable:  freeze-dried 

• clinically  acceptable  in  10%  solution:  thus  permits 
choice  of  diluent  and  requires  less  volume 

• one  bottle  satisfies  average  daily  nitrogen 
requirements 

Write  for  literature 

Lyophilized  F.I. AMINE,  S kinds  of  Diluent  (water,  dextrose  5%,  saline), 
and  Infusion  Kits  are  separately  packaged,  12  per  carton. 

_ # DISTRIBUTED  BV 

Inlerchemical  Corporation  the  ohio  chemical  & mfg.  co. 

BIOCHEMICAL  DIVISION  UNION,  NEW  JERSEY 
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Experience  is  the  Best  Teacher 


R.  J.  Reynolds 
Tobacco  Co., 
Winston-Salem, 
N.C. 


EXPERIENCE  IS  THE  BEST  TEACHER 
IN  CIGARETTES,  TOO! 

With  the  thousands  and  thousands  of  smokers  who 
have  tried  and  compared  .many  different  brands  of 
cigarettes,  Camels  are  the  “choice  of  experience.” 
Try  Camels  yourself!  Find  out  how  much  your 
taste  appreciates  the  full,  rich  flavor  of  Camel’s 
choice,  properly  aged,  expertly  blended  tobaccos — 
how  your  throat  welcomes  Camel’s  cool  mildness. 

Let  your  own  experience  tell  you  why  more 
people  are  smoking  Camels  than  ever  before. 


Aecordiiiff  to  a \ationtviilo  surrvi/ : 


William  Stokes 

( 1804-1878 ) 
proved  it  in 
cardiology 

Dr.  Stokes’  detailed  trea- 
tises based  on  his  own  ob- 
servations helped  establish 
his  reputation  as  a clini- 
cian. He  thought,  as  his  ex- 
periences increased,  that 
others  paid  too  much  at- 
tention to  physical  signs, 
especially  in  valvular  car- 
diac disease.  He  believed 
that  the  condition  of  the 
muscle  was  much  more  im- 
portant than  the  state  of 
the  valves.  Stokes’  contri- 
butions greatly  aided  the 
advance  of  medical  knowl- 
edge in  cardiology. 


More  Doctors  Smoke  €1AMJEIjS 


than  any  other  eiyarette 

Three  leading  independent  research  organizations  in  a nationwide  sur\ey  asked  113,597  doctors 
what  cigarette  they  smoked.  The  brand  named  most  was  Camel! 
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,nc. 


New  York  13,  N.  Y.  Windsor,  On t 


NEO-SYNEPHRINE,  trademark  re*.  U S & Canada, 
brand  of  phenylephrine 
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BORCHERDT 

MALT  SOUP 
EXTRACT 


W'-'EST  1868 


or  Constipated  Babies) 

Borcherdt’s  Mall  Soup  Extract  is  a laxative 
modifier  of  milk.  One  or  two  teaspoonfuls  in  a 
single  feeding  produce  a marked  change  in  the 
stool.  Council  Accepted.  Send  for  sample. 


BORCHERDT  MALT  EXTRACT  COMPANY,  217  N.  Wolcott  Ave.,  Chicago  12, 
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The  antiseptic  properties  of  the  acridines  have  been  known  for  some  time 
and  9-aminoacridine  is  one  of  the  most  useful. 

In  Acr-Allantomide  Ointment  9-aminoacridine  is  combined  with  sulfanilamide. 
Thus,  full  use  is  made  of  the  natural  synergism  that  exists  when  these  two  potent 
antibacterial  agents  are  combined.1- 2 


Acr-Allantomide  Ointment  offers  these  important  advantages: 

1.  It  is  effective  against  an  extremely  wide  bacterial  spectrum. 

2.  It  is  effective  in  the  presence  of  pus. 

3.  It  is  non-injurious. 

4.  It  does  not  sting. 


Acr-Allantomide  Ointment  is  intended  for  use  in  the  local  treatment  of  wounds, 
topical  ulcers,  burns  and  related  surgical  conditions.  It  is  also  of  value  in  dressing 
boils,  carbuncles  and  infected  lesions. 

1 Martin,  G.  J.  & Moss,  J.:  Proc.  111th  Meeting  A.  S.  C.,  p.  2B.  Atlantic  City, 
N.  J.  (April  14-18)  1947. 

2 Spotts,  S.  D.:  Am.  J.  Surg.  2:183  (Aug.)  1947. 


ACR-ALLANTOMIDE  OINTMENT  IS  AVAILABLE  IN  1 
OUNCE  TUBES  AND  1 POUND  JARS.  DESCRIPTIVE  LIT- 
ERATURE  AND  SAMPLES  WILL  BE  SENT  ON  REQUEST. 


THE  NATIONAL  DRUG  COMPANY  PHILADELPHIA  44,  PENNA. 

PHARMACEUTICALS  • BIOLOGICALS  • BIOCHEMICALS  FOR  THE  MEDICAL  PROFESSION 
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NOW  IN  AMERICA ! 


Long  a best-seller 
in  the  United  Kingdom, 
MACKESON’S  MILK  STOUT 
is  an  entirely  different  and 
really  delicious  brew  that  can 
be  recommended  in  all  cases 
where  a stout  is  advisable.  It 
contains  the  carbohydrates 
of  the  purest  dairy  milk. 

Samples  sent  on  request 
Imported  by 

tree nwich  Village  Beverages,  Inc. 
579  West  13flth  St.,  New  York  City 


THEY 
CAN 
WALK 
AGAIN 

• Torpedoed  on  the  Murmansk  run 
— nearly  frozen  to  death  in  an  open  boat — both 
legs  lost  below  the  knee — ex-Merchant  Marines 
Michael  McCormick  and  William  Morris  walked 
unaided  in  three  weeks.  They  could  look  for- 
ward with  certainty  to  leading  a normal  life 
again.  To  these  men,  as  to  thousands  of  other 
Hanger  wearers,  the  phrase  "Hanger  is  a sym- 
bol of  help  and  hope"  is  a concrete  truth  proven 
by  every  day  of  their  future  lives. 


■HANGERS 


ARTIFICIAL. 
LIMBS* 


104  Fifth  Avenue  98  Central  Avenue 

New  York  11,  New  York  Albany  6,  New  York 
200  Sixth  Avenue 
Pittsburgh  30,  Pa. 
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The  KETO,  or  oxidized,  form  of  all  four  of  the  bile 

acids  normally  present  in  human  bile  (cholic,  desoxycholic, 

chenodesoxycholic  and  lithocholic)  is  the  unique 

feature  of  Ketochol.  In  this  form  the  bile  acids  are  unusually 

low  in  toxicity,  thus  permitting  the  use  of  an  adequate 

dosage  to  accomplish  definite  choleresis. 

KETOCHOL 

— converts  the  thick,  tenacious  secretion  typical  of 
bile  tract  stasis  to  thin,  free-flowing  bile,  thereby 
encouraging  emptying  of  the  gallbladder  and  elimination 
of  the  products  of  congestion. 

Ketochol  is  the  registered  trademark  of  G.  D.  Searle  & Co.,  Chicago  80,  Illinois 
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LIQUID 

FUNGICIDE 

OF 

CHOICE 


/ LIQUIDERM  \ 


FUNGICIDAL  • FUNGISTATIC  • PROPHYLACTIC 

“DEPRIVES  ORGANISM  OF  ITS  CULTURE  MEDIA " 

Ethically  promoted  in  1 oz.  bottles  — literoture  and  samples  on  request. 
COHN  PHARMACAl  CO.,  4014  16th  AVE.,  BROOKLYN  18,  N.  Y. 


r 


EPIDERMOPHYTOSIS 
RINGWORM 
OTOMYCOSIS 
INTERTRIGO 
PRURITIS  ANI 


Formula:  Di-isobutyl  cresoxy  ethoxy  ethyl  dimethyl  benzyl  ammonium  chloride, 
carbolic  acid,  benzoic  acid,  salicylic  acid,  resorcin,  camphor,  tannic  acid,  solution 
of  coal  tar  and  chi  or  thymol,  in  a specially  prepared  aromatized,  deodorant  base. 
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aqueous 
vitamin  A 
superior 
to 
oil 

solution 


New  clinical  and  laboratory  studies1 
corroborate  previous  investigations2-4 
proving  that  vitamin  A in  aqueous 
solution  — as  available  in  VI-SYNERAL 
VITAMIN  DROPS  — is  more  readily 
and  more  fully  utilized  than  vitamin  A 
in  oily  solutions. 

500%  greater  absorption 

average  peak  blood  levels  ( infants ) 
aqueous  A 1000  U.S.P.  Units 

oil  A 200  U.S.P.  Units 

Vs  as  much  excretion 

average  fecal  excretion  ( infants ) 
aqueous  A 7%  of  ingested  vitamin 
oil  A 38%  of  ingested  vitamin 

confirmed  by 

85%  higher  liver  storage 

total  liver  storage  in  24  hours  ( animals ) 
aqueous  A 7500  U.S.P.  Units 

oil  A 4040  U.S.P.  Units 


vi-syneral 
vitamin  drops 

Each  0.6  cc.  as  marked  on  dropper  supplies: 

VITAMIN  A 5,000  U.S.P.  Units 

VITAMIN  0 1,000  U.S.P.  Units 


ASCORBIC  ACID  (C)  . 

50 

mg. 

THIAMINE  (Bi)  . . . 

1 

mg. 

RIBOFLAVIN  (B2)  . . 

0.4 

mg. 

PYRIDOXINE  (B6)  . . 

0.1 

mg. 

NIACINAMIDE  .... 

5 

mg. 

PANTOTHENIC  ACID  . 

2 

mg. 

In  aqueous  solution  . . 

. contains  no  alcohol 

Perfect  miscibility  with  infant's  formula, 
milk,  etc. ; no  fish  taste  or  odor. 

Send  for  sample  and  literature 
Available  in  15  cc.  and  45  cc.  packages 

1.  J 1 . of  Pediatrics:  31:496,  1947. 

2.  Am.  Jl.  Diseases  of  Children:  73:543,  1947. 

3.  Science:  106:40,  1947. 

4.  Nutrition  Reviews:  4:286,  1947. 


u.  s.  vitamin  corporation 

casimir  funk  laboratories,  inc.  (affiliate) 
250  east  43rd  st.  new  york  17,  n.y. 
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Prescribe  With  Confidence  . . . 

KOXDUEMUL 

— An  Emulsion  of  Mineral  Oil  and  Irish  Moss 


Kondremul  has  become  the  choice  of  many  physicians  when  they 

want  gentle  bowel  regulation — because  of  its  smoothness  of  action. 

Soft,  microscopically  fine,  uniform,  Kondremul  mixes  intimately 

with  bowel  content,  resists  breakdown  and  eases  natural  expulsion. 

3 Types: 

KONDREMUL  Plain  (containing  5 5%  mineral  oil)  — provides  soft 

bulk. 

KONDREMUL  with  non-bitter  Extract  of  Cascara  (4.42  Gm.  per 
100  cc.) — combines  Kondremul’s  soft  bulk  with  Cascara’s  stimulat- 
ing tonic  action. 

KONDREMUL  with  Phenolphthalein — .13  Gm.  (2.2  grs.)  phenol- 
phthalein  per  tablespoonful — where  laxative  action  plus  soft  bulk 
is  indicated. 

Canadian  Distributors:  Charles  E.  Frosst  & Co.,  Box  247,  Montreal. 

j* 

THE  E.  L.  PATCH  COMPANY 


BOSTON,  MASS. 


INDEX  TO  ADVERTISERS 


NO  TEST  TUBES  • NO  MEASURING 
NO  BOILING 

Diabetics  welcome  “Spot  Tests”  (ready  to 
use  dry  reagents),  because  of  the  ease  and 
simplicity  in  using.  No  test  tubes,  no  boil- 
ing, no  measuring;  just  a little  powder,  a 
little  urine — color  reaction  occurs  at  once  if 
sugar  or  acetone  is  preseent. 


FOR  DETECTION  OF  SUGAR  IN  THE  URINE 
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Hcefone  (DENCO) 

FOR  DETECTION  OF  ACETONE  IN  THE  URINE 

SAME  SIMPLE  TECHNIQUE  FOR  BOTH 


1.  A LITTLE  POWDER 


2.  A LITTLE  URINE 


COLOR  REACTION  IMMEDIATELY 

A carrying  case  conlaining  one  vial  of 
Acetone  Test  (Denco)  and  one  vial  of 
Galatest  is  now  available.  This  is  very 
convenient  for  the  medical  bag  or  for  the 
diabetic  patient.  The  case  also  contains 
a medical  dropper  and  a Galatest  color 
chart.  This  handy  kit  or  refills  of  Acetone 
Test  (Denco)  and  Galatest  are  obtainable 
at  all  prescription  pharmacies  and  surgi- 
cal supply  houses. 


Accepted  for  advertising  in  the  Journal  of  the  A.M.A. 
WRITE  FOR  DESCRIPTIVE  LITERATURE 
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All  nutritional  statements  made  in 
this  advertisement  are  accepted  hy 
the  American  Medical  Association's 
Council  on  Foods  and  Nutrition. 


SWIFT  & COMPANY 
CHICAGO  9,  ILL. 


"Certain  types  of  injury  produce  a general  reaction 
on  the  part  of  all  tissues.  An  outstanding  indication 
of  such  a reaction  is  an  intense  protein  breakdown 
which  begins  soon  after  the  injury  and  may  last  for 
several  weeks  thereafter.  Fracture  of  the  major  bones, 
extensive  burns , abdominal  trauma , and  some  operative 
procedures  are  the  most  common  offenders  in  this 
regard.  The  negative  nitrogen  balance  which  follows 
injury  is  difficult  to  compensate  for.  Extremely  high 
protein  intakes  are  needed  to  minimize  the  loss  of 
bodily  tissue.  It  should  be  remarked  that  in  the  case 
of  burns,  protein  is  lost  not  only  by  excretion  via  the 
urine,  but  also  the  oozing  of  protein-containing  fluid 
from  the  injured  skin  surfaces.”* 

When  protein  supplementation  presents 
a problem  ...  SWIFT’S  STRAINED  MEATS 

When  soft,  high-protein  diets  are  indicated,  many 
physicians  now  use  Swift’s  Strained  Meats.  These  all  - 
meat  products  provide  a palatable  source  of  complete, 
high-quality  proteins,  B vitamins  and  minerals.  Orig- 
inally developed  for  infant  feeding,  the  meats  are 
strained  fine  enough  to  pass  through  the  nipple  of  a 
nursing  bottle — may  easily  be  used  in  tube-feeding. 
Swift’s  Strained  Meats  are  convenient  to  use — ready 
to  heat  and  serve.  Six  kinds:  beef,  lamb,  pork,  veal, 
liver  and  heart.  Three  and  one-half  ounces  per  tin. 

Also  Swift’s  Diced  Meats — for  high-protein  diets  re- 
quiring foods  in  a form  less  fine  than  strained,  these 
tender,  juicy  cubes  of  meat  are  highly  desirable. 

*From  "The  Importance  of  Protein  Foods  in  Health  and 
Disease,"  the  new,  physicians  handbook  on  protein  feeding. 

This  booklet,  prepared  by  a physician,  in  conjunction  with 
the  Nutrition  Division  of  Swift  & Company,  is  available 
to  you  without  cost.  Simply  fill  out  the  coupon  below. 


Swift  & Company 
Dept.  S.M.B. 

Chicago  77,  Illinois 

Please  send  me  my  free  copy  of  "The  Im- 
portance of  Protein  Foods  in  Health  and 
Disease.” 


Doctor 


Address 
City.  . . 


Zone 


State 
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• In  North  China:  A lecture  on  infant  feeding  and  nutrition,  sponsored  by  local  health  authorities  in  cooperation  with  Nestles 


Successful  in 


infant  feeding— ’round  the  world 


Around  the  world — wherever 
doctors  and  nurses  give  babies 
a better  start  through  better  care 
— Nestle’s  Milk  Products  have 
been  best  known  and  most  used 
for  over  80  years. 

Yes,  for  more  than  three  gen- 
erations we  have  worked  with 
the  medical  profession  to  develop 
milk  foods  which  met  each  ad- 
vance in  scientific  knowledge 


with  a corresponding  improve- 
ment in  product. 


Thus,  Nes tie’s  was  the  first 
evaporated  milk  fortified  with 
400  U.S.P.  units  of  genuine  Vi- 
tamin D3  per  pint. 

Nestle’s  accepts  milk  only 
from  carefully  inspected  herds. 
As  further  assurance  of  quality, 
rigid  controls  check  Nestle’s 
Milk  every  step  of  the  way.  We 
even  take  the  plant  apart  every 
day  and  wash  it! 


That’s  why  so  many 

NIxtle’x  j§j 

doctors  recommend 

EVAPORATED  Ipl 

NlXTLEx  Milk 

tcounui omT'  iSStoSSt 
Si  fOOOS  AM)  Ig 
^Viuiiiiiion/^  |VlTAM|lNpP| 
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For  Children 

IMEO-CULTOL*  provides  cor- 
rective therapy  in  intestinal  stasis, 
promoting  normal  elimination  without  discomfort  and 
without  resort  to  the  “cathartic  habit  ” 


This  preparation  readily  implants  a strain  of  Lactoba- 
cillus acidophilus  . . . providing  an  aciduric  intestinal  flora 
. . . favoring  normal  colonic  function.  Neo-Cultol  is  a sus- 
pension of  viable  Lactobacillus  acidophilus  in  a chocolate- 
flavored  mineral  oil  jelly  whose  composition  is  adjusted 
to  give  mild  lubrication  without  leakage.  Its  chocolate 
flavor  readily  appeals  to  children. 

To  correct  intestinal  stasis  in  children,  prescribe 

IMEO-CULTOL 

REG.  U.  S.  PAT.  OFF. 

Lactobacillus  Acidophilus  in  a Refined  Mineral  Oil  Jelly  Chocolate  Flavored 

Dosage:  One  to  2 teaspoonfuls  at  night  on  retiring. 

Supplied : In  jars  containing  6 ounces. 


The  Arlington  Chemical  Co. 


YONKERS  1 


NEW  YORK 


•The  word  "NEO-CULTOL"  Is  a registered  trademark  of  The  Arlington  Chemical  Company. 


In  a class  by  itself 


Sodium  sulfacetimide  is 
the  only  sulfonamide  which  can 
be  dissolved  to  the  extremely  high 
concentration  of  30%  at  physiologic 
pH  7 .4.  It  is  more  bacteriostatic 
than  any  other  sulfonamide  used  locally, 
more  deeply  penetrating  into  ocular 
tissues,  and  yet  virtually  nonirritating. 

SODIUM  SULFACETIMIDE  SOLUTION  30% 

(SODIUM  SULAMYD) 

for' eye  infections 


For  more  certain  prevention  of  infection  following 
all  types  of  corneal  abrasions,  lacerations 
and  burns,  or  after  removal  of  embedded  conjunctival 
and  corneal  foreign  bodies,  one  drop  of 
Sodium  Sulfacetimide  Solution  30%  should  he 
instilled  every  two  hours  for  at  least  one  day  after  injury. 

For  rapid  control  of  infections  such  as  acute  and 
chronic  conjunctivitis  and  blepharitis,  and  to 
speed  healing  in  traumatic  corneal  ulcer,  one  drop  of 
Sodium  Sulfacetimide  Solution  30%  should  he 
instilled  every  two  hours  until  improvement  is  well  under 
way,  after  which  treatment  is  continued  at  longer 
intervals  for  one  or  two  days  more. 

For  continuous  therapy  through  the  night. 
Sodium  Sulfacetimide  Ophthalmic  Ointment  10% 
should  be  applied  to  the  lower  lid  at  bedtime. 

Sodium  Sulfacetimide  Solution  30%  (Sodium  Sulamyd*) 
is  available  in  15  cc.  amber,  eye-dropper  bottles. 
Sodium  Sulfacetimide  Ophthalmic  Ointment  10% 
(Sodium  Sulamyd)  in  % oz.  tubes.  Box  of  12  tubes. 


COR  FOB ATI ON 


IN  CANADA, 


• BLOOMFIELD,  NEW  JERSEY 

SC  II  F.  RING  CORPORATION  LTD.,  MONTHEAI 


LTD.,  MONTREAL 


SODIUM  SULFACETIMIDE 
SOLUTION  30%  O 
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WHEN  YOU  NEED  A GOOD  SUPPORT 

FOR  REDUCIBLE  HERNI  A — may  we  suggest  the  advantages  of 

“custom-made”  Protection,  designed  to  meet  the  described  needs  of  each  particular  case?  Physi- 
cians, who  know  from  experience,  can  tell  you  that  Rice  “custom-made”  Supports  for  reducible 
HERNIA  are  truly  different  and  that  our  methods  rue  dependable.  With  dozens  of  different 
styles,  shapes  and  types  of  pads  at  our  disposal  and  with  a full  realization  of  our  responsibility  to 
those  who  put  their  faith  in  us  —we  respectfully  offer  our  services  for  your  approval.  Descrip- 
tive literature  and  measurement  charts  on  request, 

WILLIAM  S.  RICE,  Inc.,  (Lock  Box  101),  ADAMS,  NEW  YORK 

BRANCH  SUPPLY  AND  FITTING  OFFICES 

BUFFALO,  N.  Y.— ROCHESTER,  N.  Y.— PITTSBURGH,  PA. 


INDEX  TO  ADVERTISED  PRODUCTS 


Acr-Allantomide  (The  National  Drug  Com- 
pany)   825 

Aminophyllin  (II.  E.  Dubin  Laboratories,  Inc.)  838 
Bellergal  (Sandoz  Chemical  Works,  Inc.) . . 822 

Benadryl  (Parke,  Davis  & Company) 849 

Boroleum  (Sinclair  Pharmacal  Co.,  Inc.) 955 

Breonex-L  (George  A.  Breon  & Company) . . 943 

Cholmodin  (Ames  Company,  Inc.) 821 

Dextri-Maltose  (Mead  Johnson  & Co.) ....  4th  cover 
Diapene  (Homemakers’  Products  Corporation)  945 
Diatussin  (Ernst  Bischoff  Company,  Inc.) ....  845 

Dienestrol  Tablets  (White  Laboratories,  Inc.)  839 
Elamine  (Interchemical  Corporation) . . ' 818 

Ferrolivron  (Harmon  Chemicals,  Inc.) 953 

Galatest  (The  Denver  Chemical  Mfg.  Com- 
pany)   832 

Globin  Insulin  (Burroughs  Wellcome  & Co.) . 842 

Hemo-Vitonin  Liquid  (Buffington’s,  Inc.) ....  949 

Ketochol  (G.  D.  Searle  & Co.) 827 

Kondremul  (The  E.  L.  Patch  Company) 831 

Koromex  (Holland-Rantos  Company,  Inc.) . 834 

Liafon  (E.  R.  Squibb  & Sons) 960 

Liquiderm  (Colin  Pharmacal  Co.) 828 

Livitamin  with  Iron  (The  S.  E.  Massengill 

Company) 850 

Mercuhydrin  (Lakeside  Laboratories,  Inc.)  853 

Neo-Antergan  (Merck  & Co.,  Inc.) 854 

Neo-Cultol  (The  Arlington  Chemical  Co.).  . 836 

Neo-Synephrine  (Winthrop-Stearns  Inc.) 823 

Nitranitol  (The  Wm.  S.  Merrell  Company)  2nd  cover 
Nucarpon  (Standard  Pharmaceutical  Co.,  Inc.)  947 
Perandren  (Ciba  Pharmaceutical  Products, 

Inc.) 3rd  cover 

Phospho-Soda  (C.  B.  Fleet  Co.,  Inc.) 855 

Premarin  (Ayerst,  McKenna  & Harrison 
Limited) 843 


Provite-b  Capsules  (Ives-Cameron  Co.,  Inc.) . 851 

Pulvules  Tuinal  (Eli  Lilly  and  Company) ....  856 

Ramses  (Julius  Schmid,  Inc.) 852 

Sodium  Sulfacetimide  (Schering  Corporation) . 837 

Strean-Tabs  (Atlantic  Manufacturing  Corp.) . 947 

Streptomycin  (Merck  & Co.,  Inc.) 848 

Thesodate  (Brewer  & Company,  Inc.) 941 

Thum  (Num  Specialty  Co.) 955 

Vi-Syneral  (U.  S.  Vitamin  Corporation) 830 

Westhiazole  Vaginal  (Westwood  Pharmacal 

Corp.) 841 

Yellow  Bone  Marrow  Concentrate  (The 

Armour  Laboratories) 844 

Dietary  Foods 

Baby  Foods  (Meats)  (Swift  & Company) ....  833 

Evaporated  Milk  (Nestle’s  Milk  Products, 

Inc.) 835 

Malt  Soup  Extract  (Borcherdt  Malt  Extract 

Company) 824 

Similac  (M  & R Dietetic  Laboratories,  Inc.) . . 847 

S-M-A  (Wyeth  Incorporated) 840 

Medical  and  Surgical  Equipment 

Artificial  Eyes  (Fried  & Kohler,  Inc.) 817 

Artificial  Limbs  (J.  E.  Hanger) 826 

Hydrogalvanic  Generators  (Teca  Corporation)  955 

Orthopedic  Shoes  (Pediforme  Shoe  Co.) 953 

Supports  (S.  H.  Camp  & Company) 829 

Supports  (Wm.  S.  Rice,  Inc.) 838 

Miscellaneous 

Books  (Grune  & Stratton) 820 

Brioschi  (G.  Ceribelli  & Co.) 949 

Cigarettes  (R.  J.  Reynolds  Tobacco  Co.) 819 

Mackeson’s  Milk  Stout  (Greenwich  Village 

Beverages,  Inc.) 826 

Spring  Water  (Saratoga  Springs  Authority) . . 846 

Summer  Resort  (Scaroon  Manor) 947 


t^e . * * 


BURDENED  HEART 
EDEMATOUS  TISSUES 


DUBIN  AMINOPHYLLIN 

ACTIVE  DIURETIC  • MYOCARDIAL  STIMULANT 
BRONCHIAL  RELAXANT 


DISTRESSED  LUNGS 


In  Bronchial  Asthma,  Paroxysmal  Dyspnea, 


TABLETS 


Cheyne-St&kes  Respiration. 

AMPULS  • POWDER  • SUPPOSITORIES 


H.  E.  DUBIN  LABORATORIES,  Inc.,  250  East  43rd  St.,  New  York  17,N.Y. 


is  a new  potent, 
orally  effective  estrogen — 
a major  contribution  to  the 
field  of  hormone  therapy. 

exerts  a potent  estrogenic  effect 
in  unusually  low  doses — 

0.1  to  0.5  mg.  daily 

in  the  average  menopausal  case. 

is  reported  in  all 

is  synthesized  under 

clinical  studies  to  date  to  effect 

an  original  process 

complete  control  of  menopausal 

which  permits  comparatively 

or  hypo-ovarian  symptoms 

low  cost  to  patient. 

with  an  incidence 
of  side-reactions  of  less  than  1%. 

Supplied  in  small  coated  tablets  of  0.1  mg.  (white) 
and  0.5  mg.  (red)  in  bottles  of  100  and  1000. 

IrtUZ&i 


DIENESTROLTVBLETS 


WHITE  LABORATORIES,  INC.,  Pharmaceutical  Manufacturers,  Newark  7.  New  Jersey 
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Ireedo 


from  VAGINITIS 


effectively 

Jh 

mm 

single-dose  disposable  applicators 


The  "single  agent  of  choice”  1 
in  all  types  of  vaginitis 
and  cervicitis, 

WESTHIAZOLE*  VAGINAL  . . . 


SPEEDS  RELIEF  from  itching, 
discharge,  foul  odor,  etc.,  and 
recovery  within  2 to  7 weeks. 


RAPIDLY  ACHIEVES  vaginal 
acidity  and  flora  hostile  to 
pathogenic  organisms. 


INTIMATELY  MEDICATES 

mucosa  by  adhesive  solution 
in  vaginal  secretions. 


ARRESTS  INFECTION, 

assures  faster  healing  by  intensive 
local  sulfathiazole  concentration. 


WESTHIAZOLE  VAGINAL  FORMULA 

10%  SULFATHIAZOLE,  4%  UREA, 
3%  LACTIC  ACID  in  polyethlyene 
base.  NON  IRRITANT,  NON-TOXIC. 
•T.M.REG.  U.S.  PAT.  OFF. 
1.  Siegler,  S.L.:  Amer.  J.  Obstet. 

& Gyn.  52  1,  1946. 

WESTWOOD  PHARMACAL  CORP. 

BUFFALO  13,  N.  Y. 
SUBSIDIARY  FOSTER  MILBURN  CO. 


S?  NEW  LITERATURE?  Send  coupon,  please 

1 


$ 


LSTWOOD  PHARMACAL  CORP. 

and  n,»  ■«*»  - «"'hi l°!o1'  ^ ° 



address 
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within  the  year:  50,000  ne iu  diabetics 


CHANCES  PER  THOUSAND  OF  BECOMING  DIABETIC  WITHIN  THE  YEAR  OF  AGE.  Adapted  from  Statistical  Bull.2 


Of  our  present  population,  about  4,000,000  will 
become  diabetic  sometime  in  their  lives.  More 
than  4%  of  females  and  2%  of  males  under  50 
will  acquire  the  disease.  With  an  increase  of 
50,000  a year,  their  number  will  grow  in  the 
next  few  decades  at  a rate  greater  than  that  of 
the  total  population.  When  our  population 
reaches  its  expected  maximum  in  1985,  it  will 
be  22%  larger  than  in  1940  — but  by  then  the 
diabetic  population  may  increase  by  74%!12 

Control  with  but  one  injection  a day  of  ‘Well- 
come’ Globin  Insulin  with  Zinc  has  been  made 
possible  for  many  diabetic  patients  who  form- 
erly required  multiple  injections  of  regular 
insulin  alone  or  in  conjunction  with  protamine 
zinc  insulin.  Favorable  results  with  Globin 
Insulin  have  been  achieved  by  virtue  of  the 
following  advantages: 

1.  The  action  of  Globin  Insulin  is  intermediate 
between  that  of  regular  and  protamine  zinc  insulin. 

2.  Its  onset  of  action  is  moderately  rapid;  no  ac- 
companying injection  of  regular  insulin  is  ordinarily 
required  to  take  care  of  breakfast  carbohydrate. 

3.  Maximum  activity  of  Globin  Insulin  occurs  dur- 
ing the  day  when  the  patient  needs  insulin  most  to 
balance  carbohydrate  intake.  This  contributes  to  a 
relatively  uniform  blood  sugar  level. 


4.  The  action  of  Globin  Insulin  wanes  during  the 
night.  Since  the  patient  is  not  eating  and  has  less 
need  for  insulin  at  this  time,  the  danger  of  hypo- 
glycemic night  reactions  is  remote.  However,  ade- 
quate action  persists  up  to  the  24th  hour  so  that 
a normal  fasting  blood  sugar  level  is  ordinarily 
obtained  the  following  morning. 

5.  The  globin  constituent  does  not  appear  to  be 
allergenic.  It  is  thus  comparable  to  regular  insulin 
in  its  freedom  from  allergic  reactions. 

6.  Globin  Insulin  is  a clear  solution  which  requires 
no  mixing  or  shaking  before  use.  The  danger  of 
variable  dosage  is  thereby  minimized. 

' Wellcome ' Globin  Insulin  with  Zinc  is  available  in  40  and  80 
units  per  cc.,  in  vials  of  10  cc.  Accepted  by  the  Council  on 
Pharmacy  and  Chemistry , American  Medical  Association. 
Developed  in  The  Wellcome  Research  Laboratories , Tuckahoe, 
New  York.  U.S.  Patent  No.  2,161,198. 

I.  Spiegelman,  M.,  and  Marks,  H.  H.:  Am.  J.  Pub.  Health  36:26 
(Jan.)  1946.2.  Statistical  Bull.,Met.  Life  Ins. Co. 27:6  (Feb.)  1946. 

'Wellcome'  Trademark  Registered 




!' WELLCOME* 

Qlobm  / Jmulm 

with  ZINC  > 


J 

EAST  4IST  STREET,  NEW  YORK  17,  N.Y. 


JLO  BURROUGHS  WELtCOME  & CO.  (’J.S.A)  INC.,  9 & II 
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middle 


verve 


Verve  or  apathy  in  middle  age ? For 
the  menopausal  patient  this  is  usually  determined 
by  the  degree  of  relief  from  the  distressing  symptoms 
so  often  associated  with  declining  ovarian  function. 

Gratifying  and  prompt  remission  of  disturbing 
symptoms  may  be  obtained  with  " Premarin ." 
Outstanding  among  comments  made  by 
patients  receiving  this  naturally 
occurring,  orally  active  estrogen,  is  the 
reference  to  the  "plus"  that  changes 
apathy  into  action  . . . the  "sense  of 
well-being"  following  therapy  which 
is  so  much  appreciated  by  the  middle- 
aged  woman  who  wants  to  live 
usefully  and  enjoyably. 

While  sodium  estrone  sulfate 
is  the  principal  estrogen  in 
"Premarin,"  other  equine 
estrogens . . . estradiol,  equi- 
lin,  equilenin,  hippulin  . . . 
are  probably  also 
present  in  varying 
amounts  as  water 
soluble  conjugates. 


Three  potencies 
of " Premarin " 
enable  the  physician 
to  fit  the  dosage  to  the 
individual  needs  of  the 
patient:  2.5  mg.,  1 .25  mg. 
and  0.625  mg.  tablets;  also  in 
liquid  form,  0.625  mg.  in  each 
4 cc.  1 1 teaspoonful). 


Conjugated  Estrogens  (equine) 


Ay  erst.  M<-Renna  & Harrison 

Limited 


22  East  40th  Street,  New  York  16,  N.  Y. 
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BONE  MARROW  STIMULATION 
FOR  GRANULOCYTOPENIA 

after  sulfonamides 


The  sulfonamides  are  among  the  most 
beneficial  of  modern  therapeutic  aids. 
Unfortunately,  however,  occasionally 
they  may  induce  a granulocytopenia  in 
susceptible  individuals.  The  arsenicals 
and  other  drugs  also  may  have  this  ef- 
fect. In  the  course  of  chemotherapy,  it  is 
important  therefore  to  keep  a constant 
look-out  for  this  complication.  Clinic- 
ally, the  first  suspicion  that  something 
is  wrong  may  be  aroused  by  the  patient’s 
poor  color,  drowsiness,  restlessness,  or 
sore  throat. 

ARMOUR  YELLOW  BONE  MAR- 
ROW CONCENTRATE  has  been  found 
of  great  value  in  this  type  of  granulo- 
cytopenia as  well  as  in  agranulocytosis 


™‘  1 


ABOR  ATORIES 


Have  confidence  in  the  preparation 
you  prescribe  — specify  "ARMOUR" 


with  or  without  angina.  It  promotes 
leucocyte  production  through  bone  mar- 
row stimulation.  Clinical  improvement, 
followed  by  increases  in  the  granular 
leucocyte  count,  often  may  be  noted 
within  48  hours. 

In  severe  cases,  ARMOUR  YELLOW 
BONE  MARROW  CONCENTRATE 
should  be  given  in  teaspoonful  doses 
every  four  hours  until  satisfactory 
clinical  and  hematologic  improvement 
sets  in.  Dosage  may  then  be  reduced  as 
indicated.  After  the  critical  phase,  and 
in  mild  chronic  cases,  ARMOUR  YEL- 
LOW BONE  MARROW  GLANULES 
(4  minim  sealed  gelatin  capsules)  may 
be  employed  advantageously — 2 or  3 
glanules  t.i.d. 


Supplied  in  M oz.  dropper  bottles  and  4 minim 
glanules,  boxes  of  50  and  100. 


CHICAGO  9,  ILLINOIS 


HEADQUARTERS  FOR  MEDICINALS  OF  ANIMAL  ORIGIN 


f agreement 


/Pediatricians  and  geriatricians 
agree  upon  the  need  for  prompt 
control  of  cough  because  its  effects  are 
particularly  exhausting  upon  the  child  and  the  aged. 


DIATUSSIN 

Biselioff 

a non-narcotic  antitussive  achieves  cough  control 
speedily  and  pleasantly.  Exceptionally  palatable  and 
safe  as  well  as  effective,  DIATUSSIN  is  a preferred 
antitussive  for  cough  in  the  young  and  the  old. 


Trade-Mark  DIATUSSIN— Keg.  U.  S.  Tat.  Off. 
Copyright  1947,  Ernst  Ilischoff  Company,  Inc. 
Printed  lT.  S.  A. 


Bischoff) 


ERNST  BISCHOFF  COMPANY,  INC.  • IVORYTON,  CONN. 
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Your  Interest  is 

Faithfully  Maintained 

When  you  recommend  treatment  for  your  patient 
at  the  Spa,  you  can  be  sure  that  your  interest  in  his 
care  will  be  faithfully  maintained. 

With  unmatched  facilities  for  spa  treatment,  in 
both  equipment  and  natural  environment,  a com- 
petent staff  utilizes  the  famed  Saratoga  natural  min- 
eral waters  to  complete  your  own  program  of 
restorative  care. 

A person  suffering  from  cardiac,  vascular  or  rheu- 
matic disorders  of  a chronic  nature  achieves  a 
measure  of  relief  here  that  aids  you  materially  in 
treating  him  when  he  returns  to  you. 

Capable  physicians  are  available  in  Saratoga  Springs 
for  consultation  with  your  patient  on  the  details  of 
your  program. 

"PHYSICIAN,  GIVE  HEED  TO  THINE  OWN  HEALTH"* 

Many  physicians  have  come  to  the  Spa  for  the 
same  kind  of  treatments  that  have  helped  their 
patients  here.  After  a restorative  "cure”  at  the  Spa, 
you,  too,  will  return  to  your  practice  refreshed — 
revitalized — ready  for  the  busy  days  that  lie  ahead. 

For  professional  publications  of  the  Spa,  and  physician ’s 
sample  carton  of  bottled  waters,  with  their  analyses, 
write  W.  S.  McClellan,  M.  D.,  Medical  Director, 
Saratoga*  Spa,  155  Saratoga  Springs,  New  York. 

Listed  by  the  Committee  on  American  Health 
Resorts  of  the  American  Medical  Association 
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THE  FAT  of  Similac  is  not  all  butter 
fat,  but  a homogenized  combi- 
nation of  fats  that  is  balanced 
chemically  and  metabolically  to  the 
infant’s  requirements. 


THE  CARBOHYDRATE  in  Similac  is 
lactose. 

THE  MINERALS  in  Similac  are  ad- 
justed to  closely  approximate  the 
minerals  of  breast  milk. 


THE  PROTEIN  of  Similac  is  rendered  THE  CURD  TENSION  of  Similac  is 

soluble  to  a point  approximating  the  same  as  that  of  breast  milk  — 

the  soluble  protein  in  human  milk.  consistently  zero. 

No  other  substitute  resembles  breast 
milk  in  all  of  these  essential  respects. 


M & R DIETETIC  LABORATOR 


A powdered,  modified  milk  product,  especially  pre- 
pared for  infant  feeding,  made  from  tuberculin 
tested  cow’s  milk  (casein  modified)  from  which  part 
of  the  butter  fat  has  been  removed  and  to  which  has 
been  added  lactose,  cocoanut  oil,  cocoa  butter,  corn 
oil,  and  olive  oil.  Each  quart  of  normal  dilution 
Similac  contains  approximately  400  U.S.P.  units  of 
Vitamin  I)  and  2500  U.S.P.  units  of  Vitamin  A as 
a result  of  the  addition  of  fish  liver  oil  concentrate. 


ES,  INC.  • COLUMBUS  16,  OHIO 
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An  Effective  Adjunct  in  the  Treatment 
of  Certain  Types  of  Tuberculosis 


As  an  adjunct  to  conventional  therapy, 
clinical  experience  has  indicated  that 
Streptomycin  is  the  most  effective  chem- 
otherapeutic agent  in  the  treatment  of 
certain  cases  of  tuberculosis.  In  selected 
cases,  Streptomycin  has  been  found  ef- 
fective in  shortening  the  period  of  disa- 
bility. 

The  new,  improved  form  of  this  val- 
uable antibacterial  agent — Streptomycin 
Merck  (Calcium  Chloride  Complex)  — 
provides  three  noteworthy  advantages: 
(i)  increased  purity,  (2)  minimum  pain 


following  injection,  and  (3)  uniform  po- 
tency. 

Write  for  the  New  Booklet 

“ STREPTOMYCIN  IN  TUBERCULOSIS” 

Recently  published,  this  booklet  pre- 
sents abstracts  of  the  two  authoritative 
reports  which  appeared  in  The  Journal 
of  the  American  Medical  Association, 
November  8,  1947,  showing  the  results 
of  the  use  of  Streptomycin  in  more  than 
900  cases  of  tuberculosis.  It  will  be 
mailed  to  you  on  request. 


IJtfPTOMyCIN  MEIW 
chloride  co#10 


(jtjliys1'  11 


Manufacturing  Chemists 

RAHWAY,  N.  J.  In  Canada:  Merck  & Co.,  Ltd.,  Montreal,  Qu< 


Benadryl* 

Xnetvi  }t(!  beaten 


histamine  antagonist 


“It  is  estimated  that  at  least  50  per  cent  of  the  population  are  troubled  at  some 
time  or  other  with  some  manifestation  of  allergy,  i.e.,  food  or  drug  sensitivity, 
or  contact  dermatitis  to  plants  or  other  substances.  About  10  per  cent  of  the 
population  suffer  continually  with  some  allergic  disturbance.”®  To  the  release 
of  histamine  are  attributed  many  of  the  distressing  manifestations  of 

allergic  reactions  that  plague  patients  the  year  round 

BENADRYL  (Diphenhydramine  Hydrochloride)  counteracts  the  effects  of 
histamine  liberation  and  affords  symptomatic  relief.  Extensive  clinical  inves- 
tigations indicate  the  value  of  BENADRYL  hydrochloride  in  acute  and 
chronic  urticaria,  angioneurotic  edema,  'vasomotor  rhinitis,  hay  fever,  con- 
tact dermatitis,  erythema  multiforme,  pruritic  dermatoses,  dermographism, 
drug  sensitization,  penicillin  reactions,  serum  sickness  and  food  allergy. 

The  usual  dose  of  BENADRYL  is  25  to  50  mg.  repeated  as  required.  Children  up  to  12 
years  of  age  may  be  given  1 to  2 teaspoonfuls  of  Elixir  BENADRYL. 

BENADRYL  is  supplied  as  Kapseals<g>  of  50  mg.  each,  capsules  of  25  mg.  each 
and  as  an  elixir,  each  4 cc.  (one  teaspoonful)  containing  10  mg. 

•Albrecht,  F.  K.,  Modern  Management  in  Clinical  Medicine,  Baltimore,  Williams  and  ^ 

Wilkins,  1946,  page  659. 

« 

PARKE,  DAVIS  & COMPANY  • DETROIT  32,  MICHIGAN  $ 
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Not  Only  Iron ...  but  also 
B Complex  Vitamins  and  Liver 


Not  infrequently  hypochromic  anemia  is  complicated  by 
associated  nutritional  deficiencies.  Anorexia,  disturbed 
gastrointestinal  function,  listlessness  and  easy  fatigability 
are  often  observed  concurrent  with  secondary  anemia;  in 
many  if  not  all  such  instances  deficiencies  of  one  or  more 
of  the  B complex  vitamins  may  be  responsible. 

LIVITAMIN-WITH-IRON  provides  rapidly  effective  iron  in  readily  utilizable,  nonionic, 
minimally  irritating  form.  In  addition  it  supplies  significant  amounts  of  syn- 
thetic thiamine,  riboflavin,  nicotinamide,  pyridoxine  and  pantothenic  acid,  as 
well  as  these  and  other  vitamin  B complex  factors  found  in  rice  bran  extract 
and  in  liver  concentrate. 

LIVITAMIN-WITH-IRON  is  indicated  in  hypochromic  (secondary)  anemia,  particularly 
when  accompanied  by  evidence  of  B complex  deficiency  states.  It  is  highly 
efficacious  whether  the  anemia  is  due  to  acute  or  chronic  blood  loss,  deficient 
iron  intake,  infectious  and  other  toxic  states,  pregnancy,  or  lactation. 

The  palatability  of  LIVITAMIN-WITH-IRON  makes  it  readily  acceptable  to  children 
as  well  as  adults. 

dosage:  3 to  4 teaspoonfuls  three  times  daily. 


Each  fluidounce  of  Livitamin  With  Iron,  prepared 
with  an  attractive,  palatable  vehicle,  presents: 


Iron  and  Manganese  Peptonized 30  gr. 

(Equivalent  to  45  mg.  elementary  Iron) 

Iron  Peptonized,  N.F. 12}^  8r- 

(Equivalent  to  140  mg.  elementary  Iron) 

Thiamine  Hydrochloride  (Bi) 10  mg. 

Riboflavin  (B2,  G) 5 mg. 

Nicotinamide  (Niacinamide) 25  mg. 

Pyridoxine  Hydrochloride  (B6) 1 mg. 

Pantothenic  Acid 5 mg. 

Liver  Concentrate  1:20 45  gr. 

(Represents  2 oz.  fresh  liver) 

Rice  Bran  Extract 15  gr. 


THE  S.  E.  MASSENGILL  COMPANY 

Bristol,  Tenn.-Va. 

NEW  YORK  • SAN  FRANCISCO  . KANSAS  CITY 
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A high  potency  vitamin  B complex  capsule. 
It  may  play  a vital  role  in  normal  healing 
and  repair  processes,  and  in  sustaining 
maximal  tissue  growth.  Provite-b  can  play 
an  important  part  in  the  treatment  of  estro- 
genic disturbances.  Each  capsule  supplies: 


thiamine  hydrochloride  25  mg.;  riboflavin 
12.5  mg.;  pyridoxine  hydrochloride  1.5 
mg.;  calcium  pantothenate  5 mg.;  niacina- 
mide 150  mg.;  choline  dihydrogeri  citrate 
100  mg.;  inositol  50  mg.;  secondary  liver 
fraction  and  dried  yeast  aa  q.s. 


for  complete  literature 
and  professional  samples 


INTERNATIONAL  VITAMIN  DIVISION 

IVES-CAMERON  CO.,  INC. 

2 2 EAST  4 0th  STREET,  NEW  YORK  16,  N.  Y. 

Please  send  me  literature  on  Provite-b 
together  with  professional  samples. 

Name 

Address 


City. 


Stale 
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THE 

CLINICIAN’S 

CHOICE 


A 


report!  covering  a comprehensive  study 
reveals  that  the  diaphragm-jelly  technique  is  the  over- 
whelming choice  of  clinicians  versed  in  conception 
control. 

In  keeping  with  this  authoritative  opinion,  we  suggest 
the  specification  of  the  “RAMSES”*  Prescription  Packet 
No.  501  when  you  desire  to  provide  the  patient  with 
the  optimum  in  protection. 

The  quality  of  “RAMSES”  Gynecological  Products  is 
the  finest  obtainable.  They  are  available  through  all 
recognized  pharmacies. 

Active  Ingredients:  Dodecaethyleneglycol  Monolaurate  5%;  Boric  Acid  1%; 
Alcohol  5% 


in 


gynecological  division 

JULIUS  SCHMID,  Inc. 

423  West  33th  Street,  NeivYork  19,  N.Y. 

quality  first  since  sSS) 


*The  word  "RAMSES"  is  a 
registered  trademark  of  Julius 
Schmid,  Inc. 

fHuman  Fertility  10:  25  (Mar.) 
1945. 
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fluid  that  inundates  the  tissues  during  congestive  heart  fail- 
ure may  pass  through  approximately  one  and  one -half  acres  of 
capillary  wall.  Following  an  intramuscular  or  intravenous  injec- 
tion of  mercuhydrin,  edema  fluid  comprised  of  water  and  salts, 
chiefly  sodium  chloride,  is  mobilized  back  through  the  one  and 
one-half  acres  of  the  capillary  bed  and  is  eliminated  through  the 
kidneys.  The  diuresis  obtained  with  mercuhydrin  benefits  not 
only  the  patient  with  palpable  edema,  but  also  the  patient  subject 
to  cardiac  decompensation.  “The  effect  on  dyspnea  in  these  cases 
of  left-sided  failure  is  probably  largely  a result  of  diminution  in 
pulmonary  edema,  even  though  the  latter  is  clinically  occult.”* 


The  management  of  cardiac  decompensation  is  greatly  facilitated 
and  the  comfort  and  well  being  of  the  patient  is  greatly  increased 
by  administration  of 


MERCUHYDRIN  ear^y>  concurrently  with  digitalization 

MERCUHYDRIN  *na  systematic  schedule  of  repeated  doses  as  main- 
tenance therapy. 

MERCUHYDRIN  by  intramuscular  injection,  well  tolerated  locally  and 
systemically,  and  affording  highly  effective  diuresis 

MERCUHYDRIN  (meralluride  sodium)  is  available  in  1 cc.  and  2 cc. 
ampuls. 


*Fishberg,  A.  M.:  Heart  Failure,  Lea  and  Febiger,  Philadelphia,  1946,  p.  733. 


INC.  MILWAUKEE 


1,  WISCONSIN 
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In  allergic  disorders . . . 


when  symptomatic  relief  through  use 
of  an  antihistaminic  drug  is  desired, 
preference  will  be  given  to  histamine 
antagonists  that  possess  these  two 
characteristics: 

/Efficacy — to  relieve  bothersome 
• symptoms. 

2 Low  Toxicity — to  make  these  benefits 
• available  to  the  greatest  possible  num- 
ber of  patients. 

Neo-Antergan*  Maleate,  the  new 
Merck  antihistaminic,  possesses  these 
desired  characteristics  to  a clinically 
significant  degree. 

In  addition  to  findings  from  exten- 
sive experimental  work,  there  now  are 
on  hand  clinical  reports  of  more  than 
1 ,000  cases  of  allergy  treated  with  Neo- 
Antergan.  Results  attest  to  effective 
symptomatic  relief  in  many  cases  of 
Hay  Fever,  Pruritus,  Urticaria,  Vaso- 
motor Rhinitis,  Atopic  Dermatitis, 
Allergic  Drug  Reactions,  and  certain 
other  allergic  disorders.  Side  reactions 
were  absent  in  the  large  majority  of 
patients.  When  they  occurred,  they 
were  generally  mild  and  transient. 
Discontinuance  of  treatment  because 
of  the  severity  of  side  effects  was 
necessary  in  only  about  one  and  one- 
half  per  cent  of  patients. 

Your  local  pharmacy  stocks  Neo- 
An  tergan  Maleate  in  25  mg.  and  50 
mg.  tablets,  supplied  in  boxes  of  100. 


MALEATE 


(Brand  of  Pyranisamine  Maleate) 

(N-p-me  thoxy  benzyl  - N’ , Nf-dlmethyl- 
N-a-pyridylethylene-diamine  maleate) 


MERCK  & CO.,  Inc.  RAHWAY, N.J. 


Manufacturing  Chemists 


*Neo-Antcrgan  is  the  registered  trade-mark  of 
Merck  & Co.,  Inc.  for  its  brand  of  Pyranisamine 


for  moi*tne$Lckm^  r i 

—in  ethical  laxative  therapy.  •• 


Phospho-Soda  (Fleet)*  is  a so- 
lution containing  in  each  100 
cc.  sodium  biphosphate  48  Gm. 
and  sodium  phosphate  18  Gm. 


(ox  controlled 
eatUxroio. 
fix cocxitc 


"EFFICIENCY  (IN  MEDICINE): 

The  capacity  to  produce  desired 
results  with  minimum  local 
or  systemic  disturbance " 


patients  who  have  gone  several  days  with 
inadequate  evacuation  and  a sense  of 
discomfort,  a saline  cathartic  (it  is  rather 
strongly  felt)  will  be  found  "especially  useful".2 
for  effective  (yet  gentle)  catharsis  in  these  and 
other  cases  where  indicated,  few  laxatives  can 
record  of  present-day  clinical 
acceptance1,3'4'5'6  of  Phospho-Soda  (Fleet)* 
—the  modern  physician's  laxative. 
Phospho-Soda  (Fleet)*  is  a unique  scientific  combination 
of  two  recognized  phosphates  of  soda. 
Its  palatability,  ease  of  administration,  and  innocuous, 
efficient  action  (remarkably  free  from  griping  and 
anal  discomfort)  are  exceptional  among  eliminants  today. 
Phospho-Soda  (Fleet)*  is  promoted  to  the  medical 
and  dental  professions  exclusively.  Available 
in  bottles  of  2Vi,  6 and  16  fluidounces. 


•'PHOSPHO-SODA'  and  'FLEET' 
are  registered  trade-marks  of  C.  B.  Fleet  Co.,  Inc. 


MARK 

SODA 

(FLEET)* 


‘ ( n 1.  Craig,  C.  F.  and  Faust,  E.  C..  Clinical 

Parasitology,  Lea  & Febiger,  Philadelphia,  4th  ed.,  1945. 
2.  Gold,  Harry:  In  Conferences  on  Therapy,  N.  Y.  State  J of  Med., 
Mar.  1,  1947.  3.  Judd,  E.  S.:  Am.  J.  Surg.,  74:444,  1947. 
4.  Mayo,  C.  W.:  Proceedings  Interstate  Post-Graduate  Med. 

Assembly  of  North  America,  1942.  5.  Nesselrod,  J.  P.  et  ol.: 
Illinois  Med.  J.,  81  4,  1942.  6.  Christopher,  F.:  Minor  Surgery, 
W.  B Saunders  Co.,  Philadelphia,  5th  ed.,  1944. 


t&c  modern 
e((le£ent 

(axatloc  C.  B.  FLEET  CO.,  INC. . - LYNCHBURG,  VA. 
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SUSTAINED  HYPNOSIS 
NEED  NOT  BE  DELAYED 


Fast-acting  barbiturates  have  an  effect  of  short 
duration;  those  which  act  more  slowly  are  more 
prolonged  in  effect. 

Pulvules  Tuinal  combine  the  rapid  action  of  ‘Seconal 
Sodium'’  ( Sodium  Propyl-methyl-carbinyl  Allyl 
Barbiturate,  Lilly)  with  the  moderately  sustained 
effect  of  ‘ Sodium  Amytal ’ ( Sodium  Iso-amyl  Ethyl 
Barbiturate,  Lilly). 

The  two  barbiturates  in  Pulvules  Tuinal  assure 
a rapid  onset  of  hypnosis  or  sedation  plus 
a moderate  duration. 

Tuinal  is  supplied  as  Pulvules  Tuinal,  3/b  grain 
(0.05  Gm.),  11/2  grains  (0.1  Gm.),  and  3 grains 
(0.2  Gm.),  in  bottles  of  100  and  1,000. 


ELI  LILLY  AND  COMPANY 

INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 
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Editorials 

Socialism  and  Medicine  in  Great  Britain.  II 


In  a previous  editorial  we  wrote  of  the 
situation  of  the  medical  profession  in  Eng- 
land with  respect  to  an  expanding  govern- 
ment program  of  nationalization  of  resources 
and  services  in  that  country.1  We  touched 
on  the  fact  that  such  a program  as  that  of  the 
Labor  Government  flowed  from  the  popular 
will  through  the  medium  of  free  elections, 
and  that  therefore  there  was  a broad  base  of 
popular  demand,  in  a nation  approaching  the 
problem  of  possible  bankruptcy  realistically, 
for  the  inclusion  of  medicine  in  the  socialistic 
program. 

We  now  learn  that  the  nationwide  pleb- 
iscite taken  by  the  British  Medical  Associa- 
tion of  Britain’s  medical  practitioners,  spe- 
cialists, and  consultants  showed  an  over- 
whelming majority  (86  per  cent)  against 
working  for  the  universal  free  medical 
service  scheme  of  the  government  scheduled 
to  take  effect  July  5. 2 More  than  56,000 
doctors,  including  alien  physicians  in  Britain 
and  Britons  overseas  and  in  the  military 
and  naval  services  were  polled,  and,  of  the 
total  ballots  sent  out,  82  per  cent  were  re- 
turned. This  figure  seems  evidence  enough 
of  the  interest  of  the  British  medical  pro- 
fession in  the  vital  issues  at  stake. 

1 April  I,  1948. 

* New  York  Times  (Feb.  19)  1948. 


Since  1911,  the  general  practitioners  of 
Great  Britain  have  participated  in  the  medi- 
cal insurance  scheme  instituted  by  the  Lloyd 
George  government  to  provide  medical  serv- 
ice for  low  income  workers.  Now  par- 
ticipating to  an  average  of  40  per  cent  of 
their  income  are  all  but  about  1,000  of  the 
nation’s  20,500  general  practitioners.  The 
older  insurance  scheme  would  be  supplanted 
by  the  present  Labor  Government’s  new  Act. 

As  a result  of  the  B.M.A.’s  poll  it  would 
appear  “that  the  government  would  have  a 
maximum  of  3,560  general  practitioners 
and  971  consultants  and  specialists  to  oper- 
ate a health  service  designed  for  a popula- 
tion of  47,000,000. ”2  This  number  appar- 
ently goes  along  with  the  government,  al- 
though it  is  not  stated  how  many  of  these 
physicians  are  members  of  the  Socialist 
Medical  Association. 

The  Representative  Body  of  the  B.M.A., 
at  its  meeting  in  March  of  this  year,  recom- 
mends non-cooperation  with  the  Labor 
Government’s  health  service  as  a result  of 
the  plebiscite.  Even  so,  this  does  not  mean 
that  the  people  of  the  nation  will  be  de- 
prived of  medical  service,  or  that  a “physi- 
cians’ strike”  is  contemplated.  This  would 
be  unthinkable,  and  no  physician  anywhere 
would  even  contemplate  such  action,  no 
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matter  what  the  provocation  might  be. 
Nor  does  the  profession  of  Great  Britain 
intend  to  penalize  the  people.  It  would 
continue,  as  at  present,  to  treat  patients 
and  to  request  payment  for  services  ren- 
dered. Where  payment  was  not  forth- 
coming, the  professional  attention  would  be 
given  free.  Not  all  doctors,  it  is  contem- 
plated, would  be  able  to  do  this  without 
suffering  from  inability  to  collect  fees,  how- 
ever devoted  they  might  be  to  the  cause  of 
a free  profession.  To  meet  this  contingency 
the  B.M.A.  is  now  raising  a “hardship 
fund”  to  tide  over  those  medical  men  who 
might  otherwise  be  driven  into  the  govern- 
ment scheme  by  the  power  of  the  public 
purse.3 

The  situation  of  the  medical  profession  in 
a changing  world,  as  represented  by  these 
happenings  in  Great  Britain,  deserves  care- 
ful study  by  the  profession  in  this  country. 
Why  is  this  so?  Because  for  some  time  it 
has  been  realized  that,  within  the  frame- 
work of  the  federal  government,  specifically 
within  the  Bureau  of  Research  and  Statis- 
tics of  the  Social  Security  Administration  in 
this  country,  definite  pressure  and  propa- 
ganda has  been  emanating  for  federal  con- 
trol of  medicine  via  the  Wagner-Murray- 
Dingell  proposals.  Through  the  spring- 
board of  hearings  on  this  measure,  all  well 
publicized,  and  through  such  devices  as  the 
“health  workshops,”  and  doubtless  by  still 
subtler  propaganda  measures,  an  attempt 

3 About  $1,600,000. 


has  been  made  to  manufacture  a demand  for 
government  controlled  and  regulated  prac- 
tice of  medicine  here. 

How  successful  have  these  attempts  been? 
Apparently  not  yet  too  successful.  Why? 
Because  (1)  the  economic  stringency  has 
not  yet  become  sufficiently  great;  (2)  the 
population  increase  and  the  growing  burden 
of  the  national  debt  has  not  yet  turned  the 
attention  of  the  public  to  the  acceptance  of  a 
frank  socialist  program  of  nationalization  of 
resources  and  services  as  a means  of  tem- 
porizing with  the  specter  of  national  bank- 
ruptcy. But  events  move  rapidly  in  this 
age.  And  while  the  electorate  has  not,  at 
this  writing,  installed  a socialist  govern- 
ment here,  a great  deal  of  socialist  ideology 
has  permeated  the  thinking  of  established 
political  parties  and  the  vast  army  of  civil 
servants  who  staff  the  numerous  bureaus. 
These  latter,  living  on  fixed  and,  in  the  main, 
inadequate  salaries  in  a period  of  inflation, 
could  be  sympathetic  to  a tax-supported 
medical  service,  and  the  teachers  in  the 
public  schools  system  might  also  be  lured 
with  many  others  by  the  same  bait. 

The  American  Medical  Association,  the 
state  medical  societies  and  many  individual 
physicians  are  aware  of  what  goes  on  both 
abroad  and  here.  So  far,  no  legislative  act 
has  progressed  to  the  floor  of  Congress  or  the 
state  legislatures  to  crystallize  opinion  in  the 
profession  of  medicine  as  the  National 
Health  Services  Act  has  done  in  Great 
Britain. 


Prophylaxis  of  Ophthalmia  Neonatorum 


Since  Cred6  first  announced  that  the 
instillation  of  a dilute  solution  of  silver 
nitrate  would  prevent  gonorrheal  infection 
of  the  eyes  of  the  newborn,  with  its  often 
disastrous  consequences,  a worldwide  ac- 
ceptance of  his  proposal  has  followed,  and 
the  results  in  reducing  the  incidence  of  this 
disease  are  well  known.  However,  oph- 
thalmia neonatorum  is  still  with  us,  whether 
due  to  carelessness  or  forgetfulness  or  im- 
proper application,  by  the  attendant  in 
childbirth,  of  what  is  essentially  a simple 


procedure.  The  sanitary  codes  of  most 
American  states  and  cities  require  the 
prophylactic  instillation  of  silver  nitrate 
or,  as  in  the  case  of  New  York  City,  “an 
equally  effective  agent.” 

In  considering  a substitute  for  silver 
nitrate,  many  questions  arise.  These  have 
been  studied  in  a very  complete  report 
made  by  the  Public  Health  Relations 
Committee  of  the  New  York  Academy  of 
Medicine  in  response  to  a request  from  the 
New  York  City  Commissioner  of  Health  for 
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an  opinion  as  to  the  desirability  of  changing 
the  Sanitary  Code  to  accept  penicillin  as  a 
substitute.  In  this  connection,  attention 
must  be  directed  to  the  questions  of  effec- 
tiveness, safety,  feasibility,  concentration, 
mode  of  application,  allergic  reaction,  and 
recurrence  after  treatment.  Penicillin,  be- 
cause of  its  now  great  popularity  as  an 
infallible  antiseptic  (if  we  may  call  it  so) 
has  developed  several  advocates — Lehrfeld, 
Franklin,  and  others  in  this  country, 
Sorsby  in  England. 

Mention  must  be  made  of  the  fact  that 
ophthalmia  in  infants  is  not  necessarily 
gonorrheal.  There  may  be  other  organisms 
involved — streptococci,  staphylococci,  pneu- 
mococci, coliform  organisms,  and  viruses. 
Many  of  these  are  strains  resistant  to 
penicillin.  Proof  of  the  effectiveness  of  the 
latter  does  not,  up  to  the  present,  appear 
adequate.  Moreover,  the  most  effective 
concentrations  and  the  best  method  of 
application  have  yet  to  be  determined. 
Solutions  must  be  fresh,  and  several  in- 
stillations are  required.  In  unskilled  hands 
it  may  not  be  so  simple  as  a single  instilla- 
tion of  silver  nitrate  for  prophylactic  admin- 
istration. 

The  special  committee  which  made  this 
study  did  not  recommend  any  change  in 
the  Sanitary  Code  of  New  York  City, 
although  it  did  suggest  that  hospitals,  under 
adequate  control,  be  encouraged  to  make 
further  studies. 


The  Special  Committee  of  the  Academy 
considering  the  problem  includes  in  its 
personnel  an  ophthalmologist,  a pediatrician 
and  an  obstetrician.  Their  opinion  that 
the  use  of  silver  nitrate  should  be  continued, 
pending  further  study  of  the  value  of  and 
practical  considerations  relating  to  the  use 
of  penicillin,  preserves  a tried  and  proved 
remedy  in  the  use  of  which  professional 
personnel  have  been  trained  over  a long 
period  of  time. 

Since  this  editorial  was  prepared,  there 
has  been  published  in  one  of  our  popular 
woman’s  magazines  an  article  with  a lurid 
title,  “Can  Present  Laws  Blind  Your 
Baby?”1  It  was  written  by  Miriam  Zeller 
Gross,  who  claims  that  babies  are  often 
rendered  blind  from  the  use  of  nitrate  of 
silver  as  a prophylactic  because  the  law  in 
many  states  compels  its  employment  by 
physicians.  She  claims  that  this  disaster 
can  be  avoided  by  substituting  penicillin  for 
nitrate  of  silver.  However,  this  is  by  no 
means  proved,  and  it  would,  in  our  belief,  be 
a calamity  if  a tried  and  certain  method  were 
discarded  without  further  experience  with 
another  which  has  by  no  means  been  shown 
to  be  superior.  Perhaps  there  is  a sub- 
stitute which  causes  less  reaction  than  silver 
nitrate,  but  we  had  better  know  more  about 
that  before  the  claim  of  infallibility  is  dis- 
seminated. 

1 Woman's  Home  Companion,  (April)  1945,  p.  33. 


Education  in  a Jet- Paced  World 


New  medical  problems  are  increasing  even 
faster  than  new  medical  knowledge,  in  the 
view  of  some  educators.  To  meet  this  chal- 
lenge to  the  teaching  profession,  there  was 
planned  a meeting  of  educators  at  Buck  Hill 
Falls,  Pennsylvania,  apparently  the  first  of 
its  kind. 

Elliott  Dunlap  Smith,  provost  of  Carnegie 
Tech,  was  selected  chairman  of  the  plan- 
ning committee.  Interviewed  after  his  elec- 
tion, Professor  Smith  explained  that  the  con- 
ference plan  was  born  in  the  summer  of 
1947,  when  educators  realized  they  were  not 
able  to  keep  up  with  advancing  knowledge 
in  this  “jet-paced  world.”  He  predicted  a 
doctor  or  a lawyer  would  be  helpless  in  three 


years  if  he  stopped  studying  on  graduation 
from  professional  school. 

A moral  renaissance  among  professional 
men  is  also  being  proposed.  They  must  be 
taught  to  see  beyond  their  technical  skills. 
“We  have  to  teach  boys  to  think  not  ‘How 
can  I do  my  stuff?’  but  ‘What  should  be 
done?’  when  they  meet  a professional  prob- 
lem. 

“Our  education  is  bogging  down  at  that 
point,”  he  warned.  “It  must  be  inbred  in  a 
doctor  or  lawyer  to  consider  not  just  how  he 
can  earn  a fee,  but  what  will  do  his  client  and 
society  the  most  good,”  Professor  Smith  ex- 
plained. 

Chairmen  of  the  three  sessions  and  speak- 
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ers  who  “testified”  for  their  particular 
professions  at  the  meeting,  known  as  the 
Inter-Professions  Conference  on  Education 
for  Professional  Responsibility,  were  an- 
nounced by  Professor  Smith.  Mr.  Smith  is 
provost,  and  Maurice  Falk,  professor  of 
social  relations  at  Carnegie  Institute  of 
Technology. 

The  three  chairmen  were  Donald  K. 
David,  dean  of  the  Harvard  Graduate  School 
of  Business  Administration;  Karl  T.  Comp- 
ton, president,  Massachusetts  Institute  of 
Technology,  and  Arthur  T.  Vanderbilt,  dean 
of  the  Law  School,  New  York  University, 
former  president  of  the  American  Bar  Asso- 
ciation. 

Dean  David  presided  at  the  first  session 
on  Monday,  April  12,  on  “The  Evolution  of 
Educational  Aims  with  Changing  Condi- 
tions of  Professional  Practice  and  Responsi- 
bility” when  speakers  representing  the  five 
professions  discussed  such  basic,  challenging 
questions  as  what  knowledge,  skills,  ways  of 
thought,  interests,  sense  of  responsibility 
and  traits  of  character  professional  education 
should  help  a student  to  acquire,  if  he  is  to 
meet  present-day  and  future  demands  of 
professional  practice;  serve  society  well  as  a 
citizen;  live  his  personal  life  well,  and  con- 


tinue to  learn  and  grow  as  a professional 
man,  a citizen,  and  a person. 

On  Tuesday,  April  13,  the  second  confer- 
ence session,  under  the  chairmanship  of 
President  Compton  of  M.I.T.  was  devoted 
to  “Content  and  Methods  of  Instruction  in 
Professional  Subjects,”  and  dealt  with  such 
questions  common  to  the  various  professions 
as  the  relative  effect  of  lectures,  demonstra- 
tions, laboratory  work,  discussion  classes, 
case  study,  and  similar  methods  upon  the 
development  of  professional  students,  and 
also  to  the  problems  to  which  they  give 
rise. 

Speakers  for  the  Professions  at  this  session 
were  James  H.  Means,  professor  of  clinical 
medicine,  Harvard  Medical  School,  medi- 
cine; James  W.  Culliton,  assistant  director 
of  research,  Harvard  School  of  Business 
Administration,  business;  Karl  N.  Llewel- 
lyn, professor,  Columbia  Law  School,  law; 
B.  Richard  Teare,  head,  Department  of 
Electrical  Engineering,  Carnegie  Institute  of 
Technology,  engineering;  Rollin  Fairbanks, 
Institute  of  Pastoral  Care,  Massachusetts 
General  Hospital,  divinity,  and  Eleanor 
Cockerill,  professor  of  social  work,  Univer- 
sity of  Pittsburgh,  medicine  as  viewed  by  a 
social  case  worker. 


Current  Editorial  Comment 


Business  of  Curing  Sick  People.  “I 

am  profoundly  convinced,  after  eighteen 
years  in  government,”  said  the  Governor, 
“that  government  can  never  do  any  job 
as  well  as  private  enterprise.  The  job  of 
running  voluntary  hospitals  can  best  be 
done  by  free  individuals  and  not  by  those 
under  the  constriction  of  the  business  of 
running  a government.” 

Earlier  in  his  speech  Governor  Dewey  as- 
sailed politicians  who  “want  to  relegate  the 
business  of  curing  sick  people  to  the  dead 
l^vel  of  government  mediocrity.” 

Later,  “Doctors,”  he  said,  “working 
under  constant  mental  and  physical  strain, 
are  not  paid  commensurately  with  their 


efforts.”  “And,”  he  added,  “about  all 
they  get  out  of  it  is  that  some  politicians 
would  like  to  socialize  them  and  bring  them 
down  to  the  level  of  servility.” 

“If  we  don’t  meet  the  great  challenge  of 
our  times  as  free  men,”  the  Governor  con- 
tinued, “government  will  meet  them.  But 
it  will  do  it  less  efficiently,  more  expen- 
sively, and  less  humanely  than  by  indi- 
vidual initiative.”1 

The  French  have  a proverb  to  the  effect 
that  all  comes  eventually  to  him  who  knows 
how  to  wait.  We  can  add  nothing  to  the 
Governor’s  statement  except  praise  for  liis 
forthrightness. 


1 New  York  Times  (Feb.  21)  1948. 
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CHOICE  OF  PROCEDURE  IN  OPHTHALMIC  PLASTIC  SURGERY 

Arthur  E.  Sherman,  M.D.,  East  Orange,  New  Jersey 
( From  the  Surgical  Service,  O’Reilly  General  Hospital,  Springfield , Missouri ) 


DURING  the  past  few  years  I have  had  the 
opportunity  to  observe  the  results  obtained 
from  a great  variety  of  procedures  used  in  the 
ophthalmic  reconstructive  surgery  required  by  a 
large  number  of  battle  casualties  of  the  recent 
war.  It  is  my  purpose  in  this  paper  to  point 
out  those  procedures  which  I feel  were  most 
useful,  as  well  as  to  mention  some  that  should  be 
avoided.  The  opinions  expressed  are  based 
largely  on  the  experience  of  myself  and  other 
officers  assigned  to  the  eye  service  at  O’Reilly 
General  Hospital  from  1944  to  1946,  and  are 
based  also  on  discussions  with  other  men  engaged 
in  this  work  at  other  Army  ophthalmic  and  plastic 
centers. 

There  can  be  no  question  that  Dr.  John  M. 
Wheeler  contributed  more  to  ophthalmic  plastic 
surgery  than  any  other  one  man.1  It  is  only 
natural  that  many  of  his  methods  were  of  extreme 
use  to  us.  His  principles  of  simplification  and 
avoidance  of  the  use  of  pedicle  flaps  or  other 
procedures,  often  causing  additional  disfigure- 
ment, are  still  as  sound  as  they  were  twenty 
years  ago. 

There  are  a number  of  general  principles  that 
should  be  familiar  to  those  who  attempt  ophthal- 
mic plastic  surgery.  The  early,  accurate  repair 
of  lacerations  about  the  orbital  area  with  ex- 
cision of  macerated  tissue  and  careful  closure  of 
subcutaneous  tissue,  as  well  as  the  skin,  will 
often  make  later  repair  unnecessary.  If,  shortly 
after  burns  of  the  eyelids  or  after  the  initial  repair 
of  lacerations,  it  is  evident  that  cicatricial  ectro- 
pion is  beginning  to  develop,  the  use  of  lid  ad- 
hesions for  two  to  three  months  may  be  sufficient 
to  prevent  that  deformity.  The  correction  of 
deformities  resulting  from  laceration  or  burns 
usually  should  not  be  attempted  for  three  to  four 
months  after  the  initial  repair,  because  scar 
tissue  has  by  that  time  become  compact  and 
relatively  avascular.  Scar  tissue  should  be  as 
thoroughly  excised  as  is  possible  and  the  tissues 
approximated  without  undue  tension.  One 
should  bear  in  mind  the  often  repeated  dictum 
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that,  whenever  possible,  eyelid  structures  should 
be  used  for  eyelid  structures.  This  is  too  often 
overlooked  by  the  general  plastic  surgeon.  Pro- 
cedures should  be  as  simple  as  possible  to  attain 
the  desired  result.  Except  in  very  minor  pro- 
cedures, a good,  evenly  distributed  pressure 
dressing  is  very  important.  That  described  by 
Pfeiffer  is  one  of  the  best.2 

At  times  simple  excisio.n  of  scar  tissue  or  tumors 
in  the  region  of  the  eyelids,  with  undermining  and 
careful  closure  of  the  surrounding  normal  tissues, 
is  all  that  is  required.  In  one  case  a large  pig- 
mented naevus  of  the  lateral  canthal  and  cheek 
area  was  excised  and  the  defect  repaired  by  simple 
closure  of  the  normal  tissues  (Fig.  1).  A small 
amount  of  this  benign  growth,  involving  the  cilia 
line,  was  allowed  to  remain  rather  than  make  the 
repair  more  complicated.  Another  case  illus- 
trates the  excision  of  a superficial  basal  cell  epi- 
thelioma of  the  lower  eyelid  and  simple  closure  of 
the  skin,  combined  with  a lid  adhesion  for  three 
months  to  prevent  ectropion  (Fig.  2). 

The  downward  and  lateral  displacement  of  the 
nasal  end  of  the  lower  eyelid  is  a not  uncommon 
deformity  resulting  from  improper  repair  of 
lacerations  through  this  area.  The  correction  of 
this  deformity  should  be  quite  satisfactory  if  one 
adheres  to  several  points  mentioned  by  Wheeler 
over  twenty-five  years  ago.1  Scar  tissue  must  be 
excised  and  the  lid  well  mobilized.  Subcuta- 
neous tissue  should  be  well  closed,  and  these 
sutures,  as  well  as  the  skin  sutures,  should  dis- 
tribute the  tension  so  that  the  nasal  end  of  the 
lid  lies  in  position  without  tension.  A small 
tongue  of  denuded  tarsus  anchored  in  a pocket 
up  to  the  medial  canthal  ligament  gives  firm 
healing  in  this  area. 

Deformities  of  the  medial  canthal  area,  follow- 
ing trauma,  are  often  accompanied  by  fracture  of 
the  bone  in  this  area,  the  deformity  usually  being 
a forward,  downward,  and  lateral  displacement  of 
the  canthal  area.  At  times  it  seems  impossible 
to  obtain  a satisfactory  result  in  these  cases. 
An  attempt  should  be  made  to  anchor  the  canthal 
ligament  in  a position  of  overcorrection.  To 
accomplish  this,  scar  tissue,  and  usually  the  tear 
sac,  must  be  excised.  The  whole  canthal  area 
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Fig.  1.  Before  and  after  two-stage  simple  exci- 
sion of  pigmented  naevus,  present  since  birth.  En- 
tire main  portion  of  naevus,  except  the  part  involv- 
ing the  eyelash  region  and  lid  margins,  was  excised 
at  first  operation  with  repair  by  undermining  of  sur- 
rounding tissue  and  simple  closure.  Portion  of 
naevus  involving  lid  margins  was  excised  at  second 
operation  one  month  later. 


Fig.  2.  Before  and  after  excision  of  basal  cell 
epithelioma  of  lower  eyelid  and  simple  closure  of 
defect.  A centrally  placed  lid  adhesion  was  used 
for  three  months  to  prevent  ectropion. 


must  be  freely  mobilized  so  that  it  can  be  an- 
chored in  proper  position  without  tension.  One 
should  not  hesitate  to  remove  bone  that  is  dis- 
placed forward  and  laterally  (Fig.  3).  At  times 
the  skin  incision  and  closure  should  take  the  form 
of  a “Z-plasty”  or  interposition  of  flaps  so  that  a 
flap  of  skin  from  the  nasal  portion  of  the  upper 
eyelid  with  base  nasal  is  placed  below  the  ele- 
vated can  thus  (Fig.  4). 

A vertical  scar  of  the  entire  thickness  of  an 
eyelid  with  accompanying  notch  deformity  of  the 
margin,  as  well  as  small  tumors  involving  the 
skin  and  tarsus,  is  best  excised  by  vertical 
parallel  incisions  through  the  entire  thickness  of 
the  eyelid  with  closure  of  the  defect  by  Wheeler’s 
“halving”  repair.1  If  necessary,  the  tension  at 
the  site  of  closure  can  be  lessened  by  means  of 
lateral  canthotomy  and  cutting  of  the  tarsal 
attachment  to  the  ligament.  This  can  be  elabo- 
rated to  replace  a full  thickness  loss  of  more  than 
one-third  of  the  eyelid  by  carrying  incisions  tem- 
poralward  to  produce  a long  sliding  flap  of  the 
Celsus  type.  This  is  especially  useful  in  older 


Fig.  3.  (Top)  Forward  and  lateral  displacement 
of  right  medial  canthal  area  from  fracture  of  frontal 
process  of  maxilla,  together  with  loss  of  right  eye 
incurred  in  a jeep  accident. 

(Bottom)  Deformity  corrected  by  excision  of  scar 
tissue,  tear  sac,  and  displaced  bone  in  the  area,  and 
reattachment  of  medial  canthal  ligament  to  perios- 
teum. 
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Fig.  4.  (Top)  Deformity  of  medial  canthus  and 
chronic  dacryocystitis  from  fracture  repaired  by 
excision  of  tear  sac  through  a Z-shaped  incision  with 
interposition  of  canthal  angle  with  a flap  of  skin 
from  nasal  end  of  upper  eyelid.  This  was  followed 
in  one  month  by  a small  medial  canthotomy. 

(Bottom)  Final  result  three  months  later. 

adults  who  do  not  show  the  resulting  linear 
scars  lateral  to  the  eyelid  area.  These  procedures 
were  well  reviewed  by  Reese  several  years  ago.3 

There  is  no  question  in  my  mind,  and  I believe 
most  ophthalmic  surgeons  agree,  that  Wheeler’s 
method  of  correcting  cicatricial  ectropion  or 
lagophthalmos  by  the  use  of  free  skin  grafts 
and  lid  adhesions  is  unsurpassed.  No  other 
method  gives  as  uniformly  satisfactory  results. 
Almost  without  exception  there  is  no  place  for  the 
use  of  pedicle  flaps  or  Gillie’s  “epithelial  outlay” 
for  the  correction  of  this  condition.  The  un- 
satisfactory result  obtained  by  the  latter  pro- 
cedure to  correct  a mild  ectropion  of  the  upper 
eyelids  is  well  illustrated  in  Fig.  5. 


Fig.  5.  Additional  deformity  of  upper  eyelids 
produced  by  “epithelial  outlay”  type  of  operation 
for  mild  ectropion. 


Fig.  6.  Before  and  after  repair  of  moderate 
cicatricial  ectropion  of  lower  eyelid  by  full  thickness 
graft  from  upper  eyelid,  together  with  central  5 mm. 
tarsorrhaphy  (lid  adhesion).  The  lid  adhesion  was 
cut  three  months  after  skin  grafting. 

A brief  review  of  Wheeler’s  method  is  as  follows : 
The  skin  incision  is  made  about  5 mm.  from  the 
lid  margin  and  parallel  to  it.  Badly  scarred  skin 
should  be  excised.  Subcutaneous  scar  tissue 
must  be  excised  thoroughly  to  release  the  lid 
margin  and  to  provide  a good  bed  for  the  graft. 

Two  lid  adhesions  are  usually  sufficient  at  the 
junction  of  the  middle  third  of  the  margin  with 
the  lateral  and  medial  thirds.  These  are  pre- 
pared by  denuding  the  thin  skin  from  4 mm. 
rectangles  of  the  lid  margin,  back  of  the  eyelash 
line.  The  superficial  tissues  are  split  slightly 
from  the  tarsus  in  these  areas,  and  the  corre- 
sponding 2 areas  of  each  lid  approximated  by 
mattress  sutures  tied  through  small  rectangles  of 
rubber.  Upper  eyelid  skin  is  by  far  the  best  skin 
to  use  for  the  graft.  Skin  from  the  cephalo- 
auricular  angle  is  second  choice. 

The  graft  need  be  only  slightly  larger  than  the 
skin  defect  to  be  filled.  All  subcutaneous  tissue 
should  be  trimmed  carefully  from  the  under  sur- 
face of  the  graft  which  is  then  sutured  in  place 
with  fine  interrupted  silk,  avoiding  trauma  to  the 
graft.  Perforated  cilkloid  or  some  similar  smooth 
material  should  be  placed  over  the  graft  and  an 
evenly  distributed  pressure  dressing  applied. 
This  should  not  be  removed  for  six  days,  at  which 
time  the  lid  adhesion  sutures  are  removed  and 
another  pressure  dressing  applied  for  four  to 
five  more  days.  The  lid  adhesions  should  remain 
about  three  months.  The  constant  pull  of  the 
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Fig.  7.  Use  of  posterior  auricular  skin  as  a graft 
for  severe  cicatricial  ectropion  of  the  right  eyelids 
and  lagophthalmos  on  the  left.  Top  is  appearance 
before  operation,  one  year  after  the  second  and 
third  degree  burns  of  the  face.  Bottom  illustrates 
ability  to  close  eyes  well  several  months  after  grafts 
to  all  lids. 

opposing  eyelid  helps  the  graft  to  obtain  its 
original  size  and  texture. 

The  correction  of  cicatricial  ectropion  by 
Wheeler’s  method  was  done  by  using  upper 
eyelid  skin,  posterior  auricular  skin,  and  supra- 
clavicular skin,  respectively  (Figs.  6,  7,  8). 
Wheeler  preferred  a thin  Thiersch  or  epidermal 
graft  when  upper  eyelid  or  posterior  auricular  skin 
was  not  available. 

For  subtotal  or  total  loss  of  the  full  thickness 
of  an  eyelid,  the  Hughes  method  of  reconstruction 
is  usually  to  be  preferred.4  Pedicle  flaps  from 
the  forehead  or  other  areas  surrounding  the  orbit 
should  not  be  used.  A thick,  unsatisfactory  eyelid 
is  obtained  from  a forehead  flap,  which  also  pro- 
duces additional  disfigurement  to  the  forehead 
(Fig.  9).  The  Hughes  procedure  gives  the  best 
results  when  not  much  more  than  the  tarsal 
portion  of  the  eyelid  is  missing  (Figs.  10,  11). 
It  is  also  fairly  satisfactory  when  the  loss  extends 
to  the  orbital  margin.  In  the  latter  type  of  case, 
additional  skin  can  be  obtained  as  a free  graft 
from  an  upper  eyelid.  In  extensive  loss  of  the 


Fig.  8.  (Top)  Three  weeks  after  supraclavicular 
skin  grafts  to  lower  eyelids  for  ectropion.  Lid  adhe- 
sions will  prevent  contracture  of  grafts. 

(Bottom)  Six  months  later,  three  months  after 
lid  adhesions  were  cut,  the  grafts  are  about  same 
size  as  originally.  Note  that  supraclavicular  skin 
is  a bit  light  in  color  for  eyelids. 

lower  eyelid  area,  it  may  be  necessary  to  elevate 
the  skin  of  the  infra-orbital  area  by  means  of 
horizontal  sliding  flaps  (Fig.  12)  before  pro- 
ceeding with  Hughes  method  of  reconstruction. 

I have  found  the  most  satisfactory  source  of  an 
eyelash  graft  to  be  a 3 mm.  strip  from  the 
midportion  of  the  nasal  half  of  the  eyebrow 
rather  than  the  lower  margin  of  the  eyebrow  as 
proposed  by  Wheeler.1  An  eyelash  graft  for  the 
lower  eyelid  should  be  taken  from  the  opposite 
eyebrow  and  reversed  in  direction.  If  there  has 


Fig.  9.  Poor  result  obtained  in  reconstruction  of 
middle  half  of  upper  eyelid  using  pedicle  flap  from 
forehead  with  previously  placed  Thiersch  graft  as 
lining  on  conjunctival  surface.  Above  photograph 
was  taken  one  year  after  the  surgical  repair.  Note 
thick  eyelid  produced  and  additional  deformity  to 
forehead. 
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been  a loss  of  lower  orbital  margin,  as  well  as  the 
lower  eyelid,  this  should  be  corrected  while  the 
eyelids  are  still  joined  together.  For  small 
losses  fascia  lata  filling  is  sufficient.  For  larger 
losses  a bone  graft  from  the  ilium  gives  the  most 
satisfactory  results.  Most  of  the  cortex  is 
removed  from  the  graft  and  the  cancellous  bone  is 
easily  shaped.  The  graft  should  be  anchored  at 
either  end  to  the  intact  bone  by  fine  wire  sutures 
to  prevent  displacement  from  the  pressure 
dressing.  It  is  usually  advisable  to  use  a small 
rubber  tissue  drain  for  a few  days,  because  of  the 
tendency  for  some  clot  to  collect  around  the 
graft.  These  grafts  develop  a blood  supply 
rapidly  and  grow  firmly  to  the  surrounding  bone 
in  a few  weeks.  The  eyelids  should  not  be 
separated  until  the  external  and  orbital  margin 
reconstruction  are  completed. 

For  seventh  nerve  paralysis  which  may  recover, 
a simple  lateral  tarsorrhaphy,  or  lid  adhesion, 
should  be  used  for  protection  of  the  eye,  or,  if 
accompanied  by  anophthalmos,  2 lid  adhesions 
should  be  used  to  give  support  to  the  lower  eyelid 


Fig.  10.  (Top)  Loss  of  left  eye  and  approximately 
half  of  tarsal  portion  of  upper  eyelid  from  a richo- 
cheted  bullet.  Had  had  small  Thiersch  graft  to 
nasal  portion  of  upper  eyelid  before  evacuation  from 
overseas. 

(Bottom)  Has  had  Hughes  type  reconstruction  of 
upper  eyelid,  utilizing  small  portion  of  tarsus  of 
lower  eyelid,  and  eyelash  graft  as  free  graft  from 
eyebrow.  Most  of  the  Thiersch  graft  was  replaced 
by  full  thickness  skin  graft  from  opposite  upper 
eyelid. 


until  orbicularis  function  returns.  For  per- 
manent seventh  nerve  paralysis  Wheeler  had  a 
fairly  satisfactory  procedure  which  consisted  of  a 
5 or  6 mm.  lateral  canthoplasty  with  a liberal 
transplant  of  the  lateral  ligament  more  tempor- 
ally with  excision  of  a vertical  semilunar  piece  of 
excess  skin  lateral  to  the  canthus. 

For  a relaxed  lower  eyelid,  which  has  resulted 
from  facial  paralysis  or  from  years  of  wearing  a 
large  prosthesis  in  a socket  that  has  had  no  im- 
plant, the  Kuhnt-Szymanowski  procedure  for 
senile  ectropion  is  very  useful. 

Eyebrow  deformities  can  often  be  corrected 
through  the  use  of  a Z-shaped  incision  and  inter- 


Fig.  11.  (Top)  Basal  cell  epithelioma  of  lateral 
two-thirds  of  left  lower  eyelid  involving  chiefly  the 
tarsus. 

(Middle)  Appearance  two  months  after  excision  of 
lateral  three-fourths  of  lower  eyelid  and  first-stage 
Hughes  repair.  No  skin  graft  required. 

(Bottom)  Final  result.  Has  had  eyelash  graft 
from  opposite  eyebrow.  New  eyelid  fissure  was  cut 
five  months  after  initial  operation.  Photograph 
taken  one  month  later. 
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Fig.  12.  (Top)  Loss  of  entire  lower  eyelid  area 
including  lower  orbital  margin  and  portion  of  malar 
eminence.  Had  had  surgical  evisceration  of  eyeball 
at  time  of  initial  debridement  two  months  before 
above  photograph. 

(Middle)  Appearance  eight  months  later.  Initial 
operation  consisted  of  excision  of  broad  linear  scars, 
using  a large  sliding  flap  of  skin  and  subcutaneous 
tissue  from  the  temporal  side,  together  with  a smaller 
one  from  the  nasal  side.  This  elevated  the  tissues 
so  that  a first-stage  Hughes  repair  could  be  done 
three  months  later.  This  was  followed  by  a free 
skin  graft  from  the  upper  eyelid  and  later  an  eye- 
lash graft. 

(Bottom)  Final  result.  Has  had  iliac  bone  graft 
to  lower  orbital  margin,  wedge  acrylic  implant  to 
floor  of  orbit,  and  fascia  lata  filling  graft  below  eye- 
brow. 

position  of  flaps  (Fig.  13).  Loss  of  eyebrow  is 
best  replaced  by  a 7 mm.  free  graft  from  the 
occipital  scalp.  As  with  other  free  grafts,  a bed 
which  is  free  from  scar  tissue  is  important. 
About  50  per  cent. of  these  grafts  give  a good 
regrowth  of  hair.  Possibly  as  many  as  25  per 
cent  are  not  successful  at  all. 


Fig.  13.  (Top)  Left  anophthalmos,  loss  of  por- 
tion of  supraorbital  ridge,  and  deformity  of  eyebrow 
resulting  from  shell  fragment  wound. 

(Bottom)  Has  had  eyebrow  deformity  corrected 
by  Z-shaped  incision  and  simple  interposition  of 
flaps.  Has  also  had  iliac  bone  graft  to  supraorbital 
area  and  mucous  membrane  graft  to  enlarge  eye 
socket.  Appearance  would  be  further  improved 
by  fascia  lata  filling  graft  below  eyebrow. 

During  the  past  war  a high  percentage  of 
enucleations  and  eviscerations  were  performed 
without  implant.  This  was  often  probably  due 
to  the  lack  of  implants  or  to  the  maceration  of  the 
tissues.  The  marked  retraction  of  most  of  these 
sockets  made  the  fitting  of  a satisfactory  eye 
prosthesis  unsatisfactory.  Because  of  the 
marked  retraction  of  the  upper  portion  of  the 
socket,  even  a large  prosthesis  does  not  eliminate 
the  sunken  appearance  below  the  eyebrow. 
When  this  is  the  result  of  a simple  enucleation  a 
“late”  implant  is  indicated.  At  times  Tenon’s 
capsule  can  be  reopened,  and  an  ordinary  16  mm. 
gold  or  glass  sphere  can  be  used  with  good  over- 
lapping closure  of  Tenon’s  capsule  being  obtained. 
Rather  than  use  a smaller  sphere,  I would  prefer 
to  use  a grooved  glass  sphere  in  the  muscle  cone 
in  order  to  obtain  more  filling.  It  is  important 
that  the  grooves  be  deep.  Many  of  the  so-called 
Wheeler  spheres  on  the  market  have  such  shallow 
grooves  that  they  no  longer  serve  their  purpose. 

In  cases  of  simple  evisceration  an  implant  to 
the  floor  of  the  orbit  will  usually  elevate  the 
orbital  tissues  sufficiently  to  eliminate  the  retrac- 
tion of  the  tissues  below  the  brow.  I find  that  a 
wedge-shaped  piece  of  acrylic  is  satisfactory  for 
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this.  Through  an  incision  over  the  lower  orbital 
margin  the  implant  is  placed  under  the  periorbita 
with  the  large  end  posterior.  Three  sizes  of 
acrylic  wedges  are  kept  on  hand  for  this  purpose, 
the  average  or  middle  size  being  about  2l/t  by 
iy2  cm.  and  8 mm.  thick  at  one  end  tapering  to 
4 mm.  at  the  other.  These  are  easily  made  by  a 
dental  prosthetic  laboratory.  This  same  pro- 
cedure can  be  used  to  elevate  the  eye  in  cases  of 
depression  and  enophtlialmos  due  to  fracture  of 
the  floor  of  the  orbit.  DeVoe  has  used  glass 
wool  for  this  purpose  satisfactorily.6 

Cicatricial  contracture  of  a portion  of  the  eye 
socket  should  be  corrected  by  excision  of  under- 
lying scar  tissue,  adequate  enlargement  of  that 
portion  of  the  socket,  and  use  of  a mucous  mem- 
brane graft  of  sufficient  size  from  the  inner  surface 
of  the  lower  lip.  A form  of  dental  molding  com- 
pound which  fits  snugly  when  the  lids  are  closed 
should  be  used  for  about  one  month  after  operation. 
The  result  is  much  more  satisfactory  than  that 
obtained  from  a Thiersch  graft  combined  with 
conjunctiva,  which  usually  causes  an  excessive 
foul  mucous  discharge  from  the  socket. 

When  there  is  rather  extensive  contractrfre  of 
the  socket,  the  best  procedure  is  to  remove  all  the 
conjunctiva  and  scar  tissue,  to  enlarge  the  socket 
adequately,  and  to  refine  the  socket  with  a thin 
epidermal  graft,  as  described  by  Wheeler.1 
This  procedure  usually  leaves  much  to  be  desired, 
but  I know  of  no  better  solution.  I believe  we 
have  had  a tendency  to  be  too  timid  when  en- 
larging the  socket  above,  for  fear  of  damaging  the 
levator. 

In  the  planning  of  reconstructive  procedures, 
involving  not  only  the  eyelid  area  but  also  ad- 
jacent areas,  there  should  be  full  cooperation 
between  the  ophthalmic  surgeon  and  the  general 
plastic  surgeon.  Lack  of  such  cooperation  has 
too  often  contributed  to  an  unsatisfactory  result. 

One  should  try  to  avoid  excess  optimism  re- 
garding the  expected  result  in  cases  involving 
rather  extensive  losses.  The  surgeon  should  be 
honest  with  himself  as  well  as  with  the  patient 
in  this  matter.  Rather  than  subject  the  patient 
to  a prolonged  series  of  operations  which  will 
very  probably  not  give  a presentable  result,  it  is 
certainly  better  judgment  simply  to  obliterate 
the  eyelid  and  socket  area  with  a continuous 
skin  covering. 

Summary 

I have  attempted  to  discuss  briefly  and  to 
illustrate  those  procedures  which  are  most  useful 
in  ophthalmic  plastic  surgery.  Naturally  there 
are  a number  that  I have  not  mentioned. 

I have  omitted  the  subject  of  ptosis  of  the 
upper  eyelid.  This  has  been  rather  thoroughly 
discussed  in  the  literature  during  the  past  few 


years  by  Berke,  Kirby,  and  Spaeth.6-8  For 
partial  paralysis  of  the  levator,  a resection  of  the 
tarsus  and  levator  is  indicated.  When  the 
levator  is  completely  paralytic,  one  of  the  opera- 
tions utilizing  the  superior  rectus  muscle  is  in- 
dicated, although  it  may  be  necessary  to  resect 
the  superior  rectus  first  if  it,  too,  is  paralytic. 

I believe  the  following  procedures  are  the 
most  useful  in  ophthalmic  plastic  surgery : 

1.  The  Kuhnt-Szymanowski  procedure  for 
senile  ectropion. 

2.  Wheeler’s  method  of  free  skin  grafts  for 
cicatricial  ectropion. 

3.  Wheeler’s  “halving”  repair  for  notch  de- 
formities and  small  colobomatous  defects  of  the 
eyelid. 

4.  Hughes’  method  of  total  eyelid  recon- 
struction for  larger  full-thickness  lid  defects. 

5.  Free  grafts  of  hair-bearing  skin  from  the 
occipital  scalp  for  eyebrow  loss,  and  3 mm. 
strips  from  the  middle  of  the  nasal  half  of  the 
eyebrow  as  eyelash  grafts. 

6.  The  “Z-plasty”,  or  interposition  of  flaps, 
for  some  eyebrow  and  epicanthal  deformities. 

7.  Resection  of  the  levator  and  tarsus  for 
partial  paralysis  of  the  levator;  an  operation 
utilizing  the  superior  rectus  if  complete  paralysis 
of  the  levator  is  present. 

8.  Grooved  glass  sphere  implants  for  retracted 
socket,  following  simple  enucleation. 

9.  Wedge  acrylic  implants  to  the  floor  of  the 
orbit  to  correct  or  lessen  retraction  of  skin  below 
the  brow  in  cases  of  evisceration  or  enucleation 
with  small  implant;  also,  instead  of  cartilage 
grafts  for  depression  of  the  globe,  following  frac- 
ture of  the  floor  of  the  orbit. 

10.  Mucous  membrane  grafts  for  cicatricial 
contracture  of  a portion  of  the  eye  socket. 

11.  Wheeler’s  method  of  entire  refining  of 
socket  with  thin  Thiersch  or  epidermal  graft  for 
extensive  contraction  of  the  socket. 

12.  Fascia  lata  as  a filling  material  for  small 
depressions. 

13.  Iliac  bone  grafts  for  larger  losses  of  bone 
of  the  orbital  margin. 

14.  The  usefulness  of  intermarginal  fid  ad- 
hesions should  constantly  be  borne  in  mind,  not 
only  when  correcting  cicatricial  ectropion  by  skin 
graft,  but  also  as  an  early  procedure  to  prevent 
ectropion  following  burns  or  lacerations  and  to 
support  the  lower  eyelid  when  plastic  repair  work 
is  being  performed  below  this  area. 

Procedures  that  should  usually  be  avoided  are: 

1 . The  Esser  “inlay”  or  Gillie’s  “outlay”  type 
of  graft  to  replace  eyelid  skin. 

2.  The  use  of  pedicle  flaps  from  the  area 
around  the  orbit  to  replace  loss  of  eyelid  skin. 

3.  A continuous  piece  of  Thiersch  graft  for  the 
eyelids  and  nose. 
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4.  The  combination  of  Thiersch  graft  in  a 
socket  with  normal  conjunctiva. 

When  there  has  been  extensive  loss  of  tissue 
so  that  the  best  result  one  could  hope  for  would 
be  immobile,  unnatural  eyelids  with  a staring 
conspicuous  artificial  eye,  it  is  certainly  better 
judgment  to  remove  the  remains  of  conjunctiva 
and  lacrimal  gland  and  to  cover  the  orbit  with  a 
continuous  layer  of  smooth  skin. 

144  Harrison  Street 

Discussion 

A.  G.  DeVoe,  M.D.,  New  York  City. — Although 
this  past  war  has  witnessed  a rapid  growth  in  plastic 
surgery  as  a specialty  field,  I think  that  Dr.  Sherman 
will  agree  that,  with  the  possible  exception  of  various 
acrylic  devices,  few  new  technics  have  evolved  in 
ophthalmic  plastic  work.  We  still  find  the  basic 
principles  of  Dr.  John  Wheeler  as  serviceable  as 
ever.  Whenever  I,  personally,  have  deviated  from 
these  procedures,  I have  usually  regretted  it. 

There  are  a few  points,  however,  on  which  we 
might  take  issue,  as  Dr.  Sherman  has  intimated. 
First  of  all,  Dr.  Wheeler  is  reputed  to  have  stated 
that  “there  are  no  emergencies  in  ophthalmology.” 
This,  of  course,  was  intended  to  stimulate  thoughtful 
consideration  of  each  problem  rather  than  hurried 
operation,  but  it  sometimes  has  been  taken  to  mean 
that  a lacerated  lid  incurred  at  night  or  on  a weekend 
can  wait  with  impunity  for  the  convenience  of  the 
surgeon.  It  is,  of  course,  true  that  the  relatively 
high  vascularity  of  tissues  about  the  face  may  permit 
satisfactory  repair  in  spite  of  such  delay.  How- 
ever, there  can  be  no  question  but  that  the 
patient’s  best  interests  are  served  when  repair  work 
is  as  early  as  is  compatible  with  good  technic.  Delay 
pending  the  acquistion  of  proper  operating  room 
facilities,  suture  material,  and  instruments  is  to  be 
preferred  to  hasty  operation  with  inadequate  ma- 
terials and  personnel.  Uncontrollable  hemorrhage, 
the  only  real  emergency,  is  seldom  encountered  with 
ophthalmic  problems. 

Another  point  upon  which  we  might  differ  with 
Dr.  Wheeler’s  teachings  is  in  the  matter  of  using  skin 
sutures  for  tension  sutures.  In  this  we  have  much 
to  learn  from  the  general  plastic  surgeons.  They 
have  long  since  learned  that  better  looking  scars  as 
well  as  a decreased  tendency  to  lose  flaps  follows  the 
use  of  fine  buried  sutures  for  subcutaneous  closure. 
When  this  is  done,  skin  closure  can  be  effected  with 


silk  and  the  sutures  removed  in  forty-eight  hours. 
With  reasonable  success  ophthalmologists  have  been 
able  to  omit  tension  sutures  for  several  reasons,  first, 
because  we  deal  with  relatively  small  flaps.  In  the 
second  place,  in  no  other  part  of  the  body  can  pres- 
sure dressings  be  applied  so  effectively,  and,  lastly, 
the  vascularity  of  periorbital  tissues  makes  healing  in 
this  region  more  certain  than  in  many  other  local- 
ities. Nonetheless,  I feel  that  we  can  improve  the 
quality  of  our  work  by  making  greater  use  of  sepa- 
rate tension  sutures. 

Dr.  Sherman’s  plea  to  make  repairs  as  simply  as 
possible  and  to  use  eyelid  tissue  to  repair  eyelid  de- 
fects whenever  possible  bears  re-emphasis.  All  of 
the  textbooks  show  complicated  forehead  flaps, 
tubed  pedicle  grafts,  and  other  more  or  less  mutilat- 
ing procedures  which  rarely  can  be  justified  about 
the  eye.  Certainly,  there  are  occasions  when 
marked  loss  of  structure  will  require  a tubed  pedicle, 
formed  from  the  neck  or  elsewhere,  but  in  these 
cases  the  damage  is  so  extensive  that  the  chief  aim  is 
not  protection  of  the  eyeball  or  restoration  of  ocular 
function  but  simply  that  of  providing  skin  covering 
to  a denuded  area  without  hope  of  approaching  cos- 
metic perfection.  Few  ophthalmic  surgeons  will 
find  the  opportunity  to  acquire  the  necessary  ex- 
perience in  handling  tube  pedicles,  and  no  doubt 
these  cases  will  be  referred  to  general  plastic  sur- 
geons. The  desirability  of  cooperation  with  gen- 
eral plastic  surgeons  needs  no  elaboration,  although 
much  remains  to  be  accomplished  in  this  field. 

Finally,  we  might  as  well  admit  that  there  are 
patients  who  will  be  so  little  improved  as  far  as  the 
gross  cosmetic  effect  is  concerned  that  operation  is 
hardly  justified.  Years  of  repeated  operations, 
while  of  technical  interest  to  the  surgeon,  may 
eventuate  in  thick  motionless  lids  and  a dry  lustre- 
less prosthesis  which  are  more  disfiguring  than  a 
simple  black  patch. 
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FULL-SCALE  CHECK-UPS  FOR  SCHOOL  CHILDREN 

Instead  of  a routine  once-over,  New  Jersey  school  department  of  health.  Each  child  will  be  examined, 
children  will  henceforth  get  a thorough  physical  ex-  in  the  presence  of  a parent,  at  least  four  times  during 
amination,  including  psychiatric  observation,  at  his  grade  school  years.  Teachers  will  undergo  a 
regular  intervals.  The  new  plan  has  been  worked  chest  x-ray  each  year. — Medical  Economics,  January, 
out  by  the  New  Jersey  Medical  Society  and  the  state  1948 


SOME  OBSERVATIONS  ON  THE  NEUROGENIC  BLADDER 

Willet  F.  Whitmore,  M.D.,  and  Luis  M.  Isales,  M.D.,  New  York  City 
{From  the  Veterans  Administration  Hospital,  Bronx)* 


AMONG  the  casualties  of  World  War  II  are 
lx.  roughly  2,000  men  who  sustained  spinal 
cord  or  cauda  equina  injuries.  The  literature 
contains  many  fine  articles  on  all  phases  of  the 
management  of  these  patients,  and  some  of  the 
most  noteworthy  contributions  have  been  made 
by  urologists. 

The  present  communication  is  based  on  experi- 
ence at  the  Veterans  Administration  Hospital, 
Bronx,  New  York,  with  patients  who  sustained 
spinal  cord  or  cauda  equina  injuries  during  the 
past  war.  The  urologic  management  of  the  so- 
called  neurogenic  bladder  has  been  amply  dis- 
cussed by  others  and  is  not  considered  further  in 
this  paper. 

The  subject  has  been  approached  by  correlating 
the  neurologic  level  of  the  lesion  and  the  physi- 
ologic completeness  or  incompleteness  of  the 
lesion  with  the  mechanism  and  adequacy  of 
bladder  emptying.  The  influence  of  the  general 
condition  of  the  patient  and  of  the  past  history  of 
suprapubic  cystostomy  drainage  on  the  mechan- 
ism and  adequacy  of  micturition  has  also  been 
considered. 

In  characterizing  the  level  of  the  particular 
lesion,  the  neurologic  level  has  been  employed. 
Lesions  are  considered  physiologically  complete 
if  there  is  loss  of  sensibility  and  loss  of  voluntary 
motor  function  below  that  level,  whether  or  not 
actual  anatomic  interruption  has  been  demon- 
strated at  laminectomy. 

The  general  condition  of  the  patient  has  been 
characterized  as  excellent,  good,  fair,  or  poor,  de- 
pending on  the  over-all  state  of  health  at  the 
time  the  observations  were  made,  irrespective  of 
the  past  history. 

In  grouping  the  patients  according  to  the 
mechanism  of  micturition,  the  classification  of 
neurogenic  bladders,  as  proposed  by  McLellan, 
has  been  employed  with  only  slight  modifications.1 
The  patient  has  been  placed  in  that  classification 
which  most  accurately  illustrates  and  explains 
the  manner  in  which  he  voids  clinically.  Cysto- 
metric  studies  have  been  employed  to  aid  in  such 
classification  when  necessary. 

In  grouping  and  comparing  patients,  it  has 
been  necessary  to  set  up  some  admittedly  ar- 
bitrary standards,  the  advantages  and  limitations 

* The  opinions  expressed  in  this  paper  are  those  of  the 
authors  and  do  not  necessarily  reflect  those  of  the  Veterans 
Administration. 

Presented  at  the  141st  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  Buffalo,  Section  on  Urology, 
May  7,  1947. 


of  which  need  no  explanations.  Likewise,  the  use 
of  a rather  rigidly  defined  classification  in  group- 
ing the  neurogenic  bladders  must  not  be  con- 
strued as  denying  the  existence  of  a wide  overlap 
between  adjacent  groups.  Lastly,  the  necessity 
for  brevity  and  generalization  has  made  inevitable 
the  omission  of  many,  frequently  important  de- 
tails. 

In  a series  of  109  patients  with  spinal  cord  or 
cauda  equina  injuries,  observations  have  been 
sufficiently  complete  to  warrant  inclusion  in  this 
study  of  90  instances.  In  the  great  majority  of 
these  patients  it  has  been  at  least  two  years  since 
the  injury  was  sustained;  in  no  case  has  the 
elapsed  time  been  less  than  six  months. 

Table  1 outlines  the  classification  of  neurogenic 
bladders  and  shows  the  absolute  number,  as  well 
as  the  percentage  distribution,  of  the  90  cases  in 
the  different  groups.  It  will  be  noted  that  normal 
bladders  and  uninhibited  reflex  neurogenic 
bladders  were  quite  uncommon  and  that  no  truly 
atonic  bladder  was  present  in  this  series.  The  re- 
flex neurogenic  bladder  was  by  far  the  most  com- 
mon and  was  twice  as  frequent  as  the  autonomous 
type. 

Each  type  of  bladder  will  be  considered  in  turn. 


TABLE  1. — Classification  of  Neurogenic  Bladders 
Showing  Distribution  of  90  Patients 


Type  of  Neurogenic 

Number  of 

Percentage  of 

Bladder 

Cases 

Total  Cases 

Normal 

2 

2.2 

Uninhibited  reflex 
Reflex 

5 

5.6 

Normal 

48 

53.3 

Hypertonic 

7 

7.8 

Autonomoua 

28 

31.1 

Atonio 

0 

0 

90 

100 

Normal  Bladder 

As  a working  theory  of  normal  micturition, 
Munro’s  formulation,  slightly  modified,  has  been 
employed.2'3 

Micturition  is  a reflex  act,  normally  under 
voluntary  control,  the  reflex  centers  lying  in  the 
sacral  segments  of  the  spinal  cord.  Micturition  is 
the  result  of  reflex  contraction  of  the  detrusor 
muscle,  followed  by  reflex  relaxation  of  the  in- 
ternal sphincter,  followed  by  reflex  relaxation  of 
the  external  sphincter.  The  stimulus  for  detrusor 
contraction  is  the  result  of  bladder  filling  with 
resultant  stretching  of  the  smooth  muscle  fibers  of 
the  bladder  wall,  both  afferent  and  efferent  arcs 
of  this  reflex  travelling  via  the  parasympathetic 
nerves.  Detrusor  contraction  causes  internal 
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sphincter  relaxation  reflexly.  Relaxation  of  the 
external  sphincter  follows  internal  sphincter  re- 
laxation and  seems  to  be  reflexly  related  to  de- 
trusor contraction  and/or  internal  sphincter  re- 
laxation. It  is  apparent  that  the  potentialities 
for  bladder  emptying  lie  within  the  sacral  seg- 
ments of  the  spinal  cord. 

Suprasegmental  control  provides  inhibitory 
influences  on  the  sacral  centers  which  prevent 
automatic  evacuation  of  the  bladder  with  the  first 
impulses  of  smooth  muscle  stretch.  Thus, 
vesical  distention  proceeds  further  before  reaching 
the  level  of  consciousness  or  before  the  urgency  of 
reflex  detrusor  contraction  necessitates  emptying. 
Voluntary  contraction  of  the  external  sphincter 
at  this  point  results  in  still  greater  storage  of 
urine.  Facilitation  of  micturition  is  attained 
only  by  the  control  of  inhibitory  impulses  from 
the  higher  centers,  that  is,  one  cannot  will  an 
emptying  contraction;  one  can  only  suppress  the 
inhibitory  impulses,  thus  permitting  the  reflex  act 
to  occur.  Relaxation  of  the  external  sphincter 
can  only  occur  reflexly. 

In  the  normal  individual,  micturition  is  under 
voluntary  control.  The  urinary  stream,  once 
started,  can  be  maintained  with  good  force  and 
without  straining  until  the  bladder  is  empty. 
Contraction  of  the  external  sphincter  will  cause 
prompt  cessation  of  the  urinary  stream  during 
any  phase  of  micturition  and  will  also  result  in 
reflex  inhibition  of  the  detrusor  contraction.  The 
average  adult  voids  about  300  cc.  of  urine  at  a 
time. 

In  only  2 of  the  90  patients  studied  did  a 
normal  type  of  micturition  eventuate.  One  of 
these  patients  had  an  incomplete  traumatic 
cauda  equina  injury  involving  the  first  and 
second  sacral  segments  on  the  left.  The  other  had 
a myelomalacia  of  the  conus  medullaris  with  in- 
complete involvement  of  the  twelfth  thoracic 
through  the  fifth  sacral  segment. 

Uninhibited  Reflex  Neurogenic  Bladder 

In  this  type  of  bladder  there  is  partial  interrup- 
tion of  the  pathways  connecting  the  reflex  centers 
in  the  sacral  cord  with  the  center  or  centers  for 
cerebral  control.  As  a result  the  inhibitory  effect 
of  cerebral  control  over  the  lower  centers  is  lost. 
Although  sensation  may  be  normal  and  voluntary 
external  sphincter  control  intact,  these  patients 
exhibit  urgency  and  occasional  imperative  or 
precipitate  micturition.  This  urgency  is  the  re- 
sult of  uninhibited  detrusor  contraction  in  re- 
sponse to  bladder  filling.  By  voluntary  contrac- 
tion of  the  external  sphincter,  micturition  may  be 
held  in  abeyance  and  the  detrusor  contraction 
caused  to  subside  reflexly.  Bladder  capacity  is 
usually  mildly  reduced,  and  residual  urine  is 
absent. 


Five  of  the  90  patients  studied  fell  into  this 
group.  The  neurologic  levels  in  these  patients 
showed  wide  variation,  but  in  all  instances  the 
lesions  were  grossly  incomplete. 

Reflex  Neurogenic  Bladder 

With  this  tjqre  of  bladder  the  reflex  centers  for 
micturition  in  the  sacral  cord  are  intact,  as  are  the 
afferent  and  efferent  sides  of  the  reflex  arc,  but 
there  is  interruption  of  the  pathways  connecting 
the  reflex  centers  with  the  higher  controls.  As  a 
result,  bladder  emptying  occurs  automatically 
when  the  afferent  impulses  from  the  stretching 
smooth  muscle  fibers  of  the  bladder  reach  suf- 
ficient intensity  to  cause  a reflex  discharge  of  im- 
pulses over  the  efferent  side  of  the  arc.  Since  the 
cerebral  fibers  concerned  with  voluntary  control 
of  the  external  sphincter  are  also  severed,  micturi- 
tion is  entirely  involuntary. 

Clinically,  the  reflex  neurogenic  bladders  can  be 
divided  into  the  normal  reflex  and  the  hypertonic 
reflex  types. 

The  normal  reflex  neurogenic  bladder  has  a 
capacity  ranging  from  150  cc.  to  750  cc.,  and  there 
may  or  may  not  be  residual  urine.  Clinically, 
these  patients  void  at  widely  varying  intervals 
and  in  widely  varying  amounts.  Urination  is 
usually  precipitate.  The  urinary  stream  is  quite 
variable  but  is  frequently  forceful.  The  bladder  is 
frequently  emptied  by  a series  of  closely  succes- 
sive voidings  of  gradually  diminishing  volume. 

The  hypertonic  reflex  neurogenic  bladder  has  a 
capacity  less  than  150  cc.  The  patients  in  this 
group  void  small  amounts  at  frequent  intervals. 
Residual  urine  is  usually  small  in  amount  or 
absent. 

In  neither  type  is  voiding  associated  with 
abdominal  straining. 

The  patients  with  reflex  neurogenic  bladders 
have  no  direct  voluntary  control  over  the  ex- 
ternal sphincter.  In  some  patients,  however,  the 
external  sphincter  may  contract  as  a part  of  the 
skeletal  muscle  response,  frequently  occurring 
below  the  level  of  the  lesion  as  a result  of  a 
suitable  stimulus.  This  contraction  of  the  ex- 
ternal sphincter  is  sufficient  to  cause  interruption 
of  the  urinary  stream. 

Facilitation  of  micturition  by  means  of  stimuli, 
most  effectively  applied  to  areas  of  sacral  nerve 
sensory  distribution,  is  also  frequently  observed. 
This  permits  a degree  of  voluntary  control  in  the 
initiation  of  micturition. 

It  is  in  this  group  of  patients  with  reflex  neuro- 
genic bladders  that  vesical  contraction  may  occur 
as  part  of  the  so-called  mass  reflex.  In  these  in- 
stances there  is  a latent  period  between  the 
skeletal  muscle  response  to  the  inciting  stimulus 
and  the  onset  of  micturition.  This  is  probably 
due  not  only  to  the  longer  latent  period  between 
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stimulus  and  response  in  smooth  muscle,  but  to 
the  mechanically,  as  well  as  reflexly,  inhibitory 
effect  of  the  external  sphincter  contraction  which 
accompanies  the  skeletal  muscle  response. 

The  group  of  reflex  neurogenic  bladders  can  be 
further  grouped  as  satisfactory  or  unsatisfactory 
on  the  basis  of  the  efficiency  of  micturition.  By 
the  arbitrary  standards  employed  here,  a satis- 
factory bladder  is  defined  as  one  which  voids  100 
cc.  or  more  at  a time  with  a residual  urine  volume 
of  100  cc.  or  less. 

Of  55  patients  with  reflex  neurogenic  bladders, 
48  (87.3  per  cent)  were  the  normal  reflex  type  and 
7 (12.7  per  cent)  the  hypertonic  reflex  type. 

In  analyzing  this  group  of  patients  it  is  noted 
that  the  so-called  automatic  bladder  can  develop 
in  the  presence  of  physiologically  complete  or  in- 
complete neurologic  lesions  occurring  apparently 
at  any  level  of  the  spinal  cord.  In  addition,  an 
automatic  bladder  can  develop  in  the  presence  of 
cauda  equina  injury,  provided  the  injury  is  in- 
complete. 

Of  the  48  patients  with  normal  reflex  bladders 
25  (52.1  per  cent)  were  satisfactory  and  23  (47.9 
per  cent)  unsatisfactory  according  to  the  ar- 
bitrary standard  employed.  An  attempt  has 
been  made  to  show  the  relation  of  the  neurologic 
level  and  physiologic  completeness  or  incomplete- 
ness of  the  lesion  to  the  occurrence  of  a satisfac- 
tory or  unsatisfactory  bladder  (Table  2). 

TABLE  2.— Relation  of  Neurologic  Level  and  Physio- 
logic Completeness  of  Lesion  to  Occurrence  of  Satis- 
factory Normal  Reflex  Neurogenic  Bladder 


A further  analysis  of  the  satisfactory  and  un- 
satisfactory bladders  has  been  made,  first,  with 
reference  to  the  duration  of  the  suprapubic 
cystostomy  and.  second,  with  reference  to  the 
general  condition  of  the  patient  (Tables  3 
and  4).  There  is  a fairly  distinct  tendency 
for  the  duration  of  suprapubic  cystostomy 
to  be  shorter  in  the  satisfactory  than  in  the 
unsatisfactory  bladders.  The  average  duration  of 
the  suprapubic  cystostomy  was  seven  months  in 
the  satisfactory  cases  and  almost  eleven  months 
in  the  unsatisfactory  cases. 

No  definite  statement  can  be  made  regarding 
the  importance  of  the  general  condition  of  the 
patient  to  the  existence  of  a satisfactory  or  un- 
satisfactory bladder. 

TABLE  4. — Relation  of  Occurrence  of  Satisfactory 
Normal  Reflex  Neurogenic  Bladder  to  General 
Condition  of  the  Patient 


General  Condition 

Satisfactory 

Unsatisfactory 

Excellent 

9 

3 

Good 

9 

12 

Fair 

5 

7 

Poor 

2 

1 

Total 

25 

23 

There  were  7 patients  in  the  reflex  neurogenic 
group  who  were  classified  as  having  hypertonic 
reflex  bladders.  Although  this  is  too  small  a 
number  to  have  any  statistical  significance,  an 
analysis  of  these  patients  was  carried  out  as  a 
matter  of  interest.  Of  these  7 patients,  5 had  un- 
satisfactory and  2 had  satisfactory  bladders 
(Table  5). 


Neurologic 
Level  of  Lesion  plete 
Cervical 

Upper  thoracic 
T1-T4 

Middle  thoracic 
T5-T9 

Lower  thoracic 
T10-T12 
Cauda  equina 


Satisfactory  Unsatisfactory 
Cora-  Incom-  Com-  Incora- 


1 


plete 

3 


plete 

0 


Total 


13 


12 


13 


plete 

1 


10 


wide  distribution  of  satisfactory  and  unsatisfac- 
tory bladders,  irrespective  of  the  neurologic  level 
and  the  physiologic  completeness  or  incomplete- 
ness of  the  lesion. 

TABLE  3. — Relation  of  Occurrence  of  Satisfactory 
Normal  Reflex  Neurogenic  Bladder  to  Duration  of 
Suprapubic  Cystostomy 


Duration  of 

Suprapubic  Cystostomy 
0 

6 months  or  less 
6-12  months 
12-18  months 
18-24  months 
24-36  months 
More  than  36  months 

Total 


Satisfactory  Unsatisfactory 
13  8 

2 1 

5 4 

2 5 

1 2 

1 3 

1 0 


Total 
Number 
of  Cases 
5 

TABLE  5. — Relation  of  Neurologic  Level  and  Physio- 
logic COMPLETENESS  OF  LESION  TO  OCCURRENCE  OF  SATIS- 
FACTORY Hypertonic  Reflex  Neurogenic  Bladder 

15 

Neurologic 

Satisfactory 
Com-  Incom- 

Unsatisfactory 
Com-  Incom- 

Total 

Number 

16 

Level  of  Lesion 

plete 

plete 

plete 

plete 

of  Cases 

Cervical 

0 

0 

0 

1 

1 

6 

6 

Upper  thoracic 

T1-T4 

0 

0 

1 

0 

1 

48 

Middle  thoracic 
T4-T9 

2 

0 

1 

0 

3 

Lower  thoracic 

T10-T12 

0 

0 

1 

0 

1 

from  the 

Cauda  equina 

0 

0 

0 

1 

1 

by  the 

Total 

2 

0 

3 

2 

7 

25 


23 


Hypertonic  reflex  bladders  occurred  over  a 
wide  range  of  neurologic  levels  of  injury  of  the 
spinal  cord  with  one  incomplete  lesion  of  the 
cauda  equina.  Further  analysis  of  this  small 
group  did  not  seem  justified.  It  is  notable,  how- 
ever, that  the  average  duration  of  suprapubic 
cystostomy  in  the  group  was  almost  eighteen 
months  and  that  with  only  one  exception  all  of  the 
patients  were  in  good  condition. 

Autonomous  Neurogenic  Bladder 

With  this  type  of  bladder  theiT  is  interruption 
of  both  afferent  and  efferent  sides  of  the  bladder 
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reflex  arc.  The  bladder  activity  which  remains  is 
believed  to  be  due  to  innervation  supplied  by 
ganglia  in  the  vesical  wall. 

Clinically  there  may  be  complete  retention 
with  overflow  incontinence  or  feeble  and  in- 
efficient contractions,  resulting  in  a loss  of  only  a 
few  cubic  centimeters  of  urine  at  a time.  There  is 
no  true  voluntary  control.  Voiding  may  be  aided 
by  abdominal  straining  or  by  the  use  of  Cred6 
pressure.  There  is  usually  residual  urine.  Blad- 
der capacity  approximates  normal. 

Twenty-eight  of  the  patients  studied  were 
grouped  as  having  this  type  of  bladder.  Only  7 
(25  per  cent)  were  satisfactory,  the  remaining  21 
(75  per  cent)  being  unsatisfactory  (Table  6). 

TABLE  6. — Relation  of  Neurologic  Level  and  Physio- 
logic Completeness  of  Lesion  to  Occurrence  of  Satis- 
factory Autonomous  Neurogenic  Bladder 


Neurologic 

Satisfactory 
Com-  Incom- 

Unsatisfactory 
Com-  Incom- 

Total 

Number 

Level  of  Lesion 

plete 

plete 

plete 

plete 

Cases 

Cervical 

0 

0 

0 

2 

2 

Upper  thoracic 

T1-T4 

0 

0 

3 

0 

3 

Middle  thoracic 

T4-T9 

0 

0 

3 

2 

5 

Lower  thoracic 

T10-T12 

1 

0 

1 

0 

2 

Cauda  equina 

0 

6 

5 

5 

16 

Total 

1 

6 

12 

9 

28 

It  will  be  noted  that  cauda  equina  injuries  were 
the  most  common  lesions  associated  with  the 
autonomous  bladder.  This  is  implicit  in  the 
definition  of  this  type  of  bladder.  In  the  cases 
not  specifically  labelled  as  cauda  equina  injuries, 
the  lesion  was  frequently  an  extensive  one  de- 
stroying the  major  portion  of  the  spinal  cord  from 
the  specified  level  of  the  lesion  downward. 

Aside  from  the  frequent  occurrence  of  auton- 
omous type  bladders  with  cauda  equina  lesions, 
the  most  noteworthy  finding  was  the  fact  that  in 
the  present  series  no  instance  of  a satisfactory 
autonomous  bladder  with  a complete  cauda 
equina  injury  was  recorded. 


TABLE  7. — Relation  of  Occurrence  of  Satisfactory 
Autonomous  Neurogenic  Bladder  to  Duration  of 
Suprapubic  Cystostomy 


Duration  of 

Suprapubic  Cystostomy 

Satisfactory 

Unsatisfactory 

0 

4 

8 

6 months  or  less 

3 

0 

6-12  months 

0 

3 

12-18  months 

0 

7 

18-24  months 

0 

1 

24-36  months 

0 

2 

More  than  36  months 

0 

0 

The  relation  of  the  occurrence  of  a satisfactory 
bladder  to  the  duration  of  suprapubic  cystostomy 
is  shown  in  Table  7.  The  duration  of  the  supra- 
pubic cystostomy  averaged  one  and  three-tenths 
months  in  the  satisfactory  autonomous  bladders 
and  eleven  months  in  the  unsatisfactory  auton- 
omous bladders.  Of  the  satisfactory  cases  none 
had  a suprapubic  cystostomy  longer  than  six 


months,  while  in  the  unsatisfactory  cases  13  cases 
had  such  drainage  for  more  than  six  months. 
No  significance  can  be  attached  to  the  results  of 
relating  the  occurrence  of  the  satisfactory  auton- 
omous bladder  to  the  general  condition  of  the 
patient  (Table  8). 

TABLE  8. — Relation  of  Occurrence  of  Satisfactory 
Autonomous  Neurogenic  Bladder  to  General  Condition 
of  the  Patient 


General 

Condition 

Satisfactory 

Unsatisfactory 

Excellent 

2 

2 

Good 

4 

14 

Fair 

1 

3 

Poor 

0 

2 

Total 

7 

21 

Atonic  Neurogenic  Bladder 

This  type  of  bladder  is  seen  during  the  stage  of 
so-called  spinal  shock,  following  severe  spinal  cord 
or  cauda  equina  injury. 

Clinically,  the  bladder  capacity  is  large,  and 
there  is  usually  a large  residual  volume.  Voiding 
is  accomplished  by  increasing  intra-abdominal 
pressure  by  straining  or  by  the  use  of  Crede  pres- 
sure. Continued  straining  is  necessary  for  main- 
tenance of  the  stream,  which  is  weak  and  drib- 
bling. There  is  frequently  retention  with  over- 
flow incontinence. 

In  none  of  the  group  of  patients  studied  in  this 
series  was  this  type  of  bladder  encountered. 

It  has  been  recognized  for  many  years  that  dur- 
ing recovery  from  a severe  spinal  cord  or  cauda 
equina  injury  the  bladder  frequently  passes  suc- 
cessively through  atonic,  autonomous,  hypertonic 
reflex,  normal  reflex,  and  uninhibited  reflex 
phases  in  reaching  its  previous  normal  condition. 
Depending  upon  the  nature  of  the  injury  and 
other  factors,  recovery  may  stop  at  any  of  these 
phases.  ' 

In  the  present  group  of  cases  the  end  stage  of 
bladder  recovery  had  apparently  been  reached  in 
all  but  a few  cases  when  these  patients  were  first 
studied  at  this  hospital.  Accordingly,  it  is  under- 
standable why  no  atonic  bladders  were  seen.  In 
many  instances,  however,  it  has  been  possible  by 
careful  questioning  to  elicit  a history  of,  at  least, 
an  atonic-like  bladder  during  the  period  im- 
mediately following  the  injury. 

In  some  of  the  patients  who  were  classified  in 
the  group  of  autonomous  neurogenic  bladders,  the 
bladder  capacities  were  larger  and  the  correspond- 
ing intravesical  pressures  lower  (as  determined  by 
cystometric  studies)  than  is  usual  for  the  typical 
autonomous  type.  However,  the  intravesical 
pressure  curves  were  always  considerably  higher  < 
than  those  obtained  with  a typical  atonic  bladder, 
and  this  was  the  reason  for  placing  them  in  the 
autonomous  group. 

Table  9 relates  the  incidence  of  the  different 
types  of  neurogenic  bladders  to  the  total  number 
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of  lesions  occurring  at  the  different  neurologic 
levels.  Several  facts  are  evident: 

1.  Thoracic  cord  injuries  made  up  61.1  per 
cent,  cauda  equina  injuries  28.9  per  cent,  and 
cervical  cord  injuries  only  10  per  cent  of  the  total 
series  of  90  cases. 

2.  Normal  reflex  neurogenic  bladders  de- 
veloped in  more  than  half  of  the  cases  of  spinal 
cord  injury,  no  matter  what  the  neurologic  level, 
but  in  less  than  one  fourth  of  the  patients  with 
cauda  equina  lesions.  Of  the  patients  who  de- 
veloped normal  reflex  neurogenic  bladders,  func- 
tion was  satisfactory  in  about  one  half  of  the 
cases.  No  striking  difference  in  the  incidence  of 
normal  reflex  neurogenic  bladders  at  any  par- 
ticular neurologic  level  was  demonstrated,  al- 
though the  incidence  was  highest  (71.5  per  cent) 
in  the  upper  thoracic  lesions.  Further  analysis  of 
the  normal  reflex  bladders  into  satisfactory  and 
unsatisfactory  groups,  relating  to  each  neurologic 
level,  gave  series  too  small  to  be  statistically  sig- 
nificant, although  these  figures  are  included  in  the 
table. 

3.  The  group  of  hypertonic  reflex  neurogenic 
bladders  is  very  small,  but  the  highest  incidence 
was  noted  in  the  middle  (12.5  per  cent)  and 
lower  thoracic  (10  per  cent)  lesions. 

4.  The  incidence  of  autonomous  neurogenic 
bladders,  as  would  be  expected,  was  highest  in  the 
cauda  equina  lesions  (61.5  per  cent),  but  was 
present  in  from  14.3  per  cent  to  22.2  per  cent  of 
spinal  cord  injuries  as  well. 

5.  In  the  entire  series  of  90  cases  45.6  per 
cent  of  the  patients  developed  satisfactory 
vesical  function,  while  function  was  considered 
unsatisfactory  in  54.4  per  cent. 

Discussion 

It  would  be  unwise  to  conclude  this  paper  with- 
out some  further  acknowledgment  of  the  limita- 
tions of  the  present  data.  It  seems  almost  un- 
necessary to  point  out  that  it  is  impossible  to 
characterize  accurately  a spinal  cord  or  cauda 
equina  injury  merely  by  giving  the  highest 
recognizable  segmental  level  of  nervous  damage 
and  by  stating  whether  or  not  the  lesion  is  com- 
plete. In  order  to  do  full  justice  to  this  most  im- 
portant factor,  it  would  be  necessary  to  reproduce 
in  its  entirety  the  neurosurgical  examination  on 
each  patient.  This  is  manifestly  impossible,  and 
a very  brief  method  of  representation  has  had  to 
suffice. 

The  duration  of  suprapubic  cystostomy  was 
chosen  for  consideration  as  a factor  in  the  develop- 
ment of  a satisfactory  bladder,  chiefly,  because  it 
has  been  something  of  a bone  of  contention  be- 
tween urologists  and  neurosurgeons  in  the 
management  of  the  neurogenic  bladder.  The 
data  here  presented  would,  at  face  value,  tend  to 
support  the  neurosurgical  view  that  suprapubic 
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cystostomy  has  a deleterious  effect  on  the  ultimate 
development  of  a satisfactory  neurogenic  bladder. 
It  would  be  unfair,  however,  not  to  point  out  that 
such  relatively  indeterminate  factors  as  the  qual- 
ity of  nursing  and  medical  care,  the  amount  of 
urinary  infection,  and  the  general  state  of  nu- 
trition of  the  patient  from  the  time  of  injury  to 
the  time  of  these  observations  are  possibly  and 
probably  of  equal  importance.  Other  factors, 
such  as  the  presence  of  multiple  decubitus  ulcers 
and  the  existence  of  contracture  deformities  and 
muscle  spasm,  also  play  an  important  role  in 
bladder  recovery. 

The  general  condition  of  the  patient  at  the 
time  of  the  observations  has  been  disappointing  in 
prognosticating  the  occurrence  of  a satisfactory 
or  unsatisfactory  bladder.  In  the  few  instances 
where  the  relation  between  the  excellent  con- 
dition of  the  patient  and  the  occurrence  of  a 
satisfactory  bladder  was  apparent,  one  might 
wonder  justly  whether  the  excellent  condition  of 
the  patient  was  the  cause  or  the  effect  of  the 
satisfactory  bladder. 

It  is  noteworthy  that  more  than  half  of  the 
group  of  normal  reflex  neurogenic  bladders  de- 
veloped bladder  function,  which  was  considered 
satisfactory  by  the  arbitrary  standards  employed, 
without  the  necessity  for  transurethral  resection. 

Finally,  a word  about  the  value  of  trans- 
urethral resection  of  the  vesical  neck  in  the  treat- 
ment of  the  neurogenic  bladder.  The  operation 
has  been  performed  on  18  patients  who  had  un- 
satisfactory normal  reflex  neurogenic  bladders 
and  on  7 patients  who  had  unsatisfactory  auton- 
omous neurogenic  bladders.  In  the  normal  re- 
flex neurogenic  bladders  8 (44.4  per  cent)  of  the  18 
patients  developed  satisfactory  bladders  following 
the  operation,  while  10  (55.6  per  cent)  remained 
unsatisfactory.  Of  the  8 satisfactory  results,  2 re- 
quired 3 resections,  one  required  2 resections, 
and  the  remaining  5 patients  required  only  a 
single  resection  each.  Of  the  10  failures,  4 had  2 
resections  and  6 had  only  1 . In  the  unsatisfactory 
autonomous  neurogenic  bladders,  transurethral 
resection  was  followed  by  the  development  of  a 
satisfactory  bladder  in  6 (85.7  per  cent)  of  the  7 
cases  in  which  it  was  performed.  Of  the  6 satis- 
factory results  none  required  more  than  1 resec- 
tion, and  the  single  unsatisfactory  result  has  had 
2 resections  without  benefit.  In  classifying  the 
different  types  of  neurogenic  bladders  as  satis- 
factory or  unsatisfactory  in  the  foregoing  sections 
of  this  paper,  the  condition  of  the  bladder  prior  to 
transurethral  resection  has  been  the  basis  for  such 
classification. 

Summary  and  Conclusions 

1.  An  analysis  of  vesical  motor  function  has 
been  made  in  a group  of  90  patients  with  spinal 
cord  and  cauda  equina  injuries.  Ten  per  cent  had 


cervical  cord  lesions,  61.1  per  cent  thoracic  cord 
lesions,  and  28.9  per  cent  cauda  equina  lesions. 

2.  Of  these  90  patients  2.2  per  cent  developed 
normal  bladders,  and  5.6  per  cent  developed  un- 
inhibited reflex  neurogenic  bladders.  These  were 
in  every  instance  associated  with  grossly  incom- 
plete neurologic  lesions  and  were  considered  satis- 
factory by  the  arbitrary  standard  employed. 

3.  Except  for  the  normal  and  uninhibited  re- 
flex neurogenic  bladders,  the  physiologic  com- 
pleteness of  the  neurologic  lesion  had  no  decisive 
influence  on  the  type  of  neurogenic  bladder  that 
developed.  However,  no  complete  cauda  equina 
lesion  was  associated  with  a reflex  neurogenic 
bladder,  nor  did  any  patient  with  a complete 
cauda  equina  lesion  have  satisfactory  vesical 
function. 

4.  Normal  reflex  neurogenic  bladders  made  up 
53.3  per  cent  of  the  90  cases.  More  than  half  of 
all  patients  with  spinal  cord  injuries,  irrespective 
of  the  neurologic  level,  developed  this  type  of 
bladder,  but  less  than  one  fourth  of  patients  with 
cauda  equina  injuries  did  so.  About  half  of  the 
normal  reflex  neurogenic  bladders  were  considered 
satisfactory  by  the  standard  employed. 

5.  Only  7.8  per  cent  of  the  90  cases  developed 
a hypertonic  type  of  reflex  neurogenic  bladder. 
The  incidence  was  highest  in  the  middle  thoracic 
and  lower  thoracic  neurologic  levels. 

6.  Autonomous  neurogenic  bladders  made  up 
31.1  per  cent  of  the  90  cases.  The  incidence 
was  highest  (61.5  per  cent)  in  patients  with  cauda 
equina  injuries  but  varied  from  14.3  to  22.2  per 
cent  in  spinal  cord  injuries,  irrespective  of  the 
neurologic  level. 

7.  Of  the  90  patients  45.6  per  cent  developed 
satisfactory  bladders;  54.4  per  cent  were  con- 
sidered unsatisfactory. 

8.  The  general  condition  of  the  patient  was 
not  usually  of  value  in  prognosticating  the 
presence  of  a satisfactory  bladder. 

9.  The  present  analysis  tends  to  confirm  the 
view  that  suprapubic  cystostomy  is  deleterious 
to  the  ultimate  development  of  satisfactory 
bladder  function,  but  many  factors  of  relatively 
indeterminate  nature  are  probably  of  at  least 
equal  importance. 

10.  Transurethral  resection  of  the  vesical 
neck  has  improved  bladder  function  in  44.4  per 
cent  of  the  unsatisfactory  neurogenic  bladders  and 
85.7  per  cent  of  the  unsatisfactory  autonomous 
neurogenic  bladders  in  which  it  has  been  em- 
ployed. 

11.  Some  of  the  limitations  of  the  present 
analysis  have  been  pointed  out. 
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RESULTS  OF  RADIATION  THERAPY  OF  BLADDER  CANCER 

Victor  F.  Marshall,  M.D.,  New  York  City 

{From  the  Department  of  Surgery,  Cornell  University  Medical  College,  New  York  and  Memorial  Hospitals) 


SINCE  there  are  no  spontaneous  cures  of  blad- 
der cancer  and  since  it  is  a highly  fatal  dis- 
ease, a trial  at  therapy  is  warranted. 

Radiation  therapy  in  cancer  of  the  bladder  has 
much  to  recommend  it.  Some  cancers  have  been 
found  to  be  radiosensitive  and,  in  actual  practice, 
some  vesical  cancers  have  been  cured  by  radia- 
tion. The  bladder  is  sufficiently  accessible  to 
permit  application  of  an  adequate  dosage  to  the 
lesion,  and  little  skill  is  required  to  implant  radon 
or  radium  into  the  bladder.  The  immediate  mor- 
tality is  low,  the  cause  of  ultimate  death  rarely 
being  attributed  to  the  treatment.  The  proper 
dosage  of  radiation  can  be  determined  from  pub- 
lished reports  on  the  subject,  or  the  radiologist 
may  prescribe  treatment.  The  patients  thus 
treated  do  not  require  long  hospitalization. 

With  so  many  advantages  to  this  therapy,  it 
seemed  worth  while  to  determine  the  end  results 
obtained.  Three  hundred  consecutive  cases, 
treated  for  cancer  of  the  bladder  between  1932 
and  1938,  were  reviewed.  Patients  with  papil- 
loma of  the  bladder,  even  when  atypical  cells  were 
present,  were  not  included  in  the  study.  All  the 
cases  reported  had  biopsy-proved  cancer. 

The  method  of  treatment  followed  a general 
plan.  Radon  seeds  were  implanted  into  the  base 
of  the  tumor  after  the  bulky  mass  had  been  super- 
ficially excised.  X-radiation  was  often  given  to 
the  pelvic  region  in  addition. 

Six  of  the  300  patients  were  dead  of  other  causes 
and  without  evidence  of  neoplasm  at  death  before 
five  years  had  elapsed  (2  per  cent).  Three  were 
lost  to  follow-up  study  (1  per  cent).  There  are, 
then,  291  determinate  cases,  of  which  232,  or 
79.7  per  cent,  are  known  to  have  died  of  the  dis- 
ease, its  complications,  or  treatment.  Twenty- 
one  patients  with  disease  were  lost  track  of  and 
considered  failures;  11  others  survived  five  years 
but  definitely  still  with  disease.  Thus,  264,  or 
90.8  per  cent,  are  failures  at  the  time  of  the  five- 
year  anniversary  of  diagnosis.  Twenty-seven 
cases,  or  9.2  per  cent,  might  be  called  five-year 
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successful  results,  but  approximately  half  of  these 
will  not  stand  up  under  a critical  re-examination. 
The  five-year  “cure”  rate  was,  therefore,  approxi- 
mately 6 per  cent.  Only  52  cases,  or  17.3  per 
cent,  were  known  to  have  survived  merely  five 
years. 

A comparison  of  these  statistics  with  life  insur- 
ance company  figures  for  the  general  population 
at  the  same  age  as  the  average  of  our  group,  and 
with  figures  on  untreated  bladder  cancer  patients, 
is  not  very  cheerful.  A comparison  of  the  graphs 
of  survival  of  these  3 groups  appears  even  more 
discouraging,  because  of  the  parallelism  and 
proximity  of  the  untreated  and  radiated  groups 
and  also  because  of  their  marked  variation  from 
the  general  population. 

All  this^s  bad  enough,  but  what  of  morbidity 
and  palliation?  In  one  group  of  102  consecutive 
cases,  15  per  cent  required  unplanned-for  opera- 
tions upon  the  upper  tracts  for  acute  processes. 
Hydronephrosis  with  loss  of  function  was  not  rare. 
At  least  2 developed  fecal  fistulas,  and  4 developed 
vesicovaginal  fistulas.  The  following  complica- 
tions were  at  least  not  curiosities:  contracted 
bladder,  calculi,  incontinence,  poorly  healing 
wounds,  chronic  edema  of  the  genitalia,  radiation 
proctitis,  late  radiation  ulceration  of  the  skin, 
hemorrhage,  etc.  Finally,  the  vast  majority  had 
quite  bothersome  symptoms  from  cystitis,  which 
commonly  lasted  several  months,  and  some  of 
which  occasionally  never  cleared.  A frequent 
problem  was  the  determination  as  to  whether  or 
not  cancer  still  persisted  beneath  the  inflamma- 
tion and  slough.  Radiation  of  metastases  often 
produced  temporary  relief  from  pain. 

Of  53  autopsies,  no  metastases  were  found  in 
43.4  per  cent,  but  it  must  be  remembered  that 
most  patients  died  elsewhere  and  that  these  au- 
topsies are  from  institutions,  where  terminal  care 
patients  are  not  routinely  admitted.  A large 
number  died  of  damage  to  the  upper  tracts  rather 
than  cancer  per  se.  In  fact,  one  wonders 
whether  mere  protection  of  the  upper  tracts 
would  not  improve  results. 

Histologically,  low  grade  cancers  showed  better 
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results  than  those  highly  malignant,  but  only  40 
per  cent  of  the  patients  with  grade  I and  II 
lesions  were  known  to  have  survived  three  or  more 
years. 

It  must  be  pointed  out  that  these  items  do  not 
indicate  that  the  treatment  rather  than  the  dis- 
ease caused  all  this  trouble.  In  fact,  one  of  the 
advantages  of  radiation  therapy  seems  to  be  that 
good  results  can  be  attributed  to  radiation,  while 
poor  results  can  usually  be  charged  to  the  disease. 


However,  few  indeed  were  the  complications  of 
the  disease  itself  which  were  avoided  by  radiation. 
One  would  suspect  that  some  complications  were 
added  or  intensified  by  radiation. 

In  conclusion,  our  results  by  radiation  methods 
have  been  so  poor  that  we  feel  justified  in  trying 
other  therapy,  in  spite  of  a very  small  percentage 
of  cures.  Perhaps  the  very  nature  of  the  disease 
will  not  permit  improvement  by  any  means  now 
available. 


TRANSURETHRAL  TREATMENT  OF  BLADDER  TUMORS 

A.  M.  McLellan,  M.D.,  New  York  City 

{From  the  Department  of  Urology,  Cornell  University  Medical  College) 


IN  THE  past  several  years  an  increasing  num- 
ber of  patients  have  been  treated  for  bladder 
neoplasms  transurethrally  because  of  improve- 
ments in  surgical  equipment,  namely,  the  pro- 
static resectoscope.  The  advantages  of  the  re- 
sectoscope  are  many,  and  anesthesia,  preferably 
spinal,  should  always  be  employed.  The  removal 
of  blood  clots  with  the  aid  of  the  Ellik  evacuator 
and  the  Toomey  syringe  and  the  control  of  the 
bleeding  with  the  resectoscope  save  many  un- 
necessary cystotomies.  The  positions  of  the 
majority  of  tumors  are  on  the  base  and  on  the 
lateral  walls  of  the  bladder  and  are  especially 
adapted  to  excision.  The  size  of  the  tumor  can 
be  measured  by  the  loop. 

The  number  of  bladder  tumors  which  can  be 
treated  transurethrally  is  limited  by  the  experi- 
ence and  ability  of  the  operator  in  the  use  of  the 
resectoscope.  A large  amount  of  tissue,  including 
the  base  of  the  tumor  with  muscle  and  adjacent 
mucosa,  can  be  removed  for  histopathologic 
study.  This  allows  a more  accurate  pathologic 
diagnosis.  One  must  always  remember  that  a 
tumor  is  just  as  malignant  as  its  most  malignant 
part.  It  is  not  unusual  to  see  papilloma  and  low 
grade  carcinoma  on  the  same  slide.  The  gross 
picture  of  malignancy  is  rarely  mistaken  for  pap- 
illoma, but  often  an  apparent  papilloma  is  malig- 
nant. Surely,  fewer  errors  will  occur  when  the 
pathologist  is  given  adequate  amounts  of  tissue 
for  examination.  To  eliminate  the  possibility  of 
perforating  the  bladder  during  a resection,  the 
tumor  should  not  be  resected  with  the  bladder 
overdistended,  especially  when  the  base  is  being 
removed. 

Selection  of  cases  for  transurethral  treatment 
with  the  expectation  of  a cure  is  made  after  careful 
evaluation  of  the  over-all  picture,  including: 
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(1)  an  intravenous  pyelogram  which  does  not 
show  obstruction  to  the  upper  urinary  tract; 

(2)  absence  of  any  gross  infiltration  on  bimanual 
examination;  (3)  cystoscopic  examination  which 
reveals  single  or  multiple  noninfiltrating  papillary 
lesions  of  varying  size  which  are  located  in  such  a 
position  that  they  can  be  reached  by  the  resecto-  ; 
scope  loop,  and  (4)  a pathologic  report  revealing 
either  benign  papilloma  or  papillary  carcinoma, 
grade  I,  which  shows  no  evidence  of  infiltration.  | 

The  basis  of  this  report  is  formed  by  140  con-  i 
secutive  cases,  treated  transurethrally  by  figura- 
tion and  resection,  selected  from  a group  of  313  ! 
patients  with  bladder  neoplasms  which  had  re-  , 
ceived  various  forms  of  therapy. 

Table  1 shows  there  were  95  benign  papillomas 
(58  were  single,  and  37  were  multiple).  In  the 
carcinoma  group  there  were  45  cases  (22  single 
and  23  multiple).  In  the  benign  group  there  was 
recurrence  of  the  single  tumors  in  13  cases  (22  per 
cent)  and  of  the  multiple  tumors  in  25  patients 
(70  per  cent).  In  the  multiple  benign  tumor 
group  8 patients  subsequently  showed  biopsies  i 
which  were  malignant;  six  of  these  were  six  to 
twelve  years  after  the  original  diagnosis.  The 
longest  interval  before  recurrence  was  nineteen  < 
years.  In  the  malignant  group  there  was  recur- 
rence of  the  single  tumors  in  4 cases  (18  per  cent) 
and  of  the  multiple  tumors  in  10  patients  (43  per 
cent).  In  both  groups  the  recurrence  of  single 
tumors  was  18  per  cent  and  of  the  multiple 
tumors,  58  per  cent. 


TABLE  1. — Number  and  Types  of  Bladder  Tumor 
Lesions  of  Low  Grade  Malignancy  Treated  Tranb- 

URETHRALLY 


Single 

Papilloma  58 

Carcinoma  22 


Multiple  Total 

37*  95 

23  45 


* Eight  of  these  cases,  reported  benign,  subsequently  were 
reported  malignant. 


April  15,  1948] 


TREATMENT  OF  BLADDER  TUMORS 


877 


Table  2 summarizes  the  follow-up  of  all  cases. 
In  the  papilloma  group  47  cases  were  followed  less 
than  five  years;  these  cases  averaged  two  and 
three-tenths  years.  There  was  1 death  from 
other  causes. 

In  the  group  followed  more  than  five  years, 
there  were  44  cases  with  an  average  follow-up 
of  eleven  and  two-tenths  years.  One  patient 
died  from  carcinoma  of  the  bladder,  and  3 
died  from  other  causes.  In  the  carcinoma 
group,  30  cases  were  followed  less  than  five  years, 
the  average  being  two  and  two-tenths  years. 
One  patient  died  from  carcinoma  of  the  bladder, 
and  4 patients  died  from  other  causes.  The  13 
cases  followed  more  than  five  years  averaged 
twelve  and  one-tenth  years.  There  was  1 death 
from  carcinoma  of  the  bladder  and  1 from  other 
causes. 


TABLE  2. — Follow-up  on  Cases  Treated 


Less  than 

More  than 

5 years 

5 years 

Lost 

Papillomas 

47 

44 

4 

Average 

2.3  years 

11.2  years 

Died  of  carcinoma 

0 

1 

Died  of  other  causes 

1 

3 

Carcinomas 

30 

13 

2 

Average 

2 . 2 years 

12 . 1 years 

Died  of  carcinoma 

1 

1 

Died  of  other  causes 

4 

1 

Comment 

1.  It  is  obvious  from  the  above  series  that  the 
only  type  of  lesions  treated  were  papillomas 
(single  and  multiple)  and  noninfiltrating  papillary 
carcinomas,  grade  I (single  and  multiple). 

2.  This  treatment  has  offered  as  good  a sta- 
tistical result  as  could  be  anticipated  by  any  other 
method. 

3.  The  incidence  of  recurrence  is  sufficiently 
high  to  warrant  the  most  careful  periodic  exami- 
nation, and  it  is  recommended  that  observation 
cystoscopy  be  performed  at  three-month  intervals 
for  the  first  year,  six-month  intervals  for  the  next 
two  years,  and  yearly  intervals  thereafter.  The 
longest  interval  before  recurrence  in  this  study 
was  nineteen  years. 

4.  It  is  known  that  a benign  papilloma  may 
undergo  malignant  change.  In  the  series  re- 
ported 8 cases  of  benign  papillomas  with  ade- 
quate biopsies  were  subsequently  reported  malig- 
nant (6  became  malignant  six  to  twelve  years  after 
the  original  biopsy). 

5.  Palliative  transurethral  treatments  of  blad- 
der carcinoma  have  not  been  included  in  this 
study. 

6.  There  were  no  deaths  from  the  operative 
procedure. 


SEGMENTAL  RESECTION  OF  THE  BLADDER  FOR  CANCER 

J.  Edwin  Drew,  M.D.,  New  York  City 

(From  the  Department  of  Urology,  Cornell  University  Medical  College  and  the  New  York  Hospital) 


WHEN  bladder  tumors  are  unsuited  for 
locally  destructive  treatments,  such  as 
electrocoagulation  or  interstitial  radiation,  ap- 
plied either  transurethrally  or  through  the 
opened  bladder,  resection  of  the  tumor-bearing 
area  appears  to  be  the  most  conservative  treat- 
ment which  offers  a reasonable  chance  of  a cure. 

The  operation,  as  it  is  usually  performed,  con- 
sists of  freeing  the  affected  portion  of  the  bladder 
from  its  external  attachments  and  resecting  that 
segment,  the  perivesical  fat  and  peritoneum 
being  included  where  possible.  Experience  shows 
that  it  is  of  fundamental  importance  to  remove 
vith  the  tumor  a safety  zone  of  apparently 
lormal  bladder  wall  at  least  3 cm.  wide  on  all 
sides  of  the  growth. 

The  principal  advantage  of  this  operation  lies 
n removing  the  entire  thickness  of  the  bladder 
vail  so  that,  conceivably,  it  is  possible  to  remove 
nfiltrating  cancers.  In  addition,  the  patient  re- 
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tains  his  bladder  and  prostate  with  this  operation. 
One  disadvantage  of  the  method  lies  in  its  being 
suited  to  a relatively  small  proportion  of  bladder 
cancers  which  must  be  carefully  chosen  by 
methods  lacking  precision.  No  examination,  for 
instance,  can  detect  infiltration  of  cancer  cells  in 
the  perivesical  tissues,  and  the  most  careful 
cystoscopic  scrutiny  cannot  measure  the  extent  of 
submucous  infiltration.  If  all  segmental  resec- 
tions were  limited  to  tumors  of  the  bladder  vault, 
these  hazards  would  approach  an  irreducible 
minimum  but,  unfortunately,  in  an  effort  to  pre- 
serve a functioning  bladder  and  to  avoid  more 
radical  surgery,  resections  remove  segments  of  the 
lateral  walls,  trigone,  and  even  portions  of  the 
vesical  outlet.  Although  a ureter  can  be  reim- 
planted readily  in  the  bladder,  few  such  extensive 
resections  are  ultimately  successful,  because  these 
ill-chosen  operations  do  not  remove  all  of  the 
neoplasm. 

Since  1932,  there  have  been  30  cases  of  bladder 
cancer  treated  by  segmental  resection  on  our  serv- 
ice. Private  and  service  cases  are  included.  It  is 
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realized  that  from  such  a small  group  of  cases  no 
significant  statistics  can  be  compiled.  However, 
completeness  of  the  symposium  indicates  their 
inclusion  in  this  presentation. 

The  average  age  of  the  30  patients  was  fifty-five 
years.  Twenty-one,  or  70  per  cent,  were  men,  the 
average  age  being  fifty-two  years — the  youngest 
being  thirty  and  the  oldest,  sLxty-eight.  Nine,  or 
30  per  cent,  were  women,  the  average  age  being 
fifty-eight  years — the  youngest,  thirty-six  and  the 
oldest,  seventy-one. 

The  average  duration  of  symptoms  was  two 
years.  The  longest  history  was  nine  years,  and 
the  shortest,  one  week. 

Symptoms  in  order  or  frequency  were  as  fol- 
lows: hematuria,  25;  dysuria,  10;  frequency,  9; 
abdominal  pain  or  renal  colic,  6;  nocturia,  4; 
urgency,  2;  and  retention,  1. 

Hematuria,  therefore,  was  the  most  common 
symptom  and  was  the  one  longest  neglected. 

Six  of  these  30  patients,  or  20  per  cent,  had 
been  treated  previously  for  periods  ranging  from 
four  months  to  four  and  one-half  years  before 
resection  was  done. 

The  types  of  tumors  found  were  3 papillomas, 
3 grade  I,  15  grade  II,  6 grade  III,  and  2 grade  IV 
carcinomas.  One  was  a sarcoma.  On  comparison 
of  the  biopsy  and  the  surgical  specimen,  7 surgical 
specimens  showed  a higher  degree  of  malignancy 
than  appeared  in  the  cystoscopic  biopsy ; 7 were  of 
the  same  degree,  and  2 were  of  a lower  grade. 
For  various  reasons  the  remaining  specimens 
could  not  be  compared. 

In  March,  1947,  15  of  these  30  cases  were 
living,  and  15  were  dead.  Of  these  15  dead,  3,  or 
20  per  cent,  were  surgical  mortalities.  One 
patient  with  a grade  III  tumor  died  four  hours 
postoperatively  of  pulmonary  embolism.  One 
with  a papilloma  died  sixteen  days  postopera- 
tively with  meningitis.  One  with  a grade  II  car- 
cinoma died  three  months  postoperatively  of 
miliary  tuberculosis.  Four  more  died  in  the 
first  year,  3 of  carcinoma,  grades  II,  III,  and  IV. 
One  patient  died  clinically  of  sarcoma,  but  an 
autopsy  failed  to  demonstrate  tumor. 

Four  patients  died  in  the  second  year,  all  of 
carcinoma  (3  of  grade  III,  and  1 of  grade  II).  One 
died  in  the  third  year  with  carcinoma,  grade  III. 

Two  died  in  the  fifth  year,  one  with  a grade  II 
tumor  and  one  without  tumor,  presumably  of 
coronary  disease.  His  tumor  was  of  grade  II. 

One  man  with  a grade  IV  tumor  died  in  the 
sixth  year  of  another  cause  (strangulated  hernia). 

Of  the  15  living  patients,  12  are  without 
evidence  of  tumor,  and  3 are  alive,  probably  with 
tumor.  Eight  of  the  12  living,  or  53  per  cent,  have 
had  other  treatments  for  proved  recurrences 
(Table  1). 

One  patient,  living  without  disease  six  and  one- 
half  years  after  operation,  had  a grade  I tumor. 


TABLE  1.— Recurrences  of  Tumors 


Number  of 
Patients 

Grades 

At  7 months 

i 

ii 

At  7 months 

i 

Papilloma 

At  11  months 

i 

ii 

At  12  months 

i 

ii 

At  24  months 

i 

i 

At  49  months 

i 

i 

At  56  months 

i 

ii 

In  his  case  radon  seeds  were  implanted  in  the  line 
of  closure.  One  patient,  living  without  tumor 
eight  years  and  three  months  after  surgery,  had  a 
papilloma  of  the  ureter  that  had  extended  into  the 
bladder.  Only  five  patients  who  had  but  the  one 
therapeutic  measure,  namely,  segmental  resection, 
were  living  from  twelve  to  forty  months  later 
without  tumor. 

Of  the  17  patients  operated  on  sufficiently  long 
ago  so  that  they  could  survive  five  years,  6,  or  35 
per  cent,  did  so.  Five  of  these  are  now  living,  and 
1 is  dead.  Of  the  5 patients  living,  the  tumors 
were  1 papilloma,  1 grade  I carcinoma,  and  3 
grade  II  carcinomas.  The  1 dead  patient  had  a 
grade  IV  carcinoma  but  did  not  die  of  it.  Of  the 
6 cases  that  survived  five  years,  2 had  only  one 
therapeutic  measure.  One  was  a papilloma,  and  1 
was  the  grade  IV  carcinoma  who  died  of  another 
cause. 

Of  the  24  cases  who  could  have  survived  three 
years,  14  did  so  (58  per  cent).  Eleven  of  these  are 
living,  and  3 are  dead.  Of  these  14  (5  only  had 
one  procedure),  3 were  papillomas,  2 were  grade 
I,  8 were  grade  II,  and  1 was  a grade  IV  car- 
cinoma. 

Summary 

Of  the  15  dead,  only  3,  or  20  per  cent,  diec 
without  carcinoma.  Nine,  or  60  per  cent,  wen 
known  to  have  died  with  carcinoma,  and  3 diec 
of  postoperative  complications,  possibly  witl 
carcinoma. 

Of  the  15  living,  8,  or  53  per  cent,  had  provec 
recurrences  which  appeared  on  an  average  o 
twenty-seven  months  after  operation,  or  betweei 
seven  and  fifty-six  months  after  the  previou 
surgery.  Of  the  entire  group  of  30  patients,  17 
or  57  percent,  were  known  to  have  had  recurren 
tumors. 

A single  segmental  resection  resulted  in:  1 five 
year  “cure”  of  a grade  IV  carcinoma,  1 seven-yea 
“cure”  of  a papilloma,  and  3 three-year  “cures”  ( 
grade  II  carcinoma. 

Conclusion 

Apparently,  segmental  resection  can  con 
pletely  remove  localized  malignant  bladdc 
tumors.  A more  careful  application  of  the  pn 
cedure  to  a more  highly  selected  group  of  cast 
probably  will  produce  a higher  proportion 
favorable  results. 


i 
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URETEROCUTANEOUS  ANASTOMOSES 

Gustavus  A.  Humphreys,  M.D.,  New  York  City 

{From  the  Department  of  Urology,  New  York  Hospital,  Cornell  University  Medical  College ) 


WHEN  radical  surgical  treatment  of  carci- 
noma of  the  bladder  was  first  contem- 
plated, the  selection  of  a method  of  permanent 
urinary  diversion  was  of  paramount  importance. 
Nephrostomies  and  pyelostomies  are  adequate 
for  temporary  diversion  of  urine.  However,  they 
are  unsatisfactory  as  forms  of  permanent  diver- 
sion, because  of  the  discomfort  and  inconvenience 
of  wounds  in  such  a location,  in  addition  to  the 
difficulty  of  maintaining  catheters.  If  the  ure- 
ters are  intact,  their  implantation,  either  into  the 
skin  of  the  abdomen  or  into  the  sigmoid  colon, 
usually  gives  more  satisfactory  results.  Al- 
though these  latter  two  types  of  permanent  uri- 
nary diversion  preserve  renal  function  theo- 
retically, infection  and  obstruction  are  likely  to 
obfuscate  ideal  end  results.  A ureterocutaneous 
anastomosis  drains  continually  and  is  dependent 
on  numerous  mechanical  devices  for  the  collection 
of  urine.  Its  use  in  cases  with  tuberculosis  and 
partially  damaged  ureters  increases  the  appli- 
cability of  the  procedure.  Ureterointestinal  anas- 
tomosis in  patients  with  competent  anal  sphinc- 
ters requires  no  apparatus;  the  patient  is  free  of 
offensive  odors;  and,  to  outward  appearances,  his 
urinary  function  is  normal. 

In  a review  of  the  literature  concerning  uretero- 
intestinal anastomosis  five  to  ten  years  ago,  the 
postoperative  morbidity  and  mortality  rates  ap- 
peared prohibitive,  even  in  the  hands  of  the  more 
experienced  operator.  The  technics  appeared 
difficult,  and  we  were  practically  without  experi- 
ence in  all  phases  of  the  procedure.  By  contrast, 
the  literature  of  ureterocutaneous  anastomosis 
appeared  to  offer  a method  of  permanent  urinary 
diversion  by  a relatively  simple  technic  with  low 
postoperative  morbidity  and  mortality.  The 
variety  of  devices  a patient  could  wear  post- 
operatively  seemed  to  assure  the  comfort  and 
health  of  the  patient.  As  cystectomy  was  the 
objective,  and  as  cystectomy  would  probably 
carry  a considerable  mortality  and  morbidity  of 
its  own,  we  chose  the  ureterocutaneous  anastomo- 
sis, considering  it  the  more  simple  procedure  to 
achieve  permanent  urinary  diversion  with  less 
risk. 

At  present,  most  of  our  patients  have  uretero- 
intestinal anastomoses  done  preliminary  to  cys- 
tectomy. Although  long-term  results  are  not 
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available,  we  have  reviewed  the  cases  operated  on 
prior  to  one  year  ago  to  determine  whether  this 
transition  has  been  justified  by  our  experience 
and  to  study  the  possibilities  for  improvement  in 
the  results  of  our  ureterocutaneous  anastomosis. 

Review  of  Cases 

There  were  50  patients  on  whom  uretero- 
cutaneous anastomosis  was  performed.  The 
technic  of  transplantation  varied  considerably, 
but  it  had  in  common  the  placing  of  the  ureters  in 
the  iliac  region  with  catheters  in  the  ureters  up  to 
the  kidney  pelvis.  In  reviewing  the  cases,  the 
status  of  each  patient  preoperatively  has  had  to 
be  determined  in  order  to  clarify  whether  the  pro- 
cedure was  done  with  the  hope  of  palliation  or 
cure.  The  author  has  arbitrarily  classified  the 
patient’s  condition  as  “poor”  in  the  presence  of 
metastases,  uremia,  or  other  inoperable  con- 
ditions. In  a second  group  of  patients,  the 
chances  were  “good”  only  if  there  were  no  demon- 
strable metastases  at  the  time  of  operation  and 
if  there  was  a relatively  normal  upper  urinary 
tract  with  a reasonable  chance  that  the  patient 
could  withstand  a major  operation  extended  to 
him  in  hope  of  a cure  or  in  hope  of  palliation,  as 
in  tuberculosis.  Therefore,  the  classification, 
“good,”  is  a purely  relative  term,  since  no  definite 
restrictions  were  considered,  i.e.,  the  age  of  the 
patient  or  his  condition,  particularly  his  ability  to 
withstand  an  elective  procedure.  For  the  pur- 
pose of  analysis,  the  patients  have  been  classified 
according  to  their  diseases,  namely,  carcinoma  of 
the  bladder,  tuberculosis,  and  a group  of  other 
diseases. 

Carcinoma  of  the  Bladder. — There  were  32  pa- 
tients with  carcinoma  of  the  bladder  on  whom 
ureterocutaneous  anastomosis  was  performed. 
In  the  author’s  opinion,  only  12  of  these 
were  in  “good”  condition.  The  remainder 
were  mainly  patients  with  advanced  cancer.  Of 
the  12  patients  in  “good”  condition,  7 eventually 
came  to  cystectomy.  In  addition  to  these,  4 
patients  who  were  in  relatively  poor  condition  on 
admission  came  to  cystectomy,  and  3 of  them  im- 
proved markedly  following  diversion  of  the  upper 
urinary  tract;  1 patient  required  a cystectomy  to 
control  severe  bladder  hemorrhage.  Thus,  a 
total  of  12  patients  were  subjected  to  this  pro-  . 
cedure.  Of  the  32  patients  who  had  uretero- 
cutaneous anastomosis  for  carcinoma  of  the  blad- 
der, 4 died  before  leaving  the  hospital,  giving  an 
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operative  mortality  rate  of  12  per  cent.  How- 
ever, 2 of  these  patients  were  in  extremis  at  the 
time  of  operation,  and  2 died  two  months  after 
the  operation  for  advanced  carcinoma  The 
postoperative  morbidity  which  may  be  definitely 
attributed  to  failure  of  the  ureterocutaneous  anas- 
tomosis to  function  properly  is  sometimes  con- 
fused with  the  pre-existing  renal  infection  and 
damage.  Two  patients  developed  relatively  se- 
vere pyelonephritis  in  the  immediate  postopera- 
tive stage,  and  2 other  patients  developed  deep 
abscesses,  requiring  incision  and  drainage,  at  the 
site  of  anastomosis  of  the  ureter  and  skin.  There 
were  also  3 patients  who  had  a slough  of  the  distal 
ureter,  one  of  whom  required  re-implantation  of 
the  proximal  ureter  which  had  retreated  into  the 
retroperitoneal  space.  Hence,  there  were  7 pa- 
tients, or  over  20  per  cent,  who  had  relatively  se- 
vere complications,  during  their  stay  in  the  hos- 
pital, due  to  the  operation  per  se. 

Three  patients  were  readmitted  because  of  im- 
proper functioning  of  the  ureterocutaneous  anas- 
tomosis, the  difficulty  being  due  to  stricture  of 
the  stoma  or  abscesses  around  the  site  of  trans- 
plant. Upper  urinary  tract  studies  were  not  done 
on  the  majority  of  patients,  because  they  would 
not  return  to  the  hospital.  However,  of  the  11 
cases  we  studied  one  year  postoperatively,  all  had 
varying  degrees  of  hydronephrosis  bilaterally 
with  infected  urine.  There  were  2 cases  of  stones 
unilaterally  and  4 cases  bilaterally,  as  shown  by 
x-ray.  One  of  the  latter  cases  had  a unilateral 
stone  prior  to  transplantation  of  the  ureters. 
The  incidence  of  calculi  would  probably  have  been 
higher,  had  more  x-rays  been  taken. 

Most  of  these  patients  were  in  fairly  good  con- 
dition, despite  upper  urinary  tract  damage,  if  their 
catheters  were  kept  working  and  if  the  carcinoma 
was  not  too  advanced.  On  relatively  slight  activ- 
ity, some  of  them  would  get  wet,  and  frequently 
the  catheters  would  slip  out,  although  a few  of  the 
patients  managed  relatively  well. 

Although  there  are  only  10  patients  alive  to- 
day, there  are  3 survivals  for  more  than  five  years 
(9  per  cent)  and  8 survivals  for  more  than  two 
years  (24  per  cent).  Seventeen  patients  died  of 
carcinoma  of  the  bladder  and  3 of  unrelated 
causes.  There  were  2 deaths  from  advanced  car- 
cinoma of  the  bladder  in  which  the  contributing 
factors,  if  not  the  direct  causes,  were  abscesses  of 
the  site  of  transplantation  in  1 case  and  abscesses 
of  the  kidney  in  the  other. 

Tuberculosis  of  the  Bladder. — There  were  1 1 pa- 
tients with  tuberculosis  of  the  bladder  on  whom 
ureterocutaneous  transplants  were  performed. 
Five  of  these  were  relatively  advanced  cases  of 
urinary  tract  tuberculosis.  The  remaining  6 
cases  were  classified  as  being  in  fairly  “good”  con- 
dition, although  5 had  already  had  a nephrec- 


tomy. In  all  cases,  the  procedure  was  done  to  al- 
leviate painful  and  frequent  voiding,  and  this 
purpose  was  satisfactorily  accomplished.  Of 
these  11  patients,  3 died  before  leaving  the  hos- 
pital, giving  an  operative  mortality  rate  of  27  per 
cent.  These  3 patients,  however,  had  advanced 
pulmonary  tuberculosis,  and  2 of  them  died  two 
months  postoperatively  according  to  what  might 
be  considered  the  normal  expectancy  of  their  pul- 
monary disease.  The  ureterocutaneous  anasto- 
mosis was  performed  for  relief  of  bladder  pain 
during  the  terminal  stage. 

The  most  common  postoperative  morbidity 
which  may  be  definitely  attributed  to  failure  of 
the  anastomosis  to  function  properly  was  caused 
by  deep  abscesses  in  the  wound  at  the  site  of 
transplant,  but  this  caused  no  fatalities.  There 
were  3 patients  (27  per  cent)  who  had  such  ab- 
scesses due  to  the  operation  per  se.  There  was 
only  1 patient  readmitted  because  of  improper 
functioning  of  the  anastomosis;  she  wore  no  cath- 
eter in  her  ureter,  and  she  developed  a stricture 
of  the  stoma  that  required  dilating.  Inciden- 
tally, that  patient  is  the  only  one  able  to  manage 
a skin  cup  without  an  indwelling  catheter  and  also 
the  only  one  with  sparkling  clear  urine.  She  has 
had  a normal  pregnancy,  leads  an  active  life,  and 
appears  well,  nine  years  postoperatively.  All 
other  patients  we  studied  had  varying  degrees  of 
hydronephrosis  with  infected  urine,  but  no  pa- 
tients among  those  x-rayed  were  found  to  have 
any  stones. 

Most  of  these  patients  were  in  fairly  good  con- 
dition despite  moderate  upper  urinary  tract  dam- 
age. As  a group,  they  managed  their  catheters 
relatively  well,  although  a few  would  get  wet  on 
slight  activity.  There  are  only  5 patients  of  this 
group  alive  today.  There  were  3 survivals  for 
more  than  five  years  (27  per  cent)  and  6 survivals 
for  more  than  two  years  (54  per  cent).  All  deaths 
among  these  patients  were  due  to  generalized  and 
pulmonary  tuberculosis,  except  for  a cerebral 
hemorrhage  in  one  instance. 

Other  diseases. — There  were  7 patients  on  whom 
ureterocutaneous  transplants  were  performed  for 
reasons  other  than  urinary  cancer  or  tuberculosis. 
In  the  author’s  opinion,  only  three  of  these  were 
in  relatively  “good”  condition.  The  remainder 
were  mainly  patients  with  advanced  cancer  lo- 
cated outside  the  urinary  tract,  causing  urinary 
obstruction  with  impending  uremia,  nevertheless. 
Of  these  7 patients,  1 died  before  leaving  the 
hospital,  giving  an  operative  mortality  rate  of  14 
per  cent. 

In  the  immediate  postoperative  period,  there 
was  no  remarkable  morbidity  attributed  to  failure 
of  the  ureterocutaneous  anastomosis  to  function 
properly.  However,  1 patient  was  admitted  sev- 
eral times  for  stricture  of  the  stoma  with  deep 
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abscesses.  As  a group,  the  remainder  managed 
their  catheters  fairly  well  despite  moderate  upper 
urinary  tract  changes.  Three  of  the  operative 
survivals  in  this  group  are  known  to  be  dead. 
Of  those  living  today,  there  are  3 survivals  for 
over  two  years  (42  per  cent),  but  there  are  no  sur- 
vivals for  over  five  years. 

Combined  Results 

There  were  50  patients  on  whom  uretero- 
cutaneous  anastomoses  were  performed.  The 
majority  (32)  were  for  carcinoma  of  the  bladder; 
the  remainder  were  for  tuberculosis  (11)  and  for 
miscellaneous  causes  (7).  Eight  of  the  50  pa- 
tients died  before  leaving  the  hospital,  giving  an 
operative  mortality  rate  of  16  per  cent. 

Considering  that  the  operative  mortality  oc- 
curred only  among  those  in  extremely  poor  con- 
dition, the  operative  risk  of  the  average  candidate 
for  this  procedure  is  not  great.  Favoring  the 
continuing  of  the  operation  is  the  fact  that  an  oc- 
casional poor-risk  patient  is  relieved  of  uremia  and 
lives  a longer  time.  This  operation  was  per- 
formed most  often  as  a palliative  procedure  rather 
than  for  the  purpose  of  curing  cancer.  The  high 
mortality  during  the  first  two  years  postopera- 
tively  in  patients  with  carcinoma  paralleled  the 
life  expectancy  of  the  carcinoma. 

The  morbidity  due  to  failure  of  the  uretero- 
cutaneous  anastomosis  to  function  properly  is 
relatively  high,  being  20  per  cent  for  the  imme- 
diate postoperative  course.  Upper  urinary  tract 
changes  secondary  to  the  catheter  drainage  are 
progressive,  as  all  patients  have  varying  degrees 
of  hydronephrosis  and  infected  urine.  A few 
fortunate  patients  tolerated  their  catheters  very 
well.  This  was  conspicuous  in  the  tuberculosis 
patients  where  their  longevity,  as  well  as  a review 
of  their  individual  histories,  testifies  to  the  efficacy 
of  the  ureterocutaneous  anastomosis  for  sympto- 
matic relief.  It  is  thought  by  some  that  the 
acidity  of  the  urine  from  kidneys  with  tuberculo- 
sis served  as  a mild  antiseptic  besides  inhibiting 
stone  formation,  which  accounts  for  this  differ- 
ence. However,  there  were  3 patients  from  the 
32  in  the  carcinoma  of  the  bladder  group  and  1 
patient  from  the  7 in  the  third  group  who  fared 
almost  as  well.  On  further  scrutiny,  these  more 
fortunate  patients  were  all  found  to  be  somewhat 
above  average  financially  and  intellectually  and 
had  had  unusually  meticulous  medical  care.  The 
importance  of  these  3 factors  cannot  be  overesti- 
mated, since  the  lack  of  any  one  of  them  invari- 
ably gave  poor  end  results  in  patients  with  ure- 
terocutaneous anastomosis. 

Unfortunately,  most  patients  will  not  remain 
without  catheters,  as  they  become  wet  too  easily; 
consequently,  they  insist  upon  ureteral  catheters 
at  the  expense  of  progressive  upper  urinary  tract 


damage.  In  this  series  of  50  patients,  the  ma- 
jority were  not  able  to  stay  dry  consistently  de- 
spite the  wearing  of  catheters  and  numerous  in- 
genious devices;  however,  the  infected  urine, 
hydronephrosis,  and  calculus  formation  were 
compatible  with  life,  and  they  were  able  to  carry 
on  for  the  life  expectancy  of  persons  with  carci- 
noma of  the  bladder.  They  disliked  the  wetness 
and  smell  of  their  ureterocutaneous  anastomosis, 
and  friends  and  relatives  disliked  them  for  the 
same  reasons.  Those  depending  upon  manual 
labor  for  a livelihood  were  unable  to  continue  due 
to  wetness  on  activity,  while  others  were  turned 
down  on  the  basis  of  “failing  the  physical  exami- 
nation,” probably  as  a result  of  prejudice  of  em- 
ployers who  felt  that  they  would  prove  offensive 
in  public  contacts.  Hence,  they  were  frequently 
relegated  to  financial  dependence.  When  metas- 
tases  and  further  advancement  of  the  cancer 
came  upon  these  patients,  they  were  invariably 
turned  away  from  private  nursing  homes  and  re- 
ligious institutions,  where  patients  with  other 
forms  of  terminal  cancer  were  acceptable,  on  the 
basis  of  their  ureterocutaneous  anastomosis  re- 
quiring hospital  care.  Thus,  having  led  lives  of 
enforced  chronic  invalidism,  penniless,  and  so- 
cially banished,  they  stayed  home,  tinkering  with 
the  vicissitudes  of  the  catheters  in  their  ureters 
while  their  lives  swayed  in  the  balance  of  renal 
failure. 

Despite  the  dismal  lives  of  the  majority  of  these 
patients,  one  must  remember  that  some,  such  as 
the  tuberculosis  group,  fare  quite  well,  and  that  it 
is  the  only  reasonable  method  of  transplantation 
in  patients  with*  colostomies  or  incompetent  anal 
sphincters.  Because  of  the  simple  technic  of  the 
operation  and  the  low  operative  mortality  rate, 
even  among  extremely  poor  risks,  the  procedure 
does  not  have  to  be  withheld  from  anyone  it  might 
help.  However,  the  intellectual  and  financial 
status  of  the  patient  and  possibility  of  the  pa- 
tient’s having  meticulous  care  taken  of  his  ure- 
terocutaneous anastomosis  must  be  kept  in  mind 
if  a satisfactory  result  is  to  be  achieved. 

Comment 

Reviewing  the  follow-up  studies  on  patients 
who  had  ureterocutaneous  anastomosis,  one  is 
likely  to  form  impressions  which  go  beyond  the 
factual  data  heretofore  presented.  The  sad  plight 
of  a few  patients  and  the  successes  of  others  may 
distort  the  value  of  certain  facts  and  warp  our 
perspective.  However,  something  may  be 
gleaned  from  studying  these  patients,  both  by  a 
careful  perusal  of  records  and  by  a personal  ac- 
quaintance with  many  of  them,  established  during 
a period  of  years  of  caring  for  them.  From  such  a 
viewpoint,  the  author  has  formed  impressions 
which  may  be  related  at  this  point. 
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The  ureterocutaneous  anastomoses  varied. 
It  is  reasonable  to  believe  that  those  carefully 
done,  so  that  the  ureters  course  loosely  through 
the  skin  forming  a gentle  arc  rather  than  angula- 
tions caused  by  pressure  of  the  peritoneum  on  a 
taut  ureter,  give  better  functional  results  which 
manifest  themselves  throughout  the  patient’s 
follow-up  period.  Hence,  in  transplanting  ure- 
ters to  the  skin,  it  seems  advisable  to  sever  the 
ureter  relatively  low,  leaving  adequate  fatty  tis- 
sue and  vessels  on  it  to  minimize  the  possibility 
of  sloughing,  and  to  transplant  it  about  4 inches 
above  the  anterior  superior  spine  in  such  a man- 
ner as  to  minimize  angulations,  even  with  the 
pressure  of  the  peritoneal  content. 

The  author  personally  uses  the  technic  of  anas- 
tomosing the  ureter  to  the  skin  after  excising  an 
elliptic  portion  of  skin  to  insure  that  the  distal 
end  of  the  neostomy  will  be  lined  with  ureteral 
mucosa  rather  than  skin.  Every  effort  should 
be  made  to  have  the  patient  get  along  with  skin 
cups,  preferably  with  the  aid  of  skin  cement. 
We  have  been  trying  to  achieve'  optimal  benefits 
from  ureterocutaneous  anastomoses,  performed 
during  the  past  year,  by  implanting  the  ureter  at 
a site  where  skin  cups  may  be  maintained  readily 
in  order  to  avoid  catheters  in  the  ureterg.  The 
brief  follow-up  is,  to  date,  gratifying,  but  there’s 
many  a slip  ’twixt  the  cup  and  the  hip. 

If  the  patient  cannot  remain  dry  and  wants  a 
catheter  to  enable  him  to  carry  on  his  activities, 
the  catheter  should  be  adjusted  in  the  shield  and, 
once  at  the  proper  level,  cemented  to  the  shield 
and  the  shield  cemented  to  the  skin.  This  mini- 


mizes the  possibility  of  catheters  slipping  out  or 
being  adjusted  at  the  wrong  level  subsequent  to 
boiling  and  replacement.  Regular  periods  of 
changing  the  catheters  should  be  adhered  to 
rigidly,  and  an  adequate  apparatus  for  the  collec- 
tion of  urine  should  be  established  and  adjusted 
by  the  urologist.  By  following  the  above  technic 
and  regime,  the  optimal  type  of  ureterocutaneous 
anastomosis  may  be  established  and  maintained. 
A patient  deserving  of  a ureterocutaneous  anasto- 
mosis deserves  a good  one,  and  every  effort  should 
be  made  to  insure  this. 

Conclusions 

Our  follow-up  experience  in  50  cases  of  uretero- 
cutaneous anastomosis  shows  us  that  the  majority 
of  patients  fared  badly,  both  socially  and  econom- 
ically. They  also  had  progressive  upper  uri- 
nary tract  changes  added  to  the  woes  of  their  un- 
happy catheter  existences.  The  minority,  those 
who  managed  well,  were  above  average  intellec- 
tually and  financially  and  had  meticulous  care 
taken  of  their  catheters.  A cutaneous  anastomo- 
sis gives  better  results  if  the  patient  can  stay  dry 
using  skin  cups  without  catheters. 

Despite  the  shortcomings  of  ureterocutaneous 
anastomosis  in  our  experience,  it  must  be  recog- 
nized as  having  a definite  value  in  treating  certain 
types  of  patients.  We  believe  that  the  type  of 
cutaneous  anastomosis  that  we  are  performing  at 
present  will  prove  more  satisfactory.  However, 
if  all  ureterocutaneous  anastomoses  proved  opti- 
mal, they  could  never  rival  the  more  satisfactory 
follow-up  of  ureterointestinal  anastomoses. 


RESULTS  OF  THE  URETEROINTESTINAL  ANASTOMOSES 

Morris  Schnittman,  M.D.,  New  York  City 

( F rom  the  Department  of  Urology  of  the  Cornell  University  Medical  College,  New  York  and  Memorial  Hospitals) 


IN  contemplating  total  cystectomy  as  a thera- 
peutic measure  for  carcinoma  of  the  bladder, 
urinary  diversion  is  prerequisite.  Ureterocu- 
taneous anastomosis,  even  when  technically 
excellent,  leaves  much  to  be  desired,  whereas, 
ureterointestinal  anastomosis,  when  successfully 
executed,  is  infinitely  more  satisfactory.  Hin- 
man,  in  1937,  concluded  that  the  postoperative 
mortality  in  cancer  cases  was  approximately 
50  per  cent.  Therefore,  it  was  with  some  hesi- 
tancy that  ureterointestinal  anastomosis  was 
adopted  as  a mjethod  of  urinary  diversion  when 
transplantation  of  the  ureters  to  the  skin  was 

Presented  at  the  141st  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  Buffalo,  Section  on  Urology, 
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known  to  be  simple  and  to  be  associated  with  a 
low  mortality.  After  some  study,  the  Coffey 
I intraperitoneal  method  was  chosen,  because 
it  was  simple,  required  no  special  instruments, 
and,  according  to  reports,  was  as  successful  as 
other  methods. 

The  postoperative  mortality  of  this  operation, 
used  on  108  consecutive  patients,  has  been  12  per 
cent,  which  is  encouraging,  although  by  no  means 
ideal.  This  group  includes  patients  between  the 
ages  of  four  and  eighty-two;  3 were  children; 
105  were  adults  (15  in  their  seventies).  Indica- 
tions for  operation  are  shown  in  Table  1.  Only 
3 deaths  in  this  group  were  due  to  complications 
in  the  peritoneal,  gastrointestinal,  or  genito- 
urinary tracts.  The  remainder  of  the  fatal 
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TABLE  1. — Indications  fob  Operation 


Number  of 


Condition  Cases 

• Carcinoma  of  the  bladder  and  posterior  urethra  94 

Papillomatosis  of  the  bladder  4 

Radiation  cystitis  5 

Extrophy  of  the  bladder  3 

Urinary  incontinence  2 

Total  108 


complications  were  nonspecific  for  this  operative 
technic,  as  shown  in  Table  2.  Nine  and  nine- 
tenths  per  cent  had  nonfatal  complications  while 
in  the  hospital  (Table  3).  A more  rigid  selection 
of  patients  would  be  likely  to  reduce  both  the 
mortality  and  morbidity,  but  most  of  the  patients 
considered  poor  risks  had  no  difficulties.  Pallia- 
tion. alone,  was  the  indication  for  operation  in 
12  cases. 


TABLE  2.— Postoperative  Fatal  Complications 


Complication 

Peritonitis 

Intestinal  obstruction 
Cardiac  failure 
Cerebral  vascular  accident 
Pulmonary  infarction 
Generalized  sepsis 
Subsequent  surgery 

Total 

Number  of 
Cases 
2 
1 
4 
1 
2 

1 

2 

13 

TABLE  3. — Postoperative 

Nonfatal 

Complications 

Complications 

Number  of 
Cases 

Percent- 

age 

Wound  infection 

3 

2.7 

Wound  separation 

1 

0.9 

Pulmonary  embolus 

1 

0.9 

Phlebitis 

1 

0.9 

Edema  (hypoproteinemia) 

1 

0.9 

Cerebral  accident 

1 

0.9 

Coronarv  thrombosis 

1 

0.9 

Temporary  nephrostomy 

2 

1.8 

Total 

11 

9.9 

The  follow-up  in  this 

series  varies  from  four 

months  to  five  and  one- 

■half  years. 

Fifty-eight 

are  known  to  be  dead; 

all  in  this 

group  have 

died  with  or  from  carcinoma  except  1 patient 
who  died  of  renal  failure.  As  shown  in  Table  4, 
permanent  diversion  of  the  urine,  subsequent 
to  ureterointestinal  anastomosis,  was  necessary 
in  4 patients,  although  2 others  had  mild  uremic 
symptoms.  In  one  patient  an  abscess  developed 
around  the  transplant  two  weeks  after  discharge. 

TABLE  4. — Late  Complications 

Number  Percent- 


Complications  of  Cases  age 

Diversion  of  urinary  stream 

Cutaneous  ureterostomy  3 3.1 

Bilateral  nephrostomy  1 1.0 

Abscess  about  Transplant  1 2. 0 

Uremic  symptoms  2 2.1 

Calculus  formation  (one  had  calculus 

removed  before  operation)  2 2.1 

Nonfunctioning  kidneys  8 8.4 

Clinical  pyelonephritis  (all  recovered)  8 8.4 

Total  25  27.1 


Renal  calculi  formed  twice,  but  1 case  had  had  a 
previous  nephrolithotomy.  Attacks  of  pyelone- 
phritis have  occurred  in  8 patients;  all  recovered 
completely  without  the  necessity  of  surgical 
intervention.  The  attacks  of  pyelonephritis 
were  not  severe  and  were  usually  represented  by  a 
dull  ache  in  the  flank,  rather  than  chills,  fever, 
and  severe  flank  pain. 

In  other  words,  clinical  pyelonephritis  has  not 
been  the  major  problem,  as  was  first  anticipated. 
Eight  patients  have  developed  nonfunctioning 
kidneys,  as  determined  by  intravenous  pyelo- 
gram.  Therefore,  one  of  the  main  objectives  of 
the  operation  should  be  to  avoid  obstruction  (as 
revealed  by  intravenous  pyelography) . A classi- 
fication of  the  postoperative  pvelograms  is 
presented  in  Table  5 where  the  size  of  the  poor 
group  is  impressive.  On  the  other  hand,  it  must 
be  pointed  out  that  the  classification  is  strict 
and  that  many  patients  with  pvelograms  in 
the  poor  group  have  lived  for  years  without 
difficulties. 


TABLE  5. — Classification  of  Pvelograms 


Criteria  for 

Per- 

Group 

Classification 

centage 

Excellent 

Indistinguishable  from  preoperative 
films 

18.8 

Good 

Normal  pyelograms  or  those  showing 
a return  of  function  or  decrease  in 
hydronephrosis  when  compared  to 
the  preoperative  films 

19.1 

Intermediate 

Excellent  function  in  ten  minutes 
with  Grade  I hydronephrosis 

19  1 

Poor* 

All  others 

43 

* The  poor  group  appears  large  on  account  of  the  strict 
classification  used,  but  it  should  be  remembered  that  patients 
with  pyelograms  in  this  group  have  lived  for  years. 


With  occasional  exceptions,  the  renal  status 
and  personal  comfort  of  these  patients  have  been 
excellent,  and  poor  late  results  nearly  always 
have  been  due  to  far  advanced  carcinoma.  In 
general,  the  patients  retain  urine  for  two  to 
three  hours  during  the  day  and  five  to  six  hours 
during  the  night.  The  anal  sphincter  was  tested 
in  each  case  before  the  operation,  and  no  instance 
of  rectal  incontinence  was  encountered  after  the 
ureterointestinal  anastomosis.  However,  it 
should  be  pointed  out  that  the  anal  sphincter 
may  be  damaged  at  the  later  total  abdomino- 
perineal cystectomy,  with  resulting  incontinence, 
a situation  which  occurred  once  in  this  series. 

Conclusions 

Two  hundred  and  sixteen  consecutive  uretero- 
intestinal anastomoses  by  the  Coffey  I trans- 
peritoneal  method  have  been  reported  with  an 
operative  mortality  of  12  per  cent.  When  it 
is  considered  that  this  is  less  than  one  fourth  the 
postoperative  mortality  reported  in  1937,  this 
mortality  rate  is  a satisfying  achievement,  al- 
though not  ideal.  Seventy-seven  and  one 
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tenth  per  cent  of  the  cases  had  a smooth,  un- 
eventful postoperative  course;  27.1  per  cent 
developed  late  complications.  There  is  no 
doubt  that  a 12  per  cent  mortality  is  considerably 
higher  than  that  obtained  on  a similar  group  of 
cases  by  ureterocutaneous  transplantation. 
However,  it  is  felt  that  the  merits  to  the  patients 
following  ureterointestinal  anastomosis  by  far 


overshadow  the  increased  risks.  Consequently, 
the  latter  procedure  is  done  wherever  possible. 

The  patients  with  bowel  transplants  are  able 
to  lead  normal  lives  socially  and  economically. 
They  are  not  earmarked  as  being  “different 
human  beings”  by  the  wearing  of  “complicated 
apparatus”  that  necessitates  expert  care,  fre- 
quent changing,  or  daily  irrigation. 


TOTAL  CYSTECTOMY 

Willet  F.  Whitmore,  Jr.,  M.D.,  and  Neil  P.  Beall,  M.D.,  New  Yoik  City 

{From  the  Department  of  Urology,  Cornell  University  Medical  College,  New  York  and  Memorial  Hospitals) 


TOTAL  cystectomy  is  being  employed  with 
increasing  frequency  as  a method  of  treat- 
ment of  bladder  tumor.  This  is  due  to  several 
factors.  The  first  is  the  realization  that  such 
apparently  conservative  measures  as  radiation 
therapy,  simple  fulguration,  transurethral  re- 
section, and  segmental  bladder  resection  leave 
much  to  be  desired  in  regard  to  both  cure  and 
palliation.  Second,  the  improved  surgical  tech- 
nics for  diversion  of  the  urinary  stream,  par- 
ticularly ureterointestinal  anastomosis,  result 
not  only  in  decreased  operative  mortality  but  in 
decreased  morbidity  and  improved  pyelographic 
results.  The  third  factor  is  the  diminished 
operative  mortality  and  morbidity  from  total 
cystectomy. 

The  present  series  comprises  all  cystectomies 
done  for  genitourinary  tumors  on  the  Urological 
Services  of  the  New  York  Hospital  (Cornell 
Service)  and  Memorial  Hospital  during  the  years 
1940  through  1946,  inclusive.  The  follow-up 
figures  are  based  on  data  through  the  year  1946. 

The  following  analysis  is  presented  primarily 
to  demonstrate  the  feasibility  of  total  cystectomy 
as  an  operative  procedure.  The  follow-up  data 
are  presented  only  to  complete  the  survey  at  this 
time  and  with  the  full  realization  that  a further 
analysis  of  this  same  series  five  years  hence  may 
modify  considerably  some  of  the  present  tenta- 
tive conclusions. 

One  hundred  and  five  cystectomies  (Table  1) 
were  performed  during  this  seven-year  period. 
Of  this  number  98  were  done  for  bladder  tumors, 
4 for  urethral  cancer,  1 for  carcinoma  of  the 
prostate,  1 for  carcinoma  of  the  penis  and  mul- 
tiple bladder  papillomata,  and  1 for  a vaginal 
cancer  which  had  invaded  the  bladder. 
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TABLE  1. — Indications  in  105  Cystectomies  for  Genito- 
' Urinary  Tumors 


Bladder  tumors*  (81  men,  17  women) 98 

Cancer  of  bladder 89 

Papilloma  of  bladder 9 

Urethral  cancer  (3  women,  1 man) 4 

Carcinoma  of  the  prostate 1 

Carcinoma  of  base  of  penis  and  history  of  multiple 

bladder  papillomata 1 

Vaginal  cancer  invading  the  bladder 1 


* 3 men  patients  who  had  bladder  tumors  also  had  carci- 
noma of  the  prostate  (3.6  per  cent  of  all  men). 

The  average  age  of  the  patients  in  this  series 
was  fifty-nine  and  six-tenths  years;  the  oldest 
was  seventy-eight,  the  youngest,  thirty-eight. 
In  81  instances  the  ureters  were  transplanted  to 
the  bowel,  and  in  24  instances  they  were  trans- 
planted to  the  skin. 

The  technic  of  operation  (Table  2)  was  varied 
to  meet  individual  needs.  With  the  84  men,  the 
perineoabdominal  approach  was  employed  68 
times  and  the  suprapubic  route,  alone,  16  times. 
With  the  21  women  patients  the  suprapubic 
approach  was  employed  1 1 times,  the  perineoab- 
dominal approach  3 times,  and  in  7 cases  the 


TABLE  2. — Operative  Approach  in  105  Genitourinary 
Tumors 


Operative 

, Number  of  Cases — - 

Approach 

Men 

Women 

Perineoabdominal 

68 

3 

Suprapubic 

16 

11 

Vaginal 

7 

Totals 

84 

21 

bladder  was  removed  entirely  by  the  vaginal 
route. 

There  were  6 postoperative  deaths  (Table 
3),  a mortality  of  5.7  per  cent. 

There  were  14  postoperative  complications 
(Table  4),  an  incidence  of  13.3  per  cent.  Of  these  < 
7,  or  6.7  per  cent,  were  severe,  and  the  remaining 
7 were  mild.  Conversely,  81  per  cent  had  a 
smooth  postoperative  course. 
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TABLE  3. — Postoperative  Deaths 


Man,  aged  60 
Man,  aged  62 
Man,  aged  62 

Man,  aged  78 

Man,  aged  77 
Man,  aged  68 


Died  on  twenty-fifth  postoperative  day.  De- 
veloped collapse  of  cervical  vertebra  due  to 
previously  unrecognized  metastasis  and 
died  of  respiratory  paralysis 
Died  three  hours  postoperatively.  Class  4 
cardiac.  Cystectomy  was  performed  vir- 
tually as  emergency  to  control  hemorrhage 
when  more  conservative  measures  failed 
Died  two  hours  postoperatively.  Extensive 
bronchiectasis.  Death  resulted  from  occlu- 
sion of  left  main  bronchus  by  mucous  plug 
with  complete  collapse  of  left  lung  and 
mediastinal  shift 

Died  on  twenty-second  postoperative  day. 
Developed  cardiac  failure  followed  by 
bronchopneumonia  and  terminal  uremia 
(secondary  to  cardiac  failure) 

Died  on  thirty-third  postoperative  day. 
Developed  wound  infection,  followed  by 
evisceration,  followed  by  fecal  fistula 
Died  on  sixth  postoperative  day  of  cerebral 
hemorrhage 


it  could  be  inferred  that  patients  who  survive 
more  than  two  years  after  cystectomy  are  usually 
free  of  tumor.  There  are  3 five-year  survivals 
without  evidence  of  disease  in  the  group  of  4 
patients  done  five  or  more  years  ago.  The 
successful  results  in  the  earliest  patients  treated 
by  cystectomy  can  be  attributed  partly  to 
chance  and  partly  to  the  extreme  care  used  in 
selecting  candidates  for  the  operation. 

One  might  logically  expect  better  results  in 
cases  in  which  cystectomy  was  done  immediately 
than  in  those  cases  in  which  a more  conservative 
initial  treatment  proved  unsatisfactory  and  ul- 
timately required  cystectomy.  This  could  not 
be  demonstrated  in  the  present  series,  however 
(Table  6). 


TABLE  4. — Postoperative  Complications 


Man,  aged  60 
Man,  aged  65 

Man,  aged  63 

Woman,  aged  68 

Man,  aged  61 

Woman,  aged  62 
Man,  aged  63 


7 Severe  Complications 
Trauma  of  nerves  of  left  leg  due  to  spinal 
anesthesia 

Vasomotor  collapse  due  to  myocardial 
weakness  during  perineal  portion  of 
cystectomy,  requiring  completion  of 
abdominal  portion  at  later  date 
Postoperative  hemorrhage  from  perineal 
wound  requiring  packing.  Probable 
left  common  iliac  vein  thrombosis 
Coronary  thrombosis  on  first  postopera- 
tive day 

Fecal  fistula  due  to  operative  trauma 
(previous  excessive  radiation) 

Fecal  fistula  due  to  residual  cancer 
Postoperative  partial  anal  sphincter  in- 
continence (due  to  operative  trauma) 


Man,  aged  57 

Man,  aged  71 
Man,  aged  69 
Man,  aged  60 
Man,  aged  69 
Man,  aged  52 
Man,  aged  51 


7 Mild  Complications 

Postoperative  ileus.  Probable  right  lower 
lobe  atelectasis 
Mild  cardiac  decompensation 
Mild  cerebrovascular  accident 
Mild  pulmonary  infarction 
Psychosis  with  cerebral  arteriosclerosis 
Mild  left  pyelonephritis 
Mild  thrombophlebitis,  both  legs 


TABLE  5. — Follow-up  on  105  Ctstectomies  for  Genitourinary  Tumors 


Per  cent 

Elapsed 

Alive — 

Time  Since 

Dead  but  Not 

No  Evi- 

Cystec- 

Alive — No  Evidence 

Alive  with 

from  Tumor  or 

Dead  with  Tumor 

Total 

dence  of 

tomy 

of  Disease 

Disease 

Renal  Failure 

or  Renal  Failure 

Number 

Disease 

6-7  years 

1 (74  months) 

0 

0 

0 

1 

100 

5—6  years 

2 (average,  66  months) 

0 

0 

1 (21  months) 

3 

66.7 

4-5  years 

1 (48  months) 

0 

0 

7 (average,  19  months) 

8 

12.5 

3-4  years 

0 

0 

0 

3 (average,  17  months) 

3 

0 

2-3  years 

7 (average,  25  months) 

0 

3 (average,  10  months) 

8 (average,  11  months) 

18 

38.9 

1-2  years 

8 (average,  14  months) 

5 (average,  15  months)  1 (average,  18  months) 

7 (average,  9 months) 

21 

38.1 

0-1  years 

26  (average,  5 months) 

11  (average,  5 months) 

0 

14  (average,  3 months) 

51 

50.9 

Totals 

45 

16 

4 

40 

105 

42.9 

From  the  follow-up  data  (Table  5)  it  is  seen 
that  almost  half  of  the  cystectomies  were  done 
during  the  year  1946,  and  almost  three  fourths  in 
the  two-year  period  of  1945  and  1946.  Forty- 
five,  or  42.9  per  cent,  of  the  105  were  alive  without 
evidence  of  disease  at  the  end  of  1946.  Twenty- 
six,  or  more  than  half  of  these  45  patients,  were 
operated  on  during  the  last  year,  and  the  follow- 
up period  is  obviously  too  short  to  be  significant. 
It  is  interesting,  however,  to  note  that  of  the 
patients  alive  with  disease,  none  was  operated 
upon  more  than  two  years  ago.  This  observa- 
tion gains  further  significance  when  it  is  noted 
that  patients  who  died  with  disease  usually  did 
so  within  two  years  of  cystectomy.  Conversely, 


TABLE  6. — Relationship  of  Previous  Treatment  to 
Number  of  Patients  Alive  without  Evidence  of  Disease 
(Bladder  Tumors  Only) 


Per  cent 

Alive — No 

Alive — No 

Evidence  of 

Total 

Evidence  of 

Disease 

Number 

Disease 

Patients  who  had  had 

previous  treatment 
Patients  whose  first 

19 

45 

42.2 

treatment  was  cys- 
tectomy 

23 

53 

43.4 

A comparison 

(Table  7) 

was  mat 

fc  between 

cases  in  which  there  was  no  preoperative  or  opera- 
tive evidence  of  local  extension  or  metastasis  and 


cases  in  which  there  was  a serious  question  of 
operability  as  evidenced  by  possible  metastasis, 
the  presence  of  a palpable  tumor  on  bimanual 
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TABLE  7. — Relationship  of  Operability*  to  Number  of  Patients  Alive  without  Evidence  of  Disease  in  98  Cases 
(Bladder  Tumors  Only) 


Operable 
(64  Cases) 

Palpable 

Tumor 

Patients  Considered 
— Questionably  Operable  (34  Cases)— 
Induration  Suspicious 

of  Bladder  Lymph 

Base  Nodes 

Positive 

Lymph 

Nodes 

Total  number 

64 

6 

24  3 

1 

Alive — no  evidence  of  disease 

Per  cent  alive — no  evidence  of  disease 

30 

46.9 

3 

9 0 

35.3 

0 

* Operability  as  estimated  by  preoperative  bimanual  examination  and  by  abdominal  exploration  at  time  of  ureteral  trans- 
plantation. 


examination,  induration  of  the  bladder  base  on 
rectal  examination,  or  the  finding  of  enlarged 
iliac  lymph  nodes  at  the  time  of  exploration. 
In  the  present  series  the  outlook  seems  more 
favorable  when  these  signs  are  not  present. 

The  chance  of  cure  seems  to  be  greater  with 
tumors  of  less  than  2 cm.  diameter  than  with 
larger  tumors  (Table  8). 


TABLE  8. — Relationship  of  Size  of  Tumor  to  Number 
of  Patients  Alive  without  Evidence  of  Disease  in 
98  Cases  of  Bladder  Tumors 


Patients  with  tumors  2 
cm.  or  larger  in  diam- 

Alive — No 
Evidence  of 
Disease 

Total 

Number 

Per  cent 
Alive — No 
Evidence  of 
Disease 

eter 

Patients  with  tumors 
less  than  2 cm.  in 

23 

69 

33.3 

diameter 

Patients  in  whom  size  of 
tumor  was  not  speci- 

12 

18 

66.7 

fied 

7 

11 

63.6 

Multiplicity  of  tumors  has  no  apparent  in- 
fluence on  the  number  of  patients  alive  without 
evidence  of  disease  (Table  9). 


Conclusions 

1.  Total  cystectomy  is  a feasible  method  of 
treatment  of  bladder  tumors.  The  opera- 
tion has  been  performed  in  a series  of  105 
patients  with  genitourinary  tumors  with  an 
operative  mortality  of  5.7  per  cent  and  a complica- 
tion rate  of  13.3  per  cent. 

2.  The  short  follow-up  in  the  majority  of 
cases  presented  has  obviously  influenced  all  the 
analyses  relating  to  the  number  of  patients  alive 
without  evidence  of  disease.  Accordingly,  no 
dogmatic  statements  in  this  regard  are  justified. 
On  the  basis  of  this  preliminary  survey,  however, 
one  can  make  the  following  tentative  conclusions: 

Patients  who  survive  two  years  without 
evidence  of  tumor  seem  to  have  a good  prospect  of 
“cure.” 

Patients  who  have  cystectomy  as  the  first 
treatment  seem  to  have  no  better  chance  of  cure 
than  those  who  have  preliminary  conserva- 
tive treatment  with  ultimate  cystectomy. 


TABLE  9. — Relationship  of  Multiplicity  of  Tumors  to  Number  of  Patients  Alive  without  Evidence  of  Diseasu 
in  98  Cases  of  Bladder  Tumors 


Papilloma  of  Carcinoma  of  Bladder  Tumor 

Bladder  Bladder  (Papilloma  and  Carcinoma) 

Per  cent 

Alive — No  Alive — No  Alive — No  Alive — No 

Evidence  Total  Evidence  Total  Evidence  Total  Evidence 

of  Disease  Number  of  Disease  Number  of  Disease  Number  of  Disease 

Patients  with  single  tumors  2 3 24  58  26  61  42.6 


Patients  with  multiple  tumors  6 6 

Patients  with  number  unspecified  0 0 


As  is  expected,  the  number  of  patients  alive 
without  evidence  of  disease  decrease  progres- 
sively as  the  histologic  grade  of  the  cancer  in- 
creases. The  system  of  grading  employed  does 
not  classify  papilloma,  even  with  atypical  cells, 
as  cancer  (Table  10). 

TABLE  10. — Relationship  of  Grade  of  Bladder  Tumor 
to  Number  of  Patients  Alive  without  Evidence  of 
Disease  in  98  Cases 


10  27  16  33  48  5 

0 4 0 4 0 


Estimates  of  operability  obtained  by  bimanual' 
examination  and  by  exploration  at  the  time 
of  urinary  diversion  are  of  some  value  in  prog- 
nosis. 

Tumors,  2 cm.  or  more  in  diameter,  are  as- 
sociated with  a definitely  poorer  prognosis  than 
those  less  than  2 cm.  in  diameter. 


Per  cent 

Alive — No 

Alive — No 

Total 

Evidence  of 

No  Evidence 

Grade 

Number 

Disease 

Disease 

Papilloma 

Carcinoma 

9 

8 

88.9 

Grade  I 

13 

9 

69.2 

Grade  II 

13 

5 

38 . 5 

Grade  III-IV 

34 

10 

29.  1 

Unclassified 

29 

10  ■ 

34 . 5 

Multiplicity  of  tumors  per  se  seems  to  have  ncji 
influence  on  prognosis. 

The  higher  the  grade  of  the  bladder  cancer) 
the  poorer  the  prognosis. 
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SUMMARY  AND  CONCLUSIONS 

Victor  F.  Marshall,  M.D.,  New  York  City 

(From  the  Department  of  Urology,  Cornell  University  Medical  College,  New  York  and  Memorial  Hospitals) 


FROM  this  symposium  on  the  treatment  of  the 
usual  bladder  tumors,  the  trend  away  from 
radiation  toward  radical  surgery  should  be 
evident.  Although  an  occasional,  successful  five- 
year  result  was  obtained  by  relying  on  radiation, 
the  results  for  the  whole  group  were  not  only  bad, 
but  also  little  or  no  palliation  was  obtained.  No 
common  denominator  exclusive  to  the  successful 
cases  could  be  found  to  provide  criteria  for  the 
future  selection  of  cases  which  might  obtain  a 
good  response  to  radiation.  Naturally,  low  grade 
tumors  seemed  to  be  more  successfully  treated 
than  high  grade  ones,  but  this  is  true  regardless  of 
method  of  therapy.  A comparison  of  the  radia- 
tion treated  group  with  the  general  population 
and  with  reports  on  untreated  bladder  cancer 
patients  made  our  failure  stand  out  more  un- 
pleasantly. 

The  radiation  group,  being  fairly  large,  con- 
secutive, and  with  a reasonable  follow-up  of  at 
least  five  years,  is  the  basis  for  a fairly  definitive 
study,  but  the  remaining  presentations  are  not. 
They  are  really  current  inventories  of  relatively 
recent  cases.  However,  at  this  stage  they  are  the 
best  guides  available  to  us  after  leaving  the  base 
lines  of  the  general  population,  untreated  cancer, 
and  the  radiation  group. 

Dr.  McLellan  has  indicated  that  simple  physi- 
cal destruction  by  figuration  does  produce  ex- 
cellent results  at  times.  However,  the  vast 
majority  of  the  successful  cases  had  not  only 
small  tumors,  but  also  a low  grade  of  malignancy. 
In  fact,  cases  with  so-called  benign  papilloma 
constituted  the  bulk  of  the  good  results,  although 
even  here  multiple  recurrences  and  poor  outcomes 
were  not  unknown.  Furthermore,  McLellan’s 
cases  were  selected  for  figuration  from  a fairly 
large  number  of  bladder  tumor  cases.  The 
patient’s  symptoms  were  seldom  increased  and 
were  often  decreased  temporarily,  even  though 
tumor  recurred.  The  temporary  control  of 
hemorrhage  alone  will  save  the  method  from 
oblivion.  When  the  bulk  of  the  tumor  is  cut  off,  a 
really  adequate  biopsy  is  usually  obtained  which 
is  valuable  for  prognosis  and  later  studies.  One 
real  danger  of  this  method  stems  from  its  good 
points:  with  symptoms  decreased,  with  the 

patient  pleased,  with  the  inability  to  be  certain 
that  residual  tumor  is  present,  and  with  the 
knowledge  that  some  cures  are  thus  produced,  the 
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urologist  may  miss  the  opportunity  of  saving  a 
failure  by  the  use  of  some  other  method. 

Dr.  Drew’s  series  of  patients,  having  segmental 
resection  of  the  bladder,  is  even  more  selected 
than  Dr.  McLellan’s.  On  the  other  hand,  it  seems 
evident  that  the  group  was  not  selected  highly 
enough,  since  the  end  results  have  not  been  good. 
In  general,  the  lesions  were  both  larger  and  of 
higher  grade  malignancy  than  those  chosen  for 
fulguration  alone.  Reimplantation  of  the  ureter 
as  a surgical  maneuver  was  highly  successful,  but 
when  done  to  remove  the  actual  site  of  the  tumor 
rather  than  merely  to  obtain  margin,  it  usually 
resulted  in  recurrence  unless  the  lesions  were  on 
histologically  benign  pedicles.  If  the  bladder 
shows  a tendency  to  multiple  originations  of 
tumors,  segmental  resection  offers  a very  poor 
prophylaxis. 

Surgically,  the  next  consideration  is  total  re- 
moval of  the  bladder,  but,  first  of  all,  the  results 
from  the  two  most  feasible  methods  of  permanent 
urinary  diversion  must  be  considered. 

Dr.  Humphreys  has  shown  that  uretero- 
cutaneous  anastomosis  is  not  a risky  operation  of 
itself,  but  the  long  term  morbidity  has  been 
great.  The  wearing  of  cups  without  catheters 
would  most  likely  have  improved  our  results,  but 
even  so,  few  of  us  would  care  to  put  up  with  the 
many  inconveniences  of  skin  transplants  if  there 
were  any  other  way  out.  On  the  other  hand, 
transplantation  of  the  ureters  to  the  skin  does 
have  a valuable,  and  at  times  necessary,  place  in 
the  treatment  of  difficult  and  complicated  cases. 

The  report  of  Dr.  Schnittman  on  uretero- 
intestinal  anastomosis  reveals  a somewhat  high 
mortality  of  12  per  cent,  but  his  analysis  of  the 
deaths  shows  that  many  of  the  patients  were  poor 
risks.  At  the  same  time,  many  poor  risk  patients 
got  along  well.  Should  we  select  our  candidates 
more  rigidly  and  thereby  deny  ureterointestinal 
transplantation  to  a good  number  of  poor  risk 
patients  who  would  get  along  well?  Personally,  I 
would  rather  attempt  to  apply  the  procedure  to  a 
still  larger  field,  by  continued  study  and  perfec- 
tion, realizing  that  the  percentage  of  cures  at  five 
years  is  so  low  that  even  the  occasional  saving  of  a 
poor  risk  patient  at  the  price  of  a high  percentage 
of  immediate  mortality  would  be  worthwhile. 
One  must  remember,  too,  that  the  usual  un- 
treated patient  is  by  no  means  asymptomatic. 
Dr.  Schnittman,  however,  has  rightfully  stressed 
the  usual  comfort,  even  though  perhaps  not  per- 


888 


SYMPOSIUM 


[N.  Y.  State  J.  M. 


manent,  and  social  acceptability  of  the  patients 
with  ureterointestinal  anastomosis.  It  should 
also  be  pointed  out  that  the  later  poor  results  in 
patients  with  intestinal  anastomosis  have  been 
due  more  often  to  cancer  than  to  renal  disease. 
The  procedure  cannot  reasonably  be  done  on  all 
bladder  cancer  patients.  The  technic  is  not  to  be 
undertaken  lightly,  as  attention  to  many  seem- 
ingly unimportant  details  is  usually  the  difference 
between  success  and  failure. 

The  consecutive  series  of  patients  having  total 
cystectomy  reviewed  by  Drs.  Whitmore  and 
Beall  is  not  as  encouraging  as  would  be  desired. 
Many  have  died  of  cancer  so  that  it  can  already 
be  seen  that  a really  high  cure  rate  will  not  be 
obtained.  We  would  be  pleased,  although  not 
delighted,  with  a 12  per  cent  successful  five-year 
result  rate.  Judging  from  statistics  on  other  in- 
ternal cancers  and  from  our  own  experience,  it  is 
extremely  improbable  that  a 50  per  cent  cure  rate 
•can  result  from  our  present  methods,  indeed,  a 
33y3  per  cent  rate  would  be  astounding.  The 
operative  mortality  was  low,  and  the  palliation 
was  great.  In  fact,  some  cystectomies  were  per- 
formed solely  for  palliation  and  a few  just  to  pre- 
vent exsanguination.  We  have  favored  the 
perineal  abdominal  approach  as  providing  for  the 
most  definite  removal  of  the  important  marginal 
tissues,  consisting  of  the  prostate  and  vesicles. 
Also,  dependent  drainage  via  the  perineum  seems 
valuable.  In  special  cases  vaginal  or  vaginal 
suprapubic  cystectomy  has  been  worth  while. 
Unless  the  tumor  is  well  removed  from  the 
bladder  base  and  outlet,  we  prefer  not  to  limit 
ourselves  to  the  suprapubic  approach. 

From  all  this  data  and,  necessarily,  from  other 
facts  as  well,  I will  attempt  to  give  very  briefly  our 
present  inclinations  for  therapy  of  bladder  tu- 


mors. Of  course,  there  are  many  considerations 
with  the  individual  patient,  but  in  the  items  to 
follow  let  us  consider  the  patient  as  being  in  ex- 
cellent condition  other  than  for  the  tumor  itself : 

1.  Local  excision  and  figuration  for  simple 
papillomas  as  their  first  treatment. 

2.  Segmental  bladder  resection,  with  or  with- 
out ureteral  reimplantation,  for  a highly  selected 
group  with  early,  preferably  low  grade,  cancers  so 
located  that  excessive  margins  can  be  obtained, 
and  where  there  is  no  tendency  to  multiple 
origination  in  the  bladder. 

3.  Ureterointestinal  anastomosis  by  the 
Coffey  I ipethod  followed  by  total  cystectomy  for 
all  Grade  II,  III,  and  IV  cancers,  which  are 
locally  mechanically  removable. 

4.  Most  grade  I cancers  are  treated  by 
cystectomy,  but  a select  few  are  treated  other- 
wise. Nearly  all  recurrent  cancers  also  fall  into 
this  group,  as  do  a selected  number  of  papilloma- 
tosis cases,  especially  those  with  rapid  and  bulky 
recurrences. 

5.  Skin  transplantation  of  the  ureters  is 
reserved  for  the  most  difficult  and  desperate 
cases. 

6.  Radiation  is  used  against  known 
metastases  and  occasionally  against  the  locally 
inoperable  bladder  cancer,  especially  after  skin 
transplantations . 

7.  Perhaps  some  improvement  with  the  Grade  I 
IV  cancers,  and  those  rare,  extremely  rapidly 
growing  cancers,  might  result  by  adding  heavy 
radiation  to  surgical  excision.  We  use  it,  there- 
fore. 

Finally,  let  me  emphasize  that  the  term 
“cancer,”  as  it  is  used  in  these  talks,  does  not  i 
include  papilloma  as  grade  I. 


THE  GREAT  HERBAL  (PfiN  TS’AG  KANG 

The  Army  Medical  Library  has  acquired  a 19th 
century  edition  of  Li  Shih-chen ’s  famous  Chinese 
“Great  Herbal”  (Pen  Ts’ao  Kang  Mu),  in  52  vol- 
umes. The  original  of  this  work  was  published  in 
1596,  shortly  after  the  death  of  its  compiler,  who  is 
said  to  have  labored  on  it  for  almost  thirty  years. 
The  introduction  to  the  work  states  that  in  his  will 
Li  Shih-chen  commissioned  his  son  to  submit  it  to 
the  emperor  Sh6n  Tsung,  who  thereupon  authorized 
its  publication. 

Although  it  is  commonly  translated  as  “The 
Herbal,”  the  Pen  Ts’ao  Kang  Mu  is  actually  a com- 
plete materia  medica.  Three  of  its  supplementary 
volumes  consist  entirely  of  very  fine  woodcuts  illus- 
trating the  animals,  plants,  and  minerals  which  form 
the  basic  substances  of  all  the  drugs  described  in  the 


MU) 

work  itself.  The  other  additional  volumes  contain  a 
preface,  an  introduction,  and  an  index  of  diseases. 

The  idea  of  the  Pen  Ts’ao  is  of  great  antiquity  and 
the  first  such  “Herbal”  is  traditionally  ascribed  to 
Shen  Nung,  the  Divine  Husbandman  and  God  of 
Medicine,  a legendary  emperor  who  is  said  to  have 
reigned  from  2737  to  2697  B.C.  By  the  time  when 
Li  Shih-chen  began  his  task,  about  five  hundred  dif- 
ferent Pen  Ts’ao  had  been  compiled.  His  work  rep- 
resents a critical  study  of  1,578  prescriptions  con- 
tained in  the  earlier  works  on  this  topic,  to  which  he 
added  358  new  drugs,  including  those  derived  from 
tobacco  and  opium.  Its  antiquity  does  not  detract 
from  the  present  value  of  the  book  and  Chinese  phy- 
sicians are  still  in  the  habit  of  consulting  it. — Army 
Medical  Library  News,  February,  1948 
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THE  discovery  of  streptomycin  by  Schatz, 
Bugie,  and  Waksman  and  their  demonstra- 
tion of  its  powerful  in-vitro  activity  against  the 
tubercle  bacillus  was  followed  quickly  by  Feld- 
man and  Hinshaw’s  careful  therapeutic  experi- 
ments in  animals.1  It  is  remarkable  that  in  the 
short  space  of  a year  these  investigators  so 
thoroughly  established  the  therapeutic  potentiali- 
ties and  limitations  of  the  drug  in  experimental 
tuberculosis  that  the  exploration  of  its  clinical 
possibilities  could  be  undertaken  on  a secure 
basis  late  in  1944.  Within  the  next  two  years  the 
Mayo  Clinic  group  had  already  treated  100 
patients.2  Their  early  results  established  that 
streptomycin  can  profoundly  and  favorably 
modify  the  course  of  at  least  some  cases  of  tuber- 
culosis in  humans.  Such  an  unequivocal  effect 
had  not  been  previously  demonstrated  with  any 
other  clinically  feasible  chemotherapeutic  agent, 
and  this  early  promise  is  currently  being  tested 
in  a large  number  of  clinics.  The  clinical  study 
at  New  York  Hospital,  on  which  this  paper  is 
based,  was  begun  early  in  1946,  under  the  aus- 
pices of  the  National  Research  Council,  and  is 
now  part  of  a cooperative  project  conducted  by 
the  American  Trudeau  Society  and  the  National 
Institute  of  Health. 

Nearly  60  patients  with  various  forms  of  tuber- 
culosis have  been  treated  in  the  period  since 
January,  1946,  when  the  study  was  started.  The 
cases  are  mainly  of  three  clinical  types:  (1) 
generalized  hematogenous  tuberculosis,  mostly  of 
the  acute  miliary  variety,  (2)  tuberculous  meningi- 
tis, and  (3)  pulmonary  tuberculosis,  with  and  with- 
out complicating  bronchial,  laryngeal,  or  other 
extrapulmonary  tuberculosis.  In  a few  patients 
acute,  generalized,  hematogenous  dissemination 
had  developed  in  the  course  of  chronic  pulmonary 
tuberculosis  so  that  there  is  some  overlapping  of 
these  categories.  In  general,  however,  the  cases 
are  either  hematogenous,  with  or  without 
meningifis,  or  of  the  pulmonary  form. 

As  the  problems  of  optimum  dosage  and  dura- 
tion of  treatment  have  not  yet  been  answered, 
either  for  the  most  immediately  threatening 
acute  hematogenous  forms  or  for  the  chronic 
pulmonary  forms,  the  regimens  used  in  the 
present  series  are  not  necessarily  to  be  recom- 
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mended.  Inasmuch  as  the  study  was  first 
undertaken  with  a view  to  an  evaluation  of 
toxicity,  the  cases  first  selected  were  mostly  of 
extreme  severity  and  in  advanced  stages  of  pro- 
gression. Doses  which  might  now  be  considered 
maximal  were  therefore  employed.  A total 
daily  dose  of  3 Gm.  intramuscularly  was  used  in 
adults.  This  was  divided  into  individual  doses 
of  0.375  to  0.5  Gm.  given  in  6 or  8 injections. 
The  duration  of  treatment  was  varied.  Origi- 
nally, a continuous  course  of  one  hundred  twenty 
days  was  given,  but  this  was  extended  in  a few 
instances  and  greatly  shortened  in  some  of  the 
more  recent  cases  for  reasons  which  will  be  dis- 
cussed later.  In  cases  with  meningitis,  intra- 
thecal administration  in  average  daily  doses  of 
0.05  to  0.2  Gm.  was  added  to  the  basic  intra- 
muscular therapy.  Current  and  proposed  modi- 
fications of  daily  dosage  schedules  need  not  be 
detailed  here,  but  it  should  be  mentioned  that 
they  are  in  the  direction  of  smaller  total  doses  and 
less  frequent  injections. 

The  duration  of  follow-up  is  yet  too  brief  to 
permit  a discussion  of  results  on  anything  more 
than  a preliminary  and  tentative  basis.  As  far 
as  the  demonstration  that  streptomycin  actually 
does  have  a recognizable  effect  on  tuberculous 
disease  in  humans  is  concerned,  however,  only  a 
brief  experience  in  the  treatment  of  but  a very 
few  cases  of  miliary  tuberculosis  and  tuber- 
culous meningitis  is  necessary  to  be  completely 
convincing.  In  these  heretofore  most  certainly 
and  most  rapidly  fatal  forms  of  tuberculosis, 
the  effects  of  treatment  are  most  easily  measur- 
able in  terms  of  prolongation  of  life  from  the 
usual  few  weeks  to  many  months.  Remissions 
have  been  observed  regularly  even  in  patients 
who  seemed  moribund.  The  improvement  is 
usually  rapid  and  of  an  extent  which  is  seen 
only  with  the  greatest  rarity,  if  ever,  in  the 
natural  course  of  the  disease.  Such  remissions 
in  miliary  tuberculosis,  for  instance,  have  been 
characterized  not  alone  by  subsidence  of  fever 
and  all  other  symptoms  but  by  an  accompanying 
regression  of  advanced  miliary  lesions  in  the 
lungs,  even  to  the  degree  of  complete  disappear- 
ance of  the  roentgenographic  shadows.  In 
tuberculous  meningitis  similar  complete  symp- 
tomatic remissions  have  been  produced  with  the 
return  of  all  spinal  fluid  changes  to  normal, 
including  sterility  on  culture.  For  completeness 
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of  remission,  then,  the  streptomycin  treatment  of 
these  forms  of  tuberculosis  can  be  compared  to 
the  penicillin  treatment  of  subacute  bacterial 
endocarditis.  Unfortunately,  not  as  much  can 
be  said  for  the  frequency  of  permanent  cure  or 
prolonged  arrest  of  the  disease.  Relapse  is  only 
too  frequent  and  in  some  instances  has  occurred 
even  while  treatment  was  still  in  progress,  pre- 
sumably because  of  the  development  of  bacterial 
resistance  to  the  drug.  In  these  cases,  the  sub- 
sequent course  has  been  rapidly  progressive  with 
reappearance  of  all  of  the  usual  manifestations 
of  overwhelming  tuberculous  infection  and  fatal 
termination. 

Acute  Miliary  Tuberculosis  and 
Tuberculous  Meningitis 

No  detailed  numerical  account  of  the  results  to 
date  in  the  meningitis  and  acute  generalized 
hematogenous  cases  will  be  presented.  Suffice 
it  to  say  that  among  the  15  cases  in  these  groups, 
there  are  only  2 miliary  and  3 meningitis  cases 
now  in  satisfactory  remission  with  a maximum 
follow-up  period  of  four  months  since  the  end  of 
treatment.  The  others  have  all  relapsed  and 
died  or  are  doing  poorly. 

A single  example  is  sufficient  to  illustrate  both 
the  unprecedented  improvement  which  can  be 
effected  by  streptomycin  and  the  difficulties 
which  may  be  encountered  to  preclude  a success- 
ful long  term  result. 


Case  1. — The  patient  was  a 21-year-old  man 
with  an  hyperacute,  generalized  miliary  tuber- 
culosis associated  with  cervical  and  mediastinal 
lymphadenitis.  The  enlargment  of  the  lymph 
nodes  was  extreme  and  had  developed  rapidly. 

Before  treatment  with  streptomycin,  the  patient 
had  daily  temperature  elevation  ranging  to  103  or 
104  F.  (Fig.  1).  This  high  fever  had  been  present 
for  at  least  two  weeks  prior  to  hospital  admission. 
From  the  earliest  symptoms  of  malaise  and  slight 
fever,  the  entire  illness  had  developed  within  a 
month.  When  streptomycin  treatment  was  started, 
there  followed  a rapid  decline  of  fever  and  corre- 
sponding improvement  of  the  other  prominent  symp- 
toms of  drowsiness,  weakness,  drenching  sweats,  and, 
extreme  anorexia.  The  enlarged  superficial  lymph 
nodes  in  the  cervical  region,  some  of  which  had 
attained  massive  size,  promptly  began  to  shrink. 
The  drowsiness,  amounting  almost  to  stupor,  gave 
place  to  alertness.  The  appetite  became  normal, 
and  a rapid  weight  gain  ensued.  Despite  this  gen- 
eral improvement,  however,  the  temperature  again 
rose  after  its  initial  decline  and  early  in  the  second 
month  of  treatment  had  resumed  a high  level.  The 
patient  at  this  time  complained  of  headache,  and 
although  there  were  no  objective  signs  of  meningeal 
irritation,  a lumbar  puncture  was  made.  The  spinal 
fluid  cell  count  was  175,  and  although  no  acid  fast 
bacilli  were  demonstrable,  intrathecal  administration 
was  begun  and  continued  for  twenty-eight  days. 
The  temperature  again  declined  to  the  normal  range, 
and  during  the  ensuing  five  weeks,  the  disease  was 
apparently  in  complete  remission.  There  were  no 
toxemic  symptoms;  the  superficial  lymph  nodes 


Fig.  1.  Course  of  acute  miliary  tuberculosis  treated  with  streptomycin.  Vertical  lines  indicate  high- 
est and  lowest  rectal  temperat  ure  recorded  each  day. 
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were  merely  palpable  and  no  longer  visibly  enlarged, 
and  the  chest  roentgenograms  had  meanwhile  shown 
complete  clearing  of  all  abnormal  shadows,  cast 
either  by  the  enlarged  mediastinal  lymph  nodes  or 
the  miliary  disease  in  the  lungs.  Cultures  of  gastric 
washings  and  sputum,  which  had  previously  been 
positive,  were  now  negative  for  tubercle  bacilli.  The 
spinal  fluid  became  virtually  normal  after  conclusion 
of  the  course  of  intrathecal  streptomycin.  Despite 
continued  intramuscular  administration  of  the  drug, 
relapse  occurred  early  in  this  patient  with  reappear- 
ance of  fever  and  all  other  symptoms,  recurrence  of 
visible  enlargement  of  superficial  lymph  nodes, 
some  of  which  broke  down  and  formed  cutaneous 
sinuses,  and  return  of  roentgenologically  demonstra- 
ble miliary  lesions  in  the  lungs.  The  course  was  now 
rapidly  progressive  and  terminated  fatally  seven 
weeks  after  the  clinical  onset  of  the  relapse  and  five 
months  after  the  institution  of  treatment.  The 
bacilli  isolated  from  this  patient  originally  were 
sensitive  to  less  than  1 microgram  of  streptomycin 
per  cc.  of  medium  in  vitro.  During  the  clinical 
remission  the  cultures  were  sterile  so  that  the  exact 
time  of  development  of  bacterial  drug  resistance  is 
not  determined.  The  cultures  isolated  early  in  the 
relapse  period,  however,  were  resistant  to  concentra- 
tions of  streptomycin  in  excess  of  1,000  micrograms 
per  cc.  It  seems  probable,  therefore,  that  the  de- 
velopment of  resistance  was  the  principal  factor 
responsible  for  the  therapeutic  failure,  although  the 
hyperacute  character  of  the  disease  and  its  advanced 
stage  of  progression  before  treatment  may  also  have 
contributed  to  the  poor  ultimate  result.  It  is  of 
interest  to  note  that  there  was  no  clinical  evidence 
of  relapse  of  the  meningitis  accpomanying  the  reac- 
tivation of  the  generalized  disease  and  that  the 
meningeal  involvement  found  at  autopsy  was  of 
minimal  extent.  The  occurrence  of  meningitis  late 
in  the  course  of  generalized  miliary  tuberculosis 
which  has  responded  favorably  to  streptomycin  has 
been  observed  in  other  cases  but  is  not  necessarily  to 
be  anticipated. 

A type  of  relapse  and  failure  opposite  to  that 
described  above  has  been  encountered.  This 
consists  of  relapse  of  the  meningitis  in  the  pres- 
ence of  apparently  completely  healed  miliary 
tuberculosis  in  organs  other  than  the  brain  and 
meninges.  In  one  such  case,  examined  post- 
mortem, the  only  residues  in  the  lungs  of  what 
had  originally  appeared  roentgenologically  as 
typical  disseminated  lesions  of  miliary  tuber- 
culosis were  irregular  fibrous  nodules  visible  only 
microscopically.  These  contained  no  inflamma- 
tory or  giant  cells  to  indicate  their  tuberculous 
origin.  The  gross  and  histopathologic  evidences 
of  healing  in  streptomycin-treated  miliary  tuber- 
culosis were  well  described  by  Bagenstoss,  Feld- 
man, and  Hinshaw.3 

Pulmonary  Tuberculosis 

Evaluation  of  the  effects  of  streptomycin  in 
pulmonary  tuberculosis  is  a problem  of  much 


greater  difficulty  than  in  the  more  uniformly 
fatal  forms  of  tuberculous  disease  previously 
described.  Because  of  the  well-known  spon- 
taneous tendency  to  healing  and  the  unpredict- 
ability of  the  clinical  course,  direct  comparison 
of  treated  and  untreated  cases  lacks  significance 
unless  a large  number  of  variable  factors  are  token 
into  consideration.  Furthermore,  the  multi- 
plicity of  these  factors  and  the  resulting  vari- 
ability in  the  clinical  picture  make  it  virtually 
impossible  to  conduct  a control  study  by  treating 
consecutive  alternate  cases.  Finally,  the  in- 
sidiousness of  pulmonary  tuberculosis  often 
results,  even  before  symptoms  are  noticed,  in 
establishment  of  much  destructive  change  which 
is  in  some  respects  irreversible.  Even  with 
the  most  ideal  chemotherapeutic  agent,  healing  of 
chronic  fibrous-walled  cavities  would  be  expected 
to  take  place  slowly,  if  at  all.  Dramatic  improve- 
ments, such  as  have  been  seen  in  the  acute  hema- 
togenous forms,  might,  therefore,  be  anticipated 
only  in  the  acute  exudative  forms  of  the  pul- 
monary disease.  This  has  indeed  been  the  case. 
There  are  a few  instances  only  among  the  cases 
of  pulmonary  tuberculosis  treated  in  the  present 
study  which  show  such  unprecedented  improve- 
ment, unequivocally  attributable  to  the  drug,  as 
is  the  rule  among  the  acute  hematogenous  cases. 
It  is  significant  that  there  should  be  any  improve- 
ment, and  it  requires  only  a moderate  familiarity 
with  the  natural  history  of  the  disease  to  rec- 
ognize the  effect  in  early  progressive  exudative 
cases  of  the  acute  pneumonic  type.  In  these, 
and  indeed  in  practically  all  cases  with  fever 
and  other  toxemic  manifestations,  whether 
early  or  late,  there  is  usually  a prompt  symp- 
tomatic response,  appreciable  within  a few  days. 
Fever  subsides  or  is  markedly  reduced;  the 
appetite  improves,  and  there  is  gain  in  weight 
and  strength.  More  importantly,  there  is 
usually  also  reduction  in  cough  and  expectoration, 
regression  of  infiltrative  roentgen  shadow’s  in  the 
lungs,  and  shrinkage  of  cavities.  Only  in  the 
early  cases,  however,  is  the  maintenance  of  the 
symptomatic  improvement  usual  and  cavity 
closure  or  sputum  conversion  frequently  attained. 
In  cases  with  established  secondary  changes  of 
extensive  caseation,  long-existing  and  large- 
sized cavities,  and  considerable  fibrosis,  the 
objective  improvement  rarely  proceeds  to  the 
immediate  therapeutic  goal  of  disappearance 
both  of  visible  cavities  and  recoverable  bacilli 
in  sputum  or  gastric  washings.  Moreover,  in 
many  instances,  the  favorable  trend  is  eventually 
reversed,  and  progressive  tendencies  are  resumed. 
The  time  of  such  resumption  of  progressive  mani- 
festations, as  reappearance  of  fever,  exacerbation 
of  other  symptoms,  enlargement  of  cavities,  and 
occurrence  of  bronchogenic  spread,  is  variable. 
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It  is  usually  measurable  in  months  but  in  several 
instances  has  occurred  in  as  short  a time  as  two 
or  three  weeks.  In  most  cases  it  has  been  pre- 
ceded by  in  vitro  evidence  of  bacterial  resistance 
to  the  drug,  but  there  have  been  occasional  ex- 
ceptions to  this  rule.  Neither  does  it  always 
follow  that  demonstrable  in  vitro  resistance  to 
concentrations  beyond  the  therapeutically  at- 
tainable range  results  in  reversal  of  a favorable 
trend.  Sometimes  the  last  positive  culture 
obtained  may  have  been  resistant,  but  the 
prior  improvement,  nevertheless,  was  sufficient 
for  the  patient’s  natural  defense  mechanisms  to 
have  gained  the  upper  hand.  The  time  of  de- 
velopment of  demonstrable  in  vitro  bacterial 
resistance  varies  widely.  In  most  instances  it 
is  observed  somewhere  between  sixty  and  ninety 
days,  but  it  has  occurred  as  early  as  within  thirty 
days.  For  this  reason  the  duration  of  the  usual 
course  of  treatment  in  cases  of  pulmonary  tuber- 
culosis has,  in  this  study,  been  reduced  recently 
to  six  weeks.  In  the  miliary  and  meningitis 
cases,  however,  the  longer  courses  are  being 
retained  for  the  present. 

The  preliminary  results,  and  it  is  particularly 
emphasized  that  these  are  preliminary  only,  of 
the  first  25  cases  of  adult  type  pulmonary  tuber- 
culosis in  which  the  course  of  treatment  has  been 
completed  are  shown  in  Table  1.  The  cases  are 
divided  into  two  groups  according  to  their  clinical 
types  and  presumed  pathologic  character.  The 
terms,  cavity  closure  and  sputum  conversion, 
are  here  employed  with  certain  reservations  and 
should  not  be  taken  to  imply  any  permanency  of 
favorable  results,  since  the  follow-up  period  is  still 
too  short  to  indicate  anything  more  than  trends. 
By  cavity  closure  is  meant  that,  in  at  least  two 
stereoroentgenographic  examinations,  previously 
recognizable  cavities  have  become  no  longer 
recognizable  and  have  remained  unrecognizable 


TABLE  1. — Preliminary  Results  in  Treatment  of 
Pulmonary  Tuberculosis  (7  Moderately  Advanced  and 
18  Far  Advanced  Cases) 

Number 


Presumed 

of 

Cavity 

Sputum 

Pathologic  Character 
Early  predominantly  exu- 
dative with  recent 

Cases 

Closure 

Conversion 

excavation 

(a)  Patchy  pneumonic 
(annular,  thin- 

walled  cavities) 
(6)  Confluent  pneumo- 
nic (consolidation 

6 

5 

5 

little  excavation) 
(c)  Caseocavernous 

(large  or  multilo- 
cular  cavities, 

little  evidence  of 

3 

2 

2 

fibrosis) 

Chronic  mixed  type  with 
fibrocavernous  secondary 

2 

0 

0 

changes 

14 

3 

3 

Total 

25 

10 

10 

in  all  subsequent  examinations,  including  the 
latest.  By  sputum  conversion  is  meant  sputum, 
previously  found  to  contain  tubercle  bacilli 
(in  nearly  all  instances  of  high  bacillary  count 
on  smear)  regularly,  has  become  negative  by  both 
smear  and  culture  in  two  or  more  successive 
examinations.  In  some  instances,  the  first  few 
negative  examinations  may  have  been  followed 
by  one  or  more  that  were  positive,  but  none  are 
here  listed  in  which  the  reappearance  of  demon- 
strable bacilli  was  not  again  followed  by  one  or 
more  negative  examinations,  including  the  latest. 
Recurrence  of  occasional  positive  examinations 
with  bacilli  present  in  relatively  small  number  is 
not  uncommon  after  initial  conversion  by  what- 
ever method  of  treatment  and  does  not  necessarily 
indicate  that  the  eventual  therapeutic  result  may 
not  be  satisfactory  in  accordance  with  the  stand- 
ard criteria  of  arrest.  When  it  is  taken  into 
consideration  that  most  of  the  cases  were  regarded 
as  unsuitable  for  collapse  therapy  and  unlikely 
to  improve  on  bed  rest  alone,  these  preliminary 
trends  among  the  first  group  of  early  exudative 
cases  may  be  regarded  as  encouraging.  It 
should  be  noted  that  the  original  appraisal  with 
respect  to  prognosis  on  standard  forms  of  treat- 
ment was  based,  in  most  cases,  on  at  least  a 
month  of  hospital  or  sanatorium  observation, 
that  in  all  cases  it  was  made  by  experienced 
specialists,  and  that  over  half  the  patients 
were  referred  from  other  tuberculosis  institutions, 
because  the  prognosis  was  considered  unfavorable 
without  antibacterial  therapy.  The  small  num- 
ber of  cavity  closures  and  sputum  conversions 
among  the  second  group  with  more  established 
secondary  changes  does  not  necessarily  indicate 
that  only  a corresponding  number  received 
measurable  benefit  from  the  treatment.  Two 
patients  in  this  group,  in  whom  previous  artificial 
pneumothorax  had  been  abandoned  as  ineffective 
because  of  adhesions  which  could  not  be  divided 
and  whose  disease  before  they  received  strepto- 
mycin was  progressive  and  considered  unsuitable 
for  thoracoplasty,  were  sufficiently  improved  so 
that  this  operation  was  undertaken  and  success- 
fully completed. 

Another  who  had  reactivated  and  progressed 
disastrously,  following  an  apparently  successful 
lobectomy,  likewise  improved  sufficiently  to 
permit  thoracoplasty,  also  with  apparent  suc- 
cess. The  immediate  effect  on  coexisting,  ulcera- 
tive laryngeal  and  bronchial  tuberculosis  has 
in  all  instances  been  conspicuously  favorable 
with  apparently  complete  healing  within 
several  weeks.  Relapse  has  been  observed  so 
far  only  when  the  associated  pulmonary  disease 
was  less  favorably  influenced  and  had  re- 
sumed. its  progressive  course  after  development 
of  bacterial  resistance. 
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Conclusion 

The  material  is  necessarily  too  small  and  too 
diverse  for  statistical  analysis  and  the  follow-up 
period  too  short  for  appraisal  of  end  results. 
The  trend,  however,  appears  to  justify  the  feeling 
that  streptomycin  may  on  further  evaluation 
prove  to  be  a permanent  adjunct  to  more  estab- 
lished methods  of  treatment  of  pulmonary 
tuberculosis.  Everything  in  the  present  experi- 
ence supports  the  opinion  of  Hinshaw  and  his 
coworkers  that  streptomycin  is  suppressive 
rather  than  curative  and  cannot  be  expected  to 
eradicate  well-established  tuberculous  infection 
in  humans.  In  this  respect  its  action  resembles 
that  of  other  antibacterial  agents  in  other  in- 
fections, although  the  similarity  may  be  clinically 
obscured  in  the  more  acute  diseases. 

The  observations  on  toxicity  attributable  to 
streptomycin  in  the  present  study  have  been 
reported  elsewhere.4  5 These  confirm  the  results 
of  others  which  indicate  that  the  disturbance  of 
equilibrium,  encountered  regularly  in  greater 
or  less  degree,  is  the  most  important  untoward 
reaction.  With  overdosage  or  in  the  presence  of 
renal  insufficiency,  there  is  also  risk  of  deafness, 
as  there  is  with  intrathecal  administration. 

Only  two  unequivocal  indications  for  strep- 
tomycin treatment  of  tuberculosis  can  be  said  to 
exist  at  present.  These  are  tuberculous  meningi- 
tis and  acute  generalized  miliary  tuberculosis. 
In  pulmonary  tuberculosis  much  further  study 
will  be  necessary  before  the  exact  indications 
are  clarified.  In  our  opinion,  both  the  immedi- 
ate toxic  effects,  although  they  do  not  often  appear 
to  be  severe,  and  the  possibility7'  of  persistent 
equilibratory  disturbance,  or  even  more  serious 
late  toxic  sequelae,  makes  it  unjustifiable  to  treat 
any  patients  except  those  who  are  seriously 
threatened.  This  excludes  all  cases  of  minimal 
pulmonary  tuberculosis,  the  prognosis  of  which 
with  adequate  rest  treatment  is  almost  always 
favorable.  In  more  advanced  cases  the  outlook 
for  favorable  response  to  streptomycin  is  best 
when  the  disease  is  of  recent  origin  or  early 
exudative  lesions  predominate.  In  those  of 
longer  duration,  with  more  established  secondary 
changes,  the  possibility  of  a sufficiently  favorable 
effect  to  contribute  importantly  to  recovery  is  by 
no  means  excluded,  but  it  is  less  regularly  to  be 
anticipated.  In  general,  however,  the  outlook 
for  recovery  with  standard  treatment  must  be 
carefully  evaluated,  and  streptomycin  had  best 
be  witheld  if  this  is  favorable.  The  apparent 
correlation  between  in  vitro  sensitivity  and 
clinical  course,  observed  in  the  majority  of 
patients  of  the  present  study,  is  perhaps  not 
numerically  sufficient  to  be  regarded  yet  as  the 
general  rule.  Assuming,  however,  that  it  will  be 


confirmed,  it  is  evident  that  where  neither  strep- 
tomycin alone  nor  standard  t reatment  alone  may 
be  expected  to  control  the  disease,  the  combined 
use  of  streptomycin  and  collapse  therapy  will 
have  to  be  worked  out  carefully  with  respect 
to  dosage,  duration  of  course  or  courses,  and 
timing.  If,  as  now  seems  probable,  the  period 
of  effective  antibacterial  therapy  is  limited  to 
approximately  two  months  in  most  instances,  it 
is  important  that  the  course  of  streptomycin  not 
be  given  prematurely  and  that  surgery,  when  it  is 
necessary,  not  be  unduly  delayed  beyond  the 
period  of  maximum  benefit  from  the  antibacterial 
therapy. 

It  should  also  be  mentioned  here  that  there  is 
no  evidence  that  relapse  following  streptomycin 
therapy  is  any  less  likely  than  following  rest 
therapy  alone.  Prolonged  rest  treatment  after, 
as  well  as  in  conjunction  with,  streptomycin 
seems,  therefore,  just  as  important  in  these  as  in 
any  other  patients  treated  for  pulmonary  tuber- 
culosis. 

It  cannot  be  overemphasized  that  the  strepto- 
mycin treatment  of  pulmonary  tuberculosis  is 
still  in  its  early  experimental  phase.  The  drug 
should,  therefore,  be  given  only  with  detailed 
knowledge  of  the  possible  toxic  effects  and  with 
careful  observation  for  early  detection  of  poten- 
tially serious  manifestations.  The  treatment 
should  usually,  therefore,  be  given  in  a hospital 
where  routine  audiometric  and  renal  function 
tests,  frequent  blood  counts,  and  bacteriologic 
studies  can  be  adequately  and  easily  made. 
Its  indiscriminate  use  in  improperly  selected 
cases  and  without  the  necessary  safeguards  of 
these  special  examinations  can  lead  only  to 
harm  and  to  delay  in  establishing  'its  correct 
place  in  the  therapy  of  tuberculosis. 

133  East  64th  Street 

Discussion 

Nicholas  D.  D’Esopo,  M.D.,  Sunmount. — 
Probably  the  most  important  problem  in  the  strepto- 
mycin therapy  of  pulmonary  tuberculosis  at  the 
present  time  is  the  fact  that  the  bacilli  of  the  major- 
ity of  treated  patients  acquire  the  ability  to  grow  in 
high  concentrations  of  streptomycin,  concentrations 
of  the  drug  that  are  far  greater  than  can  be  obtained 
in  the  circulating  blood  without  serious  toxicity.  A 
group  of  25  patients  recently  studied  at  Sunmount 
revealed  that  30  per  cent  had  acquired  in  vitro  resist- 
ance to  streptomycin  at  the  end  of  one  month,  and 
60  per  cent  had  acquired  resistance  at  the  end  of 
four  months.  Such  adaptability  on  the  part  of  the 
bacillus  appears  to  be  a disadvantage  to  the  patient. 

In  the  Sunmount  group  there  was  a rather  definite 
correlation  between  resistance  to  the  drug  and  the 
clinical  responce  to  the  drug.  On  the  whole,  pa- 
tients whose  organisms  had  become  resistant  did 
poorly,  as  evidenced  by  symptomatology,  sputum 
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amount,  bacillary  content  of  the  sputum,  and  the 
weight  curve.  However,  there  was  no  spread  of 
disease  in  these  resistant  patients,  although  the  cavi- 
ties of  5 resistant  patients  became  larger  during 
therapy.  This  phenomenom,  the  enlargement  of 
cavity  during  treatment,  was  not  observed  in  pa- 
tients whose  organisms  remained  susceptible  to 
streptomycin.  There  was  also  a relationship  be- 
tween the  time  at  which  enlargement  of  cavity 
occurred  and  the  time  that  resistance  developed. 
We  found  this  temporal  relationship  most  interest- 
ing since  the  in  vitro  laboratory  test  that  discloses 
resistance  is  by  necessity  delayed  about  two  months. 

Five  patients  who  had  been  treated  for  one  hun- 
dred twenty  days  and  who  had  become  resistant 
were  retreated  after  an  average  interval  period  of 
forty-five  days.  Two  became  worse  during  treat- 
ment, and  one  of  these  died  of  a massive  hemorrhage. 
Of  the  other  three,  one  showed  a further  increase  in 
cavity  size,  and  two  patients  showed  a reduction  in 
cavity  size.  These  latter  two  cases  suggest  that 
after  cessation  of  therapy  a greater  proportion  of 
bacilli  may  become  susceptible  to  streptomycin. 
However,  the  present  in  vitro  method  of  testing  re- 
sistance does  not  measure  the  proportions  of  sus- 
ceptible and  resistant  bacilli. 

It  is  probably  true  that  not  all  of  a patient’s 
bacilli  become  resistant  to  streptomycin  at  the  same 
time.  It  happens,  therefore,  that  some  patients  will 
continue  to  improve  or  at  least  do  not  become  worse 
during  treatment,  although  their  bacilli  are  pre- 
dominantly resistant  to  streptomycin  in  vitro.  This 
must  occur  because  an  appreciable  proportion  of  the 
total  number  of  bacilli  are  still  susceptible,  and  the 
suppression  of  this  susceptible  proportion  is  sufficient 
to  effect  a favorable  therapeutic  response.  On  the 
other  hand,  there  are  probably  some  patients  whose 
natural  immunity  is  so  low  that  almost  all  bacilli 
must  be  suppressed  for  improvement  to  occur. 
When  the  bacilli  of  such  patients  become  resistant, 
relapses  will,  be  seen  during  therapy.  Therefore, 
the  number  of  relapses  during  therapy  in  any  group 
of  treated  patients  will  be  related  to  the  types  of 
patients  selected.  Dr.  Muschenheim’s  group  of 
patients  were,  for  example,  far  more  advanced  on  the 
whole  than  the  group  studied  at  Sunmount.  It  is 


understandable  that  a certain  number  of  relapses 
during  therapy  should  have  occurred. 

Dr.  Muschenheim  and  his  associates  have  sug- 
gested that  the  optimum  period  of  treatment  is 
about  six  to  eight  weeks.  In  general,  I would  agree 
with  this.  There  are  two  observations  that  make 
us  believe  that  this  is  a reasonable  course  to  follow. 
First,  the  majority  of  patients  develop  resistance  to 
streptomycin  and  after  that  respond  poorly  to  the 
drug.  Second,  streptomycin  in  pulmonary  tuber- 
culosis does  not  appear  to  be  definitive  therapy  and  1 
in  most  cases  will  be  useful  as  an  adjunct  to  estab- 
lished collapse  procedures.  At  the  present  time  the 
preparation  of  patients  for  collapse  therapy  during 
the  early  months  of  treatment  when  bacilli  are  still 
predominantly  susceptible  would  seem  to  be  a sound 
method  for  using  the  drug.  It  is  probably  not  wise 
to  employ  streptomycin  in  types  of  pulmonary  tuber- 
culosis that  can  be  controlled  by  conventional  j 
therapy. 

We  must  still  learn  whether  resistance  to  strepto- 
mycin  is  permanent.  If  it  is  permanent  we  must 
not  make  favorable  cases  resistant,  since  .such  i 
cases  may  require  streptomycin  during  an  acute  re- 
lapse in  the  future. 

There  are  variations  in  therapy  still  to  be  studied. 
Intermittent  streptomycin  therapy  must  be  explored 
in  the  hope  that  the  development  of  resistance  might 
be  delayed.  Small  doses,  such  as  !/s  Gm.  daily, 
should  be  tried  in  the  hope  that  such  doses  might  re-  j 
suit  in  fewer  resistant  cases.  The  almost  incredible  j 
therapeutic  response  to  streptomycin  in  the  early 
months  of  treatment  should  not  make  us  unduly 
optimistic,  nor  should  we  be  discouraged  by  the 
disappointing  phenomenon  of  resistance.  As  it 
stands  now,  streptomycin  is  a valuable  adjunct  to 
the  treatment  of  pulmonary  tuberculosis. 
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STREPTOMYCIN  CURE  OF  PLAGUE  REPORTED  IN  INDIA 


Streptomycin  cure  of  plague  was  reported  by 
General  Sir  Sahib  Singh  Sokhey,  director  of  the 
Haffkine  Institute  in  Bombay. 

In  experimental  tests  with  plague-infected  mice, 
streptomycin  treatment  resulted  in  100  per  cent 
cures.  When  87  human  patients  with  bubonic 
plague,  including  15  in  an  advanced,  usually  fatal 


stage  of  the  disease,  were  given  streptomycin  treat- 
ment, all  but  two  recovered. 

The  streptomycin  used  in  these  studies  and  to 
treat  the  patients  was  donated  by  Dr.  Robert  D. 
Coghillof  Abbott  Laboratories,  North  Chicago,  111., 
and  the  British  Medical  Research  Council. — Science 
News  Letter,  February  21,  1948 


DIAGNOSTIC  DIFFICULTIES  IN  INTRATHORACIC  NEOPLASMS 

John  L.  Pool,  M.D.,  New  York  City 
( From,  the  Thoracic  Surgical  Service,  Memorial  Hospital) 


A DIAGNOSTIC  study  of  patients  with 
breathing  or  swallowing  complaints  neces- 
sitates the  considered  use  of  various  adjuvant 
diagnostic  equipment.  It  is  my  plan  to  present 
briefly  the  methods  now  used  at  Memorial  Hos- 
pital to  arrive  at  an  accurate  evaluation  of  a given 
patient’s  problem  in  the  field  of  intrathoracic 
disease.  It  is  too  large  an  order  to  discuss  all  the 
intrathoracic  phases  of  neoplastic  disease.  I 
wish  simply  to  review  with  you  the  step-by-step 
procedures  which  aid  in  the  differential  diagnosis 
of  tumors  within  the  chest. 

The  history  is  often  of  prime  importance  in 
pointing  to  further  investigative  steps.  In 
esophageal  cancer,  for  instance,  there  is  almost  in- 
variably a rapidly  increasing  dysphagia  extending 
over  a period  of  at  least  two  months.  There  is 
seldom  an  antecedent  history  of  swallowing  diffi- 
culty, although  I recently  saw  a fifty-year-old 
woman  who  gave  a fifteen-year  history  of  “food 
sticking  in  the  throat”  and  the  fear  of  swallowing 
the  wrong  way.  Because  of  this  fear  she  gave 
up  all  meat  three  years  ago,  but  rapidly  progres- 
sive dysphagia  only  developed  six  months  before 
she  sought  medical  advice.  She  had  an  annular 
carcinoma  just  below  the  cricopharyngeus  which 
was  proved  by  endoscopic  biopsy,  plus  evidences  of 
a long-standing  Plummer-Vinson  syndrome. 

The  most  prominent  symptom  in  patients  later 
proved  to  have  bronchogenic  carcinoma  has  been 
a continuing  cough.  This  symptom  has  been 
present  in  95  per  cent  of  some  600  patients  with 
this  disease  recently  reviewed  by  LaDue  and 
Craver  at  Memorial  Hospital  and  has  been  the 
first  symptom  in  three  fourths  of  the  patients.1 
The  cough  has  no  characteristic  different  from 
cough  due  to  tracheobronchial  inflammation  and 
may  or  may  not  be  associated  with  expectoration. 
Pain  has  frequently  been  mentioned  as  a promi- 
nent symptom  of  lung  cancer,  and  this  is  true  of 
those  lesions  which  are  extensive  or  where  there  is 
invasion  of  mediastinum  or  visceral  pleura. 
Nevertheless,  pain  is  frequently  absent  in  early 
stages  of  bronchogenic  carcinoma,  that  is,  when 
intensive  surgical  or  radiotherapeutic  measures 
stand  a chance  of  arresting  the  disease.  Hemopty- 
sis of  some  degree,  varying  all  the  way  from 
slight  spotting  to  frank  hemorrhage,  occurs  in 
most  patients  with  lung  cancer  except  in  such 
peripheral  lesions  as  those  in  the  superior  pul- 
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monary  sulcus.  The  bleeding  is  in  no  way  dif- 
ferent from  that  seen  in  pulmonary  tuberculosis. 
There  is,  in  short,  no  characteristic  history  to 
differentiate  primary  lung  cancer  from  other  lung 
disease. 

Physical  examination  will  tell  the  examiner 
where  portions  of  lung  are  consolidated,  atelec- 
tatic, or  emphysematous.  The  presence  of 
pleural  effusion  and  metastatic  cancer-enlarged 
lymph  nodes  in  the  supraclavicular  or  axillary 
groups  may  be  detected.  Clubbing  of  the  fingers 
is  observed  in  those  cases  where  pneumonitis 
accompanies  the  neoplasm,  particularly  where 
there  is  pulmonary  infection  in  relatively  airless 
lung  peripheral  to  an  endobronchial  lesion. 
Wheezing  or  persistent  rhonchi  over  one  area  of  the 
chest  is  always  suggestive  evidence  of  partial 
bronchial  obstruction,  especially  when  the  ex- 
piratory phase  is  prolonged.  If  present  on  re- 
peated examinations,  growth  rather  than  a 
mucous  plug  should  be  considered  the  blocking 
agent.  Tumor  masses  in  the  mediastinum  may 
lead  to  blockage  of  the  superior  thoracic  inlet, 
with  engorgement  of  chest,  neck,  and  arm  veins, 
and  with  facial  edema. 

The  most  important  laboratory  aid  is,  of  course, 
the  x-ray.  For  lung  and  mediastinal  diagnoses, 
the  PA  chest  film  at  6-foot  distance,  plus  a 
lateral  taken  at  the  same  time,  are  the  most  useful 
views.  A PA  film  alone  can  be  deceptive.  For 
instance,  a spherical  density  lying  in  the  para- 
vertebral area  nine  times  out  of  ten  will  be  a 
tumor  of  neurogenic  origin,  whereas  a spherical 
mass  of  homogenous  density  adjacent  to  a lung 
hilum  is  highly  suspicious  of  bronchogenic  cyst. 
These  could  not  be  differentiated  on  the  PA  film 
alone. 

When  evaluating  shadows  within  the  medias- 
tinum, it  is  important  to  determine  whether  they 
lie  anterior  or  posterior  and  their  relationship  to 
the  cardiac  shadow,  to  the  diaphragm,  to  the 
trachea,  and  to  the  esophagus.  For  this  purpose, 
fluoroscopy  is  most  useful.  It  also  affords  an 
opportunity  to  determine  whether  there  is  ex- 
pansile pulsation  or  merely  transmitted  pulsa- 
tion. Furthermore,  fluoroscopy  can  be  used  to 
determine  whether  a specific  shadow  will  separate 
from  the  diaphragm  on  deep  inspiration.  It  is 
often  helpful  to  give  a swallow  of  thick  barium  to 
illuminate  extrinsic  or  intrinsic  esophageal  com- 
pression, even  though  the  patient  may  have  no 
complaint  referable  to  swallowing.  Posterior 
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mediastinal  shadows  require  films  with  the  Bucky 
technic  for  bone  detail,  because  the  ganglioneu- 
roma is  apt  to  produce  deformity  of  the  rib  margin 
by  pressure,  and  some  of  the  neurofibromas  have 
dumbbell  extension  through  the  vertebral  for- 
amina. Tumor  masses  about  the  cardiac  shadow 
and  the  aortic  arch  at  times  will  require  differen- 
tiation from  aneurysm  by  angiocardiography. 

X-ray  diagnosis  of  secondary  lesions  within  the 
lung  parenchyma  is  relatively  easy  where  such 
lesions  are  multiple.  The  solitary  metastasis 
from  asymptomatic  and  unrecognized  primary 
carcinoma  elsewhere  may  be  impossible  to 
differentiate  from  primary  lung  cancer  on  x-ray 
examination.  Such  secondaries  have  been  seen 
from  the  thyroid,  the  rectum,  and  the  kidney. 
Tomography  or  sectional  x-rays  of  the  lung  prove 
helpful  in  determining  the  presence  of  cavitation 
within  atelectatic  tissue  and,  also,  at  times 
delineate  endobronchial  tumor  masses.2  How- 
ever, they  cannot  tell  you  definitely  whether  such 
an  endobronchial  protrusion  is  an  adenoma,  a 
bronchogenic  carcinoma,  or  inspissated  mucus.2 
Bronchography  also  is  useful  in  localizing  obstruc- 
tion, deformity,  and  distortion  of  branch  bronchi.3 

Almost  #all  esophageal  lesions  are  readily 
diagnosed  on  the  esophagram  as  filling  defects  or 
ulceration.  Nevertheless,  there  are  certain  be- 
nign ulcerations  with  associated  stricture  wdiich 
cannot  be  differentiated  by  x-ray  examination 
alone.  In  a sixty-nine-year-old  man,  complaining 
of  a six-month  dysphagia,  continuous  epigastric 
pain  for  three  months,  and  a thirty-pound  weight 
loss,  esophagoscopy  revealed  stricture  of  the  lower 
third  of  the  esophagus.  Biopsy  showed  inflam- 
matory ulceration  on  gastric  mucosa.  Since  the 
x-ray  picture  could  not  rule  out  carcinoma  in  his 
intrathoracic  gastric  segment,  for  he  had  a 
definite,  congenitally  short  esophagus,  explora- 
tory thoracotomy  was  carried  out,  and  formal 
biopsy  confirmed  the  diagnosis  of  peptic  ulcera- 
tion. 

Histologic  proof  of  the  presence  of  cancer  is  the 
prime  goal  in  diagnostic  study  before  decision  as 
to  therapeutic  measures  can  be  made.  This  is 
relatively  easy  to  achieve  in  esophageal  cancer 
through  the  use  of  the  esophagoscope.  The 
occasional  case  will  have  submucous  extension  of 
disease  as  the  presenting  endoscopic  finding  so 
that  biopsy  of  the  actual  ulcer  with  a biting 
forceps  is  not  possible.  In  such  cases  a fine  cup- 
shaped curet  can  secure  tissue  for  microscopic 
study.  The  seeking  of  biopsy  through  the 
bronchoscope  is  another  matter.4  In  reviewing 

14  patients  with  lung  cancer  at  Memorial  Hos- 
pital, it  was  found  that  bronchoscopy  was  com- 
pletely negative  in  21  per  cent,  there  was  visual 
evidence  of  extrinsic  distortion  of  the  bronchus 
consistent  with  cancer  in  12.4  per  cent,  and  visual, 


although  not  microscopic,  evidence  of  endo- 
bronchial cancer  in  29.8  per  cent.  Routine  micro- 
scopic diagnosis  was  achieved  in  37  per  cent.  As 
65  per  cent  of  primary  bronchogenic  carcinomas 
arise  in  the  major  bronchi,  it  is  a little  disappoint- 
ing that  less  than  half  of  all  bronchoscopies  have 
yielded  positive  diagnoses  under  the  microscope. 

The  value  of  bronchoscopy  has  been  enhanced 
recently  by  the  suggestion  of  Dr.  Clerf,  wherein  1 
or  2 cc.  of  saline  is  instilled  into  the  suspected 
segmental  bronchus,  the  return  fluid  aspirated, 
spun  down,  and  studied  under  the  microscope, 
preferably  by  the  method  of  Dr.  Papanicolaou.5  6 
This  method  is  particularly  applicable  in  patients 
where  hemoptysis  is  a prime  finding  and  with 
lesions  in  the  midpulmonary  zone.  We  have  also 
had  considerable  satisfaction  from  Dr.  Papan- 
icolaou’s help  in  examining  expectorated  sputum  ! 
for  cancer  cells.  In  50  patients  in  whom  lung 
cancer  was  corroborated  by  histologic  studies,  he  | 
found  neoplastic  cells  in  the  sputum  of  78  per  \ 
cent  and  no  such  cells  in  22  per  cent.  No  patient 
in  our  series  to  my  knowledge  has  been  diagnosed 
as  having  lung  cancer  on  sputum  examination 
where  the  diagnosis  was  not  subsequently  con-  « 
firmed. 

In  those  patients  where  there  is  a peripheral  j 
x-ray  density  suggestive  of  lung  cancer  and  I 
where  bronchoscopy  and  sputum  examinations  'j 
have  not  confirmed  the  clinical  impression,  as-  i 
piration  biopsy  has  frequently  clinched  the 
diagnosis.7  In  a group  of  such  patients  where 
this  diagnostic  method  was  employed,  failure  to 
secure  a positive  diagnosis  resulted  in  15.4  per  ; 
cent,  while  in  84.6  per  cent  cancer  cells  were  i 
secured.  Of  the  latter,  half  showed  microscopic  J 
characteristics  of  lung  cancer  on  the  sections  cut 
from  the  plug  of  tissue  removed.  The  others  ; 
could  simply  be  diagnosed  as  cancer,  type  unde- 
termined. I should  like  to  emphasize  that  this 
procedure  is  done  under  fluoroscopic  guidance,  I 
with  the  patient  in  a recumbent  position  to  avoid  i 
the  danger  of  air  embolism.  An  18  or  19  gage 
needle  with  a short  bevel  and  an  obturator,  which 
is  not  removed  until  the  needle  tip  is  within  the 
area  of  increased  pulmonary  density,  is  employed. 

In  the  past  year  there  were  2 complications  in  63 
cases.  One  patient  with  an  emphysematous  lung 
developed  pneumothorax,  and  another  had  one  ■ 
hemoptysis  of  approximately  75  cc.  immediately 
following  the  procedure.  Both  promptly  re- 
covered. There  has  been  no  evidence  of  infection 
or  tumor  growth  along  the  needle  tract.  In  those  : > 
patients  where  pus  is  encountered  on  aspiration, 
penicillin  is  instilled. 

There  remains,  finally,  despite  the  use  of  the 
above  diagnostic  methods,  a small  percentage  of 
patients  in  whom  a definite  diagnosis  cannot  be 
reached,  and  this  group  is  frequently  that  most 
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important  one,  the  people  with  early  and  pre- 
sumably more  operable  lung  cancers.  For  them, 
exploratory  thoracotomy  is  available  as  a diag- 
nostic procedure.  At  the  time  of  such  explora- 
tion, the  situation  may  be  clarified  by  performing 
aspiration  biopsy  on  the  intrathoracic  mass.  For 
mediastinal  tumors,  which  are  frequently  chance 
x-ray  findings  and  which  may  be  situated  in  such 
positions  that  aspiration  biopsy  is  unsafe  due  to 
the  adjacency  of  large  vessels,  exploratory 
thoracotomy  is  indicated  as  is  illustrated  by  the 
following  case. 

Case  Reports 

Case  1. — E.  C.,  a fifty-nine-year-old  oil  refinery 
workman,  had  an  opacity  noted  in  the  anterior 
mediastinum  overlying  the  cardiac  shadow  during 
a tuberculosis  survey  at  this  plant.  He  was  asympto- 
matic until  told  of  this  lesion  and  then  became 
conscious  of  sticking  pains  in  his  left  anterior  chest. 
Fluoroscopy  revealed  no  pulsation;  vital  capacity 
was  3 L.;  venous  pressure  was  186  cm.  water  in  the 
left  arm;  circulation  time:  arm  to  tongue,  decholin, 
16  seconds,  and  arm  to  lung,  ether,  7 seconds. 
The  lesion  was  observed  for  two  months  without 
change.  Exploratory  thoracotomy  was  advised 
for  diagnostic  purposes  and  was  carried  out 
on  February  25,  1947.  A fixed,  hard  mass,  approxi- 
mately 12  cm.  in  diameter,  was  encountered  in  the 
anterior  mediastinum.  Aspiration  biopsy  was  car- 
ried out  under  direct  vision,  and  the  diagnosis  of 
carcinoma,  possibly  epidermoid,  was  returned. 
With  this  knowledge  the  mass  was  totally  extir- 
pated with  the  adherent  left  mediastinal  pleura 
and  a considerable  amount  of  mediastinal  fat  tissue 
adherent  to  the  ill  defined  periphery  of  the  tumor. 
The  anatomic  setting  was  that  of  the  thymus  gland, 
and  the  final  microscopic  diagnosis  was  thymic 
carcinoma. 

In  conclusion,  I should  like  to  present  the  case 
histories  of  3 other  patients,  illustrating  some  of 
the  steps  in  the  diagnosis  of  lung  cancer  which  we 
have  been  discussing. 

Case  Z.-t- A.  B.,  a fifty-two-year-old  automobile 
mechanic,  applied  at  the  Thoracic  Surgical  Clinic 
on  June  26,  1946,  complaining  of  a one-year  morning 
cough  with  small  amounts  of  yellow  expectoration. 
Two  and  one-half  months  previously  there  had  been 
a febrile  episode,  the  temperature  going  to  1J)4  F., 
with  chills  and  dyspnea,  diagnosed  as  pleurisy 
without  x-ray  examination,  and  improving  after 
twelve  days  of  chemotherapy,  although  the  cough, 
productive  of  increased  amounts  of  yellowish 
sputum,  occasionally  tinged  with  blood,  persisted. 
One  month  prior  to  admission,  the  patient  felt  weak 
and  stopped  working.  On  physical  examination 
the  findings  were  limited  to  the  right  chest  where  an 
area  of  atelectasis  was  thought  to  exist  just  below 
the  right  clavicle.  This  finding  was  confirmed  on 
PA  and  right  lateral  x-rays.  Bronchoscopy  on 
July  1 revealed  copious  drainage  of  pus  from  the 


right  upper  lobe  bronchus  whose  orifice  was  reddened 
and  edematous.  Examination  of  this  pus  by  Dr. 
Papanicolaou  was  not  conclusive.  A few  days 
later  an  aspiration  biopsy  through  the  right  second 
interspace,  6 cm.  to  the  right  of  the  midline,  en- 
countered an  abscess  containing  15  cc.  of  thick  pus 
at  a depth  of  5 cm.  One  hundred  thousand  units 
of  penicillin  was  instilled.  The  patient  felt  im- 
proved, and  the  temperature  no  longer  rose  above 
99.4  F.  Because  of  the  continued  expectoration  of 
30  to  50  cc.  of  pus  daily,  bronchoscopy  was  re- 
peated on  July  27,  at  which  time  a granular  area 
was  noted  in  the  entrance  to  the  right  upper  lobe 
bronchus.  Biopsy  revealed  bronchogenic  carcinoma. 
A right  pneumonecotomy  was  successfully  performed. 
The  specimen  showed  multiple  abscesses  in  the 
right  upper  lobe  behind  a carcinoma  arising  in  the 
main  bronchus  of  the  right  upper  lobe.  Aspira- 
tion biopsy  in  this  case  and  sputum  examination 
were  not  diagnostic  of  the  underlying  pathology, 
whereas  repeated  bronchoscopic  examination  was. 

Cased. — W.  I.,  a sixty-three-year-old  shoe  repair- 
man, applied  at  the  Thoracic  Surgical  Clinic  on 
January  1,  1947,  complaining  of  a 20-pound  weight 
loss  in  five  months  and  six  weeks  recurrent  hemop- 
tysis of  bright  red  blood.  He  had  smoked  over  a 
package  of  cigarettes  a day  for  many  years  and 
had  a chronic  nonproductive  cough,  the  character 
of  which  had  shown  no  recent  change.  Physical 
examination  revealed  a somewhat  emphysematous 
chest  with  persistent,  moist,  coarse  and  fine  rales 
just  below  the  angle  of  the  right  scapula.  The 
patient  was  febrile.  X-ray  examination  showed  a 
rather  homogenous  density  in  this  area.  Bronchos- 
copy on  January  6 was  negative  until  the  right  lateral 
basal  branch  bronchus8  was  irrigated  with  two  cc.  of 
saline.  The  return  was  bloody  and,  on  staining 
by  Dr.  Papanicalaou,  numerous  neoplastic  cells  were 
seen.  On  January  27,  a right  pneumonectomy  was 
performed  without  further  diagnostic  study  of  the 
primary  lesion,  and  the  specimen  revealed  centrally 
necrotic  epidermoid  carcinoma  of  the  right  lower 
lung  with  an  almost  eroded  vein  freely  traversing 
the  cavity. 

Case  4- — L.  R.,  a forty-seven-year-old  furrier,  ap- 
plied at  the  hospital  because  of  three  months’  increas- 
ing fatigue  and  a nonproductive  cough.  He  was  re- 
ferred to  the  Thoracic  Surgical  Clinic  with  a spheri- 
cal peripheral  density  in  the  right  midchest.  Sputum 
studies  and  bronchoscopy  did  not  reveal  carcinoma. 
Aspiration  biopsy  produced  a smear  in  which 
numerous  neoplastic  cells  were  seen  and  on  pneu- 
monectomy a bronchogenic  carcinoma,  Grade  111. 
was  removed. 

Conclusion 

An  effort  has  been  made  to  summarize  the 
methods  available  for  reaching  a diagnosis  when 
intrathoracic  neoplasm  is  suspected.  Particular 
emphasis  has  been  laid  on  the  importance  of 
histologic  proof.  Satisfactory  tisue  for  micro- 
scopic study  can  be  secured  from  sputum,  from 
bronchial  irrigation,  by  endoscopic  biopsy,  by  • 
aspiration  biopsy,  or  by  thoracotomy.  Definitive 
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treatment  of  intrathoracic  neoplasms  rests  on 
knowledge  of  the  basic  pathology  in  each  patient. 

444  East  68th  Street 

Discussion 

John  D.  Stewart,  M.D.,  Buffalo. — Dr.  Pool’s 
subject  is  a particularly  timely  one,  for  with 
modern  advances  in  chest  surgery,  many  previously 
hopeless  lesions  of  the  chest  have  become  amenable 
to  surgical  operation.  Furthermore,  with  the  grow- 
ing use  of  chest  x-ray  survey  of  civilian  groups  and 
the  routine  chest  x-ray  on  admission  to  hospitals, 
more  and  more  early  and  silent  lesions  are  being 
presented  to  the  chest  physician  for  definitive 
diagnosis  and  treatment. 

We  are  all  especially  interested  in  the  early  diag- 
nosis of  bronchogenic  carcinoma.  Besides  the  points 
which  Dr.  Pool  has  mentioned,  I should  like  to 
stress  the  symptom  of  change  in  character  of  cough 
or  sputum  as  being  an  early  clue  to  the  onset  of 
bronchogenic  carcinoma.  In  these  days  of  dust, 
fumes,  and  abuse  of  nicotine  many  individuals  have 
a cough  for  years.  However,  should  the  sputum 
become  more  abundant,  tinged  with  blood,  more 
difficult  to  raise,  or  mucopurulent,  investigation  is 
warranted.  Just  as  change  in  bowel  habit  may 
mark  the  development  of  cancer  of  the  colon  or 
rectum,  so  may  change  in  cough  habit  usher  in  the 
early  clinical  picture  of  bronchogenic  cancer. 

With  respect  to  the  x-ray  findings,  which  are  all- 
important  in  the  detection  of  bronchogenic  car- 
cinoma, it  should  be  emphasized  that  the  goal  of 
the  clinician  is  early  diagnosis.  The  tumor  may  be 
revealed  by  its  obstructive  phenomena  before  the 


mass  itself  is  apparent.  Lobar  or  lobular  atelectasis, 
segmental  pneumonitis,  trapping  of  air,  and  ob- 
structive emphysema  may  comprise  very  suggestive 
evidence  of  the  presence  of  bronchial  obstruction. 

I agree  with  Dr.  Pool  that  exploratory  thoraco- 
tomy is  often  indicated  in  a doubtful  diagnostic 
problem,  and  I am  inclined  to  think  that  I probably 
use  this  method  in  many  instances  where  he  would 
perform  aspiration  biopsy.  The  latter  procedure 
does  not  appeal  to  me  for  reasons  he  has  mentioned 
in  his  discussion.  On  the  other  hand,  aspiration 
biopsy  at  the  time  of  thoracotomy  is  sometimes 
essential,  but  here  it  is  a safer  procedure,  and 
definitive  treatment  follows  immediately. 

Dr.  Pool  is  quite  right  in  minimizing  the  impor- 
tance of  pain  as  a symptom  of  intrathoracic  tumor. 
It  is  still  a common  and  tragic  mistake  on  the  part 
of  patient  and  even  physician  to  procrastinate  be- 
cause the  lesion  is  not  painful.  Successful  surgical 
treatment  in  this  field,  as  in  gastrointestinal  cancer 
and  cancer  of  the  breast,  depends  less,  probably,  on 
the  surgeon’s  technical  virtuosity  than  on  his  having 
a favorable  case  on  which  to  operate. 
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DOCTORS’  DEATH  RATE  LEADS  IN  PROFESSIONS 


Mortality  among  physicians  is  higher  than  among 
most  other  professional  groups,  Dr.  Louis  I.  Dublin, 
second  vice-president  and  statistician  of  the  Metro- 
politan Life  Insurance  Company,  said  at  a recent 
meeting  of  the  Medical  Society  of  Kings  County. 

Although  the  death  rate  among  doctors  is  un- 
favorable in  comparison  with  other  professional 
classes,  it  is  not  higher,  for  physicians  of  all  ages, 
than  the  level  of  the  general  population,  Dr.  Dublin 
reported.  He  said  the  death  rate  among  physicians 
was  lowest  in  the  west  north  central  states  and  high- 
est in  the  southeastern  states. 

The  death  rates  of  physicians  are  lower  than  those 
• of  white  men  in  the  general  population  at  ages 
under  45,  but  at  the  higher  ages  there  is  little  differ- 
ence between  the  two  groups,  according  to  Dr. 


Dublin.  He  said  the  leading  causes  of  death  among 
men  physicians  were  diseases  of  the  heart,  cancer, 
nephrit  is,  pneumonia,  influenza,  and  accidents. 

Physicians  have  higher  death  rates  from  degenera- 
tive conditions  than  the  general  population,  but 
much  lower  death  rates  from  most  infectious  dis- 
eases, Dr.  Dublin  explained.  For  cancer,  appendi- 
citis, hernia,  and  intestinal  obstruction,  the  death, 
rates  among  physicians  are  about  one  fourth  below 
those  of  white  men  in  the  general  population,  he 
added. 

Dr.  Dublin  gave  the  life  expectancy  for  men  physi- 
cians at  the  age  of  25  as  43.8  years,  at  t he  age  of  45 
as  25.7  years  and  at  65  as  12  years.  He  said  these 
figures  differed  little  from  those  for  white  mon 
generally. 


DIAGNOSIS  AND  TREATMENT  OF  MINIMAL  TUBERCULOSIS 

Donald  R.  McKay,  M.D.,  Buffalo,  New  York 

( From  the  Department  of  Medicine,  University  of  Buffalo  Medical  School  and  Edward  J.  Meyer  Memorial 
Hospital) 


THE  importance  of  making  an  early  diagnosis 
of  tuberculosis  has  been  brought  to  mind 
forcefully  many  times  during  the  past  few  years. 
Mikol  and  Plunkett  have  indicated  a definite 
upward  trend  in  the  percentage  of  minimal  lesions 
diagnosed  in  recent  years  in  upstate  New  York 
apparently  due,  at  least  partly,  to -the  effective 
screening  of  applicants  for  service  in  the  armed 
forces  during  the  late  war.1  As  a military  prob- 
lem, it  has  received  considerable  attention,  and 
Long  in  his  excellent  review  of  the  subject  has 
compared  tuberculosis  rates  of  previous  wars  with 
the  incidence  in  the  late  war.2  Many  of  the 
procedures  adopted  for  detection  and  exclusion 
of  tuberculous  individuals  from  military  service 
might  well  form  a pattern  for  the  detection  and 
exclusion  .of  tuberculous  individuals  from  our 
civilian  population. 

In  striving  for  a higher  percentage  of  diagnoses 
of  minimal  lesions,  we  should  not  be  too  dismayed 
if  the  ratio  rises  slowly.  Tuberculosis  is  a disease 
of  varied  manifestations  ranging  from  the  ex- 
plosive pneumonic  types  to  the  slowly  developing 
insidious  asymptomatic  forms.  The  former 
may  present  diagnostic  difficulties  for  a short 
time,  due  to  severity  of  symptoms,  location  of 
lesion,  etc.,  but  usually  the  diagnosis  can  be 
established  by  the  clinical  course,  presence  of 
tubercle  bacilli  in  sputum,  and  other  diagnostic 
measures.  Many  cases  in  the  latter  category  do 
not  come  under  observation  until  late  in  the 
disease,  since  they  are  asymptomatic  or  nearly  so. 
On  examination,  the  time  honored  stress  on  gen- 
eral physical  habitus,  differences  in  shape  of 
thoracic  cage,  and  physical  signs  of  palpation, 
percussion,  and  auscultation  are  too  often  un- 
fruitful even  with  a history  of  tuberculosis  in  the 
family.  Perhaps  the  modern  physician  is  not 
as  adept  in  physical  diagnosis  as  the  physician 
of  years  ago,  or  perhaps  the  stress  and  strain 
of  a busy  practice  precludes  the  time-consuming 
use  of  many  physical  tests.  At  any  rate  the 
physical  findings  in  minimal  lesions  may  be,  and 
often  are,  within  normal  range. 

During  World  War  II,  the  armed  services 
depended  almost,  entirely  on  the  roentgen  ray  in 
some  form.  Conventional  x-rays  were  taken,  but 
screening  was  done  almost  exclusively  by  photo- 
roentgenography, utilizing  4 by  5 inch  plates  and 
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35  mm.  film.  Similar  screening  was  conducted 
by  other  armed  forces,  notably  the  British, 
German,  and  Canadian.  The  results  varied 
somewhat,  but  aside  from  the  Germans  approxi- 
mately 1 per  cent  of  the  males  of  inductible  age 
were  found  unfit  for  military  service.  As  a 
result  of  this  screening,  total  admission  and  dis- 
charge rates  for  tuberculosis  in  the  U.S.  Army  in 
World  War  II  were  approximately  one-tenth  of 
those  prevailing  in  World  War  I. 

Possibly  the  time  is  not  ripe  when  such  x-ray 
surveys  can  be  applied  to  the  civilian  population 
as  a whole.  However,  many  communities  are 
profiting  from  military  experience.  Health  author- 
ities, tuberculosis  associations,  and  physicians 
in  general  realize  that  early  diagnosis  in  tuber- 
culosis is  not  only  a matter  of  extreme  care, 
using  adequate  diagnostic  methods  in  clinic, 
hospital,  and  office,  but  also  a matter  of  suitable 
organization  whereby  groups  of  the  population 
may  be  x-rayed  en  masse.  Several  population 
groups  .provide  a high  tuberculosis  incidence, 
and  on  these  groups  our  present  efforts' should  be 
concentrated.  In  one  year’s  operation  the 
Mobile  Unit  of  the  Buffalo  and  Erie  County 
Tuberculosis  Association  surveyed  81,253  in 
neighborhood,  educational,  mercantile,  and  in- 
dustrial groups,  using  70  mm.  film.  Two  hun- 
dred ninety-four  persons  were  found  to  have 
significant  pulmonary  lesions.  These,  with  few 
exceptions,  were  unknown  to  family  physician, 
health  authorities,  or  the  patients  themselves. 
Clearly  then,  from  military  and  civilian  experience 
the  diagnosis  of  minimal  lesions  must  not  await 
the  patient’s  visit  to  physician  or  clinic.  Rather 
we  should  seek  out  the  lesion  wherever  and 
whenever  we  have  the  opportunity. 

Certain  professional  and  industrial  groups 
present  definite  occupational  hazards.  Students 
of  nursing,  particularly  in  hospitals  having  wards 
for  the  care  of  tuberculous  patients,  medical 
students,  interns  and  residents,  other  hospital 
personnel  such  as  aides,  ward  helpers,  and  labo- 
ratory technicians,  and  industrial  workers,  par- 
ticularly in  heavy  industry  or  one  in  which  dust 
hazard  may  exist,  are  among  these. 

The  last  few  years  has  brought  a keen  apprecia- 
tion of  the  problem  in  nurses’  training  schools 
and  medical  colleges.  It  is  generally  agreed 
that  young  women  entering  training  without 
evidence  of  primary  infection  (about  80  per  cent 
of  the  total)  constitute  the  major  problem. 
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In  hospitals  where  tuberculous  patients  are 
treated,  the  infection  incidence  rises  sharply. 
In  our  own  experience  at  the  E.  J.  Meyer  Mem- 
orial Hospital,  90  to  100  per  cent  are  positive 
reactors  to  old  tuberculin  on  graduation,  and 
nurses  developing  active  reinfection  tuberculosis, 
with  very  few  exceptions,  belong  to  the  negative 
reactor  group  on  admission.  The  need  for  ex- 
treme vigilance  in  this  group  is  imperative. 
Close  interval  tuberculin  tests,  chest  x-rays, 
sharp  scrutiny  of  prolonged  “colds,”  and  prompt 
diagnostic  procedures  on  those  individuals 
presenting  erythema  nodosum  are  essentials. 
Similar  control  measures  should  be  carried  out  for 
medical  students,  interns,  residents,  and  all 
other  hospital  personnel  engaged  in  the  observa- 
tion, treatment,  and  care  of  the  tuberculous. 

The  x-raying  of  industrial  workers  has  in- 
creased considerably  for  two  main  reasons: 
first,  compensation  laws  make  selection  of 
workers  free  of  pulmonary  disease  almost  im- 
perative, and  second,  the  experience  of  the  armed 
forces  focused  the  attention  of  industrial  phy- 
sicians, executives,  and  labor  leaders  on  this 
problem.  Employment  applicants  are  found 
to  have  significant  pulmonary  lesions  by  x-ray 
in  approximately  the  same  proportion  as  were 
found  in  the  induction  centers.  It  may  be 
argued  tha.t  many  of  these  lesions  are  actually 
healed  lesions.  However,  proof  of  stability 
cannot  be  determined  with  certainty  without 
further  observation  and  diagnostic  procedures. 
Although  sometimes  an  apparent  disadvantage 
to  the  worker,  it  is  obviously  desirable  that  an 
evaluation  be  made  where  any  question  of  lesion 
activity  exists.  The  advantages  of  such  a 
program  to  the  healthy  workers  hardly  needs 
comment.  Regardless  of  the  type  of  mechanics 
used,  the  cost  of  pre-employment  examinations, 
including  x-rays,  is  not  great. 

Racial  groups  should  receive  special  attention. 
Surveys  have  indicated  that  morbidity  from 
tuberculosis  is  not  much  greater  in  the  Negro 
population  than  in  the  white  population  groups.3 
Nevertheless,  the  prevalence  of  acute,  fulmina- 
ting types  with  short,  fatal  illnesses,  raising  the 
Negro  death  rate  in  most  of  our  northern  cities 
four  to  eight  times  that  of  the  white  population, 
is  known  to  all  chest  clinicians.  Therefore,  the 
need  for  early  diagnosis  is  urgent  and  can  only 
be  accomplished  when  there  is  an  opportunity  to 
survey  large  portions  of  this  racial  group,  as 
often  and  extensively  as  possible. 

Family  groups  in  which  tuberculosis  is  known 
to  exist  should  be  specially  scrutinized.  The 
spread  of  lesions  among  family  contacts  is  known 
to  every  physician  and  health  officer.  Most 
families  are  complex  units  exhibiting  character- 
istics and  traits  for  generations.  The  * high 


morbidity  and  death  rate  in  certain  families,  as 
compared  to  other  families  living  under  similar 
conditions,  would  seem  to  indicate  a hereditary 
susceptibility  to  the  disease.4  5 Further  in- 
tensive study  of  interrelated  families  living  under 
similar  hygienic  conditions  may  yield  important 
data. 

The  large  percentage  of  persons  in  hospitals  for 
the  mentally  ill  having  significant  pulmonary 
tuberculosis  constitutes  a problem  concerning 
the  other  patients,  the  personnel,  and  parole 
possibilities.6 

Thus,  we  may  suspect  tuberculosis  and  should 
attempt  to  survey  the  aforementioned  groups 
closely.  Hospitals  and  clinics  can  contribute 
much  to  mass  survey  methods  by  adopting  as 
routine  the  procedure  of  x-raying  the  chest  of 
every  new  admission.  In  addition  to  uncovering 
unsuspected  tuberculosis,  other  valuable  data 
relating  to  neoplasms,  bronchiectasis,  cystic 
disease  of  lungs,  and  cardiovascular  conditions 
can  be  obtained.  This  routine  is  becoming 
increasingly  popular  and  will  soon  be,  I am  sure, 
as  commonly  practiced  as  routine  urinalyses  and 
blood  counts.  The  increasing  use  of  hospital 
facilities  for  the  care  of  the  sick  will  result  in  a 
greater  proportion  of  the  citizenry  having  lung 
roentgen  ray  surveys. 

However,  the  diagnostic  burden  for  a large 
proportion  of  the  population  will  rest  on  the 
attending  physician  who,  in  order  to  diagnose 
early  tuberculosis,  must  suspect  it.  After  a collec- 
tion of  careful  historical  data,  suspicion  may  be 
aroused  by  certain  outstanding  “first”  symptoms, 
those  symptoms  which  prompt  the  patient  to 
seek  aid.  Hemoptysis  is  the  most  dramatic  of 
these,  and  tuberculosis  is  most  commonly  re- 
sponsible. Chest  pain,  often  aggravated  by 
cough  or  deep  inspiration,  is  very  significant 
and  must  be  seriously  investigated.  Where 
pleural  effusion  exists,  diagnostic  thoracentesis 
may  be  done  for  culture  and  guinea-pig  inocula- 
tion. In  the  absence  of  other  cause  for  effusion,  a 
negative  culture  or  failure  to  infect  the  guinea 
pig  should  not  deter  one  from  diagnosing  tuber- 
culosis. Mantoux  test,  x-rays,  sedimentation 
rate,  blood  counts,  and  clinical  course  all  aid  in 
diagnosis.  Hoarseness,  intermittent  in  nature 
and  without  pain,  may  be  significant,  and  careful 
diagnostic  survey  should  follow.  Occasionally, 
a remote  lesion  such  as  ischiorectal  abscess  or 
scrotal  swellings  or  sinuses  may  be  the  “first” 
symptom  or  sign.  Certainly  a minority  of 
ischiorectal  abscesses  are  tuberculous,  but  the 
percentage  which  are  justifies  a tuberculosis  sur- 
vey in  all  cases.  Other  cases  have  their  onset 
in  a pneumonic  state  and  present  rather  typical 
symptoms  of  pneumonia.  Sputum  studies,  blood 
counts,  lack  of  response  to  sulfonamides  or  anti- 
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biotics,  and  clinical  course  soon  lead  to  the  proper 
diagnosis. 

The  foregoing  s}rmptoms  are  more  or  less 
dramatic  in  nature  and  represent  chiefly  rapidly 
developing  lesions.  Otherwise,  medical  aid  may 
be  sought  for  what  seems  to  be  a protracted  cold, 
sometimes  with  dry  hacking  cough,  general 
“rundown”  feeling,  a malaise  or  lassitude, 
necessitating  forced  drive  to  carry  on  duties,  loss 
of  appetite,  vague  dyspeptic  symptoms,  feeling  of 
apprehension,  alteration  of  menstrual  function, 
and,  rarely,  night  swreats  occurring  early  in  the 
disease.  The  multitudinous  details  of  a good 
physical  examination  or  the  variety  of  possible 
findings  need  not  be  dealt  with  here  except  to 
say  that  a careful  physical  survey  should  be 
done.  As  stated  earlier,  in  minimal  lesions  this 
may  be  entirely  negative.  In  any  case  presenting 
any  tuberculous  possibility,  I believe  an  x-ray 
or  photoroentgenogram  is  indicated  at  once. 
Sputum  studies,  blood  counts,  sedimentation 
rates,  and  tuberculin  tests  made  before  roent- 
genography loses  much  valuable  time  and  de- 
velops a sense  of  apprehension  in  the  patient. 
In  the  great  majority  of  patients,  x-ray  will 
provide  definite  positive  or  negative  evidence  of 
intrapulmonary  disease.  Stereoscopic,  lateral, 
oblique,  and  planogram  views  may  be  necessary 
in  a few  cases. 

After  x-raying,  the  use  of  the  tuberculin  test 
should  not  be  overlooked,  especially  in  children 
and  adults  where  the  character  of  the  lesion  may 
be  disputable.  In  the  latter  a positive  reaction 
means  little,  but  a negative  reaction  indicates 
the  lesion  as  probably  being  nontuberculous. 

Sputum  studies  should  be  made  on  all  sus- 
pected patients.  If  sputum  is  not  obtainable, 
for  example,  from  those  who  do  not  cough  or 
raise  or  from  children,  gastric  lavage  with  sedi- 
ment culture  and/or  guinea-pig  inoculation  may 
clinch  the  diagnosis. 

Sedimentation  rate  is  a valuable  diagnostic  and 
prognostic  procedure.  It  must  be  remembered 
that  a few  active  tuberculous  lesions  will  produce 
normal  values.  A high  value  suggests  activity  of 
the  lesion. 

In  active  lesions  the  white  blood  count  is 
usually  normal  or  slightly  increased  with  dif- 
ferential shift  to  left.  Increased  monocytes 
denote  activity,  and  increased  lymphocytes 
usually  indicate  a healing  lesion. 

Bronchoscopy  may  be  used  in  controversial 
cases  and  in  those  whose  symptoms  or  physical 
signs  indicate  the  possibility  of  an  associated 
endobronchial  lesion. 

By  combining  all  the  evidence,  a diagnosis 
and  state  of  activity  can  usually  be  evaluated. 
Many  of  the  lesions  seen  by  x-ray  in  hospital  or 
field  surveys  must  be  carefully  considered.  To 


diagnose  small,  well-scarred,  or  calcific  lesions, 
commonly  seen  in  the  upper  lung  fields,  as  mini- 
mal tuberculosis,  and  to  report  them  at  once  to 
health  authorities  is,  I think,  adding  a burden  to 
already  overworked  personnel  and  doing  the 
patient  an  injustice.  The  collection  of  all 
available  evidence  and  continued  observation 
over  a period  of  six  months  to  two  years  or  more 
is  often  necessary  to  evaluate  accurately  the 
activity  status  in  many  of  these  cases. 

Small,  calcified  areas  elsewhere  in  lungs 
with  associated  calcific  deposits  in  hilar  glands 
do  not  present  silch  a problem.  One  can  assume 
more  definitely  the  existence  of  a primary  lesion 
well-healed  or  the  end  result  of  some  other  pre- 
vious infection  such  as  histoplasmosis. 

Treatment  of  Minimal  Tuberculosis 

I do  not  believe  the  treatment  of  any  type 
of  tuberculosis  is  complete  without  attention  to 
prophylaxis.  Today,  American  hospitals  with 
16,000.000  admissions  yearly  have  an  opportunity 
to  use  roentgenograms  to  identify  the  tubercu- 
lous. Isolation  measures  can  be  effected  rapidly, 
thereby  protecting  personnel.  Industry  can  be 
encouraged  to  extend  pre-employment  examina- 
tions to  include  the  use  of  x-rays,  and  public 
interest  can  be  stimulated  to  a greater  awareness 
of  pulmonary  disorders. 

Data  collected  by  workers  in  this  country  and 
abroad  in  studies  of  population  groups  heavily 
exposed  to  tuberculosis  indicate  that  the  use  of 
BCG  vaccine  is  practical.7-10  New  York  State 
has  already  developed  plans  for  the  production 
and  use  of  this  product  through  restricted  chan- 
nels. Much  benefit  can  be  expected  by  student 
nurses,  medical  students,  and  other  heavily  ex- 
posed groups,  as  well  as  members  of  family  groups 
in  contact  with  open  cases.  Its  use  would  seem 
particularly  applicable  to  young,  noninfected 
children  exposed  to  tuberculosis.  Available  data 
indicates  the  vaccine  affords  75  per  cent  protec- 
tion, no  untoward  reactions  or  fatalities  having 
occurred  with  proper  controls. 

With  the  establishment  of  a definite  diagnosis 
and  activity  of  lesions,  the  minimal  tuberculous 
patient  should  be  admitted  to  a sanatorium,  the 
chief  reasons  being:  first,  segregation,  regardless 
of  whether  he  comes  in  contact  with  children  or 
adults  in  his  home;  second,  for  continued  observa- 
tion and  definitive  therapy,  and  third,  for  educa- 
tion referable  to  the  protection  of  others  on  dis- 
charge. There  are  a few  persons  who,  with  ade- 
quate home  environment  and  ways  and  means 
of  obtaining  care,  will  progress  more  favorably 
at  home.  These  are  the  few  who  react  badly 
from  a psychologic  standpoint  to  separation 
from  their  families.  Mental  rest  must  be 
achieved  along  with  physical  rest  to  obtain  satis- 
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factory  results.  There  seems  to  be  no  substitute 
for  prolonged  rest,  and  with  a satisfactory 
dietary  regime  this  will  be  adequate  treatment 
for  the  majority  of  minimal  cases.  No  sanato- 
rium program  of  less  than  six  months  should  be 
considered  adequate. 

If,  in  the  course  of  a month  or  six  weeks  on 
strict  bed  rest,  the  patient  shows  no  clinical  im- 
provement or  shows  actual  progression  of  the 
lesion,  artificial  pneumothorax  should  be  seriously 
considered.  Clinical  evaluation  will  depend  on 
the  physical  status,  fever,  tachycardia,  compara- 
tive x-rays,  sedimentation  ratefe,  and  blood  and 
sputum  studies.  Graduated  exercise  may  be 
allowed  when  all  evidence  to  toxicity  has  disap- 
peared. It  may  not  be  possible  to  follow  this 
program  because  of  fretfulness  on  the  part  of  the 
patient  or  shortage  of  attendant  personnel. 

It  is  too  soon  to  state  whether  or  not  strepto- 
mycin will  be  of  definite  value  in  minimal  tuber- 
culosis. Selected  cases  making  poor  response  to 
rest  therapy  may  provide  an  investigative  field. 
The  choice  between  collapse  and  antibiotic  ther- 
apy must  await  further  observation. 

From  the  beginning  of  the  patient’s  hospital  or 
sanatorium  stay,  a trained  social  wTorker  may  be 
of  great  value  to  the  patient  in  acting  as  a liaison 
officer  between  him  and  the  sphere  he  left.  All 
through  the  patient’s  institution  stay,  the  social 
worker  may  prove  invaluable  in  cooperation  with 
the  medical  and  nursing  services. 

As  time  goes  on  and  the  patient  is  making  satis- 
factory progress  with  good  response  to  exercise, 
occupational  therapy  may  be  added.  This  need 
not  always  be  in  relation  to  his  future  occupation. 
It  may  mean  the  later  development  of  a good 
hobby.  This  may  be  considered  rehabilitation 
which  is,  after  all,  the  restoration  of  the  patient 
to  the  fullest  possible  physical,  mental,  and  eco- 
nomic status.  Many  patients  should  not  be  re- 


quired to  learn  new  vocations.  The  work  for 
which  they  were  trained  will  be  most  desirable  to 
them  on  discharge  and  furthermore  will  yield  the 
best  possible  economic  situation  for  the  cured 
patient.  Others  will  require  definite  vocational 
training  befor.e  or  after  discharge.  In  the  ma- 
jority of  instances,  I believe  this  training  can  be 
conducted  better  by  already  existing  schools  and 
universities  rather  than  by  the  individual  sana- 
torium. 

Return  from  hospital  or  sanatorium  does  not 
mean  that  continuity  of  observation  is  over. 
Interval  studies  and,  in  some  cases,  artificial 
pneumothorax  should  be  carried  out  for  a long 
time;  in  fact,  I believe  a periodic  study  at  six-  to 
twelve-month  intervals  for  life  is  indicated. 
When  the  patient,  having  a minimal  lesion,  is 
regarded  as  apparently  cured,  no  particular  re- 
strictions need  be  placed  on  him  except  those  of 
sane  living,  temperate  habits,  and  avoidance  of 
extremes  in  exercise,  work,  and  play.  Such  a 
patient  should  not  be  regarded  as  a social  outcast 
by  himself  or  others.  It  is  not  uncommon  to  see 
such  a person  succeed  much  better  in  a social  and 
economic  fashion  than  might  be  expected  under 
normal  conditions. 
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PHILADELPHIA  COUNTY  TO  PRESENT  ANNUAL  POSTGRADUATE  INSTITUTE 


The  Twelfth  Annual  Postgraduate  Institute  of  the 
Philadelphia  County  Medical  Society  will  be  held  at 
the  Bellevue-Stratford  Hotel,  April  20  to  23,  1948. 
Due  to  the  success  of  last  year’s  program  it  is 
planned  to  present  again  the  material  in  the  form  of 
a series  of  symposia  on  subjects  of  practical  interest 
to  the  general  practitioner  and  specialist. 

Among  the  topics  to  be  covered  are  problems  in 
obstetrics  and  gynecology,  newer  drugs  and  pro- 
cedures, surgery  of  the  ambulatory  patient,  frac- 
tures, the  painful  breast,  neuropsychiatric  disorders, 
problems  of  the  aged,  the  acute  abdomen,  gastro- 


intestinal disorders,  and  otolaryngologic  problems. 

In  addition  to  the  regular  morning  and  afternoon 
programs  there  also  will  be  two  evening  sessions  at  i 
the  Society  Building  on  the  subjects  of  cancer  and 
pediatrics. 

The  usual  large  number  of  technical  exhibits  will 
be  important  features  of  the  sessions.  Registration 
fee  for  the  entire  meeting  is  live  dollars.  A copy  of 
the  preliminary  program  and  any  further  informa- 
tion may  be  secured  by  writing  to  Gilson  Colby 
Engel,  M.D.,  Director,  301  South  21st  Street, 
Philadelphia  3,  Pennsylvania, 


ISOLATED  NONPENETRATING  INJURIES  OF  THE  PANCREAS 

Ten  Year  Review  of  Literature  and  Report  of  a Case 

James  Finlay  Hart,  M.D.,  and  James  R.  Lisa,  M.D.,  New  York  City 

( From  the  Second  Medical  Division  and  the  Laboratory  of  Pathology,  City  Hospital,  Department  of  Hospitals, 
Welfare  Island ) 


TRAUMA  of  the  pancreas  is  a relatively  rare 
condition.  In  1907,  Mayo  Robson  stated  that 
up  to  then  only  30  cases  were  recorded  and  only 
8 of  these  represented  isolated  injuries.1  In 
1923,  Mocquot  and  Constantini  collected  30 
cases  of  isolated  pancreatic  injury  from  the  liter- 
ature up  to  that  time.2  In  100,000  consecutive 
admissions  to  the  City  Hospital,  Welfare  Island, 
New  York,  during  the  last  eleven  years,  there  was 
no  case  of  trauma  of  the  pancreas.  Again,  in  a 
ten-year  survey  of  the  Cumulative  Index  we 
noted  that  59  cases  were  reported,  38  in  foreign 
language  journals  and  21  in  those  printed  in  Eng- 
lish. 

It  would  seem  that  isolated  nonpenetrating 
trauma  of  the  gland  was  the  commonest  form  of 
injury.  As  near  as  could  be  estimated,  there 
were  48  case  reports  in  the  literature  during  this 
ten-year  period.  It  is  very  possible  that  others 
were  met  with  but  not  reported,  and  it  is  quite 
likely  that  pancreatic  trauma,  occurring  in  con- 
nection with  injuries  to  other  viscera,  was  oc- 
casionally seen  but  was  not  considered  of  suf- 
ficient rarity  to  be  reported.  Perforating  wounds, 
such  as  those  from  bullets  and  sharp,  pointed  in- 
struments, were  decidedly  less  common  with  a 
total  of  6 cases.  Trauma,  caused  by  the  surgeon 
while  operating  on  the  pancreas  or  on  some  adja- 
cent organ,  was  reported  5 times. 

An  analysis  of  the  21  articles  written  in  English 
showed  that  13  cases  of  isolated  nonpenetrating 
injury-  of  the  pancreas  were  reported.  The  whole 
13  were  men,  and  the  causes  of  the  injury  were  as 
follows:  in  2 cases  the  men  were  crushed  between 
2 trucks;  in  2 the  men  were  trampled  in  a fight; 
2 fell  off  bicycles  with  1 driving  a flashlight  into 
his  abdomen,  and  in  2 cases  the  patients,  while 
playing,  were  kicked  in  the  abdomen.  One  was 
run  over  by  a truck,  1 ran  into  an  unseen  wire,  1 
had  a heavy  log  fall  on  his  abdomen,  1 was 
trampled  by  a horse,  and  1 was  injured  in  an  un- 
derwater explosion  during  the  war. 

The  degree  of  injury  ranged  from  what  was  un- 
doubtedly the  contusion  of  a small  area  with 
minimal  destruction  of  the  tissues  and  minimal 
hemorrhage  to  a complete  rupture  with  wide 
separation  of  the  segments.  The  mildest  case, 
reported  by  Jensen  and  Gill,  was  that  of  a man 
who  had  a truck  wheel  run  over  his  abdomen.3 
He  went  into  shock  immediately  and  was  rushed 


to  the  hospital  where  he  quickly  responded  to 
shock  treatment.  There  was  never  any  reason 
for  an  abdominal  operation,  and  he  was  dis- 
charged three  months  after  admission.  While 
there  was  no  positive  proof  that  the  pancreas  was 
injured,  hyperglycemia  and  glycosuria  appeared 
during  the  acute  stage  and  disappeared  later. 
From  this  and  from  the  lack  of  any  other  sites  of 
injury  the  authors  inferred  that  the  pancreas  was 
contused. 

A somewhat  similar  case  was  reported  by 
Adams  in  which  a boy  was  kicked  in  the  abdomen 
by  a playmate.4  There  were  few  signs  until  the 
fourth  day  when  a severe,  spasmodic  abdominal 
pain  set  in.  There  was  no  tenderness  in  the  lower 
abdomen  at  first.  Heavy  glycosuria  and  a slight 
acetonuria  were  found . An  exploratory  operation 
found  some  fluid  and  fat  necrosis  in  the  peritoneal 
cavity.  His  recovery  was  uneventful. 

The  next  group  consists  of  those  cases  that 
have  a minimal  pancreatic  injury,  as  evaluated  by 
their  mild  early  symptoms,  with  the  later  develop- 
ment of  a'seeondary  hemorrhage  or  a pseudocyst. 
A case  was  reported  by  Stevenson  of  a fifty-eight- 
year  old  man  who  was  trampled  on  by  a horse.5 
He  called  the  doctor  immediately,  but  the  symp- 
toms were  mild  for  over  a month,  at  which  time 
the  abdomen  became  distended.  On  operation  a 
pseudocyst  was  encountered  which  was  drained 
of  four  quarts  of  milky  fluid. 

A second  case  of  this  character  was  reported 
by  Lahey  and  Lium.6  An  eighteen-year-old 
boy  was  kicked  in  the  abdomen  at  football. 
Three  hours  later,  he  began  to  complain  of  severe 
pain  across  the  upper  abdomen ; he  became  nau- 
seated and  vomited.  He  passed  the  first  night 
comfortably,  and  felt  well  the  following  day, 
although  he  vomited  in  the  afternoon.  On  the 
third  day,  the  pain  returned.  He  was  admitted 
to  the  hospital  where  an  operation  was  performed. 
Although  the  pancreas  was  not  visualized,  a hem- 
orrhage into  the  gastrocolic  omentum  from  a rup- 
tured pancreas  was  suspected.  A drain  was  in- 
troduced, and,  shortly  after  the  operation,  there 
was  a copious  discharge  of  pancreatic  juice.  A 
second  operation  to  close  the  fistula  was  success- 
ful. 

A slightly  more  severe  pancreatic  contusion  was 
reported  by  Smith.7  A man  was  beaten  at  3 a.m.. 
and  the  assailants  jumped  on  his  abdomen  several 
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times  after  the  attack.  The  ambulance  was 
called  at  4 p.m.,  and  the  surgeon  reported  that 
the  man  had  a slight  pain  in  the  abdomen  but  did 
not  look  seriously  sick.  The  patient  was  brought 
to  the  hospital  only  because  he  requested  it.  On 
admittance  he  was  found  to  be  pale  with  a moder- 
ate tenderness  in  the  epigastrium.  At  6 : 30  p.m. 
he  vomited.  He  slept  through  the  first  night  and 
the  secohd  night.  On  the  third  day,  he  com- 
plained of  pain  in  the  abdomen  but  the  recti  were 
found  to  be  soft.  On  the  basis  of  a gradually  rising 
leukocyte  count  reaching  14,950  on  the  third  day, 
the  surgeon  decided  to  operate.  An  abdominal 
opening  was  made  sixty-six  hours  after  the  injury. 
Free  fluid  was  found  in  the  lesser  sac;  the  pan- 
creas was  large  and  boggy.  It  was  red  in  some 
areas,  but  there  was  no  gross  pancreatic  rupture. 
On  the  second  postoperative  day,  the  fasting 
blood  sugar  was  195  mg.  On  the  fifth  day,  it  was 
115  mg.  The  convalescence  was  otherwise  un- 
eventful, and  a sugar  tolerance  test  on  the  thirty- 
fifth  postoperative  day  was  65-173-103-73. 

The  case  reported  by  Armstrong  was  still  more 
extensive.8  A man  of  forty-eight  years  was 
crushed  between  2 trucks  He  collapsed  im- 
mediately and  was  removed  to  the  hospital. 
On  arrival  he  was  pale,  sweating,  and  in  severe 
shock.  The  pulse  was  poor,  and  he  complained 
of  abdominal  pains  and  tenderness  on  deep  pal- 
pation. In  six  hours,  following  shock  treatment, 
he  felt  fine.  For  twenty-four  hours,  he  had  only 
slight  abdominal  pains  and  slight  tenderness  in 
the  right  upper  quadrant.  There  was  no  rigidity 
or  dullness.  The  pulse  had  reached  120  after 
thirty-six  hours.  Operation  was  decided  upon. 
The  peritoneal  cavity  was  found  to  be  full  of 
blood-stained  fluid  and  areas  of  fat  necrosis. 
The  pancreas  was  dark  and  large. 

The  next  group  of  injuries  to  the  pancreas  can 
be  classified  as  those  cases  with  laceration  of  the 
organ.  The  first  case  reported  by  Halle  was  a 
man,  fifty  years  old,  who  was  trampled  upon  in  a 
fight.8  He  complained  immediately  of  abdomi- 
nal distress.  He  looked  pale  and  had  a rapid 
pulse.  The  abdomen  was  soft  although  it  was 
tender.  He  was  comfortable  all  night  and  was  in 
good  condition  all  the  next  day.  On  the  third 
day,  he  vomited.  He  stayed  in  bed  eight  days; 
on  the  tenth  day  a change. came.  A blood  count 
at  that  time  showed  15,900  leukocytes.  An 
operation  was  decided  upon,  and  a large  fluid  sac 
was  present  in  addition  to  scattered  fat  necrosis. 
The  head  of  the  pancreas  was  markedly  enlarged 
and  revealed  a laceration  of  1 inch. 

Perhaps  th§  next  case  in  severity  was  that  of 
Keynes.10  A British  sailor,  twenty-two  years 
old,  was  in  the  water  when  a submerged  ex- 
plosion occurred.  The  man  said  he  was  not 
aware  of  any  injury.  On  admittance  to  the  hos- 


pital he  was  very  comfortable.  However,  he 
soon  showed  signs  of  intraperitoneal  hemorr- 
hage and  was  operated  on  nineteen  hours  after 
the  injury.  Considerable  blood  was  found  in  the 
peritoneal  cavity,  but  there  was  no  evidence  of 
any  pancreatic  damage.  On  the  tenth  day  a 
pseudocyst  appeared,  and  on  the  eleventh  day 
there  were  signs  of  intestinal  obstruction.  At 
the  second  operation  the  lesser  sac  was  tensely 
filled  with  fluid  which  had  obliterated  the  fora- 
men of  Winslow  and  obstructed  the  colon.  A 
vertical  tear,  IV2  inches  wide,  was  noticed  in  the 
middle  of  the  body  of  the  pancreas.  Transient 
glycosuria  was  found,  although  the  blood  sugar 
was  normal.  There  was  a slight  increase  in  the 
fat  in  the  feces  for  a time. 

The  other  case  described  by  Keynes  was  that 
of  a man  of  twenty  who  fell  off  a bicycle  and 
drove  a flashlight  into  his  abdomen.10  An  im- 
mediate operation  was  performed,  and  the  pan- 
creas was  noted  to  be  ruptured  where  the  body 
of  the  organ  was  in  contact  with  the  spinal 
column.  Three  months  later,  the  patient  de- 
veloped a pseudocyst. 

An  early  serious  hemorrhage  occurred  in  a 
case  reported  by  Moulson,  whefce  the  pancreas 
was  markedly  lacerated.11  A young  man,  half 
an  hour  after  breakfast,  ran  into  a wire,  hitting 
his  abdomen.  This  was  followed  by  acute  col-  j- 
icky  pains  and  some  vomiting.  His  lower  ab-  h 
domen  was  soft  on  palpation.  He  looked  pale 
but  was  not  in  shock.  The  abdominal  pains  were  'i 
spasmodic,  while  the  abdomen  was  noted  to  move 
normally  with  respiration.  In  seventeen  hours  J 
the  pulse  rate  went  up,  and  intermittent  vomiting  j 
and  colicky  pains  developed.  The  upper  abdo-  j 
men  was  resistant.  By  thirty  hours  the  pulse  was  1 
120,  and  there  was  an  obvious  distention  of  the  !i 
abdomen  with  definite  dullness  to  percussion,  i 
The  urine  was  normal  throughout. 

An  emergency  operation  was  performed  at 
thirty-one  hours,  and  a terrific  hemorrhage  be-  i 
came  evident  in  the  peritoneal  cavity.  The  1 
lesser  sac  which  was  coming  through  the  foramen 
of  Winslow  was  distended  with  blood.  Further  ■ 
search  showed  a large  circular  tear  in  the  body  of 
the  pancreas,  anteriorly.  The  rent  was  partly 
closed  by  a purse  string  suture,  but  the  surgeon 
stated  that  it  was  not  complete  as  the  friability  ! 
of  the  tissue  interfered.  On  the  tenth  day,  a 
pseudocyst  appeared,  and  on  the  twenty-seventh 
day,  the  patient  was  operated  on  again.  On  the 
twenty-ninth  day,  he  had  all  the  signs  and  symp- 
toms of  paralytic  ileus.  This  responded  to  treat- 
ment. There  was  a complete  absence  of  glyco- 
suria throughout  the  hospitalization. 

A cage  with  extensive  contusion  and  laceration 
of  the  gland  was  reported  by  Jones.12  A boy,  f 
eight  years  old,  fell  from  a bicycle  and  injured  his 
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abdomen.  In  one  hour  he  was  in  the  hospital. 
He  did  not  vomit,  and  he  was  not  nauseous.  On 
examination  he  showed  mild  shock.  There  was 
moderate  tenderness  in  the  upper  left  quadrant 
without  rigidity  or  evidence  of  a mass.  A blood 
count  then  showed  a leukocytosis  of  15,000,  and 
a short  time  later  it  was  23,000.  He  had  a com- 
fortable night.  In  the  morning  the  white  cells 
numbered  15,000  with  91  per  cent  polymorpho- 
nuclear leukocytes.  The  pulse  had  then  come 
up  to  160.  At  thirty-eight  hours  an  operation 
was  performed.  Fat  necrosis  was  found,  and  the 
pancreas  was  markedly  contused  with  a rupture, 
2 inches  in  area,  at  the  middle.  No  sutures  were 
used.  The  blood  sugar  and  urine  were  normal 
throughout. 

There  were  2 cases  each  of  complete  rupture 
and  wide  separation  reported.  The  first  was  re- 
ported by  Harrison  and  Cooper.13  A man  of 
eighteen  years  had  been  injured  seven  months 
previously  by  a heavy  log  falling  on  his  abdomen. 
For  six  weeks  there  were  practically  no  symp- 
toms. At  that  time,  however,  he  noticed  a swell- 
ing in  the  abdomen  that  came  and  went.  He 
entered  the  hospital  after  the  accident,  and  a diag- 
nosis of  pancreatic  pseudocyst  was  made.  His 
abdomen  was  incised  and  the  cyst  drained.  The 
first  operation  was  unsuccessful,  and  a second  was 
performed.  This  showed  the  pancreas  to  be  com- 
pletely ruptured  and  the  left  half  separated  from 
the  right  but  in  communication  with  the  cyst. 
The  distal  end  was  removed.  It  was  thought  by 
the  authors  that  a hematoma  was  formed  im- 
mediately after  the  injury. 

The  second  case  of  complete  rupture  was  re- 
ported by  Curr.14  This  was  a man,  twenty  years 
old,  who  had  been  pinned  between  2 trucks. 
The  accident  was  not  painful,  and  he  was  able  to 
walk  after  it  occurred.  He  went  directly  to  the 
hospital.  There  was  no  external  evidence  of 
trauma,  and  he  was  in  only  moderate  shock.  A 
urine  test  at  that  time  was  negative.  Within 
four  hours  after  his  entrance  his  pulse  went  to 
110.  Also,  by  this  time  there  was  evidence  of 
abdominal  rigidity  and  tenderness.  An  oper- 
ation was  then  performed,  and  a large  amount  of 
fresh  blood  was  found  in  the  peritoneal  cavity. 
No  gastric  contents  were  found.  The  pancreas 
was  split  into  two  parts  as  though  by  a sharp 
knife.  The  line  of  cleavage  ran  vertically,  almost 
exactly  through  the  center  of  the  organ.  The  two 
parts  had  retracted  with  a gap  of  fully  2 inches 
between  them,  and  the  left  half  was  lying  entirely 
inferior  to  the  base  of  the  mesocolon.  The  sur- 
geon inserted  several  deep  matress  sutures  into 
each  severed  end,  controlling  the  hemorrhage  and 
closing  off  most  of  the  raw  surfaces.  Except  for 
the  occurrence  of  a fistula  the  recovery  was  un- 
eventful. There  was  no  evidence  at  any  time  of 


pancreatic  deficiency  or  upset  sugar  metabolism. 

We  would  like  to  report  the  following  case 
which  we  have  previously  reported  in  part  in  a 
study  of  hypoglycemia.14 

Case  Report 

Case  1. — Helen  K.  was  admitted  to  the  City 
Hospital,  Welfare  Island,  New  York,  on  March  11, 
1933.  She  was  six  and  a half  years  old  and  had 
been  struck  by  an  auto  the  previous  afternoon. 
After  the  injury  she  was  put  to  bed  and  had  no  com- 
plaints until  the  next  morning  when  the  pain  started. 

On  arrival  at  the  hospital  she  looked  acutely  ill 
and  complained  of  pain  in  her  abdomen.  The  pain 
was  radiating.  She  vomited  at  4 p.m.  and  then  be- 
came extremely  thirsty  but  vomited  very  time  she 
drank.  Her  abdomen  showed  rigidity  over  the 
entire  area,  and  there  was  rebound  tenderness. 
There  was  slight  tenderness  over  the  lumbar  region 
which  became  marked  in  the  left  upper  quadrant. 
The  pulse  was  84. 

A surgical  consultant  said  he  found  moderate 
tenderness  over  the  left  lumbar  region.  No  gross 
blood  was  found  in  the  urine.  The  white  blood 
count  was  12,000,  and  the  hemoglobin  was  65  per 
cent.  The  consultant  did  not  think  surgical  inter- 
ference necessary  at  that  time.  He  felt  that  there 
was  a slight  peritoneal  irritation  which  might  be  due 
to  a hemorrhage  that  was  not  extensive.  At  12:30 
a.m.,  the  child  was  re-examined  and  the  white  cell 
count  was  12,000,  the  red  cell  count,  3,000,000,  and 
the  hemoglobin,  65  per  cent.  The  urine  showed  no 
signs  of  sugar.  Rigidity  was  still  present  over  the 
abdomen,  most  marked  on  the  left  side.  The  pulse 
had  risen  from  84  to  132.  The  thirst  and  restless- 
ness were  still  present.  She  vomited  twice  during 
the  morning.  Rigidity  and  thirst  were  present. 
A blood  count  showed  white  cells  numbering  53,000, 
red  cells  numbering  3,000,000  with  hemoglobin  of 
60  per  cent.  The  preoperative  diagnosis  was  lacer- 
ated spleen. 

The  operation  was  performed  by  Dr.  A.  S.  Mor- 
row at  5 p.m.  In  the  peritoneal  cavity  the  omentum 
showed  fat  necrosis.  About  1,500  cc.  of  a light, 
wine-colored  fluid  was  emptied  from  the  cavity. 
The  splenic  area  was  explored,  and  in  the  omentum 
some  old  blood  was  exuding  from  a rent.  The 
spleen  and  liver  were  normal.  The  pancreas  showed 
a vertical  tear  across  the  tail  of  the  organ  and  a 
jagged  opening  about  3.5  cm.  in  width.  A drain  was 
inserted.  The  first  three  urinary  specimens  gave 
the  following  results  for  sugar:  negative,  2 plus, 

and  1 plus.  The  last  test  had  acetone  2 plus.  On 
May  19,  1933,  the  blood  sugar  was  51  mg.  On 
May  22,  a sugar  tolerance  test  was  118-75-83-73, 
and  another  on  June  1,  was  87-80-54-45-57.  She 
was  discharged  on  June  8,  1933,  in  good  condition. 

The  patient  returned  to  the  hospital  for  a check- 
up on  February  16,  1940,  seven  years  after  her  dis- 
charge. She  was  then  a well-developed,  healthy, 
normal  child  of  thirteen  and  a half  years,  having 
been  symptomless  for  the  entire  period.  A sugar 
tolerance  curve  done  then  was  85-140-115-90-75. 
The  outstanding  thing  about  this  case  was  that  the 
hypoglycemia  was  not  permanent. 
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Summary  and  Conclusions 

We  limited  our  survey  to  isolated  nonpene- 
trating injuries  of  the  pancreas,  because  we  felt 
that  in  this  way  we  would  get  an  uncomplicated 
picture  of  pancreatic  trauma.  While  the  term 
“isolated  subcutaneous  injury”  is  commonly  used 
in  the  literature,  we  prefer  the  designation 
“isolated  nonpenetrating  injury,”  as  we  con- 
sider it  more  accurate. 

It  is  apparent  that  isolated  nonpenetrating  in- 
juries of  the  pancreas  are  relatively  rare,  but  they 
are  probably  the  most  common  type  of  pancreatic 
injury  encountered.  In  such  cases  the  force  of 
the  blow  is  transmitted  through  the  intervening 
structures  which  have  considerable  “give”  but 
expends  itself  on  the  relatively  softer  pancreatic 
tissue  because  the  firm  vertebral  column  stops  its 
progress.  It  has  been  mentioned,  and  it  is  evi- 
dent in  this  series  that  most  injuries  to  the  pan- 
creas occur  in  the  middle  of  the  body  where  it 
passes  over  the  vertebra. 

Up  to  a short  time  ago,  it  was  generally  held 
that  contusion  or  laceration  of  the  viscus  was 
fatal.  All  the  cases  reported  here,  however,  re- 
covered eventually  with  no  permanent  after- 
effects. This  was  strongly  indicated  by  our  case 
report. 

Injuries  vary  in  degree.  Mild  cases  occur  with 
but  small  areas  of  parenchymal  loss,  slight  hem- 
orrhage, and  only  small  ducts  torn.  These  heal 
spontaneously.  If  the  peritoneal  covering  of  the 
gland  is  torn  or  seriously  bruised,  the  blood  usu- 
ally passes  through  the  rent  and  enters  the  lesser 
sac.  In  most  cases  the  blood  is  accompanied  by 
pancreatic  juice,  exuding  from  a torn  duct,  which 
irritates  the  peritoneum  causing  chemical  peri- 
tonitis with  fat  necrosis.  Some  of  the  blood  may 
pass  through  the  foramen  of  Winslow  into  the 
greater  peritoneal  cavity  with  the  same  reactions. 
In  most  cases  the  lining  of  the  foramen  becomes 
irritated,  and  adhesions  follow  which  seal  it  up 
and  provide  the  sac  for  the  pseudocyst. 

Large  lacerations  may  be  produced.  Some 
were  seen  whi,ch  were  2 inches  in  length;  even 
complete  severance  of  the  gland  can  occur  with 
wide  separation  of  the  segments.  The  case  of 
Harrison  and  Cooper,  where  the  2 parts  of  the 
gland  were  widely  separated  for  over  seven 
months  with  no  apparent  effect  on  digestion  or 
sugar  metabolism,  is  quite  surprising.13 

Hemorrhage  was  a common  complication,  and 
its  extent  and  time  of  occurrence  were  impor- 
tant determining  factors  in  the  severity  of  the 
symptoms  and  in  the  necessity  and  urgency  of 
operation.  In  most  of  the  cases  there  was  evi- 
dence of  small  hemorrhages  into  the  substance  of 
the  gland,  or  the  lesser  sac,  or  into  both,  and  in  a 
number  of  cases  there  were  signs  of  secondary 
hemorrhage  after  varying  periods  of  time  lag. 
In  only  I case  was  there  a very  extensive  hemor- 


rhage with  enough  blood  lost  to  dominate  the 
picture. 

The  diagnosis  is  difficult  when  one  relies  en- 
tirely on  physical  signs.  The  serum  amylase 
test,  now  considered  very  valuable,  was  not  re- 
ported to  have  been  made  in  any  of  the  cases  in 
this  series.  The  presence  of  hyperglycemia  or 
glycosuria  in  a nondiabetic  is  strongly  suggestive 
of  pancreatic  injury,  and  at  times  the  presence  of 
a fistula  excreting  pancreatic  juice  may  be  the 
only  positive  finding.  The  gradually  rising 
leukocyte  count  with  the  high  polymorphonuclear 
fraction  seemed  to  occur  quite  frequently  even 
when  the  other  signs  and  symptoms  were  mild. 

The  composite  pattern  of  the  cases  taken  from 
the  literature  was  remarkably  similar  to  that  of 
the  case  we  reported.  Following  a severe  trauma 
of  the  abdomen,  there  was  little  or  no  shock,  ab- 
dominal pain,  or  tenderness.  The  patient  may 
have  slept  that  night  and  the  next  one.  Then, 
after  one  or  more  days,  spasmodic  pains  began 
and  the  abdomen  became  only  moderately  tender 
with  slight  or  no  rigidity.  The  white  cell  count 
usually  rose;  vomiting  occurred  only  occasion- 
ally; the  pulse  became  rapid.  There  might  be 
signs  of  ilius,  and  evidences  of  internal  hemor- 
rhage and  shock  came  later.  Shock  therapy  and 
operation  proved  to  be  very  successful,  which  is 
contrary  to  the  present  attitude  in  acute  pancrea- 
titis. 

While  an  upset  of  the  sugar  metabolism  oc- 
curred occasionally,  no  rules  for  its  presence 
could  be  formulated.  The  finding  of  an  un- 
questionable hypoglycemia  in  our  case  is  very 
hard  to  explain.  Also,  there  was  only  the  slight- 
est disturbance  in  1 of  the  cases  of  the  excretion 
of  pancreatic  juice.  Finally,  there  was  no  evi- 
dence that  any  permanent  damage  was  done  to 
the  external  or  internal  functions  of  the  gland, 
even  in  the  most  severe  case.  The  case  we  re- 
ported showed  a perfect  status  after  a very  long 
interval. 
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THE  DIAGNOSIS  OF  SICKLE  CELL  ANEMIA 
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{From  the  Pediatric  Service  of  St.  John’s  Hospital,  Brooklyn ) 


SICKLE  cell  anemia  has  been  referred  to  as 
“the  great  masquerader.”1  Its  symptoma- 
tology is  so  often  suggestive  of  other  diseases  that 
it  is  easy  to  be  led  astray  when  symptoms  point 
to  other  more  familiar  and  more  frequently  ob- 
served conditions.  It  is  not,  however,  as  protean 
in  its  manifestations  as  Osier’s  “great  imitator,” 
syphilis,  and,  in  general,  cases  of  sickle  cell 
anemia  in  children  seem  to  fall  into  two  main 
clinical  syndromes. 

The  first  type  is  that  associated  with  the  so- 
called  abdominal  crises.  Abdominal  pain  is  the 
most  constant  and  compelling  symptom.  Alien 
mild,  such  cases  often  go  for  a long  time  undiag- 
nosed, being  considered  merely  “belly-aches,” 
or  are  wrongly  diagnosed,  being  considered  recur- 
rent attacks  of  gastroenteritis  or  mesenteric 
adenitis.  Actually,  the  abdominal  pain  in  this 
disease  results  from  thromboses,  usually  small, 
mesenteric,  but  not  uncommonly  splenic,  and  the 
pain  has  the  characteristic  left  upper  quadrant 
localization.  When  the  abdominal  pain  is 
severe,  it  may  simulate  an  acute  surgical  abdom- 
inal condition,  and  its  localization  largely  deter- 
mines the  surgical  condition  it  simulates.  Camp- 
bell has  shown  the  frequency  and  variability  of 
abdominal  symptoms  in  sickle  cell  anemia.2  He 
reported  several  cases  which  were  subjected  to 
exploratory  laparotomy  with  negative  findings, 
only  to  have  sickle  cell  anemia  diagnosed  subse- 
quently. Surgical  attack  on  a patient,  undergo- 
ing an  acute  hemolytic  process,  may  have  a disas- 
trous result.  Cooley  has  described  well  such  an 
unfortunate  episode.3 

The  second  type  of  sickle  cell  anemia  is  that 
associated  with  joint  crises.  These  cases  closely 
simulate  acute  rheumatic  fever  in  many  instances. 
Indeed,  patients  with  sickle  cell  anemia  were  long 
considered  to  be  particularly  susceptible  to 
rheumatic  fever  until  it  became  common  knowl- 
edge that  the  rheumatic-like  symptoms,  as  well 
as  the  cardiac  findings,  were  an  integral  part  of  the 
sickle  cell  disease.  It  has  since  become  apparent 
that  true  rheumatic  infection  is  uncommon  in 
sickle  cell  anemia,  and,  as  recently  as  1942, 
Klinefelter  stated  that  “there  is  no  proved  in- 
stance of  the  two  occurring  together.”4  At  least 
2 cases,  however,  of  proved  sickle*  cell  anemia 
have  shown  unmistakable  evidence  of  true  rheu- 
matic infection  at  autopsy.6’6  The  case  of 
Walker  and  Murphy  showed  fresh  verrucae  on 
the  heart  valves  and  Aschoff  bodies  in  the  myo- 


cardium. A typical  instance  of  the  closeness  with 
which  sickle  cell  anemia  can  simulate  rheumatic 
fever  over  a long  period  of  time  is  dramatically 
illustrated  by  Hamman’s  case  of  a girl  presenting 
a typical  rheumatic  history  and  findings  of  poly- 
arthritis with  actual  swelling  of  the  joints  and  a 
progressive  cardiac  involvement.7  Several  ob- 
servers at  the  Johns  Hopkins  Hospital  made 
independent  diagnoses  of  extensive  mitral  and/ 
or  aortic  disease.  Yet,  autopsy  revealed  that  the 
heart  was  essentially  normal,  except  for  moder- 
ate enlargement,  and  that  there  was  no  valvular 
damage  or  other  evidence  of  remote  or  recent 
rheumatic  infection.  In  reference  to  the  joints 
themselves,  although  pain  is  often  severe,  it  is 
commonly  held  that  the  swelling  and  heat  of  the 
rheumatic  joint  are  lacking.  It  has  been  our 
experience  that  actual  heat  and  swelling  of 
rheumatic  joints  are  rather  uncommon  at  the 
present  time,  whereas  in  one  of  the  cases  to  be 
described  the  heat  and  swelling  were  striking. 
This  then  would  appear  to  be  an  unreliable  differ- 
ential point. 

The  occasional  occurrence  of  sickle  cell  anemia 
in  a white  person  makes  it  necessary  to  include 
this  for  consideration  in  the  diagnostic  examina- 
tion of  any  patient  presenting  signs  of  primary 
anemia,  obscure  abdominal  pain,  or  a rheumatic- 
like state.  The  following  two  cases  which  oc- 
curred by  coincidence  simultaneously  in  our 
pediatric  ward  are  illustrative. 

Case  Reports 

Case  1. — Joseph  C.,  a 3-year-old,  white  American 
boy  of  Italian- American  parents  was  admitted  to  the 
hospital  on  January  31,  1947,  because  of  abdominal 
pain  of  one  year’s  duration.  He  had  been  well  until 
one  year  prior  to  admission  when  he  began  to  experi- 
ence intermittent  abdominal  pain,  which  was  diffuse, 
not  localized,  and  usually  not  very  severe.  The 
attacks  were  unrelated  to  the  taking  of  food  or  other 
gastrointestinal  functions.  There  was  occasional 
vomiting.  The  boy  was  seen  frequently  by  his 
family  physician  who  noted  no  particular  abnor- 
mality. One  month  prior  to  admission  the  pain 
recurred  and  another  physician  was  consulted  who 
noted  a palpable  spleen.  Blood  counts  were  per- 
formed in  an  outside  laboratory,  and  these  were  said 
to  be  normal  except  for  low  hemoglobin. 

The  patient  was  referred  to  one  of  us  (J.  B.)  for 
consultation.  Moderate  icterus  was  noted  in  addi- 
tion to  the  enlarged  spleen  and  hospitalization  was 
advised  for  diagnostic  examination. 

The  patient  is  an  only  child,  born  of  cesarean  sec- 
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tion  after  the  mother  had  lost  her  first  two  children 
during  labor,  due  to  a contracted  pelvis.  His  birth 
weight  was  6 pounds,  7 ounces,  and  his  early  growth 
and  development  were  entirely  normal.  Feeding  and 
vitamin  prophylaxis  were  adequate.  Routine  im- 
munizations had  been  administered.  His  only  pre- 
vious illnesses  had  been  occasional  colds  and  sore 
throats. 

The  patient’s  mother  is  thirty-three,  and  was  born 
in  New  York.  She  is  one  of  8 siblings,  all  living  and 
well,  without  known  anemia.  One  of  her  sisters  had 
a son  who  died  in  1933,  at  the  age  of  seven,  on  his 
third  admission  for  sickle  cell  anemia  to  the  Brooklyn 
Jewish  Hospital.  As  far  as  can  be  determined,  this 
case  has  not  been  reported.  The  maternal  grand- 
parents were  both  natives  of  Calabria,  Italy.  The 
maternal  grandfather  died  at  the  age  of  fifty-nine 
from  “dropsy'.”  The  maternal  grandmother  is  alive 
and  well  at  the  age  of  seventy-five.  She  states  that 
there  has  been  no  admixture  of  Negro  blood  in  the 
family  in  her  memory,  and  further,  that  Negroes  are 
such  a rarity  in  Calabria  that  she  never  remembers 
seeing  one  when  she  lived  there  as  a child. 

The  patient’s  father  is  thirty-nine  and  was  born 
in  Roccidinetta,  Italy,  in  the  same  vicinity  as  his 
wife’s  parents.  The  paternal  grandparents  are 
both  dead,  causes  not  definitely  known,  but  both 
lived  to  advanced  years.  The  father  is  one  of  6 
siblings,  one  of  whom  (a  sister)  died  at  the  age  of  five 
“from  heart  disease  and  anemia.”  This  girl  was 
not  hospitalized  and  died  at  home.  The  father 
knows  of  no  other  cases  of  anemia  in  his  family. 
The  racial  ancestry  is  identical  with  that  of  the 
patient’s  mother,  and  there  is  no  known  admixture 
of  Negro  blood.  Careful  inquiry  has  been  made  by 
the  parents  of  all  living  relatives. 

Sickling  preparations  were  done  on  both  the 
father  and  the  mother.  Neither  showed  sickling. 

Physical  examination  showed  that  the  tempera- 
ture was  100  F.,  pulse  92,  and  respiration  22.  The 
weight  was  30  pounds.  General  development  and 
nutrition  were  normal.  The  facies  was  not  unusual, 
and  there  were  no  negroid  features.  The  skin 
showed  a definite  icteric  pallor,  and  the  sclera 
were  visibly  jaundiced.  The  right  ear  drum  was 
moderately  inflamed.  The  tonsils  were  scarred  and 
cryptic  but  not  acutely  inflamed.  There  was  no 
generalized  adenopathy. 

The  lungs  were  clear  throughout.  The  heart  was 
not  enlarged,  but  a soft  systolic  murmur  was  audible 
in  the  mitral  area.  The  abdomen  was  soft  and  not 
tender.  The  liver  was  not  enlarged,  but  the  spleen 
was  definitely  so  and  was  easily  palpated  three  fingers 
breadth  below  the  left  costal  margin.  It  was  firm, 
nontender,  and  had  a sharp  anterior  border.  The 
testes  were  incompletely  descended.  There  were 
small  subcutaneous  ecchymoses  about  both  hips  and 
the  right  knee  and  calf. 

The  skeletal  system  was  negative  for  significant 
bony  pathology  on  x-ray.  Teleorocntgenogram  of 
the  chest  showed  the  lung  fields  to  be  clear;  the 
cardiac  configuration  approached  the  upper  limit 
of  normal  in  size.  Flat  plate  of  the  abdomen 
demonstrated  the  enlarged  spleen  but  was  otherwise 
negative, 


The  laboratory  findings  were  as  follows:  ur- 
inalyses, all  findings  within  normal  limits;  admission 
blood  count,  3,250,000  red  blood  cells,  7.9  Gm. 
hemoglobin  (52  per  cent),  11,400  white  blood  cells. 
A differential  blood  count  yielded  the  following  re- 
sults: neutrophils  70  per  cent,  lymphocytes  28  per 
cent,  monocytes  1 per  cent,  eosinophils  1 per  cent. 
The  stained  smear  showed  marked  anisocytosis  of 
the  red  cells  with  poikylocytosis,  central  pallor,  and 
numerous  target  cells. 

Sickling  (wet  preparation)  was  immediately  posi- 
tive (Fig.  1).  This  was  repeatedly  positive  on  sev- 
eral occasions. 


Fig.  1.  Photomicrograph  of  wet  preparation  of 
peripheral  blood  showing  extensive  sickling  (Case  1). 

There  were  195,000  platelets;  the  venous  clotting 
time  was  three  minutes,  twenty  seconds.  The 
patient’s  blood  type  was  “A”  International;  the 
Kahn  and  Hinton  tests  were  negative.  The  icterus 
index  was  42.8.  The  results  of  the  fragility  test 
were  as  follows:  Patient:  hemolysis  began  at  0.38; 
complete  at  0.30.  Control:  hemolysis  began  at 
0.42;  complete  at  0.34. 

The  patient  was  given  two  whole  blood  trans- 
fusions of  250  cc.  each  and  was  discharged  on  Febru- 
ary 5,  1947,  improved.  He  was  seen  again  on  March 
22,  1947,  and  at  this  time  he  was  generally  well,  and 
improvement  had  continued  after  leaving  the  hos- 
pital. The  skin  though  still  slightly  icteric  had  a 
good  hemic  component.  The  hemoglobin  at  this  time 
was  14.2  Gm.  The  abdominal  pain  had  recurred 
in  mild  form  on  2 occasions,  and  there  had  been 
occasional  vomiting.  A repeat  sickling  preparation 
done  at  this  time  showed  80  per  cent  sickling  after 
twenty-four  hours. 

Case  2. — Bryon  T.,  a 5-year-old  Negro  boy  was 
admitted  to  the  hospital  on  January  21,  1947,  be- 
cause of  painful  swelling  of  both  elbows  of  eight 
days’  duration.  He  had  developed  an  upper  respira- 
tory infection  about  three  weeks  previously  which 
had  grown  steadily  worse  in  spite  of  bed  rest  and 
aspirin.  Marked  anorexia,  malaise,  and  pallor  had 
developed.  Eight  days  previously,  the  left  elbow 
had  become  extremely  painful  and  tensely  swollen, 
and  a few  days  later  the  right  elbow  had  become 
similarly  involved.  The  boy  was  then  brought  to 
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the  outpatient  department  where  a diagnosis  of 
acute  rheumatic  polyarthritis  was  made  and  hos- 
pitalization was  advised. 

The  patient  was  a normal  full-term  spontaneous 
delivery.  Birth  weight  was  8 pounds,  4 ounces. 
He  was  formula-fed  and  received  vitamins  in  ade- 
quate amounts.  He  was  followed  in  the  Pediatric 
Outpatient  Clinic,  and  his  early  growth  and  develop- 
ment were  considered  normal.  There  were  occas- 
ional respiratory  infections,  and  one  short  attack  of 
diarrhea.  In  1945,  and  again  in  1946,  he  was  seen 
because  of  fever  and  joint  pain.  These  attacks  were 
relatively  mild  and  were  considered  to  be  rheumatic 
in  spite  of  the  child’s  age,  negative  x-rays,  normal 
sedimentation  rate,  and  electrocardiogram.  At  the 
age  of  three,  he  weighed  29  pounds  and  at  the  age  of 
four  35  pounds. 

The  patient  is  an  only  child.  The  father  is  living 
and  well  and  is  also  a single  offspring.  The  mother 
is  one  of  4 siblings,  all  living  and  well.  Her  blood  is 
positive  for  the  sickling  trait,  but  she  is  not  anemic. 
All  4 grandparents  are  living  and  well.  The  mater- 
nal grandmother’s  sister  died  several  years  ago  from 
severe  anemia,  type  unknown  to  the  family.  This 
woman’s  daughter,  aged  twenty-seven,  is  living,  suf- 
fers from  anemia,  but  is  said  to  be  in  fairly  good 
health  at  present. 

The  patient  was  a thin,  undernourished,  5-year- 
old  Negro  boy,  appearing  acutely  and  chronically  ill. 
He  was  pale,  listless,  febrile,  but  oriented  and  co- 
operative. His  intelligence  seemed  above  average. 
He  complained  of  severe  •pain  in  both  elbows  and 
particularly  the  right.  His  temperature  was  101  F., 
pulse  90,  and  respirations  23. 

The  cranium  was  not  unusual.  The  facies  was 
typical  of  a full-blooded  Negro  but  not  otherwise 
remarkable.  The  eyes  were  normal  without  visible 
icterus  of  the  sclerae.  The  ears  were  not  inflamed. 
The  nose  was  congested,  and  the  pharynx  was 
diffusely  inflamed.  The  tonsils'  were  surgically 
absent.  The  mucous  membranes  appeared  generally 
pale.  The  chest  showed  scattered  bronchitic  rales 
throughout  both  lung  fields. 

The  heart  appeared  slightly  enlarged  to  the  left, 
and  there  was  a short  soft  systolic  murmur  maximal 
at  the  mitral  area  but  heard  also  in  the  aortic  and 
pulmonary  areas.  The  rhythm  was  regular.  The 
abdomen  was  flat,  soft,  and  nontender.  There  was 
a small  umbilical  hernia.  The  spleen  was  not 
palpable,  and  the  liver  was  not  enlarged. 

The  extremities  were  thin,  and  the  legs  were  not 
remarkable  except  for  hyperactive  tendon  reflexes. 
The  right  elbow  joint  was  markedly  swollen,  dif- 
fusely inflamed,  hot,  exquisitely  tender,  and  ex- 
tremely painful  on  both  active  and  passive  motion. 
Flexion  and  extension  were  markedly  limited  both 
by  pain  and  by  soft  tissue  swelling.  The  left  elbow 
was  similarly  involved  but  to  a much  lesser  degree. 

Five  urine  examinations  showed  no  abnormalities. 
The  results  of  the  blood  tests  were  as  follows:  red 
blood  cells,  2,760,000;  6 Gm.  (40  per  cent)  hemo- 
globin; white  blood  cells,  14,400.  The  differential 
blood  tests  showed  the  following:  neutrophils  82 
per  cent,  lymphocytes  11  per  cent,  monocytes  2 per 
cent,  eosinophils  2 per  cont,  basophils  2 per  cent, 


myelocytes  1 per  cent.  The  stained  smear  showed 
anisocytosis,  poikylocytosis,  central  pallor,  and 
numerous  target  cells.  There  were  3 nucleated  red 
cells  per  100  white  cells.  Numerous  sickle  cells 
were  seen  on  the  dried  stained  smear  on  January  30, 
February  6,  and  February  11,  1947. 

Sickling  was  immediately  present  in  the  wet 
preparation  and  was  70-80  per  cent  complete  in 
twenty-four  hours.  There  was  no  growth  on  the 
blood  culture.  Kahn  and  Hinton  blood  tests  were 
negative;  the  patient’s  blood  type  was  “A”  Inter- 
national. Blood  calcium  was  11  mg.  per  100  cc. 
The  sedimentation  rate  was,  on  January  22,  23  mm.  in 
1 hour;  on  January  31,  18  mm.  in  1 hour,  and  on 
February  7,  8 mm.  in  1 hour.  The  results  of  the 
fragility  test  were:  Patient:  hemolysis  began  at 
0.38;  complete  at  0.28.  Control:  hemolysis  began 
at  0.42;  complete  at  0.34. 

The  electrocardiogram  showed  sinus  tachycardia 
but  was  otherwise  normal. 

X-ray  showed  the  lungs  having  moderate* pulmo- 
nary congestion ; the  heart  was  slightly  enlarged,  and 
the  contour  suggested  some  right  ventricular  enlarge- 
ment. Soft  tissue,  swelling  of  the  elbows  was  evi- 
dent, but  there  were  no  radiographic  signs  of  bone  or 
joint  involvement.  The  cranium,  pelvis,  and  hands 
were  all  negative  for  significant  bony  pathology. 

The  patient  was  placed  on  aspirin  and  calcium 
gluconate  therapy  on  admission.  Penicillin,  20,000 
units  every  three  hours  intramuscularly,  was  also 
started  because  of  the  respiratory  infection  and  be- 
cause of  the  possibility  of  septic  joints  before  labora- 
tory and  x-ray  studies.  The  day  after  admission, 
temperature  rose  to  103.4  F.  and  the  pulse  to  120. 
These  gradually  fell  to  normal  levels  over  the  next 
three  days  and  subsequently  remained  normal. 

Because  of  the  severe  anemia,  transfusions  were 
then  begun,  and  four  transfusions  of  250  cc.  each 
were  given  on  January  21  and  28,  and  on  February 
4 and  6.  Following  the  first  transfusion,  there  was  a 
striking  change  in  the  patient’s  clinical  condition. 
His  appetite  which  had  been  almost  lacking  became 
voracious. 

His  involved  joints,  which  had  been  improving 
slowly,  cleared  quickly  and  completely.  His  cardiac 
murmur  disappeared.  Pencillin  and  salicylates 
were  stopped  on  January  30,  and  the  boy  was  allowed 
out  of  bed.  Temperature  and  pulse  rate  remained 
normal,  and  the  sedimentation  rate  improved  rap- 
idly. Subsequent  clinical  course  was  one  of  con- 
tinued improvement  until  his  discharge  on  February 
13, 1947.  He  has  been  seen  in  the  Outpatient  Clinic 
twice  since  discharge.  lie  has  gained  4 pounds,  feels 
well,  and  has  had  no  further  joint  pain.  No  cardiac 
murmur  can  be  heard  at  present. 

Comment 

The  diagnosis  of  sickle  cell  anemia  is  not  a 
difficult  one  to  make,  provided  that  this  disease  is 
considered  at  all.  To  be  sure,  it  is  not  a common 
disease,  even  among  Negroes.  Ogden  found  the 
sickling  trait  present  in  G.5  per  cent  of  1,602 
Negroes  studied.8  Various  other  estimates  have 
ranged  from  5 to  10  per  cent.  Of  these,  only  a 
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small  per  cent  develop  anemia.  But  in  the 
south,  in  northern  metropolitan  areas,  and  in 
other  countries  where  Negroes  comprise  a large 
part  of  the  population,  one  may  expect  to  encoun- 
ter this  disease  sufficiently  frequently  to  be  on  the 
lookout  for  it. 

The  first  case  presented  here  represents  another 
instance  of  the  very  occasional  occurrence  of  this 
typically  race-specific  disease  in  a white  person. 
The  boy  looks  white,  his  parents  appear  to  be 
white,  and  as  far  as  can  be  ascertained,  there  has 
been  no  Negro  blood  in  his  family.  Yet  he  has 
sickle  cell  anemia.  The  fact  that  it  is  impossible 
to  exclude,  beyond  any  doubt,  the  admixture  of 
Negro  blood  in  his  (or  anyone  else’s)  remote 
ancestry,  a point  so  often  raised  in  these  cases,  is 
of  no  practical  importance.  He  is  clinically 
white,  and  this  fact  emphasizes  the  importance 
of  including  a sickling  preparation  in  the  hema- 
tologic examination  of  any  case  presenting  anemia 
or  the  physical  signs  of  blood  dyscrasia. 

Although  the  cases  of  sicklfe  cell  anemia  re- 
ported as  occurring  in  the  white  race  are  very  few 
in  number  (18  previously),  most  of  these  have 
occurred,  as  in  this  instance,  in  members  of  the 
Mediterranean  races.  It  must  be  particularly 
distinguished  therefore  from  thalassemia  which  it, 
resembles  closely  in  many  particulars.  Indeed, 
so  similar  are  the  blood  pictures  in  these  2 dis- 
eases (anisocytosis,  target  cells,  the  presence  of 
erythroblasts,  increased  resistance  to  hypotonic 
saline,  increased  icterus  index)  and  the  x-ray 
changes  when  the  disease  reaches  that  stage 
(early  trabeculation  of  small  bones  and  late 
“hair-on-end’  ’ skull)  that  a similar  causative 
background  is  not  inconceivable. 

The  second  case  illustrates  how  closely  sickle 
cell  anemia  can  simulate  acute  rheumatic  fever 
with  arthritis  and  carditis.  Pointing  to  the  fre- 
quency of  polyarthritis  in  sickle  cell  anemia, 
Brugsch  and  Gill  have  made  the  plea  that  not 
every  febrile  illness  with  joint  symptoms  be  con- 
sidered rheumatic  fever  in  spite  of  the  prevalence 
of  this  disease.9  To  do  so  is  “particularly  regret- 
table since  sickle  cell  anemia,  once  considered,  can 
easily  be  demonstrated  by  a sealed  wet  prepara- 
tion of  the  blood.” 

Recent  recognition  of  the  heart  lesion  in  sickle 
cell  anemia  as  a distinct  cardiopathy  peculiar  to 
this  disease  and  sufficient  in  itself  for  producing 
enlargement,  murmurs,  and  even  electrocardio- 
graphic changes  has  clarified  the  situation  con- 
siderably. Wc  need  no  longer  assume  a frequent 
coexistence  of  rheumatic  fever  in  sickle  cell 
anemia.  The  failure  of  salicylates,  the  dramatic 
response  to  transfusion,  the  rapid  return  of  the 
sedimentation  rate  to  normal,  the  prompt  dis- 
appearance of  the  heart  murmur,  and  the  early 
return  to  activity  without  relapse,  all  pointed 


away  from  rheumatic  fever  in  this  case,  inde- 
pendently of  the  diagnostic  blood  findings.  In 
the  infrequent  situation  where  the  2 diseases 
actually  do  coexist,  Walker  and  Murphy  feel 
that  the  fibrinolysin  reaction  is  useful  in  estab- 
lishing the  diagnosis  of  rheumatic  fever  in  the 
presence  of  sickle  cell  anemia.5  Their  case 
showed  positive  clot  resistance  during  life,  and 
autopsy  revealed  clear  evidence  of  both  diseases. 
The  technic  and  interpretation  of  the  fibrinolysin 
reaction  have  been  described  by  Tillett,  Edwards, 
and  Garner.10 

Additional  methods  for  confirming  the  diagno- 
sis of  sickle  cell  anemia  have  been  described  and 
are  of  value.  The  differential  sedimentation  rate 
described  by  Winsor  and  Burch  can  easily  be 
carried  out  without  special  equipment.1  It  de- 
pends on  the  in  vivo  deoxygenation  and  carbon 
dioxide  aituration  of  red  blood  cells  by  blood  pres- 
sure cuff  constriction  before  venapuncture  is 
carried  out. 

Similarly,  if  a finger  is  lightly  constricted  by  a 
rubber  band  until  deep  cyanosis  occurs,  before  the 
finger  is  pricked,  sickle  cells  can  usually  be  demon- 
strated on  dried,  stained  blood  films,  and  easily 
demonstrated  in  the  usual  sealed  wet  preparation 
without  waiting  a period  of  hours  or  days  for 
sickling  to  develop.  Sickle  cell  anemia  has  also 
been  diagnosed  by  splenic  puncture  in  2 cases 
from  unrelated  Italian  families.11  This  raises  the 
speculation  about  what  splenic  puncture  might 
yield  in  some  of  our  supposed  cases  of  Mediter- 
ranean anemia. 

Summary 

1.  The  two  Common  clinical  types  of  sickle 
cell  anemia  in  childhood  are  described. 

2.  A case  is  presented  illustrating  each  of  these 
types. 

3.  An  additional  case  of  sickle  cell  anemia, 
occurring  in  the  white  race,  is  reported. 

4.  The  relation  of  sickle  cell  anemia  to  rheu- 
matic fever  is  considered. 

5.  The  diagnosis  of  sickle  cell  anemia  is  dis- 
cussed. 
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CLINICOPATHOLOGIC  CONFERENCES 

Fourth  Medical  Division  of  Bellevue  Hospital,  New  York  City 
Date:  November  24,  1947 

Conducted  by:  Abraham  W.  Freireich,  M.D. 

Carcinoma  of  the  Esophagus  without  Dysphagia 


The  patient,  G.  P.,  a 79-year-old  white  man, 
entered  Bellevue  Hospital  for  the  third  time  on 
May  31,  1947,  complaining  of  constipation  and 
weight  loss  of  nine  months’  duration.  The  family 
history  was  noncontributory.  Relating  to  the 
past  history:  The  patient’s  first  admission  to 
Bellevue  Hospital  was  in  1940,  when  evidence  of 
pulmonary  emphysema  and  fibrosis  was  found. 
In  addition,  there  was  found  elongation  and 
widening  of  the  ascending  aorta.  Sputum  ex- 
aminations on  three  occasions  were  negative  for 
acid-fast  bacilli.  The  patient  also  had  benign 
* prostatic  hypertrophy  with  a residual  urine  of 
350  cc.;  however,  he  refused  treatment  for  this 
problem  and  was  discharged. 

On  September  24,  1946,  the  patient  was  ad- 
mitted for  the  second  time  complaining  of  gen- 
eralized weakness,  weight  loss,  and  loss  of  appetite 
of  three  months’  duration.  There  was  a 25-pound 
weight  loss  in  the  two  months  preceding  this  ad- 
mission, and  he  had  lost  all  desire  for  food.  He 
had  also  had  one  episode  of  diarrhea  followed  by 
constipation.  There  was  no  nausea,  vomiting, 
flatulence,  hematemesis,  postprandial  discom- 
fort, or  blood  in  the  stools. 

At  his  second  admission,  the  pertinent  physical 
findings  were  a temperature  of  98.6  F.,  pulse,  88, 
and  blood  pressure,  126/80.  The  patient 
appeared  chronically  ill  with  evidence  of  recent 
weight  loss.  There  was  a bilateral  arcus  senilis. 
The  pupils  reacted  normally  to  light  and  accom- 
modation. Examination  of  the  fundi  revealed 
the  arterioles  to  be  slightly  narrowed  and  tortuous 
and  there  was  slight  arteriovenous  nicking.  The 
trachea  was  in  the  midline,  and  the  thyroid  gland 
was  not  palpable.  The  chest  was  increased  in 
size  in  the  anteroposterior  diameter.  It  was 
hyperresonant  throughout,  except  at  the  right 
base  where  there  was  dullness  posteriorly.  There 
were  diminished  breath  sounds  at  the  right  base 
with  a few  moist  rales.  The  area  of  cardiac  dull- 
ness was  not  enlarged.  There  was  a normal  sinus 
rhythm  with  a ventricular  rate  of  88.  The  second 
aortic  sound  was  louder  than  the  second  pulmonic. 
No  murmurs  were  heard.  The  abdomen  was 
scaphoid  in  contour  with  evidence  of  considerable 
• weight  loss.  The  liver  and  spleen  were  not  pal- 
pable. The  kidneys  were  palpable  but  not  en- 
larged, and  the  aorta  could  be  felt  through  the 


abdominal  wall.  No  masses  could  be  discerned. 
The  rectal  examination  revealed  a diffusely  en- 
larged and  nontender  prostate  of  normal  con- 
sistency. The  neurologic  examination  was  within 
normal  limits.  There  was  no  lymphadenopathy. 

The  laboratory  findings  were  as  follows: 
urinalysis : negative'  on  2 exam  nations ; blood 
count:  red  cells,  3,730,000,  hemoglobin,  12.5  Gm., 
white  cells,  5,600  with  a normal  differential; 
blood  Mazzini  reaction:  negative.  Blood  chem- 
istry: nonprotein  nitrogen,  30  mg.  per  100  cc.; 
cholesterol  and  esters,  173  and  95  mg.  per  100  cc., 
respectively;  cephalin  flocculation  test,  negative; 
phosphorus,  3.43  mg.  per  100  cc.;  alkaline  phos- 
phatase, 3.0  Bodansky  units;  acid  phosphatase, 
1.7  Bodansky  units;  total  serum  protein,  5.1 
Gm.  percent;  albumin,  3.2  Gm.  per  cent;  globu- 
lin, 1.9  Gm.  per  cent;  icterus  index,  4. 

Roentgenogram  of  the  chest  revealed  the 
following:  “Emphysema  and  pleurodiaphrag- 

matic  adhesions  at  the  right  base.  The  heart  is 
normal  in  size  and  shape  with  considerable 
widening  of  the  supracardiac  aorta.”  Roentgeno- 
grams of  the  upper  gastrointestinal  tract  indi- 
cated “No  organic  lesions  of  the  stomach  or  duo- 
denum. There  is  a large  biliary  calculus  in  the 
right  upper  quadrant.” 

A barium  enema  was  done,  but  the  barium 
could  not  be  forced  beyond  the  sigmoid.  There 
was  considerable  dilatation  of  the  rectum  and 
distal  sigmoid.  This  finding  was  investigated 
further  by  sigmoidoscopy.  The  instrument  was 
passed  easily  to  a distance  of  12  inches  from  the 
anus.  A normal  mucosa  was  found,  and  the  ease 
with  which  the  sigmoidoscope  was  passed  sug- 
gested a redundant  sigmoid.  The  barium  enema 
was  repeated,  and  there  was.no  intrinsic  organic 
lesion  of  the  colon  noted.  There  was  marked  re- 
dundancy of  the  sigmoid.  The  patient  was 
afebrile  throughout  his  hospital  stay  and  was 
discharged  as  unimproved  on  the  forty-second 
hospital  day,  to  be  followed  at  the  outpatient 
department. 

His  third  and  final  admission  to  the  hospital 
was  occasioned  by  the  complaints  already  men- 
tioned. In  addition,  he  complained  of  a cough 
productive  of  a small  amount  of  whitish  sputum 
and  shortness  of  breath  on  effort.  At  the  time  of 
this  admission  he  was  so  weak  that  he  could  not 
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stand  on  his  feet.  Other  physical  findings  were 
the  same  as  those  encountered  on  his  second  ad- 
mission with  the  exception  that  his  urinary  reten- 
tion had  become  more  extreme.  An  indwelling 
Foley  catheter  was  placed  into  the  bladder  re- 
sulting in  prompt  relief.  The  patient  was  so 
severely  ill  that  repeat  studies  of  the  gastroin- 
testinal tract  could  not  be  carried  out.  Roent- 
genogram of  the  chest  gave  the  following  data: 
“Heart  is  normal  in  size  with  fusiform  widening  of 
the  supracardiac  aorta  and  chronic  productive  in- 
filtrations of  the  major  portion  of  the  right  lung 
with  some  retraction  of  the  mediastinum.” 

The  laboratory  findings  were  as  follows: 
urinalysis,  specific  gravity  1.020  with  one  plus 
albumin,  occasional  granular  casts,  and  1 to  3 
white  blood  cells  per  high  power  field.  A second 
specimen  revealed  a specific  gravity  of  1.017  with 
a trace  of  albumin,  numerous  bacteria,  and  15  to 
20  white  cells  and  1 to  3 red  cells  per  high  power 
field.  The  blood  count  was:  red  cells,  4,660,000; 
hemoglobin,  13.6  Gm.;  white  cells,  15,000; 
differential  count,  stab  forms  11  per  cent,  seg- 
mented forms  76  per  cent,  lymphocytes  10  per 
cent,  monocytes  2 per  cent,  eosinophiles  1 per 
cent.  Blood  chemistry  revealed  the  following: 
nonprotein  nitrogen,  50  mg.  per  100  cc.;  fasting 
blood  sugar,  72  mg.  per  100  cc.;  blood  Mazzini 
reaction,  negative  The  blood  phosphorus  was 
2.68  mg.  per  100  cc.;  the  alkaline  phosphatase 
and  acid  phosphatase  values  were  3.5  and  1.1 
Bodansky  units,  respectively. 

The  course  of  the  patient’s  illness  was  progres- 
sively downhill  from  the  day  of  admission.  On 
the  twelfth  hospital  day  he  developed  Cheyne- 
Stokes  respirations,  a marked  drooping  of  the 
right  eyelid,  and  a rise  in  pulse  rate  ranging  from 
130  to  150  per  minute.  There  wsfe  a sharp  change 
in  the  previously  afebrile  course,  the  temperature 
rising  to  103  F.  The  patient  expired. 

Discussion 

Dr.  Abraham  W.  Freireich:  On  reviewing 
this  case,  I find  great  difficulty  in  attributing  to 
any  one  disease  the  cause  of  this  patient’s  illness 
and  death. 

The  complaints  of  weight  loss  and  constipation 
are  met  with  in  a number  of  conditions.  There  are 
two  which  are  always  associated  with  weight 
loss.  These  are  pulmonary  tuberculosis  and 
carcinoma,  particularly  in  carcinoma  of  the  gas- 
trointestinal tract. 

Pains  in  the  right  lower  chest  and  cough,  pro- 
ductive of  a small  amount  of  sputum,  noted  on  the 
first  admission,  should  make  one  suspicious  of 
tuberculosis.  However,  three  sputum  examina- 
tions were  negative  for  acid-fast  bacilli,  and  x-ray 
of  the  chest  on  the  second  admission  failed  to  re- 
veal any  evidence  of  tuberculosis. 


His  first  admission,  seven  years  before  the 
terminal  episode,  contributes  the  information  that 
he  had  a benign  prostatic  hypertrophy  with  a 
residual  urine  of  350  cc.  but  adds  little  that  can 
be  used  in  determining  the  nature  of  the  final 
disease. 

On  the  second  admission,  eight  months  before 
his  last  entry  into  the  hospital,  symptoms  re- 
lating to  the  final  episode  made  their  appearance. 
We  note  that  he  had  lost  25  pounds  in  the  two 
months  preceding  admission,  that  this  was 
ushered  in  by  an  episode  of  diarrhea  followed  by 
constipation  and  that,  in  addition,  there  was 
generalized  weakness  and  anorexia. 

The  episode  of  diarrhea  followed  by  constipa- 
tion is  certainly  significant.  This  history  in  an 
elderly  patient  should  always  make  one  sus- 
picious of  a malignant  tumor  of  the  lower  bowel. 
However,  one  cannot  exclude  the  possibility  of 
other  conditions  of  the  bowel  which  might  give 
rise  to  similar  symptoms,  such  as  tuberculosis, 
syphilis,  or  diverticulosis. 

The  physical  examination  adds  veiy  little  to 
the  nature  of  the  illness  with  which  we  are  deal- 
ing. 

Let  us  turn  to  the  laboratory  data.  There 
again  we  are  met  with  information  of  a negative 
character.  The  urine  showed  a fairly  good  con- 
centration in  one  of  the  casual  specimens  and 
nothing  else  to  make  us  consider  renal  disease 
or  any  lesion  in  the  urinary  tract.  The 
blood  count  was  not  remarkable.  The  Mazzini 
test  was  negative.  The  nonprotein  nitrogen 
was  normal.  The  total  cholesterol  was  within 
normal  limits,  and  there  was  only  a slight 
diminution  of  the  ester  ratio.  The  negative 
cephalin  flocculation  test  ruled  against  hepatocel- 
lular damage.  The  blood  phosphorus,  alkaline 
and  acid  phosphatase,  albumin-globulin  ratio, 
serum  proteins,  and  the  icterus  index  were  all 
normal. 

Therefore,  in  reviewing  the  results  of  the 
laboratory  studies,  we  have  obtained  very  little 
help  in  determining  a diagnosis. 

Now,  let  us  see  what  help  the  X-ray  Department 
can  give  us.  In  addition  to  the  findings  on  the 
second  admission,  we  find  a normal-sized  heart 
with  considerable  widening  of  the  supracardiac 
aorta.  There  is  no  mention  of  any  calcified 
plaques,  but  it  is  safe  to  assume  in  any  individual 
of  this  age,  and  with  the  further  evidence  of 
arteriosclerosis  obtained  in  the  examination  of  the 
fundi,  that  this  widening  was  due  to 'arterio- 
sclerosis. The  negative  Mazzini  test  helps  to  ex- 
clude syphilis  as  a cause  for  the  widening  of  the 
aorta. 

The  gastrointestinal  tract  was  studied  only  at 
each  end.  The  upper  study  tells  us  that  there 
was  no  organic  lesions  of  the  stomach  and  duo- 
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denum.  Whether  the  additional  information 
given  us,  that  a large  biliary  calculus  was  present 
in  the  right  upper  quadrant,  is  of  any  significance 
is  questionable.  There  is  no  evidence  of  any  dis- 
turbed liver  function;  nor  is  there  any  obstruc- 
tion to  the  normal  flow  of  bile.  I think  we  are 
justified  in  stating  that  this  was  a solitary  calculus 
located  id  the  fundus  of  the  gallbladder  not 
giving  rise  to  symptoms. 

The  first  study  made  with  the  barium  enema 
begins  to  confirm  our  suspicion  of  a malignancy  of 
the  lower  bowel.  We  note  that  the  barium  could 
not  be  forced  beyond  the  sigmoid.  This  is  sig- 
nificant. However,  it  is  not  conclusive.  Obstruc- 
tion to  the  retrograde  introduction  of  barium  can 
be  due  to  other  causes.  Extrinsic  obstruction,  as 
from  bands  of  adhesions,  will  give  rise  to  similar 
findings.  Volvulus  is  most  common  at  this  loca- 
tion, particularly  in  older  people  with  marked  re- 
dundancy of  the  sigmoid  such  as  this  patient  had. 

Our  hopes  in  having  finally  discovered  the 
primary  disease  process  in  this  patient  are  some- 
what shattered  by  the  report  of  the  sigmoid- 
oscopy and  of  the  repeat  barium  enema.  We  are 
told  that  the  instrument  was  passed  easily  to  a 
distance  of  12  inches  from  the  anus,  that  the 
mucosa  was  normal,  and  that  the  sigmoid  was 
redundant.  This  latter  fact  may  explain  the 
previously  found  obstruction  on  the  basis  of  a 
volvulus  which  was  temporary  in  duration.  It  is 
quite  unlikely,  however,  that  this  would  have 
occurred  without  any  evidence  of  pain  and  with- 
out other  evidence  of  acute  obstruction,  such  as 
vomiting  and  distension  and  evidence  of  a mass 
in  the  lower  abdomen. 

That  nothing  was  found  in  the  distal  12  inches 
of  bowel  does  not  exclude  a disease  process  some- 
what more  proximal. 

The  second  barium  enema  revealed  no  in- 
trinsic organic  lesion  of  the  colon  This  informa- 
tion is  interesting  but  not  conclusive.  It  is  quite 
possible  for  a tumor  to  be  present  in  the  colon  and 
not  be  demonstrable  with  a barium  enema. 

The  patient  was  discharged  as  unimproved  and 
came  in  for  his  final  admission  approximately 
seven  months  later.  He  appeared  very  weak  and 
was  unable  to  stand,  and  he  continued  to  com- 
plain of  constipation.  Urinary  retention  had 
appeared,  but  this  was  relieved  by  the  indwelling 
catheter.  He  complained  also  of  cough  and  of 
dyspnea  on  effort.  That  the  latter  symptoms 
were  due  not  to  cardiac  failure  but  rather  to  pul- 
monary disease  is  borne  out  by  the  absence  of  any 
other  signs  of  congestive  heart  failure,  and  by  the 
positive  evidence  of  productive  infiltrations  of  the 
major  portion  of  the  right  lung.  The  nature  of 
this  pulmonary  infiltration  is  not  clear.  Is  it 
metastatic  tumor  of  the  lung?  Is  it  primary 
tumor  of  the  lung?  The  retraction  of  the 


mediastinum  would  make  one  suspicious  of  the 
latter.  Is  it  inflammatory  in  character?  For  the 
first  time  we  see  a leukocytosis  of  15,000  with  a 
moderate  shift  to  the  left. 

The  laboratory  findings  on  the  last  admission, 
except  as  noted  above,  are  not  significant.  The 
appearance  of  a one  plus  albumin,  occasional 
granular  casts,  some  wdiite  blood  cells,  and  one 
to  three  red  blood  cells  is  not  uncommon  in  one 
dying  from  a chronic  wasting  disease.  Again, 
there  is  found  no  anemia.  The  slight  rise  of  the 
nonprotein  nitrogen  to  50  in  the  specimen  of 
blood,  taken,  apparently,  on  his  last  day  of  life  is 
of  no  consequence.  The  other  tests  were  all 
within  normal  limits. 

Just  a few  words  at  the  mode  of  exitus.  The 
sudden  development  of  Cheyne-Stokes  respira- 
tions with  drooping  of  the  right  eyelid  and  the  rise 
in  pulse  and  temperature  were  probably  due  to  a 
cerebrovascular  accident,  possibly  in  the  medulla 
or  pons. 

I feel  that  this  patient  had  a malignancy  of  the 
intestinal  tract,  probably  in  the  left  side  of  the 
colon.  Functionally,  the  colon  can  be  divided 
nto  a right  and  a left  side.  The  r ght  side,  con- 
sisting of  cecum,  ascending  colon,  and  hepatic 
flexure,  is  wider  in  caliber  and  the  intestinal  con- 
tents in  this  region  are  fluid.  A tumor  in  this 
area  will  grow  to  a rather  large  size  before  making 
itself  evident,  because  of  the  size  of  the  lumen  and 
the  nature  of  the  contents.  Anemia  appears 
earlier  and  obstruction  and  constipation  later. 
The  left  side  of  the  colon,  from  the  splenic  flexure 
to  the  terminal  portion,  is  narrower  in  caliber, 
and  the  contents  here  have  become  more  solid. 
Because  of  this,  obstruction  and  constipation 
appear  earlier,  and  a smaller  lesion  can  give  rise 
to  the  symptomatology. 

In  the  absence  of  a demonstrable  tumor  in  the 
descending  colon,  I would  suspect  the  small  in- 
testine, merely  on  the  basis  of  exclusion  and  the 
failure  to  examine  this  portion  of  the  gastro- 
intestinal tract,  although  it  is  a fact  that  tumor  in 
this  area  is  rare. 

In  addition,  the  autopsy  should  disclose  arterio- 
sclerosis of  tlie  aorta,  metastatic  tumor  in  the 
lung,  and  cerebrovascular  damage,  possibly  in  the 
region  of  the  medulla  and  pons. 

Dr.  Emanuel  Appelbaum:  The  outstanding 
symptoms  in  this  case  were  marked  and  progres- 
sive weakness,  weight  loss,  anorexia,  and  con- 
stipation. An  episode  of  diarrhea  preceded  the 
onset  of  constipation.  The  additional  symptoms 
during  the  last  admission  were  cough,  dyspnea  on 
exertion,  and  urinary  retention.  Except  for  the 
evidence  of  marked  weight  loss,  the  physical  ex- 
amination was  not  remarkable.  There  was  in- 
deed a paucity  of  physical  signs.  The  right  lung 
did  show  some  rales  and  diminished  breath 
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sounds,  and  there  was  diffuse  enlargement  of  the 
prostate.  However,  there  were  no  abdominal 
masses,  enlargement  of  the  liver,  lymphadenop- 
athy,  or  gross  blood  in  the  stools.  Similarly,  the 
laboratory  findings  were  not  revealing.  There 
was  only  a slight  anemia.  The  roentgenogram  of 
the  chest  showed  some  infiltration  in  the  right 
lung.  Roentgenograms  of  the  stomach,  duo- 
denum, and  colon  were  negative,  except  for  the 
discovery  of  the  presence  of  a biliary  calculus. 
On  one  occasion  barium  could  not  be  forced  be- 
yond the  sigmoid.  The  sigmoidoscope,  however, 
was  passed  with  ease,  revealing  the  presence  of  a 
redundant  colon. 

The  available  evidence  points  to  a carcinoma  of 
the  digestive  tract.  If  that  is  accepted,  then  the 
question  is,  in  what  organ?  To  answer  this  ques- 
tion, it  is  necessary  to  see  how  closely  our  case  fits 
the  pattern  of  cancer  in  the  various  portions  of 
the  alimentary  canal. 

Let  us  begin  with  the  esophagus.  In  esophageal 
carcinoma,  dysphagia  ist  as  a rule,  an  early  symp- 
tom. Furthermore,  the  disease  is  highly  malig- 
nant with  a rapidly  downward  clinical  course. 
Metastasis  is  frequently  present  and  occurs  rela- 
tively early  in  many  cases.  These  striking  facts 
militate  against  the  diagnosis  of  esophageal  car- 
cinoma in  our  case.  However,  it  is  necessary  to 
point  out  that,  in  the  early  stages  of  some  cases  of 
esophageal  carcinoma,  before  the  growth  causes 
marked  narrowing  of  the  lumen,  the  patient  may 
not  suffer  from  any  symptoms.  There  is  also  the 
fact  that  a pronounced  anemia  is  uncommon  in 
this  condition.  Even  the  roentgenogram  may 
fail  at  times  to  identify  a malignant  lesion  in  the 
esophagus.  Occasionally,  one  encounters  a 
patient  with  esophageal  cancer  in  whom  death 
occurs  without  giving  rise  to  any  symptoms 
referable  to  the  esophagus.  Some  of  you  may  re- 
call a case  of  that  type  which  was  presented  here 
about  two  years  ago.  It  is,  therefore,  not  entirely 
safe  to  exclude  the  possibility  of  carcinoma  of  the 
esophagus  in  our  case,  although  the  evidence  is 
vgry  much  against  the  diagnosis. 

The  next  organ  to  be  considered  is  the  stomach. 
Except  for  the  anorexia,  there  were  no  symptoms 
or  signs  to  suggest  gastric  carcinoma.  However, 
there  is  no  symptom  complex  by  which  this 
disease  can  be  identified  with  certainty.  As  a 
matter  of  fact,  it  is  remarkable  to  what  extent  the 
stomach  can  at  times  accommodate  itself  to  ex- 
tensive local  involvement  without  revealing  a 
trace  of  disorder. 

One  might  ask  then,  if  it  is  possible  to  have 
carcinoma  of  the  stomach  with  negative  x-rays. 
The  answer  is  yes.  At  times  cancer  in  the  cardia 
may  be  difficult  to  detect  roentgenologically.  It 
may  be  necessary  to  take  films  in  numerous 
positions,  particularly  in  the  recumbent  and  in 
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the  supine  with  the  buttocks  elevated.  Often  the 
diagnosis  can  be  suspected  when  there  is  a de- 
formity of  the  stomach  air  bubble.  However, 
cancer  of  the  cardia  is,  as  a rule,  accompanied  by 
cardiospasm  ancf  disturbances  in  deglutition. 

There  are  other  types  of  gastric  carcinoma  that  j 
may  be  difficult  to  detect  clinically  and  roent- 
genologically. When  the  tumor  involves  the 
posterior  wall  of  the  stomach  without  invasion  of 
the  anterior  wall  or  the  curvatures,  no  mass  is 
felt,  and  the  roentgenogram  is,  as  a rule,  negative. 
Since  these  tumors  grow  slowly,  the  diagnosis  may  j 
be  overlooked  for  months  or  even  years.  One  has 
to  mention  also  the  rare  instances  of  very  small 
primary  gastric  carcinoma  which  metastasize  i 
through  the  blood  stream  and  the  lymphatics  to  ji 
the  lungs  and  even  the  brain.  These  cases  fre-  |i 
quently  lead  to  the  development  of  carcinomatous  j 
lymphangitis  in  the  lungs.  Weakness  and  J 
dyspnea  are  the  striking  symptoms  in  these  ' 
patients.  When  there  is  metastasis  to  the  brain,  a 
diagnosis  of  primary  brain  tumor  may  be  made 
erroneously.  In  the  light  of  these  facts  it  is  ! 
possible  to  interpret  the  pulmonary  findings  and 
perhaps  even  the  terminal  neurologic  signs  in  our  i 
case  as  instances  of  metastasis  to  the  lungs  and 
brain. 

There  remain  two  other  points  in  our  case 
which  are  difficult  to  reconcile  with  the  diagnosis  !J 
of  carcinoma  of  the  stomach.  One  is  the  absence  : 
of  a significant  anemia,  and  the  other  is  the  failure 
to  find  gross  blood  in  the  stools.  In  regard  to  the 
first  item,  it  is  necessary  to  point  out  that  most, 
but  not  all,  cases  of  gastric  cancer  are  accom- 
panied by  marked  anemia,  which  may  be  either  . 
hypochromic  or  hyperchromic.  Indeed,  the 
absence  of  a marked  anemia  probably  indicates 
that  there  was  no  extensive  bleeding,  which  is 
necessary  to  produce  gross  blood  in  the  stools. 

It  has  been  estimated  that  it  takes  approxi-  ■ 
mately  70  cc.  of  blood  to  produce  a stool  in  which 
the  presence  of  blood  may  be  detected  grossly. 

This  brings  us  to  a consideration  of  the  possi- 
bility of  primary  carcinoma  of  the  small  intestine. 
These  tumors  are  rare,  and  their  diagnosis  is  ex- 
ceedingly difficult.  Most  of  these  growths  are 
adenocarcinomata  of  the  annular,  constricting 
type,  but  they  may  be  polypoid,  ulcerating,  and 
nonconstricting.  Occasionally,  these  tumors  are 
multiple,  particularly  those  of  the  carcinoid  form. 
The  onset  of  symptoms  is  most  insidious,  and  they 
may  endure  from  a few  weeks  to  several  years,  j 
In  the  nonobstructive  stage,  the  symptoms  and 
signs  may  be  vague.  The  most  constant  symp- 
toms are  weakness  and  weight  loss.  Anemia  is 
common,  but  gross  blood  in  the  stools  is  seldom 
found.  There  may  be  constipation,  or  diarrhea,  • 
alternating  with  constipation.  Significant  ab- 
dominal pain  with  distension  and  vomiting  are 


April  15,  1948] 


CL1NIC0PA  THOLOGIC  CONFERENCES 


915 


late  symptoms  and  occur  when  there  is  marked 
narrowing  and  obstruction  of  the  intestinal  lumen. 
Few  positive  physical  findings  are  noted  in  the 
early  stages,  but  later,  there  is  evidence  of  weight 
loss  and  anemia.  An  abdominal  mass  cannot 
usually  be  felt,  except  in  the  advanced  stage,  or 
when  there  is  an  associated  intussusception.  In- 
cidentally, it  is  important  to  note  that  it  is 
characteristic  of  ileal  tumors  to  produce  intussus- 
ception into  the  cecum. 

In  the  light  of  this  discussion,  our  case  seems  to 
fit  in  fairly  well  with  the  diagnosis  of  primary 
carcinoma  of  the  small  intestine,  either  in  the 
jejunum  or  the  ileum.  It  is,  however,  difficult  to 
reconcile  the  absence  of  a significant  anemia  and 
the  failure  to  note  metastasis.  In  the  final  analy- 
sis, a definite  diagnosis  of  a tumor  of  the  small 
bowel  can  be  made  only  roentgenologically  or  on 
exploratory  operation. 

There  appears  to  be  little  support  for  a diag- 
nosis of  carcinoma  of  the  colon.  There  were  no 
obvious  clinical  signs,  and  sigmoidoscopy  and 
radiography  were  negative.  However,  the 
suggestion  of  some  colonic  obstruction  on  one 
occasion,  as  well  as  the  redundancy  of  the  sig- 
moid, may  be  of  significance.  It  is  well  known 
that  a point  of  obstruction  is  visualized  poorly  by 
the  barium  enema  in  the  presence  of  a redundant 
colon.  In  such  instances,  it  is  best  to  rely  on  the 
double  contrast  enema.  The  presence  of  marked 
constipation  and  absence  of  significant  anemia  in 
our  case  would  fit  in  with  a growth  on  the  left  side 
of  the  colon.  It  seems  necessary,  therefore,  to  in- 
clude the  possibility  of  carcinoma  of  the  colon. 

For  the  sake  of  completeness,  it  is  also  neces- 
sary to  mention  the  possible  presence  of  malig- 
nancy in  some  organ  outside  of  the  digestive 
tract,  particularly  some  form  of  retroperitoneal 
tumor.  However,  there  is  no  information  avail- 
able to  support  such  a concept.  As  regards  the 
prostate,  the  evidence  indicates  the  presence  of  a 
benign  hypertrophy  of  that  organ. 

In  regard  to  the  terminal  picture,  it  is  very 
difficult  to  offer  a definite  opinion,  particularly 
since  that  stage  is  described  inadequately.  There 
was  probably  circulatory  failure  associated  with 
a terminal  bronchopneumonia.  It  is  of  interest 
to  note  the  elevation  of  blood  urea  before  death,  a 
not  uncommon  finding  on  the  last  day  of  life, 
which  is  not  necessarily  indicative  of  the  presence 
of  primary  renal  disease.  The  isolated  notation 
of  .drooping  of  the  right  eyelid  is  difficult  to 
evaluate.  It  may  be  a partial  Horner’s  syndrome 
due  to  neoplastic  invasion  of  the  mediastinal 
lymph  nodes,  or  it  may  indicate  the  presence  of 
cerebral  metastasis. 

The  available  evidence  points  to  the  diagnosis 
of  primary  carcinoma  in  the  digestive  tract. 
With  regard  to  the  organ  involved,  I favor  the 


small  intestine  as  first  choice,  colon,  second,  and 
stomach,  third.  % 

Dr.  Max  Trubek  : The  chief  complaints,  pre- 
ceding the  patient’s  present  admission,  suggested 
the  presence  of  a gastrointestinal  malignancy,  but 
none  could  be  demonstrated. 

Seven  years  ago,  he  entered  the  hospital  be- 
cause of  right  chest  pain  and  cough;  the  sputum 
was  negative  for  acid-fast  organisms.  A benign 
hypertrophy  of  the  prostate  already  gave  evidence 
of  urinary  obstruction. 

In  1946,  he  showed  evidence  of  considerable 
weight  loss.  The  heart  rate  was  a little  accel- 
erated, and  there  were  findings  of  generalized 
arteriosclerosis.  There  were  abnormal  findings  at 
the  right  lung  base:  dullness,  diminished  breath 
sounds,  and  rales.  Since  the  left  kidney  was  also 
palpable,  we  can  assume  a beginning  hydro- 
nephrosis due  to  the  enlarged  prostate.  Renal 
function  was  good  until  his  final  illness,  when 
there  began  to  be  a slight  rise  in  the  blood  non- 
protein nitrogen,  further  evidence  of  some  degree 
of  back  pressure.  At  no  time  did  the  urinary 
sediment  suggest  significant  infection  except  in 
the  last  specimen  recorded.  Liver  function  was 
normal;  the  solitary  gallstone  would  seem  to  be 
an  innocuous  finding.  There  were  no  clinical 
manifestations  of  carcinoma  of  the  pancreas, 
which  is  mentioned  only  because  of  the  normal 
gastrointestinal  x-rays  in  the  presence  of  major 
symptoms  referable  to  this  system. 

On  the  preterminal  stay  in  the  hospital,  the 
appearance  of  right  ptosis  suggested  the  possi- 
bility of  metastatic  disease,  in  this  instance  to  the 
brain.  Since  the  prostate  seemed  innocent  in 
this  respect,  we  have  remaining  the  likelihood  of  a 
bronchial  carcinoma.  The  final  chest  x-ray  re- 
ported infiltration  throughout  most  of  the  right 
lung  with  retraction  of  the  mediastinum.  The 
terminal  picture  was  that  of  infection  with  fever, 
leukocytosis,  and  tachycardia.  Six  years  ago, 
diminished  breathing  was  noted  only  in  the  right 
lower  lobe;  the  interval,  therefore,  was  unusually 
long.  However,  I would  suspect  a l ight  bronchus 
obstruction  with  retrograde  infection  and  prob- 
ably lymphangitic  pulmonary  spread  to  account 
for  the  preceding  dyspnea. 

Pathology 

Du.  Henry  Spitz:  The  anatomic  diagnosis  re- 
vealed the  following  information:  squamous  cell 
carcinoma  of  the  esophagus;  secondary  car- 
cinoma in  lymph  nodes  (mediastinal,  pre-aortic), 
and  lung;  extensive  fibrous  pleural  and  peri- 
cardial adhesions;  adenomatoid  and  fibromuscu- 
lar  hyperplasia  of  prostate;  hemorrhagic  cystitis; 
hydroureter  and  hydronephrosis  on  the  left  side; 
acute  and  chronic  pyelonephritis,  and  general- 
ized arteriosclerosis. 
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Autopsy  revealed  considerable  cachexia.  There 
was  no  peripheral  edema,  anfl  the  body  cavities 
contained  no  excess  fluid.  Both  pleural  cavities 
and  the  pericardial  sac  were  almost  entirely 
obliterated  by  old,  dense,  fibrous  adhesions. 
The  heart  was  enlarged,  weighed  450  Gm.,  and 
showed  hypertrophy  of  the  left  ventricle.  Minute 
fibrous  scar's  were  scattered  throughout  the 
myocardium,  and  the  coronary  arteries  were 
slightly  narrowed  but  nowhere  occluded  by  the 
atherosclerotic  plaques,  some  of  which  were 
calcified.  Most  of  the  larger  blood  vessels,  es- 
pecially the  aorta,  showed  moderate  atheroscler- 
otic changes.  The  lungs  were  congested,  and 
throughout  the  parenchyma,  minute  nodules 
could  be  felt  rather  than  seen.  The  bronchi  con- 
tained mucopurulent  exudate  and  showed  con- 
siderable congestion  of  the  mucosa.  Liver, 
spleen,  pancreas,  and  adrenals  presented  no  im- 
portant gross  changes.  In  the  gallbladder  a 
cherry-sized,  rounded,  greenish-black  calculus 
was  found.  The  kidneys  were  of  average  size, 
but  the  left  renal  pelvis  and  ureter  were  slightly 
dilated  and  lined  with  congested  mucosa.  The 
urinary  bladder  was  slightly  dilated,  and  its 
mucosa  was  diffusely  congested  and  focally 
hemorrhagic.  The  prostate  was  enlarged,  par- 
ticularly tire  median  bar,  which  seemed  to 
obstruct  the  urethral  orifice.  Internal  and 
external  genitalia  showed  no  other  important 
changes. 

The  main  lesion  was  found  in  the  esophagus, 
starting  at  the  level  of  the  bifurcation  of  the 
trachea,  and  extending  down  to  the  cardia,  but 
not  into  the  stomach.  There  was  a fungating, 
ulcerated  tumor  encircling  the  entire  lumen.  It 
penetrated  the  esophageal  wall  in  many  areas  but 
did  not  cause  any  appreciable  narrowing  of  the 
lumen.  In  places  the  neoplastic  tissue  had 
caused  some  thickening  of  the  wall  and  extended 
into  the  adjacent  areolar  tissue  of  the  medias- 
tinum. Several  mediastinal  lymph  nodes  and 
one  pre-aortic  node  at  the  level  of  the  first  lumbar, 
vertebra  were  considerably  enlarged  and  replaced 
by  tumor  tissue.  The  lumen  of  the  esophagus 
above  the  tumor  was  not  dilated,  and  the  muscle 
not  appreciably  thickened.  The  stomach  and 
the  remainder  of  the  intestinal  tract  showed  no 
important  lesions. 

Microscopic  examination  of  the  tumor  showed  a 
fairly  well-differentiated  squamous  cell  carcinoma 
that  widely,  and  diffusely  invaded  the  wall  of  the 
esophagus.  The  surface  of  the  tumor  was  ulcer- 
ated, and  there  was  marked  acute  and  chronic 


inflammatory  reaction  between  and  around 
the  tumor  cell  nests.  In  the  lungs  tumor  tissue 
was  found  in  the  lymphatics  of  the  interlobular 
septa,  around  blood  vessels,  and  in  the  pleura. 

In  some  areas  the  tumor  had  extended  into  the 
lung  parenchyma  and  completely  filled  groups  of 
alveoli.  No  metastases  were  found  in  the  liver. 
Sections  of  the  kidneys  showed  moderate  arterial 
and  arteriolar  sclerosis  and,  in  addition,  there 
were  streaks  of  acute  and  chronic  inflammatory 
reaction  extending  from  the  pyramids  to  the  cor- 
tex. The  inflammatory  cells  were  mostly  plasma 
cells  and  lymphocytes  with  occasional  polymor- 
phonuclear leucocytes.  The  cellular  infiltrate 
was  found  principally  in  the  interstitial  tissue. 
The  tubules,  especially  the  lower  part  of  the  neph- 
rons, showed  evidence  of  cellular  degeneration 
and  regeneration. 

In  summary,  this  was  a case  of  extensive  carci- 
noma of  the  esophagus  with  metastases  to  re- 
gional lymph  nodes  and  lymphatics,  spread 
through  the  lungs.  In  spite  of  the  size  and  ex- 
tent of  the  tumor,  obstructive  symptoms  failed 
to  appear,  probably  because  of  extensive  necrosis 
and  ulceration  of  the  neoplastic  tissue. 

Dr.  Zachary  Sagal:  I happened  to  know  the 
postmortem  findings  and,  therefore,  did  not  have 
the  opportunity  to  join  you  in  discussing  the  case 
and  in  missing  the  precise  diagnosis  as  you  all  did. 
From  the  data  given  in  the  protocol,  the  esopha- 
gus could  not  be  suspected  as  the  site  of  the  pri- 
mary lesion.  As  Dr.  Appelbaum  stated,  a carci- 
noma of  the  esophagus  is  easily  missed  if  there  is 
no  appreciable  encroachment  on  the  lumen,  espe- 
cially on  fluoroscopy  with  a liquid  meal.  There 
were  no  symptoms  pointing  to  the  esophagus  and 
no  esophagrams  were  taken.  When  a carcinoma 
of  the  esophagus  is  suspected,  a thick  meal  must 
be  given. 

All  those  who  saw  the  patient  on  the  ward  sus-  | 
pected  malignant  disease.  The  first  report  of  a 
barium  enema  indicated  obstruction  at  the  recto- 
sigmoidal  juncture.  However,  a sigmoidoscopy 
for  a distance  of  12  inches  from  the  anus  was  en- 
tirely negative.  A second  barium  enema  showed 
no  evidence  of  any  organic  lesion  of  the  colon. 
The  stool  was  not  examined  for  occult  blood  as  it 
should  have  been. 

In  general,  no  one  need  feel  badly  about  failing 
to  locate  the  malignancy  in  the  esophagus,  as 
there  is  nothing  in  the  material  at  hand  to  point 
to  it;  nothing  in  the  history  or  physical  findings, 
negative  laboratory  and  roentgenologic  reports; 
and  even  the  terminal  events  are  nonrevealing. 


A CASE  OF  WOLF-WHITE-PARKINSON  SYNDROME  WITH  ELECTROCARDIO- 
GRAPHIC CHANGES  AND  AN  ATTACK  OF  SUPRAVENTRICULAR 
TACHYCARDIA,  CONTROLLED  BY  QUINIDINE 

George  C.  Linn,  M.D.,  F.A.C.P.,  New  York  City 


T TNTIL  rather  recently  the  Wolf-White-Parkinson 
^ syndrome  has  been  considered  rather  an  uncom- 
mon finding.  I am  certain,  however,  that  with  more 
detailed  and  diligent  observation  on  the  part  of  those 
seeing  patients  for  the-  fairly  common  complaint  of 
tachycardia  and  palpitation,  it  will  be  discovered 
more  frequently.  It  is  a condition  which  can  be 
diagnosed  definitely  only  by  the  findings  on  the  elec- 
trocardiogram. 

In  1930,  Wolf,  White,  and  Parkinson  described  a 
series  of  cases  showing  an  electrocardiographic  pic- 
ture of  bundle  branch  block  and  a short  P-R  inter- 
val.1 Their  names  have  been  attached  to  this  syn- 
drome. This  condition  is  considered  benign,  the 
only  danger  being  attached  to  the  attacks  of  tachy- 
cardia which  may  throw  the  patient  into  congestive 
failure. 

It  was  suggested  by  Wolferth  and  Wood  and  by 
Holzmann  and  Scherf,  independently,  that  this 
condition  was  due  to  a short  circuiting  of  the  impulse 
from  the  sinus  node  to  the  ventricular  pathway, 
without  having  it  pass  through  the  AV  node  and 
bundle.2-3  It  seems  that  there  must  be  an  accessory 
pathway  between  the  auricles  and  ventricles,  causing 
this  short  circuit.  This  accessory  pathway  corre- 
sponds to  the  one  described  by  Kent.4 

On  occasion,  one  sees  a young  adult  complaining 
of  a sudden  seizure  of  palpitation,  otherwise  symp- 
tomless at  times,  or  at  other  times  associated  with 
restlessness,  dyspnea,  chest  pain,  extreme  nervousness 
and  pallor.  There  may  or  may  not  be  a history  of 
previous  attacks  of  palpitation;  usually  the  attacks 
are  of  much  shorter  duration  at  onset.  As  these 
attacks  recur,  they  are  of  longer  duration,  and, 
whereas  originally  they  may  have  ceased  spontane- 
ously, the  patient  now  seeks  relief  from  his  physician. 
The  physician  usually  exerts  some  form  of  vagal 
pressure,  feeling  that  the  attack  is  one  of  paroxysmal 
auricular  tachycardia.  The  vagal  pressure  alone, 
or  this  plus  a sedative,  brings  these  early  mild  attacks 
under  control.  The  patient  is  assured  that  his  con- 
dition is  not  serious  and  is  dismissed  without  further 
study.  For  this  reason  there  is  the  possibility  that 
some  of  these  patients  with  unexplained  tachycardia 
may  have  had  the  Wolf-White-Parkinson  syndrome, 
undiscovered  because  no  electrocardiogram  was 
taken. 

The  history  and  findings  of  the  patient  reported 
here  falls  fairly  well  into  this  general  pattern. 

Case  Report 

B.  B.,  a young  pharmacist,  aged  30,  came  to  me  in 
December,  1941,  with  a complaint  of  tachycardia, 
causing  restlessness,  dyspnea,  and  vague  precordial 
distress.  The  physical  examination  revealed  a 
healthy  man,  rather  pale  and  restless.  Blood  pres- 
sure was  130/80;  heart  rate  was  130  regular.  Vagal 
pressure  was  exerted,  and  the  pulse  slowed  down  to  a 
rate  of  96.  He  was  given  1 grain  of  phenobarbital 


and  sent  to  bed.  The  next  day  he  felt  better,  and 
the  pulse  rate  had  slowed  down  to  90.  His  general 
appearance  was  better. 

Because  of  the  history  of  frequent  sore  throats 
during  his  early  youth  and  the  occurrence  of  these 
attacks  at  irregular  intervals  from  the  age  of  seven- 
teen onward,  it  was  decided  to  study  him  further. 
The  intervals  between  these  attacks  varied  any- 
where from  five  to  eight  months.  They  were  not 
induced  by  any  definite  emotional  or  physical  strain 
or  pattern.  Slight  exertion,  such  as  bending  over  to 
tie  a shoe  lace,  would  be  sufficient  to  induce anattack. 
They  occurred  with  sudden  onset  and  caused  the 
patient  to  feel  dizzy,  apprehensive,  dyspneic,  and 
discomfort  in  his  chest.  The  earlier  attacks  were  of 
short  duration  and  ceased  spontaneously.  As  time 
went  on,  the  attacks  lasted  longer  and  required 
active  measures,  such  as  administration  of  quinidine 
and  sedat  ives  to  bring  them  under  control. 

In  the  first  attack,  seen  by  me  in  December,  1941, 
the  tachycardia  was  brought  under  control  by  vagal 
pressure  and  a sedative.  An  electrocardiogram  done 
the  next  day  showed  a very  short  P-R,  a prolonged 
QRS  complex  and  what  first  had  appeared  to  be 
indications  of  myocardial  damage,  such  as:  inverted 
T’s  in  leads  1,  2,  and  3;  depressed  S-T  in  leads  1 and 
2,  and  an  elevated  S-T  in  lead  4.  Careful  physical 
examination  revealed  a soft  blowing  systolic  murmer 
at  the  apex  which  was  partially  transmitted  to  the 
axilla. 

Fluoroscopy  showed  some  straightening  of  the 
left  border  of  the  heart.  Because  of  the  frequent 
sore  throats  and  these  physical  findings,  the  ques- 
tion, then,  arose  as  to  whether  we  were  dealing  with 
an  old  rheumatic  heart,  as  well  as  a Wolf-White- 
Parkinson  syndrome. 

The  patient  went  along  fairly  well  until  December 
1943,  having  had  2 attacks  of  tachycardia  of  short 
duration,  since  last  seen  in  December,  1941. 

In  December,  1943,  the  attack  was  rather  severe, 
causing  him  much  distress.  The  findings  were  as 
before  with  no  definite  evidence  of  congestive  failure. 
Electrocardiogram  could  not  be  done  during  the 
acute  attack,  but  the  heart  rate  was  about  180  and 
regular.  This  attack  did  not  respond  to  vagal  pres- 
sure and  sedation,  and  the  patient  was  given  15 
grains  of  quinidine  sulfate  in  three  divided  doses  and 
sent  to  bed.  The  following  day  the  attack  of  tachy- 
cardia had  subsided,  and  an  electrocardiograph 
showed  the  same  pattern  as  the  one  done  in  Decem- 
ber, 1941. 

About  this  time  the  patient  was  called  up  for  mili- 
tary service.  He  told  the  examining  physicians  that 
he  was  suffering  from  some  form  of  cardiac  condition 
and  that  he  had  a murmer.  The  examining  physi- 
cians disbelieved  him  and  told  him  that  the  murmer 
was  not  heard  at  this  time.  He  brought  his  tracings 
to  them  and  was  then  deferred  because  of  the  find- 
ings. 

On  January  10,  1947,  having  had  only  2 attacks  of 
tachycardia  since  1943,  both  of  which  he  cont  rolled 
himself  by  taking  quinidine  sulfate,  he  jumped  off  a 
counter,  something  which  is  a daily  occurrence,  and 
developed  a very  rapid  tachycardia.  This  time  he 
had  more  precordial  distress  then  ever  before,  in- 
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eluding  actual  pain.  He  felt  very  giddy  and  nause- 
ated. He  was  markedly  dypneic  and  complained  of 
a feeling  of  impending  death.  He  did  not  consult 
me  immediately  but  again  tried  to  stop  the  attack 
himself  by  taking  3 grains  of  quinidine  sulfate  and 
V4  grain  of  phenobarbital  every  three  hours  for  three 
doses.  This,  however,  was  of  no  avail,  and  he  con- 
sulted me  the  next  day  with  his  complaints  eve  more 
exaggerated. 

This  examination  showed  blood  pressure  ^ 40/80; 
the  heart  sounds  were  very  rapid,  and  it  was  impos- 
sible to  count  the  rate.  No  murmer  was  heard, 
lungs  were  clear,  and  no  abdominal  organs  or  masses 
were  palpable.  Pressure  on  the  vagus  and  carotid 
sinus  did  not  slow  the  rate.  An  electrocardiogram 
at  this  time  showed  a supraventricular  tachycardia 
with  a rate  of  about  210.  No  P waves  were  seen  and 
the  tracing  had  the  appearance  of  a nodal  tachy- 
cardia. The  T waves  in  leads  1 and  2 became  up- 
right, and  the  S-T’s  were  neither  elevated  nor  de- 
pressed. Although  no  rales  were  heard,  the  patient 
acted  as  if  he  were  in  congestive  failure.  He  was 
placed  on  quinidine  sulfate,  6 grains,  and  phenobarbi- 
tal, y2  grain  every  three  hours.  After  three  doses, 
making  a total  of  27  grains  of  quinidine  (including 
the  three  doses  of  3 grains  each,  taken  before),  the 
attack  subsided,  and  the  electrocardiogram,  done  on 
January  11,  revealed  a rate  of  90  with  a reversal  to  a 
short  P-R  interval  and  prolonged  QRS  complex. 
The  T-4  in  this  tracing  became  diphasic,  and  the 
question  of  myocardial  damage  again  arose.  Blood 
pressure  at  this  time  was  110/80,  and  the  patient  still 
complained  of  marked  nervousness  and  apprehen- 
sion. 

Forty-eight  hours  after  the  last  dose  of  quinidine, 
the  patient  complained  of  vague  pains  in  both  infra- 
clavicular  areas  and  the  arms  and  legs.  Physical 
examination  at  this  time  revealed  a healthy  looking 
man  with  a pulse  rate  of  90,  and  regular  sinus  rhythm 
blood  pressure  of  118/80.  The  systolic  murmer  at 
t he  apex  was  heard  again,  and  fluoroscopy  showed 
a tendency  toward  straightening  of  the  left  cardiac 
border.  The  electrocardiogram  performed  at  this 
time  showed  a perfectly  normal  tracing  with  a 
P-R  interval  of  0.14  second  and  QRS  complex  of 
0.07  second.  The  T’s  of  leads  1 , 2,  and  4 were  up- 
right, and  the  T in  lead  3 was  isolectric,  as  were  the 
S-T  segments.  These  same  findings  were  present 
one  week  later. 

Summary 

This  case  is  presented  because  of  a syndrome 
which,  supposedly  rare,  may  be  found  to  be  not  so 
uncommon  if  every  case  of  tachycardia  of  unknown 


cause  were  to  be  investigated  fully.  As  in  this  case, 
the  lesion  would  never  have  been  discovered  if  an 
electrocardiogram  had  not  been  done,  even  though  I 
the  patient’s  symptoms  had  completely  subsided. 

In  fact,  he  had  been  accepted  by  the  Army,  even 
after  calling  the  attention  of  the  examining  physi- 
cians to  a “heart  condition.” 

Another  reason  for  the  presentation  is  the  interest- 
ing group  of  electrocardiograhic  findings,  extending  | 
over  a period  of  over  five  years.  This  last  attack  of 
tachycardia  was  due  to  a nodal  tachycardia  with  a 
return  to  the  typical  Wolf-White-Parkinson  findings 
after  27  grains  of  quinidine.  This  is  particularly 
interesting  in  the  light  of  the  14  cases  reported  by 
Stein,  where  quinidine  sulfate  was  thought  to  have 
depressed  the  abnormal  pathway  in  1 or  possibly  2 
of  the  cases.  Forty-eight  hours  after  the  last  dose  of 
quinidine  sulfate,  the  electrocardiographic  pattern 
became  completely  normal. 

It  is  considered  that  quinidine  has  a greater 
affinity  for  the  bundle  of  Kent  than  for  the  AV 
bundle  and  is,  therefore,  supposed  to  prevent  this 
pathway  from  functioning  in  patients  with  a short 
P-R  interval  and  a prolonged  QRS  complex.  This 
will  allow  a normal  course  for  the  impulse  through  the 
AY  node  and  bundle  and,  thus,  re-establish  the  nor- 
mal electrocardiographic  pattern,  as  occurred  in  this 
patient  forty-eight  hours  after  the  last  dose  of 
quinidine. 

The  prognosis  in  patients  with  this  symptom  com- 
plex is,  in  general,  encouraging.  It  is  reported  that 
life  expectancy  is  unaffected;  their  general  useful- 
ness as  to  employment  and  family  life  is  unimpaired. 
The  only  danger  lies  in  the  fact  that  if  an  attack  of  , 
tachycardia  goes  unchecked  long  enough,  there  is  , 
a possibility  of  decompensation  occurring.  The 
treatment  is  expectant,  and  active  drug  therapy  i 
should  be  reserved  only  for  the  periods  of  tachy- 
cardia. 

2021  Grand  Concourse 

References 

1.  Wolf,  L.,  White,  P.  D.,  and  Parkinson,  J.:  Am.  Heart 
J.  5:  685  (1930). 

2.  Wolferth,  C.  C.,  and  Wood,  F.  C. : Am.  Heart  J.  8: 
297  (1933). 

3.  Holzmann,  M.,  and  Scherf,  D.:  Ztschr.  f.  klin.  Med. 
121:  404  (1932). 

4.  Kent,  A.  F.  S.:  Brit.  M.  J.  2:  105  (1914). 

5.  Stein,  Isidore:  Ann.  Int.  Med.  24:  60  (Jan.)  1946. 


ALCOHOL  BANISHES  CANCER  IN  MICE— BUT  MICE  DIE 


Cancers  in  mice,  of  the  type  known  as  lympho- 
sarcoma, have  stopped  growing  and  begun  to  dis- 
integrate after  injections  with  small  amounts  of 
95  per  cent  alcohol,  in  experiments  reported  by  Dr. 
Allan  I).  Bass  and  Miss  Marion  L.  II.  Freeman  of  the 
Syracuse  University  College  of  Medicine. 

The  effect  was  discovered  almost  accidentally. 
The  two  researchers  were  injecting  various  drugs, 
dissolved  in  alcohol,  into  mice  with  malignant 
tumors. 

They  found  that  destruction  of  the  growths 


was  practically  as  great  when  alcohol  alone  was 
used. 

The  typical  dose  was  a few  drops  (one  fiftieth  of  a 
cubic  centimeter)  of  the  95  per  cent  alcohol  injected  y 
directly  into  the  abdominal  cavity.  Weaker  solu- 
tions, such  as  19  per  cent  alcohol,  had  no  noticeable  i 
effect. 

There  is  just  one  drawback,  so  far  as  possible  ap- 
plicability in  human  medicine  is  concerned — a high 
percentage  of  the  treated  mice  died. — Science  News  H 
Letter,  February  14,  1948 


ELECTIVE  TRACHEOTOMY  FOLLOWING  THYROIDECTOMY 


Bernard  J.  Ficarra,  M.D.,  Brooklyn,  New  York 

( From  the  Department  of  Surgery,  St.  Peter’s  Hospital) 


CURGEONS  who  operate  on  many  thyroid  pa- 
^ tients  are  frequently  confronted  with  the  prob- 
lem of  performing  a tracheotomy.  An, indication 
for  tracheotomy  which  is  never  open  to  dispute  is 
postoperative  tracheal  obstruction  secondary  to 
hemorrhage.  Emergency  tracheotomy  in  these  cases 
is  imperative  for  the  preservation  of  life.  Elective 
tracheotomy  following  thyroidectomy,  however, 
presents  a different  problem.  The  question  as  to 
when  this  procedure  is  indicated  may  be  open  to  dis- 
pute. 

An  elective  tracheotomy  is  advocated  in  those  pa- 
tients with  large  colloid  goiters  producing  tracheal 
compression  and/or  marked  tracheal  deviation. 
This  is  especially  true  when  there  is  substernal  ex- 
tension of  the  gland.  In  the  case  presented  here,  a 
satisfactory  outcome  would  have  been  impossible 
without  an  elective  tracheotomy. 


Case  Report 

Case  1. — The  patient,  M.  B.,  56  years  of  age,  was 
seen  in  May,  1947.  He  presented  the  history  of  a 
swelling  in  the  neck  of  ten  years’  duration.  During 
the  past  six  months  this  had  increased  in  size  and, 
more  recently,  over  a period  of  several  weeks,  he  had 
developed  hoarseness  and  dyspnea  on  exertion.  Be- 
cause of  the  hoarseness  and  dyspnea,  he  was  re- 
ferred for  surgical  treatment.  Physical  examination 
at  that  time  revealecfc  an  obese  man  weighing  250 
pounds.  His  blood  pressure  was  190/100,  pulse  100, 
BMR  plus  16.  The  significant  findings  were  re- 
ferable to  the  thyroid  gland.  The  gland  was  en- 
larged to  twelve  times  normal  size.  Preoperative 
x-ray  study  revealed  tracheal  deviation  to  the  left 
and  a substernal  extension  of  the  thyroid  into  the 
mediastinum.  The  patient  talked  with  difficulty  and 
displayed  hoarseness  which  was  his  chief  complaint. 
The  patient  was  prepared  for  operation  and  sub- 
jected to  a total  thyroidectomy  and  elective  tra- 
cheotomy on  May  21,  1947.  He  had  an  uneventful 
recovery.  The  tracheotomy  tube  was  removed  on 
the  second  postoperative  day,  and  the  patient  was 
discharged  from  the  hospital  one  week  after  his  oper- 
ation. 


As  demonstrated  by  this  patient,  the  large  thyroid 
gland  displaced  the  trachea.  Displacement  of  this 
type  is  conducive  to  diminution  in  the  exchange' 
capacity  of  the  tracheal  airway.  This  insufficiency 
may  precipitate  anoxia.  This  increases  a previ- 
ously existing  anoxic  state  which  is  characteristic  of 
patients  with  hyperthyroidism.  Anoxia  is  further 
increased  if  a mucous  plug  occludes  a major  or  minor 
bronchus.  Tracheotomy  establishes  an  artificial  air- 
way which  eliminates  the  fear  of  incipient  anoxia. 

Often,  large  goiters  insidiously  compress  the  re- 
current laryngeal  nerve.  Following  the  removal  of 
the  offending  pathology,  edema  occurs  about  the  site 
of  compression.  This  edema  may  result  in  transitory 
paralysis  of  one  or  both  vocal  cords;  paralysis  dis- 
appears when  the  edema  subsides,  In  this  instance 


a trac1  eotomy  is  indicated  until  the  edema  has  sub- 
sided. | 

In  large  substernal  goiters  an  excessive  accumula- 
tion of  serosanguineous  fluid  occurs.  Failure  to 
drain  the  operative  sites  adequately  can  compress 
the  trachea  and  produce  obstruction.  Elective 
tracheotomy  is  a prophylaxis  against  this  complica- 
tion. The  important  indication  for  elective  trache- 
otomy, therefore,  is  tracheal  compression  or  devia- 
tion secondary  to  large  adenomatous  goiters.  This 
is  especially  true  in  those  with  substernal  extensions. 

Technic 

At  the  time  of  thyroidectomy,  tracheotomy  is  a 
simple  procedure.  The  trachea  is  cleansed  of  thy- 
roid tissue,  and  the  cartilaginous  rings  are  clearly 
visible.  The  site  of  election  is  usually  below  the 
second  cartilaginous  ring,  because  high  tracheotomy 
may  produce  laryngeal  edema  which  may  result  in 
a stenosis.  High  tracheotomy  is  more  apt  to  cause 
perichondritis  for  the  same  reason.  Moreover,  high 
tracheotomy  results  in  difficult  decannulation.  For 
these  reasons  the  fourth  cartilaginous  ring  is  the 
preferable  level. 

A vertical  incision  is  made  in  the  center  of  the 
fourth  cartilaginous  ring  with  a number  15  bladed 
scalpel.  This  is  usually  sufficient.  However,  on 
occasion,  a small  segment  of  cartilage  has  been  re- 
moved in  order  to  facilitate  the  entrance  of  the 
tracheotomy  tube.  With  the  stylette  in  situ  the 
tracheotomy  tube  is  inserted  into  the  trachea.  The 
membraneous  portion  of  the  trachea  relaxes  suffi- 
ciently to  enable  the  cartilaginous  ring  to  spread. 

A plain  half-inch  gauze  pack  is  then  placed  on 
either  side  of  the  tracheotomy  tube.  The  stylette  is 
removed,  'and  the  tracheotomy  is  allowed  to  function 
on  the  operating  table.  Anesthesia  is  generally  dis- 
continued at  this  stage.  Since  patients  with  sub- 
sternal goiter  are  usually  given  intratracheal  anes- 
thesia, tracheotomy  necessitates  the  removal  of  the 
endotracheal  tube. 

Complications 

The  performance  of  a tracheotomy  is  not  free  from 
hazards.  Decision  not  to  do  a tracheotomy  often 
has  been  influenced  by  the  fear  of  complications. 
These  complications  may  occur  as  follows: 

Infection. — Tracheal  secretions  emanating  from 
the  tracheotomy  tube  carry  organisms  into  the  oper- 
ative site.  This  may  produce  a wound  infection. 
When  silk  is  used  for  ligatures,  infection  is  a serious 
complication.  Sepsis  is  diminished  if  the  dressings 
are  changed  every  half  hour  during  the  first  twenty- 
four  hours.  Infection  can  travel  substernally  and 
produce  a mediastinitis.  As  a prophylaxis  against 
this,  a generous  gauze  pack  is  employed  to  block  off 
the  mediastinum.  Penicillin  is  given  parenterally 
during  the  period  in  which  the  tracheotomy  tube  is 
in  situ.  In  the  case  reported,  the  patient,  developed 
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thick  sputum  which  threatened  to  block  off  the 
t racheotomy  orifice.  This  was  controlled  by  peni- 
cillin inhalation  as  a supplement  to  the  intramuscu- 
lar dosage.  Twenty  thousand  units  of  penicillin  are 
dissolved  in  1 cc.  of  isotonic  sodium  chloride  and 
given  five  times  daily. 

Emphysema. — Air  escaping  about  the  trache- 
otomy tube  may  result  in  emphysema.  If  air 
accumulates  beneath  the  skin,  subcutaneous  em- 
physema results.  Mediastinal  emphysema  de- 
velops when  air  dissects  under  the  deep  cervical 
fascia.  Inspiration  produces  a normal  negative  pres- 
sure which  will  increase  the  spreading  power  of  the 
air.  If  the  mediastinal  emphysema  continues,  it 
may  reach  the  pleural  cavity  causing  a pneumo- 
thorax. The  best  preventive  measure  against  the 
development  of  emphysema  is  packing.  The  wound 
should  be  packed  widely  open. 

Pulmonary  Infection.— The  least  probable  com- 
plication is  the  development  of  pneumonia  or  edema. 
Constant  attention  to  the  tracheotomy  tube  with 
frequent  aspriations  employing  an  adequate  suct  ion 
apparatus  will  prevent  the  aspiration  of  mucus  which 
could  stimulate  an  infection  or  produce  an  atelec- 
tasis. If  the  need  arises,  penicillin  can  be  instilled 
into  the  respiratory  tree  and  the  tracheotomy  tube. 

Removal  of  the  Tube 

The  trachea  is  a resilient  organ  and  readily  returns 
to  its  proper  anatomic  location.  For  this  reason  a 
tracheotomy  tube  is  employed  for  one  or  two  days; 
three  days  is  the  longest  time.  The  presence  of 
c nnplications,  however,  may  necessitate  leaving  the 


tube  in  place  longer  than  usual.  Prior  to  removing  a 
tracheotomy  tube,  an  x-ray  of  the  chest  should  be 
taken.  This  will  demonstrate  any  fluid  accumula- 
tion in  the  substernal  space  which  may  be  the 
source  of  future  tracheal  compression.  In  the  event 
that  the  fluid  may  be  old  blood,  no  damage  is  antici- 
pated if  the  blood  is  clotted.  A large  blood  clot  may 
be  identified  by  placing  a stethoscope  over  the  area. 
A friction  rub  similar  to  a pericardial  friction  rub 
will  be  heard.  The  presence  of  this  sound  indicates 
that  the  tube  may  be  removed,  since  the  blood  is 
solidified.  If  serosanguineous  fluid  is  present,  it 
must  be  aspirated  before  removing  the  tracheotomy 
tube. 

The  procedure  employed  prior  to  the  removal  of 
the  tube  is  to  defunctionalize  the  tracheotomy. 
This  is  simply  inserting  the  stylette  into  the  tra- 
cheotomy tube  so  that  it  is  functionless.  If  the 
patient  can  tolerate  this  occlusion  for  twelve  hours, 
it  is  safe  to  remove  the  tracheotomy  tube.  The 
tube  should  be  removed  only  when  the  possibility  of 
any  complication  has  been  eliminated. 


Conclusions 

1.  The  problem  of  elective  tracheotomy  follow- 
ing thyroidectomy  is  discussed. 

2.  The  facility  of  performing  this  procedure  at 
the  time  of  thyroidectomy  is  emphasized. 

3.  Complications  following  tracheotomy  with 
the  measures  employed  to  prevent  them  are  dis- 
cussed. 

4.  Indications  for  the  removal  of  the  trache- 
otomy tube  are  presented. 


I)R.  BARLOW  HONORED  FOR  TAKING  ROLE  OF  “GUINEA  PIG’ 


Dr.  Claude  II.  Barlow,  whose  home  is  in  Trumans- 
burg,  New  York,  has  been  awarded  the  Medal  of 
Merit  by  President  Truman  for  his  sacrifice  of  his 
own  health  in  advancing  the  study  of  bilharziasis, 
a parasitic  disease  affecting  t he  bladder. 

In  1929,  Dr.  Barlow  went  to  Egypt  at  the  request 
of  the  Rockefeller  Foundation  to  do  research  on  the 
disease,  learning  of  the  snails  which  are  hosts  to  the 
Bilharzia  parasites.  During  World  War  II,  Ameri- 
can soldiers  were  returning  home  with  the  disease, 
and  the  United  States  Public  Health  Service  pro- 
posed research  to  find  out  whether  any  American 
snails  might  serve  the  parasite.  Dr.  Barlow  sug- 
gested that  an  Egyptian  sufferer  go  to  America  to 
assist  in  the  studies  but  was  told  this  was  impos- 


sible. He  decided  to  provide  an  infected  Ameri- 
can— himself — for  the  lengthy  laboratory  investiga- 
tion. 

Dr.  Barlow’s  work,  bringing  out  new  facts  about 
the  control  of  bilharziasis,  limited  the  spread  and 
probably  prevented  the  extension  of  the  disease  in 
.many  areas,  according  to  an  official  of  the  Public 
Health  Service.  In  1945,  Dr.  Barlow,  his  formerly 
robust  health  shattered,  returned  to  work  in  Egypt, 
where  he  is  now  an  expert  in  the  Ministry  of  Public 
Health. 

Ambassador  S.  Pinkney  Tuck,  presenting  the 
Presidential  citation  to  Dr.  Barlow  in  February,  said 
that  his  act  of  heroism  was  an  important  contri- 
bution to  America’s  war  effort  . 
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Report  of  the  Malpractice  Insurance  and  Defense  Board 


The  Malpractice  Insurance  and  Defense  Board 
consists  of : 

Thomas  M.  D’Angelo,  M.D.,  Chairman 

Jackson  Heights 

Charles  Gordon  Heyd,  M.D.,  Vice-Chairman.  . . . 

New  York  City 

Leo  F.  Schiff,  M.D Plattsburg 

John  F.  Kelley,  M.D Utica 

Christopher  Wood,  M.D White  Plains 

Walter  P.  Anderton,  M.D.,  ex  officio 

New  York  City 

James  R.  Reuling,  M.D.,  ex  officio Bayside 

William  F.  Martin,  ex  officio New  York  City 

Harry  F.  Wanvig,  ex  officio,  Secretary 

New  York  City 

The  following  annual  report  is  submitted. 

1.  Abnormal  and  Difficult  Position  of  Fire  and 
Casualty  Insurance  Companies. — During  the  past 
year,  the  Malpractice  Insurance  and  Defense  Board 
has  been  faced  with  problems  which,  in  part,  are 
the  product  of  the  vast  social  and  economic  evolu- 
tion that  has  taken  place  in  recent  years.  Of  special 
importance  have  been  the  unusual  difficulties  which 
have  troubled  the  entire  insurance  industry  in  so 
far  as  they  affect  our  malpractice  insurance  prob- 
lems and  the  solutions  we  must  find  for  them. 

Mr.  Alfred  M.  Best,  the  leading  insurance  analyst 
of  the  country,  has  described  the  unusual  situation  as 
a “three-way  squeeze”  of  insurance  finances. 
Through  depreciation  in  the  market  value  of  se- 
curities, surpluses  were  reduced  at  a time  when  the 
companies  were  obliged  to  draw  on  them  to  meet 
the  highest  loss  costs  in  the  history  of  the  business. 
At  the  same  time,  the  companies  were  called  upon 
to  finance,  out  of  their  surpluses,  reserves  for  the 
largest  amount  of  new  business  ever  demanded  by 
the  public.  To  meet  this  three-way  pressure  on 
their  facilities,  the  companies  were  obliged,  among 
other  things,  to  apply  for  increases  in  rates  which 
were  approved  by  the  various  insurance  departments, 
and  to  limit  the  amount  of  new  business  accepted. 
In  the  matter  of  high  loss  costs  and  the  need  for  in- 
creased reserves,  our  malpractice  insurance  followed 
the  general  pattern  of  other  casualty  lines. 

2.  Two  Increases  in  the  Base  Rate  of  the  Group 
Plan  in  1947. — For  some  years  the  operation  of  our 
malpractice  insurance  and  defense  plan  has  re- 
sulted in  slowly  rising  deficits.  This  fact  was  known 
to  the  Board,  but  it  was  hoped  by  everyone  con- 
cerned, including  the  Yorkshire,  that  this  was  a tem- 
porary situation  and  that  the  tide  of  losses  would 
eventually  turn  downward,  as  it  had  in  times  past, 
and  that  our  rq,tes  would  then  catch  up  with  our  loss 
costs.  But  that  did  not  happen.  Instead,  the  cost 
of  current  losses  continued  to  rise  and,  in  addition, 
losses  against  previous  years  matured  at  costs  far 
in  excess  of  the  reserves  established  for  them. 


In  most  forms  of  insurance,  the  companies 
know,  at  the  end  of  the  year,  the  number  and  prob- 
able cost  of  the  losses  incurred  during  that  year.  In 
malpractice  insurance,  however,  the  long  delay  in 
filing  claims  and  the  still  longer  delay  in  disposing 
of  them  makes  it  impossible  to  determine  with  any 
degree  of  accuracy  the  loss  costs  of  any  one  year 
until  many  years  later,  during  which  time  substan- 
tial reserves  must  be  maintained  for  the  protection 
of  the  policyholders.  For  example,  in  March  of  this 
year,  a suit  was  filed  against  an  insured  member  of 
the  Society  because  of  a treatment  given  by  him 
seventeen  years  ago  in  1931,  and  this  is  by  no  means 
an  isolated  case.  Although  the  statute  of  limitation 
in  this  State  is  only  two  years,  these  delays  are  pos- 
sible because  the  statute  may  not  begin  to  run  until 
the  date  of  the  last  treatment  given  and,  in  the 
case  of  a minor,  until  the  patient  has  reached  the 
age  of  twenty-two. 

Early  last  year  an  increase  of  $4  in  our  base  rate 
was  approved.  At  that  time  it  was  believed  that 
this  would  be  enough  to  meet  the  increased  costs 
referred  to  above,  but,  by  the  end  of  June,  when 
the  figures  for  the  first  six  months  were  completed, 
it  was  found  that  our  current  loss  costs  for  paid 
and  outstanding  losses  alone  had  exceeded  the  total 
earned  premium  for  that  period,  leaving  nothing 
available  for  reserves  necessary  for  suits  which  will 
be  filed  at  sometime  in  the  future,  or  for  operating 
expenses.  The  Yorkshire  informed  us  that,  be- 
cause of  this  latest  increase  in  loss  costs,  it  would 
be  necessary  for  them  to  withdraw  from  the  business. 
Accordingly,  on  July  1,  they  asked  to  be  relieved  of 
the  Group  Plan  as  of  September  30,  giving  us  three 
months  in  which  to  find  a substitute  company  and 
make  the  necessary  arrangements  to  transfer  our 
business  to  it. 

In  normal  times,  three  months  notice  might  have 
been  ample,  but,  as  we  shortly  learned,  it  was  not 
enough  in  these  difficult  days  when  the  companies 
are  limiting  their  acceptance  of  all  new  business  and 
are  refusing  even  to  consider  high  loss  ratio  lines. 
When  this  was  pointed  out  to  the  Yorkshire,  they 
immediately  rescinded  their  notice  of  withdrawal, 
stating  that  they  would  take  no  action  which  might 
leave  any  member  of  the  Society  without  insurance 
protection  even  for  a short  time.  At  the  same  time, 
they  indicated  that,  because  of  the  heavy  increase 
in  losses  during  the  first  six  months  of  the  year,  it 
would  be  impossible  for  them  to  continue  our  in- 
surance without  a substantial  increase  in  rate  in  the 
metropolitan  area,  including  Westchester  and 
Nassau  counties.  They  further  proposed,  as  a tem- 
porary measure  to  assist  in  financing  the  increase  in 
reserves,  that  certificates  under  our  master  policy 
be  issued  for  terms  of  six  months  instead  of  the  usual 
twelve-month  period.  After  considerable  negotia- 
tions, it  was  finally  agreed  that  no  change  would  be 
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made  in  the  rate  for  the  upstate  counties,  but  that 
an  annual  rate  of  $46  would  be  recommended  for  the 
metropolitan  area,  thus  providing  semi-annual  rates 
for  the  two  sections  of  the  State  of  $16  and  $23, 
respectively.  This  change  was  recommended  to  the 
Council  and  approved  by  it  on  September  1 1 to  be- 
come effective  on  November  1,  1947. 

3.  Division  of  the  State  for  Rating  Purposes. — 
Heretofore,  the  Society  has  not  been  willing  to  con- 
sider a differential  in  rates  between  the  two  sections 
of  the  State,  although  frequently  urged  to  do  so  by 
both  the  Aetna  and  the  Yorkshire.  No  provisions 
were  made  for  such  a differential  in  rates  when  the 
Group  Plan  was  organized,  and  it  has  always  been 
felt  that  the  cost  and  benefits  of  malpractice  insur- 
ance and  defense  should  be  shared  by  all  members 
on  the  same  basis  as  the  cost  and  other  privileges  of 
membership  in  the  Society.  Insurance,  however, 
differs  from  other  activities  of  the  Society  in  that 
it  involves  an  outside  interest,  namely,  the  insur- 
ance company,  and  due  consideration  must  be 
given  to  its  legitimate  requirements. 

In  all  kinds  of  insurance,  the  companies  refuse  to 
accept  business  from  high  and  low  loss  cost  areas 
at  an  average  rate  because  they  have  learned  from 
experience  that  they  cannot  hold  the  business  in  the 
low  cost  area  at  an  average  rate  which  is  higher  than 
that  at  which  some  other  company  could  write  it 
at  a profit.  Even  if  they  were  able  to  hold  most  of 
it,  the  loss  of  any  measurable  part,  obviously,  would 
upset  the  balance  between  the  areas  and  leave  the 
.company  committed  to  tjie  business  as  a whole  at 
a rate  less  than  the  true  average.  In  the  case  of  our 
malpractice  insurance,  that  would  inevitably  add  to 
our  deficit  and  that  is  no  longer  possible.  In  view 
of  the  fact  that  this  is  a well  established  underwrit- 
ing principle,  the  Board  doubts  that  it  will  ever  be 
possible  again  to  secure  malpractice  insurance  in 
New  York  from  any  company  at  a state-wide  aver- 
age rate. 

4.  The  Wrong  Way  to  Attempt  to  Lower  Insur- 
ance Costs. — Uninformed  insurance  buyers  fre- 
quently measure  the  value  of  their  insurance  by 
what  it  costs.  In  times  of  stress  and  rising  insur- 
ance costs,  they  are  inclined  to  shop  about  in  an 
effort  to  find  a company  willing  to  quote  lower  rates. 
When  the  second  company  finds  it  necessary  to  in- 
crease its  rates  or  to  decline  the  business,  another 
shopping  expedition  has  to  be  undertaken.  This 
method  of  trying  to  reduce  insurance  costs  is  danger- 
ous and  expensive  because,  eventually,  the  bargain 
hunter  will  find  his  insurance  in  the  hands  of  one 
of  those  companies  whose  policies,  too  often,  have 
little  value  except  as  a basis  upon  which  to  sue  for  the 
protection  which  they  purport  to  furnish. 

Insurance  which  does  not  insure  is  the  most  ex- 
pensive that  anyone  can  buy.  This  was  forcibly 
illustrated  last  summer  by  the  case  of  one  of  our 
members  in  New  York  City.  He  had  been  insured 
in  the  Group  Plan  for  some  time  but,  finding  that 
he  could  get  what  he  believed  to  be  equally  good 
protection  in  another  company  at  a lower  rate,  he 
was  persuaded  to  transfer.  In  May  of  last  year, 
while  treating  a patient’s  eye,  he  inadvertently 
punctured  the  tear  duct,  causing  a certain  amount 
of  discomfort  but  no  serious  injury  to  the  patient. 
About  a week  later  he  met  the  patient  on  the  street 
and,  during  their  conversation,  the  latter  made;  some 
vague  threat  of  suing  him.  The  doctor  did  what 
he  could  to  discourage  the  idea  and,  believing 
•that,  nothing  further  was  likely  to  come  of  it,  he  did 
not  report  the  matter  to  his  insurance  carrier;  in 
fact,  it  is  doubtful  if  if  ever  occurred  to  him  to  do  so. 


In  August,  however,  the  patient  did  sue,  and  the 
doctor  promptly  forwarded  the  summons  and  com- 
plaint to  his  insurance  company  for  attention.  In- 
stead of  accepting  the  claim,  the  company  returned 
the  papers  to  him  and  denied  liability  for  the  case, 
claiming  that  he  had  violated  the  policy  contract 
in  that  he  had  failed  to  give  the  company  prompt 
notice  of  the  claim.  The  doctor  had  been  given  no 
notice  that  the  patient  intended  to  sue  other  than 
the  vague  threat  made  during  a chance  encounter 
on  the  street.  Furthermore,  the  total  time  between 
the  date  of  treatment  and  the  filing  of  suit  was  only 
three  months,  during  which  defense  of  the  suit 
could  not  have  been  prejudiced  by  the  disappear- 
ance of  witnesses  or  the  loss  of  records.  We  can  only 
conclude,  therefore,  that  the  company  took  ad- 
vantage of  this  small  technicality  to  avoid  the  ex- 
pense of  defending  the  doctor  as  well  as  the  cost  of 
any  judgment  which  might  be  obtained  by  the 
plaintiff. 

The  legal  counsel  of  the  Society  telephoned  the 
claim  department  of  the  company  to  protest  their 
actions  and  to  persuade  them,  if  possible,  to  accept 
liability.  They  refused,  however,  to  reconsider  their 
decision,  and  made  it  plain  that  it  was  the  policy  of 
the  company  to  disclaim  liability  in  all  such  cases. 

If  it  is  the  policy  of  that  company  to  deny  liability 
for  reasons  as  frivolous  as  in  this  case,  a doctor  might 
wonder  w'hat  other  technicalities  could  be  found  to 
void  his  insurance.  This  member  has  learned  the 
hard  way  how  expensive  cheap  insurance  can  be. 

5.  The  Right  Way  to  Lower  Insurance  Costs.— 
Experienced  insurance  buyers  know  that  the  cost  of  1 
their  protection  depends  upon  their  losses,  and  that 
the  only  sound  way  in  which  their  premiums  can  be 
reduced  is  by  decreasing  the  cost  of  their  losses.  U 
This  is  a cardinal  fact  which  we  can  no  longer  over- 
look or  shrug  off  while  hoping  for  the  best.  The 
time  has  come  for  the  Medical  Society  of  the  State 
of  New  York  to  take  stock  of  itself,  to  appraise  the 
significance  of  the  rising  cost  of  malpractice  claims 
against  its  members,  and  to  take  aggressive  action 
to  reverse  this  trend. 

It  may  be  that  our  seeming  indifference  to  this 
growing  threat  has  been  due  to  the  fact  that  we  have  !• 
been  too  well  protected.  All  of  our  errors  have  been 
defended  by  able  legal  counsel  and  have  been  paid 
for  by  a dependable  insurance  company  which,  in 
the  face  of  rising  deficits,  has  paid  out  its  money 
for  our  protection.  Has  this  kind  of  protection  been 
a good  thing  for  the  members  of  the  Society  and  also 
for  the  public,  or  is  it  possible  that  it  has  not  been 
an  unmixed  blessing  for  either  of  them?  The  Group 
Plan  was  originally  intended  to  protect  against  the 
inadvertent  errors  which  attend  even  the  most  care- 
ful of  human  efforts,  to  prevent  unwarranted  attacks 
by  fakers  and  racketeers,  and  to  spread  among  the  > 
many  the  losses  of  the  worthy  but  unfortunate  few. 
Instead,  it  appears,  in  too  many  instances,  to  have 
dulled  the  edge  of  judgment,  to  have  assumed  too 
much  of  the  physician’s  responsibility  to  his  patient, 
to  have  shielded  the  unworthy,  and  to  have  fostered 
the  very  carelessness  it  was  intended  to  offset. 

Organized  medicine  will  be  failing  in  its  duty  to 
the  community  if  it  sits  by  supinely  and  allows  any 
of  its  members  to  shirk  the  fundamental  tenets  of 
their  profession  in  the  comfortable  belief  that  “the 
insurance  company  will  pay  for  it.”  There  is  no 
room  for  such  complacency  in  thi^i  Society.  Of 
course,  the  company  has  the  liability  and  draws  its  ; 
checks  to  settle  our  claims,  but  every  dollar  of  loss  * 
payments  must  eventually  come  out  of  the  pockets 
of  the  members  themselves.  In  addition,  the  Society 
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pays  in  the  loss  of  prestige,  of  public  confidence,  and 
in  the  low  competency  of  some  of  its  members  who 
regard  the  rising  cost  of  malpractice  insurance,  not 
as  a reflection  upon  the  good  name  of  our  profession, 
but  as  a mere  annoyance  or  the  signal  for  a shopping 
tour  to  find  cheaper  insurance. 

Appeals  to  self-discipline  and  pride  in  professional 
responsibility  have  failed,  and  passing  resolutions 
condemning  acts  which  lead  to  malpractice  actions 
is  no  longer  enough.  It  is  now  incumbent  upon  this 
Society  to  reactivate  its  crusade  for  a sharp  reduc- 
tion in  malpractice  claims  in  this  State,  to  study  the 
offenses  committed  by  its  members,  and  to  free  it- 
self from  the  burden  of  those  guilty  of  acts  for  which 
no  excuse,  in  common  decency,  can  be  found. 

Let  us  rid  our  Group  Plan  of  these  offenders  by 
denying  them  the  protection  which  shields  them  from 
the  consequences  of  their  rash  acts.  This  is  the  first 
step  necessary  to  stop  the  rising  cost  of  malpractice 
losses  and  insurance  ra'tes.  The  Board  considers 
this  a measure  of  first  importance  and  recommends 
that  it  be  authorized  to  deny  further  insurance  pro- 
tection to  members  guilty  of  acts  for  which  no  rea- 
sonable excuse  can  be  found,  provided  always  that 
such  members  shall  have  the  right  of  appeal  to  the 
Council  if  they  feel  a decision  of  the  Board  has  been 
unjust. 

6.  Criticism  of  the  Group  Plan  and  the  Mal- 
practice Insurance  and  Defense  Board. — During 
the  last  few  years,  there  has  grown  up  in  certain 
sections  of  the  Society  a conviction  that  there  is 
something  wrong  with  our  malpractice  insurance 
and  defense  plan.  It  has  been  continuously  charged 
that  our  rates  were  too  high;  that  the  Yorkshire, 
instead  of  incurring  deficits,  as  claimed,  was,  in  fact, 
making  profits  in  some  unexplained  way;  that  this 
Board  was  biased,  or  not  alert  to  needed  improve- 
ments which  could  and  should  be  made,  and  that  our 
business  was  so  desirable  that  other  companies  would 
be  glad  to  have  it  but  were  prevented  from  bidding 
for  it  because  of  some  obscure  and  unspecified  rea- 
sons. These  are  only  some  of  the  charges  which 
have  been  leveled  at  the  Group  Plan  and  at  the 
members  of  the  Board.  Those  which  have  not  been 
made  openly  have  been  bandied  about  as  critical 
gossip  until  many  members  have  begun  to  wonder 
what  the  facts  are.  It  is  high  time,  therefore,  that 
these  insinuations  be  brought  into  t^ie  ojpen  and  an- 
swered with  finality  for  the  benefit  pf  all  concerned. 

For  most  members,  it  would  be  enough  to  point 
out  that,  had  there  been  any  truth  in  these  charges, 
had  the  Group  Plan  been  anything  less  than  what  it 
purported  and  was  intended  to  be,  that  fact  would 
have  been  discovered  and  reported  long  ago  by  those 
members  appointed  by  the  Society  to  supervise  it. 
But,  in  the  circumstances,  it  appears  that  something 
more  specific  is  needed. 

Insurance  is  not  so  simple  as  our  critics  seem  to 
think,  and  malpractice,  because  of  the  inordinate 
lag  in  the  incidence  and  maturity  of  claims,  is  more 
complicated  than  most  other  forms  of  insurance. 
To  understand  this  business  and  to  be  able  to  formu- 
late intelligent  conclusions  about  it  requires  con- 
siderable education  in  the  underwriting  principles 
which  govern  it,  as  well  as  careful  study  and  analysis 
of  a large  amount  of  statistical  data.  The  members 
of  the  Board  have  acquired  a working  knowledge  of 
the  fundamental  requirements  of  the  business  and 
have  devoted  a great  deal  of  time  to  study  of  the 
actuarial  aspects  of  it,  as  well  as  to  the  many  other 
problems  which  are  involved.  In  addition,  the 
Board  had  acquired  information  about  numerous 
other  insurance  companies,  their  position  with  re- 


spect to  financing  new  lines  of  insurance,  their 
attitude  toward  malpractice  insurance,  and  tbe  poli- 
cies which  govern  the  conduct  of  their  business. 
The  Board,  therefore,  presumes  to  speak  with 
authority  in  stating  that  there  is  no  semblance  of 
fact  in  any  of  the  critical  ideas  which  have  been 
conjured  up  regarding  our  group  insurance  plan. 
So  that  there  may  be  no  doubt  about  any  of  the 
points  raised,  the  Board  presents  the  following  spe- 
cific facts: 

(a)  Throughout  the  life  of  the  Group  Plan,  we 
have  bought  our  malpractice  insurance  on  a more 
favorable  basis  than  any  other  form  of  insurance 
and,  so  long  as  the  Group  Plan,  as  constituted,  re- 
mains in  existence,  we  shall  continue  to  do  so. 

(b)  Instead  of  being  too  high,  our  rates  at  all 
times  during  the  last  twelve  years  have  been  too 
low,  less  in  fact,  than  the  actual  cost  of  our  protec- 
tion. Whether  our  current  rates  will  be  adequate 
remains  to  be  seen. 

(c)  The  underwriting  loss  which  has  been  sus- 
tained on  our  business  is  so  large  and  obvious  that 
it  cannot  be  doubted  by  anyone.  It  is  true  that  all 
companies  have  incomes  from  reinsurance  and  port- 
folio investments  which  are  not  credited  to  their 
underwriting  results,  but  these  are  not  difficult  to 
understand  or  to  estimate.  In  the  case  of  our  busi- 
ness these  items  have  not  been  large  enough  to  re- 
duce measurably  the  company’s  underwriting  loss. 
There  can  be  no  doubt,  therefore,  that  the  Yorkshire 
is  worse  off  financially  than  it  would  have  been  had 
it  not  undertaken  our  business. 

( d ) The  idea  that  other  companies  are  interested 
in  our  business  and  would  like  to  have  the  Group 
Plan  is,  and  always  has  been,  a myth.  It  is  even  less 
true  in  these  difficult  times,  as  the  Board  confirmed 
during  its  recent  contact  with  many  leading  com- 
panies to  whom  our  business  was  offered.  Never- 
theless, members  of  the  Society  sometimes  are  con- 
fused by  insurance  agents  who  state  that  their 
companies  would  like  to  take  over  our  business  and 
so  the  facts  of  the  situation  should  be  presented. 

If  the  Society  were  prepared  to  dissolve  the 
Group  Plan,  to  abandon  its  control  over  all  the  ele- 
ments which  govern  the  quality  and  cost  of  our 
insurance  and  defense,  and  to  turn  over  our  business 
to  some  company  to  handle  on  its  own  terms  and 
at  its  own  rates,  it  would  not  be  difficult  to  find  oner 
willing,  perhaps  eager,  to  have  it.  That  is  what  is 
rneaip  when  some  agent  says  that  his  company 
would  be  glad  to  have  our  business.  Such  a com- 
pany would,  of  course,  be  interested  only  in  the 
money  to  be  made  out  of  it.  It  would  not  have  to 
gamble  on  a thin  margin  of  profit  with  a chance  of 
incurring  a deficit.  There  would  be  no  check  to 
keep  its  rates  from  rising  to  a level  which  would  pre- 
clude any  possibility  of  a deficit,  and  it  is  not  diffi- 
cult to  imagine  what  our  rates  might  be  without 
the  controls  provided  by  the  Group  Plan. 

It  should  be  emphasized  that  participation  in  the 
Group  Plan  is  optional.  If  any  member  believes 
that  he  can  secure  malpractice  protection  better 
suited  to  his  needs  or  pocketbook  outside  the  Group 
Plan,  he  should  feel  free  to  do  so. 

7.  Study  as  to  the  Practicability  of  Forming  a 
New  Insurance  Company  by  Members  of  the 
Society. — The  Board  has  completed  and  filed  with 
the  Council  a study  as  to  the  practicability  of  form- 
ing an  insurance  company  by  the  members  of  the 
Society  to  carry  their  own  malpractice  insurance. 
The  study  is  factual  and  presents  both  sides  of  the 
question  without  bias,  and  it  was  forwarded  to  the 
Council  without  recommendations. 
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8.  Obligations  of  the  Members  of  the  Society 
to  the  Carrier  of  the  Group  Plan. — Last  summer  the 
abrupt  request  of  the  Yorkshire  to  be  relieved  of  our 
business  was  received  with  disappointment  and  a 
certain  amount  of  resentment  by  everyone  con- 
cerned. It  was  felt  that,  quite  aside  from  the 
Yorkshire’s  request,  we  should  transfer  our  business 
to  another  company  as  soon  as  a satisfactory' sub- 
stitute could  be  found.  Diligent  efforts  were  made 
to  find  such  a company,  but  up  to  the  present  we 
have  not  been  able  to  do  so.  This  has  been  due, 
in  part,  to  the  cramped  situation  of  the  companies 
referred  to  at  the  beginning  of  this  report,  but  there 
is  another  reason  which  we  must  understand  and 
weigh  carefully,  namely  that,  for  the  last  twelve 
years,  our  business  has  been  unprofitable.  We  would 
delude  ourselves  if  we  failed  to  assess  this  fact  as 
objectively  as  any  insurance  executive  does  in  con- 
sidering our  business.  What,  indeed,  have  we  to 
offer  an  insurance  company?  The  facts  are  that  our 
permissible  expense  factor  has  never  paid  its  full 
share  of  the  expense  ratio  of  the  two  companies 
which  have  carried  our  business  and  our  closely 
controlled ‘rates  have  at  no  time  fully  caught  up 
with  the  cost  of  our  losses.  In  short,  there  is  nothing 
about  our  business  to  make  it  attractive  to  an  insur- 
ance underwriter.  This  is  an  unpalatable  fact,  but 
one  which  must  be  fully  comprehended  before  we 
can  reach  an  intelligent  decision  as  to  the  course 
which  we  must  follow. 

This  delay  in  finding  a substitute  carrier  for  the 
Group  Plan  has  given  us  time  to  readjust  our  think- 
ing, to  focus  attention  upon  our  responsibility  for 
our  own  loss  record,  to  verify  and  appreciate  the 
reason  for  the  Yorkshire’s  desire  to  get  out  of  the 
malpractice  business  last  summer,  and  finally,  to 
make  a belated  appraisal  of  our  obligation  to  the 
company  which  is  implicit  in  our  agreement  with 
them. 

When  the  Yorkshire  in  1936  agreed  to  insure  us  at 
the  cost  of  our  losses  plus  34  per  cent  for  expenses 
and  profit,  we  in  turn  agreed  to  pay  rates  which 


would  cover  those  losses  plus  the  specified  service 
charges.  There  was  no  contract  binding  the  Society 
or  the  members  to  this  agreement  but,  most  as- 
suredly, there  was  a moral  obligation  which  the 
company  relied  upon.  Had  that  not  been  so  the 
company  would  not  have  undertaken  our  business. 

Through  the  years,  the  company  has  discharged 
its  obligations  to  us  far  beyond  the  limits  of  ordinary 
business  requirements,  and  we  cannot  fail  to  measure 
our  obligation  to  them  by  the  same  yardstick.  The 
large  loss  which  they  have  incurred  on  our  behalf 
is  the  real  measure  of  their  service  to  the  Society, 
and  we  would  be  sadly  lacking  if  we  allowed  our 
appreciation  of  that  fact  to  be  dimmed  by  what  we 
regarded  last  summer  as  a precipitous  decision  to 
retire  from  the  business.  Entirely  aside  from  that 
reaction,  we  are  clearly  faced  with  a moral  obligation 
which  involves  not  only  a matter  of  good  manage- 
ment, but  also  a question  of  our  good  faith. 

If  it  became  known  in  fnsurance  circles  that  the 
Yorkshire  was  obliged  to  withdraw  from  the  mal- 
practice field  because  the  members  of  the  Medical 
Society  of  the  State  of  New  York  had  failed  to  meet 
their  obligations,  we  ^ould  do  irreparable  harm  to 
our  good  name  and  to  our  future  insurance  protec- 
tion. The  prestige  of  the  Society  would  suffer  and, 
henceforth,  no  reputable  insurance  company  would 
insure  us  under  conditions  which  depended  upon 
the  good  faith  of  the  members  to  make  the  business 
acceptable,  and  we  would  pay  dearly  for  that.  On 
the  other  hand,  if  we  accept  responsibility  for  our 
own  loss  costs,  if  we  undertake  an  energetic  cam- 
paign to  reduce  them  effectively,  and  if  we  make 
known  our  decision  to  pay  rates  which  will  carry  our 
current  business  and  wipe  out  our  deficits,  our  moral 
responsibility  will  be  established  above  question, 
and  the  Yorkshire,  or  any  other  good  company,  will 
then  be  glad  to  have  our  Group  Plan  with  all  of  the 
safeguards  which  it  imposes. 

The  Board  believes  that  this  is  the  only  course 
which  the  Society  should  permit  itself  to  consider 
and  recommends  that  such  a course  be  approved. 


Report  of  the  Council 


Constitution  and  Bylaws 

The  Council  Committee  on  Constitution  and 
Bylaws  has  the  following  membership: 

James  R.  Reuling,  M.D.,  Chairman Bayside 

W.  P.  Andcrton,  M.D New  York  City 

George  W.  Kosmak,  M.D New  York  City 

There  have  been  submitted  during  the  course  of 
the  year  requests  from  the  counties  of  Albany,  Erie, 
Fulton,  and  Ontario  for  approval  of  changes  in  their 
bylaws.  In  all  but  one  instance  these  were  found 
not  to  be  in  conflict  with  the  Constitution  and  By- 
laws of  the  Medical  Society  of  the  State  of  New 


York,  and  therefore  all  of  the  requests  were  ap- 
proved with  the  one  exception  noted.  In  this  in-  i; 
stance  the  proposed  change  was  not  at  variance  with  | > 
any  provision  of  the  State  Constitution.  However, 
on  advice  of  Counsel  of  the  State  Society,  it  was  I 
deemed  inadvisable  to  have  a “probationary”  or  * 
“waiting  period”  for  members  before  being  ac-  J 
cepted  and  therefore,  on  the  recommendation  i i 
of  the  Committee,  the  Council  disapproved  this  i 
provision  in  the  bylaws  of  a component  county 
society. 
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At  the  last  meeting  ol  the  House  of  Delegates  of 
the  American  Medical  Association  a change  in  the 
bylaws  of  that  Society  was  adopted  to  make  uni- 
form the  beginning  of  the  term  of  office  of  all  dele- 
gates from  constituent  associations  to  the  American 
Medical  Association.  In  order  to  conform  to  the 
proposed  changes  in  the  bylaws  of  the  American 
Medical  Association,  it  is  recommended  that  an 
addition  be  made  to  the  first  sentence  of  Chapter 
3,  Section  7,  of  our  bylaws,  “To  commence  the  first 
day  of  the  January  next  succeeding  each  delegate’s 
election.”  The  Section  would  then  read  “The  dele- 
gates to  the  American  Medical  Association  shall  be 
elected  in  the  calendar  year  preceding  the  meeting 
of  the  House  of  Delegates  of  the  American  Medical 
Association  to  which  they  are  elected  and  in  ac- 
cordance with  the  constitution  and  bylaws  of  that 
body  for  a term  of  two  years  to  commence  the  first 
day  of  January  next  succeeding  each  delegate’s 
election.  Delegates  may  be  elected  to  other  medical 
societies  or  similar  bodies  as  the  interest  of  the 
Society  may  require,  and  credentials  shall  be  issued 
to  all  delegates,  signed  by  the  President  and  Secre- 
tary.” The  Council  of  the  State  Medical  Society, 
at  its  meeting  on  January  15,  1948,  recommended 
that  this  change  be  referred  to  the  House  of  Dele- 
gates for  its  action. 

PART  XII 

Questions  on  Ethics. — The  Council  Committee 
on  Questions  on  Ethics  has  the  following  member- 
ship: 

James  R.  Reuling,  M.D.,  Chairman Bayside 

Charles  C.  Trembley,  M.D Saranac  Lake 

Morris  H.  Newton,  M.D Little  Falls 

The  Council  Committee  on  Questions  on  Ethics 
has  had  submitted  to  it  from  various  sources  five 
questions  during  the  past  year.  On  only  one  of 
these  did  it  seem  advisable  or  necessary  to  call  the 
committee.  In  this  one  case  the  question  was 
settled  by  a mail  vote  and  all  matters  were  approved 
by  the  Council. 

At  the  last  meeting  of  the  House  of  Delegates  an 
addition  to  the  Principles  of  Professional  Conduct 
was  adopted  as  follows: 

31(6)  Publications  for  the  Laity: 

Members  of  this  Society  who  have  prepared 
and  written  a book,  article  or  any  writing  per- 
taining to  medicine,  for  the  laity  and  intended  for 
publication,  shall  submit  the  same  to  the  Council 
Committee  on  Public  Relations  and  the  Public 
Relations  Bureau  of  the  Medical  Society  of  the 


State  of  New  York  for  approval  prior  to  any 
publication,  then  and  in  that  event  any  proposed 
advertisement  for  or  announcement  of  publica- 
tion thereof  shall  be  likewise  submitted  to  said 
Council  Committee  and  Bureau  for  approval 
prior  to  any  appearance  thereof  in  print.  The 
reviewing  committee  shall  render  its  opinion 
without  unnecessary  delay.  This  Committee  shall 
be  in  the  main  guided  by  Section  31  of  the  “Prin- 
ciples of  Professional  Conduct,”  but  shall  be  em- 
powered to  make  such  concessions  as  may  be  prac- 
ticed and  necessary  in  considering  the  title  of  the 
publication,  the  description  of  the  content,  the 
responsibility,  standing,  and  reputation  of  the 
writer  and  such  other  material  through  which  the 
publisher  wishes  to  arouse  reader  interest. 
Following  the  publication  of  Section  31(6)  Prin- 
ciples of  Professional  Conduct,  as  quoted  above, 
there  were  a number  of  letters  asking  for  clarifica- 
tion and  some  letters  objecting  to  the  intent  and 
purport  of  the  principle  as  adopted.  The  Section  was 
presented  to  the  Council  and  was  discussed  at  length 
at  several  meetings.  The  Council  recommends 
that  the  House  of  Delegates  rescind  this  principle. 
It  is  the  opinion  of  the  Council,  concurred  in  by  the 
counsel  of  the  Society,  that  some  of  Section  31(6)  as 
at  present  written  may  involve  infringement  of  the 
constitutional  right  of  free  speech.  The  Committee 
on  Questions  on  Ethics  was  requested  to  revise  this 
principle  to  remove  the  objections.  There  is  there- 
fore submitted  to  the  House  of  Delegates  by  direc- 
tion of  the  Council  the  following  recommendations: 

1.  To  rescind  Section  31(6)  as  now  standing. 

2.  To  insert  in  its  place: 

Advertisements  and  Announcements  of  Publica- 
tions for  the  Laity: 

In  the  event  that  there  is  proposed  any  public 
announcement  of  or  advertising  in  relation  to  any 
book  or  article  or  writing  for  the  laity,  such  pro- 
posed announcement  or  advertising  matter  shall 
be  submitted  to  the  Council  Committee  on  Public 
Relations  prior  to  any  public  appearance  of  the 
announcement  or  advertising  matter.  This  re- 
viewing committee  shall  render  its  opinion  with- 
out unnecessary  delay.  It  shall  be  guided  mainly 
by  Section  31  of  these  principles  of  professional 
conduct,  but  shall  be  empowered  to  make  such 
concessions  as  may  be  practiced  and  necessary, 
in  considering  the  description  of  the  title  and 
contents  of  the  publication,  the  professional 
standing  and  reputation  of  the  author,  and  such 
other  material  through  which  the  publisher 
may  wish  to  arouse  interest. 


ABSTRACT  OF  MINUTES  OF  THE  COUNCIL  OF  THE  MEDICAL  SOCIETY  OF 

THE  STATE  OF  NEW  YORK 


A T ITS  meeting  on  February  12,  1948,  the  Coun- 
cil  considered  the  following  matters,  taking 
action  as  indicated : 

Secretary’s  Report 

Remission  of  State  Assessments. — Remission  of 
State  assessments  was  voted  on  account  of  service 
with  the  armed  forces  for  55  members  for  1948, 
6 for  1947,  and  one  each  for  1941  through  1946;  also 
on  account  of  illness  for  the  following  members  ac- 
cording to  county : 

Bronx:  Lawrence  Jacobius,  1947.  Erie:  1947 — - 
T.  N.  Alpert,  L.  Franklin  Anderson,  Raymond  G. 
Bell,  Bert  J.  Bixby,  Emerson  Holley,  Otto  S.  McKee, 
George  W.  Schaefer,  Bernard  F.  Schreiner,  William 
T.  Shanahan,  Edward  H.  Storck,  Thew  Wright; 
and  George  R.  Critchlow,  1948.  Kings:  1948 — 

Max  Lederer,  Joseph  F.  Morris,  Phillip  Oginz, 
Anna  M.  Ralston,  Lome  McD.  Ryan,  Norman  W. 
Taylor,  Irving  Tran;  and  Stephen  Szalay,  1947. 
New  York:  Alex  M.  Gluckstein,  Bertram  E.  Marks, 
1948.  Onondaga:  Richard  K.  Vosburgh,  1947. 

Queens:  Frederick  P.  Tietz,  1947.  Westchester: 
Arthur  F.  Heyl,  1948. 

Meetings. — During  the  past  four  weeks  your 
Secretary  has  attended  the  regular  committee  meet- 
ings. There  have  been  three  meetings  of  the  Work- 
men’s Compensation  Fee  Schedule  Advisory  Com- 
mittee. This  Committee’s  work  has  almost  finished. 
It  is  presumed  that  a report  will  be  in  Miss  Mary 
Donlon’s  hands  in  the  near  future.  On  January  6, 
Dr.  Aranow  and  I attended  a meeting  at  the  Asso- 
ciation of  the  Bar  of  the  City  of  New  York  where 
representatives  were  also  present  from  several  other 
professions- — mining  engineers,  electrical  engineers, 
civil  engineers,  accountants,  dentists,  and  the  League 
of  Professional  and  Business  Women,  among  others. 
It  was  agreed  to  further  the  Silverson  Plan  which 
has  been  introduced  in  the  Congress,  which  would 
make  it  possible  for  partnerships,  individuals,  and 
small  business  people  to  insure  themselves  under 
the  Social  Security  Administration  against  old  age. 
Another  meeting  will  be  held  this  month. 

On  January  22,  Dr.  Herbert  H.  Bauckus  and  your 
Secretary  conferred  with  Dr.  Ethan  Flagg  Butler 
and  Dr.  J.  C.  Harding  of  the  Veterans  Administra- 
tion, Washington,  regarding  work  of  the  Veterans 
Medical  Service  Plan  of  New  York,  Inc.  The 
Medical  Society  of  the  County  of  Kings  kindly  in- 
vited your  Secretary  to  a dinner  in  honor  of  Dr. 
Koplowitz,  past  president,  at  the  Columbus  Club, 
Brooklyn,  on  Thursday,  January  29.  The  main 
speech  of  the  evening  was  delivered  by  Dr.  Louis 
11.  Bauer,  president  of  the  Medical  Society  of  the 
State  of  New  York,  who  also  presented  the  Medical 
Society  of  the  County  of  Kings’  President’s  medal 
to  Dr.  Koplowitz.  At  a dinner  of  the  Medical 
Strollers  on  Saturday,  January  31,  your  Secretary 
took  the  liberty  of  speaking  for  a few  minutes  about 
the  importance  of  fighting  the  bill  to  license  chiro- 
practors. On  February  2 he  attended,  with  Dr. 
Aranow,  Mr.  Anderson,  Mr.  Walsh,  and  Mr.  Mie- 
bach,  a meeting  with  executives  of  the  State  Chari- 
ties Aid  Association  at  105  E.  22nd  Street,  where 
methods  were  discussed  regarding  combating  the 
chiropractic  bill  and  other  legislation. 

A questionnaire  was  sent  to  county  Society  secre- 
taries regarding  the  annual  meeting  of  these  gentle- 
men. Their  replies  will  be  tabulated  and  several 


constructive  suggestions  acted  upon  in  preparation 
for  the  meeting  next  year. 

Communications. — Letters  and  resolutions  were 
received  in  regard  to  revision  of  the  Workmen’s 
Compensation  Minimum  Fee  Schedule  from  the 
following:  Dr.  O.  J.  McKendree,  retiring  secre- 

tary of  the  Medical  Society  of  the  County  of  Oneida; 
Dr.  Irving  L.  Ershler,  secretary  of  the  Onondaga 
County  Medical  Society,  enclosing  a resolution 
unanimously  adopted  by  that  Society  on  January 
6,  1948;  Dr.  C.  F.  Prairie,  secretary  of  the  Medical 
Society  of  the  County  of  St.  Lawrence;  Dr.  Philip 
M.  Standish,  secretary  of  the  Ontario  County 
Medical  Society,  and  Dr.  Irving  Drabkin,  secretary 
of  the  Medical  Society  of  the  County  of  Nassau. 
After  discussion,  it  was  voted  that  the  secretary 
acknowledge  these  various  resolutions,  call  atten- 
tion to  the  fact  that  at  the  hearing  on  December 
15  the  opportunity  for  criticism  was  extended 
until  February  1,  and  that  a number  of  suggested 
changes  have  been  received  and  have  all  been 
turned  over  to  the  Committee  for  consideration, 
and  that  while  the  Commissioner  has  not  yet 
ruled  on  them  the  Advisory  Committee  has  recom- 
mended the  adoption  of  many  of  the  suggested 
changes  received  from  the  county  societies,  and 
that  the  fee  schedule  will  probably  be  promulgated 
in  the  near  future. 

Letter  from  Dr.  Charles  F.  McCarty,  as  secretary 
of  the  Coordinating  Council  of  the  Medical  Societies 
of  the  Counties  of  Bronx,  Kings,  New  York,  Queens, 
and  Richmond,  under  date  of  January  28,  1948,  re- 
questing permission  to  have  the  Economics  Com- 
mittee ol  the  Coordinating  Council  meet  at  the  State 
Society’s  offices  at  9 p.m.  on  the  first  Tuesday  of 
March,  April,  May,  October,  November,  and 
December. 

After  discussion,  it  was  voted  that  Dr.  McCarty 
be  informed  that  the  State  Society  is  willing  to 
have  the  Conference  Room  used  at  the  times 
indicated,  without  guarantee  that  this  privilege 
can  be  continued;  and  that  attention  be  called  to 
the  fact  that  persons  using  the  building  evenings 
must  register;  also  that  it  will  be  necessary  to 
have  a member  of  the  staff  present  who  will  have 
to  be  paid  overtime.  Therefore,  it  is  expected  that 
this  expense  will  be  met  by  the  Economics  Com- 
mittee of  the  Coordinating  Council. 

Letters  from  Dr.  Harry  Aranow,  chairman  of  the 
Nominating  Committee  of  the  United  Medical 
Service,  dated  January  30,  1948,  stating  that  the 
United  Medical  Service  is  required  to  have  nomi- 
nated from  the  council  names  of  13  physicians  for 
“directors  of  the  first  category” — physician  direc- 
tors. The  following  names  were  submitted : 

First  Class,  to  serve  until  the  Annual  Meeting  of 
Voting  Members  in  1949:  Harry  Aranow,  John  B. 
D'Albora,  Chester  0.  Davison,  William  B.  Rawls. 
Second  Class,  to  serve  until  the  Annual  Meeting  of 
Voting  Members  in  1950:  Thomas  M.  D’Angelo, 
M.  J.  Fein,  David  J.  Kaliski,  M.  DeM.  Tourat. 
Third  Class,  to  serve  until  the  Annual  Meeting  of 
Voting  Members  in  1951:  Milton  J.  Goodfriend, 

Chas.  Gordon  Heyd,  John  J.  Masterson,  DeWitt 
Stettcn,  Nathan  B.  Van  Etten. 

It  was’ voted  that  the  Council  nominate  the  fore-  I 
going  doctors  as  requested  by  the  United  Medical 
Service  Nominating  Committee. 
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Letter  from  Dr.  John  A.  Toomey,  president,  and 
Dr.  Clifford  G.  Gurlee,  secretary-treasurer  of  the 
American  Academy  of  Pediatrics,  January  30,  1948, 
thanking  the  Society  for  their  assistance  in  helping 
to  collect  data  in  conduct  of  their  surveys. 

Resolution  from  the  Medical  Society  of  Jefferson 
County,  reading: 

“Whereas,  under  existing  laws,  both  State 
and  Federal,  it  is  mandatory  that  all  payments  for 
medical  services  rendered  must  be  paid  direct 
to  those  clients  (patients)  who  are  receiving  as- 
sistance in  the  federal  categories,  namely,  old  age 
assistance,  aid  to  the  blind,  and  aid  to  dependent 
children,  instead  of  to  the  physician  who  has 
rendered  such  services,  such  procedure,  in  many 
instances,  results  in  nonpayment  by  the  client  to 
the  physician. 

“Furthermore,  it  has  been  found  on  investiga- 
tion, that  money  which  had  been  sent  to  the  client 
(patient)  for  payment  of  medical  services  rendered 
had  been  diverted  to  other  uses  and  the  physician 
not  paid.  Such  a procedure,  as  is  now  in  exist- 
ence, is  not  conducive  to  the  best  medical  service, 
as  physicians  are  loath  to  continue  visits  to  pa- 
tients who  do  not  or  will  not  pay  for  services  ren- 
dered; therefore 

“Be  it  resolved  by  the  Medical  Society  of  Jeffer- 
son County,  that  the  present  procedure  on  pay- 
ment of  fees  be  brought  to  the  attention  of  the 
State  Medical  Society,  the  New  York  State  Wel- 
fare Association  and  the  Board  of  Supervisors, 
and  through  these  agencies  to  the  attention  of  the 
proper  authorities  in  Washington,  in  order  that 
the  present  existing  methods  of  payment  may  be 
corrected  so  that  the  physician  may  be  paid  di- 
rectly instead  of  through  an  intermediary.” 

After  discussion,  it  was  voted  that  this  be  referred 
for  reply  to  Dr.  Christopher  Wood,  chairman  of 
the  Subcommittee  on  Public  Medical  Care,  sug- 
gesting that  it  is  a federal  and  not  a state  regu- 
lation which  requires  payment  direct  to  the  pa- 
tient; that  the  State  has  to"  comply  with  this  in 
order  to  receive  reimbursement;  that  this  has 
been  referred  to  the  Subcommittee  on  Public 
Medical  Care  for  consideration  in  that  it  involves 
questions  of  general  policy;  that  the  Society  has 
always  stood  for  noninterposition  of  a third  party 
between  the  doctor  and  the  patient,  and  that 
this  matter  should  be  handled  with  caution. 

Letter  from  Dr.  Earl  LeRoy  Wood,  secretary  of 
the  Medical  Society  of  New  Jersey,  January  27, 
1948,  inviting  representatives  to  the  annual  meeting 
of  his  society. 

It  was  voted  that  the  nomination  be  left  to  the 
president. 

Letter  from  Dr.  Frederick  MacCurdy,  Com- 
missioner of  Mental  Hygiene  of  the  State  of  New 
York,  stating  that  he  had  appointed  Dr.  Harold  R. 
Merwath  as  a member  of  the  Board  of  Psychiatric 
Examiners  in  accordance  with  the  nomination  from 
this  Council. 

Letter  from  Dr.  Charles  F.  McCarty,  director  of 
the  Medical  Society  of  the  County  of  Kings,  recom- 
mending that  Dr.  Maurice  E.  Connor,  1320  Carroll 
Street,  Brooklyn,  be  made  an  Afliliate  Fellow  in 
the  American  Medical  Association.  Such  nomina- 
tion comes  from  this  body  to  the  American  Medical 
Association . 

It  was  voted  that  this  recommendation  be  made. 
Letter  from  Dr.  A.  W.  Martin  Marino,  president 
of  the  Medical  Society  of  the  County  of  Kings 


and  Academy  of  Medicine  of  Brooklyn,  February  6, 

1948,  reading: 

“Messrs.  Martin  & Clearwater 
30  Broad  Street 
New  York  4,  New  York 
“Gentlemen: 

“Your  letter  of  January  21,  1948,  addressed 
to  our  Counsel,  Mr.  Edmund  A.  Whalen,  was 
considered  at  a meeting  of  the  Trustees  on 
Wednesday  of  this  week. 

“I  do  not  think  that  it  is  necessary  to  discuss 
at  length  the  original  agreement  of  1906  between 
the  State  Medical  Society  and  our  Society,  and 
the  slight  modification  of  the  same  in  1914.  The 
Trustees  examined  into  all  the  records  in  our  pos- 
session concerning  the  said  agreement  and  the 
operations  thereunder  for  the  past  forty  years. 
They  are  confident  that  our  Society  has  fulfilled 
all  of  the  terms  of  the  agreement.  They  desire 
to  call  to  your  attention  the  all-important  fact 
that  at  the  time  the  original  agreement  was  en- 
tered into,  our  Society  discontinued  the  publica- 
tion of  the  Brooklyn  Medical  Journal.  The 
Trustees  are  of  the  opinion  that  should  the  State 
Society  desire  to  have  a mutual  termination  or 
modification  of  the  original  agreement,  then  it 
would  be  incumbent  on  the  State  Society  to  es- 
tablish a journal  to  be  known  as  the  ‘Medical 
Journal  of  the  Medical  Society  of  the  County  of 
Kings  and  Academy  of  Medicine  of  Brooklyn,’ 
whereby  our  Society  would  have  all  the  ad- 
vantages which  it  hacl  originally  when  it  published 
the  Brooklyn  Medical  Journal. 

“The  Trustees  feel  that  it  is  worthy  of  note 
that  after  the  probation  period  of  five  years,  from 
1906  to  1911,  the  State  Society  reaffirmed  all  the 
terms  and  provisions  of  the  original  agreement.” 

Letter  from  Dr.  Walter  W.  Palmer,  member  of 
the  Board  of  Governors  of  the  American  College  of 
Physicians,  February  2,  1948,  requesting  that  the 
Society  invite  the  American  College  of  Physicians 
to  hold  their  annual  meeting  in  New  York  City  in 

1949. 

It  was  voted  to  issue  the  invitation. 

Letter  from  John  Hunton,  secretary-treasurer  of 
the  Conference  of  Presidents  and  Other  Officers  of 
State  Medical  Associations,  February  5,  1948,  re- 
questing the  Society  to  send  representatives  to  their 
Fourth  Annual  Conference  in  1948,  and  pay  dues  of 
$50. 

Dr.  Bauer  stated  that  this  matter  came  up  a year 
ago,  and  the  Council  replied  that  in  view  of  the  fact 
that  the  American  Medical  Association  House  of 
Delegates  is  now  meeting  twice  a year,  plenty  of  op- 
portunity is  afforded  to  consider  so-called  grass  roots 
problems,  that  we  see  no  particular  value  in  this 
organization,  and  that  unless  they  could  inform  us 
of  some  particular  reason  why  we  should  be  a mem- 
ber, we  did  not  care  to  contribute. 

It  was  voted  that  a letter  be  sent  to  this  Conference 
inviting  their  attention  to  our  letter  of  a year 
ago  and  stating  that  we  are  still  of  the  above  opin- 
ion, contained  therein. 

Dr.  Anderton  read  an  excerpt  from  a letter  from 
Dr.  George  F.  Lull,  secretary  of  the  American 
Medical  Association,  dated  February  2,  1948.  It 
refers  to  an  explanation  of  the  American  Medical 
Association  Speakers’  Bureau  which  is  being  set  up 
under  the  Bureau  of  Health  Education  of  the  Ameri- 
can Medical  Association. 

“We  will  also  be  glad  to  hear  from  the  secretaries 
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of  state  and  county  medical  societies  the  names 
of  available  speakers  in  their  jurisdictions  so  that 
requests  for  speakers  received  at  headquarters 
can  be  referred  to  local  speakers,  either  direct  or, 
if  preferred,  through  the  secretaries  of  state  and 
county  medical  societies. 

“This  experimental  service,  if  successful,  can  be 
the  nucleus  for  the  nationwide  Speakers’  Bureau 
which,  in  coordination  with  local  speakers’  bureau 
organizations  within  the  structure  of  the  A.M.A., 
can  render  an  important  service  to  the  public 
through  the  medical  profession.” 

Inasmuch  as  our  Public  Relations  Committee  has 
been  working  on  the  idea  of  a Speakers’  Bureau,  Dr. 
Anderton  felt  that  this  matter  should  be  drawn  to 
the  attention  of  the  Council. 

Treasurer’ s Report  was  accepted. 

Report  of  Executive  Officer 

Dr.  Hannon,  chairman,  reported: 

“Through  the  mandate  of  the  House  of  Delegates 
we  have  had  introduced  in  the  Legislature  a bill  to 
abolish  the  Medical  Practice  Committee  of  the 
Workmen’s  Compensation  Board.  Also  a bill  to  de- 
fine x-ray  as  the  practice  of  medicine.  We  have  had 
introduced  a bill  to  amend  the  Penal  Law  which 
would  require  any  person  treating  the  human  body 
to  be  licensed  under  the  Education  Law. 

The  Conference  of  the  County  Legislative  Com- 
mittee Chairmen  will  be  held  in  Albany  to  act  on 
bills  in  which  the  Society  is  interested  on  Wednes- 
day, February  25.” 

Report  Accepted. 

Activities  of  Committees 

Constitution  and  Bylaws. — In  the  absence  of  the 
chairman,  Dr.  Reuling,  Dr.  Anderton  reported  that 
the  Medical  Society  of  the  County  of  Erie  requested 
approval  of  a change  in  their  bylaws,  establishing  a 
nominating  committee. 

It  was  voted  to  approve  these  changes. 

Malpractice  Insurance  and  Defense  Board. — Dr. 
Anderton  reported  that  he  had  received  from  Dr. 
Thomas  M.  D’Angelo,  chairman,  a copy  of  a study 
regarding  formation  by  the  Society  of  an  insurance 
company  for  malpractice  liability. 

After  discussion,  it  was  voted  to  distribute  a copy 
of  this  report  to  each  member  of  the  Council,  for 
subsequent  discussion. 

Nursing  Education. — Dr.  Frey,  chairman,  re- 
ported that  the  Coordinating  Council  on  Nursing 
Problems  had  met  and  endorsed  the  amendment  to 
the  Nurse  Practice  Act,  submitted  by  Senator  Ma- 
honey and  Assemblyman  Strong,  authorizing 
the  Education  Department  to  license,  without 
examination,  for  the  practice  of  registered  profes- 
sional nursing,  graduates  of  accredited  schools  out- 
of-town,  out-of-state,  province,  or  country. 

This  Council  endorsed  the  proposed  amendment 
to  the  Nurse  Practice  Act  submitted  by  Senator 
Hollowell  and  Assemblyman  Stuart,  authorizing  the 
Education  Department: 

(a)  To  license  without  examination  a graduate  of 
a school  of  practical  nursing  accredited  in  any 
other  state,  province,  or  country,  who  has  completed 
a course  of  study  in  nursing  considered  by  the  de- 
partment to  be  equivalent  to  that  required  in  this 
State  at  that  time  and  who  was  licensed  in  that 
state  by  examination,  and  has  mid  all  the  require- 
ments as  to  age,  character,  citizenship,  and  pre- 
liminary education. 


(6)  To  admit  to  examination  a graduate  of  a 
school  of  practical  nursing  accredited  in  any  other 
state,  province,  or  country,  who  has  completed  a 
course  of  study  considered  by  the  department  to  be 
equivalent  to  that  required  in  this  State  at  that 
time,  and  has  met  all  the  requirements  as  towage, 
character,  citizenship,  and  preliminary  education. 

It  was  voted  to  approve  these  actions  of  the  Co- 
ordinating Council  on  nursing  problems. 

Office  Administration  and  Policies.— Dr.  Anderton 
reported  for  the  chairman,  Dr.  Masterson,  that  the 
Office  Administration  and  Policies  Committee  met 
on  Tuesday,  February  10,  1948,  and  considered  rou- 
tine business  matters  concerning  employees,  the 
engagement  of  new  employees,  and  changes  in  j 
salary,  which  will  be  reported  to  the  Trustees. 

Also  the  Committee  approved  the  report,  dated  I 
February  6,  1948,  part  of  the  agenda  of  this  meet- 
ing, with  the  recommendation  that  it  become  part 
of  the  annual  report  to  the  House  of  Delegates. 

This  recommendation  was  approved. 

Planning  Committee  for  Medical  Policies. — Dr. 
Kenney,  chairman,  reported  that  he  and  Dr.  Mitchell 
had  attended  the  meeting  of  the  State  Advisory  I 
Council  of  the  New  York  State  Joint  Hospital  Sur- 
vey and  Planning  Commission,  of  which  Mr.  Lons- 
dale, Welfare  Commissioner,  is  the  chairman  and 
Dr.  John  Bourke  the  managing  director,  on  January 
15,  1948.  This  meeting  was  under  the  chairmanship 
of  Assemblyman  Lee  B.  Mailler  in  Albany.  There 
was  presented  to  that  Council  the  essentials  of  a 
coordinated  hospital  plan  for  New  York  State. 
Dr.  Kenney  also  spoke  at  that  meeting  about  Rural 
County  Health  Center  and  Hospital  Plans,  and  his 
statement  was  accepted  as  part  of  their  minutes.  He 
thought  that  the  article  would  be  of  interest  to  the 
members  of  the  Council. 

Dr.  Bauer  suggested  that  this  be  mimeographed 
and  distributed  to  the  Councilors. 

Dr.  Kenney  also  stated  that  the  question  of  re- 
vising the  District  Branches  was  being  discussed. 
Dr.  Kenney  reported  that  he  had  attended,  at  the 
request  of  Dr.  Bauer,  a meeting  on  January  23, 
1948,  of  the  Fifth  Annual  Conference  on  Labor 
Health  Security  at  the  McAlpin  Hotel,  New  York 
City. 

Public  Health  and  Education. — Dr.  0.  W.  H. 
Mitchell,  chairman,  reported  as  follows: 

January  15,  1948:  In  Albany  to  attend  a meet- 
ing of  the  New  York  State  Joint  Hospital  Survey  ; 
and  Planning  Commission. 

January  16,  1948:  In  Albany  conferred  with  Dr. 
Harry  V.  Gilson,  Deputy  Commissioner  of  Educa- 
tion, New  York  State  Education  Department,  and 
representatives  of  the  New  York  State  Association 
of  School  Physicians. 

February  6,  1948:  A meeting  of  the  Council 

Committee  on  Public  Health  and  Education  and  the 
Subcommittee  on  Nutrition  was  held  in  Albany. 
Some  of  the  officers  of  the  Medical  Society  of  the  . 
State  of  New  York  and  representatives  of  the  New 
York  State  Department  of  Health  were  present. 

February  11,  1948:  In  New  York  City  a meeting 
of  the  Council  Committee  on  Public  Health  and 
Education  and  the  Subcommittee  on  Mental  Hy- 
giene was  held.  Also  present  were  some  of  the 
officers  of  the  Medical  Society  of  the  State  of  New 
York.  . 

The  following  report  is  submitted : 

“The  Committee  on  Mental  Hygiene  of  the 

Medical  Society  of  the  State  of  New  York  wishes  it 

to  submit  the  following  report  and  recominenda-  ' 
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tions  to  the  Committee  on  Public  Health  and 
Education: 

“It  is  apparent  that  the  development  of  psy- 
chiatry and  mental  hygiene  has  gone  beyond  the 
limited  conception  envisaged  by  the  State  De- 
partment of  Mental  Hygiene,  and  a more  compre- 
hensive approach  to  the  problem  now  exists. 

“Present  facilities  for  the  care  of  those  persons 
who  are  psychologically  or  mentally  ill  are  in- 
adequate in  the  State  of  New  York.  There  is 
great  need  for  psychiatric  centers  in  more  cities, 
to  be  established  in  connection  with  general  hos- 
pital facilities.  There  is  also  need  for  more  in- 
tensive programs  of  mental  hygiene  clinic  care  for 
those  individuals  who  are  ambulatory  and  who 
can  receive  such  care  to  good  advantage. 

“We  recommend  that  an  Advisory  Mental 
Health  Council  be  established  similar  to  that  now 
functioning  with  the  State  Department  of  Health, 
designated  the  Mental  Health  Council,  and  to 
consist  of  persons  cognizant  of  the  broad  field  of 
mental  hygiene.  Such  advisory  mental  health 
council  shall  not  include  persons  in  full-time  em- 
ploy in  the  New  York  State  Department  of  Mental 
Hygiene.  A council  so  established  should  repre- 
sent the  fields  of  psychiatry,  medicine,  public 
health,  psychiatric  nursing,  psychiatric  social 
work,  and  clinical  psychology. 

“This  Mental  Health  Council  should  consist 
of  the  Commissioner  of  Mental  Hygiene  and  eight 
members  hereinafter  called  the  appointive  mem- 
bers, to  be  appointed  by  the  Governor,  of  whom 
five  at  least  shall  be  physicians  who  are  graduates 
of  a medical  school  approved  by  the  New  York 
State  Department  of  Education  and  licensed  to 
practice  medicine  in  the  State  of  New  York. 

“Representing  the  field  of  psychiatry,  three  of 
the  members  should  be  physicians  who  are  recog- 
nized psychiatrists,  at  least  one  a prominent 
educator  in  the  fields  of  psychiatry  and  mental 
hygiene;  one  physician  should  represent  the  field 
of  public  health  and  be  qualified  in  this  field;  and 
one  physician  should  be  actively  engaged  in  the 
practice  of  medicine.  One  member  should  be  a 
nurse  registered  in  the  State  of  New  York  and 
qualified  in  the  field  of  psychiatric  nursing.  One 
member  should  be  a psychiatric  social  worker 
with  clinical  experience  in  this  field,  and  one  mem- 
ber should  be  a qualified  psychologist  certified  by 
the  Department  of  Mental  Hygiene  in  the  State 
of  New  York.  Each  of  these  members  shall  have 
had  at  least  five  years  experience  in  their  respec- 
tive fields. 

“The  Committee  on  Mental  Hygiene  of  the 
Medical  Society  of  the  State  of  New  York  urgently 
requests  that  the  Council  pass  a resolution  to 
bring  these  needs  and  suggestions  to  the  attention 
of  the  Governor  of  the  State  of  New  York  so  that 
immediate  steps  be  taken  to  cope  with  this  most 
important  public  health  problem.” 

It  was  voted  that  the  report  be  accepted  subject  to 
approval  by  the  Council  Committee  on  Public 
Health  and  Education. 

February  11,  1948:  In  New  York  City,  your 

chairman  attended  a meeting  of  the  Subcommittee 
an  Cults  with  members  of  the  Commission. 

Subcommittee  on  Geriatrics. — Dr.  Stephen  It. 
Monteith,  chairman,  reports  that  a conference  has 
seen  held  with  Dr.  Henry  S.  Simms,  assistant  pro- 
cessor of  biochemistry,  College  of  Physicians  and 
Surgeons,  Columbia  University,  concerning  the 
organization  of  geriatric  research  in  the  State.  Re- 
sorts concerning  other  conferences  and  communica- 


tions will  be  presented  at  the  March  meeting  of  the 
Council. 

Postgraduate  Education. — -Postgraduate  instruc- 
tion is  being  presented  in  the  following  counties: 
Clinton,  Jefferson,  Nassau,  Ontario,  Richmond,  St. 
Lawrence,  Schenectady,  Suffolk,  and  Sullivan. 

A symposium  on  rheumatic  fever,  consisting  of 
three  speakers,  has  been  arranged  for  the  Oneida 
County  Medical  Society  on  April  13,  1948,  in  Utica. 

A series  of  postgraduate  lectures  on  gynecology  in 
April  and  May  has  been  arranged  for  the  Sullivan 
County  Medical  Society. 

A Teaching  Day  on  kidney  diseases,  on  February 
19,  1948,  was  arranged  for  the  staff  of  the  Mather 
Memorial  Hospital  in  Port  Jefferson,  New  York. 

Copies  of  the  1946-1947  Course  Outline  Book  have 
been  mailed  to  the  newly  elected  officers,  chairmen 
of  Committees  on  Public  Health,  Postgraduate 
Education,  Program,  and  Delegates  of  the  County 
Medical  Societies. 

Public  Relations. — A newspaper  release  was  sent 
to  daily  papers  in  New  York  State  based  upon  the 
editorial  in  the  January  15  issue  of  the  New  York 
State  Journal  of  Medicine  entitled  “The  Volun- 
tary Hospital.” 

Mr.  Frederick  W.  Miebach  was  employed  January 
26  on  the  staff  of  the  Public  Relations  Bureau,  re- 
placing Mr.  Edgar  Lum  Cook.  Mr.  Miebach  comes 
to  us  with  a long  experience  as  a newspaper  reporter, 
editor,  and  public  relations  man  for  various  organiza- 
tions. 

Mr.  Anderson,  Mr.  Wash,  and  Mr.  Miebach  will 
attend  the  meeting  of  the  subcommittee  on  Cult 
Practices,  February  11, 1948. 

On  February  5,  the  Public  Relations  Bureau 
mailed  to  State  officers,  county  society  presidents, 
and  legislative  chairmen  of  the  Woman’s  Auxiliary, 
a specially  prepared  bulletin  containing  “Specific 
Suggestions  for  County  Legislative  Chairmen.” 
These  will  be  followed  in  a few  days  by  two  other 
bulletins  explaining  how  the  Woman’s  Auxiliary  can 
assist  the  Society  in  its  public  relations  work  by  in- 
forming the  public  as  to  chiropractic  legislation  and 
other  matters. 

The  Woman’s  Auxiliary  has  done  a splendid  job 
in  supplying  the  Public  Relations  Bureau  with  new 
names  for  our  direct  mail  list  of  important  persons 
throughout  the  State.  Approximately  6,000  stencils 
have  been  added  to  this  list,  making  a total  of  ap- 
proximately 31,000  names  of  influential  people. 
These  stencils  are  ready  for  instant  use  in  presenting 
our  side  of  any  controversial  issue  to  the  public. 

The  following  postgraduate  sessions  under  the 
auspices  of  the  Committee  on  Public  Health  and 
Education  were  covered  by  releases  to  the  press: 
Clinton,  Jefferson,  Nassau,  Oneida,  Richmond,  St. 
Lawrence,  Schenectady,  Suffolk,  and  Geneva 
Academy  of  Medicine. 

Publication. — Dr.  Kosmak,  chairman,  reported 
that  the  Publication  Committee  held  its  regular 
monthly  meeting  on  February  10,  1948,  and  con- 
sidered a number  of  routine  matters.  It  also  dis- 
cussed the  annual  report  to  the  House  of  Delegates 
and  spent  considerable  time  discussing  Directory 
matters.  The  next  issue  of  the  Directory  is  in  the 
process  of  being  published,  but  will  probably  appear 
late  in  December  of  this  year  or  possibly  in  January, 
1949.  It  was  voted  to  recommend  to  the  Council 
that  the  next  Directory  be'  dated  1949. 

Ho  emphasized  that  the  Directory  has  become  an 
expensive  item  in  the  finances  of  the  Society,  and 
that  the  costs  of  printing  have  become  about  double 
the  costs  of  the  1941-1942  book.  Formerly  the 
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deficit  of  the  Directory  publication  has  been  approxi- 
mately $24,000,  but  with  the  increase  in  costs  of 
production  the  deficit  will  probably  be  more.  It  was 
thought  that  it  might  be  suggested  to  the  House  of 
Delegates  that  we  not  try  to  publish  it  every  year, 
but  rather  every  other  year. 

Dr.  Kosmak  stated  that  the  Publication  Com- 
mittee had  decided  to  distribute  reprints  of  the 
program  for  the  1948  Annual  Meeting  in  the  metro- 
politan counties  hoping  to  insure  a large  attendance. 
The  Journal  and  Directory  will  again  have  an  ex- 
hibit at  the  Annual  Meeting.  The  lag  in  the  date 
of  appearance  of  the  Journal  and  its  distribution  to 
members  has  disturbed  the  Committee.  The  printer 
has  promised  to  do  better  when  new  equipment  is 
installed. 

The  Committee  decided  to  make  no  editorial  com- 
ment regarding  an  editorial  in  the  Journal  of  the 
American  Medical  Association  of  February  7,  1948, 
referring  to  the  policy  of  the  New  York  State 
Journal  of  Medicine  about  advertisements. 

Rural  Medical  Service. — Dr.  Mellen,  chairman, 
reported: 

“I  attended  a meeting  last  week  in  Chicago,  at 
which  Dr.  Crocker,  the  chairman,  did  a good  piece 
of  work.  He  is  bringing  out  very  definitely  the 
interest  that  the  doctors  have  in  trying  to  help 
rural  areas.  I think  it  is  an  individual  problem  with 
the  community.  It  is  difficult  to  expect  a man  to  go 
to  a rural  area  where  he  will  not  be  able  to  make  a 
living.  Furthermore,  if  nothing  else  comes  out  of 
this  than  the  interest  that  is  shown  among  the 
doctors  (and  that  gets  out  to  the  public),  I think  it 
is  worth  it.” 

Liaison  with  Veterans  Administration. — Dr. 
Anderton  stated  he  had  a letter  from  Dr.  Bauckus 
with  several  different  items  as  follows: 

“Will  you  please  report  to  the  Council  on  our 
meeting  with  Dr.  Ethan  Flagg  Butler  and  Dr. 
Harding  on  January  22.  I should  also  like  to  have 
presented  to  the  Council  the  question  on  the  pay  of 
physicians  for  professional  services  when  the  patient 
is  a veteran  physician.  I feel  this  is  an  important 
item  in  our  public  relations  aside  from  the  ethical 
and  economical  questions  involved.” 

“Might  I suggest  that  the  subject  be  considered 
before  the  rest  of  the  letter,  sir?  There  are  certain 
veteran  physicians  who  have  service-connected  dis- 
abilities who  are  being  and  have  been  treated  by 
members  of  Veterans  Medical  Service  Plan  of  New 
York,  Inc.  The  question  has  arisen  whether  the 
doctors,  who  are  treating  their  fellow  veterans, 
should  collect  from  the  Veterans  Administration 
compensation  for  those  services,”  Dr.  Anderton. 

The  discussion  that  followed  showed  a difference 
of  opinion  among  members  of  the  Council,  and 
It  was  voted  (Dr.  Strohm  voting  in  the  negative) 
that  the  Council  believes  that  a physician  can, 
should  he  so  desire,  charge  the  Veterans  Adminis- 
tration for  professional  services  to  a fellow  physi- 
cian with  service-connected  disabilities,  after 
authorization,  without  violation  of  the  Principles 
of  Professional  Conduct. 

Continuing  Dr.  Bauckus’  letter: 

“I  should  like  to  report  that  I met  with  the 
Veterans  Committee  of  the  Board  of  Trustees  of  the 
A.M.A.  on  Saturday,  February  7,  in  Chicago.  Un- 
fortunately, Dr.  Magnuson,  with  whom  we  intended 
to  confer,  was  not  at  this  meeting. 

“On  February  0,  a telegram  was  received  by  the 
Branch  Medical  Director,  Branch  Office  Number  2, 
from  Dr.  Magnuson,  Chief  Medical  Officer,  Veterans 
Administration,  Washington,  D.C.  The  following 


information  was  requested  from  managers  of  all 
regional  offices:  ‘Names  of  all  doctors  who  have  been 
accused  of  overcharging  or  unethical  practices,  the 
nature  of  the  charge  made,  and  action  taken  in  each 

case.’ 

“The  managers  of  the  regional  offices  have  access 
to  the  information  in  the  hands  of  the  coordinators; 

I have  asked  the  coordinators  to  cooperate  with  the 
managers  in  this  respect. 

“We  have  the  troublesome  question  of  additional 
private  charges  to  the  veteran  besides  his  authorized 
fee.  I am  enclosing  a copy  of  a letter  from  Dr. 
O’Kane  a)>out  one  such  case.  You  might  read  it  to 
the  Council,  omitting  the  name  of  the  physician  if 
you  choose.  My  answer  to  the  attending  doctor  is 
that  if  he  thought  the  man  needed  an  additional 
psychotherapeutic  session  he  should  have  asked  for 
authorization  for  it.  Of  course,  if  the  additional 
authorization  was  not  forthcoming,  then  there 
would  be  an  additional  complication. 

“I  hope  we  shall  soon  be  able  to  confer  with  Dr. 
Magnuson.” 

War  Memorial. — Dr.  Anderton  read  Dr.  Rooney’s 
report  of  the  Committee  on  War  Memorial  of  the 
Council  and  Board  of  Trustees,  to  the  House  of 
Delegates.  This  was  for  the  information  of  the 
Council  and  will  be  published  with  the  Annual 
Reports  in  the  April  1 issue  of  the  New  York  State 
J ournal  of  Medicine. 

Woman’s  Auxiliary. — Dr.  Fenwick  Beekman,  ' 
chairman  of  the  Advisory  Council  to  the  Woman’s  ' 
Auxiliary,  presented  the  following  report: 

“As  1947  ended,  your  chairman  took  great  pleas-  j 
ure  in  preparing  a report  on  the  activities  of  the  i 
Woman’s  Auxiliary  to  the  Medical  Society  of  the  j 
State  of  New  York. 

“While  the  individual  accomplishments  of  each 
county  auxiliary,  to  say  nothing  of  the  activities  of 
each  single  member,  would  take  too  long  to  narrate,  i 
we  feel  that  we  cannot  pass  over  them  without,  at  ■ 
the  outset,  reminding  you  that  the  State  organiza- 
tion is  but  the  depository  of  the  deeds  of  the  county 
auxiliaries  and  in  turn  the  counties  of  the  acts  of 
the  individual.  Accordingly,  you  will  understand 
that  what  we  report  of  the  State  organization  applies  ( 
equally  to  each  county  and  each  individual  member. 

“The  most  outstanding  accomplishment  is  the 
organization  of  three  new  county  auxiliaries,  which 
now  gives  us  a total  of  42  counties  in  which  the  four 
activities  suggested  by  Dr.  Bauer  are  now  fields 
of  action  and  in  which  we  can  be  certain  that  our 
colleagues  have  at  least  one  other  voice,  in  addition 
to  their  consciences,  urging  them  to  participate  in 
the  activities  of  their  county  society’s  public  rela- 
tions, legislative,  and  voluntary  medical  care  pro- 
grams. 

“The  circulation  of  the  Auxiliary  publication,  the 
Distaff,  also  reflects  the  growth  of  the  organization. 
The  demand  for  the  winter  edition  exceeded  3,200 
copies.  For  this  work  we  are  indebted  to  Mrs. 
Beatrice  Sanborn,  its  editor.  Another  activity 
which  merits  our  gratitude  is  the  Auxiliary’s  pro- 
motional efforts  in  behalf  of  voluntary  medical  care 
plans  as  directed  by  Mrs.  Mary  Madden. 

“The  three  outstanding  events  of  the  year  were 
the  annual  convention  and  the  fall  and  winter  execu- 
tive board  meetings. 

“As  an  example  of  the  industry  the  members  dis- 
play, we  shall  enumerate  only  a partial  list  of  the 
president’s  itinerary  so  that  you  may  understand 
how  the  Auxiliary  is  able  to  keep  abreast  of  its 
many  developments. 

“During  1947,  Mrs.  Pohlmann  attended  the  fol- 
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lowing  functions:  13  county  meetings,  3 newly 

organized  county  meetings,  1 reorganized  county 
meeting,  5 District  Branch  meetings,  1 meeting  with 
Advisory  Council  and  Board  Members,  4 confer- 
ences with  Dr.  F.  Beckman,  2 conferences  with  Mr. 
G.  Farrell,  6 conferences  with  Mr.  T.  Walsh,  1 con- 
ference with  Mr.  D.  Anderson,  1 convention  (state — 
Pennsylvania)  at  Pittsburgh,  1 convention  (state — 
New  Jersey)  at  Atlantic  City,  1 convention  (A.M.A.) 
at  Atlantic  City,  2-day  Executive  Board  Meeting 
at  Port  Jervis,  1 conference  of  State  Presidents  and 
Presidents-Elect  at  Chicago,  4 conferences  with  8 
Councilors,  2 conferences  with  15  Standing  Com- 
mittees’ Chairmen,  and  2 conferences  with  36 
County  Presidents. 

“From  what  is  contained  in  this  report,  but 
mainly  from  the  intangible  items  which  are  too 
difficult  to  record,  your  Committee  wishes  to  point 
out  that  we  look  upon  each  county  auxiliary  as  a 
partner  of  the  parent  Society.  We  feel  that  each 
Auxiliary  can  be  depended  upon  to  keep  in  touch 
with  nonscientific  developments  in  the  medical  world 
and  to  act  as  the  eyes  and  ears  of  the  parent  organi- 
zation. Thus,  they  will  serve  to  keep  the  State 
Society  advised  of  the  methods  by  which  the  people 
in  the  several  counties  evaluate  the  parent  organiza- 
tion and  the  services  rendered  by  our  members. 

“In  conclusion  I wish  to  compliment  the  president, 
Mrs.  Harry  Pohlmann,  and  each  of  her  officers,  each 
county  officer,  and  individual  member  on  the  energy 
they  display  in  accomplishing  their  goals,  and  for 
the  spirit  of  harmony,  understanding,  and  good  will 
that  they  have  developed  among  themselves,  with 
our  liaison  officer,  Mr.  Walsh,  and  with  each  member 
of  the  Advisory  Council.” 

Workmen’s  Compensation. — Dr.  Kenney  stated 
that  the  Committee  had  no  formal  report  but  that 
there*  was  one  matter  with  extensive  correspondence, 
and  he  requested  Dr.  Kaliski  to  present  it.  The 
following  is  a summary  of  the  report: 

“On  January  27,  1947,  we  received  a letter  from 
Dr.  Charles  S.  Lakeman,  president  of  the  Monroe 
County  Medical  Society,  stating  that  a roentgenol- 
ogist in  one  of  the  local  hospitals  had  received  a 
request  from  the  chairman  of  the  Workmen’s  Com- 
pensation Board  for  information  on  his  compensa- 
tion work  in  relation  to  division  of  fees  with  the 
hospital.  Dr.  Lakeman  asked  for  information  con- 
cerning the  present  status  of  the  division  of  fees 
in  regard  to  roentgenology. 

“On  January  28,  a reply  was  sent  to  Dr.  Lakeman 
stating  that  Section  13-d  of  the  Workmen’s  Com- 
pensation Law  was  still  in  effect  and  provided  that 
33 '/3  per  cent  of  any  fee  received  by  a roentgenologist 
may  be  refunded  to  the  hospital  for  facilities  placed 
at  the  doctor’s  disposal. 

“Under  date  of  February  5,  1947,  an  additional 
letter  was  received  from  Dr.  Lakeman  requesting 
further  information,  as  to  the  questionnaire  sent  out 
by  the  chairman  of  the  Workmen’s  Compensation 
Board  to  all  holders  of  roentgenologic  ratings  in  the 
State.  The  hospital  contended  that  the  physician's 
salary  was  in  lieu  of  the  two-thirds  per  cent  allowed 
him  under  the  law. 

“Under  date  of  February  6,  1947,  we  again  com- 
municated with  Dr.  Lakeman  and  pointed  out  that 
many  physicians  and  hospitals  were  not  complying 
with  the  law.  A physician  is  guilty  of  a violation, 
if  he  permits  the  hospital  to  receive  more  than  one- 
third  of  the  fees  collected  by  him  for  x-ray  services. 
We  quote  two  paragraphs  from  our  letter: 

‘Whether  it  is  the  purpose  of  the  Workmen’s 

Compensation  Board  to  use  material  gathered  to 


enforce  the  law,  or  to  get  material  to  amend  the 
law  so  as  to  permit  an  ethical  and  suitable  con- 
tractual relationship  of  these  specialists,  I am  not 
certain . 

‘We  have  had  a number  of  inquiries  regarding 
Miss  Donlon’s  letter,  and  in  every  instance  we 
have  suggested  that  the  questions  be  answered 
truthfully  with  whatever  explanatory  note  the 
physician  desires  to  include.’ 

“On  February  14,  1947,  the  roentgenologist  in 
question  replied  to  Miss  Donlon  and  gave  his 
financial  arrangements  with  the  hospital. 

“The  doctor  in  sending  to  this  office  a copy  of  his 
reply  to  Miss  Donlon’s  questionnaire  asked  for  com- 
ments on  the  arrangements. 

“Under  date  of  April  7,  1947,  a letter  was  sent 
to  him. 

“On  April  9,  1947,  he  replied,  commending  the 
Bureau  for  its  analysis  of  the  situation  and  stating 
that  our  letter  would  be  of  great  help  in  correcting 
the  situation  at  the  hospital. 

“On  December  31,  1947,  no  further  letters  having 
been  received  in  the  interim,  the  physician  wrote 
again,  stating  that  as  a result  of  the  chain  of  cir- 
cumstances initiated  by  the  questionnaire  he  was 
discharged  as  chief  of  the  x-ray  department  of  the 
hospital.  He  stated  that  unfortunately  many 
members  of  the  medical  staff  failed  to  recognize  the 
matter  for  what  it  actually  was,  namely,  a direct 
intrusion  by  the  hospital  into  the  practice  of  medi- 
cine. He  also  said,  that  he  planned  to  file  suit, 
asking  for  a court  order  compelling  the  hospital  to 
comply  with  the  law,  in  order  to  test  the  validity  of 
the  law  involved.  He  asked  for  further  help  and 
advice. 

“On  January  7,  1948,  a reply  was  sent  asking  for 
further  details  concerning  the  controversy. 

“On  January  14,  1948,  the  doctor  again  wrote,  en- 
closing a copy  of  a letter  he  had  written  on  June  7, 
1947,  to  the  president  of  the  board  of  directors  of  the 
hospital  at  the  time  the  discussion  over  the  matter 
began.  He  concluded  by  stating  that  he  proposed 
to  ask  for  an  injunction  which  would  prevent  the 
hospital  from  operating  the  x-ray  department  in 
violation  of  the  law;  that  he  would  like  to  do  this 
by  February  1,  and  wanted  to  know  whether  the 
Council  would  join  him. 

“Also  submitted  at  this  time  was  a copy  of  a letter 
on  the  stationery  of  his  attorneys,  dated  May  13, 
1947,  giving  an  opinion  as  to  the  legality  of  the  con- 
tract which  the  doctor  was  operating  under  and  re- 
questing that  he  point  out  to  the  hospital  that  it 
was  operating  contrary  to  the  provisions  of  the 
Workmen’s  Compensation,  and  Education  Laws. 

“On  January  15,  1948,  we  again  wrote  to  the  doc- 
tor, analyzing  the  law  as  it  pertained  to  the  hospital 
and  advising  him  of  an  amendment  to  the  law  which 
became  effective  in  1947,  permitting  hospitals  to 
apply  for  a license  to  operate  an  x-ray  bureau  and 
to  hire  physicians  on  a salary  basis,  and  charge  for 
services.  We  also  stated  that  in  view  of  the  fact 
that  he  had  retained  attorneys,  it  would  be  ad- 
visable to  confer  with  counsel  of  the  State  Medical 
Society  in  this  matter. 

“On  January  21,  1948,  the  doctor  replied  and 
inquired  whether  the  State  Medical  Society  would 
join  him  in  court  action  and  again  pleaded  for  our 
cooperation.  After  conference  with  Mr.  Clearwater, 
Dr.  Kenney,  and  Dr.  Anderton,  we  sent  a reply  on 
January  23,  1948,  to  the  effect  that  we  could  make 
no  commitments  for  the  State  Medical  Society  but 
would  bring  the  matter  to  the  attention  of  the 
Council  at  its  meeting  on  February  12. 
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“On  January  28,  the  doctor  acknowledged  receipt 
of  our  letters  of  January  15  and  23,  and  asked  again 
for  cooperation,  hoping  that  it  would  be  possible  to 
arrange  a conference  in  Rochester  with  Mr.  Martin, 
Mr.  Cahal,  his  attorneys,  and  Dr.  Kaliski.  We 
again  replied  on  January  29  that  the  matter  would 
be  brought  to  the  attention  of  the  Council  on  Feb- 
ruary 12,  and  would  advise  him  of  the  results.” 

After  discussion,  it  was  voted  that  the  Counsel 
write  to  the  doctor  stating  that  from  the  informa- 
tion presented,  the  Council  has  determined  this 
is  not  a suitable  case  in  which  the  State  Society 
should  intervene. 

Special  Committee  on  Editing  House  of  Delegates 
Resolutions. — Dr.  Andresen  reported: 

“Dr.  Floyd  S.  Winslow  as  chairman  of  the  New 
York  State  delegation  to  the  House  of  Delegates  of 
the  American  Medical  Association  presented  to 
the  Council  at  its  meeting  June  19,  1947,  a recom- 
mendation that  the  Council  establish  a mechanism 
for  assisting  reference  committees  in  editing  resolu- 
tions in  the  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York  before  they  are 
reported  back  to  the  House.  The  Council  appointed 
a 'committee  to  consist  of  the  speaker,  the  vice- 
speaker, and  secretary,  to  work  out  a recommenda- 
tion and  submit  it  to  the  Council  in  time  for  it  to  be 
incorporated  in  the  Annual  Report. 

“This  Committee  reports  as  follows: 


[N.  Y.  State  J.  M. 

‘The  Publication  Committee  has  offered  to  make 
available  for  this  purpose  two  members  of  the  edi- 
torial staff  of  the  Journal:  Miss  Alvina  Rich 

Lewis  and  Miss  Anne  Gibson.  Arrangements  are 
to  be  made  to  give  them  desks  easily  accessible  to 
the  rooms  in  which  the  reference  committees  will 
sit.  It  is  believed  that  they  can  bring  to  this  work 
the  same  editorial  skin  they  exercise  in  their  Journal 
work  without  altering  the  substance  or  meaning  of 
resolutions.  Since  there  are  comparatively  few  such 
resolutions,  their  services  could  also  be  made  avail- 
able (subject  to  the  priority  of  editing  resolutions) 
for  the  purpose  of  assisting  chairmen  of  reference 
committees  with  their  reports.  The  entire  task  of 
reports  would  perhaps  be  too  great  for  a staff  of  two 
persons.  It  is  suggested  that  a limited  service  of 
advice  and  suggestions  be  rendered  at  the  1948 
meeting  on  reports  other  than  resolutions,  for  the 
purpose  of  experimenting,  to  learn  how  much  farther 
it  will  be  feasible  to  extend  such  service  in  the 
future.’  ” 

It  was  voted  that  the  report  be  accepted. 

Red  Cross  Blood  Banks. — Dr.  Todd  reported  that 
Dr.  Bauer  had  requested  him  to  attend,  as  State 
Society  representative,  a recent  meeting  between 
Red  Cross  representatives  and  the  Comitia  Minora 
of  the  Medical  Society  of  the  County  of  New  York. 
This  had  to  do  with  the  subject  of  blood  banks  in 
New  York  City  and  elsewhere. 


NO  NORM  OF  PHYSICAL  FITNESS,  SAYS 

The  term  “physically  fit”  means  nothing  in  itself, 
declares  Dr.  Howard  A.  Rusk,  rehabilitation  special- 
ist. There  is  no  yardstick  to  define  physical  fitness, 
he  says,  hence  the  real  question  is,  “Physically  fit 
for  what?” 

Almost  a million  servicemen,  inducted  as  physi- 
cally fit,  had  to  be  discharged  for  disability,  90  per 
cent  of  it  due  to  illness,  he  says.  On  the  other  hand, 
he  points  out,  thousands  of  4-F’s  proved  highly  use- 
ful in  the  war  effort  in  specially  selected  tasks.  To 
emphasize  his  point  that  there  must  be  an  individual 


DR.  RUSK 

appraisal  of  each  person’s  health  and  what  it  fits  him 
to  do,  Dr.  Rusk  reports  a survey  of  2,000  executives 
in  a large,  prosperous  corporation.  The  study  dis- 
closed that  “62  per  cent  had  major  diseases  poten- 
tially serious  to  health”  and  all  the  rest  needed  treat- 
ment for  minor  ailments. 

Physical  fitness  has  long  been  associated  with  so- 
cial success,  he  concludes.  “Times  have  changed 
but  the  popular  concept  has  not.  What  we  need  is 
a new  yardstick.” — Medical  Economics,  January, 
1948 


DR.  MAGNUSON’S  VA  STATEMENT  CAUSES  STIR 


Shortly  after  Dr.  Paul  B.  Magnuson  took  office  as 
chief  medical  director  of  the  Veterans  Administra- 
tion in  Washington,  he  issued  a statement  to  the 
press  in  which  he  said  he  was  going  “to  clean  out  the 
skunks  and  chiselers”  who  overcharge  Cl’s  for  medi- 
cal service.  The  Chicago  Tribune’s  lengthy  story 
about  Magnuson’s  statement  was  headlined:  “Oust 
Skunks,  Says  New  VA  Medical  Head.” 

Within  an  hour  after  Dr.  Magnuson  made  his 
announcement  that  he  would  submit  to  the  Ameri- 
can Medical  Association  a list  of  private  physicians 
suspected  of  overcharging  or  of  unfair  practices  in 
treating  war  veterans,  Dr.  George  F.  Lull,  A.M.A. 
secretary,  issued  a statement,  which  was  carried  by 


the  press,  to  the  effect  that  if  such  a list  is  submitted 
it  will  be  turned  oyer  to  state  medical  societies. 

The  American  Medical  Association  is  a federation 
of  component  state  societies,  Dr.  Lull  said,  and  it  is 
up  to  these  medical  societies  to  take  whatever  action 
they  wish.  The  machinery  for  disciplining  members 
exists  within  the  state  societies  and  not  within  the 
A.M.A. 

Meanwhile,  the  State  Council  of  the  Illinois  State 
Medical  Society  adopted  a resolution  protesting 
against  Magnuson’s  language.  The  council  said  his 
reference  to  “skunks  and  chiselers  is  intemperate  and 
gives  an  unwarranted  false  impression.” — Secretary’s  j 
Letter,  A.M.A.,  January  26,  1948 


DEPARTMENT  OF  MEDICAL  CARE  INSURANCE 


Conducted  by  George  P.  Farrell,  Director 


New  York  State  First  to  Exceed  1,000,000  Members  in  Voluntary  Nonprofit 

Medical  Care  Plans 


MEMBERSHIP  in  the  six  voluntary  nonprofit 
medical  care  plans,  underwritten  and  spon- 
sored by  local  county  medical  societies  and  approved 
by  the  Medical  Society  of  the  State  of  New  York, 
has  shown  remarkable  growth  with  an  increase  of 
425,000  members  for  1947,  giving  a total  membership 
of  1,023,615  on  December  31, 1947.  The  correspond- 
ing gain  in  1946  was  only  329,000  members. 

Operating  under  the  sponsorship  and  control  of 
the  medical  profession,  the  voluntary  nonprofit 
medical  care  plans  in  New  York  State  have  shown 
continuous  and  sound  growth,  with  the  largest 
membership  of  any  state  offering  similar  plans. 

The  medical  profession  has  made,  marked  ad- 
vancement in  the  art  and  science  of  medicine,  and 
it  is  becoming  more  evident,  as  indicated  by  the 
growth  in  the  voluntary  nonprofit  plans,  that  the 
same  art  and  skill  is  being  applied  effectively  in  the 
field  of  medical  economics. 

There  were  111,592  claims  during  the  year,  and 
benefits  incurred  for  the  subscribers  and  members  of 
their  families  amounted  to  $3,681,555,  an  83  per  cent 
increase  compared  to  $2,009,869  in  1946.  The  total 
surplus  of  the  medical  care  plans  amounted  to 
$1,463,000  as  of  December  31,  1947,  and  reserves 
for  deferred  maternity  benefits  amounted  to 
$997,000  as  of  that  date. 


A round  table  conference  on  medical  care  insur- 
ance will  be  conducted  at  the  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York  on  Tues- 
day, May  18,  i948,  at  3:30  p.m. 

Dr.  A.  H.  Aaron,  chairman  of  the  Sub- 
committee on  Medical  Expense  Insurance  of 
the  Council  Committee  on  Economics,  will  act  as 
moderator. 

Dr.  Carlton  E.  Wertz,  president  of  the  Western 
New  York  Medical  Plan,  Buffalo,  will  discuss 
“Benefits  Offered  by  Voluntary  Nonprofit  Medi- 
cal Care  Plans  in  New  York  State.”  Dr.  Milton 
J.  Goodfriend,  member  of  the  Board  of  Direc- 
tors, United  Medical  Service,  New  York,  will  speak 
on  the  “Advantages  of  a Service  Contract  for 
Low  Income  Subscribers;”  a report  on  the  “Progress 
of  Voluntary  Nonprofit  Medical  Care  Insurance 
Plans  in  New  York  State”  will  be  presented  by 
George  P.  Farrell,  director  of  the  Bureau  of  Medical 
Care  Insurance  of  the  State  Society,  and  Dr.  Her- 
bert H.  Bauckus,  Buffalo,  president  of  Veterans 
Medical  Service  Plan  of  New  York,  Inc.,  will  pre- 
sent “Home  Town  Medical  Care  of  Veterans  under 
Veterans  Medical  Service  Plan,  Inc.” 

A considerable  amount  of  time  has  been  alloted  for 
general  discussion  and  your  participation  in  the 
discussion  is  earnestly  invited. 


SCHOOL  HEALTH  BROCHURE  PUBLISHED  BY  A.M.A. 


A new  brochure,  outlining  the  relationship  of  the 
physician  to  the  school  health  and  physical  education 
program,  is  now  being  distributed  by  the  Bureau  of 
Health  Education  of  the  A.M.A. 

The  pamphlet  is  entitled  Physicians  and  Schools 
and  is  the  report  of  the  National  Conference  on  this 
subject  held  at  Highland  Park,  Illinois,  in  October, 
1947. 


Recommendations  are  made  on  school  health 
services,  school  health  studies,  inservice  and  pre- 
service education  and  medical  guidance  in  physical 
education  and  athletics. 

A complimentary  copy  will  be  sent  to  physicians, 
teachers,  and  public  health  workers  on  request. 
Additional  copies  are  25  cents  each. — Secretary’s 
Report,  A.M.A.,  February  2,  1948 


ASKS  SCHOOL  FUND  FOR  DOCTORS’  CHILDREN 


Since  death  or  disability  of  a physician  may  pre- 
maturely end  the  education  of  his  children,  organized 
medicine  should  be  ready  to  help.  This  is  the  sug- 
gestion of  Dr.  Elmer  Hess,  president  of  the  Pennsyl- 
vania State  Medical  Society.  He  recently  asked  his 


own  society  and  its  auxiliary  to  raise  $500,000  for  a 
special  educational  fund.  He  recommends  that  each 
of  its  10,000  members  contribute  $10  a year  for  five 
years. 

— Medical  Economics,  January,  1948 
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New  Health  Motion  Pictures  Available 


EIGHT  new  films  have  been  added  to  the  Depart- 
ment of  Health’s  circulating  library  of  health 
motion  pictures.  These  films,  all  16  mm.  with  sound, 
will  be  loaned  for  showing  in  New  York  State.  Re- 
quests should  be  addressed  to  the  Supervisor  of 
Visual  Instruction,  New  York  State  Department  of 
Health,  18  Dove  Street,  Albany  6,  New  York. 

The  films  are:  Your  Children  and  You.  In  black 
and  white,  running  time  30  minutes.  Presentation 
of  parent-child  relationships  dealing  with  children 
from  early  months  to  school  age.  Covers  a variety 
of  subjects:  weaning,  behavior,  toys,  early  questions 
about  sex,  fear,  discipline,  and  other  major  prob- 
lems. 

Something  You  Didn't  Eat.  In  black  and  white, 
running  time  9 minutes.  Emphasizes  the  importance 
of  well-balanced  diet  containing  the  basic  seven 
groups  of  foods  and  the  relation  of  diet  to  the  main- 
tenance of  health  and  efficiency. 

Time  Out.  In  black  and  white,  running  time  20 
minutes.  The  story  of  an  average  young  man  and 
tuberculosis,  showing  his  problem  from  the  time  x- 
ray  led  to  the  discovery  of  the  disease  up  to  his  ulti- 


mate discharge  from  the  hospital.  Prepared  prima- 
rily for  patients  in  sanatoria. 

The  Story  of  Menstruation.  In  black  and  white, 
running  time  10  minutes.  Intended  for  showing  to 
groups  of  adolescent  girls  to  explain  the  physiology 
of  menstruation. 

Know  Your  Baby.  In  color,  running  time  10  min- 
utes. Illustrates  approved  methods  of  care  of  the 
new  baby  in  the  home  where  other  children  are  pres- 
ent. It  describes  the  necessary  family  adjustments, 
states  the  rules,  and  demonstrates  how  best  to  apply 
them. 

The  Web  of  Life.  In  color,  running  time  25  min- 
utes. Stresses  known  facts  concerning  cancer,  de- 
scribing the  early  symptoms,  diagnosis,  and  meth- 
ods of  treatment.  Suitable  for  general  audiences. 

Miracle  in  Paradise  Valley.  In  black  and  white, 
running  time  35  minutes.  A safety  film,  with  a Hol- 
lywood cast,  of  interest  to  all  who  farm.  It  suggests 
ways  of  avoiding  farm  accidents. 

Magic  Food.  In  color,  running  time  10  minutes. 
Uses  the  seven  basic  foods  as  subjects  for  a magic 
presentation. 


Scholars  in  Medical  Science  Announced  by  Markle  Foundation 


SIXTEEN  young  scientists,  four  of  them  for  study 
in  New  York  colleges,  have  been  appointed  as  the 
first  group  of  “scholars  in  medical  science”  by  the 
John  and  Mary  R.  Markle  Foundation  under  its 
plan  to  support  qualified  young  scientists  who  wish 
to  make  a career  in  academic  medicine. 

Those  appointed  for  study  in  New  York  State 
are:  Dr.  Henry  H.  Balch,  New  York  University 
College  of  Medicine,  for  research  in  the  field  of 
surgical  infections;  Dr.  William  D.  Lotspeich,  Syra- 
cuse University  College  of  Medicine,  kidney  physiol- 
ogy; Dr.  Frederick  D.  McCandless,  Albany  Medi- 
cal College,  neuropsychiatry;  and  Dr.  Richard  C. 
Fowler,  University  of  Rochester  School  of  Medicine, 
physiology  and  physicochemical  tools. 


As  faculty  members  of  the  participating  medical 
schools,  the  scholars  will  devote  the  next  five  years 
to  teaching  and  research,  at  the  end  of  which  time 
they  will  have  had  an  opportunity  to  become  estab- 
lished teachers  and  investigators.  The  Foundatior 
has  allocated  a total  of  $400,000  to  the  respective 
medical  schools,  each  school  to  receive  $25,000  pay- 
able at  the  rate  of  $5,000  annually  for  five 
years. 

According  to  John  M.  Russell,  executive  director  o: 
the  Foundation,  an  undetermined  number  of  schol- 
ars will  be  appointed  each  year  for  the  next  fev 
years  for  the  long-range  purpose  of  strengthening 
the  faculties  of  medical  schools  and  medical  educa- 
tion generally. 


Expectant  Mothers  in  State  on  Poor  Diet 


ONLY  21  per  cent  of  New  York’s  expectant  moth- 
ers get  enough  proteins  in  the  food  they  eat,  the 
State  Health  Department  has  announced. 

A survey  among  1,507  women  by  the  State  Food 
( Commission  showed,  however,  that  upstate  mothers- 
to-be  are  better  fed  than  those  in  New  York  City. 
“In  some  instances,”  the  report  said,  “the  amount 
of  income  materially  affected  the  quantity  and  kinds 
of  food  in  the  diet.” 

Only  21  per  cent  of  the  expectant  mothers  ques- 


tioned received  the  recommended  daily  80  grams  o 
protein.  In  New  York  City,  only  14  per  cent  go 
enough,  while  26  per  cent  of  the  upstate  women  re 
ported  adequate  protein  consumption. 

The  report,  released  by  Dr.  Herman  E.  Hilleboe 
Health  Commissioner,  said  that  11  per  cent  of  th 
women  interviewed  had  had  no  milk  on  the  day  o 
the  interview.  A quart  a day  is  recommended.  Ii 
New  York  City,  17  per  cent  customarily  drank  n< 
milk. 


Mary  Putnam  Jacobi  Fellowship 

'TTIE  Women’s  Medical  Association  is  offering  a eign,  who  is  a graduate  of  a reputable  medical  school 

Mary  Putnam  Jacobi  Fellowship  for  medical  Application  blanks  may  be  obtained  from  the  sec 

research  for  1948.  The  fellowship  of  $1,000  is  retary  of  the  Fellowship  Committee,  Dr.  Isabc 

open  to  any  woman  doctor,  either  American  or  for-  Scharnagel,  139  East  36th  Street,  New  York  City  If 
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Dr.  Mustard  Stresses  Tuberculosis  Aid 


COMMISSIONER  of  Health  Harry  S.  Mustard 
v— ' reported  in  March  that  New  York  City’s  18,000 
tuberculosis  patients  included  7,700  new  cases,  of 
which  only  17  per  cent  were  in  the  minimal  stage 
where  most  good  could  be  done,  while  48  per  cent 
were  in  the  advanced  stage.  He  spoke  at  the  annual 
joint  conference  of  the  New  York  Tuberculosis  and 
Health  Association  and  the  Tuberculosis  Sanatorium 
Conference  of  Greater  New  York. 

Four  hundred  delegates  representing  medical  as- 
sociations, hospitals,  health  departments,  and  wel- 
fare organizations  along  the  eastern  seaboard  from 
New  England  to  Washington  attended  the  all-day 
session.  They  heard  and  discussed  papers  by  twenty 
authorities  on  tuberculosis,  social  hygiene,  juvenile 
delinquency,  venereal  disease,  health  education,  and 
related  subjects. 

Dr.  Mustard  said  $1,000,000  of  his  department’s 
budget  request  of  $15,000,000  for  the  coming  fiscal 
year  was  for  tuberculosis.  About  $628,000  was  used 
for  that  purpose  last  year.  “If  we  get  what  we  ask,” 
he  commented,  “we  shall  be  on  the  way  of  going  out 


and  finding  tuberculosis  instead  of  waiting  for  it  to 
collide  with  us.” 

The  commissioner  explained  that  $309,000  was 
needed  for  purchase  of  new  equipment  and  facilities 
for  detection  of  tuberculosis. 

A reduction  of  5 per  cent  in  the  death  rate  from 
tuberculosis  in  New  York  in  1947  was  reported  by 
Godias  J.  Drolet,  statistician  for  the  association.  He 
said  Health  Department  figures  showed  that  for  the 
first  time  deaths  had  fallen  below  forty  to  100,000  of 
population. 

Variations  in  the  death  rate  in  the  boroughs  ranged 
from  27.8  in  Queens  to  73.1  in  Manhattan,  with  29.2 
in  the  Bronx,  28.1  in  Brooklyn,  and  41.9  in  Rich- 
mond. The  rate  for  New  York  City  was  39.6. 

Dr.  Martin  H.  Collier,  superintendent  of  the 
Camden  County  Tuberculosis  Hospital,  at  Camden, 
New  Jersey,  was  re-elected  president  of  the  Tuber- 
culosis Sanatorium  Conference.  Dr.  Kendall  Emer- 
son, recently  re-elected  president  of  the  New  York 
Tuberculosis  and  Health  Association,  presided  at 
the  meeting. 


Occupational  Health  Institute  Held 


The  Institute  for  Occupational  Health  of  the  Long 
Island  College  of  Medicine  presented  the  fifth  in 
a series  of  intensive  postgraduate  courses  in  indus- 
trial medicine  from  April  5 to  April  16.  Arranged 
primarily  for  physicians,  the  course  was  attended 
also  by  nurses,  industrial  hygienists  and  engineers, 
personnel  workers,  representatives  of  management 
and  labor,  and  others  interested  in  health  in  rela- 
tion to  occupation. 


The  Industrial  Medicine  Advisory  Committee, 
who  directed  the  planning  and  arrangement  of  the 
course,  was  composed  of:  Drs.  John  J.  Wittmer, 
S.  Potter  Bartley,  Jean  A.  Curran,  Thomas  D. 
Dublin,  Lydia  G.  Giberson,  Irving  Gray,  Anthony 
J.  Lanza,  Melville  H.  Manson,  Frederick  H.  Shillito, 
and  L.  Holland  Whitney. 

Also  on  the  committee  were  Henry  D.  Sayer  and 
J.  Dewey  Dorsett. 


The  Louis  Livingston  Seaman  Fund 


THE  New  York  Academy  of  Medicine  announces 
the  availability  of  The  Louis  Livingston  Seaman 
Fund  for  the  furtherance  of  research  in  bacteriology 
and  sanitary  science.  One  thousand  two  hundred 
dollars  is  available  for  assignment  in  1948. 

This  Fund  has  been  made  possible  by  the  terms  of 
the  will  of  the  late  Dr.  Louis  Livingston  Seaman, 
and  is  administered  by  a committee  of  The  New 
York  Academy  of  Medicine  under  the  following 
conditions  and  regulations : 

1.  The  committee  will  receive  applications 


either  from  institutions  or  individuals  up  to  April 
15,  1948.  Communications  should  be  addressed  to 
Dr.  Wilson  G.  Smillie,  chairman  of  the  Louis 
Livingston  Seaman  Fund,  1300  York  Avenue,  New 
York  City  21. 

2.  The  Fund  will  be  expended  only  in  grants-in- 
aid  for  investigation  or  scholarships  for  research  in 
bacteriology  or  sanitary  science.  The  expenditures 
may  be  made  for:  securing  of  technical  help,  aid 
in  publishing  original  work,  or  purchase  of  neces- 
sary books  or  apparatus. 


The  Edward  N.  Gibbs  Memorial  Prize 


TT  IS  announced  by  the  New  York  Academy  of 
L Medicine  that  a sum  of  $2,000  is  available  under 
the  Edward  N.  Gibbs  Memorial  Prize  for  original 
research  during  1948  in  diseases  of  the  kidney. 

Candidates  must  be  physicians  who  have  been 
graduated  at  least  three  years  and  are  residents  of 
the  United  States.  They  shall  submit  evidence  of 
research  already  performed  and  of  facilities  to 
prosecute  research  upon  the  causation,  pathology, 


and  new  methods  of  treatment  of  diseases  of  the 
kidney. 

Applications,  with  the  required  evidence,  should 
be  addressed  prior  to  April  15  to: 

Dr.  Walter  W.  Palmer,  chairman.  The  Gibbs 
Prize  Committee,  The  Public  Health  Research 
Institute  of  the  City  of  New  York,  William 
Hallock  Park  Laboratory,  East  15th  Street,  New 
York  City  9. 
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VA  Needs  Army  and  Navy  Physicians 


THE  Veterans  Administration  in  New  York  is 
looking  for  forty-five  doctors  to  replace  Army  and 
Navy  medical  officers  who  will  leave  its  hospital 
staffs  on  or  about  July  1. 

The  uniformed  doctors,  it  was  announced  in 
March,  will  have  finished  the  two  years  of  service 
they  owed  for  medical  education  received  in  the 
armed  forces.  The  vacant  posts  will  pay  from 


$4,100  to  $11,000  a year  and  call  for  general  medical 
and  surgical  practitioners,  specialists  in  tuber- 
culosis, surgery,  and  neuropsychiatry. 

The  positions  expected  to  be  open  arc  in  seven 
Veterans  Administration  hospitals  in  New  York 
State. 

Doctors  interested  should  apply  to  the  Branch 
Medical  Director  at  346  Broadway. 


City  Handbook  on 

TIIE  New  York  City  Department  of  Health, 
assisted  by  psychiatrists  and  educators,  has  pre- 
pared a 136-page  handbook  on  baby  rearing  which 
it  will  send  free  of  charge  to  parents  having  a first 
child.  It  contains  advice  for  fathers  as  well  as 
mothers  on  the  theory  that  “even  a tiny  baby” 
has  his  eye  on  papa. 

Mayor  William  O’Dwyer  has  written  an  introduc- 


Child  Care  Available 

tion  extending  the  city’s  official  greeting  to  new 
parents  and  assuring  them  that  the  municipal 
government  is  “deeply  interested  in  your  family’s 
welfare.”  The  instructive  material  was  prepared 
by  the  Bureau  of  Child  Hygiene  and  various  spe- 
cialists under  the  supervision  of  Dr.  Leona  Baum- 
gartner, director  of  the  bureau.  Parents  can  write 
or  call  the  bureau  for  their  copy. 


Thirty-one  Schools  Get  $435,706  to  Aid  Cancer  Teaching 


GRANTS  to  aid  cancer-teaching  programs  in 
thirty-one  medical  and  dental  schools  were 
announced  in  March  by  the  Federal  Security  Agency. 
The  grants  total  $435,706  and  are  from  funds  of  the 
National  Cancer  Institute  of  the  United  States 
Public  Health  Service. 

Among  four-year  medical  school  grants  were  the 


following:  president  and  fellows  of  Harvard  College, 
Boston,  $25,000;  Albany  Medical  College,  $24,717, 
Long  Island  College  of  Medicine,  Brooklyn,  $24,948; 
University  of  Buffalo  School  of  Medicine,  $25,000; 
Cornell  University  Medical  College,  Ithaca, 
$24,975,  and  Woman’s  Medical  College  of  Penn- 
sylvania, Philadelphia,  $24,958. 


MEETINGS 


PAST 


American  College  of  Allergists 

Approximately  500  physicians  from  all  parts  of 
the  United  States  and  several  foreign  countries  took 
part  in  the  fourth  annual  scientific  session  of  the 
American  College  of  Allergists,  held  from  March  12 
to  14  in  New  York  City. 

Among  the  speakers  presenting  scientific  papers 
were  Dr.  Otto  Loewi,  New  York  City,  on  “Trans- 
mission of  Nervous  Impulse,”  and  Dr.  Philip 
D.  McMaster,  associate  member  of  the  Rockefeller 
Institute  for  Medical  Research,  on  “Anaphylactic 
Shock  in  Mice  Induced  by  Traceable  Antigen.” 

Association  for  the  Advancement  of  Psycho- 
therapy 

“The  Psychopathology  of  Comic  Books”  was 
discussed  at  the  meeting  of  the  Association  for  the 
Advancement  of  Psychotherapy  on  March  19,  with 
speakers  including  Dr.  Hilda  L.  Mosse  and  Dr. 
Marvin  L.  Blumberg.  Dr.  Frederic  Wertham  in- 
troduced the  symposium  speakers. 

At  a special  meeting  on  April  9,  Dr.  Alfred  C. 
Kinsey  spoke  on  “A  Comparison  of  Sexuality  in 
Male  and  Female.”  His  paper  was  discussed  by 
Drs.  Abraham  Stone,  Sophia  J.  Kleegman,  and 
Robert  L.  Dickinson. 


Syracuse  Academy  of  Medicine 

Arranged  by  the  Council  Committee  on  Public 
Health  and  Education  of  the  State  Society,  post- 
graduate instruction  was  presented  for  the  Syracuse 
Academy  of  Medicine  on  March  16  at  the  Syracuse  i 

University  College  of  Medicine.  Dr.  Joe  W.  , 

Howland,  chief  of  the  division  of  medical  services, 
University  of  Rochester  School  of  Medicine  and 
Dentistry,  spoke  on  “Medical  Aspects  of  the  Atomic  j 
Bomb.” 

F 

Saranac  Lake  Medical  Society 

With  Dr.  E.  N.  Packard  and  his  staff  in  charge,  [ 
a Trudeau  Sanatorium  program  was  presented  at  .' 
the  meeting  of  the  Saranac  Lake  Medical  Society 
March  24.  f l •; 


Eastern  New  York  Eye,  Ear,  Nose  and  Throat 
Association 

Dr.  Charles  Hendee  Smith,  New  York  City, 
spoke  on  the  “Relation  Between  Pediatrics  and  the 
Specialty  of  Eye,  Ear,  Nose,  and  Throat”  at  the 
Meeting  of  the  Eastern  New  York  Eye,  Ear,  Nose 
and  Throat  Association,  held  April  1 in  Schoneetady. 
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University  of  Buffalo  School  of  Medicine 

The  eleventh  annual  clinical  day  of  general 
meetings  of  the  Alumni  Association  of  the  Univer- 
sity of  Buffalo  School  of  Medicine  will  be  held 
Saturday,  April  17,  at  the  Hotel  Statler,  Buffalo. 
All  physicians  are  invited  to  attend  the  clinical 
lectures. 

With  Dr.  Ramsdell  Gurney  presiding,  the  morn- 
ing sessions  will  include  the  following  speakers  and 
papers:  Dr.  John  D.  Stewart,  professor  of  surgery, 
University  of  Buffalo,  “The  Problem  of  Massive 
Hemorrhage  from  Peptic  Ulcer”;  Dr.  Francis 
Eugene  Senear,  professor  of  dermatology  and 
syphilology,  University  of  Illinois,  “Eruptions  Due 
to  Drug  Administration”;  Dr.  Nolan  D.  C.  Lewis, 
professor  of  psychiatry,  Columbia  University, 
“Psychotherapy  for  the  General  Practitioner”; 
Dr.  David  M.  Bosworth,  professor  of  orthopedic 
surgery,  New  York  Polyclinic  Medical  School, 
“Differential  Diagnosis  of  Low  Back  Disability 
and  Cases  Simulating  Posterior  Herniation  of  the 
Intervertebral  Disk,”  and  Dr.  Mortimer  N.  Hyams 
associate  professor  of  clinical  gynecology,  Columbia 
University,  “The  Recognition  and  Management  of 
Gynecologic  Conditions  from  the  Standpoint  of  the 
Active  Practitioner.” 

At  the  afternoon  session,  Dr.  L.  Maxwell  Lockie 
will  preside.  The  program  will  include:  Dr. 
Howard  Dayman,  associate  in  medicine,  University 
of  Buffalo,  “The  Importance  of  the  Early  Recogni- 
tion of  Pulmonary  Disease”;  Dr.  James  L.  Wilson, 
professor  of  pediatrics,  University  of  Michigan, 
“The  Clinical  Diagnosis  of  Respiratory  Symptoms 
in  Infancy”;  Dr.  Elmer  C.  Texter,  vice-president, 
American  Academy  of  General  Practice,  “The 
General  Practitioner  and  the  American  Academy  of 
General  Practice”;  Dr.  John  A.  Kolmer,  professor 
of  medicine,  Temple  University,  “The  Synergistic  or 
Additive  Activity  of  Chemotherapeutic  Com- 
pounds,” and  Dr.  Alvan  L.  Barach,  associate  pro- 
fessor of  clinical  medicine,  Columbia  University, 
“Antibiotic  Therapy  in  Bronchopulmonary  Dis- 
ease.” 

Buffalo  Surgical  Society 

On  Saturday  night,  April  17,  at  the  Kleinhans 
Music  Hall,  Buffalo,  the  Roswell  Park  Lecture  and 
presentation  of  the  Roswell  Park  Medal  will  be 
sponsored  by  the  Buffalo  Surgical  Society. 

Recipient  of  the  medal  will  be  Dr.  Allen  0. 
Whipple,  emeritus  Valentine  Mott  professor  of 
surgery,  Columbia  University,  1946,  and  clinical 
director,  Memorial  Hospital,  New  York  City.  His 
address  will  be  “Factors  Determining  the  Safety  of 
Present  Day  Radical  Surgery.” 

Four-County  Clinic  Day 

The  annual  Four-County  Clinic  Day,  sponsored 
by  the  Medical  Societies  of  Genesee,  Livingston, 
Orleans,  and  Wyoming  counties,  will  be  held  Wed- 
nesday, April  21,  at  the  Hotel  Sheraton,  Rochester. 

The  program  will  include:  “The  Early  Recogni- 
tion of  Postoperative  Venous  Thrombosis,”  Dr. 
Earl  B.  Mahoney,  assistant  professor  of  surgery, 
University  of  Rochester  School  of  Medicine  and 
Dentistry;  subject  to  be  announced,  Dr.  Will 
Cook  Spain,  clinical  professor  of  medicine,  New 
York  Post-Graduate  Medical  School;  “The  Inter- 
pretation of  Jaundice  in  the  Surgical  Diagnosis.” 
Dr.  Samuel  Standard,  assistant  professor  of  clinical 
surgery,  New  York  University  College  of  Medicine; 
‘Indications,  Limitations,  and  Abuses  of  Endocrine 


Therapy  in  Gynecology,”  Dr.  Emil  Novak,  as- 
sociate in  gynecology,  Johns  Hopkins  Medical 
School;  “Treatment  of  Common  Fractures,” 
Dr.  Henry  II.  Ritter,  professor  of  clinical  surgery, 
New  York  Post-Graduate  Medical  School,  and 
“The  Neurosis  Related  to  the  Manic  Depressive 
Constitution,”  Dr.  Foster  Kennedy,  professor  of 
clinical  medicine,  Cornell  University  Medical 
College. 

Mount  Sinai  Hospital 

In  affiliation  with  Columbia  University  College  of 
Physicians  and  Surgeons,  a refresher  symposium  in 
ophthalmology  will  be  given  by  the  ophthalmologic 
and  medical  staffs  of  Mount  Sinai  Hospital  during 
the  four-week  period  of  April  26  through  May  22. 
Designed  to  be  an  intensive  review  of  modern  con- 
cepts in  the  field,  it  will  consist  of  clinical,  laboratory, 
and  didactic  instruction  in  pathology,  embryology, 
bacteriology,  optics,  surgery,  ophthalmoscopy,  etc. 

The  class  will  be  limited  to  eight  qualified  oph- 
thalmologists, it  is  announced.  Further  informa- 
tion about  the  course  may  be  obtained  from  the 
registrar  of  medical  instruction  at  Mount  Sinai 
Hospital,  or  at  the  office  of  the  dean,  Columbia 
University  College  of  Physicians  and  Surgeons. 

American  Society  for  Research  in  Psychosomatic 
Problems 

The  annual  meeting  of  the  American  Society  for 
Research  in  Psychosomatic  Problems  will  be  held 
May  1 and  2 at  the  Chalfonte-Haddon  Hall,  Atlantic 
City,  New  Jersey. 

The  following  physicians  from  New  York  State 
will  participate  in  the  program:  Dr.  Flanders 
Dunbar,  “Psychosomatic  Aspects  of  Genitourinary 
and  Gynecologic  Problems”;  Dr.  Adrian  H. 
Vander  Veer,  “Psychogenic  Deafness”;  Dr.  Louis 
A.  Schwartz,  “Psychosomatic  Aspects  of  Cardio- 
spasm with  Case  Presentation”;  Dr.  Rene  A. 
Spitz,  “Somatic  Concomitants  of  Emotional  Vicis- 
situdes in  Infancy”;  Dr.  Edward  Tolstoi,  “The 
Objectives  of  Modern  Diabetic  Care,”  and  Dr. 
George  E.  Daniels,  “The  Role  of  Emotion  in  the 
Onset  and  Course  of  Diabetes.” 

Dr.  Franz  Alexander  will  serve  as  chairman  for 
the  panel  discussion  on  “Problems  of  Methodology 
in  Psychosomatic  Research.” 

Practical  Nurses  of  New  York,  Inc. 

The  third  annual  convention  of  Practical  Nurses 
of  New  York,  Inc.,  will  be  held  from  May  19  to  21 
at  the  Henry  Hudson  Hotel,  New  York  City.  The 
main  open  session  is  scheduled  for  Thursday,  May 
20,  with  a banquet  in  the  evening. 

American  Physical  Therapy  Association 

The  annual  convention  of  the  American  Physical 
Therapy  Association  will  be  held  from  May  23  to  May 
28  at  the  La  Salle  Hotel.  Chicago,  Illinois.  Speakers 
scheduled  include  Dr.  Hart  E Van  Riper,  medical 
director  of  the  National  Foundation  for  Infantile 
Paralysis;  Dr.  Louis  B.  Newman,  chief  of  physical 
medicine  rehabilitation,  Veterans  Administration 
Hospital,  Hines,  Illinois;  Dr.  Sumner  L.  Koch, 
professor  of  surgery,  Northwestern  University 
Medical  School;  Dr.  Harry  D.  Bowman,  professor 
of  physical  medicine,  University  of  Wisconsin; 
Dr.  Stafford  L.  Osborne,  associate  professor  of 
physical  medicine,  Northwestern  University;  Dr. 
Robert  L.  Bennett,  director  of  physical  medicine. 
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Georgia  Warm  Springs  Foundation,  and  Drs. 
David  I.  Abramson  and  Geza  de  Takats,  from  the 
University  of  Illinois. 

St.  Francis  Sanatorium  for  Cardiac  Children 
A postgraduate  course  in  rheumatic  fever  and 
rheumatic  heart  disease  will  be  held  at  the  St. 
Francis  Sanatorium  for  Cardiac  Children,  Roslyn, 
Long  Island,  from  June  1 to  June  15.  The  fee  for 
the  course  is  $75. 

Applications  should  be  submitted  before  May  1, 
and  further  information  may  be  had  by  writing 
Rev.  Mother  Superior,  F.M.M.,  at  the  Sanatorium. 

National  Foundation  for  Infantile  Paralysis 

The  National  Foundation  for  Infantile  Paralysis 
will  celebrate  its  tenth  anniversary  by  sponsoring 
the  First  International  Poliomyelitis  Conference 
from  July  12  to  July  17  at  the  Waldorf-Astoria 
Hotel,  New  York  City. 

Purpose  of  the  Conference  is  to  coordinate  and 


evaluate  the  last  decade  of  progress  that  medical 
science  has  made  in  the  study  of  the  disease,  and  it 
will  be  the  first  time  that  information  on  polio- 
myelitis, its  treatment  and  research  will  be  ex- 
changed internationally  on  such  an  extensive  basis. 
The  Conference  will  bring  together  the  world’s 
outstanding  laboratory  and  clinical  authorities  on 
poliomyelitis.  Assisting  the  National  Foundation 
are  leading  international  medical  and  scientific 
institutions  interested  in  combatting  the  disease. 

International  Society  of  Hematology 

The  biannual  meeting  of  the  International  Society 
of  Hematology  will  be  held  at  the  Hotel  Statler, 
Buffalo,  from  August  23  to  August  26,  and  will 
include  scientific  sessions  and  exhibits. 

Chairman  of  the  program  committee  is  Dr. 
Ernest  Witebsky,  Buffalo  General  Hospital.  Ap- 
plications for  the  presentation  of  scientific  exhibits 
are  now  being  received  by  Dr.  O.  P.  Jones,  de- 
partment of  anatomy,  University  of  Buffalo. 


PERSONALITIES 


Retired 

After  fifty-seven  years  of  practice  in  New  York 
State,  Dr.  Heinrich  Leonhardt,  a graduate  in  1890 
of  the  University  of  Buffalo  Medical  School,  retired 
last  year  and  has  moved  to  St.  Petersburg,  Florida. 
Formerly  on  the  staff  of  DeGraff  Memorial  Hos- 
pital, North  Tonawanda,  Dr.  Leonhardt  was  a 
member  of  the  Medical  Society  of  the  State  of  New 
York,  the  Buffalo  Academy  of  Medicine,  the  Niagara 
County  Medical  Society,  the  Twin  City  Academy 
of  Medicine,  the  American  Medical  Society  of 
Vienna,  and  an  honorary  member  of  the  American 
Medical  Association. 

Honored 

The  late  Dr.  John  M.  Collins,  former  president  of 
the  Schenectady  County  Medical  Society  who  died 
January  25,  honored  by  a resolution  commemorating 
the  memory  of  “his  lovable  nature  as  a man  and  his 
tireless  zeal  as  a physician” ...  Dr.  Roswell  Park, 
who  served  until  his  death  in  1914  as  professor  of 
surgery  in  the  University  of  Buffalo  Medical  School, 
in  whose  honor  the  Roswell  Park  Lecture  and  the 
Roswell  Park  Medal  to  pay  tribute  to  the  foremost 
surgeons  of  the  nation  has  been  established  by  the 
Buffalo  Surgical  Society. 

The  late  Dr.  George  Barclay  Wallace,  research 
authority  and  founder  of  the  Department  of  Pharma- 
cology at  the  New  York  University  College  of  Medi- 
cine, in  whose  memory  the  Alumni  Association  of 
the  College  has  inaugurated  a campaign  to  raise 
$250,000  for  the  creation  of  the  Wallace  Laboratories 
for  research  in  pharmacology  at  the  New  York 
University-Bellevue  Medical  Center. 

Appointed 

Dr.  Richard  T.  Beebe,  dispensary  physician- 
in-charge  at  the  Albany  Hospital’s  outpatient  de- 
partment, as  professor  of  medicine  and  director  of 
the  department  of  medicine  at  Albany  Medical 
College,  effective  July  l...Dr.  Vincent  DePaul 
Juster,  Jamaica  Estates,  as  a member  of  the  State 
Board  of  Social  Welfare,  designated  by  Governor 
Dewey  for  a five-year  term  to  succeed  Dr.  Joseph 
F.  Todd,  Brooklyn . . . Dr.  Freddy  Homburger,  New 
York  City,  an  associate  of  Memorial  Hospital’s 
Sloan-Kettering  Institute  for  Cancer  Research  and 


head  of  the  department  of  clinical  investigation,  to 
the  new  research  professorship  of  medicine  in  the 
department  of  surgery  at  Tufts  College  Medical 
School,  Boston,  Massachusetts.  He  also  will  head 
cancer  research  and  cancer  control  at  the  college, 
the  new  cancer  unit  being  one  of  the  first  set  up  in  an 
American  medical  college  under  the  United  States 
Public  Health  Service. 

Lieutenant  Colonel  Charles  W.  Hutchings,  as- 
sistant director  of  the  Manhattan  State  Hospital, 
Ward’s  Island,  New  York  City,  as  new  commander 
of  the  444th  Hospital  Ship  Complement,  Organized 
Reserve  Corps,  New  York  City. . .Dr.  Clinton  P. 
McCord,  Albany,  as  consultant  in  psychosomatic 
medicine  to  the  State  Department  of  Health.  In 
announcing  the  appointment,  Dr.  William  A. 
Brumfield,  deputy  commissioner,  cited  a need  for 
increased  attention  to  emotional  disturbances, 
both  as  a cause  and  as  a complication  of  physical 
disease;  emphasized  that  Dr.  McCord’s  appoints 
ment  is  intended  to  provide  the  Department  with 
consultation  regarding  emotional  and  psychologic 
factors  in  diseases  and  conditions  already  a part  of 
the  Department’s  responsibility. 

Colonel  Peter  Manjos,  physician  at  the  North- 
port  Veterans  Administration  Hospital,  Long  Island, 
as  new  commander  of  the  367th  Medical  General 
Laboratory,  Organized  Reserve  Corps,  New  York 
City ...  Lieutenant  Colonel  Christopher  Parnall, 
Jr.,  Rochester,  as  new  commander  of  the  347th 
Mobile  Surgical  Hospital,  Organized  Reserve  Corps, 
Rochester . . . Dr.  Samuel  M.  Wishik,  formerly  head 
of  the  division  of  physically  handicapped  children  of 
the  New  York  City  Health  Department,  named  to 
the  United  States  Children’s  Bureau  of  the  Federal 
Security  Agency  to  direct  the  planning  work  con- 
nected with  the  Bureau’s  program  of  grants-in-aid  tc 
the  states  for  maternal  and  child  health,  and  foi 
crippled  children’s  services. 

Elected 

Dr.  William  G.  Childress,  physician-in-charge 
tuberculosis  division,  Grasslands  Hospital,  Valhalla 
as  vice-chairman  of  the  Tuberculosis  Sanatoriun 
Conference  of  Metropolitan  New  York.  . .Dr 
Stanford  Pulrang,  Yonkers,  vice-president  of  th 
Yonkers  Academy  of  Medicine  and  a member  o 
(Continued  on  page  940] 
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Abraham  Arden  Brill,  M.D.,  New  York  City,  died 
on  March  2 at  the  age  of  seventy-three.  A native  of 
Austria,  Dr.  Brill  was  graduated  from  College  of 
Physicians  and  Surgeons,  Columbia  University,  in 
1903.  After  four  years  as  an  assistant  physician  at 
the  Central  Islip,  Long  Island,  State  Hospital,  he 
studied  abroad  under  Dr.  Carl  Jung  at  Zurich  and 
under  Dr.  Sigmund  Freud  at  Vienna.  In  1908,  Dr. 
Brill  returned  to  the  United  States,  bringing  public 
attention  to  psychoanalysis  with  his  translations  of 
the  works  of  Freud,  the  first  of  which,  Selected  Papers 
on  Hysteria , appeared  in  1909. 

He  became  chief  of  the  clinic  in  psychiatry  at 
Columbia  University  in  1911,  and  at  the  outbreak  of 
World  War  I he  was  also  lecturing  at  New  York 
University,  New  York  Post-Graduate  Medical 
School,  and  the  New  York  State  Psychiatric  Insti- 
tute. During  the  war  he  trained  psychiatrists  in  the 
Army  Medical  Corps.  In  World  War  II  he  was  con- 
sultant on  neuropsychiatry  at  the  Selective  Service 
Induction  Center  at  Grand  Central  Palace.  He  was 
also  consultant  to  the  psychiatric  departments  of 
Bellevue,  Manhattan  State,  and  the  Kingsbridge 
Veterans’  Administration  hospitals. 

Dr.  Brill  was  the  founder  of  the  New  York  Psy- 
choanalytic Society,  and  a founder  and  former 
president  of  the  American  Psychoanalytic  Associa- 
tion. He  was  also  a member  of  the  American  Psychi- 
atric Association,  New  York  Academy  of  Medicine, 
New  York  Society  for  Clinical  Psychiatry,  American 
Therapeutic  Society,  American  Association  for  the 
Advancement  of  Science,  New  York  Psychoanalytic 
Institute,  American  Medical  Association,  and  New 
York  State  Medical  Society. 

In  1929,  Dr.  Brill  became  a member  of  the  execu- 
tive committee  of  the  New  York  State  Committee  on 
Mental  Hygiene,  and  continued  active  until  his 
death.  He  also  served  for  several  years  on  the  Com- 
mittee on  Mental  Hygiene  Legislation. 

Besides  translating  the  works  of  Freud  and  Jung, 
Dr.  Brill  was  the  author  of  many  original  works  on 
psychoanalysis.  These  included  Psychoanalysis — • 
Its  Theories  and  Practical  Application,  Fundamental 
Conceptions  of  Psychoanalysis,  Lectures  on  Psycho- 
analysis and  Psychiatry,  and  Freud’s  Contributions 
to  Psychiatry. 

Frank  Hough  Carber,  M.D.,  died  at  his  home  in 
Middlesex  on  February  28.  He  was  sixty-two  years 
of  age.  Dr.  Carber  had  been  a medical  director  of 
the  Mutual  Life  Insurance  Company  of  New  York 
since  1921.  Graduating  from  College  of  Physicians 
and  Surgeons,  Columbia  University,  1912,  he  in- 
terned at  New  York  Post-Graduate  Hospital  and 
the  Mayo  Clinic,  Rochester,  Minnesota.  Dr.  Carber 
was  the  author  of  several  medical  works,  including 
Present  Status  of  Goiter  and  Fifteen  Years  of  Goiter 
Underwriting. 

John  H.  Collins,  M.D.,  seventy-eight,  died  on 
January  25  at  his  home  in  Schenectady.  lie  was  the 
first  health  commissioner  of  Schenectady,  holding 
that  post  from  1920  until  1930.  Dr.  Collins  was  city 
health  officer  from  1918  to  1920,  when  the  municipal 
health  bureau  was  raised  to  a department.  He  also 
served  as  deputy  commissioner  from  1937  to  1938. 
lie  was  formerly  chief  of  staff  of  City  Hospital, 
physician  for  the  Day  Nursery  and  Children’s  Home, 
and  a member  of  the  consulting  staff  at  Ellis  Hos- 
pital, where  he  headed  the  gynecologic  staff  for 
more  than  twenty-five  years.  The  City  Hospital  was 


reorganized  and  rebuilt  under  his  administration,  and 
for  five  years  he  was  managing  director  of  the  insti- 
tution. A pioneer  in  the  movement  for  establish- 
ment of  a crippled  children’s  hospital  in  Schenec- 
tady, he  was  recently  re-elected  to  a three-year  term 
on  the  board  of  directors  of  Sunnyview,  where  he 
was  at  one  time  staff  surgeon. 

In  1897,  Dr.  Collins  was  graduated  from  the 
University  of  Vermont  College  of  Medicine  and 
later  did  graduate  work  in  hospitals  in  Vienna, 
Leipzig,  Berlin,  and  London.  He  was  a fellow  of  the 
American  Public  Health  Association  and  a member 
of  the  American  Medical  Association,  the  New  York 
State  and  Schenectady  County  medical  societies. 
Last  June,  Dr.  Collins  was  honored  by  the  county 
society  for  his  fifty  years  of  active  practice.  He  was 
a member  of  the  White  House  National  Conference 
on  Child  Health. 

Charles  A.  Elsberg,  M.D.,  seventy-six,  died  in 
Stamford,  Connecticut,  on  March  18.  He  was  a 
graduate  of  the  College  of  Physicians  and  Surgeons, 
Columbia  University,  in  the  year  1893.  A fellow  of 
the  American  College  of  Surgeons  and  one  of  the 
founders  of  the  Neurological  Institute  of  the  Colum- 
bia-Presbyterian  Medical  Center,  Dr.  Elsberg  was 
especially  noted  for  his  study  to  devise  a method  for 
the  determination  of  the  presence  of  brain  tumors  by 
the  reactions  of  the  special  sense  organs.  He  was  a 
consultant  surgeon  at  the  Flower  and  Fifth  Avenue, 
Knickerbocker,  Montefiore,  and  Mt.  Sinai  hospitals 
in  New  York  and  for  Vassar  Brothers  Hospital  in 
Poughkeepsie.  Dr.  Elsberg  was  director  emeritus  of 
the  Neurological  Institute  at  the  time  of  his  death 
and  an  honorary  member  of  the  Soeiete  Interna- 
tionale de  Chirurgie  and  the  Societa  Radio-neuro- 
chirurgical  Italiana.  He  also  belonged  to  the 
American  Neurological  Association,  the  Academy  of 
Medicine,  the  New  York  Neurological,  New  York 
Pathological,  and  New  York  Surgical  societies,  the 
American  Medical  Association,  and  the  New  York 
State  and  New  Y’ork  County  medical  societies. 

Philip  J.  Genthner,  M.D.,  Brooklyn,  died  at  his 
home  on  March  9.  He  was  eighty-five  years  of  age. 
Dr.  Genthner  graduated  from  New  York  University 
School  of  Medicine  in  1886.  He  had  been  associated 
with  the  Methodist  Hospital,  Brooklyn,  and  was 
chief  medical  examiner  for  the  Royal  Arcanum  for 
more  than  thirty  years.  Dr.  Genthner  was  also  a 
member  of  the  New  York  State  and  Kings  County 
medical  societies  and  the  American  Medical  Associa- 
tion. 

Alberta  F.  M.  Green,  M.D.,  aged  seventy-seven, 
of  New  Y'ork,  died  on  March  8.  Dr.  Green,  who  was 
retired,  graduated  from  the  College  of  Physicians 
and  Surgeons,  Columbia  University,  in  1902,  and 
practiced  in  Kansas  City,  Missouri,  before  coming  to 
New  York.  She  had  served  on  the  staff  of  the  State 
Prison  for  Women  in  Bedford  Hills,  New  York,  and 
did  hospital  work  for  the  American  Red  Cross  in 
Belgrade,  Yugoslavia,  after  World  War  I. 

James  Taylor  Harrington,  M.D.,  of  Poughkeepsie, 
died  on  February  27  at  his  home.  He  was  seventy 
years  old.  Dr.  Harrington  graduated  from  the 
College  of  Physicians  and  Surgeons,  Columbia  Uni- 
versity, in  1906,  and  interned  at  Roosevelt  and 
Sloane  hospitals,  New  Y’ork.  Former  superin- 
tendent and  chief  surgeon  at  Vassar  Brothers  Hos- 
pital, Poughkeepsie,  he  was  attending  surgeon  at 
that  hospital  until  he  retired  in  1942.  He  also 
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served  as  consultant  surgeon  for  the  North  Dutchess 
Health  Service  Center,  Rhinebeck;  Hudson  River 
State  Hospital,  Poughkeepsie;  Highland  Hospital, 
Beacon,  and  Sharon  Hospital,  Sharon,  Connecticut. 
Dr.  Harrington,  a fellow  of  the  American  College  of 
Surgeons,  served  as  a member  of  the  Medical  Re- 
serve Corps  in  World  War  I and  had  been  director  of 
the  Dutchess  County  Health  Association.  A former 
member  of  the  Board  of  Health,  past  president  of  the 
Poughkeepsie  Academy  of  Medicine  and  the 
Dutchess  County  Medical  Society,  he  was  a member 
of  the  American  Medical  Association  and  the  Dutch- 
ess County  and  New  York  State  medical  societies. 

John  Francis  Ryan,  M.D.,  fifty-five,  of  Brooklyn, 
died  on  March  21.  Dr.  Ryan  was  graduated  from 
Queens  University  Medical  School,  Kingston, 
Ontario,  in  1915.  He  was  on  the  staff  of  St.  Peter’s 
Hospital,  Brooklyn,  and  was  a member  of  the 
American  Medical  Association,  the  Celtic,  New  York 
State,  and  Kings  County  medical  societies. 

John  Trotter,  M.D.,  of  Troy,  died  in  February  at 
the  age  of  seventy-three.  In  1898  he  received  his 
medical  degree  from  the  University  of  Vermont.  He 
was  attending  surgeon  at  Samaritan  Hospital,  Troy, 
from  1919  until  his  retirement  two  years  ago.  He 
also  had  served  as  consulting  surgeon  at  the  Mary 
McClellan  Hospital  in  Cambridge,  Massachusetts, 
surgeon-in-chief  at  Putnam  Memorial  Hospital, 
Bennington,  Vermont,  and  surgeon  at  Vanderhyden 
Hall,  Troy. 

Henry  Morris  Weisman,  M.D.,  the  Bronx,  died  on 
March  16.  He  was  sixty-two  years  of  age.  He  was 


attending  pediatrician  at  Bronx  Hospital  and  assist- 
ant pediatrician  at  Mount  Sinai  Hospital,  New 
York  City.  Dr.  Weisman  was  graduated  from  the 
University  of  Bellevue,  now  New  York  University 
College  of  Medicine,  in  1910.  He  was  president  of 
the  Bronx  Pediatrics  Society  and  a member  of  the 
New  York  State  and  Bronx  County  medical  so- 
cieties, and  the  American  Medical  Association. 

Charles  S.  Winters,  M.D.,  of  Binghamton,  died  on 
March  20.  Eighty-four  years  of  age,  he  was  the 
oldest  practicing  physician  in  Broome  County.  He 
was  graduated  from  the  New  York  Homeopathic 
Medical  College  in  1890. 

Lee  Adrian  Whitney,  M.D.,  of  Rochester,  died 
on  February  14  at  the  age  of  seventy-five.  A 
graduate  of  the  University  of  Buffalo,  School  of 
Medicine,  in  1901,  Dr.  Whitney  was  orthopedic 
surgeon  at  St.  Mary’s  Hospital,  honorary  surgeon 
at  Genesee  Hospital,  and  consulting  orthopedic 
surgeon  at  the  Rochester  State  Hospital,  the 
Monroe  County  Infirmary,  Rochester,  and  Craig 
Colony  Hospital,  Sonyea.  Dr.  Whitney  was  a 
member  of  the  Academy  of  Medicine,  the  Patho- 
logical Society,  the  American  Medical  Association, 
and  the  Monroe  County  and  New  York  State  medi- 
cal societies. 

Correction.  Owing  to  an  unfortunate  confusion  of 
identical  names,  an  announcement  of  the  death  of 
Dr.  Norbert  Neumann,  of  Ridgewood,  Queens,  was 
reported  erroneously  in  the  March  1 issue.  The 
editors  extend  their  apologies  to  Dr.  Neumann. 
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the  surgical  staff  of  St.  John’s  Riverside  Hospital, 
as  president  of  the  Yonkers  Community  Chest. . . 
Dr.  John  J.  Quinlan,  Troy,  president  of  the  Rens- 
selaer County  Board  of  Health,  as  president  of  the 
Troy  Country  Club. 

Resigned 

After  16  years  of  service,  Dr.  William  J.  Vogeler, 
as  president  of  the  Yonkers  Tuberculosis  and 
Health  Association. 

Speakers 

Dr.  A.  S.  Ddan,  Buffalo,  district  health  officer, 
on  the  establishment  of  a county  health  depart- 
ment, at  a meeting  of  the  Niagara  Falls  Chamber  of 
Commerce ...  Dr.  Ronald  Hamilton,  Binghamton, 
on  ‘‘Be  Your  Age”  at  a meeting  sponsored  by  the 
Norwich  Business  and  Professional  Women’s 
Club,  in  Norwich. . .Dr.  Vrooman  S.  Higby(  Bath, 
president  of  the  Steuben  County  Medical  Society,  at 
a meeting  of  the  Corning  Business  and  Professional 
Women’s  Club.  . .Dr.  William  D.  Niederland,  psy- 
chiatrist on  the  staff  of  Mount  Sinai  Hospital, 
New  York  City,  on  “Neuroticism  in  Individual 
and  Public  Life”  at  a meeting  of  the  City  College 
Evening  Session  Sociology  Society. 

Dr.  George  T.  Pack,  Pack  Medical  Group, 


New  York  City,  at  the  annual  meeting  of  the 
New  Orleans  Graduate  Medical  Assembly,  New 
Orleans,  Louisiana,  lectures  before  the  section  on 
surgery,  on  “The  Endocrinology  of  Neoplastic 
Diseases.”  “The  Definition  of  Inoperability  of 
Cancer,’  and  “The  Diagnosis  and  Treatment  of 
Tumors  of  the  Soft  Somatic  Tissue.” . . . Dr.  William 
A.  Petry,  Catskill,  president  of  the  Greene  County 
Medical  Society  and  director  of  the  county  Tuber- 
culosis and  Health  Association,  a radio  broadcast 
on  the  findings  in  mass  x-ray  services  given  in  many 
Greene  County  %reas  since  1944...  Dr.  Wesley  T. 
Pommerenke,  Rochester,  at  a meeting  of  the 
Planned  Parenthood  Center  in  Buffalo. 

New  Offices 

. Dr.  Stephen  L.  Daly,  who  served  in  the  U.S. 
Army  in  World  War  II  as  chief  of  obstetrics  and 
gynecology  in  Nuremburg,  Germany,  practice  of 
obstetrics  and  gynecology  in  Freeport. . .Dr. 
George  F.  Emerson,  U.S.  Navy  veteran,  practice 
of  dermatology  in  Schenectady ...  Dr.  Willis  E. 
Hammond,  New  Berlin,  Army  Medical  Corps 
veteran,  general  practice  in  Earlville. . .Dr.  George [ 
G.  Miles,  Brooklyn,  Army  veteran,  general  prac- 
tice in  Downsville.  . Dr.  Ronald  P.  Smith,  Water- 
town,  practice  of  ophthalmology  in  Plattsburg. 
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Research  Project  to  Aid  Disabled 


ANEW  research  program  to  help  crippled  men 
and  women  find  a normal  life  by  an  accurate 
scientific  analysis  of  their  disability,  and  the 
jobs  they  can  and  cannot  do,  has  been  set  up 
through  the  joint  efforts  of  the  Columbia  Uni- 
versity School  of  Public  Health  and  Goodwill 
Industries  of  New  York,  Inc.,  it  was  announced  in 
March. 

The  two  institutions  are  cooperating  to  run  what 
is  believed  to  be  the  first  “fatigue  laboratory” 
for  studying  handicapped  individuals.  Columbia 
furnishes  graduate  physicians  and  nurses  to  conduct 
the  program  and  will  use  it  as  “an  important  training 
center.” 

Dr.  Leonard  J.  Goldwater,  professor  of  industrial 


hygiene  at  Columbia,  is  director  of  instruction  and 
research  for  the  new  program. 

The  objectives  of  the  study  are  to  determine  the 
physical  demands  of  specific  jobs  in  relation  to  the 
capabilities  of  persons  with  specific  limitations  as  a 
result  of  accident  or  illness. 

This  is  a relatively  new  field,  Dr.  Goldwater 
said,  and  there  are  no  generally  accepted  standards 
for  measuring  the  extent  of  damage  to  individual 
ability  as  a result  of  crippling.  “Results  of  the 
research  will  undoubtedly  aid  many  thousands  of 
disabled  men  and  women  who  will  be  considered 
useless  and  unemployable  until  science  finds  out  the 
kind  of  jobs  they  are  capable  of  doing,”  Dr.  Gold- 
water  declared. 


First  Class  for  Men  Student  Nurses  Since  War  Opens  at  Bellevue 


TO  MEET  a growing  need  for  men  in  the  field  of 
nursing,  it  was  announced  by  the  office  of  Dr. 
Edward  M.  Bernecker,  Commissioner  of  Hospitals, 
that  the  first  postwar  class  of  men  student  nurses 
would  be  admitted  March  31  to  the  Mills  School  of 
Nursing  for  Men  of  the  Bellevue  Hospital  School  of 
Nursing. 

No  classes  have  been  admitted  to  the  Mills 
School  since  September,  1942.  The  first  class  has 
twenty  students  and  the  September  class  will  be 
able  to  accommodate  forty  men  students. 

Dr.  Bernecker  said  he  hoped  the  nursing  course 
would  interest  veterans  who  had  served  during  the 
war  in  the  Medical  Corps.  The  student  gets  $20 


per  month  as  a working  scholarship  and  veterans  get 
additional  benefits  under  the  GI  training  program. 

In  1942  the  Bellevue  School  of  Nursing  became 
part  of  the  Division  of  Nursing  of  the  New  York 
University  College  of  Medicine.  It  offers  a three- 
year  program  of  study  leading  to  a certificate  in 
nursing  and  a five-year  program  for  a Bachelor  of 
Science  degree. 

The  Mills  School  was  established  in  1888  by 
Darius  Ogden  Mills,  father  of  the  late  Mrs.  White- 
law  Reid  and  grandfather  of  the  late  Ogden  Mills, 
former  Secretary  of  the  Treasury.  The  Mills 
School  and  the  Bellevue  School  operated  as  separate 
units  until  1939  when  they  were  consolidated. 


Child  Mental  Hygiene  Center  at  Adelphi  College 


A CENTER  was  opened  in  March  by  Adelphi 
College  for  the  treatment  of  emotionally  dis- 
turbed children,  Dr.  Paul  Dawson  Eddy,  president 
of  the  college  announced. 

The  center  will  offer  psychiatric  and  psychologic 
services  to  Nassau  County  children  and  their 
parents  on  a fee  schedule.  It  will  be  open  Mondays 
through  Fridays,  9 to  5 p.m.,  and  will  accept  referrals 
from  social  agencies. 

Four  major  goals  have  been  set  up  by  the  Chil- 
dren’s Center,  according  to  the  statement  by  Dr. 
Eddy.  The  first  is  the  professional  treatment  of 
“a  limited  number”  of  emotionally  maladjusted 


children.  Closely  allied  is  the  second  aim  of  re- 
search in  the  psychiatric  treatment  of  juvenile 
delinquents  and  other  disturbed  children.  The 
third  and  fourth  goals,  affecting  the  college  princi- 
pally, are  an  opportunity  for  field  work  and  labora- 
tory experience  for  graduate  students,  physicians, 
and  nurses,  and  an  improvement  of  the  entire 
college  program  through  mental  hygiene. 

Dr.  John  C.  Thurrott,  a practicing  psychiatrist 
of  New  York  City,  is  the  medical  director.  Ella 
A.  Dye,  formerly  with  the  Psychiatric  Clinic  of 
the  Manhattan  Children’s  Court,  has  been  appointed 
psychiatric  social  worker. 


$588,032  Public  Health  Funds  Given  for  Cancer  Study 


FIFTY-ONE  cancer  research  grants,  the  largest 
number  ever  given  out  of  Public  Health  Service 
funds  at  one  time,  were  announced  in  March  by 
Oscar  It.  Ewing,  Federal  Security  Administrator. 

Among  research  projects  totaling  $588,032,  the 
largest  sum,  $90,900,  went  to  Johns  I lopkins  Univer- 
sity in  Baltimore,  more  than  half  of  it  earmarked  for 
an  investigation  of  mass  x-ray  methods  for  early 
detection  of  cancer  of  the  stomach. 


To  Harlem  Hospital,  New  York  City,  where  611 
proved  cancer  cases  were  treated  last  year,  went 
$20,000  for  a large-scale  project  in  chemical  analyses 
of  the  blood  and  in  testing  out  various  agents  for 
cancer  treatment. 

Other  New  York  institutions  receiving  grants 
were  Cornell  University,  Columbia  University, 
New  York  Zoological  Society,  Memorial  Hospital, 
Fordham  University,  and  University  of  Rochester. 
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Two  Medical  Centers  Agree  on  a Merger 


OFFICIALS  of  the  projected  $15,575,000  New 
York  University-Bellevue  Hospital  Medical 
Center  and  the  New  York  Post-Graduate  Medical 
School  and  Hospital  have  adopted  a “proposed 
plan”  to  merge  the  properties  and  programs  of  the 
two  institutions,  it  was  announed  in  March. 

Dr.  Harry  Woodburn  Chase,  chancellor  of  New 
York  University,  and  Charles  S.  McVeigh,  chair- 
man of  the  Executive  Committee  of  Post-Graduate 
issued  a joint  statement,  outlining  a basis  for  legal 
procedures  necessary  to  carry  out  the  plan  and  also 
providing  for  the  establishment  of  a new  College 
of  Graduate  and  Postgraduate  Medicine  as  a unit 
of  the  New  York  University-Bellevue  Hospital 
Medical  Center. 

The  statement  said  the  proposed  union  was  orig- 
inally suggested  by  Rush  H.  Kress,  vice-president 
of  the  Samuel  II.  Kress  Foundation,  which  an- 
nounced last  November  a “contingent  contribution” 
of  $1,000,000  to  the  medical  center. 

Mr.  McVeigh,  in  a statement  read  at  the  dinner 
on  behalf  of  the  trustees  of  Post-Graduate,  noted 
that  the  projected  merger  was  inspired  by  the 
recommendation  of  the  Hospital  Council  of  Greater 
New  York  that  an  over-all  plan  for  the  city’s  hos- 
pitals be  adopted.  The  Hospital  Council  stressed 
the  need  for  central  teaching  hospital  facilities 
and  teacher  training  opportunities  for  all  of  the 
New  York  hospitals. 

Mr.  McVeigh  said  the  merger  of  the  two  medical 
organizations  would  result  in  increased  opportunities 
for  postgraduate  teaching  through  Bellevue  Hos- 
pital and  other  affiliated  and  regional  hospitals. 

The  announcement  said  the  Medical  Center  and 
the  Post-Graduate  Medical  School  and  Hospital 
would  combine  their  buildings,  programs,  and 
assets.  The  Medical  Center  will  continue  to  func- 
tion at  the  N.Y.U.  College  of  Medicine,  until  new 
Medical  Center  buildings  are  erected. 

News 

Faxton  Hospital,  Utica,  admitted  5,310  patients 
and  gave  43,272  days  of  hospital  care  in  1947, 
according  to  a recent  report  by  Leonard  Lubbock, 
superintendent.  An  average  of  118  patients  were 
cared  for  daily,  so  that  77  per  cent  of  hospital 
beds  were  constantly  occupied.  In  surgery,  there 
were  3,375  operations  of  an  average  of  nine  a day. 
A total  of  916  live  babies  were  born  with  no  maternal 
deaths.  X-ray  examinations  totaled  2,677,  and 
1,851  outpatients  were  given  care. 


The  Society  of  the  Hillside  Hospital  has  adopted  a 
proposal  to  erect  new  buildings  at  the  hospital  in 
Bellerose,  Queens,  and  construction  will  start  this 
summer,  it  was  announced  by  Dr.  Israel  Strauss, 
president  of  the  organization,  at  the  annual  meeting, 
held  in  March.  Under  the  plan,  the  capacity  of  the 
hospital  which  treats  curable  mental  cases,  is  to  be 
enlarged  from  90  to  170  persons.  Some  of  the 
additional  facilities  are  to  be  used  for  a psychiatric 
clinic  for  adolescent  girls. 


A hospital  survey  committee  of  the  Delaware 
County  Medical  Society  has  advocated  construction 

(Continued 


Incorporated  in  1882  and  chartered  four  years 
later,  the  New  York  Post-Graduate  Medical  School 
and  Hospital  was  organized  by  an  association  of 
faculty  members  from  the  New  York  University 
Medical  School  to  offer  greater  opportunities  to 
practicing  physicians  for  a “continued  education.” 
Its  annual  enrollment  numbers  1,100  physicians 
and  specialists  from  forty-four  states  and  twenty- 
five  foreign  countries. 

Since  1931  Post-Graduate  has  been  affiliated 
with  Columbia  University.  Early  last  year  both 
institutions  announced  that  they  would  sever 
connections  effective  June,  1948,  for  “administrative 
reasons.”  The  postgraduate  teaching  program  at 
the  hospital  has  been  under  the  supervision  of  the 
Columbia  University  Medical  School  faculty. 
At  present  Post-Graduate  Hospital  has  400  beds 
and  provides  medical  services  for  100,000  out- 
patient visits  annually.  In  addition,  it  operates  the 
Reconstruction  Hospital,  also  in  New  York  City, 
which  contains  a fifty-bed  unit  and  specializes  in 
traumatic  surgery  as  well  as  maintaining  an  active 
outpatient  department. 

The  announcement  said  the  merger  would  enable 
New  York  University  to  broaden  its  base  for  post- 
graduate training  and  provide  an  important  unit  for 
the  Medical  Center.  Five  hundred  physicians  now 
are  enrolled  at  the  University’s  postgraduate  division 
under  a special  program  aided  by  the  Kellogg 
Foundation. 

They  represent  thirty-two  states  and  twelve 
foreign  countries. 

Edwin  A.  Salmon  director  of  the  Medical  Center, 
said  the  center  would  continue  to  operate  its  post- 
graduate facilities  for  research,  until  new  buildings 
were  erected.  He  said  that  the  proposed  Univer- 
sity Hospital,  a unit  of  the  Medical  Center,  would  be 
available  primarily  to  persons  in  the  “middle- 
income  group.” 

Notes 

of  six  50-bed  hospitals  at  points  throughout  the 
county,  Clark  Ilillis,  chairman  of  the  committee, 
recently  announced. 

The  committee  went  on  record  as  stating  that  the 
need  for  adequate  hospitalization  for  the  county  is 
acute.  Mr.  Hillis  explained  that  if  a 50-bed 
hospital  was  built  in  the  Walton-Delhi  area  it  would 
still  be  impossible  for  Hancock  physicians  to  make 
use  of  its  facilities.  In  advocating  several  hospitals 
at  strategic  points,  the  committee  pointed  out  the 
county  is  geographically  large  and  there  are  many 
communities  that  would  be  a considerable  distance 
from  any  centrally  located  hospital . 


Plans  of  Binghamton  City  Hospital  to  establish 
an  outpatient  clinic  at  the  institution  have  been 
commended  by  the  American  College  of  Surgeons, 
according  to  a report  to  the  board  of  managers  by 
Dr.  M.  T.  MacEachern,  associate  director  of  the 
college,  based  upon  an  inspection  made  in  October 
by  Dr.  David  W.  Park. 

Plans  of  hospital  officials  were  to  open  the  clinic 
on  a limited  scale,  with  only  welfare  clients  eligible 
for  treatment.  Later,  it  was  indicated,  the  scope 
of  the  clinic  would  be  broadened  to  permit  persons 
of  limited  financial  means,  although  not  certified 
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; treatment  of  ammonia  dermatitis  (diaper  rash)  here- 
ire  has  been  a bothersome  and  unavailing  routine  of 
ic  acid  rinses  and  rapid  change  of  soiled  diapers, 
ally,  the  results  have  been 
itisfactory  — even  with 
use  of  bichloride  of  mer- 
i because  of  the  risk  of 
curie  poisoning.  The  high 
idence  of  diaper  rash, 
refore,  emphasizes  the 
d for  a more  advanced 
apy. 

iooke1  demonstrated  that 
cause  of  diaper  rash  is 
nonia  liberated  in  the  wef 
>er  by  bacterial  decompo- 
)n  of  urinary  urea.  The 
r of  ammonia  is  readily 
:cted  in  diapers  wet  with 
ie. 


DIAPENE  — impregnated 
into  the  laundered  diaper 
merely  by  rinsing  — inhibits 
and  destroys  growth  of  the 
saprophytic  gram  positive 
bacillus  responsible  for  the 
ammonia  production.  DIA- 
PENE, therefore,  prevents 
and  relieves  diaper  rash  by 
eliminating  the  cause.  With 
elimination  of  the  cause  of 
ammonia  dermatitis,  the 
eruption  — whether  erythe- 
matus  or  papulovesicular  — 
disappears  rapidly.  Ulcerations  of  external  urinary 
meatus  respond  quickly  to  DIAPENE-treated  diapers. 


Figure  1 — DARK  ZONE 
OF  INHIBITION,  pro- 
duced  by  DIAPENE 


CULTURE  PLATE  OF 
Bacillus  Isolated  from  B G 
( See  Fig.  2 ) , a case  of 
Diaper  Rash  ( Ammonia 
Dermatitis) 


Figure  2 — 

CLINICAL  PICTURE 


B.G. — severe  Diaper  Rash 
with  ulcerations  cleared 
with  DIAPENE  in  five  days. 


s-*-  8/ebletl  flat  tflde 

\PORT  ANT: — diapene  is  as  basically  neces- 
y as  baby  oil,  powder  or  ointment,  because 
ifing,  prickly  heat,  allergy  rashes,  etc.,  are 
;en  aggravated  by  ammoniacal  urine,  dia- 
ne  is  a prophylactic  MUST  for  every  baby! 
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relief  cases,  to  receive  treatment.  At  the  clinic, 
persons  who  required  medical  treatment  but  who 
were  not  sick  enough  to  be  hospitalized  would  be 
treated. 


“The  Treatment  of  Chronic  Pulmonary  Disease” 
will  be  the  subject  of  Dr.  Alvin  Barach,  assistant 
professor  of  medicine,  Columbia-Presbyterian  Med- 
ical Center,  at  the  April  28  lecture  at  the  U.S. 
Veterans’  Hospital,  Manhattan  Beach,  Brooklyn. 
On  May  5,  Mr.  Michael  Dubin  of  the  Winthrop 
Chemical  Company,  will  speak  on  “Endocrines.” 
Dr.  S.  Polayes,  director  of  pathology,  Cumberland 
Hospital,  Brooklyn,  will  speak  on  “Relationship  of 
A and  B Factors  in  Icterus  Neonatorum”  on  May  19. 
“Amino  Acids”  is  the  subject  of  Dr.  Donald  D. 
Van  Slyke,  member  of  the  Rockefeller  Institute  of 
Medical  Research,  New  York  City,  on  May  26. 

The  meetings  are  scheduled  for  4 p.m.  at  the 
U.S.  Veterans  Hospital  at  Manhattan  Beach. 


Drs.  A.  S.  Effron,  James  L.  McLeod,  Wesley 
M.  Oler,  and  Laurence  I.  Kaplan  were  the  speakers 
at  the  monthly  conference  at  Bellevue  Hospital, 
New  York  City,  on  March  30.  Discussers  were  Dr. 
Foster  Kennedy,  director  of  the  neurologic  service, 
and  Dr.  J.  Lawrence  Pool. 


“Acute  Appendicitis — a Review  of  1,334  Cases 
with  Special  Emphasis  on  Mortality  Factors” 
was  the  subject  of  Dr.  Aubre  de  L.  Maynard, 
Harlem  Hospital,  at  the  meeting  on  April  7 of  the 
Harlem  Surgical  Society.  Discussers  were  Dr. 
Benjamin  N.  Berg,  visiting  surgeon,  and  Dr. 
Solomon  Weintraub,  pathologist  at  Harlem  Hos- 
pital. 


Long  Island  College  Hospital  has  drastically 
curtailed  its  Social  Service  Department,  it  has  been 
announced  by  Mrs.  Mary  Childs  Draper,  chairman 
of  the  Social  Service  Committee.  The  staff  has 
been  cut  from  six  to  two  professional  workers,  one  of 
whom  will  handle  cardiacs  while  another  will  do  the 
most  indispensable  social  service  jobs. 

The  cut  was  forced  by  financial  difficulties,  Mrs. 
Draper  explained,  and  in  no  way  indicates  lack  of 
conviction  as  to  the  value  of  social  work  in  hospitals. 
She  said  efforts  would  be  made  to  rebuild  the  de- 
partment. 


The  Cancer  Detection  Center  at  the  Hudson 
City  Hospital  opened  in  February  and  was  spon- 
sored and  approved  by  the  Columbia  County 
Medical  Society.  Physicians  making  examinations 
will  serve  without  pay.  A nominal  charge  will  be 
made  for  those  who  can  pay  to  partially  defray 
cost  of  laboratory  and  x-ray  work. 


Dedication  of  the  new  $1,500,000  wing  of  St. 
Peter’s  Hospital,  Albany,  July  1,  will  increase  to 
325  the  capacity  of  the  hospital,  which  has  been 
providing  Albany  with  medical  care  since  1869. 
One  floor  will  be  devoted  to  pediatrics  and  a largo 
department  will  be  opened  for  the  specialized  treat- 


ment of  nose  and  throat  diseases.  The  rest  of  the 
wing  will  be  devoted  to  rooms  for  patients,  addi- 
tional operating  facilities,  and  extra  quarters  for 
interns.  Some  functions  now  carried  out  in  the 
older  part  of  the  hospital  will  be  transferred  to  the 
new  section,  and  additional  bed  space  will  be  pro- 
vided in  the  older  building. 


Dr.  David  Rittenberg,  associate  professor  of 
biochemistry  at  the  College  of  Physicians  and  Sur- 
geons of  New  York,  delivered  the  second  lecture  in 
the  series  of  forums  on  the  application  of  funda- 
mental sciences  in  medicine  in  the  auditorium  of  the 
Jewish  Sanitarium  and  Hospital  for  Chronic  Dis- 
eases, Brooklyn,  on  March  31.  His  address  was 
“The  Application  of  Nuclear  Chemistry  in  Medi- 
cine.” 


The  first  unit  of  the  joint  Medical  Equipment 
Development  Laboratories  of  the  armed  forces  was 
established  at  Fort  Totten  Army  Medical  Center  in 
Queens  in  February,  Colonel  David  E.  Liston,  com- 
mander of  the  center,  announced.  The  laboratories 
will  plan  and  develop  medical  equipment  for  the 
armed  forces  and  conduct  research  to  determine  the 
causes  and  cures  for  failure  in  present  equipment. 
They  will  consolidate  development  activities  now 
scattered  throughout  various  installations  of  the 
Army  and  Navy. 


The  Society  of  Memorial  Center  for  Cancer  and 
Allied  Diseases  conducted  a symposium  on  can- 
cer in  the  auditorium  of  Memorial  Hospital  Center, 
New  York  City,  for  workers  in  the  women’s  division 
of  the  1948  Joint  Campaign  of  the  New  York  City 
Cancer  Committees. 

Doctors,  surgeons,  and  research  specialists  gave 
lectures  on  April  6,  8,  13,  15,  20,  22  and  27,  according 
to  Mrs.  Owen  Cates  Torrey,  chairman  of  the 
women’s  division.  The  theme  of  the  symposium 
was  “Responsibility,  the  New  World  in  Cancer.” 


Dr.  Edward  Miller  has  announced  the  closing  of 
his  Roscoe  Hospital,  Roscoe,  on  February  15. 
Opened  April,  1,  1937,  the  hospital  has  taken  care 
of  2,000  patients  since  then. 


At  the  April  5 meeting  of  the  Clinical  Society  of 
the  New  York  Polyclinic  Medical  School  and  Hos- 
pital, New  York  City,  papers  were  read  by  Drs. 
Bernard  L.  Cinberg,  Jerome  Wagner,  Hunter  H. 
Romaine,  Victor  L.  Browd,  Charles  H.  Nammack, 
Herbert  C.  Chase,  S.  Philip  Goodhart,  Frederick 
M.  Allen,  Harry  C.  S.  DeBrun,  Irving  R.  Roth, 
Harry  Zuckerman,  Otto  C.  Kestler,  and  Richard 
Kovacs. 


Recommendations  for  a new  county  hospital  for 
Jefferson  county  were  submitted  by  Dr.  Sutherland 
E.  Simpson,  superintendent  of  the  county  sana- 
torium and  the  hospital  for  chronic  diseases,  in  his 
annual  report  to  the  board  of  supervisors.  The 
100-bed  hospital  for  treating  all  types  of  welfare 
medical  and  surgical  cases  would  be  built  on  the 
[Continued  on  page  948] 
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present  sanatorium  grounds,  Dr.  Simpson  recom- 
mended. 


“Recent  Studies  on  Deficiency  Diseases’’  was  the 
subject  of  the  William  Henry  Welch  Lecture,  given 
by  Dr.  Tom  D.  Spies  at  Mount  Sinai  Hospital, 
New  York  City,  on  March  31.  Dr.  Spies  is  chair- 
man of  the  department  of  metabolism  and  nutrition 
at  Northwestern  University  School  of  Medicine, 
Chicago,  Illinois,  and  the  director  of  the  Nutrition 
Clinic,  Hillman  Hospital,  Birmingham,  Alabama. 


A survey  conducted  by  the  executive  committee 
of  the  Schoharie  County  General  Hospital  Fund 
indicates  an  increasing  need  for  more  adequate 
hospital  facilities  for  the  county.  In  the  last  five 
years  2,378  county  residents  have  been  hospitalized 
in  Ellis  Hospital  in  Schenectady  alone,  totaling 
21,379  days  in  this  one  hospital.  The  Mary  Imo- 
gene  Bassett  Hospital  in  Cooperstown  reports  that 
from  1944  through  1947,  588  patients  from  Scho- 
harie County  have  been  hospitalized  for  periods 
totaling  6,125  days.  At  the  Elmholm  Hospital 
in  Cobleskill  for  an  eleven-month  period,  a total  of 
431  adult  patients  and  229  births,  or  660  patients, 
were  handled  for  a total  of  4,206  hospital  days. 


“In  my  opinion,  citizens  of  Madison  County  can 
secure  the  benefits  that  modern  science  offers  in  the 
prevention  and  cure  of  disease  and  the  rehabilitation 
of  disabilities  only  through  a close  operating  alliance 
between  a modern,  competently  staffed  and  directed 
full-time  department  of  health,  the  practicing  phy- 
sician, diagnostic  laboratory,  and  the  general  hos- 
pitals,” said  Dr.  John  J.  Bourke,  executive  director 
of  the  New  York  State  Joint  Hospital  Survey  and 
Planning  Commission,  principal  speaker  at  the 
Hamilton  Community  Forum  on  February  5. 

Dr.  Bourke  led  a panel  of  speakers  in  a discussion 
of  the  topic,  “Does  Madison  County  Need  a Public 


Health  Department?”  The  panel,  chairmanned 
by  Mr.  Earle  D.  Armstrong,  Hamilton  druggist, 
consisted  of  Dr.  Evelyn  Rogers,  district  Health 
Officer;  Dr.  William  Liddle,  chairman  of  the 
Public  Health  Department  of  the  Madison  County 
Board  of  Supervisors;  Dr.  Richard  Cuthbert, 
president  of  the  Madison  County  Medical  Society, 
and  the  Rev.  Samuel  F.  Burhans,  rector  of  St. 
Thomas  Episcopal  Church  in  Hamilton. 


A symposium  on  bronchial  lesion  was  held  at 
Mount  Sinai  Hospital,  New  York  City,  on  April  5. 
Speakers  were:  Drs.  George  J.  Ginandes,  Louis  E. 
Siltzbach,  Arthur  H.  Aufses,  Herman  Hennell, 
Frederick  Bridge,  and  Coleman  B.  Rabin. 


The  first  patients  to  occupy  Millard  Fillmore 
Hospital’s  newly  finished  pediatrics,  gynecology, 
and  surgical  sections  in  Buffalo,  were  admitted  in 
February.  The  pediatrics  and  gynecology  wings 
are  on  the  seventh  floor  of  the  hospital’s  10-story 
addition,  and  surgical  patients  will  occupy  the 
eighth. 

The  hospital  has  had  no  pediatrics  section  for 
many  years.  Children  who  went  there  for  treat- 
ment occupied  beds  in  the  adult  sections.  With 
the  increased  demand  for  pediatric  care — the  hos- 
pital had  600  child  patients  last  year— it  was  de- 
cided to  install  a regular  pediatrics  section. 


Case  presentations  by  Dr.  Leo  Braun  on  “Osteo- 
chondritis Dissecans  of  the  Knee,”  with  discussion 
by  Dr.  A.  L.  Levy;  by  Dr.  Samuel  Shenkman 
on  “Jacksonian  Epilepsy,”  with  discussion  by  Dr. 
Abraham  Kaplan;  and  by  Dr.  Abner  I.  Weisman 
on  “Maternal  Hydrops  with  Complications — Fetal 
Hydrops,”  with  discussion  by  Dr.  David  Greenberg, 
were  given  at  the  meeting  of  the  Clinical  Society 
of  the  Jewish  Memorial  Hospital,  New  York  City, 
on  April  6. 


PERSONALITIES 


Appointed 

To  the  outpatient  department  of  Staten  Island 
Hospital,  Drs.  Charles  Accettola,  Royal  Howard, 
Michael  Rapp,  Francis  Romano,  and  Herbert 
Schoen...Dr.  Morris  Schnittman  as  adjunct  at- 
tending surgeon  in  urology  at  Staten  Island  Hos- 
pital; Dr.  Michael  Rapp  as  adjunct  attending 
surgeon  in  obstetrics  and  gynecology,  and  Drs. 
Sydney  Lang,  Charles  Accettola,  and  Jesse  Vogel 
as  adjunct  attending  physicians  in  medicine.... 
Dr.  Ernest  E.  Kent,  with  the  Emergency  Service 
for  Civilians  in  England  for  1941  to  1946,  as  resident 
physician  at  the  Dobbs  Ferry  Hospital . . . Dr. 
Robert  S.  Cunningham,  dean  and  professor  of 
histology  at  Albany  Medical  College,  as  a member 
of  the  board  of  managers  of  Ellis  Hospital,  Schenec- 
tady, succeeding  Dr.  Charles  G.  McMullen,  Troy- 
Schenectady  Road,  who  resigned  because  of  ill 
health... Dr.  William  E.  Garlick,  attending  phy- 
sician at  Vassar  Hospital,  Poughkeepsie,  as  presi- 
dent of  the  medical  staff...  Dr.  Bernard  J.  Mul- 
caliy  as  clinical  assistant  in  the  eye,  ear,  nose,  and 


throat  department  at  Vassar  Hospital,  and  Dr. 
Howard  Townsend  as  attending  physician  at  the 
hospital ...  As  physician-in-chief  of  the  Albany 
Hospital  and  professor  of  medicine  and  director  of 
the  department  of  medicine  at  Albany  Medical 
College,  Dr.  Richard  Townsend  Beebe,  Loudonville, 
who  has  been  connected  with  the  Hospital  and 
College  since  1932. 

Elected 

As  president  of  the  medical  and  surgical  staff  of 
Cohoes  Hospital,  Dr.  Francis  M.  Noonan... As 
vice-president  of  the  Cohoes  Hospital  staff,  Dr. 
J.  II.  Mitchell,  III,  and  as  secretary-treasurer,  Dr. 
M.  J.  Keough. 

Honored 

Dr.  Charles  H.  Richards,  Dunkirk;  Dr.  Walter 
H.  Vosburg,  Dunkirk;  and  Dr.  Albert  F.  Socli, 
Fredonia,  by  the  medical  staff  of  Brooks  Memorial 
[Continued  on  page  952] 
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injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

G.  CERIBELLI  & CO. 

121  VARICK  STREET  NEW  YORK 


$1,000,000.00 

has  been  salvaged  from  unpaid  medical 
bills  at  no  cost  to  our  clients. 

Send  this  ad  for  details. 

CRANE  DISCOUNT  CORPORATION 

230  West  41  St.  New  York  1 8,  N.  Y. 

Established  1933 


[BLTFIW.TO’Al 


rr^rvu  . 

Rapid  hemoglobin  response  is  pro- 
moted by  an  effective  hematinic,  taken 
consistently.  \ \ 

HEMO- VIT0NIN  Liquid 

is  widely  prescribed  because: 

• It  combines  thecomplementary  hema- 
topoietic values  of  iron,  liver  concen- 
trate, and  vitamin  B complex  factors. 

• It  is  well  tolerated  and  pleasant  to 
take,  assuring  patient  cooperation. 

• It  is  adaptable  to  pediatric  use  (low 
alcohol  content);  miscible  with  milk 
and  other  liquids.  \ 

• It  does  not  discolor  teeth. 

Each  fluid  ounce  of  HEMO-VITONIN 
Liquid  contains: 

Alcohol  ^ °^° 

Liver  concentrate,  1:20  (con- 
tainingWhipple  antianemia 
fraction  and  B complex  de- 
rived from  50  Gm.  fresh 

liver) 2'5  Gm' 

Thiamine  _ 

Hydrochloride  (Bi) 3 mg. 

Riboflavin  (B2) 2 ms’ 

Pvridoxine  . 

Hydrochloride  (Be) 0.22  mg. 

Pantothenic  Acid 12  m8- 

Nicotinic  Acid  A 20  mS- 

Iron  Peptonate 6 5 Sr- 

ALSO  AVAILABLE:  HEMO-VITONIN 
TABLETS,  for  those  who  prefer  this 
convenient  dosage  form. 


WOMAN’S  AUXILIARY 


TO  THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Spring  Issue  of  Distaff  Published 


A GREETING  from  Mrs.  Eustace  A.  Allen,  na- 
tional president  of  the  Woman’s  Auxiliary  to  the 
American  Medical  Association,  is  a feature  of  the 
Spring  issue  of  The  Distaff,  official  publication  of  the 
Woman’s  Auxiliary  to  the  Medical  Society  of  the 
State  of  New  York.  A letter  from  Dr.  Fenwick 
Beekman,  chairman  of  the  Auxiliary  Advisory 
Council,  is  also  featured,  congratulating  the  members 
on  their  activities  and  service. 

Almost  three  pages  of  news  from  the  county 


auxiliaries  is  included  in  the  eight-page  publication, 
as  well  as  feature  stories  on  the  program  for  the  con- 
vention in  New  York  City  in  May,  on  Mrs.  Edgar 
M.  Neptune,  incoming  president;  “Beaux  and  Belles 
of  1965;”  illustrations,  including  a picture  of  the 
Schoharie  County  Auxiliary,  and  other  items. 

Staff  for  The  Distaff  includes:  Mrs.  Lee  R.  San- 
born, editor;  Mrs.  Alfred  L.  Madden,  associate 
editor;  Mrs.  Arthur  F.  Holding,  business  manager, 
and  Mrs.  Thomas  M.  D’Angelo,  circulation  manager. 


County  News 


Chenango  County 

Bylaws  for  the  Chenango  County  Auxiliary  were 
read  and  accepted  at  the  March  9 meeting,  and  addi- 
tional officers  and  committee  chairmen  were  elected. 
These  include:  Mrs.  L.  T.  Kinney,  treasurer; 

Mrs.  A.  K.  Benedict,  legislative  chairman;  Mrs. 
T.  F.  Manley,  public  relations;  Mrs.  H.  L.  Wilson, 
program;  Mrs.  J.  A.  Hollis,  publicity;  Mrs.  M.  H. 
Jacobi,  delegate  to  the  convention,  and  Mrs.  Hollis, 
alternate  delegate. 

The  next  meeting  will  be  held  April  15  at  the  Sher- 
burne Inn,  Sherburne. 

Clinton  County 

Committee  chairmen  for  the  Clinton  County 
Auxiliary  have  been  appointed  by  Mrs.  Edwin  W. 
Sartwell,  Peru,  president  of  the  group.  They  in- 
clude: Mrs.  Andrew  Speare,  Chazy,  legislative; 

Mrs.  J.  J.  Reardon,  Plattsburg,  publicity  and  public 
relations;  Mrs.  George  Allen,  Champlain,  member- 
ship; Mrs.  L.  H.  Caswell,  Dannemora,  Hygeia; 
Mrs.  Elmer  Wessell,  Plattsburg,  hospitality  and  en- 
tertainment, and  Mrs.  Ira  Rowlson,  Plattsburg,  pro- 
gram. 

A constitution  and  bylaws  drawn  up  by  a com- 
mittee headed  by  Mrs.  Louella  North  has  been 
adopted  by  the  Auxiliary,  which  will  meet  four  times 
a year,  the  Fall  meeting  coinciding  with  the  annual 
meeting  of  the  Clinton  County  Medical  Society. 

Dutchess  County 

At  the  February  meeting  of  the  Dutchess  County 
Auxiliary,  held  at  the  Vassar  Brothers  Hospital, 
Poughkeepsie,  Dr.  Earle  W.  Voorhees  spoke  on 
“The  Eye  Bank.”  Dr.  Maxwell  Gosse  spoke  on 
legislation  at  the  March  meeting. 

Erie  County 

With  Mrs.  Arthur  L.  Bennett  presiding,  the  Feb- 
ruary luncheon  and  business  meeting  of  the  Erie 
County  Auxiliary  was  held  in  Buffalo.  Speaker  was 
Mr.  Moir  P.  Tanner,  superintendent  of  the  Buffalo 
Children’s  Hospital,  whose  subject  was  “Pioneering 
for  America’s  Children.” 

The  annual  spring  dance  of  the  Auxiliary  was  held 
April  10  at  the  Hotel  Staffer,  Buffalo,  for  the  benefit 
of  the  Auxiliary's  fund  for  nurse  scholarships.  Mrs. 
Ralph  Upson  was  general  chairman,  and  Mrs.  Thur- 


ber  LeWin,  cochairman.  Assisting  were  Mrs. 
John  J.  Elliott  Mrs.  E.  Dean  Babbage,  Mrs. 
George  F.  Marquis,  Mrs.  Joseph  D.  Godfrey,  Mrs. 
Kenneth  II.  Eckhert,  Mrs.  Fred  G.  Carl,  Mrs. 
Joseph  A.  Zavisca,  and  Mrs.  John  Edward  Cryst. 

Nassau  County 

To  finance  a four-year  nursing  scholarship  which 
they  are  sponsoring,  members  of  the  Nassau  County 
Auxiliary  will  hold  a benefit  bridge  on  April  21  in  the 
Garden  City  Hotel,  according  to  plans  announced 
at  the  January  meeting  by  Mrs.  Louis  H.  Bauer,  co- 
chairman.  The  nursing  scholarship  will  begin  in 
September. 

Mrs.  E.  Freeman  Miller  is  auxiliary  president. 
Queens  County 

The  fifteenth  anniversary  tea  of  the  Queens 
County  Auxiliary  was  held  March  16  at  the  Medical 
Building,  Forest  Hills,  with  Mrs.  Adrian  Donnelly, 
Flushing,  membership  chairman,  in  charge.  New 
members  were  inducted  at  the  tea. 

Mrs.  Ezra  Wolff,  entertainment  chairman,  has 
announced  plans  for  an  amateur  night,  to  be  given 
in  April  by  members  of  the  Auxiliary  and  the  Medi- 
cal Society.  A dinner-dance  is  being  planned  for 
May  15. 

At  the  January  meeting,  Mrs.  William  Lavelle, 
Long  Island  City,  was  elected  as  delegate  to  the 
national  convention  in  Atlantic  City  in  1949. 

Mrs.  Edith  B.  Hunter,  interior  decorator  for  a 
New  York  City  firm,  was  guest  speaker  at  the  Febru- 
ary meeting,  showing  a complete  house  with  wall- 
paper and  fabrics. 

Mrs.  Daniel  Swan,  Flushing,  is  president  of  the 
group. 

Rensselaer  County 

The  Marc,  a four-page  mimeographed  bulletin 
containing  news  of  the  Rensselaer  County  Auxiliary, 
made  its  first  appearance  in  February,  with  Mrs. 
John  J.  Noonan,  Jr.,  and  Mrs.  Samuel  J.  Werlin  as 
editors. 

Mrs.  William  Oliver  of  the  Visiting  Nurse  Associa- 
tion was  guest  speaker  at  the  February  meeting, 
held  at  the  Troy  Club.  Her  topic  was  “The  Visiting 
Nurse  in  Our  Community.” 

[Continued  on  page  952] 
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On  March  17,  a card  party  was  held  at  the 
Y.W.C.A.  in  Troy,  for  which  Mrs.  J.  J.  Quinlan  was 
chairman,  and  Mrs.  Leo  Weinstein,  cochairman. 

Delegates  to  the  convention  in  May  at  the  Hotel 
Pennsylvania,  New  York  City,  are  Mrs.  Quinlan, 
Mrs.  Weinstein,  and  Mrs.  Paul  M.  De  Luca,  with 
Mrs.  J.  J.  Curley,  Mrs.  W.  J.  Phelan,  and  Mrs. 
.1.  P.  Lasko  as  alternates. 

Richmond  County 

Mr.  George  Farrell,  director  of  the  Bureau  of 
Medical  Care  Insurance  of  the  State  Society,  was 
guest  speaker  at  the  March  meeting  of  the  Rich- 
mond County  Auxiliary,  discussing  various  types  of 
health  insurance.  The  program  was  arranged  by 
Mrs.  Michael  R.  Mazzei,  public  relations  chairman. 

In  April,  a benefit  bridge  for  the  Physicians’ 
Home  was  given.  The  annual  meeting  and  election 
of  officers  will  be  held  in  June. 

Suffolk  County 

A profit  of  over  $500  was  realized  from  the  nursing 
scholarship  benefit  dance,  sponsored  by  the  Suffolk 


County  Auxiliary  on  January  .3,  with  Mrs.  Benjamin 
Feuerstein  as  chairman. 

A nursing  scholarship  committee  was  appointed 
with  Mrs.  Kenneth  A.  Koerber,  Brookhaven  Na- 
tional Laboratory,  as  chairman.  Serving  on  the 
committee  are  Mrs.  Grover  Silliman,  Sayville; 
Mrs.  Edwin  P.  Kolb,  Holtsville,  and  Mrs.  Milton 
Bergmann,  West  Islip. 

For  the  benefit  of  the  welfare  fund,  a bridge  party 
is  being  planned  for  May  7 in  Patchogue.  Mrs. 
Edwin  P.  Kolb  is  general  chairman. 

Tompkins  County 

Election  of  officers  featured  the  annual  meeting  of 
the  Tompkins  County  Auxiliary  held  March  15  at 
the  home  of  Mrs.  L.  P.  Larkin,  Ithaca.  Reports  of 
all  officers  and  committee  chairmen  were  made. 

Officers  elected  were:  Mrs.  Herbert  Ensworth, 

president:  Mrs.  John  Hershfeld,  vice-president; 

Mrs.  S.  B.  Kingsley,  secretary;  Mrs.  A.  F.  Nelson, 
treasurer;  Mrs.  W.  R.  Short,  delegate,  and  Mrs. 
Norman  Moore,  alternate. 

A party  was  held  in  celebration  of  the  Auxiliary’s 
first  birthday. 


Hospital  News 

[Continued  from  page  948] 


Hospital,  Dunkirk,  for  long  service  in  the  practice 
of  medicine  and  surgery  and  outstanding  contribu- 
tions to  community  health.  Dr.  Richards  has 
passed  the  55-year  mark  as  an  active  practitioner. 
Dr.  Vosburg,  in  his  second  term  as  a Chautauqua 
County  coroner,  and  Dr.  Soch,  Pomfret  town  health 
officer,  both  have  a 50-year  professional  background. 


Retired 

Dr.  George  W.  Kosmak,  New  York  City,  has 
retired  as  medical  director  of  the  Booth  Memorial 
Hospital,  after  serving  for  eight  years  in  this  capa- 
city and  as  consulting  obstetrician  since  1920. 
The  Salvation  Army  awarded  him  a certificate  of 
appreciation  for  his  long  service  to  their  institution. 


NERVES  TO  HIP  JOINT  CUT  TO  RELIEVE  ARTHRITIC  PAIN 


Relief  from  pain  caused  by  chronic  arthritis  of  the 
hip  is  possible  for  aged  patients  who  are  not  strong 
enough  to  undergo  regular  surgery,  doctors  were  told 
at  the  Chicago  meeting  of  the  American  Academy  of 
Orthopedic  Surgeons. 

This  merciful  measure  results  from  cutting  the 
major  nerves  to  the  hip  joint,  explained  Dr.  Benja- 
min E.  Obletz  of  Buffalo,  New  York. 

The  operation  can  be  done  on  pat  ients  of  any  age, 
for  it  involves  a rather  simple  procedure,  does  not 
produce  shock,  and  enables  the  patient  to  walk 


the  next  day  and  leave  the  hospital  in  one  week. 

Forty-two  patients,  on  the  average  over  60  years 
old,  have  received  this  new  surgical  treatment  since 
May  of  1946,  and  of  these  28  have  obtained  some  de- 
gree of  relief  from  pain,  Dr.  Obletz  stated. 

While  in  14  no  beneficial  results  were  noted, 
there  were  no  complications  or  ill  effects  in  any  of 
these  patients. 

This  new  type  of  operation  was  first  reported  by 
a Dr.  Tavernier  of  Lyons,  France. 

— Science  News  Letter,  February  14,  1948 
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CREATED 

IN  1918  to  aid  indigerit  members  o£  the  Medical  Profession  and 

their  Widows,  the 

Physicians ' Home 

has  functioned  satisfactorily  since  its  inception.  At  the 
present  time  our  beneficiary  aid  is  limited  by  available 
resources.  We  want  to  care  adequately  for  future  appli- 
cants. We  need  your  help. 


Chas.  Gordon  Heyd,  M.D.,  President 

Max  Einhorn,  M.D. 
1st  Vice-President 

H.  B.  Matthews,  M.D. 
2nd  Vice-President 

B.  Wallace  Hamilton,  M.D 
Treasurer 

Alfred  M.  Heilman,  M.D. 
Ass’t  Treasurer 

Beverly  C.  Smith,  M.D 
Secretary 

B.  A.  Goodman,  M.D. 
Ass't  Secretary 

Make  checks  payable  to 

P H YSI 

CIANS’ 

HOME 

52  EAST  66th  STREET,  NEW  YORK  21 


DO  YOU  HAVE  YOUR  HOTEL  RESERVATION  FOR  THE 
ANNUAL  MEETING? 


If  you  do  not  now  have  a confirmed  hotel  reservation  in  New  York  City  for  the 
Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York,  May  16  to  21, 
1948,  at  the  Hotel  Pennsylvania,  please  fill  out  and  mail  the  reservation  form,  at 
the  bottom  of  this  page,  and  send  it  directly  to  the  Hotel  Pennsylvania. 

Should  your  reservation  be  received  after  the  six  hundred  rooms  set  aside  for  the 
Society  at  the  Hotel  Pennsylvania  have  been  assigned,  your  reservation  will  be 
turned  over  to  one  of  the  neighboring  hotels — the  Hotel  New  Yorker,  the  Governor 
Clinton  Hotel,  the  Hotel  McAlpin,  the  Hotel  Martinique.  Please  indicate  your 
preference  on  the  reservation  blank.  Confirmation  of  your  reservation  will  come 
to  you  direct  from  the  hotel  making  the  accommodation. 

If  you  do  not  use  the  reservation  form  below,  be  sure  to  identify  yourself  as  a 
physician  when  writing  regarding  reservations.  This  will  insure  proper  attention 
to  your  request. 

W.  P.  Andebton,  M.D.,  Secretary 


Mr.  James  H.  McCabe,  Manager 
Hotel  Pennsylvania 
New  York  1,  New  York 

Dear  Mr.  McCabe: 

Please  reserve  accommodations  as  checked  (V)  below: 

Name 

Address 

City ■. State 

(Unless  requested  otherwise,  we  will  hold  your  reservation  until  9 p.m.  of  the  day  of 
your  arrival.) 

A.M 

Date  arriving Hour p.m 


Room  and  Bath  for  one — per  day 

$ 6.00D 

S4.00Q 

$ 5.00Q 

6.50D 

4.50D 

5.50Q 

7.00D 

Double-Bed  Room  with  Bath  for  two — per  day 

6.00D 

7.00Q 

8.00D 

8.50Q 

6.50Q 

7.50D 

9.00D 

Twin-Bed  Room  with  Bath  for  two — per  day 

8.00D 

10.00Q 

7.00Q 

8.50D 

11.00D 

7.50Q 

9.00Q 

12.00D 

Suite — Living  Room,  Bed  Room,  and  Bath 

13.50Q 

14.50D 

16.50D 

More  Than  Two  Persons  in  One  Room:  For  each  additional  person  in  Double-  or 
Twin-Bed  Room,  the  extra  charge  is  $2.00  per  day 

If  a room  at  the  rate  requested  is  unavailable  reservation  will  be  made  at  the  next 
available  rate. 


My  next  hotel  preference  would  be 
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WEST  BILE 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge. 
Telephone:  Kingsbridge  9-8440 


To  discourage  thumb-sucking 
and  nail  biting 


FALKIRK 

IN  THE 

R A M A P 0 S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Refjuest 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 

BUY 

SAVINGS  BONDS 

LET’S  TAKE  INVENTORY 

Each  year  at  this  time  most  business  concerns 
close  down  to  take  annual  inventory.  Medicine  is 
an  art,  a science — not  a business.  However,  medi- 
cine can  take  a cue  from  business  and  apply  it  well. 

Medicine  cannot  “close  down”  because  it  is  a con- 
tinuous human  service,  but  perhaps  medical  societies 
can  spare  a little  time  and  take  inventory.  Business 
inventories  are  usually  confined  to  making  a count  of 
goods  on  hand.  Business  liabilities  are  determined 
by  totalling  bills  that  are  due  and  payable.  The 
balance,  if  any,  of  the  value  of  stock  on  hand  plus 
accounts  receivable,  minus  bills  payable,  reflects  net 
worth. 

A medical  society  inventory  is  much  more  difficult 
to  accomplish.  At  the  same  time  such  an  inventory 
might  be  all  the  more  important.  The  net  worth  of 
an  unregimented  medical  profession  is  beyond  hu- 
man appreciation.  We  learn  this  fact  from  the  dis- 
tressed people  in  other  countries  who  did  not  realize 
the  value  of  an  unregimented  medical  profession 
until  that  great  intangible  asset  was  lost  as  the  result 
of  nationalization  of  industries  and  professions.  Of 
necessity,  any  inventory  along  this  line  must  be 
local  rather  than  national.  This  in  a large  measure 
is  due  to  varying  local  conditions,  local  needs,  local 
customs  and  individuals  that  make  up  each  Ameri- 
can community. 

It  may  well  be  that  the  executives  and  officers  of 
local  medical  organizations  may  wish  to  take  in- 
ventory.— News  Letter,  Council  on  Medical  Service, 
A.M.A.,  January  31,  19^8 


COPI  AGUE  GENERAL  HOSPITAL 

Separate  Accommodations  lor 

CONVALESCENTS  and  CHRONICS 

with  added  iacilities  oi  a General  Hospital 

Located  in  tranquil  country  area 
on  South  shore  of  Long  Island 

H.  R.  Blanchard,  Adm.  Tel.  Amityville  71 . 72 
Cedar  Court  Copiague,  N.  Y. 


OUTSTANDING  1n  EFFICIENCY  • APPEARANCE  • DURABILITY 

LOW-VOLT  and  HYDROGALVANIC  GENERATORS 

Specializing  in  the  Manufacture  of  Electrotherapeutic  Apparatus 

For  Detailed  Information,  Write:  TECA  CORPORATION,  220  W.  42  St.,  New  York  18,  N.Y. 


If  You  Are  Reading  a Paper  at  the 
1948  Annual  Meeting  .... 


the  New  York  State  Journal  of 

Medicine  will  appreciate  your  following  the 
suggestions  listed  below  in  the  preparation 
of  your  manuscripts.  Since  the  Annual 
Meeting  papers  are  submitted  to  the 
Journal  for  publication,  your  cooperation 
in  heeding  these  suggestions  will  save  corre- 
spondence, avoid  the  return  of  scientific 
papers  for  revisions,  minimize  the  work  of 
preparation  for  the  printer,  and  save  the  high 
costs  of  corrections  made  on  the  galley 
proofs. 

Size  of  Articles. — It  is  earnestly  desired  that 
scientific  articles  shall  not  exceed  6 Journal  pages 
at  the  outside.  Longer  articles  tend  to  lower  reader 
interest.  An  average  of  five  or  six  seems  to  be  the 
most  desirable  from  this  point  of  view.  Calculation 
can  readily  be  made  by  multiplying  the  number  of 
double-spaced  typewritten  manuscript  pages  by 
the  fraction  two-fifths,  e.g.,  twelve  manuscript  pages 
will  make  five  Journal  pages. 

Manuscripts. — Papers  must  be  typewritten  on 
one  side  only  of  white  sheets  consecutively  num- 
bered, and  be  double  spaced  with  one-inch  margins. 
They  should  be  prepared  with  great  care  so  as  to  be 
typographically  correct.  All  headings,  titles,  sub- 
titles, and  subheadings  should  be  typed  flush  with 
the  left-hand  margin.  This  is  imperative  for  rapid 
and  accurate  composition  by  the  printers. 

Titles. — The  title  should  be  brief  and  typed  in 
capital  letters.  The  subtitle  can  be  longer  and 
should  be  typed  in  caps  and  lower  case  letters. 
Under  the  title,  or  subtitle,  if  there  is  one,  should 
appear  the  name  of  the  author  and  city  in  which 
he  lives.  Directly  under  his  name  should  be  the 
hospital  or  institution  with  which  he  is  affiliated. 

Subheadings. — Subheadings  should  be  inserted  by 
the  author  at  appropriate  intervals. 

References. — It  is  the  unfailing  practice  of  the 
New  York  State  Journal  of  Medicine  to  use 
specific  “references”  rather  than  “bibliography.” 
There  should  appear  in  the  text  reference  numbers, 
typed  above  and  to  the  right  of  the  word  to  which 
there  is  a reference.  A list,  consecutively  numbered, 
of  these  references  should  follow  at  the  end  of  the 
manuscript.  (Note  that  spelling  in  list  is  same  as  in 
text.)  The  arrangement  should  be  as  follows  and 
should  include  all  items. 

a.  Books— author’s  surname  followed  by  initials; 
title  of  book;  edition;  location  and  name  of 
publisher;  year  of  publication;  volume;  and 


page  number.  Thus,  Osier,  W.:  Modern 

Medicine,  3rd  ed.,  Philadelphia,  Lea  & 
Febiger,  1927,  vol.  5,  p.  57. 

b.  Periodicals — author’s  surname  followed  by 
initials;  name  of  periodical,  volume,  page, 
month  (day  if  necessary),  year  of  publication. 
Thus,  Leahy,  Leon  J.:  New  York  State  J. 
Med.  40:  347  (March  1)  1940. 

Note;  The  Journal  does  not  include  titles  of 
articles. 

Case  Reports. — Instead  of  abstracts  of  hospital 
histories,  authors  should  write  these  reports  in  a 
narrative  style  with  properly  completed  sentences. 
All  unimportant  details  should  be  deleted  with  such 
general  negative  statements  as  fit  the  case. 

Tables. — While  tables  are  very  useful  on  lantern 
slides  in  the  reading  of  papers,  they  fail  of  this  pur- 
pose to  a large  extent  in  the  printed  page.  For  that 
reason  it  is  urged  that  they  be  reduced  as  much  as 
possible  to  descriptive  language. 

Illustrations. — These  should  be  kept  to  the  mini- 
mum necessary  to  make  clear  the  points  to  be 
registered  by  the  author.  In  some  instances  they 
are  imperative  to  proper  understanding,  in  others 
they  are  merely  picturesque.  The  latter  can  be 
excluded  to  good  effect,  both  as  to  space  and  the  not 
inconsiderable  cost. 

When  illustrations  are  to  be  used  they  should 
accompany  manuscripts  and  each  should  always 
be  referred  to  in  the  text,  preferably  by  number. 
Drawings  or  graphs  should  not  be  larger  than  12  X 
16  inches,  and  must  be  made  with  jet  black  India 
ink  on  white  paper.  Do  not  use  typewriter  for  letter- 
ing. The  smallest  lettering  on  8 X 10  inch  copy 
should  be  no  less  than  */<  inch  high.  Cross-section 
paper  (white  with  black  lines)  may  be  used,  but 
should  not  have  more  than  4 lines  per  inch.  If 
finer  ruled  paper  is  used,  the  major  division  lines 
should  be  drawn  in  with  black  ink,  omitting  the  finer 
divisions.  In  the  case  of  finely  ruled  paper,  only 
blue-lined  paper  can  be  accepted.  Lettering  and 
all  markings  must  be  large  enough  to  be  readable 
after  reduction.  Mail  rolled  or  flat,  never  fold. 
Photographs  should  be  very  distinct  and  show  clear 
black  and  white  contrasts.  They  must  be  on  glossy 
white  paper.  Avoid  round  and  oval  photographs. 

Whenever  possible  “crop”  photographs,  i.e.,  mark 
portion  that  can  be  excluded  when  reproduced. 
Crop  marks  should  be  on  margin  of  photographs. 
Do  not  run  pencil  lines  through  photographs. 

It  is  important  to  mark  the  top  of  the  illustration 
on  the  back,  also  its  number  as  referred  to  in  the  text, 
thus,  Fig.  1,  2,  and  the  name  and  address  of  the 
author. 

Legends  should  be  typewritten  on  one  sheet  of 
paper  and  attached  to  the  illustrations. 
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INTERPINES’ 

Goshen,  N.  Y. 

Phone  1 1 7 


Ethical — Reliable — Scientific 


Disorders  of  the  Nervous  System 
BEAUTIFUL— QUIET— HOMELIKE 

Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.D..  Resident  Physician 


UR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.  2-1651 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  550  Write  for  illustrated  booklet. 


BRUNSWICK  HOME 


A PRIVATE  SANITARIUM.  Convalescents,  postoper- 
ative, aged  and  infirm,  and  those  with  other  chronic  and 
nervous  disorders.  Separate  accommodations  for  nervous 
and  backward  children.  Physicians'  treatments  rigidly 
followed.  C.  L.  MARKHAM,  M.D.,  Supt. 

B'way  & Louden  Ave.,  Amityville,  N.  Y.,  Tel:  1700,  1,  2. 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Phytic, M-in-Charg,. 


IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted 

Rates  Moderate 

Eufeoe  N.  Boudreau,  M.D..  Psychiatrist 
R.  Stuart  Dyer,  M.D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE.  N.  Y. 


HOLBROOK  MANOR  Xsmheg 


Five  Ami  of  Pinewooded  Groundi 

SENILE,  AGED,  CHRONICS 

Physicians  may  treat  their  own  patients. 

Hypertensives  Arterio-sclerotics  All  Neurological  Disorders 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  Q.P. 

HOLBROOK,  L.  I.  N.  V.  Office:  GRamerey  5-4175 


TOWNS  TREATMENT  for  ALCOHOLISM  and  NARCOTIC 
and  HYPNOTIC  ADDICTIONS 

Established  1901  Now  Generally  Accepted 

PROVIDES:  (1)  An  Assurance  of  a Definite  Medical  Result 

(2)  An  Assurance  of  Length  of  Time  Required  and  Exact  Cost 

(3)  An  Assurance  of  Absolute  Privacy 

Our  “SYMPOSIUM  OF  MEDICAL  OPINION"  includes  case  histories  of 
this  successful  treatment  endorsed  by  many  physicians.  Copy  on  request. 

CHARLES  B.  TOWNS  HOSPITAL 

FOR  ALCOHOLISM  AND  DRUG  ADDICTION  EXCLUSIVELY 

COMPLETELY  REDECORATED  AND  MODERNIZED 

293  Central  Park  West,  New  York  24,  N.  Y.  Tel  iSChuyler  4-0770 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  un<l  MENTA  L discuses. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.I>.,  Physician-in-Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longaere  3-0799 


Officers — County  Medical  Societies — 1948 

TOTAL  MEMBERSHIP  AS  OF  APRIL  15,  1948—22,012 


County  President 

Albany J.  J.  Clemmer Albany 

Allegany R.  0.  Hitchcock Alfred 

Bronx S.  Weiskopf Bronx 

Broome J.  C.  Zillhardt. . . . Binghamton 

Cattaraugus...  J.  S.  Fleming Salamanca 

Cayuga C.  T.  Yarington Moravia 

Chautauqua. . . E.  O.  Black Fredonia 

Chemung A.  C.  Glover Elmira 

Chenango J.  A.  Hollis Norwich 

Clinton W.  W.  Johnson. . . .Plattsburg 

Columbia L.  D.  Carpenter.  .Germantown 

Cortland R.  H.  Kerr Cortland 

Delaware C.  K.  Ives Roxbury 

Dutchess L.  W.  Stoller Poughkeepsie 

Erie E.  D.  Babbage Buffalo 

Essex J.  M.  Walsh Ticonderoga 

Franklin J.  R.  Murphy. . .Saranac  Lake 

Fulton D.  M.  McMartin. . .Johnstown 

Genesee D.  B.  Johnson Batavia 

Greene W.  A.  Petry Catskill 

Herkimer R.  W.  Dennis Herkimer 

Jefferson L.  O.  Fox Brownville 

Kings A.  W.  M.  Marino.  . .Brooklyn 

Lewis L.  A.  Avallone Lowville 

Livingston ....  F.  J.  Hamilton Hemlock 

Madison R.  B.  Cuthbert Canastota 

Monroe E.  B.  Soble Rochester 

Montgomery..  R.  H.  Juchli Amsterdam 

Nassau E.  K.  Horton. Rockville  Centre 

New  York.  ...  H.  B.  Davidson. . . .New  York 

Niagara W.  W.  Pierce Lockport 

Oneida James  I.  Farrell Utica 

Onondaga.  ...  J.  G.  F.  Hiss Syracuse 

Ontario L.  A.  Stetson. . . .Canandaigua 

Orange T.  R.  Proper Newburgh 

Orleans A.  F.  Leone Medina 

Oswego J.  L.  H.  Mason Pulaski 

Otsego E.  J.  Keegan Oneonta 

Putnam G.  W.  Vink Carmel 

Queens Alfred  Angrist Jamaica 

Rensselaer C.  J.  Handron Troy 

Richmond. ...  S.  C.  Pettit St.  George 

Rockland G.  G.  Stone Suffern 

St.  Lawrence . . P.  T.  McGreevy Massena 

Saratoga F.  A.  Mastrianni 

Mechanicville 

Schenectady. . N.  H.  Rust Scotia 

Schoharie J.  H.  Wadsworth  . . .Cobleskill 

Schuyler F.  C.  Ward Odessa 

Seneca C.  M.  Smith Waterloo 

Steuben V.  S.  Iligby Bath 

Suffolk W.  S.  Stakes Patchogue 

Sullivan R.  S.  Breakey Monticello 

Tioga A.  J.  Capron Owego 

Tompkins H.  W.  Ferris Ithaca 

Ulster E.  S.  Goodyear Kingston 

Warren Saul  Yafa : . .Glens  Falls 

Washington. . . R.  L.  Skinner Greenwich 

Wayne J.  II.  Arseneau Lyons 

Westchester  ..  W.  G.  Childress Valhalla 

Wyoming O.  T.  Ghent Warsaw 

Vates It.  II.  Davis. Penn  Yan 


Secretary 

A.  Vander  Veer Albany 

H.  G.  Chamberlin Cuba 

G.  B.  Gilmore Bronx 

R.  S.  McKeeby..  .Binghamton 

W.  B.  Arthurs Olean 

J.  D.  Hammond Auburn 

Edgar  Bieber Dunkirk 

H.  A.  Burch Elmira 

J.  H.  Stewart Norwich 

K.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

E.  F.  Higgins Cortland 

S.  G.  Edgerton Delhi 

J.  F.  Rogers.  . . .Poughkeepsie 

II.  G.  Walker Buffalo 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

R.  K.  Lenz Gloversville 

C.  C.  Koester Batavia 

W.  M.  Rapp Catskill 

R.  C.  Knowles.  . . .Little  Falls 

C.  A.  Prudhon.  . . .Watertown 

C.  H.  Loughran Brooklyn 

E.  A.  Barnes Lowville 

R.  A.  Hemphill Mt.  Morris 

F.  0.  Pfaff Oneida 

J.  A.  Lane Rochester 

D.  W.  Childs Amsterdam 

I.  Drabkin. . .Rockville  Centre 

B.  W.  Hamilton. . . .New  York 

C.  M.  Dake Niagara  Falls 

H.  H.  Dodds Utica 

I.  L.  Ershler Syracuse 

P.  M.  Standish . . Canandaigua 

E.  C.  Waterbury. . .Newburgh 

J.  G.  Parke Albion 

U.  Cimildoro Oswego 

J.  M.  Constantine. . . .Oneonta 

F.  J.  A.  Lehr Carmel 

E.  A.  Wolff Forest  Hills 

H.  F.  Albrecht Troy 

Michael  Swick.  .Tompkinsville 
R.  L.  Yeager Pomona 

C.  F.  Prairie. Massena 

M.  J.  Magovern 

Saratoga 

R.  E.  Isabella. . . .Schenectady 

D.  R.  Lyon Middleburg 

C.  W.  Schmidt.  .Montour  Falls 

Bruifo  Riemer Romulus 

R.  J.  Shafer Corning 

E.  P.  Kolb Iloltsville 

D.  S.  Payne Liberty 

I.  N.  Peterson Owego 

Pdchmond  Douglass. . . .Ithaca 

F.  II.  Voss Phoenicia 

A.  C.  Davis Glens  Falls 

D.  M.  Vickers Cambridge 

I.  M.  Derby Newark 

W.  A.  Kelly. . .Mount  Vernon 

P.  A.  Burgeson Warsaw 

W.  G.  Roberts Penn  Yan 


T reasurer 

F.  E.  Vosburgh Albany 

L.  P.  Bly Cubi 

C.  W.  Frank Bron: 

J.  W.  Kane Binghamtoi 

George  C.  Cash Oleai 

L.  H.  Rothschild Auburi 

C.  E.  Hallenbeck ....  Dunkirl 

E.  S.  Ridall Elmir; 

J.  H.  Stewart Norwicl 

K.  M.  Clough Plattsburj 

L.  J.  Early Hudsoi 

F.  F.  Sornberger Cortlanc 

S.  G.  Edgerton Delh 

J.  F.  Rogers.  . . .Poughkeepsie 

E.  A.  Woodworth. . . .Kenmon 
J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malom 

W.  H.  Raymond . . . Johnstowi 
C.  C.  Koester Batavi; 

M.  H.  Atkinson Catskil 

R.  C.  Knowles. . . .Little  Fall 

L.  E.  Henderson. . .Watertowi 

H.  Mandelbaum Brooklyi 

E.  A.  Barnes Lowvilli 

R.  A.  Hemphill Mt.  Morri 

J.  F.  Rommel Oneid; 

J.  L.  Norris Rocheste 

M.  J.  Kizun Amsterdan 

I.  Drabkin. . .Rockville  Centre 

C.  W.  Cutler New  Yor! 

F.  A.  Lowe Niagara  Fall 

R.  C.  Hall Utic; 

A.  C.  Hofmann Syracuse 

P.  M.  Standish.  . Canandaigu: 
E.  C.  Waterbury. . .Newburgl 

J.  G.  Parke Albioi 

U.  Cimildoro Osweg 

J.  M.  Constantine...  .Oneont: 

G.  H.  Steacy Mahopa 

D.  M.  Raskind . LonglslandCit; 

H.  C.  Engster Tro; 

H.  Dangerfield St.  Georg 

M.  R.  Hopper Nyac’ 

L.  T.  McNulty Potsdar 

J.  M.  Lebowich 

Saratog 

Harry  Miller Schenectaa; 

D.  L.  Best Middlebur 

C.  W.  Schmidt. . Montour  Fall 

Bruno  Riemer Romulu 
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Does  Your  Medical  Assistant  Need  Additional  Training? 


She  can  register  now  tor  evening  courses  in  laboratory 
techniques  and  X-Ray. 

Our  12-months  day  course  includes  intensive  training 
in  laboratory  techniques,  physiotherapy  apparatus,  X- 
Ray,  nursing  techniques,  and  medical  stenography. 


MancLL  School 


1834  Broadway — NYC 
Circle  7-3434 


Licensed  by  the  State  of  New  York 


TRAINED  MEDICAL  PERSONNEL 

Rigid,  thorough  training  in  haematology,  urinalysis,  all 
phases  of  medical  stenography,  x-ray  and  medical  machines 
makes  Paine  Hall  graduates  capable  assistants.  Our  free 
placement  service  will  help  you  find  the  right  girl. 

1008FifthAve.,NewYork28 
Bu.  8-2294 

Licensed  by  State  of  N.  Y. 


SUPERIOR  PERSONNEL  Assistants  and  execu- 
tives in  all  fields  of  medicine — young  physicians,  department 
heads,  nurses,  staff  personal,  secretaries,  anaesthetists, 
dieticians  and  technicians 


NEW  YORK  MEDICAL  EXCHANGE 

489  FIFTH  AVE.,  N Y.C  (AGENCY)  MURRAX  HILL  2-0676 


POSITION  WANTED 


Trained  in  Cancer  pathology,  cancer  cytology,  clinical  can- 
cer. Many  publications,  seeks  part  time  position  tumor 
diagnostic  or  detection  clinic  New  York  city  area  or  nearby 
vicinity.  Box  162,  N.  Y.  St.  Jr.  Med. 


RADIOLOGIST 


Veteran — diplomate — diagnosis,  therapy,  desires  part  time 
association,  afternoons,  clinic,  group  or  other  physician,  New 
York  Metropolitan  Area.  Box  164,  N.  Y.  St.  Jr.  Med. 


WANTED 


Otolaryngologist — Veteran,  36  years  old,  completing  24 
month  accredited  surgical  residency  on  June  30,  1948,  desires 
purchase  of  ENT  practice,  or  association  with  otolaryngolo- 
gist for  eventual  partnership.  Location  must  be  in  New 
York  State,  preferably  in  vicinity  of  New  York  City.  Avail- 
able after  June  30th.  Box  160,  N.  Y.  St.  Jr.  Med 


WANTED 


Ophthalmologist  and  Otolaryngologist  with  qualifications  for 
Boards  as  permanent  associate.  Box  144,  N.  Y.  St.  Jr.  Med. 


CLASSIFIED 


One  5 and  one  7 room  doctor’s  office,  immediate  occupancy 
Superior  location,  3 E.  7 1st  St.,  right  off  Fifth  Avenue.  New 
building,  100%  cooperative,  just  completed,  available 
to  N.  Y.  State  residents  only.  Prices  start  at  $13,545. 
Call  Hamlin  of  Douglas  Elliman,  weekdays  PL  3-9200. 


INVESTMENT  OPPORTUNITIES 

FIRST  AND  SECOND  MORTGAGES 
$1 000  and  up 

Expeit  personal  management.  Yield  6-10%. 

DANSKER  REALTY  & SECURITIES  C0RP. 

106  Montague  St.,  Brooklyn  2,  N.Y.  Telephone  Main  4-4397 


FOR  SALE 


Bronx,  N.  Y.  Well-established  general  practice.  Fully 
equipped  3-room  modern  office.  Combined  living  quarters 
available.  Retiring,  ill  health.  Box  166,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Hotel  Office,  5 rooms,  Mid  town  Manhattan,  well  equipped 
with  x-ray,  BM,  ECG,  etc.  Owner  leaving  general  practice. 
Will  introduce.  Box  165,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


A fully  equipped  five  room  office,  modern  in  all  details. 
Marvelous  location,  Bay  Pajkway,  Brooklyn.  No  living 
quarters.  Doing  a successful  practice,  leaving  to  specialize. 
For  immediate  disposition.  Box  163,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


New,  compact,  shock-proof,  portable  X-ray  machine,  15 
milliamperes,  works  on  110  volt  line.  Excellent  for  fluoros- 
copy and  spot  films.  Price  $350.00.  Call  Regent  4-3472, 
10-12  AM. 


FOR  SALE 


List  of  20  authoritative  diets,  typewriter  fac-simile,  with 
printed  letterhead.  Specimen  and  details  on  request.  P.S. 
Meyers,  152  Von  Houten  Ave.,  Passaic,  N.  J. 


For  Patents 

Consult:  Z.  II.  POLACHEK 
Reg.  Patent  Attorney 

1234  Broadway  (at  31st)  N.  Y.  LOngacre  5-3088 
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When  it  is  difficult  to 
categorize  the  anemia 


DESICCATED  LIVER 
FERROUS  SULFATE 
ASCORBIC  ACID 
FOLIC  ACID 


SQUIBB 


A new  hematinic  combination  for  the  simultaneous 


administration  of  four  therapeutic  essentials 


DESICCATED  LIVER:  whole  liver  with  only  the  water  removed.  Provides  nutritive  elements  of 
fresh  liver,  including  the  experimentally  essential,  clinically  impressive  sec- 
ondary anti-anemia  fractions. 

FERROUS  SULFATE  EXSICCATED : one  of  the  most  readily  utilized,  tolerated  and  absorbed  forms 
of  iron.  For  specific  treatment  of  iron  deficiency  anemias. 

ASCORRIC  ACID:  often  a prerequisite  in  anemias  associated  with  C avitaminosis.  Recent  work 
also  suggests  it  influences  iron  absorption  and  red  cell  maturation. 

FOLIC  ACID : bone-marrow  stimulant  factor  of  the  B complex,  specific  for  macrocytic  anemias  of 
malnutrition,  pregnancy,  pellagra,  and  sprue;  also  of  value  with  parenteral 
liver  therapy  in  Addisonian  pernicious  anemia. 

Thus,  when  more  than  one  form  of  anemia  is  present  or  suspected,  and 

is  difficult  to  categorize,  Liafon  provides  the  essentials  for  therapy. 


DOSAGE  EQUIVALENTS 


EACH  LIAFON  CAPSULE  CONTAINS: 

3 capsules  daily 

6 capsules  daily 

Desiccated  Liver 0.5  Gm. 

(Approx,  equivalent  to  2 Gm.  whole  fresh  liver) 

*6  Gm. 
fresh  liver 

*12  Gm. 

fresh  liver 

Ferrous  Sulfate  Exsiccated  ...  2.0  gr. 
(Approx,  equivalent  to  2.85  gr.  ferrous  sulfate) 

*8.5  gr. 
ferrous  sulfate 

*17  gr. 
ferrous  sulfate 

Liafon  is  supplied  Ascorbic  Acid 50.0  mg. 

150  mg. 

300  mg. 

100  and  1,000  Folic  Acid 1.67  mg. 

.MANUFACTURING  CHEMISTS  TO  TH 

5 mg.  j 10  mg. 

’Approximate  equivalent 
E MEDICAL  PROFESSION  SINCE  1858 

HABIT 

TIME 


PHILADELPHIA  3,  p A 


°'  Ingredient: 
Mineral  Oil  65% 
DIRECTIONS— Adults  One  table 
spoonful.  Children:  One  teaspoonful. 
Important  — Oo  not  take  directly 
before  or  after  a meal. 

May  be  thinned  with  water,  milk  or 
fruit  juice  if  desired 


SHAKI  Will. 


ANNOUNCING 

TEA  CHI NG  DA  Y 

A SPECIAL  SERIES  OF  LECTURES 

TUESDAY,  MAY  18TH 
AT  THE  ANNUAL  MEETING 

HOTEL  PENNSYLVANIA,  NEW  YORK  CITY 

Arranged  by  the  Council  Committee  on  Public  Health  and  Education 
of  the  Medical  Society  of  the  State  of  New  York 

0.  W.  H.  Mitchell,  M.D.,  Chairman 
George  Baehr,  M.D.,  New  York 
Charles  D.  Post,  M.D.,  Syracuse,  Presiding 


PART  I 
NUTRITION* 

9:30  A.M. 

1.  Some  Newer  Aspects  of  Protein  Utiliza- 

tion 

David  Schwimmer,  M.D.,  Associate 
Visiting  Physician,  Metropolitan 
Hospital;  Associate  in  Research,  New 
York  Medical  College,  Flower  and 
Fifth  Avenue  Hospitals,  New  York 
Thomas  H.  McGavack,  M.D.,  Pro- 
fessorof  Clinical  Medicine,  New  York 
Medical  College,  Flower  and  Fifth 
Avenue  Hospitals,  New  Y'ork 

2.  The  Influence  of  Disease  on  Nutritional 

Requirements 

Herbert  Pollack,  M.D.,  Associate 
Physician  and  Chief  of  Metabolic 
Division,  Mt.  Sinai  Hospital,  New 
York 

John  Rookman,  M.D.,  Assistant 
Resident  for  Metabolic  Diseases, 
Mt.  Sinai  Hospital,  New  York 

PART  II 

REHABILITATION  and  PHYSICAL 
MEDICINE* 

Dynamic  Therapeutics  in  Chronic  Disease, 
with  a Clinical  Demonstration 
Howard  A.  Rusk,  M.D.,  Professor  of 
Rehabilitation  and  Physical  Medicine, 
New  York  University  College  of  Medi- 
cine; Associate  Editor,  New  York  Times, 
New  Y'ork 

PART  III 

PANEL  DISCUSSION:  MODERN 

TRENDS  IN  MEDICAL  CARE 
2:00  P.M. 

I-ouis  H.  Rauer,  M.D.,  Presiding,  President, 


Medical  Society  of  the  State  of  New  York, 
T.  C.  Routley,  M.D.,  General  Secretary 
Canadian  Medical  Association,  Toronto 
George  F.  Lull,  M.D.,  Secretary  and 
General  Manager,  American  Medical  Asso- 
ciation, Chicago 

PART  IV 

ROUND  TABLE  CONFERENCE  ON 
MEDICAL  CARE  INSURANCE  IN  NEW 
YORK  STATE 

A-  H.  Aaron,  M.D.,  Buffalo,  Presiding, 
Chairman,  Subcommittee  on  Medical  Ex- 
pense Insurance  of  the  Council 
Committee  on  Economics 

1.  Benefits  Offered  by  Voluntary  Non- 

profit Medical  Care  Insurance  Plans 
in  New  York  State 
Carlton  E.  Wertz,  M.D.,  President, 
Western  New  York  Plan,  Inc.,  Buffalo 

2.  Advantages  of  a Service  Contract  for 

Low  Income  Subscribers 
Milton  J.  Goodfriend,  M.D.,  Board 
of  Directors,  United  Medical  Service, 
New  York 

3.  Progress  Report  on  Voluntary  Non- 

profit Medical  Care  Insurance  Plans 
in  New  York  State 
George  P.  Farrell,  Director,  Bureau 
of  Medical  Care  Insurance,  Medical 
Society  of  the  State  of  New  York 

4.  Home-Town  Medical  Care  of  Veterans 

under  Veterans  Medical  Service 
Plan  of  New  York,  Inc. 

Herbert  H.  Bauckus,  M.D.,  Buffalo, 
President,  Veterans  Medical  Serv 
ice  Plan  of  New  York,  Inc. 


*Fach  Lecture  Will  Be  Approximately  Thirty  Minutes  Followed,  By  General  Discussion 
•These  lectures  are  presented  by  the  Medical  Society  of  the  State 
of  New  York  with  the  cooperation  of  the  New  York  State  De- 
partment of  Health. 
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JExperienee  is  the  Best  Teacher 


Aceurilinf/  tit  a Xutiomcitle  surn>i/ : 

More  Doctors  Smoke  €1A3MJEMjS 

than  ant/  other  eitjaveile 

Three  leading  independent  research  organizations  in  a nationwide  sur\ey  asked  113,597  doctors 
what  cigarette  they  smoked.  The  brand  named  most  was  Camel! 


R.  J.  Reynolds  Tobacco  Company 
Winston-Salem,  N.  C. 


Camillo  Golgi  (18 14-1926) 


proved  it  in  neurology 


Golgi  is  best  remembered  today  for  bis  detailed  investi- 
gations of  the  finer  microscopic  structures  of  the  nervous 
system.  Golgi’s  improved  methods  for  staining  nerve  cells 
and  fibres,  as  well  as  bis  own  histologic 


Experience  is  the  best  teacher  in  cigarettes,  too! 


ith  millions  of  smokers  who  have  tried  and  compared 
different  brands  of  cigarettes.  Camels  are  the  "choice  of 
experience.”  Try  Camels!  See  how  your  taste  welcomes 
the  rich  flavor  of  Camel’s  choice,  properly  aged,  expertly- 
blended  tobaccos.  See  if  your  throat  doesn't  find  Camel’s 
cool  mildness  mighty  pleasing. 

Yes!  Let  your  own  experience  tell  you  why  more  people 
are  smoking  Camels  than  ever  before. 
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CREATED 

IN  1918  to  aid  indigent  members  of  the  Medical  Profession  and 

their  Widows,  the 

Physicians'  Home 

has  functioned  satisfactorily  since  its  inception.  At  the 
present  time  our  beneficiary  aid  is  limited  by  available 
resources.  We  want  to  care  adequately  for  future  appli- 
cants. We  need  your  help. 


Chas.  Gordon  Heyd,  M.D.,  President 
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Like  a neglected  house,  a body  dis- 
abled by  arthritis  can  usually  be  re- 
stored to  usefulness  by  a thorough 
program  of  rehabilitation.  Chronic 
arthritis  — a systemic  disease  with 
multiple  disturbances  — requires  a 
complete  systemic  rehabilitation  pro- 
gram. Darthronol,  an  important  part 
of  such  a program,  combines  the  anti- 
arthritic  effects  of  massive  dosage 
vitamin  D together  with  the  nutri- 
tional influence  of  other  essential  vita- 
mins. Darthronol  treats  the  arthritic 
not  merely  the  arthritis. 


EACH  CAPSULE  CONTAINS: 

• 

Vitamin  D(  Irradiated  Ergosteroh  50,000  U.S.P.  Units 
Vitamin  A (Fish-Liver  Oil)  . 5,000  U.S.P.  Units 

Ascorbic  Acid  75  mg. 

Thiamine  Hydrochloride 3 mg. 

Riboflavin  . . 2 mg. 

Pyridoxine  Hydrochloride 0.3  mg. 

Calcium  Pantothenate 1 mg. 

Niacinamide 15  mg. 

Mixed  Tocopherols 4 mg. 

(Equivalent  to  3 mg.  of  synthetic  Alpha  Tocopherol) 


.... 


..  a,  ROERIC 


DARTHRONOL/- 


J.  B.  ROERIG  AND  COMPANY 


536  Lake  Shore  Drive 


Chicago  11,  Illinois 
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IT’S  THE  Same, 
DIATHERMY! 

AVAILABLE  IN  VARIOUS 
APPLICATOR  COMBINATIONS 

Here’s  maximum  flexibility,  safety 
and  operating  economy  all  rolled 
into  one  superior  diathermy  unit! 
Made  by  the  makers  of  the  famous  j 
Bovie  Electrosurgical  Unit,  the  i 
Model  SW-227  features  the  pat- 
ented L-F  Hinged  Treatment 
Drum,  Air-Spaced  Plates  and 
other  accepted  applicators.  No  j 
limitation  on  types  of  treatment. 
“Wavemaster”  Frequency  Control 
guarantees  operation  within  au- 
thorized frequency  channels. 
F.C.C.  Type  Approval  No.  D-472. 

WRITE  FOR  FULL  DETAILS 

/ 
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When  a patient’s  protein  reserves  are  depleted, 
or  when  there  is  an  acute  demand,  speed 
is  important  to  satisfy  the  protein  requirements. 
At  the  recommended  rate,  1,000  cc  Protein 
Hydrolysate,  Baxter,  may  be  administered  in 
less  than  two  hours.  Make  sure  your 
hospital  has  Protein  Hydrolysate,  Baxter, 
readily  available.  The  new  booklet — 

Protein  Hydrolysate,  Baxter  (Parenteral)  — 
is  yours  for  the  asking.  Write  Baxter 
Laboratories,  Inc.,  Morton  Grove,  Illinois. 


Distributed  and  available  only  in 
the  37  states  East  of  the  Rockies 


American  Hospital  Supply  Corporation  • General  Offices,  Evanston,  Illinois 
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ciliary 

activity  in 


Ciliary  motion  carries  away  exudative  debris  in 
the  upper  respiratory  passages.  This  action 
should  not  be  inhibited  by  therapy  of  the 
common  cold,  sinusitis  or  hay  fever. 


COLDS 
SINUSITIS 
HAY  FEVER 


The  isotonic  solutions  of  Neo - Synephrine  hydro- 
chloride permit  ciliary  function  to  continue  in 
an  efficient  manner,  while  congestion  is  reduced 
by  vasoconstriction. 


NEO-SYNEPHRINE 

HYDROCHLORIDE 

BRAND  OF  PHENYLEPHRINE  HYDROCHLORIDE 


© 


.- .. . 


Supplied  in  % % solution  (plain  and  aromotic),  1 oz. 
bottles.  Also,  t % solution  (when  greater  concentration  is 
required),  1 oz.  bottles,  and  A % water  soluble  jelly,  % oz 


INC 


N«o-Syn*phrin«.  trodomork  rog  U S & Canoda. 


New  York  13,  N.  Y.  Windsor,  Ont. 
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S0DASC0RBATE 

Viiwun 


SODASCORBATE,  Van  Patten's  brand  of 
sodium  ascorbate,  offers  a distinct  improve- 
ment in  Vitamin  C therapy  because  it  is: 

Free  from  the  irritative  and  acid-shift  effects 
frequently  experienced  with  large  doses  of 
plain  ascorbic  acid. 

Approximately  neutral  in  chemical  reaction. 
Stable , pleasant-tasting. 

Each  tablet  contains  120  mg.  of  sodium  ascorbate 
equivalent  in  Vitamin  C activity  to  100  mg.  of 
ascorbic  acid. 


Sign  and  mail  coupon  below 
for  samples  and  literature 


NYrf 

6-48 


VAN  PATTEN  PHARMACEUTICAL  CO. 

1227  Loyola  Ave.,  Chicago,  26 
Gentlemen:  Please  send  items  checked: 
SODASCORBATE  Q Samples  Q Literature 


Dr._ 


Address. 
Town 


. State. 


SALINIDOL 

Formula  U.S.P.H.  Service 


Salicylanilid 5% 

Carbowax 95% 


Ringworm  of  the  Scalp 

(Microsp.  Audouini  or  Microsp. 
Lanosum) 

Salinidol— Greaseless,  Stainless, 
Odorless.  Easily  removed  with 
water. 

The  hair  must  be  clipped  every 
10  days  and  Salinidol  applied 
daily. 

Please  write  for  sample  and 
literature. 

DOAK  CO.,  INC. 

Cleveland,  Ohio 

NY  5-48 
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THIS  SUGGESTION 
MAY  BE  OF  VALUE  FOR  YOUR 
THROAT  PATIENTS: 


When  cigarette  smoking  is  a factor  in  throat  irritation, 
many  leading  nose  and  throat  specialists  suggest* 
to  their  patients  a choice  of  3 alternatives: 

1 .  Stop  Smoking, 

2.  Smoke  less, 

3.  Change  to  Philip  Morris! 

• Philip  Morris  is  the  only  cigarette  proved  definitely  and  measurably 
less  irritating!**  Perhaps  you  too  will  find  it  worth  while  to  suggest 
" Change  to  Philip  Morris/'.  . . by  far  the  wisest  choice 
for  everyone  who  smokes. 


PHILIP  MORRIS 

Philip  Morris  & Co.,  Ltd.,  Inc. 

119  Fifth  Avenue,  N.  Y. 

DO  YOU  SMOKE  A PIPE?  We  suggest  an  unusually  fine 
blend  — Country  Doctor  Pipe  Mixture.  Made  by  the  same 
process  as  used  in  the  manufacture  of  Philip  Morris  Cigarettes. 


*Co mpletely  documented  evidence  on  file. 

**May  we  send  you  copies  of  these  published  studies: 

Laryngoscope,  Feb.  1935,  Vo  I.  XLV,  No.  2,  149-154 , Laryngoscope , Jan.  1937,  Vo  I.  XLVII,  No  I,  58-60 
Proc.  Soc.  Exp.  Biol,  and  Med.,  1934,  32-241,  N.  Y.  State  Joum  Med.,  Vo I.  35,  6-1-25,  No.  II.  590-592. 
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Octin 


for  Relief  of  Smooth  Muscle  Spasm 


Octin  is  an  antispasmodic,  indicated  for  the 
treatment  of  spastic  conditions,  particularly  of 
the  genito-urinary  and  gastrointestinal  tracts. 

TABLETS  - 2 grains  Octin  mucate. 

ORAL  SOLUTION  - 1 0 % aqueous  solution  (I  grains  per  cc.) 
AMPULES  - I cc.  ( I V2  grains  Octin  hydrochloride.) 

Octin  fmethylliiooctmiylamlne)  Trade  Murk  Hilhuber, 

BILHUBER-KNOLL  CORP.,  ORANGE,  N.  J. 
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to  reduce  risk 

of  vascular  accident 

due  to 

INCREASED 
CAPILLARY 
FRAGILITY- 

RUPHYLLIN 

In  diseases  in  which  abnormal  capillary  fragility  is  a potential  danger 
(hypertension,  arteriosclerosis,  coronary  disease,  diabetes  mellitus)  or  when 
such  increased  fragility  is  connected  with  use  of  certain  drugs  (thiocyanate, 
sulfadiazine,  gold  salts,  etc.)  — Ruphyllin  — an  important  new  Searle  prepara- 
tion-offers a means  of  protection  against  vascular  accident  and  may  be 
administered  over  prolonged  periods  of  time. 


AMINOPHYLLIN  (SEARLE)  100  mg.  — provides  myocardial  stimulation, 
smooth  muscle  spasmolysis,  diuresis; 

RUTIN  20  mg.  —provides  prophylaxis  against  increased  capillary  fragility; 
restores  normal  tension  in  capillaries  which  have  developed  increased 
fragility;  synergizes  diuretic  action  of  Aminophyllin; 

PHENOB ARBITAL  15  mg.— provides  mild  and  continuing  sedation  desir- 
able in  treatment  of  hypertensive  and  cardiac  cases. 


SEARLE 

RESEARCH  IN  THE  SERVICE  OF  MEDICINE 


RUPHYLLIN  IS  THE  TRADEMARK  OF  G.  D.  SEARLE  & CO.,  CHICAGO  80.  ILLINOIS. 
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The  cause  of  ammonia  dermatitis  is 
ammonia  liberated  by  bacterial  de- 
composition of  urinary  urea.  DIAPENE 
— impregnated  into  the  laundered 
diaper  merely  by  rinsing  — checks  the 
particular  bacillus  which  releases  am- 
monia from  the  baby's  urine.  DIAPENE, 
therefore,  prevents  and  relieves  diaper 
rash  by  eliminating  the  cause. 
IMPORTANT: — DIAPENE  is  as  basically 
necessary  as  baby  oil,  powder  or  oint- 
ment, because  chafing,  prickly  heat, 
allergy  rashes,  etc.,  are  often  aggra- 
vated by  ammoniacal  urine.  DIAPENE  is 
a prophylactic  MUST  for  every  baby! 
For  prevemion,  medicate  only  “night"  diapers. 
For  treatment,  medicate  all  the  diapers. 
One  tablet  to  2 qts.  water,  a rinse  for  6 diapers.. 


Bacteriologically  and  Clinically 
Tested  for  Doctor’s  Use  — 


Homemakers’  Products  Corporation  ns-7 

380  Second  Avc.,  New  York  10,  N.  Y. 


Please  send  rne,  without  cost,  literature  and  sam- 
ples of  DIAPENE  to  eliminate  cause  of  diaper 
rash  ( ammonia  dermatitis). 

I), 

A, Urn  i 

City  Zone State — 

I average diaper  rash  cases  weekly. 
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Outstanding  advantages  of 
Acnomel’s  special  new  vehicle . . . 

Acnomel’s  superior  vehicle  embodies  an  entirely 

new  principle  in  topical  acne  therapy.  To  this  vehicle — a stable, 
grease-free,  flesh-tinted  hydrosol — Acnomel  owes 
the  following  important  advantages: 


1 

2 

3 

4 

5 

6 


It  is  easy  to  apply  smoothly  and  evenly. 


Upon  application,  it  dries  in  a few  seconds. 


Its  active  ingredients  are  maintained  in 
intimate  and  prolonged  contact  with 
the  affected  areas. 


1 1 removes  excess  oil  from  the  skin. 


It  is  readily  washed  off  with  water. 


It  is  economical,  since  there  is  no  waste 
during  application. 


Smith , Kline  & French  Laboratories , Philadelphia 


Acnomel 

a significant  advance , clinical  and  cosmetic, 

in  acne  therapy 


Stimulates  healthy  granulation 


. . . rapid  epithelization 


Long-standing  diabetic 
ulcer,  treated  intermit- 
tently by  approved 
methods,  without  success. 


Same  lesion,  almost  en- 
tirely healed,  after  10 
weeks’  treatment  with 
Vitamin  A and  D Oint- 
ment. 


in  slow-healing  wounds 
crushing  and 
avulsive  injuries 
burns  * ulcers 
fissured  nipples 


4 


* ■'  mcorp. 

s,y-  b.„. 

**n°c^ATo»,ES,  INC. 


JERSEY,  U.S.A. 


Topical  application  of  the  natural  vitamins  A and  D 
— as  provided  in  White’s  Vitamin  A and  D Ointment — “results  in 
a remarkable  regeneration  of  all  sorts  of  tissue  defects  . . . wounds 
fill  more  quickly  with  granulations  . . . epithelize  more  satisfac- 
torily and  heal  more  rapidly  than  with  other  methods  . . . reduces 
infection — destroys  no  epithelial  elements — minimizes  skin  graft- 
ing.”1 In  local  care  of  the  puerperal  nipple:  . . gave  protec- 

tive and  therapeutic  results  much  better.  . . than  other  methods.”2 

White’s  Vitamin  A and  D Ointment  provides  the  natural  vita- 
mins A and  D derived  from  fish  liver  oils  and  in  the  same  ratio  as 
found  in  cod  liver  oil — in  an  appropriate  lanolin-petrolatum  base; 
pleasantly  fragrant — free  from  excessive  oiliness.  In  1.5  oz.  tubes; 
8 oz.  and  16  oz.  jars;  5 lb.  containers. 


1.  Hardin,  P.  C. : So.  Surg.  10: 301  (May)  1941. 

2.  Brougher.  .1.  C. : West.  J.  Surg..  Obst.  and 


WHITE  LABORATORIES,  INC.,  Pharmaceutical  Manufacturers,  Newark  7,  N.  J. 
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The  advice  is  always  “SEE  YOUR  DOCTOR” 

To  an  audience  of  over  23  million  people,  in  LIFE  and  other 
national  magazines,  Parke,  Davis  & Co.  presents  the  message  shown 
below.  This  is  the  211th  advertisement  in  the  campaign  in  behalf 
of  the  medical  profession,  published  continuously  since  1928. 

A reproduction  in  full  color  will  be  sent  on  request. 

Write  Parke,  Davis  & Company,  Detroit  32,  Mich. 


Some  things  you  should  know  about  reducing  yOUl  Weight 


No.  211  in  a series  of  messages  from  Parke , Davis  & Co. 
on  the  importance  of  prompt  and  proper  medical  care. 


w 


^ i is.  an  accepted  medical  fact  (hat  excess 
weight  can  impair  your  heal 1 1 1 and  effi- 
:y,  and  possibly  shorten  your  life. 


One  person’s  proper  weight  may  be  quite 
dillerent  from  another's,  however— e\en  though 
their  height  and  age  are  approximately  the 
same.  A large-boned,  muscular  person,  for  in- 
stance. should  weigh  considerably  more  than  a 
small-boned  person  ol  the  same  height  and  age. 

How  much  you  should  weigh  is  something 
to  leave  up  to  your  doctor.  Only  your  doctor 
can  accurately  judge  whether  your  weight  is 
within  normal  limits,  or  whether  a loss  or  gain 
in  weight  is  medically  advisable. 


//  your  dorlor  tells  you  that  you  weigh  more 
than  you  should,  it's  just  good  sense  to  do 
something  about  it  under  his  supervision. 
To  undertake  a weight  reducing  program 
without  proper  medical  guidance  isa  foolish . 
anil  often  dangerous,  thing  to  do. 

It  would  lie  pleasant  if  there  were  some 
simple  pill  whi<  h would  automatically  and 
safely  reduce  your  weight  with  no  effort  on 
your  part.  Unfortunately,  no  such  remedy  ex- 
ists. So-called  "reducing  pills,"  taken  without 
a physician’s  advice,  arc  usually  valueless  and 
may  be  dangerous. 

One  type  of  pill,  for  instance,  will  cause 
you  to  lose  weight  — but  only  for  a day  or 
two!  Its  action  is  to  remove  water  from  body 
tissues,  thus  lowering  your  weight.  But  as  soon 
as  the  water  is  replaced,  the  extra  pounds 
are  back  again. 

Another  thing  to  beware  of,  in  an  efTort  to 
lose  weight,  is  any  soil  of  faddist  diet. 

A liquid  diet  may  often  he  just  as  fattening 
as  a normal  otic.  A diet  which  concentrates 
on  a partic ular  food,  anil  excludes  most  other 
foods,  may  deprive  you  of  nutritive  elements 
essential  to  the  maintenance  of  good  health. 


Ski-:  Your  Doctor.  1 et  him  decide  whether 
you  should  lose  weight,  how  much  you  should 
lose,  and  how  quickly,  l.et  him  tell  you  how 
you  can  do  it  without  starving  yourself,  with- 
out risking  your  health.  He  can  recommend  a 


well-balanced  diet.  He  can  advise  you  about 
exercise.  II  he  thinks  medication  will  be  help- 
ful in  your  case,  follow  his  instructions  about 
dosage  exactly.  Hisadvit  e is  the  only  advice  you 
can  trust  in  matters  that  concern  your  health. 


Movers  of  medicines  prescribed  by  physicians 


PARKE,  DAVIS  & CO. 


Ittrorth  onil  Mo*ulocfv'l*t 
toboroforCai,  Dtlroii  32,  MlrK 
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These  pills  are  engaging  increased  interest  in 
neurological  clinics  as  well  as  in  private  practice,  especially 
in  the  treatment  of  the  Sequelae  of  Epidemic  Encephalitis. 
They  embrace  the  full  therapeutic  properties  of  the  drug  in 
a form  convenient  for  administration. 


Each  pill  exhibits  0.16  Gram  (2 Ys  grains)  of  the  dried 
leaf  and  flowering  top  of  Datura  Stramonium,  alkaloidally 
standardized,  and  therefore  contain  0.4  mg.  (kiuo  grain)  of 
the  alkaloids  in  each  pill. 


Sample  for  clinical  test  and  literature  mailed  upon  request^. 


Davies,  Rose  & Company,  Limited 

Manufacturing  Chemists,  Boston  18,  Massachusetts 
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DO 

YOU 

KNOW 

WHAT 

THESE 

SYMBOLS 


STAND 

FOR? 


DRUGS 

YOU  CAN  DEPEND  ON 
ANY  DRUG  PRODUCT  THAT 
BEARS  THE  NAME  REXALL. 


Samuel  Plimsoll  fought  bitterly  against 
overloading  of  merchant  ships  which  cau 
disasters  at  sea.  From  his  fight  came 
symbol.  It  sets  a limit  beyond  which  a s 
may  not  be  burdened.  To  the  seaman, 
"Plimsoll  mark"  is  a symbol  of  safety  throi 
rigid  control. 

Another  symbol  of  safety  through  ri 
control  is  the  blue  and  white  symbol  of  Rex 
About  10,000  conveniently  located,  indepe 
ent  drug  stores  display  the  familiar  Re 
sign.  It  is  your  assurance  of  reliable  pharr 
ceuticals  and  superior  pharmacal  skill  in  tt 
compounding. 

REXALL  DRUG  COMPAh 

LOS  ANGELES,  CALIFORNIA 

PHARMACEU IICAL  CHEMISTS  FOR  MORE  I HAN  45  Yl 


F SHE  TOUCHES  BUDS 

THEY  WILL  WITHER" 


Folklore  is  full  of  tales  of  the  malevolent  power  exerted  by 
menstruating  women.1  And  certainly  many  a modern  fanri l> 
will  testify  to  the  baleful  influences  of  a woman  distraught 
by  dysmenorrhea  and  premenstrual  tension. 

For  centuries,  the  treatment  of  painful  menses  has 
been  empiric  and  symptomatic.  But  now  endocrine 
therapy— with  the  corpus  luteum  hormone— aims  at 
correcting  a basic  deficiency.  A lack  of  progesterone 
results  in  a different  type  of  uterine  contraction,  which 
in  turn  may  explain  the  labor-like  pains  of  dysmenor- 
rhea." Since  it  is  well  established  that  Pranone*  Tablets 
have  a quieting  effect  on  uterine  motility  in  threatened 
abortion,3  this  medication  is  logical  treatment  for  dysmenor- 
rhea as  well. 

PRANONE 


i in hvdrohydroxy -progesterone  l .S.P.  X///I 


tablets 


Many  important  clinical  studies4'7  have  shown  that  Pranone 
i eases  menstrual  molimina  for  7 nut  of  10  afflicted  women, 
not  only  by  lessening  severe  pain  but  by  warding  off  the 
accompanying  emotional  upsets. 

As  Pranone  Tablets  are  physiologic  therapy  and  simple 
to  administer,  they  are  worthy  of  trial  for  dysmenorrhea, 
premenstrual  tension  and  menstrual  neuroses. 

PACK  AGING  : Pranone  (anhydrohydroxv-progesterone)  Tablets  of  5,  10  or  25  mg., 
in  koxP9  of  20.  40,  100  and  250  tablet*.  Proi.pton*  (Progesterone  U.S.P.  XIII,  in  oil  I 
in  ampuls  of  1,  2,  5 or  10  nig.,  in  boxes  of  3,  6 and  30  ampul*;  multiple  dose  vial* 
of  10  cc.  containing  25  mg.  per  cc. 

BIBLIOGRAPHY:  (1  I Chadwick,  M. : Nervous  and  Mental  Disease  Monograph* 
Series  No.  56.  1032.  (2)  Torpin,  R.;  Woodbury,  R.  A.,  and  Child.  G.  P. : Am.  J.  Ob*t. 
K Gyner.  54:766,  1017.  (3)  Rutherford.  R.  N. : Am.  J.  Obst.  £ Gyner.  51:652,  1046. 
fl»  Soule.  S.  1).:  J.  Clin.  Endocrinol.  1 :567,  10  U.  (5)  Greenblatt,  R.  B. : McCall. 
E.  F.,  and  Torpin,  R.:  Am.  J.  Ob*t.  £ Gyner.  42:50,  1041.  (til  Harding,  F.  f.:  \m. 
J.  Obst.  £ Gynec.  50:56.  1945.  (7 1 llarding,  F.  E.:  Am.  J.  Oh*t.  £ Gyner.  55:270. 
1047.  *vR 
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PRANONE* 


Preferred  for  VARICOSE  ULCERS 


ZINC  GELATIN 
BANDAGES 


SAMPLE,  LITERATURE  ON  REQUEST 

E.  K.  DEMMEL  COMPANY  • 5911  67th  Avenue,  Brooklyn  27,  New  York 


Read/  to  use 
Quickly  applied 
Relieves  pain 

Supplies  Compres- 
sion and  Topical 
Medication 


INDEX  TO  ADVERTISED  PRODUCTS 


A & D Ointment  (White  Laboratories,  Inc.)  .076-977 


Acnomel  (Smith,  Kline  & French  Labs.) . . 975 

Alkalol  (The  Alkalol  Company) 998 

Argyrol  (A.  C.  Barnes  Company) 988 

Baxter  Solutions  (American  Hospital  Supply 

Corporation) 967 

Caligesic  (Sharp  & Dohme) 1000 

Cruricast  (E.  K.  Demmel  Company) 982 

Darthronol  (J.  B.  Roerig  and  Company) ....  965 

Dexedrine  (Smith,  Kline  & French  Labs.) . . 986 

Dextri-Maltose  (Mead  Johnson  & Co.) . . ,4th  cover 
Diapene  (Homemakers’  Products  Corpora- 
tion)   974 

Diatrin  (William  R.  Warner  & Co.,  Inc.). . . 1088 

Elamine  (Interchemical  Corporation) 995 

Flo-Cillin  (Bristol  Laboratories  Inc.) 1079 

Gerilac  (Borden’s  Prescription  Products  Di- 
vision)  991 

Kwell  Ointment  (Commercial  Solvents  Cor- 
poration)   990 

Lanteen  Jelly  (Lanteen  Medical  Laboratories, 

Inc.) 994 

Metandren  (Ciba  Pharmaceutical  Products, 

Inc.) 2nd  cover 

Neo-Synephrine  1 lydroehloipde  (Winthrop- 

Stearns  Inc.) 969 

Octaplex  (American  Pharmaceutical  Com- 
pany)   997 

Octin  (Bilhuber-Knoll  Corp.) 972 

Pelvicins  (Schenley  Laboratories,  Inc.) 1081 

Petrogalar  (Wyeth  Incorporated) 961 

Pranone  (Schering  Corporation) 981 

Protein  Hydrolysate  (American  Hospital 

Supply  Corporation) 967 

Ray-Formosil  (Raymer  Pharmacal  Com- 
pany)   999 

Ruphyllin  (C.  D.  Searlc  & Co.) 973 

Salinidol  (Doak  Co.,  Inc.) 970 


Sodascorbate  (Van  Patten  Pharmaceutical 

Co.) 970 

Stramonium  Pills  (Davies,  Rose  & Com- 
pany, Limited) 979 

Sulfadiazine  with  Sodium  Lactate  (Marvin 

R.  Thompson,  Inc.) 987 

T-Bardrin  (Angier  Chemical  Company) ....  989 

Thenylene  Hydrochloride  (Abbott  Labora- 
tories)   983 

Thephorin  ('Hoffmann  La-Roche  Inc.) 992 

Ultracain  Ointment  (Chatham  Pharmaceuti- 
cals, Inc.) 985 


Dietary  Foods 

Meat  (American  Meat  Institute) 984 


Medical  and  Surgical  Equipment 

Diathermy  (The  Liebel-Flarsheim  Co.) 966 

X-Ray  Equipment  (Westinghouse  Electric 

Corporation) 3rd  cover 

Miscellaneous 


( 'elest.ins  Vichy  (Browne  Vintners  Co.,  Inc.) . 993 

Cigarettes  (Philip  Morris  & Co.,  Ltd.,  Inc.).  971 

Cigarettes  (It.  J.  Reynolds  Tobacco  Com- 
pany)   963 

Mackeson’s  Milk  Stout  (Greenwich  Village 

Beverages,  Inc.) 998 

Sheep  Cells  (Certified  Blood  Donor  Service) . 998 

Summer  Resort  (Scaroon  Manor) 968 
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• This  season  more  liay  fever  patients  will  work,  play 
and  sleep  without  symptoms  or  with  helpful  relief, 
thanks  to  Abbott’s  new  antihistaminic,  Thenylene 
Hydrochloride.  A majority  of  these  patients  will  notice 
few  side-effects  under  treatment  with  Thenylene. 

In  a total  of  695  cases  reported  by  different  investi- 
gators, Thenylene  Hydrochloride  averaged  67  per- 
cent effective  for  the  entire  group.  The  reports  covered 
a wide  range  of  conditions:  allergic  rhinitis  of  the  sea- 
sonal and  perennial  types;  vasomotor  rhinitis;  acute 
anil  chronic  urticaria;  atopic  dermatitis  including  re- 
actions to  penicillin  and  other  drugs;  and  some  cases 
of  asthma.  The  patients’  subjective  evaluation  of  dif- 
ferent antihistaininics  was  also  reported.  In  one  test 
group,  a significant  number  of  patients  expressed  a 


preference  for  Thenylene  — a preference  based 
largely  on  the  lower  incidence  of  side-effects. 

An  initial  dose  of  100  mg.  three  or  four  times  daily 
is  suggested  to  alleviate  severe  symptoms.  As  a main- 
tenance dose  or  for  less  severe  symptoms,  50  mg.  sev- 
eral times  daily  may  be  adequate.  While  no  harmful 
effects  have  been  reported,  a total  daily  dose  exceed- 
ing 400  mg.  (0.4  Gm.)  is  not  recommended,  nor  con- 
tinuous administration  beyond  eight  weeks  until  more 
is  known  about  the  drug. 

Try  this  new  antihistaminic  on  your  next  ten  cases. 
Your  pharmacist  has  Thenylene  Hydrochloride  in 
sugar  coated  tablets  of  three  sizes,  25  mg.,  50  mg.  and 
0.1  Gm.  (100  mg.)  in  bottles  of  100  and  500  tablets. 
Abbott  Laboratories,  North  Ghicago,  Illinois. 
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(Methapyrilene  Hydrochloride,  Abbott) 

Abbott’s  NEW  Antihistaminic 


WRITE  FOR  A FREE  SAMPLE  AND  LITERATURE 
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HOW  MANY  LIKE  HIM 
AM  YOUR  PATIENTS? 


FOR  EACH  OF  THEM 
7,500  HOGS  ARE  NEEDED 

It  takes  one  ounce  of  crystalline 
insulin  to  provide  40  units  per  day 
for  40  years.  To  make  one  ounce  of 
insulin,  the  pancreatic  glands  from 
7,500  hogs  or  1,500  cattle  are  needed. 
Insulin  and  other  glandular  medicinals 
are  available  to  your  patients  only 
because  the  meat  packers  of  America 
save  the  pancreatic  and  other  glands 
for  pharmaceutical  purposes.  Without 
an  adequate  livestock  population, 
serious  and  even  life  threatening  short- 
ages of  these  drugs  would  develop. 


The  Seal  of  Acceptance  denotes  that 
the  nutritional  statements  made  in 
this  advertisement  are  acceptable  to 
the  Council  on  Foods  and  Nutrition 
of  the  American  Medical  Association. 


AMERICAN  MEAT  INSTITUTE 


Main  Office.  Chicago  . . . Members  Throughout  The  United  Statci 


Relief  Beyond  Belief 


Ulrracain  Ointment's  soothing  anesthetic  action  is  due 
to  the  synergistic  effect  of  its  aminobenzoate  esters. 
Even  on  repeated  use,  Ultracain  Ointment  applications 
are  signally  free  from  evidences  of  irritation.' 
This  soothing  quality— plus  the  pronounced  bacteriostatic, 
fungistatic,  and  healing  action  — makes  Ulrracain  Ointment 
of  outstanding  value  in  pruritus,  hemorrhoids,  fissures, 
cutaneous  ulcers,  burns,  non-specific  dermatitis,  etc. 
Available  in  one  ounce  tubes  with  applicator  and  one  pound  jars. 

’Combes,  F.  C.  et  al..  Am.  J.  Surg.,  74:45,  1947 


ULTRACAIN 

OINTMENT 


CHATHAM  'PHARMACEUTICALS,  INC. 

Maken  ot  KOAGAMIN* 
NEWARK  2,  NEW  JERSEY 
Distributed  in  Canada  by 
FISHER  A BURPE,  LTD.,  Winnipeg,  Manitoba 
‘Ultracain  Ointment  and  Koagamin 
ate  the  teeistcred  trade  marks  of  Chatham  Pharmaceuticals,  Inc. 
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in  weight  reduction — 
new  evidence  of  the 
efficacy  of  Dexedrine 

Excerpts  from  a recent  study  entitled,  THE  MECHANISM  OF  AMPHETAMINE- 
INDUCED  LOSS  OF  WEIGHT:  A Consideration  of  the  Theory  of  Hunger  and  Appetite 
— by  Harris,  S.  C.;  Ivy,  A.  C.,  and  Searle,  L.  M.:  J.  A.  M.  A.  134:1468  (Aug.  23)  1947. 


experiment  1.  Does  'Dexedrine’  Sulfate,  by  controlling  appetite, 

decrease  food  intake  and  body  weight  in  human  subjects? 

results  ".  . . our  obese  subjects  lost  weight  when  placed 

on  a diet  which  allowed  them  to  eat  all  they  wanted 
three  times  a day  ...” 

experiment  l.  Does  the  rather  prolonged  administration  of  Dexedrine 
cause  any  evidence  of  disturbance  of  tissue  functions? 


results  "No  evidence  of  toxicity  of  the  drug  as  employed  in 

these  studies  was  found  ...  no  evidence  of  deleterious 
effects  of  the  drug  was  observed.” 


Dexedrine*  sulfate 

for  (dextro-amphetamine  sulfate,  S.K.F.)  T 3 b 1 6 1 S Elixif 

control 


of  appetite 
in  weight 
reduction 


Smith,  Kline  & French  Laboratories,  Philadelphia 
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SULFADIAZINE 
WITH 
SODIUM 
LACTATE 
— MRT 

(ari  original  MRT  contribution) 


guard 

against 

kidney 

damage 


In  Sulfadiazine  with  Sodium  Lactate-MRT,  the  physi- 
cian may  be  sure  that  the  principle  dangers  of  sulfon- 
amide therapy  — crystalluria  and  urolithiasis  — are 
absolutely  minimized. 

Sulfadiazine  with  Sodium  Lactate-MRT  raises  the  pH 
of  the  urine  to  increase  the  solubility  of  the  excreted 
sulfonamide  and  its  conjugates.  Prevention  of  crystal 
formation  is  insured. 

Pleasant  taste  assures  maximum  patient  cooperation 
in  both  adults  and  children. 

One  teaspoonful  (6  cc.)  of  Sulfadiazine  with  Sodium  Lactate-MHT 
contains  7.7  grains  (O.B  Gm.)  of  sulfadiazine  — the  amount  contained 
in  the  0.5  Gm.  tablet  plus  sodium  lactate  in  a full  3 to  1 ratio 


no  coined  names  ...  \ ~1 

specify  . . . j MRT  j 

I Literature  and  samples  on  request 
I J 

MARVIN  R.  THOMPSON,  INC. 

SEHVICE  TO  MEDICINE 

67  Greenwich  Avenue  Stamford,  Connecticut 
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ARGYROL  (or 

decongestion 
without  rebound 


Rhinitis  Medicamentosa — a result  of  re- 
peated rebound  congestion- is  attributed 
solely  to  the  use  of  vasoconstrictors. 

Use  of  ARGYROL  accomplishes  the  main 
purpose  of  treatment — the  restoration  of 
normal  nasal  function — without  danger 
of  inducing  this  chronic  condition. 

The  ARGYROL  Technique 

1.  The  nasal  meatus  ...  by  20  per  cent 
ARGYROL  instillations  through  the  na- 
solacrimal duct. 

2.  The  nasal  passages ...  with  10  per 
cent  ARGYROL  solution  in  drops. 

3.  The  nasal  cavities  . . . with  10  per  cent 
ARGYROL  by  nasal  tamponage. 

Its  Three-Fold  Effect 

1.  Decongests  without  irritation  to  the 
membrane  and  without  ciliary  injury. 

2.  Definitely  bacteriostatic,  yet  non-toxic 
to  tissue. 

3.  Cleanses  and  stimulates  secretion, 
thereby  enhancing  Nature's  own  first 
line  of  defense. 

, /f/t  f/'ra/tcn  cf  fy/totce  i/t 

Made  only  by  the 

A.  C.  BARNES  COMPANY  • NEW  BRUNSWICK,  N.  J. 

ARGYROL  is  a registered  trade  mark , the  property  of  A.  C.  Barnes  Company 
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A Ol VISION  OF  COMMERICAl  SOLVENTS  CORPORATION 
17  C.  42nd  ST..  NEW  YORK  17.  N T. 


Wh  en  these  } 

PARASITES  STRIKE 

KWELL  OINTMENT 

IS  SPECIFICALLY  INDICATED 


Scabies  and  pediculosis  are  rapidly  brought 
under  control  by  Kwell  Ointment.  One  applica- 
tion usually  suffices  in  the  majority  of  patients, 
regardless  of  the  extent  of  the  invasion.  No 
single  instance  of  dermatitis  or  skin  irritation 
due  to  the  active  ingredient  has  been  reported. 
Kwell  Ointment  contains  the  gamma  isomer  of 
1,2,3,4,5,6-hexachlorocyclohexane  (1%)  in  a 
vanishing  cream  base.  May  be  safely  used  on 
tender  skin  areas  and  on  infants'  skin.  Avail- 
able on  prescription  at  all  pharmacies  in  2 oz. 
and  1 lb.  jars. 
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What  aid  for  the 


jf 


Lean  Purse? 


For  the  physician  who  knows  Gerilac, 
it  will  be  no  problem  to  prescribe  supplementary 
diets  that  are  usually  necessary  for  elderly 
patients.  It  is  axiomatic  that  advanced  age  and 
indigency  frequently  go  hand  in  hand. 

Gerilac,  specifically  designed  for  the  aged,  is  a 

fortified  powder  of  spray-dried  whole  milk  and 
skim  milk,  within  the  financial  reach  of  all.  At  a cost 
of  only  19c  a day,  one  reliquefied  pint  of  Gerilac 
provides  1/3  of  the  proteins,  a full  allowance  of  each  of 
the  necessary  vitamins*  and  minerals,  and  300 
calories  in  two  8-ounce  glasses  of  tasty  drink.  And 
remember,  Gerilac  is  economical  because  it 


Borden's  Prescription  Products  Division,  350  Madison  Avenue,  New  York  17,  N.  Y. 
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with  a different  antihistamine 


As  a new  and  completely  different  antihistamine,  Thephorin  'Roche' 
offers  significant  advantages  in  the  treatment  of  allergic  disorders.  In 
contrast  with  other  antihistamine  drugs,  Thephorin  rarely  causes  drowsi- 
ness; in  fact,  it  has  a mildly  stimulating  effect  in  some  cases.  Clinical  ex- 
perience covering  more  than  2000  cases  demonstrates  that  Thephorin 
is  not  only  highly  effective  but  characterized  by  a low  incidence  of 
side  reactions.  Available  in  oral  tablets,  25  mg  each,  and  syrup,  10  mg 
per  teaspoonful  (4  cc).  Write  to  Dept.  T-6  for  samples  and  literature. 


HOFFMANN-LA  ROCHE  INC  • NUTLEY  10  • NEW  JERSEY 

THEPHORIN  'ROCHE* 


T M — Thephorin  — Brand  of  phenindomine.  Chemically.  Thephorin  it  2 -methyl -9 -phenyl -2,  3,  4,  9-tetrahydro- 1 -pyridindene  hydrogen  tartrr 
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When  endocrine  disorders  (diabetes, 

Addison’s  disease,  etc.)  are  associated 
with  acidosis  and  loss  of  fluid  and 
electrolytes,  administration  of  alkaline 
waters  is  often  valuable  as  an 
adjunct  to  specific  therapy. 


CELESTINS  VICHY  is  recognized  by 
physicians  the  world  over  as  a pleasant 
and  effective  adjunct  in  the  relief 
of  distress  associated  with  water 
and  mineral  imbalance. 

Literature  to  physicians  on  request. 


name 


thermal  establishment 


This  agreeable-tasting,  refreshing 
natural  mineral  water  from  the  famous 
Celestins  spring  at  Vichy,  France, 
solves  the  problem  of  continuing 
patients  on  alkaline  therapy  for 
prolonged  periods. 


CELESTINS 
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j Physician’s  package  and 
/ complete  description  of  the 
New  Technique  will  be 
sent  upon  request. 

Ethically  promoted — 
Advertised  only  to  the 
medical  profession. 


Whenever  pregnancy  is  contraindicated,  maximal 
protection  is  assured  hv  the  new  Lanteen 
technique.  This  New  Technique  gives  dual 
protection — the  mechanical  protection  of  the 
Lanteen  Flat  Spring  Diaphragm  plus  the 
spermatocidal  activity  of  Lanteen  Jelly. 

LANTEEN  FLAT  SPRING  DIAPHRAGM 

Easily  fitted  and  long  lasting.  The  Lanteen  Flat 
Spring  Diaphragm,  collapsible  in  one  plane  only, 
is  easily  placed  without  the  aid  of  an  inserter. 
Fitting  the  largest  comfortable  size 
assures  maximal  protection. 

Lanteen  Diaphragms,  made  of  the  finest 
rubber,  are  guaranteed  against  defects 
for  a period  of  one  year. 

LANTEEN  JELLY 

Lanteen  Jelly,  nonirritating,  nontoxic,  soothing 
and  rapidly  destructive  to  spermatozoa,  combines 
active  spermatocidal  agents  in  a jelly 
readily  miscible  with  the  vaginal  secretions. 


ante  ett 


m/ 


Lanteen  Medical  Laboratories,  Inc.  • 900  North  Franklin  Street  • Chicago  10,  Illinois 


a premium  product  specifically  designed  for  intravenous  feeding 


l\OJT  a lyophilized  protein  hydrolysate  is  offered  to  the  medi- 
cal profession 

This  protein  hydrolysate  is  modified 1 by  a reduction  of  its 
glutamic  and  aspartic  acid  content — to  lessen  the  likelihood 
of  nausea  and  vomiting 

It  presents  a comprehensive  statement  of  composition  on  its  label 
Its  "essential  amino-acid  values"  are  determined  by  micro- 
bioassay ' 

l.vopliilized  ELAMINE  permits  a choice  of  diluent 

E FAMINE  provides  more  than  half  of  the  total  amino-acid 
content  as  essential  amino  acids  in  their  free  state 
Each  bottle  supplies  60  grams  of  amino  acids 

) "Modified  Prnlrin  Hvdrolvsatr’’  is  the  generic  name  given  to  this  type  of  amino- 
acid  preparation.  (See  REPORT  OF  THE  COUNCIL,  J.A.M.A.  136:692-693. 
Marti.  6,  1948) 


Supply:  Lyophilized  ELAMI1VE  (60  grams  per  bottle) 
is  packaged  12  bottles  per  carton.  Diluent — I.C.  is 
packaged  12  x 600  ce.  bottles.  Accessory  equipment  is 
available  in  dozen  quantities,  e.g.,  one  dozen  transfer 
needles  and  air  vents,  one  dozen  infusion  kits. 

IT  rile  for  lileralure 


PERCENTAGE  COMPOSITION 
(average  but  NOT  calculated  to 


16%  Nitrogen) 

Arginine* 3.8 

Histidine* 2.7 

Isoleucine* 8.0 

Leucine* 10.6 

Lysine* 8.2 

Methionine* 3.0 

Phenylalanine* 5.1 

Threonine* 4.4 

I)L-Trvptophane  ....  1.0 

Valine* 8.1 

Other  amino  acids 
(approx.)  12%  by  difference 


Total  NitrogenJ 13.1 

a-Amino  NJf 10.0 

% a- A mint)  N of 

Total  NJ 75.0 

Ash — on  ignition.  ...  1.0 

Moisture 1-2.0 

NaCl less  than  0.5 


•By  Microhioaaaay 
| By  Chemical  AnalyniH 
fNitroiiH  Acid  Method  (Van  Slyke) 


PkODUCT  Of 

Inlerchemical  Corporation 

BIOCHEMICAL  DIVISION  • UNION,  NEW  JERSEY 


PROTEIN  CHEMISTS  — 
MANUFACTURERS  OF  AMINO  ACIDS 


See  Lyophilized  ELAMINE  of  Booth  30,  N.  Y.  State  Med.  Soc.  Convention 


996 


Mr.  Micawber  was  only  half- right ! 


Mr.  micawber’s  financial  advice  to 
young  David  Copperfield  is  justly 
famous. 

Translated  into  United  States  currency, 
it  runs  something  like  this: 

“ Annual  income,  two  thousand  dollars; 
annual  expenditure,  nineteen  hundred 
and  ninety-nine  dollars;  result,  happi- 
ness. Annual  income,  two  thousand  dol- 
lars; annual  expenditure,  two  thousand 
and  one  dollars;  result,  misery.'' 

But  Mr.  Micawber  was  only  half-right! 

Simply  not  spending  more  than  you  make 
isn’t  enough.  Every  family  must  have  a 
cushion  of  savings  to  fall  back  on  . . . and 
to  provide  for  their  future  security. 

U.  S.  Savings  Bonds  offer  one  of  the  best 
ways  imaginable  to  build  savings. 


Two  convenient,  automatic  plans  make 
the  systematic  purchase  of  Savings  Bonds 
both  sure  and  trouble-free: 

1.  If  you  work  for  wages  or  salary,  join 
Payroll  Savings — the  only  installment-buy- 
ing plan. 

2.  If  you’re  in  business,  or  a farmer,  or 
in  a profession,  and  the  Payroll  Savings 
Plan  is  not  available  to  you,  then  sign  up 
at  your  bank  for  the  Bond-A-Month  Plan. 

Each  helps  you  build  a nest  egg  of  abso- 
lutely safe,  100%  government- backed  U.  S. 
Savings  Bonds.  And  these  bonds  make  more 
money  for  you  while  you  save.  For  after 
only  ten  years,  they  pay  you  back  $400 
for  every  $300  you  put  in  them. 

Join  the  Plan  you're  eligible  for  today! 
As  Mr.  Micawber  would  say:  “Result, 
security!” 


AUTOMATIC  SAVING  IS  SURE  SAVING -U.S.  SAVINGS  BONDS 


Contributed  by  this  magazine  in  co-operation  with  the 
Magazine  Publishers  of  America  as  a public  service. 
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the  important 
VITAMINS  in  the 
nutritional  orbit 
. . . in  potent,  balanced 
economical,  easy-to-take 
capsules 


Rich  or  poor,  young  or  old,  farmer  or 
city  dweller,  people  of  above-average 
intelligence,  even  physicians — the  diet 

of  every  strata  of  the  U.  S.  population  has  been 
weighed  in  the  nutritional  balance  and  found 

wanting  in  health-essential  vitamins. 

Deficiencies  are  almost  always  multiple.1 

MORE  VIGOROUS  HEALTH  may  be  derived  by  patients 
with  vitamin-poor  menus,  by  fortifying  their  diets 
once  daily  with... 

Vitamin  A 5,000  U.S.P.  Unit* 

Vitamin  D 500  U.S.P.  Units 

Ascorbic  Acid  (Vitamin  C)  50  mg. 

r Thiamine  HCl  (Vitamin  Bi) 3 mg. 

Riboflavin  (Vitamin  B.-) 3 mg. 

Pyridoxine  HCl  (Vitamin  Bo)  0.5  mg. 

Calcium  Pantothenate 5 mg. 

Niacinamide  20  mg. 

__  So  easy  to  take  youngsters  swallow  them  readily — so  high  in 

’ potency  and  easy  on  the  purse,  patient  appreciate  their  economy. 

• BOTTLES  OF  100  CAPSULES 


ONE  SMALL 

0CTAPLEX 

CAPSULE 


SAMPLE  OF 


0CTAPLEX 


CAPSULES  UPON  REQUEST 


I . Bulletin  National 

Research  Council,  Nov.  1943. 


AMERICAN  PHARMACEUTICAL  COMPANY 


MANUFACTURING  chemists 


NEW  YORK  18.  N.  Y. 
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PRESERVED 

Sheep  Cells 


Gives  accurate  and  reliable  results 
in  complement  fixation  and  hetero- 
phile  anti-body  tests. 

Guaranteed  for  one  month 
from  date  of  shipment. 


Prices 

lOcc  vial $1.50 

30cc  bottle 3.50 


Discounts  on  Monthly  Contracts 

CERTIFIED  BLOOD  DONOR 
SERVICE 

146-16  Hillside  Are.  Jamaica  2,  N.  Y. 


MALPRACTICE  INSURANCE 
PROTECTION* 

for 

INFORMATION,  ADVICE 
or  ASSISTANCE 

refer  to 

HARRY  F.  WANVIG 
A uthorised  Indemnity  Representative  of 

THE  MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 

70  Pine  Street  New  York  City  5 
Telephone:  Digby  4-7117 
* For  Members  oj  the  State  Society  only 


NOW  IN  AMERICA! 


Long  a best-seller 
in  the  United  Kingdom, 
MACKESON’S  MILK  STOUT 
is  an  entirely  different  and 
really  delicious  brew  that  can 
be  recommended  in  all  cases 
where  a stout  is  advisable.  It 
contains  the  carbohydrates 
of  the  purest  dairy  milk. 

Samples  sent  on  request 
Imported  bp 

Cree nwich  Village  Beverages,  Inc. 
579  West  130tb  St.,  New  York  Citp 


For  Business  Opportunities, 
Real  Estate,  and 
Positions  Wanted 
See 

Page  1087 


The  Alkalol  Company,  Taunton  12.  Mass. 
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RAY-FORMOSIL 


fit  //ie  Aeatmew/  cfl 


ARTHRITIS  and 
RH  EUMATISM 


Ray-Formosil  for  intramuscular  injection  is  a clini- 
cally proved,  effective  treatment  for  Arthritis 
and  Rheumatism.  It  is  a non-toxic  and  sterile, 
buffered  solution  containing  in  each  cc.  the 
equivalent  of: 


FORMIC  ACID 
HYDRATED  SILICIC  ACID 


5 mg. 
2.25  mg. 


Descriptive  clinical  literature  will  be  furnished 
upon  request.  If  your  dealer  cannot  supply  you, 
order  direct. 


J3% 


In  one  series  of  clinic-treated  cases  of  atro- 
phic, hypertrophic  and  mixed  arthritis— with 
best  results  in  hypertrophic  and  fibrositic  types. 


RAYMER  PHARMACAL  COMPANY 

PHARMACEUTICAL  MANUFACTURERS  • PHILADELPHIA  34,  PA. 
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CALIGESIC 


analgesic  calamine  ointment 


Symptomatic  relief  is  basic  in  treating 
Rhus  dermatitis.  Contact  therapy  with 
cooling,  soothing  Caligesic  Ointment 
promptly  suppresses  the  well-nigh  in- 
tolerable itching,  helping  to  control 
vesiculation  and  exfoliation  as  well. 

Caligesic  Ointment  is  astringent  as 
well  as  analgesic  and  anesthetic,  protec- 
tive, cool,  soothing  and  greaseless,  quick- 
ly arresting  the  desire  to  scratch,  and 


minimizing  the  danger  of  infection. 

Primary  indications:  ivy  and  oak  poi- 
soning, sunburn,  pruritus;  also  summer 
prurigo,  hives,  insect  bites  and  other 
minor  skin  irritations. 

Each  100  Cm.  of  Caligesic  Ointment 
contains:  Calamine , 8.00  Gm.;  Benzo- 
caine,  3.00  Gm.;  Ilexylated  Metacresol , 
0.05  Gm.  Supplied  in  VA  and  4-ounce 
tubes.  Sharp  & Dohme,  Phila.  1,  Pa, 
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Editorials 

The  Eyeglass  Racket 


Repeatedly,  the  American  Medical  Asso- 
ciation, and  many  state  and  county  medical 
societies,  have  called  attention  to  the  un- 
ethical practices  of  those  physicians  who 
receive  rebates.  In  the  State  of  New  York 
in  1944,  the  Moreland  Act  Commission 
found  extensive  abuses  in  Workmen’s  Com- 
pensation practice  by  physicians  who  re- 
ceived rebates  from  commercial  and  profes- 
sional sources.  In  this  State  the  Work- 
men’s Compensation  Law  was  amended,  as 
was  also  the  Education  Law,  in  1944,  impos- 
ing severe  penalties  on  those  found  guilty  of 
unfair,  unethical,  or  illegal  acts. 

In  July,  1946,  antitrust  complaints  were 
filed  by  the  Department  of  Justice  against 
two  major  optical  manufacturing  companies 
and  many  physicians.  This  followed  previ- 
ous criminal  suits  in  1940  against  two  princi- 
pal optical  manufacturing  companies  and 
four  other  lesser  manufacturers,  on  grounds 
of  price  fixing. 

The  net  result  of  the  rebating  and  the  price 
fixing  agreements  has  been  to  maintain  the 
retail  prices  of  optical  necessities  at  an  arti- 
ficially high  level  said  to  have  cost  the  public 
some  $35,000,000  a year  “above  and  beyond 
the  real  price  of  their  glasses  and  in  addition 
to  the  fees  they  paid  their  physicians.”1 


1 "Better  Vision.  . . .with  a Kickbaolt,"  Maiael,  Albert  Q. : 
Reader’s  Digeet  (Jan.)  1948  p,  26. 


Note  that  in  the  Middle  Atlantic  states 
and  in  New  England  “eyeglass  users  have 
been  relatively  free  of  the  rebate  plan.”1 
This  does  not  mean  that  in  those  areas  con- 
sumers have  not  been  subjected  to  the  artifi- 
cially maintained  prices;  they  have  been,  and 
probably  are  still,  because  of  trade  practices. 

In  other  areas  of  the  country  where  rebat- 
ing has  been  practiced,  something  is  being 
done  about  it.  As  an  example,  the  Better 
Business  Bureau  of  Los  Angelos,  Ltd.,  has 
initiated  a campaign  of  continuing  publicity 
that  should  be  effective  in  eradicating  a great 
many  of  the  abuses.  In  an  open  letter  to  the 
Council  of  the  Los  Angeles  County  Medical 
Association,  the  Better  Business  Bureau 
states,  in  part : 

The  problem  has  received  intermittent  atten- 
tion by  our  office  and  your  Association  during 
the  past  seven  years.  However,  as  far  as  we 
know,  the  Council  has  failed  to  meet  the  issue 
“head  on”  and  has  adopted  no  program  specifi- 
cally designed  to  curb  this  unfair  and  unethical 
practice.  That  is  the  reason  we  deem  it  neces- 
sary to  proceed  with  a program  of  our  own  at 
this  time. 

Literally  hundreds  of  your  members  are  re- 
ceiving secret  medical  rebates  or  employing 
devices  of  one  kind  or  another,  which,  from  the 
patient’s  point  of  view,  are  tantamount  to  the 
same  thing.  The  doctors  referred  to,  in  the 
interest  of  personal  gain  to  themselves,  channel 
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their  patients’  prescription  business  to  certain 
firms  which  reward  the  doctors  for  doing  so. 

The  four  devices  or  schemes  currently  used 
are:  referral  rebates;  agency  appointments; 

co-op  cash  and  credits;  rent  ruses. 

Referral  rebates  are  paid  to  doctors  by  a 
number  of  x-ray  and  clinical  laboratories,  by 
dispensing  opticians,  by  pharmacists,  and 
others.  The  practice  of  such  firms  is  to  charge 
the  patient  about  double  the  amount  the  firm 
wishes  to  retain  and  remit  the  100  per  cent 
overcharge  to  the  doctor.  Some  of  these 
firms  publish  price  lists  of  their  services  and 
solicit  business  by  informing  doctors  that  half 
of  the  moneys  they  collect  from  the  doctor’s 
patients  will  be  “kicked  back”  to  him. 

Agency  appointments  have  recently  come 
into  vogue  because  this  arrangement  permits 
the  doctor  technically  to  deny  that  he  ac- 
cepts rebates.  The  arrangement  is  simple.  By 
contract,  the  doctor  appoints  a dispensing- 
optician  to  act  as  his  agent  in  the  filling  of  pre- 
scriptions and  in  selling  eyeglasses.  The  doctor 
sends  his  patients  to  his  agent,  the  optical  com- 
pany. Technically,  the  doctor  himself  then 
makes  the  sale  at  prices  he  himself  has  estab- 
lished, although  the  patient — since  he  seems  to 
be  dealing  with  a third  party — doesn’t  realize 
this.  Actually,  the  dispensing  optician  handles 
everything  just  as  though  he  were  doing  the 
business  strictly  for  his  own  account,  except 
that  the  patient  is  sometimes  given  the  doc- 
tor’s receipt.  In  the  operation  of  this  device 
the  patient  is  usually  charged  approximately 
100  per  cent  more  than  the  amount  retained  by 
the  dispensing  optician  for  his  services  in  filling 
the  prescription  and  furnishing  the  glasses. 
The  full  amount  received  from  the  patient  is 
credited  to  the  doctor’s  account,  and  his  ac- 
count is  charged  with  about  half  of  this  amount 
for  the  dispensing  optician’s  services. 

The  co-op  cash  and  credit  plan  is  one  which 
has  been  in  use  for  many  years.  F rom  available 
evidence  it  appears  that  hundreds  of  doctors 
employ  this  device.  Each  doctor  has  an  invest- 
ment of  $25  in  a co-op  laboratory  in  the  form 
of  an  associate  membership.  The  co-op  is  con- 
trolled and  operated  by  several  people  actively 
engaged  in  its  management.  They  fix  their 
own  salaries,  bonuses,  etc.  The  doctors  hold- 
ing associate  memberships  send  their  patients 
to  the  laboratory  for  x-ray  and  clinical  labora- 
tory work.  The  laboratory  has  two  price 
lists;  the  first  is  a so-called  “cost”  price  and 
the  second  is  the  “patient’s”  price.  The  latter 
is  approximately  100  per  cent  higher  than  the 
“cost”  to  the  doctor.  The  difference  repre- 
sents the  doctor’s  “profit”  from  referring  the 
business  of  his  patients  to  “bis”  laboratory. 


The  rental  ruse  is  the  latest  device  employed 
for  paying  doctors  for  referring  their  business 
to  dispensing  opticians.  It  is  a scheme  where- 
by the  dispensing  optician  “rents”  the  doctor’s 
office  one  afternoon  a week.  After  examining 
the  patient,  the  doctor  tells  him  to  return  on  a 
certain  afternoon  when  a man  will  be  there  with 
eyeglasses  so  that  the  patient  can  select  the 
style  he  desires.  The  optical  company  repre- 
sentative uses  the  doctor’s  office  at  the  ap- 
pointed time,  sells  the  glasses  for  his  firm’s 
account;  his  charges  are,  of  course,  sufficiently 
padded  to  enable  him  to  pay  the  “rent”  to  the 
doctor. 

The  Better  Business  Bureau  of  Los 
Angeles  proposes  to  maintain  a continuous 
campaign  of  publicity  by: 

Mailing  a copy  of  this  letter  to  all  doctors  in 
this  [Los  Angeles]  County,  with  a request  for 
their  pledges  to  accept  no  rebates;  publicity 
regarding  this  action;  publicity  regarding  re- 
plies received;  letter  to  all  clinical  and  x-ray 
laboratories,  dispensing  opticians  and  others, 
requesting  that  they  pledge  to  give  no  rebates 
or  participate  in  any  of  the  devices  outlined; 
publicity  regarding  this  request;  publicity  re- 
garding the  response;  placing  attached  poster 
“Does  Your  Doctor  Get  a Kickback  from  X- 
ray  and  Clinical  Laboratories?”  on  2,800  em- 
ploye bulletin  boards;  publicity  regarding 
issuance  of  poster;  news  story  regarding  hos- 
pital rules  re  rebates;  issuance  of  general  letter 
to  business  firms,  members  of  P.-T.A.,  etc.,  list- 
ing x-ray  and  clinical  laboratories,  dispensing 
optitians  and  other  who  have  pledged  to  give 
no  rebates;  news  release  containing  Attorney 
General’s  opinion  relative  to  legality  of  re- 
bates; distribution  of  two-color  poster  “Does 
Your  Oculist  Get  a Kickback?”;  news  release 
re  poster;  distribution  of  printed  bulletin 
picturing  rebating  laboratories,  their  price 
lists,  etc.,  to  members  of  P.-T.A.,  women’s 
clubs,  social  agencies,  others — 50,000  by  mail, 
40,000  bulk;  news  release  re  bulletin ; follow-up 
letter  to  all  doctors  re  rebate  pledges;  creation 
of  pledge  list  and  news  release  regarding  it; 
continuous  investigation  starting  at  once  to 
develop  evidence  for  submittal  to  legislative 
bodies,  if  that  seems  necessary  at  a future  date. 

We  present  this  tentative  plan  of  action  to 
acquaint  our  members  with  the  steps  which 
are  contemplated  elsewhere  to  initiate  a 
joint  campaign  by  business  interests  and  the 
medical  profession  to  correct  and  eradicate, 
with  the  assistance  of  the  government,  such 
unethical  practices  where  they  exist. 
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Housecleaning  Time 


The  Veterans  Administration  is  to  be 
congratulated  upon  the  appointment  of  Dr. 
Paul  Magnuson  as  medical  director,  re- 
placing Dr.  Paul  R.  Hawley,  resigned. 
We  feel  confident  that  the  truly  note- 
worthy accomplishments  of  the  former 
director  in  the  provision  of  excellent  medical 
service  for  veterans  will  be  maintained  by 
his  successor  and  expanded  if  such  expansion 
seems  warranted  by  the  facts.  Good  medi- 
cal service  made  available  to  veterans, 
early  and  with  as  little  obstruction  by  red 
tape  as  possible,  will  reduce  later  suffering 
and  increased  costs  from  neglected  disease 
requiring  early  and  adequate  medical  care. 

This  was  the  goal  attempted  by  the  home- 
town medical  care  plan.  Report  forms  for 
authorized  service-connected  cases  vrere 
simplified,  and  delays  in  payment  for  treat- 
ments were  kept  to  a minimum.  In  the 
State  of  New  York,  for  a while,  the  program 
operated  by  the  Medical  Society  and  the 
V.A.  seemed  to  be  going  well.  In  the  na- 
ture of  things,  some  misunderstandings  and 
difficulties  might  have  been  anticipated, 
and  such  in  fact  there  wrere,  but  these  were 
straightened  out  by  conference  and  com- 
promise. 

However,  in  mid-1947  appropriations  were 
cut  by  Congress,  necessitating  retrenchment 
by  the  V.A.  Inevitably  this  resulted  in 
restriction  of  authorizations  for  the  home- 
town medical  care  programs,  and  just  as 
inevitably  increased  the  number  of  cases 
shifted  to  V.A.  clinics. 

The  New  York  Times1  reported  under  a 
Washington  dateline,  and  we  reprint  in 
part: 

A crackdown  on  doctors  suspected  of  “chis- 
eling” in  the  care  of  ailing  war  veterans  was 
announced  today  by  the  Veterans  Administra- 
tion. 

Dr.  Paul  Magnuson,  medical  director  for  the 
agency,  told  a news  conference  that  he  was  pre- 
paring a list  of  suspected  physicians  for  pre- 
sentation to  the  American  Medical  Associa- 
tion. 

Dr.  Magnuson  said  that  the  list  was  not  a 


I New  York  Times:  (Jan.  17)  1948. 


long  one  because  “there  are  very  few  real 
chiselers  in  our  profession.” 

He  asserted  that  those  physicians  found 
guilty  of  overcharging  the  government  for 
treating  veterans,  continuing  treatment  be- 
yond the  need,  running  patients  through  rap- 
idly without  proper  care,  and  in  other  ways 
attempting  to  increase  veterans’  medical  bills, 
would  be  barred  from  practice. 

Dr.  Magnuson  said  that  all  the  physicians 
on  his  list  had  been  engaged  on  a fee  basis 
under  agreements  offering  hometown  care  to 
veterans.  Most  physicians  are  empowered 
under  blanket  contracts  with  state  medical 
societies  to  offer  such  treatment,  he  added,  and 
here  and  there  abuses  have  been  reported 

And  in  Chicago, 

Dr.  George  F.  Lull,  secretary  and  general 
manager  of  the  A.M.A.,  asserted  that,  if  Dr. 
Magnuson  submitted  a list  of  physicians  sus- 
pected of  “chiseling”  in  the  treatment  of  war 
veterans,  the  names  would  be  turned  over  to 
state  medical  societies  for  disciplinary  action. 

“The  American  Medical  Association  is  a fed- 
eration of  component  state  societies,  and  it  will 
be  up  to  these  medical  societies,”  he  said,  add- 
ing that  machinery  for  “disciplining  members 
exists  within  the  state  societies  and  not  within 
the  A.M.A. — the  parent  body.” 

Dr.  Magnuson  quite  properly  commences 
his  administrative  duties,  with  the  assistance 
of  the  A.M.A. , in  cleaning  house. 

We  regret  the  restriction  of  the  veterans’ 
hometowTi  medical  care  program.  We  are 
reluctant  to  believe  that  such  fewr  cases  of 
“chiseling”  as  may  be  proved  to  have  oc- 
curred could  have  had  more  than  an  infini- 
tesimal influence  on  the  total  cost  of  a pro- 
gram of  such  magnitude. 

The  membership  of  the  Medical  Society 
of  the  State  of  New  York  has  enthusiastically 
and  competently  collaborated  with  the  V.A. 
under  General  Bradley  and  Dr.  Hawley  in 
the  endeavor  to  make  an  excellently  con- 
ceived program  of  hometown  medical  care 
work  in  the  interest  of  the  veteran,  and  will 
continue  to  do  so  under  Mr.  Cary  and  Dr. 
Magnuson — to  the  extent  that  the  adminis- 
tration will  or  can  authorize  such  care  under 
existing  contract. 
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Reform 


Readers  of  the  public  prints,  both  maga- 
zines and  newspapers,  will  have  remarked  in 
1948  a commendable  pressure  for  “reform.” 
In  medicine,  up  to  the  time  of  this  writing, 
such  pressure  has  been  directed  to  the 
elimination  of  rebating1  and  the  creation  of 
greater  educational  opportunities  for  negro 
students.2 

In  the  State  of  New  York  the  Young  Com- 
mission on  the  need  for  a State  University 
has  been  studying  the  problem  of  the  wider 
provision  of  educational  facilities  either  by 
talcing  over  Syracuse  University  or  by  the 
establishment  of  regional  constituent  col- 
leges. Studies  by  the  Commission  show  that 
95  per  cent  of  high  school  graduates  in  this 
State  who  qualify  for  college  training  but 
fail  to  get  it  “are  deprived  of  doing  so  by 
inability  to  meet  the  cost,  and  only  5 per 
cent  fail  by  reason  of  racial  or  religious  dis- 
crimination.”3 The  Commission  did  favor 
State  acquisition  of  an  upstate  university, 
preferably  Syracuse,  and  its  operation  as  a 
State  university;  also  the  establishment 
of  some  junior  colleges,  more  State  scholar- 
ships, and  State  aid  for  the  expansion  of 
some  professional  schools. 

The  Democrats  on  the  commission  were 
against  the  Syracuse  plan  but  wanted  a large 
new  State  university.  They  also  wanted  two 
or  three  medical  centers,  with  schools  of  medi- 
cine, dentistry,  nursing,  and  public  health. 
They  favored  more  scholarships  and  more 
community  colleges.  This  opposition  by  the 
Democratic  members  of  the  Legislature  ap- 
parently has  been  met  by  the  suggested  estab- 
lishment of  a board  of  trustees  of  the  Univer- 
sity of  the  State  of  New  York  to  be  set  up  at 
this  session  of  the  Legislature;  the  board  of 
trustees  of  the  University  to  hold  office  for  a 
six-year  period.  At  the  conclusion  of  its  term 
of  office  this  temporary  board  should  make  a 
final  report  of  its  activities  to  the  Board  of 
Regents  and  to  the  Legislature  and  recom- 
mend a plan  for  further  development  of  the 
University  and  for  its  continuing  governance 
and  supervision.  The  constituent  schools  and 
colleges  of  the  University  may  be  separately 
incorporated  with  local  boards  of  trustees  which 
shall  have  local  administrative  power,  but  shall 
derive  their  authority  in  matters  of  education 

1 ReacJer’8  Digest  (Jan.)  1948. 

2 Saturday  Evening  Post  (Jan.  24)  1948. 

• New  York  Times  (Jan.  12)  1948,  p.  210. 


and  policy  from  the  trustees  of  the  University. 
The  prime  effort  of  the  University  should  be 
to  maintain  throughout  the  State  constituent 
colleges  and  schools,  including  medical  and 
other  professional  teaching  and  research  cen- 
ters, which,  taken  in  conjunction  with  existing 
facilities,  will  give  a completely  rounded  and 
adequate  university  program  for  the  State. 
The  plan  is  to  include  community  colleges 
which  shall  be  financed  50  per  cent  of  the 
cost  by  the  State  and  50  per  cent  by  the  com- 
munity in  capital  outlay;  in  maintenance  and 
operation,  one-third  of  the  cost  by  the  State, 
one-third  by  the  community,  and  one-third  by 
student  fees.  The  above  program  at  the  pres- 
ent time  seems  to  satisfy  both  parties  suffi- 
ciently so  that  it  is  probable  that  such  legisla- 
tion will  be  enacted  this  year 4 

Bronx  Hospital  announces  hospital  affili- 
ation for  general  practitioners;  establish- 
ment of  a general  practice  section  in  its 
staff.5 

The  president  of  the  medical  board  of  the 
hospital  said  general  practitioners  seeking  ap- 
pointment to  the  staff  must  be  graduates  of  ap- 
proved medical  schools,  members  of  the  county 
medical  society,  and  able  to  meet  all  other  re- 
quirements of  medical  staff  membership  pro- 
vided in  the  hospital’s  bylaws. 

The  section  will  be  governed  by  a committee 
including  one  representative  from  the  section 
and  the  hospital’s  departments  of  medicine, 
surgery,  and  obstetrics.  This  committee  also 
will  plan  an  educational  program  for  the  sec- 
tion. 

The  hospital  is  acting  to  meet  a need  cited 
by  the  American  Medical  Association,  the 
American  College  of  Surgeons,  and  other  lead- 
ing groups,  it  was  declared. 

While  prepaid  medical  care  plans  for  the 
last  eight  years  have  been  cooperating  with 
the  Federal  Farm  Security  Administration 
to  provide  medical  and  surgical  care'  for 
rural  areas  of  the  State  (the  F.S.A.  lending 
money  to  their  borrowers  to  enroll  on  a plan 
during  the  first  year  of  membership),  the 
plan  has  not  been  too  successful.  Many 
borrowers  dropped  out  after  the  first  year.6 
Still,  it  is  an  attack  on  the  problem.  An 
A.M.A.  survey  of  the  medical  schools  in 

4 Legislative  Bulletin  #1  (Jan.  19)  1948. 

4 New  York  Times  (Jan.  22)  1948. 

• Extension  of  Rural  Medical  Service.  A.M.A.,  1947. 
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November,  1947,  showed  them  to  be  inter- 
ested and  active  in  developing  programs 
toward  extending  medical  care  to  rural  com- 
munities. Several  medical  schools  already 
have  scholarships  for  physicians  who  will 
practice  in  .rural  areas,  preceptorships  with 
rural  physicians  for  medical  students  in 
their  senior  year,  rotating  internships  from 
university  hospitals  to  rural  hospitals,  ex- 
tension of  medical  care  to  rural  clinics. 

The  Mary  Tmogene  Bassett  Hospital,  in 
Cooperstown,  New  York,  is  now  affiliated 
as  a teaching  hospital  with  the  Columbia 
University  College  of  Physicians  and  Sur- 
geons in  New  York  City.  A number  of 
fourth- year  students  spend  two  months  in 
this  outstanding  rural  medical  center  to  par- 
ticipate in  rural  medical  practice.  Similar 
practical  extensions  of  teaching  centers  into 
the  rural  areas  are  not  headline  news,  but 
they  do  represent  farseeing  experimental 
projects  which  will  vastly  enrich  the  prac- 


tice of  medicine  in  the  future,  and  represent 
reforms  of  a fundamental  nature. 

Much  remains  to  be  done.  More  of  the 
slow  solid  accomplishment  of  American  doc- 
tors in  solving  the  complex  problems  of 
modei-n  civilization  should  be  known  to  the 
people  via  the  popular  publications  and  the 
daily  journals.  These  have  tended  rather 
to  overemphasize  the  importance  of  “won- 
der drugs,”  and  some  of  the  more  radical 
developments  of  medical  therapy.  While 
the  radio,  around  the  clock,  chatters  the 
virtues  of  proprietary  medicines,  self  medi- 
cation, and  fills  in  the  chinks  with  horror  and 
crime  ad  nauseam. 

Decidedly,  reform  should  be  accomplished 
where  it  is  needed.  And  this  is  not  to  over- 
look the  substantial  improvements  in  mod- 
ern journalism;  better  and  more  accurate 
reporting,  and  wider  news  coverage  arc 
among  other  things — also  to  be  said  of  radio 
in  general.  Let  the  good  work  go  on. 


Current  Editorial  Comment 


Outlook  Brighter  for  Heart  Disease. 

The  importance  of  heart  disease  as  the  most 
common  single  cause  of  death  in  children 
as  well  as  in  adults,  very  largely  because  of 
the  great  reduction  in  deaths  from  infec- 
tious diseases,  has  been  pointed  out  by 
Walter  Modell,  M.D.,  New  York,  instructor 
at  Cornell  University  Medical  College  and 
fellow  of  the  American  College  of  Physi- 
cians.1 Dr.  Modell  also  states  that  in 
adults  arteriosclerosis  eventually  comes  to 
all  w ho  live  long  enough. 

For  this  reason  “heart  disease  will  continue 
to  increase  as  the  average  span  of  life  is  length- 
ened by  progress  in  medicine.” 

“Actually,”  the  writer  observes,  “our  under- 
standing of  the  heart  has  increased,  new  useful 
drugs  have  been  introduced  and  more  are  being 
discovered,  delicate  instruments  for  early 
diagnosis  are  available,  preventive  measures 
are  being  developed,  surgical  procedures  for 
the  repair  of  many  types  of  heart  disease  have 
been  devised.  The  weapons  are  available  for 
the  attack  on  this  formidable  problem.” 
Among  these  weapons  he  mentions: 

1.  Surgery  to  repair  congenital  defects  of 


1 llygeia  (Jan.)  1948;  A.M.A.  News  (Jan.  30)  1948. 


the  heart  in  the  small  proportion  of  children 
born  wdth  defective  hearts. 

2.  New  awareness  of  the  rheumatic  fever 
problem.  (Rheumatic  fever  causes  the  largest 
proportion  of  heart  disease  in  youngsters  and 
young  adults  and  causes  more  deaths  in  that 
age  group  than  any  other  disease.) 

3.  Surgical  treatment  for  high  blood  pres- 
sure, a condition  which  eventually  damages 
the  heart  through  the  undue  effort  to  which 
that  organ  is  subjected  in  pumping. 

4.  Increased  control  of  syphilis  and  goiter — 
which  are  almost  disappearing  as  causes  of 
heart  disease. 

5.  A recently  discovered  cure  for  subacute 
bacterial  endocarditis,  an  infection  which  al- 
ways attaches  itself  to  a portion  of  the  heart 
damaged  by  previous  heart  disease.  Until  sev- 
eral years  ago  everyone  who  developed  this 
disease  died  of  it.  Today,  with  huge  doses  of 
penicillin,  90  per  cent  or  more  are  entirely 
cured.  Cures  may  be  on  the  way  for  other 
heart  infections. 

G.  More  effective  treatment  for  the  later 
consequences  of  heart  disease,  often  called 
heart  failure.  With  the  proper  use  of  puri- 
fied extracts  of  digitalis  and  a newer  group  of 
drugs  called  mercurial  diuretics,  many  victims 
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of  advanced  heart  failure,  formerly  considered 
beyond  treatment,  are  now  entirely  relieved  of 
symptoms.  Even  though  the  fundamental 
disease  condition  remains  severe,  lives  are  pro- 
longed, and  made  useful  and  pleasant,  where 
formerly  they  were  unbearable.  Many  such 
patients  have  returned  to  work. 

7.  Improved  methods  for  early  diagnosis. 
A thorough  examination  by  the  cardiologist — 
the  heart  specialist — together  with  modern  ex- 
amining technics  such  as  the  x-rays,  fluoroscope 
and  electrocardiogram  and  special  blood  tests, 
makes  the  recognition  of  heart  disease  possible 
in  its  earliest  stages. 

“For  those  who  are  unfortunate  and  develop 
heart  disease  early  in  life,  and  for  those  who 
develop  heart  disease  because  of  age,  the  out- 
look is  better  than  it  ever  was,”  Dr.  Modell 
concludes. 


Clue  to  the  Synthesis  of  Food.  Reported 
at  the  December  annual  meeting  in 
Chicago,  Illinois,  of  the  American  Associa- 
tion for  the  Advancement  of  Science  were 
significant  advances  in  the  knowledge  of 
how  nature  synthesizes  foodstuffs.  Accord- 
ing to  the  New  York  Times:1 

The  discovery  of  the  new  key  substance,  de- 
scribed as  the  first  intermediary  in  the  process 
of  food  synthesis  by  the  plants,  the  very 
existence  of  which  was  until  now  not  even  sus- 
pected, was  made  possible  by  the  use  of  radio- 
active carbon,  itself  a new  substance  produced 
in  the  atomic-energy  furnace  at  Oak  Ridge, 
Tennessee. 

Ordinary  carbon  dioxide,  which  contains 
ordinary  carbon  of  Atomic  Weight  Twelve  and 
is  non-radioactive,  goes  through  so  many  com- 
plex processes  within  the  plant  that  it  was  im- 
possible to  trace  its  course  through  nature’s 
labyrinth.  With  carbon  dioxide  in  which 
radioactive  carbon  of  Atomic  Weight  Fourteen 
is  substituted  for  the  ordinary  carbon,  the  com- 
plex processes  involved  could  be  traced  for  the 
first  time  by  the  radioactivity  of  the  substance. 

It  was  discovered  that  the  plant  uses  the 
carbon  dioxide  for  two  distinct  and  opposite 
purposes,  one  for  its  own  respiration,  the  proc- 
ess by  which  foodstuffs  are  utilized  in  living 
cells,  the  other  for  photosynthesis .... 

The  discovery  of  the  key  substance  may  open 
the  way  to  two  of  the  most  significant  develop- 
ments in  the  history  of  civilization.  Further 
knowledge  of  its  chemical  composition  and 
structure,  studies  on  which  are  now  in  progress, 

1 New  York  Times:  (Dec.  29)  1947. 


may  pave  the  road  to  the  creation  of  synthetic 
foods  in  great  abundance  out  of  carbon  dioxide 
and  water  by  the  use  of  only  solar  energy.  It 
also  may  provide  the  first  means  for  the  direct 
harnessing  of  the  sun’s  light  for  power  pur- 
poses, thus  providing  mankind  with  an  in- 
exhaustible source  of  power 

The  report,  one  of  the  outstanding  develop- 
ments in  science  in  modern  times,  was  pre- 
sented before  a symposium  on  the  use  of  iso- 
topic tracers  in  photosynthesis  by  Prof.  Hans 
Gaffron,  Dr.  A.  H.  Brown,  and  Dr.  E.  W. 
Fager,  of  the  Fels  Laboratory  of  the  University 
of  Chicago.  Dr.  Brown  is  now  associated  witli 
the  department  of  botany  of  the  University  of 
Minnesota. 

Already  the  potentialities  of  radioactive 
tracer  methods  of  investigation  are  be- 
ginning to  outweigh  the  fearsome  aspects  of 
the  same  energy  in  the  form  of  atomic 
bombs.  The  possibilities  which  this  re- 
search opens  up,  as  well  as  the  utilization  of 
the  same  methods  in  the  study  of  human 
metabolism,  will  probably  necessitate  a 
fundamental  revamping  of  our  older  con- 
cepts of  human  and  plant  physiology. 

In  their  studies,  the  Chicago  biochemists 
succeeded  for  the  first  time  in  separating  the 
products  formed  in  the  processes  of  the  plants’ 
respiration  from  the  products  formed  in  the 
processes  involving  assimilation,  namely  photo- 
synthesis. The  respiration  product,  which  also 
contained  carbon  dioxide,  is  active  in  the  dark 
and  was  shown  to  be  easily  transformed  by 
metabolic  reactions  pertaining  to  respiration 
and  fermentation. 

On  the  other  hand,  the  first  photosynthetic. 
product  was  found  to  be  completely  stable  in 
the  dark,  is  not  attacked  by  respiration,  and 
does  not  lose  its  tracer  carbon  by  exchange  with 
untagged  carbon  dioxide. 

It  is  transformed  into  ordinary  metabolites, 
such  as  sugars,  the  report  adds,  only  by  the 
further  action  of  light.  It  is  thus  shown  to  be 
an  intermediate  in  the  process  of  sugar  forma- 
tion. 

The  first  supply  (a  few  milligrams)  of  the 
new  substance  has  been  used  in  proving  that 
it  is  none  of  the  more  common  carbohydrates, 
nor  one  of  the  better  known  respiratory  dark 
fixation  products,  such  as,  for  instance,  suc- 
cinic acid. 

The  research  represents  a new  attack  on  the 
basic  problem  which  was  investigated  witli 
radioactive  tracer  methods  by  the  late  Dr.  Sam 
Ruben  and  coworkers  of  the  University  of 
California. 


Scientific  Articles 


RADIATION  DOSAGE 

Walter  T.  Murphy,  M.D.,  Buffalo,  New  York 

(From  the  Roswell  Fork  Memorial  Institute ) 


RADIATION  dosage  means  the  amount  of 
radiant  energy  delivered  to,  but  not  actu- 
ally absorbed  by,  an  anatomic  site  within  a 
specific  space  and  periodicity  of  time.  This 
amount  is  expressed  by  the  term  “roentgen”  (r) 
which  is  an  ionization  unit  bearing  a constant 
and  known  relation  to  the  radiation  energy  ab- 
sorbed per  unit  mass  of  air,  and  when  applied 
to  air,  it  is  independent  of  wavelength.  All 
roentgen  doses  are  recorded  as  with  back  scatter 
at  this  institute,  and  in  this  paper  all  doses  are 
with  back  scatter.  The  method  of  applying  the 
tumor  dose  is  described  by  the  quality,  site,  size, 
separation,  and  angulation  of  entrance  ports, 
skin  target  distance,  portal  roentgen  increment, 
roentgen  per  minute,  cycle  or  spacing  of  portal 
applications,  and  description  of  the  area  of 
source.  It  is  improper  to  record  only  the  entrance 
dose,  except  in  the  superficial  lesions  where  the 
skin  or  mucous  membrane  and  the  lesion  itself 
are  in  the  same  plane. 

Failures  with  radiation  should  not  be  blamed 
upon  the  “dose”  delivered  to  the  lesion  unless 
other  treatment  factors,  such  as  quality,  skin 
target  distance,  field  size,  and  value  and  spac- 
ing of  the  increment,  have  been  considered  per- 
fectly competent  to  the  problem  of  treatment. 

Radiation  can  almost  always  be  cancericidal 
if  the  treatment  factors  mentioned  above  are  ap- 
propriate, but  they  may  be  of  such  an  order 
that  the  life  of  the  patient  is  sacrificed.  The  old 
adage  that  “the  operation  was  a success,  but  the 
patent  died”  is  perfectly  applicable  to  radiation 
therapy.  Therefore,  the  clinical  picture  must  be 
thoroughly  understood  by  the  radiologist  be- 
fore any  radiation  is  attempted.  It  is  important 
that  there  be  close  cooperation  between  the 
referring  physican  or  surgeon  and  the  radiologist. 
The  latter  should  examine  each  patient  before 
any  regime  is  decided  upon  in  order  to  estimate 
the  radiocurability  of  the  lesion  and  the  com- 
patibility of  the  regime  with  the  survival  of  the 
patient.  Should  the  case  be  judged  not  radiocur- 
able,  then  the  degree  of  palliation  that  radia- 
tion offers  should  be  ascertained.  If  neither 
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cure  nor  palliation  is  apparent  from  the  clinical 
picture,  then  no  radiation  is  indicated.  Occa- 
sionally, placebo  treatments  are  given  these  pa- 
tients for  obvious  mental  reasons.  Much  harm 
is  done  to  the  practice  of  radiology  by  the  treat- 
ment of  patients  who  are  beyond  even  pallia- 
tion. Other  modalities  should  be  offered  these 
patients. 

Action  of  Radiation 

The  biologic  effect  of  radiation  is  due  to  that 
part  which  is  absorbed.  The  ability  of  a normal 
or  cancer  cell  to  recover  from  radiation  is  a rela- 
tive one,  depending  upon  such  factors  as:  (1) 

cellular  activity,  whether  the  cell  is  in  the  divid- 
ing or  resting  stage,  and  (2)  the  surrounding  tis- 
sue bed.  Both  these  factors  are  influenced  by 
heredity,  endocrines,  age,  and  the  general  health 
status  of  the  patient. 

The  primary  function  of  radiation  therapy  is  to 
destroy  pathologic  tissue.  The  specific  mini- 
mum number  of  roentgens  necessary  to  kill  any 
human  cancer  is  not  accurately  known,  and 
there  is  not  true  consistency  between  tumor  roent- 
gen dose  and  cure.  Radiosensitivity  does  not 
mean  radiocurability,  since  the  accessibility, 
anatomic  grading,  and  inherent  biologic  be- 
havior of  a cancer  are  more  important  than  the 
histologic  grading. 

Clinically,  the  total  tumor  dose  is  important 
only  if  it  is  qualified  by  all  technical  details  of 
application.  Although  there  is  no  wavelength 
specificity,  the  biologic-physical-roentgen  ratio 
between  wavelengths  is  apparent.  At  45  kilo- 
voltage  peak,  the  erythema  dose  is  200  r or  less, 
while  at  1,000  kilovoltage  peak,  it  is  1,000  r or 
more.  The  ratio  between  200  kilovoltage  peak 
(half  value  layer  0.9  mm.  copper)  and  1,000 
kilovoltage  peak  (half  value  layer  9 mm.  copper) 
is  of  the  order  of  4: 5.  When  cross  fire  causes  an 
entrance  port  to  receive  exit  radiation  from  an- 
other port,  the  problem  of  comparative  biologic 
effect  is  slightly  changed  because  of  the  altera- 
tion in  effective  wavelength  of  a beam  as  it 
traverses  and  leaves  an  anatomic  part.  Figure  I 
shows  skin  erythema  on  last  day  of  treatment 
almost  identical  on  the  right  side  of  the  pelvis, 
cross  fired  by  1,000  kilovoltage  peak  (half  value 
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Fin.  1.  Kqual  skin  reaction  on  last  day  of  treat- 
ment with  same  total  skin  roentgens  (increment  plus 
exit  dose).  Posterior  ports  show  comparable  reac- 
tions. 

layer  9 mm.  copper)  x-ray,  to  that  on  the  left 
side,  cross  fired  by  200  kilovoltage  peak  (half 
value  layer  0.9  mm.  copper)  x-ray.  Figure  2 shows 
the  same  skin  four  months  later  with  more  scar- 
ring and  atrophy  on  the  200  kilovoltage  peak  side. 
The  total  “r”  dose  on  the  skin  was  equaled 
for  all  ports  by  increasing  the  200  kilovoltage 
peak  increment  to  make  up  for  the  greater  pene- 
trating power  of  the  1,000  kilovoltage  peak  beam. 
Thus,  the  increment  for  the  latter  side  was  400  r, 
while  the  increment  for  the  former  side  was  435 
r.  The  total  “r”  dose  to  each  port  was  4,520 
r within  twenty-three  days. 

Other  studies  with  different  skin  increments 
have  been  carried  out  with  about  the  same  effect. 
There  have  been  some  variations  which  will  be 
reported  later.  Of  course,  the  depth  dose  on  the 
1,000  kilovoltage  peak  side  was  greater.  In  the 
case  illustrated  it  amounted  to  about  30  per  cent 
more.  Since  it  takes  more  1,000  kilovoltage 
peak  roentgens  as  measured  by  a thimble  ioniza- 
tion chamber  to  cause  a skin  erythema,  it  is 
reasonable  to  assume  that  it  would  take  more 
1,000  kilovoltage  peak  roentgens  to  effect  dam- 
age on  a cancer  comparable  to  that  damage 
caused  by  200  kilovoltage  peak  roentgens. 
Hence,  supervoltage  is  of  more  value  if  the 
tumor  roentgen  dose  can  be  greater  than  the  4:5 
ratio.  This  condition  prevails  in  cross  firing  a 
thick  anatomic  part  with  multiple  ports  when 
the  skin  and  normal  tissue  doses  are  much  in- 
ferior to  the  tumor  dose.  With  comparable 
technic  it  might  be  impossible  to  deliver  with 
200  kilovoltage  peak  (half  value  layer  0.9  mm. 
copper)  x-ray  such  a favorable  difference  in 
roentgens  (tumor  dose  minus  normal  tissue 
dose). 


Fig.  2.  Skin  reaction  four  months  after  treat- 
ment. More  scarring  and  atrophy  on  200  kilovolt- 
age peak  side.  Posterior  ports  show  comparable 
changes. 

Dosage  Technic 

The  different  dosage  teclmics,  used  in  clinical 
radiation  therapy,  are  discussed  separately. 

Single  Dose. — This  may  be  used  when  a can- 
cericidal  dose  can  be  given  to  the  deepest  cell  of  a 
radiocurable  lesion,  e.g.,  basal  cell  carcinoma, 
without  danger  to  the  deeper  or  surrounding 
normal  tissues.  Ideal  factors  are  as  follows: 

(а)  Lesion:  diameter  less  than  1 cm.,  thick- 
ness less  than  0.5  cm.,  and  accessibility,  e.g., 
skin  of  cheek. 

(б)  Field  size:  wide  enough  to  include  most 
laterally  extended  cells.  Here,  the  experience 
of  the  radiologist  is  an  important  factor.  Since 
the  border  of  the  field  receives  less  than  the 
midpoint,  a margin  of  0.5  to  1 cm.  should  be  in- 
cluded for  these  small  lesions.  Four  times  the 
dose  is  required  to  bring  about  the  same  bio- 
logic effect  with  an  area  of  0.4  sep  cm.  as  with 
one  of  6 sq.  cm.  when  qualities  of  half  value  layer 
1.5  mm.  aluminum  to  0.4  mm.  copper  are  used. 
This  is  due  to  physical  reasons  and  volume  tissue 
effect. 

(c)  Quality:  most  of  the  radiation  should  be 

absorbed  by  the  cancer  tissue  and  only  a mini- 
mum by  the  normal  bed.  In  treating  a super- 
ficial and  thin  lesion,  soft  radiation  is  indicated 
(45  to  140  kilovoltage  peak  x-ray). 

( d. ) .Skin  target  distance:  should  be  as  short 
as  is  clinically  and  physically  feasible  in  order  to 
insure  maximum  delivery  to  the  cancer  only. 

Table  1 shows  comparative  depth  percentages 
with  the  different  qualities  and  skin  target  dis- 
tance used  in  superficial  therapy. 

In  the  treatment  of  cancer,  the  normal  skin, 
mucous  membrane,  and  subcutaneous  tissue 
will  react  very  intensely  but  will  recover  with 
some  permanent  damage  from  single  applica- 
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TABLE  1. — Comparative  Depth  Percentages  in  Super- 
ficial Therapy 


Percentages  with  Different  Radiation  Qualities 

3 Sq  Cm.  Area 

10  Sq.  Cm. 

Area 

2 Cm.  S.T.D 

45  K.V.P. 

100  K.V.P.  140  K.V. 

P.  140  K.V.P. 

Centi- 

(H.V.L. 

(H.V.L. 

(H.V.L. 

(H.V.L. 

meter 

0.3  mm. 

1 . 5 mm, 

2 mm. 

0.4  mm. 

Depth 

Al) 

Ap 

Al) 

Cu) 

0 

100 

100 

100 

100 

0.5 

35 

67 

80 

88 

1 

17 

53 

65 

79 

2 

6 

34 

45 

63 

TABLE  2. — Tolerated  Roentgen  Dosage  for  Portae 
Areas  in  Single  Applications  of  X-ray 

100-140  K.V.P. 

200  K.V.P. 

(H.V.L.  1.5  mm.  Al- 

(H.V.L.  0.9 

Square 

0.4  mm.  Cu) 

mm.  Cu) 

Centimeters 

S.T.D.  18  Cm. 

S.T.D.  25-50  Cm. 

i 

3,500  r 

2 

3,400  r 

4 

3,000  r 

5 

2,000  r 

6 

2,500  r 

10 

2,400  r 

1,800  r 

20 

2,200  r 

1,600  r 

40 

1,500  r 

100 

1 ,400  r 

150 

1,350  r 

200 

1.300  l 

tions  of  x-ray  (Table  2).  Skin  overlying  bone 
or  cartilage  in  the  groin,  axilla,  gluteal,  or  peri- 
neal folds  will  react  more  severely,  especially  for 
the  larger  ports.  In  these  areas,  a safer  dose 
would  be  from  10  to  20  per  cent  less. 

There  are  seldom  any  indications  for  single 
dose  technic  with  200  kilovoltage  peak  x-ray 
except  to  postoperative  small  recurrent  breast 
carcinoma  or  superficial  lymphomas  where  it  is 
impossible  for  a patient  to  return  for  fractionated 
treatment.  In  many  of  these  cases,  a single 
dose  to  satisfy  the  convenience  of  the  patient  is 
not  always  to  the  best  interest  of  that  patient. 

Failures  with  the  single  dose  technic  may  be 
due  to  inadequate  dosage  and/or  faulty  applica- 
tion. When  this  occurs,  it  is  most  important 
that  any  further  irradiation  be  preceded  by  care- 
ful estimation  of  the  causes  of  the  failure.  Should 
the  dose  be  considered  too  small,  then  another 
application  may  be  given.  If  the  first  dose  was 
adequate,  e.g.,  basal  cell  carcinoma — 3,000  r 
with  half  value  layer  2 mm.  aluminum,  the  recur- 
rence is  usually  at  the  periphery  due  to  inade- 
quate field  size.  Here,  more  irradiation  might 
lead  to  permanent  necrosis  if  the  fields  overlap. 
Repeated  treatment  for  failures  is  strongly  ad- 
vised against.  Other  methods,  such  as  surgery, 
should  then  be  tried.  Due  to  some  specific  phys- 
iologic condition,  such  as  an  irregular  or  poly- 
ploid chromosome  number,  some  tumor  cells  may 
be  resistant  to  a single  dose  of  radiation,  and 
these  cells,  along  with  their  radiation-induced 
fibrous  stroma,  may  attain  a still  greater  resist- 
ance to  further  radiation.1  It  is  certainly  much 
better  to  admit  a radiologic  failure  in  time  to 
effect  a surgical  salvage  than  to  end  up  with  a 


Fig.  3.  Small  squamous  cell  carcinoma  of  lip, 
before  and  after  treatment. 


condition  where  neither  radiation  nor  surgery  is 
of  any  benefit. 

From  experience,  it  is  known  that  a single 
application  of  1,500  to  2,000  r (half  value  layer 
1.5  to  2 mm.  aluminum)  has  cured  a great  many 
small  squamous  and  basal  cell  carcinomas  of  the 
skin.  It  is  also  recognized  that  a greater  percent- 
age of  cures  will  follow  2,500  to  3,500  r applica- 
tion. The  following  two  cases  will  illustrate. 

Case  I. — This  patient  had  squamous  cell  carci- 
noma of  the  lower  lip  (Fig.  3).  A 140  kilovoltage 
peak  (half  value  layer  2 mm.  aluminum),  skin 
target  distance  18  cm.,  1,500  r to  a 2-sq.  cm.  field 
dose  was  given.  Although  this  dose  is  small,  there 
was  no  recurrence  over  a period  of  twelve  years. 
Today,  this  lesion  would  be  treated  more  safely 
with  fractionated  technic.  If  this  were  impossible, 
a single  dose  would  be  3,000  r. 

Case  2. — -This  patient  had  basal  cell  carcinoma  on 
the  left  side  of  nose  (Fig.  4).  A 140-kilovoltage  peak 
(half  value  layer  2 mm.  aluminum),  skin  target, 
distance  18  cm.,  1,600  r to  an  8-sq.  cm.  field  dose  was 
given.  The  dose  and  field  size  were  too  small  for  a 
lesion  such  as  this.  Since  only  partial  regression 
occurred,  another  1,600  r was  given  six  weeks  later. 
No  recurrence  in  eight  years  was  the  result.  This 
illustrates  faulty  dosage  and  technic.  This  lesion, 
today,  would  receive  the  fractionated  treatment  de- 
scribed in  the  following  pages. 

Multiple  or  Divided  Dose  Through  One  Pori. — 
Depending  on  the  size  of  the  lesion,  e.g.,  larger 
than  1 cm.  in  diameter,  thickness,  e.g.,  1 cm., 
and/or  the  presence  of  specialized  tissue  in  the 
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Fig.  4.  Basal  cell  carcinoma,  side  of  nose,  before 
and  after  treatment. 


treated  field,  e.g.,  lip,  tongue,  soft  palate,  or 
larynx,  the  radiation  should  be  applied  in  re- 
peated sessions  in  order  to  reach  a level  lethal 
to  the  cancer  cells  but  tolerable  by  the  normal 
tissue  bed.  Since  normal  tissue,  because  of  its 
longer  resistant  cell  phase,  recovers  from  radia- 
tion faster  and  more  completely  than  malignant 
tissue,  such  a regime  is  necessary.  Thus,  a favor- 
able balance  is  kept  between  the  repair  and 
damage  processes  in  both  types  of  cells. 

The  total  dose  applied  through  one  port  will 
depend  upon  the  quality,  size  of  port,  skin  target 
distance,  and  increments  and  their  time  spacing. 
The  border  surrounding  the  lesion  should  be 


wide  enough  to  insure  irradiation  of  the  most 
laterally  extended  cells  (Table  3). 

'FABLE  3. — Size  of  Margin  of  the  Lesion 
Margin  around 

Diameter  of  Border  of 

Lesion  Lesion 

1 cm.  0.5  cm. 

3 cm.  1 . 0 cm. 

5 cm.  1 . 5 cm. 

10  cm.  2.5  cm. 


It  is  sometimes  well  to  include  slightly  larger 
margins  should  the  clinical  picture  indicate  this. 

In  the  treatment  of  cancer,  the  normal  skin, 
mucous  membrane,  and  subcutaneous  tissue 
will  react  very  intensely  but  will  recover  with 
some  permanent  changes  from  the  following  frac- 
tionated doses  of  x-ray  (Table  4).  As  in  the  case 
of  the  single  dose,  skin  or  mucous  membrane 
overlying  bone  or  cartilage  in  the  groins,  axilla, 
gluteal,  and  perineal  folds  will  react  more  se- 
verely. In  these  areas  the  safe  tolerance  dose 
might  be  from  10  to  20  per  cent  less,  especially 
when  larger  ports  are  used. 

When  a skin  target  distance  of  50  to  80  cm. 
is  used,  the  amount  of  radiation  listed  above 
may  have  to  be  reduced,  especially  for  field  sizes 
over  50  sq.  cm.  This  causes  more  underlying 
tissue  to  be  irradiated  with  resultant  immediate 
and  late  vascular  changes.  This  affects  the 
skin  both  directly  and  indirectly. 

In  treating  through  a single  port  with  quali- 
ties of  radiation  from  half  value  layer  2.5  to  9 mm. 
copper  at  a skin  target  distance  of  50  to  80  cm., 
the  advantage  of  greater  skin  tolerance  for  similar 
roentgen  doses  is  minimized  by  the  greater  depth 
intensity.  If  a lesion  is  deep  enough  to  indicate 
short  wavelength  irradiation,  it  is  usually  much 
better  to  cross  fire  it.  Attention  always  should 
be  given  to  the  possible  dee])  tissue  changes  when 
short  wavelength  radiation  is  used. 


TABLE  4.—1 

R ACTION  ATE  D DOSAGE 

According  to  Portal  Size 

100-140  K.V.P. 

(H.V.L.  1.5  mm.  A1 

200  K.V.P. 

0.4  mm.  Cu) 

( II. V.  L.  0.9  mm.  Cu) 

Field  Size 

SIT.  D.  18  Cm. 

S.T.D.  25-40  Cm. 

2-10  Sq.  Cm. 

In  5 Days  for 

Shallow  Lesions 

3 X 1 ,000  r 

In  5 Days  for 

Thick  Lesions 

3 X 1,500  r 

In  10  Days 

5 X 1,200  r 

5-20  Sq.  Cm. 

in  0 Days 

8 X 000  r = 4,800  r 

In  12  Days 

10  X 500  r = 5,000  r 

In  17  Days 

14  X 400  r = 5,000  r 

In  20-28  Days 

20-22  X 300  r = 6,000-6,600  r 

40-50  Sq.  Cm. 

1 n 0 Days 

5 X 000  r = 3,000  r 

In  9 Days 

7 X 500  r = 3,500  r 

1 n 12  Days 

10  X 400  r = 4,000  r 

In  19  Days 

15  X 300  r * 4,500  r 

1 00  1 50  Sq.  Cm. 

In  4 DaVH 

4 X 000  r ■=  2,400  r 

1 n 7 Days 

0 X 500  r = 3,000  r 

In  1(1  Days 

8 X 400  r - 3,200  r 

1 n 1 5 Days 

12  X 300  r - 3,600  r 
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Fig.  5.  Moderate-sized  squamous  cell  carcinoma 
of  the  lip,  before  and  after  treatment. 


It  is  often  necessary  to  change  the  dose  incre- 
ment as  the  treatment  course  progresses.  For 
example,  with  intrinsic  larynx  carcinoma,  stage 
I,  the  increment  is  increased  gradually  from  200  r 
to  600  r while  the  field  size  is  decreased  from  6 by 
8 cm.  to  3 by  3 cm.  A total  single  port  dose  of 
7,600  r is  given  in  18  increments  within  twenty 
days.  The  dose  at  2 cm.  depth  is  6,000  r (400  kilo- 
voltage  peak,  half  value  layer  5 mm,  copper). 

Increments  may  be  spaced  irregularly  accord- 
ing to  the  biopsy  control  indications  (tumor  cell 
destruction  and  intercellular  reaction).  This 
requires  strict  individualization  which  every 
radiologist  should  endeavor  to  practice.  Koller 
and  Smithers’  work  along  this  line  is  most  in- 
teresting.1 

The  following  2 cases  illustrate  fractionated 
treatment  through  one  port. 

Case  3. — This  patient  had  a small  carcinoma  of  the 
lip  (Fig.  5).  A radiation  dose  of  200  kilovoltage 
peak  (half  value  layer  0.9  mm.  copper),  skin  target 
distance  40  cm.,  13  increments  of  400  r,  was  given 
within  fifteen  days.  Port  decreased  from  3 by  6 cm. 
to  1 by  3 cm.  The  total  surface  dose  comprised 
5,200  r.  The  total  2-cm.  depth  dose  was  3,800  r. 
There  was  no  recurrence  in  three  years. 

Case  4 • — This  patient  had  a large  carcinoma  of  the 
lip  with  enlarged,  hard  submaxillary  nodes  (Fig.  6). 
Four  hundred  kilovoltage  peak  (half  value  layer  5 
mm.  copper),  skin  target  distance  70  cm.,  16  incre- 
ments of  300  r within  eighteen  days  was  the  dosage 
given.  The  field  size  was  10  by  15  cm.  The  total 
surface  dose  given  was  4,800  r,  and  the  total  5-em. 


Fig.  6.  Large  squamous  cell  carcinoma  of  the  lip, 
before  and  after  treatment. 


depth  dose  was  3,552  r.  I leavy  lead  was  used  over 
the  laryngotracheal  neck  area.  There  was  no  re- 
currence over  a period  of  three  and  a half  years. 

Cross  Fire  Technic. — In  order  to  deliver  a 
suitable  dose  to  deeper  tumors,  it  is  necessary  to 
utilize  more  than  one  entrance  port  or  beam  so 
that  these  beams  may  converge  at  the  point  of 
pathology.  Thus,  an  addition  of  two  or  more 
depth  intensities  results.  At  the  same  time,  one 
or  all  of  the  beams  may  leave  the  body  at  the 
entrance  point  of  another  beam.  In  this  ease, 
the  skin  or  mucous  membrane  will  receive  not 
only  what  went  in  from  its  beam  but  what  came 
out  from  another  beam.  The  beam  at  the  point 
of  its  exit  is  softer  than  at  jts  entrance,  and  if  the 
exit  skin  is  in  contact  with  table  mattress,  the 
intensity  is  slightly  greater  than  if  the  exit  skin 
is  clear.  The  addition  of  the  entrance  and  the 
exit  roentgens  should  always  be  recorded. 

The  amount  of  radiation  delivered  in  the  depth 
under  these  conditions  also  should  be  accurately 
recorded.  This  is  why  it  is  important  that  the 
radiologist  make  a sound  estimation  of  the  depth 
and  size  of  the  pathology  before  treatment. 
The  anatomic  plane  of  therapy  may  have  to  be 
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Fig.  7.  Treatment  diagram  of  carcinoma  cervix, 
group  III  (league  of  Nations). 

sketched  in  life-sized  dimensions  so  as  to  plot 
with  isodose  charts  a suitable  technic  of  applica- 
tion (Fig.  7).  In  the  estimation  of  the  depth 
dose  it  is  well  to  keep  in  mind  the  difference  in 
energy  absorption  of  the  various  tissues  which 
the  beams  traverse.  Isodose  charts,  which  ate 
used  routinely  in  this  institute,  are  based  upon 
water  and  presdwood  phantom  measurements. 
Muscle  has  about  the  same  atomic  composition 
as  these  experimental  phantoms,  whereas  fat  is 
much  lower  and  bone  much  higher.  Conse- 
quently, there  is  less  energy  absorption  in  the 
fat  and  much  more  in  the  bone.  The  energy  ab- 
sorption in  bone  is  least  in  the  supervoltage  and 
gamma  wavelengths.  For  this  reason,  it  is 
better  to  use  short  wavelength  radiation  where 
beams  must  pass  through  bone  to  reach  pathol- 
ogy, e.g.,  lateral  pelvic  ports  in  carcinoma  of  the 
cervix. 

Since  the  depth  dose  will  depend  upon  what 
can  be  delivered  safely  through  the  entrance  ports, 
it  is  important  that  these  entrance  ports  be  of 
such  size,  position,  angulation,  and  separation 
that  the  depth  dose  is  brought  to  an  optimum 
amount,  while  the  deeper  normal  tissue  doses  and 
the  entrance  portal  doses  are  within  recoverable 
amounts.  It  is  also  important  to  consider  the 
lateral  scattered  radiation  outside  the  beams, 
since  these  may  converge  in  such  an  amount  that 
important  normal  organs  in  the  vicinity  of  the 
pathology,  e.g.,  the  eye  in  cross  firing  an  antrum, 
may  receive  more  radiation  than  intended. 

Since  every  deep  malignant  tumor  is  attached 
to  or  surrounded  by  normal  tissue,  even  a greater 
regard  for  safety  should  prevail  than  in  the  case 
of  a more  accessible  lesion.  In  other  words,  the 
total  dose  delivered  to  the  cancer  area  must  be 
within  the  limits  of  the  recovery  factor  of  normal 
tissue.  In  cross  fire  technic  the  integral  or 
volume  dose  is  very  important.  Since  this  is 
directly  influenced  by  certain  technical  factors,  a 


short  discussion  is  in  order.  Anything  that  will 
decrease  the  constitutional  effect  but  still  keep 
the  tumor  dose  at  an  optimum  should  be  done. 
Resides  the  size  and  arrangement  of  the  fields 
used,  the  integral  volume  dose  is  influenced  by 
the  skin  target  distance  and  the  quality  of  the 
dose. 


Kllis  reported  that,  in  the  treatment  of  car- 
cinoma of  the  esophagus,  the  integral  dose  with  a 
skin  target  distance  of  40  cm.  was  25  per  cent 
greater  than  with  a skin  target  distance  of  100 
cm.  when  other  treatment  factors  were  identical.2 

Phillips’  work  is  quoted  from  Wilson  as  fol- 
lows:3 

In  the  treatment  of  carcinoma  of  the  rectum  by 
1,000  kilovoltage  peak  (half  value  layer  9 
mm.  copper)  x-ray  at  100  cm.  skin  target  dis- 
tance, “the  average  integral  dose  is  about  40 
megagramme  roentgens  and  produces  definite 
impairment  of  the  patient’s  vitality,  from  which 
recovery  occurs  in  about  two  months.  At  200 
kilovoltage  peak  (half  value  layer  2 mm.  cop- 
per) the  integral  dose  would  be  over  60  mega- 
gramme roentgens — w'hich  would  almost  cer- 
tainly impair  the  patient’s  vitality  to  a critical 
degree.” 

A limit  control  of  tumor  dosage  will  no  doubt 
spell  defeat  in  many  instances  where,  by  the  use 
of  multiple  ports,  a cancericidal  dose  may  be  de- 
livered, but  only  by  jeopardizing  the  life  of  the 
normal  tissues  and/or  the  life  of  the  patient. 
This  point  may  be  exemplified  by  some  cases  of 
infiltrating  carcinoma  of  the  urinary  bladder. 
Here,  it  is  usually  impossible  for  the  normal  part 
of  the  bladder  to  withstand  the  dose  that  could 
be  delivered  to  and  could  destroy  the  cancer. 
Hence,  in  some  clinical  cases,  it  is  better  to  use 
surgical  methods  if  it  is  realized  that  the  cancer 
will  not  respond  to  safe  dosage. 

In  practice,  the  total  amount  of  radiation 
tolerated  in  the  depth  depends  upon  the  site  and 
tissue  volume  treated  and  the  time  period  con- 
sumed. With  two  l ight,  and  left  neck  3 by  3 cm. 
ports  (200  kilovoltage  peak,  half  value  layer  0.9 
mm.  copper)  at  50  cm.  skin  target  distance,  it  is 
possible  to  deliver  6,000  r to  the  laryngeal  cord 
area  in  28  treatments  within  thirty-two  days. 
However,  in  the  treatment  of  a cervix  carcinoma 
by  cross  firing  with  four  to  six  10  by  15  cm.  ports 
(200  kilovoltage  peak,  half  value  layer  0.9  mm. 
copper)  at  80  cm.  skin  target  distance,  the  safe 
depth  dose  in  a 20-cm.  diameter  pelvis  might 
average  only  4,000  r to  5,000  r in  the  same  space 
of  time.  Again,  in  the  treatment  of  carcinoma 
of  the  cervix,  it  is  advisable  to  place  a limit  upon 
the  total  roentgens  (both  x-ray  and  gamma) 
applied  to  this  area  within  a certain  limit  of  time. 
It  has  been  the  practice  at  this  institute  to  deliver 
no  more  than  8,500  r to  9,000  r,  e.g.,  x-ray  5,000 
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Fig.  8.  Skin  of  loft  cheek  showing  changes  nine 
years  after  cross  fire  irradiation  of  carcinoma  of 
antrum. 


r,  plus  gamma  3,500  r,  to  the  cervix  area  within 
thirty-five  to  forty  days. 

It  may  be  said  that  a total  of  4,000  r to  7,000  r 
delivered  to  the  tumor  site  by  x-ray,  whether  by 
two  or  six  ports,  will  be  about  the  best  dosage 
tolerated  by  tissue  bed  when  given  within  a 
period  of  four  to  seven  weeks  with  equal  spacing 
of  increments.  The  following  two  cases  serve  to 
illustrate  this. 

Case  5. — Carcinoma  of  left  antrum  was  treated 
with  200  kilovoltage  peak  (half  value  layer  0.9  mm. 
copper),  cross  fired  by  left  cheek  port  (35  sq.  cm.) 
at  50  cm.  skin  target  distance,  and  intraoral  port 
(9  sq.  cm.)  at  40  cm.  skin  target  distance.  The  in- 
crement with  back  scatter,  alternating  one  port 
each  day,  was  400  r.  Twelve  cheek  and  13  intra- 
oral treatments  within  thirty-five  days  were  given. 
Total  dose  to  cheek  skin  was  6,692  r (increment  plus 
exit);  to  intraoral  palate  gum,  7,565  r (increment 
plus  exit),  and  to  the  center  of  pathology,  6,858  r. 
Figure  8 shows  skin  of  cheek  nine  years  after  treat- 
ment with  no  recurrence. 

Case  6. — Carcinoma  of  cervix,  Stage  III  (League 
of  Nations),  was  treated  with  1,000  kilovoltage  peak 
(half  value  layer  9 mm.  copper),  cross  fired  by  six 
pelvic  ports:  anterior,  posterior,  lateral,  right,  and 

left,  10  by  15  cm.  area  at  70  cm.  skin  target  distance. 
Separation  and  angulation  can  be  seen  in  Figure  7. 
Six  hundred  roentgens  (with  back  scatter)  were 
delivered  to  one  port  each  day,  with  7 cycles  occur- 
ring within  seven  weeks.  The  total  r dose  to  the 
center  pelvis  was  6,678  r and  to  a point  8 cm.  lateral 
to  the  center  point  was  6,888  r.  The  total  dose  to 
each  skin  port  was  as  follows:  anterior,  4,536  r; 
posterior,  4,284  r,  and  lateral,  4,200  r.  Radium  de- 
livered to  the  cervix  amounted  to  2,500  gamma  r. 
There  was  no  recurrence. 

Conclusions 

1.  Radiation  dosage  in  “roentgens  with  back 
scatter”  must  be  identified  by  the  anatomic 


site,  radiation  quality,  and  the  amount  and 
time  spacing  of  the  delivered  increments. 

2.  The  radiologist  should  examine  each  pa- 
tient before  treatment  and  in  cooperation  with 
tlie  referring  specialist  should  determine  the 
question  of  curability  or  palliation.  If  neither 
is  apparent,  no  radiation  should  be  given. 

3.  Dosage  must  be  large  enough  to  cause  a 
cancericidal  effect  without  undue  hazard  to  the 
vitality  of  the  normal  tissues  and  life  of  the 
patient. 

4.  Failures  should  not  be  blamed  upon  dos- 
age unless  all  other  technical  factors  of  applica- 
tion are  considered  competent.  This  includes 
the  personal  factor. 

5.  Biologic  response  is  due  to  the  radiation 
that  is  absorbed  by  but  not  necessarily  delivered 
to  the  cell.  Clinically,  this  includes  both  cancer 
and  normal  bed  cells.  Much  experimental  ani- 
mal irradiation,  both  in  vitro  and  in  vivo,  has 
shown  results  comparable  to  clinical  experience. 

6.  Although  there  is  no  specificity  in  wave- 
length, the  ratio  of  the  physical  roentgen  dose  to 
biologic  roentgen  dose,  as  manifested  by  the  skin 
erythema,  will  vary  with  the  quality. 

7.  The  integral  volume  dose  should  be  kept 
to  a minimum.  In  deep-seated  lesions,  this  can 
be  done  by  using  as  short  a wavelength,  as  long  a 
skin  target  distance,  and  as  small  a field  as  pos- 
sible. 

8.  In  cross  fire  technic,  if  the  exit  and  entrance 
ports  coincide,  their  addition  in  roentgens  (al- 
though the  beam  is  softest  at  exit)  must  be  re- 
corded and  considered  in  skin  reaction  dose.  A 
comparison  study  with  1,000  kilovoltage  peak 
(half  value  layer  9 mm.  copper)  and  200  kilo- 
voltage peak  (half  value  layer  0.9  mm.  copper)  is 
reported. 

9.  Radiosensitivity  and  radiocurability  are 
not  synonomous.  The  anatomic  grading  of  a 
tumor  is  more  important  than  the  histologic 
grading.  The  lymphoma  series  is  the  most  radio- 
sensitive. Practically  all  other  cancers  must  be 
treated  as  intensively  as  is  considered  tolerable  to 
the  normal  tissue  bed. 

10.  The  specific  minimum  number  of  roent- 
gens (with  back  scatter)  necessary  to  destroy 
any  human  cancer  is  not  known  accurately.  The 
numbers  of  roentgens  (with  back  scatter),  toler- 
ated by  human  tissue  under  some  technical 
conditions,  have  been  listed.  Variations,  of 
course,  exist.  More  individualization  in  radia- 
tion technic  is  advocated. 

11.  For  all  but  the  small  accessible  lesions, 
fractionation  and  cross  fire  technic  are  indicated. 
The  entire  dosage  problem  is  dependent  upon  the 
clinical  experience  of  the  radiologist.  Better 
knowledge  of  technical  factors  pertaining  to  this 
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subject  will,  in  the  future,  improve  radiation  end 

results. 

Discussion 

Louis  C.  Kress,  M.D.,  Buffalo. — This  presen- 
tation not  only  discusses  radiation  dosage  but  also 
the  role  of  the  radiologist  in  the  control  of  cancer. 
Any  of  you  who  have  visited  Dr.  Murphy’s  de- 
partment at  the  Institute  will  be  impressed  with  the 
range  of  x-ray  generators  at  his  disposal  and  with 
the  meticulous  care  with  which  this  therapeutic 
agent  is  applied. 

Every  radiologist  should  examine  the  patient 
before  treatment  is  given.  This  is  demanded  of  the 
surgeon,  regardless  of  who  refers  the  case,  and  yet, 
radiologists  treat  patients  without  making  a physical 
examination.  What  is  more,  some  take  a special 
pride  in  stating  to  the  patient  that  they  do  not  per- 
form physical  examinations.  A radiologist  is  a 
physician  and  should  examine  the  patient  and 
familiarize  himself  with  all  the  clinical  and  labora- 
tory data  concerning  the  patient.  Only  in  this  way 
will  good  radiology  be  available  to  the  patient  and 
keep  this  specialty  of  medicine  from  disrepute. 
There  must  be  cooperation  with  all  concerned  in  the 
treatment  of  a cancer  patient. 

A point  which  Dr.  Murphy  stressed  was  that 
radiosensitivity  does  not  mean  radiocurability; 
many  tumors  are  radiosensitive,  but  are  not  curable. 
This  radiosensitivity  is,  in  some  instances,  desig- 
nated by  the  pathologist.  However,  he  might 
easily  be  wrong,  for  sensitivity  can  be  truly  ascer- 
tained only  after  radiation  therapy  has  been  ap- 
plied in  sufficient  quantity  and  with  proper  technic. 
The  referring  physician  should  be  acquainted  with 
what  the  radiologist  hopes  to  do  for  the  patient. 
Few  referring  physicians  realize  that  x-ray  therapy 
may  be  used  as  a palliative  procedure  as  well  as  for 
cure.  Yet,  when  radiation  fails  to  cure  an  advanced 
cancer,  this  therapy  is  frowned  upon.  The  refer- 
ring physician  must  become  acquainted  with  the 
limitations  of  radiation. 

The  radiologist,  too,  must  know  not  only  his  own 
limitations,  but  also  the  limitations  of  the  generator 
or  generators  at  his  disposal.  Dr.  Murphy  has 
stated  clearly  in  the  text  of  his  paper  that  the  out- 
put of  an  x-ray  generator  depends  on  the  kilovolt- 


age  and  the  filter  used.  There  is  a marked  differ- 
ence in  the  output  between  the  45,000  and  the 
1,000,000  volt  x-ray  generator.  All  patients  with 
malignant  disease  cannot  receive  adequate  treat- 
ment with  a 200-kilovolt  generator.  The  size  of  the 
patient  alone  precludes  this,  especially  if  the  tumor 
is  deep  seated.  In  order  to  eradicate  the  tumor 
completely,  all  cells  must  be  destroyed.  Thus, 
while  the  200  kilovolts  may  give  palliation,  the 
higher  voltages  may  effect  a cure. 

Many  patients  who  receive  x-ray  therapy  do  not 
receive  proper  supportative  treatment.  This  is 
just  as  much  a requisite  for  the  x-ray  patient  as  it  is 
for  the  surgical  patient,  and  is  probably  neglected 
because  of  the  lack  of  beds  and  because  the  patient 
is  not  educated  to  this  procedure.  The  results  of 
x-ray  therapy  could  be  enhanced  if  all  patients  re- 
ceived this  supportative  treatment  before,  during, 
and  after  radiation.  It  is  hoped  that  in  the  near  fu- 
ture, sufficient  hospital  beds  will  be  available  to 
make  this  possible. 

The  tumor  clinics  throughout  the  State  should 
treat  those  patients  which  the  staff  of  the  tumor 
clinic  feel  can  be  treated  at  their  own  clinic.  Here, 
again,  limitations  must  be  recognized.  There  is 
sufficient  clinical  material  available  for  all  because 
cancer  in  upstate  New  York  is  of  great  magnitude. 
The  Roswell  Park  Memorial  Institute  has  been 
designated  by  the  Tumor  Clinic  Association  of 
New  York  State  as  the  “mother  clinic.”  The  In- 
stitute is  prepared  and  now  able  to  fulfill  the  desig- 
nation in  every  sense  of  the  word.  There  must  be  a 
correlation  of  program  between  the  Institute  and 
the  tumor  clinics.  If  a patient  is  beyond  the  scope 
of  the  staff  of  a given  clinic,  that  patient  should  be 
sent  elsewhere.  This  means  that  every  physician 
must  become  acquainted  with  the  tumor  clinic 
nearest  him.  In  that  way,  the  patient  who  can  be 
treated  in  a local  clinic  will  be  so  treated ; if  not,  he 
can  be  referred  to  another  clinic  or  to  the  Roswell 
Park  Memorial  Institute. 
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PHYSICIANS  ART  AND  LITERARY  EXHIBITIONS 


The  American  Physicians  Art  Association  and 
American  Physicians  Literary  Guild  will  have 
exhibitions  during  the  American  Medical  Associa- 
tion Convention  June  21  to  25,  1948,  on  the  U.S. 
Navy  Pier.  Over  200  cups  will  be  awarded  winners 


in  the  various  types  of  art,  and  engraved  plaques  for 
the  successful  contestants  in  various  classes  of 
literature.  For  detailed  information  write  to  F.  H. 
Redewill,  M.D.,  executive  secretary,  526  Flood 
Building,  San  Francisco,  2,  California. 


THE  DOCTORS  BECK  OF  SCHENECTADY  AND  ALBANY 

Ellis  Kellert,  M.D.,  Schenectady,  New  York 
{Ellis  Hospital  Laboratory ) 


GENIUS  has  been  defined  variously  as  an  in- 
finite capacity  for  taking  pains,  as  origi- 
nality in  thought  and  ideas,  as  a natural  aptitude 
to  perform  easily  that  which  others  do  with  great 
difficulty.  However  regarded,  it  certainly  is  of 
rare  occurrence,  and  repeated  studies  have  been 
made  to  discover,  if  possible,  some  formula  for  its 
appearance.  Havelock  Ellis,  who  investigated 
British  men  of  genius,  obtained  some  interesting 
facts  but  concluded  that  the  basic  reasons  for  the 
appearance  of  genius  are  beyond  our  ken.  That 
faculty  appears  where  least  expected  and  no 
more  often  in  the  great  centers  of  culture  and 
population  than  in  the  lowly  town  or  village  and 
even  the  isolated  farm. 

Skills  may  be  transmitted  within  the  family 
group,  and  Galton  showed  that  intellectual 
ability  tends  to  run  in  families.  Talent  is  more 
likely  to  be  inherited  than  genius,  and  fortunate, 
indeed,  is  that  potential  genius  who  has  not  been 
inhibited  by  the  instructional  system  of  the 
period  and  made  to  conform  to  the  prevailing 
method  of  learning,  so  often  merely  experimental 
and  evanescent.  Students  of  a hundred  years  ago 
had  many  advantages.  Everything  in  science 
was  new  and  experience  the  quickest  and  best 
teacher.  The  successful  teachers  were  those  who 
encouraged  free  thought  and  experiment.  Since 
great  capacity  seldom  appears  more  than  once  in 
a given  family,  its  advent  in  three  brothers,  all 
siblings,  merits  special  attention. 

In  the  late  years  of  the  eighteenth  century 
most  of  inhabited  America  extended  from  the 
Atlantic  Coast  to  the  Alleghanies.  Beyond  was 
wilderness.  In  those  tormented  postrevolutionary 
years,  when  there  was  considerable  doubt  as  to 
the  continued  existence  of  the  new  republic,  that 
comparatively  small  area  along  the  Mohawk  and 
Hudson  valleys  was  continuing  its  important  role 
in  the  making  of  the  nation,  a role  out  of  all  pro- 
portion to  its  minute  size  and  population.  The 
area  was  in  a ferment  of  trade  and  politics. 
Economic  self-sufficiency  in  America  and  large 
scale  industry  were  envisaged,  and  concrete  plans 
of  transportation  facilities,  such  as  canals,  bridges, 
and  roads  through  the  wilderness,  were  proposed. 
The  towns  were  small,  with  populations  of  about 
3,000  in  Schenectady  and  10,000  in  Albany. 

The  small  but  not  sleepy  village  of  Schenectady 
witnessed  the  marriage  of  Caleb  Beck  and  Cnther- 
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ine  Theresa  Romeyn.  Catherine  became  a widow 
at  the  age  of  29,  and  to  her  fell  the  task  of  guiding 
and  educating  her  five  sons.  Education  was  a 
dominant  note  in  the  family;  in  fact,  Catherine’s 
father  was  a founder  of  Union  College.  All  her 
sons  followed  learned  professions;  two  studied 
law  and  three  became  physicians  and  scientists  of 
international  fame.  Nowhere  else  in  early 
American  history  do  we  find  a similar  record. 

One  may  well  pause  here  and  dilate  upon  the 
character  and  virtues  of  Catherine  Romeyn  Beck. 
This  ambitious,  intelligent,  clear-minded,  hard- 
working mother  gave  all  to  her  recognized 
function  in  life.  Her  persistence,  capabilities, 
religiosity,  and  natural  talents,  so  characteristic 
of  the  Dutch  in  the  valleys  of  the  Mohawk  and 
Hudson,  were  responsible  largely  for  the  develop- 
ment of  her  sons.  She  talked  little,  but  did 
much.  To  those  who  now  prate  volubly  about 
character  formation  and  the  role  of  the  church, 
schools,  and  social  agencies,  we  may  say— con- 
sider the  mother  of  the  Becks.  She  taught  by 
example,  always  the  best  method  with  the  young. 
She  not  only  kept  the  home  but  studied  her  sons’ 
lessons  with  them,  continually  lending  encourage- 
ment, support,  and  hope. 

The  source  of  Catherine’s  drive  and  capacity  is 
readily  traced  to  her  father,  the  Rev.  Dr.  Derick 
Romeyn.  He  was  an  intense  patriot  who  was 
charged  with  the  crime  of  “preaching  liberty” 
and  who  had  a price  set  on  his  head  by  the 
British.  Obliged  to  flee  from  Hackensack  and 
Esopus  when  those  places  were  captured,  he  was 
accompanied  by  Catherine  and  ultimately  ar- 
rived in  Schenectady,  where  Catherine  married 
Caleb  Beck  and  where  all  her  sons  were  born.  It 
would  not  be  difficult  to  form  a mental  image  of 
this  determined,  energetic,  gracious  woman.  Her 
vigor  and  ability  may  be  readily  seen,  for  none  of 
her  children  died  in  infancy  during  a period  of 
inadequate  sanitation,  high  infant  mortality,  and 
low-grade  medical  services.  There  were  few 
medical  schools  worthy  of  the  name  and  no  hos- 
pitals outside  the  large  cities.  Any  quack  could 
set  himself  up  as  a physician,  and  regular  doctors 
were  licensed  by  the  county  medical  societies 
with  all  the  attendant  abuses  of  this  arrange- 
ment. That  three  accomplished  and  productive 
physician  brothers  should  have  developed  out  of 
such  an  environment  is  worthy  of  study  and 
record. 

Our  account  begins  with  Theodric  Romeyn 
Beck,  the  eldest  of  the  brothers,  who  became 
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most  eminent  in  the  field  of  medicine  although 
highly  qualified  in  natural  science.  He  was  born 
in  Schenectady,  August  11,  1791,  graduated  from 
Union  College  in  1807,  and  then  studied  under  the 
famous  Dr.  Hosack  of  New  York  following  the 
preceptor  custom  of  the  day.  He  received  his 
degree  in  1811  and  began  practice  in  Albany. 
This  was  a year  before  the  first  house  was  built  in 
Rochester  and  five  years  before  Clinton’s  Ditch, 
as  the  Erie  Canal  was  called,  was  begun. 

Theodric  Beck  lived  from  1791  to  1855,  a 
highly  constructive  period  in  American  life  and 
one  in  which  the  fires  of  scientific  accomplish- 
ment had  begun  to  burn  brightly.  The  people  in 
general  were  intelligent  and  exhibited  a great  de- 
sire to  progress,  especially  in  applied  science. 
Most  communities  had  popular  science  organiza- 
tions visited  frequently  by  peripatetic  lecturers, 
many  of  national  and  international  fame.  Com- 
munities competed  for  these  visits  and  for  the 
establishment  of  various  schools  of  learning. 
Thus,  obscure  little  villages  became  the  homes  of 
medical  schools,  and  it  was  to  one  of  these,  the 
Fairfield  Medical  College  or  the  Pioneer  Medical 
School  of  the  Western  District  of  New  York,  that 
Beck  lent  his  name  and  talents.  As  a member  of 
the  faculty,  he  lectured  on  mineralogy  and 
medicine. 

Theodric  Beck  became  principal  of  the  Albany 
Academy  from  1817  to  1848,  during  which  period 
Joseph  Henry  was  connected  with  that  Academy 
as  professor  of  mathematics  and  natural  phi- 
losophy. One  recalls  that  it  was  Henry  who  dis- 
covered the  electromagnet,  that  principle  which 
initiated  the  present  great  electrical  age,  fostered 
by  the  largest  electrical  industry  in  the  world  and 
also  situated  in  Beck’s  native  city  of  Schenectady. 
While  principal  of  the  Albany  Academy  for 
almost  thirty  years,  Beck  wrote  many  papers  on 
medicine  and  general  science  and  lectured  fre- 
quently to  the  lay  public  on  scientific  problems, 
in  all  his  discussions  he  entered  into  the  history  of 
the  subject,  realizing  that  the  intelligent  pursuit 
of  a topic  required  a knowledge  of  what  was 
already  known. 

Beck  was  regarded  as  a stimulating  teacher  and 
held  in  high  esteem,  for  he  also  was  second  vice- 
president  of  the  board  of  trustees  of  the  Rens- 
selaer School  in  Troy,  the  precursor  of  the 
Rensselaer  Polytechnic  Institute  and  the  first 
school  of  science  to  be  established  in  New  York. 
In  1815,  he  began  a course  of  lectures  on  medical 
jurisprudence  at  the  Fairfield  Medical  School  in 
Herkimer  County,  and,  as  his  knowledge  of  the 
subject  expanded,  he  felt  it  a public  duty  to  write 
a comprehensive  work  on  this  branch  of  medicine. 
In  1823  Beck  published  his  great  classic,  The 
Elements  of  Medical  Jurisprudence,  for  which  he  is 
best  known  and  which  is  quoted  even  today. 


That  work,  issued  in  two  volumes  of  471  pages, 
was  the  first  comprehensive  exposition  of  the  legal 
aspects  of  medical  practice  to  be  published  in  the 
English  language.  It  marks  the  beginning  of  the 
specialty  of  medical  jurisprudence  so  prominent 
today.  It  attained  international  fame  and 
translation  into  many  foreign  languages.  The 
Jurisprudence,  which  passed  through  five  editions 
in  thirteen  years  and  eleven  editions  in  all,  has 
been  the  model  for  all  subsequent  books  on  foren- 
sic medicine.  It  is  replete  with  carefully  collected 
data  and  original  observations  and  is  remarkable 
for  its  wealth  of  practical  information,  insight, 
and  logic. 

The  Jurisprudence  was  dedicated  to  the 
medical  profession.  In  casting  about  for  a title 
for  the  book,  Beck  inclined  to  prefer  the  term, 
“State  Medicine,”  which  today  is  used  widely  to 
mean  medical  practice  under  government  control. 
His  early  trend  toward  the  study  of  forensic 
medicine  was  the  result  of  attending  a course  of 
lectures  by  Dr.  James  S.  Stringham  of  New  York, 
also  a student  of  Drs.  Bard  and  Hosack. 
Throughout  the  work  Beck  emphasizes  the  neces- 
sity for  the  careful  study  of  sudden  and  obscure 
death  by  trained  investigators,  but  even  today 
most  of  the  nation  still  operates  under  the 
antiquated,  crude,  unscientific  coroner  system 
with  its  high  percentage  of  failures  and  obstruc- 
tion to  justice. 

While  the  Jurisprudence  was  Beck’s  most 
notable  written  contribution,  he  was  eminent  in 
other  respects.  He  pointed  out  the  mineral 
riches  of  the  United  States  and  the  possibility  of 
their  exploitation  by  manufacturers.  He  or- 
ganized the  State  Library  in  Albany  and  the 
State  Cabinet  of  Natural  History,  which  was  the 
beginning  of  the  present  State  Museum.  He  be- 
came secretary  of  the  state  board  of  regents,  an 
office  he  held  for  many  years.  He  actively 
assisted  Alden  March  in  organizing  the  Albany 
Medical  College  in  1839,  became  professor  of 
materia  medica  in  1840  and  lectured  on  medical 
jurisprudence.  He  urged  physicians  to  study 
chemistry,  anatomy,  and  pathology;  spoke  up 
strongly  for  compulsory  vaccination  against 
smallpox,  and  was  active  in  the  improvement  of 
sanitary  conditions.  Beck  was  only  twenty-four 
years  of  age  when  he  began  his  lectures  at  Fair- 
field  and  only  thirty-two  when  the  Jurisprudence 
was  published.  Men  matured  early  in  those 
days.  Contrast  that  with  the  present  situation  in 
medicine  when  the  student  is  about  thirty  as  he 
leaves  the  schools  and  hospitals  to  embark  upon 
his  career,  already  fatigued  by  a heavy  curriculum 
and  exhausted  by  the  anxiety  induced  by  the 
methods  of  many  teachers  of  medicine. 

Theodric  entertained  a high  regard  for  medi- 
cine and  its  practitioners.  He  realized  its  limita- 
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tions  and  frequently  urged  conference,  recording, 
organization,  and  experimentation.  He  taught 
medicine  for  thirty-nine  years  but  actually  prac- 
ticed only  six  years.  In  1817.  when  he  became 
principal  of  the  Albany  Academy,  he  gave  up 
practice,  which  he  disliked,  although  expressing 
his  delight  with  the  study  of  medicine.  Every- 
thing in  natural  science  interested  Beck.  He 
wrote  on  the  mineralogical  resources  of  the 
United  States;  the  marble  quarries  in  Benning- 
ton, Vermont;  on  fossil  remains  called  trilobites; 
on  the  bituminous  coal  of  Tiogo,  Pennsylvania, 
and,  with  Amos  Eaton,  published  a geological 
survey  of  the  County  of  Albany.  All  these  papers 
were  published  between  1813  and  1820,  and  Beck 
had  received  his  medical  degree  in  1811. 

In  1829  T.  R.  Beck  became  president  of  the 
Medical  Society  of  the  State  of  New  York.  So 
successful  was  his  administration  that  he  was 
elected  twice  again.  Theodric’s  first  presidential 
address  considered  all  phases  of  legal  evidence 
and  commented  on  the  hydrostatic  test  for 
respiration  in  the  dead  newborn  infants.  He 
made  many  suggestions,  hoping  “they  might  lead 
to  discussion  and  improvement.” 

In  the  second  address,  he  pleaded  for  more 
pathologic  research  and  called  attention  to  the 
uncertainties  of  clinical  diagnosis.  He  referred  to 
the  last  illness  of  George  Washington,  who  was 
thought  to  have  died  of  laryngitis,  in  these  words: 
“Where  was  the  instruction  to  guide  the  prac- 
titioner?” He  paid  tribute  to  the  pathologist 
who,  “proceeds  to  his  high  office  at  the  risk  of 
health — often  indeed  of  existence.”  In  his  third 
annual  address,  he  spoke  on  smallpox  and  put  up 
a vigorous  defense  for  compulsory  vaccination. 
In  refusing  a fourth  nomination  to  the  pr  esidency, 
he  said,  “The  distinction  of  addressing  you 
should  not  long  be  continued  in  one  individual.” 
He  realized  that  presidential  dissertations,  by  the 
same  person,  might  become  tedious,  even  boring. 

In  1855,  Theodric  came  to  the  end  of  the  trail, 
but  he  was  a scientist  to  the  last,  observing  his 
symptoms  and  the  phenomena  of  dying.  “It  is 
hard  breaking  the  chain — is  not  this  a long 
struggle — how  long  have  I been  in  it?”  he  asked  of 
his  daughters  at  the  bedside.  Noting  the  signs 
and  symptoms  of  his  ailment  and  attempting  to 
interpret  them,  he  realized  that  his  doctor 
friends,  who  thought  he  was  suffering  from  a 
“failure  of  assimilation,”  had  not  made  a correct 
diagnosis.  He  remarked,  “I  have  thought  my 
case  over;  it  is  a remarkable  complaint,  don’t  you 
think  so?”  When  the  doctors  attempted  to  en- 
courage him  in  the  usual  unconvincing  fashion, 
he  asked  the  direct  question  that  the  physician 
hears  every  day,  “Can  you  get  me  well?”  At  the 
autopsy  he  was  found  to  have  “ossified  coronary 
arteries,”  a lesion  rarely  noted  in  those  early  days 
but  common  in  the  present  era. 


Like  all  the  Becks,  Theodric  was  a kindly  man, 
helpful,  progressive,  and  the  highest  type  of 
citizen.  He  spoke  up  against  oppression  and  in- 
justice, whether  practiced  by  corporations  or 
individuals.  His  period,  too,  was  called  a pro- 
gressive age,  with  important  events  in  science  and 
government  succeeding  one  another  rapidly. 
When  the  last  moment  came  he  said  he  felt  blest 
in  closing  his  eyes  upon  a country  prosperous, 
united,  and  happy.  That  was  five  years  before 
the  War  of  the  Rebellion.  He  was  active  in 
every  movement  to  improve  science,  medicine, 
art,  government,  and  education.  Not  only  did  he 
assist  greatly  in  the  formation  of  such  schools  as 
Fairfield,  Rensselaer  Polytechnic,  and  Albany 
Medical  College,  but  he  was  instrumental  in  ob- 
taining state  appropriations  to  enable  the  versa- 
tile Edmund  Bailey  O’Callaghan,  also  a physician, 
to  carry  on  his  translation  of  the  old  Dutch  his- 
torical papers,  a truly  monumental  accomplish- 
ment. The  Becks  made  Albany  one  of  the  most 
important  medical  centers  in  the  country. 

Louis  Caleb  Beck  was  the  third  oldest  of  the 
brothers,  but  second  in  importance,  and  lived 
from  1798  to  1853.  When  he  was  but  six  months 
old,  his  father  died,  and  Louis  was  completely 
under  the  guidance  and  influence  of  his  capable 
and  resourceful  mother.  P'rom  her,  as  one 
biographer  wrote,  “He  early  developed  a love  of 
nature,  neatness,  exactness,  firmness,  and  de- 
cision.” He  might  have  added  intellectual 
honesty,  an  outstanding  trait  of  all  the  Becks. 
He  graduated  from  Union  College  in  1815  and 
chose  Dr.  Thomas  Dunlop  of  Schenectady  as  his 
preceptor  for  about  a year.  He  then  studied  at 
the  New  York  Hospital  of  Physicians  and  Sur- 
geons and,  in  1818,  was  licensed  by  the  Medical 
Society  of  Albany  County.  Like  his  elder 
brother,  Theodric,  he  wearied  of  the  crude 
methods  and  ignorance  prevailing  in  medical 
practice  and  decided  on  a scientific  career  in 
which  he  was  encouraged  by  Theodric.  These 
two  brothers  were  remarkably  close  until  the  ends 
of  their  lives,  temperamentally  alike,  and  com- 
pletely objective  in  their  approach  to  all  prob- 
lems. 

As  a preliminary,  Louis  visited  his  brother 
Abram  in  Missouri  in  1819.  Travelling  by  steam- 
boat from  Albany  to  New  York,  he  crossed  the 
mountains  on  horseback  to  the  Ohio  and  then  by 
flat-boat  to  St.  Louis.  Being  an  excellent  ob- 
server, he  noted  while  passing  through  the  wilder- 
ness the  natural  resources  and  the  best  sites  for 
towns  and  cities,  and  today  we  find  the  cities 
established  on  these  very  sites.  Ix)uis  published 
a book  on  the  natural  history  of  Illinois  and 
Missouri  which  became  a model  for  similar 
studies  throughout  the  nation.  He  later  wrote  in 
detail  of  the  salt  springs  at  Syracuse  and  on  the 
commercial  potash  deposits  of  New  York  State. 
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Louis  Beck  was  a prolific  writer  for  his  time 
and  the  list  of  his  contributions  is  a long  one.  His 
most  important  work  was  Mineralogy  of  New 
York  State,  the  result  of  seven  years  study  and  one 
of  the  chief  factors  enabling  New  York  to  become 
the  Empire  State,  for  his  study  pointed  out  the 
natural  wealth  of  New  York  and  its  manufactur- 
ing possibilities.  This  was  the  period  when  the 
first  railroad  was  established  between  Schen- 
ectady and  Utica  and  Saratoga,  but  Beck  had  to 
travel  by  coach  and  horseback  over  the  state,  14,- 
006  miles  in  all.  He  wrote  on  mosses  and  ferns  in 
the  United  States,  on  the  adulterations  of  drugs 
and  foods  and  their  detection,  on  the  botany  of 
the  northern  and  middle  states;  on  cholera,  then 
prevalent  in  New  York  State;  and  on  that 
peculiar  and  then  frequent  disease  in  the  middle 
west,  milk  sickness,  from  which  the  mother  of 
Abraham  Lincoln  is  said  to  have  died. 

He  published  a manual  on  chemistry  and,  in 
collaboration  with  Joseph  Henry,  published  a 
scale  of  chemical  equivalents,  Beck  being  re- 
sponsible for  the  atomic  weights.  At  that  time 
there  were  but  53  known  elements.  How 
amazed  Beck  would  be  today  to  see  the  list  of 
elements,  especially  the  radioactive  ones,  and  to 
learn  that  man  actually  has  created  elements  that 
had  not  existed  previously- — neptunium,  ameri- 
cium, and  curium.  He  even  wrote  on  religion  and 
temperance.  During  these  years,  Beck  lectured 
at  Rutgers  College,  Berkshire  Medical  College  in 
Pittsfield,  Massachusetts,  the  Castleton  Medical 
School  in  Vermont,  the  Fairfield  Medical  School, 
and  the  Rensselaer  Polytechnic  Institute.  He 
was  active  in  forming  the  Albany  Medical  Col- 
lege. In  the  latter  school  he  taught  chemistry 
and  pharmacy,  and,  over  a period  of  many  years, 
taught  simultaneously  in  Albany  and  at  Rutgers 
in  New  Brunswick,  New  Jersey. 

Let  it  be  recorded  here  for  the  benefit  of  our 
political  friends  in  Albany  that  in  1818,  at  the 
instigation  of  T.  R.  Beck,  Governor  Clinton  in- 
vited Amos  Eaton,  then  president  of  the  Rens- 
selaer Polytechnic  Institute,  to  give  a course  of 
lectures  on  geology  before  the  state  legislature. 
What  a wonderful  tradition  to  try  maintaining — 
to  instruct  the  lawmakers  through  the  medium  of 
recognized  experts  before  the  enactment  of 
haphazard  legislation  to  the  detriment  of  the 
public  and  the  public  purse!  Eaton,  a fine  scien- 
tist, was  convincing,  for  subsequently  there  was 
appropriated  .1104,000,  a huge  sum  in  those  days, 
for  the  survey  of  the  natural  resources  of  New 
York.  Through  the  influence  of  T.  R.  Beck,  the 
work  was  entrusted  to  Louis  Beck,  who  already 
had  attained  eminence  in  the  field  of  science 
through  his  study  of  the  natural  history  of  Illinois 
and  Missouri,  and  who  had  exhibited  his  orderli- 
ness, system,  and  knowledge  in  prior  studies  on 
botany. 


These  virtues,  doubtless,  were  inculcated  in  his 
pupil,  Asa  Gray,  of  Utica,  the  eminent  botanist 
and  friend  and  correspondent  of  Charles  Darwin. 

It  was  about  1750  that  the  remarkable  physician- 
scientist,  Cadwallader  Colden,  a former  lieuten- 
ant-governor of  New  York  State  and  intimate  of 
Benjamin  Franklin,  wrote  to  the  naturalist 
Gronovius  of  Holland,  favoring  a system  in 
botany  that  showed  a graduation  from  one  class 
to  another  and  from  one  genus  to  another 
through  almost  imperceptible  stages.  This  was  j 
the  “natural”  system  used  by  Louis  C.  Beck  in 
his  scientific  writings  and  the  same  type  of 
classification  used  by  Darwin  in  the  Origin  of 
Species.  L.  C.  Beck’s  Botany  of  the  Northern  and 
Middle  States  marked  an  important  advance  in 
the  teaching  of  botany. 

Louis  Beck’s  publications  and  interests  were 
numerous.  Among  his  many  teaching  connec- 
tions was  one  with  the  Fairfield  Medical  College, 
situated  near  Little  Falls.  Fairfield  had  a 
brilliant  faculty,  one  worthy  of  a metropolitan 
school.  They  were  real  teachers  and  investigators 
and  most  stimulating  to  students.  It  was  at  this 
medical  school  that  students  administered  ether, 
the  protoxide  of  oxygen  gas,  to  themselves  in 
1838,  eight  or  more  years  before  the  first  public 
demonstration  by  Morton  in  1846  of  the  anes- 
thetic properties  of  ether. 

Here  it  was  that  Asa  Gray  came  to  study 
medicine,  listened  to  lectures  on  botany  by  Beck, 
and  remained  to  teach  botany.  In  one  of  his 
letters  he  wrote,  “Dr.  Louis  C.  Beck  used  to  come 
and  deliver  a short  course  of  lectures  on  botany. 
He  gave  this  up  in  the  year  I received  my  M.D., 
and  so  Professor  Hadley  invited  me  to  come  and 
give  the  course  instead.”  Gray  thus  was  launched 
as  a botanist  and,  in  1848,  published  his  Manual 
of  Botany,  which  is  still  used  by  botanists  as  the 
basis  for  the  classification  of  plants.  And  so  Asa  i 
Gray,  pupil  of  the  Becks,  became,  as  stated  by 
Howard  Kelly,  “almost  the  creator  of  North 
American  botanical  science.”  Gray  was  an  active 
correspondent  with  Darwin,  to  whom  he  gave 
solicited  data,  and  whose  theory  of  evolution  he 
accepted  although  he  was  a genuine  theist. 
Gray  conditioned  the  American  public  for  ac- 
ceptance of  the  Origin  of  Species,  a task  Darwin 
assigned  to  him.  Although  Asa  Gray  became  a 
world  famous  botanist,  his  thesis  for  his  M.D. 
degree  was  on  “Gastritis.” 

In  1848,  Congress  became  interested  in  the 
foods  of  the  country  and  appropriated  funds  for 
the  chemical  examination  of  food  stuffs.  The 
task  was  assigned  to  Louis  Beck,  who  investigated 
breadstuff's  and  published  his  results  in  the  U.S. 
Government  reports.  This  work  appears  to  be 
the  beginning  of  the  Federal  government  pure 
foods  and  drugs  activities.  Louis  studied 
cereals  from  various  parts  of  the  country  and 


May  1,  1948] 


DOCTORS  BECK  OF  SCHENECTADY  AND  ALBANY 


1019 


found  that  southern  w heat  contained  more  gluten 
which,  with  albumen,  was  considered  to  be  the 
most  nutritious  element  in  bread.  In  those  pre- 
microbiologic  days,  he  urged  that  more  attention 
be  paid  to  drying  and  ventilation  of  wheat  to  pre- 
vent its  becoming  moldy  and  sour.  He  identified 
a long  list  of  adulterants  used  in  bread  and  certain 
drugs,  with  methods  for  their  detection. 

Louis  Beck  wras  a scientist  and  writer  of  the 
first  rank,  easily  comparable  to  Louis  Agassiz,  the 
naturalist.  He  exerted  a profound  influence  on 
the  course  of  education  and  botanic  science  in  the 
United  States.  He  was  an  excellent  teacher  anil 
organizer,  extremely  industrious,  and  a man  of 
great  integrity.  His  students  could  not  but  be 
impressed  and  influenced  by  his  learning,  high 
ideals,  and  intellectual  honesty.  Beck’s  talents 
were  exerted  through  the  Fairfield  School,  the 
Vermont  Medical  Academy,  the  Berkshire 
Medical  College,  the  Medical  School  at  Rutgers 
in  New  Jersey,  and  the  Albany  Medical  College. 
His  students  were  numbered  in  the  hundreds,  and 
they  were  the  men  who  spread  out  through  the 
states  to  practice  medicine,  to  build  new  medical 
colleges  and  hospitals. 

The  Minerology  of  New  York  was  his  last  and 
most  important  work.  Louis  Beck  died  in  1853, 
survived  by  six  children.  None,  however,  be- 
came physicians. 

Ur.  John  B.  Beck  was  the  third  in  rank  of  this 
trio  of  eminent  physicians.  He  lived  from  1794 
to  1851,  and  was  noted  as  a teacher  and  writer. 
To  the  Medical  Jurisprudence  by  his  brother, 
Theodric,  he  contributed  the  important  chapter 
on  infanticide.  In  that  item,  he  brings  out  sig- 
nificant points  for  determining  whether  or  not  an 
infant  was  alive  at  birth,  facts  that  are  valid  to- 
day in  similar  investigations.  He  gives  an  inter- 
esting summary  of  the  history  of  infanticide,  its 
almost  universal  prevalence  in  ancient  and  mod- 
ern times.  While  it  was  practiced  almost  every- 
where,  he  could  find  no  mention  of  infanticide 
among  the  North  American  Indians.  Thus  is  re- 
corded another  of  the  many  virtues  of  the  aborig- 
ines of  this  continent.  A discussion  of  infanti- 
cide is  inseparable  from  that  of  abortion,  and  our 
forensic  and  hospital  records  of  today  indicate 
that  the  practice  is  still  common  among  the  most 
civilized  (?)  and  social-minded  peoples. 

In  eliciting  proofs  of  the  dead  child’s  having 
been  born  alive,  Beck  states  that  the  circulation 
of  the  blood  is  the  vital  principle.  In  agreement 
with  the  eminent  Bichat,  he  notes  that  blood  in 
the  arteries  and  veins  has  the  same  appearance 
and  resembles  venous  blood,  that  blood  in  the  pul- 
monary vessels  indicates  that  respiration  had 
taken  place.  Collapse  of  the  ductus  venosus, 
blood  in  the  ductus  arteriosus,  and  ecchymoses  on 
the  body  all  indicate  respiration  and  so  enable  the 
lung  to  float  on  water.  Before  respiration  the 


lungs  weigh  1/70  of  the  total  body  weight,  and 
after  respiration  but  V35  of  the  weight  of  the 
body,  the  increase  being  due  to  the  blood  ad- 
mitted to  the  lung  when  respiration  began. 

John  Beck  graduated  at  Columbia  College  with 
highest  honors  in  1813  and  studied  Hebrew  in 
London,  probably  having  in  mind  the  ministry, 
but  soon  thereafter  began  the  study  of  medicine 
under  Dr.  Hosack  of  New  York.  He  received  his 
medical  degree  at  the  College  of  Physicians  and 
Surgeons  in  1817,  where  he  subsequently  became 
professor  of  materia  medica  and  botany.  John 
wrote  for  his  graduation  thesis  a treatise  on  in- 
fanticide, later  writing  on  the  absorption  of  medi- 
cines into  the  blood  and,  also,  on  infantile  thera- 
peutics. 

His  chief  contribution,  as  already  mentioned, 
was  the  chapter  on  infanticide  in  the  Medical 
Jurisprudence  by  T.  R.  Beck.  In  that  article,  he 
discussed  in  detail  the  signs  present  in  death  be- 
fore and  after  birth  and  the  hydrostatic  test, 
which,  unfortunately,  was  opposed  by  the  eminent 
William  Hunter.  The  prestige  of  Hunter  pre- 
vented the  general  adoption  of  this  test  over  a 
period  of  years  and  worked  considerable  injustice 
in  many  cases  that  came  to  court.  Dr.  Beck  also 
wrote  on  deaths  from  poisoning  in  New  York, 
history  of  medicine  in  the  American  colonies,  and 
the  use  of  ergot.  John  never  married. 

The  other  two  brothers  were  lawyers;  Alyam 
lived  in  St.  Louis,  and  Nickolas  F.  died  at  the  age 
of  30  while  adjutant  general  of  Newr  York. 

Thus  is  concluded  this  brief  account  of  the 
Doctors  Beck'  of  Schenectady  and  Albany.  In 
the  works  of  these  men  one  perceives  the  evolu- 
tion of  science  and  science  teaching  in  America. 
Their  activities  made  the  Capital  District  one’ of 
the  most  important  medical  centers  of  the  United 
States,  a position  which  the  area  still  holds,  not 
because  of  enormous  schools  and  hospitals  but 
because  of  vital  scientific  discoveries.  These 
brothers  from  the  little  village  of  Schenectady 
properly  may  be  regarded  as  important  founders 
of  American  medicine,  for  they  were  largely  in- 
strumental in  creating  those  conditions  out  of 
which  developed  such  men  as  Theobald  Smith, 
foremost  American  medical  scientist.  Smith 
graduated  from  the  Albany  Medical  College  in 
1883,  when  that  institution  still  felt  the  influence 
of  the  Becks;  Smith  developed  into  one  of  the 
most  brilliant  medical  investigators  of  modern 
times. 

Out  of  this  same  region  there  came  later  notable 
contributions  in  neurology,  gynecologic  pathol- 
ogy, ophthalmology,  cardiology,  and  radiology. 
The  Capital  District  has  been  foremost  in  the 
fields  of  medical  education  and  medical  research 
and  doubtless  will  remain  so  in  the  rapidly  de- 
veloping field  of  atomic  investigation  for  the  cure 
of  disease. 


HISTORY  OF  SURGERY  IN  ROCHESTER,  NEW  YORK 

Richard  A.  Leonardo,  M.D.,  F.I.C.S.,  Rochester,  New  York 
{From  the  Monroe  County  Hospital)  • 


BY  THE  end  of  the  eighteenth  century,  several 
small  communities  had  become  established 
in  the  Genesee  River  Valley,  despite  the  prevalence 
there  of  Genesee  fever,  typhoid,  smallpox,  and 
other  epidemic  diseases.  Scottsville,  Tryon, 
King’s  (later  Hanford’s)  Landing,  Frankfort, 
Irish  Dublin,  Carthage,  and  Charlotte  were  but  a 
few  of  these  settlements,  most  of  which  are  now 
part  of  the  incorporated  City  of  Rochester.  The 
first  white  settlers  in  what  is  now  Rochester  were 
“Indian”  Allen  and  his  three  wives.  At  Char- 
lotte, the  port  of  Rochester,  the  first  settlers  were 
the  William  Henchers  and  their  seven  daughters, 
all  of  whom  married  there.  However,  in  spite  of 
these  auspicious  starts,  no  community  had  much 
chance  to  develop  there,  because,  as  explained  on 
the  tombstone  of  Gideon  King,  “The  Genesee 
fever  was  mortal  to  most  heads  of  families  in 
1798  and  prevented  further  settlements  until 
about  1815.”  And,  adding  insult  to  injury, 
“Indian”  Allen  and  his  three  wives  moved  to 
Canada  when  their  mills  burned  down. 

Nevertheless,  in  spite  of  the  local  unsanitary 
conditions  (or,  perhaps,  because  of  them)  young 
doctors  began  to  flock  to  Rochester.  The  first 
physician  there  was  Dr.  Jonah  Brown.  It  was  in 
1813,  when  the  Ontario  wilderness  lay  prostrate 
with  fever,  when  the  sick  and  dead  were  carried 
off  in  ox  carts  as  if  from  a battlefield,  that  Dr. 
Brown  began  his  work.  As  you  can  imagine,  life 
was  far  from  easy  for  him.  For  the  first  year  or 
two,  the  floor  was  his  bed,  his  saddlebags  were  his 
pillow,  and  his  horse  blanket  his  covering. 

Dr.  Brown  married  Huldah  Strong,  sister-in- 
law  of  the  postmaster,  Abelard  Reynolds.  She 
was  the  first  schoolmistress  in  the  village.  Some- 
times she  helped  her  brother-in-law  in  the  post 
office,  and  sometimes  she  was  barmaid  in  his 
tavern.  One  author  has  woven  a romance  around 
the  time  when  Dr.  Brown  allegedly  was  attacked 
by  a “panther”  at  the  Rapids.  It  was  likely, 
he  wrote,  that  the  doctor,  after  such  an  encoun- 
ter, felt  the  need  of  a stimulant  and  dropped  in 
at  the  tavern,  thus  beginning  a successful  court- 
ship. Dr.  Brown  served  the  early  settlers  for 
twenty-three  years  before  retiring. 

F rom  the  beginning,  Rochester  has  been  well  sup- 
plied with  doctors.  In  1821,  the  sixteen  physicians 
practicing  there  organized  the  Monroe  County 
Medical  Society.  The  first  Directory  of  Rochester, 
published  in  1827,  contains  the  names  of  27  doc- 
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tors,  one  for  every  320  persons!  All  were  general 
practitioners  and  included  surgery  and  obstetrics 
in  their  services.  When  a new  doctor  came  to  the 
village,  he  advertised  in  the  daily  papers.  Dr. 
Hartwell  Carver,  for  instance,  in  the  Rochester 
Telegraph,  informed  “the  public  that  he  has 
settled  himself  as  a physician  and  surgeon  at 
Murray  Four  Corners,  where  he  will  attend  to  all 
calls  both  in  the  practice  of  physic  and  surgery, 
and  particularly  to  all  operations  in  surgery.” 

A tattered  and  yellowed  Physicians’  Fee-Bill, 
perhaps  the  earliest  authentic  document  in  the 
medical  history  of  Rochester,  issued  by  the  Mon- 
roe County  Medical  Society  on  May  17,  1827, 
will  be  referred  to  later.  The  early  minute  books 
of  the  society,  which  might  have  been  a rich 
source  of  information,  were  burned  many  years 
ago.  The  only  present  available  data  about 
Rochester’s  pioneer  physicians  and  surgeons  are 
contained  in  the  early  village  newspapers  and  in 
the  published  reminiscences  of  old  residents. 

An  important  signer  of  the  Fee-Bill  and,  also, 
president  of  the  County  Medical  Society,  was  Dr. 
Frederick  Backus.  He  was  graduated  from  Yale 
University,  with  both  academic  and  medical  de- 
grees, and  then  attended  the  Medical  School  of 
the  University  of  Pennsylvania,  virtually  obtain- 
ing the  best  medical  education  then  available  in 
the  United  States.  Backus  was  far  in  advance  of 
his  time  in  that,  according  to  his  own  report,  he 
used  ether  by  inhalation  as  early  as  1817,  or 
twenty-nine  years  before  Morton. 

In  1814,  another  Yale  graduate,  Dr.  Freeman 
Edson,  came  on  horseback  from  his  home  in  New 
England  to  Watertown,  New  York,  where  lie 
expected  a position  awaited  him.  Finding  it 
already  filled  by  a veteran  of  the  War  of  1812,  lie 
continued  his  journey  through  the  dense  forests  of 
western  New  York,  looking  here  and  there  for  a 
suitable  place  to  open  an  office.  Passing  by  the 
lone,  log  cabin  of  Hamlet  Scrantom  at  the  present 
site  of  the  City  of  Rochester,  Dr.  Edson  pushed 
farther  into  the  wilderness  until  he  came  to  a 
small  clearing  about  twelve  miles  beyond,  where 
he  found  his  uncle,  Isaac  Scott,  and  his  namesake 
village  of  Scottsville,  now  a suburb  of  Rochester. 
There  he  settled. 

Dr.  Edson  was  a strong,  rugged  man  of  untiring 
energy,  as  he  had  need  to  be;  often  he  had  only 
“snatches  of  rest”  for  several  days  at  a time.  He 
was  an  expert  at  extraction  of  teeth  and,  in  spite 
of  his  extensive  practice,  he  kept  up  with  the 
times,  especially  in  surgery.  He  was  the  first 
within  a wide  region  to  perform  successfully  the 
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operation  of  trephining.  Even  after  he  was 
ninety  years  old  he  removed  a tumor  from  a 
patient’s  face.  In  1882,  when  Dr.  Edson  was 
ninety-one  years  old,  he  addressed  the  students  of 
Indiana  Medical  College,  telling  them  how  to  live 
a long  life.  His  stirring  words  traveled  through- 
out the  country,  with  the  statement  that  he  was 
thought  to  be  the  oldest  practicing  physician  in 
the  United  States. 

Another  interesting  character  in  the  early  his- 
tory of  Rochester  was  Dr.  Archelaus  Green  Smith, 
who  arrived  in  1823,  during  the  height  of  an  epi- 
demic. Dr.  Smith  acquired  his  medical  education 
the  “hard  way.”  After  toiling  all  day  in  the  field, 
he  studied  by  candlelight  in  the  village  post  office. 
“He  was  an  athlete,  standing  six  feet  in  his 
stockings,  and  could  walk  under  a clothes  line 
with  his  shoes  on  and  turn  about  and  jump  over 
it.”1  He  soon  had  so  large  a surgical  practice  that 
lie  was  called  “Butcher”  Smith.  He  performed 
many  unusual  operations,  such  as  removing  a 
tumor  the  size  of  a hen’s  egg  from  the  nostril  of  a 
young  man. 

He  was  always  eager  to  learn  something  new, 
but  there  came  a time  when  Dr.  Smith  was  wor- 
ried and  annoyed.  A patient  had  wasted  away 
anti  died,  despite  his  most  strenuous  efforts. 
Thinking  he  might  learn  the  cause  of  death  from 
a postmortem  examination,  Dr.  Smith,  like  the 
great  anatomists  of  old,  went  in  the  dead  of  night 
to  the  place  where  his  patient  was  buried  and 
returned  stealthily  to  his  secluded  workshop  with 
a heavy  burden  on  his  shoulders,  the  dead  body 
of  his  patient.  He  made  his  examination  sur- 
reptitiously, for  it  was  a time  when  dissection  was 
a crime  punishable  by  law.  When  he  had 
learned  all  he  could,  he  mounted  the  skeleton  and 
concealed  it  in  a closet. 

Years  passed,  and  no  trouble  developed  until 
one  day  a relative  of  the  deceased  woman  caught 
a glimpse  of  the  skeleton  and  claimed  he  recog- 
nized it  by  fillings  in  the  teeth.  Dr.  Smith  was 
arrested.  Feeling  that  conviction  was  inevitable 
he  provided  for  relays  of  horses  every  five  miles 
between  Rochester  and  the  Canadian  border  in 
order  to  escape  punishment  for  doing  what  lie 
believed  was  right  and  necessary.  The  day  of 
the  trial  came.  The  dentist  was  summoned  to 
identify  the  fillings,  but,  becoming  confused,  he 
testified  that  the  fillings  “were  on  the  right  in- 
stead of  the  left  side  of  the  jaws.”  The  corpus 
delicti  being  unestablished,  the  case  was  dis- 
missed and  Dr.  Smith  acquitted.1  The  waiting 
horses  were  not  needed.  In  1828,  the  law  was 
repealed,  and  dissection  legalized. 

An  important  surgeon  announcing  his  arrival 
in  the  community  in  1837  was  Dr.  Edwin  George 
Munn.  In  Scottsville  he  had  practiced  as  a 
general  surgeon,  but  his  work  as  an  oculist  was 


so  overwhelming  that  when  he  came  to  Rochester 
he  devoted  himself  entirely  to  ophthalmology. 
The  first  dental  surgeon  in  Rochester,  judging 
from  newspaper  advertisements,  was  Dr.  Horatio 
Fenn. 

Another  early  surgeon  was  Dr.  Simon  Hunt,  a 
resident  of  fever-stricken  Hanford’s  Landing, 
who  later  moved  to  Rochester.  Dr.  Hunt  had 
been  a surgeon  in  the  War  of  1812,  in  Isaac  W. 
Stone’s  hastily  assembled  Dragoons,  when  the 
British  arrived  at  the  doors  of  Charlotte.  It  is 
written  that  Dr.  Hunt  attended  the  little  daugh- 
ter of  Hamlet  Scrantom  soon  after  the  arrival  of 
the  Scrantom  family  in  1S12,  the  first  family  to 
settle  in  Rochesterville  permanently.  The  daugh- 
ter had  broken  her  ankle,  and  the  neighbors,  two 
or  three  miles  distant,  came  “to  offer  assistance 
or  to  enjoy  the  unwonted  excitement.”  This  was 
the  first  surgical  operation  performed  in  the  settle- 
ment, and  it  took  two  hours.  Dr.  Hunt  also  was 
one  of  the  signers  of  the  Fee-Bill  of  1827. 

By  this  Fee-Bill,  the  surgical  procedures  com- 
mon at  that  time  are  indicated  as  follows:  the 
price  of  a hip  amputation  was  $75;  amputation 
of  the  shoulder  joint,  $50;  amputation  of  the 
larger  limb,  $30;  and  of  the  digits,  $5;  removal 
of  the  breast  cost  $25;  and  of  the  testicle,  $20; 
the  charge  for  reducing  dislocations  and  fractures 
was  $5  to  $15;  the  extraction  of  cataract  cost  $50; 
and  obstetric  attendance,  $5,  with  an  additional 
50  cents  for  each  hour  over  twelve  hours;  hare- 
lips were  repaired  for  $10;  hernias  reduced  for 
$5,  or  operated  upon  for  $30.  The  bill  further 
states,  “syphilitick  cases  not  to  be  prescribed  for 
till  $5  be  paid.”  The  name  of  anyone  who  re- 
fused to  pay  his  indebtedness  was  entered  in  the 
Black  Book,  and  no  physician  was  supposed  to 
attend  that  patient  until  his  account  was  settled 
with  the  other  physician. 

Toward  the  middle  of  the  nineteenth  century, 
important  changes  occurred  with  the  discovery 
and  use  of  anesthesia.  Rochester’s  medical  group 
was  passed  almost  unnoticed,  credit  for  the  dis- 
covery being  given  to  Morton,  primarily,  and  to 
Wells,  Long,  and  Jackson.  Yet  when  William 
Thomas  Green  Morton  was  traveling  in  the 
middle  west  by  stagecoach,  canal  boat,  or  train, 
with  the  pack  of  a Yankee  peddler  with  goods  for 
farmers,  a young  chemist  and  premedical  student, 
William  E.  Clarke,  was  entertaining  his  friends  at 
No.  8 Arcade  Building,  Rochester,  with  experi- 
ments and  demonstrations  of  “Magnetic  Sleep” 
and  “Somnambulic  Condition.”  This  was  in 
1839.  In  the  same  year,  William  Morton,  with 
his  pack,  reached  Rochester  and,  hearing  of  these 
“ether  frolics,”  attended  one,  and,  apparently  for 
the  first  time,  learned  of  sulfuric  ether,  according 
to  Lyman2  and  to  the  October,  1940,  issue  of 
More  Books.3 
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Later,  in  1841  and  1842,  Clarke  attended  Berk- 
shire Medical  College  and  continued  his  ether 
entertainments  for  the  benefit  of  his  companions 
there.  In  January,  1842,  Dr.  Clarke,  having  re- 
turned to  Rochester  as  an  M.D.,  administered 
ether  from  a saturated  towel  to  a young  woman 
named  Hobbie,  and  Dr.  Elijah  Pope,  a Rochester 
dentist,  extracted  her  tooth  without  pain.4  This 
caused  Dr.  John  A.  Benjamin,  of  the  University 
of  Rochester  School  of  Medicine,  to  remark  that 
“this  100th  anniversary  (1946)  well  may  have 
been  four  years  too  late  since  Clarke’s  use  of 
ether  would  appear  to  be  the  first  use  of  ether 
anesthesia  on  record.  It  antedates  by  a few 
months  what  presently  is  known  of  the  work  of 
Dr.  Crawford  W.  Long,  a young  Georgia  physi- 
cian, who  did  not  publish  his  work  until  Decem- 
ber of  1849.” 

Claim  of  an  even  earlier  use  of  ether  anesthesia 
in  Rochester  was  made  by  Dr.  Frederick  F. 
Backus.5  The  minutes  of  the  Monroe  County 
Medical  Society,  published  in  the  Union  and  Ad- 
vertiser on  November  17,  1849,  state:  “This 

society  met  at  the  Court  House  on  Wednesday 
last,  at  ten  o’clock  in  the  forenoon,  the  president, 

Dr.  W.  W.  Reid,  in  the  chair Dr.  Backus, 

as  chairman  of  the  committee  on  obstetrics,  read 
an  interesting  report  on  cases  of  midwifery 
attended  by  himself  from  1832  to  1849.  Among 
other  interesting  statistics  connected  with  these 
cases  was  the  number  of  births  in  seventeen 
years,  viz.:  712,  males  386,  females  326. 

“During  his  report  Dr.  Backus  mentioned  that 
lie  had  used  ether  in  his  practice,  by  inhalation, 
in  the  year  1817;  so  it  would  seem  that  neither 
Dr.  Morton  nor  Dr.  Jackson  is  entitled  to  the 
honor  of  the  discovery,  though  we  presume  Dr. 
B.  will  never  court  contention  on  that  point.”5 

Another  pioneer  surgeon  of  Rochester  was  Dr. 
W.  W.  Reid,  well  known  for  his  original  method  of 
reducing  “dislocation  of  the  femur  on  the  dorsum 
ilii,”  within  two  or  three  minutes  by  simple 
manipulation,  as  reported  in  1851  in  the  Boston 
Medical  and  Surgical  Journal.  His  first  successful 
case  was  in  1844,  his  second  and  third  in  1849,  the 
latter  a patient  of  Dr.  Edward  Mott  Moore’s, 
who  afterwards  remarked  that,  “Hereafter  any 
fool  might  reduce  dislocations  of  the  hip  on  the 
dorsum  ilii.” 

Dr.  Edward  Mott  Moore  is  considered  the  most 
advanced  and  outstanding  surgeon  Rochester 
ever  had.  In  1830,  Moore  studied  with  Dr. 
Anson  Coleman,  Rochester’s  leading  physician. 
He  was  graduated  from  the  University  of  Pennsyl- 
vania Medical  School  in  1838,  interned  at  Block- 
ley  Hospital,  and,  with  Dr.  C.  W.  Pennock,  did 
original  experimental  work  on  the  heart. 

Thereafter,  lie  returned  to  Rochester  and  soon 
became  the  recognized  leader  in  surgery  in  west- 
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ern  New  York,  including  Buffalo.  He  seived  as 
professor  of  surgery  at  Woodstock,  Vermont;  at 
Starling  Medical  College,  Columbus,  Ohio;  at 
Pittsfield,  Massachusetts;  and  at  the  University 
in  Buffalo.  This  necessitated  his  giving  two  or 
three  months  each  year  to  teaching.  Dr.  Moore 
also  lectured  on  anatomy  and  on  fractures  and 
dislocations.  His  article  on  dislocation  was  con- 
sidered a masterpiece  of  original  work.  His 
writings  on  “fracture  of  the  collarbone,  the  wrist, 
and  the  upper  end  of  the  arm”  contained  remark- 
able observations  and  contributions  to  surgery, 
“the  correctness  of  which  has  been  proven  by  x- 
ray  workers.”  It  is  said  to  have  been  a source  of 
great  satisfaction  to  Dr.  Moore,  late  in  his  life,  to 
have  his  views  regarding  the  nature  of  Colies' 
fracture  confirmed  by  the  roentgen  ray.  Dr 
Moore’s  experiments  on  transfusion  of  blood  re-  ;a: 
suited  in  valuable  observations,  as  did  his  views  11 
on  sanitation.  He  promoted  a movement  for  a 
system  of  city  sewers  and  for  pure  drinking  water 
from  Hemlock  Lake,  the  source  of  Rochester’s 
present  water  supply. 

His  work  in  the  prevention  of  contagious  dis- 
eases  led  to  his  appointment  as  the  first  president  w 
of  the  New  York  State  Board  of  Health.  For 
thirty  years  he  was  chief  surgeon  at  St.  Mary’s 
Hospital,  and  was  active  also  in  the  organization 
of  the  Rochester  City  Hospital,  now  the  General 
Hospital,  and  the  Infants  Summer  Hospital.  He 
was  once  president  of  the  American  Medical 
Association,  president  of  the  Monroe  County 
Medical  Society,  of  the  Medical  Association  ol  ®. 
Central  New  York,  of  the  New  York  State  Medi-  du 
cal  Society,  of  the  American  Surgical  Association  fe 
of  the  Rochester  branch  of  the  American  Reo  e 
Cross,  and  other  local  organizations.  He  was  « 
president  of  the  Board  of  Trustees  of  the  Univer-  ■ ■■ 
sity  of  Rochester,  and  delegate  to  the  Interna- 
tional Medical  Congress  in  Copenhagen.  One  o 
his  most  outstanding  and  lasting  works  was  th< 
establishment  of  the  park  system  of  Rochester 
reputedly  one  of  the  best  in  this  country.  Be- 
cause of  his  love  of  open  spaces  and  natura 
beauty,  the  bronze  monument  which  was  erected 
in  his  honor  in  1927  was  placed  in  Genesee  Valley  ad  c 
Park  overlooking  the  Genesee  River. 

Almost  forgotten  today  is  Rochester’s  earh 
medical  school,  the  Central  Medical  College 
Eclectic,  which  was  moved  to  Rochester  fron 
Syracuse  in  1849,  with  Dr.  William  W.  Hadley  a; 
dean.  In  1847,  Hadley  was  a druggist  in  Roches  Mi 
ter,  but  when  he  returned  to  Rochester  from  tin 
Cincinnati  Eclectic  College,  with  an  M.D.  afte 
his  name,  he  devoted  himself  most  energetically  t< 
the  cause  of  eclectic  medicine.  Although  not  hel< 
in  high  esteem  by  the  allopaths,  'the  eclectic 
served  a good  purpose  bv  opposing  bloodlettiiij 
and  other  harsh  remedies  and  substituting  simpl 
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vegetable  products.  This  interest  in  botany  as 
ipplied  to  medicine  developed  when  an  embargo 
md  the  closing  of  ports  forced  pharmacists  to 
search  for  remedies  at  home.  Soon  Dr.  Hadley 
lad  a following  of  several  practitioners,  who  met 
n Minerva  Hall,  at  the  corner  of  Main  Street 
md  South  Avenue,  and  he  lectured  to  a group 
)f  students  there. 

Dr.  Hadley  was  known  as  professor  of  materia 
nedica,  therapeutics,  and  pharmacy,  and  his 
ame  spread  to  Syracuse,  where  he  became  visiting 
n-ofessor  at  the  medical  school.  Some  financial 
lifficulty  arose  in  the  Syracuse  school,  and  it  was 
lecided  to  transfer  the  school  to  Rochester.  The 
easons  given  by  the  Rochester  newspapers  were 
hat  Rochester  had  a hospital  which  might  be  of 
idvantage;  that  Rochester  had  attractive  botanic 
;ardens  for  the  study  of  botany;  and  that  “the 
icknowledged  moral  and  literary  character  of  the 
nhabitants  of  Rochester”  was  such  that  the 
ause  would  be  better  advanced. 

The  Eclectics  admitted  women  to  their  school, 
,t  that  time  a revolutionary  movement.  In  the 
ession  of  1850-1851,  ten  of  the  53  students  were 
romen!  In  addition  to  his  other  duties,  Dr. 
ladley  published  the  monthly  New  York  Eclectic 
Medical  and  Surgical  Journal.  One  article,  com- 
laring  the  work  of  the  two  sexes,  called  attention 
o “the  thorough  and  faithful  devotion  of  our 
tdy  students  to  actual  dissections,”  and  ac- 
nowledged  that  “our  female  students  have 
iroven  themselves  equal  to  any  of  the  opposite 
ex.”  Yet,  in  the  height  of  success,  in  1853,  the 
chool  and  its  professors  disappeared.  Soon 
fterward,  Dr.  Hadley  went  to  Brooklyn,  where 
e held  several  offices  in  eclectic  organizations, 
nd  was  a professor  and  then  president  at  the 
Iclectic  Medical  College  of  New  York  City. 

Many  women  doctors  in  Rochester  have  at- 
lined  eminence  in  the  face  of  severe  prejudice, 
'ollowing  close  in  the  footsteps  of  Elizabeth 
dackwell  was  an  eighteen-year-old  Philadelphia 
Juakeress,  Sarah  Adamson,  looking  for  a place 
here  she  would  be  allowed  to  study  medicine, 
fffiile  visiting  her  uncle,  Dr.  Hiram  Corson,  she 
ad  discovered  a volume  of  Wistar’s  Anatomy  in 
is  medical  library,  “which  she  found  far  more 
iteresting  than  the  current  novels  young  girls 
ere  reading  in  her  day.”  She  thereupon  de- 
ded  to  become  a doctor.  Her  uncle  disapprov- 
ig,  she  started  her  medical  reading  in  another 
octor’s  office.  More  disturbed  yet  over  this  new 
tuation,  Dr.  Corson  saved  the  family  honor  by 
lowing  her  to  study  in  his  own  office.  Later,  he 
ideavored  to  arrange  her  entrance  into  one  of 
le  Philadelphia  medical  schools.  Two  refusals 
ere  encountered  when  a welcome  announcement 
as  made  by  the  New  Central  Medical  College, 
clectic,  at  Rochester,  that  it  would  accept 


women  students  “on  equal  terms  with  men.” 
Sarah  Adamson  at  once  left  for  Rochester  and 
entered  this  school  in  1851.  Two  years  later, 
she  was  graduated — the  second  woman  in  the 
United  States  to  earn  the  M.D.  degree. 

After  receiving  her  degree,  Sarah  Adamson 
went  to  Blockley  Hospital,  Philadelphia,  where 
she  was  the  first  woman  intern;  then  she  returned 
to  Central  Medical  College  to  marry  young  Dr. 
Lester  Dolley,  who  held  the  chair  of  surgery 
there.  Combining  two  careers,  she  practiced  in 
Rochester  for  sixty  years  as  an  obstetrician. 

No  other  physician  of  Rochester  suffered  as 
tragic  an  end  as  Dr.  Louis  Weigel,  who  came  here 
from  the  University  of  Maryland  in  1875  as  a 
specialist  in  orthopedic  surgery.  He  soon  became 
one  of  America’s  most  noted  surgeons,  serving  on 
the  staffs  of  the  Rochester  General  and  St.  Mary’s 
hospitals  and  occupying  the  chair  of  orthopedic- 
surgery  at  Niagara  University.  His  greatest 
work  began  with  the  discovery  of  the  x-ray.  Al- 
ready an  accomplished  amateur  photographer,  he 
was  prepared  for  experimenting  in  radiography. 
His  discoveries  in  this  line  and  in  the  use  and 
value  of  the  roentgen  lays  extended  his  fame 
throughout  the  United  States  and  Europe.  These 
experiments,  which  he  conducted  without  regard 
for  personal  safety  in  spite  of  the  constant  warn- 
ings of  his  colleagues,  led  to  his  early  death.  A 
malignant  growth  developed  on  his  hands,  neces- 
sitating the  removal  of  all  his  fingers  on  one  hand 
and  three  fingers  on  the  other.  Five  more  opera- 
tions were  performed  at  intervals,  and  eventually 
he  lost  both  hands,  yet  he  continued  his  work 
unceasingly  with  a remarkable  fortitude  and 
courage.  Three  years  before  his  death,  Dr. 
Weigel  had  as  his  guest  the  world-famous  Dr. 
Adolf  Lorenz,  of  Austria,  who  during  his  stay  in 
Rochester  conducted  a clinic  at  St.  Mary’s 
Hospital.  Dr.  Weigel  was  also  consulting  ortho- 
pedic surgeon  to  the  New  York  State  Hospital  for 
Crippled  Children  at  Yonkers  and  to  the  Craig 
Colony  for  Epileptics  at  Sonyea.  He  was  presi- 
dent of  the  American  Orthopedic  Society  and 
president  of  the  Rochester  Academy  of  Medicine. 

Rochester  was  without  a hospital  until  1845, 
when  an  organization  of  women  rented  quarters 
and  opened  a hospital  for  friendless  sick  persons. 
The  hospital  was  incorporated  in  1847  and  was 
known  as  the  City  Hospital,  now  the  Rochester 
General  Hospital.  Soon  afterward,  the  municipal 
council  donated  an  old  cemetery  on  West  Main 
Street  and  the  first  building  was  completed  in 
1802.  Dr.  Henry  Dean  was  the  first  physician  on 
the  staff  of  the  hospital,  in  1840,  and  the  first 
surgeon  was  Dr.  Harvey  F.  Montgomery,  who 
held  that  position  for  twenty  years.  Dr.  Charles 
F.  Rider,  eye  and  ear  surgeon,  was  the  first 
“specialist”  of  the  hospital.  Many  improvements 
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and  additions  have  been  made  during  the  one 
hundred  years  of  the  hospital’s  existence. 

Almost  as  old  is  St.  Mary’s  Hospital,  estab- 
lished by  the  Sisters  of  Charity  in  1857,  with  Dr. 
Edward  Mott  Moore  as  chief  surgeon.  In  1891, 
the  hospital  was  almost  entirely  destroyed  by  fire, 
and  a new  one  with  accommodations  for  300  pa- 
tients was  erected  on  the  same  site.  Recently, 
adjoining  land  was  acquired  and  an  entirely  new 
hospital  built. 

In  1889,  the  Rochester  Homeopathic  Hospital, 
now  the  Genesee  Hospital,  was  opened.  The 
first  surgeon  was  Dr.  J.  M.  Lee,  whose  first  opera- 
tion was  the  removal  of  a stone  from  the  bladder. 
The  hospital  was  prepared  for  surgery  from  the 
beginning.  That  same  year,  Dr.  Joseph  Biegler 
founded  the  Hahnemann  Hospital,  now  the  High- 
land. One  of  his  wealthy  patients  from  New 
York  City  gave  $10,000,  and  the  hospital  at  first 
was  called  the  Hargous  Memorial  Hahnemann 
Hospital.  Dr.  Biegler,  being  a homeopath,  had 
founded  the  hospital  almost  exclusively  for  medi- 
cal treatment,  little  expecting  that  the  time  would 
come  when  in  one  year  alone  several  thousand 
surgical  patients  would  be  received. 

A private  hospital  was  established  in  1894  on 
Park  Avenue  by  Dr.  John  F.  W.  Whitbeck.  It 
was  closed  from  1904  to  1907,  when  it  was  re- 
opened by  Dr.  Charles  R.  Barber;  and  in  1921  it 
was  incorporated  as  the  Park  Avenue  Clinical 
Hospital.  Dr.  W.  Douglas  Ward,  one  of  its 
surgeons,  was  the  first  in  Rochester  to  construct 
an  artificial  vagina  by  using  a loop  of  intestine. 

As  various  wars  have  been  fought,  Rochester 
has  furnished  its  share  of  surgeons.  As  only  one 
family  lived  here  at  the  time  of  the  War  of  1812, 
the  volunteers  obviously  enlisted  from  the  nearby 
settlements.  In  World  War  I,  the  Rochester 
General  Hospital  sent  Base  Hospital  No.  19  to 
France,  and,  in  World  War  II,  General  Hospital 
No.  19,  which  recently  returned  from  France  and 
Germany  under  the  command  of  Colonel  Edward 
T.  Wentworth.  Both  carried  on  their  staffs  some 
of  the  leading  surgeons  of  Rochester.  Mention 
also  must  be  made  of  the  contributions  of  Dr. 
Stafford  Warren,  professor  of  radiology  at  the 
University  of  Rochester,  who  was  a key  man  in 
the  development  of  the  atomic  bomb,  being  medi- 
cal safety  director  for  the  Manhattan  Project. 

The  last  hospitals  to  be  added  to  Rochester’s 
list  are  the  Strofag  Memorial  and  the  new  Munici- 
pal. These  are  associated  with  the  School  of 
Medicine  of  the  University  of  Rochester,  which 
was  dedicated  in  192G,  the  gift  of  George  East- 
man. Dr.  John  Morton,  chief  of  the  surgical 
staff,  his  assistants,  and  the  Rochester  surgeons 
on  his  staff  have  made  the  hospital  outstanding 
for  its  surgical  procedure  and  research.  However, 
they  would  be  the  first  to  admit  that  no  startling 


discoveries  nor  highly  original  and  exclusivi 
surgical  procedures  have  resulted  yet  from  thei 
very  conscientious  operative  work  and  surgica 
experiments.  Some  of  the  more  important  surgi 
cal  contributions  of  this  school  are  the  following 

Dr.  John  J.  Morton  and  Dr.  W.  J.  Merle  Scot 
did  important  basic  work  in  congenital  megacoloi  | 
and  in  peripheral  vascular  diseases,  as  well  a 
devised  important  preoperative  tests  to  foretel 
results  of  sympathetic  denervation.  Dr.  Hermai 
E.  Pearse  devised  a suitable  vitallium  tube  as  ; > 
substitute  for  the  common  bile  duct.  Dr.  Clyd 
Heatly  did  considerable  work  on  esophageal  an> 
laryngeal  surgery,  especially  in  hemi-  and  tots 
laryngectomy.  Dr.  Forest  Young  did  muc 
successful  work  in  plastic  surgery,  especially  i 
reconstructing  ears  by  using  pieces  of  rib  cartilage 
chopped  up  and  put  into  a vitallium  mold,  an 
burying  the  mold  in  the  abdominal  wall  until  th 
pieces  were  fused  together  by  connective  tissui 
Drs.  Forest  Young  and  Benedict  Favata  worke' 
on  the  thrombin  and  plasma  clot  to  hold  dow 
skin  grafts,  thus  making  a physiologic  cemen' 
Dr.  T.  B.  Jones  did  some  important  work  on  live 
function;  Dr.  W.  P.  Van  Wagenan  worked  on  th 
value  of  brain  surgery  in  diabetes  insipidu: 
Drs.  Willard  Allen  and  George  W.  Corner  did 
great  deal  of  original  work  on  ovarian  hormone 
and  their  relationship  to  pregnancy.  Dr.  Plat 
Schwartz  made  original  stabilizing  operations  o 
the  foot  and  original  work  on  the  electrical  n 
cording  of  the  human  gait,  and  he  also  confirme 
the  Sister  Kenny  conception  of  the  existence  < 
muscle  spasm  in  muscles  involved  in  poliomr 
elitis;  arrd  finally,  important  results  were  leame 
in  experiments  using  blind  loops  in  dogs  to  dete 
mine  the  toxic  factors  in  cases  of  intestinal  ol 
struction. 

In  spite  of  these  excellent  achievements, 
regret  to  say  that  as  yet  the  faculty  of  the  Un 
versity  of  Rochester  has  been  unable  to  organi: 
a systematic  course  of  lectures  on  medical  histoi 
to  warrant  the  creation  of  a chair  there.  This 
no  fault  of  the  University,  however.  De£ 
George  Whipple  told  me  a few  years  ago  that  tl 
University  would  be  glad  to  create  a departme’ 
on  medical  history  as  soon  as  a special  and  suf 
cient  endowment  had  been  received. 

Also  regrettable  is  the  fact  that  usually  it 
only  the  older  physician  or  surgeon  who  becom 
interested  in  medical  history  and  pursues  it  in  i 
original  sources.  Yet,  if  such  courses  were  taug 
in  American  schools  as  they  are  in  many  Europe; 
universities,  many  more  doctors  would  apprecia 
the  true  worth  of  such  a cultural  and  philosophic 
study.  Not  only  does  it  give  fundamental  knov 
edge  on  the  evaluation  of  the  whole  art  of  mec 
cine,  but  saves  considerable  time  and  effort 
medical  research  and  experimental  study. 
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It  is  not  surprising,  therefore,  that  the  average 
American  medical  graduate  today  is  totally  ig- 
norant of  the  processes  by  which  the  art  and  sci- 
ence of  medicine  have  attained  the  pre-eminence 
they  now  occupy.  And,  for  those  physicians 
whose  avocations  lie  in  creative  writing,  there  is 
no  better  background  material  for  any  book  in 
the  medical  field  than  a knowledge  of  medical 
history. 

Thus,  the  need  for  giving  our  young  prac- 
titioners an  acquaintance  with  medical  history 
is  great.  We  hope  that  through  our  Uni- 


versity our  future  doctors  will  gain  a reasonable 
knowledge  of  the  glories  and  triumphs  of  medical 
history. 

182  Versailles  Road 
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TREATMENT  OF  HYPERTHYROIDISM  WITH  PROPYL  THIOURACIL 

Solomon  Rinkoff,  M.D.,  and  Maxwell  Spring,  M.D.,  New  York  City 
( From  the  Thyroid  Clinic  and  the  Medical  Service  of  the  Bronx  Hospital ) 


IN  1943,  Astvvood  used  thiouracil  in  the  treat- 
ment of  human  thyrotoxicosis  and  found  that 
it  produced  lowering  of  the  basal  metabolic  rate, 
gain  in  weight,  and  return  of  the  patient  to  nor- 
mal health.1  These  findings  have  been  confirmed 
by  Williams  and  his  coworkers  and  others  so 
that  the  efficacy  of  thiouracil  as  an  antithyroid 
drug  was  well  established.2-5 

However,  thiouracil  has  proved  to  be  a some- 
what toxic  drug.  About  15  to  20  per  cent  of  the 
patients  who  received  the  drug  showed  some  toxic 
manifestations.  The  most  serious  complications 
were  drug  fever  and  agranulocytosis.  The  inci- 
dence of  drug  fever  varied  from  3 to  5 per  cent. 
Agranulocytosis  occurred  in  1 to  2 per  cent  with  a 
total  mortality  of  0.4  per  cent  in  a series  of  5,475 
cases.6 

In  an  attempt  to  overcome  thiouracil  toxicity 
different  compounds  containing  thiouracil  were 
synthesized.  One  of  these  is  6-n-propyl  thio- 
uracil.* In  this  paper  we  wish  to  report  clinical 
results  and  impressions  gained  from  51  cases  of 
thyrotoxicosis  treated  with  this  drug. 

At  first,  the  dosage  consisted  of  25  mg.  of  propyl 
thiouracil  given  3 to  4 times  daily.  However,  we 
soon  found  that  this  dosage  was  insufficient,  being 
extremely  slow  in  causing  a remission  of  thyro- 
toxicosis. Furthermore,  patients  who  were  satis- 
factorily controlled  by  300  mg.  of  thiouracil  had 


* The  propyl  thiouracil  used  in  this  study  was  supplied  by 
Lederle  Laboratories,  Inc.,  Pearl  River,  New  York,  through 
the  courtesy  of  Stanton  M.  Hardy,  M.D.,  medical  director, 
and  Benjamin  W.  Carey,  M.D.,  director  of  laboratories. 

This  study  was  conducted  in  the  Thyroid  Clinic  and  from 
the  Medical  Services  of  the  Bronx  Hospital,  New  York; 
Harry  Wessler,  M.D.,  director,  Abner  Stern,  M.D.,  and 
Max  Weiss,  M.D.,  attending  physicians. 

We  are  indebted  to  Joseph  Felsen,  M.D.,  director  of 
laboratories  and  research  for  his  cooperation  in  this  study 
and  to  Miss  A.  V.  Henderson,  technician,  for  carrying  out  tho 
metabolism  tests  and  biochemical  procedures. 


an  exarcerbation  of  their  symptoms  when  placed 
on  75  mg.  of  propyl  thiouracil  daily.  After  two 
months  of  employing  this  small  dose  we  increased 
the  dosage  of  propyl  thiouracil  to  150  mg.  per  day 
(50  mg.  3 times  a day).  Even  with  the  latter 
dosage,  we  found  that  propyl  thiouracil  acts  at  a 
considerably  slower  rate  than  thiouracil. 

Our  experience  with  propyl  thiouracil,  to  date, 
reveals  that  it  is  much  less  toxic  than  thiouracil. 
It  had  to  be  discontinued  with  1 patient  because 
of  a febrile  reaction.  One  patient  had  mild 
headaches  which  disappeared  after  a few  days. 
This  same  patient  also  had  peculiar  pain  in  the 
jaws  and  muscles  of  the  face.  Two  patients  had 
mild  gastric  upsets.  Practically  all  of  the  toxic 
manifestations  of  propyl  thiouracil  occurred 
within  six  weeks  after  the  institution  of  therapy. 

Most  of  the  patients  responded  within  ten  to 
twenty-one  days  as  manifested  by  the  ameliora- 
tion of  the  thyrotoxic  symptoms.  This  delay  is 
believed  to  be  due  to  the  time  taken  by  the  body 
to  use  up  the  preformed  store  of  thyroxine.  As 
with  thiouracil,  patients  who  had  had  previous 
iodine  medication  responded  more  slowly. 

To  date,  we  have  had  no  case  of  agranulocyto- 
sis. Four  of  the  patients  developed  a leukopenia 
with  a leukocyte  count  going  down  to  4,000  per 
cu.  mm.  or  below.  The  dose  of  propyl  thiouracil 
was  cut  in  half,  or  the  drug  was  omitted  for  one 
day.  The  count  rose,  and  the  original  dose  of 
propyl  thiouracil,  given  before  the  leukopenia 
developed,  was  resumed.  In  a survey  of  the 
literature  only  1 patient  was  found  to  have 
developed  agranulocytosis.** 

However,  we  still  feel  that  it  is  necessary  to  do 
frequent  blood  counts  on  patients  who  are  receiv- 

**  This  was  a cast*  of  Dr.  Elmer  Bartels,  as  quoted  by 
Dr.  W.  E.  Astwood,  at  a lecture  given  at  Mount  Sinai 
Hospital,  New  York  City,  on  April  25,  1947. 
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ing  propyl  thiouracil.  A white  blood  count  and 
differential  blood  count  are  taken  once  a week  the 
first  six  weeks  and  every  two  weeks  thereafter. 

Our  patients  are  instructed  to  discontinue  the 
drug  and  report  to  us  if  any  adverse  symptoms 
such  as  fever,  sore  throat,  coryza,  and  malaise 
are  experienced.  \Ye  keep  our  patients  on  a 
maintenance  dose  of  propyl  thiouracil  for  at  least 
six  months  after  the  basal  metabolic  rate  has  re- 
turned to  normal. 

We  have  found  no  aggravation  of  the  exo- 
phthalmos or  enlargement  of  the  thyroid  gland  in 
any  of  our  cases.  In  many  there  was  a definite 
reduction  in  the  size  of  the  thyroid  gland.  Nodu- 
lar goiters,  contrary  to  previously  expressed 
opinions,  responded  well  to  propyl  thiouracil 
therapy. 

Wc  have  had  4 patients,  aged  sixty-seven,  sixty- 
four,  fifty,  and  forty-one,  who  had  auricular  fibril- 
lation. The  last  2 returned  to  a normal  sinus 
rhythm  when  the  metabolic  state  reached  normal. 
The  other  2,  although  they  have  gained  weight, 
lost  all  thyrotoxic  symptoms,  and  have  returned 
to  a normal  basal  metabolic  rate,  are  still  fibrillat- 
ing.  Concomitant  hypertensive  heart  disease 
may  be  the  reason  for  the  continuation  of  their 
auricular  fibr  illation. 

Only  1 patient  failed  to  respond  to  propyl 
thiouracil  therapy.  This  patient  had  had  a thy- 
roidectomy several  years  ago,  but  the  thyro- 
toxicosis persisted.  She  also  failed  to  respond 
to  thiouracil  and  iodine.  She  was  receiving  iodine 
plus  propyl  thiouracil,  but  we  never  suceeded  in 
bringing  her  metabolic  rate  or  pulse  down  to 
normal  levels. 

Case  Reports 

The  following  cases  illustrate  the  action  of  propyl 
thiouracil: 

Case  1. — Mrs.  S.  F.  gave  a history  of  thyrotoxico- 
sis of  over  three  years  duration.  She  was  given 
Lugol’s  solution  but  developed  erythema  nodosum, 
and  the  iodine  was  discontinued.  She  was  treated 
t hen  with  radium  and  received  23  treatments  with- 
out improvement. 

Physical  examination,  on  June  27,  1946,  revealed 
a 52-year-old  white  woman,  61  inches  tall,  weighing 
106  pounds.  She  had  mild  exophthalmos  and  gen- 
eralized thyroid  enlargement.  There  was  a fine 
tremor  of  t he  hands,  and  she  was  extremely  nervous. 
The  skin  was  warm  and  moist.  The  heart  had  a 
regular  rhythm;  the  blood  pressure  was  130/70,  and 
the  pulse  rate  106-110  per  minute.  The  lungs  and 
abdomen  were  negative.  X-rav  of  t he  chest  revealed 
no  evidence  of  substernal  thyroid.  The  electrocar- 
diogram revealed  sinus  tachycardia.  Urineandblood 
were  normal.  The  basal  metabolic  rate  was  plus 
35  per  cent.  She  was  given  propyl  thiouracil,  25 
mg.  three  times  a day,  and  responded  very  readily 
on  this  dosage.  On  . 1 1 1 1 \ 30,  1916  (five  weeks  later) 


her  basal  metabolic  rate  was  0 per  cent,  pulse  was  76, 
and  weight  111  pounds.  Her  nervousness  and 
tremor  had  disappeared.  She  was  able  to  resume  her 
work  and  felt  well.  The  dosage  of  propyl  thiouracil 
was  reduced  so  that  on  a maintenance  daily  dose  of 
25  mg.  her  basal  metabolic  rate  varied  between 
minus  8 to  minus  3 per  cent.  Propyl  thiouracil  was 
discontinued  on  May  28,  1947. 

Case  2. — Mrs.  V.  E.  was  admitted  to  the  thyroid 
•clinic  on  November  6,  1946.  She  gave  a history  of 
marked  nervousness,  weakness,  and  loss  of  26 
pounds  in  six  months. 

Physical  examination  revealed  a very  nervous  32- 
year-old  Negress.  She'had  moderate  exophthalmos 
and  diffuse  enlargement  of  the  thyroid  gland.  The 
skin  was  warm  and  moist,  and  there  was  a marked 
tremor  of  the  hands.  The  heart  was  normal  in  size 
with  a rate  of  1 12  per  minute,  and  blood  pressure  was 
120/80.  She  had  a hypochromic  anemia  with  a 
hemoglobin  of  60  per  cent  (8.7  Gm.)  and  a red  blood 
cell  count  of  3.27  million.  (The  anemia  was  the 
result  of  menorrhagia  due  to  a fibroid  uterus.)  The 
basal  metabolic  rate  was  plus  56  per  cent.  She  was 
given  ferrous  sulfate  for  the  anemia  and  50  mg.  of 
propyl  thiouracil  for  the  thyrotoxicosis.  She  re- 
sponded well.  Her  pulse  became  normal  after  a 
month,  and  she  began  to  gain  weight  (from  1 1 1 to 
129  pounds  in  eighteen  weeks).  The  tremor  dis- 
appeared after  four  months.  She  is  well  and  doing 
her  normal  work. 

Case  S. — Mrs.  M.  A.  had  symptoms  of  thyrotoxi- 
cosis for  about  seven  years,  but  two  months  prior  to 
admission  she  became  very  nervous  and  weak,  lost 
weight,  and  could  not  sleep.  She  had  6 to  7 loose 
bowel  movements  daily.  She  had  marked  palpita- 
tion and  drenching  sweats. 

Physical  examination  revealed  a nervous  and 
apprehensive  middle-aged  woman,  60  inches  tall, 
weighing  122  pounds.  Skin  was  warm  and  moist. 
She  had  a diffuse  thyroid  enlargement  and  slight 
exophthalmos.  There  was  a marked  tremor  of  the 
fingers.  She  was  fibrillating  with  an  apical  rate  of 
about  150  and  a radial  pulse  rate  of  120.  Her  blood 
pressure  was  180/90.  She  had  moist  rales  at  both 
lung  bases.  Fluoroscopy  of  the  chest  revealed  mild 
left  ventricular  hypert rophy.  The  elect  rocardiogram 
revealed  auricular  fibrillation,  left  axis  deviation,  and 
a heart  rate  of  150  per  minute.  Urine  and  blood 
were  not  remarkable.  The  basal  metabolic  rate  was 
plus  80  per  cent. 

( )n  December  28,  1946,  she  started  propyl  thioura- 
cil therapy  50  mg.  four  times  a day.  Subjective 
improvement  began  three  to  four  days  following  the 
inception  of  therapy.  Objective  improvement  was 
rapid.  Her  pulse  dropped  to  96  within  three  weeks. 
Her  basal  metabolic  rate  came  down  to  plus  5 per 
cent  within  fourteen  weeks  and  inthesame  period  her 
weight  rose  from  122  to  137  pounds.  After  three 
weeks  of  propyl  thiouracil  therapy  her  white  count 
dropped  to  3,400.  The  drug  was  reduced  to  100  mg. 
daily,  and  three  days  later,  the  white  count  rose  to 
7,650.  She  has  been  on  50  mg.  twice  a day  since 
then.  (The  auricular  fibrillation  that  the  patient 
had  was  paroxysmal  in  nature  as  her  heart  returned 
to  a normal  rhythm  within  two  days.) 


May  1,  1948] 


TREATMENT  OF  HYPERTHYROIDISM 


1027 


Comment 

Judging  from  the  reports  in  the  literature  and 
our  own  observation,  it  is  clear  that  propyl 
thiouracil  is  an  effective  antithyroid  drug.7  8 It 
is  less  toxic  than  thiouracil  but  is  slow  in  its  action 
anil  takes  about  one  and  a half  times  as  long  to 
produce  comparable  results.  While  the  patient 
is  on  the  drug,  the  basal  metabolic  rate  comes 
down  at  the  rate  of  about  1 per  cent  daily.  The 
patient  may  be  ambulatory  and  not  hospitalized. 

We  do  not  as  yet  know  how  long  the  remission 
from  thyrotoxicosis  will  be  sustained  after  propyl 
thiouracil  is  discontinued.  We  have  3 patients 
with  a sustained  remission  of  five  to  six  months. 
Following  thiouracil  therapy  we  have  had  remis- 
sion of  all  thyrotoxic  symptoms  and  signs  for  a 
period  of  fourteen  to  twenty-nine  months  in  12 
out  of  18  patients.  One  of  the  12  patients  took 
thiouracil  for  six  months  with  complete  remission 
of  symptoms.  Subsequently,  she  had  2 normal 
pregnancies  without  recurrence  of  the  thyrotoxi- 
cosis. Four  of  the  patients  with  a recurrence  of 
thyrotoxicosis  received  propyl  thouracil  and  re- 
sponded very  well. 

W ill  propyl  thiouracil  supplant  thyroidectomy 
in  the  treatment  of  thyrotoxicosis?  Much  longer 
observation  in  many  more  cases  have  to  be  studied 
before  this  question  can  be  answered.  It  is 
proper,  however,  to  compare  results  obtained 
from  the  surgical  therapy  of  thyrotoxicosis  with 
that  of  this  antithyroid  drug. 

W.  P.  Vander  Lann  and  Orvar  Swenson  re- 
cently reviewed  149  cases  of  Grave’s  disease, 
treated  surgically  in  the  Peter  Bent  Brigham 
Hospital  between  1933  and  1940. ,J  These  pa- 
tients had  subtotal  thyroidectomies  following  prep- 
aration with  iodine.  The  mortality  was  2.7  per 
cent.  (This  figure  s in  the  lower  range  for  hos- 
pitals in  which  general  surgery  is  practiced.) 
Eight  and  five-tenths  per  cent  of  the  patients  had 
a recurrence  or  persistence  of  the  thyrotoxicosis, 
and  13.9  per  cent  developed  hypothyroidism. 

Dobson,  Seely,  and  Rose  reported  a mortality 
of  2.11  per  cent  in  a series  of  232  toxic  cases  from 
the  thyroid  clinic  of  Stanford  University.10 

Albright  and  Clute,  in  a series  of  197  cases  from 
the  Massachusetts  Memorial  Hospital,  reported  a 
mortality  of  slightly  over  2 per  cent.11  While  it 
is  true  that  highly  specialized  thyroid  clinics  like 
the  Lahey  or  Cleveland  have  a mortality  rate  of 
less  than  1 per  cent,  thyroidectomy  in  the  average 
general  hospital  carries  a mortality  of  3 to  5 per 
cent. 

Practically  all  thyroid  clinics  have  now  adopted 
either  propyl  thiouracil  or  some  other  thiouracil 
derivative,  alone  or  followed  by  iodine,  to  prepare 
their  patients  for  thyroidectomy.  As  already 
mentioned,  most  of  the  toxic  manifestations  re- 
sulting from  propyl  thiouracil  therapy  occur 


within  the  first  six  to  eight  weeks.  This  corre- 
sponds roughly  to  the  time  necessary  to  prepare 
the  patient  for  thyroidectomy  with  propyl 
thiouracil  It  is  apparent,  therefore,  that  the 
lowered  mortality  from  thyroidectomy,  follow- 
ing preparation  with  propyl  thiouracil,  outweighs 
any  possible  hazard  resulting  from  this  therapy. 

To  date  several  hundred  patients  have  been 
treated  with  propyl  thiouracil  with  no  mortality 
and  only  minor  toxic  reactions.*  Thus,  if  the  low 
toxicity,  reported  so  far,  continues,  we  believe 
that  we  now  have  a drug  which  can  control 
thyrotoxicosis  with  results  that  compare  favor- 
ably with  subtotal  thyroidectomy.  The  com- 
plications that  follow  thyroidectomy,  namely, 
hypothyroidism,  parathyroprivia,  and  vocal 
cord  paralysis  are  done  away  with  by  this  therapy. 

Summary  and  Conclusions 

1.  Fifty-one  cases  of  thyrotoxicosis,  treated 
with  propyl  thiouracil,  are  reported. 

2.  The  response  to  this  drug  wag  comparable 
to  thiouracil  but  slower  in  action. 

3.  One  patient  failed  to  respond  to  propyl 
thiouracil. 

4.  There  was  no  incidence  of  agranulocytosis, 
but  there  was  a 2 per  cent  incidence  of  drug  fever. 

5.  There  was  an  incidence  of  8 to  10  per  cent 
of  minor  and  fleeting  toxic  manifestations. 

G.  Frequent  blood  counts  and  careful  observa- 
tion of  patients  are  advocated. 

7.  On  the  basis  of  results  reported  in  the  litera- 
ture and  results  which  we  obtained,  we  advocate 
the  use  of  propyl  thiouracil  for  the  treatment  of 
all  forms  of  thyrotoxicosis. 

8.  Thyroidectomy  should  be  reserved  for 
those  instances  in  which  local  pressure  symptoms 
occur  or  where  unsightliness  of  the  neck  is  present. 
Propyl  thiouracil,  followed  by  iodine  for  ten  days 
when  the  basal  metabolic  rate  has  become  normal, 
should  be  used  to  prepare  these  patients  for 
operation. 
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THIS  paper  is  limited  to  observations  on  the 
treatment  of  rheumatoid  arthritis  in  an 
endeavor  to  determine  the  optimal  physical  ther- 
apy and  even,  if  possible,  the  specific  physical 
therapy  for  various  forms  of  arthritis.  After  an 
observation  period  of  about  four  years  we  believe 
that  we  now  can  tell  which  type  of  physical 
therapy  from  which  to  expect  the  best  result, 
which  type  is  indifferent,  and  which  type  is  value- 
less or  even  contraindicated  in  the  treatment  of 
rheumatoid  arthritis. 

One  gratifying  result  is  that  a certain  number 
of  arthritis  patients,  who  had  had  other  physical 
therapy  for  a long  period,  sometimes  for  many 
years,  without  any  real  benefit,  could  be  dis- 
charged gredtlv  improved  following  the  treatment 
which  will  be  described.  In  a series  of  400  pa- 
tients with  rheumatoid  arthritis  we  never  had  to 
deviate  from  our  routine  once  it  had  been  insti- 
tuted. Satisfactory  results  were  obtained  in  bet- 
ter than  90  per  cent  of  the  cases. 

In  order  to  rule  out  all  other  forms  of  arthritis, 
the  diagnosis  was  made  by  the  patient’s  clinical 
history  and  examination,  typical  x-rays,  and 
laboratory,  as  well  as  microscopic,  findings.1 

The  management  of  our  cases  of  rheumatoid 
arthritis  consisted  of  medical  treatment,  ortho- 
pedic measures  where  indicated,  surgery  as  needed, 
and  physical  therapy. 

Comparing  the  different  types  of  physical 
therapy  we  used  previously,  ion  transfer  was 
found  to  be  the  most  effective  form  for  rheuma- 
toid arthritis.  Unpleasant  sequelae  to  other 
forms  of  treatment,  which  we  have  since  aban- 
doned, led  us  to  the  perfection  of  our  present 
technic. 

Contraindications  of  Certain  Procedures 

Among  our  patients  with  rheumatoid  arthritis 
who  spent  a vacation  in  a warm  climate,  there 
were  some  who  felt  better,  but  whose  symptoms 
became  worse  again  on  their  return  home.  This 
led  to  the  conclusion,  since  proved  erroneous, 
that  their  home  climate  was  unfavorable  for  their 
conditions.  We  found  the  symptoms  of  these  pa- 
tients to  be  aggravated  about  two  months  after 
they  left  for  the  warm  climate.  If  their  stay  was 
prolonged  beyond  this  time,  their  condition  was 
aggravated  in  spite  of  the  initial  improvement 
from  heliotherapy  in  the  warm  climate.  The 

Presented  at  the  Hist  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  TJuffalo,  Session  on  Physi- 
cal Medicine,  May  7,  1947. 


wrong  conclusion  that  warm  climate  is  helpful  for 
rheumatoid  arthritis  came  from  the  observation 
that  it  is  helpful  for  rheumatic  fever  and  for 
traumatic  arthritis,  the  differential  diagnosis  of 
the  various  forms  of  arthritis  not  always  being 
made. 

We  had  a similar  experience  with  the  ultra- 
violet lamp.  After  initial  improvement  the  con- 
dition became  aggravated  and  had  to  be  treated 
in  a different  way.  This  experience  led  us  to  the 
same  conclusion,  namely,  that  the  ultraviolet 
light  works  in  some  way  as  an  irritant,  requiring 
a certain  time  for  the  damage  to  become'bbvious. 
Later  on,  we  shall  show  the  influence  under  which 
ultraviolet  light,  as  an  adjunct  to  other  therapy, 
rapidly  and  extensively  damages  a patient  with 
rheumatoid  arthritis. 

Diathermy  is  another  procedure  unfavorable 
for  rheumatoid  arthritis.  This  was  difficult  to 
determine,  because  many  patients  felt  well  dur-  i 


ing  the  treatment.  However,  in  spite  of  the  com- 
fortable feeling  while  under  treatment,  the  aggra- 
vation occurred  later,  usually  in  two  months. 
Our  experience  is  in  concordance  with  other  clinics 
which  by  now  have  stopped  using  diathermy  for 
rheumatoid  arthritis,  considering  it  an  irritant. 
According  to  our  experience,  cases  which  improve 
from  sunlight  or  diathermy  are  arthritis  due  to 
rheumatic  fever,  traumatic  arthritis,  or  osteo- 
arthritis. Mechanical  irritation  is  undesirable 
for  any  kind  of  inflammation.  This  should  be 
true  for  rheumatoid  arthritis  as  well,  because  it  is 
an  inflammatory  condition.  Therefore,  one  must 
not  use  massage,  or  active  and  passive  exercise,  as 
long  as  the  condition  is  active;  these  procedures 
are  helpful  in  the  last  stage  of  rheumatoid  ar- 
thritis only,  when  the  condition  has  subsided. 

The  above  procedures  cause  irritation  because 
they  speed  up  pathologic  processes.  Another 
possibility  is  the  freeing  of  toxins.  Weiss  stated 
that  in  the  case  of  an  arthritic  joint,  where  the  dis- 
tant primary  infection  is  still  active,  the  blood 
stream  is  loaded  with  toxins.2  Bringing  more 
blood  to  the  affected  part  through  diathermy  may 
only  serve  to  aggravate  the  condition.  Irritating 
physical  therapy,  just  as  other  irritations,  causes 
a breakdown  of  diseased  red  blood  cells.  This 
may  explain  the  increase  of  anemia  in  cases  of 
rheumatoid  arthritis  when  an  irritating  form  of 
physical  therapy  was  used.3  That  certain  forms 
of  physical  therapy  cause  an  aggravation  of  rheu- 
matoid arthritis  can  be  shown  by  the  elevation  of 
the  sedimentation  rate.  Goldstein  noted  that 
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patients  with  rheumatoid  arthritis  who  had  a 
normal  sedimentation  rate  developed  an  elevated 
sedimentation  rate  after  marching  4 or  5 miles.4 

Physical  therapy  is  contraindicated  when  ad- 
ministering certain  other  treatments  at  the  same 
time.  It  is  of  utmost  importance  to  keep  pa- 
tients undergoing  gold  treatment  out  of  the  sun- 
light; sensitive  subjects  may  develop  conjuncti- 
vitis or  skin  rashes.  We  saw  the  latter  develop 
mostly  on  parts  exposed  to  sunlight.  This  is 
another  example  of  irritation  when  heliotherapy 
is  used  in  an  improper  way.  We  believe  that  in 
these  cases  the  damage  was  not  directly  due  to  a 
summation  effect  of  the  gold  present  in  the  body. 
Rather,  the  gold  acted  as  a catalyst  speeding  up 
the  skin  damage.  We  made  another  observation 
of  irritation  which  is  worth  being  noted.  Patients 
who  have  received  gold  injections  followed  by 
physical  therapy  frequently  developed  symptoms 
of  unrest,  nausea,  diarrhea,  or  headache.  This  did 
not  occur  when  physical  therapy  preceded  injec- 
tions of  gold.  In  our  hospital,  therefore,  we  made 
it  a rule  not  to  administer  gold  injections  and 
physical  therapy  on  the  same  day. 

We  found  only  a few  procedures  which  were 
truly  indifferent  and  therefore  harmless.  Baking 
and  infrared  light,  if  kept  mild  and  used  for  only 
a short  session,  were  among  these.  Due  to  their 
most  superficial  effect,  they  cannot  produce  any 
deep  irritation. 

Because  an  elevated  sedimentation  rate  is  the 
expression  of  various  pathologic  conditions  with 
tissue  breakdown,  which  must  not  be  aggravated, 
we  consider  an  elevated  sedimentation  rate  a con- 
traindication for  using  diathermy. 

Significance  of  Ion  Transfer 

These  unpleasant  occurrences  have  caused  us 
to  abandon  the  usual  trial  and  error  method  of 
selecting  physical  therapy  for  a given  case,  and 
we  have  developed  a system  of  treatment  of  our 
own.  This  was  not  difficult,  since  reports  of  bene- 
ficial results  of  ion  transfer  were  being  published 
in  ever  greater  number  at  the  time.  In  perusing 
the  literature  on  this  subject,  one  notes  that  ill 
effects  were  never  reported,  as  long  as  it  was  kept 
within  well-prescribed  limits.  In  the  treatment 
of  rheumatoid  arthritis  the  preference  of  authors 
varies  from  sodium  salicylate  ion  transfer  to 
histamine  ion  transfer.  We  attempted  to  develop 
a system  for  the  selection  of  the  drugs  to  be  used 
in  the  treatment. 

When  an  electric  current  is  applied  to  the  living 
organism,  the  body  or  parts  of  it  become  compo- 
nents of  the  electric  circuit.  The  tissues  present 
certain  physical  characteristics  as  conductors  of 
electricity  and  show  certain  biologic  effects.  In 
living  tissue  the  electric  current  produces  two 
kinds  of  physical  influences:  an  ionic  effect, 


essentially  chemical,  and  a thermal  effect.  It  is 
the  ionic  effect  which  has  proved  to  be  more  effec- 
tive in  the  treatment  of  inflammation.  The  ther- 
mal effect  is  irritating  and,  therefore,  must  be 
eliminated  as  much  as  possible. 

When  a direct  galvanic  current  passes  through 
a solution  in  which  an  electrolyte  is  dissolved,  a 
transfer  of  positive  ions  to  the  negative  pole  and 
of  negative  ions  to  the  positive  pole  takes  place. 
Body  tissue  acts  like  an  electrolytic  solution  for 
the  passing  electric  current,  due  to  its  intra-  and 
extracellular  fluids  containing  dissolved  salts.  In 
addition,  a movement  of  larger  particles  takes 
place,  this  is  called  cataphoresis.  It  consists  of 
migration  of  nondissociated  molecules,  migration 
of  particles  above  molecular  size  (colloids),  and 
migration  of  small  bodies,  such  as  erythrocytes  or 
bacteria.  All  of  thes$  particles  travel  under  the 
drive  of  the  galvanic  current  toward  the  pole  with 
the  charge  opposite  to  their  own.  A special  form 
of  movement  is  known  as  electro-osmosis,  the 
transportation  of  water  instead  of  electrolytes, 
colloids,  etc.,  when  the  movement  of  the  particles 
is  prevented  and  when  movement  of  water  alone 
is  possible.  From  this  description  we  can  appre- 
ciate what  physical  effects  are  desired  in  the  treat- 
ment of  rheumatoid  arthritis.  If  at  the  same  time 
we  succeed  in  keeping  the  thermal  effect  low 
enough  to  prevent  the  unwanted  effect  of  tissue 
breakdown,  the  best  possible  healing  effect  will  be 
obtained. 

The  galvanic  current,  as  used  for  ion  transfer, 
produces  mainly  an  ionic  effect;  the  production 
of  heat  is  negligible  if  the  amperage  is  kept  low 
enough.  Through  empiric  experience  we  arrived 
at  a very  low  dosage  which  minimizes  the  danger 
of  galvanic  burn  but  still  has  a good  biologic  re- 
sult. 

Both  poles  of  the  galvanic  current  have  a 
vasomotor  stimulating  effect  which  is  more  irri- 
tating under  the  negative  pole  and  causes  a re- 
duction of  nerve  irritability  under  the  positive 
pole.  Vasostimulation  causes  improvement  of 
circulation  and  with  it  improvement  in  the  nutri- 
tion of  the  diseased  joint.  The  use  of  galvanic 
bath  is  a more  intensive  procedure  which  we  pre- 
ferred to  the  conventional  application  of  elec- 
trodes in  cases  of  polyarthritis.  There  must  be  a 
metabolic  influence  of  the  galvanic  bath,  because 
the  patient  as  a whole  improves,  not  only  his 
joints. 

Solutions  Used  for  Ion  Transfer 

It  was  reported  that  solutions  used  for  ion 
transfer  do  not  penetrate  the  skin  farther  than 
the  stratum  Malpighi.5  We  are  not  ready  as  yet 
to  explain  why  the  beneficial  effect  goes  much 
farther.  In  contrast  to.  the  usual  procedure  we 
vary  the  type  of  ion  transfer  during  the  course  of 
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treatment.  The  acutely  inflamed  joint  must  first 
he  treated  for  pain.  Therefore,  in  view  of  its 
analgesic  effect  our  patients  first  received  a series 
of  treatments  with  magnesium  sulfate  ion  trans- 
fer. The  use  of  narcotic  drugs  for  ion  transfer 
was  then  abandoned.  This  method  was  so  satis- 
fying that  it  became  part  of  our  standard  pro- 
cedure. Only  very  rarely  did  we  have  to  give 
codeine  by  mouth  for  severe  pain  during  the  ini- 
tial stage  of  the  treatment.  According  to  Eeht- 
man,  who  first  advocated  magnesium  sulfate  ion 
transfer  for  painful  bursitis,  pain  is  caused  by  the 
disturbance  in  the  hydrogen  ion  concentration, 
hyperemia,  and  edema.6  Magnesium  sulfate  ion 
transfer  overcomes  these  factors.  AA  e found  all 
this  applicable  to  the  painful  joints  of  rheumatoid 
arthritis  also.  In  acute  inflammation  a disturb- 
ance in  the  normal  ratio  of  the  concentration  of 
hydrogen  ion  and  to  the  concentration  of  hydroxyl 
ion  takes  place  in  the  body  fluids  of  the  involved 
tissues.  AA'ith  increase  of  hydroxyl  ions,  the  alka- 
linity rises  and  causes  irritation  and  pain.  The 
ionization  with  the  magnesium  ion  causes  the 
tissues  to  neutralize  alkali,  resulting  in  relief  of 
pain.  The  positive  pole,  to  which  the  magnesium 
sulfate  solution  is  connected,  liberates  oxygen 
from  which  acid  is  formed.  The  acid  neutralizes 
the  excess  of  alkalinity,  i.e.,  the  excess  of  hy- 
droxyl ions,  influencing  the  restoration  of  the 
normal  ratio  of  the  two  kinds  of  ions.  The  posi- 
tive pole  also  acts  as  a vasoconstrictor  resulting 
in  decrease  of  hyperemia.  The  indication  for 
using  magnesium  sulfate  ion  transfer,  therefore, 
is  the  acute,  inflammatory  stage  with  edema  and 
pain. 

Sodium  salicylate  ion  transfer  has  been  widely 
used  for  all  types  and  stages  of  arthritis.  Obvi- 
ously, it  cannot  be  effective  for  all  the  various 
pathologic  pictures.  It  has  its  definite  indication, 
and,  if  used  accordingly,  the  percentage  of  good 
results  must  be  higher  than  reported  so  far.  So- 
dium salicylate  ion  transfer  has  the  characteristics 
of  the  negative  pole  plus  those  of  the  salicylate 
ions.  Therefore,  it  acts  as  vasodilator  inducing 
hyperemia,  relieves  pain  which  is  due  to  vaso- 
constriction or  lack  of  blood  supply,  relieves 
spasm,  dispels  nonpurulent  effusion  and  extra- 
vasations by  increasing  circulation  and  stimulat- 
ing absorption,  relaxes  and  softens  the  tissues, 
has  an  analgesic  effect,  improves  the  nutrition  of 
the  tissues  by  increasing  the  circulation,  and 
softens  scar  tissue.  Its  action  on  the  surrounding 
muscles  is  of  high  value.  This  consists  of  promot- 
ing blood  and  lymph  circulation,  reducing  the 
likelihood  of  adhesions,  and  speeding  up  recovery 
of  the  muscles  to  the  point  at  which  voluntary 
exercise  can  take  over.  The  indications  for  using 
sodium  salicylate  ion  .transfer  are,  therefore, 
spasm  about  an  arthritic  joint,  pain  due  to  vaso- 


constriction or  lack  of  blood  supply,  nonpurulent 
effusion  and  extravasation,  and  thickening  of 
joint  capsules. 

The  characteristics  of  histamine  and  inecholvl 
ion  transfer  are  well  known.  Histamine  ion  trans- 
fer is  indicated  in  cases  of  chronic  rheumatoid 
arthritis  with  little  or  no  pain  and  with  thickening 
of  tissues  around  joints.  Its  effect  penetrates  into 
the  deeper  structures. 

Mecholyl  ion  transfer  is  indicated  in  cases 
where  one  needs  an  intense  local  action  with  a 
negligible  systemic  action. 

Magnesium  sulfate  was  used  in  a 1 per  cent 
solution;  sodium  salicylate  in  a 2 per  cent  solu- 
tion; histamine  and  mecholyl  were  used  in  a 2 per 
cent  ointment.  The  duration  of  one  session  of 
treatment  was  ten  minutes  at  the  beginning; 
later  on,  it  was  gradually  increased  to  twenty 
minutes.  In  an  empiric  way  we  determined  a 
dosage  of  2 milliamperes,  which  was  effective 
enough  but  no  longer  had  any  undesired  thermal 
effect.  AA’ith  this  low  dosage  no  side  effect  was 
encountered.  After  a few  minutes  of  treatment 
one  has  to  reset  the  dosage  of  the  current  because 
polarization  produces  an  opposing  electromotive 
force,  thereby  increasing  skin  resistance. 

In  order  to  treat  more  than  one  joint  at  the 
same  time  we  used  mutual  connection  of  those 
joints  requiring  the  same  medication,  or  we  used 
the  galvanic  bath,  where  the  patient  is  immersed 
in  a tub.  Different  medicines  were  used  at  the 
same  session  according  to  their  indication  as  de- 
noted by  pain,  inflammation,  thickening,  spasm, 
effusion,  etc. 

Results 

The  technic  described  in  this  paper  has  given 
favorable  results  in  ‘more  than  90  per  cent  of 
about  400  cases  of  rheumatoid  arthritis.  Cases 
of  frozen  shoulder  due  to  rheumatic  foci  in  the 
head  of  the  humerus  became  freely  movable  after 
a few  weeks  of  treatment.  At  times,  together 
with  other  improvements,  high  sedimentation 
rates  were  found  to  return  to  normal  within  a few 
weeks.  Other  cases  showed  a rapid  improvement 
of  the  anemia. 

Case  Reports 

I should  like  to  report  on  two  of  the  more  severe 
cases  since  they  demonstrate  so  impressively  the 
good  results  that  were  accomplished. 

Case  1. — A 55-year-old  white  woman  who,  at  the 
beginning  of  treatment,  was  bedridden  with  con- 
tractions of  knees,  shoulders,  elbows,  wrists, 
almost  al  I fingers,  and  wit h swollen  ankles  and  feet,  of 
six  months’  duration.  Her  rheumatoid  arthritis 
was  noted  two  years  previously.  Competent,  treat- 
ment was  of  no  help.  Institution  of  our  procedure 
produced  gradual  improvement.  Her  health  is  now 
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fully  restored;  she  works  full  time  as  a trimmer  of 
hats  and  plays  the  mandolin  in  an  orchestra. 

Case  2. — A 48-year-old  white  woman  with  rheu- 
matic soft  tissue  changes  and  phalangeal  bone 
destruction.*  Now  she  has  good  function  of  her 
extremities.  The  x-ray  examination  demonstrates 
conclusively  the  repair  of  the  previously  destroyed 
bone  by  normal  osseous  tissue. 

Summary  and  Conclusion 

1.  Proper  physical  therapy  is  an  important 
part  of  the  management  of  rheumatoid  arthritis. 

2.  Ion  transfer,  using  magnesium  sulfate, 
sodium  salicylate,  histamine,' and  mecholyl,  repre- 
sents the  optimal  form  of  physical  therapy  for  the 
treatment  of  rheumatoid  arthritis. 

3.  There  is  a definite  contraindication  of  cer- 
tain physical  therapy  procedures  of  which  the 
sedimentation  rate  is  a valuable  indicator. 

4.  There  is  a certain  order  of  procedure  when 
administering  drugs  concurrently  with  physical 
therapy. 

Discussion 

Walter  S.  McClellan,  M.D.,  Saratoga  Springs. — 
The  author  has  presented  a careful  review  of  the 
use  of  iontophoresis  in  the  treatment  of  patients 
with  rheumatoid  arthritis.  In  emphasizing  any 
particular  program  of  treatment,  it  is  easy  to  lose 
sight  of  its  relation  to  other  programs  of  treatment. 
However,  Dr.  Stengel  has  intimated  a number  of 
times  that  physical  medicine  in  this  condition  is 
only  one  of  the  accepted  types  of  treatment.  I am 
sure  some  physicians  would  take  exception  to  his 
statement  that  chrysotherapy  is  the  choice  of  treat- 
ment today,  yet  it  indicates  his  recognition  of  the 
necessity  of  an  all-round  approach  to  the  treatment 
in  this  condition. 

In  stressing  iontophoresis,  the  author  has  left 
the  impression  that  little  benefit  may  be  obtained 
from  other  forms  of  physical  treatment.  Person- 
ally, I do  not  prescribe  to  the  recommendation  of 
the  author  that  exercise  and  massage  cause  trouble. 
As  the  author  has  emphasized  that  exact  programs 
must  be  established  for  iontophoresis,  so  also  must 
carefully  controlled  programs  of  exercise  and 
massage  be  used,  because  there  is  no  question  that 
improperly  applied  exercise  will  prevent  progress 
and  in  some  cases  do  harm.  I am  in  hearty  agree- 
ment, with  his  premise  that  diathermy  is  of  no  par- 
ticular value  for  the  patient  with  rheumatoid 
arthritis.  The  same  is  true  of  excessive  heat  and 
baking.  The  application  of  moist  heat  in  the 
form  of  packs  which  are  n6t  extreme  in  temperature, 
namely,  at  100  to  110  F.,  will  many  times  give  a 
great  deal  of  soothing  relief. 

While  I have  not  personally  had  any  extensive 
experience  with  the  use  of  iontophoresis  for  these 
patients,  I know  that  it  has  from  time  to  time  been 
recommended  during  the  past  fifteen  to  twenty 
years,  notably  by  a number  of  observers.  It  is  my 


impression  that  there  has  been  a fading  enthusiasm 
for  this  form  of  treatment.  It  is  possible  that  this 
fading  enthusiasm  has  been  due  to  improper  appli- 
cation, and  I believe  that  the  material  presented 
today  by  Dr.  Stengel  emphasizes  the  importance  of 
resurvey  from  time  to  time  of  any  program  of  treat- 
ment and  also  emphasizes  the  importance  of  a 
carefully  applied  technic.  Tt  is  often  found  that  in 
the  hands  of  the  investigator  who  reports  the  tech- 
nic, the  results  may  be  excellent,  but  when  applied 
by  other  workers,  the  results  obtained  are  not  nearly 
as  good.  The  reason  for  this  may  be  a failure  on  the 
part  of  the  other  investigators  to  follow  the  program 
of  the  original  worker  exactly,  or  it  may  be  that  the 
enthusiasm  of  the  original  worker  may  have  colored 
the  results  obtained  from  the  use  of  its  particular 
treatment . 

I would  like  to  know  how  it  is  possible  in  this 
form  of  treatment  to  separate  the  effects  produced 
in  the  body  from  the  passage  of  the  galvanic  current 
alone  from  those  which  may  be  produced  by  the 
drug.  Some  favorable  reports  have  been  forth- 
coming on  the  use  of  low  frequency  currents  with- 
out the  added  use  of  drugs,  particularly  with  the 
hydrogalvanic  bath.  I believe  that  some,  and 
possibly  the  majority,  of  the  effects  produced  by 
iontophoresis  are  produced  by  galvanic  current.  I 
gather  from  the  author’s  presentation  that  the  drug 
may  intensify  the  ionic  effect  of  the  current. 

I do  not  believe  that  any  program  of  treatment  is 
100  per  cent  successful  when  we  are  dealing  with 
rheumatoid  arthritis,  and  I hope  that  Dr.  Stengel 
can  give  us  a little  more  complete  picture  of  his 
clinical  results.  He  has  not  included  any  basic 
plan  of  evaluation  of  results.  The  specific  evalua- 
tion of  results  in  treatment  of  patients  with  arthritis 
has  been  very  unsatisfactory  in  the  past.  It  is  hoped 
that  some  common  basis  for  consideration  of  the 
clinical  changes  may  be  developed  which  would  be 
acceptable  to  all  investigators  in  this  field.  Until 
such  common  acceptance  occurs,  there  will  be  con- 
fusion regarding  the  reports  of  the  effectiveness  of 
any  therapeutic  program  in  this  field. 

I know  the  amount  of  work  required  in  careful 
tabulation  of  information  regarding  the  program 
of  treatment  in  400  patients  with  rheumatoid 
arthritis.  1 hope  that  we  may  have  more  informa- 
tion in  the  future,  possibly  with  careful  con- 
trol study  of  a series  of  patients  who  were  treated 
by  similar  technic  using  sodium  chloride  in  place  of 
the  drugs  discussed.  This  is,  frankly,  a large  series, 
and  the  word  of  a person  who  has  had  the  oppor- 
tunity of  observing  this  many  patients  should  be  re- 
ceived with  considerable  weight. 
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THE  PRESCRIPTION  OF  OCCUPATIONAL  THERAPY 

Sidney  Licht,  M.D.,  Cambridge,  Massachusetts 
{Editor,  Occupational  Therapy  and  Rehabilitation ) 


EACH  year  sees  the  increased  use  of  occupa- 
tional therapy,  but  the  manner  in  which  pa- 
tients are  referred  and  the  nature  of  the  prescrip- 
tion which  admits  them  to  this  form  of  treatment 
have  not  progressed  proportionately.  Too  few 
physicians  are  familiar  with  the  objectives  and 
possibilities  of  occupational  therapy,  and,  what  is 
more  deplorable,  there  are  still  physical  medicine 
specialists  who  have  been  reluctant  to  accord  to 
this  branch  of  their  own  specialty  the  attention 
which  it  deserves.  When  a patient  is  referred  for 
physical  therapy  by  heat  and  massage,  the  physi- 
cal medicine  physician  insists  upon  naming  the 
specific  modalities  and  dosages  to  be  employed. 
He  should  also  be  alert  to  the  prescription  of  spe- 
cific modalities  and  dosage  of  occupational  ther- 
apy, if  for  no  other  reason  than  that  the  Council 
on  Physical  Medicine  of  the  American  Medical 
Association  has  made  it  his  responsibility. 

Occupational  therapy  is  activity  prescribed 
for  remedial  or  preventive  objectives.  The  pre- 
scription of  occupational  therapy  is  the  selection 
of  the  activity  or  activities  best  calculated  to  re- 
lieve the  patient  of  his  symptomatic  pattern.  It 
must  be  directed  at  the  improvement  in  the  range 
and  control  of  impaired  functions  of  the  mind  or 
body  and  should  state,  as  far  as  possible,  the  fre- 
quency or  duration  of  activity  desired.  Per- 
haps its  chief  difference  from  drug  prescription 
lies  in  its  progression,  and,  because  of  this,  con- 
tinued observation  is  implied  so  that  prescribed 
graduation  may  be  guided  by  patient  reaction. 

The  four  major  areas  of  effect,  attainable 
through  the  influence  of  occupational  therapy, 
are  remedial  motion  (kinetic),  effort  graduation 
(metric),  tonus  (tonic),  and  the  mind  (psychia- 
tric).1 Although  there  is  some  overlapping  of  all 
these  areas,  each  will  be  considered  separately. 

Kinetic 

The  pathology  or  treatment  of  neuromusculo- 
skeletal  disease  may  result  in  inadequate  muscle 
strength,  mobilization,  or  coordination. 

Muscle  power  may  diminish  as  the  result  of 
immobilization,  denervation,  or  muscle  pathology. 
Once  the  causative  agent  has  been  removed  or 
become  inactive,  the  restoration  of  power,  com- 
mensurate with  remaining  innervated  tissue,  is 
indicated.  The  prescription  for  strengthening 
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muscles  with  occupational  therapy  is  similar  to 
that  of  remedial  exercise,  except  that  gainful  or 
productive  tools  are  substituted  for  gymnastic 
apparatus  or  patterns  of  movement.  In  re- 
medial gymnastics,  motion  may  be  independent 
of  equipment  or  only  partially  dependent  upon  it; 
in  occupational  therapy,  the  tool  defines  the  pat- 
tern of  motion.  The  prescription  of  a craft  tool 
permits  the  unconscious  control  of  motion, 
demands  less  mental  concentration  on  the  me- 
chanics of  motion,  and  diverts  attention  to  the 
activity  itself.  The  end  disguises  the  means  and 
permits  prolonged  motion  without  the  monotony 
of  concentration  on  the  means.2  Accurate 
prescription  requires  the  ability  to  analyze  the 
motions  required  to  use  each  tool  effectively 
(kinetic  analysis  of  crafts)  in  relation  to  joint 
range,  energy  passive  motions,  etc.3  It  is  not 
necessary  for  the  physician  to  know  the  analysis 
of  each  tool  or  activity,  since  the  therapist  is 
trained  to  offer  this  service,  but  the  prescription 
should  include  duration,  frequency,  effort,  and 
precautions  to  be  observed. 

Two  anatomic  structures  can  be  mobilized  by 
occupational  therapy:  joints  and  scar  tissue. 
Each  of  these  can  be  affected  more  rapidly  by 
passive  motion,  and,  hence,  physical  therapy 
should  precede,  or  at  least  accompany,  such 
procedures.  The  gains  made  by  forced  motion 
can,  to  some  extent,  be  maintained  by  occupa- 
tional therapy  through  active  or  passive  joint 
motion.  The  principles  of  stretching  employed 
by  the  manipulative  surgeon  or  physical  thera- 
pist obviously  apply  to  occupational  mobilization. 

As  a result  of  motor  neuron  lesions,  prolonged 
immobilization,  or  interference  with  proprio- 
ceptive reflexes,  voluntary  motion  may  be 
uncoordinated,  and  activities  to  overcome  this 
condition  should  be  prescribed.  Coordination  is 
also  necessary  for  the  amputee  whose  prosthesis 
may  be  regarded  as  a denervated  member. 
Coordination  is  taught  through  the  tedious  proc- 
ess of  slowly  progressive  muscle  and  motion 
re-education.  Those  patients  who  have  never 
had  coordinated  motion  must  be  educated  rather 
than  re-educated. 

Because  all  the  methods  just  described  are 
based  on  application  of  kinesiology,  this  form 
of  occupational  therapy  has  been  called  kinetic.1 
The  term  functional  has  been  applied  to  this 
form  of  treatment  in  the  past,  and,  although  it  is 
widely  used,  the  author  feels  that  it  has  led,  and 
will  continue  to  lead,  to  considerable  confusion 
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because  of  its  long-standing  use  in  psychiatry 
in  the  meaning  of  nonorganic. 

Metric 

In  the  convalescent  phase  of  cardiac  or  pul- 
monary disease,  the  period  is  reached  during 
which  some  return  of  active  motion  is  indicated. 
The  prescription  must  be  graduated  according  to 
patient  reaction.  In  order  to  control  exercise  or 
work  output  it  is  necessary  to  measure  or  gradu- 
ate the  energy  expended.  This  can  only  be 
accomplished  by  measurement  of  the  intensity 
of  work,  the  duration  of  the  work,  and  the  rest 
intervals  between  work  periods. 

If  the  work  is  properly  graded  from  day  to  day 
and  from  activity  to  activity,  the  energy  ex- 
pended can  be  increased  gradually  with  the  most 
economic  and  rapid  attainment  of  the  objective. 
The  basis  for  increase  is  tolerance,  and  tolerance 
to  work  is  determined  by  the  reaction  of  the 
patient  (fever,  respiratory  rate,  fatigue,  etc.). 

The  same  principle  applies  to  the  members  of 
the  body.  If  a weak  muscle  is  given  too  much 
work  on  any  one  day,  or  a convalescing  joint  is 
overexercised,  pain  or  swelling  will  frequently 
result  on  the  following  day,  and  these  are  indica- 
tions of  overdosage.  Occupational  therapy  can 
be  used  not  only  to  improve  work  tolerance  but 
to  measure  its  progression  and  in  that  way  furnish 
information  of  prognostic  value.  Because  this 
type  of  treatment  is  so  intimately  associated  with 
measurement,  we  have  called  it  metric  occupa- 
tional therapy. 

Tonic 

When  a patient  has  been  or  will  be  bedridden 
for  a prolonged  period,  it  may  be  assumed  that 
those  muscles  normally  used  in  walking,  standing, 
and  sitting  will  undergo  atrophy  in  some  propor- 
tion to  the  forced  inactivity.  A small  amount 
of  routine  physical  exercise  will  be  taken  by  the 
patient,  but  the  incentive  for  regular  performance 
will  diminish  unless  much  personal  attention  is 
exhibited  or  unless  the  patient  is  unusually 
receptive  to  the  rationale  of  bed  activity. 

Bed  rest  for  the  average  person  is  the  signal 
for  much  boredom.  In  the  period  before  con- 
finement the  mind  is  usually  occupied  by  activi- 
ties which  are  related  to  the  erect  position. 
Further,  the  ability  to  move  about  continually 
opens  new  possibilities  for  mental  diversion. 
The  bedridden  patient  is  thus  confronted  sud- 
denly with  marked  diminution  in  muscular  and 
mental  activity  which  may  become  progressive. 
The  tone  (in  the  classic  sense)  of  the  muscle  and 
the  mind  diminishes,  and  occupational  therapy 
should  be  prescribed  to  maintain  the  desirable 
level  of  muscle  and  mental  tone  by  individualized 
designation  of  occupations  which  will  prevent 


regression  in  morale  or  physical  activeness.  We 
have  called  this  form  of  occupational  therapy 
tonic. 


Psychiatric 

The  label  psychiatric  is  applied  to  those 
patients  who  cannot  adjust  to  the  community. 
The  primary  aim  of  psychiatric  occupational 
therapy  is  to  increase  the  adjustment  potential  or, 
at  least,  to  prevent  its  further  regression.  Im- 
proved socialization  is  the  primary  aim  but  there 
are  many  symptoms  of  psychiatric  disease  which 
can  frequently  be  favorably  influenced  by  the 
intelligent  prescription  of  occupational  therapy. 

If  psychomotor  activity  has  been  depressed, 
it  is  possible  to  improve  it  by  arousing  the 
interest  of  the  patient  in  a new  or  old  activity. 
The  method  by  which  this  may  be  effected  de- 
pends, to  a great  extent,  upon  the  personality  of 
the  therapist  and  the  choice  of  activity.  Except 
in  the  most  deteriorated  patients,  there  may  be 
found,  by  perseverance  and  trial,  some  art  form 
or  occupation  in  which  he  can  become  interested, 
and,  when  this  is  discovered,  a great  step  forward 
in  his  improvement  has  been  accomplished. 
Most  regressed  patients  who  are  brought  to  the 
occupational  therapy  department  or  to  the  play 
group  will  eventually  participate  if  the  approach 
is  satisfactory,  and  success  is  partially  dependent 
upon  the  personality  and  wisdom  of  the  occupa- 
tional therapist.  If  the  activity  is  of  sufficient 
interest,  its  prolongation  may  improve  concen- 
tration. Discovery  of  the  best  form  of  activity 
is  still  a matter  of  try  and  try  again. 

For  those  patients  who  have  a surplus  of  en- 
ergy which  is  manifested  by  unsocial  release, 
occupational  therapy  offers  the  opportunity  of 
productive  or  guided  expenditure.  A patient 
who  is  assigned  to  metal  hammering  can  bang  his 
way  to  satisfaction  and  at  the  same  time  produce 
an  object  which  may  interest  him.  Another 
method  of  guided  energy  release  employs  no 
tools.  Swimming  or  water  sports  may  lead  to 
the  restfulness  of  fatigue  resulting  from  thrashing 
about  in  the  water  for  about  an  hour.  If  the 
water  is  warm,  sedation  is  usually  more  rapid. 
It  has  been  found  that  on  disturbed  wards  where 
patients  have  exhibited  destructive  tendencies, 
the  amount  of  linen  and  furniture  destroyed, 
following  the  introduction  of  occupation  therapy, 
is  markedly  curtailed.  Occupational  therapy 
offers  an  outlet  for  aggression,  and  should  be 
prescribed  for  it. 

Certain  art  forms  can  stabilize  the  emotions 
with  resultant  contentment,  but  even  more 
apparent  is  the  effect  of  art  forms  on  mood. 
Music  is  probably  the  form  most  frequently 
employed  to  affect  mood.  It  has  been  found  that 
most  people  prefer  to  listen  to  music  which  cor- 
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responds  to  their  mood  of  the  moment.4  The 
markedly  depressed  patient  who  listens  to  gay 
music  may  find  his  depressed  mood  accentuated 
by  the  contrast,  and  gay  music  should  not  be 
prescribed  for  such  patients. 

For  the  severely  deteriorated  patient,  great 
advantages  in  hospital  discipline  and  morale 
may  be  gained  from  improving  those  habits  of 
community  life  which  are  basic  to  social  rela- 
tions, such  as  orderliness,  punctuality,  and 
cleanliness.  This  form  of  occupational  treat- 
ment, which  has  been  called  habit  training,  is 
best  prescribed  for  small  groups  of  patients,  i.e., 
from  6 to  10  patients,  as  part  of  the  “total  push” 
program.66 

Occupational  therapy  can  also  be  used  to 
influence  abnormal  mental  content.  A patient 
with  a guilt  complex  may  find  expiation  in  menial 
tasks.  Frequently,  after  such  patients  are 
assigned  to  janitorial  work,  they  give  evidence 
of  having  satisfied  this  want.  An  interesting 
approach  toward  the  crowding  out  of  delusions  is 
the  use  of  pattern  weaving.  It  is  felt  by  some 
that  a patient  weaving  an  intricate  pattern  on  a 
loom  will  concentrate  so  intensely  on  following 
the  pattern  closely  that  his  mind  will  be  too 
occupied  to  entertain  delusions  simultaneously. 

By  the  timely  prescription  of  appropriate 
occupations,  the  physician  can  improve  the 
patient’s  attitude.  The  pleasure  derived  from 
work  stems  not  only  from  the  satisfaction  of  work 
appetite  but  from  the  quality  and  quantity 
achieved.  A patient  who  has  never  learned  to 
play  a musical  instrument  will  gain  confidence 
in  proportion  to  the  acquisition  of  musical  skill. 
If  improvement  eventually  qualifies  him  for 
a place  in  the  hospital  band,  the  applause  of  his 
performance  by  the  audience  will  increase  his 
self-respect  and  this  may  lead  to  the  develop- 
ment of  better  self-control.  The  instrument 
selected  must  be  within  the  range  of  the  patient’s 
ability,  and  during  the  training  period  it  is 
important  that  criticism  be  friendly  and  com- 
mendation frequent.  By  such  methods  occupa- 
tional therapy  provides  an  obtainable  objective 
and  gratifies  narcissism. 

The  physician  must  review  the  previous 
occupations  and  avocations  of  the  patient  before 
he  prescribes  an  activity.  There  are  some 
patients  who  may  react  favorably  to  the  re- 
sumption of  a previously  acquired  skill,  and  there 
are  others  who  may  not.  Mental  disease  may 
be  related  to  previous  employment;  in  fact,  it 
may  have  begun  because  of  an  inadequate  voca- 
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tional  situation,  such  as  is  found  in  the  com- 
petition or  personalities  of  fellow  workers.  Re- 
sumption of  identical  or  similar  operations  may 
be  followed  by  regression,  especially  if  the  mental 
aberration  is  intimately  associated  by  the  patient 
with  his  former  work.  Mental  disease  may  also 
be  related  to  tools  or  implements  by  which  the 
patient  was  hurt  or  with  which  he  harmed  others. 

The  inactivity  which  frequently  accompanies 
the  onset  of  mental  illness  may  be  followed  by  a 
diminution  in  the  level  of  skill  previously  acquired. 
A work  assignment  calling  for  that  skill  may 
accentuate  the  patient’s  depression  or  anxiety  if 
the  achievement  does  not  reach  previous  attain- 
ment, whether  the  cause  be  physical,  mental,  or 
the  lack  of  practice.  Only  if  the  physician  is 
certain  that  there  has  been  no  reduction  in  skill 
or  relationship  to  illness,  should  he  prescribe  a 
previously  gained  skill  for  the  first  project.  For 
most  patients  the  initial  assignment  should  be 
in  a field  with  which  they  are  unfamiliar;  after 
the  patient  has  been  properly  evaluated  he  may 
resume  a former  vocation. 

Occupational  therapy  can  be  used  as  a form 
of  preventive  medicine  and,  in  fact,  that  is  its 
most  widespread  application  at  present.  Crafts 
in  noncommercial  settings  are  almost  invariably 
referred  to  as  hobbies,  and  the  mental  hygienic 
virtues  of  hobbies  are  well  known,  or  at  least, 
well  publicized.  Patients  who  suffer  from  bore- 
dom do  not  necessarily  become  mentally  diseased 
if  desuetude  continues.  ‘Many  will  adjust  to 
the  inactive  life  with  no  other  effect  than  intellec- 
tual dulling.  Diversional  occupation  for  the 
bedridden  is,  thus,  not  always  preventive,  let 
alone  therapeutic,  and  much  that  is  called  oc- 
cupational therapy  would  be  more  properly 
labeled  occupational  diversion.  But  the  neurotic 
or  tense  patient  may  find  therapeutic  relaxation 
in  mental  and  physical  occupation,  and  the  pre- 
scription of  hobbies  in  the  hospital,  home,  or  com- 
munity is  an  antineurotic. 

An  attempt  has  been  made  in  this  paper  to 
impress  the  physical  medicine  specialist  with  his 
obligations  in  the  specific  prescription  of  occupa- 
tional therapy. 

30  Hillside  Avenue 
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PHYSICAL  TREATMENT  OF  THE  “FROZEN  SHOULDER” 

H.  J.  Behrend,  M.D.,  New  York  City 

(From  the  Hospital  for  Joint  Diseases  and  Goldwater  Memorial  Hospital) 


THE  problem  of  the  painful  shoulder  has  re- 
ceived much  consideration  from  many 
angles  in  medicine.  Orthopedists,  surgeons, 
specialists  in  internal  and  physical  medicine, 
and  x-ray  specialists  have  made  important  con- 
tributions toward  the  diagnosis  and  treatment  of 
disabilities  of  the  shoulder  girdle.  The  mono- 
graphs of  Codman  and  Mosley  and  numerous 
articles  by  individual  authors  have  already 
demonstrated  the  complexity  of  the  diagnostic 
problem  which  is  based  on  the  fact  that,  ana- 
tomically, the  shoulder  girdle  is  composed  of 
very  many  different  structures  which,  individu- 
ally or  in  toto,  may  undergo  various  pathologic 
changes.1’2  The  clinical  picture  of  shoulder  dis- 
abilities, therefore,  varies  accordingly,  and  the 
treatment  to  be  instituted  must  depend  on  the 
detailed  diagnosis.  Treatment  for  the  majority 
of  shoulder  conditions  is  a conservative  one. 
Only  a small  percentage  of  cases  require  open 
surgery.  The  conservative  measures  suggested 
for  shoulder  conditions  are  numerous,  whether 
they  are  traumatic  or  inflammatory  in  nature, 
a dislocation,  subluxation,  rupture  of  the  rotator 
cuff,  tendonitis,  calcifications  in  tendons  or 
bursae,  periarthritis,  etc.  Opinions  not  only 
vary  but  sometimes  are  even  antagonistic,  so 
that  the  objective  observer  may  question  their 
value.  He  may  feel  that  in  conditions  which  are 
known  to  be  stubborn  and  in  which  spontaneous 
recoveries  are  sometimes  observed,  the  time  fac- 
tor may  be  just  as  favorable  as  any  form  of 
therapy  which  had  been  suggested.  It  is  not  the 
author’s  intention  to  question  here  the  necessity 
of  an  exact  diagnosis  or  to  deny  that  satisfactory 
results  can  be  obtained  by  suitable  treatment 
within  reasonable  time.  It  cannot,  however,  be 
denied  that  there  are  cases  of  shoulder  dis- 
abilities to  be  observed  where  even  suitable  treat- 
ment for  a correctly  diagnosed  condition  has 
failed. 

The  specialist  in  physical  medicine  is  frequently 
confronted  with  this  type  of  case.  The  clinical 
picture  presents  a stiff,  “frozen”  shoulder.  This 
presentation  will  deal  with  the  discussion  of  the 
physical  treatment  of  frozen  shoulder  and  is 
based  on  observations  in  the  department  of 
Physical  Medicine  at  the  Hospital  for  Joint 
Diseases  and  in  private  work. 

Etiologically,  most  of  the  patients  belong  to 
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the  so-called  periarthritis  group  with  or  without 
calcium  deposits.  True  arthritis — whether  hy- 
pertrophic or  atrophic  in  nature — occurs  relatively 
rarely  in  the  shoulder.  We  have,  however,  seen 
such  cases  in  our  group  of  “frozen”  shoulders. 
The  fact  that  any  disability  of  the  shoulder  for 
very  good  reasons  may  end  up  with  a stiff  joint 
must  not  be  overlooked.  Traumatic  dislocations 
and  traumatic  occupational  conditions,  rupture 
of  the  rotator  cuff,  and  localized  tendonitis  of  the 
long  head  of  the  biceps  may  finally  lead  to  total 
disability.  As  has  been  stated  before,  the 
“frozen”  shoulder  of  the  acute  and  subacute 
stage  which  is  due  to  secondary  muscle  spasm 
will  not  be  discussed  here. 

When  the  patient  presents  his  partially  or 
totally  “frozen”  shoulder,  the  immobility  is 
usually  due  to  adhesions.  Intra-articular  ad- 
hesions involving  the  joint  proper  and  due  to  de- 
structive processes  of  cartilaginous  or  osseous 
structures  can  be  found,  but  less  frequently. 
Usually,  the  adhesions  are  grouped  as  articular  or 
extra-articular.  Thejr  will  be  found  in  the  joint 
capsule  or  may  involve  tendon  sheaths  or  liga- 
ments around  the  joint. 

A very  interesting  and  impressive  study, 
based  on  operative  exploration,  was  published  in 
1945  by  Julius  Neviaser  of  Washington,  D.C.,  re- 
garding the  pathology  of  the  “frozen  shoulder.”3 
He  concludes  that  “the  lesion  is  not  a periar- 
thritis, but  the  essential  pathology  is  a thickening 
and  contraction  of  the  capsule  which  becomes  ad- 
herent to  the  humeral  head.”  Microscopically, 
he  found  reparative  inflammatory  changes  pres- 
ent in  the  capsule.  According  to  Neviaser, 
therefore,  a chronic  inflammatory  repair  process 
has  taken  place  around  the  shoulder  joint  which 
in  its  etiology,  pathology,  and  clinical  findings 
will  correspond  to  any  similar  inflammatory 
process  found  in  other  joints  or  in  any  other 
area  of  the  body.  An  acute  or  chronic 
synovitis  of  the  shoulder  joint  produces  an 
exudate  which  pours  out  over  and  into  the 
joint  capsule  and  encroaches  on  the  neighboring 
soft  tissue  structures.  In  the  course  of  events, 
parts  of  the  synovial  membrane,  the  capsule,  etc., 
will  become  adherent  to  each  other.  Connective 
scar  tissue  will  form  and  the  end  result  will  be  an 
adhesion.  This  adhesion  may  be  single,  multiple, 
thick  or  thin,  and  the  clinical  picture  with  its 
varying  pain  sensation  and  radiation  probably 
depends  on  the  extent  of  the  adhesions  and  on  the 
varying  structures  of  the  shoulder  girdle.  It 
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may  connect  and,  finally,  glue  structures  to- 
gether. The  causes  for  a synovitis  of  the 
shoulder  joint  may  be  manifold : trauma,  bursitis, 
fibrositis  due  to  focal  infection,  prolonged  im- 
mobility, and  strains  due  to  faulty  posture,  just 
to  mention  a few.  Once  synovitis  has  formed, 
secondary  complications  must  be  expected.  The 
soft  structures  of  the  shoulder  girdle  may  be  in- 
volved in  the  primary  underlying  pathology, 
as  for  instance  in  fibrositis.  However,  they  may 
also  undergo  changes  secondary  to  the  primary 
causes.  The  joint  capsule  may  shrink  because 
of  disuse.  Its  connective  tissue  will  adapt  itself 
to  its  impaired  function.  Adaptive  shortening 
may  also  involve  tendons,  ligaments,  and 
muscles.  A secondary  low-grade  inflammatory 
repair  process  may  originate  in  these  structures 
and  will  finally  produce  not  only  contraction  of 
the  capsule  but  also  contraction  of  the  ligaments, 
tendons,  and  muscles. 

Dushak  in  an  as  yet  unpublished  study  on 
tissue  contractures  describes  the  histologic 
changes  observed:  the  connective  tissue  multi- 
plies; its  fibers  thicken,  and  there  is  a lack  of 
cells  and  blood  vessels.4  Elastic  fibers  are 
being  substituted  by  connective  tissue,  and  col- 
laginous  fibers  show  a hyaline  degeneration. 
The  contracted  structures  finally  change  into 
scars  and  lose  their  elasticity. 

The  clinical  picture  of  the  chronically  “frozen” 
shoulder  follows  very  closely  its  pathology. 
There  is  limitation  of  motion.  The  shoulder 
presents  the  symptoms  of  either  an  abduction  or 
an  adduction  contracture.  The  movements  of 
abduction,  adduction,  circumduction,  external 
and  internal  rotation  are  impaired,  depending  on 
which  parts  of  the  capsule  and  which  groups  of 
muscles  are  involved  and  to  what  degree.  In  the 
extreme  case  any  glenohumeral  movement  ceases 
to  exist.  Pain  may  exist  on  slightest  touch  of 
the  joint  proper,  on  certain  motions,  or  on  all  at- 
tempts to  move  the  shoulder  girdle  passively  or 
actively.  The  pain  may  present  all  degrees  of 
pain  sensation  from  a mild  ache  to  excruciating 
pain  and  spasm  which  makes  the  patient  miser- 
able, deprives  him  of  sleep,  and  runs  down  his 
general  condition.  The  degree  of  pain  depends  on 
the  stage  of  the  inflammatory  process  through 
which  the  connective  tissue  of  the  joint  capsule  is 
just  going.  It  will  be  severe  during  the  acute 
stage  of  exudation  or  during  the  episodes  of  flare- 
ups  which  are  being  observed  frequently  without 
a reason  to  account  for  this  happening.  The 
pain  will  lessen  during  the  period  of  organization 
of  the  exudate  and  will  disappear  entirely  when 
the  final  adhesion  has  been  formed  and  the  in- 
flammatory process  has  come  to  a stand  still. 
Everybody  treating  these  conditions  has  prob- 
ably observed  this  picture  of  what  I call  the  pain- 


less, “frozen”  shoulder  which  can  be  very  dis- 
abling. 

Of  great  importance  in  the  clinical  picture  is 
the  behavior  of  the  soft  structure  around  and 
connected  with  the  joint  capsule.  As  mentioned 
before,  the  muscles  may  go  into  spasm  for  the 
purpose  of  splinting  the  joint  protectively,  but 
they  may  be  involved  in  the  same  pathology,  or 
they  may  undergo  inflammatory  changes  second- 
arily. On  examination,  these  muscles,  especially 
the  pectoralis  major,  deltoid,  supraspinatus,  in- 
fraspinatus, teres  minor  and  latissimus  dorsi,  are 
tender  to  the  touch,  either  over  their  entire 
course  from  origin  to  insertion,  or  parts  of  the 
muscle  involved  may  show  more  sensitivity  than 
others.  The  muscle  feels  swollen,  congested  in 
its  totality,  and  individual  knots  of  varying  size 
can  be  palpated. 

The  question  of  the  origin  of  these  muscle 
hardenings  is  still  unsolved.  They  may  be  in- 
flammatory products  or  products  of  colloidal 
changes  of  the  muscle  substance,  so-called  myo- 
geloses. 

It  is  interesting  to  note  that  usually  the  most 
tender  and  painful  areas  will  be  found  near  the 
site  where  the  muscle  merges  into  the  tendon, 
over  the  tendon  itself,  and  especially  over  the  ten- 
don of  the  pectoralis  major  muscle. 

The  degree  of  pain  elicited  over  these  muscle 
groups  depends  on  the  stage  of  inflammatory  re- 
action of  the  muscle.  The  end  result  frequently 
finds  the  muscle  in  a condition  of  painless  shorten- 
ing and  atrophy.  The  muscle  knots  can  be  felt 
as  more  or  less  tender  lumps,  lying  isolated  or  in 
clusters  in  the  course  of  the  muscle.  The  skin 
over  these  muscle  areas  is  shiny  and  closely  ad- 
herent to  the  subcutaneous  tissue  so  that  it  can- 
not be  picked  up  in  folds. 

The  patients  presenting  this  symptomatology 
of  the  chronically  “frozen”  shoulder  have,  when 
seen  by  the  physiatrist,  already  undergone  all 
manner  of  treatments.  Some  of  them  may  have 
refrained  from  visiting  a physician  until  they  be- 
came conscious  of  the  disability  which  had  be- 
fallen them. 

Others  have  been  treated  with  compresses  or 
other  forms  of  home  heat  therapy  such  as  heating 
pads  or  inadequate  lamps.  Infrared,  diathermy, 
short  wave,  histamine  iontophoresis,  massage  and 
an  attempt  at  exercises,  local  injections  of  pro- 
caine in  the  so-called  muscle  trigger  points,  in- 
jections into  and  washing  out  of  the  bursa,  x-ray 
therapy,  osteopathic  or  chiropractic  treatments, 
manipulation  under  an  anesthetic,  and  even  open 
operations  have  been  tried,  all  with  results 
which  left  much  to  be  desired. 

It  may  be  mentioned  here,  as  a personal  ob- 
servation, that  we  have  seen  serious  aggravation 
of  symptoms  after  procaine  injections  into  the 
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muscles  and  bursa,  that  we  have  seen  patients 
discharged  following  x-ray  treatments  as  com- 
plete failures,  that  we  have  seen  patients  who 
have  received  dozens  of  short  wave  treatments 
without  result,  that  we  have  seen  patients  after 
manipulations  under  an  anesthetic  who  were  as 
stiff  as  they  ever  were  before,  and  that  we  have 
seen  cases  after  open  operation  which  presented 
a stiff  shoulder  despite  the  operative  interfer- 
ence. 

This  enumeration  should  not  leave  the  listeners 
with  the  impression  that  no  attempt  should  be 
made  to  treat  these  shoulders  during  the  acute 
and  subacute  stages  and  that  all  these  modalities 
mentioned  would  be  absolutely  valueless.  On 
the  other  hand,  we  should  not  forget  that  the  prog- 
ress of  the  pathology  may  halt  at  any  time  in  the 
disease  and  that  function  may  then  restore  nor- 
mal motion  spontaneously. 

There  is  only  one  form  of  therapy  of  all  those 
mentioned  to  be  condemned,  namely,  indiscrim- 
inate manipulation  under  an  anesthetic  with  an 
attempt  to  mobilize  the  shoulder  joint  in  one  sit- 
ting. Unfortunately,  this  procedure  is  still  much 
too  frequently  used.  The  disappointing  results 
easily  can  be  explained  by  the  fact  that  the  stage 
of  the  inflammatory  reaction  of  all  tissues  in- 
volved was  not  thoroughly  recognized,  and  the 
condition  of  the  ligaments,  tendons,  and  muscles 
surrounding  the  shoulder  joint  was  not  intelli- 
gently evaluated.  We  should  not  be  surprised 
at  the  unfavorable  results  obtained  and  should 
realize  that  an  inflamed  joint  capsule  and 
shortened,  contracted  muscles,  when  over- 
stretched suddenly  and  without  warning,  will 
tear.  New,  minute  and  larger  hematomata  will 
form,  giving  rise  to  new  adhesions  as  painful  and 
disabling  as  the  previous  ones.  Even  immediate 
exercises,  swing  and  sway  methods,  etc.,  will  not 
show  a satisfactory  result,  because  the  muscles 
are  not  prepared  to  fulfill  this  task. 

It  seemed  to  us,  therefore,  a deplorable  fact  that 
according  to  many  publications  the  last  resort 
after  unsuccessful  application  of  various  methods 
should  be  this  so-called  orthopedic  management 
with  all  its  uncertainty  of  satisfactory  results. 

For  a long  time  we  have  observed  that 
“frozen”  shoulders  which  have  been  treated  con- 
servatively with  an  exercise  program  over  a long 
period  of  time  finally  loosened  up,  and  normal 
motion  was  re-established.  We  also  have  ob- 
served a patient  with  one  “frozen”  shoulder  who 
discontinued  treatment  after  receiving  one  or  two 
diathermy  treatments.  One  year  later  he  re- 
turned with  his  other  shoulder  completely 
“frozen.”  On  questioning  he  said  that  he  had 
no  time  to  come  for  treatments,  that  he  had  gone 
back  to  work,  and  that  the  stiff  shoulder  “worked 
itself  out”  after  several  months  had  passed. 


Examination  showed  his  statement  to  be  entirely 
correct. 

We  have,  therefore,  been  looking  for  a method 
of  treatment  which  would  consider  the  underly- 
ing pathology  in  its  various  phases  and  which 
would  produce  satisfactory  results  in  as  short  a 
time  as  possible. 

A few  years  ago,  Sir  Morton  Smart  published 
his  experiences  under  the  title  “Early  Treatment 
of  Strains  and  Sprains  by  Graduated  Exer- 
cises.”56 He  describes  the  general  effects  of 
electrical  stimulation  on  muscle  and  joints. 
Graduated  and  controlled  contraction  and  re- 
laxation caused  by  electrical  stimulation  will  have 
a general  effect  on  muscle  tone,  will  increase  its 
blood  supply  and  that  of  neighboring  tissue,  and 
will  prevent  muscle  atrophy.  Waste  products 
will  be  removed  and  the  nutrition  of  the  part 
under  treatment  will  be  improved.  Absorption 
of  fluid  or  extravasated  blood  is  actively  promoted. 
Physiologic  clinical  changes  take  place  after  these 
muscle  contractions  which  also  do  not  permit 
organization  of  lymph  to  occur  between  their  sur- 
faces. Stagnation  of  lymph  in  the  areolar  tissue 
in  the  joint  interspaces  and  the  danger  of  areolar 
tissue  losing  suppleness,  pliability,  and  flexibility 
necessary  for  effective  joint  action,  is  diminished. 
When  adhesions  have  formed  in  muscles  and 
periarticular  tissues,  adherent  surfaces  are  gently 
and  gradually  torn  apart  by  causing  increasingly 
powerful  contractions  of  the  muscles  separately. 

Before  being  acquainted  with  Sir  Morton’s 
papers,  the  author  had  already  gathered  some 
experience  in  using  the  sinusoidal  current  ex- 
tensively for  the  purpose  of  loosening  up  joints 
which  had  become  stiff  due  to  fibrous  ankylosis. 
At  the  Beth  Abraham  Home  for  Incurables  he 
had  used  this  modality  for  the  treatment  of  old 
arthritic  and  traumatic  cases. 

The  case  of  one  patient  was  very  striking. 
He  presented  a leg  amputation  below  the  knee. 
The  knee  was  ankylosed  in  the  90  degree  position. 
Application  of  the  sinusoidal  current  restored 
full  motion  after  about  three  months  so  that  the 
patient  could  be  fitted  with  a suitable  and  satis- 
factory prothesis. 

Sir  Morton  Smart  has  very  ably  described  the 
physiologic  basis  for  treatment  of  adhesions. 
Our  technic  may  differ  somewhat  from  that  which 
he  is  using.  The  slow  surging  sinusoidal  current 
has  given  us  satisfactory  results.  We  may  later 
change  our  technic  somewhat  after  gathering 
more  experience. 

Dushak  remarks  that  in  order  to  overcome  the 
therapeutic  problems  of  contractures,  a mechani- 
cal energy  must  be  used  which  originates  outside 
the  muscle-joint  system.  Besides  immediate 
forced  manipulation  and  slow  application  of  force 
in  fractional  doses,  he  recommends  procedures 
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which  act  very  slowly,  below  what  he  calls  a 
“microtraumatic”  threshold  so  that  any  demon- 
strable and  traceable  injury  of  the  tissue  involved 
will  never  be  caused. 

This  last  consideration  seemed  to  be  for  us  the 
guiding  factor  in  selecting  a method  of  treatment 
for  the  stiff  “frozen”  shoulder.  The  combination 
of  the  slow  surging  sinusoidal  current  followed  by 
carefully  graduated  stretching  and  exercises 
emerged  as  the  method  of  choice. 

When  the  patient  complains  of  severe  pain, 
when  the  area  of  the  joint  capsule  is  tender  and  the 
musculature  of  the  shoulder  girdle  is  found  to  be 
congested,  hardened,  and  tender,  and  when  every 
attempt  of  moving  the  extremity  elicits  severe 
pain,  we  refrain  from  any  attempt  at  active  or 
passive  motion  including  the  application  of  the 
sinusoidal  current.  Conservative  treatment  then 
is  in  order,  preferably  minimal  long  wave  dia- 
thermy using  the  anterior-posterior  or  longitudi- 
nal (cuff  and  saddle)  method.  Application  of  the 
steam  jet,  hot  wet  compresses,  mud  packs,  or 
hydrogalvanism  with  histamine  or  magnesium 
sulfate  or  local  paraffin  application  may  assist. 
Salicylates  and  sedatives  should  be  prescribed  lib- 
erally. It  sometimes  may  take  many  weeks  until 
this  pain — sometimes  aggravated  by  previous 
treatments— is  brought  under  control.  The  pa- 
tient must  be  instructed  regarding  this  fact.  He 
must  understand  his  condition,  or  otherwise  it  is 
sometimes  very  difficult  to  secure  the  cooperation 
of  the  patient.  Neurotic  individuals  will  notcom- 
ply,  and  their  treatment  becomes  a real  problem. 
Under  ordinary  circumstances,  however,  with 
proper  therapy  the  pain  will  subside  within  a 
reasonable  time. 

Massage  is  indicated  when  the  musculature  is 
found  to  be  the  main  seat  of  the  pain.  However, 
extreme  caution  and  wise  management  are  in 
order  here.  When  the  muscle  is  hardened  in  its 
totality  and  in  spasm,  mild  stroking  is  permis- 
sible. Kneading  and  deep  friction  will  aggravate 
the  spasm  and  pain.  When  individual  muscle 
knots  are  found,  deep  friction  is  indicated  for  the 
purpose  of  “breaking  up”  the  knots.  This  pro- 
cedure may  lead  to  periods  of  increased  pain 
which  the  patient  must  be  warned  about.  It  is 
sometimes  very  difficult  to  determine  exactly  the 
time  when  massage  should  be  started.  Fre- 
quently, immediate  discontinuation  of  this  type 
of  therapy  becomes  necessary,  and  when  a severe 
reaction  to  friction  sets  in,  massage  must  be 
stopped  until  the  reaction  phase  of  increased  pain 
has  disappeared. 

After  a few  weeks  of  preparatory  treatment  the 
pain  may  disappear  almost  entirely;  the  painful 
“frozen”  shoulder  has  changed  into  a painless  one, 
or  flic  character  of  the  pain  has  changed  dis- 
tinctly, which  makes  11s  decide  to  proceed  with 


more  active  treatment.  This  time  period  is  very 
difficult  to  determine  and  requires  extensive  ex- 
perience. 

After  about  ten  minutes  of  long  wave  dia- 
thermy or  mild  infrared  radiation,  the  sinusoidal 
current  is  used.  One  pad  is  placed  over  the 
supraclavicular  area  and  a cuff  is  placed  around 
the  middle  of  the  arm.  The  current  is  turned  on 
and  is  slowly  increased  until  a mild  to  medium 
strong  contraction  of  all  muscles  is  observed.  In 
our  technic  16  contractions  per  minute  have 
sufficed.  Duration  of  the  individual  treatment 
is  from  fifteen  to  twenty-five  minutes.  This  is 
followed  by  massage,  again  to  relieve  spasm  or  to 
break  up  the  hardenings  described  above.  Treat- 
ments are  given  daily  at  first  and  later  three 
times  a week. 

After  the  musculature  has  definitely  improved, 
passive  stretching  and  active  exercises  are  begun. 
At  this  time  usually  increase  of  range  of  motion 
can  be  observed  already.  For  experimental 
reasons  we  treated  two  patients  with  diathermy 
and  sinusoidal  stimulation  only.  They  pro- 
gressed very  satisfactorily.  Full  motion  could  be 
expected  in  a few  months  if  this  treatment  were 
continued  without  adding  an  exercise  and  stretch- 
ing program.  Many  of  these  cases  will  continue 
to  improve,  even  when  all  treatment  has  been 
discontinued  after  some  increase  of  motion  has 
occurred.  Once  restoration  has  been  instituted, 
daily  activities  and  work  will  restore  normal 
motion. 

When  a patient  is  already  in  the  phase  of  the 
painless  “frozen”  shoulder  when  first  seen, 
the  introductory  treatment  mentioned  cannot 
be  given,  of  course,  and  active  treatment  is  in- 
stituted immediately. 

The  time  of  full  recovery,  however,  can  be 
greatly  reduced  if  stretching  and  exercise  are 
added.  The  technic  of  the  stretching  and  ex- 
ercise has  been  described  in  the  author’s  chapter 
on  exercises  in  Richard  Kovacs’  “ Textbook  on 
Physical  Medicine.”'  These  exercises  do  not 
differ  greatly  from  the  routine  generally  used  in 
shoulder  cases.  Here  it  must  be  emphasized 
that  this  type  of  work  should  be  done  by  the 
physician  himself,  just  as  he  would  himself  do  a 
manipulation  under  an  anesthetic  in  the  operating 
room.  It  is  very  difficult  to  determine  the  exact 
amount  of  force  permissible  in  the  various  stages. 
It  varies  with  the  patient’s  tolerance,  his  reactions 
to  previous  treatments,  and  the  condition  in  which 
the  musculature  is  found.  Periods  of  increased 
pain  cannot  be  avoided,  and  the  stretchings  may 
have  to  be  postponed  from  time  to  time  until  the 
reaction  has  subsided.  The  technician  will  pro- 
vide valuable  help  in  application  of  the  electro- 
therapy and  the  exercise  program.  After  six  to 
eight  weeks  the  patient  usually  realizes  that  lie  is 
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definitely  on  the  road  to  improvement,  and  his 
cooperation  then  becomes  a very  happy  one, 
even  when  he  has  to  return  for  treatments  time 
and  again. 

Wien  the  patient  has  definitely  improved, 
when  his  musculature  has  returned  to  normal 
shape  and  consistency,  when  the  arm  can  be 
elevated  and  abducted  actively  to  130  to  150 
degrees,  the  question  arises  whether  manipulation 
under  an  anesthetic  at  this  time  may  further 
shorten  the  time  of  full  recovery.  Our  own  ex- 
perience so  far  is  a limited  one.  We  have  ob- 
served one  case  where  this  procedure  gave  a 
very  satisfactory  result,  probably  because  the 
manipulation  was  undertaken  at  a time  when 
the  musculature  and  connective  tissue  were  pre- 
pared for  what  was  to  come.  It  would  be  very 
desirable  to  study  this  possibility  further.  We 
believe  that  very  satisfactory  results  can  be  ex- 
pected, but  we  cannot  stress  too  greatly  the  use 
of  caution  in  order  to  avoid  the  damaging  effects 
of  manipulation  which  were  mentioned  earlier 
in  this  paper.  Instead  of  forced  manipulation, 
particularly  under  anesthetic,  we  prefer  the  more 
conservative  treatment  as  outlined  above.  The 
duration  of  treatment  before  satisfactory  results 
were  observed  ranged  from  one  week  to  several 
months. 

The  question  arises  as  to  whether  treatment 
must  be  continued  regularly  until  full  motion 
is  restored.  In  our  opinion  this  is  not  necessary, 
because  once  improvement  has  begun,  it  will 
continue  spontaneously.  The  patient,  however, 
must  be  re-examined  from  time  to  time  to  guard 
against  possible  flare-ups  and  must  be  instructed 
to  return  for  treatment  at  once  should  this  occur. 
Also  it  is  not  necessary  to  continue  the  treatment 
until  calcifications,  visible  on  x-ray  films,  have 
entirely  disappeared.  We  have  seen  cases  where 
all  symptoms  subsided  and  full  mobility  was 
restored  despite  the  fact  that  the  calcium  de- 
posit remained  more  or  less  unchanged.  On  the 
other  hand,  we  have  observed  cases  where  cal- 
cium deposits  have  disappeared  under  previous 
treatment,  and  the  patients  presented  themselves 
with  painful  “frozen”  shoulders,  nevertheless. 

We  believe  our  method  is  preferable,  even  to  a 
successful  early  manipulation  under  anesthetic 
for  the  following  reasons: 

The  patient  is  spared  a rather  unpleasant  pro- 
cedure which  usually  causes  a severe  aggravation 
of  pain  and  discomfort  for  from  one  to  many 
weeks  following  the  manipulation.  Hospitaliza- 
tion is  unnecessary.  The  patient  may  continue 
at  work  and  thus  avoid  unnecessary  economic 
losses.  Our  method  of  treatment  is  based  on 
safer  physiologic  grounds  than  forced  manipula- 
tion. 

Finally,  it  takes  just  as  much,  and  sometimes 


more,  time  to  restore  full  motion  after  forced 
manipulation  if  one  considers  the  long  period 
of  after  treatment  which  invariably  follows  this 
procedure.  As  previously  mentioned,  practically 
all  of  our  patients  had  received  prior  treat- 
ment of  various  kinds.  The  response  to  the 
approved  treatment  which  we  have  outlined  has 
been  entirely  gratifying. 

Our  results  justify  recommendation  of  the 
same  method  in  treating  the  more  acute  and  sub- 
acute phases  of  shoulder  disabilities  including  the 
traumatic  ones,  e.g.,  fractures  and  dislocations. 
Here  truly,  an  ounce  of  prevention  is  worth  a 
pound  of  cure. 

Discussion 

Joseph  Syracuse,  M.D.,  Buffalo. — Dr.  Behrend 
selected  a somewhat  refractory  and  certainly  not 
too  infrequent  problem  when  he  decided  on  the  pain- 
ful or  so-called  “frozen”  shoulder.  To  be  sure  the 
subject  is  far  from  new  and  is  still  a problem  to  be 
solved.  The  old,  ironclad  rule  of  first  refreshing 
one’s  self  with  the  anatomic  phase  of  the  problem  in 
question  is  brought  out  in  what  seems  no  doubt  a 
redundant  manner.  The  doctor  refers  to  the  ana- 
tomic, physiologic,  and  pathologic  aspects  of  the 
shoulder  girdle,  all  of  which  form  a working  basis  for 
obtaining  a correct  diagnosis  and  selecting  a sound 
therapeutic  procedure  in  dealing  with  the  painful 
shoulder. 

Etiologically,  many  patients  with  “frozen”  shoul- 
ders belong  to  the  periarthritic  group  and  are  not 
essentially  and  purely  arthritic.  There  is  no  ques- 
tion that  a great  number  of  painful  shoulders  are  the 
result  of  injury  treated  lightly  either  by  the  patient 
himself  or  by  the  physician  who  first  examines  and 
treats  him.  It  goes  without  saying  that  not  only  a 
thorough  and  careful  examination  of  the  local  pathol- 
ogy should  be  made  but  also  a careful  and  complete 
systemic  or  general  physical  examination  should  be 
insisted  upon.  The  orthopedic  consultants  are 
prone  to  require  this  complete  physical  as  a pre- 
liminary to  receiving  patients  for  examination  and 
consultation  or  as  a follow-up  after  their  examina- 
tion, so  that  any  other  possible  contributing  or  com- 
plicating cause  may  be  available  when  considering  a 
final  report  and  recommendation.  To  be  more 
specific,  they  wish  to  eliminate  any  focal  condition, 
particularly  in  cases  that  have  been  treated  by  a 
protracted  and  conservative  therapeutic  regime, 
whether  it  be  physical  or  otherwise. 

The  study  made  by  Dr.  Julius  Neviaser  regarding 
the  pathology  of  “frozen”  shoulders  was  certainly 
most  interesting  and  definitely  reminds  us  that  even 
in  physical  medicine  the  microscope  must  be  re- 
sorted to  for  an  explanation  of  cause  and  effect.  1 
take  it  that  the  chronic  synovitis  followed  by  an 
exudate  which  enerts  the  joint  adhesions  in  sur- 
rounding soft  tissues  refers  to  an  observation  by  Sir 
Reginald  Watson-Jones.  The  histologic  theory  of 
Dushak  also  strongly  substantiates  those  theories 
already  mentioned.  We  surely  are  relieved  after 
hearing  the  doctor’s  remarks  that  when  physiatrists 
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first  see  some  of  these  chronic  "frozen”  shoulder 
cases,  they  have  already  "made  the  rounds.”  We 
have  all  experienced  this.  It  is  to  be  pitied  that  this 
unhealthy  practice  is  not  mitigated  by  referring  pa- 
tients through  the  proper  channels,  before  complica- 
tions take  place  and  irreparable  residuals  ensue. 
I was  quite  shocked  to  hear  that,  even  at  this  stage 
of  medical  advancement,  manipulation  under  anes- 
thesia is  still  practiced.  Of  course,  as  a very  last 
resort,  under  the  most  favorable  circumstances,  and 
when  especially  followed  by  a most  carefully  planned 
physical  therapeutic  regime,  I can  envision  the  ad- 
visability of  this  procedure. 

I am  happy  to  hear  that  no  less  an  authority  than 
Sir  Morton  Smart  advocates  treatment  of  parts  of 
the  shoulder  distal  to  the  joint  itself.  In  my  own 
work  I have  observed  that  treating  contiguous  parts 
of  an  articulation  will  improve  the  joint  itself  im- 
measurably. In  these  shoulder  cases  I have  given 
adjunctively  hot  whirl  pool  baths  to  the  entire  arm, 
followed  by  electrical  stimulation,  prolonged  short 
wave  diathermy,  and  massage  and  graded  exercises 
with  judical  stretching. 

The  routine  suggested  and  prescribed  by  Dr. 
Behrend  is  ideal,  and  I can  only  compliment  him  by 
stating  that  there  is  very  little  to  add  or  detract. 
However,  I should  like  to  ask  the  doctor  why  he  pre- 
fers the  long  wave  diathermy.  He  also  has  made  the 
remark  that  relief  in  “frozen”  shoulders  may  take 
many  weeks.  In  this  connection,  I would  like  to 
suggest  that  I have  made  it  a practice  to  promise 
these  patients  very  little  but  to  encourage  them  a 
great  deal.  In  the  end  we  are  sometimes  both  sur- 
prised at  the  results.  As  Dr.  Behrend  intimated, 
there  are  many  reasons  why  amelioration  is  very  slow. 
The  suggestion  made  that  follow-up  exercises, 
stretching,  and  manipulations  be  made  by  the  doc- 
tor himself  is  an  excellent  one. 

Michael  Burman,  M.D.,  New  York  City. — Dr. 
Behrend  has  described  his  method  of  treating  the 
"frozen”  shoulder.  Since  there  is  no  single  or 
specific  way  to  treat  this  condition,  we  need  to  know 
two  things:  (a)  the  extent  of  disability  in  the  un- 
treated patient,  and  ( b ) the  effect  of  any  form  of 
treatment,  including  Dr.  Behrend’s,  on  the  duration 
of  disability. 

We  cannot  then  evaluate  his  method  until  the 
answers  to  these  questions  are  given,  for  otherwise 
we  deal  with  empiricism  and  impression  in  treatment 
and  not  logic. 


It  is  more  likely  that  there  is  no  single  therapeutic 
agent  to  heal  this  disease  and  that  cure  lies  in  the 
judicious  use  of  time  as  a friend,  supplemented  by 
the  adjuvant  measures  of  physical  therapy,  sedation, 
manipulation,  or  even  open  operation  if  the  indi- 
vidual case  demands  it. 

H.  J.  Behrend,  M.D.  (Closing). — In  answering 
Dr.  Syracuse’s  question,  may  I state  that  the  supe- 
riority of  long  wave  diathermy  over  short  wave  dia- 
thermy has  been  established  by  many  who  have  had 
an  opportunity  to  treat  a great  number  of  patients 
suffering  from  bone  and  joint  conditions.  It  appears 
that  deep  penetrating  short  wave  energy  with  its 
selective  tissue  heating  effect  can  do  very  little  for 
tissues  which  present  poor  vascularity  anatomically. 
The  clinical  result  is  for  the  most  part  an  unwanted 
increase  of  symptoms. 

Outstanding  results  in  these  cases  have  been  shown 
following  the  use  of  strictly  minimal  doses  of  dia- 
thermy. This  is  easily  administered  and  controlled 
when  long  wave  diathermy  or  when  short  wave  dia- 
thermy, using  contact  electrodes  and  an  ammeter, 
is  used.  It  cannot  be  approximated  when  using 
short  wave  diathermy  with  either  condensor  elec- 
trodes or  the  induction  cable. 

We  agree  with  Dr.  Burman  as  to  the  difficulty  of 
evaluating  methods  of  treatment  in  shoulder  condi- 
tions. We  must,  however,  repeat  that  the  method 
presented  has  been  used  only  in  cases  where  any 
other  form  of  therapy  has  failed.  Our  cases  have 
responded  favorably  despite  previous  futile  attempts 
at  treatment.  Despite  all  our  endeavor  to  establish 
logical  scientific  facts,  impression  in  treatment  is  still 
an  important  factor  in  medicine.  It  is  most  impor- 
tant for  the  individual  suffering  from  the  disease. 
Moreover,  we  feel  that  the  rationale  of  our  treatment 
as  presented  here  is  built  on  established  scientific 
grounds. 
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Case  Reports 


SICKLE  CELL  ANEMIA  WITH  TYPHOID  FEVER  AND 
MULTIPLE  COMPLICATIONS 

S.  K.  Fineberg,  M.D.,  and  K.  Eisenbud,  M.D.,  New  York  City 
( From  the  Medical  Service  of  Harlem  Hospital) 


ClCKLE  cell  anemia  is  a hereditary  and  familial 
^ form  of  chronic  hemolytic  anemia,  which,  as  has 
been  pointed  out  recently,  is  apparently  the  only 
known  disease  that  is  confined  to  a single  race.1 
The  evidence  is  convincing  that  it  does  not  occur 
except  in  the  presence  of  Negro  blood,  even  in  ex- 
treme dilution. 

Individuals  affected  with  the  disease  are  in  a con- 
stantly fluctuating  state  of  anemia  and  jaundice. 
Frequently,  these  patients  exhibit  a characteristic 
asthenic  habitus.2  They  may  be  tall  and  thin  with 
long  extremities,  elongated  digits,  narrow  hips,  and 
narrow  shoulders.  The  appearance  is  strikingly 
similar  to  the  hypogonadal  type  of  individual. 
Chronic  leg  ulcers  over  the  internal  or  external  mal- 
leoli are  commonly  found  and  not  infrequently 
are  the  main  complaint  and  the  initial  clue  leading  to 
the  diagnosis.3  Exacerbations  and  remissions  occur 
at  irregular  intervals.  In  the  intervals  between  re- 
lapses, pallor,  dyspnea,  fatigue,  and  palpitation  are 
the  main  symptoms  usually  noted,  often  in  only  a 
minor  degree.  However,  there  may  be  a sudden  in- 
crease in  weakness  and  fatigability  accompanied 
by  signs  of  marked  anemia  and  jaundice  and  evi- 
dence of  blood  destruction  by  hemolysis  of  erythro- 
cytes.4 The  bilirubin  content  of  the  blood  is  high, 
but  no  bile  appears  in  the  urine,  although  the  latter 
may  contain  a large  amount  of  urobilin  and  uro- 
bilinogen. This  indicates  that  the  jaundice  is 
hemolytic  in  type. 

Examination  during  these  episodes  reveals 
pallor  of  the  mucous  membranes  and  palms  of  the 
hands  and  a green ish-yejlow  tint  to  the  sclerae. 
The  spleen  is  palpable  in  approximately  15-20  per 
cent  of  cases.  Generalized  lymphadenopathy  and 
enlargement  of  the  liver  also  may  be  found. 

The  blood  picture  will  reveal  a marked  to  severe 
anemia  (1,000,000  to  2,000,000  red  blood  cells 
per  cu.  mm.).  In  stained  smears  a few  of  the  cells 
are  elongated  and  narrow  with  rounded  or  pointed 
ends.  Nucleated  red  blood  cells,  chiefly  normo- 
blasts, are  found  and,  in  addition,  polychromato- 
philia,  basophilic  stippling,  and  occasional  Ilowell 
Jowell  bodies.4 

The  diagnosis  is  not  usually  made  on  stained 
smears  but  by  the  characteristic  phenomenon  which 
occurs  when  a drop  of  blood  diluted  with  a drop  of 
saline  (but  preferably  undiluted)  is  scaled  under  a 
cover  slip  and  incubated  at  body  temperature. 
In  such  preparations  a few  bizarre,  multipointed 
forms  may  be  seen  immediately,  but  changes  occur 
at  a maximal  rate  in  from  two  to  six  hours  after  the 


blood  is  drawn.  These  changes  result  in  the  trans- 
formation of  a certain  percentage  of  the  red  cells 
(sometimes  as  high  as  90  per  cent)  into  the  typical 
crescent  shape  or  sickle  form  with  elongated  and 
pointed  filaments.  Leukocytosis  is  an  almost  con- 
stant finding,  becoming  particularly  marked  during 
the  phases  of  active  blood  destruction,  sometimes  as 
high  as  25,000  to  40,000  leukocytes  per  cu.  mm. 

In  addition  to  straightforward  hemolytic  crises, 
frequent  causes  of  hospitalization  are  the  joint  and 
abdominal  crises  which  occur.4'5’7  These  are  also 
hemolytic  crises  in  which  joint  and  bone  pains  or 
abdominal  pains  are  the  outstanding  manifesta- 
tions. Despite  the  most  excruciating  and  agoniz- 
ing type  of  arthralgia,  it  is  extremely  rare  to  find  any 
tenderness,  swelling,  or  redness  of  the  joints.  Lesser 
episodes  of  aching  pain  in  the  joints  or  elsewhere  in 
the  extremities  are  often  referred  to  as  “rheuma- 
tism.” Indeed,  in  an  undiagnosed  case  acute  rheu- 
matic fever  is  often  postulated. 

Severe  abdominal  pain  may  be  sudden  in  onset, 
sharp  and  stabbing  in  character,  and  may  be  re- 
ferred to  the  epigastrium  or  to  the  right  or  left  lower 
quadrants.4'6  Vomiting,  prostration,  and  rigidity 
with  rebound  tenderness  may  so  closely  mimic  an 
acute  abdominal  catastrophe  that  many  patients 
have  been  explored  with  the  expectation  of  finding 
a ruptured  peptic  ulcer,  intestinal  obstruction, 
ruptured  appendix,  or  some  other  surgical  condi- 
tion.4 The  finest  diagnostic  acumen  and  judg- 
ment are  needed  to  evaluate  the  findings  in  such  a 
situation,  since  it  must  be  borne  in  mind  that  per- 
sons with  sickle  cell  anemia  may  also  develop  an 
acute  abdominal  condition  at  some  time  during 
their  somewhat  shortened  span  of  life. 

It  is  our  purpose  to  report  a case  of  sickle  cell 
anemia  which,  in  the  course  of  a prolonged  hos- 
pitalization for  an  intercurrent  enteric  infection, 
was  found  to  exhibit  most  of  the  typical  features, 
plus  the  usual  and  unusual  complications  of  this 
most  interesting  disease. 

Case  Report 

S.  C.,  a 24-year-old  Negro  woman,  was  admitted  to 
Harlem  Hospital  on  July  16,  1946,  with  a history  of 
“upper  respiratory  infection”  for  the  preceding  two 
weeks.  Four  days  before  admission  the  patient 
had  developed  nausea  and  vomiting.  She  took  an 
ounce  of  castor  oil  and  a bottle  of  citrate  of  mag- 
nesia; a severe  diarrhea  with  abdominal  colic  fol- 
lowed. 

The  patient  was  a known  case  of  sickle  cell  anemia, 
having  been  diagnosed  as  such  in  1938.  In  1937, 
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she  had  been  hospitalized  at  Harlem  Hospital  for 
pneumonia  complicated  by  empyema  which  was 
treated  bv  surgical  drainage.  Again  in  February, 
1946,  she  was  admitted  and  treated  for  “pneu- 
monia.” Review  of  x-ray  films  taken  at  that 
time  reveals  that  the  course  was  that  of  a slowly 
resolving  pneumonia,  highly  suggestive,  in  retro- 
spect, of  a pulmonary  infarction.4,8 

Physical  examination  on  admission  revealed  a 
long,  thin,  anxious  young  woman  who  appeared  to 
be  acutely  ill.  The  temperature  was  104  F.  There 
was  pallor  of  the  mucous  membranes,  conjunctivae, 
and  nail  beds.  The  sclerae  appeared  icteric.  Other 
positive  physical  findings  were  limited  mainly  to  the 
abdomen  which  exhibited  marked  tenderness  and 
rebound  in  all  quadrants.  A moderate  amount  of 
rectus  rigidity  also  was  present  over  the  whole 
abdomen.  A few  moist  rales  were  heard  in  the  right 
lower  chest  anteriorly.  Bilateral  ulcerations  just 
above  the  ankles  on  the  medial  aspect  of  the  legs 
were  noted. 

Laboratory  findings  on  admission  were  as  follows: 
2 plus  albuminuria;  specific  gravity  of  urine  1.012; 
blood  chemistry-creatinine  1.3  mg.  per  cent,  urea 
nitrogen  21  mg.  per  cent,  sugar  68  mg.  per  cent, 
blood  type  B,  Rh  positive.  X-ray  of  the  chest  re- 
vealed an  infiltration  of  the  right  lower  lobe  with 
interlobar  pleural  thickening.  X-rays  of  the  long 
bones  of  the  upper  and  lower  extremities  were  normal. 
The  Kahn  test  was  negative.  Cultures  of  the  blood 
and  stool  were  reported  later  as  growing  no  organ- 
isms. 

The  patient’s  temperature  continued  plateau-like 
around  104  F.,  and  the  diarrhea  persisted.  Ab- 
dominal tenderness  and  rebound  also  persisted. 
By  the  end  of  the  second  week  in  the  hospital  ab- 
dominal distention  appeared.  A blood  culture 
taken  on  the  seventh  hospital  day  was  now  re- 
ported positive  for  Eberthella  typhosus.  Blood 
cultures  repeated  on  the  tenth  and  eleventh  days 
were  also  positive  for  the  same  organism  confirming 
the  diagnosis. 

Additional  laboratory  findings  during  the  second 
week  were  as  follows:  x-ray  of  the  chest  showed  a 

bronchopneumonic  infiltration  in  the  right  lower 
lobe  with  thickened  pleura;  cephalin  flocculation 
was  3 plus  in  twenty-four  hours,  4 plus  in  forty-eight 
hours;  serum  bilirubin,  2.3  mg.  per  cent;  alkaline 
phosphatase,  6.46  Bodansky  units.  Hemogram 
showed  red  blood  cells,  970,000  white  blood  cells 
20,700  (undifferentiated),  and  hemoglobin,  30  per 
cent.  Some  poikilocyto.sis  and  sickle  cells  were  seen 
on  the  counting  chamber.  Blood  agglutinations 
taken  at  the  end  of  the  first  week  were  positive  for 
typhoid  O in  a dilution  of  1 : 640  and  for  typhoid  1 1 
in  a dilution  of  1 : 320.  Blood  agglutinations  by  the 
laboratory  of  the  Health  Department  were  positive 
for  typhoid  O in  dilution  of  1:180  and  typhoid  Hin 
dilution  of  1:160.  Icterus  index  was  17.4,  van  den 
Bergh  test  showed  a direct  immediate  reaction. 
Stool  culture  was  again  negative. 

The  patient  was  given  a 500-ec.  transfusion  of 
whole  blood.  Shortly  after  completion  of  the 
transfusion,  she  developed  a chill,  and  the  tempera- 
ture rose  to  107.8  F.  She  appeared  to  be  desperately 
ill,  and  immediate  antipyretic  measures  were  in- 
stituted with  good  results.  During  the  third  week, 
the  temperature  began  to  spike  daily  from  101  to 
104  F.  The  blood  picture  continued  to  show  a 
marked  state  of  anemia,  although  not  so  severe  as 
previously,  and  a moderate  leukocytosis  (16,500). 
A sickling  preparation  at  this  time  again  confirmed 
the  diagnosis  of  sickle  cell  anemia.  Cultures  of 


the  stool  now  became  positive  for  E.  typhosa;  urine 
culture  was  negative,  and  Department  of  Health 
agglutination  tests  were  positive  for  typhoid  O in 
dilution  of  1:160  and  typhoid  H in  dilution  of  1:80. 

She  was  given  several  small  transfusions  without 
reaction  and  now  began  to  improve.  Despite  the 
improvement  in  general  appearance,  the  tempera- 
ture continued  to  rise  daily  up  to  103  and  105  F. 
1 lur  ing  the  early  part  of  the  fifth  week  of  hospitaliza- 
tion the  fever  suddenly  subsided.  Stool  cultures 
were  consistently  positive  for  E.  typhosa,  but  the 
blood  cultures,  which  had  become  rregative  in  the 
third  week,  remained  negative.  She  appeared  to  be 
much  improved  arrd  entering  a convalescent  stage. 

In  the  sixth  week  the  patient  developed  a painful 
swelling  of  the  ulnar  surface  of  the  right  forearm  and 
a mild  temperature  elevation.  X-rays  of  the  in- 
volved area  revealed  an  irregular-  rarefaction  of  the 
midportions  of  the  radius  and  ulna  which  had  not 
been  present  one  month  before.  The  opinion  of  the 
orthopedic  consultant  was  “typhoid  abscess  with 
low  grade  infection  of  bone.”  His  recommenda- 
tion was  “conservative  management,  as  many  so- 
called  typhoid  bone  abscesses  resolve  spontane- 
ously.” During  the  seventh,  eighth,  and  ninth 
weeks,  the  mild  temperature  elevation  continued. 
Fluctuation  of  the  right  forearm  eventuated.  The 
abscess  was  aspirated  and  3 cc.  of  a sanguinopurulent 
material  obtained.  Cultures  of  the  aspirated 
material  grew  no  organisms.  Repeated  x-ray  ex- 
aminations revealed  “moth-eaten  rarefaction  in- 
volving the  middle  two  thirds  of  the  radius  and 
ulna  with  the  development  of  a periostitis.”  Re- 
examination of  the  chest  showed  a decrease  in  the 
amount  of  infiltration  in  the  right  and  left  lower 
lung  fields.  Stool  cultures  were  still  positive  for 
E.  typhosa.  Recheck  of  the  blood  picture  revealed 
1,920,000  red  blood  cells,  hemoglobin  42  per  cent, 
18,750  white  blood  cells  with  84  per  cent  polymor- 
phonuclears. 

The  temperature  now  became  normal,  and  the 
patient  appeared  well  and  definitely  on  the  road  to 
recover}'  this  time.  However,  repeated  cultures 
of  the  stool  remained  consistently  and  persistently 
positive.  Sulfathalidine  was  administered,  with- 
out effect  on  the  typhoid  organisms  thriving  in  the 
gastrointestinal  tract.  In  the  fifteenth  week  a 
tube  was  carefully  passed  into  the  duodenum,  and 
20  cc.  of  25  per  cent  magnesium  sulfate  were  in- 
stilled. A quantity  of  clear,  yellow  fluid,  apparently 
bile,  was  obtained  under  sterile  conditions.  Cul- 
tures of  this  material  grew  E.  typhosa  and  a Strep- 
tococcus nonhemolyticus. 

For  the  next  two  months,  the  fourth  and  fifth  of 
hospitalization,  the  patient  remained  afebrile,  well, 
and  in  isolation;  stool  cultures,  of  course,  remained 
positive. 

During  the  night  of  December  14,  in  the  sixth 
hospital  month,  the  patient  developed  excruciating, 
colicky,  lower  abdominal  pains.  Somewhat  similar 
but  milder  attacks  had  occurred  in  childhood  and 
on  admission  to  the  hospital  this  time.  Examina- 
tion of  the  abdomen  revealed  extremely  marked 
tenderness  to  palpation  over-all  with  intense  re- 
bound tenderness.  The  signs  appeared  to  be  maxi- 
mal in  the  left  lower  quadrant.  Voluntary  rigidity 
was  also  present  over  the  entire  abdomen.  Rectal 
examination  revealed  pain  on  manipulation  of  the 
cervix,  with  no  lateral  wall  tenderness.  Vaginal 
examination  revealed  normal  adnexae  and  again 
marked  pain  on  manipulation  of  the  cervix.  The 
temperature  rose  to  101  F.,  and  examination  of  the 
peripheral  blood  showed  2,800,000  red  blood  cells. 
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hemoglobin  58  per  cent,  37,750  white  blood  cells  with 
89  per  cent  polymorphonuclears.  Typical  sickling 
of  the  red  cells  was  seen  on  the  counting  chamber 
and  in  the  stained  smear;  about  10  to  20  per  cent 
of  the  red  blood  cells  were  estimated  as  exhibiting 
the  sickling  phenomenon.  Surgical  consultation 
advised  immediate  laparotomy  for  an  acute  condi- 
tion, possibly  a rupture  viscus.  The  medical  serv- 
ice maintained  the  opinion  that  the  episode  was  an 
abdominal  crisis  of  sickle  cell  anemia  simulating 
a surgical  emergency  and  thereupon  instituted  a 
period  of  close  observation  and  watchful  waiting. 
In  the  next  twenty-four  hours  slight  improvement 
was  noted  following  a transfusion  of  500  cc.  of 
whole  blood.  The  patient  now  appeared  to  be 
fairly  comfortable  while  not  being  examined.  No 
nausea,  vomiting,  or  distention  appeared,  and  the 
temperature  remained  low.  At  the  end  of  twenty- 
four  hours,  maximum  tenderness  shifted  over  to  the 
right  para-umbilical  region,  and  the  temperature 
rose  to  102  F.  Still  no  distention  or  vomiting  was 
seen.  At  this  time  it  was  decided  to  perform  an  ex- 
ploratory laparotomy. 

The  findings  at  operation  were  as  follows:  A 

small  quantity  of  clear,  yellow  fluid  was  found  in 
the  general  peritoneal  cavity  with  a larger  amount 
in  the  pelvic  cavity  (total  about  500  cc.).  The 
visceral  peritoneum  was  shiny  and  glistening  with 
no  evidence  of  peritonitis.  Scattered  petechial 
hemorrhages  or  small  infarcts  were  noted  along  the 
mesenteric  attachment  of  the  small  intestine.  Dark 
fluid  was  seen  in  the  lumen  of  the  small  bowel  which 
appeared  to  be  blood-tinged.  In  the  right  upper 
quadrant  there  were  numerous  adhesions  of  the 
omentum  to  the  liver,  gallbladder,  and  transverse 
colon.  The  gallbladder  was  thickened,  contracted, 
and  intrahepatic  in  position.  Before  the  gallblad- 
der was  opened,  about  5 cc.  of  a serosanguinous  ma- 
terial was  aspirated.  When  cholecystostomv  was 
performed,  about.  200  black  stones  were  found  and 
removed.  These  stones  ranged  in  size  from  pinhead 
to  l/2  cm.  or  more  in  diameter.  Cultures  of  fluid 
from  the  upper  and  lower  abdomen  and  the  gall- 
bladder were  found  to  be  positive  for  E.  typhosa. 

The  postoperative  course  was  uneventful  and  un- 
complicated except  for  marked  jaundice  immedi- 
ately after  operation  in  which  the  icterus  index  rose 
to  150,  van  den  Bergh  test  was  direct,  immediate, 
serum  bilirubin  was  54  mg.  per  cent  and  thymol 
turbidity,  5.  Bile  drained  freely  and  abundantly 
through  the  T-tube  which  had  been  sutured  into  the 
gallbladder.  Stool  cultures  still  remained  positive, 
and  on  February  15,  1947,  the  patient  was  discharged 
under  the  surveillance  of  t in'  Department  of  Health. 
She  was  instructed  to  return  in  two  to  three  months 
for  a cholecystectomy. 


Comment 

This  case  is  reported  as  one  of  sickle  cell  anemia 
complicated  by  typhoid  fever,  acute  hemolytic 
crises,  probable  pulmonary  infarction  due  to  capil- 
lary plugging  by  sickle-shaped  red  cells,  typhoid  ab- 
scess and  periostitis  of  bone,  a typhoid  carrier  state, 
chronic  cholecystitis  and  cholelithiasis  secondary  to 
sickle  cell  anemia,9  and  a severe  abdominal  crisis 
of  sickle  cell  anemia  simulating  an  acute  abdominal 
condition.  This  last  diagnosis  is  believed  to 
have  been  established  not  only  because  the  opera- 
tive findings  did  not  explain  the  severity  of  the 
abdominal  signs  and  symptoms,  but  also  because, 
in  the  immediate  postoperative  period,  extreme 
jaundice  appeared,  while  drainage  of  bile  pro- 
ceeded freely  and  abundantly.  It  is  obvious  that 
in  this  case  the  icterus  was  due  to  excessive  hemoly- 
sis of  red  blood  cells. 

Summary 

1 . A case  is  reported  which  illustrates  almost  all 
the  known  clinical  features  and  complications  of  this 
most  unusual  form  of  the  chronic  hemolytic  anemias. 

2.  The  gallbladder  is  again  demonstrated  as  the 
visceral  harbor  for  the  typhoid  organism  in  a chronic 
carrier  state. 

3.  Acute  hemolytic  crises  and  abdominal  crises 
of  sickle  cell  anemia  are  very  often  precipitated 
by  high  fever  and  toxicity;  in  this  case  the  pre- 
cipitating disease  was  severe  typhoid  fever. 

4.  Emphasis  is  placed  on  the  necessity  for  ex- 
treme caution  and  judgment  based  on  experience 
to  determine  when  a patient  with  sickle  cell  anemia 
is  suffering  from  an  acute  surgical  abdomen.  In  the 
case  reported  here,  although  operation  revealed  a 
chronic  surgical  condition  of  the  gallbladder,  sur- 
gical interference  should  have  been  postponed  until 
the  abdominal  crisis  of  sickle  cell  anemia  had  sub- 
sided. 
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NEW  LAW  RELATIN’ (1  TO  PUBLIC  HEALTH 
The  New  York  State  Legislature  has  enacted  the 
following  law  of  1948,  effective  immediately: 

Chapter  179 — Section  31 1-a,  a new  section  added 
to  the  Public  Health  Law.  Prohibits  the  use  of 
vaccine  for  inducing  immunity  against  tuberculosis 


in  humans  unless  it  is  produced  in  accordance  with 
thi'  regulations  established  or  approved  bv  the  State 
commissioner  of  health.  It  provides  that  vaccina- 
tion against  tuberculosis  shall  be  performed  only 
under  regulations  established  by  the  commissioner. 


LIPOID  NEPHROSIS  WITH  NECROPSY  FINDINGS 


George  C.  Linn,  M.D.,  F.A.C.P.,  New  York  City 


T IPOID  nephrosis  per  se,  although  not  a common 
disease,  is  seen  frequently  enough  to  warrant 
presentation  for  reasons  other  than  its  rarity.  This 
case  is  presented  because  of  the  picture  at  the  first 
admission  to  this  hospital  and  the  subsequent  ques- 
tion of  diagnosis.  The  diagnosis  of  acute  and 
chronic  glomerular  nephritis  with  hopeless  prog- 
nosis was  made  at  other  institutions.  The  patient’s 
course  and  response  to  therapy  bring  the  realization 
that  one  must  sometimes  adhere  to  a conviction  and 
act  accordingly. 

The  name,  Diabetes  albuminurica,  given  by  Ep- 
stein, almost  completely  describes  the  disease.  The 
pathology  and  physiopathology  are  mainly  in  the 
tubules  manifested  as  fatty  degeneration.  The 
urine  shows  marked  albuminuria  and  waxy  casts. 
Some  observers  claim  that  the  presence  of  red  blood 
cells  does  not  rule  out  the  diagnosis.  The  loss  of 
the  albumin  causes  a marked  reduction  in  the  total 
serum  protein  with  a reversal  of  the  albumin-globulin 
ratio.  There  is  also  an  increase  in  cholesterol  and  a 
lowered  basal  metabolism,  both  indicating  decreased 
metabolism. 

Whether  or  not  the  disturbance  in  metabolism  is, 
as  ordinarily  considered,  controlled  by  the  pituitary- 
thyroid  axis,  or  whether  the  disturbance  is  in  the  in- 
trinsic metabolism  of  the  tissue  cells,  particularly 
the  lipoid  metabolism,  still  remains  to  be  answered. 
Because  of  the  interest  in  this  controversial  subject, 
this  case  report  of  a patient  followed  from  the  in- 
ception of  the  disease  until  her  death  is  presented. 

Case  Report 

A 26-year-old  Puerto  Rican  woman  was  admitted 
to  the  hospital  March  15,  1935,  with  chief  com- 
plaints of  swelling  of  the  face,  pain  in  the  back,  a 
fourteen-month  history  of  headaches,  and  swelling 
of  ten  months’  duration  of  the  “stomach,”  legs, 
hands,  and  body.  The  diagnosis  was  subacute 
diffuse  glomerular  nephritis  with  nephrosis  and 
pneumococcus  peritonitis,  or  lipoid  nephrosis  and 
pneumococcus  peritionitis. 

No  dysuria  or  nocturia  was  experienced  at  any 
time.  The  urine  varied  in  color  from  “red”  to 
“yellow”  but  was  never  grossly  bloody.  At  times 
micturition  was  only  once  in  twenty-four  hours. 
Past  history  was  negative  for  scarlet  fever,  diph- 
theria, and  tonsilitis. 

Thirteen  months  previously,  the  patient  had  been 
at  Bellevue  Hospital  for  six  weeks  where  the  diag- 
nosis was  chronic  glomerular  nephritis  with  specific 
gravity  of  1.022,  albuminuria,  and  red  blood  cells. 
Basal  metabolism  was  minus  6.4  per  cent. 

Following  discharge  from  Bellevue,  she  was  hos- 
pitalized at  Post-Graduate  Hospital  for  six  weeks, 
the  diagnosis  being  chronic  glomerular  nephritis  and 
acute  pharyngitis.  Therapy  consisted  of  a high 
protein  diet  for  the  edema.  X-ray  of  the  gastro- 
intestinal' tract  was  negative.  X-ray  of  lumbar 
spine  disclosed  hyperostosis  of  the  fifth  lumbar 
vertebra.  The  patient  signed  out  against  advice 
and  was  admitted  to  St.  Vincent’s  Hospital  for 
generalized  edema.  The  findings  were  as  follows: 
reversal  of  the  albumin-globulin  ratio,  marked  in- 
crease in  cholestrol,  and  marked  albuminuria  with  a 


moderate  number  of  red  blood  cells.  Basal  metab- 
olism was  minus  5 per  cent,  nonprotein  nitrogen  on 
admission  was  33.3  per  cent,  on  discharge  42.8  per 
cent.  The  patient  signed  herself  out  after  six  weeks. 
Following  discharge  from  Post-Graduate  Hospital, 
this  edema  fluctuated,  and  the  patient  stated  that 
whenever  she  went  on  a high  meat  diet,  as  recom- 
mended bv  the  hospitals,  her  “stomach”  swelled. 
On  a meat-free,  salt-free  diet  this  did  not  occur. 

The  patient  was  admitted  to  the  Hospital  for 
Joint  Diseases  because  of  the  persistent  edema. 
Laboratory  data  and  findings  were  as  follows:  urine 
on  admission  showed  a 4 plus  albumin,  few  red  blood 
cells,  no  casts,  and  a specific  gravity  of  1.022.  Con- 
centration tests  showed  variations  from  1.003  to 
1.018.  Stools  showed  no  ova  or  parasites.  Basal 
metabolism  .was  minus  20  per  cent,  hemoglobin  75 
per  cent.  Red  blood  cells  numbered  4,300,000; 
white  blood  cells  11,000,  and  the  differential  count 
was  normal  except  for  5 per  cent  eosinophilia.  Sedi- 
mentation rate  was  83  mm.,  our  normal  being  8 mm., 
in  45  minutes.  Serology  was  negative.  The  blood 
chemistry  analysis  showed  urea  nitrogen  7.9,  crea- 
tinine  1.3,  sugar  85,  uric  acid  1.6,  cholesterol  620, 
calcium  9. 1 , and  phosphorus  5.7.  The  serum  protein 
was  a total  of  3.73,  the  serum  albumin  0.75,  serum 
globulin  2.98,  with  an  albumin-globulin  ratio  of 
0.25. 


On  admission  weight  was  95  pounds.  The 
patient  was  placed  on  a high  protein,  low  salt  diet, 
and  visible  edema  increased,  despite  the  fact  that  the 
patient  was  receiving  regularly  as  much  as  200  Gm. 
of  protein  a day. 

Five  weeks  after  admission,  the  patient  developed 
a spontaneous  diarrhea.  Laboratory  findings  at 
that  time  were  eosinophilia  7 per  cent.,  with  a 9,000 
white  blood  cell  count.  Sedimentation  rate  90 
mm.  in  45  minutes.  Blood  chemistry  was  essentially 
unchanged,  showing  again  total  protein  of  3.3  Gm., 
serum  albumin  of  0.70  per  cent,  and  serum  globulin 
of  2.6  with  an  albumin-globulin  ratio  of  0.27.  A 
basal  metabolism  test  was  not  repeated  at  this  time. 
Urine  still  showed  4 plus  albumin,  hyalin  and  granu- 
lar casts,  and  occasional  red  blood  cells. 

Six  weeks  following  admission,  the  patient  was 
given  4 mg.  of  thyroxin  intravenously,  after  which 
there  was  a slight  drop  in  the  patient’s  weight  and  a 
general  clinical  improvement.  Two  days  after  the 
administration  of  thyroxin,  the  patient  developed  a 
temperature  of  102  F.,  chilly  sensations,  and  severe 
pain  in  the  abdomen.  She  had  two  loose  bowel 
movements  containing  blood.  The  impression  was 
that  she  had  developed  a pneumococcus  peritonitis. 
She  was  treated  conservatively,  and  temperature 
and  pain  subsided. 

Eleven  days  after  the  first  administration  of  thy- 
roxin, the  patient  was  given  5 mg.  intravenously. 
The  patient  became  brighter;  her  appetite  improved 
and  diuresis  occurred  with  subsidence  of  the  edema. 
Urine  was  essentially  unchanged.  Cholesterol 
dropped  to  600.  One  week  later,  she  received  an- 
other dose  of  5 mg.  of  thyroxin,  followed  by  a marked 
diuresis  and  drop  in  weight  from  100  pounds  to  88 
pounds.  Most  of  the  visible  edema  disappeared. 
There  was  a complete  change  in  the  personality  of 
the  patient  from  that  of  a morose  and  uncooperative 
individual  to  a cheerful  and  smiling  one.  Choles- 
terol, one  week  later,  showed  an  increase,  and  the 
patient  received  7 mg.  of  thyroxin  intravenously. 


1 

F 

d 

F 

B 

If 

!» 

01 

01 

2 

(« 

ts 

til 

HI 

B1 

nii 

Hi 

pei 


me 


ICE 

n 

tie 


*1 

pre 

I 

froi 

tin 

uni 

& 


May  1,  1948] 


LIPOID  NEPHROSIS 


1045 


This  time  the  response  was  not  marked,  and  the 
edema  increased.  The  patient  received  11  mg.  of 
thyroxin,  but  the  edema  increased  so  that  five  days 
later,  she  received  15  mg.  of  thyroxin  intravenously, 
without  marked  response.  She  became  ill  and 
vomited.  The  question  of  developing  uremia  arose. 

Findings  at  this  time  for  the  urine  were  as  follows: 
specific  gravity  varying  from  1.010  to  1.028,  4 plus 
albumin,  and  sediment  of  occasional  red  blood  cells, 
few  white  blood  cells,  and  no  casts.  The  blood 
chemistry  showed:  urea  nitrogen  24.4,  creatinine 
2.2,  sugar  79,  uric  acid  6.2,  carbon  dioxide  combining 
power  31.5.  Basal  metabolism  was  plus  2 per  cent. 
Patient’s  vomiting  was  controlled  by  5 per  cent  glu- 
cose clysis. 

Five  days  later,  the  patient  became  more  cheerful, 
brighter,  and  the  blood  chemistry  showed  urea  ni- 
trogen of  22,  creatinine  1.5,  sugar  79,  and  uric  acid 
5.5.  The  patient  received  no  more  thyroxin  and 
continued  to  lose  weight.  The  edema  completely 
subsided,  so  that  at  the  time  of  discharge  patient’s 
weight  was  88  pounds.  The  final  urines  still  showed 
good  concentration,  having  specific  gravity  from 
1.015  to  1.022,  the  amount  of  albumin  varying  from 
negative  to  faint  trace,  and  only  on  one  occasion  a 
4 plus  albumin.  The  final  blood  chemistry  showed  a 
urea  nitrogen  of  7.0,  creatinine  1.4,  sugar  85,  uric 
acid  3.6,  cholesterol  460,  cholesterol  esters  298,  total 
protein  4,  serum  albumin  0.99,  serum  globulin  2.91 
and  albumin-globulin  ratio  0.34.  Electrocardio- 
gram was  negative.  The  patient  continued  to  im- 
prove and  was  discharged  without  any  visible  edema, 
having  received  a total  of  47  mg.  of  thyroxin. 

Since  discharge,  the  patient  was  lost  sight  of  until 
February,  1938.  The  patient  and  her  husband 
claim  she  was  apparently  well  in  the  interim.  On 
February  16,  1938,  she  was  admitted  to  Misericordia 
Hospital,  complaining  of  pain  in  the  left  chest  on 
respiration.  Examination  revealed  a consolidating 
pneumonia  in  the  left  lower  lobe,  a pregnancy  of  six 
months,  temperature  of  103  F.,  with  a white  blood 
cell  count  of  21,000  with  90  per  cent  polymorpho- 
nuclears.  Urine  examination  revealed  a specific 
gravity  of  1.020  with  a faint  trace  of  albumin.  The 
patient  developed  an  empyema,  and  a rib  resection 
was  done  on  March  8,  1938.  The  patient  did  well, 
having  some  prolonged  intercostal  drainage.  Labor- 
atory data,  April,  1938  follows:  specific  gravity  of 
the  urine  varying  from  1.010  to  1 .026  in  casual  speci- 
mens, albumin  from  a faint  trace  to  none.  Hemo- 
globin 77  per  cent  with  4,000,000  red  blood  cells. 
Blood  chemistry  showed  urea  nitrogen  28.7,  creati- 
nine 1.2,  uric  acid  4,  sugar  84,  total  serum  protein 
6.7,  serum  albumin  5.5  per  cent,  serum  globulin  3.4 
per  cent,  with  albumin-globulin  ratio  of  1.6. 

On  April  16, 1938,  thepatientwassevenandone-half 
months  pregnant  and  felt  well.  There  had  been  no 
headaches,  nocturia,  or  gross  abnormal  urinary  find- 
ings since  her  discharge.  Her  general  appearance 
was  good;  head  and  neck  were  negative,  and  the 
chest  had  a draining,  intercostal  wound  on  the  left 
posterior  side.  Blood  pressure  was  1 15/78.  There 
was  a slight  lordosis  and  no  edema.  The  abdomen 
presented  symmetrical  swelling  due  to  the  pregnancy. 

Laboratory  findings  showed  specific  gravity  varied 
from  1.010  to  1.020,  a faint  trace  of  albumin,  nega- 
tive glucose,  negative  microscopic  findings  in  the 
urine  concentration  test.  Results  of  the  blood  count 
were:  12.0  Gm.  hemoglobin,  4,160,000  red  blood 
cells,  10,200  white  blood  cells,  48  per  cent  polymor- 
phonuclcars,  48  per  cent  lymphocytes,  1 per  cent 
monocytes,  2 per  cent  eosinophils,  1 per  cent  stabs. 
Blood  chemistry  showed  glucose  80,  nonprotein 


nitrogen  16,  uric  acid  3.1,  serum  proteins  7.6  per 
cent,  albumin  3.9  per  cent,  globulin  3.7  per  cent, 
albumin-globulin  ratio  1.05,  cholesterol  302.  Basal 
metabolism  plus  14  per  cent. 

Toward  the  end  of  her  pregnancy  the  patient  de- 
veloped mild  hypertension  and  headaches  and  was 
diagnosed  as  having  a mild  toxemia  of  pregnancy. 
She  was  delivered  by  cesarean  section,  made  an  un- 
eventful recovery,  and  was  well  until  her  second  ad- 
mission to  the  Hospital  for  Joint  Diseases,  on  Octo- 
ber 8,  1938.  At  this  time  she  complained  of  increas- 
ing generalized  edema  and  vague  joint  pains.  Tem- 
perature on  admission  was  normal  but  rose  to 
102.5  F.  on  the  third  day.  Examination  revealed 
blood  pressure  132/94,  heart  enlarged  slightly  to  the 
left,  and  A2  slightly  accentuated.  There  was  an  im- 
paired percussion  note  and  diminished  breath  sounds 
at  the  left  base.  Examination  of  the  abdomen  re- 
vealed the  presence  of  ascites.  Bronchopneumonia 
was  diagnosed  and  on  bed  rest  and  a high  protein 
diet,  the  patient  recovered  from  this  acute  illness, 
and  the  urinary  findings  detailed  below  cleared. 
Urine  random  specimens  showed  specific  gravity 
varying  from  1.015  to  1.031,  albumin  4 plus,  oc- 
casional white  and  red  blood  cells,  and  inconstant 
findings  of  an  occasional  hyalin  or  granular  cast. 
Wassermann  was  negative.  On  October  11,  1938, 
her  total  serum  protein  was  3.3  Gm.  per  cent;  sedi- 
mentation rate  was  86  mm.  in  45  minutes.  On 
November  3,  her  total  protein  was  5.4  Gm.  per  cent, 
and  her  sedimentation  rate  was  30  mm.  in  45  minutes. 
It  was  felt  that  the  elevated  sedimentation  rate  was 
due  to  the  hypoproteinemia  which  dropped  with  a 
rise  in  the  total  blood  protein.  At  no  time  did  she 
show  any  evidence  of  anemia.  Her  total  cholesterol 
was  620,  and  cholesterol  esters  514.  The  impression 
was  that  as  a result  of  her  recent  pregnancy  the 
nephrotic  picture  became  aggravated. 

The  patient  then  developed  an  acute  infection 
with  fever,  which  resulted  in  a gradual  and  complete 
subsidence  of  the  edema  with  maintenance  of  good 
urine  specific  gravity  and  gradual  diminution  in  the 
protein  content  of  the  urine.  The  patient  was  dis- 
charged on  November  10,  1938. 

On  October  24,  1939,  the  patient  was  admitted  for 
a third  time  because  of  generalized  joint  pains,  in- 
creasing edema, and  a weight  gain  of  1 1 pounds,  start- 
ing about  three  months  before  admission.  She  also 
complained  of  dull  headaches  and  occasional  at- 
tacks of  pain  in  the  right  flank.  Examination  re- 
vealed edema  of  the  scalp,  face,  legs,  ankles,  and  pre- 
sacral  areas.  There  was  no  cyanosis,  dyspnea,  or 
orthopnea.  The  heart  and  lungs  were  essentially 
negative,  and  blood  pressure  was  120/75.  Exami- 
nation of  the  abdomen  revealed  ascites;  liver  and 
spleen  were  not  felt.  The  specific  gravity  of  the 
urine  varied  from  1.005  to  1.025  and  albumin  from  1 
to  4 plus.  A moderate  number  of  white  and  red 
blood  cells  were  found  varying  in  each  specimen.  A 
rare  hyalin  and  granular  cast  was  occasionally  pres- 
ent. Phenolsulfonphthalein  concentration  test  re- 
sults were  45  per  cent  first  hour,  17  per  cent  second 
hour,  17  per  cent  third  hour,  7 per  cent  fourth  hour, 
giving  a total  of  76  per  cent  excretion,  which  is  in  the 
normal  range.  The  basal  metabolism  rate  was  minus 
15  per  cent.  Kahn  and  Klein  tests  were  negative. 
Hemoglobin  was  14.4  Gm.;  red  blood  cell  count  was 
4,640,000  and  the  white  blood  cell  count  7,900,  with 
a normal  differential  count.  The  sedimentation 
rate  was  67  mm.  in  45  minutes.  Chemistry  showed 
sugar  80  mg.  per  cent,  nonprotein  nitrogen  23  mg. 
per  cent,  cholesterol  545  mg.  per  cent,  cholesterol 
esters  379  mg.  per  cent,  total  proteins  2.3  Gm.  per 
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cent,  albumin  1.2  Gm.  per  cent,  globulin  1.1  Gm. 
per  cent  with  an  albumin-globulin  ratio  of  1.05,  and 
chlorides  650  mg.  per  cent. 

The  Congo  red  test  showed  a disappearance  of  50 
per  cent  of  the  dye  in  one  hour,  a small  amount  being 
present  in  the  urine.  The  electrocardiogram  was 
negative.  The  patient  was  placed  on  a high  protein 
diet  and  fluid  limited  to  1,200  cc.  daily.  She  was 
started  on  5 mg.  intravenous  thyroxin.  Under  this 
treatment  she  felt  stronger,  but  her  cholesterol  rose 
to  759  mg.  per  cent.  The  serum  albumin  remained 
at  1.2  Gm.  per  cent,  but  the  globulin  rose  to  1.8  per 
cent,  and  the  albumin-globulin  ratio  fell  to  0.7  per 
cent.  She  complained  of  frequent  attacks  of  unex- 
plained pain  in  the  right  side  of  the  abdomen  and 
back.  At  times  she  was  quite  psychotic.  On 
December  20,  she  complained  of  a severe  toothache 
for  which  no  therapy  was  instituted.  Early  the  next 
morning  she  had  a chill  with  a rise  in  temperature  to 
102.6  F.  and  complained  of  severe  pain  in  her  right 
side.  Examination  revealed  tenderness  in  the  right 
costa  vertebral  area.  The  urine  was  not  grossly 
bloody. 

A flat  plate  of  the  abdomen  revealed  a moderate 
dilatation  of  small  intestinal  loops  and  of  a portion  of 
the  transverse  colon.  A blood  culture  was  positive 
for  hemolytic  streptococcus  in  twenty-four  hours. 
The  next  clay  the  temperature  rose  to  104.4  F.,  and 
the  pulse  became  weak  and  thready.  The  abdomen 
became  distended,  and  there  was  rigidity  and  tender- 
ness in  the  right  upper  quadrant.  The  temperature 
rose  progressively  to  105.2  F.,  and  the  patient  died. 

In  consideration  of  the  confusing  picture,  particu- 
larly regarding  the  kidney  condition  the  following  ab- 
stract from  the  official  autopsy  report  is  of  marked 
interest.  Anatomic  diagnosis:  (1)  Lipoid  ne- 

phrosis (2)  streptococcus  hemolyticus  bacteremia, 
(3)  infected  ascites  and  right  hvdrothorax,  (4)  edema 
of  the  lower  extremities,  (5)  endocrine  imbalance  with 
atrophy  of  the  ovaries,  persistent  thymus,  and  small 
thyroid  and  parathyroid  glands,  (6)  subacute  and 
chronic  pleuritis,  and  (7)  cholesterosis  of  the  aorta. 

The  following  are  the  chief  pathologic  findings: 
Abdominal  cavity  showed  several  liters  of  turbid 
chylous-looking  fluid  and  fibrin,  a smear  of  which 
showed  the  presence  of  hemolytic  streptococcus  and 
Bacterium  coli.  The  impression  was  one  of  an  in- 
fected ascites. 

Pleural  cavity:  the  lower  left  pleural  cavity  was 
obliterated  by  fibrous  adhesions,  and  the  base  of  left 
lower  lobe  was  adherent  to  the  diaphragm.  The  right 
lobe  showed  the  presence  of  several  hundred  cubic 
centimeters  of  slightly  turbid  fluid.  Lungs  showed 
the  presence  of  diffuse  bronchopneumatic  process. 
Heart — there  was  a small  amount  of  clear  fluid  in 
the  pericardial  sac.  There  was  no  hypertrophy  in 
any  of  the  ventricles;  auricles  showed  bright  yellow 
subintimal  cholesterol  streaking  in  the  ascending 
and  descending  portions;  liver  was  slightly  en- 
larged, smooth  and  soft,  and  yellowish-brown  in  ap- 
pearance. The  lobular  architecture  was  visible. 
Microscopic  section  showed  fatty  changes  and  some 
parenchymatous  degeneration. 

Kidneys — both  kidneys  were  slightly  enlarged. 
The  capsule  stripped  with  ease,  exposing  a smooth, 
strikingly  yellow  surface.  The  vessels  were  con- 
gested, but  no  hemorrhages  were  seen.  The  kidneys 
were  soft  in  consistency.  Both  the  surface  and  cut 


sections  presented  extensive  evidence  of  lipoid  de- 
position in  the  form  of  bright  yellow  specks  and 
streaks.  The  markings  of  the  cortex  and  medulla 
could  be  differentiated.  The  appearance  of  the  kid- 
neys was  that  of  either  a genuine  lipoid  nephrosis  or 
a nephrotic  phase  of  glomerular  nephritis.  A 
frozen  section  of  the  kidneys  stained  with  Sudan  red 
revealed  the  extensive  deposition  of  fat-staining 
droplets  and  globules,  principally  in  the  epithelium 
of  the  convoluted  tubules. 

Microscopic  section  of  the  kidney  showed  no  evi- 
dence of  acute  or  subacute  glomerular  nephritis. 
There  were,  to  be  sure,  scattered  foci  of  mononuclear 
cells,  principally  beneath  the  capsule  and  along  the 
course  of  the  blood  vessels,  and  there  also  was  slight 
desquamation  of  tubular  and  glomerular  epithelium. 
These  changes,  however,  may  be  reasonably  attri- 
buted to  the  terminal  streptococcus  bacteremia.  Of 
the  many  kidney  sections  examined,  only  a very 
occasional  glomerulus  was  found  partially  or  com- 
pletely obliterated,  not  more  than  2 per  section  as  an 
average.  Even  these  may  conceivably  be  related  to 
the  episode  of  the  toxemia  of  pregnancy  with  a tem- 
porary hypertension.  Furthermore,  Mallory  stains 
did  not  disclose  any  appreciable  thickening  of  the 
basement  membrane  of  the  glomerular  tufts  or  cap- 
sules. The  more  striking  feature,  of  course,  is  the 
extensive  deposition  of  lipoid  in  the  kidneys  within 
the  tubular  epithelium,  as  collections  of  foam  cells 
between  the  tubules,  and  even  within  some  of  the 
glomerular  tufts. 

Conclusion 

This  case  report  is  presented  because  of  its  varied 
clinical  picture,  because  of  the  widely  different 
diagnoses  made  at  other  institutions,  and  because 
of  the  variety  of  opinions  expressed  by  members  of 
the  medical  staff  of  the  Hospital  for  Joint  Diseases 
during  her  three  admissions. 

The  case  may  be  considered  as  one  of  pure  nephro- 
sis followed  for  four  years  through  a variety  of  clini- 
cal syndromes,  including  pneumococcic  peritonitis, 
pregnancy  terminated  by  cesarean  section,  pneu- 
monia complicated  by  empyema,  necessitating  rib 
resection,  and  streptococcus  hemolyticus  peritonitis 
and  bacteremia  terminating  in  death. 

The  apparent  response  to  thyroxin  therapy  on  the 
patient’s  first  admission,  the  subsequent  clinical 
course  with  few  if  any  renal  symptoms,  the  labor- 
atory findings  such  as  hypoproteinemia  with  inver- 
sion of  the  albumin-globulin  ratio,  the  low  metabo- 
lism rate  and  high  cholesterol,  and  the  absence  of  any 
real  clinical  or  laboratory  evidence  of  nephritis,  e.g. 
the  absence  of  azotemia,  a good  phenolsulfonphtha- 
lein  function  test,  good  concentration  of  urine,  and 
microscopic  urinary  findings  which  cleared  whenever 
the  patient’s  acute  illness  cleared,  all  point  away 
from  the  diagnosis  of  glomerular  nephritis  and  point 
toward  a diagnosis  of  lipoid  nephrosis.  These 
conclusions  all  seem  to  be  borne  out  by  the  gross  and 
microscopic  findings  in  the  kidneys  of  the  patient  at 
postmortem  examination. 
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CONGENITAL  THIAMIN  DEFICIENCY 

Louis  S.  Goldstein,  M.D.,  Yonkers,  New  York 

( From  the  Yonkers  Professional  Hospital  and  Vanderbilt  Clinic , New  York  City) 


Y"ONGENITAL  thiamin  deficiency  (congenital 
beriberi)  is  not  as  rare  as  we  are  inclined  to  be- 
lieve. Acute,  severe  thiamin  deficiency  is  not 
readily  recognized  because  of  the  age  period  at  which 
it  appears,  because  of  the  high  mortality,  and  be- 
cause of  the  absence  of  pathognomonic  postmortem 
findings. 

In  view  of  the  scarcity  of  reports  on  con- 
genital thiamin  deficiency  in  occidental  literature, 
the  following  case  will  be  described  in  detail.  It  is 
intended  to  illuminate  the  symptomatology  and  also 
to  deduce  facts  which  may  help  to  explain  dehydra- 
tion fever  in  the  newborn. 

Case  Report 

Case  1. — A 27-year-old  primipara,  who  had  hail 
an  operation  for  toxic  goiter  four  years  previously, 
complained  of  a very  disagreeable  pregnancy.  For 
the  first  four  months  she  suffered  with  morning 
nausea  and  vomited  at  least  once  daily.  Heartburn 
was  a recurrent  complaint.  She  experienced  pain 
in  the  right  leg  from  the  knee  to  the  ankle  but  at  no 
time  were  there  paresthesias  of  the  hands  or  feet. 
Knee  jerks  were  absent.  When  six  months’  preg- 
nant, her  dace  and  legs  became  swollen,  although 
her  blood  pressure  remained  normal  (120/80  to 
130/80),  and  her  urine  did  not  contain  albumin. 
She  gained  20  pounds.  One  week  before  delivery, 
she  developed  a marked  loss  of  appetite,  particularly 
for  meat.  The  diet  consisted  of  corn  flakes,  rice, 
orange  juice,  grapefruit  juice,  tomato  juice,  bananas, 
cheese  and  cream,  one  glass  of  milk  daily,  an  egg 
every  second  or  third  and  a mixed  vegetable  salad  in 
the  evening.  Throughout  her  pregnancy  she  re- 
ceived 15  mg.  of  thiamine  hydrochloride,  three  liver 
and  iron  capsules  daily,  plus  calcium  and  vitamin 
D tablets. 

A girl  was  born  one  month  prematurely  on  April 
24,1947;  weight  was  2,690  Gm.  She  was  admitted 
to  the  nursery,  apparently  in  good  condition.  That 
afternoon,  the  attending  pediatrician  reported  the 
infant  a normal,  eight-month,  prematurely  born 
infant  with  no  congenital  anomalies  or  deformities. 
However,  twenty-seven  hours  after  birth,  at  6:20 
a.m.  the  following  morning,  April  25,  1947,  the  infant 
suddenly  became  cyanotic  and  experienced  difficulty 


in  breathing.  She  accordingly  was  placed  in  an 
incubator  with  added  oxygen. 

The  temperature  was  101  F.  by  rectum.  Respira- 
tions were  labored  and  rapid.  The  lips  were  cyanotic 
and  became  more  so  when  the  infant  cried.  The 
body  was  held  quite  rigid.  From  time  to  time,  a 
coarse  bilateral  tremor  of  the  arms  appeared.  The 
cry  was  low  and  plaintive.  The  color  of  the  torso 
was  a faint  pink.  There  was  no  evidence  of  dehydra- 
tion of  the  torso  or  arms.  However,  conspicuous 
was  a brawny,  pitting  induration  and  edema  of  the 
legs  from  the  hips  to  the  ankles.  The  skin,  here,  was 
slightly  discolored,  a grayish-blue.  There  were  no 
naevi.  The  fontauelles  were  not  bulging.  The  ears, 
nose,  and  t hroat  appeared  normal.  The  tongue  was 
a bit  more  red  at  the  tip  than  is  normal.  The  heart 
was  so  rapid  that  the  apex  beat  could  not  be  counted. 
The  area  of  cardiac  dullness  was  not  increased  to 
percussion.  No  murmurs  were  heard.  The  lungs 
were  clear.  Liver  and  spleen  were  not  enlarged. 
The  umbilical  stump  appeared  normal.  Anas  was 
normally  patent.  The  knee  jerks  were  absent. 
Biceps  reflexes  were  equal  and  active.  The  labora- 
tory findings  are  shown  in  Table  1 . 

Treatment. — Daily  injections  of  l/2  cc.  of  Betalin 
Complex  (Lilly’s  Vitamin  B Complex)  were  given 
intramuscularly.  Two  milligrams  of  Synkamin 
(Parke,  Davis  and  Company’s  Vitamin  K)  were  also 
injected  intramuscularly  at  once.  The  formula  con- 
sisted of  5 ounces  of  evaporated  milk,  16  ounces  of 
boiled  water,  1 tablespoon  of  granulated  sugar,  and 
1 teaspoon  of  Dayamin  (a  multivitamin  syrup  pre- 
pared by  Abbott).  Three  ounces  were  offered  at 
three-hour  intervals. 

Clinical  Course. — At  midnight,  April  25,  1947, 
rectal  temperature  was  104.2  F.  Thereupon  a change 
for  the  better  began  to  take  place.  Respirations 
became  more  regular  and  less  rapid.  The  cyanosis 
disappeared.  The  child  cried  less  frequently,  and  the 
cry  was  much  stronger,  but  obviously  hoarse.  The 
tremors  of  the  arms  ceased.  The  infant  was  able  to 
suck  on  the  nipple  and  took  ll/2  ounces  of  the 
formula.  The  edema  of  the  legs  diminished.  By 
8:00  a.m.,  April  26,  1947,  the  temperature  had 
dropped  to  99  F.  by  rectum  and  continued  so 
throughout  the  remainder  of  the  hospital  stay. 
There  was  considerably  less  edema  of  the  legs  and 


TABLE  1. — Laboratory  Data 


April  26 

April  28 

May  2 May  5 May  6 

I lemoglobin,  Gm. 

16.65 

17.8 

Red  blood  cells 

5,100,000 

5,360,000 

Color  index 

0.99 

1 0 

White  blood  cells 

47,500 

38,200 

48,300  . . 25,550 

Per  cent  polvmorphonuclenrs 

01 

25 

10  47 

Per  cent  stab  forms 

21 

20 

25  17 

l‘er  cent  juveniles 

4 

<i 

10 

Per  cent  myelocytes 

2 

2 

27 

Per  cent  promyelocytes 

1 2 

12 

Per  cent  lymphocytes 

12 

il 

N • • 36  (Some  lymphocytes 

Per  cent  monocytes 

were  atypical) 

2 

Per  cent  eosinophils 

Bleeding  time,  minutes 

2 

Coagulating  time,  minutes 

4 

Platelets 

60,400 

173,400  20(1,000 

Toxic  granules 

Plus 

Plus 

X-ray  of  chest:  Anteroposterior  and  lateral 

views  were  taken. 

There  was  a slight  increase  in  the  hilar  shadows  and  bron- 

chovascular  markings.  There 

was  no  radiographic  evidence  of  thy 

mic  enlargement.  The  heart  was  normal. 
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thighs.  The  skin  could  be  picked  up  between  the 
two  examining  fingers.  The  baby  was  now  taking 
IV2  to  2 ounces  of  formula  every  three  hours. 

On  the  third  day,  April  27,  1947,  there  was 
physiologic  jaundice.  She  ate  vigorously,  taking  2 
ounces  at  each  feeding.  She  slept  between  feedings 
and  very  rarely  cried.  Color  and  turgor  were  normal. 
There  was  no  peripheral  edema  and  no  obvious 
weight  loss. 

On  the  fifth  day,  April  29,  1947,  the  formula  was 
increased  to  6 ounces  of  evaporated  milk,  12  ounces 
of  boiled  water,  2 tablespoons  of  granulated  sugar, 
and  1 teaspoon  ofDayamin.  She  consistently  finished 
2 ounces  at  four-hour  intervals.  At  two  months  she 
weighed  approximately  5,000  Gm.  There  was  slight 
head  lag  but  no  sag.  Social  smiling  was  apparent. 

Comment 

It  is  difficult  to  establish  a diagnosis  of  thiamin  de- 
ficiency by  means  of  laboratory  tests  unless  a 
specialized  laboratory  is  available.  Clinical  signs, 
however,  pointed  to  such  a diagnosis,  and  the  rapid 
response  to  vitamin  B therapy  substantiated  it. 
Since  specific  thiamin  deficiency  does  not  produce 
edema,  the  entire  vitamin  B complex  was  used  for 
treatment.  Within  twelve  hours,  the  infant  began 
to  show  clinical  improvement.  Respirations  be- 
came more  regular  and  less  rapid;  she  cried  with  a 
stronger,  hoarse  voice.  She  had  sufficient  strength 
to  suck  the  nipple  and  take  her  formula.  The 
temperature  began  to  drop,  and  at  8:00  a.m.,  the 
following  morning,  it  was  99  F.  by  rectum,  continu- 
ing normal  for  the  remainder  of  her  hospital  stay. 
Simultaneously,  most  of  the  edema  of  the  lower 
extremities  disappeared. 


It  was  a great  surprise,  however,  to  find  that,  in 
spite  of  the  disappearance  of  the  edema,  the  weight 
remained  stationary.  This  demonstrated  conclu- 
sively that  there  was  a simple  transfer  of  fluid  from 
intracellular  to  extracellular  spaces.  The  peripheral 
edema  merely  removed  intracellular  and  circulatory 
fluid,  and  this  produced  anhydremia  with  its  con- 
comitant syndrome  of  peripheral  circulatory  col- 
lapse. 

Usually  for  the  first  twelve  hours  after  birth,  the 
infant  receives  nothing  by  mouth.  Thereafter,  5 per 
cent  glucose  solution  is  offered  until  the  breast  milk 
appears  or  artificial  feeding  is  introduced.  This 
creates  spontaneously  two  conditions  with  which  to 
cope,  namely,  the  heightened  metabolism  of  the  new- 
born and  the  increased  consumption  of  thiamin  (a 
cocarboxylase  or  catalytic  agent)  for  thorough 
metabolism  of  carbohydrates.  Both  are  conducive 
to  rapid  diminution  of  the  limited  retention  supply 
of  thiamin.  This  predisposes  to  symptoms  of 
minimal  thiamin  deficiency  (dehydration  fever)  or 
precipitate  signs  of  acute  severe  congenital  thiamin 
deficiency. 

Summary 

1.  A case  of  acute  severe  congenital  thiamin  de- 
ficiency (congenital  beriberi)  with  dramatic  response 
to  vitamin  B complex  is  described. 

2.  It  is  suggested  that  dehydration  fever  of  the 
newborn  is  a clinical  manifestation  of  thiamin  de- 
ficiency. 

189  Valentine  Lane 


SKIN  ERUPTIONS  OFTEN  DEVELOP  FROM  DRUG  APPLICATIONS 


Skin  eruptions  often  are  caused  by  drugs  used  to 
correct  an  existing  disorder,  according  to  an  article 
by  Dr.  Lester  Hollander,  Pittsburgh,  in  the  current 
issue  of  Ilygeia,  the  health  magazine  of  the  A.M. A. 

“It  is  common  knowledge  among  skin  specialists,” 
Dr.  Hollander  asserts,  “that  both  externally  applied 
and  internally  administered  drugs  can  cause  a 
great  variety  of  skin  eruptions. 

“Since  the  actual  cause  of  an  eruption  is  increas- 
ingly more  difficult  to  identify  as  its  duration 
lengthens,  and  since  certain  eruptions  may  precipitate 
chronic  organic  damage,  physicians  have  to  be  on  the 
alert  for  them.  However,  most  of  the  annoying 
skin  eruptions  of  this  class  are  not  caused  by  pro- 
fessionally prescribed  medication.  The  source  of 
a blistery  eruption  of  the  hands  and  feet  or  a dia- 
bolic nocturnal  itch  is  more  often  found  in  the 
consumption  of  proprietary  Ipatent]  medicines.” 


Cold  remedies,  headache  cure-alls,  and  cathartics 
are  among  the  most  common  remedies  causing 
skin  disorders,  the  doctor  states. 

“The  kingpin  among  the  many-purposed  vitamin 
B complex  groups,  thiamine  chloride  or  B|,  not  in- 
frequently causes  a skin  eruption.  At  times  the 
benefits  of  vitamin  B are  nullified  by  the  incon- 
venience, insomnia,  and  nervousness  caused  by  the 
vitamin  itch. 

“You  can  accept  it  as  axiomatic,”  the  article 
continues,  “that  any  skin  disease  or  eruption  which 
becomes  increasingly  annoying  after  the  use  of  a 
local  application  is  being  irritated  and  not  helped  by 
it — even  if  its  ‘purity’  and  ‘nonirritating’  qualities 
are  certified  by  movie  stars,  golf  professionals,  or 
any  such  disinterested,  self-sacrificing  people.  Of 
all  these  nostrums  the  so-called  athlete’s  foot  reme- 
dies are  the  most  noxious.” 
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Report  of  the  Treasurer 


To  the  House  of  Delegates;  Gentlemen: 

The  financial  status  of  the  Society  is  shown  in  the 
accompanying  letter  of  transmittal  and  excerpts 
taken  from  the  report  of  our  auditors,  the  firm  of 
Patterson  -and  Ridgway,  certified  public  account- 
ants, who  examined  the  books  of  the  Society  for  the 
fiscal  year  1947. 

Last  year,  in  the  report  of  the  Treasurer,  it  was 
pointed  out  that  we  were  operating  in  the  red  for 
the  first  time  in  many  years.  The  House  of  Dele- 
gates last  year  voted  to  increase  the  State  assess- 
ment from  $10  to  $15.  This  was  in  May,  1947,  but 
of  course  did  not  become  operative  until  this  year 
(January  1,  1948). 

During  the  remainder  of  1947  expenses  of  opera- 
tion continued  to  increase.  There  were  still  a great 
many  members  of  the  Society  carried  on  our  books 
whose  dues  were  remitted  because  of  military  serv- 
ice. Another  factor  was  the  necessity  of  moving 
the  offices  and  enlarging  their  size.  This  latter  item 
entailed  a great  deal  of  additional  expense  and  an 
increased  personnel.  Therefore,  toward  the  close 
of  the  year  we  found  our  bank  balances  were  at  a 
perilously  low  figure,  and  it  became  necessary  for  the 
Board  of  Trustees  to  authorize  a loan  in  the  amount 
of  $50,000,  so  that  we  might  continue  to  pay  our 
current  bills. 

During  the  course  of  the  year  our  accounting  sys- 
tem has  been  modernized  and  brought  up  to  date 
in  many  respects.  The  work  in  the  accounting  de- 
partment has  increased  because  of  payroll  deductions 
for  withholding  tax,  social  security,  old  age  pension, 
and  also  the  proper  accounting  check  system,  office 
purchases,  salcs-advertising,  and  so  forth. 

The  Finance  Committee  has  set  up  a budget  which 
shows  an  estimated  surplus  at  the  end  of  the  en- 
suing fiscal  year  of  $38,302.  It  is  to  be  noted, 
however,  that  we  start  the  year  with  a deficit  of 
approximately  $50,000  chargeable  against  the  pre- 
ceding year,  and  it  is  going  to  be  only  by  the  closest 
application  of  economy  that  we  may  end  up  this 
year  in  a favorable  position. 

It  is  believed  that,  with  increased  membership, 
the  gradual  cessation  of  remissions  of  dues,  and  the 
increase  in  the  assessment,  we  will  again  be  able  to 
operate  within  our  dues  income.  However,  this 
supposition  is  predicated  on  a stable  economy.  If 
rapidly  rising  costs  should  continue,  we  may  again 
find  ourselves  in  the  same  position  we  were  in  last 


year  when,  as  an  example,  the  cost  of  publishing  the 
Directory  exceeded  the  previously  estimated  cost  by 
over  60  per  cent. 

In  closing  my  report  I should  like  to  express  my 
sincere  thanks  and  appreciation  to  all  members  of  the 
staff  of  the  Medical  Society  of  the  State  of  New 
York  for  their  helpfulness  and  cooperation  during 
the  past  year.  I also  wish  to  extend  my  deep 
personal  gratitude  to  the  Assistant  Treasurer,  Dr. 
Fenwick  Beekman,  for  his  able  and  kind  assistance 
on  a number  of  occasions  when  it  has  been  necessary 
for  him  to  function. 

Respectfully  submitted, 

James  R.  Reuling,  M.D.,  Treasurer 

March  11,  1948 

Auditors’  Certificate 

To  the  Hoard  of  Trustees,  Medical  Society  of  the  State 
of  New  York: 

We  have  examined  the  balance  sheet  of  the 
Medical  Society  of  the  State  of  New  York  as  of 
December  31,  1947,  and  the  statements  of  operating 
income,  financial  income  and  capital  for  the  year 
then  ended,  have  reviewed  the  system  of  internal 
control  and  the  accounting  procedures  of  the  Society 
and,  without  making  a detailed  audit  of  the  trans- 
actions, have  examined  or  tested  accounting  records 
of  the  Society  and  other  supporting  evidence,  by 
methods  and  to  the  extent  we  deemed  appropriate. 
Our  examination  was  made  in  accordance  with  gen- 
erally accepted  auditing  standards  and  included 
all  procedures  which  we  considered  necessary  in  the 
circumstances. 

We  did  not  confirm  the  unpaid  members’  dues 
by  correspondence  with  the  members. 

In  our  opinion,  the  accompanying  balance  sheet 
and  statements  of  operating  income,  financial  in- 
come and  capital  present  fairly  the  position  of  the 
Medical  Society  of  the  State  of  New  York  as  at 
December  31,  1947,  and  the  results  of  its  operations 
for  the  year  then  ended,  in  conformity  with  gener- 
ally accepted  account  ing  principles  applied  on  a basis 
consistent  with  that  of  the  preceding  year. 

Patterson  and  Ridgway 
Certified  Public  Accountants 

April  12,  1948 


1049 


1 050 


ADDITIOXAL  A. XX CAL  liLCORT 


[X.  V.  Slate  J.  M. 


Balance  Sheet — December  31,  1947 


ASSETS 


GENERAL  FUND 
Current  Assets 

Cash  in  banks  and  on  hand 

Accounts  Receivable ' 

Less:  Reserve  for  Doubtful  Accounts  and  for  Commissions 


10,871 .97 
948.35 


Advances  to  Veterans  Medical  Service  Plan  of  New  York,  Inc 

Due  from  Endowment  Fund 

Dues  Receivable — Net,  estimated 
Investments — 

At  Cost  (Market  or  Redemption  Value  $474,154.50)  (see  Notes  A and  B) . 

Accrued  Interest  Receivable 

Inventory  of  Paper  Stock .......  


Other  Assets 
Advance  Costs 

1948  Medical  Directory 

1948  Annual  Meeting 

Prepaid  Expenses  and  Deposits 


7,699.57 

1,332.91 

3,337.18 


Furniture  and  Fixtures — At  Nominal  Value 

ENDOWMENT  FUNDS 

Cash  in  Bank 


TOTAL  ASSETS 


$ 91,371.51 

9,923.62 

16,496.87 

50.00 

4,740.00 

455,229 . 70 
9,447 . 13 
7,089.04 

594,347.87 


12,369.66 

2.00 

12,313.39 

$619,032.92 


LIABILITIES  AND  CAPITAL 


GENERAL  FUND 
Current  Liabilities 

Bank  Loan  (see  Note  A) 

Accounts  Payable 

Commissions  Payable— Journal  and  Directory  Advertising  Sales 
Taxes  Payable 


$ 50,000.00 
36,735.57 
7,347.77 

4,421.45  $ 98,504.79 


Deferred  Income 

Prepaid  Journal  Advertising  and  Circulation 

Annual  Meeting — 1948 

Prepaid  1948  Membership  Dues 

Reserve  for  Future  Annual  Meetings 

Capital — General  Fund 


1,685.22 

14,482.50 

4,270.00  20,437.72 


10,000.00 

477,777.02 


ENDOWMENT  FUNDS 

Account  Payable 

Capital 

Lucien  Howe  Prize  Fund 

Merritt  H.  Cash  Prize  Fund. 

A.  Walter  Suiter  Lectureship  Fund 


50.00 


4,919.16 

1,958.40 

5,385.83 


12,313.39 


TOTAL  LIABILITIES  AND  CAPITAL 


$ 619,032.92 


Note  A:  U.S.  Treasury  bonds  in 

Note  B:  U.S.  Treasury  bonds  in 

for  the  Annual  Meeting  Reserve. 


the  amount  of  $101,000.00  (par)  have  been  pledged  as  collateral  on  the  bank  loan, 
the  amount  of  $60,000.00  have  been  earmarked  for  the  Journal  Reserve  and  $1U,UUU.UU 


May  1,  1948| 


i;i:i‘()irr  or  the  theasuheh 
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CASH  IN  BANKS  AND  ON  HAND 
DECEMBER  31,  1947 


General  Funds $ 63,680.66 

Investment  Funds 27,690.85 

Total  Cash $ 91,371.51 


ENDOWMENT  FUNDS 

Union  Dime 
Savings  Bank 


Lucien  Howe  Prize  Fund $ 4,919.16 

Merritt  H.  Cash  Prize  Fund 1,958.40 

A.  Walter  Suiter  Lectureship  Fund 5,435.83 


$ 12,313.39 


STATEMENT  OF  OPERATING  INCOME  AND  EXPENSES 
For  the  Year  Ended  December  31,  1947 


Operating  Income 

Members’  Dues — Year  1947 $ 184,120.00 

Less:  Reserve 1,970.00 


Less:  Allocation  to  Journal  Circulation  Income,  as  Authorized  by  the 
Board  of  Trustees. . 


Arrears  (after  reserve) ...  

Operating  Income  from  the  Joi  RNAi $ 5,076.05 

Plus  allocation  of  Dues. . . 52,335.00 


Sundry 


182.150.00 
52,335.00 

129.815.00 
182.00 * 

57,411.05 

29.65 


Operating  Expenses 

Administrative 

Public  Relations  Bureau ... 

Medical  Directory,  net 

Annual  Meeting 

Legislative  Bureau — Albany  ( Mice 
Counsel — Retainer  and  Expenses ....... 

Traveling  Expenses 

Planning  Committee  for  Medical  Policies 
Workmen’s  Compensation  Bureau 

Bureau  of  Medical  Care  Insurance 

Scientific  Activities 

Malpractice  Defense  and  Insurance  Board 

Committee  on  Cults 

District  Branches 

Woman’s  Auxiliary 

Moving  Expenses  (including  additional  equipment) 

Veterans  Medical  Service  Plan  of  New  York.' 

Excess  Total  oe  Operating  Expenses  over  Income 


187,073  70 


80,169.09 
24,689.63 
59,395 . 68 
1,501.23 
17,220.06 
16,546.58 
11,035.61 
522.02 
17,609.21 
12,886. 14 
16,247.83 
1,552.12 
331  70 
1,763.62 
1,132.00 
19,316.40 

1,692.89  283,611.81 


s m/tds  ii' 


* Italics  denote  figures  in  red. 
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STATEMENT  OF  FINANCIAL  INCOME,  EXPENSE  AND  CAPITAL 
For  the  Year  Ended  December  31,  1947 


Balance  at  January  1,  1947 

Additions: 

Interest  on  Bank  Balances 

Income  from  Securities 

Profit  (Net)  from  Sale  of  Securities 

Transferred  from  Reserve  for  Future  Annual 

Meetings 

Final  Payment.  Received 

General 

Fund 

$ 544,799.81 

501.06 

18,348.25 

9,733.64 

1,630.88 

Lucien  Howe 
Prize  Fund 
$ 4,846.19 

72.97 

Merritt  H. 
Cash  Prize 
Fund 

$ 1,929.36 
29.04 

A.  W.  Suiter 
Lectureship 
Fund 
$ 4,497.22 

77.60 

861.01 

$ 575,013.64 

$ 4,919. 16 

.$  1,958.40 

$ 5,435.83 

Deductions 

Excess  of  Operating  Expenses  Over  Income. . . 

Custodian  and  Investment  Service  Fees 

Prizes 

Inventory  of  Medical  Directories  (1941-42) 
Written  Off 

$ 96,538.11 
554.99 

143.52 

$50.00 

97,236.62 

50.00 

Balance  at  December  31,  1947 

$ 477,777.02 

$ 4,919.16 

$ 1,958.40 

$ 5,385 . 83 

INVESTMENTS 

The  investments  of  the  Society  (General  Fund)  are  summarized  as  follows: 

Cost  Market 


U.S.  Government  Bonds  (see  Note  A) 

Railroad  Bonds 

Mortgage 

Preferred  Stocks 

Common  Stocks 


270,765.42 

11,997.25 

5,291.50 

22,516.49 

144,659.04 


$278,452.37 

10,230.38 

5,291.50 

21,972.50 

158,207.75 


Total $ 455,229 . 70  $ 474,154,50 

These  securities  are  in  the  possession  of  the  Chase  National  Bank  as  Custodian  for  the  Trustees  of  the 
Medical  Society  of  the  State  of  New  York. 

Note  A:  U.S.  Treasury  bonds  in  the  amount  of  $101,000.00  have  been  pledged  as  collateral  on  the  bank  loan. 


NECROLOGY 


Edmund  J.  Barnes,  M.D.,  Ossining,  died  on  March 
23  at  the  age  of  seventy-one.  A graduate  of  New 
York  University  and  Bellevue  Medical  College  in 
1909,  Dr.  Barnes  interned  at  St.  John’s  Hospital, 
Yonkers,  and  served  as  a specialist  in  mental  dis- 
eases on  the  staffs  of  Manhattan  State  Hospital 
and  Bellevue  Hospital,  New  York  City.  During 
World  War  I he  was  assistant  chief  alienist  at  Camp 
Dix,  New  Jersey.  In  1923  he  bought  Greenmount- 
on-Hudson  Sanatorium,  Ossining,  and  since  1937 
had  been  its  director.  Dr.  Barnes  was  a member  of 
the  Westchester  County  and  New  York  State  medi- 
cal societies,  the  American  Medical  Association,  and 
the  New  York  Society  for  Clinical  Psychiatry. 


Leon  F.  Garrigues,  M.D.,  New  York  City,  died  on 
April  4.  He  was  seventy-eight  years  of  age.  He 
received  his  medical  degree  from  New  York  Uni- 
versity College  of  Medicine  in  1891.  Dr.  Garrigues 
had  served  on  the  staffs  of  Mount  Sinai  and  St. 
Mark’s  hospitals,  New  York  City,  and  the  Jersey 
City,  New  Jersey,  Medical  Center.  For  many 
years  he  was  associated  with  the  old  West  Side 
German  Dispensary,  New  York  City,  and  was  a 
member  of  the  courtesy  staff  of  the  dispensary’s 
successor,  the  West  Side  Hospital.  For  a five- 
year  period  he  was  resident  physician  at  California 
Women’s  Hospital,  San  Francisco.  Dr.  Garrigues 
was  a member  of  the  New  York  State  and  County 
medical  societies  and  the  American  Medical  Associa- 
tion. 


Pasquale  Giliberti,  M.D.,  New  York  City,  died 
on  October  29,  1946.  He  was  seventy-two  years  of 
age.  Dr.  Giliberti  was  graduated  from  New  York 
University  College  of  Medicine  in  1897. 


Philip  Goldstein,  M.D.,  of  New  York  City,  died 
on  October  27,  1946,  at  the  age  of  seventy-six.  He 
was  graduated  from  New  York  University  in  1892. 


John  Goodwin  Grimley,  M.D.,  of  New  York 
City,  died  on  March  4.  He  was  sixty-six  years  of 
age.  In  1909  Dr.  Grimley  received  his  medical 
degree  from  Fordham  University,  College  of  Medi- 
cine. One  of  the  founders  of  Columbus  Hospital, 
New  York  City,  he  later  became  chief  surgeon 
there.  During  the  first  World  War  he  served  as  a 
colonel.  In  1939  and  1940,  Dr.  Grimley  was  special 
deputy  Health  Commissioner  at  the  New  York 
World’s  Fair  and  responsible  for  the  health  of  the 
millions  of  visitors.  He  was  a member  of  the  New 
York  State  and  County  medical  societies  and  the 
American  Medical  Association. 


John  Thomas  Hopkins  Hogan,  M.D.,  of  Troy, 
died  on  March  30.  He  was  sixty-one  years  of  age. 
He  was  graduated  from  Albany  Medical  College  in 
1914.  Dr.  Hogan  was  among  the  first  six  American 
physicians  to  enter  foreign  soil  in  World  War  I 
and  was  the  first  American  doctor  to  be  placed  in 


charge  of  a British  hospital.  He  held  membership 
in  the  American  Medical  Association,  and  the  New 
York  State  and  Rensselaer  County  medical  socie- 
ties. He  was  consulting  physician  at  the  Troy 
Hospital. 

Thomas  A.  Kerr,  M.D.,  of  Lewiston,  died  on 
March  20  at  the  age  of  eighty-four.  He  was  gradu- 
ated from  the  University  of  Vermont,  College  of 
Medicine,  in  1885.  Dr.  Kerr  was  Lewiston’s  first 
town  and  village  health  officer.  He  was  a member 
of  the  American  Medical  Association  and  the  New 
York  State  and  Niagara  County  medical  societies. 


Ludwig  Koempel,  M.D.,  died  on  December  31, 
1947,  at  the  age  of  eighty-two.  His  home  was  in 
Brooklyn.  Dr.  Koempel  was  graduated  from  the 
Long  Island  College  Hospital  in  1899.  He  was  at- 
tending surgeon  at  Bethany  Deaconess  Hospital, 
Brooklyn.  He  was  a member  of  the  Kings  County 
and  New  York  State  medical  societies  and  the  Amer- 
ican Medical  Association. 


Lawrence  Levy,  M.D.,  the  Bronx,  died  on  Septem- 
ber 14,  1946.  He  was  fifty  years  of  age.  Dr.  Levy 
was  graduated  from  Cornell  University,  College  of 
Medicine,  in  1923. 


Frederick  W.  Rice,  M.D.,  died  at  his  home  in  New 
York  City  on  March  30.  He  was  sixty-eight  years 
of  age.  A practicing  obstetrician  in  New  York  City 
for  almost  forty  years,  Dr.  Rice  was  a member  of 
the  department  of  obstetrics  at  New  York  Univer- 
sity, College  of  Medicine,  for  twenty-one  years.  He 
resigned  his  professorship  and  his  post  as  attending 
obstetrician  at  Bellevue  Hospital  in  1934,  but  con- 
tinued as  consultant  at  Bellevue.  From  1930  to 
1943  he  was  a member  of  the  administrative  board 
of  Doctor's  Hospital,  New  York  City,  and  chairman 
of  the  hospital’s  committee  on  obstetrics. 


Dr.  Rice  was  also  consultant  to  the  Holy  Angels 
Hospital,  Teaneck,  New  Jersey;  Margaret  Hague 
Memorial  Hospital,  Jersey  City,  New  Jersey;  and 
Norwalk  General  Hospital,  South  Norwalk,  Con- 
necticut. He  was  a fellow  of  the  American  College 
of  Surgeons  and  a member  of  the  Academy  of  Medi- 
cine and  the  New  York  Obstetrical  Society.  Dr. 
Rice  received  his  medical  degree  from  Columbia 
University,  College  of  Physicians  and  Surgeons,  in 
1906. 


Anthony  Edward  Sojewicz,  M.D.,  Syracuse,  died 
on  February  17.  He  was  thirty-nine  years  of  age. 
He  was  graduated  from  the  College  of  Medicine, 
Syracuse  University,  in  1934,  and  served  his  intern- 
ship at  St.  Mary's  Hospital,  Detroit,  Michigan. 
In  1936  he  opened  his  office  in  Syracuse.  Dr. 
Sojewicz  served  in  the  Army  Medical  Corps  in 
World  War  II.  He  was  a member  of  the  Onond:  ga 
County  and  New  York  State  medical  societies  and 
the  American  Medical  Association. 
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Lasker  Award  for  Outstanding  Service  in  Mental  Hygiene 


HP  HE  1948  Lasker  Award  of  $1,000  for  outstanding 
L service  in  mental  hygiene  will  be  presented  for  a 
recent  significant  contribution  to  the  education  of 
the  physician  in  the  psychologic  aspects  of  the 
practice  of  medcine  (by  “physician”  is  specified  the 
nonpsychiatric  medical  •practitioner),  it  was  an- 
nounced in  April  by  Dr.  George  S.  Stevenson,  medi- 
cal director  of  the  National  Committee  for  Mental 
Hygiene.  The  work  of  the  candidates  for  the  award 
must  have  been  accomplished  or  generally  accepted 
during  the  past  year  or  two.  Presentation  of  the 
award  will  be  made  at  the  annual  meeting  of  the 
National  Committee  for  Mental  Hygiene  to  be  held 
on  November  3 and  4 in  New  York. 

The  Lasker  Award  was  established  in  1944  by  the 
Albert  and  Mary  Lasker  Foundation  and  was  pre- 
sented in  that  year  to  Colonel  William  C.  Men- 
ninger,  M.C.,  chief  consultant  in  neuropsychiatry, 
Office  of  the  Surgeon  General,  U.S.  Army,  for  his 
outstanding  contribution  to  the  mental  health  of 
men  and  women  of  the  armed  forces. 

Subsequent  awards  have  been  made  to  Dr.  John 


Rawlings  Rees,  consultant  in  psychiatry  to  the 
Directorate  of  Psychiatry  of  the  British  Army,  and 
Major  General  G.  Brock  Chisholm,  deputy  minister 
of  national  health,  Federal  Department  of  National 
Health  and  Welfare,  Canada,  for  outstanding  service 
in  rehabilitation;  to  Dr.  D.  It.  Sharpe,  of  the  Cleve- 
land Baptist  Association,  and  Mr.  Walter  Lerch,  of 
the  Cleveland  Press,  for  outstanding  contribution  to 
the  improvement  of  mental  hospitals;  to  Dr.  W. 
Horsley  Gantt,  of  Johns  Hopkins  University,  for 
significant  investigation  into  behavior  deviation; 
and  to  Miss  Catherine  Mackenzie,  of  the  New  York 
Times,  and  Mr.  Lawrence  K.  Frank,  of  the  Caroline 
Zachary  Institute  of  Human  Development,  New 
York  City,  for  most  significant  contributions  to 
popular  adult  education,  especially  in  parent-child 
relationships. 

Anyone  may  submit  nominations,  which  should 
be  forwarded  by  September  1 to  the  National  Com- 
mittee for  Mental  Hygiene,  at  1790  Broadway,  New 
York  City  19.  Further  information  will  be  supplied 
on  request. 


Institute  for  Research  in  Psychotherapy 


'“PHE  ASSOCIATION  for  the  Advancement  of 
Psychotherapy,  in  cooperation  with  the  New 
York  Consultation  Center,  has  organized  the  Insti- 
tute for  Research  in  Psychotherapy. 

The  program  for  the  Institute  will  include:  (1) 


Training,  (2)  Therapy,  (3)  Research,  (4)  Education. 

Further  information  on  this  program  may  be  ob- 
tained from  Dr.  Emil  A.  Gutheil,  Director  of  Educa- 
tion, Institute  for  Research  in  Psychotherapy,  Inc., 
218  East  70th  Street,  New  York  City  21. 


Grants  Made  for  Alcoholism  Research 


RESEARCH  into  the  causes  and  treatment  of 
alcoholism  is  assured  by  two  grants  recently, 
from  the  Research  Council  on  Problems  of  Alcohol, 
to  New  York  schools,  according  to  an  announcement 
by  Joseph  Hirsh,  acting  director  of  the  Council. 

"A  grant  of  $30,000  went  to  Cornell  University 
Medical  College,  as  the  second  installment  of  a five- 
year  project  at  the  New  York  Hospital-Cornel  1 


Medical  Center,  which  is  under  the  direction  of  Dr. 
Oskar  Diethelm,  professor  of  psychiatry  at  Cornell 
and  psychiatrist-in-chief  of  the  New  York  Hospital. 

New  York  University,  College  of  Medicine,  re- 
ceived $20,000  for  a study  on  biochemical  and  endo- 
crinologic  factors  in  alcoholism.  This  study  is  to  be 
undertaken  in  the  department  of  medicine,  under  the 
direction  of  Dr.  James  .1.  Smith. 


American  College  of  Surgeons  Approves  Use  of  Nurse  Anesthetists 


THE  BOARD  of  Regents  of  the  American  College 
of  Surgeons,  at  a meeting  in  February,  adopted  a 
resolution  commending  the  services  of  nurses  who 
have  had  special  training  in  the  administration  of 
anesthesia  and  recommending  the  continuance  of 
training  courses  in  this  field  for  nurses. 

The  resolution  reads  as  follows:  “The  American 
College  of  Surgeons  regards  with  deep  concern  the 
actions  of  some  physician  anesthesiologists  in  giving 
the  impression  to  the  laity  in  the  public  press  that  it 
is  unsafe  for  experienced  nurse  anesthetists  to  con- 


duct surgical  anesthesia.  While  it  supports  the  in- 
creasing tendency  of  having  physician  anesthesiolo- 
gists in  charge  of  surgical  anesthesia,  it  deplores  at 
this  time  any  propaganda  for  the  elimination  of  the 
trained  nurse  anesthetist.  On  the  contrary,  the 
American  College  of  Surgeons  is  of  the  opinion  that, 
in  view  of  inadequacy  in  the  number  of  t he  physician 
anesthesiologists  and  in  view  of  the  splendid  record 
of  achievement  of  the  nurse  anesthetists,  institu- 
tions engaged  in  the  training  of  nurses  for  this 
should  be  encouraged  to  continue  their  programs. 


I On-! 
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National  Society  Opens  First  Clinic  to  Study  Multiple  Sclerosis 


THE  FIRST  research  clinic  in  a projected  series  of 
clinics  to  investigate  the  incapacitating  nerve 
disease,  multiple  sclerosis,  was  opened  in  March  at 
the  Beth  Israel  and  Boston  State  hospitals  in  Boston, 
Massachusetts,  through  a grant  from  the  National 
Multiple  Sclerosis  Society,  with  headquarters  in  the 
New  York  Academy  of  Medicine  Building,  New 
York  City. 


Another  clinic  will  be  opened  soon  in  the  Albany 
Hospital,  Albany.  Neurologists  of  the  Albany 
Medical  College  will  cooperate  with  the  Division  of 
Research  and  Laboratories  of  the  New  York  State 
Department  of  Health  in  conducting  the  research, 
it  was  announced.  As  soon  as  funds  permit,  the 
Society  will  establish  other  multiple  sclerosis  re- 
search clinics  in  leading  cities  across  the  country. 


Psychiatric  Residencies  Available  in  Kings  County 


'T'HE  PSYCHIATRIC  Division  of  the  Kings 
-F  County  Hospital,  Brooklyn,  has  been  approved 
for  psychiatric  residency  training,  and  has  a number 
of  residents’  positions  available  for  appointment, 
according  to  an  announcement  by  Dr.  Sam  Parker, 
director  of  psychiatry. 

This  is  a new  and  completely  self-contained 
psychiatric  hospital,  comprising  laboratories,  all 
medical  and  surgical  facilities,  complete  psychiatric 
and  therapeutic  service,  as  well  as  a full  time  Mental 
Hygiene  Clinic,  handling  every  form  of  adult  and 
child  psychiatric  problem  in  the  community.  These 
services  include  separate  childrens’  and  adolescents’ 
psychiatric  wards,  prisoners,  alcoholics,  geriatics, 


psychoneurotics  and  psychotics,  as  well  as  psycho- 
somatic consultation  on  medical  services  of  the  gen- 
eral hospital.  There  are  also  a psychiatric  library 
and  an  intimate  consultation  relationship  with 
pediatric,  neurosurgical  and  neurologic  services  of 
the  general  hospital. 

This  hospital  is  now  affiliated  with  the  Long 
Island  College  of  Medicine,  and  opportunities  are 
available  for  degrees  in  graduate  work  during  the 
residency.  The  standard  residents’  salary  of  New 
York  City  Department  of  Hospitals  is  81,560,  with 
maintenance.  Appointments  with  “living  out’’  can 
be  arranged,  but  no  salary  increase  in  lieu  of  main- 
tenance is  provided. 


More  Children  Should  Be  Protected  Against  Diphtheria 


SEVENTEEN  upstate  municipalities  are  on  the 
honor  roll.  They  have  immunized  at  least  70 
per  cent  of  their  preschool  population  against  diph- 
theria. According  to  the  records  of  the  State  De- 
partment of  Health  these  municipalities  are: 

Binghamton,  Hudson,  Irondequoit,  Little  Falls, 
Mamaroneck,  Middletown,  Newburgh,  Niagara 
Falls,  Ogdensburg,  Ossining,  Oswego,  Peekskill, 
Port  Chester,  Rochester,  Syracuse,  Watertown,  and 
White  Plains. 


Figures  are  based  on  populations  estimated  by 
births  and  deaths  as  of  December  31,  1947.  The  ac- 
tual number  of  immunizations  reported  as  having 
been  done  in  1947  was  36  per  cent  less  than  in  1946. 

The  number  of  cases  of  diphtheria  is  yet  consider- 
ably above  the  number  reported  in  the  period  1940 
through  1944,  when  an  average  of  only  65  eases 
occurred  yearly.  In  1946  there  were  339  cases  and 
30  deaths,  and  in  1947,  209  cases  and  12  deaths.  So 
far  1 his  year,  a total  of  34  cases  has  been  reported. 


MEETINGS 

PAST 


New  York  Council  of  Surgeons 

Dr.  Arthur  Ettinger,  associate  roentgenologist  at 
Morrisania  City  Hospital,  spoke  on  “Interesting 
X-Ray  Cases”  at  the  meeting  of  the  New  York 
Council  of  Surgeons  April  6 at  the  Parkchester  Gen- 
eral Hospital,  the  Bronx. 

New  York  Chapter,  Association  of  Military 
Surgeons  of  the  United  States 

To  consider  the  problems  of  medical  emergencies 
for  New  York  City,  a joint  meeting  of  the  New 
York  Chapter  of  the  Association  of  Military  Sur- 
geons of  the  United  States  and  the  New  York 
Academy  of  Medicine  was  held  on  April  6 at  the 
Academy. 

The  program  included  the  following  addresses: 
“Lessons  Learned  in  Work!  War  IT  Relating  to 
Medical  Emergency  Preparedness,”  Dr.  George 
Baehr,  president,  New  York  Academy  of  Medicine; 
“The  Problems  of  Disaster  Control  in  the  Event  of 
Atomic  Warfare,”  Captain  George  M.  Lyon,  MC, 
IBNR,  chief  of  Radio  Isotope  Section,  Central 
Veterans  Administration;  “Current  Studies  of 


Federal  Medicine,”  Rear  Admiral  Joel  T.  Boone, 
MC,  USN,  executive  secretary,  Committee  on  Medi- 
cal and  Hospital  Services  of  the  Armed  Forces,  and 
“Medical  Cooperation  in  Civilian  Defense,”  Briga- 
dier General  George  E.  Armst  rong,  Deputy  Surgeon 
General,  U.S.  Army. 

Society  of  Medical  Jurisprudence 

Problems  of  aging  were  discussed  at  the  633rd 
regular  meeting  of  the  Society  of  Medical  Jurispru- 
dence, held  April  12  at  the  New  York  Academy  of 
Medicine.  Speakers  and  their  topics  included:  Dr. 
Frederic  I).  Zeman,  clinical  lecturer  in  medicine 
Columbia  University,  College  of  Physicians  ami 
Surgeons,  and  consultant,  Adjunct  Geriatric  Serv- 
ice, Willard  Parker  Hospital,  “Social  and  Medical 
Problems  of  Our  Aging  Population”;  Dr.  Sigmund 
Epstein,  “Lantern  Slide  Presentation  Showing 
Senile  Bowing  of  the  Spine,  and  Origin  of  the  Term 
‘Geriatrics’  from  Ancient  Greek  Art  Reproduction,” 
and  Richmond  J.  Reese,  “Legal  Aspects  of  the  Sub- 
ject., with  Special  Reference  to  Age  in  Relation  t<> 
Testamentary  ( ’apacity.” 
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FUTURE 


Long  Island  College  of  Medicine 

Alumni  Day  of  the  Long  Island  College  of  Medi- 
cine will  be  celebrated  on  Saturday,  May  8,  with  the 
68th  annual  dinner  meeting  to  be  held  at  the 
Knights  of  Columbus  Club,  Brooklyn. 

Speakers  will  be  Dr.  A.  W.  Martin  Marino,  presi- 
dent of  the  Alumni  Association,  and  Dr.  J.  A.  Cur- 
ran, president,  Long  Island  College  of  Medicine. 
The  class  of  1898,  the  50-year  class,  and  the  class  of 
1923,  the  25-year  class,  will  be  honored  by  special 
seating  arrangements. 

American  Psychiatric  Association 

Psychiatric  developments  in  the  treatment  of 
mental  diseases  in  the  Veterans  Administration, 
state  institutions,  general  hospitals,  and  in  home, 
school,  and  job  adjustments  in  the  community  are 
included  in  the  program  for  the  104th  annual  meet- 
ing of  the  American  Psychiatric  Association,  to  be 
held  May  17  through  May  20  at  the  Statler  Hotel, 
Washington,  D.C. 

Among  the  more  than  100  papers  to  be  presented 
will  be  a report  on  the  use  of  glutamic  acid  for  en- 
hancing mental  functioning,  specifically  in  mongol- 
ism, by  Drs.  Frederic  T.  Zimmerman,  Bessie  B. 
Burgemeister,  and  Tracy  J.  Putnam,  all  of  New  York 
City. 

Nassau  County  Health  Department 

A symposium  on  rehabilitation,  arranged  as  post- 
graduate instruction  by  the  Council  Committee  on 
Public  Health  and  Education  of  the  State  Society 
for  the  Nassau  County  Health  Department  and  the 
Nassau  County  Medical  Society,  will  be  given  Tues- 
day, May  25,  at  2:00  p.m.  at  the  Cathedral  House, 
Garden  City,  Long  Island. 

Speakers  will  be  Dr.  Francis  Carr,  attending 
physician,  Hospital  for  Special  Surgery,  New  York 


City,  whose  topic  is  “Rehabilitation  of  the  Polio 
Patients,”  and  Dr.  George  G.  Deaver,  professor  of 
clinical  rehabilitation  and  physical  medicine,  New 
York  University  College  of  Medicine,  on  “What 
Can  Be  Done  for  Cerebral  Palsy.” 

American  Neurological  Association 

The  annual  meeting  of  the  American  Neurological 
Association  will  be  held  in  Atlantic  City,  New  Jer- 
sey, on  June  14,  15,  and  16,  1948,  with  headquarters 
at  the  Claridge  Hotel. 

Further  information  may  be  obtained  from  Dr.  H. 
Houston  Merritt,  secretary,  Montefiore  Hospital, 
Gun  Hill  Road,  New  York  City  67. 

State  Conference  of  Health  Officers  and  Public 
Health  Nurses 

The  annual  conference  of  Health  Officers  and 
Public  Health  Nurses  will  be  held  in  Saratoga 
Springs  from  July  21  to  23,  1948.  The  plans  in- 
clude five  general  sessions  beginning  on  the  morning 
of  Wednesday,  July  21,  and  ending  at  noon  on  Fri- 
day, July  23. 

The  program  on  Tuesday,  July  20,  will  be  devoted 
to  the  meeting  of  the  New  York  State  Association  of 
School  Physicians  and  the  New  York  State  School 
Nurse  Teachers  Association,  and  to  such  preliminary 
meetings  of  public  health  personnel  as  may  be  de- 
sired. Headquarters  will  be  at  the  Grand  Union 
Hotel. 

New  York  Academy  of  Medicine 

The  21st  Graduate  Fortnight  of  the  New  York 
Academy  of  Medicine  will  be  held  this  year  from 
October  4 to  15,  1948.  The  topic  will  be  “Ad- 
vances in  Therapy.” 

For  further  information,  apply  to  Dr.  Mahlon 
Ashford,  2 East  103rd  Street,  New  York  City  29. 
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PERSONALITIES 


Awarded 

The  Passano  Foundation  award  of  $5,000  will  be 
made  this  year  to  Dr.  Helen  B.  Taussig,  associate 
professor  of  pediatrics,  and  Dr.  Alfred  Blalock,  pro- 
fessor of  surgery,  Johns  Hopkins  Medical  School, 
Baltimore,  Maryland.  The  formal  presentation  will 
be  made  on  June  23,  during  the  week  of  the  Ameri- 
can Medical  Association  convention,  in  Chicago. 

Drs.  Taussig  and  Blalock  developed  the  success- 
ful operative  procedure  for  the  relief  of  the  tetral- 
ogy of  Fallot,  first  undertaken  at  Johns  Hopkins  in 
1944,  and  since  carried  out  on  over  600  patients  at 
this  hospital  alone. 

Certified 

Dr.  Kenneth  J.  Harmon,  Tonawanda  and  Nia- 
gara Falls,  a member  of  the  faculty  of  the  Univer- 
sity of  Buffalo  Medical  School  and  of  the  staff  of 
the  Edward  J.  Meyer  Memorial  Hospital,  Buffalo, 
and  of  Memorial  and  St.  Mary’s  hospitals,  Niagara 
Falls,  has  been  certified  by  the  American  Board  of 
Orthopedic  Surgery. 

Appointed 

Dr.  C.-E.  A.  Winslow,  formerly  professor  of  pub- 


lic health,  School  of  Medicine,  Yale  University; 
Dr.  Donald  B.  Armstrong,  vice-president,  Metro- 
politan Life  Insurance  Company,  and  Dr.  Bruno 
Gebhard,  director  of  the  Cleveland  Health  Museum, 
reappointment  as  consultants  to  the  Office  of  Pub- 
lic Health  Education,  New  York  State  Department 
of  Health. 

Dr.  Harold  W.  Brown,  professor  of  parasitology, 
Columbia  University,  College  of  Physicians  and 
Surgeons,  as  acting  director  of  the  university’s 
School  of  Public  Health.  . .Dr.  Harold  B.  Davidson, 
president,  New  York  County  Medical  Society,  as 
chairman  of  the  doctors’  division  of  the  1948  Joint 
Campaign  of  the  New  York  City  Cancer  Com- 
mittees. . .Colonel  Mark  A.  Freedman,  assistant 
hospital  director,  Bronx  Hospital,  as  new  com- 
mander of  the  373rd  Convalescent  Hospital,  Or- 
ganized Army  Reserve  Corps,  the  Bronx... Dr 
Howard  Reid  Craig,  director,  New  York  Academy 
of  Medicine,  as  chairman  of  the  professional  group 
for  the  cancer  drive. 
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Speakers 

Dr.  John  J.  Curley,  urologist  at  Troy  Hospital,  at 
a dinner  meeting  of  the  Industrial  Nurses’  sections 
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of  Districts  Nine  and  Ten  at  the  Troy  Club  on 
February  17.  Dr.  William  Goldring,  New  York 
University  School  of  Medicine,  on  “Present  Status 
of  the  Medical  and  Surgical  Treatment  of  Hyper- 
tension” as  first  lecture  in  annual  Samuel  Strausberg 
Memorial  Lecture  Series,  sponsored  by  medical 
staff  of  Beth-El  Hospital,  Brooklyn,  on  February 
17... Dr.  Harold  W.  Kipp,  Ossining,  on  “Recent 
Advances  in  Surgery”  at  a meeting  of  the  Ossining 
Rotary  Club  on  April  7. 

Dr.  Eli  Leven,  chairman  of  heart  committee  of 
Monroe  County  Medical  Society,  on  “Rheumatic 
Fever”  at  a meeting  of  the  Brighton  Child  Study 
Group  on  March  2 in  Brighton. . .Dr.  Milton  I. 
Levine,  assistant  professor  of  pediatrics,  Cornell 
University  Medical  College,  on  “The  Sex>  Problems 
of  the  Growing  Child”  at  the  second  of  the  Child 
Study  Lecture  and  Discussion  Series,  sponsored  by 
the  School  Community  Association,  March  8,  in 
Manhasset. . .Dr.  Andre  Lwoff  of  the  Pasteur  In- 
stitute, Paris,  France,  on  April  7,  delivered  the  45th 
annual  Christian  A.  Herter  Lecture  at  New  York 
University  College  of  Medicine,  on  “Aspects  of 
Biochemical  Evolution.” 

Dr.  M.  Edward  Marten,  Brooklyn,  as  chairman 


of  the  session  on  “Medico-Legal  Aspects  of  Neo- 
plasia” at  the  meeting  of  the  American  Association 
for  the  Study  of  Neoplastic  Diseases,  April  15,  16, 
and  17,  at  Garfield  Memorial  Hospital,  Washing- 
ton, D.C. . . .Dr.  Ramsey  Spillman,  New  York  City, 
as  chairman  of  the  session  on  “Radiation”  at  the 
same  meeting.  . .Dr.  John  Remington,  Jr.,  consul- 
tant at  Rochester  State  Hospital,  on  cancer,  at  a 
meeting  of  the  Practical  Nurses  of  New  York,  West- 
ern Division,  on  March  2 in  Rochester. 

New  Offices 

Dr.  Gunter  J.  Bach,  Long  Island  City,  general 
practice  in  Croghan . . . Dr.  Hamilton  Boyd,  recently 
discharged  from  medical  department  of  U.S.  Army 
Air  Force,  practice  of  obstetrics  in  Kingston.  . .Dr. 
Louis  Eisenberg,  Long  Island  City,  general  practice 
in  Canisteo.  . Dr.  Frank  R.  Hall  and  Dr.  Loren  B. 
Manchester,  joint  offices  for  general  practice  in 
Batavia.  . .Dr.  Sidney  C.  Werner,  consultant  at 
Grasslands  Hospital,  Valhalla,  and  a member  of 
teaching  staff  at  Columbia-Presbyterian  Hospital, 
New  York  City,  general  practice  in  Scar-sdale.  . Dr. 
Ronald  P.  Smith,  formerly  of  Watertown,  practice 
of  ophthalmology  in  Plattsburg. 


COUNTY  NEWS 


Albany  County 

Dr.  Ralph  Colp,  clinical  professor  of  surgery, 
Columbia  University,  College  of  Physicians  and 
Surgeons,  spoke  on  “Various  Aspects  of  Gallbladder 
Disease”  at  the  meeting  of  the  Albany  County  Medi- 
cal Society  on  March  24  at  the  Albany  College  of 
Pharmacy.  Drs.  Edward  Sharkey  and  Harry  Jas- 
per discussed  the  paper. 

Drs.  Lewis  W.  Barton,  Crawford  J.  Campbell, 
and  Dominick  A.  Papandrea  have  been  elected  to 
membership  in  the  Albany  County  Medical  Society. 


Dr.  Morris  Fishbein,  Chicago,  editor  of  the 
Journal  of  the  American  Medical  Association,  was 
guest  speaker  at  the  third  annual  dinner  for  phy- 
sicians of  Albany  and  Rensselaer,  given  by  the  Al- 
bany Pharmaceutical  Association  on  April  29  in 
Albany. 

Bronx  County  • 

“The  Lie  Detector  and  Its  Functions”  was  the 
topic  of  the  March  meeting  of  the  Bronx  County 
Medical  Society,  held  March  17  at  the  Concourse 
Plaza  Hotel.  Speakers  were  Joseph  F.  Kubis, 
Ph.D.,  associate  professor  of  psychology,  Fordham 
University  Graduate  School,  and  Mr.  Louis  Susman, 
former  president  of  the  Bronx  County  Bar  Associa- 
tion. 

The  meeting  program  was  arranged  by  the  Public 
Relations  Committee  of  the  County  Society. 

Broome  County 

Endorsement  of  Broome  County’s  new  blood  bank 
project  was  voted  at  the  February  meeting  of  the 
Broome  County  Medical  Society,  and  announced  in 
a letter  from  Dr.  Raymond  S.  McKeeby,  secretary, 
to  Mr.  George  F.  Mulqueen,  chairman  of  the  Pub- 
lic Health  Committee  of  the  County  Board  of  Super- 
visors. 


The  sum  of  $25,000  has  been  appropriated  by  the 
Board  of  Supervisors  for  establishing  and  operating 
a county  blood  bank  this  year,  with  reimbursement 
up  to  $10,000  assured  by  the  State  to  help  finance  the 
first  year’s  operation. 

Cattaraugus  County 

Dr.  Herbert  H.  Bauckus,  Buffalo,  and  Dr.  William 
Smith,  Olean,  spoke  on  “Socialized  Medicine,”  and 
Mr.  Thomas  E.  Walsh,  field  representative  of  the 
State  Society’s  Public  Relations  Office,  spoke  on 
“Legislation”  at  the  meeting  of  the  Cattaraugus 
County  Medical  Society  and  Woman’s  Auxiliary, 
held  February  12  in  Olean. 


An  eight-page  pamphlet,  Your  Health  Depart- 
ment, has  been  prepared  and  distributed  by  the 
Cattaraugus  County  Health  Department,  including 
pictures  and  explanatory  text  on  the  application  and 
importance  of  many  of  the  department’s  activities. 

Clinton  County 

Dr.  Ivan  Ilekimian,  assistant  professor  of  medi- 
cine and  associate  in  therapeutics,  University  of 
Buffalo  School  of  Medicine,  spoke  on  “The  Modern 
Management  of  Thyroid  Dystrophy”  at  the  meeting 
of  the  Clinton  County  Medical  Society  on  April  15 
at  the  Champlain  Valley  Hospital,  Plattsburg. 

This  postgraduate  instruction  was  arranged  for 
the  County  Society  by  the  Council  Committee  on 
Public  Health  and  Education  of  the  State  Society, 
in  cooperation  with  the  State  Department  of  Health. 

Delaware  County 

A hospital  survey  committee  of  the  Delaware 
County  Medical  Society  has  advocated  construction 
of  six  50-bed  hospitals  at  points  throughout  the 
county,  it  was  reported  at  a meeting  of  the  County 
Society  in  Delhi.  ' 
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In  advocating  several  hospitals  at  strategic  points, 
the  committee  pointed  out  that  the  county  is  large 
geographically,  and  that  there  are  many  communi- 
ties which  would  be  a considerable  distance  from  any 
centrally  located  hospital. 

Dutchess  County 

At  the  March  meeting  of  the  Dutchess  County 
Medical  Society,  held  March  10  at  the  Hudson  River 
State  Hospital,  Poughkeepsie,  Dr.  Robert  II . Ken- 
nedy, director  of  surgery  at  the  Beekman  Down- 
town Hospital,  New  York  City,  was  the  guest 
speaker.  His  subject  was  “Modern  Treatment  of 
Fractures.” 


The  annual  meeting  of  the  Dutchess  County 
Branch  of  the  American  Cancer  Society  was  held  on 
March  27  in  Poughkeepsie.  Following  a luncheon 
and  business  meeting,  Dr.  Paul  Gerhardt,  director  of 
the  Division  of  Cancer  Control  of  the  State  Depart- 
ment of  Health,  spoke  on  cancer. 

Erie  County 

Since,  by  proclamation  of  President  Harry  Tru- 
man, the  month  of  April  was  designated  as  National 
Cancer  Control  Month,  the  Erie  County  Medical 
Society,  cooperating  in  the  national  observance,  de- 
signated its  April  27  meeting  as  “Cancer  Control 
Night.”  Arrangement  and  presentation  of  the 
program  was  in  charge  of  the  Society’s  Committee 
on  Cancer  Control,  of  which  Dr.  Samuel  Sanes  is 
chairman. 


Sponsored  by  the  Erie  County  Medical  Society 
and  its  Special  Committee  on  the  Problems  of  Al- 
cohol, a meeting  of  medical  men,  law  enforcement 
officials,  religious  and  social  welfare  leaders,  indus- 
trial heads,  and  representatives  of  press,  radio,  and 
other  organizations  and  interests  was  held  on  March 
18  in  Buffalo,  to  launch  the  Western  New  York  Com- 
mittee for  Education  on  Alcoholism,  Inc. 

The  committee  will  serve  the  six  counties  of  Erie, 
Niagara,  Genesee,  Wyoming,  Chautauqua,  and 
Cattaraugus,  constituting  the  newly  established 
Buffalo  Health  Region  of  the  State  Health  Depart- 
ment. 

Dr.  E.  Dean  Babbage,  president  of  the  Erie 
County  Medical  Society,  presided  at  the  organiza- 
tion meeting.  Directors  of  record  and  incorporators 
include:  Dr.  Milton  G.  Potter,  chairman  of  the 

Society’s  Special  Committee;  Dr.  Berwyn  F.  Matti- 
son,  Erie  County  Health  Commissioner;  John  N. 
Garver;  Elmer  J.  Tropman,  executive  secretary, 
Council  of  Social  Agencies;  R.  D.  Stevens,  and 
Sunderland  P.  Gardner,  chairman  of  the  Committee 
on  Alcoholism  of  the  Council  of  Social  Agencies  of 
Buffalo  and  Erie  County. 

Purposes  of  the  Western  New  York  Committee 
for  Education  on  Alcoholism,  Inc.,  as  set  forth  in  the 
certificate  of  incorporation,  are:  “To  study  the 

problems  of  alcoholism  and  to  collect  data,  statistics, 
and  information  in  reference  thereto;  to  make  this 
knowledge  and  information  effectual  in  solving  the 
problems  of  alcoholism  as  they  affect  the  individual 
and  the  community;  to  increase  public  understand- 
ing of  the  problems  of  alcoholism,  its  nature  and 
treatment,  by  means  of  newspapers,  radio,  public 
speeches,  and  any  and  all  other  means  of  communi- 
cating knowledge  which  may  be  available;  the  es- 
tablishment of  a clinic  for  the  study  of  alcoholism 


and  the  diagnosis  and  treatment  of  alcoholics;  to 
promote  better  hospital  facilities  for  care  and  treat- 
ment of  alcoholics;  to  establish  an  information  cen- 
ter for  the  disbursement  of  available  information  re- 
lating to  alcoholism  arid  its  treatment;  to  buy,  sell, 
mortgage,  lease,  or  exchange  real  and  personal 
property.” 

Franklin  County 

Dr.  Alfred  A.  Hartmann,  Malone,  was  elected 
president  of  the  Franklin  County  Medical  Society  at 
its  meeting  on  March  4. 

Other  officers  elected  are:  Dr.  Carter  Morse, 

Tupper  Lake,  vice-president;  Dr.  Daisy  H.  Van 
Dyke,  Malone,  secretary-treasurer,  and  Dr.  Van 
Dyke,  delegate  to  the  State  convention. 

Fulton  County 

Two  programs  of  postgraduate  instruction,  ar- 
ranged by  the  Council  Committee  on  Public  Health 
and  Education  of  the  State  Society,  have  been  held 
for  members  of  the  Fulton  County  Medical  Society 
during  March  and  April. 

On  March  25,  Dr.  Edward  C.  Hughes,  professor 
of  obstetrics,  Syracuse  University  College  of  Medi- 
cine, spoke  on  “Toxemias  of  Pregnancy,”  at  the 
meeting  in  Johnstown. 

Dr.  Eldridge  Campbell,  professor  of  surgery, 
Albany  Medical  College,  spoke  on  “Spontaneous 
Subarachnoid  Hemorrhage  and  Aneurysm  of  the 
Circle  of  Willis”  at  the  April  22  meeting,  held  in 
Gloversville. 

The  instruction  was  provided  with  the  coopera- 
tion of  the  State  Department  of  Health. 

Herkimer  County 

Dr.  Nicholas  Lill,  Dolgeville,  presented  a paper  on 
penicillin  and  streptomycin  at  the  February  meet- 
ing of  the  Herkimer  County  Medical  Society,  held 
in  Herkimer.  Dr.  Robert  W.  Dennis,  president  of 
the  group,  was  in  charge  of  the  meeting. 

Dr.  W.  A.  Jarrett,  Herkimer,  and  Dr.  Eugene 
Retzbach,  Old  Forge,  were  admitted  as  new  mem- 
bers. 

Jefferson  County 

Dr.  A.  Wilbur  Duryee,  attending  physician  and 
chief  of  the  Peripheral  Vascular  Clinic,  New  York 
Post-Graduate  Hospital,  spoke  on  “The  Manage- 
ment of  the  Thrombotic  Problems  Associated  with 
Peripheral  Vascular  Disease”  at  the  meeting  of  the 
Jefferson  County  Medical  Society,  April  8 in  Water- 
town. 

On  May  13,  at  the  Hotel  Woodruff,  Watertown, 
Dr.  Richard  S.  Farr,  professor  of  orthopedic  surgery, 
Syracuse  University  College  of  Medicine,  will 
speak  on  “Treatment  of  Low  Back  Pain”  at  a meet- 
ing of  the  group. 

Both  lectures  were  postgraduate  instruction, 
arranged  by  the  Council  Committee  on  Public 
Health  and  Education  of  the  State  Society  with  the 
cooperation  of  the  State  Department  of  Health. 

Kings  County 

Dr.  Laurence  H.  Snyder,  dean  of  the  Graduate 
College  at  the  University  of  Oklahoma,  spoke  on 
“Medical  Genetics  as  an  Aid  to  the  Practice  of 
Medicine”  at  the  meeting  of  the  Kings  County  Medi- 
cal Society  on  April  20. 

At  the  March  1(5  meeting,  Dr.  Walton  Van  Winkle, 
from  the  American  Medical  Association  headquar- 
ters, Chicago,  spoke  on  “Current  American  Medical 
Association  Activities.” 
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Lewis  County 

The  Lewis  County  Medical  Society  has  given  its 
approval  to  the  plan  for  mothers’  classes  to  be 
sponsored  by  the  Lyons  Falls  Women’s  Club.  The 
series  of  six  lectures  and  discussion  periods  are  to  be 
under  the  direction  of  a member  of  the  Lewis  County 
Public  Health  Nursing  Service. 

Subjects  include:  anatomy  and  hygiene  of  preg- 
nancy, nutrition,  clothes  and  equipment  for  mother 
and  baby,  preparation  for  delivery,  feeding  the 
baby,  and  sixth- week  examination. 

Livingston  County 

The  Livingston  County  Medical  Society  and  its 
Woman's  Auxiliary  were  addressed  by  Dr.  Herman 
Pearse  at  a joint  meeting  on  March  24.  His  subject 
was  “Experiences  in  Japan  and  Observations  on  Late 
Effects  of  the  Atomic  Bomb.” 

Madison  County 

During  April,  three  sessions  of  postgraduate  in- 
struction were  arranged  for  the  Madison  County 
Medical  Society  by  the  Council  Committee  on  Pub- 
lic Health  and  Education  of  the  State  Society,  and 
were  held  on  consecutive  Thursday  nights  in  Oneida. 

Lecturers  and  their  topics  included:  April  8 — 

“Gynecology  in  General  Practice,”  Dr.  Chester  E. 
Clark,  professor  of  gynecology,  Syracuse  University 
College  of  Medicine;  April  15 — “Operative  De- 
liveries: the  Occipitoposterior  Position,”  Dr. 

Raymond  J.  Pieri,  professor  of  clinical  obstetrics, 
Syracuse  University  College  of  Medicine,  and  April 
22— “Problems  in  Physical  Diagnosis,”  Dr.  William 
J.  McNemey,  professor  emeritus  of  clinical  medicine, 
Syracuse  University  College  of  Medicine. 


Health  needs  of  Madison  County,  as  observed  in  a 
survey  made  last  year,  were  outlined  and  discussed 
at  a meeting  of  the  Hamilton  Community  Forum  in 
Hamilton  on  February  15,  with  Dr.  John  J.  Bourke, 
director  of  the  New  York  State  Joint  Hospital  Sur- 
vey and  Planning  Commission,  as  principal  speaker. 

In  addition  to  Dr.  Bourke,  Dr.  Evelyn  Rogers, 
Utica  district  health  officer;  Dr.  William  Liddle, 
Oneida,  chairman  of  the  County  Board  of  Super- 
visors public  health  committee,  and  Dr.  Richard 
Cuthburt,  Canastota,  president  of  the  Madison 
County  Medical  Society,  spoke. 

Nassau  County 

Dr.  A.  W.  Martin  Marino,  assistant  professor  of 
clinical  surgery,  Long  Island  College  of  Medicine, 
spoke  on  “Early  Diagnosis  of  Cancer  of  the  Rectum” 
at  a joint  meeting  of  the  Nassau  County  Medical 
Society  and  the  Nassau  County  Cancer  Committee 
in  Garden  City  on  April  27. 

On  Tuesday  night,  May  25,  at  9:00  i\m.,  Dr. 
Robert  M.  Marcussen,  research  fellow  in  medicine, 
Cornell  University  Medical  College,  will  speak  on 
“Treatment  of  Migraine”  at  a meeting  to  be  held  at 
the  Cathedral  House,  Garden  City. 

At  the  meeting  on  March  30,  a talk  on  “The  Use 
of  Anticoagulants  in  the  Treatment  of  Diseases  of 
the  Heart  and  Blood  Vessels”  was  given  by  Dr.  Wil- 
liam T.  Foley,  instructor  in  internal  medicine,  Cor- 
nell University  Medical  College. 

All  three  lectures  were  postgraduate  instruction, 
arranged  by  the  Council  Committee  on  Public 
Health  and  Education  of  the  State  Society  with  the 
cooperation  of  the  State  Department  of  Health. 


New  York  County 

“The  Present  Status  of  Cancer  Control”  was  the 
topic  of  the  scientific  program  presented  at  the 
meeting  of  the  New  York  County  Medical  Society 
on  March  22  at  the  New  York  Academy  of  Medi- 
cine, with  Dr.  Cornelius  P.  Rhoads  presiding. 

Papers  presented  included:  “The  Detection  of 

Pulmonary  Neoplasms  by  the  Cytology  of  Sputum,” 
Dr.  John  R.  McDonald,  Mayo  Clinic  Rochester, 
Minnesota;  “Early  and  Differential  Lesions  of  the 
Breast,”  Dr.  Herbert  Willy  Meyer;  “The  Treat- 
ment and  Prognosis  of  Skin  Cancer,”  Dr.  John 
Gerster;  “The  Neoplastic  Lesions  of  the  Large 
Bowel,”  Dr.  Michael  Deddish;  “Mass  Roentgeno- 
graphic  Studies  of  the  Stomach,”  Dr.  Harold  D. 
Harvey;  “The  Neoplastic  and  Preneoplastic  Le- 
sions of  the  Oral  Cavity,”  Dr.  Adolph  Berger,  and 
“Early  Cervix  Cancer,”  Dr.  Howard  C.  Taylor,  Jr. 

A panel  discussion  on  thoracic  surgery  was  held 
at  the  February  meeting,  with  Dr.  Herbert  C.  Maier 
as  moderator.  Participating  as  members  of  the  panel 
were  Dr.  J.  Burns  Amberson,  Dr.  Arthur  S.  W. 
Touroff,  Dr.  Laurence  Miscall,  and  Dr.  Carl 
Muschenheim. 

Niagara  County 

Dr.  Ramsdell  Gurney,  of  the  University  of 
Buffalo  Medical  School  and  the  Buffalo  General 
Hospital,  spoke  on  “Dypsnea”  at  the  meeting  of 
the  Niagara  County  Medical  Society  on  March  9 in 
Lockport. 

At  the  February  meeting,  held  in  Niagara  Falls, 
a panel  discussion  on  the  duties  and  responsibilities 
of  nurses  and  doctors  in  the  operation  of  plant  com- 
pensation medical  bureaus  and  first  aid  stations 
was  held. 

Members  of  the  panel  who  took  part  in  the  com- 
pensation forum  included:  Alexander  Bradt,  dis- 
trict administrator  of  the  Workmen’s  Compensation 
Board  of  the  State  Labor  Department;  Miss  Iona  B. 
Riedel,  Mrs.  Dorothy  K.  Anker,  and  Mrs.  Roma  D. 
Preusser,  president,  executive  secretary,  and  chair- 
man, respectively,  of  the  Industrial  Committee  of 
the  State  Nurses  Association,  and  Joseph  J.  Guarig- 
lia,  secretary  of  the  Workmen’s  Compensation 
Committee  of  the  Erie  County  Medical  Society. 

Dr.  Guy  S.  Philbrick,  chairman  of  the  Niagara 
County  Medical  Society’s  Workmen’s  Compensa- 
tion Committee,  acted  as. moderator. 

Oneida  County 

A symposium  on  rheumatic  fever  was  the  program 
of  postgraduate  instruction  at  the  last  meeting  of  the 
Oneida  County  Medical  Society,  held  April  13 
in  Utica.  Arranged  by  the  Council  Committee 
on  Public  Health  and  Education  of  the  State  Society 
with  the  cooperation  of  the  State  Department  of 
Health,  the  symposium  included:  “The  Diagnosis 
of  Rheumatic  Fever,”  Dr.  T.  Duckett  Jones,  medical 
director  of  the  Helen  Hay  Whitney  Foundation, 
New  York  City;  “Hospital  and  Convalescent  Care 
of  the  Rheumatic  Ijever  Patient,”  Dr.  Leo  M. 
Tarnn,  director  of  St.  Francis  Sanatorium,  Roslyn, 
Long  Island,  and  “Community  Programs,”  Dr.  J.  G. 
Fred  Hiss,  professor  of  clinical  medicine,  Syracuse 
University  College  of  Medicine. 

A committee  on  rheumatic  fever  and  rheumatic 
heart  disease  has  been  appointed  by  the  Oneida 
County  Medical  Society.  Headed  by  Dr.  W.  H. 
Willis,  the  committee  is  now  engaged  in  developing 
a comprehensive  program  to  deal  with  problems 
concerning  rheumatic  fever  in  I he  county. 
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Serving  with  Dr.  Willis'  on  the  committee  are: 
Drs.  M.  J.  A’Heam,  Harry  Davis,  A.  Graham 
Davis,  S.  A.  Mahady,  David  E.  Bigwood,  Rooco 
Martoccio,  W.  H.  Williams,  J.  W.  Dimon,  T. 
Dougtas  Kendrick,  Edward  R.  Evans,  Joseph  J. 
Witt,  D.  R.  Rosendale,  Rudolph  E.  Vandeveer, 
Edwin  It.  Russel,  Evelyn  Rogers,  Philip  Gold, 
T.  Wood  Clarke,  and  Arthur  Kaplan. 


Dr.  James  I.  Farrell,  Utica,  was  elected  president 
of  the  Oneida  County  Medical  Society  at  the 
annual  meeting  in  January.  Other  officers  are: 
Dr.  W.  C.  Schintzius,  Boonville,  vice-president; 
Dr.  Harold  H.  Dodds,  secretary;  Dr.  Verne  John- 
ston, assistant  secretary;  Dr.  R.  D.  Hall,  treasurer, 
and  Dr.  E.  G.  Evans,  librarian. 

Onondaga  County 

A paper  on  “Tumors  of  the  Colon  and  Rectum” 
was  presented  by  Dr.  G.  Cowing  Broad  at  the 
meeting  of  the  Onondaga  County  Medical  Society 
April  6 in  Syracuse.  Dr.  John  Van  Duyn  showed  a 
plastic  surgery  motion  picture. 

A clinical  pathologic  conference,  with  Dr.  L.  G. 
Berman  as  moderator,  featured  the  scientific  session 
of  the  March  meeting  of  the  County  Society,  held 
on  March  2 in  Syracuse. 

For  the  February  meeting,  the  program  was  under 
the  auspices  of  the  staff  of  the  Crouse-Irving  Hos- 
pital, Syracuse,  who  presented  a discussion  on 
“Lumps  in  the  Breast.” 

Unanimous  endorsement  of  the  proposal  to  estab- 
lish a State  medical  center  in  Syracuse  was  voted  by 
the  Onondaga  County  Medical  Society  at  a meeting 
February  3.  Copies  of  the  resolution,  which  set 
forth  reasons  why  the  Society  believes  the  State 
should  select  Syracuse  for  the  site,  were  forwarded 
to  Governor  Dewey  and  other  officials. 

The  resolution  pointed  out  that  the  Syracuse 
University  College  of  Medicine  would  provide  “an 
admirable  nucleus  for  a great  medical  center”  with 
its  “surrounding  clinical  facilities.” 

Ontario  County 

“Recent  Advances  in  Diseases  of  the  Liver” 
was  the  topic  of  the  lecture  presented  by  Dr. 
Jacob  D.  Goldstein,  assistant  professor  of  medicine 
and  bacteriology,  University  of  Rochester  School 
of  Medicine  and  Dentistry,  at  the  meeting  of  the 
Ontario  County  Medical  Society  April  13  in  Can- 
andaigua. 

The  postgraduate  instruction  was  arranged  by  the 
Council  Committee  on  Public  Health  and  Education 
of  the  State  Society,  with  the  cooperation  of  the 
State  Department  of  Health. 

Orange  County 

Sponsored  by  the  Orange  County  Medical  Society, 
a series  of  tumor  detection  clinics  in  communities 
throughout  the  county  is  being  arranged.  For 
the  purpose  of  detection  only,  the  clinics  will  not 
treat  any  cases,  but  will  adtflse  patients  with  de- 
tected tumors  to  consult  their  own  physicians. 


At  a recent  meeting  of  the  Newburgh  Public 
Health  and  Tuberculosis  Association,  Dr.  A.  Stuart 
Ferguson,  chief  attending  physician  at  the  Heart 
clinic  of  St.  Luke’s  Hospital,  Newburgh,  presented 
a program  to  combat  rheumatic  fever.  The  pro- 
gram has  Ihe  approval  of  the  Orange  County 


Medical  Society,  and  recommends  the  formation 
of  a local  heart  association  to  correlate  the  work  of  , 
the  lay  organizations. 

Dr.  Ferguson  advised  the  institution  of  an  ade-  ' 
quate  follow-up  program  of  physical  defects  found 
in  school  children,  stressed  an  educational  program  \ 
on  heart  disease,  especially  for  rheumatic  heart 
ailments,  and  recommended  preschool  heart  exami- 
nations for  all  children,  with  the  establishment  of  a 
central  registry  for  the  reporting  of  all  suspicious 
or  proved  rheumatic  or  other  early  heart  ailments. 


Oswego  County 

Programs  of  postgraduate  instruction,  arranged 
by  the  Council  Committee  on  Public  Health  and 
Education  of  the  State  Society,  with  the  cooperation 
of  the  State  Department  of  Health,  were  presented 
during  March  and  April  at  meetings  of  the  Oswego 
County  Medical  Society. 

Dr.  J.  G.  Fred  Hiss,  professor  of  clinical  medicine, 
Syracuse  University  College  of  Medicine,  spoke 
on  “What  Can  Be  Done  about  Rheumatic  Fever 
as  a Public  Health  Problem”  at  the  March  30 
meeting  in  Fulton. 

On  April  27,  at  the  meeting  in  Oswego,  Dr.  Jesse 
Tohnach,  compensation  medical  examiner,  New 
York  State  Workmen’s  Compensation  Board,  spoke 
on  “The  Evaluation  of  Disability.” 

Queens  County 


Two  programs,  arranged  by  the  Committee  on 
Graduate  Education,  were  given  during  April  for 
members  of  the  Queens  County  Medical  Society. 
On  April  2,  Dr.  John  Emmett,  instructor,  Depart- 
ment of  Public  Health  and  Preventive  Medicine, 
Cornell  University  Medical  College,  spoke  on  “Com- 
mon Parasitic  Infections  Encountered  in  General 
Practice,”  and  on  April  16,  Dr.  Leslie  P.  Barker, 
assistant  professor  of  dermatology,  Columbia  Uni- 
versity, College  of  Physicians  and  Surgeons,  spoke 
on  “Recent  Trends  in  Penicillin  Treatment  of 
Syphilis.” 

During  March,  a series  of  four  Wednesday  after- 
noon lectures  were  given  by  Dr.  Jerome  H.  Schwartz, 
supervising  psychiatrist  at  Creedmoor  State  Hos- 
pital and  assistant  neuropsychiatrist  at  Queens 
General  Hospital,  on  the  subject  of  “Psychiatry.” 

Dr.  Marcus  D.  Kogel,  general  medical  superin- 
tendent, Department  of  Hospitals,  City  of  New 
York,  spoke  on  “Medical  Aspects  of  Atomic  Ex-1 
plosion”  at  the  stated  meeting  of  the  Queens  County 
Medical  Society  on  March  30.  Also  on  this  program 
Dr.  Theodor  Rosebury,  associate  professor  of 
bacteriology,  Columbia  University,  spoke  on 
“Biological  Warfare.” 

At  the  February  meeting,  Dr.  Alexander  Bruns-  i : 
chwig,  professor  of  clinical  surgery,  Cornell  Univer- 
sity Medical  School,  spoke  on  “The  Surgical  Treat- 
ment of  Advanced  Abdominal  Cancer.” 


Richmond  County 

The  annual  dinner  of  the  Richmond  Countyi 
Medical  Society  was  held  on  April  7 at  the  Meurot 
Club,  St.  George,  Staten  Island.  Dr.  John  J. 
Goller  was  chairman  for  the  event. 


A symposium  on  cancer  of  the  stomach  was 
presented  for  the  Richmond  County  Medical  Society 
on  March  26  at  the  United  States  Marine  Hospital, 
Stapleton.  Participants  and  their  subjects  in- 
cluded: Drs.  John  S.  LaDue  and  Paul  J.  Murison, 
“The  Symptomatology  of  Gastric  Cancer”;  Dr. 
Juan  M.  Jimenez,  “The  X-Ray  Diagnosis  of  Cancer 
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of  the  Stomach”;  Dr.  William  Trevor,  “Sarcoma 
of  the  Stomach”;  Dr.  Isabel  M.  Scharnagel,  “The 
Gastroscopic  Diagnosis  of  Gastric  Cancer”;  Dr. 
Robert  J.  Booher,  “Tumors  of  the  Ampulla  of 
Vater,”  and  Dr.  George  T.  Pack,  “Methods  of 
Surgical  Treatment  and  End  Results.” 

At  the  March  10  meeting,  Dr.  Joseph  Diamond 
presented  a scientific  paper  on  “Homologous  Serum 
Hepatitis,”  and  Dr.  D.  V.  Catalano  gave  a paper  on 
‘ ‘Endometriosis.  ’ ’ 

Rockland  County 

Arranged  by  the  Council  Committee  on  Public 
Health  and  Education  of  the  State  Society,  with 
the  cooperation  of  the  State  Department  of  Health, 
two  programs  of  postgraduate  instruction  are  being 
presented  for  the  Rockland  County  Medical  Society. 

On  April  14,  Dr.  James  P.  Palmer,  associate 
cancer  gynecologist,  Roswell  Park  Memorial  In- 
stitute, Buffalo,  spoke  on  “The  Recognition  and 
Treatment  of  Pelvic  Cancer”  at  the  meeting  held 
at  the  Summit  Park  Sanatorium,  Pomona. 

On  Wednesday,  May  5,  Dr.  John  C.  M.  Brust, 
associate  professor  of  surgery,  Syracuse  University 
College  of  Medicine,  will  speak  on  “Cancer  of  the 
Rectum  and  Colon — Present-day  Concepts.”  The 
meeting  will  begin  at  4:30  p.m.,  and  will  be  held  in 
the  Recreation  Pavilion,  Summit  Park  Sanatorium, 
Pomona. 

St.  Lawrence  County 

During  the  past  three  months,  three  programs  of 
postgraduate  instruction  have  been  presented  at 
meetings  of  the  St.  Lawrence  County  Medical  So- 
ciety, arranged  by  the  Council  Committee  on  Public 
Health  and  Education  of  the  State  Society. 

On  February  12,  in  Ogdensburg,  Dr.  Gray  H. 
Twombly,  assistant  professor  of  cancer  research, 
Columbia  University,  College  of  Physicians  and 
Surgeons,  spoke  on  “Recognition  and  Treatment  of 
Pelvic  Cancer.”  On  March  11,  in  Potsdam,  Dr. 
Wardner  D.  Ayer,  professor  of  clinical  medicine, 
Syracuse  University  College  of  Medicine,  spoke 
on  “Neurology  in  General  Practice,”  and  on  April 
8,  in  Massena,  Dr.  A.  Wilbur  Duryee,  chief  of  the 
Peripheral  Vascular  Clinic,  New  York  Post-Gradu- 
ate Hospital,  spoke  on  “The  Management  of  the 
Thrombotic  Problems  Associated  with  Peripheral 
Vascular  Disease.” 

Saratoga  County 

Dr.  James  E.  McCormack,  assistant  dean  and 
instructor  in  medicine,  New  York  University  College 
of  Medicine,  spoke  on  “Chemotherapy  and  the 
Antibiotics”  at  a meeting  of  the  Saratoga  County 
Medical  Society,  held  April  22  at  Saratoga  Springs. 

The  lecture  was  postgraduate  instruction  ar- 
ranged for  the  County  Society  by  the  Council  Com- 
mittee on  Public  Health  and  Education  of  the 
State  Society,  with  the  cooperation  of  the  State 
Department  of  Health. 


On  March  10,  a rheumatic  fever  clinic  was  opened 
in  the  Saratoga  County  building  in  Saratoga  Springs, 
one  of  the  first  such  clinics  to  be  opened  in  New 
York  State. 

Made  possible  through  the  cooperation  of  the 
Board  of  Supervisors,  the  Saratoga  County  Labora- 
tory, the  public  health  nurses,  and  the  Saratoga 
County  Tuberculosis  and  Public  Health  Association, 
the  clinic  is  being  conducted  by  the  Saratoga 


County  Medical  Society,  with  Dr.  H.  Dunham 
Hunt  chairman  of  the  committee. 

According  to  Dr.  Hunt,  “Rheumatic  fever  is  the 
greatest  single  killer  of  children  between  the  ages  of 
10  and  14,  and  we  live  in  a zone  of  the  greatest  in- 
cidence of  this  disease  in  the  country.” 

Schenectady  County 

A resolution  recommending  the  continuance  of 
Schenectady  County’s  venereal  disease  clinic  on  a 
curtailed  basis  was  adopted  at  a meeting  of  the 
Schenectady  County  Medical  Society  in  February, 
and  forwarded  to  the  Board  of  Supervisors.  State 
health  authorities  had  urged  the  abandonment  of 
the  clinic  on  the  grounds  that  the  venereal  disease 
rate  was  low,  and  did  not  justify  the  expense,  of 
which  the  State  contributes  half. 


At  the  March  meeting  of  the  Schenectady  County 
Medical  Society,  Dr.  Thomas  H.  Lanman,  assistant 
professor  of  surgery,  Children’s  Hospital,  Boston, 
Massachusetts,  spoke  orf  “Abdominal  Surgery  in 
Infants  and  Children.” 

Suffolk  County 

Dr.  Henry  11.  Ritter,  professor  of  clinical  surgery, 
New  York  Post-Graduate  Medical  School,  spoke  on 
“The  Treatment  of  Common  Fractures”  at  the 
meeting  of  the  Suffolk  County  Medical  Society, 
held  April  28  in  South  Huntington. 

The  postgraduate  instruction  was  arranged  by  the 
Council  Committee  on  Public  Health  and  Education 
of  the  State  Society,  with  the  cooperation  of  the 
State  Department  of  Health. 

Sullivan  County 

Postgraduate  instruction  in  “Gynecology”  has 
been  arranged  by  the  Council  Committee  on  Public 
Health  and  Education  of  the  State  Society  for  the 
Sullivan  County  Medical  Society,  with  a series  of 
six  Wednesday  night  lectures  during  April  and  May. 

Speakers  and  their  topics  include: 

April  7 — Dr.  William  Filler,  instructor  in  ob- 
stetrics and  gynecology,  New  York  University 
College  of  Medicine,  “Dysmenorrhea  and  Func- 
tional Bleeding,”  Liberty. 

April  14— Dr.  Gray  H.  Twombly,  assistant  pro- 
fessor of  cancer  research,  Columbia  University, 
College  of  Physicians  and  Surgeons,  “Recogni- 
tion and  Treatment  of  Pelvic  Cancer,”  Monticello. 

April  21 — Dr.  George  P.  Heckel,  assistant  pro- 
fesser  of  obstetrics  and  gynecology,  University  of 
Rochester  School  of  Medicine  and  Dentistry, 
“Practical  Application  of  Endocrines  in  Gynecol- 
ogy,” Liberty. 

April  28 — Dr.  Clyde  L.  Randall,  professor  of 
gynecology,  University  of  Buffalo  School  of  Medi- 
cine, “The  Office  Management  of  Female  Pelvic 
Disorders,”  Liberty. 

May  5 — Dr.  Ferdinand  J.  Schoeneck,  professor  of 
clinical  obstetrics,  Syracuse  University  College  of 
Medicine,  “Sterility,”  Monticello. 

May  12 — Dr.  Chester  E.  Clark,  professor  of 
gynecology,  Syracuse  University  College  of  Medi- 
cine, “Gynecoiogy  in  General  Practice,”  Liberty. 

Tioga  County 

At  the  meeting  of  the  Tioga  County  Medical 
Society  on  April  28  in  Waverly,  postgraduate  in- 
struction was  presented  by  Dr.  Paul  A.  Bunn, 
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associate  professor  of  medicine,  Syracuse  University 
College  of  Medicine,  who  spoke  on  “Recent  Ad- 
vances in  Antibiotics,”  and  Dr.  Richard  H.  Lyons, 
professor  of  medicine,  Syracuse  University  College 
of  Medicine,  whose  topic  was  “Recent  Advances  in 
Other  Forms  of  Therapy.” 

Dr.  Irving  Ershler,  associate  attending  physician, 
Binghamton  City  Hospital,  Binghamton,  was  the 
speaker  at  the  March  9 meeting  of  the  Tioga  County 
Medical  Society,  in  Waverly.  His  topic  was  “The 
Treatment  of  Congestive  Heart  Failure.” 

Tompkins  County 

Dr.  Ferdinand  J.  Schoeneck,  professor  of  clinical 
obstetrics,  Syracuse  University  College  of  Medicine, 
spoke  on  “Gynecology  in  General  Practice”  at  the 
meeting  of  the  Tompkins  County  Medical  Society, 
held  March  15  in  Ithaca. 

The  lecture  was  arranged  by  the  Council  Com- 
mittee on  Public  Health  and  Education  of  the 
State  Society,  with  the  cooperation  of  the  State 
Department*qf  Health. 

Ulster  County 

“New  Concepts  in  Protein  Metabolism  of  Clinical 
Significance”  was  the  topic  of  Dr.  L.  Corsan  Reid, 
associate  professor  of  physiology,  New  York  Univer- 
sity College  of  Medicine,  when  he  gave  a lecture 
as  postgraduate  instruction  for  the  February  meeting 
of  the  Ulster  County  Medical  Society,  in  Kingston. 


On  April  6,  in  Kingston,  Dr.  John  Frosch,  assis- 
tant clinical  professor  of  psychiatry,  New  York 
University  College  of  Medicine,  spoke  on  “Psycho- 
therapy in  General  Practice.” 

Both  lectures  were  arranged  by  the  Council 
Committee  on  Public  Health  and  Education  of  the  r 
State  Society,  with  the  cooperation  of  the  State  f 
Department  of  Health. 

I ^ 

Wayne  County 

Dr.  Milton  Halpern,  deputy  chief  medical  exam- 
iner of  New  York  City,  spoke  on  “Criminologic 
Medicine  and  the  Functions  of  the  Medical  Ex- 
aminer’s Office”  at  a joint  meeting  in  February, 
held  in  Lyons,  of  the  Wayne  County  Medical  Society 
the  Wayne  County  Bar  Association,  and  the  Wayne 
County  Dental  Society. 

Westchester  County 

Dr.  Herman  E.  Hilleboe,  New  York  State  Health 
Commissioner,  spoke  on  “Plans  for  Improving 
Public  Health  in  New  York  State”  at  the  meeting 
of  the  Westchester  County  Medical  Society,  held 
March  16  in  White  Plains. 

At  the  April  20  meeting,  Dr.  Charles  G.  Child,  as- 
sociate professor  of  clinical  surgery,  Cornell  Univer- 
sity Medical  College,  spoke  on  “Recent  Advances  in  ; . 
Pancreatic  Surgery.” 

A 


CORRESPONDENCE 

The  Nursing  Situation 


To  the  Editor:  • 

Your  editorial,  “More  Nurses  Needed,”  which 
appeared  in  the  January  15  issue,  contains  the  state- 
ment, “It  would  seem  that  the  best  approach  to  the 
problem  of  getting  more  nurses  would  be  an  inten- 
sive campaign  by  the  nursing  profession  itself.” 
That  is  very  true.  And  for  your  information',  we 
would  like  to  point  out  that  the  American  Nurses’ 
Association,  which  represents  more  than  160,000 
registered  nurses,  is  sponsoring  just  such  a program. 

Since  last  September,  the  American  Nurses’ 
Association  has  been  conducting  a vigorous  cam- 
paign to  bring  home  to  the  public  the  facts  about  the 
nursing  shortage,  its  effects  upon  our  health  stan- 
dards, and,  most  important,  its  causes.  This  pro- 
gram . . has  already  borne  fruit. 

In  those  six  months,  we  have  received  countless 
letters  of  support  from  leading  individuals  and 
organizations  throughout  the  country.  The  press 
has  devoted  a very  fair  share  of  news  space  to  an 
explanation  of  the  nursing  situation.  Hundreds  of 
editorials  have  been  written  in  support  of  the  pro- 
gram of  the  American  Nurses’  Association.  Radio 
stations  from  coast  to  coast  have  broadcast  an- 
nouncements carrying  the  story  of  the  crisis  to  the 
American  public. 

In  the  last  analysis,  of  course,  it  is  the  American 
public  who  must  resolve  this  crisis. 

It  is  obvious  that  a vast  nurse  recruiting  cam- 


paign alone  will  not  be  able  to  attract  a sufficient 
number  of  qualified  young  women.  We  see  on  the 
one  hand  an  unprecedented  demand  for  nurses,  insur- 
ing jobs  for  as  many  qualified  women  as  may  care  to 
enter  the  profession.  Yet  on  the  other  hand,  seem- 
ingly in  defiance  of  long  established  economic  con-  l 
cepts,  women  remain  away  from  the  nursing  field.  ~ 
Why?  What  are  the  causes  of  this  paradox? 

We  visualize  these  causes  as  being  the  lack  of  job 
security  and  the  low  financial  status  of  our  nurses, 
inadequate  legal  control  of  nursing,  and  an  inade- 
quate distribution  of  available  nursing  service. 
When  the  situation  in  the  nursing  profession  has 
improved,  we  should  then  see  an  influx  of  candidates 
for  nursing  schools,  and  we  will  have  gone  a long  way 
towards  overcoming  the  nursing  shortage. 

The  American  Nurses’  Association,  representing 
more  than  160,000  registered  professional  nurses,  is  ■ 
proud  of  the  fact  that  it  has  undertaken,  in  your  own 
words,  “a  vigorous  campaign”  to  do  just  that. 

Ella  Best,  R.N. 

Executive  Secretary, 

American  Nurses’  Association 

• # | - 

New  York  City 

February  24,  1948 

Note:  We  are  pleased  to  acknowledge  this  co- 
operation. Editor. 
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Presbyterian  Hospital  Marks  Twentieth  Anniversary 


DEESBYTERIAN  Hospital,  in  New  York  City, 
k has  provided  8,900,000  patient-days’  care,  of 
which  1,500,000  were  free  days  for  ward  patients, 
during  its  twenty  years  of  occupancy  of  the  Colum- 
bia-Presbyterian  Medical  Center,  it  was  announced 
in  connection  with  the  anniversary  in  March.  In 
the  period,  almost  50,000  babies  were  born  in  the 
maternity  service,  and  7,000,000  visits  to  Vanderbilt 
Clinic  were  recorded. 

Commenting  on  the  hospital’s  twenty  years  of 
achievement  in  the  country’s  first  medical  center, 
Charles  F.  Cooper,  president,  noted  a steady  increase 
in  all  phases  of  medical  research  and  stressed  the 


need  for  a continuing  campaign  to  obtain  endow- 
ments for  fifty  research  beds.  The  fifty  beds,  goal 
for  the  hospital’s  twenty-fifth  anniversary  in  1953, 
may  be  endowed,  he  said,  by  individuals,  clubs, 
associations,  or  companies. 

Mr.  Cooper  pointed  out  that  many  persons  cannot 
afford  the  long-term  hospitalization  necessary  for 
research  work  that  may  mean  improvement  and 
cure.  He  added:  “Endowed  beds  for  medical 

research  offer  a two-fold  opportunity  for  donors. 
They  make  possible  a lasting  memorial  and  they 
give  important  aid  to  patients  cooperating  with  vital 
research  projects.” 


PG  Course  in  Rheumatic  Heart  Disease 


CT.  FRANCIS  Sanatorium  for  Cardiac  Children 
D in  Roslyn,  Long  Island,  announces  a compre- 
hensive postgraduate  course  in  rheumatic  fever  and 
rheumatic  heart  disease  at  the  Sanatorium  from 
June  1 to  June  15,  inclusive,  to  be  held  daily,  all  day, 
except  Sunday. 

This  course  is  designed  to  give  intensive  training 
in  the  diagnosis  and  treatment  of  rheumatic  fever 
and  rheumatic  heart  disease.  Particular  attention 
is  given  to  recent  advances. 

The  course  consists  of  informal  lectures  and  discus- 


sions, supplemented  by  examination  and  study  of 
patients  demonstrating  all  clinical  phases  of  rheu- 
matic disease.  Part  of  the  time  will  be  devoted  to 
roentgenography  and  electrocardiography  and  other 
laboratory  procedures,  with  special  emphasis  on 
their  practical  application.  The  treatment  of  acute 
rheumatic  disease  will  be  studied  in  detail. 

Fee  for  the  course  is  $75.  Attendance  is  limited. 
For  further  information  address  Rev.  Mother 
Superior,  F.M.M.,  St.  Francis  Sanatorium  for  Car- 
diac Children,  Roslyn,  Long  Island,  New  York. 


New  Handbook  of  Applied  Pharmacology  Ready  for  Distribution 


BASED  on  information  derived  from  years  of  ex- 
perience in  the  treatment  of  patients  and  the 
teaching  of  medical  students  in  the  wards  and  out- 
patient department  of  the  Long  Island  College 
Hospital,  a new  133-page  Handbook  of  Applied 
Pharmacology,  listing  more  than  600  drugs  in  recom- 
mended dosages  and  prepared  during  three  years  of 
research  and  conferences  with  specialists  attending 
at  the  Hospital,  is  now  ready  for  distribution. 

A unique  feature  of  the  book  is  an  index  of  dis- 
eases as  well  as  the  index  of  drugs,  which  provides  a 
source  of  advice  to  interns,  medical  students,  and 
general  practitioners,  on  medicines  to  be  used  in 
various  conditions  of  disease.  The  book  outlines 
the  dose,  route  of  administration  and  the  size  and 
nature  of  the  package  of  each  material  presented. 
All  recommendations  are  based  on  rational  modern 
therapy,  and  many  new  drugs  and  their  dosages  arc 
listed. 

A valuable  feature  of  the  book  is  that  chemical  and 
biologic  preparations  such  as  vitamins  and  hor- 
mones are  listed  under  their  official  chemical  names, 
and  followed  by  the  special  proprietary  names  under 


which  pharmaceutical  manufacturers  market  identi- 
cal preparations. 

Conforming  with  standards  established  by  all  of 
the  leading  medical  colleges  today,  the  formulary  is 
the  first  of  its  kind  to  base  its  doses  exclusively  on 
the  metric  system  instead  of  the  apothecary  system. 
This  means  that  a gram  is  ordered  instead  of  a dram. 
A table  of  metric  dosages  with  the  approximate 
apothecary  equivalents  is  included  in  the  book. 

Members  of  the  Formulary  Committee  who  pre- 
pared the  volume  at  the  request  of  the  Medical 
Board  of  the;  Long  Island  College  Hospital  are  I)r. 
Frederick  Schroeder,  a member  of  the  consulting 
staff  of  the  Long  Island  College  Hospital  and  former 
assistant  clinical  professor  of  medicine  at  the  Long 
Island  College  of  Medicine,  chairman,  and  Dr. 
Arthur  W.  Grace,  director  of  the  department  of 
dermatology  and  syphilology  at  the  Long  Island 
College  Hospital  and  professor  of  clinical  derma- 
tology and  syphilology  at  the  Long  Island  College 
of  Medicine,  coeditors  of  the  Handbook,  who  assem- 
bled information  from  all  departmenta  directors 
of  the  Hospital  to  achieve  the  final  result. 
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Hospital  Association  to  Hold  Annual  Dinner 


THE  GREATER  New  York  Hospital  Association 
will  hold  its  annual  dinner  on  National  Hospital 
Day,  May  12,  at  the  Hotel  Commodore,  New  York 
City.  Speakers  for  the  occasion  will  be  Dr.  Charles 
Gordon  Heyd,  New  York  City;  Mr.  Graham  Davis, 
president  of  the  American  Hospital  Association; 
and  Miss  Helen  Hayes,  chairman  of  the  Citizens’ 


Committee  on  Hospital  Careers,  which  will  begin  its 
educational  campaign  in  May  in  conjunction  with 
the  national  program  of  the  American  Hospital 
Association  and  the  Advertising  Council. 

Telephone  calls  in  reference  to  reservations  for  the 
dinner  should  be  made  to  the  executive  office  of  the 
Greater  New  York  Hospital  Association,  MU  3-6541. 


NEWS  NOTES 


At  the  March  staff  meeting  of  St.  Francis  Hos- 
pital, Poughkeepsie,  Dr.  Barbara  Stimson  presented 
a case  of  severe  compression  fracture  of  a lumbar 
vertebra.  A case  of  carcinoma  of  the  rectum  with 
metastasis  to  the  bladder  was  presented  by  Dr. 
Norman  Fabian. 


“The  Study  and  Treatment  of  Thyroid  Disease 
with  Radioactive  Iodine”  was  the  subject  of  the 
meeting  on  April  14  of  the  Hudson  River  State 
Hospital  staff,  in  Poughkeepsie.  Dr.  Virginia 
Kneeland  Frantz,  associate  attending  surgical 
pathologist  at  Presbyterian  Hospital  and  assistant 
professor  of  surgery,  College  of  Physicians  and 
Surgeons,  Columbia  University,  was  guest  speaker. 


Dr.  Emanuel  Appelbaum,  chief  of  the  division  of 
acute  infection  of  the  central  nervous  system,  New 
York  City  Department  of  Health,  and  associate  pro- 
fessor of  clinical  medicine,  New  York  University, 
College  of  Medicine,  was  guest  speaker  at  the 
February  meeting  of  the  Clinical  Society  of  the  Long 
Beach  Memorial  Hospital. 


“What  Is  an  Adequate  Program  for  the  Treats 
merit  of  the  Mentally  111?”  was  discussed  by  Dr. 
George  S.  Stevenson,  medical  director  of  the  Na- 
tional Committee  of  Mental  Hygiene,  at  the  meeting 
in  April  of  the  Brooklyn  State  Hospital  Psychiatric 
Forum. 


“Nutrition  in  Relation  to  Disease”  was  the  sub- 
ject* of  Dr.  Marvin  R.  Thompson,  professor  of 
pharmacology  and  therapeutics,  University  of  Mary- 
land, chairman  of  the  board  of  trustees  of  Columbia 
University  College  of  Pharmacy,  and  formerly 
pharmacologist  of  the  U.S.  Food  and  Drug  Adminis- 
tration, as  the  inaugural  address  of  the  Institute  of 
Metabolism  and  Nutrition  at  Doctors  Hospital  of 
Queens.  The  Institute  was  held  on  April  14. 


Dr.  Arthur  Ferguson,  chief  attending  physician 
at  the  heart  clinic  at  St.  Luke’s  Hospital,  Newburgh, 
has  proposed  a six-point  program  to  combat  rheu- 
matic fever.  Speaking  at  a meeting  of  the  New- 
burgh Public  Health  and  Tuberculosis  Association  in 
March,  Dr.  Ferguson  recommended  the  formation  of 
a local  heart  association  to  act  either  as  an  indepen- 
dent unit  or  as  a subsidary  part  of  a lay  organization. 


He  also  recommended  a more  adequate  “follow-up 
program  of  physical  defects  found  in  school  chil- 
dren.” 


Postgraduate  courses  are  now  being  offered  at  the 
Memorial  Hospital  of  Queens,  according  to  an 
announcement  by  Dr.  Otto  Gitlin,  medical  director. 
Beginning  May  6,  a course  in  “Recent  Advances  in 
Clinical  Pathology”  will  be  given  by  Dr.  Samuel 
Barland.  This  will  include  four  sessions,  on  the  first 
and  third  Thursdays,  from  4 to  5 p.m. 

Other  courses,  which  began  in  April,  are  “Post- 
graduate Proctology,”  given  by  Dr.  A.  J.  Cantor; 
“Practical  Electrocardiography”  by  Dr.  Norman 
Shaftel,  and  “X-Ray  in  the  Diagnosis  and  Treat- 
ment of  Arthritis  and  Related  Conditions”  by  Dr. 
Jonas  Borak. 


Plans  for  the  operation  of  the  Brunswick  General 
Hospital,  Amityville,  were  discussed  at  a meeting  in 
February  by  members  of  the  staff  and  250  doctors 
from  Nassau  and  Suffolk  counties.  Speakers  were 
Dr.  C.  L.  Markham,  superintendent;  Dr.  H.  B. 
Hendler,  president  of  the  new  board  of  directors; 
Dr.  J.  M.  Lesnow,  treasurer;  and  Drs.  Charles  C. 
Murphey  and  George  Carlin,  Amityville;  Dr.  Miner 
Hill,  Oyster  Bay;  Dr.  Horace  Ayers,  New  York 
City;  Dr.  Sol  Schlimbaum,  Bay  Shore,  and  Dr. 
Archie  M.  Baker,  Lindenhurst. 


At  the  March  meeting  of  the  staff  of  Highland 
Hospital,  Beacon,  death  cases  were  discussed.  Dr. 
Arnold  Bockar,  consulting  urologist,  of  Newburgh, 
spoke  on  hemat  uria. 


A cancer  detection  center  was  opened  in  March  at 
the  Hudson  City  Hospital.  The  purpose  of  the 
center  is  to  find  cancer  in  persons  who  believe  they 
are  in  good  health.  Sponsored  by  the  Columbia 
County  Medical  Society,  the  center  will  be  open  for 
examinations  every  Monday  night.  Appointments 
may  be  made  by  telephoning  the  Hudson  City  Hos- 
pital. 


The  Canastota  Memorial  Hospital,  closed  since 
last  August,  was  reopened  in  March.  The  hospital 
has  been  remodeled. 
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During  the  four-week  period  of  April  26  through 
May  22,  1948,  a full-time  refresher  symposium  in 
ophthalmology  is  being  given  by  the  ophthalmo- 
logical  and  medical  staffs  of  the  Mount  Sinai  Hos- 
pital, New  York  City,  in  affiliation  with  Columbia 
University.  This  is  designed  to  be  an  intensive  re- 
view of  modern  concepts  in  the  field  and  consists  of 
clinical,  laboratory,  and  didactic  instruction  in 
pathology,  embryology,  bacteriology,  optics,  sur- 
gery, and  ophthalmoscopy. 


At  the  March  meeting  of  the  Northern  Dutchess 
Health  Service  Center  in  Rhinebeck,  Dr.  Charles 
Williams,  attending  roentgenologist,  presented  the 
correlation  of  x-ray  and  clinical  aspects  of  chest 
diseases.  Discussion  was  by  Dr.  F.  A.  Gagan  and 
Dr.  C.  B.  Esselstyn. 


“Dermatology  in  General  Practice”  was  the  sub- 
ject of  the  February  meeting  of  the  staff  of  Vassar 
Brothers  Hospital,  Poughkeepsie.  Speakers  were 
Drs.  Lloyd  Kest,  Vladimir  Konheim,  and  Louis 
Lipman. 


A paper  on  “Control  of  Respiratory  Infections” 
was  presented  by  Dr.  Colin  MacLeod,  professor  of 
bacteriology,  New  York  University  College  of  Medi- 
cine, at  the  March  staff  meeting  of  Castle  Point 
Veterans  Hospital. 

Dr.  Edgar  Medlar,  associate  professor  of  pathol- 
ogy at  Columbia  University,  College  of  Physicians 
and  Surgeons,  lectured  on  “A  Study  on  the  Patho- 
genesis of  Minimal  Pulmonary  Tuberculosis,”  at 
the  Castle  Point  Veterans  Hospital  on  April  28. 


The  clinical  pathological  conferences  of  Meadow- 
brook  Hospital,  Hempstead,  Long  Island,  discon- 
tinued during  the  war,  have  been  resumed,  with  the 
conferences  being  held  on  the  fourth  Friday  of  each 
month  at  4:30  p.m.  Physicians  wishing  to  receive 
conference  cases  before  the  meeting  are  requested 
to  write  Dr.  Theodore  J.  Curphey,  Pathological 
Department,  Meadowbrook  Hospital,  Hempstead, 
Long  Island,  New  York. 


Cornell  University  Medical  College  is  now  offering 
a three-month  course  in  graduate  instruction  in  in- 
ternal medicine.  Beginning  April  1,  the  course  was 
designed  to  give  practical  instruction  in  the  subjects 
of  internal  medicine,  neurology,  and  other  medical 
specialities,  including  electrocardiography,  gastro- 
enterology, pulmonary  diseases,  morbid  anatomy, 
clinical  medicine,  and  psychosomatic  medicine.  The 
instructors  are  members  of  the  faculty  of  Cornell 
University  Medical  College,  and  the  entire  teaching 
facilities  of  the  medical  outpatient  department  of  the 
New  York  Hospital  are  available  for  this  work. 


Seminars  on  the  trends  in  maternity  and  newborn 
care  were  held  on  April  27  and  28  at  the  Kings 
County  Hospital  in  Brooklyn.  Chairmen  and  their 
sessions  were  Dr.  Charles  Weymuller,  professor  of 
pediatrics,  Long  Island  College  of  Medicine,  “To- 
ward Better  Care  of  the  Newly  Born  Infant”;  Dr. 
Morris  Glass,  president  of  the  Brooklyn  Gynecologi- 
cal Society,  “Toward  Better  Maternal  Care”; 
Miss  Hortense  Hilbert,  director  of  the  Bureau  of 
Nursing,  New  York  City  Department  of  Health, 
“Are  We  Making  the  Best  Use  of  Auxiliary 
Workers?” 


PERSONALITIES 


Elected 

To  the  board  of  directors  of  Rochester  Hospital 
Service:  Dr.  Ellis  B.  Soble,  president  of  the  Medical 
Society  of  the  County  of  Monroe,  Dr.  Elmer  W. 
O’Brien  and  Dr.  William  A.  Sawyer  . . . Dr.  G.  Elmer 
Martin,  Troy,  as  president  of  the  Leonard  Hospital 
medical  staff.  ...  As  vice-president  of  the  Leonard 
Hospital,  Troy,  staff,  Dr.  Vincent  T.  Laquidara  and, 
as  secretary-treasurer,  Dr.  Ferdinand  Haverly  . . . 
Dr.  W.  A.  Casper,  of  the  St.  Vincent’s  Hospital  staff, 
Richmond,  to  the  American  Board  of  Allergists. 

Appointed 

Dr.  Louis  M.  Rousselot  as  director  of  surgery, 
St.  Vincent’s  Hospital,  New  York  City,  and  profes- 
sor of  clinical  surgery  at  New  York  University  Col- 
lege of  Medicine.  . . As  resident  in  anesthesia  at 
Presbyterian  Hospital,  New  York  City,  Dr.  Gerald 
Savage,  former  intern  and  assistant  anesthetist  at 
Staten  Island  Hospital . . . Dr.  Cushman  D.  Haagcn- 
sen,  associate  professor  of  surgery  at  Columbia  Uni- 
versity, College  of  Physicians  and  Surgeons,  as  co- 
ordinator of  cancer  teaching  for  the  college’s  cancer 
research  program. 

Dr.  Charles  C.  Sweet,  reappointed  chief  of  staff  of 


Ossining  Hospital.  . . From  the  courtesy  to  the  con- 
sulting staff  of  Ossining  Hospital,  Dr.  J.  A.  Taylor, 
Tarrytown,  and  Dr.  S.  H.  Nickerson,  White  Plains. 

Honored 

Dr.  Cornelius  P.  Rhoades,  director  of  the  Memo- 
rial Hospital  Center  for  Cancer  and  Allied  Diseases, 
New  York  City,  as  recipient  of  eleventh  annual 
Clement  Cleveland  award  for  outstanding  work  in 
cancer  control  during  1947  by  the  New  York  City 
Cancer  Committee  . . . Dr.  Alvin  Ilulnick,  associate 
orthopedic  attending  surgeon  at  Staten  Island 
Hospital,  certified  as  a specialist  by  the  American 
Board  of  Orthopedics. 

Retired 

Dr.  Thomas  I.  Price,  associated  with  the  New 
York  City  Department  of  Hospitals  since  1909,  a s 
general  medical  superintendent  of  the  Department 
of  Hospitals,  a position  he  has  held  since  1944.  He 
will  be  succeeded  by  Dr.  Marcus  D.  Kogel  . . .Dr. 
Frank  L.  Babbott,  as  chairman  of  the  board  of  trus- 
tees of  the  Long  Island  College  of  Medicine,  Brook- 
lyn, to  be  succeeded  by  Lauson  11.  Stone. 


ABSTRACT  OF  MINUTES  OF  THE  COUNCIL  OF  THE  MEDICAL  SOCIETY 
OF  THE  STATE  OF  NEW  YORK 


A T ITS  meeting  on  March  11,  1948,  the  Council 
TL  considered  the  following  matters,  taking  action 
as  indicated : 

Secretary’s  Report 

Remission  of  State  Assessments.— The  remission 
of  State  assessments  was  voted  on  account  of  service 
with  the  armed  forces  for  one  member  for  1948  and 
twelve  for  1947;  also  on  account  of  illness  for  Drs. 
Harry  J.  Hammond,  Frederick  Washnitzer,  William 
Braunstein,  Hugo  Schueller,  Nathan  Schutz,  Wil- 
liam H.  Beattie,  Lawrence  F.  Drumm,  Henry 
Washeim,  Jr.,  George  H.  Stephens,  L.  M.  Hicker- 
nell,  George  T.  Boycheff,  and  Gerti  Doonief.  Also 
the  rescinding  of  one  remission  of  assessment  was 
authorized. 

Meetings. — During  your  leap  year  month,  it  has 
been  your  Secretary’s  privilege  mainly  to  cover  such 
routine  matters  as  answering  correspondence  and 
attending  committee  meetings.  However,  on  Feb- 
ruary 16,  I spent  the  day  with  Dr.  Dan  Mellen, 
chairman  of  your  Committee  on  Rural  Medical 
Service;  Mrs.  Virginia  Shuler,  secretary  of  the 
Committee  on  Rural  Medical  Service  of  the  Ameri- 
can Medical  Association;  Colonel  W.  L.  Wilson, 
Medical  Corps  of  the  U.S.  Army,  and  Dr.  Joseph 
A.  Lane,  secretary  of  the  Medical  Society  of  the 
County  of  Monroe,  calling  upon  Dr.  A.  Lembcke 
and  Dr.  Albert  D.  Kaiser,  associate  director  and 
executive  director,  respectively,  of  the  Council  of 
Rochester  Regional  Hospitals,  Inc.  These  gentle- 
men generously  explained  how  their  Council  was 
developed,  and  how  it  functions  under  grants  from 
the  Commonwealth  Fund  to  assist  in  the  improve- 
ment of  medical  care  chiefly  through  the  hospitals 
in  the  following  eleven  counties:  Allegany,  Che- 

mung, Livingston,  Monroe,  Ontario,  Orleans, 
Schuyler,  Seneca,  Steuben,  Wayne,  and  Yates. 

On  February  18,  with  Dr.  Harry  Aranow,  I at- 
tended a meeting  at  the  Association  of  the  Bar  of  the 
City  of  New  York,  where  the  so-called  “Sil verson 
Plan”  regarding  social  security  for  professional  and 
small  business  people  was  discussed.  The  American 
Medical  Association  was  represented  at  this  meet- 
ing by  Dr.  Frank  G.  Dickinson,  director  of  the 
Bureau  of  Medical  Economic  Research,  and  Mr. 
J.  W.  Holloway,  Jr.,  director  of  the  Bureau  of  Legal 
Medicine  and  Legislation.  The  subject  in  question 
has  been  accepted  as  a responsibility  by  our  national 
body  and  several  others. 

On  February  25,  your  Secretary  attended  the 
annual  meeting  of  County  Legislative  Committee 
Chairmen  in  Albany,  and  on  March  1 it  was  my 
pleasant  duty  to  represent  you  at  the  inaugural 
diimer  of  the  American  Academy  of  Compensation 
Medicine,  Inc.  The  chairman  of  the  Section  on 
Industrial  Medicine  and  Surgery  of  the  Medical 
Society  of  the  State  of  New  York,  Dr.  Harry  V.  N 
Spaulding,  is  president  of  the  American  Academy  of 
Compensation  Medicine,  Inc.  He  and  Miss  Mary 
Donlon,  chairman  of  the  Workmen’s  Compensation 
Board,  State  Department  of  Labor,  delivered  the 
speeches  of  the  evening. 

What  appeared  to  be  the  last  regular  meeting  of 
the  Advisory  Committee  on  Workmen’s  Compensa- 
tion Fee  Schedule  was  held  on  February  19.  Recom- 
mendations are  being  made  to  Miss  Mary  Donlon. 

Preparations  for  the  Annual  Meeting  in  May  are 
progressing  satisfactorily.  Most  of  the  Annual 


Reports  for  the  House  of  Delegates  have  been  re- 
ceived at  the  State  Society  office. 

Communications. — Letter  from  Dr.  E.  Dean 
Babbage,  president  of  the  Medical  Society  of  the 
County  of  Erie,  to  Dr.  Louis  H.  Bauer,  President, 
dated  February  20,  1948: 

The  Medical  Society  of  the  County  of  Erie,  believing  that 
organized  medicine  should  do  all  within  its  power  to  help 
solve  the  problems  of  chronic  alcoholism,  established  early, 
this  year  a new  Society  agency  known  as  the  Special  Com- 
mittee* on  the  Problems  of  Alcohol,  which  has  launched  a 
broad  program  designed  to  bring  about  better  medical  and 
institutional  care  for  alcoholics  and  to  create,  through  a 
campaign  of  education,  an  enlightened  and  more  cooperative 
public  attitude  toward  the  sufferer  from  alcoholism. 

Though  several  other  county  medical  societies  in  New 
York  State  have  set  up  special  committees  with  similar  ob- 
jectives, the  vast  majority  of  county  societies,  so  far  as  we 
can  learn,  have  to  date  taken  no  official  cognizance  of  the 
medical  nature  of  the  problems  of  alcoholism,  nor  have  they 
created  special  committees  to  deal  aggressively  with  this 
question. 

This  realization  led  to  the  adoption  by  a unanimous  vote 
at  the  February  17  monthly  meeting  of  the  Comitia  Minora 
of  the  Medical  Society  of  Erie  County  of  a resolution  offered 
by  the  chairman  of  the  Society’s  Special  Committee  on  the 
Problems  of  Alcohol,  Dr.  Milton  G.  Potter.  This  resolution, 
in  substance  and  purpose,  respectfully  and  earnestly  peti- 
tions the  Medical  Society  of  the  State  of  New  York  to  make 
the  problems  of  alcoholism  a matter  of  State  Society  concern, 
and,  further,  to  assume  the  leadership  in  stimulating  in- 
creased interest  in  these  problems  by  all  county  societies  on 
their  local  level. 

Full  text  of  the  resolution,  which  is  forwarded  to  you  at  the 
direction  of  the  Comitia  Minora,  follows: 

Whekeas,  all  the  causes  of  alcoholism  and  of  compulsive 
drinking  are  not  known;  and 

Whereas,  individuals  manifesting  the  complex  symp- 
toms of  alcoholism  and  compulsive  drinking  are  sick  persons 
in  need  of  medical  care;  now,  therefore,  be  it 

Resolved,  that  alcoholism  and  compulsive  drinking  be 
known  as  disease  complexes  to  be  considered  as  illnesses 
and  to  be  dealt  with  accordingly;  and  be  it  further 

Resolved,  that  the  Medical  Society  of  the  County 
of  Erie,  and  its  Special  Committee  on  the  Problems  of 
Alcohol,  the  same  being  a subcommittee  of  the  Society’s 
Committee  on  Public  Health,  do  hereby  petition  and  urge 
the  Medical  Society  of  the  State  of  New  York,  through 
action  by  its  Council,  to  bring  about  the  appointment  of  a 
Special  Committee  on  the  Problems  of  Alcohol,  of  the 
Medical  Society  of  the  State  of  New  York;  and  further, 
that  the  Council  of  the  Medical  Society  of  the  State  of 
New  York  be  urged  to  request  each  component  county 
society  in  the  State  to  appoint  a local  special  committee 
on  the  Problems  of  Alcohol  in  association  with  its  work  in 
the  field  of  public  health. 

It  is  the  sincere  hope  of  the  Medical  Society  of  the  County 
of  Erie  that  the  foregoing  resolution  will  receive  favorable 
consideration  at  the  hands  of  the  Council  of  the  State  Medical 
Society.  May  the  privilege  be  ours  of  receiving  your  reac- 
tions to  this  proposal. 

After  discussion,  it  was  voted  that  the  matter  be 
referred  to  the  Subcommittee  on  Mental  Hygiene 
of  the  Committee  on  Public  Health  and  Educa- 
tion, with  direction  to  confer  with  a Committee 
of  the  New  York  Academy  of  Medicine  which 
has  been  studying  alcoholism. 

Dr.  Anderton  stated  that  he  had  a copy  of  another 
letter  along  tjie  same  lines  to  Governor  Dewey  from 
the  President  of  the  Medical  Society  of  the  County 
of  Erie,  advocating  the  formation  of  a State  com- 
mission for  the  study  of  alcoholism  and  other  mat- 
ters. 

It  was  voted  to  defer  action  until  the  Subcommittee 
on  Mental  Hygiene  reports. 

Letter  from  Dr.  George  E.  Anderson,  chairman 
of  the  Section  on  Medicine,  under  date  of  March  1, 
1948,  in  regard  to  the  appointment  of  Dr.  Thomas 
11.  McGavack,  1 East  105th  Street,  New  York  City, 
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as  Delegate  from  the  Section  on  Medicine  to  the 
House  of  Delegates. 

After  discussion,  it  was  voted  that  Dr.  Anderson  be 
informed  that  he  did  not  have  the  authority  to 
make  an  appointment;  that  the  only  one  that 
could  elect  a delegate  is  the  Section  itself,  but  that 
the  matter  will  be  referred  to  the  House  of  Dele- 
gates with  the  suggestion  that  Dr.  McGavack  he 
seated. 

Letter  from  Oneida  County  Medical  Society 
dated  February  13,  1948,  in  regard  to  remitting  the 
dues  of  Dr.  Oswald  J.  McKendree  and  Dr.  Robert 
C.  Hall  because  of  their  services  as  Secretary  and 
Treasurer. 

After  discussion,  it  was  voted  that  the  Secretary 
write  them  that  the  Constitution  and  Bylaws 
of  the  State  Society  do  not  permit  the  remission 
of  dues,  except  for  illness. 

A letter  was  read  from  Mrs.  Mary  C.  Brittain, 
dated  March  2,  1948,  acknowledging  our  letter  of 
sympathy  on  account  of  Dr.  Robert  Brittain’s 
demise. 

Letter  from  Dr.  George  H.  Clark  of  Bradenton 
Beach,  Florida,  to  the  New  York  State  Journal 
of  Medicine,  under  date  of  January  27,  1948,  in 
regard  to  the  fact  that  he  was  not  receiving  his 
Journal. 

Dr.  Anderton  stated  he  had  communicated  with 
the  Medical  Society  of  the  County  of  Monroe  and 
found  that  Dr.  Clark  had  resigned  in  1943. 

It  was  voted  that  the  Secretary  write  Dr.  Clark 
stating  that  our  records  indicated  that  he  re- 
signed his  membership,  and  suggest  that  he  take 
up  the  question  of  being  restored  to  membership 
with  the  Medical  Society  of  the  County  of  Monroe. 

Treasurer’s  Report  was  accepted. 

Report  of  Executive  Officer 

Dr.  Aranow  reported  that  because  the  Legislature 
is  expected  to  close  soon,  it  was  important  for  Dr. 
Hannon  to  remain  in  Albany.  He  stated  that  Dr. 
Hannon  appears  to  be  very  well  liked  by  all  the 
legislators  and  that  all  the  reports  about  him  are 
good.  Dr.  Bauer  added  that  the  Commissioner  of 
Health  had  told  him  that  Dr.  Hannon  has  been  of 
inestimable  help  to  him. 

Reports  of  Committees 

Committee  on  Legislation. — Dr.  Aranow,  Chair- 
man, expressed  himself  as  being  discouraged  at  the 
lack  of  concerted  action  on  the  part  of  the  profession 
as  shown  by  introducing  bills  and  then  withdrawing 
them  on  account  of  objections  from  certain  groups. 
He  also  felt  that  no  county  society  should  go  over 
the  head  of  the  State  Society  in  appealing  to  legis- 
lators or  to  the  Governor,  because  such  acts  weak- 
ened the  position  of  the  State  Society.  He  reported 
that  a certain  sentence  had  been  overlooked  in  the 
drug  dispensing  bill  when  it  was  approved  by  the 
County  Legislative  Chairman,  and  he  would  like 
permission  of  the  Council  to  protest  to  the  Governor 
that  that  particular  provision  had  very  bad  implica- 
tions and  for  that  reason  it  is  felt  that  the  bill  should 
not  be  approved. 

It  was  voted  that  this  permission  be  given. 

The  question  of  the  podiatry  bill  was  brought  up 
by  Dr.  Aranow. 

It  was  voted  that  the  Council  does  not  wish  to  re- 
verse its  previous  stand  which  was  not  to  oppose 
the  bill. 

The  bill  introduced  to  register  and  license  psychol- 


ogists has  been  withdrawn  because  of  objections  to 
certain  phases  of  the  bill. 

Committee  on  Economics. — Mr.  Farrell,  director 
of  the  Bureau  of  Medical  Care  Insurance,  made  the 
following  report: 

“On  February  18  I received  from  Associated 
Medical  Care  Plans  the  following  report  from  a 
Subcommittee  to  Draft  Bylaws  for  the  proposed 
Blue  Cross-Blue  Shield  Association.  Dr.  Aaron 
feels  this  is  important. 

It  is  proposed  that  a National  Blue  Cross-Blue 
Shield  Association  be  established  and  also  an  in- 
surance corporation:  (1)  to  make  possible  the 

insuring  of  national  accounts  on  uniform  rates 
and  benefits;  (2)  to  establish  standard  admin- 
istrative regulations;  (3)  to  provide  Blue  Cross 
coverage  in  every  area  of  the  United  States  and 
outside  the  United  States;  (4)  for  coordination 
and  direction  of  all  administration  through  a 
single  agency ; (5)  for  additional  benefits  coverage 
and,  in  addition,  to  establish  some  method  of 
cooperation  with  governmental  agencies  to  help 
provide  against  costs  of  medical  and  hospital 
care  from  a nat  ional  level. 

The  proposed  Blue  Cross-Blue  Shield  Associa- 
tion affairs  are  to  be  managed  by  a Board  of  26 
Governors  selected  as  follows:  (1)  Five  persons 
designated  as  Hospital  Governors,  (2)  Five 
persons  designated  as  Medical  Governors,  (3) 
Two  persons  designated  as  Commission  Gover- 
nors, (4)  Two  persons  designated  as  Medical 
Association  Governors,  (5)  Two  persons  desig- 
nated as  Hospital  Association  Governors,  and  (6) 
Ten  persons  designated  as  Public  Governors. 
“The  aims  and  purposes  of  the  Association  are 
perhaps  a forward  step  in  meeting  the  nation’s 
health  needs;  however,  voluntary  non-profit  medi- 
cal care  plans  should  remain  the  responsibility  of 
authorized  representatives  of  the  medical  profession 
and  not  be  subject  to  the  domination  and  control 
of  any  organization  or  group  as  proposed. 

“On  instructions  from  Dr.  Aaron,  I attended  a 
meeting  in  Chicago,  on  March  6,  called  by  a group 
of  interested  parties  to  discuss  this  proposal.  The 
meeting  had  no  official  standing  but  about  100  at- 
tended. Two  resolutions  were  presented  from  the 
west  coast  area:  one  by  the  Medical  Service  Bur- 
eau of  the  Utah  State  Medical  Association,  and  the 
other  by  representatives  of  California  Physicians 
Service,  Oregon  Physicians  Service,  Idaho  Physicians 
Service,  Montana  Physicians  Service,  and  Utah 
State  Medical  Service  Bureau,  opposing  the  pro- 
posal. A statement  of  opinion,  also  in  opposition, 
was  presented  by  the  members  of  Blue  Cross  plans 
comprising  Dist  rict  11,  which  corresponds  with  the 
above  medical  care  plans.  Inquiry  was  made 
from  the  floor  if  any  of  these  proposals  had  been 
submitted  to  Boards  of  Directors  of  any  of  the 
plans.  The  answer  was  that  the  boards  had  not 
seen  the  proposal. 

“The  question  was  brought  up  if  it  was  legal  to 
establish  such  a corporation.  As  our  present 
Article  IX-C  stands,  a nonprofit  corporation  cannot 
dispense  funds  for  a national  corporation. 

“On  March  7,  the  Blue  Shield  group  held  its 
meeting,  with  five  present.  The  purpose  of  this 
conference  was  to  formulate  a report  to  be  pre- 
sented to  the  A.M.C.P.  convention  in  Los  Angeles 
the  latter  part  of  March. 

“My  second  annual  report  to  (he  Subcommittee 
on  Medical  Expense  Insurance  of  the  Council  Com- 
mittee on  Economics,  on  the  progress  of  New  York 
State  Voluntary  Nonprofit  Medical  Care  Plans  fol- 
lows (Tables  1-11): 
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TABLE  1. — Comparative  Membership  Totals  for  Year  Ending  December  31,  1947 


Per  cent 


December  31,  1947 

December  31,  1946 

Increase 

of  Increase 

United  Medical  Service,  Inc.,  New  York 
Western  New  York  Medical  Plan,  Inc., 

730,293 

405,292 

325,001 

80 

Buffalo 

119,708 

100,281 

19,427 

19 

Medical  and  Surgical  Care,  Inc.,  Utica 
Central  New  York  Medical  Plan,  Inc., 

89,369 

69,247 

20,122 

29 

Syracuse 

Genesee  Valley  Medical  Care,  Inc., 

15,322 

11,308 

4,014 

35 

Rochester 

♦Northeastern  New  York  Medical 

46,145 

11,914 

34,231 

287 

Service,  Inc.,  Albany 

22,778 

22,778 

Total 

1,023,615 

598,042 

425,573 

71 

* Period  from  December  1,  1946,  through  December  31,  1947. 


TABLE  2. — Membership  According  to  Class  of  Participants  for  Year  Ending  December  31,  1947 


Subscribers 

Dependents 

Total 

United  Medical  Service,  Inc.,  New  York 

375,684 

354,609 

730,293 

Western  New  York  Medical  Plan,  Inc.,  Buffalo 

47,018 

72,690 

119,708 

Medical  and  Surgical  Care,  Inc.,  Utica 

43,973 

45,396 

89,369 

Central  New  York  Medical  Plan,  Inc.,  Syracuse 

6,503 

8,819 

15,322 

Genesee  Valley  Medical  Care,  Inc.,  Rochester 
* Northeastern  New  York  Medical  Service,  Inc., 

19,202 

26,943 

46,145 

Albany 

9,963 

12,815 

22,778 

Total 

502,343 

521,272 

1,023,615 

* Period  from  December  31,  1946,  through  December  31,  1947. 


TABLE  3. — Comparative  Statement  of  Total  Membership  in  Medical  and  Hospital  Plans 


United  Medical  Service,  Inc.,  New 
York 

Western  New  York  Medical  Plan,  Inc., 
Buffalo 

Medical  and  Surgical  Care,  Inc.,  Utica 

Central  New  York  Medical  Plan,  Inc., 
Syracuse 

Genesee  Valley  Medical  Care,  Inc., 
Rochester 

Northeastern  New  York  Medical  Ser- 
vice. Inc.,  Albany 


Total 


1946 


Hospital 

% 

of  Total 

Medical 

% 

of  Total 

2,788,987 

87.32 

405,292 

12.68 

421,115 

137,068 

80.77 
66 . 44 

100,281 

69,247 

19,23 

33.56 

231,021 

95.34 

11,308 

4,66 

313,491 

96.34 

11,914 

3.66 

182,261 

4,073,943 

87.20 

598,012 

12.80 

1947 


Hospital 

% 

of  Total 

Medical 

% 

of  Total 

3,206,178 

81.45 

730,293 

18.55 

445,689 

146,818 

78.81 

62.17 

119,708 

89,369 

21.17 
37 . 83 

253,507 

94.31 

15,322 

5.69 

336,548 

87.94 

46,145 

12.06 

218,927 

90.58 

22,778 

9.42 

4,607,667 

81.83 

1,023,615 

18.  17 

TABLE  4. — Comparative  Statement  of  Membership  Increase  in  Medical  and  Hospital  Plans 


United  Medical  Service,  Inc.,  New 
York 

Western  New  York  Medical  Plan,  Inc., 
Buffalo 

Medical  and  Surgical  Care,  Inc.,  Utica 

Central  New  York  Medical  Plan,  Inc., 
Syracuse 

Genesee  Valley  Medical  Care,  Inc., 
Rochester 

Northeastern  New  York  Medical  Ser- 
vice, Inc.,  Albany 


Total 


1946- 


Hospital 

% 

of  Total 
Increase 

Medical 

% 

of  Total 
Increase 

585,553 

70.58 

244,164 

29.42 

54,412 

27,890 

58.12 

50.19 

39,221 

27,687 

41.88 

49.81 

41,829 

86.01 

6,808 

13.99 

42,778 

78.22 

11,914 

21.78 

752,462 

69  53 

329,794 

30.47 

1947- 


Hospital 

% 

of  Total 
Increase 

Medical 

% 

of  Total 
Increase 

417,191 

56.22 

325,001 

43.78 

24,574 

9,750 

55.85 

32.64 

19,427 

20,122 

44.15 

67.36 

22,486 

84.86 

4,014 

15.14 

23,067 

40,26 

34,231 

59.74 

36,666 

61.69 

22,778 

38.31 

533,734 

55.64 

425,573 

44.36 

Comments. — “This  report  is  presented  to  inform 
you  of  the  progress  of  t he  six  New  York  State  volun- 
tary nonprofit  medical  care  plans  approved  by  the 
Medical  Society  of  the  State  of  New  York. 

“Progress  on  a state- wide  basis  has  been  most 
gratifying.  Your  Director  stated  in  his  report  for 
the  year  ended  December  31,  1946,  that  membership 
would  increase  to  approximately  4,000,000,  and 
incurred  benefits  to  members  and  physicians  would 
be  approximately  $3,500,000. 


“Membership  increased  by  425,573  during  1947, 
making  a total  of  1,023,615  at  December  31,  1947. 
This  represents  the  largest  membership  of  any 
state  offering  one  or  more  voluntary  nonprofit 
medical  care  plans.  This  increase  lias  been  due 
to  a better  understanding  of  the  plans  by  the  medi- 
cal profession,  an  appreciation  of  the  value  of  the 
prepaid  medical  care  insurance  principle,  and  also 
a more  intensive  sales  effort  on  the  part  of  adminis- 
tering organizations.  It  is  important  that  as  these 
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TABLE  5. — Amount  of  Claims*  by  Contract  for  Year  Ending  December  31,  1947 


United  Medical  Service,  Inc.,  New 

Surgical 

Only 

In-Hospital 

Surgical 

Surgical  and 
In-Hospital 
Medical 

Surgical  and 
Medical  (Home, 
Office,  and 
Hospital) 

Total  + 

York 

Western  New  York  Medical  Plan,  Inc., 

$1,678,568 

$19,987 

$314,235 

$181,272 

$2,194,062 

Buffalo 

.148.676 

305,496 

654,172 

Medical  and  Surgical  Care,  Inc.,  Utica 
Central  New  York  Medical  Plan,  Inc., 

441,360 

441,360 

Syracuse 

Genesee  Valley  Medical  Care,  Inc., 

4,649 

98,280 

102,929 

Rochester 

tNortheastern  New  York  Medical  Ser- 

100.632 

100,632 

vice,  Inc.,  Albany 

61,725 

61,725 

Total  t 

$2, 573, 880 

$19,987 

$681,456 

$279,552 

$3,554,880 

TABLE  6. — Number 

of  Claims* 

bt  Contract  for 

Year  Ending  December  31,  1947 

Surgical 

In-Hospital 

Surgical  and 
In-Hospital 

Surgical  and 
Medical  (Home. 
Office,  and 

United  Medical  Service,  Inc.,  New 

Only 

Surgical 

Medical 

Hospital) 

Total 

York 

Western  New  York  Medical  Plan.  Inc., 

28.816 

335 

5,514 

13,903 

48,568 

Buffalo 

9,708 

21,743 

31,451 

Medical  and  Surgical  Care,  Inc.,  Utica 
Central  New  York  Medical  Plan,  Inc  , 

18,117 

18,117 

Syracuse 

Genesee  Valley  Medical  Care,  Inc., 

134 

9,744 

9,878 

Rochester 

t Northeastern  New  York  Medical  Ser- 

2,162 

2,612 

vice,  Inc.,  Albany 

966 

966 

Total 

59,387 

335 

28,223 

23,647 

111,592 

TABLE  7. — Average  Cost  per 

Claim*  by 

Contract  for  Year  Ending  December  31, 

1947 

United  Medical  Service,  Inc.,  New 

Surgical 

Only 

In-Hospital 

Surgical 

Surgical  and 
In-Hospital 
Medical 

Surgical  and 
Medical  (Home, 
Office,  and 
Hospital) 

York 

Western  New  York  Medical  Plan.  Inc., 

$58.25 

$59.66 

$57.00 

$13.03 

Buffalo 

35.91 

14.05 

Medical  and  Surgical  Care,  Inc.,  Utica 
Central  New  York  Medical  Plan,  Inc., 

24.36 

Syracuse 

Oenessee  Valley  Medical  Care,  Inc., 

34.70 

10.08 

Rochester 

t Northeastern  New  York  Medical  Ser- 

38.52 

vice,  Inc. .Albany 

63.89 

TABLE  8. — Claim  Incidence  per  1,000  Participants  per  Annum 

31,  1947 

by  Types  of  Contracts*  for  Year  Ending  December 

United  Medical  Service,  Inc.,  New 

Surgical 

Only 

In-Hospital 

Surgical 

Surgical  and 
In-Hospital 
Medical 

Surgical  a 
Medical  (Home, 
Office,  and 
Hospital) 

York 

\\  estern  New  York  Medical  Plan,  Inc., 

60.77 

71.42 

65  35 

610.66 

Buffalo 

124.19 

738. 70 

Medical  and  Surgical  Care,  Inc.,  Utica 
Central  New  York  Medical  Plan,  Inc., 

219.97 

Syracuse 

Genesee  Valley  Medical  Care,  Inc., 

95.37 

728.68 

Rochester 

t Northeastern  New  York  Medical  Ser- 

73  62 

vice,  Inc.,  Albany 

71.29 

Note:  Experience  of  Medical  and  Surgical  Care,  Inc.,  Utica,  includes  benefits  under  Medical  Call  Hider. 

Experience  of  Western  New  York  Medical  Plan,  Inc.,  Buffalo,  includes  benefits  under  Surgical  and  Medical  Contract  until 
March  1,  1947,  when  home  and  office  calls  were  discontinued. 


* Incurred  basis. 

t Period  from  December  31,  194ff,  through  December  31,  1947. 
$ Paid  basis. 
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TABLE  9. — Earned  Premium  Income,  Total  Expenses,  and  Underwriting  Gain  for  Year  Ending  December  31,  1947 


Earned 

Premium 

Total 

Gain  from 

Income 

Expenses 

% 

Underwriting 

% 

United  Medical  Service,  Inc.,  New 
York 

Western  New  York  Medical  Plan,  Inc., 

$3,986,028 

$3,168,199 

79.48 

$ 817,829  . 

20.52 

Buffalo 

830,264 

755,019 

90.94 

80,648 

9.06 

Medical  and  Surgical  Care,  Inc.,  Utica 
Central  New  York  Medical  Plan,  Inc., 

621,067 

525,843 

84.66 

95,224 

15.34 

Syracuse 

Genesee  Valley  Medical  Care,  Inc., 

152,488 

124,665 

81.75 

27,823 

18.25 

Rochester 

f Northeastern  New  York  Medical  Ser- 

223,762 

136,779 

61.12 

86,983 

38.88 

vice,  Inc.,  Albany 

96,056 

76,038 

79.16 

20,018 

20.84 

Total 

$5,909,665 

$4,786,543 

80.99 

$1,128,525 

19.01 

TABLE  10. — Earned  Premium  Income, 

Claim  and 

Administrative  Expense  for 

Year  Ending  December  31 

, 1947 

United  Medical  Service,  Inc.,  New 

Earned 

Premium 

Income 

Claim 

Expense 

% 

Administrative 

Expense 

% 

York 

Western  New  York  Medical  Plan,  Inc., 

$3,986,028 

$2,320,738 

58 . 22 

$847,461 

21.26 

Buffalo 

830,264 

654,172 

78.79 

100,846 

12.14 

Medical  and  Surgical  Care,  Inc.,  Utica 
Central  New  York  Medical  Plan, Inc.. 

621,067 

441,359 

71.06 

84,483 

13.60 

Syracuse 

Genesee  Valley  Medical  Care,  Inc., 

152,488 

102,929 

67 . 50 

21,736 

14.25 

Rochester 

t Northeastern  New  York  Medical  Ser- 

223,762 

100,632 

45.00 

36,147 

16.19 

vice  Inc.,  Albany 

96,056 

61,725 

64.25 

14,313 

14.90 

Total 

$5,909,665 

$3,681,555 

62.30 

$1,104,986 

18.70 

Note:  Claim  and  administrative  expense  on  incurred  basis. 


TABLE  11. — Comparative  Statement  of  Earned  Premium  Income  and  Incurred  Expenses  per  Contract  and  per 

Member  for  Year  Ending  Decembeh31,  1947 


United 

Western 

Medical 

Central 

Genesee 

t Northeastern 

Medical 

New  York 

and 

New  York 

Valley 

New  York 

Service, 

Medical 

Surgical 

Medical 

Medical 

Medical 

Inc., 

Plan,  Inc., 

Care,  Inc., 

Plan,  Inc., 

Care,  Inc., 

• Service,  Inc., 

New  York 

Buffalo 

Utica 

Syracuse 

Rochester 

Albany 

Earned  Premium  Income 

$3,986,028 

$830,264 

$621,067 

$152,488 

$233,762 

$96,056 

Per  contract 

12.34 

19.31 

15.26 

25.72 

13.31 

16.58 

Per  member 

6.39 

7.58 

7.53 

10.74 

5.66 

7.23 

Expenses  Incurred 

847,461 

100,846 

84,483 

21,736 

36,147 

14,313 

Per  contract 

2.62 

2.34 

2.07 

3.66 

2.15 

2.47 

Per  member 

1.35 

0 92 

1.02 

1.53 

0.91 

1.07 

Note:  Mean  averages  used  in  determining  contracts  and  membership. 


plans  progress,  ways  and  means  be  adopted  whereby 
everyone  eligible  to  enroll  may  be  given  an  oppor- 
tunity to  do  so  for  himself  and  his  dependents. 

‘ ‘In  considering  the  growth  of  these  plans  during  the 
past  two  years,  it  is  reasonable  to  anticipate  that 
membership  will  increase  during  1948  to  approxi- 
mately 1,500,000  and  that  incurred  benefits  to  phy- 
sicians and  members  will  be  approximately  .15,400,- 
000. 

‘ ‘All  plans  are  now  submitting  to  the  Bureau  quart- 
erly reports  which  are  analyzed  as  to  membership, 
claim  cost,  and  incidence  of  demand,  administrative 
expense,  reserves,  and  surplus. 

“Looking  forward  to  a uniform  contract  on  a state- 
wide basis  the  data  and  information  regarding  ex- 
perience of  different  types  of  contracts,  in  addition 
to  the  data  items  listed  above,  will  be  invaluable  in 
determining  the  type  of  contract  most  practical  and 
which  will  meet  the  needs  and  desires  of  the  public, 
be  aetuarially  sound,  and  protect  the  interests  of  the 
subscriber  and  physician. 

“We  have  attempted  to  present  our  report  in  a 
manner  which  will  be  readily  understandable. 
Comments  and  questions  regarding  any  part  of  the 
report  will  be  welcome.” 


Malpractice  Insurance  and  Defense  Board. — 

Dr.  Anderton  reported  that  the  Malpractice  Insur- 
ance and  Defense  Board  met  March  9 until  twelve 
midnight  and  discussed  their  annual  report  and  other 
matters. 

Committee  on  Medical  Service. — Dr.  Aranow  re- 
ported that  the  Society  had  sent  him  a letter  from 
the  American  Association  of  Blood  Banks,  Dallas, 
Texas,  asking  endorsement  by  our  Society.  Dr. 
Aranow  did  not  feel  that  the  information  was 
complete  enough,  and  the  Secretary  was  requested 
to  obtain  more  specific  informat  ion. 

Committee  on  Public  Health  and  Education. — 

Dr.  Mitchell  reported  as  follows: 

February  25,  1948:  In  Albany  to  attend  the 
annual  conference  of  county  society  legislative 
chairmen  with  Committee  on  Legislation. 

March  10,  1948:  In  New  York  City  to  attend  a 
conference  of  the  Council  Committee  on  Public 
Health  and  Education  and  the  Subcommittee  on 
Child  Welfare,  with  representatives  of  the  New 
York  State  Association  of  School  Physicians  and 
the  State  Department  of  Education  and  Health  to 
consider  school  health  services.  Also  present  were 
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some  of  the  officers  of  the  Medical  Society  of  the 
State  of  New  York. 

A request  was  received  from  the  New  York  State 
Division  of  the  American  Cancer  Society  for  a list 
of  1948  Chairmen  of  Cancer  Committees  in  the 
county  medical  societies.  Letters  have  been  sent 
to  the  secretaries  of  the  county  medical  societies 
requesting  this  information  which,  when  received, 
will  be  sent  to  the  New  York  State  Division  of  the 
American  Cancer  Society. 

Postgraduate  Education:  Postgraduate  instruc- 
tion has  been  completed  in  Cortland,  Franklin, 
Jefferson,  St.  Lawrence,  Suffolk,  Sullivan,  and 
Ulster  counties. 

Postgraduate  instruction  is  being  presented  in  the 
following  counties:  Cayuga,  Clinton,  Madison, 

Onondaga,  Ontario,  Richmond,  Schenectady,  and 
Tompkins. 

Copy  of  the  Teaching  Day  program  for  Tuesday, 
May  18,  1948,  at  the  Annual  Meeting,  was  sub- 
mitted. 

A request  has  been  received  from  the  Nassau 
County  Medical  Society  for  a series  of  three  lec- 
tures. 

Committee  on  Public  Relations. — Dr.  Winslow, 
chairman,  presented  the  following  report: 

The  Public  Relations  Bureau  mailed  to  state 
officers,  county  presidents  and  county  legislative 
chairmen  of  the  Woman’s  Auxiliary  four  specially 
prepared  bulletins  dealing  with  the  Auxiliary  and 
the  work  it  can  do  to  assist  the  Society  in  its  public 
relations.  These  were  mailed  at  five-day  intervals. 
The  fifth  bulletin  was  a special  one  calling  attention 
to  bills  introduced  at  the  request  of  the  Society. 
One  bill  would  abolish  the  Medical  Practice  Com- 
mittee, and  another  would  define  the  taking  and 
interpreting  of  x-rays  as  the  practice  of  medicine. 

A newspaper  release  was  sent  to  the  daily  papers 
in  New  York  State  based  upon  the  editorial  in  the 
March  1 issue  of  the  New  York  State  Journal  of 
Medicine  entitled  ‘State  Medical  Journal  Takes 
Stand  Against  Chiropractors’  Bill.’ 

The  following  postgraduate  sessions  held  under 
the  auspices  of  the  Committee  on  Public  Health  and 
Education  were  covered  by  releases  to  the  press: 
Clinton,  Cortland,  Franklin,  Jefferson,  Ontario, 
Richmond,  St.  Lawrence,  Sullivan  and  Tompkins 
counties.  A Teaching  Day  was  held  for  Suffolk 
County. 

The  list  of  Woman’s  Auxiliary  members  was 
augmented  by  291  additional  stencils,  making  a 
total  mailing  list  of  3,500. 

Mr.  Amlerson,  Mr.  Walsh,  and  Mr.  Miebach 
attended  the  meeting  of  legislative  chairmen  in 
Albany  on  February  25. 

Committee  on  Publication. — Dr.  Kosmak,  chair- 
man, reported  that  the  Publication  Committee  held 
its  regular  monthly  meeting  on  March  10,  1948, 
and  that  the  greater  part  of  the  t ime  was  taken  up 
with  the  discussion  of  the  supplementary  report 
which  the  Committee  wishes  to  make  to  the  House 
of  Delegates.  Throughout  the  month  there  had 
been  several  meetings  of  the  editorial  group  to  dis- 
cuss editorial  policy. 

Committee  on  Rural  Medical  Service. — Dr. 
Mellen,  chairman,  reported  as  follows: 

“With  the  Secretary  we  spent  Monday,  February 
16,  1948,  in  Rochester,  learning  about  the  develop- 
ment of  the  Regional  Hospital  Plan  of  the  Council 
of  Rochester  Regional  Hospitals.  Mrs.  Virginia 
Shuler,  secretary  of  the  Committee  on  Rural  Medi- 
cal Service  of  the  American  Medical  Association, 
and  Colonel  W.  L.  Wilson,  Medical  Corps  of  the 


U.S.  Army,  and  Dr.  Joseph  A.  Lane,  secretary  of 
the  Medical  Society  of  the  County  of  Monroe, 
attended  the  conference  with  Dr.  Paul  A.  Lembcke, 
associate  director,  and  Dr.  Albert  D.  Kaiser,  execu- 
tive director. 

“We  learned  that  the  Commonwealth  Fund,  in 
1944,  decided  to  finance  this  Regional  Hospital  Plan 
with  grants  of  $75,000  a year  for  five  years,  to  be  sup- 
plemented by  $10,000  per  year  from  the  Rochester 
Community  Chest.  The  Commonwealth  Fund  also 
allotted  $200,000  per  year  for  capital  outlay  for 
small  community  hospitals.  The  Commonwealth 
Fund  may  continue  the  plan,  except  capital  grants, 
for  five  additional  years  with  lesser  grants.  Com- 
mencing with  the  hospitals  in  seven  counties  in  1946, 
the  plan  was  expanded  in  1948  to  include  the  hos- 
pitals in  the  Regional  Unit,  as  adopted  by  the  New 
York  State  Joint  Hospital  Survey  and  Planning 
Commission.  The  counties  are : Allegany,  Steuben, 
Chemung,  Schuyler,  Seneca,  Yates,  Ontario,  Liv- 
ingston, Orleans,  Monroe,  and  Wayne. 

“The  organization  of  the  Rochester  Regional 
Hospital  Plan  consists  of  the  Board  of  Directors, 
having  one  member  from  the  public  in  each  county, 
and  two  members  from  the  Governing  Board  of 
each  of  the  twenty-four  participating  hospitals.  The 
policies  as  enunciated  by  this  Board  of  Directors 
are  put  into  effect  by:  (1)  The  Medical  Conference, 
made  up  of  two  members  from  the  medical  staff  of 
each  participating  hospital;  (2)  the  Executive 
Staff,  and  (3)  the  Administrators’  Conference. 

“The  program  that  has  been  put  into  effect  in- 
cludes: (1)  Capital  grants  which  will  encompass 

building  programs  in  about  15  hospitals;  (2)  Edu- 
cational efforts  which : (a)  seek  to  have  interns  or 
assistant  residents  rotate  from  the  hospitals  in 
Rochester  to  outlying  hospitals  such  as  those  at 
Corning,  Geneva,  Canandaigua  and  Hornell;  (b) 
monthly  clinical  staff  conferences  with  visiting 
leaders;  (c)  teaching  institutes  at  strategic  points; 
(d)  courses  at  Rochester  hospitals;  (e)  medical 
fellowships — Rochester  and  elsewhere;  (/)  courses 
for  nurses  in  Rochester,  and  special  courses  else- 
where, and  ( g ) hospital  administration  instruction  at 
University  of  Rochester;  and  (3)  Direct  services  to 
outlying  hospitals,  e.g.,  central  purchasing. 

“The  planning  and  execution  of  this  regional 
experiment  to  improve  medical  care  in  the  smaller 
communities  of  a specific  region  has  been  carefully 
and  skillfully  executed.  Being  a human  endeavor, 
it  has  not  clicked  one  hundred  per  cent.  However, 
it  affords  an  example  which  may  well  be  emulated 
elsewhere  throughout  the  country. 

Committee  on  Liaison  with  Veterans  Administra- 
tion.— Dr.  Anderton  stated  Dr.  Bauckus,  chairman, 
had  written  under  date  of  March  4,  1948,  as  follows: 
“I  should  like  very  much  to  attend  the  Council 
meeting  on  March  11  but  because  of  a vacation  1 
shall  not  be  able  to  come  to  New  York  for  that  date. 

“I  should  like  to  report  that  on  February  20, 1948, 
the  Acting  Branch  Medical  Director  advised  Man- 
agers of  all  VA  installations  as  follows: 

For  your  guidance  and  information,  the  follow- 
ing is  quoted  from  a letter  of  the  Chief  Medical 
Director  dated  February  13, 1948. 

“It  is  believed  that  all  cases  where  the  VA  au- 
thorizes treatment,  it  should  be  paid  for  by  the 
Government.  The  mere  fact  that  the  veteran 
is  also  a physician  is  incidental  as  lie  is  not  paying 
the  bill.  The  authorization  of  treatment  and 
payment,  therefore,  is  a responsibility  placed  upon 
the  VA  by  law. 
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A.  M.  Kleinman,  M.D. 

Acting  Branch  Medical  Director 

“Dr.  Lull,  secretary  of  the  American  Medical 
Association,  writes  me  that  Dr.  Magnuson  has  re- 
cently met  with  some  of  the  trustees  and  stated 
that  one  of  the  serious  problems  confronting  him  is 
the  proper  staffing  of  the  outpatient  clinics.  I 
quote  from  his  letter. 

Dr.  Magnuson  would  like  to  have  help  from  the 
local  medical  societies  in  staffing  these  organi- 
zations. Physicians  who  are  qualified  could  be 
appointed  and  could  serve  on  an  hourly  basis  a 
specified  number  of  days  a week.  They  would  be 
appointed  in  grades  commensurate  with  their 
professional  ability.  The  veteran  who  desires 
treatment  from  his  family  physician  will  still  con- 
tinue to  get  it.  Dr.  Magnuson  is  not  particularly 
happy  with  the  staffs  in  a great  many  of  the  out- 
patient clinics  and  would  like  to  have  them  built 
up.  This  will  take  the  cooperation  of  local  medi- 
cal groups.  Some  of  the  full  time  physicians  who 
now  operate  these  outpatient  clinics  can  be 
assigned  to  smaller  hospitals. 

Dr.  Magnuson  further  stated  that  the  majority 
of  the  paper  work  would  be  done  by  permanent 
employees. 

“I  believe  that  where  such  appointments  are  made 
that  the  personnel  selected  should  be  the  best  ob- 
tainable. If  one  sentence  of  the  quoted  paragraph 
applies  I do  not  think  it  will  be  necessary  to  appoint 
such  staffs  in  increasing  numbers.  I refer  to  this: 

The  veteran  who  desires  treatment  from  his 
family  physician  will  still  continue  to  get  it. 

“It  may  not  be  the  case  in  other  states,  but  in 
New  York  State  I feel  that  there  has  been  a great 
trend  to  direct  treatment  away  from  the  private 
practicing  physician.  The  policy  in  different  states 
seems  to  vary  greatly  according  to  the  desires  of  the 
state  branch  director.  I think  that  the  Veterans 
Administration  should  have  a more  uniform  policy 
for  all  of  the  states  so  that  certain  veterans  in  one 
part  of  the  country  are  nbt  denied  certain  oppor- 
tunities and  rights  granted  to  those  in  other  areas. 

“As  you  recall,  several  months  ago  the  Veterans 
Administration  set  forth  a policy  that  part-time 
medical  men  who  resigned  from  their  part-time 
services  would  not  be  allowed  to  take  care  of  veter- 
ans under  the  private  medical  care  plan  for  a period 
of  two  years  unless  the  physician  in  question  re- 
moved to  some  distant  part  where  he  was  not  known. 
They  also  made  efforts  to  keep  part-time  physicians 
from  practicing  private  medicine  where  veterans 
were  concerned.  I did  not  expect  that  they  would 
privately  take  care  of  veterans  whom  they  had  seen 
in  their  clinics  but  we  did  hope  that  the  original 
free  choice  of  physician  by  the  veterans  would  not 
be  violated.  These  limitations  and  restrictions, 
which  I construe  as  an  unwarranted  interference 
with  the  private  practice  of  medicine  and  which  is 
in  my  opinion  a violation  of  the  contract  we 
have  here  in  New  York  State,  have  more  and  more 
made  physicians  reluctant  to  go  into  the  Veterans 
Administration  on  a part-time  basis.  It  has  been 
stated  to  me  by  one  of  their  top  officials  in  New 
York  State  that  denying  the  private  practice  oppor- 
tunity to  the  part-time  physician  would  tend  to 
keep  him  in  line  with  the  Veterans  Administration 
clinic  and  authority.  I do  not  like  these  implica- 
tions. 

“I  think  il  is  pertinent  to  point  out  now  that, 
after  all,  our  care  is  limited  to  service-connected 


disabilities  or  disease  and  that  the  nonservice- 
connected  medical  problems  are  for  the  VA  person- 
nel. Expansion  of  this  nonservice-connected  care 
may  result  in  unlimited  medical  care  for  the  veteran 
and  his  family.  I believe  that  if  nonservice  care 
is  given  by  the  government  outside  the  hospital 
that  it  should  be  done  by  the  private  practicing 
physician.  I know  that  certain  Veterans  Adminis- 
tration administrators  would  like  to  expand  all 
outpatient  clinics. 

“I  should  like  to  report  that  under  the  Veterans 
Medical  Service  Plan  of  New  York,  Inc.,  we  are 
still  giving  a great  deal  of  medical  service  to  the 
veterans.  I feel  that  this  is  mostly  so  because  they 
do  not  have  enough  personnel  in  the  VA  to  take  care 
of  the  needs. 

“I  shall  appreciate  it  if  you  will  convey  this 
message  with  my  respects  to  the  Council  at  its 
meeting  of  March  11.” 

Committee  on  Workmen’s  Compensation. — Dr. 

Kenney,  Chairman,  presented  the  following  report : 

Arbitrations. — Arbitration  proceedings  for  the 
counties  of  Montgomery,  Fulton,  Albany,  Saratoga, 
Schenectady,  and  Rensselaer  will  be  held  in  Albany 
at  the  Hotel  Dewitt  Clinton  on  Friday,  March  19, 
1948,  through  the  cooperation  of  the  Albany  County 
Medical  Society. 

Arbitrations  were  held  in  the  city  of  Newburgh 
for  the  counties  of  Orange,  Dutchess,  Rockland,  and 
Sullivan  on  Wednesday,  February  18,  1948.  The 
arbitrations  were  held  in  St.  Luke’s  Hospital 
through  the  cooperation  of  the  Orange  County 
Medical  Society. 

Impartial  Specialists  for  Directory  .—On  February 
19,  1948,  after  having  received  a Directory  card  from 
a physician  who  stated  that  she  was  an  impartial 
specialist  under  the  Workmen’s  Compensation  Law 
(Section  13(d)),  we  addressed  a letter  to  the  chair- 
man of  the  Workmen’s  Compensation  Board  re- 
questing information  as  to  physicians  who  had  been 
appointed  to  these  positions.  To  date  we  have  re- 
ceived no  reply. 

Medical  Bureau  License  Refused.— The  Medical 
Society  of  Jefferson  County,  after  due  consideration, 
refused  to  recommend  a medical  bureau  license  for 
the  New  York  Air  Brakes  Company  plant  in  Water- 
town,  New  York. 

The  employer  has  appealed  to  the  Medical  Appeals 
Unit  of  the  Industrial  Council  and  the  president  of 
the  Medical  Society  of  Jefferson  County  has  re- 
quested your  Director  to  appear  for  the  .Society  at 
the  time  of  the  appeal. 

Changes  in  Medical  Reports. — We  have  been  in- 
formed by  the  Compensation  Insurance  Rating 
Board  that  the  Workmen’s  Compensation  Board 
is  making  changes  in  medical  reports,  but  thus  far 
our  advice  or  opinion  has  not  been  requested,  nor 
have  we  been  informed  as  to  the  nature  of  the 
changes. 

Workmen’s  Compensation  Law. — Chapter  756, 
Laws  of  1947,  effective  July  1,  1947,  was  amended 
(Section  1 3-f ( 1 ) Workmen’s  Compensation  Law),  to 
provide  that  a claimant  who  pays  to  a physician  a 
fee  for  medical  services  that  the  insurance  carrier 
should  pay,  may  assign  to  the  chairman  of  the 
Workmen’s  Compensation  Board  a cause  of  action 
against  a physician  in  trust  for  the  claimant. 

In  Referee  Bulletin  No.  23,  issued  by  the  chair- 
man of  the  Workmen’s  Compensation  Board  to 
referees,  examiners,  and  compensation  clerks,  the 
chairman  asks  that  whenever  it  is  learned  a claimant 
has  paid  a physician  for  compensable  medical  care, 
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the  matter  should  be  promptly  referred  to  the  office 
of  the  chairman,  “if  an  authorized  physician  fails 
after  notice  to  make  prompt  refund  to  the  claimant 
appropriate  action  will  be  taken.” 

The  chairman  then  makes  the  following  additional 
statement,  “Where  a physician  is  unauthorized,  the 
claimant  will  be  advised  that  he  may  assign  his 
cause  of  action  to  the  chairman  by  executing  an  as- 
signment in  form  designated  for  that  purpose ; such 
assignment  should  then  be  referred  to  the  office  of 
the  general  counsel.” 

It  was  voted  that  the  matter  of  unauthorized 
physicians  not  being  entitled  to  be  paid  by  the 
injured  workman  be  referred  to  Counsel  of  the 
State  Society  for  an  interpretation  of  the  law  so 
that  Dr.  Kenney  may  take  appropriate  action. 
New  Business. — Dr.  Dattelbaum  stated  he  had 
received  information  that  the  H.I.P.  were  sending 
patients  not  to  their  groups,  but  to  the  doctors’ 
offices  and  he  felt  that  this  violated  the  principle  of 
free  choice.  Dr.  Aranow  suggested  that  Dr.  Dattel- 
baum write  to  Dr.  Dean  Clarke  about  this  objection, 


as  the  matter  was  being  discussed  by  the  H.I.P.  at 
this  time. 

World  Medical  Association. — Dr.  Bauer  stated 
that  the  Council  of  the  World  Medical  Association 
will  meet  here  in  New  York  the  last  week  in  April. 
The  United  States  Committee  is  tendering  them  a 
dinner  one  evening  when  they  are  here.  This  is  the 
first  time  this  international  group  has  met  in  New 
York  or  in  this  country,  and  he  wondered  whether 
the  State  Society  would  wish  to  consider  giving  a 
dinner  just  to  the  members  of  the  Council  and  their 
wives  while  they  are  here.  The  United  States 
Committee  is  giving  a dinner  not  only  to  them,  but 
is  also  inviting  the  ambassadors  and  consuls  of  the 
countries  concerned. 

After  discussion,  it  was  voted  that  the  Council 
recommend  to  the  Trustees  an  appropriation  not 
to  exceed  $500  for  defraying  the  expenses  of  such 
a dinner  for  the  Council  of  the  World  Medical 
Association  with  the  understanding  that  any 
members  of  the  State  Society  and  of  the  Council 
who  are  invited  will  pay  their  own  way. 


REFRESHER  COURSE  IN  MEDICINE  AT  CITY  HOSPITAL 


City  Hospital  announces  that  the  next  refresher 
course  will  be  given  from  May  3,  1948,  through 
June  4,  1948.  The  hours  are  Monday,  Wednesday, 
and  Friday  mornings  and  Tuesday  and  Thursday 
afternoons.  Classes  are  held  at  the  Welfare  Island 
Dispensary. 

The  course  is  a comprehensive  review  in  internal 
medicine  and  the  allied  specialties,  designed  to  meet 
the  needs  of  the  general  practitioner.  The  subjects 
include  allergy,  cardiology,  diabetes,  diagnosis, 
gastroenterology,  hematology,  peripheral  vascular 
disease,  and  pulmonary  disease.  Emphasis  is 


placed  throughout  on  the  diagnosis  and  treatment  of 
the  disorders  commonly  encountered  in  general 
practice. 

The  newer  diagnostic  and  therapeutic  procedures 
are  described  and  evaluated  in  the  light  of  clinical 
experience.  Students  are  also  permitted  to  make 
rounds  on  the  wards  of  City  Hospital  by  special 
arrangement. 

There  is  no  tuition  fee.  Request  for  applications 
should  be  addressed  to  Dr.  Milton  B.  Rosenblatt, 
Welfare  Island  Dispensary,  80th  Street  and  East 
End  Avenue,  New  York  21,  New  York. 
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delphia, W.  B.  Saunders  Co.,  1948.  Cloth,  $6.50. 

What  You  Can  Do  for  High  Blood  Pressure.  By 
Peter  J.  Steincrohn,  M.D.  Duodecimo  of  191 
pages.  Garden  City,  New  York,  Doubleday  & Co., 
1947.  Cloth,  $2.50. 

Treatment  of  Some  Chronic  and  “Incurable” 
Diseases.  By  A.  T.  Todd,  M.B.  (Edin.).  2nd  ed. 
Octavo  of  324  pages.  Baltimore,  Williams  & Wil- 
kins Co.,  1947.  Cloth,  $7.00. 

Medicine.  By  A.  E.  Clark-Kennedy,  M.D.  Vol. 
1.  The  Patient  and  His  Disease.  Octavo  of  383 
pages.  Baltimore,  Williams  & Wilkins  Co.,  1947. 
Cloth,  $6.00. 

Experimental  Air-Borne  Infection.  By  Theodor 

Rosebury.  With  the  co-authorship  and  assistance  of 
the  staff  of  the  Laboratories  of  Camp  Detrick,  Mary- 
land. Octavo  of  222  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Co.,  1947.  Cloth  $4.00.  (Mi- 
crobiological Monographs  Official  Publication  of 
the  Society  of  American  Bacteriologists.) 

Atlas  of  Bacteriology.  By.  R.  Cranston  Low, 

M. D.,  and  T.  C.  Dodds.  Octavo  of  168  pages,  illus- 
trated. Baltimore,  Williams  & Wilkins  Co.,  1917. 
Cloth,  $8.50. 

Psychotherapy  in  Child  Guidance.  By  Gordon 
Hamilton.  Octavo  of  340  pages.  New  York, 
Columbia  University  Press,  1947.  Cloth,  $4.00. 

Public  Health  Administration  in  the  United  States. 
By  Wilson  G.  Smillie,  M.D.  3rd  ed.  Octavo  of  637 
pages,  illustrated.  New  York,  Macmillan  Co.,  1917. 
Cloth,  $6.50. 

Histopathologic  Technic.  By  R.  D.  Lillie,  M I). 
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Octavo  of  300  pages.  Philadelphia,  Blakiston  Co., 
1948.  Cloth,  $4.75. 

Modern  Cosmeticology.  By  Ralph  G.  Harry. 
3rd  ed.  Octavo  of  515  pages,  illustrated.  Brooklyn, 
Chemical  Publishing  Co.,  1947.  Cloth,  $12. 

Advances  in  Military  Medicine.  Made  by  Ameri- 
can Investigators  Working  Under  the  Sponsorship 
of  the  Committee  on  Medical  Research.  [Office  of 
Scientific  Research  and  Development.]  Edited  by 
K.  C.  Andrus,  M.D.,  D.  W.  Bronk,  Sc.D.,  G.  A. 
Carden,  Jr.,  M.D.,  et  al.  In  2 volumes.  Octavo  of 
900  pages,  illustrated.  Boston,  Little  Brown  & Co., 
1948.  Cloth,  $12.50  set. 

George  Crile,  an  Autobiography.  Edited  by 
Grace  Crile.  Octavo  of  624  pages,  illustrated. 
Philadelphia,  J.  B.  Lippincott  Co.,  1947.  Cloth, 
$10  set. 

Endocrine  Therapy  in  General  Practice.  By  El- 
mer L.  Sevringhaus,  M.D.  6th  ed.  Octavo  of  264 
pages,  illustrated.  Chicago,  Year  Book  Publishers, 
1948.  Cloth,  $4.00. 

Psychiatric  Research.  Papers  Read  at  the 
Dedication  of  the  Laboratory  for  Biochemical  Re- 
search, McLean  Hospital,  Waverley,  Massachusetts, 
May  17,  1946.  By  Cecil  K.  Drinker,  M.D.,  Jordi 
Folch,  M.D.,  Stanley  Cobb,  M.D.,  et  al.  Octavo  of 
113  pages,  illustrated.  Cambridge,  Harvard  Uni- 
versity Press,  1947.  Cloth,  $2.00.  (Harvard 
University  Monographs  in  Medicine  and  Public 
Health.) 


A Program  for  the  Care  of  the  Chronically  111  in 
New  York  State.  By  New  York  State  Commission 
to  Formulate  a Long  Range  Health  Program,  also 
known  as  New  York  State  Health  Preparedness 
Commission.  Quarto  of  109  pages,  illustrated.  New 
York,  New  York  State  Commission  to  Formulate  a 
Long  Range  Health  Program,  1947. 

Case  Histories  in  Clinical  and  Abnormal  Psy- 
chology. Edited  by  Arthur  Burton,  Ph.D.,  and 
Robert  E.  Harris,  Ph.D.  Octavo  of  680  pages,  illus- 
trated. New  York,  Harper  & Bros.,  1947.  Cloth, 
$4.00. 

Medicine  Today.  The  March  of  Medicine,  1946. 
The  New  York  Academy  of  Medicine  Lectures  to  the 
Laity.  New  York,  Columbia  University  Press,  1947. 
Cloth,  $2.00. 

The  Industrial  Environment  and  Its  Control.  By 

J.  M.  Dalla Valle.  Octavo  of  225  pages,  illustrated.  ! ; 
New  York,  Pitman  Publishing  Corporation,  1948. 
Cloth,  $4.50. 

Illustrative  Electrocardiography.  By  Julius  Bur- 
stein,  M.D.,  and  Nathan  Bloom,  M.D.  3rd  ed. 
Octavo  of  309  pages,  illustrated.  New  York,  D. 
Appleton-Cent.ury  Co.,  1948.  Cloth,  $6.00. 

Prophet  in  the  Wilderness.  The  Story  of  Albert 
Schweitzer.  By  Hermann  Hagedorn.  Octavo  of 
221  pages,  illustrated.  New  York,  Macmillan  Co., 
1947.  Cloth,  $3.00. 


REVIEWED 


Clinical  Pediatrics.  By  I.  Newton  Kugelmass, 
M.D.  Second  edition.  Octavo  of  409  pages.  New 
York,  Oxford  University  Press,  1947.  Cloth,  $4.00 
(Oxford  Medical  Outline  Series) 

This  is  a compact  classification  or  digest  of 
pediatric  entities.  Symptomatology,  treatment, 
pathology,  are  all  given  in  a concentrated  form. 
For  anyone  interested  in  time-saving,  this  little 
book  will  answer  the  purpose.  This  reviewer  is  not 
overenthusiast  ic  over  any  opus  that  features 
pediatrics  in  a predigested  form,  even  if  it  does  save 
time.  Harry  Apfel 

Communal  Sick-Care  in  the  German  Ghetto.  By 

Jacob  R.  Marcus,  Ph.D.  Octavo  of  335  pages. 
( Cincinnati,  Hebrew  Union  College  Press,  1947. 
Cloth,  $4.00. 

This  book  contains  interesting  facts  of  Jewish 
history.  It  traces  the  roots  that  lead  to  the  develop- 
ment of  the  modem  hospital.  One  will  better  appre- 
ciate the  modern  methods  of  caring  for  the  sick  after 
reading  of  the  crude  and  inefficient  way  the  sick  and 
helpless  were  cared  for  only  a few  centuries  past. 
The  author  traces  the  close  relationship  that  existed 
between  the  Jewish  religion  and  its  obligation  to  the 
sick  and  needy  destitute.  This  book  should  be  read 
with  interest  by  all  thinking  people. 

Harry  Apfel 

Nutritional  and  Vitamin  Therapy  in  General 
Practice.  By  Edgar  8.  Gordon,  M.D.  Third 
edition.  Octavo  of  410  pages.  Chicago,  Year  Book 
Publishers,  1947.  Cloth,  $5.00. 

This  is  an  excellent  summary  of  vitamin  informa- 


tion brought  up  to  date.  The  especially  valuable 
feature  of  the  volume  is  the  sound  critical  analysis  of 
the  literature.  Every  practitioner,  surgeon,  or 
medical  man  will  profit  from  a careful  reading  of  this 
book. 

Andrew  Babey 

Advances  in  Internal  Medicine.  Volume  II. 
Edited  by  William  Dock,  M.D.,  and  I.  Snapper,  J 
M.D.  Octavo  of  642  pages,  illustrated.  New  York, 
Interscience  Publishers,  1947.  Cloth,  $9.50. 

Drs.  Dock  and  Snapper  have  assembled  in  this 
volume  a superb  collection  of  articles  on  recent  ad- 
vances  in  internal  medicine.  Almost  every  aspect 
of  this  wide  specialty  has  been  covered,  in  each  case 
by  a man  distinguished  for  original  work  and 
ability  to  teach.  All  the  contributions  are  good  but 
easily  the  best  is  the  extraordinary  and  modestly 
misnamed  article  by  John  McMichael  on  “Circula- 
tory Failure  Studied  by  Means  of  Venous  Catheter- 
ization.” Actually,  it  is  a brilliant  discussion  of  a 
modem  viewpoint  on  what  is  now  called  “heart 
failure.”  It  is  essential  reading  for  all  internists  who 
wish  to  keep  abreast  of  the  latest  developments  in 
cardiology. 

Milton  Plotz 

A Synopsis  of  Surgical  Anatomy.  By  Alexander 
Lee  McGregor,  M.Ch.  (Edin.).  Sixth  edition. 
Duodecimo  of  714  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Company,  1946.  Cloth,  $6.50. 

As  in  previous  editions,  this  anatomico  surgical 
text  of  some  600  well-written  pages,  replete  with  j 1 
clarifying  illustrations  and  sketches,  lias  been  divided 
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into  (1)  “Anatomy  of  the  Normal”  and  (2)  “An- 
atomy of  the  Abnormal.”  The  author  once  again 
has  skillfully  correlated  basic  and  important 
anatomic  data  with  practical  clinical  considera- 
tions. The  book  is,  therefore,  not  merely  a text  on 
surgical  anatomy  per  se.  Clinical  syndromes  have 
been  clarified  in  the  light  of  the  essential  surgical 
anatomy,  and  exhaustive  details  have  been  happily 
left  to  standard  texts  of  anatomy.  The  diction  is 
precise  and  clear. 

Except  for  relatively  minor  revisions  and  ad- 
ditions, this  sixth  edition  is  not  significantly  or 
materially  different  from  the  fifth  and,  like  the  pre- 
ceding editions,  should  be  helpful  to  the  aspiring 
surgeon. 

Arthur  Goetsch 

May’s  Manual  of  the  Diseases  of  the  Eye.  For 
Students  and  General  Practitioners.  Revised  and 
Edited  by  Charles  A.  Perera,  M.D.  Ninteenth 
edition.  Duodecimo  of  521  pages,  illustrated.  Balti- 
more, Williams  & Wilkins  Co.,  1947.  Cloth,  $4.00. 

This  edition  contains  considerable  new  material. 
Among  the  additions,  sections  are  included  on  recent 
advances  in  our  understanding  of  congenital  catar- 
act, exophthalmus  related  to  the  thyroid  gland,  dis- 
cussion of  penicillin  therapy,  various  theoretical 
topics,  including  recent  ideas  on  color  vision  and  a 
number  of  new  illustrations.  This  edition  has  main- 
tained the  high  standards  set  by  Dr.  May  and  will, 
no  doubt,  meet  with  the  usual  popular  reception. 

John  N.  Evans 

Recent  Progress  in  Hormone  Research.  Proceed- 
ings of  the  Laurentian  Hormone  Conference. 

Edited  by  Gregory  Pincus,  Sc.D.  Vol.  I.  Octavo  of 
399  pages,  illustrated.  New  York,  Academic  Press, 

1946.  Cloth,  $7.50. 

This  book  is  replete  with  recent  experimental  re- 
search in  endocrinology  for  digestion  by  people 
interested  in  hormones,  ferments,  and  their  clinical 
application.  The  papers  and  discussion  of  the 
Laurentian  Hormone  Conference  in  1945  are  pre- 
sented. The  discussors  are  top  men  in  these  fields. 
The  book  lends  itself  to  careful  perusal  by  the 
clinician  and  physiologist,  especially  those  who  are 
interested  in  the  newer  aspects  of  this  field. 

Bernard  Seligman 

The  American  Illustrated  Medical  Dictionary.  A 
Complete  Dictionary  of  the  Terms  Used  in  Medicine 
Surgery,  Dentistry,  Pharmacy,  Chemistry,  Nursing, 
Veterinary  Science,  Biology,  Medical  Biography, 
etc.,  with  the  Pronunciation,  Derivation,  and  Defini- 
tion. By  Lt.  Col.  W.  A.  Newman  Dorland,  M.R.C., 
(USA).  With  the  collaboration  of  E.  C.  L.  Miller, 
M.D.  Twenty-first  edition.  Octavo  of  1,660  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders  Co., 

1947.  Flexible  Cloth,  $8.00;  with  Thumb  Index 
$8.50. 

The  21st  edition  of  Dorland’s  great  dictionary 
has  many  new  terms  which  will  make  the  book  more 
valuable  than  ever.  Especially  interesting  are 
those  concerning  radioactive  isotopes,  antibiotics, 
enzymes,  and  aviation  medicine.  The  book  is  well 
printed  and  neatly  bound. 

Andrew  Babey 

Infant  Nutrition.  A Textbook  of  Infant  Feeding 
for  Students  and  Practitioners  of  Medicine.  By 
P.  C Jeans,  M.D.,  and  Williams  McKim  Marriott 


M.D.  Fourth  edition.  Octavo  of  516  pages,  illus- 
trated. St.  Louis,  C.  V.  Mosby  Co.,  1947.  Cloth, 
$6.50. 

The  three  former  editions  have  already  established 
this  work  as  a valuable  contribution  to  the  library  on 
infant  feeding  and  the  sciences  dealing  with  the 
functions  of  the  digestive  system  and  metabolism. 
The  reader  will  find  the  chapters  on  “Malnutrition” 
and  “Diarrhea”  of  especial  interest. 

Harry  Apfel 

Occupational  Diseases  of  the  Skin.  By  Louis 
Schwartz,  M.D.,  Louis  Tulipan,  M.D.,  and  Samuel 
M.  Peck,  M.D.  Second  edition.  Octavo  of  964 
pages,  illustrated.  Philadelphia,  Lea  & Febiger, 
1947.  Cloth,  $12.50. 

This  book  is  a thoroughly  revised  and  enlarged 
second  edition  of  Occupational  Diseases  of  the  Skin. 
The  165  extra  pages  include  not  only  additional  text 
matter  but  more  illustrations  and  a large  bibli- 
ography. Dr.  S.  M.  Peck  has  been  added  also  as  a 
co-author.  Every  chapter  has  undergone  a thorough 
revision,  and  two  new  chapters,  one  on  occupational 
acne  and  another  on  the  medicolegal  aspects  of 
occupational  diseases,  have  been  added.  This  book 
can  be  highly  recommended  as  one  of  the  best  on  the 
subject  and  should  be  in  the  library  of  everyone 
interested  in  occupational  diseases. 

Abraham  Walzer 

Aging  Successfully.  By  George  Lawton.  Octavo 
of  266  pages.  New  York,  Columbia  University 
Press,  1946.  Cloth,  $2.75. 

We  do  not  think  that  too  many  books  on  this 
subject  have  yet  been  written.  As  the  author  gives 
us  to  know,  if  we  do  not  already,  the  aging  and 
aged  portion  of  our  population  is  increasing  and 
much  provision,  physical  and,  for  his  position, 
sociologic  and  psychologic,  must  be  made. 

The  reviewer’s  largest  criticism  of  the  book  is  that, 
as  in  the  case  of  some  books  on  physical  medicine, 
diagnosis,  symptoms,  and  case  reports  take  up  too 
much  room,  while  the  reader  is  looking  for  treat- 
ment. The  book  recommends  many  useful  measures 
to  the  aging,  and  also  urges  the  younger  to  give  them 
more  help.  We  recommend  the  book  to  both  these 
audiences. 

Walter  D.  Ludlum,  Sr. 

Vitamins  and  Hormones.  Advances  in  Research 
and  Applications.  Edited  by  Robert  S.  Harris  and 
Kenneth  V.  Thimann.  Vol.  IV.  Octavo  of  406 
pages,  illustrated.  New  York,  Academic  Press, 
1946.  Cloth,  $6.50. 

This  book  is  better  described  by  its  secondary 
title,  Advances  in  Research  and  Applications,  since  it 
consists  of  an  historic  review  of  the  advances  and  a 
series  of  monographs  of  extremely  scholarly  type  on 
specific  problems  connected  with  vitamins  and  hor- 
mones. 

The  compilation  is  well  made  and,  for  a student 
with  advanced  training  in  the  field,  is  an  excellent 
source  book.  The  average  busy  practitioner  will  not 
find  t his  a good  source  of  easy  orientation  in  the 
field  of  “vitamins  and  hormones”  as  the  title  seems 
to  imply. 

Henry  M.  Feinblatt 

Office  Treatment  of  the  Eye.  By  Elias  Selinger, 
M.D.  Octavo  of  542  pages,  illustrated.  Chicago, 
Year  Book  Publishers,  1947.  Cloth,  $7.75. 
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This  should  be  useful  to  the  resident  in  charge  of 
treatment  and  emergency  rooms  in  large  hospitals  as 
well  as  to  physicians  in  the  treatment  of  patients  in 
private  offices.  The  work  not  only  deals  with 
minor  surgical  and  external  diseases  but  includes 
sections  on  the  technic  of  examination  and  instru- 
mentation. The  material  is  well  arranged,  and  the 
illustrations  are,  for  the  most  part,  clear  and  in- 
structive. Each  chapter  is  followed  by  a list  of 
references. 

John  N.  Evans 

A Guide  for  the  Tuberculous  Patient.  By  G.  S. 

Erwin,  M.D.  American  edition  revised  and  edited 
by  Henry  C.  Sweany,  M.D.  Duodecimo  of  126 
pages,  New  York,  Grune  & Stratton,  1946.  Board, 
$1.50. 

A Guide  for  the  Tuberculous  Patient  is  a small  book 
intended  for  the  edification  and  instruction  of  the 
layman.  As  such  books  go,  it  is  fairly  well  contrived 
and  probably  serves  a useful  purpose  in  more  nearly 
orienting  the  layman  and  the  patient  to  the  problems 
and  vicissitudes  accompanying  the  routine  manage- 
ment of  cases  of  pulmonary  tuberculosis.  It  is  not 
better  nor  worse  than  a dozen  other  such  works. 
One  wonders  where  the  need  exists  for  so  much 
duplication  of  effort  in  this  line. 

Foster  Murray 

Adolescent  Sterility.  A Study  in  the  Comparative 
Physiology  of  the  infecundity  of  the  Adolescent 
Organism  in  Mammals  and  Man.  By  M.  F.  Ashley 
Montagu.  Octavo  of  148  pages.  Springfield,  111., 
Charles  C Thomas,  1946.  Cloth,  $3.50. 

Dr.  Montagu’s  interesting  little  book  argues  con- 
vincingly in  favor  of  there  being  a time  interval  be- 
tween the  appearance  of  the  first  menstruation  and 
the  ability  to  conceive  and  carry  a fetus  to  term. 

In  the  first  section  the  known  material  with  regard 
to  lower  animals  is  given.  In  the  second,  a per- 
suasive case  is  made  for  the  belief  that  a similar 
interval  exists  for  human  beings.  In  the  third,  and 
briefest  section  of  the  work,  it  is  argued  much  less 
convincingly  that  very  young  women  are  not 
physiologically  prepared  for  childbearing  and  have 
higher  infant  mortality  and  stillbirth  rates.  This 
may  well  be,  but  the  author  has  not  demonstrated 
that  there  is  necessarily  any  relationship  between  this 
and  the  existence  of  a period  of  adolescent  sterility. 
This  somewhat  controversial  conclusion  in  no  way 


detracts  from  the  merits  of  a well  written  and  pro- 
vocative monograph  which  will  be  of  interest  to 
obstetricians,  sociologists,  and  others. 

Milton  Plotz 

Treatment  of  the  Patient  Past  Fifty.  By  Ernst 
Boas,  M.D.  Third  edition.  Octavo  of  479  pages, 
illustrated.  Chicago,  Year  Book  Publishers,  1947. 
Cloth,  $5.75. 

This  is  a brief  practical  guide  to  the  diseases  of  old 
people.  It  manages  to  cover  most  of  the  important 
ailments  which  the  practitioner  meets.  Some  of  the 
very  practical  therapeutic  points  covered  are  night 
cramps,  senile  and  postmenopausal  osteoporosis, 
Parkinson’s  disease,  gout,  and  diabetes. 

Andrew  Babey 

Miracles  from  Microbes.  The  Road  to  Strep- 
tomycin. By  Samuel  Epstein  and  Beryl  Williams. 
Large  duodecimo  of  155  pages.  New  Brunswick, 
Rutgers  University  Press,  1946.  Cloth,  $2.00. 

The  authors  have  presented  in  a chronologic 
fashion  the  story  of  the  discovery  and  the  develop- 
ment of  the  antibiotics,  including  the  latest  informa- 
tion regarding  streptomycin.  This  book  is  not  only 
valuable  for  its  historic  and  factual  presentation, 
but  it  also  reveals  how  an  unrelated  science,  such  as 
soil  bacteriology,  has  contributed  to  our  medical 
knowledge.  This  book  should  be  read  by  every 
physician,  scientist,  and  layman. 

Caspar  G.  Burn 

Constructive  Meal-Planning.  By  N.  Philip  Nor- 
man, M.D.  Octavo  of  72  pages.  Passaic,  New 
Jersey,  Phototone  Press,  1946.  Cloth,  $2.50. 

In  this  small  volume  the  author  propounds  a 
theory  that  the  three  meals  daily  should  be  divided 
as  follows:  Breakfast — fruits  and  milk;  lunch — 

starches;  dinner — proteins.  This  is  the  old  vege- 
tarian credo.  The  author  however  permits  the 
addition  of  meat  in  the  protein  meal. 

The  blanket  accusation  against  processed  foods  is 
unjustified  especially  in  view  of  the  recent  world 
events.  The  lives  of  millions  of  people  were  saved 
from  starvation  by  stock  piles  of  processed  foods. 
The  reviewer  suggests  that  the  author  enlarge  upon 
the  subject  matter  or  the  lay  reader  may  be  led  into 
an  unsuspected  vegetarian  alley. 

Morris  Ant 


ANNUAL  CONFERENCE  OF  HEALTH  OFFICERS  AND  PUBLIC  HEALTH  NURSES 


The  Annual  Conference  of  Health  Officers  and 
Public  Health  Nurses  will  be  held  in  Saratoga 
Springs,  July  21  to  23.  The  plans  include  five 
general  sessions  beginning  on  the  morning  of 
Wednesday,  July  21,  and  ending  at  noon  on  Friday, 
July  23. 


The  program  on  Tuesday,  July  20,  will  be  devoted 
to  the  meeting  of  the  New  York  State  Association  of 
School  Physicians  and  the  New  York  State  School 
Nurse  Teachers  Association,  and  to  such  preliminary 
meetings  of  public  health  personnel  as  may  bedesired. 
Headquarters  will  be  at  the  Grand  Union  Hotel. 
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Crystalline  PROCAINE  PENICILLIN  G in  Oil 

(300,000  units  per  cc.) 

With  Aluminum  Monostearate  2% 

In  Thixotropic  Suspension 

A new  and  unique  penicillin  repository 
product  which  combines: 


Exceptionally  sustained  blood  concentrations. 


Maximum  ease  of  administration. 


Thixotropic  suspension  insures  uniformity  of 
dosage. 


Instantly  liquefied  without  prolonged  shaking. 


A SYRACUSE,  NEW  YORK 


Watch  for  full  details 
in  an  early 

announcement  by  mail. 


DO  YOU  HAVE  YOUR  HOTEL  RESERVATION  FOR  THE 
ANNUAL  MEETING? 

If  you  do  not  now  have  a confirmed  hotel  reservation  in  New  York  City  for  the 
Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York,  May  16  to  21, 
1948,  at  the  Hotel  Pennsylvania,  please  fill  out  and  mail  the  reservation  form  at 
the  bottom  of  this  page,  and  send  it  directly  to  the  Hotel  Pennsylvania. 

Should  your  reservation  be  received  after  the  six  hundred  rooms  set  aside  for  the 
Society  at  the  Hotel  Pennsylvania  have  been  assigned,  your  reservation  will  be 
turned  over  to  one  of  the  neighboring  hotels — the  Hotel  New  Yorker,  the  Governor 
Clinton  Hotel,  the  Hotel  McAlpin,  the  Hotel  Martinique.  Please  indicate  your 
preference  on  the  reservation  blank.  Confirmation  of  your  reservation  will  come 
to  you  direct  from  the  hotel  making  the  accommodation. 

If  you  do  not  use  the  reservation  form  below,  be  sure  to  identify  yourself  as  a 
physician  when  writing  regarding  reservations.  This  will  insure  proper  attention 
to  your  request. 

W.  P.  Anderton,  M.D.,  Secretary 


Mr.  James  H.  McCabe,  Manager 
Hotel  Pennsylvania 
New  York  1,  New  York 

Dear  Mr.  McCabe: 

Please  reserve  accommodations  as  checked  (V)  below: 

Name 

Address 

City State 

(Unless  requested  otherwise,  we  will  hold  your  reservation  until  9 p.m.  of  the  day  of 
your  arrival.) 


Date  arriving 

A.M 

. .P.M 

Room  and  Bath  for  one — per  day 

$ 6.00D 

$4.00Q 

$ 5.00D 

6.50D 

4.50D 

5.50D 

7.00D 

Double-Bed  Room  with  Bath  for  two — per  day 

8.00D 

6.00Q 

7.00D 

8.50D 

6.50D 

7.50D 

9.00D 

Twin-Bed  Room  with  Bath  for  two — per  day 

• . . . 

8.00D 

10.00Q 

7.00Q 

8.50D 

li.oon 

7.50D 

9.00D 

12.00D 

Suite — Living  Room,  Bed  Room,  and  Bath 

14.50D 

13.50D 

16.50D 

More  Than  Two  Persons  in  One  Room:  For  each  additional  person  in  Double-  or 
Twin-Bed  Room,  the  extra  charge  is  $2.00  per  day 


If  a room  at  the  rate  requested  is  unavailable  reservation  will  be  made  at  the  next 
available  rate. 


My  next  hotel  preference  would  be 
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In  a recent  controlled  study  1 of  1,573  obstetrical  patients,  the  incidence 
of  genital  tract  infections  was  reduced  from  5.3  per  cent  to  2.3  per  cent 
when  penicillin  vaginal  suppositories  were  used.  A decline  of  56.6  per  cent! 


ADDITIONAL  ADVANTAGES:  PELVICINS  (penicillin  vaginal 
suppositories  Schenley)  shorten  the  hospitalization  period;  reduce  nursing 
care  required;  are  completely  painless  and  nonirritating.  These  advantages 
suggest  the  value  of  their  routine  use  in  obstetrical  procedure. 

SIMPLICITY  OF  TECHNIQUE:  Insert  2 PELVICINS  (total,  200,000 
units  of  penicillin)  into  posterior  fornix  of  vagina  with  a sponge  forceps, 
immediately  after  delivery  of  the  placenta. 

SUPPLIED:  Boxes  of  6 and  12  PELVICINS,  100,000  units  each. 

1.  Fierce,  R.  R.:  Am.  J.  OI»h*.  & Cynec.  vol.  55  (Feb.)  1918. 

4tFxclu«ive  trademark.  © Schenley  Laboratories,  Inc. 


Scbemley  Laboratories,  Imc* 

Executive  Offices:  350  FIFTH  AVENUE,  New  York  ],  N.  Y. 


PRICE  REDUCTION:  PELVICINS  now  cost  your  patients  one-third  less. 


If  You  Are  Reading  a Paper  at  the 
1948  Annual  Meeting  .... 


...the  New  York  State  Journal  of 
Medicine  will  appreciate  your  following  the 
suggestions  listed  below  in  the  preparation 
of  your  manuscripts.  Since  the  Annual 
Meeting  papers  are  submitted  to  the 
Journal  for  publication,  your  cooperation 
in  heeding  these  suggestions  will  save  corre- 
spondence, avoid  the  return  of  scientific 
papers  for  revisions,  minimize  the  work  of 
preparation  for  the  printer,  and  save  the  high 
costs  of  corrections  made  on  the  galley 
proofs. 

Size  of  Articles. — It  is  earnestly  desired  that 
scientific  articles  shall  not  exceed  6 Journal  pages 
at  the  outside.  Longer  articles  tend  to  lower  reader 
interest.  An  average  of  five  or  six  seems  to  be  the 
most  desirable  from  this  point  of  view.  Calculation 
can  readily  be  made  by  multiplying  the  number  of 
double-spaced  typewritten  manuscript  pages  by 
the  fraction  two-fifths,  e.g.,  twelve  manuscript  pages 
will  make  five  Journal  pages. 

Manuscripts. — Papers  must  be  typewritten  on 
one  side  only  of  white  sheets  consecutively  num- 
bered, and  be  double  spaced  with  one-inch  margins. 
They  should  be  prepared  with  great  care  so  as  to  be 
typographically  correct.  All  headings,  titles,  sub- 
titles, and  subheadings  should  be  typed  flush  with 
the  left-hand  margin.  This  is  imperative  for  rapid 
and  accurate  composition  by  the  printers. 

Titles. — The  title  should  be  brief  and  typed  in 
capital  letters.  The  subtitle  can  be  longer  and 
should  be  typed  in  caps  and  lower  case  letters. 
Under  the  title,  or  subtitle,  if  there  is  one,  should 
appear  the  name  of  the  author  and  city  in  which 
he  lives.  Directly  under  his  name  should  be  the 
hospital  or  institution  with  which  he  is  affiliated. 

Subheadings. — Subheadings  should  be  inserted  by 
tlje  author  at  appropriate  intervals. 

References. — It  is  the  unfailing  practice  of  the 
New  York  State  Journal  of  Medicine  to  use 
specific  “references”  rather  than  “bibliography.” 
There  should  appear  in  the  text  reference  numbers, 
typed  above  and  to  the  right  of  the  word  to  which 
there  is  a reference.  A list,  consecutively  numbered, 
of  these  references  should  follow  at  the  end  of  the 
manuscript.  (Note  that  spelling  in  list  is  same  as  in 
text.)  The  arrangement  should  be  as  follows  and 
should  include  all  items. 

a.  Books — author’s  surname  followed  by  initials; 
title  of  book;  edition;  location  and  name  of 
publisher;  year  of  publication;  volume;  and 


page  number.  Thus,  Osier,  W.:  Modern 

Medicine,  3rd  ed.,  Philadelphia,  Lea  & 
Febiger,  1927,  vol.  5,  p.  57. 

b.  Periodicals — author’s  surname  followed  by 
initials;  name  of  periodical,  volume,  page, 
month  (day  if  necessary),  year  of  publication. 
Thus,  Leahy,  Leon  J.:  New  York  State  J. 
Med.  40:  347  (March  1)  1940. 

Note:  The  Journal  does  not  include  titles  of 
articles. 

Case  Reports. — Instead  of  abstracts  of  hospital 
histories,  authors  should  write  these  reports  in  a 
narrative  style  with  properly  completed  sentences. 
All  unimportant  details  should  be  deleted  with  such 
general  negative  statements  as  fit  the  case. 

Tables. — While  tables  are  very  useful  on  lantern 
slides  in  the  reading  of  papers,  they  fail  of  this  pur- 
pose to  a large  extent  in  the  printed  page.  For  that 
reason  it  is  urged  that  they  be  reduced  as  much  as 
possible  to  descriptive  language. 

Illustrations. — These  should  be  kept  to  the  mini- 
mum necessary  to  make  clear  the  points  to  be 
registered  by  the  author.  In  some  instances  they 
are  imperative  to  proper  understanding,  in  others 
they  are  merely  picturesque.  The  latter  can  be 
excluded  to  good  effect,  both  as  to  space  and  the  not 
inconsiderable  cost. 

When  illustrations  are  to  be  used  they  should 
accompany  manuscripts  and  each  should  always 
be  referred  to  in  the  text,  preferably  by  number. 
Drawings  or  graphs  should  not  be  larger  than  12  X 
16  inches,  and  must  be  made  with  jet  black  India 
ink  on  white  paper.  Do  not  use  typewriter  for  letter- 
ing. The  smallest  lettering  on  8 X 10  inch  copy 
should  be  no  less  than  */<  inch  high.  Cross-section 
paper  (white  with  black  lines)  may  be  used,  but 
should  not  have  more  than  4 lines  per  inch.  If 
finer  ruled  paper  is  used,  the  major  division  lines 
should  be  drawn  in  with  black  ink,  omitting  the  finer 
divisions.  In  the  case  of  finely  ruled  paper,  only 
blue-lined  paper  can  be  accepted.  Lettering  and 
all  markings  must  be  large  enough  to  be  readable 
after  reduction.  Mail  rolled  or  flat,  never  fold. 
Photographs  should  be  very  distinct  and  show  clear 
blade  and  white  contrasts.  They  must  be  on  glossy 
white  paper.  Avoid  round  and  oval  photographs. 

Whenever  possible  “crop”  photographs,  i.e.,  mark 
portion  that  can  be  excluded  when  reproduced. 
Crop  marks  should  be  on  margin  of  photographs. 
Do  not  run  pencil  lines  through  photographs. 

It  is  important  to  mark  the  top  of  the  illustration 
on  the  back,  also  its  number  as  referred  to  in  the  text, 
thus,  Fig.  1,  2,  and  the  name  and  address  of  the 
author. 

Legends  should  be  typewritten  on  one  sheet  of 
paper  and  attached  to  the  illustrations. 
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TOWNS  TREATMENT  for  ALCOHOLISM  and  NARCOTIC 
and  HYPNOTIC  ADDICTIONS 

Established  1901  Now  Generally  Accepted 

PROVIDES:  (1)  An  Assurance  of  a Definite  Medical  Result, 

(2)  An  Assurance  of  Length  of  Time  Required  and  Exact  Cost 

(3)  An  Assurance  of  Absolute  Privacy 

Our  “SYMPOSIUM  OF  MEDICAL  OPINION”  includes  case  histories  of 
this  successful  treatment  endorsed  by  many  physicians.  Copy  on  request. 

CHARLES  B.  TOWNS  HOSPITAL 

FOR  ALCOHOLISM  AND  DRUG  ADDICTION  EXCLUSIVELY 

COMPLETELY  REDECORATED  AND  MODERNIZED 

293  Central  Park  West,  New  York  24,  N.  Y.  Tel  :SChuyler  4-0770 


FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


INTERPINES 

Goshen,  N.  Y. 

Phone  117 


Ethical — Reliable — Scientific 
Disorders  of  the  Nervous  System 
BEAUTIFUL— QUIET— HOMELIKE 


Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.D.#  Resident  Physician 


HALCYON  KEST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  \V.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  550  Write  for  illustrated  booklet. 


WEST  HIEL 

Went  252nd  St.  and  Fieldston  Road 
Kiverdale-on-the-I ludson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modem  facilities  for  shock  treatment. 
Occupational  therapy  and  recreationa  1 activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone : Kingsbridge  9-8440 


HOLBROOK  MANOR  N„U^NEG 

Fivt  Ann  of  Pinewoodtd  Grounds 

SENILE,  AGED,  CHRONICS 

Physicians  may  treat  their  own  patients. 

Hypertensives  Arterio-sclerotics  All  Neurological  Disorders 
Non  sectarian,  dietary  laws  observed 

Madicat  Diractor:  O.  L.  Friadman,  M.D.,  Q.P. 

HOLBROOK,  L.  I.  N.  Y.  OBict:  GRamarcy  5-4B75 


LOUDEN-KNICKERBOCKER  HALL,  inc 

81  LOUDEN  AVENUE  - Tel.  Araityvillc  53  - AMITYVILLE,  N.  Y. 

A private  Miinitariuni  eHtahlinhed  1886  Hptciulizing  in  NERVOUS  and  MENTA  L diseasea. 

Full  inforrnatittn  furnished  ttpon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician -in- Char  fie 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


DU.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Ttl.  2-1621 


Officers — County  Medical  Societies — 1948 

TOTAL  MEMBERSHIP  AS  OF  MAY  1,  1948—21,833 


County 

Albany 

Allegany 

Bronx 

Broome 

Cattaraugus. . . 

Cayuga 

Chautauqua. . . 

Chemung 

Chenango 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer 

Jefferson 

Kings 

Lewis 

Livingston .... 

Madison 

Monroe 

Montgomery . . 

Nassau 

New  York.  . . . 

Niagara 

Oneida 

Onondaga. . . . 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer 

Richmond .... 

Rockland 

St.  Lawrence.. 
Saratoga 

Schenectady. . 

Schoharie 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins 

Ulster 

Warren 

Washington. . . 

Wayne 

Westchester  . . 

Wyoming 

Yates 


President 

J.  J.  Clemmer Albany 

R.  0.  Hitchcock Alfred 

S.  Weiskopf Bronx 

J.  C.  Zillhardt...  Binghamton 

J.  S.  Fleming Salamanca 

C.  T.  Yarington Moravia 

E.  O.  Black Fredonia 

A.  C.  Glover Elmira 

J.  A.  Hollis Norwich 

W.  W.  Johnson.  . . .Plattsburg 
L.  D.  Carpenter.  .Germantown 
R.  H.  Kerr Cortland 

C.  K.  Ives Roxbury 

L.  W.  Stoller. . . . Poughkeepsie 

E.  D.  Babbage Buffalo 

J.  M.  Walsh Ticonderoga 

A.  A.  Hartmann Malone 

D.  M.  McMartin.  . .Johnstown 

D.  B.  Johnson Batavia 

W.  A.  Petry Catskill 

R.  W.  Dennis Herkimer 

L.  0.  Fox Brownville 

A.  W.  M.  Marino.  . .Brooklyn 
L.  A.  Avallone Lowville 

F.  J.  Hamilton Hemlock 

R.  B.  Cuthbert Canastota 

E.  B.  Soble . . Rochester 

R.  E.  Wytrwal.  .St.  Johnsville 

E.  K.  Horton . Rockville  Centre 

H.  B.  Davidson. . . .New  York 

W.  W.  Pierce Lockport 

James  I.  Farrell Utica 

J.  G.  F.  Hiss Syracuse 

L.  A.  Stetson. . . .Canandaigua 

T.  R.  Proper Newburgh 

A.  F.  Leone Medina 

J.  L.  H.  Mason Pulaski 

E.  J.  Keegan Oneonta 

G.  W.  Vink Carmel 

Alfred  Angrist Jamaica 

C.  J.  Handron Troy 

S.  C.  Pettit St.  George 

G.  G.  Stone Suffern 

P.  T.  McGreevy Massena 

F.  A.  Mastrianni 

Mechanicville 

N.  H.  Rust Scotia 

J.  H.  Wadsworth  . . . Cobleskill 

F.  C.  Ward Odessa 

C.  M.  Smith Waterloo 

V.  S.  Higby Bath 

W.  S.  Stakes Patchogue 

R.  S.  Breakey Monticello 

A.  J.  Capron Owego 

H.  W.  Ferris Ithaca 

E.  S.  Goodyear Kingston 

Saul  Yafa Glens  Falls 

R.  L.  Skinner Greenwich 

J.  II.  Arseneau Lyons 

W.  G.  Childress Valhalla 

O.  T.  Ghent Warsaw 

R.  H.  Davis Penn  Yan 


Secretary 

A.  Vander  Veer Albany 

H.  G.  Chamberlin Cuba 

G.  B.  Gilmore Bronx 

R.  S.  McKeeby. . .Binghamton 

W.  B.  Arthurs Olean 

J.  D.  Hammond Auburn 

Edgar  Bieber Dunkirk 

H.  A.  Burch Elmira 

J.  H.  Stewart Norwich 

K.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

E.  F.  Higgins Cortland 

S.  G.  Edgerton.  . Delhi 

J.  F.  Rogers.  . . .Poughkeepsie 

H.  G.  Walker Buffalo 

J.  E.  Glavin Port  Henry 

D.  II.  Van  Dyke Malone 

R.  K.  Lenz Gloversville 

C.  C.  Koester Batavia 

W.  M.  Rapp Catskill 

R.  C.  Knowles.  . . Little  Falls 

C.  A.  Prudhon.  . . .Watertown 

C.  H.  Loughran Brooklyn 

E.  A.  Barnes Lowville 

R.  A.  Hemphill Mt.  Morris 

F.  O.  Pfaff Oneida 

J.  A.  Lane Rochester 

D.  W.  Childs Amsterdam 

I.  Drabkin . . Rockville  Centre 

B.  W.  Hamilton. . . .New  York 

C.  M.  Dake Niagara  Falls 

H.  H.  Dodds Utica 

I.  L.  Ershler Syracuse 

P.  M.  Standish . . Canandaigua 

E.  C.  Waterbury.  . .Newburgh 

J.  G.  Parke Albion 

U.  Cimildoro Oswego 

J.  M.  Constantine. . . .Oneonta 

F.  J.  A.  Lehr Carmel 

E.  A.  Wolff Forest  Hills 

H.  F.  Albrecht Troy 

Michael  Swick.  . Tompkinsville 
R.  L.  Yeager Pomona 

C.  F.  Prairie Massena 

M.  J.  Magovern 

Saratoga 

R.  E.  Isabella.  . . Schenectady 

D.  R.  Lyon Middleburg 

C.  W.  Schmidt.  .Montour  Falls 

Bruno  Riemer Romulus 

R.  J.  Shafer Corning 

E.  P.  Kolb Holtsville 

D.  S.  Payne Liberty 

I.  N.  Peterson Owego 

Richmond  Douglass. . . .Ithaca 

F.  II.  Voss Phoenicia 

A.  C.  Davis Glens  Falls 

D.  M.  Vickers Cambridge 

I.  M.  Derby Newark 

W.  A.  Kelly.  . .Mount  Vernon 

P.  A.  Burgeson Warsaw 

W.  G.  Roberts Penn  Yan 


Treasurer 

F.  E.  Vosburgh Albany 

L.  P.  Bly Cuba 

C.  W.  Frank Bronx 

J.  W.  Kane Binghamton 

George  C.  Cash Olean 

L.  H.  Rothschild Auburn 

C.  E.  Hallenbeck.  . . .Dunkirk 

E.  S.  Ridall Elmira 

J.  H.  Stewart Norwich 

K.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

F.  F.  Sornberger Cortland 

S.  G.  Edgerton Delhi 

J.  F.  Rogers.  . . .Poughkeepsie 

E.  A.  Woodworth ....  Kenmore 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

W.  H.  Raymond. . .Johnstown 
C.  C.  Koester Batavia 

M.  H.  Atkinson Catskill 

R.  C.  Knowles.  . . .Little  Falls 

L.  E.  Henderson. . .Watertown 

H.  Mandelbaum Brooklyn 

E.  A.  Barnes Lowville 

R.  A.  Hemphill Mt.  Morris 

J.  F.  Rommel Oneida 

J.  L.  Norris Rochester 

F.  F.  Pipito Amsterdam 

I.  Drabkin. . .Rockville  Centre 

C.  W.  Cutler New  York 

F.  A.  Lowe Niagara  Falls 

R.  C.  Hall Utica 

A.  C.  Hofmann Syracuse 

P.  M.  Standish.  .Canandaigua 
E.  C.  Waterbury. . .Newburgh 

J.  G.  Parke Albion 

U.  Cimildoro Oswego 

J.  M.  Constantine...  .Oneonta 

G.  H.  Steacy Mahopac 

D.  M.  Raskind . LonglslandCity 

H.  C.  Engster Troy 

H.  Dangerfield St.  George 

M.  R.  Hopper Nyack 

L.  T.  McNulty Potsdam 

J.  M.  Lebowich 

Saratoga 

Harry  Miller Schenectady 

D.  L.  Best Middleburg 

C.  W.  Schmidt.  .Montour  Falls 

Bruno  Riemer Romulus 

R.  J.  Shafer Corning 

G.  A.  Si  Hi  man Sayville 

D.  S.  Payne Liberty 

I.  N.  Peterson Owego 

Richmond  Douglass. . . Ithaca 

H.  B.  Johnson Kingston 

A.  C.  Davis Glens  Falls 

C.  A.  Prescott. . .Hudson  Falls 

I.  M.  Derby Newark 

R.  R.  Heffner. . .New  Rochelle 

P.  A.  Burgeson Warsaw 

W.  G.  Roberts Penn  Yan 
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REAL  ESTATE  & INVESTMENTS 


One  5 and  one  7 room  doctor's  office,  immediate  occupancy. 
Superior  location^  3 E.  71st  St.,  ri;:h t off  Fifth  Avenue.  New 
building,  100%  cooperative,  just  completed,  available 
to  N.  Y.  State  residents  only.  Prices  start  at  813,545. 
Call  Hamlin  of  Douglas  Elliman,  weekdays  PL  3-9200. 


FOR  SALE 


A fully  equipped  five  room  office,  modern  in  all  details. 
Marvelous  location,  Bay  Parkway,  Brooklyn.  No  living 
quarters.  Doing  a successful  practice,  leaving  to  specialize. 
For  immediate  disposition.  Box  163,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Colonial  home  in  village  23  miles  from  Rochester,  N.  Y. 
suitable  for  doctor’s  tesidence  and  offices.  Apply  Box  H-506, 
Union  Trust  Bldg.,  Rochester  4,  N.  Y. 


6 East  79th  Street  (5th  Ave.) 

Doctor’s  Office,  4 rooms  & bath,  exquisite  building 
$350 — monthly 
Inspection:  12-3  daily 
Telephone:  BU:  8-1341 


INVESTMENT  OPPORTUNITIES 

FIRST  AND  SECOND  MORTGAGES 
$1000  and  up 

Expert  personal  management.  Yield  6-10%. 

DANSKER  REALTY  & SECURITIES  C0RP. 

106  Montague  St.,  Brooklyn  2,  N.Y.  Telephone  Main  4-4397 


ATTENTION  GROUP 


KEW  GARDENS  IDEAL  LOCATION 

BEAUTIFUL  SIGHT 

83-75  118  St.  sale,  lease;  spacious  house.  13  large  rooms, 
attic,  unfurnished,  54,000  sq.  ft.,  transportation,  trees, 
parking  facilities,  quiet,  4 baths,  VI-7-6668. 


FOR  SALE 


One  Family  House,  perfect  condition,  suburb  New  York, 
corner,  detached,  7 rooms,  newly  furnished,  hot  water,  gas.  2 
blocks  subway,  15  min.  Times  Square.  Well  established 
general  practice,  new  medical  equipment,  inch  X-Ray,  new 
furniture.  Available  June  15th.  Price  complete  $20,000. 
Cash  $12,000.  Box  169,  N.  Y.  St.  Jr.  Med. 


START  CAMPAIGN  FOR  OLDER  WORKERS 

With  Mayor  William  O’Dwyer,  State  Senator 
Thomas  Desmond,  and  other  public  officials,  busi- 
ness, labor,  and  professional  men  as  honorary 
sponsors,  the  Federation  Employment  Service,  an 
affiliate  of  the  Federation  of  Jewish  Philanthropies 
of  New  York,  undertook  a campaign  here  during 
April  to  secure  employment  for  older  workers,  those 
over  45  years  of  age,  and  to  educate  the  public  as  to 
the  fitness  of  older  people  for  employment. 

Under  the  slogan,  “Experience,  Loyalty,  Skill — 
Come  Wit.h  Age,”  the  campaign  was  conducted  as  a 
special  project  of  Federation  Employment  Service, 
New  York  City,  a free  and  nonsectarian  agency, 
simultaneously  with  its  normal  operation  as  a job 
placement  and  vocational  guidance  bureau. 

Citing  a survey  conducted  by  the  New  York 
State  Legislative  Committee  on  Problems  of  the 
Aging,  Mr.  Arnold  Askin,  co-chairman  of  the  cam- 
paign, said  that  industry  rates  employes  past  45 
years  of  age  as  “more  loyal,  absent  less  frequently, 
and  as  productive  as  their  junior  workers.  The 
survey,  which  embraces  the  experiences  of  1,000 
employers,  also  revealed  that  older  persons  were 
more  experienced,  more  conscientious,  and  less 
distracted  than  younger  people. 


A general  review  of  studies  made  In  connection 
with  the  job  problems  of  older  persons,  Mr.  Askin 
said,  reveals  three  things: 

1.  Because  of  family  responsibilities,  middle- 
aged  and  older  workers  are  less  subject  to  turnover. 

2.  Employers  prefer  older  workers  in  jobs  calling 
for  experience  and  judgment,  and  on  jobs  where 
quality  is  more  important  than  speed. 

3.  Older  workers  suffer  fewer  industrial  acci- 
dents, according  to  findings  of  the  U.S.  Bureau  of 
Labor  Statistics. 

Another  factor  which  is  important  in  the  problems 
of  job  placement  for  the  older  person  is  the  in- 
creasing life  span  of  the  American  citizen. 

“Statistics  show  that  the  number  of  persons  over 
65  increased  from  860,000  in  1860  to  9,200,000  in 
1945,  and  will  reach  a total  of  15  per  cent  of  our 
population  in  about  thirty  years.  At  the  time,  too, 
the  number  of  American  citizens  past  the  age  of 
45  will  be  approximately  one  half  of  our  population. 
This  means  a complete  new  concept  of  the  term 
‘old  age.’  Whereas  we  once  considered  a man  of 
45  old,  he  is  now  young  with  many  productive  years 
ahead  of  him.  During  these  years,  lie  must  be 
given  an  equal  opportunity  to  work.” 
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COPIAGUE  GENERAL  HOSPITAL 

Separate  Accommodations  for 

CONVALESCENTS  and  CHRONICS 

with  added  facilities  of  a General  Hospital 

Located  in  tranquil  country  area 
on  South  shore  of  Long  Island 

H.  R.  Blanchard,  Adm.  Tel.  Amityville  71, 72 
Cedar  Court  Copiague,  N.  Y. 


PINEWOOD 

Westchester  County,  Katonah,  N.  y.  — Katonah  775 

A psychiatric  hospital  furnishing  advanced  methods  of  therapy 
Licensed  by  the  Department  of  Mental  Hygiene 
Approved  for  residency  by  the  American  Medical  Association 

New  York  Offices 

Dr.  Louis  Wender — 59  E.  79  St. — Bu  8-0580 — Mon-Wed-Fri 
Dr.  Joseph  Epstein — 975  Park  Ave. — Rh  4-3700 — Tues-Thurs-Sat 


GLADYS  BROWN  DDAU/N’C  MUrray  Hill 

Owner  - Director  D II  w fill  O 3-7119 

MEDICAL  BUREAU 

7 East  42  Street,  New  York  17,  N.  Y. 

An  employment  agency  specializing  in  qualified  personnel- 
for  Hospitals,  Chemical,  Pharmaceutical,  Insurance,  Ship- 
ping and  Industrial  organizations,  also  Medical  and  Den- 
tal offices. 


UNPAID  BILLS 

can  be  collected  and  at  the  same  time  good  Public  Re- 
lations maintained.  We  have  proved  it  to  over  100 
hospitals  and  thousands  of  doctors. 

Write  for  proof. 

NATIONAL  DISCOUNT  & AUDIT  CO. 

230  West  41st  St.  New  York  18,  N.  Y. 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB  & X-RAY  AVAILABLE 
Our  12-months  day  course  includes  intensive  training 
in  laboratory  techniques,  physiotherapy  apparatus, 
X-Ray,  nursing  techniques,  and  medical  stenography. 

A FEW  LAB  TECHNICIANS  NOW  AVAILABLE 


Moduli  School 

Licensed  by  the  State  of  New  York 


1834  Broadway  — NYC 
Circle  7-3434 


TRAINED  MEDICAL  PERSONNEL 

Rigid,  thorough  training  in  haematology,  urinalysis,  all 
phases  of  medical  stenography,  x-ray  and  medical  machines 
makes  Paine  Hall  graduates  capable  assistants.  Our  free 
placement  service  will  help  you  find  the  right  girl. 

1 008  Fifth  Ave.,  NewYork  28 
Bu.  8-2294 

Licensed  by  State  of  N.  Y. 


(etut£<Hail 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y. , N.  J.  an$  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Physician-in-Chargt . 


BRUNSWICK  HOME 


A PRIVATE  SANITARIUM.  Convalescents,  postoper- 
ative, aged  and  infirm,  and  those  with  other  chronic  and 
nervous  disorders.  Separate  accommodations  for  nervous 
and  backward  children.  Physicians'  treatments  rigidly 
followed.  C.  L.  MARKHAM,  M.D.,  Supt. 

B'way  & Louden  Ave.,  Amityville,  N.  Y.,  Tel:  1700,  1,  2. 


BUY 

SAVINGS  BONDS 
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CLASSIFIED  DEPARTMENT 


FOR  SALE 


Brooklyn  E.E.N.T.  and  general  practice  office,  furnished, 
equipped,  six  rooms,  est.  25  years,  reasonable.  Box  174, 
N.  Y.  St.  Jr.  Med. 


GENERAL  PRACTITIONER  RETIRING 


For  sale — corner  brick  house  with  income.  Oil  heat.  Apt. 
available.  Italian  neighborhood.  North  Bronx.  Phone: 
Olinville  2-3965. 


POSITION  WANTED 


American  M.D.,  middle-aged,  desires  internship  in  accredited 
hospital,  any  state,  New  York  State  preferred.  Box  168, 
N.  Y.  St.  Jr.  Med. 


ORTHOPEDIST 


Age  36,  married,  passed  Part  I of  Orthopedic  Board  and 
eligible  for  Part  II,  desires  assistantship,  association  or  part- 
nership. Box  175,  N.  Y.  St.  Jr.  Med. 


WANTED 


Assistant  to  busy  general  practitioner.  Possibility  of 
permanent  association.  New  York  State  license  required. 
Salary  $4200  and  living  quarters  for  family.  Available  July  1. 
Box  176,  N.  Y.  St.  Jr.  Med. 


\\  \NTED 


Resident  Physician  for  Rotating  Residency.  $150.00  a month 

glusfull  maintenance,  50  bed  hospital,  suburb  of  New  York, 
iox  190,  N.  Y.  St.  Jr.  Med. 


For  Patents 

Consult:  Z.  H.  POLACHEK 
Reg.  Patent  Attorney 

1234  Broadway  (at  31st)  N.  Y.  LOngacre  5-3088 


FOR  SALE 


List  of  20  authoritative  diets,  typewriter  facsimile,  with 
printed  letterhead.  Specimen  and  details  on  request.  P.S. 
Meyers,  152  Von  Houten  Ave.,  Passaic,  N.  J. 


FOR  SALE 


Available  now.  Practice  in  Internal  Medicine  and  Allergy 
Beautiful  home  and  office  combination.  Unexcelled  location  in 
college  town.  Three  blocks  from  Class  A Hospital.  Gross 
$30,000.  Will  stay  and  introduce.  Leaving  because  of 
health  result  of  war  injury.  State  training  in  first  letter. 
Box  180,  N.  Y.  St.  Jr.  Med. 


POSITION  WANTED 


First  cook  and  assistant,  (couple)  wants  position  or  partner- 
ship in  sanatorium  or  sonvalescent  home.  Long  years  ex- 
perience in  Europe,  South  America  and  U.S.A.  First  class 
references.  Box  171,  N.  Y.  St.  Jr.  Med. 


WANTED 


Otolaryngologist — Veteran,  36  years  old,  completing  24 
month  accredited  surgical. residency  on  June  30,  1948,  desires 
purchase  of  ENT  practice!  or  association  with  otolaryngolo- 
gist for  eventual  partnership.  Location  must  be  in  New 
York  State,  preferably  in  vicinity  of  New  York  City.  Avail- 
able after  June  30th.  Box  160,  N.  Y.  St.  Jr.  Med 


WANTED 


Psychiatrist  experienced.  Licensed  New  York  State.  Full 
time  resident  in  approved  Neuropsychiatric  Sanitarium  near 
New  York  City.  Salary  $6,000  up,  plus  maintenance.  Ap- 
plications treated  confidentially.  Box  170,  N.  Y.  St.  Jr.  Med 


WANTED 

Female  x-ray  technician  to  work  with  two  others  in  x-ray 
department  of  a 275  bed  hospital  which  is  combined  with  a 
large  out-patient  department.  Salary,  room  and  main- 
tenance. Located  in  western  New  York  near  Rochester. 
Send  applications  with  photograph  directly  to  the  Depart- 
ment of  Radiology,  Clifton  Springs  Clinic,  Clifton  Springs 
New  York. 


ZEMMER  pharmaceuticals 

A complete  line  of  laboratory  controlled  ethical  pharmaceuticals. 

Chemists  to  the  Medical  Profession  for  44  years. 
THE  ZEMMER  COMPANY  • Oakland  Station  • PITTSBURGH  13,  PA. 
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Warner  Research  Provides 
A Superior  Antihistamine  P reparation, 

Diatrin*  Hydrochloride  'Warner’ 


Effective. . . 


Diatrin*  Hydrochloride  'Warner’  provides  the 
physician  with  an  effective  means  for  the  prompt  relief 
of  allergic  symptoms  caused  by  the  liberation  of  hista- 
mine in  the  tissues. 


Unpleasant  side-reactions  such  as  drowsiness,  lethargy, 
vertigo,  nausea,  and  vomiting  are  rarely  encountered 
when  Diatrin*  Hydrochloride  'Warner’  is  administered. 


Low  Toxicity. 


In  toxicity  studies,  Diatrin*  Hydrochloride  'Warner’ 
has  been  found  to  be  approximately  one-half  to  three 
times  less  toxic  than  other  antihistaininic  substances. 

Your  pharmacist  has  stocks  on  hand  to  take  care  of 
your  prescription  requirements  promptly  and 
economically.  Diatrin*  Hydrochloride  'Warner’ 
is  supplied  in  bottles  of  100  and  1,000  tablets. 

Indications:  Urticaria,  particularly  the  acute  form; 

Hay  Fever;  Allergic  vasomotor  rhinitis;  Pruritus;  Atopic 
eczema  and  dermatitis;  Contact  dermatitis;  Neu rodermatitis ; 
" Drug”  rashes  and  dermatoses  due  to  penicillin  and 
other  drugs;  Erythema  multiforme;  Vernal  conjunctivitis. 
•Trademark 

William  R.  Warner  Sc  Co.,  Inc. 


New  York 


Sb  Louis 
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FRIED  & KOHLER,  Inc. 

| “ True  to  Life ” | 

Artificial  Human  Eyes 

Specialists  in  jUJ,  TifJPCS  °f  Artificial  Human  Eyes 

Exclusively 


Comfort,  pleasing  cosmetic  appearance  and  motion  guaran- 
teed. Eyes  also  fitted  from  stock  by  experts.  Selections 
sent  on  memorandum.  Referred  cases  carefully  attended. 


FRIED  & KOHLER,  Inc. 

Especially  Made  to  order  by  Skilled  Artisans 


665  Fifth  Avenue  New  York,  N.  Y. 

(near  53rd  Street)  Tel.  Eldorudo  5-1970 


“0t>er  Forty-five  Years  devoted  to  pleasing  particular  people” 


Eliminate 

infection  >. 

WOUNDS  ULCERS 

LESIONS  FISSURES 

ABSCESSES  CYSTS 

by  simple  topical  application 


Glycerite  of  Hydrogen  Peroxide  ipc 

stable,  long-acting,  non-selective, 
bactericidal  solution  . . . 

. . . Possesses  the  mechanical  advantages  of  liquid 
and  ointment  types  of  medication  . . . 

. . . Hygroscopic,  penetrates  into  and 

draws  plasma  from  deeper  parts  of  wounds, 
washing  particulate  matter  to  the  surface  . . . 

. . . Aids  granulation  of  healthy  tissue  and 
speeds  healing  processes . . . 

. . . Non-toxic,  non-irritating,  non-sensitizing  . . . 
Apply  full  strength  as  frequently  as  desired. 


GLYCERITE  OF  HYDROGEN  PEROXIDE  <y, 


W CONSTITUENTS: 

T Hydrogen  peroxide  (90%)  ^ 

' 2.5%  1 

8- Hydroxyquinoline  0.1% 
Especially  prepared  glycerol 
qs.  ad.  120cc. 

Supplied  in  four-ounce 
bottles 


Bibliography : 

New  Eng.  J.  Med.  234:468,  1946. 
J.  Invest.  Derm.  8:11,  1947. 
Annals  of  Allergy  4:33,  1946. 
Science  105:312,1947. 


J.  Bacteriology  Vc 
Literature  on  request. 


Vol.  53,  June,  1947. 


tfnfeina/ttMta/  pharmaceutical  corporation 

132  Newbury  Street,  Boston  16,  Massachusetts 


Experience  is  the  Best  Teacher 


CIO*! 


Camillo  Golgi  (1844-1926) 
proved  it  in  neurology 

Golgi  is  best  remembered  today  for  his  detailed  investi- 
gations of  the  finer  microscopic  structures  of  the  nervous 
system.  Golgi's  improved  methods  for  staining  nerve  cells 
and  fibres,  as  well  as  his  own  histologic 
experiences,  assisted  in  the  development 
of  the  clinical  study  of  neurology. 


Ke.vnolils  Tobacco  Company 
Winston- Salem,  N.  C. 


Experience  is  the  best  teacher  in  cigarettes , too! 

With  millions  of  smokers  who  have  tried  and  compared 
different  brands  of"  cigarettes.  Camels  are  the  “choice  of 
See  how  your  taste  welcomes 
the  rich  flavor  of  Camel's  choice,  properly  aged,  expertly 
blended  tobaccos.  See  if  your  throat  doesn’t  find  Camel’s 
cool  mildness  mighty  pleasing. 

Yes!  Let  your  own  experience  tell  you  why  more  people 
are  smoking  Camels  than  ever  before. 


.Xwanliitit  to  a Xatinn uith>  surrvfi : 


than  any  other  eiyarette 


Three  leading  independent  research  organizations  in  a nationwide  survey  asked  113,597  doctors 
what  cigarette  they  smoked.  The  brand  named  most  was  Camel! 
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BASED  ON  OUR  100  YEARS’  EXPERIENCE  in  serving  the  pro- 
fession all  over  the  world,  our  laboratories  have  developed — and  we  are 
now  introducing — these  three  important  new  clinically  tested  soaps: 


O I LATUM  * SOAP 

Superoiled  to 
Lubricate 
Sensitive  Skin 

This  soap  renders  two  important 
services — it  effectively  cleanses 
and  lubricates  at  the  same  time. 
Oilatum  Soap  is  not  superfatted, 
but  superoiled.  It  is  extended 
with  readily  absorbed  pure 
vegetable  oil  instead  of  with 
grease.  It  soothes  and  lubricates 
sensitive  or  dry  skin  as  would  a 
cosmetic  cream.  Lathers  excep- 
tionally well  in  hard  water.  Ideal 
for  infant  use. 

* Trade-mark 


ACNE-AID 
DETERGENT  SOAP 

Effectively  Aids 
in  Treatment  of 
Skin  Affections 

A non-abrasive  soap,  re-enforced 
to  the  extent  of  15%  with  sul- 
phated  and  hydrogenated  vege- 
table oil.  Stiefel  Acne-Aid  Deter- 
gent Soap  is  safe  and  non- 
sensitizing. It  effectively  aids  in 
the  treatment  of  skin  affections 
characterized  by  pustules  or 
pimples  due  to  inflammation  in 
the  sebaceous  glands. 


TAR  SHAMPOO  SOAP 

Contains  Coal  Tar 
for  Scalp 
Stimulation 

This  soap  contains  the  dermatolo- 
gist's favored  tar  (crude  coal) 
free  from  pitch  and  carried  into 
the  soap  with  vegetable  oil.  The 
tar  phenols  produce  a stimulating 
effect  on  the  scalp,  combat 
dandruff  and  remove  scalp  scales. 
Will  not  stain  or  color  hair. 
Contains  approximately  3% 
processed  crude  coal  tar.  Cake 
and  liquid. 


Visit  our  booth  40C  at  the  Convention  or  write  for  further 
information  or  samples  to: 


STIEFEL  MEDICINAL  SOAP  COMPANY,  Inc 

Oak  Mill,  New  York 
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One  of  the  chief  causes  of  distress 
in  liver,  gallbladder  and  bile 
tract  disturbances  is  impaired 
fat  digestion,  resulting  in  flatulence,  upper  abdominal  discomfort, 
steatorrhea,  constipation  and  related  symptoms. 


Of  considerable  importance  also  is  the  interference  with  absorption 
and  utilization  of  iron,  calcium,  and  fat-soluble  vitamins — D,  E,  K 
and  Carotene — leading  to  well-known  deficiencies  in  these  essen- 
tial dietary  factors. 

Degalol — chemically  pure  deoxycholic  acid — provides  Nature’s 
emulsifier  to  facilitate  fat  digestion  and  absorption. 

In  the  presence  of  lipase  (which  is  rarely  absent),  one  or  two 
tablets  of  Degalol  t.i.d.  usually  suffice  to  reduce  appreciably 
the  symptoms  of  impaired  fat  digestion  and  to  allow  for  ab- 
sorption of  ingested  fat-soluble  vitamins. 


Supplied  in  tablets  of 
1 1 2 §t'.,  boxes  of  100. 


AMES  COMPANY,  Inc. 
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ONLY  BELLERGAL  PROVIDES  ALL  THREE 

1.  SYMPATHETIC  INHIBITION  with  ergo- 
tamine  tartrate. 

2.  PARASYMPATHETIC  INHIBITION  with 
Bellafoline. 

3.  CENTRAL  SEDATION  with  phenobarbital. 


SAN  DOZ 


Originality  • Elegance  * Perfection 


FOR  FUNCTIONAL  DISORDERS 

Patients  with  psychosomatic  disorders  suffer 
somatic  distress  just  as  much  as  those  with  or- 
ganic disease. 

For  these  patients  Bellergal  provides  an  effective 
combination  of  drugs  acting  on  both  divisions  of 
the  autonomic  nervous  system  as  vyell  as  on  the 
central  nervous  system. 

Use  Bellergal  in  the  treatment  of  gastrointestinal 
neuroses  and  other  functional  disorders. 


Bellergal 


SA  N DOZ  PHARMACEUTICALS 

Division  of  SAND0Z  CHEMICAL  WORKS,  INC. 

6 8-  7 2 CHARLTON  STREET,  NEW  YORK  14,  N.  Y. 
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‘‘It  cannot  be  overemphasized 
that  malnutrition  exists  coincident 
with  a primary  disease,  that 
malnutrition  is  a serious  complication 

and  is  amenable  to  therapy As  these  patients 

are  in  such  great  need  of  protein,  a 
therapy  of  overfeeding  is  indicated.”1 


Essenamine 


Palatable  Easily  Assimilated  Protein  Concentrate 

for  Oral  Use 


Success  with  Essenamine  — as  the  principal  ingredient  of  a high  protein  diet  — 
is  probably  due  to  four  factors 

1.  High  concentration  of  proteins; 

2.  High  content  of  essential  amino  acids,  that  is, 
high  biologic  value; 

3.  Lack  of  any  pronounced  taste,  so  that  it  can  be 
incorporated  in  large  quantities  in  other  foods 
that  have  a pleasant  taste; 

4.  Limited  solubility  . . (which)  apparently  minimized 
the  concentration  of  amino  acids  in  the  small 
intestine  at  any  one  time,  so  that  the  sense  of 
fulness  was  postponed  and  the  tendency  to 
diarrhea  ...  did  not  occur.2 


Attractive  Essenamine  Recipe  Book 
sent  on  request. 

Specify  number  of  copies  wanted 


Essenamine  is  supplied  in  7'/j  and  14  oz  wide  mouth  jars 


1.  Sprinz.  H Med  Clin  North  America,  30  363,  Mar  , 1946 

2 Kozoll.  D.  D..  Hoffman,  W.  S . Meyer,  K A . and  Garvin. 
Thelma  Arch  Surg.,  53  683.  Dec..  1946 
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BORCHERDT 

MALT  SOUP 
EXTRACT 


EST  1 868 


/•for  Constipated  Babies) 

V' Borcherdt’s  Molt  Soup  Extract  is  a laxative 


modifier  of  milk.  One  or  two  teaspoonfuls  in  a 
single  feeding  produce  a marked  change  in  the 
stool.  Council  Accepted.  Send  for  sample. 


BORCHERDT  MALT  EXTRACT  COMPANY,  217  N.  Wolcott  Aver.,  Chicago  12,  I 
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• ..for  over  fifteen 
years,  a favorite  for 
hypertension" 
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VASODILATOR 

CARDIOTONIC 

DIURETIC 

RELAXANT 

SAMPLES  ON  REQUEST 

GRANT  CHEMICAL  CO.,  Inc. 

95  MADISON  AVENUE  • NEW  YORK  16,  N.Y. 
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LIQUIDERM 


A quick-drying  alcoholic  solution  possessing  bactericidal,  bacterio- 
static, anti-pruritic,  detergent,  astringent,  keratolytic,  deodorant 
and  prophylactic  properties. 

New  Non-Toxic  Fungicide  and  Germicide 

for 


DERMATOLOGIC  THERAPY 

• Epidermatophytosis  Pedis 

• Tinea  (Hands,  Face,  Body,  Feet) 

• Pruritus  (Ani,  Cruri,  Vulvae) 

• Intertrigo  (Breasts,  Ears,  Legs,  Armpits) 

• Interdigital  Fissures 

• Adhesive  Dermatitis 


AURAL  THERAPY 

• Furunculosis  of  the  Canal 

• Impetigo  Contagiosa 

• Neurodermatitis  of  the  Canal 

• Contact  Dermatitis  of  the  Canal 

• Mycotic  Otitis  Externa 

• Chronic  Otitis  Media 


Liquiderm  Prevents  Granulation  and  Maceration,  also  Stimulating  Epithelialization  in  Post- 

Operative  Wounds. 


Ethically  Detailed  - - - Available  in  1 oz.  Bottles  - - - Literature  and  Sample  on  Request 


COLIN  PHARMACAL  CO  <.  j IRC.  i8RVo^LNE?°NNE^TVR0EREJ 

Formula:  Di-isobutyl  creRoxy  ethoxy  ethyl  dimethyl  benzyl  ammonium  chloride, 

carbolic  acid,  benzoic  acid,  salicylic  acid,  resorcin,  camphor,  tannic  acid,  solution  ■■■■■■■■■ 

of  coal  tar  and  chlorthyrnol.  in  a specially  prepared  aromatized,  deodorant  base. 
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. . . pressure  of  the  gravid 
uterus  mechanically 


i interferes...” 


in  pregnancy 


‘‘Constipation  is  the  rule.  The  pressure  of  the  gravid 
uterus  mechanically  interferes  w ith  the  function  of  the  small 
intestine  and  colon  per  se  and  also  renders  the  act  of 
defecation  less  efficient  bv  its  effect  on  the 
diaphragm,  abdominal  muscles  and  levator  ani.” 

— Bockus . H.  L.:  Gastro-Enterology, 

Philadelphia , 1 1 . B.  Saunders 
Company,  1946,  ml.  J,  p.  999. 

"Smoothage”  for  Management  of  Constipation  in 
Pregnancy 

Management  of  bowel  evacuation  without  the  use  of 
irritant  laxatives  is  accomplished  w ith  the  gentle,  nonirritatins 
action  of  Metamucil — "smoothage." 


By  providing  soft,  plastic,  w ater-retaining  bulk. 

Metamucil  promotes  normal,  easy  peristaltic  movement  — 
the  desired  action  in  pregnancy. 

Metamucil  is  the  highly  refined  mucilloid  of  Plantago  ovata 
(,50%),  a seed  of  the  psyllium  group,  combined  with 
dextrose  (50%)  as  a dispersing  agent. 


METAMUCIL 

IS  'HI  ROISTERED  TRADEMARK  OF  G.  0.  SEARIE  & CO..  CHICAGO  80.  ILLINOIS 
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DEVEGAN®  therapy  has  been 
considered  by  physicians  who  have 
reported  on  its  use  as  the  most  effective, 
convenient  and  cleanest  method  of  eradicating  a 
number  of  pathogenic  bacteria  causing  vaginal  infections. 


DEVEGAN  was  developed  for  the  destruction  of  the  trichomonas  — 
by  means  of  acetylaminohydroxyphenylarsonic 
acid  — and  for  the  restoration 
of  a normal  lactobacillary  flora  in  cases  of  mixed  infection.  The  effect  is  produced 

promptly  and  decidedly  shortens  the  time  of  treatment. 


DEVEGAN  tablets  for  home  treatment  in  boxes  of  25  and  250. 
\ DEVEGAN  powder  for  office  insufflation  in  1 0 gram  vials 
\ and  1 oz.  and  8 oz.  bottles . 

\ Winthrop-Stearns  Inc. 

\ New  York  1 3,  N.  Y.  • Windsor,  Onf. 


DEVEGAN,  trademark  registered  U.  S.  t Canada 
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all  the  advantages 

ot  iodine 

+ * 

* 

FOR  TOPICAL  APPLICATION 

✓ 

/ with  no 

{ disadvantages 

\ 

\ 


\ 


EFFECTIVE  CONCENTRATION 
OF  "FREE”  IODINE  IN  SOLUSALVE* 

Years  of  research  and  clinical  usage 
leaves  iodine  the  uncontested  bacteri- 
cidal agent.  Published  reports  show 
that  "the  iodine  solution  can  be  diluted 
over  eighty  times  and  still  be  as  bac- 
tericidal as  the  strongest  of  the  other 
germicides.”1 

Vodine  Ointment— "free”  iodine  in  a 
bland,  non-irritating  base  (Solusalve) 
— is  indicated  wherever  effective  topi- 
cal antisepsis  is  required:  infectious 
dermatoses,  cuts,  burns  and  lacera- 
tions. Vodine  Ointment  is  noninjurious 
to  the  skin  and  may  be  used  safely 
under  bandages  or  surgical  dressings. 

♦Solubaso  Brand 

1 Now  England  J.  Med.  213:279,  1935. 

VODINE  COMPANY 

407  SOUTH  DEARBORN  STREET  • CHICAGO  5,  ILLINOIS 
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pleasurable  living 


Perhaps,  at  no  other  time  does  a woman  need  reassurance  so 

— - ' " much  as  during  the  trying  period  of  the  meno- 

- -■'s;  pause  when  physical  and  emotional  instability 

threaten  her  feeling  of  security. 

jS  Equanimity  of  spirit  and  body  may  often  be 

restored  with  "Premarin."  This  naturally 
occurring,  orally  active  estrogen  offers 


many  advantages  but  undoubtedly  one  of 
the  most  gratifying  effects  of  therapy  is  the 
"sense  of  well-being"  usually  expressed  by 
the  patient. ..the  "plus"  in  " Premarin " which 
gives  the  woman  in  the  climacterium  a new  lease 
on  pleasurable  living. 

To  adapt  estrogen  treatment  to  the  individual  needs 
of  the  patient  three  "Premarin"  dosage  forms  are 
available:  tablets  of  2.5  mg.,  1 .25  mg.  and  0.625  mg.: 
also  liquid  0.625  mg.  in  each  4 cc.  (1  teaspoonful]. 

While  sodium  estrone  sulfate  is  the  principal  estrogen  in 
"Premarin,"  other  equine  estrogens ...  estradiol,  equilin, 
equilenin,  hippulin...are  probably  also  present  in  varying 
amounts  as  water  soluble  conjugates. 


CONJUGATED  ESTROGENS  (equine) 

Ayerst,  McKenna  & Harrison  Limited  22  East  40th  Street,  New  York  16,  New  Yoik 
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ndings 
■rorn  the 
Saratoga  Spa 
records* 


INHALATIONS 


* As  printed,  in  the  New  York  State  Journal  of  Medicine , 44:1214  (June  1)  1944 . 


The  results  obtained  in  the  treatment  of 
738  patients  with  inhalation  at  the  New 
York  State-owned  Saratoga  Spa  show  in- 
teresting tendencies. 

Marked  relief  of  the  condition  treated  was 
noted  in  38  patients  (5.2%);  moderate 
relief  in  468  patients  (63.4%);  temporary 
relief  in  46  (6.4%);  and  no  change  in 
185  (25%). 

Conditions  for  which  the  treatments  were 
given  included  sinusitis, coryza, bronchitis, 
chronic  rhinitis,  bronchial  asthma,  laryn- 
gitis, allergic  rhinitis,  hay  fever,  and 
pharyngitis.  The  treatments  consisted  of 
the  inhalation  of  finely  nebulized  saline- 
alkaline,  naturally  carbonated  mineral 
waters,  and  medicated  oils. 

The  relief  obtained  bore  a definite  relation 
to  the  number  of  treatments  taken.  In 


acute  conditions,  from  four  to  six  treat- 
ments were  necessary  to  obtain  consistent 
improvement  while  in  chronic  conditions, 
twelve  to  fifteen  treatments  were  usually 
required. 

Inhalations  are  taken  without  discomfort, 
which  is  an  important  factor  in  therapy. 

The  safety  of  the  therapy  can  be  stressed. 
Reactions  of  significance  occurred  in  only 
three  patients.  One  patient  may  possibly 
have  had  a sensitivity  to  chlorenan,  one 
developed  an  acute  asthmatic  paroxysm, 
and  the  third  noted  a general  reaction  to 
epinephrine. 

Attention  to  the  general  condition  of  the 
patients  suffering  from  respiratory  dis- 
orders is  an  important  factor.  Inhalations 
have  a definite  place  in  the  general  "cure” 
regimen  of  a spa. 


"Physician,  Give  Heed  to  Thine  Own  Health" 

Many  physicians  have  come  to  the  Spa  for  the  same 
kind  of  treatments  that  have  helped  their  patients 
here.  After  a restorative  "cure”  at  the  Spa,  you,  too, 
will  return  to  your  practice  refreshed — revitalized — 
ready  for  the  busy  days  that  lie  ahead. 

For  professional  publications  of  the  Spa,  and  phy- 
sician’s sample  carton  of  bottled  waters  with  their 
analyses,  write  W.  S.  McClellan,  M.D.,  Medical  Di- 
rector, Saratoga  Spa,  155  Saratoga  Springs,  New  York. 


Listed  by  the  Committee  on  American  Health 
Resorts  of  the  American  Medical  Association 


THE  EMPIRE  STATE'S  CONTRIBUTION  TO  THE  MEDICAL  PROFESSION 


ualified  for 
Leadership 

: ::::  b 


(estradiol  benzoate  U.S.P.  XIII) 


For  more  than  a decade  estradiol 
benzoate,  available  as  Progynon-B,* 
has  remained  the  outstanding 
injectable  estrogen  which  meets  all 
qualifications  for  leadership: 


Natural  in  Origin  : Estradiol  is  the  primary 
follicular  hormone.1 


Prolonged  in  Action:  A single  injection 
is  effective  for  several  days.'1 


Safe:  . . nontoxic  in  extremely  high  single 

and  accumulative  dosage.”5 


Economical : “Its  cost  is  far  lower  than 
that  of  estrone”3  in  view  of  the  fewer  injec- 
tions required. 


PACKAGING:  Procynon-B  (Estradiol  Benzoate  U.S.P. 
XIII)  Ampuls  of  1 cc.  containing:  0.16.  0.33,  1.0  or  1.66  mg. 
(1000.  2000.  6000  or  10.000  R.U.)  ; boxes  of  3.  6.  50  ami  100 
ampuls.  Multiple  dose  vials  of  10  cc.  containing  0.16.  0.33  or 
3.33  mg.  (1000,  2000  or  20.000  K.U.)  per  cc. ; boxes  of  1 and 
6 vials. 


BIBLIOGRAPHY:  (1)  MacCorquodale,  D.  W. : Thayer,  S.  A., 
and  Doisy.  E.  A.:  J.  Biol.  Chem.  115:335,  1936.  (2)  MeCullagb, 
E.  P.:  Cleveland  Clin.  Quart.  13:166,  1916.  (3)  Eisfelder, 
H.  W.:  J.  Clin.  Endocrinol.  2:628.  1942.  (4)  Lane.  K.  E. : West. 
J.  Surg.  52:313.  1944.  (5)  Dunn.  C.  W. : Am.  J.  Obst.  & Gynec. 
30:186,  1935. 


Potent:  “The  most  efficient”2  of  all  inject- 
able preparations  similar  to  natural  estrogen. 


Well  Tolerated : “Freedom  from  by-effects”1 
and  “a  maximum  sense  of  well  being"'  are 
characteristic. 
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£cue  the  - 


BURDENED  HEART 


DUBIN  AMINOPHYLLIN 


EDEMATOUS  TISSUES 


ACTIVE  DIURETIC  • MYOCARDIAL  STIMULANT 
BRONCHIAL  RELAXANT 


DISTRESSED  LUNGS 


In  Bronchial  Asthma,  Paroxysmal  Dyspnea, 
Cheyne-'Stokes  Respiration.  • 


TABLETS  • AMPULS  - POWDER  - SUPPOSITORIES 


H E DUBIN  LABORATORIES.  Inc  250  East  43rd  St.,  New  York  17  N Y. 


|r 


INDEX  TO  ADVERTISED  PRODUCTS 


A-535  Rub  (The  Denver  Chemical  Manufac- 
turing Company,  Inc.) 1193 

Aminoids  (The  Arlington  Chemical  Com- 
pany)  1189 

Aminophyllin  (H.  E.  Dubin  Laboratories, 

Inc.) 1106 

Bellergal  (Sandoz  Chemical  Works,  Inc.)  1094 

Boroleum  (Sinclair  Pharmacal  Co.,  Inc.) . . . 1195 

Degalol  (Ames  Company,  Inc.) 1093 

Devegan  (Winthrop-Stearns  Inc.) 1101 

Diapene  (Homemakers’  Products  Corpora- 
tion)  1112 

Digitaline  Nativelle  (Varick  Pharmacal  Com- 
pany)  1118 

Diurbital  (Grant  Chemical  Co.,  Inc.) 1097 

Donnatal  (A.  H.  Robins  Company) 1123 

Elamine  (Interchemical  Corporation) 1 191 

Endoglobin-C  (Endo  Products  Inc.) 1119 

Essenamine  (Winthrop-Stearns  Inc. ) 1095 

Evrarnin  Granules  (Ives-Cameron  Company, 

Inc.) 1116 

Fer-Heparum  Bi  (Torigian  Laboratories,  Inc.)  1127 

Ferrolivron  (Harmon  Chemicals,  Inc.) 1195 

Glycerite  of  Hydrogen  Peroxide  (Interna- 
tional Pharmaceutical  Corporation ) 1090 

Koromex  (Holland-Rantos  Company,  Inc.).  . 1198 

Liquiderm  (Colin  Pharmacal  Co.,  Inc.) 1098 

Mandelamine  (Nepera Chemical  Co.,  Inc.). . . 1121 

Mercuhydrin  (Lakeside  Laboratories,  Inc.). . 1125 

Metamucil  (G . D . Searle  & Co. ) 1 099 

Mol-Iron  (White  Laboratories,  Inc.) 1114-1115 

Multicebrin  (EliLilly  and  Company) 1128 

Neo-Antergan  (Merck& Co.,  Inc.) 1117 

Nitranitol  (The  Wm.  S.  Merrell  Company)  2nd  cover 
Nupercainal  (Ciba  Pharmaceutical  Products, 

Inc.) 3rd  cover 

Nutritive  Capsules  (Parke,  Davis  & Com- 
pany)  1109 


01eumPercomorphum(MeadJohnson&Co.)  4th  cover 


Premarin  (Ayerst,  McKenna  & Harrison 

Limited) 1103 

Procaine  Penicillin  G in  Oil  (E.  R.  Squibb  & 

Sons) ...  1187 

Progynon-B  (Schering  Corporation)  . ..  1105 

Purodigin  (Wyeth  Incorporated). ...  ...  1200 

Ramses  (Julius  Schmid,  Inc.) 1108 

Salyrgan  Theophylline  (George  A.  Breon  & 

Company) 1111 

Scorutone  (Novocol  Chemical  Mfg.  Co.,  Inc.)  1110 

Tarbonis  (The  Tarbonis  Company) 1 107 

Thesodate  (Brewer  & Company,  inc. ) 1 183 

Thum  (Num  Specialty  Co. ) 1 100 

Valerianets-Dispert  (Standard  Pharmaceuti- 
cal Co.,  Inc.) 1194 

Vodine  (Vodine  Company) 1 102 

Dietary  Foods 

Baby  Foods  (Beech-Nut  Packing  Company) . 1113 

Candy  (National  Confectioners’  Association)  1120 

Evaporated  Milk  (Carnation  Company) 1122 

Malt  Soup  Extract  (Borcherdt  Malt  Extract 

Company) 1096 

Ovaltine  (The  Wander  Company) 1185 

Similac  (M  & R Dietetic  Laboratories,  Inc.). . 1126 

Medical  and  Surgical  Supplies 

Artificial  Eyes  (Fried  & Kohler,  Inc.) * 1089 

Artificial  Limbs  (J.  E.  Hanger) 1112 

Hydrogalvanic  Generator  (Teca  Corporation)  1 194 

Orthopedic  Shoes  (Pediforme  Shoe  Co. ) 1110 

Supports  (S.  H.  Camp  & Company) . ....  1124 

Supports  (Wm.  S.  Rice,  Inc.) 1106 

Miscellaneous 

Brioschi  (G.  Ceribelli  & Co. ) ...  1112 

Cigarettes  (R.  J.  Reynolds  Tobacco  Com- 
pany)  1091 

Mackeson’s  Milk  Stout  (Greenwich  Village 

Beverages,  Inc.) 1110 

Spring  Water  (Saratoga  Springs  Authority).  . 1104 

Soap  (Stiefel  Medicinal  Soap  Company,  Inc.)  1092 


WHEN  YOU  NEED  A GOOD  SUPPORT 

FOR  REDUCIBLE  H E R N I A — may  we  suggest  the  advantages  of 

“custom-made”  Protection,  designed  to  meet  the  described  needs  of  each  particular  case?  Physi- 
cians, who  know  from  experience,  can  tell  you  that  Rice  “custom-made”  Supports  for  reducible 
HERNIA  are  truly  different  and  that  our  methods  are  dependable.  With  dozens  of  different 
styles,  shapes  and  types  of  pads  at  our  disposal  and  with  a full  realization  of  our  responsibility  to 
those  who  put  their  faith  in  us  —we  respectfully  offer  our  services  for  your  approval.  Descrip- 
tive literature  and  measurement  charts  on  request 

WILLIAM  S.  RICE,  Inc.,  (Lock  Box  101),  ADAMS,  NEW  YORK 

BRANCH  SUPPLY  AND  FITTING  OFFICES 

BUFFALO,  N.  Y.— ROCHESTER,  N.  Y.— PITTSBURGH,  PA. 


i 


9t  P&imiti 

of  the  Pn^tcm^ed 
Admlnldi^atlcm . . 


1107 


REQUIRED  FOR  SUCCESS 
IN  OBSTINATE  CASES 

In  MANY  INSTANCES,  in  conditions  for  which  tar  therapy 
is  virtually  specific,  the  desired  clinical  results  heretofore 
could  not  be  obtained  because  of  the  side  actions  engen- 
dered by  the  older  tar  preparations.  Not  only  crude  tar  but 
also  many  so-called  refined  tars  prove  so  intensely  irritant 
that  they  cannot  be  applied  with  sufficient  frequency  per 
day  nor  over  the  protracted  period  of  time  required. 

Tarbonis  has  solved  this  difficulty,  without  sacrifice  of 
therapeutic  efficacy.  It  presents  an  alcoholic  extract  of 
carefully  selected  crude  tars  (5  per  cent)  in  a vanishing- 
type  cream.  Its  active  ingredient  is  so  highly  refined  that 
it  is  completely  nonirritant  — it  may  be  safely  applied 
several  times  daily,  as  often  as  every  two  hours,  and  as 
long  as  required. 

In  addition,  Tarbonis  is  assured  of  patient  acceptance 
and  cooperation.  It  is  free  from  all  tarry  odor  — leaves  no 
trace  upon  the  skin  after  application  — is  greaseless,  non- 
staining and  nonsoiling,  to  skin  as  well  as  linen  and  cloth- 
ing — requires  no  removal  before  reapplication. 


THE  TARBONIS  COMPANY 


4300  Euclid  Avenue  • Cleveland  3,  Ohio 


TARBONIS  COMPANY, 

Cleveland  3,  Ohio 

You  may  send  me  a sample  of  Tarbonis  Q and/or  Sul-Tarbonis  Q 
( please  check). 

Dr 

Address 

City,  Zone,  and  State 
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•The  word 
trademark 


RAMSES"  is  a registered 
of  Julius  Schmid*  Inc. 


laboratory  studies  on  sperm- 
immobilizing  power  and  clinical  studies  on  occlusive  action 
and  safety  establish  that  "RAMSES”*  Vaginal  Jelly  affords  the 
optimum  protection  that  a jelly  alone  can  provide.  For  example: 
It  will  immobilize  sperm  in  the  fastest  time  recognizable 
under  the  Brown  and  Gamble  method. 

It  will  occlude  the  cervix  for  as  long  as  10  hours  after  coitus. 
It  will  not  liquefy  or  run  at  body  temperature. 

It  does  not  separate. 

It  is  nonirritating  and  nontoxic. 

For  optimum  protection  when  dependence  must  be  placed  on 
jelly  alone,  specify  "RAMSES"  Vaginal  Jelly. 

Active  Ingredients:  Dodecaethyleneglycol  Monolaurate  5%;  Boric  Acid  1%; 
Alcohol  5%. 

JULIUS  SCHMID,  Inc. 

423  West  55th  Street , NewYork  19,  N.Y. 


provide  prenatal  and  postnatal  protection 

They  contain  mineral-vitamin  factors  often  poorly  represented  in  patients’  diets. 
Increased  requirements  during  pregnancy  and  lactation  are  well  recognized: 


Each  Nutritive  Capsule  supplies  725  mg.  of  anhydrous 
Dicalcium  Phosphate,  providing  calcium  and  phosphorus 
ely  the  same  physiologic  ratio 
(1.3  to  ij  as  in  blood  and  in  milk. 


Each  Nutritive  Capsule  supplies 
30  mg.  of  Ferrous  Sulfate. 


ies  2 mg.  of  vitamin  B,. 


Dosage:  One  capsule  three  times  daily,  or  more  if  indicated. 
Packaging:  Bibles  of  100  and  1000. 

Itim.IOGRArnY:  (l)De  Lee,  J.  n.  and  Greenhill,  J.  F. : Principles  and 
Practice  of  Obstetrics,  Saunders,  Philadelphia,  1947,  p.  95.  (2)  Ricknell, 

F.  and  H^scott,  F. : The  Vitamins  in  Medicine,  Grune  and  Stratton, 

New  ffrk,  1947,  p.  663,  p.  189,  p.  326. 


PARKE,  DAVIS  & COMPANY  • DETROIT  32,  MICHIGAN 
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FOOTWEAR 


SHOPS  CONVENIENTLY  LOCATED 

MANHATTAN— 34  Weil  36th  Sired 
BROOKLYN— 288  Livingston  Street 
FLATBUSH  — 843  Flatbush  Avenue 
HEMPSTEAD-241  Fulton  Avenue 
NEW  ROCHELLE— 545  North  Aveni  e 
EAST  ORANGE-29  Washington  Pi. 
HACKENSACK  — 290  Main  Street 


NOW  IN  AMERICA ! 


*%&**u' 

^,ikJTout 


Long  a best-seller 
in  the  United  Kingdom, 
MACKESON’S  MILK  STOUT 
is  an  entirely  different  and 
really  delicious  brew  that  can 
be  recommended  in  all  cases 
where  a stout  is  advisable.  It 
contains  the  carbohydrates 
of  the  purest  dairy  milk. 

Samples  sent  on  request 
Imported  bp 

Creenwich  Village  Beverages,  Inc. 
579  West  130th  St.,  New  York  City 


RUTIN  with  VITAMIN  C 


0 


For  the  Control 
of  Increased 
Capillary  Fragility 


SCORUTONE  is  a combination  of  rutin  and 
ascorbic  acid.  Rutin  has  been  shown  to  be 
effective  in  the  treatment  of  increased  capillary 
fragility.  Since  clinical  evidence  seems  to  indicate 
that  it  is  less  effective  in  the  presence  of  a Vitamin 
C deficiency,  ascorbic  acid  has  been  added  as  a 
potentiating  factor  in  Scorutonc. 

SCORUTONE  tablets  are  supplied  in  bottles  of  100 
tablets,  each  tablet  containing  30  mg.  of  rutin  and  50 
mg.  of  ascorbic  acid.  Write  for  detailed  information 
and  clinical  reports  of  the  successful  use  of 

Scorutonc  to 


Novocol  Chemical  Mfg.  Co.,  Inc. 
2911-23  Atlantic  Ave.,  B’klyn  7,  N.  Y. 
Gentlemen : 

Please  send  prescription  blanks  and 
literature  on  the  scientific  background  of 
SCORUTONE. 


control  in- 
creased 
capillary 
fragility. 


»i  BLiocnAmr 

1.  Couch,  J.  F.,  Krewton,  C.  F., 
Naghtki,  J.  and  Coplay , M.  J.: 
Bureau  of  riculture  and  In- 
dualrial Chemistry,  U.  S.  Dept, 
of  Agriculture , A. IX. -11 5 (19461. 

2.  CrilFith,  J.  0.,  Jr.,  Couch  J. 
F.  and  Llndauer,  M.  A.:  Froc. 
Soc.  Biol,  and  Med.,  55:229 
(1944). 

3.  Zlata  H.  5.:  Vlrg.  Med. 
Monthly,  74:56  (1947). 

4.  Shanno,  R.  H.,  Griffith,  J.  O., 
Jr.  and  LaMotte,  W.,  Jr.:  Scien- 
tific Exhibit,  Medical  Society  of 
State  of  Fenna.,  Fhila.,  Oct.  7- 
10  (1946). 

5.  Strean,  L.  F. : Dental  Items 
of  Interest,  70  153  (1948). 

6.  U.  S.  Dept,  of  Agriculture, 
Agricultural  Research  Adminis- 
tration, Washington  Letter,  Jan- 
uary 24  (1946). 


Dr 

Address . 
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NOVOCOL  CHEMICAL  MFG.  CO,  INC. 

jf  2911-23  Atlantic  Avc,  Brooklyn  7.  N.  Y 

i'omnlo  • Lon, Inn  • /In,  not  Aim  • Rio  ./«•  /.tnnio 


.Zone . 


.State. 
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#TCrir.  trade  mark  of 
Winthrop  Chemical  Company,  Inc. 


Breon  e.  Company 

KANSAS  CITV.  MO. 

NEW  YORK 

ATLANTA 

SAN  FRANCISCO- 

SEATTLE 


Man-made 

Rain 

Water  fixed  in  clouds  may  be  precipi- 
tated by  solid  C O2  scattered  from  an 
airplane.  Man  has  learned  to  unlock 
clouds. 

Dropsical  accumulations  may  be  removed 
from  tissues  by  the  use  of  Salyrgan*- 
Theophylline.  Congestive  heart  failure 
patients  retain  huge  stores  of  sodium. 

To  accommodate  the  oversupply  the 
body  hoards  water. 


Salyrgan-Theophylline  eliminates 
both  water  and  sodium.  The  first 
injection  may  cause  the  patient  to 
lose  as  much  as  10  pounds.  "Dry 
weight”  can  be  achieved  promptly 
and  usually  maintained  with 
properly  spaced  injections  of 
Salyrgan-Theophylline. 


Literature  available  to  physicians  on  request. 
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“MEDICATES  THE  DIAPER”  | 

The  cause  of  ammonia  dermatitis  is 
ammonia  liberated  by  bacterial  de- 
composition of  urinary  urea.  DIAPENE 
— impregnated  into  the  laundered 
diaper  merely  by  rinsing  — checks  the 
particular  bacillus  which  releases  am- 
monia from  the  baby’s  urine.  DIAPENE, 
therefore,  prevents  and  relieves  diaper 
rash  by  eliminating  the  cause. 
IMPORTANT: — DIAPENE  is  as  basically 
necessary  as  baby  oil,  powder  or  oint- 
ment, because  chafing,  prickly  heat, 
allergy  rashes,  etc.,  are  often  aggra- 
vated by  ammoniacal  urine.  DIAPENE  is 
a prophylactic  MUST  for  every  baby! 

For  preveniion,  medicate  only  “night"  diapers. 

For  treatment,  medicate  all  the  diapers. 
One  tablet  to  2 qts.  water,  a rinse  for  6 diapers. 

Bacteriologically  and  Clinically 
Tested  for  Doctor’s  Use  — 

Copyr.  1947,  H.P.C.  ,• 

, . . , v V * _ 


Unit  packages  of  20  and  40  tablets. 


j Homemakers’  Products  Corporation  Ns-s 
380  Second  Avc.,  New  York  10,  N.  Y. 

■ _ i 

Please  send  me,  without  cost,  literature  and  sam- 
j pies  of  DIAPENE  to  eliminate  cause  of  diaper  j 
rash  ( ammonia  dermatitis) . 


I I 

Address 

City Zone State 

I average diaper  rash  cases  weekly. 

I 1 


B R I OS  C H I 

A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 


G.  CERIBELLI  & CO. 


121  VARICK  STREET 


NEW  YORK 


..FOOT 

ACTION! 


I HE  mechanical  fool  action  of  Hanger 
Artificial  Legs  allows  a close  approxi- 
mation of  natural  walking  for  their 
wearers.  The  forward  and  backward 
motion  and  rubber  cushions  absorb 
shock  and  give  the  flexibility  of  motion 
so  important  in  maintaining  an  even 
stride.  This  is  one  more  example  how 
the  goal  of  Hanger  design  and  develop- 
ment is  to  allow  the  amputee  to  resume 
life’s  normal  functions.  Throughout, 
Hanger  Limbs  are  constructed  of  a few 
parts  simply  assembled  to  reduce  un- 
necessary breakdowns  and  repairs. 


HANGERS 


ARTIFICIAL 
LIMBS 

98  Central  Ave.  104  Fifth  Avenue 

Albany  6,  N.  Y.  NewlYork  11,  New  York 
800  Sixth  Avenue 
Pittsburgh  30,  Pa. 


1113 


This  is  the  type  of  advertising 
Beech-Nut  is  running  in  newspapers 
and  magazines  to  reach  mothers 


It  is  amazing 

what  a mother  can  learn  from  a 
3 months  old  baby -but  doctors  know 


The  specialist  in  infant  feeding 
says, “Don’t  force  your  child  to  eat 
too  much;  baby  will  let  you  know 
when  he  wants  to  eat,  and  when 
he  has  had  enough.’’ 

That  is  important — but  equally 
as  important  is  the  food  you  select 
for  your  baby. 


Since  the  beginning  Beech-Nut  has 
cooperated  with  doctors  in  the 
selection  and  processing  of  these 
foods.  They  are  all  scientifically 
prepared  in  spotless  kitchens— the 
food  flavors  and  values  are  retained 
in  high  degree— babies  like  them 
and  thrive  on  them. 


Beech-Nut 


Pharmaceutical  Manufacturers,  Newark  7,  N.  J 
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Molybdenum  oxide  combined  with  ferrous  sul- 
fate, . . is  a true  example  of  potentiation  of  the 
therapeutic  action  of  iron  . . Mol-Iron,  the 
only  iron  preparation  containing  this  specially 
processed  complex  of  molvbdenized  ferrous  sul- 
fate, offers: 

1.  Much  more  rapid  establishment  of  normal 
hemoglobin  levels, 

2.  Notably  better  gastro-intestinal  tolerance, 
and — 

3.  Maximum  economy  in  the  treatment  of  iron- 
deficiency  anemias. 

Clinically  proved,  the  tablet  form  of  Mol-Iron  is  conven- 
iently suited  to  treating  hypochromic  anemias  of  varied 
etiology  in  older  children  and  adults. 

NOW  —White’s  Mol-Iron  is  also  available  in  liquid  form. 

Particularly  adapted  to  treating  hypochromic  ane- 
mias in  infancy  and  childhood,  it  may  be  administered  wher- 
ever liquid  iron  medication  is  preferred. 

Potency:  Each  tablet  contains  195  mg.  (3  gr.)  of  ferrous  sulfate 
and  3 mg.  (1/20  gr.)  of  molybdenum  oxide  in  the  form  of  a stable, 
specially-processed  complex.  One  teaspoonful  of  White's  Mol- 
Iron  Liquid  is  equivalent  in  its  content  of  active  ingredients  to 
one  Mol-Iron  tablet. 

Available:  Tablets — bottles  of  100  and  1000,  Liquid — bottles  of 
12  ounces. 

When  recovery  lags  in  hypochromic  anemia  because  of  poor  iron 
utilization  or  annoying  gastro-intestinal  side-effects,  test  the  de- 
monstrable superiority  of  Mol-Iron.  Why  not  prescribe  this 
potentiated  specific  for  just  such  a stubborn  case, 
today? 

\ *Healy,J.C.:Hypochroinic  Anemia:  Treatment  with  Molybdenum-, 

X Iron  Complex,  j.  Lancet  66:218  (July)  1946. 


taste  it,  doctor... 


evramin  Potent  calcium,  phosphorus,  iron  supple- 
mentation in  streamlined  dosage  form. 

evramin  Eliminates  need  for  syrupy  beverages  and/c  j 
large  unpalatable  wafers. 

evramin  Allows  adequate  supplementation  in  the 

presence  of  restricted  diets  due  to  allergie  I 
gastric  disorders  or  obesity. 


evramin  Palatable — Refreshing — Convenient;  may  be  i 

taken  in  any  food  base. 


formula: 

Evramin  Granules  include  Dicalcium  Phosphate  Anhydrous, 
Calcium  Gluconate,  Iron  and  Sodium  Pyrophosphate,  Vios- 
terol,  artificial  flavor,  certified  color  and  excipients.  Two 
heaping  teaspoonfuls  of  Evramin  Granules  contain 
approximately: 


Anhydrous  Dicalcium  Phosphate 
Calcium  Gluconate 
Iron  and  Sodium  Pyrophosphate 
Vitamin  D USP 


60  grains 
40  grains 
4 grains 
1000  units 


INTERNATIONAL 
VITAMIN  DIVISION 

IVES-CAMERON 
COMPANY,  INC. 


22  East  40th  Street, 
New  York  1 6,  N.  Y. 
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In  allergic  disorders . . . 


when  symptomatic  relief  through  use 
of  an  antihistaminic  drug  is  desired, 
preference  will  be  given  to  histamine 
antagonists  that  possess  these  two 
characteristics: 

/Efficacy — to  relieve  bothersome 
• symptoms. 

2 Low  Toxicity — to  make  these  benefits 
» available  to  the  greatest  possible  num- 
ber of  patients. 

Neo-Antergan*  Maleate,  the  new 
Merck  antihistaminic,  possesses  these 
desired  characteristics  to  a clinically 
significant  degree. 

In  addition  to  findings  from  exten- 
sive experimental  work,  there  now  are 
on  hand  clinical  reports  of  more  than 
1 ,000  cases  of  allergy  treated  with  Neo- 
Antergan.  Results  attest  to  effective 
symptomatic  relief  in  many  cases  of 
Hay  Fever,  Pruritus,  Urticaria,  Vaso- 
motor Rhinitis,  Atopic  Dermatitis, 
Allergic  Drug  Reactions,  and  certain 
other  allergic  disorders.  Side  reactions 
were  absent  in  the  large  majority  of 
patients.  When  they  occurred,  they 
were  generally  mild  and  transient. 
Discontinuance  of  treatment  because 
of  the  severity  of  side  effects  was 
necessary  in  only  about  one  and  one- 
half  per  cent  of  patients. 

Your  local  pharmacy  stocks  Neo- 
Antergan  Maleate  in  25  mg.  and  50 
mg.  tablets,  supplied  in  boxes  of  100. 


NEO-ANTERGAN 


MALEATE 

(Brand  of  Pyranisamine  Maleate) 


(N-p-methoxybenzyl-N1,  N'-dimethyl- 
N-n-pyridylethylene-diamine  maleate) 


MERCK  & CO.,  Inc.  RAHWAY,  N.J. 

Manufacturing  Chemists 

A 


•Neo-Antergan  Is  the  registered  trade-mark  of 
Merck  & Co.,  Inc.  for  Its  brand  of  Pyranisamine 
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The 

Long  and  Short 

of  digitalis  therapy! 

W ith  Digitaline  Nativelle,  cardiotonic 
influence  usually  becomes  apparent 
within  three  hours.  Full  digitalization  can 
be  accomplished  as  rapidly  as  six  hours 
— instead  of  in  days! 


Only  such  effectiveness  brings  the  patient 
the  desired,  quick  relief  of  air  hunger 
and  discomfort  — and  with  virtual  freedom 
from  side  effects.  The  physician  will  welcome 
the  ease  of  administration  as  well  as  the 
considerably  greater  accuracy  in  therapy. 


Simplicity  of  administration  . . . 

Rapid  Digitalization  ...  1.2  mg.  in  equally 
divided  doses  of  0.6  mg.  at  three-hour  intervals. 

Maintenance  ...  0.1  or  0.2  mg.  daily 
depending  upon  patient’s  response. 

Change-Over  ...  0.1  or  0.2  mg.  of  Digitaline 
Nativelle  may  advantageously  replace 
present  maintenance  dosage  of  0.1  gm.  or 
0.2  gm.  of  whole  leaf. 

Current  references  and  comprehensive  brochure 
“Management  of  the  Failing  Heart''  available 
on  request.  Also,  if  you  wish,  we  will  send 
a full  digitalizing  dose.  Simply  address 
Research  Division,  Varick  Pharmacol  Company, 
75  Varick  Street,  New  York  13,  N.  Y. 


Digitaline  Nativelle 

...  active  glycoside  of  digitalis  purpurea  ( digit oxin > 
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in  the 

treatment  of 
nutritional  anemia 


enters  the  picture 


Failure  to  respond  to  iron  therapy  may  be  due 

to  faulty  absorption  or  to  a deficiency  of  nutrients  other  than 

iron.  The  use  of  vitamin  C for  influencing  the  patient’s 

response  in  the  treatment  of  iron-deficiency  anemia  is  indicated 

by  its  action  in  promoting  the  utilization  of  iron,  its 

role  in  the  development  of  erythrocytes,  and  its  usefulness 

in  correcting  concomitant  vitamin  C deficiencies. 


Endoglobin-C 


Iron,  B vitamins,  Liver  plus  Vitamin  C 


In  Endoglobin-C  tablets,  ferrous  sulfate  is  combined 
with  nutritional  adjuncts  which  tend  to  improve 
assimilation  and  correct  possible  deficiencies  that 
may  complicate  anemia.  Endoglobin  tablets  plain— without 
vitamin  C— also  available.  Both  supplied  in  bottles 
of  too.  Samples  will  be  sent  on  request. 


Endo 

Products  I Richmond  Hill  18,  N.  Y. 

Inc. 


/TUSTATORY  satisfaction,  the  subjective  aim  of 

eating,  is  not  necessarily  achieved  by  a nutri- 
tionally adequate  meal.  Even  with  good  proportions 
and  amounts  of  essential  nutrients,  other  requisites 
must  be  met.  Thus,  even  a well  balanced  meal  may 
be  drab  and  fail  to  produce  the  desired  palatal 
satisfaction.  In  such  instances,  candy  usually  provides 
the  needed  finishing  touch,  and  does  much  to  dispel 
gustatory  monotony.  Not  only  children  but  also  adults 
appreciate  the  feeling  of  satiety  that  candy  brings 
at  such  times. 

Because  of  impaired  or  jaded  appetite,  many 
hospitalized  patients  and  particularly  convalescents 
frequently  get  little  pleasure  out  of  a nutritionally 
adequate  dietary.  Candy  will  give  such  appetites  a 
welcome  fillip  as  well  as  make  its  own  proportionate 
dietary  contribution  to  the  extent  of  its  contained 
nutrients  and  its  caloric  value. 


Candies  made  with  milk,  butter, 
eggs,  fruits  or  nuts  as  well  as 
pure  carbohydrates  present  no 
difficulties  in  digestion,  have  few 
contraindications  when  a gen- 
eral diet  is  allowed,  and  often 
satisfy  when  no  other  compo- 
nent of  the  dietary  can. 


tenet  £ &/?  (Oiftc/y 

NATIONAL  CONFECTIONERS  ASSOCIATION 


OF  THE 


1 NORTH  LA  SALLE  ST, CHICAGO  2.ILL. 
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ORTANT  ADVANTAGES 
in  the  management  of 
urinary  tract  infections 


1V1  andelamine* 


2*  has  gained  increasing  recog- 
nition as  a urinary  antiseptic  of  choice,  because  it 
offers  six  significant  advantages: 


prompt  response  — Clinical  experience  shows 
that  sterilization  of  urine  is  often  secured 
within  three  to  six  days. 

clinical  effectiveness — Carefully  analyzed 
studies  have  demonstrated  a high  propor- 
tion of  successful  results — 74  per  cent  in 
one  series  of  200  cases,1  and  83  per  cent 
in  another  series  of  63  cases.2 


5 

4 

5 

6 


wide  range  of  antibacterial  action  — MAN- 
DELAMINE is  effective  against  bacteria 
most  frequently  encountered  in  common 
infections  of  the  urinary  tract. 

safety — Administration  of  MANDELAMINE 
involves  virtually  no  risk  of  toxic  reactions, 
thus  eliminating  need  for  careful  selection  of 
patients  or  close  supervision. 

simplicity — MANDELAMINE  therapy  is  un- 
complicated— no  accessory  acidification,  usu- 
ally ...  no  dietary  restriction  ...  no  fluid 
regulation. 

acceptability — Cooperation  of  the  patient  is 
readily  secured  because  of  convenience  of 
therapy.  Dosage  is  simple:  3 to  4 tablets 
orally,  three  times  daily. 


MANDELAMINE 

Reg.  U.  S.  Pat.  Off. 

Brand,  of  flexydaline 

( Methcnamine  Mandclate ) 

SUPPLIED:  Enteric-coated  tablets  of  0.25  Cm.  (3^  gr.)  each,  in  packages  of 
120  sanitaped  tablets,  and  in  bottles  of  500  and  1,000. 

1.  Carroll,  G.,  and  Allen,  N.  H.:  J.  Urol.  55:  674  (1946). 

2.  Kirwin,  T.  J.,  and  Bridges,  J.  P.:  Am.  J.  Surg.  52:  477  (1941). 

*The  word  MANDELAMINE  is  a registered  trademark  of  Nepera  Chemical  Co., 
Inc. 


NEPERA  CHEMICAL  CO.,  I1MC. 

Manufacturing  Chemists 

NEPERA  PARK  YONKERS  2,  N.  Y. 
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More  Babies  are  fed  on 


Carnation  than 


any  other 


brand  of  evaporated  milk!* 


iw/  • Doctor,  take  a bow! 
For  the  mothers  who  use  Carnation  give 
you  as  the  reason,  according  to  recent 
nation-wide  surveys. 

Nearly  seventy- five  percent  of  them 
(74.5%)  state  that  Carnation  was  recom- 
mended by  their  doctor.  And  nearly  five 
percent  more  (4.5%)  report  that  it  was 


recommended  by  hospital  or  clinic. 

And  no  one  knows  better  than  you  why 
Carnation  has  such  a wide  acceptance  in 
the  medical  profession.  For  your  own  ex- 
perience confirms  what  laboratory  tests 
prove:  Carnation  is  one  evaporated  milk 
whose  quality  and  uniformity  you  can 
depend  upon— day  in  and  year  out. 


*A * at  ion-wide  surveys  indicate  that  Carnation 
Milk  is  more  widely  used  m infant  feeding 
than  any  other  brand  of  evaporated  milk. 


The  Milk  Every  Doctor  Knows 

"From  Contented  Cows” 


Of 

Of 

if 

i 

in 
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.formula 


Each  teaspoonful  (5  cc.J  contains: 

Hyoscyamine  Sulfate 0.1037  mg. 

Atropine  Sulfate 0.0194  mg. 

Hyoscine  Hydrobromide  0.0065  mg. 
PhenobarbitaJ  (14  gr.)...„„.16.2  mg. 


widening  the  range 


of  spasmolytic  therapy  with 
the  new,  unique 


Donnatal— outstanding  spasmolytic  and 
sedative  — is  now  available  in  liquid  form! 

Donnatal  Elixir  fills  a long-felt  need, 
particularly  among  pediatricians,  for 
the  treatment  of  pyloric  stenosis,  intestinal 
colic,  diarrhea  and  enuresis.  For  adults 
too,  patient  preference  may  suggest 
the  Elixir  in  place  of  the  Tablets— each  5 cc. 
(1  teaspoonful)  providing  the  therapeutic 
effect  of  1 tablet. 

Important  new  evidence  on  Donnatal 
attests  its  unusual  clinical  efficacy 
and  its  advantages  over  single 
drugs  and  synthetics. 

A.  H.  ROBINS  COMPANY 

RICHM0N0  19'.  VIRGINIA 

Ethical  Pharmaceuticals  of  Merit  since  1878 


VISCERA  IN  OBESE  WOMAN  PLATE  LXXIII  FROM  CAMP 
ANATOMICAL  STUDIES  FOR  PHYSICIANS  AND  SURGEONS 


ANATOMICAL  SUPPOI 

for 


PENDULOUS 

ABDOMEN 


The  adjustment  of  the  Camp  Support  lays  a foundation  about  the 

major  portion  of  the  pelvic  girdle.  From  this  foundation,  the  upright 
sections  of  the  support  hold  the  load  up  and  back  and  give 

excellent  support  to  the  lumbar  and  lower  dorsal  regions. 

The  holding  of  the  load  furnishes  not  only  relief  to  the  spine 

but  also  lessens  the  drag  of  the  viscera  upon  the  diaphragm. 


S.  H.  CAMP  & COMPANY  • Jackson,  Michigan  • World's  Largest  Manufacturers  of  Scientific  Supports 
Offices  tn  CHICAGO  • NEW  YORK  • WINDSOR,  ONTARIO  • LONDON,  ENGLAND 
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“MERCURIAL  DIURETICS  IN  HEART  FAILURE.-.  . . They  often 
yield  splendid  results  in  individuals  in  whom  physical  signs  of 
dropsy  are  lacking  but  water  retention  is  demonstrated  by  the 
large  loss  of  weight  that  follows  the  administration  of  a diuretic.” 

Fishberg.  A.  M. : Heart  Failure.  2nd  Ed.,  Phila.,  Lea  & Febiger,  1946,  p.  733. 


“IN  PERSONS  WITH  HYPERTENSION  and  in  instances  of  heart 
failure  with  pulmonary  congestion  but  without  peripheral 
• edema,  mercurial  diuretics  may  be  helpful  in  hastening  the  loss 
of  sodium  or  in  permitting  a somewhat  more  liberal  diet.  . . . 

In  most  cases  hypertensive  patients  with  normal  blood  urea 
levels  can  be  safely  tried  on  sodium  depletion.” 

The  Treatment  of  Hypertension,  editorial,  J.  A.  M.  A.  135:576  (Nov.  1)  1947. 


. . [By]  the  more  frequent  usage  of  the  mercurials  in  cardiac 
dyspnea  the  attending  physician  . . . PROLONGS  THE  LIFE  AND 
COMFORT  of  his  patient.” 


Donovan,  M.  A.:  New  York  State  J.  Med.  45:1756  (Aug.  15)  1945. 
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Meralluride  Sodium  Solution 


uzc//  /o/c  istYe*/  locuY/y,  a f/iuleYic  c/ioice 


• “Local  effects  of  intramuscular  injection.  . . . The  results 
strongly  favored  MERCUHYDRIN.” 

Modell,  W.,  Gold.  H.  and  Clarke.  D.  A.:  J.  Pharm.  & Exper.  Thcrap.  84:284  (July)  1945. 

« 

• “The  authors  favor  the  administration  of  mercury  intramuscularly 
rather  than  intravenously  and  for  this  purpose  employ 
preparations  such  as  MERCUHYDRIN.” 

Thorn,  G.  W.  and  Tyler.  F.  H. : Med.  Clin.  North  America  (Sept.)  1947,  p.  1081. 

• “The  results  of  our  experiments  suggest  that  the  greatest 
cardiac  toleration  for  a mercurial  diuretic  occurs  with 
MERCUHYDRIN.” 

Chapman  D.  W.  and  Shaffer,  C.  F. : Arch.  Internal  Med  79:449,  1947. 


• “We  have  limited  the  use  of  chemical  diuretics  almost 
entirely  to  . . . MERCUHYDRIN.” 

Weiaer,  F.  A.:  Grace  Hospital  Bulletin.  Detroit  (Jan.)  1947,  p.  25. 
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APPRECIATE  THE  SIMPLICITY 
OF  PREPARING  FEEDINGS 


The  preparation  of  Similac  feedings  requires  only  the  addition 
of  Similac  powder  to  previously  boiled,  tepid  water — in  the 
proportions  you  prescribe.  Mixing  requires  only  20  to  30  sec- 
onds. The  simpler  your  directions  to  the  mother,  the  less  chance 
of  error  on  her  part.  And  simpler  procedure  in  preparing 
feedings  makes  sanitation  easier. 


LIKE  THE  UNIFORM  RESULTS 


Similac  is  simple  to  prepare  . . . Modern  . . . Ethical.  It  gives 
uniformly  good  results. 


\ powdered,  modified  milk  product,  especially  pre- 
pared for  infant  feeding,  made  from  tuberculin 
tested  cow's  milk  (casein  modified)  from  which  part 
of  the  butter  fat  has  been  removed  and  to  which  has 
been  added  lactose,  cocoanut  oil,  cocoa  butter,  corn 
oil,  and  olive  oil.  Each  quart  of  normal  dilution 
Similac  contains  approximately  400  U.S.P.  units  of 
Vitamin  D and  2S00  U.S.P.  units  of  Vitamin  A as 
a result  of  the  addition  of  fish  liver  oil  concentrate. 


SIHIL'AC 


M & R DIETETIC  LABORATORIES,  INC.  * COLUMBUS  16,  OHI< 
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parenteral  therapy 

made  practically  painless 


in  hypochromic  and  nutritional  anemias 


Fer-Heparum  B,  presents  the  advantages  of  Ferrous  Iron 
plus  Liver  concentrate  and  Vitamin  B,  — an  ideal 

combination  for  building  hemoglobin. 

Each  cc.  ampul  represents  Liver  concentrate 

derived  from  25gm.  fresh  liver.  Ferrous  Gluconate 
35mg.  and  1000  I.U.  Thiamin  Hydrochloride. 
Supplied:  one  cc.  ampuls  — Boxes  of  12,  25  and  100. 

literature  and  samples  on  request. 

At  your  dealers  or  directly  from  . . . 

TORIGIAN  LABORATORIES,  Inc. 

Queens  Village  9,  New  York 
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Multiple  vitamin  deficiencies  in 
individual  patients  vary  from 
borderline  nutritive  failure  to  frank 
deficiency  syndromes.  According  to 
individual  needs,  Gel-seals  'Multicebrin’ 
(Pan-Vitamins,  Lilly)  may  be  employed 
in  doses  ranging  from  one  gelseal  to  five 
or  more  gelseals  a day.  One  Gelseal 
'Multicebrin’  daily  is  adequate  for  pro- 
phylaxis  of  multiple  vitamin  deficiencies. 

For  treatment,  from  two  to  five  should 
be  prescribed  when  multiple  vitamins  in 
high  potency  are  indicated. 

The  formula  of  Gelseals  'Multicebrin’  and 
those  of  other  Lilly  vitamin  preparations  are 
available  to  physicians  in  tbe  1948  edition 
of  Lilly  Vitamin  Products  for  Prescription  Use. 

Copies  are  available  upon  request. 


MULTICEBRIN 


SyiOtj 
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Editorials 

Population  Increases 


The  Statistical  Bulletin  discloses  the  fact 
that,  in  the  United  States  in  1947,  natural 
population  increase  rose  to  a “new  high 
mark,  one  which  may  never  again  be  equaled. 
Thanks  to  an  extraordinarily  large  number 
of  births  and  to  a low  death  rate,  the  natural 
increase — the  excess  of  births  over  deaths — 
exceeded  2,400,000  in  1947. ’n  This  figure, 
the  Bulletin  states,  is  about  as  large  as  the  • 
average  number  of  births  a year  in  the  dec- 
ade between  1930  and  1940. 

The  fact  of  this  increase,  startling  enough 
in  itself,  seems  dwarfed  by  its  implications. 
The  crude  rate  of  natural  increase  in  1947 
was  1.7  per  cent,  apparently  not  encountered 
previously  during  the  last  half  century  or 
more.  A little  thought  about  the  signi- 
ficance of  this  population  increase,  its  rate, 
and  its  impact  on  the  future  development  of 
the  country  opens  amazing  vistas.  These 
should  be  considered  against  the  world 
background  since  the  beginnings  of  recorded 
European  history  in  the  sixth  century. 

Werner  Sombart,  the  noted  economist, 
stressed  the  fact  some  time  ago,  as  pointed 
out  by  Ortega  y Gasset,2  that  from  1200  to 


1 Met.  Life  Ins.  Co.,  Dec.,  1947,  p.  3. 

1 Revolt  of  the  Masses,  W.  W.  Norton  and  Co.,  Inc.,  New 

York,  1932. 


1800  a.d.  the  population  of  the  Western 
World  remained  almost  constant.  Europe 
stood  during  that  time  at  fewer  than 
180,000,000  inhabitants.  However,  from 
1800  to  1914  “the  population  of  Europe  rose 
from  180  to  460  millions.” 

In  considering  our  population  increase, 
it  would  be  well  not  to  overlook  this  amazing 
demonstration  of  the  enormous  fertility  of 
Western  Europe.  Emigration  to  this  con- 
tinent since  1800  of  the  overflow  of  Europe 
undoubtedly  has  provided  a large  part  of 
the  stock  from  which  the  fertility  of  our  re- 
cent natural  population  increase  has  been 
derived  in  the  United  States. 

Will  the  next  century  witness  a repetition 
in  Europe  of  the  startling  population  growth 
of  1800  to  1914?  Or  is  the  present  high  na- 
tural increase  in  the  United  States  the 
commencement  of  a cycle  of  increase  in  this 
country  by  the  descendants  of  those  Euro- 
peans, transplanted  to  the  favorable  envi- 
ronment of  the  western  hemisphere,  who  pro- 
duced so  prolifically  in  the  last  century? 
May  we  perhaps  anticipate  simultaneous 
cycles  of  increase,  one  in  Europe  and  one  in 
the  western  hemisphere,  which  will  people 
the  earth  to  an  extent  before  unknown?  And 
what  of  the  Asiatic  peoples  and  those  of 

9 library  of  the 

COLLEGE  OF  PHYSICIANS 


1130 


EDITORIALS 


[N.  Y.  State  J.  M. 


Eastern  Europe?  Is  a cycle  of  increase  due 
also  in  those  countries?  It  is  not  impos- 
sible. 

The  prospect  unfolded  here  is  of  the  great- 
est significance  to  physicians.  The  popula- 
tion pressures  which  could  be  created  by  a 
coincidence  of  increases  in  different  parts  of 
the  world  would  place  a staggering  burden 
upon  the  medical  profession.  Under  mod- 
ern concepts  of  medical  student  training  and 
postgraduate  instruction  the  time  necessary 
to  train  qualified  practitioners,  the  facilities 
of  plant  and  structure  which  would  be  re- 
quired, and  the  cost  of  providing  compe- 
tent, well-implemented  professional  medi- 
cal sendee,  to  say  nothing  of  the  ancillary 
services,  deserves  serious  thought.  The 


World  Medical  Association,  it  would  appear, 
has  not  been  started  any  too  soon.  As  to 
the  status  of  the  World  Health  Organiza- 
tion, a United  Nations  sibling,  its  consti- 
tution has  been  ratified  at  the  date  of  this 
writing  by  only  17  of  the  necessary  26  mem- 
bers of  the  U.N.3 

Will  the  rapidity  of  population  increase 
wait  upon  the  crawling  pace  of  present  or- 
ganizational development?  These  oncom- 
ing masses  of  humanity  with  their  inevitable 
demands  for  food,  shelter,  medical  service, 
sanitation,  warmth,  light,  and  education 
will  strain  even  the  resources  of  an  atomic 
age. 


3 J.A.M.A.  136:  335  (Jan.  31)  1948. 


Is  Medical  Care  Expensive? 


Dr.  Frank  G.  Dickinson,  Ph.D.,  economist 
and  statistician,  director  of  the  Bureau  of 
Medical  Economic  Research  of  the  American 
Medical  Association,  releases  facts  on  costs 
of  medical  care  which  deserve  careful  con- 
sideration.1 

Dr.  Dickinson  spoke  before  the  afternoon 
session  of  the  15th  anniversary  meeting  of  the 
American  Association  of  University  Teachers 
of  Insurance  at  the  Drake  Hotel,  Chicago, 
Illinois,  recently. 

In  his  prepared  address,  entitled  “Cost, 
Supply  and  Demand  Problems  of  Medical 
Care,”  Dr.  Dickinson  observed  that  “the 
present  demand  for  medical  care  is  very  dif- 
ferent from  what  it  was  a decade  ago  and  prob- 
ably very  unlike  what  it  will  be  a decade  hence. 
The  peak  birth  rate,  high  consumer  incomes, 
the  increasing  number  and  percentage  of 
older  people,  not  to  mention  the  wonder  drugs 
and  other  revolutionary  changes  in  medical 
treatment,  have  combined  to  confront  even 
the  most  courageous  student  of  demand  func- 
tions with  a rather  formidable  array  of  puzzling 
variables.  In  addition,  there  are  many  unmet 
medical  care  needs.” 

Despite  increasing  demands  for  medical 
care  and  rising  costs  of  specific  treatments, 
Dr.  Dickinson  pointed  out  that  since  1940 
the  proportion  of  national  income  spent  for 
medical  services  has  actually  declined.  Costs 
of  medical  care  tend  to  move  contracyclically, 


> A.M.A.  News  (Dec.  26)  1947. 


he  explained.  In  a depression  such  costs 
comprise  a larger  share  of  total  consumer 
expenditures  and  national  income  than  they 
do  in  prosperous  times:  in  1932  and  1933 
medical  care  took  4.4  per  cent  of  total  con- 
sumer expenditures,  as  opposed  to  3.9  per  cent 
in  1946. 

The  declining  percentages  of  income  and 
total  consumer  expenditures  spent  on  medical 
care  are  paralleled  by  increasing  proportions 
spent  on  alcoholic  beverages,  recreation,  per- 
sonal care,  and  jewelry,  he  said.  These  items 
in  the  budget  of  the  American  people  were 
selected  by  Dr.  Dickinson  not  for  moral 
reasons  but  for  comparability  in  size. 

The  physicians’  share  in  the  medical  care 
dollar  has  declined  from  32  cents  in  1929,  to 
31  cents  in  the  1935-1939  period,  to  27  cents 
in  1945;  the  dentists’  share  has  declined  from 
16  cents  to  13  cents,  he  continued.  On  the 
other  hand,  the  hospitals’  share  of  the  medical 
care  dollar  rose  from  13  cents  to  17  cents  and 
fell  to  16  cents  in  1945.  Drugs  rose  from  20 
cents  to  21  cents  and  finally  to  23  cents,  un- 
doubtedly reflecting  the  large  expenditures  for 
the  so-called  wonder  drugs. 

One  thing  cannot  be  reduced  to  statistics — 
the  superior  kind  of  medical  care  that  the 
American  people  are  now  getting  in  contrast 
to  the  1929  variety.  The  contrast  is  compa- 
rable to  a 1946  car  and  a 1929  car The 

Bureau  of  Medical  Economic  Research  has 
estimated  for  1947  a life  expectancy  of  67 
years.  Modern  medical  care  costs  money,  for 
it  costs  money  to  postpone  death. 
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Those  lay  and  professional  people  who 
direct  the  expenditures  of  Americans  for 
medical  care  may  be  expected  to  derive  no 
more  than  a fleeting  moment  of  satisfaction 
from  these  conclusions  regarding  the  cost  of 
medical  care.  The  demand  for  improved 
medical  care  is  well-nigh  insatiable,  and  those 
who  try  to  provide  it  are  subject  to  easy 
criticism.  They  know  that  the  quest  for 
health,  improved  medical  care,  and  longer  life 
is  never-ending.  They  have  an  unlimited 
opportunity  to  improve  medical  care  and  at 
the  same  time  are  exposed  to  the  challenge  of 
attaining  one  goal  only  to  find  that  the  goal 
has  been  moved  up.  So  long  as  pain  comes  too 
often  and  death  comes  too  soon  to  human 
beings,  truly  adequate  medical  care  will 
remain  beyond  our  reach  forever. 

We  anticipate  a flood  of  arguments  on  this 
subject  when  debate  commences  in  various 
legislatures  and  in  the  Congress.  For  those 
interested  in  informing  themselves  in  more 
detail  we  bring  to  your  attention  publication 
No.  60  of  the  Bureau  of  Medical  Economic 
Research,  A.M.A.,  “Is  Medical  Care  Expen- 
sive?” by  Frank  G.  Dickinson,  Ph.D.,  of  which 
the  above  speech  is  a brief  condensation. 

Serious  study  of  the  cost  of  physicians’ 
services,  as  cited  in  the  above  source,  shows 
that  “the  slowest  moving  item  in  this  series 
(of  consumer  expenditures  1935  to  1947), 
that  is,  the  one  which  increased  most  slowly 
in  every  single  year,  was  the  expenditure  for 
physicians’  services,  unless  the  item  for  1946, 
w'hen  it  is  published  months  hence,  is  an  ex- 
ception to  this  statement.”2 

2 Dickinson,  F.  G.:  Is  Medical  Care  Expensive?  A.M.A. 

Bureau  of  Medical  Economic  Research,  p.  3 (1947). 


In  the  year  1929  money  paid  to  physicians 
was  23  cents  of  the  dollar  spent  for  medical 
care  (on  physicians,  for  hospital,  drugs, 
dentists  and  other,  not  further  classified, 
items).  In  1935  to  1939  it  was  31  cents; 
and  in  1945,  27  cents.  Considered  in  this 
light,  the  actual  cost  of  physicians’  services 
related  to  the  whole  dollar  spent  for  medical 
care  seems  not  to  be  excessive  and  is  surely 
not  following  the  trend  of  generally  rising 
costs  of  everything  else.  This  fact  would 
seem  to  be  important  to  convey  to  the  pub- 
lic. If  medical  care  is  considered  as  a 
whole,  the  average  citizen  is  likely  to  think 
that  physicians’  fees  constitute  a larger  part 
of  that  whole  than  they  can  actually  be 
demonstrated  to  be  in  such  studies  as  are 
here  quoted. 

The  average  citizen  is  quite  likely  to 
particularize.  For  that  reason  he  would  be 
likely  to  listen  acutely  to  anyone  who  might 
claim  that  he  was  paying  too  much  for 
physicians’  services.  He  might  conceivably 
feel  better  about  the  whole  matter  if  he  knew 
that,  while  not  cheap,  the  services  of  physi- 
cians to  the  barrel-clad  taxpayer  were  mod- 
erate and,  of  recent  years,  trending  somewhat 
downward  in  spite  of  the  very  apparent  rise 
in  cost  of  nearly  all  other  services  and  of 
nearly  all  commodities.  It  is  up  to  the 
medical  profession  to  inform  him.  Studies 
such  as  are  being  done  by  the  Bureau  of 
Medical  Economic  Research  of  the  A.M.A.  * 
seem  to  us  to  be  of  the  utmost  value  at  this 
time  particularly.  A few  unassailable  facts 
are  superior  to  much  propaganda. 


Praise  Indeed 


When  the  New  York  Daily  Mirror  writes 
editorials  for  us,  that  is  news.  Witness  now 
something  else  again.  For  many  years  Mr. 
W.  II.  Ilearst  has  snarled  at  the  medical  pro- 
fession over  the  bone  of  animal  experimen- 
tation in  his  various  publications. 

In  an  editorial  “Progress  of  Health,”1  we 
read, 

1 Daily  Mirror,  New  York  (Mar.  6)  1948. 


The  health  of  the  country  goes  right  on  improv- 
ing. There  is  at  birth  an  average  life  expectancy 
of  better  than  65  years The  public  is  fore- 

warned about  these  (heart  disease  and  cancer)  as 
never  before,  the  amount  of  combative  research 
is  unprecedented ....  So  much  is  known  about 
the  arrest  and  prevention  of  tuberculosis  today 
that  some  public  health  prophets  predict  “the 
great  white  plague”  eventually  will  be  wiped  out. 
Smallpox,  once  a common  death  dealer,  has  been 
eliminated  to  the  extent  that  doctors  are  unfamil- 
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iar  with  its  symptoms.  (Except  when  cases  re- 
cently were  recognized  and  New  York  City  sub- 
jected to  mass  vaccination.) 

Most  of  our  strides  in  medicine  and  research 
have  been  made  under  the  free  practice  of  the 
profession,  free  pursuit  of  research,  with  funds 
provided  by  private  fortunes,  great  charitable 

foundations  and  contributions  of  the  public 

There  is  no  indication  that  our  medical  progress  is 
faltering  in  any  way,  but  the  bureaucrats  in 
Washington,  recognizing  a good  thing  when  they 

see  it,  think  they  could  do  a better  job Mr. 

Truman’s  master  plan  to  socialize  or  nationalize 
the  medical  profession  at  a cost  of  $5,000,000  a 
year — taxes  to  come  from  the  people — represents 
the  latest  plan  to  “take  over,”.  . .thus  aping  the 
cradle-to-grave  “security”  scheme  being  tried  out 
in  Britain. 

As  it  is  working  out  in  Britain,  the  doctor  is  sub- 
ject to  350  pages  of  rules  and  regulations  (remem- 
ber the  O.P.A.?)  and,  through  its  licensing  powers, 
the  government  can,  in  effect,  squeeze  him  out  of 
his  current  practice  and  reassign  him. 

Of  course,  sordid  politics  are  never  supposed  to 
interfere  in  these  high  minded  schemes,  but  some- 
how they  always  do — particularly  when  politicians 
are  intrusted  with  administering  billions  of 
dollars. 

Sure — our  free  system  has  defects.  But,  in 
medicine  as  in  other  endeavors,  it  is  the  main- 
spring of  a going  concern.  It  is  successful.  It 
progresses.  It  is  a living  fact,  in  contravention  of 
the  hopeful  visions  and  unfulfillable  promises  of 
the  socialist  planners. 


As  we  finish  these  quotations  we  feel  as  if 
our  perspiring  brow  had  been  fanned  by  a 
fresh  breeze  of  spring.  They  contain,  to  be 
sure,  nothing  but  what  this  and  every  other 
medical  journal  in  the  country  have  been 
saying  for  a long  time.  But  what  this  and 
other  medical  journals  say  on  the  subject  of 
medical  care,  apparently,  has  but  little 
direct  influence  on  the  public.  We  submit 
that  at  the  present  time  the  medical  profes- 
sion should  have  more  weight  and  influence, 
not  less. 

We  would  not,  of  course,  have  doctors 
invade  the  sickroom  with  a stethoscope  in 
one  hand  and  a copy  of  this  editorial 
in  the  other,  but  we  are  of  the  opinion 
that  doctors  should  be  more  lively  than  they 
are  in  everyday  presentation  of  the  case  of 
their  profession.  Undoubtedly,  we  shall 
have  to  wait  for  a long  time  for  such  a de- 
sired change  to  come  about.  But  in  the 
meantime  we  are  much  refreshed  by  the 
Daily  Mirror  coming  in  on  the  side  of  medi- 
cine. 

If  Mr.  Hearst  can,  for  a moment,  sub- 
merge his  horror  over  the  use  of  dogs  for  the 
benefit  of  humans  in  his  admiration  for  the 
medical  profession  in  its  achievements  for 
world  health,  who  knows  what  may  be  the 
next  miracle?  The  Russians  backing  up  the 
Marshall  Plan?  Who  knows? 


Current  Editorial  Comment 


Reduced  Life  Expectancy  in  High  Altitudes 

Living  in  a high  altitude  reduces  the  life 
expectancy  even  for  persons  who  are  accli- 
mated, according  to  a report  from  the  Bolivian 
correspondent  of  the  Journal  of  the  American 
Medical  Association,  writing  in  the  February 
7 issue. 

A study  made  in  that  country  compares 
birth’  rates,  mortality  rates,  and  life  expectancy 
in  three  sections  of  Bolivia:  first,  the  moder- 
ately cool  districts  where  most  inhabitants 
live  constantly  at  average  altitudes  exceeding 

10,000  feet;  second,  the  subtropical  districts 
with  an  average  altitude  between  3,000  and 

10.000  feet,  and,  third,  the  tropical  districts 
situated  at  an  average  altitude  of  less  than 

3.000  feet. 

Surprisingly,  birth  rates  were  higher  in  the 


first  and  second  zones,  above  3,000  feet.  They 
were  best  in  the  second  zone  and  were  followed 
by  those  of  the  highlands.  Mortality  rates 
were  almost  identical  in  the  first  and  second 
zones,  but  were  comparatively  higher  than  in 
the  lowlands  (15.7  per  cent  as  against  9.3 
per  cent). 

“The  effect  of  altitude  on  infant  mortality 
is  noteworthy,”  the  article  observes.  “Al- 
though in  the  lowlands  with  its  tropical  climate 
and  high  incidence  of  malaria  the  annual 
mortality  rate  stayed  at  93.3  per  thousand,  the 
corresponding  figure  for  the  highlands  was 
142.2  per  thousand.  Thus  a baby  born  near 
sea  level  had  50  per  cent  more  chance  to 
survive  his  first  year  of  life  than  did  his  com- 
panion at  10,000  feet.  The  relative  frequency 
of  whooping  cough  and  congenital  weakness 
accounts  for  some  of  the  additional  deaths  in 
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zone  1,  but  does  not  explain  completely  the 
difference  as  against  zone  3;  nor  are  there 
any  better  hospital  and  medical  facilities  in 
the  lower  sections  of  the  country  than  in  the 
higher  ones. 

“Striking  differences  to  altitude  became 
evident  in  the  death  rate  of  the  age  group 
from  one  to  live  years.  While  only  one  eighth 
of  all  the  deaths  belonged  to  that  group  in 
zone  3,  in  zone  1 more  than  one  quarter  of  the 
deaths  had  been  in  that  age  group.  Again 
no  one  specific  disease  could  be  blamed  for 
this  relative  excess  in  zone  1,  even  though 
diseases  of  the  respiratory  tract  were  somewhat 
more  frequent  in  that  section. 

“Less  striking  were  the  differences  in  the 
age  group  from  five  to  14  years,  but  even 
there  the  child  of  the  lower  altitudes  had  a 
better  chance  of  survival.  Figures  for  the  age 
groups  from  25  to  64  show  a lower  death  rate 
in  zone  1;  figures  for  the  ages  above  65  are 
fairly  mixed  for  all  the  sections.  The  average 
ages  of  death  were  as  follows:  zone  1,  about 
31  years;  zone  2,  about  34  years;  and  zone 
3,  about  37  years.” 


The  Meanest  Man  in  the  Profession? 

Nothing  but  the  sternest  sort  of  conscience 
would  persuade  us  to  publish  such  a com- 
ment as  the  above  on  a colleague.  We 
quote  from  the  New  York  Times  of 
October  27,  1947. 

Daniel  A.  Wedge,  one  of  the  oldest  Civil 
War  veterans  in  this  country,  died  today  on 
his  106th  birthday  in  the  home  of  his  daughter, 
Miss  Mable  Wedge,  in  nearby  Aurora,  Illinois. 
He  had  been  confined  to  his  bed  by  a broken 
hip  for  twelve  years,  but  had  been  in  fairljr 
good  health  until  recently....  He  also  was 
the  commander  and  last  surviving  member  of 
Aurora  Post  20,  G.A.R.  He  never  missed  a 
Memorial  Day  Parade,  and  rode  in  them  in  an 
ambulance  after  he  became  an  invalid,  until 
this  year,  when  his  doctor  forbade  it ... . 
His  only  survivor  is  his  daughter,  who  gave 
up  a teaching  position  to  care  for  her  father 
when  he  suffered  the  broken  hip. 

The  only  excuse  that  we  can  think  of 
for  the  doctor  responsible  for  this  tragedy 
is  that  he  must  be  president  of  the  local 
Geriatric  Society,  shooting  for  a record  for 
his  one  hundred  and  six  year-old-patient. 
If  that  was  his  excuse,  he  has  forfeited  it; 
because  in  the  same  column  of  the  New 


York  Times  there  is  recorded  the  death  of 
Colonel  Charles  Louis  Hooker, 

....  last  surviving  member  of  the  Alonzo 
Palmer  G.A.R.  Post  of  Superior,  Wisconsin, 
who  died  here  last  night  at  the  home  of  his 
son,  with  whom  he  had  lived  for  the  last  fifteen 
years.  He  was  107  years  old. 

To  break  one’s  hip  at  the  age  of  ninety 
is  a calamity,  to  say  the  least.  To  have  a 
daughter  willing  to  give  up  her  teaching 
position  to  care  for  her.  father  for  twelve 
years  after  is  either  a triumph  of  filial  af- 
fection or  another  tragedy.  It  depends  on 
the  way  you  look  at  it.  We  wonder  if 
father  and  daughter  kept  a calendar  on  the 
wall  and  scratched  off  the  days  that 
brought  them  nearer  to  each  Memorial 
Day.  We  know  nothing  of  Aurora,  Illinois, 
but  we  are  sure  that  the  pair — not  being 
Charles  Dickens,  we  do  not  say  the  devoted 
pair — looked  eagerly  forward  to  each 
anniversary,  that  the  greatest  consolation 
for  their  mutual  affliction  was  the  great 
day  when  they  would  be  for  a brief  period 
the  most  prominent  figures  in  their  com- 
munity. 

The  daughter  of  a man  106  years  old 
must  be  fairly  well  along  herself.  For  her 
father  she  may  well  have  sacrificed  her 
chances  of  marriage  and  children  of  her 
own.  As  her  decades  rolled  by  she  must 
have  had  many  a bitter  moment,  thinking 
of  the  long-lived  children  that  she  might 
have  borne.  When  her  father  broke  his 
hip  and  was  condemned  to  a future  of 
inactivity,  of  constant  pain,  of  undoubtedly 
increasing  querulousness  and  irritability, 
what  had  she  to  look  forward  to  but  that 
one  day  out  of  the  year? 

As  for  him,  he  must  have  had  his  qualms 
of  conscience,  too.  On  every  occasion 
that  his  spinster  daughter  ministered  to 
him — and  the  ministrations  necessary  to 
old  age  are  not  pleasant  either  to  the  donor 
or  the  recipient — he  must  have  reflected 
how  much  better  it  would  have  been  for 
both  of  them  had  he  been  shot  by  some 
Southern  marksman,  perhaps  as  he  stood 
sentinel  before  the  tent  of  General  Grant. 

We  think  of  this  aging  father  and 
daughter,  as  Memorial  Day  approaches, 
bringing  out  the  relics  of  far  bygone  days, 
brushing  the  campaign  hat,  darning  moth 
holes  in  the  blue  tunic,  oiling  up  the  sabre 
so  that  it  slid  smoothly  from  its  sheath, 
scanning  the  weather  reports — wondering, 
wondering  would  they  be  vouchsafed  one 
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more  anniversary  on  which  they  might  be 
the  cynosure  of  every  eye  in  Aurora, 
Illinois? 

And  then  the  doctor  tells  him  that  he 
can’t  take  part  in  the  parade.  Aside  from 
our  suggestion  in  regard  to  the  doctor’s 
interest  in  geriatrics,  we  will  not  presume 
to  explain  or  excuse  his  decision.  He 
certainly  took  upon  his  shoulders  a burden 
that  we  should  be  content  to  leave  to 
almighty  God.  We  recall  Macaulay’s 
lines — 

And  how  can  man  die  better, 

Than  facing  fearful  odds, 

For  the  ashes  of  his  fathers 

And  the  temples  of  his  Gods? 

Perhaps  the  appearance  of  a father 
and  daughter  in  a Memorial  Day  parade 
would  not  quite  merit  Macaulay’s  quat- 
rain, but  it  comes  as  close  to  deserving  it 
as  anything  of  which  we  can  think  in  these 
modern  times. 

Who  was  the  doctor?  What  is  his  con- 
ception of  his  place  in  society,  of  his  duty 
toward  his  patients?  Who  is  he  to  deny 
the  old  man  the  pleasure  of  passing  the 
reviewing  stand,  rising  to  his  feet,  steady- 
ing his  twelve-year-old  broken  hip  perhaps 
with  hand  upon  his  daughter’s  shoulder, 
saluting  the  colors,  and,  if  God  is  good, 
falling  dead  at  the  long  anticipated  climax 
of  his  life?  Who  is  any  man  to  presume 
to  prolong  life  at  the  expense  of  the  sacrifice 
of  every  bit  of  its  romance,  bite,  and  color? 


Vocational  Nurses.  The  New  England 
Journal  of  Medicine 1 comments  editorially, 
under  this  title,  upon  the  trivial  and  often 
menial  tasks  required  of  trained  nurses 
by  custom  and  perhaps  by  thoughtless 
habit.  Says  the  Journal: 

An  analysis  of  the  type  of  nursing  service 
needed  for  the  modern  patient  revealed  that 
more  than  90  per  cent  of  the  calls  made  could 
be  taken  care  of  by  a maid,  or  indeed,  by  any- 
one who  happened  to  be  within  earshot  of  the 
call.  Of  them  all,  more  than  half  were  to 
bring  or  remove  a bedpan  or  urinal.  This  is, 
of  course,  bedside  nursing,  not  operating  room 
or  laboratory  service,  not  diet  kitchen  or  x-ray 
service — in  fact,  none  of  the  technically  spe- 
cialized activities  in  which  the  modern  nurse 
has  become  so  useful.  Bedside  nursing  itself 
is  not  so  skilled  an  occupation  as  we  may  have 
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thought  it  to  be.  The  “nurse”  has  forsaken 
the  bedside  for  the  laboratory;  she  has  be- 
come a technician.  It  might  be  well  if  both 
she  and  some  of  the  doctors  who  have  likewise 
forsaken  the  bedsides  relinquished  their  titles, 
leaving  the  influence  and  prerogatives  that  are 
associated  with  the  words  “doctor”  and 
“nurse”  to  those  who  faithfully  continue  to 
serve  the  sick. 

A recent  survey  by  the  American  College  of 
Surgeons  indicated  that  82  per  cent  of  more 
than  a thousand  hospitals  were  already  utilizing 
adjunct  nursing  personnel,  whereas  60  per  cent 
favored  the  establishment  of  training  facilities 
for  nurses’  aides  within  their  own  walls.  The 
time  when  nursing  services  within  a hospital 
could  be  provided  by  merely  opening  a school 
appears  to  have  gone.  Gone  too  are  the  emo- 
tional stimuli  that  brought  competent  men  and 
women  to  the  hospital  bedsides  of  the  nation 
during  wartime.  From  now  on  it  seems  to  be 
a matter  of  supply  and  demand — the  supply 
being  admittedly  short,  and  the  demand  in- 
flated by  easy  money  and  Blue  Cross  contracts. 

The  practical  nurse  and  a more  realistic 
approach  to  what  is  required  of  a registered 
nurse  may  yet  help  to  solve  some  of  the  prob- 
lems of  the  nursing  shortage. 


World  Medical  Group.  Dr.  Louis  H. 
Bauer,  president  of  the  State  Medical 
Society,  has  been  appointed  Secretary- 
General  of  the  World  Medical  Association, 
an  honor  of  which  we  of  the  State  Medical 
Society  may  well  be  proud.  Dr.  Bauer  had 
served  as  the  secretary  of  the  United  States 
Committee  formed  at  Paris  last  fall  and  is 
thoroughly  familiar  with  the  world  organi- 
zation wThich  is  now  launched  to  cooperate 
in  attacking  the  problem  of  the  many  inter- 
national problems  which  affect  medicine  at 
the  present  time.  It  may  be  hoped  like- 
wise that  the  movement  will  aid  in  the  es- 
tablishment of  a much  desired  peaceful 
state  in  this  world  of  ours.  As  Dr.  Morris 
Fishbein  remarked  recently,  “Faced  with 
the  threat  of  an  enormous  increase  of  dis- 
ease because  of  the  shortages  of  food, 
clothing,  and  shelter  throughout  the  world, 
doctors  must  cooperate  on  an  international 
scale  to  bring  all  the  benefits  of  medical 
care  and  public  health  facilities  to  man- 
kind.” A worthy  purpose  indeed! 
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RECENT  ADVANCES  IN  COMMUNICABLE  DISEASE  CONTROL 

Hollis  S.  Ingraham,  M.D.,  Albany,  New  York 
(From  the  Division  of  Communicable  Diseases,  New  York  State  Department  of  Health) 


RECENT  additions  .to  knowledge  of  the  con- 
trol of  communicable  disease  have  been  so 
great  that  it  is  necessary  to  place  very  definite  re- 
strictions on  content  in  a brief  review  of  the  sub- 
ject. The  following  discussion  is,  therefore, 
largely  confined  to  those  procedures  which 
within  the  past  seven  years  have  found  general 
application  to  certain  of  the  acute  communicable 
diseases  most  common  in  New  York  State. 

Whooping  Cough. — Whooping  cough  is  well 
worthy  of  first  consideration.  In  recent  years, 
this  very  common  disease  has  become  one  of  the 
leading  causes  of  death  during  the  very  early  years 
of  life.  It  is  necessary  to  bear  in  mind  that  over 
50  per  cent  of  all  deaths  from  whooping  cough 
occur  during  the  first  six  months  of  life  and  that 
most  infants  are  fully  susceptible  from  the  very 
day  of  birth.  The  development  of  effective 
methods  of  active  immunization  against  whooping 
cough  is  undoubtedly  the  greatest  advance  in  the 
control  of  this  disease. 

It  is  to  be  admitted  that  an  effective  antigen 
for  protection  against  whooping  cough  was 
available  well  in  advance  of  seven  years  ago. 
However,  it  is  only  within  this  period  of  time  that 
there  has  been  general  acceptance  of  the  practica- 
bility and  effectiveness  of  the  measure.1  Of  great 
significance  is  the  demonstration  by  Sako  and 
others  that  the  very  young  infant  can  develop 
protective  antibodies  in  response  to  the  injection 
of  pertussis  antigens.2  It  now  appears  that  in- 
fants as  young  as  one  month  of  age  may  be  satis- 
factorily and  safely  immunized.  The  application 
of  this  fact  is  obvious  in  view  of  the  concentration 
of  deaths  from  whooping  cough  during  the  early 
months  of  life. 

Immune  serum  prepared  from  rabbits,  as  well 
as  hyperimmune  serum  prepared  from  humans, 
has  now  become  available.  Both  these  agents 
appear  to  be  highly  effective  for  temporary  pas- 
sive protection  in  exposed  infants  and  are  of  value 
in  treatment  of  children  already  affected  by  the 
disease.34 
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There  are  three  other  developments  in  the  field 
of  whooping  cough  which  are  worthy  of  mention.  * 
It  has  been  shown  that  immunization  of  pregnant 
women  during  the  latter  half  of  pregnancy  will  re- 
sult in  a very  considerably  elevation  of  antibodies 
in  the  blood  of  the  newborn  infant.6  The  extent 
to  which  this  procedure  is  practicable  or  effective 
has  yet  to  be  shown  by  a satisfactory  field  trial. 
Two  different  skin  susceptibility  tests  have  been 
described.6  7 The  application  of  these  tests  ap- 
pears, however,  to  have  theoretical  rather  than 
practical  advantage  from  a public  health  stand- 
point. Some  clinics  have  reported  that  in  certain 
cases  of  whooping  cough,  streptomycin  is  an 
efficacious  method  of  treatment.  It  appears, 
however,  that  this  antibiotic  is  not  uniformly 
effective. 

Recent  advances  have,  therefore,  made  the  al- 
most absolute  control  of  whooping  cough  deaths 
an  entirely  practical  procedure.  It  is  recom- 
mended that  all  infants  should  be  actively  immu- 
nized beginning  not  later  than  three  months  of  age. 
Unimmunized  infants  known  to  have  been  exposed 
to  the  disease  should  be  given  the  benefit  of  either 
immune  rabbit  serum  or  hyperimmune  human 
serum.  Young  children,  who  are  severely  ill 
with  this  disease,  should  be  treated  by  means  of 
serum  and  possibly  streptomycin. 

Diphtheria. — During  these  last  seven  years,  the 
world  has  had  a visitation  by  diphtheria  such  as 
has  not  been  known  since  the  pandemic  of  the 
1880’s.  The  United  States,  Canada,  and  England 
have  essentially  been  spared.  However,  in  up- 
state New  York,  there  was  an  increase  from  56 
cases  and  3 deaths  in  1944  to  342  cases  and  29 
deaths  in  1946.  From  this  recent  experience, 
certain  old  lessons  have  been  relearned.8  It  was 
once  again  demonstrated  that  all  cases  of  diph- 
theria should  be  treated  immediately  on  clinical 
diagnosis  and  that  only  in  this  way  can  a con- 
siderable number  of  fatalities  be  avoided.  The 
value  of  antitoxin  and  the  overwhelming  neces- 
sity for  its  early  administration  have  been  illus- 
trated again  and  again.  None  of  the  newer  drugs 
can  in  any  way  be  accepted  as  substitutes  for 
antitoxin,  although  penicillin  may  have  some 
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adjuvant  value.  The  necessity  of  bed  rest  for 
several  weeks  following  an  attack  of  diphtheria 
has  also  been  re-emphasized  by  the  numerous 
fatalities  from  cardiac  failure  following  early  re- 
sumption of  activity. 

The  most  important  fact  which  has  emerged 
from  the  pandemic  has  been  the  reconfirmation 
that  diphtheria  can  only  be  controlled  by  means  of 
active  immunization  of  the  majority  of  the 
children  of  the  community.  Epidemiologic  re- 
ports from  every  country  have  testified  to  the 
value  of  adequate  immunization  against  diph- 
theria. These  years  have,  however,  added 
definitely  to  knowledge  as  to  the  limitations,  par- 
ticularly in  time,  of  artificial  immunization.  One 
of  the  great  lessons  of  recent  years  has  been  that 
effective  resistance  to  many  communicable 
diseases  can  only  be  maintained  in  the  presence  of 
exposure  to  the  causative  agent  or  its  equivalent. 
Better  in  diphtheria  than  in  any  other  fever  has 
the  value  of  booster  immunization  been  demon- 
strated. 

Studies  within  the  last  seven  years  have  proved 
conclusively  the  superiority  of  alum-precipitated 
toxoid  as  an  antigen  to  fluid  toxoid.9  Material 
recently  published  on  the  effectiveness  and  rela- 
tively few  reactions  from  protamine-precipitated 
diphtheria  toxoid  is  definitely  worthy  of  note.10 
There  is  also  evidence  to  indicate  that  toxoids 
prepared  from  highly  purified  toxin  may  prove  to 
be  almost  free  from  reactions.11 

It  is  believed,  therefore,  that  diphtheria  can  be 
practically  eliminated  if  every  child  born  in  New 
York  State  is  immunized  with  two  doses  of  pre- 
cipitated toxoid  beginning  at  six  months  of  age, 
followed  by  a booster  dose  before  the  time  of 
school  entry  and  by  further  stimulation  at  any 
time  when  the  disease  may  appear  in  the  com- 
munity. It  is  possible  that  it  may  eventually 
prove  necessary  to  continue  the  periodic  ad- 
ministration of  booster  doses  into  adult  life. 
This  possibility  is  suggested  by  the  very  high 
proportion  of  adults  who  were  attacked  by 
diphtheria  in  two  recent  epidemics.12'13  There 
are  occasions  when  familial  contacts  to  cases  of 
diphtheria  should  be  given  prophylactic  antitoxin. 
British  workers  have  proved  that  under  such 
circumstances  it  is  permissible  to  initiate  active 
immunization  with  alum-precipitated  toxoid 
simultaneously  with  serum  administration.14 

Pneumonia. — The  advent  of  penicillin  added 
immeasurably  to  the  effectiveness  of  therapy 
against  pneumonia  caused  by  pneumococci, 
streptococci,  and  staphylococci,  and  this  drug  has 
been  a very  considerable  factor  in  the  continuing 
decline  of  pneumonia  mortality.16  Streptomycin 
apparently  gives  considerable  promise  as  a thera- 
peutic measure  in  the  treatment  of  certain  cases 
of  pneumonia  caused  by  the  Friedlander  bacillus. 


The  recent  period  has  seen  very  intensive  study 
of  atypical  pneumonia  and  its  relationship  to  the 
psittacosis  group  and  Q fever  has  been  more 
clearly  defined.  Human  volunteer  tests  have 
shown  that  primary  atypical  pneumonia  is  caused 
by  a filterable  agent.16  Two  nonspecific  tests,  the 
cold  agglutinin  and  agglutination  of  streptococcus 
MG,  have  proved  of  limited  value  in  diagnosis.17 

There  appears  to  be  progress  in  the  develop- 
ment of  a preventive  vaccine  against  pneumo- 
coccus pneumonia,  but  the  limitations  and 
practical  value  of  any  such  vaccine  will  require 
much  additional  study.18 

Streptococcal  Infections. — The  respiratory  strep- 
tococcal infections,  like  the  poor,  are  always  with 
us.  Although  this  group  of  sicknesses  has  been 
studied  intensively  in  the  war  years  and  knowl- 
edge of  their  fundamental  nature  is  far  greater 
than  it  was  in  the  recent  past,  practical  methods 
of  prevention  still  largely  elude  our  grasp.  Never- 
theless, there  is  progress  to  report.  The  typing 
of  the  various  members  of  the  group  A strepto- 
cocci has  become  an  extremely  valuable  epi- 
demiologic tool.  The  demonstration  by  Ham- 
burger of  the  importance  of  the  nasal  carrier  as 
compared  with  the  pharyngeal  carrier  should 
also  prove  of  considerable  practical  importance.19 

Studies  of  epidemics  of  streptococcal  infection 
in  military  installations  have  given  further  evi- 
dence as  to  the  closeness  of  the  association  be- 
tween illness  from  hemolytic  streptococci  and  a 
subsequent  initiation  or  reactivation  of  rheu- 
matic fever.20'21  The  demonstration  of  the  value 
of  sulfonamide  prophylaxis  of  the  streptococcal 
infections  under  certain  conditions  and  of  the 
ease  with  which  sulfa  resistant  streptococci  may 
emerge  was  a striking  scientific  contribution  but, 
unfortunately,  does  not  afford  great  practical 
application  for  us  at  the  moment,  except  among 
rheumatic  fever  patients.22 

The  status  of  immunization  against  the  strep- 
tococcal infections  remains  essentially  unchanged. 
Under  present  day  circumstances,  it  is  doubtful 
that  active  immunization  against  hemolytic 
streptococcal  infection  is  a practical  procedure. 

The  immediate  mortality  from  streptococcal 
pharyngitis,  both  with  and  without  rash,  has  been 
falling  steadily  for  half  a century.  The  trend  was 
first  accelerated  by  the  introduction  of  anti- 
streptococcal  serum,  later  by  sulfonamides  and 
most  recently  by  penicillin.  However,  it  must 
never  be  forgotten  that  we  have  witnessed  a 
natural  phenomenon  of  declining  virulence,  and 
there  are  historic  reasons  for  believing  that  the 
virulence  of  the  hemolytic  streptococci  has 
varied  in  great  cycles  heretofore.  The  severity  of 
sicknesses  produced  by  these  organisms  has  de- 
clined in  previous  centuries  to  a very  low  point 
and  then,  as  inexplicably,  has  risen,  producing 
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devastatingly  high  fatality  rates.  Streptococcal 
infections  are  probably  as  frequent  today  as  they 
were  fifty  years  ago,  and  although  therapeutic 
procedures  are  now  relatively  efficient  and  in- 
finitely superior  to  what  they  were  not  long 
ago,  methods  of  prevention  remain  far  in  the  van, 
and  it  cannot  be  considered  that  the  streptococci 
are  at  present  under  man’s  control. 

Typhoid  Fever. — Typhoid  fever  is  declining  in 
frequency  in  New  York  State  from  year  to  year, 
and  it  is  one  of  the  few  diseases  whose  ultimate 
practical  obliteration  may  reasonably  be  ex- 
pected without  the  aid  of  further  intensification 
of  control  effort  or  additional  increments  of 
knowledge.  The  period  under  consideration  has 
seen  the  practical  application  of  two  interesting 
and  valuable  laboratory  tools,  phage  typing  of 
typhoid  bacilli,  and  the  Vi  agglutination  test  for 
detecting  typhoid  carriers.23-25  The  use  of  these 
procedures  has  been  of  definite  assistance  in  the 
epidemiologic  investigation  of  cases.26  The 
status  of  prevention  and  treatment  of  typhoid 
fever  has  been  essentially  unchanged.  There  is 
also  little  new  to  offer  in  the  treatment  of  carriers. 
Recent  literature  has  suggested  that  massive 
doses  of  penicillin  given  in  conjunction  with  sul- 
fonamides may  be  of  value  in  clearing  the  chronic 
carrier  state.  It  is  hoped  to  test  this  procedure 
further  in  the  immediate  future.27 

Smallpox. — We  in  this  State  have  recently 
witnessed  the  reintroduction  of  virulent  smallpox 
after  the  disease  had  been  completely  absent  in  all 
forms  for  a seven-year  period.  A total  of  only  a 
dozen  cases  resulted,  illustrating  again  the 
effectiveness  of  vaccination  in  preventing  the 
spread  of  the  disease. 

As  in  the  case  of  diphtheria,  the  recent  out- 
break tended  largely  to  demonstrate  anew  the 
veracity  of  old  knowledge.  The  extensive  vac- 
cination campaign  did  bring  out  one  fact  which 
has  never  been  properly  appreciated  in  the  past. 
It  is  believed  that  over  7,000,000  people  were 
vaccinated  in  the  State  during  April  and  May.  A 
number  of  these  individuals  died  during  the 
course  of  the  next  month,  but  it  is  improbable 
that  any  of  them  died  directly  as  a result  of  vac- 
cination. It  appears  that  there  were  no  fatal 
cases  of  postvaccinal  encephalitis  or  tetanus. 
However,  it  is  known  that  five  eczematous  chil- 
dren, who  were  not  themselves  vaccinated  but 
who  were  intimately  associated  with  vaccinated 
persons,  contracted  a widely  disseminated  vac- 
cinia from  this  contact  and  died.  Thus,  it  is 
necessary  not  only  to  be  wary  of  vaccinating 
persons  actually  suffering  from  eczema  and  similar 
skin  diseases  but  to  warn  families  of  the  danger 
of  permitting  recently  vaccinated  persons  coming 
in  contact  with  eczematous  children. 

One  of  the  most  interesting  increments  to  small- 


pox lore  was  the  recent  revelation  by  English 
workers  that  the  dry  crusts  from  variolous  lesions 
may  contain  a living  virus  for  over  a year  when 
kept  at  room  temperature.28  This  fact  has  long 
been  suspected,  and,  indeed,  it  would  appear  to 
have  been  considered  to  be  common  knowledge 
that  the  clothes  of  smallpox  victims  were  infective 
for  some  weeks  after  the  deaths  of  the  original 
owners.  It  is  said  that  some  of  the  early  settlers 
waged  successful  biologic  warfare  against  the 
Indians  by  giving  them  blankets  and  clothes  re- 
cently worn  by  smallpox  patients. 

The  investigators . in  New  York  City  are 
strongly  of  the  opinion  that  several  of  the  recent 
cases  of  smallpox  were  infected  by  a true  airborne 
spread  winch  reached  out  as  much  as  four  floors 
away  to  seize  new  victims.29  This  again  is  a con- 
firmation of  what  was  at  one  time  considered  to 
be  common  knowledge. 

All  recent  information  confirms  the  long  known 
fact  that  primary  vaccination  within  the  first 
year  of  fife  is  vastly  safer  than  at  any  subsequent 
time  and  is  far  less  disturbing  than  to  older 
children.  Recommendations  as  to  immunization 
remain  unchanged;  all  infants  should  be  vac- 
cinated within  the  first  year  of  life,  the  earlier  the 
better,  with  revaccination  every  five  to  seven 
years  thereafter. 

Measles. — The  control  of  measles  has  not  been 
greatly  advanced  in  the  last  septennium.  Efforts 
have  been  made  to  immunize  against  the  disease 
by  means  of  an  egg-grown  virus,  but  the  results  to 
date  have  not  been  entirely  successful.30  The  use 
of  gamma  globulin  as  a temporary  prophylactic  is 
the  only  advance  in  this  disease  which  can  be  re- 
ported.31 This  proved  highly  successful  but 
scarcely  more  so  than  the  previous  use  of  serum 
or  placental  globulin.  Penicillin  is,  of  course,  of 
great  value  in  the  treatment  of  certain  complica- 
tions. 

Meningitis. — The  prophylaxis  of  meningo- 
coccal infection  by  means  of  sulfonamides  proved 
to  be  brilliantly  successful  in  military  installa- 
tions.32 Since  the  disease  tends  to  occur  sporadi- 
cally under  civilian  conditions,  the  applicability  of 
the  method  is  extremely  limited  at  the  present 
time.  The  therapy  of  the  meningococcal  infec- 
tions, although  highly  satisfactory  by  means  of  the 
sulfonamides,  has  been  further  augmented  by  the 
addition  of  penicillin. 

There  has  been  remarkable  progress  in  the 
treatment  of  meningitis  caused  by  type  B in- 
fluenza bacilli.  The  combined  use  of  rabbit  serum 
and  sulfadiazine  proved  to  be  effective.33  More 
recently,  streptomycin  has  been  found  to  be  of 
great  therapeutic  value.34  The  proper  exhibition 
of  these  three  drugs  is  strikingly  successful  when 
treatment  is  begun  sufficiently  early.  Penicillin 
is  also  of  value  in  some  cases.  Since  influenzal 
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meningitis  is  unquestionably  the  commonest  type 
of  meningitis  in  children  under  five  years  of  age, 
it  is  extremely  important  that  every  case,  par- 
ticularly in  this  age  group,  be  accurately  diag- 
nosed as  early  as  possible.  A culture  of  the  spinal 
fluid  should  be  requested  in  every  instance  from 
the  laboratory,  since  the  influenza  bacillus,  being 
polymorphous,  can  easily  be  mistaken  for  the 
meningococcus  on  smear,  and  there  is  a strong 
suspicion  that  this  very  error  costs  the  lives  of  a 
number  of  children  every  year. 

Influenza  and  Common  Cold. — Knowledge  of 
the  common  cold  and  of  influenza  has  been 
markedly  enhanced  by  wartime  studies.  The 
Army  Commission  on  Respiratory  Diseases  has 
published  evidence  which  indicates  that  non- 
influenzal,  respiratory  infections  of  the  common 
cold  type  may  be  caused  by  at  least  two  different 
filterable  agents.35  Recent  verbal  communica- 
tions indicate  a common  cold  virus  has  been 
grown  in  eggs  by  both  American  and  English 
workers. 

In  the  study  of  the  epidemiology  of  influenza, 
the  development  of  the  red  cell  agglutination  in- 
hibition test  and  the  complement  fixation  test 
have  been  of  immense  benefit,  and  these  tests  will 
continue  to  aid  in  understanding  of  the  dis- 
ease.3637 

The  development  of  an  egg  vaccine  against 
influenza  must  be  counted  among  the  very 
significant  advances,  even  though  the  prac- 
tical value  of  immunization  against  influenza  has 
yet  to  be  fully  delineated.38  It  does  not  appear 
to  be  advisable  at  this  time  to  urge  universal  im- 
munization against  influenza  by  means  of  the 
present  day  vaccines,  largely  because  of  limita- 
tions imposed  by  lack  of  protection  against  all 
strains  of  virus,  as  well  as  by  the  duration  of 
immunity  and  severity  of  reaction. 

Tetanus. — The  value  of  tetanus  toxoid  was 
convincingly  demonstrated  during  the  recent 
war.39  Tetanus  toxoid  appears  to  be  one  of  our 
most  effective  antigens  with  a duration  of  pro- 
tective effect  not  yet  fully  measured.40  Its  exact 
place  in  routine  immunizations  in  infancy  is  still 
subject  to  some  discussion,  merely  because  of  the 
relatively  small  risk  of  contracting  tetanus  that  any 
one  individual  runs  under  the  ordinary  conditions 
of  civilian  life.  There  can  be  no  doubt  that  the 
routine  administration  of  tetanus  toxoid  in  com- 
bination with  diphtheria  toxoid  is  a worthwhile 
procedure. 

Rabies. — Although  there  have  been  but  six 
human  rabies  deaths  in  New  York  State  in  the 
last  seven  years,  the  disease  has  been  more  prev- 
alent in  domestic  and  wild  animals  than  in  any 
previously  recorded  period.  There  is  now  con- 
vincing evidence  that  the  active  immunization  of 
a substantial  majority  of  the  dogs  in  a geographic 


unit,  the  size  of  a county  or  larger,  can  be  very 
effective  in  controlling  canine  rabies.42 

The  Habel  test  for  potency  of  rabies  vaccine 
has  stimulated  the  production  of  much  more 
highly  protective  vaccines  than  were  previously 
available.41 

Typhus. — It  is  difficult  to  leave  a discussion  of 
this  type  without  making  some  mention  of  the 
typhus  fevers,  since  certain  of  the  typhus  fevers 
do  occur  in  New  York  State  and  because  of  the 
truly  remarkable  discoveries  in  this  group. 
Rocky  Mountain  spotted  fever  is  confined  to 
Long  Island,  where  approximately  a dozen  cases  a 
year  are  reported.  Brill’s  disease  occurs  in  New 
York  City  and  rarely  in  other  parts  of  the  State. 

During  the  recent  world  war,  there  was 
demonstrated  conclusively  the  protective  value 
of  the  Cox  type  of  typhus  vaccine  against 
epidemic  typhus.43  The  Naples  epidemic  also 
gave  dramatic  proof  of  the  value  of  DDT  powder 
in  limiting  the  spread  of  this  disease.44  The 
standardization  of  complement  fixation  tests  to 
differentiate  the  various  members  of  the  typhus 
gro.up  has  been  of  the  highest  theoretical  and 
practical  interest.45  The  Weil-Felix  agglutina- 
tion test,  using  the  proteus  OX- 19  and  OX-K 
organisms,  has  done  yeoman  service  these  many 
years  and  is  yet  a valuable  tool  in  diagnosis., 
However,  one  cannot  with  any  certainty  dis-i 
tinguish  between  Rocky  Mountain  spotted  fevei 
and  the  other  members  of  the  group  by  means  oi 
the  Weil-Felix  test,  and  one  can  make  no  dif-i 
ferentiation  whatsoever  between  endemic  anc 
epidemic  typhus.  In  addition,  wartime  studies 
brought  out  that  OX-K  antibodies  in  high  titer 
are  developed  practically  as  frequently  in  re- 
lapsing fever  as  in  scrub  typhus.46  Nowadays 
however,  by  complement  fixation,  Rocky  Moun 
tain  spotted  fever  can  be  clearly  differentiated 
The  serologic  distinction  can  also  be  made  be 
tween  epidemic  or  louseborne  typhus  and  murin< 
or  fleaborne  typhus,  except  among  persons  pre 
viously  immunized  against  typhus.  The  comple 
ment  fixation  test  has  given  further  proof,  if  any 
were  needed,  to  Zinsser’s  demonstration  tha : 
Brill’s  disease,  as  it  occurs  in  New  York  City, 
very  largely  represents  reactivations  of  the  feve 
occurring  in  immigrants  from  epidemic  typhu 
areas.47 

The  development  of  para-aminobenzoic  acid 
as  a therapeutic  agent  for  epidemic  typhus  wa 
one  of  the  very  considerable  accomplishments  cj 
the  last  war.48  There  is  good  evidence  that  thil 
agent  is  also  effective  against  scrub  typhus  an  j 
Rocky  Mountain  spotted  fever.49-60  Para-aminc  j 
benzoic  acid  must  be  given  in  heavy  dosage  to  bj 
effective. 

Control  of  Airborne  Infections. — In  the  case  c|| 
ultraviolet  irradiation,  wartime  studies  demorjl 
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strated  ail  effect  on  the  control  of  respiratory 
diseases  in  military  barracks,  but  recent  reports 
on  use  in  schools  only  partially  confirm  the 
original  reports  by  the  Wells.5152  The  ultimate 
value  of  glycol  vapors  and  of  dust  is  also  still  un- 
certain despite  some  very  remarkable  studies  by 
army  groups  and  others.53'54  Suffice  it  to  say  that 
these  methods  require  further  investigation  and 
evaluation  before  they  can  be  recommended  for 
routine  installation  in  schools  and  other  public 
gathering  places. 

Anthrax  and  Tularemia. — For  these  two  dis- 
eases which  occur  in  New  York  State,  there  have 
been  marked  therapeutic  advances.  Penicillin  is 
effective  in  anthrax,  and  streptomycin  appears  to 
be  specifically  curative  for  tularemia.55'56 

New  Problems.- — It  should  be  mentioned  that 
while  control  methods  have  been  developed  for 
many  of  the  older  diseases,  new  problems  have 
also  been  brought  to  light  within  the  recent  past. 
Some  of  these  diseases  are  already  in  the  process 
of  solution,  and  others  await  further  develop- 
ments for  their  control.  Among  these,  we  in- 
clude epidemic  keratoconjunctivitis.57  The  causa- 
tive agent  of  this  disease  was  filtrable.  The 
spread  was  apparently  largely  through  direct 
contact  aided  unfortunately  in  some  instances  by 
the  methods  of  ophthalmologic  examination  and 
treatment. 

Homologous  serum  jaundice  is  one  of  the  more 
important  of  the  entities  which  have  come  to 
light  during  the  recent  past.  At  the  present  time, 
it  appears  that  at  least  4 per  cent  of  all  persons 
who  receive  pooled  plasma  contract  serum 
jaundice  and  an  appreciable  number  of  these 
cases  prove  to  be  fatal.58  The  malady  also  fol- 
lows transfusion  of  fresh  blood  although  the  rela- 
tive risk  is  far  less.  It  may  prove  possible  to 
irradiate  plasma  with  ultraviolet  energy  and  so 
destroy  the  noxious  principle.  Otherwise,  it 
appears  that  plasma  must  be  abandoned  and  use 
made  only  of  the  products  of  further  fractiona- 
tion. 

Infectious  hepatitis  is  in  all  probability  a 
separate  entity  from  serum  jaundice  and  cannot 
be  considered  as  a new  disease,  since  it  has  been 
recognized  as  one  of  the  more  common  childhood 
diseases  in  this  State  for  many  years.  However, 
knowledge  of  its  method  of  spread,  through  con- 
tact, water,  and  milk,  has  been  considerably  in- 
creased duripg  the  period  we  are  considering. 
The  evidence  now  indicates  that  gamma  globulin 
is  an  effective  prophylactic  agent  for  infectious 
hepatitis.59-61 

Ornithosis  has  emerged  as  a disease  which  is 
highly  prevalent  among  some  domesticated  and 
wild  fowl.  Certain  unpublished  studies  have 
demonstrated  that  a considerable  percentage  of 
the  domestic  ducks  on  Long  Island  are  infected 


with  the  virus  of  ornithosis,  and  there  is  some 
evidence  that  a number  of  persons  who  have  close 
contact  with  ducks  contract  a pneumonia  pre- 
sumably caused  by  the  ornithotic  virus.62  Gulls 
in  the  area  are  known  to  be  heavily  infected.  The 
virus  of  ornithosis  is  very  closely  related  to  or  is  a 
substrain  of  the  virus  of  psittacosis. 

Within  the  year,  data  has  been  published  in- 
dicating that  actual  outbreaks  of  Q fever  may 
occur  in  widely  separated  areas  in  the  United 
States.  The  rickettsia  of  Q fever  are  known  to 
occur  in  ticks  on  Long  Island.63  64 

Also,  within  the  year,  the  presence  of  Colorado 
tick  fever  has  been  demonstrated  in  ticks  collected 
on  Long  Island.65 

Rickettsialpox  is  the  newest  disease  entity 
which  has  been  described  in  New  York  State.66 
The  remarkable  studies  on  this  disease  are  indeed 
a credit  to  the  staffs  of  the  New  York  City 
Health  Department  and  the  United  States  Public 
Health  Service. 

There  is  recent  evidence  that  at  least  one  of  the 
very  common  types  of  diarrhea  is  due  to  filtrable 
agents.67  68 

It  is  also  impossible  not  to  refer  to  the  work  of 
Gregg  in  Australia  who  first  pointed  out  the  fre- 
quency with  which  congenital  defects  in  the  infant 
are  associated  with  an  attack  of  German  measles 
in  the  mother  during  the  first  half  of  pregnancy.69 
The  closeness  of  the  association  in  this  country 
needs  much  further  study,  since  it  is  apparently 
not  as  great  as  described  by  Gregg.  One  is  quite 
unjustified  as  yet  in  recommending  therapeutic 
abortion  to  every  woman  who  suffers  an  attack  of 
German  measles  in  the  first  trimester  of  preg- 
nancy. The  probability  exists  that  other  virus 
diseases  in  early  pregnancy  may  damage  the 
fetus.  The  possibility  that  the  mechanism,  by 
both  infection  and  trauma,  is  one  of  interference 
with  the  fetal  circulation  at  a critical  time  in  de- 
velopment has  been  advanced  by  Ingalls  and 
Gordon.70 

Old  Problems. — Finally,  it  is  necessary  to  point 
out  some  of  the  older  problems  which  are  residual 
and  concerning  which  the  recent  accretions  of 
wisdom  have  been  sparse.  The  first  of  these  is 
rheumatic  fever.  The  cause  of  this  malady  is 
still  indeterminate.  It  has  been  noted  that  recent 
work  has  given  further  support  to  the  hypothesis 
that  control  of  hemolytic  streptococcal  infection 
would  go  far  toward  preventing  recurrences  of 
rheumatic  fever.  Mortality  from  rheumatic 
fever  has  been  steadily  declining  for  half  a cen- 
tury; whether  or  not  this  is  due  to  the  concomitant 
of  diminishing  virulence  of  streptococcal  infec- 
tions is  unknown.  Although  a basic  knowledge  of 
rheumatic  fever  is  still  to  be  acquired,  it  is  appar- 
ent that  the  application  of  our  present  incom- 
plete knowledge  in  the  form  of  organized  com- 
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munity  programs  would  be  of  help  in  preventing 
deaths  from  rheumatic  fever. 

Poliomyelitis  is  in  this  same  category.  This 
pestilence  which  appears  chiefly  to  affect  coun- 
tries which  are  most  advanced  in  their  standard  of 
living  and  state  of  sanitation  is  so  far  not  amen- 
able to  prevention.  Treatment  has  improved 
within  the  septennium  but  is  most  imperfect. 
Although  recent  studies  have  emphasized  the  pos- 
sibility of  flies  and  other  environmental  methods 
of  dissemination,  there  is  every  evidence  that 
poliomyelitis  is  spread  primarily  through  con- 
tact.71 Beyond  recommending  that  tonsillec- 
tomy be  held  in  abeyance  during  epidemic  periods 
and  warning  against  permitting  children  from  be- 
coming fatigued  or  chilled,  or  commingling  un- 
necessarily, there  is  little  practical  advice  that  we 
can  offer  to  the  public  which  may  be  expected  to 
reduce  greatly  the  incidence  of  poliomyelitis. 

Diarrhea  of  the  newborn  must  be  listed  as 
another  of  the  plagues  which  is  still  not  under  con- 
trol and  which  plays  its  part  as  an  appreciable 
contributor  toward  child  mortality. 

Salmonella  and  shigella  infections,  despite 
recent  intensive  study  and  definite  scientific 
progress  in  their  detection  and  classification,  con- 
tinue to  prove  worrisome  to  the  public  health 
officer.  They  must  be  given  definite  considera- 
tion in  future  programs  for  communicable  disease 
control. 

Conclusion 

What  then  of  the  future?  Because  of  the  con- 
tinuing intellectual  efforts  which  have  been  so 
productive  of  medical  progress,  we  continue  to 
enjoy  tremendous  declines  in  death  rates,  and  the 
control  of  communicable  diseases  contributes 
chiefly  to  the  decline.  Thus,  since  1900,  the 
over-all  death  rate  for  the  age  group  ranging  from 
birth  to  nineteen  years  of  age  has  declined  six- 
fold in  New  York  State.  In  the  five-  to  nine- 
year  age  group  in  which  communicable  disease 
takes  the  relatively  largest  toll  of  life,  the  com- 
bined death  rate  from  the  seven  most  serious  com- 
municable diseases  is  one-fortieth  as  great  today 
as  in  1900.  These  rates  of  decline  are  continuing 
at  this  moment  at  essentially  this  same  down- 
ward velocity.  These  phenomenal  reductions 
cannot,  of  course,  continue  indefinitely,  but 
merely  by  applying  our  present  knowledge  of 
communicable  diseases  more  perfectly  than  it  has 
been  in  the  past,  very  substantial  saving  of 
human  life  and  increase  of  life  expectancy  can  be 
achieved  within  the  next  few  decades. 
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ARMY  VENEREAL  DISEASE  RATE  DROPS  AS  RESULT  OF  NEW  PROGRAM 


A phenomenal  drop  in  the  incidence  of  venereal 
disease  among  American  soldiers  occurred  during 
the  past  year  according  to  the  Medical  Department 
■of  the  Army.  For  the  Army  as  a whole,  the  de- 
Icrease  amounts  to  40  per  cent  since  January,  1947. 
Among  soldiers  stationed  in  the  United  States,  the 
decrease  is  over  50  per  cent  for  the  same  period. 

Chief  among  the  factors  responsible  for  this  rapid 
decline  in  venereal  infection  is  a new  approach  on  the 
oart  of  the  Army  to  the  problems  of  curbing  the 
disease.  It  was  felt  that  the  greatest  results  could 
be  obtained  by  an  intelligent  appeal  to  the  higher 
moral  sense  of  the  individual.  With  this  in  mind, 
(he  General  Staff  established  the  Department  of 
(he  Army  Venereal  Disease  Control  Council. 


From  the  meetings  of  this  council  there  emerged 
the  well-rounded  and  integrated  program  now 
employed  by  the  Army,  based  on  moral,  spiritual, 
psychologic,  as  well  as  objective,  factors.  This 
broadened  approach  has  supplanted  prior  concepts 
which  emphasized  the  aspects  of  prevention,  with 
the  implication  that  the  individual  was  not  remiss 
as  long  as  his  illicit  sexual  relations  did  not  result  in 
infection. 

Today,  stress  on  the  moral  reasons  for  good  con- 
duct is  imparted  to  the  troops  through  group  and 
individual  education  and  conferences.  Activity 
programs  and  planned  entertainments  help  to  main- 
tain the  wholesome  interest  of  the  soldier  and  tend  to 
keep  him  off  the  streets  during  his  off-duty  periods. 


TYPHOID  FEVER  REACHING  A VANISHING  POINT  IN  UPSTATE  NEW  YORK 


Barring  unexpected  outbreaks,  it  can  be  con- 
idently  predicted  that  typhoid  fever  will  soon  be- 

Bome  a disease  of  the  past  in  upstate  New  York, 
'his  prophecy  seems  justified  from  the  fact  that 
nore  than  half  of  the  registered  typhoid  carriers  are 
>ver  60  years  of  age  and  that  far  more  carriers  die 
mnually  than  develop  as  a result  of  reported  cases  of 
,his  disease. 

The  decline  in  reported  incidence  of  typhoid  fever 
‘.ontinued  in  1947,  although  it  was  less  than  the 
15  per  cent  decline  observed  annually  for  the  past 
lecade.  With  the  knowledge  based  on  studies 
made  by  the  State  Department  of  Health  that  only 
1.9  per  cent  of  all  cases  of  typhoid  fever  become 


chronic  carriers,  it  is  probable  that  during  1947 
not  more  than  one  or  two  new  carriers  resulted 
among  the  cases  reported. 

At  the  close  of  1947,  a total  of  465  chronic  typhoid 
carriers  were  under  supervision  in  upstate  New 
York.  Nine  new  carriers  were  added  to  the  register 
and  26  removed.  Of  the  26  removed,  23  died  and 
three  wore  released  after  complying  with  the  necessary 
requirements.  Of  the  nine  new  carriers,  six  were 
discovered  through  epidemiologic  investigation  of 
sporadic  cases  of  typhoid;  two,  accidentally,  as  a 
result  of  routine  culturing;  and  one  by  means  of 
release  cultures. 
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CHEST  INJURIES 

Warriner  Woodruff,  M.D.,  Saranac  Lake 


ONE  OF  THE  by-products  of  war  is  the  op- 
portunity it  gives  to  study  a large  number 
of  injuries.  Probably  never  before  has  a medical 
service  been  so  well  organized  to  take  advantage 
of  this  material  as  our  own  armed  forces  were  in 
this  last  war.  While  the  injuries  of  civilian  prac- 
tice may  be  quite  different  from  those  seen  in 
combat,  nevertheless,  certain  underlying  prin- 
ciples, which  proved  effective  in  the  care  of  com- 
bat injuries,  hold  valid  for  civilian  injuries. 

Great  strides  were  made  in  the  field  of  thoracic 
surgery. 


follows:  restoration  of  functioning  thoracic 

cage,  maintenance  of  clear  airway,  maintenance 
of  an  adequate  volume  of  circulating  blood,  the 
relief  of  pain  with  minimum  use  of  narcotics, 
prevention  of  infection,  and  obliteration  of 
pleural  space  by  early  re-expansion  of  lung. 

We  believe  that  restoration  of  a functioning 
thoracic  cage  is  the  first  and  most  important  prin- 
ciple to  be  followed.  If  there  is  a sufficient  defect 
in  the  thoracic  cage,  so  that  respiration  cannot  be 
carried  on  efficiently,  recovery,  if  possible,  will 
be  delayed  and  uncertain. 


TABLE  1. — Thoracic  Wounds 


Author 

Location 

Number  of  Cases 

Deaths 

% 

Johnson1 

20th  General,  Burma 

308 

23 

7.4 

Shefts  and  Doud2 

Field  and  Evacuation.  Sicily 

200  (145  penetrating  and  per- 
forating; 55  thoraco-ab- 
dominal) 

18 

9.0 

Betts  and  Lees3 

Thoracic  Surgery  Team,  Anzio 

164 

Burke  and  Jacobs4 

General  Hospital,  E.T.O. 

402  penetrating  and  perforating 

3 

Less  than  3 . 0 

Harken5 

Thoracic  Center,  England 

982  (400  major  thoracotomies) 

9 

0.9 

Woodruff6 

204th  General 

328  (195  penetrating  and  per- 

i 

0.3 

forating) 


Table  1 illustrates  the  experience  of  six  differ- 
ent surgical  groups  with  major  thoracic  injuries. 
This  experience  was  gathered  in  all  theaters  and 
in  all  echelons  from  the  field  and  evacuation  hos- 
pitals just  behind  the  forward  lines,  where  work 
was  done  under  great  pressure  and  with  limited 
supplies,  back  to  the  thoracic  centers  in  the  com- 
munication zone,  where  equipment,  supplies, 
and  general  conditions  were  much  better.  As 
we  examine  these  statistics,  we  cannot  help  but 
be  impressed  with  the  comparatively  small  loss  of 
life.  These  reports  cover  2,300  thoracic  casual- 
ties with  54  deaths,  a mortality  rate  of  2.3  per 
cent.  1 do  not  believe  any  similar  series  could 
be  compiled  from  civilian  life  or  from  military 
surgery  prior  to  World  War  II.  I should  like  to 
dwell  for  a moment  on  Harken’s  statistics,  982 
cases  of  major  thoracic  injuries,  with  400  major 
thoracotomies,  including  32  instances  of  removal 
of  foreign  bodies  from  the  heart,.’  There  was 
not  a single  death  in  these  32,  and  only  9 deaths 
in  his  entire  series.  This  is  truly  amazing.  Re- 
sults like  this  cannot  be  due  to  chance  but  only 
to  sound  surgical  principles  and  sound  surgical 
technics.  It  is  these  principles  which  I shall  try 
to  present. 

I should  like  to  approach  the  problem  from 
the  aspect  of  the  goal  of  treatment  of  thoracic 
injuries.  We  feel  that  there  are  six  cardinal 
considerations,  which  we  shall  discuss  in  order  as 


Presented  at  the  141st  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  Buffalo,  Section  on  Sur- 
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The  second  point  is  maintenance  of  a clear 
airway.  In  health  we  maintain  patent  airways 
by  coughing  out  obstructing  matter.  With 
thoracic  injuries  we  have  greater  obstruction 
from  blood  or  mucus  and  are  less  able  to  clear  it 
because  of  shock  and  an  inefficient  thorax.  If  a 
patient  cannot  maintain  a clear  airway,  he  can- 
not aerate  his  remaining  lung.  The  most  im- 
portant factor  here  is  a normal  and  active  cough. 
To  have  an  effective  cough,  the  thoracic  cage  and 
diaphragm  must  be  sufficiently  stable  so  that  a 
maximum  expulsive  effort  can  be  made.  Frac- 
tured ribs,  lacerated  diaphragm,  and  pain  will 
all  decrease  the  efficiency  of  a cough.  The  chest 
must  be  stabilized  and  the  pain  relieved  when- 
ever possible.  Bronchoscopy  is  the  most  efficient 
artificial  means  of  emptying  the  tracheobronchial 
tree.  However,  a bronchoscope  is  not  always  at, 
hand,  and  it  is  difficult  to  bronchoscope  a patient, 
as  many  times  as  he  should  be  aspirated.  Tracheal 
aspiration  by  catheter,  as  described  by  Haight,7 
is  a simple  technical  maneuver,  extremely  effec- 
tive, and  useful  not  only  in  thoracic  cases  but  in 
any  patient  who  needs  tracheobronchial  aspira- 
tions (Figs.  1 and  2).  Moreover,  it  can  be  re- 
peated as  often  as  necessary. 

The  third  consideration  is  the  maintenance  of 
an  adequate  volume  of  circulating  blood.  In 
most  severe  thoracic  injuries  there  is  a primary 
element  of  shock,  even  in  the  absence  of  gross 
hemorrhage.  Blood  loss  may  be  great.  A hemo- 
thorax of  2,000  cc.  is  as  dangerous  as  an  external 
hemorrhage  of  the  same  amount.  We  feel  that 
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Fig.  1.  The  method  of  procedure.  With  the 
tongue  held  forward,  a number  16  catheter  is  passed 
through  the  nares  and  down  to  the  epiglottis.  At 
this  point,  as  the  patient  coughs  or  during  the  en- 
suing inspiration,  the  catheter  is  slipped  through  the 
wide  open  glottis.  Anesthesia  is  unnecessary  and 
should  never  be  more  than  a small  amount  of  2 per 
cent  pontocaine  for  the  nares  and  pharynx,  as  the 
violent  cough  itself  helps  to  clear  the  airways. 

it  is  sound  practice  to  bring  the  hemoglobin  con- 
tent up  to  90  per  cent  or  better  by  multiple  trans- 
fusions. 

The  relief  of  pain  is  a fourth  important 
factor  in  the  successful  handling  of  traumatic 
chests.  Repeated  intercostal  blocks  of  1 per  cent 
procaine  are  very  effective,  and  reduce  the  use  of 
narcotics  which  have  the  disadvantage  of  blunt- 
ing the  cough  reflex. 

The  prevention  of  infections  is  the  fifth  aspect  to 
be  considered.  In  taking  care  of  battle  casualties, 
we  followed  the  policy  of  prompt  and  thorough 
debridement  with  primary  closure  when  possible. 
Debridement  cannot  handle  any  infection  which 
has  been  carried  beyond  the  chest  wall.  We  began 
penicillin,  20,000  units  every  three  hours,  and  con- 
tinued it  until  the  pleural  space  was  obliterated. 
In  addition,  we  instilled  25,000  units  at  each 
thoracentesis.  Most  patients  had  received  sulfa- 
diazine  after  injury,  which  we  continued  onl> 
where  penicillin  was  not  effective.  Antibiotics 
and  chemotherapy  are  not  substitutes  for  ade- 
quate surgery  and  debridement.  It  is  not  always 
possible,  however,  to  debride  completely  and 
close  the  chest. 

The  prompt  obliteration  of  the  pleural  space  is 
the  sixth  consideration.  The  longer  it  is  delayed, 
the  more  difficult  it  becomes  and  the  greater  the 
danger  of  empyema.  The  pleura,  which  is  thin 
and  elastic  at  first,  soon  becomes  covered  by  a 


Fig.  2.  The  distance  that  an  ordinary  catheter 
will  reach.  It  will  extend  well  down  into  both 
main  bronchi,  and  by  rotating  the  catheter  and 
neck  it  is  possible  to  clear  both  sides. 

fibrinous  film  which  rapidly  becomes  a fibrous 
layer  with  loss  of  elasticity.  Then,  even 
though  the  space  may  be  obliterated,  respiratory 
excursions  of  the  lung  are  markedly  impaired. 

So  much  for  general  principles  underlying 
therapy. 

We  have  divided  thoracic  injuries  into  the  fol- 
lowing various  types:  injuries  of  the  thoracic 
cage  without  pleurocutaneous  fistula ; penetrating 
and  perforating  wounds  of  the  chest;  hemothorax 
and  tension  pneumothorax;  injuries  to  intra- 
thoracic  viscera — the  lungs,  the  heart,  pericar- 
dium, and  great  vessels,  and  the  esophagus; 
thoraco-abdominal  injuries,  and  thoracic  injur- 
ies involving  the  spinal  cord. 

Injuries  of  the  Thoracic  Cage  without  Pleuro- 
cutaneous Fistula. — These  are  usually  the  least 
severe  injuries  in  any  series.  The  most  common 
injury  of  this  type  consists  of  fractured  ribs  with 
or  without  loss  of  substance.  The  minor  frac- 
tures cause  little  disability,  although  they  are 
painful.  One  of  the  most  effective  ways  of  treat- 
ing them  is  by  blocking  the  intercostal  nerve 
and  strapping  the  ^hest.  If  there  are  multiple 
fractures  with  displacement,  wiring  of  the  rib 
ends  will  stabilize  the  chest.  In  extensive  crush- 
ing injuries  of  the  chest,  traction  on  the  sternum 
either  by  rubber  bands  or  by  means  of  weights 
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and  a pulley  from  a Balkan  frame  may  give 
dramatic  relief. 

In  any  caved-in  chest,  it  must  be  remembered 
that  great  damage  can  be  done  to  the  thoracic 
viscera  without  any  open  wound.  Beck  has 
called  attention  to  the  hazards  in  treating  a chest 
crushed  against  the  steering  wheel  of  a car.8  In- 
stances have  been  reported  where  the  heart  has 
received  a fatal  injury  from -this  type  of  accident 
although  the  extent  of  the  damage  has  not  been 
apparent  until  death  suddenly  occurred  two  or 
three  weeks  later.  Any  patient  who  has  sustained 
a crushing  injury  of  the  chest  and  has  cardiac 
symptoms  warrants  very  careful  observation  and 
limitation  of  exertion  until  scar  tissue  has  had 
a chance  to  form. 

Penetating  and  Perforating  Wounds. — By  defi- 
nition, a penetrating  wound  is  one  caused  by  a 
foreign  body  entering  the  chest;  a perforating 
wound  is  one  in  which  the  foreign  body  has 
traversed  the  chest.  The  most  frequent  causes 
of  the  former  were  bits  of  high  explosive  shell, 
and  of  the  latter,  rifle  and  machine  gun  bullets. 
A penetrating  wound,  unless  inflicted  by  a knife 
or  similar  instrument,  means  that  there  has  to  be 
a foreign  object  still  within  the  body.  With  a 
perforating  wound  there  should  be  no  remaining 
foreign  body  unless  the  bullet  has  shattered  or 
unless  bone  or  clothing  has  been  taken  into  the 
chest.  The  lung  has  great  ability  to  scar  in  and 
heal. 

Two  complications  of  this  type  of  injury  are 
pleurocutaneous  fistula  and  retained  foreign 
body.  Any  pleurocutaneous  fistula  should  be 
occluded  as  soon  as  possible.  A simple  sterile 
dressing  is  sufficient  in  most  instances.  We  re- 
ceived one  marine  from  Iwo  Jima  with  a large 
sucking  wound  of  the  anterior  chest  wall  which  a 
Navy  corpsman  had  effectively  closed  with  two 
safety  pins.  Any  temporary  method  of  closing 
a sucking  wound  should  be  used  until  the  patient 
is  out  of  shock,  and  at  that  time  it  is  still  early 
enough  to  do  a debridement  and  primary  closure. 
I think  this  has  a direct  bearing  on  civilian  chest 
casualties,  when  we  may  see  a patient  in  the 
accident  ward  within  half  an  hour  of  the  time  of 
injury. 

We  removed  approximately  one  third  of  our 
intrathoracic  foreign  bodies.  It  is  difficult  to 
make  a rule  concerning  removal.  The  question 
of  removal  in  each  instance  was  decided  upon  its 
own  merits,  based  upon  the  size  and  shape  of  the 
object,  its  location,  and  the  amount  of  disturb- 
ance it  was  causing.  Figure  3 illustrates  how  little 
disturbance  may  be  caused  by  a retained  frag- 
ment. In  general,  we  removed  no  foreign  body 
smaller  than  1 or  2 cm.  unless  there  was  a par- 
ticular reason  for  doing  so.  In  certain  instances, 
when  a lung  was  decorticated  or  an  empyema 


drained,  we  removed  a foreign  body  which  other- 
wise would  have  been  left  alone. 

Hemothorax  and  Tension  Pneumothorax. — 
Approximately  90  per  cent  of  those  cases  judged 
to  have  visceral  damage  had  clinically  demon- 
strable hemothorax  at  the  time  we  saw  them. 
War  experience  has  changed  the  treatment  of 
hemothorax.  In  the  past  there  were  certain 
fallacies  connected  with  hemothorax.  That  blood 
in  the  chest  seldom  clots,  that  a hemothorax 
should  be  left  alone  and  it  would  absorb,  that  as- 
piration of  a hemothorax  might  cause  more 
bleeding  from  an  injured  lung,  that  if  a hemo- 
thorax were  aspirated,  the  blood  should  be  re- 
placed by  air  so  as  to  keep  the  lung  collapsed 
during  healing,  all  of  these  premises  have  been 
proved  erroneous.  We  would  suggest  that, 
within  the  first  twenty-four  hours,  a hemothorax 
should  be  aspirated  only  for  the  relief  of  dyspnea 
and  to  restore  the  mediastinum  to  the  midline. 
Soon  afterwards,  it  should  be  removed  as  com- 
pletely as  possible  by  repeated  daily  aspirations 
without  air  replacement. 

It  is  not  always  possible  to  aspirate  an  un- 
clotted hemothorax.  Conversely,  it  is  sometimes 
possible  to  aspirate  several  hundred  cubic  centi- 
meters of  serum  from  a clotted  hemothorax.  It 
is  also  possible  to  have  an  infected  clotted  hemo- 
thorax and  yet  aspirate  sterile  serum  from  an- 
other loculation.  It  is  important  to  know 
whether  a hemothorax  has  clotted.  One  simple 
test,  which  helps,  is  to  observe  whether  the  as- 
pirated fluid  clots  after  removal.  If  it  does  not, 
then  it  is  fair  to  assume  that  the  blood  has  already 
clotted  in  the  chest,  and  we  are  simply  aspirating 
serum.  Once  it  is  determined  that  we  have  a 
clotted  sterile  hemothorax,  further  treatment 
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Fig.  3.  This  is  the  largest  fragment  which  we 
removed.  It  was  21/2  inches  in  its  greatest  diameter 
and  weighed  43  Gm.  We  first  saw  this  officer 
twenty-three  days  following  injury.  The  wound 
had  been  debrided  and  closed  in  a field  hospital, 
and  the  patient  had  been  on  a transport  in  the 
Pacific  for  two  weeks.  On  arrival  the  lung  was  fully 
expanded,  the  patient  had  never  had  a thoracentesis, 
and  his  condition  was  excellent.  It  was  removed 
because  of  its  size  and  not  because  there  were 
symptoms. 
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Fig.  4.  Hemothorax,  right  base,  day  following 
stabbing  with  a pocket  knife. 

depends  upon  its  extent  and  progress  as  checked 
by  serial  roentgenograms.  Some  will  absorb 
rather  promptly  and  the  pleural  shadow  almost 
completely  clear  within  one  or  two  weeks.  If 
this  does  not  occur,  then  at  the  end  of  three  or 
four  weeks  thoracotomy  should  be  performed,  the 
clotted  blood  manually  removed,  and  the  lung 
decorticated.  At  this  stage,  it  is  a relatively 
simple  technical  procedure,  since  the  fibrinous 
covering  has  become  sufficiently  tough  so  that  it 
may  be  peeled  from  the  lung,  leaving  an  intact 
pleura  behind.  By  the  end  of  five  or  six  weeks 
there  is  a definite  attachment  of  the  plaque  to 
the  pleura  with  fibroblasts  and  capillaries,  and 
decortication  is  more  difficult  and  frequently  will 
take  the  visceral  pleura  with  it.  Figures  4-9 
graphically  illustrate  the  problem  of  patient  J.  S. 
He  was  stabbed  with  a small  knife  and  did  not  know 
that  he  had  been  injured  until  he  found  blood  on 
his  clothing.  He  was  admitted  to  the  Veterans 
Hospital  at  Sunmount  on  December  7,  1946, 
(Fig.  4),  and  the  small  amount  of  hemothorax 
present  is  evident.  Four  days  later  this  shadow 
had  practically  disappeared  (Fig.  5).  A week 
later  he  had  a very  dense  shadow  which  proved 
to  be  a hemothorax.  This  could  only  have  been 
due  to  further  bleeding,  probably  from  an  inter- 
costal vessel,  subsequent  to  December  12,  1946. 
Repeated  aspirations  recovered  negligible 
amounts  of  fluid,  all  of  which  were  sterile.  Pro- 
gressive films  through  January  13  failed  to  show 
clearing  (Figs.  6 to  8).  Accordingly,  the  lung 
was  decorticated  on  January  22,  1947.  The  last 
film  shows  the  lung  23  days  after  the  decortica- 
tion (Fig. '9).  There  is  still  a small  pneumothorax 


Fig.  5.  Hemothorax  completely  cleared  in  four 
days. 


pocket  at  the  apex.  This  patient  has  since  been 
discharged  and  returned  to  work. 

TABLE  2. — Results  of  Respiratory  Studies.  Pre-  and 
Postdecortication  (J.  S.) 


5 Days  35  Days 

Preoperative  Postoperative 


Maximum  breathing  capac- 
ity. L. 

Total  lung  volume.  L. 

68 

2. 

.45 

112 

3 

.51 

Differential  Lung  Function 

Right 

Left 

Right 

Left 

Minute  volume.  % 

30 

70 

36 

64 

O2  consumption,  % 

15 

85 

33 

67 

CO2  output,  % 

20 

80 

34 

66 

Vital  capacity,  % 

11 

89 

30 

70 

J.S. 
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R.  Eleven  days  later,  massive  hemothorax 
from  secondary  hemorrhage. 
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Table  2 shows  the  result  of  respiratory  studies 
by  Dr.  George  Wright,  Trudeau  Laboratory, 
before  and  after  decortication.  Before  decorti- 
cation, the  maximum  amount  this  patient  was 
able  to  breathe  in  one  minute  was  68  L.  On 
February  26,  thirty-five  days  after  decortication, 
the  maximum  breathing  capacity  had  increased 
to  1 12  L.,  an  increase  of  64  per  cent.  Similarly, 
bis  total  lung  volume  had  increased  from  2.45  L. 
to  3.51  L.  Bronchospirometric  studies  show 
that  before  decortication,  the  right  lung  was  ac- 
counting for  15  per  cent  of  the  oxygen  exchange 


Fig.  8.  Twenty-five  days  after  secondary  hemor- 
rhage with  no  absorption. 


and  the  left  lung  85  per  cent.  After  decortica- 
tion the  right  lung  accounted  for  33  per  cent,  the 
left  67  per  cent.  We  hope  to  have  further  studies 
on  this  man  at  a later  date  and  expect  to  find  that 
within  a period  of  months  the  function  on  the 
two  sides  will  be  approximately  equal.  Without 
decortication  we  have  reason  to  believe  he  would 
have  developed  a fibrothorax  with  marked  limi- 
tation of  function. 

Tension  Pneumothorax. — This  condition  re- 
sults from  a bronchopleural  fistula.  Many  of 
these  lesions  will  close  spontaneously,  and,  in 
the  meantime,  an  intercostal  drainage  tube  with 
water  seal  will  tide  them  over.  However,  in  the 
presence  of  a great  deal  of  blood,  it  may  be  neces- 
sary to  resect  a rib,  put  in  a large  tube,  close  the 
wound  tightly  around  the  tube,  and  then  attach 
it  to  a water  seal. 

Injuries  to  I ntratkoracic  Viscera. — We  did  not 
have  to  resect  a single  lobe,  but  occasionally  at 
thoracotomy  we.  would  remove  a bit  of  badly 
shredded  or  necrotic  lung.  Most  injuries  healed 
promptly  and  with  a minimum  of  scarring.  The 
main  problem  was  to  obtain  re-expansion  as  soon 
as  possible.  The  removal  of  foreign  bodies  was 
very  seldom  a serious  problem.  If  decortication 
was  necessary,  we  decorticated  the  lung  first 
and  then,  with  a soft  lung  beneath  our  fingers, 
were  able  to  palpate  the  foreign  body  and  remove 
it  by  the  most  direct  approach  rather  than 
through  its  wound  of  entrance. 

There  were  comparatively  few  wounds  of  the 
heart  that  reached  our  hospital.  We  had  three, 
one  of  which  furnished  our  only  death,  this  pa- 
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he  had  already  survived  one  embolus  and  had  an 
empyema  on  the  right,  a hydrothorax  on  the  left, 
and  a shell  fragment  embedded  in  the  wall  of 
the  right  ventricle.  He  suffered  a second  and 
fatal  embolism  before  he  could  be  conditioned 
for  removal  of  the  fragment.  Dr.  Harken  re- 
moved 32  foreign  bodies  from  the  various  cham- 
bers of  the  heart  without  a single  fatality.  In 
civilian  life,  stab  wounds  of  the  heart  are  some- 
times amenable  to  treatment.  They  frequently 
bleed  into  the  pericardium,  producing  tam- 
ponade. This  is  a real  emergency  and  must  be 
relieved  within  a few  minutes.  Cardiac  tam- 
ponade should  be  thought  of  whenever  there  is 
a wound  which  conceivably  might  have  involved 
the  heart.9  The  patient  may  be  in  considerable 
shock  and  very  restless,  but  the  diagnosis  is  based 
on  three  things:  (1)  a falling  arterial  pressure, 
(2)  a rising  venous  pressure  with  distended  neck 
veins,  and  (3)  marked  diminution  in  the  heart 
sounds.  Fluoroscopy  or  x-ray  will  show  an  en- 
largement of  the  pericardium  little  changed  by 
the  heart  beat.  With  a large  aspirating  needle 
the  pericardium  should  be  aspirated,  through  the 
left  costoxiphoid  route,  which  should  give  im- 
mediate relief.  If  tamponade  recurs,  aspirations 
should  be  done  again  and  preparations  made  to 
open  the  pericardium  as  quickly  as  possible,  usu- 
ally by  sectioning  the  fourth,  fifth,  and  sixth 
costal  cartilages  at  the  left  of  the  sternum.  The 
wound  in  the  myocardium  may  be  closed  by  fine 
interrupted  sutures. 

I have  had  no  personal  experience  with  treat- 
ing traumatic  esophageal  injuries,  but  I believe 
it  would  be  logical  to  expose  the  esophagus 
through  a left  posterior  incision  and  attempt  to 
repair  it. 

Thoraco-abdoniinal  Injuries. — In  any  series  of 
thoracic  injuries,  the  greatest  mortality  occurs 
in  this  group.  The  question  of  whether  to  explore 
the  thorax  or  the  abdomen  first  has  to  be  decided 
in  each  case  on  its  own  merits.  In  general,  the 


best  reported  results  are  those  in  which  it  was 
possible  to  make  the  repair  through  a thoracot- 
omy. The  abdomen  may  be  explored,  if  neces- 
sary, either  through  an  enlargement  of  the  orig- 
inal incision  or  through  a separate  one.  In 
liver  injuries,  we  had  better  luck  by  going  in 
from  above,  repairing  the  damage  to  the  liver, 
then,  through  a separate  incision  below  the 
twelfth  rib,  passing  a Penrose  drain  up  from 
below,  extraperitoneally.  The  diaphragm  was 
sutured  from  above  and  the  thoracic  cavity 
drained.  Others  disagree  with  this  and  feel  that 
liver  wounds  should  be  drained  through  the 
thorax.  Some  of  our  most  troublesome  problems 
were  those  which  had  been  treated  this  way  pre- 
viously. 

Thoracic  Injuries  Involving  the  Spinal  Cord. — 
These  were  the  most  distressing  group  which  we 
saw.  Weight  loss  was  excessive.  In  those  that 
came  tinder  our  care  we  treated  the  thoracic 
wounds  just  as  though  there  were  no  cord  involve- 
ment and  passed  on  the  care  of  the  cord  to  the 
neurosurgeons. 

Summary 

This  has  been  a very  rapid  summary  of  the 
problem  of  chest  injuries.  Many  things  have 
been  omitted,  but  I have  attempted  to  outline 
the  principles,  rather  than  give  specific  treatment 
for  any  particular  cases. 

8 Church  Street 
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The  general  oral  and  pathology  examinations 
(Part  II)  for  all  candidates  to  the  American  Hoard 
of  Obstetrics  and  Gynecology  will  be  conducted  at 
Washington,  D.C.,  bv  the  entire  Board  from  Sun- 
day, May  16,  through  Saturday,  May  22,  1948. 
The  Shoreham  Hotel  in  Washington  will  be  the 
headquarters  for  the  Board.  Formal  notice  of  the 
exact  time  of  each  candidate’s  examination  will  be 


sent  him  several  weeks  in  advance  of  the  examina- 
tion dates.  Hotel  reservations  may  be  made  bv 
writing  direct  to  the  Shoreham. 

Applications  are  now  being  received  for  the  1 941* 
examinations.  For  furt  her  information  and  applica- 
ion  blanks,  address:  Paul  Titus,  M.D.,  secretary, 

1015  Highland  Building,  Pittsburgh  6,  Pennsyl- 
vania. 


A DIAGNOSTIC  SIGN  FOR  ANTERIOR  TIBIAL  VEIN  THROMBOSIS 

Preliminary  Report 

Randolph  Rosenthal,  M.D.,  New  York  City 
( From  the  Medical  Department  of  the  Bronx  Hospital) 


THE  problem  of  venous  thrombosis,  despite 
recent  advances  in  anticoagulant  therapy 
and  surgical  therapy,  continues  to  confront  us 
unsolved.1-6  Much  too  often,  pulmonary  embo- 
lism, the  dread  consequence  of  unrecognized 
venous  thrombosis,  is  the  first  herald  of  its  appear- 
ance.7 Too  often  pulmonary  embolism  is  a fatal 
diagnostic  sign  of  venous  thrombosis.  The  search 
for  improved  methods  of  diagnosis  which  will  lead 
to  the  prevention  of  pulmonary  embolism  is  the 
only  real  hope  for  solution  of  this  problem. 

In  an  endeavor  to  approach  the  problem  from 
the  standpoint  of  prevention  by  pre-embolic 
diagnosis,  a diagnostic  sign  for  anterior  tibial 
vein  thrombosis  is  presented.  The  possibilities 
of  involvement  of  the  deep  veins  of  the  anterior 
muscles  of  the  leg  heretofore  have  not  been  con- 
sidered seriously  or  adequately  explored  as  the 
site  of  origin  of  many  of  the  cases  of  silent  phlebo- 
thrombosis.  The  author  believes  that  this  diag- 
nostic sign  will  enable  the  clinician  to  disclose  its 
presence  although  symptom-free  or  silent.  This 
sign  requires  no  instruments  and  is  applicable  at 
the  bedside. 

The  diagnostic  sign  consists  simply  of  passively 
extending  the  foot  45  degrees  or  less,  depending  on 
the  maximum  painless  mobility  of  the  ankle  joint 
and,  if  this  elicits  no  pain  in  the  patient,  plantar 
flexing  the  toes  while  the  foot  is  held  in  extension  by 
the  examiner’s  hand.  At  present  the  author’s 
practice  is  to  combine  these  two  movements  into 
one,  as  illustrated  in  Fig.  1,  by  grasping  the  toes, 
flexing  them  in  a plantar  direction,  and  auto- 
matically extending  the  foot  up  to  45  degrees  or 
less  at  the  same  time. 

The  sign  is  positive  and  reveals  evidence  of 
thrombosis  of  the  anterior  tibial  vein  if  the  ma- 
neuver elicits  pain  anywhere  just  lateral  to  the 
anterior  crest  of  the  tibia,  but  especially  at  a 
point  three  inches  above  the  distal  end  of  the 
tibia,  where  the  position  of  the  anterior  tibial  vein 
is  most  superficial  in  its  course.  It  is  at  this 
point  that  foot  extension  produces  maximum 
compression  of  the  anterior  tibial  vein.  This  pain 
can  be  elicited  repeatedly  so  long  as  thrombosis  of 
the  anterior  tibial  vein  persists,  although  the  con- 
dition otherwise  is  symptom-free.  The  author 
shall  henceforth  refer  to  this  sign  as  the  “foot  ex- 
tension” sign. 

Experimental  Study. — In  order  to  test  the 
mechanics  of  the  foot  extension  sign,  the  author 


devised,  with  the  help  of  others,  “artificial  vein” 
segments  connected  with  specially  devised  gages. 
The  “artificial  vein”  was  inserted  in  the  place  of 
the  collapsed  anterior  tibial  veins  of  a leg  of  a 
cadaver,  and  the  foot  extension  test  was  tried  in 
order  to  determine  pressure  produced  on  these 
vein  segments  (Fig.  2). 

This  “artificial  vein”  segment,  filled  with 
water  and  attached  to  the  gage,  was  inserted  in 
the  position  of  the  collapsed  anterior  tibial  vein, 
at  a point  just  proximal  to  the  site  where  the 
extensor  hallucis  longus  and  the  tibialis  anticus 
muscles  cross  the  anterior  crest  of  the  tibia, 
approximately  three  inches  above  the  ankle.  The 
application  of  the  foot  extension  test  produced 
pressure  which  forced  the  liquid  up  into  the  tuber- 
culin syringe  gage.  Three  readings  obtained 
were  28,  18,  and  8.  The  variations  in  the  read- 
ings were  due  to  the  fact  that  the  cadaver  muscles 
did  not  completely  return  to  position,  and,  after 
the  third  test,  further  tests  could  not  be  carried 
out.  When  the  vein  segment  was  artificially 
compressed  so  as  to  expel  all  the  water  filling  the 
segment,  the  maximum  reading  was  30.  This 
would  indicate  that  the  foot  extension  maneuver 
resulted  in  compression  of  the  artificial  vein  wall 
to  the  extent  of  obliterating  14/i6  of  its  lumen.  It 
would  be  expected  that  such  pressure  on  a throm- 
bosed vein  would  certainly  be  sufficient  to  cause 
pain. 


Fig.  1. 
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Fig.  2.  A piece  of  gutta-percha  tubing  26/s  inches 
long  and  1/8  inch  in  diameter  is  tied  at  the  ends  with 
silk  thread.  In  the  center  there  is  a narrow  solid 
block  of  rubber  vulcanized  to  the  surface  of  the  tube. 
It  is  just  wide  enough  to  seal  the  bevelled  tip  of  the 
17-gage  hypodermic  needle  completely.  This  per- 
mits the  tip  of  the  needle  to  pierce  the  tubing  with 
no  leakage  and  prevents  the  piercing  of  the  opposite 
side  of  the  tubing  during  compression.  Compres- 
sion of  the  tubing  filled  with  water  forces  the  liquid 
through  the  needle  opening  and  up  into  the  tuber- 
culin syringe  gage.  Readings  on  the  syringe  gage 
are  made  from  the  side  calibrated  into  one  hundred 
divisions. 

Case  Reports 

Case  1. — G.  K.,  a 42-vear-old  white  woman, 
was  admitted  to  the  hospital  because  of  pain  in 
the  left  chest  and  hemoptysis.  She  had  a sig- 
nificant past  history  of  rheumatic  heart  disease, 


first  discovered  during  her  first  pregnancy,  and 
for  which  she  was  aborted  legally  when  gravid 
the  second  time.  During  five  years  prior  to  her 
present  illness,  she  was  listed  on  the  records  of  the 
writer  as  a class  one-B  cardiac,  with  mitral  insuffi- 
ciency and  mitral  stenosis  with  regular  sinus  rhythm, 
symptom-free,  having  no  difficulty  in  reaching  a 
third  floor  walk-up  apartment. 

During  February,  1946,  the  patient  developed 
chills  and  fever  which  proved  to  be  subacute  bac- 
terial endocarditis  when  two  positive  Streptococcus 
viridans  blood  cultures  were  obtained.  Cardiac 
examination  at  this  time  revealed,  in  addition  to 
mitral  insufficiency  and  mitral  stenosis,  aortic 
insufficiency.  The  heart  rate  was  regular  with  a 
tachycardia  consistent  with  elevation  of  the  tempera- 
ture. During  six  w’eeks  that  followed  the  establish- 
ment of  confirmed  positive  S.  viridans  blood  cul- 
tures, the  patient  received  a total  of  79,000,000  units 
of  penicillin  with  the  maximum  twenty-four-hour 
dose  never  exceeding  2.4  million  units.  After  peni- 
cillin therapy  was  instituted,  blood  cultures  were 
repeatedly  found  to  be  negative.  On  April  22,  1946, 
the  patient  was  discharged  as  “cured.” 

At  this  time,  the  patient's  cardiac  state  was 
changed  as  follows:  The  murmur  of  aortic  insuffi- 
ciency was  more  marked,  and  the  circulatory  dy- 
namics of  this  murmur  such  as  pistol-shot  brachials, 
corrigan  pulse,  and  high  pulse  pressure,  not  pre- 
viously noted,  were  now  unequivocably  present. 
In  addition  to  these  signs,  it  was  found  that  the 
pulsations  of  the  anterior  tibial  artery  were  trans- 
mitted to  the  examining  finger  just  above  the  site 
where  the  extensor  hallucis  longus  muscle  crosses  the 
anterior  crest  of  the  tibia  and  just  lateral  to  this 
edge  about  three  inches  above  the  ankle  joint.  It  is 
noteworthy,  incidentally,  that  a palpable  anterior 
tibial  artery,  to  the  knowledge  of  the  writer,  has 
never  before  been  described  as  a finding  associated 
with  aortic  insufficiency. 

This  patient’s  cardiac  reserve  diminished  pro- 
gressively following  discharge  until,  after  spending 
a summer  at  the  beach,  she  returned  in  a state  of 
chronic  congestive  failure,  requiring  digitalis  and 
mercuhydrin  at  bed  rest.  In  September,  1946,  the 
patient  developed  a left  posterior  tibial  artery 
occlusion  due  to  embolism.  The  effects  of  the 
embolism  were  weathered,  with  the  establishment  of 
adequate  collateral  circulation  following  the  use  of  a 
thermo-electrically  controlled  heat  cradle,  papaverine, 
and  other  adjuvant  drugs  as  indicated.  On  October 
15,  1946,  the  patient  was  seized  suddenly  with  pain 
on  the  left  side  of  the  chest  and  developed  hemopty- 
sis. On  examination,  it  was  decided  clinically,  and 
later  confirmed  by  chest  x-ray  at  the  Bronx  Hospital, 
that  the  patient  had  had  a pulmonary  embolism, 
probably  from  a bland  thrombus  in  the  deep  leg 
veins.  The  heart  was  not.  incriminated  because  the 
heart  rate  was  regular  and  because  there  were  no 
signs  indicating  pathology  in  the  right  heart  for  the 
development  of  thrombi.  The  usual  examination 
failed  to  reveal  any  evidence  of  deep  vein  involve- 
ment of  the  lower  extremities.  Silent  phlebothrom- 
bosis  was  diagnosed,  and  the  patient  was  placed  on 
dicumarol  therapy.  The  necessity  for  oxygen 
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therapy  and  daily  prothrombin  determinations  led 
to  the  patient’s  readmission  to  the  Bronx  Hospital 
on  October  18,  1946. 

While  the  patient  was  at  the  hospital,  the  author 
examined  the  extremities  at  least  twice  a day.  Dur- 
ing one  of  these  examinat  ions,  it  occurred  to  him  that 
tensing  the  anterior  leg  muscles  would  bring  pressure 
on  the  anterior  tibial  veins  and  on  other  deep  veins 
imbedded  in  the  anterior  muscle  mass.  He  there- 
upon extended  the  foot  as  far  as  it  would  go  without 
causing  pain  in  the  ankle  joint  and  plantar  flexed 
the  toes  as  indicated  in  Fig.  1 . This  latter  maneuver 
had  the  effect  of  still  further  tensing  the  anterior 
muscle  group,  with  the  large  toe  serving  to  tense  the 
extensor  hallucis  longus.  The  patient  winced  with 
pain  which  she  described  as  being  at  a point  just 
lateral  to  the  anterior  crest  of  the  tibia  and  just 
proximal  to  the  upper  edge  of  the  tibialis  anterior 
muscle  as  it  crossed  the  anterior  crest  of  the  tibia. 
This  procedure  had  the  effect  of  markedly  compres- 
sing the  anterior  veins  at  this  point  as  demonstrated 
by  the  special  study  previously  described.  When 
the  examiner  released  the  foot  and  put  light  pressure 
over  this  site,  marked  tenderness  was  elicited,  and 
the  pulsations  of  the  anterior  tibial  artery  were  felt  . 
This  ruled  out  the  possibility  of  embolization  to  the 
anterior  tibial  artery  as  an  explanation  for  the  pain 
elicited  by  the  foot  extension  test.  This  pain  could 
be  elicited  for  several  days  by  the  foot  extension  test 
along  with  tenderness  over  the  site  produced  by 
direct  gentle  downward  pressure.  When  the  test 
was  no  longer  positive,  the  tenderness  from  direct 
pressure  vanished.  Throughout  this  period,  the 
calf  muscles  bilaterally  were  negative  on  examina- 
tion, and  Homan’s  sign  failed  to  elicit  evidence  of 
involvement  of  the  deep  veins  of  the  calf  muscles. 

The  patient  continued  on  dicumarol  for  three 
weeks.  When  all  evidence  of  tenderness  in  the 
anterior  muscles  of  the  right  leg  disappeared,  and 
the  patient’s  symptoms  such  as  fever,  tachycardia, 
pain  in  the  chest,  and  hemoptysis  subsided,  dieu- 
marol  was  discontinued.  The  patient  was  dis- 
charged a week  later  wdien  no  additional  evidence  of 
bland  venous  thrombosis  developed.  No  further 
episodes  of  pulmonary  embolism  occurred  from  the 
time  the  patient  left  the  hospital  until  the  time  of 
her  death  from  congestive  heart  failure  six  wreeks 
later  at  her  home.  Efforts  to  obtain  a postmortem 
examination  w'ere  unavailing. 

Summary  of  Laboratory  Data  During  Last  Hos- 
pital Stay. — An  x-ray  of  the  chest  on  November  16, 
1946,  showed  irregular,  patchy,  increased  densities 
at  the  right  base,  representing  small  infarctions. 
The  appearance  of  cardiac  shadow’  was  com- 
patible with  combined  mitral  and  aortic  disease. 
The  electrocardiogram  on  November  12  showed  no 
evidence  of  myocardial  damage.  Prothrombin 
levels  daily  from  October  19  to  November  13  varied 
usually  between  30  and  50  per  cent.  Two  blood 
cultures  were  sterile. 

On  October  19,  the  blood  chemistry  tests  showed 
glucose,  76;  urea  nitrogen,  16.3;  nonprotein  nitro- 
gen, 40.  On  October  31,  the  total  protein  W'as  6.0 
(!m.  per  cent;  the  albumin  was  3.25  Gm.  per  cent  ; 
globulin  was  2.75  Gm.  per  cent.  In  the  urinalyses, 


the  three  specimens  varied  in  specific  gravity  from 
1.005  to  1.014  and  were  negative  except  for  a trace  ol 
albumin.  The  blood  counts  on  October  19  showed: 
hemoglobin,  88  per  cent;  red  blood  count,  4,520,000: 
white  blood  count,  13,000,  with  83  per  cent  polymor- 
phonuclears,  3 per  cent  band  forms,  2 per  cent 
eosinophils,  2 per  cent  monocytes,  and  10  per  cent 
lymphocytes;  on  October  28,  the  count  showed 
hemoglobin,  80  per  cent;  red  blood  count,  4,500,000; 
white  blood  count,  7,700;  polymorphonuclear 
leukocytes,  67  per  cent;  1 per  cent  band  forms; 
2 per  cent  monocytes,  and  lymphocytes,  32  per  cent. 

Case  2. — L.  S.,  a 35-year-old  white  man,  a physi- 
cian, complained  of  “phlebitis”  first  noticed  when, 
after  entering  his  car,  he  pushed  out  his  clutch  for 
the  first  time  in  the  morning.  The  pain  in  the  leg 
became  worse,  and  the  physician  presented  himself 
for  examination.  Examination  revealed  a negative 
Homan’s  and  a positive  foot  extension  test.  At  the 
site  of  pain  elicited  bv  extending  the  foot  45  degrees 
and  then  plantar  flexing  the  toes,  an  area  of  warmth 
and  exquisite  tenderness  and  slight  swelling  was  felt. 
There  was  no  evidence  of  rubor.  A diagnosis  of 
thrombophlebitis  involving  the  anterior  tibial  veins 
w'as  made.  Despite  the  presence  of  tenderness  in 
the  calf  muscles,  the  Homan’s  sign  was  negative. 

When  pain  in  the  leg  was  present  on  awakening 
the  following  morning,  the  physician  decided  to  treat 
his  leg  by  rest,  elevation,  and  sedatives.  By  the 
fourth  day,  signs  and  symptoms  subsided  sufficiently 
to  permit  the  physician  to  resume  his  practice.  All 
signs  and  symptoms  completely  subsided  by  the 
seventh  day. 

One  must  conclude  in  this  case  that  whether  or  not 
thrombophlebit  is  w’as  present  in  the  veins  of  the  calf 
muscles,  definite  clinical  signs  pointed  to  its  presence 
in  the  anterior  tibial  veins.  Indeed,  it  would  not  be 
unusual  to  expect  thrombophlebitis  to  involve  both 
anterior  and  posterior  tibial  veins.  The  w’riter  sus- 
pects that  this  occurrence  is  not  rare  but  is  rarely 
recognized. 

Controls 

The  author  selected  fifteen  controls,  three  of 
which  were  cases  of  aortic  insufficiency.  The 
three  cases  of  aortic  insufficiency  with  evidence  of 
palpable  anterior  tibial  arteries  failed  to  respond 
to  the  foot  extension  test,  thus  ruling  out  the 
possibilities  that  the  dynamics  of  aortic  insuffi- 
ciency produced  expansile  changes  in  the  anterior 
tibial  artery  which  would  give  a false  positive  foot 
extension  test.  All  the  controls  are  summarized 
in  Table  1.  All  responded  negatively  to  the 
foot  extension  test. 

Discussion 

The  writer  considers  the  omission  of  a search 
for  thrombosis  of  the  veins  of  anterior  leg  muscles 
unfortunate.  Holden,  discussing  the  treatment 
of  deep  venous  thrombosis,  reveals  that  in  his 
series  of  cases  16  out  of  31  had  pulmonary  in- 
farcts before  the  diagnosis  was  made.7  This 
high  percentage  of  errors  is  not  unusual.  Could 
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TABLE  1 


Bilateral  Foot 

Bilateral 

Name 

Sex 

Age 

Occupation 

Condition 

Extension  Sign 

Homan’s  Sign 

L.  A. 

F 

56 

Housewife 

Normal 

Negative 

Negative 

P.  R. 

M 

57 

Cutter 

Arteriosclerosis  obliterans 

Negative 

Negative 

A.  D. 

M 

36 

Engineer 

Normal 

Negative 

Negative 

M.  D. 

F 

29 

Housewife 

Left  ovarian  cyst 

Negative 

Negative 

H.  R. 

F 

32 

Housewife 

Normal 

Negative 

Negative 

E.  M. 

F 

29 

Housewife 

Normal 

Negative 

Negative 

I.  M. 

M 

32 

Salesman 

Normal 

Negative 

Negative 

B.  T. 

M 

36 

Engineer 

Aortic  insufficiency 

Negative 

Negative 

R.  M. 

F 

60 

Housewife 

Normal 

Negative 

Negative 

H.  P. 

F 

45 

Bookkeeper 

Lupus  erythematosis,  aortic 

insufficiency  # 

Negative 

Negative 

S.  M. 

M 

37 

Broker 

Fatigue  syndrome 

Negative 

Negative 

A.  B. 

M 

42 

Operator 

Essential  hypertension 

Negative 

Negative 

.1.  P. 

M 

60 

Real  Estate 

Essential  hypertension 

Negative 

Negative 

F.  P. 

F 

33 

Housewife 

F atigue  syndrome 

Negative 

Negative 

S.  B* 

F 

42 

Housewife 

Aortic  insufficiency,  phlebo- 

thrombosis 

Negative 

Positive 

* When  S.  B.  expired,  a postmortem  examination  corroborated  the  positive  Homan's  si^u. 


it  not  possibly  be  related  to  the  failure  to  consider 
the  occurrence  of  anterior  tibial  vein  thrombosis? 
The  anterior  tibial  veins  have  been  granted  no 
physiologic  basis  for  immunity  from  thrombosis. 
They  also  deserve  no  immunity  from  the  spot- 
light of  scientific  investigation.  The  fault  may 
not  entirely  rest  with  the  clinicians  faced  with  the 
responsibility  of  recognition.  It  may  be  due  to 
the  simple  fact  that  anterior  tibial  vein  throm- 
bosis is  silent  most  often  when  it  does  occur,  and 
that  pathologists,  with  one  exception  known  to 
the  writer,  never  even  bothered  to  investigate  the 
possibility. 

A recent  pathologic  study  of  351  autopsies, 
with  emphasis  placed  on  the  question  of  deep  leg 
vein  thrombosis,  failed  to  include  examination 
for  involvement  of  the  anterior  tibial  veins.- 
Frykholm,  in  1939,  in  24  cases  of  pulmonary 
embolism  found  no  evidence  of  anterior  tibial 
vein  thrombosis.®  The  writer  could  not  learn 
what  types  of  cases  were  involved  in  this  series. 
It  would  obviously  be  of  value  to  know  whether 
the  cases  were  cardiac,  postoperative,  post- 
partum, or  infections,  etc. 

In  1940,  Frykholm,  writing  in  English  for  an 
American  publication,  again  summarized  his 
work  on  the  same  24  cases  of  pulmonary  embolism 
but  this  time  the  impression  was  unintentionally 
given  that  139  were  studied.10  The  identical 
incidence  of  thrombosis  in  both  articles  indicates 
that  139  instances  of  thrombosis  were  found  in  24 
cases  in  which  42  legs  were  examined.  Since 
thrombosis  often  occurs  bilaterally  in  the  lower 
extremities,  as  revealed  by  Frykholm’s  own 
studies,  the  number  of  uncontestable  cases  drops 
to  18,  unless  the  six  remaining  of  his  24  cases  were 
one-legged  amputees.  The  English  reading  medi- 
cal public  was  mistakenly  overimpressed  with  the 
significance  of  Frykholm’s  article.  The  patho- 
logic evidence  thus  far  submitted  by  no  means 
settles  the  problem. 

In  1942,  Starr,  Frank,  and  Fine,  discussing  the 
venographic  diagnosis  of  thrombophlebitis,  re- 


ported among  their  cases  one  of  anterior  tibial 
vein  thrombosis.11  This  occurred  in  a case  of 
pulmonary  embolism  after  a right  inguinal 
herniorrhaphy.  The  first  pulmonary  embolism 
on  the  twelfth  postoperative  day  was  shown  by 
venography  to  be  due  to  deep  vein  thrombosis  of 
the  left  leg,  for  which  a femoral  vein  ligation  just 
distal  to  the  profunda  femorus  was  done.  When, 
on  the  twenty-third  postoperative  day,  a second 
pulmonary  embolism  developed,  venograms  were 
again  taken  of  both  legs.  On  the  right  leg,  an 
absence  of  filling  in  the  anterior  tibial  veins  was 
considered  to  be  due  to  thrombosis.  After  the 
l ight  femoral  vein  was  ligated,  the  patient  encoun- 
tered no  further  embolic  episodes.  Considering 
the  fact  that  after  the  second  pulmonary  embo- 
lism, venography  showed  all  veins  patent  in  the 
left  leg  and  all  but  the  anterior  tibial  vein  patent 
in  the  right  leg,  it  is  reasonable  to  conclude  that 
the  diagnosis  of  anterior  tibial  vein  thrombosis 
was  justified  and  accurate. 

When  one  considers  the  effects  of  neglecting  the 
question  of  anterior  tibial  vein  thrombosis  in  rela- 
tion to  pulmonary  embolism,  and  the  possible 
needless  loss  of  life  entailed,  then  one  does  not 
hesitate  to  challenge  present-day  teachings  on  the 
subject  of  venous  thrombosis  of  the  deep  veins  of 
the  legs.12  It  is  not  enough  to  test  simply  for 
thrombosis  of  the  plantar  veins  and  the  deep  veins 
of  the  calf  muscles.  One  must  rule  out  as  well 
the  possibility  of  thrombosis  of  the  deep  veins  of 
the  anterior  leg  muscles  with  special  emphasis 
placed  on  the  practically  ignored  possibility  of 
anterior  tibial  vein  thrombosis. 

Summary 

In  this  preliminary  report,  it  is  the  purpose  of 
the  author  to  present  a simple  diagnostic  sign  as  a 
clinical  aid  in  the  diagnosis  of  anterior  tibial  vein 
thrombosis.  Two  cases  of  anterior  tibial  vein 
thrombosis  diagnosed  by  a positive  reaction  to 
this  sign  are  cited.  Negative  controls  are  tabu- 
lated. The  possible  significance  of  the  neglected 
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question  of  anterior  tibial  vein  thrombosis  in  its 
relation  to  the  problem  of  pulmonary  embolism  is 
discussed. 

The  incidental  finding  of  a relationship  between 
palpable  anterior  tibial  artery  and  aortic  insuffi- 
ciency is  noted  in  four  cases.  Palpability  is  just 
lateral  to  the  anterior  crest  of  the  tibia  about 
three  inches  above  the  ankle. 

The  incidence  and  relative  importance  of  an- 
{erior  tibial  vein  thrombosis  await  the  light  of 
further  extensive  pathologic  as  well  as  clinical 
investigation.  It  is  hoped  that  application  of  the 
diagnostic  sign  for  anterior  tibial  vein  thrombosis 
(45  degrees  or  less  passive  foot  extension,  com- 
bined with  plantar  flexing  of  the  toes)  will  aid  in 
the  ultimate  resolution  of  this  problem. 
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CLEANLINESS  SHOULD  RATE  WITH  THREE 

“Children  should  get  the  same  credit  for  knowl- 
edge of  health,  hygiene,  cleanliness,  and  good  health 
habits  as  they  get  for  reading,  writing,  and  arith- 
metic,” Morris  Fishbein,  M.D.,  Chicago,  says  in  an 
editorial  in  the  current  issue  of  Hygeia,  the  health 
magazine  of  the  American  Medical  Association. 

Outlining  a program  for  a cleaner  America,  Dr. 
Fishbein  points  'to  the  control  established  over 
leprosy  as  one  indication  of  the  manner  in  which 
cleanliness  alone  can  control  an  infectious  disease. 

“We  must  train  children  from  the  earliest  period 
of  awareness  to  proper  habits  with  relation  to  cleanli- 
ness,” he  observes.  “Cleanliness  and  personal 
hygiene  should  be  integrated  in  the  curriculum  of 
the  schools.” 

A program  for  a clean  America  means  “the  appli- 
cation of  plenty  of  soap  and  water— the  greatest  of 
all  the  cleansers — to  our  surroundings  and  to  our- 
selves,” he  states. 

“The  human  body  is  to  a great  extent  a self- 
regulating mechanism.  The  skin  has  great  powers 
for  disinfecting  itself,  and  it  has  been  proved 
that  the  physical  removal  of  foreign  material,  in- 
cluding germs,  from  the  skin  is  important  in  order 
to  permit  the  self-disinfecting  power  of  the  skin  to 
function.  Germs  are  highly  susceptible  to  the 
action  of  soap. 

“More  than  20  years  have  passed  since  workers 
at  the  University  of  Nebraska  conducted  some 
experiments  on  the  cleaning  of  clothing.  A clean 
body  requires  clean  clothes.  They  counted  care- 
fully the  number  of  germs  on  underclothing  and 
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,’S,  SAYS  HYGEIA  EDITOR 
other  clothing  near  to  the  human  body.  From  ar 
average  count  of  400,000  germs  per  square  inch  aftei 
one  use,  the  number  of  germs  on  a square  inch  of  ai 
undershirt  increased  to  10,000,000  after  the  shirt  wa: 
worn  six  times.  When  the  shirt  was  put  through  i 
modern  laundry  process,  including  hot  water  ant 
soap,  the  germ  count  was  reduced  to  1 ,000  or  less  ii 
that  area. 

“Modern  experts  have  much  to  say  about  th< 
psychologic  effects  of  cleanliness.  There  is  a feelini 
of  well-being  that  follows  a good  bath.  Everyom 
knows  the  lift  that  comes  after  a bath  followed  bj 
the  putting  on  of  clean  clothing.  Indeed,  tb 
psychiatrists  who  are  concerned  with  disorderec 
mental  states  judge  to  some  extent  the  character  o 
the  disturbance  in  the  patient  who  insists  not  onl; 
on  soiling  himself  but  on  wearing  soiled  clothing. 

“Recent  scientific  research  has  been  concernei 
also  with  the  cleaning  of  eating  utensils.  Durini 
World  War  I studies  made  in  some  of  our  grea 
camps  proved  that  hand-to-mouth  infection  an< 
infection  from  soiled  eating  utensils  were  the  cliie 
routes  in  the  spread  of  respiratory  diseases  such  a 
coughs,  colds,  and  pneumonia,  which  are  the  secom 
greatest  cause  of  disability  and  absenteeism  in  in 
dustry.  Hence,  there  are  plenty  of  reasons  fo 
introduction  of  our  modern  processes  of  cleanin 
kitchen  utensils  and  dishes.  Moreover,  the  psyche 
logic  effects  on  digestion  of  meals  served  wit. 
utensils  that  are  immaculate  are  in  startling  cor 
trast  to  the  effects  of  these  not  properly  cleaned. 

A. M.A.  News,  March  5, 1948 


CORONARY  ARTERY  DISEASE  IN  OLDER  PATIENTS 

Gabriel  F.  Greco,  M.D.,  Ozone  Park,  New  York 


CORONARY  artery  disease  is  an  important 
cause  of  disability  and  mortality  in  the 
older  patient.  The  number  of  cases  suffering 
from  coronary  artery  disease  has  continued  to  in- 
crease, especially  in  the  last  thirty  years,  with 
fatalities  reaching  the  highest  percentage  on 
record:  8.5  per  cent  of  all  deaths.  It  is  a disease 
which  occurs  mostly  after  forty,  more  frequently 
between  fifty  and  sixty. 

Master,  in  a discussion  of  the  many  factors  in- 
volved in  the  incidence  of  acute  coronary  artery 
occlusion,  places  the  number  of  cases  as  high  as 
one  million  yearly.1  White  estimates  that  37 
per  cent  of  patients  with  organic  heart  disease 
have  coronary  artery  involvement  with  more  or 
less  varying  degree  of  coronary  sclerosis  and  rela- 
tive coronary  insufficiency.2  When  we  consider 
that  heart  disease  is  the  greatest  killer,  causing 
28.5  per  cent  of  all  deaths,  and  that  there  are, 
according  to  surveys,  between  four  and  eight 
million  people  afflicted  with  heart  disease  in  this 
country,  we  can  well  realize  the  magnitude  of  our 
problem.  It  is  obvious  that  with  the  increased 
advances  in  medical  knowledge  there  will  result 
a lengthened  span  of  life  and  a proportional  in- 
crease in  the  incidence  of  coronary  artery  disease. 
This  problem  will  multiply  with  the  passing  years, 
threatening  us  with  a greater  increase  in  dis- 
ability and  mortality. 

It  is  our  responsibility  to  shorten  and  prevent 
invalidism  by  the  early  recognition  of  the  symp- 
toms of  coronary  artery  disease  in  those  who  are 
fortunate  enough  to  survive  the  initial  attack. 
In  acute  coronary  thrombosis  with  myocardial  in- 
farction, Levine  gives  the  immediate  mortality 
between  15  and  25  per  cent.3  After  recovery, 
duration  of  life  varies  from  three  to  fifteen  years 
or  more.  In  angina,  although  instant  death 
could  occur  at  any  time,  a patient  may  live  over 
twenty  years.  It  is  possible,  therefore,  by  our 
present  methods  of  treatment  to  safeguard  the 
hearts  of  those  surviving  cases  suffering  from 
acute  coronary  insufficiency  by  preventing  pro- 
longed anoxia,  which  too  often  results  in  injury 
and  death.  Davis  states  that  surveys  of 
necropsies  show  that  70  per  cent  of  men  over 
fifty  and  women  over  sixty  have  some  form  of 
coronary  atherosclerosis,  that  100  per  cent  of 
men  and  women  over  seventy  show  some  evi- 
dence of  this  disease,  and  that  45  per  cent  of  all 
deaths  of  people  over  fifty  are  due  to  coronary 
atherosclerosis.4 

Presented  at  a meeting  of  the  American  Geriatric  Society, 
June  7,  1947. 


Coronary  artery  disease  in  older  people  is  de- 
pendent on  atherosclerosis  of  the  coronary 
arteries  which  may  be  only  a part  of  a generalized 
process  of  arterial  degeneration.  It  occurs  three 
times  more  frequently  in  men  than  in  women. 
Heredity  explains  the  greater  incidence  in  certain 
families  and  in  the  male  sex.  However,  other 
factors  may  play  a part.  Smoking,  increased 
stress  and  strain,  and  the  increased  tempo  of  our 
modern  life  may  so  overload  an  already  an- 
atomically defective  coronary  arterial  tree  as  to 
cause  coronary  insufficiency  and  collapse,  simply 
from  overuse  and  abuse. 

Favoring  heredity  and  vascular  vulnerability 
are  many  factors  which,  with  a favorable  set  of 
conditions  such  as  hyperglycemia  and  hyper- 
cholesterolemia, lay  the  foundations  for  athero- 
sclerosis. The  intima  of  the  coronary  artery 
at  birth  is  thicker  in  boys’  than  in  girls,  and  this 
condition  and  this  relationship  continue  with 
growth.  In  this  thickened  intima,  connective 
tissue  forms  with  small  and  large  wandering  cells 
which  become  loaded  with  fat.  Tissue  around 
the  fat-laden  cells  becomes  necrotic.  At  this 
stage  there  may  be  fragmentation  of  the  intima 
with  loss  of  elasticity.  In  this  subintimal  mass 
of  fat  droplets,  wandering  cells,  and  necrotic  tis- 
sue, there  occurs  a deposit  of  cholesterol  crystals 
with  precipitation  of  calcium  salts,  forming  cal- 
cified plaques.  Part  of  this  necrotic  material 
may  break  through  the  intima  and  travel  down 
the  coronary  arterial  tree  causing  sudden  block 
and  death. 

With  cholesterol  playing  such  an  important 
role,  it  becomes  necessaiy  to  control  hyper- 
cholesterolemia. This  is  rather  difficult,  be- 
cause there  is  an  unknown  personal  factor  which 
allows  some  individuals  to  utilize  cholesterol  more 
efficiently  than  others.  It  is  a known  fact  that 
among  the  Chinese  with  low  cholesterol  diets 
there  is  negligible  atherosclerosis  of  the  coronary 
arteries.  In  obesity  and  hypothyroid  states, 
especially  if  associated  with  diabetes,  renal 
disease,  and  xanthomatoses,  the  hypercholes- 
terolemia will  not  only  need  diet  control  but 
effective  treatment  of  the  associated  diseases. 

Coronary  artery  disease,  even  though  ad- 
vanced, may  present  no  diagnostic  signs  or  symp- 
toms. It  is  not  surprising  to  find  at  autopsy 
in  older  people,  dying  from  other  causes,  marked 
coronary  involvement  without  symptoms.  Gen- 
erally, we  can  consider  two  groups : 

1.  Atherosclerosis  of  the  coronary  arteries 
with  narrowing  of  the  lumen  of  either  coronary 
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artery  giving  the  following  clinical  patterns: 
asymptomatic  group,  anginal  syndrome,  and 
cardiac  insufficiency  with  signs  of  left-  or  light- 
sided  failure,  paroxysmal  dyspnea,  and  paroxys- 
mal pulmonary  edema. 

2.  Coronary  artery  atherosclerosis  with  oc- 
clusion or  blockage  of  a coronary  artery  with 
atheroma  or  blood  clot  resulting  in  prolonged 
ischemia,  necrosis,  and  infarction. 

These  classical  patterns  will  now  be  discussed. 
Symptoms  in  both  groups,  whether  secondary  to 
narrowing  or  occlusion  of  the  coronary  lumen, 
will  become  evident  because  of  an  imbalance  be- 
tween coronary  arterial  blood  supply  and  myo- 
cardial requirements  resulting  in  anoxia,  in- 
sufficiency of  the  coronary  circulation,  and  sud- 
den death.  If  the  collateral  circulation  comes  to 
the  rescue  and  the  exciting  factors  placing  ex- 
cessive demands  on  the  coronary  circulation  are 
controlled,  the  anoxia  may  be  transient,  damage 
to  the  myocardium  slight,  and  recovery  assured. 
It  is  in  this  latter  group  that  we  can  confidently 
cut  down  mortality  and  disability  in  spite  of  the 
rising  incidence  of  this  disease  in  older  people. 

Atherosclerosis  with  Narrowing  of  the 
Lumen 

Asymptomatic.  Group. — In  these  cases  the  ab- 
sence of  clinical  symptoms  is  possibly  due  to  the 
marked  collateral  circulation  which  permits 
satisfactory  myocardial  blood  flow  at  rest  and  on 
exertion  in  spite  of  extensive  coronary  artery 
disease.  In  this  group  there  may  be  no  char- 
acteristic findings,  even  though  calcified  coro- 
naries may  be  demonstrated  on  x-rays. 

Anginal  Syndrome. — Here  the  diagnosis  rests 
mainly  on  the  patient’s  history.  The  pain  is 
substernal,  may  originate  in  the  epigastrium  and 
extend  upward  giving  a sense  of  constriction  of 
the  chest.  It  may  extend  down  the  left  shoulder, 
arm,  and  fingers  following  the  ulnar  nerve  distri- 
bution. Less  frequently,  the  pain  may  radiate 
to  the  neck,  jaws,  and  teeth.  The  pain  is  char- 
acteristically precipitated  by  an  exciting  factor 
such  as  exertion,  emotion,  eating  or  chilling  and 
may  disappear  with  rest.  The  type  of  exertion 
may  be  minimal  or  maximal  depending  on  the 
relationship  of  coronary  artery  disease  and  myo- 
cardial insufficiency  resulting  from  sudden  de- 
mands. Pain  varies  from  a heaviness  to  a crush- 
ing feeling.  There  may  be  pallor,  even  syncope, 
sweat,  and  fear  of  impending  disaster.  All  ex- 
aminations may  be  negative,  and  the  history 
alone  may  be  of  importance  in  establishing  the 
diagnosis.  The  responsibility  here  is  great. 
We  must  be  sure  of  the  diagnosis,  because  it  car- 
ries with  it  the  likelihood  of  sudden  death. 
Nitroglycerin  relief  is  no  criterion  for  diagnosis 
of  the  anginal  syndrome,  because  this  drug  also 


relaxes  intestinal,  gastric,  and  biliary  spasms 
which  often  simulate  the  anginal  syndrome. 

Patients  with  the  anginal  syndrome  will  have 
to  readjust  their  entire  philosophy  of  life  to  con- 
form to  their  decreased  myocardial  reserve. 
Avoiding  exertion,  excitement,  and  overeating 
will  decrease  coronary  load.  Nitroglycerin  is  of 
help  for  pain  and  may  be  repeated  as  often  as 
required.  Quinidine  sulfate  is  indicated  for 
extrasystoles  and  will  prevent  ventricular  tachy- 
cardia and  ventricular  fibrillation.  In  thyro- 
toxic heart  with  angina,  thyroidectomy,  when 
permitted,  or  thiouracil  has  produced  excellent 
results.  In  severe  recurring  angina  where  these 
measures  fail,  surgery  has  been  attempted  to  in- 
crease local  myocardial  blood  flow  and  to  inter- 
rupt painful  stimuli  by  removal  of  the  cervical  or 
dorsal  ganglia. 

Coronary  Artery  Disease  with  Narroiving  and 
Resulting  Cardiac  Insufficiency. — Here  cardiac  in- 
sufficiency may  result  because  the  heart,  sud- 
denly deprived  of  adequate  blood  flow,  finds  it 
hard  to  pump  the  blood  from  the  venous  to  the 
arterial  side  through  the  pulmonary  circuit. 
Symptoms  and  signs  will  become  evident  de- 
pending on  whether  left-  or  right-sided,  or  both, 
failure  occur.  In  left-sided  failure,  there  results 
stasis  in  the  pulmonary  circuit.  In  right-sided 
failure,  there  is  stasis  in  the  systemic  circuit.  In 
left-sided  failure  we  find  dyspnea,  often  of  the 
paroxysmal  type,  increasing  fatigue,  orthopnea 
with  basal  pulmonary  congestion,  and  decreased 
vital  capacity.  The  pulmonary  edema  may  occur 
as  a single  episode  or  as  a series  of  paroxysmal 
attacks.  If  these  attacks  continue  without  treat- 
ment, more  signs  of  right-sided  failure  develop 
with  distention  of  neck  veins,  liver  enlargement, 
and  peripheral  edema.  Circulation  time  is  pro- 
longed, intravenous  pressure  rises,  and  cyanosis 
becomes  evident.  It  is  important  to  differentiate 
between  the  two,  because  treatment  will  vary. 

In  left  ventricular  failure,  morphine  sulfate  will 
curtail  demands  on  the  left  ventricle  by  depress- 
ing anxiety  and  restlessness  and  by  diminishing  the 
blood  pressure  and  the  cough  reflex,  thereby  re- 
ducing the  tendency  to  pulmonary  congestion. 
Aminophylline  in  dextrose  solution  will  eliminate 
bronchial  and  coronary  spasm,  reduce  pulmonary 
edema,  and  supply  ready,  available  food  to  the 
distressed  myocardium.  In  an  emergency  where 
sudden  failure  calls  for  immediate  action, 
strophantin  given  slowly  in  patients  who  have 
had  no  digitalis  will  often  produce  miraculous  re- 
sults. In  increased  venous  pressure,  a phle- 
botomy often  is  life-saving,  especially  when 
cyanosis  deepens,  when  the  dyspnea  and  orthop- 
nea are  severe,  and  the  jugular  veins  are  prom- 
inently engorged. 
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In  right-sided  failure,  digitalis  is  specific. 
Digitalis  in  right-sided  failure  will  increase  the 
functional  capacity  of  the  heart  by  slowing  rapid 
rate,  restoring  regular  rhythm,  and  increasing 
ventricular  systole.  Digitalis  will  diminish  the 
circulating  blood  volume,  lessen  engorgement,  and 
materially  diminish  the  size  of  the  heart.  It  will 
increase  vital  capacity,  diminish  the  size  of  an 

t engorged  liver,  and  alleviate  meteorism.  By  so 
doing  in  right-sided  failure  due  to  coronary 
artery  disease,  digitalis  will  diminish  the  coronary 
load,  and  it  will  allow  the  heart  to  work  much  less 

I by  working  more  efficiently.  When  bed  rest  and 
digitalis  do  not  overcome  the  edema,  even  in  spite 
of  a salt-free  diet,  then  mercurial  diuretics  and 

I drugs  of  the  xanthine  group  may  be  used.  To 
augment  diuresis,  inorganic  salts  may  be  used, 
ammonium  chloride  being  the  salt  more  fre- 
quently used. 

Atherosclerosis  with  Occlusion 

In  occlusion  of  the  coronary  artery,  the  signs 
and  symptoms  will  depend  on  the  size  and  col- 

I lateral  supply  of  the  occluded  artery.  Death 
may  be  sudden  if  the  occlusion  is  sudden  or  the 
collateral  circulation  inadequate.  The  blocking 
may  be  the  result  of  atheroma,  blood  clot,  or 
progressive  narrowing  with  occlusion. 

The  pain  here  is  substernal,  epigastric,  or  pre- 
cordial,  and  sudden  in  onset,  occurring  on  exer- 
tion, as  in  angina,  or  at  rest.  Pain  here  is  more 
prolonged,  severe,  crushing,  unrelieved  by  rest 
or  nitrites.  The  blood  pressure  falls  with  symp- 
toms of  shock.  The  heart  sounds  may  be  faint 
with  gallop  rhythm.  Leukocytosis  occurs  in  the 
first  eight  hours,  with  fever  following  in  the  next 
twenty-four  hours.  There  may  be  a pericardial 
friction  rub  which  is  occasionally  audible  but 
transient.  After  three  days  there  is  an  increase 
in  the  sedimentation  rate.  There  may  be  an 
atypical  picture  without  pain.  Cardiac  arrhyth- 
mias may  be  present,  most  prominent  among 
these  being  premature  beats,  auricular  flutter, 
auricular  fibrillation,  ventricular  extrasystoles, 
ventricular  tachycardia,  and  ventricular  fibrilla- 
tion. 

A single  negative  electrocardiogram  does  not 
rule  out  the  diagnosis  of  coronary  atherosclerosis 
with  occlusion.  The  patient’s  history  and 
clinical  course  should  always  be  of  paramount 
importance  in  such  a case.  An  electrocardio- 
gram, however,  showing  a pattern  of  acute  myo- 
cardial infarction  in  a patient  with  no  symptoms 
and  no  coronary  history  should  never  be  ignored. 
Repeated  serial  studies  of  the  three  limb  leads 
and  of  at  least  six  precordial  leads  in  older  pa- 
tients with  coronary  patterns  or  coronary  history 
are  of  importance  for  they  will, reveal  much  in- 
formation as  to  location,  extension,  and  resolution 


of  the  infarction.  Burch  and  Winsor  have  as- 
sembled facts  which  simplify  the  interpretation  of 
the  various  electrocardiographic  patterns,  the 
most  common  being  the  QlTl  type,  the  Q3T3 
type,  the  mixed  type,  and  the  anteroseptal, 
anterolateral,  and  posterolateral  types.5 

The  temporary  obstruction  of  a coronary  artery 
produces  temporary  ischemia  of  the  myocardium 
which  results  in  temporary  T changes.  If  the 
obstruction  is  released,  the  electrocardiogram  re- 
turns to  normal.  If  not,  the  prolonged  ischemia 
causing  T-wave  changes  will  result  in  injury  to 
the  myocardium.  This  injury  releases  currents, 
shifting  the  ST  segment  upward  or  downward, 
resulting  in  elevation  or  depression  of  this  seg- 
ment. If  ischemia  is  improved  before  permanent 
damage  is  established,  these  electrocardiographic 
changes  revert  to  normal.  If  occlusion  persists, 
then  T-wave  changes  due  to  ischemia  persist  and 
so  do  ST-segment  changes  due  to  currents  of 
injury.  In  addition,  there  are  recorded  effects 
due  to  necrosis  of  muscle  tissue,  which  are  evi- 
denced by  permanent  QRS  changes,  consisting 
of  an  absent  or  low  R wave  (less  than  1 mm.)  and 
the  presence  of  Q waves.  As  repair  takes  place, 
the  current  of  injury  disappears  first,  with  ST 
segments  returning  to  the  isoelectric  line.  The 
T wave  changes  of  ischemia  may  disappear  later 
as  the*  collateral  circulation  improves.  Cllhnges 
due  to  necrosis  of  muscle  tissue,  mainly  absence 
of  the  R waves  and  the  presence  of  Q waves,  are 
the  last  to  disappear,  if  at  all.  It  is  apparent 
why  a single  electrocardiogram  is  not  sufficient. 
These  characteristic  changes  in  patterns  of 
ischemia,  injury,  and  death  of  muscle  tissue  are 
only  detected  in  serial  studies. 

In  treatment,  bed  rest  from  four  to  six  weeks 
with  complete  relaxation  is  essential  to  insure  a 
firm  scar  in  all  parts  of  the  infarct.  It  will  pre- 
vent scar  tissue  breakdown,  necrosis  myomalacia, 
and  aneurysmal  dilatation  with  rupture.  For 
pain,  oxygen  and  opiates  should  be  given  at  first, 
then  demerol  and  papaverine.  After  pain  is 
controlled,  sedatives  are  indicated  to  promote 
relaxation.  Anticoagulants  have  been  advised 
for  the  immediate  attack  and  also  for  the  pre- 
vention of  recurrent  episodes,  but  they  are  still  in 
the  experimental  stage  and  must  be  used  under 
constant  supervision.  Quinidine  sulfate  is  indi- 
cated for  ventricular  extrasystoles  and  for  the 
prevention  of  ventricular  tachycardia  and  ven- 
tricular fibrillation.  After  six  weeks  there  comes 
a period  of  months  of  wise  management.  It  is 
during  this  time  that  the  patient’s  life  and  the 
patient’s  philosophy  are  readjusted  gradually  to 
conform  to  his  myocardial  reserve. # 

Conclusion 

With  the  span  of  life  lengthening,  there  results 
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an  increase  in  the  generation  of  older  men  and  a 
proportional  increase  in  the  incidence  of  coronary 
artery  disease. 

The  magnitude  of  this  problem  challenges  us  to 
exert  constant  vigilance  for  the  early  signs  and 
symptoms  of  coronary  artery  insufficiency. 
Early  diagnosis  will  allow  us  to  institute  early 
treatment.  Prevention  of  prolonged  anoxia  will 
result  in  less  injury  and  may  ward  off  actual 
necrosis  and  death  of  muscle  tissue.  Thus,  with 
these  methods  of  detection  and  control,  limited 
though  they  be,  it  will  be  possible  definitely  to 


lower  the  rate  of  disability  and  the  rate  of  mor- 
tality in  the  older  age  groups  afflicted  with 
coronary  artery  disease. 

1 14-08  Linden  Boulevard 
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AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS  MEETING  SCHEDULED  FOR  JUNE 


The  Fourteenth  Annual  Meeting  of  the  American 
College  of  Chest  Physicians  will  be  held  at  the 
Congress  Hotel,  Chicago,  Illinois,  June  17  to  20, 
1948.  An  interesting  scientific  program  has  been 


arranged  for  this  meeting,  and  speakers  from  several 
other  countries  are  scheduled  to  appear,  according 
to  an  announcement  by  Murray  Kornfeld,  executive 
secretary. 


A.  M.  A.  CALLS  FOR  EMERGENCY  NIGHT  MEDICAL  SERVICE 


The  American  Medical  Association  has  called  on 
county  medical  societies  to  meet  the  public  demand 
for  emergency  medical  service  at  night. 

"From  many  sections  of  the  United  States,” 
says  an  editorial  in  a recent  (March  6)  issue  of  the 
Journal  of  the  American  Medical  Association, 
"complaints  have  come  lately  that  persons  who  have 
called  physicians  late  at  night  have  been  unable 
to  secure  attendance  from  those  whom  they  con- 
sidered their  family  physicians  or  from  specialists  or, 
indeed,  from  any  physician.” 

The  American  Medical  Association  says  that 
largo  county  medical  societies  or  urban  groups 
should  maintain  a physicians’  telephone  exchange 
which  would  take  the  responsibility  for  locating 
physicians  if  response  is  not  made  to  the  ringing  of 
the  telephone  in  the  home  or  in  the  office. 

The  solution  is  simple  and  practical,  requiring 
only  a minimum  of  community  organization.  A 
number  of  county  medical  societies  already  main- 
tain a physicians’  telephone  exchange  where  doctors’ 
calls  may  be  received  and  doctors  located  if  their 
office  or  home  telephones  do  not  respond.  Such 
an  exchange  can  be  utilized,  as  at  night  or  on  holi- 
days, simply  by  furnishing  the  exchange  with  a list 
of  physicians  who  are  able  and  willing  to  make 
night  calls.  Such  physicians  would  probably  in- 
clude the  younger  general  practitioners,  newcomers 
to  the  community,  and  others  in  general  practice. 
If  such  a roster  were  available,  and  its  availability 


widely  publicized,  night  calls  for  medical  service 
would  soon  gravitate  to  this  center,  and  the  patient 
would  be  assured  the  services  of  a physician. 

Under  such  a system  the  necessity  for  calling 
many  doctors  would  be  eliminated.  Two  calls  at 
most  would  be  necessary.  Where  there  is  no 
physicians’  telephone  service,  it  might  be  possible 
to  have  the  hospitals  cooperate  by  handling  such 
night  calls. 

The  Medical  Society  of  the  District  of  Colum- 
bia and  the  Milwaukee  County  Medical  Society 
have  found  such  a plan  practical,  as  have  a number 
of  other  societies. 

Bv  this  simple  and  practical  expedient,  which 
is  doubtless  in  effect  in  modified  form  in  a number 
of  communities)  the  sick  can  be  served  and  the 
medical  profession  can  redeem  its  pledge  of  unselfish 
public  service.  It  is  highly  important  that  where 
such  arrangements  exist  they  be  brought  to  the 
attention  of  the  lay  people  in  the  community  through 
appropriate  public  channels,  not  once  but  repeatedly, 
to  keep  the  shifting  populations  well  informed. 

Few  problems  in  the  field  of  medical  service  have 
aroused  so  much  public  discussion.  Whether  re- 
sentment against  physicians  is  justified  or  not,  it 
does  harm.  The  solution  for  this  problem  is  so 
eminently  simple  and  would  reflect  so  favorably 
upon  physician-patient  relationships  that  medical 
societies  every  wljpre  are  urged  to  give  it  serious 
consideration  immediately. 


MYCOTIC  INFECTION  IN  GANGRENE  OF  THE  LOWER  EXTREMITIES 

Saul  S.  Samuels,  M.D.,  New  York  City 

(From  the  Department  of  Peripheral  Arterial  Diseases,  Stuyvesant  Polyclinic  Hospital) 


THERE  are  two  factors  in  the  development  of 
peripheral  gangrene,  and  one  of  these  has 
been  sadly  neglected.  I refer  to  infection,  which 
is  probably  the  most  frequent  precipitating 
cause  of  gangrene.  While  in  almost  every  case 
there  is  an  underlying  arterial  deficiency  in  the 
extremity  due  to  arteriosclerosis  obliterans  in 
varying  degrees,  it  is  unfortunate  that  so  much 
effort  has  been  wasted  in  attempting  to  improve 
the  arterial  circulation  rather  than  to  attack 
the  basic,  underlying  factor  in  the  development 
of  gangrene,  namely,  infection.  As  a result, 
treatment  has  been  concerned  mostly  with 
various  drugs,  mechanical  apparati,  operations, 
and  other  futile  means  of  “improving”  the  col- 
lateral circulation  in  the  affected  leg,  resulting  in 
unsatisfactory  attempts  at  conservative  treat- 
ment and  unnecessary  amputations. 

A few  years  ago,  I described  the  pathogenesis 
of  diabetic  gangrene,  indicating  the  importance 
of  pyogenic  infection  in  its  development  and 
suggesting  a new  approach  in  treatment  that 
resulted  in  a lowering  of  the  amputation  rate 
and  an  increase  in  the  number  of  cases  of  dia- 
betic gangrene  saved  from  amputation.1  At  the 
outset  of  these  studies  it  seemed  sufficient  to 
direct  all  efforts  toward  the  pyogenic  organisms. 
To  accomplish  this  purpose,  azochloramid  was 
applied  locally  and  penicillin  and  the  sulfa 
(hugs  systemically.  The  result  was  an  en- 
couraging number  of  successful  cases. 

It  was  soon  found,  however,  that  a certain 
number  apparently  did  not  respond.  This  was 
particularly  true  in  those  cases  with  a poor  or 
absent  oscillometric  reading  at  the  ankle  level. 
Another  interesting  observation  was  the  fact 
that  almost  all  of  these  difficult  cases  presented, 
in  addition  to  the  acute  pyogenic  infection,  a 
a slow,  progressive,  almost  chronic  course, 
accompanied  by  a peculiar  sour  odor  quite  dif- 
ferent from  that  of  ordinary  gangrene.  Re- 
calling that  a great  percentage  of  these  cases 
originate  as  mycotic  infections,  interdigital  and 
otherwise,  I felt  that  the  end  result  was  undoubt- 
edly a mixture  of  the  original  mycotic  infection 
plus  secondary  pyogenic  infection.  I also  felt 
that  if  the  mycotic  aspect  of  the  infection  could 
be  attacked,  much  better  results  could  be  ob- 
tained in  cases  previously  coming  to  amputation. 

In  the  treatment  of  “athlete’s  foot”  and  similar 
fungus  infections,  it  has  been  observed  that  the 
most  efficient  fungicidal  agents  are  the  salts  of 
the  higher  fatty  acids.  These  include  the  salts 


of  propionic  acid,  undecylenic  acid,  and  the 
recently  developed  salts  of  caprylic  acid.  The 
commercially  available  preparations  of  these 
fungicidal  agents  are  dispensed  in  a talc  base 
which  is  irritating  to  open  lesions. 

Case  Reports 

Case  1. — H.  M.,  a man  aged  74,  was  first  seen  on 
November  4,  1944,  at  which  time  there  was  edema 
and  deep  cyanosis  of  the  left  foot  with  beginning 
gangrene  of  the  left  big  toe.  His  right  leg  had  been 
amputated  above  the  knee  a year  previously  for 
gangrene  of  a single  toe. 

The  underlying  arterial  disease  was  arterio- 
sclerosis obliterans.  Despite  conservative  measures 
for  improving  the  collateral  circulation  in  the  left 
leg  and  foot,  small  blisters  formed  at  the  base  of 
the  left  big  toe  which,  within  a few  days,  became 
gangrenous  and  ulcerated.  Azochloramid  was 
applied  locally;  sulfa  drugs  were  administered,  and 
all  other  customary  measures  were  taken  to  combat 
the  infection.  The  gangrene  and  infection  con- 
tinued to  spread,  involving  all  of  the  sole  of  the 
left  foot  and  extending  on  to  the  dorsum  of  the 
foot.  The  oscillometric  readings  were  zero  at  the 
ankle  level  and  at  the  popliteal  level.  In  spite  of 
daily  dressings  and  careful  attention  to  the  local 
condition,  the  gangrene  spread,  involving  the  entire 
fore  part  of  the  foot. 

I soon  detected  a peculiar  odor,  reminiscent  of 
bad  cases  of  “athlete’s  foot”  and  similar  mycotic 
infection.  This  prompted  the  decision  to  apply 
a fungicidal  agent.  Accordingly,  pure  crystalline 
sodium  propionate  was  sprinkled  lightly  over  the 
gangrenous  sloughing  portions  of  the  foot,  and 
azochloramid  in  triacetin  was  applied  over  this. 
After  a few  weeks,  there  was  a dramatic  change  in 
the  appearance  of  the  foot.  The  gangrene,  which 
had  been  spreading  slowly,  established,  almost 
overnight,  a definite  line  of  demarcation  through 
the  middle  of  the  foot,  the  peculiar  odor  disappeared, 
and  the  edema  of  the  foot  and  leg  subsided. 

Clinically,  it  appeared  that  the  acute  necrotizing 
process  had  been  definitely  checked  and  that  the 
healing  reparative  stage  had  started.  Simul- 
taneously, the  patient’s  general  condition  improved 
greatly:  pain  became  less,  sleep  was  now  possible 
throughout  most  of  the  night,  and  his  appetite 
became  prodigious.  The  astonishment  <\f  his 
immediate  family  at  t he  sudden  change  in  the  clinical 
picture  was  noteworthy.  It  was  now  comparatively 
easy  to  separate  most  of  the  sloughing  tissues,  and 
healthy  granulations  appeared  throughout  the 
involved  area. 

At  this  stage,  treatment  was  changed  to  daily 
loot  soaks  of  green  soap  and  water,  followed  by 
dusting  with  calcium  propionate  in  a boric  acid 
powder  base.  As  I was  unable  to  obtain  an  addi- 
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tional  supply  of  pure  sodium  propionate,  I re- 
quested the  manufacturer  of  Sopronol  (calcium 
propionate  in  a talc  base)  to  supply  me  with  the 
active  ingredients  of  Sopronol  in  the  bland,  non- 
irritating  boric  acid  powder  base.  After  application 
of  the  powder,  a dressing  of  boric  acid  ointment 
spread  on  gauze  was  applied  to  cover  the  entire 
ulcerated  area.  The  procedure  was  repeated 
three  times  a week,  and  on  May  15,  1946,  eight 
months  after  the  first  application  of  sodium  pro- 
pionate, the  stump  of  the  foot  was  completely  healed 
and  the  patient  was  able  to  get  about,  handicapped 
only  by  a partial  contracture  of  the  knee. 

Case  2. — E.  K.,  a woman  aged  59,  had  had  her 
right  leg  amputated  two  years  previously  for  dia- 
betic gangrene  of  the  right  foot.  Two  weeks  before 
my  first  consultation  on  July  9,  1945,  she  noticed 
an  infected  “corn”  on  the  small  toe  of  the  left 
foot.  Wet  dressings  had  been  applied,  resulting- 
in  spread  of  the  infection  with  lymphangitis  as- 
cending above  the  ankle. 

The  oscillometric  reading  at  the  left  ankle  was 
zero,  indicating  an  advanced  arteriosclerotic  process. 
The  blood  sugar  was  210,  and  10  units  of  regular 
insulin  twice  a day  were  required  to  maintain  the 
urine  sugar  free.  At  this  time,  treatment  con- 
sisted of  the  local  application  of  azochloramid  in 
triacetin,  bed  rest,  and  control  of  the  diabetes. 

In  spite  of  these  measures,  secondary  gangrene  of 
the  toe  set  in,  and  notwithstanding  careful  daily 
dressings,  the  infection  spread  to  adjacent  toes  and 
t he  foot,  resulting  in  progressive  secondary  gangrene 
of  all  the  toes  and  of  the  fore  part  of  the  foot. 
The  clinical  picture  became  alarming,  since  there 
was  no  response  to  the  usual  measures  used  in  pre- 
vious cases.  , 

On  December  20,  1945,  it  was  decided  to  apply 
fungicidal  treatment  in  addition  to  the  ordinary 
applications.  At  each  dressing,  after  a foot  soak 
with  green  soap  and  water,  the  involved  areas  were 
dusted  lightly  with  calcium  propionate  in  a boric 
acid  base,  and  gauze,  soaked  in  azochloramid  in 
triacetin,  was  next  applied. 

As  in  the  previous  case,  a dramatic  change  in  the 
clinical  picture  was  apparent  within  a few  days. 
The  gangrenous  process  became  sharply  demarcated, 
all  signs  of  infection  disappeared,  and  edema  of  the 
foot  and  leg  were  noticeably  diminished.  Simul- 
taneously, the  patient’s  general  condition  improved, 
and  the  insulin  requirement  became  less.  Sloughing 
gangrenous  tissues  were  easily  separated,  and  when 
healthy  granulations  appeared  in  various  parts  of 
the  area,  boric  acid  ointment  was  substituted  for 
azochloramid,  and  the  fungicidal  powder  was  con- 
tinued. In  spite  of  the  poor  oscillometric  reading 
at  the  ankle,  healing  was  slow  but  progressive,  and 
on  March  15,  1947,  the  stump  of  the  gangrenous 


foot  was  completely  healed,  and  the  patient  was 
able  to  get  about,  hindered  only  by  the  diabetic 
retinitis  and  glaucoma  which  had  set  in. 

Comment 

Two  cases  of  massive  gangrene  of  the  foot 
are  described,  each  due  to  extensive  arterio- 
sclerosis obliterans,  one  with  and  one  without 
diabetes  mellitus.  In  each  case  the  arterial 
circulation  was  gravely  impaired,  as  indicated 
by  an  oscillometric  reading  of  zero  at  each  ankle. 
Although  this  type  of  case  has  been  notoriously 
difficult  to  heal  because  of  the  bad  circulation, 
it  is  noteworthy  that  in  spite  of  this  handicap, 
spontaneous  demarcation  of  the  gangrene  and 
subsequent  healing  of  the  stumps,  without  resort 
to  skin  graft,  was  possible. 

In  the  treatment  of  these  cases,  practically 
no  attention  was  paid  to  the  arterial  circulation 
in  the  extremities,  while  great  importance  was 
attached  to  the  element  of  infection.  The 
pyogenic  infection  was  treated  with  azochlo- 
ramid, while  the  mycotic  infection  was  attacked 
with  salts  of  propionic  acid.  Results,  which 
had  been  unattainable  with  ordinary  methods 
heretofore,  were  observed. 

It  is  felt  that  the  dramatic  change  in  the  clinical 
picture  in  each  case,  coincident  with  the  use  of 
fungicidal  agents,  is  significant,  particularly 
since  similar  events  have  transpired  in  a large 
series  of  less  extensive  cases  of  gangrene  treated 
in  the  same  way.  Cultural  studies  are  under 
way  to  observe  the  effect  of  the  application  of 
fungicidal  agents  upon  gangrenous  tissues. 
It  is  hoped  that  these  experiences  will  focus 
attention  upon  the  hitherto  neglected  aspect  of 
infection  in  peripheral  arterial  gangrene. 
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PENICILLIN  ADMINISTRATION  VIA  THE  VAGINA 

Robert  I.  Walter,  M.D.,  Morris  A.  Goldberger,  M.D.,  and  Louis  S.  Lapid,  M.D., 
New  York  City 

(From  the  Gynecologic  Service  of  Mount  Sinai  Hospital ) 


IN  A previous  communication  it  was  demon- 
strated that  penicillin  calcium  in  cocoa  butter 
suppositories  is  readily  absorbed  through  the 
vaginal  mucosa  and  appears  in  the  blood  stream 
in  therapeutic  levels.1  This  method  of  adminis- 
tration has  obvious  advantages:  it  is  painless, 
can  be  carried  out  in  the  home  and  clinic,  and 
does  not  require  the  ministrations  of  nurse  or 
physician. 

In  this  paper  we  wish  to  report  five  cases 
demonstrating  the  clinical  application  of  this 
method  of  penicillin  administration.  All  of  the 
following  cases  were  hospitalized  in  order  to 
have  accurate  control  of  the  medication  and  for 
the  purpose  of  close  observation  of  the  course  of 
the  diseases  studied.  The  penicillin  was  adminis- 
tered in  the  form  of  vaginal  suppositories,  each 
containing  100,000  units  of  penicillin  calcium  in  a 
base  of  cocoa  butter.* 

Case  Reports 

Case  1. — A 26-year-old  gravida  III,  para  II, 
was  admitted  September  9,  1946.  The  relevant 
past  history  revealed  an  induced  abortion  five 
months  prior  to  admission,  followed  by  a febrile 
course  for  ten  days.  The  present  illness  had  begun 
two  days  prior  to  admission  with  the  onset  of  bi- 
lateral pelvic  pain  and  fever.  There  were  no  gastro- 
intestinal or  urinary  symptoms,  and  the  menstrual 
cycle  was  normal.  The  physical  examination  re- 
vealed an  acutely  ill  woman.  The  temperature 
was  103.6  F.,  pulse  104,  and  respirations  24.  The 
abdomen  was  diffusely  tender  with  rebound  tender- 
ness and  muscular  spasm  in  both  lower  quadrants. 
Pelvic  examination  revealed  a normal  vagina  and 
cervix  with  marked  tenderness  in  both  tubes  and 
ovaries.  The  uterus  was  normal  in  size  and  position, 
and  no  pelvic  masses  were  palpable. 

The  laboratory  findings  were  as  follows:  sedimen- 
tation rate  17  mm.  in  twenty-four  minutes,  hemo- 
globin 55  per  cent,  13,000  white  blood  cells.  Cer- 
vical smear  was  negative  for  gonococci.  The 
clinical  diagnosis  was  acute  bilateral  salpingo- 
oophoritis  with  pelvic  peritonitis,  cause  undeter- 
mined. 

The  patient  received  two  suppositories  of  peni- 
cillin calcium  every  two  hours  for  30  doses  followed 
by  two  suppositories  every  four  hours  for  four  doses. 
The  blood  serum  level  of  penicillin  following  the 
twenty-eighth  dose  of  medication  was  1.3  Oxford 
units  per  cc.  The  total  dosage  was  6,800,000 
Oxford  units.  Duration  of  the  treatment  was  five 
days.  The  temperature  fell  to  normal  after  forty- 


* Provided  by  Schenley  Laboratories,  Inc. 


eight  hours,  and  abdominal  signs  of  peritonitis 
cleared.  The  final  examination  at  the  time  of  dis- 
charge on  September  9,  1946,  revealed  a normal 
pelvis  with  no  adnexal  masses. 

Case  2. — This  patient  was  a 22-year-old  nulli- 
gravida  who  entered  the  hospital  on  July  20,  1946, 
with  the  chief  complaints  of  pelvic  pain,  chills, 
and  fever  of  four  days’  duration.  The  onset  of 
pain  coincided  with  the  cessation  of  a normal  men- 
strual period.  The  patient  was  acutely  ill.  The 
temperature  was  102.8  F.,  and  the  entire  abdomen 
was  tender  with  direct  rebound  tenderness  in  both 
lower  quadrants.  There  was  a moderate  amount  of 
cervical  discharge.  The  exact  size  of  the  uterus 
could  not  be  determined  because  of  marked  pelvic 
tenderness.  Both  tubes  and  ovaries  were  markedly 
tender,  but  no  masses  could  be  outlined. 

The  laboratory  findings  were  as  follows : sedimen- 
tation rate  (Westergren  method)  53  mm.  in  eighteen 
minutes,  hemoglobin  70  per  cent,  11,500  white 
blood  cells.  Cervical  smear  was  positive  for  gram- 
negative intracellular  diplococci.  The  clinical  diag- 
nosis was  aeute  specific  cervicitis  and  bilateral 
salpingo-oophoritis. 

The  patient  received  two  vaginal  suppo  if  pries 
of  penicillin  every  four  hours  for  18  doses  followed 
by  one  vaginal  suppository  every  four  hours  for  four 
doses.  The  total  dosage  was  4,200,000  Oxford 
units.  The  temperature  fell  bv  lysis  to  normal  on 
the  third  day  following  admission.  On  the  second 
hospital  day  the  abdomen  was  soft,  nontender, 
and  all  signs  of  peritoneal  irrit  at  ion  had  disappeared. 
Cervical  smear  studies  at  this  time  were  negative 
for  gonococci.  Pelvic  examination  four  days  after 
admission  revealed  normal  palpatory  findings. 
The  patient  was  discharged  July  24,  1946. 

Case  3. — A 26-year-old  nulligravida  was  admitted 
to  the  hospital  on  July  21,  1946,  with  chief  com- 
plaints of  lower  abdominal  pain,  fever,  and  sanguine- 
ous vaginal  discharge  of  eight  days’  duration. 
Physical  examination  revealed  a moderately  ill 
woman  in  no  obvious  distress.  Temperature  was 
102  F.  The  abdomen  was  soft  and  tender  in  the 
suprapubic  area.  Pelvic  examination  showed  a pro- 
fuse sanguinopurulent  cervical  discharge.  The 
uterus  was  soft,  globular,  and  tender.  The  tubes 
and  ovaries  were  neither  tender  nor  enlarged. 

The  laboratory  findings  were  as  follows:  cervical 
smear,  positive  for  gonococci;  hemoglobin  30  per 
cent;  6,700  white  blood  cells;  Wassermann  nega- 
tive: 370,000  platelets. 

One  penicillin  suppository  was  administered  every 
two  hours  for  17  doses.  The  total  dosage  was  1,700,- 
000  Oxford  units.  The  temperature  fell  by  lysis  to 
normal  in  three  days,  and  the  cervical  smear  was 
negative  for  gonococci  at.  the  end  of  twenty-four 
hours.  In  addition  to  specific  therapy  the  patient 
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was  transfused  with  1,500  cc.  of  whole  blood.  The 
pelvic  examination  was  negative  at  the  time  of  dis- 
charge on  August  8,  1946. 

Case  4- — A 32-year-old  gravida  II,  para  II,  was 
admitted  on  September  6,  1946,  with  the  chief  com- 
plaints of  profuse  vaginal  discharge,  dysuria,  and 
mild  pelvic  pain  of  three  days’  duration.  The  pa- 
tient admitted  unprotected  intercourse  ten  days 
prior  to  admission  with  a man  known  to  be  receiving 
treatment  for  gonorrhea.  The  patient  did  not  ap- 
pear ill.  Pelvic  examination  revealed  urethral  and 
cervical  discharge.  There  was  slight  tenderness  in 
both  adnexal  regions  on  bimanual  examination. 

The  laboratory  findings  were  as  follows:  smear 
and  culture  of  cervix  and  urethra  were  positive  for 
gonococci,  hemoglobin  61  per  cent,  9,500  white 
blood  cells;  Wassermann  negative.  The  clinical 
diagnosis  was  acute  specific  urethritis,  cervicitis,  and 
salpingitis. 

The  patient  received  one  vaginal  suppository 
every  four  hours  for  22  doses.  The  total  dosage  was 

2.200.000  Oxford  units.  The  vaginal  discharge  and 
urinary  symptoms  disappeared  within  twenty-four 
hours,  and  smears  and  culture  of  the  cervix  and  ure- 
thra were  negative  in  forty-eight  hours.  The  pa- 
tient was  discharged  on  September  11,  1946. 

Case  5. — A 58-year-old  gravida  I,  para  I,  was  ad- 
mitted to  the  hospital  on  August  26,  1946.  The 
patient’s  chief  complaints  were  dysuria,  frequency, 
and  fever.  In  1934,  a right  nephrectomy  had  been 
performed  for  chronic  pyelonephrosis.  Past  history 
revealed  a sensitivity  to  sulfonamides. 

The  patient  appeared  chronically  ill.  Her  tem- 
perature was  101.4  F.,  and  there  was  slight  tender- 
ness in  the  suprapubic  region  and  over  the  left  kid- 
ney posteriorly.  The  clinical  diagnosis  was  acute 
cystitis  and  pyelitis.  Urine  examination  showed 
2 plus  albumin,  occasional  red  blood  cells,  numerous 
clumped  white  blood  cells,  and  Streptococcus  viri- 
dans  on  culture.  Two  vaginal  suppositories  were 
administered  every  three  hours  (with  the  omission  of 
the  3 :00  a.m.  medication)  for  forty-eight  hours  for  a 
total  dosage  of  2,800,000  units.  The  urinary  symp- 
toms subsided,  and  the  temperature  fell  to  normal 
within  twenty-four  hours.  Urine  examination  was 
negative  at  this  time.  She  was  discharged  from  the 
hospital  on  September  3,  1946. 

Comment 

Although  the  number  of  cases  presented  is 
small,  it  seems  to  be  fairly  well  demonstrated 
that  the  therapeutic  results  following  the  ad- 
ministration of  calcium  penicillin  intravaginally 
parallel  the  results  obtained  with  penicillin  ad- 
ministered intramuscularly.  A recent  publica- 
tion by  Rock,  Barber,  and  Bacon,  indicates  that 

200.000  units  of  calcium  penicillin  in  cocoa  butter 
given  intravaginally  will  yield  the  following- 
blood  serum  levels:  “half-hour  levels  ranged 
from  0.312  to  1.250  units  per  cc.  with  an  average 
of  0.655  unit;  after  three  hours  from  0 to  0.156 
with  an  average  of  0.068  unit;  at  four  hours 
from  0 to  0.312  unit  with  an  average  of  0.120 


unit;  at  six  hours  from  0 to  0.156  with  an  average  ' 
of  0.039  unit. 

“As  the  necessary  concentration  for  strepto- 
coccus control  is  considered  to  be  0.039  unit  and 
for  staphylococcus  from  0.078  to  0.1  unit,  the 
critical  amount  was  present ....  for  an  average 
of  six  hours.”2 

Lovelady,  Randall,  and  Hosfeld  demonstrated 
that  in  five  cases  there  was  no  demonstrable 
penicillin  in  the  blood  serum  three  hours  after  the 
administration  of  200,000  units  of  calcium  peni- 
cillin intravaginally,  whereas  in  six  cases,  follow- 
ing a similar  dose,  the  blood  serum  level  varied 
between  0.03  and  0.12  unit  per  cc.3 

No  local  or  systemic  toxic  symptoms  were  en- 
countered in  the  cases  reported  here.  We  have 
used  vaginal  suppositories  of  penicillin  in  ap- 
proximately 100  patients  in  the  treatment  of 
local  genital  pathology*  and  prophylactically 
in  doses  varying  from  100,000  to  500,000  units 
every  three  hours.  The  most  effective  dosage 
has  not  yet  been  determined,  and  the  highest 
doses  were  employed  to  determine  the  degree  of 
tolerance. 

In  three  instances  patients  complained  of  mild 
vaginal  burning,  and  the  drug  was  discontinued. 
Usually  the  burning  occurred  after  the  first  or 
second  suppository.  Objectively,  no  change  in 
mucosa  could  be  detected,  and  the  symptoms 
ceased  immediately.  Further  work  will  be 
necessary  to  determine  the  cause  of  this  senstivity. 

The  100  cases  mentioned  above  were  treated 
for  the  following  indications:  prophylactically 
in'  vaginal  plastic  surgery,  cervical  erosion, 
senile  vaginitis,  chronic  endocervicitis,  post- 
partum cervical  lacerations  associated  with 
eversion  of  the  cervix  and  endocervicitis,  tri- 
chomonas vaginitis,  and  nonspecific  vaginitis. 
The  therapeutic  results  were  encouraging,  par- 
ticularly in  chronic  endocervicitis  and^  tri- 
chomonas vaginitis. 

Summary 

1.  Five  patients  with  gonoccal  and/or  strep- 
tococcal infection  were  treated  intravaginally 
with  calcium  penicillin  suppositories. 

2.  The  therapeutic  results  paralleled  those 
obtained  with  penicillin  administered  intra- 
muscularly. 

3.  The  therapeutic  efficiency  of  the  intra- 
vaginal  route  of  penicillin  administration  in  the 
treatment  of  systemic  diseases  as  compared 
with  the  intramuscular  and  oral  methods,  for  I 
example,  was  not  accurately  established.  It 
would  appear  from  known  data  that  it  is  less  I 
efficient  in  terms  of  units  required  than  the  inter-  J 


* Dosage  100,000  units  daily. 
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mittent  intramuscular  method  and  equally  as 
efficient  as  the  oral  route. 

4.  The  use  of  the  vagina  as  a depot  or  reser- 
voir of  penicillin  in  the  treatment  of  systemic 
disease  has  obvious  advantages  in  the  ease  of 
administration,  the  ability  to  treat  ambulatory 
patients  and  in  the  home,  and  in  not  requiring 
the  ministrations  of  physician  or  nurse. 
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A cerebral  palsy  center  combining  diagnostic 
treatment,  and  hospital  services  for  patients,  with 

{facilities  for  personnel  training  and  for  research  on 
the  disease,  is  now  in  operation  at  LeRoy,  (lonesee 
County,  as  a joint  project  of  the  University  of 
Rochester  and  the  New  York  State  Department  of 
Health. 

The  new  center  is  housed  in  the  former  residence  of 
Mr.  and  Mrs.  Ernest  L.  Woodward,  who  gave  to 
the  University  their  fifty-acre  estate  at  LeRoy  and 
money  with  which  to  remodel  the  mansion  on  the 
site  for  use  as  a forty-bed  institution.  The  National 
Foundation  for  Infantile  Paralysis  granted  the  sum 
of  $292,000  for  a five-year  period  of  research  to  be 


conducted  by  the  University’s  departments  of 
surgery,  medicine,  pediatrics,  pharmacology,  physiol- 
ogy, biochemistry,  and  chemistry.  The  State 
appropriated  $150,000  for  the  fiscal  year  ending 
March  31 , 1948  to  help  finance  the  project. 

The  financing  of  care  for  a patient  is  arranged 
prior  to  admission,  and  it  is  expected  that  the 
majority  will  be  admitted  on  orders  of  the  county 
children’s  courts. 

Detailed  information  about  the  procedures  and 
requirements  for  admission  may  be  obtained  by 
writing  Dr.  R.  Plato  Schwartz,  Strong  Memorial 
Hospital,  260  Crittenden  Boulevard,  Rochester, 
New  York,  or  from  the  local  district  health  officer. 


NEW  CEREBRAL  PALSY  CENTER  NOW  OPEN  TO  PATIENTS 


“DOCTOR  JONES”  SAYS— 

Fumigation  after  cases  of  communicable  disease — 
I was  just  thinking  about  the  time  us  health  officers 
used  to  spend  on  it  and  how  important  wo  figured 
it  was.  Formaldehyde  and  sulfur  dioxide  were  the 
two  gases  ordinarily  used. 

If  disease  germs  were  around  on  the  surface, 
loose  and  unprotected,  the  gas  probably  killed  ’em. 
But  the  formaldehyde  didn’t  have  any  effect  on 
flies  and  other  insects.  Oh,  I s’pose  it  made  their 
eyes  water  some  but  it  didn’t  kill  ’em.  The  sulfur 
dioxide — that’d  kill  the  insects  but  it’d  tarnish 
metals  and  take  the  color  out  of  things  like  curtains 
and  upholstery. 

I hadn’t  been  health  officer  long  before  I had  an 
experience  that  sort  of  opened  my  eyes.  A boy 
with  scarlet  fever — we  took  him  to  the  hospital. 
I fumigated  the  house  and,  when  there  weren’t 


any  new  cases  by  the  end  of  the  week,  we  felt  safe. 
Thirty  days  later,  when  the  boy  was  well  and  all 
through  peeling,  he  went  home.  About  five  days 
later  his  sister  came  down  with  scarlet  fever.  The 
house  was  OK  but  he  still  had  the  germs  in  his 
throat. 

About  that  time  we  began  waking  up  to  the  fact 
that  it  was  people,  rather  than  inanimate  things  that 
spread  communicable  diseases.  They  found  out 
that  fresh  air,  sunlight,  and  scrubbing  would  do  just 
as  well  and  fumigation  after  such  cases  was  dis- 
continued. 

Today — well,  disinfection  still  has  its  place  but 
it’s  infected  people,  mainly,  we  work  on.  They 
still  fumigate  but  it’s  vermin,  not  disease  germs, 
they’re  after. — Paul  B.  Brooks,  M l)  , Health 
News,  March  22,  1948 


Case  Reports 


BASAL  CELL  CARCINOMA  OF  ANUS 

Joseph  M.  Gross,  M.D.,  Brooklyn,  New  York 
( From  the  Proctology  Service  of  the  Beth-El  Hospital) 

L2ASAL  cell  carcinoma  was  the  term  applied  by 
Krompecher  in  1900  to  describe  the  type  of 
epithelioma  in  which  all  the  cells  stain  deeply  with 
hematoxylin,  fail  to  cornify,  and  closely  resemble  the 
basal  layer  of  normal  epidermis.1 

Characteristically,  a basal  cell  epithelioma  shows 
only  local  invasive  power.  It  does  not  invade  the 
blood  stream  or  lymphatic  channels.  It  may  destroy 
skin  down  to  the  superficial  fascia  where  its  penetra- 
tion is  usually  halted.  Spread  will  usually  be  super- 
ficial for  a long  period,  and  underlying  tissue,  muscle, 
or  bone  is  invaded  only  late  in  the  course  of  tumor 
growth. 

Clinically,  basal  cell  epithelioma  usually  ulcerate 
early.  With  rare  exceptions  the  ulcer  is  superficial, 
with  a raised,  irregular  and  everted  edge,  and  presents 
a pathognomonic  induration.  For  many  months  the 
indurated  mass  will  remain  freely  movable  before 
becoming  densely  adherent  to  the  deeper  tissues. 
Under  the  microscope,  one  sees  clumps  of  cells  grow- 
ing down  from  the  surface  epithelium  and  lying  free 
in  the  cutis.  With  hematoxylin  and  eosin,  the  tumor 
masses  stain  more  deeply  than  the  overlying 
epithelium,  and  the  edge  of  each  mass  is  darker  than 
its  center.  Mitotic  figures  are  rarely  seen  in  this 
slowly  growing  tumor. 

Basal  cell  carcinoma  of  the  anus  is  unusual. 
Gabriel  reports  seeing  only  one  such  case.2  Yeo- 
mans and  Bacon  cite  none.3'1  Keyes  says  an  occa- 
sional basal  cell  tumor  is  found.5  Guess  reports  a 
case  which  had  been  operated  upon  three  times  pre- 
viously without  being  diagnosed.6 

The  usual  type  of  anal  cancer  is  squamous  cell 
carcinoma.1  Estimates  of  its  frequency  range  from 
3.3  to  10  per  cent.1-1  Bacon’s  collected  statistics 
indicate  that  anal  cancer,  i.e.,  squamous  cell,  com- 
prises 6 per  cent  of  the  malignancies  of  the  anus, 
rectum,  and  sigmoid.1  The  anterior  quadrant  of  the 
anus  is  the  most  common  site. 

In  diagnosing,  t his  condition  must  be  distinguished 
from  the  following  possibilities:  slough,  chancre, 
condyloma,  tuberculosis  (verrucous  or  anal  ulcer), 
chancroid,  hemorrhoid,  and  nonspecific  anal  ulcer. 

The  ulcer  resembled  a slough  seen  occasionally 
after  a peri-anal  oil  injection,  but  the  duration,  the 
bleeding,  and  the  induration  ruled  that  out.  A 
chancre  would  not  persist  for  a year.  Condylomata 
rarely  ulcerate  and  would  have  an  indurated  but 
necrotic  base,  a straight  edge,  and  a strongly  positive" 
Wassermann.  Verrucous  tuberculosis  may  ulcerate. 

Presented  at  a meeting  of  the  New  York  Proctologic 
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Such  an  ulcer  has  a sharply  defined  margin  and  a 
soft  shallow  base  spotted  with  yellow  tubercles. 
The  discharge  is  thick,  scanty,  and  foul  smelling.  A 
tuberculous  anal  ulcer  has  overhanging  irregular 
edges  without  induration.  Chancroid  ulcers  are 
usually  multiple,  the  edges  are  not  elevated,  and  there 
is  no  induration.  An  ulcer  may  result  from  the  ex- 
trusion of  the  clot  of  an  acute  external  thrombotic 
hemorrhoid.  Here  the  history  would  be  typical: 
the  ulcer  would  have  ragged,  overhanging  edges,  and 
fresh  clots  would  be  found  in  the  crater.  A nonspecific 
anal  ulcer  would  not  have  a raised  and  everted 
border. 

Differentiation  between  basal  and  squamous  cell 
types  is  not  merely  academic,  because  the  latter  is 
highly  malignant  and  metastasizes  to  lymph  glands 
early.  The  edges  of  the  former  would  appear  more 
pearly  and  less  raised.  In  an  early  case,  wide  ex- 
cision is  necessary  either  way.  In  more  advanced  in- 
stances, biopsy  is  necessary  for  an  exact  diagnosis. 
Both  forms  are  sensitive  to  radiation,  but  metastases 
are  resistant.5  For  the  late  squamous  type,  radiation 
is  preferable  to  surgery. 

Case  Report 

The  following  case  report  is  that  of  a 49-year-old 
milkman  whose  sole  complaint  was  itching  and  pain- 
less bleeding  from  the  anus  for  a year.  Examination 
revealed  an  ulcer,  2 cm.  in  diameter,  with  super- 
ficially eroded  but  clean  crater  and  a border  which 
was  raised  and  everted.  This  mass  extended  an- 
teriorly from  the  anal  verge.  Alt  hough  definitely  in- 
durated, it  was  moveable  and  could  be  raised  from  the 
subcutaneous  tissues  (Fig.  1).  The  remainder  of  the 
examination  was  not  remarkable.  Inguinal  glands 
were  not  indurated.  The  Wassermann  was  negative. 


Fig.  1. 
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The  patient  was  admitted  to  the  Beth-El  Hospital 
>n  August  28,  1946,  with  the  clinical  diagnosis  of 
ilcerated  basal  cell  carcinoma  of  the  anal  margin. 
Jn  the  following  morning  the  tumor  was  excised 
videly  to  a depth  of  one  inch  and  a diameter  of  three 
nches.  Cut  portions  of  the  subcutaneous  sphincter 
mi  and  of  the  superficial  transverse  perineal  muscles 
vere  approximated.  The  subcutaneous  fascia  were 
lutured.  The  skin  defect  was  left  open  to  granulate. 

The  pathology  report  read  as  follows:  “Specimen 
jonsists  of  a round  mass  of  skin  with  attached  sub- 
utaneous  tissue,  4 by  3.5  by  2 cm.,  bearing  in  its 
•enter  a rounded,  centrally  ulcerated  mass  2 cm.  in 
liameter.  The  edges  of  the  ulcer  are  heaped  up  and 
narkedly  firm.  On  section,  opaque  grayish-white 
issue  is  seen  to  invade  and  replace  the  epidermal 
•overing  and  to  infiltrate  into  the  superficial  sub- 
•utaneous  tissues.  The  tumor  does  not  appear  to 
nvolve  the  underlying  muscle.  The  mass  appears  to 
iave  been  completely  excised.”  The  diagnosis  was 
xasal  cell  carcinoma  of  the  anus. 


The  wound  has  since  healed  satisfactorily.  While 
the  patient  will  remain  under  observation,  no  further 
therapy  is  deemed  necessary.  * 

Conclusion 

While  basal  cell  carcinoma  of  the  anus  is  rare,  the 
case  is  presented  because  tumors  such  as  this  may 
be  mistaken  readily  for  more  benign  anal  lesions. 

285  New  York  Avenue 
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SCEPSIS  SCIENTIFICA 
In  a recent  address  presented  to  the  Leeds, 
England,  University  Medical  Faculty,  by  Geoffrey 
Jefferson,  this  eminent  physician  stated  that  it 
is  essential  that  we  keep  our  emotions  in  con- 
trol in  science,  although  this  may  be  difficult 
since  they  are  permissible  in  so  much  else  that 
occupies  our  thoughts,  colors  our  lives,  and  at,  all 
times  are  ineradicable.  The  rules  that  we  live  by 
have  been  made  by  experience  as  curbs  on  unfettered 
emotional  behaviors. 


The  rules  of  science  have  a shorter  history,  but 
are  in  the  main  of  the  same  kind  narrowed  by  a 
sharper  focus  to  a different  end.  We  have  seen  that, 
better  knowledge  of  the  brain  gives  us  no  hope  for 
lenses  that,  will  correct  automatically  the  astigma- 
tism of  our  minds.  Let,  us  then  live  our  lives  ac- 
cording to  the  rules  of  historical  experience, 
and  in  our  scientific  thinking  let  them  be  tem- 
pered but  with  our  actions  not  paralyzed  by 
scepticism. 


A NEW  TEACHING  FILM  AVAILABLE 

The  American  College  of  Surgeons  has  announced 
the  completion  of  a new  teaching  film,  “Anomalies  of 
the  Bile  Ducts  and  Blood  Vessels:  Strictures  of  the 
Common  Duct,”  which  was  shown  at,  the  1947 
Sectional  Meetings  and  Clinical  Congress  of  the 
American  College  of  Surgeons  and  the  Centennial 
Meeting  of  the  American  Medical  Association. 
This  film  is  now  available  for  loan  or  purchase  and  is 
the  first,  in  the  series  of  teaching  films  being  pro- 
duced under  the  expanded  motion  picture  program. 

The  picture  was  directed  by  Warren  II.  Cole, 
M.D.,  professor  of  surgery  and  head  of  the  depart- 
ment. University  of  Illinois  School  of  Medicine, 


with  the  cooperation  of  an  advisory  committee. 
Production  was  made  possible  through  a grant,  from 
the  Johnson  & .Johnson  Research  Foundat  ion. 

The  method  of  presentation  used  in  this  film  is 
somewhat  different  from  that  commonly  utilized. 
Drawings  with  animation  were  employed  inasmuch 
as  operations  for  repair  of  stricture  of  the  bile  ducts 
are  so  numerous  and  also  are  so  complicated  t hat 
actual  photography  in  an  operating  room  was  not, 
considered  practical. 

Inquiries  may  be  directed  to:  Ethieon  Suture 
Laboratories,  Division  of  Johnson  & Johnson,  New 
Brunswick,  New  Jersey. 


ELECTRICAL  ALTERNANS 


Henry  H.  Kalter,  M.D.,  New  York  City,  and  MortimerL.  Schwartz,  M.D.,  Irvington,  New 
Jersey 

( From  Mount  Sinai  Hospital,  Neu)  York  City,  and  Irvington  General  Hospital,  Irvington,  New  Jersey) 


'“THE  occurrence  of  electrical  alternans  is  con- 
sidered  to  be  a rare  phenomenon.  Hamburger, 
Katz,  and  Saphir  reported  that  their  first  case,  ob- 
served in  March,  1933,  constituted  the  only  one  they 
sa\v»in  a series  of  approximately  10,000  electrocardio- 
grams covering  a period  of  about  thirteen  years.1 
We  have  reviewed  8,084  electrocardiograms  taken 
in  6,059  different  patients  from  July  29,  1941,  to 
August  2,  1946,  and  have  noted  five  instances  of 
electrical  alternans.  Our  incidence  is,  therefore,  one 
in  1,212  patients.  It  is  impossible  to  state  how 
many  of  these  6,059  patients  were  suffering  from 
heart  disease,  and,  although  the  incidence  of  electrical 
alternans  in  cardiac  patients  cannot  be  determined, 
it  is  obviously  greater  than  indicated  above.  Lack 
of  familiarity  with  this  abnormality  is  probably  the 
reason  for  its  infrequent  detection. 

Electrical  alternans  is  an  abnormality  of  the  elec- 
trocardiogram manifested  by  alternating  variations 
in  the  amplitude  or  direction,  or  both,  of  the  electro- 
cardiographic waves  and  complexes,  the  rhythm  of 
the  complexes  being  regular.  Electrical  alternans  of 
the  QRS  complexes  is  more  frequent  than  alterna- 
tion of  the  QRS  complexes  and  T-waves.  The 
phenomenon  of  electrical  alternans  may  be  evident 
in  one  or  more  leads,  and  occasionally  it  is  seen  in  all 
leads.  Since  it  is  fairly  transient,  it  seldom  appears 
in  more  than  one  electrocardiogram  out  of  several 
taken  of  the  patient.  In  some  instances,  electrical 
alternans,  a manifestation  of  cardiac  alternans,  is  the 
only  electrocardiographic  evidence  of  heart  disease. 

Electrical  alternans  was  discovered  by  Hering  in 
1909  in  the  course  of  animal  experiments.2  Subse- 
quently, other  investigators  produced  electrical 
alternans  experimentally  and  discussed  its  mech- 
anism.3-14 The  first  instance  reported  in  man  was 
published  by  Lewis  in  1910  in  a case  of  paroxysmal 
auricular  tachycardia.16  Since  then  and  up  to  the 
present  writing,  omitting  cases  of  alternating  atrio- 
ventricular block  and  alternating  bundle  branch 
block,  we  have  found  41  clinical  cases  of  electrical 
alternans  reported  in  the  literature.16-50 

Case  Reports 

Case  1. — L.  S.,  a 27-year-old  man,  was  admitted  to 
the  hospital  on  May  10,  1944.  He  complained  of 
weakness  and  dyspnea  and  had  a fever  ranging  from 
102  to  104  F.  Three  months  prior  to  admission,  an 
x-ray  of  the  chest  revealed  markedly  enlarged  hilar 
lymph  nodes.  On  admission,  the  patient  appeared 
acutely  ill.  The  temperature  was  102  F.,  the  respira- 
tory rate  was  28,  the  pulse  rate  was  120  and  regular, 
and  the  blood  pressure  was  noted  as  120/80.  The 
heart  was  enlarged  to  the  right  and  left,  heart  sounds 
were  distant,  and  a pericardial  friction  rub  was 
heard.  Physical  signs  of  a pleural  effusion  were 
elicited  at  the  left  lung  base  posteriorly.  The  liver 
was  palpable  four  finger  breadths  below  the  right 
costal  margin. 

Ninety  cubic  centimeters  of  serofibrinous  pericar- 


dial fluid  were  removed.  The  course  of  the  patient’s 
illness  did  not  respond  to  sulfadiazine  medication. 
Moderate  restriction  of  fluid  intake  and  the  adminis- 
tration of  digitalis  and  mercurial  diuretics  did  not 
influence  the  cardiac  status  of  the  patient.  Six 
weeks  after  admission,  a chest  x-ray  revealed  that 
the  enlarged  hilar  nodes  had  receded.  The  patient 
was  transferred  to  another  hospital. 

The  diagnosis  was  acute  serofibrinous  pericarditis 
with  congestive  heart  failure  of  undetermined  cause. 

Electrocardiographic  tracings  were  taken  on  May 
13,  16,  20,  and  30.  On  May  16,  1944,  there  was 
sinus  tachycardia,  rate  125.  P-waves  were  prom- 
inent in  lead  2;  P-R  interval  measured  0.16  second. 
The  R-wave  in  lead  4F  varied  from  absent  to  */« 
mm.  Electrical  alternans  of  the  QRS  complexes 
and  T-waves  was  shown  in  leads  3 and  4F  (Fig.  1). 


Fig.  1.  Electrical  alternans  of  the  QRS  com-  , 
plexes  and  T-waves  in  leads  3 (top)  and  4F  (bot- 
tom). In  lead  3 the  alternation  of  the  R-waves  is 
very  slight.  The  larger  R-waves  are  followed  by 
slightly  inverted  T-waves,  and  the  smaller  R-waves 
are  followed  by  upright  T-waves.  In  lead  4F  the  , 
larger  S-waves  are  followed  by  isoelectric  T-waves, 
and  the  smaller  S-waves  are  followed  by  upright  T- 
waves.  j| 

lii 

Case  2. — W.  O.,  a 57-year-old  man,  was  admitted  I 
to  the  hospital  on  November  3,  1945.  He  com- 
plained of  dyspnea  and  swelling  of  both  ankles.  On 
admission,  the  patient  appeared  acutely  ill.  The 
pulse  rate  was  100  with  frequent  extrasystoles,  and 
the  blood  pressure  was  noted  as  170/50.  The  res- 
piratory rate  was  24.  The  heart  was  enlarged  to  the 
left;  a systolic  and  a diastolic  murmur  were  best 
heard  over  the  second  interspace  to  the  right  of  the 
sternum.  Occasional  rales  were  heard  at  both  bases. 
Examination  of  the  extremities  revealed  2 plus  pitting 
edema  of  both  ankles.  The  blood  serology  was  posi- 
tive. 

The  patient  improved  on  bed  rest,  restriction  of 
fluids,  digitalis,  and  mercurial  diuretics. 

The  diagnosis  was  luetic  aortic  insufficiency  with 
marked  hypertrophy  of  the  left  ventricle  and  conges- 
tive heart  failure. 

Tracings  were  taken  November  4,  7,  and  29.  On 
November  7,  1945,  sinus  rhythm  was  regular,  rate 
90.  Previous  auricular  and  ventricular  extrasys- 
toles were  no  longer  present.  P-waves  were  notched 
in  lead  1,  prominent  in  lead  2,  and  inverted  in  lead 
4F.  The  P-R  interval  measured  0 18  second. 
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Electrical  alternans  of  QRS  complexes  was  shown  in 
i leads  2 and  4F  (Fig.  2),  the  RS-T  segment  being 
depressed  in  all  limb  leads  and  elevated  in  lead  4F 
and  the  T-waves  being  inverted  in  lead  1 and  dipha- 
sic in  lead  2. 


Fig.  2.  Electrical  alternans  of  the  QRS  complexes  in 
leads  2 (top)  and  4F  (bottom). 

Case  3. — J.  K.,  a 55-year-old  man,  was  admitted  to 
the  hospital  on  July  29,  1942.  He  complained  of 
dyspnea  on  exertion,  occasional  attacks  of  dyspnea 
at  night  causing  him  to  sit  upright  in  bed,  mild 
productive  cough,  and  noct.urnia.  These  symptoms 
had  been  present  for  four  months  prior  to  hospital- 
ization. On  admission,  the  patient’s  pulse  rate  was 
72  and  regular,  the  blood  pressure  was  120/76,  and 
the  respiratory  rate  was  24.  Examination  of  the 
lungs  revealed  diminished  breath  sounds  with  oc- 
casional wheezing  in  both  lung  fields.  Physical 
examination  of  the  heart  was  essentially  negative, 
but  x-ray  of  the  chest  revealed  slight  enlargement  of 
the  heart  to  the  right.  The  liver  was  palpable  two 
finger  breadths  below  the  right  costal  margin.  The 
circulation  time  with  ether  was  11  seconds  and  with 
decholin  was  18  seconds.  The  sedimentation  rate, 
white  blood  cell  count,  and  differential  count  were 
normal.  Examinations  of  urine  and  blood  serology 
were  negative. 

The  patient  had  been  receiving  digitalis  prior  to 
admission.  He  improved  on  bed  rest  and  continua- 
tion of  digitalis  medication. 

The  diagnosis  was  chronic  bronchitis  and  emphy- 
sema with  secondary  enlargement  of  the  right  ven- 
tricle and  right  heart  failure. 

Electrocardiograms  taken  on  April  21,  1942 
showed  regular  sinus  rhythm,  rate  72.  Electrical 
alternans  of  QRS  complexes  was  shown  in  lead  4F 
(Fig.  3).  Otherwise  the  tracing  was  normal. 


Fig.  3.  Electrical  alternans  of  the  QRS  complexes  in 
lead  4F. 

The  patient  died  on  September  24,  1942,  during  a 
second  admission,  of  an  acute  illness  unrelated  to 
the  above  described  symptomatology.  Postmortem 
examination  revealed  that  the  heart  weighed  325 
Gm. ; coronary  arteries  were  patent.  Right  ven- 
tricular musculature  was  firm,  reddish-brown  in 
color,  and  measured  16  mm.  in  thickness,  approxi- 
mately t hree  times  normal. 

Case  4- — J.  K.,  a 33-ycar-old  man,  presented  a 
history  of  attacks  of  paroxysmal  tachycardia. 
Physical  examination  on  admission  was  negative 
except  for  a rapid  heart  rate.  An  emergency  elec- 
trocardiogram was  ordered  because  of  this  marked 
tachycardia.  However,  the  rapid  rate  subsided 


shortly  before  the  electrocardiogram  was  taken. 
The  diagnosis  was  paroxysmal  tachycardia. 

The  patient  was  discharged  as  improved. 

An  electrocardiogram  was  taken  November  21, 
1944.  There  was  sinus  rhythm,  the  rate  varying 
between  90  and  95.  Electrical  alternans  of  QRS 
complexes  was  shown  in  lead  4F  (Fig.  4).  Other- 
wise the  tracing  was  normal  for  a slender  individual 
with  a vertically  placed  heart. 


Fig.  4.  Electrical  alternans  of  the  QRS  complexes  in 
lead  4F. 


Case  5.* — E.  B.,  a 63-vear-old  woman,  was  admit- 
ted to  the  hospital  on  June  6,  1946.  She  gave  a his- 
tory of  previous  episodes  of  heart  failure,  and  she 
complained  now  of  shortness  of  breath,  productive 
cough,  and  pain  in  the  left  chest.  The  pat  ient  had  a 
fever  ranging  from  102  to  103  F.  On  admission,  she 
appeared  acutely  ill.  The  temperature  was  102  F., 
pulse  rate  was  100,  and  the  blood  pressure  was  120/ 
80.  The  respiratory  rate  was  35.  Examination 
revealed  dullness  over  the  left  base  posteriorly  and 
resonant  rales.  The  heart  was  enlarged  to  the  left, 
the  liver  w-as  three  fingers  below  the  right  costal 
margin,  and  the  extremities  showed  some  ankle 
edema.  An  x-ray  of  the  chest  showed  infiltration  in 
the  left  lower  lobe. 

The  patient  w-as  given  oxygen,  sulfadiazine,  and 
penicillin.  Her  temperature  returned  to  normal  on 
the  third  day.  Because  of  the  cardiac  failure,  the 
patient  was  placed  on  a low-  salt  diet  and  received 
digitalis  and  mercupurin.  The  patient  improved 
and  left  the  hospital  on  July  11,  1946. 

The  diagnosis  was  pneumonia,  left  lower  lobe,  and 
arteriosclerotic  heart  disease  with  heart  failure. 

Electrocardiograms,  taken  on  July  10,  1946,  show- 
regular  sinus  rhythm,  rate  72.  There  was  left  axis 
deviation.  The  P-R  interval  measured  0.24;  QRS 
complexes  w-ere  slurred  and  widened  and  measured 
0.12  second.  R4  varied  from  absent  to  1 mm. 
Electrical  alternans  was  present  in  lead  CL4  (Fig.  5) 
but  was  absent  in  chest  lead  CL5.  11ST  segments 
w-ere  depressed  in  leads  1,  2,  and  CL5  and  were  ele- 
vated in  lead  3.  The  T-waves  were  inverted  in  lead  1 
and  CL5  and  w-ere  diphasic  in  leads  2 and  CL4. 


Fig.  5.  Electrical  alternans  of  QRS  complexes  in 
lead  CL4. 


Discussion 

In  recent  years  the  majority  of  investigators  have 
concluded  that  the.  various  phenomena  of  cardiac 
alternans  are  produced  by  the  same  underlying 
yiechanism.  Kisch  believes  that  the  cause  of  car- 

* Dr.  O.  J.  lieyer  of  Irviugtoii,  New  Jersey,  has  given  us 
his  permission  to  include  this  case  in  our  series  . 
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diac  alternans,  whether  electrical  or  mechanical,  is  a 
disturbance  of  the  bioenergetic  behavior  of  the 
myocardium.9  Katz  states  that  the  factor  underly- 
ing all  forms  of  cardiac  alternans  is  a marked  pro- 
longation of  the  refractory  phase  of  some  part  of  the 
heart.31  Following  a previous  activation,  an  im- 
pulse finds  some  regions  of  the  myocardium  still 
refractory.  Consequently,  the  response  in  every 
alternate  beat  will  be  mechanically  or  electrocardio- 
graphically  abnormal. 

Including  the  five  cases  presented  in  this  paper, 
there  are  46  instances  of  electrical  alternans  recorded 
in  the  literature.  Nine  cases  showed  electrical 
alternation  during  attacks  of  supraventricular 
paroxysmal  tachycardia,  while  one  case  reported  in 
this  paper  is  of  additional  interest  because  it  showed 
electrical  alternans  immediately  after  such  an  attack. 
These  cases  will  not  be  discussed  further  because 
electrical  alternans  is  not  of  prognostic  significance 
under  such  circumstances. 

In  the  remaining  36  cases,  alternation  of  the  QRS 
complex  alone  occurred  in  29  patients,  and  alterna- 
tion of  the  QRS  complexes  and  T-waves  appeared  in 
seven  patients. 

Associat  ion  of  elect  rical  alternans  and  pulsus  alt  er- 
nans has  been  reported  in  only  six  cases  by  Lewis, 
Brody  and  Rossman,  Nadrai,  Kalter  and  Grishman, 
and  Levine. I5'22’26’29'30  In  the  first  instance,  the 
patient  exhibited  a paroxysmal  auricular  tachy- 
cardia. The  electrical  alternans  in  these  six  cases 
was  of  the  QRS  type  in  four  instances  and  of  the 
QRST  type  in  only  two  instances.  The  rarity  of 
this  association  may  be  attributed  to  the  fact  that 
simultaneous  tracings  of  pulse  and  electrocardiogram 
are  not  recorded  routinely.  Since  the  phenomenon 
of  cardiac  alternans  is  transient,  the  association  of 
electrical  and  mechanical  alternans  often  is  over- 
looked. However,  it  should  be  noted  that  a patient 
may  exhibit  electrical  alternans  without  pulsus 
alternans  on  one  occasion  and  pulsus  alternans  with- 
out electrical  alternans  during  another  examina- 
tion.15, 29 

The  absence  of  electrical  alternans  in  the  routine 
electrocardiogram  does  not  exclude  the  presence  of 
the  electrical  phenomenon.  Additional  leads  might 
have  revealed  its  presence.  This  is  demonstrated 
in  case  5 in  which  the  electrical  alternans  is  absent  in 
the  limb  leads  and  CL5  but  is  present  in  CL4. 

The  mortality  among  the  36  patients  was  22  cases 
or  61  per  cent.  The  clinical  course  and  prognosis  in 
the  remaining  14  cases  are  not  always  completely 
described.  Some  patients  have  shown  remarkable 
improvement  while  under  treatment  and  observa- 
tion. This  should  caution  us  against  regarding  elec- 
trical  alternans  as  of  ominous  significance  in  every 
case.  The  mortality  in  the  QRS  group  is  18  deaths 
out  of  29  cases,  or  61  per  cent.  The  death  incidence 
in  the  QRST  group  is  four  fatalities  out  of  seven 
patients,  or  57  per  cent.  Thirteen  postmortem 
examinations  are  reported  in  the  literature. 17,21,23,21, 

26.28,29 

There  is  no  reason  to  associate  t he  phenomenon  of 
electrical  alternans  with  any  particular  cardiac  dis- 
ease'. Chronic,  cardiovalvular  disease  and  pericar- 
ditis were  more  common  postmortem  diagnoses  than 


was  coronary  artery  disease,  the  latter  having  been 
present  in  only  five  cases  among  the  13  patients 
which  came  to  necropsy.  All  types  of  heart  disease 
were  diagnosed  clinically  in  the  remaining  22  eases. 
Heart  failure  was  a very  frequent  occurrence. 

The  age  varied  from  nine  months  to  seventy-five 
years,  the  majority  of  the  patients  being  more  than 
forty  years  old. 


Summary 

1 . Five  cases  of  electrical  alternans  are  reported. 

2.  The  incidence  of  electrical  alternans  is  much 
higher  than  has  been  reported  in  the  literature,  lack 
of  familiarity  with  this  phenomenon  being  the  reason 
for  its  infrequent  detect  ion. 

3.  Marked  improvement  may  occur  in  patients 
exhibiting  electrical  alternans,  although  the  latter  is 
usually  a poor  prognostic  sign  when  it  is  not  associ- 
ated with  paroxysmal  supraventricular  tachycardia. 

4.  Electrical  alternans  may  appear  in  cardiac 
disease  regardless  of  etiology. 
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These  observations  were  made  at  the  Tilton  General  and 
the  121st  Station  hospitals  while  the  authors  were  in  military 
service,  and  also  observations  were  made  at  the  Irvington 
General  Hospital,  Irvington,  New  Jersey. 


TRANSTHORACIC  GASTRECTOMY,  SPLENECTOMY,  AND  SUBTOTAL  PAN- 
CREATECTOMY FOR  RECURRENT  CARCINOMA  OF  THE  STOMACH 


Jacob  L.  Olenik,  M.D.,  New  York  City 
{From  the  Bronx  Hospital ) 

THE  gloom  attending  the  reports  of  results  of  the 

treatment  of  cancer  of  the  stomach  still  prevails, 
but  recently  new  hope  has  been  inspired  by  an  in- 
creased interest  shown  by  surgeons  in  radical  extirpa- 
tion. Publicity  and  education  of  the  patient  and  the 
family  doctor  have  brought  more  and  earlier  cases 
to  the  attention  of  the  surgeon.  Thus,  the  per- 
centage of  operable  cases  is  increasing,  as  is  the 
number  of  cases  found  to  be  resectable  by  laparo- 
tomy. 

Vastly  improved  preoperative  preparation  and 
postoperative  care  have  joined  with  better  operative 
technic  and  newer  methods  of  anesthesia  in  making 
radical  surgery  of  the  stomach  less  hazardous.  Now 
that  the  transthoracic  approach  to  the  upper  abdo- 
men has  given  us  greater  and  more  direct  access  to 
the  stomach  and  adjacent  involved  organs,  even 
more  radical  procedures  have  become  feasible. 

Although  recurrent  carcinomas  of  other  portions  of 
the  gastrointestinal  tract  have  frequently  been  oper- 
ated upon  successfully  and  reported,  a search  of  the 
literature  did  not  reveal  a recurrent  carcinoma  of  the 
stomach  thus  treated.  For  this  reason  and  because 
of  general  interest,  the  following  case  history  is  pre- 
sented. 

Case  Report 

Course. — On  March  1 1 , 1946,  a fifty-two  year  old 
white  man,  a commercial  printer,  was  admitted  to 
the  Bronx  Hospital  with  a one-year  history  of  recur- 
rent episodes  of  epigastric  discomfort  and  pain.  Of 
late,  these  incidents  had  become  more  frequent  and 
more  persistent.  The  most  recent  attack  had  lasted 
five  weeks.  The  pains  were  described  as  severe 
heartburn  at  any  time,  day  or  night,  without  rela- 
tion to  time  or  contents  of  meals.  Bicarbonate  of 
soda  gave  slight  relief  temporarily,  but  ingestion  of 
food  had  no  effect  upon  the  symptoms.  At  no  time 
had  he  experienced  nausea,  nor  had  he  vomited  dur- 
ing an  attack.  He  had  never  been  jaundiced,  nor 
had  he  ever  noticed  anything  unusual  in  the  color  or 
contents  of  his  urine  or  stool.  There  had  been  a 
weight  loss  of  ten  pounds  in  the  past  three  months. 
This  was  attributed  by  the  patient  to  worry  and, 
recently,  to  anorexia.  A gastrointestinal  x-ray 
series  done  elsewhere  was  negative,  but  x-rays  of  the 
biliary  tract  disclosed  a faintly  visualized  gallbladder 
containing  many  calculi. 

Aside  from  the  fact  that  his  father  had  died  of  can- 
cer (organ  was  not  known  by  the  patient),  we  could 
learn  nothing  of  consequence  concerning  his  family 
or  past  history.  Physical  examination  revealed  an 
alert  white  man  who  showed  evidence  of  recent 
weight  loss.  His  blood  pressure  was  140/90.  The 
head,  neck,  and  extremities  were  negative.  Heart 
and  lungs  were  normal.  The  abdomen  was  scaph- 
oid in  type.  No  masses  were  felt  or  points  of 
tenderness  found.  The  liver  edge  could  not  be  felt, 
and  the  spleen  was  not  palpable. 


I am  indebted  to  Dr.  Joseph  Felsen,  director  of  labora- 
tories and  research  at  the  Bronx  Hospital,  for  the  photo- 
micrographs presented. 


On  admission  to  the  hospital  his  blood  showed 
hemoglobin  14.5  Gm. ; red  blood  cells  were  5,500,000, 
and  white  blood  cells  were  8,200,  of  which  70  per 
cent  were  neutrophils.  The  blood  was  type  B 
Landsteiner.  The  urine  was  normal. 

On  March  12,  the  patient  was  operated  upon. 
The  following  is  excerpted  from  the  operative  report : 
“Under  spinal  and  pentothal  sodium  anesthesia, 
the  abdomen  was  entered  through  a muscle-splitting 
upper  right  rectus  incision.  It  was  found  that  there 
were  many  adhesions  present  in  the  region  of  the 
gallbladder.  These  were  separated,  and  the  exposed 
gallbladder  was  found  to  be  thick-walled  and  con- 
tained numerous  stones.  The  liver  surface  was 
smooth  and  contained  no  palpable  nodules.  The 
appendix  was  normal.  Both  kidneys  were  normal  in 
size.  The  large  and  small  bowel  were  free  of  any 
palpable  tumors.  On  the  posterior  wall  of  the 
stomach,  high  up,  there  could  be  felt  a mass.  The 
lesser  sac  was  opened  through  the  gastrocolic  liga- 
ment to  get  a better  exposure  of  the  posterior  surface 
of  the  stomach.  It  was  seen  then  that  an  ulcerating 
neoplastic  lesion  of  the  posterior  gastric  wall,  well 
below  the  cardia,  was  present.  Several  large  nodes 
were  palpated  in  the  gastrohepatic  ligament.” 

It  was  decided  to  do  a subtotal  gastrectomy.  The 
division  of  the  duodenum  and  the  closure  of  the 
duodenal  stump  presented  no  difficulty.  The 
stomach  with  its  attached  omentum  was  resected 
without  the  use  of  clamps  in  order  to  get  as  high  a 
division  as  possible.  After  the  stomach  had  been 
transected,  it  was  thought  prudent  to  remove  more 
of  the  posterior  wall,  although  we  were  apparently 
above  the  tumor.  The  posterior  wall,  therefore,  was 
excised  just  below  the  esophagus.  The  edges  of  the 
anterior  wall  were  sewed  together  posteriorly,  and 
the  upper  end  of  the  tube  thus  formed  anchored  to 
the  remaining  cuff  of  the  posterior  wall  with  several 
interrupted  sutures.  Because  of  its  location,  this 
procedure  was  difficult  , and  we  could  not  be  certain  as 
to  the  efficacy  of  this  row  of  sutures.  The  proximal 
jejunum,  about  thirteen  inches  from  the  ligament  of 
Treitz,  was  then  brought  around  the  colon,  opened, 
and  anastomosed  to  the  distal  opening  in  the  re- 
cently made  stomach  tube.  The  operation  was  com- 
pleted in  the  usual  manner.  No  drainage  was  insti- 
tuted. 

During  this  procedure,  both  plasma  and  whole 
blood,  in  addition  to  continuous  intravenous  admin- 
istration of  5 per  cent  glucose  in  saline,  were  given. 

The  report  made  by  the  pathologic  laboratory 
follows: 

Gross  Pathology. — The  specimen  is  a resected  por- 
tion of  stomach,  18  cm.  in  length.  The  serosal  sur- 
face is  pink  and  smooth  except  in  one  area  on  the 
lesser  curvature,  where  it  appears  to  be  puckered. 
This  area  is  near  one  extremity  of  the  resected  por- 
tion of  stomach.  The  mucosal  surface  presents  a 
reddish,  cauliflower-like,  heaped-up,  friable,  neo- 
plastic mass  measuring  7 by  6 cm.  in  size.  The 
edges  of  the  mass  are  serpiginous  in  character,  and 
the  surrounding  mucosa  is  hemorrhagic.  The  wall 
of  the  stomach  in  this  area  in  markedly  indurated. 
On  examination  no  lymph  nodes  are  palpable  or 
visible. 

Microscopic  Diagnosis. — Section  of  the  stomach 
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tumor  at  the  junction  with  normal  mucosa  reveals  a 
deeply  penetrating  adenocarcinoma.  The  tumor 
reveals  considerable  varieties  in  its  histologic  appear- 
ance. In  some  areas,  well-defined  varying-sized 
glands  are  seen.  In  other  areas,  there  is  a tendency 
toward  papillary  growth.  In  still  other  areas,  large 
dilated  and  cystic  glands  are  seen.  The  lumina  are 
filled  with  mucinous  secretion,  and  little  or  no  epi- 
t helium  is  present.  Numerous  focal  calcific  deposits 
are  present.  In  areas  the  stroma  is  infiltrated  with 
polymorphonuclear  leukocytes  and  round  cells. 

Diagnosis. — Gelatinous  adenocarcinoma  of  stom- 
ach, grade  II  (Fig.  1). 


Fig.  1.  Photomicrograph  showing  the  micro- 
scopic anatomy  of  the  carcinoma  found  in  the  pos- 
terior gastric  wall. 

Postoperative.— The  patient  withstood  the  operation 
well  and  was  in  good  condition  on  his  return  to  his 
room.  Intravenous  glucose,  saline,  and  amino  acid 
feedings  were  started.  Vitamin  and  penicillin  ther- 
apy was  instituted. 

The  postoperative  course  was  satisfactory  until 
March  16  when  bronchopneumonia  complicated  the 
convalescence.  This  cleared,  and  the  patient  was 
well  by  March  19.  On  that  day  he  was  given  his 
first  peroral  fluids.  The  wound  healed  rapidly,  and 
the  patient  was  discharged  from  the  hospital  on 
March  30. 

The  patient  was  kept  under  observation  for  seven 
months.  At  the  end  of  four  months  he  had  gained 
twenty-five  pounds  and  was  in  excellent  health, 
working  at  his  trade  happily. 

On  October  1,  1946,  the  patient  complained  of 
epigastric  pain.  A gastrointestinal  series  revealed  a 
recurrence  of  the  carcinoma  of  the  stomach  with 
infiltration  around  the  stoma  of  the  anastomosis 
(Fig.  2). 

The  patient  returned  to  the  hospital  October  15. 
Physical  examination  on  the  day  of  admission  was  as 
follows:  there  was  no  pallor;  he  seemed  well  nour- 
ished; the  incisional  scar  of  the  previous  operation 


Fig.  2.  X-ray  showing  recurrence  of  carcinoma, 
with  infiltration  around  the  stoma  of  the  anasto- 
mosis. 


was  well  healed;  no  masses  were  palpable  nor  were 
any  points  of  tenderness  found.  Blood  pressure  was 
138/90.  Urine  examination  was  negative;  his 
hemoglobin  was  98  per  cent  (14.5  Gm.).  He  had 
4,760,000  red  blood  cells  and  10,000  leukocytes,  of 
which  54  per  cent  were  polymorphonuclear.  The 
nonprotein  nitrogen  urea  and  creatinine  were  normal. 
The  total  protein  and  albumin-globulin  ratio  were 
normal. 

For  the  next  six  days  he  was  given  a high  protein, 
high  carbohydrate,  high  vitamin  diet.  On  the  fifth 
and  sixth  days,  sulfadiazine  therapy  was  instituted. 

On  the  seventh  day,  October  21,  under  intra- 
tracheal positive  pressure  cyclopropane  and  ether 
anesthesia,  exploration  of  the  abdomen  through  the 
transthoracic  route  verified  the  x-ray  findings.  It 
was  interesting  to  note  how  nature  had  in  this  short  i 
time  re-formed  a new  symmetric  stomach  pouch 
from  the  distorted  tube-like  stomach  previously 
reconstructed.  No  scars,  indicating  the  suture  lines 
of  the  anastomosis,  could  be  detected.  Scattered 
areas  of  tumor  tissue  infiltrated  not.  only  the  stoma  ' 
of  the  previous  gastrojejunostomy  but  also  the  new 
posterior  wall  of  the  stomach.  The  latter  was  ad-  j 
herent  to  the  tail  and  distal  portion  of  the  body  of  the 
pancreas  where  several  nodules  could  be  felt.  There 
were  no  apparent  liver  metastases,  nor  could  seeding 
to  the  peritoneal  surfaces  be  found.  The  decision 
was  made  to  do  a total  gastrectomy.  The  spleen 
was  removed  first  because  it  persisted  in  interfering 
with  manipulations  and  could  not  be  pushed  aside. 
After  the  many  adhesions  were  separated,  the  entire 
stomach  and  portion  of  jejunum  constituting  the 
previous  anastomosis  were  resected.  Because  of  the 
nodules  found  therein,  the  tail  and  greater  portion 
of  the  body  of  the  pancreas  were  resected.  The 
jejunum  was  reconstructed,  and  at  a point  distal 
to  this  reconstruction  it  was  anastomosed  to  the 
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esophagus  in  the  chest  just  above  the  diaphragm. 
Cutting  the  blood  vessels  in  the  mesentery  of  the 
portion  of  the  jejunum  to  be  used  as  the  loop  for  the 
anastomosis,  as  suggested  by  Sweet,  facilitated  the 
anastomosis.1  The  latter  was  then  sewed  around 
the  jejunal  loop  so  that  the  anastomosis  was  com- 
pletely within  the  chest.  The  abdomen  was  not 
drained,  but  a tube  for  underwater  drainage  was  left 
in  the  chest  cavity  which  was  then  closed  tightly. 
No  sulfa  drug  or  penicillin  was  sprinkled  in  the  chest. 

During  the  operation  the  patient  received  several 
transfusions  of  whole  blood  and  two  units  of  plasma. 
He  was  returned  to  his  room  in  fair  condition  and 
was  placed  in  an  oxygen  tent.  During  the  next  two 
days  his  condition  was  good.  The  underwater  drain- 
age of  his  left  chest  was  suspended.  On  October  23, 
the  second  postoperative  day,  a routine  x-ray  of  the 
chest  showed  some  clouding  over  the  left  lung  due  to 
pleura.1  reaction  with  only  a small  amount  of  fluid 
formation. 

On  October  25,  four  days  postoperatively,  there 
was  some  distention  of  the  abdomen.  For  the  next 
three  days  the  distention  increased.  An  x-ray  of  the 
abdomen,  taken  on  October  28,  showed  distention  of 
the  large  and  small  bowel  with  gas.  Barium  enema 
was, attempted.  Good  filling  was  obtained  as  far  as 
the  midsigmoid.  The  impression  of  our  roentgenol- 
ogist, Dr.  Snow,  was  that  we  were  dealing  with  an 
adynamic  ileus.  In  spite  of  prostigmine  and 
xyphonage  irrigation  of  the  rectum,  the  distention 
continued  to  get  worse.  At  this  time  decom- 
pression with  a Levine  tube  was  not  attempted  be- 
cause of  the  possible  danger  to  the  esophageal  anas- 
tomosis. Reconsulting  the  x-rays,  the  x-ray  depart- 
ment felt  that  they  could  not  positively  rule  out  a 
mechanical  obstruction,  so  on  October  29,  under 
local  anesthesia,  a cecostomy  was  done.  For  the 
next  forty-eight  hours  there  was  no  improvement  in 
the  amount  of  distention,  but  on  November  1,  the 
patient  began  to  pass  a great  deal  of  gas ; the  disten- 
tion rapidly  diminished  and  within  a few  days  had 
completely  disappeared.  Blood  transfusions  and 
plasma  were  utilized  frequently  to  reinforce  the 
intravenous  feedings  of  amino  acids,  vitamins,  and 
glucose  in  saline.  Oral  feeding  started  November 

I and  was  increased  slowly.  By  November  5 the 
the  patient  was  taking  a soft  diet  and  by  November 

II  he  was  able  to  swallow  easily  and  utilize  the 
regular  house  diet.  The  cecostomy  functioned  well 
after  peristalsis  reappeared,  and  fecal  matter  was 
passed  per  rectus  as  well. 

From  then  on,  his  course  was  uneventful,  and  he 
was  discharged  from  the  hospital  on  November  17 
with  the  cecostomy  still  draining. 

The  following  is  the  report  from  the  pathologic- 
laboratory  : 

Gross  Pathology. — Specimen  consists  of  two  por- 
tions of  rib,  the  larger  measuring  9 cm.  in  length. 
These  show  no  gross  pathology.  Also  received  is  a 
spleen  measuring  9.5  by  8 cm.  in  size.  The  capsule 
of  the  spleen  is  smooth  and  purplish-red  in  color. 
On  section,  the  spleen  is  firm  in  consistency,  grayish- 
red  in  color,  and  apparently  shows  no  gross  pa- 
thology. Also  received  is  a resected  portion  of  stom- 
ach, measuring  14  by  10  cm.  in  size,  which  was  sec- 
tioned before  arrival  in  the  laboratory.  The  mucosal 
surface  of  the  stomach  at  one  port  ion  of  the  resected 
specimen  shows  an  ulcerated  neoplasm  measuring 
3.5  by  2 cm.  in  size.  The  edges  of  the  ulcer  are 
thickened  and  raised  and  rolled.  They  slope  sharply 
to  a reddish  base.  Adjacent  to  this  tumor  there  are 
seen  several  elevated,  pinkish-yellow,  densely  hard 
nodules  of  tumor  tissue.  The  wall  of  the  stomach  in 
this  area  measures  5 mm.  in  thickness.  The  serosa 


in  the  sameareaispuckeredandscarredinappearance. 
The  remainder  of  the  mucosa  of  the  stomach  shows 
several  hemorrhagic  ulcerated  areas.  The  re- 
mainder of  the  serosa  of  the  stomach  shows  no  gross 
pathology.  In  one  area  of  the  serosa  there  is  what 
appears  to  be  a questionable  lymph  node  measuring 
0.5  cm.  in  size.  This  is  taken  for  section.  Re- 
ceived separately  is  a portion  of  small  intestine 
measuring  15  by  2.5  cm.  in  size.  The  serosal  surface 
is  pink  and  smooth.  The  wall  of  the  bowel  is  3 mm. 
in  thickness.  The  mucosa  shows  the  normal  jejunal 
folds  and  is  pink  and  smooth.  Received  separately 
is  a portion  of  adipose  tissue  containing  what  ap- 
pears to  be  the  body  of  the  pancreas.  The  portion 
of  pancreas  measures  8 by  2 cm.  in  size,  and  on  sec- 
t ion  the  pancreas  appears  to  be  of  a brighter  yellow 
color  than  usually  is  seen  and  is  moderately  firm  in 
consistency.  In  some  areas  there  is  evidence  of 
hemorrhage.  In  the  peri  pancreatic  fat  there  is 
noted  a lymph  node  1 cm.  in  size. 

Microscopic  Diagnosis. — Several  sections  of  stom- 
ach wall  reveal  evidence  of  ulceration,  congestion, 
and  cellular  infiltration  but  no  evidence  of  malig- 
nancy. One  section,  apparently  taken  from  the 
gastric  neoplasm,  reveals  a well  differentiated  adeno- 
carcinoma imbedded  in  a desmoplastic  stroma. 
Several  sections  of  pancreas  reveal  normal  tissue. 
The  islands  of  Langhans  are  prominent  and  numer- 
ous. In  one  area  a few  dilated  ducts  are  present. 
Section  of  the  spleen  reveals  no  pathology. 

Diagnosis. — Gastric  carcinoma,  grade  I or  II 
(Fig.  3). 


Fig.  3.  Photomicrograph  showing  the  microscopic- 
anatomy  of  the  recurrent  lesion. 


Supplementary  Report. — Further  sections  of  the 
stomach  show  a zone  of  transition  between  normal 
mucosa  and  an  adenocarcinoma  which  is  seen  ex- 
tending into  the  muscularis.  Considerable  infiltra- 
tion with  round  and  plasma  cells  is  noted. 

Follow-up  Examination. — I have  seen  the  patient 
frequently  since  his  operation.  The  cecostomy  lias 
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closed  completely,  and  food  is  swallowed  easily. 
Repeated  blood  examinations  showed  a constant  im- 
provement of  the  anemia  with  which  he  left  the 
hospital.  His  glucose  tolerance  tests  gave  normal 
results,  and,  for  the  time  being  at  least,  he  seems  to 
be  well. 

Summary 

A case  of  carcinoma  of  the  stomach  is  presented 


in  which  subtotal  resection,  resulting  in  seven  months 
of  excellent  health  for  the  patient,  was  followed  by 
local  recurrence.  A transthoracic  resection  of  the 
remaining  portion  of  the  stomach  with  a supradia- 
phragmatic esophagojejunostomy  was  performed 
successfully. 

Reference 

1 Sweet,  R.  H. : Ann.  Surg.  118:  816  (1943). 


SUPPRESSIVE  EFFECT  OF  PENICILLIN 

William  W.  Johnson,  M.D.,  F.A.C.S.,  Plattsburg,  New  York 
(From  Physicians  Hospital) 


'THE  bacteriostatic  and  bacteriolytic  properties  of 
penicillin  are  well  known.  Also,  there  have  been 
recorded  many  warnings  concerning  the  production 
of  penicillin  resistant  strains  of  bacteria.  In  mixed 
infections,  it  has  been  shown  t hat,  if  those  organisms 
which  are  sensitive  to  penicillin  are  controlled,  the 
natural  body  mechanism  for  fighting  infection  can 
overcome  those  organisms  which  are  undisturbed  by 
the  action  of  the  penicillin.  Such  is  the  rationale  of 
the  Crile  treatment  for  appendiceal  abscess. 

The  suppressive  effect  of  penicillin  on  infection  is 
shown  in  the  various  ways  mentioned  above.  Re- 
ports, however,  on  how  long  such  suppression  can 
continue  have  not  been  made.  The  following  case  is 
instructive,  in  that  “control  without  cure”  con- 
tinued over  a period  of  approximately  three  years. 
The  most  important  feature  lies  in  the  fact  that  at 
no  time  over  the  three-year  period  was  the  patient 
well  or  able  to  carry  out  his  work. 

Case  Report 

L.  M.,  a man  aged  22,  was  first  seen  on  March  17, 
1947.  He  complained  of  pain  at  the  site  of  incision 
of  a previous  appendectomy,  pain  in  the  right  lower 
quadrant  on  walking.  This  pain  was  relieved  if  the 
patient  pressed  upon  his  right  lower  quadrant  with 
his  hands.  These  symptoms  had  recurred  many 
times  and  were  accompanied  by  a mild  diarrhea. 

On  April  14,  1944,  while  in  the  armed  services,  he 
was  operated  upon  for  a ruptured  appendix.  At 
operation  the  appendix  was  removed  and  the 
peritoneal  cavity  drained.  He  had  a very  stormy 
postoperative  course  and  received  injections  of 
penicillin  every  four  hours  for  a period  of  four- 
teen months.  The  amount  of  penicillin  is  unknown. 

He  was  still  a hospital  patient  in  October,  1945 
(eighteen  months  postoperative),  but  was  considered 
well  enough  at  that  time  to  go  home  on  sick  leave. 
He  took  a train  for  New  York  City,  but  just  before 
the  train  arrived  at  Pennsylvania  Station  his  wound 
burst  open,  and  a large  quantity  of  pus  ran  out.  He 
discontinued  his  journey  and  immediately  returned 
to  his  camp  and  hospital.  As  soon  as  he  returned 
an  operative  procedure  was  carried  out  for  “drain- 
age.” Penicillin  was  again  given. 

In  December,  1945,  a third  operative  procedure 
was  carried  out,  and,  following  x-ray  of  a sinus  tract, 
the  wound  healed.  The  patient  was  then  discharged 
from  the  hospital  and  from  the  service  on  a Certifi- 
cate of  Disability  Discharge. 


From  the  time  of  discharge,  December,  1945, 
until  first  seen  in  March,  1947,  he  had  never  felt 
well,  was  unable  to  do  any  work,  and  had  numerous  i 
“bouts”  of  right-sided  pain  and  diarrhea. 

On  April  17,  1947,  he  suffered  another  acute  | 
attack  of  right  lower  quadrant  pain  and  diarrhea. 
He  was  immediately  sent  to  the  hospital. 

Physical  Examination. — The  patient  was  a well- 
developed,  fairly  well-nourished  man  who  appeared 
to  be  acutely  ill  and  in  pain.  He  lay  with  the  right  i 
knee  drawn  up  and  stated  that  when  he  straightened 
it,  he  had  severe  pain  in  the  right  side  of  the  abdo- 
men. His  face  was  flushed;  the  temperature  was  j 
103.5  F.,  and  pulse  106. 

The  heart  was  normal  in  size,  shape,  and  position. 
Heart  rate  was  106.  No  murmurs  were  heard.  The 
patient’s  blood  pressure  was  120/80. 

Respiration  was  normal,  and  the  lung  fields  were 
clear  throughout.  Breath  sounds  were  broncho-  j 
vesicular  throughout. 

There  was  marked  spasm  of  the  muscles  of  the  j 
right  side  producing  a “board-like”  abdomen,  and 
there  was  extreme  tenderness  over  the  scars  of  pre- 
vious operations  in  the  right  lower  quadrant  and 
flank.  There  was  no  rebound  or  costovertebral 
tenderness.  Pressure  on  the  left  side  of  the  abdomen 
did  not  increase  the  pain  on  the  right  side.  No  > 
masses  or  tenderness  could  be  felt  in  either  side  of 
the  pelvis  on  rectal  examination.  The  prostate  was  : 
normal  in  size  and  consistency. 

The  urinalysis  was  negative,  and  a blood  count 
gave  the  following  results:  4,800,000  red  blood  cells, 

87  per  cent  hemoglobin,  17,500  white  blood  cells,  87 
per  cent  polymorphonuclears  (40  nonsegmented,  47 
segmented  cells),  12  per  cent  lymphocytes,  1 per  cent  1 
monocytes. 

Intraperitoneal  abscess,  residual  of  previously  ■ 
ruptured  appendix,  was  the  diagnosis  made. 

Treatment. — In  accordance  with  the  recommenda- 
tions of  Crile,  the  patient  was  given  100,000  units  of 
penicillin  every  two  hours  for  three  days  and  then 
every  four  hours  for  three  days.  At  the  end  of  the  j 
first  forty-eight  hours,  all  his  symptoms  had  dis-j! 
appeared,  the  abdomen  was  soft,  the  temperature, 
pulse,  respirations,  and  blood  count  had  all  returned  t 
to  normal. 

Exploration  of  the  abdomen  was  carried  out  on  the  i I 
sixth  hospital  day,  April  23,  1947.  At  operation 
there  was  no  increase  in  intraperitoneal  fluid  and  no  i 
pus.  The  cecum  and  ileum  were  mobilized  from  the 
lateral  abdominal  wall  with  great  difficulty  due  to 
firm  fibrous  adhesions.  A fistulous  opening  was 
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found  at  the  site  of  the  appendiceal  stump,  the 
edges  of  which  were  thickened  by  scar  tissue.  This 
portion  of  the  head  of  the  cecum  was  excised,  and  the 
opening  closed  and  reinverted. 

The  postoperative  course  was  uneventful  and  the 
patient  was  discharged  on  May  3,  1947. 

On  May  16,  1947,  when  the  patient  arose  in  the 
morning,  the  transverse  incision  at  the  superior  end 
of  the  original  McBurney  incision  burst  open,  and  a 
large  amount  of  thin,  pale  gray,  watery  material 
containing  fibrin  flakes  was  discharged.  There  was 
some  slight  right  lower  quadrant  pain,  felt  mostly  in 
the  groin  at  this  time.  The  patient  was  returned  to 
hospital. 

Immediately  upon  admission,  cultures  and  smears 
were  taken  from  the  fistulous  tract.  These  showed 
the  presence  of  pus,  necrotic  tissue,  and  Escherichia 
coli. 

Since  this  sinus  might  be  connected  with  the 
urinary  tract,  the  patient  was  given  methylene  blue 
tablets  by  mouth,  but  none  of  the  dye  appeared  in 
the  drainage. 

Intravenous  pyelogram  showed  normal  kidney 
pelves  and  ureters. 

The  sinus  tract  was  injected  with  opaque  medium, 
and  x-rays  were  taken.  This  showed  the  presence  of 
a large  cavity  which  was  believed  to  be  retroperi- 
toneal. Feathery-looking  extensions  of  the  opaque 
medium  ran  upwards  as  high  as  the  diaphragm  and 
downward  into  the  pelvis.  The  spine  was  noted 
to  be  concaved  to  the  right,  and  there  was  an  ab- 
sence of  the  normal  psoas  shadow  on  the  right. 

Believing  the  condition  to  be  an  enormous  retro- 
peritoneal abscess  extending  from  diaphragm  to 
pelvis  and  bathing  all  the  retroperitoneal  structures, 
including  the  right  kidney,  Dr.  H.  L.  Schlesinger, 
urologist,  was  called  into  consultation  and,  with  his 
assistance,  an  operation  was  performed  on  May 
22,  1947. 

At  operation,  the  sinus  tract  was  found  to  open  into 
the  main  abscess  cavity  in  the  retroperitoneal  space. 
The  cavity  was  followed  toward  the  flank  and  down- 
ward to  the  pelvis  so  that  the  incision  extended  from 
the  iliac  crest  to  the  twelfth  rib.  A rubber  tube  drain 
was  run  from  the  twelfth  rib  upward  and  over  the 
under  surface  of  the  diaphragm.  A second  rubber 
tube  drain  was  placed  through  the  right  inguinal 
region  into  the  pelvis.  The  main  cavity  was  found 
to  be  covered  by  a shaggy  necrotic  exudate.  As 
much  of  this  as  possible  was  removed  by  a curet. 
The  main  cavity  was  then  packed  with  approxi- 
mately five  yards  of  standard  2-inch  vaginal 
packing  gauze  soaked  in  azochloramid  in  triacetin. 
The  wound  was  approximated  as  much  as  possible. 

For  the  first  three  days  the  postoperative  course 
was  stormy.  In  four  days,  however,  the  tempera- 
ture was  normal,  and  the  patient  was  not  suffering 
much  pain.  On  May  26,  1947,  removal  of  the  pack- 
ing was  begun,  and  each  day  the  tube  drains  were 
irrigated  with  azochloramid  solution.  The  last  of 
the  packing  was  removed  on  June  2,  1947,  and  a 
large  tube  was  inserted  in  this  opening  for  irrigating 
purposes. 

Large  amounts  of  discharge  were  obtained  at 
first  but  decreased  daily.  On  June  10,  1947,  all 
drains  had  been  removed,  drainage  had  become 
slight,  and  the  patient  was  up  and  about,  ami,  in  his 
own  words,  “feeling  better  than  I have  in  three 
years.”  lie  was  discharged  from  the  hospital  June 
12, 1947. 


At  his  last  examination  on  July  3,  1947,  all  wounds 
were  firmly  healed,  and  he  had  gone  from  140  pounds 
(at  time  of  hospital  admission)  to  167  pounds  in 
weight.  He  was  working  on  a farm,  feeling  fine,  had 
regained  his  vigor,  and  had  no  pain  of  any  kind. 

Comment 

It  was  very  puzzling  at  the  time  of  the  first  opera- 
tion to  find  a definite  fecal  fistula  without  any 
pocket  into  which  there  was  drainage.  It  now  seems 
certain  that  when  the  cecum  was  freed  the  fistulous 
tract  was  clamped  and  tied  at  the  point  where  the 
communication  passed  through  the  parietal  perito- 
neum leading  into  the  abscess  cavity.  Thus  the  open- 
ing into  the  cecum  was  found,  but  the  pus  from  the 
abscess  cavity  did  not  drain  back,  and,  therefore,  the 
cavity  in  the  retroperitoneal  space  was  not  dis- 
covered. 

It  seems  almost  impossible  to  believe  that  the 
retroperitoneal  abscess  was  present  and  undis- 
covered from  April,  1944,  to  May,  1947,  yet  this 
must  be  true.  The  sequence  of  events  can  only  be 
explained  if  they  are  based  on  this  assumption.  The 
explanation,  then,  is  as  follows: 

In  April,  1944,  following  the  original  operation  a 
fecal  fistula  became  established  between  the  head 
of  the  cecum  and  the  retroperitoneal  space.  The 
course  following  this  operation  was  at  first  stormy 
but  then  settled  down  to  a chronic  state.  For 
months  this  service  man  received  penicillin  which 
suppressed  but  did  not  overcome  the  infection.  That 
recovery  did  not  follow  the  operation  promptly  is 
proven  by  the  fact  that  he  was  kept  in  a military 
hospital  for  a period  of  eighteen  months  from  April, 
1944,  until  October,  1945,  when  he  was  allowed  his 
first  sick  leave. 

When  the  wound  burst  on  the  train,  the  presence 
of  the  abscess  was  definitely  proved.  Following  his 
operations  in  October,  1945,  and  December,  1945, 
he  again  received  long  courses  of  penicillin  therapy, 
again  with  suppressive  results. 

In  April,  1947,  on  doses  of  100,000  units  of  penicil- 
lin every  two  hours,  the  disappearance  of  symptoms 
and  signs  was  most  dramatic.  At  this  time  suppres- 
sion— not  cure — was  again  the  result. 

Cultures  from  the  sinus  in  May,  1947,  showing 
E.  coli,  point  to  the  probability  of  the  previous  con- 
nection with  the  head  of  the  cecum.  The  penicillin 
controlled  the  secondary  infection  but  did  not 
affect  the  E.  coli.  The  natural  body  mechanisms 
were  able  to  control  the  effects  of  the  E.  coli  in  the 
tissue  but  could  not  overcome  them.  Thus,  the 
process  continued  over  a period  of  three  years. 

Summary 

1.  A case  is  reported  which  demonstrates  the 
suppressive  effect  which  per. icillin  may  produce  in 
some  instances. 

2.  Penicillin  therapy  must  never  be  relied  upon 
to  replace  good  surgery. 
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Treatment  of  Diabetic  Emergencies 


Dr.  McKeen  Cattell:  The  subject  of 

our  conference  today  is  the  treatment  of 
diabetic  emergencies.  Dr.  Tolstoi  will  open  the' 
discussion. 

Dr.  Edward  Tolstoi:  Too  much  insulin  and 
too  little  insulin  are  the  chief  causes  of  medical 
emergencies  in  the  diabetic  patient.  The  over- 
dosage and  the  insufficient  dosage  may  be 
absolute"  or  relative.  Too  much  insulin  leads  to 
hypoglycemia,  too  little  to  keto-acidosis. 

Absolute  overdosage  of  insulin  denotes  the 
actual  administration  of  more  insulin  than  is 
necessary.  This  situation  is  observed  most  com- 
monly during  the  initial  phases  of  the  treatment 
of  diabetes.  Some  physicians  are  eager  to  clear 
the  patient’s  urine  of  sugar  and  consequently 
either  prescribe  progressively  larger  doses  of 
insulin  at  diminishing  intervals  or  reduce  the  food 
intake.  While  such  a procedure  may  clear  the 
urine  of  sugar,  symptoms  of  hypoglycemia  may 
also  develop.  Some  of  the  patients  so  treated 
may  be  restless  at  night  and  complain  of  headache 
on  arising,  or  have  a feeling  of  nervousness, 
weakness,  and  possibly  vertigo.  These  are  symp- 
toms of  slight  insulin  overdosage.  Absolute 
overdosage  may  also  result  from  a misunder- 
standing regarding  the  measurement  of  the 
insulin.  To  avoid  this,  it  is  wise  to  use  a proper 
insulin  syringe,  one  calibrated  to  correspond  to 
tlie  unitage  of  the  insulin  used.  A change  from 
the  40-unit  strength  insulin  to  the  80-unit  insulin 
is  often  confusing  for  the  patient,  particularly  so, 
if  the  old  40-unit  syringe  is  used.  If  all  details 
are  not  carefully  explained  and  demonstrated,  he 
may  take  double  the  prescribed  quantity  and,  as  a 
consequence,  experience  an  insulin  reaction. 

The  treatment  of  the  patient  with  slight  in- 
sulin reaction  is  simple.  A patient  receiving  pro- 
tamine zinc  insulin  or  a mixture  of  the  protamine 
and  the  regular  insulin,  who,  on  arising,  has  a 
headache,  is  inattentive,  or  reveals  other  ab- 
normal behavior,  or  who  just  does  not  feel  him- 
self, although  he  has  no  tangible  complaints,  and 


who,  in  addition,  finds  his  urine  to  be  sugar-free, 
is  probably  having  an  insulin  reaction.  He  should 
take  some  orange  juice  at  once  and  follow  it  with  | 
his  usual  breakfast.  The  disappearance  of  symp- 
toms in  these  cases  is  not  so  dramatic  as  it  is  in 
those  due  to  regular  insulin.  I have  observed  the 
persistence  of  symptoms  for  one  or  more  hours. 
After  the  symptoms  have  subsided,  the  patient 
may  feel  a bit  fatigued,  but,  as  a rule,  he  can 
attend  to  his  duties.  As  an  added  safety  meas- 
ure, some  food  between  breakfast  and  lunch  is 
advisable.  The  other  step  is  obvious.  Reduce 
the  insulin  dosage.  Do  not  aim  at  sugar-free 
urine  in  the  patient  treated  with  protamine  zinc 
insulin.  A 1 or  2 plus  morning  glycosuria  is  • 
acceptable  even  by  the  most  conservative  ob- 
servers. The  specific  instructions  to  the  patient 
for  the  prevention  and  treatment  of  such  insulin 
reactions  are: 

1.  Take  200  cc.  of  orange  juice  at  once. 

2.  Follow  by  the  usual  breakfast  which  may 
include  additional  fruit  juice. 

3.  Take  a glass  of  milk  and  three  crackers  two 
hours  after  breakfast. 

In  addition,  the  physician  should  observe  the 
following  rules: 

1.  Be  certain  that  the  patient  understands  f 
how  to  measure  the  dose  of  insulin. 

2.  Reduce  the  insulin  dosage  by  five  units  ! 
every  three  days  until  there  is  asymptomatic 
morning  glycosuria,  the  alternative  being  to  in- 
crease carbohydrate  in  the  diet. 

3.  Be  sure  that  the  patient  takes  a glass  of 
milk  and  three  crackers  at  bed  time. 

Relative  insulin  overdosage  may  assume  dif-  ( 
ferent  forms,  but  if  one  is  aware  of  it  as  a possi- 
bility, its  recognition  is  not  difficult.  Unusual 
activity  is  a predisposing  cause.  A gastroin- 
testinal upset,  especially  with  vomiting,  is 
another.  Let  me  relate  some  cases.  A young 
woman  who  follows  the  daily  routine  of  a uni- 
versity student,  whose  diabetes  is  well  controlled 
with  30  units  of  insulin,  and  whose  diet  is  gen- 
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erous,  is  invited  to  a weekend  party.  During  the 
day  there  are  ice  sports  with  much  skating,  during 
the  evening  considerable  dancing.  She  takes  a 
substantial  dinner,  but  omits  the  crackers  and 
milk  at  bed  time.  During  the  night,  she  is 
aroused  by  her  roommate  who  hears  her  breath- 
ing quite  heavily.  The  patient  is  perspiring  pro- 
fusely and  is  somewhat  confused.  In  this  case, 
however,  she  has  sufficient  presence  of  mind  to 
ask  for  orange  juice.  This  is  taken  and  is  fol- 
lowed by  chocolate,  milk,  and  bread.  Her 
symptoms  abate,  and  after  some  three  hours  of 
discomfort,  she  falls  asleep.  On  awakening,  her 
morning  specimen  does  not  contain  any  sugar  in 
spite  of  all  the  carbohydrate  she  consumed  during 
the  night.  This  is  a classic  example  of  relative 
insulin  overdosage  created  by  unaccustomed 
activity.  Fortunately,  in  this  case  the  diabetic 
knew  what  to  do,  was  sufficiently  conscious,  and 
could  retain  food  which  is  the  very  best  antidote 
for  an  insulin  reaction.  In  similar  situations, 
give  readily  available  carbohydrate  such  as  orange 
juice  and  other  sweets  at  once.  After  fifteen  to 
thirty  minutes,  follow  this  with  milk,  bread,  or 
crackers.  This  will  furnish  not  only  additional 
but  also  a more  slowly  absorbed  carbohydrate  as 
a substrate  for  the  insulin. 

Here  is  another  example  of  relative  insulin 
overdosage.  A patient  takes  his  morning  insulin, 
and  then,  for  some  reason  which  may  not  be 
related  to  the  diabetes,  he  vomits  his  breakfast. 
Appreciating  his  need  for  carbohydrate,  he  tries 
orange  juice  repeatedly  but  finds  that  he  cannot 
retain  that  either.  He  needs  the  help  of  his 
physician,  since  it  is  obvious  that,  under  these 
circumstances,  carbohydrate  will  have  to  be  given 
by  another  route  to  prevent  the  insulin  reaction. 
If  the  urine  contains  sugar,  it  suffices  to  start 
with  an  intravenous  infusion  of  1,000  cc.  of  5 per 
cent  glucose.  Should  the  urine  be  sugar-free,  an 
additional  50  cc.  of  a 50  per  cent  glucose  solution 
should  be  infused.  The  patient’s  urine  must  be 
examined  frequently,  but  as  long  as  glycosuria  is 
present  without  any  other  symptoms  of  diabetes, 
no  additional  treatment  is  required.  In  many 
cases,  if  no  food  is  ingested,  the  vomiting  ceases 
in  twenty-four  hours,  and  the  former  regimen 
may  then  be  resumed.  An  emergency  of  this 
type  is  best  treated  in  a hospital. 

It  is  obvious  that  the  emergency  caused  by 
relative  insulin  overdosage  should  be  prevented, 
but  when  it  occurs,  it  should  be  treated  in  its 
earliest  phases.  If  unusual  activity  is  anticipated, 
such  as  a dance,  golf,  tennis,  riding,  or  swimming, 
reduce  the  morning  dose  of  insulin  by  10  units, 
and,  in  addition,  advise  more  food  than  usual  after 
the  activity. 

A most  terrifying  emergency  is  the  profound 
insulin  reaction,  absolute  or  relative,  which  is 


associated  with  partial  or  complete  loss  of  con- 
sciousness. While  this  condition  can  also  be 
treated  at  home,  the  patient  is  far  better  off  in 
the  hospital.  The  most  effective  measure  is 
glucose  given  intravenously.  It  should  be  given 
continuously,  either  as  a 5 or  10  per  cent  solution, 
until  sugar  appears  in  the  urine.  Clinical  signs  of 
recovery  appear  slowly  and  may  not  be  very  im- 
pressive for  hours  after  the  appearance  of  sugar  in 
the  urine.  Careful  observation,  however,  will  re- 
veal encouraging  signs.  The  patient  may  re- 
spond to  such  simple  requests  as  to  move  an  arm 
or  leg,  and  he  may  also  attempt  to  take  fluids  by 
mouth  when  they  are  offered.  Not  infrequently, 
during  the  comatose  period,  one  finds  acetone  but 
no  sugar  in  the  urine.  Under  no  circumstances 
should  insulin  be  given.  One  must  not  be  misled 
by  the  finding  of  acetone,  for  it  may  be  a result 
of  starvation.  If  there  is  no  sugar  in  the  urine, 
there  is  the  indication  for  glucose,  orally,  par- 
enterally,  or  by  both  routes.  If  the  hypoglycemic 
syndrome  is  caused  by  an  overdosage  of  regular 
insulin,  a subcutaneous  injection  of  1 cc.  of 
epinephrin  (1  to  1,000)  may  revive  the  patient 
sufficiently  to  enable  him  to  take  fluids  by  mouth. 
The  response  to  epinephrin  in  cases  in  which 
protamine  zinc  insulin  has  been  used,  however,  is 
not  satisfactory.  Quite  the  contrary,  the 
epinephrin  may  aggravate  the  ketonuria  and 
further  complicate  the  picture. 

The  emergency  arising  from  too  little  insulin  is 
more  serious.  It  is  due  to  keto-acidosis  and  may 
result  in  coma.  The  insulin  insufficiency  may  be 
absolute  or  relative.  Absolute  insulin  insuffi- 
ciency occurs  during  the  course  of  the  disease  if  it 
is  not  treated,  or  in  the  diabetic  under  treatment 
who  fails  to  take  the  insulin  systematically.  He 
may  omit  the  insulin  because  of  spitefulness  or 
capriciousness;  he  may  have  broken  his  syringe, 
or  needle,  or  he  may  have  used  up  his  supply  of 
insulin.  It  may  seem  incredible  that  the  ad- 
ministration of  insulin  is  discontinued  for  such 
reasons,  but  it,  nevertheless,  does  happen.  Some 
patients  pay  dearly  for  their  carelessness  by  the 
development  of  diabetic  acidosis.  But  somehow 
some  of  these  patients  cannot  or  do  not  wish  to 
learn  or  profit  by  their  experience.  Such  lapses 
occur  even  though  the  physician  has  taken  all 
the  necessary  pains  to  impress  upon  the  patient 
never  to  discontinue  insulin  unless  so  advised  by 
him. 

Relative  insulin  insufficiency  may  also  be 
caused  by  infections  and  such  complications  as 
hyperthyroidism,  acromegaly,  and  Cushing’s 
syndrome.  I use  the  broad  definition  for  the 
latter  term  in  which  the  adrenal  gland  may  also 
play  a role.  With  the  development  of  any  sucFl 
complications,  the  efficacjr  of  insulin  is  reduced, 
and  consequently,  a dose  which  may  have  been 
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sufficient  previously  now  becomes  inadequate. 
The  resulting  keto-acidosis  may  be  mild,  moder- 
ately severe,  or  severe. 

The  Mild  Case. — The  trained  diabetic  patient 
under  observation  will  usually  feel  well,  maintain 
his  weight,  and  carry  on  free  of  symptoms,  and 
although  he  may  have  glycosuria,  he  will  have  no 
acetone  in  the  urine.  After  a slight  upper  respira- 
tory infection,  a gastrointestinal  upset,  or  severe 
sunburn,  and  sometimes  even  without  apparent 
cause,  thirst  may  appear,  the  volume  of  urine  may 
rise,  and  acetone  may  appear  in  the  urine.  The 
amount  of  acetone  may  be  1 to  4 plus.  Such  a 
patient  need  not  be  hospitalized.  He  is  usually 
familiar  with  the  tests  for  acetone  and  sugar  and 
can  manage  the  treatment  at  home.  He  is  given 
these  directions: 

1.  Test  all  urine  specimens  for  sugar  and 
acetone. 

2.  After  each  voiding,  if  acetone  is  present, 
take  regular  insulin  in  amounts  depending  on  the 
quantity  of  sugar  found  in  the  urine;  if  the  color 
in  the  test  is  yellow,  brown,  or  orange  take  25 
units;  if  the  color  is  green  with  yellow  sediment, 
take  15  units  of  insulin;  if  it  is  blue,  indicating 
that  the  urine  is  sugar-free,  take  only  the  juice  of 
an  orange. 

3.  Drink  all  the  fluid  you  can,  water,  milk, 
fruit  juices,  ginger  ale. 

4.  Take  salty  broths,  or  if  they  are  not  avail- 
able, take  two  salt  tablets  (0.5  Gm.  each)  every 
two  hours. 

5.  Continue  this  treatment  until  three  con- 
secutive specimens  are  acetone-free.  If  acetone 
persists  and  you  are  nauseated  or  vomit,  come  to 
the  hospital  at  once. 

With  such  home  treatment  the  ketosis  usually 
clears  rapidly,  and  after  the  underlying  cause 
disappears,  the  patient  may  return  to  his  former 
regimen.  In  cases  in  which  the  ketosis  appears 
without  any  evident  cause,  I have  learned  that, 
generally,  an  increase  in  the  daily  dose  of  insulin 
remedies  the  situation.  I want  to  state  cate- 
gorically that  every  patient  in  whom  ketosis  is 
present  when  the  diagnosis  of  diabetes  is  first 
made,  regardless  of  the  severity  of  the  disease, 
should  be  hospitalized.  This  is  necessary  chiefly 
because  of  the  patient’s  lack  of  training.  Because 
of  hospital  overcrowding,  however,  I have  treated 
some  of  these  cases  at  home.  Here  the  help  of  a 
nurse  or  a member  of  the  family  is  urgently 
needed.  I teach  them  the  routine  of  urine  testing, 
leave  specific  written  instructions,  keep  in  touch 
with  the  patient  by  telephone  at  hourly  intervals, 
and  visit  the  patient  as  often  as  I can. 

The  Moderately  Severe  and  the  Severe  Case. — The 
ifloderately  severe  case  of  keto-acidosis  may  re- 
veal a pattern  similar  to  the  following.  The 
patient  may  be  one  whose  diabetes  is  recognized 


and  well  cared  for  with  insulin  and  diet.  He  de- 
velops a sore  throat  or  some  other  infection.  He 
develops  a fever  and  malaise  and  loses  his  interest 
in  food.  When  he  eliminates  a meal,  he  also 
omits  the  insulin  to  avoid  a reaction.  For  a few 
days,  he  may  subsist  on  only  fruit  juices  and 
other  fluids,  omitting  the  insulin  during  this  time, 
reasoning  that  under  these  circumstances  insulin 
is  still  unnecessary.  Thirst  and  frequency  of 
urination  soon  appear.  There  develops  aching  of 
the  legs,  weakness,  restlessness,  and  perhaps  some 
somnolence.  It  may  be  followed  by  epigastric 
pain,  nausea,  and  vomiting.  The  heart  beats 
rapidly,  and  there  is  difficulty  in  breathing.  He 
or  some  member  of  the  family  finally  becomes 
alarmed.  Sometimes,  however,  no  medical  aid  is 
sought  until  the  patient  is  unconscious,  occa- 
sionally not  for  many  hours.  Such  a patient 
should  be  taken  to  the  hospital.  The  infection 
should  be  treated  in  the  usual  manner  with  a 
specific  chemotherapeutic  agent,  if  it  is  applicable. 
The  diabetic  acidosis  should  be  treated  as  fol- 
lows: 

1.  If  the  patient  is  unconscious,  insert  a 
catheter  into  the  bladder  and  clamp  the  free  end, 
to  make  it  easier  to  obtain  samples  of  urine. 

2.  Give  25  units  of  regular  insulin  subcu- 
taneously every  half  hour  until  the  clinical  symp- 
toms of  ketosis  begin  to  subside,  and  the  urine 
becomes  acetone-free. 

3.  If  the  patient  can  take  and  retain  fluids, 
give  one  or  two  glassfuls  of  fruit  juice  every  hour 
or  even  every  half  hour.  The  patient  is  urged  to 
take  salty  broths  and  other  liquids  as  frequently 
as  possible. 

4.  If  fluids  cannot  be  taken  by  mouth,  give  a 
rapid  intravenous  infusion  of  1,000  cc.  of  5 per 
cent  glucose  in  physiologic  saline  at  once.  After 
that,  and  until  the  oral  route  can  be  used,  in- 
fusions are  continued  at  a slower  rate.  Care  must 
be  exercised  to  prevent  overloading  the  heart, 
especially  in  the  case  of  older  diabetics  with 
arteriosclerosis  or  in  those  known  to  have  heart 
disease. 

5.  After  the  urine  has  become  free  of  acetone, 
continue  25  units  of  insulin  and  two  glasses  of 
orange  juice  every  two  hours  for  four  or  more 
doses. 

While  other  plans  may  be  advised  elsewhere, 
we  have  used  this  one  with  eminentlv  satisfactory 
results  during  the  last  fifteen  years. 

Dr.  Cattell:  Dr.  Tolstoi  is  ready  to  answer 
questions  or  to  receive  comments  on  the  plans  for 
the  treatment  of  emergency  disorders  occurring 
in  connection  with  diabetes. 

Dr.  Harry  Gold:  Did  I understand  Dr. 
Tolstoi  to  say  that  in  diabetic  acidosis,  he  uses  in- 
fusions of  sodium  chloride  solution? 

Dr.  Tolstoi:  That  is  correct. 


May  15,  1948] 


TREATMENT  OF  DIABETIC  EMERGENCIES 


1 175 


Dr.  Gold:  Does  he  ever  use  a solution  of 
sodium  lactate  instead  of  ordinary  physiologic 
saline,  and  if  so,  when  and  how  much? 

Dr.  Tolstoi:  We  sometimes  use  sodium  lac- 
tate, but  it  is  not  part  of  our  standard  routine. 

I think  we  do  just  as  well  with  the  saline  and 
glucose.  In  the  patient  with  keto-acidosis,  I be- 
lieve that  the  most  important  agent  is  insulin; 
next  in  importance  is  fluid.  Since  the  total  dose 
of  insulin  is  large  in  these  cases,  the  use  of  glucose 
insures  against  the  patient  passing  from  diabetic 
acidosis  to  hypoglycemic  shock. 

Dr.  Cattell:  You  do  not  think  it  necessary 
to  correct  the  acid-base  disturbance  directly,  is 
that  it? 

Dr.  Tolstoi:  We  do  not.  We  have  not  had 
much  difficulty  due  to  disturbances  in  electrolyte 
equilibrium,  Dr.  Cattell.  The  cause  of  diabetic 
, acidosis  is  the  production  of  excessive  amounts 
, of  ketone  bodies.  They  are  excreted,  in  part, 
in  combination  with  ammonia,  the  produc- 
tion of  which  is  increased,  and,  in  part,  in  com- 
bination with  fixed  base,  thus  drawing  on  the 
i body  stores  of  base.  If  we  reduce  the  production 
of  ketone  bodies,  we  have  a means  of  controlling 
the  acidosis.  The  overproduction  of  ketone 
bodies  takes  place  when  the  diabetes  is  not  under 
,.  adequate  control.  In  this  state,  the  body 
e j metabolizes  more  than  the  usual  amount  of  pro- 
tein and  fat.  There  is  experimental  evidence 
; which  shows  that,  if  ketone  bodies  reach,  let  us 
Ir  say,  60  or  70  mg.  per  100  cc.  of  blood,  50  Gm.  of 

0 glucose  given  intravenously  will  by  itself  reduce 
T the  ketone  bodies  to  30  or  40  mg.  per  100  cc. 

The  combined  use  of  insulin  and  glucose  increases 
a the  rapidity  of  glycogen  deposition  in  the  liver. 

;r  Dr.  Cattell  : Are  there  any  occasions  when 
er ! you  believe  you  must  treat  the  acidosis  directly 
n.  because  the  blood  pH  is  so  low?  Don’t  you  prefer 
bicarbonate  any  more  in  such  cases? 

1 Dr.  Tolstoi:  We  don’t  determine  the  blood 
th  pH.  We  use  the  acetone  in  the  urine  as  our  chief 
it  guide  to  therapy  and  the  progress  of  the  disease. 

Dr.  Cattell:  But  you  did  use  sodium  bicar- 
i?i  bonate  some  years  back? 

0[|  Dr.  Tolstoi:  Yes,  I know.  In  the  pre-insulin 
1[e  era,  for  the  diabetic  in  acidosis  we  did  use  bi- 
carbonate. We  were  never  quite  sure  whether  it 
re  did  any  good,  and  in  the  treatment  there  was  a 
,v  great  deal  of  vacillation.  When  such  a patient 
received  bicarbonate  of  soda  and  died,  we  would 
lCIj  say,  “We  will  never  use  bicarbonate  again.” 
[0,  Then  came  along  the  next  patient  in  whom  the 
bicarbonate  was  withheld,  and  when  he  died  in 
acidosis,  we  found  ourselves  saying,  “We  ought  to 
p,'  have  used  bicarbonate.” 

jj.  The  advent  of  insulin  has  changed  the  situa- 
tion. Now  the  vast  majority  of  these  patients 
recover.  However,  we  still  encounter  cases  of 


keto-acidosis  associated  with  shock  and  anuria. 
In  two  or  three  such  cases,  we  sought  the  advice 
of  Dr.  Van  Slyke,  and  it  was  his  opinion  that  bi- 
carbonate was  indicated.  But  I remember  a 
similar  case  in  which  bicarbonate  was  not  used 
and  the  patient  recovered  after  anuria  lasting 
several  days.  She  received  only  transfusions,  in- 
sulin, and  infusions. 

Dr.  Francis  Greenspan:  A little  over  a year 
ago,  a case  was  described  in  the  literature,  in  which 
the  intensive  treatment  of  diabetic  acidosis  by 
means  of  glucose,  saline,  and  insulin  brought  about 
marked  improvement  in  the  symptoms  and  signs 
of  the  acidosis,  with  restoration  of  the  normal 
carbon  dioxide  combining  power  and  disappear- 
ance of  acetone  and  diacetic  acid  from  the  urine. 
However,  some  hours  later  this  was  followed  by 
marked  respiratory  distress  with  rapid  and  shal- 
low breathing  which  progressed  to  the  point  of 
paralysis  of  the  respiratory  muscles,  and  the 
patient  was  placed  in  a Drinker  respirator.  The 
administration  of  potassium  chloride  to  this 
patient  brought  about  dramatic  improvement 
and  recovery.  This  patient  had  fairly  low  serum 
potassium,  2.5  milliequivalents,  or  9.8  mg.  per 
100  cc. 

I wonder  whether  acute  potassium  deficiency 
might  not  be  responsible  for  the  few  cases 
of  diabetic  acidosis  who  die  in  spite  of  the 
fact  that  the  acidosis  itself  is  brought  under  con- 
trol? Might  it  be  desirable  to  add  potassium  to 
the  infusions  or  to  use  Ringer’s  solution  in  cases 
of  prolonged  acidosis? 

Dr.  Tolstoi:  There  are  many  factors  which 
lower  the  level  of  the  serum  potassium,  and  this 
may  be  associated  with  profound  cellular  changes, 
since  potassium  is  an  intracellular  base.  It  has 
been  found  low  in  coma,  and  there  are  several 
observations  indicating  that  the  administration 
of  glucose  and  insulin  favor  the  lowering  of  plasma 
potassium.  I recall  the  case  to  which  you  re- 
ferred; I believe  it  was  the  report  by  Holler  of 
Rochester  in  the  Journal  of  the  American  Medical 
Association . August  10,  1946.  I believe  it  is  the 
only  case  of  the  kind  on  record.  Potassium  de- 
ficiency may  well  be  a factor  in  some  of  these 
cases  of  diabetic  acidosis,  and  the  administration 
of  a few  grams  of  potassium  may  be  important, 
but  I have  had  no  experience  with  it  and  know 
no  more  about  it  than  was  presented  in  the 
publication  you  mentioned.  We  may  learn  more 
about  potassium  in  diabetic  coma,  since  a less 
tedious  technic  for  its  determination  is  now 
available.  I have  in  mind  the  spectrophotometer 
as  a means  of  analysis.  Further  than  that,  I 
cannot  answer  your  question. 

The  duration  of  the  coma  appears  to  be  directly 
related  to  the  likelihood  of  recovery.  If  a patient 
has  been  unconscious  for  more  than  ten  hours, 
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the  chance  for  recovery  is  about  50  per  cent;  if 
more  than  sixteen  hours,  the  chance  for  recovery 
is  reduced  to  about  10  or  20  per  cent.  On  the 
other  hand,  in  conscious  patients,  recovery  may 
be  expected  in  about  99  per  cent  of  the  cases. 

Dr.  Gold:  I would  like  to  come  back  to  the 
question  of  the  use  of  sodium  chloride  as  dis- 
tinguished from  sodium  bicarbonate  or  sodium 
lactate.  It  would  seem  to  me  that  sodium  bicar- 
bonate and  sodium  lactate  might  neutralize  acid 
directly,  while  sodium  chloride  would'  reduce 
acidosis  indirectly.  In  the  patient  with  advanced 
keto-acidosis.  there  would  appear  to  be  at  least 
four  sources  of  trouble,  namely,  the  damaging 
effect  of  excessive  acid  or  lowered  pH,  the  specific 
toxic  effect  of  excessive  ketone  bodies  in  the 
blood,  a state  of  dehydration,  and  the  secondary 
effects  of  dehydration  in  the  form  of  circulatory 
failure  and  breakdown  of  renal  function.  We 
have  just  heard  of  still  another  element,  low  blood 
potassium.  These  factors  are  interrelated.  There 
is  some  evidence  that  the  coma  resulting  from  the 
injection  of  acetoacetic  acid  is  not  solely  the  result 
of  the  increased  acid  but  partly  the  result  of  a 
toxic  effect  of  the  acetoacetate  ion.  The  normal 
individual  may  excrete  fixed  acid  equivalent  to 
about  SOO  cc.  of  tenth-normal  acid  per  day.  In 
diabetic  acidosis,  it  may  increase  to  ten  times  as 
much.  The  marked  increase  in  production  of 
acid  exceeds  the  capacity  of  the  kidney  to  produce 
ammonia  for  its  neutralization,  and  among  the 
adaptive  mechanisms,  the  fixed  base  or  the  sodium 
in  the  blood  is  called  upon  so  that  the  bicarbonate 
level  of  the  blood  falls.  The  loss  of  sodium  base 
leads  to  diuresis  and  dehydration,  and  excessive 
dehydration  may  lead  to  circulatory  and  renal 
failure.  The  administration  of  infusions  of 
sodium  chloride  would  seem  to  be  the  proper 
method  for  restoring  blood  volume  and  extra- 
cellular fluids  and  in  that  way  correct  the 
circulatory  failure  which  may  have  been  responsi- 
ble in  part  for  the  breakdown  in  renal  function. 
This  should  have  the  further  effect  of  lowering 
the  acidosis,  because  one  of  the  functions  of  the 
kidney  is  to  produce  ammonia  for  the  mainte- 
nance of  acid-base  equilibrium,  and  a kidney  in 
which  the  circulation  is  greatly  impaired  may  not 
be  in  a position,  among  other  things,  to  produce 
enough  ammonia.  The  use  of  sodium  chloride 
infusions  would,  therefore,  seem  to  be  an  in- 
direct method,  although  a vital  one,  for  correcting 
the  acidosis.  However,  I wonder  whether  this 
may  be  enough  in  the  more  advanced  cases,  and 
whether,  in  these,  an  additional  supply  of  base 
without  a strong  acid  ion,  as  would  be  the  case 
through  the  use  of  sodium  bicarbonate  or  sodium 
lactate,  might  not  be  helpful  in  counteracting  the 
damaging  effect  of  the  acidosis  per  se  by  direct 
neutralization  of  the  acid  and  thereby  save  some 


of  those  cases  which  are  lost  when  treated  with 
saline  infusions  alone.  I know  of  no  method  for 
counteracting  the  specific  toxic  effects  of  excessive 
acetoacetic  acid. 

Dr.  Tolstoi:  We  have  treated  patients  with 
carbon  dioxide  combining  power  as  low  as  5 
volumes  per  cent,  a state  of  pretty  deep 
acidosis,  although  not  necessarily  one  producing 
unconsciousness,  with  salt  alone  in  addition 
to  insulin  and  glucose,  and  they  have  re- 
covered. On  the  other  hand,  I can  recall  the 
case  of  a patient  who  was  unconscious  for  ten  or 
twelve  hours  and  who  died  despite  the  fact  that 
he  received  salt,  sodium  lactate,  blood,  and  all  of 
the  adjuvants  we  know,  in  addition  to  usual  doses 
of  insulin  and  glucose.  Theoretically,  you  may  be 
right,  Dr.  Gold.  Your  explanation  is  attractive, 
but  practically  it  works  out  that,  if  the  patient  is 
conscious,  we  need  use  nothing  but  insulin,  glu- 
cose, and  salt.  In  the  discussions  on  the  need 
for  glucose  there  has  been  a good  deal  of 
heat  but  very  little  light.  As  I stated,  I think 
insulin  is  the  most  important  agent.  The  fluid 
and  what  it  contains  are  of  lesser  importance.  I 
have  not  had  enough  experience  with  lactate, 
however,  to  argue  for  or  against  it. 

Dr.  Cattell:  If  the  patient’s  kidneys  were 
not  functioning  at  all,  the  sodium  chloride  would 
have  little  effect  in  directly  overcoming  the 
acidosis,  because  the  chloride  and  the  sodium 
base  would  be  retained. 

Dr.  Gold:  As  I stated,  the  sodium  chloride 
infusions  might  still  be  effective  indirectly,  be- 
cause by  correcting  the  dehydration,  renal  func- 
tion might  be  resumed. 

Dr.  Tolstoi:  When  there  is  anuria  due  to 
blood  pressure  falling  to  shock  levels,  the  patient’s 
chances  for  recovery  are  very  poor  indeed.  I 
think  both  Dr.  Cattell  and  Dr.  Gold  have  pre- 
sented a sound  argument  from  a theoretic  point 
of  view.  However,  when  these  patients  are 
treated  in  the  way  I have  outlined,  the  results  are  i 
very  satisfactory. 

In  a five-year  period,  100  cases  were  treated  in 
this  hospital,  chiefly  by  the  house  staff,  not  by  a 
team  of  specialists.  They  did  a fine  job.  Among 
the  100  cases,  there  were  seven  complicated  by 
other  conditions  which  could  have  caused  the 
fatal  outcome,  namely,  meningitis,  acute  coro- 
nary closures,  intestinal  obstruction.  There  were 
only  two  deaths  due  to  the  acidosis  per  se.  One 
of  those  was  a patient  with  unusual  resistance  to 
insulin,  who  required  several  thousand  units  of 
insulin  daily  to  abolish  the  acetone;  the  other 
was  one  who  entered  the  hospital  after  being 
unconscious  some  ten  or  twelve  hours.  She 
had  been  treated  by  a Christian  Scientist  and  then 
when  the  situation  got  out  of  hand,  she  was 
brought  here.  All  cases  were  treated  principally 
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with  insulin,  saline,  and  glucose.  In  those  in 
whom  the  situation  appeared  desperate,  how- 
ever, blood  and  sodium  lactate  were  used  as  well. 

Visitor:  It  seems  to  me  that  Dr.  Gold  has 
made  out  a much  better  case  for  the  use  of  sodium 
bicarbonate  than  for  sodium  lactate.  It  is  not 
true  that  good  liver  function  is  required  to 
utilize  the  lactate  and  thus  to  make  sodium 
available  to  the  patient.  It  would  seem  to  me, 
therefore,  that  in  a desperate  case,  it  would  be 
advisable  not  to  rely  on  the  liver  and  to  give  the 
bicarbonate. 

Dr.  Gold:  I would  agree  with  that. 

Dr.  N.  T.  Kwit:  In  the  event  that  one  wished 
to  use  sodium  lactate  or  sodium  bicarbonate, 
what  doses  would  one  give? 

Dr.  Gold:  There  is  a formula  for  calculating 
the  amount  of  one-sixth  molar  sodium  lactate 
solution  necessary.  It  is  based  on  the  value  of  the 
carbon  dioxide  combining  power  and  weight  of 
the  patient.  However,  satisfactory  results  majr 
be  obtained  by  an  intravenous  infusion  of  30  cc. 
of  the  one-sixth  molar  lactate  per  Kg.  and  re- 
peated if  necessary'.  Such  a dose  may  increase 
the  sodium  ion  concentration  of  the  blood  plasma 
I about  7 mm.  per  L.,  corresponding  to  an  increase 
in  the  bicarbonate  concentration  sufficient  to 
raise  the  value  of  the  carbon  dioxide  combining 
power  of  the  blood  plasma  by  approximately  15 
volumes  per  cent.  The  equivalent  of  this  in  the 
form  of  sodium  bicarbonate  would  be  about  0.4 
Gm.  per  Kg.,  or  a total  of  about  25  Gm.  for  the 
average  adult. 

Dr.  Cattell:  I wonder  whether  we  know  how 
important  the  acidosis  per  se  is  among  the  dangers 
in  this  condition.  Do  you  consider  the  acidosis 
the  primary  cause  of  the  coma? 

Dr.  Tolstoi:  I do  not  know  the  role  of  the 
I acidosis  per  se;  it  is  certainly  not  the  sole  factor, 
e-  Consider  the  case  of  some  patients  who  come 
»t  into  the  hospital  in  diabetic  acidosis  and  are  un- 
it conscious.  The  blood  picture  may  be  character- 
k istic:  high  blood  sugar,  low  carbon  dioxide  com- 
bining power,  and  acetone.  We  have  observed 
in  the  course  at  hourly  intervals  in  these,  as  others 
have  done.  The  abnormalities  were  corrected: 
4 the  carbon  dioxide  combining  power  would  rise  to 
l 50  volumes  per  cent,  and  the  ketone  bodies  would 
: j disappear  from  the  blood  and  urine,  but  some  of 
n>  these  patients  would  die.  There  may  have  been 
sit  j no  kidney  shutdown.  Why  such  patients  die  I 
tot  i don’t  know.  I once  asked  for  an  explanation  at  a 
to  meeting  of  eminent  workers  in  the  field,  but  no 
one  seemed  to  have  any. 

Dr.  Gold:  How  do  they  die?  What  happens 
' to  them? 

Dr.  Tolstoi:  They  just  keep  on  breathing 
faster  and  faster  and  finally  die. 


Dr.  Gold:  Is  it  circulatory  failure,  respiratory 
failure,  pulmonary  edema,  or  what? 

Dr.  Tolstoi:  An  hour  before  death,  in  a case 
which  I recall  very  .clearly,  there  were  no  evi- 
dences of  circulatory  failure.  A physician  was 
observing  the  patient  most  of  the  time.  The 
blood  pressure  was  maintained  until  about  an 
hour  before  death.  We  had  no  idea  what  caused 
death  in  this  case.  Postmortem  examinations  in 
similar  cases  have  revealed  nothing  specific. 

Dr.  Seymour  H.  Rinzler:  May  I ask  what 
one  does  in  the  case  of  the  cardiac  who  is  in 
ketosis  and  in  whom  sodium  is  contraindicated 
because  of  congestive  failure? 

Dr.  Tolstoi:  Acidosis  is  a very  effective  de- 
hydrating factor,  and  these  patients  are  fairly 
well  dehydrated.  This  can  be  judged  from  the 
high  hemoglobin,  as  well  as  from  the  general 
appearance.  Congestive  failure  is,  therefore,  not 
a common  problem.  In  cardiac  patients,  I give 
the  fluid  very  slowly  to  avoid  overburdening  the 
heart.  In  older  patients,  I sometimes  give  it 
subcutaneously. 

Dr.  Rinzler  : Do  you  not  worry  about  reten- 
tion of  sodium? 

Dr.  Tolstoi:  No,  I don’t. 

Dr.  Gold:  Congestive  failure  is  a condition  in 
which  there  is  tissue  hyperhydration,  too  much 
extracellular  fluid.  Severe  keto-acidosis  of  the 
diabetic  is  a condition  in  which  there  is  dehydra- 
tion, too  little  extracellular  fluid.  Theoretically, 
it  should  be  impossible  for  the  two  to  occur  simul- 
taneously. The  situation,  however,  is  more 
complex,  for  there  are  occasional  cases  of  con- 
gestive failure  with  severe  diabetic  acidosis  and 
coma,  in  which  pulmonary  edema  develops.  It 
may  be  that,  in  some,  even  advanced  acidosis  is 
not  sufficient  as  a dehydrating  factor  and  that  the 
factors  other  than  dehydration  play  a more  im- 
portant role  in  the  causation  of  the  coma  of  the 
keto-acidosis.  In  the  few  that  I have  seen,  I 
have  relied  on  the  insulin  and  sugar  to  correct  the 
acidosis,  and  on  the  mercurial  diuretic  to  combat 
the  pulmonary  edema,  even  though  the  diuretic 
leads  to  a further  loss  of  sodium.  There  is,  of 
course,  always  the  possibility  of  an  error  as  to  the 
cause  of  the  coma.  I do  not  know  how  to  make 
sure  of  it.  These  are  patients  with  long-standing 
congestive  heart  failure  and  long-standing  dia- 
betes, who  develop  coma  without  clear  evidence 
of  a cerebral  accident,  and  in  whom  one  finds  a 
very  low  carbon  dioxide  combining  power,  a high 
blood  sugar,  and  sugar  and  acetone  in  the  urine. 
They  sometimes  have  an  azotemia  so  that  one 
remains  uncertain  as  to  whether  the  coma  is 
caused  by  uremic  or  diabetic  acidosis. 

In  this  connection,  another  problem  might  be 
worth  mentioning.  When  renal  failure  compli- 
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cates  chronic  heart  disease  with  diabetes,  the 
patient  may  develop  edema  and  effusions.  These 
suggest  congestive  heart  failure.  They  may, 
however,  be  the  result  of  the  retention  of  sodium, 
in  the  individual  whose  damaged  kidneys  cannot 
excrete  enough  acid.  The  retention  of  sodium 
leads  to  edema.  Attempts  to  treat  the  edema  by 
mercurials  or  other  diuretic  measures  may  give 
rise  to  mental  disturbances,  unrest,  and  prostra- 
tion which  may  progress  to  coma.  When  seen,  the 
patient  may  present  the  evidence  of  diabetic 
acidosis,  renal  failure,  and  coma,  and  the  coma, 
while  due  to  an  acidosis,  is  not  caused  directly  by 
either  diabetic  or  renal  acidosis  but  by  the  treat- 
ment attempting  to  control  the  edema,  counter- 
acting thereby  a possible  protective  mechanism 
of  sodium  (and  with  it  water)  retention. 

Dr.  Walter  Modell:  How  do  you  treat  the 
diabetic  emergency  that  develops  as  the  result  of 
a serious  acute  infection? 

Dr.  Tolstoi:  In  exactly  the  same  way  as  I 
have  outlined.  Let  us  say  that  in  a case  of  pneu- 
monia, the  diabetic  patient’s  compensation 
breaks.  The  established  routine  for  the  control 
of  diabetes  is  abandoned.  We  switch  from  pro- 
tamine zinc  to  regular  insulin.  The  urine  is 
examined  for  sugar  as  often  as  the  patient  voids. 
When  the  test  shows  4 plus,  we  give  25  units  of 
insulin;  when  it  is  2 or  3 plus,  15  units  of  insulin; 
and  when  the  urine  is  sugar -free,  we  give  orange 
juice.  The  pneumonia  is  treated  with  penicillin. 
After  the  infection  subsides  and  the  abnormal 
urinary  findings  disappear,  the  patient  returns  to 
his  former  regimen. 

Dr.  Cattell:  Can  the  patient  be  forewarned 
about  this,  and  be  taught  to  take  care  of  himself 
in  relation  to  acute  infections? 

Dr.  Tolstoi:  We  do  that,  Dr.  Cattell.  If  the 
patient  has  a cold  or  other  infection,  he  knows 
enough  to  be  on  the  lookout  for  acetone.  Life  is 
now  very  easy  for  the  diabetic  patient  as  well  as 
for  the  doctor.  There  are  powders  on  the  market 
for  testing  for  acetone,  the  Galatest  powder.  All 
the  patient  does  is  to  put  a little  powder  on  a piece 
of  paper  and  a drop  of  urine  on  it.  If  it  turns 
purple,  it  is  positive  for  acetone;  in  that  event, 
the  patient  follows  the  established  routine,  testing 
the  urine  until  the  powder  remains  white  when 
urine  is  added.  In  our  clinic,  when  we  find 
acetone  in  the  urine,  our  patients  usually  know 
what  to  do  without  further  instruction. 

Dr.  Modell:  What  would  you  advise  a 
( liabetic  patient  who  has  suffered  a serious  burn,  in 
anticipation  of  a break  in  diabetic  compensation? 

Dr.  Tolstoi:  I would  tell  him  to  examine  the 
urine  for  sugar  and  acetone,  and  if  acetone  ap- 
pears, to  take  regular  insulin  in  accordance  with 
the  plan  1 have  outlined,  until  the  acetone  dis- 
appears. 


Dr.  Cattell:  You  would  not  ask  him  to  re- 
adjust the  dosage  with  the  expectation  that  there 
was  going  to  be  a break  in  the  diabetic  compensa- 
tion? 

Dr.  Tolstoi:  No,  I don’t  think  so;  at  least  we 
have  not  done  it  yet.  It  may  be  a good  idea  to  do 
that. 

Visitor:  Do  you  believe  there  is  a place  for 
globin-insulin  with  zinc  in  the  treatment  of 
medical  emergencies? 

Dr.  Tolstoi:  No,  I do  not.  None  of  the  slow 
acting  insulin  preparations  should  be  used  in  an 
emergency.  The  only  insulin  to  be  used  in 
emergencies,  in  my  opinion,  is  the  regular  soluble 
crystalline  insulin,  a material  which  produces  its 
effects  quickly.  One  ought  not  to  wait  six  or 
eight  hours  for  an  effect  in  a critical  situation. 

Dr.  Cattell:  Do  you  give  insulin  intra- 
venously? 

Dr.  Tolstoi:  We  hardly  ever  give  it  intra- 
venously. Once  in  a while  we  put  25  units  of 
insulin  into  a glucose  infusion,  but  otherwise,  it  is 
given  only  subcutaneously. 

Dr.  Greenspan:  In  the  case  of  a patient  who 
enters  the  hospital  with  acidosis  and  severe  insulin 
deficiency  which  has  persisted  for  some  time, 
might  one  give  somewhat  larger  initial  doses,  say, 
50  or  100  units? 

Dr.  Tolstoi:  I am  glad  you  asked  that  ques- 
tion. The  initial  dose  of  insulin  ranges  from  25  to 
400  units  in  different  clinics.  When  small  doses 
are  given,  the  intervals  are  short,  and  when 
larger  doses  are  used,  the  intervals  are  longer. 
We  give  25  units  as  the  first  dose;  Peters  of  New 
Haven  gives  a 50-unit  dose;  Olmsted  of  St.  Louis 
gives  100  units,  waits  an  hour  and  a half,  and  de- 
termines the  blood  sugar  to  see  whether  more  is 
needed;  Rabinowitch  of  Montreal  gives  400 
units,  200  units  of  protamine  zinc  insulin  and 
100  of  regular  insulin  subcutaneously,  together 
with  an  intravenous  infusion  of  100  units  of 
regular  insulin,  and  very  large  amounts  of 
glucose. 

Our  results  are  very  satisfactory,  but  that  does 
not  mean  that  our  method  is  superior  to  that  of 
others.  There  are  many  factors  which  may  de- 
termine the  result.  For  example,  Owens  of  Cin- 
cinnati, using  schedules  of  50-unit  doses  of 
regular  insulin  and  careful  clinical  and  laboratory 
observations  as  guides,  has,  nevertheless,  had  a 
relatively  high  mortality  rate.  This  may  be  ex- 
plained by  the  fact  that  he  receives  his  patients 
from  an  ambulance  service.  Such  patients  are 
likely  to  include  a considerable  number  who  are 
neglected  and  who  may  be  in  a more  advanced 
state  of  acidosis  with  more  profound  coma  than 
most  of  ours. 

Education  is  important  in  preventing  acidosis. 
We  instruct  our  patients  to  come  to  the  hospital 
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the  moment  they  suspect  an  infection  or  any  un- 
usual situation.  They  may  even  give  themselves 
an  extra  dose  of  insulin  before  starting  for  the 
hospital.  In  most  of  our  cases,  the  ketosis  dis- 
; appears  in  about  6 hours,  because  it  is  already 
under  control  on  admission. 

Dr.  Greenspan  : Do  you  ever  use  larger  doses 
1 of  insulin  than  you  indicated  in  your  plan? 

Dr.  T olstoi  : I do  not. 

Dr.  Greenspan?  Do  you  believe  that  all 
emergencies  can  be  managed  with  only  25-unit 
doses  of  insulin? 

Dr.  Tolstoi  : I do. 

Dr.  Greenspan:  That  is  a debated  point. 

Dr.  Tolstoi:  My  own  experience  leaves  me  no 
reason  for  changing  my  view.  I see  no  objection 
to  using  doses  of  100,  200,  or  even  300  units  if  one 
knows  the  objective.  I can  only  say  that  our 
very  satisfactory  results  have  been  obtained  with 
small  doses  given  frequently. 

Intern:  If  a diabetic,  who  is  controlled  with 
protamine  zinc  insulin,  develops  an  occlusion  of  a 
coronary  artery,  would  that  alter  the  procedure? 
Would  you  not  change  from  protamine  zinc 
insulin  to  regular  insulin? 

Dr.  Tolstoi  : I don’t  think  I would.  I would 
j just  make  certain  that  glycosuria  is  present  and 
no  symptoms  of  diabetes.  I would  make  no 
change  in  the  regimen  unless  there  were  definite 
indications,  such  as  ketosis. 

Visitor:  I want  to  ask  Dr.  Tolstoi  whether  he 
favors  the  two-syringe  or  the  single-syringe 
technic  for  patients  who  receive  both  the  regular 
; and  the  protamine  zinc  insulin. 

Dr.  Tolstoi:  When  one  can  reduce  the  num- 
ber of  injections,  one  should  do  it.  Remember, 
the  year  has  three  hundred  sixty-five  days.  When 
both  are  necessary,  I mix  them  in  one  syringe  and 
make  only  one  injection  instead  of  two.  It  spares 
the  patient  much  discomfort  over  the  years.  The 
mixture  which  I have  found  most  successful  is  the 
two-to-one  mixture,  two  parts  of  regular  and  one 
part  of  protamine  zinc  insulin. 

Dr.  Gold:  How  would  you  distinguish  dia- 
betic coma' from  insulin  coma  in  an  unconscious 
lady  in  the  ladies’  room  in  Macy’s  department 
store? 

Dr.  Tolstoi  : The  lady  in  diabetic  coma  is  apt 
to  have  a dry  and  flushed  skin,  a fruity  odor  of 
the  acetone  breath,  soft  eyeballs,  and  a red 
tongue.  She  may  have  the  typical  air-hunger  or 
Kussmaul  breathing.  Diabetic  acidosis  develops 
slowly,  and  hours  elapse  before  coma  develops.  A 
person  with  ketosis  so  serious  as  to  verge  on  coma 
is  not  apt  to  be  shopping  in  Macy’s. 

Insulin  shock,  on  the  other  hand,  is  encountered 
quite  frequently  in  department  stores.  In  such  a 
person  the  skin  is  apt  to  be  moist  and  pale,  the 
eyeballs  are  not  soft,  and  air-hunger  is  absent. 


This  person  is  more  apt  to  have  twitching  or  con- 
vulsive movents.  A positive  Babinski  may  be 
present.  The  urine  analysis  will  very  quickly 
disclose  what  the  condition  is.  In  diabetic  coma, 
there  will  invariably  be  glucose  as  well  as  acetone, 
while  in  the  case  of  insulin  coma,  the  urine  will  be 
sugar-free  and  probably  acetone-free  as  well,  al- 
though occasionally  acetone  may  be  present  and 
sometimes  even  sugar  when  the  bladder  contains 
urine  secreted  several  hours  previously. 

Dr.  Gold:  Would  you  have  any  hesitation  in 
proceeding  to  treat  this  person  with  insulin,  as  a 
case  of  diabetic  acidosis,  on  the  basis  of  the  clinical 
differentiation  you  presented,  if  you  were  not  in  a 
position  to  examine  the  urine? 

Dr.  Tolstoi:  Oh,  but  I would  have  to  have  a 
urine  specimen. 

Dr.  Gold  : But  you  can’t  have  it. 

Dr.  Tolstoi:  I know  that  in  Macy’s  I could 
get  a specimen  of  urine,  but  if  I couldn’t,  I think 
that  our  technic  of  small  doses  of  insulin  ade- 
quately covered  with  glucose  is  ideal.  With  this 
procedure  one  cannot  get  into  any  trouble,  and 
one' can  carry  the  patient  along  until  it  becomes 
possible  to  obtain  a specimen  of  urine. 

Intern  : Would  the  blood  pressure  help  in  this 
case? 

Dr.  Tolstoi:  Not  as  a rule. 

Dr.  Gold:  Has  solution  of  posterior  pituitary 
any  place  in  the  treatment  of  an  insulin  reaction? 

Dr.  Tolstoi:  Yes,  it  is  a direct  antagonist  to 
insulin,  as  is  epinephrin.  Both  of  these  are  of 
value  in  the  case  of  a reaction  to  regular  insulin 
but  not  very  effective  in  the  case  of  protamine 
zinc  insulin. 

Dr.  Cattell:  What  is  the  basis  for  the  dif- 
ference? 

Dr.  Tolstoi:  It  is  due  to  the  difference  in  the 
speed  of  action  of  thetwoformsof  insulin.  Regular 
insulin  is  rapidly  absorbed,  and  its  peak  effect  is 
prompt.  The  rapid  fall  in  the  blood  sugar  may 
give  rise  to  an  insulin  reaction  at  a time  when 
the  level  of  the  blood  sugar  is  still  in  the  normal 
range.  It  is  the  rapid  change  rather  than  the . 
absolute  level  of  the  blood  sugar  which  may 
cause  a reaction  in  the  case  of  regular  insulin. 
Furthermore,  in  such  a case,  stores  of  glycogen 
may  still  remain  in  the  liver.  The  epinephrin  is 
effective  here,  because  it  exerts  its  action  by  the 
release  of  glycogen  from  the  liver.  In  the  case  of 
protamine  zinc  insulin,  epinephrin  is  less  effective, 
because  this  form  of  insulin  acts  very  slowly,  and 
before  symptoms  of  insulin  reaction  are  appre- 
ciated, the  blood  sugar  has  fallen  to  30  or  20  mg. 
per  100  cc.,  and  the  glycogen  of  the  liver  has  been 
exhausted.  In  the  absence  of  liver  glycogen, 
neither  epinephrin  nor  pituitary  solution  has  any 
effect  on  the  insulin  reaction.  There  is  also  the 
fact  that  protamine  zinc  insulin  remains  long  at 
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the  site  of  injection,  and  when  epinephrin  relieves 
the  insulin  reaction  in  this  case,  it  is  likely  to  be 
only  temporary  because  of  the  continued  ab- 
sorption of  the  insulin  over  a long  period  of  time. 

Visitor:  Would  Dr.  Tolstoi  say  s’omething 
about  the  preoperative  preparation  of  the  dia- 
betic patient? 

Dr.  Tolstoi  : I think  that  no  diabetic  patient 

need  be  denied  surgery  at  any  time,  whether  it  be 
an  emergency  operation  or  one  of  election.  One 
must  make  sure  of  the  diagnosis  before  operation. 
For  example,  a good  many  cases  of  diabetic 
acidosis  present  a picture  that  is  difficult  to 
differentiate  from  acute  appendicitis.  In  case  of 
an  emergency,  before  operation  the  patient 
should  be  given  insulin,  if  necessary,  and  observed 
for  a little  while.  When  there  is  acidosis,  if  it  is 
possible,  it  is  well  to  wait  until  the  acetone  begins 
to  diminish.  The  patient  is  taken  to  the  operating 
room  and  there  given  25  units  of  regular  insulin 
together  with  an  intravenous  infusion  of  1,000  cc. 
of  5 per  cent  glucose  in  saline.  As  soon  as  the 
patient  returns  from  the  operating  room,  another 
dose  of  25  units  of  insulin  together  with  an  intra- 
venous infusion  of  1,000  cc.  of  5 per  cent  glucose 
in  saline  are  given.  If  the  patient  is  unconscious, 
a catheter  is  inserted,  clamped,  and  specimens  of 
urine  are  collected  every  two  hours.  If  the  coma 
is  due  to  diabetes,  the  routine  which  I have  al- 
ready outlined  for  the  comatose  diabetic  patient 
is  followed. 

In  the  case  of  an  elective  operation,  the 
preparation  aims  at  achieving  two  results, 
namely,  satisfactory  hydration  and  abundant 
glycogen  storage  in  the  liver.  The  hydration  is 
obtained  by  means  of  1 Gm.  of  salt  (2  tablets  of 
0.5  Gm.  each)  followed  by  a glass  of  water  every 
three  hours.  To  secure  glycogen  deposition  in  the 
liver,  I usually  give  a glass  of  orange  juice  and  10 
units  of  regular  insulin  every  three  hours  on  the 
day  before  operation.  This  results  in  a gly- 
cosuria, but  the  presence  of  sugar  in  the  urine  is 
a matter  of  no  concern  so  long  as  the  patient’s 
needs  for  glycogen  and  water  have  been  met. 

Summary 

Dr.  Gold:  The  conference  this  afternoon 
dealt  with  the  treatment  of  some  specific  emer- 
gencies which  arise  in  the  diabetic  patient.  The 
chief  medical  problems  requiring  urgent  treat- 
ment in  the  diabetic  patient  are  due  to  either  too 
much  or  too  little  insulin.  The  conditions  which 
bring  about  these  two  states  were  considered, 


such  factors  as  errors  in  dosage,  unusually 
vigorous  physical  exertion  in  a patient  otherwise 
well  maintained,  acute  infections,  burns,  and 
gastric  upsets.  In  general,  it  seems  that  reactions 
to  excessive  insulin  are  more  frequent,  they 
appear  more  abruptly  and  are  apt  to  be  less 
serious  than  the  emergencies  due  to  insufficient 
insulin.  The  emergency  due  to  insufficient  in- 
sulin is  apt  to  develop  slowly  and  insidiously. 

The  two  types  of  cases  often  present  striking 
clinical  differences.  In  the  reaction  due  to  too 
little  insulin  (keto-acidosis),  the  skin  is  apt  to  be 
dry  and  flushed,  the  eyeballs  soft,  the  tongue  red, 
the  fruity  odor  of  the  acetone  breath  may  be  per- 
ceptible, and  the  typical  air-hunger  or  Kussmaul 
breathing  may  be  present.  In  the  reaction  due 
to  insulin  overdosage,  the  skin  is  apt  to  be  moist 
and  pale,  the  eyeballs  are  not  soft,  air-hunger  is 
absent,  muscular  twitchings  may  be  in  evidence, 
and  a positive  Babinski  sign  may  be  elicited. 
Coma  may  be  present  in  both  cases.  The  de- 
cisive differential  diagnosis  between  the  two  con- 
ditions depends  on  an  examination  of  the  urine 
for  sugar  and  acetone  and  an  examination  of  the 
blood  for  sugar  and  carbon  dioxide  combining 
power.  Sources  of  error  in  the  interpretation  of 
the  findings  were  discussed. 

Emphasis  was  placed  on  the  need  for  educating 
the  diabetic  patient  in  the  matter  of  diet,  dosage 
of  insulin,  and  examination  of  the  urine  for  sugar 
and  acetone,  so  as  to  enable  him  to  recognize  the 
reactions  in  their  earliest  forms,  to  take  adequate 
precautions  to  prevent  them,  and  to  take  the 
first  steps  in  controlling  a reaction  promptly.  In 
the  case  of  insulin  overdosage,  the  essential  treat- 
ment is  the  administration  of  readily  available 
sugar  in  the  form  of  orange  juice  or  parenteral 
glucose.  In  the  case  of  the  emergency  due  to  in- 
sufficient insulin  or  diabetic  acidosis,  the  essential 
treatment  consists  of  frequent  doses  of  insulin, 
glucose,  and  the  administration  of  salt  and  water 
either  by  the  oral  or  parenteral  route.  The 
details  of  the  treatment  were  fully  discussed. 

Several  other  matters  involved  in  the  medical 
emergencies  of  the  diabetic  received  attention, 
namely,  differences  in  the  reactions  to  regular 
and  protamine  zinc  insulin,  the  underlying  dis- 
orders in  diabetic  acidosis,  the  mechanisms  by 
which  the  disturbances  may  be  reversed,  com- 
parison of  sodium  chloride  with  sodium  lactate 
and  sodium  bicarbonate  in  the  control  of  diabetic 
keto-acidosis,  the  role  of  low  blood  potassium  in 
the  cause  of  disasters,  and  the  preparation  of  the 
diabetic  patient  for  operation. 
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Dr.  Ralli  Re-elected  Women’s  Medical  Association  President 


DR.  ELAINE  P.  RALLI,  associate  professor  of 
medicine,  New  York  University  College  of 
Medicine,  was  re-elected  president  of  the  Women’s 
Medical  Association  of  New  York  City  at  its  annual 
meeting  April  29,  for  a two-year  term. 

Other  officers  elected  were:  vice-president,  Dr. 
Leoni  N.  Claman;  secretary,  Dr.  Margaret  S. 
Tenbrinck,  and  treasurer,  Dr.  Helen  Neave.  Com- 
bined with  the  business  meeting  was  the  annual 
Spring  Dinner  of  the  organization  and  a scientific 
talk  followed  by  open  discussion.  Guest  speaker 


was  Dr.  Edith  H.  Quimby,  Ph.D.,  associate 
professor  of  radiology,  Columbia  University, 
who  spoke  on  the  topic  “Medical  Uses  of  Atomic 
Energy.” 

Dr.  Ralli  is  a member  of  the  American  Physi- 
ological Society,  the  Society  for  the  Study  of  In- 
ternal Secretions,  the  American  Institute  of  Nutri- 
tion and  the  New  York  Academy  of  Medicine. 
She  graduated  from  New  York  University  College 
of  Medicine  in  1925  and  is  now  in  charge  of  the 
College’s  Metabolic  Clinic. 


Medical  Service  Reserve  to  Place  300  on  Active  Duty 


AUTHORITY  has  been  granted  the  Army  Medical 
Department  to  place  immediately  300  addi- 
tional Medical  Service  Reserve  officers  on  extended 
active  duty,  it  was  announced  recently  by  Major 
General  Raymond  W.  Bliss,  Army  Surgeon  Gen- 
eral. Reserve  officers  who  volunteer  will  be  as- 
signed to  duty  in  all  four  sections  of  the  Corps,  ac- 
cording to  their  qualifications.  The  greatest  need 
is  in  the  Medical  Allied  Science  Section  which  in- 
cludes personnel  trained  in  psychology,  physiology, 
biochemistry,  nutrition,  serology,  and  other  related 
medical  sciences  needed  in  the  Army. 


The  recent  formation  of  the  Medical  Service  Corps 
is  one  phase  of  a long-range  program  designed  to 
provide  the  highest  possible  standard  of  medical 
care  for  the  U.S.  Army  \yth  a minimum  number  of 
physicians  required  in  administrative  positions  or 
performing  duties  properly  belonging  to  medical 
allied  sciences. 

While  specialists  in  fields  embraced  by  the  Corps 
have  always  served  in  the  Army,  authorities  felt 
that  the  former  administrative  setup  did  not  make 
for  the  fullest  use  of  talent  or  the  highest  degree  of 
individual  satisfaction. 


British  Nobel  Prize  Winner  Lectures  at  Medical  Center 


SIR  Henry  Hallet  Dale,  past  president  of  the 
Royal  Society  of  England,  and  a winner  of  the 
Nobel  prize  in  1936,  gave  a lecture  under  the 
joint  sponsor  hip  of  the  New  York  University- 
Bellevue  Medical  Center  and  the  Post-Graduate 
Medical  School,  on  Tuesday,  April  20.  His  lecture 
was  the  first  to  be  presented  under  a grant  from  the 
Samuel  H.  Kress  f oundation  made  for  the  purpose 
of  stimulating  an  international  exchange  of  medical 
information  and  postgraduate  training  of  physicians. 

The  title  of  Sir  Henry’s  lecture  was  “Chemical 
Transmission  of  Nervous  Effects.”  It  was  delivered 


in  the  main  lecture  hall  of  the  New  York  University 
College  of  Medicine. 

The  Samuel  H.  Kress  Foundation  last  month 
made  a grant  of  $162,000  to  be  utilized  in  integrat- 
ing and  expanding  the  postgraduate  training  pro- 
grams of  the  New  York  University-Bellevue  Medi- 
cal Center  and  the  Post-Graduate  Medical  School. 
At  that  time  it  was  announced  that  an  agreement 
had  been  reached  looking  toward  a union  of  the  two 
institutions  and  the  formation  of  a new  College  of 
Post-Graduate  Medicine  as  a unit  of  the  Medical 
Center. 


Scholarship  in  Oral  Pathology 


THE  New  York  Institute  of  Clinical  Oral  Path- 
ology has  established  an  annual  scholarship  of 
$1,000  for  research  in  clinical  oral  pathology. 


Those  interested  will  please  communicate  with  the 
Executive  Secretary,  G.  Roistacher,  101  East  79th 
Street,  New  York  21,  New  York. 


Doctor’s  Orchestral  Society  Gives  Concert 


THE  annual  concert  of  the  Doctors’  Orchestral 
Society  of  New  York  was  held  May  13  at  the 
Hunter  College  auditorium,  with  proceeds  from  the 
concert  donated  to  the  Physicians’  Wives  League  of 
Greater  New  York  for  their  charitable  and  educa- 
tional programs. 

A symphonic  group  composed  of  70  doctors,  den- 
tists, and  members  of  allied  professions,  t he  Doc- 


tors’ Orchestral  Society  has  presented  a concert 
each  year  for  a worthy  cause.  Feature  of  this 
year’s  program  was  the  world  premiere  of  an  or- 
chestral suite,  “The  Hospital,”  composed  by  Dr. 
Herman  Parris  of  Philadelphia.  Pennsylvania.  An 
ENT  specialist  at  the  University  of  Pennsylvania, 
Dr.  Parris  has  been  composing  orchestral  and  in- 
strumental works  for  many  years. 
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Camp  Doctors  Wanted 


THE  Camp  Unit  of  the  New  York  State  Employ- 
ment Service  is  recruiting  doctors  for  summer 
camp  employment  at  children’s  camps. 

A New  York  State  medical  license  is  required 
for  employment  in  New  York  State  or  another 
state  license  for  camps  located  outside  of  New 
York  State. 

While  most  all  positions  are  for  the  two  months 
of  July  and  August,  there  are  a few  for  which  doctors 
for  one  month  only  will  be  accepted. 

Based  on  past  experience  and  prospects  for  this 


year,  camp  directors  will  not  consider  married 
physicians  who  must  have  husband  or  wife  with 
them,  except  when  the  spouse  has  experience  and 
will  work  as  a counselor  or  a nurse.  Few  camps 
have  facilities  for  accommodating  a physician’s 
family  as  guests. 

All  doctors  interested  in  camp  employment 
should  apply  in  person  at  the  Camp  Unit,  139 
Centre  Street,  New  York  City.  The  hours  for  in- 
terviews are  from  9 until  5,  Monday  through 
Friday. 


Division  of  Toxicology  Established  in  Buffalo  University  Medical  School 


THE  establishment  of  a Toxicology  Division  and 
Toxicology  Laboratory  in  the  Medical  School  of 
the  University  of  Buffalo  has  been  announced  by 
Dr.  Stockton  Kimball,  dean  of  the  University. 

According  to  a recent  report,  the  new  unit 
will  be  supported  jointly  by  the  University  of 
Buffalo  and  the  County  of  Erie,  and  will 
work  in  close  cooperation  with  city  and  county 


authorities.  Few  medical  schools  have  such  labora- 
tories. 

Dr.  Niels  C.  Klendshoj,  associate  in  pathology 
in  the  medical  school,  will  be  the  director  of  the 
Toxicology  Division.  Dr.  Milton  Feldstein  of  New 
York,  who  has  had  experience  in  this  field  at  Belle- 
vue Hospital  and  in  the  Army  Sanitary  Corps, 
will  be  in  charge  of  the  chemical  laboratory. 


Chapin  Fellowship  for  Study  of  Contagious  Diseases 


APPLICATIONS  for  the  Charles  V.  Chapin 
TV.  Fellowship  for  the  study  of  contagious  diseases 
are  now  being  received  for  1948  with  none  to  be 
accepted  after  September  1. 

The  Fellowship  provides  for  one  year’s  research 
work  pertaining  to  some  phase  of  contagious 


diseases,  this  research  to  be  carried  out  at  the 
Charles  V.  Chapin  Hospital,  Providence,  Rhode 
Island. 

Additional  informat  ion  may  be  obtained  from  the 
Superintendent  of  the  Charles  V.  Chapin  Hospital, 
Providence,  Rhode  Island. 


Life  Insurance  Companies  Make  Research  Awards 


UNITED  STATES  and  Canadian  life  insurance 
companies  will  give  more  than  a half  million 
dollars  for  research  in  heart  disease  during  1948, 
it  was  announced  recently  by  M.  Albert  Linton, 
chairman  of  the  Life  Insurance  Medical  Research 
Fund.  The  awards  raise  to  $1,800,000  the  total 
research  subsidy  provided  through  the  Fund  since 
it  was  organized  in  December,  1945. 

Thirty-one  hospitals,  medical  colleges,  and  special 
research  clinics  in  eighteen  states  and  Canada  will 
share  $484,790  in  the  grants  announced  by  Mr. 
Linton,  and  fourteen  individual  doctors  will  receive 
$52,600  in  postgraduate  fellowships.  All  research 
is  confined  to  diseases  of  the  heart,  arteries,  and 
blood  vessels  which  account  every  year  for  more  than 
45  per  cent  of  deaths  at  all  ages  in  the  United 
States  and  more  than  half  the  deaths  at  ages  over 
forty-five. 

The  Fund  is  supported  by  149  life  insurance  com- 
panies and  is  administered  through  a board  of 
directors  representing  the  life  insurance  business 
and  an  advisory  council  of  medical  research  experts, 
the  latter  headed  by  Dr.  Francis  G.  Blake,  Sterling 
Professor  of  Medicine  at  Yale.  Scientific  director 
of  the  Fund  is  Dr.  Francis  R.  Dicuaide,  clinical 
professor  of  medicine  on  the  staff  of  the  College  of 
Physicians  and  Surgeons  of  Columbia  University. 

Among  the  fourteen  fellows  of  the  Fund  appointed 
are  Dr.  Mogens  Faber  of  Copenhagen,  Denmark, 
who  will  work  at  Columbia  University  in  New  York 
under  the  supervision  of  Dr.  Erwin  Chargaff,  and 
John  L.  Webb,  Ph.D.,  of  Pasadena,  California,  who 
will  work  at  Oxford  University  in  England  under 


the  supervision  of  Professor  J.  H.  Burn.  The 
international  exchange  is  the  first  sponsored  by  the 
Fund. 

New  York  physicians  receiving  postgraduate  re- 
search fellowships  carrying  stipends  from  $2,500 
to  $4,000  include  Dr.  Edward  E.  Fischel,  New 
York  City,  to  work  under  the  supervision  of  Dr. 
A.  R.  Dochez  at  the  Columbia  University  College 
of  Physicians  and  Surgeons,  and  John  G.  Hawley, 
New  York  City,  to  work  under  the  supervision 
of  Dr.  Carl  J.  Wiggers  at  the  Western  Reserve 
University  School  of  Medicine. 

Grants  in  aid  of  medical  research  awarded  in 
New  York  State  are:  to  Columbia  University,  for 
research  by  Dr.  Dickinson  W.  Richards,  Jr.,  on  the 
action  of  cardiovascular  drugs,  $21,000;  for  re- 
search by  Dr.  Rene  Wegria  on  the  dynamics  of  the 
circulation,  especially  in  the  coronary  vessels, 
$7,560. 

To  Mount  Sinai  Hospital,  New  York  City,  for 
research  by  Dr.  Harry  Sobotka  on  the  chemother- 
apy of  hypertension,  $21,000;  to  New  York  Uni- 
versity, for  research  by  Dr.  Norton  Nelson  on  the 
distribution  of  readily  diffusible  materials,  $2,100. 

To  Syracuse  University,  for  research  by  Dr.  Rob- 
ert F.  Pitts  and  Dr.  Richard  II.  Lyons  on  renal 
function  and  circulatory  dynamics  in  cardiovascular 
disease,  $21,000;  for  research  by  Dr.  Jane  Sands 
Robb  on  the  structure  and  function  of  the  conduct- 
ing system  of  I he  heart,  $8,400,  and  for  research 
by  Dr.  W.  W.  Westerfeld  and  Dr.  J.  M.  McKibbin 
on  phospholipid  patterns  in  tissues,  $3,675. 

[Continued  on  page  1184) 
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THE  NEW  STRENGTH 


|-7/2  gr.  enteric-coated,  green 

tablets  with  % gr.  phenobarbital,  has  been  formulated 
for  physicians  wishing  to  prescribe  the  same  effective 
amount  of  Theobromine  Sodium  Acetate,  but  with  less 
amount  of  sedative. 


Complete  List  of  Potencies — 

THESODATE 

OYs  gr.)  0.5  Gm*  or  (3  94  gr.)  0.25  Gm  * 

THESODATE  WITH  PHENOBARBITAL 

(7Y  gr.)  0.5  Gm.  with  (A  gr.)  30  mg.' 

(~lA  gr.)  0.5  Gm.  with  04  gr.)  15  mg. 

(3J4  gr.)  0.25  Gm.  with  ()4  gr.)  15  mg.* 

THESODATE,  POTASSIUM  IODIDE,  PHENOBARBITAL 

(5  gr.)  0.3  Gm.  (2  gr.)  0.12  Gm.  gr.)  15  mg. 

* Supplied  also  in  capsules  (not  enteric-coated)  for  supplementary  medication. 


PROVIDES  A WIDE  RANGE  OF  AN  EFFECTIVE  MEDIUM 
FOR  TREATMENT  IN  CORONARY  DISEASE. 


for  literature  and  samples  write  to  Sales  and  Service  Dept. 


BREWER  & COMPANY,  Inc. 


WORCESTER  4,  MASS.,  U.  S.  A. 
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MEETINGS 

PAST 


Saratoga  County  Tuberculosis  and  Public  Health 
Association 

Dr.  Herman  E.  Hilleboe,  New  York  State  com- 
missioner of  health,  and  Dr.  Joseph  L.  Kiley, 
Saratoga,  discussed  “Should  Counties  Establish 
Health  Departments  as  Recommended  by  the 
State”  at  a radio  forum  which  was  broadcast  from 
Skidmore  College,  on  March  29. 

With  Dr.  Hilleboe  taking  the  affirmative  and  Dr. 
Kiley,  the  negative,  the  program  was  the  feature  of 
the  annual  meeting  of  the  Saratoga  County  Tuber- 
culosis and  Public  Health  Association. 

Albany  Medical  College 

“Socialized  Medicine — Where  Do  We  Stand?” 
was  discussed  by  Dr.  William  P.  Howard,  professor 
of  radiology  and  director  of  the  department  of 
radiology,  Albany  Medical  College,  at  the  alumni 
luncheon  held  during  the  annual  clinical  day  pro- 
gram at  the  Albany  Medical  College,  on  April  8, 
in  Albany. 

With  Dr.  H.  Dunham  Hunt,  Saratoga  Springs, 
president  of  the  alumini  group,  in  charge,  other 
luncheon  speakers  were  Dr.  11.  S.  Cunningham, 
dean  of  the  college,  and  Dr.  Carter  Davidson, 
chancellor  of  Union  University,  Schenectady. 

At  the  morning  session,  Dr.  Edwin  L.  Crosby, 
director  of  Johns  Hopkins  Hospital,  Baltimore,  an 
alumnus  of  Albany  Medical  College,  spoke  on  “The 
Hospital  and  Medical  Care.”  Seven  papers  were 
also  given  by  members  of  the  faculty,  many  of  them 
alumni. 

New  York  Council  of  Surgeons 

Dr.  Isidore  Arons,  attending  roentgenologist, 
Bellevue  Hospital,  and  director  of  the  tumor  clinic 
at  Harlem  Hospital,  spoke  on  “Atomic  Energy, 
Its  Medical  Application”  at  the  lecture  sponsored 
by  the  New  York  Council  of  Surgeons  on  April  20 
at  the  Parkchester  General  Hospital,  the  Bronx. 

Saranac  Lake  Medical  Society 

“Brucellosis”  was  discussed  by  Dr.  Orin  D. 
Chapman,  professor  of  bacteriology,  Syracuse 
University  College  of  Medicine,  at  the  April  21  meet- 
ing of  the  Saranac  Lake  Medical  Society,  held  at  the 
Saranac  Laboratory. 

At  the  April  30  meeting,  Dr.  Herman  E.  Hilleboe, 
New  York  State  commissioner  of  health,  spoke  on 
“Private  Practice  and  Public  Health.” 

Maternity  Center  Association 

At  the  annual  meeting  of  the  Maternity  Center 
Association,  held  April  22  in  New  York  City,  with 
Mrs.  Shepard  Kreck  presiding,  the  main  address 
was  given  by  Miss  Hazel  Corbin,  R.N.,  general 
director.  Her  talk,  “Life  Begins  at  Thirty,”  out- 


lined the  activities  of  the  Association  during  its 
thirty  years  of  existence  for  the  welfare  of  mothers 
and  babies. 

Dr.  George  W.  Kosmak,  chairman  of  the  Medical 
Board,  spoke  on  “The  Responsibilities  of  Parent- 
hood.” 

New  York  Psychoanalytic  Society  and  Institute 

Given  under  the  auspices  of  the  New  York 
Psychoanalytic  Society  and  Institute  and  the  As- 
sociation for  Psychoanalytic  Medicine,  a meeting 
in  commemoration  of  Dr.  Abraham  A.  Brill’s 
medical  attainments  was  held  April  29  at  the  New 
York  Academy  of  Medicine,  New  York  City. 

Dr.  George  E.  Daniels  presided,  and  speakers 
were  Dr.  Nolan  D.  C.  Lewis,  Dr.  Fritz  Wittels,  and 
Dr.  C.  P.  Oberndorf.  Dr.  Oberndorf  was  chairman 
of  the  committee  in  charge,  which  included  Drs. 
Leonard  Blumgart,  Daniels,  Richard  L.  Frank, 
Phyllis  Greenacre,  Marion  E.  Kenworthy,  Philip 
Lehrman,  Bertram  Lewin,  Sandor  Lorand,  and 
Adolph  Stern. 

Association  for  the  Advancement  of  Psycho- 
therapy 

At  the  regular  monthly  meeting  of  the  Associa- 
tion for  the  Advancement  of  Psychotherapy,  held 
April  30  at  the  New  York  Academy  of  Medicine, 
Dr.  Augusta  Jellinek  spoke  on  “A  New  Approach 
to  Speech  Disorders.”  Discussion  was  opened  by 
Dr.  Walter  Boernstein. 

State  Charities  Aid  Association 

The  annual  conference  and  business  meeting  of 
State  and  local  committees  on  tuberculosis  and 
public  health  of  the  State  Charities  Aid  Association 
was  held  May  11  and  12  in  New  York  City. 

With  Dr.  James  E.  Perkins,  managing  director  of 
the  National  Tuberculosis  Association,  presiding, 
the  opening  session  featured  a symposium  on  “The 
Promotion  of  Public  Interest  and  Concern  for  Im- 
proving Health  Instruction  and  Health  Protection 
in  the  Public  Schools  of  New  York  State.”  Dr. 
George  M.  Wheatley,  from  the  welfare  division 
of  the  Metropolitan  Life  Insurance  Company,  led 
the  discussion. 

At  the  luncheon,  Dr.  Herman  E.  Hilleboe,  State 
Commissioner  of  Health,  spoke  on  “Working  To- 
gether for  Public  Health.”  Speakers  at  the  final 
meeting  included  Dr.  Paul  V.  Lemkau,  director  of 
mental  hygiene  study,  Johns  Hopkins  University, 
School  of  Hygiene  and  Public  Health,  on  “Some 
Mental  Hygiene  Aspects  of  Public  Health  and 
Public  Welfare,”  and  Dr.  Granville  W.  Larrimore, 
director  of  the  Public  Health  Education  Office  of 
the  State  Department  of  Health,  on  “The  Challenge 
of  Adult  Health  Education.” 


FUTURE 


University  of  Buffalo,  Metropolitan  Medical 
Alumni 

r University  of  Buffalo  medical  alumni  in  New 
York  City,  the  surrounding  counties  of  Westchester, 
Nassau,  Suffolk  and  in  New  Jersey,  are  invited  to 
a luncheon  to  be  given  by  the  Metropolitan  Medical 
Alumni  of  the  University  on  Friday,  May  21,  at 
12  : 30  p.m.  in  the  Manhattan  Room  East  of  the 
Hotel  Pennsylvania,  New  York  City, 


Members  of  the  University’s  medical  faculty 
will  attend,  and  a program  detailing  the  curriculum, 
plans  for  expansion,  the  building  of  a new  Medical 
School,  and  other  topics  of  interest  will  be  presented, 
according  to  an  announcement  from  the  Uni- 
versity. 

Reservations  are  to  be  made  with  Dr.  Louis  Finger, 
285  Central  Park  West,  New  York  24. 

[Continued  on  page  118li[ 
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ESPECIALLY  DURING 


Following  recovery  from  severe  infec- 
tious disease,  acute  nutritional  defi- 
ciencies must  be  corrected  promptly  if 
maximum  speed  of  recovery  is  to  be 
attained.  The  nutrient  imbalance  which 
exists  during  this  period  usually  in- 
volves not  only  members  of  the  vitamin 
B complex,  but  also  proteins  as  well. 

The  delicious  food  drink  made  by 
mixing  Ovalrine  with  milk  is  a pleas- 
ant and  effective  means  of  increasing 
the  intake  of  virtually  all  essential  nu- 
trients. Easily  digested  and  of  low 
curd  tension,  it  does  not  impose  an 


undue  digestive  burden,  and  is  fre- 
quently acceptable  when  other  foods 
are  refused.  Three  glassfuls  daily  sup- 
ply significant  amounts  of  B complex 
and  other  vitamins  including  ascorbic 
acid,  biologically  adequate  protein, 
readily  digested  fat  and  carbohydrate, 
and  the  important  minerals  copper, 
iron,  and  calcium.  This  dietary  sup- 
plement is  enjoyed  by  all  patients, 
young  and  old,  and  is  taken  without 
difficulty  in  recommended  amounts. 
Hence  it  might  well  be  included  rou- 
tinely in  the  dietary  of  convalescence. 


THE  WANDER  COMPANY,  360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILL. 


Three  servings  doily  of  Ovaltine,  each  made  of 
Vi  oz.  of  Ovaltine  and  8 oz.  of  whole  milk,*  provide: 


CALORIES 

669 

VITAMIN  A 

3000  I.U 

PROTEIN 

32.1  Gm. 

VITAMIN  Bi 

1.16  mg. 

FAI 

. 31.5  Gm. 

RIBOFLAVIN 

2.00  mg 

CARBOHYDRATE 

64.8  Gm. 

NIACIN 

6.8  mg. 

CALCIUM  

1.12  Gm. 

VITAMIN  C 

30.0  mg. 

PHOSPHORUS  . . . . 

. 0.94  Gm. 

VITAMIN  D 

417  I.U. 

IRON  

12.0  mg. 

COPPER  

0.50  mg. 

*Bosed 

on  average 

reported  values  for  milk. 
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National  Gastroenterological  Association 

The  thirteenth  scientific  session  of  the  National 
Gastroenterological  Association  will  be  held  at  the 
Hotel  Pennsylvania,  New  York  City,  on  June  7, 
8,  9,  and  10.  The  first  three  days  will  be  devoted 
to  the  presentation  of  papers,  and  the  last  day  will 
consist  of  clinics  arranged  in  cooperation  with  the 
various  hospitals  in  New  York  City. 

American  Academy  of  Dental  Medicine 

The  second  annual  meeting  of  the  American 
Academy  of  Dental  Medicine  will  be  held  June  12 
and  13  at  the  Hotel  Pennsylvania,  New  York  City. 
Dr.  Herman  J.  Burman,  New  York  City,  will 
present  a paper  on  “Disturbances  of  the  Salivary 
Glands,”  and  Dr.  H.  H.  Neumann,  St.  Albans,  will 
discuss  “Types  of  Diet  and  Caries  Incidence.” 
All  other  speakers  will  be  doctors  of  dentistry. 

For  further  information,  address  the  secretary, 
Dr.  William  M.  Greenhut,  124  East  84th  Street, 
New  York  28. 

University  of  Pennsylvania,  Medical  Alumni 

Medical  Alumni  of  the  University  of  Pennsylvania 
will  hold  a dinner  at  the  convention  of  the  American 


Medical  Association  in  Chicago  on  June  23,  at  the 
Lake  Shore  Club,  850  Lake  Shore  Drive.  On  ar- 
rival in  Chicago,  alumni  are  asked  to  contact 
Miss  Frances  R.  Houston,  executive  secretary  of 
the  Medical  Alumni  Society,  at  the  University  of 
Pennsylvania  registration  booth. 

Willard  State  Hospital 

A two-day  psychiatric  nursing  and  social  service  i 
institute  will  be  held  at  Willard  State  Hospital, 
Willard,  New  York,  on  June  2 and  3,  under  the 
auspices  of  the  Rochester  State,  Syracuse  Psycho- 
pathic, and  Willard  State  hospitals,  the  latter  in- 
stitution serving  as  host  under  the  direction  of  Dr. 
Kenneth  Keill. 

Speakers  who  will  address  the  institute  will  in- 
clude: Dr.  J.  L.  Moreno,  Beacon;  Dr.  Harry  A. 
Steckel,  professor  emeritus  of  psychiatry,  Syracuse 
Medical  College;  Dr.  Harry  E.  Faver,  assistant 
director,  Buffalo  State  Hospital;  Dr.  Niles  Carpen- 
ter, director,  department  of  social  work,  University 
of  Buffalo,  and  others. 

The  motion  picture  on  the  treatment  of  psychi- 
atric disorders,  “Let  There  Be  Light,”  will  be 
shown  through  the  courtesy  of  the  Medical  De- 
partment of  the  United  States  Army. 


PERSONALITIES 


Retired 

Dr.  Stanley  W.  Sayer,  district  health  officer  in 
charge  of  the  Gouverneur  District,  on  April  7, 
after  completing  more  than  30  years’  service  on  the 
staff  of  the  New  York  State  Department  of  Health. 

Honored 

Dr.  Alfred  W.  Smallman,  Ellicottville,  at  a testi- 
monial dinner  given  by  the  Ellicottville  Chamber  of 
Commerce  on  April  14,  in  honor  of  his  sixty  years  of 
practice  which  started  in  Ellicottville  in  1888. 
Dr.  Smallman  is  believed  to  be  the  oldest  practicing 
physician  in  western  New  York. 

Awarded 

To  Dr.  Dilworth  Wooley,  New  York  City,  blind 
member  of  the  Rockefeller  Institute  for  Medical 
Research,  the  1948  award  of  the  American  Pharma- 
ceutical Manufacturers  Association,  at  the  annual 
convention  in  Havana  on  April  12.  . .to  Dr.  Howard 
A.  Rusk,  chairman  of  the  department  of  rehabilita- 
tion, New  York  University,  the  first  annual  Survey 
award,  presented  by  Survey,  journal  of  social  work, 
during  the  75th  anniversary  meeting  of  the  Na- 
tional Conference  of  Social  Work  in  Atlantic  City 
on  April  22. 

Appointed 

Dr.  L.  Whittington  Gorham,  Albany,  as  professor 
of  oncology  at  Albany  Medical  College,  effective 
July  1,  to  develop  a cancer  detection  clinic  and 
direct  the  tumor  teaching  program.  . .Dr.  Esmond 
It.  Long,  director  of  medical  research  and  therapy 
for  the  National  Tuberculosis  Association,  to  suc- 
ceed the  late  Dr.  Max  Pinner  as  editor-in-chief  of 
the  American  Review  of  Tuberculosis. 

Speakers 

Taking  part  in  a symposium  on  “Cancer  of  the 
Gastrointestinal  Tract”  presented  before  the  Hud- 
son County  Medical  Society  in  Jersey  City,  New 
Jersey,  on  April  6,  were:  Drs.  John  S.  La  Due  and 
Paul  J.  Munson,  “The  Symptomatology  of  Gastric 
Cancer”;  Dr.  Juan  M.  Jimenez,  “X-Ray  Diagnosis 
of  Gastric  Cancer”;  Dr.  Isabel  M.  Scharnagel, 
“The  Role  of  the  Gastroscope  jn  the  Diagnosis  of 


Gastric  Cancer”;  Dr.  William  Trevor,  “Sarcoma  of 
the  Stomach”;  Dr.  Robert  J.  Booher,  “Tumors  of 
the  Ampulla  of  Vater,”  and  Dr.  George  T.  Pack, 
“Methods  of  Surgical  Treatment.” 

Dr.  J.  Burns  Amberson,  Columbia  University, 
College  of  Physicians  and  Surgeons,  on  the  use  of 
streptomycin  in  tuberculosis,  at  the  meeting  of 
the  American  College  of  Physicians  in  San  Francisco, 
California,  April  22.  . .Dr.  Alfred  K.  Bates,  director 
of  the  tumor  clinic  at  Auburn  City  Hospital  and 
a member  of  the  Cayuga  County  Cancer  Committee, 
a radio  talk  over  Station  WMBO  on  the  work  of 
the  committee.  . .Dr.  Dicran  Berberian,  assistant 
professor  of  tropical  medicine  and  parasitology  at 
Albany  Medical  College,  on  “Missions  in  the  Near 
East”  at  the  Interchurchmen’s  Fellowship  meeting 
in  Albanv,  April  19.  . .Dr.  Carl  A.  Binger,  psychi- 
atrist at  the  Payne  Whitney  Clinic,  New  York 
Hospital,  at  the  meeting  of  the  American  Ortho- 
psychiatric Association  in  New  York  City,  April  13. 

Dr.  Theodore  Drachman,  deputy  health  commis- 
sioner of  Westshester  County,  on  “Public  Health” 
at  a meeting  of  the  Croton  Community  Nurserv 
School,  Croton-on-Hudson,  April  19.  . .Dr.  John  S. 
La  Due,  on  “The  Diagnosis  and  Treatment  of 
Tumors  of  the  Lymphoid  System”  at  the  annual 
meeting  of  the  Medical  Association  of  the  State  of 
Alabama,  in  Mobile,  Alabama,  April  16.  . .Dr. 
Theodore  R.  Miller,  on  “Early  Diagnosis  of  Cancer”, 
at  a meeting  of  the  cancer  control  committee  of 
the  Mercer  County  Medical  Society  in  Trenton, 
New  Jersey,  April  8.  . .Dr.  George  T.  Pack,  on 
“The  Endocrinology  of  Neoplastic  Diseases”  at  the 
annual  symposium  on  cancer  given  by  the  Indiana 
Cancer  Society  at  the  Indiana  University  Medical 
Center,  Indianapolis,  Indiana,  April  7,  and  the  same 
lecture  at  a meeting  of  the  Passaic  County  Medical  ; 
Society,  Paterson,  New  Jersey,  on  April  20.  i 

Dr.  C.  P.  Rhoads,  director  of  Memorial  Hospital,  i 
New  York  City,  at  the  session  of  the  American 
College  of  Physicians,  San  Francisco,  California. 
April  21.  . .Dr.  Marvin  R.  Thompson,  professoi 
of  pharmacology  and  therapeutics,  University  of 
Maryland,  on  “Nutrition  in  Relation  to  Disease'  1 
as  the  inaugural  address,  Inst  it  ute  of  Metabolism  and  ;, 
Nutrition,  Doctors  Hospital,  Queens,  April  14. 
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Action  prolonged... 
local  discomfort  minimized 


PROCAINE 
PENICILLIN 
G IN  OIL 


A single  1 cc.  injection  (300, 000 
units)  produces  therapeutic 
serum  levels  for  24  hours  in  95% 
of  jxitients,  and  may  produce 
therapeutic  levels  for  48  hours  in 
approximately  50%  of  patients. 


Sqjuibb 


High,  prolonged  blood  concentrations  of  penicillin  are 
attained  with  a minimum  of  local  discomfort  through  the 
administration  of  Procaine  Penicillin  G in  Oil  Squibb. 

The  procaine  penicillin  G salt,  due  to  its  low  water- 
solubility,  is  slowly  liberated  and  absorbed  from  the 
oil  deposit,  following  intramuscular  injection. 

Procaine  Penicillin  G in  Oil  Squibb  may  be  used  the 
same  as  penicillin  in  oil  and  wax  in  the  treatment  of  in- 
fections due  to  penicillin-susceptible  organisms.  It  is 
available  in  10  cc.  vials  and  in  1 cc.  double-cell  cart- 
ridges with  B-D*  disposable  syringe.  Each  cc.  contains 
300,000  units  of  Squibb  Crystalline  Penicillin  G com- 
bined with  125  mg.  of  the  procaine  base  in  refined 
peanut  oil,  with  an  added  dispersing  agent. 

Average  adult  daily  dose:  1 cc.  (300,000  units)  intramus- 
cularly; in  severe  infections,  300,000  units  everv  12  hours. 


Squibb 


* Trademark  Reg.  flecfon,  Dickinson  & Co. 
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HOSPITAL  NEWS 


Hospital  Convention  Scheduled  for  September 


THE  FIFTIETH  anniversary  convention  of  the 
American  Hospital  Association  is  to  be  held  in 
Atlantic  City,  New  Jersey,  September  20  through 
September  23,  according  to  a recent  announcement. 
The  theme  of  the  convention  is  “Hospitals — Vital 
to  Better  Living.” 

The  morning  sessions  will  be  joint  meetings  of 
the  Assembly  and  the  House  of  Delegates,  with 
the  latter  serving  as  a large  discussion  panel.  These 
will  be  devoted  to  important  issues  and  problems 
involved  in  two  main  areas:  the  care  of  the  patient 
and  hospital  finances.  The  Association’s  president, 


Graham  L.  Davis,  will  preside  at  the  convention. 

The  afternoon  sessions  will  be  large  general  meet- 
ings, each  with  two  speakers  representative  of 
various  phases  of  community  life,  such  as  education, 
science  and  research,  finance,  business  and  industry,  , 
public  health  and  government,  the  individual  and 
the  phase  of  common  interest  in  national  defense. 
These  speakers  will  visualize  how  the  hospital  has 
worked  to  affect  their  particular  phase  of  community 
life  and  to  construct  what  they  believe  is  the  future 
challenge  for  hospitals  and  health  in  their  particular 
field. 


Hospital  Planning  to  Consider  Accident  Cases 


POINTING  out  the  fact  that  medical  expenses 
resulting  from  accidents  represent  about  6 per 
cent  of  the  nation’s  total  medical  care  bill  of  over  6 
billion  dollars  a year,  the  Hospital  Council  of 
Greater  New  York  has  stated  in  the  Council’s  recent 
Bulletin  that  “diseases  and  injuries  due  to  accidents 
should  be  considered  in  hospital  planning.” 

“The  influence  of  accidents  on  the  need  for  and 
use  of  special  hospital  services  and  facilities  is 
varied  and  extensive  depending  on  such  factors  as 
the  type  of  injury,  the  nature  of  the  accident,  and 
the  age  and  sex  of  the  individual  concerned,”  the 
Bulletin  said. 

Appreciation  of  these  factors  will  guide  the  de- 
velopment of  facilities  to  allow  for  maximum  flexi- 
bility and  service,  the  Council  pointed  out.  “An- 
alysis of  local  factors  will  reveal  the  particular 
problem  and  suggest  the  solution.  The  same 
general  over-all  principles  of  sound  planning  apply 
to  each  problem  and  will  assure  the  residents  of 
each  community  as  well  as  business  and  industry 
that  their  hospital  needs  will  be  met  in  the  most 
economic  manner.” 

The  Council’s  review  showed  that  of  the  32,000 
deaths  from  motor  vehicle  accidents  throughout  the 
country  in  1947,  approximately  two-thirds  occurred 
in  rural  areas,  and  one-third  in  cities  and  towns. 
“On  the  other  hand,”  the  Bulletin  continued, 


“pedestrian  traffic  accident  facilities  are  more 
numerous  in  urban  than  in  rural  areas.” 

Pedestrian  accidents  resulting  in  death  reached 
a peak  each  day  between  the  hours  of  6:00  and  8:00 
p.m.,  the  period  of  the  day  when  the  degree  of  daylight 
varies  with  the  season  of  the  year,  the  Council 
reported.  Of  all  pedestrians  involved  in  accidents 
resulting  in  death  each  year  during  these  hours, 
“58  per  cent  were  killed  during  the  three  winter 
months  of  November,  December,  and  January. 
It  may  be  expected  that  emergency  room  treatment 
for  the  injuries  sustained  in  pedestrian  accidents 
will  be  heaviest  at  these  times.” 

Approximately  one-third  of  the  pedestrian  deaths 
in  New  York  City  in  1946  were  among  individuals 
65  years  of  age  and  over.  “It  is  important  to  note,” 
the  Council  stated,  “that  about  30  per  cent  of  ac- 
cidental deaths  of  all  types  involve  persons  in  this 
age  group.  Sixteen  per  cent  of  the  accidental  deaths 
from  motor  vehicles,  20  per  cent  of  the  fatal  burns, 
and  65  per  cent  of  falls  which  caused  deaths  were 
among  individuals  in  this  category.” 

“These  facts  emphasize  the  great  need  for  general 
care  hospital  services  and  facilities  for  the  aged 
members  of  our  communities.  Many  of  these  older 
people  are  suffering  from  long-term  illnesses  or  other 
conditions  which  may  account  in  part  for  the  high 
accident  rate  in  this  group.” 


Committee  on  Hospital  Careers  Formed 


FORMATION  of  a Citizens’  Committee  on  Hos- 
pital Careers  was  announced  in  April  by  Murray 
Sargent,  president  of  the  Greater  New  York  Hos- 
pital Association,  representing  97  voluntary  non- 
profit and  22  municipal  hospitals  in  the  Greater 
New  York  area.  Mayor  William  O’Dwyer,  as 
honorary  chairman,  Miss  Helen  Hayes,  as  chairman, 
and  Mr.  Anson  C.  Lowitz,  vice-president  of  J. 
Walter  Thompson  Co.,  as  vice-chairman,  head  the 
list  of  prominent  citizens  and  representatives  of 
health,  hospital,  and  welfare  agencies  who  pledged 
their  support,  Mr.  Sargent  said. 

On  May  1,  the  Citizens’  Committee  of  the 


Greater  New  York  Hospital  Association  began  a 
local  educational  campaign  in  collaboration  with 
the  national  campaign  of  the  American  Hospital 
Association  and  the  Advertising  Council,  to  inform 
the  public  of  the  importance  of  the  hospitals  as  an 
essential  factor  in  community  life  and  to  enhance  the 
prestige  of  hospital  careers  for  those  seeking  “job 
satisfaction”  in  employment.  Special  emphasis 
was  placed  on  the  recruitment  of  1,400  student 
nurses  for  34  registered  nursing  and  5 practical 
nursing  schools  affiliated  with  member  hospitals  of 
the  greater  New  York  Hospital  Association. 

[Continued  on  page  1 190) 
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two  HIGHS  in  one  bottle . . . 


AMINOIDS*  provides  a “double-plus”  when 
protein  supplementation  is  indicated. 

AMINOIDS  has  high  biological  value — com- 
paring favorably  with  that  of  casein,  long  ac- 
cepted as  a protein  standard. 

When  protein  supplementation  is  required  for 
long  periods,  the  palatability  of  AMINOIDS, 
and  the  many  ways  it  can  be  given — in  liquids 
(milk,  fruit  juice,  soups),  cereal,  or  desserts — is 


a valuable  ally  in  securing  patient-cooperation. 
One  tablespoonful  of  AMINOIDS  t.i.d.  supplies 
12  Gm.  of  protein  as  hydrolysate  (derived  by 
enzymatic  digestion  of  selected  animal,  vege- 
table, and  milk  protein  sources). 

SUPPLIED:  As  a dry,  granular  powder  in 
bottles  containing  6 ounces. 

♦The  word  AMINOIDS  is  a registered  trademark  of  The  Arlington  Chemical 
Company. 
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Dean  McEwen  Stresses  Graduate  Courses 


CTRESSING  the  importance  of  facilities  for  the 
^ continuing  education  of  the  practicing  physician, 
Dean  Currier  McEwen,  of  the  New  York  University 
of  Medicine,  outlined  the  College’s  role  in  graduate 
courses  in  a recent  issue  of  the  Journal  of  the  Ameri- 
can Medical  Association. 

“We  will  agree,  certainly,  that  the  function  of  the 
undergraduate  period  of  training  is  to  provide  a 
general  background  of  medical  education,”  he  says, 
“and  that  specialty  belongs  to  the  graduate  period. 
We  all  believe,  I am  sure,  that  the  best  way  to  train 
specialists  is  through  properly  organized  residencies, 


preferably  in  hospitals  affiliated  with  medical 
schools,  and  that  fellowships  provide  an  excellent 
opportunity  for  experience  in  research  and  teaching. 
We  will  agree  too,  that  the  medical  colleges  share 
with  the  medical  societies  an  important  responsibil- 
ity for  the  continuing  education  of  physicians.” 

The  College’s  program  today,  he  said,  can  be 
divided  into:  (1)  Graduate  instruction,  (2)  the  re- 
gional hospital  plan,  (3)  postgraduate  instruction. 

Dean  McEwen  said  the  present  expanded  pro- 
gram of  formal  graduate  courses  at  the  College 
commenced  in  1945. 


NEWS  NOTES 


Dr.  Joseph  Felsen  spoke  on  “Infectious  Diarrheas 
of  Infancy”  at  the  monthly  clinical  meeting  of  the 
pediatric  department  of  Morrisania  City  Hospital, 
the  Bronx,  on  May  3. 


An  open  forum  on  “The  Acute  Surgical  Ab- 
domen” will  be  held  on  June  13,  from  10:00  a.m. 
until  1:00p.m.,  at  St.  Catherine’s  Hospital,  Brooklyn. 
The  forum  concludes  the  seventeen-week  course 
consisting  of  “Surgical  Seminars,  Demonstration 
and  Practical  Application  of  Surgical  Technic.” 
Speakers  will  be  Drs.  Harry  Feldman,  Charles  A. 
Gordon,  Martin  A.  Murphey,  J.  Philip  Lombard, 
and  John  J.  Taormina. 


Dr.  J.  P.  Greenhill  spoke  on  “Progress  in  Obstet- 
rics and  Gynecology”  at  Lebanon  Hospital,  the 
Bronx,  on  May  3.  This  was  the  hospital’s  Samuel 
and  Minnie  Goodfriend  Memorial  Lecture. 


All-day  sessions  on  “Trends  in  Maternity  and 
New-Born  Care”  were  held  at  Kings  County  Hos- 
pital, Brooklyn,  on  April  27  and  28. 


The  Clinical  Society  of  the  Unity  Hospital, 
Brooklyn,  met  on  April  21.  Case  reports  were  given 
by  Drs.  Mortimer  A.  Rosenfeld,  Samuel  J.  Blumen- 
thal,  Harry  Apfel,  and  A.  Robert  Peskin. 


Guest  speakers  to  the  staff  of  the  Veterans  Hos- 
pital, Bath,  in  March,  were  Dr.  Wallace  Hamby, 
professor  of  neurology  and  neurosurgery,  University 
of  Buffalo;  Dr.  J.  Murray  Steele,  director  of  re- 
search, Goldwater  Memorial  Hospital,  Welfare 
Island,  New  York  City,  and  Dr.  S.  H.  Polayes, 
director  of  laboratories,  Cumberland  Hospital, 
Brooklyn.  Dr.  Hamby  spoke  on  “Subarachnoid 
Hemorrhage  and  Intracranial  Aneurysm.”  Dr. 
Steele’s  subject  was  “Arteriosclerosis,”  and  Dr. 
Polayes’  subject  was  “Isoimmunization  with  A and 
B Factors.” 


A total  of  3,171  patients  were  cared  for  at  the 
Alice  Hyde  Hospital,  Malone,  during  the  past  year, 
according  to  the  report  of  the  hospital’s  treasurer, 
Claude  Clark,  Jr.  Averaging  nine  days  per  person, 
the  total  days  of  care  were  27,138. 


“Amino  Acids”  will  be  the  subject  of  Dr.  Donald 
D.  Van  Slyke,  member  of  the  Rockefeller  Institute 
of  Medical  Research,  New  York  City,  at  a lecture 
at  the  U.S.  Veterans  Hospital,  Manhattan  Beach, 
Brooklyn,  on  May  26.  The  meeting  will  begin  at 
4 : 00  p.m. 


New  modernized  units  were  opened  at  the  Luth- 
eran Hospital  in  Brooklyn  in  March  and  April, 
according  to  O.  E.  Schneidenbach,  director  of  the 
hospital.  In  1947,  4,242  patients  received  an  aver- 
age of  approximately  five  and  two-thirds  days  treat- 
ment per  person  at  the  hospital.  Surgical  opera- 
tions rose  from  1,040  in  1946  to  1,345  in  1947. 


The  obstetrical  and  gynecological  services  of 
Beth  Israel  Hospital,  New  York  City,  have  been 
merged,  according  to  an  announcement  by  Dr. 
Maxwell  S.  Frank,  director  of  the  hospital.  Dr. 
Henry  C.  Falk  is  director  of  the  new  service. 


Dr.  Michael  Heidelberger,  professor  of  biochemis- 
try at  the  College  of  Physicians  and  Surgeons, 
Columbia  University,  and  chemist  to  the  Presby- 
terian Hospital,  New  York  City,  delivered  the  sixth 
Bela  Schick  Lecture  at  Mount  Sinai  Hospital,  New 
York  City,  on  May  11.  His  subject  was  “Immunity 
in  Children  and  Adults  as  Indicated  by  the  Forma- 
tion of  Antibodies.” 


Pamphlets  describing  the  need  for  adequate 
hospital  facilities  in  Seneca  County  and  how  a new 
hospital  may  be  built  with  State  and  federal  aid 
have  been  issued  recently  by  the  Seneca  County 
Citizen’s  Hospital  Committee,  according  to  the 
chairman,  George  Glanville,  of  Seneca  Falls. 


The  medical  staff  of  Meyer  Memorial  Hospital, 
Buffalo,  has  approved  the  establishment  of  a cancer 
detection  center  at  the  hospital  under  the  super- 
vision of  its  tumor  committee.  Plans  for  the  center 
were  outlined  at  a recent  staff  meeting  by  Dr. 
Elmer  Friedland,  secretary  of  the  medical  staff. 


[Continued  on  page  1 104] 
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BRIDGE  ¥HE  GAP  IN  NUTRITION 
by  intravenous  alimentation 

Dietary  routine  often  is  unavoidably  interrupted  by  surgery. 

Thus  a serious  gap  in  the  patient’s  nutritional  status  may  ensue. 

1 ts  severity  may  be  mitigated  — the  gap  bridged- — by  intravenous 
feedings  of  amino  acids. 

During  thatperiod  when  the  patient  cannot  or  should  noteat, 

60  grams  of  ELAMINE  (one  bottle)  will  serve  well  to  sustain 
metabolic  functions  in  the  average 
case.  ELAMINE  is  lyophilized,  vir- 
tually salt  free,  and  unlikely  to  pro- 
voke nausea;  it  is  well  tolerated  in 
10%  solution — in  the  U.S.P.  diluent 
of  your  choice. 
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LVOPHILIZED 

MODIFIED  PROTEIN  H YDR  OlY  S ATI-I.C. 


See  Lyophilized  ELAMINE 
at  Booth  30 
i\.  I'.  Med.  Soc. 

Convention 


SUPPLY: 

K L A M I N K Lyoph  il i ted  i a 
packaged  12  l»ot  I leu  |>er  whip- 
ping carton.  Similarly,  Diluent 
— I . C . in  packaged  1 2 X 600  CC. 
hot t lew  per  carton.  Acceaaory 
equipment  in  available  in  quan- 
tities of  a dozen  |H*r  carton. 
Coin  hi  nation  pack  a gem  arc 
available  on  requewt. 


PRODUCT  OF 

Inlerchemical  Corporation 

BIOCHEMICAL  DIVISION  • UNION,  NEW  JERSEY 


PROTEIN  CHEMISTS  - 
MANUFACTURERS  OF  AMINO  ACIDS 


NECROLOGY 


Boleslaw  M.  Bukowski,  M.D.,  Buffalo,  died  on 
March  24  at  the  age  of  fifty-four.  A graduate  of  the 
University  of  Buffalo  School  of  Medicine  in  1916, 
Dr.  Bukowski  interned  at  Children's,  Mercy,  and 
Deaconess  hospitals  in  Buffalo.  During  World 
War  I he  served  in  the  Medical  Corps  in  Europe  and 
was  in  Germany  with  the  Army  of  Occupation. 
He  was  a member  of  the  Erie  County  and  New  York 
State  Medical  Societies,  the  Academy  of  Medicine, 
the  American  Medical  Association,  and  the  Medical 
Arts  Club. 

Arthur  A.  de  Grandpre,  M.D.,  seventy-seven,  of 
Plattsburg,  died  on  March  13.  He  was  graduated 
from  the  Medical  School  of  Laval  University, 
now  the  University  of  Montreal,  in  1895.  Dr. 
de  Grandpre  began  his  medical  practice  at  Peru  in 
1895,  moving  to  Plattsburg  in  1908.  For  many 
years  he  was  on  the  staff  of  the  Champlain  Valley 
Hospital  there.  He  was  a member  of  the  Clinton 
County  and  New  York  State  Medical  Societies  and 
the  American  Medical  Association. 

Nicholas  Dobkin,  M.D.,  of  Brooklyn,  died  on 
April  23  at  the  age  of  seventy-three.  A retired 
physician  who  had  specialized  in  gastroenterology, 
Dr.  Dobkin  had  practiced  in  Brooklyn  for  forty- 
seven  years.  He  was  graduated  from  Columbia 
University,  College  of  Physicians  and  Surgeons,  in 
1897.  From  1918  to  1927,  Dr.  Dobkin  was  assist- 
ant professor  of  medicine  and  chief  of  the  depart- 
ment of  stomach  and  intestinal  diseases  at  the  New* 
York  Post-Graduate  Medical  School  and  Hospital. 
He  was  consultant  in  gastroenterology  at  the  Jewish 
Hospital  of  Brooklyn.  Dr.  Dobkin  served  in  the 
Army  Medical  Corps  during  the  first  World  War  and 
was  later  a major  in  the  Medical  Officers  Reserve 
Corps. 

He  was  a member  of  the  New  York  State 
and  Kings  County  Medical  Societies,  the  American 
Medical  Association,  and  the  Association  of  Mili- 
tary Surgeons  of  the  United  States. 

Frank  Judson  Edgett,  M.D.,  of  Amityville,  died 
on  February  26.  He  was  sixty-one  years  of  age. 
Dr.  Edgett  was  graduated  from  the  University  of 
Maryland  School  of  Medicine  in  1912  and  the  New 
York  Homeopathic  College  in  1916.  He  joined  the 
staff  of  the  Brunswick  Home,  in  Amityville,  more 
than  thirty  years  ago,  later  opening  a private  prac- 
tice there.  Dr.  Edgett  had  been  health  officer  of 
Amityville  since  1920.  He  was  a member  of  the 
Suffolk  County  Medical  Society,  the  Alumni  Associa- 
tion of  New  York  Medical  College,  the  American 
Medical  Association,  and  the  Medical  Society  of  the 
State  of  New  York. 

Jacob  Julius  Epstein,  M.D.,  of  New  York  City, 
died  on  March  24  at  the  age  of  sixty-eight.  He  was 
graduated  from  the  Yale  University  Medical  School 
in  1910.  Dr.  Epstein  was  on  the  staffs  of  Beth 
Israel  and  Stuyvesant  Polyclinic  hospitals  until  his 
retirement  about  ten  years  ago.  He  was  a member 
of  the  New  York  State  and  County  Medical  So- 
cieties, and  the  American  Medical  Association. 

George  Clifford  Gould,  M.D.,  of  Mount  Vernon, 
died  on  March  26.  He  was  sixty-nine  years  of  age. 
A graduate  of  Columbia  University,  College  of 
^Physicians  and  Surgeons,  in  1903,  Dr.  Gould  began 
general  practice  in  White  Lake  after  postgraduate 
studies,  moving  to  Mount  Vernon  in  1910.  For 
thirty-one  years,  he  was  head  of  the  ophthalmology 
division  at  Mount  Vernon  Hospital.  He  was  also 


clinical  assistant  at  the  Manhattan  Eye,  Ear  and 
Throat  Hospital  and  a surgeon  on  its  staff  until 
1943.  Dr.  Gould  was  a fellow  of  the  American 
College  of  Surgeons  and  a member  of  the  New  York 
State,  Westchester  County,  and  the  Mount  Vernon 
Medical  Societies,  and  the  American  Medical  Asso- 
ciation. 

Howard  Hogan,  M.D.,  formerly  of  Nepera  Park 
and  New  York  City,  died  on  April  20  in  Dallas, 
Texas.  He  was  forty-eight  years  of  age.  Dr. 
Hogan  was  graduated  from  the  University  of  Edin- 
burgh Medical  College  in  1933  and  interned  at 
Bellevue  and  Presbyterian  Hospitals  in  New  York 
City  and  United  Hospital  at  Port  Chester.  He  was 
a member  of  the  New  York  State  and  County  Medi- 
cal Societies,  the  American  Medical  Association, 
and  the  American  Anesthetists  Association.  He  was 
formerly  medical  director  of  the  Nepera.  Chemical 
Company,  Inc. 

William  Norris  Hubbard,  M.D.,  of  New  York 
City,  died  on  April  21  at  the  age  of  eighty-seven. 
Dr.  Hubbard  had  practiced  medicine  in  New  York 
for  sixty  years.  In  1886  he  was  graduated  from 
Columbia  University,  College  of  Physicians  and 
Surgeons,  and  joined  the  staff  of  Bellevue  Hospital, 
serving  as  house  physician,  assistant  physician  in 
charge  of  diseases  of  the  skin,  attending  physician 
in  general  medicine,  and  head  of  the  outpatient 
clinic  there.  He  joined  Polyclinic  Hospital  and 
Medical  School  in  1887  as  an  instructor  and  lec- 
turer. For  fifty-five  years  he  was  a surgeon  at  the 
Manhattan  Eye,  Ear  and  Throat  Hospital.  Dr. 
Hubbard  was  a member  of  the  Academy  of  Medicine, 
the  New  York  State  and  County  Medical  Societies, 
and  the  Bellevue  Alumni  Society. 

William  Howard  Kingston,  M.D.,  sixty-seven, 
of  Moira,  died  on  April  17.  A graduate  of  the  Long 
Island  College  of  Medicine  in  1909,  Dr.  Kingston 
began  his  medical  practice  in  Hogansburgh,  moving 
later  to  Farmingdale,  Long  Island.  He  was  a 
former  supervisor  of  the  Town  of  Bombay  and  was 
health  officer  of  Bombay  and  Moira.  Dr.  Kingston 
was  a member  of  the  New  York  State  and  Franklin 
County  Medical  Societies  and  the  American  Medical 
Association. 

Tiffany  Lawyer,  M.D.,  Albany,  died  on  April  12 
at  the  age  of  sixty-four.  A general  practitioner  for 
forty  years,  Dr.  Lawyer  was  a member  of  the  staff 
of  Albany  Hospital.  He  was  graduated  from  the 
Albany  Medical  College  in  1907.  Dr.  Lawyer  was 
a member  of  the  American  Medical  Association  and 
the  New  York  State  and  Albany  County  Medical 
Societies. 

John  Stoddard  McCormick,  M.D.,  of  Albany, 
fifty-eight,  died  on  April  22.  Dr.  McCormick  was 
staff  surgeon  of  St.  Peter’s  Hospital,  Albany,  and 
for  the  New  York  Central  System  in  Albany.  He 
was  also  medical  director  and  surgeon  for  the  Tobin 
Packing  Company.  Graduating  from  the  Albany 
School  of  Pharmacy  and  Albany  Medical  College  in 
1914,  Dr.  McCormick  served  his  internship  at 
Albany  Hospital  and  did  postgraduate  work  at 
Metropolitan  Hospital  and  Post-Graduate  Hospital, 
both  in  New  York  City,  and  in  Vienna.  He  was  a 
fellow  of  the  American  College  of  Surgeons  and 
a member  of  the  American  Medical  Association,  and 
the  New  York  State  and  Albany  County  Medical 
Societies. 

[Continued  on  page  11(J4] 
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An  interesting 
new  development  in 
inunction  therapy 
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Because  of  the  constant  demand  for  an  external  preparation  that  can  be 
safely  used  as  a "home  remedy”,  we  have  developed  A-535  Rub. 

A-535  Rub  is  intended  for  the  symptomatic  relief  of  those  conditions 
for  which  external  analgesics  and  counter-irritants  are  commonly  used. 
A-535  contains  a combination  of  analgesics  with  a high  percentage  of 
methyl-salicylate  in  a new  type  of  greaseless,  stainless,  vanishing  base, 
which  permits  ease  of  application  and  almost  instant  utilization  of  the 
medications. 

Because  home  remedies  are  used  generally,  we  believe  the  manufacturer 
has  a dual  responsibility.  He  must  offer  only  such  products  which  may 
safely  be  used  in  the  average  household  and  must  inform  the  medical 
profession  of  the  product’s  ingredients  and  action. 


The  formula  of  A-535  Rub  is 

1 

Methyl-Salicylate 

....12% 

Oil  of  Eucalyptus 

• • • • V2% 

Menthol 

1% 

Camphor 

1% 

Base  (specially  prepared) 

■ -851/2% 

A-535  Rub  has  been  thoroughly  tested  both  clinically  and  in  over  6,000 
homes.  If  you  would  like  a tube  of  A-535,  just  drop  us  a line. 


THE  DENVER  CHEMICAL  MANUFACTURING  COMPANY,  Inc. 

163  Varick  Street  New  York  13,  N.Y. 


ACETONE  TEST  (Denco)  for  the 
GALATEST  for  the  instantaneous  rapid  detection  of  acetone  in  the 

detection  of  sugar  in  the  urine.  urine. 
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|N.  Y.  State  J.  M. 
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Lillian  Morgans,  M.D.,  of  Middletown,  died  on 
April  7.  She  was  seventy-six  years  of  age.  Gradu- 
ated from  the  New  York  Medical  College  for 
Women  in  1906,  Dr.  Morgans  served  as  superintend- 
ent of  Thrall  Hospital  in  Middletown,  and  was  later 
consulting  cardiologist  on  the  staff  of  the  Horton 
Memorial  Hospital  there.  She  also  was  associated 
later  with  the  Lying-In  Hospital,  New  York  City, 
the  Mayo  Clinic,  Rochester,  Minnesota,  and  the 
Laboratory  of  Surgical  Technique,  Chicago.  Dr. 
Morgans  was  the  founder  of  the  Middletown  Radium 
Society.  She  was  a member  of  the  American  Heart 
Society,  the  American  Medical  Association,  the 
New  York  State  Homeopathic  Society,  and  the 
State  and  Orange  County  Medical  Societies. 

Francis  Lansing  Stebbins,  M.D.,  of  Geneva,  died 
on  March  27.  He  was  eighty-one  years  of  age  and 
the  last  of  six  charter  members  of  t he  staff  of  Geneva 
General  Hospital.  He  was  a graduate  of  New  York 
University  College  of  Medicine,  in  1891,  and  a mem- 
ber of  the  New  York  State  and  Ontario  County 
Medical  Societies. 

Leigh  Arthur  Simpson,  M.D.,  fifty-three,  of  Ful- 
ton, died  on  March  26.  He  was  graduated  from 
Syracuse  University  College  of  Medicine  in  1920 
and  then  established  a practice  in  Fulton,  serving  at 
different  times  as  city  health  officer  and  physician. 


He  was  on  the  staff  of  Lee  Memorial  Hospital. 
Dr.  Simpson  was  president  of  the  Medical  Alumni 
Association  of  Syracuse  University.  He  was  also  a 
member  of  the  Oswego  County  and  New  York  State 
Medical  Societies  and  the  Fulton  Academy  of 
Medicine. 

Michael  A.  Sullivan,  M.D.,  of  Lackawanna,  died 
on  March  11.  He  was  seventy-one  years  of  age. 
In  1898  he  was  graduated  from  the  University  of 
Niagara  Medical  School.  Dr.  Sullivan  was  on  the 
staffs  of  the  Mercy  Hospital,  Buffalo,  and  Our 
Lady  of  Victory  Hospital,  Lackawanna.  He  was  a 
fellow  of  the  American  College  of  Surgeons  and  a 
member  of  the  New  York  State  and  Erie  County 
Medical  Societies  and  the  Buffalo  Academy  of 
Medicine. 

James  Benjamin  Woodruff,  M.D.,  sixty-seven,  of 
Rochester,  died  on  April  11.  A rheumatic  fever 
specialist,  Dr.  Woodruff  was  chairman  in  the 
Rochester  area  of  the  Masonic  Foundation  for 
Medical  Research  and  Human  Welfare.  He  was  a 
staff  physician  at  Park  Avenue  Hospital,  Rochester, 
and  a member  of  the  American  Medical  Association; 
the  New  York  State  and  Monroe  County  Medical 
Societies,  and  the  Academy  of  Medicine.  Dr. 
Woodruff  was  graduated  from  Syracuse  University 
College  of  Medicine  in  1905. 


HOSPITAL  NEWS 
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According  to  a report  from  Municipal  Hospital, 
Niagara  Falls,  there  were  95  patients  treated  at  the 
hospital  during  the  past  year,  receiving  3,842  days 
of  treatment. 

Dr.  Nils  Bror  Hersloff,  who  has  been  chief  of  the 
Neuropsychiatric  Division  of  the  Veterans  Adminis- 
tration Medical  Service  in  New  York  since  January, 
1947,  has  been  appointed  manager  of  the  Veterans 
Hospital  in  Canandaigua.  He  will  succeed  Dr. 
Hans  Hansen,  who  has  retired. 


A World  War  II  veteran  with  18  years’  experience 
as  a practicing  psychiatrist,  Dr.  Hersloff  was  gradu- 
ated from  Columbia  University,  College  of  Physi- 
cians and  Surgeons,  in  1930,  and  then  took  post- 
graduate training  at  the  Wagner  Juaregg  Clinic 
in  Vienna.  He  entered  private  practice  in  1932, 
was  instructor  in  clinical  psychiatry  at  Columbia 
from  1933  to  1936,  attending  psychiatrist  at  the 
New  York  Psychiatric  Institute,  and  chief  of  the 
psychiatric  clinic  at  Lenox  Hill  Hospital  from  1934 
to'  1940. 


■Tip  m m mm  OUTSTANDING  IN  EFFICIENCY  • APPEARANCE  • DURABILITY 

f I E I H LOW-VOLT  and  HYDROGALVANIC  GENERATORS 


Specializing  in  the  Manufacture  of  Electrotherapeutic  Apparatus  f — , 

...  for  Detailed  Information,  Write:  TECA  CORPORATION,  220  W.  42  St.,  New  York  18,  N.Y. 


Sedation 
and  Euphoria 
for  Nervous, 
Irritable  Patients 


r 


TL 


VALERIANETS-DISPERT 


Each  tablet  contains  Ext.  of  Valerian  0.05  gm.  dispergentlzed  for  maximum  efficiency 
Odorless  and  tasteless.  Non-habituating.  ACTION  AND  USES:  A mild  central  nervous  system 
depressent.  For  use  in  emotional  upsets,  anxiety  states,  nervous  insomnia,  the  nervous 
syndrome  of  the  menopause  and  of  arteriosclerotic  subfects. 

1 or  2 tablets  as  required  or  3 on  retiring.  Bottles  of  50,  100  & 500 

STANDARD  PHARMACEUTICAL  CO INC  1123  Broadway,  New  York 
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BRUNSWICK  HOME 


A PRIVATE  SANITARIUM.  Convalescents,  postoper- 
ative, aged  and  infirm,  and  those  with  other  chronic  and 
nervous  disorders.  Separate  accommodations  for  nervous 
and  backward  children.  Physicians'  treatments  rigidly 
followed.  C.  L.  MARKHAM,  M.D.,  Supt. 

B'way  & Louden  Ave.,  Amityville,  N.  Y.,  Tel:  1700,  1,  2. 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y. , N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Physichn-m-Cluirgr. 


TRAINED  MEDICAL  PERSONNEL 

Rigid,  thorough  training  in  haematology,  urinalysis,  all 
phases  of  medical  stenography,  x-ray  and  medical  machines 
makes  Paint  Hall  graduates  capable  assistants.  Our  free 
placement  service  will  help  you  find  the  right  girl. 

1008  Fifth  A ve. , NewYork  28 
Bu.  8-2294 

Licensed  by  State  of  N.  Y. 


WEST  HELL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


Hit.  BAKAES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefullysupervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.  2-1621 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB  & X-RAY  AVAILABLE 
Out  12-months  day  course  includes  intensive  training 
in  laboratory  techniques,  physiotherapy  apparatus, 
X-Ray,  nursing  techniques,  and  medical  stenography. 

A FEW  LAB  TECHNICIANS  NOW  AVAILABLE 


MattcLl  School 


1834  Broadway  — NYC 
Circle  7-3434 


Licensed  by  the  State  of  New  York 


For  Rapid  Response 

in  HYPOCHROMIC  ANEMIAS! 

1^23— N 


(INJECTABLE) 


Effective  therapy  for  hypochromic  ane- 
mia usually  requires  more  than  iron 
administration  alone.  The  balanced,  ra- 
tional formula  of  Ferrolivron  B,  not 
only  provides  readily  available  iron, 
but  also  generous  quantities  of  essen- 
tial B complex  vitamins,  plus  fresh  liver 
as  liver  concentrate). 

• Each  2 ee.  of  Ferrolivron  B contains: 

liver  Extract  100  mgm. 

(10  USP  Units— injectable) 
Colloidal  Iron 

Hydroxide  19.1  mgm. 

Niacinamide  - SO  mgm. 

Pyrldoxine 

Hydrochloride  0.3  mgm. 

Riboflavin  0.3  mgm. 

Phenol  ....... 0.5% 

Sodium  Citrate  1% 

For  Intramuscular  use 


Supplied  In  30  cc.  Vials. 
Write  for  literature. 


HARMON  CHEMICALS,  Inc.  8RN°E^LYv0NRi6 


$1,000,000.00 

has  been  salvaged  from  unpaid  medical 
bills  at  no  cost  to  our  clients. 

Send  this  ad  for  details. 

CRANE  DISCOUNT  CORPORATION 

230  West  41  St.  New  Yoik  18,  N.  Y. 

Established  1933 


WOMANS  AUXILIARY 
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TO  THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Announce  Plans  for  A.M.A.  Auxiliary  Meeting 


'T'HE  twenty-fifth  annual  meeting  of  the  Woman’s 
1-  Auxiliary  to  the  American  Medical  Association 
will  be  held  in  Chicago  from  June  21  to  25,  with 
headquarters  at  the  Hotel  LaSalle.  Auxiliary  mem- 
bers or  guests  of  physicians  attending  the  A.M.A. 
convention  are  invited  to  participate  in  all  social 
functions  and  attend  the  sessions  of  the  Auxiliary. 

Program  for  the  Auxiliary  convention  includes: 
June  21 — committee  meetings,  tea  in  honor  of  Mrs. 
Eustace  A.  Allen,  president,  and  Mrs.  Luther  H. 
Kice,  president-elect;  June  22 — formal  opening  of 
the  annual  meeting,  with  an  address  of  welcome  by 
Mrs.  John  Soukup,  past  president,  Woman’s  Auxil- 
iary to  the  Illinois  State  Medical  Society;  luncheon 
in  honor  of  the  past  presidents  of  the  Auxiliary  to 
the  A.M.A.,  at  which  Dr.  Morris  Fishbein,  editor  of 
Journal  of  the  American  Aledical  Association  and 
Hygeia,  will  speak. 

- At  the  afternoon  session  on  June  22,  reports  will 
be  given  by  the  chairmen  of  standing  committees, 


the  historian,  the  central  office,  and  the  nominating 
committee.  A round  table  discussion  will  be  held  ( 
on  Hygeia,  legislation,  program,  and  public  relations, 
with  Mrs.  Arthur  I.  Edison,  Mrs.  Bruce  Schaefer, 
Mrs.  Ralph  Eusden,  and  Mrs.  Harold  F.  Wahlquist 
participating.  « 

Reports  of  state  presidents  will  be  presented  at  * 
the  Wednesday  session  on  June  23,  and  the  annual 
luncheon  will  be  held  in  honor  of  Mrs.  Allen,  retir- 
ing president,  and  Mrs.  Kice,  incoming  president,  r 
The  election  of  officers  and  formal  installation  will 
feature  the  afternoon  meeting,  when  Mrs.  Kice, 
a member  of  the  New  York  Auxiliary,  will  give 
her  inaugural  address. 

On  Thursday,  June  24,  a meeting  of  the  board  of 
directors,  with  Mrs.  Kice  presiding,  will  be  held, 
and  that  night  the  annual  dinner  of  the  Woman’s 
Auxiliary  for  members,  husbands,  and  guests  will 
take  place.  The  closing  day,  Friday,  June  25,  will 
be  devoted  to  inspection  of  exhibits. 


1 

COUNTY  NEWS 


Albany  County 

The  annual  Silver  Tea  for  the  benefit  of  the  Red 
Cross  was  held  on  March  31  at  the  home  of  Mrs. 
Emerson  Crosby  Kelly,  Albany.  On  April  20,  the 
tenth  anniversary  birthday  party  of  the  Woman’s 
Auxiliary  to  the  Albany  County  Medical  Society  was 
held  at  the  Albany  Country  Club. 

Lewis  County 

Sponsored  by  the  Woman’s  Auxiliary  of  the  Lewis 
County  Medical  Society,  senior  high  school  girls 
from  Beaver  Falls,  Lyons  Falls,  Port  Leyden,  and 
Lowville  met  recently  at  the  Lowville  Academy  to 
hear  a talk  by  Miss  May  Chitwood,  district  super- 
intendent from  Gouverneur,  on  nursing  and  nurse 
training. 

On  March  3,  members  of  the  Auxiliary  met  to  cut 
and  sew  hospital  supplies. 

Livingston  County 

Plans  for  a series  of  benefit  card  socials,  the  first 
held  on  April  22,  were  made  at  a dinner  meeting  of 
the  executive  board  of  the  Livingston  County  Auxil- 
iary, at  the  home  of  Mrs.  Willard  Hall  Veeder,  Son- 
yea,  president. 

Mrs.  Harry  Norton,  Rochester,  seventh  distict 
councillor,  was  guest  of  honor  and  speaker  at  a 
luncheon  meeting  on  April  7 at  the  Avon  Inn,  Avon. 
Mrs.  Norton  urged  support  for  the  nursing  scholar- 
ships and  for  the  Physicians’  Home.  Mrs.  Charles 
Newton,  Geneseo,  vice-president,  presided  at  this 
meeting. 

Members  of  the  Livingston  County  Auxiliary  are 
now  making  afghans  for  the  Physicians’  1 Iome. 


Nassau  County 

April  activities  of  the  Nassau  County  Auxiliary 
included  a Scholarship  Bridge  on  April  21  at  the 
Garden  City  Hotel,  for  which  Mrs.  George  Christ- 
mann  was  ticket  chairman,  and  the  regular  monthly 
meeting  on  April  27  at  the  Nassau  Hospital  audi- 
to  ium.  Mrs.  Nathaniel  Robin,  chairman  of  the 
mental  hygiene  committee,  discussed  the  report  of 
the  Nassau  County  Mental  Hygiene  Preparatory 
Commission  for  the  International  Congress  on 
Mental  Health. 

Oswego  County 

Mr.  Joseph  Chrabecz  spoke  on  “Interior  Decora- 
tions” at  the  April  16  meeting  of  the  Oswego  County 
Auxiliary,  for  which  Mrs.  C.  K.  Elder  was  hostess. 

The  annual  dinner  dance  for  doctors  and  their 
wives  was  held  May  6 at  the  Pontiac  Hotel,  Oswego. 
Chairman  of  the  committee  was  Mrs.  K.  M.  Jarvis. 

Queens  County 

Mrs.  Ida  Phillip,  New  York  City,  spoke  on  “Al- 
coholics Anonymous”  at  the  April  27  meeting  of  the 
Queens  County  Auxiliary,  held  at  the  Medical 
Society  building. 

Proceeds  from  an  amateur  variety  show,  scheduled 
for  May  15,  will  be  used  to  purchase  items  for  the 
children’s  wards  of  each  of  the  voluntary  hospitals. 
Cast  of  the  show  includes  members  of  the  Medical 
Society  and  their  families.  Mrs.  Ezra  Wolff  is  chair- 
man, assisted  by  Mrs.  Sol  Axelrod. 

“Floral  Decorations”  will  be  the  topic  for  the 
May  meeting,  to  be  held  May  25  at  the  Medical  So- 
ciety building. 
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TOWNS  TREATMENT  for  ALCOHOLISM  and  NARCOTIC 
and  HYPNOTIC  ADDICTIONS 

Established  1901  Note  Generally  Accepted 

PROVIDES:  (1)  An  Assurance  of  a Definite  Medical  Result 

(2)  An  Assurance  of  Length  of  Time  Required  and  Exact  Cost 

(3)  An  Assurance  of  Absolute  Privacy 

Our  “SYMPOSIUM  OF  MEDICAL  OPINION”  includes  case  histories  of 
this  successful  treatment  endorsed  by  many  physicians.  Copy  on  request. 

CHARLES  B.  TOWNS  HOSPITAL 

FOR  ALCOHOLISM  AND  DRUG  ADDICTION  EXCLUSIVELY 

COMPLETELY  REDECORATED  AND  MODERNIZED 

293  Central  Park  West,  New  York  24,  N.  Y.  Tel: SChuyler  4-0770 


INTERPINES’ 

Goshen,  N.  V. 

Phone  117 


Ethical — Reliable — Scientific 
Disorders  of  the  Nervous  System 
BEAUTIFUL— QUIET— HOMELIKE 


Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


COPIAGUE  GENERAL  HOSPITAL 

Separate  Accommodations  lor 

CONVALESCENTS  and  CHRONICS 

with  added  facilities  of  a General  Hospital 

Located  in  tranquil  country  area 
on  South  shore  of  Long  Island 

H.  R.  Blanchard,  Adm.  Tel.  Amilyville  71, 72 

Cedar  Court  Copiague,  N.  Y. 


IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted 

Rates  Moderate 

Eufene  N.  Boudreau,  M.D.,  Psychiatrist 
R.  Stuart  Dyer,  M.D..  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE.  N.  Y. 


FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  550  Write  for  ■illustrated  booklet. 


HOLBROOK  MANOR 

Five  Acrai  of  Pincwoodtd  Grounds 

SENILE,  AGED,  CHRONICS 

Physicians  may  treat  their  own  patients. 

Hypertensives  Arterio-sclerotics  All  Neurological  Disorders 
Non-sectarian,  dietary  laws  observed 

Mad.eal  Director:  O.  L.  Friedman,  M.D.,  Q.P. 

HOLBROOK,  L.  I.  N..V.  Office:  GRamercy  S-4I7S 


LOUDEN-KNICKERBOCKER  HALL,  me. 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITVVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MEN  1 A L discuses. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in-Charge 

NEW  YORK  CITY"  OFFICE,  Empire  Slate  Building,  Tel.  Longacre  3-0799 
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INVESTMENT  OPPORTUNITIES 

FIRST  AND  SECOND  MORTGAGES 
SI  000  and  up 

Expert  personal  management  Yield  6-10%. 

DANSKER  REALTY  & SECURITIES  CORP. 

106  Montague  St..  Brooklyn  3.  N.Y.  Telephone  Main  4-4397 


SUPERIOR  PERSONNEL  Assistants  and  execu- 
tives in  all  fields  of  medicine — young  physicians,  department 
heads,  nurses,  staff  personal,  secretaries,  anaesthetists, 
dieticians  and  technicians 


dUjAbty  i— 


NEW  YORK  MEDICAL  EXCHANGE 

489  FIFTH  AVE.,  N.Y.C  (AGENCY)  MURRAY  HILL  2-0676 


FOR  SALE 

Available  now.  Practice  in  Internal  Medicine  and  Allergy 
Beautiful  home  and  office  combination.  Unexcelled  location  in 
college  town.  Three  blocks  from  Class  A Hospital.  Gross 
$30,000.  Will  stay  and  introduce.  Leaving  because  of 
health  result  of  war  injury.  State  training  in  first  letter. 
Box  180,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 

Eden  electrocardiograph — new  direct  writing — sacrifice. 
J.  William  Milhauser,  164  2nd  St.,  Hicksville,  N.  Y. 


OTOLARYNGOLOGIST 

Personable  married  man  of  38  with  family.  Qualifications 
for  Boards.  Ten  years  experience  in  private  practice, 
hospital-clinical  ENT  work.  Army  Otolaryngology,  and  ap- 
proved residencies  in  large  New  York  City  hospitals.  Will 
consider  individual  or  combined  practice.  Box  200,  N.  Y. 
St.  Jr.  Med. 


RADIOLOGIST 

One  desiring  to  rent  complete  offices  in  choice  Long  Island 
town.  Radiographic,  Superficial  and  Deep  Therapy  Apparatus 
on  premises.  Excellent  chance  to  build  up  fine  practice. 
Box  191,  N.  Y.  St.  Jr.  Med. 


POSITION  WANTED 

Ophthalmologist,  N.Y.  license,  formerly  with  VA,  eligible 
Ophthalmology  Board.  Full  or  part  time,  group  or  special- 
ists. Will  buy  practice.  Box  181,  N.Y.  St.  Jr.  Med. 


WANTED 

Assistant  to  busy  general  practitioner.  Possibility  of 
permanent  association.  New  York  State  license  required. 
Salary  $4200  and  living  quarters  for  family.  Available  July  1. 
Box  176,  N.  Y.  St.  Jr.  Med.  * 


WANTED 

Psychiatrist  experienced.  Licensed  New  York  State.  Full 
time  resident  in  approved  Neuropsychiatric  Sanitarium  near 
New  York  City.  Salary  $6,000  up,  plus  maintenance.  Ap- 
plications treated  confidentially.  Box  170,  N.  Y.  St.  Jr.  Med. 


WANTED 

Female  Registered  Nurse  with  psychiatric  training  to 
assume  supervisory  capacity  in  small  private  mental  institu- 
tion. Salary  and  full  details  upon  inquiry.  Box  192, 
N.  Y.  St.  Jr.  Med. 


FOR  SALE 


List  of  20  authoritative  diets,  typewriter  facsimile,  with 
printed  letterhead.  Specimen  and  details  on  request.  P.S. 
Meyers,  152  Von  Houten  Ave.,  Passaic,  N.  J. 


CLASSIFIED 


FOR  SALE 


One  5 and  one  7 room  doctor’s  office,  immediate  occupancy. 
Superior  location,  3 E.  71st  St.,  right  off  Fifth  Avenue.  New 
building,  100%  cooperative,  just  completed,  available 
to  N.  Y.  State  residents  only.  Prices  start  at  $13,545. 
Call  Hamlin  of  Douglas  Elliman,  weekdays  PL  3-9200. 


FOR  SALE 


A 10-room  house  and  office  in  well  established  section  of  Sara- 
toga Springs,  the  nation's  finest  health  resort.  $1200  down. 
$95  monthly.  Box  154,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


Completely  renovated  bldg.,  2 modern  adjoining  apts, 
1 >/ 2 rooms,  $50  each.  Apply  Supt.,  236  E.  76  St.,  N.  Y.  C. 


FOR  RENT 


3 Large  rooms,  ground  floor 
Reasonable  Rental 

APPLY  SUPT.,  305  E.  74  St.,  N.  Y.  C. 


ATTENTION  GROUP 


KEW  GARDENS  IDEAL  LOCATION 

BEAUTIFUL  SIGHT 

83-75  118  St.  sale,  lease;  spacious  house.  13  large  rooms, 
attic,  unfurnished,  54,000  sq.  ft.,  transportation,  trees, 
parking  facilities,  quiet,  4 baths,  VI-7-6668. 


FOR  SALE 


Physician’s  home  with  office  suite  located  in  prosperous 
village  just  south  of  Rochester,  N.  Y.  Present  owner  leaving 
to  specialize  leaves  well  established  general  practice.  Priced 
right  for  quick  sale.  Easy  terms.  MacQueen-Realtors, 
1551  Monroe  Avenue,  Rochester  7,  N.  Y. 


FOR  SALE 


Home  and  office,  Jamaica,  L.  I.,  New  York.  Occupied 
10  years  by  physician  now  specializing.  Excellent  location 
for  general  practitioner.  Write:  Joseph  Stein,  M.D.,  162- 
05-89  Avenue,  Jamaica  5,  N.  Y. 


PRACTICE  FOR  SALE 


Unusual  opportunity  to  take  over  long-established  trans- 
ferable general  practice  of  retiring  elderly  physician.  Long 
thorough  introduction.  Unexcelled  Manhattan  location, 
facing  Central  Park.  Low  rent.  Well-equipped  offices, 
treatment  rooms,  and  living  quarters.  Box  201,  N.  Y.  St. 
Jr.  Med. 


FOR  SALE 


Converted  2 family,  6*/j  room,  frame,  pre-war  house.  Plot 
60  X 100.  Sunporch,  fireplace,  built-in  bookcases,  oil,  steam 
heat,  automatic  gas  hot-water  heater.  2 car  garage,  cement 
drive-way  and  walk  around  entire  house,  shrubs  and  shade 
trees.  Opposite  Catholic  church,  l‘/s  blocks  to  village, 
transportation  and  grammar  school.  De-controlled.  Ground 
floor  renting  for  $75.00.  Top  floor  furnished  if  desired. 
$15,000  net  or  unfurnished  $14,500.  Suitable  for  doctor  or 
dentist.  Write  GEORGE  B.  BURLING,  23  HARTS 
AVE.,  ROOSEVELT,  L.  I. 


For  Patents 


Consult:  Z.  H.  POLACHEK 
Reg.  Patent  Attorney 

1234  Broadway  (at  3 1st)  N.  Y.  LOngacre  5-3088 
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. Admin*'strat,°° 

1 PreC'S  |rrito*,0° 

2 rs- Absorp,,on 
* ^ A£,i°n 


For  oral  use:  0.2  mg.  tablets — 
of  30,  bottles  of  100  and  500;  0.1 
mg.  tablets — bottles  of  100  and 
500  • For  intravenous  injection: 
1 cc.  ampuls,  0.2  mg. 


Purodigin  has  these  advantages: 

PRECISE  DOSAGE:  Purodigin  (Digitoxin  Wyeth)  is 
absolutely  uniform  . . . standardized  by  weight, 
prescribed  by  weight. 

LACK  OF  IRRITATION:  Purodigin  is  concentrated 
dosage  is  only  one  thousandth  that  of  digitalis  leaf. 
Nausea  is  rare. 

ABSORPTION  of  Purodigin  is  virtually  complete.  Almost 
no  irritating  residue  is  left  in  the  digestive  tract. 

SUSTAINED  ACTION:  Purodigin  remains  in  the  body 
as  long  as  digitalis. 


Try  Purodigin — especially  for  those  patients  who  do  not  easily  tolerate 
digitalis  leaf.  Without  interrupting  treatment,  simply  prescribe  0.1 -0.2 
milligram  Purodigin  in  place  of  0. 1-0.2  gram  digitalis. 

PURODIGIN* 

CRYSTALLINE  DIGITOXIN 


INCORPORATED  • PHILADELPHIA 


WYETH 


3,  PA. 
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good 

habit 

partners 

In  the  treatment  of  chronic  constipation, 
the  goal  sought  by  every  physician  is 
ihe  reestablishment  of  normal  and 
regular  boivel  function.  'AgaroP  and  time 
are  good  habit  partners  for  'AgaroP 
Emulsion  is  a well-tolerated,  palatable 
laxative  medication  which  reestablishes 
regular  bowel  function  smoothly  and 
efficiently  by  providing  three  essentials 
—moisture,  lubrication  and  gentle 
peristaltic  stimulation. 

•Trademark  Reg.  U.  S.  Pal.  Off. 


-mu. 


How  Supplied : 'Agarol’*  Emul- 
sion is  supplied  in  bottles  of 
6,  10,  and  16  fluid  ounces. 

Dosage:  The  average  adult  dose 
is  Vt  to  1 tablespoonful 
upon  retiring  and  this  dose 
may  be  repeated  if  neces- 
sary the  following  morning, 
two  hours  after  eating. 
Administration  should  be 
avoided  at  meal  times  or 
during  gastric  digestion. 

agarol 


fB  WILLIAM  R.  WARNER  & CO.,  INC.  NEW  YORK  . ST.  LOUIS 
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ELAMINE 

Lyophilized 
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Couth  bydfdyjgd  acid,  fryplojslc?*  . 
niiii,  end  glut-amis  end  cspwtic  ocidj  p#-  ■ 
i;dlly  amoved.  Ccotoins  ell  tb*  . 

atn'm  c bet  no  pN»$rv<jtiv&,  iodise  j 
cfelondo  of  dorirow.  \ 

N©»*pyro$ea«t  * pH  K*nge  6&9& 

ksiim  tc  10%  solution  witfe  Dll9£NT-tAI 
Of  vrftb  any  of  Ifig  U.S.?.  diluents  kit&  ’*  ; 
PrevOvtkn !. 

raws*.  lf  fi#sW»J.  fc«oJl>ch*  <“  ""  ; 

iCno  «c»n,  iirt.ri.pl 

tJyer.dr.d.f.tlr.-.l.  ♦<.«««”«'  j 
, .MSB*  i 

fOK  COMfllll  MtfCHWS  jf" 

• sfriMRU  S1 


ELAMINE  Lyophilized — merits 
specification  for  intravenous 
feeding  because  it  is 

. . . adequate  for  protein  nutrition 
. . . well  tolerated 
. . . practically  neutral  in  reaction 
. . . virtually  salt  free 
. . . assayed  microbiologically 
...  a Council  Accepted 
Modified  Protein  Hydrolysate.* 

♦See  Council  Report,  J.A.M.A. 
13G:G92-G93  (March  G)  1948. 


See  how  ELAMI NE  is 
frreze-tlrietl  at  Booth  A- 127. 

Requests  for  literature  and 
orders  for  ELAMINE  should 
he  addressed  directly  to  the 
Biochemical  Division. 


Inlerchemical  Corporation 

BIOCHEMICAL  DIVISION  • UNION,  NEW  JERSEY 


PROTEIN  CHEMISTS  — 
MANUFACTURERS  OF  AMINO  ACIDS 


Experience  is  the  Best  Teacher 


Paul  Ehrlich 

( 1854-1915 ) 
proved  it  in 
chemotherapy 

Paul  Ehrlich,  expanding  on 
his  knowledge  gained  as  a 
pupil  of  Koch,  concluded  from 
his  experiences  in  the  staining 
of  bacteria  that  there  was  a 
close  chemical  affinity  be- 
tween the  cellular  body  and 
the  stain.  This  idea  led  him  to 
believe  that  specific  drugs 
could  be  found  which  would 
kill  invading  pathologic  or- 
ganisms, without  damage  to 
the  host.  His  conclusions 
helped  create  the  science  of 
chemotherapy,  which  is  in- 
creasingly important  today. 


Experience  is  the  best  teacher  in  cigarettes  too! 

Yes!  Experience  counts — today  as  always.  And  with  the  thousands 
and  thousands  of  smokers  who  have  tried  and  compared  many 
different  brands  of  cigarettes,  Camels  are 
the  “choice  of  experience.” 

Try  Camels  yourself!  See  how  your 
taste  welcomes  the  rich,  full  flavor  of 
Camel’s  choice,  properly  aged,  expertly 
blended  tobaccos.  And  see  bow  your  throat 
appreciates  Camel’s  cool,  cool  mildness. 

Let  your  own  experience  tell  you  why 
more  people  are  smoking  Camels  than 
ever  before. 


R.  J.  Reynolds  Tob.  Co.,  Winston-Salem,  N.  0. 


Aocortlintf  to  « .Yu t i o n trifle  surrei/  : 

More  Doctors  Smoke  CJLMEIjS 


than  any  other  eif/arette 

Three  independent  research  organizations  in  a nationwide  survey  asked  ll.t.  jOT  doctors  to  name  tho  cigarctto 
they  smoked.  More  doctors  named  Camel  than  any  other  brund. 
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SULPHUR  WATER  BATHS 

Nauheim  Baths  Steam  Massages 
Inhalation  Therapy 

$ RECOMMENDED  FOR 

Arthritis  Sciatica 

Rheumatism  Cardiac  Myalgia 

Neuritis  Nerves 

Hay  Fever  Sinus  Infections 

Popular  priced  hotels  and  boarding  houses  con 
veniently  located  near  the  baths  and  springs. 


Doctors  — Suggest  this  re- 
nowned Spa  to  your  patientsand  you’ll 
receive  their  profound  thanks  when 
they  return — refreshed,  relaxed,  re- 
habilitated. 

Only  five  hours  from  New  York;  the 
bracing  mountain  air,  famous  springs 
and  skilled  medication  perform  re- 
markable feats  of  healing. 
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Optimal  nutrition,  when  started  during  intra- 
uterine life,  is  an  important  factor  in  insuring 
the  health  and  welfare  of  the  forthcoming  gen- 
eration. During  pregnancy  and  lactation,  OBron 
meets  the  added  nutritional  demands  brought  on 
by  the  rapid  growth  of  the  fetus,  increased  gland- 
ular activity,  and  loss  of  nutrients  in  the  milk. 
OBron  presents  a convenient  means  of  supply- 
ing adequate  amounts  of  calcium,  phosphorus, 
iron  and  essential  vitamins  in  a single  capsule. 


NOW  FOR  THE  FIRST  TIME... 


CALCIUM 

PHOSPHORUS 

IRON 

VITAMINS 


Specifically  designed 
for  the  06  patient 


a 


ROERIG 


ALL  IN  ONE  CAPSULE 


♦Dicalcium  Phosphate,  Anhydrous 768  mg. 

Ferrous  Sulfate,  U.S.P 64.8  mg. 

Vitamin  A (Fish-Liver  Oil) 5,000  U.S.P.  Units 

Vitamin  D (Irradiated  Ergosterol)  . . 400  U.S.P.  Units 

Vitamin  B,  (Thiamine  Hydrochloride) 2 mg. 

Vitamin  B2  (Riboflavin) 2 mg. 

Vitamin  B6  (Pyridoxine  Hydrochloride)  ....  0.5  mg. 

Vitamin  C 37.5  mg. 

Niacinamide 20.0  mg. 

Calcium  Pantothenate 3.0  mg. 


* (Equivalent  to  15  Grains  Dicalcium  Phosphate  Dihydrate) 


OBron 


FOR  THE  OB  PATIENT 


J.  B.  ROERIG  AND  COMPANY  * 536  lake  Shore  Drive  • Chicago  11,  Illinois 
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AVAILABLE  IN  VARIOUS 
APPLICATOR  COMBINATIONS 

Here’s  maximum  flexibility,  safety 
and  operating  economy  all  rolled 
into  one  superior  diathermy  unit! 
Made  by  the  makers  of  the  famous 
Bovie  Electrosurgical  Unit,  the 
Model  SW-227  features  the  pat- 
ented L-F  Hinged  Treatment 
Drum,  Air-Spaced  Plates  and 
other  accepted  applicators.  No 
limitation  on  types  of  treatment. 
“Wavemaster”  Frequency  Control 
guarantees  operation  within  au- 
thorized frequency ' channels. 
F.C.G.  Type  Approval  No.  D-472. 

WRITE  FOR  FULL  DETAILS 


G%aLIEBELn5|PFyilSHE[M(^. 


CINCINNATI  2,  OHIO 


DEPT.  N, 


120G 


Every  Baxter  expendable  administration  set  that  is  used 
means  cleaning  time  saved,  sterilization  time  saved 


and  assembling  time  saved,  because  Baxter  expendable 
sets  are  ready  to  use— clean,  sterile,  non-pyrogenic.  There  are 
Baxter  expendable  sets  for  solution  administration,  for 
blood  collection  and  blood  and  plasma  administration. 

An  adequate  stock  of  expendable  sets  plus  Baxter 
solutions  insures  that  the  hospital  is  ready  for  any 
emergency.  A request  on  your  hospital  stationery  will 
schedule  a demonstration  of  all  Baxter  expendable  sets. 


Manufactured  by 

BAXTER  Laboratories 

Morton  Grove,  Illinois  Acton,  Ontario 

Produced  and  distributed  in  the  eleven  western 
states  by  DON  BAXTER,  Inc.,  Glendale,  California 


AMERICAN  HOSPITAL  SUPPLY  CORPORATION 

Distributors  East  of  the  Rockies  • General  Officesi  Evanston,  Illinois 
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DUODENAL  or  GASTRIC  ULCER 

Treatment:  Antacid  Rx: — CA-MA-SIL  Powder,  in  Yt  glass  water  (preferably  hot). 

2 tspfls.  before  and  after  meals  and  upon  retiring. 

Clinical  observations  of  the  merits  of  CA-MA-SIL  Antacid  Powder  are  convincing  in  the  treatment  of 
excess  gastric  hyperacidity  associated  with  DUODENAL  and  GASTRIC  ULCER.  Successful  manage- 
ment with  CA-MA-SIL  assures  the  patient  of  3 nearly  normal  meals,  prompt  relief,  and  aids  rapid 
healing.  The  longer  neutralizing  period  makes  it  especially  effective  in  Duodenal  Ulcer  Therapy.* 
Samples  Available. 

CA-MA-SIL  COMPANY,  700  Cathedral  Street,  Baltimore  1,  Md. 

* ALSO  UNEXCELLED  FOR  NAUSEA  OF  PREGNANCY. 

* DOES  NOT  INDUCE  ANOREXIA  CONTAINS  NO  SODA  OR  ALUMINUM  HYDROXIDE 

Formula:  Magnesium  Silicate  Special  (not  trisilicate)  Calcium  Carbonate  Diamtnonium  Hydrogen  Phosphate 
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need  not  be  unseasoned 


Neocurtasal,  the  new  seasoning  agent 
for  salt  (sodium) -free  diets,  tastes  and 
looks  like  table  salt.  Patients  permitted 
to  sprinkle  Neocurtasal  to  suit  their 
taste  follow  dietary  directions  without 
grudging  hesitation.  2 oz.  shakers  and 
8 oz.  bottles. 


SEASONING 
EOK  SA 

(SODiuMj  n 


SASOttfNG  AG*Ni 
Wtttlf  tSOOlUM)  FRfl»n 
CONSIlTUfNTS: 


sodium-free  seasoning  agent 
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For 

Anti-Flatulent 
Effects  in  Intestinal 
Putrefaction  and 
Fermentation 


Each  tablet  contains:  Extract  of  Rhubarb,  Senna,  Precipitated  Sulfur,  Peppermint  Oil  and 
Fennel  Oil,  in  a high  activated  willow  charcoal  bate. 

Action  and  utet:  Mild  laxative,  adsorbent  and  carminative.  Per  vie  in  indigestion,  hyper* 
acidity,  bloating  and  flatulence. 

1 or  2 tablets  daily  */j  hour  after  meals.  Bottles  of  100. 

STANDARD  PHARMACEUTICAL  CO.,  INC.  1123  Broadway,  New  York 


Preferred  for  VARICOSE  ULCERS 

SAMPLE,  LITERATURE  ON  REQUEST  'itOUtTfr  pp  p.  , 

sion  and  Topical 

E.  K.  DEMMEL  COMPANY  e 5911  67th  Avenue,  Brooklyn  27,  New  York  Medication 


Ready  to  use 
Quickly  applied 
|JS  Relieves  pain 
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the  physician’s  approval . . . 

the  patient’s  acceptance . . . 


Vytinic,  Bristol’s  new  hematinic  with 
folic  acid,  will  win  both  the  physician’s 
approval  and  the  patient’s  cooperation. 

Its  formula  reflects  the  modern  ap- 
proach to  comprehensive  treatment  of 
secondary  anemia  from  rapid  hemoglobin 
restoration  to  oxygen  utilization  in  the 
cell.  It  aims  to  replace  essential  factors 
certainly  deficient  in  hemorrhagic  anemia 
and  frequently  deficient  in  that  of  nutri- 
tional origin. 

Vytinic  will  win  your  patients’  coopera- 
tion because  it  is  a readily  tolerated  liquid 
of  agreeable  taste  and  appearance— easy 
to  take  over  long  periods.  It  will  have  es- 
pecial appeal  in  pediatrics  and  geriatrics. 


Each  fiuidounce  contains: 

Ferric  Ammonium  Citrate,  USP 390  mg. 

Thiamin  Hydrochloride  (Vitamin  Bi) 10  mg. 

Riboflavin  (Vitamin  B2) 4 mg. 

Niacinamide 100  mg. 

Liver  extract  derived  from  20  Gm. 
of  fresh  liver 

Folic  Acid 2 mg. 


Available  in  bottles  of  12  oz.  and  1 gal. 

Send  for  tasting  sample 

Dosage:  For  adults— one  tablespoonful , t.i.d., 
during , or  immediately  after  meals. 

Children— in  proportion  to  their  age. 

The  suggested  daily  adult  dose  provides 

the  following  multiples  of  the  minimum  daily 

requirement  for  adults:  iron— 10. 

vitamin  B, — 15,  vitamin  B}—3,  plus  adequate 

amounts  of  niacinamide , liver  extract  and  folic  acid. 
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Odin 


for  Relief  of  Smooth  Muscle  Spasm 


Octin  is  an  antispasmodic,  indicated  for  the 
treatment  of  spastic  conditions,  particularly  of 
the  genito-urinary  and  gastrointestinal  tracts. 

TABLETS  - 2 grains  Octin  mucate. 

ORAL  SOLUTION  - \ 0%  aqueous  solution  ( I V2  grains  per  cc.) 
AMPULES  - I cc.  ( I V2  grains  Octin  hydrochloride.) 

Octin  (methylisooctenylamine)  Trade  Murk  Iiilhuber. 

BILHUBER-KNOLL  CORP.,  ORANGE,  N.  J. 
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HYDRYLLIN’ 

WELL-TOLERATED  A N T I H I S TA  M I N I C 

The  long  weeks  of  the  hay  fever  season  call  for  antihistaminic  relief  which 
is  safe  enough  to  be  given  over  a protracted  period. 

For  both  effectiveness  and  tolerance,  Hydryllin  is  indicated  in  hay  fever, 
asthma,  allergic  rhinitis,  urticaria,  drug  allergies,  atopic  and  eczematous 
dermatitis. 

Increased  Effectiveness — '"The  results  in  hay  fever  with  Hydryllin  were  very 
striking.  Twenty  of  twenty-three  seasonal  hay  fever 
patients  . . . were  markedly  benefited  . . 

Improved  Tolerance  — *''The  side  reactions  have  been  considerably  less  in 
number." 

SEARLE 

RESEARCH  IN  THE  SERVICE  OF  MEDICINE 

G.  D.  SEARLE  & CO.,  CHICAGO  80,  ILLINOIS. 

Hydryllin  contains  Diphenhydramine  (Searle),  25  mg.,  and  Ami- 
nophyllin  (Searle),  100  mg. 

* Levin,  S.  J.,  and  Moss,  S.  S.:  Clinical  Results  with  Hydryllin  in  Asthma 
and  Hay  Fever,  to  be  published. 


SAFE 

SUPPORT  for  this 
HERNIAL  PATIENT 


The  Spencer  Abdominal  Support  for  this  hernial 
patient  was  individually  designed,  cut,  and  made  at 
our  New  Haven  plant — after  a description  of  the 
patient’s  body  and  posture  had  been  recorded  and 
detailed  measurements  taken. 

The  pull  of  supporting  the  abdomen  is  placed  on  the 
pelvis,  not  on  the  spine  at  or  above  the  lumbar  re- 
gion. Abdominal  support  is  from  below,  upward  and 
backward,  paralleling  the  natural  pull  of  muscles. 
Made  of  non-elastic  materials,  the  support  will  not 
yield  or  slip  under  strain,  assuring  maximum  safety. 

Following  application  of  her  Spencer  Support,  the 
patient  obtained  relief  of  symptoms  and  was  able  to 
return  to  her  job. 

Spencer  Supports  for  men,  women,  and  children  are 
each  individually  designed  for  each  patient. 

For  a dealer  in  Spencer  Supports  look  in  telephone 
book  for  “Spencer  corsetiere”  or  “Spencer  Support 
Shop,”  or  write  direct  to  us. 


SPENCER,  INCORPORATED 
129  Derby  Ave.,  New  Haven  7,  Conn. 

Canada:  Spencer,  Ltd.,  Rock  Island,  Que. 

England:  Spencer,  Ltd.,  Banbury,  Oxon. 

Please  send  me  booklet,  "How  Spencer 
Supports  Aid  the  Doctor's  Treatment." 

Name  

Street  

City  & State  C-6-48 

SPENCER  iBHHSDP  SUPPORTS 

© FOR  ABDOMEN,  BACK  AND  BREASTS 


May  IV  e 
Send  You 
Booklet? 


M.D. 
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Furacin,  the  new  antibacterial  agent,  is  now  also  available  in  a liquid  vehicle  for 
use  where  a liquid  is  preferable  to  the  ointment  form,  as  for  wet  dressings. 

Furacin  Solution  contains  Furacin  0.2%  (brand  of  nitrofurazone  N.N.R.) 

dissolved  in  a bland,  water-soluble,  penetrating  liquid  vehicle 
composed  of  a wetting  agent  0.3%,  Carbowax  65%  and  water  34.5%. 
It  is  available  at  pharmacies  in  4 oz.  and  1 pint  bottles. 

Furacin  Solution  and  Furacin  Soluble  Dressing  are  indicated 
for  topical  application  in  the  prophylaxis  and  treatment  of 

infections  of  wounds,  second  and  third  degree  bums,  cutaneous 
ulcers,  pyodermas  and  skin-graft  sites. 


( !3^7AC 

NORWICH.  NEW  YORK  • TORONTO,  CANADA 
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...and  for  Selectivity  in  Pediatric  Practice 

WHITE’S  "INTEGRATED”  VITAMIN  FORMULAS 

To  satisfy  the  varying  vitamin  requirements  of  infancy  and  childhood,  White 
Laboratories  now  offer  the  physician  a well-rounded  group  of  related  formulas 
thereby  providing  the  clinical  advantage  of  greater  flexibility. 

The  products  may  be  used  singly  or  in  combination  depending  on 
individual  needs.  In  addition  to  Multi-Vi  Liquid,  they  include: 


WHITE'S  COD  LIVER  OIL  CONCENTRATE,  n.n.r. 

Liquid  • Tablets  » Capsules 

— the  natural  vitamins  A and  D of 
time-proved  cod  liver  oil  in  three  palatable, 
stable,  convenient  dosage  forms— well  suited 
for  rickets'  prophylaxis  and  treatment 
from  14  days  to  14  years. 

ETHICALLY 


WHITE'S  MULTI-BETA  LIQUID 

— the  nutritionally  important  vitamin  B 
factors  in  a water-miscible  vehicle — presented 
in  proportion  to  their  inadequacy  in 
average  diets  of  early  infancy. 

PROMOTED 


ulti-vi  Liquid 


Pharmaceutical  Manufacturers,  Newark  7,  N.  J. 
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to  revive 
normal  interest 
and  activity 


'Dexedrine’  is  of  unequalled  value 
for  the  depressed  patient. 

Not  only  does  Dexedrine 
produce  striking  improvement 
in  mood  and  outlook — but, 
because  of  the  unique 
"smoothness”  of  its  action, 
it  spares  the  patient  the 
disturbing  consciousness  of 
"drug  stimulation.” 

Smith,  Kline  & French 
Laboratories,  Philadelphia 


Dexedrine 


Sulfate 


elixir 

tablets 


the  central  nervous  stimulant  of  choice  (i doxtro-umpliclaminc 


#t.m.  nco.  u.&.  tat.  Off. 


sulfate,  S.  K.  /■’.) 
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Picture  this  on  your  office  wall  { 


Here  is  a message  every  patient  should  see.  It 
appears  in  full  color  in  LIFE  and  other  national  mag- 
azines—reaching  more  than  23  million  people. 

Would  you  like  a copy  for  your  reception  room?  Write 
to  Parke,  Davis  & Company,  Detroit  32,  Michigan. 


Some  things  you  should  know  about  being  a good  patient 


No.  212  in  a series  of  messages  from  Parke , Davis  & Co. 
on  the  importance  of  prompt  and  proper  medical  care. 


OR  your  own  sake,  as  well  as  your  doctor’s  it  is  vitally 
important  to  be  a "good  patient.” 

Often  it  is  your  co-operation  with  your  doctor  that 
makes  the  difference  between  an  early  recovery  and  a late  one, 
between  a minor  illness  and  a serious  one. 

Here  arc  some  of  the  ways  you  can  help  your  doctor,  and 
yourself: 

1.  If  you  feel  sick,  call  your  doctor  at  once.  Don’t  wait  for  a 
serious  illness  to  develop  before  you  ask  his  help.  The  sooner 
he  secs  you.  the  more  he  can  do  to  help  you  avoid  a major 
illness. 

2.  Before  you  telephone  your  doctor,  make  a list  of  the 
questions  you  want  to  ask  him.  Have  a paper  and  a pencil 
handy  when  you  call,  so  that  you  may  take  down  his  instruc- 
tions. This  way  you  will  save  your  doctor's  time,  and 
remember  accurately  what  he  tells  you. 

3.  Answer  your  doctor's  questions  fully.  A previous  illness 
may  not  seem  to  you  to  have  any  bearing  on  your  present 
condition.  But  to  your  doctor  it  might  furnish  a valuable  clue. 
Tell  him  complete  facts.  Let  him  decide  what  is  important 

4.  Follow  your  doctor’s  instructions  exactly.  If  lie  prescribes 
medicine,  take  it  according  to  directions.  Remember,  a larger 
dose  than  that  prescribed  won’t  cure  you  faster.  And  it  might 
be  harmful. 

5.  Never  use  medicine  prescribed  for  somebody  else,  or  for 
a previous  illness  of  your  own.  However  similar  your 
symptoms  may  appear  to  you,  the  nature  of  your  illness  may 
be  quite  different.  Only  your  doctor  can  accurately  diagnose 
your  trouble  and  prescribe  proper  treatment. 

6.  If  your  doctor  advises  an  operation,  don’t  put  it  off.  With 
modem  surgery,  modern  hospital  care,  you  seldom  have  rea- 
son to  fear  an  operation. 

7.  The  new  medical  treatment*  you  read  about  in  the  popular 
press  aren't  likely  to  be  new*  to  your  doctor.  If  your  doctor 
has  not  recommended  a new  treatment  to  you,  it  is  prolubly 
because  there  arc  still  some  questions  about  its  value,  some 
limitation*  not  stressed  in  popular  reports,  or  some  factors  in 
your  case  which  would  make  the  treatment  undesirable  or 
ineffective  for  you. 

8.  Don’t  ask  your  doctor  to  advise  you  about  members  of 
your  family  whom  he  himself  has  not  seen.  He  cannot  risk 
giving  an  opinion  about  a patient  of  whose  condition  he  has 
no  firsthand  knowledge. 


Molten  of  medicines  prescribed  by  physicians 


PARKE,  DAVIS  & CO. 


• ••••rift  end 

toberti O^rn.1  J».  MMk. 
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NOW  IN  AMERICA! 


SALINIDOL 

Formula  U.S.P.H.  Service 

Salicylanilid 5% 

Carbowax 95% 

Ringworm  of  the  Scalp 

(Microsp.  Audouini  or  Microsp. 
Lanosum) 

Salinidol — Greaseless,  Stainless, 
Odorless.  Easily  removed  with 
water. 

The  hair  must  be  clipped  every 
10  days  and  Salinidol  applied 
daily. 

Please  write  for  sample  and 
literature. 

DOAKCO.,  INC. 

Cleveland,  Ohio 

NY  6-48 


Long  a best-seller 
in  the  United  Kingdom, 
MACKESON’S  MILK  STOUT 
is  an  entirely  different  and 
really  delicious  brew  that  can 
be  recommended  in  all  cases 
where  a stout  is  advisable.  It 
contains  the  carbohydrates 
of  the  purest  dairy  milk. 

Samples  sent  on  request 
Imported  by 

Greenwich  Village  Beverages,  Inc. 
579  West  130th  St.,  New  York  City 


I M P ROVED TH Y RO  ID  MEDICATION 

THYROBROM,  Van  Patten,  brand  of  bro- 
minated  thyroid  ( U . S.  Pat.  No.  2395372)  pro- 
vides efficient,  dependable  medication.  THY- 
ROBROM is  not  just  a mixture  of  thyroid 
and  bromides.  In  THYROBROM  the  bromine 
enters  into  chemical  combination  with  the 
active  ingredient  of  desiccated  thyroid. 
THYROBROM  may  be  prescribed  in  hypo- 
thyroid obesity,  or  whenever  thyroid  medica- 
tion is  indicated.  Supplied  in  tablet  form  for 
oral  administration.  In  1 and  2 gr. 
strengths.  Bottles  of  100,  5CX),  1000  tablets. 

Sign  and  mail  coupon  below 
for  samples  and  literature 

VAN  PATTEN  PHARMACEUTICAL  CO.  ™ 
1227  Loyola  Ave.,  Chicago,  26 
Gentlemen:  Please  send  items  checked: 
THYROBROM  Q Samples  □ Literature 


Dr.. 


Address 

Town 

State 

PRESERVED 

Sheep  Cells 


Gives  accurate  and  reliable  results 
in  complement  fixation  and  hetero- 
phile  anti-body  tests. 

Guaranteed  for  one  month 
from  date  of  shipment. 


Prices 

lOcc  vial $1.50 

30cc  bottle 3.50 


Discounts  on  Monthly  Contracts 

CERTIFIED  BLOOD  DONOR 
SERVICE 

146-16  Hillside  Are.  Jamaica  2,  N.  Y. 
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Covering  or  Packing 


Baybank  Pharmaceuti- 
cals. Inc.— a subsidiary  of 
the  world-famous  Chese- 
brough  Mfg.  Co.  Cons'd 
-has  been  established  to 
bring  to  the  medical  pro- 
fession a series  of  dis- 
tinctively new  ethical 
medicaments,  progres- 
sively formulated,  au- 
thoritatively tested,  and 
of  lasting  merit. 


Petrolatum  taauze  Pressings 
in  iniliviiliiul  Sterile  envelopes 


2*  With  sterile  forceps, 
one  end  of  Vaseline • 
Sterile  Petrolatum  Gauze 
Dressing  is  pulled  out. 
while  envelope  is  held 
with  other  hand.  The 
emerging  end  of  dress- 
ing is  applied  to  wound 
(at  the  same  time  that 
pleated  portion  is  with- 
drawn). 


— Vaseline  -• 

Petrolatum  GaujeDressing 


Sterile 

• AYBANK  PHARMACEUTICALS.  INC. 


Wherever  a bland,  non-adherent,  non-irritant 
dressing  may  be  required  for  burns  or 
wounds — VASELINE*  Petrolatum  Gauze 
Dressings  in  Individual  Sterile  Packages  are  ever 
ready  for  instant  use  anywhere,  any  time! 
Each  Baybank  Dressing  is  a 3"  x 36"  strip  of 
sterile,  fine-meshed  absorbent  cotton  gauze, 
uniformly  saturated  with  sterile  petrolatum, 
accordion-folded  and  heat-sealed  in  a 
moisture-proof,  aluminum  foil  envelope. 
Baybank  Dressings  are  handy  for  physicians’ 
bags,  first-aid  kits,  ambulances,  emergency  wards, 
operating  rooms,  etc.,  and  may  be  used  at  the 
site  of  an  accident  in  factory,  home  or  street — as 
well  as  in  the  hospital  or  doctor’s  office. 
They  can  be  used  for  a variety  of  indications 
by  general  practitioner,  surgeon, 
industrial  physician,  et  al. 

BAYBANK  PHARMACEUTICALS,  INC. 

Division  of  Cliesebrouph  Mfg.  Co.  Cons’d 

17  STATE  STREET,  NEW  YORK  4.  N.  Y 

de-Mark  Reg.  U.  S.  Pat.  Off. 


3*  Application  can  be 
made  with  a motion  sim- 
ilar to  that  used  fhith  a 
Roller  bandage.  Dressing 
may  be  cut  into  strip fc  or 
padspf  preferred  dimen- 
sion. oV folded  into  thick- 
ness desired,  or  used  fuf{ 
length. 


4*  Close-up  of  filling 
operation  by  hooded  and 
sterile-gowned  operator, 
with  automatic  measur- 
ing machine,  under  ultra- 
violet lamps  and  glass 
shield. 


AYBAN 


1.  Individual  aluminum- 
foil  envelope  is  cut  open 
along  the  dotted  line  on 
the  lengthwise  lamina- 
tion with  sterile  scissors. 


always  ready ! 
always  sterile! 

-for  Local  Application  as  Dressing, 
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PROCAINE  PENICILLIN  G 

IN  PEANUT  OIL 

vuze' 


Crystalline  Procaine  Penicillin  G in 
Peanut  Oil-C.S.C.  provides  300,000 
units  of  penicillin  per  cc.  It  is  virtually 
pain-free  on  injection,  free  flowing, 
heat  stable,  and  contains  no  wax. 
A single  1 cc.  injection  (300,000  units) 
produces  clinically  effective  blood 
levels  for  24  hours  in  more  than  94 
per  cent  of  the  patients.  Blood  levels 
are  plateau-like,  sustained,  and  fully 
adequate.  Indicated  in  the  treat- 
ment of  most  penicillin  sensitive 
infections.  Average  dose,  lee.  (300,- 
000  units)  daily;  in  overwhelming 
infection,  2 cc.  daily.  Supplied  in 
economical  1 0 cc.  rubber-stoppered 
vials,  each  cc.  containing  300,000 
units  of  crystalline  procaine  penicil- 
lin G with  2%  aluminum  monostea- 
rate added. 


A DIVISION  OF  COMMERCIAL  SOLVENTS  CORPORATION 
17  E.  42nd  ST.,  NEW  YORK  17,  N.  Y. 


FOR  THE  UTMOST  IN  PENICILLIN  QUALITY  ...  SPECIFY  C.S.C.IN  YOUR  PRESCRIPTIONS 
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For  a common  condition 

HYPOCHROMIC 

AHEMIA 

The  uncommon  Hematinic 


OVOFERRIN 


The  frequent  association  of  hypochromic  anemia  with  inappetence  and  disturbed 
digestive  states  requires  more  selective  therapy  than  the  ordinary  ionized  iron  prepara- 
tions. Iron  therapy  can  be  both  effective  and  well  tolerated  by  prescribing 

The  Build-Up 
Without  A Let-Down 

In.  colloidal  form  easily  assimilated,  Ovoferrin  is  practically  unaffected  by  the  gastric 
juices;  is  readily  absorbed  in  the  intestinal  tract — is  non-astringent — and  does  not 
stain  the  teeth. 

Its  palatability  and  lack  of  side  effects  make  it  an  ideal  hematinic  for  both  children 
and  adults. 

NOW  — Bridge  the  gap  between  iron  deficiency  and  effective 
iron  therapy  with  OVOFERRIN — in  11-oz.  bottles. 


OVOFERRIN 


MAINTENANCE  DOSAGE  ' ^THERAPEUTIC  DOSAGE 

For  Adults  and  Children:  ADULTS:  One  tablespoonful  3 

One  teaspoonful  2 or  3 times  or  4 times  daily  in  water  or  milk, 

a day  in  water  or  milk.  CHILDREN:  One  to  2 teaspoon 

fuls  4 times  daily  in  water  or  mi 

Made  only  by  the 

A.  C.  BARNES  COMPANY  • NEW  BRUNSWICK,  N.  J 

"Ovoferrin”  is  a registered  trade  mark,  the  property  of  A.  C Barnes  Company 
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ORETON-M 


( METHYI.TESTOSTERONE  U.S.P.  XIII) 


tablets 


“TAKE  AT  CONVENIENCE” 


Permitting  medication  by  mouth  and  at  a 
time  convenient  for  the  patient,  Oreton-M* 
Tablets  can  be  relied  on  implicitly  for  full 
hormonal  effect,  because  they  are  the  oral 
equivalent!  of  the  injectable  prepara- 
tion of  the  primary  male  sex  hormone. 


thus  have  the  major  advantage  of  assuring  sus- 
tained therapy  for  patients  of  varied  occupations 
—the  executive  under  pressure  of  time,  the  busi- 
ness man  who  travels,  the  factory  worker  who  can- 
not leave  his  job.  Increased  demand  for  the  male 
sex  hormone  preparations  in  turn  has  recently 
permitted  price  reductions  of  from  35  to  50  per 
cent.  As  a result,  many  more  patients  are  now 
able  to  have  the  benefit  of  continuing  and  effective 
testosterone  therapy  for  hypogonadism,  the  male 
climacteric  and  other  conditions  where  testos- 
terone therapy  is  beneficial. 

PACKAGING:  Oreton-M  (Methyltestosterone 
U.S.P.  XIII ) Tablets  of  10  ing.,  boxes  of  15,  30  and  100. 
Also  tablets  of  25  nig.,  boxes  of  15  and  100. 


fORKTON-M  Tublei  25  mg.  5 mg.  Ohkton*  (Testosterone 

Propionate  U.S.P.  XIII)  by  injection. 


ORETON-M 
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Aluminum  Penicillin  Oral  Tablets 
provide  for  maximum  utilization  of  the 
dose  administered.  Low  solubility  of 
the  aluminum  salt  renders  it  much  less 
liable  to  inactivation  in  the  stomach. 
Destruction  in  the  intestinal  tract  is  in- 
hibited by  the  addition  of  sodium  ben- 
zoate. 

Aluminum  Penicillin  in  Oil  for  in- 
tramuscular injection  is  a bland  sus- 
pension of  the  new  relatively  insoluble 
aluminum  salt  of  penicillin  in  peanut 

011  alone.  Fluid  at  body  temperature, 
it  has  the  outstanding  advantages  of 
not  causing  pain  or  sterile  abscesses. 
Slow  absorption  is  accomplished  by  the 
slight  solubility  of  the  drug  itself. 

Aluminum  Penicillin  Oral  Tablets. 

12  tablets,  50,000  units  each. 

Aluminum  Penicillin  in  Oil.  1 cc.  size 
ampules,  300,000  units  per  cubic  centimeter. 

• Patent  applied  for. 
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HYNSON.WESTCOTT  & DUNNING.INC. 


INDEX  TO  ADVERTISED  PRODUCTS 
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As  a new  and  completely  different  antihistamine,  Thephorin  'Roche' 
offers  significant  advantages  in  the  treatment  of  allergic  disorders.  In 
contrast  with  other  antihistamine  drugs,  Thephorin  rarely  causes  drowsi- 
ness; in  fact,  it  has  a mildly  stimulating  effect  in  some  cases.  Clinical  ex- 
perience covering  more  than  2000  cases  demonstrates  that  Thephorin 
is  not  only  highly  effective  but  characterized  by  a low  incidence  of 
side  reactions.  Available  in  oral  tablets,  25  mg  each,  and  syrup,  10  mg 
per  teaspoonful  (4  cc).  Write  to  Dept.  T-6  for  samples  and  literature. 

HOFFMANN-LA  ROCHE  INC  • NUTLEY  10  • NEW  JERSEY 

THEPHORIN  (R0CHE’ 

T.  m.  — Thephorin  — Brand  of  phenindamine.  Chemicolly,  Thephorin  it  2-methyl-9-phenyl-2,  3.  4,  9-tetrahydro-1  pyridindene  hydrogen  torfro 


with  a different  antihistamine 
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AMIULANCE  SERVICE 


CC 


Private  Ambulance  Service. 

Brooklyn,  N.  Y.,  President 


458  Clarkson  Ave. 
ed*.  o.  I3el 


R.  Gricks.  202- 1 1 Jem 
HOHis  5-9077  (see  ed 


Gate*  Ambulance  and  Oxygen 

Nassau  & Queens.  HEgeman  3-0044 
Scully-Welton  Co..  Inc.,  258  West  '/’tH 
N.  Y..  ENdicott  2-4200  (see 
cover) 


CONVALESCENT  H 


ANIMALS  FOR  LABORATO 


Beverly  Nursing  Home 
'•  Y.  Windsor  8-8407 
*«nede  Private  Hoi 
'^Splanade  5-45 
Kingslend  N» 
' . Brooklyn.  I 


Rockland  Farms,  New  City  Rockland 
York.  NEw  City  682  (see  edv.  p.  8a) 


%ck*i  Nuni 
N.  Y..  K 


~\T.  r.y?t  .v.vry.cr. . 


AMBULANCE  SERVICE 
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Immediate  Service  • Day  and 
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' "After  the  baby  comes  . . For  months  that  refrain  has  prefaced 
each  promise  to  herself — for  a new  suit,  hours  in  the  beauty  shop,  all  the 
rich  foods  she  had  refused  for  the  sake  of  her  prenatal  diet.  A postnatal  diet 
doesn't  seem  so  important  to  her,  especially  if  she  is  not  nursing  the  baby — and 
common-sense  eating  is  no  match  for  her  newly-released  appetite.  Many 
physicians  continue  a dietary  supplement  of  Dicaldimin  Capsules  to  assure  an 
adequate  supply  of  minerals  and  vitamins  which  have  been  unduly  drawn  on  during 
pregnancy,  and  to  aid  the  return  to  normal  health.  Dicaldimin  supplies  protective 
amounts  of  both  minerals  and  vitamins:  iron,  calcium,  phosphorus  and  vitamin  I).  plus  B 
complex  factors.  Dicaldimin  provides  a sufficient  amount  of  vitamin  D in  the  form 
of  viosterol  to  meet  the  entire  requirement  for  this  factor  during  pregnancy  and 

lactation.  And  the  new  Dicaldimin  with  Vitamin  C furnishes  still  another 
vitamin  commonly  lacking  in  the  national  dietary. ‘Dicaldimin  Capsules  and 
the  new  Dicaldimin  with  Vitamin  C are  available  now  through  prescription 
pharmacies  everywhere  in  bottles  of  100  and  1000. 

Abbott  Laboratories.  North  Chicago,  Illinois. 

V P\CFV\.P\  NV\M 


(Abbott’s  Dicalcium  Phosphate  with  Vitamin  D,  Iron  and  Vitamin  B Complex  Factors) 


1230 


Physician’s  package  and 
complete  description  of  the 
New  Technique  will  be 
sent  upon  request. 

Ethically  promoted — 
Advertised  only  to  the 
medical  profession. 


Whenever  pregnancy  is  contraindicated,  maximal 
protection  is  assured  by  the  new  Lanteen 
technique.  This  New  Technique  gives  dual 
protection — the  mechanical  protection  of  the 
Lanteen  Flat  Spring  Diaphragm  plus  the 
spermatocidal  activity  of  Lanteen  Jelly. 

LANTEEN  FLAT  SPRING  DIAPHRAGM 

Easily  fitted  and  long  lasting.  The  Lanteen  Flat 
Spring  Diaphragm,  collapsible  in  one  plane  only, 
is  easily  placed  without  the  aid  of  an  inserter. 
Fitting  the  largest  comfortable  size 
assures  maximal  protection. 

Lanteen  Diaphragms,  made  of  the  finest 
rubber,  are  guaranteed  against  defects 
for  a period  of  one  year. 

LANTEEN  JELLY 

Lanteen  Jelly,  nonirritating,  nontoxic,  soothing 
and  rapidly  destructive  to  spermatozoa,  combines 
active  spermatocidal  agents  in  a jelly 
readily  miscible  with  the  vaginal  secretions. 


a tttee  it 


Lanteen  Medical  Laboratories,  Inc.  • 900  North  Franklin  Street  • Chicago  10,  Illinois 
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Ray-Formosil  for  intramuscular  injection  is  a clini- 
cally proved,  effective  treatment  for  Arthritis  and 
Rheumatism.  It  is  a non-toxic  and  sterile,  buffered 
solution  containing  in  each  cc.  the  equivalent  of: 


FORMIC  ACID  5 mg. 

HYDRATED  SILICIC  ACID  2.25  mg. 


Descriptive  clinical  literature  will  be  furnished  upon 
request.  If  your  dealer  cannot  supply  you,  order 
direct. 


RAYMER  PHARMACAL  COMPANY 

PHARMACEUTICAL  MANUFACTURERS  • PHILADELPHIA  34,  PA. 


0veA  fj&  OttaAfot 
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He  too  can  afford  a Unicap*  a day...  only  2.7c** 

~ • He  too  can  not  afford  to  be  without  the  vitamin  adequacy 

made  simpler,  more  certain  and  more  economical 
with  a Unicap  a day. 


In  the  past  5 years  2.7c  buys  less  and  less  food,  less  shelter 
and  less  clothes 


BUT  2.7c  buys  more  and  more  vitamins  — all  these 


Upjohn 


FINE  PHARMACEUTICALS  SINCE  1886 


Vitamin  A 5,000  U.S.P.  units 

Vitamin  D 500  U.S.P.  units 

Ascorbic  Acid  (C)  ..37.5  mg. 

Thiamine  Hydrochloride  (Bi)  2.5  mg. 

Riboflavin  (B2,G) 2.5  mg. 

Pyridoxine  Hydrochloride  (B(i)  . 0.5  mg. 

Calcium  Pantothenate  5.0  mg. 

Nicotinic  Acid  Amide  (Nicotinamide). ..20.0  mg. 


n a Unicap  a day 

* Trademark,  lie/'.  U.  S.  Pat.  Off.  ** Available  in  the  most  eco- 
nomical bottle  of 250  Unicaps;  also  in  low  cost  units  of  100  and  24 
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maximum 

hemoglobin 

production  . . . 


freedom  from 

gastric  distress... 


FERROUS 

GLYCINATE 

-MRT 


(an  original  MRT 
contribution) 


Ferrous  Glycinate-MRT  provides  approximately  8%  more 
available  ferrous  iron  than  ferrous  sulfate  in  addition  to 
glycine,  found  to  be  essential  for  the  production  of  pyrrole 
rings  which  in  turn  form  protoporphyrin,  the  precursor  of 
hemoglobin.1 

Capsules  Ferrous  Glycinate-MRT  contain  ferrous  glycinate 
suspended  in  an  edible  oil,  assuring  passage  through  the 
stomach  without  reaction  and  subsequent  gastric  distress 
. . . Positive  absorption  in  the  intestine. 

Elixir  Ferrous  Glycinate-MRT  is  so  free  from  astringency 
that  it  will  not  curdle  milk  . . . Ideal  as  an  admixture  . . . 
Especially  recommended  for  children. 

Each  Capsule  Ferrous  Glycinate-MRT  contains  ferrous  glycinate  100  mg. 
(in  oil)  equivalent  to  25  mg.  ferrous  iron.  Each  teaspoonful  (5  cc.)  of 
Elixir  Ferrous  Glycinate-MRT  contains  183  mg.  ferrous  glycinate  (cor- 
responding to  50  mg.  of  ferrous  iron)  and  10  grains  of  glycine. 

’Shemin.  D.,  and  Rittenberg,  D.  : The  Utilization  of  Glycine  for  the 
Synthesis  of  Porphyrin.  J.  Biol.  Chem.,  159:567,  1945 


no  coined  names . . . 

specify 


MRT 


literature  and  samples  on  request 


MARVIN  R.  THOMPSON,  Inc. 

Stamford,  Connecticut 


service  to  medicine 
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'The  cause  of  ammonia  dermatitis  is 
ammonia  liberated  by  bacterial  de- 
composition of  urinary  urea.  DIAPENE 
— impregnated  into  the  laundered 
diaper  merely  by  rinsing  — checks  the 
particular  bacillus  which  releases  am- 
monia from  the  baby’s  urine.  DIAPENE, 
therefore,  prevents  and  relieves  diaper 
rash  by  eliminating  the  cause. 


IMPORTANT: — DIAPENE  is  as  basically 
necessary  as  baby  oil,  powder  or  oint- 
ment, because  chafing,  prickly  heat, 
allergy  rashes,  etc.,  are  often  aggra- 
vated by  ammoniacal  urine.  DIAPENE  is 
a prophylactic  MUST  for  every  baby! 

For  prevemion,  medicate  only  “night"  diapers. 
For  treatment,  medicate  all  the  diapers. 
One  tablet  to  2 qts.  water,  a rinse  for  6 diapers. 

Bacteriologically  and  Clinically 
Tested  for  Doctor’s  Use  — 

Copyr.  1947,  H.P.C.  (,„,o 




PA,  1 tSTSS**  — ' • - t.  > y.'j g(B 


Unit  packages  of  20  and  40  tablets. 

Homemakers’  Products  Corporation  hs-9 
380  Second  Avc.,  New  York  10,  N.  Y. 

Please  send  me,  without  cost,  literature  and  sam- 
ples of  DIAPENE  to  eliminate  cause  of  diaper 
rash  ( ammonia  dermatitis) . 


MALPRACTICE  INSURANCE 
PROTECTION* 

for 

INFORMATION,  ADVICE 
or  ASSISTANCE 

rejer  to 

HARRY  F.  WANVIG 
A uthorised  Indemnity  Representative  of 

THB  MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 


70  Pine  Street  New  York  City  5 
Telephone:  Digby  4-7117 

* For  Members  of  the  State  Society  only 


Dr. 

Address 


City Zone State 

I average diaper  rash  cases  weekly. 
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puerperal 

morbidity 

reduced 


Pelvicin 


* 

[penicillin  vaginal  suppositories  ScTienley ] 


In  a recent  controlled  study  l of  1,573  obstetrical  patients,  the  incidence 
of  genital  tract  infections  was  reduced  from  5.3  per  cent  to  2.3  per  cent 
when  penicillin  vaginal  suppositories  were  used.  A decline  of  56.6  per  cent! 

ADDITIONAL  ADVANTAGES:  PELVICINS  (penicillin  vaginal 
suppositories  Schenley)  shorten  the  hospitalization  period;  reduce  nursing 
care  required;  are  completely  painless  and  nonirritating.  These  advantages 
suggest  the  value  of  their  routine  use  in  obstetrical  procedure. 

SIMPLICITY  OF  TECHNIQUE:  Insert  2 PELVICINS  (total,  200,000 
units  of  penicillin)  into  posterior  fornix  of  vagina  with  a sponge  forceps, 
immediately  after  delivery  of  the  placenta. 

SUPPLIED:  Boxes  of  6 and  12  PELVICINS,  100,000  units  each. 

1.  Pierce,  R.  R.:  Am.  J.  Obst.  & Gynec.  vol.  55  (Feb.)  1948. 

-X-Exclueive  trademark.  © Schenley  Laboratories,  Inc. 

Schenley  Laboratories,  Inc* 

Executive  Offices:  350  FIFTH  AVENUE,  New  York  1,  N.  Y. 

PRICE  REDUCTION:  PELVICINS  now  cost  your  patients  one-third  less. 


. 
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Mr.  Micawber  was  only  half- right ! 


Mr.  micawber’s  financial  advice  to  Two  convenient,  automatic  plans  make 
young  David  Copperfield  is  justly  the  systematic  purchase  of  Savings  Bonds 
famous.  both  sure  and  trouble-free: 


Translated  into  United  States  currency, 
it  runs  something  like  this: 

“Annual  income,  two  thousand  dollars ; 
annual  expenditure,  nineteen  hundred 
and  ninety-nine  dollars ; result,  happi- 
ness. Annual  income,  two  thousand  dol- 
lars; annual  expenditure,  two  thousand 
and  one  dollars ; result,  misery.’’ 

But  Mr.  Micawber  was  only  half-right! 

Simply  not  spending  more  than  you  make 
isn’t  enough.  Every  family  must  have  a 
cushion  of  savings  to  fall  back  on . . . and 
to  provide  for  their  future  security. 

U.  S.  Savings  Bonds  offer  one  of  the  best 
ways  imaginable  to  build  savings. 


1.  If  you  work  for  wages  or  salary,  join 
Payroll  Savings — the  only  installment-buy- 
ing plan. 

2.  If  you’re  in  business,  or  a farmer,  or 
in  a profession,  and  the  Payroll  Savings 
Plan  is  not  available  to  you,  then  sign  up 
at  your  bank  for  the  Bond-A-Month  Plan. 

Each  helps  you  build  a nest  egg  of  abso- 
lutely safe,  100%  government-backed  U.  S. 
Savings  Bonds.  And  these  bonds  make  more 
money  for  you  while  you  save.  For  after 
only  ten  years,  they  pay  you  back  $400 
for  every  $300  you  put  in  them. 

Join  the  Plan  you’re  eligible  for  today! 
As  Mr.  Micawber  would  say:  “Result, 
security!” 


AUTOMATIC  SAVING  IS  SURE  SAVING -U.S.  SAVINGS  BONDS 


Contributed  by  this  magazine  in  co-operation  with  the 
Magazine  Publishers  of  America  as  a public  service. 


SECURITY 
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For  Head  Colds , 

Crusts,  Dryness  of  the 
Nose  and  Other 
Nasal  Conditions 

O L I O D I N (2II.O*.) 

(De  Leoton  Nasal  Oil) 

OLIODIN  produces  a mild  hyperemia  with  an  exudate  of 
serum,  loosening  crusts,  relieving  dryness  and  is  soothing  to 
the  nose  and  throat.  Breathing  is  improved. 

Try  OLIODIN  in  connection  with  forms  of  treatment  you 
may  be  using  in  the  nose,  such  as  tamponage,  sprays,  etc.  and 
note  the  improvement. 

For  The  Eyes 

OPHTHALMIC 

Solution  No.  2 

}/2  fl.  oz. — 2 fl.  oz. 

(De  Leoton  Eye  Drops) 

Sol.  Oxycyanide  of  Mercury  with  Zinc  Sulphate,  Zinc  Phenol- 
sulphonate  and  Boric  Acid  in  Distilled  Water. 

USES:  1.  In  Diplo-bacillus  infections. 

2.  Before  and  after  operations. 

3.  In  chronic  catarrhal  conditions  of  elderly  people. 

' 4.  As  a collyrium  (Eye  Wash). 

5.  To  relieve  irritation  caused  by  wind,  dust,  bright 
lights,  etc. 

Write  for  Sampler 

THE  DE  LEOTON  COMPANY 
Box  204,  Capitol  Station  • Albany,  N.  Y. 


APRIL  IS  CANCER  CONTROL  MONTH 


GIVE 

AMERICAN  CANCER  SOCIETY 


NO  TEST  TUBES  • NO  MEASURING 
NO  BOILING 

Diabetics  welcome  “Spot  Tests”  (ready  to 
use  dry  reagents),  because  of  the  ease  and 
simplicity  in  using.  No  test  tubes,  no  boil- 
ing, no  measuring;  just  a little  powder,  a 
little  urine — color  reaction  occurs  at  once  if 
sugar  or  acetone  is  preseent. 

Qalateii 

FOR  DETECTION  OF  SUGAR  IN  THE  URINE 


■Acetone  Tedt 


(DENCO) 


FOR  DETECTION  OF  ACETONE  IN  THE  URINE 

SAME  SIMPLE  TECHNIQUE  FOR  BOTH 


1.  A LITTLE  POWDER 


2.  A LITTLE  URINE 


COLOR  REACTION  IMMEDIATELY 

A carrying  case  containing  one  vial  of 
Acetone  Test  (Denco)  and  one  vial  of 
Galatest  is  now  available.  This  is  very 
convenient  for  the  medical  bag  or  for  the 
diabetic  patient.  The  case  also  contains 
a medical  dropper  and  a Galatest  color 
chart.  This  handy  kit  or  refills  of  Acetone 
Test  (Denco)  and  Galatest  are  obtainable 
at  all  prescription  pharmacies  and  surgi- 
cal supply  houses. 


Accepted  for  advertising  in  the  Journal  of  the  A.M.A. 
WRITE  FOR  DESCRIPTIVE  LITERATURE 


Outstanding  advantages  of 
Acnomel’s  special  new  vehicle . . . 

Acnomel’s  superior  vehicle  embodies  an  entirely 

new  principle  in  topical  acne  therapy.  To  this  vehicle — a stable, 
grease-fr ee,  flesh- tinted  hydrosol — Acnomel  owes  • 
the  following  important  advantages: 


1 

2 

3 

4 

5 

6 


It  is  easy  to  apply  smoothly  and  evenly. 


Upon  application,  it  dries  in  a few  seconds. 


Its  active  ingredients  are  maintained  in 
intimate  and  prolonged  contact  with 
the  affected  areas. 


It  removes  excess  oil  from  the  skin. 


It  is  readily  washed  off  with  water. 


It  is  economical,  since  there  is  no  waste 
during  application. 


Smith,  Kline  & French  Laboratories,  Philadelphia 

Acnomel 

a significant  advance,  clinical  and  cosmetic, 

in  acne  therapy 
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privation  in  older  individuals.  The  method  is  the  routine 
prescription  of  GERILAC  to  supplement  the  diet  of  your 
elderly  patients.  This  will  be  particularly  appreciated  by  those 
with  whom  material  want  goes  "hand  in  glove”  with  advanced  age. 


At  a cost  of  only  19<t  a day,  Gerilac  is  all  the  more 
economical  because  it  does  not  require  mixing  with  milk.  One 
reliquefied  pint  of  Gerilac  provides  M of  the  proteins,  a full 
allowance  of  each  of  the  necessary  vitamins*  and  minerals, 

and  300  calories  in  two  8-ounce  glasses  of  tasty  drink 
With  this  fortified  formula  of  spray  dried  whole  milk  and 
skim  milk,  Gerilac  provides  a specifically  designed 
economical  preparation  for  the  aged. 


\ 


GERILAC 

the  pleasant  complete  nutritional 

supplement  for  the  aged 


V. 


BORDEN'S  PRESCRIPTION  PRODUCTS  DIVISION  350  Madison  Avenue,  New  York  17,  N.  Y. 


* as  recommended  by  the  National  Research  Council 
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CALIGESIC 


analgesic  calamine  ointment 


Symptomatic  relief  is  basic  in  treating 
Rhus  dermatitis.  Contact  therapy  with 
cooling,  soothing  Caligesic  Ointment 
promptly  suppresses  the  well-nigh  in- 
tolerable itching,  helping  to  control 
vesiculation  and  exfoliation  as  well. 

Caligesic  Ointment  is  astringent  as 
well  as  analgesic  and  anesthetic,  protec- 
tive, cool,  soothing  and  greaseless,  quick- 
ly arresting  the  desire  to  scratch,  and 


minimizing  the  danger  of  infection. 

Primary  indications:  ivy  and  oak  poi- 
soning, sunburn,  pruritus;  also  summer 
prurigo,  hives,  insect  bites  and  other 
minor  skin  irritations. 

Each  100  Gm.  of  Caligesic  Ointment 
contains:  Calamine , 8.00  Gm.;  Benzo- 
caine,  3.00  Gm.;  Hexylated  Metacresol, 
0.05  Gm.  Supplied  in  Wz  and  4-ounce 
tubes.  Sharp  & Dohme,  Phila.  1,  Pa. 
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Editorials 


A Task  for  Today 


A correspondent  writes,  relative  to  the 
medical  rehabilitation  work  now  going  on: 
“In  the  fall  of  1917,  a captain  of  my  acquain- 
tance, in  the  Royal  Army  Medical  Corps, 
seemed  in  perfect  physical  condition,  but 
his  hair  and  mustache  were  white.  When  I 
inquired  how  such  an  old  man  happened  to 
be  on  active  service  in  France,  I was  told 
that  his  brother  had  embezzled  and  lost  all 
his  money,  and  that,  perforce,  the  captain 
had  emerged  from  retirement  and  joined  the 
Army.  When  I came  to  know  him  better  I 
one  day  ventured  to  condole  with  him  on  the 
subject  of  his  misfortune.  I shall  never  for- 
get the  flash  in  his  eye  as  he  glared  down  his 
nose  at  me. 

“ ‘Hard  luck?  On  the  contrary,  most 
stimulating.’ 

“It  was  my  first  encounter  with  the  doc- 
trine that  it  is  not  what  you  have  lost,  but 
what  you  have  left,  that  counts.” 

The  temerity  of  anyone  who  dares  to  strike 
a note  of  optimism  in  this  pessimistic  era  is 
noteworthy.  Yet  it  undoubtedly  happens  at 
times  that  good  cometh  out  of  bad.  What  we 
have  in  mind  is  the  present  day  attitude  to- 
ward the  crippled,  the  handicapped,  and 


those  generally  regarded,  until  a short  time 
ago,  as  unemployable. 

Attention  has  been  focused  on  the  handi- 
capped through  the  medium  of  the  war 
casualty  amputees.  An  incalculable  service 
to  the  cause  of  rehabilitation  was  rendered 
recently  by  a man  who  had  lost  both  arms. 
He  appeared  in  a motion  picture.  Audiences 
the  country  over  watched  him  in  silent  fasci- 
nation as  he  reached  into  his  pocket,  took  o 
cigaret  from  a package,  tore  a match  from  a 
packet,  struck  it,  and  lit  the  cigaret. 

The  moral  of  the  spectacle  is  that  he  had 
attained  his  skill  to  please  himself.  He 
didn’t  do  it  for  applause.  He  didn’t  do  it  for 
money.  He  did  it  because  he,  himself,  recog- 
nized that  he  was  confronted  with  an  over- 
whelming handicap.  If  he  didn’t  overcome 
it,  he  would  be,  for  the  rest  of  his  life,  de- 
pendent upon  others.  If  he  did  overcome  it, 
he  would  be,  for  the  rest  of  his  life,  the  re- 
cipient of  applause.  Instead  of  “Why 
didn’t  you  do  better?”  his  ears  will  always 
hear  “Isn't  it  wonderful  that  you  can  do  it 
at  all?”  Many  of  us  may  well  find  it  in  our 
hearts  to  envy  him. 

Coming  down  to  the  less  spectacular,  the 
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war  also  created  a labor  shortage.  Em- 
ployers became  more  tolerant  of  the  qualifi- 
cations of  those  seeking  work.  They  found 
that  all  varieties  of  the  handicapped  could 
be  employed  in  one  capacity  or  another— 
provided  they  wanted  to  work. 

We  do  not  subscribe  to  the  doctrine  that 
every  human  being  wants  to  work.  Experi- 
ences with  the  beneficiaries  of  the  Work- 
men’s Compensation  Law  seem  to  show  this, 
perhaps  regrettably,  by  the  celerity  with 
which  some  injured  working  people  will 
adapt  themselves  to  living  on  a comparative 
pittance  paid  them  weekly  for  the  privilege 
of  staying  sick. 

But  the  average  compensation  case  is  not 
necessarily  comparable  to  that  of  the  unem- 
ployable person.  The  latter  is  tired  of  sit- 
ting around,  tired  of  being  a dependent, 
tired  of  saying,  “Thank  you.”  He  is  a per- 
son confronted  with  a handicap  and  chal- 
lenged by  it  to  prove  himself  a man.  If  he 
gets  a job,  he  does  not  keep  it  because  he  is 
grateful  to  his  broad-minded,  charitable, 
humane  employer.  He  keeps  his  job  to  prove 
to  himself  his  manhood.  He  exercises  care 
over  the  ordinary  things  that  the  normal  man 
neglects.  He  is  not  late.  He  is  not  absent. 
He  realizes  that,  no  matter  of  what  he  has 
been  deprived,  his  remaining  abilities  have 
been  thereby  sharpened.  He  pays  unremit- 
ting attention  to  his  job  because  he  is  paid 
for  it,  and  that  fact  stimulates  his  pride.  He 
knows  he  can  compete  on  equal  terms  with 
so-called  normal  men  and  women,  provided 
his  employer  has  found  him  a job  for  which 
he  is  fitted. 

From  these  general  statements  we  descend 
to  statistics:1 

Disabled 

More  efficient  than  the  able-bod- 


ied  7 % 

As  efficient 87.2% 

Less  efficient 5 % 

Disabled;  absent: 

Less  than  the  able-bodied 49  % 


1 Department  of  Labor,  Bureau  of  Labor  Statistics,  "Im- 
paired Workers  in  Industry."  Monthly  Labor  Review  (Oct.) 
1944. 


As  often 

. ..  43.8% 

More  often 

...  7.2% 

Disabled;  injured: 

Less  than  the  able-bodied .... 

...  51.1% 

As  frequently 

. ..  37.7% 

More  frequently 

...  11.2% 

Possibly  this  country  needs,  more  than  l 
anything  else  today,  a lively  sense  of  com- 
munity solidarity.  Are  we  to  have  war 
again?  Is  the  atom  bomb  to  fall  somewhere? 
There  is  little  that  the  average  man  can  do 
about  that.  But  in  the  days,  months,  or 
years  that  remain  to  us  as  a span  of  time 
worth  living  there  is  a great  deal  we  can  do. 

The  doctor  can  be  mindful  of  his  obliga- 
tion to  treat  the  whole  patient.  He  will  not  { 
wash  his  hands  of  his  responsibilities  toward  s 
him  the  day  he  leaves  the  hospital. 

Labor  unions  and  employers  can  work  to-  ■ 
gether  toward  the  goal  of  full  employment, 
to  their  mutual  benefit,  and  insurance  com- 
panies can  be  persuaded  to  insure  the  handi- 
capped. 

Our  Woman’s  Auxiliary,  and  every  wom- 
en’s organization  in  every  tow  in  the 
State,  with  their  facilities  for  intimate 
knowledge  of  community  conditions  (call  it  t 
gossip,  if  you  like)  could  find  where  needs  l 
exist,  and  ferret  out  means  for  meeting  them.  ? 
Taxpayers  will  be  relieved  of  a heavy  obliga-  0 
tion,  and  the  morale  of  the  community  will 
rise.  This  is  certainly  an  activity  to  counter 
the  effects  of  too  much  reading  of  the  news- 
papers and  too  frequent  listening  to  radios 
blaring  of  a possible  world  catastrophe  to 
come. 

So  far,  there  are  few  rehabilitation  cen- 
ters in  this  State,  that  at  New  York  Univer- 
sity and  Bellevue  Hospital  being  the  most 
active.  Others  are  sure  to  come;  however, 
far  more  important  than  buildings  is  the 
implantation  and  encouragement  of  the  idea 
of  rehabilitation  in  every  community  in  New 
York  State. 

Editor’s  Note:  The  following  references  will  serve  as 

useful  guides  for  those  interested: 

Rehabilitation.  'New  York  University,  Washington  - 
Square  3,  New  York  City. 

New  York  Times  Magazine  (Jan.  27)  1946. 

Ibid.  (May  12)  1946. 

Ibid.  (June  23)  1946. 

Editorial,  New  York  Times  (Feb.  20)  1948. 
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A Valuable 

We  are  in  receipt  of  a communication  of 
considerable  merit  from  a valued  corre- 
spondent which  we  take  the  liberty  of  quoting 
nearly  in  full : 

I wish  to  call  your  attention  to  a situation 
which  has  given  me  considerable  anxiety,  namely, 
your  reference  to  “Organized  Medicine.”  As  a 
doctor  interested  in  my  profession,  I understand 
the  genesis  of  that  term  and  what  it  wishes  to 
convey.  However,  it  is  a term  that  is  quite 
ambiguous  and  potentially  may  be  harmful  for  the 
profession  from  a sociologic  viewpoint.  Some  of 
my  friends  who  are  professional  people  and 
successful  businessmen,  interested  in  the  social 
aspects  of  medicine,  have  spoken  to  me  about  it. 
They  pointed  out  the  fact  that  engineers  refer  to 
the  engineering  profession,  lawyers  refer  to  the 
1 legal  profession,  and  teachers  to  the  teaching 

I profession,  whenever  they  discuss  their  profession 
as  such. 

However,  doctors  speak  of  “Organized  Medi- 
cine” when  they  wish  to  refer  to  the  medical 
\ profession.  It  conveys  at  times  a meaning  far 
from  what  it  is  intended  to  be.  The  lay  person 
thinks  of  the  expression  “organized”  as  an  organ- 
ization for  the  purpose  of  furthering  the  interests, 
generally  economic,  of  the  members  of  a particular 
organization,  as  a labor  union,  etc.  They  there- 
! fore  associate  the  expression  “Organized  Medi- 
cine” as  consisting  of  doctors  primarily  organized 
for  the  purpose  of  furthering  their  own  personal 
and  economic  conditions,  and  they,  therefore, 
react  to  that  expression  with  hostility,  conscious 
or  unconscious.  Wouldn’t  it  be  advisable  here- 


Suggestion 

after  to  change  the  term  “Organized  Medicine” 
to  “Medical  Profession”? 

We  think  this  suggestion  so  valuable,  as  a 
means  of  improving  public  understanding, 
that  in  the  future  no  use  will  be  made  of  the 
term  “Organized  Medicine”  in  our  editorial 
columns.  We  urge  that  others  who  agree 
with  us  adopt  the  term  “Medical  Profession” 
as  standard  usage. 

We  also  offer  the  suggestion  that  editorial 
writers  and  speakers  on  medical  subjects 
discard  other  terms  which  in  our  opinion  do 
not  convey,  at  least  in  modern  times,  an 
accurate  impression.  One  hears  doctors 
speaking  of  the  public  as  “the  laity.”  This 
is  a holdover  from  a time  when  medicine  was 
practiced  by  ecclesiastic  practitioners  and  at 
that  time  could  properly  be  used.  However, 
in  these  days  the  expression  is  inaccurate  and 
by  implication  attributes  to  the  medical 
profession  a status  which  it  no  longer  occu- 
pies, except  perhaps  in  a few  instances. 

Many  more  archaic  expressions  could  be 
found,  with  some  research,  without  which 
medical  writers  and  speakers  would  be  no 
whit  hampered  in  writing  or  speaking  and 
which  they  use  rather  thoughtlessly  with 
little  regard  to  the  accuracy  of  the  meaning 
in  modern  times.  However,  we  content  our- 
selves with  these  two,  believing  that  if  we 
can  accomplish  that  much,  something  will 
have  been  done. 


Current  Editorial  Comment 


Exploitation. — More  doctors  smoke .... 

cigarets  than  any  other  brand 

The  soap  preferred  by  leading  derma- 
tologists is 

And  in  such  vein  the  radio  commercials 
day  after  day  carry  on  their  hullabaloo. 
J.T.W.,  writing  in  The  Saturday  Review  of 
Literature,  blasts  editorially  against  what 
he  terms  “The  calculated  exploitation  of  an 
entire  profession.”1  His  point  is  well  taken 
as  the  excerpt  below  indicates: 

“Most  doctors,”  the  radio  blares,  trying  to 
sell  something  or  other  (and  the  radio  isn’t 
peddling  stethoscopes);  “seven  out  of  ten 


1 (Deo.  28)  1046,  p.  20. 


Hollywood  stars”  drink  or  smoke  or  wash  their 
faces  with  such-and-such;  “your  dentist  uses 
whatnot”  (we  asked  ours,  and  he  didn’t). 
When  is  most?  Seven  out  of  ten  is  a clear-cut 
ratio,  but  how  many  tens  were  consulted,  and 
who  determines  what  a Hollywood  star  is? 
Don’t  doctors  ever  raise  a voice  in  protest 
against  the  calculated  exploitation  of  an  entire 
profession?  Are  they  always  going  to  take  it, 
like  their  patients,  lying  down? 

The  editorial  was  written  some  time  ago. 
But  protest  as  far  as  we  know  has  been 
lacking  or  is  at  best  extremely  faint.  The 
“calculated  exploitation”  continues,  as 
anyone  can  verify  by  listening.  We  urge 
our  membership  to  inform  themselves  of  the 
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extent  to  which  this  is  being  done  by  listen- 
ing to  the  various  programs. 

The  medical  profession  has  something — - 
the  confidence  of  the  people.  This  has  been 
acquired  over  long  years  by  the  mainte- 
nance of  high  standards  of  education  and 
practice,  based  on  sound  scientific  research. 
Subtly,  that  confidence  is  being  commer- 
cially exploited  and  probably  always  will  be 
to  some  degree.  The  extent  to  which  it  is 
exploited  is  possibly  a rough  measure  of  the 
esteem  in  which  the  medical  profession  is 
held  by  the  public,  or  the  radio  sponsor’s 
estimate  of  that  esteem,  and  in  a sense  com- 
plimentary. Maybe  this  would  account  for 
the  lack  of  protest. 

J.T.W.  also  excoriates  the  loose  use  of 
vague  authorities:  “people say,”  “Washing- 
ton seems  to  believe,”  “It  is  considered 
significant”;  also  the  person  who,  when  in- 
terviewed, many  times  “yielded  to  the 
glorious  opportunity  to  become  a spokes- 
man, an  interpreter,  a know-it-all,  and  had 

the  complete,  pat  answer Invariably, 

of  course,  he  simply  told  what  he  thought.” 
He  warns  further  against  the  speaker  who 
has  the  effrontery  “to  think  for  his  audi- 
ences—‘I  know  that  most  of  my  listeners 
will  agree  with  me,’  or  ‘The  American 
business  man  appreciates  too  well,’  ” for 
examples. 

There  may  be  nothing  particularly  insidious 
in  all  this.  And  again  there  may  be.  The  aver- 
age intelligent  listener  or  reader,  one  hopes  (or 
do  we  statistically  presume?),  is  capable  of  dis- 
counting, and  does  discount;  at  least  the  more 
flagrant  numerical  attributions  and  generaliza- 
tions are  the  product  of  sheer  laziness,  as  much 
physical  as  intellectual.  It  is  so  much  easier  to 
write  a think-piece,  so  much  simpler  to  inter- 
pret “local  opinion,”  or  to  lean  back  on  dat  ole 
debbil  Consensus,  without  putting  oneself  to  all 
the  hard  work  of  rounding  up  substantial  and 
provable  facts.  The  handout  is  partly  (propor- 
tion undetermined)  to  blame.  Time  was  when 
a reporter  had  to  use  his  feet  as  well  as  his  head ; 
too  often  today  the  mimeograph  machine  makes 
it  unnecessary  for  him  to  overexert  either  end. 

Everyone  has  a right  to  his  own  opinions — 
and  a right  to  no  one  else’s 


Pelvic  Cancer.  Attention  may  well  be 
drawn  to  a stimulating  and  informative 
article  by  Dr.  Norman  F.  Miller  on  this 
subject  which  appeared  in  a recent  issue 


of  the  Journal  of  the  American  Medical 
Association A In  plain  and  simple  language 
he  shows  that  the  pessimistic  attitude  to- 
ward cancer,  both  by  physicians  and  the 
general  public,  is  quite  unjustified.  Unfor- 
tunately, most  cancers  are  first  seen  in  an 
advanced  stage  when  the  question  of 
“cure”  naturally  is  problematical.  It  is 
useless  to  wait  for  a new  “cure”;  to  do  so 
is  faulty  reasoning  and,  as  Miller  well 
states,  is  one  key  to  the  present  difficulty. 
Much  can  be  done  with  the  diagnostic  and 
therapeutic  tools  now  at  hand,  although 
thus  far  these  are  largely  limited  to  surgery 
and  irradiation.  Prevention  and  early 
treatment  must  remain  the  keystone  of  the 
arch  for  handling  the  problem. 

Undoubtedly  there  is  a great  waste  of 
time  involved,  for  patients  are  either  un- 
aware of  or  inattentive  to  early  symptoms, 
or  the  doctor  fails  to  pay  attention  to  com- 
plaints that  are  often  indefinite.  It  would 
be  desirable  if  careful  periodic  examinations 
of  all  women  could  be  developed,  women 
especially  of  forty  and  over,  for  women  con- 
stitute the  largest  quota  of  susceptible  in- 
dividuals. Moreover,  periodic  examina- 
tions may  be  necessary  twice,  rather  than 
once,  a year.  These  need  not  be  expensive 
or  time  consuming,  but  proper  qualifica- 
tions of  the  examiner  are  essential,  and  the 
methods  are  readily  and  easily  acquired. 
As  the  author  quotes  in  his  article,  “ healthy 
patients* *  are  frequently  embarrassed,  dis- 
couraged, and  commonly  dissatisfied  by 
the  unresponsive  attitude  manifested  by  the 
physician.”  We  might  interpolate  here 
that  this  is  what  often  drives  them  to  public 
detection  clinics — and  there  they  are  lost 
as  private  patients.  However,  the  propa- 
ganda, both  good  and  bad,  has  resulted  in 
a cancer  awareness  on  the  part  of  the  public 
which  must  be  met  and  satisfied.  The 
general  practitioner,  according  to  Dr. 
Miller,  plays  the  key  role,  and  with  this 
we  agree.  The  problem  is  not  insurmount- 
able, but  it  is  important  enough  to  present 
a vast  challenge  to  the  medical  profession. 

The  Council  Committee  on  Health  and 
Education,  through  its  Subcommittee  on 
Cancer,  has  afforded  opportunity  for  physi- 
cians to  make  themselves  acquainted  with 
the  means  for  obtaining  the  necessary  in- 
formation about  cancer  activities.  Let  it 
be  consulted  when  needed. 


1 Vol.  136.  No.  3 (Jan.  17)  1048 

* Apparently  healthy? — Ed. 
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PENICILLIN  TREATMENT  OF  EARLY  CONGENITAL  SYPHILIS 

Dabney  Moon-Adams,  M.D.,  and  Charlotte  Marker,  M.D.,  New  York  City 

(From  the  Department  of  Pediatrics,  New  York  University,  and  the  Children’s  Medical  Service,  Bellevue 

Hospital) 


OYER  A period  of  four  years,  from  1943  to 
1947,  69  cases  of  infantile  congenital 
syphilis  were  treated  with  penicillin  on  the  pediat- 
ric service  of  Bellevue  Hospital.  Of  this  num- 
ber, 26  were  infants  of  less  than  three  months,  18 
were  between  three  months  and  six  months  old, 
10  were  between  six  months  and  one  year,  and  15 
were  between  one  and  three  years  of  age.  Chil- 
dren over  three  years  of  age  are  omitted  from  this 
study,  as  the  follow-up  period  was  considered  too 
short  to  evaluate  their  serologic  response. 

In  the  case  of  young  infants  less  than  four 
months  of  age,  the  diagnosis  of  syphilis  was  not 
based  on  positive  serology  alone  but  was  con- 
firmed by  definite  roentgenologic  evidence  of 
syphilitic  involvement  of  the  long  bones  or 
clinical  evidence  of  syphilis,  thus  excluding  non- 
syphilitic patients  whose  positive  serology  repre- 
sented the  reagin  in  the  mother’s  blood. 

Clinical  Findings 

Table  1 shows  the  clinical  manifestations  of 
syphilis  on  admission.  The  roentgenologic  find- 
ings of  “advanced”  changes  in  the  long  bones 
consisted  of  marked  areas  of  destruction  of  the 
shaft  and  marked  periostitis;  “moderate” 
changes  consisted  of  periostitis  and  areas  of  rare- 
faction in  the  shaft;  and  “slight”  changes  com- 
prised only  widening  of  the  epiphyseal  line  and 
distinct  periostitis.  Lymphadenopathy  in  the 
axillary,  epitrochlear,  or  posterior  cervical  regions 
was  considered  evidence  of  syphilis  when  no 
other  cause  for  glandular  enlargement  could  be 
ascertained.  Enlargement  of  inguinal  or  anterior 
cervical  glands  alone  was  not  considered  evidence 
of  syphilis.  Dark  field  examinations  from  the 
cutaneous  lesions  were  positive  in  seven  cases. 

In  the  26  infants  less  than  three  months  of  age, 
the  most  frequent  findings  were  syphilitic  involve- 
ment of  the  long  bones,  present  in  78  per  cent, 
mucocutaneous  lesions  in  50  per  cent,  snuffles  in 
30.8  per  cent,  anemia  in  30.8  per  cent,  edema  in 
26.5  per  cent,  enlarged  liver  in  19  per  cent,  aden- 
opathy in  15  per  cent,  prematurity  in  15  per  cent, 
pseudoparalysis  in  11  per  cent,  and  bloody  diar- 
rhea in  11  per  cent.  Twenty-six  and  five-tenths 


TABLE  1. — Clinical  Manifestations  of  Syphilis 


Manifestations 

Under 

3 to  6 

6 Months 

1 to  3 

of  Syphilis 

3 Months 

Months 

to  1 Year 

Years 

Positive  serology 

only 

i 

2 

5 

Mucocutaneous  le- 

13 

9 

4 

3 

sions 

Snuffles 

8 

11 

Osseous  lesions 

.Moderate 

* 

4 

Advanced 

18* 

6 

3 

Pseudoparalysis 

3 

2 

Dactylitis 

1 

2 

Prematurity 

4 

Anemia 

8 

13 

8 

6 

Edema 

All  extremities 

2 

Scrotum 

3 

1 

Eyelids 

1 

Soles 

1. 

Lymphadenopathy 

4 

4 

6 

Enlarged  liver 

5 

5 

6 

1 

Palpable  spleen 

7 

7 

6 

1 

.Jaundice 

2 

1 

Bloody  stools 

3 

1 

Involvement  of 

finger  nails 

1 

Alopecia  eyebrows 

and  scalp 

2 

Central  nervous 

system 

Serologic 

6 

1 

Serologic  and 

clinical 

1 

Total  number  of 

cases  in  each  age 

group 

26 

18 

10 

13 

* In  two  cases  roentgenograms  were  not  taken. 


per  cent  of  this  age  group  had  evidence  of  syph- 
ilitic involvement  of  the  central  nervous  system. 
Of  the  latter,  only  one  case  had  clinical  signs  of 
central  nervous  system  involvement. 

In  the  second  age  group  of  18  infants  between 
the  ages  of  three  and  six  months,  the  most  fre- 
quent clinical  findings  were  anemia,  present  in 
72  per  cent,  snuffles  in  61  per  cent,  involvement  of 
the  long  bones  in  55  per  cent,  mucocutaneous 
lesions  in  50  per  cent,  enlarged  spleen  in  38.8  per 
cent,  enlarged  liver  in  27.8  per  cent,  and  lymphade- 
nopathy in  22  per  cent.  One  infant  had  a 
positive  spinal  fluid  Wassermann  without  clinical 
evidence  of  central  nervous  system  involvement. 
One  presented  no  clinical  evidence  of  syphilis  and 
the  diagnosis  was  made  on  rising  positive  serologic 
titer. 

In  10  infants  of  the  age  group  between  six 
months  and  one  year,  anemia  was  the  most  fre- 
quent finding  being  present  in  80  per  cent  of  the 
cases.  Lymphadenopathy,  enlargement  of  the 
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liver,  and  enlargement  of  the  spleen  occurred  in 
60  per  cent  of  the  cases.  Mucocutaneous  lesions 
were  present  in  40  per  cent  and  involvement  of  the 
long  bones  in  30  per  cent.  Two  cases,  20  per 
cent  of  the  total,  were  diagnosed  on  persistent 
positive  serology  of  high  titer. 

In  the  group  of  15  children  between  one  and 
three  years  of  age,  26.6  per  cent  of  the  cases  pre- 
sented no  clinical  evidence  of  syphilis  and  were 
diagnosed  by  positive  serology  and  history. 
Anemia  was  present  in  40  per  cent  of  the  cases  and 
mucocutaneous  lesions  in  20  per  cent.  Of  the 
latter,  one  case  was  a mucocutaneous  relapse 
following  treatment  with  arsenicals  and  bismuth. 
There  was  one  case  of  enlarged  spleen  and  one  of 
enlarged  liver.  None  presented  central  nervous 
system  involvement. 

In  Table  2,  the  treatment  of  the  mother  prior 
to  and  during  pregnancy  is  summarized  in  re- 
lation to  the  clinical  evidence  of  syphilis  in  the 
offspring.  Penicillin  has  proved  to  be  the  most 
effective  drug  in  the  prevention  of  congenital 
syphilis.  In  the  report  of  Speiser  et  al.,  for  ex- 
ample, on  a series  of  250  cases  of  women  treated 
with  1,200,000  to  4,000,000  units  of  penicillin 
prior  to  or  during  pregnancy,  there  were  only  four 
syphilitic  offspring  (1.5  per  cent),  all  from  the 
group  treated  with  1,200,000  units.1  Neverthe- 
less, it  is  interesting  to  note  that,  in  our  series, 
36.3  per  cent  of  the  mothers  had  received  some 
form  of  prenatal  treatment,  and,  in  27  per  cent 
of  these,  penicillin  was  the  drug  used. 


TABLE  2.— Prenatal  Treatment  of  Mothers  of  Syphi- 
litic Infants 


No.  of 

Evidence  of  Syphilis 

in  Offspring — — - 

Positive 

Serology  Clinical 

Type  of  Treatment 

Cases 

Only 

Evidence 

Prior  to  pregnancy 

Penicillin  1,200,000  units 

1 

i 

Arsenic  and  heavy  metal 

4 

1 

3 

During  pregnancy 
Penicillin 

4,000,000  units 

1 

1 

1,200,000  units 

3 

3 

* 800,000  units 

1 

1 

**  Penicillin  and  arsenic 

1 

1 

Arsenic  and  heavy  metal 

1st  through  3rd  trimester 

2 

2 

2nd  and  3rd  trimester 

2 

2 

3rd  trimester 

11 

1 

10 

Treatment  status  unknown 

6 

2 

4 

Untreated 

37 

4 

33 

Total 

69 

8 

61 

* Delivered  before  completion  of  therapy. 
**  Dosage  of  penicillin  not  known. 


Treatment 

An  aqueous  solution  of  penicillin  was  admin- 
istered intramuscularly  at  intervals  of  three  hours. 
The  total  dosage,  duration  of  treatment,  and 
schedule  of  administration  varied  widely  in  the 
cases  treated  during  the  first  year  of  the  study. 
For  newborn  infants  the  dosage  ranged  from  a 
minimum  of  60,000  units,  given  over  a tliree-day 


period,  to  1,000,000  units,  given  over  a ten-day 
period.  Most  of  the  infants  under  three  months 
of  age  treated  during  the  first  year  of  the  study 
received  a total  dosage  of  400,000  units;  those 
from  three  to  six  months  600,000  units;  those 
from  six  months  to  one  year  800,000  units,  ad- 
ministered in  eight  and  one-half  days.  For  the 
infants  treated  during  the  latter  period  of  the 
study,  representing  the  majority  of  the  treated 
cases,  the  dosage  was  based  upon  weight  (Table 
3),  100,000  units  per  Kg.  of  body  weight  being 
given.  The  method  of  administration  was  also 
changed  so  that  the  dosage  was  graduated;  200 
units  per  Kg.  were  administered  every  three  hours 
the  first  day;  400  units  per  Kg.  the  second  and 
third  days ; and  800  units  per  Kg.  the  fourth  and 
fifth  days.  The  amount  then  remaining  was 
given  in  equal  doses  every  three  hours,  from  the 
sixth  to  the  fifteenth  day.  No  antisyphilitic 
treatment  other  than  penicillin  was  administered. 

Two  children,  included  in  this  series,  had  re- 
ceived previous  treatment.  One,  aged  fourteen 
months,  had  been  previously  treated  with  arsenic 
and  bismuth  and  presented  a clinical  relapse  with 
dark-field  positive  cutaneous  lesions.  The  other, 
aged  ten  months,  had  received  irregular  and  in- 
adequate treatment  with  bismuth,  prior  to  peni- 
cillin therapy.  Two  other  infants,  one  three 
months  of  age,  with  bloody  stools  and  an  en- 
larged liver,  and  one  with  bloody  stools  and 
jaundice,  died  so  shortly  after  penicillin  therapy 
was  started  that  they  are  not  included  in  this 
study. 

In  addition  to  penicillin,  the  babies  received 
supportive  treatment  of  every  type  indicated,  in- 
cluding transfusions.  Records  were  kept  of  the 
reactions  to  treatment,  differentiated  from  inter- 
current infections  developing  during  the  period  of 
hospitalization. 

Results 

In  Table  3,  the  serologic  response  to  treatment 
is  tabulated  for  48  cases  adequately  followed. 
Twenty-five  (52  per  cent)  were  girls,  twenty-eight 
(48  per  cent),  boys.  Eleven  additional  cases  were 
followed  inadequately,  and  no  definite  conclusions 
could  be  drawn  as  to  the  serologic  results.  All 
patients  in  the  latter  group,  however,  showed 
a consistent  drop  in  titer  while  under  observation. 
Ten  children  failed  to  return  to  the  clinic  after 
hospital  discharge. 

In  cases  listed  as  showing  a “marked  drop”  in 
titer  (Table  3),  the  Wassermann  reaction  was 
negative  or  one  plus,  and  the  reaction  to  the  pre- 
cipitation test  was  a weak  positive  at  the  time  of 
their  last  clinical  check-up. 

It  should  be  noted  when  interpreting  the  results 
of  treatment  that  the  penicillin  used  during  the 
course  of  this  study  probably  varied  considerably 
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TABLE  3. — Results  of  Treatment 


Complete  Serologic 
Reversal • 


Marked  Drop  in 
Titer  Serologic 
Tests 


Dosage  in  Units  per 

Duration  of 

Months  After 
reatment 

< 

Ja 

a +? 
o c 

~ 6 
CO  *-> 

O S 

to  15  Months 
fter  Treatment 

Months  After 
reatment 

to  6 Months 
[ter  Treatment 

to  15  Months 
[ter  Treatment 

rologic  Failures 
eaths 

umber  of  Cases 
dlowed 

Age  Group 

Kg.  Body  Weight 

Treatment 

ccH 

coH 

CO  < 

eoH 

CO 

o ^ 

cgQ 

Under  3 months 

Less  than  50,000 

2 to  7 days 

i 

1 

i 

3 

50,000  to  100,000 

4 to  10  days 

2 

i 

1 

4 

100,000  or  more 

7 to  15  days 

5 

3 

4 

3 

1 

3 

10 

3 to  6 months 

Less  than  50,000 

2 to  7 days 

2 

2 

50,000  to  100,000 

7 to  8 days 

1 

1 

100,000  or  more 

8 to  15  days 

1 

1 

6 

2 

10 

6 months  to  1 year 

Less  than  50,000 

50,000  to  100,000 

7 days 

1 

i 

100,000  or  more 

8 to  15  days 

1 

1 to  3 years 

Less  than  50,000 

3 to  7 days 

1 

1 

2 

4 

50,000  to  100,000 

7 to  10  days 

1 

1 

2 

100,000  or  more 

15  days 

•• 

1 

i 

with  respect  to 

such  factors  as 

potency  and 

followed. 

Of 

four  children 

who 

received  le 

purity.2 

Of  the  26  infants  under  three  months  of  age, 
three  received  less  than  50,000  units  of  penicillin 
per  Kg.  of  body  weight.  Two  of  these  had  com- 
plete serologic  reversals,  and  one  died  during  treat- 
ment. Four  who  received  between  50,000  and 

100,000  units  per  Kg.  of  body  weight  had  com- 
plete serologic  reversals.  Of  19  who  received 

100,000  units  or  more  per  Kg.  of  body  weight,  12 
had  complete  serologic  reversals,  four  had  nega- 
tive Wassermann  tests  and  only  slightly  positive 
reactions  to  precipitation  tests,  one  was  a sero- 
logic failure,  and  two  died.  Of  the  total  for  this 
age  group,  with  marked  variation  in  dosage  of 
penicillin,  84.6  per  cent  showed  complete  serologic 
reversal  or  marked  drop  in  serologic  titer;  11.5 
per  cent  died  during  or  after  treatment,  and  one, 
or  3 per  cent,  was  a serologic  failure. 

In  the  second  age  group,  from  three  to  six 
months,  13  were  followed  adequately.  Of  two 
infants  who  received  less  than  50,000  units  of 
penicillin  per  Kg.  of  body  weight,  one  was  a sero- 
logic failure,  and  one  died  during  treatment. 
One  patient  received  between  50,000  and  100,000 
units  of  penicillin  per  Kg.  of  body  weight  with 
complete  serologic  reversal.  Ten  received  100,- 
000  units  or  more  per  Kg.  of  body  weight  and 
showed  complete  serologic  reversals  or  marked 
drop  in  titer.  Thus,  complete  serologic  reversal 
or  marked  drop  in  titer  was  obtained  in  84.6  per 
cent  of  the  cases.  Seven  and  seven-tenths  per 
cent  died,  and  7.7  percent  were  serologic  failures. 

Of  the  infants  between  six  months  and  one 
year  of  age,  only  two  cases  were  adequately  fol- 
lowed. One  received  between  50,000  and  100,- 
000  units  per  Kg.  of  body  weight  and  one,  100,- 
000  units.  Both  showed  complete  serologic  re- 
versal . 

In  theone-to  tluee-year  group,  seven  cases  were 


than  50,000  units  per  Kg.  of  body  weight,  one 
showed  complete  serologic  reversal  and  one  a 
marked  drop  in  titer.  Two  were  failures.  Of 
two  who  received  from  50,000  to  100,000  units 
per  Kg.  of  body  weight,  one  showed  a marked 
drop  in  titer,  and  one  was  a failure.  One  who  re- 
ceived 100,000  units  per  Kg.  of  body  weight 
showed  a marked  drop  in  titer.  Of  these  seven 
children,  57  per  cent  showed  satisfactory  serologic 
response  to  treatment,  and  43  per  cent  were  fail- 
ures. 

Excluding  the  infants  who  died  during  or 
shortly  after  therapy,  the  highest  percentage  of 
failures  occurred  in  children  between  one  and 
three  years  of  age  and  in  those  receiving  less  than 

50,000  units  of  penicillin  per  Kg.  of  body  weight. 
Of  those  children  who  received  less  than  50,000 
units  per  Kg.,  satisfactory  results  were  obtained 
in  four  cases  (57  per  cent)  and  failures  in  3 
(43  per  cent).  In  the  50,000  to  100,000  group, 
seven  cases  (87  per  cent)  obtained  satisfactory  re- 
sults, and  one  case  was  a failure.  Twenty-eight 
children  (96  per  cent)  who  received  100,000  units 
per  Kg.  or  more  were  successfully  treated,  whereas 
one  was  a failure. 

For  the  total  group,  with  all  treatment  sched- 
ules included,  satisfactory  results  occurred  in 
81  per  cent,  serologic  failures  in  10  per  cent,  and 
deaths  in  9 per  cent.  Of  those  children  who  be- 
came seronegative,  the  average  time  for  complete 
serologic  reversal  was  seven  and  one-tenth  months 
after  penicillin  therapy. 

In  the  series  of  252  cases,  reported  by  Platou 
et  al.,  the  results  were  similar.3  Their  findings, 
for  all  treatment  schedules  combined,  showed  a 
satisfactory  outcome  in  74  per  cent,  unsatisfac- 
tory in  9 per  cent,  and  uncertain  in  18  per  cent. 

Among  the  nine  cases  listed  in  Table  3 as  sero- 
logic failures  or  deaths,  one  infant  of  two  months 
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who  had  received  100,000  units  of  penicillin  per 
Kg.  of  body  weight  showed  a moderate  drop  in 
serologic  titer  followed  by  a rise  to  a strongly  posi- 
tive reaction,  which  persisted  fifteen  months  after 
completion  of  treatment.  His  spinal  fluid  Was- 
sermann  was  positive  on  admission,  but  he  pre- 
sented no  clinical  evidence  of  central  nervous 
system  involvement.  A failure  in  the  older 
group  is  represented  by  a three-year-old  patient 
who  was  given  1,200,000  units  for  a period  of 
seven  and  a half  days.  His  serology  showed  a 
drop  in  titer  three  months  after  treatment,  fol- 
lowed by  a rise  and  a persistently  strong  positive 
reaction  eighteen  months  after  treatment.  The 
remaining  three  failures  were  children  whose 
dosage  was  extremely  low.  One  received  only 
9,500  units  per  Kg.  of  body  weight,  the  second 

12.000  units,  and  the  third  30,000  units  per  Kg.  of 
body  weight. 

The  child  who  received  9,200  units  per  Kg.  in- 
itially, presented  an  interesting  problem.  After 
this  course  of  therapy  at  the  age  of  four  months, 
her  titer  remained  persistently  high . Five  months 
later,  she  was  retreated  with  80,000  units  per  Kg. 
Since  her  serology  continued  essentially  un- 
changed, after  six  months  she  was  given  a third 
course,  consisting  of  110,000  units  per  Kg.  In 
tfie  interval  between  the  second  and  third  courses 
her  spinal  fluid  became  positive.  After  com- 
pletion of  the  third  course,  the  blood  titer  in- 
creased, and  the  spinal  fluid  remained  positive. 
Eight  months  later,  a fourth  course  of  treatment, 
consisting  of  4,000,000  units  of  penicillin  (over 

400.000  per  Kg.)  was  administered  over  a period  of 
twenty  days  in  conjunction  with  five  injections  of 
triple  typhoid  vaccine.  Following  this,  the  spinal 
fluid  became  entirely  negative,  and  the  serologic 
titer  began  to  drop  slowly.  Fifteen  months  after 
the  last  course,  the  quantitative  blood  Kahn  was 
a weak  positive.  Dunham,  Hamre,  and  Rake 
have  demonstrated  in  rabbits  that  Treponema 
pallidum  can  become  resistant  to  penicillin,  given 
a dose  sufficient  to  modify  the  disease  but  not 
enough  to  cure.4  It  is  possible  that  this  is  what 
occurred  in  the  case  described  above. 

Also  listed  among  the  failures  are  four  infants 
who  died  during  treatment,  or  shortly  thereafter, 
with  no  improvement  of  symptoms  other  than 
pseudoparalysis  and  skin  lesions.  The  youngest 
of  these  was  an  infant,  eleven  days  old,  whose 
symptoms  were  jaundice,  malnutrition,  bloody 
stools,  and  vomiting.  She  received  5,000  units  of 
penicillin  at  intervals  of  three  hours,  in  27  doses, 
making  a total  of  135,000  units.  She  died  before 
the  completion  of  therapy.  The  second  was  an 
infant  seven  weeks  old  who  presented  anemia, 
enlarged  liver  and  spleen,  and  extensive  skin 
lesions,  from  which  a dark-field  examination  was 
positive.  She  had,  in  addition,  edema,  snuffles, 


albuminuria,  diarrhea,  and  extensive  involvement 
of  the  long  bones.  This  patient  completed  a 
course  of  100,000  units  of  penicillin  per  Kg.  of 
body  weight,  administered  over  a fifteen-dav 
period.  Death  occurred  two  days  after  comple- 
tion of  therapy  without  improvement  in  symp- 
toms other  than  the  skin  lesions.  The  third  in- 
fant, aged  two  months,  presented  marked  jaun- 
dice, enlarged  liver  and  spleen,  and  extensive  bone 
lesions.  He  completed  a course  of  100,000  units 
of  penicillin  per  Kg.  of  body  weight  over  a period 
of  fifteen  days.  This  child  died  two  days  after 
completion  of  therapy  without  showing  any  clini- 
cal improvement.  The  fourth  child,  five  and  one- 
half  months  of  age,  presented  a rash,  snuffles, 
pseudoparalysis,  enlarged  liver,  and  adenopathy. 
Her  stools  were  green  and  watery.  She  received 

5,000  units  of  penicillin  at  intervals  of  three  hours 
for  78  doses,  making  a total  of  390,000  units,  but 
died  of  an  intercurrent  infection  on  the  twenty- 
ninth  hospital  day. 

With  the  exception  of  these  four  patients  who 
died  during  or  shortly  after  completion  of  ther- 
apy, the  clinical  response  to  treatment  was  imme- 
diate and  striking.  Mucocutaneous ‘lesions  and 
snuffles  cleared  within  a few  days  to  a week.  There 
have  been  no  mucocutaneous  relapses  in  the  cases 
followed.  Visceral  enlargement  and  adenopathy 
had  involuted  at  completion  of  therapy.  Healing 
of  syphilitic  lesions  of  the  long  bones  occurred 
within  six  weeks  to  eight  months  after  completion 
of  therapy,  the  newborn  to  three-month  age 
group  showing  more  rapid  healing  that  the  three 
to  six-month  group. 

During  treatment,  15  of  the  patients  developed 
symptoms  which  could  not  be  attributed  to  any 
cause  other  than  a reaction  to  therapy.  Eleven 
patients  developed  an  elevation  of  temperature  of 
101  to  103  F.  In  two  cases  this  was  persistent; 
in  six,  early  and  transient;  and  in  three,  late  and 
transient.  Three  infants  developed  urticaria, 
which  subsided  during  therapy,  and  one  devel- 
oped albuminuria,  wrhich  cleared  promptly  upon 
completion  of  treatment.  In  no  case  was  a reac- 
tion severe  enough  to  interrupt  therapy. 

In  this  series,  we  found  that  administering  peni- 
cillin in  gradually  increasing  doses  did  not  sig- 
nificantly affect  the  incidence  of  complications 
following  therapy.  Other  observers  have  re- 
ported similar  results  in  this  respect.3 

Summary  and  Recommendations 

Sixty-nine  cases  of  congenital  syphilis  in  chil- 
dren, ranging  in  age  from  newborn  to  three  years, 
were  treated  with  penicillin.  The  dosage  varied 
from  9,500  units  per  Kg.  of  body  weight  to  100,- 
000  units  or  more  per  Kg.  of  body  weight.  The 
duration  of  treatment  varied  from  three  to  fifteen 
days. 
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Clinical  evidence  of  syphilis  was  present  in  88.6 
per  cent  of  these  cases.  The  most  common  find- 
ings in  young  infants  were  osseous  involvement 
78  per  cent;  mucocutaneous  lesions  50  per  cent; 
in  older  infants,  anemia  80  per  cent,  snuffles  61 
per  cent,  and  visceral  involvement  60  per  cent. 
In  11.4  per  cent  there  was  involvement  of  the 
central  nervous  system.  Fifty-three  and  six- 
tenths  per  cent  of  the  mothers  had  received  no 
prenatal  treatment;  37.7  per  cent  were  treated 
prior  to  or  during  pregnancy,  and  in  8.7  per  cent, 
the  treatment  status  was  unknown. 

Of  48  cases  adequately  followed,  29  showed 
complete  serologic  reversal  within  fifteen  months; 
10  showed  a marked  drop  in  titer;  five  were 
serologic  failures,  and  four  patients  died.  The 
average  time  for  complete  serologic  reversal  after 
therapy  was  seven  and  one-tenth  months.  Satis- 
factory results  were  obtained  in  81  per  cent,  fail- 
ures in  19  per  cent.  Optimal  results  occurred  in 
infants  of  less  than  one  year. 

Omitting  the  four  infants  who  died  during  or 
shortly  after  treatment,  the  highest  percentage  of 
failures  occurred  in  children  between  one  and 
three  years  of  age,  and  those  receiving  less  than 
50,000  units  of  penicillin  per  Kg.  of  body  weight. 
None  of  the  failures  had  clinical  relapses. 


Although  the  results  which  have  been  reported 
with  50,000  units  per  Kg.  of  penicillin  have  been 
appreciably  better  than  those  with  smaller 
amounts,  there  was  still  a large  enough  number  of 
failures  to  warrant  a further  increase  in  dosage. 
In  the  light  of  our  present  knowledge,  it  is  not  yet 
possible  to  determine  the  dosage  which  will  reduce 
failures  to  the  absolute  minimum.  Since  the 
introduction  of  pure  penicillin  G in  the  commer- 
cial preparations,  it  should  be  easier  to  correl- 
ate dosage  with  maximum  therapeutic  effect. 

As  a result  of  the  data  available  at  present, 
however,  we  believe  it  advisable  to  use  at  least 
100,000  units  per  Kg.  of  penicillin  for  congenital 
syphilis.  The  present  practice  of  dividing  the 
total  amount  of  penicillin  into  120  doses,  given  at 
three-hour  intervals  over  a period  of  fifteen  days, 
is  probably  more  effective  than  large  amounts 
over  short  periods  of  time. 
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GERMAN  MEASLES  AND  PREGNANCY 

According  to  a statement  made  by  the  National 
Society  for  the  Prevention  of  Blindness,  the  web  of 
proof  that  German  measles  during  the  first  three 
months  of  pregnancy  may  cause  congenital  malfor- 
mations is  being  woven  tighter. 

In  a report  by  Dr.  Herbert  C.  Miller,  University 
of  Kansas  Hospitals,  of  132  mothers  who  had  Ger- 
man measles  during  the  first  trimester  of  pregnancy, 
there  were  18  babies  reported  as  normal.  Sixty-two 
babies  weighed  less  than  six  pounds  at  birth. 
Seventy-six  babies  had  congenital  cataracts. 
Thirty-five  were  found  to  be  partially  or  completely 
deaf.  Twenty-two  babies  were  microcephalic,  and 
46  were  mentally  retarded.  Malformations  of  the 
heart  were  diagnosed  in  67  babies,  but  none  were 
diagnosed  as  “blue  babies.”  Disturbances  of  the 
eye,  other  than  congenital  cataracts,  were  observed 
in  13  babies,  including  congenital  glaucoma 
three,  microphthalmus  five,  nystagmus  two,  chori- 
oretinitis two,  and  strabismus  two.  Dental  defects 
were  found  in  two  children,  one  of  whom  had  congeni- 
tal absence  of  some  of  the  teeth  and  the  other  of 
whom  had  a diffuse  enamel  defect.  Hypospadias 
was  observed  in  four  children  and  inguinal  hernias  in 
four.  Malformations  of  the  extremities,  including 
club  foot  one,  and  webbing  of  the  fingers  one,  were 


found  in  three  babies.  Cleft  palate  was  diagnosed 
in  three  children  and  harelip  in  one.  Micrognathia 
was  diagnosed  in  one  child.  There  was  one  cretin, 
one  mongolian  idiot,  one  child  with  enlargement  of 
one  ear,  another  with  enlargement  of  one  breast.,  one 
child  with  a defect  of  the  fourth  rib. 

Other  infections  than  German  measles  were  re- 
ported, but  the  data  are  too  scanty  except  perhaps  in 
respect  to  infectious  mononucleosis.  There  have 
been  four  mothers  who  contracted  infectious  mono- 
nucleosis during  the  first  ten  weeks  of  pregnancy,  and 
three  of  the  four  babies  had  malformations  of  the 
heart.  Two  of  the  three  babies  died  in  the  first  two 
weeks,  and  postmortem  examination  revealed  exten- 
sive congenital  malformations.  One  of  the  three 
babies  with  heart  trouble  had  congenital  cataracts. 
No  other  malformations  were  found.  The  fourth 
baby  has  remained  entirely  well. 

In  order  to  make  this  study  of  increasing  signifi- 
cance, the  committee  needs  more  case  material  es- 
pecially cases  of  German  measles  in  expectant, 
mothers  where  the  diagnosis  has  been  made  by  a 
physician. 

Doctors  who  have  such  informat  ion  are  requested 
to  write  to  Dr.  Herbert  C.  Miller,  University  of  Kan- 
sas Hospitals,  Kansas  Cit.y,  Kansas. 


OBESITY  AND  HYPERTENSION 
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ONE  OF  the  common  complications  of  obe- 
sity is  damage  to  the  cardiovascular  system. 
Several  factors  are  responsible,  not  only  the  ex- 
cessive load  the  heart  must  bear  day  in  and  day 
out.  Fatty  tissue  is  rich  in  its  vascular  com- 
ponent so  that  the  blood  must  travel  a greater  dis- 
tance and  frequently  must  overcome  increased 
peripheral  resistance.  The  accumulation  of  fat 
around  the  heart,  and  sometimes  in  the  myocar- 
dium, makes  the  work  of  the  heart  more  difficult. 
This  accumulation  ordinarily  takes  place  in  the 
interventricular  and  auriculoventricular  grooves 
and  over  the  surface  of  the  right  ventricle.  The 
penetration  of  fat  finally  splits  the  muscular  wall, 
thus  inducing  ultimate  atrophy  of  the  myocar- 
dium, and  in  some  instances  rupture  or  failure  of 
the  right  ventricle.  The  unduly  elevated  di- 
aphragm, causing  a decreased  negative  intrathor- 
acic  pressure,  may  increase  the  difficulties  the 
heart  has  to  meet.  Then,  too,  deposits  of  fat 
subjacent  to  the  endocardium,  especially  along  the 
conduction  system,  bring  about  the  aforesaid 
effects.  Coronary  heart  disease  is  common  in 
obesity,  as  is  acute  coronary  thrombosis. 

It  is  known  that  increased  peripheral  resistance 
results  in  increased  blood  pressure.  It  is  this 
effect  which  is  the  actual  cause  of  the  heart  dis- 
ease. According  to  Gold  ring  and  Chasis,  ab- 
normal elevation  of  diastolic  pressure  is  the 
main  criterion  in  the  diagnosis  of  hypertension.1 
It  is  always  accompanied  by  increased  systolic 
pressure.  A systolic  pressure  of  150  and  a dia- 
stolic pressure  of  90  is  considered  the  lower  limit 
of  hypertension. 

In  a certain  percentage  of  obese  persons  (the 
data  differ  according  to  various  authors),  blood 
pressure  is  abnormally  high.  Rony,  for  example 
found  hypertension  (over  150  systolic)  in  19  per 
cent  of  his  adult  obese  patients;  Gager  found,  in 
28.3  per  cent  of  his  obese  patients,  systolic  hy- 
pertension compared  to  16.4  per  cent  of  the  nor- 
mal weight  group;  Short  and  Johnson  found  6.5 
and  2.6  per  cent  respectively.2'4  These  inves- 
tigators maintain  that  excess  weight  is  a definite 
factor  in  the  causation  of  increased  incidence  of 
hypertension.  This  incidence  is  more  striking  in 
the  diastolic  than  in  the  systolic  blood  pressure. 
A statistical  analysis  of  medical  records  of 
22,741  officers  in  the  U.S.  Army  showed  signifi- 
cantly higher  rates  of  later  sustained  hyperten- 
sion in  overweight  persons  than  in  the  control 
group.5 

The  question  arises:  Is  the  pathologic  hyper- 
tension caused  solely  by  obesity  or  by  a disturb- 


ance of  the  unknown  mechanism  which  controls 
the  normal  level  of  blood  pressure  independent  of 
excess  weight,  or  are  both  factors  responsible? 

The  question  is  apparently  unanswerable  at  the 
present  time.  The  basic  cause  or  causes  of  es- 
sential hypertension  are  unknown.  Deductions 
are  based  on  the  exclusion  of  all  the  diseases  in 
which  increased  blood  pressure  is  a symptom. 
Hypertension  or  heart  disease,  it  must  be  stressed, 
is  not  always  associated  with  obesity.  Adiposity 
is,  therefore,  not  the  sole  cause  of  the  vascular 
changes.  If  it  were  the  only  cause,  one  would 
expect  a correlation  between  the  degree  of  adi- 
posity and  the  incidence  of  hypertension.  The 
age  distribution  would  differ  from  that  in  people 
of  normal  weight. 

It  is  well  known  that  weight  reduction  to  a cer- 
tain degree  has  a favorable  influence  on  hyper- 
tension in  obese  people.  In  an  eadier  paper, 
we  reported  that  8.8  per  cent  of  671  overweight 
patients  had  a systolic  and  diastolic  hyperten- 
sion.6 In  this  group,  there  was  a noteworthy  re- 
duction of  the  hypertension  in  58  per  cent  of  the 
patients  after  treatment. 

The  present  report  is  based  on  a study  of  1,260 
obese  patients.  One  hundred  and  forty-nine 
(11.8  per  cent)  showed  hypertension.  Systolic 
and  diastolic  hypertension  were  present  in  97 
(65  per  cent),  diastolic  in  17  (11.4  percent),  and 
systolic  in  15  (10  per  cent).  Twenty  (13.4  per 
cent)  had  a normal  pressure  at  the  start  of  treat- 
ment but  developed  hypertension  during  the 
course  of  treatment  or  within  a few  years. 

Table  1 indicates  the  age  distribution  of  the 
hypertensive  patients. 


TABLE  1. — Age  Distribution  of  Hypertensive  Patients 


Number  of 

Age-Years 

Patients 

11  to  20 

2 

21  to  30 

5 

31  to  40 

29 

41  to  50 

71 

51  to  60 

31 

61  to  70 

5 

Over  70 

i 

Age  Unknown 

5 

According  to  Cecil,  80  per  cent  of  persons 
suffering  from  essential  hypertension  who  are  not 
obese  are  in  the  age  group  between  forty  and 
seventy.7  About  74  per  cent  of  our  obese  pa- 
tients with  hypertension  ranged  within  this  age 
limit.  Thus  there  is  little  difference  in  the  age 
range  of  our  patients  and  that  of  Cecil. 

The  percentage  of  overweight  in  98  of  our  hy- 
pertensive patients  is  shown  in  Table  2. 
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TABLE  2. — Percentage  of  Overweight  in  98  Hyper- 
tensive Patients 


Per  Cent 

Number  of 
Patients 

1-10 

i 

11-20 

36 

21-30 

22 

31-40 

18 

41-50 

12 

51-60 

3 

61-70 

4 

71-80 

1 

81-90 

0 

91-100 

1 

These  data  are  obviously  inadequate  to  permit  of 
conclusions  concerning  the  correlation  of  hyper- 
tension with  percentage  of  overweight.  We 
must,  however,  stress  the  fact  that  the  number  of 
our  hypertensive  patients  who  are  only  10  to  20 
per  cent  overweight  is  relatively  large.  This 
may,  perhaps,  be  an  indication  that  apart  from 
overweight  other  factors  are  significant  in  caus- 
ing hypertension  in  obese  persons. 

At  the  start  of  reducing  treatment  for  the  149 
hypertensive  persons,  we  found  both  systolic  and 
diastolic  hypertension  in  97.  Nineteen  persons 
did  not  show  any  weight  reduction  and  seven  only 
negligibly.  The  cause  of  failure  was,  as  usual, 
lack  of  cooperation  on  the  part  of  the  patient. 
Nevertheless,  the  systolic  and  diastolic  pressure 
fell  below  150/90  in  seven  of  these  patients,  and 
the  diastolic  pressure  alone  fell  below  90  in  one 
person. 

The  remaining  71  patients  showed  weight  re- 
duction. A fall  of  the  systolic  and  diastolic  blood 
pressure  to  more  or  less  normal  range  was  noted 
in  35  patients,  a fall  of  the  diastolic  pressure  be- 
low 90  in  three,  and  a fall  of  the  systolic  pressure 
below  150  in  five.  However,  the  readings  re- 
mained abnormally  high  in  28  patients. 

It  may  be  contended  that  the  28  patients  did 
not  show  improvement  in  their  hypertension,  be- 
cause the  weight  reduction  was  not  satisfactory. 
Their  average  weight  loss  was  1 1 per  cent  of  their 
body  weight.  The  average  weight  loss  of  the 
35  patients  with  reduced  blood  pressure  was  only 
13.9  per  cent,  or  2.9  per  cent  more  than  in  the 
group  of  28.  The  difference  between  the  two 
groups  was  small,  suggesting  that  other  factors 
apart  from  obesity  play  their  part  in  the  causa- 
tion of  hypertension. 

Again  the  question  may  be  asked:  Why  was 
there  a reduction  of  blood  pressure  without  weight 
loss  and  why  lowered  blood  pressure  so  early  as 
the  second  or  third  week  of  treatment?  The 
weight  reduction  at  that  tipie  was  so  slight  that  it 
could  not  be  the  cause  of  improvement.  Freed, 
who  noted  similar  effects,  attributes  this  phe- 
nomenon to  the  use  of  a combination  of  benze- 
drine and  phenobarbital.  We  have  been  using 
the  same  combination  of  drugs  for  a number  of 
years.  However,  we  are  convinced  that  the 


lowering  of  blood  pressure  is  not  attributable  to 
the  use  of  these  drugs.  It  is  known  that  persons 
with  essential  hypertension,  on  occasion,  have 
spontaneous  lowering  of  blood  pressure.  This 
doubtless  is  because  of  interplay  of  dynamic  fac- 
tors normally  controlling  arterial  pressure.  One 
of  the  factors  is  emotional.  Aroused  confidence 
after  a few  interviews  made  the  patient  less 
emotional.  This  may  explain  the  fall  in  blood 
pressure  in  this  group. 

Some  of  our  patients  had  only  a diastolic  or 
systolic  hypertension  at  the  start.  The  first 
group  comprised  17  patients  and  the  second  15. 
In  the  diastolic  group,  eight  patients  showed  no 
weight  reduction.  In  the  course  of  treatment 
six  of  the  eight  revealed  development  of  a systolic 
hypertension  in  addition  to  the  diastolic  hyper- 
tension originally  present. 

One  of  the  patients  without  weight  loss  and 
seven  of  the  others  had  a fall  of  diastolic  pressure 
below  90.  In  the  second  group  of  15  patients 
with  systolic  hypertension  at  the  start  of  treat- 
ment, fiye  showed  no,  or  only  negligible,  loss  of 
weight.  In  two  patients,  in  spite  of  nonreduc- 
tion in  weight,  the  systolic  pressure  dropped  to 
normal,  in  contrast  to  eight  patients  who  showed 
both  weight  reduction  and  a systolic  fall  to  nor- 
mal. 

In  summing  up,  the  interesting  fact  remains 
that  with  a reduction  in  weight,  a fall  of  blood 
pressure  to  normal  was  found  in  about  one-half  of 
our  patients  with  both  a systolic  and  diastolic  hy- 
pertension, as  well  as  in  80  per  cent  of  those  with 
either  a systolic  or  diastolic  hypertension  alone. 

Are  the  favorable  results  permanent  or  are  they 
merely  transient?  We  re-examined  21  of  the 
patients  after  an  average  time  interval  of  little 
more  than  a year.  Sixteen  patients  prior  to  their 
first  reducing  treatment  had  a systolic  and 
diastolic  hypertension.  Their  re-examination 
showed  the  results  listed  in  Table  3. 


TABLE  3. — Re-examination  of  1G  Patients  Following 
Reducing  Treatment 


Blood 

Number 

of 

Ex- 

cessive 

Weight 

Small 

Weight 

Weight 

Un- 

Weight 

Pressure 

Patients 

Return 

Return 

changed 

Loss 

Below 

150/90 

7 

2 

2 

i 

2 

150/90  and 

over 

9 

3 

6 

Of  the  nine  studied  with  a weight  return  as  well 
as  a return  of  their  systolic  and  diastolic  hyper- 
tension, two  showed  a recession  to  normal  blood 
pressure  again  after  weight  loss,  one  without 
weight  loss,  and  six,  although  showing  at  loss  of 
weight,  revealed  no  corresponding  effect  on  blood 
pressure. 

Of  the  five  remaining  patients  who  returned  for 
treatment  after  lapse  of  about  a year  on  the  aver- 
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age,  three  had  previously  had  a diastolic  hyper- 
tension and  two  a systolic  hypertension  on  initial 
observation  and  treatment.  Of  the  aforesaid 
three,  one  now  showed,  not,  as  originally  ob- 
served, only  a diastolic  hypertension  but  also  a 
systolic  one.  Another  of  the  same  three  again 
showed  a return  only  of  the  diastolic  hyperten- 
sion. In  the  third  patient  the  diastolic  pressure 
was  still  found  to  be  normal.  All  three  had 
gained  weight. 

One  of  the  two  remaining  patients  with  a sys- 
tolic hypertension  on  first  examination  and  treat- 
ment showed  a systolic  and  diastolic  hypertension 
on  return  after  a similar  absence,  despite  weight 
loss.  The  second  patient  showed  a diastolic  hy- 
pertension in  contrast  to  an  original  systolic  hy- 
pertension with  weight  remaining  unchanged. 

In  answering  the  aforementioned  questions  it 
appears  to  us  that  the  improvement  of  the  hyper- 
tension was  transitory  in  more  than  half  of  our  re- 
examined patients.  It  is  undeniable  that  weight 
may  influence  blood  pressure  unfavorably.  But 
we  also  see  a similar  state  of  affairs  without 
weight  gain  and  unchanged  pressure  in  spite  of 
weight  gained.  The  inadequate  number  of 
patients  studied  does  not  permit  any  conclusion 
regarding  the  influence  of  a repeated  reducing 
treatment  on  hypertension.  * 

Finally,  we  studied  a group  of  20  patients  who 
at  the  beginning  of  treatment  showed  a normal 
blood  pressure.  In  four  we  noted  increase  of 
blood  pressure  to  an  abnormally  high  range  dur- 
ing the  first  course  of  treatment,  regardless  of 
weight  loss.  In  the  other  16,  the  first  high  read- 
ing was  noted  after  a time  interval  of  four  months 
to  four  years,  on  an  average  after  one  and  seven- 
tenths  years.  Fifteen  had  a systolic  and  dias- 
tolic hypertension;  only  five  had  a diastolic  hyper- 
tension. 


TABLE  4. — Weight  Changes  in  20  Hypertensive  Pa- 
tients 


Blood 

Number 

of 

Weight 

Weight 

Less 

Than 

at 

Weight 

Weight 

Un- 

Pressure 

Patients 

Gain 

Start 

Loss 

changed 

150/90  and 

more 

15 

8 

6 

5 

2 

Diastolic  90 

and  more 

5 

4 

2 

1 

The  age  distribution  did  not  differ  much  from 
the  previously  cited  table.  The  patients  belong 
rather  in  the  group  with  greater  overweight. 

In  the  group  with  systolic  and  diastolic  hyper- 
tension, five  had  a more  or  less  obvious  weight 
loss;  }n  two  the  weight  remained  unchanged, 
and  eight  gained  weight.  The  weight  of  six  of 
the  later  group,  however,  was  9 per  cent  lower 
on  an  average  than  at  the  start  of  their  first 
treatment.  Only  one  patient  of  this  group  was 


favorably  influenced  by  a new  course  in  weight  re- 
duction. 

Of  the  patients  with  diastolic  hypertension, 
four  showed  weight  gains,  and  two  weighed  less 
than  at  the  beginning  of  the  first  treatment. 
One  patient  had  a weight  loss.  Renewed  treat- 
ment was  successful  as  far  as  the  hypertension 
was  concerned  in  only  one  patient. 

Hypertension  was  still  noted  in  six  of  the  group 
who  showed  a weight  loss  from  the  time  of  initial 
treatment.  These,  however,  still  had  a percent- 
age overweight  which  was  too  high.  The  re- 
maining group  of  seven  showed  either  a weight 
loss  or  unchanged  weight  but  with  a persistent 
hypertension.  (There  was  one  patient  in  this 
group  who  underwent  a hysterectomy;  another 
had  a valvular  disease,  and  still  another  a family 
history  of  hypertension.  In  the  remaining  group 
of  patients  we  found  no  symptoms  of  disease  in 
any  way  related  to  or  associated  with  hyperten- 
sion.) 

It  is  evident  then  that  only  a relatively  small 
proportion  of  our  obese  patients  showed  hyper- 
tension, and  the  majority  was  in  the  lower  cate- 
gories of  overweight.  The  age  distribution  of 
hypertensive,  obese  patients  was  almost  identical 
to  that  in  essential  hypertension.  There  is  no 
uniform  reaction  to  weight  reduction.  After  a 
notable  weight  loss,  a fall  of  blood  pressure  to 
normal  levels  was  seen  almost  as  often  as  no 
change  in  blood  pressure.  Hypertension  was 
likely  to  return  in  some  of  the  improved  patients 
after  gain  of  weight ; in  others  weight  gain  did  not 
show  any  change  of  blood  pressure  within  a year. 
We  saw  hypertension  develop  in  patients  in 
spite  of  weight  loss,  and  we  also  saw  a fall  of  ab- 
normally increased  pressure  to  normal  without 
reduction  of  weight. 

All  this  leads  to  the  assumption  that  hyperten- 
sion in  obese  people  is  not  caused  by  obesity. 
The  same  factors  which  cause  hypertension  in 
nonobese  people  are  apparently  responsible  for 
abnormally  high  pressures  in  the  obese.  Over- 
weight only  aggravates  the  condition.  Weight 
reduction  consequently  may  cause  an  improve- 
ment. The  treatment  is  no  cure  because  the 
hypertensive  tendency  remains.  One  of  the 
aggravating  factors  may  be  removed  by  weight 
reduction,  however,  and  the  prognosis  of  patients 
with  hypertension  is  thus  improved.  Early 
weight  reduction  and  maintenance  of  normal 
weight  are  strongly  indicated,  therefore. 

Twenty-three,  or  1.8  per  cent,  of  our  patients 
showed  cardiac  changes  at  the  beginning  of 
treatment.  We  found  signs  of  valvular  disease 
in  two,  probably  the  result  of  rheumatic  fever. 
Eleven  of  the  hypertensive  patients  and  ten 
others  showed  only  electrocardiographic  abnor- 
malities, suggestive  of  myocardial  damage.  The 
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electrocardiographic  changes  in  the  hypertensive 
patients  were  about  eight  times  as  frequent  as  in 
the  nonhypertensive,  obese  patients.  Those 
patients  in  the  fifth  and  sixth  decades  showed 
most  of  the  circulatory  changes. 

Summary 

1.  Eleven  and  eight-tenths  per  cent  of  our 
obese  patients  had  essential  hypertension. 

2.  Hypertension  frequently  is  noted  in  the 
lower  categories  of  overweight  persons. 

3.  The  age  distribution  of  hypertensive,  obese 
patients  does  not  differ  from  that  in  essential 
hypertension. 

4.  The  influence  of  weight  reduction  on  hy- 
pertension is  an  inconstant  one. 

5.  Hypertension  in  obese  persons  is  caused  by 
the  same  factors  as  in  the  nonobese.  Obesity  is 
only  an  aggravating  factor. 


6.  Reduction  of  weight  is,  therefore,  no  cure 
for  hypertension  in  the  obese,  but  it  removes  an 
aggravating  factor  and  is,  therefore,  strongly  in- 
dicated. 

7.  Abnormal  electrocardiographic  changes  in 
our  hypertensive  patients  were  eight  times  as  fre- 
quent as  in  the  nonobese. 

44  East  67th  Street 
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DR.  DIAMOND  TO  SERVE  ON  ARC  BLOOD  PROGRAM  STAFF 


Dr.  Louis  K.  Diamond,  noted  authority  on 
hematology  and  assistant  professor  of  pediatrics  at 
Harvard  Medical  School,  Boston,  has  been  ap- 
pointed technical  director  of  the  American  Red 
Cross  National  Blood  Program,  Dr.  Ross  T. 


Mclntire,  administrator  of  the  program,  has  an- 
nounced. Dr.  Diamond  will  plan  and  supervise 
technical  phases  of  the  new  program,  designed 
eventually  to  provide  blood  and  blood  derivatives 
to  the  entire  nation  without  charge  for  the  products. 


RADIUM-D — A NEW  SOURCE  OF  BETA  IRRADIATION  IN  OPHTHALMOLOGY 


For  a number  of  years,  a few  ophthalmologists  in 
the  large  medical  centers  have  been  utilizing  the 
beta  rays  from  large  amounts  of  radon  to  treat  a 
number  of  eye  conditions,  especially  corneal  scars. 
Some  brilliant  results  have  been  reported,  but  the 
expense  in  carrying  out  the  procedure  has  been  so 
great  that  the  treatment  has  not  been  popular. 

A.  D.  Ruedemann,  professor  of  ophthalmology 
at  Wayne  University,  who  has  given  over  5,000 
beta  irradiation  treatments  with  radon,  has  been 
using  one  of  the  Radium-D  applicators  for  three 
months  and  reports  good  clinical  results.  Using 


a 10-inc.  applicator,  he  finds  a two-minute  contact 
application  produces  approximately  the  same  clinical 
results  as  a twenty-second  exposure  using  250  me. 
of  radon  but  with  less  local  reaction.  The  fact  that 
a relatively  small  amount  of  Radium-D  can  be  used 
to  do  the  clinical  work  of  a much  larger  amount  of 
radon  or  radium-element  makes  the  new  applicator 
much  more  economical  to  use  and,  therefore,  makes 
beta  irradiation  more  readily  available.  Ruedemann 
has  established  the  first  Radium-D  Clinic  at 
the  City  of  Detroit  Receiving  Hospital,  Detroit, 
Michigan. 


CLINICAL  STUDIES  IN  JAUNDICE 

The  Use  of  Sedimentation  Rate  Determinations  in  the  Convalescent  Stage  of 
Infectious  Hepatitis 

A.  Allen  Goldbloom,  M.D.,  F.A.C.P.,  Abraham  Lieberson,  M.D.,  New  York  City,  and 
Charles  D.  Rosen,  M.D.,  East  Orange,  New  Jersey 

{From,  the  Medical  Service,  Station  Hospital,  Camp  Kilmer,  New  Jersey ) 


SINCE  the  essential  pathologic  process  in  acute 
hepatitis  is  the  infection  of  the  biliary 
radicles,  it  was  reasoned  a priori  that  the  course 
of  the  disease  would  be  best  followed  by  a test 
such  as  the  erythrocyte  sedimentation  rate. 
During  the  wide  experience  with  infectious  hepa- 
titis of  World  War  II,  this  reasoning  was  shown 
to  be  fallacious.  Almost  all  investigators  re- 
ported a normal  .sedimentation  rate  in  the  early 
weeks  of  acute  infectious  hepatitis.  This  failure 
of  the  sedimentation  rate  to  register  the  presence 
of  the  infectious  process  has  received  a great 
deal  of  attention. 

The  careful  experimental  work  of  Miles  sug- 
gests that  the  increase  in  bile  salts  may  cause  the 
inhibition  of  the  erythrocyte  sedimentation  rate 
in  the  pre-icteric  and  early  icteric  phases  of  the 
disease.1  Wood  felt  that  good  use  could  be  made 
of  the  fact  that  the  sedimentation  rate  remains 
normal  during  the  first  few  weeks  of  infectious 
hepatitis  in  differentiating  it  from  clinical  ma- 
laria.2 The  necessity  for  this  differentiation  is 
often  present,  not  only  in  military  medicine  but 
wherever  malaria  is  prevalent  or  endemic.  Wood 
reports  that  in  the  first  ten  days  of  infectious 
hepatitis  about  85  per  cent  of  the  cases  show  a 
sedimentation  rate  below  10  mm.  (Wintrobe), 
while  in  the  first  ten  days  of  malaria  about  85 
per  cent  of  the  cases  show  a sedimentation  rate 
above  10  mm. 

We  had  the  opportunity  of  studying  this 
question  on  the  medical  wards  of  the  Station 
Hospital,  Camp  Kilmer,  New  Jersey.  Our  find- 
ings agree  with  Wood’s  in  so  far  as  they  show  that 
the  vast  majority  of  cases  of  infectious  hepatitis 
have  normal  sedimentation  rates  (below  10  mm.) 
during  the  first  ten  days  of  the  disease.  However, 
in  the  first  ten  days  of  malaria  only  58  per  cent 
of  our  cases  had  a sedimentation  rate  above  10 
mm.  Table  1 shows  the  sedimentation  rate  in 
36  cases  of  malaria  studied  during  the  first  ten 
days  of  illness  at  a period  when  there  were 
chills  and  fever.  None  were  jaundiced,  all  hav- 
ing icteric  indices  under  10.  Note  that  fully 
42  per  cent  of  our  series  showed  a sedimentation 
rate  of  10  mm.  or  below  (Wintrobe).  It  would  be 
hazardous  to  differentiate  between  malaria  and 
infectious  hepatitis  on  the  basis  of  such  a vari- 
able finding. 


The  unreliability  of  the  sedimentation  test 
during  the  early  stage  of  infectious  hepatitis  threw 
the  test  into  such  disrepute  that  many  investi- 
gators gave  up  its  use  entirely  in  this  disease. 
Thus,  Barker,  Capps,  and  Allen  report  it  as  un- 
reliable and  of  no  value.3  On  the  other  hand, 
many  investigators,  such  as  Hoagland  and 
Shanks,  Fink  and  Blumberg,  etc.,  found  that 
after  the  first  few  weeks  of  the  disease  the  sedi- 
mentation rate  rises  to  25-50  mm.  and  remains 
elevated  during  the  early  period  of  convalescence, 
falling  to  normal  levels  late  in  the  period  of  re- 
covery, i.e.,  after  fifty-five  days  on  the  average.4  6 
Thus,  Zimmerman  and  his  coworkers  found  that 
the  persistence  of  an  elevated  sedimentation 
rate  during  convalescence  indicated  continued 
or  renewed  activity  of  the  inflammatory  process 
in  the  liver.6  If  such  patients  were  exercised, 
they  would  usually  relapse. 

We  also  have  had  the  opportunity  of  studying 
the  usefulness  of  the  sedimentation  rate  in  the 


TABLE  1. — The  Sedimentation  Rate  in  36  Cases  op 
Proved  Malaria* 


Case 

Sedimentation 

Number 

Rate,  Mm. 

i 

6 

2 

10 

3 

58 

4 

21 

5 

4 

6 

15 

7 

29 

8 

68 

9 

45 

10 

73 

11 

33 

12 

10 

13 

40 

14 

10 

15 

35 

16 

70 

17 

15 

18 

18 

19 

16 

20 

20 

21 

62 

22 

38 

23 

68 

24 

7 

25 

8 

26 

4 

27 

2 

28 

3 

29 

10 

30 

10 

31 

13 

32 

23 

33 

7 

34 

6 

35 

5 

36 

10 

* Total  number  of  normal  sedimentation  rates  was  15,  or 
42  per  cent. 
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TABLE  2. — The  Sedimentation  Rate  as  Compared  with 
the  Cephalin  Flocculation  Test  in  26  Cases  op  Infec- 
tious Hepatitis  in  Recovery  Phase 


Sedimentation 

Cephalin  Flocculation 

Case 

Rate,  Mm. 

Test 

Number 

per  Hour 

(Forty-eight  Hours) 

i 

12 

0 

2 

46 

4 

3 

14 

4 

4 

64 

4 

5 

11 

1 

6 

25 

4 

7 

41 

4 

8 

29 

4 

9 

24 

4 

10 

40 

4 

11 

27 

4 

12 

14 

3 

13 

34 

3 

14 

36 

3 

15 

60 

0 

16 

23 

2 

17 

9 

2 

18 

34 

3 

19 

87 

4 

20 

31 

2 

21 

35 

0 

22 

32 

2 

23 

30 

3 

24 

43 

3 

25 

34 

0 

26 

35 

2 

Total 

25  Positive 

15  Positive 

convalescent  period  of  acute  infectious  hepatitis 
at  Camp  Kilmer.  We  have  found  it  even  more 
sensitive  than  the  cephalin  flocculation  test  in 
determining  recovery  from  the  disease.  Table 
2 shows  26  cases  in  the  recovery  phase  of  infec- 
tious hepatitis  in  which  the  question  of  persistence 
of  activity  came  up.  In  all  cases  the  patients 
were  clinically  “cured”  of  the  hepatitis,  the  icteric 
index  was  normal,  and  the  question  of  discharge 
came  up.  If  we  consider  3 plus  or  higher  cephalin 
flocculation  or  a sedimentation  rate  of  10  mm.  or 
higher  as  positive,  it  will  be  noted  that  in  15  of 
the  26  cases  the  flocculation  test  was  positive, 
while  the  sedimentation  test  was  positive  in  25 
of  the  26.  Therefore,  we  consider  the  sedimenta- 
tion rate  more  sensitive  than  the  cephalin  floccu- 
lation test  in  determining  complete  recovery  from 
infectious  hepatitis  and  a better  basis  for  the 


conservative  treatment  of  the  patient.  Since 
the  sedimentation  time  is  such  a simple  office  pro- 
cedure with  which  all  doctors  are  familiar,  we 
use  and  recommend  it  as  the  test  of  choice  in 
civilian  practice  for  determining  the  persistence 
of  infection  after  the  acute  phase  of  infectious 
hepatitis. 

Summary  and  Conclusions 

The  sedimentation  rate  is  not  increased  in  the 
early  stage  of  acute  infectious  hepatitis,  prob- 
ably because  the  bile  salts  have  an  inhibitory 
action.  It  is  also  unreliable  during  the  first  ten 
days  of  malaria,  since  fully  42  per  cent  of  our 
series  showed  a normal  rate.  The  sedimentation 
rate  cannot  be  used  as  a test  to  differentiate  acute 
infectious  hepatitis  in  the  pre-icteric  stage  from 
malaria.  The  sedimentation  rate,  on  the  other 
hand,  is  very  helpful  in  determining  whether  re- 
covery from  acute  infectious  hepatitis  has  oc- 
curred. At  the  beginning  of  the  recovery  phase 
the  sedimentation  rate  is  usually  still  elevated, 
but  this  drops  to  normal  when  recovery  is  com- 
plete. We  found  this  simple  test  more  reliable 
than  the  cephalin  flocculation  test  in  determining 
when  recovery  is  complete  enough  to  permit  the 
patient  to  resume  his  usual  activities  without 
fear  of  relapse.  It  is,  therefore,  equally  applicable 
to  civilian  as  well  as  military  practice. 

2 East  95th  Street 
237  East  20th  Street 
115  South  Munn  Avenue 
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IN  FACTORIES,  MEN  EAT  BETTER 

Among  factory  workers,  men  eat  better  than 
women,  State  Health  Commissioner  Herman  E. 
Hilleboe  concluded  in  March  after  a survey  of  in- 
dustrial employes  in  Utica  and  Troy.  Nutri- 


tionists found  that  the  average  man  consumes  96 
Gm.  of  protein  a day  as  against  59  Gm.  for  the 
women.  Men  eat  more  milk,  meat,  eggs,  and 
bread;  women  eat  more  vegetables. 


PSYCHIATRIC  ASPECTS  OF  THE  EVERYDAY  PRACTICE  OF  MEDICINE 

Robert  Seidenberg,  M.D.,  Syracuse,  New  York 

{F rom  the  Syracuse  Psychopathic  Hospital  and  the  Department  of  Psychiatry,  Syracuse  College  of  Medicine ) 


THE  psychosomatic  aspects  of  various  dis- 
orders are  being  emphasized  at  medical  meet- 
ings and  publicized  in  periodicals.  The  physi- 
cian is  cognizant  of  the  role  that  the  emotions  play 
in  the  illnesses  which  he  treats,  yet  the  handling 
of  the  patient  with  proper  heed  to  emotional  as- 
pects is  not,  at  least  at  present,  a ubiquitous 
virtue  among  physicians.  In  the  psychiatric 
clinic  many  patients  are  seen  who  were  mis- 
handled, because  the  physician  lacked  insight  in- 
to the  emotional  make-up  of  his  patient.  As  a 
result,  the  patient’s  condition  was  not  improved, 
and  the  physician  often  became  ineffectual. 
This  paper  is  not  written  in  criticism  of  medical 
treatment  or  to  extoll  the  virtues  and  accomplish- 
ments of  psychiatry.  There  is  no  need  for  any 
dichotomy  of  thinking  to  exist  between  the 
psychiatrist  and  physicians  in  other  fields  of  medi- 
cine. Today,  the  practitioner  cannot  afford  to 
treat  a patient  without  investigating  the  emo- 
tional component  any  more  than  the  psychiatrist 
can  treat  an  acute  abdomen  in  his  patient  with- 
out benefit  of  surgery.  Therefore,  this  paper  is 
written  with  the  belief  that  the  knowledge 
gleaned  from  the  study  of  the  emotions  of  people 
should  be  incorporated  into  the  procedures  em- 
ployed in  the  everyday  practice  of  medicine. 

Fear 

Medical  education  for  the  laity  today  is  specifi- 
cally directed  toward  stimulating  the  basic 
emotion,  fear.  Thus,  the  public  is  warned  about 
venereal  diseases  and  their  complications.  Re- 
cently, the  cancer  drive  has  educated  the  public 
to  the  clinical  aspects  and  early  signs  of  malig- 
nancies. Billboards,  displaying  the  hand  with 
pointed  finger,  remind  the  onlooker  that  he  might 
be  the  one  in  ten  to  contract  this  or  that  disease. 
It  is  true  that  emotional  appeals  of  this  nature 
are  effective,  and  it  is  the  duty  of  the  medical  pro- 
fession to  arouse  the  laity  to  insure  public  health. 
It  often  has  been  said  in  defense  of  such  publicity 
that  no  one  has  died  from  fear  of  cancer,  but; 
many  have  died  of  cancer. 

In  the  final  analysis,  it  is  fear  that  brings  the 
patient  to  the  physician’s  office,  and  it  is  the  doc- 
tor’s job  to  allay  this  fear  which  he  has,  in  part, 
stimulated.  This  may  be  accomplished  by  active 
treatment  of  the  disorder  at  hand  or  by  reassur- 
ance. When  the  patient  leaves  the  doctor’s 
office  after  a reassuring  examination,  stating: 
“I  feel  better  already,  doctor,”  he  means  exactly 


that.  The  fear  which  he  had  been  experiencing 
was  now  dissipated.  The  physician  had  proved 
his  competency;  one  part  of  his  job  had  been 
successfully  accomplished.  However,  an  un- 
skilled examination  may  not  only  increase  fear  in 
the  patient  but  may  also  contribute  to  a fixation 
of  fear,  and  the  organ  or  system  causing  apprehen- 
sion in  the  mind  of  the  patient  may  become  in- 
vested with  an  inordinate  amount  of  psychic 
energy.  Then,  the  patient  is  spoken  of  as  heart 
conscious  or  bowel  conscious.  It  is  true  that  the 
patient’s  predisposition  plays  an  important  part 
in  the  formation  of  such  fears  and  fixations,  but  in- 
discreet handling  can  cause  much  anxiety,  even  in 
the  supposedly  normal  patient.  The  history  of 
C.  W.  T.  illustrates  this  point. 

Case  1. — This  patient  was  a 29-year-old  man  who 
had  always  been  in  good  physical  and  mental  health. 
With  his  brothers,  he  had  established  and  operated 
a successful  business  which  had  placed  him  in  the 
upper  income  bracket.  An  older  brother,  aged  43, 
also  associated  with  the  business,  became  ill  of 
generalized  carcinomatosis  and  died  within  twelve 
months.  The  presenting  symptom  of  this  man  had 
been  low  back  pain.  At  first,  the  attending  physi- 
cian had  treated  the  local  symptom  but  soon  recog- 
nized the  presence  of  a malignancy  in  the  colon  with 
metastasis  to  the  lumbar  spine. 

Three  weeks  after  the  death  of  his  brother, 
C.  W.  T.  also  began  to  experience  low  back  pain. 
Without  consulting  his  family  physician  (an  error 
made  by  many  patients),  he  visited  a specialist. 
In  addition  to  a thorough  physical  examination, 
blood  was  drawn  for  sedimentation  studies,  and 
extensive  x-ray  films  of  the  spine  were  taken.  On 
a return  visit,  the  patient  was  told  by  the  physician 
that  although  he  felt  there  was  nothing  organically 
wrong  with  his  back,  the  sedimentation  rate  was 
15  mm.  per  hour,  a few  points  higher  than  normal. 
In  addition,  the  physician,  apparently  interested  in 
demonstrating  his  thoroughness  and  perhaps  in  a 
naive  way  attempting  to  reassure  the  patient, 
showed  C.  W.  T.  the  x-ray  films  of  his  vertebral 
column.  Unfortunately,  there  was  a congenital 
anomaly  at  the  second  lumbar  vertebra;  the  ver- 
tebral arches  had  failed  to  fuse  completely  at  this 
level.  The  patient  was  then  told  that  it  was  un- 
likely that  this  was  the  cause  of  the  pain  and  that 
it  was  nothing  to  worry  about.  The  patient  left  the 
office  with  a confused  knowledge  of  the  intricacies 
of  embryology  and  of  congenital  defects  but  with  a 
very  certain  knowledge,  in  his  mind  at  least,  that 
his  spine  was  imperfect — unlike  the  spines  of  other 
people — and  hence  abnormal.  Then,  the  significance 
of  an  increased  sedimentation  rate  troubled  him,  and 
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it  was  not  long  before  he  learned  that  an  increased 
sedimentation  rate  is  found  when  cancer  is  present. 

It  is  needless  to  say  that  his  initial  fears  were  now 
well  kindled.  The  backache  became  worse.  Much 
of  his  psychic  energy  became  firmly  but  unprofitably 
invested  in  his  back,  and  the  fear  of  malignancy 
became  well  established.  It  took  months  of  re- 
assurance to  undo  the  work  of  one  physician  who 
had  miscarried  his  job  of  allaying  fear. 

It  is  redundant  to  say  that  laboratory  tests 
and  data,  as  well  as  physical  findings,  are  of  value 
to  the  physician  only.  From  them,  he  makes  a 
proper  evaluation  of  the  problem  which  he  is 
asked  to  solve.  The  patient  has  no  place  in  the 
sanctum  sanctorum  of  medical  knowledge  of 
which  he  can  understand  only  a dangerously 
small  fragment.  Applied  to  himself,  the  axis  of 
his  universe,  a sedimentation  rate  slightly  above 
normal  is  of  no  little  importance. 

Transference 

The  effectiveness  of  therapy  depends  to  a great 
extent  on  the  patient  and  physician  relationship 
and  the  rapport  that  is  established.  It  is  true 
that  insulin  will  have  the  same  effect  on  carbo- 
hydrate metabolism  no  matter  who  injects  it,  but 
the  degree  to  which  the  diabetic  follows  the  in- 
structions of  the  physician  as  to  diet,  exercise, 
and  use  of  medication  may  very  well  depend  on 
his  relationship  with  his  physician.  This  re- 
lationship may  be  determined  by  the  phenomenon 
of  transference.  This  term,  originally  applied  to 
patient-therapist  relationship  in  the  field  of 
psychiatry,  is  also  found  in  the  everyday  practice 
of  medicine.  The  patient’s  attitude  toward  the 
physician  may  be  based  on  the  identification  of 
the  physician  with  another  person  or  experience 
in  his  past.  Dunbar  states:  “Transference  has 
been  called  the  sum  total  of  the  irrational  ele- 
ments of  the  patient’s  attitude  toward  any  other 
individual  (especially  the  physician) — a sort  of 
mirror  image  of  all  his  community  relationships.”1 
The  physician  is  judged  frequently  as  a good  or 
bad  doctor  not  so  much  by  his  training  or  the 
treatment  administered  but  on  the  basis  of  wholly 
irrational  elements,  namely,  what  he  represents 
to  the  patient.  It  is  not  an  uncommon  occur- 
rence for  a patient  to  storm  out  of  the  office  of  a 
most  talented  physician  with  a curse  on  his  lips, 
yet  find  in  some  obscure  physician  the  reborn 
Hippocrates. 

Transference  can  cause  much  difficulty  in 
medicine.  Great  physicians  are  made  humble  by 
it,  and  unfortunately  much  quackery  can  result 
from  it.  It  is  the  work  of  the  emotions  which 
obfuscates  objectivity.  The  physician  is  loved 
and  respected  or  hated  and  disregarded,  depend- 
ing on  what  he  may  represent  to  the  patient. 

Case  2 . — The  patient,  F.  C.  K.,  a 23-year-old 


woman,  visited  her  oculist  frequently  because  of 
conjunctivitis.  She  apparently  became  enamored 
to  her  physician,  for  later  she  exclaimed  to  a friend: 
“I  felt  like  putting  my  arms  around  him  and  kissing 
him.”  Further  investigation  revealed  that  the 
physician  in  question  was  the  same  age  and  buijd 
as  the  patient’s  own  father.  She  had  fallen  in  love 
with  a father  image.  The  practitioner  who  uses 
such  transference  for  other  than  professional  pur- 
poses usually  finds  himself  in  a very  unenviable 
position. 

Case  3. — M.  It.  T.,  a 22-year-old  man,  became 
acutely  ill  six  months  after  his  discharge  from  the 
army.  It  was  discovered  that  he  had  diabetes. 
His  course  was  stormy,  for  he  completely  dis- 
regarded the  instructions  of  a very  competent 
internist  to  whom  he  was  sent.  The  physician  in 
question  was  very  aggressive,  dogmatic,  and  over- 
bearing. He  demanded  strict  obedience  from  the 
patient  in  following  the  regimen  prescribed.  He 
warned  of  the  complications  and  harm  that  would 
come  to  the  patient  if  his  instructions  were  not 
followed  to  the  letter. 

The  physician  represented  the  punishing  father. 
The  patient  stated:  “I  had  enough  — — in  the 
army.  I had  to  take  it  from  the  ninety-day  wonders 
but  I’m  paying  for  this,  and  I’ll  be  damned  if  I’ll 
take  it  from  him.”  It  was  apparent  that  the  pa- 
tient had  difficulties  with  other  father  images.  In 
this  case,  the  physician,  giving  the  patient  strict 
orders  and  warnings  of  morbid  complications,  had 
rekindled  in  the  patient  his  hatred  for  all  persons  in 
authority  (previously  shown  in  his  army  mal- 
adjustment). All  this  stemmed  from  the  hostility 
toward  his  own  father  and  diffusion  of  hostility 
(transference)  to  all  father  images.  Thus,  the  in- 
ternist with  his  superior  body  of  knowledge  was 
totally  unable  to  treat  this  patient  effectively. 
The  case  of  F.  C.  K.  showed  positive  transference; 
the  last  case  demonstrated  negative  transference. 
Both  extremes  are  undesirable;  they  are  emotion- 
ally determined  and  have  all  the  shortcomings  of 
emotional  relationships. 

The  handling  of  cases  of  this  nature  is  difficult, 
but  they  are  amenable  to  proper  treatment. 
Alexander  and  French  have  described  the  han- 
dling of  transference  in  their  patients.2  Of  pri- 
mary importance  is  an  evaluation  of  the  .patient  to 
ascertain  the  relationship  that  may  exist  between 
patient  and  physician.  If  the  physician  is  identi- 
fied with  a cruel  father,  he  must  do  all  in  his  power 
to  throw  off  this  cloak.  The  patient  must  be 
handled  with  kindness  and  understanding.  The 
physician  would  be  wise  in  these  cases  to  lean  over 
backwards,  substituting  a kind  father  for  a cruel 
one.  The  patient  may  become  puzzled  and 
pleasantly  surprised  at  handling  which  he  had  not 
expected,  and  on  this  basis  much  more  can  be 
done  for  the  patient  in  his  medical  treatment. 

The  flow  of  energy  of  transference  may  be  in 
the  opposite  direction.  Thus,  the  physician’s 
objectivity  toward  his  patient  may  be  tempered 
by  his  emotional  feelings  (counter  transference). 
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The  patient  may  be  identified  with  some  other 
person  or  situation.  This  phenomenon  also  is 
seen  in  the  attitude  of  the  physician  toward  cer- 
tain disorders  and  in  fact,  may  determine  the 
specialty  that  he  follows.  A physician  to  whom 
alcohol  has  been  a constant  threat  may  be  ex- 
tremely intolerant  and  even  cruel  to  alcoholics 
who  visit  him.  It  is  the  obligation  of  every 
physician  to  recognize  his  own  emotional  prob- 
lems. Counter  transference  vitiates  a healthy 
rapport  between  patient  and  physician. 

The  Anamnesis 

The  patient,  upon  entering  the  office,  must  be 
made  to  feel  that  the  physician  is  sincerely  inter- 
ested in  him,  for  here  is  a doctor  with  a body  of 
knowledge  gleaned  through  the  ages  by  the 
world’s  greatest  minds.  Here  is  a healer  whose 
sole  interest,  for  the  moment,  is  the  appli- 
cation of  the  best  of  his  knowledge  to  the  one  per- 
son before  him.  This  is  the  responsibility  of  the 
doctor — to  apply  it  with  sincerity. 

Sincerity  serves  to  put  the  patient  at  ease. 
He  is  made  to  feel  like  a human  being  instead  of 
another  case  history.  He  has  found  someone 
who  will  unselfishly  and  unstintingly  look  after 
his  welfare. 

The  physician  in  the  everyday  practice  of 
medicine  cannot  be  expected  to  do  a mental  ex- 
amination, a psychosomatic  history,  in  addi- 
tion to  the  medical  history  and  examination. 
However,  since  an  adequate  psychosomatic 
evaluation  is  essential  in  the  treatment  of  all 
patients,  pertinent  information  can  be  ascertained 
within  the  framework  of  the  classic  form  of 
history  taking.  The  following  suggestions  will 
aid  in  eliciting  the  emotionally  determined  dis- 
orders as  well  as  the  emotional  components  in  or- 
ganic disease. 

Present  Illness. — The  physician  is  well  aware  of 
the  fact  that  an  accurate  description  of  the  pre- 
senting symptoms  is  the  sine  qua  non  of  diagno- 
sis. Here,  semantics  play  a large  role.  It  is 
characteristic  of  many  patients  that,  being  un- 
able to  describe  their  symptoms  adequately  in 
terms  which  they  feel  the  doctor  will  understand, 
they  will  come  to  the  physician  saying  that  they 
have  an  ache  or  pain.  Or,  they  may  come  with  a 
prefabricated  diagnosis  of  stomach  trouble  or 
heart  trouble. 

Ilinsie  described  the  patient  whose  presenting 
complaint  was  stomach  trouble.3  The  patient 
was  asked  to  describe  the  nature  of  his  complaints 
in  detail.  The  stomach  trouble  was  described  as 
a “cylindrical  object,  tissue  in  nature,  about 
eight  inches  long,  located  first  in  the  groin  then 
in  the  abdominal  wall.  It  got  rigid  and  mobile, 
following  which  it  exploded,  leaving  him  ex- 
hausted.” The  actual  description  revealed  im- 


mediately that  the  stomach  trouble  was  emotion- 
ally determined  and,  furthermore,  that  it  was  un- 
related to  the  stomach.  The  author  has  reported 
a similar  instance  of  head  sensations  in  a young 
woman  whose  presenting  symptom  was  severe 
headache.4  A detailed  description  easily  de- 
termined the  psychosexual  nature  of  her  disturb- 
ance. 

It  has  been  repeatedly  stressed  that  the  cogni- 
zance of  an  emotionally  determined  disorder  need 
not  be  reached  by  elimination  of  organic  con- 
ditions. The  diagnosis  can  be  made  positively 
from  the  symptom  complex  described  by  the 
patient,  if  the  patient  is  encouraged  to  describe 
the  quality  and  nature  of  his  symptoms  without 
being  encumbered  by  stereotyped  expressions 
which  the  patient  feels  he  must  use  to  make  the 
physician  understand  him. 

Case  /f. — A.  P.  had  visited  numerous  doctors  and 
clinics  because  of  what  he  described  as  pain  in  the 
back.  When  an  exact  description  was  asked,  he 
indicated  that  there  was  no  pain  at  all  but  a pecu- 
liar sensation  like  shooting  needles  which  started 
in  his  lower  spine  and  shot  up  to  the  back  of  his 
head.  A description  such  as  this  makes  the  diag- 
nosis evident  without  further  laboratory  procedures. 
Deeper  analysis  brought  forth  the  strong  homo- 
sexual component  in  his  make-up.  True,  it  is  not 
the  job  of  the  practitioner  to  uncover  the  psycho- 
pathology in  these  cases,  but  the  recognition  of  the 
nature  of  the  symptomatology  is  most  important 
for  the  welfare  of  the  patient  and  saves  the  physician 
infinite  time. 

One  aspect  of  the  patient’s  status  which  is  most 
frequently  missed  by  the  practitioner  is  the  pres- 
ence of  a depression.  Ripley  in  studying  150 
patients  in  a general  hospital  found  depression  re- 
actions in  100  who  were  also  suffering  from 
physical  disease.6  A psychiatric  disorder  was 
found  to  be  the  sole  cause  for  hospitalization  in 
24  cases.  The  signs  in  the  reactive  depression 
group  were  poor  appetite,  loss  of  weight,  sleep  dis- 
turbances, excessive  variation  in  pulse,  moderate 
constipation,  and  decrease  in  sexual  desire. 

The  underlying  depression  often  is  masked  by  a 
labyrinth  of  physical  complaints.  This  is  es- 
pecially true  of  the  involutional  group.  Time 
and  again,  although  the  physical  complaints  are 
exhaustingly  investigated,  no  attention  is  paid 
to  the  mood  of  the  patient.  To  the  question, 
are  you  depressed,  the  patient  may  answer  in  the 
negative,  often  because  the  patient  does  not 
understand  the  meaning  of  the  word . There  may 
be  little  retardation  evident.  Agitation,  if 
present,  may  be  attributed  to  his  worry  over  his 
symptoms.  Yet,  in  response  to  the  question, 
does  life  seem  worth  living,  the  patient  may  burst 
into  tears.  The  floodgates  of  the  emotions  are 
opened,  and  the  true  nature  of  the  illness  dis- 
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covered.  It  is  often  as  simple  as  that.  To  the 

I question,  how  do  you  feel,  the  patient  may  re- 
spond with  an  enumeration  of  his  physical  com- 
plaints. The  question,  how  are  your  spirits,  will 
be  more  productive.  This  is  directed  to  his  inner 
life  and  to  his  outlook,  in  comparison  with  his 
former  mood. 

Many  physicians  are  prone  to  think  that  the 
depression  is  secondary  to  the  many  physical 
symptoms,  a reaction  of  the  patient  to  physical 
illness.  It  is  not  denied  that  a depression  may 
follow  a prolonged  illness,  but  in  the  overwhelm- 
ing number  of  cases  seen  in  the  outpatient  clinics, 
the  somatic  complaints  are  the  symptoms  of  an 
underlying  depression.  Closer  questioning  will 
reveal  an  inordinate  amount  of  guilt  feelings. 
Trivialities  of  early  life  are  recalled  and  magni- 
fied to  gargantuan  proportions.  Patients  express 
their  unworthiness  and  tell  of  what  a burden  they 
are  to  their  loved  ones.  They  volunteer  the  in- 
formation that  they  are  such  physical  wrecks 
that  it  probably  would  be  better  for  everyone  if 
they  were  dead.  Frequently,  they  describe 
themselves  as  tense  inside,  with  no  energy  to  do 
anything  constructive.  Needless  to  say,  if  the 
depression  is  unrecognized,  and  hence  untreated, 
the  chances  of  suicide  are  great. 

Past  History. — The  early  development  of  the 
patient  may  reveal  the  beginning  of  a neurosis. 
It  is  important  to  elicit  neuropathic  traits  such 
as  temper  tantrums,  nightmares,  bed-wetting, 
somnabulism,  and  nail-biting.  Also  the  reaction 
of  the  patient  to  early  illnesses  may  be  a clue  to 
reactions  pertaining  to  the  present  illness.  Some 
patients  have  been  the  object  of  oversolicitude; 
illness  may  become  an  attention-getting  mecha- 
nism and  be  responded  to  by  much  fretting  by  over- 
anxious parents  and  relatives.  These  points,  in 
addition  to  facts  about  the  actual  illnesses,  should 
be  noted.  Oversolicitous  parents  often  receive 
gratification  from  nursing  their  children  and  by 
so  doing  often  exploit  them.  R.  M.,  at  the  age  of 
26,  remains  an  invalid  eleven  years  after  his  re- 
covery from  acute  nephritis.  At  that  time,  the 
physician  ordered  a low  protein  diet  and  in- 
structed the  mother  to  weigh  out  4 ounces  of 
meat  per  day  as  the  total  protein  intake  during 
the  acute  illness.  However,  following  a complete 
recovery,  the  mother  persisted  in  measuring  the 
protein  intake  and  restricting  both  social  and 
physical  activities.  As  a result  he  developed 
erratic  eating  habits,  including  an  aversion  to 
meat.  In  addition,  he  has  become  markedly  in- 
troverted, and  his  whole  life  is  geared  to  preserv- 
ing his  kidneys,  although  at  present  there  is  no 
demonstrable  evidence  of  kidney  damage. 

Family  History. — This  is  a frequently  neglected 
part  of  the  history  but  may  be  of  great  impor- 
tance from  a dynamic  psychosomatic  point  of 


view.  It  is  not  enough  to  record  familial  dis- 
eases, cause  of  death  of  parents,  and  their  age  at 
time  of  death.  It  is  of  greater  importance  for  an 
evaluation  of  the  total  personality  to  ascertain 
the  age  and  emotional  reaction  of  the  patient  at 
the  time  of  familial  illness  and  death.  Thus,  the 
case  of  C.  W.  T.,  cited  earlier  in  this  paper,  proves 
this  point.  It  was  of  utmost  importance  not 
only  to  ascertain  the  cause  of  death  of  the  brother 
but  to  learn  the  patient’s  reaction  to  it.  Thus, 
the  patient,  having  always  been  closely  identified 
with  this  sibling,  took  on  his  symptomatology. 
Hidden  guilt  because  of  a feeling  of  responsibility 
for  the  brother’s  death  made  punishment  for  him- 
self necessary. 

This  case  also  demonstrates  another  significant 
point.  The  patient  had  the  presenting  symptom, 
low  back  pain,  which  was  the  initial  symptom  of 
his  unfortunate  brother.  Thus,  to  learn  that  the 
brother  died  of  cancer  would  give  the  physician 
little  insight  into  the  patient’s  symptomatology. 
But  if  he  had  known  the  characteristics  of  the 
brother’s  disease,  he  would  be  on  the  road  to  an 
understanding  of  his  patient’s  complaints. 
Therefore,  it  is  wise  to  ask  the  patient  for  a de- 
scription of  the  disease  that  has  occurred  in  the 
family  as  well  as  the  diagnosis.  The  patient  will 
understand  little  of  the  pathology  but  will  be  well 
aware  of  the  symptomatology  of  the  diseases 
which  have  afflicted  those  close  to  him. 

Dunbar  has  placed  great  emphasis  on  the  ne- 
cessity of  learning  the  emotional  reaction  of  the 
patient  to  illnesses  of  other  members  of  the 
family.6  Frequently,  symptoms  come  on  after 
nursing  and  caring  for  a chronically  ill  parent. 
The  ambivalent  feelings  aroused  by  such  an 
emotionally,  as  well  as  physically,  arduous  task 
leave  their  mark. 

Sibling  relationships  should  be  recorded.  The 
attitude  of  the  patient  at  the  time  of  the  birth  of 
siblings  is  important.  Sibling  rivalry  may  be- 
come translated  into  definitive  syndromes. 

Case  5. — One  example  of  this  is  the  woman 
patient,  L.  L.,  aged  23,  now  suffering  from  severe 
neurosis  and  headaches  dating  back  to  the  age  of  6. 
In  the  course  of  taking  the  history  in  regard  to 
menstruation,  she  exclaimed,  “I  hate  being  a 
woman,  having  to  be  sick  each  month.  I always 
wanted  to  be  a boy;  I love  outdoor  sports.  When 
I was  younger,  I would  wrestle  with  my  younger 
brother.  I fought  fairly,  but  he  would  scratch  and 
pull  hair  like  a woman.” 

The  birth  of  the  younger  brother  occurred  when 
the  patient  was  6 years  of  age,  also  the  time  of  onset 
of  her  head  complaints.  Here  the  birth  of  a boy 
was  a great  threat  to  this  girl.  She  had  sensed  the 
feeling  in  the  household  of  a great  desire  for  a boy 
child.  In  an  unconscious  attempt  to  satisfy  the 
parents,  she  had  assumed  the  masculine  role.  The 
appearance  of  the  infant  caused  her  to  muster  all 
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her  defense  mechanisms  to  the  point  of  attempting 
to  feminize  her  brother.  However,  confronted  with 
the  overwhelming  obstacle  of  biology,  she  could  not 
maintain  her  desired  status,  and  symptoms  resulted. 

With  the  above  elucidation  of  the  subheadings, 
the  following  outline  is  designed  to  include  an 
evaluation  of  the  emotional  aspects  of  the 
patient’s  illness  in  the  routine  anamnesis.  One  of 
the  main  considerations  in  its  formulation  was 
brevity  so  that  it  can  be  a workable  tool  in  the 
everyday  practice  of  medicine. 

A.  Present  Illness 

1.  Chief  complaint,  duration,  progress 

2.  Description  of  quality  and  nature  of 

symptoms 

3.  Relation  to  environmental  factors  to  the 

present  illness 

4.  Mood 

B.  Past  History 

1.  Early  development 

2.  Previous  illnesses 

(а) .  Reaction  of  patient  to  illness 

(б) .  Reaction  of  parents  to  patient’s  ill- 

ness 

3.  Habits  of  eating,  sleeping,  drugs,  etc. 

4.  Menstrual  history 

5.  Marital  life 


6.  Employment 

7.  Review  of  systems 

C.  Family  History 

1.  State  of  health  of  close  relatives 

2.  Description  of  familial  illnesses 

3.  Emotional  response  of  patient  to  familial 

illnesses 

4.  Sibling  relationship 


Summary 

Factors  of  fear  and  transference  in  patient- 
physician  relationships  are  discussed.  A simpli- 
fied outline  for  the  anamnesis  is  formulated  to  in- 
clude an  evaluation  of  emotional  components. 
Pertinent  case  histories  are  presented.  The 
emphasis  of  this  paper  is  on  the  recognition  of  the 
psychiatric  aspects  of  everyday  clinical  practice. 
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WORLD  HEALTH  ORGANIZATION  RESOLUTION 


“Whereas,  the  United  States  of  America  played 
an  important  part  in  organizing  the  International 
Health  Congress,  held  in  this  country,  and  which  led 
to  the  setting  up  of  the  World  Health  Organization 
Interim  Commission,  and 

“Whereas,  the  establishment  of  the  World 
Health  Organization  on  a permanent  basis  is  essen- 
tial to  the  health  and  security  of  the  United  States, 
and  its  program  is  one  of  the  nonc.ontroversial  activi- 
ties of  the  United  Nations  which  all  of  the  United 
Nations  have  unanimously  agreed  to  support  whole- 
heartedly, and 

“Whereas,  even  though  enough  nations  have  now 
ratified  the  Constitution  of  the  World  Health  Or- 


ganization, or  have  signified  their  intention  to  ratify 
within  the  near  future,  to  permit  its  establishment 
on  a permanent  basis,  the  Congress  of  the  United 
States  still  has  not  so  ratified, 

“Be  it  resolved:  That  the  Board  of  Directors  of  the 
National  Tuberculosis  Association  hereby  urges 
strongly  that  the  present  Congress  approve  the  Con- 
stitution of  the  World  Health  Organization  without 
further  delay,  and  without  any  crippling  res- 
ervations, so  that  the  United  States  can  play  its 
proper  role  in  this  important  stage  of  the  selection  of 
personnel  and  formulation  of  policy  for  the  World 
Health  Organization.” — National  Tuberculosis 
Association,  April  5,  1948 


PROSTATECTOMY— SUPRAPUBIC  AND  TRANSURETHRAL 

Joseph  L.  Mangiardi,  M.D.,  and  Augustus  Harris,  M.D.,  F.A.C.S.,  Brooklyn,  New  York 
( From  the  Urological  Department,  St.  John’s  Hosptal) 


MUCH  HAS  been  said  and  written  concern- 
ing the  operative  surgery  for  the  relief  of 
prostatic  obstruction.  There  is  today  no  una- 
nimity of  opinion  as  to  the  type  of  operation 
which  should  be  employed  in  a given  case.  There 
are  the  ardent,  so-called  “resectionists,”  who  be- 
lieve that  all,  or  nearly  all,  conditions  of  hyper- 
trophy can  be  treated  adequately  by  transure- 
thral resection,  while  others  believe  that  this 
operation  should  be  definitely  more  limited. 
The  cutting  type  of  operation  is  performed  by 
either  the  suprapubic  or  perineal  approach. 
Some  surgeons  perform  only  the  suprapubic 
method,  others  use  the  perineal  almost  exclu- 
sively, while  still  others  use  both.  It  has  been 
aptly  stated  that  a competent  urologist  should  be 
well  able  to  perform  all  procedures.  Each  case 
must  be  considered  as  an  individual  problem  and 
the  elective  method  should  be  applied  with  the 
experienced  judgment  of  the  urologist. 

In  the  suprapubic  operation  there  are  those 
who  adopt  the  two-stage  method  almost  exclu- 
sively, while  others  favor  the  complete  one-stage 
operation,  after  preliminary  urethral  catheter 
drainage.  Some  have  felt  that  the  perineal 
method  should  be  a much  more  common  pro- 
cedure. 

An  increasing  experience  with  the  complete 
one-stage  operation  during  the  past  six  years 
has  convinced  us  of  the  advantage  of  this  oper- 
ation, except  in  the  presence  of  nitrogen  reten- 
tion, urosepsis,  and  where  urethral  catheter  drain- 
age is  not  feasible.  Certain  cardiovascular 
lesions  and  debilitated  states  also  may  make  the 
one-stage  operation  too  dangerous. 

The  amount  of  preoperative  drainage  required 
for  safety  has  been  the  subject  of  much  discussion. 
Seven  to  ten  days  of  continuous  drainage  have 
usually  been  considered  adequate  in  the  average 
case.  More  courageous  urologists  have  claimed 
good  results  without  such  interval  of  drainage, 
except  in  the  presence  of  nitrogen  retention  or 
serious  cardiovascular  disease. 

A major  factor  in  the  controversy  seems  to  be 
that  good  results  reported  by  one  group  with  one 
operation  cannot  be  duplicated  by  others.  This 
is  especially  true  in  transurethral  resection. 
It  is  a fact  that  the  technical  ability  of  various 
surgeons  differs  according  to  the  experience  with 
this  procedure  of  each  individual. 

Presented  at  the  Convention  of  American  College  of 
Surgeons,  St.  John’s  Hospital.  Brooklyn,  September  10, 

1947. 
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It  is  our  opinion  that  transurethral  prostatic 
resection,  although  a safe  and  adequate  procedure 
in  experienced  hands,  should  be  reserved  for 
those  patients  with  predominant  hypertrophy  of 
the  median  lobe  and  bar,  coarctation  of  the  vesi- 
cal neck,  and  periurethral  fibrosis  of  the  prostate. 
This  policy  is  at  definite  variance  with  the  school 
of  enthusiastic  resectionists.  However,  we  have 
encountered  many  urologists  who  are  reluctant  to 
resect  the  very  large  so-called  “adenomas.”  We 
do  not  employ  the  perineal  operation. 

There  are  indications  that  the  complete  one- 
stage  operation  is  definitely  increasing  in  popu- 
larity and  that  it  has  given  equally  good  results 
as  compared  to  the  two-stage.  It  has  the  advan- 
tage to  the  patient  of  only  one  operation  and 
usually  a shorter  period  of  convalescence. 

We  believe  that  the  two-stage  operation  should 
be  reserved  for  a limited  group,  as  follows: 

(а)  Those  in  whom  adequate  preoperative 
catheter  drainage  is  impossible  without  resort  to 
cystotomy. 

(б)  Those  with  marked  impairment  of  renal 
function,  cardiovascular  disease,  marked  arterio- 
sclerosis, or  urosepsis  which  definitely  contraindi- 
cates prostatectomy.  Certain  of  these  may  be 
made  safely  operable  at  a later  date  by  cystot- 
omy drainage  and  other  supportive  treatment. 
There  is  an  extremely  limited  group  where  pros- 
tatectomy cannot  be  considered  even  reasonably 
safe.  In  these,  permanent  cystostomy  drainage 
or  catheter  life  is  the  only  recourse. 

Intermittent  catheterization  two  or  three  times 
in  twenty-four  hours  in  some  poor  risk  cases  fails 
to  give  adequate  symptomatic  relief;  in  these 
cystotomy  must  be  done. 

In  any  event,  we  believe  in  the  principle  of 
“giving  the  beggar  his  chance”  when  it  comes  to 
cystotomy  and  prostatectomy,  where,  otherwise, 
nothing  is  left  but  a life  of  suffering.  The  idea 
of  refusing  to  take  chances  in  prostatic  surgery, 
just  for  the  sake  of  low  mortality  statistics  of  the 
operator,  is  only  to  be  condemned. 

Technic  of  Operation 

and  Postoperative  Care 

Moderate  sedation  is  given  one  hour  before 
operation  (morphine  and  scopolamine).  Spinal 
anesthesia  is  employed  exclusively,  using  100  to 
120  mg.  of  procaine. 

With  the  patient  in  Peterkin  position  (legs  flexed 
and  thighs  abducted)  a paramedian  vertical 
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muscle-splitting  incision  is  made,  the  bladder 
exposed,  partially  mobilized,  punctured  near  the 
fundus,  evacuated,  and  explored.  The  bladder 
is  inspected  carefully  with  the  aid  of  illuminating 
bladder  retractors.  Search  is  made  for  possible 
tumor,  stone,  diverticulum,  or  other  lesion,  in 
those  patients  who  have  not  been  cystoScoped 
before  operation. 

With  the  left  index  and  middle  fingers  in  rec- 
tum the  lateral  lobes  are  steadied  and  slightly 
elevated.  The  right  index  finger  then  is  made  to 
perforate  the  prostatic  urethra  well  below  the  in- 
ternal vesical  neck  and  in  an  anterolateral  di- 
rection either  to  right  or  left.  A line  of  cleavage 
is  easily  made  between  gland  and  capsule,  and 
one  lateral  lobe  at  a time  is  enucleated  readily. 
Only  in  the  presence  of  firm  fibrous  or  malignant 
changes  is  there  any  difficulty  of  separation.  In 
this  instance,  some  cutting  dissection  may  be  re- 
quired. Usually,  one  lateral  lobe  is  removed  first, 
then  the  other  lateral  and  median  lobes  together. 
Sometimes  the  entire  prostate  is  easily  removed 
en  masse,  although  this  is  definitely  to  be  avoided 
in  quite  large  prostates  (to  minimize  risk  of  hem- 
orrhage) . 

Following  enucleation  of  the  “adenoma,”  the 
prostatic  bed  is  bathed  in  a 2 per  cent  solution  of 
acetone-alcohol-mercurochrome.  A temporary  2- 
inch  plain  gauze  pack  then  is  placed  in  the  pros- 
tatic bed  for  immediate  hemostasis.  This  is 
then  withdrawn  and  the  entire  bladder  neck  and 
prostatic  bed  carefully  inspected  under  vision 
with  the  illuminating  retractors.  Any  bleeding 
vessels  at  the  vesical  neck  are  clamped  and 
ligated  with  No.  1 plain  catgut  suture  ligatures. 
Three,  four,  or  five  strips  of  oxycel  gauze  (cellu- 
losic  acid)  are  snugly  placed  in  the  prostatic  bed. 
Pressure  is  then  made  against  this  gauze  with 
stick  sponges  for  a few  minutes,  which  usually 
controls  bleeding  adequately.  A No.  38  or  40 
French,  open-end  Pezzer  tube  is  placed  at  the  fun- 
dus and  bladder-wall  incision  closed  with  inter- 
rupted No.  2 chromic  catgut  sutures  passed 
through  the  outer  coats  (avoiding  the  mucous 
membrane).  A large  wet  cigaret  drain  is 
placed  in  the  space  of  Retzius,  and  the  abdominal 
wall  is  closed  in  layers,  approximating  the  skin 
with  black  silk,  passing  one  through  the  tube  to 
anchor  it. 

After  operation,  intravenous  infusion  of  glucose 
is  given  and  repeated  as  necessary.  Bleeding  is 
usually  slight  to  moderate,  especially  since  the 
advent  of  the  new  hemostatic  gauze  (we  formerly 
used  vaseline  gauze  pack).  The  bladder  is  gently 
irrigated  every  three  hours  with  weak  adrenalin 
solution  (40  drops  to  the  quart)  to  avoid  clotting 
in  the  tube.  If  the  bleeding  is  more  than  average, 
2 cc.  of  neohcmoplastin  is  injected  intramus- 
cularly and  repeated  as  necessary.  In  our  experi- 


ence, blood  transfusions  are  required  only  in  ex- 
ceptional cases. 

Postoperative  bladder  spasm  is  rather  annoying 
in  some  patients.  Moderate  doses  of  morphine, 
atropine,  depropanex,  trasentine,  octin,  or  pheno- 
barbital  may  be  employed  variously.  We  have 
not  yet  found  the  ideal  antispasmodic  for  all 
cases. 

The  judicious  use  of  a sulfa  drug  (moderate 
dosage)  has  proved  very  helpful,  both  pro- 
phylactically  and  therapeutically,  for  urinary 
tract  and  other  types  of  infection.  We  favor  sul- 
facetamide and  sodium  sulfathiazole  in  V-rGm. 
doses  in  preference  to  other  sulfa  drugs.  Peni- 
cillin and  streptomycin  also  have  played  an  im- 
portant role  in  the  management  and  control  of 
these  infections.  We  believe  these  new  agents 
have  accomplished  a great  deal  in  the  reduction 
of  morbidity  and  mortality. 

Keeping  the  urine  acid,  by  the  use  of  acidifying 
drugs  and  diet,  is  especially  important  after  the 
operation.  This  is  essential  to  proper  healing. 
Alkaline  and  urea-splitting  infections  must  be 
avoided.  Ammonium  chloride,  ammonium  ni- 
trate, sodium  and  ammonium  acid  phosphate  are 
the  most  popular.  In  the  presence  of  low  renal 
function  with  acid  therapy  the  patient  must  be 
carefully  watched  for  possible  occurrence  of 
acidosis. 

The  prevesical  cigaret  drain  is  removed  on 
the  third  postoperative  day.  The  suprapubic 
tube  is  removed  generally  on  the  third  to  the  fifth 
day.  This,  of  course,  applies  only  to  the  com- 
plete one-stage  operation. 

All  instruments  are  kept  out  of  the  urethra 
until  the  seventh  to  the  ninth  day,  and  then  a 
22  F six-eyed  catheter  passed  and  the  bladder 
thoroughly  irrigated  and  completely  cleansed. 

Because  of  the  desire  to  keep  the  patient  mov- 
ing in  bed  and  for  relatively  early  ambulation, 
suprapubic  suction  apparatus  is  used  very  little 
by  us  at  present. 

Fairly  early  voluntary  voiding  of  at  least  part 
of  the  urine  usually  takes  place;  otherwise,  an 
indwelling  multi-eyed  urethral  retention  catheter 
is  fastened  in  position  to  keep  the  patient  dry. 
The  bladder  is  kept  clean  with  irrigations  of 
oxycyanide  of  mercury  solution  three  or  four 
times  in  twenty-four  hours. 

We  wish  to  emphasize  that  there  is  no  field  of 
surger^  in  which  more  meticulous  supervision  and 
care  of  the  patient  is  required  than  in  the  manag- 
ment  of  the  prostatic  patient.  Only  in  this  man- 
ner may  satisfactory  results  be  obtained. 

Results 

Between  the  years  1939  and  1947,  there  were 
283  prostatectomy  operations  performed  on  our 
service.  Ninety-one  were  transurethral  resec- 


June  1,  1948] 


PROSTATECTOMY 


1263 


tion;  119  were  one-stage  suprapubic  prostatec- 
tomies, and  73  were  two-stage  suprapubic  pro- 
statectomies. The  average  age  of  the  patients 
was  sixty-six  and  one-half  years.  The  youngest 
was  fifty  years  of  age,  and  the  oldest  was  ninety- 
one.  Sixty-seven  per  cent  of  these  patients  had 
important  preoperative  complications,  the  most 
common  of  which  were  arteriosclerosis  and  heart 
disease. 

The  average  period  of  preoperative  drainage  for 
the  transurethral  operation  was  three  days.  This 
included  some  with  no  preoperative  drainage. 
The  average  period  of  drainage  for  suprapubic 
prostatectomy  was  nine  days. 

Malignancy  was  found  by  the  pathologist  in 
47,  or  16.6  per  cent.  Of  these,  28,  or  59  per  cent 
were  diagnosed  preoperatively.  Two  hundred 
and  thirty-six,  or  83.4  per  cent,  had  benign  hyper- 
trophy of  the  prostate. 

Twenty-four  per  cent  had  some  postoperative 
complication,  of  which  hemorrhage  and  urinary 
fever  were  the  most  common.  The  average  total 
hospital  stay  was  nineteen  days  for  the  transure- 
thral, thirty-two  days  for  the  one-stage  supra- 
pubic, and  thirty-six  days  for  the  two-stage  su- 
prapubic operation. 

The  over-all  results  were  81  per  cent  good,  13 
per  cent  fair,  and  6 per  cent  poor,  including  mor- 
talities. The  results  classified  as  fair  were  based 
upon  the  discharge  note  on  the  chart  and  were 
largely  conditions  of  frequency,  urgency,  noc- 
turia, .or  dysuria  incident  to  residual  bladder  in- 
fection, which  conditions  are  generally  amenable 
to  local  and  general  follow-up  treatment. 

There  were  six  postoperative  deaths,  or  2.12 
per  cent,  one  following  transurethral  resection, 
three  following  one-stage  prostatectomy,  and  two 
following  two-stage  prostatectomy.  Of  these, 
three  succumbed  to  coronary  thrombosis,  two  to 
uremia,  and  one  to  acute  cardiac  failure. 


The  mortality  in  the  different  types  of  opera- 
tions was  as  follows:  for  the  transurethral  opera- 
tion, 1.1  per  cent;  for  one-stage  prostatectomy, 
2.5  per  cent,  and  for  two-stage  prostatectomy, 
2.7  per  cent. 

There  were  four  additional- deaths  which  were 
not  included  in  operative  deaths:  one  on  the 
forty-eighth  postoperative  day  of  pulmonary 
embolus,  one  on  the  thirty-eighth  postoperative 
day  of  bronchopneumonia  and  cardiac  failure, 
one  on  the  thirty-fifth  postoperative  day  of 
uremia,  and  one  on  the  thirty-third  postoperative 
day  of  pulmonary  embolus.  These  were  all 
debilitated  patients.  However,  they  had  re- 
covered from  the  effects  of  operative  surgery. 
If  these  are  included  in  the  postoperative  mor- 
tality of  the  entire  group,  the  percentage  mor- 
tality is  as  follows:  for  the  transurethral  oper- 
ation, 1.1  per  cent;  for  one-stage  prostatectomy, 
2.5  per  cent,  and  for  two-stage  prostatectomy, 
8.2  per  cent. 

Two  instances  of  persistent  postoperative  su- 
prapubic fistula  required  secondary  cutting-re- 
section and  closure  for  complete  wound  healing. 
No  case  of  urinary  incontinence  has  been  recorded 
in  the  entire  group. 

Summary 

Two  hundred  and  eighty-three  cases  of  pro- 
statectomy are  reviewed.  Transurethral  re- 
section was  employed  in  91  cases,  two-stage  su- 
prapubic prostatectomy  in  73  cases,  and  one-stage 
suprapubic  prostatectomy  in  1 19  cases.  The  in- 
dications for  the  different  types  of  prostatectomy 
are  discussed.  The  total  mortality  of  the  series 
was  2.12  per  cent.  Preoperative  and  postoper- 
ative care  are  outlined  briefly,  and  surgical  tech- 
nic is  described. 

480  Herkimer  Street 
306  Park  Place 


BELLEVUE  NURSING  SCHOOLS  MARK  75TI1  ANNIVERSARY 


The  75th  anniversary  of  the  founding  of  the 
Bellevue  Schools  of  Nursing  is  being  celebrated  be- 
ginning May  6,  with  a program  which  highlights  the 
history  and  progress  of  the  nursing  profession,  as 
well  as  many  of  the  advances  made  in  medical  science 
during  the  past  three-quarters  of  a century.  The 
Museum  of  the  City  of  New  York  has  prepared  an 
historical  exhibit  in  conjunction  with  the  celebration, 
and  a fashion  show  and  revue  of  old  nurses’  costumes 
will  be  held  on  May  19  at  the  nurses’  residence. 

The  first  school  of  nursing  in  (lie  United  States  to 
l)o  founded  on  the  “Nightingale  Plan,”  the  Bellevue 


School  of  Nursing  was  opened  officially  on  Mav  1, 
1873,  at  315  East  26th  Street,  New  York  City. 
Founded  after  approximately  two  years  of  intense 
effort,  the  opening  class  of  the  School  consisted  of 
six  students.  In  1888,  the  Mills  School  of  Nursing 
for  Men  was  founded  as  an  affiliate  of  the  Bellevue 
School  of  Nursing,  and  was  the  first  nursing  school 
for  men  in  this  country. 

Throughout  its  seventy-five  years  of  continuous 
service,  a total  of  3,602  women  and  862  men  have 
been  graduated  from  the  Bellevue  Schools  of  Nurs- 
ing. 


INTESTINAL  OBSTRUCTION  COMPLICATING  PREGNANCY 

Sigmund  A.  Siegel,  M.D.,  F.A.C.S.,  and  Norman  Pleshette,  M.D.,  New  York  City 

( From  the  Departments  of  Surgery  and  Obstetrics  of  the  New  York  Medical  College, 

Flower  and  Fifth  Arfenue  Hospitals,  and  New  York  City  Hospital) 


INTESTINAL  obstruction  is  not  an  uncommon 
condition.  One  meets  it  frequently  in  private 
practice  but  more  so  on  the  larger  charity  services 
of  the  public  hospitals.  The  principles  for  its 
treatment  have  been  well  established,  but  how  well 
understood  are  those  principles  when  they  exist 
as  a complication  of  pregnancy?1-4  Stressing  the 
surgical  principles  and  difficulties,  as  well  as  re- 
viewing the  obstetric  problems,  could  improve 
and  reduce  the  mortality  and  morbidity  figures. 

Despite  the  great  change  in  the  physical  location 
of  the  intestinal  tract  during  pregnancy,  intesti- 
nal obstruction  rarely  occurs  in  the  period  of  ges- 
tation. Gradual  accommodation  accepts  the  al- 
most imperceptibly  slow  change  in  the  relation- 
ships of  the  viscera  as  the  organs  are  displaced 
toward  the  diaphragm. 

The  frequency  figures  of  intestinal  obstruction 
complicating  pregnancy  vary  considerably. 
Twenty-eight  cases  of  pregnancy  ileus  were  col- 
lected by  Eliason  and  Erb  from  1926  to  1937.6 
Two  hundred  to  300  cases  have  been  reported  in 
the  literature  as  usually  due  to  a previous  pelvic 
operation  or  appendectomy.6  In  the  previous 
ten  years,  13  cases  of  obstruction  have  been  re- 
ported with  a maternal  mortality  of  three  and  a 
fetal  mortality  of  three.  From  33  other  hospitals 
in  Philadelphia,  12  antepartum  cases  were  found 
in  the  same  ten-year  period  with  a maternal  mor- 
tality of  five  and  a fetal  mortality  of  six.  These 
results  are  worse  than  those  in  the  literature  for 
the  obvious  reason  that  successful  cases  are  more 
likely  to  be  reported. 

Accordingly,  general  figures  for  the  coun- 
try at  large  must  be  similar  or  worse.  Block 
and  Sales  report  two  cases,  one  with  two  ob- 
structions during  the  same  pregnancy  at  the 
sixth  month  and  ninth  month.6  This  patient 
had  a cesarean  section  and  relief  of  obstruction 
with  death  of  the  fetus.  The  second  case 
was  six  months’  pregnant  and  terminated  un- 
eventfully. Both  patients  were  operated  on  as 
acute  emergencies  without  gastric  suction.  The 
authors  believe  in  early  operation  with  a thorough 
search  and  that  conservative  intestinal  intubation 
should  not  be  used  in  this  condition.  Smith  and 
Bartlett  state  that  there  was  only  one  intestinal 
obstruction  in  the  Boston  Lying-In  Hospital  in 
66,430  deliveries  from  1916  to  1938. 7 This  pa- 
tient was  admitted  as  a late  case,  seven  months’ 
antepartum;  she  was  operated  upon  at  once  and 


died  immediately  afterwards.  Obstruction  was 
due  to  adhesions  without  gangrenous  gut.  Five 
cases  of  intestinal  obstruction  in  45,000  deliveries 
are  reported  for  the  previous  twenty  years  from 
the  Magee  Hospital  in  Pittsburgh.  The  causative 
factors  were  appendectomy  in  three,  volvulus  in 
one,  and  previous  cesarean  section  in  one.8 
Immediate  operation  was  performed  in  three 
cases  with  one  mortality,  one  not  operated  upon, 
and  one  treated  conservatively.  The  last  case 
delivered  a four  and  one-half  pound  live  infant, 
but  twelve  days  later  the  obstruction  was  relieved 
by  operation.  The  fatal  case  was  six  and  one-half 
months  pregnant  and  died  because  at  operation 
a gangrenous  loop  of  gut  was  found.  Gastric  suc- 
tion was  not  used  preoperatively.  In  a series  of 
80  cases,  Hansen  found  a gradually  increasing  per 
cent  of  bowel  obstruction  as  the  pregnancy  pro- 
gressed.9 A relatively  high  per  cent  occurred  post- 
partum. From  the  English  literature,  he  re- 
ported 25  per  cent  maternal  and  36  per  cent  fetal 
mortality.  Of  4,445  deliveries,  from  1943  to 
1946,  inclusive,  at  the  Sydenham  Hospital  of 
New  York  City,  there  was  only  one  intestinal 
obstruction,  in  an  abdominal  pregnancy  of 
twenty-week  gestation. 

Eliason  and  Welty  reviewed  202  cases  of  intes- 
tinal obstruction  during  1934  to  1943  with  defi- 
nite reasons  for  obviously  improving  results.10 
With  the  Miller-Abbott  tube,  the  mortality  was 
reduced  50  per  cent.  Resection  of  bowel  doublet  I 
the  over-all  mortality;  19  per  cent  compared  to 
11  per  cent  of  the  entire  series.  Twenty-five  per 
cent  of  the  patients  to  whom  suction  drainage  was 
applied  required  no  operation  with  special  use  for 
the  Miller-Abbott  tube  in  recent  postoperative 
cases.  A delay  in  the  successful  intubation  may 
be  allowed,  provided  distention  does  not  increase, 
a mass  does  not  appear,  and  vital  readings  are 
satisfactory.  Strangulation  is  a strict  contra- 
indication to  delay,  yet  gastric  suction  and  proper 
intravenous  medication  for  a short  while  are  of 
benefit. 

In  an  analysis  of  130  cases  of  intestinal  obstruc- 
tion by  Smith  and  Van  Beuren,  mortality  of  late 
cases  gradually  dropped  from  66.6  per  cent  during 
1916  to  . 1919  to  48.6  per  cent  in  1928  to  1931. 11 
From  1935  to  1939,  the  mortality  was  23.8  per 
cent.  The  better  results  are  due,  the  authors 
state,  to  the  use  of  the  Miller-Abbott  tube,  con- 
tinuous gastric  suction,  and  a better  understand- 
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ing  of  the  need  and  methods  of  correcting  dehy- 
dration and  mineral  balance. 

Case  Report 

F.  G.,  aged  37,  para  0,  gravida  III,  pregnant  seven 
full  months,  was  admitted  January  12,  1947,  because 
of  recurring  abdominal  cramps,  following  ingestion 
' of  food,  for  six  weeks’  duration.  During  the  six 
days  prior  to  admission,  she  had  not  had  a bowel 
movement  nor  passed  any  gas.  Part  of  this  time, 
she  had  been  in  another  hospital  where  she  was 

I treated  with  corpus  luteum  extracts  to  prevent  what 
was  considered  impending  labor.  Two  days  before 
1 admission,  x-rays  showed  small  bowel  obstruction, 

I but  the  patient  refused  hospitalization. 

On  January  11,  1947,  the  patient  became  mark- 
edly distended,  and  she  began  to  vomit  fecal  mate- 
rial profusely.  She  was  treated  at  home  with  gastric 

I suction  which  afforded  some  relief.  The  following 
day  she  consented  to  hospitalization  because  of 
severe  pain  and  vomiting.  The  causative  factor  for 
the  obstruction  was  a laparatomy  done  one  and  one- 
i half  years  previously,  at  which  time  a right  tube, 

I ovary,  and  appendix  were  resected  when  she  was 
two  and  one-half  months’  pregnant.  This  resulted 
in  a prompt  miscarriage. 

On  admission,  she  was  markedly  dehydrated  and 
I distended.  Blood  pressure  was  140/80,  temperature 
100.2  F.,  pulse  100,  respiration  20.  In  addition  to 
i the  pregnant  uterus,  there  was  a nontender  mass 
palpable  in  the  right  lower  quadrant. 

Laboratory  studies  showed  plasma  protein  to  be 
5.5  Gm.  per  cent,  hematocrit  37.52.  Urine  and  blood 
I counts  were  not  exceptional.  She  was  Rh  negative, 

(and  her  husband  was  Rh  positive. 

The  patient  was  given  2.5  per  cent  glucose  in  1,000 
cc.  of  saline  alternating  with  5 per  cent  glucose  in 
2,000  cc.  of  distilled  water.  She  improved  markedly 
the  following  day.  It  was  agreed  that,  since  the  local 
mass  had  disappeared  and  the  patient  was  better, 
one  should  wait  and  continue  treatment  with  the 
Miller-Abbott  tube  and  suction  in  the  hope  that  the 
! obstruction  might  be  relieved.  One  of  us  (N.  P.) 
seemed  reasonably  sure  that  the  patient  would  have 
no  trouble  delivering  from  below.  Two  cc.  of  mer- 
cury, added  to  the  bulb  of  the  Miller-Abbott  tube, 

! resulted  in  almost  immediate  advancement  into  the 
duodenum.  The  condition  of  the  mother  and  fetus 
continued  satisfactory  so  that  operation  was  not. 
deemed  imperative.  However,  three  days  after 
admission,  it  was  decided  to  wait  only  one  more  day 
before  intervention  to  avoid  exhaustion  of  the  pa- 
tient. On  the  afternoon  of  the  following  day,  labor 
was  successfully  induced  by  .stripping  and  rupturing 
the  membranes,  emptying  the  uterus  of  most  of  the 
fluid  and  inserting  a Voorhees  bag.  Nine  hours 
later,  the  patient  gave  birth  spontaneously  to  a 
healthy  five-pound  five-ounce  infant.  During  the 
night  and  the  following  morning,  the  patient  had 
ineffective  enemata  although  some  gas  was  passed. 

Since  the  obstruction  was  not  relieved,  twelve 
hours  later  operation  was  performed  through  a mid- 
right  rectus  incision  disclosing  the  abdomen  to 
contain  about  250  cc.  of  clear  straw-colored  fluid. 


Beginning  at  the  middle  of  the  small  bowel  and 
extending  almost  to  the  terminal  ileum  were  numer- 
ous bands,  adhesions,  and  “knuckles”  of  small  bowel 
attached  to  each  other,  the  broad  ligament,  the 
cecum,  and  the  abdominal  wall  of  the  right  lower 
quadrant,  some  of  which  formed  an  internal  hernia. 

Immediately  after  the  operation,  the  patient  de- 
veloped anasarca,  and  plasma  protein  determination 
by  the  copper  sulfate  method  was  4.4  Gm.  per  cent, 
hemoglobin  13.6  Gm.  Serum  chlorides  were  610.5 
mg.  per  cent.  Following  a transfusion  of  500  cc.  of 
blood  and  500  cc.  of  plasma,  her  proteins  rose  to  5.9 
Gm.  per  cent  with  immediate  improvement.  On  the 
third  postoperative  day,  the  patient  was  allowed  two 
ounces  of  fluids  by  mouth  each  hour,  and  the  tube 
was  clamped  for  one-half  hour.  On  that  morning, 
it  was  noted  that  the  patient  was  very  apprehensive, 
and  she  was  given  two  grains  of  sodium  phenobarbi- 
tal  intramuscularly.  Suddenly,  at  noon,  the  patient 
had  two  severe  Jacksonian  convulsions.  Analysis 
of  the  laboratory  data,  etc.,  indicated  the  cause  as 
most  probably  due  to  alkalosis  tetany.  This  was 
corrected  by  the  simple  expedient  of  removing  the 
suction  tube  and  administering  glucose,  saline,  and 
sedatives. 

The  patient  was  allowed  out  of  bed  on  the  sixth 
postoperative  day,  apparently  well.  The  following 
day  the  skin  stitches  were  removed.  Special  adhe- 
sive strapping  was  applied  to  guard  against  dehis- 
cence, yet  this  occurred  on  the  eighth  day.  The 
wound  was  immediately  sutured  with  deep  figure  of 
eight  stitches.  Eleven  days  postoperatively,  the 
patient  developed  thrombophlebitis  involving  the 
left  leg. 

To  relieve  the  edema  of  the  leg  and  to  open  a good 
collateral  circulation,  several  left  paravertebral 
sympathetic  novocain  blocks  were  done  with  good 
results.  The  patient  was  discharged  improved  on 
February  9,  1947. 

This  patient  had  been  admitted  precariously  ill 
and  suffering  .from  malnutrition,  loss  of  fluids  and 
minerals,  and  severe  distention.  It  was  originally 
intended,  because  of  a mass  present  in  the  right  lower 
quadrant,  to  decompress  and  restore  fluids,  minerals, 
and  proteins  and  very  shortly  thereafter  to  operate 
to  relieve  the  obstruction.  However,  with  the  rou- 
tine treatment  of  Miller-Abbott  tube  suction  and 
hydration,  the  patient  improved,  and  the  mass  dis- 
appeared. Because  of  this,  it  was  felt  that  further 
delay  was  advisable.  Fortunately,  until  the  time  of 
active  intervention,  the  choice  of  election  remained. 
The  decision  was  made  to  induce  labor. 

Induction  from  below  was  chosen  for  these  rea- 
sons: 

(1)  Although  the  cervix  was  long  and  uneffaced, 
it  was  soft,  malleable,  and  easily  admitted  one  finger. 

(2)  Delivery  from  below  would  be  least  trauma- 
tizing, and  there  was  an  outside  chance  that  the 
obstruction  might  be  relieved. 

(3)  Since  a viable  child  was  not  expected  (thirty- 
two  weeks)  and  only  the  mother  was  to  be  consid- 
ered, vaginal  delivery  would  be  best  for  her.  1<  was 
further  hoped  that  emptying  the  uterus  would  re- 
lease traction  on  the  bowel  and  relieve  the  obstruc- 
tion. It  should  be  emphasized  that,  in  the  presence 
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of  an  enlarged  uterus  with  marked  distention  or  fol- 
lowing a cesarean  section,  it  would  have  been  im- 
perative in  this  instance  to  do  only  an  enterostomy, 
which  is  at  times  successful,  but  nevertheless  a most 
unsatisfactory  procedure. 

A carbon  dioxide  combining  power  three  hours 
after  the  convulsions  was  60  volumes  per  cent.  Since 
the  patient  was  not  on  intravenous  fluids  and  actu- 
ally was  washing  the  chlorides  out  of  her  stomach,  it 
is  most  probable  that  the  convulsions  were  due  to 
alkalosis.  Dehiscence  occurred  in  the  face  of  low 
plasma  proteins  and  was  not  unexpected.  The  pa- 
tient also  developed  a thrombophlebitis  although 
she  was  out  of  bed  relatively  early  and  was  moved 
throughout  her  illness.  Of  importance  in  evaluating 
this  complication,  it  may  be  said  that  the  patient 
received  intravenous  fluids  through  a vein  on  the 
dorsum  of  the  left  foot. 

Discussion 

From  the  surgical  point  of  view,  intestinal  ob- 
struction is  respected  as  a very  serious  abdominal 
emergency.  The  mortality  is  still  very  high  but 
lower  than  it  was  prior  to  modern  emphasis  on 
suction  decompression,  hydration,  and  mineral 
and  protein  balance.  One' of  the  basic  principles 
is  to  delay  operation,  if  at  all  feasible,  to  restore 
the  patient  so  that  she  may  be  able  to  withstand 
surgery.  A well-established  corollary  is  that  sud- 
den decompression  by  operation  in  a sick  patient 
with  intestinal  obstruction  is  very  dangerous. 
With  the  release  of  pressure  in  the  bowel  lumen, 
the  flow  of  blood  fluids  is  suddenly  increased  into 
the  tissue  spaces.  This  is  an  important  factor  in 
the  rapid  appearance  of  shock  in  the  postopera- 
tive period. 

In  high  obstructions,  the  loss  of  fluids  and  min- 
erals by  vomiting  is  most  serious.  Replacement 
by  saline  solution  will  enable  the  patient  to  sur- 
vive longer.  In  low  obstruction  the  mechanical 
effects  of  distention  on  the  bowel  are  more  impor- 
tant. It  may  be  stated  that  most  of  the  air  found 
in  the  bowel  normally  or  in  the  presence  of  ob- 
struction is  swallowed  atmospheric  air.  The 
aspiration  of  this  air  by  gastric  tube  may  afford 
remarkable  relief  of  distention.  Further  along, 
the  obstruction  is  marked  by  distended  loops 
which  contain  much  more  air  than  fluid.  Only  in 
a closed  loop  is  the  gas  produced  by  putrefaction 
or  diffusion  from  the  blood  a major  factor.  The 
main  hazards  from  this  distention  are  venous  re- 
turn obstruction,  jeopardy  to  bowel  viability,  and 
loss  of  plasma  from  the  circulatory  volume.  It  is 
not  unusual  to  wait  twenty-four  to  thirty-six 
hours  for  the  favorable  effects  of  decompression 
and  then  to  operate. 

Slemons  and  Williams  believe  there  are  no 
definite  rules  for  handling  the  pregnancy,  since 
many  variable  factors  must  be  considered.12 
With  advanced  pregnancy,  emptying  the  uterus 


may  be  necessary  to  secure  proper  exposure  of  the 
pelvis.  A draining  enterostomy  wound  is  unde- 
sirable in  anticipation  of  a uterine  operation. 
Obstruction  during  pregnancy  has  a maternal 
mortality  of  40  per  cent  and  a fetal  mortality  of 
65  per  cent.  In  Larson’s  case,  immediate  opera- 
tion was  performed  successfully  with  uneventful 
convalescence  and  birth  five  weeks  later  of  a nor- 
mal child.13 

Each  patient  must  be  individually  appraised. 
Whenever  possible,  a Miller-Abbott  tube  should 
be  started,  as  well  as  intravenous  fluids,  immedi- 
ately on  admission.  Mercury  in  the  rubber  bulb 
will  usually  speed  its  passage  into  the  duodenum 
after  which  it  may  be  inflated  with  air.  Labora- 
tory studies  should  include  a determination  of  the 
blood  protein  and  chloride  levels.  Oxygen  may 
be  administered  as  the  transfer  of  oxygen  and  car- 
bon dioxide  from  the  bowel  is  accomplished  with 
greater  ease  than  that  of  atmospheric  nitrogen. 
If,  by  all  means  available,  a closed  loop  or  gan- 
grenous loop  is  not  thought  to  be  present,  a further 
period  of  decompression  with  the  tube  should  be 
tried.  A large  percentage  of  patients  will  not 
need  surgery  subsequently. 

With  a small  uterus,  the  pregnancy  may  be  dis- 
regarded. However,  in  late  pregnancy,  most  seri- 
ous consideration  should  be  given  to  emptying 
the  uterus  first,  providing  gangrene  of  the  bowel 
is  not  present.  It  is  proper  to  assume  that  with 
the  uterus  empty  an  incidental  case  may  be  re- 
lieved of  mechanical  obstruction  in  addition  to  the 
rare  case  of  pregnancy  ileus.  Postoperatively, 
intravenous  therapy  includes  protein,  chemo- 
therapy, and  antibiotics,  to  be  used  as  indi- 
cated. 

Summary  and  Conclusion 

A case  of  intestinal  obstruction  complicating  a 
seven  months’  pregnancy  is  reported  in  which 
labor  was  induced  with  the  Voorhees  bag  followed 
in  twelve  hours  by  successful  surgical  relief  with- 
out mortality. 

Intestinal  obstruction  associated  with  preg- 
nancy is  an  infrequent  but  serious  complication 
with  a high  fetal  and  maternal  mortality. 

The  use  of  the  Miller-Abbott  tube  with  suction 
and  concomitant  efforts  to  improve  the  general 
condition  of  the  patient  before  operation,  or  to 
avoid  operation,  is  imperative. 

Evidence  of  gangrene  of  the  bowel  or  a closed 
loop  precludes  delay. 

Early  in  pregnancy  the  size  of  the  uterus  may 
be  disregarded.  However,  with  a large  uterus, 
induction  of  labor  should  be  given  serious 
thought.  Proper  therapy  should  successfully 
avoid  infection. 
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SHOULD  CARDIAC  PATIENTS  BE  PERMITTED  TO  TRAVEL  BY  AIR? 

W.  D.  Schmidt,  M.D.,  Smithtown  Branch,  New  York 


BECAUSE  of  the  increasing  popularity  of  air 
travel,  the  family  physician  is  frequently 
called  upon  to  advise  his  cardiac  patients  as  to 
whether  it  would  be  safe  for  them  to  travel  by 
air.  From  a military*  aviation-medical  stand- 
point, the  altitudes  at  which  commercial  air- 
liners fly  are  considered  to  be  free  from  any  serious 
hazards.  In  military  aviation,  however,  one  is 
dealing  with  selected,  healthy,  young  individuals 
who  are  physiologically  adaptable  to  such  com- 
paratively minor  environmental  changes,  which, 
on  the  other  hand,  are  apt  to  produce  quite 
serious  effects  in  individuals  with  disturbed 
cardiovascular  function. 

Most  commercial  airliners  fly  at  altitudes  of 
8,000  feet  or  less  but  may  under  certain,  some- 
times unpredictable,  circumstances  go  up  as  far 
as  10,000  and  even  12,000  feet.  The  USAAF  set 
the  upper  limit  for  flying  without  the  use  of  oxy- 
gen equipment  at  10,000  feet,  except  for  brief 
periods  of  time.  At  this  altitude,  even  young, 
healthy  individuals  will  show  a drop  in  arterial 
oxygen  concentration  of  about  10  per  cent,  with 
definite  physiologic  effects.  This  moderate  de- 
gree of  anoxia  resulting  from  flying  at  altitudes  of 
8,000  to  12,000  feet,  which  noticeably  impairs  the 
performance  of  military  flight  personnel,  would 
probably  not  even  be  noticed  by  the  majority  of 
airline  passengers,  especially  since  it  is  frequently 
associated  with  definite  euphoria.  It  is  conceiv- 
able, however,  that  patients  who  suffer  from  cor- 
onary insufficiency  may  under  these  conditions 
experience  a degree  of  myocardial  anoxia  that 
will  impair  heart  function  seriously. 

The  “anoxia  test,”  recommended  for  the  di- 
agnosis of  coronary  insufficiency,  is  known  to 
have  brought  on  severe  anginal  seizures  and  is, 
therefore,  considered  too  dangerous  for  routine 
use  by  many  cardiologists.  This  “anoxia  test” 


consists  in  having  the  patient  breathe  a mix- 
ture of  10  per  cent  oxygen  and  90  per  cent 
nitrogen  for  about  twenty  minutes.  The  breath- 
ing of  such  a 10  per  cent  mixture  is  equiv- 
alent to  flying  at  an  altitude  of  18,000  feet. 
Ambient  air  at  an  altitude  of  10,000  feet  would  be 
equivalent  to  a gas  mixture  containing  14  per 
cent  oxygen.  Continued  exposure  to  this  at- 
mospheric pressure  should  be  considered  just  as 
dangerous  to  persons  with  cardiac  disturbances 
as  the  “anoxia  test”  because  of  the  time  element. 

Although  the  physical  activities  of  an  airline 
passenger  are  minimal,  the  added  oxygen  re- 
quirements, given  by  such  activities  as  eating 
dinner  on  board  the  plane  or  going  to  the  wash- 
room, may  possibly  increase  the  danger.  If,  in 
addition  to  coronary  insufficiency,  there  should 
be  also  an  impairment  of  oxygen  absorption,  as 
in  emphysema,  thoracic  deformities,  pulmonary 
hypertension,  respiratory  disease,  etc.,  or  re- 
duced oxygen  carrying  power  of  the  blood,  the 
danger  of  severe  myocardial  anoxia  would  be  even 
greater.  Another  important  factor  may  be  the 
apprehension  and  nervous  tension  which  so 
many  air  passengers  exhibit,  especially  when  fly- 
ing for  the  first  time,  and  often  associated  with 
hyperventilation,  air  sickness,  etc. 

Two  methods  for  the  prevention  of  anoxia  at 
high  altitudes  are  available  at  present;  namely, 
oxygen-breathing  equipment  and  cabin-pressuri- 
zation. If  oxygen  equipment  were  available  to 
airline  passengers  for  continued  use,  this  would  re- 
move most  of  the  dangers  of  altitude.  At  the 
present  time,  however,  oxygen  equipment,  if 
supplied  at  all  on  airliners,  is  available  for  inter- 
mittent use  only,  which  would  be  insufficient. 
Moreover,  the  use  of  such  equipment  requires 
preliminary  instruction  and  is  highly  uncomfort- 
able. It  is  very  doubtful  whether  it  will  ever  on- 
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joy  great  popularity  with  civilian  airline  cus- 
tomers. 

“Cabin-pressurization”  is,  at  least  in  theory, 
the  far  more  practical  method.  Its  principle  is, 
essentially,  the  compressing  of  the  “thinned-out” 
air  of  altitude,  to  approach  as  nearly  as  possible 
the  atmospheric  pressure  of  air  at  ground  level. 
There  are,  however,  structural  limitations  to 
withstanding  more  than  a certain  amount  of 
“differential  pressure”  in  the  aircraft.  Aircraft 
engineering  has  accomplished  a great  deal  in  try- 
ing to  overcome  these  technical  obstacles,  but,  to 
my  knowledge,  the  commercial  airliner  that  can 
give  its  passengers  “sea  level  comfort  in  the 
stratosphere”  is  yet  to  be  built.  In  practice, 
these  present  limitations  affect  the  altitude  at 
which  an  airliner  can  cruise,  rather  than  the 
safety  of  its  passengers.  For  people  with  im- 
paired cardiovascular  function,  however,  cabin- 
pressurization  in  its  present  state  of  development 
may  represent  a considerable  source  of  danger. 

An  aircraft  flying  at  a certain  altitude  where 
human  life  would  be  impossible  without  the  use  of 
oxygen-breathing  equipment  can  be  “pressur- 
ized down”  to  a “cabin  altitude”  of,  let  us  say, 
5,000  feet,  where  pilot  and  passengers  can  exist 
comfortably  and  safely  without  additional  oxy- 
gen. Should  this  certain  altitude  be  exceeded, 
however,  the  “cabin  altitude”  may  rise  to  10,000 
feet  or  more,  with  the  same  hazards  we  encounter 
in  nonpressurized  aircraft  at  such  actual  altitudes. 

Another  danger  is  that  of  “explosive  decompres- 
sion,” i.e.,  the  sudden  release  of  cabin  pressure 
through  a structural  defect  in  the  cabin  wall. 
This  danger  is  real  enough,  as  two  recent  acci- 
dents on  transatlantic  airliners  showed.  Under 
these  conditions  the  passengers  would  be  rather 
suddenly  exposed  to  the  extreme  cold  and  low 
oxygen  pressure  at  altitude.  Although  this 
pressure  drop  may  under  certain  circumstances 
take  place  more  gradually,  and  although  the  pilot 
can  always  dive  for  safer  altitudes,  the  anoxia 
produced  in  the  passengers  during  the  time-lag 
before  such  safe  altitude  is  reached,  plus  the  ex- 
citement caused  by  the  emergency,  may  be 
enough  to  produce  in  some  individuals  severe 
myocardial  damage. 

For  these  reasons,  it  would  appear  that  caution 
is  indicated  when  we  advise  patients  with 
coronary  artery  disease  regarding  air  travel, 
even  though  we  know  of  many  cases  where 
such  patients  have  traveled  by  air  without  any 
apparent  ill  effects. 

The  same  caution  would  be  in  order  for  all 
patients  who  show  noticeable  degrees  of  impaired 
oxygen  absorption,  i.e.,  where  there  is  dyspnea, 
reduced  vital  capacity,  pulmonary  congestion, 
cyanosis,  etc.,  whether  due  to  left  ventricular  fail- 
ure, mitral  disease,  congenital  defects,  kypho- 


scoliosis, emphysema,  or  other  causes.  In  some 
of  these  patients,  the  arterial  oxygen  concentra- 
tion may  already  be  dangerously  low,  in  spite  of 
subjective  well-being,  and  any  further  reduction 
should  probably  be  avoided.  On  the  other  hand, 
there  does  not  seem  to  be  any  reason  why  patients 
with  well-compensated  valvular  lesions,  and  even 
well-digitalizecl  slow  fibrillators,  should  not  be 
permitted  to  travel  by  air,  just  like  any  normal 
person. 

Cardiacs  with  associated  gastrointestinal  dis- 
turbances should  be  w:arned  that  the  expansion 
of  gases  under  conditions  of  reduaed  atmospheric 
pressure  may  cause  them  considerable  distress, 
which  can,  to  some  degree,  be  prevented  by  avoid- 
ing “gas-forming”  foods  for  forty-eight  hours  be- 
fore flight.  It  is  also  conceivable  that  such  dis- 
tension may  originate  vagovagal  reflexes  when- 
ever such  a tendency  exists.  Therefore,  where 
such  mechanisms  may  play  a part,  as  in  certain 
disturbances  of  rhythm,  we  may  be  induced  to 
administer  atropine  as  a precaution. 

Patients  with  disturbances  of  conduction 
should  probably  be  considered  with  the  same  de- 
gree of  caution  as  those  with  conorary  artery  dis- 
ease, particularly  where  there  is  a history  of 
Adams-Stokes’  attacks  or  any  other  form  of  syn- 
cope. 

Cardiac  patients  with  tendency  to  any  form  of 
motion  sickness  will  probably  have  little  desire  to 
travel  by  air.  Air  sickness  can  be  prevented, 
however,  in  most  cases  with  hyoscine  hydrobro- 
mide, 1/100  of  a grain  by  mouth,  one  hour  before 
flight  and  again  at  take  off,  to  be  repeated  if 
necessary;  this  may  or  may  not  be  supplemented 
with  a barbiturate.  Hyoscine  is  a most  effective 
drug,  and  there  are  few,  if  any,  contraindications 
to  its  use.  It  also  serves  to  combat  the  apprehen- 
sion so  many  people  experience,  particularly  on 
their  first  flights. 

Summary 

An  attempt  has  been  made  to  outline  some  of 
the  dangers  confronting  cardiac  patients  who 
travel  by  air.  The  opinion  has  been  expressed 
that  for  some  types  of  disturbed  cardiovascular 
function,  travel  by  air  can  have  serious  conse- 
quences, while  for  other  cases  it  may  be  perfectly 
harmless. 

The  advice  given  to  a cardiac  patient  should 
be  based  on  evaluation  of  the  individual 
patient’s  cardiovascular  status,  with  particular 
attention  to  the  relative  sufficiency  of  his  coro- 
nary circulation  and  the  adequacy  of  his  pulmo-  | 
nary  gas-exchange  and  oxygen-carrying  power  of 
the  blood.  The  writer  is  aware  of  the  fact  that 
few  cardiologists  share  his  concern  about  these-  ;! 
alleged  dangers. 


COMBINED  GENERAL  AND  LOCAL  ANESTHESIA  FOR 
VAGINAL  DELIVERY 


Edward  A.  Graber,  M.D.,  and  Sidney  Druce,  M.D.,  New  York  City 


IT  IS  admitted  that  the  pain  and  apprehension 
associated  with  the  second  stage  of  labor 
should  be  alleviated.  No  one  method,  however, 
has  been  completely  acceptable.  There  are  avid 
proponents  of  practically  all  of  the  popular  means 
of  pain  control,  and  each  cites  valid  arguments  as 
to  why  his  particular  method  is  the  procedure  of 
choice. 

It  is  not  the  purpose  of  this  paper  to  enter  into 
this  controversy.  The  authors  merely  wish  to 
present  a routine  which  has  worked  well  in  their 
hands  in  over  five  hundred  vaginal  deliveries. 

The  entire  project  started  during  the  war  years 
when  the  shortage  of  both  intern  and  nursing 
personnel  was  acute.  Before  long  it  became  ap- 
parent that  the  delivery  room  anesthetists  in  the 
various  institutions  were  definitely  not  as  experi- 
enced as  their  predecessors.  It  had  been  our 
custom  before  this  period  to  use  nitrous  oxide, 
oxygen,  and,  if  necessary,  ether  for  almost  all  de- 
liveries. The  anesthesia  was  induced  before 
operative  vaginal  delivery  and  continued  until 
after  the  repair  of  the  episiotomy.  Incidentally, 
the  above  routine  was  used  by  approximately  95 
per  cent  of  the  obstetricians  of  the  four  insti- 
tutions at  which  our  patients  were  delivered. 
Most  obstetricians,  even  today,  are  completely 
indifferent  to  local  anesthesia. 

There  is  no  need  to  repeat  in  detail  the  disad- 
vantages of  nitrous  oxide,  oxygen,  and  ether  anes- 
thesia. Uterine  relaxation,  postpartum  hemor- 
rhage, anesthetized  babies,  disorientation,  vomit- 
ing with  aspiration,  pulmonary  complications, 
etc.,  have  all  been  described  fully.  There  is  one 
great- advantage,  however,  which  cannot  be  dis- 
regarded. The  average  patient  wishes  to  escape 
completely,  and  general  anesthesia  does  give 
sleep  and  the  desired  relief. 

With  the  deterioration  of  anesthesia  personnel, 
the  disadvantages  of  general  anesthesia  were 
emphasized,  and  pudendal  block  was  substituted. 
The  routine  used  was  the  standard  one  described 
by  Griffin,  Sheldon,  Bunim,  and  others.1-3 

The  advantages  of  local  block  were  quickly 
apparent  and  most  impressive.  These  have 
already  been  noted  in  detail  by  Greenhill.4  How- 
ever, three  great  deficiencies  had  to  be  taken  into 
account: 

1.  The  patients  complained  rather  bitterly 
about  the  pain  of  the  needle  insertion,  especially 
when  the  anesthetic  solution  was  being  deposited 


in  the  upper  labia  and  into  the  region  of  the  ischial 
spines. 

2.  The  pain  of  the  uterine  contractions  was 
not  alleviated.  Most  patients  thought  that  the 
doctor  was  not  helping  them  as  much  as  he  could 
or  should. 

3.  Many  felt  and  objected  to  the  pull  of  the 
forceps  even  though  the  actual  pain  was  blocked. 
In  their  semiconfused  state  resulting  from  pre- 
vious analgesia,  the  tugging  of  the  forceps  was 
sufficient  stimulus  to  cause  marked  excitement 
and  protestation  in  a certain  percentage. 

Postpartum  conversation  with  these  patients 
revealed  that  the  average  private  patient  was  not 
too  happy  about  pudendal  block,  especially  if  she 
met  another  woman  who  told  her  the  glories 
of  a general  anesthesia,  going  to  sleep  and  re- 
membering nothing. 

It  was  felt,  however,  that  the  advantages  of 
local  anesthesia  could  not  be  disregarded,  es- 
pecially during  the  repair  of  an  episiotomy.  It 
was  decided,  therefore,  to  use  a combined  tech- 
nic that  would  utilize  the  advantages  of  each. 
The  following  was  evolved. 

Method 

When  delivery  is  anticipated,  the  patient  is 
placed  on  the  delivery  table  and  the  routine 
preparation  completed.  WTith  each  contraction 
she  is  given  a mixture  of  85  per  cent  nitrous  oxide 
and  15  per  cent  oxygen  for  the  duration  of  the 
pain.  She  is  encouraged  to  bear  down. 

If  the  deliveiy  is  to  be  spontaneous,  the  lower 
labia,  fourchette,  and  perineum  are  infiltrated 
with  0.5  or  1 per  cent  procaine.  Approximately 
15  to  20  cc.  are  used  for  this,  and  an  additional 
10  cc.  are  used  on  each  side  in  the  levators  to 
facilitate  relaxation.  The  needle  is  inserted 
while  the  patient  is  getting  the  gas  mixture  dur- 
ing a contraction.  If  necessary  the  gas-oxygen 
mixture  is  prolonged  about  one  minute  to  com- 
plete the  infiltration. 

At  the  time  of  delivery  of  the  head,  the  general 
anesthesia  is  pushed  if  necesary,  but  generally 
the  amount  of  gas  needed  in  relation  to  the  per- 
centage of  oxygen  is  less  than  when  procaine  is 
not  used.  It  is  rarely  necessary  to  produce 
cyanosis  to  get  results.  An  episiotomy  is  per- 
formed, if  indicated,  at  the  time  of  crowning. 

Immediately  after  the  delivery  of  the  head,  the 
anesthesia  is’stopped,  and  the  mother  is  given 
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straight  oxygen.  Within  one  or  two  minutes  the 
patient  is  awake. 

After  the  delivery  of  the  placenta,  the  perine- 
otomy is  repaired  under  the  effects  of  the  procaine. 
The  patient  is  assured  that  novocaine  has  been 
injected  and  she  will  feel  no  pain. 

When  an  outlet  forceps  is  anticipated,  the  exact 
procedure  outlined  above  is  carried  out.  Before 
forceps  are  applied,  however,  the  patient  is 
anesthetized  with  the  general  anesthesia.  First 
plane  induction  is  adequate.  As  soon  as  the 
head  is  born,  the  anesthesia  is  discontinued.  In 
the  average  outlet  forceps  case  the  anesthesia 
time  is  three  to  five  minutes  instead  of  the  cus- 
tomary fifteen  to  forty  minutes  of  second  or  third 
stage  anesthesia.  Our  depth  of  anesthesia  is 
extremely  light  because  of  the  perineal  infiltra- 
tion. 

If  a low  or  mid  forceps  operation  is  contem- 
plated, a complete  pudendal  block  is  done.  Gas 
is  used  to  cover  the  painful  deep  insertion  of  the 
needle  in  the  area  of  the  ischial  spines.  It  is  felt 
that  the  greater  relaxation  and  the  greater  area 
of  nerve  block  justifies  the  additional  complexity 
of  pudendal  block.  Also,  less  general  anesthesia 
is  needed. 

Except  for  a few  refinements  of  technic,  there  is 
certainly  nothing  new  in  the  method  advocated. 
It  has,  however,  eliminated  the  common  com- 
plaints that  obstetricians  have  had  against  local 
block  of  the  perineum.  Using  the  combined  rou- 
tine certain  advantages  will  be  apparent: 

1.  No  deeper  general  anesthesia  than  first 
plane  is  necessary. 

2.  The  oxygen  percentage  is  high  so  that 
asphyxia  of  the  newborn  and  mother  is  rare. 

3.  The  amount  of  general  anesthesia  given 
is  minimal.  Usually,  three  to  five  minutes  is  the 
maximum  duration. 

4.  The  length  and  depth  of  general  anes- 
thesia makes  the  administration  relatively  safe 
in  inexperienced  hands. 

5.  The  patients  are  satisfied  because  they 
have  been  relieved. 

6.  The  patients  are  not  as  ill  postpartum 
from  the  anesthesia. 

7.  Blood  loss  was  definitely  less,  both  from 
the  uterus  and  from*  the  episiotomv  wound. 

8.  Pulmonary  complications  were  minimal. 

9.  The  patients  were  awake  and  cooperative 
both  in  the  delivery  room  postpartum  and  when 
put  to  bed  in  their  own  rooms. 

10.  Placentas  separated  more  easily. 

Episiotomies  were  no  more  painful  postpartum, 
and  no  delay  in  healing  was  noted.  In  the  438 
episiotomies  in  this  series,  eight  showed  a moder- 


ate amount  of  separation  of  the  skin,  and  two 
broke  down  completely.  This  2 plus  per  cent 
incidence  of  infection  compares  favorably  with 
other  series  in  which  general  anesthesia  was 
used.  In  both  cases  of  complete  wound  disrup- 
tion there  was  prolonged  labor  and  putrid  lochia. 
The  technic  of  repair  of  the  perineotomies  was 
00  or  000  chromic  with  interrupted  sutures. 

N o special  knowledge  is  needed  to  do  a perineal 
block,  and  a pudendal  block  is  simple  after  a brief 
review  of  basic  anatomy.  The  physician  who 
will  take  the  time  to  do  a local  block  will  be 
amply  rewarded  by  the  fewer  obstetric  emergen- 
cies he  will  encounter  as  a result  of  profound 
general  anesthesia,  and  he  will  also  have  time  to 
repair  the  episiotomy  leisurely  and  with  better 
surgical  technic.  The  block  lasts  from  forty-five 
minutes  to  one  hour. 

The  500  patients  reported  were  all  private. 
This  was  purposely  done,  because  this  type  of 
patient  generally  demands  more  relief  and  their 
reactions  can  be  more  accurately  evaluated. 
The  women  delivered  by  the  combined  method 
seemed  satisfied.  At  no  time  did  they  appear  re- 
sentful about  the  so-called  callousness  of  their 
obstetricians  to  their  supplications  for  relief  at  the 
time  of  imminent  birth  of  their  babies.  Some 
expressed  delight  about  seeing  their  offspring 
soon  after  birth  and  being  reassured  by  their 
cries. 

All  of  the  patients  were  amply  premedicated 
with  demerol-scopolamine  and/or  barbiturates. 
Even  with  this,  however,  it  was  definitely  felt  that 
.further  help,  other  than  local  block,  was  necessary 
in  order  to  give  adequate  relief  from  the  distress 
of  the  second  stage. 

Conclusion 

Greenhill  states,  “The  most  important  one  is 
the  operator.4  He  must  first  convince  himself 
that  local  is  safest  and  simplest.”  The  authors 
agree  with  the  above,  but  are  not  convinced'  of  the 
adequacy  of  local  anesthesia  alone.  With  the 
combined  method,  one  has  all  the  advantages  of 
local  anesthesia  plus  a satisfied  patient.  It  is  our 
contention  that  a satisfied  patient  is  a most  im- 
portant part  of  medical  practice. 
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PNEUMONIA  IN  THE  SMALL  GENERAL  HOSPITAL 

Paul  A.  Burgeson,  M.D.,  Warsaw,  New  York 

{From  the  Department  of  Medicine,  Wyoming  County  Community  Hospital ) 


PNEUMONIA  in  its  various  forms  has  consti- 
tuted one  of  the  major  therapeutic  problems 
confronting  the  physician.  The  disease  was  de- 
scribed by  Hippocrates  and  Aretaeus  in  ancient 
times,  but  until  the  twentieth  century  and,  in- 
deed, until  the  past  two  decades,  very  little  sig- 
nificant progress  has  been  made  in  the  treatment 
of  this  serious  emergency.  The  pneumonia 
patients  of  Austin  Flint  and  Sir  William  Osier 
received  treatment  nearly  as  efficacious  as  that 
which  was  accorded  our  patients  in  the  1920’s  and 
the  early  1930’s.  Prior  to  the  development  of 
type-specific  antipneumococcus  serum,  there 
had  been  no  significant  advance  in  the  treatment 
of  pneumonia.  Certain  refinements  in  the 
supportive  management  of  the  disease,  such  as  the 
use  of  oxygen,  appeared.  However,  since  anti- 
pneumococcus serum  appeared,  rapid  advances 
have  been  achieved,  notably  with  the  various 
sulfonamide  derivatives  and,  more  recently,  with 
penicillin. 

The  great  reductions  in  the  mortality  rate  in 
pneumonia  since  the  development  of  potent 
specific  agents  is  well  known.  From  an  alarming 
mortality  rate  twenty  years  ago,  progressive  re- 
ductions have  been  attained  until  today  the 
disease  is  little  feared  and  even  is  regarded  with 
complacency  by  the  general  public,  as  well  as  by 
some  of  the  medical  profession. 

Numerous  well-documented  reports  have  been 
published  in  this  regard.  However,  nearly  all  of 
these  have  originated  from  the  larger  medical 
centers.  This  survey  was  prompted  by  a desire 
to  analyze  the  results  in  pneumonia  in  the  small 
general  hospital  during  the  period  when  most  of 
the  improvements  in  the  therapy  of  pneumonia 
have  been  made.  Trends  in  the  problems  of 
hospitalization  of  cases  of  this  disease  also  were 
observed. 

For  purposes  of  this  study,  all  cases  admitted  to 
the  Wyoming  County  Community  Hospital  for 
treatment  of  a primary  diagnosis  of  pneumonia 
were  included.  No  distinction  was  made  between 
the  lobar  and  bronchial  forms,  and  all  cases  were 
included,  regardless  of  cause,  with  the  exception 
of  purely  secondary  infections  swell  as  post- 
' operative  pneumonias,  those  occurring  secondary 
to  trauma,  and  strictly  terminal  infections.  The 
study,  therefore,  includes  the  bacterial  forms  of 
the  disease,  as  well  as  the  more  recently  described 
viral  or  atypical  varieties. 

Table  1 shows  the  number  of  cases  of  pneu- 


monia per  year  from  1927  to  1946  inclusive  with 
the  number  of  fatal  cases  per  year  and  the  mor- 
tality percentage  per  year.  It  will  be  observed 
that  the  mortality  percentage  showed  no  appre- 
ciable improvement  until  the  use  of  antipneumo- 
coccus serum  became  common  in  1937.  Ad- 
mittedly, the  number  of  cases  per  year  was  too 
small  to  be  statistically  significant,  but  the  re- 
sults were  characteristic  of  the  period  in  question. 
Serum  was  first  used  in  the  Wyoming  County 
Community  Hospital  in  1934,  but  its  use  was 
quite  rare  until  specific  sera  for  all  of  the  known 
types  of  pneumococci  became  available  to  us  in 
1937.  Marked  reduction  in  the  mortality  per- 
centage then  occurred,  and  this  tendency  has 
continued,  although  less  precipitously,  through 
1946.  More  impressive  still  are  the  mortality 
figures  for  the  five-year  periods  demonstrated  in 
Table  2.  A progressive,  significant  decrease  in 
the  mortality  percentage  has  occurred  in  each 
period.  It  is  significant  to  note  that  the  mortality 
rate  for  1946  was  the  lowest  recorded  in  this 
hospital,  and  it  is  to  be  hoped  that  this  is  indica- 
tive of  further  reduction  to  come. 


TABLE  1.— Pneumonia  Mortality  by  Five-Year 
Periods 


Period 

Number  . 
of 

Cases 

Number 

of 

Deaths 

Mortality 

Percentage 

1927  to  1931 

63 

23 

36.50 

1932  to  1930 

118 

35 

29.66 

1937  to  1941 

406 

63 

15.51 

1942  to  1946 

292 

31 

10.61 

Total 

879 

152 

17.29 

TABLE  2. — Pneumonia  Cases  per  Year,  Numbers  op 
Fatalities,  and  Mortality  Percentage 


Year 

Number 

of 

Cases 

Number 

of 

Deaths 

Mortality 

Percentage 

1927 

7 

3 

45.00 

1928 

13 

5 

38.46 

1929 

21 

7 

33.33 

1930 

15 

5 

33.33 

1931 

7 

3 

45.00 

1932 

14 

2 

14.28 

1933 

23 

7 

30.43 

1934 

24 

8 

33.33 

1935 

38 

11 

38.94 

1936 

19 

7 

36.84 

1937 

60 

10 

16.66 

1938 

104 

24 

23.07 

1939 

105 

13 

23.38 

1940 

66 

6 

9.99 

1941 

71 

10 

14.08 

1942 

58 

5 

8.62 

1943 

62 

9 

14.51 

1944 

81 

10 

12.34 

1945 

35 

3 

8.57 

1946 

56 

4 

7.14 

Total 

879 

152 

17.29 
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The  results  with  the  various  forms  of  therapy 
were  then  analyzed  and  the  mortality  rate  cal- 
culated for  each.  All  cases  which  did  not  receive 
specific  therapy  were  grouped  under  the  heading  of 
“Supportive  and  Symptomatic  Treatment.”  The 
remaining  groups  were  the  cases  treated  with 
serum,  those  treated  with  the  sulfonamides, 
those  treated  with  a combination  of  serum  and 
sulfonamides,  those  treated  with  penicillin,  and 
finally,  those  treated  with  penicillin  and  one  of  the 
sulfonamides  together. 

The  mortality  rate  encountered  with  each  form 
of  treatment  is  indicated  in  Table  3.  It  will  be 
noted  that  the  best  record  was  obtained  using 
penicillin  alone.  The  higher  mortality  where 
penicillin  and  the  sulfonamides  were  used  in  con- 
junction is  probably  explained  by  the  fact  that 
this  method  was  often  reserved  for  the  more 
critical  cases. 


TABLE  3. — Pneumonia  Mortality  According  to  Treat- 
ment Rendered 


Number 

Number 

of 

of 

Mortality 

Treatment 

Cases 

Deaths 

Percentage 

Supportive  and  symptomatic 

316 

86 

27.21 

Serum 

82 

12 

14.63 

Sulfonamides 

381 

43 

11.28 

Serum  and  sulfonamides 

38 

5 

13.15 

Penicillin 

35 

2 

5.71 

Penicillin  and  sulfonamides 

27 

4 

14.81 

Total 

879 

152 

17.29 

It  was  noted  that  the  number  of  cases  per  year 
was  very  small  during  the  first  several  years 
covered  by  the  survey.  A correlation  of  the  total 
number  of  patients  admitted  to  the  hospital  per 
year  and  the  number  of  pneumonia  cases  ad- 
mitted per  year  was  then  made.  Table  4 shows 
the  number  of  cases  of  pneumonia  per  1,000 
hospital  admissions  for  each  of  the  years  in  the 
twenty-year  period.  Until  the  advent  of  specific 
therapy,  the  number  of  pneumonia  patients 


TABLE  4. — Pneumonia  Patients  per  1,000  Hospital 
Admissions 


Year 

Hospital 

Admissions 

Pneumonia 

Patients 

Rate 

per 

1,000 

1927 

879 

7 

7.95 

1928 

944 

13 

13.77 

1929 

1,235 

21 

17.00 

1930 

1,114 

15 

13.46 

1931 

1,370 

7 

5.10 

1932 

1,331 

14 

10.51 

1933 

1,482 

23 

15.51 

1934 

1,779 

24 

13.49 

1935 

1,956 

38 

19.42 

1936 

2,062 

19 

9.21 

1937 

2,300 

60 

26.08 

1938 

2,544 

104 

40.88 

1939 

2,853 

105 

36.80 

1940 

2,837 

66 

23.26 

1941 

2,849 

71 

24.92 

1942 

2,978 

58 

19.47 

1943 

3,063 

62 

20.24 

1944 

3,030 

81 

26 . 73 

1945 

3,216 

35 

10.88 

1946 

3,447 

56 

16.24 

Total 

• 

879 

hospitalized  was  small,  undoubtedly  due  to  the 
fact  that  the  hospital  had  little  to  offer  other  than 
somewhat  improved  supportive  therapy  and 
nursing  care.  Frequently,  the  patients  were 
moribund  on  admission. 

In  1937  and  1938,  serum  therapy  was  in  vogue, 
and  hospitalization  became  more  common  be- 
cause of  the  difficulties  attendant  upon  the  ad- 
ministration of  the  serum  at  home.  Since  the 
sulfonamides  and  penicillin  have  come  into  wide 
usage,  hospitalization  of  pneumonia  patients  has 
decreased  because  of  the  frequency  with  which 
these  agents  are  employed  in  the  home.  Thus,  the 
trend  to  more  frequent  hospitalization  of  pneu- 
monia patients,  which  became  most  pronounced 
in  1938  and  1939,  has  now  been  reversed,  and  the 
past  several  years  have  shown  a progressive  de- 
crease in  the  proportion  of  pneumonia  cases  to 
total  patients  admitted.  An  intensive  educational 
program  regarding  pneumonia  was  sponsored  by 
the  New  York  State  Department  of  Health  in 
1937  and  1938,  and,  without  doubt,  this  was  re- 
sponsible, to  some  degree,  for  the  high  hospitaliza- 
tion rate  during  the  ensuing  two  years.  An 
accurate  analysis  of  the  number  of  pneumonia 
cases  treated  in  the  home  would  be  most  difficult, 
because  it  has  been  observed  that  it  is  a common 
practice  to  start  penicillin  or  one  of  the  sulfona- 
mides immediately  after  an  initial  chill  and  (ever 
and  before  the  classic  symptoms  and  signs  of 
pneumonia  become  apparent.  The  improved 
methods  of  treatment  of  pneumonia  are,  there- 
fore, of  great  economic  importance,  in  that  con- 
siderable hospitalization  is  avoided.  This  situa- 
tion can  also  be  considered  to  tend  to  alleviate 
somewhat  the  overcrowding  which  exists  in  so 
many  hospitals  today. 

In  studying  the  results  for  the  year  1946,  it  was 
noted  that  only  one  case  of  the  56  treated  failed 
to  receive  penicillin  or  sulfonamide  therapy. 
Although  not  indicated  in  the  statistics,  a number 
of  these  cases  were  of  the  primary  atypical 
variety.  A specific  effect  was  not  to  be  expected 
in  this  disease,  but  it  was  hoped  that  antibac- 
terial therapy  would  lessen  the  frequency  of 
complications  and  secondary  infections  and  in- 
directly influence  the  morbidity  and  mortality. 
That  this  may  have  been  of  some  benefit  is  indi-  j 
cated  by  the  exceptionally  low  mortality  rate  for  J < 
the  year  and  the  fact  that  the  average  age  of  the  ; > 
four  patients  who  succumbed  in  1946  was  seventy- 
six  and  five-tenths  years. 

On  the  other  hand,  the  fact  remains  that  the 
mortality  rate  in  1946  was  7.14  per  cent.  A 
disease  which  involves  a hazard  of  this  magnitude 
is  not  to  be  considered  innocuous,  and  the 
medical  profession  has  the  responsibility  of 
striving  for  further  improvement  in  the  therapy 
of  pneumonia.  Perhaps,  also,  the  use  of  potent 
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specifics  has  lulled  us  into  a sense  of  false  security 
where  full  advantage  is  not  taken  of  the  acknowl- 
edged valuable  adjuvant  forms  of  treatment  such 
as  oxygen,  where  indicated,  and  judicious  nursing 
care.  However,  it  is  to  be  noted  that  the  young- 
est patient  in  this  series  to  die  of  pneumonia  in 
1946  was  seventy-four  years  of  age,  attesting  to 
the  wisdom  of  Sir  William  Osier  who  stated, 
“Pneumonia  may  well  be  called  the  friend  of  the 
aged.”1 

Summary 

1.  The  annual  mortality  due  to  pneumonia 
for  the  past  twenty  years  in  the  small  general 
hospital  has  been  analyzed. 

2.  The  annual  mortality  percentage  has  been 
found  comparable  to  the  generally  accepted  rates 
for  the  years  in  question.  A remarkable  decrease 
in  the  mortality  rate  has  occurred  since  the  use  of 
antibacterial  agents  began. 

3.  The  results  with  the  various  forms  of  treat- 
ment were  studied,  and  it  was  observed  that  the 


most  favorable  results  were  obtained  with 
penicillin,  although  it  is  possible  that  combined 
forms  of  treatment  which  were  reserved  for  the 
more  critical  cases  may  actually  be  more  effica- 
cious. 

4.  A notable  increase  in  the  frequency  of 
hospital  admissions  for  treatment  of  pneumonia 
was  observed  during  the  first  few  years  during 
which  specific  therapy  was  available  and  es- 
pecially when  antipneumococcus  serum  was  in 
use.  A corresponding  decrease  has  occurred 
since  the  sulfonamides  and  penicillin  came  into 
wide  usage. . The  economic  and  hospital  ad- 
ministrative implications  of  these  trends  has  been 
considered. 

5.  Continued  reduction  of  pneumonia  mor- 
tality is  called  for  with  emphasis  upon  the  sup- 
portive forms  of  therapy. 

Reference 
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INTERNATIONAL  CONFERENCE  ON  POLIOMYELITIS  SCHEDULED  FOR  JULY 


The  National  Foundation  for  Infantile  Paralysis 
of  the  United  States  has  announced  that  it  will 
celebrate  its  tenth  anniversary  by  sponsoring  the 
First  International  Poliomyelitis  Conference,  to 
coordinate  and  evaluate  the  last  decade  of  progress 
that  medical  science  has  made  in  the  study  of  the 
disease. 

According  to  the  announcement,  it  will  be 


the  first  time  that  information  on  poliomyelitis, 
its  treat  ment,  and  research  has  been  exchanged  inter- 
nationally on  such  an  extensive  basis.  It  is  ex- 
pected that  the  conference  will  bring  together  the 
world’s  outstanding  laboratory  and  clinical  authori- 
ties on  poliomyelitis. 

The  meeting  will  be  held  July  12  to  17,  at  the 
Waldorf-Astoria  Hotel  in  New  York  City. 


THE  BLOOD  BANK  SITUATION 

It  is  learned  that  recently  the  American  Red  Cross 
has  undertaken  a National  Blood  Bank  Program  de- 
signed eventually  to  provide  blood  and  blood  deriva- 
tives to  the  entire  nation  without  charge  for  the 
products.  As  is  usual  in  matters  where  national- 
ization of  medicine  is  in  view,  the  figures  are  astro- 
nomic. The  projected  plan  is  to  spend  $5,000,000 
to  start  the  program  and  $20,000,000  annually;  it  is 
reported  that  3,700,000  pints  of  blood  must  be  ob- 
tained within  the  next  year — one  pint  for  every  35 
Americans. 

The  American  Red  Cross,  while  not  politically 
dominated,  operates  with  government  sponsorship; 
not  with  tax  money  but  with  public  subscription. 
The  allotment  of  blood  and  its  products  by  the 
American  Red  Cross  would  ultimately  lead  to  the 
effect  of  having  the  Red  Cross  practice  medicine. 
The  transition  from  this  arrangement  to  state  medi- 
cine could  become  an  imminent  danger. 


The  physicians  who  operate  the  blood  banks  of 
hospitals  and  communities  have  formed  an  associ- 
ation. The  association  is  composed  of  institutional 
and  individual  memberships;  Their  objective  is  to 
pool  their  knowledge  and  influence  and  to  render  use- 
ful and  adequate  service.  It  seems  fitting,  in  the  in- 
terest of  good  medicine  and  the  ultimate  welfare  of 
the  patient,  that  operation  of  blood  banks  be  kept  in 
the  hands  of  those  who  have  it  now  and  of  this 
association. 

Medicine  did  not  grow  up  to  the  magnificent  co- 
operative effort  it  is  now  by  the  work  of  social  plan- 
ners and  bureaucratic  directives.  It  is  the  work  of 
physicians,  striving  together  for  the  common  good. 
The  needs  are  not  too  big  for  such  cooperation. 
Jefferson  said  “Government  governs  best  which 
governs  least.” 

— New  Orleans  Medical  and  Surgical  Journal, 
March,  1948 


SULFASUXIDINE  IN  THE  POSTOPERATIVE  CARE  OF  ANORECTAL 
CONDITIONS 

Isaac  Skir,  M.D.,  Brooklyn,  New  York 

(From  the  Proctology  Department  of  the  Kingston  Avenue  Hospital) 


BECAUSE  of  the  known  tendency  of  sulfa- 
suxidine  to  liquefy  or  soften  bowel  contents 
and  reduce  their  bacterial  component  without 
concurrently  producing  notable  systemic  effects, 
it  was  decided  to  employ  this  drug  in  a series  of 
patients  who  had  undergone  anorectal  operations. 

We  reasoned  that  this  measure  would  obviate 
the  necessity  for  usual  oil  retention  enemas,  saline 
enemas,  and  mineral  oil  medication.  It  woujd 
thus  eliminate  a source  of  apprehension,  fuss, 
messiness,  and  annoyance,  if  not  pain,  and,  not  to 
be  underestimated  in  these  days  of  acute  shortage 
of  trained  nurses  and  attendants,  a great  deal  of 
time-consuming  work.  In  addition,  we  hoped  to 
obtain  cleaner  wounds  and,  possibly,  acceleration 
of  healing. 

Beginning  January,  1946,  sulfasuxidine  was 
administered  to  181  patients  postoperatively, 
taken  in  rotation,  except  for  the  omission  of:  3 
patients  who  refused  medication,  3 infants,  1 
patient  with  an  active  gastric  ulcer,  3 patients 
known  to  have  intolerance  to  sulfasuxidine,  2 who 
were  too  nauseated  for  medication,  and  2 whose 
stools  were  habitually  soft  or  loose.  The  series 
includes  15  patients  from  the  Tuberculosis  Di- 
vision of  the  Kingston  Avenue  Hospital  and  166 
private  patients  at  the  Brooklyn  and  the  Maimo- 
nedes  hospitals. 

Table  1 shows  the  conditions  for  which  these 
patients  were  operated  on. 

TABLE  1. — Conditions  for  Which  Operations  Were 
Performed 

Number  of 


Conditions  Cases 

Tuberculous  fistula,  abscess,  or  ulcer  13 

Abscesses  or  fistulas  24 

Hemorrhoids  and  fistulas  6 

Hemorrhoids,  cryptitis,  and  condylomata  2 

Hemorrhoids,  cryptitis,  anal  ulcer,  anal  papil- 

las,  or  polyps  105 

Hemorrhoids  and  rectal  polyps  4 

Rectal  polyps  8 

Anal  strictures  4 

Hemorrhoids,  anal  ulcer,  and  fistula  3 

Perianal  cyst,  fistula,  and  hemorrhoids  1 

Pilonidal  cyst  9 

Pilonidal  cyst  and  fistula  2 

Total  181 


Two  or  two  and  a half  grams  of  sulfasuxidine 
were  prescribed,  beginning  late  on  the  operative 
day  or  on  the  following  morning  and  repeated 
four  times  daily  for  seven  to  ten  days.  On 
several  occasions,  it  was  thought  preferable  to 
reduce  the  dose  after  the  first  few  evacuations  in 
order  to  decrease  the  number  and  fluidity  of 


stools.  The  patient  was  allowed  out  of  bed  to 
void  after  twelve  hours  and  was  usually  ambulant 
the  day  after  operation.  He  was  given  a low 
residue  diet  during  the  first  twenty-four  hours, 
then  a house  diet. 

Results 

The  effects  noted  were,  as  was  to  be  expected, 
far  from  uniform.  In  six  cases,  sulfasuxidine  was 
discontinued  within  two  days  on  account  of 
nausea,  abdominal  discomfort,  or  diarrhea.  Two 
patients  had  spontaneous  bowel  evacuations  on 
the  first  postoperative  day,  17  on  the  second,  117 
on  the  third,  24  on  the  fourth,  and  2 on  the  fifth. 
We  believe,  in  this  connection,  that  tardiness  of 
bowel  function  usually  could  be  ascribed  to  self- 
imposed  limitation  of  diet  by  the  patient,  who  was 
afraid  that  eating  might  precipitate  a premature- 
bowel  movement.  Six  patients,  on  the  other 
hand,  had  to  be  “appeased”  with  small  saline 
enemas  on  the  fourth  postoperative  day  to  allay 
their  anxiety  over  the  absence  of  bowel  action. 
In  seven  cases  there  were  gross  irregularities  in 
the  administration  of  the  sulfonamide  or  evident, 
self-medication  with  laxatives,  disqualifying 
these  from  consideration  in  the  series. 

Severe  pain  with  the  first  two  or  three  boweli 
movements  was  noted  in  about  15  per  cent  of  the 
cases,  usually  when  numerous  hemorrhoids  had 
been  removed.  The  consistency  of  the  stool  was 
soft  or  semiliquid,  except  for  the  head  of  the 
column,  and  caused  mild  burning.  While  diarrhea 
was  extremely  rare,  stools  were,  at  times,  too  fre- 
quent and  small.  This  situation  was  usually  cor- 
rected by  a decrease  in  the  dose  of  sulfasuxidine. 

The  wounds  were  thought  to  be  cleaner  than  in 
patients  not  on  this  regime.  The  feces  were  rela- 
tively odorless.  Acceleration  in  the  healing 
process,  if  any,  could  not  be  definitely  ascribed  to 
sulfasuxidine.  Generally,  patients  were  pleased 
to  have  escaped  the  necessity  for  bed  pans,  ene- 
mas, tubes,  dirty  beds  and  dressings,  and  con- 
finement to  bed. 

Complications 

Borborygmi  and  excessive  flatus  were  frequent 
complaints.  In  two  patients,  a quiescent  duo- 
denal ulcer  was  seemingly  reactivated  ten  days 
following  operation.  A generalized  petechial  rash 
appeared  nine  days  postoperatively  in  one  case 
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and  disappeared  promptly  when  the  drug  was 
withdrawn. 

There  were  no  cases  of  postoperative  abscesses 
or  strictures  in  this  series.  Two  patients  experi- 
enced moderately  severe  hemorrhages  per  ano  on 
the  eighth  and  tenth  day,  respectively,  the  origin 
and  cause  of  which  remain  problematic. 

Summary  and  Conclusions 

Sulfasuxidine  has  been  employed  routinely  in 
181  cases  following  anorectal  operations.  In 
approximately  two  thirds  of  these,  a spontaneous 
soft  or  semiliquid  bowel  movement  occurred  on 
the  third  postoperative  day  and  in  about  80  per 


cent  between  the  second  and  fourth  day.  Ene- 
mas (and  dirty  beds  and  bed  pans)  and  mineral 
oil  were  dispensed  with.  Generally,  patients  were 
self-sufficient  and  required  less  nursing.  The 
wounds  were  clean,  the  feces  relatively  odorless. 
No  postoperative  abscesses  occurred  in  this 
series. 

On  the  debit  side,  about  6 per  cent  of  the  pa- 
tients showed  some  intolerance  to  sulfasuxidine, 
although  no  severe  toxic  reactions  were  encoun- 
tered. 

No  acceleration  in  the  healing  process,  ascriba- 
ble  to  sulfasuxidine,  could  be  discerned. 

985  Park  Place 


OPERATIVE  TREATMENT  OF  MASSIVE  RECTAL  PROLAPSE 

Lester  Breidenbach,  M.D.,  and  Jere  W.  Lord,  Jr.,  M.D.,  New  York  City 

(From  the  Bellevue,  Beth  David,  M isericordia,  Manhattan  State,  and  Xew  York  Hospitals,  and 
Post-Graduate  Medical  School  and  Hospital) 


UNTIL  Roscoe  Graham  described  his  opera- 
tion for  massive  rectal  prolapse  in  1942, 
this  condition  was  one  of  the  most  disheartening 
encountered.1  Charles  Mixter  stated  that  “mas- 
sive rectal  prolapse,  particularly  of  the  recurrent 
variety,  is  frequently  a discouraging  lesion  from 
the  surgeon’s  viewpoint.”2  In  1912  Mosch- 
kowitz  mentioned  some  66  methods  of  handling 
rectal  prolapse  and  described  his  operation.3 
Waldeyer  recognized  that  the  lesion  was  a hernia 
of  the  anterior  wall  of  the  rectum,  but  Mosch- 
kc  witz  demonstrated  that  the  prolapse  was 
anatomically  a true  sliding  hernia.4  In  spite  of 
his  correct  anatomic  analysis  of  the  lesion,  Mosch- 
kowitz  failed  to  overcome  the  basic  defect  by  his 
procedure  of  using  multiple  purse-string  sutures 
which  merely  obliterated  the  peritoneum  in  the 
cul-de-sac.  For  this  reason,  many  failures  have 
been  experienced  by  surgeons  using  the  Mosch- 
kowitz  procedure.  Since  other  operations  also 
failed  to  correct  the  underlying  pathology  of  the 
sliding  hernia,  they  have  likewise  been  of  little 
value  in  this  distressing  disease. 

In  1942,  Roscoe  Graham  described  his  opera- 
tion for  the  cure  of  massive  rectal  prolapse  and 
presented  three  cases  in  which  this  procedure 
had  bee$  carried  out.  Through  a long,  lower  left 
rectus  incision,  the  peritoneum  in  the  cul-de-sac 
is  incised  and  the  levator  ani  muscles  and  their 
fascia  developed.  Interrupted  nonabsorbable  su- 
tures are  placed  until  their  resultant  approxima- 
tion has  forced  the  rectum  back  into  the  hollow  of 
the  sacrum.  A few  sutures  are  then  taken  in  this 
united  fasciomuscular  layer  to  join  it  to  the  rec- 


tum anteriorly  and  laterally.  The  redundant 
peritoneum  is  excised  and  then  closed  to  oblit- 
erate the  cul-de-sac. 

Case  Reports 

Case  1 .■ — A 48-year-old  woman  was  operated  upon 
in  May,  1944,  for  massive  rectal  prolapse  of  ono 
year’s  duration.  On  one  occasion  the  prolapse  in- 
carcerated and  was  reduced  only  with  great  djffi-- 
culty.  Preoperatively,  there  had  been  partial  in-. 
continence,  and  the  sphincters  readily  admitted: 
three  fingers.  Postoperatively,  normal  sphincteric- 
tone  was  gradually  regained  over  a period  of  one 
month.  The  patient,  last  seen  in  June,  1947,  re-, 
mained  entirely  well. 

Case  2. — A 34-year-o'ld  housewife  with  a mental! 
condition  developed  massive  rectal  prolapse  between, 
June  and  October,  1945,  while  a patient  in  the  Man- 
hattan State  Hospital.  Part  of  her  mental  aber-. 
ration  was  related  to  the  prolapse,  and  following 
operative  repair  in  January,  1946,  her  mental  con-, 
dition  improved  so  markedly  that  discharge  from, 
the  hospital  was  possible  by  April  of  that  year. 

Preoperatively,  the  prolapse  was  slightly  larger 
than  the  examiner’s  fist,  and  the  sphincters  were  so. 
relaxed  that  the  entire  fist  could  be  inserted  into  the 
rectum  following  reduction  of  the  prolapse.  Within 
one  month  postoperatively  the  tone  of  the  sphincters; 
had  returned  to  such  a degree  that  one  finger  could 
be  grasped  firmly.  Follow-up  of  one  year  revealed 
that  there  had  been  no  recurrence. 

Case  3. — A 53-year-old  hospital  attendant  was  ad- 
mitted on  January  1, 1946,  complaining  of  protrusion 
in  the  anal  region  and  inability  to  defecate.  Exami- 
nation showed  a 6-inch  protrusion  of  the  rectum  with 
loss  of  sphincteric  control  (Fig.  1).  Operation  was 
carried  out  according  to  the  Roscoe  Graham  technic, 
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Fig  1.  Massive  prolapse  of  rectum. 

and  within  three  weeks  sphincteric  control  had  re- 
turned. Follow-up  examination  in  July,  1947, 
revealed  no  prolapse  and  complete  continence. 

Case  4 ■ — A 43-year-old  man,  a restaurant  worker, 
was  first  admitted  for  prolapse  of  the  rectum  in 
March,  1945.  The  prolapse  was  said  to  have  been 
present  since  birth.  A Lockhart-Mummery  pro- 
cedure for  prolapse  of  the  rectum  was  carried  out,  and 
the  patient  was  asymptomatic  for  a period  of  five 
months.  At  this  time  the  prolapse  associated  with 
incontinence  recurred  completely.  He  was  re- 
admitted in  September,  1946,  and  a Roscoe  Graham 
procedure  was  carried  out.  The  patient  remained 
entirely  well  and  was  examined  last  in  May,  1947. 

Case  o.—A  60-year-old  longshoreman  was  ad- 
mitted in  May,  1947,  complaining  of  prolapse  of  the 


rectum  of  six  months’  duration  and  complete  incon- 
tinence. In  1935,  the  patient  was  subjected  to  five 
operations  elsewhere  for  fistula-in-ano  resulting  in 
complete  incontinence  without  prolapse.  In  1939, 
at  Bellevue  Hospital,  a Wreden-Stone  operation  was 
performed  and  completely  relieved  his  incontinence. 
In  December,  1946,  prolapse  of  the  rectum  developed 
for  the  first  time,  and  this  was  accompanied  by  in- 
continence. He  was  subjected  to  the  Roscoe  Gra- 
ham procedure,  and  when  last  examined,  two  months 
postoperatively,  he  was  entirely  well  and  continent. 

Comment 

The  five  patients  reported  in  this  paper  have 
been  completely  relieved  of  their  rectal  prolapse, 
and  all  have  been  entirely  continent. 

There  are  two  points  which  should  be  men- 
tioned briefly.  First,  although  there  has  been 
no  death  or  complication  in  this  series  of  cases, 
the  Roscoe  Graham  operation  is  a procedure  of 
considerable  magnitude,  and,  therefore,  the 
patient  must  have  careful  preoperative  prep- 
aration and  expert  anesthetic  management. 
Second,  preoperative  catheterization  of  the 
ureters  is  a useful  guide  for  the  prevention  of 
injury  to  the  ureters  while  working  deep  in  the 
pelvis. 

156  East  79th  Street 
55  East  92nd  Street 
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HAVE  THE  PEDIATRICIANS  SUCCUMBED? 

“Not  all  of  us  share  the  American  Medical 
Association’s  philosophy  of  fear  of  socialized  medi- 
cine,” Dr.  John  P.  Hubbard  said  in  testifying  for  t he 
American  Academy  of  Pediatrics  before  a congres- 
sional committee  in  Washington  on  March  11.  Dr. 
Hubbard,  who  appeared  before  the  Senate  Health 
Subcommittee  to  support  S.1290,  said  further  that 
“we  know  the  time  is  coming  when  the  government 
will  have  to  support  medicine  in  some  degree.  We 
want  to  be  in  a position  to  direct  that  support.” 

Dr.  Hubbard  is  director  of  the  Study  of  Child 
Health  Services  of  the  American  Academy  of  Pedi- 
atrics in  Washington. 


Commenting  on  Dr.  Hubbard’s  testimony,  the 
Shearon  Medical  Legislative  Service  in  Washington 
said  that  “the  latest  organization  to  succumb  to  the 
lure  of  ‘easy’  Federal  money  is  the  American  Acad- 
emy of  Pediatrics. 

“The  Academy,  asking  for  funds  to  train  pedia- 
tricians and  to  bring  about  a better  distri- 
bution of  such  specialists,  proposed  that  Congress 
appropriate  five  million  dollars  to  provide  for  grant  s- 
in-aid  by  the  FSA  in  support  of  pediatric  edu- 
cation.” 

— Secretary’ s Letter,  American  Medical  Association, 
March  29,  1948 


<•  SHOCK  IN  ACUTE  MYOCARDIAL  INFARCTION 

Harry  Greisman,  M.D.,  and  S.  Zelman  Rosenfield,  M.D.,  New  York  City 
{From  the  Medical  Service  of  the  Lincoln  Hospital) 


IN  1795,  James  Latta  introduced  into  medical 
vocabulary  the  term  “shock,”  describing  a 
symptom  complex  he  believed  to  be  inflammatory 
in  nature.1  In  the  one  hundred  and  fifty-two 
years  since,  shock  has  been  studied  in  detail  by 
numerous  investigators  and  has  been  subdivided 
into  many  types.  Harrison  and  Blalock  divided 
shock  into  four  basic  types — neurogenic,  hemato- 
genic or  oligenic,  vasogenic,  and  cardiogenic — and 
this  classification  is  universally  accepted  today.2'3 

Sho'ck  in  acute  myocardial  infarction  generally 
has  been  omitted  in  discussions  of  shock  in  the 
literature.  Boyer,  in  1944,  revived  interest  in 
cardiogenic  shock  specifically,  and  he  reiterated 
the  Anew  of  Fishberg  that  shock  in  myocardial  in- 
farction results  from  a marked  decrease  in  cardiac 
output.4-6  Wiggers  has  suggested  the  probable 
importance  of  cardiac  failure  as  a sustaining  fac- 
tor, even  in  traumatic  shock.7  Cardiac  output 
measured  in  patients  with  myocardial  infarction 
1 was  shown  to  be  diminished  by  Grishman  and 
Master,  Starr  and  Wood,  and  others.8,9  In  ex- 
perimental coronary  occlusion,  Gross,  Mendl- 
owitz,  and  Schauer  also  showed  a decrease  in 
cardiac  output.10 

Method  of  Study 

During  the  first  five  months  of  1947,  all 
patients  admitted  to  the  medical  service  of  the 
Lincoln  Hospital  with  the  clinical  picture  of  acute 
myocardial  infarction  were  studied.  Cases 
without  later  electrocardiographic  or  pathologic 
proof  of  the  diagnosis  were  discarded.  From 
patients  in  clinical  shock,  venous  blood  was  ob- 
tained as  soon  after  admission  as  possible,  and 
the  specific  gravities  of  the  whole  blood  and 
plasma  were  determined  after  the  copper  sulfate 
method  of  Phillips,  et  al.n 

Clinical  shock  was  judged  present  when  the 
patient  presented  the  following  picture:  grayish 
acrocyanosis,  often  with  purplish  mottling  of  the 
skin;  cold  extremities;  cold  and  moist  skin; 
superficial  respirations,  and  a rapid,  small  pulse. 
"Whenever  possible,  venous  pressure  readings 
were  taken  on  these  patients  at  the  same  time, 
according  to  the  direct  measurement  method  of 
Moritz  and  von  Tabora.12 

Results 

Cases. — A total  of  57  patients  were  studied. 
Of  these,  31  (54.4  per  cent)  survived,  and  26 
(45.6  per  cent)  died.  The  high  mortality  rate, 


as  compared  to  other  hospitals,  is  explained  by 
the  fact  that  this  hospital  is  a municipal  institu- 
tion with  an  extremely  active  ambulance  service. 
Patients  are  seen  early.  For  example,  five 
patients  (8.8  per  cent)  died  an  average  of  one  and 
three-tenths  hours  after  admission  to  the  wards. 
Such  patients  rarely  reach  other  hospitals  and  die 
before  medical  attention  is  obtained.  Of  the  31 
patients  who  survived  their  infarction,  seven 
(22.6  per  cent)  were  in  shock;  of  the  26  who 
succumbed,  18  (69.2  per  cent)  were  in  shock  on 
admission.  Of  the  entire  group,  25  (43.9  per 
cent)  were  in  shock  on  admission. 

Age. — The  youngest  patient  in  the  series  was 
forty-one  years  old,  the  oldest  eighty-six.  The 
average  age  was  sixty-two  and  eight-tenths  years. 
Thirty-nine  patients  (68.4  per  cent)  were  in  the 
fifty-one  to  seventy  years  age  group. 

Sex. — There  were  36  men  (63.2  per  cent)  and 
21  women  (36.8  per  cent).  The  latter  were  all  in 
the  older  age  groups. 

Color. — There  were  50  white  patients  (87.7  per 
cent)  and  seven  Negro  patients  (12.3  per  cent). 

Location  of  Infarction. — The  infarcted  muscle 
was  localized  as  follows:  anterior,  31  (54.4 
per  cent);  posterior,  17  (29.8  per  cent),  and 
mixed,  9 (15.8  per  cent). 

Blood  Pressure  Changes. — During  the  first 
twenty-four-hours  after  admission  these  were 
nonspecific.  In  22  patients  the  blood  pressure 
was  elevated,  in  nine  it  fell  to  hypotensive  levels, 
and  in  16  it  remained  at  normal  levels.  A systolic 
pressure  above  145  was  considered  elevated  and  a 
diastolic  below  65  subnormal.  In  the  25  patients 
in  shock,  the  distribution  was  altered,  with  seven 
having  an  elevated  blood  pressure,  five  maintain- 
ing a normal  one,  and  15  showing  a hypotension. 

Diabetes. — Ten  patients  (17.5  per  cent)  had 
proved  diabetes  mellitus.  Of  this  number,  nine 
were  women,  and  one  was  a man. 

Cardiac  Decompensation. — Twenty  patients 
(35.1  per  cent)  were  in  frank  cardiac  decompensa- 
tion requiring  digitalis  and  diuretics.  Of  this 
group,  12  were  also  in  shock  (60  per  cent). 

Venous  Pressure. — Of  the  25  patients  in  shock, 
the  venous  pressure  was  determined  in  12.  It 
was  elevated  (above  100  mm.)  in  seven,  all  of 
whom  were  in  cardiac  decompensation,  within 
normal  limits  in  one,  and  subnormal  (below  40 
mm.)  in  four  patients. 

Changes  in  Blood  Dynamics. — The  specific 
gravities  of  whole  blood  and  of  plasma  were  de- 
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termined  in  15  cases  in  shock,  and  the  hematocrit, 
plasma  proteins,  and  hemoglobin  levels  calcu- 
lated from  the  charts  of  Phillips,  et  al.u  In  11 
patients,  the  values  were  within  normal  limits. 
In  three  patients,  a moderate  to  severe  hemocon- 
centration  was  apparent  by  the  rise  in  all  five 
values.  In  one  case  the  blood  picture  was  that 
of  a mild  anemia. 

Discussion 

Moon,  McMichael,  Scudder,  and  others  have 
described  characteristic  changes  in  the  specific 
gravities  of  whole  blood  and  plasma,  plasma  pro- 
teins, and  the  hematocrit  in  traumatic  shock,  -in 
the  shock  following  hemorrhage,  in  dehydration, 
and  in  peptone  and  anaphylactic  shock.13-17  In 
the  shock  seen  in  acute  myccardial  infarction, 
there  are  no  such  typical  changes  in  the  blood 
dynamics.  Those  cases  which  show  hemocon- 
centration  are  probably  best  explained  by  the 
vomiting  accompanying  the  condition  or  the 
patient’s  reluctance  to  take  food  and  fluid  during 
his  attack.  Minimal  hemoconcentration  and  the 
absence  of  any  significant  reduction  in  the  blood 
volume  have  been  shown  by  Boyer,  Cameron 
et  al.,  and  Stead  and  Ebert.4’1819 

The  venous  pressure  in  acute  myocardial  in- 
farction is  variable,  tending  to  be  low  unless 
complicated  by  cardiac  decompensation,  when  it 
is  elevated.  This  is  in  agreement  with  the  find- 
ings of  Fishberg,  Hitzig,  and  King  and  contrary  to 
those  of  Shillito,  Chamberlain,  and  Levy.20’21 
In  many  cases,  shock  and  cardiac  decompensation 
are  present  at  the  same  time,  especially  in  the 
more  seriously  ill  patients  with  large  infarctions. 
In  fatal  cases,  however,  the  picture  of  congestive 
heart  failure  usually  predominates  that  of  shock, 
except  when  death  occurs  early  in  the  attack.20'22 

There  is  no  hard  and  fast  relation  between  the 
blood  pressure  level  during  the  first  twenty-four 
hours  after  admission  and  the  development  of 
shock,  although  a hypotension  presages  a poorer 
prognosis  for  survival  in  the  presence  of  shock. 
Of  our  patients  who  eventually  survived  their  in- 
farction, 33  per  cent  had  elevated  blood  pressures 
as  compared  to  the  absence  of  hypertension  in 
any  of  the  patients  in  shock  who  died.  There 
appears  to  be  no  relation  between  previous  hyper- 
tension and  mortality.  A history  of  antecedent 
hypertension  was  obtained  in  57.9  per  cent  of  the 
patients.  These  are  generally  in  agreement  with 
the  views  of  Chambers  and  Master.23  24 

The  shock  syndrome  in  acute  myocardial  in- 
farction cannot  be  attributed  to  the  mechanisms 
known  to  be  important  in  the  development  of  sur- 
gical type  shock.  The  extravasation  of  plasma, 
so  important  in  other  forms  of  shock,  plays  an  in- 
significant role  in  the  shock  of  myocardial  in- 
farction. The  concept  of  cardiogenic  shock  as  a 


manifestation  of  suddenly  decreased  cardiac  out- 
put now  appears  logical. 

Cardiogenic  shock  may  appear  in  the  absence  of 
any  significant  reduction  of  the  blood  volume  or 
increase  in  the  total  vascular  bed,  probably  on  the 
basis  of  simple  redistribution  of  blood,  with  de- 
pletion of  the  arterial  side  (Boyer).4  Hence,  the 
suggested  use  of  intravenous  fluids  in  the  treat- 
ment of  shock  in  infarction  in  order  to  mobilize 
blood  depots  and  restore  normal  circulation  is  not 
without  merit  and  warrants  further  study.  The 
venous  pressure  level  appears  to  be  the  best 
source  for  estimating  the  need  for  fluids  or  for  | 
phlebotomy  when  congestive  failure  complicates  J 
the  picture. 

Summary 

1.  Fifty-seven  cases  of  myocardial  infarction, 

25  of  which  were  in  shock,  were  studied. 

2.  Statistics  as  to  mortality,  age,  sex,  blood 
pressure  changes,  cardiac  decompensation,  dia- 
betes, and  venous  pressure  levels  are  presented. 

3.  The  specific  gravity  of  whole  blood,  specific 
gravity  of  plasma,  plasma  proteins,  and  hemato- 
crit were  normal  in  73.3  per  cent  of  the  cases  in 
shock  which  were  studied.  Moderate  to  severe 
hemoconcentration  was  demonstrated  in  20 
per  cent. 

4.  Cardiogenic  shock  is  possibly  due  to  de- 
creased cardiac  output  and  differs  in  mechanism 
from  other  forms  of  shock. 

5.  The  use  of  intravenous  fluids  in  the  treat- 
ment of  shock  due  to  myocardial  infarction,  using 
the  level  of  the  venous  pressure  as  a gage,  is  sug- 
gested as  feasible  and  warrants  further  investi- 
gation. 

1088  Park  Avenue 
114  East  37  Street 
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MATERNAL  MORTALITY  AT  THE  BRONX  HOSPITAL 

J.  Irving  Kushner,  M.D.,  F.A.C.S.,  New  York  City 

{From  the  Department  of  Obstetrics,  Bronx  Hospital  and  Maternal  Mortality  Committee,  Bronx  County  Medical 
Society ) 


MOST  OF  THE  maternal  mortality  studies 
concern  themselves  with  communities  at  the 
local,  state,  or  national  level,  or  they  represent 
statistics  from  teaching  institutions.1  In  previous 
communications  we  presented  figures  from  a well- 
organized  general  hospital,  with  a maternal  mor- 
tality of  0.23  per  cent,  where  many  confinements 
are  attended  by  doctors  in  general  practice. 2_  4 

This  report  is  an  appraisal  of  maternal  deaths 
at  the  Bronx  Hospital,  covering  a period  of 
thirteen  years,  from  1932  through  1945,  during  a 
period  where  30,568  women  were  confined. 

Each  death  was  subjected  to  a detailed  study 
and  then  correlated  as  to  its  preventability  or 
nonpreventability  as  judged  by  the  Maternal 
Mortality  Committee  of  the  Bronx  County  Medi- 
cal Society,  of  which  the  author  is  a member.  If 
the  death  was  preventable,  the  responsibility  was 
then  ascribed  to  the  attendant,  patient,  or  hos- 
pital. The  standards  for  these  decisions  were 
essentially  the  same  as  those  set  up  by  the  New 
York  Academy  of  Medicine  Committee.6 

Incidence 

There  were  57  deaths  among  30,568  patients,  a 
mortality  of  0.0187  per  cent.  All  the  deaths 
occurred  in  patients  that  were  delivered  in  the 
hospital.  The  duration  of  pregnancy  of  each 
case  was  longer  than  thirty-six  weeks. 

The  causes  of  death  in  57  women  are  shown  in 
Figure  1.  In  general,  our  mortality  figures  follow 
the  general  pattern  reported  in  the  literature.  In- 
fection was  the  cause  of  death  in  20  cases  (35 
per  cent  of  the  total).  This  compares  with  the 
national  figure  of  38  per  cent  for  the  year  1944. 6 
Hemorrhage  contributed  a total  of  seven  cases, 
or  12.3  per  cent.  There  were  five  cases,  or  9 per 
cent,  of  toxemia  of  pregnancy  which  died.  Heart 
disease  also  accounted  for  five  cases  (9  per  cent.) 

Causes  of  Maternal  Mortality 

Infection. — A tremendous  change  is  evident  in 
the  principal  causes  of  maternal  mortality.  The 
well-equipped,  well-staffed,  competently  managed 


maternity  hospital  has  finally  become  the  safest 
place  in  which  women  can  have  babies.  Difficult 
obstetrics  have  been  made  more  simple  by  an  intel- 
ligent approach  to  problems  of  labor  and  delivery. 

Infection  is  the  most  frequent  cause  of  death  in 
the  present  series,  accounting  for  20  cases,  or  35 
per  cent,  of  all  the  deaths  (Table  1).  In  15  cases, 
the  death  was  judged  preventable  and  was  due 
either  to  peritonitis  in  the  cesarean  group  or  to 
sepsis  in  the  forceps  and  craniotomy  group.  Of 
interest  is  the  fact  that  all  the  deaths  in  the 
cesarean  group  were  judged  preventable,  the 
peritonitis  being  due  either  to  an  error  of  technic 
or  judgment  on  the  part  of  the  operator. 

Hemorrhage. — Deaths  from  hemorrhage  com- 
prise the  second  most  common  cause  of  death  in 
our  series.  In  seven  cases  (12.3  per  cent)  it  was 
the  primary  cause,  although  it  was  a contributory 
cause  in  many  other  fatalities  (Table  2). 

All  of  these  deaths  were  judged  preventable. 
Hemorrhage  and  its  resultant  shock  is  a prevent- 
able complication,  and  it  is  amenable  to  adequate 
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TABLE  1. — Infection 


Number  of 

Cause  of  Death — - 

Type  of  Delivery 

Cases 

Sepsis 

Peritonitis  Pneumonia 

Preventable 

N onpreven  table 

Spontaneous 

2 

2 

2 

Low  forceps 

3 

2 

i 

1 

2 

Mid  forceps 

1 

l 

1 

Cesarean  section 

13 

12  1 

12 

Craniotomy 

1 

i 

1 

1 

Total 

20 

6 

12  2 

15 

5 

TABLE  2. — Hemorrhage 


Cause  of 

Death 

Number 

Cervical 

Atony  of 

Retained 

Placenta 

Non- 

Type  of  Delivery 

of  Cases 

Laceration 

LI  terus  , 

Placenta 

Previa 

Preventable 

preventable 

Spontaneous 

2 

1 

1 

2 

Low  forceps 

1 

• 

1 

1 

Mid  forceps 

1 

1 

1 

Breech  extraction 

1 

i 

1 

Version 

1 

i 

1 

Cesarean 

1 

1 

1 

Total 

7 

i 

3 

2 

i 

7 

0 

therapy  if  the  cause  is  promptly  recognized  and 
proper  therapy  immediately  instituted.  The 
liberal  use  of  blood,  the  early  recognition  of 
trauma,  and  the  proper  evaluation  of  atony  of  the 
uterus  will  save  most  of  these  cases. 

Heart  Disease. — Heart  disease  has  now  joined 
the  time-honored  trio,  infection,  hemorrhage,  and 
toxemia,  as  a major  cause  of  maternal  mortality. 
There  were  five  cases  in  our  series,  a mortality 
rate  of  9 per  cent.  None  of  the  cases  was  judged 
preventable.  The  important  lesson  to  be  learned 
from  this  small  group  is  that  medical  management 
of  the  cardiac  patient  is  the  most  important 
phase  of  her  obstetric  care. 

Toxemia. — The  causes  of  the  toxemias  of  preg- 
nancy are  not  known  so  that,  while  they  cannot 
be  prevented,  intelligent  prenatal  care  and  proper 
management  will,  for  the  most  part,  obviate  the 
occurrence  of  eclampsia.  The  success  achieved 
in  the  treatment  of  the  toxemias  of  pregnancy  is 
in  no  small  measure  due  to  the  early  recognition 
and  the  prevention  of  more  serious  developments 
by  terminating  the  gestation  in  the  nonconvulsive 
state.  There  were  five  deaths  (9  per  cent)  in  our 
series  due  to  toxemia,  all  occurring  in  eclamptic 
patients,  and  all  judged  nonpreventable. 

Embolism. — There  has  been  a greater  incidence 
than  usual  of  pulmonary  embolism  as  the  cause 
of  death.  This  accounted  for  nine  deaths,  or  18 
per  cent.  In  eight  of  the  nine  cases  there  were  no 
clinical  indications  of  thrombosis  or  venous  in- 
volvement prior  to  the  fatal  accident,  nor  was 
there  any  evidence  of  infection  during  the  post- 
partum period.  Death  followed  rapidly  after  the 
first  clinical  manifestations  of  massive  pulmonary 
embolism.  The  remaining  patient  developed  a 
pelvic  thrombophlebitis  following  a mid  forceps 
delivery  and  on  the  thirty-first  day,  while  out  of 
bed,  having  “recovered”  from  the  thrombo- 


phlebitis, expired  from  a pulmonary  embolus. 

All  of  these  cases  were  judged  nonpreventable. 
It  is  of  interest  to  note  that  all  the  embolic 
phenomena  occurred  before  the  days  of  heparin, 
dicoumarin,  early  ambulation,  and  femoral  vein 
ligations. 


Summary 

A summary  of  the  maternal  mortality  at  the 
Bronx  Hospital  for  the  thirteen-year  period  be- 
tween 1932  and  1945  is  presented. 

In  30,568  cases,  there  were  57  deaths,  a mortal- 
ity rate  of  0.0187  per  cent.  This  low  figure  is  due 
to  the  concerted  effort  of  the  staff  of  a well- 
organized  hospital,  as  well  as  supervision  and 
cooperation  among  the  various  departments. 

Preventable  factors  were  present  in  24  cases,  or 
in  43  per  cent.  It  is  here  that  everything  possible 
must  be  done  to  safeguard  the  patient  so  that 
these  preventable  factors  may  be  overcome.  That 
such  improvement  can  be  made  is  shown  in  the 
figures  for  1946  where,  in  3,085  cases,  there  was 
seen  a mortality  of  only  two,  or  6 per  10,000 
cases.* 1 2 3 4 5 6 7 


I am  indebted  to  Dr.  Meyer  Rosensohn,  director  of  the 
obstetric  service  of  the  Bronx  Hospital  for  his  helpful  sug- 
gestions and  untiring  interest  in  the  preparation  of  this  re- 
port. I am  thankful  to  Dr.  A.  B.  Tamis,  chairman  of  the 
Maternal  Mortality  Committee  of  the  Bronx  County  Medical 
Society,  for  permission  to  use  the  committee’s  reports. 
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Case  Reports 


CUTANEOUS  BLASTOMYCOSIS,  NORTH  AMERICAN  TYPE 

Emory  Ladany,  M.D.,  New  York  City 
{From  the  New  York  Polyclinic  Hospital) 


AT  ORTH  American  blastomycosis  (Gilchrist’s  dis- 
ease)  is  a distinct  clinical  entity.  It  is  a 


chronic  infectious  disease  caused  by  a specific  agent, 
Blastomyces  dermatitidis,  a budding  yeastlike  fun- 
gus. Two  clinical  types  of  the  disease  are  recog- 
nized: the  systemic  type  and  the  cutaneous  type. 

The  systemic  type  of  the  disease  progresses  fairly 
rapidly,  giving  rise  to  grave  symptoms,  and  leads  to 
death  in  the  majority  of  the  cases  in  a matter  of 
weeks  or  months. 

The  cutaneous  type  of  blastomycosis  is  confined 
to  the  skin,  forming  ulcerative,  papillomatous  le- 
sions, accompanied  by  occasional,  slight  discomfort. 
Cutaneous  blastomycosis  rarely  becomes  systemic, 
and,  if  recognized  and  treated  early,  it  responds  to 
well-chosen  curative  measures.  However,  neglected 
and  extensive  cases  may  run  an  extremely  chronic 
course  resisting  all  forms  of  therapy,  and  remissions 
may  be  followed  by  relapses  for  several  years. 


Case  Report 

J.  P.,  a 65-year-old  Negro  man,  wr as  referred  to  me 
for  diagnosis  on  November  12,  1946.  He  was  com- 
plaining of  slowly  progressing  warty  and  malodorous 
lesions  on  various  parts  of  his  skin.  The  patient 
was  admitted  to  the  New  York  Polyclinic  Hospital 
on  November  16,  where  he  remained  until  December 
7,  1946.  His  past  history  was  essentially  negative. 

The  first  lesion  of  his  present  condition  appeared 
on  the  occipital  region  about  two  years  ago  while  he 
was  working  in  a junk  yard  in  Lancaster,  Pennsyl- 
vania. He  was  hospitalized  twice,  each  time  for  two 
weeks,  and  visited  several  private  physicians  during 
the  past  two  years.  His  treatment  consisted  of  local 
applications  of  various  ointments  and  solutions,  and 
he  was  taking  “drops”  for  several  months  at  a time 
without  any  favorable  results. 

Examination  showed  on  the  forehead  a palm- 
sized plaque  with  a serpiginous,  elevated,  and  verru- 
cous margin.  The  center  of  the  lesion  was  a pliable 
white  scar.  On  the  lower  border  of  this  plaque  ex- 
tending to  the  bridge  of  the  nose  there  was  evidence 
of  irregularly  defined  crust  and  scale-covered  ulcera- 
tions. On  the  left  forearm  there  was  a similar  but 
more  acute  lesion  present  (Fig.  1).  The  margin  here 
was  sharply  raised  over  the  skin  surface  and  showed 
papillomatous  vegetations  with  many  small  ab- 
scesses, while  the  center  was  depressed  and  consisted 
of  scar  tissue  covered  with  a malodorous  seropurulent 
exudate.  Similar  but  smaller  discrete  annular  and 
coalescing  lesions,  without  central  scarring,  were 
found  on  the  left  elbow,  on  both  hands,  on  the  right 
thigh,  and  on  the  dorsum  of  the  left  foot  (Fig.  2).  The 
lesion  last  mentioned  was  about  2 inches  in  diameter 
and  was  raised  half  an  inch  above  the  skin  surface, 


Fig.  1.  Showing  lesions  of  cutaneous  blasto- 
mycosis on  the  forehead  and  on  the  left  forearm 
with  elevated  verrucous  margin  and  central  white 
scar. 


Fig.  2.  Lesion  on  the  left  ankle,  well  raised  over 
the  skin  surface  and  showing  papillomatous  vegeta- 
tions with  small  abscesses. 
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causing  the  patient  considerable  pain  and  difficulty 
in  walking.  The  lesions  were  covered  with  a thick 
seropurulent  exudate  and  emanated  a penetrating 
cadaverous  odor. 

Laboratory  Findings. — The  examination  of  the 
urine  gave  normal  values.  The  hematologic  exami- 
nation showed  76  per  cent  hemoglobin,  4,250,000 
erythrocytes,  and  1,070  leukocytes  with  74  per  cent 
polymorphonuclears  and  26  per  cent  lymphocytes. 
The  Wassermann  and  Kahn  tests  were  negative. 

Microscopic  examination  of  the  pus  from  the 
small  abscesses  revealed  large  numbers  of  spherical 
and  oval  bodies  with  double  contours,  some  of  which 
showed  a single  bud,  typical  Blastomyces  dermatitidis 
of  Gilchrist  (Fig.  3) . Cultures  showed  typical  growths 
of  Blastomyces  dermatitidis  on  both  Sabouraud’s 
and  blood  agar  mediums.  Skin  test  with  0.1  cc.  of 
blastomycin  vaccine  used  intradermally  gave  a reac- 
tion over  1 cm.  in  size  after  twenty-four  hours. 
Complement  fixation  test,  using  the  diluted  vaccine 
as  an  antigen,  gave  a positive  reaction  in  1 : 4 dilution 
and  a doubtful  reaction  in  1 :8  dilution. 


Fig.  3.  Blastomyces  dermatitidis  with  the 
typical  single  bud  as  it  appears  in  direct  examina- 
tion of  the  pus  under  high  power  magnification. 
(Courtesy  Dr.  Rhoda  Benham,  Columbia  Univer- 
sity.) 

Roentgenograms  of  the  lungs  and  bones  were  essen- 
tially negative.  The  histologic  examination  was  re- 
ported as  follows: 

Microscopic  examination  shows  stratified  squam- 
ous epithelium,  showing  very  marked  papillary 
hyperplasia  and  hyperemia,  hemorrhage,  edema,  and 
polymorphonuclear  and  mononuclear  infiltration  of 
the  connective  tissue  stroma.  In  some  areas  there 
is  epithelial  atypism.  Spherical  encapsulated  orga- 
nisms about  20  micra  in  diameter  are  seen  in  the 
small  abscesses.  Diagnosis:  Chronic  granuloma- 

tous infiltration  of  the  skin:  blastomycosis. 

The  patient  was  presented  on  December  3,  1946,  at 
the  meeting  of  the  Section  of  Dermatology  of  the 
New  York  Academy  of  Medicine,  and  the  diagnosis 
was  accepted. 

Treatment. — In  the  hospital  the  patient  received 
wet  compresses,  soaks,  and  baths  of  potassium  per- 
manganate and  sulfathiazole  powder  and  penicillin 
ointment  locally;  penicillin  was  administered  intra- 
muscularly, 2,400,000  units  in  seven  and  a half 
days.  These  measures  cleared  up  the  secondary  in- 
fections; the  lesions  became  dry  and  odorless,  but 
there  was  no  noticeable  change  in  the  shape,  size,  and 
elevation  of  the  lesions.  Considering  the  patient’s 
strong  skin  reaction  to  the  specific  vaccine,  desensi- 


tization was  started  with  an  initial  dose  of  0. 1 cc.  of 
a 1 : 100  solution  of  the  vaccine  to  prepare  the  patient 
for  later  iodide  and  x-ray  therapy. 

After  he  left  the  hospital,  the  vaccine  injections  in 
ascending  doses  were  continued  on  an  ambulatory 
basis,  the  patient  receiving  three  injections  weekly, 
which  were  combined  with  careful  electrosurgery,  us- 
ing both  the  cutting  current  and  desiccation.  He 
showed  encouraging  progress.  The  lesions  remained 
dry,  and  some  of  them  became  flatter  and  diminished 
in  size  gradually. 

Comment 

Advanced  cases  of  cutaneous  blastomycosis  offer  1 
a difficult  therapeutic  problem.  Most  authors  feel 
that  large  doses  of  iodides  combined  with  x-ray 
treatments  give  satisfactory  results.  However,  the  j 
majority  of  cases  reported  were  of  several  years’ 
duration  in  spite  of  previous  treatments,  and  re- 
lapses are  common.  Cures  reported  were  accom- 
plished after  several  months  to  several  years  of  treat- 
ment, and  even  in  the  cured  cases  observation  of  the 
patients  was  not  long  enough  in  most  of  the  cases  to 
exclude  the  possibility  of  a later  relapse. 

The  case  reported  here  was  of  at  least  two  years’ 
duration  and  was  treated  intermittently  with  un- 
known quantities  of  iodides  and  different  local 
applications  without  any  evident  beneficial  effects. 
The  patient’s  condition  had  grown  steadily  worse 
during  the  two  years.  He  had  widely  scattered  le- 
sions all  over  his  skin,  and,  although  he  had  no  evi- 
dence of  systemic  involvement,  he  was  in  a desper- 
ate condition.  It  may  well  be  that  the  poor  results 
of  all  previous  treatments  were  due  to  the  marked 
allergic  hypersensitivity  revealed  by  the  positive 
skin  test.  He  would  probably  have  done  much 
better  on  iodides  after  a completed  desensitization, 
as  in  the  cases  of  Martin  and  his  associates.1' 2 

Penicillin  injections  did  not  seem  to  accomplish 
more  in  this  case  than  the  simple  antiseptic  local 
applications,  namely,  the  clearing  of  the  secondary 
infections.  Cutaneous  desensitization  combined 
with  electrosurgery  seemed  to  give  some  promise, 
although,  considering  the  extreme  extension  of  the 
lesions,  the  total  destruction  of  all  infected  areas 
seemed  quite  impossible  by  this  method  alone. 

From  the  review  of  a number  of  case  reports,  it 
seems  that  there  are  no  local  applications  which 
would  have  any  curative  effect  on  the  lesions  of  cu- 
taneous blastomycosis.  Iodides,  sulfa  drugs,  thy- 
mol, and  arsenicals,  alone  or  in  combination  with 
x-ray  treatments,  do  not  give  uniformly  good  results 
in  advanced  cases  of  cutaneous  blastomycosis. 
Since  it  is  a local  infection  of  the  skin  beginning  with 
slowly  progressing  lesions  at  the  portal  of  entry,  the 
best  therapeutic  results  may  be  expected  from  early 
and  thorough  destruction  of  the  lesions  by  electro- 
surgery. 

Early  diagnosis  is,  therefore,  essential  and  may  pre- 
vent years  of  misery  for  the  patient.  The  disease 
is  perhaps  not  quite  so  rare  as  formerly  believed,  and 
it  should  be  kept  in  mind  as  a possibility  in  all  cases 
of  indolent  ulcers  of  the  exposed  parts.  The  lesions 
are  quite  characteristic  even  in  the  early  stages,  and 
the  microscopic  examination  of  the  pus  is  simple  and 
can  be  performed  by  the  general  practitioner  who 
will  probably  see  most  of  the  early  cases. 
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The  results  of  early  treatment  and  destruction  of 
the  infectious  focus  should  be  far  superior  to  any 
other  known  therapeutic  measure.  In  advanced 
cases  of  the  disease,  skin  tests  are  advisable,  and,  if 
hypersensitivity  is  present,  desensitization  with  the 
specific  vaccine  should  be  tried  before  large  doses  of 
iodides  are  given. 

Summary  and  Conclusions 

1.  An  unusually  extensive  case  of  cutaneous  blas- 
tomycosis is  reported,  in  which  direct  examinations, 
cultures,  histologic  examination,  skin  test,  and  com- 
plement fixation  test  confirmed  the  diagnosis.  Peni- 
cillin injections  and  various  local  applications  sup- 
pressed the  secondary^  infections  but  failed  to  in- 
fluence the  disease.  Electrosurgery"  and  cutaneous 
desensitization  were  tried. 


2.  It  is  believed  that  the  best  results  in  the  treat- 
ment of  cutaneous  blastomycosis  are  obtained  by 
early  recognition  of  the  disease  and  by  thorough 
electrosurgical  destruction  of  the  initial  foci  of  the 
infection. 

30  East  60th  Street 
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THE  OCCURRENCE  OF  TUMORS  AND  LEUKEMIA  IN  MEMBERS  OF  FAMILIES 
OF  PATIENTS  SUFFERING  FROM  LEUKEMIA 

Ludwik  Gross,  M.D.,  and  Michael  L.  Matte,  M.D.,  New  York  City 

( From  the  Veterans  Administration  Hospital,  Bronx,  New  York) 


CAN  EXAMINING  patients  treated  for  leukemia 
at  the  Veterans  Administration  Hospital  in 
Bronx,  New  York,  we  have  recorded  several  interest- 
ing cases  revealing  the  occurrence  of  tumors  in  mem- 
bers of  their  families.  Nineteen  patients  suffering 
from  leukemia  have  been  interviewed,  and  10  of 
them  had  a family'  history  of  either  tumors  or  leu- 
kemia. In  addition,  a patient  suffering  from  Hodg- 
kin’s disease  was  found  to  have  a family  record  of 
leukemia,  both  his  mother  and  grandmother  having 
died  from  this  condition. 

This  was  in  a striking  contrast  to  results  obtained 
in  interviewing  controls  consisting  of  patients  suffer- 
ing from  conditions  other  than  tumors  or  leukemia 
(such  as  hernia,  appendicitis,  pneumonia,  bone  frac- 
tures, etc.).  Three  hundred  and  one  such  control 
patients  were  interviewed* *  as  to  the  occurrence  of 
tumors  or  leukemia  among  members  of  their  families, 
and  only  12  per  cent  of  them  indicated  either  evi- 
dence, or  possibility,  of  a familial  history  of  neo- 
plasms. 

Case  Reports  with  Positive  Family  Histories 

Case  1. — 22-year-old  white  male.  Myelogenous 
leukemia.  Patient’s  brother,  30  y'ears  old,  had  his 
right  testicle  removed  in  February',  1946,  for  carci- 
noma. 

Case  2. — 49-year-old  white  male.  Ly'mphatic 
leukemia.  The  patient’s  mother  died  of  carcinoma 
of  the  stomach;  his  sister  died  of  carcinoma  of  the 

uterus. 

Case  3. — 49-yrear-old  white  male.  Myelogenous 
leukemia.  The  patient’s  mother  died  from  breast 
cancer. 


Published  with  the  permission  of  the  Chief  Medical 
Director,  Department  of  Medicine  and  Surgery,  Veterans 
Administration,  who  assumes  no  responsibility  for  the  opin- 
ions expressed  or  conclusions  drawn  by  the  authors. 

* To  be  reported  at  a later  date  as  part  of  a study  by  L. 
Gross,  now  in  progress  at  the  Veterans  Administration 
Hospital.  Bronx,  New  York. 


Case  If. — 22-y"ear-old  white  male.  Myelogenous 
leukemia.  The  patient’s  mother  died  from  breast 
cancer. 

Case  5.— 30-year-old  white  male.  Ly'mphatic 
leukemia.  The  patient’s  maternal  grandmother  died 
of  breast  cancer. 

Case  6. — 23-yrear-old  colored  male.  Myelogenous 
leukemia.  The  patient’s  mother  died  of  breast  can- 
cer. 

Case  7. — 48-year-old  white  male.  Myelogenous 
leukemia.  The  patient’s  father  died  of  a recurrent 
malignant  tumor  of  bone  of  lower  extremity. 

Case  8.- — 56-year-old  white  male.  Ly'mphatic 

leukemia.  The  patient’s  father  died  of  a sarcoma  of 
right  lower  extremity. 

Case  9. — 49-y'ear-old  white  male.  Ly'mphatic 

leukemia.  Patient’s  brother  died  of  cancer  of  the 
rectum. 

Case  10. — -31-y'ear-old  white  male.  Leukemia, 
acute,  myelogenous.  The  patient’s  mother  died  of 
leukemia  at  46  years  of  age. 

Case  11. — 23-y'ear-old  white  male.  Hodgkin’s  dis- 
ease. The  patient’s  mother  and  his  maternal  grand- 
mother both  died  from  leukemia. 

Discussion 

Anyone  who  has  interviewed  patients  and  asked 
questions  concerning  the  cause  of  death  of  members 
of  their  families  has  probably  noticed  that  it  is  very 
difficult  to  obtain  any  reliable  information  bey'ond 
one  or  two  generations.  The  patient  may  know  the 
answer  concerning  his  or  her  own  parents,  perhaps 
also  the  grandparents,  but  a dependable  answer  be- 
y'ond that  limit  is  unusual.  The  collecting  of  data 
concerning  familial  incidence  of  certain  conditions 
in  man  is,  therefore,  difficult  and  at  best  only  frag- 
mentary. It  also  should  be  kept  in  ntind  that  medi- 
cal diagnosis  was  less  accurate  one  or  two  generations 
ago  than  it  is  today,  and  that  not  infrequently"  condi- 
tions such  as  internal  tumors  might  have  been  un- 
recognized. 
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In  spite  of  these  difficulties,  10  of  19  patients  (53 
per  cent)  suffering  from  leukemia,  were  found  to 
have  a history  of  either  tumors  or  leukemia  in  their 
families. 

Two  different  groups  of  families  should  be  con- 
sidered separately:  (a)  Those  in  which  certain  in- 
dividuals developed  leukemia  and  other  tumors; 
patients,  suffering  from  leukemia,  who  indicated  a 
history  of  tumors  in  their  families  belong  to  this 
group.  (6)  Families  in  which  more  than  one  mem- 
ber developed  leukemia.  Patients  suffering  from 
leukemia,  and  stating  that  some  other  member  of 
their  family  also  died  from  leukemia,  belong  to  this 
second  group. 

In  our  study  we  found  that  more  than  one  half  of 
the  19  leukemic  patients  interviewed  had  a history 
of  tumors  in  their  immediate  families.  In  addition, 
two  families  were  revealed  in  which  more  than  one 
member  developed  leukemia.  Thus,  in  one  instance 
(Case  11),  the  mother  and  grandmother  of  a patient 
suffering  from  Hodgkin’s  disease  died  from  leukemia. 
The  mother  of  another  patient  (Case  10)  died  from 
leukemia,  as  did  he. 

The  control  group  consisted  of  patients  suffering 
from  conditions  different  from  tumors  and  leukemia. 
Three  hundred  and  one  patients  (white  males)  suffer- 
ing from  various  conditions,  such  as  hernia,  pneu- 
monia, appendicitis,  etc.,  were  interviewed;  no 
more  than  12  per  cent  of  these  patients  revealed  a 
history  of  tumors  among  members  of  their  families. 
This  was  in  a striking  contrast  to  the  high  percentage 
of  positive  tumor  histories  among  families  of  patients 
suffering  from  leukemia. 

The  concurrent  development  of  leukemia  and 
various  malignant  tumors  in  man  has  been  reported 
repeatedly.1-4  Much  more  often,  however,  it  was 
observed  that  patients  suffering  from  leukemia  had 
a family  history  of  tumors.6 

Cases  of  leukemia  developing  in  brothers,  brothers 
and  sisters,  or  in  a child  and  one  of  his  parents,  have 
been  recorded  by  several  authors.6-18  Some  of  the 
authors  were  able  to  trace  leukemia  up  to  four  suc- 
cessive generations  in  members  of  the  same  family.6 
Such  cases  were  striking,  particularly  in  view  of  the 
fact  that  leukemia  is  a rather  rare  disease  in  man. 

Similar  observations  have  been  made  in  animals. 
Thus,  Lockau  observed  several  cases  in  which  the 
progeny  of  the  leukemic  cows  died  of  leukemia.18 
Czymoch  reported  8 cases  of  leukemia  developing  in 
cow  and  daughter;  another  apparently  healthy  cow 
had  2 leukemic  daughters  and,  also,  a leukemic 
granddaughter;  in  other  instances,  16  out  of  20 
offspring  of  the  same  bull,  who  eventually  developed 
the  same  disease,20  died  of  leukemia.  Veterinarians, 
as  well  as  farmers,  long  have  been  aware  of  the  fact 
that  leukemia  not  infrequently  develops  in  animals 
belonging  to  the  same  family.21  The  occurrence  of 
leukemia  in  successive  generations  of  certain  breeds 
of  chickens,  such  as  white  leghorns,  also  has  been 
observed.  Recent  studies  suggest  that  leukemia 
appears  in  descendants  of  certain  inbred  lines  of 
chickens,  whereas  in  nonleukemic  families  the  birds 
remain  essentially  free  from  this  condition.22  Analo- 
gous observations  have  been  made  in  mice.23-27 

The  fact  that,  of  our  19  patients  suffering  from 
leukemia,  10  had  a history  of  either  tumors  or  leu- 


kemia in  their  families  does  not  seem  to  be  a mere 
coincidence.  The  lack  of  our  understanding,  how- 
ever, of  the  true  nature  of  leukemia  and  tumors 
makes  it  very  difficult  at  the  present  time  to  furnish 
a reasonable  explanation  of  this  curious  phenom- 
enon. 

It  appears  worthwhile,  nevertheless,  to  investigate 
in  patients  suffering  from  leukemia  the  possibility  of 
a history  of  either  leukemia  or  tumors  in  members  of 
their  families.  A positive  family  history  may  have, 
in  certain  cases,  some  diagnostic  value.  In  any 
event,  the  data  thus  obtained  may  prove  of  value  to 
future  research  on  the  nature  of  tumors  and  leu- 
kemia. 


Summary 

Nineteen  patients  suffering  from  leukemia  and 
treated  at  Veterans  Administration  Hospital, 
Bronx,  have  been  interviewed,  and  10  of  them  were 
found  to  have  a history  of  either  tumors  or  leukemia 
in  their  families. 

In  addition,  a patient  suffering  from  Hodg- 
kin’s disease  was  found  to  have  a family  record 
of  leukemia,  both  his  mother  and  grandmother 
having  died  from  this  condition.  Three  hundred 
and  one  control  patients  were  also  interviewed, 
and  only  12  per  cent  of  them  were  found  to 
have  a history  of  cancer  among  members  of  their 
families. 
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PENTOTHAL  SODIUM  FOR  SEDATION 

E.  Emma,  M.D.,  and  S.  G.  Hershey,  M.D.,  New  York  City 

{From  the  Department  of  Anesthesia,  Beth  Israel  Hospital,  and  New  York  University,  College  of  Medicine ) 


^OCCASIONALLY,  outside  of  psychiatric  prac- 
'^'tice,  the  problem  of  providing  sedation  for  the 
agitated  patient  can  become  an  acute  therapeutic 
emergency.  With  few  exceptions,  the  wide  array 
of  analgesic  and  hypnotic  drugs  ordinarily  utilized 
in  the  course  of  medical  and  surgical  practice  serves 
safely  and  effectively.  Every  now  and  then,  how- 
ever, circumstances  develop  in  which  the  ordinary 
depressant  drugs,  short  of  dangerous  overdosage,  are 
ineffective.  This  situation  can  become  critical  when 
continued  restlessness  and  agitation  may  seriously 
threaten  a patient’s  recovery.  The  following  case 
report,  in  which  the  patient  was  successfully  treated 
with  pentothal  sodium  administered  for  its  hypnotic 
rather  than  its  anesthetic  properties,  illustrates  this 
problem. 

Case  Report 

The  patient  was  a 59-year  old  white  man  ad- 
mitted for  anuria  and  left  loin  pain.  In  addition, 
a history  of  essential  hypertension  and  peptic  ulcer 
was  obtained.  The  significant  findings  included: 
blood  pressure  190/110,  nonprotein  nitrogen  64,  left 
renal  calculus,  and  nonfunctioning  right  kidney. 

Two  days  after  admission,  left  ureterolithotomy 
was  performed  during  spinal  anesthesia.  Within  a 
few  minutes  following  induction  of.  anesthesia,  the 
patient’s  pulse  and  blood  pressure  were  unobtain- 
able. They  returned  to  satisfactory  levels  in 
twenty  minutes,  only  after  vasopressors  and  oxygen 
were  administered.  Operation  was  completed,  and 
the  patient  returned  to  bed,  apparently  in  good 
condition.  The  postoperative  course  was  not  re- 
markable for  two  days,  when  the  patient  suffered 
a sudden,  severe  hemorrhage  from  the  operative 
site.  Treatment  for  this  was  rapid  and  vigorous. 
The  wound  was  opened  and  packed  without  anes- 
thesia at  the  bedside.  Transfusion  was  started. 
He  was  brought  to  the  operating  room,  anesthetized 
with  cyclopropane,  and  a vessel  in  the  left  renal 
pedicle  religated.  His  condition  seemed  satis- 
factory, although  his  blood  pressure  at  one  point 
dropped  to  70/50  but  rapidly  returned  to  a safer 
level  with  further  blood  replacement. 

Following  this  second  procedure,  the  patient  did 
poorly.  Urinary  output  remained  low  and  the  non- 
protein nitrogen  rose  progressively  to  109.  The 
partially  visible  left  kidney  demonstrated  a gross 
infarct. 

After  seven  days  the  patient  became  extremely 
restless  and  uncooperative.  On  the  eighth  day  re- 
straints were  required,  and  food  or  fluids  could  not  be 
successfully  given  orally  or  parenterally.  Ordinary 
sedative  drugs  including  sodium  luminal  0.2  Gm., 
chloral  hydrate  0.6  Gm.,  and  paraldehyde  10  cc. 
in  repeated  doses  were  completely  ineffective. 

Parenteral  fluid  and  nutritional  support,  although 
critically  needed,  could  not  be  maintained.  At  this 
point  the  patient  was  in  a state  of  Continuous  phys- 
ical and  vocal  overactivity.  This  was  ascribed  to 
the  uremic  state  or  possible  mental  deterioration 
following  the  two  hypoxic  episodes:  one,  the  period 
of  hypotension  during  the  first  operation,  and 


second,  during  the  period  of  hemorrhage  preceding 
the  second  operation. 

At  this  time  1.5  mg.  of  apomorphine  were  given 
intravenously  without  effect.  This  drug  has  been 
used  successfully  in  other  types  of  central  nervous 
system  overstimulation. 1 

Thirty  minutes  later,  sleep  was  induced  with  6 cc. 
of  a 2.5  per  cent  solution  of  pentothal  sodium  and 
was  continued  by  means  of  a continuous  infusion  of 
a 0.1  per  cent  solution.  A total  of  1.0  Gm.  of  the 
the  drug  was  so  administered  over  a two-hour  period. 
The  patient  was  easily  aroused  within  fifteen  min- 
utes and  fully  awake  half  an  hour  later.  He  re- 
mained quiet  and  cooperative  for  the  following 
nine  days  without  the  necessity  for  repeating  this 
procedure.  Unfortunately,  his  kidney  function  did 
not  improve,  and  he  died  at  the  end  of  this  time. 
Autopsy  was  not  obtained. 

Comment 

The  use  of  pentothal  sodium  to  provide  hypnosis, 
rather  than  the  surgical  anesthesia  for  which  it 
was  originally  recommended,  is  not  entirely  new. 
There  are  numerous  references  to  comparable  use 
in  psychiatric  practice.2  Again,  it  is  often  employed 
in  patients  undergoing  surgery  during  some  form 
of  regional  anesthesia  when  such  conscious  patients 
become  unduly  uncomfortable  or  apprehensive.3,4 
As  described  here,  its  administration  to  the  post- 
operative patient  who  becomes  excessively  agi- 
tated or  acutely  psychotic  is  a somewhat  different 
clinical  application  of  this  popular  anesthetic  agent. 

Other  methods  of  sedation  in  difficult  circum- 
stances should  not  be  overlooked.  Most  popular  is 
the  intravenous  administration  of  barbituric  acid 
derivatives,  such  as  sodium  amytal  or  pentobarbital, 
rather  than  the  ultrashort  acting  members  of  the 
group.  Another  technic  is  the  retention  enema  of 
avertin  or  ether.  Paraldehyde  and  chloral  hydrate 
also  may  be  used  parenterally.  Consideration,  how- 
ever, should  be  given  to  the  fact  that  retention 
enemas  may  be  difficult  to  give  and  virtually  im- 
possible to  have  retained,  and  that  most  of  these 
drugs  once  absorbed  have  to  be  detoxified  and  ex- 
creted. In  such  patients,  with  unbalanced  fluid 
and  nutritional  status  and  functional  or  organic  liver 
and  kidney  dysfunction,  these  drugs  may  have 
unpredictable  and  deleterious  effects.  Once  ab- 
sorbed they  cannot  effectively  be  recovered  and, 
therefore,  lack  a fineness  of  control  so  advantageous 
in  a critically  sick  individual. 

Pentothal  sodium,  because  of  its  rapid  effects, 
may  be  administered  in  dilute  solutions  with  a degree 
of  control  comparable  to  that  obtainable  with  in- 
halation anesthetics.  Although  it  also  must  be 
detoxified,  there  is  considerable  evidence  to  show 
that  it  is  metabolized  rapidly  and  is  innocuous  in 
regard  to  liver  and  kidney  function.6  For  these 
reasons,  in  addition  to  its  potent  hypnotic  effects,  it 
is  suggested  as  a valuable  aid  in  providing  sedation 
in  certain  difficult,  albeit  infrequent,  situations. 
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ILIAC  BONE  GRAFT  TO  FILL  OSTEOMYELITIC  .DEFECT  IN  LONG  BONES 

Otho  C.  Hudson,  M.D.,  Hempstead,  New  York 
(From  the  Nassau  Hospital) 


TOURING  World  War  II  a number  of  articles  have 
appeared  for  and  against  grafting  of  bone  de- 
fects in  wounds  associated  with  osteomyelitis. 

Knight  and  Wood  advised  a program  of:  (1) 

thorough  sequestrectomy  and  excision  of  the  scar, 
(2)  early  split  skin  grafting  and,  finally,  (3)  bone 
grafting  followed  by  the  immediate  application  of  a 
full  thickness  pedicle  skin  graft  to  secure  healing  of 
osteomyelitic  cavities  in  bone.1  They  state,  “The 
first  stage  is  that  all  nonviable  bone  and  bone  of 
questionable  viability  should  be  removed,  and  the 
fracture  site  should  be  saucerized  so  that  granulation 
tissue  will  cover  the  bone  surfaces.  An  attempt  is 
made  to  preserve  any  union  which  may  be  present, 
but  minimal  fibrous  union  must  be  sacrificed.  The 
wound  is  packed  open  and  immobilized  in  plaster. 

“Thus  far,  of  the  23  cases  reported,  the  wounds  in 
all  but  two  cases  have  healed  entirely.  Bone  sepsis 
has  been  eradicated  in  all  cases  of  the  series,  and, 
in  all,  the  defects  have  been  eliminated.  There  has 
been  no  sequestration  of  any  of  the  chips  and  no 
roentgenographic  evidence  of  osteomyelitis  following 
the  insertion  of  the  bone  chips.”1 

We  wish  to  report  two  cases  using  this  technic  with 
excellent  results  in  each  case. 

We  believe  the  use  of  cancellous  iliac  bone  graft 
chips  on  good  granulations  covering  bone  ends  and 
fragments  is  very  similar  to  pinch  skin  grafting  on 
granulating  areas.  The  bone  chips  must  be  covered 
with  good  skin.  This  coverage  is  best  obtained  in 
the  humerus  or  femur  where  muscle  and  skin  are 
abundant.  The  wounds  are  closed  loosely. 

Case  Repons 

Case  1. — J.  B.,  a woman  aged  19,  was  in  an  auto 
accident  on  April  29,  1946.  She  received  the  follow- 
ing injuries:  cerebral  concussion,  fracture  of  all 

transverse  processes  of  lumbar  vertebrae,  explosion 
fracture  third  lumbar  vertebra,  separation  of  left 
symphysis  pubis  and  sacroiliac  joint,  fracture  right, 
external  malleolus,  and  fracture  of  shaft  of  left 
femur.  Closed  reductions  done  on  all  injuries  with 


excellent  restoration  of  fractures.  It  was  impossible 
to  maintain  the  left  half  of  the  pelvis  in  position  with 
traction  on  the  femur.  An  open  reduction  was  done 
with  dual  plating.  An  osteomyelitis  developed 
with  drainage.  On  December  14,  1946,  the  plates 
and  all  devitalized  bone  were  removed.  The  medul- 
lary canal  opened.  The  bone  fragment  ends  were 
saucerized.  There  was  union  posteriomedially  that 
was  not  disturbed.  The  wound  was  loosely  closed. 

On  January  8,  1947,  the  wound  was  reopened,  and 
the  bed  was  covered  with  good  red  granulations. 
The  entire  defect  was  filled  with  iliac  bone  chips  and 
the  wound  closed.  Plaster  spica  was  applied.  Peni- 
cillin was  given  five  days  preoperative  and  post- 
operative. The  wound  healed.  On  June  5,  1947, 
all  plaster  was  removed,  and  the  x-ray  showed  excel- 
lent solid  callus  formation. 

Case  2. — J.  A.,  a 16-year-old  man,  was  in  an  auto 
accident  on  June  4,  1946.  He  was  injured  in  the 
left  femur.  An  open  reduction  was  done  with  plat- 
ing. An  osteomyelitis  developed  with  nonunion. 
On  December  16,  1946,  the  plates  and  all  sequestra 
were  removed.  The  bone  ends  were  saucerized. 
Wound  was  closed  loosely.  On  January  8,  1947, 
the  wound  was  reopened,  and  the  entire  cavity 
was  found  to  be  covered  with  good  granulations. 
The  cavity  was  filled  with  iliac  bone  chips,  and  the 
wound  was  closed  loosely  with  immobilization  in 
spica.  Penicillin  was  given  five  days  preoperative 
and  postoperative.  The  wound  healed.  On  June 
19,  1947,  the  plaster  was  removed.  The  x-ray 
showed  excellent  solid  callus  formation. 

This  procedure  during  World  War  II  had  been 
proved  adequate  to  handle  a certain  group  of  cases. 
These  same  cases  occur  in  civilian  practice,  so  the 
procedure  is  also  useful. 

It  is  only  good  in  young  adults.  We  do  not  feel 
that  adults  past  middle  age,  where  circulatory 
changes  are  occurring  in  extremities,  can  be  handled 
by  this  method  of  treatment. 
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PRIMARY  THROMBOSIS  OF  THE  AXILLARY  VEIN 
Bernard  J.  Ficarra,  M.D.,  Brooklyn,  New  York 
( From  the  Surgical  Service  of  St.  Peter's  Hospital) 


"DRESENT-day  surgical  literature  displays  an 

accentuated  interest  in  vascular  diseases  and  un- 
usual syndromes  encountered  in  clinical  surgery. 
In  view  of  these  facts,  this  present  report  of  an 
unusual  vascular  entity  may  be  of  current  value. 

Thrombophlebitis  of  the  axillary  vein  is  rarely 
seen.  On  various  occasions  it  has  been  termed  pri- 
mary thrombosis,  effort  thrombosis,  primary  phlebi- 
. tis,  or  effort  phlebitis  of  the  axillary  vein.  The  oc- 
currence of  thrombophlebitis  in  the  axillary  vein  is 
such  a rarity  that  its  cause  has  not  been  definitely 
established.  Well-developed  men  are  the  usual 
victims  of  this  type  of  phlebitis.  The  onset  of  the 
thrombosis  can  be  traced  to  strenuous  effort  of  the 
arm  most  frequently  used;  sudden  exertion  or  un- 
usual exercise  may  be  the  precipitating  cause. 

Several  theories  have  been  advanced  as  to  the 
cause  of  this  particular  type  of  thrombophlebitis. 
It  was  originally  believed  that  a localized  phlebitis 
secondary  to  sudden  trauma  of  compression  or 
stretching  was  the  major  factor.  Some  investi- 
gators have  postulated  an  anatomic  cause.  Venous 
constriction  by  the  costocoracoid  ligament  pro- 
ducing a disruption  of  one  of  the  axillary  vein 
valves  by  sudden  effort  has  been  indicted.  This 
disruption  initiates  the  inevitable  thrombosis.1 
The  site  of  constriction  lies  below  the  humeral 
head  against  the  subscapularis  during  abduction  of 
the  arm. 

Infection  itself  is  not  the  cause  of  this  type  of 
phlebitis.  Many  years  ago,  spasm  of  the  vein  due 
to  sympathetic  irritation  as  the  result  of  trauma  was 
suggested  as  the  major  initiating  factor.2  In  view 
of  our  present  knowledge  of  reflex  sympathetic 
dystrophy,  the  basic  etiology  of  this  type  of  throm- 
bosis perhaps  may  be  elucidated  on  this  basis.3 

The  pathology  in  the  vein  itself  has  been  demon- 
strated to  be  a true  thrombosis.  One  investigator 
at  operation  found  no  thrombosis  present,  only 
marked  venous  spasm.2  However,  clinical  and 
radiologic  studies  of  the  axillary  vein  in  patients 
with  this  syndrome  have  revealed  true  thrombosis. 

The  symptomatology  of  primary  axillary  throm- 
bophlebitis follows  a similar  pattern  in  all  cases. 
A history  of  prolonged  use  of  the  arm,  sudden  ex- 
ertion, or  maintaining  one  position  for  a long  period 
of  time  is  usual.  This  is  followed  by  the  appear- 
ance of  sudden,  painless  swelling  of  the  entire  arm 
without  a systemic  reaction.  No  local  inflammatory 
signs  are  noted.  Initially,  the  arm  is  cyanotic  and 
shows  clinical  evidence  of  edema.  The  axillary 
vein  may  be  readily  palpated.  When  it  is  palpable 
the  vein  is  tender  and  firm.  With  the  development 
of  a collateral  circulation  the  superficial  veins  of  the 
arm  become  prominent  and  the  cyanotic  hue  dis- 
appears with  the  appearance  of  a dusky  redness  to 
the  skin.  The  edema  subsides  as  the  disease  pro- 
gresses to  the  chronic  phase,  but  the  size  of  the  af- 
fected arm  remains  larger  than  the  normal  ex- 


tremity, however.  This  residual  disparity  is  the 
rule  rather  than  the  exception. 

Case  Report 

The  patient  was  a 33-year-old  ex-G.I.  who  was 
seen  for  the  first  time  on  February  5,  1947.  He 
presented  a history  of  two  years’  duration.  Fol- 
lowing sudden  muscular  effort,  he  developed  pain 
and  swelling  of  the  right  arm  and  shoulder;  the 
arm  became  cyanotic.  He  was  not  incapacitated 
because  of  this  situation  and  received  no  active 
treatment  excepting  penicillin  injections.  The  past 
history  was  not  significant,  and  he  had  always  en- 
joyed good  health. 

Physical  examination  in  February,  1947,  re- 
vealed a well-developed,  well-nourished,  robust  man 
whose  physical  status  was  excellent,  excepting  for 
edema  of  the  right  shoulder  and  arm.  The  skin  of 
the  right  forearm  and  hand  had  a dusky-red  appear- 
ance. Pulsation  in  the  arteries  was  ample.  The 
right  wrist  was  one  inch  wider  than  the  left.  The 
right  forearm  below  the  elbow  and  the  right  arm  at 
the  level  of  the  biceps  were  two  inches  wider  than 
the  left.  The  right  axillary  vein  was  not  tender  to 
palpation  but  was  quite  prominently  felt.  The 
superficial  veins  of  the  shoulder  and  right  arm  were 
moderately  to  markedly  distended.  Temperature 
of  the  right  arm  was  not  altered  as  compared  to  the 
left.  The  patient,  had  recently  developed  varicose 
veins  of  the  right  leg.  This  patient  presented 
chronic  primary  thrombophlebitis  of  the  right  axil- 
lary vein. 

He  was  treated  with  a course  of  five  paraverte- 
bral sympathetic  blocks  on  alternate  days.  Objec- 
tive improvement  in  this  chronic  stage  was  not  as 
beneficial  as  expected,  which  may  be  attributed  to 
the  chronic  nature  of  the  disease.  However,  prior 
to  treatment,  the  patient  was  unable  to  perform 
tasks  such  as  hammering  or  playing  handball  with- 
out producing  a marked  increase  in  edema  and  caus- 
ing excruciating  pain  shortly  after  the  exertion  of 
right  arm  activity.  In  this  particular  instance  the 
patient  developed  an  adequate  collateral  circula- 
tion which  in  a great  measure  had  compensated  for 
his  axillary  vein  thrombosis. 

Treatment 

Treatment  of  axillary  thrombophlebitis,  as  in 
many  other  vascular  diseases,  is  divided  into  con- 
servative (medical)  or  opcrative(surgical).  Medical 
measures  are  usually  the  first  to  be  initiated.  This 
regime  may  include  rest,  elevation  of  the  arm,  and 
the  application  of  an  Ace  bandage.  A light  Unna 
paste  cast  may  be  effective  in  some  cases.  Con- 
servative treatment  has  the  primary  objective  of 
reducing  and  preventing  the  edema.  Heparin  and 
dicumarol  have  not  been  employed  in  this  type  of 
thrombophlebitis,  because  no  serious-  complica- 
tions, such  as  embolism,  have  been  known  to  occur. 

Surgical  measures  have  been  employed-  In  severe 
cases  incisions  have  been  made  iti  the  arm  to  permit 
the  escape  of  edematous  fluid  (similar  to  the  Ivon- 
doleon  operation).  Resection  of  the  involved  ve- 
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nous  segment  with  or  without  periarterial  sym- 
pathectomy has  also  been  advocated.2 

In  view  of  our  increasing  knowledge  of  the  sym- 
pathetic nervous  system,  paravertebral  block  ob- 
viates the  need  for  operative  resection  of  the  venous 
segment.  Nerve  block  to  include  the  stellate  gan- 
glion has  been  an  effective  method  of  treatment. 
The  beneficial  results  may  be  attributed  to  the  same 
factors  producing  the  benefits  of  lumbar  paraverte- 
bral block  in  treatment  of  thrombophlebitis  in  the 
lower  extremities. 

The  technic  is  not  difficult  to  follow.  A cervico- 
thoracic  injection  may  be  accomplished  either  by 
the  anterior  route  or  the  posteriqr  route.  The  most 
popular  of  these  procedures  is  the  posterior  route. 
The  patient  is  placed  on  his  side  with  the  head  flexed 
and  elevated  on  a pillow  to  prevent  lateral  compres- 
sure  of  the  cervical  spine.  Wheals  are  raised  4 cm. 
lateral  to  the  spinous  process  of  the  seventh  cervical 
and  first,  second,  and  third  thoracic  vertebrae. 
These  wheals  are  placed  opposite  the  lower  border 
of  the  first  four  ribs.  Needles  are  then  introduced 
perpendicular  to  the  skin  for  about  5 cm.  At  this 
distance  the  rib  or  transverse  process  will  be  en- 
countered. The  needle  is  then  passed  under  the 
lower  edge  of  the  rib  and  pushed  in  a downward 
direction  at  an  angle  of  20  degrees  toward  the  mid- 
line until  the  lateral  aspect  of  the  vertebra  is  reached. 
Before  injection,  aspiration  should  be  carried  out  to 
determine  whether  or  not  a vessel  or  pleura  has 
been  pierced.  Ten  cubic  centimeters  of  0.5  per  cent 
novocaine  is  injected  at  each  site.  In  view  of  the 
fact  that  the  stellate  ganglion  lies  in  a groove  in  the 
neck  of  the  first  rib  in  front  of  the  first  thoracic 
nerve,  a Horner’s  syndrome  often  results,  although 
the  block  may  be  successful  without  the  develop- 
ment of  this  syndrome.  Increased  warmth  on  the 
side  of  the  injection  is  one  of  the  sighs  indicating  a 
successful  block. 

Prognosis 

With  adequate  treatment,  which  includes  para- 
vertebral sympathetic  block,  the  prognosis  as  to  the 


return  of  functional  activity  is  good  in  chronic  axil- 
lary thrombosis.  The  arm,  however,  rarely  returns 
to  its  normal  physiologic  capabilities  in  comparison 
to  the  capabilities  of  the  other  extremity. 

In  acute  axillary  thrombophlebitis,  no  serious 
complication,  such  as  embolism,  has  been  reported. 
Reduction  of  swelling  and  early  function  occurs  with 
several  paravertebral  sympathetic  blocks. 

When  the  chronic  stage  has  been  reached  without 
the  benefit  of  early  treatment,  as  in  this  case,  the 
outlook  is  less  favorable.  Weakness  and  stiffness 
become  residual  disabilities  in  spite  of  treatment. 
Exertion  of  any  type  initiates  a recurrence  of  edema 
without  pain. 

When  the  disease  has  had  a chronic  nontreated  , 
course,  thq  skin  of  the  affected  arm  continues 
to  have  a dusky-red  color.  At  this  stage  para- 
vertebral block  has  a transitory  beneficial  ef- 
fect, and  unilateral  thoracic  sympathectomy  may 
be  contemplated.  Sympathectomy  should  be  ad- 
vised only  when  a demonstrable,  beneficial  effect 
has  been  noted  following  paravertebral  block. 

Summary  and  Conclusion 

A case  is  presented  of  chronic  primary  thrombo- 
phlebitis of  the  axillary  vein.  In  view  of  the  rarity 
of  this  pathologic  entity,  the  report  is  believed  to  be 
of  interest.  The  treatment  of  choice  is  paraverte- 
bral sympathetic  block.  This  conclusion  is  based 
upon  our  present  knowledge  of  the  relationship  be- 
tween the  sympathetic  nervous  system  and  throm- 
bophlebitis in  vascular  segments. 
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PENICILLIN  LOZENGES  MAY  BE  CURE  FOR  DIPHTHERIA  CARRIERS 


Encouraging  results  from  penicillin  administered 
locally  in  the  treatment  of  carriers  of  virulent  diph- 
theria are  reported  in  the  March  27  issue  of  the 
Journal  of  the  American  Medical  Association. 

The  author,  Dr.  A.  J.  Levy,  Dixon,  Illinois, 
points  out  that,  while  this  form  of  penicillin  adminis- 
tration for  diphtheria  carriers  is  still  in  the  experimen- 
tal stage,  the  results  of  the  4 cases  reported  may 
serve  “to  further  the  study  of  the  effect  of  penicillin 
administered  locally  in  the  treatment  of  diphtheria 
carriers.” 


It  is  believed  that  for  acute  cases  as  well  as  for  the 
carrier  state  the  parenteral  method  of  penicillin  ad- 
ministration is  of  little  value. 

When  penicillin  was  used  locally  in  the  form  of 
lozenges  and  spray,  it  was  found  in  this  limited 
study  to  be  successful  in  the  treatment  of  carriers  of 
virulent  diphtheria  within  one  week,  and  the  patients 
remained  free  from  diphtheria  even  a year  after  the 
study  was  made. 

— News  Release,  American  Medical  Association, 
April  2,  1948 


USE  OF  PROPYL  THIOURACIL  FOLLOWING  RECOVERY  FROM  THIOURACIL 
AGRANULOCYTOSIS 

Maxwell  Spring,  M.D.,  New  York  City 

{From  the  Bronx  Hospital) 


CANE  OF  the  severe  toxic  manifestations  of 
thiouracil  therapy  for  hyperthyroidism  is 
agranulocytosis.  Morton  reviewed  all  the  cases  of 
agranulocytosis  and  described  two  of  his  own.1  One 
patient  died;  the  other,  following  recovery  from  the 
agranulocytic  state,  reacted  again  with  a fall  in  the 
white  cell  count  when  thiouracil  was  reinstituted. 
Propyl  thiouracil  was  introduced  as  a less  toxic  anti- 
thyroid compound.  Up  to  the  present  time,  Bartels 
has  reported  the  only  case  of  agranulocytosis  follow- 
ing the  use  of  this  drug.  It  would  be  expected  that, 
as  with  the  sulfa  drugs,  a patient  sensitive  to  one 
antithyroid  compound  would  be  sensitive  to  any 
other  in  the  series.  However,  this  is  not  always  the 
case.  The  following  report  of  thiouracil  agranulo- 
cytosis with  recovery,  and  the  substitution  of  pro- 
pyl thiouracil  illustrates  this  point. 

Case  Report 

L.  C.,  a 45-year-old  woman,  was  admitted  to  the 
Bronx  Hospital,  April  25,  1947,  on  the  medical 
service  because  of  sore  throat  and  fever  of  two  days 
duration.  Four  months  prior  to  admission  she  de- 
veloped asthenia  and  suffered  weight  loss  of  38 
pounds,  nervousness,  and  perspiration.  Two 
months  after  the  onset  of  the  above  symptoms  a 
diagnosis  of  hyperthyroidism  was  made.  At  that 
time  she  was  placed  on  0.4  Gm.  of  thiouracil  daily 
with  a subsequent  improvement.  One  week  before 
admission  she  developed  a painful  area  on  her  gums; 
four  days  later  malaise,  fever,  chills,  and,  the  day 
before  entry  to  the  hospital,  she  complained  of  a sore 
throat.  Temperature  rose  to  a maximum  of  105.2 
F.  Past  history  revealed  that  a heart  murmur  had 
been  noted  for  the  first  time  two  months  previously. 
There  was  no  history  of  rheumatic  fever  or  known 
cardiac  disease. 

Physical  examination  revealed  an  acutely  ill, 
white,  woman  patient.  Temperature  was  103  F., 
pulse  114.  The  significant  findings  were  a reddened 
pharynx  with  marked  edema  of  the  tonsillar  pillar  on 
the  right,  erosion  of  the  inner  aspect  of  the  upper 
lip,  normal-sized  thyroid,  and  no  thyrotoxic  signs 
except  for  a fine  tremor  of  the  hands,  a blowing 
systolic  murmur  at  the  apex  of  the  heart,  blood  pres- 
sure 140/70,  and  normal  lungs. 

Prior  to  the  return  of  the  admission  laboratory 
studies,  a diagnosis  of  acute  pharyngitis,  probably 
due  to  the  thiouracil  agranulocytosis,  was  made. 

Laboratory  studies  gave  the  following  informa- 
tion: Urine,  specific  gravity  1.022;  albumin,  faint 
trace;  acetone,  1 plus;  hemoglobin  (Sahli)  96  per 
cent  (13.9  Gm.);  red  blood  cells  4,900,000;  white 
blood  cells,  3,500  with  1 per  cent  neutrophils,  2 per 
cent  band  forms,  86  per  cent  lymphocytes,  and  1 1 
per  cent  monocytes  on  differential  smear.  Sternal 
marrow  examination  showed  a maturation  arrest  of 
the  granulocytes  at  the  myelocytic  level,  character- 
istic of  arganulocytosis.  Roentgenogram  of  the 
chest  revealed  a left  ventricular  enlargement  of  the 
heart.  There  was  no  evidence  of  aberrant  thyroid 
tissue  or  abnormality  of  the  lungs.  Roentgenogram  of 
the  skull  was  normal.  Gram-negative  diplococci  and 


gram-negative  bacilli  resembling  diphtheria  organ- 
isms were  seen  on  throat  culture.  Blood  glucose  was 
89  mg.  per  cent  and  nonprotein  nitrogen  33.5  per  cent. 

The  history  of  thiouracil  therapy  and  the  results 
of  the  blood  count  confirmed  the  diagnosis  of 
agranulocytosis  secondary  to  thiouracil.  The 
patient  was  placed  on  penicillin,  50,000  units  every 
three  hours,  plus  foiic  acid,  5 mg.  four  times  a day. 
Her  temperature  fell  promptly  and  by  the  third  day 
was  normal.  The  normal  temperature  continued 
with  an  occasional  rise  to  100  F.  until  discharge. 
With  the  fall  in  the  temperature  she  ttegan  to  im- 
prove, and  on  the  second  hospital  day,  April  26,  the 
white  blood  cells  had  risen  to  5,300  with  72  per  cent 
neutrophils,  62  per  cent  lymphocytes,  and  1 per  cent 
basophils  on  differential  smear.  The  white  and 
differential  cell  counts  remained  within  normal 
limits  thereafter.  The  pharynx  appeared  normal  on 
the  fourth  hospital  day,  April  28.  The  basal  meta- 
bolic rate  on  May  6 was  plus  62  per  cent.  In  view  of 
the  thyrotoxic  condition,  propyl  thiouracil  therapy 
was  instituted  on  May  12.  Penicillin,  15,000  units 
every  three  hours,  and  folic  acid,  5 mg.  three  times  a 
day,  were  continued.  The  patient  tolerated  the 
propyl  thiouracil  well,  and  there  was  no  deleterious 
effect  after  penicillin  was  discontinued.  On  May  21, 
the  metabolic  rate  was  plus  29  per  cent.  On  May  23, 
1947,  she  was  discharged  to  the  care  of  her  private 
physician,  who,  three  months  later,  reported  the 
patient  was  doing  well,  and  her  latest  basal  metabolic 
rate  was  plus  24  per  cent. 

Comment 

It  is  known  that  an  increase  in  the  monocytes  is  a 
good  prognostic  sign  for  the  recovery  of  the  patient 
from  the  agranulocytic  state.  An  increase  of  the 
monocytes  was  found  on  the  initial  blood  smear. 
The  patient  responded  to  therapy,  and  the  day 
following  admission,  the  granulocytes  had  risen  to 
within  normal  limits.  In  view  of  the  lessened  tox- 
icity to  propyl  thiouracil  the  patient  was  given  this 
drug  for  her  hyperthyroidism  upon  recovery  from 
the  agranulocytic  state.  While  the  drug  was  being 
administered,  daily  blood  counts  were  taken,  and 
penicillin  was  given  prophylactically.  No  untoward 
effects  were  noted  after  the  discontinuation  of 
penicillin.  Follow-up  report  three  months  later 
showed  no  evidence  of  toxicity. 

Conclusion 

A case  of  thiouracil  agranulocytosis  with  recovery 
that  responded  to  propyl  thiouracil  without  any 
deleterious  effects  has  been  presented.  In  similar 
cases  daily  blood  counts  should  be  taken  to  detect 
early  evidence  of  toxicity.  Penicillin  should  be 
given  prophylactically. 

628  East  141st  Street 
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Special  Article 

STATEMENT  OF  THE  PRESENT  POLICY  OF  THE  AMERICAN  TRUDEAU 
SOCIETY  ON  BCG  VACCINATION 

Prepared  by  the  Chemotherapy  Committee,  American  Trudeau  Society,  Medical  Section, 

National  Tuberculosis  Association 


THE  members  of  the  Society  and  other  physicians 
in  the  United  States  have  been  interested  for 
many  years  in  the  active  immunization  against 
tuberculosis  with  BCG.  The  expansion  of  public 
health  activities  in  the  field  of  tuberculosis  control 
by  official  and  voluntary  agencies  and  the  acquisi- 
tion of  new  knowledge  concerning  immunity  in 
tuberculosis  have  prompted  the  American  Trudeau 
Society  to  make  the  following  observations  and 
recommendations: 

I.  BCG  vaccine,  prepared  under  ideal  conditions 
and  administered  to  tuberculin  negative  persons  by 
approved  technic,  can  be  considered  harmless. 

II.  The  degree  of  protection  reported  following 
vaccination  is  by  no  means  complete,  nor  is  the  dura- 
tion of  induced  relative  immunity  permanent  or  pre- 
dictable. The  need  for  further  basic  research  on  the 
problem  of  artificial  immunization  against  tubercu- 
losis is  recognized  and  is  to  be  emphasized.  Studies 
should  be  directed:  (a)  toward  the  improvement  of 
the  immunizing  agent,  (6)  to  the  development  of 
criteria  for  vaccination  and  revaccination,  and  (c)  to 
determine  more  accurately  which  groups  in  the  gen- 
eral population  should  be  vaccinated.  Several  well- 
controlled  studies  are  under  way  at  the  present  time, 
and  it  is  expected  that  others  will  begin  within  the 
near  future. 

III.  On  the  basis  of  studies  reported  in  the  Euro- 
pean and  American  literature,  an  appreciable  reduc- 
tion in  the  incidence  of  clinical  tuberculosis  may  be 
anticipated  when  certain  groups  of  people,  who  are 
likely  to  develop  tuberculosis  because  of  unusual  ex- 
posure, inferior  resistance,  or  both,  are  vaccinated. 
A.  In  the  light  of  present  knowledge,  vaccination 
of  the  following  more  vulnerable  groups  of 
individuals  is  recommended  provided  they  do 
not  react  to  adequate  tuberculin  tests. 

1.  Doctors,  medical  students,  and  nurses 
who  are  exposed  to  infectious  tubercu- 
losis, 

2.  All  hospital  and  laboratory  personnel 
whose  work  exposes  them  to  contact  with 
the  bacillus  of  tuberculosis, 

3.  Individuals  who  are  unavoidably  exposed 
to  infectious  tuberculosis  in  the  home, 

4.  Patients  and  employees  of  mental  hos- 
pitals, prisons,  and  other  custodial  insti- 
tutions in  whom  the  incidence  of  tuber- 
culosis is  known  to  be  high,  and 

5.  Children  and  certain  adults  considered  to 
have  inferior  resistance  and  who  arc  living 
in  communities  in  which  the  tuberculosis 
mortality  rate  is  unusually  high. 

B.  Vaccination  of  the  general  population  is  not 
recommended  at  this  time  except  for  care- 


This  statement  was  prepared  by  the  Chemotherapy  Com- 
mittee of  the  American  Trudeau  Society:  Drs.  J.  Burns 

Amberson,  Emil  Bogen,  Paul  A.  Bunn,  H.  Corwin  Hinshaw, 
Kirby  S.  Howlett,  Jr.,  Walsh  McDermott,  Edward  N. 
Packard,  Carroll  E.  Palmer,  William  Steenken,  Jr.,  Arthur  M. 
Walker,  C.  Eugene  Woodruff,  Guy  P.  Youmans,  and  H.  Mc- 
Leod Riggins,  chairman.  It  was  released  for  publication  by 
Dr.  Howard  W.  Bosworth,  president,  American  Trudeau 
•Society. 


fully  controlled  investigative  programs, 
which,  as  a rule,  will  be  best  carried  out  under 
the  auspices  of  official  agencies  such  as  the 
U.S.  Public  Health  Service,  State  and  munici- 
pal health  departments,  and  other  specially 
qualified  groups. 

IV.  BCG  vaccine  should  not  be  made  available 
for  general  distribution  in  the  United  States  at  this 
time  because:  (a)  the  most  effective  strain  of  BCG 
has  not  been  agreed  upon  nor  has  fully  satisfactory 
standardization  of  the  vaccine  been  achieved,  (6)  the 
best  qualified  experts  have  not  agreed  as  to  the  most 
effective  method  of  vaccination,  and  (c)  fully  satis- 
factory arrangements  have  not  been  perfected  for 
transportation  and  storage  of  the  vaccine. 

The  vaccine  should  be  prepared  only  in  accredited 
laboratories  especially  devoted  to  this  task,  in 
which  virulent  tubercle  bacilli  are  not  cultivated  or 
handled  and  in  which  all  other  possible  precautions 
are  exercised  to  assure  safety  and  quality  of  the 
product. 

Adequate  record  systems  should  be  devised  for 
management  of  the  statistical  problems  involved  in 
recording  and  following  large  numbers  of  vaccinated 
people.  These  and  other  problems  of  particular  im- 
portance are  now  being  studied  on  an  extensive 
scale  by  official  and  voluntary  agencies  in  the  United 
States  and  in  close  collaboration  with  European 
scientists  experienced  in  this  field. 

V.  The  Society  believes  that,  since  BCG  vaccina- 
tion affords  only  incomplete,  rather  than  absolute, 
protection,  the  most  effective  methods  of  controlling 
tuberculosis  in  the  general  population  are  (a)  further 
improvement  of  living  conditions  and  the  general 
health,  (6)  reduction  of  tuberculous  infection,  which 
can  be  accomplished  by  modern  public  health  methods 
and  the  unremitting  search  among  presumably 
healthy  individuals  for  patients  with  infectious 
tuberculosis,  (c)  prompt  and  adequate  medical  and 
surgical  treatment  of  patients  with  active  disease, 

( d ) segregation  and  custodial  care  of  those  not 
amenable  to  accepted  forms  of  therapy,  and  (e)  ade- 
quate rehabilitation. 

Fortunately,  great  advances  have  been  achieved 
during  recent  years  in  the  development  of  diagnostic 
methods  applicable  on  a mass  scale,  and  there  have 
been  significant  improvements  in  the  surgical  and 
medical  treatment  of  tuberculosis.  The  expansion 
of  modern  diagnostic,  therapeutic,  and  rehabilitation 
facilities  is  required  at  this  time  to  make  full  use  of 
these  new  methods  which  can  accomplish  further 
dramatic  reduction  of  tuberculosis  mortality  and 
morbidity  rates  in  the  United  States. 

It  is  to  be  emphasized  that  BCG  vaccination  must 
not  be  regarded  as  a substitute  for  approved  hygienic 
measures  or  for  public  health  practices  designed  to 
prevent  or  minimize  tuberculous  infection  and  dis- 
ease. Vaccination  should  be  regarded  as  only  one 
of  many  procedures  to  be  used  in  tuberculosis  con- 
trol. Vaccination  seems  unwarranted  in  areas  in 
which  the  tuberculosis  mortality  rate  is  extremely 
low  and  in  localities  in  which  the  tuberculin  test  is  of 
special  value  as  a differential  diagnostic  procedure. 
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Plans  Announced  for  Brooklyn-Long  Island  Medical  Center 


GIFTS  totalling  $1,118,282  toward  development 
of  the  proposed  Brooklyn-Long  Island  Medical 
Center  were  announced  recently  by  Dr.  Jean  A. 
Curran,  president  of  the  Long  Island  College  of 
Medicine,  to  300  graduates  of  the  medical  school 
assembled  for  the  68th  annual  Alumni  Association 
dinner.  Speaking  for  the  Alumni  Association,  Dr. 
A.  W.  Martin  Marino,  president,  praised  the  Col- 
lege’s plans  and  pledged  continuing  support  for  the 
project. 

Part  of  the  funds  have  been  used  to  purchase  a 
new  campus  for  the  College,  the  only  medical 
school  in  Brooklyn  and  Long  Island.  On  this  site, 
at  Clarkson  and  New  York  Avenues,  the  College 
plans  to  build  research  facilities  to  supplement  the 
hospital  resources  contained  in  the  municipal  Kings 
County  and  Kingston  Avenue  Hospitals  and  the 
Brooklyn  State  Hospital.  When  completed,  the 


development  will  create  a center  of  medicine  com- 
mensurate to  the  health  needs  of  the  5,000,000 
people  living  in  this  area. 

Dr.  Marino,  who  is  also  president  of  the  Kings 
County  Medical  Society,  predicted  the  develop- 
ment of  a closer  relationship  between  all  community 
physicians  after  the  establishment  of  the  medical 
center. 

Special  tribute  was  paid  at  the  dinner  to  the  50- 
year  class  of  1898,  represented  by  nine  of  its  23  living 
members.  Oldest  alumnus  returning  for  the  oc- 
casion was  Dr.  Otto  E.  F.  Risch,  ’87,  who  has  prac- 
ticed in  Brooklyn  for  more  than  sixty  years.  Dr. 
Risch  recalled  that  he  began  his  practice  just  four 
years  after  the  completion  of  the  Brooklyn  Bridge 
and  eleven  years  before  Brooklyn  relinquished  its 
independence  to  become  a part  of  Greater  New  York 
City.  Graduates  were  on  hand  from  seven  states. 


National  Conference  on  School  Health  Asked 


A MAJOR  attack  on  the  school  health  problem  is 
-Ck  strongly  advocated  in  a report  prepared  for 
publication  by  the  maternal  and  chilcj  health  section 
of  the  recent  National  Health  Assembly  held  in 
Washington,  D.  C. 

This  report,  drafted  by  a steering  committee 
headed  by  Dr.  Leona  Baumgartner,  of  the  New  York 
City  Health  Department,  asks  the  Federal  Security 
Administrator  to  call  a National  Conference  on 
School  Health  with  a particular  view  to  getting 
health  and  education  departments  to  work  together. 

Recommendation  is  made  that  governors  and 
mayors  call  similar  conferences. 

Dr.  Baumgartner’s  committee  also  held  that 
health  departments  had  been  side-stepping  their  re- 
sponsibilities for  accident  prevention  and  recom- 
mended: 

“Since  accidents  are  the  chief  cause  of  death  of’ 


children  above  the  age  of  one,  it  is  recommended  that 
accident  prevention  be  considered  a major  responsi- 
bility of  state  and  local  health  departments  and  that 
persons  qualified  in  this  field  should  be  included  on 
their  staffs.” 

Real  help  to  handicapped  children,  the  group  de- 
cided after  going  through  all  reports  available,  was 
not  possible  without  knowing  where  they  were  and 
what  were  their  ailments. 

It  was  urgently  recommended  that  a census  of 
such  children  be  taken  with  the  census  in  1950,  and 
that  the  federal  government  continue  to  take  such  a 
census  at  regular  intervals  thereafter. 

A central  clearing  house  in  Washington,  where  all 
research  experiments  in  progress  for  the  physical  and 
mental  health  of  children  would  be  regularly  re- 
ported, was  demanded  as  an  absolute  necessity  for 
progress. 


Cutter  Laboratories  Withdraw  Solutions 


FOLLOWING  the  discovery  of  contamination  in 
Cutter  5 per  cent  saline  .solution  and  a glucose 
solution,  Cutter  Laboratories  has  requested  that  all 
hospitals  return  Cutter’s  entire  line  of  dextrose  and 
other  solutions  for  mass  intravenous  injection. 

The  company  is  cooperating  with  the  Food  and 
Drug  Administration  and  requesting  the  assistance 
of  health  departments  throughout  the  country  in 
immediately  recalling  from  hospitals  all  Cutter  so- 
lutions for  intravenous  injection.  Contamination 
was  first  discovered  in  Lot  CM-8164  of  Cutter  5 per 
cent  saline  solution,  and  later  in  another  and  en- 
tirely different  glucose  solution,  dextrose  10  per  cent 
in  Ringer’s,  according  to  an  announcement  made  by 
Dr.  R.  K.  Cutter,  president  of  Cutter  Laboratories. 
Because  company  officials  believed  that  discovery 


of  this  new  contamination  makes  questionable  the 
use  of  any  product  produced  in  their  intravenous 
solutions  department  until  the  entire  contamination 
difficulty  is  solved,  they  asked  for  the  recall  of  all 
Cutter  intravenous  solutions.  The  other  products 
produced  in  this  department  are  concentrated  dex- 
trose, distilled  water,  sodium  citrate,  normal  saline 
solutions  in  50-  and  100-cc.  bottles,  as  well  as  all 
flasks  supplied  by  Cutter  for  blood  and  plasma  banks. 

According  to  the  Cutter  Laboratories  announce- 
ment, “The  reason  for  this  contamination  is  still  un- 
known, and  until  they  have  a positive  answer,  Cut- 
ter feels  this  is  the  only  step  that  can  be  taken  in  the 
interest  of  public  safety,  in  the  meantime,  arrange- 
ments are  being  made  to  supply  hospitals  with  so- 
lutions of  other  manufacturers.” 
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UAW-CIO  Health  and  Medical  Care  Advisory  Committee 


FORMATION  of  a UAW-CIO  Health  and  Medical 
-G  Care  Advisory  Committee  is  announced  as  a 
major  forward  move  in  the  union’s  five-cents-for- 
health  drive. 

The  new  body  of  nationally  recognized  authorities 
on  every  phase  of  public  and  group  health  and 
medical  care  will  regularly  advise  the  Social  Se- 
curity Committee  and  Social  Security  Department 
in  matters  related  to  the  union  health  and  medical 
care  program  under  the  union’s  collective  bargaining 


demand  for  five  cents  per  hour  per  worker  for 
hospitalization,  health,  medical,  and  surgical  serv- 
ices. 

New  York  physicians  who  have  accepted  appoint- 
ment to  the  committee  to  assist  UAW  in  program 
planning  include:  Dr.  George  Baehr,  clinical  di- 

rector, Mt.  Sinai  Hospital,  New  York  City;  Dr. 
Dean  Clark,  medical  director,  Health  Insurance 
Plan  of  Greater  New  York,  and  Dr.  Basil  C.  Mac- 
Lean,  director,  Strong  Memorial  Hospital. 


Tuberculosis  Seal  Sales  Total  Over  Million 


FOIi  the  third  year  in  succession,  62  county  and 
city  Tuberculosis  and  Public  Health  Associations 
in  New  York  State,  outside  of  New  York  City, 
have  raised  over  $1,000,000  in  the  annual  sale  of 
Christmas  seals,  according  to  final  reports  as  of 


April  1,  1948,  the  closing  date  of  the  1947  sale. 

The  final  total  figure  was  $1,226,901.47  and  repre- 
sents an  increase  of  $75,622.50  over  1946,  a gain  of 
6.6  per  cent.  The  1947  seals  brought  in  $76,901.47 
over  the  goal  set  for  the  sale. 


Additional  Schering  Research  Grants  Announced 


RESEARCH  grants  to  four  additional  leading 
medical  institutions  were  announced  by  Scher- 
ing Corporation  of  Bloomfield,  New  Jersey,  manu- 
facturer of  endocrine  products.  Included  among 


these  is  the  Schering  Fellowship  for  continued  studies 
on  the  enzyme  hyaluronidase,  which  has  been 
renewed  at  the  Cornell  University,  department  of 
zoology,  Ithaca. 


MEETINGS 

PAST 


New  York  Council  of  Surgeons 

Using  demonstrations  and  lantern  slides,  Dr.Wil- 
bert  Sachs,  assistant  professor  at  Cornell  University 
and  New  York  Medical  Colleges,  spoke  on  “Skin 
Lesions  in  Routine  Practice”  at  a meeting  sponsored 
by  the  New  York  Council  of  Surgeons,  May  4,  at 
Parkchester  General  Hospital,  the  Bronx. 

On  May  18,  Dr.  Abner  I.  Weisman,  associate  at- 
tending gynecologist,  Jewish  Memorial  Hospital, 
New  York  City,  spoke  on  “Female  Sterility  and  the 
Gynograph.” 

Saranac  Lake  Medical  Society 

In  a combined  meeting  with  the  Osier  Society, 
members  of  the  Saranac  Lake  Medical  Society  heard 
a talk  by  Dr.  Joseph  Gordon,  Ray  Brook  Hospital, 
on  “Astrology  in  Medicine”  May  5 at  the  Saranac 
Laboratory. 

National  Council  on  Rehabilitation 

“Making  Rehabilition  Work”  was  the  subject  of  a 
discussion  at  the  sixth  annual  meeting  of  the 
National  Council  on  Rehabilitation,  held  May  6 and 
7 at  the  Hotel  Pennsylvania,  New  York  City. 
Speakers  included  Dr.  C.  D.  Selby,  medical  consul- 
tant of  the  General  Motors  Corporation;  Dr. 
Donald  A.  Covalt,  medical  director  of  the  Institute 
of  Rehabilitation  and  Physical  Medicine,  New  York 
University-Bellevue  Medical  Center,  and  Dr.  Lazare 
Toper,  research  director  of  the  International  Ladies 
Garment  Workers  Union. 

Society  of  Medical  Jurisprudence 

At  the  634th  regular  meeting  of  the  Society  of 


Medical  Jurisprudence,  held  May  10  at  the  New 
York  Academy  of  Medicine,  the  program  included 
four  talks,  followed  by  discussion  led  by  Dr.  Leonard 
J.  Goldwater,  professor  of  industrial  hygiene,  School 
of  Public  Health,  Columbia  University. 

Speakers  included:  Dr.  Irvin  Kerlan,  acting  medi- 
cal director,  Food  and  Drug  Administration,  Federal 
Security  Agency,  “Combating  Illegal  Drugs  and 
.Devices”;  Dr.  Richard  Kovacs,  professor  of  physi- 
cal therapy,  New  York  Polyclinic  Medical  School 
and  Hospital,  “Misuses  and  Dangers  of  Physical 
Therapy.” 

Also  Mr.  Jerome  Trichter,  assistant  commis- 
sioner, New  York  City  Department  of  Health, 
“What  New  York  City  Is  Doing  About  Drugs  and 
Devices,”  and  Mr.  George  B.  Schoonmaker,  former 
assistant  U.S.  attorney,  “Legal  Safeguards.” 

Geneva  Academy  of  Medicine 

Postgraduate  instruction,  arranged  by  the  Council 
Committee  on  Public  Health  and  Education  of  the 
State  Medical  Society,  in  cooperation  with  the  State 
Department  of  Health,  was  presented  on  May  13  for 
the  Geneva  Academy  of  Medicine. 

Speaker  was  Dr.  Wardner  D.  Ayer,  professor  of 
clinical  medicine,  Syracuse  University  College  of 
Medicine,  on  “Neurology  in  General  Practice.” 

Association  for  the  Advancement  of  Psychotherapy 
Dr.  Alexander  Wolf  spoke  on  “The  Psychoanaly- 
sis of  Groups”  at  the  meeting  of  the  Association  for 
the  Advancement  of  Psychotherapy,  held  May  21  at 
the  New  York  Academy  of  Medicine. 
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American  Otorhinologic  Society  for  the  Advance- 
ment of  Plastic  and  Reconstructive  Surgery 

The  next  regular  meeting  of  the  American  Otor- 
hinologic Society  for  the  Advancement  of  Plastic  and 
Reconstructive  Surgery  will  be  held  at  the  New  York 
Academy  of  Medicine  building,  New  York  City,  on 
Thursday,  June  10,  at  8 p.m.  Programs  may  be  ob- 
tained by  writing  to  the  Secretary,  Dr.  Norman  N. 
Smith,  291  Whitney  Avenue,  New  Haven  11,  Con- 
necticut. 

American  College  of  Chest  Physicians 

At  the  fourteenth  annual  meeting  of  the  American 
College  of  Chest  Physicians,  to  be  held  June  17  to 
20  at  the  Congress  Hotel,  Chicago,  Illinois,  several 
New  York  doctors  will  participate  in  the  program. 

Scheduled  to  present  papers  are:  Dr.  Irving  Sarot, 
New  York  City,  “Enucleation  Technic  for  Lung 
Containing  Adhesions”;  Dr.  George  Wright, 


Saranac  Lake,  “Effect  of  Disease  on  Pulmonary 
Physiology”;  Dr.  George  G.  Ornstein,  New  York 
City,  “Pulmonary  Function”;  Dr.  Milton  I.  Levine, 
New  York  City,  “Experience  with  BCG  Vaccination 
in  New  York  City”;  Dr.  Herman  E.  Hilleboe,  State 
Health  Commissioner,  Albany,  “The  BCG  Program 
of  New  York  State”;  Dr.  George  N.  Papanicolaou 
and  Dr.  Henry  A.  Cromwell,  New  York  City,  “Di- 
agnosis of  Cancer  of  the  Lung  bv  the  Cytologic 
Method,”  and  Dr.  Maurice  M.  Black,  Brooklyn, 
“Biochemical  Studies  in  Cancer  Diagnosis.” 

American  Venereal  Disease  Association 

Plans  for  the  tenth  annual  session  of  the  American 
Venereal  Disease  Association  have  been  announced. 
The  meeting  will  be  held  June  20  and  21  in  Chicago, 
with  the  scientific  programs  to  be  presented  at  the 
Northwestern  University  Medical  School. 


PERSONALITIES 


Retired 

Dr.  Frank  L.  Babbott,  for  five  years  chairman  of 
the  board  of  trustees  of  the  Long  Island  College  of 
Medicine  and  former  president  of  the  College.  .Dr. 
Amos  O.  Squire,  Ossining,  Westchester  County 
Medical  Examiner  for  the  past  23  years,  as  of  June  1. 

Honored 

Eight  Syracuse  physicians,  professors  in  the 
Syracuse  University  College  of  Medicine,  at  the 
annual  faculty  dinner  April  24,  including  Dr.  Donald 
S.  Childs,  Dr.  Frederick  S.  Wetherell,  Dr.  Brooks  W. 
McCuen,  Dr.  Wardner  D.  Ayer,  Dr.  Carl  J.  Geiger, 
Dr.  Herbert  C.  Yeckel,  Dr.  Louis  M.  Hickernell,  and 
Dr.  Neal  J.  Conan,  all  of  whom  will  retire  in  June. 

Dr.  John  Aikman,  chief  attending  pediatrician  at 
Genesee  Hospital,  awarded  the  1948  Albert  David 
Kaiser  medal  of  the  Rochester  Academy  of  Medicine 
. . . Dr.  Willis  W.  Bradstreet,  town  health  officer  of 
Irondequoit,  Monroe  County,  for  the  past  30  years 
at  a community  celebration  in  appreciation  of  his 
long  service.  . .Dr.  Joseph  Day  Olin,  Watertown, 
who  retired  from  active,  practice  January  1 after  40 
years’  service,  at  a dinner  to  celebrate  his  seventy- 
fourth  birthday  and  as  a testimonial  from  his  friends. 

Appointed 

Dr.  Robert  Clinton  Page,  White  Plains,  as  medi- 
cal director  of  the  Arabian  American  Oil  Company, 
to  make  his  headquarters  in  Dhahran,  Saudi  Arabia, 
and  supervise  the  company’s  six  hospitals  and 
numerous  clinics. 

Elected 

Dr.  John  Cannon,  Scarsdale,  as  president  of  the 
Westchester  County  Tuberculosis  and  Public  Health 
Association,  succeeding  Dr.  Edwin  G.  Ramsdell, 
White  Plains. . .Dr.  A.  II.  Dochez,  New  York  City, 
as  vice-president  of  the  Association  of  American 
Physicians,  succeeding  Dr.  A.  H.  Gordon  of  Mon- 
treal, Canada. . .Dr.  Henry  M.  Scheer,  New  York 
City,  as  president  of  the  New  York  University  Col- 
lege of  Medicine  Alumni  Association. 

Speakers 

Dr.  Rene  J.  Dubos,  associate  at  the  Rockefeller 
Institute  for  Medical  Research,  on  “The  Tubercle 
Bacillus  and  Tuberculosis”  as  the  twelfth  annual 


Adam  M.  Miller  Memorial  Lecture  on  May  4 at  the 
Long  Island  College  of  Medicine . . . Dr.  David  L. 
Drabkin,  associate  professor  of  physiological  chem- 
istry, University  of  Pennsylvania,  at  the  April  meet- 
ing of  the  Long  Island  College  of  Medicine  Research 
Society,  on  “Recent  Advances  in  Cytochrome  ‘C’  ” 

. . . Dr.  Russell  B.  Erickson,  a staff  member  of  the 
Buffalo  General  Hospital,  on  “Hip  Reconstruction” 
at  a meeting  of  the  Western  New  York  Chapter, 
American  Physical  Therapy  Association. 

Dr.  James  P.  Fleming,  Rochester,  on  “Preoper- 
ative and  Postoperative  Care  of  Cancer  of  the  Rec- 
tum and  Colon”  at  the  first  world  assembly  of  the 
International  College  of  Surgeons  which  opened 
May  15  in  Rome,  Italy... Dr.  J.  G.  Fred  Hiss, 
Syracuse,  on  the  rheumatic  fever  problem,  at  the 
Cortland  Twentieth  Century  Club,  Cortland. . Dr. 
John  S.  La  Due,  New  York  City,  on  April  27,  at  the 
monthly  meeting  of  the  staff  of  St.  Catherine’s  Hos- 
pital, Brooklyn,  on  “The  Diagnosis  and  Treatment 
of  Tumors  of  the  Lymphoid  System.” 

Dr.  Morris  J.  Moskowitz,  junior  surgeon  at  High- 
land Hospital,  Rochester,  at  the  cancer  control  pro- 
gram arranged  in  Lima  by  Dalton  Post,  American 
Legion  Auxiliary,  under  the  auspices  of  the  Monroe 
County  branch  of  the  American  Cancer  Society.  . . 
Dr.  George  T.  Pack,  New  York  City,  on  “The  Diag- 
nosis and  Treatment  of  Malignant  Melanoma”  and 
“The  Extension  of  Radical  Surgery  in  the  Treat- 
ment of  Cancer,”  May  3 and  4,  at  the  annual  post- 
graduate seminar  of  the  Medical  College  of  Alabama,' 
held  in  Birmingham,  and  on  the  second  subject  May 
12  at  the  annual  meeting  of  the  Cancer  Division, 
State  Medical  Society,  held  in  Oil  City,  Pennsyl- 
vania. 

Dr.  Samuel  Sanes,  Buffalo,  chairman  of  the  cancer 
control  committee  of  the  Erie  County  Medical 
Society,  on  the  cancer  problem,  April  21  at,  the 
Junior  Chamber  of  Commerce  public  health  night  in 
Buffalo.  ..  Dr.  Isabel  M.  Scharnagel,  April  1(5,  be- 
fore the  Caducous  Club,  New  York  University,  on 
“The  Radical  Surgical  Treatment  of  Cancer” . . . Dr. 
Ralph  F.  Sikes,  Yonkers  health  commissioner,  on  the 
organization  of  the  mental  health  program  in  Yon- 
kers, April  28,  at  a meeting  of  the  Westchester  Nur- 
sery School  Council. 
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William  M.  Bradshaw,  M.D.,  New  York,  died  on 
May  1 at  the  age  of  sixty-four.  He  was  graduated 
from  the  College  of  Physicians  and  Surgeons,  Colum- 
bia University,  in  1909  and  interned  at  Bellevue  Hos- 
pital. Dr.  Bradshaw  was  adjunct  attending  physi- 
cian at  that  hospital  until  1917,  when  he  joined  the 
Mutual  Life  Insurance  Company,  where  he  had 
served  as  medical  director  in  charge  for  the  past  eight 
years.  Dr.  Bradshaw  was  a member  of  the  Ameri- 
can Medical  Association  and  the  New  York  State 
and  County  Medical  Societ  ies  and  was  a fellow  of  the 
New  York  Academy  of  Medicine. 

Edwin  John  Doty,  M.D.,  of  New  York,  died  on 
March  19.  He  was  forty-five  years  old.  Dr.  Doty 
was  a graduate  of  the  University  of  Michigan  Medi- 
cal School  in  1929.  He  was  a diplomate  of  the 
American  Board  of  Psychiatry  and  Neurology  and 
served  as  associate  psychiatrist  on  the  staff  of  the 
New  Y ork  Hospital.  Dr.  Doty  was  a member  of  the 
American  Psychiatric  Association,  the  American 
Medical  Association,  and  the  New  York  State  and 
County  Medical  Societies. 

William  Augustus  Downes,  M.D.,  of  Newburgh, 
died  on  May  10  at  the  age  of  seventy-five.  Dr. 
Downes  was  graduated  from  the  College  of  Physicians 
and  Surgeons,  Columbia  University,  in  1895,  and 
served  his  internship  at  New  York  Hospital.  Dr. 
Downes  was  professor  of  clinical  surgery  at  the  Col- 
lege of  Physicians  and  Surgeons,  Columbia  Univer- 
sity, from  1913  to  1932  and  served  as  assistant  chief 
surgeon  for  the  New  York  Central  Railroad  from 
1909  to  1931.  He  was  a surgeon  in  the  Army  Medi- 
cal Corps  with  the  rank  of  major  during  the  first 
World  War. 

Formerly  attending  surgeon  at  St.  Luke’s,  Me- 
morial, and  Babies  Hospitals,  New  York,  Dr.  Downes 
had  continued  to  serve  as  consulting  surgeon  to  these 
institutions  after  his  retirement  fifteen  years  ago. 
He  was  also  consulting  surgeon  to  the  Hospital  of 
Special  Surgery,  Ruptured  and  Crippled  Hospital, 
the  New'  York  Infirmary  for  Women  and  Children, 
New  York,  the  United  Hospital,  Port  Chester,  and 
the  Stamford  Hospital,  Stamford,  Connecticut.  A 
former  member  of  the  New  York  Academy  of  Medi- 
cine and  the  American  Medical  Association,  Dr. 
Downes  was  a fellow  of  the  American  College  of  Sur- 
geons and  a member  of  the  American  Surgical  Asso- 
ciation and  the  New  York  Surgical  Society. 

Horace  Gledhill,  M.D.,  forty-nine,  died  on  May  2 
at  his  home  in  Brooklyn.  Dr.  Gledhill  interned  at 
Methodist  Hospital,  Brooklyn,  after  his  graduation 
from  Jefferson  Medical  College,  in  1923.  He  was  an 
attending  surgeon  in  laryngology  and  bronchoscopy 
at  Methodist,  Norwegian,  and  Victory  Memorial 
Hospitals  in  Brooklyn  and  was  a member  of  the 
Brooklyn  Otolaryngology  Society,  the  New  York 
State,  Kings  County,  and  Bay  Ridge  Medical  So- 
cieties, and  the  American  Medical  Association. 

Varney  B.  Hamlin,  M.D.,  died  at  his  home  on 
April  12  at  the  age  of  seventy-eight.  Dr.  Hamlin 
was  a graduate  of  the  College  of  Physicians  and  Sur- 
geons, Columbia  University,  in  1893,  and  had  prac- 
ticed medicine  in  Clinton  since  1895.  He  was  a 
member  of  the  American  Medical  Association  and 
the  New  York  State  and  Oneida  County  Medical 
Societies. 

Cornelius  Francis  McCarthy,  M.D.,  of  Auburn, 
died  on  May  5.  He  wras  eighty-one.  Dr.  Mc- 


Carthy was  a graduate  of  the  University  of  Vermont 
School  of  Medicine  in  1890  and  practiced  in  Batavia 
until  1915.  Since  that  time,  he  had  practiced  in 
Auburn.  He  was  a consulting  physician  on  the  staff 
of  Mercy  Hospital,  Auburn,  and  a member  of  the 
honorary  staff  of  Auburn  City  Hospital.  Dr.  Mc- 
Carthy was  also  a member  of  the  Syracuse  Academy 
of  Medicine,  the  American  Medical  Association,  and 
the  New  York  State  and  Cayuga  County  Medical 
Societies. 

George  Wilson  Terry  Mills,  M.D.,  Brooklyn,  died 
on  May  8 at  the  age  of  sixty-eight.  He  was  graduated 
from  the  University  and  Bellevue  Hospital  School  of 
Medicine  in  1902  and  interned  at  Mount  Sinai  Hos- 
pital. A diplomate  of  the  American  Board  of  Psy- 
chiatry and  Neurology,  Dr.  Mills  was  formerly 
superintendent  of  Brooklyn  and  Creedmore  State 
Hospitals.  He  was  a member  of  the  American  Psy- 
chiatric Association,  the  American  Medical  Asso- 
ciation, and  the  New  York  State  and  Suffolk  County 
Medical  Societies. 

Leon  F.  Muldavin,  M.D.,  New  York,  aged  thirty- 
seven,  died  on  April  24.  Dr.  Muldavin,  a fellow  of 
the  American  Medical  Association  and  the  British 
Royal  College  of  Surgeons,  was  graduated  from  the 
University  of  London,  St.  Mary’s  Hospital  Medical 
School,  in  1935.  A former  chief  of  the  surgical  serv- 
ice of  .Margate  Hospital,  London,  he  practiced  sur- 
gery in  the  British  West  Indies  until  1941.  Dr. 
Muldavin  was  assistant  adjunct  surgeon  on  the  staff 
of  Beth  Israel  Hospital  and  attending  surgeon  at 
Good  Samaritan  Hospital.  He  was  a member  of  the 
New  York  State  and  County  Medical  Societies. 

Boris  Rapoport,  M.D.,  of  New  York,  died  on  May 
4.  He  was  sixty  years  old.  He  was  graduated  from 
Tufts  Medical  School  in  1914  and  studied  anesthesia 
in  a postgraduate  course  at  Harvard  Medical  School. 
From  1918  to  1937  he  was  chief  anesthetist  at  Beth 
Israel  Hospital,  Boston.  Since  1937,  Dr.  Rapoport 
had  been  director  of  the  department  of  anesthesia  of 
the  Hospital  for  Joint  Diseases.  A diplomate  of  the 
American  Board  of  Anesthesiology,  he  was  a mem- 
ber of  the  American  Society  of  Anesthesiologists,  the 
American  Medical  Association,  and  the  New  York 
State  and  County  Medical  Societies. 

Eugene  Giles  Ribby,  M.D.,  of  Batavia,  died  on 
April  22  at  the  age  of  forty-eight.  Dr.  Ribby  was  a 
graduate  of  the  University  of  Iowa  Medical  School 
in  1926.  Formerly  health  officer  for  the  towns  of 
Byron  and  Stafford,  he  was  chief  of  the  department 
of  urology  of  St.  Jerome’s  and  Genesee  Memorial 
Hospitals,  Batavia.  A former  president  of  the  Gene- 
see County  Medical  Society  and  of  the  staff  of  St. 
Jerome’s  Hospital,  Dr.  Ribby  was  a member  of  the 
Western  New  York  and  Ontario  Urological  Society, 
the  American  Association  of  Physicians  and  Sur- 
geons, the  American  Medical  Association,  and  the 
New  York  State  and  Genesee  County  Medical  So- 
cieties. 

Charles  C.  Roosa,  M.D.,  Buffalo,  died  on  May  9. 
His  age  was  ninety-one.  Dr.  Roosa  was  graduated 
from  the  University  of  Buffalo  School  of  Medicine  in 
1899.  Dr.  Roosa  specialized  in  the  treatment  of 
asthma  and  was  retired. 

Arthur  Jemmott  Sayers,  M.D.,  of  the  Bronx,  died 
on  April  11  at  the  age  of  fifty-four.  Dr.  Sayers  was 
graduated  from  Howard  University  Medical  School 
in  1930.  He  served  on  the  staff  of  Lincoln  Hospital 
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and  was  clinical  assistant  in  surgery  at  Harlem  Hos- 
pital. Dr.  Sayers  also  served  as  physician  for  the 
International  Workers  Order. 

Robert  Montfort  Schley,  M.D.,  aged  seventy,  died 
on  May  5 at  his  home  in  Buffalo.  Dr.  Schley  was 
graduated  from  Hahnemann  Medical  Col  lege  of  Phila- 
delphia in  1902.  He  was  a diplomate  of  the  Ameri- 
can Board  of  Psychiatry  and  Neurology  and  a mem- 
ber of  the  Buffalo  Academy  of  Medicine,  the  Ameri- 
can Medical  Association,  the  American  Psychiatric 
Association,  and  the  New  York  State  and  Erie 
County  Medical  Societies. 

William  Schroeder,  Jr.,  M.D.,  of  Northport  and 
Brooklyn,  died  on  May  1 at  the  age  of  sixty-nine. 
Dr.  Schroeder  was  a graduate  of  the  Long  Island 
College  Hospital  in  1901.  He  was  head  of  the  Sani- 
tary Commission  of  New  York  City  from  1929  to 
1933.  During  the  war  he  served  as  medical  director 
of  a shell  plant  in  Long  Island.  A fellow  of  the 
American  College  of  Surgeons,  he  was  also  consulting 
surgeon  on  the  staffs  of  Cumberland,  Coney  Island, 
Caledonia,  and  Prospect  Heights  Hospitals  and  was  a 
member  of  the  American  Medical  Association  and 
the  New  York  State  and  Suffolk  County  Medical 
Societies. 

Cornelius  James  Seay,  M.D.,  Scarsdale,  died  on 
April  24.  He  was  seventy-four  years  old.  Dr. 
Seay,  a retired  specialist  in  urology,  was  graduated 
from  the  College  of  Medicine  of  Richmond  in  1898. 
At  one  time  chief  of  the  urological  clinic  of  the  Home 
of  Relief,  New  York,  he  was  a member  of  the  Ameri- 
can Urological  Society,  the  American  Medical  Asso- 
ciation, and  the  New  York  State  and  Westchester 
County  Medical  Societies. 

Grover  A.  Silliman,  M.D.,  of  Sayville,  died  on 
April  27  at  the  age  of  fifty-seven.  Dr.  Silliman  was 
graduated  from  the  University  of  Maryland  Medical 
School  in  1913  and  served  with  the  Army  Medical 
Corps  during  World  War  I.  Formerly  coroner  of 
Delaware  County  and  supervisor  of  the  Delaware 
County  Tuberculosis  Sanatorium  at  Delhi,  he  had 
served  as  coroner  of  Suffolk  County  for  the  last 
twenty  years  and  had  also  been  medical  inspector  of 
the  public  school  systems  of  Sayville,  Oakdale,  Bo- 
hemia, and  Holbrook.  He  was  attending  physician 
in  the  departments  of  obstetrics  and  pathology  of  the 
Southside  Hospital,  Bay  Shore,  and  consulting  sur- 
geon on  the  staff  of  the  Central  Islip  Hospital,  Cen- 


tral Islip.  Dr.  Silliman  was  treasurer  of  the  Suffolk 
County  Medical  Society,  secretary  of  the  medical 
board  of  the  Southside  Hospital,  and  a member  of  the 
American  Medical  Association,  the  South  Shore 
Clinical  Society,  and  the  New  York  State  Medical 
Society. 

Henricus  Johannes  Stander,  M.D.,  of  New  York, 
died  at  his  home  in  Scarsdale  on  May  2 at  the  age  of 
fifty-three.  Dr.  Stander  was  graduated  from  Yale 
University  College  of  Medicine  in  1921,  interned  at  the 
New  Haven  Hospital,  and  then  entered  the  depart- 
ment of  obstetrics  at  Johns  Hopkins  University. 
During  the  latter  period  he  took  a two-year  leave  of 
absence  to  serve  on  the  staff  of  the  Royal  Victoria 
Hospital,  London,  for  special  training  and  also  to 
study  in  Leningrad,  Russia. 

Director  of  all  clinical  and  teaching  activities  in 
the  fields  of  obstetrics  and  gynecology  at  the  New 
York  Hospital  and  Cornell  Medical  College  since  it 
opened  in  1921,  he  helped  formulate  the  plans  and 
policies  for  the  medical  center  in  1929. 

Dr.  Stander  received  the  medal  of  the  Order  of 
Finlay  of  Havana  in  1937  and  last  year  received  an 
honorary  degree  of  doctor  of  medicine  from  Dublin 
University.  He  was  a diplomate  of  the  American 
Board  of  Obstetrics  and  Gynecology  and  a fellow  of 
the  American  College  of  Surgeons.  He  was  also  a 
member  of  the  American  Gynecological  Society,  the 
American  Association  of  Obstetricians,  Gynecolo- 
gists, and  Abdominal  Surgeons,  the  New  York  Ob- 
stetrical Society,  the  American  Association  for  the 
Advancement  of  Science,  the  New  England  Obstetri- 
cal and  Gynecological  Society,  the  American  Medical 
Association,  and  the  New  York  State  and  Kings 
County  Medical  Societies. 

Alfred  M.  Wise,  M.D.,  Brooklyn,  died  on  April  3. 
His  age  was  sixty-five.  He  was  graduated  from  the 
University  and  Bellevue  Hospital  Medical  College  in 
1909  and  joined  the  staff  of  Brooklyn  Jewish  Hos- 
pital where  he  had  served  continuously  ever  since. 
Dr.  Wise  took  a course  of  postgraduate  study  at 
Harvard  Medical  School  in  1926  and  on  his  return 
served  first  as  attending  physician  and  later  as  con- 
sulting pediatrist  on  the  staff  of  tt;e  Brooklyn  Jewish 
Hospital.  A licentiate  of  the  American  Board  of 
Pediatrics,  Dr.  Wise  was  a member  of  the  American 
Academy  of  Pediatrics,  the  American  Medical  Asso- 
ciation, and  the  New  York  State  and  Kings  County 
Medical  Societies. 
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New  Offices 

Dr.  William  W.  Bennett,  former  flight  surgeon 
with  the  Army  Air  Forces,  general  practice  in  M ill- 
brook.  . .Dr.  Harold  E.  Klein,  formerly  of  Mar- 
garetville,  general  practice  in  McLean.  . .Dr. 
Abraham  Marvisch,  formerly  of  Lake  Mahopac, 
office  for  x-ray  diagnosis  and  x-ray  therapy  in 
Peekskill . . . Dr.  Oscar  J.  Muller,  Army  veteran, 
general  practice  in  Little  Falls.  . .Dr.  Hannibal 


Paolozzi,  Army  veteran  formerly  in  Chicago,  gen- 
eral practice  in  Utica.  . .Dr.  Werner  Philipp, 
Brooklyn,  general  practice  in  Great  Neck. 

Dr.  Leo  II.  French,  Jr.,  former  captain  in  the 
Army  Medical  Corps,  general  practice  in  Glean.  . . 
Dr.  Anthony  J.  Puglisi,  Tuckahoe,  now  with  Mac- 
Neal  Memorial  Hospital,  Berwyn,  Illinois,  fo  begin 
internship  at  Grasslands  Hospitals,  Valhalla,  July  I. 
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New  York  City  Hospitals  Need  3,000  More  Nurses  During  Coming  Year 


BECAUSE  of  the  increasing  demands  being  made 
on  nurses  for  expert  handling  of  new  drugs  and 
therapies,  New  York  City’s  municipal  hospitals  need 
an  additional  3,000  nurses  during  the  year  1948- 
1949,  Miss  Mary  Ellen  Manley,  director,  Division 
of  Nursing,  Department  of  Hospitals,  said  at  the 
75th  Anniversary  dinner  of  the  Alumnae  Association 
of  the  Bellevue  Schools  of  Nursing  held  in  May. 

“In  spite  of  the  recent  introduction  of  the  eight 
hour  day  and  improved  salaries,  we  are  still  under- 
staffed,” Miss  Manley  said.  “There  are  today 
5,500  nurse  positions  in  the  Department  of  Hos- 
pitals’ budget,  but  the  demands  being  made  on 
nurses  for  expert  handling  of  modern  drugs  and 
‘shot’  therapies  are  such  that  this  number  needs  to  be 
increased  to  8,500.”  Miss  Manley  also  praised  the 
Bellevue  Schools  of  Nursing  for  pioneering  the  train- 
ing of  nurses  in  the  United  States. 

“The  philosophy  set  down  when  your  school  was 
founded  in  1873,  that  nursing  care  be  based  upon  the 
fundamental  concept  of  regard  for  the  sacred  value 
of  human  life,  the  inviolability  of  human  dignity, 
and  the  integrity  of  human  relations,  is  today  so 
deeply  woven  into  the  pattern  of  good  nursing  care 


that  Bellevue’s  contribution  in  this  respect  is  fre- 
quently overlooked  if  not  entirely  forgotten,” 
Commissioner  of  Hospitals  Edward  M.  Bernecker 
told  guests  at  the  anniversary  meeting  at  the 
Waldorf-Astoria. 

“Bellevue  has  pioneered  in  providing  a well-or- 
ganized health  program  for  its  students,  and  its 
counseling  and  guidance  work  have  won  the  sup- 
port of  nurse  educators  everywhere,”  he  continued. 

At  the  same  time  he  announced  the  election  of 
Mrs.  Nelson  A.  Rockefeller  as  president  of  the  Board 
of  Managers  of  the  Bellevue  Schools  of  Nursing. 

Honor  guests  at  the  dinner  were  Mrs.  Elizabeth 
Wilcox  Beckwith,  of  Centerbrook,  Connecticut,  class 
of  1883;  Mrs.  Frances  Dennis,  New  York  City, 
class  of  1889;  Miss  Margaret  Woodworth,  Albany, 
class  of  1885;  Mrs.  Mary  McNeir  Curtis,  Oneonta, 
class  of  1891;  and  Miss  Esther  A.  McCarty,  Syra- 
cuse, class  of  1898.  Miss  McCarty  is  still  active  in 
her  continuous  nursing  service  since  graduation  and 
is  superintendent  of  nurses  at  St.  Joseph’s  Hospital, 
Syracuse.  Miss  Woodworth,  a veteran  of  World 
War  I,  has  contributed  34  years  to  the  nursing  pro- 
fession. 


Clinical  Conference  on  Child 

DESIGNED  primarily  to  help  the  general  prac- 
titioner in  the  practical  management  of  the 
child,  in  health  and  disease,  a clinical  conference  will 
be  inaugurated  in  the  fall  by  the  staff  of  the  Buffalo 
Children’s  Hospital,  according  to  an  announcement 
by  Dr.  Mitchell  I.  Rubin,  head  of  the  department  of 
pediatrics  at  Children’s  Hospital.  Sessions  will  be 
held  at  the  Hospital  two  or  three  times  a month,  and 
all  members  of  the  medical  profession  in  Erie 
Ceunty,  particularly  general  practitioners,  will  be 
cordially  invited  to  attend  and  to  participate  in  the 
discussions. 

The  Comitia  Minora  of  the  Erie  County  Medical 
Society,  at  its  April  20  monthly  meeting,  heard  an 
explanation  of  the  program  and  then  voted  its  en- 
thusiastic endorsement  of  the  project  and  pledged 
the  hearty  support  of  the  Society. 

Previous  to  consideration  of  the  plan  by  the 


Problems  Planned  in  Buffalo 

Comitia  Minora,  general  practitioners  in  virtually  all 
parts  of  Erie  County  were  sounded  out,  and  their  re- 
actions to  the  proposal  were  so  favorable  as  to  insure 
the  success  of  the  enterprise. 

“It  is  planned  to  take  up  in  this  Conference  all 
phases  of  the  care  of  children.”  Dr.  Rubin  said. 
“The  department  of  pediatrics  of  Children’s  Hospital 
believes  there  is  a real  opportunity  here  for  service 
to  the  medical  profession  of  Erie  County,  especially 
the  general  practitioners,  and  we  will  feel  amply  re- 
warded for  our  efforts  if  sessions  of  the  Conference 
are  marked  by  good  attendance.” 

Dr.  Rubin  said  that  he  would  be  glad  to  receive 
comments  and  suggestions  from  physicians  as  to  the 
most  suitable  day  in  the  week  and  hour  in  the  day 
for  the  conduct  of  the  clinical  meetings.  The 
volume  of  professional  interest  will  determine  how 
often  meetings  will  be  held. 


City  Health  Department  to  Open  Diagnostic  Clinic  by  July  I 


THE  New  York  City  Health  Department  intends 
to  have  the  first  of  its  proposed  new  diagnostic 
clinics  ready  by  July  1 and  will  become  thereby  the 
first  public  health  department  to  offer  that  service, 
Commissioner  Harry  S.  Mustard  announced  in  May. 

The  Health  Department  will  use  the  $2,416,650 
increase  in  its  budget  for  the  1948-1949  fiscal  year 
beginning  July  1 to  establish  ten  diagnostic  clinics — 
two  in  each  borough— as  well  as  undertake  some 
other  new  health  services.  Hospital  Commissioner 
Edward  M.  Bernecker  said  the  additional  $5,183,350 


allotted  him  would  be  spent  as  follows:  $2,500,000 
for  rehabilitation  services  for  patients  disabled  by 
disease,  $1,369,750  for  care  of  patients  in  their  own 
homes,  $2,014,600  for  improvement  of  hospital 
clinics,  and  $300,000  to  extend  hospital  laboratory 
services. 

Dr.  Mustard  explained  that  even  patients  who  be- 
lieved themselves  well  would  be  encouraged  to 
apply  to  the  diagnostic  clinics  for  complete  and  regu- 
lar check-ups,  mental  as  well  as  physical. 

“If  our  thorough  examination  reveals  anything 
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wrong,”  the  Commissioner  continued,  “we’ll  extend 
our  inquiry  in  that  direction.  Outside  of  offering 
some  hygienic  advice,  however,  we  shall  not  treat 
anyone.  Rather,  we  shall  direct  the  patient  to  a 
physician,  a hospital,  or  a clinic  for  appropriate 
treatment.  These  examinations,  which  will  go 
much  further  than  the  usual  physical  examination 
and  will  use  the  most  modern  technics  and  equip- 
ment, will  be  free.” 

Dr.  Mustard  said  the  facilities  of  the  new  clinic  also 
would  be  available  to  needy  patients  referred  by 
private  physicians  who  knew  their  patients  could 
not  pay  for  special  examinations  required,  such  as 
electrocardiograph  and  x-ray. 


Dr.  Marcus  D.  Kogel,  general  medical  superinten- 
dent of  the  Hospitals  Department,  said  it  was 
planned  to  set  up  the  first  of  the  new  outpatient  de- 
partments in  Queens  General  Hospital,  to  follow 
with  Bellevue,  Kings  County,  and  Morrisania,  and 
eventually  to  remodel  the  clinics  in  each  municipally 
operated  general  hospital. 

The  present  laboratory  services,  particularly  x-ray 
departments,  are  a “bottleneck”  in  city  hospitals, 
Dr.  Kogel  said.  Clinic  patients  have  to  wait  as  long 
as  two  months  to  get  an  x-ray  taken,  while  even  in- 
patients wait  a week.  This  is  to  be  remedied  simply 
by  working  the  laboratories  sixteen  hours  a day,  in- 
stead of  the  present  eight,  and  with  two  shifts. 


New  York  City  Expands 

"XTAYOR  William  O’Dwyer  revealed,  in  May,  New 
EYL  York  City’s  plans  for  “broad  expansion”  of  serv- 
ices by  the  Hospital  and  Health  Departments  with 
87,600,000  in  new  money,  part  of  the  revenue  ex- 
pected from  the  recently  announced  increase  in 
municipal  transit  fares.  The  expanded  hospital 
facilities  were  described  by  Hospital  Commissioner 
Edward  M.  Bernecker  as  “a  milestone  in  the  ad- 
vancement of  medical  care.” 

The  Hospital  Department,  receiving  $4,000,000  in 
new  funds,  will  spend  $1,368,750  to  organize  a de- 
partment of  home  care  in  each  of  the  municipal 
general  hospitals  and  in  Goldwater  Memorial  Hos- 
pital, Welfare  Island. 

The  combined  home-care  departments  will  be  able 
to  take  care  of  a total  of  1,500  patients,  Dr.  Ber- 
necker said.  Bellevue  Hospital,'  Kings  County 
Hospital,  and  Goldwater  Memorial  will  “ultimately” 
handle  200  home  patients  each.  Queens  General, 
Morrisania,  Harlem,  Lincoln,  Fordham,  City,  and 
Metropolitan  Hospitals  will  take  care  of  100  cases 
each,  and  Coney  Island,  Greenpoint,  Cumberland, 
and  Gouveneur  Hospitals  will  each  handle  fifty  home 
patients. 

“This  is  equal  to  adding  1,500  beds  to  the  depart- 
ment,” Dr.  Bernecker  said,  “or  constructing  build- 
ings costing  at  least  $22,000,000.” 

“Patients  will  be  referred  to  the  home-care  depart- 
ments,” Dr.  Bernecker  said,  “after  it  is  determined 
that  they  no  longer  require  the  specialized  facilities  of 
a hospital  but  are  still  in  need  of  active  medical  and 
nursing  care.” 

The  Hospital  Department’s  social  service  branch 


$1,000,000  Free  Medical  Center 

ORGANIZATION  of  a medical  center  in  New 
York  City  at  which  the  60,000  members  of  the 
Amalgamated  Clothing  Workers  of  America  em- 
ployed in  the  metropolitan  area  may  get  medical 
treatment  without  charge,  was  announced  in  May 
by  leaders  of  the  union’s  New  York  Joint  Board. 

It  was  also  announced  that  the  Amalgamated 
units  in  Philadelphia  and  Chicago  are  “in  the  process 
of  establishing  similar  medical  centers  for  their 
members.”  The  union  is  a Congress  of  Industrial 
Organizations  affiliate. 

Initial  cost  of  the  New  York  Medical  Center, 
which  is  expected  to  be  opened  in  three  months,  will 
be  $1,000,000,  with  operating  costs  estimated  at  an 
additional  $500,000  a year.  The  funds  are  being 
contributed  by  the  city’s  400  men’s  clothing  manu- 
facturers who  are  members  of  the  New  York  Cloth- 


Hospital  and  Health  Care 

will  decide  whether  a patient’s  home  environment  is 
suitable  for  home  care,  Dr.  Bernecker  said.  The 
patient’s  hospital  record  will  be  continued  as  if  he 
were  still  in  a hospital  ward,  and  patients  will  receive 
regular  visits  by  hospital  staff  physicians.  Nursing 
services  will  be  arranged  by  contract  with  existing 
visiting  nurse  organizations,  and  “if  this  cannot  be 
effected,  the  Hospital  Department  will  set  up  a home 
nursing  section.” 

Dr.  Bernecker  also  outlined  a plan  for  strengthen- 
ing the  department’s  outpatient  section,  wdiich  he 
described  as  a “weak  link”  in  the  over-all  municipal 
hospital  setup.  He  said  that  outpatient  sections  to 
be  established  in  four  borough  hospitals  on  a demon- 
stration basis  will  be  staffed  and  equipped  so  that 
patients  can  be  “completely  and  expeditiously 
worked  up  and  appropriate  treatment  rendered  with- 
out recourse  to  hospitalization,  or  considerable  diag- 
nostic work  can  be  completed  prior  to  hospitalization, 
thus  saving  many  hospital  days.” 

The  four  “demonstration  clinics”  will  cost  an  esti- 
mated $1,014,600  annually,  Dr.  Bernecker  said. 
However,  he  added,  “the  elimination  of  waste  and 
duplication  of  services  of  health  and  social  agencies 
by  preventing  patients  from  starting  on  careers  of 
invalidism,  and  the  saving  in  hospital  beds  and  the 
provision  of  excellent  care  will  more  than  offset  the 
cost  of  this  service.” 

Dr.  Bernecker  also  reported  plans  to  develop  a 
“dynamic  rehabilitation  service”  for  the  bedridden 
and  to  operate  x-ray  equipment  for  a full  additional 
shift  daily  to  “break  the  present  bottleneck  in 
hospital  beds.”  * 


Planned  for  Clothing  Workers 

ing  Manufacturing  Exchange,  with  no  increase  in 
prices  anticipated  as  a result,  it  was  reported.  It 
was  explained  that  there  is  an  administrative  surplus 
in  an  insurance  fund  set  up  for  the  workers  by  the 
employers  under  their  contracts  with  the  union,  and 
that  the  companies  have  agreed  to  let  the  surplus  be 
used  for  the  center. 

Louis  Hollander,  Amalgamated  vice-president, 
said  that  the  center  would  “be  headed  by  a distin- 
guished medical  director,  soon  to  be  announced,  and 
by  a staff  of  specialists  well  known  in  their  respective 
fields.”  There  will  be  “nominal  charges  only  for 
x-ray”  and  other  material  costs,  Mr.  Hollander  said. 
The  Medical  center  was  described  by  union  and  com- 
pany representatives  as  another  extension,  on  a local 
level,  of  the  social-insurance  system  set  up  under  the 
Amalgamated’s  national  contracts. 
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75,758  Aided  in  1947  by  Work  of  New  York  Hospital 


NEW  York  Hospital’s  staff  and  facilities  restored 
or  benefited  the  health  of  75,758  persons  in 
1947,  it  was  disclosed  in  the  annual  report  issued  in 
May.  The  report  also  showed  that  during  the  year 
the  hospital  increased  all  of  its  major  services  above 
1946  levels. 

A total  of  76,340  patients  were  treated  in  1947,  as 
compared  with  72,271  in  the  previous  year.  It  was 
pointed  out  that  those  restored  to  health  or  “ma- 
terially benefited”  by  the  hospital’s  care  represented 
99  per  cent  of  the  1947  patient  load  of  the  institution, 
whose  facilities  include  the  New  York  Hospital-Cor- 
nell  Medical  Center,  its  adjacent  Payne  Whitney 
Psychiatric  Clinic,  and  the  New  York  Hospital- 
Westchester  Division,  psychiatric  hospital,  White 
Plains. 

The  hospital  received  $447,823  from  outside 
sources  during  the  period  to  further  an  objective 


second  only  to  the  care  of  the  sick — research  in 
cause  and  treatment  of  illness.  Research  projects 
included  work  with  radio-active  isotopes,  studies  in 
metabolism,  the  use  of  an  oscillating  bed  in  treat- 
ment of  infantile  paralysis,  examination  of  the 
effectiveness  and  usefulness  of  such  drugs  as  peni- 
cillin and  streptomycin,  and  studies  in  neurology 
and  psychomatic  medicine. 

The  report  showed  an  improvement  in  the  nursing 
situation  of  the  hospital,  which  gained  142  graduate 
nurses  in  1947,  as  compared  with  fifty-four  in  1946 
and  a loss  in  1945.  There  also  was  a net  gain  of 
sixty-three  in  the  supplementary  nursing  staff  in 
1947. 

The  report  also  pointed  up  the  hospital’s  progress 
in  its  third  objective — teaching — which  is  being 
carried  on  in  association  with  Cornell  University 
Medical  School. 


NEWS  NOTES 


An  analysis  of  hospital  service  was  presented  at 
the  May  17  clinical  staff  conference  of  the  New  York 
Infirmary,  New  York  City.  Reports  of  cases  given 
were  “Treatment  of  Nephrotic  Stage  of  Chronic 
Glomerulo  Nephritis  in  a Child,”  by  Dr.  Frances 
Lande,  with  discussions  by  Drs.  Ruth  Bakwin  and 
Sophie  Spitz,  and  “Hormonal  Treatment  of  Metastic 
Carcinoma,”  by  Dr.  Martha  E.  Howe,  with  discus- 
sion by  Dr.  Astra  Wittner. 


Erection  of  a Quonset  building  as  an  addition  to 
the  Potsdam  Hospital,  an  emergency  measure  to 
provide  21  more  beds,  lias  been  announced  by  Paul 
P.  Sobering,  hospital  administrator.  The  new  struc- 
ture will  be  used  also  to  house  the  departments 
of  radiology  and  deep  therapy. 


The  Clinical  Society  of  the  Lexington  Hospital, 
New  York  City,  met  on  May  17.  Case  presen- 
tations were  by  Drs.  S.  Wahl,  G.  Weitzner,  I.  Buch, 
H.  E.  Cohen,  A.  Laszlo,  A.  Paul,  I.  Weitzner,  and  A. 
Gottesman. 


The  departments  of  ophthalmology  of  New  York 
University  and  Bellevue  Hospital,  New  York  City, 
celebrated  their  Alumni  Week,  May  10  to  May  15. 
Dr.  Conrad  Berens  delivered  the  address  of  welcome. 


At  the  April  8 meeting  of  the  staff  of  the  Northern 
Dutchess  Health  Service  Center,  Dr.  Neil  C.  Stone, 
attending  pediatrician  at  Vassar  Brothers  Hospital, 
Poughkeepsie,  discussed  some  of  the  more  common 
pediatric  problems. 


Dr.  Edgar  Medlar,  associate  profpssor  of  pathol- 
ogy at  Columbia  University  and  pathologist  at 
Bellevue  Hospital,  discussed  the  pathology  of  pul- 
monary tuberculosis  at  the  staff  meeting  at  Castle 
Point  Veterans  Hospital,  on  April  28. 


A public  forum  on  the  “County  Hospital  Plan” 
was  held  in  Sidney  in  April.  Dr.  John  J.  Burke, 
chairman  of  the  New  York  State  Health  and  Hos- 
pital Planning  Commission,  was  guest  speaker. 
The  forum  was  sponsored  by  the  Exchange  Club. 


The  Clinical  Conference  of  Horace  Harding  Hos- 
pital, Queens,  was  held  on  May  10.  Presentations 
were  “Mortality  Statistics,”  by  Dr.  S.  Gilbert; 
“Cabot  Case  Presentation,”  by  Dr.  Feuerstein,  with 
discussion  by  Drs.  E.  Sealand  and  J.  Shapiro;  “Post- 
partum Hemorrhage,”  by  Dr.  K.  Neimand,  with  dis- 
cussion by  Drs.  H.  Kava  and  F.  Clarke;  and  “In- 
testinal Obstruction  in  the  Infant,”  by  Dr.  Harris, 
with  discussion  by  Dr.  H.  T.  Vogel. 


During  the  past  year,  Saratoga  Hospital,  Saratoga 
Springs,  admitted  3,270  patients  for  27,878  days, 
according  to  its  recently  released  annual  report. 
In  1946  the  patients  admitted  numbered  2,900  and 
the  hospital  days  24,078,  or  3,800  less  than  those  for 
1947. 


The  staff  and  board  of  trustees  of  the  Vassar 
Brothers  Hospital,  Poughkeepsie,  held  a combined 
dinner  meeting  at  the  Nelson  House  on  April  20. 
Constructive  views  relative  to  hospital  policies  were 
given,  and  the  intern  staff  presented  amusing  skits. 


Cases  wore  presented  by  Drs.  Emmett  A.  Dooley, 
Walter  D.  Ludlum,  Henry  H.  Ritter,  and  David 
Goldblatt,  at  the  meeting  of  the  Clinical  Society  of 
Reconstruction  Hospital,  New  York  City,  on  May 
19.  . 


Dr.  Abraham  Ravich,  attending  urologist  at 
[Continued  on  page  1300] 
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1.  A free-flowing,  liquid  product  which  remains  constantly 
in  suspension. 
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Exceptionally  sustained  concentrations  of  penicillin 
in  the  blood. 


3 


Complete  uniformity  of  dosage. 
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Maximum  ease  of  withdrawal  and 
injection. 


Available  through  your  usual 
source  of  supply  in  vials 
containing  ten  1 cc.  doses 
of  300,000  units  per  cc. 
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Adelphi  Hospital,  Brooklyn,  spoke  on  “Urologic 
Diagnosis”  at  the  May  meeting  of  the  Adelphi  Hos- 
pital Staff  Society.  Discussion  was  by  Dr.  Moses 
Swick,  associate  attending  urologist  at  Mount  Sinai 
Hospital. 


The  first  meeting  of  the  new  medical  board  of  the 
Nassau-Suffolk  General  Hospital,  Copague,  was 
held  on  April  13.  Guest  speaker  was  Dr.  Samuel 
Alcott  Thompson,  New  York  City,  who  discussed 
the  surgical  treatment  of  angina  by  the  establish- 
ment of  pericardial  adhesions.  Dr* Milton  J.  Rais- 
back,  professor  of  cardiology,  New  York  Medical 
College,  presented  follow-ups  of  exhibition  cases. 


According  to  the  annual  report  of  Dr.  Frank  C. 
Sutton,  medical  director  of  Rochester  General  Hos- 
pital, the  institution  admitted  14,859  patients  in 
1947,  giving  them  128,741  days  of  hospital  care. 
Outpatients  totaled  3,816.  Born  in  the  Rochester 
Hospital  in  1947  were  2,628  babies. 


Dr.  Michael  Heidelberger,  professor  of  biochem- 
istry at  the  College  of  Physicians  and  Surgeons, 
Columbia  University,  and  chemist  to  the  Presby- 
terian Hospital,  New  York  City,  delivered  the  sixth 
Bela  Schick  Lecture,  which  was  given  at  Mt.  Sinai 
Hospital,  New  York  City,  on  May  11.  His  subject 
was  “Immunity  in  Children  and  Adults  as  Indicated 
by  the  Formation  of  Antibodies.” 


Dr.  Frank  Gagan,  of  Poughkeepsie,  gave  an  illus- 
trated lecture  on  the  value  and  necessity  of  bronchos- 
copy, at  the  April  meeting  of  the  Highland  Hospital 
medical  staff  in  Beacon. 


“Clinical  Observations  with  Thephorin,  a New 
Antihistamine  Drug”  was  the  subject  presented  by 
Dr.  James  Gottesman  at  the  Clinical  Conference  of 
Beth  Israel  Hospital,  New  York  City,  on  May  11. 
Other  speakers  and  their  subjects  were  Dr.  William 
F.  Herzig,  “A  Case  of  Sclerodema  with  Small  In- 
testinal Changes”;  Dr.  Aaron  Silver,  “A  Case  of 
Infectious  Mononucleosis  Simulating  Trichinosis”; 
Dr.  Selwyn  Z.  Freed,  “Vaginal  Ureterolithotomy”; 
Dr.  Harold  Lusskin,  “Ununited  Fracture  of  the  Neck 
of  the  Femur.”  Discussors  were  Drs.  Louis  Stern- 
berg, Henry  A.  Rafsky,  Frank  A.  Bassen,  Seymour 
F.  Wilhelm,  and  Irvin  Balensweig. 


The  Hospital  for  Joint  Diseases,  New  York  City, 
sponsored  the  New  York  Rheumatism  Association 
Clinical  Conference  on  May  5.  Speakers  were  Drs. 
David  Sashin,  Henry  Milch,  Michael  Burman, 
Ernest  Stengel,  A.  Umansky,  and  H.  Denber. 


On  July  1,  the  New  Rochelle  Hospital  will  have 
completed  its  fifty-sixth  year,  during  which  time  it 
has  provided  more  than  2,500,000  days  of  hospital 
care.  Each  day  there  are  on  the  average  of  300 
patients,  and  it  requires  approximately  400  paid 
employes  and  100  or  more  volunteers  to  serve  them. 
The  New  Rochelle  Hospital  is  a nonprofit,  nonsec- 
tarian community  service. 


What  was  formerly  the  X-Ray  Hospital,  New 
York  City,  has  been  reopened  as  a new  Harlem  in- 
ter-racial hospital  under  the  management  of  a group 
of  94  physicians.  Dr.  Cecil  Marquez,  New  York 
City,  is  chairman  of  the  medical  group. 


St.  Agnes  Hospital,  White  Plains,  is  sponsoring 
clinico-x-ray  conferences  throughout  the  academic 
year.  Open  to  the  profession,  the  conferences  have 
as  their  objective  the  discussion  of  interesting  cases. 
They  are  held  on  alternate  Thursdays,  from  4:00 
to  5:00  p.m.,  and  in  June  will  take  place  on  June  10 
and  24. 


During  1947  the  Mercy  Hospital,  Buffalo,  cared 
for  an  average  of  40  more  patients  per  day  than  it  is 
equipped  to  serve,  causing  all  the  hospital’s  facilities 
to  be  overburdened.  The  x-ray,  laboratory,  sur- 
gery, pharmacy,  outpatient,  maintenance,  and  ad- 
ministrative departments  labored  under  space  handi- 
caps. New  wings  now  being  constructed  will  pro- 
vide a minimum  of  200  additional  beds,  with  cor- 
responding expansion  of  all  specialty  departments. 
The  Sisters  of  Mercy,  keeping  in  mind  the  impor- 
tance of  the  family  unit,  have  stressed  the  maternity 
and  pediatric  departments  in  the  improvements. 


Dr.  Henry  L.  Simms,  of  the  department  of  chemi- 
cal pathology  at  the  College  of  Physicians  and  Sur- 
geons, Columbia  University,  and  chairman  of  the 
study  group  of  the  National  Institute  of  Public 
Health  on  Degenerative  Diseases  and  Gerontology, 
spoke  on  “Nutritional  Requirements  for  Adult 
Cells”  at  Doctors  Hospital  of  Queens,  Jamaica,  on 
May  13.  This  was  the  second  in  a series  of  lectures 
of  the  Institute  of  Metabolism  and  Nutrition. 


The  New  York  Post-Graduate  Medical  School  and 
Hospital,  New  York  City,  in  May  unveiled  a me- 
morial plaque,  dedicated  to  the  481  doctors,  nurses, 
and  other  personnel  from  the  hospital  who  served  in 
World  War  II  and  to  two  doctors  killed  in  service. 
The  plaque  was  unveiled  by  Mrs.  Lucina  Ball  Ecker- 
son,  widow  of  Dr.  Edwin  B.  Eckerson,  who  was 
killed  in  1945  aboard  the  hospital  ship  Comfort  when 
a Japanese  plane  struck  the  sick  bay.  Dr.  W.  Bruce 
Talbot,  superintendent  of  the  hospital,  accepted  the 
plaque  on  behalf  of  the  staff. 


Staten  Island  Hospital,  Tompkinsville,  celebrates 
its  fiftieth  birthday  in  June,  although  its  actual  exis- 
tence began  more  than  thirty  years  before  the  corner 
stone  was  laid  for  the  red-brick  building  on  Castleton 
Avenue.  In  April,  1861,  the  idea  was  broached  at  a 
meeting  of  the  Richmond  County  Medical  Society 
that  something  be  done  to  give  Staten  Island  a home 
for  its  sick  and  injured.  At  that  time  the  medical 
society  was  sponsoring  a dispensary  for  the  poor, 
which  was  extended  to  meet  the  increasing  demands 
upon  it. 

Opened  in  1864,  the  new  hospital  was  named  the 
S.  II.  Smith  Infirmary  in  honor  of  a doctor  who  had 
“a  reputation  for  activity  in  the  line  of  benevolence 
which  the  proposed  institute  should  follow.”  In 
[Continued  on  page  1302] 
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1917  the  Infirmary  became  the  Staten  Island. Hos- 
pital, and  on  June  1,  1926,  the  new  building,  six 
stories  high,  was  opened  formally,  with  the  bed 
capacity  of  the  hospital  increased  to  almost  300. 


In  common  with  many  hospitals  throughout  the 
country,  Grasslands  Hospitals,  Valhalla,  observed 
National  Hospital  Day  on  Wednesday,  Mat'  12,  by- 
holding  an  open  house.  With  the  public  of  West- 
chester County  invited  to  inspect  the  815-bed  hos- 
pital, the  institution  had  displays  and  educational 
exhibits  by  which  the  visitors  learned  first-hand  of 
the  work  and  services  performed  there. 

In  addition  to  the  hospital’s  own  exhibits,  allied 
health  agencies  in  Westchester  County  also  spon- 
sored exhibits.  These  included  the  Westchester 
County  Health  Department,  the  Red  Cross,  West- 
chester Tuberculosis  and  Public  Health  Associ- 
ation, the  Westchester  Chapter  of  the  American 
Foundation  for  Infantile  Paralysis,  the  Westchester 
County  Cancer  Committee,  and  the  Grasslands 
Hospital  Social  Service  Committee. 


Dr.  Albert  Harris,  associate  bacteriologist  of  the 
Department  of  Health  of  the  State  of  New  York, 
was  guest  speaker  at  a meeting  of  the  Little  Falls, 
Ilion,  and  Herkimer  Hospital  Boards  on  April  22. 
He  explained  the  county  laboratory  service  to  the 
board  members  in  hopes  that  such  a service  can  be 
established  in  Herkimer  County. 


“Reformulations  in  the  Theory  of  Neurosis”  was 
discussed  by  Dr.  William  V.  Silverberg,  associate 
clinical  professor  of  psychiatry  at  New  York  Medi- 
cal College,  at  a meeting  at  the  college  on  May  11. 


The  Southside  Hospital,  Bay  Shore,  has  organ- 
ized a cancer  detection  center,  to  be  supported  by 
the  Suffolk  County  Cancer  Committee,  which  has 
been  approved  by  the  American  Cancer  Society  and 
the  American  College  of  Surgeons.  In  the  beginning, 
the  center  will  be  open  to  women  over  35  years  of  age 
who  are  residents  of  the  area  served  by  the  Southside 
Hospital.  Persons  wishing  to  register  for  the  center 
must  apply  through  their  physician.  The  aim  and 
purpose  of  the  center  is  to  follow  a selected  group  of 
well  patients  for  a period  of  years  in  an  effort  to  de- 
tect in  its  early  stages  any  malignant  growth  and  to 
suggest  the  treatment  to  be  followed. 


Buffalo’s  oldest  hospital,  the  Sisters  of  Charity,  is 
100  years  old  in  June,  although  its  centennial  cele- 
bration is  planned  tentatively  for  September  6,  by 
which  date  the  hospital  will  have  moved  to  its  new 


building  on  Main  Street.  Its  present  building,  in 
use  since  1943  as  the  Louise  de  Marillac  Hospital, 
will  be  given  over  to  maternity  and  gynecology  cases. 

The  hospital’s  long  history  is  studded  with  “firsts.” 
It  was  the  first  Buffalo  hospital  to  admit  interns  (in 
1855),  the  first  to  organize  a training  school  for 
nurses,  the  first  in  which  antiseptic  surgery  was 
practiced.  It  sponsored  Buffalo’s  Emergency  Hos- 
pital, the  first  such  institution  in  the  city,  and  opened 
the  first  maternity  and  children’s  hospital,  St. 
Mary’s  Maternity  Hospital  and  Infant  Home. 


The  Clinical  Society  Conference  of  Beth  David 
Hospital,  New  York  City,  featured  case  reports  at  its 
meeting  on  May  10.  Dr.  Harry  A.  Solomon  gave  a 
report  on  “Lupus  Erthmatosus  Disseminata,  with 
Prolonged  Remissions,”  and  Drs.  Louis  Hauswirth 
and  Harry  Keil  discussed  the  case.  Dr.  Jules  D. 
Gordon  spoke  on  “Primary  Closure  of  Decubitus 
Ulcers,”  with  the  discussion  by  Drs.  Frederic  W. 
Bancroft  and  Samuel  Gaines.  “Erythema  Pal- 
mare” was  the  subject  of  Dr.  Emil  Zak,  and  was  dis- 
cussed by  Dr.  Richard  I.  Kilstein.  Dr.  Morris  F. 
Goldberger  reported  a case  of  “Hystero-Salpingo- 
grams  with  Unusual  Findings”  and  illustrated  the 
report  with  lantefn  slides.  Drs.  Charles  G.  Gottlieb 
and  Mortimer  N.  Hyams  discussed  the  case. 


“Intramedullary  Pinning  in  Fractures  and  Re- 
construction Surgery”  was  discussed  by  Dr.  Freder- 
ick von  Saal  at  the  scientific  session  of  the  clinical 
conference  at  the  Hospital  for  Special  Surgery,  New 
York  City,  on  May  20. 


Hospital  equipment,  valued  at  more  than  $1,000 
when  new,  has  been  sent  by  the  New  Rochelle  Hos- 
pital to  the  Municipal  Hospital  in  La  Rochelle, 
France,  the  New  Rochelle-La  Rochelle  Committee 
announced  recently.  The  equipment,  which  has  be- 
come outdated  and  replaced  by  more  modern  Ameri- 
can equipment,  is  expected  to  be  of  outstanding  value 
to  the  French  hospital.  Among  the  items  are  an 
orthopedic  table,  until  recently  used  in  the  operating 
room  at  the  New  Rochelle  Hospital;  surgical  instru- 
ments and  medical  textbooks,  some  of  them  in 
French;  operating  room  lamps,  and  furnishings  for  a 
nursery  department. 


At  the  Conference  of  the  Medical  Clinics,  City 
Hospital  and  Welfare  Island  Dispensary,  held  on 
May  21,  Dr.  J.  Lowery  Miller  spoke  on  “The  Present 
Status  of  Penicillin  Therapy  in  Syphilis.”  Case 
presentations  on  the  “Streptomycin  Therapy  in 
Tuberculosis”  were  given  by  Drs.  William  Grady, 
H.  L.  Dowd,  Henry  Fleischman,  Lillian  Batlin, 
Frank  Pierson,  Lyman  W.  Grossman,  and  Harry 
Gross. 


PERSONALITIES 


Honored 

Dr.  Charles  Reid,  South  Jamaica,  retiring  as 
associate  attending  physician  of  Queens  General 
Hospital,  honored  at  a dinner  given  by  his  colleagues 
in  April.  The  first  man  to  retire  from  the  medical 


service  of  the  hospital  because  of  age,  Dr.  Reid  had 
been  associated  with  Queens  General  since  1935  and 
was  the  first  president  of  the  hospital’s  clinical  so- 
ciety. 


[Continued  on  page  1304] 
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For  Business  Opportunities, 
Real  Estate,  and 
Positions  Wanted 
See 

Pages  1309  and  1311 

TWO  DAY  FRACTURE  COURSE 

by 

SIR  REGINALD  WATSON-JONES 
London,  England 

With  Four  Additional  Lectures  By 

Dr.  Paul  B.  Magnuson 
Dr.  Philip  D.  Wilson 
Dr.  William  Darrach 
Dr.  Robert  H.  Kennedy 

• 

at  the  Einhorn  Auditorium,  Lenox  Hill 
Hospital  on  Saturday  and  Sunday,  June  12th 
and  13th,  9 :00  AM. 

The  course  has  been  arranged  by  the  New 
York  and  Brooklyn  Regional  Fracture  Com- 
mittee of  the  American  College  of  Surgeons. 

A fee  of  $25  payable  to  the  secretary  should 
accompany  applications.  Veterans  of  World 
War  II  may  take  the  course  under  the  G.I. 
Bill  of  Rights.  They  should  send  us  forms 
1950  and  303B  together  with  a photostatic 
copy  of  their  discharge  papers.  These  forms 
are  obtainable  from  the  secretary. 

William  H.  Cassebaum,  M.D. 

Secretary 

112  East  74tli  Street,  New  York  21,  N.Y. 

Regent  7-2420 

OF  THE  MEMBERSHIP  OF  THE  MEDICAL  SOCIETY 
OF  THE  STATE  OF  NEW  YORK  MADE  A 
CONTRIBUTION  TO  THE  PHYSICIANS'  HOME  IN  1947. 


SINCE  1942  EACH  YEAR  HAS  BEEN  MARKED  BY 
AN  EVER-INCREASING  APPRECIATION  OF  THE 
IMPORTANCE  OF  THE  WORK  DONE  BY  THE 
PHYSICIANS'  HOME. 


Will  you  help  insure  the  continuance  of  this  work? 

make  check  payable  to 


hysicictns’ 


ome 


CHAS.  GORDON  HEYD,  M.D.,  PRESIDENT 


52  EAST  66  STREET,  NEW  YORK  21 
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HOSPITAL  NEWS 


[N.  Y.  State  J.  M. 


[Continued  on  page  1302] 

Elected 

As  president  of  the  hospital  staff  at  St.  Agnes 
Hospital,  White  Plains,  Dr.  Harry  Klapper,  assistant 
chief  of  the  surgical  staff... Dr.  Frank  Gagan, 
Poughkeepsie,  as  consultant  for  thoracic  surgery  and 
bronchoscopy  at  Highland  Hospital,  Beacon. 

Appointed 

Dr.  Fred  V.  Rockwell,  formerly  assistant  attend- 
ing psychiatrist,  Payne  Whitney  Clinic  of  the  New 
York  Hospital,  and  assistant  professor  of  psychiatry 
Cornell  University  Medical  College,  as  chief  psychi- 
atrist at  Grasslands  Hospital,  Valhalla.  . .as  acting 
medical  superintendent  of  Monticello  Hospital,  Dr. 
Nathan  Nemerson.  . . As  attending  physician  at 
Ossining  Hospital,  Dr.  George  W.  Hill;  to  the 


associate  staff  of  the  hospital,  Dr.  Leon  E.  Kienholz 
and  Dr.  Helen  Crocker;  to  the  courtesy  staff,  Dr.  ' 
R.  H.  Hooker  and  Dr.  William  Schacter . . . Dr. 
Herbert  Chasis,  New  York  City,  as  consultant  in 
medicine  at  St.  Luke’s  Hospital,  Newburgh;  Dr.  £ 
Earl  VanAmburg,  Pine  Bush,  to  the  medical  clinic  p 
staff ; Dr.  Early  C.  Morris  to  the  surgical  clinic  staff,  ' 
and  Dr.  John  McKeever  as  attending  roentgenolo- 
gist. 

Dr.  Louis  R.  Ferraro,  formerly  of  Fordham  Hos- 
pital, as  attending  pathologist  and  director  of  labor- 
atories, St.  Francis  Hospital,  Poughkeepsie. . .To 
the  consulting  staff  of  the  Goshen  Hospital,  Dr. 
Frederick  T.  Seward,  Goshen,  psychiatry;  Dr.  £ 
William  J.  Hoffman,  New  York  City,  neoplastic  dis- 
eases; and  Dr.  Harry  F.  Hirsch,  Newburgh,  derma- 
tologists. 


CORRESPONDENCE 

Prophylactic  Instillation  of  Silver  Nitrate 


(The  following  is  a copy  of  a letter  sent  to  the  New  York 
Times.  See  also  editorial,  New  York  State  Journal  of 
Medicine,  p.  858,  April  15,  1948.) 

To  the  Editor: 

On  page  18  of  the  New  York  Times  for  Friday, 
March  19,  you  print  an  advertisement  of  the 
Woman’s  Home  Companion  of  an  article  which 
criticizes  the  state  laws  in  their  treatment  of  new- 
born children’s  eyes  to  prevent  ophthalmia  neona- 
torum. As  you  will  see  in  the  following  regulation, 
in  New  York  State  a one  per  cent  solution  of  nitrate 
of  silver  or  some  other  agent  equally  efficient  for 
preventing  ophthalmia  neonatorum  may  be  used. 
Silver  nitrate  is  not  mandatory.  This  article  in  the 
Times  gives  the  impression  that  penicillin  should  re- 
place silver  nitrate. 

“Regulation  12.  Precautions  to  be  observed  for 
the  prevention  of  ophthalmia  neonatorum.*  It 
shall  be  the  duty  of  the  attending  physician, 
midwife,  nurse,  or  other  person  in  attendance  on  a 
confinement  to  drop  into  both  eyes  of  the  infant 
immediately  on  delivery  a one  per  cent  solution 
of  nitrate  of  silver  or  some  other  agent  equally 
efficient  for  preventing  ophthalmia  neonatorum.” 
“*  See  Penal  Law,  section  482,  subdivision  3.” 
Dr.  Franklin  M.  Foote,  executive  director  of  the 
National  Society  for  the  Prevention  of  Blindness, 
has  written-  that  the  use  of  silver  nitrate  versus 


* 

itr 

penicillin  as  a prophylaxis  for  ophthalmia  neona- 
torum has  been  under  consideration  by  a special  j, 
committee  of  the  New  York  Academy  of  Medicine  | 
for  the  past  four  months.  To  quote  Dr.  Foote: 
“That  committee  reports  that  a one  per  cent  sol- 
ution of  silver  nitrate  is  entirely  safe  and  satisfactory 
and  should  be  continued  in  use  until  further  re- 
search has  been  done  with  penicillin  to  prove  that 
it  is  positively  effective.” 

The  New  York  Times  is,  to  many  people  in  this 
State*  a guide  not  only  for  politics  but  a leader  in 
advanced  thought.  We  feel  that  it  would  be  wise, 
in  all  fairness,  to  state  in  your  paper  the  laws  of  New 
York-State  in  regard  to  this  preventive  treatment. 
While  we  realize  that  you  may  have  run  this  article  [_ 
as  an  advertisement,  yet  many  people  will  feel  that 
these  statements  have  your  backing.  This  article 
is  not  marked  as  an  advertisement. 

Raymond  E.  Meek,  M.D.,  Chairman 
Medical  and  Advisory  Committee  ' 
New  York  State  Department  of 
Social  Welfare,  Commission  for  the 
Blind 

March  24,  1948 
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TOWNS  TREATMENT  for  ALCOHOLISM  and  NARCOTIC 
and  HYPNOTIC  ADDICTIONS 

Established  1()01  Note  Generally  Accepted 

PROVIDES:  (1)  An  Assurance  of  a Definite  Medical  Result 

(2)  An  Assurance  of  Length  of  Time  Required  and  Exact  Cost 

(3)  An  Assurance  of  Absolute  Privacy 

Our  “SYMPOSIUM  OF  MEDICAL  OPINION”  includes  case  histories  of 
this  successful  treatment  endorsed  by  many  physicians.  Copy  on  request. 

CHARLES  B.  TOWNS  HOSPITAL 

FOR  ALCOHOLISM  AND  DRUG  ADDICTION  EXCLUSIVELY 

COMPLETELY  REDECORATED  AND  MODERNIZED 

293  Central  Park  West,  New  York  24,  N.  Y.  Tel :SChuyler  4-0770 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 


Ethical — Reliable — Scientific 
Disorders  of  the  Nervous  System 
BEAUTIFUL— QUIET— HOMELIKE 

Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


BRUNSWICK  HOME 


A PRIVATE  SANITARIUM-  Convalescents,  postoper- 
ative, aged  and  infirm,  and  those  with  other  chronic  and 
nervous  disorders.  Separate  accommodations  for  nervous 
and  backward  children.  Physicians'  treatments  rigidly 
followed.  C.  L.  MARKHAM,  M.D.,  Supt. 

B'way  & Louden  Ave.,  Amity v ill eA  N-  Y-,  Tel:  1700,  1,  2. 


DR.  HAHMiS  SA.MTAKIOI 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tcl.  2-1621 


FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


NURSING 

HOME 


HOLBROOK  MANOR 

Fivt  Acrti  of  Pincwoodcd  Ground! 

SENILE,  AGED,  CHRONICS 

Physicians  may  treat  their  own  patients. 

Hypertensives  Arterio-sclerotics  All  Neurological  Disorders 
Non-sectarian,  dietary  laws  observed 

Madical  Diractor:  O.  L.  Friadman,  M.D.,  Q.P. 

HOLBROOK,  L.  I.  N.  Y.  Olfica:  GRimarcy  5-4*75 


m ust  hill 

West  252rul  St.  and  Ficldaton  Knud 
Rivcrdale-on-tlie-Iludson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone : Kingsbridge  9-8440 


LOUDEN-KNICKERBOCKER  HALL,  me. 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y. 

A private  Manitarium  «*m| aldished  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E-  CARLIN,  M.I).,  Physician-in-(  ’.hnr/to 

NEW’  YORK  CITY  OFFICE,  Empire  State  Ikiilding,  Tel.  Longacrc  3-0799 


CORRESPONDENCE 


The  “Medical  Center”Campaign 


To  the  Editor: 

Were  the  representations  which  gained  official 
endorsement  of  a Medical  Center  campaign  (N.Y. 
Med.  3:  22,  (1947))  violated  according  to  a plan 
which  existed  when  the  representations  were  made? 
The  apparent  violation  was  in  the  form  of  immediate 
full-page  newspaper  advertisements  which  revived 
the  charlatanism  of  a previous  generation,  in  (1) 
open  solicitation  of  patients;  (2)  cut  rates  (“The 
Center  will  make  available  to  wage-earner  groups 
a comprehensive  system  of  low-cost,  year-round 
medical  care.”  It  “is  planned  to  make  the  full  bene- 
fits of  modern  science  more  broadly  available,  par- 
ticularly to  middle-income  families  and  wage- 
earners.”);  (3)  eulogy  of  professional  skill  (these 
doctors  have  “been  responsible  for  the  medical  care 
given  to  tliree-quarters  of  the  inpatients  of  Bellevue 
and  for  250,000  outpatient  visits  a year”).  Cor- 
related with  these  advertisements  were  a series  of 
news  articles  of  obvious  press-agent  origin,  lauding 
the  miraculous  cures  and  rehabilitation  accom- 
plished in  this  Center. 

In  the  language  of  the  advertisements,  “It’s  a big 
thing,”  and  it  poses  a challenge  for  the  proper  com- 
mittees of  the  Society  and  the  New  York  Academy 
of  Medicine  to  take  correspondingly  big  action,  or 
else  grant  similar  license  to  individual  practitioners 
or  smaller  groups  who  must  compete  in  the  treat- 
ment of  “middle-income  families  and  wage-earners.” 
Conceding  that  the  Medical  Centers  are  too  power- 
ful to  be  subject  to  ethical  discipline,  are  they  sub- 
ject to  law?  “Do  not  regard  this  as  a charity. 
Regard  it  as  a legitimate  business  expense.”  If  this 
persuasion  is  truthful,  subscriptions  to  such  a medi- 
cal business  are  presumably  not  tax  exempt.  Is  it 
the  function  of  an  educational  institution  to  go  into 
the  business  of  supplying  wholesale  medical  service 
to  corporations?  Has  the  legal  status  of  “pay 
clinics”  in  hospitals  been  tested  in  court?  Why  is 
the  law  against  corporate  practice  of  medicine  not 
enforced?  Is  not  billing  patients  in  the  names  of 
individual  doctors  and  delivering  the  proceeds  into 
an  institutional  treasury  a transparent  deception 
which  can  easily  be  exposed  in  court?  Can  chari- 
table donations  to  a college  or  hospital  be  used  to 
furnish  magnificent  buildings,  equipment  and  labor- 
atory and  other  services  for  a commercial  medical 
system?  Must  physicians  pay  taxes  to  support  a 
tax-free  competition?  Is  not  the  ostensible  com- 
parison of  different  medical  plans  a farce,  when  free 
offices,  intern,  and  other  services  are  never  given  to 
independent,  groups  but  only  to  the  huge  monopolies 
to  create  false  impressions  of  superior  economy?  I 
have  waited  vainly  for  somebody  else  to  challenge 
the  idealism  or  the  necessity  of  the  medical  indus- 
trialization scheme  revealed  in  the  advertised  pros- 
pectus, with  doctors  as  white-collar  employes  under 
bosses  appointed  by  the  medical  schools  or  by  lay 
authorities. 

A longer  retrospect  will  show  that  physicians  en- 
grossed in  their  daily  duties  vainly  have  set  up  im- 
provised defenses  against  a long-range  oligarchic 
strategy,  executed  with  deceptive  propaganda  and 
ruthless  force  strikingly  similar  to  the  methods  used 
against  democracy  in  Europe.  Starting  from  the 


Rockefeller-Flexner  stipulation  of  placing  medical 
schools  on  a par  with  other  university  departments, 
and  the  proposal  of  the  million-dollar  Committee  on 
the  Costs  of  Medical  Care  for  “medical  centers” 
as  a soviet  form  of  democratic  cooperation  of  all 
doctors  in  a community,  the  actual  policy  of  these 
moneyed  interests  has  been  the  abnormal  aggran- 
dizement of  the  medical  school  into  a monstrous 
Medical  Center  totally  unlike  any  other  university 
department,  and  a steady  usurpation  whereby  a 
small  oligarchy  now  dominates  most  of  the  medical 
and  hospital  system  of  a great  city  such  as  New  York 
and  stretches  tentacles  into  the  suburbs  and  upstate. 

There  have  been  great  benefits  corresponding  to 
the  great  sums  of  money,  but  they  are  separable 
from  dictatorship.  Still  greater  benefits  could  be 
gained  if  other  university  departments  were  simi- 
larly transformed;  for  example,  if  the  courts  were 
taken  out  of  politics  and  entrusted  to  the  law  schools, 
with  eminent  professors  as  judges,  with  minor 
positions  furnishing  invaluable  practical  training  to 
students  and  young  graduates,  with  counsel  of  certi- 
fied ability  assigned  by  the  court  instead  of  free 
choice  of  lawyers  by  the  ignorant  public,  and  with 
legal  fees  (now  higher  than  medical  fees  and  often  as 
unexpected  and  necessitous)  “socialized”  so  as  to 
abolish  the  present  unjust  advantage  of  rich  over 
poor  litigants.  Such  benefits  in  this  and  other  de- 
partments are  rejected  because  a college  is  by  nature 
a self-constituted,  self-perpetuating  oligarchy,  suited 
to  its  pedagogic  purpose  as  an  aristocracy  of  learning, 
but  an  extension  of  its  power  over  public  affairs  is 
fascism.  Furthermore  the  transfer  of  the  struggle 
for  power  to  within  the  college  corrupts  its  academic 
purity.  Finally,  no  other  social  class,  from  lawyers 
down  to  the  most  ignorant  laborers,  could  be  in- 
duced to  submit  so  supinely  as  the  doctors. 

But  the  far-sighted  early  seizure  of  education  has 
had  several  results  of  the  type  now  familar  in 
Europe.  First,  while  the  great  democratic  mass  of 
physicians  display  the  normal  wide  variety  of 
opinions  on  “socialized”  medicine,  the  bringing  of 
the  key  positions  in  medical  schools  under  control 
by  appointment  and  salary  has  endowed  them  with 
an  impressive  unanimity  on  this  and  related  subjects. 
Second,  there  is  thus  assured  a constant  flow  of 
indoctrinated  medical  students,  who  will  steadily 
replace  the  dying  independent  generation  in  medi- 
cal societies  and  elsewhere,  so  that  this  fifth  col- 
umn infiltration  makes  all  democratic  defense  at- 
tempts futile  and  hopeless.  Third,  the  self-styled 
“liberals”  and  “progressives”  may  notice  another 
analogy  with  their  European  counterparts;  namely, 
that  they  and  an  increasingly  large  proportion  of 
New  York  physicians  dare  not  venture  any  public 
utterance,  such  as  the  present  letter,  against  the 
party  lino  and  policies  established  by  a few  overlords, 
and  the  loss  of  this  American  birthright  of  free 
speech  outweighs  any  materialistic  gains. 

• Medical  regimentation  in  this  country  is  promoted 
not  as  part  of  a general  socialization  under  dire 
necessity  as  in  England,  but  by  representatives  of 
both  capital  and  labor  who  insist  on  the  freest  initia- 
tive for  themselves.  Without  questioning  the  sin- 
[Continucd  ou  page  1 308 1 
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HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  550  Write  for  illustrated  booklet. 


COPIAGUE  GENERAL  HOSPITAL 

Separate  Accommodations  for 

CONVALESCENTS  and  CHRONICS 

with  added  facilities  of  a General  Hospital 
Located  in  tranquil  country  area 
on  South  shore  of  Lons  Island 

H.  R.  Blanchard,  Adm.  Tel.  Amityville  71,  72 
Cedar  Court  Copiague,  N.  Y. 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y. , N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Physician; n-Charge. 


GLADYS  BROWN  RDAU/N’C  MUrray  Hill 

Owner  - Ditcctor  DllUTT  II  9 3-7119 

MEDICAL  BUREAU 

7 East  42  Street,  New  York  17,  N.  Y. 

An  employment  agency  specializing  in  qualified  personnel, 
for  Hospitals,  Chemical,  Pharmaceutical,  Insurance,  Ship- 
ping and  Industrial  organizations,  also  Medical  and  Den- 
tal offices. 


PINEWOOD 

Westchester  County,  Katonah,  N.  Y.  — Katoneh  775 

A psychiatric  hospital  furnishing  advanced  methods  of  therapy 
Licensed  by  the  Department  of  Mental  Hygiene 
Approved  for  residency  by  the  American  Medical  Association 

New  York  Offices 

Dr.  Louis  Wender—  59  E.  79  St.— Bu  8-0580— Mon-Wed-Fri 
Dr.  Joseph  Epstein — 975  Park  Ave.— Rh  4-3700— Tues-Thurs-Sat 


UNPAID  BILLS 

can  be  collected  and  at  the  same  time  good  Public  Re- 
lations maintained.  We  have  proved  it  to  over  100 
hospitals  and  thousands  of  doctors. 

Write  for  proof. 

NATIONAL  DISCOUNT  & AUDIT  CO. 

230  West  41st  St.  New  York  18,  N.  Y. 


NEW  CHEMICAL  IMPROVES  BLOOD  TEST  FOR  SYPHILIS 


Blood  tests  for  syphilis  are  becoming  more  reliable, 
thanks  to  a new  testing  chemical  discovered  by  Dr. 
Mary  C.  Pangborn  of  the  New  York  State  Depart- 
ment of  Health.  Details  of  the  chemical  and  its  use 
were  reported  by  Dr.  Pangborn  at  the  venereal  dis- 
ease symposium  held  in  Washington  under  the  aus- 
pices of  the  National  Institute  of  Health. 

When  a blood  test  for  syphilis  is  done  on  a patient 
with  malaria  or  a vaccinated  person,  the  report  often 
is  positive  even  when  the  person  does  not  have  sy- 
philis. Such  tests  are  called  “false  positives.” 
They  have  longheen  a source  of  worry  to  doctors  and 
patients. 

Many  of  these  false  positive  tests  will  be  elimi- 
nated when  the  new  testing  chemical  is  used,  it  ap- 
pears from  results  with  it  so  far. 


The  chemical  is  named  cardiolipin.  It  is  a phos- 
phorus containing  fatty  substance  obtained  from 
beef  heart.  For  many  years  extracts  from  beef  heart 
have  been  used  in  blood  tests  for  syphilis,  but  since 
these  were  crude  extracts  it  was  almost  impossible 
to  get  two  of  them  exactly  alike.  Consequently  it 
was  difficult  to  standardize  the  test  material  so  that 
the  test  would  be  the  same  when  performed  in  differ- 
ent laboratories. 

Efforts  to  purify  the  beef  heart  extracts  led  to  dis- 
covery of  the  new  compound,  cardiolipin. 

Besides  its  advantages  of  specificity  and  ease  of 
standardization,  the  new  chemical  has  the  further 
advantage  of  being  adaptable  to  different  test  pro- 
cedures. 

Science  News  Letter,  April  17,  1948 


Schools 


TRAINED  MEDICAL  PERSONNEL 

Rigid,  thoiough  training  in  haematology,  urinalysis,  all 
phases  of  medical  stenography,  x-ray  and  medical  machines 
makes  Paine  Hall  graduates  capable  assistants.  Our  free 
placement  service  will  help  you  find  the  right  girl. 

1008FifthAve.,NewYork28 
Bu.  8-2294 

Licensed  by  State  of  N.  Y. 


&&4UJL 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB  & X-RAY  AVAILABLE 
Our  12-months  day  course  Includes  intensive  training 
In  laboratory  techniques,  physiotherapy  apparatus, 
X-Ray,  nursing  techniques,  and  medical  stenography. 

A FEW  LAB  TECHNICIANS  NOW  AVAILABLE 


Mandl  School 


1834  Broadway  — NYC 
Circle  7-3434 


Llctnsed  by  the  Stata  of  New  York 
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[Continued  from  page  1306) 

cere  faith  of  the  nonsocialist  socializers  in  their  cause 
and  in  their  own  fitness  for  leadership,  it  may  be 
noticed  that  their  self-interest  is  never  left  to  mere 
faith;  it  is  always  assured  in  advance.  Thus,  the 
essential  medical  support  of  state  medicine  comes 
from  groups  which  will  clearly  profit  from  it. 

The  spirit  and  methods  in  the  monopolistic  cap- 
ture of  one  hospital  after  another  do  not  necessarily 
conform  to  the  pose  of  altruism,  as  I illustrated  in  a 
previous  letter  (N.Y.  Med.  (Nov.  20)  1945,  p.  30). 
Likewise,  one  effect  of  the  regent  unethical  advertis- 
ing is  obvious;  namely,  exalted  opportunity,  power 
and  reputation  for  a small  group  determined  not  by 
professional  ability  in  comparison  with  their  col- 
leagues but  by  the  money  at  their  disposal.  In 
contradiction  of  the  pretended  cooperation  with  the 
free  portion  of  the  profession,  these  huge  monopolies 
foster  two  evils:  (1)  They  make  medical  greatness 
dependent  on  money  and  inside  organizational 
politics.  (2)  While  piously  denouncing  the  dwindling 
evil  of  fee  splitting,  they  substitute  a bigger  and 
better  means  of  ulterior  motivation;  namely,  the 
trading  of  patients  within  select  groups,  and  the 
compulsion  of  subordinates  to  bring  consultations  to 
their  chiefs.  How  far  the  boasted  munificence  in 
support  of  research  is  sterilized  by  regimentation 


could  be  shown  if  space  permitted.  Mainly,  there  ‘ 
should  be  an  awakening  to  one  result  of  all  the  coordi- 
nated strategic  schemes:  the  spreading  power  of  the 
Medical  Center  oligarchy  will  soon  enable  them  to 
deliver  the  New  York  profession  bound  and  gagged 
to  whatever  industrial  or  political  system  they 
choose.  Upstate  will  follow  the  City. 

Medical  history  illustrates  the  warning  by  Secre- 
tary Hull  (in  the  valedictory  of  his  memoirs)  of  the 
deterioration  of  public  character  amid  scientific  pro- 
gress, the  dangers  of  minority  power,  and  the  ne- 
cessity of  a hard  struggle  to  rescue  free  initiative  and 
the  democratic  heritage.  A declaration  of  medical 
independence  may  hold  these  truths  to  be  self-evi- 
dent. The  need  of  a medical  school  for  a teaching 
hospital  is  not  a valid  pretext  for  domination  of  a 
small  oligarchy  over  the  medical  system  of  a great 
city.  Universal  human  experience  has  proved  that 
every  oligarchy,  even  i£  appearing  beneficent  at 
first,  is  or  soon  becomes  oppressive,  inefficient,  and 
corrupt. 

Frederick  M.  Allen,  M.D. 

1031  Fifth  Avenue 

New  York  City  28 

March  6,  1948 


ASSAIL  PLAN  FOR  DRAFTING  OF  DOCTORS 

At  its  recent  meeting  in  Chicago,  the  Council  on 
National  Emergency  Medical  Service  of  the  A.M.A. 
adopted  resolutions  assailing  the  government’s  pro- 
posal to  induct  physicians  by  law  into  the  armed  serv- 
ices. 

The  Council’s  objections,  summarized  in  a state- 
ment prepared  by  the  A.M.A.  Bureau  of  Legal  Medi- 
cine and  Legislation,  have  since  been  reaffirmed  by 
the  Executive  Committee  of  the  A.M.A.  Board  of 
Trustees.  The  complete  statement,  which  has  been 
forwarded  to  congressional  committees  considering 
proposed  legislation  to  reactivate  Selective  Service, 
follows: 

“Preliminary  prints  of  a Senate  bill  to  provide  for 
the  common  defense  by  increasing  the  strength  of  the 
Armed  Forces  of  the  United  States,  and  to  provide 
for  a universal-training  program,  contain  a section 
which  would  authorize  the  President,  pursuant  to  re- 
quisitions submitted  by  the  armed  forces,  to  make 
special  calls  for  members  of  the  medical,  dental,  and 
veterinary  professions,  which  have  not  yet  reached 
the  age  of  forty-five  at  the  time  of  such  call,  in  such 
classifications  and  in  accordance  with  such  priorities 
as  he  shall  determine.  Persons  so  called  will  be 
liable  for  induction  for  service  in  the  armed  forces  in 
accordance  with  such  procedures  as  the  President 
shall  prescribe. 

“Such  a provision  is  unnecessary,  discriminatory, 
and  constitutes  a reflection  on  the  patriotism  of  the 
medical,  dental,  and  veterinary  professions.  Con- 
fining this  statement  of  the  proposed  induction  of 
physicians,  it  is  strongly  urged  that  during  World 
War  1 1,  the  medical  profession  met  every  demand  for 
medical  personnel  without  compulsion  by  law.  It 
will  do  so  again  if  the  need  arises.  The  provision  is 


therefore  unnecessary  and  infers  that  in  the  case  of 
urgency  the  medical  profession  will  not  respond  to 
the  needs  of  the  armed  services.  It  would  seem  to 
be  predicated  on  a lack  of  faith  in  the  patriotism  of 
members  of  the  profession.  There  is  nothing  in  the 
history  of  American  medicine  to  warrant  such  an  in- 
ference. 

“If  a revival  of  the  selective  service  program  is 
made  effective,  there  will  arise  a need  for  scientific 
and  technical  personnel,  other  than  the  three  groups 
specifically  mentioned,  who  are  above  the  age  limits 
to  be  applied  to  selectees  generally.  Until  provision 
is  made  for  the  induction  of  such  other  personnel,  it 
is  discriminatory  to  single  out  physicians,  dentists, 
and  veterinarians  and  subject  them  to  compulsory 
induction. 

“The  Association,  through  its  Council  on  Najtional 
Emergency  Medical  Service,  has  been  actively  en- 
gaged for  many  months  in  planning  for  the  medical, 
health  and  sanitary  needs  of  the  nation  in  event  of  a 
national  emergency. 

“At  a meeting  held  in  Chicago,  Tuesday,  April 
6,  the  Council  gave  careful  consideration  to  the 
present  proposal  to  induct  physicians  by  law  into 
the  armed  services.  Resolutions  were  adopted 
embodying  in  substance  the  objections  to  the 
proposal  summarized  in  this  statement.  These 
objections  have  since  been  reaffirmed  by  the  Execu- 
tive Committee  of  the  Board  of  Trustees  which  has 
authorized  this  statement. 

“It  is  urged,  therefore,  that  the  provision  under 
which  physicians  may  be  inducted  as  such  by  com- 
pulsion of  law  be  eliminated  from  proposed  legis- 
lation to  revive  selective  service.” — Secretary’s 
Letter,  A.M.A.,  April  19,  191)8 
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REAL  ESTATE  & INVESTMENTS 


FOR  SALE 


West  70’s,  excellent  location,  5 story  dwelling  with  Doctors 
offices  possession.  New  oil  heating,  air  conditioning.  Price 
824,000.  Terms.  L.  J.  Phillips  & Co.  Inc.,  134  West  72nd 
St.,  New  York,  N.Y. 


FOR  SALE 


General  Practice  on  Queens  Blvd.  in  Forest  Hills-Rego  Park 
section.  Newly  established.  Well  populated  neighborhood. 
Living  quarters  for  couple.  Lease.  P.  O.  Box  251,  Forest 
Hills,  N.  Y. 


FOR  SALE 


List  of  20  authoritative  diets,  typewriter  facsimile,  with 
printed  letterhead.  Specimen  and  details  on  request.  P.S. 
Meyers,  152  Von  Houten  Ave.,  Passaic,  N.  J. 


FOR  RENT 


Amsterdam,  N.  Y.,  large  house,  ideal  location  for  physician’s 
office  and  residence.  Just  completely  redecorated.  Indus- 
trial city  with  good  prospects.  Rent  $100  per  month. 
Leland  Behr,  94  East  Main  St. 


OPPORTUNITY  O.L.A.R. 


New  four  room  suite.  Modern.  Established  professional 
pharmacy  building.  G.P.  & D.D.S.  in  building.  Near 
Hospitals.  Excellent  transportation.  Immediate  occupancy. 
Rent  $75.  Lefcourt,  400  Forest  Ave.,  Staten  Island  1,  N.Y. 


FOR  RENT 


890  Park  Avenue,  Doctors  Office  - 3 rooms  $200.  monthly. 
6 East  79th  (5th  Ave.)  Doctors  Office  4 rooms  $350.  monthly. 
Inspection  12-3 

Inquire  Superintendent  or  BU  8-1341 


FOR  RENT 


3 large  rooms,  ground  floor. 

Reasonable  rental.  Apply  Supt.,  305  E.  74th  St.,  N.Y.C. 


POSITIONS  WANTED 


POSITION  WANTED 


Physician,  36,  N.  Y.  State  license,  at  present  in  New  York 
City,  wishes  association  with  group  or  busy  practitioner. 
Also  Industrial  References.  Will  accept  outside  New  York. 
Box  204,  N.  Y.  St.  Jr.  Med. 


POSITION  WANTED 


Physician,  age  64,  European  graduate,  New  York  license, 
desires  position  in  hospital  for  aged  or  chronics  in  or  near 
New  York  City.  Box  210,  N.  Y.  St.  Jr.  Med. 


Officers — County  Medical  Societies — 1948 

TOTAL  MEMBERSHIP  AS  OF  JUNE  1,  1948—21,900 


County 

Albany 

Allegany 

Bronx 

Broome 

Cattaraugus. . . 

Cayuga 

Chautauqua. . . 

Chemung 

Chenango 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer 

Jefferson 

Kings 

Lewis 

Livingston .... 

Madison 

Monroe 

Montgomery. . 

Nassau 

New  York. . . . 

Niagara 

Oneida 

Onondaga. . . . 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer. . . . 
Richmond. . . . 

Rockland 

St.  Lawrence.. 
Saratoga 

Schenectady . . 

Schoharie 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins 

Ulster 

Warren 

Washington. . . 

Wayne 

Westchester  . . 

Wyoming 

Yates 


President 

J.  J.  Clemmer Albany 

R.  O.  Hitchcock Alfred 

S.  Weiskopf Bronx 

J.  C.  Zillhardt Binghamton 

J.  S.  Fleming Salamanca 

C.  T.  Yarington Moravia 

E.  0.  Black Fredonia 

A.  C.  Glover Elmira 

J.  A.  Hollis Norwich 

W.  W.  Johnson. . . .Plattsburg 
L.  D.  Carpenter.  .Germantown 
R.  H.  Kerr Cortland 

C.  K.  Ives Roxbury 

L.  W.  Stoller. . . . Poughkeepsie 

E.  D.  Babbage Buffalo 

J.  M.  Walsh Ticonderoga 

A.  A.  Hartmann Malone 

D.  M.  McMartin. . .Johnstown 

D.  B.  Johnson Batavia 

W.  A.  Petry Catskill 

R.  W.  Dennis Herkimer 

L.  0.  Fox Brownville 

A.  W.  M.  Marino. . .Brooklyn 
L.  A.  Avallone Lowville 

F.  J.  Hamilton Hemlock 

R.  B.  Cuthbert Canastota 

E.  B.  Soble Rochester 

R.  E.  Wytrwal.  .St.  Johnsville 

E.  K.  Horton . Rockville  Centre 

H.  B.  Davidson. . . .New  York 

W.  W.  Pierce Lockport 

James  I.  Farrell Utica 

J.  G.  F.  Hiss Syracuse 

L.  A.  Stetson. . . .Canandaigua 

T.  R.  Proper Newburgh 

A.  F.  Leone Medina 

J.  L.  H.  Mason Pulaski 

E.  J.  Keegan Oneonta 

G.  W.  Vink Carmel 

Alfred  Angrist Jamaica 

C.  J.  Handron Troy 

S.  C.  Pettit St.  George 

G.  G.  Stone . Suffern 

P.  T.  McGreevy Massena 

F.  A.  Mastrianni 

Mechanicville 

N.  H.  Rust Scotia 

J.  H.  Wadsworth  . . . Cobleskill 

F.  C.  Ward Odessa 

C.  M.  Smith Waterloo 

V.  S.  Higby Bath 

W.  S.  Stakes Patchogue 

R.  S.  Breakey Monticello 

A.  J.  Capron Owego 

H.  W.  Ferris Ithaca 

E.  S.  Goodyear Kingston 

Saul  Yafa Glens  Falls 

R.  L.  Skinner Greenwich 

J.  H.  Arscneau.. Lyons 

W.  G.  Childress Valhalla 

O.  T.  Ghent Warsaw 

R.  H.  Davis Penn  Yan 


Secretary 

A.  Vander  Veer Albany 

H.  G.  Chamberlin Cuba 

G.  B.  Gilmore Bronx 

R.  S.  McKeeby..  .Binghamton 

W.  B.  Arthurs Olean 

J.  D.  Hammond Auburn 

Edgar  Bieber Dunkirk 

H.  A.  Burch Elmira 

J.  H.  Stewart Norwich 

K.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

E.  F.  Higgins Cortland 

S.  G.  Edgerton Delhi 

J.  F.  Rogers. . . .Poughkeepsie 

H.  G.  Walker Buffalo 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

R.  K.  Lenz Gloversville 

C.  C.  Koester Batavia 

W.  M.  Rapp Catskill 

R.  C.  Knowles. . . .Little  Falls 

C.  A.  Prudhon. . . .Watertown 

C.  H.  Loughran Brooklyn 

E.  A.  Barnes Lowville 

R.  A.  Hemphill Mt.  Morris 

F.  O.  Pfaff Oneida 

J.  A.  Lane Rochester 

D.  W.  Childs Amsterdam 

I.  Drabkin . . . Rockville  Centre 

B.  W.  Hamilton. . . .New  York 

C.  M.  Dake Niagara  Falls 

H.  H.  Dodds Utica 

I.  L.  Ershler Syracuse 

P.  M.  Standish . . Canandaigua 

E.  C.  Waterbury. . .Newburgh 

J.  G.  Parke Albion 

U.  Cimildoro Oswego 

J.  M.  Constantine. ..  .Oneonta 

F.  J.  A.  Lehr Carmel 

E.  A.  Wolff Forest  Hills 

H.  F.  Albrecht Troy 

Michael  Swick.  .Tompkinsville 
R.  L.  Yeager Pomona 

C.  F.  Prairie Massena 

M.  J.  Magovern 

Saratoga 

R.  E.  Isabella. . . .Schenectady 

D.  R.  Lyon Middleburg 

C.  W.  Schmidt.  .Montour  Falls 

Bruno  Riemer Romulus 

R.  J.  Shafer Corning 

E.  P.  Kolb Holts ville 

D.  S.  Payne Liberty 

I.  N.  Peterson Owego 

Richmond  Douglass. . . .Ithaca 

F.  H.  Voss Phoenicia 

A.  C.  Davis Glens  Falls 

D.  M.  Vickers Cambridge 

I.  M.  Derby Newark 

W.  A.  Kelly. . .Mount  Vernon 

P.  A.  Burgeson Warsaw 

W.  G.  Roberts Penn  Yan 


Treasurer 


F.  E.  Vosburgh Albany 

L.  P.  Bly Cub* 

C.  W.  Frank Brom 

J.  W.  Kane Binghamtoi 

George  C.  Cash Oleai 

L.  H.  Rothschild Auburi 

C.  E.  Hallenbeck.  . . .Dunkirl 

E.  S.  Ridall Elmiri 
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S.  G.  Edgerton Delh 
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E.  A.  Woodworth. . . . Kenmon 

J.  E.  Glavin Port  Henrj 

D.  H.  Van  Dyke Malone 
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M.  H.  Atkinson Catskil 
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I.  Drabkin. . .Rockville  Centre 
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A.  C.  Hofmann Syracuse 
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D.  L.  Best Middleburj 
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Bruno  Riemer Romulus 

R.  J.  Shafer Corninf 

G.  A.  Silliman Sayvillt 

D.  S.  Payne Libertjl 

I.  N.  Peterson Owegc 

Richmond  Douglass. . . . Ithacs 

H.  B.  Johnson Kingstor 

A.  C.  Davis Glens  Falls 

C.  A.  Prescott..  .Hudson  Falls 

I.  M.  Derby Newarle 

R.  R.  Heffner..  .New  Rochelle 

P.  A.  Burgeson Warsaw 

W.  G.  Roberts Penn  Yar 
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HELP  WANTED 


WANTED 


Plastic  eye  maker.  Must  be  thoroughly  experienced  in  all 
phases  of  plastic  eye  making.  Salary  commensurate  with 
ability.  Box  202,  N.  Y.  St.  Jr.  Med. 


WANTED 


Assistant  to  busy  general  practitioner.  Possibility  of 

Permanent  association.  New  York  State  license  required. 

alary  $4200  and  living  quarters  for  family.  Available  July  1. 
Box  176,  N.  Y.  St.  Jr.  Med. 


WANTED 


Resident  Physician  for  Rotating  Residency.  $150.00  a month 
Vlusfull  maintenance,  50  bed  hospital,  suburb  of  New  York. 
Box  190,  N.  Y.  St.  Jr.  Med. 


RADIOLOGIST 

— -i 

One  desiring  to  rent  complete  offices  in  choice  Long  Island 
town.  Radiographic,  Superficial  and  Deep  Therapy  Apparatus 
on  premises.  Excellent  chance  to  build  up  fine  practice. 
Box  191,  N.  Y.  St.  Jr.  Med. 


CHILD  SAFETY  CAMPAIGN  TO  BE  LAUNCHED 


A redaction  in  the  number  of  child  accidents,  both 
fatal  and  nonfatal,  is  the  objective  of  an  intensive 
child  safety  campaign  to  be  launched  this  fall  by  the 
Metropolitan  Life  Insurance  Company  with  the 
cooperation  of.  the  U.S.  Children’s  Bureau,  the 
American  Academy  of  Pediatrics,  and  the  National 
Safety  Council.  Accidents  are  the  leading  cause  of 
death  among  children  of  more  than  one  year  of  age, 
with  death  rates  per  100,000  population  far  surpass- 
ing those  of  any  other  cause.  For  example,  in  1946, 
according  to  the  experience  of  the  Metropolitan 
among  its  industrial  policyholders,  the  accident 
death  rate  among  children  from  one  to  four  was  48.1 
per  100,000,  as  compared  with  a rate  of  28.2  per 
100,000  for  pneumonia,  the  next  leading  cause  of 
death.  It  is  significant  that  at  this  age  group  there 
has  been  little  improvement  in  the  past  fifteen  years, 
although  the  death  rate  from  disease  has  been  cut  ap- 
proximately 67  percent. 

In  the  age  group  five  to  nine,  the  death  rate  for 
accidents  was  25.7  per  100,000  as  compared  with  a 
rate  of  4.6  for  rheumatic  fever  and  organic  heart  dis- 
ease, the  next  cause.  In  the  age  group  10  to  14,  the 
death  rate  for  accidents  was  20.8,  and  that  for  rheu- 
matic fever  and  organic  heart  disease,  7.2. 

The  present  relatively  low  death  rates  from  all 
nonaccident  causes,  as  compared  with  those  of  but  a 
few  years  ago,  are  the  result  of  advances  in  medical 


science  and  concentrated  efforts  in  the  field  of  child 
health.  Efforts  must  now  be  intensified  to  bring 
about  a reduction  in  the  number  of  child  accidents 
as  well.  The  program  is  planned  to  encourage  pub- 
lic health,  medical,  safety,  and  other  organizations, 
as  well  as  the  general  public,  to  give  even  greater 
attention  to  the  child  safety  phase  of  the  child  health 
program. 

As  part  of  the  campaign  the  Metropolitan  has  pre- 
pared a 12-page  illustrated  booklet,  Help  Your  Child 
to  Safety.  While  the  booklet  is  addressed  to  parents 
and  stresses  the  importance  of  cooperation  on  the 
part  of  all  members  of  the  family  regarding  child 
safety,  it  also  emphasizes  some  significant  ways  of 
combating  physical  hazards  and  unsafe  practices 
resulting  in  child  injuries.  The  Metropolitan  Field 
Force  throughout  the  United  States  will  cooperate 
in  this  campaign,  as  it  has  in  so  many  others,  by 
distributing  the  booklet  and  in  other  appropriate 
ways  will  help  to  make  the  public  aware  of  what  can 
be  done  to  cut  down  the  tremendous  toll  of  child 
accidents. 

Supplies  of  the  booklet  and  copies  of  statistical 
charts,  prepared  talks,  suggested  press  releases,  and 
other  source  material  will  be  available  upon  request 
by  September  1 for  use  in  local  organized  child 
safety  programs. 

— Metropolitan  Information  Service 


ZEMMER  pharmaceuticals 

A complete  line  of  laboratory  controlled  ethical  pharmaceuticals. 

Chemists  to  the  Medical  Profession  for  44  years. 
THE  ZEMMER  COMPANY  • Oakland  Station  • * PITTSBURGH  13.  PA. 


NY  6-48 
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Pure.. 

Wholesome . . 
Refreshing 


Safeguarded  constantly  by  scientific 
tests,  Coca-Cola  is  famous  for  its  purity 
and  wholesomeness.  It’s  famous,  too,  for 
the  thrill  of  its  taste  and  for  the  happy 
after- sense  of  complete  refreshment  it 
always  brings.  Get  a Coca-Cola,  and  get 
the  feel  of  refreshment. 

The  pause  that  refreshes 
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FRIED  & KOHLER,  Inc. 

f “True  to  Life”  J 

Artificial  Human  Eyes 

Specialists  in  TlJJfPVS  of  Artificial  Human  Eyes 

Exclusively 


Comfort,  pleasing  cosmetic  appearance  and  motion  guaran- 
teed. Eyes  also  fitted  from  stock  by  experts.  Selections 
sent  on  memorandum.  Referred  cases  carefully  attended. 


FRIED  & KOHLER,  Inc. 

Especially  Made  to  order  by  Skilled  Artisans 


665  Fifth  Avenue 

(near  53rd  Street) 


New  York,  N.  Y. 

Tel.  Eldorado  5-1970 


“Over  Forty-five  Years  devoted  to  pleasing  particular  people ” 


. 


Wsmsm RHMHBi  , 


when  intravenous  amino  acids 
are  to  be  given  by  vein 

V 


MODIFIED  PROTEIN  H Y D R O IY  S AT  E - I.  C. 


merits  your  specification 


PERCENTAGE 

COMPOSITION 

(NOT  calculated  to  16%  Nitrogen) 

Arginine*.’ 3.8 

Histidine* 2.7 

Isoleucine* 8.0 

Leucine* 10.6 

Lysine* 8.5 

M e t h ion  i n e * 3.0 

Phenylalanine* 5.1 

Threonine*  4.4. 

DL-Tryptophane 1.0 

Valine* 8.1 

Other  Amino  Acids.  42.0 


Total  J\itrogen+ 13.4 

a-Amino  Ntt 10.0 

%a-Amino  N of  Total  Nt  75.0 

Ash — on  ignition 1.0 

Moisture 1-2.0 

NaCl  .less  than  0.0; 


☆ N irtually  salt-free  ☆ practically  neutral  in  reaction  ☆ each  bottle 
contains  60  grams  of  free  amino  acids — an  amount  sufficient  to 
satish  the  daily  nitrogen  requirements  of  the  average  surgical 
patient  ☆ «*I I tolerated  in  10%  solution 


*By  Microbioassay 

JBy  Chemical  Analysis 

■(•Nitrous  Acid  Method  (Van  Slykc) 


Supply: — ELAM  INK  Lyophilized  is  packaged  12  hottles  per  shipping  carton. 

Similarly,  3 U.  S.  P.  Diluents  — I.  C.  are  packaged 
12  x 600  cc.  bottles  per  carton.  Accessory  equipment 
items  are  available  in  quantities  of  a dozen.  Combina- 
tion packages — consisting  of  6 bottles  of  ELAMINE 
Lyophilized , 6 ol  Diluent  and  6 sets  of  accessory  equip- 
ment— are  available  on  request. 

Correspondence  regarding  descriptive  literature  and 
orders  forELAMIJNE  should  be  addressed  directly  to 


•IBI 


the  Biochemical  Division. 


$ 


PRODUCT  OF 

Interchemical  Corporation 

BIOCHEMICAL  DIVISION  • UNION,  NEW  JERSEY 


PROTEIN  CHEMISTS— 
MANUFACTURERS  OF  AMINO  ACIDS 


Experience  is  the  Best  Teacher 


Experience  is  the  best  teacher  in  cigarettes  too! 

Yes!  Experience  counts — today  as  always.  And  witli  the  thousands 
and  thousands  of  smokers  who  have  tried 
different  brands  of  cigarettes,  Camels  arc 
the  “choice  of  experience.” 

Try  Camels  yourself!  See  how  your 
taste  welcomes  the  rich,  full  flavor  of 
Camel’s  choice,  properly  aged,  expertly 
blended  tobaccos.  And  see  how  your  throat 
appreciates  Camel’s  cool,  cool  mildness. 

Let  your  own  experience  tell  you  why 
more  people  arc  smoking  Camels  than 
ever  before. 


mi  pared  many 


am 


K.  J.  R<-y tioldtt  Tub.  Co.,  Winaton-Sitlom,  N.  O. 


Paul  Ehrlich 

( 1854-1915 ) 
proved  it  in 
chemotherapy 


Paul  Ehrlich,  expanding  on 
his  knowledge  gained  as  a 
pupil  of  Koch,  concluded  from 
his  experiences  in  the  staining 
of  bacteria  that  there  was  a 
close  chemical  affinity  be- 
tween the  cellular  body  and 
the  stain.  This  idea  led  him  to 
believe  that  specific  drugs 
could  be  found  which  would 
kill  invading  pathologic  or- 
ganisms, without  damage  to 
the  host.  His  conclusions 
helped  create  the  science  of 
chemotherapy,  which  is  in- 
creasingly important  today. 


Armrttiny  iu  «i  AVit/o nu  irlv  surrvy: 


More  Doctors  Smoke  CAJMEMjS 

than  any  other  eiiiarette 

Three  independent  research  organizations  in  a nationwide  survey  asked  1 1 1.V17  doctors  to  name  the  cigarette 
they  smoked.  More  doctors  named  Camel  than  any  oilier  brand. 
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A TIMELY  MONOGRAPH 


VENOUS  THROMBOSIS 

AND 

PULMONARY  EMBOLISM 

By  HAROLD  NEUHOF,  M.D. 

Clinical  Professor  of  Surgery,  Columbia  Uni- 
versity, College  of  Physicians  and  Surgeons. 

Dr.  Neuliof  deals  with  all  aspects  of  the  important  subject.  His  book  is  based 
on  study  and  treatment  of  many  patients  on  the  medical  and  surgical  wards 
of  the  Mt.  Siani  Hospital,  New  \rork.  It  offers  a practical  and  tested  plan 
for  anticoagulant  therapy,  particularly  in  the  form  of  heparin  therapy,  and  it 
shows  what  role  surgical  management  continues  to  play  in  certain  conditions. 
The  monograph  proves  the  necessity  for  study  and  treatment  of  venous 
thrombosis  and  pulmonary  embolism  by  a hospital  team  selected  for  that 
purpose.  “There  can  no  longer  be  any  doubt  that  (such)  a team  will  achieve 
rapid  cure  in  most  cases  of  venous  thrombosis,  the  prevention  of  most  cases  of 
fatal  embolization,  and  the  cure  after  pulmonary  embolization  that  is  not  im- 
mediately fatal.” 

170  pages  31  illustrations  bibliography  index  $4.50 


Please  send,  on  approval,  a copy  of 
Neuhof:  VENOUS  THROMBOSIS  AND 

PULMONARY  EMBOLISM  $ 1.50  

□ Check  enclosed  □ Charge  my  account  Address 

GRUNE  & STRATTON,  Publishers,  381  Fourth  Avenue,  New  York  16,  N.  Y. 


IN  TWO  PARTS: 
Part  I. 

Venous  Thrombosis 
and  Peripheral 
Pulmonary  Embolism 

Part  II. 

Massive  Pulmonary 
Embolism 


ORDER  FORM- 
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“An  excellent 
simple  presumptive  test 
for  routine  use  in  the 
diagnosis  of  diabetes.”1 


CLINITEST 

THE  TABLET  NO-HEATING  METHOD  FOR 
DETECTION  OF  URINE-SUGAR 

SIMPLE  TECHNIC  — “My  experience  with  Clinitest  has  con- 
vinced me  beyond  a shadow  of  a doubt  that  they  are  the  simplest 
from  the  technical  standpoint  . . .”2 

SELF-GENERATING  HEAT — “The  reagent  tablet,  known  as 
the  Clinitest  Urine  Sugar  Tablet  . . . generates  heat  when  dissolved 
and  the  use  of  externally  applied  heat  is  not  required  ...” 1 

Clinitest — simple,  speedy,  compact,  convenient- — is  dis- 
tributed through  regular  drug  and  medical  supply  channels. 


1.  Kasper,  J.  A.  and  Jeffrey,  I.  A.:  A Simplified  Bene- 
dict Test  for  Glycosuria,  Amer.  J.  Clin.  Pathology, 
74:1 17-21  (Nov.)  1944. 

2.  Haid,  W.  11.:  The  Use  of  Screening  Tests  in  the 
Clinical  Laboratory,  J.  Amer.  Med.  Tech.,  5:606-14 
(Sept.)  1947. 


: 

Identification  cards  for  the  pro- 
tection of  your  diabetic  patients 
now  available  free  upon  request. 
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ELKHART,  INDIANA 
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ONLY  BELLERGAL  PROVIDES  ALL  THREE 

1.  SYMPATHETIC  INHIBITION  with  ergo- 
tamine  tartrate. 

2.  PARASYMPATHETIC  INHIBITION  with 
Bellaf  oline. 

3.  CENTRAL  SEDATION  with  phenobarbital. 


SAN  DOZ 


Originality  • Elegance  * Perfection 


FOR  FUNCTIONAL  DISORDERS 

Patients  with  psychosomatic  disorders  suffer 
somatic  distress  just  as  much  as  those  with  or- 
ganic disease. 

For  these  patients  Bellergal  provides  an  effective 
combination  of  drugs  acting  on  both  divisions  of 
the  autonomic  nervous  system  as  well  as  on  the 
central  nervous  system. 

Use  Bellergal  in  the  treatment  of  gastrointestinal 
neuroses  and  other  functional  disorders. 


Bellergal 


SA N DOZ  PHARMACEUTICALS 

Division  of  SAND0Z  CHEMICAL  WORKS,  INC. 

68-72  CHARLTON  STREET,  NEW  YORK  14,  N.  Y. 
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INTENSIVE 


In  manifest  vitamin  deficiencies 
it  is  inadvisable  and  impractical  to 
rely  primarily  on  dietary  correction. 
The  deprivation  of  essential  nutrient 
factors  usually  has  existed  for  many 
years,  and  it  is  important  to  give 
adequate  treatment  in  order  to  restore 
health  promptly. 

Pluraxin  is  especially  designed 
for  intensive  vitamin  therapy. 


SPECIAL  THERAPEUTIC  FORMULA 

Vitamin  A 

(from  fish  liver  oil)  . 25,000  U.S.P.  Units 

Vitamin  Bi  (thiamine) 15  mg. 

Vitamin  B2  (riboflavin) 10  mg. 

Vitamin  Be  (pyridoxine) 2 mg. 

Nicotinamide 150  mg. 

Folic  acid  , . . 5 mg. 

Calcium  pantothenate 10  mg. 

Vitamin  C (ascorbic  acid) 150  mg. 

Vitamin  D2  (calciferol) 1000  U.S.P.  Units 


Pluraxin 

WITH  FOLIC  ACID 

High  Potency -Therapeutic  Formula- 
Multiple  Vitamin  Capsules 


One  capsule  of  Pluraxin  daily  is 
usually  sufficient.  Some  patients  may 
require  larger  doses  during  the  early 
stages  of  treatment.  In  vitamin 


therapy,  "it  is  far  better  to  pre- 
scribe too  much  than  too  little,  too 
soon  rather  than  too  late"  (Spies). 
Available  in  bottles  of  30  and 
100  capsules;  same  formula  also 
supplied  without  folic  acid,  in  bottles 
of  30  and  100  capsules. 


New  York  13,  N.  Y.  Windsor,  Ont. 
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BORCHERDT 

MALT  SOUP 
EXTRACT 


EST  1068 


/for  Constipated  Babies) 

K Borcherdt’s  Malt  Soup  Extract  is  a laxative 


modifier  of  milk.  One  or  two  teaspoonfuls  in  a 
single  feeding  produce  a marked  change  in  the 
stool.  Council  Accepted.  Send  for  sample. 


BORCHERDT  MALT  EXTRACT  COMPANY,  217  N.  Wolcott  Ave.,  Chicago  12,111. 
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relief  of  constipation  without  catharsis 

"The  treatment  of  chronic  constipation  in  reality  resolves  itself 
into  a consideration  of  the  restoration  of  colonic  function.''1 

NEO-CULTOL*  acts  gently  ...  to  restore  normal  intestinal 
flora,  counteract  intestinal  putrefaction,  and  promote  normal 
colonic  function.  It  is  the  natural  approach  to  relief  of  a distress- 
ing condition  and  avoids  recourse  to  the  widely  deplored 
"cathartic  habit".  NEO-CULTOL  causes  no  flatulence,  griping, 
or  diarrheic  movements.  It  provides  lubrication  without  leakage. 
Supplied:  In  jars  containing  6 oz. 

1.  Soper,  H.  W.:  Am.  I Digest.  Dis.  11  255  (1944). 

i *The  word  NEO-CULTOL  is  a registered  trademark  of  The  Arlington  Chemical  Company. 
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ESTIVIN  (aiin . hay  Fever 

Intraocular  means 


Prompt,  safe  symptomatic  relief  of  the 
distressing  hay  fever  symptoms  — sneez- 
ing, nasal  discharge,  eye  itching,  lacri- 
mation,  etc. — is  effectively  secured  by 
Estivin. 

One  drop  in  each  eye  upon  arising, 
one  before  breakfast,  and  one  after 
breakfast,  will  usually  keep  the  sufferer 
comfortable  well  into  the  morning. 
Estivin  does  not  cause  drowsiness,  or 
depression,  thus  permitting  application 
whenever  indicated. 


Schieffelin  8 


Literature  and  sample 
on  request 


Pharmaceutical  and  Research  Laboratories 
16  Cooper  Square  • New  York  3,  N.  Y. 
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MILESTONES  IN  CARDIORESPIRATORY  HISTORY 


retacus 


OF  Cappadocia  (1st  Century  A.D.) 


First  accurate  description  of  asthma; 
separated  asthma  from  orthopnea. 
"If  heart  be  affected , 
the  patient  cannot  long  survive.'1'’ 


SEARLE 

RESEARCH 
IN  THE  SERVICE 
OF  MEDICINE 


In  the  treatment  of  bronchial  asthma, 

the  clinical  usefulness  of  Searle  Aminophyllin 

is  well  established.  Its  value 

in  patients  who  do  not  respond  to  epinephrine 

or  in  those  in  whom  epinephrine 

is  contraindicated 

has  been  stressed  repeatedly. 

SEARLE  AMINOPHYLLIN* 

— is  accepted  therapy  also 

in  congestive  heart  failure  . . . paroxysmal 

dyspnea  . . . Cheyne-Stokes  respiration. 

C.  D.  SEAHLE  & CO.,  CHICAGO  «().  ILLINOIS 

’Searle  Aminophyllin  contains  at  least  80% 
of  anhydrous  theophylline. 
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D I U R B I T A L 

for 

HYPERTENSION 


CARDIOTONIC  DIURETIC 

VASODILATOR  TRANQUILIZER 


DIURSITAL  CONSISTS  Or 


Theobromine  Sodium  Salicylate 3 grs 

Phenobarbital .'4  gr. 

Calcium  Lactate 1 J-i  grs. 


Dosage:  1 to  2 Diurbital  Tablets  t.i.d. 

SAMPLES  ON  REQUEST 

GRANT  CHEMICAL  CO.,  INC. 

95  Madison  Ave.  New  York  16,  N.  Y. 


To  discourage  thumb-sucking 
ltfK\  and  nail  biting 


i \ 


RECOMMEND 

APPLIED  LIKE 
NAIL  POLISH 


Contains  extract  of  capsicum  (2.34%) 
in  a base  of  acetone  nail  lacquer  and 
isopropyl.  50^  and  $1.00  per  bottle  at 
your  surgical  supply  house  or  druggist. 
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commonest 


SULAMYD  FOCUSES  ON  THE 

colon  bacillus 


cause  of  urinary  tract  infections  • . 


SULAMYD*  searches  out  and  attacks  B.  coli  so  rap- 
idly  that  ‘"results  that  follow  its  use  are  uncanny. 
Occasionally  the  urine  is  sterile  at  the  end  of 
one  day’s  treatment.”1 

RF.COVERY  or  improvement  in  98%  of  200  cases  of 
acute  and  chronic  infections  of  t he  urinary  tract 
was  noted  by  Welebir  and  Barnes.2  typical  of  the 
brilliant  results  achieved  with  Sulamyd.  For 

prophylaxis,  too, 

SULAMYD 

( Sulfacetimide-Schering) 
is  the  chemotherapeutic  agent  of  choice.  In  a group 
of  4.000  women  treated  prophylactically  with 
various  sulfonamides  after  pelvic  surgery.  Sulamyd 
proved  the  most  effective,  reducing  urinary  com- 
plications to  less  than  1%.3 

HIGH  DEGREE  OF  SAFETY  is  coupled  with  this 
remarkable  antibacterial  action.  Highly  soluble 
either  in  alkaline  or  acid  urine  and  rapidly  elimi- 
nated by  the  kidneys  in  high  concentration,  Sulamyd 
has  an  extremely  low  toxicity,  far  less  than  that 
of  other  sulfonamides.4  Concrement  formation  has 
never  been  reported  with  Sulamyd. 

SULAMYD  (Sulf  acetimide- Sobering)  Tablets  of 
0.5  Gm.  in  bottles  of  100  and  1000.  Bottles  of 
5.0  Gm.  powder  for  laboratory  determinations 
of  urine  and  blood  concentrations. 

BIBLIOGRAPHY  I (1)  Wesson,  M.  B.:  West.  J.  Snrg.  49:662,  1941. 
(2)  Welebir.  F..  and  Barnes.  R.  W. : J.A.M.A.  117:2132.  1941.  (3) 
Younge,  P.  A.:  Urol.  & Cutan.  Rev.  49:422,  1945.  (4)  Kearns.  W.  M., 
in  di»(TisRion  on  Herroltl,  R.  D. : isconain  M.  J.  41:467,  1942. 

*<S) 

CORPORATION  • BLOOMFIELD,  NEW  J ERSE'i 

IN  CANADA,  SCHERINC  CORPORATION  LIMITED,  MONTREAL 
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The  cause  of  ammonia  dermatitis  is 
ammonia  liberated  by  bacterial  de- 
composition of  urinary  urea.  DIAPENE 
— impregnated  into  the  laundered 
diaper  merely  by  rinsing  — checks  the 
particular  bacillus  which  releases  am- 
monia from  the  baby’s  urine.  DIAPENE, 
therefore,  prevents  and  relieves  diaper 
rash  by  eliminating  the  cause. 
IMPORTANT: — DIAPENE  is  as  basically 
necessary  as  baby  oil,  powder  or  oint- 
ment, because  chafing,  prickly  heat, 
allergy  rashes,  etc.,  are  often  aggra- 
vated by  ammoniacal  urine.  DIAPENE  is 
a prophylactic  MUST  for  every  baby! 

For  preveniion,  medicate  only  “night"  diapers. 
For  treatment,  medicate  all  the  diapers. 
One  tablet  to  2 qts.  water,  a rinse  for  6 diapers. 


Bacteriologically  and  Clinically 
Tested  for  Doctor’s  Use  — 


Copyr.  11)17.  H.P.C. 


packages  of  20  and  40  tablets. 


Hombmakbrs’  Products  Corporation  ns-io 
380  Second  Ave.,  New  York  10,  N.  Y. 


Please  send  me,  without  cost,  literature  and  sam- 
ples of  DIAPENE  to  eliminate  cause  of  diaper 
rash  ( ammonia  dermatitis). 


Dr. 

Address 


City Zone State 

I average diaper  rash  cases  weekly. 
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Teca  Corporation 

Charles  B.  Towns  Hospital 
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U.  S.  Vitamin  Corporation 
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West  Hill 

Westwood  Pharmacal  Corp. 
White  Laboratories,  Inc.. . . 

Winthrop-Stearns  Inc 

Wyeth  Incorporated 


...  1419 
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epitome  of 

in  modern  saline  catharsis 


Phospho-Soda 
(Fleet)*  is  a solution 
containing  in  each 
100  cc.  sodium 
biphosphate  48  Gm. 
and  sodium 
phosphate  18  Gm. 


In  laxative  therapy,  the  phosphates  of  soda  have  long  been 
recognized  for  their  portability,1  less  drastic  effect,2  comparative 
lack  of  habituation4  or  irritation,3  as  well  as  speed  of  action.5 
In  Phospho-Soda  (Fleet)*,  a stable,  scientific  combination  of  two 
recognized  phosphates  of  soda  epitomizes  these  therapeutic 
advantages  to  a notable  degree.  Mild  yet  thorough  elimination  of 
a harmless  nature  — with  noteworthy  freedom  from  griping,  nausea 
anal  irritation  — is  readily  achieved  with  Phospho-Soda  (Fleet)*.  And 
its  palatability  makes  its  ingestion  easy  for  all.  Promoted  only 
to  the  medical  and  dental  professions. 
Supplied  in  bottles  of  2Vi,  6 and  16  fluidounces. 

•'PHOSPHO-SODA'  and  'FLEET'  are  registered  trade-marks  of  C.  8.  Fleet  Co.,  Inc. 

References;  1.  Gold,. Harry:  In  Conferences  on  Therapy,  N.  Y.  State  J.  of  Med.,  Mar.  1,  1947. 

2.  Goodman,  l.  and  Gilman,  A.:  The  Pharmacological  Basis  of  Therapeutics, 
The  Macmillan  Co.,  New  York,  1941.  3.  Osol,  A.  and  Farrar,  G.  E.:  Dispensatory  of  U.S.A., 

J.  B.  Lippincott  Co.,  Philadelphia,  24th  ed.,  1947.  4.  Sollmann,  T.:  A Manual  of 
Pharmacology,  W.  B.  Saunders  Co.,  Philadelphia,  7th  ed.,  1948.  5.  loc.  cit.,  p.  750. 

C.  B.  FLEET  CO.,  INC. . WchM*  . LYNCHBURG,  VA. 

For  Controlled  Catharsis,  Prescribe 

TRADE  REG.  U.  S.  PAT.  OFF.  MARK 

(fleet)* 

Accepted  tor  Advertising  by  the  Journal  of  the  American  Medical  Association 
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POSITIVE  ROMBERG 

A positive  Romberg  test  (Brauch-Romberg 
symptom)  is  one  of  the  more  characteristic 
evidences  of  cord  involvement  in  pernicious 
anemia.  Because  of  impaired  position  sense, 
the  patient  sways  from  side  to  side  when  he 
stands  with  feet  together  and  eyes  closed. 

Early,  adequate  and  persistent  therapy  is 
essential  for  the  prevention  or  control  of 
spinal  cord  affection  in  pernicious  anemia. 
This  is  most  important  since  neural  in- 
volvement may  cripple  or  incapacitate  the 
patient.  The  quality  of  the  liver  preparation 
employed  thus  becomes  of  utmost  signifi- 
cance. In  the  production  of  ARMOUR 
LIVER  PREPARATIONS  every  precaution 
is  taken  to  assure  therapeutic  efficacy.  The 
ARMOUR  LABORATORIES  has  available 
the  world’s  largest  supply  of  fresh  raw 
animal  material.  Skill  and  care  are  exercised 
to  preserve  the  active  blood  regenerating 
constituents  of  the  fresh  liver — the  hemo- 
poietic principle  as  well  as  secondary  fac- 
tors. The  finished  products  are  tested  for 
potency  on  actual  pernicious  anemia  pa- 
tients in  relapse. 

Have  confidence  in  the  preparation  you  pre- 
scribe— specify  * ARMOUR " 


Liver  Liquid  Parenteral 

4 U.  S.  P.  Injectable  Units  per  cc.  1 cc. , 5 cc. , and  10 
cc.  rubber-capped  vials.  A preparation  retaining  the 
secondary  hemopoietic  factors  and  most  of  the  vitamin 
content  of  the  liver. 

10  U.  S.  P.  Injectable  Units  per  cc.  1 cc.,  5cc.  and 
10  cc.  rubber-capped  vials. 

15  U.  S.  P.  Injectable  Units  per  cc.  1 cc.,  5 cc., 
anil  10  cc.  rubber-capped  vials.  A highly  refined 
and  concentrated  preparation  for  massive  dosage. 

Solution  Liver  Extract — Oral 

45  cc.  equal  1 U.  S.  P.  Oral  Unit.  A readily  assim- 
ilable and  therapeutically  effective  preparation  for 
use  when  the  oral  route  is  indicated  or  preferred. 

Liver  Extract  Concentrate— Capsules 

O capsules  equal  1 U.  S.  P.  Oral  Unit.  Odorless,  taste- 
less. Sealed  gelatin  capsules  in  boxes  of  50,  100. 


A ARMOUR 


HEADQUARTERS  FOR  MEDICINALS  'OF  ANIMAL  ORIGIN 


CHICAGO  9,  ILLINOIS 
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Physician  control  and  convenience  for  the  patient  in  effectively  treating  trichomonas 
vaginitis  is  the  combination  therapy  offered  by  Devegan.  With  this  routine,  one 
may  readily  combat  the  most  intractable  cases  of  trichomonas  vaginitis.  The  arsonic 
acid  component  (acetylaminohydroxyphenylarsonic  acid)  of  Devegan  destroys  the 
organisms,  while  the  carbohydrate  constituent  establishes  the  proper  environment  for 
healthy  vaginal  flora.  • Office  treatments  are  simplified  by  insufflation  of  Devegan 
powder.  (Holmspray  insufflator  No.  3662  fits  the  one  ounce  bottle,  and  No.  622 
the  10  gram  vial.)  Daily  or  less  frequent  insufflations  are  given  depending  upon  the 
severity  of  the  condition.  The  usual  recommendation  for  follow-up  treatments  at 
home  is  the  insertion  of  one  Devegan  tablet  at  night  before  retiring;  this  to  be 
repeated  in  the  morning  if  indicated.  Winthrop-Stearns  Inc.,  New  York  13,  N.  Y.. 
Windsor,  Ont. 

DEVEGAN  powder  for  office  insufflation  in  10  gram  vials  and  1 oz.  and  8 oz.  bottles. 
DEVEGAN  tablets  for  home  treatment  in  boxes  of  2b  and  250. 

V 
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It  is  during  that  all-important  first  year  of 
life  that  the  very  foundation  of  future  health 
and  ruggedness  is  laid.  And  the  well  nour- 
ished baby  is,  in  most  cases,  more  resistant  to  the  common  ills 
of  infancy.  Similac-fed  infants  are  notably  well  nourished ; 
for  Similac  provides  fat,  protein,  carbohydrate  and  minerals, 
in  forms  that  are  physically  and  metabolically  suited  to  the 
infant’s  requirements.  Similac  dependably  nourishes  the 
bottle-fed  infant — from  birth  until  weaning. 


M & R DIETETIC  LABORATORIES,  INC.  • COLUMBUS  16,  OHIO 


A powdered,  modified  milk  product,  especially  pre- 
pared for  infant  feeding,  made  from  tuberculin 
tested  cow's  milk  (casein  modified)  from  which  part 
of  the  butter  fat  has  been  removed  and  to  which  has 
been  added  lactose,  cocoanut  oil,  cocoa  butter,  corn 
oil,  and  olive  oil.  Each  quart  of  normal  dilution 
Similac  contains  approximately  400  U.S.l*.  units  of 
Vitamin  I)  and  2S00  U.S.l*.  units  of  Vitamin  A as 
a result  of  the  addition  of  fish  li\er  oil  concentrate. 
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Because  of  its  inhibition  of  rickettsias,  Paha 
has  a very  favorable  effect  on  Rocky  Moun- 
tain spotted  fever,  murine  typhus  and  related 
infections. 

If  given  early  enough  and  in  adequate  dos- 
age, Paha  shortens  the  course  and  alleviates 
the  symptoms.  Subjective  improvement  is 
dramatic  and  is  noticeable  within  the  first 
twenty-four  hours. 


0.5  Gm.  tablets,  bottles  of  1 00 


Philadelphia  3 

Penns yl  va  nia 

— HI 

liteiiiiiiwu 
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Prolonged-Action  Penicillin 
For  Aqueous  Injection. ..Once  Daily 


Offering  all  the  advantages  of  prolonged-action  penicillin  without  the  disadvantages  of 
the  preparations  hitherto  available.  For  use  in  any  condition  in  which  penicillin  in  oil 
and  wax  is  indicated. 


ONE  DAILY  An  intramuscular  injection  of  300.000  units  of  an  aqueous  suspension 

INJECTION  of  Crysticillin  provides  therapeutic  blood  levels  for  24  hours  in  the 

majority  of  patients  — and  for  36  hours  in  approximately  50%  of  patients. 


MINIMAL  Crysticillin  contains  no  oil  or  wax.  Consequently,  pain  following  intra- 

PAIN  muscular  injection  is  minimal. 


EASILY 

ADMINISTERED 


Crysticillin  is  easily  administered  in  aqueous  suspension  with  a con- 
ventional syringe  and  needle,  neither  of  which  need  be  dry.  Blockage  of 
needle  is  minimized  and  cleansing  facilitated. 


STABLE 

WITHOUT 

REFRIGERATION 


Crysticillin  is  stable  in  the  dry  state  for  12  months.  Sterile  aqueous  sus- 
pension may  be  kept  at  room  temperature  for  a period  of  one  week  without 
significant  loss  of  potency. 


Crysticillin  is  supplied  in  diaphragm-capped  vials  containing  dry  procaine  penicillin 
G together  with  a minute  quantity  of  effective  and  nontoxic  dispersing  and  stabilizing 
agents  — for  suspension  with  sterile  aqueous  diluent. 

1,500.000  unit  multiple-dose  vials 
300,000  unit  single-dose  vials 


A LEADER  IN  PENICILLIN  RESEARCH  AND  MANUFACTURE 


TAKA- COM  BEX 

KAPSEALS® 

correct  and  prevent  inadequate  vitamin 
intake  and  impaired  starch  digestion. 


A A)!  H 
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TAKA-COMBEX  Kapseals  improve  the  nutritional  status 
and  aid  recovery  in  medical  and  surgical  states  of  stress. 
The  recommended  initial  dosage,  six  Kapseals  daily, 
provides  1 gram  of  Taka-Diastase®,  an  amylolytic  en- 
zyme of  outstanding  potency,  which  corrects  incomplete 
digestion  of  starchy  foods  resulting  from  deficiencies  of 
ptyalin  or  amylase.  The  vitamin  content  of  TAKA- 
COMBEX  prevents  deficiencies  of  vitamins  B and  C re- 
lated to  an  inadequate  or  injudicious  diet,  and  aids 
digestion  and  absorption  of  carbohydrates.  The  double 
action  of  TAKA-COMBEX  Kapseals  — digestive  and  nu- 
tritive—is  particularly  important:  during  pregnancy, 
wherein  digestive  disturbances  are  common  and  vita- 
min requirements  are  increased;  during  convalescence, 
to  promote  wound  healing,  to  combat  anorexia,  and  to 
hasten  recovery;  and  in  geriatrics,  as  prophylaxis  against 
the  hazards  of  capricious  dietary  habits. 

EACH  TAKA-COMBEX  KAPSEAL  CONTAINS! 

Taka-Diastase 2%  gr. 

Vitamin  Bt  (Thiamine  Hydrochloride)  ....  3 mg. 

Vitamin  B2  (Riboflavin) 3 mg. 

Vitamin  B(i  (Pyridoxine  Hydrochloride)  . . 0.5  mg. 

Pantothenic  Acid  (Sodium  salt) 3 mg. 

Nicotinamide 10  mg. 

Vitamin  C (Ascorbic  Acid) 30  mg. 

With  other  components  of  the  Vitamin  B Complex  de- 
rived from  liver. 


Available  in  bottles  of  100  and  1000. 


C A 


bi 


PARKE,  DAVIS  & COMPANY  • DETROIT  32.  MICHIGAN 

w* 


Of  the  so-called  minor  complaints  of 
pregnancy,  a contributor  to  the  medical 
literature*  makes  the  following  statement 
concerning  backache  — 

"Backache  seemed  to  be  due  to  several 
causes.  Strain  of  the  lumbar  muscles  and  the 
vertebral  ligaments,  due  to  a change  in  the 
center  of  gravity  was  often  responsible; 
fallen  arches  aggravated  the  complaint.  It 


was  relieved  by  rest  in  bed.  A maternity 
corset  with  moderately  rigid  stays  in  the  back 
was  of  benefit  . . . Sacro-iliac  relaxation  as 
evidenced  by  pain  over  the  joint  was  usually 
unilateral  and  was  referred  along  the  sciatic 
nerve.  Usually  a maternity  corset  would  re- 
lieve it.  This  corset  should  have  a strap  or 
other  device  that  will  pull  it  snug  over  the 
sacro-iliac  region.’’ 


* Charles  J.  Marshall,  New  York  Journal  of  Medicine,  Vol.  34,  Aug.  15,  1934 

Camp  prenatal  supports  are  unique  in  that  the  overstrap  with  its  buckle  (through  which 
the  lacings  ply)  allows  the  support  to  be  drawn  evenly  and  firmly  about  the  pelvis; 
thus  the  pelvic  joints  are  protected  and  steadied. 

From  such  a foundation,  the  hack  of  the  patient  is  well  supported  and  the  abdominal 
muscles  are  aided  in  holding  the  increasing  load  in  position. 

S 


S.  H.  CAMP  AND  COMPANY  • JACKSON,  MICHIGAN 

World's  Largest  Manufacturers  of  Scientific  Supports 
Offices  in  New  York  • Chicago  • Windsor,  Ontario  • London,  Hngland 
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PROTEINS. ..Pre-  and  Post  operative 


Doctor, 


"Surgical  patients  in  many  instances  tend  to  come  to 
operations  in  a depleted  state.  There  are  many  reasons 
for  this:  chronic  gastro-intestinal  disease  . . . long- 
standing infectious  processes  ...  or  loss  of  blood. 
The  preparation  of  the  patient  for  surgery  includes 
nutritional  preparedness.  In  the  first  instance,  this 
means  a good  supply  of  proteins  and  carbohydrates. 

"The  operation  itself  and  the  reaction  of  the  body 
to  it  in  the  immediate  convalescent  period  are  likely  to 
increase  breakdown  of  body  protein.  There  seems 
little  doubt  that  the  recent  stress  upon  maintenance 
and  supplementation  of  dietary  protein  has  had  a 
beneficial  effect  upon  the  period  of  convalescence  and 
the  incidence  of  complications."* 

SWIFT’S  STRAINED  MEATS 

Palatable  protein  supplementation 
• for  patients  on  soft,  smooth  diets 

When  surgery  or  disease  creates  a problem  in  protein 
supplementation,  many  physicians  now  use  Swift  s 
Strained  Meats.  These  all-meat  products  provide  an 
abundant  and  palatable  source  of  complete,  high- 
quality  proteins,  B vitamins  and  minerals.  Originally 
developed  for  infant  feeding,  the  meats  are  strained 
fine — may  easily  be  used  in  tube-feeding  or  for  oral 
feeding  in  soft  diets.  Swift’s  Strained  Meats  are  con- 
venient to  use — ready  to  heat  and  serve.  Six  kinds 
provide  variety  and  tempting  flavors  that  help  combat 
anorexia:  beef,  lamb,  pork,  veal,  liver  and  heart. 
y/2  ounces  per  tin. 

*"The  Importance  of  Protein  Foods  in  Health  and  Disease" — new, 
physicians  handbook  on  protein  feeding.  Prepared  hy  a physician,  in 
conjunction  with  the  Nutrition  Division  of  Swift  & Company,  this  booh  ■ 
let  will  be  sent  you  free  on  request.  Simply  fill  out  the  coupon. 


Also  Swift’s  Diced  Meats  — 

for  high-protein  diets  requiring 
foods  in  a form  less  fine  than 
strained,  these  render,  juicy 
pieces  of  meat  are  highly  de- 
sirable. 


AH  nutritional  statements  made  in  this  advertisement  are 
accepted  hy  the  American  Medical  Association's  Council  on 
Foods  and  Nutrition . 


Address 

City State 


Swift  & Company 
Dept.  SMB 
Chicago  9,  Illinois 


Please  send  me  my  free  copy  of  "The 
Importance  of  Protein  Foods  in  Health 
and  Disease.” 


SWIFT  & COMPANY  • CHICAGO  9,  ILLINOIS 
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“Constipation  is  a symptom  that  at  one  time  or  another 
is  of  concern  to  a great  proportion  of  the  population.” 

— Cattell,  McK.:  Conferences  on  Therapy, 
N.Y.St.J.  Med.,  41:  1959  (Oct.  l)  1941. 


Today’s  physicians,  constantly  confronted  with  the  constipation 
problem  especially  in  the  sedentary  case,  senility,  convalescence, 
have  a highly  effective,  regulative  agent  at  their  command — < 

KONDREMUL 


An  Emulsion  of  Mineral  Oil  and  Irish  Moss 

Kondremul  provides  a smooth,  fecal-softening  action  without 
griping  or  irritation. 

3 Dosage  Forms: 

KONDREMUL  Plain  (containing  55%  mineral  oil) 

KONDREMUL  with  non-bitter  Extract  of  Cascara  (4.42  Gm; 
per  100  cc.) 

KONDREMUL  with  Phenolphthalein — .13  Gm.  (2.2  grs.) 
phenolphthalein  per  tablespoonful. 


Canadian  Distributors: 

Charles  E.  Frosst  & Co.,  Box  247,  Montreal,  Quebec. 

THE  E.  L.  PATCH  COMPANY  • boston,  mass. 
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report!  covering  a comprehensive  study 
reveals  that  the  diaphragm-jelly  technique  is  the  over- 
whelming choice  of  clinicians  versed  in  conception 
control. 

In  keeping  with  this  authoritative  opinion,  we  suggest 
the  specification  of  the  “RAMSES”*  Prescription  Packet 
No.  501  when  you  desire  to  provide  the  patient  with 
the  optimum  in  protection. 

The  quality  of  “RAMSES”  Gynecological  Products  is 
the  finest  obtainable.  They  are  available  through  all 
recognized  pharmacies. 

Active  Ingredients:  Dodecaethyleneglycol  Monolaurate  5%;  Boric  Acid  1%; 
Alcohol  5% 


gynecological  division 

JULIUS  SCHMID , Inc. 

423  West  33th  Street,  NetvYork  19,  N.  Y. 

quality  first  since  rSS) 


*The  word  "RAMSES’’  is  a 
registered  trademark  of  Julius 
Schmid,  Inc. 

tH  uman  Fertility  10:  25  (Mar.) 


% ,/•  “ " •*<„  / “ 


1945. 
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An  interesting 
new  development  in 
inunction  therapy 


Because  of  the  constant  demand  for  an  external  preparation  that  can  be 
safely  used  as  a "home  remedy”,  we  have  developed  A-5  3 5 Rub. 

A-5  35  Rub  is  intended  for  the  symptomatic  relief  of  those  conditions 
for  which  external  analgesics  and  counter-irritants  are  commonly  used. 
A-535  contains  a combination  of  analgesics  with  a high  percentage  of 
methyl-salicylate  in  a new  type  of  greaseless,  stainless,  vanishing  base, 
which  permits  ease  of  application  and  almost  instant  utilization  of  the 
medications. 

Because  home  remedies  are  used  generally,  we  believe  the  manufacturer 
has  a dual  responsibility.  He  must  offer  only  such  products  which  may 
safely  be  used  in  the  average  household  and  must  inform  the  medical 
profession  of  the  product’s  ingredients  and  action. 


The  formula  of  A-535  Rub  is 


Methyl-Salicylate 12% 

Oil  of  Eucalyptus V2V0 

Menthol 1% 

Camphor 1% 

Base  (specially  prepared) 8 51/2% 


A-5  35  Rub  has  been  thoroughly  tested  both  clinically  and  in  over  6,000 
homes.  If  you  would  like  a tube  of  A-535,  just  drop  us  a line. 


THE  DENVER  CHEMICAL  MANUFACTURING  COMPANY,  Inc. 

163  Varick  Street  New  York  13,  N.Y. 


ACETONE  TEST  (Denco)  for  the 
GALATEST  for  the  instantaneous  rapid  detection  of  acetone  in  the 

detection  of  sugar  in  the  urine.  urine. 
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WHEN  YOU  NEED  A GOOD  SUPPORT 

FOR  REDUCIBLE  HERNIA  — may  we  suggest  the  advantages  of 

“custom-made”  Protection,  designed  to  meet  the  described  needs  of  each  particular  case?  Physi- 
cians, who  know  from  experience,  can  tell  you  that  Rice  “custom-made”  Supports  foF  reducible 
HERNIA  are  truly  different  and  that  our  methods  are  dependable.  With  dozens  of  different 
styles,  shapes  and  types  of  pads  at  our  disposal  and  with  a full  realization  of  our  responsibility  to 
those  who  put  their  faith  in  us  —we  respectfully  offer  our  services  for  your  approval.  Descrip- 
tive literature  and  measurement  charts  on  request 

WILLIAM  S.  RICE,  Inc.,  (Lock  Box  101),  ADAMS,  NEW  YORK 

BRANCH  SUPPLY  AND  FITTING  OFFICES 

BUFFALO,  N.  Y,— ROCHESTER,  N.  Y.— PITTSBURGH,  PA. 


INDEX  TO  ADVERTISED  PRODUCTS 


A-535  Rub  (The  Denver  Chemical  Manufac- 
turing Company,  Inc.) 1338 

Aminet  (Ernst  Bischoff  Company  Inc.) 1415 

Aminophyllin  (H.  E.  Dubin  Laboratories, 

Inc.) 1339 

Aminophyllin  (G.  D.  Searle  & Co.) 1323 

“A.P.L.”  (Ayerst,  McKenna  & Harrison 

Limited) 1343 

ARBEC  (Fellows  Medical  Mfg.  Co.  Inc.) . . . 1344 

Aspergum  (White  Laboratories,  Inc.).  . .1340-1341 
Bellergal  (Sandoz  Chemical  Works,  Inc.).  . . 1318 

Boroleum  (Sinclair  Pharmacal  Co.,  Inc.) ....  1350 

Clinitest  (Ames  Company,  Inc.) 1317 

Crysticillin  (E.  R.  Squibb  & Sons) 1332 

Devegan  (Winthrop-Stearns  Inc.) 1329 

Diapene  (Homemakers’  Products  Corpora- 
tion)  1326 

Diurbital  (Grant  Chemical  Co.,  Inc.) 1324 

Droplex  (The  S.  E.  Massengill  Company) ...  1348 

Elamine  (Interchemical  Corporation) 1314 

Estivin  (Schieffelin  & Co.) 1322 

Guiathyme  (Harmon  Chemicals,  Inc.) 1342 

Histadyl  Hydrochloride  (Eli  Lilly  and  Com- 
pany)   1352 

Kondremul  (The  E.  L.  Patch  Company)  . . . . 1336 

Liver  Preparations  (Armour  Laboratories) . . 1328 

Mercuhydrin  (Lakeside  Laboratories,  Inc.) . 1349 

Metandren  Linguets  (Ciba  Pharmaceutical 


Neo-Cultol  (The  Arlington  Chemical  Com- 
pany)  1321 

Nitranitol  (The  Wm.  S.  Merrell Company)  .2nd  cover 
Nucarpon  (Standard  Pharmaceutical  Co., 


Paba  Sodium  (Wyeth  Incorporated) 1331 


Phospho-Soda  (C.  B.  Fleet  Co.,  Inc.) 1327 

Pluraxin  (Winthrop-Stearns  Inc.) 1319 

Pyridium  (Merck  & Co.,  Inc.) 1422 

Ramses  (Julius  Schmid,  Inc.) 1337 

Strean-Tabs  (Atlantic  Manufacturing  Corp.)  1413 

Sulamyd  (Schering  Corporation) 1325 

Taka-Combex  (Parke,  Davis  & Company) . . 1333 

Thesodate  (Brewer  & Company,  Inc.) 1411 

Thum  (Num  Specialty  Co.) 1324 

Vi-Syneral  (U.  S.  Vitamin  Corporation)  ....  1346 

Westhiazole  Vaginal  (Westwood  Pharmacal 

Corp.) 1345 

Dietary  Foods 

Dextri-Maltose  (Mead  Johnson  & Co.) . . .4th  cover 
Evaporated  Milk  (Nestle’s  Milk  Products, 

Inc.) 1351 

Malt  Soup  Extract  (Borcherdt  Malt  Extract 

Company) 1320 

Milk  Stout  (Greenwich  Village  Beverages, 

Inc.) 1350 

Similac  (M  & R Dietetic  Laboratories,  Inc.)  1330 

Strained  Meats  (Swift  & Company) 1335 

Medical  & Surgical  Equipment 

Artificial  Eyes  (Fried  & Kohler,  Inc.) 1313 

Artificial  Limbs  (J.  E.  Hanger) 1342 

Hydrogalvanic  Generators  (Teca  Corpora- 
tion)  1413 

Orthopedic  Shoes  (Pediforme  Shoe  Co.) 1350 

Supports  (S.  H.  Camp  and  Company) 1334 

Supports  (Wm.  S.  Rice,  Inc.) 1339 

Miscellaneous 

Books  (Grune  & Stratton) 1316 

Brioschi  (G.  Ceribelli  & Co.) 1350 

Cigarettes  (R.  J.  Reynolds  Tobacco  Co.) ....  1315 

Spring  Water  (Saratoga  Springs  Authority) . . 1347 


BURDENED  HEART 

j 

EDEMATOUS  TISSUES 


DUBIN  AMINOPHYLLIN 

ACTIVE  DIURETIC  • MYOCARDIAL  STIMULANT 
BRONCHIAL  RELAXANT 


DISTRESSED  LUNGS 


In  Bronchial  Asthma,  Paroxysmal  Dyspnea, 
CheynejStokes  Respiration. 


TABLETS  • AMPULS  • POWDER  • SUPPOSITORIES 


H.  E.  DUBIN  LABORATORIES,  Inc.,  250  East  43rd  St.,  New  York  17,  N.Y. 


LABORATORIES,  INC., 

i 


through 

“SALIVARY  ANALGESIA” 

In  post-tonsillectomy  care — and  for  relief  of  “sore  throat” 
in  acute  and  chronic  tonsillitis  and  pharyngitis — salivary 
analgesia  is  provided  by  Aspergum;  the  analgesic  is  continually 
and  gradually  released  as  the  preparation  is  chewed. 

Aspergum  brings  pain-relieving  acetvlsalicylic  acid  into  intimate 
and  prolonged  contact  with  crypts  and  folds  of  the  mucosa  seldom 
reached,  even  intermittently,  by  gargling  or  irrigation. 

Gentle  stimulation  of  muscular  action  helps  relieve  local  spasticity 
and  stiffness,  at  the  same  time  hastening  absorption  of 
inflammatory  products. 

The  pleasant  flavor  and  form  of  Aspergum  make  it  an  easy 
means  of  providing  analgesia  and  antipyresis, 
particularly  for  children. 

Dillard’s  Aspergum  contains  3V2  grains  of  acetylsalicylic 
acid  in  a palatable  chewing  gum  base. 


ANALGESIA-PLUS 
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GUIATHYME 

Reg.  U.  S.  Pa*.  Off. 

FOR  THE  EFFECTIVE  REDUCTION  OF 
CONGESTION  IN  BRONCHITIS  AND 
OTHER  TYPES  OF  RESPIRATORY 
INFECTIONS 


GUIATHYME,  administered  intramuscularly, 
tends  to  liquefy  the  mucous  secretions  and 
promote  drainage.  Indicated  in  the  manage- 
ment of  bronchitis,  bronchial  infections, 
asthma.  Also  effective  as  an  adjuvant  in 
acute  coryza,  sinusitis,  chronic  asthmatic 
bronchitis,  rhinitis,  influenza  and  other  res- 
piratory infections.  Caution:  Not  intended 
for  use  in  tuberculosis. 

FOR  INTRAMUSCULAR  USE -2  cc.  Ampuls 
Each  2 cc.  of  GUIATHYME  contains: 

Guaiacol  0.1  gm.  Eucalyptol  0.1  gm. 

Iodoform  0.02  gm.  Gomenol  0.12  gm. 

Camphor  0.05  gm.  Corn  Oil  q.s. 

Write  for  full  details 

HARMON  CHEMICALS,  INC. 

66  HERKIMER  PLACE  • BROOKLYN  16,  N.  Y. 


• . • tot  wearers, 
particularly  women,  the 
natural  appearance  and 
the  freedom  of  action 
afforded  are  the  out- 


standing qualities  of  Hanger  Limbs.  Miss  Ferris  Jones, 
a nurse  wearing  a Hip  Control  Leg,  says:  "I  never  for- 
get that  I could  not  be  here — or  anywhere  that  I'd  like 
to  be  without  my  leg.  I am  able  to  carry  on  famously — 
and  for  me  life  has  regained  all  its  flavor.  Thank  you  for 
making  this  possible." 


HANGER^til!mbs 

98  Central  Ave.  104  Filth  Avenue 

Albany  6,  N.  Y.  New  York  11,  New  York 

200  Sixth  Avenue 
Pittsburgh  30,  Pe. 


OF  THE  MEMBERSHIP  OF  THE  MEDICAL  SOCIETY 
OF  THE  STATE  OF  NEW  YORK  MADE  A 
CONTRIBUTION  TO  THE  PHYSICIANS'  HOME  IN  1947. 

SINCE  1942  EACH  YEAR  HAS  BEEN  MARKED  BY 
AN  EVER-INCREASING  APPRECIATION  OF  THE 
IMPORTANCE  OF  THE  WORK  DONE  BY  THE 
PHYSICIANS'  HOME. 


Will  you  help  insure  the  continuance  of  this  work? 

make  check  payable  to 


hysicians’ 


ome 


CHAS.  GORDON  HEYD,  M.D.,  PRESIDENT 

52  EAST  66  STREET,  NEW  YORK  21 
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simply 

remember 

the  initials 


.•  • • » 


. . . when  you  require  a dependable,  biologically  standardized 

chorionic  gonadotropin.  “ A.P.L is  available  in  three 

strengths  for  intramuscular  injection: 

No.  488—100  I.U.  per  cc.,  in  vials  of  10  cc. 

No.  500—500  I.U.  per  cc.,  in  vials  of  5 cc.  and  10  cc. 

No.  999—1000  I.U.  per  cc.,  in  vials  of  10  cc. 

For  convenience  and  economy  many  physicians 
prefer  the  injection  of  high  dosages  of  chorionic 
gonadotropin  in  a minimum  volume. 


"A.P.L. 


Rrand  of 
Chorionic 
Gonadotropin 


Ayers  t,  McKenna  & Harrison  Limited 

22  East  40th  Street,  New  York  16,  New  York 
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SEDATION  BY  SUPPOSITORY 


m 


FOR 

Asthmatic 

Geriatric 

Psychotic 

Patients 


For  many  patients,  injectable  medication  is  unsuit- 
able; yet  oral  sedatives  may  produce  gastric  upset, 
or  be  too  slow  in  taking  effect.  In  such  cases,  sedation 
by  suppository  will  often  prove  the  most  satisfactory 
means  of  treatment.  1 1 is  also  useful  as  a supplement 
to  other  forms  of  sedative  therapy. 

The  sodium  pentobarbital  quickly  relieves  tension 
and  nervousness,  and  the  sodium  phenobarbital 
prolongs  the  action  to  assure  a restful  night  of 
sleep.  The  aminophylline  alleviates  spasm,  resulting 
in  a greater  effectiveness  of  the  barbiturates,  even 
in  asthmatic  patients.  The  benzocaine  contributes 
an  adequate  local  anesthetic  effect. 

DOSE:  Adults,  one  suppository  rectally  (inserted  above  the 
sphincter)  at  bedtime. 


Aminophylline 

Barbiturate 

Compound 

SUPPOSITORIES 


FORMULA 

I'.aeli  ArlieC  Suppository  contains: 


Pentobarbital  Sodium  . . . 0.03  Gm. 

Phenobarbital  Sodium  . 0.03  Gm. 

Aminophylline 0.50  Gm. 

Pill  vl  1 m l n obeli  zoale 


Available  in  packages  of  12 


IUO  Cm. 


26  CHRISTOPHER  STREET,  NEW  YORK  14,  N 


1345 


f reedo 


r o m 


VAGINITIS 


effectively 


SPEEDS  RELIEF  from  itching, 
discharge,  foul  odor,  etc.,  and 
recovery  within  2 to  7 weeks. 


RAPIDLY  ACHIEVES  vaginal 
acidity  and  flora  hostile  to 
pathogenic  organisms. 


simply  • quickly 


single-dose  disposable  applicators 


The  "single  agent  of  choice"  1 
in  all  types  of  vaginitis 
and  cervicitis, 

WESTHIAZOLE*  VAGINAL  . . . 


ARRESTS  INFECTION, 

assures  faster  healing  by  intensive 
local  sulfathiazole  concentration. 


S?  NEW  LITERATURE?  Send  coupon,  please 

4 ■ 

EX2S£~ f 

Dmp,„  end  « •*-»  « V05'"  * 


(dress 


INTIMATELY  MEDICATES 

mucosa  by  adhesive  solution 
in  vaginal  secretions. 


WESTWOOD  PHARMACAL  CORP. 

BUFFALO  13,  N.  Y. 

SUBSIDIARY  FOSTER  MILBURN  CO 


WESTHIAZOLE  VAGINAL  FORMULA 

10%  SULFATHIAZOLE,  4%  UREA, 
3%  LACTIC  ACID  in  polyethlyene 
base.  NON-IRRITANT,  NON-TOXIC. 

•T.M.REG.  U S.  PAT.  Off 
1.  Siegler,  S.L.:  Amer.  J.  Obslet. 

& Gyn  52  1,  1946. 
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an  aqueous  solution  of 
fat-soluble  and 
water-soluble  vitamins 
for  intramuscular  injection* 


Each  2 cc.  am  pul  provides 


in  aqueous  solution : 

Vitamin  A — 1 0,000  U.S.P.  Units 
Vitamin  D —1,000  U.S.P.  Units 
Thiamine  HCI  (B,) — 10  mg. 
Riboflavin  (B2) — 1 mg. 
Pyrtdoxine  HCI  (B6) — 3 mg. 
Niacinamide — 20  mg. 
Ascorbic  Acid  (C) — 50  mg. 
Alpha-Tocopherol  (E) — 2 mg. 

for  intramuscular  injection 


1.  Ready  to  inject — no  mixing, 
no  diluting,  no  heating. 
2.  Free  from  local  irritation,  characteristic 
of  parenteral  oil  solutions. 


•special  process  developed  in 
U.  S.  Vitamin  Corporation  research  laboratories 
and  protected  by  U.  S.  Patent  No.  2,417,299. 


u.  s.  vitamin  corporation 

casimir  funk  laboratories , inc.  ( affiliate ) 

250  E.  43rd  Street  • New  York  17,  N.  Y. 


Detailed  literature 
and.  sample 
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Findings 
from  the 
Saratoga  Spa 
records 

INHALATIONS 


The  results  obtained  in  the  treatment  of 
738  patients  with  inhalation  at  the  New 
York  State-owned  Saratoga  Spa  show  in- 
teresting tendencies. 

Marked  relief  of  the  condition  treated  was 
noted  in  38  patients  (5.2%);  moderate 
relief  in  468  patients  (63.4%);  temporary 
relief  in  46  (6.4%);  and  no  change  in 
185  (25%). 

Conditions  for  which  the  treatments  were 
given  included  sinusitis, coryza, bronchitis, 
chronic  rhinitis,  bronchial  asthma,  laryn- 
gitis, allergic  rhinitis,  hay  fever,  and 
pharyngitis.  The  treatments  consisted  of 
the  inhalation  of  finely  nebulized  saline- 
alkaline,  naturally  carbonated  mineral 
waters,  and  medicated  oils. 

The  relief  obtained  bore  a definite  relation 
to  the  number  of  treatments  taken.  In 


acute  conditions,  from  four  to  six  treat- 
ments were  necessary  to  obtain  consistent 
improvement  while  in  chronic  conditions, 
twelve  to  fifteen  treatments  were  usually 
required. 

Inhalations  are  taken  without  discomfort, 
which  is  an  important  factor  in  therapy. 

The  safety  of  the  therapy  can  be  stressed. 
Reactions  of  significance  occurred  in  only 
three  patients.  One  patient  may  possibly 
have  had  a sensitivity  to  chlorenan,  one 
developed  an  acute  asthmatic  paroxysm, 
and  the  third  noted  a general  reaction  to 
epinephrine.  • 

Attention  to  the  general  condition  of  the 
patients  suffering  from  respiratory  dis- 
orders is  an  important  factor.  Inhalations 
have  a definite  place  in  the  general  cure" 
regimen  of  a spa. 


* As  printed  in  the  New  York  Slate  Jour  mil  of  Medicine,  44:1214  (June  1)  1944. 


Physician,  Give  Heed  to  Thine  Own  Health  " 

Many  physicians  have  come  to  the  Spa  for  the  same 
kind  of  treatments  that  have  helped  their  patients 
here.  After  a restorative  "cure”  at  t lie  Spa,  you,  too, 
will  return  to  your  practice  refreshed — revitalized — 
ready  for  the  busy  days  that  lie  ahead. 

For  professional  publications  of  the  Spa,  and  phy- 
sician’s sample  carton  of  bottled  waters  with  their 
analyses,  write  W.  S.  McClellan,  M.D.,  Medical  Di- 
rector, Saratoga  Spa,  155  Saratoga  Springs, New  York. 

Listed  by  the  Committee  on  American  Health 
Resorts  of  the  American  Medical  Association 


THE  EMPIRE  STATE'S  CONTRIBUTION  TO  THE  MEDICAL  PROFESSION 
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Many  essential  nutrients,  such  as  vitamins  of  the  B complex, 
vitamins  C and  D,  iron  and  other  hemopoietic  factors,  frequently  are 
not  supplied  in  adequate  amounts  in  the  infant’s  dietary, 
even  after  addition  of  the  usual  solid  foods. 

For  the  purpose  of  early  and  adequate  dietary  supplementation,  Droplex 
proves  a convenient  means  of  supplying  these  nutritional  essentials. 

Each  cc.  (l5  minims)  provides: 

Thiamine  Hydrochloride  (Bi)  4.0  mg.  Liver  Concentrate  1-20  400.0  mg. 

Riboflavin  (Bo)  2.0  mg.  Ferrous  Sulfate  (equivalent  to 

Niacinamide  (Nicotinamide)  40.0  mg.  10  mg.  of  elementary  iron)  50.0  mg. 

Pyridoxine  Hydrochloride  (Br)  0.5  mg. 

The  hemopoietic  efficacy  of  Droplex,  of  special  significance  in  view  of  the  “physiologic” 

anemia  of  infants,  rests  upon  the  highly  available  and  readily  utilized  bivalent  iron  of 
ferrous  sulfate  and  on  the  factors  obtained  from  fresh  liver  concentrate  (in  1 cc.  of 

Droplex  the  equivalent  of  8 Gm.  of  fresh  liver  is  provided).  Droplex  is  easily 
administered  by  mixing  with  the  milk  formula  or  fruit  juice.  \ 

Droplex  has  also  proved  of  excellent  value  in  the  dietary  supplementation  ^ 
of  older  children  and  adults,  since  it  provides  ready  flexibility  of  \ 

dosage.  Dose,  0.3  to  0.6  cc.  (5  to  10  minims)  3 or  4 times  daily. 

Supplied  in  1 oz.  bottles  with  special  dropper, 

graduated  in  5 and  10  minims,  and  in  pint  bottles. 


THE  S.  E.  MASSENGILL  COMPANY 
Bristol,  Tenn.-Va. 

NEW  YORK  . SAN  FRANCISCO  • KANSAS  CITY 
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tide 


moderr^diuretic  therapy 

Timely  |49Je^ti«»s-rof  mercuhydrin  combat  the  rising  tides  of 

fluid  and  check  recurrences  by  mobilizing  water-binding 
and  stimulating  its  urinary  excretion. 

mercuhydrin  facilitates  the  recommended  frequent-dosage 
schedules2  of  modern  diuretic  therapy.  Convenience,  high  local 
'tolerance3  1,6  and  increased  safety  of  the  intramuscular  route6  foster 
the  maintenance  of  a relatively  constant  level  of  body  fluid  by  repeated 
injections,'  thus  sparing  patients  the  distressing  consequences  of 
intermittent  massive  diuresis. 


Prompt  inauguration  of  mercuhydrin  diuresis  in  cardiac  patients 
exhibiting  nocturnal  dyspnea,  orthopnea,  pulmonary  rales,  cardiac 
asthma  and  insomnia  relieves  discomfort  and  prolongs  life.8 


ivelf  fc/elateei /ctcufluj  a efitiieiic  e/  cfeice 

Administration  prior  to  or  concurrently  with  digitalization  avoids 
driving  the  faltering  heart  against  an  accumulated  fluid  burden  and 
prevents  the  overdigitalization  which  may  occur  when  postponed 
diuretic  therapy  mobilizes  previously  administered  cardioactive 
glycosides  from  edema  fluid.® 


DOSAGE:  1 cc.  or  2 cc.  intramuscularly  or  intravenously,  given  daily,  or  as 
indicated,  until  a weight  plateau  is  attained.  Subsequently  the  interval 
between  injections  is  prolonged  to  determine  the  maximum  period  permitted 
to  intervene  between  maintenance  injections. 


PACKAGING:  MERCUHYDRIN  (meralluride  sodium)  is  available  in  1 cc. 
and  2 cc.  ampuls. 


BIBLIOGRAPHY:  1.  Reaser.  P.  B.  and  Burch.  G.  E. : Proo.  Soe.  Exper.  Biol  & Med.  63:543.  1940. 

2 Conferences  on  Therapy.  New  York  State  J.  Med.  43:2300,  1943.  3.  Flnkelsteln,  M.  B.  and  Smyth. 

C.  J.:  J.  Michigan  State  Med.  Soc.  45:1018,  1946.  4.  Modell.  W . Gold.  H..  Clarke.  I).  A.: 

.1.  Pharm.  & Expcr.  Therap.  84:284,  1945.  5.  Jezer,  A.  and  Gross.  II  : Med.  Clin.  North  America. 

Sept.  1947,  p.  1301.  0.  Wexler,  .1.  and  Ellis,  L.  B. : Am.  Heart  J.  27:80,  1944.  7.  Conferences  on 
Therapy.  New  York  State  J.  Med.  44:280.  1944;  46:02,  1910.  8.  Donovan.  M.  A : New  York  State  J.  Med. 
45:1756  (Auk.  15)  1945.  9.  Levine,  S.  A.:  Clinical  Heart  Disease,  2nd  ed.,  Philadelphia. 

W.  B.  Saunders,  1942,  p.  334. 
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From  infants,  to  adults-  Pediforme 
Shoes  follow  the  need  for  changing 
lasts  to  more  perfectly  conform  to  the 
natural  development  of  the  feet. 

Undoubtedly  a reason  for  sending 
your  patients  to  a Pediforme  shop 
when  proper  shoes  are  indicated. 


MANHATTAN  — 34  West  36th  Street 
BROOKLYN  — 288  Livingston  Street 
FLATBUSH  — 843  Flatbusl.  Avenue 
HEMPSTEAD  — 241  Fulton  Avenue 
NEW  ROCHELLE-545  North  Avenue 
FAST  ORANGE  — 29  Washington  PI 
HACKENSACK-290  Main  Street 


NOW  IN  AMERICA ! 


Long  a best-seller 
in  the  United  Kingdom, 
MACKESON’S  MILK  STOUT 
is  an  entirely  different  and 
really  delicious  brew  that  can 
be  recommended  in  all  cases 
where  a stout  is  advisable.  It 
contains  the  carbohydrates 
of  the  purest  dairy  milk. 

Samples  sent  on  request 
Imported  by 

Greenwich  Village  Beverages,  Inc. 
579  West  1 30tb  St.,  New  York  City 


B R IOS  C H I 

A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

G.  CERIBELLI  & CO. 


121  VARICK  STREET 


NEW  YORK 


BOROLEUM 

Contains  Menthol, 

Camphor,  Eucolyptol,  Methyl  Salicylate,  Boric  ^ 
Acid,  and  Petrolatum. 

SINCLAIR  PHARMACAL  CO.,  Ine. 

72  CORTLANDT  STREET 
New  York  7,  N.  Y. 


$1,000,000.00 

has  been  salvaged  from  unpaid  medical 
bills  at  no  cost  to  our  clients. 


Send  this  ad  for  details. 

CRANE  DISCOUNT  CORPORATION 

230  West  41  St  New  York  1 8,  N.  Y. 

Erfeblishcd  1933 
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• Scene  at  Nestles  Nursery,  Vevey,  Switzerland— Dedicated  to  the  protection  ot  babies  from  birth  through  their  first  year 


Used  ’round  the  world  in  infant  feeding 


For  more  than  three  genera- 
tions— over  80  years — Nestle's 
Milk  Products  have  been  used 
all  around  the  world,  contribu- 
ting in  no  small  measure  to  the 
better  feeding  of  babies. 

Nestle's  is  proud  of  the  con- 
tribution it  has  made  to  progress 
in  infant  feeding;  with  each  ad- 
vance in  scientific  knowledge,  it 


provement  in  product.  Thus, 
Nestle’s  was  the  first  evaporated 


milk  fortified  with  400  U.S.P. 
units  of  genuine  Vitamin  Dj  per 
pint. 

Nestle’s  accepts  milk  only 
from  carefully  inspected  herds. 
As  further  assurance  of  quality, 
rigid  controls  check  Nestle's 
Milk  every  step  of  the  way.  We 
even  take  the  plant  apart  every 
day  and  wash  it! 


That’s  why  so  many 

NlSTLil  m 

doctors  recommend 

EVAPORATED  (^P 

HeXTLEj  Milk 

C , J 1 il  jiouNiii  ont  lKWrrw 

W SI  10001  AND  ]• 

•VhuiuiiiomA  VITAMIN  o 

uron  rmtooic 
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( T h e n y I p y r a m i n e Hydrochloride,  Lilly) 


► Pollinosis 

► Food  and  drug  allergy 

► Alopic  dermatilis  and  eczema 
Chronic  urticaria 

► Allergic  cough 


‘Histadyl  Hydrochloride’  (Thenylpyramine 
Hydrochloride,  Lilly)  is  a potent  antihistaminic  which 
is  relatively  free  from  side  actions.  Literature  is 
available  to  physicians  upon  request. 


ELI  LILLY  AND  COMPANY 

INDIAN  APOI.IS  6,  INDIANA,  U.  S.  A. 
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Editorials 

The  National  Health  Assembly 


As  reported,  the  discussions  of  the  dele- 
gates to  the  Assembly  in  Washington,  May 
1 to  4,  called  by  F.S.A.  Chief  Oscar  R.  Ewing, 
seemed  to  find  certain  “areas  of  agreement 
for  a feasible  ten-year  health  program  for  the 
nation.”1 

A review  of  the  results  of  the  discussions  by 
the  delegates  at  the  fourteen  major  sections  in 
which  the  Assembly  was  divided  revealed  that 
the  areas  of  agreement  were  much  greater  than 
had  formerly  been  believed,  and  this  held  out 
promise  that  the  next  ten  years  will  see  much 
progress  in  the  distribution  of  medical  care,  in 
rural  health,  in  maternal  health  and  child 
care,  in  medical  research  and  education,  in 
chronic  diseases  and  rehabilitation  of  the  dis- 
abled, and  in  a vast  extension  of  voluntary  pre- 
payment group  health  plans  embodying  group 
practice. 

What  was  regarded  by  the  delegates  as  the 
most  constructive  result  to  come  out  of  the 
Assembly  was  the  unanimous  decision  reached 
by  the  planning  committee  of  the  Medical  Care 
Section,  which  included  two  distinguished 
representatives  of  the  American  Medical 
Association  (Dr.  Thomas  A.  McGoldrick  and 
Dr.  James  R.  McVay)  to  accept  in  toto  the 
first  six  of  the  eight  objectives  outlined  in  a 
statement  by  fifteen  national  organizations 


with  a membership  of  more  than  fifteen  mil- 
lion, submitted  before  the  Medical  Care  Section 
yesterday.  The  statement  was  submitted  on 
behalf  of  their  organizations  by  the  delegates 
for  the  AFL  and  CIO,  the  National  Farmers 
Union,  cooperatives,  physicians  and  veterans 
groups  and  social  agencies 

The  areas  of  disagreement  remained,  pre- 
sumably, those  on  which  differences  have 
continued  to  exist,  the  methods  of  prepay- 
ment-voluntary or  compulsory.  It  is  hope- 
ful and  encouraging  that  representatives  of 
the  medical  profession,  labor,  industry,  social 
agencies,  and  government  continue  to  in- 
crease the  size  of  the  areas  of  agreement. 

Many  vital  questions  affecting  national 
policy  are  at  the  moment  of  this  writing 
coming  up  for  decision.  Shall  Selective 
Service  be  re-enacted?  Shall  U.M.T.  be  set 
up  to  secure  the  national  safety?  Shall  a 
National  Health  Program  emerge  to  im- 
plement the  future  health  needs  of  a fore- 
seeable span  of  years  in  this  nation,  in  which 
no  definite  assurance  of  peace  can  be  had? 

These  questions  transcend  petty  considera- 
tions. 

LIBRARY  OF  THE 

COLLEGE  OF  PHYSICIANS 

of  rnn.AnKi.PHiA 


1 New  York  TiraeB,  May  5,  1048, 
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It  seems  probable  that  in  the  future  there 
will  be  no  sharp  demarcation  between  peace 
and  war,  that  the  national  policy  for  security 
in  which  health  must  be  included  will  have 
to  be  based  on  the  probability  of  instant 
necessity  for  mobilization.  Such  mobiliza- 
tion, particularly  of  medical  and  health 
agencies,  obviously  cannot  be  effective  un- 
less the  areas  of  agreement  shown  to  exist  by 
the  deliberations  of  the  National  Health 
Assembly  are  developed  by  all  concerned  to 
the  fullest  possible  degree.  A well-integrated 
program  cannot  be  pulled  out  of  anybody’s 
hat.  The  grim  menace  of  the  atomic  age 
should  assist  and  encourage  the  immediate 
development  of  the  areas  of  agreement  out- 
lined by  the  planning  committee  of  the  Medi- 
cal Care  Section  of  the  Assembly.  This  is 
only  common  sense  and  will  be  accomplished 
by  rational  debate  and  some  concessions  by 
all  concerned. 

In  the  past,  there  has  usually  been  time 
for  extended  experiment,  protracted  debate, 
and  progress  by  trial  and  error.  It  would 


not  appear  that  unlimited  opportunity  may 
still  be  anticipated.  Events  occur  with 
startling  rapidity  in  these  days  of  the 
Atomic  Age.  In  February,  1948,  86  per  cent 
of  the  doctors  in  Great  Britain  voted  against 
participation  in  the  Labor  Government’s 
universal  “free”  medical  service  scheme.2 3 
As  of  May  5,  1948,  a second  plebiscite 
showed  only  64  per  cent  of  the  doctors  un- 
favorable, 25,000  voting  against  participa- 
tion and  14,000  for  it.  A majority  of  13,000 
of  some  20,000  general  practitioners  was  not 
obtained  by  the  B.M.A.  to  support  its  previ- 
ous stand  against  participation.*  So  rapidly 
can  events  move. 

With  this  in  mind,  development  here  of  all 
possible  areas  of  agreement  between  the 
medical  profession  and  all  other  agencies 
concerned  should  be  pushed  as  rapidly  as  is 
consistent  with  good  judgment  and  sound 
planning. 


2 New  York  State  J.  Med.  48:  857  (Apr.  15)  1948. 

3,New  York  Times,  May  5,  1948,  p.  15. 


World  Health 


At  this  time,  when  large  portions  of  the 
people  of  the  world  are  sick,  physically, 
mentally  and  spiritually,  news  of  the  secret 
tabling  in  the  Congress  of  a bill  which  would 
have  made  the  United  States  a member  of 
the  United  Nations  World  Health  Organiza- 
tion seems  peculiarly  discouraging.  Per- 
haps the  Rules  Committee  of  the  House  of 
Representatives  has  felt  that  little  progress 
could  have  been  made,  even  with  endorse- 
ment by  the  U.S.,  in  view  of  disturbed  world 
conditions.  Certainly,  the  U.S.  share  of  the 
operating  budget  of  WHO,  39.86  per  cent,  or 
about  $2,000,000  for  the  first  year,  could  not 
have  been  a major  consideration.  In  July, 
1947,  the  Senate  approved  U.S.  member- 
. ship  in  WHO,  but  the  House  Rules  Com- 
mittee tabled  the  measure  indefinitely  on 
March  12,  giving  no  reasons.1 

Already  many  interested  groups,  following 
the  example  of  the  New  York  Academy  of 
Medicine,  have  protested  the  Congressional 
action  in  tabling  the  bill,  and  have  asked  for 


reconsideration  of  the  measure.  The  fact 
that  the  U.S.  has  not  ratified  membership  in 
WHO  is  a matter  of  “embarrassment  to  the 
medical  and  public  health  professions  of  this 
country,”  in  the  words  of  Dr.  George  Baehr, 
president  of  the  New  York  Academy  of 
Medicine,  and  is  “contrary  to  the  advice  of 
the  American  Public  Health  Association  and 
all  American  experts  in  public  health.”1 
Doubtless  the  members  of  the  Rules  Com- 
mittee of  the  House  of  Representatives  were 
not  unaware  that  the  bill  had  been  passed 
by  the  Senate  and  had  the  unanimous  ap- 
proval of  the  House  Committee  on  Foreign 
Relations.  It  is  our  belief  that  the  Rules 
Committee  had  its  sufficient  reasons,  as  yet 
undisclosed,  for  failing  to  consider  the  bill 
favorably.  We  cannot  believe  that  the 
Committee,  against  professional  advice, 
would  have  created  a stumbling  block  to  the 
putative  advancement  of  world  health  and 


1 New  York  Times  (Mar.  22)  1948. 
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the  international  control  of  disease  without 
compelling  reasons,  possibly  by  their  charac- 
ter undisclosable  at  the  time  of  the  Commit- 
tee’s unfavorable  action. 


We  hope  that  reconsideration  will  shortly 
be  accorded  the  bill,  and  ‘that  the  United 
States  may  take  its  place  as  a member  of  the 
WHO  in  due  course. 


Current  Editorial  Comment 


Increasing  Hospitalization  Important  in 
Medical  Care.  The  hospital  apparently  is 
becoming  more  and  more  the  place  where 
medical  care  is  being  obtained  by  increasing 
numbers  of  the  people  of  this  country.  In 
1946,  “More  than  15,000,000  patients  were 
admitted  to  hospitals  in  the  United  States, 
about  double  the  number  in  1935. ”*  This 
astonishing  growth  is  attributed  to  a variety 
of  factors:  10  per  cent  increase  in  the  popu- 
lation in  a decade,  37  per  cent  increase  in 
the  bed  capacity  in  the  same  time,  centering 
of  medical  practice  in  the  hospital  in  a greater 
number  of  communities,  improvement  in 
economic  conditions  since  the  middle  1930’s, 
group  hospitalization  plans.  The  Bulletin 
states  that  about  “one  third  of  the  total 
population  of  the  United  States  is  now 
covered  by  such  plans.” 

Births  and  deaths  in  hospitals  have  been 
increasing,  indices  of  the  growing  importance 
of  the  hospital  in  medical  practice;  births 
increased  from  three  out  of  every  eight  ba- 
bies in  1935,  to  three  out  of  four  in  1945,  while 
in  the  latter  year  “slightly  more  than  46 
out  of  every  100  deaths  in  the  United  States 
occurred  in  hospitals  or  related  institu- 
tions.” 

Twenty  years  ago,  the  same  source  says, 
there  were  seven  hospital  beds  per  1,000  of 
population;  just  before  World  War  II,  10 
per  1,000.  By  the  end  of  the  war  there 
were  13  plus  per  1,000,  due  to  temporary 
facilities  erected  by  the  Army,  Navy,  and 
Merchant  Marine,  but  these  decreased  with 
demobilization  to  10.5  in  1946;  this  figure 
approximates  present  hospital  facilities. 

As  might  be  anticipated,  wide  differences 
exist  in  the  availability  of  hospital  facilities 
in  the  various  states,  but  this  will  be  some- 
what equalized  by  construction  authorized 
in  1946  by  the  Hill-Burton  bill. 

More  hospitals  and  health  centers,  especially 
in  the  southern  and  rural  areas  of  the  county, 
will  provide  the  American  people  with  the 
groundwork  for  excellent  medical  care.  To 
this  end  it  will  be  necessary  also  to  train  a 

1 Statistical  Bulletin,  Met.  Life  Ins.  Co.  (Dec.)  1047,  p.  7. 


larger  number  of  doctors,  nurses  and  techni- 
cians.1 

It  is  thus  seen  that  the  problem  of  inte- 
grating hospital  construction  and  training  of 
physicians,  nurses,  and  technicians  becomes 
one  of  major  importance  and  also  of  con- 
siderable complexity.  Such  growth  as  is 
here  indicated  in  the  utilization  of  hospitals 
may  be  expected  to  continue,  provided  no 
major  catastrophe  in  the  national  economy 
occurs. 

Eight  years  ago,  for  instance,  there  were 
4,291,000  living  veterans  in  the  U.S.2  and 
the  V.A.  budget  was  $650,000,000;  by  De- 
cember 31,  1946,  says  the  same  source,  there 
were  18,161,000  who  made  “in  that  year 
alone  40,000,000  calls  for  aid  from  the 
V.A.” 

One  seventh  of  our  population  seems  now 
to  be  eligible  for  “life  long  free  hospital 
care  through  the  Veterans’  Administration.” 
Says  the  Digest,  the  “records  show  that  last 
July  39,310  veterans  with  normal  civilian 
illnesses  were  admitted  to  veterans’  hospi- 
tals, as  against  8,915  with  war  disabilities.” 
Ninety-one  hospitals  are  now  being  built 
to  supplement  the  124  hospitals  already 
constructed  with  a total  of  108,000  beds,  for 
the  care  of  veterans. 

This  conveys  the  general  picture  of  the 
growing  importance  of  hospital  facilities  in 
the  mechanism  of  the  production  of  medical 
care.  It  indicates  the  enormity  of  the  prob- 
lem of  training  personnel;  doctors,  nurses, 
technicians,  and  the  extent  of  the  ancillary 
or  nonprofessional  services  which  are  in- 
volved. The  problem  is  one  which  will  need 
all  the  skill  and  foresight  of  the  wisest 
among  us  to  solve  in  the  best  interests  of  the 
sick  and  disabled. 

2 Reader’s  Digest  (Feb.)  1948,  p.  5, 

Cancer  Among  Diabetics.  Statistics  are 
defined  as  “(1)  Systematized  numerical 
facts  collectively,  and  (2)  the  science  that 
deals  with  the  collection  and  tabulation  of 
such  facts.”  It  has  been  said  that  any 
proposition  may  be  supported  with  sta- 
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tistics.  A pessimist  has  classified  the  source 
of  all  untruths  as  liars,  damn  liars,  and 
statistics.  The  validity  of  statistics  rests 
on  comparable  values.  They  are  truthful 
and  valuable  in  proportion  to  the  elimina- 
tion of  variables,  the  application  of  controls, 
and  the  use  of  corrections  for  data  not  other- 
wise reconcilable.  The  elucidation  of  the 
facts  concerning  morbidity  and  mortality 
statistics  containing  complex  variables  often 
presents  problems  for  experts — the  statisti- 
cians. The  incidence  of  cancer  among 
diabetics  by  Paul  H.  Jacobson  is  a valuable 
scientific  contribution  for  two  reasons: 
(1)  it  appears  to  indicate  a higher  incidence 
of  cancer  among  diabetics  than  among  non- 
diabetics, and  (2)  it  contains  pointed  lessons 
for  physicians  on  the  hidden  dangers  of 
undigested  statistics.1 

An  example  of  a hidden  shoal  on  the 
smooth  sea  of  statistics  is  the  following: 
In  one  table  he  shows  cancer  is  reported 
as  a cause  of  death  for  11.6  per  cent  of 
nondiabetics,  but  for  only  4.0  per  cent  of 
diabetics.  Those  figures  are  completely 
misleading,  however,  because  they  are 
based  exclusively  on  the  universe  of  the 
dead.  Mortality  ratios  may  be  based  on 
the  universe  of  the  dead  (11.17  per  cent  of 
all  deaths  in  the  United  States  in  1940 
were  attributed  to  cancer),  or  on  the  uni- 
verse of  the  living  (cancer  was  reported  to 
have  caused  the  death  of  0.12  per  cent  of 
the  total  population  of  the  United  States 
in  1940). 

Mortality  data  are  relatively  easy  to  ob- 
tain and  are  frequently  misused  or  mis- 
interpreted. If  “we  wish  to  reason  in  re- 
gard to  the  functioning  state  of  an  indi- 
vidual, we  must  study  a population  of 
living  persons.  Since  we  intend  to  deter- 
mine relationships  in  order  to  ascertain 
whether  one  condition  is  predisposing  or 
antagonistic  to  another,  we  should  use  a 
universe  of  living  persons.”  Wilson  found, 
for  mortality  from  cancer  and  diabetes, 
dissociation  in  the  universe  of  the  dead, 
and  association  in  the  total  population. 
Applying  Jacobson’s  method  to  the  United 
States  population  in  1940,  and  to  the  popu- 
lation of  New  York  City  in  1930,  he  found 
the  deaths  from  both  causes  29  to  35  times 
more  frequent  than  expected.  Among 
deaths  calculated  specific  for  age,  sex,  and 
color,  cancer  and  diabetes  were  reported 
jointly  6.4  times  more  frequent  than  might 


1 Jacobson,  Paul  H.:  Milbank  Memorial  Fund  Quarterly 
26:90  (January)  1948. 


be  expected  in  the. United  States  in  1940, 
and  6.4  also  for  New  York  City  in  1930. 

He  modestly  concludes  the  28  pages  of 
statistical  elucidation  with  the  statement 
that  “No  conclusion  is  tenable  from  the 
evidence  presented  to  explain  the  excess 
prevalence  of  cancer  among  diabetics;  the 
findings,  however,  appear  to  indicate  that 
the  incidence  of  cancer  is  higher  among 
diabetics  than  nondiabetic  individuals.” 
Those  who  consult  the  original  article  will 
find  that  it  requires  more  than  just  reading, 
it  demands  study  and  close  application. 
Those  with  a taste  for  statistics  will  enjoy 
it,  and  others  should  read  it  to  whet  their 
skepticism  and  critical  attitude,  particu- 
larly toward  the  deluge  of  deceptive  com- 
mercial statistics. 

When  to  Die. — Ecclesiastes  states  that 
“to  every  thing  there  is  a season,  and  a time 
to  every  purpose  under  the  heaven:  A time 

to  be  born,  and  a time  to  die 

Evidently,  with  respect  to  the  last  named, 
the  writer  of  the  following  had  other  ideas 
when  he  penned  anonymously: 

I wud  knott  dye  in  Wintur,  when  whiskie 
punchiz  flo- 

when  pooty  gals  are  skating  ore  fealds  of  ice  & 
sno — 

when  sassidge  meat  is  phyrin,  & Hickeri  nuts  is 
thick; 

Owe!  who  cud  think  ov  dighin  or  even  gettin 
sick? 

I wud  knott  dye  in  Springtime,  & miss  the  turn 
up  greans, 

& the  pooty  song  ov  the  leetle  frawgs,  & that 
skilark’s  early  screems. 

When  burds  begin  their  wobblin,  & taters  gin 
tew  sprout — 

when  the  turkies  go  a gobblin,  I would  not 
thenn  peg  out! 

I wud  knott  dye  in  Summer,  & leave  the  garden 
sass — 

the  roasted  lam  & butter  milk — the  kool  place 
in  the  grass; 

I wud  knott  dye  in  Summer,  when  everything’s 
so  hot, 

& leave  the  whiski  Jewlips — Owe  know!  I’d 
rather  knott. 

I wud  knott  dye  in  Artum,  with  peaches  fit  4 
eatin; 

when  wavy  korn  is  getting  ripe,  & kandidates 
are  treetin ; 

•for  these,  and  other  reasons,  Ide  knotte  dye  in 
the  Phall, 

& sense  I’ve  thort  it  over — I wud  knott  dye  at 
all. 

> Chap.  3,  1. 
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In  addition  to  membership  in  these  organizations,  he  is  a fellow  of  the 
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THE  DIAGNOSIS  OF  PRIMARY  CARCINOMA  OF  THE  LUNG 

DeGraaf  Woodman,  M.D.,  New  York  City 
( From  the  College  of  Physicians  and  Surgeons,  Columbia  University ) 


THIS  study  dealing  with  the  diagnosis  of 
primary  carcinoma  of  the  lung  will  emphasize 
the  importance  of  the  teamwork  needed  between 
the  clinician,  roentgenologist,  bronchoscopist,  and 
thoracic  surgeon.  It  will  note  the  relative  fre- 
quency of  success  of  the  various  methods  of  mak- 
ing that  diagnosis  and  lay  special  stress  on  the 
factors  which  may  help  us  improve  our  efficiency 
iji  the  early  diagnosis  of  this  disease. 

The  116  cases  analyzed  were  taken  from  the 
case  histories  of  the  Presbyterian  Hospital  over  a 
twenty-year  period  starting  in  1926  and  including 
all  cases  up  through  the  first  half  of  1946.  The 
cases  represented  here  are  all  those  that  could  be 
gathered  from  the  records  with  a diagnosis  of 
primary  carcinoma  of  the  lung  proved  by  tissue 
examination. 


TABLE  1. — Number  of  Cases  by  Five-Year  Periods 


Years 

Number 
of  Cases 

1926  to  1930 

8 

1931  to  1935 

16 

1936  to  1940 

29 

1941  to  1945 

54 

1946  (first  six  months) 

9 

Total 

116 

According  to  Table  1 primary  carcinoma  of  the 
lung  is  apparently  on  the  increase.  This  may  in 
part  be  due  to  better  clinical  diagnosis.  Arkin 
states  that  the  clinical  diagnosis  percentages  had 
increased  from  5 per  cent  in  1916  to  50  per  cent 
in  1936. 1 Today,  the  clinical  diagnostic  average 
is  80  per  cent  or  better.  Adams  reported  a series 
with  close  to  80  per  cent  clinical  diagnostic  suc- 
cess this  year.2 


TABLE  2. — Average  Age  of  Patients 


Age  of 

Number 

Patients 

of  Cases 

30  to  39  years 

6 

40  to  49  years 

30 

50  to  59  years 

40 

60  to  69  years 

36 

70  plus 

4 

Total 

116 

The  average  age  for  the  116  cases  was  fifty-five 
years.  Ten  of  the  cases  were  women  (9.5  per 
cent) ; seven  of  the  cases  were  Negro  (6  per  cent). 


The  average  age  and  age  decade  of  greatest  fre- 
quency agrees  with  reports  of  Holinger,  Ham- 
mond, Simons,  Singer,  and  Oschner.3-7  The  ratio 
of  9.5  per  cent  women  to  90.5  per  cent  men  is  rela- 
tively low  as  compared  to  reports  of  Hammond, 
Simons,  Singer,  and  Oschner,  but  is  more  nearly 
in  accordance  with  Holinger  and  Stephens.4-7  3'8 
The  ratio  of  6 per  cent  Negro  to  94  per  cent 
white  patients  closely  approximates  a report  by 
Quinland  at  the  University  of  Chicago.9 

Symptoms 

Inasmuch  as  early  recognition  of  the  disease 
offers  the  only  solution  to  successful  surgical  con- 
trol, this  responsibility  generally  falls  on  the  clini- 
cian. 

The  chief  early  symptoms  are  productive  cough 
with  sputum  (which  may  or  may  not  be  blood- 
tinged);  pain,  weight  loss,  weakness,  and  dyspnea. 
The  first  symptoms  associated  with  the  disease 
may  be  vague,  such  as  a persistent  cough.  The 
cough,  at  first  nonproductive,  may  become  mu- 
coid later,  followed  by  purulency  and  still  later  by 
blood-tinged  sputum.  Such  a sequence  may 
often  be  passed  off  as  a cold,  bronchitis,  cigarette 
cough,  or  atypical  pneumonia,  and,  not  infre- 
quently, it  is  thought  to  be  a tubercular  lesion, 
and  the  patient  is  sent  away  for  sanatorium  care. 

Pain  may  start  as  a slight  feeling  of  constriction 
in  one  part  of  the  chest  and  later  produce  the  feel- 
ing of  limitation  of  full  expansion  of  this  part  of 
the  chest.  Still  later,  the  discomfort  becomes 
more  aggravated  by  cough  and  may  carry  on  thus 
for  some  time  before  becoming  a prominent,  and 
not  infrequently  the  chief,  symptom. 

Blood-tinged  sputum  and  frank  hemoptysis 
are  not  inclined  to  develop  until  ulceration  takes 
place  and  the  disease  is  well  established.  Dysp- 
nea and  weakness  generally  come  as  the  constric- 
tion and  stenosing  action  of  the  growth  causes 
atelectasis  and  cutting  out  of  lung  areas  from  fur- 
ther ability  to  carry  on  oxygen  exchange. 
Weight  loss  may  continue  progressively  without 
much  evident  pulmonary  symptomatology.  De- 
velopment of  nodular  swellings,  hoarseness,  re- 
ferred pains,  and  even  intracranial  symptoms 
with  accompanying  palsies  may  be  the  first  symp- 
toms of  the  patient’s  loss  of  well-being. 
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TABLE  3. — Frequency  of  Chief  First  Symptoms  in  This 
Series 


Symptom 

Cough 


Pain 

Weight  loss 

Weakness 

Dyspnea 

Frank  hemoptysis 


Number  of  Cases 
67 — Productive  cough  in  60  cases, 
10  of  which  showed  bloody 
sputum 
25 
5 
4 
3 
3 


Later,  during  the  course  of  the  disease,  the 
symptoms  become  more  numerous.  Table  4 
lists  the  various  symptoms  and  the  number  of 
times  they  were  recorded  in  1 12  of  the  cases  in  this 
series.  . 


TABLE  4. — Incidence  of  Symptoms  in  112  Cases 


Symptom 

Number  of 
Cases 

Cough 

Productive 

89 

Nonproductive 

7 

Pain 

73 

Pain  in  chest 

54 

Referred  pain 

19 

Weight  loss 

53 

Blood  in  sputum 

45 

Dyspnea 

28 

Hemoptysis 

20 

Weakness 

18 

Temperature  elevation 

13 

Night  sweats 

6 

Hoarseness 

5 

Wheeze 

4 

Nausea 

4 

Dvsphagia 

3 

Horner’s  syndrome 

3 

Paralysis 

3 

Physical  Signs 

The  first  physical  signs  are  generally  those 
associated  with  partial  and  finally  complete  ob- 
struction of  a large  bronchus.  Early  in  the  dis- 
ease no  signs  are  manifest  until  obstructive  signs 
with  infiltration  of  tissues  surrounding  the  bron- 
chi occur.  Later  signs  of  secondary  infection  and 
ulceration  may  appear. 

Emphysema,  accompanying  partial  obstruction 
or  compensatory  emphysema,  contralateral  or  in 
another  lobe,  following  complete  obstruction, 
may  be  present.  Bronchiectasis  with  infection 
and  patches  of  pneumonitis  may  develop.  Later, 
as  complete  obstruction  occurs,  atelectasis  de- 
velops with  pleural  thickening  and  occasionally 
with  pleural  fluid  present.  Accompanying  atel- 
ectasis and  deflections  of  the  trachea  and  medias- 
tinal structures  may  be  noted  toward  the  side  of 
the  lesion.  Limited  expansion  of  the  affected  side 
with  dullness  and  flatness,  together  with  absent 
or  diminished  breath  sounds,  are  the  usual  find- 
ings. 

Cyanosis  with  engorgement  of  veins  of  chest 
wall,  lymph  gland  involvement  of  the  supraclavicu- 
lar and  axillary  nodes,  and  even  superficially 
evident  metastasis  growing  to  chest  wall  may  be 
present.  Distant  metastasis,  such  as  may  result 
in  brain  lesions,  causing  hemiplegias,  should  be 


considered  and  are  at  times  the  first  indication 
of  the  disease. 

The  superior  sulcus  type  is  characterized  by 
pain  high  in  chest,  frequently  referred  to  the  arm 
and  shoulder,  occasionally  accompanied  by  Hor- 
ner’s syndrome  resulting  from  pressure  against 
the  sympathetic  ganglia.  At  times  the  apical 
lesions  may  cause  hoarseness  resulting  from  pres- 
sure against  and  paralysis  of  the  recurrent  nerve. 

Interval  Between  First  Symptoms  and  Final 
Diagnosis 

The  time  between  the  first  symptoms  and  enter- 
ing a hospital  for  diagnostic  study  averaged  forty- 
five  weeks.  Inasmuch  as  successful  surgical  con- 
trol depends  on  getting  at  the  disease  before  it  has 
spread,  the  ability  to  cut  down  on  this  period 
offers  one  of  our  greatest  hopes  for  improving  end 
results  of  this  branch  of  surgery.  Greater  pub- 
licity of  the  need  for  a thorough  check  on  any 
cough  of  over  three  weeks’  duration  and  the  stim- 
ulation of  more  routine  and  group  x-ray  surveys 
of  the  chest  might  also  catch  a few  of  the  unsus- 
pected cases.  The  average  fime  between  first 
symptoms  and  first  seeking  medical  advice  was 
twenty-six  and  a half  weeks.  This  is  the  period 
of  chronic  cough  with  or  without  productive  spu- 
tum, with  perhaps  a vague  pain,  sense  of  constric- 
tion, or  limitation  of  full  function  of  one  side  of 
the  chest.  This  group  of  symptoms  is  not  enough 
to  cause  the  patient  sufficient  concern  to  seek 
medical  aid,  but  this  is  the  period  during  which 
greater  publicity  might  help  to  bring  in  many 
more  cases  before  it  is  too  late. 

The  period  between  first  seeking  medical  advice 
and  finally  being  admitted  to  a hospital  for  diag- 
nostic study  averaged  seventeen  and  a half  weeks. 
During  this  period,  many  did  not  get  started 
toward  the  hospital  for  diagnosis  until  the  taking 
of  an  x-ray  showed  an  unexplained  shadow  or  the 
sputum  became  blood-tinged  and  caused  alarm. 

Once  in  the  hospital  the  average  time  in  which 
the  diagnosis  was  made  and  proved  by  tissue 
study  was  as  follows:  of  111  cases,  six  cases,  all  of 
which  occurred  on  the  average  of  fourteen  years 
ago,  took  over  one  hundred  days;  105  cases  aver- 
aged ten  days.  Of  this  latter  group  34  cases  were 
diagnosed  within  forty-eight  hours,  and  31  of 
these  were  diagnosed  by  bronchoscopic  biopsy. 

X-Ray  Examination 

The  roentgenologist  is  generally  the  one  who 
has  the  first  opportunity  to  point  his  finger  in  the 
direction  of  the  final  diagnosis.  He  has  a high 
percentage  of  diagnostic  success  and  also  shows 
the  need  of  carrying  out  further  diagnostic  pro- 
cedures such  as  bronchoscopy  or  exploratory 
surgery. 

Golden  briefly  summarized  the  roentgenologic 
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findings  associated  with  primary  carcinoma  of  a 
main  bronchus.10  He  stated  that  roentgen  find- 
ings first  present  streaky  shadows  radiating  from 
the  hilum  and  later  present  the  effects  of  broncho- 
stenosis, with  bronchiectasis,  atelectasis,  and 
pleurisy  with  or  without  fluid  formation.  These 
findings,  together  with  signs  of  shift  of  the  medi- 
astinal structures  and  trachea,  are  the  findings 
which  suggest  the  diagnosis  of  carcinoma  of  the 
bronchus  and  the  need  for  bronchoscopic  study. 
He  also  states  that  peripheral  tumors  have  well- 
demarcated  margins.  Their  structure  is  fre- 
quently rounded,  and  their  size  may  become  con- 
siderable without  any  evidence  of  obstructive 
emphysema  or  bronchostenosis.  These  factors 
are  most  likely  explained  on  the  basis  of  the 
greater  opportunity  of  collateral  respiration 
which  occurs  toward  the  periphery,  whereas  those 
lung  tumors  more  centrall}'  placed  are  inclined 
to  develop  stenosing  effects  on  the  larger  bronchi 
with  accompanying  atelectasis  and  compensatory 
emphysema. 

Rabin  divided  neoplastic  lung  cases  into  two 
main  groups,  termed  circumscribed  and  the  non- 
circumscribed  types.11  The  circumscribed  type 
comprises  one-fourth  of  the  cases.  Cancers  of 
the  circumscribed  type  occupy  the  parenchymal 
and  peripheral  zones  and  are  termed  parenchymal 
and  peripheral  tumors.  Regional  lymph  node 
involvement  occurs  late  and  is  limited.  The 
peripheral  tumors  grow  from  branch  bronchi  and, 
therefore,  may  be  termed  branch  bronchus  cir- 
cumscribed tumors.  The  noncircumscribed  type, 
to  which  three-fourths  of  pulmonary  cancers  of 
the  lung  belong,  comprises  tumors  growing  from 
main  and  from  branch  bronchi.  These  neo- 
plasms are  termed  main  bronchus  and  branch 
bronchus  tumors.  They  present  the  usual  in- 
vasive characteristics  of  cancer  in  the  great 
majority  of  cases. 

In  this  series  the  x-ray  reports  were  divided  into 
three  groups,  with  the  following  classification  of 
each  group.  Group  I consisted  of  reports  in 
which  a definite  diagnosis  was  made,  stating  that 
the  lesion  was  , or  most  probably  was,  a broncho- 
genic carcinoma.  Group  II  reports  stated  that 
the  findings  were  probably  the  result  of  a broncho- 
genic carcinoma  or  that  bronchoscopy  was  indi- 
cated for  aid  in  making  the  diagnosis.  In  group 
III,  the  x-ray  report  gave  no  suggestion  of  the 

TABLE  5. — Classification  of  104  Cases  According  to 
X-ray  Reports 

Number  of 


Group 

Casqs 

PercentaRes 

I 

46 

44  2 

I! 

43 

41  .4 

Ill 

15 

14.4 

Total 

104 

correct  diagnosis  or  findings  which  indicated  the 
need  of  bronchoscopic  study. 

In  this  series  the  x-ray  reports  were  available 
in  104  cases.  They  were  classified  as  shown  in 
Table  5.  Groups  I and  II  represent  85.6  per 
cent  of  the  cases  in  which  x-ray  was  of  definite 
diagnostic  value. 

Bronchoscopy 

It  cannot  be  denied  that  bronchoscopy  still 
offers  the  most  definite  means  of  making  a posi- 
tive diagnosis  through  biopsy  and  actual  tissue 
examination.  In  this  series  107,  or  92.3  per 
cent,  of  the  cases  were  bronchoscoped,  anti  73, 
or  70  per  cent,  of  these  cases  yielded  positive 
bronchoscopic  biopsies. 

The  107  cases  which  were  bronchoscoped  re- 
sulted in  34  cases  with  negative  biopsies.  The 
majority  of  these  34  cases  showed  presumptive 
findings  suggestive  of  lung  neoplasm.  Findings 
such  as  deviations  of  the  trachea,  vocal  cord 
paralysis,  broadening  of  the  carina,  fixation,  and 
lack  of  mobility  of  the  bronchial  tree,  longitudinal 
rugal  folds  of  the  lining  mucosa  of  the  bronchi — 
all  are  findings  frequently  associated  with  lung 
neoplasm,  either  extrabronchial  or  at  times  far 
out  in  the  periphery  where  it  cannot  be  seen  with 
the  bronchoscope. 

Of  the  nine  cases  in  this  series  which  were  not 
bronchoscoped,  the  diagnosis  was  made  by  the 
following  nine  procedures:  thoracentesis,  spon- 
taneous coughed  up  specimen,  biopsy  of  supra- 
clavicular nodes,  exploratory  thoracotomy,  pneu- 
monectomy, biopsy  right  mammary  region,  par- 
tial lobectomy,  lobectomy  and  partial  excision 
of  chest  wall,  and  lobectomy. 

Of  the  34  cases  bronchoscoped  with  negative 
biopsy  results,  the  diagnosis  was  made  according 
to  the  procedures  shown  in  Table  6. 


TABLE  6. — Procedures  Used  in  Diagnosis 


Procedure 

Number  of 
Cases 

Pneumonectomy 

10 

Exploratory  thoracotomy 

9 

Lobectomy 

7 

Thoracentesis 

2 

Trephine  for  brain  metastasis 

2 

Coughed  up  specimen 

2 

Biopsy  of  abdominal  wall  • 

1 

Laminectomy 

1 

Total 

34 

In  the  above  group  of  34  cases,  presumptive 
bronchoscopic  findings  suggesting  lung  neoplasm 
were  found  in  26  cases.  Eight  of  the  cases  gave 
no  hint  of  the  disease  by  the  bronchoscope. 
These  eight  cases,  which  failed  to  give  any  diag- 
nostic help,  represented  only  7 per  cent  of  the 
107  cases  bronchoscoped. 

Appearance  of  Typical  Lesion 

The  typical  lesion  as  seen  by  the  bronchoscope 
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TABLE  7. — Locations  from  Which  Biopsies  Were  Taken 


Number  of 


Location  Cases 

Right  main  bronchus  26 

Entrance  right  upper  lobe  bronchus  5 

Entrance  right  middle  lobe  bronchus  3 

Entrance  right  lower  lobe  bronchus  1 1 

Left  main  bronchus  17 

Entrance  left  upper  lobe  bronchus  5 

Entrance  left  lower  lobe  bronchus  3 

Trachea  3 

Total  73 


appears  as  a mass  of  granulomatous  tissue,  par- 
tially or  completely  filling  one  of  the  main  bron- 
chi. It  is  most  frequently  covered  with  purulent 
exudate,  and  attempts  to  suction  off  the  secre- 
tion readily  cause  bleeding  of  what  proves  to  be 
a friable  soft  tissue  mass,  often  covered  with  a 
layer  of  necrotic  fibrinous  exudate. 

Lesions  which  are  smaller  and  allow  some  vision 
beyond  may  be  pedunculated  or  nodular  or  even 
flat  and  appear  to  be  part  of  the  bronchial  wall 
with  or  without  surface  ulceration.  This  latter 
type  is  more  inclined  to  a stenosing  tendency  of 
the  bronchial  lumen. 

Cases  in  which  neoplasm  is  not  visible  may 
give  presumptive  findings  which  are  suggestive 
of  the  presence  of  lung  neoplasm  such  as:  pus 
and  blood  from  distal  bronchi,  bronchi  with  nar- 
row and  stenosed  lumina,  fixation  and  rigidity 
of  tissues,  and  loss  of  normal  respiratory  mobility 
of  the  bronchial  tree.  Broadening  of  the  carina 
is  generally  associated  with  adenopathy  or 
metastasis  of  mediastinal  nodes.  Longitudinal 
ridges  of  the  lining  mucosa  generally  indicate 
pressure  from  without  the  bronchus.  Deflections 
and  distortions  of  the  trachea  and  the  main 
bronchi  together  with  laryngeal  paralysis  may 
indicate  extension  of  the  growth  to  the  medias- 
tinum and  indicate  the  inoperability  of  the  case. 
.Lesions  found  too  close  to  the  trachea,  which 
would  prohibit  the  proper  closure  of  a main 
bronchus  stump,  also  would  indicate  lack  of  op- 
erability. 

Biopsy 

Biopsies  are  generally  obtained  from  the  main 
stem  bronchi  or  from  tissue  which  presents  itself 
at  the  entrance  of  one  of  the  main  bronchi.  Any 
tissue  distal  to  this  region  can  only  be  acquired 
via  the  bronchoscope  by  aspiration.  This  latter 

TABLE  8. — Pathologic  Classification 
Broncho- 


scopic 

All  Cases 

Biopsy, 
Number  of 

Combined, 

Number  of 

Condition 

Cases 

Cases 

Epidermoid  carcinoma  of 
the  bronchus 

44 

61 

Carcinoma  of  the  bronchus 

19 

41 

Oat  cell 

10 

13 

Miscellaneous 

1 

Total 

73 

116 

method  is  generally  the  only  way  in  which  pe- 
ripheral types  permit  of  a bronchoscopic  biopsy. 

Table  7 indicates  the  locations  from  which  the 
biopsies  via  the  bronchoscope  were  taken,  and 
Table  8 indicates  the  pathologic  classification. 

Location  of  Tumors 

Eight  of  the  116  cases  had  involvement  of  two 
lobes  of  the  lung;  the  remainder  had  only  one 
lobe  involved  (Table  9). 


TABLE  9. — Number  of  Cases  Having  Involvement  of 
Right  and  Left  Lobes  of  the  Lung 


Location 

Number  of. 
Cases 

Right  upper  lobe 

28 

Right  middle  lobe 

15 

Right  lower  lobe 

33 

Total  right  side 

76 

Left  upper  lobe 

24 

Left  lower  lobe 

24 

Total  left  side 

48 

This  indicates  an  involvement  of  the  right  side 
in  the  ratio  of  1.6: 1,  the  most  frequently  involved 
lobe  being  the  right  lower  lobe.  This  compares 
with  the  findings  of  other  reporters.13'6 

The  peripheral  or  central  location  of  the  lesion 
in  116  of  the  cases  were  found  to  be  as  follows: 
92  central  lesions,  13  peripheral  lesions,  and  11 
both  central  and  peripheral  lesions.  The  pe- 
ripheral types  are  hard  to  visualize  via  the  bron- 
choscope. This  type  also  offers  less  opportunity 
to  obtain  a positive  bronchoscopic  biopsy.  Of 
the  13  peripheral  cases,  ten  were  bronchoscoped, 
and  five  of  these  resulted  in  positive  biopsies. 
Of  the  1 1 cases  which  were  classified  as  both  cen- 
tral and  peripheral  lesions,  eight  were  broncho- 
scoped, and  only  one  resulted  in  a positive  biopsy. 
If  we  combine  both  the  peripheral  and  the  periph- 
eral and  central  groups,  we  have  a total  of  21 
cases  of  which  18  were  bronchoscoped,  and  only 
six  yielded  positive  biopsies.  This  ratio  is  low  as 
compared  to  the  70  per  cent  average  positive 
biopsies  obtained  in  the  series  as  a whole. 

Metastasis 

Six  of  the  cases  in  this  series  of  116  cases  had  a 

TABLE  10. — Location  and  Incidence  of  Metastasis 

Number  of 


Metastasis  Cases 

Mediastinal  nodes  22 

Chest  wall  9 

Bones  (ribs,  vertebrae,  pelvis,  and 

long  bones)  7 

Brain  6 

Pleura  4 

Bronchial  nodes  4 

Supraclavicular  nodes  4 

Hiiar  nodes  3 

Trachea  , 3 

Axillary  node  1 

Abdominal  wall  1 

Spinal  cord  1 

Total  65 
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positive  diagnosis  made  by  removal  of  tissue  for 
examination  from  metastatic  lesions  from  the 
following  regions:  mammary,  supraclavicular 

node,  spinal  cord,  abdominal  wall,  and  two  from 
brain  tissue.  All  metastases  noted  in  Table  10 
with  their  relative  frequency  of  occurrence  were 
diagnosed  either  by  biopsy,  exploratory  surgery, 
or  x-ray  findings  prior  to  any  autopsy  report. 

Improving  Diagnostic  Efficiency 

The  following  steps  are  suggested  as  possible 
means  of  improving  the  efficiency  in  the  diagnosis 
of  this  disease: 

1.  Publicizing  the  need  for  earlier  investiga- 
tion of  cough  of  unknown  origin.  The  forty-five- 
week  period  between  onset  of  first  symptoms  and 
final  diagnosis  offers  us  one  of  our  greatest  oppor- 
tunities to  put  to  use  the  benefit  of  educational 
publicity  of  the  need  of  investigation  of  any  per- 
sistent cough. 

2.  Earlier  x-rays.  Advise  all  patients  with 
cough  of  more  than  three  weeks’  duration  to  have 
chest  x-rays.  The  greater  use  of  mass  and  routine 
x-ray  surveys. 

3.  Earlier  resort  to  the  diagnostic  advantages 
of  a hospital  where  the  internist,  roentgenologist, 
bronchoscopist,  an^  thoracic  surgeon  can  act  as 
a team  in  making  the  diagnosis. 

4.  Use  of  such  aids  as  bronchograms,  fluo- 
roscopy, body  section  films  (planograms,  lamina- 
grams),  examination  of  sputum  for  blood  and 
tumor  cells,  (Craver),  and  greater  use  of  aspira- 
tion specimens  via  the  bronchoscope  accompanied 
by  the  laboratory  technic,  as  outlined  by  Herbut 
and  Clerf,  so  essential  to  its  success.1213 

5.  Repeated  bronchoscopies  where  first  at- 
tempts have  failed.  Occasionally,  the  broncho- 
scopic  view  is  helped  by  doing  a pneumothorax. 
The  use- of  retrograde  mirrors,  the  use  of  proper 
forceps  which  do  not  macerate  and  destroy  the 
structure  of  small  tissue  specimens,  and  the  care 
of  specimens  once  they  are  obtained  are  factors 
which  help  in  making  the  result  a better  one. 

Summary 

1.  This  study  and  analysis  of  116  cases  of 
primary  carcinoma  of  the  lung  endeavors  to 
show  the  importance  of  the  teamwork  needed  and 
emphasizes  the  factors  which  are  helpful  in 
achieving  better  diagnostic  results. 

2.  The  average  age  in  this  series  was  fifty-five 
years.  Nine  and  five-tenths  per  cent  of  the  pa- 
tients were  women,  and  six  per  cent  of  the  total 
cases  treated  were  Negroes. 

3.  The  chief  symptoms  of  this  disease,  as 
noted  in  this  series,  were  chronic  productive 
cough,  pain,  weight  loss,  weakness,  and  dyspnea, 
with  bloody  sputum  and  frank  hemoptysis  gener- 
ally late  symptoms. 

4.  Physical  signs  do  not  occur  early  in  this 


disease.  When  they  do  occur,  they  are  generally 
associated  with  partial  and  eventually  complete 
obstruction  of  a large  bronchus.  Findings  are 
usually  those  of  dullness  on  percussion,  together 
with  absent  or  diminished  breath  sounds,  with 
limited  expansion  of  the  affected  side. 

5.  Early  diagnosis  can  only  be  made  by  mak- 
ing efforts  to  shorten  the  time  period  between  the 
appearance  of  first  symptoms  and  diagnosis 
(forty-five  weeks)  and  the  period  between  the 
patients’  first  seeking  medical  care  and  the  final 
diagnosis  (seventeen  and  a half  weeks).  Once 
the  patient  is  in  a hospital  where  the  diagnostic 
team  is  available,  the  time  of  arriving  at  a diagno- 
sis is  not  long  (105  cases  averaged  ten  days). 

6.  X-ray  offers  our  first  technical  means  of 
diagnosing  the  disease.  In  this  series  85.6  per 
cent  of  the  cases  were  given  definite  diagnostic 
help  by  the  roentgenologist. 

7.  Bronchoscopy  still  offers  the  most  direct 
means  of  making  a positive  diagnosis  with  actual 
tissue  examination  in  the  majority  of  cases.  In 
this  series  of  116  cases,  107  cases  were  broncho- 
scoped,  and  73  of  these  cases  (70  per  cent)  yielded 
positive  biopsies.  The  34  cases  which  yielded 
negative  biopsies  gave  positive  presumptive  evi- 
dence of  lung  neoplasm  in  26  of  the  cases. 

8.  Biopsy  of  metastatic  lesions  and  explora- 
tory surgery,  together  with  surgery  for  the  eradi- 
cation of  the  disease  such  as  lobectomy  and  pneu- 
monectomy, were  responsible  for  making  the 
diagnosis  in  43  cases. 

9.  Improvements  in  diagnosing  the  disease 
earlier  can  come  through  publicizing  the  need  of 
earlier  investigation  of  chronic  cough,  by  earlier 
use  of  x-ray  both  individually  and  by  routine 
x-ray  surveys.  One  should  urge  the  earlier  use  of 
the  diagnostic  team  facilities  which  are  to  be  had 
at  a hospital.  Technical  factors  such  as  greater 
use  of  bronchograms,  fluoroscopy,  body  section 
films,  bronchoscopic  aspiration  specimens,  and 
the  need  for  repeated  bronchoscopies  where  the 
first  one  failed,  together  with  special  care  of 
small  tissue  specimens,  all  are  factors  helpful  in 
achieying  a better  result. 
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VOLVULUS  OF  THE  SIGMOID  COLON 


Victor  D.  Woronov,  M.D.,  Bernard  S.  Epstein,  M.D.,  and  Henry  W.  Louria,  M.D., 
Brooklyn,  New  York 

( From  the  Brooklyn  Jewish  Hospital) 


VOLVULUS  of  the  sigmoid  colon  surgically 
treated  incurs  a mortality  rate  of  from  40  to 
50  per  cent.  We  should  like  to  publish  the  re- 
sults of  our  experience  with  a conservative  treat- 
ment of  volvulus  which  we  believe  will  help  re- 
duce the  above  mortality  figures.  Of  485  re- 
ported cases  of  large  bowel  obstruction  occurring 
between  1937  and  1945  at  the  Cook  County 
Hospital,  37  (8  per  cent)  were  due  to  volvulus  of 
the  sigmoid  and  presented  a mortality  rate  of 
40  per  cent.'  Perthes  reports  a mortality  rate 
of  39  per  cent,  Pearlman  a rate  of  46  per  cent.1 

A study  of  these  mortality  figures  reveals  them 
to  be  largely  operative.  In  the  Cook  County 
group,  of  37  operated  cases  reported,  28  per  cent 
were  classified  as  acute,  presenting  a twenty-four 
hour  story  with  no  previous  attacks;  72  per  cent 
were  subacute  with  an  average  story  of  one  hun- 
dred two  hours.  The  mortality  rate  of  40  per 
cent  was  apparently  unrelated  to  gangrene,  since 
an  equal  number  succumbed  with  viable  bowel  as 
did  with  gangrenous  bowel.  This  may  be  ex- 
plained by  a consideration  of  the  choice  of  pro- 
cedures employed.  Eight  were  treated  by  a 
Mickulicz  type  of  procedure;  another  had  a 
cecostomy  fifteen  days  prior  to  the  Mickulicz, 
and  still  another  had  simple  detorsion  followed 
by  a recurrence,  for  which  a lateral  anastomosis 
was  done.  At  a second  recurrence,  an  exterior- 
ization and  resection  were  performed.  Three  of 
the  above  patients  expired.  Another  group  of  six 
were  treated  by  simple  detorsion  with  but  one 
death.  Five  patients  had  a Rankin  resection 
with  three  deaths.  Four  had  a cecostomy 
on  the  assumption  that  the  condition  was  that  of 
large  bowel  obstruction  not  diagnosed  as  volvu- 
lus; two  patients  died. 

The  establishment  of  two  guiding  factors  might 
serve  to  reduce  the  mortality  in  volvulus  of  the 
sigmoid  colon,  namely,  early  diagnosis  and  con- 
servatism in  treatment.  Both  of  these  factors 
are  well  writhin  the  scope  of  the  surgeon  working 
in  conjunction  with  the  radiologist. 

Volvulus  of  the  sigmoid  colon  may  be  con- 
sidered in  two  groups:  acute  and  subacute. 

The  acute  case  presents  a twelve-  to  twnnty- 
four-hour  history  of  sudden  onset  of  abdominal 
cramps,  moderate  to  severe  distention,  and  bor- 
borygmus.  These  patients  may  take  up  to 
1,000  cc.  in  an  enema,  which,  however,  is  ineffec- 
tual. In  incomplete  volvulus  the  patient  may 


take  up  to  3,000  cc.  of  enema  with  but  a small 
return.  Abdominal  tenderness  is  usually  mini- 
mal. The  acute  form  tends  to  occur  in  the 
younger  age  groups. 

The  subacute  form,  occurring  more  frequently 
in  the  older  age  groups,  presents  a more  gradual 
onset.  There  is  commonly  a history  of  previous 
similar  episodes  of  crampy,  lower  abdominal 
pains  and  chronic  constipation.  These  cases 
usually  evidence  severe  abdominal  distention 
and  only  variable  abdominal  tenderness.  Pulse 
and  temperature  are  not  remarkable  in  either 
the  acute  or  subacute  cases. 

Of  primary  importance  in  the  establishment  of 
the  diagnosis  is  the  x-ray,  a direct  plate  of  the 
abdomen  often  sufficing.  Films  should  be  taken 
in  both  the  erect  and  supine  positions.  Lateral 
recumbent  projections  may  be  utilized  in  doubt- 
ful cases.  The  characteristic  finding  on  direct 
radiologic  examination  is  the  presence  of  a tre- 
mendously dilated  loop  of  bowel  arising  from  the 
left  side  of  the  pelvis  and  passing  upward  and 
toward  the  right.  As  this  loop  reaches  its  sum- 
mit, which  in  more  advanced  cases  may  actually 
reach  the  diaphragm,  a sharp  hairpin  turn  merg- 
ing with  the  descending  loop  of  the  dilated  bowel, 
of  about  the  same  diameter  as  the  ascending  loop, 
is  noted.  The  arms  of  the  loop  disappear  into  the 
pelvis,  usually  into  the  left  half.  Although  fluid 
levels  are  at  times  demonstrable,  very  little  fluid 
is  present  in  the  early  cases.  The  volvulus,  a 
mechanical  obstruction,  results  in  dilatation  of 
the  proximal  colon  and  lesser  bowel  loops.  Fluid 
may  be  seen  in  these  loops,  but  they  never  reach 
the  degree  of  distention  visible  in  the  sigmoid, 
and,  when  present,  are  displaced  laterally,  ceph- 
alad,  or  caudad  by  the  tremendously  dilated  sig- 
moid. Instances  have  been  described  in  which 
the  volvulus  is  completely  filled  with  fluid.2- 

Barium  enema  examination  usually  reveals  the 
presence  of  an  obstruction  at  the  point  of  rotation 
of  the  sigmoid,  and  normal  mucosal  markings.3 
Crosslike  or  screv/like,  spiral,  opaque  stripes  at 
this  site  have  been  described  on  the  post- 
evacuation films.4  6 A valvelike  action  per- 
mitting entry  of  the  barium  but  preventing  evac- 
uation may  be  present  in  partial  volvulus. 

Of  particular  interest  to  us  have  been  the  re- 
ports in  which  volvulus  has  been  relieved  by 
barium  enema  examination  or  by  the  passage  of  a 
stomach  tube  through  the  rectum  past  the  point 
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of  rotation  of  the  colon.6  Holmgren  in  1941  de- 
scribed a patient  in  whom  the  volvulus  was  re- 
duced during  a laparotomy  by  the  passage  of  a 
tube  into  the  rectum  guided  by  hand  beyond  the 
volvulus.7  A second  case  is  described  in  which 
che  volvulus  was  reduced  by  the  same  maneuver, 
performed  under  fluoroscopic  control  without 
abdominal  operation.  He  mentions  that  success- 
ful results  are  predicated  on  a relatively  loose 
torsion  which  may  be  present  in  the  early  stage  of 
the  condition,  and  that  such  manipulation  be- 
comes ineffectual  when  volvulus  is  present  for 
sufficient  time  to  result  in  a firmly  fixed  twist  of 
the  loop  of  bowel. 

In  the  treatment  of  volvulus  of  the  sigmoid 
colon,  operative  interference  at  best  finds  the  sur- 
geon confronted  with  bowel  that  does  not  lend  it- 
self to  any  but  the  most  conservative  of  proce- 
dures, that  is,  de torsion.  However,  we  do  see  re- 
ported all  varieties  of  employed  technics  such  as 
Rankin  obstructive  resection,  Mickulicz  resec- 
tion, lateral  anastomosis,  detorsion,  and  insertion 
of  rectal  tube,  tacking  down  of  redundant  meso- 
sigmoid,  and  in  not  a few  cases,  cecostomy  fol- 
lowed by  a one  or  two-stage  subsequent  resection. 
Of  these,  simple  detorsion  presents  the  lowest 
mortality  rates.  However,  it  must  be  remem- 
bered that  volvulus  is  a lesion  with  a marked 
tendency  to  recur,  doing  so  in  20  to  25  per  cent  of 
cases,  and  thus  necessitating  further  operative  in- 
tervention which  is  associated  with  a mortality  of 
some  40  per  cent.1  It  would  thus  indeed  be  of 
considerable  aid  to  employ  a nonoperative 
method  of  decompression  in  the  acute  or  subacute 
phase  with  a view  toward  a subsequent  elective 
resection  during  a quiescent  interval  phase,  at- 
tended by  the  accepted  preoperative  preparation 
that  has  proved  of  such  value  in  colon  surgery. 
Such  a method  may  well  be  the  proper  use  of  the 
long  rectal  tube  as  a decompressant. 

The  tube,  semirigid  and  well-lubricated  along 
three  quarters  of  its  length,  is  gently  and  carefully 
threaded  along  the  rectum  with  the  patient  in 
knee-chest  or  Sims  position.  Sliding  the  proxi- 
mal end  of  the  tube  just  beyond  the  twist  in  the 
colon  results  in  a sudden  expulsion  of  gas  and  a 
dramatic  decompression  of  the  abdomen.  There 
occurs  concomitantly  a detorsion  of  the  colon  as 
may  be  demonstrated  subsequently  by  x-ray. 
This  nonsurgical  procedure,  instituted  before 
compromise  of  the  vascular  supply  of  the  bowel, 
may  indeed  gain  a vantage  point,  subsequently 
permitting  adequate  surgery  in  a well-prepared 
patient  during  a quiescent  interval. 

Case  Reports 

Case  1. — Mrs.  L.  D.,  aged  70,  was  admitted  on 
October  1,  1944,  with  history  of  obstipation  of  four 
days’  duration.  Three  days  prior  to  admission,  the 


patient  had  a sudden  attack  of  generalized  abdomi- 
nal pain  and  distention.  Borborygmus  was  audible. 
This  patient  also  gave  a past  history  of  Parkinsonism 
of  ten  to  twelve  years’  duration  and  had  been 
severely  constipated  in  the  past  four  years. 

Examination  revealed  the  following:  patient 

stuporous,  Parkinsonism  apparent,  skin  dry,  tongue 
fairly  moist,  abdomen  distended  and  tense, 
skin  glossy,  and  no  masses  palpable.  Bowel  sounds 
were  audible  at  intervals.  No  rectal  masses  or 
ulcer  were  noted.  Laboratory  data  included  white 
blood  cell  count  of  15,300  and  urea  nitrogen  28.2 
mg.  per  cent. 

A direct  plate  of  the  abdomen  confirmed  distention 
of  both  large  and  small  bowel  and  the  clinical  im- 
pression that  we  were  dealing  with  intestinal  ob- 
struction, probably  in  the  lower  colon.  Accordingly, 
a Miller-Abbott  tube  was  introduced  on  the  night 
of  admission  and  proceeded  into  the  upper  small 
bowel  within  a few  hours. 

On  the  following  morning,  review  of  the  x-ra3rs, 
together  with  an  additional  plate  taken,  suggested 
sigmoid  volvulus  as  the  causative  factor.  A long 
rectal  tube,  semirigid  and  well-lubricated,  was  easily 
threaded  up  into  the  rectum.  When  some  30  cm. 
of  the  tube  was  thus  introduced,  there  occurred  a 
sudden  expulsion  of  much  gas  and  some  liquid  feces, 
associated  with  rapid  abdominal  decompression. 
However,  the  patient,  who  had  been  bedridden  for 
the  past  four  years,  remained  somnolent  and  un- 
responsive and  went  on  to  develop  a bilateral  focal 
pneumonia  on  the  fourth  postdecompression  day, 
resulting  in  fatality  on  the  nineteenth  hospital  day. 
No  recurrence  of  the  originally  encountered  in- 
testinal obstruction  evidenced  itself  during  this  time. 

Case  2. — Mrs.  G.  S.,  aged  45,  was  admitted  on 


Fig.  1.  Findings  in  volvulus  of  the  sigmoid 
colon  demonstrating  tremendously  dilated  loop 
arising  from  the  left  pelvis. 
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Fig.  2.  Rectal  tube  in  situ  with  resultant  de- 
torsion and  decompression  of  dilated  colonic  loop. 


July  14,  1945,  with  a history  of  abdominal  cramps, 
enlargement,  and  obstipation  of  13  days’  duration 
without  vomiting.  An  enema  on  the  day  prior  to 
admission  proved  ineffectual.  The  patient  had 
suffered  with  constipation  for  many  years.  There 
was  no  history  of  melena  or  frank  blood  in  stools. 

Examination  revealed  the  following  data:  well- 
nourished,  middle-aged  woman  in  evident  distress; 
extremities  cool  and  clammy;  blood  pressure  140/- 
100,  pulse  82,  temperature  99.6  F.  The  abdomen 
presented  a marked  generalized  distention  with 
tense  wall  and  glistening  stretched  skin.  There 
was  tympany  throughout.  Borborygmus  was  both 
audible  and  palpable  at  intervals.  On  rectal  ex- 
amination, the  ampulla  was  dilated;  no  masses  or 
ulcerations  were  palpable.  The  impression  was  that 
of  acute  intestinal  obstruction,  probably  due  to 
sigmoid  volvulus. 

Following  roentgen  confirmation  (Figs.  1-3)  of 
the  above  clinical  impression,  a.  well-lubricated  semi- 
rigid rubber  tube  was  threaded  through  the  rectum 
for  about  35  cm.  with  the  patient  in  a Sims  position. 
There  resulted  a sudden,  explosive  expulsion  of  gas 
and  a small  amount  of  liquid  stool,  accompanied 
by  a deflation  of  the  abdomen  and  complete  relief 
for  the  patient.  Follow-up  x-ray  confirmed  the 
resolution  of  the  intestinal  obstruction,  and  barium 
elysma  disclosed  a markedly  redundant  loop  of 
sigmoid  colon.  The  patient  was  discharged  to  the 
outpatient  department  for  follow-up  care. 

Case  3.— Miss  K.  K.,  23  years  old,  was  admitted 
July  20,  1945,  and  presented  a story  of  moderate 


abdominal  distention,  flatulence,  belching,  anorexia 
of  three  months’  duration,  and  a marked  exaggera- 
tion of  these  symptoms  attended  by  obstipation 
and  epigastric  distress  for  three  days  prior  to  ad- 
mission. The  patient  gave  a history  of  constipation 
and  protuberant  abdomen  since  childhood.  One 
month  prior  to  admission,  because  of  blood  in  the 
stool,  roentgen  studies  revealed  a “kink  in-  the 
sigmoid.” 

On  examination,  the  abdomen  presented  a tre- 
mendous distention ; the  patient,  however,  appeared 
fairly  comfortable.  There  was  tympany  through- 
out and  occasional  audible  bowel  sounds.  Clini- 
cally it  was  felt  that  the  patient  suffered  frpm  a 
volvulus  of  the  lower  colon.  Proceeding  on  this 
assumption,  a long  rectal  tube  was  introduced 
up  to  a distance  of  about  28  cm.,  resulting  in  an 
immediate  rush  of  gas  and  a complete  decompression 
of  the  abdomen  within  the  space  of  a few  minutes. 

Subsequent  x-ray  studies  revealed  the  presence  of 
an  exceedingly  redundant  sigmoid  colon.  The 
patient  was  discharged  improved  several  days 
later,  with  a diagnosis  of  partial  volvulus  of  a re- 
dundant sigmoid  colon.  Addenda  revealed  that  a 
similar  episode  had  occurred  one  year  previously 
but  had  subsided  within  two  or  three  days  with  the 
aid  of  prescribed  pills. 

Case  4- — Miss  E.  F.,  aged  22,  was  admitted 
January  30,  1943.  The  patient  gave  a history  of 
constipation  of  eight  days’  duration  with  obstipa- 
tion for  three  days  prior  to  admission,  associated 
with  intermittent  abdominal  cramps  without  vomit- 
ing. The  abdomen  was  markedly  distended  and 
tympanitic.  There  was  a slight  tenderness  in  the 
left  lower  quadrant.  Rectal  examination  was 
essentially  negative.  X-ray  examination  prior  to 


Fig.  3.  Contrast  air  enema  illustrating  redundant 
, sigmoid. 
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admission  revealed  marked  distention  of  the  de- 
scending and  ascending  colon  which  on  the  left  side 
ended  abruptly  at  a level  one  inch  below  the  crest  of 
the  ileum.  Four  hours  following  admission,  a 
rectal  tube  passed  and  produced  marked  relief  with 
the  expulsion  of  gas  and  watery,  foul-smelling  stool. 
This  continued  throughout  that  night  at  intervals 
and  resulted  in  complete  decompression  of  the 
abdomen  by  morning.  A barium  clysma  taken 
subsequently  outlined  a markedly  elongated  sigmoid 
extending  almost  to  the  splenic  flexure. 

Case  5. — Mr.  E.  G.,  aged  51,  was  admitted 
January  21,  1934.  The  patient  was  acutely  ill, 
presenting  a history  of  sudden  onset  of  severe,  inter- 
mittent abdominal  pains  twenty-four  hours  prior  to 
hospitalization  with  associated  obstipation.  The 
patient’s  past  history  revealed  occasional  passage  of 
blood-streaked  stools  in  the  past  two  years.  There 
was  no  weight  loss  or  asthenia. 

Examination  revealed  a markedly  distended  abdo- 
men with  moderate,  generalized  tenderness,  most 
marked  in  the  left  lower  quadrant.  Blood  pressure 
was  130/80,  pulse  80,  temperature  99.2  F.  Blood 
studies  revealed  a hemoglobin  of  70  per  cent  with 
3,500,000  red  blood  cells,  1,800  white  blood  cells, 
with  80  per  cent  polymorphonuclears  and  20  per 
cent  lymphocytes.  Radiographic  examination  of 
the  abdomen  presented  marked  gaseous  distent  ion  of 
the  ascending  colon,  hepatic  flexure,  transverse  arm, 
and  splenic  flexure  with  a fluid  level  distal  thereto. 
The  findings  were  interpreted  as  an  intestinal  ob- 
struction, probably  in  the  sigmoid.  Clinically  it 
was  felt  that  in  addition  there  might  be  a minute 
perforation  of  the  bowel. 

About  twelve  hours  after  admission,  following 
adequate  hydration  with  parenteral  5 per  cent 
glucose  in  saline  solution,  the  patient  was  operated 
upon.  Findings  revealed  a volvulus  of  the  sigmoid 
colon,  the  serosa  of  which  appeared  lusterless  and 
beefy-red  in  color.  There  was  some  free  fluid  in 
the  peritoneal  cavity. 

The  sigmoid  was  exteriorized  and  regained  its 
normal  color  quickly.  With  the  thought  of  avoiding 
a recurrence  of  volvulus  in  a long  colon,  a Mickulicz 
type  of  colon  resection  was  performed.  On  January 
23,  1934,  three  days  later,  the  colostomy  was 
opened.  On  January  24,  1934,  there  having  been 
no  reasonable  reduction  of  abdominal  distention 
and  no  expulsion  of  feces  from  the  colostomy,  a 
rubber  rectal  tube  was  inserted  in  the  proximal 
loop  of  the  colostomy  and  fixed  in  place  by  a 
purse  string  suture.  Also  on  that  day  the  p atient 
developed  a gastric  dilation  requiring  Levine  tube 
drainage.  From  the  time  of  operation,  the  patient 
maintained  an  elevation  of  temperature  of  102  to 
103  F.  Finally,  on  January  27,  1934,  six  days 
postoperatively,  the  abdominal  distention  and 
tenderness  having  persisted,  the  patient  expired. 

Necropsy  revealed  an  adhesive  peritonitis,  par- 
alytic ileus,  and  partial  obliteration  of  proximal 


colostomy  opening  with  impaction  in  the  proximal 
colon. 

Case  6. — Mrs.  R.  R.  was  admitted  May  11, 
1945.  The  diagnosis  was  volvulus  of  the  sigmoid. 
The  patient  was  a 67-year-old  woman  presenting 
a history  of  obstipation,  nausea,  and  vomiting  of 
three  days’  duration.  The  patient  was  always 
constipated.  An  enema  on  the  day  prior  to  ad- 
mission was  entirely  ineffectual.  A barium  enema 
performed  on  May  14  and  18  revealed  a marked 
redundancy  of  the  sigmoid  flexure  with  no  evidence 
of  an  organic  lesion.  The  patient  made  a spon- 
taneous recovery  following  barium  enema  and  was 
discharged  improved  on  May  22. 

Summary 

1.  Review  of  the  literature  reveals  the  surgical 
mortality  figures  in  the  treatment  of  volvulus  of 
the  sigmoid  colon  to  be  variously  estimated  at  30 
to  50  per  cent. 

2.  Early  diagnosis  and  conservativism  in 
treatment  are  cited  as  two  factors  that  will  result 
in  a reduction  of  the  above  mortality  figures. 

•3.  The  characteristic  findings  in  direct  x-ray 
examination  of  the  abdomen  are  discussed  as  an 
invaluable  aid  in  the  establishment  of  early  diag- 
nosis of  volvulus  of  the  sigmoid. 

4.  The  value  of  the  long  rectal  tube  as  a de- 
compressant  in  the  conservative  treatment  of  vol- 
vulus of  the  sigmoid  is  stressed. 

5.  Since  conservative  treatment  of  sigmoid 
volvulus  is  attended  by  a recurrence  in  about  20 
per  cent  of  cases,  the  use  of  conservative  decom- 
pression is  discussed  as  an  emergency  measure 
that  will  permit  subsequent  elective  surgical 
correction  during  an  interval  phase,  attended  by 
the  accepted  preoperative  preparation  that  has 
proved  of  such  value  in  colon  surgery  in  recent 
years. 

6.  Six  cases  are  presented.  In  four,  a long 
tube  threaded  into  the  rectum  effected  a satisfac- 
tory de torsion  of  a sigmoid  volvulus.  In  one  case 
a barium  enema  resulted  in  a detorsion.  In  the 
one  case  a Mickulicz  resection  resulted  in  the 
death  of  the  patient. 
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A phelgmatic  patient  may  mask  grave  disease  by 
ignoring  “insignificant”  symptoms. — Exchange 


All  good  reasons  for  hemoptysis  should  be  ruled 
out  before  blaming  it  on  lingual  varices.  Exchange 


THE  USE  OF  THE  RECOVERY  ROOM  IN  LOWERING 
MATERNAL  MORTALITY 

Lewis  F.  McLean,  M.D.,  H.  C.  McDowell,  M.D.,  and  Marvin  G.  Sadugor,  M.D., 
Buffalo,  New  York 

(From  the  Millard  Fillmore  Hospital) 


A CONSIDERABLE  number  of  articles  have 
been  appearing  in  medical  journals  in  recent 
years  on  the  subject  of  lowering  maternal  mor- 
tality and  the  immediate  treatment  of  postpar- 
tum hemorrhage  and  shock.  However,  no  word 
has  been  mentioned  in  any  of  these  papers  con- 
cerning the  use  of  a “recovery  room”  as  an  added 
precaution  in  reducing  maternal  mortality,  even 
though  some  hospitals  are  already  using  recovery 
rooms. 

The  usual  method  of  postpartum  treatment  is 
to  leave  the  patient  on  the  delivery  table  for  one 
hour  or  to  take  her  to  a room  where  a nurse  is  to 
keep  her  under  meticulous  surveillance.  With 
the  nurse  shortage,  however,  such  a procedure  is 
filled  with  chance  and  could  easily  be  dangerous 
to  the  patient. 

A recovery  room,  so-called  because  a mother  is 
taken  there  promptly  after  a delivery,  has  been  in 
existence  at  the  Millard  Fillmore  Hospital, 
Buffalo,  New  York,  for  more  than  twelve  months 
and  is  most  successful.  Since  its  inaugura- 
tion, September  23,  1945,  through  to  September 
23,  1946,  there  have  been  3,282  deliveries  with 
only  two  deaths  resulting.  As  this  figure  illus- 
trates, the  Millard  Fillmore  Hospital  has  a large 
obstetric  service  and  is  equipped  to  handle  any 
type  of  delivery  (Table  1 ). 


TABLE  1. — Types  of  Deliveries 


Delivery 

Number  of 
Cases 

Spontaneous 

408 

Low  forceps 

2,229 

Mid  forceps 

27 

High  forceps 

2 

Version  and  extraction 

254 

Breech 

87 

Embriotomy 

1 

Cesarean  sections 
High 

145 

Low 

21 

Low  cervical 

86 

Extraperitoneal 

8 

Porro 

14 

Total 

3,282 

There  were  eleven  cases  of  late  postpartum 
hemorrhage  which  were  detected  in  the  recovery 
room  and  were  returned  at  once  to  a delivery 
room  for  packing  and  treatment.  Eighty-five  per 
cent  of  the  deliveries  were  operative,  necessitat- 
ing careful  postpartum  treatment  which  was  more 
easily  extended  because  of  a recovery  room.  The 
Millard  Fillmore  Hospital  records  on  obstetrics 
make  this  fact  more  emphatic.  They  show  no 
decrease  in  maternal  mortality  from  postpartum 
hemorrhage  until  the  installation  of  a recovery 
room. 

In  reviewing  the  causes  of  maternal  mortality, 
creditable  mention  may  be  made  of  the  drop  in 
sepsis  from  its  long-held  first  place  to  a second 


TABLE  2. — Maternal  Deaths — 1941  to  1946 


Number 

of 

Ma- 

ternal 

Deaths 
Due  to 
Post- 
partum 
Hemor- 
rhage 
and 

Causes  of  Death  Other  Than  Postpartum 

Year 

Deliveries 

Type  of  Delivery 

Deaths 

Shock 

Hemorrhage  and  Shock 

1941 

2,255 

1 Version  and  extraction 
1 Low  forceps 
1 Porro 
1 Section 

4 

3 

Pulmonary  embolism 

1942 

3,067 

1 Low  forceps 

1 Breech  extraction 

2 Sections 

2 Version  and  extraction 

6 

4 

Obstruction;  asphyxia 

1943 

3,798 

1 Breech  extraction 
1 Spontaneous 
8 Sections 

10 

4 

Pneumonia;  pulmonary  embolism — 2;  longtestof 
labor — peritonitis;  peritonitis;  bowel  obstruc- 
tion 

1944 

3,128 

1 Postmortem  section 
3 Sections 
1 Low  forceps 

5 

3 

Pneumonia-Cardiac — in  hospital  4 hours;  placenta 
previa 

1945 

3,123 

2 Sections 
1 Undelivered 
1 Low  forceps 
1 Curetage — 5'/s  Months 

1 Spontaneous 

2 Version  and  extraction 

8 

4 

Puerperal  infection — intestinal  obstruction;  toxe- 
mia— in  hospital  for  only  few  hours;  pernicious 
vomiting;  hepatic  toxemia 

1946 

3,282 

1 Section 
1 Low  forceps 

2 

0 

Intestinal  obstruction  and  peritonitis;  enteritis 
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DELIVERY  RECORD 


Patient’s  Name- 


Date 


Time- 


Hours  After  Delivery 

lA 

Blood  Pressure 

Pulse 

Position 

Fundus 

Fingers  Above  or  Below  Umbilicus 

Consistency  firm 

Boggy 

Profuse 

Flow 

Moderate 

Scanty 

General 

Condition 

Good 

Fair 

Poor 

iy« 

2 

2 ‘A 

3 

3‘A 

4 

4>A 

5 

5‘A 

6 

6i/2 

7 

7‘A 

8 

— 

— 

— 

— 

— 

— 

— 

' 

If  the  patient  has  any  of  the  following  conditions: 

(a)  Falling  blood  pressure, 

(b)  Rising  pulse, 

(c)  Boggy  uterus, 

id)  Profuse  flow  or  requires  expression  of  clots,  more  than  once,  or 

(e)  Poor  general  condition — CALL  AT  ONCE 

1.  The  resident 

2.  The  attending  physician 

3.  Laboratory  for  typing  and  cross  matching  statistics. 


FlO.  1 


and  even  third  place  as  the  cause  of  maternal 
death  through  the  application  of  penicillin  and 
sulfa  drugs.  From  a total  of  15,371  deliveries, 
there  were  33  deaths,  18  of  which  were  due  to  post- 
partum hemorrhage  and  shock,  making  hemor- 
rhage responsible  for  more  than  50  per  cent  of 
maternal  deaths  (Table  2).  However,  with  the 
advent  of  the  recovery  room  in  September,  1945, 
there  have  been  only  two  deaths.  One  followed 
a cesarean  section  that  developed  an  intestinal  ob- 
struction and  peritonitis  postoperatively  as  the 
result  of  several  previous  operations.  The  second 
was  a case  of  an  acute  fulminating  enteritis  which 
was  not  obstetric  in  origin  occuring  twelve  hours 
after  a normal  delivery.  Most  important,  how- 
ever, there  were  no  deaths  from  postpartum 
hemorrhage  and  shock  in  the  twelve-month 
period. 

We  feel  that  the  whole  essence  of  the  idea  is  the 
time  element.  Most  mothers  are  lost  through 
apathy,  delay,  and  an  excess  of  optimism.  Even 
the  most  careful  obstetrician  may  underestimate 
the  blood  lost  by  the  mother. 

At  the  present  time  the  recovery  room  is 
equipped  with  eight  beds  and  is  situated  directly 
across  from  the  delivery  rooms  so  that  patients 
can  be  quickly  and  easily  transported  to  it  im- 
mediately following  delivery.  The  mother  re- 
mains in  the  recovery  room  for  eight  hours,  unin- 
terrupted by  visitors  or  well-wishers. 

Figure  1 will  give  some  idea  of  how  the  recovery 


room  operates.  During  the  postpartum  period 
each  patient  is  checked  every  hour  by  a resident 
or  intern,  and  every  half  hour  by  a graduate  nurse 
who  never  leaves  the  room  during  her  time  on 
duty.  At  these  regular  periodic  examinations, 
blood  pressure,  pulse,  respiration,  temperature, 
position  and  firmness  of  the  fundus,  vaginal  flow, 
and  the  general  condition  of  the  patient  are  ob- 
served and  charted. 

Our  whole  principle  of  postpartum  treatment  is 
to  initiate  reparative  measures  at  once.  Accord- 
ingly, the  nurse  in  charge  has  written  orders  that 
if  a woman  begins  to  bleed,  even  moderately,  to 
call  the  attending  obstetrician  and  the  resident  in 
obstetrics,  as  well  as  the  laboratory  for  typing  and 
matching.  The  resident,  who  usually  arrives 
first,  has  a mandate  to  take  the  mother  to  a de- 
livery room  if  he  thinks  it  necessary  to  pack  her 
uterus  and  vagina  tightly  at  once  and  to  begin 
transfusions  with  blood  or  plasma,  as  well  as  to 
carry  out  other  supportive  therapy.  In  case  of 
great  emergency,  where  a delay  may  occur  be- 
cause of  the  time  required  to  determine  the  Rh 
factor  typing  or  matching,  we  are  prepared  to 
give  Type  4-0  blood  with  A and  B substances 
added. 

We  believe  that  packing  the  birth  canal  is  the 
most  effective  means  of  combating  postpartum 
hemorrhage  from  the  relaxation  of  the  uterus. 
The  birth  canal  is  first  thoroughly  surveyed; 
then  the  cervix  is  pulled  down  and  inspected,  and, 
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if  necessary,  it  is  repaired.  The  uterus  is  ex- 
plored manually  to  remove  clots  or  secundines. 

We  also  advocate  packing  under  direct  obser- 
vation. Sterile,  three-inch,  plain  or  iodoform 
packs  are  always  available.  Plain  packs  are  im- 
pregnated with  a liquid  antiseptic  before  they  are 
introduced  into  the  birth  canal  by  means  of  a 
uterine-packing  forceps.  We  have  found  that  a 
wet  pack  introduced  in  this  manner  is  more 
effective  and  is  accomplished  more  rapidly  than 
application  of  a dry  pack  by  means  of  a Holmes’ 
packer. 

Conclusion 

1.  During  the  past  year,  through  the  employ- 


ment of  a recovery  room,  the  Millard  Fillmore 
Hospital  has  been  able  to  reduce  maternal  mor- 
tality from  postpartum  hemorrhage  from  50  per 
cent  to  zero. 

2.  In  these  days  of  the  grave  shortage  of 
nurses  the  recovery  room  offers  an  economic 
solution  to  the  problem  of  watching  the  postpar- 
tum mother  and  effecting  a prompt  treatment,  if 
the  emergency  so  arises. 

3.  It  is  our  hope  that  recovery  rooms  may  be 
established  in  all  hospitals  of  any  size  all  over  the 
country  so  as  to  aid  in  reducing  maternal  mor- 
tality from  postpartum  hemorrhage  as  they  have 
done  so  successfully  at  the  Millard  Fillmore 
Hospital  in  only  one  year’s  time. 


SCHEELE  TESTIFIES  BEFORE  COMMITTEE 

One  of  the  first  official  acts  of  Dr.  Leonard  A. 
Scheele,  following  his  induction  as  Surgeon  General 
of  the  Public  Health  Service,  was  to  testify  before 
a congressional  committee.  He  told  the  House 
Committee  on  Interstate  Commerce  that  54,000,000 
Americans  live  in  communities  which  lack  full-time 
local  health  services. 

In  accepting  his  appointment  Dr.  Scheele  said: 


“The  health  of  the  American  people  and  their  health 
resources  cannot  and  must  not  become  a monopoly, 
either  of  governments,  private  enterprise,  or  chari- 
table organizations.  Each  of  these  great  institu- 
tions has  made  incalculable  contributions  to  Ameri- 
can health.  The  constituent  groups  and  organiza- 
tions within  them  must  endure  and  grow  in  wisdom, 
strength,  and  efficiency.” — J.A.M.A.,  April  17,  197,8 


NEED  TO  EDUCATE  PUBLIC  ON  ATOMIC  ENERGY 


Introduction  of  the  world  to  the  atomic  age  has 
produced  the  problem  of  properly  educating  the 
public  on  atomic  energy. 

Recent  consideration  of  the  problem  turned  up  a 
number  of  suggestions  on  the  direction  of  an  edu- 
cational program  of  this  kind,  according  to  Dr. 
Herman  S.  Wigodsky,  professional  associate  of  the 
Committee  on  Atomic  Casualties,  Division  of  Medi- 
cal Sciences,  National  Research  Council,  Washing- 
ton, D.C.  At  the  same  time  a number  of  obstacles 
were  revealed. 

Dr.  Wigodsky  addressed  the  spring  session  of  the 
Council  on  National  Emergency  Medical  Service  of 
the  American  Medical  Association,  which  opened  a 
two-day  discussion  in  A.M.A.  headquarters  in 
Chicago. 

The  feeling  of  the  conference  was  that  an  educa- 
tion and  information  program  on  atomic  energy 
should  be  world-wide  in  scope  and  aimed  at  increas- 
ing the  factual  information  of  the  public  in  order  to 


provide  a basis  for  reasonable,  logical  thought  in  the 
matter. 

“Among  the  most  universally  encountered  ob- 
stacles to  a satisfactory,  continuing  atomic  energy 
information  program,”  he  asserted,  “appears  to  be 
the  unavailability  of  adequate,  factual  information. 
Also  the  absence  of  a single  neutral  agency  which 
could  offer  authoritative  information  on  disputed 
questions  related  to  atomic  energy.” 

Dr.  Wigodsky  said  that  the  three  most  basic  ob- 
jectives of  an  atomic  energy  information  program,  as 
expressed  by  the  conference,  are  (1)  the  need  for 
relating  atomic  energy  information  to  the  day-to-day 
personal  anxieties  and  interest  of  the  population, 
(2)  the  necessity  for  making  more  explicit  the  objec- 
tives, methods  of  operation,  and  results  of  work  of 
the  Atomic  Energy  Commission,  and  (3)  the  desira- 
bility of  increasing  public  understanding  between 
control  of  atomic  energy  and  international  order. — 
News  Release,  A.M.A. , April  5,  197,8 


COMPARATIVE  STUDIES  WITH  SOME  NEWER  TESTS  FOR 
HEPATIC  DYSFUNCTION 

Howard  K.  Linder,  M.D.,  Maurice  Bruger,  M.D.,  and  Carl  H.  Greene,  M.D., 

New  York  City 

(From  the  Division  of  Pathological  Chemistry  and  the  Medical  Research  Laboratory,  Department  of  Medicine, 
New  York  Post-Graduate  Medical  School  and  Hospital ) 


IN  THE  past  few  years,  extensive  laboratory 
and  clinical  investigations  have  centered  on 
the  function  of  the  plasma  proteins,  their  com- 
position, and  the  role  of  the  liver  in  their  forma- 
tion. This  unusual  interest  in  protein  metabo- 
lism is  revealed  by  the  many  studies  on  the  im- 
portance of  plasma  in  the  treatment  of  shock,  the 
effect  of  hypoproteinemia  on  wound  healing,  the 
purification  and  therapeutic  application  of  the 
various  protein  components  of  the  plasma  by 
Cohn  and  his  associates,  the  administration  of 
amino  acids  parenterally,  the  use  of  radioactive 
isotopes  in  following  the  formation  and  metabo- 
lism of  the  plasma  proteins,  and  the  recogni- 
tion of  the  relation  between  prothrombin  and 
the  hemorrhagic  tendency  in  jaundiced  patients. 

It  has  been  accepted  that  the  liver  is  concerned 
in  the  formation  of  plasma  fibrinogen,  albumin, 
and  prothrombin.  Recent  studies  by  electro- 
phoretic methods  have  demonstrated  an  increase 
in  the  gamma  globulin  of  the  serum  in  patients 
with  hepatic  disease.  They  have  also  shown  the 
inadequacy  of  the  time-honored  salt  precipitation 
methods  in  the  study  of  changes  in  the  composi- 
tion of  the  serum  proteins.  Electrophoretic 
methods  surpass  all  others  in  sensitivity  and  ac- 
curacy, but  the  analysis  is  difficult  and  time- 
consuming,  and  the  cost  of  the  apparatus  re- 
stricts its  use  to  medical  centers  and  research  in- 
stitutes. Attention  has,  therefore,  been  focused 
on  a number  of  flocculation  tests  which  show 
qualitative  changes  in  the  composition  and  colloi- 
dal stability  of  the  serum  and  which  make  up  in 
simplicity  and  ease  of  analysis  what  they  lack  in 
quantitative  accuracy.  These  tests  fall  into  two 
groups  insofar  as  their  diagnostic  use  in  the  study 
of  hepatic  disease  is  concerned. 

The  first  group  comprises  the  formol-gel  test, 
the  dilution  test  of  Naumann,  the  Takata-Ara 
reaction,  the  magnesium  chloride  test  of  Bauer, 
and  the  Weltmann  reaction.1-6  These  tests  all 
show  gross  changes  in  the  albumin-globulin 
ratio.  The  formol-gel  and  the  Naumann  dilu- 
tion tests  usually  do  not  become  positive  unless 
there  is  a hyperglobulinemia  of  3 per  cent  or 
more,  which  accounts  for  their  use  in  the  diagno- 
sis of  such  conditions  as  kala-azar,  lymphogranu- 
lomatosis, and  multiple  myeloma.  These  pro- 

* The  authors  are  indebted  to  Miss  Elsie  Frost,  B.A., 
and  Mrs.  Estelle  Goldman  for  technical  assistance. 


cedures  are  of  less  value  in  the  study  of  hepatic 
disease.  The  Takata-Ara  reaction  and  the  tests 
of  Bauer  and  Weltmann  are  positive  when  a 
hyperglobulinemia  is  present,  but  this  may  be 
relative  as  well  as  absolute.  In  our  experience 
the  Takata-Ara  reaction  has  been  the  most  satis- 
factory of  this  group  for  routine  use.  A positive 
test  usually  indicates  a reversed  albumin-glob- 
ulin ratio,  and  this  reversal  may  be  due  to  re- 
duction in  the  albumin  as  well  as  to  an  increase 
in  the  globulin  fraction.  As  such,  the  procedure 
is  not  a specific  test  of  hepatic  insufficiency. 
However,  when  other  causes  of  alterations  in  the 
serum  proteins  are  excluded  on  clinical  grounds 
or  when  evidence  of  chronic  hepatic  disease, 
i.e.,  cirrhosis,  is  present,  then  a positive  Takata- 
Ara  reaction  is  of  confirmatory  value. 

The  tests  of  the  second  group  are  of  greatest 
value  as  indicators  of  acute  parenchymal  damage 
to  the  liver.  The  best  known  and  most  widely 
used  procedure  of  this  type  is  the  cephalin- 
cholesterol  flocculation  test  of  Hanger.7'8  More 
recently  the  colloidal  gold  reaction  and  the  thy- 
mol turbidity  test  of  Maclagan  have  been  added 
to  the  group.9-11 

The  present  report  is  based  on  a comparative 
study  of  these  latter  three  procedures  in  169 
patients  with  and  without  hepatic  disease.  In 
all,  282  determinations  were  carried  out  simul- 
taneously.* The  cephalin-cholesterol  floccula- 
tion test  was  performed  according  to  the  pro- 
cedure described  by  Hanger.7-8  The  cephalin- 
cholesterol  antigen  prepared  by  Difco  was  found 
to  be  relatively  stable  and  of  a satisfactory  degree 
of  sensitivity.  Merthiolate  (1:500)  was  added 
to  the  standard  solution  to  prevent  bacterial 
contamination.  Exposure  to  sunlight  was 
avoided  by  keeping  the  tubes  in  the  dark  until 
read.  Disregarding  these  precautions  may  lead 
to  false  positive  tests.12 

Results  were  read  at  the  end  of  twenty-four 
hours.  The  colloidal  gold  reaction  of  the  serum 
was  done  according  to  the  method  described  by 
Gray.9  The  thymol  turbidity  test  was  carried  out 
by  the  method  of  Maclagan.10'11  The  procedure 
was  modified  to  the  extent  that  0.1  cc.  of  serum 
was  added  to  6 cc.  of  thymol  buffer  solution. 
The  degree  of  turbidity  present  at  the  ehd  of  one- 
half  hour  was  measured  by  comparison  with  the 
formazine  turbidity  standards  of  Kingsbury.13 
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The  Kingsbury  standards  were  calibrated  to 
read  in  terms  of  mg.  of  protein  per  100  cc.  of  urine. 
The  results  of  the  thymol  test  are  expressed  in 
arbitrary  units  obtained  by  dividing  by  ten  the 
mg.  of  protein  equivalent  to  each  Kingsbury 
standard. 

Results 

Table  1 shows  the  results  obtained  in  a control 


TABLE  1. — -Observations  on  Ten  Normal  Persons 


Case 

Icterus 

Cephalin- 

Colloidal 

Thymol 

Tur- 

Nura- 

Index, 

Cholesterol 

Gold 

bidity. 

ber 

Units 

Flocculation 

Reaction 

Units 

1 

8 

zb 

1 

1.0 

2 

6 

Negative 

1 

2.0 

3 

11 

Negative 

. 4 

3.5 

4 

8 

zb 

1 

2.0 

5 

4 

Negative 

Negative 

0.5 

6 

8 

Negative 

Negative 

1.5 

7 

6 

Negative 

Negative 

1.0 

8 

+ + 

i 

0.5 

9 

8 

=b 

Negative 

1.5 

10 

6 

Negative 

1 

1.0 

series  of  ten  apparently  normal  individuals.  The 
icterus  index  was  8 units  or  below;  the  cephalin- 
cholesterol  flocculation  was  no  greater  than  one 
plus;  the  colloidal  gold  reaction  was  under  3, 
and  the  thymol  turbidity  was  less  than  4 units 
in  nine  of  the  ten  cases  studied.  This  corre- 
sponds with  the  normals  reported  by  the  authors 
of  the  various  tests.  Case  3 with  an  icterus  of  1 1 , 
a gold  curve  of  4,*and  a thymol  turbidity  of  3.5, 
all  of  which  were  borderline  readings,  occurred 
in  an  intern  in  good  health  who  apparently  was 
an  example  of  congenital  hepatic  dysfunction 
(simple  hyperbilirubinemia,  simple  familial  cho- 
lemia).  The  inclusion  of  this  case  in  a series  of 
normals  may  be  open  to  question.  In  Case  8, 
the  cephalin-cholesterol  flocculation  was  two  plus. 
In  this  laboratory  such  results  are  found  occas- 
ionally in  apparently  normal  individuals;  with- 
out corroborative  evidence  of  hepatic  injury  such 
a finding  is  not  considered  significant. 

All  three  tests  were  positive  in  the  majority  of 
cases  with  acute  infectious  hepatitis  studied 
(Table  2).  In  Cases  1 and  8 in  which  multiple 
readings  were  made,  the  tests  returned  to  normal 


TABLE  2. — Observations  on  Nine  Patients  with  In- 
fectious Hepatitis 


Case 

Icterus 

Cephalin- 

Colloidal 

Thymol 

Tur- 

Num- 

Index, 

Cholesterol 

Gold 

bidity. 

ber 

Units 

Flocculation 

Reaction 

Units 

1 

63 

+ + 

4 

6.0 

60 

+ + 

4 

6.0 

32 

4- 

1 

2.5 

2 

++++ 

5 

22.5 

3 

ii 

■}■  4" 

5 

7.0 

4 

75 

4-  + + + 

5 

15.0 

5 

47 

Negative 

Negative 

3.0 

6 

174 

+ + + + 

5 

7.5 

7 

13 

± 

5 

6.0 

12 

zb 

6 

6.0 

8 

18 

+ + 4" 

4 

8.0 

7 

Negative 

3 

2.6 

9 

45 

+ + 4- 

22.6 

as  the  patients  recovered.  While  these  procedures 
showed  parallel  changes  in  general,  there  was  no 
definite  correlation  between  the  readings  of  any 
two  tests  or  between  the  tests  and  the  icterus 
index.  Case  5 was  a discharged  soldier  of  twenty- 
six  years  with  a marked  jaundice  and  an  en- 
larged liver  (duration  of  one  week)  at  the  time  of 
admission  to  the  hospital.  He  recovered  rapidly 
and  was  well  when  discharged  from  the  hospital. 
The  clinical  course  was  that  of  an  acute  hepatitis. 
The  normal  cephalin-cholesterol  flocculation, 
colloidal  gold  reaction,  and  thymol  turbidity 
tests  associated  with  a slightly  elevated  alkaline 
phosphatase  (not  recorded  in  Table  2)  suggest, 
however,  that  the  patient  may  have  had  a mild 
cholangiolitis  rather  than  a true  parenchymal 
hepatitis. 


TABLE  3. — Observations  on  32  Patients  with  Cirrhosis 
of  the  Liver 


Case 

Icterus 

Cephalin- 

Colloidal 

Thymol 

Tur- 

Num- 

Index, 

Cholesterol 

Gold 

biditv, 

ber 

Units 

Flocculation 

Reaction 

Units 

1 

27 

+ + + 

4 

6.0 

22 

+ + + 

4 

6.0 

2 

14 

+ + + + 

4 

14.0 

14 

+ + + + 

5 

14.0 

3 

100 

+ + + + 

5 

20.0 

150 

+ + + + 

5 

13.0 

137 

+ + + + 

5 

13.0 

4 

7 

+ + 

4 

6.0 

5 

8 

4-  4- 

3 

3.5 

6 

19 

+ + + + 

4 

6.0 

7 

6 

++ 

5 

3.5 

8 

7 

dr 

Negative 

2.0 

9 

10 

+ + 

4 

5.0 

10 

10 

+ + + + 

5 

10.0 

11 

11 

+ + + + 

5 

3.0 

12 

8 

4- 

1 

1.0 

13 

9 

++++ 

5 

14.0 

14 

12 

++++ 

5 

7.5 

15 

30 

++++ 

4 

4.0 

16 

6 

++++ 

5 

7.5 

17 

11 

++++ 

4 

5.0 

18 

130 

4-  4-  4" 

2 

5.0 

19 

15 

++++ 

5 

15.0 

14 

4-  4“  4“  4- 

5 

15.0 

20 

6 

4-  4-  4- 

5 

14.0 

21 

46 

++++ 

5 

27.0 

46 

4-4-4“ 

4 

15  0 

38 

++++ 

5 

23.0 

37 

++++ 

4 

15.0 

37 

++++ 

4 

10.0 

22 

30 

4 

5.5 

33 

zb 

5 

6.0 

23 

7 

+ + + 

5 

8.0 

24 

30 

4- 

5 

7.0 

25 

10 

++++ 

5 

8.0 

20 

12 

++++ 

5 

7.5 

27 

18 

++++ 

5 

22.5 

28 

23 

+++ 

5 

15.0 

29 

38 

zb 

Negative 

0.5 

30 

33 

+ + + 

4 

5.0 

31 

12 

4- 

2.0 

32 

18 

+++ 

4 

10.0 

A group  of  32  cases  of  hepatic  cirrhosis  is  re- 
ported in  Table  3.  All  stages  of  cirrhosis  are  rep- 
resented. The  majority  were  jaundiced  to  a 
greater  or  lesser  degree  as  indicated  by  the  icterus 
index.  In  21  patients,  all  three  tests  were  posi- 
tive; in  seven,  one  or  more  tests  were  positive, 
and  in  only  four  were  all  procedures  negative. 

The  results  obtained  in  13  cases  of  obstructive 
jaundice  are  shown  in  Table  4.  The  three  pro- 
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TABLE  4. — Observations  on  13  Patients  with  Obstructive  Jaundice 


Icterus 

Cephalin- 

Colloidal 

Thymol 

Index, 

Cholesterol 

Gold 

Turbidity, 

Case  Number 

Diagnosis 

Units 

Flocculatioi# 

Reaction 

Units 

1 

Carcinoma  of  the  pancreas 

18 

4-  4 

Negative 

0.5 

18 

+++ 

Negative 

0.5 

2 

Carcinoma  of  the  pancreas 

115 

Negative 

Negative 

1 .0 

3 

Carcinoma  of  the  pancreas 

88 

+ + + + 

4 

10.0 

4 

Carcinoma  of  the  pancreas 

187 

± 

Negative 

1 0 

5 

Carcinoma  of  the  pancreas 

40 

Negative 

2.0 

6 

Carcinoma  of  the  pancreas 

138 

Negative 

Negative 

2 0 

7 

Carcinoma  of  the  ampulla  of  Vater 

115 

Negative 

Negative 

0.5 

8 

Calculus  (common  duct  stone) 

83 

4-  4- 

4 

7 0 

9 

Calculus  (common  duct  stone) 

33 

Negative 

2 

2.5 

10 

Calculus  (common  duct  stone) 

63 

Negative 

1 

2.5 

1 1 

Calculus  (common  duct  stone) 

16 

Negative 

Negative 

2.0 

12 

Calculus  (common  duct  stone) 

83 

Negative 

Negative 

1 0 

13 

Common  duct  injury 

83 

+ + + 

2 

4.0 

75 

± 

l 

3 . 5 

45 

+ 

1 

3 5 

45 

+ 

i 

3.5 

cedures  were  negative  in  nearly  all  of  these  pa- 
tients. One  case  of  postoperative  stricture  of  the 
common  duct  (Case  13)  showed  positive  results. 
A case  of  carcinoma  of  the  head  of  the  pancreas 
(Case  1)  developed  a positive  cephalin-cholesterol 
flocculation  test  after  six  weeks  or  more  of  biliary 
obstruction.  One  patient  with  stone  in  the  com- 
mon duct  and  biliary  obstruction  for  eight  weeks 
(Case  8)  also  gave  positive  tests.  In  these,  the 
long-standing  obstruction  apparently  had  pro- 
duced secondary  hepatic  damage. 

Eight  cases  of  carcinomatosis  of  the  liver  are 
reported  in  Table  5.  In  all  of  these,  the  liver  was 
examined  at  operation  or  autopsy  and  found  to 
show  secondary  carcinomatosis  of  varying  degree. 
In  this  disorder,  the  results  of  the  tests  were  vari- 
able. Five  of  the  eight  showed  positive  cephalin- 
cholesterol  flocculation  reactions.  In  only  one 
was  the  colloidal  gold  test  positive.  The  thymol 
turbidity  test  wras  positive  in  five.  In  this  group, 
greatest  variation  in  the  responses  of  the  three 
tests  was  noted;  in  only  two  (Cases  3 and  5) 
were  they  uniformly  negative. 

A group  of  miscellaneous  cases  is  shown  in 
Table  6.  Case  1 was  a nurse,  twenty-two  years 
old,  who  was  admitted  to  the  hospital  because  of 
abdominal  pain,  nausea,  vomiting,  and  jaundice. 
The  three  tests  indicated  severe  hepatic  damage. 
Acute  cholecystitis  and  cholelithiasis  were  found 
at  operation.  Following  cholecystectomy,  the 
icterus  index  slowly  returned  to  normal;  the 
tests  repeated  five  months  later  still  showed 
marked  residual  hepatic  damage.  The  patient 
apparently  had  a complicating  cholangitis  at  the 
time  of  operation,  and  secondary  biliary  cirrhosis 
had  ensued.  Two  cases  of  sarcoidosis  with  hepa- 
tic enlargement  (Cases  2 and  3)  showed  positive 
tests.  One  case  of  lymphosarcoma  (Case -5)  and 
one  of  lymphatic  leukemia  (Case  6)  gave  positive 
tests.  Malaria  is  of  interest  because  of  the  pres- 
ence of  a positive  cephalin-cholesterol  flocculation 
test  during  the  active  stages  of  the  disease. 
This  has  been  reported  by  the  present  authors 


and  by  others  and  of  itself  is  not  evidence  of 
hepatic  damage.14-17 

Ten  cases  of  decompensated  heart  disease  with 
passive  congestion  of  the  liver  were  also  studied 
(results  not  tabulated).  The  liver  was  enlarged 
in  all  and  in  one  instance  had  been  palpable  for 
ten  moftths.  All  three  tests  showed  normal  reac- 
tions in  this  group  of  patients.  A variety  of  other 
miscellaneous  conditions  were  tested.  They  in- 
clude many  disease  processes  not  related  to  the 
liver,  such  as  chronic  glomerulonephritis,  asthma, 
acute  infections,  Hodgkin’s  disease,  etc.  The 
results  were  within  the  limits  of  normal  in  all. 

Comment 

The  cephalin-cholesterol  flocculation  test,  the 
colloidal  gold  reaction,  and  the  thymol  turbidity 
test  are  of  value  as  indicators  of  hepatic  injury. 
They  tend  to  be  positive  in  cases  of  acute  hepa- 
titis and  in  portal  cirrhosis  and  tend  to  be  nega- 
tive in  cases  of  uncomplicated  obstructive  jaun- 
dice. Accordingly,  they  are  of  distinct  value  in 
the  differential  diagnosis  of  jaundice.  A definite 
diagnosis,  however,  cannot  be  made  on  the  basis 
of  these  tests  alone,  for  they  may  be  negative 
in  mild  cases  of  hepatitis  or  in  inactive  cases  of 


TABLE  5. — Observations  on  Eight  Patients  with  Car- 
cinomatosis of  the  Liver 


Case 

Icterus 

Cephalin- 

Colloidal 

Thymol 

Tur- 

Num- 

Index, 

Cholesterol 

Gold 

bidity 

ber 

Units 

Flocculation 

Reaction 

Units 

i 

107 

4- 

4 

4.5 

100 

4-4-4- 

4 

4.5 

2 

52 

+ 

1 

5.0 

94 

+ 

1 

3.5 

137 

4 

1 

5.0 

115 

+++ 

1 

3.5 

125 

+++ 

1 

5.0 

126 

+++ 

1 

3.5 

3 

3 

Negative 

0.5 

4 

58 

++++ 

2 

7.0 

5 

15 

± 

Negative 

1.0 

19 

+ 

Negative 

1.0 

12 

4 

Negative 

1 .0 

6 

100 

+++ 

i 

4.0 

136 

++ 

i 

4.0 

136 

+ + 

2 

8.0 

7 

33 

4 4 

2 

2.0 

35 

+++ 

2 

3.0 

8 

100 

± 

Negative 

5.0 
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TABLE  6. — Observations  on  Eight  Patients  with  Miscellaneous  Disorders 


Icterus 

Cephalin- 

Colloidal 

Thymol 

Case 

Index, 

Cholesterol 

Gold 

Turbidity, 

Number 

Diagnosis 

Units 

Flocculation 

Reaction 

Units 

1 

Acute  cholecystitis  with  residual  liver 

43 

+ + + 

5 

10.0 

damage  following  cholecystectomy 

20 

+ + + 

5 

12.0 

14 

+ + + 

5 

10.0 

14 

+ + + 

5 

12.0 

13 

+ + + 

5* 

12.0 

7 

+ + + 

5 

8.0 

13 

5 

7.0 

2 

Sarcoidosis 

15 

+ + + + 

5 

8.0 

3 

Sarcoidosis 

6 

+ + + 

6.0 

4 

Familial  hemolytic  jaundice 

17 

+ + + + 

3 

3.0 

5 

Lymphosarcoma 

10 

+ + + 

5 

10  0 

6 

Lymphatic  leukemia 

7 

+ + + 

3 

6.0 

7 

Amebic  abscess  of  liver 

6 

Negative 

3 

4.0 

8 

Pneumonia 

9 

+ + + 

5 

7.0 

cirrhosis.  Moreover,  positive  reactions  may 
occur  in  obstructive  jaundice  when  the  disease 
is  complicated  by  cholangitis,  long-standing 
hydrohepatosis,  or  by  carcinomatous  invasion  of 
the  liver.  The  three  tests  tend  to  parallel  each 
other  in  the  same  type  of  disease,  but  not  infre- 
quently discrepancies  are  noted  in  the  results  of 
the  individual  tests. 

Hanger  and  his  coworkers  have  shown  that  a 
positive  cephalin-cholesterol  flocculation  reaction 
is  associated  with  changes  in  the  serum  proteins.18 
Either  an  increase  in  the  gamma  globulin  fraction 
of  the  serum  or  a change  in  the  stabilizing  effect 
of  the  serum  albumin  or  a combination  of  both 
factors  will  produce  a positive  test.  Maclagan 
and  Gray  consider  a positive  colloidal  gold  reac- 
tion primary  evidence  of  an  increase  in  the  gamma 
globulin  fraction  of  the  serum.  Maclagan  re- 
ported that  a positive  thymol  turbidity  test  was 
due  to  the  presence  of  a specific  lipoprotein  com- 
plex in  which  gamma  globulin  was  one  compo- 
nent. Hangar  agrees  that  lipids  are  essential  for  a 
positive  thymol  turbidity  reaction,  but  he  believes 
that  another  abnormal  constituent  of  the  serum, 
possibly  protein  but  perhaps  not  gamma  globulin, 
is  essential.19  Our  own  experience  has  indicated 
that  positive  thymol  turbidity  reactions  may  oc- 
cur during  postprandial  hyperlipemia,  in  diabetic 
coma  with  hyperlipemia,  and  in  essential  xantho- 
matosis. 

It  is  evident  from  these  considerations  that 
while  the  changes  in  the  three  tests  may  parallel 
one  another  in  an  individual  patient,  they  do  not 
indicate  identical  changes.  As  such,  they  supple- 
ment rather  than  supplant  each  other.  Of  the 
three,  the  colloidal  gold  solution  is  the  most  time- 
consuming  to  prepare,  anti  the  test  frequently 
shows  changes  which  are  difficult  to  interpret  in 
the  light  of  our  present  clinical  knowledge.  The 
cephalin-cholesterol  flocculation  test  is  simple 
to  perform,  and  all  workers  agree  that  it  is  a 
valuable  procedure  for  the  estimation  of  hepatic 
damage.  Like  the  cephalin-cholesterol  reaction, 
the  thymol  turbidity  test  has  the  great  advan- 


tage of  simplicity,  and  it  can  be  used  also  as  a bed- 
side or  office  procedure.  Moreover,  the  solu- 
tions are  stable  and  uniformly  sensitive.  Read- 
ings can  be  made  in  one-half  hour  and  .are  semi- 
quantitative.  This  procedure,  therefore,  de- 
serves wide  acceptance  and  use. 

Summary 

Flocculation  tests,  particularly  the  cephalin- 
cholesterol  flocculation  test  of  Hanger,  the 
colloidal  gold  reaction  of  Gray,  and  the  thymol 
turbidity  test  of  Maclagan  are  of  value  in  the 
study  of  hepatic  disease  and  in  the  differential 
diagnosis  of  jaundice. 

Occasional  discrepancies,  the  explanation  of 
which  is  only  partially  understood,  occur  between 
these  three  tests,  but,  in  general,  they  supplement 
rather  than  supplant  each  other. 

The  simplicity  and  rapidity  of  the  thymol  tur- 
bidity test  together  with  its  sensitivity  recom- 
mends it  for  widespread  acceptance  and  use. 
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THE  ASSOCIATION  OF  PSYCHOSOMATIC  DISORDERS  AND  THEIR 
RELATION  TO  PERSONALITY  TYPES  IN  THE  SAME  INDIVIDUALS 

Eli  Moschcowitz,  M.D.,  and  Mata  B.  Roudin,  New  York 


THE  purpose  of  this  study  was  to  note  how  fre- 
quently disorders  that  are  conventionally  re- 
garded as  psychosomatic  in  origin  are  associated, 
in  order  to  determine,  first,  the  relation  of  the 
fundamental  type  personality  to  their  incidence 
and,  second,  the  relation  of  one  psychosomatic 
disorder  to  the  other.  The  following  maladies 
were  selected:  essential  hypertension,  Graves’ 

syndrome,  peptic  ulcer,  nonspecific  ulcerative 
colitis,  spastic  colon  and  mucous  “colitis,”  and 
cardiospasm. 

In  previous  communications,  one  of  us  sub- 
mitted the  thesis  that  psychosomatic  diseases  are 
the  result  of  the  impact  of  two  factors,  an  under- 
lying personality  type  and  an  environmental  in- 
sult, and  that  the  disorder  represents  a hyper- 
kinesis of  a dominant  physiologic  function  and 
sometimes  of  subsidiary  ones.1-3  For  example, 
in  essential  hypertension  there  is  an  exaggeration 
of  the  normal  intra-arterial  pressure;  in  Graves’ 
syndrome,  the  normal  basal  metabolic  range  and 
pulse  rate  are  exaggerated;  in  peptic  ulcer,  the 
normal  acidity  of  the  gastric  juice;  in  colonic 
disorders,  the  normal  tonicity,  peristalsis,  and 
secretion;  and  in  cardiospasm,  the  normal  tonic- 
ity of  the  cardiac  sphincter.  The  environmental 
insult  is  one  that  dislocates  the  emotional  life, 
either  temporarily  or  over  a prolonged  period; 
it  may  be  sudden,  repetitious,  or  catastrophic. 

These  two  factors  may  be  compared  to  the 
tinder  and  the  spark.  This  duality  of  causation 
of  diseased  processes  is  not  distinctive  of  the 
psychosomatic  disorders  but  runs  threadlike 
through  most  diseased  processes,  as  for  instance, 
the  infective  and  allergic  diseases.  They  may 
be  compared  also  to  the  intrinsic  and  extrinsic 
factors  of  Castle.  It  is  for  this  reason  that  the 
study  of  constitution  has  been  revived.  How- 
ever, we  believe  that  a broader  concept  of  consti- 
tution must  be  invoked  than  the  one  which  is 
conventionally  limited  to  physical  attributes. 

In  our  view,  a constitution  may  be  physical,  or 
it  may  be  entirely  psychologic.  Often  it  is  both. 
To  what  extent  the  physical  attributes  are  se- 
quential to  psychologic  or  to  genetic  factors,  that 
is,  whether  they  are  acquired  or  foreordained, 
is  still  a much-labored  study.  This  problem 
also  has  a bearing  on  how  far  the  purely  psycho- 
logic constitution  is  genotypic  or  phenotypic.  A 
discussion  of  this  topic  is  beyond  the  scope  of 
this  communication,  but  thus  far  the  results  of 
psychoanalytic  technic  and  the  results  of  child 
study  appear  to  show  that  this  constitution  is 


largely  the  result  of  influences  that  began  at 
birth.  The  study  of  psychosomatic  diseases  in 
monozygotic  twins  would  be  enlightening,  but 
the  number  of  reported  cases  is  still  too  small  to 
permit  any  deduction.4'5  Some  recent  studies  of 
psychosis  in  monozygotic  twins  appear  to  show 
that  heredity  is  not  as  important  as  environment 
in  its  production.6  7 

One  of  the  largest  problems  in  psychosomatic 
diseases  is  the  elucidation  of  the  various  mecha- 
nisms whereby  these  prolonged  exaggerations  of 
normal  functions  are  transmuted  into  organic 
disease.  That  this  is  largely  mediated  through 
the  hypothalamus  and  autonomic  nervous  system 
is  well  accepted.  The  concept  of  hyperkinesis 
implies  the  necessity  of  a biologic  and  not  a static 
study  of  the  psychosomatic  disorders.  One  of  us 
has  made  attempts  in  this  direction.3 

The  typology  of  the  psychosomatic  disorders, 
as  in  the  broader  field  of  psychiatry,  has  been 
largely  governed  by  the  point  of  view,  whether  it 
be  anthropomorphic,  behavioristic,  psychoana- 
lytic, “gestalt”  sociopsychologic,  etc.  Each  has 
some  merit  and  has  proved  useful  but  only  for 
purposes  of  the  broadest  classification. 

To  define  a personality  in  one  word,  such  as 
introvert  or  extrovert,  pyknic  or  asthenic,  narcis- 
sistic or  schizoid,  aggressive  or  submissive,  is 
hardly  satisfactory  for  our  purpose,  since  such 
terms  are  too  indefinite.  Personalities  are  not 
sharply  contrasted  in  the  sense  of  plants  and  ani- 
mals but  represent  aggregates  of  units  which 
differ  not  so  much  quantitatively  but  in  the  de- 
gree of  dominance  of  certain  attributes  and  in 
their  potentialities  for  compensation  and  decom- 
pensation. For  this  reason,  we  have  been  elastic 
in  our  typology,  and  have  resorted  to  a synthesis 
and  the  elaboration  of  a composite  picture. 
Moreover,  in  some  of  the  psychosomatic  diseases 
we  have  availed  ourselves  of  anthropomorphic 
characters  that  have  proved  valid  in  a large  pro- 
portion of  affected  individuals.  While  respecting 
psychoanalytic  technics  profoundly,  we  feel  that 
these  interpret  only  the  mechanisms  whereby 
the  type  of  personality  came  to  fruition.  For 
our  purpose  it  is  only  the  end  result  and  not  the 
symbolic  interpretation  that  interests  us. 

Essential  Hypertension 

It  must  be  stressed  that  an  apparent  essential 
hypertension  may  have  an  anatomic  background. 
Wo  refer,  for  instance,  to  cases  following  congeni- 
tal stenosis  of  the  aortic  isthmus,  adrenal  blasto- 


1375 


1376 


MOSCHOWITZ  AND  ROUDIN 


[N.  Y.  State  J.  M. 


mata,  lead  poisoning,  and  Cushing’s  syndrome. 
These  we  have  excluded  from  our  study. 

In  1919,  one  of  us  tried  to  describe  the  prevail- 
ing type  personality  in  patients  with  essential 
hypertension.8  These  individuals  are  prema- 
turely old  mentally.  Unlike  children  who  live 
in  the  immediate  present,  they  look  forward  with 
anxiety  to  the  future,  a symptom  of  a profound 
economic  or  social  insecurity,  and  live  intensely 
and  desperately  to  achieve  their  aims.  Dominat- 
ing aggressive  qualities,  therefore,  loom  large  in 
their  activities  and  are  sometimes  even  sadistic  in 
their  intensity.  These  patients  are  unwilling  to 
learn  how  to  play  because  to  do  so  might  shunt 
their  strivings  to  achieve  security.  They  lack 
hobbies  or  avocations.  They  do  not  believe  in 
holidays,  and  they  do  not  indulge  in  sports. 
They  are  labored  in  thought  and  action.  They 
lean  toward  intolerance.  They  have  no  sense  of 
make-bdlieve,  and  their  imagination,  except  in  so 
far  as  it  is  employed  for  attaining  security,  is  un- 
developed. Their  humor  is  inclined  to  be  sadis- 
tic. Many  have  attained  success,  but  many 
have  had  success  slip  from  their  grasp,  mostly 
those  in  whom  the  struggle  for  existence  begins 
early  and  largely  represents  a battle  to  fill  the 
“belly  need.” 

Anthropomorphically,  these  patients  tend  to  be 
overweight,  since  they  exercise  little,  usually 
overeat,  and  indulge  in  alcohol  to  bring  release 
from  their  inner  tensions.  Furthermore,  they 
lack  the  grace  and  spring  and  elan  of  the  athlete. 
Most  belong  to  the  sthenic  or  to  Kretchmer’s 
schizothymic  types. 

Obviously,  all  hypertensive  individuals  are  not 
of  this  pattern  (as  we  shall  show)  nor  do  all  such 
individuals  develop  essential  hypertension.  It 
must  be  remembered,  however,  that  essential 
hypertension  has  a long  period  of  incubation,  so 
to  speak,  and  it  has  been  our  frequent  privilege 
to  note  after  fifteen  to  twenty  years  of  ob- 
servation the  incidence  of  hypertensive  dis- 
ease in  an  individual  who  was  true  to  type. 
Obviously,  environmental  influences  play  a domi- 
nant part  in  the  time  incidence.  We  believe  the 
appalling  increase  of  essential  hypertension  is  a 
by-product  of  modern  civilization  burdened  with 
its  increasing  social  and  economic  stresses  and 
strains.  Although  oftentimes  one  observes  in 
hypertensive  patients  transient  increase  in  pres- 
sure following  psychologic  trauma,  one  rarely  sees 
a sudden  onset  of  the  malady  after  such  episodes, 
as  one  frequently  notes  the  development  of  dis- 
ease in  Graves’  syndrome.  Hypertensive  disease 
is  nearly  always  insidious  in  onset,  and  the  entire 
life  perspective  of  such  individuals  may  be  re- 
garded as  the  psychologic  trauma.  The  transi- 
tion of  essential  hypertension  into  the  catastro- 
phic forms  of  cardiovascular  disease  is  familiar. 


Essential  hypertension,  therefore,  is  the  result 
of  a background  and  an  insult.  Either  factor 
alone  is  insufficient. 

Graves’  Syndrome 

In  previous  papers,  one  of  us  tried  to  show  that 
Graves’  syndrome  represented  the  mature  phase 
of  a series  of  larval  disorders  that  have  received 
different  eponyms  in  the  past,  such  as  neuro- 
circulatory  asthenia,  autonomic  imbalance,  Base- 
dow’s disease,  formes  frustes,  etc.,  the  proof  being 
that  forward  transitions  are  often  observed  and, 
likewise,  backward  transitions  to  the  larval  forms, 
either  as  the  result  of  spontaneous  remission  or  of 
treatment.9-10 

We  do  not  regard  the  basal  metabolic  rate  as  a 
diagnostic  measure  but  rather  as  a measure  of  the 
hyperthyroid  component  and,  therefore,  as  an  in- 
dex of  activity.  The  common  denominator  is  a 
fairly  sharply  defined  personality.  If  the  individ- 
ual has  been  observed  before  the  onset  of  the  dis- 
ease, or  if  his  personality  is  reconstructed,  one  is 
impressed  by  the  extraordinary  emotional  sensi- 
tivity. These  are  extremely  touchy  and  tempera- 
mental people  and  respond  to  the  environment 
like  an  Aeolian  harp.  A look  or  a harsh  word  up- 
sets them  for  a protracted  period.  They  are  shy 
and  introverted.  There  is  little  of  give  and  take  in 
their  conversation,  since  they  are  only  interested 
in  their  own  reactions.  Their  thoughts  move 
swiftly,  and  this  is  reflected  in  rapid  and  restless 
bodily  movements.  Their  moods  swing  unduly 
between  ecstasy  and  depression,  and  these  swings 
if  exaggerated  and  fixed  may  even  lead  to  a real 
manic  depressive  psychosis.  Such  psychoses  are 
rather  frequent  in  Graves’  syndrome.11-12  The 
individuals  are  day  dreamers,  imaginative,  and 
have  strong  leanings  toward  the  mystic. 

In  this  group  one  finds  the  artists,  the  poets,  the 
writers,  the  actors.  They  are  sensualists,  narcis- 
sistic, and  live  on  stimulation,  emotional,  physi- 
cal, and  even  chemical.  They  are  usually  fussy, 
overconscientious,  and  pass  through  life  seeing 
the  leaves  and  not  the  trees.  Emotionally  they 
are  immature,  and  sexual  frigidity,  especially  in 
women,  is  exceedingly  common.  In  men,  impo- 
tence, homosexuality,  or  some  other  difficulty  in 
sexual  adjustment  is  the  rule. 

Psychoanalytically,  one  is  impressed  by  the 
frequent  story  of  parental  overprotection  in 
childhood,  nearly  always  maternal,  which  ex- 
presses itself  in  adulthood  by  a profound  maternal 
fixation.  The  overprotection  accounts  for  the 
high  incidence  of  this  malady  in  females,  because 
in  our  social  organization  they  are  more  subject 
to  overprotection  than  males.  Overt  aggression 
is,  on  short  acquaintance,  not  manifest;  on  the 
contrary,  the  first  impression  is  one  of  submissive- 
ness. When  their  motivations  are  studied,  how- 
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ever,  one  finds  that  they  possess  what  Levy  calls 
a “dependent  aggression”;  they  will  resort  to 
extreme  means  to  maintain  their  cocoon  of  over- 
protection.13 The  siblings  often  reveal  the  same 
type,  and  in  no  disease  is  the  study  of  the  family 
so  fruitful.  This  personality  remains  even  after 
the  “cure,”  and  is  always  a potential  factor  in  pro- 
ducing a recurrence. 

There  is  no  characteristic  anthropomorphism. 
They  incline  toward  leanness  rather  than  over- 
weight owing  to  the  heightened  metabolic  rate. 
Under  environmental  stress,  the  eyes  become 
starey,  the  face  becomes  animated  or  fearful,  or 
flushes;  they  laugh  or  cry  easily,  and  there  is 
usually  increased  sweating;  the  fingers  tremble. 

The  disease  is  ushered  in  by  a psychic  insult  for 
which  the  individual  is  usually  unprepared;  a 
fire,  a robbery,  a death,  especially  of  the  mother, 
a sudden  economic  loss.  We  have  seen  a large 
number  of  Jewish  refugees  at  the  Mt.  Sinai  Hos- 
pital in  whom  the  disease  was  traceable  to  perse- 
cution. Less  often,  the  disease  arises  from  a pro- 
longed or  a number  of  reiterated  insults,  and  the 
transition  from  the  larval  state  to  the  fully  de- 
veloped form  is  under  such  circumstances  inde- 
finable. 

Peptic  Ulcer 

This  type  of  individual  is  a combination  of 
physical  and  psychologic  characters.  The  physi- 
cal have  been  stressed  by  Draper  and  McGraw.14 
They  have  the  “lean  and  hungry”  look  of  Cas- 
sius, the  expression  is  hard  and  tense,  the  eyes  are 
deep  and  sullen,  the  mouth  is  firm,  the  facial  lines 
are  sharp,  the  masseter  muscles  are  prominent, 
and  the  jaws  are  sharply  angled.  They  are  usu- 
ally cyanotic  and  show  a tendency  to  erythremia. 
To  what  extent  these  physical  characters  are  the 
result  of  what  Alexander  calls  their  “oral  aggres- 
sion” or  of  genetic  factors  we  are  not  prepared  to 
say.15 

Psychologically,  these  individuals  are  charac- 
terized by  what  Levy  terms  a sadistic  or  maso- 
chistic aggression.  They  possess  a deep  desire  to 
mold  their  environment,  to  dominate  persons  and 
situations.  They  are  ruthless  in  trying  to  attain 
their  ends,  and  when  they  fail,  they  bear  a tre- 
mendous inward  resentment.  As  a consequence, 
they  are  exceptionally  rigidly  minded.  They  are 
all  or  nothing  folk,  harboring  strong  grudges  and 
equally  strong  likes.  The  latter,  however,  are 
subject  to  change  without  notice.  They  give  as 
little  as  possible  of  themselves,  are  self-conscious 
and  inhibited  in  action  and  speech.  They  express 
themselves  violently  on  eveiy  subject,  for  there  is 
nothing  of  the  “medias  res”  in  their  make-up. 
They  are  often  paranoid  in  the  intensity  and  fixity 
of  their  hates,  and  this  is  associated  with  a con- 
siderable degree  of  self-appreciation.  Their 


narcissism,  unlike  that  of  the  individual  with 
Graves’  syndrome,  where  it  is  expressed  in  some 
form  of  self-revelation,  here  manifests  itself  in 
self-immolation. 

As  in  Graves’  syndrome,  the  onset  of  the  dis- 
ease, or  more  usually  the  recurrence,  dates  from 
an  emotional  conflict;  the  illness  or  death  of  some 
one  dear,  economic  distress,  an  unwanted  preg- 
nancy, the  development  of  a powerful  hate,  a 
thwarted  love  affair,  etc.  The  incidence  of  pep- 
tic ulcer  in  both  American  and  British  armies  in 
World  War  II  was  enormous,  and  it  was  agreed 
by  most  observers  that  this  was  largely  due  to 
resentment  against  military  life. 

Mucous  “Colitis,”  Spastic  “Colitis,”  and 
Nonspecific  Ulcerative  Colitis 

We  have  grouped  these  disorders  together,  be- 
cause fundamentally  the  type  of  personality  is  the 
same,  although  in  our  experience  those  afflicted 
with  the  ulcerative  variety  reveal  a more  pro- 
nounced form.  Although  some  question  has  been 
raised  as  to  whether  mucous  or  spastic  “colitis” 
ever  passes  into  nonspecific  ulcerative  colitis, 
nevertheless,  the  frequency  with  which  one  can 
unearth  a history  of  mucous  “colitis,” 
spastic  “colitis,”  alternating  constipation  and 
diarrhea,  irritable  colon,  etc.,  often  dating 
back  to  childhood,  makes  us  feel  that,  in  some 
cases  at  least,  these  represent  larval  phenomena. 
Mucous  “colitis”  and  spastic  “colitis”  are  prob- 
ably synonymous  maladies,  since  they  alternate 
in  the  same  individual.  There  are  no  distinctive 
anthropomorphic  characters  in  these  disorders. 

Psychologically,  one  is  impressed  by  their  sub- 
missiveness; they  are  utterly  dependent  indi- 
viduals.3 They  reveal  minor  compulsions  in  the 
form  of  neatness,  meticulousness,  and  overcon- 
scientiousness. Phobias  are  common,  especially 
in  connection  with  crowds,  and  depressive  and 
defeatist  tendencies  are  shown.  They  are  soft 
and  weak-willed,  narrow-horizoned,  and  emotion- 
ally immature.  Sexual  maladjustments  are  ex- 
ceedingly common,  as  indicated  by  the  frequency 
with  which  nonspecific  ulcerative  colitis  occurs 
during  or  immediately  after  a honeymoon. 
The  childhood  history  of  these  individuals  also 
reveals  parental  overprotection,  and,  as  in  Graves’ 
syndrome,  they  are  frequently  only  or  favorite 
children.  Aggression  in  any  form  plays  but  a very 
insignificant  role  in  their  mental  make-up,  and 
when  traces  of  it  are  discernible,  it  is  of  a depen- 
dent and  not  a sadistic  nature.  Psychoanalytic- 
ally,  Alexander  contrasts  the  colonic  type  as 
dependent,  anal  receptive,  and  oral  aggressive, 
in  contrast  to  the  peptic  ulcer  type  characterized 
by  an  “inner  rejection  of  passive  reception  and 
oral  aggression  tendencies.”  Alexander  stresses 
the  symbolic  use  of  feces  as  an  expression  of  hos- 
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tility.  Others  classify  such  individuals  as  anal 
erotic. 

As  in  other  psychosomatic  diseases,  the  onset 
or  exacerbation  of  the  disorder  is  often  heralded 
by  an  emotional  insult,  but  as  a rule  the  insult  is 
not  sudden  or  catastrophic  and  follows  a life  situ- 
ation into  which  the  patient  finds  himself  propelled 
more  often  than  following  resentment  against  an 
individual. 

Cardiospasm 

We  regard  cardiospasm  as  a psychosomatic  dis- 
order, since  there  is  abundant  testimony  that  it  is 
initiated  by  a psychologic  trauma.16-19 

Winkelstein  reports  eight  cases  in  which  a 
psychologic  insult  occurred  immediately  preceding 
the  onset.18  In  two  instances  psychotherapy 
affected  a cure.  More  recently,  Weiss  reported 
nine  cases  in  which  the  cardiospasm  arose  after  an 
emotional  conflict,  often  occurring  in  puberty  in 
individuals  whose  early  life  presented  evidences 
of  personal  difficulties.19  He  also  found  that 
other  members  of  the  family  showed  neuroses. 
Parent-sibling  relationships  are  seriously  dis- 
turbed. At  first  the  symptoms  are  intermittent; 
later,  they  are  permanently  established.  Exacer- 
bations occur  which  frequently  can  be  correlated 
with  first  psychic  insults.  Weiss  believes  that  the 
physical  disorder  represents  symbolically  a com- 
promise between  the  gratification  of  certain  im- 
pulses and  their  rejection  by  another  part  of  the 
personality.  He  regards  cardiospasm  as  the  result 
of  the  interaction  of  a predisposition  and  a psychic 
factor. 

Weiss  and  others  regard  psychotherapy  as  cura- 
tive in  early  cases.1819  Cardiospasm  was  fre- 
quent during  World  War  I and  in  the  recruits  dur- 
ing World  War  II.20-21 

Primary  cardiospasm  is  the  only  psychosomatic 
disease  that  is  comparatively  frequent  in  children, 
even  in  infancy,  and  the  testimony  is  almost  uni- 
versal that  psychologic  factors  initiate  the  dis- 
ease. In  infants  it  often  follows  weaning  or  a 
transition  from  breast  to  bottle  feeding.22-24  In 
older  children,  it  may  follow  resentment  of  a dis- 
liked food,  fright  following  the  ingestion  of  a food 
that  caused  disagreeable  sensations,  a fright  of 
any  sort,  or  the  insistent  demands  of  a tyrannical 
mother.22  The  children  are  usually  spoiled, 
tyrannical,  neurotic,  and  often  suffer  from  enure- 
sis and  pavor  nocturnus.29  These  observers  all 
testify  that  the  children  can  be  cured  by  suggest- 
ive therapy  or  proper  training  of  the  parents. 

The  comparative  frequency  of  this  psychoso- 
matic disorder  in  children  is  in  all  likelihood  due 
to  the  fact  that  their  motivation  is  more  largely 
governed  by  oral  receptivity  than  in  adults. 
Apparently,  cardiospasm  represents  an  exagger- 
ated and  continuous  form  of  such  common  emo- 


tional symptoms  as  “difficulty  in  swallowing,’1 
“the  food  sticking  in  the  gullet,”  and  “lump  in  the 
throat,”  and,  in  the  term  of  Hurst,  an  “achalsia,” 
that  is,  the  failure  of  the  normal  opening  of  the 
cardiac  sphincter  in  the  process  of  swallowing.25 
All  evidence  indicates  that  the  changes  in  the 
sympathetic  ganglia  in  the  wall  of  the  esophagus 
are  secondary  to  the  inflammatory  process  con- 
sequent to  the  prolonged  stagnation  of  food  con- 
tent and  are  not  primary. 

We  do  not  regard  the  cardiospasm  that  is  asso- 
ciated with  ulcer  as  different  from  the  primary 
variety.  If  the  patient  is  questioned,  one  in- 
variably finds  that  the  cardiospasm  is  consequent 
to  fear  that  the  ingestion  of  food  will  cause  pain 
or  distress. 

Our  limited  experience  in  attempting  to  evolve 
a characteristic  type  of  personality  in  cardio- 
spasm has  afforded  us  the  impression  that  these 
patients  conform  more  or  less  to  a mild  form  of  the 
Graves’  syndrome  type. 

In  this  review  of  the  personality  types,  it  is 
apparent  that  there  is  more  or  less  overlapping. 
This  could  have  been  forecast  readily  when  one 
considers  that  human  behavior  and  motivation 
do  not  differ  qualitatively,  but  quantitatively. 
As  a confirmation  of  this  point  of  view,  Hackfield 
found  that  by  the  objective  interpretation  of  the 
Rorschach  test,  the  psychologic-biologic  struc- 
ture of  Graves’  syndrome,  gastrointestinal  dys- 
function, mucous  “colitis,”  and  essential  hyper- 
tension are  identical.-26  It  is  the  dominance  of 
certain  attitudes  that  distinguishes  not  only  the 
predisposition  to  these  psychosomatic  disorders 
but  the  temperament  of  peoples  and  races.  In 
this  sense  the  terms  “normal”  and  “abnormal” 
possess  only  an  arbitrary  definition.  “Normal” 
and  “abnormal”  do  not  represent  mathematical 
quantities,  but  ranges,  and  to  determine  where 
one  ends  and  the  other  begins  is  an  impossible 
accomplishment.  The  difficulty  is  further  aug- 
mented, because  these  attributes  of  personality 
bring  in  various  compensatory  adjustments.  We 
subscribe  to  Cannon’s  concept  that  emotional  re- 
sponses represent  a homeostasis,  in  other  words 
defense  mechanisms  against  pain,  hunger,  fear, 
and  rage. 

Although  the  different  varieties  of  emotion, 
such  as  fear,  anger,  distrust,  anxiety,  rage,  love, 
sorrow,  and  joy,  usually  create  the  same  physio- 
logic response  in  a given  individual,  either  as 
flushing,  pallor,  increased  sweating,  tremor,  a 
bowel  evacuation,  increased  or  decreased  intra- 
vascular pressure  or  blood  glucose,  a rise  or  fall  in 
the  metabolic  rate,  or  an  increase  or  decrease  in 
the  gastric  secretion,  etc.,  we  do  not  believe  that 
the  particular  nature  of  the  environmental  insult 
is  an  important  factor  in  producing  the  variety  of 
psychosomatic  disorder  that  will  be  evolved. 
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The  same  emotional  insult  may  produce  dia- 
metrically opposite  effects  in  different  individuals. 
Neither  have  we  observed  that  the  nature  of  the 
psychosomatic  disorder  depends  upon  whether 
the  insult  is  sudden,  prolonged  or  reiterated,  or 
whether  it  is  catastrophic  or  of  lesser  magnitude. 
These  environmental  insults  have  this  in  common : 
They  all  induce  an  insecurity,  either  social, 
economic,  or  of  existence  itself.  As  Stanley  Cobb 
expresses  it,  “it  is  not  the  emotion  but  the  manner 
in  which  it' is  experienced  that  determines  the 
physiologic  response.”27 

We  feel  that  certain  personality  traits  are  domi- 
nant or  characteristic  in  the  background  of  some 
of  these  diseases.  We  refer  to  the  mental  pro- 
geria in  essential  hypertension,  extraordinary 
sensitivity  in  Graves’  syndrome,  the  aggressive- 
ness in  peptic  ulcer,  and  the  submissiveness  in 
colonic  disorders.  This,  however,  is  not  equivalent 
to  saying  that  these  attributes  are  the  direct  cause 
of  the  development  of  the  psychosomatic  disease 
merely  because  these  maladies  are  so  frequently 
associated.  It  is  essential  in  this  respect  to  syn- 
thesize the  various  attributes,  their  mutual  rela- 
tions, and  their  potentialities  for  compensation 
and  eventually  to  instigate  the  disorder  which  is 
finally  set  off  by  the  environmental  insult.  In 
the  production  of  psychosomatic  disorders,  there- 
fore, one  may  construct  the  following  biologic 
sequence:  Constitution  times  Psychologic  Trauma 
gives  Hyperkinesis  resulting  in  psychosomatic 
disease. 

The  overlapping  of  personality  which  we  have 
described  accounts  for  the  frequency  of  the  associ- 
ation of  psychosomatic  disorders  in  the  same  indi- 
vidual. Also,  our  study  will  show  other  interest- 
ing quantitative  and  sequential  relationships. 

Association  of  Psychosomatic  Disorders 

Essential  Hypertension  and  Graves’  Syndrome. — 
Of  a total  of  993  cases  of  both  disorders,  essential 
hypertension  and  Graves’  syndrome  were  asso- 
ciated in  17.2  per  cent.  Clinicians  have  long  been 
aware  that  hypertension  follows  either  long-con- 
tinued or  so-called  “burnt-out”  or  “spent”  cases 
of  Graves’  syndrome  in  which  the  basal  metabolic 
rate  has  attained  normal  levels,  although  many 
of  the  other  classic  manifestations  of  the  disease 
are  still  present.  Our  percentage  of  the  associa- 
tion is  less  than  some  reported  by  others;  Rohm 
and  Barath  found  35  per  cent  and  Askey  and 
Toland,  33  ]jer  cent.28  29  The  latter  also  noted 
that  in  80  per  cent  the  blood  pressure  was  reduced 
after  thyroidectomy,  and  in  47  per  cent  it  returned 
to  normal.  We  have  observed  that’  hypertension 
not  only  follows  the  fully  matured  disease  but 
even  follows  the  larval  types  or  what  one  may 
term  the  constitutional  background  in  which  the 
basal  metabolic  rate  is  within  the  normal  range. 


These  types  have  been  termed  Basedowid,  auto- 
nomic imbalance,  formes  frustes,  and  neurocircu- 
latory  asthenia.  They  largely  represent  the  cases 
that  Page  calls  “diencephalic  hypertension.”30  It 
has  been  our  privilege  to  have  noted  this  transi- 
tion in  individuals  whom  we  have  observed  over 
a prolonged  period.  At  first  the  systolic  pressure 
is  at  the  upper  limit  of  normal  with  a wide  pulse 
pressure.  Later,  both  the  systolic  and  diastolic 
pressure  rise  and  show  a marked  lability.  Subse- 
quently, these  pressures  become  fixed,  both  sys- 
tolic and  diastolic  pressures  approach  considera- 
ble heights  and,  finally,  the  classic  manifestations 
of  cardiovascular  disease  ensue. 

On  the  other  hand,  the  superposition  of  a 
Graves’  syndrome  on  a previously  existing  hyper- 
tension must  be  exceedingly  rare,  if  it  exists  at  all. 
We  have  not  observed  such  an  instance  in  our 
series,  nor  are  we  aware  of  any  reported  cases. 
When  one  psychosomatic  malady  almost  invari- 
ably precedes  another  and  only  rarely  reversely, 
it  is  safe  to  conclude  that  the  association  of  the 
two  is  not  due  so  much  to  the  overlapping  of  per- 
sonalities but  to  the  circumstance  that  the  first 
malady  is  an  activating  agent  of  the  second; 
whether  by  increasing  the  insecurity  and  anxiety, 
or  whether  through  some  other  mechanism  is 
speculative. 

Hypertension  and  Peptic  Ulcer. — Of  a total  of 
822  cases  of  both  diseases,  these  two  maladies 
were  associated  in  8.9  per  cent.  It  is  difficult  in 
the  conventional  hospital  history  to  determine  the 
duration  of  an  existing  hypertension,  but  in  our 
series  the  precedence  (when  sufficient  data  are 
offered)  of  hypertension  to  ulcer  and  vice  versa 
was  almost  equal.  One  would  infer  that  the  per- 
sonalities of  both  essential  hypertension  and  pep- 
tic ulcer  overlap  considerably.  Certainly,  inward 
aggression  which  we  deem  an  important  compo- 
nent is  common  in  both. 

Graves’  Syndrome  and  Peptic  Ulcer. — Of  a total 
of  577  cases  of  both  disorders  the  association 
occurred  in  6.4  per  cent.  This  comparatively 
high  incidence  of  association  is  interesting  in  view 
of  the  fact  that  liypochlorhydria  and  achlorhydria 
in  Graves’  syndrome  is  exceedingly  common, 
especially  in  the  later  phases.31  One  would  pre- 
sume, therefore,  that  ulcer  would  precede  the 
onset  of  the  Graves’  syndrome  in  most  instances, 
and  this,  indeed,  we  found  to  be  the  case.  Of  1 1 
cases  of  this  association  in  which  the  precedence 
of  the  malady  could  be  determined  with  reasona- 
ble accuracy,  the  Graves’  syndrome  preceded  the 
ulcer  in  only  two.  In  eight  the  peptic  ulcer  pre- 
ceded the  onset  of  the  thyroid  disease.  In  one,  the 
association  seemed  to  be  almost  simultaneous. 
This  marked  inequality  of  incidence  would  again 
indicate  that  in  most  cases,  the  ulcer  acted  as  an 
activating  agent. 
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Graves’  Syndrome  and  Disorders  of  the  Colon. — 
Of  a total  of  774  cases  the  association  of  these  two 
disorders  was  11.2  per  cent.  It  is  of  interest  that 
of  this  total,  9.7  per  cent  were  cases  of  mucous  and 
spastic  “colitis”,  while  only  1.5  per  cent  were  cases 
of  ulcerative  colitis.  In  most  of  the  latter,  a his- 
tory was  obtainable  that  the  mucous  and  spastic 
“colitis”  preceded  the  onset  of  the  nonspecific 
ulcerative  colitis,  sometimes  by  many  years,  indi- 
cating strongly  that  the  ulcerative  lesions  are 
usually  the  late  manifestation  of  the  functional 
colonic  disorders.  That  increased  tone  and  peri- 
stalsis of  both  small  and  large  intestine  are  exceed- 
ingly common  in  Graves’  syndrome  is  a well 
attested  roentgenologic  observation.32  Clinical 
observation  also  confirms  the  precedence  of 
Graves’  syndrome  to  colonic  disorders  and  not 
vice  versa.  It  is  safe  to  conclude  that  the  person- 
ality changes  in  Graves’  syndrome  may  predis- 
pose to  a colonic  disorder  and  that  the  personality 
of  the  latter  is  entirely  passive  in  the  reverse 
direction.  When  both  occur  together,  they  may 
be  simultaneous  reactions,  so  that  in  such  in- 
stances there  is  an  overlapping  of  personalities. 

Graves ’ Syndrome  and  Cardiospasm. — No  in- 
stance of  this  association  was  encountered,  so 
that  apparently  the  two  personalities  do  not  over- 
lap. 

Peptic  Ulcer  and  Colonic  Disorders. — Of  a total 
of  603  cases  the  association  of  these  two  maladies 
occurred  in  12.6  per  cent.  It  is  of  particular 
significance  that  all  these  colonic  disorders  were 
represented  in  the  form  of  spastic  or  mucous 
“colitis.”  Not  a single  instance  of  nonspecific 
ulcerative  colitis  was  encountered.  This  may  be 
interpreted  in  one  of  two  ways: 

1.  The  functional  lesion  had  not  fully  ma- 
tured, and  a larger  series  or  a more  prolonged 
follow-up  would  have  revealed  one  or  more  cases 
of  an  associated  nonspecific  ulcerative  colitis. 
We  cannot  exclude  this  possiblity. 

2.  The  personality  changes  in  spastic  and 
mucous  “colitis”  on  the  one  hand,  and  those  of 
nonspecific  ulcerative  colitis  on  the  other,  vary  in 
intensity  of  expression. 

We  are  inclined  to  take  the  latter  view, 
since  we  have  already  observed  that  in  the 
fully  developed  types  of  nonspecific  ulcerative 
colitis,  the  personality  type  is  the  direct 
antithesis  of  that  of  the  peptic  ulcer.  The  peptic 
ulcer  is  the  sadistic,  aggressive,  forceful,  go-get- 
ting, all-or-nothing  individual.  In  nonspecific 
ulcerative  colitis,  he  is  submissive,  dependent, 
weak-willed,  and  a defeatist  at  heart.  His  aggre- 
sion  does  not  lead  to  attempts  to  dominate  a per- 
son or  a situation  as  in  peptic  ulcer  but  is  a de- 
pendent on  a negativistic  aggression. 

We  conclude,  therefore,  that  while  there  is  a 
certain  overlapping  between  the  personalities  of 


peptic  ulcer  and  the  minor  forms  of  colonic  dis- 
orders, there  is  a*  direct  antithesis  between  the 
personalities  of  peptic  ulcer  and  nonspecific 
ulcerative  colitis. 

Peptic  Ulcer  and  Cardiospasm. — Of  a total  of 
203  cases  of  peptic  ulcer,  cardiospasm  occurred  in 
9.5  per  cent.  In  every  instance,  the  peptic  ulcer 
preceded  the  cardiospasm  by  a number  of  years. 
On  questioning,  such  patients  admitted  that  the 
cardiospasm  arose  entirely  from  fear  that  the 
ingestion  of  food  would  cause  distress.  From  this 
it  is  evident  that  the  ulcer  works  as  an  activating 
agent.  For  this  reason,  as  we  remarked  before, 
we  do  not  regard  primary  and  secondary  cardio- 
spasm as  distinctive  disease  entities. 

Cardiospasm  with  Hypertension. — Of  42  cases  of 
cardiospasm,  an  associated  hypertension  was 
present  in  one  case,  an  incidence  of  2.4  per  cent. 
In  this  case,  the  hypertension  occurred  in  an 
elderly  individual  and  was  of  long  standing,  while 
the  onset  of  the  cardiospasm  had  occurred  only 
five  months  previously.  In  this  instance,  the 
cardiospasm  arose  from  influences  entirely  un- 
connected with  his  hypertension. 

Cardiospasm  and  Graves ’ Syndrome. — Of  a total 
of  416  cases  of  both  disorders,  the  association  of 
the  two  maladies  occurred  in  two  instances,  or 
approximately  0.5  per  cent.  In  one  case,  the  two 
disorders  appeared  almost  simultaneously;  in  the 
second,  the  cardiospasm  preceded  the  Graves’ 
syndrome  by  seven  years.  The  cases  are  too  few 
to  permit  any  deduction. 

Cardiospasm  and  Colonic  Disorders. — There 
was  not  a single  association  in  our  collected  series. 

Summary 

A study  was  made  to  note  the  frequency  of 
association  of  psychosomatic  disorders  in  the 
same  individual.  The  following  psychosomatic 
disorders  were  selected:  essential  hypertension, 
Graves’  syndrome,  peptic  ulcer,  colonic  disorders, 
including  mucous  “colitis,”  spastic  “colitis”  and 
nonspecific  ulcerative  colitis,  and  cardiospasm. 

We  submitted  the  thesis  that  in  the  production 
of  psychosomatic  disorders  the  following  biologic 
sequence  may  be  constructed : 

Constitution  times  psychologic  trauma  gives 
hyperkinesis  which  results  in  psychosomatic  dis- 
ease. 

We  believe  that  the  variety  of  psychosomatic 
disease  which  will  be  engendered  is  related  to  the 
type  personality  and  not  to  the  specific  kind  of 
psychologic  trauma. 

The  type  personality  coincident  with  these 
various  psychosomatic  diseases  is  described.  In 
the  description  of  these  types  a considerable  over- 
lapping is  noted,  accounting  for  the  association  of 
certain  psychosomatic  disorders  in  the  same  indi- 
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vidual.  This  accounts  for  the  not  infrequent 
association  of  hypertension  and  peptic  ulcer,  and 
Graves’  syndrome  and  colonic  disorders.  On  the 
other  hand,  the  invariable  precedence  of  one 
psychosomatic  disorder  to  the  other  is  a strong 
indication  that  the  first  disorder  acts  as  an  acti- 
vating agent.  This  applies  to  the  sequential  rela- 
tion of  essential  hypertension  to  Graves’  syn- 
drome, of  peptic  ulcer  to  Graves’  syndrome,  and 
of  cardiospasm  to  peptic  ulcer. 

No  instance  of  the  association  of  peptic  ulcer 
and  nonspecific  ulcerative  colitis  was  noted  in  our 
series,  and  we  believe  this  is  due  to  the  fact  that 
the  personalities  of  the  two  diseases  are  antithetic. 
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ULCER  PATIENTS  NEED  REST 

Complete  physical  rest  for  patients  with  stomach 
ulcers  gets  strong  support  from  research  by  Dr.  C. 
W.  Lillehei,  National  Cancer  trainee,  anil  Dr.  O.  H. 
Wangensteen,  professor  of  surgery  at  the  University 
of  Minnesota  Medical  School  at  Minneapolis. 

Moderately  severe  physical  activity  from  fairly 
strenuous  exercise,  they  find,  helps  bring  on  a certain 
type  of  ulcers  in  dogs.  The  ulcers  are  the  kind  that 
come  following  injections  of  histamine,  a body  chemi- 
cal which  stimulates  stomach  activity  and  dilates 
small  blood  vessels. 

Histamine  provoked  ulcers  about  three  times  as 
often  in  dogs  tired  by  strenuous  muscular  activity  as 
in  dogs  that  were  not  doing  tiring  exercise,  the  scien- 
tists report  to  the  January  Society  for  Experimental 
Biology  and  Medicine. 

Strangely,  however,  muscular  fatigue  decreased 
the  output  of  hydrochloric  acid  in  the  dogs’  stom- 
achs. By  decreasing  the  acid  output,  it  might  seem 


that  muscular  fatigue  would  decrease  instead  of  in- 
crease ulcer-  formation.  The  apparent  paradox,  the 
scientists  explain,  suggests  that  muscular  fatigue 
affects  the  stomach  lining  itself  and  makes  it  more 
vulnerable  to  the  action  of  the  acid-pepsin  mixture 
in  the  stomach  juices. 

Strenuous  muscular  exercise  probably  affects  the 
stomach  lining  by  changing  its  blood  circulation. 
The  exercise  would  cause  blood  to  be  diverted  from 
the  stomach  lining  to  the  leg  muscles. 

Constricting  the  blood  vessels,  so  that  less  blood 
gets  to  the  stomach  lining,  aids  and  abets  ulcer  for- 
mation, the  scientists  found  in  another  experiment. 
The  blood  vessel  constriction  in  this  case  was  brought 
about  by  injections  of  adrenalin.  This  fits  in  with 
the  muscular  fatigue  findings  because  muscular  fa- 
tigue is  known  to  cause  liberation  of  adrenalin  in  the 
body. 

— Science  News  Letter,  April  17,  1948 


THE  ELECTROCARDIOGRAM  IN  INFECTIOUS  MONONUCLEOSIS 


Harry  L.  Jaffe,  M.D.,  Leonard  E.  Field,  M.D.,  and  Arthur  M.  Master,  M.D., 
New  York  City 

(From  the  Cardiographic  Laboratory,  Mount  Sinai  Hospital) 


A NUMBER  of  years  ago  Master  and  Jaffe 
called  attention  to  the  transient,  nonspecific 
changes  that  appear  in  the  electrocardiogram 
during  certain  acute  infections  and  vascular  dis- 
eases.1-2 Since  that  time  similar  electrocardio- 
graphic abnormalities  have  been  reported  in  an 
ever-increasing  number  of  infectious  diseases. 
One  of  the  latest  of  these  is  infectious  mononucleo- 
sis, during  which  alterations  in  the  T-waves  and 
in  the  P-R  interval  have  been  observed.3-5  In  a 
recent  analysis  of  the  electrocardiograms  in  a 
series  of  cases  of  acute  infections,  it  was  found 
that  a relatively  large  percentage  of  patients  with 
infectious  mononucleosis  had  electrocardiographic 
abnormalities.6 

The  present  report  is  a review  of  22  cases  of 
infectious  mononucleosis  in  which  electrocardio- 
grams had  been  recorded.  These  cases  were  se- 
lected from  a group  of  50  consecutive  patients 
with  this  disease;  in  the  remaining  cases  no 
tracings  had  been  made.  The  patients  presented 
the  various  clinical  symptoms  and  signs  usually 
encountered  in  this  disease.  In  all  instances  the 
diagnosis  was  confirmed  by  finding  characteristic 
cells  in  the  blood  or  the  bone  marrow,  by  a posi- 
tive heterophil  reaction,  or  by  both. 

Electrocardiographic  Findings 

One  or  more  electrocardiograms  were  taken  in 
the  22  cases,  employing  the  three  standard  limb 
leads  and  CF4  or  multiple  CF  leads.  Significant 
deviations  from  normal  were  present  in  nine 
cases,  or  41  per  cent  (Table  1).  The  tracings 
were  normal  in  ten  cases;  minor  changes  within 
the  normal  range  of  variation  occurred  in  three 
cases.  In  most  of  the  cases  in  which  the  electro- 
cardiograms were . normal  only  one  record  was 
made.  Serial  tracings  would  probably  have  re- 
vealed abnormalities  among  this  group. 

Lowering  or  inversion  of  the  T-waves  was  the 
characteristic  deviation  in  nine  abnormal  elec- 
trocardiograms. Two  of  these  also  showed 
changes  in  the  P-R  interval.  In  one  instance  the 


• 

P-R  interval  was  prolonged  to  0.24  second;  in 
the  other  the  P-R  interval  varied  from  0.20  to 
0.16  second  in  serial  records,  without  appreciable 
alteration  in  the  rate  of  the  heart.  Significant 
Q-waves,  QRS  abnormalities,  or  RS-T  deviations 
were  not  found.  In  several  of  the  electrocardi- 
ograms of  the  remainder  of  the  group  the  RS-T 
segments  were  slightly  elevated,  but,  as  these 
deviations  persisted,  importance  was  not  attached 
to  them. 

The  T-wave  alterations  appeared  in  both  the 
limb  and  the  chest  leads  in  three  cases,  in  the 
chest  leads  alone  in  two  cases,  and  in  the  limb 
leads  alone  in  four  cases.  The  degree  of  T-wave 
inversion  was  moderate  in  eight  cases;  in  one, 
T2  and  T3  became  deeply  inverted  (Fig.  1). 

Occasional  auricular  premature  contractions 
occurred  in  one  case.  Ventricular  premature 
beats  and  other  arrhythmias  observed  by  several 
authors  did  not  appear  among  our  patients.5-7 

In  the  cases  with  abnormal  electrocardiograms 
the  deviations  were  noted  in  the  initial  tracing 
made  within  forty-eight  hours  following  hospitali- 
zation. However,  since  the  patients  had  been  ill 
for  days  or  weeks  prior  to  admission,  correlation 
with  the  day  of  onset  of  symptoms  of  infectious 
mononucleosis  disclosed  that  the  electrocardio- 
gram may  be  abnormal  as  early  as  the  fifth  day 
of  illness.  In  several  instances  the  record  re- 
turned to  normal  within  ten  days.  Four  patients 
exhibited  the  abnormalities  for  three  to  four 
weeks. 

Clinical  Correlation  of  the 
Electrocardiogram 

We  were  unable  to  detect  a correlation  between 
the  electrocardiographic  deviations  and  the 
clinical  and  laboratory  findings.  Active  carditis 
was  not  noted  in  any  of  the  patients.  A pericar- 
dial rub  was  not  heard  at  any  time.  Soft  sys- 
tolic murmurs  audible  over  the  aortic  area  in  two 
cases  and  over  the  apex  in  another  were  believed 
to  be  “functional”  in  origin.  In  one  instance  a 


TABLE  1. — ECG  Findings  in  Infectious  Mononucleosis  (Figs  1-6) 


Case 

Sex 

Age 

Ti 

t2 

T, 

T, 

M.  V. 

M 

15 

Low 

Inverted 

Inverted 

J.  P. 

F 

28 

Inverted 

D.  M. 

M 

17 

Low 

Diphasic 

Low 

Semi-inverted 

M . P. 

F 

12 

Low 

Low 

I nverted 

Inverted 

S.  D. 

F 

4>A 

Low 

Low 

Semi-inverted 

Notched 

P L. 

M 

31 

Low 

Low 

. . . . n . ’ 

A.  K. 

M 

17 

Low 

Isoelectric 

Diphasic 

S.  B. 

F 

43 

Diphasic 

S.  F. 

M 

24 

Low 

Inverted 

P-R  Interval 


0.24  to  0.17  second 


0.20  to  0.16  second 
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Fig.  1.  M.  V.— October  30,  1946:  T,  low,  T2 

diphasic,  T3  inverted;  November  1,  1946:  T2  now 
inverted;  April  1,  1947:  Normal  ECG,  Ti>4  taller, 
T2  upright. 

systolic  murmur  heard  over  both  the  apex  and 
the  base  may  have  represented  chronic  rheu- 
matic valvular  disease  although  evidence  of  an 
active  rheumatic  condition  was  lacking. 

The  highest  temperature  ranged  between  102 
and  104  F.,  the  duration  of  fever  being  between 
five  and  thirty  days.  The  leukocyte  count  var- 
ied from  3,800  to  26,900;  the  percentage  of  atypi- 
cal lymphoid  cells,  from  a few  to  23  per  cent.  In 
two  cases  the  heterophil  reaction  was  only  1:8; 
in  the  others  it  was  positive,  once  reaching  the 
very  high  titer  of  1 : 32,768.  Jaundice  was  present 
in  one  patient. 

The  clinical  course  in  all  instances  was  mild  or 
moderately  severe.  The  patient  whose  electro- 
cardiogram showed  the  most  pronounced  in- 
version of  the  T-waves  ran  a very  benign  course. 


Fig.  2.  J.  P. — October  2,  1945:  T.,  diphasic; 
October  20,  1945:  T,  lower,  T4  inverted;  April  8, 
1947:  Normal  ECG,  T,  taller,  T4  upright. 
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Fig.  3.  D.  M. — September  27,  1945:  T,  low,  T2 
diphasic,  T3  low,  T4  semi-inverted;  October  3, 
1945:  Normal  ECG,  T(,  2, 3 taller,  T4  upright. 


Comment 

As  with  other  acute  infectious  diseases,  non- 
specific alterations  mhy  occur  in  the  electrocardio- 
gram of  patients  with  infectious  mononucleosis. 
Abnormalities  have  been  observed  most  fre- 
quently in  the  T-waves.  Occasionally,  there  is 
disturbance  in  auriculoventricular  conduction 
and  depression  of  the  RS-T  segment,  as  well  as 
minor  arrhythmias.5  These  observations  again 
illustrate  the  futility  of  attempting  to  make  an 
etiologic  diagnosis,  as  for  instance,  rheumatic 
fever,  solely  on  the  basis  of  such  nonspecific 
changes  in  the  electrocardiogram. 

Longcope  included  in  his  series  of  cases  of  in- 
fectious mononucleosis  a patient  whose  electro- 
cardiogram showed  ventricular  premature  con- 
tractions and  “T  inverted.”7  The  lead  in  which 
the  T-wave  was  inverted  was  not  mentioned. 
Logue  and  Hanson,  in  an  article  on  partial  heart 
block,  listed  one  case  of  infectious  mononucleosis 
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Fig.  4.  M.  P. — August  20,  1946:  T.  low,  T8 

inverted,  T4  low;  August  26,  1946:  T(  lower,  T2 

low,  Ts  less  inverted,  T.t  inverted. 
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Fig.  5.  S.  D. — January  7,  1947:  T,,  2 low,  T 
semi-iriverted,  T4  notched;  June  3,  1947:  Norma 

ECG,  Ti,  2. 3 taller,  T4  inverted. 


with  a prolonged  P-R  interval.8  Candel  and 
Wheeloek  presented  eleven  cases  of  acute  infec- 
tions with  electrocardiographic  changes.9  Among 
these  was  a case  of  infectious  mononucleosis  with 
minor  T-wave  alterations  in  the  chest  lead. 
Evans  and  Graybiel  reported  four  cases  of  infec- 
tious mononucleosis  with  T-wave  changes  con- 
sisting primarily  of  lowering  of  the  T-waves  and, 
in  one  instance,  inversion  of  T*.4  These  ab- 
normalities persisted  from  six  to  forty-one  days. 
The  authors  considered  the  T-wave  changes,  at 
least  in  their  first  case,  to  be  the  result  of  pericar- 
dial involvement,  because  they  persisted  “over  a 
longer  period  of  time  than  would  be  expected  if 
the  myocardium  alone  were  affected.”  Young 
included  two  patients  with  infectious  mononu- 
cleosis in  a series  of  13  cases  of  upper  respiratory 
infections  in  which  electrocardiographic  changes 
occurred.10  In  one  case  the  P-R  interval  varied 
between  0.16  and  0.20  seconds,  and  in  the  other 
the  T-waves  varied  in  height. 

Wechsler,  Rosenblum,  and  Sills  compiled  the 
largest  group  of  abnormal  electrocardiograms  in 
this  disease  during  an  epidemic  at  an  Army  post.6 
Of  223  patients,  45  cases  showed  T-wave  changes, 
and  14  showed  prolonged  P-R  interval  with  or 
without  T-wave  alteration.  The  largest  P-R  in- 
terval noted  was  0.40  second.  There  were  two 
instances  of  transient  second  degree  heart  block. 

In  a wide  variety  of  bacterial,  parasitic,  and 
virus  diseases  electrocardiographic  changes  can 
be  correlated  with  the  findings  of  acute  myocar- 
ditis anatomically,  even  though  clinical  signs  and 
symptoms  are  frequently  absent  or  minimal.6 
In  infectious  mononucleosis,  as  in  upper  respira- 
tory infections  in  general,  the  interpretation  of 
the  T-wave  changes  is  rendered  difficult  by  the 
benign  course  of  the  disease,  the  absence  of  car- 
diac signs,  and  the  paucity  of  postmortem  ma- 
terial. 

Recent  reviews  of  many  hundreds  of  cases  of 
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Fig.  6.  P.  L. — January  27,  1947:  T,  low,  T2 

low,  P-R  interval  0.24  second;  February  5,  1947: 
•Tj,  2 taller,  P-R  interval  0.18  second. 


infectious  mononucleosis  report  that  cardiac 
symptoms  were  not  found  in  any  patient.11-17 
However,  Wintrobe  mentions  a patient  in  whom 
“tachycardia  and  cyanosis  became  so  pronounced 
as  to  suggest  acute  cardiac  dilatation.”18  Brad- 
shaw reports  a case  in  which  signs  of  mitral  steno- 
sis and  congestive  heart  failure  developed  six 
weeks  following  recovery  from  infectious  mono- 
nucleosis.19 However,  the  sequence  of  events  in 
this  case  is  open  to  question.  In  one  of  the  cases 
of  Evans  and  Graybiel  a pericardial  friction  rub 
was  heard,  and  in  another  there  was  slight  car- 
diac enlargement  which  subsequently  disap- 
peared.4 In  a fifth  case,  not  included  in  their 
group  of  patients  with  abnormal  electrocardio- 
grams, pericarditis  with  effusion  developed  with- 
out evidence  of  rheumatic  fever.  In  the  large 
series  of  Wechsler,  Rosenblum,  and  Sills,  an  oc- 
casional patient  complained  of  intermittent,  sharp, 
precordial  pain.6  Except  for  a greater  tendency 
to  relapse,  there  were  no  other  significant  differ- 
ences between  those  with  abnormal  and  normal 
electrocardiograms.  Only  one  instance  of  unex- 
plained cardiac  enlargement  was  noted.  These 
authors  also  found  that,  following  defervescence, 
bradycardia  and  sinus  arrhythmia  obtained  for  at 
least  as  long  as  the  electrocardiograms  were  ab- 
normal. This,  together  with  a peculiar  waxing 
and  waning  of  Tt  for  sixth  months  or  more,  led 
these  authors  to  consider  the  underlying  mechan- 
ism to  be  either  autonomic  imbalance  or  possible 
myocardial  involvement. 

Only  recently  has  autopsy  evidence  of  the  ex- 
istence of  myocarditis  in  infectious  mononucleo- 
sis been  made  available.  Ziegler  describes  the 
case  of  a twenty-two-year-old  girl  whose  “heart 
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muscle  appeared  remarkably  free  of  cellular  in- 
filtrations. It  showed  the  acute  changes  com- 
mon to  many  infectious  diseases.”20  Allen  and 
Kellner  report  the  necropsy  findings  in  a twenty- 
three-year-old  soldier  who  was  killed  accidentally 
two  weeks  following  cessation  of  symptoms  of  in- 
fectious mononucleosis.21  The  patient  had  been 
only  moderately  ill,  and  clinical  signs  of  cardiac 
involvement  had  been  absent.  Focal  interstitial 
infiltrations  composed  of  mononuclear  cells  and 
lymphocytes  were  found.  The  collections  of  cells 
were  small  to  moderate  in  size.  There  was  no 
muscle  atrophy  or  replacement  of  muscle  fibers. 
In  two  fatal  cases  of  infectious  mononucleosis 
with  involvement  of  the  central  nervous  system 
and  the  Guillain-Barre  syndrome,  the  hearts 
were  essentially  normal  except  for  scattered  sub- 
epicardial petechiae,  indistinct  cross  striations, 
and  occasional,  small,  perivascular  collections  of 
lymphocytes  in  the  epicardium  of  the  left  ventri- 
cle.22 Brien  mentions  two  fatal  cases  in  which 
there  were  present  “small  accumulations  of  mono- 
nucleosis cells  in  the  muscle  and  under  the  endo- 
cardium.”23 Very  recently,  Gore  and  Saphir 
listed  nine  fatal  cases,  six  of  which  showed  myo- 
carditis histologically. 24 

It  has  been  suggested  that  infectious  mononu- 
cleosis is  a virus  disease,  but  this  is  still  uncertain. 
It  is  known  that  myocarditis  may  develop  not 
only  during  the  course  of  bacterial  infections  but 
also  during  such  virus  diseases  as  influenza  A,  poli- 
omyelitis, and  mumps.25-27  Myocardial  anoxe- 
mia may  play  a role  in  the  development  of  the 
lesions.28  Virus  pericarditis  has  also  been  de- 
scribed.29 

Since  it  is  evident  that  true  myocarditis  may 
occur  in  infectious  mononucleosis,  electrocardio- 
graphic changes  should  not  be  disregarded  or 
considered  lightly.  Despite  the  absence  of  clini- 
cal signs  and  symptoms  referable  to  the  heart,  the 
high  proportion  of  abnormal  electrocardiograms 
that  occurred  in  our  group  of  cases  indicates  that 
it  is  advisable  to  take  tracings  routinely.  If  ab- 
normalities are  found,  the  patient’s  activities 
'should  be  restricted,  and  the  period  of  convales- 
cence should  be  extended  until  the  record  returns 
to  normal  or  remains  stationary  in  the  unusual 
cases  in  which  the  changes  persist. 

Proper  evaluation  of  the  T-wave  changes  is 
important.  In  some  of  the  cases  mentioned  in 
the  literature,  slight  lowering  of  the  T-wave  in 
one  lead  is  the  only  deviation  reported.30  In 
view  of  the  fact  that  minor  alterations  in  the  T- 
wave  may  be  caused  by  such  factors  as  fever,  in- 
creased tonus  of  the  autonomic  nervous  system, 
tachycardia,  acid-base  disturbances,  and  the  po- 
sition of  the  patient,  only  well-defined  alterations 


should  be  considered  indicative  of  myocardial 
involvement. 

Summary 

Pronounced  deviations  in  the  T-wave  were 
present  in  nine  of  22  cases  (41  per  cent)  of  infec- 
tious mononucleosis.  In  addition  to  the  T-wave 
changes,  the  P-R  interval  was  prolonged  in  two 
of  the  cases. 

These  changes  were  probably  the  result  of  or- 
ganic changes  in  the  myocardium  although  clini- 
cal signs  of  acute  myocarditis  rarely  occur  in  in- 
fectious mononucleosis. 

Whenever  possible,  an  electrocardiogram 
should  be  recorded  routinely  in  this  disease. 
When  abnormalities  are  present,  the  period  of 
convalescence  should  be  extended  until  the  trac- 
ings become  normal. 

The  electrocardiographic  alterations  in  infec- 
tious mononucleosis  are  nonspecific  and  similar 
to  those  that  occur  in  numerous  other  acute  in- 
fectious diseases. 
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THE  NITROFURANS 

Louis  Eugene  Daily,  M.D.,  Norwich,  New  York 
( Medical  Director , Eaton  Laboratories,  Inc.) 


FOLLOWING  the  discovery  of  the  sulfona- 
mides, a marked  stimulation  in  basic  re- 
search to  find  other  effective  chemotherapeutic 
agents  became  evident.  In  1944,  Dodd  and  Still- 
man, reviewing  the  literature,  noted  that  several 
investigators  had  found  the  furan  group  of  com- 
pounds to  be  bacteriostatic.1  Following  this 
lead,  they  prepared  42  furan  compounds  and 
screened  them  against  Staphylococcus  aureus, 
Streptococcus  hemolyticus  (S.  pyogenes),  Diplo- 
coccus  pneumoniae  Type  1,  Eberthella  typhosa, 
Escherichia  coli,  and  Pseudomonas  aeruginosa 
(P.  pyocyanea) . They  found  the  nitro  group  was 
essential  in  activating  these  furan  compounds  to 
produce  effective  bacteriostasis.  They  also  noted 
that  some  of  the  nitrofurans  were  bactericidal  as 
well  as  bacteriostatic,  this  fact  being  determined 
by  the  concentration  of  the  drug.  The  final 
compounds  that  were  selected  from  the  initial  42 
were  definitely  bacteriostatic  against  at  least  five 
of  the  six  test  organisms  which  included  both 
gram-positive  and  gram-negative  bacteria. 

Cramer  and  Dodd  investigated  the  mode  of 
action  of  the  nitrofurans  using  Staphylococcus 
aureus  as  the  test  organism.2  They  selected  the 
six  most  promising  compounds  from  the  Dodd- 
Stillman  investigation.  Of  these  six,  one  com- 
pound, nitrofurazone  N.N.R.,  5-nitro-2-furalde- 
hyde  semicarbazone  (Furacin),  was  found  to  have 
an  unusual  mode  of  bacteriostatic  action.  It 
showed  marked  activity  during  the  lag  phase  of 
growth,  prolonging  the  time  of  the  phase.  Dur- 
ing this  lag  phase  no  reproduction  takes  place, 
and  it  is  thought  to  be  normally  a period  of  in- 
tense vital  activity  of  the  organism.  At  this 
time  it  was  not  known  whether  Furacin  affected 
any  vital  process  other  than  reproduction  so  that 
the  time  of  maturation  was  prolonged,  or  whether 
it  interfered  directly  with  cell  division. 

A more  recent  publication  by  Cramer  discusses 
the  mode  of  action  of  Furacin  on  bacteria.3  This 
is  a very  technical  article  based  on  the  application 
of  physiochemical  methods  to  the  study  of  the 
action  of  Furacin  against  Staphylococcus  aureus. 
He  concludes  that  a chemical  reaction  takes 
place,  during  which  Furacin  is  reduced.  As  a re- 
sult of  this  reduction,  the  enzyme  system  neces- 
sary to  the  growth  of  the  bacterium  is  temporarily 
inactivated,  and  thus,  the  so-called  “lag  phase” 
of  the  organism  is  prolonged.  This  results  in  a 
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period  of  relative  inactivity  in  the  life  cycle  of  the 
organism. 

It  may  be  inferred  from  the  above  that  during 
the  so-called  “lag  phase”  the  normal  antibacterial 
mechanisms  of  the  host  could  take  over  and 
eliminate  the  invading  organisms. 

Furacin  is  a lemon-yellow,  crystalline  sub- 
stance. It  is  stable  at  15  pounds  pressure  for  at 
least  fifteen  minutes  in  the  autoclave  but  decom- 
poses above  a temperature  of  227  C.  It  is 
slightly  soluble  in  water  (1  : 4,200)  and  soluble  in 
Carbowax  (polyethylene  glycol,  1 : 100).  Upon 
exposure  to  light  and  certain  metals  it  is  dis- 
colored but  still  retains  its  antibacterial  efficiency. 

In  1945,  Krantz  and  Evans  investigated  Fura- 
cin pharmacologically.4  They  found  the  drug  to 
have  no  toxic  effect  on  blood  pressure,  respiration, 
or  cardiac  action  when  administered  to  dogs  in 
relatively  large  doses.  In  vitro  tests  indicated  no 
effect  on  the  cytochrome  oxidase  system.  How- 
ever, there  was  definite  retardation  of  tissue  de- 
hydrogenase activity  by  the  drug  in  vitro.  In 
acute  toxicity  tests  the  LD50  for  rats  was  found  to 
be  590  mg.  per  Kg.,  and  380  mg.  per  Kg.  for  mice. 
Chronic  toxicity  tests  in  monkeys,  who  received 
orally  0.3  Gm.  daily  for  five  weeks,  produced  no 
significant  pathologic  effects.  In  rats,  0.4  per 
cent  Furacin  in  the  diet  caused  death.  His- 
tologic sections  showed  coagulated  albuminous 
fluid  in  kidney  tubules  and  small  focal  necrotic 
areas  in  the  livers. 

After  the  animal  experiments,  these  investiga- 
tors ran  several  preliminary  tests  in  man.  One 
of  tfhem  (Evans)  took  100  mg.  of  the  drug  orally 
with  no  demonstrable  symptoms.  One  hundred 
mg.  were  then  given  to  each  of  several  other  per- 
sons three  times  a day.  Finally  the  dose  was  in- 
creased to  3 or  4 Gm.  daily.  This  dose  was  well 
tolerated  in  80  per  cent  of  the  test  subjects. 
Twenty  per  cent,  however,  experienced  nausea. 
Results  of  routine  blood  and  urine  tests  were 
normal. 

The  conclusions  drawn  from  this  pharmacologic 
study  were  that  relatively  large  doses  were  non- 
toxic to  animals.  Toxic  doses  in  animals  pro- 
duced hyperexcitability  of  the  central  nervous 
system.  Preliminary  oral  ingestion  of  the  drug 
by  man  seemed  to  indicate  low  toxicity.  The 
animal  work  has  continued  under  Carr,  and  pre- 
liminary reports  indicate  that  0.1  Gm.  a day  has 
been  ingested  by  dogs  and  monkeys  for  a period 
of  over  five  months  with  no  evidence  of  toxicity.6 

In  1940,  Dodd  investigated  the  chemothera- 
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peutic  properties  of  Furacin  in  vitro  and  in  vivo 
and  found  definite  beneficial  effects  in  the  treat- 
ment of  both  bacterial  and  trypanosomal  sys- 
temic infections  in  mice  by  oral,  subcutaneous,  or 
intramuscular  administration  of  the  drug.6  He 
showed  in  vitro  that  the  drug  had  a wide  anti- 
bacterial spectrum  against  many  gram-positive 
and  gram-negative  organisms.  He  also  noted 
that,  while  the  nitro  group  conferred  antibacterial 
activity  in  vitro,  the  only  compounds  effective  in 
vivo  were  those  nitrofurans  closely  related  to  the 
semicarbazone  compounds. 

Dodd  confirmed  Krantz  and  Evans’  findings 
that  the  toxic  doses  in  rats  and  mice  produced 
hyperirritability,  tremors,  convulsions,  and  res- 
piratory failure,  indicating  a toxic  effect  on  the 
central  nervous  system.  He  found  the  LD50  in 
mice  to  be  545  to  587  mg.  per  Kg.  Histologic 
studies  showed  no  pathologic  changes  to  account 
for  the  symptoms  produced  by  oral  administra- 
tion, but  severe  toxic  hepatitis  and  extensive  de- 
generation of  the  renal  tubules  were  found  after 
massive  subcutaneous  doses.  The  in  vivo  studies 
indicated  that  Furacin  was  effective  orally  in 
mice  infected  with  Staphylococcus  aureus,  Strep- 
tococcus pyogenes  (hemolytic),  Salmonella schott- 
muelleri,  and  Salmonella  aertrycke.  It  was  not 
effective  against  the  pneumococcus.  The  se- 
verity of  the  infection  had  a definite  effect  on  the 
survivals,  especially  in  the  gram-negative  species. 
It  was  very  effective  in  the  treatment  of  Try- 
panosoma equiperdum  infections,  protecting  100 
per  cent  of  the  rats  against  a 100  per  cent  fatal 
dose  of  organisms  when  100  mg.  per  Kg.  of  the 
drug  was  administered  orally. 

Preliminary  experiments  indicated  activity 
against  Treponema  pallidum  in  vitro  and  in  vivo 
in  infected  rabbits.  This  preliminary  work  has 
been  confirmed  recently  by  another  investigator, 
and  the  work  is  being  continued  to  ascertain 
whether  or  not  permanent  clinical  and  serologic 
cure  is  possible.7 

A recent  report  by  Green  and  Mudd  indicates 
that  when  several  gram-positive  and  gram-nega- 
tive bacteria  (Staphylococcus  aureus,  Escherichia 
coli,  Proteus  vulgaris,  Streptococcus  viridans, 
Staphylococcus  albus,  and  Shigella  paradysen- 
teriae)  were  made  resistant  by  repeated  cultures 
in  increasing  concentrations  of  three  other  drugs, 
i.e.,  sulfathiazole,  streptomycin  and  penicillin,  or 
obtained  from  patients  being  treated  with  these 
drugs,  they  were  still  as  susceptible  to  Furacin  as 
the  original  nonresistant  organisms.8  In  other 
words,  no  cross  resistance  to  Furacin  develops  in 
vitro  as  the  result  of  repeated  exposures  of  the 
selected  organisms  to  sulfathiazole,  streptomycin, 
and  penicillin.  The  advantage  of  this  factor  is 
obvious. 

In  July  of  1946,  Dodd,  Hartmann,  and  Ward 


reported  on  the  effects  of  several  nitrofurans  on 
the  healing  time  of  experimental  wounds  in  rab- 
bits.9 They  concluded  that  two  of  these  com- 
pounds were  nonirritating,  nontoxic,  and  had  no 
adverse  effects  on  healing.  One  of  these  com- 
pounds was  Furacin. 

Neter  and  Lamberti  in  August  of  1946  reported 
that  Furacin  had  proved  effective  in  the  treat- 
ment of  infected  wounds  in  rabbits.10  These 
wounds  were  artificially  made  and  infected  with 
beta  hemolytic  streptococcus.  They  concluded 
that  further  clinical  work  was  definitely  indicated. 

The  discussion  so  far  has  dealt  with  the  original 
chemistry,  pharmacology,  and  bacteriologic  work 
with  the  compound.  A review  of  the  literature 
covering  the  use  of  Furacin  in  the  clinic  is  now  in 
order. 

Clinical  Use  of  Furacin 

The  first  clinical  results  reported  were  by 
Snyder,  Kiehn,  and  Christopherson  on  chronically 
infected  war  wounds  in  November,  1945. 11 
They  made  cultures  from  the  wounds  and  deter- 
mined the  bacterial  flora  and  also  checked  the 
effectiveness  of  Furacin  against  the  bacteria 
present  in  the  wounds  by  cultures  on  blood  agar. 
The  wounds  were  treated  by  application  of  Fura- 
cin Soluble  Dressing.  They  were  redressed  and 
subsequent  cultures  usually  taken  each  day 
thereafter.  The  series  was  small,  consisting  of 
ten  patients.  However,  it  was  very  well  con- 
trolled. 

Snyder  and  his  coworkers  noted  that  clinical 
improvement  in  all  cases  was  directly  correlated 
with  a quantitative  and  qualitative  reduction  in 
the  bacterial  flora,  especially  of  gram-positive  or- 
ganisms, as  demonstrated  by  repeated  cultures.11 
They  concluded  that  the  compound  was  highly 
effective  in  vivo  in  the  control  of  surface  infec- 
tions. 

The  next  report  of  interest  was  by  Meleney  and 
his  coworkers  in  January,  1 94 6 : 1 2 They  were  par- 
ticularly interested  in  finding  antibacterial 
agents  effective  against  gram-negative  organisms 
not  susceptible  to  penicillin.  Only  five  com- 
pounds met  their  stringent  requirements.  One  of 
these  was  streptomycin,  and  another  was  Furacin. 
They  found  that  Furacin  was  effective  against 
many  of  the  gram-negative  organisms,  with  the 
exception  of  Pseudomonas  aeruginosa  (P.  pyocy- 
anea). 

The  next  clinical  investigation  was  by  McCol- 
lough  and  summarized  his  findings  in  the  treat- 
ment of  infected  war  wounds.13  He  treated  94 
chronically  infected  wounds ; 37  cases  were  healed 
completely,  and  45  cases  showed  improvement. 

Daily  cultures  were  made,  and  it  was  noted 
that  Staphylococcus  aureus  and  Streptococcus 
pyogenes  usually  disappeared  shortly  after  ther- 
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apy  was  instituted.  The  gram-negative  organ- 
isms were  present  longer  than  the  gram-positive 
organisms  despite  the  fact  that  the  wounds  were 
obviously  healing.  A total  of  597  cultures  was 
made,  and  97  of  these  were  negative  immediately 
after  treatment  was  instituted.  Twelve  of  the 
wounds  had  been  indolent  with  no  change  in  size 
or  amount  of  drainage  for  an  average  of  fifty 
days.  They  healed  in  an  average  of  twenty-one 
days  after  Furacin  therapy  was  begun.  There 
were  four  cases  of  sensitivity  to  the  drug  evi- 
denced by  local  vesicular  eruption  and  erythema. 
All  cleared  within  one  week  after  the  drug  was 
discontinued.  These  four  patients  gave  a posi- 
tive patch  test  to  Furacin.  This  was  the  first 
clinical  observation  of  sensitivity  to  Furacin. 

The  first  report  in  the  field  of  dermatology  was 
made  by  Downing,  Hanson,  and  Lamb  in  Feb- 
ruary, 1947. 14  Two  hundred  twelve  patients 
were  treated.  Meleney’s  classification  was  used 
in  appraising  the  results.  In  the  summary  of 
Downing’s  paper,  it  was  noted  that  the  drug  did 
not  interfere  with  normal  granulation  and  epi- 
thelization  of  infected  ulcers.  There  was  no 
clinical  evidence  of  toxicity  due  to  absorption  of 
the  drug  even  when  used  in  large  amounts  over 
prolonged  periods  of  time.  This  was  further 
confirmed  by  necropsy  of  three  of  the  patients 
who  died  from  other  causes:  two  of  diabetes  and 
one  of  a cerebrovascular  accident.  From  the 
bacterial  cultures  it  was  evident  that  a large  per- 
centage of  the  infecting  organisms,  both  gram- 
positive and  gram-negative,  was  controlled  by  the 
drug. 

Furacin  was  found  effective  in  the  treatment  of 
cutaneous  diseases  due  to  lower  organisms  and 
also  in  infected  ulcers.  It  showed  excellent  re- 
sults in  the  superficial  infections  such  as  impetigo 
and  ecthyma. 

A note  of  warning  was  sounded  in  respect  to 
sensitization*  At  the  same  time  it  wTas  noted 
that  the  sensitivity  factor  was  less  than  that  of 
the  sulfonamides  and  penicillin  when  used  locally. 
A recent  communication  by  Downing  to  this 
author  indicates  a sensitization  rate  of  approxi- 
mately 4 per  cent.  This  cbrresponds  to  the  aver- 
age incidence  reported  in  the  literature  to  date. 

Shipley  and  Dodd  reported  the  clinical  and 
bacteriologic  results  obtained  in  the  treatment  of 
90  cases  with  superficial  infections.15  The  re- 
sults in  26  cases  were  reported  as  brilliant,  in  44 
cases  as  good,  the  results  in  the  remaining  20 
cases  were  either  questionable  or  negative.  At- 
tention was  called  to  the  fact  that  the  use  of  Fura- 
cin was  no  substitute  for  surgical  intervention 
when  indicated.  In  six  skin  graft  cases  the  graft 
was  applied  to  the  recipient  area  that  had  been 
treated  with  Furacin,  and  no  attempt  was  made 
to  remove  the  drug  before  the  graft  was  applied. 


The  majority  of  the  grafts  were  successful. 
When  deep-seated  abscesses  were  incised  and 
drained  and  then  packed  with  the  medication, 
healing  time  was  shortened.  The  decrease  in 
amount  of  discharge  and  odor  was  very  notice- 
able. 

Fifteen  vascular  ulcers  of  the  leg  responded 
rapidly  in  so  far  as  the  infection  was  concerned. 
They  granulated  well,  and  no  retardation  of 
epithelization  was  evident. 

In  several  cases  the  dressing  was  used  to  pre- 
vent an  anticipated  infection  in  surgical  proce- 
dures. Two  patients  had  a Torek  operation. 
The  scrotal-thigh  incision  was  covered  with  the 
Furacin  Soluble  Dressing,  and  no  slough  or  in- 
fection occurred.  Two  patients  had  a Mikulicz 
colostomy  through  an  inguinal  incision.  The 
wounds  healed  by  early  granulation  despite  the 
presence  of  fecal  material.  In  treating  these 
cases,  three  facts  were  particularly  noted:  the 
effect  on  the  base  of  the  ulcers,  the  amount  of  dis- 
charge, and  odor.  In  the  majority,  the  infection 
disappeared  almost  at  once,  leaving  a clean  granu- 
lating base  with  no  retardation  of  epithelization. 
The  wound  discharge  decreased  appreciably 
within  twenty-four  to  forty-eight  hours.  The  odor 
decreased  within  twenty-four  hours  and  was 
closely  connected  with  diminution  of  bacterial 
flora.  Two  cases  of  sensitivity  were  noted,  one 
after  forty-four  days’  treatment,  the  other  after 
eight  days.  A fine,  red,  papular  rash  developed 
locally.  The  erythema  disappeared  within  forty- 
eight  hours  after  treatment  was  discontinued. 

The  bacteriologic  studies  were  quite  complete; 
Proteus  vulgaris,  Pseudomonas  aeruginosa,  Ba- 
cillus pyocyaneus,  and  Aerobacter  aerogenes  were 
the  most  common  gram-negative  organisms. 
Sixty-three  per  cent  of  the  cultures  became  nega- 
tive during  the  treatment  in  times  varying  from 
twenty-four  hours  to  thirty  days.  Resistance  of 
the  gram-negative  species  was  greater  than  the 
gram-positive  group.  The  occurrence  of  the 
various  organisms  is  shown  in  Table  1. 

Clinical  and  in  vitro  results  with  Pseudomonas 
aeruginosa  (Bacillus  pyocyaneus)  showed  the  or- 
ganism to  be  definitely  susceptible  to  Furacin. 
This  finding  was  not  in  agreement  with  previous 


TABLE  1.- — Incidence  of  Organisms 


Organism 

Percentage  of  Incidence  in 
Cases  Treated 

Gram-negative 
Proteus  vulgaris 

40 

Bacillus  pyocyaneus 

37.5 

Escherichia  coli 

33.5 

Aerobacter  aerogenes 

25 

Gram-positive 

Diphtheroids 

37.5 

Staphylococcus  albus 

12.5 

Streptococcus  pyogenes 
(hemolytic) 

7.1 

Staphylococcus  aureus 

0.6 

Streptococcus  anhemolyticus 

0 
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reports.  The  possibility  of  symbiosis  being  re- 
sponsible was  considered. 

A recent  publication  by  Robinson  and  Robin- 
son confirms  the  effectiveness  of  Furacin  in  the 
field  of  dermatology.16  They  treated  171  pa- 
tients with  the  following  drugs  incorporated  in 
ointments:  penicillin,  tyrothricin,  Furacin,  am- 
moniated  mercury,  and  boric  acid.  Occlusive 
dressings  were  applied  daily  under  direct  super- 
vision to  50  patients,  with  daily  cultures  being 
made  of  the  lesions.  It  was  found  that  Staphylo- 
coccus albus  and  S.  aureus,  and  Streptococcus 
pyogenes  (hemolytic)  were  the  most  common 
causative  organisms.  The  remaining  121  pa- 
tients used  the  medication  themselves  at  home 
and  were  checked  at  weekly  intervals.  Ecthyma 
and  impetigo  contagiosa  comprised  167  of  the 
cases.  Satisfactory  results  were  obtained  with 
all  the  preparations  used  and  varied  only  in 
length  of  time  necessary  for  healing.  They 
noted  that  the  applications  of  penicillin  and  Fura- 
cin ointments  caused  healing  in  somewhat  fewer 
average  days  than  the  other  agents.  Reactions 
due  to  sensitivity  were  noted  in  three  of  17  pa- 
tients using  tyrothricin,  with  ammoniated  mer- 
cury in  one  out  of  68,  with  Furacin  in  two  out  of 
37,  with  penicillin  in  one  out  of  29,  and  with  boric 
acid  in  none  of  20  patients. 

Miller  and  his  coworkers  have  recently  reported 
good  results  with  Furacin  Soluble  Dressing  in  16 
of  18  cases  of  impetigo,  with  times  of  cure  aver- 
aging eight  days.17 

This  summarizes  the  publications  on  Furacin  to 
date.  A discussion  of  reports  on  the  present  use 
and  results  in  the  various  specialities  is  now  in 
order. 

Specialty  Uses  of  Furacin 

Surgery. — Many  new  uses  of  Furacin  have 
been  reported  in  the  surgical  specialties.  In 
thoracoplasty  for  pulmonary  tuberculosis,  the 
operative  wound  and  occasional  resulting  sinus 
are  being  packed  with  Furacin-impregnated 
gauze.18  The  pack  is  replaced  frequently,  and 
granulation  and  healing  times  of  these  types  of 
wounds  have  been  significantly  shorter  than  the 
controls.  Also,  in  the  field  of  thoracic  surgery, 
injections  of  50  to  100  cc.  of  Furacin  Solution  into 
the  pleural  cavity  in  secondarily  infected  tuber- 
culous empyemas  have  greatly  facilitated  sub- 
sequent closed  drainage  of  the  cavities. 

In  plastic  surgery  it  is  routine  to  prepare  the 
recipient  site  with  Furacin  dressings,  and  in 
many  cases  the  graft  is  applied  without  removing 
the  remaining  Furacin.15  It  is  also  routine  to 
treat  the  donor  site  prophylactically.  In  a scries 
of  over  100  cases,  use  of  Furacin  Soluble  Dressing 
has  cut  down  the  time  necessary  to  prepare  the 
infected  recipient  site  from  a previous  average  of 


seventeen  to  twenty-three  days  to  nine  to  thirteen 
days  in  most  cases.  This  is  approximately  a 40 
per  cent  decrease  in  the  time  required. 

Proctology. — Furacin  Soluble  Dressing  is  being 
used  preoperatively  in  pilonidal  cysts  and  before 
hemorrhoidectomy  to  decrease  infection.18  It  is 
also  used  routinely  as  postoperative  treatment  in 
these  cases  and  in  rectal  fistulas.  A suppository 
is  now  being  prepared  to  handle  this  problem 
more  effectively. 

Gynecology  and  Obstetrics. — Furacin  Soluble 
Dressing  is  being  used  on  vaginal  tampons  for  the 
local  treatment  of  cervicitis,  following  cauteriza- 
tion, and  after  operative  repairs.18  A vaginal 
suppository  and  cream  containing  Furacin  are 
now  being  evaluated  in  the  clinic  to  determine  if 
they  are  more  satisfactory  than  the  tampon 
method  of  application. 

Urology. — Instillation  of  Furacin  Solution  in 
cystitis,  either  full  strength  or  diluted  with  sterile 
distilled  water,  has  been  reported  to  be  effective.18 

Orthopedics. — Use  of  Furacin  Soluble  Dressing 
as  a packing  in  osteomyelitis  has  been  reported, 
but  results  are  controversial  and  more  work  is 
necessary  before  any  conclusions  can  be  reached. 

Otology. — Furacin  Solution  has  been  used 
rather  extensively  in  the  treatment  of  otitis  ex- 
terna and  otitis  media.19  One  series  was  con- 
ducted at  a training  school  for  mentally  deficient 
children.  The  medical  staff  had  had  great  diffi- 
culty with  chronic  otitis  media  in  these  children. 
The  condition  had  been  present  for  years  in  some 
of  the  patients.  Over  a period  of  six  months  19 
patients  were  treated,  of  which  17  had  a true 
otitis  media  with  a perforated  membrane  and  dis- 
charge. Two  others  had  an  external  otitis.  The 
age  of  the  patients  varied  from  eight  to  twenty- 
one  years. 

The  results  were  as  follows:  three  of  the  pa- 
tients were  markedly  improved  with  no  drainage 
for  three,  four,  and  five  months,  respectively. 
The  other  16  had  symptomatic  relief,  i.e.,  decrease 
in  amount  of  discharge  and  cessation  of  foul  odor. 
In  the  three  cases  that  were  markedly  improved, 
one  had  a staphylococcic  infection;  in  another 
there  was  no  culture  obtainable,  and  in  the  third 
Proteus  organisms  were  isolated.  In  the  first  two 
cases  the  ears  were  dry.  In  the  third,  moisture 
was  still  present  behind  the  tympanic  membrane. 
Of  the  total  of  19  patients,  one  showed  a local  sen- 
sitivity to  the  drug,  manifested  by  a weeping, 
red,  swollen  external  canal.  This  is  in  agreement 
with  the  general  consensus  of  opinion  thatapproxi- 
mately  4 per  cent  of  patients  will  be  sensitized  to 
Furacin  used  over  prolonged  periods. 

There  have  been  other  favorable  reports  from 
otologists.  One  physician  has  used  it  in  several 
cases  of  otitis  externa  and  otitis  media  with  good 
results.  He  recently  had  a case  of  otitis  externa 
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due  to  Pseudomonas  aeruginosa  (B.  pyocyaneus) 
which  responded  very  satisfactorily.  A number 
of  other  preparations  had  been  tried  on  this 
patient  without  effect.  Another  report  indicates 
it  to  be  fairly  effective  in  the  treatment  of  Proteus 
infections.  Furacin  Soluble  Dressing  has  been 
used  with  some  success  in  chronically  discharging 
mastoidectomy  cases.  In  another  series  of  12 
cases  of  otitis  treated  with  Furacin,  good  results 
were  obtained  in  ten  cases.  The  bacterial  flora 
were  mostly  Proteus,  Pseudomonas,  and  Diphthe- 
roids, and  two  of  the  cases  treated  were  heavily 
infected  with  hemolytic  Staphylococcus  albus. 

Rhinology. — Furacin  Solution  has  been  used  to 
treat  an  extensive  osteomyelitis  involving  the 
hard  palate,  the  lateral  and  posterior  wall  of  the 
antrums,  and  the  turbinate  bones,  following  a 
septal  operation.18  Penicillin,  sulfonamides,  and 
tyrothricin  were  of  no  value.  Irrigation  of  the 
sinuses  and  subsequent  instillation  of  Furacin 
Solution  every  three  hours  caused  a prompt  fall 
in  the  temperature  and  greatly  lessened  the  dis- 
charge and  eliminated  the  foul  odor.  In  this 
case  the  symptoms  were  due  largely  to  Proteus, 
although  cultures  showed  Staphylococcus,  Strep- 
tococcus, and  Proteus.  Furacin  Soluble  Dress- 
ing has  also  been  used  in  packing  an  open  osteo- 
myelitis of  the  frontal  sinus. 

Ophthalmology . — Furacin  Soluble  Dressing  is 
being  used  in  the  treatment  of  corneal  burns. 
It  has  also  been  used  for  conjunctivitis  and  ble- 
pharitis of  bacterial  origin  and  following  drainage 
of  infected  meibomian  glands.  When  the  drug  is 
used  around  the  eye,  the  possibility  of  sensitiza- 
tion after  prolonged  use  should  be  borne  in  mind. 

Systemic  Use  of  Furacin. — Furacin  was  admin- 
istered orally  to  84  patients  by  Shipley  and  Dodd 
to  determine  tolerance,  dosage,  and  therapeutic 
effectiveness.20  The  dosage  varied  from  1 to  6 
Gm.  daily.  Nausea  with  occasional  vomiting 
was  the  most  common  untoward  reaction.  Sen- 
sitization and  peripheral  neuritis  occurred  in  one 
case  each.  Routine  laboratory  studies  were  nor- 
mal. Excellent  results  were  obtained  in  two 
cases  of  acute  typhoid  fever;  also,  seven  cases  of 
cystitis  and  three  of  pyelitis  all  infected  with 
Escherichia  coli  showed  remarkable  improvement. 
Five  of  seven  cases  of  gonorrheal  salpingitis  re- 
sponded rapidly  to  treatment.  The  two  cases 
which  did  not  respond  showed  large  pelvic  ab- 
scesses when  a laparotomy  was  performed.  In  a 
review  of  these  cases,  it  was  noted  that  the  gram- 
negative organisms,  especially  Escherichia  coli 
and  Eberthella  typhosa,  are  particularly  sensitive 
to  Furacin.  It  also  appears  that  the  drug  is 
most  effective  in  infections  involving  the  gastro- 
intestinal and  genitourinary  tracts.  The  results 
warrant  further  clinical  evaluation. 


Future  Possibilities 

It  was  previously  mentioned  that  Furacin  was 
active  against  the  organism  Trypanosoma  equip- 
erdum.  Sleeping  sickness  is  caused  by  an  organ- 
ism of  this  group.  The  problem  is  now  being 
thoroughly  investigated  at  the  University  of 
Texas  where  facilities  are  available  for  intensive 
study  of  this  organism.  Also,  the  possibility  that 
the  drug  may  be  active  against  the  Mycobacter- 
ium tuberculosis,  either  alone  or  in  conjunction 
with  streptomycin,  is  to  be  investigated  by  the 
laboratory  at  the  Trudeau  Foundation. 

This  paper  has  dealt  primarily  with  Furacin 
(5-nitro-2-furaldehyde  semicarbazone).  The  fu- 
ran  series  contains  many  other  compounds  besides 
Furacin.  Several  of  these  compounds  synthe- 
sized recently  have  given  evidence  of  pharma- 
cologic activity,  and  one  has  shown  a pronounced 
antihistaminic  effect  with  a smaller  dosage  and 
lower  toxicity  than  any  other  drugs  of  this  type 
now  available.  Another  compound  exhibits 
definite  sympathomimetic  effects. 

These  compounds  have  been  mentioned  to 
indicate  the  varied  potential  therapeutic  value 
that  may  be  hidden  in  the  furan  'group  of  com- 
pounds which  seem  to  have  been  neglected  in  the 
frantic  search  for  newer  and  better  chemothera- 
peutic agents. 

Summary 

This  paper  summarizes  the  history  of  the  nitro- 
furans.  It  touches  briefly  on  their  chemistry, 
pharmacology,  and  bacteriology. 

The  significant  results  of  clinical  investigations, 
as  reported  to  date,  are  discussed.  Finally, 
mention  is  made  of  future  possibilities  of  furans. 
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COCCIDIOIDOMYCOSIS  IN  VETERANS  OF  WORLD  WAR  II 

H.  E.  Bass,  M.D.,  and  A.  Schomer,  M.D.,  New  York  City 
(From  the  Thoracic  Unit,  New  York  Regional  Office,  Veterans  Administration) 


HUMAN  infection  with  the  fungus  Coccidioi- 
des  imraitis  occurs  in  the  United  States 
principally  in  endemic  areas  in  southern  Cali- 
fornia, western  Texas,  Arizona,  New  Mexico,  and 
probably  also  in  southern  Utah.  These  localities 
have  been  designated  as  true  endemic  areas  be- 
cause of  the  occurrence  of  outbreaks  of  this 
disease,  the  results  of  skin  testing  with  coccidio- 
idin,  recovery  of  the  fungus  from  the  soil,  or  the 
presence  of  the  infection  in  autopsied  desert 
animals.1-2 

Sporadic  cases  have  been  reported  from  other 
sections  of  the  country.  Usually,  such  cases  have 
given  a history  of  residence  in  one  of  the  endemic 
areas.*  Occasionally  it  has  been  difficult  to  de- 
termine the  mode  of  infection,  especially  when 
the  patient  gave  no  history  of  travel  in  an  endemic 
region.  In  such  cases  infection  has  been  assumed 
to  occur  by  unusual  means.3 

As  a result  of  World  War  II,  however,  cocci- 
dioidal infection  can  no  longer  be  considered  a 
disease  confined  to  the  southwestern  or  western 
United  States.  Increase  in  travel  facilities,  shift- 
ing populations,  and  exposure  of  soldiers  in  train- 
ing areas  in  the  endemic  belt  have  resulted  in  the 
discovery  of  cases  of  coccidioidomycosis  far  from 
their  original  geographic  site  of  infection. 

Two  such  cases  are  herein  presented  in  which 
the  primary  infection  occurred  while  in  Army 
service  in  an  endemic  area.  The  diagnosis  of 
coccidioidomycosis  was  not  made  for  some  time, 
however,  after  their  return  to  civilian  activities  in 
New  York  City. 

Case  Reports 

Case  1. — (Residual  pulmonary  coccidioidal  infil- 
tration resembling  tuberculosis.)  The  patient  was  a 
woman  who  was  discharged  from  the  Army  in  Janu- 
ary, 1946.  In  January,  1947,  a routine  chest  x-ray 
was  taken  as  part  of  a chest  survey  of  Hunter  College 
students.  The  roentgenogram  revealed  an  infiltra- 
tion in  the  left  lung.  The  patient  was  referred  to  a 
Health  Department  clinic  where  the  findings  were 
confirmed,  and  she  was  advised  to  enter  a tubercu- 
losis sanatorium.  She  was  subsequently  examined 
at  the  New  York  Regional  Office  of  the  Veterans 
Administration.  The  patient  volunteered  the  in- 
formation that  she  was  a positive  reactor  to  cocci- 
dioidin  and  suggested  that  her  pulmonary  infiltra- 
tion might  be  due  to  coccidioidomycosis.  Further 
questioning  elicited  the  following  information: 

While  in  the  Army,  she  had  been  stationed  in  the 
desert,  30  miles  north  of  Tucson,  Arizona,  from  May, 
1943,  to  February,  1945.  Routine  coccidioidin  skin 
tests  were  done  on  all  personnel  at  periodic  intervals. 


She  was  foimd  to  have  a positive  skin  test  after  six 
months  in  the  endemic  area,  but  no  chest  film  was 
taken.  She  gave  no  history  of  respiratory  infection 
at  any  time  during  her  Army  service. 

Because  of  this  additional  history*  further  studies 
were  made.  Tuberculin  skin  tests  with  0.1  mg.  and 
1 mg.  were  negative.  A coccidioidin  skin  test  in 
dilution  of  1:1,000  was  strongly  positive  after 
twenty-four  hours.  An  x-ray  taken  May  15,  1947, 
showed  a nodular  infiltration  in  the  peripheral 
portion  of  the  left  infraclavicular  region.  The  nod- 
ule measured  1.5  cm.  in  diameter  (Fig.  1).  A simi- 


Fig.  1 X-ray  taken  May  15,  1947,  showing 
nodular  infiltration  in  the  peripheral  portion  of  the 
left  infraclavicular  region. 


lar,  rounded  density  was  seen  in  the  soft  tissue  of  the 
base  of  the  neck  on  the  left  side  having  the  appear- 
ance of  a cervical  gland.  Reinspection  of  the  chest 
x-ray  at  separation  from  the  Army  taken  January  18, 
1946,  revealed  the  identical  infiltration  in  the  left 
lung  field.  The  induction  x-ray  taken  March  11, 
1943,  showed  no  evidence  of  pulmonary  disease. 

This  patient  evidently  received  her  primary 
coccidioidal  infection  while  in  the  Arizona  desert,  as 
shown  by  the  positive  reaction  to  coccidioidin  after 
six  months  residence  in  that  region.  The  nodular 
infiltrate  in  the  left  lung  represented  an  inactive 
residual  lesion  of  pulmonary  coccidioidomycosis. 
The  negative  tuberculin  tests  aided  in  differentiating 
the  pulmonary  infiltration  from  tuberculosis. 

Case  2. — (Disseminated  coccidioidomycosis  with 
pulmonary  and  skin  manifestations.)  The  patient 
was  a man  who  had  been  in  the  Army  in  the  Cali- 
fornia-Arizona  desert  maneuver  area  for  several 
months  in  the  spring  of  1944.  In  1945,  about  ten 
months  after  leaving  this  region,  lie  developed  a skin 
eruption  on  the  left  posterior  chest  wall  with  the 
formation  of  pink,  erythematous,  granulomatous 
plaques.  A diagnosis  was  made  of  lichen  planus. 
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He  was  hospitalized  in  November,  1945,  at  an  Army 
hospital.  A routine  chest  x-ray  revealed  infiltra- 
tions in  both  lungs.  He  was  discharged  from  the 
service  in  November,  1945,  with  the  following  diag- 
nosis: Lichen  planus,  chronic,  annular,  hyper- 

trophic, and  tuberculosis,  pulmonary,  reinfection 
type,  arrested. 

After  return  to  civilian  life,  he  was  treated  by  a 
private  physician  for  the  skin  lesions  on  the  posterior 
chest  wall  with  ultraviolet  therapy  and  injections  of 
bismuth  subsalicylate.  He  was  subsequently  seen 
at  the  New  York  Regional  Office  of  the  Veterans 
Administration  in  April,  1947,  when  he  complained 
of  bloody  expectoration.  Physical  examination  of 
the  chest  was  negative.  A chest  x-ray  revealed  a 
nodular  and  patchy  infiltration  involving  both  apices 
and  infraclavicular  regions  (Fig.  2).  A diagnosis 


Fig.  2 X-ray  taken  April  3,  1947,  showing  patchy 
and  nodular  infiltration  of  both  upper  lung  fields. 


was  made  of  chronic  pulmonary  tuberculosis,  reinfec- 
tion type.  Vassermann  and  Kahn  tests  were  nega- 
tive. 

Because  of  the  failure  of  the  skin  lesions  to  respond 
to  therapy,  a skin  biopsy  was  done  April  30,  1947, 
and  revealed  typical  findings  of  coccidioidal  gran- 
uloma. This  was  further  confirmed  by  a skin 
scraping  which  demonstrated  numerous  spherules 
in  the  wet  preparation.  Tuberculin  skin  tests  were 
positive.  Coccidioidin  skin  tests  were  negative. 
Reinspection  of  the  chest  x-ray  taken  November  14, 
1945,  at  the  time  of  discharge  from  the  Army,  re- 
vealed the  identical  pulmonary  infiltrations  seen  on 
later  films. 

This  patient  undoubtedly  received  his  coccidioidal 
infection  while  in  the  California-Arizona  desert. 
Dissemination  occurred  within  ten  months,  a usual 
sequence  of  events.  The  pulmonary  infiltration  re- 
sembled tuberculosis.  The  negative  skin  tests  to 
coccidioidin  indicated  the  development  of  anergy. 
Notwithstanding  the  grave  prognosis  usually  at- 
tached to  coccidioidal  dissemination,  this  patient 
appeared  in  good  health  and  showed  no  other  evi- 
dence of  coccidioidal  granuloma. 

Discussion 

Residual  lesions  following  primary  coccidioidal 


pneumonia  may  persist  for  years.  These  lesions 
may  frequently  resemble  pulmonary  tuberculosis, 
as  well  as  other  pulmonary  diseases.5 

A history  of  pneumonia  or  “grippe”  following 
exposure  in  an  endemic  region  in  a positive  coc- 
cidioidin reactor  is  of  aid  in  the  diagnosis  of  coc- 
cidioidal disease.  However,  many  infections 
take  place  without  manifest  clinical  disease.  In 
such  instances,  the  differential  diagnosis  of  a pul- 
monary infiltration  may  be  quite  difficult,  par- 
ticularly if  the  individual  reacts  to  both  coccidioi- 
din and  tuberculin.  When  this  occurs,  the  diag- 
nosis may  be  established  only  by  periodic  x-ray 
examinations  of  the  parenchymal  lesion.6  Pre- 
cipitin and  complement  fixation  tests  are  usually 
negative  in  cases  of  residual  nodular  infiltrates 
but  may  be  of  diagnostic  value  when  pulmonary 
cavitation  is  present. 

Dissemination  usually  occurs  shortly  after  the 
primary  infection  but  sometimes  does  not  appear 
until  years  later.  The  coccidioidin  skin  test  is 
frequently  negative  after  dissemination  due  to  de- 
velopment of  anergy.  Diagnosis  is  established 
by  the  recovery  of  the  spherules  on  biopsy,  from 
sputum,  or  from  draining  sinuses.  Serologic  tests 
are  usually  positive. 

No  treatment  is  indicated  for  the  residual  pul- 
monary infiltrate,  but  periodic  x-ray  examinations 
should  be  carried  out,  since  cavitation  may  occur 
in  the  nodular  type  of  coccidioidal  lesion. 

Treatment  of  coccidioidal  granuloma  has  been 
disappointing  and  is  conspicuous  only  by  the  large 
number  of  agents  used  without  effect.  Jacobson, 
however,  has  reported  regression  of  isolated  skin 
coccidioidomycosis  by  use  of  coccidioidal  vac- 
cine.7 

It  has  been  estimated  that  this  disease  has 
occurred  in  approximately  6,000  members  of  the 
armed  forces  in  clinically  recognizable  form  and 
probably  in  a far  greater  number  as  subclinical 
infection.8  Furthermore,  disseminated  coccidio- 
idomycosis may  continue  to  occur  among  these 
individuals  for  many  years.  Undoubtedly  a per- 
centage of  these  will  be  in  the  nature  of  wide- 
spread dissemination  of  coccidioidal  lesions,  and 
the  mortality  may  be  considerable.  This  is  a 
problem  for  the  medical  profession  as  a whole, 
since  the  men  who  have  been  exposed  to  Coc- 
cidioides  immitis  infection  will  be  scattered 
throughout  the  country. 

Conclusion 

1.  Two  cases  of  coccidioidomycosis  occurring 
in  former  army  personnel  were  found  after  return 
to  civilian  activities  in  New  York  City. 

2.  These  cases  showed  pulmonary  infiltrations 
which  were  mistaken  for  tuberculosis. 

3.  In  cases  of  pulmonary  disease,  history 
taking  should  include  the  question  of  exposure  in 
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the  endemic  area  for  coccidioidomycosis,  es- 
pecially in  former  army  personnel. 
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FLOWERING  GENIUS 
The  ingenuity  of  the  country  doctor  is  limitless. 
He  can  perform  miracles  with  the  most  primitive 
tools.  There  is  the  case  of  a count  ry  doctor  who  was 
called  to  see  a patient  fifteen  miles  away.  On  arriv- 
ing he  found  an  elderly  man  suffering  from  a bladder 
ailment  that  required  his  being  catheterized.  Unfor- 
tunately the  doctor  did  not  bring  a catheter  with 
him. 


He  stood  looking  through  the  window  trying  to 
think  of  a substitute,  for  he  did  not  relish  the  idea  of 
making  a thirty-mile  journey  for  the  missing  instru- 
ment. He  did  not  ponder  long,  for  he  spotted  some 
long  stemmed  dandelions  growing  in  a near-by  field. 
He  procured  one  of  the  long  stems  and,  after  soaking 
it  in  boric  acid,  used  it  as  a catheter  with  great  suc- 
cess. 


FIRST  PUBLIC  HEALTH  MENTAL  CLINIC  OPENED 


The  first  U.S.  Public  Health  Service  demonstra- 
tion mental  health  clinic  has  now  been  opened  in 
Prince  Georges  County,  Maryland.  The  clinic  will 
be  operated  jointly  by  the  Maryland  State  Depart- 
ment of  Health  and  the  Public  Health  Service,  with 
federal  funds  under  the  National  Mental  Health 
Act.  Forty  thousand  dollars  has  been  appropriated 
for  the  fiscal  year  1948. 

The  clinic  will  be  staffed  by  Public  Health  Service 
personnel.  Dr.  Mabel  Ross,  child  psychiatrist  for- 
merly with  the  Johns  Hopkins  Hospital,  will  head 


the  clinic.  Herbert  Rooney,  formerly  assistant 
chief  of  the  Social  Service  Unit,  Boston  Regional 
Office,  Veterans  Administration,  and  Mrs.  Leonora 
Meister,  formerly  with  St.  Elizabeth’s  Hospital, 
Washington,  D.C.,  will  serve  as  psychiatric  social 
workers;  Mrs.  Adcle  Henderson,  formerly  with  St. 
Louis  Visiting  Nurse  Association,  as  public  health 
nurse.  A psychologist  has  not  yet  been  appointed. 

Psychiatric  service  will  be  offered  to  all  residents  of 
Prince  Georges  County,  Maryland,  which  has  a 
population  of  140,000. 


TASTIER  FOOD  IS  PROMISE  FOR  HEART  PATIENTS 


The  food  of  heart  disease  patients  won’t  have  to 
lose  its  savor,  because  a Brooklyn  scientist  has  ap- 
plied to  water  in  the  human  body  the  same  chemical 
trick  that  was  used  to  desalt  sea-water. 

Dr.  I.  J.  Greenblatt  of  Betli-El  Hospital,  Brook- 
lyn, while  serving  in  the  Pacific  area,  realized  that  the 
principle  of  the  ion-exchange  desalting  emergency 
kits  of  planes  and  lifeboats  could  be  applied  to  heart 
cases  characterized  by  dropsy  and  swelling  of  the 
joints.  He  and  M.  E.  Gilwood  of  the  Permutit 
Company,  New  York,  told  the  American  Chemical 
Society  meeting  in  Chicago  that  three  tablespoons  of 


a synthetic  plastic  swallowed  after  and  before  meals 
seem  to  allow  such  cardiac  cases  to  eat  a more  nor- 
mal diet. 

Saltless,  tasteless  diets  largely  of  rice  and  starch 
have  had  to  be  the  food  of  such  heart  cases.  With 
doses  of  the  new  plastic,  more  normal  food  can  be 
eaten,  as  the  material  removes  salt  within  the  intest  i- 
nal tract  before  it  can  get  into  the  blood  stream. 

The  ion  exchange  material  used  is  a synthet  ic  resin 
ground  into  tasteless  powder  grains  coated  with  fatty 
chemicals  and  shellac.  Science  News  Letter,  Mai/  I . 
1948  4 


Case  Reports 


AN  UNUSUAL  CASE  OF  LEG  EDEMA:  USE  OF  LATEX  RUBBER  BANDAGES 

Joseph  R.  DiPalma,  M.D.,  Brooklyn,  New  York 

{From  the  Peripheral  Vascular  Disease  Clinic , Long  Island  College  Hospital,  and  the  Long  Island  College  of 
Medicine  Division  of  Kings  County  Hospital) 


Tlj’DEMA  formation  at  times  baffles  both  clinician 
and  physiologist.  The  contributions  of  Landis, 
Drinker,  and  Warren  and  Stead  have  done  much  to 
rid  edema  of  its  mystery. 1 -3  Y et,  one  often  encoun- 
ters cases  in  which  edema,  the  cause  of  which 
is  difficult  to  perceive,  plays  a prominent  role. 
That  here  reported  affords  an  interesting  problem  in 
diagnosis  and  therapy  of  leg  edema. 


Case  Report 

M.  F.,  a white  woman,  aged  67,  presented  herself 
to  the  clinic  complaining  of  excessive  swelling  of 
both  legs.  The  illness  dated  back  fifteen  years, 
when  she  noted  gradual,  painless,  symmetric  swell- 
ing of  both  legs.  This  swelling  was  restricted  largely 
to  the  ankles  and  calves.  Neither  the  feet  nor  the 
thighs  were  involved.  She  did  not  at  any  time  have 
bouts  of  fever  or  glandular  swelling.  No  history  of 
thrombophlebitis,  varicosities,  cellulitis,  or  skin  le- 
sions of  the  legs  could  be  elicited.  She  had  never 
traveled  out  of  the  New  England  states.  She  had 
had  no  surgical  operations.  Invariably  she  was  told 
that  she  had  “elephantiasis”  or  “lymphedema,”  and 
that  little  could  be  done  for  her.  Elastic  bandages 
(Ace  bandages)  had  been  tried  but  could  not  be  ap- 
plied effectively  on  such  enormous  legs.  Over  the 
years  the  edema  gradually  increased  until  it  was 
practically  impossible  for  her  to  walk.  At  first  she 
had  noted  that  the  edema  tended  to  decrease  with 
bed  rest,  but  lately  it  had  failed  to  do  this. 

Past  History. — In  her  forties  she  was  extremely 
obese,  weighing  as  much  as  350  pounds.  Dietary  re- 
striction in  her  early  fifties  gradually  reduced  the 
weight  to  approximately  250  pounds.  She  was  told 
five  years  ago  that  she  had  high  blood  pressure. 
However,  there  were  no  hypertensive  symptoms  such 
as  headaches  or  dizzy  spells.  Signs  and  symptoms 
of  coronary  artery  disease  or  cardiac  failure  were 
also  notably  absent.  Other  than  mild  hay  fever  for 
the  past  six  years,  she  had  had  no  illnesses. 

She  had  had  two  children,  and  no  difficulties  had 
been  encountered  during  labor.  The  menopause 
came  at  age  52  and  was  without  complications. 

Physical  Examination. — Height  was  5 feet  7 
inches;  weight  287  pounds;  blood  pressure  230  /120; 
pulse  68;  respirations  18;  temperature  98.8  F.  A 
slight  stare  was  present,  but  there  were  no  other 
suggestive  eye  findings,  nor  was  the  thyroid  pal- 
pable. There  was  no  enlargement  of  the  salivary 
nor  of  the  cervical  lymph  glands.  The  veins  were 
not  distended.  The  heart  was  regular  in  rhythm, 
and  no  murmurs  were  present.  The  aortic  second 
sound  was  accentuated.  The  abdomen  was  soft 
and  presented  no  organ  edges  or  masses.  Both 
logs  were  enormously  swollen,  especially  at  the 
ankles  (Fig.  1).  Here  the  circumference  was  30 
inches.  The  feet  were  only  slightly  swollen.  No 
skin  lesions  were  present  diccept  that  the  follicles  and 


other  skin  markings  were  greatly  exaggerated.  Pit- 
ting could  be  elicited  with  difficulty,  but  there  was 
not  a typical  brawny  sensation  to  the  touch.  The 
feet  were  warm,  of  good  color,  and  the  pulses  were 
easily  felt.  There  were  no  varicosities. 

Laboratory  Findings. — Blood  count  showed  hemo- 
globin 13.5  Gm.;  white  blood  cells,  7,500;  polymor- 
phonuclear cells  63;  lymphocytes  25;  monocytes  12. 
Urine  examination  showed  a specific  gravity,  1.018, 
negative  for  albumin  and  glucose,  occasional  white 
blood  cell  and  hyaline  casts  per  low  power  field. 
Blood  chemistry  tests  showed  blood  proteins  8 Gm., 
albumin  5.3,  globulin  2.7,  albumin-globulin  ratio  1.9, 
urea  nitrogen  22,  creatinine  1.7,  cholesterol  192, 
blood  sugar,  118.  The  Wassermann  test  was  nega- 
tive. 


Fig.  1.  Appearance  before  therapy  was  insti- 
tuted. Note  that  the  edema  is  restricted  largely 
to  the  ankles.  Elephantic  skin  markings  are 
present.  The  patient’s  weight  was  287  pounds. 
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The  electrocardiogram  was  normal  except  for  left 
axis  deviation.  A chest  x-ray  showed  increase  in 
the  transverse  diameter  of  the  heart  with  preponder- 
ance of  the  left  ventricular  border,  elongation,  and 
tortuosity  of  the  aorta. 

Course  in  the  Hospital. — Complete  bed  rest,  with 
fluid  restricted  to  1,200  cc.  daily,  and  salt  restriction. 
The  legs  were  elevated  18  inches  above  heart  level. 
On  this  simple  regimen  she  had  a tremendous  diure- 
sis. At  the  end  of  six  days  she  had  lost  41  pounds  in 
weight  with  an  average  loss  of  3,250  cc,  of  fluid  daily. 
The  legs  were  greatly  reduced  in  size  but  were  still 
edematous  in  the  dependent  portions.  During  the 
next  six  days  she  lost  an  additional  6 pounds  but  it 
was  now  evident  that  the  diuresis  had  ceased.  At 
this  point  latex  rubber  bandages,  l/n  inch  thick,  3 
inches  wide,  and  9 feet  long,  were  applied  to  the  legs. 
The  tension  was  adjusted  so  that  most  of  the  con- 
striction was  at  the  ankles.  Another  diuresis  began 
immediately,  and  in  three  days  she  lost  an  additional 
4 pounds.  She  was  now  discharged  with  instruc- 
tions to  elevate  her  legs  at  night  and  to  wear  the  latex 
bandages  during  the  day.  At  home  she  continued 
to  lose  weight,  so  that  at  the  end  of  one  month  the 
weight  was  229  pounds,  a total  loss  of  58  pounds. 
The  circumference  of  the  ankle  was  now  15  inches 
(Fig.  2).  Naturally  she  was  overjoyed  at  her  prog- 
ress, this  being  the  first  time  in  ten  years  that  she 
could  walk  without  difficulty.  Another  remarkable 
feature  was  the  disappearance  of  the  characteristic 
resemblance  of  elephantiasis  in  the  skin.  Although 
the  skin  was  loose,  it  was  not  as  redundant  as  might 
be  expected. 

Comment— To  what  cause  may  the  edema  be  at- 
tributed in  this  case?  A cardiac  origin  is  unlikely 
because  of  the  absence  of  venous  distension  and 
other  signs  of  right  heart  failure,  plus  the  normal 
electrocardiogram.  The  heart  was  found  enlarged 
at  x-ray  examination,  but  this  was  expected  in  view 
of  the  coexistent  hypertension.  The  normal  urine 
and  blood  chemistry  obviate  a renal  origin.  Venous 
stasis  and  lymphatic  block  cannot  be  considered,  for 
at  a cosmetic  operation  two  months  later  the  surgeon 
found  no  evidence  of  either  condition.  Moreover,  a 
biopsy  of  the  skin  taken  at  this  time  showed  normal 
cutaneous  and  subcutaneous  structure.  Nutritional 
edema  is  ruled  out  in  view  of  the  excellent  general 
nutrition,  hemoglobin,  and  blood  proteins.  There  is 
nothing  in  the  history,  course,  and  other  findings  to 
suggest  an  infectious  origin. 

One  simple  logical  cause  remains : lo\v  tissue  pres- 
sure. It  is  to  be  recalled  that  the  patient  was  a 
large  woman,  5 feet  7 inches  tall,  and  that  she  was 
once  very  obese.  A large  portion  of  the  adipose  tis- 
sue was  in  the  legs.  With  reduction  in  weight  the 
skin  of  the  legs,  especially  the  ankles,  was  left  very 
loose.  Here,  where  filtration  pressure  is  normally 
high,  edema  began  to  form.  Thus,  a vicious  cycle 
was  initiated  in  which  edema  formation  was  followed 
by  further  stretching  of  the  skin  and  subcutaneous 
tissues,  naturally  making  a larger  collection  of  fluid 
possible,  until  over  the  yeais  the  woman’s  legs 
reached  an  enormous  size.  An  additional  circum- 
stance to  support  this  theory  is  the  fact  that  when 
water  balance  became  stationaiy  on  bed  rest  and 
elevation  of  the  legs,  a further  diuresis  was  obtained 
by  application  of  the  latex  rubber  bandages.  This 


Fig.  2.  Appearance  after  the  application  of  latex 
rubber  bandages.  These  are  applied  over  a light 
cotton  stocking  to  prevent  chafing  of  the  skin. 
The  winding  is  begun  at  the  arch  of  the  foot,  most 
tension  being  applied  here  and  at  the  ankle  to 
render  proper  support  without  constricting  bands. 
The  patient  found  the  bandages  hot  but  not  uncom- 
fortable. 

obviously  had  the  effect  of  increasing  tissue  pressure. 
Indeed,  one  sees  edema  formation  developing  in 
the  legs  of  obese  women  without  an  inciting  cause 
other  than  a low  tissue  pressure.  The  use  of  latex 
bandages  in  such  patients  is  suggested. 
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BILATERAL  FEMORAL  ARTERIAL  ANEURYSMS 

Seymour  S.  Rogers,  M.D.,  and  Seymour  H.  Rtnzler,  M.D.,  New  York  City 
( From  the  Peripheral  Vascular  Surgery  Clinic  of  the  Beth  Israel  Hospital) 


TRILATERAL  femoral  arterial  aneurysms  are 
sufficiently  rare  to  warrant  this  report  of  another 
case.1-7 

Case  Report 

N.  K.,  an  83-year-old  white  man,  was  first  seen  in 
the  clinic  on  July  2,  1947.  Intermittent  claudication 
in  the  lower  extremities  after  walking  one  block  had 
been  present  for  two  years.  The  pain  in  the  left 
lower  extremity  extended  down  the  thigh  as  far  as 
the  ankle.  The  pain  in  the  right  lower  extremity 
was  limited  to  the  lateral  part  of  the  thigh.  Swell- 
ings in  both  femoral  regions  had  been  noted  for  five 
years  by  the  patient. 

Physical  examination  revealed  a fairly  well-de- 
veloped and  nourished  elderly  white  man.  The  pu- 
pils were  equal  and  regular  and  reacted  promptly  to 
light.  Cataracts  were  present  in  both  eyes.  The 
patient  was  edentulous.  There  were  no  dilated 
neck  veins.  The  spine  revealed  mild  kyphoscoliosis. 
The  lungs  were  clear.  The  heart  was  not  enlarged. 
There  were  no  murmurs.  The  second  sound  at  the 
aortic  area  was  louder  than  the  second  sound  at  the 
pulmonic  area.  The  blood  pressure  was  140/80. 
There  was  no  enlargement  of  the  liver  or  spleen. 
A right,  indirect,  incomplete,  reducible  inguinal 
hernia  was  present.  There  were  globular-shaped 
femoral  arterial  aneurysms  located  in  Scarpa’s  tri- 
angle on  each  side  (Figs.  1 and  2).  The  aneurysm  of 
the  left  side  was  2l/2  by  l3/4  inches;  the  right  an- 
eurysm measured  U/2  by  l3/4  inches.  Bruits  were 
heard  over  both  aneurysms;  the  left  bruit  being 
faint  and  the  right  loud.  There  were  no  dilated 
veins,  nor  was  there  any  enlargement  of  the  lower 
extremities.  Pulsations  in  the  popliteals,  posterior 
tibials,  and  the  dorsal  pedis  vessels  were  not  elicited. 
No  marked  trophic  changes  were  noted  in  the  skin 
of  the  feet. 

Oscillometric  readings  were  as  follows:  left  ankle, 
0.25  at  100  mm.  of  mercury;  right  ankle,  0;  left 
calf,  0.5  at  140  mm.  of  mercury;  right  calf,  0.25  at 
100  mm.  of  mercury.  The  electrocardiogram  which 
was  taken  on  July  7,  1947,  was  normal,  and  a roent- 
genogram of  the  chest  taken  on  the  same  day  showed 
considerable  emphysema  in  both  lungs.  There 


were  a few  infiltrations  of  the  left  lower  lobe.  The 
heart  was  normal  in  size  and  shape.  The  dorsal 
spine  showed  slight  scoliosis  with  a convexity  to  the 
left.  Roentgenograms  of  both  lower  extremities 
taken  on  July  16,  1947,  showed  bilateral  extensive 
calcifications  of  the  posterior  tibial,  popliteal,  and 
femoral  arteries  (Fig.  3). 

The  blood  Wassermann  was  negative.  The  blood 
cholesterol  was  183  mg.  per  cent.  Urinalysis  re- 
vealed a specific  gravity  of  1.020  with  no  sugar,  albu- 
min, or  microscopic  abnormalities. 

Comment 

The  above  case  is,  to  our  knowledge,  the 
ninth  such  recorded  in  the  world  literature  (Table  1). 
The  ages  ranged  from  twenty-four  to  eighty-three 
with  an  average  of  fifty-four  years.  There  was  no 
predominant  etiology.  In  two  cases  the  aneurysms 
were  due  to  arteriosclerosis,  in  three  to  syphilis,  in 
three  to  endarteritis,  and  in  one  to  a congenital  le- 
sion. Allen,  Barker,  and  Hines  state  that  arterio- 
sclerosis is  the  most  common  cause  of  aneurysms  of 
the  lower  extremities  and,  less  commonly,  mycotic 
arteritis,  necrotizing  arteritis,  and  trauma.8 

The  usual  sites  of  aneurysms  of  the  lower  extremi- 
ties are  the  popliteal  space  and  Scarpa’s  triangle.'1 
This  is  believed  to  be  due  to  less  muscle  protection 
in  these  regions  and  to  the  fact  that  the  frequent 
bending  to  which  these  sites  are  subjected  may  tend 
further  to  weaken  a diseased  intima  and  cause  medial 
degeneration  with  subsequent  aneurysmal  forma- 
tion. Matas  stated  that  aneurysms  of  the  superficial 
femoral  arteries  are  about  ten  times  more  frequent 
than  those  of  the  deep  femoral  arteries  and  about 
four  times  less  common  than  those  of  the  popliteal 
arteries.9  Of  eight  bilateral  femoral  aneurysms  in 
which  the  location  was  reported,  ten  were  in 
Scarpa’s  triangle,  and  six  were  in  the  adductor  canal. 

The  most  frequent  treatment  in  the  cases  reported 
was  ligation  of  the  arteries  proximal  to  the  aneurysm. 
In  the  most  recent  case,  however,  a bilateral,  obliter- 
ative endo-anpurysmorrhaphy  was  performed. 


TABLE  1. — Salient  Data  in  Nine  Cases  of  Bilateral  Femoral  Arterial  Aneurysms 


Author 

Godlee1 

Age 

34 

Etiology 

Arterial  disease  (?) 
manifest  in  superfi- 
cial vessels 

Location 

Lowqr  portion  of  ad- 
ductor canal 

Treatment 

Femoral  artery  li- 
gated in  Scarpa’s 
triangle  bilaterally 
(one  year  apart) 

Complications 

Dreesman5 

55 

Lues 

Upper  portion  of  ad- 
ductor canal 

Lousteau8 

64 

Arteriosclerosis 

Scarpa's  triangle 

Gangrene  of  foot 

Franke8 

68 

Endarteritis 

Scarpa’s  triangle 

Left — double  ligation. 
Right — extirpation 

Aspinall8 

24 

Chronic  streptococcal 
septicemia  produc- 
ing vascular  disease 

Scarpa’s  triangle 

Proximal  ligation  of 
both  femoral  arter- 
ies 

Diletti* 

63 

Lues 

Scarpa’s  triangle 

Surgical  and  anti- 
luetic 

Pascale  (quoted  by 
Diletti*) 

Lues 

Theron7 

38 

Congenital  localized 
deficiency  of  arter- 
ial walls 

Proximal  end  of  ad- 
ductor canal 

Bilateral  obliterative 
endo  - aneurysmor- 
rhaphy 

Hemorrhage  neces- 
sitating the  surgi- 
cal procedure 

Rogers  and  Rinzler 

83 

Arteriosclerosis 

Scarpa’s  triangle 
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Fig.  1.  Left  lower  extremity.  Arrow  indicates 
aneurysm  of  left  femoral  artery  in  region  of  Scarpa’s 
triangle. 

The  aneurysms  in  our  patient  were  of  approxi- 
mately five  years’  duration.  Symptoms  of  intermit- 
tent claudication  were  present  for  two  years.  The 
diagnosis  was  made  by  the  palpation  of  an  expansile 
pulsating  mass  bilaterally  (Figs.  1 and  2),  by  the  sys- 


Fig.  2.  Lower  extremities.  Arrows  indicate 
location  of  aneurysms  of  right  and  left  femoral 
arteries. 


Fig.  3.  X-ray  of  pelvic  area  to  show  calcifica- 
tion of  femoral  vessels  at  level  of  Scarpa’s  triangle. 

tolic  bruits,  and  by  the  presence  of  calcification  in  the 
aneurysmal  areas  (Fig.  3).  We  did  not  believe  that 
arteriography  was  essential  to  the  diagnosis.  Arterio- 
venous aneurysm  could  be  ruled  out  by  the  absence 
of  history  of  trauma,  by  the  bilateral  nature  of  the 
lesions,  by  the  lack  of  machinery-like  bruits  and 
thrills,  and  by  the  absence  of  dilated  veins  or  en- 
larged lower  extremities.  No  surgical  intervention 
was  attempted  because  of  the  patient’s  age,  absence 
of  gross  symptoms,  absence  of  progression  of  the 
lesions,  and  the  presence  of  a moderately  severe  de- 
gree of  calcification  of  the  entire  femoral  arteries. 
He  was  treated  conservatively  in  an  effort  to  main- 
tain the  collateral  circulation. 

In  view  of  the  frequency  of  arteriosclerotic  pe- 
ripheral vascular  disease,  it  is  surprising  that,  bilateral 
femoral  aneurysms  are  not  more  common. 
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WHO  NOSE  BEST? 

Returning  to  the  village  of  his  birth,  the  proud  new 
doctor  decided  to  call  on  the  old  family  physician. 

“I  suppose  that  you  intend  to  specialize,”  re- 
marked the  older  man. 

‘‘Oh,  yes,”  replied  the  youth,  “in  the  diseases  of 


the  nose;  for  the  ears  and  throat  are  too  complicated 
to  be  combined  with  the  nose  for  study  and  treat- 
ment.” 

Thereupon  the  family  physician  inquired:  “Which 
nostril  are  you  concentrating  on?” 


SOLITARY  DIVERTICULUM  OF  THE  CECUM 

I.  Charles  Zuckerman,  M.D.,  and  Leon  S.  Altman,  M.D.,  Brooklyn,  New  York 
{From  the  Department  of  Surgery , Beth-El  Hospital) 


CO  LIT  ARY  diverticulum  of  the  cecum  with  in- 
flammatory  changes  is  an  uncommon  lesion  inas- 
much as  a review  of  the  literature  reveals  a total  of 
only  48  previously  reported  cases.1 

Most  authors  are  agreed  that  patients  are  usually 
operated  on  with  a preoperative  diagnosis  of  appen- 
dicitis, as  was  true  in  our  case. 

The  majority  of  diverticuli  have  been  found  on  the 
lateral  wall  of  the  cecum.  The  lesion  is  most  com- 
monly thought  to  be  either  a solitary  ulcer  of  the 
cecum,  such  as  has  been  described  by  Cameron, 
Barrow,  and  Wilkie.2-4  These  authors  report  that 
most  simple  ulcers  usually  occur  on  the  medial  wall. 
The  other  lesion  most  frequently  thought  of,  either 
preoperatively  or  at  the  operating  table,  and  some- 
times almost  impossible  to  differentiate,  is  carcinoma 
of  the  cecum. 

Most  authors  are  agreed  that  if  the  diagnosis  can 
be  made,  minimal  surgery  should  be  done.  Schnug, 
in  a report  on  six  cases  of  diverticulitis  of  the  cecum, 
recommends  only  the  most  minimal  surgery.6 

All  types  of  operations  have  been  done,  including 
diverticulectomy,  inversion  of  the  diverticulum,  clo- 
sure of  the  perforation,  primary  resection  of  the 
cecum  and/or  ascending  colon,  anastomosis,  and 
drainage.  The  results  usually  have  been  good,  in- 
asmuch as  there  have  been  only  two  reported  deaths. 


Case  Report 

K.  F.,  a 43-year-old,  white  widow,  was  admitted 
to  the  surgical  service  on  January  30,  1947,  with  a 
history  of  cramping  midepigastric  pains  with  radia- 
tion to  the  right  lower  quadrant.  The  patient  felt 
nauseous  but  had  not  vomited.  The  duration  of  the 
pain  was  one  day.  There  was  no  associated  diar- 
rhea. The  patient  gave  a history  of  chronic  consti- 
pation and  had  had  no  bowel  movement  for  two  days 
preceding  her  entry  into  the  hospital.  The  pain  in 
the  right  lower  quadrant  on  admission  had  become 
exquisite. 

Physical  examination  revealed  an  acutely  ill,  well- 
nourished  white  woman  of  good  hemic  component. 
On  abdominal  examination,  there  was  marked 
tenderness  over  McBurney’s  point,  rebound  tender- 
ness, and  spasticity  of  the  right  lower  quadrant. 
There  was  no  abdominal  distention,  and  no  masses 
could  be  definitely  palpated.  Rectal  examination 
showed  no  masses,  but  there  was  definite  tenderness 
on  the  right  side.  Vaginal  examination  was  nega- 
tive. The  temperature  was  100  F.,  and  the  pulse 
rate  90  per  minute.  The  urine  was  normal,  hemo- 
globin 88  per  cent,  white  blood  cells  21,200;  differen- 
tial, 78  per  cent  polymorphonuclears,  17  per  cent 
lymphocytes,  3 per  cent  mononuclears,  1 per  cent 
basophils,  and  1 per  cent  eosinophils.  The  preopera- 
tive diagnosis  was  acute  appendicitis.  On  the  day 
of  admission,  an  operation  was  performed.  The 
abdomen  was  opened  through  a McBurney  incision, 
and  the  appendix  was  found  to  be  slightly  injected. 


On  the  anterolateral  wall  of  the  cecum  there  was  a 
firm,  grayish,  ovoid  plaque  3 cm.  by  2 cm.,  slightly 
raised  above  the  surrounding  cecal  wall.  On  palpa- 
tion through  the  thickness  of  the  wall,  the  plaque 
gave  one  the  impression  of  having  a rolled  mucosal 
margin  with  a central  crater.  There  did  not  appear 
to  be  any  lymphadenopathy  present.  A diagnosis  of 
early  ulcerocarcinoma  of  the  cecum  was  made,  and, 
inasmuch  as  the  patient  was  not  prepared  for  a co- 
lonic resection,  it  was  deemed  advisable  to  exterior- 
ize the  terminal  ileum,  cecum,  and  ascending  colon 
after  mobilization  in  a Mikulicz-like  procedure.  On 
February  2,  1947,  a biopsy  of  the  plaque  was  taken 
up  to,  but  not  through,  the  mucosa. 

The  pathologist’s  report  of  the  specimen  was 
granulation  tissue  with  no  evidence  of  malignancy. 
On  February  4,  a cecostomy  was  done  for  decompres- 
sion. On  February  5,  the  exteriorized  loop  was  re- 
sected with  the  cautery,  leaving  a double-barrelled 
ileocolostomy.  The  spur  was  crushed,  and  on 
March  21  an  extraperitoneal  closure  of  the  stoma 
was  done.  The  patient  was  discharged  on  April  2 
in  good  condition. 

Pathological  Examination.— The  specimen  con- 
sisted of  a segment  of  terminal  ileum,  cecum,  and 
proximal  portion  of  ascending  colon  measuring  17 
cm.  in  length.  On  the  lateral  wall  of  the  cecum,  an 
indurated,  grayish  plaque,  4 cm.  in  diameter,  was 
palpated.  On  section,  the  mucosa  of  the  ileum  and 
cecum  was  edematous  but  otherwise  intact,  except 
for  a point  2 cm.  from  the  appendicular  opening. 
At  this  point  a solitary  diverticulum  was  found  meas- 
uring 2.5  cm.  in  depth,  the  neck  of  which  was  0.7 
cm.  across.  The  peridiverticular  serosa,  as  well  as 
the  serosa  of  the  adjacent  appendix,  was  covered  by 
a firmly  adherent,  yellow-white  exudate.  A cecos- 
tomy opening  was  identified  at  the  apex  of  the  ce- 
cum. The  appendix  proper  showed  no  gross  abnor- 
malities of  its  wall. 

Microscopic  Description. — There  was  an  abrupt 
loss  of  muscularis  in  the  region  of  the  neck  of  the  di- 
verticulum. The  remainder  of  the  diverticular  wall 
was  composed  of  mucosa  and  muscularis  mucosae. 
The  subserosal  tissues  were  thickened  markedly  by 
an  extensive  inflammatory  exudate  composed  of  a 
large  number  of  mononuclear  leukocytes,  lympho- 
cytes, and  a moderate  number  of  neutrophils. 
Granulation  tissue  was  evident  at  the  periphery  of 
the  inflamed  subserosa,  and  large  plaques  of  par- 
tially organized  fibrin  were  seen  covering  the  granu- 
lation tissue.  At  two  points  in  the  wall  of  the  di- 
verticulum there  were  small  ulcerations  of  the  mu- 
cosa with  abundant  underlying  acute  inflammatory 
exudate. 

Diagnosis. — Solitary  diverticulitis  of  cecum  with 
extensive  organizing  pericecal  inflammation. 
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FEVER  OF  UNDETERMINED  ETIOLOGY  ASSOCIATED  WITH  BRONCHOPNEU- 
MONIA, CONJUNCTIVITIS,  STOMATITIS,  AND  ADENOPATHY  (STEVENS- 
JOHNSON  SYNDROME) 

John  K.  Meneely,  M.D.,  Albany,  New  York 

{From  the  Medical  Service  of  the  Albany  Hospital) 


D ECENT  reports  have  devoted  increasing  atten- 
^ tion  to  a clinical  complex  of  undetermined  cause 
characterized  by  involvement  of  the  eye,  buccal 
cavity,  respiratory  tract,  skin,  and  genitalia.  The 
literature  is  well  surveyed  in  two  reports,  and  a con- 
siderable number  of  new  cases  are  added.12  It  is 
noted  in  these  studies,  that  the  syndrome  may  in- 
volve any  or  all  of  the  systems  mentioned  above,  that 
the  determining  features  of  this  selection  are  not 
known,  and  that  careful  pathologic,  serologic,  and 
bacteriologic  studies  have  failed  to  elucidate  the 
cause. 

Soli  divides  the  clinical  picture  into  three  groups.1 
The  first,  primarily  affecting  the  skin  with  slight  in- 
volvement of  the  mucous  membrane,  is  the  original 
erythema  multiforme  exudativium  of  Hebra.  The 
second,  characterized  by  severe,  destructive  pano- 
phthalmitis associated  with  extensive  oral  mucous 
membrane  lesions,  and  erythematous,  maculopapu- 
lar  rash,  was  described  by  Stevens  and  Johnson.3 
Into  the  third  group  falls  most  of  the  new  cases  re- 
ported by  Soil.  Most  of  these  cases  occurred  in 
young  men,  who,  following  prodromal  symptoms  of 
the  upper  respiratory  tract,  developed  stomatitis 
with  vesicles  and  pseudomembranes,  fever,  occa- 
sionally bronchopneumonia,  and  balanitis.  Mild 
conjunctivitis  was  common,  but  skin  lesions  and 
adenopathy  were  seen  less  frequently.  No  urethral 
involvement  or  vaginitis  was  reported  in  the  women. 
This  acute,  febrile  condition  was  felt  to  be  self- 
limited. Thorough  bacteriologic,  viral,  and  sero- 
logic studies  revealed  no  single  causative  agent,  al- 
though contaminants  were  noted  frequently. 

The  plethora  of  terms  (Stevens-Johnson  syn- 
drome, erythema  multiforme  exudativum,  ectoder- 
mosis  erosiva  pluriorificialis,  eruptive  fever  with 
stomatitis  and  ophthalmia)  serves  mainly  to  indi- 
cate the  capricious  involvement  of  any  of  a number 
of  systems  and  gives  no  insight  into  the  etiology  or 
basic  nature  of  the  disease.  It  is  suggested,  how- 
ever, that  the  term  “Stevens-Johnson  syndrome”  be 
utilized  until  the  causative  agent  can  be  determined; 
since  per  se  it  indicates  no  specific  organ  complex, 
and  yet  serves  as  an  identifying  term  in  the  welter 
of  “fevers  of  undetermined  origin.” 


Case  Report 

A 13-year-old  white  girl  was  admitted  to  the  Al- 
bany Hospital  on  October  16,  1947,  with  the  history 
of  onset  of  a mild  upper  respiratory  infection  one 
week  previously.  This  had  persisted,  and  three 
days  prior  to  entry,  a moderately  productive  cough 
appeared;  mucoid  material,  but  no  blood-streaked 
sputum,  was  noted.  At  this  time,  full  doses  of  sulfa- 
diazine were  begun.  The  following  day,  her  tem- 
perature whibh  had  only  been  slightly  elevated,  rose 
to  106  F.  orally;  this  persisted  to  the  time  of  ad- 
mission. One  day  before  entry,  she  developed  a 


rapidly  spreading  stomatitis,  associated  with  a rather 
severe  sore  throat.  At  this  time,  she  was  given  one 
injection  of  300,000  units  of  penicillin  in  oil. 

She  had  no  nausea,  vomiting,  chills,  myalgia,  ret- 
robulbar pain,  skin  rash,  or  insect  bites;  no  other 
members  of  her  family  presented  similar  symptoms; 
she  had  had  no  contact  with  rabbits  or  diseased  birds. 
Her  past  history,  family  history,  and  social  history 
were  of  no  significance  in  the  present  illness. 

Physical  examination  on  entry  revealed  an  acutely 
ill  girl  with  a temperature  of  105  F.,  pulse  145,  res- 
piration, 32,  and  blood  pressure  120/75.  There 
were  enlarged,  discrete,  moderately  firm,  bilateral 
anterior  cervical  lymph  nodes.  No  abnormalities 
were  noted  in  the  bones,  joints,  or  muscles.  There 
was  no  evidence  of  rash  or  other  abnormality  of  the 
skin.  There  was  periorbital  edema  and  injection 
with  blephoritis,  and  severe  conjunctivitis  with  a 
profuse  mucopurulent  exudate.  Ears  were  negative. 
The  nares  were  injected,  and  the  posterior  naso- 
pharynx showed  a grayish  pseudomembrane.  The 
mouth  was  the  site  of  a diffuse  process  which  ex- 
tended from  the  vermilion  border  of  the  lips  to  the 
pharynx;  it  was  characterized  by  vesicle  formation 
which  coalesced  to  form  a dirty,  grayish,  non- 
bleeding, pseudomembrane  over  the  entire  buccal 
cavity.  The  chest  revealed  bilateral,  posterior,  me- 
dium inspiratory,  moist  rales  with  some  wheezes  and 
rhonchi  on  expiration.  The  heart  was  within  nor- 
mal limits  except  for  a sinus  tachycardia ; no  unusual 
findings  were  noted  in  the  breasts,  abdomen,  or  ex- 
tremities. Neurologic  examination  was  negative. 
The  pelvic  examination  was  obscured  by  a profuse 
menstrual  flow. 

The  laboratory  findings  on  admission  were  as  fol- 
lows: red  blood  cells,  3,870,000;  hemoglobin,  82  per 
cent;  white  blood  cells,  14,900.  The  differential 
count  revealed  79  per  cent  polymorphonuclears,  12 
per  cent  lymphocytes,  1 per  cent  eosinophils,  and  8 
per  cent  monocytes.  Corrected  sedimentation  rate 
was  44  mm.  per  hour;  nonprotein  nitrogen  was  22  mg. 
per  cent.  Urine  was  negative  throughout  the  hospi- 
tal course.  Blood  cultures,  aerobic  and  anaerobic, 
were  negative;  agglutination  tests  for  Brucella 
abortus,  B.  tularense,  B.  typhosus  were  negative; 
the  heterophil  antibody  titer  was  of  no  positive  sig- 
nificance. Cultures  and  smears  of  the  mouth  and 
pharynx  were  negative  for  Corynebacterium  diph- 
theria. Sputum  cultures  revealed  a few  monilia, 
some  contaminating  organisms  and  on  one  occasion  a 
pneumococcus  type  3,  but  repeated  cultures  were 
without  significance.  On  one  occasion,  unidentified 
grain-positive,  spore-bearing  bacilli  were  not  ed.  No 
tubercle  bacilli  were  seen.  Cultures  of  the  conjunc- 
tival exudate  revealed  coagulase-positive  Staphylo- 
coccus aureus.  Chest  roentgenograms  revealed  bi- 
lateral bronchopneumonia. 

On  entry,  in  view  of  her  critical  condition,  the  pa- 
tient was  placed  on  69,009  units  of  penicillin  intra- 
muscularly every  four  hours  and  2 Cm.  of  strepto- 
mycin were  given,  followed  by  1 Cm.  every  six 
hours.  Supportive  therapy  in  the  form  of  intraven- 
ous fluids,  penicillin  eye  washes,  and  sedatives  was 
provided.  The  temperature  and  pulse  fell  slowly 
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over  the  first  five  days,  and  specific  therapy  was  dis- 
continued on  the  sixth  hospital  day.  She  remained 
in  bed  for  eight  days  but  improved  rapidly  after 
that  and  was  allowed  about  the  wards.  The  eye  le- 
sions disappeared  with  no  residua;  all  but  minimal 
lung  signs  disappeared,  and  the  oral  lesions  improved 
markedly.  At  the  time  of  her  discharge  on  her 
eleventh  hospital  day  her  white  blood  count  was 
normal,  and  only  minimal  pigmentation  of  the  lips 
and  buccal  mucous  membrane  remained. 

Comment 

Another  case  belonging  to  the  complex  group  of 
Stevens-Johnson  syndrome  is  reported.  It  would 
fall  into  the  third  group  of  Soli,  being  of  intermediate 
severity  with  no  skin  involvement  and  no  ocular 
sequelae.  While  it  cannot  be  said  that  the  clinical 
improvement  was  due  to  the  penicillin  and  strepto- 
mycin, the  incidence  of  severe  ocular  sequelae  in  the 
era  prior  to  specific  chemotherapeutic  agents  makes 
it  almost  mandatory  to  offer  such  therapy  to  these 


patients  until  a specific  causative  agent  can  be  iso- 
lated. 

Summary 

1'.  A febrile  clinical  complex  of  considerable  se- 
verity associated  with  lesions  of  the  respiratory  tract, 
the  eye,  the  lymph  nodes,  and  the  oral  mucous  mem- 
brane has  been  reported;  no  causative  organism  was 
isolated. 

2.  It  is  felt  that  this  represented  a variant  of  the 
Stevens-Johnson  syndrome. 
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IRREDUCIBLE  HERNIAS  IN  INFANCY 

D.  H.  Manfredi,  M.D.,  New  York  City 

{From  the  Children’s  Surgical  Service,  Bellevue  Hospital ) 


TRREDUCIBLE  hernias  in  infancy  present  one  of 
the  serious  problems  for  which  emergency  sur- 
gical interference  is  indicated.  Cases  in  which  loops 
of  bowel  are  entrapped  intensify  the  urgency  of  the 
situation,  as  infants  with  gangrenous  bowel  tolerate 
bowel  resection  very  poorly.  The  contents  of  her- 
nial sacs  may  be  quite  varied.  Among  the  various 
viscera  involved,  there  may  be  included  liver,  spleen, 
bladder,  intestines,  ovary,  and  fallopian  tube.  The 
follow  ing  two  cases  represent  irreducible  hernias  re- 
cently admitted  to  the  children’s  surgical  service  of 
Bellevue  Hospital. 


Case  Reports 

Case  1. — A baby  boy  was  born  on  October  3, 
1947,  at  1:30  a.m.  with  a congenital  irreducible  um- 
bilical hernia.  The  pregnancy  had  been  uneventful 
and  the  delivery  normal.  At  birth  an  intern  had 
noted  the  hernia  and  had  tied  the  cord  long  to  avoid 
including  “bowel”  in  the  tie.  The  hernia  measured 
about  2 cm.  in  wridt,h  and  4 cm.  in  length.  The 
child  was  apparently  well  except  for  the  above  and  a 
moderate  hypospadias.  Eighteen  hours  after  birth, 
under  general  anesthesia  (cyclopropane)  the  hernial 
sac  was  opened.  Its  contents  were  noted  to  be  the 
entire  left  lobe  of  the  liver  and  loops  of  small  bowel 
at  the  base.  The  liver  was  adherent  by  its  lateral 
edge  to  the  distal  end  of  the  hernial  sac.  The  ad- 
hesion binding  it  was  severed  by  sharp  dissection, 
and  the  ensuing  bleeding  from  the  liver  edge  was 
controlled  with  gel-fyam.  The  livej-,  together  wit  h 
the  intestines,  was  replaced  in  the  abdominal  cavity, 
and  after  adequate  anesthetic  relaxation,  the  ab- 
dominal wall  was  sutured  in  layers  with  black  silk. 
The  postoperative  course  was  smooth,  and  the  child 
left  the  hospital  thirteen  days  postoperatively  taking 
his  formula  well  and  having  gained  in  weight.  He 
was  discharged  on  October  16,  1947,  and  on  his  re- 
turn to  our  follow-up  clinic,  he  appeared  in  excellent 
health  with  his  wound  well  healed. 


Case  2. — A baby  girl  was  three  weeks  of  age  when 
her  mother  noticed  a swelling  in  her  right  groin. 
The  child  had  been  vomiting  and  appeared  fretful  for 
the  thirty-six  hours  prior  to  admission  to  the  hos- 
pital. Her  history  included  the  passage  of  normal 
stools  per  rectum  twenty-four  hours  before  hos- 
pitalization. Attempts  at  reducing  the  hernia  in 
the  outpatient  department  had  been  only  partly 
successful,  since  a portion  of  the  mass  remained 
present.  Physical  examination  on  admission  re- 
vealed a three-week-old  infant  crying  continuously 
and  apparently  in  pain.  The  abdomen  was  mod- 
erately distended,  and  a right  inguinal  hernia  was 
present.  The  hernia  mass  was  about  2 cm.  in 
diameter,  somewhat  indurated,  and  nonreducible  by 
gentle  taxis.  Crying  would  tense  the  consistency  of 
it.  She  was  mildly  dehydrated. 

After  adequate  preoperat  ive  parenteral  fluids  were 
administered,  a right  inguinal  herniorrhophv  was 
performed  under  general  anesthesia.  Through  a 
3-cm.  inguinal  incision,  the  inguinal  canal  wras 
entered.  The  hernia  sac  w'as  opened,  and  its  con- 
tents revealed  the  right  ovary  with  the  fimbriated 
end  of  the  right  tube.  The  tube  and  ovary  were 
replaced  in  the  peritoneal  cavity  and  the  sac  ligated. 
The  wound  was  closed  in  layers  with  black  silk.  The 
postoperative  course  was  smooth.  The  wound 
healed  well,  and  the  child  left  the  hospital  gaining 
weight.  Return  to  follow-up  clinic  revealed  a well- 
healed  right  inguinal  wound  and  a normal,  healthy 
child. 

Summary 

Two  cases  are  presented  which  fall  into  the  cate- 
gory of  acute  surgical  emergencies  in  children. 
Irreducible  hernias  which  progress  to  gangrene  of 
abdominal  viscera,  especially  intestine,  present  a 
dangerous  threat  to  life,  as  infants  withstand  in- 
testinal resection  very  badly. 
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Stengel,  Ernest,  1028 
Sternberg,  Louis,  639 
Swartz,  Harry,  88 
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Abdomen 

tumor  of,  609 

stricture  simulating  acute,  637 
Adenopathy,  and  fever,  1399 
Air  travel _f or  cardiac  patients,  1267 
.Allergy  * 

eczema  in  children,  296 
psychosomatic,  639 
see  also:  Neuro-allergy 

Amelioration  of  Peptic  Ulcer  Symptoms  Following  Splanch- 
nicectomy  (Siris),  640 

American  Trudeau  Society,  Statement  of  Present  Policy 
of  on  BCG  Vaccination,  1290 

Anal  Fistula  a Necessary  Sequel  to  Perianal  Abscess?,  is 
(Granet),  63 

Anaphylactic  Shock  Due  to  Nicotinic  Acid  (Fineberg),  635 
Anastomoses 

ureterocutaneous,  879 
m ureterointestinal,  882 
Anemia 

Severe,  in  Case  of  Diaphragmatic  Hernia  (Cohen,  Dorfman, 
and  Epstein),  90 
sickle  cell,  907,  1041 
Anesthesia 

in  vaginal  delivery,  1269 
nerve  block  therapy,  622 
see  also:  Labor 

Aneurysms,  bilateral  femoral  arterial,  1396 
Ankle,  Tear  of  Lateral  Ligament  of  (Goldstein),  199 
Anorectal  conditions,  sulfasuxidine  in,  1274 
Anteroseptal  Infarction  (Donovan),  187 
Arthritis,  rheumatoid  • 1 m 
physical  therapy  for,  1028 
prothrombin  time  in,  291 

Association  of  Psychosomatic  Disorders  and  Their  Relation 
to  Personality  Types  in  the  Same  Individuals  (Moschco- 
witz  and  Roudin),  1375 
Atherosclerosis,  1153 

Axillary  Vein,  Primary  Thrombosis  of,  1287 

BCG  Vaccination,  Present  Policy  of  American  Trudeau 
Society  on,  1290 
BAL 

therapeutic  uses  of,  643 
untoward  effects  of,  280 

Bacillus  Proteus  Meningitis  (Lepow,  Friedenthal,  and  Jaffe), 
424 

Basal  Cell  Carcinoma  of  Anus  (Gross),  1162 

Beck,  Doctors,  of  Schenectady  and  Albany  (Kellert),  1015 

Benadryl 

untoward  effects  of,  280 

Untoward  Side-Effects  Following  Administration  (Swartz), 
88 

Beriberi:  see  Thiamin  Deficiency 

Bilateral  Femoral  Arterial  Aneurysms  (Rogers  and  Rinzler), 
1396 

Bilirubin:  see  Jaundice 

Bladder 

carcinoma  of,  875,  877,  879,  882 
neurogenic,  869 
primary  closure  of,  793 
tumors  of,  876,  884 

Bladder  Tumors,  Treatment  of  (Symposium),  875 

Blastomycosis,  North  American,  1281 

Bowel 

cancer  of  lower,  607 
see  also:  Sigmoid  Colon 


Bronchopneumonia,  and  fever,  1399 
Bronx  Hospital  and  maternal  mortality,  1279 

Cancer:  see  Carcinoma;  Tumor 

Carcinoma 
clinics  for,  511 
of  anus,  1162 
of  bladder,  875 
of  colon,  85 
of  esophagus,  911 
of  larynx,  178 
of  lower  bowel,  607 
of  lung,  1359 

of  Ovary,  Arising  in  an  Endometrial  Cyst  (Moss  and 
Runals),  401 
of  stomach,  1167 

Cardiac  Patients,  Should  Be  Permitted  to  Travel  by  Air? 
(Schmidt),  1267 

Cerebrospinal  fluid,  routine  examination  of,  418 
Cecum,  solitary  diverticulum  of,  1398  • 

Chest  Injuries  (Woodruff),  1142 
Childbearing 

anesthesia  in  vaginal  delivery,  1269 

Subsequent,  of  Primigravida  Presenting  a Breech  at 
Term  (Randall  and  Baetz),  49 
see  also:  Labor;  Laparotrachelotomy ; Maternal  Mortality; 
Mid  wives;  Primigravida 
Children 

allergic  eczema  in,  296 
and  mastoiditis,  in  Buffalo,  183 
developmental  arrest  in,  208 
"hard  of  hearing,  83,  169 
hernia  in,  1400 
neuro-allergy  in,  393 
neurology  and,  416 
salmonellosis  in,  412 
see  also:  Pediatrics 

Choline  chloride,  in  treatment  of  diabetes  mellitus,  523 
Clinical  Experience  with  Nitrogen  Mustard  (Faloon  and 
Gorham),  612 

Clinical  Studies  in  Jaundice  (Goldbloom,  Lieberson,  and 
Rosen),  1254 

Coccidioidomycosis  in  Veterans  of  World  War  II  (Bass  and 
Schomer),  1391 

Communicable  diseases,  advances  in  control  of,  1135 
Comparative  Studies  with  Some  Newer  Tests  for  Hepatic 
Dysfunction,  (Linder,  Bruger,  and  Greene),  1371 
Compensation  Laws:  see  Insurance 

Congenital  Thiamin  Deficiency  (Goldstein),  1047 
Congenital  Ureterovesical  Junction  Stricture  Simulating 
Acute  Abdomen  (Schatken),  637, 

Conjunctivitis,  and  fever,  1399 

Conservation  of  Hearing  Program  in  New  York  State 
(Hoople),  169 
Coronary  Artery  Disease 

and  complete  heart  block,  205 
in  Older  Patients  (Greco),  1153 
Cutaneous  Blastomycosis,  North  American  Type  (Ladany), 
1281 

Cystectomy,  Total  (Whitmore  and  Beall),  884 
Cysts,  of  ovary,  527 

Deafness 

conservation  program,  169 
in  children,  83 

gee  also:  Hard  of  Hearing;  Otosclerosis 
Demerol,  untoward  effects  of,  280 
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Developmental  Arrest  by  Infantile  Toxoplasmosis  (Kugel- 
mass),  208 

Diabetes  Mellitus,  Role  of  Choline  Chloride  in  Treatment  of 
Certain  Cases  of,  (Pelner,  Davidson,  Waldman,  and  Mar- 
golis),  523 

Diabetic  Emergencies,  Treatment  of  (Cornell),  1172 
Diagnosis  and  Treatment  of  Minimal  Tuberculosis  (McKay), 
899 

Diagnosis  of  Primary  Carcinoma  of  the  Lung  (Woodman), 
1359 

Diagnosis  of  Sickle  Cell  Anemia  (Doyle  and  Battaglia),  907 
Diagnostic  Difficulties  in  Intrathoracic  Neoplasms  (Pool), 
895 

Diagnostic  Sign  for  Anterior  Tibial  Vein  Thrombosis  (Rosen- 
thal), 1148 

Diaphragmatic  (Esophageal  Hiatus)  Hernia  (Stalker  and 
Moskowitz),  641 

Differential  Diagnosis  of  Abdominal  Tumors  by  the  Roentgen 
Method  (Brown),  609 

Differential  Diagnosis  of  Congenital  Heart  Disease  (Maliner), 
407 

Doctors  Beck  of  Schenectady  and  Albany  (Kellert),  1015 
Drugs,  Untoward  Effects  of  the  Newer  (Talbott),  280 

ECG  Exploration  of  Chest,  Improved  Device  for  Extensive 
(Miller),  300 

Eclampsia,  Conservative  Treatment  of,  with  Emphasis 
on  the  Stroganoff  Method  (Wilson),  79 
Eczema,  allergic,  in  children,  296 
Edema 

Intractable  (Leiter),  624 
leg,  use  of  rubber  bandages  for,  1394 
Elective  Tracheotomy  Following  Thyroidectomy  (Ficarra), 
919 

Electrical  Alternans  (Kalter  and  Schwartz),  1164 
Electrocardiogram  in  Infectious  Mononucleosis  (Jaffe, 
Field,  and  Master),  1382 
Electrocardiography 

anteroseptal  infarction,  187 
ECG  exploration  of  chest,  300 
electrical  alternans,  1164 
in  infectious  mononucleosis,  1382 
see  also:  Heart 

Endemic  Features  of  Rickettsialpox  (Greenberg),  502 
Endometrial  Cyst,  Carcinoma  of  Ovary  Arising  from,  401 
Esophagus,  Carcinoma  of,  without  Dysphagia  (Bellevue), 

911 

Extensor  Carpi  Ulnaris:  see  Thumb 

Eye:  see  Glaucoma;  Ophthalmic 

Femur,  Effect  of  Drilling  Neck  of,  in  Legg-Perthes’  Disease 
Zadek  and  Berkett),  273 

Fever  of  Undetermined  Etiology  Associated  with  Broncho- 
pneumonia, Conjunctivitis,  Stomatitis,  and  Adenopathy 
(Meneely),  1399 

Foreign  Body  Fatality  (Wolcott),  309 

Fractures,  Criteria  of  Healing  in,  Following  Internal  Fixation 
(Bick),  277 

Friedlander’s  Bacillus  Meningitis,  Treated  in  Part  with 
Streptomycin,  with  Recovery  (Fisher),  202 
Fungus:  see  Coccidioidomycosis 

Gangrene,  peripheral,  1157 

Gastric  hemorrhage,  management  of,  603 

Gilchrist’s  disease:  see  Blastomycosis 

Glaucoma  Operations,  Failures  in,  Histologic  Study  (Payne), 
166 

Gonorrhea,  Penicillin  in  (Jacoby,  Ollswang,  Freund,  and 
Rosenthal),  517 

Hard  of  Hearing  Children,  Rehabilitation  of  (Righter  and 
Winkler),  83 

Headaches,  use  of  sodium  nicotinate  in,  78 
Health  Departments,  County  (Godfrey),  491 
Heart 

complete  block,  205 
congenital  disease  of,  407 

see  also:  Cardiac;  Coronary;  Electrocardiography 

Heart  Block,  Complete,  Alternating  with  Partial  Heart 
Block  and  Normal  Sinus  Rhythm  in  Coronary  Artery 
Disease  (Rawls  and  Ancona),  205 
Hemorrhage 

Fatal,  Associated  with  Third  Stage  of  Labor  (Glass  and 
Rosenthal),  159 
see  also:  Gastric;  Puerperal 

Hepatic  dysfunction,  new  tests  for,  1371 

Hepatic  Specimens  Obtained  by  Needle  Puncture  (Sanes, 
Chappie,  Onorato,  and  Marchant),  398 
Hepatitis,  infectious 

and  liver  function  tests,  75 
newer  tests  for,  1371 
sedirhentation  rate  in,  1254 
Hernia 

anemia  in  case  of,  90 
esophageal  hiatus,  641 
irreducible  in  infancy,  1400 
hiatus,  303 


Hiatus  Hernia  Confused  with  Coronary  Thrombosis  (Linn), 
303 

History  of  Surgery  in  Rochester  (Leonardo),  1020 
Hospitals 

tuberculosis,  507 
see  also:  Clinic 

Hydatidiform  Mole  in  Primigravida  (Smith),  633 
Hypertension  and  Obesity  (Green),  1250 
Hyperthyroidism,  Treatment  of  with  Propyl  Thiouracil 
(Rinkoff  and  Spring),  1025 
Hysterectomy:  see  Vaginal 

Iliac  Bone  Graft  to  Fill  Osteomyelitic  Defect  in  Long  Bones 
(Hudson),  1286 

Ion  Transfer:  see  Physical  Therapy 

Influenza 

vaccination,  295 

see  also:  Communicable  Disease 

Insurance,  and  occupational  disease,  801 
Intestinal  Obstruction  Complicating  Pregnancy  (Siegel 
and  Pleshette),  1264 

Intracutaneous  Influenza  Vaccination  (Vollmer),  295 
Intrathoracic  neoplasms,  diagnostic  difficulties  in,  895 
Intrinsic  Cancer  of  the  Larynx,  Treatment  of  (Kernan), 
178 

Infantile  Toxoplasmosis,  208 
Infants 

irreducible  hernia  in,  1400 
see  also:  Children;  Pediatrics 

Irreducible  Hernia  in  Infancy  (Manfredi),  1400 

Jaundice 

and  Liver  Function  Tests  (St.  John),  75 
clinical  studies  in,  1254 

Knee,  Fixed  Extension  of.  Due  to  Capsular  Contraction 
(Wagner),  194 

Labor,  maternal 

fatal  hemorrhage  in,  159 
primary  face  presentation,  525 
oxytocic  use  of  methergine  in,  293 
third  stage  of,  159,  293 
see  also:  Anesthesia;  Maternity 

Laparotrachelotomy,  Modification  of  Incision  for  (Wallace 
and  Merk),  72. 

Larynx 

intrinsic  cancer  of,  178 
tuberculosis  of,  622 

Leg  Edema,  Unusual  Case  of  (DiPalma),  1394 
Legg-Perthes  disease,  273 

Leukemia,  and  tumors  in  members  of  families,  1283 
Lipoid  Nephrosis  with  Necropsy  Findings  (Linn),  1044 
Liver 

dysfunction,  523 
function  tests,  75 
specimens  of,  398 

Management  of  Gastric  Hemorrhage  (Andresen),  603 
Mastoiditis,  Surgical,  Occurring  in  Children  at  the  Buffalo 
Children’s  Hospital  During  1945  and  1946  (Bozer),  183 
i/'Matemal  Mortality 

at  the  Bronx  Hospital  (Kushner),  1279 
eclampsia,  79 
in  Brooklyn,  159 
puerperal  hemorrhage,  55 
use  of  recovery  room  in  lowering,  1368 
Maternity:  see  Childbearing;  Labor;  Maternal  Mortality; 

Pregnancy 

Meningitis 

Bacillus  proteus,  424 
treated  with  streptomycin,  202 
virus,  631 

see  also:  Communicable  disease 

W Mental  Hospitals  System,  New  York  State,  Some  Aspects  of 
Problem  of  (N.Y.  Academy  of  Medicine,  Corwin  and 
Pierce),  529 

Methergine,  oxytocic  use  in  labor,  293 

Microbiologic  Aspects  of  Salmonellosis  in  Children  (Neter), 
412 

''Midwives,  Practice  of,  in  New  York  City  (Wallace,  Mcndelson, 
Baumgartner,  and  Rothmayer),  67 
Mononucleosis,  infectious,  631,  1382 

Mycotic  Infection  in  Gangrene  of  the  Lower  Extremities 
(Samuels),  1157 
Myocardial  infarction,  1277 

Neoplasms 

intrathoracic,  895 

see  also:  Cancer;  Tumor 

Nephrosis,  Lipoid,  with  Necropsy  Findings  (Linn),  1044 
Nerve  Block  Therapy  for  Pain  of  Laryngeal  Tuberoulosis 
(Papper  and  Rovenst.ine),  622 
Neurologic  Procedures  in  Pediatric  Practice  (Crothers),  416 
Neuro-Allergy  in  Childhood  (Clarke),  393 
Neurogenic  Bladder,  Somo  Observations  on  (Whitmore  and 
Isales),  869 
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Niacin  Amide,  Prophylactic  Use  of.  Prevents  Anorexia 
Following  Administration  of  Sulfonamides  (Goldstein),  82 
Nicotinic  Acid,  anaphylactic  shock  due  to,  635 
Nitrofurans  (Daily),  1386 
Nitrogen  Mustard 

clinical  experience  with,  612 
untoward  effects  of,  280 


Obesity  and  Hypertension  (Green),  1250 
Occupational  Disease — the  Insurance  Viewpoint  (Sayer),  801 
Occupational  Therapy,  Prescription  of  (Licht),  1032 
Occurrence  of  Tumors  and  Leukemia  in  Members  of  Families 
of  Patients  Suffering  from  Leukemia  (Gross  and  Matte), 
1283 

Operative  Treatment  of  Massive  Rectal  Prolapse  (Breiden- 
bach  and  Lord),  1275 

Ophthalmic  Plastic  Surgery,  Choice  of  Procedure  in  (Sher- 
man), 861 
Orthopedics 

bone  grafting,  1286 
bone,  healing,  277 
in  poliomyelitis,  267 
Osteomyelitis  and  bone  grafting,  1286 
Otitis  media:  see  Mastoiditis 

Otosclerosis.  Its  Pathology  and  Treatment  (Altmann  and 
Woodman),  173 
Ovary 

carcinoma  of,  401 

cyst  of,  pseudomucinous,  527 

Oxytocic  Use  of  Methergine  in  Third  State  of  Labor  (Tritsch, 
Schneider,  and  Longworth),  293 


Pancreas,  Isolated  Nonpenetrating  Injuries  of  (Hart  and 
Lisa),  903 

Pediatric  Approach  to  the  Management  of  Allergic  Eczema 
in  Children  (Ratner),  296 
Pediatrics,  neurologic  procedures  in,  416 
Penicillin 

Administration  via  the  Vagina  (Walter,  Goldberger,  and 
Lapid),  1159 

in  congenital  syphilis,  1245 
in  gonorrhea,  517 
suppressive  effect  of,  1170 
untoward  effects  of,  280 

Vehicle,  Preliminary  Report  of  a Simplified  (Goodfriend, 
Fischer,  and  Caruso),  192 

Pentothal  Sodium  for  Sedation  (Emma  and  Hershey),  1285 
Peptic  ulcer,  amelioration  of,  640 
Perianal  abscess,  63 

Periarteritis  Nodosa-Like  Lesions  in  Tuberculous  Meningitis 
(Bohrod),  275 

Personality  Types  and  Relation  to  Psychosomatic  Disorders, 
1375 

Physical  Therapy 

Optimal,  for  Rheumatoid  Arthritis  (Stengel),  1028 
in  poliomyelitis,  267 

Physical  Treatment  of  the  Frozen  Shoulder  (Behrend), 
1035 

Plastic  Surgery,  Original  Work  in  New  York  State  (Hague), 
617 

Pneumonitis,  Chronic  Benign  (Schneider),  520 
Pneumonia 

in  Small  General  Hospital  (Burgeson),  1271 
see  also:  Bronchopneumonia;  Pneumonitis 

Poliomyelitis,  Treatment  of,  in  Acute  and  Convalescent 
Stages  (Gurewitsch,  Hallock,  and  Dugan),  267 
Primary  Face  Presentation  (Brody),  525 

Primary  Resection  for  Cancer  of  the  Lower  Bowel  (Bacon  and 
Rowe),  607 
Primigravida 

hydatidiform  mole  in,  633 
presenting  breech  at  term,  49 
see  also:  Childbearing;  Labor 

Precordial  leads:  see  Electrocardiography 

Pregnancy 

complicated  by  intestinal  obstruction,  1264 
see  also:  Childbearing;  Labor;  Maternal  Mortality 

Procedure  in  Ophthalmic  Plastic  Surgery,  Choice  of  (Sher- 
man), 861 
Propyl  Thiouracil 

in  treatment  of  hyperthyroidism,  1025 
Use  of,  Following  Recovery  from  Thiouracil  Agranulocy- 
tosis (Spring),  1289 
Prostatectomy 

One-State  Suprapubic,  with  Primary  Closure  of  Bladde 
(Eikner),  793 

Suprapubic  and  Transurethral  (Mangiardi  and  Harris), 
1261 

Prothrombin  Time  in  Rheumatoid  Arthritis  (Granirer),  291 
Pseudomucinous  Cyst  of  the  Ovary  with  Ascites  and  Hydro- 
thorax (Rosenfeld),  527 

Psychiatric  Aspects  of  Everday  Practice  of  Medicine  (Seiden- 
berg),  1256 
Psychiatric  Care 

in  occupational  therapy,  1032 
see  also:  Mental  Hospitals 


Psychosomatic  disorders  and  relation  to  personality  types, 
1375 

Psychosomatic  Rhinorrhea  and  Psychosomatic  Dyspnea 
(Sternberg),  639 

Puerperal  Hemorrhage  (Quigley),  55 
Radiation  Dosage  (Murphy),  1007 

Radiation  Therapy  of  Bladder  Cancer,  Results  of  (Marshall), 

875 

, Recent  Advances  in  Communicable  Disease  Control  (In- 
graham), 1135 

Recovery  Room,  use  of  in  lowering  maternal  mortality,  1368 
Rectal  prolapse,  operative  treatment  of  massive,  1275 
Rehabilitation,  aural,  83,  169 

Rh  Substances,  Water-Soluble,  Occurrence  of  in  Body 
Secretions  (Mohn  and  Witebsky),  287 
Rickettsialpox,  endemic  features  of,  502 

Ringworm  of  the  Scalp  in  New  York  (Montgomery,  Heinlein, 
and  Karpiuk),  629 

Rochester,  History  of  Surgery  in  (Leonardo),  1020 
Roentgen  method,  in  diagnosis  of  abdominal  tumors,  609 
Routine  Examination  of  Cerebrospinal  Fluid  (Harris  and 
Lange),  418 

Rubber  bandages,  for  leg  edema,  1394 

Salmonellosis  in  children,  microbiologic  aspects  of,  412 

Schistosomiasis  (Hayward),  796 

Sedation,  pentothal  sodium  for,  1285 

Segmental  Resection  of  Bladder  for  Cancer  (Drew),  877 

Shock 

due  to  nicotinic  acid,  635 

in  Acute  Myocardial  Infarction  (Greisman  and  Rosen- 
field),  1277 

Shoulder,  Frozen,  Physical  Treatment  of,  1035 
Sickle  Cell  Anemia  with  Typhoid  Fever  and  Multiple  Com- 
plications (Finebergand  Eisenbud),  1041 
Sigmoid  colon,  volvulus  of,  1364 
Smallpox:  see  Communicable  Disease;  Vaccination 

Sodium  Nicotinate,  Use  of,  in  Treatment  of  Headache 
(Friedman  and  Brenner),  78 

Solitary  Diverticulum  of  the  Cecum  (Zuckerman  and  Alt- 
man), 1398 

Stevens- Johnson  Syndrome,  1399 
Stomatitis,  and  fever,  1399 
Streptomycin 

in  clinical  tuberculosis,  889 
to  treat  meningitis,  202 
untoward  effects  of,  280 
Stroganoff  Method,  79 

Synchronous  Colon  Carcinomas  of  Multicentric  Origin 
(Sheinfeld),  85 

Syphilis,  Early  Congenital,  Penicillin  Treatment  of  (Moon- 
Adams  and  Marker),  1245 

Sulfasuxidine  in  Postoperative  Care  of  Anorectal  Conditions 
(Skir),  1274 
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John  C.  M.  Brust,  M.D.,  of  Syracuse,  died  on 
May  1 4 at  the  age  of  forty-two.  Dr.  Brust  was  gradu- 
ated from  Syracuse  University,  College  of  Medicine, 
in  1929.  A diplomats  of  the  American  Board  of 
Surgery,  he  served  as  associate  proctologist  on  the 
staffs  of  Syracuse  University  and  Syracuse  Me- 
morial Hospitals  and  as  proctologist  at  the  Syracuse 
Free  Dispensary.  Dr.  Brust  was  a member  of  the 
American  Proctologic  Society,  the  Syracuse  Acad- 
emy of  Medicine,  and  the  Alumni  Association  of 
Methodist  Hospital,  as  well  as  the  American  Medical 
Association  and  the  New  York  State  and  Onondaga 
County  Medical  Societies. 

Reid  Gilmore,  M.D.,  died  on  April  28  at  his  home 
in  Schenectady.  He  was  seventy-two:  Dr.  Gilmore 
was  graduated  from  Albany  Medical  College  in  1900 
and  interned  at  Ellis  Hospital,  Schenectady.  Re- 
tired from  practice  in  1946,  Dr.  Gilmore  was  a mem- 
ber of  the  American  Medical  Association  and  the 
New  York  State  and  Schenectady  County  Medical 
Societies. 

Lester  B.  Lougee,  M.D.,  of  Marilla,  died  re- 
cently. His  age  was  seventy-five.  Dr.  Lougee  was 
graduated  from  Physio-Medical  College  in  Indiana  in 
1886.  He  was  a member  of  the  American  Medical 
Association,  the  American  School  Health  Associa- 
tion, and  the  Erie  County  and  New  York  State 
Medical  Societies. 

Robert  E.  A.  Milne,  M.D  , of  Le  Roy,  died  on 
May  4 at  the  age  of  forty-eight.  A native  of 
Canada,  Dr.  Milne  was  graduated  from  Toronto 
University  Medical  School  in  1935.  He  served  as  a 
physician  with  the  rank  of  major  in  the  41st  Service 
Group  of  the  United  States  Army  Air  Corps  in  the 
Mediterranean  Theater  during  World  War  II.  Dr. 
Milne  was  a physician  on  the  staff  of  Genesee  Me- 
morial Hospital,  Batavia,  and  was  a member  of  the 
American  Medical  Association  and  the  New  York 
State  and  Genesee’County  Medical  Societies. 

Philip  E.  Rossiter,  M.D.,  died  on  April  30  in 
Avon.  He  was  seventy-one  years  old.  Dr.  Rossiter 
was  a graduate  of  Long  Island  College  Hospital  in 
1902.  He  enlisted  in  the  Army  in  1916  and  was 
stationed  in  Hawaii  at  the  outbreak  of  the  war. 
After  the  war  he  served  in  the  United  States  Veterans 
Bureau,  retiring  with  the  rank  of  major.  Dr. 
Rossiter  entered  private  practice  at  Chemung  hi 
1927  and  at  one  time  had  been  a member  of  the 
staff  of  Sea  View  Hospital,  Staten  Island,  and  of 
Tioga  County  General  Hospital,  Waverly.  He  was 
a member  of  the  American  Medical  Association  and 
the  New  York  State  and  Livingston  County  Medical 
Societies. 


Fenton  Taylor,  M.D.,  sixty,  died  at  his  New  York 
City  home  on  May  26.  Dr.  Taylor  was  graduated 
from  the  College  of  Physicians  and  Surgeons,  Colum- 
bia University,  in  1913.  He  joined  the  British  Army 
in  1916  and  won  the  British  Military  Cross  for  gal- 
lantry in  action  with  the  1st  Leicestershire  Brigade 
in  France.  He  later  served  with  the  American  Red 
Cross  and  the  American  Expeditionary  Force  in 
France,  attaining  the  rank  of  major  in  the  Army 
Medical  Corps.  An  alumnus  of  Sloane  and  Presby- 
terian Hospitals,  Dr.  Taylor  had  served  as  head  of 
the  Cornell  Surgical  Division  of  Bellevue  Hospital. 
Recently,  he  had  been  a consulting  surgeon  to  the 
Southampton  Hospital,  Southampton,  and  the 
New  York  Hospital,  New  York  City.  Dr.  Taylor 
was  a member  of  the  American  Medical  Association 
and  the  New  York  State  and  County  Medical 
Societies. 

John  George  Vaughan,  M.D.,  White  Plains,  died 
May  18  at  the  age  of  sixty-nine.  He  was  graduated 
from  Northwestern  University  Medical  School 
in  1907  and  also  studied  at  the  London  School  of 
Tropical  Medicine.  In  1909  he  was  named  a medical 
missionary  for  the  Methodist  Church  and  served 
for  nine  years  in  Nanchang,  Kiangsi  Province,  be- 
coming superintendent  of  Nanchang  Hospital  and 
medical  adviser  to  the  city  of  Nanchang.  From  1924 
to  1929  he  was  again  in  China  as  superintendent 
of  the  Wuhu  General  Hospital  on  the  Yangtze 
River.  Dr.  Vaughan  was  director  of  the  Asso- 
ciated Mission  Medical  Office  in  New  York  City. 
He  was  a fellow  of  the  American  Medical  Associa- 
tion and  a member  of  the  China  Medical  Associa- 
tion, the  American  Society  of  Tropical  Medicine, 
the  New  York  Society  of  Tropical  Medicine,  and  the 
New  York  State  and  Westchester  County  Medical 
Societies. 

Frank  Vero,  M.D.,  New  York  City,  died  on  May 
18.  He  was  fifty  years  old.  Born  in  Czechoslo- 
vakia, he  was  graduated  from  Bratislava  in  1922  and 
took  a postgraduate  course  in  dermatology  at  the 
University  of  Vienna.  He  came  to  the  United 
States  and  interned  at  the  United  States  Public 
Health  Service  Marine  Hospital,  No.  70,  in  1923. 
Dr.  Vero  was  on  the  attending  staffs  of  Polyclinic 
and  Presbyterian  Hospitals  and  of  the  Vanderbilt 
Clinic  of  Columbia-Presbyterian  Medical  Center. 
He  was  a diplomate  of  the  American  Board  of 
Dermatology  and  Syphilology  and  a member  of  the 
American  Medical  Association,  the  American 
Academy  of  Dermatology  and  Syphilology,  the 
Society  for  Investigative  Dermatology,  and  the 
New  York  State  and  County  Medical  Societies. 


APPROVES  ALLOWANCES  FOR  DISABLED 
The  House  Veterans  Committee  unanimously  ap- 
proved a bill  to  give  $61,800,000  in  special  allow- 
ances to  dependents  of  130,700  veterans  with  dis- 
abilities of  60  per  cent  or  more.  The  bill,  if  finally 
approved,  would  for  the  first  time  establish  benefits 
for  dependents  of  disabled  men.  It  would  give  these 


VETERAN’S  DEPENDENTS 
allowances  to  dependents  of  totally  disabled  veter- 
ans of  World  Wars  I and  II:  wife,  $30  a month; 
first  child,  $20;  next  two  children,  $15  each;  de- 
pendent mother  or  father,  $25  each.  The  allowances 
would  be  reduced  for  lesser  disabilities. — 

April  17,  19^8 
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AT  ITS  meeting  on  April  8,  1948,  the  Council 
considered  the  following  matters,  taking  action 
as  indicated: 

Secretary’s  Report 

Remission  of  State  Assessrnents. — Remission  of 
State  assessments  was  voted  on  account  of  service 
with  the  armed  forces  for  seven  members  for  1948, 
163  for  1947,  and  one  for  1946;  also  on  account  of 
illness  for  the  following  members  according  to 
county:  Monroe:  Ira  M.  Olsan,  1948,  Harold  L.  St. 
John,  1948,  John  M.  Swan,  1947.  Queens:  Paul 
Rosenthal,  1947. 

Meetings. — During  the  past  month  your  Secretary 
has  taken  pleasure  in  attending  meetings  of  Council 
Committees  and  Subcommittees,  and  in  handling 
correspondence.  On  March  19,  at  Dr.  Bauer’s  re- 
quest, I represented  the  Society  at  the  dinner  of  the 
National  Council  on  Rehabilitation. 

Arrangements  have  been  completed  by  Mr. 
Frederick  W.  Miebach,  Director,  Information  Serv- 
ice, Public  Relations  Bureau,  for  a dinner  to  be 
tendered  in  the  name  of  our  Society  to  the  Council  of 
the  World  Medical  Association  at  the  Hotel  Bilt- 
more  on  Wednesday,  April  28.  Invitations  have 
been  sent  to  the  Trustees,  the  Councillors,  officers, 
and  those  who  attend  Council  meetings  as  invited 
guests,  to  subscribe  for  and  attend  this  dinner. 

Preparations  for  the  Annual  Convention  have 
been  progressing  smoothly.  Arrangements  for 
registration,  teaching  day,  section  meetings,  the 
Annual  Meeting  and  dinner,  exhibits-both  scientific 
and  technical — and  for  the  meeting  of  the  Woman’s 
Auxiliary,  are  all  under  way.  It  is  anticipated  that 
the  meeting  will  be  well  attended. 

As  this  Annual  Meeting  is  scheduled  May  17  to  21, 
the  question  arises  whether  or  not  you  desire  to 
meet  the  second  Thursday  in  May,  which  would  be 
May  13,  only  three  days  before  the  House  convenes. 
It  is  presumed  that  the  Council  will  organize  im- 
mediately after  the  House  of  Delegates  adjourns, 
probably  on  May  19,  and  that  you  will  again  meet  on 
Thursday,  June  10,  at  the  State  Society’s  office,  at 
9 : 00  a.m. 

It  was  voted  not  to  meet  the  second  Thursday  in 
May  in  this  office,  as  the  Council  will  organize 
immediately  after  the  House  of  Delegates  adjourns 
May  19. 

As  a supplementary  report  the  Secretary  stated  he 
went  to  Philadelphia  the  previous  Sunday  morning 
to  a meeting  of  the  Executive  Committee  of  the 
Middle  Atlantic  States  Council  on  Medical  Service 
of  the  American  Medical  Association  to  represent 
Dr.  Aranow. 

Vote  of  Appreciation  to  Dr.  Bauer.— Dr.  Beekman 
moved  that  inasmuch  as  this  was  the  last  meeting 
at  which  Dr.  Bauer  will  act  as  chairman  that  the 
Council  pass  a motion  regretting  that  he  is  not  to 
continue  as  chairman  at  further  meetings  and  of 
appreciation  for  what  has  been  done  for  us  during 
the  last  year. 

The  Secretary  put  the  motion,  which  was  carried 
by  all  the  members  arising  and  applauding. 

Dr.  Bauer  replied  as  follows: 

“Gentlemen,  Dr.  Beekman  kind  of  caught  me 
unaware.  I had  intended  as  the  last  thing  this 
morning  to  express  my  appreciation  to  the  Council 
for  their  unfailing  cooperation  during  the  past  year. 


I don’t  think  that  any  president  could  carry  on  the 
job  satisfactorily  if  he  did  not  have  that  whole- 
hearted cooperation;  and  I want  to  say  that  I have 
always  had  it,  not  only  from  the  Council  but  from 
the  members  who  have  served  on  committees,  etc., 
and  from  the  local  headquarters  staff.  Dr.  Anderton 
and  Mr.  Anderson  and  others  here  in  the  headquar- 
ters office  have  taken  a tremendous  load  off  my 
shoulders,  and  I want  to  say  that  it  has  been  a very 
high  privilege  to  preside  over  you  during  the  past 
year.  I have  enjoyed  it,  although  I must  confess 
that  I am  not  shedding  any  tears  that  it  is  about 
over,  because  it  has  been  rather  a long  year.  As 
you  know,  I had  four  months  more  than  I should 
have  had  because  of  the  untimely  death  of  Dr.  Hale. 

“All  I can  say  is  that  I appreciate  very  much 
having  been  associated  with  you.  You  will  prob- 
ably have  to  tolerate  me  around  for  another  year  as 
a member  of  the  Council,  but  I can  sit  down  there 
with  you  then.  Again,  I want  to  thank  you  for 
your  very  patient  consideration.” 

Communications. — Letter,  from  Dr.  J.  David 
Hammond,  secretary  of  the  Medical  Society  of  the 
County  of  Cayuga,  March  25,  1948,  regarding  the 
desirability  of  taking  free  chest  x-rays  for  anybody 
at  Auburn  City  Hospital. 

After  discussion,  it  was  voted  that  the  Secretary 
reply,  stating  that  the  State  Society  is  of  the 
opinion  that  this  is  a local  matter  which  the 
County  Society  ought  to  determine,  and  that  he 
invite  their  attention  to  the  fact  that  the  proposi- 
tion probably  is  intended  to  pertain  to  tubercu- 
losis only,  which  is  in  line  with  the  State  drive 
toward  its  eradication. 

Letter,  March  25,  1948,  with  resolution  from  Dr. 
B.  Wallace  Hamilton,  secretary,  Medical  Society  of 
the  County  of  New  York,  supporting  the  Associa- 
tion of  the  Bar  of  the  City  of  New  York  in  its  efforts 
to  have  Congress  enact  the  Silverson  Plan  of  old 
age  security  or  some  modification  thereof,  was  read 
for  information. 

A letter  of  April  2,  1948,  from  Dr.  DeWitt  Stetten, 
secretary  of  the  United  Medical  Service,  Inc.,  was 
read  by  Dr.  Anderton.  This  letter  expressed  dis- 
approval of  the  action  of  the  A.M. A.  in  discarding 
the  Blue  Cross  coverage  in  favor  of  commercial 
insurance. 

After  discussion,  it  was  voted  to  refer  this  letter  to 
our  A.M. A.  delegates  without  instructions. 

Letter,  March  19,  1948,  from  Mr.  Royal  W.  Ryan 
executive  vice-president,  New  York  Convention  and 
Visitors  Bureau,  Inc.,  inviting  the  American  Medi- 
cal Association  to  hold  their  interim  meeting  in  New 
York  City  in  1949,  was  considered.  As  a result,  Dr. 
B.  Wallace  Hamilton,  secretary  of  the  Medical 
Society  of  the  County  of  New  York,  on  March  15, 
1948,  sent  the  following  letter: 

Dear  Doctor  Anderton: 

The  Comitia  Minora  of  the  Medical  Society  of  the 
County  of  New  York  beg  to  extend  a warm  and  cordial 
invitation  to  the  Amorican  Medical  Association  to  hold  the 
Interim  Session  of  the  American  Medical  Association  in 
New  York  City  in  December,  1949. 

Our  organization  will  bo  honored  and  deeply  grateful  to 
bo  hosts  to  the  American  Mvdical  Association  and  would 
much  appreciate  the  courtesy  of  your  extending  this  official 
invitation. 

On  behalf  of  the  Comitia  Minora,  I beg  to  remain,  etc. 

It  was  voted  that  the  Council  invite  the  American 
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Medical  Association  to  hold  its  interim  session  in 
1949  in  New  York  City. 

A letter  under  date  of  April  2,  1948,  from  Dr. 
J.  L.  Dolhinow,  president,  House  Staff  Council, 
A.I.M.S.,  Psychiatric  Division,  Bellevue  Hospital, 
New  York  City,  re  National  Physicians  Committee 
was  read  and  voted  to  be  placed  on  file. 

A letter  under  date  of  April  2,  1948,  from  Dr. 
Goodlatte  B.  Gilmore,  secretary,  Bronx  County 
Medical  Society,  was  read  by  the  Secretary: 

We  have  a list  of  approximately  a dozen  men,  who, 
according  to  our  records,  entered  military  service  in  1942 
and  1943.  Although  it  could  be  reasonably  assumed  that 
these  physicians  have  been  discharged,  they  have  never 
communicated  with  our  offices,  and  letters  forwarded  to 
them  at  their  most  recent  mailing  addresses  have  been  re- 
turned. 

In  accordance  with  the  regulations  of  the  State  Society 
we  have  had  their  dues  remitted  through  the  year  1947. 
However,  before  requesting  remission  of  their  1948  dues,  we 
would  like  to  know  if  the  State  Medical  Society  has  placed 
any  limitation  on  the  period  for  the  remission  of  dues  when 
there  is  no  information  available  on  the  doctor. 

Will  you  kindly  let  me  know  at  your  very  earliest  conveni- 
ence whether  we  should  request  the  remission  of  their  1948 
assessments,  or  whether  we  should  resign  them  from 
membership  as  of  December  31,  1947. 

Letter  under  date  of  March  26,  1948,  from  Dr 
Ivan  N.  Peterson,  secretary,  Medical  Society  of  the 
County  of  Tioga,  was  read  by  Dr.  Anderton: 

Before  this  county  society  requests  remission  of  assess- 
ments for  this  physician  I would  like  your  opinion  in  the 
matter. 

Dr.  Knight  has  disposed  of  his  real  estate  in  this  county 
and  removed  permanently  from  here,  from  what  informa- 
tion I can  gather.  He  has  told  some  friends  he  expects  to 
stay  permanently  in  the  Army. 

Under  these  circumstances  and  with  no  resignation  from 
the  society  by  the  physician,  can  we  drop  him  from  mem- 
bership or  should  we  continue  to  carry  him  as  a member  in 
the  service? 

After  discussion,  it  was  voted  that  the  county 
societies,  in  both  cases,  be  advised  that  they  may 
drop  these  men  without  prejudice  to  their  right  to 
be  reinstated. 

Letters  from  Mr.  Abraham  Orlofsky,  dated  March 
9,  1948,  and  April  5,  1948,  to  President  Bauer  advo- 
cating the  establishment  of  a permanent  regulatory 
hospital  commission  in  New  York. 

It  was  voted  to  refer  these  letters  to  the  Committee 
on  Economics. 

Letter  from  Dr.  Bauer,  dated  April  1,  1948,  to 
Dr.  Jacob  L.  Lochner,  Jr.,  secretary,  New  York 
State  Board  of  Medical  Examiners,  as  follows : 

Dear  Doctor  Lochner: 

The  officers  and  other  members  of  the  Council  of  the 
Medical  Society  of  the  State  of  New  York  are  anxious  to 
know  the  present  situation  in  regard  to  issuing  licenses  to 
practice  medicine  to  graduates  of  the  Middlesex  (Massa- 
chusetts) Medical  School.  Are  there,  or  are  there  contem- 
plated, any  new  developments  about  licensing  such  men, 
or  is  the  situation  closed? 

Dr.  Lochner  replied  to  Dr.  Bauer  under  date  of 
April  2,  1948: 

Dear  Dr.  Bauer: 

This  will  acknowledge  receipt  of  your  letter  of  April  1, 
in  which  you  inquire  about  the  present  situation  in  regard 
to  medical  licensure  for  graduates  of  Middlesex  Medical 
School. 

Please  be  advised  that  there  are  at  present  approximately 
thirty-five  graduates  of  Middlesex  Medical  School  plan- 
ning to  petition  the  Board  of  Regents  for  permission  to  take 
the  New  York  State  Medical  licensing  examination.  One 
of  these  cases  is  on  the  calendar  for  the  meeting  of  the 
Regents  Committee  on  Licenses  which  will  be  held  in  New 
York  City  on  April  8.  The  Special  Committee  set  up  by 
the  Department  to  pass  on  applications  from  graduates  of 
unapproved  medical  schools  has  rejected  the  applications 
of  tiiis  entire  group,  I have  advised  the  Department  and 
the  Regents  Committee  on  Licensure  previously  that  it  is 


my  opinion  that  these  boys  have  only  had  three  years  of 
medical  study  since  the  School  was  closed  before  they  re- 
ceived their  diplomas. 

If  there  is  any  further  information  you  desire,  please  let 
me  know. 

After  discussion,  it  was  voted  that  the  Council 
protest  to  the  Board  of  Regents  and  to  the  Com- 
missioner of  Education  about  licensing  men  with 
unfinished  training,  and  admitting  to  practice 
foreign  graduates  without  taking  the  State  exam- 
inations. 

Treasurer’ s Report  was  accepted. 

Report  of  Executive  Officer 

Dr.  Hannon,  chairman,  reported: 

“The  Legislature  adjourned  Saturday,  March  13. 
The  Governor  has  until  midnight  of  April  12  to  com- 
plete the  thirty-day  bills.  This  session  of  the  Legisla- 
ture was  one  of  the  shortest  on  record.  It  had  the 
greatest  number  of  bills,  however,  that  had  ever 
been  introduced.  There  were  over  5,500.  There 
were  over  1, 100  bills  passed  by  both  houses  that  went 
to  the  Governor.  The  Governor  had  considered  all 
but  200  of  those  bills  up  to  yesterday  when  I left 
Albany. 

“The  four  bills  that  pertain  to  the  State  univer- 
sity and  the  control  of  future  colleges,  etc.,  have 
been  signed  by  the  Governor.  The  bill  that  was 
introduced  during  the  last  session  of  the  Legislature 
in  regard  to  discrimination  in  education  has  also 
been  signed  by  the  Governor.  There  are  only  two 
bills  in  the  hands  of  the  Governor  at  the  present 
time  that  have  not  been  acted  on,  which  we  have 
followed.  One  pertains  to  the  medical  commission, 
to  the  boxing  commission  or  athletic  commission 
which  we  favored;  the  other  is  a bill  pertaining  to 
tuberculosis,  upon  which  we  had  not  taken  action. 
The  bill  that  permitted  the  telephoning  of  prescrip- 
tions, which  I was  instructed  through  the  action  of 
the  Council  last  month  to  put  in  an  objection  upon, 
has  been  vetoed  by  the  Governor.” 

Activities  of  Committees 

Constitution  and  Bylaws. — Dr.  Reuling,  chairman, 
reported  that  Amendments  to  the  Constitution  and 
Bylaws  of  the  Medical  Society  of  the  County  of 
Orange,  under  date  of  March  29,  were  forwarded  to 
the  Secretary  who  has  referred  them  to  the  Com- 
mittee and  the  Counsel  of  the  Society.  He  stated 
there  was  nothing  in  them  to  conflict  with  the 
Constitution  and  Bylaws  of  the  State  Society  and 
that  the  Committee  recommended  approval. 

The  Council  voted  approval. 

Malpractice  Insurance  and  Defense  Board. — Dr. 
Anderton  reported  that:  “Before  the  last  meeting 
there  was  distributed  to  members  of  the  Council  a 
report  of  the  Subcommittee  on  Malpractice  Insur- 
ance and  Defense  Board  regarding  the  study  that 
has  been  made  about  the  advisability  or  the  inadvisa- 
bility of  having  an  insurance  company  under  the 
auspices  of  the  Medical  Society  of  the  State  of  New 
York  to  carry  our  malpractice  defense  and  insur- 
ance.” 

After  discussion,  it  was  voted  that  this  report  be 
referred  to  the  House  of  Delegates  with  the  state- 
ment that  this  study  appears  to  have  been  made 
by  two  insurance  representatives,  one  from  the 
Society  and  one  from  outside,  and  that  on  the 
basis  of  the  report  it  would  seem  inadvisable  for 
the  Society  to  undertake  the  formation  of  its  own 
insurance  company  at  the  present  time;  that, 
however,  this  is  only  one  opinion,  and  before  any 
intelligent  decision  can  be  reached  the  matter 
[Continued  on  page  1412] 
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should  be  further  studied  and  opinions  from  other 
groups  obtained. 

Dr.  Albert  F.  R.  Andresen  requested  that  a copy 
of  this  action  and  of  the  report  be  sent  promptly  to 
the  Reference  Committee  of  the  House  of  Delegates. 

Dr.  Anderton  read  the  following  letter  from  Dr. 
Thomas  M.  D’Angelo,  chairman  of  the  Malpractice 
Insurance  and  Defense  Board,  under  date  of  March 
31,  1948: 

Dear  Doctor  Anderton: 

The  House  of  Delegates  which  met  in  New  York  City  in 
1946  ordered  an  annual  audit  of  the  Group  Plan  of  Malprac- 
tice Insurance  and  Defense  by  certified  public  accountants 
and  that  the  audit  be  sent  to  the  component  county  socie- 
ties not  less  than  thirty  days  prior  to  the  meeting  of  the 
House  of  Delegates. 

At  Buffalo  in  1947  the  House  of  Delegates  approved. the 
report  of  the  Reference  Committee  on  Report  of  Malprac- 
tice Insurance  and  Defense  Board  which,  in  part,  reads  as 
follows: 

"Resolved,  that  upon  direction  of  this  House  or  the 

Council  our  audit  be  made  by  an  insurance  actuary  or 

actuaries.” 

No  provision  was  made  in  this  resolution  for  the  date  or 
disposition  of  the  audit  (see  page  2216,  New  York  State 
Journal  of  Medicine,  October  15,  1947). 

The  records  of  the  Group  Plan  for  the  period  ending 
December  31,  1947,  have  now  been  completed  and  are 
ready  for  audit.  Will  you  please  advise  whether  it  is 
desired  to  have  the  audit  made  by  the  accountants  of  the 
Society  or  by  an  insurance  actuary,  in  either  case,  whether 
it  is  desired  that  this  Board  arrange  for  the  audit?  If  the 
arrangements  are  made  by  your  office,  it  is  requested  that 
the  accountants  or  actuaries  be  instructed  to  carry  out  the 
audit  under  the  direction  of  this  Board  so  as  to  carry  out  the 
intent  of  the  Society  and  avoid  a situation  such  as  occurred 
last  year.  In  this  connection,  it  is  pointed  out  that  a com- 
plete check  of  the  closed  vouchers  up  to  the  end  of  1946 
was  made  last  year,  and  it  should  not  be  necessary  to  incur 
the  expense  of  repeating  that  part  of  the  audit. 

After  discussion,  it  was  voted  that  this  be  referred 
to  the  Board  of  Trustees  with  a statement  that 
due  to  an  oversight  no  arrangements  have  been 
made  for  the  audit  of  the  Malpractice  Insurance 
and  Defense  accounts  for  the  past  year;  that  the 
results  of  that  audit  are  supposed  to  be  sent  to  the 
county  societies  thirty  days  prior  to  the  annual 
meeting;  that  $1,000  appears  in  the  budget  for 
this  audit;  and  that  would  appear  to  be  the 
approximate  cost;  that  the  Council  requests  the 
Board  of  Trustees  to  designate  the  auditor  and 
arrange  for  this  audit  so  the  results  can  be  known 
as  soon  before  the  Annual  Meeting  as  possible. 
Planning  Committee  for  Medical  Policies. — Dr. 
Kenney,  chairman,  submitted  summary  of  the 
activities  of  the  Committee  for  the  information  of 
the  Council.  Details  of  these  activities  will  be  pre- 
sented in  the  Committee’s  Annual  Report. 

Public  Health  and  Education. — Dr.  Mitchell, 
chairman,  reported  as  follows: 

“March  24,  1948. — In  New  York  City  attended 
the  meeting  of  the  Planning  Committee  for  Medical 
Policies. 

“April  6,  1948. — In  New  York  City  attended  a 
meeting  of  the  Council  Committee  on  Public  Health 
and  Education  with  the  Subcommittee  on  Child 
Welfare  and  representatives  of  the  State  Depart- 
ment of  Health.  This  conference  was  held  at  the 
request  of  the  State  Department  of  Health  to  dis- 
cuss the  compensation  of  physicians  who  are  to 
participate  in  a pediatric  consultation  service  and 
also  a fee  schedule  for  laboratory  services.  The 
plan  under  which  they  are  operating  was  approved, 
subject  to  possible  future  changes  based  upon  sug- 
gestions from  us. 

“April  7,  1948. — In  New  York  City  to  attend  a 
meeting  of  the  Subcommittee  on  Cults  of  the  Council 
Committee  on  Legislation. 

“April  8,  1948. — In  New  York  City  there  will  be 


a meeting  of  the  Council  Committee  on  Public 
Health  and  Education  and  the  Subcommittee  on 
Cancer  with  representatives  of  the  State  Department 
of  Health.” 

Postgraduate  Education. — Postgraduate  instruc- 
tion has  been  completed  in  the  following  counties: 
Cayuga,  Fulton,  Onondaga,  Richmond,  Schenectady 
and  Tompkins. 

Postgraduate  instruction  is  being  given  in  the 
following  counties:  Clinton,  Jefferson,  Madison, 

Nassau,  Oneida,  Ontario,  Oswego,  Rockland,  St. 
Lawrence,  Saratoga,  Sullivan,  Tioga,  and  Ulster. 

A Regional  Teaching  Day  consisting  of  five  lec- 
tures on  miscellaneous  subjects  has  been  arranged 
for  the  Genesee  County  Medical  Society,  This 
meeting  will  be  held  in  Rochester  on  April  21,  1948. 
The  memberships  of  the  following  county  medical 
societies  will  be  invited  to  attend  this  session: 
Genesee,  Orleans,  Wyoming,  and  Livingston. 

A symposium  on  medical  rehabilitation  of  children 
suffering  from  cerebral  palsy  and  polio  has  been 
arranged  for  the  Nassau  County  Medical  Society 
and  will  be  held  on  May  25,  1948. 

A Teaching  Day  on  Nontuberculous  Pulmonary 
Disease  is  being  arranged  for  the  Queens  County 
Medical  Society  to  be  held  on  May  14,  1948,  in 
Jamaica  and  Forest  Hills. 

Public  Relations. — Dr.  Winslow,  chairman,  pre- 
sented the  following  report: 

“The  Public  Relations  Bureau  has  issued  20,000 
Years  of  Service,  the  commemorative  booklet 
honoring  those  physicians  in  New  York  State  who 
have  practiced  medicine  fifty  years  or  more.  To 
date,  booklets  have  been  mailed  to  the  following: 
the  fifty-year  men,  members  of  the  Council,  House  of 
Delegates  of  the  State  Medical  Society,  County 
Society  officers,  district  branch  officers,  legislative 
chairmen,  presidents  and  secretaries  of  all  other 
state  societies,  the  editors  of  dailies  in  New  York 
State,  and  exchange  medical  journals.  The  total 
mailing  numbers  approximately  1,100.  Requests 
have  come  in  for  more  copies  from  the  fifty-year 
doctors  with  letters  of  appreciation  for  the  booklet. 

“Bulletin  6 was  mailed  to  State  officers,  county 
presidents,  and  county  legislative  chairmen  of  the 
Woman’s  Auxiliary.  This  bulletin  congratulated 
the  Woman’s  Auxiliary  for  the  work  which  it  did  to 
defeat  the  chiropractic  bill. 

“A  News  Letter  was  mailed  March  26,  congratulat- 
ing those  who  assisted  in  legislation  this  year,  par- 
ticularly the  Woman’s  Auxiliary  who  aided  in  defeat- 
ing the  chiropractic  bill.  Reprints  of  the  Reader’s 
Digest  article,  “Our  Most  Dangerous  Lobby — II” 
were  enclosed  and  orders  are  being  filled  for  these 
reprints.  A Journal  reprint  of  an  editorial  on  Dis- 
trict Branches  was  also  included  with  the  News 
Letter. 

“A  newspaper  release  entitled  “The  Six  New  York 
State  Non-Profit  Voluntary  Medical  Care  Plans” 
was  sent  to  all  the  weeklies  and  dailies  in  the  State. 
This  release  was  based  on  an  announcement  made  by 
Dr.  Carlton  E.  Wertz,  chairman  of  the  Committee 
on  Economics. 

“The  following  postgraduate  sessions  held  under 
the  auspices  of  the  Committee  on  Public  Health  and 
Education  were  covered  by  releases  to  the  press: 
Cayuga,  Clinton,  Fulton,  Jefferson,  Madison, 
Nassau,  Onondaga,  Ontario,  Richmond,  St.  Law- 
rence, and  Tompkins. 

“Orders  for  Check  and  Double  Check  are  still 
coming  in  from  other  states.  The  pamphlet  was 
used  by  the  Investors  League  at  a hearing  in  Wash- 
ington last  month.  Mr.  Anderson  conferred  with 
[Continued  on  page  1414] 
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Mr.  William  Jackman,  executive  manager  of  the 
Investors  League,  with  relation  to  cooperating  with 
them  in  defeating  legislation  for  socialized  medicine. 

“Mr.  Anderson  and  Mr.  Miebach  attended  a 
meeting  of  the  New  York  Tuberculosis  and  Health 
Association,  March  9.  Mr.  Miebach  spent  a week 
in  Westchester  County  studying  the  public  relations 
of  the  Society.  He  attended  the  Eighth  Annual 
Health  Education  Conference  of  the  New  York 
Academy  of  Medicine,  April  1 and  2. 

“Mr.  Walsh  addressed  the  Woman’s  Auxiliary  in 
Onondaga  County  and  Albany  County,  speaking  on 
legislation.  He  also  attended  Mrs.  Pohlmann’s 
meeting  on  cooperation  in  medical  public  relations.” 

Publication. — Dr.  Kosmak,  chairman,  reported 
that  the  Publication  Committee  met  on  April  7 and 
discussed  a number  of  routine  matters,  that  the 
editorial  group  had  held  three  meetings  during  the 
month,  that  the  Committee  was  worried  about  the 
increasing  costs  of  publication,  and  that  although  the' 
advertising  has  diminished  the  rates  have  been  in- 
creased. 

Liaison  with  the  Veterans  Administration. — Dr. 

Bauckus,  chairman,  made  the  following  report: 

“Our  coordinators  at  present  have  little  contact 
with  administrative  forces  in  the  four  areas.  I feel 
there  is  a very  deliberate  attempt  to  keep  coordina- 
tors from  participation  except  where  absolutely 
necessary.  In  the  New  York  City  area  cases  which 
coordinators  saw  and  were  responsible  for  have  de- 
creased from  3,000  to  300  a week. 

“Various  changes  in  VA  policy  have  occurred: 
Refusal  to  allow  surgical  cases  to  be  hospitalized 
except  in  VA  facilities,  establishment  of  neuropsy- 
chiatric clinics  where  neuropsychiatrists  are  em- 
ployed by  the  hour. 

“In  the  Buffalo  area  cases  are  no  longer  author- 
ized. Patients  are  requested  to  go  to  local  clinics. 
Physicians  have  been  approached  by  local  VA 
branches  to  take  certain  cases  at  specified  rates  and 
for  specified  duration.  In  some  instances  patients 
have  been  refused  treatment.  These  changes  are 
not  due  to  lack  of  funds  as  has  been  occasionally 
claimed.  Dr.  Magnuson,  National  Director  of  VA, 
printed  facts  in  the  New  York  County  official  pub- 
lication which  are  important  but  do  not  give  the 
real  cause  of  these  changes.  Dr.  Anderton  and  I 
recently  met  Dr.  Harding,  who  had  charge  of  this 
program.  He  talked  principally  on  two  things: 
reduction  of  medical  fees  and  the  lessened  need  for 
coordinators,  6tating  they  might  well  be  employed 
by  VA  and  not  by  Veterans  Medical  Service  Plan. 

“Although  I have  not  been  told,  I feel  that  when 
our  contract  expires  in  August  supervision  of  the 
plan  will  be  removed.  I doubt  if  we  will  have  any 
coordinating  physicians,  and  I feel  that  the  national 
fee  schedule  will  be  used.  The  contract  comes  up 
for  renewal  sixty  days  before  August  8,  and  I feel  the 
Council  should  make  a study  of  this  whole  matter 
before  the  House  of  Delegates  meets.  Dr.  Mag- 
nuson was  supposed  to  meet  a special  committee  of 
the  A.M.A.  but  has  not  yet  done  so.  I understand 
he  has  conferred  with  Dr.  Lull  and  the  president, 
but  nothing  seems  to  have  been  done  except  to  ask 
that  we  encourage  physicians  to  join  in  the  work  of 
VA  as  part-time  or  full-time  employes. 

“Derogatory  remarks  have  been  made  about 
physicians  in  New  York  State  and  their  part  in  the 
program,  which  have  had  the  desired  effect  on  the 
public  and  which  the  State  Society  has  done  nothing 
about. 

“We  have  established  this  program  for  the  pur- 
pose of  assuring  proper  and  adequate  care  for  veter- 


ans with  service-connected  disabilities;  the  Veterans 
Administration  came  to  us  and  asked  us  to  do  it,  and 
we  are  spending  our  money  to  carry  on  the  program. 
The  public  still  has  the  idea  that  we  approve  of 
what  is  going  on.  I cannot  approve  after  what  has 
been  happening  in  the  last  six  months.  I don’t 
know  whether  we  should  take  the  initiative  and  come 
out  with  our  disapproval  and  withdraw.  This  is  a 
question  I think  you  need  to  consider.  If  we  do 
withdraw,  I feel  the  fee  schedule  will  immediately 
change  and  perhaps  the  entire  plan  be  discarded,  or 
perhaps  VA  will  change  its  present  stand  and  go 
along  with  our  desires. 

“I  feel  that  with  this  much  of  a report,  it  is  up  to 
the  Council  to  make  careful  decisions  regarding  our 
future  conduct.” 

Dr.  Aranow  stated  that  Dr.  Howard  A.  Rusk  had 
an  editorial  in  the  New  York  Times  on  February  22, 
1948,  entitled  “Medical  Care  for  Veterans  Big  Prob- 
lem for  Country”  which  he  thought  the  Council 
should  study.  He  read  the  following  excerpts: 

“Periodically  twenty-five  of  the  nation’s  top 
medical  specialists  meet  in  Washington  as  the 
National  Consultants’  Committee  to  the  Adminis- 
trator of  Veterans  Affairs  to  determine  policy  and 
discuss  problems  of  veterans’  medical  care.  At 
their  meeting  in  October,  and  again  in  January, 
two  of  the  principal  items  on  the  agenda  were  the 
need  for  more  personnel  and  the  feasibility  of 
placing  a fixed  ceiling  on  the  number  of  hospital 
beds  that  the  VA  will  operate. 

“Today,  the  VA  operates  a total  of  103,189 
beds,  and  has  5,649  beds  closed  because  of  inability 
to  obtain  personnel.  Their  patient  census  is 
95,652  in  their  own  hospitals  and  13,949  in  Army, 
Navy,  state,  and  civilian  contract  hospitals.  Of 
the  109,601  patients  (as  of  January  15, 1948),  how- 
ever, 66  per  cent  are  nonservice-connected ; that  is, 
the  disabilities  for  which  they  are  hospitalized 
have  no  relationship  to  their  military  service. 

“There  are  18,026  veterans  awaiting  admission 
to  VA  hospitals,  of  which  only  88  are  definitely 
service-connected,  and  446  are  presumed  service- 
connected  on  the  basis  of  available  evidence.  The 
remaining  17,492  have  disabilities  that  were  not 
incurred  in  service. 

“The  hospitalization  policy  in  VA  hospitals,  as 
dictated  by  existing  laws,  is  that  veterans  with 
service-connected  disabilities  shall  have  admission 
priority,  but  that  veterans  with  nonservice-con- 
nected disabilities  may  be  admitted  if,  by  their 
own  statement,  they  are  unable  to  pay  for  hos- 
pital care  and  ‘if  a bed  is  available  in  an  existing 
facility.’ 

“The  VA  now  has  126  hospitals,  and  Congress 
has  approved  the  building  of  91  more  at  a cost  of 
$1,000,000,000.  Many  of  these  new  hospitals 
are  necessary  to  replace  existing  outdated  hos- 
pitals situated  in  areas  so  geographically  remote 
that  it  is  impossible  to  staff  them  adequately. 
Others  are  necessary  as  replacements  for  the  tem- 
porary wartime  Army  and  Navy  hospitals  that 
the  VA  has  taken  over.  Biggest  factor  in  the 
building  program  however,  is  the  policy  of  fur- 
nishing free  medical  care  to  nonservice-connected 
cases. 

“It  is  the  opinion  of  this  group  of  consultants  to 
the  Administrator  of  Veterans  Affairs  that  a 
definite  ceiling  should  be  put  on  the  number  of 
beds  to  be  provided  in  VA  hospitals  and  that  such 
a ceiling  in  the  opinion  of  this  group  should  not 
exceed  the  140,000  beds  already  authorized  by 
Congress. 

[Continued  on  page  1416) 
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and  conveniently  with 


AMINET 


suppositories 


(aminophylline  and  sodium  pentobarbital) 

for,  as  Prigal,  Fuchs  and  Schulman1  recently  reported,  aminophyl- 
line  may  “succeed  where  a state  of  ‘epinephrine  fastness’  exists”. 

In  addition  to  symptomatic  relief  iti  asthmatic  attacks  of  extrinsic 
or  intrinsic  origin,  this  therapy  can  simultaneously  break  the 
“epinephrine  fastness”. 

Through  effective  relaxation  of  bronchial  musculature  and  suitable 
sedation,  sought-for  rest  follows  the  use  of  AMINET  Suppositories. 

AMINET  Suppositories  in  full  and  half  strength  in  boxed  of  twelve. 

1.  Prigal,  S.  J.,  Fuchu,  A.,  and  Schulman,  P.  M.:  Journal 
of  Allergy  1 7:3,  172-77,  May,  1946. 
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“They  further  warned:  ‘It  will  be  practically 
impossible  to  find  adequately  trained  personnel  to 
operate  this  number  of  beds,  when  at  the  present 
time,  5,649  beds  are  already  closed  solely  because 
of  lack  of  personnel.  Second,  to  attempt  to  go 
beyond  this  ceiling  would  further  deplete  the 
number  of  trained  individuals  available  to  meet 
civilian  needs.’ 

“Dr.  Magnuson  was  even  more  conservative 
and  said  that  120,000  beds  represented,  in  his 
opinion,  the  maximum  number  of  permanent  beds 
the  VA  could  operate  and  give  top-flight  medical 
care  without  disturbing  the  balance  between  VA 
and  civilian  hospitalization.” 

After  discussion,  it  was  voted  that  these  matters 
be  brought  to  the  attention  of  the  House  of  Dele- 
gates by  Dr.  Aranow  and  Dr.  Bauckus. 

It  was  voted  that  the  Society  call  to  the  attention 
of  the  Veterans  Administration  immediately  that 
they  are  not  satisfied  with  the  way  the  contract  is 
working,  and  that  there  are  violations  of  it. 
Woman’s  Auxiliary. — Dr.  Beekman,  chairman, 
reported  as  follows: 

“I  received  a letter  on  March  11,  1948,  from  Mrs. 
Edgar  M.  Neptune,  the  President-elect  of  the 
Woman’s  Auxiliary: 

‘It  is  the  recommendation  of  our  District 
Councillors  that  we  hold  district  meetings  of  the 
Woman’s  Auxiliary  concurrently  with  the  district 
meeting  of  the  Men’s  Society.  These  meetings 
would  be  planned  so  that  they  could  in  no  way 
conflict  with  the  program  already  set  up  by  the  dis- 
trict Medical  Society. 

‘The  procedure  as  suggested  above  would 
eliminate  much  travel  yet,  at  the  same  time,  would 
enable  the  President  to  meet  all  of  the  counties, 
by  districts,  rather  than  by  visits  to  the  individual 
counties. 

‘I  am  writing  you,  the  Chairman  of  our  Advi- 
sory Council,  to  request  your  approval  of  such  a 
program  for  the  ensuing  year.  I realize  that 
although  I will  be  working  with  next  year’s 
Advisory  Committee  I feel  that  we  must  make 
some  plans  now — tentatively  at  least — for  our 
new  year.  I am,  therefore,  very  anxious  to  have 
your  reply  sanctioning  this  proposed  program  of 
contacting  the  counties.’ 

“I  communicated  with  Dr.  Van  Etten  and  Dr. 
Dickon,  the  other  members  of  the  Advisory  Council, 
and  they  were  most  enthusiastic,  so  if  there  is  no 
objection  from  the  Council  of  the  State  Society,  I 
will  inform  Mrs.  Neptune  we  think  it  a wise  plan.” 
After  discussion,  it  was  voted  that  Dr.  Beekman  be 
requested  to  inform  Mrs.  Neptune  that,  to  avoid 
confusion,  it  would  be  well  for  her  to  coordinate 
these  plans  for  District  Branch  meetings  through 
Dr.  Hannon. 

Workmen’s  Compensation. — Dr.  Kenney,  chair- 
man, presented  the  following  report: 

“On  March  16,  1948,  Mr.  Mac  F.  Cahal,  execu- 
tive secretary  of  the  American  College  of  Radi- 
ology, came  to  this  office  to  discuss  legal  action  in 
connection  with  the  dismissal  of  a radiologist  from  a 
hospital  in  New  York  State.  No  commitments 
were  made. 

“On  March  18,  your  Director  appeared  before  the 
Medical  Appeals  Unit  of  the  Industrial  Council  in 
support  of  the  action  taken  by  the  Jefferson  County 
Medical  Society,  Workmen’s  Compensation  Com- 
mittee, in  refusing  a medical  bureau  license  to  a local 
plantof  the  New  York  Air  Brake  Company  in  Water- 
town,  New  York. 

“Arbitrations. — On  Friday,  March  19,  arbitrations 


were  held  in  Albany  for  the  counties  of  Albany, 
Montgomery,  Rensselaer,  Saratoga,  Fulton,  and 
Warren. 

“New  London  Medical  Association. — On  March  23, 
Dr.  Thomas  Soltz,  secretary  of  the  New  London 
County  Medical  Association,  and  Mr.  Joseph  M. 
Rourke,  secretary-treasurer  of  the  Connecticut 
Federation  of  Labor,  came  here  to  discuss  possible 
revisions  in  the  Connecticut  workmen’s  compensa- 
tion law. 

“ Group  Medical  Practice. — On  March  12,  Dr. 
Jos.  A.  Lane,  secretary  of  the  Medical  Society  of  the 
Country  of  Monroe  wrote  Dr.  W.  P.  Anderton, 
Secretary,  asking  for  an  opinion.  Two  Rochester 
physicians  doing  largely  compensation  practice 
indicated  that  they  would  like  to  have  a third 
physician  associated  with  them  as  part  time  radi- 
ologist. 

“The  question  asked  was  whether  the  usual  33l/» 
per  cent  allowed  under  the  Workmen’s  Compensa- 
tion Law  would  be  approved  as  payment  in  an 
arrangement  made  by  the  physicians  rather  than 
with  the  hospital. 

“After  consultation  with  Mr.  Thomas  H.  Clear- 
water and  Dr.  J.  Stanley  Kenney,  and  at  the  sugges- 
tion of  Dr.  Anderton,  a reply  was  sent  to  Dr.  Lane 
outlining  the  provisions  of  Section  6514  of  the 
Education  Law  and  of  13-d  of  the  Workmen’s  Com- 
pensation Law  that  apply. 

“The  technicalities  of  the  Education  Law  and  the 
Workmen’s  Compensation  Law  make  it  difficult  for 
physicians  to  enter  into  ethical  relationships  without 
violating  one  or  the  other  of  these  statutes  or  with- 
out violating  the  new  group  partnership  laws.  It  is 
apparent  that  laws  restricting  to  workmen’s  com- 
pensation practice  alone  cannot  be  effectively 
enforced,  because  very  few  physicians  restrict  their 
practice  to  compensation  work.  Such  laws  create 
situations  almost  impossible  of  solution.  There 
should  be  a revision  and  substantive  changes  in  all 
laws  applying  to  medical  practice  so  as  to  make 
them  uniform,  equitable,  and  enforceable. 

“The  present  statutes  applying  to  rebating  and  fee 
splitting  in  both  the  Education  Law  and  in  the 
Workmen’s  Compensation  Law  are  so  drawn  as  to 
make  almost  any  physician  guilty  of  a technical 
violation  of  these  laws  under  normal  circumstances. 

“ Treatment  Rendered  by  Podiatrists. — It  has  been 
brought  to  our  attention  that  an  order  was  issued  by 
the  Department  of  Labor  to  the  effect  that  an 
employer  could  authorize  a podiatrist  to  render 
medical  care  independently  and  be  paid  a fee  up  to 
$25  by  an  insurance  carrier  or  employer.  This  order 
was  published  in  the  Journal  of  Podiatry  and  was 
brought  to  our  attention  recently  when  a podiatrist 
was  referred  to  this  office  for  an  opinion  concerning  a 
patient  whom  he  had  accepted  initially  for  treatment 
of  a sprained  ankle.  The  insurance  carrier  refused 
to  pay  his  bill  for  services  rendered  and  referred  him 
to  this  office  for  an  opinion. 

“Section  13-a  of  the  Workmen’s  Compensation 
Law  states:  ‘(1)  An  injured  employe  may,  when 
care  is  required,  select  to  treat  him  any  physician 
authorized  by  the  chairman  to  render  medical  care, 
as  hereinafter  provided.’  Thus  no  practitioner 
other  than  an  authorized  practitioner  of  medicine 
may  be  authorized  to  render  medical  care. 

“In  the  Szold  vs.  Outlet  Embroidery  decision,  Mr. 
Justice  Shientag  held,  ‘The  new  law  establishes  a 
system  whereby  the  rendering  of  medical  care  under 
the  Compensation  Act  is  restricted  to  physicians 
specifically  authorized  to  do  such  work  by  the 
Industrial  Commissioner.  Except  in  case  of  emer- 
gency, and  where  a patient  is  confined  in  a hospital, 
only  an  authorized  physician  may  render  medical 
[Continued  on  page  1418] 
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RADIOLOGIST 


One  desiring  to  rent  complete  offices  in  choice  Long  Island 
town.  Radiographic,  Superficial  and  Deep  Therapy  Apparatus 
on  premises.  Excellent  chance  to  build  up  fine  practice. 
Box  191,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Ten  room  brick  house  with  office,  two  car  garage  in  Ridge- 
wood, Queens.  Established  practice.  Good  location  Owner 
retiring.  Will  introduce.  Box  211,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Liat  of  20  authoritative  diets,  typewriter  facsimile,  with 
printed  letterhead.  Specimen  and  details  on  request.  P S 
Meyers,  152  Von  Houten  Ave.,  Passaic,  N.  J. 


WANTED 


Resident  Physician  for  Rotating  Residency.  $150.00  a month 
plus  full  maintenance,  50  bed  hospital,  suburb  of  New  York. 
Box  190,  N.  Y.  St.  Jr.  Med. 


WANTED 


Plastic  eye  maker.  Must  be  thoroughly  experienced  in  all 
phases  of  plastic  eye  making.  Salary  commensurate  with 
ability.  Box  202,  N.  Y.  St.  Jr.  Med. 


WANTED 


Assistant  to  busy  general  practitioner.  Possibility  of 
ermanent  association.  New  York  State  license  required 
alary  $4200  and  living  quarters  for  family.  Available  July  I 
Box  176,  N.  Y.  St.  Jr.  Med. 


LEGAL  MEDICINE  TO  HAVE 
NATIONAL  SOCIETY 

A national  medicolegal  society — the  only  one  of 
its  kind — is  being  formed  under  the  sponsorship  of 
prominent  doctors,  scientists,  and  lawyers.  It  will 
probably  have  its  first  full-scale  convention  in  1949. 
An  interim  body  met  recently  in  St.  Louis,  heard 
papers  on  current  criminomedical  problems,  and 
started  basic  planning  for  a permanent  organization. 

Announced  aims  include  (1)  continuing  study  of 
scientific  knowledge  and  technics  as  they  impinge 
upon  legal  procedures  and  controversies;  (2)  educa- 
tion of  doctors  and  other  scientific  men  in  legal  doc- 
trine; (3)  improvement  of  the  professional  qualifica- 
tions of  scientists  engaged  in  medicolegal  work ; and 
(4)  improvement  and  standardization  of  technics 
through  meetings,  publications,  reports,  and  other 
projects. 

Prime  mover  in  the  new  organization  is  Dr.  R.  B. 
II.  Gradwohl,  director  of  the  Gradwohl  Laboratories 
and  of  the  St.  Louis  police  department’s  research 
bureau.  Among  those  who  read  papers  at  the  St. 
Louis  meeting  were  Dr.  Lemoyne  Snyder,  inventor 
of  the  “intoximeter”  and  medical  adviser  of  the 
Michigan  State  Police;  Dr.  Alexander  S.  Wiener, 
codiscoverer  of  the  Rh  factor  and  serologist  of  the 
medical  examiner’s  office,  New  York;  Dr.  Leo 
Alexander,  Boston,  chief  psychiatrist  at  the  Nuron- 
berg  war-crime  trials;  and  Commander  W.  It.  Gris- 
wold, M.C.,  representing  the  Surgeon  General  of  the 
Navy. — Medical  Economics,  May  1948 


FORMS  NEEDED  “BEFORE  BABY 
CAN  BE  BORN” 

J.  M.  Mitchell,  County  Clerk  of  Fife,  said  in 
Edinburg  that  the  confusion  caused  by  the  Govern- 
ment’s assumption  of  power  formerly  held  by  local 
authorities  was  such  that,  when  the  National  Health 
Service  came  into  being  in  .July,  babies  could  not,  in 
law,  be  born  without  the  filling  up  of  special 
forms. 

A mother  would  have  to  depend  on  the  executive 
council  for  the  doctor,  on  the  local  health  authority 
for  the  nurse,  and  on  the  hospital  board  for  the  spe- 
cialist and  a bed.  No  one  would  be  in  a position,  as 
at  present,  to  provide  her  with  all  three  services  at 
one  time. 

Pending  the  arrival  of  the  baby,  the  mother  must 
complete  a multiplicity  of  forms.  Before  the  ink 
was  dry  on  the  forms,  nature  would  have  intervened 
and,  in  defiance  of  the  law,  the  baby  would  have  been 
born  by  natural  processes. 

“Then,”  Mr.  Mitchell  added,  “it  will  be  an  inter- 
esting matter  for  a debate  in  law  whether  the 
Government  department,  the  mother,  or  the  baby 
was  at  fault.” 

Needless  duplication  of  personnel  and  waste  of 
time  and  material  caused  by  Government  forms 
covering  almost  every  phase  of  life  were  such  that 
local  government  staff  increases  could  not  bo 
avoided. 

— from  the  London  Times,  J.A.M.A.,  April  17, 
1948 
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care  and  obtain  payment  therefore.  Under  the 
amendment,  if  an  employer  furnishes  medical  treat- 
ment to  an  employe  he  must  provide  an  authorized 
physician,  since  no  other  may  legally  treat  compensa- 
tion patients.  To  hold  otherwise  would  be  to  cir- 
cumvent and  render  nugatory  the  salutary  amend- 
ments which  those  interested  in  the  proper  adminis- 
tration of  this  beneficient  statute  have  striven  so 
long  to  obtain.  Whether  the  doctor  is  chosen  by  the 
employe  or  under  certain  enumerated  conditions 
by  the  employer,  one  thing  is  implicit  in  the  amended 
statute,  the  physician  must  be  one  authorized  to 
render  medical  treatment  in  Workmen’s  Compensa- 
tion cases.’ 

“Thus  it  is  apparent  that,  since  podiatrists  are  not 
directly  mentioned  in  the  law,  they  may  not  treat 
compensation  claimants  independently.  Under  the 
provisions  of  Section  13-b,  no  provisions  are  made 
for  the  authorization  of  other  than  licensed  physi- 
cians. There  are  certain  specific  exceptions  which 
are  that  emergency  medical  care  may  be  rendered  by 
any  physician  licensed  to  practice  medicine  without 
authorization.  Further,  a licensed  physician  who  is 
a member  of  a constituted  medical  staff  of  any  hos- 
pital may  render  medical  care  under  this  chapter 
while  an  injured  employe  remains  a patient  in  such 
hospital  and  under  the  personal  supervision  of  an 
authorized  physician  medical  care  may  be  rendered 
by  a registered  nurse,  registered  physiotherapist,  or 
other  person  trained  in  laboratory  or  diagnostic 
technics  within  the  scope  of  such  person’s  specialized 
training  and  qualifications.  This  supervision  shall 
be  evidenced  by  signed  records.  Reports  shall  be 
made  by  such  physician  to  the  chairman  on  such 
forms  and  at  such  times  as  the  chairman  may  re- 
quire. Even  here  there  is  no  mention  of  a podia- 
trist, although  it  might  be  conceded  that  under  cer- 
tain conditions  the  section  might  be  stretched  to 
include  the  services  of  a podiatrist,  if  the  authorized 
physician  in  charge  of  the  patient  deems  that  his 
special  skill  might  be  necessary.  This  section  also 
applies  to  dentists  and  requires  authorization  before 
they  can  institute  dental  care. 

“We  are  of  the  opinion  that  any  rule  or  regulation 
authorizing  the  treatment  of  compensation  patients 
by  podiatrists  is  contrary  to  law.  Additional  argu- 
ments might  be  adduced  to  show  that  the  law  might 
be  circumvented  by  permitting  such  treatment 
independently  by  a podiatrist,  since  he  is  not 
obliged  to  report  cases  and  is  also  not  liable  to  the 
regulatory  provisions  of  the  Workmen’s  Compensa- 
tion Law.  According  to  a communication  from  Mr. 
Henry  D.  Sayer  of  the  Compensation  Insurance 
Rating  Board,  Miss  Donlon  has  recently  expressed 
an  opinion  to  the  effect  that  a podiatrist  may  not 
treat  within  the  purview  of  the  Workmen’s  Com- 
pensation Law — except  on  prescription  or  at  the 
direction  of  an  authorized  physician  within  the  scope 
of  the  podiatrist’s  qualifications.” 

Dr.  Kenney  further  reported  he  had  attended  a 
meeting  of  the  Advisory  Council  at  Miss  Donlon’s 
office  on  April  6, 1948.  A new  office  for  the  adminis- 
tration of  Workmen’s  Compensation  was  opened  in 
Binghamton  on  March  1. 

Legislation. — None  of  the  bills  presented  by  the 
Workmen’s  Compensation  Committee  reached  the 
floor.  We  had  only  a few,  and  none  were  contro- 
versial. We  felt  our  bills  were  introduced  mainly  to 
stress  our  points,  hoping  that  next  year,  with  per- 
haps a new  administration  setup  in  New  York,  we 
will  progress  further.  We  did  not  lose  anything, 
and  we  followed  tin;  mandates  of  the  House  of  Dele- 
gates. 

Dr.  Kenney  presented  the  following  standard  form 
which  was  discussed  at  the  Advisory  Council  meet- 


ing. The  point  raised  was  that  some  other  word 
should  be  substituted  for  the  word  “waiver.” 


WORKMEN’S  COMPENSATION  BOARD 
STATE  OF  NEW  YORK 

Notice  of  Waiver  by  Employee  of  Right  to  Choobe 
His  Own  Physician 

If  the  injured  Employee  freely  waives  his  right  to  choose  his 
own  physician  and  prefers  the  Employer  to  designate  a 
physician,  the  Employee  should  sign  this  waiver. 

This  Waiver  May  Not  Be  Signed  Before  Injury 
and  May  be  Revoked  by  the  Employee  at  Will 
If  the  Employee’s  disability  is  within  the  provisions  of  the 
Workmen’s  Compensation  Law,  the  Employer  is  required 
to  pay  the  cost  of  necessary  medical  care  and  the  injured 
Employee  is  entitled  to  be  treated  by  the  physician  of  his 
"free  choice"  provided  the  physician  has  been  authorized 
by  the  Chairman  to  render  medical  care  under  the  Work- 
men’s Compensation  Law. 


W.C.B.  Case  No. 

Carrier’s  Case  No. 

Date  of  Accident 

To: 

(Employer) 

(Address) 

The  undersigned  requests  his  Employer  to  pro- 
vide an  authorized  physician  to  render  medical 
care  for  the  injury  which  occurred  on  (date) 

, in  accordance 

with  Sec.  13-a  of  the  Workmen’s  Compensation 
Law  which  permits  an  injured  Employee  to 
waive  the  right  freely  to  select  his  own  physi- 
cian. 

The  undersigned  Employee  may  subsequently  engage  the 
services  of  any  authorized  physician  of  his  own  free  choice 
for  continued  treatment  or  further  medical  care  as  required, 
without  notice  of  his  election  to  do  so. 

Witness Employees  Signature 

Date Home  Address 

C-3.1  (Draft  March  9.  1948) 


After  discussion,  it  was  voted  that  Dr.  Kenney  and 
Dr.  Kaliski  be  given  authority  to  make  recom- 
mendations to  Miss  Donlon  relative  to  the  word- 
ing of  this  form. 

It  was  voted  that  Dr.  Kenney  be  given  tentative 
approval  by  the  Council  to  provide  an  exhibit 
and  other  means  of  cooperation  at  a convention  of 
a national  workmen’s  compensation  organization 
of  which  Miss  Donlon  is  president.  The  esti- 
mated cost  is  to  be  submitted  later  for  approval  of 
the  Council  and  the  Board  of  Trustees. 

New  Minimum  Fee  Schedule.— Dr.  Anderton 
stated  that  the  new  fee  schedule  is  completed.  It 
has  been  handed  to  Miss  Donlon  by  her  Advisory 
Committee.  It  is  in  the  process  of  compilation.  It 
will  be  published  in  pamphlet  form  as  formerly.  To 
accomplish  that  there  will  have  to  be  about  a month 
for  bids  for  printing.  The  printing  will  have  to  be 
very  carefully  reviewed  on  account  of  possible  errors. 
Any  errors  regarding  fees  would  be  very  serious.  It 
is  expected  that  the  new  fee  schedule  will  be  promul- 
gated by  September  1,  or  perhaps  earlier. 

New  Business. — World  Health  Organization. — 
Dr.  Aranow  reported  that  a House  of  Representa- 
tives Committee  had  tabled  the  resolution  that 
America  join  the  World  Health  Organization,  and 
he  felt  that  the  State  Society  should  take  some  act  ion 
to  find  out  the  reason  why  this  was  done. 

After  discussion,  it  was  voted  that  Dr.  Bauer  be 
authorized  to  draft  a letter  recommending  a re- 
versal of  the  Committee’s  stand  on  this  subject. 
National  Emergency  Medical  Service  Meeting  in 
Chicago. — Dr.  Redway,  who  had  attended  the 
meeting,  made  his  report,  a copy  of  which  has  been 
transcribed  and  is  in  the  file. 
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THE  MAPLES,  inO 


An  exclusive  rest  home  for  invalids,  convalescents  and  chronic  cases.  Also  post- 
operative, special  diets  and  body-building  cases.  Efficient  day  and  night  nursing. 
Resident  physician.  Six  acres  of  beautiful  landscaped  lawns. 

MRS.  M.  K.  MANNING,  Sup't.  Rates:  $35.00  to  $65.00  weekly 
OCEANSIDE,  L.  I.  Private  and 

Tel.:  Rockville  Centre  3660  Semi-Private  Rooms  J 


BRUNSWICK  HOME 


A PRIVATE  SANITARIUM-  Convalescents,  postoper- 
[ ative,  aged  and  infirm,  and  those  with  other  chronic  and 
I nervous  disorders.  Separate  accommodations  for  nervous 
i and  backward  children.  Physicians'  treatments  rigidly 
\ followed.  C.  L.  MARKHAM,  M.D.,  Supt. 

B'way  & Louden  Ave.,  Amitjrville,  N.  Y.^  Tel:  1700,  1,  2. 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  z private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y. , N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Pbysictjn-in-Chargt. 


APRIL  IS  CANCER  CONTROL  MONTH 


GIVE 

AMERICAN  CANCER  SOCIETY 


DR.  BARGES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.  2-1621 


BUY 

SAVINGS  BONDS 


SUPERIOR  PE  I^S-O  ii  N E L Assistants  and  execu- 
tives in  all  fields  of  medicine — young  physicians,  department 
heads,  nurses,  a staiY  _ bersonel,  sec. ota ties,  ana«iptbet\sfcs. 
dieticians  and  tedhnlnian*  . • • • * • * 
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NEW  YORK  MEDICAL  EXCHANGE 

489  FIFTH  AVE.,  N.Y.C  (AGENCY)  MURRAY  HILL  2-0676 


TRAINED  MEDICAL  PERSONNEL 

Rigid,  thorough  training  In  haematology,  urinalysis,  all 
phases  of  medical  stenography,  x-ray  and  medical  machines 
makes  Paine  Hall  graduates  capable  assistants.  Our  free 
placement  service  will  help  you  Rnd  the  right  girl. 

1008  Fifth  Ave.,  NewYorkSS 
Bu.  8-8294 

Licensed  by  State  of  N.  Y. 
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Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB  & X-RAY  AVAILABLE 
Our  12-months  day  course  Includes  Intensive  training 
In  laboratory  techniques,  physiotherapy  apparatus, 
X-Ray,  nursing  techniques,  and  medical  stenography. 

A FEW  LAB  TECHNICIANS  NOW  AVAILABLE 


Ma+tcll  School 


1834  Broadway  — NYC 
Circle  7-3434 


Licensed  by  the  State  of  New  York 


WOMAN  S AUXILIARY 


TO  THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
Auxiliary  Holds  Annual  Meeting 


THE  twelfth  annual  meeting  of  the  House  of  Dele- 
gates of  the  Woman’s  Auxiliary  to  the  Medical 
Society  of  the  State  of  New  York  convened  in  New 
York  City  at  the  Hotel  Pennsylvania  on  Monday, 
May  17,  1948,  with  Mrs.  Harry  F.  Pohlmann  pre- 
siding. Attending  were  63  members  of  the  Execu- 
tive Board,  100  delegates,  14  alternates,  and  55 
guests. 

Guests  of  honor  present  included  Mrs.  Eustace  A. 
Allen,  Atlanta,  Georgia,  president  of  the  National 
Auxiliary;  Mrs.  Luther  H.  Kice,  New  York,  na- 
tional president-elect;  Mrs.  Rufus  M.  Bierly  and 
Mrs-.  Paul  C.  Craig,  president  and  president-elect  of 
the  Pennsylvania  State  Auxiliary;  Mrs.  Drury  Hin- 
ton and  Mrs.  Edgar  S.  Buyers,  Pennsylvania;  Mrs. 
E.  Benjamin  Gillette,  president  of  the  Ohio  State 
Auxiliary,  and  Mrs.  Robert  B.  Walker  of  the  New 
Jersey  State  Auxiliary. 

Mrs.  William  Lavelle,  councilor  for  the  Second 
District  and  a past  president  of  the  Queens  County 
Auxiliary,  was  elected  president-elect  and  will  take 
office  as  State  Auxiliary  president  in  May,  1949. 
Mrs.  Edgar  M.  Neptune,  Syracuse,  was  inducted 
into  office  as  State  Auxiliary  president  for  the  com- 
ing year. 

Serving  with  Mrs.  Neptune  are:  Mrs.  Herman  W. 
Galster,  Scotia,  first  vice-president;  Mrs.  Morris  H. 
Newton,  Little  Falls,  second  vice-president;  Mrs. 
Thomas  M.  D’Angelo,  Flushing,  recording  secre- 
tary; Mrs.  Robert  H.  Rowner,  Syracuse,  corre- 
sponding secretary,  and  Mrs.  Hugh  G.  Henry,  Ger- 
mantown, treasurer.  Directors  are : for  three  years: 
Mrs.  Pohlmann,  Middletown,  and  Mrs.  Bradford  F. 
Golly,  Rome;  for  two  years:  Mrs.  Alfred  L.  Mad- 
den, Albany,  and  Mrs.  Byron  D.  St.  John,  Port 
Washington,  and  for  one  year:  Mrs.  Edwin  A. 
Griffin,  Brooklyn,  and  Mrs.  Charles  R.  Seymour, 
Binghamton. 

District  Councilors  include:  District  1 — Mrs.  J. 
Emerson  Noll',  Port  Jervis;  District  2 — Mrs.  Clifton 
Louis  Dance,  Brooklyn;  District  3 — Mrs.  Albert 
Vander  Veer,  Alban}  ; District  4 — Mrs.  E.  M.  Stan- 
ton, Duanesburg;  District  5— Mrs.  John  L.  H. 
Mason,  Pulaski;’  District  fi— Mrs*.  M.  M.  Monser- 


rate,  Binghamton;  District  7 — Mrs.  Harry  I.  Nor- 
ton, Rochester,  and  District  8 — Mrs.  Arthur  L. 
Bennett,  Buffalo. 

Committee  chairmen  are:  Mrs.  J.  D.  Hallinan, 
Richmond  Hill,  archives;  Mrs.  Clarence  J.  Dur- 
shordwe,  Buffalo,  convention;  Mrs.  Harold  B.  John- 
son, Buffalo,  finance;  Mrs.  Arthur  F.  Holding,  Al- 
bany, historian ; Mrs.  Robert  Harris,  Sodus,  Hygeia; 
Mrs.  John  Horner,  Albany,  legislation;  Mrs. 
Charles  I.  Miller,  Rochester,  national  bulletin;  Mrs. 
Morris  H.  Newton,  Little  Falls,  organization;  Mrs. 
Francis  R.  Irving,  Syracuse,  parliamentarian;  Mrs. 
George  P.  Bergmann,  Greenport,  Physicians’  Home; 
Mrs.  Lee  R.  Sanborn,  Angola,  Distaff. 

Also:  Mrs.  Walter  A.  Schmitz,  Middletown,  press 
and  publicity;  Mrs.  John  J.  Quinlan,  Troy,  print- 
ing and  supplies;  Mrs.  M.  G.  Sheldon,  Olean, 
program;  Mrs.  William  Bartels,  Garden  City, 
public  relations,  and  Mrs.  Edwin  A.  Griffin,  Brook- 
lyn, revisions. 

Special  chairmen  are  Mrs.  John  J.  Buettner, 
Syracuse,  board  meetings,  and  Mrs.  Thomas  E. 
Bullard,  Schuylerville,  clippings. 

During  the  past  year,  Chenango,  Clinton,  Ontario, 
Schoharie,  Seneca,  and  Sullivan  Counties  have 
organized  auxiliaries,  and,  with  Westchester  soon  to 
be  organized,  there  will  be  a total  of  45.  Member- 
ship at  present  totals  3,291,  and  Westchester  will  add 
to  that  figure  appreciably. 

At  the  annual  meeting,  Mrs.  Neptune,  incoming 
president,  outlined  plans  for  the  establishment  of 
various  study  groups  to  be  conducted  by  the  local 
auxiliaries,  and  Mrs.  Pohlmann,  retiring  president, 
reviewed  the  State  Auxiliary’s  activities  during  the 
past  year,  stressing  the  work  in  nurse  recruitment, 
the  distribution  of  medical  literature  to  schools  and 
libraries,  and  the  educational  program  in  behalf  of 
voluntary  medical  care  programs. 

Mrs.  Clifton  L.  Dance,  convention  chairman,  and 
Mrs.  William  J.  Lavelle,  co-chairman,  aided  by  their 
committees,  made  all  arrangements  for  the  1948 
convention  meetings  and  social  functions,  and  are  to 
be  congratulated  on  the  outstanding  success  of  their 
efforts. 


NEW  YORKERS  WILL  LOSE  $40,000,000  FROM 

Statisticians  of  the  New  York  City  Health  De- 
partment estimated  recently  that  New  Yorkers  will 
suffer,  collectively,  205,000  years  of  distress  from 
colds  in  1948,  and  at  the  same  time  lose  $30,000,000 
in  earnings  because  of  absence  from  work. 

Adding  a conservative  $10,000,000  for  doctor’s 
bills  and  medicine,  the  health  department  estimates 
a total  of  $40,000,000  as  the  total  loss  to  the  3,450,- 


COMMON  COLD  IN  1948 
000  employed  persons  in  the  city,  with  colds  credited 
with  one  third  of  an  estimated  average  absenteeism 
of  one  day  per  person. 

The  statisticians,  as  reported  by  the  New  York 
Times,  arrived  at  the  figures  by  allowing  each  of  the 
7,500,000  New  Yorkers  two  colds  this  year,  and  five 
days  for  each  cold.  The  average  daily  wage  was 
estimated  at  nine  dollars. 
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TOWNS  TREATMENT  for  ALCOHOLISM  and  NARCOTIC 
and  HYPNOTIC  ADDICTIONS 

Established  1901  Now  Generally  Accepted 

PROVIDES:  (1)  An  Assurance  of  a Definite  Medical  Result 

(2)  An  Assurance  of  Length  of  Time  Required  and  Exact  Cost 

(3)  An  Assurance  of  Absolute  Privacy 

Our  “SYMPOSIUM  OF  MEDICAL  OPINION”  includes  case  histories  of 
this  successful  treatment  endorsed  by  many  physicians.  Copy  on  request. 

CHARLES  B.  TOWNS  HOSPITAL 

FOR  ALCOHOLISM  AND  DRUG  ADDICTION  EXCLUSIVELY 

COMPLETELY  REDECORATED  AND  MODERNIZED 

293  Central  Park  West,  New  York  24,  N.  Y.  TekSChuyler  4-0770 


^^‘INTERPINES’ 

FALKIRK 

IN  THE 

Vdlllur  Goshen,  N.  V. 

R A M A P 0 S 

Phone  117 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 

Ethical — Reliable — Scientific 

CASES.  Falkirk  has  been  recom- 

Disorders  of  the  Nervous  System 

mended  by  the  members  of  the  medi- 

BEAUTIFUL— QUIET— HOMELIKE 

cal  profession  for  half  a century. 

Write  for  Booklet 

Literature  on  Request 

FREDERICK  W.  SEWARD,  M.D.,  Director 

ESTABLISHED  1889 

FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg 

CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 

COPIAGUE  GENERAL  HOSPITAL 

Separate  Accommodations  for 

CONVALESCENTS  and  CHRONICS 

with  added  facilities  ol  a General  Hoipital 

Located  in  tranquil  country  area 
on  South  shore  ol  Long  Island 

H.  R.  Blanchard,  Adm.  Tel.  Amityville  71,  72 
Cedar  Court  Copiague,  N.  Y. 


IN  ELMS 

A iMcnlern 

Psychiatric  Hospital  1 1 nit 
Selected  drug  and  alcohol  problem* 
accepted 
Hates  Moderate 

Eugene  N.  Boudreau,  M.D.,  Psychiatrist 
R.  Stuart  Dyer,  M.D.,  Asst.  Psychiatrist 
658  Weat  Onondaga  St. 
SYRACUSE,  N.  Y. 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  550  Write  for  illustrated  booklet. 


HOLBROOK  MANOR  nhuSsmeg 

Five  Act.i  of  Pintwoodtd  Groundi 

SENILE,  AGED,  CHRONICS 

Physicians  may  treat  their  own  patients. 

Hypertensives  Arterio-sclerotics  All  Neurological  Disorders 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  Q.P. 

HOLBROOK,  L.  I.  N.  Y.  Office:  GRamercy  S-4I7S 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MKNTA  L discuses.  * 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN,  President  GEORGE  E.  GAR  LIN,  1V1.D.,  /*  hysician-in-iZharge 

NEW  YORK  CIT  Y OFFICE,  Empire  Stute  Building,  Tel.  Longucro  3-0799 


1422 


★ 

Pyridium  is  virtually  nontoxic  in  therapeutic  dosage.  It 
may  be  employed  safely  in  recommended  dosage  through- 
out the  course  of  treatment  of  most  cases  of  uncompli- 
cated urogenital  infections. 

Conveniently  administered  by  mouth  in  a dosage  of 
2 tablets  t.i.d.,  this  well- tolerated  agent  affords  prompt 
relief  of  distressing  urinary  symptoms  in  a high  percent- 
age of  cases. 

Following  oral  administration,  Pyridium  produces  a 
definite  analgesic  effect  on  the  urogenital  mucosa.  This 
action  contributes  to  the  prompt  and  effective  relief  that 
is  so  gratifying  to  patients  suffering  with  distressing 
urinary  symptoms.  Literature  on  Request. 


an  important 
attribute  of 

PYRIDIUM® 


PYRIDIUM 


(Brand  of  Phenylazo-diamino-pyridine  HCI) 


MERCK  & CO.,  Inc.  , RAHWAY,  N.  J 

t// (an u^fic/u 

In  Canada:  MERCK  & CO.,  Ltd.  Montreal,  Que. 


Pyridium  is  the  trade-mark  of 
the  Pyridium  Corporation  for 
its  Brand  of  Phenylazo- 
diamino-pyridine  HCI.  Merck 
& Co.,  Inc.,  sole  distributors 
in  the  United  States. 
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It  is  therefore  the  Privine  preparation  of  choice 
for  regular  prescription  purposes. 

Privine  hydrochloride,  0.1  per  cent,  fills  the  need 
for  an  agent  which  will  produce  the  intense 
vasoconstriction  frequently  necessary  for  adequate 
visualization  and  for  pre-  and  post-operative  shrinkage. 
It  is  therefore  the  Privine  preparation  of  choice 
for  direct  use  in  the  office  or  hospital. 


When  properly  administered,  Privine  hydrochloride 
induces  prolonged  vasoconstriction  with  relative 
freedom  from  local  or  general  side  effects.  Three  drops 
will  usually  produce  nasal  decongestion  lasting  3-6  hours. 
Overdosage  should  be  avoided. 


Issued  :0.05%,  bottles  of  1 (1.  oz.  and  16  fl.  ozs.  ‘Jelly, 0.05%, tubes  of  20  Gm. 
0.1%,  bottles  of  16  fl.  ozs.  only 


Ciba 


PRODUCTS, 


INC.,  SUMMIT, 


N EW 


JERSEY 


2/132SA1 


PRIVINE  (brand  of  napbazfilino ) • T.  M.  Rog.  U.  S.  Pat.  Off. 


in  weight  reduction — 
new  evidence  of  the 
efficacy  of  Dexedrine 

Excerpts  from  a recent  study  entitled,  THE  MECHANISM  OF  AMPHETAMINE- 
INDUCED  LOSS  OF  WEIGHT:  A Consideration  of  the  Theory  of  Hunger  and  Appetite 
— by  Harris,  S.  C.;  Ivy,  A.  C.,  and  Searle,  L.  M.:  J.  A.  M.  A.  134:1468  (Aug.  23)  1947. 


experiment  1. 


Does  'Dexedrine’  Sulfate,  by  controlling  appetite, 
decrease  food  intake  and  body  weight  in  human  subjects? 


results  ".  . . our  obese  subjects  lost  weight  when  placed 

on  a diet  which  allowed  them  to  eat  all  they  wanted 
three  times  a day  ...” 

experiment  4.  Does  the  rather  prolonged  administration  of  Dexedrine 
cause  any  evidence  of  disturbance  of  tissue  functions? 

results  "No  evidence  of  toxicity  of  the  drug  as  employed  in 

these  studies  was  found  ...  no  evidence  of  deleterious 
effects  of  the  drug  was  observed.” 


Dexedrine  sulfate 


for 

control 
of  appetite 
in  iv eight 
reduction 


( dextro-amphetamine  sulfate,  S.K.F.)  Tablets  Elixir 


* T.M.  REO.  U.S.  PAT.  Off. 
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Vasorelaxation  produced  by  Nitranitol  is  GRADUAL,  avoiding  the 
dangerously  abrupt  blood  pressure  fluctuations  of  the  quick-acting  drugs. 

The  hypotensive  effect  of  Nitranitol  is  PROLONGED,  each  dose 
overlapping  the  one  before — permitting  maintenance  of  a relatively 
constant  pressure. 

The  negligible  clinical  toxicity  of  Nitranitol,  making  it  SAFE  for  use 
over  an  indefinite  period,  is  in  contrast  to  the  cumulative  toxicity  of 
the  thiocyanates. 


Gradual,  Prolonged,  Safe  Vasodilation  with 

NITRANITOL 


T.  M.  REG.  U.  S.  PAT.  OFF. 

Nitranitol  contains  gr.  mannitol  hexanitrate  in  each  scored 
tablet.  Dosage  is  1 to  2 tablets  every  four  hours.  Available  in 
hospital  and  prescription  pharmacies  in  bottles  of  100  and  1000. 
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THE  WM.  S.  MEBHELL  COMPANY 
CINCINNATI,  U.  S.  A. 


the  most  economical 
of  male  hormone 

METANDREN 
LINGUETS 


• Avoid  hepatic  inactivation 

• Simulate  natural  secretion 


..,ET«ENTHE«~" 
••  teeth  end  cheek 


The  Linguet  containing  methyltestosterone 
is  placed  in  the  space  between  the  molar  teeth  and 
cheek,  a natural  buccal  pocket.  Dissolving 
slowly,  the  drug  enters  the  systemic  circulation,  largely 
avoiding  inactivation  in  the  liver  and  intestinal  tract. 
Dosage  is  therefore  approximately  one-half  that 
required  when  tablets  are  ingested  . . . “the  most 
economical  and  also  efficient  way  of  administering 
testosterone  . . .”l 

i.  Lisser,  II.:  Calif.  & West.  Med.,  64:  177,  1946. 

• CIBA  PHARMACEUTICAL  PRODUCTS.  INC.,  SUMMIT.  N.  I. 


METANDREN,  LINGUETS— Tiade  Marks  Rett- U S-Pat. Off. 


infant  feeding  that  consistently,  for  over  three  decades,  has  received  universal  pediatric 


MEAD'S 

DEXTRI-MALTOSE 


>n*,i$tmgof  maltose 
, resulting  from  the 
;ion  of  barley  mail 
:orn  floor. 


WITH 

CHLORIDE 


MEAD  JOHNSON  & C 


recognttion.  No  carbohydrate  employed  in  this  system  of  infant  feeding  enjoys  so 
rich  and  enduring  a background  of  authoritative  clinical  experience  as  Dextri-Maltose. 
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96-Hour  Penicillin  Blood  Levels 
with 


Here  is  a revolutionary  improvement  in  repository 
penicillin  formulations:  a single  1 cc.  injection  ( 300,000 
units ) produces  and  maintains  therapeutic  blood  concen- 
trations for  96  hours  in  90  % of  patients.  This  outstand- 
ing achievement  does  away  with  the  need  for  every  day 
injections  in  repository  penicillin  therapy;  the  recom- 
mended dosage  of  a single  1 cc.  injection  every  other 
day  is  judged  to  be  adequate  for  the  majority  of  clinical 
purposes. 

In  Addition 

Flo-Cillin  “96”  is  a stable,  always  fluid  suspension 
which  doesn’t  “settle  out.”  No  extemporaneous  mix- 
ing or  prolonged  shaking  is  required.  A uniform  dis- 
persion of  penicillin  is  assured  in  each  and  every  dose. 

FLO-CELLIN  “96” 

Procaine  Penicillin  G in  Oil 
(300,000  units  per  cc.) 
with  Aluminum  Monostearate,  2% 


Available  NOW  from  your  usual 
source  in  vials  containing 
ten  1 cc.  doses;  in  a sterile 
disposable  package  containing 
a 1 cc.  cartridge  and  one  B-D* 
Disposable  Cartridge  Syringe; 
and  in  I cc.  cartridges  alone 
for  use  with  the  B-D*  Metal 
Cartridge  Syringe. 


'Reg.  U.  S.  Pat.  Off.,  Beeton,  Dickinson  & Co. 
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m'f ‘“septic  hreas.  care  is  in  use. 

technic  of  ■ T-nv^HMlG 

of  THE  PLASTISH1ELD 

Advantages  OjT  ^ areola  against  irriiation.  . 

plastishields  protect 

FiasiishieUs  are  easib  'ten  «*  ' 

Plastishields  Jo  not  react  J J " oi„tme„,s  or  oiKer  medication, 
plastishields  eliminate 


PlastisKieU,  me. 


More 

bireast  fed 
babies . . • 


with,  the 

PlastishieU 

technic 
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AMore  Doctors 
Sm  oke  CAMELS 


than  anif  other  eitjarvtte 


Three  independent  research  organizations  in  a nationwide  survey  asked  113,597 
doctors  what  cigarette  they  smoked.  The  brand  named  most  was  Camel! 


William  Withey  Gull 

(1816-1890) 


proved  it  in  pathology 


SIR  William  Gull  is  medically  recognized 
for  his  many  original  observations 
w hich  led  to  his  classic  description  of 
myxedema  and  a greater  understanding  of 
nephritis.  He  also  added  much  to  the  funda- 
mental knowledge  of  neuropathology— such 
as  his  observations  that  locomotor  ataxia 
was  a disease  of  the  posterior  columns  of 
the  spinal  cord.  Medical  knowledge  was 
greatly  enriched  by  Gull's  experiences. 


Experience  is  the  best 
teacher  in  cigarettes , too! 


Yes,  Experience  is  what  counts— just  as  it 
always  has.  And  with  millions  of  smokers 
who  have  tried  and  compared  many 
different  brands  of  cigarettes,  Camel  is  the 
“choice  of  experience.” 

Try  Camels!  Discover  for  yourself  how 
the  rich,  full  flavor  of  Camel’s  choice,  prop- 
erly aged  and  expertly  blended  tobaccos 
pleases  your  taste.  See  if  Camel’s  cool, 
cool  mildness  isn’t  mighty  welcome  to  your 
throat. 

Let  your  own  experience  tell  you  why 
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LIQUIDERM 


A quick-drying  alcoholic  solution  possessing  bactericidal,  bacterio- 
static, anti-pruritic,  detergent,  astringent,  keratolytic,  deodorant 
and  prophylactic  properties. 


New  Non-Toxic  Fungicide  and  Germicide 


Jor 


DERMATOLOGIC  THERAPY 

• Epidermatophytosis  Pedis 

• Tinea  (Hands,  Face,  Body,  Feet) 

• Pruritus  (Ani,  Cruri,  Vulvae) 

• Intertrigo  (Breasts,  Ears,  Legs,  Armpits) 

• Interdigital  Fissures 

• Adhesive  Dermatitis 


AURAL  THERAPY 

• Furunculosis  of  the  Canal 

• Impetigo  Contagiosa 

• Neurodermatitis  of  the  Canal 

• Contact  Dermatitis  of  the  Canal 

• Mycotic  Otitis  Externa 

• Chronic  Otitis  Media 


Liquiderm  Stimulates  Epithelization  in  Post-  Operative  Wounds;  Prevents  Maceration 


Ethically  Detailed  - - - Available  in  1 oz.  Bottles  - - - Literature  and  Sample  on  Request 

COLIN  PHARMACAL  CO  B , inc.  isrs: 


Formula:  Di-isobutyl  cresoxy  ethoxy  ethyl  dimethyl  benzyl  ammonium  chloride, 
carbolic  acid,  benzoic  acid,  salicylic  acid,  resorcin,  camphor,  tannic  acid,  solution 
of  coal  tar  and  chlorthymol,  in  a specially  prepared  aromatized,  deodorant  base. 
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combined  hemopoietic  actions 


Heptuna  with  Folic  Acid  combines 
the  therapeutic  efficacy  of  folic  acid,  iron  and 
vitamins.  Folic  Acid  has  been  proven  to  be  effective  for  many 
types  of  macrocytic  anemias  and  hypochromic 
anemias  in  which  the  blood-forming  organs  require 
specific  stimulation.  Heptuna  with  Folic  Acid  not 
only  furnishes  the  hemopoietic  and  nutritional  effects  of  iron 
(ferrous  sulfate)  and  vitamins,  but  also  the  necessary 
hemopoietic  stimulant — folic  acid. 

HEPTUNA  and  HEPTUNA  WITH  FOLIC  ACID 
are  now  available  at  prescription  pharmacies. 


a,  R 
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EACH  CAPSULE  CONTAINS: 

Folic  Acid. 

Ferrous  Sulfate  U.S.P 

4.5  Grains 

Vitamin  A (Fish-Liver  Oil).  . . 

5,000 

U.S.P. 

Units 

Vitamin  D (Tuna-Liver  Oil).  . 

500 

U.S.P. 

Units 

Vitamin  Bx  (Thiamine  Hydrochloride)  2 

mg. 

Vitamin  B2  (Riboflavin) 

2 

mg. 

Vitamin  Be  (Pyridoxine  Hydrochloride)  0.1 

mg. 

Calcium  Pantothenate 

0.333  mg. 

Niacinamide 

10 

mg. 

i jfaybazaZccvi 


Together  with  other  B-complex 
factors  from  liver  and  yeast. 


J.  B.  ROERIG  AND  COMPANY 

536  Lake  Shore  Drive  • Chicago  11,  Illinois 


87-44, SF 
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IT’S  THE^W 
DIATHERMY! 

AVAILABLE  IN  VARIOUS 
APPLICATOR  COMBINATIONS 

Here’s  maximum  flexibility,  safety 
and  operating  economy  all  rolled 
into  one  superior  diathermy  unit! 
Made  by  the  makers  of  the  famous 
Bovie  Electrosurgical  Unit,  the 
Model  SW-227  features  the  pat- 
ented L-F  Hinged  Treatment 
Drum,  Air-Spaced  Plates  and 
other  accepted  applicators.  No 
limitation  on  types  of  treatment. 
“Wavemaster”  Frequency  Control 
guarantees  operation  within  au- 
thorized frequency  channels. 
F.C.C.  Type  Approval  No.  D-472. 

WRITE  FOR  FULL  DETAILS 


today! 


0%gllEIIElBigPFUKSHEIM(^. 


DEPT.  N, 


CINCINNATI  2.  OHIO 


I42X 
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Every  Baxter  expendable  administration  set  that  is  used 
means  cleaning  time  saved,  sterilization  time  saved 


and  assembling  time  saved,  because  Baxter  expendable 
sets  are  ready  to  use— clean,  sterile,  non-pyrogenic.  There  are 
Baxter  expendable  sets  for  solution  administration,  for 
blood  collection  and  blood  and  plasma  administration. 

An  adequate  stock  of  expendable  sets  plus  Baxter 
solutions  insures  that  the  hospital  is  ready  for  any 
emergency.  A request  on  your  hospital  stationery  will 
schedule  a demonstration  of  all  Baxter  expendable  sets. 


Manufactured  by  * 

BAXTER  Laboratories 

Morton  Grove,  Illinois  Acton,  Ontario 

Produced  end  distributed  in  the  eleven  western 
states  by  DON  BAXTER,  Inc.,  Glendale,  California 


AMERICAN  HOSPITAL  SUPPLY  CORPORATION 

Distributors  East  of  the  Rockies  • General  Officesi  Evanston,  Illinois 
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When  100  or  more  grams  of  pro- 
tein per  day  must  be  administered 
to  a critically  ill  or  convalescent 
patient,  taste  and  bulk  are  real 
problems. 

Essenamine  is  an  essentially  taste- 
less protein  concentrate.  In  virtually 
pure  form,  adaptable  to  any  type  of 
diet,  Essenamine  supplies  large 
quantities  of  the  needed  amino 
acids.  May  be  administered  in  milk, 
broths,  fruit  and  vegetable  juices, 
meat  loaf,  baked  goods,  custards, 
ice  cream,  etc. 

The  required  amount  of  Essena- 
mine should  be  mixed  with  a small 
amount  of  cold  water  to  form  a 
smooth  paste;  then  add  liquid  or 
other  ingredients  gradually. 


WINTHROP  STEARNS 


■7?: 


. . . high  concentration  of  protein 
. . . minimum  bulk 

. . . tasteless  . . . bland  . . . unflavored 


Supplied  in  7 Vi  and  14  oz.  jars. 


inc.  Write  lor  Recipe  Book: 

Specify  number  desired. 


Essenamine.  trademark  reg.  U.  S.  & Canada 
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PHYSICIANS'  HOME. 
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for  the 

irritable 

bowel 


PAVATRINE 


SEARLE 


The  severe,  painful  spasm  associated  witly  the  hypertonic  or  hyper- 
active bowel  suggests  the  need  for  the  combined  spasmolytic-sedative 
action  of — 

with  Phenobarbital 

Pavatrine,  a potent,  well  tolerated,  synthetic  spasmolytic,  is  unique 
in  its  combined  neurotropic  and  musciilotropic  antispasmodic  action  on 
painful,  smooth  muscle  spasm.  Tl/c  inclusion  of  the  mild  central 
nervous  sedation  of  phenobarbital  combines  to  afford  effective  sympto- 
matic relief  in  the  management  of  ine  irritable  bowel  as  well  as  in  such 
prevalent  conditions  as  pylorospasm,  dysmenorrhea  and  bladder  spasm. 


Research  in  the  Service  of  Medicine 


Pavatrine  is  the  registered  trademark 
of  G.  I).  Searle  Co.,  Chicago  80,  Illinois 
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In  Congestive  Heart  Failure 


^hjExxnlcin 


Theobromine-calcium  salicylate  Council  Accepted 


[VlCAL/F1 


Diuretic  and  Myocardial  Stimulant 

7'A  grain  tablets  and  powder.  Dose:  1 to  3 tablets  repeated 


W BILHUBER-KNOLL  CORP.  ORANGE,  NEW  JERSEY. 
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Announcing  Abboffs 


€W  SIMPLIFIED  DEVICE 


for  Penicillin  Powder  Inhalation 


Abbott's  radically  new  device,  the  Aerohalor,  offers  an  improved 
method  for  administering  penicillin  to  the  upper  respiratory  tract 
and  lungs.  Its  simple,  easy  operation  permits  oral  or  nasal  inhala- 
tion therapy  in  the  patient’s  home  or  in  your  office. 

The  device  consists  of  a discharge  chamber  with  interchange- 
able mouthpiece  and  nosepiece.  Abbott  Sifter  Cartridges,  each  con- 
taining 100,000  units  of  finely  powdered  Crystalline  Penicillin  G 
Sodium,  are  prescribed  separately  for  use  with  the  Aerohalor. 

For  oral  inhalation,  the  patient  attaches  the  mouthpiece  to  the 
discharge  chamber  of  the  Aerohalor,  inserts  & cartridge  and 
"smokes”  the  Aerohalor  like  a pipe.  For  nasal  inhalation,  the 
same  procedure  is  followed,  except  that  the  nosepiece  is  used. 

This  form  of  treatment  is  indicated  for  infections  of  the  re- 
spiratory tract  produced  by  organisms  susceptible  to  penicillin.  It  is 
contraindicated  only  in  infections  not  susceptible  to  the  action 
of  penicillin  and  for  patiertts  with  an  established  sensitivity  to  the 
drug.  Reactions  appear  to  be  minimal — 3 to  6 percent  in  one  series 
of  over  500  cases.*  No  serious  reactions  have  yet  been  encountered. 

The  Aerohalor  and  Abbott  Sifter  Cartridges  are  now  available. 
Supply  may  be  limited — keep  in  touch  with  your  local  pharmacies. 
Write  for  literature.  Abbott  Laboratories,  North  Chicago,  Illinois. 

*Krasno , L,  Karp,  \1.,  and  Rhoads  ,P.  S (1948),  Inhalation  of  Dust  Penicillin, 
Ann.  Ini.  Med.,  28:  607-617,  March. 


H 


(a)  Discharge  chamber  is  attached  either  to  (b)  Mouthpiece  or  (c)  Nosepiece, 
for  use  with  (d)  Abbott  Sifter  Cartridge. 


AEROHALOR 

/ ^ //  <///■ 


As  patient  inhales,  stream  of  air  enters  curved  intake 
tube  causing  metal  ball  to  strike  against  Sifter  Car- 
tridge. This  shakes  out  a small  amount  of  penicillin  pow- 
der into  stream  of  air.  Powder  is  carried  into  respira- 
tory passages,  deposited  on  surfaces  of  the  mucous 
membranes  and  absorbed  into  the  blood  stream. 


For  nasal  inhalation.  Operates  on 
same  principle  as  mouthpiece.  Patient 
holds  openings  against  nostrils  . . . 
inhales  . . . removes  . . . exhales. 
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IX  TRICHOMONIASIS 
ARGYPULVIS  new  adaptation  of  ARGYROL 


MORE  EFFECTIVE  TREATMENT 


RETTER  CONTROL 


For  Use  by  the  Physician 
7-gram  bottles  fitting 
Holmspray  or  equivalent 
powder  blower 


For  Home  Use  by  the  Patient 
2-gram  capsule  for  insertion  by  the  patient 


In  both  treatment  and  continuous  control 
of  Trichomoniasis,  the  effectiveness  of 
ARGYPULVIS  as  a protozoacidal  agent  has 
been  definitely  established.  " 

Use  of  the  preferred  powder  form,  which 
is  employed  both  for  insufflation  and  in 
capsules  for  insertion  by  the  patient,  offers 
definite  advantages— not  only  in  eradica- 
tion of  the  causal  agent  but  also  in  control 
and  prevention  of  recurrence. 

Furthermore,  the  detergent  and  demul- 
cent properties  of  ARGYPULVIS  are  addi- 
tional advantages  in  the  treatment  of  those 


cases  in  which  cervicitis  and  vaginitis  are 
associated  with  Trichomoniasis. 

Composition  . . . Physical  Properties 

ARGYPULVIS  contains  powdered  ARGYROL 
(20%),  Kaolin  (40%)  and  Beta  Lactose 
(40%)  . . . finely  milled,  to  provide  the 
fluffiness  which  makes  for  easy  insufflation, 
and  with  an  attraction  for  water  which  pro- 
motes fast  action. 


ARGYPULVIS 

ARGYROL  and  ARGYPULVIS  arc  registered  trademarks, 
the  property  of 

A.  C.  BARNES  COMPANY 
NEW  BRUNSWICK,  N.  J. 

*Reich,  Button  and  Nechtow,  “ Treatment  of  Tri- 
chomonas Vaginalis  Vaginitis,”  Surgery,  Gynecol- 
ogy and  Obstetrics,  May  1947,  pp.  891-896 


INTRODUCTORY  TO  PHYSICIANS:  On  re- 
quest we  will  send  professional  samples  of  Argy- 
pulvis  (both  forms),  together  with  a reprint  of  the 
Reich,  Button,  Nechtow  report.  (Use  coupon.) 


A.  C.  Barnes  Company 

Dept.  CM-88,  New  Brunswick,  N.  J. 

Name 

Address 

City State 


Relief  Beyond  Belief 


Ultracain  Ointment's  soothing  anesthetic  action  is  due 
to  the  synergistic  effect  of  its  aminobenzoate  esters. 
Even  on  repeated  use,  Ultracain  Ointment  applications 
are  signally  free  from  evidences  of  irritation.' 
This  soothing  quality— plus  the  pronounced  bacteriostatic, 
fungistatic,  and  healing  action  — makes  Ultracain  Ointment 
of  outstanding  value  in  pruritus,  hemorrhoids,  fissures, 
cutaneous  ulcers,  burns,  non-specific  dermatitis,  etc. 
Available  in  one  ounce  tubes  with  applicator  and  one  pound  jars. 

1 Combes,  F.  C.  et  al. : Am.  J.  Surg.,  74:45,  1947 


ULTRACAIN 

OINTMENT 


CHATHAM  'PHARMACEUTICALS,  INC. 

Maker t of  KOAGAMIN* 
NEWARK  2,  N.EW'  JERSEY 
Distributed  in  Canada  by 
FISHER  & BURPE,  LTD.,  Winnipeg,  Manitoba 

‘Ultracain  Ointment  and  Koagamin 
arc  the  registered  trade  marks  of  Chatham  Pharmaceuticals,  Inc. 
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Ihe  seasonal  increase  in  the  incidence  of 
scabies  is  effectively  combated  with  Kwell 
Ointment.  This  unusually  efficacious  scab- 
icide  overcomes  the  infestation  in  most 
patients  with  a single  application.  No  in- 
stance of  dermatitis  or  secondary  skin 
inflammation  due  to  the  active  ingredient 
has  been  reported.  Kwell  Ointment  presents 
1 per  cent  of  the  gamma  isomer  of  1,  2,  3, 
4, 5,6-hexachlorocyclohexane  in  a vanish- 
ing cream  base.  This  substance  is  quickly 
lethal  for  the  Sarcoptes  scabiei,  but  in  the 
concentrations  employed,  is  harmless  to 
man.  Kwell  Ointment  is  equally  valuable  in 
the  eradication  of  all  forms  of  pediculosis. 

Available  on  prescription  through  all 

pharmacies  in  2 oz.  and  1 lb.  jars. 


A DIVISION  OF  COMMERCIAL  SOLVENTS  CORPORATION 
17  EAST  42nd  STREET  NEW  YORK  17.  N.  Y, 
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Case  History  of  an  overweight  streetcar-operator  , , , 

^Dexedrine’  Sulfate  — because  it  curbed  appetite  and 
lowered  food  intake — enabled  even  this  extremely 
obese  patient  to  lose  weight  easily  and  safely  without 
the  use  (and  risk)  of  such  potentially  dangerous  drugs 
as  thyroid. 

Patient  before  treatment  (age  53;  height  5'  IOV2") 
weighed  352  pounds  . . . was  suffering  from  hyperten- 
sion, nervousness  and  dyspnea  . . . lived  in  fear  of  caus- 
ing an  accident  while  on  duty.  Overeating  was  the 
only  demonstrable  cause  of  his  obesity. 

Therapy:  ‘Dexedrine’  (is  mg.  a c.  t.i.  a.) Results:  Weight  B.  P.  Pulse 

March,  1946 ‘Dexedrine’  therapy  begun 352  280/152  86 

November,  1946  . . 8th  month  of ‘Dexedrine’ therapy  . 269  160/84  86 

January,  1948  ....  22nd  month  of  ‘Dexedrine’  therapy  . 234  158/84  86 

In  addition  to  the  weight  reduction  of  118  pounds 
and  the  concurrent  lowering  of  blood  pressure,  a remark- 
able improvement  is  reported  in  the  patient’s  mood  and 
outlook.  Earlier  nervousness  and  fears  have  vanished. 

Dexedrine*  Sulfate  tablets  and  elixir  . . . . the  most  effec- 
tive drug  for  control  of  appetite  in  weight  reduction. 

Smith,  Kline  & French  Laboratories  Philadelphia 

CJL.M.  PCC.  U.S  PAT.  Off  • f On  Of  At  WO- AM  Pm  f TAM'Nf  SUlFATC. S. 
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The  Hanson  family  of  “I  Remember  Mama” 
faced  the  future  with  confidence  — a confidence 
all  due  to  Mama.  “If  anything  goes  wrong,” 
said  Mama,  “there’s  always  my  Bank  Account 
to  pull  us  through.” 

Things  worked  out  fine  for  the  Hansons.  And 
they  never  realized  that  Mama’s  Bank  Account 
was  Mama’s  own  myth. 

But  the  average  family  can’t  be  fooled  with 
a myth.  The  average  family  needs  real  savings, 


real  security  protecting  them. 

That's  why  so  many  families  have  begun 
to  save  the  automatic,  worryless  way  — with 
U.  S.  Savings  Bonds  that  pay  back  four  dollars 
for  every  three  in  just  ten  years. 

And  to  make  it  simpler  still,  your  govern- 
ment offers  you  two  fine  plans  for  their  pur- 
chase: (1)  The  Payroll  Savings  Plan  at  your 
firm.  (2)  For  those  not  on  a payroll,  the  Bond- 
A-Month  Plan  at  your  bank. 


AUTOMATIC’  SAVING  IS  SURE  SAVING  - U.S.  SAVINGS  BONDS 


Contributed  by  this  magazine  in  co-operation  with  the 
Magazine  Publishers  of  America  as  a public  service. 


SECURITY 
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fidOU  PneAettfo 


JONES 
MOTOR  BASAL 


for  accurate  B.  M.  R.  determination. 


% 

4& 


Accepted  by  the 
Council  on 
Physical  Therapy 
of  the  A.  M.  A. 


Your  patients’ 
Heart  action  . . . 


CahdUrfhcn 

The  Successful 

'Direct-  JVrititty. 
ELECTROCARDIOGRAPH 

SEE  Z 


on  SHARP 
CLEAR 
PERMANENT 
ELECTRO- 
CARDIOGRAMS 


RECORD 


For  differential  diagnosis  of  the  symptom- 
complex  of  fatigue,  nervousness,  increased 
heart-rate,  tremor,  emotional  instability 
and  depressed  mental  and  physical  ef- 
ficiency, nothing  is  so  revealing  as  an  ac- 
curate B.  M.  R.  report.  More  than  30,000 
satisfied  users  throughout  the  world.  Ac- 
curate, beautiful  equipment. 


Cardiotron  makes  permanent  electrocardi- 
ograms. Writes  with  the  new,  exclusive 
HEATED  JEWELED  POINT  on  PERMO- 
GRAPH  PAPER  without  ink!  No  slurring, 
blurring,  flooding.  Never  fades — and  has 
nothing  to  flake  off.  With  Cardiotron,  15 
leads  may  be  taken  without  reconnection  of 
electrodes — in  less  than  1 minute  with  the 
exclusive  Auto-Prestomatic  Switch! 


L.  & B.  REINER,  INC.,  139  East  23rd  Street,  New  York  10,  N.  Y.  GR  7-8!0° 

Please  send  me  further  information,  without  obligation,  about 
[ | Cardiotron,  the  Direct-Recording  Electrocardiograph. 

( ] Jones  Motor  Basal 

Dr. 

Address 
City 


Zone 


State 


1442 


For  Head  Colds , 

Crusts,  Dryness  of  the 
Nose  and  Other 
Nasal  Conditions 

O L I O D I N (2  fl.  or.) 

(De  Leoton  Nasal  Oil) 

OLIODIN  produces  a mild  hyperemia  with  an  exudate  of 
serum,  loosening  crusts,  relieving  dryness  and  is  soothing  to 
the  nose  and  throat.  Breathing  is  improved. 

Try  OLIODIN  in  connection  with  forms  of  treatment  you 
may  be  using  in  the  nose,  such  as  tamponage,  sprays,  etc.  and 
note  the  improvement. 


For  The  Eyes 

OPHTHALMIC 

Solution  No.  2 

Yi  fl.  oz. — 2 fl.  oz. 

(De  Leoton  Eye  Drops) 

Sol.  Oxycyanide  of  Mercury  with  Zinc  Sulphate,  Zinc  Phenol- 
sulphonate  and  Boric  Acid  in  Distilled  Water. 

USES:  1.  In  Diplo-bacillus  infections. 

2.  Before  and  after  operations. 

3.  In  chronic  catarrhal  conditions  of  elderly  people. 

4.  As  a collyrium  (Eye  Wash). 

5.  To  relieve  irritation  caused  by  wind,  dust,  bright 
lights,  etc. 

Write  for  Samples 

THE  DE  LEOTON  COMPANY 
Box  204,  Capitol  Station  Albany,  N.  Y. 


NOW  IN  AMERICA ! 


STOUT 


Long  a best-seller 
in  the  United  Kingdom, 
MACKESON’S  MILK  STOUT 
is  an  entirely  different  and 
really  delicious  brew  that  can 
be  recommended  in  all  cases 
where  a stout  is  advisable.  It 
contains  the  carbohydrates 
of  the  purest  dairy  milk. 

Samples  sent  on  request 
Imported  by 

Greenwich  Village  Beverages,  Inc. 
579  West  1 30tb  St.,  New  York  City 
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HOLDING 


THE  MIRROR  UP  TO  NATURE 


the  pure  corpus  luteurn  hormone 


identical  in  action  with  the 
progestational  principle  isolated  from 
the  mammalian  ovary 


Proluton*  provides  true  replacement 
therapy.  Chemically  pure,  Proluton 
(progesterone)  rapidly  induces  a secretory 
phase  of  the  endometrium,  in  the  same 
manner  as  produced  by  the  hormone  of  the 
normally-functioning  corpus  luteurn  of 
the  female.  Progesterone  thus  is  “extremely 
effective”1  in  controlling  functional 
uterine  bleeding.  Fluhmann1  states  that 
progesterone,  given  intramuscularly  in 
daily  doses  of  10  mg.  for  several  days, 
“invariably”  leads  to  a cessation 
of  the  bleeding. 


icause  the  corpus  luteurn  hormone  is  a “powerful  uterine  relaxant,”2 

PROLUTON 

has  had  brilliant  success  in  forestalling  threatened  and 
habitual  abortion,3  and  in  relieving  dysmenorrhea.4  As 
Proluton  is  corpus  luteurn  hormone,  it  is  innocuous  even 
in  large  dosage.3 

PACKAGING:  Proluton  (progesterone  in  oilt  ampuls  of  1 ee.  containing  1,  2, 
5 or  10  mg.,  boxes  of  3.  6 and  SO  ampuls;  also  vials  of  10  cr.  containing  25  mg. 
per  cc.,  box  of  1 vial.  Pkanont*  (anhydrohydroxy-progesterone)  tablets  of  5 or  10 
mg.,  boxes  of  20,  40.  100  and  250  tablets;  and  25  mg.,  boxes  of  20  and  100  tablets. 

BIBLIOGRAPHY:  (1)  Fluhmann,  C.  F. : J.A.M.A.  135:557,  1947.  (2)  Frank. 
R.  T. : M.  Clin.  North  America  25 :007.  1941.  (3)  Krohn,  I...  and  Harris,  J.  M. : 
Am.  J.  Obst.  & Cynec.  41:95,  1941.  (4)  Harding,  F.  E.:  Am.  J.  Obsl.  & Gynec. 
53:279,  1947. 


CORPORATION  • BLOOMFIELD,  NEW  JERSEY 

IN  CANADA,  SCH FIRING  CORPORATION  LIMITED,  MONTREAL 
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HABIT 

TIME 


Active 

>*'  ” Ingredient: 

Mineral  Oil  65% 
DIRECTIONS— Adults:  One  table 
spoonful.  Children:  One  teaspoonful. 
Important— Do  not  take  directly 
before  or  after  a meal. 

May  be  thinned  with  water,  milk  or 
fruit  juice  if  desired. 
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now... 

freedom  from  gastric  distress 


for  maximum  hemoglobin  'production 

Besides  iron,  glycine  is  essential  for  the  synthesis  by 
the  body  of  protoporphyrin  which  in  turn  enters  into 
the  formation  of  hemoglobin.* 

Capsules:  Ferrous  Glycinate-MRT  suspended  in  edi- 
ble oil . . . Passed  through  the  stomach  without  releasing 
the  ferrous  glycinate  . . . No  irritation  or  nausea  . . . 
Positive  absorption  in  the  duodenum. 

Elixir : So  free  from  astringency  that  it  will  not  curdle 
milk  . . . Mixes  freely  with  fruit  juices  and  other  medi- 
caments . . . Especially  recommended  for  children. 

Each  capsule  contains  ferrous  glycinate  100  mjt.  (in  oil)  equivalent 
to  25mg.  ferrous  iron.  Each  teaspoonful  of  elixir  (5cc.)  contains  3 
Crains  (183mg.)  of  organic  ferrous  iron  and  10  grains  glycine 
(aminoacetic  acid). 

•Shcmln.  D..  and  Rtltenberg.  1>  : The  Utilization  of  Glycine  for  the  Synthesis 
of  l'orphyrln.  J.  Ulol.  Chem..  11)9:307,  1915 


no  coined  names  . . . specify 


k. 


MRT 


literature  and  samples  on  request 


MARVIN  R.  THOMPSON,  inc. 

service  to  medicine 

STAMFORD,  CONNECTICUT 
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SALINIDOL 

Formula  U.S.P.H.  Service 

Salicylanilid 5% 

Carbowax 95% 

Ringworm  of  the  Scalp 

(Microsp.  Audouini  or  Microsp. 
Lanosum) 

Salinidol — Greaseless,  Stainless, 
Odorless.  Easily  removed  with 
water. 

The  hair  must  be  clipped  every 
10  days  and  Salinidol  applied 
daily. 

Please  write  for  sample  and 
literature. 

DOAKCO.,  INC. 

Cleveland,  Ohio 

NY  7-48 


PRESERVED 

Sheep  Cells 


Gives  accurate  and  reliable  results 
in  complement  fixation  and  hetero- 
phile  anti-body  tests. 

Guaranteed  for  one  month 
from  date  of  shipment. 


Prices 

lOcc  vial $1.50 

30cc  bottle 3.50 


Discounts  on  Monthly  Contracts 

CERTIFIED  BLOOD  DONOR 
SERVICE 

146-16  Hillside  Ase.  Jamaica  2,  N.  Y. 
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How  its  special  vehicle  makes 

Acnomel 


a significant  advance,  clinical  and  cosmetic, 

in  acne  therapy 


Acnomel’s  superior  vehicle  embodies  an  entirely 
new  principle  in  topical  acne  therapy.  To  this  vehicle 
— a stable,  grease-free,  flesh-tinted  hydrosol  — 
Acnomel  owes  the  following  important  advantages: 


^ It  is  easy  to  apply  smoothly  and  evenly. 

^ Upon  application,  it  dries  in  a few  seconds. 

3 Its  active  ingredients  are  maintained  in 
intimate  and  prolonged  contact  with 
the  affected  areas. 

It  removes  excess  oil  from  the  skin. 

^ It  is  readily  washed  off  with  water. 

Available,  on  prescription  only,  in  specially-lined  1 Vi  oz.  tubes. 


Smith,  Kline  & French  Laboratories  Philadelphia 


Active  ingredients: 
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reactions  . . . highly  effective  in  allergic  disorders  . . . 


especially  hay  fever  . . . 25-mg  tablets  . . . also  a 
palatable  syrup  for  children  (10  mg  per  teaspoonful). 


T.  M.“Thephorin— Brand  of  phenindamine.  Chemically,  Thephor.n 

is  2 -methyl -9 -phenyl -2,  3,  4,  9-tetrahydro-1- 


pyridinden©  hydrogen  tortrote. 


HOFFMANN-IA  ROCHE  INC  • 


ROCHE  PARK 


. NUTIEY  10  • NEW  JERSEY 
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Hemosules 


WARNKR’ 


A New  Hematinic  Preparation .. . 

Tailored 
to  the 
Successful 
Treatment 

°f 

Hypochromic 
Anemias 


The  recommended 


provides: 


Ferrous  Sulfate  .... 
Liver  concentrate  1:20  . 

Folic  acid 

Thiamine  hydrochloride 

(vitamin  Ih) 

Riboflavin  (vitamin  B2) 

Niacinamide 

Pyridoxine  hydrochloride 

(vitamin  B6) 

Calcium  pantothenate  . . 
Ascorbic  acid  (vitamin  C) 


(15  gr.)  972.0  mg. 
(15  gr.)  972.0  mg. 

4.5  mg. 


6.0  mg. 
6.0  mg. 
24.0  mg. 


3.0  mg. 
3.0  mg. 
90.0  mg. 


William  R.  Warner  & Co.,  Inc. 

New  York  . St.  Louis  • Los  Angeles 


For  Therapy 

in  hypochromic  anemias: 
two  (2)  HEMOSULES* 
three  times  a day  after  meals. 

For  Prophylaxis' 
and/or  Maintenance 

in  conditions  predisposing 
toward  anemic  states, 
t.e.,  pregnancy,  fever, 
respiratory  disorders, 
infectious  diseases,  nutri 
tional  disorders,  etc.: 
one  to  three  (1  to  3) 
HEMOSULES*  daily, 
or  more,  as  prescribed 
by  the  physician. 

HEMOSULES*  'Warner,* 
hematinic  capsules,  are  available 
in  bottles  of  96  and  250. 
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puerperal 

morbidity 

reduced 


Pelvicin 


* 

[penicillin  vaginal  suppositories  Sctienley] 


In  a recent  controlled  study  1 of  1,573  obstetrical  patients,  the  incidence 
of  genital  tract  infections  was  reduced  from  5.3  per  cent  to  2.3  per  cent 
when  penicillin  vaginal  suppositories  were  used.  A decline  of  56.6  per  cent! 

ADDITIONAL  ADVANTAGES:  PELVICINS  (penicillin  vaginal 
suppositories  Schenley)  shorten  the  hospitalization  period;  reduce  nursing 
care  required;  are  completely  painless  and  nonirritating.  These  advantages 
suggest  the  value  of  their  routine  use  in  obstetrical  procedure. 

SIMPLICITY  OF  TECHNIQUE:  Insert  2 PELVICINS  (total,  200,000 
units  of  penicillin)  into  posterior  fornix  of  vagina  with  a sponge  forceps, 
immediately  after  delivery  of  the  placenta. 

SUPPLIED:  Boxes  of  6 and  12  PELVICINS,  100,000  units  each. 


1.  Piercf,  H.  R.:  Am.  J.  Ohat.  & Gynec.  vol.  55  (Feb.)  1948. 
♦Exclusive  trademark.  © Schenley  Laboratories,  Inc. 


Schenley  Laboratories,  Inc. 

Executive  Offices:  3S0  FIFTH  AVENUE,  New  York  I,  N.  Y. 


PRICE  REDUCTION:  PELVICINS  now  cost  your  patients  one-third  less. 


in 


your  formula  prescription 


Adding  cooled  boiled  water  to  BIOLAC— as  her  physician  directs— 
is  the  only  precaution  that  a vacation-minded  mother  need 
take  when  preparing  her  infant’s  formula  during  the  summer  months. 
This  simple  procedure  not  only  facilitates  formula  preparation, 
but  also  minimizes  the  possibilities  either  of  contamination 
under  adverse  travel  or  resort  conditions,  or  the  chance  omission 
of  needed  vitamins,  carbohydrates  or  iron.  BIOLAC,  when 
supplemented  by  vitamin  C,  is  a complete  infant  food. 

In  readily  assimilable  form,  it  dependably  provides  all  the 
essential  proteins,  vitamins,  minerals,  carbohydrates 
and  other  nutritional  factors  needed  for  optimum  health. 

<5 

Biolac  is  a liquid  modified  milk,  prepared  from  whole  and  skim 
milk,  with  added  lactose,  and  fortified  with  thiamine,  concentrates  of 
vitamins  A and  D from  cod  liver  oil,  and  iron  citrate;  only  vitamin  C 
supplementation  is  necessary.  Evaporated,  homogenized  and 
sterilized.  Available  in  13  fl.  oz.  tins  at  drugstores  everywhere. 

0 

BORDEN'S  PRESCRIPTION  PRODUCTS  DIVISION 

3 50  MADISON  AVENUE.  NEW  YORK  17.  N.  Y. 


Biolac  dilution  is 
easily  calculated — 
quickly  prepared: 
1 fl.  oz.  Biolac  to 
U/2  fl.  oz.  water  per 
pound  of  body  weight. 


7<Jt/ 
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RAY-FORMOSIL 


Jh't,  t/ie  Aeufonewt  cfl 


ARTHRITIS  and 
RH  EUMATISM 


Ray-Formosil  for  intramuscular  injection  is  a clini- 
cally proved,  effective  treatment  for  Arthritis 
and  Rheumatism.  It  is  a non-toxic  and  sterile, 
buffered  solution  containing  in  each  cc.  the 
equivalent  of: 


FORMIC  ACID 
HYDRATED  SILICIC  ACID 


5 mg. 
2.25  mg. 


Descriptive  clinical  literature  will  be  furnished 
upon  request.  If  your  dealer  cannot  supply  you, 
order  direct. 

Supplied  in:  1 cc.  and  2 cc.  Ampuls 
Price  list  of  other  Raymer  Medicinals 
will  be  sent  on  request. 


73%  Slenefiled 


In  one  series  of  clinic-treated  cases  of  atro- 
phic, hypertrophic  and  mixed  arthritis— with 
best  results  in  hypertrophic  and  fibrositic  types. 


RAYMER  PHARMACAL  COMPANY 

PHARMACEUTICAL  MANUFACTURERS  • PHILADELPHIA  34,  PA. 


0V€/i  Sluo/U&i  SPefrb wnp 
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In  a clinical  study  extending 
over  a period  of  a year,  Long* 
used  Edrisal  as  the  sole  medication 
in  treating  630  employees  for 
dysmenorrhea.  Results  were  dramatic. 
He  concluded,  "We  use  it  [Edrisal] 
with  the  knowledge  that  nine  out  of 


Remarkable 

results 


ten  sufferers  will  get  the  relief 
they  seek.” 

Edrisal  combines  the  recognized 
analgesics — acetylsalicylic  acid 
and  phenacetin — with  the  unique 
anti-depressant,  Benzedrine  Sulfate. 
Consequently,  it  not  only  relieves 
the  pain  during  the  menstrual 
period,  but  also  combats  the 
accompanying  psychic  depression. 

Best  results  are  usually  obtained 
with  a dosage  of  two  tablets,  repeated 
every  three  hours,  if  necessary. 

*Long,  C.-F.,  M.D.:  Edrisal  in  the  Management 
of  Dysmenorrhea,  Indust.  Med.  15: 679  (Dec.) 
1946.  Indust.  Nurs.  5:23  (Dec.)  1946. 


highly 
effective 
in  the 
relief 


Edrisal 


Smith,  Kline  & French  Laboratories 
Q I Philadelphia 


pain 


QUESTION: 


When  is  it  good  practice  to  suggest  "Change  to 
Philip  Morris  Cigarettes"? 

ANSWER: 

When  patients  under  treatment  for  throat  condi- 
tions persist  in  smoking,  many  eminent  nose  and 
throat  specialists  suggest  "Change  to  Philip  Morris"* 
...the  only  cigarette  proved**  less  irritating. 

• In  fact,  for  all  smokers,  it  is  good  practice  to 
suggest  "Change  to  Philip  Morris." 


PHILIP  MORRIS 

Philip  Morris  & Co.,  Ltd.,  Inc. 

119  Fifth  Avenue,  New  York 

DO  YOU  SMOKE  A PIPE?  . . ..We  suggest  an  unusually  fine 
new  blend  — Country  Doctor  Pipe  Mixture.  Made  by  the  same 
process  as  used  in  the  manufacture  of  Philip  Morris  Cigarettes. 


*Completely  documented  evidence  on  file. 

**Reprints  of  published  papers  on  request: 

Laryngoscope,  Feb.  1935,  Vo  I.  XLV,  No.  2,  149-154;  Laryngoscope,  Jan.  1937,  Vo  I.  XLVII,  No.  I.  58-60; 
Proc  Soc.  Exp  Biol  and  Med.,  1934,  32-241;  N.  Y.  Slate  Journ.  Med.,  Vo I.  35,  6-1-25,  No.  II.  590-592. 
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wmxmt 


When  pregnancy  is  contraindicated 
maximal  protection  is  assured  by  the  new 
Lanteen  technique.  The  mechanical 
protection  afforded  by  the  Lanteen  Flat 
Spring  Diaphragm  is  combined  with  the 
spermatocidal  activity  of  the 
Lanteen  Vaginal  Jell v. 


Complete  description  of  the  New  Technique 


and  physician's  package  will  be  sent  upon  request. 


LANTEEN  FLAT  SPRING  DIAPHRAGM 

Easily  Fitted — Collapsible  in  one  plane 
only,  Lanteen  Flat  Spring  Diaphragm  is 
easily  placed  without  the  aid  of  an  inserter. 

Fong  Easting — Made  of  finest  rubber, 
Lanteen  Diaphragms  are  guaranteed  against 
defects  for  a period  of  one  year. 


LANTEEN  VAGINAL  JELLY 

More  Effective — Lanteen  Jelly  gives  greater 
protection  bv  combining  spermatocides  in  a 
jelly  readily  miscible  with  vaginal  secretions. 

Non-irritating,  Non-toxic — Lanteen  Vag- 
inal Jelly  is  bland,  safe,  soothing  and  is  rapidly 
destructive  to  spermatozoa. 


Ethically  Promoted — Advertised  n~.  ly 
to  the  medical  profession. 


an  teen 


LANTEEN  MEDICAL  LABORATORIES,  INC. 

900  North  Franklin  Street 
Chicago  10,  Illinois 
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Mortality  in  the  neonatal  group  of  patients 
has  shown  a • persistent  upward  trend,,1  and 
may”fce  attributed  in  large  measure  to  the  prev- 
alence of-  epidemic  diarrhea  of  the  newborn 
infant .”2  Overcrowding  and  understaffing  of 
hospital  nurseries,  are  important  contributing 
factors,  and  until  these  war  induced  . ouditii >ns 
can  be  corrected,  particular  emphasis  must 
be  placed  on  isolation  and  prompt  control. 

Cremosuxidine,®  a palatable,  highly  effec- 
* live  new  preparation  developed  by  Sharp  & 


•Registered  trademark  of  Sharp  & Dohme 

1.  Frant,  S.,  and-  Abrahamson*  H.:  Brennemann  s Practice  of 

Pediatrics , 1: 28:22,  1945. 

2.  RIattner,  K.  J.:  J.  Pediatrics , 32. 220,  February,  1948. 


Dohme,  aids  management  of  diarrhea  regard- 
less of  its  cause.  A chocolate-mint  flavored 
suspension  of  succinylsulfathiazole  (10%), 
pectin  (l%),and  kaolin  (10%), Cremosuxidine 
acts  promptly  to  consolidate  stools,  eliminate 
products  of  putrefaction,  soothe  inflamma- 
tion, and  check  bacterial  infection. 

Dosage:  Infants  and  children  in  proportion 
to  adult  dose  of  2 to  3 tablespoonfuls  4 times 
daily.  Cremosuxidine  is  supplied  in  pint 
bottles.  Sharp  & Dohme,  Philadelphia  1,  Pa. 

IMsuxidine 


NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 

Copyright  1948  by  the  Medical  Society  of  the  State  of  New  York 


George  W.  Kosmak,  M.D., 
Managing  Editor 

Laurance  D.  Redway,  M.D.,  Assistant  Managing  and 

Literary  Editor 

Dwight  Anderson,  Business  Manager 

Alvina  Rich  Lewis,  Technical  Editor 

Publication  Committee 

• 

George  W-  Kosmak,  M.D.,  Chairman 
Dwtght  Anderson 
W.  P.  Anderton,  M.D. 

Laurance  D.  Redway,  M.D. 
James  R.  Reuling,  M.D. 
Edward  T.  Wentworth,  M.D. 

Associate  Editorial  Board 

Louis  H.  Bauer,  M.D. 
William  A.  Bromfield,  M.D. 
Theodore  J.  Curphey,  M.D. 
Norman  S.  Moore,  M.D. 

Peter  M.  Murray,  M.D. 
William  J.  Orr,  M.D. 
Howard  A.  Rusk,  M.D. 
Armitage  Whitman,  M.D. 

VOLUME  48 

JULY  1,  1948 

NUMBER  13 

Editorials 

Professional  Services  in  Hospitals 


A recent  issue  of  the  New  England  Journal 
of  Medicine  discusses  one  of  the  current 
problems  of  the  medical  profession  and  the 
hospitals,  about  which  something  will  have 
to  be  done.1  Says  the  above  source  in  part: 

. . . particularly  vexing  have  been  the  diffi- 
culties encountered  as  a result  of  Blue  Cross 
payment  of  certain  professional  services  ren- 
dered within  hospitals  and  the  relation  between 
hospitals  and  staff  physiciahs  in  certain 
branches  of  medicine.  The  criticism  has  been 
made  by  these  staff  physicians — anesthesi- 
ologists, pathologists,  and  roentgenologists  in 
particular — who  may  be  on  full-time  or  part- 
time  salaries,  that  employing  hospitals  have 
made  a profit  on  their  salaries  and  that  Blue 
Cross,  by  arbitrarily  including  their  services  in 
its  coverage,  has  classified  the  product  of  their 
training  and  experience  as  a hospital  rather 
than  a professional  service. 

They  have  thus  been  classified,  it  appears 
from  their  contention,  with  the  clerks  of  a 
store  or  the  employees  of  an  industry  from 
whose  earnings  a legitimate  profit  might  be  ex- 
pected. 

In  an  attempt  to  evaluate  any  grievance  that 
any  party  may  have,  the  purpose  of  profes- 

1  New  England  Journal  of  Medicine,  April  29,  1948,  p.  040. 


sional  organization  should  be  clearly  defined 
It  may  be  assumed  that  the  first  object  of  all 
medical  organization  is  to  provide  the  patient 
with  the  best  possible  care.  A second  legiti- 
mate object  is  to  assure  for  the  physician  a 
decent  and  dignified  standing  in  his  com- 
munity and  a living  commensurate  with  his 
ability  and  its  industrious  employment. 

It  is  admitted  that  Blue  Cross  has  blundered ; 
it  is  apparent  also  that  some  hospitals  have 
erred  in  failing  to  establish  proper  relations  be- 
tween staff  and  administration.  The  mistake 
is  common  when  businessmen,  occupied  chiefly 
with  balance  sheets,  have  jurisdiction  over  in- 
stitutions that  are  staffed  by  professional  men 
jealous  of  the  ethics  and  etiquette  of  their  pro- 
fession. Even  the  physician  turned  director  is 
too  often  found,  at  least  in  the  eyes  of  his  former 
colleagues,  worshipping  the  golden  calf  instead 
of  heeding  the  commandments  written  in 
stone 1 

The  matter  is  important.  Until  some  in- 
telligent attack  is  made,  the  blundering  will 
continue,  to  the  detriment  of  the  medical 
profession,  the  hospitals,  and  particularly 
the  patients  who,  in  this  instance,  are  the 
innocent  bystanders. 

7 LIBRARY  OF  THE 

COLLEGE  OF  PHYSICIANS 
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A committee  was  appointed  by  the  Council  of 
the  Massachusetts  Medical  Society  in  the 
spring  of  1947  “to  define  hospital  services  and 
medical  services  and  to  establish  the  proper 
relations  between  physicians  and  hospitals.” 
This  committee,  composed  of  representatives  of 
the  anesthesiologists,  the  pathologists,  and  the 
roentgenologists,  the  Blue  Cross,  the  Blue 
Shield,  the  Hospital  Association,  and  the  Mass- 
achusetts Medical  Society,  labored  long  and 
faithfully  during  the  hot  and  humid  summer 
that  ensued.  It  brought  in  a unanimous  re- 
port that  has  so  far  been  unimpeachable  and 
that  defined  as  medical  hospital  services  those 
“other  than  administrative,  rendered  by  a 
registered  physician  directly  to  or  in  behalf  of 
an  individual  patient  for  the  obtainment  and 
interpretation  of  data,  including  consultation 
and  advice,  for  the  diagnosis,  treatment,  and 
prevention  of  disease.” 

These  services,  specifically,  were  defined  as 
embracing  “the  general  and  special  practice 
of  medicine,  surgery,  and  obstetrics,  and  the 
practice  of  the  related  specialties  including 
anesthesiology,  physical  medicine,  radiology, 

pathology,  and  clinical  pathology ” 

A basic  principle  recommended  in  the  report 
was  that  each  department  (so  far  as  possible) 
be  self-supporting  and  that  neither  the  hospital 
nor  the  physician  rendering  the  service  should 
exploit  the  patient  or  each  other.  The  basis  of 


financial  arrangement,  however,  might  be 
salary,  commission,  fees  or  any  other  method 
that  would  best  meet  the  local  situation. 

Certain  questions  are  not  easily  answered. 
Is  a nurse  anesthetist,  operating  under  a doc- 
tor’s orders,  acting  as  his  agent  in  a nurse’s 
capacity  or  is  she  engaged  in  the  practice  of 
medicine?  The  point  is  open  to  debate.  May 
a chemist,  conducting  his  own  clinical  labora- 
tory, perform  an  analysis  and  report  the  result 
to  the  physician  submitting  the  material,  if  he 
does  not  presume  to  make  a diagnosis?  The 
organized  pathologists  believe  not,  but  here, 
again,  there  is  room  for  disagreement.1 

Discussion  of  this  report  by  similar  groups 
in  the  variolis  states  might  be  highly  useful 
in  evolving  a workable  and  fair  practice  by 
which  all  parties  at  interest  could  benefit. 
It  seems  to  be  a matter  in  which  the  state 
medical  societies  could  well  assume  leader- 
ship. The  pioneering  work  has  been  well 
done  by  the  Massachusetts  Medical  Society 
and  should  be  followed  up.  The  problem  is 
pressing ; for  the  medical  profession  to  ignore 
it  would  be  to  evade  a grave  responsibility 
and  to  invite  attempts  at  solution  by 
agencies  less  well  qualified  to  bring  together 
in  a judicial  spirit  all  parties  at  interest. 


Current  Editorial  Comment 


Topectomy.  The  therapeutic  effect  of 
frontal  lobe  leucotomy  (psychosurgery)  has 
aroused  the  interest  of  psychiatrists  in  all 
parts  of  the  world.  Unfortunately,  the  out- 
come has  been  found  to  be  unfavorable  in 
some  30  per  cent  of  cases,  as  well  as  having  a 
mortality  of  3 to  5 per  cent.  In  an  effort  to 
rationalize  this  organic  approach  to  mental 
disease,  a medical-surgical-scientific  group  of 
96  collaborators  known  as  the  Columbia- 
Greystone  Associates  was  constituted  at  the 
Columbia-Presbyterian  Medical  Center  and 
Greystone  Park  State  Hospital  in  New  Jer- 
sey. 

A group  of  “back-ward”  patients  at  Grey- 
stone  Park  were  subjected  to  a most  elabo- 
rate and  intensive  study  including  practically 
every  variety  of  laboratory,  medical,  and 
psychiatric  examination  available.  From 
the  patients,  half  were  selected  for  operation, 
and  half  were  retained  as  controls.  A sys- 
tematic schedule  of  brain  operations,  desig- 


nated as  “topectomy”,  was  devised  so  that 
bilaterally  symmetric  portions  of  the  frontal 
lobes  were  excised  in  such  a fashion  that  that 
entire  area  of  the  brain  could  be  studied  as  to 
the  localized  or  mass  effect  of  such  opera- 
tions. 

Four  months  after  operation,  20  of  the  24 
operated  patients  were  considered  by  the 
hospital  parole  board  to  be  improved  to  such 
a degree  that  they  could  be  paroled  from  the 
hospital.  Only  four  of  the  24  control  pa- 
tients were  recommended  for  parole.  There 
were  no  patients  in  a worsened  condition  as 
a result  of  the  operation. 

Intensive  follow-up  studies  showed  that 
those  patients  in  which  Brodinann’s  areas 
nine,  ten,  and  46  had  been  excised  showed 
the  greatest  improvement.  This  improve- 
ment was  chiefly  marked  by  a loss  of  psy- 
chotic anxiety  and  complaint.  There  was  no 
clear  or  permanent  loss  in  intellect,  ability  to 
learn  or  remember,  in  abstract  attitude,  in 


July  1,  1948] 


EDITORIALS 


1459 


motor  speed  or  coordination,  or  in  verbal 
facility  shown  by  any  operated  patient.  In- 
deed, rather  than  mental  impairment,  the 
general  over-all  picture  was  one  of  mental 
amelioration  which  the  investigators  attrib- 
ute to  the  decrement  in  psychotic  effect. 

The  success  of  the  procedure  is  most  en- 
couraging, and  further  applications  of  the 
technic  are  now  being  planned,  although 
still  as  a research  investigation. 

I 

Confidential  Report.  “What  the  Birth 
Record  Means  for  a Child’’  by  Helen  C. 
Huffman,  social  science  analyst,  National 
Office  of  Vital  Statistics,  U.S.  Public  Health 
Service,  is  the  title  of  a paper  given  at  the  Na- 
tional Conference  of  Social  Work,  April  13 
to  19,  1947,  at  San  Francisco.1  In  this 
paper  Miss  Huffman  discusses  the  value  of 
the  birth  record  to  the  individual  in  later  life 
and  points  out  some  instances  in  which  the 
lives  of  people  are  affected  in  an  endless 
variety  of  ways  by  the  information  or  misin- 
formation contained  therein. 

Will  Rogers,  says  Miss  Huffman,  said  of  a 
birth  certificate:  “The  purpose  of  a birth 
certificate  ain’t  to  prove  that  you’ve  been 
born — but  when,  where  at,  and  who  to.” 

But  answers  to  questions  on  the  certificate 
may  be  misleading  at  times.  “A  young  man 
didn’t  get  a job  for  which  he  was  applying 
because  his  birth  certificate  under  ‘Occupa- 
tion of  Father’  had  been  answered  ‘In  an 
insane  asylum.’  The  fact  was  that  the 
father  was  the  chief  psychiatrist  in  a hospi- 
tal for  mental  illnesses,  not  a patient.” 

Miss  Huffman  then  proposes  to  take  tech- 
nics of  registration  from  various  states  and 
to  arrange  the  data  in  3 sections.  She  says : 
The  certificate  'could  be  arranged  so  that  the 
legal  items  of  name  and  date  and  place  of  birth 
could  be  placed  at  the  top  of  the  form.  As  a 
second  portion,  information  about  the  parents 
could  be  entered.  Then,  in  a confidential  part 
of  the  document,  the  doctor  could  record  nu- 
merous items  of  important  statistical  health 
information.  The  question  of  legitimacy  or 
illegitimacy  would  also  be  placed  in  this  con- 
fidential part.  When  a person  needs  proof 
of  birthplace  and  birth  date,  the  certified  copy 
could  then  be  made  by  taking  a picture  of  only 
the  first  section.  The  second  portion  could  be 
included  in  the  picture  when  a person  needs 
proof  of  parentage.  The  confidential  informa- 
tion would  never  be  given  into  public  hands.'1 

' The  Child.  2:  137  (June)  1947. 

* Italics  ours — Ed. 


Miss  Huffman  deplores  the  fact  that 
birth  certificates,  as  they  are  issued  indis- 
criminately at  present  in  various  states, 
display  numbers  of  facts  that  should  never 
become  public  knowledge.  But  then  she 
goes  on  to  say  that  birth  certificates  should 
carry  much  more  information  than  they  do 
now.  We  would  agree  with  her,  if  we  had 
the  same  confidence  that  she  has  in  the 
‘Democratic  State.’  We  haven’t.  Nor  in 
any  kind  of  ‘State.’ 

Once  you  have  every  bit  of  available  in- 
formation registered  in  regard  to  every  un- 
fortunate child  born  into  this  changing 
world,  you  have  a statistician’s  paradise. 
Once  you  have  those  statistics  on  file, 
Damocles’  sword  is  dangling  over  the  head 
of  every  citizen. 

Again  we  quote  Miss  Huffman : 

The  confidential  information  would  never 
be  given  into  public  hands. 

We  wish  we  shared  her  confidence.  We 
fear  that,  once  those  statistics  were  on  file, 
both  public  and  private  hands  would  be 
reaching  into  them. 

We  have  every  sympathy  with  her  desire 
for  uniform  birth  certificates.  We  see  per- 
fectly how,  if  she  carried  her  point,  masses 
of  statistics  in  this  country  could  be  much 
better  than  they  are  now.  We  like  every- 
thing about  Miss  Huffman  and  her  article 
except  her  sentence,  which  we  quote  again : 

The  confidential  information  would  never 
be  given  into  public  hands. 

We  stress  this  point,  because  it  is  our  only 
point  of  disagreement  with  Miss  Huffman’s 
otherwise  excellent  suggestions  for  improv- 
ing birth  records.  There  is  no  question  of 
the  value  of  better  statistical  information. 
But  in  our  view  a birth  record  is  a public 
document.  Therein  lies  its  value  to  society 
and  to  the  individual  himself.  We  fail  to 
comprehend  how  such  a record  cap  be  both 
a public  document  and  a private,  reserved 
record  at  the  same  time. 

( ’onfidential  information  of  the  sort  here 
under  discussion,  constituting  the  third  part 
of  the  record,  might  or  might  not  remain  so. 
We  have  not  the  unreserved  confidence 
in  human  nature  evidently  possessed  by 
Miss  Huffman.  Also  we  are  old  enough  to 
avoid  using  the  word  ‘never’;  we  would  urge 
similar  avoidance  upon  social  science  an- 
alysts. 
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The  Medical  Society  of  the  State  of  New  York  may  be  likened  to  a great  ship  that  has 
braved  the  seas  through  many,  many  years. 

Its  keel  is  made  of  timbers  that  represent  the  great  princi- 
ples that  have  always  guided  us,  namely,  to  preserve  the  ideals 
of  the  medical  profession,  to  seek  its  honor,  to  maintain  ethical 
standards,  and  to  defend  its  rights  and  privileges — to  raise 
ever  higher  the  educational  requirements  for  those  seeking  to 
practice  medicine — all  to  the  end  that  we  may  give  an  ever 
more  perfect  service  to  the  people. 

On  this  keel  a superstructure  has  been  laid  by  a succession 
of  great  self-sacrificing  men,  and  its  joints  have  been  caulked 
and  held  firm  over  the  years  by  the  work  of  innumerable 
committees  in  the  deliberations  and  decisions  of  the  House  of 
Delegates. 

The  whole  medical  profession  of  New  York  State  are  pas- 
sengers on  this  ship.  Only  a small  percentage  of  the  doctors 
are  earnestly  helping  to  keep  this  ship  of  medicine  on  her 
course.  These  few  are  working  diligently,  but  the  medical  profession  needs  the  thoughtful 
cooperation  of  all. 

All  owe  much  to  the  members  of  the  medical  profession,  whose  high  standards  have 
made  them  what  they  are,  and,  in  addition,  all  have  a deep  obligation  to  the  doctors  who 
will  come  after.  We  must  hand  down  to  them  a great  heritage. 

People  as  a whole  love  and  respect  us  and  want  to  continue  to  do  so.  To  lose  that  love 
and  respect  may  be  easier  than  to  retain  it,  but  retain  it  we  must  at  all  costs. 

Our  dignity,  our  future,  our  freedom  to  give  our  fellow  men  the  high  service  to  which 
they  are  entitled  depend  upon  it.  It  is  our  greatest  bulwark  against  those  who  would  regi- 
ment us.  Every  doctor  is,  in  fact,  a public  relations  man  for  the  medical  profession. 

I want  to  emphasize  the  importance  of  the  individual  physician — one  actuated  by  the 
thought  that  the  practice  of  medicine  is  a vocation,  not  a business.  In  the  last  analysis  it  is 
the  doctor  who  is  the  determining  factor  of  the  worthwhileness  of  the  whole  system  of  the 
care  of  the  sick.  He  is  the  sine  qua  non. 

With  these  few  thoughts  1 bring  you  my  greetings  as  your  president.  From  time  to 
time  during  the  coming  year  “My  Meditations,”  so  to  speak,  will  appear  on  this  page.  I 
hope  they  may  have  some  interest  and  appeal. 

Leo  F.  Simpson,  M.D. 

President 
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ESTROGENS  IN  DIABETES 

Harold  Marcus,  M.D.,  and  Sol  Glotzer,  M.D.,  Brooklyn,  New  York 

( From  the  Medical  Service  of  the  Jewish,  Sanatorium  and  Hospital  for  Chronic  Diseases) 


IN  RECENT  years,  the  literature  pertaining  to 
the  extrapancreatic  endocrine  factors  in  dia- 
betes mellitus  has  grown  to  large  proportions.  It 
is  not  our  desire  to  add  to  these  volumes,  but  we 
have  been  impressed  with  the  difficulty  of  evalu- 
ating properly  the  results  obtained  by  the  use  of 
sex  hormones  in  the  treatment  of  diabetes  because 
of  the  tendency  for  carbohydrate  tolerance  to  in- 
crease under  therapy  with  diet  and  insulin  alone. 

The  accessory  treatment  pf  diabetes  with  sex 
hormones  has  a rational  basis.  Houssay  and  his 
.school,'  a number  of  years  ago,  established  some 
important  facts.  In  hypophysectomized  ani- 
mals, blood  sugar  levels  fall,  probably  due  to  a 
diminution  in  neoglycogenesis  and  not  due  to 
any  effect  on  insulin  production.  In  fact,  there 
occurs  a marked  increase  in  sensitivity  to  insulin, 
against  which  the  hypophysectomized  animal  can 
be  protected  by  prior  injection  of  the  necessary 
anterior  pituitary  extract.  Diabetes  produced  by 
pancreatectomy  will  disappear  if  the  hypophysis 
is  removed  and  will  reappear  if  the  hypophysis  is 
implanted,  or  if  suitable  extracts  are  injected. 
The  factor  responsible  for  these  effects  is  called 
the  “diabetogenic  factor,”  supposedly  produced 
by  the  anterior  pituitary  gland. 

Young  succeeded  in  producing  a permanent 
diabetic  state  in  dogs  by  repeated  injections  of  an 
anterior  pituitary  extract  over  a long  period,  and 
in  many  of  his  animals  the  diabetes  persisted  even 
after  discontinuation  of  the  injections.1  Marked 
degeneration  of  the  islets  of  Langerhans  was 
noted,  suggesting  that  the  action  of  these  extracts 
was  through  the  pancreas. 

Another  mode  of  action  of  the  diabetogenic 
factor  must  also  be  considered.  Aggravation  of 
diabetes  is  noted  in  pancreatectomized,  hypo- 
physectomized animals  in  which  the  anterior 
pituitary  extracts  are  injected.  Since  it  obvi- 
ously cannot  act  through  the  pancreas,  it  possibly 
acts  through  the  liver,  stimulating  transformation 
of  glycogen  into  glucose  and,  at  the  same  time, 
inhibiting  the  utilization  of  glucose  by  the  tissues. 
As  proof,  it  has  been  shown  that  the  effect  of 

Estrogenic  hormone  used  in  this  study  was  Progynon  IV 
generously  supplied  by  Dr.  W.  II.  Stoner  of  the  Sobering 
Corporation. 


anterior  pituitary  hormones  is  abolished  by  hepa- 
tectomy  in  animals. 

The  presence  of  a specific  diabetogenic  factor 
can  only  be  surmised  from  these  experiments,  but 
as  yet  no  specific  hormone  has  been  isolated. 
The  association  of  growth  and  diabetogenic  action 
in  extracts  of 'the  anterior  pituitary  gland  has 
been  noted.2  The  extract  is  believed  to  contain  a 
pancreatotropic  hormone  which  increases  insulin 
secretion  and,  by  increasing  nitrogen  retention, 
causes  a gain  in  weight.  It  is  also  believed  to 
contain  a diabetogenic  hormone  which  either  in- 
creases carbohydrate  formation  or  depresses  its 
oxidation.  Much  of  the  diabetogenic  activity  of 
the  pituitary  gland  is  mediated  through  the 
adrenal  cortex  which  by  itself  can  also  stimulate 
glyconeogenesis  in  the  liver  and  inhibit  glucose 
utilization.  These  findings  indicate  a close  asso- 
ciation between  a number  of  glands  to  produce  an 
effect  on  metabolism  which  might  seem  to  be  the 
action  of  only  one  hormone.  How  much  part  the 
growth  factor  plays  is  not  known,  but  that  it  is 
important  is  indicated  by  the  decrease  in  iftsulin 
content  of  the  pancreas  produced  by  the  adminis- 
tration of  purified  growth  preparations. 

Diabetes  frequently  has  been  seen  with  clinical 
manifestations  of  pituitary  disturbances.  White 
looked  for  evidences  of  pituitary  hypersecretion  in 
juvenile  diabetics.3  She  found  that  many  were 
taller  than  normal  and  had  more  advanced  bony 
and  dental  development  prior  to  the  onset  of 
diabetes,  but  these  evidences  did  not  persist  after 
several  years.  She  also  found  dwarfism  in  94  of 
177  cases  and  suggested,  as  an  explanation  for  this 
apparent  contradiction,  that  the  pituitary  body 
had  become  exhausted.  Diabetes  occurred  in  17 
per  cent  of  cases  of  acromegaly  in  one  series,  9.2 
per  cent  in  another.  Itocca  and  Perez  reported  a 
case  of  acromegaly  with  diabetes  which  showed 
resistance  to  the  insulin  sensitivity  test  and  re- 
sponded to  treatment  with  estrogenic  hormone.4 

The  use  of  estrogen  to  depress  the  diabetogenic 
hormone  arises  from  this  possible  association  of 
the  former  with  the  growth  and  sex  hormones  in 
the  secretory  cell.  Subcutaneous  implantation 
of  tablets  of  diethylstilbestrol,  estriol,  and  estra- 
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diol  in  rats  caused  an  increase  in  insulin  content  in 
the  pancreas,  an  action  believed  to  be  mediated 
through  the  anterior  pituitary,  since  hypophysec- 
tomy  neutralized  the  effect.  Ligation  of  the  ova- 
ries in  rats  produced  specific  changes  in  the  hypo- 
physis, preventable  by  injection  of  estrogens. 

Zondek  found  that  estrogen  inhibits  the  gonad- 
otropic and  growth  factors  of  the  pituitary.5 
Long-continued  injection  of  estrogen  causes  en- 
largement and  increased  vascularity  of  the  gland, 
with  an  increased  number  of  chromophobe  cells 
and  actual  formation  of  adenoma.  Zeckwer  re- 
ported an  increased  number  of  chromophobe 
cells  showing  mitoses  and  hypertrophy  of  the 
Golgi  apparatus  and  mitachondria,  following  es- 
trogen injection,  and  found  that  production  of 
follicle-stimulating  and  growth  hormones  de- 
creased, while  lactogenic  hormone  increased.6 
Segaloff  and  Dunning  prevented. pituitary  en- 
largement by  the  simultaneous  administration  of 
testosterone.7 

Foster  studied  the  effect  on  the  pituitary  of 
rats  of  implanting  synthetic  estrogens  and  found 
enlargement  with  a marked  increase  in  large 
chromophobes  which  are  considered  degranu- 
lated  chromophil  cells.8  He  described  the  secre- 
tory cycle  as  consisting  of  the  regular  accumula- 
tion and  release  of  specifically  stainable  granules 
by  the  chromophil  cells,  the  effete  cells  being  re- 
placed by  the  growth  and  differentiation  of  small 
chromophobes,  which  are  inactive  and  not  secre- 
tory. An  equilibrium  exists  normally  between 
granulating  and  degranulating  chromophils  un- 
til, with  exhaustion  of  the  cell,  permanent  de- 
granuiation  occurs,  ending  in  conversion  to  the 
inactive  chromophobe  cell.  A similar  equilibrium 
exists  between  large  and  small  chromophobes. 
Hypertrophy  of  the  Golgi  bodies,  which  is  the  best 
indicator  of  secretory  activity  in  the  cell,  also  points 
to  this  increased  stimulation.  Since  growth  and 
follicle-stimulating  factors  are  believed  to  be  pro- 
duced by  the  chromophil  cells,  a decrease  in  their 
activity  should  be  accompanied  by  a decrease  in 
diabetogenic  factor.  Spark  compared  the  effect 
on  the  pituitary  of  estrone  and  estradiol  benzoate 
in  equivalent  doses  and  found  that  all  cases  re- 
ceiving estradiol,  but  only  one  those  of  receiving 
estrone,  showed  hyperplasia.9  Diethylstilbestrol 
had  the  same  effect  in  rats,  i.e.,  enlargement  of  the 
pituitary,  with  degranulation  of  chromophil  cells 
and  an  increase  in  chromophobe  cells.  Chorionic 
gonadotropin  was  found  to  initiate  regranulation 
of  chromophil  elements,  returning  the  gland  to  a 
normal  appearance  following  the  changes  caused 
by  estrogen. 

Diabetes  occurs  with  greater  frequency  near 
the  menopause.  Tuttle  found,  in  38  of  72  female 
diabetics,  that  the  onset  of  diabetes  and  meno- 
pause coincided.10  An  increased  amount  of  gonad- 


otropic hormone  is  found  in  the  blood  and  urine 
at  the  menopause,  indicating  overactivity  of  the 
anterior  lobe  possibly  due  to  the  loss  of  restraining 
action  of  ovarian  hormone.  With  these  effects  in 
mind,  Barnes,  Regan,  and  Nelson  first  attempted 
the  treatment  of  diabetes  by  estrogen.11  Many 
investigators  have  independently  reached  the  con- 
clusion that  diabetes  which  appears  with,  or 
shortly  after,  the  menopause  is  more  amenable  to 
this  therapy.  Spiegelman,  in  a study  of  nine  pa- 
tients, found  a greater  reduction  of  insulin  re- 
quirement (63  per  cent)  in  the  premenstrual  group 
than  in  the  postmenstrual  group  (42  per  cent).12 
Gerber  treated  ten  patients  who  were  either 
menopausal  or  showed  signs  of  hypovarianism  or 
hypopituitarism  with  30,000  to  60,000  interna- 
tional units  of  estrogen  weekly  for  three  months. 
He  reports  marked  improvement.13 

Striking  in  most  reports  of  cases  treated  in  this 
manner  is  the  relatively  short  period  of  observa- 
tion employed  prior  to  administration  of  estrogen. 
Diabetics  are  notoriously  difficult  to  control,  and 
in  an  ambulatory  patient  not  hospitalized,  such 
control  for  investigative  purposes  is  made  more 
difficult.  It  is  of  utmost  importance  in  evaluat- 
ing the  effect  of  a drug  to  be  absolutely  sure  that 
all  other  factors  are  stationary.  In  diabetics, 
this  would  mean  a level  of  control  which  is  un- 
changed for  at  least  five  months  and  close  obser- 
vation for  any  intervening  physical  factors  which 
might  alter  the  control.  We  were  fortunate  in 
having  a group  of  individuals  in  this  series  who 
were  confined  to  an  institution  for  chronic  diseases 
for  some  time  and  were,  therefore,  under  close 
observation  for  a sufficient  period  prior  to  the 
experiment  to  be  sure  of  control. 

Material 

We  selected  for  the  experiment  seven  women 
who  had  been  hospitalized  for  conditions  which 
rendered  them  incapable  of  much  activity.  All 
were  proved  diabetics,  had  been  on  insulin  for  a 
long  time,  had  received  the  same  dosage  for  at 
least  six  months,  and  diabetes  had  developed 
either  after  the  onset  of  menopause  or  had  been 
aggravated  by  it  in  all  cases.  Diet  consisted  of 
the  regular  ward  menu,  with  no  restrictions.  The 
usual  menu  consisted  of  approximately  1,400  to 
1,500  calories  daily  with  about  150  Gm.  of  carbo- 
hydrate, 50  to  60  Gm.  of  fat,  and  65  to  75  Gm.  of 
protein.  After  thorough  examination  to  rule  out 
pelvic  pathology,  the  patients  were  injected  with 
Progynon  B,  6,000  rat  units,  intramuscularly 
twice  weekly  for  a period  of  three  months  from 
March  26  to  June  20,  1947.  Blood  and  urine 
sugar  were  determined  weekly.  Since  no  change 
was  made  in  any  other  factors  in  the  environment, 
any  change  which  occurred  could  be  ascribed  to 
the  hormone. 
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Case  Reports 

Case  1. — J.  J.,  aged  62,  was  admitted  in  Novem- 
ber, 1943,  with  bilateral  pyramidal  tract  signs  and  a 
fracture  of  the  right  ankle.  Menopause  followed 
hysterectomy  at  the  age  of  43.  Diabetes  was  dis- 
covered one  year  later,  and  insulin  became  neces- 
sary at  the  age  of  50  years.  Hypertension  had  been 
present  for  eighteen  years.  Positive  findings  con- 
sisted of  blood  cholesterol  of  305  mg.  per  cent,  a 
small  sella  turcica,  and  a sugar  tolerance  test  which 
rose  from  a fasting  level  of  161  mg.  to  427  mg.  per 
cent  at  the  end  of  three  hours. 

Between  June,  1944,  and  the  beginning  of  the  test 
period  on  March  26,  1947,  the  blood  sugar  varied 
from  161  to  290  mg.  with  the  use  of  40  units  of  pro- 
tamine zinc  insulin  daily.  This  dosage  was  con- 
tinued until  May  12,  1947,  when  the  blood  level  fell 
to  65  mg.  Insulin  was  decreased  to  30  units,  but  a 
subsequent  rise  in  blood  sugar  necessitated  a return 
to  the  original  dosage,  which  was  continued  until 
the  end  of  the  test.  The  only  improvement  noted 
was  a decrease  in  glycosuria  during  estrogen  therapy 
and  an  increase  following  discontinuance. 

Case  2. — L.  G.,  aged  67,  was  admitted  in  1944  with 
hypertension,  left  ventricular  hypertrophy,  and 
arteriosclerotic  cardiovacular  disease.  At  61  years,  a 
midthigh  amputation  of  the  leg  was  performed  for 
diabetic  gangrene,  and  one  year  later  she  suffered  an 
intertrochanteric  fracture  of  the  right  hip.  At  28 
years,  amenorrhea  followed  cesarian  section.  Dia- 
betes was  first  discovered  at  52  years,  and  insulin  was 
used  from  the  start. 

From  November,  1944,  until  March  26,  1947,  20 
units  of  protamine  zinc  insulin  were  given  daily. 
Sugar  tolerance  test  showed  a rise  from  a fasting 
level  of  132  mg.  to  333  mg.  per  cent  at  the  end  of 
three  hours.  Estrogenic  hormone  was  begun  on 
March  26,  1947,  and  on  April  21  the  blood  sugar  fell 
to  50  mg.,  necessitating  a decrease  of  insulin  to  10 
units.  No  increase  in  insulin  has  been  necessary  to 
date,  two  months  after  discontinuation  of  estrogen. 

Case  3. — B.  S.,  aged  77,  was  admitted  in  Novem- 
ber, 1946,  ten  months  after  a cerebral  thrombosis 
with  left  hemiplegia.  Menses  had  stopped  at  38 
years,  and  diabetes  was  first  discovered  at  53  years. 
Her  past  history  included  several  bouts  of  pneu- 
monia, diabetic  gangrene  of  the  left  heel  which  re- 
sponded to  conservative  treatment,  and  long-stand- 
ing hypertension.  Blood  pressure  was  170/90,  the 
heart  showed  calcification  of  the  aortic  knob  and 
left  ventricular  hypertrophy,  and  x-ray  of  the  skull 
revealed  a normal  sella  turcica.  Sugar  tolerance 
curve  rose  from  a fasting  level  of  117  mg.  to  346  mg. 
per  cent  at  the  end  of  three  hours.  Since  admission, 
protamine  zinc  insulin  requirement  remained  at  20 
units  daily,  and  the  blood  sugar  varied  from  93  to 
182  mg. 

Estrogen  was  begun  on  March  26,  1947,  and  on 
April  21  the  blood  sugar  fell  to  78  mg.,  necessitating 
a decrease  of  the  daily  dosage  to  10  units,  where  it 
has  remained  to  date,  two  months  after  discontinua- 
tion of  hormone  injections.  However,  glycosuria 
recently  increased. 

Case  J+. — I.  S.,  aged  66,  was  admitted  in  March, 
1941,  for  hypertensive  cardiovascular  disease  and 


blindness  due  to  enucleation  of  the  left  eye  and  a 
cataract  of  the  right  eye.  Menses  ceased  at  35 
years.  A bilateral  oophorectomy  was  done  for 
polycystic,  papillary  cystomata  with  hemorrhage  at 
55  years.  Additional  findings  were  benign  adenoma 
of  the  thyroid  and  x-ray  evidence  of  decalcification 
of  the  sella  turcica.  Electrocardiogram  revealed  an 
old  myocardial  infarction.  Diabetes  was  first  dis- 
covered at  age  63,  and  insulin  was  required  from  the 
onset.  Sugar  tolerance  test  showed  a rise  from  a 
fasting  level  of  125  mg.  to  355  mg.  per  cent  at  the 
end  of  three  hours.  Insulin  requirements  fluctuated 
from  15  to  45  units  of  protamine  zinc  insulin  during 
1943,  and  from  December,  1943,  to  August,  1945, 
she  received  a constant  daily  dosage  of  20  units. 
Twenty-five  units  were  required  from  then  until  the 
beginning  of  estrogen  therapy  on  March  26,  1947. 

The  blood  sugar  fell  to  69  mg.  per  cent  on  April  21, 
requiring  a reduction  of  insulin  dosage  to  15  units 
where  it  has  remained  to  date,  more  than  two 
months  after  discontinuation  of  the  injections.  In 
spite  of  the  reduction  in  insulin  need  and  in  blood 
sugar  level,  glycosuria  remained  high  throughout  the 
period  of  observation. 

Case  5. — R.  R.,  aged  66,  was  admitted  in  January, 

1945,  for  left  hemiplegia  and  hypertensive  heart  dis- 
ease. Menses  ceased  at  50  years.  Diabetes  was 
first  discovered  at  64  years,  after  she  had  suffered 
a stroke,  but  insulin  was  not  required  until  nine 
months  later.  Since  June,  1945,  25  units  of  prota- 
mine zinc  insulin  were  given  daily,  and  blood  sugar 
levels  ranged  from  154  to  180  mg.  per  cent.  With 
a sugar  tolerance  test,  the  figures  were  as  follows: 
fasting,  140  mg.  per  cent;  one-half  hour,  157  mg.; 
one  hour,  204  mg.;  two  hours,  174  mg.;  and  three 
hours,  165  mg.  During  administration  of  hormone 
therapy,  no  change  in  insulin  requirement  occurred. 
Subsequently,  this  patient  developed  gastric  com- 
plaints and  hepatic  disease  with  jaundice  and  died 
on  September  30,  1947,  of  gastric  malignancy.  This 
hepatic  invasion  by  neoplasm  may  have  had  some 
influence  on  the  result. 

Case  6. — S.  M.,  aged  62,  was  admitted  in  Novem- 
ber, 1946,  for  right  hemiplegia  which  followed  an 
influenzal  infection  during  pregnancy  at  age  33. 
Hypertension  was  present  with  evidences  of  cardio- 
vascular involvement.  Diabetes  was  discovered  at 
age  52,  but  no  insulin  was  required  until  November, 

1946,  ten  years  later.  Sugar  tolerance  test  showed 
a rise  from  a fasting  level  of  227  mg.  to  37 1 mg.  per 
cent  at  the  end  of  three  hours. 

Estrogens  were  begun  on  March  26,  1947.  No 
change  in  insulin  requirement  resulted  throughout 
the  entire  period.  However,  during  the  period  of 
hormone  administration,  the  level  of  blood  sugar  re- 
mained lower  than  in  the  periods  before  or  after  its 
use. 

Case  7. — H.  S.,  aged  69,  was  admitted  in  Septem- 
ber, 1944,  with  hypertensive  cardiovascular  disease, 
an  equinovarus  deformity  of  the  right  foot  which  re- 
sulted from  poliomyelitis  and  subsequent  attempts 
at  surgical  correction  and  a recent  fracture  of  the 
left  foot.  Menses  ceased  at  52  years.  Diabetes  had 
been  discovered  five  years  previously  at  age  47,  but 
no  insulin  was  required  until  age  57.  Since  Novem- 
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ber,  1946,  40  units  of  protamine  zinc  insulin  were 
given  daily. 

Estrogens  were  begun  on  March  26,  1 947,  and  on 
April  21  the  blood  sugar  fell  to  64  mg.  per  cent,  re- 
quiring reduction  of  insulin  dosage  to  30  units. 
Vaginal  bleeding  occurred  on  May  20,  easily  con- 
trolled with  25  mg.  testosterone  given  intramuscu- 
larly. To  date,  two  months  after  cessation  of  treat- 
ment, no  increase  in  insulin  has  been  necessary. 


rapidly  to  a point  at  which  the  usual  daily  insulin 
dose  became  excessive,  and  the  rapid  accumula- 
tion of  long-acting  insulin  in  the  body  might 
have  produced  a hypoglycemic  state.  Here,  also, 
additional  studies,  particularly  sugar  tolerance 
curves,  should  have  been  of  value.  Further  and 
more  detailed  investigations  along  these  lines  are 
indicated. 


Results 

The  ages  of  these  women  ranged  from  sixty-two 
to  seventy-seven  years.  In  two,  the  menopause 
followed  surgical  procedures,  while  in  the  other 
five  it  was  natural.  In  six  of  the  cases,  diabetes 
was  first  discovered  after  the  onset  of  menopause. 
In  Case  7 the  diabetes  was  premenopausal  in 
onset,  but  no  insulin  was  required  until  five  years 
after  cessation  of  menses.  Incidentally,  this  pa- 
tient was  the  only  one  in  whom  vaginal  bleeding 
, occurred. 

The  most  notable  effect  in  all  the  patients  was 
the  general  feeling  of  well-being  which  resulted. 
All  said  they  felt  much  better  during  treatment, 
and  this  must  be  considered  significant  in  view  of 
the  depressive  atmosphere  which  usually  exists  in 
this  type  of  institution.  In  four  cases  (2,  3,  4,  and 
7),  the  daily  insulin  requirement  was  reduced  to 
10  units,  and  in  one  other  (Case  1),  the  reduction 
was  only  temporary.  Two  cases  (5,  6)  showed  no 
change  in  insulin  needs.  This  reduction,  while  on 
the  surface  not  remarkable,  constitutes  a decrease 
of  between  25  and  50  per  cent  in  insulin  require- 
ment and  must  be  considered  significant.  To 
date,  we  have  followed  these  cases  for  two  months 
after  cessation  of  estrogen  therapy,  and  as  yet  it 
has  not  been  necessary  to  increase  the  insulin 
dosage.  Glycosuria  increased  after  estrogen  \^s 
stopped  in  three  of  the  patients,  and  it  is  possible 
that  this  may  presage  a decrease  in  sugar  toler- 
ance in  the  near  future.  Case  5 became  sugar-free 
without  any  reduction  in  insulin  dose. 

An  interesting  development  occurred  in  six  of 
our  seven  patients.  At  the  end  of  exactly  four 
weeks  of  treatment  in  five  cases  and  at  the  end  of 
the  seventh  week  in  one  case,  the  blood  sugar  level 
dropped  considerably  and  relatively  sharply, 
reaching  almost  to  hypoglycemic  levels.  It  was 
at  this  point  that  reduction  in  daily  insulin  re- 
quirement became  necessary,  after  which  the 
blood  sugar  returned  to  a more  level  plane.  Case 
6 did  not  require  the  reduction.  Several  explana- 
tions for  this  phenomenon  have  been  considered. 
An  increase  in  insulin  sensitivity  may  have  oc- 
curred, such  as  has  been  seen  following  hypo- 
physectomy,  and  has  been  ascribed  to  depression 
of  the  anterior  pituitary  secretions.  Insulin  toler- 
ance tests  were  not  made  and  should  have  proved 
helpful  in  establishing  this  point.  Another  pos- 
sibility is  that  the  tolerance  to  glucose  increased 


Summary 

1.  * Seven  patients  were  selected  in  whom 
diabetes  had  either  been  present  before  the  meno- 
pause or  had  been  aggravated  by  it.  They  were 
selected  because  the  diet  and  insulin  require- 
ments had  remained  unchanged  for  five  months  or 
more  and  because  all  were  continuously  confined 
in  a hospital  during  the  entire  control  and  test 
period. 

2.  Estrogenic  hormone  was  given  in  doses  of 
6,000  rat  units,  intramuscularly  twice  weekly  for 
a period  of  three  months,  during  which  weekly 
blood  sugar  estimations  were  made. 

‘ 3.  In  four  of  the  seven  patients,  a reduction  in 
daily  insulin  requirement  of  25  to  50  per  cent  re- 
sulted, and  no  increase  has  been  necessary  for  two 
months,  to  date,  following  cessation  of  this  ther- 
apy. 

4.  An  almost  precipitous  fall  in  blood  sugar 
occurred  in  six  of  the  seven  cases,  at  the  end  of 
four  weeks  in  five  cases  and  at  the  seventh  week 
in  one.  The  explanation  for  this  phenomenon 
may  be  sought  in  an  increase  in  insulin  sensitivity 
or  in  an  increased  tolerance  to  sugar. 

5.  In  all  patients,  administration  of  estrogenic 
hormone  produced  a remarkable  feeling  of  well- 
being, with  uterine  bleeding  occurring  in  only  one 
case. 

6.  Estrogenic  hormone  is  effective  in  decreas- 
ing the  severity  of  diabetes  in  postmenopausal 
patients  to  a moderate  degree.  The  actual  value 
of  this  form  of  therapy  as  an  adjunct  or  substitute 
for  insulin  therapy  in  individual  cases  can  only  be 
determined  by  such  experiments  as  ours,  repeated 
many  more  times,  and  perhaps,  by  such  means, 
more  accurate  selection  can  be  made  of  the  type 
of  patient  wIiq  would  benefit  most. 
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THE  USE  OF  A NEW  ANTIHISTAMINIC  COMBINATION  IN  THE 
TREATMENT  OF  ALLERGIC  DISORDERS 

Earl  B.  Brown,  M.D.,  and  Frederick  W.  Brown,  M.D.,  New  York  City 


IT  HAS  been  generally  accepted  that  histamine 
or  a histamine-like  substance  plays  some  part 
in  the  allergic  reactions  in  hay  fever  and  allied 
disorders.1  Recently,  attempts  to  control  many 
allergic  symptoms  by  the  use  of  an  antihistaminic 
drug  have  been  successful.  There  is  no  doubt 
about  the  value  of  diphenhydramine  hydrochlo- 
ride as  an  adjunct  in  the  therapy  of  this  group  of 
disorders. 

The  experimental  evidence  for  listing  diphen- 
hydramine as  an  antihistaminic  has  been  pre- 
sented and  reviewed  adequately  by  others,  and 
it  'is  unnecessary  to  review  that  work  here.2’3 
The  use  of  the  drug  clinically  has  been  reported 
previously,  by  O’Leary  and  Farber,  Levin, 
Koelsche  et  al.,  Thacker,  Waldbott,  Schwartz 
and  Levin,  and  Farmer  and  Spichschen,  with  re- 
sults varying  from  73.5  to  41.6  per  cent  im- 
provement.4-10 

Aminophylline  has  proved  to  be  a very  effec- 
tive therapeutic  agent  in  bronchial  asthma  when 
administered  intravenously  and  by  rectal  sup- 
pository.11-13 Oral  therapy  has  been  ineffective, 
except  in  some  mild  chronic  cases;  this  is  prob- 
ably due  to  the  fact  that  its  dosage  must  be  lim- 
ited, since  large  doses  are  likely  to  cause  consider- 
able gastric  irritation.12  , 

Previous  reports  of  the  use  of  diphenhydramine 
hydrochloride  (Benadryl)  in  therapeutic  doses 
indicate  that  side  effects  occur  in  from  30  to  67 
per  cent  of  patients  receiving  the  drug,  the  princi- 
pal disturbances  being  dizziness  and  drowsi- 
ness.7'9 In  an  effort  to  overcome  these  side  reac- 
tions, it  was  decided  to  try  a chemical  combina- 
tion of  diphenhydramine  and  aminophylline 
(Hydryllin). 


achieved  by  others  using  diphenhydramine  hy- 
drochloride alone. 

All  patients  were  instructed  to  use  one  tablet, 
three  to  four  times  daily.  If  no  relief  and  no 
severe  side  effects  occurred,  this  dosage  was  in- 
creased to  two  tablets,  three  to  four  times  daily. 

In  order  to  evaluate  further  tile  usefulness  of 
this  drug,  the  report  is  broken  down  into  time 
units  as  shown  in  Table  1.  The  patient  was  told 
to  take  the  drug  after  meals,  except  when  the 
dosage  was  four  times  per  day,  depending  upon 
the  duration  of  the  relief.  The  drug  was  not 
used  in  higher  doses  than  eight  tablets  daily. 

In  a statistical  study  based  upon  subjective 
symptoms  there  is  a great  deal  of  error.  How- 
ever, analysis  of  the  time  relationship  of  onset  and 
duration  of  relief  following  the  ingestion  of  the 
drug  gave  us  some  idea  of  the  effectiveness  of  the 
drug  in  each  individual  case.  The  relief  per- 
centages are  arbitrary  figures  except  for  the  100 
per  cent.  The  75  per  cent  group  includes 
those  patients  who  obtained  almost,  but  not  com- 
plete, relief  or  who  stated  that  they  had  better 
than  50  per  cent  relief.  The  20  per  cent  group 
includes  those  patients  who  thought  they  ob- 
tained only  a little  relief.  Unfortunately,  all 
patients  were  not  observant  or  interested  enough 
to  report  on  the  time  of  onset  of  relief  or  duration 
of  relief.  While  the  amount  of  relief  these  pa- 
tients obtained  was  tabulated,  the  time  unit 
studies  were  not  included  for  them. 

Concomitant  pollen  surveys  as  suggested  by 
Chobot  were  not  integrated  with  the  reports 
given  in  Table  l.14  However,  on  days  when  there 
was  obviously  no  pollen  in  the  air,  i.e.,  rainy 
days,  a patient  was  asked  to  continue  to  take  the 


TABLE  1. — Rei,ief  Obtained  in  12]  Patients  Treated  with  Diphenhydramine  Hydrochloride 


Symptom 

Number 
of  Pationts 

100% 

-Relief  Obtained — 
75%  50%  20% 

0 

Onset 

15 

of  'Lime  of 
(in  Minutes)  - 
15  to  30  to 
30  60 

Relief 

Over 

60 

15 

Duration  of  Relief 

— (in  Minutes) 

15  to  30  to  Over 
30  60  60 

Hay  fever 

81 

39 

12 

11 

5 

14 

13 

16 

18 

7 

3 

8 

26 

15 

Asthma  (perennial) 

18 

9 

5 

3 

0 

1 

0 

5 

2 

0 

0 

0 

5 

7 

Asthma  (pollen) 

Hi 

6 

2 

0 

3 

5 

2 

3 

3 

1 

2 

0 

4 

3 

Vasomotor  rhinitis 

3 

2 

0 

0 

0 

1 

1 

1 

0 

0 

0 

0 

1 

1 

Colitis 

Atopic  dermatitis 

1 

2 

0 

0 

0 

0 

0 

8 

0 

0 

1 

2 

Total 

121 

50 

19 

22 

8 

24 

16 

25 

23 

8 

5 

8 

36 

26 

This  is  a report  of  121  patients  with  allergic 
disorders  treated  with  this  combination  of  drugs 
and  a comparison  of  our  results  with  those 


This  survey  was  done  under  the  auspices  of  the  Committee 
on  Therapy,  American  Academy  of  Allergy. 

The  Hydryllin  was  furnished  through  the  courtesy  of  G.  D. 
Searle  and  Company,  Chicago,  Illinois'. 


medication  so  that  a proper  evaluation  of  symp- 
toms could  be  tabulated. 

Of  the  121  patients  studied,  97,  or  80  per  cent, 
reported  improvement  which  compares  favorably 
with  the  best  over-all  figures  obtained  for  di- 
phenhydramine hydrochloride,  namely,  73.5  per 
cent.10  The  major  difference  between  our  results 
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and  previous  reports  appears  to  be  in  the  relief 
of  pollen  and  infectious  asthma.  A combined 
total  of  25  out  of  34,  or  82  per  cent,  were  im- 
proved, which  is  considerably  .higher  than  that 
reported  by  other  investigators.4-10  Following 
this  study,  a group  of  chronic  asthmatics  were 
put  on  Hydryllin  and  appeared  to  obtain  excellent 
relief  from  their  symptoms.  However,  as  any 
change  of  therapy  in  a patient  suffering  from  a 
chronic  disease  is  liable  to  produce  dramatic  re- 
sults, we  thought  that  our  period  of  observation 
of  this  group  on  Hydryllin  was  too  short  to  war- 
rant proper  evaluation.  Therefore,  they  were  not 
included  in  the  observations.  It  is  our  opinion, 
however,  that  Hydryllin  is  much  superior  to  either 
diphenhydramine  hydrochloride  or  tripelenna- 
mine  in  adult  asthmatics  and  just  as  effective  in 
children  as  those  two  drugs. 

The  toxic  reactions  were  varied  and  are  listed 
in  Table  2. 


TABLE  2. — Toxic  Reactions 


Symptoms 

Number  of 
Patients 

Drowsiness 

27 

Nausea,  heartburn,  or  cramps 

5 

Shakiness 

2 

Dizziness 

2 

Drowsiness  accompanied  by  gastrointestinal 
symptoms 

3 

Excessive  dryness 

1 

Wheezing 

1 

Spasm  of  salivary  duct 

1 

Forty-two  of  the  121,  or  35  per  cent,  com- 
plained of  side  reactions.  Thirty-two  of  these 
(26  per  cent)  complained  of  drowsiness  or  dizzi- 
ness. Only  21  patients  had  to  discontinue  use  of 
the  drug  entirely  because  of  the  side  effects. 
Waldbott  reports  that  out  of  165  patients  ob- 
served, 90  (55.8  per  cent)  suffered  from  side  reac- 
tions.8 Of  these,  81  patients  complained  of  dizzi- 
ness or  drowsiness.  Levin  mentioned  many  other 
side  effects  but  stated  that  out  of  223  patients, 
144,  or  64.6  per  cent,  noted  drowsiness;  Koelsche 
stated  that  out  of  83  patients,  25  (30  per  cent) 
noted  drowsiness.5  6 From  these  figures  it  can 
be  noted  that  the  addition  of  aminophylline  to 
the  diphenhydramine  hydrochloride  has  un- 
doubtedly cut  down  on  the  amount  of  drowsiness 


repeatedly  reported  by  other  authors.  However, 
when  the  above  reports  were  made,  the  unit  dos- 
age of  Benadryl  was  50  mg.  rather  than  25  mg.  as 
in  Hydryllin.  It  has  not  been  proved  whether  the 
use  of  the  25-mg.  dose  would  have  been  just  as 
efficacious,  as  well  as  less  toxic,  as  the  higher  dose. 
We  have  also  combined  50  mg.  of  diphenhydra- 
mine hydrochloride  with  5 mg.  of  amphetamine 
sulfate  to  combat  the  drowsiness,  but  it  is  our 
opinion  that  this  combination  was  not  as  effec- 
tive. 


Summary 

1.  The  effects  of  a new  chemical  combination 
of  aminophylline  with  diphenhydramine  (Hydryl- 
lin) are  reviewed  in  121  cases. 

2.  Ninety-seven  patients  out  of  the  total,  or 
80  per  cent,  showed  definite  improvement  with 
one  to  two  tablets,  three  to  four  times  per  day. 
The  most  striking  improvement,  as  compared  to 
diphenhydramine  hydrochloride  alone,  was  in  the 
adult  asthmatics,  who  showed  82  per  cent  im- 
provement. 

3.  The  side  effects  were  notably  reduced  with 
this  drug  as  compared  with  diphenhydramine 
hydrochloride  alone. 

• * 39  West  55th  Street 
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COURSE  OF  INFANTILE  PARALYSIS  TO  RE  CHANGED  RY  EXPERIMENT 


Start  of  a five-year  experiment  that  may  change 
the  whole  course  of  treatment  for  persons  with  in- 
fantile paralysis  and  other  disabling  diseases  has 
been  announced  by  the  National  Foundation  for 
Infantile  Paralysis.  The  experiment  is  to  be  carried 
on  with  a March  of  Dimes  grant  of  $20,000  a year  at 
the  Orthopedic  Hospital  at  Los  Angeles  under  super- 


vision of  Dr.  Charles  L.  Lowman,  chief  of  staff 
emeritus  at  that  hospital.  The  study  will  center  on 
the  theory  that  patients  with  infantile  paralysis  or 
allied  diseases  should  be  treated  mentally,  emotion- 
ally, socially,  educationally,  and  vocationally  at  the 
same  time  they  are  undergoing  medical  treatment. — 
New  York  Times,  January  29,  1948 


DEVICES  FOR  THE  RAPID  RECORDING  OF  THE  UNIPOLAR 
ELECTRO  CARDI O GRAM 


Abraham  Lieberson,  M.D.,  A.A.C.P.,  and  A.  Allen  Goldbloom,  M.D.,  F.A.C.P., 

New  York  City 

(From  the  New  York  Medical  College,  Flower  and  Fifth  Avenue  Hospital,  Metropolitan  Hospital  Division) 


THE  MODERN  trend  in  electrocardiography 
which  promises  to  advance  the  science  most 
is  tailoring  the  electrocardiogram  to  the  particu- 
lar need  of  the  patient.  Thus,  although  the 
majority  of  patients  can  be  studied  adequately 
with  the  standard  four-lead  electrocardiogram, 
there  is  a substantial  number  who  require  special 
leads,  physically  closer  to  a particular  chamber 
of  the  heart  and  hence  more  revealing. 

Many  such  accessory  leads  have  been  suggested 
in  the  past  fifteen  years,  and  a number  of  in- 
vestigators, including  the  authors,  are  in  the 
process  of  studying  the  proposed  leads,  comparing 
the  relative  values  so  as  to  determine  which  are 
so  informative  that  they  justify  inclusion  in 
routine  electrooardiography.1  Although  our  data 
in  this  comparative  study  is  far  from  complete, 
one  is  able  to  say  that  the  multiple  chest  leads 
and  unipolar  limb  leads  have  already  proved 
themselves  so  useful  that  they  deserve  wide 
adoption  in  routine  electrocardiography. 

Perhaps  the  greatest  obstacle  to  the  wider 
employment  of  these  accessory  leads  is  the 
extra  time  spent  recording  them.  Geiger  and 
Goerner  speeded  up  the  recording  of  the  six 
chest  leads  materially  by  using  an  elastic  belt 
which  obviated  the  necessity  of  individual  place- 
ment of  the  electrodes  on  the  chest.2  To  obtain 
still  greater  speed  and  simplicity  in  operation, 
we  have  incorporated  a modification  of  the  belt 
into  a special  apparatus  designed  to  record 
rapidly,  besides  the  conventional  leads,  six  chest 
leads  and  the  three  augmented  unipolar  limb 
leads.*  This  apparatus  has  proved  itself  so 
satisfactory  and  time-saving  that  we  consider  it 
well  worthwhile  to  give  thd  details  of  the  devices 
and  the  technic  used. 

Technic 

Figure  1 shows  the  switch  box  interposed 
between  the  patient  and  electrocardiograph  which 
accomplishes  the  rapid  recording  of  the  desired 
12  leads  without  moving  wires  or  electrodes. 
An  11-wire  cable  (Fig.  2)  coming  from  the 
patient  is  plugged  into  the  switch  box.  One 
wire  comes  from  each  extremity,  a fifth  wire  is 
connected  to  the  exploring  electrode  (marked 
“C”  for  chest),  and  six  wires  from  the  six  elec- 


*  Made  by  Medical  Designs,  612  Eastern  Parkway,  Brook- 
lyn, New’  York. 


trodes  on  the  elastic  precordial  belt  to  be  de- 
scribed later.  In  order  to  prevent  external  inter- 
ference which  makes  for  an  unsteady  base  line 
and  wandering  of  the  tracing,  great  pains  have 
been  taken  to  shield  the  cable  and  switch  box 
completely  and  to  provide  a suitable  ground  for 
each  of  the  leads  taken.  Thus,  when  the  right 
and  left  arms  are  used  in  taking  the  standard 
lead  1,  the  electrical  connections  in  the  switch 
box  are  such  that  the  left  leg  acts  as  ground; 
in  taking  lead  2,  the  left  arm  is  grounded,  and 
in  lead  3,  the  right  arm  is  grounded.  The  other 
nine  leads  taken  are  all  unipolar  leads  (Wilson) 
with  the  right  and  left  arms  and  the  left  leg  all 
connected  through  equal  resistances  to  form  the 


Fig.  1.  Selector  switch. 
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Fig.  2.  Six-electrode  precordial  belt  and  11-wire 
patient’s  cable. 

indifferent  electrode,  the  terminal  of  zero  poten- 
tial.3 In  these  leads  the  right  leg  acts  as  ground. 
If  it  is  desirable  in  any  particular  case  to  explore 
any  point  outside  of  the  nine  taken  as  the  stand- 
ard points  above,  one  uses  the  lead  marked 
“C.”  From  the  switch  box  a three-wire,  shielded 
cable,  marked  ECG  in  Fig.  1,  runs  to  the  input 
plug  of  the  electrocardiograph.  All  manipula- 
tions for  the  selection  of  the  leads  are  made  at 
the  switch  box,  the  electrocardiograph  always 
recording  the  selected  lead  on  the  lead  2 (right 
arm-left  leg)  setting. 

To  facilitate  the  rapid  recording  of  the  chest 
leads  from  six  positions  on  the  precordium  we  use 
a modification  of  the  elastic  rubber  belt  described 
by  Geiger  and  Goerner.2  It  is  made  of  high 
quality,  uniformly  thick  rubber,  one  inch  wide 
and  42  inches  long.  Six,  round  German  silver 
disk  electrodes,  one  inch  in  diameter,  are  spaced 
one  and  a half  inches  apart  toward  one  end  of 
the  belt.  From  each  electrode  a wire  runs  to 
join  the  other  five  wires  of  the  patient’s  cable 
which  plugs  into  the  switch  box  (Fig.  1,  marked 
“To  Patient”).  A hook  on  the  free  end  of  the 
rubber  belt  fits  into  the  proper  hole,  permitting 
easy  adjustment  of  the  elastic  belt  to  the  size  of 
the  chest.  The  only  precordial  placements  which 
need  be  determined  are  electrode  one  (right  edge 
of  sternum  in  fourth  interspace)  and  electrode  six 
(midaxillary  line  in  the  fifth  interspace).  These 
two  points  are  easily  located  by  the  average 
technician.  The  other  four  .electrodes  lie  auto- 
matically at  equal  distances  from  one  to  six. 


If  the  amplifier  type  of  electrocardiograph  is 
used,  only  a thin  layer  of  electrode  paste  need  be 
applied  to  the  electrode,  and  no  further  rubbing 
of  the  skin  is  necessary.  With  the  string  machine 
the  electrodes  may  need  more  electrode  paste  or 
rubbing  up  and  down  to  reduce  skin  resistance, 
especially  on  hairy  chests.  If  failure  of  the  belt 
to  exert  sufficient  pressure  against  any  of  the 
disks  causes  wandering  of  the  tracing,  the  patient 
is  instructed  to  press  the  disk  firmly  against  the 
chest  through  a dry  towel.  The  female  breast 
offers  no  difficulty  in  this  technic,  for  the  breasts 
are  always  lifted  and  the  belt  is  set  into  position 
beneath  the  axillary  folds.  A typical  12-lead 
electrocardiogram  taken  with  the  above  de- 
scribed apparatus  and  technic  is  shown  in  Fig.  3. 
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Fig.  3.  Twelve-lead  electrocardiogram. 


Discussion 

The  12  leads  which  have  been  selected  as  the 
most  informative  and  easily  obtained  leads  in 
any  complete  study  of  the  heart  are  eminently 
practical.  With  the  devices  and  the  technic 
outlined  above  it  is  possible  to  take  the  12-lead 
electrocardiograrfi  in  just  a little  more  time  than 
the  ordinary  four-lead  tracings.  The  use  of  the 
precordial  belt  for  taking  the  multiple  chest 
leads  permits  great  speed  in  taking  these  chest 
leads,  once  the  technic  of  applying  the  belt  to 
different  chests  is  mastered.  Geiger  and  Goerner 
showed  that  there  are  insignificant  differences 
between  records  obtained  by  the  belt  technic 
and  the  six  individual  precordial  placements 
advocated  by  the  American  Heart  Association.2"4'6 
They  stress  the  fact  that  with  the  belt  the  fixed 
relation  of  the  electrode  to  the  thorax  rather 
than  the  heart  is  sounder  theoretically  than  the 
standard  method,  especially  in  study  of  axis 
deviation,  ventricular  hypertrophy,  bundle 
branch  block,  etc. 
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Our  studies  verify  these  findings.  We  were 
able  to  duplicate  ‘results  better  with  the  belt 
technic  than  with  individual  placements  on  the 
precordiunt,  whether  this  is  done  by  technicians 
or  by  the  authors  themselves.  The  method 
is,  therefore,  particularly  suited  to  exercise  toler- 
ance tests.  Since  the  patient  is  exercised  with 
the  belt  in  position,  a true  tracing  from  the  same 
six  precordial  areas  before  and  after  exercise  can 
be  obtained. 

We  hardly  need  justify  the  inclusion  of  the 
augmented  unipolar  limb  leads  of  Wilson  (aVR, 
aVL,  aVF)  in  the  12-lead  electrocardiogram  for 
complete  routine  cardiac  investigations,  for  they 
have  already  proved  themselves  of  great  value 
in  the  study  of  axis  deviation,  Q-wave  abnormali- 
ties, right  ventricular  hypertrophy,  bundle 
branch  block,  and  abnormalities  of  the  RS-T 
segment  and  T waves.3  6 The  devices  and  tech- 
nics described  above  permit  the  exploration  of  any 
part  of  the  body  (by  use  of  switch  position 
marked  “Expl.”),  and  of  nine  placements  in 
particular  (six  precordial,  three  limbs).  It  thus 
appears  to  answer  the  growing  demand  for  the 
unipolar  (exploratory)  type  of  electrocardiogram. 

Summary 

A technic  for  the  rapid  recordings  of  a 12- 
lead  electrocardiogram  is  described.  An  11- 


wire  cable  runs  from  the  patient  to  a selector 
switch,  six  of  these  wires  being  attached  to  elec- 
trodes in  an  elastic  precordial  belt.  By  use  of 
the  selector  switch  the  three  conventional  leads, 
six  precordial  leads  taken  with  the  Wilson  ter- 
minal as  the  indifferent  electrode,  and  the  three 
Wilson  augmented  unipolar  limb  leads  are  taken 
in  rapid  succession  without  having  to  move  any 
wires  or  electrodes.  It  is  hoped  that  the  wide- 
spread use  of  these  time-saving  devices — the 
switch  box,  elastic  precordial  belt,  and  11-wire 
patient’s  cable — will  rapidly  build  up  a mass  of 
data  to  help  establish  the  norms  and  standards  for 
these  promising  accessory  leads. 

The  technic  is  particularly  suited  to  the  special 
study  of  axis  deviation,  Q-wave  abnormalities, 
right  ventricular  hypertrophy,  bundle  branch 
block,  RST  segment  and  T-wave  abnormalities. 
It  answers  the  growing  demand  for  the  unipolar 
electrocardiogram . 
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IT’S  A MEASLES  YEAR 

Dr.  Harry  S.  Mustard,  New  York  City  Commis- 
sioner of  Health,  has  asked  us  to  point  out  that  so  far 
during  1948  there  have  been  9,295  cases  of  measles 
resulting  in  seven  deaths  in  the  city. 

Inasmuch  as  the  highest  mortality  and  the  largest 
number  of  complications  occur  in  very  young  chil- 
dren, Dr.  Mustard  urges  that  gamma  globulin  be  ad- 
ministered to  all  children  between  six  months  and 
five  years  of  age  who  are  household  contacts  to 
measles. 

Gamma  globulin  is  supplied  free  of  charge  by  the 


Department  of  Health  and  may  be  secured  at  any  of 
the  health  centers,  and  also  at  the  headquarters 
building,  125  Worth  Street,  New  York  City.  This 
preparation  is  available  in  2 cc.  vials  and  should  be 
given  within  six  days  of  the  onset  of  the  disease.  In 
very  young  children,  this  dose  entirely  protects  the 
child,  and  in  older  children,  if  the  disease  is  not  pre- 
vented, a mild  case  occurs  in  most  instances. 

The  immunity  conferred  by  gamma  globulin  lasts 
about  three  weeks. — New  York  Medicine,  Mai/  5, 
W',S 


STREPTOMYCIN  AND  SURGERY  IN  THE  TREATMENT  OF 
TUBERCULOUS  JOINTS 

Arthur  A.  Michele,  M.D.,  and  Frederick  J.  Krueger,  M.D.,  Brooklyn,  New  York 
(From  the  Orthopedic  Service  of  the  United  States  Marine  Hospital,  Staten  Island) 


STREPTOMYCIN  hydrochloride  as  an  adjunct 
to  the  surgery  of  bone  tuberculosis  has  given 
favorable  results  in  a series  of  12  cases.  Tuber- 
culosis of  the  shoulder  and  hip  was  treated  with 
surgery  and  streptomycin  hydrochloride,  and 
these  cases  are  presented  as  a preliminary  report. 

The  authors  believe  that  the  rapid  recovery, 
not  only  from  the  general  toxic  and  debilitating 
symptoms  but  also  from  the  local  subjective  and 
objective  pathologic  findings,  may  be  attributed 
to  streptomycin,  used  in  conjunction  with  surg- 
ery, as  the  active  element  in  this  recovery. 

Case  Reports 

Case  1. — A 44-year-old  seaman  from  Puerto  Rico 
spent  his  early  years  in  a rural  environment.  He 
drank  pasteurized  milk  for  the  first  time  in  New 
York  in  1941.  He  was  one  of  14  siblings,  seven  of 
which  were  accidentally  killed.  The  remainder  are 
living  and  well.  His  father  died  at  97,  of  old  age. 
His  mother  died  at  88,  following  an  operation.  He 
had  the  childhood  diseases,  including  small  pox, 
without  sequelae.  He  had  enjoyed  very  good  health 
up  to  the  present  illness. 

In  the  summer  of  1944,  following  a return  voyage 
from  Italy,  he  developed  multiple  draining  abscesses 
over  the  sternum  and  entire  right  shoulder  girdle. 
He  was  treated  at  a New  York  City  hospital  with 
“shots”  for  the  sinuses;  however,  they  did  not  dis- 
appear until  several  months  following  his  discharge 
from  that  institution  in  November,  1945.  Three, 
months  later,  on  January  7,  1946,  while  on  the  high 
seas,  he  fell  across  a rope,  landing  on  his  right 
shoulder.  Immediately,  his  shoulder  became  swol- 
len to  twice  its  normal  size.  There  was  an  area  of 
marked  tenderness  in  the  region  of  the  subdeltoid 
bursa  for  several  days.  The  shoulder  was  particu- 
larly painful  at  night.  Within  a week  many  purulent 
sinuses  with  foul  pus  appeared  over  the  entire  scapu- 
lar area  and  axilla,  the  pectoral  region,  and  the  supra- 
and  infraclavicular  areas  extending  over  the  sternum. 

He  was  admitted  to  the  surgical  service  of  Marine 
Hospital  on  January  30,  1946.  There  were  multiple 
draining  sinuses  about  the  right  shoulder.  He  suf- 
fered loss  of  appetite,  general  malaise,  and  listless- 
ness. The  remainder  of  the  admission  history  was 
not  remarkable. 

Pertinent  physical  findings  on  January  30,  1946, 
were  as  follows:  Blood  pressure,  115/78;  pulse,  82; 
respiration,  18,  and  temperature  averaging  37.5  C. 
The  general  physical  condition  was  good  with  the 
exception  of  pale  oral  mucous  membranes,  glistening 
sclera,  and  a chronically  infected  right  shoulder  with 
less  than  10  per  cent  normal  range  of  motion  at  the 
scapulohumeral  articulation. 


Roentgenograms  of  the  lungs  showed  a mild, 
healed,  pulmonary  fibrosis  of  the  left  apex.  Roent- 
genograms of  the  right  shoulder  were  described  as 
follows:  There  is  some  rather  old  periosteal  new 
bone  formation  of  the  greater  tuberosity  of  the  hu- 
merus and  a chronic  subdeltoid  bursitis  with  some 
involvement  of  the  supraspinatus  tendon,  since  the 
soft  tissue  shadow  is  particularly  dense  in  the  region 
just  above  the  humerus. 

During  the  six  weeks  in  the  hospital  the  patient 
slowly  improved  under  hot  compresses  and  sulfadia- 
zine. The  diagnosis  was  not  confirmed  in  the  labora- 
tory. However,  clinically,  he  was  considered  to  have 
bone  and  joint  tuberculosis.  The  patient  requested 
his  discharge  and  returned  to  sea  for  the  summer 
months. 

In  January,  1947,  he  returned  to  the  outpatient 
department,  stating  that  his  shoulder  had  drained 
most  of  the  past  year  and  that  he  had  had  an  inci- 
sion and  drainage  at  another  New  York  City  hospi- 
tal on  October  14  and  19,  1946,  and  on  January  16 
and  again  on  January  26,  1947.  He  stated  further 
that  in  November,  1946,  he  was  also  treated  for  a 
“fused  kidney  with  a double  ureter”  with  shots  of 
penicillin. 

He  returned  as  an  outpatient  to  this  hospital  the 
early  part  of  February,  1947  (Fig.  1).  Cultures, 
guinea  pig  inoculation,  and  smears  were  taken  from 
' the  pus  and  returned  positive  for  tuberculosis,  and 
he  was  referred  to  the  orthopedic  service  on  April  2, 
1947.  On  April  5,  1947,  he  developed  an  acute  ap- 
pendicitis, and  an  appendectomy  was  done  and  the 
abdomen  explored.  The  anomalies  of  the  kidney  and 
ureters  were  seen,  and  some  fairly  large  abdominal 
mesenteric  nodes  were  noted.  The  appendix  was 
acutely  inflamed. 

After  an  uneventful  course  following  appendec- 
tomy, on  April  29,  1947,  an  intra-articular  arthrode- 
sis of  the  right  shoulder  was  carried  out.  The  physi- 
cal findings  preoperatively  were  essentially  the  same 
as  previously  described,  except  that  the  right  shoul- 
der now  had  three  anterior  scars  and  seventeen 
openings  about  the  shoulder  area,  draining  moist 
purulent  material,  foul  in  odor.  The  shoulder  was 
twice  its  normal  size,  painful  on  motion  and  severely 
painful  at  night.  Temperature  was  36  C.  with  af- 
ternoon rises  to  38.2  C.  He  appeared  toxic,  discour- 
aged, and  weak. 

Laboratory  findings  were  essentially  normal  ex- 
cept for  roentgenographic  increase  of  destruction  in 
the  proximal  end  of  the  humerus  and  glenoid  fossa. 
Complete  blood  count  showed  4,100,000  red  blood 
cells  with  12  Gm.  per  cent  hemoglobin,  11,000  white 
. cells  with  28  per  cent  lymphocytes  and  72  per  cent 
neutrophils.  The  sedimentation  rate  was  28  mm. 
per  hour.  He  now  weighed  approximately  30  pounds 
less  than  one  year  previously. 
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Fig.  1.  Tuberculous  destruction  shoulder  joint. 

In  considering  the  approach  to  treatment  in  this 
case,  it  was  decided  that  an  intensive  chemical  thera- 
peutic regime  would  be  instituted,  using  strep- 
tomycin as  an  adjunct  to  surgery.  Although  Hin- 
shaw  in  his  report  on  four  cases  of  bone  tuberculosis 
makes  little  mention  of  its  use,  we  feel  that  strepto- 
mycin most  certainly  should  be  used  in  conjunction 
with  established  orthopedic  procedures.1 

Streptomycin  was  given  intramuscularly  in  V* 
Gm.  doses  every  three  hours  for  three  days  preopera- 
lively»  This  dosage  was  continued  for  three  more 
days  postoperatively.  Then  the  dosage  was  reduced 
to  300,000  units  every  three  hours  up  to  90  Gm.  No 
other  bactericidal  drug  was  given.  One-quarter- 
grain  doses  of  morphine  sulfate  were  given  every 
four  hours  for  one  and  a half  days  for  postoperative 
pain  and  multivitamins  were  continued  throughout 
t he  period  of  hospitalization. 

On  April  29,  1947,  the  operative  procedure  con- 
sisted of  a primary  debridement  of  the  scapulohu- 
meral articulation.  The  head  of  the  humerus  and 
glenoid  labrum  was  devoided  of  all  tuberculous  tis- 
sues including  cartilage,  and  the;  joint  was  fixed  at 
130  degrees  abduction  with  Steinman  pin  fixation. 
The  Putti  method  of  extra-articular  arthrodesis  was 
then  carried  out  by  a subperiosteal  exposure  of  the 


entire  spine  of  the  scapula.  An  osteotomy  of  the 
base  of  the  spine  from  the  body  of  the  scapula  was 
performed.  The  acromioclavicular  articulation 
was  spared.  The  spine  of  the  scapula  was  detached 
from  its  base,  denuded  of  periosteal  tissues. 
The  acromion  was  inserted  into  an  osseous  flap 
approximately  ll/2  inches  in  width  and  1 inch  in 
depth  which  included  the  cortex  raised  upon  the 
shaft  of  the  humerus  with  the  base  of  the  flap  distal. 
The  extremity  was  immobilized  in  an  abduction 
plaster  cast. 

By  the  eighth  postoperative  day,  all  the  sinuses 
about  the  shoulder  had  stopped  draining,  and  the 
skin  wound  had  healed  cleanly.  Further,  a previ- 
ously thick  bulky  shoulder  had  returned  to  normal 
size,  and  the  patient  was  cheerful,  hungry,  and 
stated  that  he  felt  much  better  than  he  had  for  the 
past  year.  By  the  end  of  the  sixth  week,  he  had 
gained  25  pounds,  and  it  was  necessary  to  change 
the  body  part  of  his  shoulder  spica. 

By  the  end  of  the  eighth  week,  roentgenogram 
showed  a fusion  of  the  affected  joint;  however,  the 
cast  was  continued  for  another  month.  Complica- 
tions of  the  streptomycin  therapy  consisted  of  pain 
at  the  site  of  injection  (with  or  without  novocaine), 
burning  during  the  last  week  of  injection  and,  occa- 
sionally, vertigo  on  sudden  change  of  position.  At 
the  end  of  three  months,  the  patient  had  gained  32 
pounds.  Night  pains  in  the  shoulder  subsided  after 
the  second  postoperative  night.  The  Steinman  pin 
inserted  into  the  scapulohumeral  articulation  was 
removed  at  the  end  of  the  sixth  week.  There  was  no 
further  drainage  from  the  shoulder  or  chest  (Fig.  2). 
The  pathologic  report  of  the  specimen  removed  from 
the  shoulder  was  positive  for  tuberculosis.  The  pa- 
tient’s temperature  returned  to  normal  at  the  end  of 
the  eighth  day. 

At  the  end  of  the  fourth  month  postoperatively, 
the  patient  was  found  to  have  a painless,  stable,  and 
satisfactorily  functioning  arthrodesis  of  the  right 
shoulder  (Fig.  3).  He  returned  to  his  duties  as  a 


Fig.  2.  I leak'd  scars  from  draining  sinuses,  anterior 
view. 
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Fig.  3.  Arthrodesis  of  the  tuberculous  shoulder 
joint. 


seaman.  On  re-examination  seven  months  after 
surgery,  the  shoulder  was  found  to  be  asymptomatic, 
and  the  patient  was  in  excellent  health. 

Case  2. — A 41 -year-old  Norwegian  seaman  whose 
illness  dated  back  to  1938,  at  which  time  following  a 
severe  cold  he  lost  his  voice,  was  hospitalized,  and  a 
diagnosis  of  pulmonary  and  laryngeal  tuberculosis 
was  made.  Following  hospitalization  of  twenty 
months  at  the  Charleston  Marine  Hospital  in  South 
Carolina,  he  was  discharged  as  an  arrested  tubercular 
and  returned  to  duty  until  July  of  1945. 

In  December  of  1945,  there  was  an  onset  of  dull 
aching  pain  in  the  region  of  the  left  hip  which  was 
more  pronounced  during  the  night  and  particularly 
in  bad  weather.  Associated  with  this,  he  had  a se- 
vere left  sciatica,  transient  in  type,  and  superim- 
posed on  this,  several  attacks  of  “herpes”  on  the  af- 
fected side,  lasting  usually  for  a period  of  three  to 
seven  days  at  a time.  After  the  fifth  or  sixth  attack 
he  was  hospitalized  at  the  U.S.  Marine  Hospital  at 
Martha’s  Vineyard,  Massachusetts,  in  .January  of 
1945.  On  February  10,  1945,  he  was  transferred  to 
this  hospital  with  a diagnosis  of  pulmonary  tubercu- 
losis and  tuberculosis  of  the  left  hip  joint.  At  that 
time  he  had  a dry  cough,  weight  loss,  and  marked 
swelling  and  pain  in  the  region  of  the  left  hip. 

Pertinent  physical  findings  in  February,  1945,  were 
as  follows:  a 41-year-old  man,  weighed  approxi- 
mately 120.  pounds,  normal  weight  being  about  135 
pounds.  The  blood  pressure  was  110/70.  He  ap- 
peared anemic  and  weak  with  his  left  hip  swollen 
twice  the  normal  size.  The  patient  had  a definite 
limp  with  a peroneal  type  of  foot  drop  and  atrophy 


of  the  lower  thigh  and  calf  on  the  left  side.  He  had 
a generalized  adenopathy  particularly  pronounced  in 
the  neck  and  inguinal  regions;  there  were  definite 
pains  on  motion  of  the  left  hip  and  a moderate 
amount  of  edema  in  the  region  of  the  left  ankle 
joint.  His  speech  was  coarse  and  whispered. 

His  physical  status  remained  essentially  the  same 
until  June  of  1946,  at  which  time  the  right  hip  be- 
came involved  mildly.  On  June  12,  1945,  a right 
hip  spica  was  applied.  In  spite  of  the  immobiliza- 
tion in  the  cast,  a flattening  of  the  head  occurred 
with  increased  pain  in  the  articulation  (Fig.  4). 


Fig.  4.  Flattening  of  the  head,  with  destruction  of 
the  joint. 


On  August  15,  1946,  a primary  joint  debridement 
with  denudation  of  all  tuberculous  tissue  and  joint 
cartilage  of  the  head  of  the  femur  and  the  acetabu- 
lum was  carried  out  on  the  left  hip.  A Smith-Peter- 
son  nail  fixation  of  the  head  into  the  acetabulum  in  a 
position  of  election  was  performed.  On  February  6, 
1 047,  the  Smith-Peterson  pin  was  removed,  and 
there  was  a persistence  of  a sinus  tract  in  the  region 
of  the  left  groin.  In  spite  of  the  apparent  beginning 
arthrodesis  of  the  articulation,  the  drainage  contin- 
ued. On  June  18,  1947,  streptomycin  was  instituted 
utilizing  '/2  Gm.  every  three  hours  for  a period  of 
ten  days.  After  forty-eight  hours  drainage  ceased. 

Positive  sputum  was  first  noted  in  July  of  1945 
and  lasted  until  June  of  1946.  All  smears  of  his 
hip  drainage  were  negative.  However,  the  guinea- 
pig  inoculation  was  positive  in  September,  1946,  and 
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again  on  August  15,  1946.  The  pathologist’s  report 
at  that  time  (August  15,  1946)  was  “amorphous  cal- 
cific masses  and  necrotic  bone,  no  tubercles  were 
seen.”  In  December,  1946,  left  hip  smear  was 
positive  for  tuberculosis  and  also  for  Bacterium  coli. 

Roentgenograms  taken  in  June,  1945,  were  re- 
ported as  follows:  The  findings  of  the  hip  are  con- 
sistent with  tuberculosis  of  long  standing.  Those  of 
the  lungs  are  interpreted  as  far-advanced  fibro-exu- 
dative  type  of  pulmonary  tuberculosis,  with  a 2-cm. 
cavity  anteriorly  in  the  right  chest  below  the  first  rib. 
In  September,  1945,  the  pulmonary  condition  was 
described  as  more  fibroid  with  the  same  cavity  still 
present.  In  October,  1945,  films  showed  a progres- 
sion of  the  left  femur  pathology  of  the  previously  de- 
scribed arthritis  of  the  joint  and  increase  in  oblitera- 
tion of  the  space  with  extensive  decalcification  of  the 
femoral  shaft.  It  was  felt  that  ankylosis  was  present 
roentgenologically.  The  dorsolumbar  spine  was  not 
remarkable  for  bone  or  joint  pathology;  however, 
there  was  an  abnormal  increase  of  the  soft  tissue 
density  adjacent  to  the  anterior  margin  of  the  fifth 
lumbar  vertebra  and  first  sacral  segment. 

By  July  15,  1946,  the  bone  destruction  had  pro- 
gressed, so  that  films  showed  soft  tissue  calcification 
about  the  left  hip  joint  and  almost  complete  de- 
struction of  the  articulating  surfaces  of  both  the 
acetabulum  and  the  femur.  The  leg  appeared  short- 
ened by  at  least  V2  inch.  Chest  films  were  constant. 
Postoperative  films  on  August  19,  1946  (Fig.  5),  re- 
vealed the  shelf  iliac  graft  held  in  place  by  a screw 
with  a Smith-Peterson  nail  stabilizing  the  hip. 
Many  bone  chips  were  seen  and  much  of  previously 
described  calcified  tissue  removed. 

' On  November  19,  1946,  films  revealed  definite 
callus  through  the  joint,  also  callus  about  the  bony 
bridge.  The  fusion  appeared  to  be  solid,  particu- 
larly in  the  inferior  part  of  the  joint.  In  January, 
1947,  roentgenograms  of  the  left  hip  exhibited  solid 
bony  ankylosis  of  the  hip  and  the  stabilizing  bony 
bridge  from  the  crest  of  the  ilium.  There  was  no 
activity  or  bone  destruction  noted.  In  chest  films 
taken  in  May,  1947,  there  was  considerable  clearing 
of  both  lung  fields,  and  marked  improvement  was 
the  impression. 

The  patient  was  re-examined  in  November,  1947. 
He  is  convalescing  following  a pulmonary  lobec- 
tomy. His  general  physical  condition  is  excellent. 
The  left  hip  is  stabile,  painless,  and  ankylosed  in 
good  position  for  function.  The  area  of  sinus  drain- 
age appears  normal. 


Fig.  5.  Arthrodesis  of  the  hip  joint,  with  shelf. 


Summary 

The  authors  believe  that  the  striking  results 
obtained  in  the  short  period  of  time  in  these  cases 
were  directly  attributable  to  the  effects  of  strepto- 
mycin. The  clinical  and  roentgenographic  fu- 
sion time  which  is  usually  from  eight  to  ten 
months  in  the  shoulder  was  reduced  to  three 
months,  and  in  the  case  of  the  hip  as  soon  as  strep- 
tomycin was  administered.  The  multiple  drain- 
ing sinuses  have  completely  disappeared.  Fu- 
sion was  demonstrated  on  roentgenograms,  and 
clinically,  the  shoulder  and  hip  joint  were  solid, 
painless,  and  in  excellent  position. 

It  was  further  believed,  on  the  other  hand,  that 
the  patients  would  not  have  had  the  rapid  recov- 
ery from  streptomycin  alone  with  conservative 
treatment  if  they  had  not  had  a complete  joint 
“toilet”  with  an  intra-  and  extra-articular  arthro- 
desis carried  out. 
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INDUSTRIAL  PSYCHIATRIC  FELLOWSHIP 
A pioneer  program  to  train  psychiatrists  for  the 
industrial  relations  and  labor  field  will  be  inaugu- 
rated at  Cornell  University  with  an  industrial  psy- 
chiatry fellowship  offered  in  the  School  of  Industrial 
and  Labor  Relations.  The  Carnegie  Corporat  ion  has 
made  a supporting  grant.  The  fellowship  will  be 


awarded  to  a physician  with  experience  in  psychiatry 
and  will  provide  two  years  of  training  at  the  school. 
In  addition  to  classroom  study  in  basic  industrial  and 
labor  relations  courses,  the  fellow  will  receive  train- 
ing in  human  relations  work  in  a plant,  labor  union, 
or  government  office. 


A CLINICAL  EVALUATION  OF  NEO-ANTERGAN  AND  ANTISTINE  IN 
THE  TREATMENT  OF  RAGWEED  HAY  FEVER 

Louis  Levin,  M.D.,  John  F.  Kelly,  M.D.,  and  Emanuel  Schwartz,  M.D., 

Brooklyn,  New  York 

{From  the  Division  of  Allergy  of  the  Department  of  Medicine  of  the  Long  Island  College  Hospital) 


THE  phenomenon  of  desensitization  in  ana- 
phylaxis is  defined  as  the  refractory  state 
produced  by  frequent  small  injections  of  a 
specific  antigen.  From  the  beginning  of  the 
demonstration  of  specific  desensitization  in 
anaphylaxis  and  allergy,  many  workers  began  to 
turn  their  attention  to  a method  which  would 
inhibit  anaphylaxis  or  allergy  without  the  use  of 
a specific  antigen. 

According  to  the  theory  advanced  by  Sir 
Thomas  Lewis  and  the  work  of  Lewis  and  Grant 
and  Lewis  and  Harmer,  it  is  assumed  that  the 
physiologic  response  in  anaphylaxis  and  in 
allergy  is  due  to  the  union  of  antigen  and  antibody 
in  the  shock  tissues,  with  the  resulting  liberation 
of  a histamine-like  substance,  now  regarded  by 
most  workers  as  being  histamine  itself.1-4  In 
1910,  Dale  and  Laidlaw  described  the  close  re- 
semblance between  histamine  shock  and  ana- 
phylactic shock  in  guinea  pigs.6  6 More  and 
more  evidence  has  accumulated  to  support  the 
histamine  theory  of  allergic  manifestations.  The 
writings  of  Dragstedt  and  Code  lend  emphasis  to 
this  theory.7'8  Although  there  is  much  evidence 
that  histamine  release  constitutes  a potent 
factor  in  the  production  of  anaphylactic  shock 
and  allergy,  there  is  justification  for  the  assertion 
that  not  all  manifestations  can  be  explained  on 
the  basis  of  histamine  activity.  This  may  help  to 
explain,  in  part,  the  difficulty  of  obtaining  a non- 
specific agent  that  would  act  as  a common  de- 
nominator or  common  factor  of  all  anaphylactic 
and/or  allergic  reactions.  This  probably  holds 
true  for  the  newer  antihistaminic  drugs  in  which 
an  attempt  is  made  to  counteract  the  effects  of 
the  histamine  release  that  occurs  from  the  union 
of  an  antigen  and  antibody.  Since  there  is 
evidence  pointing  to  other  factors  as  yet  not 
entirely  understood,  not  all  allergies  would  be 
expected  to  respond  to  antihistaminic  therapy 
alone.  However,  any  attack  on  the  problem  of 
allergy  must  be  pursued  to  its  fullest  extent,  and 
any  point  in  the  chain  of  events  that  occurs  in  an 
antibody  and  antigen  reaction  into  which  one  can 
drive  a wedge  so  as  to  secure  even  partial  relief  in 
a limited  number  of  the  allergic  diseases  should 
be  fully  utilized. 

Practically  all  the  newer  drugs  that  have 
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shown  any  promise  in  the  treatment  of  allergic 
diseases  are  the  so-called  antihistaminic  agents 
that  compete  with  the  histamine,  either  by 
displacement  or  replacement  of  the  attachment 
to  the  cell  receptor.  A systematic  search  for 
clinically  effective  antihistaminic  substances  was 
only  begun  in  1937.  French  investigators, 
especially  Fourneau  and  Bovet,  experimented  on 
animals  with  a number  of  highly  potential  anti- 
histaminic chemical  compounds.9  The  most 
effective  was  2-isopropyl-f)-methylpenoxyethyl- 
amine  (929F).  Staub  investigated  another  Four- 
neau compound,  N-phenyl-ethyl-N-diethyl  ethyl- 
ynediamine  (1571F).10  Both  Vere  shown  to 
alleviate  anaphylactic  shock  and  histamine-in- 
duced bronchoconstriction  and  to  prevent  hista- 
mine from  contracting  intestinal  muscles.  These 
findings  were  confirmed  by  other  workers.  The 
drawback  to  these  two  substances  was  that  they 
were  too  toxic.  In  1943,  Halpern  described  two 
new  compounds.11  One  of  these  was  N-dieth- 
ylamine-ethyl-N-benzyanaline,  also  known  as 
2339RP,  and  the  other  was  Antergan.  Both 
compounds  were  investigated  by  many  European 
workers.  These  drugs  were  found  to  be  more 
effective  and  less  toxic  than  929F  and  157 IF,  but 
they  still  gave  too  many  toxic  reactions.  Mayer, 
Huttner,  and  Scholz  investigated  several  amino- 
pyridal  and  aminopicoline  derivatives  related  to 
1571F.12  They  found  that  one  of  these,  N- 
dimethylenediamine  (pyribenzamine),  was  the 
most  active  antihistaminic  and  the  least  toxic. 
An  excellent  discussion  of  this  drug  is  contained 
in  the  work  of  Arbesman  and  his  coworkers.11 
Leibowitz  and  his  coworkers  compared  its  value 
in  hay  fever  patients  treated  with  and  without 
specific  pollen  extract  desensitization  and  also  in 
those  patients  treated  with  specific  pollen  de- 
sensitization alone.14  Another  comparatively 
new  drug,  /3-dimethyl amine  ethyl  benzhydrvl 
ether  hydrochloride  (benadryl)  was  demon- 
strated by  Loew  and  his  associates  to  be  an 
efficient  antihistaminic  of  fairly  low  toxicity. 
1516  Reports  by  Feinberg,  Curtis  and  Owen. 
O'Leary  and  Farber,  Schwartz  and  Levin,  and 
numerous  other  workers  showed  good  results. 
17-20  Of  all  of  the  compounds  mentioned  above, 
the  more  recent  ones,  pyribenzamine  and  bena- 
dryl, seemed  to  be  the  most  effective  and  had  the 
least  toxicity.  However,  there  were  still  num- 
erous side  reactions  encountered  with  these  drugs, 
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and  the  search  is  still  on  for  better  antihistaminic 
drugs  with,  what  is  very  important,  less  toxicity. 

Bovet  and  his  associates  recently  described  a 
new  drug,  N-P-methylbenzyl-N-dimethyl  amino- 
ethyl  and  amidopyridine,  or  compound  2786RP 
(Neo-Antergan).21  This  drug  was  described  as 
more  potent  and  less  toxic  than  Antergan.  A 
Swiss  anti-allergic  histamine  antagonist,  2-phenyl- 
benzylaminomethylimidazolene  sulfate,  known 
as  Antistine,  is  also  one  of  the  newer  antihista- 
minic drugs  available.22-24  The  chemical  formu- 
las are  as  follows:  N-phenyl-N-benzyl-amino- 
ethyl-imidazolin,  Antistine,  and  N-p-methoxyl- 
benzyl  - N - dimethylaminoethylaminopyridine, 
Neo-Antergan. 

In  an  effort  to  determine  whether  these  two 
drugs  had  greater  efficiency  and  less  toxicity,  and 
also  to  determine  their  value  in  comparison  to  the 
treatment  by  desensitization,  they  were  selected 
in  the  treatment  of  one  type  of  allergic  phenom- 
enon only,  namely,  the  treatment  of  ragweed 
hay  fever. 

Material 

A series  of  134  patients  with  ragweed  hay  fever 
was  treated  for  the  1947  season.  The  pollen 
count  was  not  regarded  as  a factor  in  the  evalua- 
tion of  the  symptoms  of  these  cases,  since  the 
pollen  count,  locality,  and  period  of  time  of 
evaluation  were  constant  for  all  cases.  Thus, ’if 
at  any  particular  time  the  pollen  count  was  high, 
this  was  constant  for  all  cases  and  any  difference 
in  the  over-all  severity  of  the  symptomatology  of 
one  group  of  cases  as  compared  with  the  others 
could  reasonably  be  attributed  to  factors  other 
than  the  pollen  count. 

The  series  was  divided  into  three  main  groups. 
Group  I received  only  the  antihistaminic  drugs. 
Group  II  received  routine  preseasonal  and  co- 
seasonal  desensitization  with  ragweed  pollen 
extract,  plus  the  antihistaminic  drugs  during  the 
hay  fever  season,  and  group  III  received  the 
routine  preseasonal  and  coseasonal  treatment 
with  ragweed  pollen  extract  alone.  In  order  to* 
eliminate  any  psychologic  factors,  group  I,  which 
received  only  the  antihistaminics,  were  also  given 
preseasonal  and  coseasonal  injections  along  with 
the  others,  except  that  the  injections  consisted  of 
buffered  saline,  and  group  III,  whose  treatment 
consisted  of  ragweed  pollen  injections  alone, 
were  also  given  pills  during  the  hay  fever  season, 
except  that  the  pills  were  merely  placeboes.  So, 
from  the  psychologic  point  of  view,  all  of  the 
three  groups  received  the  same  treatment,  in- 
jections, and  pills. 

Since  we  were  working  with  two  drugs,  groups 
I and  II  were  further  subdivided  into  group  I-A 
and  I-B,  and  group  II-A  and  II-B.  The  A groups 


received  Neo-Antergan,  and  the  B groups  re- 
ceived Antistine.  • 

The  cases  were  chosen  at  random  and  placed  in 
the  various  groups  regardless  of  the  routine 
classification  of  their  skin  sensitivities  (A,  B,  or 
C).  The  Neo-Antergan  was  given  in  doses  of  50 
mg.  three  times  a day  and  the  Antistine  in  doses 
of  100  mg.  three  times  a day,  except  in  a number 
of  cases  where  the  side  reactions  made  it  necessary 
to  cut  the  dose  or,  in  some  cases,  to  eliminate  it 
entirely.  Also,  some  cases  which  could  not 
tolerate  Neo-Antergan  were  switched  to  Antistine 
and  vice  versa.  The  symptomatic  results  and 
toxic  reactions  were  tabulated.  The  types  of 
toxic  reactions  were  also  noted.  Those  cases  that 
were  classified  as  obtaining  relief  had  to  show  an 
appreciable  amount  of  relief  to  be  so  considered. 
The  results  are  shown  in  Tables  1 to  3. 

TABLE  1. — Results  op  the  Treatment  op  Ragweed 
Hay  fever  Patients  with  Neo-Antergan  and  Antistine 


Number  No  Percentage 

of  Cases  Relief  Relief  Relieved 
Group  I. — Without  Ragweed  Desensitization 


Neo-Antergan 

27 

19 

8 

70 

Antistine 

23 

15 

8 

65 

Total 

50 

34 

16 

67 

Group  II. — With  Ragweed  Desensitization 


Neo-Antergan 

14 

11 

3 

79 

Antistine 

20 

15 

5 

75 

Total 

34 

26 

8 

77 

Group  III. — Ragweed  Desensitization  Alone 

50  38  12  76 

Total,  All  Groups  134  98  36  73 


TABLE  2. — Toxic  Reactions  of  Neo-Antergan  and 
Antistine  in  a Group  of  Hay  fever  Patients 


Number 

Number 

Percentage 

of  Cases 

Experiencing 

Experiencing 

Treated 

Side  Reactions 

Side  Reactions 

Neo-Antergan 

41 

15 

36 

Antistine 

43 

9 

21 

Total 

84 

24 

29 

TABLE  3. — Toxic  Reactions  by  Symptoms 

Neo-Antergan 

Antistine 

Reaction 

Group 

Group 

Sweating 

2 

0 

Nausea 

5 

3 

Dermatitis 

11 

0 

Diarrhea 

0 

0 

Colic 

4 

0 

Dizziness 

2 

1 

Tachycardia 

2 

2 

Pruritis 

2 

l 

Headache 

2 

1 

Drowsiness 

1 

2 

Nervousness 

1 

0 

Pharyngitis 

0 

1 

Vomiting 

0 

1 

Constriction  of  chest 

0 

1 

Gastritis 

1 

* * 

Each  of  the  above  24  patients  displaying  toxic 
reactions  had  one  or  more  of  the  above  symptoms. 
, At  no  time  was  there  complete  relief  from 
either  of  the  two  drugs.  It  was  temporary,  and 
very  rarely  was  even  this  temporary  relief  com- 
plete. In  about  one  third  of  the  cases  the  relief 
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was  intermittent;  the  patients  obtained  relief  at 
one  period  of  time  and  not  at  another  with  the 
same  drug,  or  they  might  Obtain  relief  at  the 
beginning  of  the  use  of  the  drug  and  fail  to  do  so 
later  on.  The  other  two  thirds  of  the  cases 
obtaining  relief  did  so  with  fairly  regular  con- 
sistency. 

Side  reactions  occurred  with  these  two  drugs 
also,  although  not  with  such  a high  incidence  as 
was  reported  with  some  of  the  other  antihista- 
minics.  Some  of  these  toxic  reactions  were 
severe  enough  to  warrant  discontinuing  the  drug. 

Summary 

A series  of  134  patients  with  ragweed  hay  fever 
was  divided  into  three  groups.  One  group  was 
treated  with  antihistaminic  drugs  alone,  the 
second  group  with  the  combination  of  antihista- 
minic drug  and  ragweed  pollen  desensitization, 
and  the  third  group  with  ragweed  pollen  de- 
sensitization alone. 

Groups  I and  II  were  further  subdivided  into 
A and  B,  the  A group  receiving  Neo-Antergan  and 
the  B group,  Antistine.  In  group  I-A  there  was 
relief  in  70  per  cent  of  the  cases  and  in  group  I-B 
there  was  relief  in  65  per  cent  of  the  cases,  an 
average  of  67  per  cent.  In  group  II-A  there  was 
relief  in  79  per  cent  of  the  cases  and  in  group  II-B, 
relief  in  75  per  cent,  an  average  of  77  per  cent. 
In  group  III  there  was  relief  in  76  per  cent  of  the 
cases.  Toxic  reactions  occurred  in  36  per  cent  of 
the  cases  being  given  Neo-Antergan  and  in  21  per 
cent  of  those  taking  Antistine. 

Conclusions 

The  two  drugs,  Neo-Antergan  and  Antistine,  are 
of  value  in  the  treatment  of  hay  fever.  Neo- 
Antergan  seems  to  have  more  antihistaminic 
properties  but  at  the  same  time  gives  more  toxic 
reactions  than  Antistine. 

From  the  drugs  alone,  results  were  not  as  good 
as  could  be  obtained  with  the  combination  of  the 
drug  and  pollen  desensitization.  There  was, 
however,  only  a little  better  result  from  the  use  of 


the  drugs  and  the  pollen  desensitization  than 
from  the  use  of  pollen  desensitization  alone. 

Apparently,  desensitization  treatment  is  still 
the  method  of  choice,  and  the  antihistaminic 
drugs  cannot  be  considered  as  substitutes. 
However,  the  drugs  are  of  value  as  adjuvants  in 
that  they  help  to  relieve  some  of  the  more  severe 
symptoms  and  to  shorten  their  duration,  even  if 
only  temporarily.  They  help  some  patients  who 
probably  would  not  be  relieved  as  well  from  desen- 
sitization alone.  We  must  also  never  lose  sight 
of  the  fact  that  a considerable  number  of  toxic 
reactions  occur.  We  feel  that  these  antihista- 
minic drugs,  if  used  judiciously,  together  with 
the  recognized  orthodox  methods  of  treating 
allergic  disorders,  are  of  valuable  assistance  in  the 
doctor’s  armamentarium. 
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INTERNATIONAL  CONFERENCE  ON  POLIOMYELITIS  ANNOUNCED 


The  National  Foundation  for  Infantile  Paralysis  of 
the  United  States  has  announced  that  it  will  cele- 
brate its  tenth  anniversary  by  sponsoring  the  First 
International  Poliomyelitis  Conference,  to  coordi- 
nate and  evaluate  the  last  decade  of  progress  that 
medical  science  has  made  in  the  study  of  the  disease. 

According  to  the  announcement,  it  will  be  the  first 


time  that  information  on  poliomyelitis,  its  treat  ment 
and  research,  has  been  exchanged  internationally  on 
such  an  extensive  basis.  It  is  expected  that  the  con- 
ference will  bring  together  the  world’s  outstanding 
laboratory  and  clinical  authorities  on  poliomyelitis. 
The  meeting  will  be  held  July  12  to  17,  at  t he  Wal- 
dorf-Astoria Hotel  in  New  York  City. 


STREPTOMYCIN  IN  CHRONIC  TUBERCULOSIS 

J.  N.  Hayes,  M.D.,  F.A.C.P.,  and  H.  Frazer  Parry,  M.D.,  Saranac  Lake,  New  York 


STREPTOMYCIN  has  a definite  bacterio- 
static and  some  bactericidal  action  on  tuber- 
cle bacilli  in  vitro  and  in  vivo.  During  treat- 
ment the  number  of  bacilli  in  the  sputum  is 
usually  reduced,  but  in  chronic  tuberculosis  only 
occasionally  is  the  sputum  converted  to  negative. 
This  refers  to  concentrated  and  cultural  examina- 
tions. Tubercle  bacilli  in  vitro  are  inhibited  by 
V2  to  1 unit  of  streptomycin. 

The  daily  dosage  and  the  optimal  duration  of 
treatment  are  not  definitely  established.  In 
most  clinics  in  which  2 Gnr.  a day  were  adminis- 
tered last  winter,  1 Gin.  is  now  the  daily  dosage. 
One-half  gram  may  be  sufficient.  The  1-Gm. 
daily  dose  is  usually  given  in  two  or  three  portions 
at  eight-  to  twelve-hour  intervals.  Acute  toxic 
cases,  hematogenous,  miliary,  or  pneumonic, 
have  responded  to  a dosage  of  2 Gm.  a day 
divided  into  from  two  to  six  doses  and  main- 
taiifed  for  one  hundred  twenty  days.1  The 
serum  level  with  ‘/2  Gm.  twice  a day  is  about  23 
units  at  one  hour  after  the  injection  and  4 units 
after  twelve  hours.  With  a dosage  of  WGm. 
every  eight  hours,  the  blood  level  is  about  14 
units  at  one  hour  and  5.5  units  at  eight  hours 
after  injection.2  The  daily  dose  intrathecally  in 
tuberculous  meningitis  is  50  mg.  or  1 mg.  per 
Kg.  of  body  weight. 

It  does  not  appear  to  be  necessary  to  main- 
tain a relatively  even  level  of  streptomycin  in 
the  blood.  We  do  not  know  how  quickly  a tu- 
bercle bacillus  reproduces  itself,  but  probably  one 
or  two  relatively  high  levels  maintained  in  the 
blood  for  a short  time  during  the  day  are  suf- 
ficient to  exercise  a suppressive  action  on  the 
tubercle  bacillus  or  to  interrupt  the  reproductive 
cycle  of  the  organism. 

We  do  not  know  how  long  the  treatment  should 
be  continued.  Everyone  has  observed  that  when 
symptoms  are  quite  severe,  a rapid  change  for 
the  better  occurs  within  one  week,  e.g.,  tempera- 
ture falls  to  normal  and  cough  and  expectoration 
are  reduced.  As  a rule,  this  is  not  due  to  action 
of  streptomycin  on  secondary  organisms.  The 
dovelopment,  of  bacterial  resistance  to  strepto- 
mycin is  to  some  extent  related  to  the  duration 
of  continuous  treatment.  This  refractoriness, 
when  it  occurs,  usually  develops  at  some  time 
after  four  to  six  weeks  of  treatment.  There  is  a 
tendency,  therefore,  lo  reduce  the  length  of  a 
course  to  four  to  eight  weeks.  It  may  even  be 
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possible  that  a course  of  one  week  a month  con- 
tinued throughout  the  year  may  be  a goo  1 
method  in  chronic  pulmonary  tuberculosis. 

It  is  assumed  that,  when  the  patient’s  bacilli 
become  resistant  to  the  action  of  500  or  1,000 
units  of  streptomycin,  no  further  benefit  can  be 
expected  from  continuation  of  treatment.  The 
bacilli  which  had  become  resistant  may  become 
sensitive  again  some  months  later.  This  is  rare 
in  the  experience  of  William  Steenken.2  The 
sensitivity  of  the  patient’s  bacilli  should  be 
examined  at  the  end  of  each  month’s  treatment. 

Occasionally,  patients  become  allergic  to  some 
substance  in  the  streptomycin  mixture,  but  this 
rarely  interferes  with  continuance  of  treatment. 
With  a daily  dose  of  1 Gm.,  vertigo  is  much  less 
common  than  with  the  2-Gm.  dose.  All  the 
effects  of  a high  dose  are  felt  when  the  kidneys 
had  been  previously  damaged  and  cannot  excrete 
the  antibiotic  as  rapidly  as  is  usual.  This  may 
happen  with  very  little  change  in  the  urinalysis. 
It  is  necessary,  therefore,  to  determine  the  blood 
level  at  about  the  third  or  fourth  day  and,  if  it  is 
abnormally  high,  to  study  the  renal  function 
carefully.  In  the  Saranac  Lake  area  we  have 
been  very  fortunate  in  having  the  use  of  the  facili- 
ties of  the  Trudeau  Sanatorium  Laboratory 
through  the  courtesy  of  William  Steenken  for  the 
determination  of  blood  levels  and  bacterial 
sensitivity. 

Streptomycin  should  not  be  used  in  competi- 
tion with  well-established  and  indicated  treat- 
ment, such  as  thoracoplasty  and  bed  rest,  but  it  is 
recommended  before  and  during  resection  of  a 
lung  or  a lobe.  We  do  not  recommend  it  before 
the  average  thoracoplasty  operation. 

The  best  results  of  streptomycin  treatment,  as 
had  been  forecast,  occur  in  the  early  exudative 
types  of  disease.  This  may  occur  as  a fresh  and 
newly-discovered  bronchopneumonia  or  miliary 
disease,  or  it  may  manifest  itself  as  a progression 
from  a long-standing  chronic  disease.  There  is 
a large  group  of  patients  with  chronic  fibrosing 
disease,  usually  with  cavity  formation.  This 
report  concerns  some  results  observed  in  such 
patients  who  have  been  under  streptomycin 
treatment  since  the  drug  first  became  available 
to  us  in  November,  1946,  and  whose  treatment 
was  terminated  at  least  several  months  ago. 
These  patients  were  treated  at  Gabriels  Sana- 
torium and  in  private  sanatoria  in  Saranac  Lake. 

In  choosing  these  27  chronic  cases  we  have 
excluded  patients  with  chronic  disease  in  whom  a 
recent  exacerbation  was  the  indication  for  ad- 
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ministering  the  drug.  Some  of  these  patients 
had  tuberculous  complications,  and  we  were 
interested  in  the  effect  upon  that  disease  and 
upon  the  pulmonary  disease.  Many  of  them 
had  intermittently  progressive  disease,  some 
of  which  were  very  toxic. 

Of  the  27  cases  the  disease  was  far  advanced 
in  23.  One  patient  with  minimal  fibrous  disease 
had  chronic  bronchial  tuberculosis.  Four  pa- 
tients had  moderately  advanced  disease,  one  with 
tuberculous  spondylitis,  one  with  chronic  tuber- 
culous bronchitis,  and  one  with  tuberculous 
adenitis. 

The  average  duration  of  disease  was  nine 
years.  The  disease  had  been  discovered  in  one 
patient  only  one  year  previously,  and  ten 
patients  had  been  sick  for  ten  to  twenty  years. 

As  to  tuberculous  complications,  five  had 
intestinal  tuberculosis,  seven  laryngitis,  five 
bronchitis,  one  chest  wall  sinus,  one  adenitis, 
two  osseous  tuberculosis,  one  fistula  in  ano,  and 
one  had  nephritis. 

As  to  the  dosage,  three  patients  received  2 
Gm.  a day  throughout,  20  received  2 Gm.  at  the 
beginning  and  later  1 or  1/2  Gm.,  and  five  re- 
ceived 1 Gm.  daily  throughout  the  course.  The 
duration  of  treatment,  especially  in  our  earlier 
experience,  was  ten  to  twenty  weeks,  with  a 
usual  total  dosage  of  100  to  150  Gm.  More 
recently,  we  gave  42  Gm.  during  six  weeks.  A 
few  of  this  group  had  more  than  one  course  of 
treatment. 

The  immediate  benefit,  frequently  in  the  first 
week  of  treatment,  is  sometimes  very  remarkable. 
In  this  group  of  patients,  the  following  changes 
were  'noted  within  the  first  few  weeks:  one, 
disappearance  of  dysphagia;  one,  decreased  or 
absent  diarrhea;  five,  decreased  cough  and  ex- 
pectoration; two,  loss  of  fever;  one,  sinus  healed; 
one,  fistula  in  ano  healed;  three,  disappearance  of 
wheezing;  two,  disappearance  of  bone  pain; 
one,  glands  smaller,  and  two,  worse.  These 
improvements  were  the  more  notable  because  of 
the  prolonged  duration  of  some  of  these  symp- 
toms. 

The  later  results  up  to  date  are  much  less 
impressive  as  a whole,  but  in  some  individual 
cases  the  improvement  had  been  maintained 
satisfactorily.  Six  patients  died.  In  two  the 
bronchial  disease  healed  with  some  residual 
stenosis.  Improvement  in  the  laryngitis  was 
maintained  in  two  patients.  Of  the  three 
cavities  which  closed,  one  was  kept  collapsed 
with  pneumothorax,  and  one  cavity  reopened. 
In  addition  to  the  six  patients  who  died,  14  more 
showed  no  permanent  improvement.  We  saw 
no  definite  benefit  which  could  be  attributed  to 
streptomycin  in  the  three  cases  of  osseous  tuber- 
culosis. 


One  of  the  most  impressive  effects  of  strepto- 
mycin therapy  is  reduction  in  the  amount  of 
sputum'.  The  decrease  was  quite  definite  in  ten 
patients.  It  was  surprising  to  find  that  the 
sputum  became  converted  in  seven  cases,  but 
special  features  of  the  disease  had  some  influence. 
In  chronic  fibroid  cavernous  disease,  intermit- 
tently negative  sputa  are  not  uncommon.  In 
one  patient  the  pulmonary  disease  was  inactive, 
and  the  tubercle  bacilli  had  their  source  from  the 
bronchial  disease  which  was  healed  by  strepto- 
mycin. 

The  bacilli  of  one  patient  were  resistant  to 
1,000  units  of  streptomycin  before  beginning  the 
treatment.  She  obtained  no  benefit.  In  12 
patients  the  bacillary  sensitivity  was  preserved. 
In  eight  patients  the  bacilli  became  resistant  and 
were  not  affected  when  grown  in  a medium  con- 
taining 5 to  1,000  units  of  streptomycin. 

Case  Reports 

Case  1. — An  unmarried  woman,  29  years  old,  of 
Ecuador,  came  to  Saranac  Lake  in  October,  1945. 
Her  pulmonary  tuberculosis  began  in  1939,  and 
she  had  never  taken  proper  treatment.  She  was 
thin  and  weak  but  without  fever.  She  had  x- 
ray  evidence  of  ileocecal  tuberculosis.  Her  x-ray 
showed  disease  scattered  throughout  both  lungs, 
more  Intense  in  the  upper  thirds  where  there  was 
marked’ fibrosis  with  cavity  formation,  and  emphy- 
sema. Slight  increases  of  disease  occurred  early  in 

1946.  A planigram  revealed  bronchiectasis,  bleb 
formation,  and  small  cavities  in  each  upper  third. 
There  was  slight  improvement  up  to  February, 

1947.  The  sputum  was  scanty  and  contained  few 
bacilli.  The  morning  cough  was  prolonged  and 
hard. 

Streptomycin  was  begun  February  20,  1947,  2 
Gm.  a day  in  5 doses  for  eight  days.  The  tempera- 
ture, which  had  been  normal,  rose  to  99.6  F.,  and 
she  developed  a slight  rash  on  the  back  of  the  hands. 
The  dose  was  reduced  to  1 Gm.,  and  a new  lot  was 
given.  The  temperature  then  fell.  One  gram  in 
three  doses  was  given  until  May  18,  a total  of  102 
Gm.  in  twelve  and  a half  weeks.  Vertigo  became 
marked  after  the  third  week  and  was  slowly  com- 
pensated for  some  months  after  stopping  the 
drug.  She  had  a remarkable  reduction  in  the 
harassing  morning-  cough.  From  March  to  July* 
she  had  two  positive  concentrated  examinations, 
one  of  which  was  negative  on  culture,  and  six  nega- 
tive concentrates,  of  which  two  were  negative  on 
culture.  X-ray  showed  very  little  change  for  the 
better. 

Case  2. — The  history  of  one  patient  is  interesting 
from  the  point  of  view  of  the  difficulty  in  making  a 
diagnosis  if  one  does  not  have  tuberculosis  in  mind 
when  the  patient  has  a chronic  respiratory  condi- 
tion. A 35-year-old  woman  had  a cough  for  ten 
years.  Five  years  ago,  an  x-ray  revealed  a minimal 
lesion  in  the  right  upper  lobe  which  had  the  appear- 
ance of  a well-fibrosed,  healed  lesion.  I doubt  if 
tubercle  bacilli  were  searched  for,  at  least  not  re- 
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peatedlv.  For  nine  years  she  had  a recurring, 
and  later  persistent,  wheeze  in  the  right  chest. 
After  a lipiodol  examination  a diagnosis  of  bronchi- 
ectasis was  made.  She  had  a number  of  respiratory 
infections,  some  of  which  were  considered  to  be 
bronchopneumonia. 

Finally,  she  was  sent  to  Dr.  Clerf,  of  Philadelphia, 
in  the  summer  of  1946,  and  he  diagnosed  tuberculous 
bronchitis,  right  upper,  proved  by  biopsy.  When 
she  did  not  improve  with  rest  treatment,  she  was 
given  streptomycin  from  February  24  to  May  14, 
1947,  2 Gm.  in  5 doses  for  one  week  and  then  1 Gm. 
in  3 doses  for  ten  weeks.  Also,  for  six  weeks  she  took 
1.2  Gm.  by  aerosol  inhalation  divided  into  4 doses 
a day.  The  drug  by  inhalation  was  irritating 
and  had  to  be  stopped.  She  had  a total  of  105 
Gm.  during  eleven  weeks.  The  wheeze  of  nine 
years’  duration  ceased  entirely  within  six  weeks; 
it  was  decreased  almost  immediately.  The  ex- 
pectoration was  reduced  from  10  to  2 cc.  and  became 
free  of  tubercle  bacilli  by  concentrate  and  cultures. 
Bronchoscopy,  six  weeks  after  treatment  was  begun, 
showed  healing  of  the  ulcer  and  restoration  of  the 
mucous  membrane  to  normal,  but  the  stenosis  of 
the  right  upper  bronchus  changed  from  4 mm.  to 


7 mm.  The  well-fibrosed  pulmonary  lesion  was 
unchanged. 

Conclusion 

Streptomycin  is  not  likely  to  lead  to  a complete 
cure  of  prolonged  chronic  pulmonary  tuber- 
culosis. The  more  fibrocavernous  the  disease, 
the  less  likely  is  benefit  to  be  expected.  However, 
some  of  the  extrapulmonary  complications  may 
be  relieved  or  cured.  Occasionally,  such  an 
improvement  may  occur,  especially  in  the  better 
lung,  that  the  patient  may  be  prepared  for  some 
form  of  collapse  therapy.  In  some  patients  a 
very  satisfactory  symptomatic  relief  may  be 
anticipated,  and  this  may  continue  for  at  least 
six  months  after  cessation  of  antibiotic  therapy. 
In  a rare  case,  perhaps  when  bronchial  tuber- 
culosis is  the  most  active  factor  in  the  disease,  a 
complete  cure  may  occur. 
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LIVING  COSTS  RISE  FASTER  THAN  PHYSICIANS’  FEES 


The  cost  of  living  has  risen  more  rapidly  than  the 
fees  chilrged  by  physicians  for  medical  services,  ac- 
cording to  Frank  G.  Dickinson,  Ph.  D.,  director  of 
the  Bureau  of  Medical  Economic  Research  of  the 
American  Medical  Association.  In  his  new  study 
entitled  “Comparative  Increases  in  the  Costs  of 
Medical  Care  and  the  Costs  of  Living,”  Dr.  Dickin- 
son stated  that  the  quantity  of  medical  care  received 
by  the  American  people  was  at  least  two  thirds  more 
in  1946  than  in  1939. 

“When  the  various  indexes  and  ratios  are  stud- 
ied,” Dr.  Dickinson  said,  “it  can  be  seen  that  the 
quantity  of  medical  care  received  by  the  American 
people  probably  has  increased  much  faster  than  the 
increase  in  the  number  of  physicians.  This  apparent 
‘output’  per  physicians  doubtless  reflects  the  in- 
creasing use  of  technical  assistants. 

“Whether  one  examines  the  record  of  total  ex- 
penditures of  the  American  people  for  medical  care 
or  the  prices  of  significant  items  during  recent  years, 
he  comes  to  the  general  conclusion  that  the  American 
people  have  been  fortunate  in  that  the  sosts  of  keep- 
ing well  have  not  risen  as  rapidly  as  the  cost  of 
living.” 

Dr.  Dickinson  estimated  that  the  quantity  of 


physicians’  services — one  of  the  medical  care  items — 
was  approximately  one-half  greater  in  1946  than  in 
the  base  period  1935-1939,  but  the  number  of  phy- 
sicians was  only  one-seventh  greater. 

Dr.  Dlfckinson’s  newest  study  is  the  second  made 
within  a year.  In  1947,  he  published  a study  en- 
titled "Is  Medical  Care  Expensive?”  Dr.  Dickinson 
said  that  medical  care  items  as  a whole  cost  the 
.American  people  $5,600,000,000  in  1946,  but  that 
only  3.9  per  cent  of  the  total  personal  consumer  ex- 
penditures of  the  American  people  were  spent  for 
these  medical  care  items.  This  compared  with  4.3 
per  cent  in  1940. 

He  also  found  in  his  first  study  that  in  1946  phy- 
sicians received  only  26  per  cent  of  all  the  dollars 
spent  for  medical  care  as  compared  with  31  per  cent 
in  the  base  period,  1935-1939,  and  32  per  cent  in 
1929,  the  first  year  for  which  the  data  were  gathered 
and  published  by  the  U.S.  Department  of  Com- 
merce. 

On  the  other  hand,  he  found  that  the  amount 
spent  for  drugs  in  1946  had  risen  to  24  per  cent  of 
all  dollars  spent  for  medical  care  as  compared  with 
only  21  per  cent  in  the  base  period,  1935-1939,  and 
20  per  cent  in  1929. 


GANGRENE  OF  BOTH  LEGS  FOLLOWING  FEMORAL  VEIN  LIGATION 

Jacob  Sarnoff,  M-D.,  Brooklyn,  New  York 


CERTAIN  therapeutic  agents  or  procedures 
are  so  positive  in  their  action  that  when  first 
presented  they  are  accepted  without  question. 
This  applies  to  such  drugs  as  salvarsan,  insulin, 
sulfonamides,  penicillin,  thiouracil,  and  likewise 
to  surgical  procedures  which  have  been  made 
possible  of  late  because  of  the  improvement  in 
pre-  and  postoperative  care,  aided  by  antibiotics, 
blood  transfusions,  and  especially  the  more  mod- 
ern methods  of  anesthesia,  as  applied  to  thoracic 
surgery. 

One  of  the  operative  procedures  which  has  be- 
come very  popular  in  a short  time  is  that  of  fem- 
oral vein  ligation.  This  applies  especially  to  the 
prevention  and  treatment  of  embolic  processes 
that  may  occur  in  coronary  disease,  thrombo- 
phlebitis, or  phlebothrombosis.  Femoral  vein 
ligation  for  the  above  conditions  is  being  aban- 
doned by  some  of  those  who  were  former  enthusi- 
asts. Femoral  vein  interruption  is  now  accepted 
as  being  of  therapeutic  value  in  chronic,  progres- 
sive arterial  occlusion  in  conditions  such  as  Ray- 
naud’s disease,  arteriosclerosis,  etc.  The  physio- 
logic mechanism  of  the  circulation  lends  support 
to  such  a procedure.  The  blood  pressure  in  the 
large  arteries  drops  to  32  mm.  of  mercury  in  the 
arteriolar  bed  and  to  approximately  22  mm.  in  the 
arterial  capillaries,  and  12  mm.  in  the  venous 
capillaries.  The  venous  return  to  the  heart  is 
aided  by  this  vis  a tergo,  by  the  action  of  the 
muscular  contraction,  and  by  the  suction  created 
by  the  negative  pressure  of  the  chest  during  in- 
spiration which  helps  to  draw  the  venous  blood 
from  the  vena  cava  into  the  right  auricle. 

When  obstruction  to  the  arterial  flow  takes 
place,  such  as  in  chronic  occlusive  arterial  dis- 
ease, the  capillary  pressure  is  decreased  until  it  is 
almost  nil.  Gangrene  may  be  threatening  unless 
collateral  arterial  circulation  is  established.  Liga- 
tion of  the  femoral  veip  encourages  the  develop- 
ment of  such  collateral  circulation.  When  the 
femoral  vein  is  ligated,  there  develops  an  in- 
creased resistance  to  the  arterial  flow,  which  in 
turn  increases  the  pressure  on  the  arterial  side, 
causing  a dilatation  of  the  -collateral  arteries 
which  attempt  to  re-establish  the  arterial  blood 
supply.  For  that  reason  it  is  now  an  established 
procedure  to  ligate  the  superficial  femoral  vein  in 
cases  of  threatening  gangrene  of  the  lower  ex- 
tremity. The  results  justify  this  procedure. 

We  come  now  to  a condition  in  which  femoral 
vein  ligation  is  used  extensively  as  a prophylactic 
and  curative  measure  in  the  occurrence  of  pul- 
monary emboli.  This  procedure  has  been  prac- 


ticed in  some  of  the  recognized  clinics  throughout 
the  country.  Some  of  the  enthusiasts  have  not 
only  advocated  and  practiced  femoral  vein  inter- 
ruption in  cases  of  pathology  of  the  circulation  of 
the  leg  but  also  as  a prophylactic  measure  pre- 
operatively  in  abdominal  surgery.  The  object  of 
such  interruption  is  to  prevent  the  possibility  of 
emboli  from  the  femoral  vein  and  its  tributaries 
from  reaching  the  pulmonary  circulation,  produc- 
ing infarcts  and  even  sudden  death  from  a pul- 
monary embolism.  This  would  appear  to  be  a 
logical  procedure  when  there  is  an  existing  pathol- 
ogy in  these  veins.  When  no  such  pathology 
exists  or  none  is  threatened,  this  operation  puts 
an  additional  burden  on  the  patient  in  whom  the 
chances  of  such  an  incident  are  so  slight. 

One  may  argue,  and  rightly  so,  that  this  is  a 
minor  procedure  if  it  be  performed  by  the  most 
competent  hands,  but  that  is  not  always  the  case. 
Although  the  analogy  is  not  complete,  we  may 
compare  it  to  gallbladder  surgery.  We  know  of 
cases  where  the  surgeon,  in  the  dilemma  of  bleed- 
ing from  the  cystic  artery  during  cholecystec- 
tomy, hastily  clamps  the  artery  and  includes  the 
common  duct  in  the  clamp,  resulting  in  biliary 
obstruction  and  its  dire  consequences.  In  the 
case  to  be  presented,  such  difficulty  was  appar- 
ently encountered,  since  the  operation  lasted  an 
hour,  which  seems  to  suggest  such  a complication. 

It  is  now  accepted  that  the  proper  site  for  such 
ligation,  whether  it  be  for  cases  of  arterial  occlu- 
sion or  a prophylaxis  against  pulmonary  embolism, 
is  the  femoral  vein  just  below  its  junction  with  the 
profunda  femoris.  The  reasons  for  this  location 
are  twofold.  Ligation  above  this  level  is  tech- 
nically more  difficult,  and  may  also  cause  greater 
disturbance  in  the  form  of  swelling,  discomfort, 
and  discoloration  of  the  leg.  Yet,  even  at  this 
level,  complicating  hemorrhage  and  even  gang- 
rene of  the  leg  may  follow  the  procedure  in  un- 
skilled hands. 

The  following  case  prompted  the  writer  to  pre- 
sent this  discussion. 

Case  Report 

A man  of  50  suffered  from  a heart  attack  in  De- 
cember, 1946,  for  which  he  was  hospitalized  for  four 
weeks.  When  he  was  almost  well  enough  to  go  home, 
he  had  a chill  lasting  a few  minutes.  He  remained 
in  the  hospital  and  had  another  chill  the  following 
day. 

To  avoid  the  possibility  of  emboli,  the  attending 
physician  advised  ligation  of  both  femoral  veins, 
which  was  done  the  following  day.  Immediately 
after  the  ligation,  both  legs  became  cyanotic,  and  in 
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Fig.  1.  Gangrene  of  right  leg  with  the  loss  of  left 
foot  and  necrosis  of  soft  parts  of  lower  two  thirds  of 
leg.  In  spite  of  the  extreme  gangrene,  patient  was 
able  to  move  freely  even  the  right  leg,  since  the  gan- 
grene stopped  short  below  the  insertion  of  the  flexor 
and  extensor  muscles  of  the  leg. 

the  course  of  the  next  few  days  the  patient  developed 
gangrene  of  both  legs. 

The  patient  received  a number  of  paravertebral 
nerve  blocks,  in  the  hope  of  relieving  the  spasm  of 
the  arteries,  and  thereby  helping  to  establish  col- 
lateral circulation,  but  to  no  avail.  In  sjiite  of  the 
complete  gangrene  of  the  right  leg  and  the  loss  of  the 
left  foot  with  the  extrusion  of  the  entire  os  calcis,  the 
patient  continued  to  be  treated,  first  in  the  hospital, 
from  January  to  March,  and  then  at  home,  from 
March  to  the  end  of  October,  by  means  of  local  ap- 
plications and  internal  medication.  It  was  only 
after  a great  deal  of  urging  by  the  family  and  the 
patient  that  the  doctor  in  charge  yielded  to  surgical 
intervention. 

The  patient  was  first  seen  by  me  on  October  29, 
1947.  One  has  to  see  the  condition  of  the  gangrene 
(Fig.  1)  to  realize  the  futility  of  such  procrastina- 
tion. One  must  speculate  as  to  the  cause  of  the 
gangrene.  We  may  suspect  that  the  gangrene  fol- 
lowed the  inadvertent  ligation  of  more  than  the 
femoral  vein.  It  is  conceded  that  ligation  of  the 
femoral  vein  alone  should  not  cause  such  gangrene. 
The  incident  is  even  more  striking  when  both  legs 
were  affected.  One  may  not  see  in  a lifetime  such 
an  extreme  case  of  gangrene  lasting  for  a period  of 
nine  months  without  surgical  relief,  nor  can  one 
appreciate  the  description  of  the  condition  without 
seeing  a record  which  was  taken  in  the  form  of 
photographs  and  motion  pictures. 

In  spite  of  his  prolonged  suffering  and  the  gangre- 
nous condition  of  his  legs  the  patient  exhibited  great 
fortitude.  He  freely  moved  the  right  leg,  which  was 
gangrenous  up  to  two  inches  below  the  knee,  and  de- 
left leg  from  which  the  os  calcis  was  protruding.  Ii 
was  because  of  the  high  attachment  of  the  flexor  and 
extensor  rhuscles  of  the  leg,  such  as  the  biceps,  semi- 
membranosus, semitendinosus,  and  the  quadriceps 
extensor,  through  its  ligamentum  patella,  that  the 
patient  was  able  to  flex  and  extend  freely  the  right 


leg  in  spite  of  such  high  and  complete  gangrene.  The 
1 appearance  o£  such  a condition  was  shocking. 

The  patient  pleaded  with  me  to  save  every  vestige 
of  the  living  upper  part  of  the  right  leg.  He  was 
fully  aware  of  his  condition,  and  figured  out  for  him- 
self the  advantages  of  saving  the  function  of  the 
knee.  He  persisted,  in  spite  of  the  fact  that  I told 
him  that  it  might  be  more  advisable  to  amputate  at 
the  knee.  He  would  not  consent  to  the  operation 
unless  I promised  to  save  the  stump  below  the 
knee,  which  I did. 

Preparatory  to  the  amputation  of  both  legs,  the 
thickly  coated  encrustations  and  debris  of  the  left 
leg  were  removed,  and  the  underlying  surface  thor- 
oughly cleansed.  The  encrustation  extended  to  the 
upper  third  of  the  leg.  Most  of  the  underlying  sur- 
face was  covered  with  a new  epithelial  lining.  Ap- 
proximately one  third  of  the  surface  was  covered 
with  granulation  tissue  which  might  heal  over  or 
might  require  skin  grafting  at  a later  date. 

Under  spinal  anesthesia,  the  soft  tissues  of  the 
right  leg  below  the  knee  were  cut  across  at  the  line 
of  demarcation  and  retracted  as  high  up  as  possible. 
The  tibia  and  fibula  were  sawed  across  at  as  high  a 
level  as  possible,  leaving  about  an  inch  and  a half 
of  the  tibia  to  conserve  the  insertion  of  the  ligamen- 
tum patella  in  front,  and  the  hamstring  muscles 
behind.  The  head  of  the  fibula  was  then  removed  so 
as  to  avoid  its  protrusion  at  the  stump.  The  poplit- 
eal artery  was  found  patent  but  not  bleeding.  The 
popliteal  nerve  was  pulled  down  about  two  inches 
and  cut  high  up  to  avoid  a painful  stump.  The  su- 
tures were  passed  through  the  end  of  the  ligamentum 
patella  and  the  posterior  ligaments  of  the  knee  and 
fascia  to  cover  the  stump.  The  skin  and  fascia  were 
approximated  with  interrupted  figure  8 silk  sutures. 
One  Penrose  drain  was  introduced  underneath  the 
fascia  across  the  length  of  the  stump.  The  soft  tis- 
sues were  approximated  without  tension.  The  knee- 
cap appeared  to  serve  as  a rounded  stump  for  the 
thigh.  The  left  leg  was  amputated  about  two  inches 
above  the  ankle  joint  so  as  to  allow  enough  soft  tissue 
to  cover  the  stump  (Fig.  2). 

Because  of  the  poor  vitality  of  the  remaining  por-  . 
tion  of  the  left  leg,  there  appeared  to  be  no  chance 
for  healing  or  recovering  the  use  of  that  part  of  the 


Fig.  2.  Condition  after  amputation  of  right  leg 
below  the  knee  and  the  left  leg  just  above  the  ankle. 
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leg.  Amputation  was  decided  on  and  was  performed 
at  three  inches  below  the  knee  on  December  7,  1947. 
Following  this  amputation,  the  stump  healed  well. 

Because  of  the  prolonged  disability,  there  was  a 
marked  flexion  contraction  of  the  left  knee.  X-ray 
shortly  after  this  amputation  showed  a rarefaction 
of  the  tibial  stump  at  the  junction  of  the  epiphysis 
and  diphysis  and  a bowing,  not  unlike  a greenstick 
fracture,  at  that  point. 

It  was  deemed  advisable  to  institute  proper  re- 
habilitation to  relieve  the  contracture  and  to  fit  him 
with  artificial  legs.  He  received  this  treatment  at 
the  New  York  University-Bellevue  Medical  Center, 
Institute  of  Rehabilitation  and  Physical  Medicine, 
with  gratifying  results.  His  morale  has  been  raised 
to  a high  standard,  and  he  is  now  self-sufficient  in  at- 
tending to  his  regular  duties  and  able  to  walk  about 
without  any  aid. 


In  discussing  this  case  with  some  of  my  col- 
leagues they  called  to  my  attention  two  cases  of 
venous  ligation  of  the  lower  extremities  per- 
formed during  the  last  few  months  in  local  hos- 
pitals, which  were  followed  by  gangrene  of  the 
leg.  Amputation  had  to  be  performed  in  both 
cases,  and  one  resulted  in  a fatality.  The  occur- 
rence of  such  mishaps  would  tend  to  show  that 
femoral  vein  ligation  is  not  to  be  considered  too 
lightly. 

This  case  is  reported  in  detail  to  illustrate  what 
may  happen  following  femoral  vein  ligation  under 
unfavorable  circumstances.  It  serves  to  empha- 
size the  need  for  caution  in  the  selection  and  the 
performance  of  femoral  vein  ligation. 

1406  Albemarle  Road 


SURGICAL  INSURANCE  STATISTICS 

Boys  incur  15  per  cent  more  surgical  operatious 
than  girls,  with  60  per  cent  of  all  children’s  opera- 
tions being  tonsillectomies  and  20  per  cent  appen- 
dectomies or  fractures,  according  to  an  analysis  of 
100,000  surgical  benefit  claims  of  all  ages  made  by  a 
committee  of  the  Actuarial  Society  of  America  and 
presented  at  the  annual  meeting  of  the  Society  in 
New  York.  This  was  one  of  a long  list  of  findings 
from  the  study,  which  covered  group  surgical  insur- 
ance claims  reported  by  companies  doing  70  per  cent 
of  this  type  of  insurance  and  covering  a period  of 
eight  months  of  last  year. 

Group  surgical  insurance,  first  written  in  1938,  has 
become  an  important  segment  of  the  insurance  busi- 
ness, covering  10,000,000  persons,  the  report  stated. 
This  insurance,  added  to  protection  on  an  additional 
10,000,000  covered  by  Blue  Cross,  individual  con- 
tracts or  other  plans,  gives  a total  of  over  20,000,000 
persons  now  protected  by  surgical  benefit  insurance. 

Eight  types  of  operations  were  found  to  account 
for  the  greater  part  of  all  surgical  benefit  claims: 
tonsillectomy,  appendectomy,  benign  tumor  or  cyst, 
hemorrhoidectomy,  fracture,  hysterectomy,  herniot- 
omy, and  dilation  or  curettage.  These  accounted 
for  60  per  cent  of  all  claims,  57  per  cent  of  the  male 
eases  and  67  per  cent  of  the  female  cases. 

Multiple  operations  take  place  in  a large  number 
of  cases,  taking  advantage  of  the  urgency  of  the 
major  cause.  In  17  per  cent  of  all  cases,  more  than 
one  oper&tion  was  performed  under  the  one  proce- 
dure; in  the  case  of  claims  for  wives,  31  per  cent 
were  multiple,  for  female  employes,  24  per  cent,  for 
male  employes  15  per  cent,  and  for  children  5 per 
cent.  In  gynecologic  surgery,  a maximum  of  51  per 
cent  was  shown.  On  the  average,  multiple  operation 
'•laims  were  for  amounts  almost  double  those  for 
single  operations. 


More  complicated  surgery  was  incurred  at  ages 
over  50  in  the  case  of  men.  For  women,  the  opera- 
tions were  generally  more  serious  than  for  men  at  all 
ages,  but  the  severity  changed  little  with  age,  except 
for  a slight  peak  in  late  childbearing  or  post  child- 
bearing years. 

Not  all  surgery  is  performed  in  hospitals,  the  re- 
port shows,  though  most  of  it  is.  Men  show  a higher 
out-of-hospital  surgery  incidence  than  women.  In 
the  case  of  men,  23  per  cent  of  the  operations  were 
performed  out  of  hospitals,  for  children,  16  per  cent, 
and  for  women,  11  per  cent.  The  average  amount 
paid  for  out-of-hospital  claims  was  less  than  one- 
third  that  for  hospital  surgery. 

Taking  appendectomy  as  an  example,  it  was  found 
that  30  per  cent  of  the  doctors  charged  not  over  $100: 
50  per  cent  not  over  $125;  80  per  cent  not  over 
$150;  and  90  per  cent  not  over  $165.  The  analysis 
was  said  by  the  committee  t o indicate  that 'charges 
were  usually  higher  for  male  employes  than  for 
women,  reflecting  the  general  practice  of  suiting  fees 
to  the  ability  to  pay. 

Analysis  of  surgical  fees  in  the  cases  covered 
showed  that  charges  were  highest  on  the  west  coast, 
with  California  showing  the  highest  cost  of  any 
state.  In  California  the  charges  were  39  per  cent 
greater  than  the  U.S.  average  in  nonobstetrical 
cases  and  61  per  cent  over  average  in  obstetrical; 
in  the  middle  Atlantic  states,  next  highest,  the 
charges  were  3 per  cent  and  5 per  cent  higher  than 
average,  respectively. 

The  south  Atlantic  states  showed  the  lowest 
cost,  12  per  cent  and  9 per  cent  respectively,  below 
average.  The  average  surgical  claim  for  male  em- 
ployes was  $48,  for  female  employes  $63,  for 
wives  $71,  for  male  children  $34,  and  for  female 
children  $37. 


THE  TREATMENT  OF  VENOUS  THROMBO-EMBOLISM 


Stuart  W.  Cosgriff,  M.D.,  Richard  J.  Cross,  M.D.,  and  David  V.  Habif,  M.D., 

New  York  City 

{From  the  Departments  of  Medicine  and  Surgery,  Columbia  University  College  of  Physicians  and  Surgeons, 
and.  the  Presbyterian  Hospital) 


THIS  PAPER  is  a report  of  the  method  em- 
ployed and  the  results  obtained  in  the  treat- 
ment of  160  cases  of  venous  thrombo-embolism  at 
the  Columbia-Presbyterian  Medical  Center  dur- 
ing the  past  one  and  one-half  years.  A medical-  • 
surgical  team  was  organized  to  manage  therapy, 
and  all  patients  in  this  series,  drawn  from  all 
services  in  the  Center,  were  seen  daily  by  at  least 
one  of  the  members  of  this  group.  Anticoagu- 
lants were  used  except  when  contraindicated  or 
when  bleeding  resulted  from  their  use,  and  in  such 
instances  vein  ligation  was  performed. 

The  rationale  for  the  use  of  anticoagulant  ther- 
apy is  based  on  the  experimental  and  clinical 
evidence  that  a thrombus  in  a vein  incites  an 
inflammatory  reaction  leading  to  fixation  of  the 
clot  within  three  to  five  days.  Adequate  anticoag- 
ulant therapy  prevents  propagation  during  this 
period  of  fixation  and  during  the  transition  from 
bed  rest  to  full  activity.  It  is  understandable, 
therefore,  that  even  with  anticoagulant  therapy  a 
patient  may  sustain  a pulmonary  embolus  in  the 
first  few  days  of  treatment,  since  the  entire 
thrombus  may  not  lie  completely  fixed  at  that 
time. 

Program  of  Management 

In  this  study,  heparin  was  generally  used  dur- 
ing the  first  thirty-six  to  forty-eight  hours  in  order 
to  obtain  an  immediate  anticoagulant  effect. 
Subsequently,  during  the  course  of  dicumarol 
therapy,  heparin  was  used  whenever  the  pro- 
thrombin time  fell  below  satisfactory  levels.  The 
sodium  salt  of  heparin  was  administered  by  inter- 
mittent subcutaneous  injections.  The  dosage 
schedule  was  as  follows:  one  hour  after  an  initial 
intravenous  injection  of  25  mg.,  50  mg.  were 
given  in  the  deep  subcutaneous  tissues,  and  be- 
ginning three  hours  later,  50  mg.  subcutaneously 
repeated  every  three  hours.  It  was  felt  that  a 
persistent  elevation  of  the  clotting  time  was  de- 
sirable, and  accordingly  the  heparin  dose  was 
adjusted  to  maintain  a venous  clotting  time  be- 
tween twenty  and  forty  minutes,  determined  by  a 
modified  Lee- White  method.  Bleeding  secondary 
to  heparin  therapy  occurred  in  only  one  patient. 
Provided  that  the  injections  were  given  in  the  deep 
subcutaneous  tissues,  significant  discomfort  was 
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seldom  produced,  and  there  were  only  rare  small 
ecchymoses  at  the  injection  site.  It  was  found 
that  this  subcutaneous  method  usually  eliminated 
the  marked  fluctuations  of  venous  clotting  time 
encountered  with  intermittent  intravenous  injec- 
tions and  allowed  for  a sustained  effect.  A 
method  is  being  studied  at  present  for  administer- 
ing the  sodium  salt  of  heparin  by  intermittent 
subcutaneous  injection  without  control  of  clotting 
times,  but  the  results  to  date  have  not  been  evalu- 
ated. 

Dicumarol,  the  principal  drug,  was  started  on 
the  first  day  and  continued  throughout  the  entire 
period  of  treatment.  Following  an  initial  dose  of 
200  to  300  mg.  by  mouth  the  first  day,  100  to  200 
mg.  were  given  on  the  second  day,  and  thereafter 
daily  doses  varied  between  0 and  300  mg.  Varia- 
ble absorption  was  noted  with  administration  by 
rectum,  although  in  a few  cases  the  response  was 
satisfactory.  Daily  prothrombin  times  were  de- 
termined on  whole  plasma  by  a modified  Quick 
method.  Normal  100  per  cent  activity  was  four- 
teen (plus  or  minus  two)  seconds,  with  a desired 
effective  anticoagulant  range  of  twenty-two  to 
forty-four  seconds,  corresponding  to  30  and  10 
per  cent  of  prothrombin  activity,  respectively. 
It  is  believed  that  this  range  provides  for  the  pre- 
vention of  further  thrombus  propagation  and  yet 
reduces  hemorrhagic  complications  to  a mini- 
mum. As  noted  previously,  supplementary  he- 
parin wasgiven  whenever theprothrombin  time  fell 
below  twenty-two  seconds.  Excessive  hypopro- 
thrombinemia  was  treated  promptly  by  the  ad- 
ministration of  synthetic  vitamin  K in  the  form  of 
72  mg.  of  menadione  bisulfite  given  intravenously. 
This  usually  resulted  in  a reduction  of  the  pro- 
thrombin time  to  safe  range  within  twelve  to 
forty-eight  hours.  In  addition,  when  bleeding 
occurred,  500  ec.  of  whole  blood  or  lyophilized 
plasma  was  given  to  produce  an  immediate  return 
of  the  prothrombin  time  to  a safe  range.  W hile 
this  amount  of  plasma  resulted  in  an  immediate 
reduction  of  prothrombin  time,  the  effect  was 
maintained  for  only  six  to  ten  hours.  For  this 
reason,  it  was  at  times  necessary  to  give  500  cc.  of 
plasma  every  six  to  ten  hours  until  the  more 
permanent  effect  of  the  menadione  was  manifest. 
The  prothrombin  time  of  reconstituted  lyophil- 
ized plasma  which  contains  0.1  per  cent  citric 
acid  was  determined  to  be  consistently  normal. 

It  was  observed  that  20  per  cent  of  those  indi- 
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viduals  receiving  dicumarol  were  hyperreaetors  to 
the  usual  dose  of  dicumarol,  and  in  these  patients 
significantly  lower  dosage  was  necessary.  This 
group  included  chiefly  the  elderly,  debilitated,  and 
undernourished,  as  well  as  those  with  hepatic 
disease  and  patients  in  the  immediate  postop- 
erative period.  Minor  bleeding  occurred  in  eight 
cases  (5.2  per  cent)  and  major  bleeding  in  two 
cases  (1.3  per  cent).  There  were  no  fatalities 
from  hemorrhage.  Patients  with  a history  of  pre- 
vious thrombo-embolism  are  known  to  have  a 
higher  percentage  chance  of  recurrence  following 
operation  or  childbirth.  Individuals  in  this  group 
have  been  given  dicumarol  without  preliminary 
heparinization  as  a prophylactic  measure.  Some 
cardiacs  and  patients  with  extensive  varicosities 
or  malignancy,  although  without  a thrombo- 
embolic history,  have  also  received  dicumarol 
postoperatively  for  prophylactic  reasons. 

As  far  as  the  general  program  of  management 
was  concerned,  all  patients  were  maintained  on 
complete  bed  rest  with  legs  elevated  during  the 
first  six  days  of  anticoagulant  administration. 
Undue  strain  and  exertion  were  strictly  avoided. 
If  by  the  sixth  day  the  clinical  picture  was  satis- 
factory as  regards  general  condition  and  pulmon- 
ary and  extremity  status,  the  patient  was  allowed 
up  and  encouraged  to  walk  rather  than  sit  in  a 
chair.  Anticoagulant  therapy  was  continued  un- 
til the  patient  was  completely  ambulatory,  gener- 
ally another  four  to  six  days.  Penicillin  was  ad- 
ministered prophylactically  to  most  patients  with 
pulmonary  infarction. 

Results 

As  shown  in  the  accompanying  table,  in  60 
patients  with  deep  venous  thrombosis  treated 
with  anticoagulant  therapy,  subsequent  throm- 
bosis took  place  in  three  cases  (5  per  cent)  after 
the  cessation  of  therapy.  One  nonfatal  pulmo- 
nary embolus  occurred  on  the  third  day  after  the 
start  of  treatment  (1.7  per  cent).  There  were 
no  fatal  emboli  in  this  group. 

In  80  patients  with  pulmonary  embolus  as  the 


TABLE  1. — Results  of  Anticoagulant  Therapy  in  100 
Patients  with  Venous  Thrombo-embolic  Disease 


Type  of  Case 

Number  Subsequent  Subsequent 
of  Cases  Thrombosis  Embolism 

Fatalities 

Venous 

thrombosis 

00 

3 (5%) 

1 (1.7%) 

0 

Pulmonary 

embolism 

80 

2 (2.5%) 

3(3.8%) 

1 (1.3%)* 

Prophylactic 
with  history 
of  previous 
thrombo- 
embolism 

20 

0 

0 

0 

* The  fatality  occurred  from  a massive  pulmonary  embolus 
ten  minutes  after  the  start  of  therapy  in  the  form  of  25  mg. 
heparin  intravenously.  *.  ‘ 


presenting  problem,  with  or  without  clinically 
recognizable  deep  venous  thrombosis,  there  were 
three  (3.8  per  cent)  subsequent  nonfatal  pul- 
monary emboli,  two  (2.5  per  cent)  subsequent 
venous  thromboses,  and  one  (1.3  per  cent)  sub- 
sequent fatal  embolus.  This  fatality  occurred 
ten  minutes  after  the  first  25-mg.  intravenous 
dose  of  heparin.  The  three  subsequent  nonfatal 
pulmonary  emboli  occurred  prior  to  the  sixth  day 
of  therapy. 

In  20  patients  with  a history  of  previous 
thrombo-embolism  treated  postoperatively  or 
' postpartum  prophylactically  with  dicumarol 
alone,  there  were  no  subsequent  venous  throm- 
boses or  emboli. 

Bilateral  ligation  of  the  superficial  femoral  vein 
has  been  carried  out  during  this  period  in  seven 
patients  in  whom  anticoagulant  therapy  was  con- 
sidered to  be  contraindicated  or  in  whom  bleeding 
had  resulted  from  its  use.  Two  of  these  seven 
patients  had  a prophylactic  ligation  of  the  super- 
ficial femoral  veins  because  of  a history  of  previ- 
ous deep  thrombosis.  In  one  of  these,  a nonfatal 
pulmonary  embolus  occurred  four  days  following 
ligation,  or  two  days  after  a common  duct  explor- 
ation. This  patient  was  subsequently  treated 
with  anticoagulants  and  did  well. 

Paravertebral  sympathetic  blocks  have  been 
performed  with  satisfactory  results  on  ten  pa- 
tients who  have  shown  marked  edema,  severe 
pain,  or  vasospasm. 

Follow-up  data  are  as  yet  too  brief  and  incom- 
plete to  be  significant,  but,  in  general,  where  the 
process  has  been  confined  to  the  calf,  there  have 
been  no  postphlebitic  symptoms  or  signs.  Those 
patients  with  ileofemoral  thrombophlebitis  have 
had  mild  to  moderate  edema  for  about  three  to 
four  months. 

Summary 

1.  The  management  of  thrombo-embolism 
and  the  results  obtained  in  160  cases  have  been 
reviewed . 

2.  A method  for  the  administnftion  of  the 
sodium  salt  of  heparin  by  intermittent  deep  sub- 
cutaneous injection  was  desciibed. 

3.  Lyophilized  plasma  has  proved  satisfactory 
for  the  immediate  reduction  to  a safe  range  of  an 
excessively  high  prothrombin  time  associated 
with  bleeding. 

4.  Anticoagulant  therapy  has  proved  to  be  an 
effective  method  for  the  treatment  of  thrombo- 
embolism. 

A portion  of  the  heparin  used  in  this  study  was  supplied 
through  the 'courtesy  of  Roche-Organon,  Inc.,  Nutley,  New 
Jersey. 

A portion  of  the  dicumarol  was  supplied  through  the 
courtesy  of  E.  It.  Squibb  & Sons,  New  York  City. 


WHAT  IS  NORMAL  BLOOD  PRESSURE? 

Henry  I.  Russek,  M.D.,  F.A.C.P.,  Staten  Island,  New  York 
(From  the  U.S.  Marine  Hospital,  Staten  Island ) 


FEW  FUNCTIONS  of  the  body  have  been  so 
extensively  studied  as  human  blood  pressure. 
Nevertheless,  a wide  divergence  of  authoritative 
opinion  still  exists  as  to  the  range  of  this  impor- 
tant physiologic  measurement.  More  than  a 
generation  ago,  clinicians  accepted  as  normal  an 
appreciable  increment  in  the  systolic  blood  pres- 
sure with  advancing  years.  Thus,  the  formula 
‘TOO  plus  the  age”  was  in  common  usage  in  that 
early  period  of  clinical  sphygmomanometry. 
Within  the  last  twenty-five  years,  however,  the 
highest  acceptable  reading  of  the  systolic  blood 
pressure  has  been  persistently  lowered  so  that 
today  140  nun.  is  generally  regarded  as  the  ceiling 
level  irrespective  of  age.1-5  According  to  this 
view,  a reading  above  140  mm.  is  “just  as  ab- 
normal in  an  old  man  as  in  a young  one.”3  In- 
deed, it  has  even  been  claimed  that  normal  blood 
pressure  remains  constant  throughout  life,  that  it 
never  exceeds  120  mm.  and  that  levels  above  this 
limit  at  any  age  are  in  the  zone  of  hypertension.6 

Conflicting  with  the  concept  that  normal  blood 
pressure  is  little  altered  by  age  are  the  observa- 
tions reported  by  others.7-11  An  analysis  of 
1,000  elderly  seamen,  for  example,  disclosed  that 
87  per  cent  had  systolic  blood  pressures  above  120 
mm.,  and  64  per  cent  had  levels  above  140  mm.9 
With  the  former  limit,  therefore,  only  13  per  cent 
of  the  series  would  have  qualified  as  normal  and 
with  the  latter  only  36  per  cent.  Normal  blood 
pressure  so  defined  presents  the  paradox  of  being 
increasingly  uncommon  with  advancing  age.  If 
these  standards  are  to  be  upheld,  it  must  be  con- 
cluded that  hypertension  is  the  usual  finding 
after  middle  age  and  that  abnormal  elevation  of 
the  blood  pressure  is  generally  compatible  with 
longevity.  Numerous  statistical  surveys,  how- 
ever, fail  to  support  the  latter  conclusion. 

On  the  other  hand,  an  appreciable  percentage 
of  elderly  persons  manifests  elevated  systolic 
blood  pressure  with  normal  or  low  diastolic  blood 
pressure,  for  example,  170/70.  These  persons, 
unlike  those  with  diastolic  hypertension,  gener- 
ally have  no  significant  abnormalities  of  the  car- 
diovascular system.  The  frequency  of  this  type 
of  systolic  hypertension  increases  appreciably 
with  age  (Fig.  1),  having  been  notedpn  more  than 
one  third  of  the  male  subjects  over  60  in  one 
series.11  Such  elevation  of  the  systolic  blood 
pressure  has  been  attributed  to  diminution  in  the 
elasticity  of  the  aorta  and  its  large  branches. 
That  the  elasticity  of  arteries  diminishes  progres- 


sively with  advancing  years,  becoming  particu- 
larly marked  with  the  fifth  decade,  has  already 
been  established.12  Experimental' studies  also 
lend  support  to  the  view  that  decreased  arterial 
elasticity  causes  a rise  in  the  sjrstolic  and  a fall  in 
the  diastolic  level.13  A similar  trend  with  age 
has  actually  been  noted  clinically  in  normal  blood 
pressure  levels.9-11  It  appears  likely,  therefore, 
that  loss  of  arterial  elastic  tissue,  as  well  as  sys- 
tolic hypertension  to  which  it  frequently  gives 
rise,  are  comparable  to  such  physiologic  changes 
as  occur  in  the  hair,  skin,  skeleton,  and  other 
structures  with  advancing  years.  Statistical 
studies  dealing  with  life  expectancy  in  elderly 
persons  with  systolic  hypertension  are  conspicu- 
ously lacking.  Unfounded  conclusions  have  been 
drawn  concerning  this  group  because  of  failure  to 
separate  them  from  persons  with  diastolic  hyper- 
tension and  because  of  inferences  based  on  find- 
ings in  younger  age  groups. 

Age,  however,  does  not  exert  its  influence  upon 
blood  pressure  solely  through  involutionary  vas- 
cular changes.  A neurogenic  factor  in  addition  to 
the  vascular  one  is  also  operative.11  By  means  of 
the  cold  pressor  test  it  has  been  shown  that  the 
response  of  the  blood  pressure  to  a standard 
stimulus  increases  progressively  as  persons  grow 
older.1415  This  effect  appears  to  result  from  in- 
creasing sensitivity  of  the  vasomotor  centers  with 
age.  Since  the  act  of  measuring  the  blood  pres- 
sure is  also  a relatively  standard  stimulus  (psychic 
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in  nature),  progressively  higher  levels  of  normal 
I ilood  pressure  are  to  be  expected  from  this  influ- 
ence with  advancing  years.  Thus,  the  neurogenic 
factor  tends  to  elevate  both  the  systolic  and  dia- 
stolic pressures,  while  the  vascular  factor  tends  to 
increase  only  the  systolic  level  while  simultane- 
ously depressing  the  diastolic.  The  combined 
effect  of  these  influences  is  a marked  augmenta- 
tion of  the  systolic  reading  with  but  little  change 
in  the  diastolic  reading  with  age. 

These  considerations  demand  that  normal 
standards  allow  a progressively  increasing  range 
in  the  systolic  blood  pressure  while  permitting 
but  little  variation  in  the  diastolic  level  with  suc- 
ceeding decades.  The  significance  of  the  systolic 
reading  should,  therefore,  be  de-emphasized  in  the 
latter  decades  of  life,  since  it  is  the  diastolic  level 
alone  which  can  establish  the  existence  of  hyper- 
tensive disease.  The  formula  ‘TOO  plus  the  age,” 
formerly  employed  as  an  index  of  normal  blood 
pressure,  seems  to  reflect  fairly  accurately  the 
tendency  of  normal  systolic  blood  pressure  to  in- 
crease with  age. 

Published  reports  dealing  with  younger  groups 
indicate  that  normal  diastolic  blood  pressure 
probably  never  exceeds  90  mm.16-18  Certainly 
no  higher  limit  •would  seem  acceptable  after  mid- 
dle age. 


The  current  standards  of  normal  blood  pressure 
and  attitude  toward  the  hypertensive  patient  are 
resulting  in  immeasurable  harm  both  through  im- 
proper diagnosis  and  overemphasis  upon  a dis- 
ease which  as  yet  has  no  effective  therapy.  As 
matters  now  stand  most  patients  probably  ought 
never  to  be  told  that  they  are  hypertensive. 
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BATTLE  ALCOHOLIC  PROBLEM 

A “hands  across  the  continent  venture”  for  bat- 
tling the  problems  of  alcohol  will  get  started  this 
summer  when  the  Yale  Institute  of  Alcohol  Studies 
in  the  Southwest  is  established.  The  joint  attack  by 
Connecticut  and  Texas  educational  and  scientific 
leaders  was  formally  inaugurated  at  a two-day  cele- 
Tiration  at  Fort  Worth,  Texas,  May  14  and  15. 

Plans  for  the  establishment  by  Yale  University  of 
a large,  long-range  research  and  clinical  center  in  co- 
operation with  Texas  Christian  University  were  an- 
nounced by  Dr.  Howard  W.  Haggard,  director  of  the 
Vale  Laboratory  of  Applied  Physiology. 

As  now  planned,  the  Yale  Institute  of  Alcohol 
Studies  in  the  Southwest  will  comprise  the  following 
activities: 

1.  A research  unit  in  the  social  sciences  at  Texas 
Christian  University. 

2.  A clinic  for  the  rehabilitation  of  alcoholics  at 
Dallas. 

3.  A summer  School  of  Alcohol  Studies  at  Trin- 
ity University,  San  Antonio.  This  will  be  patterned 
after  the  nationally  famous  summer  school  conduc- 
ted each  ycaf  in  Nejv  Uavymby  Yalv‘._ 

4.  I nforfrral  Educational  aefcitd ties,  at  all  levels, 

throughout, tho  state, , -«  ^ ~ • 

The  clinic  in  Dallas,  Texas,  ufldor  ^hi  cjifVtlon  of 


a psychiatrist  who  has  specialized  in  t he  treatment  of 
alcoholism,  will  conduct  research  on  physiologic 
sensitivity  to  alcohol,  psychologic  factors  contribu- 
ting to  alcoholism,  preventive  mental  hygiene,  and 
tests  of  new  methods  of  treat  ments.  All  work  will  be 
carried  out  in  cooperation  with  medical  institutions 
which  will  receive  grants  from  the  Yale  Institute. 

The  clinic  will  maintain  inpatient  and  outpatient 
services,  will  accept  referrals  from  all  sources,  and 
will  offer  its  services  particularly  to  the  police  courts 
in  order  to  replace  admittedly  useless  penal  methods 
by  clinical  treatment.  It  will  seek  to  use  all  com- 
munity resources  in  the  care  and  treatment  of  alco- 
holics. One  of  its  most  important  functions  will  be 
the  training  of  clinical  personnel  to  meet  the  great 
demand  for  specialists. 

The  research  unit  in  the  social  scionces  will  con- 
sider: methods  of  alcohol  education  in  schools;  in- 
vestigation of  social,  economic,  educational,  and  re- 
ligious factors  which  may  be  used  in  the  prevention 
of  inebriety;  determination  of  t he  extent  and  inten- 
sity and  nature  of  alcoholism  in  Texas  and  the  South- 
west in  various  age  groups,  occupations,  rural  and 
urban  areas;  a survey  of  the  effectiveness  of  liquor 
control  laws. 

— Science  News  Letter,  May  15, 1948 


SURGICAL  TREATMENT  OF  HYPERTENSION 

David  P.  Boyd,  M.D.,  F.R.C.S.,  Amsterdam,  New  York 


DURING  the  past  few  years  28  persons  have 
been  subjected  to  varying  degrees  of  sym- 
pathetic denervation  in  this  city  for  the  relief  of 
essential  hypertensions.  It  is  proper  to  remark 
that  the  early  operations  were  made  possible  by 
the  progressive  scientific  viewpoint  of  my  surgi- 
cal colleagues,  Dr.  Lew  H.  Finch  and  Dr.  C.  A. 
Spence,  and  subsequently  by  the  medical  practi- 
tioners of  this  community. 

The  commonly  accepted  indications  and  con- 
traindications for  sympathectomy  were  observed 
in  those  patients.  In  particular,  it  was  felt  that 
people  with  extensive  renal  damage  were  not 
candidates.  Furthermore,  an  attempt  was  made 
to  evaluate  the  cardiac  status  accurately  by 
physical  examination,  x-ray  studies,  and  electro- 
cardiography. Advanced  myocardial  damage 
was  considered  to  make  the  operation  too  hazard- 
ous. Thus,  patients  with  known  episodes  of  con- 
gestive failure  in  the  past  and  those  with  exces- 
sive enlargement  of  the  heart  were,  as  a rule,  re- 
jected. On  the  other  hand,  several  patients  who 
stood  the  operation  well  and  benefited  from  it 
have  had  one  or  more  cerebrovascular  accidents.. 
One  case  was  a thirty-two-year-old  man  who  was 
operated  upon,  still  bearing  the  stigmata  of  his 
stroke,  who  has  had  a pressure  of  150  to  160  sys- 
tolic since  his  operation  in  1944  and  who  works 
every  day.  In  other  words,  the  operation  may 
be  offered  to  the  younger  group  of  hypertensives 
without  severe  myocardial  or  renal  damage,  whose 
blood  pressure  can  be  shown  to  be  labile  and  not 
fixed  by  the  sedation  tests. 

The  majority  of  the  patients  were  in  the  third 
or  fourth  decade,  but  two  patients  in  their  fifties 
were  operated.  In  these  older  cases  the  Max  Peet 
operation  was  done,  that  is,  a bilateral  sympa- 
thectomy confined  to  the  thoracic  region,  resect- 
ing a liberal  segment  of  the  splanchnic  nerves  and 
the  chain  from  eighth  or  ninth  thoracic  to  the 
eleventh  or  twelfth  thoracic.  Some  of  the  remain- 
ing cases  were  done  by  the  Smith  wick  technic,  but 
the  majority  had  the  extremely  radical  combined 
thoracic  and  lumbar  operation  which  is  recom- 
mended by  James  L.  Poppen.1  A 2-inch  segment 
of  the  eighth  and  eleventh  ribs  was  resected  pos- 
terior to  the  angle,  and  the  sympathetic  chain  was 
removed  from  the  fourth  thoracic  downward. 
The  entire  greater  and  lesser  splanchnic  nerves 
were  mobilized  in  continuity  with  the  chain.  Be- 
low the  twelfth  rib  the  retroperitoneal  area  was 
entered,  and  the  first  and  second  lumbar  ganglia 
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were  mobilized  and  the  splanchnics  cut  as  they 
enter  the  celiac  ganglion.  This  exposure  gives  an 
opportunity  for  inspection  of  kidney  and  adrenal 
and  biopsy  if  indicated,  and  it  preserves  the  integ- 
rity of  the  diaphragm.  This  radical  operation 
appears  to  give  better  results  as  far  as  reduction 
in  pressure  is  concerned  and  especially  as  regards 
persistent  postural  hypotension,  but  sympto- 
matic relief  was  not  influenced  by  the  extent  of 
the  procedure. 

The  hospital  mortality  was  not  excessive.  One 
patient  died  on  the  table  at  the  completion  of  a 
first  stage  operation.  She  was  a twenty-eight- 
year-old  woman  with  malignant  hypertension  and 
a grave  degree  of  cardiac  impairment.  Another 
patient  died  of  heart  failure  a Week  after  a first 
stage  procedure.  Both  of  these  cases  occurred 
early  in  my  experience  and  represent  serious 
errors  in  surgical  judgment.  In  addition  to  the 
latter,  three  patients  are  known  to  have  suc- 
cumbed to  cardiovascular  disease.  These  three 
patients  were  advanced  hypertensives,  but  all 
were  well  enough  to  be  working  at  the  time  of 
death. 

Of  the  23  cases  which  remain,  four  were  lost  to 
follow-up.  Of  the  19  whose  present  status  was 
known,  ten  had  a substantial  and  persistent  fall 
in  blood  pressure.  Of  these  ten,  at  least  three  had 
a normal  blood  pressure  and  were  symptom-free, 
one  for  five  years,  one  for  three  years,  and  one  for 
one  year  after  operation.  The  average  drop  in 
blood  pressure,  however,  was  40  to  50  mm.  systolic 
and  20  and  30  mm.  diastolic.  The  remaining 
patients  had  a pressure  approximating  their  pre- 
operative level.  One  would  estimate,  therefore, 
that  a worthwhile  result  may  be  had  in  about  50  per 
cent  of  the  operative  cases  and  that  the  mortality 
will  be  somewhere  between  1 and  5 per  cent, 
depending  upon  the  selection  of  cases.  All  work- 
ers in  the  field  have  been  impressed  with  the  strik- 
ing symptomatic  relief  afforded  by  this  operation 
with  special  reference  to  headache  and  dizziness. 
There  was  no  case  in  this  series  in  which  sympto- 
matic relief  was  not  obtained,  even  when  a modi- 
fied operation  was  carried  out. 

The  complications  were  few,  despite  inadver- 
tent pneumothorax  in  about  one-fifth  of  the  cases. 
No  significant  pleural  effusion  or  empyema  re- 
sulted. No  serious  wound  infections  occurred, 
although  cotton  was  frequently  used  as  suture 
material.  The  average  hospital  stay  was  three 
and  one-half  weeks.  The  chief  complication, 
from  the  patient’s  standpoint,  is  wound  pain. 
This  has  the  features  of  an  intercostal  neuritis  and 
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is  presumed  to  be  due  either  to  traction  on  the 
rami  communicantes  when  separating  the  ganglia 
or  to  trauma  at  the  time  of  the  rib  resection. 
This  pain  has  been  extremely  troublesome  and 
refractory  to  treatment.  However,  it  always 
subsides  eventually  as  the  traumatic  intercostal 
neuritis  heals. 

In  conclusion,  one  might  say  that  this  opera- 
tion has  something  worthwhile  to  offer  to  the 
severe  hypertensive,  especially  those  in  the  earlier 
decades.  It  is  to  be  considered,  in  the  main,  a 
palliative  operation,  and  it  carries  a low  mortality 
and  morbidity.  One  may  anticipate  relief  from 
disabling  symptoms  and,  indeed,  achieve  an 


occasional  brilliant  cure.  My  results  do  not  agree 
with  fliose  who  feel  that  a high  percentage  of 
patients  are  markedly  benefited.  However,  it  is 
conceded  that  with  increasing  experience  im- 
proved results  are  being  obtained.  There  does 
not  seem  to  be  any  doubt  that  it  represents  the 
most  effective  means  at  our  disposal  in  dealing 
with  a condition  which,  in  its  various  forms,  has 
become  one  of  the  leading  causes  of  death  in  our 
generation. 
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NEW  DRUGS  SAID  TO  LIMIT  DEATHS  OF  HEART  DISEASE 


Deaths  from  coronary  thrombosis — one  of  the 
most  common  and  most  serious  forms  of  heart  dis- 
ease— can  be  cut  from  one  third  to  one  half  with  new 
blood-controlling  drugs,  a twenty-months’  nation- 
wide study  showed  in  May. 

The  investigation  was  sponsored  by  the  American 
Heart  Association  with  financial  support  of  the  Uni- 
ted States  Public  Health  Service.  It  involved  1,000 
patients  in  17  United  States  hospitals. 


The  drugs  used  principally  are  the  anticoagulants 
dicumerol  and  heparin.  They  tend  to  prevent  blood 
from  clotting.  Coronary  thrombosis  is  formation  of 
a.blood  clot  in  an  artery  leading  directly'  to  the  heart. 
If  the  clot  becomes  big  enough  to  shut  off  all  or  most 
of  the  blood  to  the  heart,  the  sufferer  dies. 

Dr.  Irving  S.  Wright,  associate  professor  of  clinical 
medicine  at  Cornell  University,  described  the  study' 
in  a paper  for  the  Illinois  State  Medical  Society. 


VA  TO  OFFER  JOBS  TO  YOUNG  DOCTORS 

The’  Veterans  Administration  disclosed  in  April 
what  it  hopes  will  be  a solution  to  a shortage  of  some 
1,400  doctors  which  will  face  the  VA  between  June  1 
and  August  1. 

The  doctors  who  will  depart  are  those  who  were 
trained  free  during  the  war  under  the  Army  and 
Navy  special  training  programs  and  who  will  be 
completing  their  commitments  to  give  service  in  ex- 
change for  education. 

Dr.  Paul  B.  Magnuson,  VA  Medical  Chief,  said  re- 
cently that  an  appeal  would  be  made  to  recruit  doc- 
tors who  are  completing  their  resident  requirements 
in  hospitals,  and  who  still  must  be  two  years  in  prac- 
tice before  full  certification.  He  said  that  there  are 
now  0,000  such  residents  in  training  in  private  hos- 
pitals, and  2,000  in  the  126  VA  hospitals  in  the 
country.  “We  will  offer  them  full-time  VA  appoint- 


ments in  which  they  can  work  out  their  two  years  of 
practice,”  he  said. 

He  also  said  that  a plan  was  being  made  to  sc  pal- 
ate the  outpatient  departments  of  VA  regional  offices 
from  the  examination  department,  so  as  to  leave  the 
VA  physicians  free  to  conduct  examinations  for  pen- 
sions, and  have  the  outpatient  treatments  carried  on 
by  local  doctors  on  a part-time  basis. 

Dr.  Magnuson  warned,  however,  that  “a  feeling  of 
uncertainty  as  to  the  future  of  the  VA  medical  pro- 
gram” since  the  personnel  cuts  under  the  blanket 
order  of  February  10  had  been  destroy'ing  morale  in 
the  service  and  retarding  recruitment.  “While  a cut- 
down  of  medical  personnel  had  not  been  intended  in 
the  retrenchment  order  made  necessary  by  reduced 
appropriations,”  he  said,  “such  a cut-down  neverthe- 
less had  taken  place  throughout  the  country.” 


THE  ELECTROCARDIOGRAM  IN  CATATONIC  SCHIZOPHRENIA 

Stephen  Major,  M.D.,  Binghamton,  New  York 
(From  the  Binghamton  State  Hospital) 


UNTIL  recently,  electrocardiographic  studies 
in  mental  disorders  were  few  in  number  and 
were  concerned  mainly  with  cases  of  circulatory 
asthenia  And  anxiety  states.  Most  recent  publica- 
tions showed  electrocardiographic  abnormalities 
in  a larger  group  of  cases.  However,  only  a few 
were  schizophrenics,  and  no  mention  was  made  of 
the  type  of  schizophrenia  to  which  these  patients 
belonged. 

This  paper  is  concerned  with  the  study  of  52 
young  schizophrenics  of  the  catatonic  and  hebe- 
phrenic type.  The  great  majority  were  of  recent 
onset.  They  were  all  psychotic  when  studied, 
and  all  but  a very  few  were  either  in  a state  of 
catatonic  excitement  or  stupor.  That  condition 
made  the  study  particularly  difficult  and  pro- 
longed. However,  only  in  four  cases  was  it  ulti- 
mately necessary  to  resort  to  intravenous  barbi- 
turate sedation. 

Thirty-six  cases  belonged  to  the  catatonic 
type.  16  to  the  hebephrenic  type  with  catatonic 
episodes.  Thirty-five  were  women,  17  men. 
Their  ages  ranged  from  fourteen  to  thirty-five 
years;  27  were  in  the  age  group  of  fourteen  to 
twenty-six  (ten  of  them  in  their  teens),  and  25 
were  between  twenty-six  and  thirty-five  years  of 
age.  The  age  was  limited  to  thirty-five  years  to 
make  reasonably  sure  that  no  latent  cases  of  coro- 
nary artery  disease  would  be  included  in  the 
study. 

In  all  the  cases,  clinical  history  and  examina- 
tion and  radiologic  study  revealed  no  evidence  of 
cardiac  disease.  All  the  patients  had  the  asthenic- 
athletic  habitus. 

All  the  electrocardiograms  were  taken  in  re- 
cumbent position  and  at  10  mm.  (1  millivolt) 
standardization.  Sixty-one  electrocardiograms 
were  studied;  in  eight  cases,  more  than  one 
electrocardiogram  was  available. 

Particular  attention  was  given  to  the  following 
data:  pulse  rate,  duration  of  the  P-R  interval, 
the  form,  size,  and  direction  of  the  P and  T 
waves,  axis  deviation,  ST  segment  depression, 
and  arrhythmias,  if  considerable  enough.  Those 
features  which  were  omitted  were  done  so  be- 
cause it  was  felt  that  they  were  not  different  from 
what  is  considered  standard  in  young  adults. 

The  T waves  were  considered  low  when  less 
than  1 mm.  (0.1  millivolt)  in  amplitude.  The 
ST  segments  were  considered  depressed  when 
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more  than  1 mm.  below  the  isoelectric  line  (T-P 
interval),  and  R4  was  considered  short  when  less 
than  2 mm. 

The  pulse  rate  was  found  to  be  below  70  in  four 
cases  and  above  100  in  six  cases. 

The  P-R  interval  was  between  0.07  and  0.11  in 
24  cases,  which  means  a 46  per  cent  incidence 
compared  to  0 per  cent  in  normal  adults  of  the 
same  age  group.  A detailed  list  of  P-R  intervals 
is  given  in  Table  1 with  comparative  percentages 
in  healthy  young  adults  of  the  same  age  group  ob- 
tained from  the  studies  of  Graybiel  et  al.1.  No 
relationship  could  be  found  between  the  presence 
of  short  P-R  intervals  and  the  pulse  rates,  and 
some  of  the  shortest  P-R  intervals  occurred  in 
cases  with  the  slowest  pulse  rates  (Figs.  1 and  2). 


TABLE  1. — Duration  of  the  P-R  Interval  in  52  Cases 


P-R  Interval 
in  Seconds 

Incidence* 

Percentage 

Normal  Values, 
Per  Cent 

0.07 

i 

1.6 

O.OS 

3 

4.9 

0.09 

3 

4.9 

0.10 

11  (2) 

21 . 1 

0.11 

6 (1) 

11.3 

0.12 

14  (4) 

26.9 

7.6 

0.13 

4 

G . 5 

8.3 

0.14 

4 (1) 

7.6 

21.1 

0.15 

3 

4 9 

11.7 

0.16 

1 (D 

1.6 

24  9 

0.17 

1 

1.6 

9.5 

0.26 

1 

1.6 

* Numbers  in  parentheses  indicate  incidence  in  follow-up 
tracings. 


The  largest  incidence  of  absent  P waves  was 
found  in  the  chest  lead,  and  the  same  applies  to 
the  negative  P waves.  The  greatest  number  of 
diphasic  P waves  were  found  in  lead  III.  Ab- 
normal P waves  in  the  chest  lead  were  found  in 
90.3  per  cent  of  these  cases  as  compared  with  the 


Fig.  2. 
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TABLE  2. — P Waves 


Lead 

I 

Absent 

0 

Diphasic 

0 

Negative 

1 

Lead 

II 

2 

0 

0 

Lead 

III 

1 

9 (1) 

3 

Lead 

IV 

7 

5 

35  (7) 

41  per  cent  of  abnormal  P4  in  Graybiel’s  study 
(Table  2). 2 

The  T wave  abnormalities  are  given  in  Table  3. 
Abnormal  T waves  in  lead  III  were  found  twice 
as  many  times  as  in  Graybiel’s  study.  In  the 
chest  lead  of  healthy  young  adults  Graybiel 
found  only  0.2  per  cent  T wave  abnormality  (di- 
phasic T waves),  while  in  the  present  study  nega- 
tive T4  was  found  in  25.1  per  cent  of  the  cases, 
and  all  the  abnormalities  in  chest  lead  totaled 
40.3  per  cent. 


TABLE  3— T Waves 


Lead  I 

Low 
6 (1) 

Diphasic 

0 

Negative 

2 

Lead  II 

2 

2 

2 

Lead  III 

8 (2) 

7 (2) 

12 

Lead  IV 

5 (2) 

3 

13  (2) 

The  R waves  in  chest  lead  were  small  in  ten 
cases  and  absent  in  one. 

Abnormal  P,  R,  and  T waves  in  chest  lead,  in 
combination  of  any  two  or  all  three  in  the  same 
record,  occurred  in  22  cases  or  42.3  per  cent. 

ST  segment  depressions  were  found  in  eight 
cases  (15.3  per  cent)  in  lead  II,  and  in  seven  cases 
(13.5  per  cent)  in  lead  III.  Normal  incidence 
w’ould  be  0 and  0.6  per  cent,  respectively. 

Tendency  to  left  axis  deviation  was  found  in 
five  cases  and  tendency  to  right  axis  deviation  in 
six  cases.  Sinus  arrhythmia  occurred  in  four 
cases. 

Some  electrocardiograms  are  presented  for  il- 
lustration. Among  them  are  the  records  of  five  of 
those  cases  in  which  more  than  one  record  was 


Fig.  4. 

obtained.  Although  this  paper  is  not  dealing  with 
the  relationship  between  clinical  improvement 
and  favorable  electrocardiographic  changes  sub- 
sequent to  therapy,  it  is  interesting  to  mention 
that,  in  some  cases  (Figs.  3,  4,  5),  the  second 
tracings  show  some  favorable  changes  coincident 
with  clinical  improvement.  However,  one  case 
(Fig.  6)  showed  no  improvement  in  subsequent 
records,  and  the  patient  also  failed  to  show  any 
improvement  from  electric  shock  and  insulin 
treatment. 

In  the  case  of  a young  woman  whose  catatonic 
excitement  was  uninterrupted  and  in  whom  all 
treatments  were  ineffective,  a prefrontal  lobotomy 
was  performed  on  March  14,  1947.  Since  then, 
although  constantly  psychotic,  she  is  less  fre- 


Fig.  3. 


Fig.  5. 
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Fig.  6. 


quently  disturbed.  The  recent  electrocardio- 
gram (Fig.  7)  was  taken  while  she  was  in  a co- 
operative mood  (the  first  was  taken  after  seven 
futile  attempts)  and  shows  absent  or  inverted 
P3,  absent  P4,  low  T4,  and  a small  R4,  while  the 
rhythm  is  regular. 


Fig.  7. 


Discussion 

Through  the  studies  of  Stewart  and  Manning 
and  Graybiel  and  his  coworkers,  we  have  the  nor- 
mal electrocardiographic  values  in  the  average 
healthy  young  adult.13  The  findings  discussed 
in  this  paper  are  so  strikingly  different  from  the 
norms  that  their  significance  cannot  be  over- 
looked. The  extreme  shortening  of  the  P-R  in- 


tervals, the  frequency  of  abnormal  P and  T 
waves  in  the  chest  lead,  and  the  frequent  occur- 
rence of  ST  segment  depressions  are  patterns 
which  deserve  comparative  studies  with  experi- 
mental work. 

Experiments  on  animals  and  humans  demon- 
strated that  mechanical, electrical,  and  pharmaco- 
dynamic stimulation  of  the  cardiac  parasympath- 
icus  and  sympathicus  causes  electrocardiographic 
changes  similar  in  many  ways  to  those  described 
in  this  paper.  Also,  it  was  argued  that  the  occa- 
sional presence  of  mixed  sympathicotonic  and 
vagotonic  ECG  changes  may  be  due  to  a vagotonic- 
state  in  the  auricle  and  a sympathicotonic  state  in 
the  ventricle  (Bezold’s  effect).  Mixed  ECG 
changes  occurred  many  times  in  the  cases  de- 
scribed here  (Figs.  2,  6) 

All  the  patients  in  this  study  presented  one  or 
more  signs  of  autonomic  imbalance,  such  as  hypo- 
thermia, excessive  sweating  and  cyanosis  of  the 
hands  and  feet,  axillary  hyperhidrosis,  excessive 
salvation  or  excessive  dryness  of  the  mouth,  vom- 
iting, fecal  and  urinary  retention  or  incontinence, 
labile  pulse  rate,  labile  blood  pressure,  fever,  and 
erectivity  of  the  pilomotor  apparatus.  The  re- 
jection of  food  may  be  due  to  gastrointestinal 
secretory  dysfunction..  Fear,  rage,  and  elation 
are  emotions  governed  by  structures  which  are 
in  close  connection  with  the  autonomic  nervous 
system. 

It  is  probable  that  the  electrocardiographic 
abnormalities  under  discussion  are  due  to  imbal- 
anced autonomic  activity  causing  alterations  in 
- the  myocardial  innervation  and  in  the  coronary 
blood  supply.  Is  this  disturbed  functioning  of 
the  higher  centers  of  the  autonomic  nervous  sys- 
tem the  cause  or  the  result  of  catatonic  schizo- 
phrenia? 

Summary 

Electrocardiographic  abnormalities  in  cata- 
tonic schizophrenia  are  presented.  The  charac- 
teristics of  P-R  intervals,  P,  R,  and  T waves,  and 
ST  segments  are  discussed. 

These  abnormalities  are  attributed  to  the  im- 
balanced autonomic  nervous  system. 
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Pulmonary  tuberculosis  can  be  arrested,  but  never  A painless  otitis  media  is  likely  to  be  tubercu- 
cured. — Exchange  lous. — Exchange 


PILONIDAL  CYST  SURGERY— A MODIFICATION 

Alfred  J.  Cantor,  M.D.,  Flushing,  New  York 

{From  the  Kew  Gardens  General  Hospital ) 


MANY  operations  have  been  described  for 
the  removal  of  a pilonidal  cyst.  Any  of 
the  technics  described  in  the  literature  will  be 
successful  if  properly  applied.  In  most  cases, 
however,  the  usual  technics  require  the  removal 
of  a very  large  area  outside  the  actual  cyst  wall. 
Thus,  a large  section  of  normal  tissue  is  removed 
at  the  same  time  that  the  cyst  tissue  is  removed. 

This  removal  of  normal  tissue  increases  the 
size  of  the  resultant  wound.  Healing  time  is 
thus  prolonged.  The  danger  of  dead  space  at 
the  bottom  of  the  wound  is  increased,  and  ap- 
parent recurrence  due  to  dead  space  is  more 
frequent.  The  technic  to  be  described  avoids 
these  difficulties.  Practically  no  normal  tissue 
is  removed  so  that  a smaller  than  average  wound 
results. 

However,  I have  described  this  technic  before, 
and  the  purpose  of  this  communication  is  not 
only  to  indicate  further  the  simplicity  of  this 
technic  but  to  describe  one  important  new 
feature.1  This  new  feature  is  the  complete 
avoidance  of  hemostatic  ligatures. 

It  will  be  obvious  that,  if  it  is  not  necessary  to 
clamp  and  tie  the  multiple  bleeders  inevitably 
found  in  any  area  of  pilonidal  surgery,  the  opera- 
ting time  will  be  much  reduced.  Furthermore, 
if  the  wound  is  to  be  closed,  the  absence  of  hemo- 
static ligatures  will  increase  the  frequency  of 
successful  healing  after  primary  closure.  The 
foreign  body  action  of  buried  sutures  is  thus 
avoided.  Furthermore,  the  need  for  hemostatic 
ligatures  being  eliminated,  the  technic  becomes 
even  more  simple  than  originally  planned  and 
should  further  quiet  the  fears  of  those  who  are 
deterred  from  ambulatory  surgery.  This  opera- 
tion is,  of  course,  completely  ambulatory. 

Most  patients  who  consult  the  proctologist 
present  infected  pilonidal  areas.  However,  if 
there  has  been  no  infection,  complete  excision 
and  primary  closure  is  the  procedure  of  choice. 
If  infection  has  been  present  recently,  the  wound 
is  not  closed.  Inasmuch  as  most  wounds  will 
require  open  surgical  excision,  it  is  important 
that  the  wound  be  as  small  as  possible  after 
surgery.  A minimum  amount  of  tissue  should 
be  excised  at  the  time  of  operation,  and  it  is 
desirable  to  avoid  the  necessity  for  burying  liga- 
tures. 

All  pilonidal  surgery  may  be  ambulatory. 
Indeed,  practically  all  rectal  surgery  may  be 
ambulatory.  At  the  present  time  I find  no 


indication  for  hospitalization  in  any  case  of 
rectal  surgery  aside  from  carcinoma. 

The  anesthetic  employed  for  the  excision  pro- 
cedure is  usually  caudal.  Forty  cc.  of  IV2  per 
cent  metycaine  is  injected  into  the  caudal  canal. 
The  analgesia  develops  within  five  to  twenty 
minutes  after  injection  and  is  very  complete.  If 
desired,  local  analgesia  may  be  employed.  In 
such  cases  a wide  local  infiltration  should  be  per- 
formed through  two  lateral  puncture  points. 
Again,  F/2  per  cent  metycaine  is  the  anesthetic  of 
choice. 

Technic 

The  patient  is  prepared  by  shaving  and  anti- 
sepsis. The  prone  position  is  best,  with  adhesive 
strap  retraction  of  the  buttocks.  Analgesia,  as 
above  described,  is  either  by  wide  local  infiltra- 
tion or  by  caudal  block. 

The  initial  incision  is  a midline  anteroposterior 
stroke  extending  through  the  sinus  and  cyst. 
This  incision  defines  both  the  depth  and  the 
anterior  and  posterior  limits  of  excision.  If  the 
cyst  is  not  palpable  before  incision,  the  initial 
length  of  incision  should  be  abbreviated.  It 
may  be  lengthened  subsequently  as  required 
by  the  gross  pathology.  The  cyst  and  sinus 
tissue  will  be  grossly  evident  as  contrasted  with 
the  surrounding,  normal,  yellow,  fat  lobules. 
This  primary  incision  is  carried  only  into  normal 
fatty  tissue  both  anteriorly  and  posteriorly; 
it  should  not  be  extended  unnecessarily.  If  it  is 
extended  excessively,  it  will  result  in  a wider 
area  of  excision  than  is  necessary.  It  is  only 
desired  to  excise  the  sinus  tract,  the  cyst  wall, 
and  a minimum  of  surrounding  normal  tissue. 
Most  recurrences  are  due  not  to  residual  tract 
or  cyst  tissue  but  rather  to  residual  infection. 

The  depth  of  this  initial  incision  will  be  to  the 
sacrum  in  most  cases.  The  next  incision  is 
transverse,  at  the  central  point  of  the  cyst  cavity. 
This  incision  should  extend  only  into  normal 
fatty  tissue  on  either  side  of  the  cyst.  By  means 
of  these  two  incisions  the  four  outermost  points 
of  excision  are  .established  under  direct  vision. 
In  so  doing,  the  usual  guesswork  of  the  ordinary 
excision  technic  is  eliminated.  When  these 
excision  points — the  anterior,  posterior,  and  two 
lateral  points,  are  demarcated,  they  are  connected 
by  slightly  curved  incisions.  These  lateral  in- 
cisions must  completely  surround  the  pathologic 
tissue.  In  some  cases  irregular  extensions  of  the 
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Fig.  1.  Excision  quadrants. 

diseased  tissue  will  necessitate  altering  the  lihes 
of  the  connecting  incisions.  In  most  cases, 
however,  only  a small  block  of  tissue  need  be 
excised.  The  resulting  wound  is  extremely 
small  in  comparison  with  the  usual  massive 
pilonidal  excision  technic. 

The  actual  excision  of  pathologic  tissue  should 
be  carried  out  in  four  quadrants  (Fig.  1).  If  it  is 
considered  that  we  have  an  anteroposterior  and  a 
transverse  incision,  it  will  be  recognized  that  we 
divide  the  pathologic  tissue  into  four  sections. 
Each  section  should  be  removed  separately.  Let 
us  consider  that  we  operate  in  a clockwise  direc- 
tion and  remove  the  section  from  nine  to  twelve 
first.  The  moment  this  section  is  removed, 
gauze  should  be  packed  into  the  resultant  wound 
(Fig.  2).  This  gauze  should  be  packed  firmly 
and  held  in  place.  No  hemostats  are  placed  on 
bleeders.  The  gauze  packing  will  control  all 
ordinary  bleeding.  The  next  segment  to  be 
removed  is  the  segment  from  12  to  3 on  the  clock 
face.  Similarly,  gauze  is  packed  into  this  wound 
immediately  upon  complete  excision  (Fig.  3). 
Indeed,  the  gauze  packing  should  go  into  the 
wound  as  the  tissue  is  elevated  by  the  scalpel. 
Thus,  the  tissue  will  be  dissected  from  the  lateral 


Gauze  being 


Fig.  2.  Excision  and  gauze-packing  technic. 


excision  points  inward  to  the  midline,  and  gauze 
will  be  packed  into  the  wound  as  the  tissue  is 
elevated. 

A similar  technic  of  excision  with  concurrent 
packing  of  gauze,  employing  the  usual  gauze 
squares,  is  followed  in  the  third  quadrant  from 
3 to  6 o’clock,  and  then  in  the  last  quadrant 
from  6 to  9 o’clock.  Of  course,  this  order  of 
excision  need  not  be  followed.  It  is  here  offered 
as  the  most  convenient.  However,  the  operator 
may  remove  the  segments  in  any  direction  desired. 
I might  state  that  this  technic  of  immediate 
packing  with  gauze  as  the  dissection  proceeds 
may  be  employed  with  any  type  of  pilonidal 
excision.  It  will  produce  complete  hemostasis 
without  hemostats  and  ligatures  as  the  operation 
progresses. 
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If  the  wound  is  to  be  left  open,  an  oxidized 
cellulose  packing*  is  then  placed  over  the  base 
of  the  wound  and  along  the  lateral  walls.  Gauze 
squares  are  then  packed  over  the  Oxycel  to 
fill  the  wound  cavity  completely. 

A tight  adhesive  strapping  is  then  applied. 
I shall  not  describe  here  the  technic  of  closure 
for  those  wounds  that  are  to  be  completely 
closed  after  surgery.  This  has  been  described 
elsewhere  in  sufficient  detail.2  It  is  my  present 
purpose  merely  to  emphasize  the  cruciate  incision 
technic  for  • the  excision  of  pilonidal  disease. 
It  is  my  further  purpose  to  point  out  the  fact 
that  hemostasis  may  be  very  completely  accom- 
plished without  the  use  of  hemostats  or  ligatures. 

Of  course,  the  patient  is  allowed  to  leave  the 
operating  table,  to  dress,  and  to  drive  his  car 
home,  within  thirty  to  forty-five  minutes  after 

* Oxycel  produced  by  Parke,  Davis  and  Company  is  an 
excellent  product  of  this  nature. 


the  completion  of  the  surgery.  This  time  in- 
terval is  necessary  to  permit  the  disappearance 
of  all  caudal  analgesia  effect. 

Summary 

One-hundred  and  eighteen  cases  have  been 
operated  in  this  fashion  to  date.  There  has  been 
no  postoperative  bleeding  in  any  case.  Healing 
has  been  uneventful.  Healing  time  has  been 
shortened  as  a consequence  of  the  minimal  area 
of  excision.  All  patients  have  been  ambulatory 
immediately  after  surgery  and  back  at  their 
usual  occupation  within  twenty-four  to  forty- 
eight  hours. 

43-55  Kissena  Boulevard 
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MENTAL  HOSPITALS  IN  U.S.  ARE  16.3  PER 
Mental  hospitals  in  this  country  are  overcrowded 
by  16.3  per  cent  of  their  capacity,  the  United  States 
Public  Health  Service  reported  recently. 

With  a normal  capacity  of  382,426,  the  state  hos- 
pitals for  mental  disease  have  an  average  daily  resi- 
dent population  of  444,785  persons,  or  62,359  more 
than  the  institutions  should  have. 

The  excess  runs  to  more  than  50  per  cent  in  a few 


CENT  OVERCROWDED 
states.  At  the  other  end  of  the  range,  South  Da- 
kqta  has  13  per  cent  more  capacity  than  is  being 
used. 

In  New  York  State  the  average  daily  resident 
population  is  76,114,  with  the  normal  capacity  at 
65,697.  While  personnel  shortages  in  mental  hos- 
pitals were  reported  to  be  abating,  this  gain  is  offset 
by  overcrowding  and  rising  maintenance  costs. 


EXPERTS  SAY  PHYSICIANS  ARE  UNPREPARED  FOR  ATOMIC  ATTACK 


In  a recent  address  in  Washington,  D.C.,  Rear 
Admiral  Clarence  J.  Brown,  assistant  chief  of  the 
Bureau  of  Research  and  Medical  Military  Special- 
ties, declared  that  the  nation’s  physicians  are  un- 
prepared for  the  emergency  of  an  atomic  bomb  at- 
tack in  the  event  of  another  war.  He  advocated 
that  all  medical  practitioners  take  training  in  mili- 
tary aspects  of  medicine.  “The  general  public,”  he 
said,  “may  possibly  derive  some  comfort  from  the 
hope  that  threat  of  retaliation  might  minimize  an 
enemy  attack.” 

“Not  so  of  the  medical  profession,”  he  said;  “its 


work  begins  before  any  retaliation.  Long  before  the 
retaliation  bombs  are  received  by  the  enemy,  we 
shall  be  confronted  in  our  great  cities  by  the  world’s 
greatest  catastrophe,  such  utter  devastation,  such 
unexampled  human  misery  as  transcends  the  imagi- 
nation. During  the  immediate  hours  and  days 
which  follow,  who  will  bear  the  burden  of  the  pro- 
fessional care  of  the  survivors?  Who  will  set  up  the 
sanitary  controls,  provide  the  mass  inoculations, 
insure  the  safety  of  food  and  water  supplies,  and  di- 
rect the  diagnosis  and  treatment  of  those  who  are 
suffering  insidious  radiation  illness?” 


MANAGEMENT  OF  SEVERE  POSTLUMBAR  PUNCTURE  HEADACHE 

Robert  E.  Ahearn,  Lt.  j.g.  (MC)  USNR,  Binghamton,  New  York 
( From,  the  U.S.  Naval  Hospital,  Brooklyn) 


IUMBAR  puncture  headache  was  found  to  be 
J the  most  annoying  complication  in  a series 
of  400  low  spinal  vaginal  deliveries  to  be  re- 
ported by  Ahearn  and  Huston.1  The  over-all 
incidence  was  19.5  per  cent,  with  10  per  cent  last- 
ing three  or  more  days.  These  figures  were  un- 
corrected and  include  any  reference  to  headache 
in  the  nurses’  or  doctors’  notes.  If  anything,  the 
figure  is  high  rather  than  low.  Nevertheless,  the 
problem  was  of  sufficient  magnitude  to  give  rise 
to  the  following  study. 

The  series  of  cases  for  this  report  were  selected 
from  a group  of  several  hundred  women  who  were 
delivered  by  low  spinal  anesthesia.  The  anes- 
thetic agent  was,  for  the  most  part,  5 mg.  of  ponto- 
caine  in  1 cc.  of  10  per  cent  glucose,  administered 
with  the  patient  sitting  up,  so  as  to  produce  a low 
spinal  anesthesia  with  the  hyperbaric  solution. 
Usually  a Number  20  gage  needle  was  employed, 
although  with  a cooperative  patient  and  available 
time  a Number  22  gage  needle  was  used.  Premed- 
ication usually  included  pentobarbital  sodium, 
demerol,  and  scopolamine. 

The  patients  were  permitted  to  be  ambulatory 
•on  the  second  postpartum  day.  Typically,  the 
headache  would  be  noticed  on  the  second  day 
after  delivery.  It  would  be  exaggerated  by  walk- 
ing or  raising  the  head  and  relieved  by  lying 
down.  The  patient  would  complain  of  a dull  ache 
in  the  occipital  region  and  behind  the  eyes.  The 
neck  muscles  would  become  stiff.  A heavy 
weight  seemed  to  press  on  the  cranium  and  cloud 
the  mental  processes.  Some  had  anorexia, 
nausea,  and  vomiting.  Usually,  the  headache 
■would  improve  as  the  days  went  by,  but  some- 
times the  patient’s  complaints  would  persist  day 
•after  day  much  to  the  distress  of  her  physician. 

Aspirin  and  even  codeine  proved  to  be  of  little 
■relief  for  the  severe  case.  Infusions  of  glucose  and 
•saline  did  not  alter  the  condition.  Caffeine 
•sodium  benzoate  and  nicotinic  acid  did  not  help. 
A rare  patient  seemed  to  note  good  results  from 
50  cc.  of  50  per  cent  glucose  intravenously,  but 
'this  was  transitory.  We  have  had  little  experience 
with  the  abdominal  compression  method  of 
Weintraub  but  admit  that  this  may  give  relief  by 
indirectly  raising  the  spinal  fluid  pressure.2 
Amphetamine  sulfate  in  doses  of  5 to  10  mg.  three 
"times  daily  in  mild  cases  would  relieve  the  head- 


The  opinions  expressed  herein  are  those  of  the  author  and 
•not  necessarily  those  of  the  Navy  Department.  Investiga- 
tions were  carried  out  at  U.S.  Naval  Hospital,  Brooklyn, 
New  York. 


ache  completely  and  improve  the  more  severe 
types.  This  drug  was  withheld  from  cardiac  and 
hypertensive  patients,  and  care  had  to  be  main- 
tained lest  palpitation  and  tachycardia  develop. 

When  the  patients  with  headache  were  asked 
to  bear  down  or  repeat  the  Valsalva  experiment 
the  pain  would  disappear.  Since  amphetamine 
sulfate  also  raises  the  spinal  fluid  pressure,  these 
findings  suggested  that  we  were  dealing  with  a 
spinal  fluid  hypotension  headache.3  Spinal 
manometric  readings  on  severe  cases  confirmed 
this  impression.  This  is  in  agreement  with 
Jacobaeus  and  Frumerie,  more  recently  Kunkle, 
and  Ray,  Wolff,  and  others.4  5 The  spinal  fluid 
pressure  is  often  found  to  be  inversely  propor- 
tional to  the  degree  of  the  headache.  In  some 
cases,  no  fluid  at  all  could  be  aspirated  with  the 
patient  on  her  side,  and  when  sitting  up,  only  a 
small  amount  could  be  secured.  These  facts 
would  help  to  rule  out  the  meningeal  irritation 
theory. 

It  would  seem  logical  then  that  the  spinal  fluid 
escapes  into  the  extradural  space  through  the 
puncture  hole.  This  escape  is  augmented  by 
labor  and  bearing  down.  During  contractions, 
the  fluid  will  shoot  out  of  the  needle  under  a 
marked  increase  in  pressure.  With  the  patient  in 
active  labor,  difficulty  in  keeping  the  patient  in 
position  may  necessitate  multiple  perforations  of 
the  dura  before  a definite  tap  is  secured.  This 
factor,  as  well  as  large  needle  size,  seems  to  pro- 
voke headaches.  The  few  drops  of  initial  fluid 
loss  associated  with  the  spinal  anesthesia  do  not 
seem  to  have  any  bearing  on  the  incidence  of 
headaches.  Kunkle  has  pointed  out  that  head- 
ache can  be  produced  experimentally  by  with- 
drawal of  approximately  20  cc.  of  spinal  fluid 
with  the  patient  erect.6  Investigators  doing 
encephalography  report  an  extremely  high  in- 
cidence of  severe  headaches  that  arise  immedi- 
ately after  the  spinal  fluid  is  drawn  off.6  This 
seems  to  be  more  related  to  the  amount  of  fluid 
drawn  off  than  the  gas  injected.  We  feel  that  the 
anesthetic  agent  for  the  deliveries  played  no  part 
in  causing  the  headaches.  In  fact,  diagnostic 
spinal  punctures  run  a high  incidence  of  diffi- 
culty, as  witness  the  10  per  cent  of  Underwood.7 

It  comes  to  mind  then  that  if  we  are  dealing 
with  a spinal  hypotension  headache  that  does  not 
respond  to  drugs  and  measures  that  raise  the 
pressure  and  relieve  the  pain,  the  next  choice 
would  be  to  replace  the  fluid.  Pickering,  in  1939, 
injected  warm  saline  solution  into  the  sub- 
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arachnoid  space  with  relief  of  headache  in  a 
patient.8  This  is  a preliminary  report  on  a rela- 
tively small  series  of  cases  in  which  this  procedure 
was  carried  out  for  a therapeutic  effect. 

% 

Method 

It  was  found  that  when  even  as  little  as  5 cc.  of 
glucose  in  distilled  water  or  glucose  in  saline 
solution  were  injected  intrathecally,  the  headache 
would  start  to  disappear.  By  the  time  15  cc.  had 
been  injected,  the  headache  was  almost  invariably 
gone.  An  attempt  was  made  to  add  enough  fluid 
to  approximate  normal  spinal  fluid  pressure  as 
recorded  by  a water  manometer.  No  more  than 
20  cc.  was  injected  into  any  one  patient. 

Extreme  care  was  employed  in  carrying  out 
this  infusion  technic.  Fresh,  sterile  solutions  were 
used.  Autoclaved  instruments  were  employed. 
The  operator  performed  a surgical  scrub  and 
draped  the  back  of  the  patient  after  preparation 
with  soap  and  merthiolate.  A Number  22  gage 
needle  was  used,  and  it  had  to  be  inserted  skill- 
fully with  the  first  attempt.  One  must  look  for 
beads  of  fluid  on  the  stylet  and  wait  for  the 
appearance  of  a drop  of  liquid  or  even  aspirate,  if 
in  doubt  about  the  location  of  the  needle.  One 
must  bear  in  mind  that  the  pressure  will  be  low. 
It  is  understood  that  more  accurate  readings 
covdd  be  taken  with  a larger  needle,  but  it  is 
imperative  to  keep  this  second  perforation 
small.  Before  readings  were  taken,  the  patient 
was  encouraged  to  cough  or  bear  down  in  order 
to  raise  the  fluid  level  in  the  manometer  to  a true 
figure.  In  this  series  most  of  the  infusions  were 
performed  with  the  patient  sitting  up,  but  pres- 
sures were  also  checked  with  the  needle  still  in 
place  and  the  patient  permitted  to  lie  on  her  side. 
The  movement  certainly  is  liable  to  tear  a larger 
hole  in  the  dura  and  for  treatment  is  to  be  dis- 
couraged. The  glucose  in  saline  solution  was 
added  fractionally,  5 cc.  at  a time.  Pressure 
readings  were  taken  after  each  injection. 

After  the  infusion,  the  patient  rests  on  her 
back  for  about  an  hour.  This  is  done  so  as  to 
avoid  establishing  a channel  of  flow  through  the 
dura.  Thereafter,  she  is  permitted  to  be  up  and 
about.  Adler  has  observed  that  the  eventual 
incidence  of  headache  is  not  influenced  by  early 


ambulation  after  lumbar  puncture.9  Perhaps  we 
have  false  hopes  that  the  dura  hole  may  close 
fairly  soon.  Mixter  and  Castro  Silva  point  out 
that,  at  the  time  of  operation  when  the  dura  was 
exposed,  the  hole  could  be  identified  six  and  even 
sixteen  days  after  the  tap.10 11  The  headache 
runs  a natural  course  of  one  to  ten  days,  so 
probably  the  perforations  close  fairly  soon.  With 
a small  sharp  needle  the  dural  incision  may  close 
like  a cut  in  a rubber  tube  and  leave  no  hole  at  all. 
Moreover,  the  restoration  of  spinal  fluid  is 
assisted  by  an  increase  in  its  production  as  the 
result  of  repeated  or  persistent  drainage  of  fluid.12 

Results 

All  of  the  14  patients  treated  had  immediate 
and  complete  relief  of  pressure  and  pain.  This  is 
apparently  diagnostic.  If  the  headache  is  not  re- 
lieved during  the  treatment,  either  the  needle  is 
not  in  place  and  should  be  checked,  or  else  there  is 
another  cause.  Almost  all  the  'patients  had 
satisfactory  relief. for  the  first  twelve  to  twenty- 
four  hours.  If  they  remain  well  for  twelve  hours 
after  this  time,  cure  is  fairly  certain.  One  patient 
had  full  return  of  symptoms  at  this  time,  but  the 
pain  gradually  subsided  over  the  next  three  days. 
This  was  the  only  patient  in  the  series  who  rested 
on  her  abdomen  after  the  treatment.  Perhaps 
this  was  just  a coincidence.  Five  may  be  con- 
sidered immediate  and  complete  cures.  Eight 
had  return  of  headache  from  a 10  to  30  per  cent 
degree  for  one  to  three  days.  This  trouble  could 
be  alleviated  by  aspirin,  codeine,  or  amphetamine 
sulfate.  In  no  case  was  a new  headache  estab- 
lished. 

None  of  the  cases  tested  seemed  to  be  on  the 
verge  of  a spontaneous  recovery,  so  relief  must  be 
attributed  more  to  the  treatment  than  to  a nat- 
ural course  of  events.  An  occasional  patient 
would  complain  of  pain  in  the  legs  or  in  the  back 
if  the  fluid  were  injected  too  rapidly.  This  would 
disappear  immediately.  There  were  no  other 
adverse  effects  noted  immediately  or  later,  in- 
cluding a six-week  follow-up.  There  were  no 
significant  variations  in  the  blood  pressure  before 
or  after  treatment  or  from  other  patients  who  had 
spinal  anesthesia.  A more  detailed  picture  of  re- 
sults is  portrayed  in  Table  1. 


TABLE  1. — Treatment 


Patient 

*2 

3 

4 

5 

6 

7 

8 

0 

10 

11 

12 

13 

14 

Age  (years) 

22 

21 

21 

22 

20 

35 

31 

34 

18 

18 

24 

19 

28 

26 

Duration  of  headache  (days) 

5 

4 

4 

4 

3>A 

3 

4 

5 

3 

3 

3 'A 

3' A 

3 

3 

Size  of  needle  for  treatment 

Solution  injected:  glucose  (g),  saline  (s), 

22 

22 

22 

20 

20 

22 

22 

20 

22 

20 

22 

22 

22 

22 

water  (w) 

g/s 

g/s 

g/w 

g/w 

g/w 

g/w 

g/w 

g/s 

g/s 

g/w 

g/a 

g/s 

g/a 

g/s 

Amount  of  solution  (cc.) 

10 

12 

10 

15 

10 

20 

20 

20 

20 

20 

20 

15 

20 

20 

Sitting  (S)  or  recumbent  (H) 

R 

R 

s 

R 

s 

S 

S 

S 

S 

S 

S 

S 

S 

S 

Initial  pressure  (mm.  of  water) 

0 

0 

100 

90 

0 

155 

185 

160 

130 

110 

175 

65 

150 

200 

Final  pressure  (mm.  of  water) 

95 

160 

400 

130 

160 

235 

250 

290 

255 

210 

260 

280 

300 

300 

Total  increase 

95 

160 

210 

40 

160 

80 

65 

130 

125 

100 

85 

215 

150 

100 

Percentage  of  relief  in  12  hours 

100 

100 

100 

100 

100 

100 

60 

80 

100 

100 

100 

90 

50 

100 

Percentage  of  relief  thereafter 

100 

100 

90 

95 

85 

95 

10 

100 

70 

80 

100 

90 

75 

100 
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Discussion 

A total  of  14  patients  have  received  the  in- 
fusion treatment.  None  of  them  complained 
about  the  ordeal  of  the  procedure  itself.  All  were 
anxious  to  try  anything  that  might  relieve  their 
plight.  All  felt  that  it  was  worth  the  inconveni- 
ence involved  and  certainly  would  like  to  have  the 
same  treatment  if  they  had  this  type  of  headache 
again. 

The  five  most  complete  results  were  with  5 per 
cent  glucose  in  physiologic  saline  solution  rather 
than  just  glucose  in  distilled  water.  Perhaps  this 
was  due  to  a more  hypertonic  effect  and  the 
attraction  of  more  fluid.  It  was  observed  that 
there  were  no  definite  levels  to  which  the  spinal 
fluid  pressure  could  be  raised  by  a certain  amount 
of  fluid  being  injected.  The  average  increase  of 
manometric  level  was  125  mm.  of  water.  This 
included  a 1 10-mm.  increase  by  10  cc.  of  glucose  in 
saline  and  65  mm.  by  20  cc.  glucose  in  water. 
Exactly  how  much  fluid  is  needed  for  relief  is  a 
question.  Fifteen  to  twenty  cubic  centimeters 
seems  to  be  an  average  amount  needed  to  restore 
the  pressure  to  near  normal.  As  little  as  10  cc., 
however,  has  resulted  in  two  complete  cures  with 
restoration  of  normal  pressure  from  a level  of 
zero.  This  is  in  spite  of  the  fact  that  the  spinal 
subarachnoid  space  has  a capacity  of  between  30 
to  100  cc. 

Immediately,  the  question  comes  to  mind,  “If 
the  fluid  leaks  from  the  first  dural  perforation, 
why  does  not  another  puncture  just  aggravate 
the  problem?”  In  some  it  probably  would,  al- 
though this  has  not  occurred  in  this  small  series. 

| In  many  cases  this  is  hard  to  explain,  especially  in 
those  patients  who  had  a single  perforation  for 
! anesthesia  with  a Number  22  gage  needle.  In  the 
treatment,  however,  we  do  take  a great  deal  of 
care  when  performing  the  lumbar  puncture.  Mul- 
tiple perforations  with  a large  needle  are  to  be 
1 avoided.  We  elect  to  perform  the  infusion  in  the 
i same  interspace  as  the  original,  feeling  that  in  this 
locality  the  tissue  repair  work  is  already  under- 
way, and  the  new  hole  will  be  closed  sooner. 
MacRobert  suggested  that  the  arachnoid  may  act 
both  as  a plug  for  the  hole  in  the  dura  and  as  a 
wick  facilitating  the  seepage  of  cerebrospinal  fluid 
out  of  the  canal  into  the  epidural  space.13  Thus, 
variations  in  the  behavior  of  the  arachnoid  at 
different  times  may  account  for  headache  at  one 
I time  and  no  difficulty  later.  The  lumbar  puncture 
is  carried  out  with  the  patient  sitting  up  because, 
due  to  low  pressure,  too  often  no  fluid  will  return 
when  the  patient  is  on  her  side.  This  may  result 
in  repeated  perforations  and  a poor  result. 

We  feel  that,  even  though  the  •series  is  small, 
the  results  are  significant.  Certainly  the  treat- 
ment is  not  a 100  per  cent  cure,  but  usually  it  will 


help  the  distressed  patient.  Apparently,  the 
patient  stands  about  a 30  to  40  per  cent  chance  of 
being  almost  completely  relieved  and  can  be  made 
no  worse.  With  proper  care  the  injection  of  20 
cc.  of  glucose-saline  solution  is  no  more  hazardous 
than  a spinal  anesthesia  and  probably  less  so. 
Moreover,  it  is  a procedure  that  should  be  carried 
out  on  the  rare  patient  who  has  a headache  severe 
enough  so  that  it  promises  to  last.  The  graph 
(Fig.  1)  illustrates  that  most  headaches  only 
last  from  one  to  three  days.  These  can  be  over- 
looked. The  headache  that  is  getting  better  can 
be  treated  with  aspirin  and  codeine.  However, 
the  patient  wants  something  done  about  the 
headache  that  persists  and  does  not  improve. 
The  procedure  described  in  this  paper  offers  these- 
people  an  opportunity  for  relief. 

Summary 

1.  The  high  incidence  of  postlumbar  puncture 
headache  has  been  cited. 

2.  The  “leakage  theory”  of  etiology  is  dis- 
cussed. 

3.  Replacement  of  the  lost  spinal  fluid  by 
intrathecal  infusion  is  suggested  as  a means  of  re- 
lief of  severe  headaches. 

4.  Good  results  in  this  small  series  of  cases 
suggest  further  trial  of  this  method. 


1 234  5 6789  10 

Duration  of  Headache  in  Days 

Fig.  1.  Graph  of  79  patients  with  severe  headache. 
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5.  In  no  case  was  the  headache  exaggerated 
nor  did  any  complication  arise. 

35  Riverside  Drive 
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FELLOWSHIPS  IN  CHILD  GUIDANCE  CLINIC  PSYCHIATRY 


The  American  Association  of  Psychiatric  Clinics 
for  Children  is  offering  fellowships  for  training  in 
child  guidance  clinic  psychiatry  under  the  auspices 
of  the  U.S.  Public  Health  Service,  the  Common- 
wealth Fund,  and  some  local  funds.  The  training 
is  for  positions  in  community  clinics  where  psychia- 
trists, psychologists,  social  workers,  and  others  col- 
laborate in  the  treatment  of  children  with  emotional 
or  mental  illness.  Most  of  the  fellowships  are  for  two 
years,  some  for  one.  The  stipend  is  $3,000  for  the 
first  year,  more  for  the  second.  Prerequisites  are 
graduation  from  an  approved  medical  school,  a gen- 


eral internship,  and  two  years  of  general  psychiatry. 

Opportunity  is  provided  for  the  fellow  to  develop 
his  own  skills  in  an  outpatient  service  with  the  sup- 
port of  a carefully  planned  training  program  and 
adequate  supervision.  The  training  centers  are  se- 
lected on  the  basis  of  standards  which  have  been 
established  by  the  association,  and  the  fellowships 
are  awarded  by  a committee  of  this  organization. 
For  information  write  Dr.  Abraham  Z.  Barhash,  ex- 
ecutive assistant,  the  American  Association  of  Psy- 
chiatric Clinics  for  Children,  1790  Broadway,  New 
York  City  19. 


NEW  DIAGNOSTIC  TESTS  FOR  WORM  DISEASES 


A new  diagnostic  test  which  will  help  toward  bet- 
ter treatment  of  diseases  afflicting  hundreds  of  mil- 
lions of  people  throughout’ the  world  was  announced 
at  the  Congress  of  Tropical  Medicine  and  Malaria  in 
Washington,  D.C. 

The  diseases  are  hookworm  and  the  fluke-caused 
sickness  called  schistosomiasis.  The  test  would  prob- 
ably be  effective  for  any  disease  in  which  worms  or 
flukes  get  into  the  body  and  give  off  eggs.  It  was 
devised  by  Drs.  Elmer  II.  Loughlin,  Samuel  11. 
Spitz,  Richard  H.  Bennett,  and  Jerome  P.  Margolies 
of  Long  Island  College  of  Medicine,  Brooklyn. 

With  this  test,  doctors  will  be  able  for  the  first 
time  to  tell  exactly  how  many  hookworms  or  blood 
flukes  are  in  the  patient’s  body.  He  can  then  pre- 
scribe much  more  exactly  the  amount  of  medicine 
needed  to  free  the  patient  of  the  worms  or  flukes,  and 
get  him  well. 

The  test  also  makes  possible  for  the  first  time  ac- 
curate diagnosis  of  these  diseases  in  patients  having 
only  a light  infection.  This  will  help  many  who  come 
back  from  the  tropics  with  a vague  intestinal  dis- 
order that  baffles  t he  doctor  and  does  not  get  better 
under  ordinary  treatment.  But  with  the  new  test, 
the  doctor  can  find  out  exactly  what  does  ail  the 
patient  and  give  a drug  that  will  cure  him. 

Schistosomiasis  is  found  in  Egypt,  many  Mediter- 
ranean countries,  China,  Japan,  and  the  Philippines, 
The  flukes  are  carried  by  snails.  Humans  got  them 


from  drinking  or  bathing  in  infested  waters.  Some 
85,000,000  persons  throughout  the  world  are  afflicted 
with  this  condition  and  another  457,000,000  have 
hookworm,  according  to  surveys  based  on  previous 
tests  for  the  disease.  But  these  tests  only  showed 
heav34  infections.  If  the  light  infections  that  can  be 
detected  by  the  new  test  were  found,  the  total 
figures  would  be  very  much  higher. 

One  out  of  every  three  or  four  persons  in  the 
United  States  is  probably  carrying  some  kind  of  worm 
or  fluke  or  ameba  in  his  body,  the  Long  Island  doc- 
tors estimate.  They  base  this  on  the  numbers  they 
are  finding  in  Brooklyn  with  their  new  test.  Many 
who  have  these  worms  and  other  parasites  do  not 
know  it  and  may  not  even  be  sick.  But  there  is  dan- 
ger of  their  spreading  the  diseases,  just  as  healthy 
carriers  of  typhoid  germs  can  unknowingly  spread 
that  disease. 

Tests  for  the  fluke  and  worm  diseases  all  depend  on 
finding  the  eggs  in  the  intestinal  wastes.  The  new 
test  concentrates  the  eggs,  so  that  even  if  there  are 
only  a few,  they  will  be  detected.  Since  it  is  quan- 
titative, and  since  scientists  know  how  many  eggs  a 
female  hookworm,  for  example,  will  discharge  in  a 
day,  the  test  gives  the  number  of  worms  in  the 
patient’s  body.  The  shape,  size,  and  structure  of  the 
eggs,  seen  under  the  microscope,  tell  which  kind  of 
worm  or  fluke  the  patient  is  harboring. — Science 
News  Letter,  M ay  22,  19.j8 


Case  Reports 


CAROTID  SINUS  SYNDROME 

Milton  H.  Morris,  M.D.,  Far  Rockaway,  New  York 
{From,  the  St.  Joseph’s  Hospital ) 


'"THERE  are  many  reflex  phenomena  associated 
with  the  cardiovascular  system.  They  have  a 
regulatory  and  protective  mechanism  and  are  so 
delicately  balanced  that  they  create  equilibrium  and 
stability  in  the  organism.  The  carotid  sinus  reflex 
and  its  associated  syndrome  is  the  most  common  and 
the  most  thoroughly  understood.  The  wide  distri- 
bution of  its  afferent  and  efferent  pathways  permits 
this  reflex  to  present  bizarre  and  diverse  symptoma- 
tology referable  to  different  organs  and  systems,  such 
as  the  brain,  the  respiratory  and  gastrointestinal 
tracts,  and  the  heart.  It  is  the  resultant  symptoma- 
tology and  alteration  of  cardiovascular  physiology 
that  the  following  case  emphasizes. 

Case  Report 

This  patient  (Case  no.  86116)  was  admitted  to  the 
St.  Joseph’s  Hospital  by  ambulance.  He  was  found 
on  the  floor  in  a dazed  condition  and  had  consider- 
able emesis. 

The  patient’s  past  history  revealed  an  hernior- 
rhaphy in  1939.  He  has  complained  of  pain  in  the 
lower  back  for  the  past  two  years,  a condition  diag- 
nosed by  his  physician  as  a “spurred  vertebra.”  He 
also  stated  that  he  never  wore  a collar  or  tie  as  he 
felt  weak  and  experienced  peculiar  feelings  on  the 
few  occasions  that  he  was  so  dressed. 

Following  a restful  night’s  sleep,  he  attempted  to 
put  bundles  in  place.  He  suddenly  became  dizzy, 
perspired  freely,  and  vomited.  He  said  that  every- 
thing became  blank,  and  it  was  in  this  condition 
of  semiconsciousness  that  he  was  found  by  the  am- 
bulance surgeon  and  removed  to  the  hospital. 

Physical  examination — The  patient  was  an  adult 
man,  47  years  of  age.  His  general  body  nourishment 
was  poor.  He  was  dazed  and  not  fully  coherent. 
He  would  vomit  bile  at  intervals.  A complete  neu- 
rologic examination  was  negative.  Ophthalmoscopic 
examination  showed  a moderate  degree  of  sclerosis  of 
the  retinal  vessels.  Both  radial  vessels  were  sclero- 
tic. His  temperature  on  admission  was  98  F.  The 
pulse  was  regular,  60  per  minute,  and  of  small  volume. 
The  blood  pressure  was  170/106.  At  the  apex  the 
heart  sounds  were  of  good  quality;  no  murmurs  were 
present.  The  aortic  second  sound  was  increased. 
The  lungs  were  clear.  The  abdomen  was  negative. 
An  emergency  catheterized  urine  was  negative.  The 
following  day,  an  electrocardiogram  was  taken  dur- 
ing which  pressure  was  exerted  to  the  right  carotid 
sinus  (Fig.  1).  During  this  procedure  the  patient 
said  he  felt  lightheaded.  This  was  followed  imme- 
diately by  a period  of  complete  unconsciousness, 
during  which  he  experienced  a left-sided  clonic  con- 
vulsion. There  was  a complete  absence  of  heart 
sounds  at  the  apex,  and  the  radial  pulse  was  not  ob- 
tainable. When  he  regained  consciousness,  he  com- 
plained of  a severe  headache  and  felt  weak,  a condi- 
tion which  lasted  a greater  part  of  that  day. 


X-ray  of  the  chest  showed  no  pathologic  changes 
in  the  lungs.  The  cardiac  shadow  appeared  slightly 
rotated  to  the  left  and  posteriorly.  The  aorta  was 
not  widened.  X-ray  of  the  soft  tissues  of  the  neck 
showed  no  abnormal  shadows.  The  cervical  spine 
showed  a moderate  degree  of  hypertrophic  osteoar- 
thritis involving  the  lower  four  vertebrae,  with  nar- 
rowing of  the  disk  between  the  sixth  and  seventh 
cervical  vertebrae. 

The  blood  count  showed  95  per  cent  hemoglobin, 
4,930,000  red  blood  cells,  12,800  white  blood  cells,  86 
per  cent  polynuclear  neutrophils,  12  per  cent  lymph- 
ocytes, and  2 per  cent  monocytes.  The  sedimenta- 
tion rate  was  21  mm.  in  one  hour. 

A urine  specimen  examined  on  the  third  day  after 
admission  was  negative  except  for  a trace  of  albumin. 


Sinus 

pressure 


LI  1 1 


Fig.  1.  Standard  limb  leads  and  precordial  lead 
Cf-4.  Lead  II  shows  an  isoelectric  T Carotid  sinus 
pressure  (right),  applied  in  Lead  III,  shows  com- 
plete asystole  of  over  4 seconds.  With  t he  absence 
of  heart  beat,  the  patient  experienced  unconscious- 
ness and  left-sided  convulsion. 
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Treatment. — During  the  patient’s  stay  in  the  hos- 
pital, he  was  given  a diet  of  1,500  calories  daily,  with 
feedings  distributed  four  times  a day.  He  was  in- 
structed to  remain  in  a reclining  position  and  not  to 
move  his  head  unless  necessary.  A daily  soapsuds 
enema  was  given.  Belladonal  (Sandoz),  which  is 
composed  of  50  mg.  of  phenobarbital  and  0.25  mg.  of 
bellafoline,  was  given  three  times  a day  fifteen  min- 
utes before  meals.  This  regime  has  been  followed 
for  the  past  six  months,  while  the  patient  has  re- 
sumed his  former  occupation.  He  has  had  no  at- 
tacks during  the  period  of  dietary  and  medical  rou- 
tine. There  have  been  no  signs  of  belladonna  intoxi- 
cation. 

Discussion. — Since  the  original  description  of  the 
activity  of  the  carotid  sinus  by  Hering,  this  common 
reflex  has  explained  many  symptoms  and  states  in 
individuals  who  were  classified  as  psychoneurotics 
and  neurocirculatory  asthenics.  Others  were  diag- 
nosed as  potential  cardiacs  or  as  having  vascular  in- 
stability of  vasomotor  origin.  Friedman  described 
an  anginal  syndrome  with  a hyperactive  carotid 
sinus;  Weiss  reports  the  occurrence  of  syncope  and 
convulsions;  Stern  describes  the  abdominal  mani- 
festations of  a sensitive  carotid  sinus.1-3  It  also  has 
been  reported  that  artificial  stimulation  of  the  sinus 
is  not  without  danger.  Askey  reports  ten  cases  of 
hemiplegia  following  stimulation  of  the  sinus.4 
Marmor  records  the  occurrence  of  bilateral  throm- 
bosis of  the  anterior  cerebral  artery  following  arti- 
ficial stimulation  of  the  carotid  sinus.6 

The  above  case  is  of  interest  in  that  it  demon- 
strates the  occurrence  of  diverse  symptomatology  re- 
ferable to  the  heart,  vasomotor  system,  the  cere- 
brum, and  the  gastrointestinal  tract.  Artificial 
stimulation  by  digital  pressure  over  the  right  carotid 
sinus  reproduced  the  clinical  picture  and,  as  re- 
corded with  the  electrocardiogram,  a period  of  com- 
plete cardiac  asystole  lasting  over  four  seconds. 
There  also  was  recorded  a disappearance  of  the 
heart  sounds  and  arterial  pulse  tracing. 


The  use  of  atropine  and  its  derivatives  in  the 
treatment  of  the  hyperactive  carotid  sinus  is  ex- 
plained by  the  pharmacology  of  the  drug.  Atropine 
causes  an  acceleration  of  heart  rate  due  to  blocking 
of  vagal  effects  on  the  sino-auricular  pacemaker. 
Adequate  doses  of  atropine  not  only  remove  the 
heart  from  normal  vagal  control  but  also  prevent 
typical  cardiac  arrest  from  electrical  stimulation  of 
the  vagus. 

The  phenobarbital  is  used  in  conjunction  with  the 
atropine  in  that  it  is  a general  depressant  to  the 
central  nervous  system  and,  in  raising  the  threshold 
to  stimuli,  prevents  the  occurrence  of  the  reflex  of 
which  the  carotid  sinus  is  a part. 

Summary  and  Conclusion 

1.  A case  of  a hypersensitive  carotid  sinus  and 
its  associated  syndrome  is  presented. 

2.  The  value  of  belladonna  and  phenobarbital 
for  the  relief  of  the  condition  is  suggested. 

3.  The  diagnosis  of  the  carotid  sinus  syndrome 
depends  on  the  spontaneous  occurrence  of  the  syn- 
drome and  the  ability  to  reproduce  the  clinical  pic- 
ture by  artificial  stimulation  of  the  sinus. 

4.  The  above  case  is  of  interest  in  that  it  pre- 
sented a vagal,  depressor,  and  cerebral  reaction  of 
the  sinus. 

5.  It  is  suggested  that  further  study  of  the  caro- 
tid sinus  reflex  and  other  vascular  reflexes  may 
demonstrate  that  they  may  not  only  alter  normal 
physiology  but  may  cause  permanent  pathologic 
states  in  the  cardiovascular  system. 
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TRAINING  FELLOWSHIPS  IN  PUBLIC  HEALTH  EDUCATION  OFFERED 


Fellowships  for  graduate  study  in  public  health 
education,  previously  administered  by  the  United 
States  Public  Health  Service,  are  now  being  admin- 
istered by  the  National  Foundation  for  Infantile 
Paralysis.  Fellowships  amount  to  $100  a month, 
plus  tuition,  as  well  as  certain  fees  and  transporta- 
tion, in  connection  with  field  work.  Partial  fellow- 
ships are  available  to  veterans  to  supplement 
amounts  for  maintenance  under  the  G.I.  Bill  of 
Rights. 

Applicants  must  be  between  the  ages  of  22  and 
40,  inclusive,  must  be  citizens  or  must  have  applied 
for  citizenship.  Also  required  is  an  A.B.  or  B.S. 


degree  plus  some  additional  qualifications  such  as  a 
master’s  degree,  three  years’  experience  in  the  field 
of  public  health  or  an  allied  field,  or  other  evidence 
of  special  interest.  State  and  local  health  depart- 
ment employes  are  not  eligible. 

Students  accepting  fellowships  must  agree  to  com- 
plete the  school  year,  and,  in  addition,  three  months 
of  field  training,  and  accept  employment  in  the 
United  States  or  its  territories. 

Candidates  should  write  for  application  blanks  to: 
Credential  Secretary,  Division  of  Professional  Edu- 
cation, National  Foundation  for  Infantile  Paralysis, 
120  Broadway,  New  York  City  5. 


UNUSUAL  REACTION  TO  THIOURACIL 


Irving  Greenfield,  M.D.,  F.A.C.P.,  Woodmere,  New  York 
(From  the  Long  Island  College  of  Medicine ) 


TNDISCRIMINATE  condemnation  of  a thera- 
peutic  agent  or  procedure  because  of  toxic  or  un- 
toward reactions  to  its  use  is  not  indicated.  Instead, 
knowledge  of  these  reactions  should  be  recorded  so 
they  may  serve  as  a cautionary  guide  in  the  proper 
use  of  the  form  of  therapy.  The  purpose  of  this 
communication  is  to  add  an  unusual  reaction  to 
thiouracil  to  the  literature  which  already  contains 
reports  indicating  that  the  administration  of  this 
antithyroid  agent  is  not  without  some  danger. 

Case  Report 

For  a period  of  approximately  three  years  prior  to 
the  time  when  this  36-year-old  white  woman  came 
under  observation,  she  complained  of  progressively 
increasing  nervousness,  intolerance  to  heat  and  cold, 
and  restlessness.  Notwithstanding  a large  appetite, 
there  was  progressive  weight  loss.  Tremor  of  the 
fingers  was  noted.  Subsequently,  she  reported  that 
her  body  temperature  appeared  warmer  than  it  had 
been.  On  several  occasions,  however,  rectal  temper- 
atures were  normal.  She  further  observed  that  during 
the  cold  winter  months  she  required  less  protective 
outer  clothing  as  well  as  less  bed  covering  than 
previously.  More  recently,  progressively  increasing 
tendency  to  fatigability,  palpitation,  paroxysms  of 
choking, , excessive  perspiration,  emotional  insta- 
bility, and  sleeplessness  with  frightening  dreams 
were  added  to  the  clinical  picture. 

The  pertinent  findings  on  physical  examination 
were  as  follows.  The  weight  was  105  pounds  and 
the  height  60  inches.  The  blood  pressure  was 
120/60.  She  was  extremely  high  strung  and 
agitated.  The  Stellwag,  Moebius,  and  von  Graef 
signs  were  present.  The  conjunctivae  were  un- 
usually bright.  The  skin  was  warm  and  silky. 
There  was  moderate  exophthalmos.  The  thyroid 
gland  was  slightly  enlarged  and  granular.  Active 
pulsations  were  present  over  the  superior  thyroid 
vessels,  and  a bruit  was  audible  bilaterally.  A fine 
tremor  of  the  "extended  fingers  was  noted.  The  skin 
of  the  axillae,  as  well  as  of  the  palms  of  both  hands, 
was  wet  with  perspiration.  Other  than  the  presence 
of  a tachycardia  the  remainder  of  the  examination 
was  normal. 

Laboratory  data  were  as  follows:  hemoglobin,  80 
per  cent;  red  blood  cells,  4,724,000;  white  blood 
cells,  8,250;  polymorphonuclear  leukocytes,  61  per 
cent;  lymphocytes,  38  per  cent,  and  transitional 
cells,  1 per  cent.  The  urine  was  chemically  and 
microscopically  normal.  The  blood  urea  was  18.7 
mg.  per  cent,  sugar  74  mg.  per  cent,  and  cholesterol 
237  mg.  per  cent.  The  electrocardiogram  revealed 
a sinus  tachycardia.  There  were  no  abnormalities 
of  the  P waves,  the  ventricular  complexes,  or  the  T 
waves.  A teleoroentgenogram  was  normal.  The 
basal  metabolic  rate  was  plus  52  per  cent. 

The  patient  received  125  mg.  of  thiouracil  daily 
in  divided  doses.  The  response  was  dramatic. 
Within  five  days  the  tremor  had  diminished  con- 
siderably. The  nervousness  subsided.  The  attitude 
of  the  patient  was  now  one  in  which  she  appeared 
relaxed  and  calm. 


The  laboratory  data  kept  pace  with  the  change  in 
the  clinical  picture.  The  basal  metabolic  rate  was 
now  plus  23  per  cent.  She  gained  two  pounds.  The 
white  cell  count  was  8,700  with  a differential  of  46 
per  cent  polymorphonuclear  leukocytes,  42  per  cent 
lymphocytes,  9 per  cent  monocytes,  and  2 per  cent 
eosinophils.  The  therapy  was  maintained,  and  after 
ten  days  the  white  cell  count  dropped  to  7,400. 
The  differential  count  remained  essentially  un- 
changed. The  blood  cholesterol  was  291  mg.  per 
cent  and  the  basal  metabolic  rate  plus  19  per  cent. 
The  patient  was  then  discharged  from  the  hospital 
after  she  had  taken  a total  of  12.5  Gm.  of  thiouracil. 
Her  condition  had  improved  considerably.  Because 
of  the  slight  drop  in  the  total  white  cell  count,  the 
dosage  of  the  thiouracil  was  diminished  to  75  mg.  in 
divided  doses  daily.  On  discharge  the  usual  effects 
of  the  thiouracil  were  evident.  The  exophthalmos 
was  more  prominent.  The  fullness  of  the  neck  was 
more  noticeable,  and  the  thyroid  gland  was  more 
granular. 

Three  days  after  her  arrival  at  home  the  following 
additional  history  was  obtained.  Approximately 
one  week  after  the  start  of  the  thiouracil,  pruritis 
of  the  palms  of  the  hands  was  noted.  At  first  it 
appeared  only  at  night  and  was  present  for  a brief 
period  of  time.  Therefore,  no  mention  was  made 
concerning  it.  The  pruritis  gradually  involved 
larger  areas  so  that  after  an  interval  of  two  weeks  it 
became  universal.  Large  doses  of  hypnotics  were 
required  to  keep  the  patient  from  scratching  the 
pruritic  areas  until  they  bled.  The  antithyroid  drug 
was  discontinued.  A blood  count  at  this  time  re- 
vealed essentially  the  same  findings  noted  previ- 
ously. The  blood  contained  no  demonstrable 
reagins.  The  pruritis  was  obstinate  and  resisted  all 
therapy  for  three  weeks.  It  then  subsided  gradually, 
but  by  that  time  the  symptoms  of  thyro-intoxication 
reappeared.  At  this  point  propyl  thiouracil*  was 
given.  Tolerance  to  this  drug  was  excellent,  and  the 
hyperthyroidism  was  adequately  controlled. 

Discussion 

There  are  several  points  of  interest  in  this  case 
report  which  can  be  emphasized.  On  the  tenth  day 
following  the  institution  of  thiouracil  therapy,  the 
white  blood  cell  count  dropped,  perhaps  not  signifi- 
cantly, but  nevertheless  it  did  drop.  There  was  no 
significant  change  in  the  differential  count.  In 
spite  of  the  fact  that  the  change  was  slight,  the  dos- 
age of  the  thiouracil  was  diminished.  Careful  in- 
quiry subsequently  revealed  that  the  pruritis  made  it  s 
onset  at  approximately  the  time  when  the  drop  in 
the  leukocyte  count  occurred.  When  the  pruritis  be- 
came universal,  it  was  of  interest  to  note  that  there 
were  no  objective  cutaneous  allergic  manifestations 
other  than  the  scratch  marks.  At  the  height  of  the 
pruritis  and  again  at  a subsequent  date,  the  blood 
contained  no  reagins  to  thiouracil.  Under  this 
regime  it  was  of  interest  to  note  the  reciprocal  re- 
lationship of  the  basal  metabolic  rate  to  the  level  of 


the  blood  cholesterol. 
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The  role  which  the  MacKenzies  and  Astwood 
played  in  calling  attention  to  the  use  of  thio-urea  is 
well  known.1-2  These  observers  showed  that,  fol- 
lowing its  use,  the  thyroid  gland  underwent  hyper- 
plasia, the  basal  metabolic  rate  fell,  the  anterior  lobe 
of  the  pituitary  gland  underwent  changes  similar  to 
those  noted  following  thyroidectomy,  and  iodine  was 
ineffective  in  counteracting  these  changes.  Ast- 
wood subsequently  reported  concerning  the  use  of 
thio-urea  and  thiouracil  in  the  treatment  of  hyper- 
thyroidism.3 Since  then,  much  useful  data  concern- 
ing the  untoward  and  toxic  reactions  to  this  chemical 
have  accumulated.  Gabrilove  and  his  coworkers  en- 
countered untoward  reactions  in  31  per  cent  of  54 
patients  whom  they  treated.4  Barr  and  Shorr 
abandoned  the  use  of  thiouracil  in  the  treatment  of 
nine  of  the  group  of  100  patients  because  of  unfavor- 
able reactions  which  they  attributed  to  the  drug.5 
Thiouracil  was  also  discontinued  in  7.2  per  cent  of 
the  246  cases  treated  by  Williams.6 

The  recorded  unfavorable  reactions  lend  them- 
selves readily  to  division  into  two  groups.  There 
were  those  unfavorable  reactions  which,  although 
they  were  attributable  to  the  chemical,  were  not 
considered  contraindications  to  the  continued  use  of 
the  drug.  Into  this  group  were  such  reactions  as 
conjunctivitis,  edema,  dizziness,  and  generalized 
pains  and  aches.  The  second  group  consisted  of 
those  unfavorable  reactions  which  were  serious 
enough  to  be  considered  contraindications  to  the 
continued  use  of  the  antithyroid  agent.  Into  this 
group  fell  the  drug  fevers,  with  and  without  the 
rashes,  agranulocytosis,  and  leukopenia.  In  ad- 
dition to  these  later  untoward  reactions,  Di  Palma 


and  Ma  Govern  noted  the  occurrence  of  nocturnal 
dyspnea  and  in  one  patient  symptoms  which  sug- 
gested coronary  artery  occlusion.  Water  retention 
and  myxedema  were  noted  following  the  adminis- 
tration of  thiouracil.6-7 

A survey  of  the  literature  has  failed  to  reveal  any 
reaction  to  thiouracil  similar  to  that  recorded  in  this 
communication.8  It  is  for  this  reason  that  this  pres- 
entation is  added  to  the  growing  literature  on  the 
subject. 

Summary 

Generalized  pruritis,  heretofore  unrecorded  in  or 
during  thiouracil  administration,  is  noted.  At- 
tention is  again  directed  to  another  chemical  cap- 
able of  producing  untoward  reactions  but  to  which 
reagins  have  not  as  yet  been  demonstrated  in  the 
blood. 
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* The  propyl  thiouracil  was  furnished  by  Dr.  S.  M.  Hardy 
of  the  Lederle  Laboratories.  Pearl  River,  New  York. 


ASPIRATION  OF  BONE  MARROW  FROM  THE  ILIAC  CREST 


Dr.  Michael  A.  Rubinstein  of  the  Montefiore  Hos- 
pital, New  York  City,  described  at  a meeting  of  the 
New  York  Academy  of  Medicine  the  advantages  of 
the  iliac  aspiration  technic  versus  the  sternal  technic. 

These  are,  he  said,  safety,  as  no  serious  injury  can 
be  sustained  by  any  underlying  organ;  ease,  the 
procedure  usually  being  less  painful,  and  the  patient 
being  less  apprehensive  than  when  subjected  to  a 
puncture  in  the  cardiac  area;  repeated  aspirations: 
iliac  crest  puncture  can  easily  be  performed  at  fre- 
quent intervals  at  both  sides  of  the  body,  and  is, 
therefore,  very  suitable  for  serial  bone  marrow  stud- 
ies. Moreover,  the  bone  marrow  cavities  of  the 
iliac  crest  can  occasionally  be  used  as  a route  of  ad- 
ministering fluids  into  the  general  circulation  when 
no  intravenous  route  is  available,  and  may  perhaps 
allow  for  greater  safety  than  the  sternal  technic. 

Some  disadvantage  of  iliac  aspiration  is  occasional 
difficulty  in  puncturing  the  bone  which  at  times  may 


prove  to  be  exceedingly  hard.  The  cells  of  the  iliac 
bone  marrow  have  been  studied  for  the  past  four  and 
a half  years  in  about  1,000  different  cases  showing 
normal  and  pathologic  findings.  In  about  300  of 
these  instances,  simultaneous  sternal  marrow  studies 
were  also  performed. 

The  normal  values  of  the  iliac  bone  marrow,  the 
total  cellular  count,  as  well  as  the  cell  distribution, 
were  found  to  have  approximately  the  same  range  as 
those  determined  for  the  sternal  aspiration.  Nor- 
mally the  iliac  crest  contains  hemopoietically  active 
bone  marrow  in  all  age  groups  studied  (age  range 
16-18  years). 

In  most  of  the  cases  studied  the  findings  from  both 
sources  run  parallel,  and  the  iliac  marrow  presents 
the  characteristic  picture  of  the  disease  as  seen  in  the 
sternal  aspiration.  However,  in  certain  instances  the 
iliac  aspiration  has  proved  of  distinct  diagnostic  ad- 
vantage, as  compared  to  the  sternal  aspiration  alone. 


DYSTROPHIA  MYOTONICA  COMPLICATED  BY  THROMBO  ANGIITIS 
OBLITERANS  AND  PSEUDOHYPERTROPHIC  MUSCULAR  DYSTROPHY 

Irving  Leinwand,  M.D.,  New  York  City 

( From  the  Division  of  Peripheral  Vascular  Disease,  Department  of  Medicine,  New  York  Post-Graduate 
Medical  School  and  Hospital) 


TN  THE  literature  on  dystrophia  myotonica,  or 
myotonia  atrophica  as  it  was  previously  called, 
there  are  many  instances  of  patients  who  had  diffi- 
culty in  walking.  In  practically  all  of  these  cases 
this  Was  attributed  to  involvement  of  the  quadri- 
ceps femoris  and  the  dorsiflexors  of  the  foot  with 
consequent  “foot  drop”  and  inability  to  raise  the  leg. 
In  no  case  was  there  a history  of  intermittent  claudi- 
cation, that  is,  inability  to  walk  more  than  a given 
distance  at  a time  without  production  of  a cramp-like 
pain  in  the  calf  muscles.  The  incidence  of  dystro- 
phia myotonica  is  probably  much  greater  than  is 
commonly  accepted,  since,  as  Waring  and  his  co- 
workers pointed  out,  the  disease  is  most  likely  to  be 
first  recognized  where  it  appears  in  an  earlier  gener- 
ation rather  than  at  a later  age.1 

Since  the  disease  affects  the  muscles  so  dramati- 
cally and  the  symptoms  produced  overshadow  most 
others,  it  is  probable  that  the  vascular  system  in 
most  instances  received  no  more  than  a cursory 
examination.  For  this  reason  the  following  case  is 
presented. 

Case  Report 

This  48-year-old  man  was  first  seen  in  the  clinic  on 
February  13,  1940.  He  complained  of  a cramp-like 
pain  in  the  right  foot  and  calf  produced  by  walking. 
He  could  walk  no  more  than  one  city  block  without 
being  compelled  to  stop  because  of  pain.  This  pain 
was  relieved  by  rest.  The  complaint  had  been 
present  for  three  and  one-half  years  previous  to  his 
clinic  admission.  For  the  past  four  years  the  patient 
had  had  generalized  progressive  muscular  weakness, 
most  evident  in  the  extremities.  His  only  other 
complaints  were  occasional  epigastric  distress  and 
fairly  constant  difficulty  in  swallowing.  He  had 
smoked  a package  of  cigarets  daily  for  over  twenty 
years.  The  past  history  was  noncontributory. 

Family  History. — There  was  no  history  of  any 
similar  disease  in  the  preceding  two  generations. 
There  was  no  cataract  in  either  of  the  parents.  His 
mother  died  of  cancer,  type  and  site  unknown.  His 
father  died  of  heart  disease,  type  unknown.  The 
patient  had  an  eleven-year-old  son  who  was  appar- 
ently normal  except  for  genitalia  which  were  small 
and  definitely  underdeveloped. 

Physical  Examination. — The  patient  presented  a 
thin  mask-like  face,  poor  posture,  was  partially  bald, 
and  wearing  glasses.  He  could  not  lift  himself  up  on 
the  examining  table  with  his  arms.  He  could  not 
stand  up  straight  nor  rise  from  the  supine  position. 
The  pupils  were  equal  and  regular,  reacted  to  light 
and  accommodation.  Fundi  were  negative. 

The  heart  disclosed  a regular  sinus  rhythm,  apex 
beat  in  the  fifth  interspace  in  the  midclavicular  line. 
No  murmurs  were  heard,  and  the  sounds  were  clear, 
j Blood  pressure  was  110/70. 

There  was  no  abdominal  tenderness  or  rigidity, 
no  palpable  masses,  and  liver,  kidneys,  and  spleen 
were  not  palpable.  There  was  marked  lumbar 
lordosis  with  thoracic  scoliosis. 


The  hand  grip  was  poor.  He  could  not  compress 
the  bulb  of  the  ordinary  sphygmomanometer.  The 
muscles  of  the  upper  extremities  were  moderately 
atrophied  and  flaccid.  The  calf  muscles  of  both  legs 
were  enlarged  and  firm. 

No  genital  abnormalities  were  noted  other  than 
small  testicles. 

The  gait  was  on  a broad  base.  The  cranial  nerves 
were  not  involved.  All  of  the  deep  reflexes  of  the 
upper  and  lower  extremities  were  diminished  and 
produced  only  with  reinforcement.  There  was 
marked  weakness  of  all  the  muscles  of  the  back  and  of 
the  sternocleidomastoid  muscles.  No  abnormal  re- 
flexes were  present. 

Pulsations  were  obtained  in  all  the  major  vessels 
in  the  left  leg  and  in  the  upper  extremities.  In  the 
right  leg  there  was  no  pulsation  noted  below  that  of 
the  femoral  artery  in  the  femoral  triangle.  Oscillo- 
metric  readings  were  as  follows:  (1)  maximum  of  1/* 
degree  in  the  left  foot,  none  in  the  right;  (2)  maxi- 
mum of  2V2  degrees  in  the  left  leg  above  the  ankle, 
maximum  of  3/s  degree  in  the  right,  and  (3)  maxi- 
mum of  4V2  degrees  below  the  knee  in  the  left  leg, 
maximum  of  V2  degree  in  the  right. 

This  patient  had  been  seen  by  a neurologist  in 
November,  1937,  three  years  before  he  came  to  this 
clinic.  Examination  at  that  time  revealed  the  fol- 
lowing: There  was  no  deformity  of  the  spine.  There 
was  marked  weakness  of  the  upper  extremities.  The 
patient  was  unable  to  open  the  fists  readily  after 
closing  them.  There  was  definite  indentation  on 
percussion  of  the  tongue.  Both  calves  were 
markedly  hypertrophied  with  not  much  weakness. 
The  diagnosis  at  that  time  was  myotonia  atrophica 
complicated  by  pseudohypertrophic  muscular  dys- 
trophy. 

Two  years  later  a biopsy  of  the  gastrocnemius  was 
performed  in  another  hospital.  There  was  evidence 
of  degeneration  of  the  muscle  fibers,  but  the  his- 
tologic picture  was  not  typical  of  any  disease. 

Laboratory  Studies. — On  May  8,  1940,  the  Wasser- 
mann  (blood)  and  urinalysis  were  negative.  The 
basal  metabolic  rate  was  minus  five.  The  cholesterol 
was  220  mg.  per  cent,  and  the  esters  were  105,  the 
ratio  being  48  per  cent.  The  true  glucose  measured 
65  per  cent.  The  inorganic  phosphate  was  3.2  mg. 
per  cent,  and  the  calcium  was  10.1.  The  urea 
clearance  test  was  126  per  cent  after  the  first  hour 
and  116  per  cent  after  the  second  hour. 

The  results  from  the  electrocardiogram  were  as 
follows:  The  rhythm  was  regular.  The  PR  interval 
was  0.16  second,  and  the  QRS  interval  was  0.12 
second.  There  was  left  axis  deviation,  intraventricu- 
lar block,  and  T3  was  inverted.  The  electroen- 
cephalogram showed  changes  suggestive  of  atrophy 
of  the  cortex. 

The  Landis  test  (to  measure  vasodilatation  of  the 
peripheral  vessels  in  the  right  foot)  showed  no  rise  in 
temperature  at  the  end  of  two  hours. 

Biopsy  of  the  right  calf  and  back  on  May  15, 
1940,  showed  an  increase  of  mesothelial  cells  at  the 
point  of  union  of  the  muscle  with  fascial  bundles. 
No  histologic  diagnosis  was  possible. 

Course  and  Treatment. — As  a control  for  future 
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therapy,  the  patient  was  given  normal  saline  (2  cc.) 
intramuscularly  once  weekly  for  eight  weeks.  Dur- 
ing this  time  the  patient  was  not  allowed  to  smoke. 
No  other  therapy  was  given.  There  was  no  improve- 
ment during  this  period.  The  patient  was  then  given 
whole  wheat  germ  oil  and  vitamin  B complex,  one 
dram  of  each,  three  times  daily.  He  continued  this 
for  two  months  with  little  change  in  his  status. 

Previous  to  his  treatment  in  this  clinic  the  patient 
had  received  a variety  of  therapeutic  agents,  in- 
cluding quinine,  glycine,  and  creatinine,  without 
relief.  Prostigmine  bromide,  15  grains  three  times 
daily,  was  given  him  for  a short  period  in  this  clinic 
without  effect.  At  the  end  of  this  time  he  was  given 
50  mg.  alpha  tocopherol  acetate*  together  with 
whole  wheat  germ  oil  and  vitamin  B complex,  two 
drams  daily. 

In  the  following  two  months,  the  patient  im- 
proved to  such  a degree  that  he  was  able  to  walk 
as  much  as  five  miles.  Readings  taken  at  that  time 
revealed  no  improvement  in  the  degree  of  oscillation 
of  the  involved  arteries.  The  calf  muscles,  however, 
had  softened  and  appeared  smaller  in  size  and  more 
normal  in  consistency.  This  improvement  in  the 
lower  extremities  was  maintained,  but  his  upper  ex- 
tremities remained  unaffected.  During  this  last 
period,  the  patient  developed  fairly  persistent  pain 
of  the  rheumatic  type  in  the  left  wrist  which  resisted 
therapy.  In  view  of  the  baldness,  hypotension,  and 
subnormal  secondary  sex  characteristics,  testos- 
terone proprionate,**  25  mg.  twice  weekly,  was 
finally  added  to  his  treatment. 

Re-examination  Seven  Years  Later. — In  January, 
1947,  seven  years  after  his  first  admission  to  the 
clinic,  examination  revealed  the  following: 

His  dystrophia  myotonica  had  progressed.  This 
progress,  although  markedly  apparent,  did  not  com- 
pletely incapacitate  the  patient.  He  had  difficulty 
in  dressing,  and  his  posture  was  much  less  erect. 
He  could  not  close  his  fist.  There  were  no  changes  in 
vision.  In  the  four-year  period  that  the  patient  was 
absent  from  this  clinic,  he  received  treatment  else- 
where. This  treatment  included  all  of  the  usual 
therapeutic  measures  for  this  disease.  He  stated, 
however,  that  he  did  not  feel  as  well  with  any  other 
therapy  as  he  did  with  treatment  in  this  clinic, 
namely,  vitamins  B and  E and  testosterone  pro- 
pionate. At  the  present  time  he  can  walk  twenty 
blocks  compared  to  the  half  block,  seven  years  ago. 
The  distance  is  apparently  limited  by  fatigue  of  the 
muscle  rather  than  pain.  Oscillometric  readings  (on 
the  same  instrument)  revealed  no  change.  An 
electrocardiogram  revealed  the  identical  abnormali- 
ties present  seven  years  ago.  An  electroencephalo- 
gram revealed  a normal  tracing  as  compared  to  an 
abnormal  tracing  seven  years  ago.  It  is  worthy  of 
note  that  his  son  is  now  fully  grown  and  completely 
normal. 

Discussion 

In  the  treatment  of  thrombo-angiitis  obliterans,  it 
is  common  belief  that  any  form  of  therapy  is  useless 
if  the  patient  continues  to  smoke.  This  is  so  true 
that,  if  a patient  with  a mild  degree  of  Buerger’s  dis- 
ease stops  smoking,  his  symptoms  will  usually  im- 
prove within  one  to  four  weeks  without  any  form  of 
therapy.  It  is  interesting,  therefore,  to  note  that 
this  patient  did  not  improve  after  eight  weeks  of  not 


* Ephynal  Acetate  was  provided  by  Hoffman-La  Roche. 
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smoking  in  his  first  control  period.  After  eight  more 
weeks  of  small  doses  of  whole  wheat  germ  oil,  he 
showed  only  slight  improvement,  if  any.  Since  the 
first  real  improvement  was  after  the  administration 
of  the  alpha  tocopherol  acetate,  it  is  felt  that  the 
improvement  in  the  lower  extremities  was  probably 
due  primarily  to  this  form  of  therapy.  It  was  also 
noted  that  the  calf  muscles  assumed  a more  normal 
appearance  following  this  treatment. 

The  thrombo-angiitis  was  not  treated  directly  in 
that  no  attempt  was  made  to  increase  the  flow  of 
blood  to  the  extremity.  It  would  thus  seem  that 
the  improvement  in  his  walking  capacity  was  due  to 
changes  in  the  musculature,  rather  than  to  changes 
in  the  arterial  supply.  One  cannot  rule  out  better 
collateral  circulation  secondary  to  the  cessation  of 
the  use  of  tobacco,  even  though  a control  period  of 
observation  was  included.  There  have  been  varying 
reports  in  the  literature  regarding  efficacy  of  vitamin 
E therapy  in  the  treatment  of  the  muscular  dystro- 
phies. In  this  particular  case,  it  would  seem  that 
the  pseudohypertrophic  muscular  dystrophy  may 
have  responded  to  this  form  of  therapy,  and  the 
dystrophia  myotonica  remained  unaffected.  There 
has  been  a recent  report  in  which  four  of  nine  pa- 
tients with  pseudohypertrophic  muscular  dystrophy 
showed  objective  improvement  on  treatment  with 
vitamin  E.  Testosterone  proprionate  has  been  re- 
ported to  be  of  therapeutic  value  by  several  investi- 
gators.1>2  Papanicolaou  and  Falk  reported  the  pro- 
duction of  muscular  hypertrophy  in  guinea  pigs  with 
use  of  the  androgen.3 

Evidence  of  vascular  disease  in  this  patient  was 
generalized.  There  were  abnormal  findings  in  the 
electrocardiogram,  electroencephalogram,  and  the 
oscillometric  readings  of  the  right  lower  extremity. 
Changes  in  the  electrocardiogram  have  been  re- 
ported by  several  investigators. 1-4’6  There  is  also  a 
report  in  the  literature  of  a case  of  dystrophia  myo- 
tonica with  scleroderma,  a disease  which  is  also  as- 
sociated with  marked  vascular  changes.  It  was 
noted  by  Waring  and  his  group,  in  a study  of  13  pa- 
tients that  ten  complained  of  cold  hands  and  feet 
with  cyanosis  of  varying  degrees.1  After  a review 
of  the  recent  reports  and  an  evaluation  of  this  pa- 
tient, it  would  seem  that  vascular  disease  may  be 
more  closely  related  to  this  disease  than  has  been 
previously  noted.  It  is  possible  that  there  have 
been  other  cases  of  obliterative  arterial  disease 
which  have  gone  unnoticed,  because  the  onset  of 
fatigue  in  the  atrophied  muscle  prevented  sufficient 
exercise  to  produce  true  claudication. 

We  made  a clinical  diagnosis  of  thrombo-angiitis 
obliterans  in  this  patient  on  a basis  of  organic  ar- 
terial disease  beginning  in  a man  about  45  years  of 
age,  without  evidence  of  arteriosclerosis.  He  had 
been  a heavy  smoker  of  tobacco.  It  is  possible, 
however,  that  we  may  have  been  dealing  with  an 
arteritis  with  occlusion  of  an  unknown  nature. 
Finally,  it  would  seem  by  comparison  between  the 
findings  today  and  that  of  seven  years  ago,  that 
there  was  no  progress  of  the  vascular  disease.  Since 
there  was  no  apparent  improvement  in  circulation  in 
the  impaired  leg,  the  improvement  which  was  ap- 
parent seven  years  ago,  and  still  existed,  was  prob- 
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ably  due  to  improvement  in  the  musculature  of  the 
lower  extremities. 

Summary 

1.  A patient  with  muscular- vascular  disease  is 
presented. 

2.  Vitamin  E therapy  improved  the  patient’s 
pseudohypertrophic  muscular  dystrophy  but  did  not 
affect  the  dystrophia  myotonica.  Many  other  forms 
of  therapy  were  tried  previously  without  relief. 

3.  It  is  suggested  that  vascular  disease  may  be 
an  intimate  part  of  the  disease,  dystrophia  myotonica. 


The  clinical  picture  in  this  case  of  the  vascular  dis- 
turbance is  that  of  thrombo-angiitis  obliterans. 

14  East  65th  Street 


I wish  to  express  my  appreciation  to  Dr.  A.  Wilbur  Duryee 
for  his  suggestions  in  the  preparation  of  this  paper. 
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DELAYED  REACTION  TO  PENICILLIN  TREATED  WITH  THEPHORIN 

Irwin  I.  Lubowe,  M.D.,  New  York  City 

( From  the  Skin  and  Cancer  Unit,  New  York  Post-Graduate  Medical  College ) 


'W’ARIOUS  allergic  reactions  following  the  em- 
v ployment  of  penicillin  orally,  locally,  and  paren- 
terally  have  been  reported.1-6  These  reactions 
usually  follow  the  continuous  use  of  the  prepara- 
tions. We  are  reporting  the  following  case  because 
of  the  fact  that  it  occurred  in  a patient  who  only  re- 
ceived one  injection  of  300,000  units  of  penicillin 
suspended  in  beeswax  and  peanut  oil.  The  patient 
presented  no  clinical  evidence  of  fungus  infection. 
The  patient  was  treated  with  thephorin,  * a new  anti- 
histaminic  drug,  50  mg.  every  four  hours  by  mouth, 
with  no  local  therapy.  Complete  recovery  took 
place  in  a period  of  five  days.  The  formula  for 
thephorin  is  2-methyl-9-phenyl-2,3,4,9-tetrahydro-l- 
pyridindrene  hydrogen  tartrate. 


Case  Report  • 

A.  F.  S.,  a white  man,  age  38,  weight  210  pounds, 
was  referred  for  the  removal  of  a sebaceous  cyst  of 
the  cheek  on  November  28,  1947.  The  patient  gave 
no  history  of  any  serious  medical  or  surgical  disease 
and  no  history  of  any  allergy  or  dermatologic  disease. 
The  sebaceous  cyst,  the  size  of  a small  olive,  was  re- 
moved from  the  right  side  of  the  cheek  over  the 
malar  region  by  means  of  the  Danna  electrocoagula- 
tion method,  and  the  lesion  was  dressed.7 

The  patient  was  seen  several  times  for  post- 
operative treatment.  On  December  5,  1947,  he  pre- 
sented a mild  secondary  infection  of  the  operative 
area.  He  was  given  300,000  units  of  penicillin,  sus- 
pended in  beeswax  and  peanut  oil,  deeply  in  the 
right  buttock  in  the  upper  and  outer  quadrant. 
The  penicillin  used  was  the  cystalline  G penicillin 
which  does  not  require  refrigeration  or  heating. 

When  the  patient  returned  for  follow-up  treat- 
ment on  December  12,  1947,  he  complained  of 
severe  pain  in  the  right  buttock  and  an  itching  rash. 
Examination  revealed  a diffuse  erythematous 
maculopapular  rash  involving  the  face,  chest,  back, 
and  upper  and  lower  extremities.  There  was  no 
evidence  of  any  scaling.  The  right  buttock  re- 
vealed an  area  of  about  5 by  5 inches  that  was 
markedly  erythematous,  swollen,  indurated,  and 
painful.  The  center  of  this  area  was  a little  more 


reddened  which  evidently  was  the  point  of  the  en- 
trance of  the  needle.  Patient  was  given  thephorin 
50  mg.  every  four  hours  by  mouth  for  a dose  of  200 
mg.  per  day  for  a period  of  five  days.  On  December 
12,  1947,  when  the  patient  returned  for  examination, 
the  lesions  had  completely  healed,  and  there  was 
just  a small  area  of  redness  involving  the  right 
buttock. 

The  patient  returned  one  week  later,  December 
22,  1947,  and  the  infection  of  the  postoperative 
area  was  healed.  It  was  decided  to  determine 
whether  sensitivity  to  tricophytin  and  oidomycin 
existed,  and  intracutaneous  tests  of  0. 1 cc.  of  1 : 10  tri- 
cophytin and  0. 1 cc.  of  1 : 40  oidomycin  were  used  with 
controls.  The  patient  returned  in  forty-eight  hours 
and  seventy-two  hours,  and  no  evidence  of  post- 
operative reaction  was  observed.  He  was  then  dis- 
charged on  December  26,  1947,  in  apparently  good 
health. 

Conclusion 

We  present  a patient  who  had  never  previously 
received  any  penicillin  either  orally,  locally,  or  by 
injection  and  who  seven  days  after  intramuscular  in- 
jection of  penicillin  in  oil  and  beeswax,  300,000 
units,  suffered  a severe,  diffuse,  erythematous, 
maculopapular  eruption  and  a marked  area  of  in- 
duration and  swelling  at  the  site  of  inoculation. 

Symptoms  completely  disappeared  after  the  fifth 
treatment  with  thephorin,  consisting  of  200  mg.  per 
day.  The  reaction  was  negative  to  the  intracutane- 
ous tests  with  tricophytin  and  oidomycin. 
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R.  J.  Floody,  M.D.,  of  Hoffman-La  Roche,  Inc. 


CONGENITAL  ABSENCE  OF  THE  GALLBLADDER  WITH  OBSTRUCTIVE 
JAUNDICE  DUE  TO  A SOLITARY  GALLSTONE 

Francis  X.  Timoney,  M.D.,  New  York  City 

( From  the  First  Surgical  Division,  St.  Vincent's  Hospital ) 


Y^ONGENITAL  absence  of  the  gallbladder  is  a rare 
anomaly.  Interest  in  this  condition  is  further 
increased  by  the  presence  of  a gallstone  in  the  com- 
mon hepatic  duct,  causing  repeated  attacks  of  ob- 
structive jaundice.  A case  embodying  these  fea- 
tures is  reported. 

Case  Report 

A woman,  born  in  Italy,  aged  70,  was  admitted 
to  St.  Vincent’s  Hospital,  New  York  City,  June 
18,  1947.  Twelve  hours  before  admission,  the  pa- 
tient experienced  a sudden  attack  of  severe  pain  in 
the  right  upper  quadrant  of  the  abdomen,  accom- 
panied by  vomiting.  The  pain  and  vomiting  per- 
sisted until  the  time  of  admission.  There  was 
marked  language  difficulty,  but  in  spite  of  this,  a 
history  of  recurrent  colic  in  the  left  upper  abdominal 
quadrant  was  obtained.  These  attacks  were  ac- 
companied by  nausea  and  vomiting. 

Physical  Examination. — The  temperature  was 
102  F.,  pulse  88,  respiration  24,  and  the  blood  pres- 
sure was  120/80  mm.  The  white  blood  count  was 
14,000  with  85  per  cent  polymorphonuclear  leuko- 
cytes. The  abdomen  was  scaphoid,  and  no  masses 
could  be  felt.  Muscle  spasm  and  tenderness  were 
present  in  the  right  upper  quadrant. 

The  preoperative  diagnosis  was  acute  cholecysti- 
tis with  cholelithiasis. 

Course. — Operation  was  performed  under  general 
anesthesia  using  pentothal  sodium,  cyclopropane 
sequence.  Through  a right  subcostal  incision, 
the  undersurface  of  the  liver  was  exposed.  Many 
adhesions  between  the  liver,  duodenum,  and  sur- 
rounding structures  were  separated.  An  intensive 
search  was  made  for  a gallbladder.  None  was 
found.  Operation  was  discontinued  after  one  hour 
because  of  the  increasingly  poor  condition  of  the 
patient. 

Jaundice  became  manifest  after  operation.  On  the 
fifth  postoperative  day  the  serum  bilirubin  was 
8.7  mg.  per  100  cc.  of  blood.  The  postoperative 
course  was  stormy.  The  pulse  rate  was  elevated, 
and  the  temperature,  which  ran  a septic  course,  sub- 
sided on  the  thirtieth  postoperative  day.  In  re- 
viewing the  postoperative  course,  the  type  of  fever, 
and  the  jaundice,  the  general  clinical  picture  was  con- 
sistent with  that  seen  in  a common  duct  stone  with 
cholangitis. 

On  August  9,  1947,  the  patient  was  readmitted  to 
the  hospital.  She  complained  of  epigastric  pain. 
Examination  of  the  abdomen  revealed  moderate 
generalized  rigidity  and  tenderness  that  was  most 
marked  in  the  subcostal  region.  The  following  is 
to  be  noted  on  the  subsequent  dates:  August  12, 
1947,  moderate  clinical  jaundice;  August  13,  1947, 
serum  bilirubin  7.3  mg.  per  1 (K)  cc.  of  blood;  August 
14,  1947,  the  gallbladder  x-ray  series  with  contrast 
dye,  ordered  before  jaundice  was  recognized,  re- 
vealed no  gallstones  and  no  visualization  of  the  gall- 
bladder; August  18,  1947,  a diagnosis  of  chronic 
cholecystitis  with  a common  duct  stone  was  made; 
August  19,  1947,  serum  bilirubin  2.5  mg.  per  100  cc. 
of  blood;  and  August  23,  1947,  serum  bilirubin  1.8 
mg.  per  100  cc.  of  blood.  On  August  27,  1947,  opera- 
tion was  again  performed  under  general  anesthesia. 


Findings. — There  was  a mass  of  adhesions  in- 
volving the  stomach,  small  intestine,  falciform 
ligament , and  duodenum  to  the  inferior  surface  of  the 
liver.  The  dissection  was  made  through  a long, 
right  paramedian  incision.  The  right  and  left  lobes 
of  the  liver  and  its  inferior  surface  were  exposed. 
The  position  of  the  organs  showed  that  the  anomaly 
of  situs  inversus  did  not  exist.  Careful  examination 
of  the  undersurface  of  the  liver  failed  to  reveal  a 
gallbladder.  The  foramen  of  Winslow  was  entered, 
and  the  pulsation  of  the  hepatic  artery  was  felt. 
A thickened  and  enlarged  white  common  hepatic 
duct  was  seen,  and,  within  it,  a freely  movable  stone 
was  felt.  An  incision  was  made  into  the  common 
hepatic  duct,  and  a round  gallstone,  1.5  cm.  in 
diameter,  was  removed.  Free-flowing  yellow  bile 
was  obtained.  The  ducts  were  probed,  and  a T-tube 
was  sutured  into  the  common  hepatic  duct. 

On  September  3,  1947,  and  on  September  10, 
1947,  cholangiograms  (Fig.  1)  were  taken  which  did 
not  demonstrate  either  an  extrahepatic  or  an  intra- 
hepatic  gallbladder  or  remnant  of  cystic  duct. 
The  postoperative  course  was  uneventful,  and  on  the 
twenty-second  postoperative  day,  with  the  T-tube 
in  situ,  the  patient  was  discharged  and  asked  to 
return  to  the  outpatient  department. 

121  East  60th  Street 


Fig.  1.  Cholangiogram.  Dilated  common  duct 
injected  with  Diodrast  through  a T-tube,  after  the 
administration  of  morphine  to  contract  the  ampulla. 
A small  amount  of  dye  entered  the  duodenum 
through  the  ampulla  of  Vater, 
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FRIEDLANDER  BACILLUS  PNEUMONIA  TREATED  WITH  STREPTOMYCIN 

John  H.  Keating,  Jr.,  M.D.,  New  York  City 
( From  the  Medical  Service  of  St.  Luke's  Hospital) 


CINCE  the  introduction  of  streptomycin,  there  has 
^ been  new  hope  in  the  treatment  of  pneumonia 
due  to  the  organisms  of  the  Friedlander  group 
(Klebsiella).  The  incidence  of  pneumonia  whose 
causative  agent  is  a member  of  this  group  has  been 
reported  to  be  0.6  to  1.5  per  cent  of  all  pneumonias, 
the  mortality  rate  being  84  to  97  per  cent.1’2 

Streptomycin  was  first  shown  to  be  of  value  in  the 
treatment  of  Klebsiella  pneumoniae  infections  in 
1945,  and  the  first  clinical  usage  was  reported  later 
that  year  3’4  However  , it  was  not  until  1946  that 
there  was  a published  case  of  Freidlander  pneu- 
monia treated  successfully  with  streptomycin.6 

Until  the  present  time,  only  four  additional  cases 
have  been  reported.6’7  One  of  these  was,  necessarily, 
inadequately  treated  because  of  the  appearance  of  a 
toxic  reaction  presumably  due  to  streptomycin,  and 
another  case  is  reported  in  which  it  appears  doubtful 
that  the  primary  disease  was  pneumonia  due  to  or- 
ganisms of  the  Friedlander  group.  There  is  also  the 
report  from  the  National  Research  Council  of  17 
cases  of  acute  or  chronic  pulmonary  infections  as- 
sociated with  these  organisms,  but  a breakdown  is 
not  given  as  regards  the  percentage  of  the  cases 
which  were  primary  Friedlander  pneumonia.8’9 

The  results  of  this  new  form  of  treatment  are 
somewhat  equivocal  as  to  its  efficacj . It  seems, 
therefore,  pertinent  to  report  another  case  of  pri- 
mary Friedlander  pneumonia  treated  with  strepto- 
mycin. 

Case  Report 

E.  K.,  a 76-year-old,  unemployed,  white  Finnish 
man,  was  admitted  to  the  hospital  in  November, 
1 947,  with  the  chief  complaint  of  chest  pain  of  four 
days’  duration. 

Until  the  onset  of  the  present  illness  the  patient 
had  no  history  of  any  other  serious  illness,  injury,  or 
operation.  He  stated  that  for  several  years  he  had 
consumed  one  to  two  quarts  of  beer  plus  a moder- 
ately large  intake  of  whiskey  daily,  but  there  was  no 
history  of  unconsciousness  due  to  alcohol.  During 
this  same  period,  his  diet  had  been  inadequate,  and 
he  relied  almost  exclusively  on  meat. 

Six  days  prior  to  admission  he  developed  an  upper 
respiratory  infection  , and  two  days  later  he  had  the 
onset  of  chills  and  fever  accompanied  by  a cough 
productive  of  a moderate  amount  of  purulent  spu- 
tum. On  the  following  day  there  appeared  left 
chest  pain  on  deep  breathing  and  coughing.  All 
symptoms  persisted  until  the  patient  sought  medical 
treatment  on  the  sixth  day  of  his  illness. 

At  the  time  of  physical  examination,  he  appeared 
acutely  ill,  slightly  cyanotic,  and  emaciated.  He 
was  breathing  rapidly,  and  his  skin  was  hot  and  dry. 
Rectal  temperature  was  100,  pulse  110,  respirations 
28,  and  blood  pressure  140/86.  The  left  ear  drum 
exhibited  definite  fullness  and  was  markedly  in- 
jected in  the  region  of  Shrnpnell’s  membrane  and 
along  the  malleus.  No  mastoid  tenderness  was 
elicited.  The  tongue  was  dry  and  magenta  in  color 
with  smooth  edges,  and  the  throat  was  red  with 
purulent,  stringy  exudate.  The  thorax  exhibited 


limited  left-sided  expansion,  and  there  was  flatness  to 
percussion  over  the  lower  two  thirds  of  the  left  pos- 
terior chest  which  extended  around  to  the  left  an- 
terior axillary  line.  In  this  area  were  increased 
vocal  and  tactile  fremitus  and  bronchial  breathing. 
Coarse  rales  were  heard  in  the  region  of  the  left  an- 
terior axillary  line.  The  right  lung  and  heart  ap- 
peared normal,  as  did  the  remainder  of  the  physical 
examination  with  the  exception  of  marked  peripheral 
sclerosis  of  the  blood  vessels. 

On  the  first  hospital  day  the  patent’s  hemoglobin 
was  14.5  Gm.,  white  count  6,100,  with  polymor- 
phonuclears  of  84  per  cent,  lymphocytes  16  per  cent 
and  with  a slight  shift  left.  On  the  second  day  the 
white  count  was  5,000,  of  which  80  per  cent  were 
polymorphonuclears,  18  per  cent  lymphocytes,  and 
2 per  cent  monocytes.  On  the  fourth  day  there  were 
10,700  white  cells  with  92  per  cent  polymorphonu- 
clears, the  remaining  8 per  cent  being  lymphocytes. 
The  blood  count  remained  at  this  level  until  the 
eighth  day  and  then  gradually  returned  to  normal  by 
the  twelfth  day.  Urinalysis  on  admission  and  those 
done  subsequently  were  normal,  as  were  the  blood 
chemistry  studies.  Blood  serology  was  negative, 
and  the  sedimentation  rate  was  15  mm.  per  hour. 
Electrocardiogram  was  within  normal  limits  except 
for  a moderate  left  axis  deviation.  The  admission 
x-ray  of  the  chest  showed  a dense  area  of  pneumonic 
consolidation  occupying  the  entire  lower  outer  half 
of  the  left  lung  field  with  extension  into  the  retro- 
cardiac  area.  A less  dense  area  of  pneumonic  in- 
filtration was  seen  in  the  mid-  and  outer  portions  of 
the  left  lung  field. 

Treatment  was  instituted  with  various  supportive 
measures  and  with  an  intramuscular  penicillin  re- 
gime. The  patient,  however,  received  but  one  in- 
jection, as  a preliminary  report  was  received  from  the 
laboratory  that  the  sputum  smear  showed  only  4 
plus  Friedlander’s  bacilli.  Penicillin  was  stopped, 
and  streptomycin  intramuscularly  was  started.  It 
was  administered  for  a total  of  2 Gm.  daily  in  divided 
doses  of  0.25  Gm.  every  three  hours.  In  conjunction 
with  streptomycin,  he  was  given  sulfadiazine  1.0 
Gm.  and  sodium  bicarbonate  2.6  Gm.  every  four 
hours. 

The  initial  bacterial  culture  of  sputum  was  re- 
ported as  a practically  pure  culture  of  Friedliinder’s 
bacilli.  Specific  typing  sera  for  the  Friedlander 
group  were  not  available.  Repeated  blood  cultures 
were  negative. 

On  this  regime  the  patient’s  temperature,  which 
ranged  between  100  and  102  F.  reached  a normal 
level  on  the  fifth  hospital  day.  Sputum  cultures  be- 
came permanently  negative  for  Friedlander’s  bacilli 
on  the  third  day.  However,  at  this  time,  there  first 
appeared  a hemolytic  streptococcus  and  Staphylo- 
coccus aureus.  X-ray  of  the  chest  on  this  third  day 
showed  no  change  as  compared  to  the  admission 
film.  Likewise,  there  was  no  change  in  the  physical 
signs  of  the  chest,  and  examination  of  the  ears 
showed  them  to  be  negative. 

By  the  eighth  hospital  day,  after  patient  had  been 
afebrile  and  without  oxygen  for  three  days,  the  chest 
x-ray  showed  partial  resolution  of  the  pneumonic 
process,  but  multiple  radiolucent  areas  were  seen  in 
the  lower  left  lung  field.  On  auscultation,  bronchial 
breathing  was  not  heard,  but  a friction  rub  was  aud- 
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ible  in  the  left  axillary  line.  Despite  the  improved 
x-ray  and  clinical  findings,  the  patient  on  this  day 
had  the  onset  of  a daily  temperature  rise  to  101  and 
102  F. 

On  the  thirteenth  hospital  day,  penicillin  treat- 
ment was  started  in  a dose  of  50,000  units 
intramuscularly  every  three  hours.  Sulfadiazine 
was  halted.  Within  twenty-four  hours  his  tempera- 
ture began  to  subside,  and  from  his  fifteenth  hospital 
day  he  was  afebrile.  Streptomycin  was  stopped  on 
the  sixteenth  day  after  a total  dosage  of  30.5  Gm.,  and 
penicillin  was  stopped  on  the  twentieth  hospital  day 
with  a total  of  2,800,000  units  having  been  adminis- 
tered. No  sign  of  streptomycin  toxicity  was  noted. 

X-ray  of  the  chest  on  the  fourteenth  day  showed 
further  resolution  of  the  pneumonic  process  with  a 
few  highlights  suggestive  of  lung  necrosis  with  cavi- 
tation. On  the  twenty-fifth  day  the  x-ray  was  inter- 
preted as  showing  considerable  fibrosis  throughout 
the  lower  two  thirds  of  the  left  lung  but  no  evidence 
of  cavitation  or  necrosis. 

The  patient  was  allowed  up  on  the  twentieth  day 
and  discharged  on  his  thirty-first  hospital  day. 
Physical  examination  of  the  chest  at  this  time  was 
negative  except  for  a few  scattered  rales  in  the  region 
of  the  left  base. 

Comment 

It  will  be  noted  when  bacteriologic  diagnosis  was 
made  that  the  initial  penicillin  regime  was  stopped, 
as  the  published  results  with  its  use  have  been  uni- 
formly poor,  except  for  one  case  of  bacteremia  which 
apparently  was  treated  successfully.6,6,1011 

Sulfadiazine  was  given  in  conjunction  with  strep- 
tomycin, because  it  was  felt  that  this  was  justifiable 
in  view  of  extending  to  an  extremely  ill  patient  all 
forms  of  therapy  which  offered  hope.  It  has  been 
noted  that  sulfonamides  probably  have  a place  in  the 
treatment  of  this  disease,  especially  in  the  early 


stages,  but  are  probably  of  little  value  after  sup- 
puration occurs.12  Other  reports  disagree  and 
state  they  have  little  or  no  therapeutic  value. 1,6,10 
Since  this  patient’s  sputum  cleared  rapidly,  strepto- 
mycin treatment  by  means  of  a nebulizer  as  an  ad- 
junct to  therapy  was  not  instituted. 

The  secondary  rise  in  temperature  after  the  initial 
good  response  to  streptomycin  is  interpreted  as  being 
due  to  invasion  by  secondary  gram-positive  bacteria 
nonresponsive  to  sulfadiazine. 


Summary 

1.  A case  of  pneumonia  due  to  Friedlander’s 
bacillus  is  presented. 

2.  The  response  to  streptomycin  was  marked  in 
view  of  patient’s  age,  debility,  and  overwhelming  in- 
fection. 
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NEW  COMPOUNDS  HELP  RELIEVE  ALLERGIES 

New  compounds,  many  stemming  from  pyridine, 
a component  of  coal  tar,  today  seemingly  have  on  the 
run  those  allergic  symptoms  that  plague  human 
beings.  Dr.  C.  M.  Suter,  director  of  the  chemical 
division  of  the  Sterling-Winthrop  Research  Insti- 
tute, Rensselaer,  New  York,  addressing  a sectional 
meeting  of  the  American  Chemical  Society  in  Erie, 
Pennsylvania,  disclosed  that  among  hundreds  of 
compounds  studied,  several  potent  drugs  have  been 
discovered  to  relieve  what  medicine  defines  as  “a 
condition  of  unusual  or  exaggerated  specific  suscep- 
tibility to  a substance  harmless  in  similar  amounts  to 
the  majority.” 

People,  for  instance,  allergic  to  ragweed,  or  rose 
pollen,  or  even  cat’s  fur,  feathers,  certain  grasses,  or 
any  number  of  substances  which  others  can  take 
with  ease,  are  due  for  long-sought  relief,  according  to 
Dr.  Suter.  “This  new  group  of  drugs  may  well  con- 


tribute to  the  comfort  of  more  persons  than  any 
other  discovery  since  the  barbiturates  were  first 
made  available,”  Dr.  Suter  said. 

Dr.  Suter  pointed  out  that  one  of  the  most  impor- 
tant groups  of  newer  synthetic  medicinals  is  classi- 
fied generally  as  “antihistamine  agent.”  He  ex- 
plained that  some  years  ago  it  became  evident  that 
there  was  a close  relation  between  histamine,  a 
stimulator  of  the  autonomic  nervous  system,  and 
allergies. 

“Several  potent  drugs  have  now  been  discovered 
that  counteract  or  interfere  with  the  action  of  hista- 
mine,” Dr.  Suter  continued.  “Chemically  these  are 
all  tertiary  amines  having  two  methyl  groups  at- 
tached to  nitrogen.  Most  of  the  active  compounds 
are  also  derivatives  of  2-aminopyridine,  which  in 
turn  is  made  from  pyridine,  a component  of  coal 
tar.” 


DEPARTMENT  OF  MEDICAL  CARE  INSURANCE 

Conducted  by  George  P.  Farrell,  Director 


QUARTERLY  report  on  membership  in  voluntary 
nonprofit  medical  care  plans  in  New  York  State 
for  the  period  ending  March  31,  1948;  and  statement 


of  comparative  gains  in  benefits,  earned  premium 
income,  and  claims  for  the  first  quarter  in  1947  and 
1948. 


TABLE  1. — Membership 


United 

Medical 

Service, 

Inc., 

New  York 

Western 
New  York 
Medical 
Plan,  Inc., 
Buffalo 

Medical 

and 

Surgical 
Care,  Inc., 
Utica 

Genesee 
Valley 
Medical 
Care,  Inc., 
Rochester 

Northeastern 
New  York 
Medical 
Service,  Inc., 
Albany 

Central 
New  York 
Medical 
Plan,  Inc., 
Syracuse 

Totals 

March  31,  1948 

833,122 

128,779 

94,383 

50,962 

30,017 

15,926 

1,153,189 

December  31,  1947 

730,293 

119,708 

89,369 

46,145 

22,778 

15,322 

1,023,615 

Increase 

102,829 

9,071 

5,014 

4,817 

7,239 

604 

129,574 

TABLE 

2. — Comparison  of  Incurred  Benefits  to  Members 

United 

Medical 

Service, 

Inc., 

New  York 

Western 
New  York 
Medical 
Plan,  Inc., 
Buffalo 

Medical 

and 

Surgical 
Care,  Inc., 
Utica 

Genesee 
Valley 
Medical 
Care,  Inc., 
Rochester 

Northeastern 
New  York 
Medical 
Service,  Inc., 
Albany 

Central 
New  York 
Medical 
Plan,  Inc., 
Syracuse 

Totals 

1st  Quarter  1948 
1st  Quarter  1947 

$794,397 

444,340 

$151,851 

212,471 

$142,198 

91,879 

$45,762 

7,184 

$41,698 

4,788 

$32,145 

31,582 

$1,208,051 

792,244 

Increase 

$350,057 

-$  60,620 

$ 50,319 

$38,578 

$36,910 

$ 563 

$ 415,807 

TABLE  3. — Comparison  of  Earned  Premium  Income 

United 

Medical 

Service, 

Inc., 

New  York 

Western 
New  York 
Medical 
Plan,  Inc., 
Buffalo 

Medical 

and 

Surgical 
Care,  Inc., 
Utica 

Genesee 
Valley 
Medical 
Care,  Inc., 
Rochester 

Northeastern 
New  York 
Medical 
Service,  Inc., 
Albany 

Central 
New  York 
Medical 
Plan,  Inc., 
Syracuse 

Totals 

1st  Quarter  1948 
1st  Quarter  1947 

$1,386,145 

778,286 

$223,612 

230,200 

$186,714 

135,132 

$77,889 

26,879 

$56,669 

7,394 

$42,981 

31,884 

$1,974,010 

1,209,775 

Increase 

$ 607,859 

-$  6,588 

$ 51,582 

$51,010 

$49,275 

$11,097 

$ 764,235 

TABLE  4. — Comparison  of  Number  of  Claims 


United 

Medical 

Service, 

Inc., 

New  York 

Western 
New  York 
Medical 
Plan,  Inc., 
Buffalo 

Medical 

and 

Surgical 
Care,  Inc., 
LT  tica 

Genesee 
Valley 
Medical 
Care,  Inc., 
Rochester 

Northeastern 
New  York 
Medical 
Service,  Inc., 
Albany 

Central 
New  York 
Medical 
Plan,  Inc., 
Syracuse 

Totals 

1st  Quarter  1948 

16,179* 

4,923 

4,855 

1,197 

890 

2,745 

40,789 

1st  Quarter  1947 

8,076* 

12,999 

3,969 

146 

70 

2,450 

27,710 

Increase 

8,103 

-8,076 

886 

1.051 

820 

295 

3,079 

* Paid  basis;  all  others  on  incurred  basis. 


With  an  increase  of  129,574  members  during  the 
first  quarter  of  1948,  making  the  total  membership 
1,153,189,  it  is  reasonable  to  expect  that  member- 
ship will  exceed  1,500,000  by  the  end  of  1948. 
Incurred  benefits  to  members  was  $1,208,051 


compared  to  $792,244  for  the  same  period  in  1947, 
representing  an  increase  of  $415,807  or  52  per  cent. 

The  plans  have  shown  an  incrcaso  of  63  per  cent 
in  earned  premium  income  during  the  quarter  and 
11  per  cent  increase  in  claims. 
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Fred  S.  Diefendorf,  M.D.,  died  on  May  19  at  his 
home  in  Angola.  His  age  was  seventy-six.  Dr. 
Diefendorf  was  graduated  from  the  University  of 
Michigan  Medical  School  in  1898  and  had  practiced 
medicine  in  Sharon  Springs  and  Angola.  He  re- 
signed last  year  as  health  officer  at  Evans  after 
serving  in  that  position  for  thirty-two  years.  Dr. 
Diefendorf  was  a member  of  the  American  Medical 
Association  and  the  New  York  State  and  Erie 
County  Medical  Societies. 

William  Van  Pelt  Garretson,  M.D.,  of  New  York 
City,  aged  sixty-eight,  died  on  June  5.  Dr.  Garretson 
was  graduated  from  the  College  of  Physicians  and 
Surgeons,  Columbia  University,  in  1903  and  studied 
at  the  University  of  Berlin  in  1904  and  1905.  He 
taught  at  New  York  Polyclinic  Hospital  starting  as 
a clinical  assistant  and  becoming  professor  of 
nervous  and  mental  diseases.  He  was  a consulting 
neurologist  at  Harlem  and  Manhattan  State  Hos- 
pitals, New  York  City;  Bayonne  Hospital,  Bayonne, 
New  Jersey;  New  York  State  Reconstruction  Home, 
West  Haverstraw,  and  Lawrence  Hospital,  Bronx- 
ville.  He  was  also  a consultant  in  neurology,  psy- 
chiatry, and  endocrinology  at  St.  Clare’s  Hospital, 
New  York  City.  Dr.  Garretson,  a diplomate  of  the 
American  Board  of  Psychiatry  and  Neurology,  was 
a member  of  the  New  York  Neurological  Society,  the 
Association  for  the  Study  of  Internal  Secretion,  the 
New  York  Society  for  Clinical  Psychiatry,  the 
American  Medical  Association,  and  the  New  York 
State  and  County  Medical  Societies. 

John  Wesley  Judd,  M.D.,  Ithaca,  died  on  June  6 
at  the  age  of  seventy-eight.  Dr.  Judd  was  graduated 
from  the  University  of  Vermont  College  of  Medicine 
in  1896.  Retired  from  active  practice,  Dr.  Judd  had 
served  as  consultant  obstetrician  at  Tioga  County 
Hospital,  Waverly,  and  Tompkins  County  Mem- 
orial Hospital,  Ithaca.  He  was  a diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology,  a 
fellow  of  the  American  College  of  Surgeons,  and  a 
member  of  the  American  Medical  Association,  the 
Central  New  York  Association  of  Obstetricians  and 
Gynecologists,  and  the  New  York  State  and  Tomp- 
kins'County  Medical  Societies. 


Frederick  Leighton,  M.D.,  Niagara  Fall  , died  on 
June  6.  His  age  was  sixty-three.  A physician  in 
Niagara  Falls  for  the  past  thirty-five  years,  Dr. 
Leighton  was  a graduate  of  the  University  of 
Michigan  Medical  School  in  1909.  He  served  as 
senior  surgeon  on  the  staff  of  Mt.  St.  Mary’s  and 
Niagara  Falls  Hospitals,  Niagara  Falls.  A past 
president  of  the  Niagara  Falls  Academy  of  Medicine, 
Dr.  Leighton  was  a member  of  the  American  Medical 
Association  and  the  New  York  State  and  Niagara 
County  Medical  Societies. 

• 

Charles  Bates  Phillips,  M.D.,  sixty-three,  died  at. 
his  Amsterdam  home  on  May  11.  Dr.  Phillips  was 
graduated  from  Albany  Medical  College  in  1908  and 
had  practiced  in  Amsterdam  since  that  time.  He 
was  a surgeon  on  the  staffs  of  Amsterdam  City  and 
St.  Mary’s  Hospitals,  Amsterdam.  A past  president 
and  member  of  the  Montgomery  County  Medical 
Society,  Dr.  Phillips  was  also  a member  of  the 
American  Medical  Association  and  the  New  York 
State  Medical  Society. 

F.  Ward  Renfrew,  M.D.,  Queens,  died  on  April  29 
at  the  age  of  fifty-five.  Dr.  Renfrew  was  graduated 
from  Cornell  L’niversity,  Medical  College,  in  1919 
and  interned  at  New  York  Hospital.  He  served 
with  the  Army  Medical  Corps  during  the  first  World 
War.  Retired  since  1946,  Dr.  Renfrew  had  been  an 
associate  surgeon  on  the  staffs  of  Downtown-Beek- 
man  and  City  Hospitals  and  was  connected  with  the 
United  States  Public  Health  Service  during  World 
War  II.  He  was  a member  of  the  American  Medical 
Association  and  the  New  York  State  and  County 
Medical  Societies. 

Samuel  Stewart,  M.D.,  died  at  his  home  in  Syra- 
cuse on  May  15.  His  age  was  sixty-eight.  Dr. 
Stewart  was  graduated  from  the  College  of  Physicians 
and  Surgeons,  Columbia  University,  in  1906  and  had 
been  a practicing  physician  in  Syracuse  for  forty 
years.  He  served  on  the  honorary  staff  of  Crouse- 
Irving  Hospital,  Syracuse,  and  was  a member  of  the 
Syracuse  Academy  of  Medicine,  the  American 
Medical  Association,  and  the  New  York  State  and 
Onondaga  County  Medical  Societies. 


NEW  YORK’S  BLUE  CROSS  PLAN  ISSUES 
The  enrollment  of  417,191  persons  in  Associated 
Hospital  Service  during  1947  brought  the  over-all 
total  to  3,206,178,  or  one  out  of  every  three  persons 
in  the  Greater  New  York  area,  according  to  the  1947 
Annual  Report. 

Because  approximately  10,000  employers  now  pay 


ANNUAL  REPORT  FOR  1947 
all  or  part  of  the  subscription  charges  for  their  em- 
ployes, the  service  has  been  extended  to  increasingly 
large  numbers  of  persons  in  the  lower  income  groups, 
the  report  states.  The  organization’s  growth  also  is 
attributed  to  the  increasing  number  of  unions  en- 
rolled. 
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Measles  Epidemic  Decreasing  in  New  York  City 


THE  1948  measles  epidemic,  which  has  afflicted 
24,319  children  in  New  York  this  year  and  caused 
eighteen  deaths,  is  running  out,  the  City  Health 
Department  reported  in  June.  It  added  that  the 
peak  was  passed  a few  weeks  ago. 

Virtual  disappearance  of  the  disease  after  schools 
close  for  the  summer  can  be  predicted,  health  author- 
ities said.  May,  the  first  month  since  the  start  of 

(the  outbreak  to  show  a decline,  brought  only  5,492 
new  cases  and  five  deaths.  While  the  current  out- 
break will  surpass  that  of  1946,  when  there  were 
19,201  cases  in  the  first  five  months,  it  will  not  equal 
the  moderate  epidemic  of  1944.  At  this  time  four 


years  ago  there  were  24,544  cases  of  measles  reported 
in  New  York  City. 

The  1948  incidence  will  not  compare  with  the 
record  of  79,646  cases  for  the  full  year  1941  or  equal 
the  fair-size  epidemic  of  1938,  when  there  were  34,- 
604  cases. 

Confinement  of  the  outbreak  this  year  was 
credited  largely  to  widespread  use  of  gamma  globulin, 
a human  blood  preventative.  This  year  the  Health 
Department  has  obtained  from  the  Red  Cross  and 
distributed  free  to  physicians  51,327  doses  of  the 
serum  to  be  injected  into  exposed  children  under 
five  years  of  age. 


Death  Rate  for  TB  at  New  Low  in  1947 


DEATHS  from  tuberculosis  in  the  United  States 
reached  a new  low  in  1947,  with  47,636  re- 
ported, Dr.  James  E.  Perkins,  managing  director 
of  the  National  Tuberculosis  Association,  announced 
at  the  Association’s  annual  meeting  in  June  in  New 
York  City. 

Basing  his  reports  on  provisional  figures  received 
from  state  health  departments,  Dr.  Perkins  said  the 
nation’s  tuberculosis  death  rate  dropped  to  33.2 
persons  in  100,000  population,  from  a rate  of  36.4 
in  100,000  in  1946,  when  50,911  deaths  were  re- 
ported. 

New  York  City’s  rate  was  44.3  in  100,000  last 
year,  Dr.  Perkins  said,  while  New  York  State’s 
was  37.8.  Dr.  H.  R.  Edwards,  president  of  the  New 
York  Tuberculosis  and  Health  Association,  which 
covers  Manhattan,  the  Bronx,  and  Staten  Island, 
said  the  city’s  above-average  rate  is  a result  of 
crowded,  unsanitary  living  conditions  which  stimu- 
late the  spread  of  tuberculosis  in  tenement  sections 
and  among  a relatively  few,  large,  nonwhite 
population  susceptible  to  the  disease. 


The  value  of  mass  chest  x-ray  surveys  and  serv- 
ices in  discovering  an  estimated  250,000  unknown 
tuberculosis  cases  throughout  the  nation  was  cited 
by  speakers  at  a morning  session.  Dr.  F.  J.  Hill, 
Minneapolis  Health  Commissioner,  said  a city- 
wide survey  of  301,513  citizens  in  1947  disclosed 
that  3,850  were  tubercular. 

Similar  experiences  were  reported  from  Sacra- 
mento, Calif.,  Watertown,  Mass.,  and  from  Florida, 
where  efforts  are  under  way  to  x-ray  the  entire 
adult  population.  The  speakers  emphasized  that 
the  surveys  are  only  a screening  process  and  must 
be  followed  by  complete  diagnosis  and  treatment 
whenever  suspicious  signals  appear. 

Dr.  Rudolph  J.  Anderson,  professor  of  chemistry 
at  Yale,  received  the  association’s  Trudeau  Medal 
for  his  research  on  the  basic  characteristics  of  the 
tubercule  bacillus.  He  has  been  studying  the 
germ  since  1927.  Dr.  H.  Corwin  Hinshaw,  of 
Rochester,  Minn.,  was  elected  president  of  the 
American  Trudeau  Society,  the  association’s  medical 
division. 


Need  for  Trained  Personnel  for  Clinics  Stressed  in  Data  on  Mental  Hygiene 


rT  1 1 E loss  of  well-trained  psychiatric  clinic  per- 
L sonnel  to  private  practice  .has  “taken  on  serious 
proportions,”  according  to  the  1947  report  of  the 
National  Committee  for  Mental  Hygiene,  Inc., 
issued  in  June. 

In  the  last  year  the  division  of  community  clinics, 
headed  by  Dr.  Abraham  Z.  Barhash,  was  called  on 
increasingly  for  advice  and  assistance  in  utilizing 
funds  made  available  by  the  National  Mental 
Health  Act,  the  report  says.  The  requests  for 
trained  personnel,  however,  especially  for  psychia- 
trists with  clinic  experience,  have  not  been  met, 
primarily  because  clinics  cannot  compete  financially 
with  private  practice. 

Developments  in  research  in  dementia  praecox  and 
psychosomatic  medicine,  directed  by  the  commit  tee 
are  outlined  in  the  report.  Under  the  supervision 
of  Dr.  Nolan  D.  C.  Lewis,  direetorof  the  division  of 
psychiatric  research,  studies  are  being  made  at  the 
Henry  Phipps  Psychiatric  Clinic,  Johns  Hopkins 


Hospital,  at  the  Bradley  Home,  Providence,  R.I., 
at  the  New  York  Psychiatric  Institute  and  Hos- 
pital, and  at  the  University  of  Pennsylvania.  These 
include  comparisons  of  children  hospitalized  for 
psychoses  with  others  “who  have  not  succumbed 
despite  more  apparent  provocation  in  their  environ- 
ment”; recording  in  moving  pictures  the  abnormal 
behavior  of  very  young  children  who  seem  to  be 
progressing  toward  severe  mental  disturbances; 
comparisons  of  the  incidence  of  dementia  praecox 
among  identical  and  fraternal  twins,  and  a study  of 
the  patients’  home  environments. 

Largely  through  the  efforts  of  the  national  com- 
mittee, the  report  declares,  at  least  fifteen  state 
legislatures  are  studying  the  problems  of  mental 
illness.  Through  the  drganization’s  efforts,  also, 
an  Association  of  Psychiatric  Clinics  for  Children 
has  been  established,  its  aim  to  instigate  establish- 
ment of  700  community  clinics,  each  staffed  by  a 
psychiatrist. 
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Report  Now  Available  on  Convention  for  Handicapped 


A HANDY  110-page  report,  containing  the 
complete  proceedings  of  the  1947  Annual 
Convention  of  the  National  Society  for  Crippled 
Children  and  Adults  held  last  November  2-5  in 
Chicago,  is  now  available  at  the  National  Society’s 
headquarters. 

The  report,  which  carries  out  the  convention’s 
theme,  “The  Handicapped — A Great  National 
Resource,”  includes  speeches  by  some  of  the  Nation’s 
leading  specialists  in  education,  rehabilitation,  and 
cerebral  palsy  who  spoke  at  the  four-day  meeting. 
The  report  contains  papers  by  Dr.  Howard  A.  Rusk, 
chairman  of  rehabilitation  and  physical  medicine, 
New  York  University,  Bellevue  Hospital;  Dr.  Henry 
G.  Poncher,  head  of  the  department  of  pediatrics, 
University  of  Illinois  Medical  School;  Dr.  Ray 
Carhart,  professor  of  audiology,  Northwestern 


University;  Dr.  Gordon  D.  Hoople,  professor  of 
otolarnygology,  Syracuse  University  Medical  School; 
Dr.  Martin  F.  Palmer,  director  of  the  Institute  of 
Logopedics;  and  Miss  Jayne  Shover,  director  of 
the  National  Society’s  Cerebral  Palsy  Service. 

The  convention  report  also  includes  three  panel 
discussions:  “What  a National  Movement  for  the 
Handicapped  Can  Accomplish — As  We  See  It,” 
“Needs  for  Rehabilitation  Services,”  and  “As  We 
Look  Ahead”;  a symposium  entitled  “Removing 
Road  Blocks  for  Cleft  Palate  and  Other  Dental- 
Facial  Handicapped”;  and  a demonstration  clinic 
on  cerebral  palsy. 

Copies  of  the  1947  Annual  Convention  Report 
can  be  obtained  from  the  National  Society  for 
Crippled  Children  and  Adults,  Inc.,  11  S.  La  Salle 
Street,  Chicago  3,  Illinois,  at  $1.00  each. 


Residency  in  General  Practice  to  Be  Inaugurated 


REAR  Admiral  Clifford  A.  Swanson,  MC, 
USN,  Surgeon  General  and  Chief  of  the 
Bureau  of  Medicine  and  Surgery,  announces  that  a 
new  residency  in  general  practice  will  be  inaugurated 
in  Naval  hospitals  on  July  1.  The  Professional 
Division  of  the  Bureau  of  Medicine  and  Surgery  has 
developed  a residency  in  that  phase  of  medicine 
which  is  required  to  augment  the  several  medical 
specialties  recognized  by  the  American  specialty 
boards  in  order  to  supplement  the  residency  training 
program,  now  operative,  which  is  designed  toward 
specialization. 


The  program,  as  planned,  will  cover  a period  of 
three  years.  During  each  year  of  this  residency 
medical  officers  will  receive  six  months  of  training 
in  general  medicine  and  related  specialties,  and 
six  months  in  general  surgery  and  related  special- 
ties. 

Instruction  will  be  provided  by  the  staffs  of  the 
Naval  hospitals  and  outstanding  civilian  visiting 
staffs  With  the  introduction  of  this  type  of 
training,  Navy  medicine  has  recognized  the  great 
need  for  the  general  practitioner  in  the  field  of 
medicine. 


Announce  Public  Health  Research  Institute  Appointments 


THE  announcement  of  five  staff  appointments  and 
four  resignations  has  been  made  by  the  Public 
Health  Research  Institute  of  New  York  City,  as 
follows: 

Appointments — Dr.  DeWitt  Stetten,  Jr.,  assistant 
professor,  department  of  biological  chemistry, 
Harvard  Medical  School,  as  chief  of  the  Division  of 
Nutrition  and  Physiology.  Dr.  Stetten  replaces 
Dr.  Otto  A.  Bessey,  who  has  resigned  to  become 
professor  and  head  of  the  department  of  biological 
chemistry  at  the  University  of  Illinois  College  of 
Medicine. 

Dr.  Hubert  Bloch,  recently  a visiting  investigator 
at  the  Rockefeller  Institute  for  Medical  Research, 
as  associate  member  in  the  Division  of  Applied 
Immunology. 

Dr.  Marjorie  R.  Stetten,  as  associate  in  the 
Division  of  Nutrition  and  Physiology. 

Dr.  Richard  E.  Rosenfield,  as  assistant  in  the 


Child  Safety  to  Be 

THIS  fall  the  Metropolitan  Life  Insurance  Com- 
pany, in  cooperation  with  the  U.S.  Children’s 
Bureau,  the  American  Academy  of  Pediatrics,  and 
the  National  Safety  Council,  .will  attempt  to  focus 
more  attention  on  the  problem  of  reducing  accidents 
in  the  preschool  age  group. 

Because  of  the  remarkable  improvement  in  com- 
municable disease  mortality,  accidents  now  con- 


Division  of  Applied  Immunology. 

Dr.  Katherine  Sprunt,  as  assistant  in  the  Division 
of  Infectious  Diseases. 

Resignations — Dr.  Oliver  H.  Lowry,  former 
associate  chief  of  the  Division  of  Nutrition  and 
Physiology,  who  has  joined  the  staff  of  Washington 
University  in  St.  Louis  as  professor  of  pharmacology. 

Dr.  Robert  E.  Shank,  associate  member  in  the 
Division  of  Nutrition  and  Physiology,  who  has 
accepted  the  position  of  professor  of  preventive 
medicine  at  Washington  University. 

Dr.  Sidney  P.  Colowick,  former  associate  in  the 
Division  of  Nutrition  and  Physiology,  who  has 
become  associate  professor  of  biological  chemistry 
at  the  University  of  Illinois  College  of  Medicine. 

Dr.  Helen  B.  Burch,  former  assistant  in  the  Divi- 
sion of  Nutrition  and  Physiology,  who  has  joined 
the  staff  of  the  department  of  chemistry  at  Columbia 
University,  under  Dr.  C.  G.  King. 


Subject  for  Campaign 

stitute  the  leading  cause  of  death  in  children  from 
one  to  fifteen  years  of  age. 

A special  packet  of  material  on  child  safety,  in- 
cluding recent  statistical  studies  and  a new  illus- 
trated booklet  for  the  public,  will  be  available  soon. 
Physicians  who  wish  to  have  copies  of  the  booklet 
for  distribution  to  their  patients  will  be  given 
them  by  the  Company’s  field  representatives. 


July  1,  1948] 
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Seven  Hundred  Surgeons  of  32  Nations  Meet  in  Rome 


C EVEN  hundred  delegates  from  thirty-two  nations 
^ attended  the  sixth  congress  of  the  International 
College  of  Surgeons  in  Rome,  Italy,  in  May. 

American  Ambassador  James  C.  Dunn  opened  a 
United  States  Navy  exhibit,  “A  Panorama  of 
Military  Surgery  in  the  Second  World  War.” 
Guido  Gonella,  Italian  Minister  of  Education,  and 
Salvatore  Rebocchini,  Mayor  of  Rome,  addressed 
the  first  session. 

A report  on  the  development  of  a serum  from 
human  tissue  that  destroys  or  retards  cancerous 
growth  in  mice  was  presented  on  the  opening  day 
of  the  surgeons’  congress  by  Dr.  Maxwell  Maltz, 
New  York  City. 

In  developing  the  serum,  Dr.  Maltz  found  two 
undetermined  factors  in  the  human  cell,  a growth 
factor  and  an  antigrowth  factor,  according  to  his 
report.  He  said  he  has  identified  a factor  in  the 
human  cell  that  stops  the  growth  of  skin  or  other 
tissue  when  a wound  is  healed,  otherwise  the  cells 


would  continue  to  multiply  at  an  abnormal  rate,  as 
in  cancer.  He  also  identified  the  growth  factor 
which  makes  cells  multiply  until  a wound  is  closed, 
he  said. 

In  his  experiments  with  mice,  Dr.  Maltz  found 
that  he  could  make  wounds  heal  rapidly  or  slowly, 
depending  upon  the  concentration  of  serums  used 
containing  growth  and  antigrowth  factors.  * 

In  one  serum,  he  used  scrapings  from  what  is 
known  as  granulation  tissue.  This  is  the  rapidly 
growing  tissue  that  builds  up  soon  after  a wound 
occurs.  It  prepares  the  way  for  the  rebuilding  of 
skin  cells  that  eventually  close  a wound. 

Dr.  Maltz  combined  this  serum  with  serum  from 
the  tissue  of  the  spleen,  which,  in  the  human  body, 
is  believed  to  be  immune  to  all  types  of  cancer. 
Other  scientists  have  reported  that  it  apparently 
contains  an  antigrowth  factor. 

The  combined  serum  was  found  by  Dr.  Maltz  to 
be  effective  against  two  types  of  cancer  in  mice. 


State  to  Increase  Occupational  Therapy  in  Mental  Hospitals 


DR.  FREDERICK  MacCURDY,  State  Com- 
missioner of  Mental  Hygiene,  has  announced 
that  extension  of  occupational  therapy  to  all  patients 
who  can  benefit  by  it  in  the  26  mental  hygiene  hos- 
pitals and  schools  will  be  made  possible  through  209 
new  positions. 

Dr.  MacCurdy  said  this  department  recently 
completed  a survey  to  determine  the  occupational 
therapy  needs  of  all  patients  in  state  hospitals  and 
schools.  It  was  supervised  by  Miss  Virginia 
Scullin,  director  of  occupational  therapy  for  the 
department  and  formerly  in  charge  of  that  activity 


at  Pilgrim  State  Hospital.  The  survey  indicated 
that  total  treatment  would  be  improved  if  occupa- 
tional therapy  could  include  more  patients.  With 
additional  personnel  available,  the  treatment  can 
be  provided  for  several  thousand  more  mental 
patients. 

Dr.  MacCurdy  said  that  frequently  patients 
who  cannot  be  reached  in  any  other  way  achieve 
a measure  of  adjustment  through  this  form  of 
therapy.  As  practiced  in  the  state  hospitals  it 
includes  such  pursuits  as  handicrafts  and  habit 
training. 


Manual  on  Multiple  Sclerosis  Distributed  to  Physicians 


A PPROXIMATELY  76,000  physicians  in  the 
D*-  United  States  have  recently  received  a manual 
of  information  on  the  diagnosis  and  treatment  of 
multiple  sclerosis  prepared  by  the  Medical  Advisory 
Board  of  the  National  Multiple  Sclerosis  Society. 

In  this  16-page  manual,  criteria  are  set  up  for  a 
uniform  standard  of  diagnosing  multiple  sclerosis, 
a ' chronic  disease  of  the  central  nervous  system 
which  is  now  considered  by  many  medical  authorities 
to  be  the  major  neurologic  problem  of  the  present 
day.  The  manual  also  gives  the  newest  informa- 
tion on  rehabilitation  and  symptomatic  treatment, 
as  well  as  on  treatments  founded  upon  current 
theories  of  the  disease.  This  manual  was  published 
in  full  in  the  November  1,  1947,  issue  of  the  Journal 
of  the  American  Medical  Association. 

In  an  effort  to  obtain  information  on  the  prev- 
alence of  the  disease,  the  National  Multiple  Scle- 
rosis Society  is  enclosing  with  the  manual  a letter  to 
physicians  asking  that  they  inform  the  Society 
of  the  number  of  patients  in  their  care  who  are 
multiple  sclerosis  sufferers,  without  revealing  their 


names.  No  extensive  survey  of  the  actual  incidence 
of  MS  in  this  country  has  ever  been  made,  and  the 
present  need  for  knowledge  as  to  prevalence  will  be 
filled  to  a great  extent,  it  is  believed,  if  physicians 
provide  this  necessary,  exclusively  numerical  data. 
One  of  the  aims  of  the  Society  is  to  determine  the 
prevalence  of  the  illness  as  well  as  the  influence  of 
climatic  and  geographic  distribution. 

To  that  end,  the  National  Multiple  Sclerosis 
Society,  with  the  advice  and  cooperation  of  the 
United  States  Public  Health  Service,  will  undertake 
a national  survey  on  the  prevalence  of  multiple 
sclerosis  in  the  United  States.  The  information 
now  sought  from  physicians  on  the  number  of  MS 
patients  in  their  care  will  be  valuable  as  an  initial 
fact-finding  effort. 

It  will  assist  the  Society’s  statistical  com- 
mittee, under  its  chairman,  Dr.  Lawrence  C.  Kolb, 
of  the  U.S.  Public  Health  Service,  in  formulating 
its  program  to  secure  more  comprehensive  infor- 
mation through  local  area  surveys  of  multiple 
sclerosis. 
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Prize  Awards  Announced  for  Scientific  Exhibits  at  Annual  Meeting 


TZJTRST  and  second  prize  awards  and  honorable 

mentions  have  been  announced  for  the  scientific 
exhibits  which  were  shown  at  the  142nd  Annual 
Meeting  of  the  Medical  Society  of  the  State  of 
New  York,  from  May  17  to  21,  at  the  Hotel  Pennsyl- 
vania, New  York  City. 

For  scientific  research,  the  first  prize  award  was 
presented  to  Dr.  Gilbert  Dalldorf,  of  the  Division 
of  Laboratories  and  Research,  New  York  State 
Department  of  Health,  Albany,  for  his  exhibit, 
“Vaccination  Against  Tuberculosis  with  BCG 
Vaccine.” 

The  second  prize  award  was  given  to  Dr.  Lee  A. 
Hadley,  Syracuse,  for  an  exhibit,  “Intervertebral 
Foramen  Studies.”  Honorable  mention  went  to 
Drs.  B.  S.  Oppenheimer,  A.  P.  Stout,  and  E.  T. 
Oppenheimer,  of  the  department  of  cancer  research, 


Columbia  University,  College  of  Physicians  and 
Surgeons,  for  an  exhibit,  “Sarcomas  Induced  in 
Rats  by  Implanting  Cellophane.” 

For  clinical  research,  Dr.  William  Benham  Snow, 
Columbia-Presbyterian  Medical  Center,  received 
the  first  prize  award  for  his  exhibit,  “A  Program  in 
Physical  Medicine.” 

The  second  prize  award  was  presented  to  Drs. 
David  Graubard,  Milton  H.  Waldman,  and 
Raphael  W.  Robertazzi,  of  the  Post-Graduate  Medi- 
cal School  and  Hospital,  New  York  City,  for  their 
exhibit,  “Intravenous  Procaine.” 

Dr.  Harry  Wallerstein  and  Dr.  Alfred  Schwartz, 
of  Jewish  Memorial,  Morrisania  City,  and  Queens 
General  Hospitals,  received  honorable  mention  for 
their  exhibit,  “Management  of  Erythroblastosis 
Fetalis.” 


Space  Needed  for  Tuberculosis  Care 


PROSPECTS  for  early  addition  of  the  large 
number  of  hospital  beds  needed  for  tuberculosis  pa- 
tients in  the  United  States  are  poor,  Dr.  Myron  D. 
Miller,  medical  officer  in  charge  of  the  United  States 
Marine  Hospital,  Neponsit  Point,  Queens,  reported 
June  16  at  the  annual  meeting  of  the  National 
Tuberculosis  Association  at  the  Hotel  Pennsylvania, 
New  York  City. 

Dr.  Miller  said  that  only  a few  states  meet  or 
exceed  the  minimum  ratio  of  two  and  a half  beds 
for  each  annual  tuberculosis  death  established  in  the 
Federal  hospital  survey  and  construction  act. 
“Hospital  beds  for  tuberculosis  patients,”  he  said, 
“have  not  increased  since  the  onset  of  war  despite 
increased  needs.” 


Dr.  Robert  E.  Plunkett,  assistant  commissioner 
for  tuberculosis  in  the  New  York  State  Health 
Department,  declared  that,  while  the  state’s  over-all 
ratio  is  3.2  beds  for  each  annual  death,  the  situation 
is  unsatisfactory  because  of  bed  shortages  in  the 
New  York  City,  Albany,  and  Buffalo  areas. 

Encouraging  results  in  attacking  the  disease  in 
guinea  pigs  by  administering  two  antitubercular 
drugs,  streptomycin  and  PAS,  or  para-amino- 
salicylic-acid,  were  reported  by  Dr.  Robert  G.  Bloch, 
of  the  department  of  medicine  of  the  University  of 
Chicago.  PAS  has  been  found  effective  when  used 
alone  with  human  patients,  and  Dr.  Bloch  expressed 
hope  that  combining  it  with  streptomycin  can  bring 
added  relief. 


United  Medical  Service  Elects  Officers 


DR.  Charles  Gordon  Heyd,  past-president 
of  the  American  Medical  Association,  was 
elected  chairman  of  the  board  of  directors  and 
president  of  United  Medical  Service  at  the  associa- 
tion’s annual  meeting  held  at  headquarters,  80 
Lexington  Avenue,  New  York  City,  it  was  an- 
nounced recently. 

Dr.  Maximin  De  Mouy  Touart  of  the  Depart- 
ment of  Laboratories  and  Research  of  Westchester 
County,  was  elected  a vice-president  and  appointed 
a member  of  the  execut  ive  committee. 


Dr.  William  Brant  Rawls,  president-elect  of  the 
Medical  Society  of  the  County  of  New  York,  was 
elected  a member  of  the  board  of  directors.  Other 
newly  elected  directors  are  II.  Edward  Bilkey,  a 
trustee  of  Lenox  Hill  Hospital,  New  York  City, 
and  Dr.  John  B.  D’Albora,  Brooklyn,  president 
of  the  Second  District  Branch  of  the  New  York 
State  Medical  Society. 

United  Medical  Service  is  sponsored  by  the 
Medical  Society  of  the  State  of  New  York  and  17 
county  medical  societies. 


Department  Sponsors  In-Service  Course  in  Public  Health  Nutrition 


AN  IN-SERVICE  .course  in  public  health 
nutrition,  sponsored  by  the  State  Depart- 
ment of  Health  and  Syracuse  University  will  be  held 
on  the  university  campus  July  5 to  i7.  This  in- 
stitute is  designed  to  meet  the  needs  of  health 
workers  in  the  community:  physicians,  nutritionists, 
public  health  nurses,  case  workers,  home  economics 
teachers,  and  health  educators. 

Technics  in  Community  Nutrition  is  the  theme  of 
the  first  week,  July  5-10.  The  Place  of  Nutrition  in 


the  Public  Health  Program  will  be  discussed  on 
July  6 at  a round  table  led  by  Dr.  Herman  E. 
llilleboe,  commissioner  of  health,  followed  by  a dis- 
cussion of  joint  planning  by  agencies  in  community 
nutrition  programs.  On  July  7,  Dr.  William  Darby, 
department  of  medicine,  Vanderbilt  University, 
and  Dr.  II.  R.  Sandstead,  chief  of  Nutrition  Section 
of  the  United  States  Public  Health  Service,  will 
discuss  the  present  methods  for  determining  nutri- 
tional status. 
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How  to  Get  the  Public  to  Use  Nutrition  Informa- 
tion is  the  subject  for  another  day’s  discussion. 
The  problems  and  methods  of  group  dynamics  will 
be  presented,  and  Dr.  G.  W.  Larimore,  director, 
Office  of  Public  Health  Education,  New  York  State 
Health  Department,  will  discuss  the  use  of  mass 
media  in  nutrition  education.  Dr.  Charlotte 
Babcock,  psychiatrist,  University  of  Chicago,  will 
complete  the  first  week’s  program  with  a discussion 
of  the  Psychological  Factors  Affecting  Nutrition 
and  Problems  of  Interviewing. 

Selected  Nutrition  Problems  will  be  presented  in 
the  second  week,  July  12-17.  In  the  field  of  ma- 
ternal and  child  health,  Dr.  Josef  Warkanv,  de- 
partment of  pediatrics,  University  of  Cincinnati, 
will  discuss  Nutrition  in  Pregnancy,  and  Dr.  C.  A. 
Smith,  department  of  pediatrics,  Harvard  Univer- 
sity, Nutrition  in  Infancy  and  Childhood.  Nutri- 
tion of  the  Premature  will  be  presented  by  Dr.  E.  R. 
Schlesinger,  director,  Bureau  of  Maternal  and  Child 
Health,  New  York  State  Department  of  Health, 
and  Feeding  the  Infant  and  Child  in  the  Home 
by  Miss  Eleanor  Gochanour,  consultant  nurse  in 
child  health,  New  York  State  Department  of 
Health. 

The  Public  Health  approach  to  Problems  of 
Postponable  Diseases  will  be  presented  by  Dr. 


I.  J.  Brightman,  assistant  director,  Division  of 
Medical  Services,  New  York  State  Department  ol 
Health,  followed  by  a discussion  of  the  Nutritiona 
Genesis  of  Arteriosclerosis  by  Dr.  W.  C.  Hueper’ 
president,  American  Society  for  the  Study  of  Arterio- 
sclerosis, of  New  York,  and  the  Nutritional  Genesis 
of  Liver  Disorders  by  Dr.  R.  H.  Lyons,  professor  of 
internal  medicine,  Syracuse  University.  Nutrition 
in  Relation  to  Susceptibility  to  Disease  will  be  dis- 
cussed by  Dr.  P.  A.  Bunn,  associate  professor  of 
internal  medicine,  Syracuse  University,  and  Dr. 
R.  L.  Jackson,  associate  professor  of  pediatrics, 
University  of  Iowa,  will  present  his  work  on  Nutri- 
tion in  the  Management  of  Rheumatic  Fever. 

Nutrition  in  Dental  Caries  will  be  presented  by 
Dr.  David  B.  Ast,  chief  of  the  Dental  Health  Sec- 
tion, State  Department  of  Health.  The  Future  of 
Nutrition  Research  by  Dr.  L.  A.  Maynard,  director 
of  the  School  of  Nutrition,  Cornell  University; 
and  Nutrition  in  Work  Performance  by  Dr.  R.  M. 
Kark,  Army  Medical  Laboratory. 

Opportunity  for  group  participation  and  the 
presentation  of  actual  problems  for  discussion  will 
be  provided  for  members  of  the  institute.  Addi- 
tional information  may  be  obtained  by  writing  to 
the  Department  of  Foods  and  Nutrition,  College  of 
Home  Economics,  Syracuse  University,  Syracuse 
10,  New  York. 


MEETINGS 

PAST 


Rochester  Academy  of  Medicine 

Dr.  Paul  W.  Beaven  was  installed  as  president 
of  the  Rochester  Academy  of  Medicine,  succeeding 
Dr.  Clarance  P.  Thomas,  at  the  annual  meeting 
held  May  4 in  Rochester. 

Principal  speaker  at  the  meeting  was  Dr.  Joe  V. 
Meigs,  clinical  professor  of  gynecology  at  Harvard 
Medical  School  and  chief  gynecologist  at  Massachu- 
setts General  Hospital,  Boston,  who  spoke  on  “Sur- 
gical Treatment  of  Cancer  of  the  Cervix.” 

Health  Council  of  Greater  New  York 

Dr.  1.  Ogden  Woodruff  was  re-elected  president 
of  the  Health  Council  of  Greater  New  York  at  the 
annual  luncheon  of  the  group  held  May  19  in  New 
York  City. 

Dr.  E.  H.  L.  Corwin,  in  a paper  read  for  him 
by  Dr.  Thomas  D.  Dublin,  vice-president  of  the 
council,  reported  on  the  preliminary  survey  of  the 
city’s  health  needs,  which  showed  that  careful, 
scientific  analysis  could  reduce  further  infant  mor- 
tality. 

Dr.  Harry  S.  Mustard,  New  York  City  com- 
missioner of  health,  also  spoke,  stressing  the  im- 
portance of  free,  voluntary  health  agencies.  He 
praised  the  council’s  neighborhood  organization 
and  citizens’  district  health  committees. 


New  York  Psychoanalytic  Society 

Dr.  Emanuel  Klein  spoke  on  “Psychoanalytic 
Aspects  of  School  Problems”  at  the  307th  meeting 
of  the  New  York  Psychoanalytic  Society  held  May 
25  in  New  York  City.  An  executive  session  with 
Dr.  Henry  A.  Bunker  presiding  was  held. 

Morgagni  Society  of  Brooklyn 

Three  scientific  papers  were  presented  at  the 
meeting  of  the  Morgagni  Society  of  Brooklyn,  held 
May  26  at  the  Kings  County  Medical  Society 
Building. 

The  program  included:  “Tests  of  Practical  Value 
in  the  Diagnosis  of  Hepatobiliary  Disease,”  Dr. 
I.  Snapper,  director  of  medical  education,  Mount 
Sinai  Hospital;  “Observations  of  Ulcerative  Co- 
litis,” Dr.  Albert  F.  R.  Andresen,  professor  of  clinical 
medicine,  Long  Island  College  of  Medicine,  and 
“Recent  Developments  in  the  Medical  and  Surgical 
Management  of  Peptic  Ulcer,”  Dr.  Everett  1). 
Kiefer,  Lahey  Clinic,  Boston,  Massachusetts. 

New  York  Council  of  Surgeons 

Dr.  Adolph  Foti  spoke  on  “Factors  in  the  Mech- 
anism of  Angina  Pectoris”  at  the  meeting  of  the 
New  York  Council  of  Surgeons  held  June  8 at  the 
Parkchester  General  Hospital,  flic  Bronx. 


FUTURE 


American  Association  of  Blood  Banks 

The  annual  meeting  of  the  American  Association 
of  Blood  Banks  will  be  held  in  Buffalo,  New  York, 
August.  26,  27,  and  28,  immediately  following  the 
meeting  of  the  International  Hematology  Society 
there. 


Organized  in  November,  1947,  at  Dallas,  Texas 
the  Association  has  for  its  purposes:  to  promote  and 
foster  the  exchange  of  ideas  and  materials  and  the 
dissemination  of  information  relating  to  blood 
banking,  to  foster  and  plan  for  cooperation  in  times 
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of  disaster,  to  function  as  a clearing  house,  and  to 
promote  and  foster  and  aid  and  encourage  the 
extension  of  similar  services  throughout  the  United 
States  and  its  territories. 

Membership  is  of  two  classes — institutional  and 
individual.  Information  may  be  obtained  from 
Miss  Marjorie  Saunders,  secretary,  3301  Junius 
Street,  Dallas,  Texas. 

American  Congress  of  Physical  Medicine 

The  American  Congress  of  Physical  Medicine 
will  hold  its  annual  scientific  and  clinical  session 
from  September  7 to  11  at  the  Hotel  Statler, 
Washington,  D.C. 

All  physical  medicine  sessions  will  be  open  to 
members  of  the  medical  profession  in  good  standing 
with  the  American  Medical  Association.  Full 
information  may  be  obtained  by  writing  to  the  Amer- 


ican Congress  of  Physical  Medicine,  30  North 
Michigan  Avenue,  Chicago  2,  Illinois. 

American  College  of  Surgeons 

The  thirty-fourth  Clinical  Congress  of  the  Amer- 
ican College  of  Surgeons  will  be  held  at  the  Bilt- 
more  Hotel,  Los  Angeles,  California,  from  October 
18  to  22,  1948.  The  program  of  scientific  sessions 
will  include  subjects  in  the  fields  of  general  surgery; 
eye,  ear,  nose,  and  throat  surgery;  gynecology  and 
obstetrics;  urology;  and  orthopedic,  thoracic,  plastic, 
and  neurologic  surgery. 

Supplementing  this  program  will  be  operative 
clinics  in  hospitals  in  Los  Angeles  by  showings  of 
operations  by  television  and  motion  pictures,  and 
by  a four-day  hospital  standardization  conference 
for  hospital  personnel.  There  will  also  be  ex- 
tensive technical  and  scientific  exhibits. 


PERSONALITIES 


Retired 

Dr.  Linn  C.  Beebe,  health  officer  for  the  Village  of 
Hamilton,  after  serving  in  the  post  since  1926.  . . 
Dr.  Russell  E.  Blaisdell,  as  superintendent  of  the 
Rockland  State  Hospital . . . Dr.  J.  R.  Schermerhorn, 
as  director  of  the  Schenectady  County  venereal 
disease  clinic,  a position  he  has  held  since  the  pro- 
gram started  in  1935. 

Honored 

Dr.  Earl  H.  King,  Saratoga,  by  the  Saratoga 
Springs  Medical  Society,  in  honor  of  his  fifty  years 
in  the  practice  of  medicine,  at  a dinner  on  April 
29.  . .Dr.  Joseph  M.  Purcell,  recently  cited  by  the 
Medical  Society  of  the  State  of  New  York  for 
fifty  years  in  practice,  an  honorary  life  membership 
from  the  Foresters  of  America,  conferred  for  his 
services  to  the  order  in  Mechanicville. 

Awarded 

Dr.  Alan  Weyl  Bernheimer,  New  York  University 
College  of  Medicine,  a medal  and  a $1,000  honorar- 
ium for  an  outstanding  contribution  in  the  field  of 
bacteriology,  the  annual  Eli  Lilly  Award  presented 
by  the  Society  of  American  Bacteriologists  May  12 
in  Minneapolis. 

Dr.  Goodwin  M.  Breinin  and  Dr.  Walter  J. 
Maher,  New  York  City,  winners  of  the  third 
annual  New  York  City  Lions  Club  scholarships 
for  graduate  training  in  ophthalmology.  . Dr. 
John  F.  Erdmann,  New  York  City,  the  hon- 
orary degree  of  Doctor  of  Science  at  New  York 
University’s  116th  commencement  exercises  on 
June  9. 

Lieutenant  Colonel  Paul  S.  Roland,  formerly  of 
New  York  City,  who  was  taken  prisoner  in  Bataan 
in  1942  while  stationed  at  the  Second  General 
Hospital  there  as  surgeon,  a certificate  of  award 
from  the  National  Government,  Republic  of  China, 
the  Special  Breast  Order  of  Cloud  and  Banner  with 
Certificate,  signed  by  Chiang  Chung-Cheng,  presi- 
dent. 

Dr.  Isidor  Rubin,  at  the  annual  meeting  of  the 
American  Gynecological  Society,  May  25,  at 
Williamsburg,  Virginia,  a check  for  $1,000  for  an 
outstanding  contribution  in  obstetrics  and  gynecol- 
ogy produced  during  1947;  in  recognition  of  his 
book,  “Uterotubal  Insufflation” . . .Dr.  George  Gray 
Ward,  New  York  City,  the  Alumni  Medallion  for 


Distinguished  Service,  to  American  Medicine,  at 
the  ninetieth  commencement  exercises  of  the  Long 
Island  College  of  Medicine,  held  June  10  in  Brooklyn. 

Appointed 

Dr.  Charles  E.  Dutchess,  Schenley  Laboratories, 
New  York  City;  Dr.  J.  B.  Rice,  Winthrop-Stearns, 
New  York  City;  Dr.  Stanton  M.  Hardy,  Lederle 
Laboratories,  Pearl  River,  and  Dr.  D.  K.  Kitchen, 
Bristol  Laboratories,  Syracuse,  as  members  of  the 
board  of  the  medical  section  of  the  American  Phar- 
maceutical Manufacturers’  Association. 

Dr.  Jefferson  Browder,  as  director  of  the  de- 
partment of  surgery  of  the  Long  Island  College 
Hospital,  effective  July  1 . . . Dr.  Duncan  W.  Clark, 
as  new  dean  of  the  Long  Island  College  of  Medicine, 
succeeding  Dr.  Jean  A.  Curran,  now  president  of 
the  College . . . Dr.  Hans  Kraus,  as  assistant  pro- 
fessor of  clinical  rehabilitation,  New  York  Univer- 
sity College  of  Medicine. . .Dr.  Robert  B.  MacLeod, 
as  professor  and  chairman  of  the  department  of 
psychology,  Cornell  University. 

Elected 

Dr.  Henry  W.  Ferris,  director  of  the  Tompkins 
County  Laboratories  at  Ithaca,  as  president  of  the 
New  York  State  Association  of  Public  Health 
Laboratories,  succeeding  Dr.  Theodore  J.  Curphey 
. . .Dr.  James  L.  McCartney,  president  of  the  new 
Nassau  Neuropsychiatric  Society,  to  be  aided  by 
Dr.  C.  Milton  Meeks  as  vice-president,  and  Dr. 
Peter  G.  Denker  as  secretary-treasurer. . .Dr. 
Frederick  N.  Marty,  Syracuse  University,  to  the 
executive  council  of  the  American  Student  Health 
Association. 

Speakers 

Dr.  Anthony  Bassler,  New  York  City,  on  “The 
Etiology  and  Treatment  of  Ulcerative  Colitis” 
at  the  annual  convention  of  the  Rhode  Island  Medi- 
cal Society  on  May  13.  . .Dr.  Henry  Fineberg, 
superintendent  of  Queens  General  Hospital,  at  the 
meeting  of  the  Queens  Council  for  Social  Welfare.  . . 
Dr.  Foster  Kennedy,  director  of  the  neurological 
service  of  Bellevue  Hospital,  on  “Education 
Throughout  Life,”  at  the  annual  meeting,  June 
24,  of  the  New  York  Welfare  Council’s  Conference 
Group  on  Welfare  of  the  Aged... Dr.  V.  A.  Van 
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Volkenburgh,  assistant  commissioner  for  local 
health  administration,  New  York  State  Depart- 
ment of  Health,  on  “Interpreting  Public  Health 
Service  to  the  Public,”  at  the  Massachusetts  Public 
Health  Conference  and  New  England  Health 
Institute  at  Amherst,  June  18. 

New  Offices 

Dr.  P.  James  English,  formerly  of  Cohocton, 
general  practice  in  Naples.  . .Dr.  William  L.  Gates, 
former  captain,  Army  Medical  Corps,  general 
practice  in  Cazenovia.  . .Dr.  Ward  S.  Jenkins, 
formerly  on  staff  of  the  Glens  Falls  Hospital,  general 
practice  in  Salem . . . Dr.  Robert  R.  Kennedy, 
Brooklyn,  general  practice  in  Sag  Harbor.  . .Dr. 
L.  H.  Kertzner,  formerly  on  staff  of  Morristown 
General  Hospital,  Morristown,  New  Jersey,  as  a 


member  of  the  Hampton  Clinic,  Hampton  Bays. 

Dr.  Curtis  Lacy,  Freehold,  recently  chief  of  the 
department  of  dermatology  and  allergy,  U.S. 
Veterans  Hospital,  Vancouver,  Washington,  general 
practice  in  Catskill. . .Dr.  Nicholas  T.  Lombardi, 
reopened  his  office  for  general  practice  in  Amster- 
dam . . . Dr.  M.  Edward  Miller,  formerly  of  Roscoe, 
general  practice  in  Jeffersonville.  . .Dr.  William  K. 
Major,  recently  discharged  from  the  Army  after 
serving  at  a base  hospital  in  Oregon  and  on  a troop 
transport,  general  practice  in  Waterloo. 

Dr.  Carl  P.  Sherwin,  Scarsdale,  formerly  resident 
physician  at  Bellevue  Hospital,  New  York  City, 
general  practice  in  Malone.  . .Dr.  John  R.  Roberts, 
former  captain  in  Army  Medical  Corps  at  Fort 
Benning  Station  Hospital,  general  practice  in  King- 
ston. 


FELLOWSHIPS  ON  PATHOLOGY  OF  TUMORS 
Through  the  W.  T.  Grant  Foundation,  fellowships 
on  the  pathology  of  tumors  are  available  in  the 
laboratories  of  Memorial  Hospital  for  the  Treatment 
of  Cancer  and  Allied  Diseases,  New  York  City.  Re- 
quirements are  that  a candidate  shall  hold  appoint- 
ment as  assistant  professor  or  instructor  in  a univer- 
sity department  of  pathology  and  that  he  shall  be 
given  a one-year  leave  of  absence  with  a guarantee 
that  he  may  return  to  academic  status  after  comple- 
tion of  the  fellowship.  These  fellowships  are  de- 
signed for  training  of  personnel  of  universities  which 
have  received  government  grants  for  establishment 


of  correlated  work  in  the  teaching  of  cancerology. 
Students  will  have  access  to  about  18,000  specimens 
per  year  and  will  attend  conferences  and  follow-up 
clinics.  Research  may  be  undertaken  as  a minor 
portion  of  the.  program,  provided  it  forms  a part  of 
one  of  the  research  programs  being  conducted  in  the 
institution.  The  annual  stipend  of  $5,000  may  be 
upplemented  by  the  university  in  any  individuals 
case. 

Application  should  be  made  to  Dr.  Fred  W. 
Stewart,  Memorial  Hospital,  444  East  Sixty-Eighth 
Street,  New  York  City  21. 


NUMBERED  BABIES  DUE  NEXT  YEAR 
Newborn  American  babies  will  be  assigned  serial 
numbers  in  a national  system  getting  under  way  the 
first  of  next  year,  the  Public  Health  Service  an- 
nounces. All  U.S.  numbers  will  start  with  1,  all  Can- 
adian numbers  with  2.  Following  that  numeral  will 
be  two  indicating  the  state — e.g.,  01  for  Alabama,  48 


for  Wyoming.  These  are  followed  by  a dash  and  by 
two  numbers  to  indicate  the  year.  Finally,  in  a six- 
digit set,  comes  the  baby’s  number.  Thus,  the  first 
1949  infant  in  Alabama  will  be  assigned  101-49- 
000001;  Wyoming’s  will  get  148-49-000001. — Medical 
Economics,  June,  1948 


THIRD  WORLD  CONGRESS  ON  MENTAL  HEALTH 


The  Third  World  Congress  on  Mental  Health  will 
be  held  in  London  from  August  11  to  21,  1948.  It  is 
expected  to  attract  some  3,000  people  from  over  50 
countries.  The  difficulties  of  reaching  this  country 
may  be  eased  by  the  active  support  promised  by 
UNESCO  and  WHO.  The  congress  will  embody  in- 
ternational conferences  on  child  psychiatry  and 
medical  psychotherapy  (Aug.  12-15)  and  on  mental 
hygiene  (Aug.  16-21).  The  themes  will  be,  in  the 
first  conference,  foundations  of  mental  health  in 
childhood;  in  the  second,  guilt;  and  in  the  third, 
mental  health  and  worjd  citizenship.  The  congress 
committee  headed  by  Dr.  J.  R.  Rees,  is  exerting  it- 
self to  ensure  that  the  communications  on  this  last 


topic  shall  represent  all  shades  of  opinion  in  each 
country.  Sociologists,  psychologists,  educationists, 
and  others  are  being  invited  to  participate;  and  al- 
ready discussion  groups,  or  preparatory  commis- 
sions, have  been  set  up  in  this  country  and  in  North 
America  to  synthesize  different  individual  views. 

The  work  of  these  commissions  is  coordinated 
from  London  by  means  of  a monthly  digest  of  ac- 
tivity in  all  countries.  The  organizers’  hope  is  that 
international  comparison  will  lead  to  a clearer  under- 
standing of  the  social  relationships  bearing  on  the 
well-being  of  the  individual  and  of  society.  Infor- 
mation may  be  had  from  the  congress  office  at  39, 
Queen  Anne  .Street,  London,  W.  1, 
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Hospital  Departments  of  "Home  Care"  to  Be  Started  by  Fall 


HOSPITAL  Commissioner  Edward  M.  Bernecker 
announced  in  May  that  he  hopes  to  have  the 
“departments  of  home  care”  planned  for  fourteen 
municipal  hospitals  in  operation  by  this  fall. 

An  advisory  committee  will  be  appointed  shortly, 
Dr.  Bernecker  said,  to  expedite  the  Hospital  De- 
partment’s plans  to  install  home  care  services  with 
•$1,368,750  of  the  $4,000,000  in  extra  funds  to  be 
made  available  to  the  department  July  1 by  the 
recently  announced  increase  in  municipal  transit 


fares.  The  development  of  home  care  services  is  in- 
tended to  cut  down  the  present  overcrowding  of  hos- 
pitals. 

Dr.  Bernecker  said  that  the  advisory  committee 
will  include  representatives  of  the  Academy  of  Medi- 
cine; the  County  Medical  Societies  of  New  York 
City’s  five  counties;  visiting  nurses  services;  the 
Hospital  Council  of  Greater  New  York;  the  Health 
and  Welfare  Departments,  and  individuals  who  have 
pioneered  in  home  care. 


Hospital  Practice  by  Groups  Urged  at  Institute 


GROUP  practice  centered  in  hospitals  offers  the 
best  of  modern  medicine  to  the  American  pub- 
lic, Dr.  Dean  A.  Clark,  medical  director  of  the 
Health  Insurance  Plan  of  Greater  New  York,  told 
100  hospital  administrators  at  the  opening,  on  June 
14,  of  a two-week  institute  at  Columbia  University’s 
School  of  Public  Health,  New  York  City. 

Chief  obstacles  to  its  attainment  are  psycho- 
logic, professional,  and  economic,  Dr.  Clark  con- 
tended, and  three  major  problems  are  involved. 
First,  he  said,  was  a “break”  with  the  voluntary 
hospital  tradition  that  limits  services  for  ambulant 
patients  to  persons  of  low  income.  Second,  “un- 
fair” competition  in  medical  practice  will  be  offered 
by  the  group  if  the  hospital  subsidizes  its  establish- 
ment or  operations.  Third,  payment  must  be  re- 
ceived for  the  medical  group’s  services  to  ambulant 
and  “at  home”  patients. 

Dr.  E.  H.  L.  Corwin,  executive  secretary  of  the 
New  York  Academy  of  Medicine’s  committee  on 
public  health  relations,  urged  cooperative  efforts  to 
preserve  voluntary  hospitals. 


He  held  that  30  per  cent  of  operating  cost  deficits 
should  be  made  up  by  the  community  and  that  the 
hospital’s  share  from  tax  funds  should  be  increased. 
Seventy  per  cent  of  a hospital’s  operating  expense  is 
covered  by  patients’  fees,  he  noted,  and  a community 
can  help  also  by  participating  in  prepayment  plans. 
Meanwhile,  he  cautioned,  hospitals  must  reduce 
waste  and  costs. 

Other  speakers  included  Dr.  Claude  W.  Munger, 
director  of  St.  Luke’s  Hospital;  Dr.  Edgar  C.  Hay- 
how,  president  of  the  American  College  of  Hospital 
Administrators,  and  Dr.  Morris  Hinenburg,  execu- 
tive director  of  the  Jewish  Hospital,  Brooklyn. 

The  institute  is  sponsored  by  the  American  Col- 
lege in  cooperation  with  the  Columbia  Faculty  of 
Medicine,  the  State  Hospital  Association,  and  the 
Greater  New  York  Hospital  Association.  Among 
the  problems  to  be  considered  by  the  institute  are 
State,  city,  and  rural  programs  for  hospital  expan- 
sion, rehabilitation  as  a function  of  the  general  hos- 
pital, clinical  programs  in  the  treatment  of  poliomy- 
elitis, and  cancer  research  centers. 


Rochester’s  Hospitals  Operate  Close  to  Capacity 


HEAVY  admittances  continue  to  keep  Rochester's 
six  voluntary  hospitals  running  at  a near-capac- 
ity rate  with  little  indication  of  a letup,  according 
t o a recent  report  from  hospital  directors. 

They  reported  in  May  that  figures  for  April  kept 
pace  with  March  statistics  and  in  some  instances  ex- 
ceeded them,  with  maternity  admittances  generally 
heavy  and  with  medical,  surgical,  and  pediatric  de- 
partments running  full.  Emergencies  were  also  be- 
ing handled  at  a near-capacity  rate. 

While  in  March  many  elective  admissions  for 
surgery  or  observation  were  either  canceled  or  post- 
poned due  to  the  lack  of  available  beds,  this  situa- 
tion apparently  eased  somewhat  in  April.  However, 
the  traditional  season  for  tonsil  removal  has  now 
arrived  and  at  least  one  hospital  reported  reserva- 
tions for  tonsil  operations  have  been  made  as  far 
ahead  as  July. 

Here  is  the  current  situation,  by  hospitals: 


Highland — Admissions  have  dropped  off  slightly 
from  March,  with  extra  beds  in  use  then  no  longer 
needed.  Departments  are  still  running  at  capacity. 
General — Maternity  admissions  were  up  in  April; 
medical  and  surgical  departments  were  running  100 
per  cent  of  capacity.  General  over-all  admittances 
were  96l/2  per  cent  of  capacity,  against  91  per  cent 
in  March. 

Genesee — Running  about  90  per  cent  of  capacity, 
with  maternity  admittances  fairly  light,  emergencies 
heavy,  pediatrics  at  capacity.  Strong — Running  100 
per  cent  of  capacity  in  all  departments.  St. 
Mary’s — Recorded  1,330  admissions  in  April  for 
11,011  days  of  hospital  care.  Admissions  averaged 
44*/3  daily,  higher  than  in  March.  Occupancy  was 
more  than  100  per  cent  of  capacity. 

Park  Avenue — April  admissions  ran  101  per  cent 
of  capacity  as  against  88  per  cent  in  March. 
Maternity  ran  104  per  cent. 
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Hospital  Association 

DO  Your  Know  the  Story  Behind  Your  Hospital 
Bill ? a pamphlet  designed  to  inform  the  layman 
of  the  reasons  for  increased  hospital  costs,  has  been 
published  by  the  Greater  New  York  Hospital  Associ- 
ation, representing  98  voluntary  nonprofit  hospitals 
in  the  metropolitan  area,  it  was  announced  recently 
by  Louis  Schenkweiler,  president  of  the  Association. 

Though  one  out  of  every  ten  citizens  is  a patient 
each  year  in  one  of  New  York’s  hospitals,  few  realize 
rising  costs  of  food,  fuel,  and  equipment  in  this  in- 
flationary period  have  been  the  chief  factors  responsi- 
ble for  larger  hospital  bills,  the  pamphlet  states. 
Hospital  care  requires  two  employes  for  every  pa- 


Explains  Hospital  Costs 

tient,  whereas  the  finest  hotels  need  only  one  em- 
ploye per  person.  In  addition,  hospital  salaries 
and  wages  are  at  their  highest  level  in  history.  As  a 
solution  to  the  problem  of  hospital  bills  for  the  per- 
son in  average  circumstances,  the  Hospital  Associa- 
tion recommends  enrollment  in  Associated  Hospital 
Service — New  York’s  Blue  Cross  Plan. 

A copy  of  the'pamphlet  will  be  given  to  every  pa- 
tient in  New  York’s  voluntary  hospitals.  Copies  of 
the  pamphlet  are  available  for  general  distribution 
and  may  be  obtained  by  writing  to  the  Greater  New 
York  Hospital  Association,  72  Wall  Street,  New 
York  City  5. 


Catastrophe  Unit  Planned  by  New  York  Hospital 


A CATASTROPHE  unit,  to  be  administered  by 
the  New  York  Hospital,  is  being  organized,  Dr. 
Stanhope  Bayne-Jones,  president  of  the  Joint  Ad- 
ministrative Board  of  the  New  York  Hospital- 
Cornell  Medical  Center,  announced  in  May  at  Char- 
ter Day  exercises  held  by  the  Society  of  New  York 
Hospital.  The  ceremony  marked  the  177th  anniver- 
sary of  the  New  York  Hospital,  the  oldest  such  insti- 
tution in  the  city. 

“In  the  event  of  a disaster  in  New  York  City,” 
Dr.  Bayne-Jones  said,  “whether  from  enemy  action 
or  accident,  we  would  have  a duty  to  perform  in  the 
care  of  civilian  casualties.” 

He  added  that  “in  view  of  uncertainties  in  the  in- 


ternational situation,”  the  principle  of  affiliation  of 
the  New  York  Hospital-Cornell  Medical  Center 
with  the  medical  preparedness  program  of  the  De- 
partment of  the  Army  had  been  approved  by  the 
Joint  Administrative  Board  and  the  board  of  gover- 
nors. 

Maj.  Gen.  Paul  R.  Hawley  (retired),  chief  exec- 
utive officer  of  the  National  Blue  Cross  and  Blue 
Shield  Plans  and  former  medical  director  of  the  Veter- 
ans Administration,  said  that  while  the  capitol  of 
world  medicine  had  moved  westward  across  the  At- 
lantic, “undue  haste”  in  the  readjustment  of  social 
responsibilities  might  “sink  us  in  the  shifting  sands 
of  mediocrity.” 


Conference  Group  of  Convalescent  Care  Meets 


IMPORTANCE  of  coordinating  convalescent  care 
facilities  with  hospitals  for  the  acutely  ill  was 
stressed  at  the  June  meeting  which  marked  a year 
of  operation  for  the  Conference  Group  of  Convales- 
cent Care  of  the  United  Hospital  Fund  of  New  York. 
The  meeting  was  held  at  St.  Luke’s  Convalescent 
Hospital  in  Greenwich,  Connecticut. 

Miss  Jessie  E.  Peeke,  chairman  of  the  group,  said 
convalescent  care  should  be  thought  of  as  a medical 
service  which  needs  to  be  integrated  with  all  other 
services  that  may  be  combined  for  restoration  of 
health.  “We  have  continually  emphasized  the  im- 
portance of  fully  understanding  the  patient ; of  see- 
ing him  against  the  background  of  his  total  situation 
...  as  an  individual,”  said  Miss  Peeke,  who  also  is 
administrative  supervisor  for  the  Children’s  Aid 
Society  Department  of  Health  Services. 

During  the  past  year,  the  Fund  has  published  sev- 
eral papers  on  the  problem  including  “The  Use  of 
Convalescent  Care  Facilities,”  “The  Background  to 
Current  Thinking  and  Problems  in  Convalescent 
Care,”  by  Lester  Peddy,  secretary  of  the  group,  and 
“Where  Shall  We  Send  Johnny,”  by  Mrs.  Edith 
Seltzer,  consultant  on  Medical  Social  Service  for  the 
Fund.  The  latter  paper  concerns  convalescent  re- 
ferrals of  children. 

“Throughout  all  our  discussions  we  encountered 
the  unfortunate  •effects  of  the  gulf  between  hospital 


and  convalescent  agency,”  Miss  Peeke  said.  “We 
saw  it  in  difficulties  regarding  admissions,  referrals, 
and  exchange  of  information.  Our  ability  to  accept 
patients  not  too  far  along  the  road  to  recovery  is  in- 
volved in  these  difficulties. 

“The  need  for  facilities  for  such  patients  has  be- 
come increasingly  pressing  with  the  almost  universal 
acceptance  of  newer  concepts  of  early  ambulation 
and  early  discharge  from  the  hospital.  All  current 
indications  suggest  very  strongly  that  some  gage  of 
our  progress  will  be  represented  by  the  degree  to 
which  we  come  closer  to  the  focal  health  agency,  the 
hospital.  Steps  in  this  direction  are  steps  toward  a 
functional  coordination  of  community  health  serv- 
ices.” 

While  at  the  meeting,  representatives  of  member 
groups  were  conducted  tlirough  St.  Luke’s  Convales- 
cent Hospital,  which  is  thought  to  make  the  most 
effective  use  of  such  facilities  in  the  country.  Dr. 
Reginald  A.  Higgons,  coordinator  of  medical  staff 
activities  at  the  hospital,  led  a discussior  of  the  pro- 
gram there. 

Miss  Mary  A.  Creed,  superintendent  of  Loeb  Cpn- 
valescent  Home,  was  chairman  of  the  program  com- 
mittee for  the  meeting.  She  was  assisted  by  Mrs. 
Walter  A.  Hirsch,  president  of  Neustadter  Founda- 
tion, and  Arthur  Slothower,  assistant  director  in 
charge  at  St.  Luke’s  Convalescent  Hospital. 
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Psychiatric  Experts  Speak  at 

THE  annual  two-day  psychiatric  institute  of  Wil- 
lard State  Hospital,  which  last  year  drew  more 
than  five  hundred  nurses,  social  workers,  psycholo- 
gists, and  medical  students  to  Hadley  Hall,  the  hos- 
pital auditorium,  was  held  June  2 and  3,  according 
to  Dr.  Kenneth  Keill,  director  of  the  hospital.  The 
institute  was  conducted  under  the  auspices  of  Roch- 
ester State  Hospital,  Syracuse  Psychopathic  Hospi- 
tal, and  the  Willard  institution,  all  units  of  the  New 
York  State  Department  of  Mental  Hygiene. 

This  year’s  program,  arranged  under  the  super- 
vision of  Mrs.  Cecelia  T.  Abrahamer,  principal  of 
Willard  State  Hospital  School  of  Nursing,  blended  a 
wide  variety  of  topics  in  psychiatry  and  related 
fields.  Dr.  Joseph  Hughes,  director  of  the  depart- 
ment of  psychiatry  at  Womens’  Medical  College  in 
Philadelphia,  addressed  the  group  on  “Psychiatry 
in  Everyday  Community  Life.”  Dr.  J.  L.  Moreno, 
Beacon,  described  and  demonstrated  the  technic  of 
psychodrama,  a psychotherapeutic  approach  which 
he  originated  and  which  has  won  broad  recognition. 
Dr.  Frank  J.  Smith,  director  of  the  bureau  of  narco- 


Willard  State  Hospital  Institute 

tics,  New  York  State  Department  of  Health,  spoke 
on  drug  addiction. 

Mrs.  Marion  McBee,  New  York  City,  executive 
secretary  of  the  mental  hygiene  committee,  State 
Charities  Aid  Association,  described  the  role  of  the 
social  worker.  Dr.  Niles  Carpenter,  director  of  the 
department  of  social  work,  University  of  Buffalo, 
outlined  the  experiences  of  the  social  case  worker  in 
the  community. 

State  Department  of  Mental  Hygiene  officials 
who  attended  were  Dr.  Kenneth  K.  Slaght,  acting 
director,  and  Dr.  Robert  C.  Hunt,  assistant  director, 
both  of  Rochester  State  Hospital;  Dr.  Hyman  W. 
Abrahamer,  supervising  psychiatrist,  Willard  State 
Hospital;  Dr.  Harry  C.  Storrs,  director  of  Letch- 
worth  Village;  Dr.  Harry  E.  Faver,  assistant  direc- 
tor of  Buffalo  State  Hospital;  and  Virginia  Scullin, 
O.T.R.,  director  of  occupational  therapy  for  all  in- 
stitutions of  the  Department  of  Mental  Hygiene. 
Dr.  Harry  A.  Steckel,  formerly  director  of  Syracuse 
Psychopathic  State  Hospital,  participated  as  dis- 
cussant of  Dr.  Hughes’  presentation. 


Home  Care  Cuts  Hospital  Costs  to  $3  a Day  Test  Shows 


AN  INCREASE  in  the  number  of  available  hos- 
pital beds,  a decrease  in  the  cost  of  hospital  care, 
and  an  improved  sense  of  well-being  for  victims  of 
illness  or  accident  can  all  be  achieved  when  a hospital 
extends  its  service  to  include  home  care,  Dr.  Martin 
Cherkasky,  home  care  executive  of  Montefiore  Hos- 
pital, New  York  City,  said.  He  addressed  the  an- 
nual meeting  of  the  Public  Health  Association  of 
New  York  City  in  May. 

Before  an  audience  of  200  health  service  special- 
ists, the  doctor  described  a trial  period  for  home 
care  which  Montefiore  Hospital  has  been  conduct- 
ing since  January  1,  1947.  The  test,  the  first  of  its 
kind  in  the  United  States,  was  supported  by  grants 
from  the  New  York  City  Cancer  Committee  and  the 
Greater  New  York  Fund. 

It  is  estimated  that  it  costs  $15  a day  or  more  to 
maintain  a patient  in  a hospital  bed,  and  Dr.  Cher- 


kasky said  that  during  the  period  of  trial,  home  care 
for  sixty  patients  has  cost  less  than  .$3  a day  for  each 
person.  This  charge  covers  all  expenses  that  the 
hospital  incurs.  In  addition  to  the  saving  in  cost,  Dr. 
Cherkasky  pointed  out,  sending  patients  to  their 
homes  after  they  have  passed  the  critical  part  of 
their  confinement  results,  of  course,  in  a greater 
turnover  in  limited  hospital  facilities  so  that  more 
persons  can  be  served.  Furthermore,  taking  the 
patient  from  a drab  hospital  room  and  placing  him  in 
a familiar,  pleasant  surroundings  shortens  the  recov- 
ery period. 

In  brief,  the  hospital  should  be  regarded  as  an  in- 
stitution where  special  facilities,  skills,  or  equipment 
are  available  for  concentrated  therapeutic  effort, 
Dr.  Cherkasky  said,  and  the  patient  should  be  sent 
to  his  home  for  convalescence  under  hospital  super- 
vision as  soon  as  possible. 


423  Professional  Men  and  Women  Are  Listed  for  Free  CIO  Medical  Center 


A MEDICAL  center  in  New  York  City  to  provide 
free  treatment  for  strikers  and  their  families 
was  opened  June  14  under  the  auspices  of  the  Greater 
New  York  Council  of  the  Congress  of  Industrial  Or- 
ganizations. 

Saul  Mills,  secretary  of  the  council,  announced 
that  a panel  of  423  physicians  and  dentists  had  been 
established  to  aid  in  the  work  of  the  unit.  Mr.  Mills 
said  the  medical  committee  was  head  by  Dr.  Leo 
Davidoff,  chief  of  neurosurgery  at  Montefiore  Hos- 
pital and  professor  of  neurological  surgery  at  Col- 
umbia University,  and  Dr.  Elizabeth  Kalisher,  den- 
tal surgeon  and  founder  of  the  Doctors  Committee  to 
Aid  Strikers. 


Among  the  panel  members,  according  to  the  CIO 
official,  are  Dr.  Bela  Schick  of  Mount  Sinai  Hospital, 
originator  of  the  Schick  test  against  diphtheria; 
Dr.  George  Cannon,  chest  and  x-ray  specialist,  and 
Dr.  Ernst  P.  Boas,  national  chairman  of  the  Physi- 
cians Forum. 

The  aim  of  the  new  center,  as  set  forth  by  Mr. 
Mills,  will  be  to  meet  the  medical  needs  of  strikers 
and  their  dependents  at  a time  when  they  can  least 
afford  to  pay  the  cost.  Cases  requiring  prolonged 
treatment  or  surgery  will  be  directed  to  physicians 
or  dentists  practicing  in  the  boroughs  where  the 
strikers  live.  When  necessary,  hospitalization  or 
home  care  will  be  arranged,  Mr.  Mills  said. 
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New  Referral  Form  Created  for  Hospital. 

A MEANS  for  more  effective  referrals  between 
hospitals,  private  physicians,  and  public  health 
nursing  agencies  has  been  announced  by  the  United 
Hospital  Fund  of  New  York  in  the  revision  of  the 
Greater  New  York  inter-agency  referral  form.  This 
method  of  referral  has  created  nation-wide  interest 
as  evidenced  by  inquiries  from  medical  and  nursing 
agencies  in  fifteen  states  since  January  1. 

The  new  method  and  form,  which  began  several 
years  ago  in  a project  undertaken  jointly  by  the 
Medical  Social  Work  Committee  of  the  Brooklyn 
Council  for  Social  Planning,  the  staff  of  the  Visiting 
Nurse  Association,  and  a United  Hospital  Fund  So- 
cial Service  Consultant,  is  thought  to  be  the  only 
community-wide,  uniform  referral  system  now  in 
use  in  the  country’s  health  and  welfare  agencies. 
This  referral  system  is  used  by  the  majority  of  the 
large  voluntary  hospitals  and  has  recently  been 
adopted  by  Commissioner  Edward  M.  Bernecker 
for  municipal  hospitals.  It  is  being  used  increasingly 
by  private  physicians  for  their  office  patients  to  in- 
sure proper  follow-up  care  in  the  home. 

Public  health  nursing  agencies  in  Greater  New 


Physicians,  and  Public  Health  Agencies 

York  which  are  cooperating  in  use  of  the  form  are: 
The  Association  for  the  Aid  of  Crippled  Children, 
New  York  City  Department  of  Health  Bureau  of 
Nursing,  Visiting  Nurse  Associations  of  Brooklyn 
and  Staten  Island,  Visiting  Nurse  Service  of  New 
York,  and  the  Community  Service  Society  Nursing 
Department. 

The  form  is  designed  to  promote  constructive  use 
of  auxiliary  services  for  the  patient’s  social  as  well 
as  physical  rehabilitation.  A continuation  sheet 
provides  means  for  continuing  interchange  of  informa- 
tion between  agencies.  The  form  takes  into  consid- 
eration all  possible  services  by  various  medical  pro- 
fessions for  the  patient:  the  physician,  hospital 
nurse,  physical  therapist,  occupational  therapist, 
dietitian,  medical  social  worker,  public  health  nurse, 
and  others  concerned  with  planning  the  patient’s 
continuing  care.  The  Executive  Committee, 
formed  from  representatives  of  the  professions  in 
Public  Health  Nursing  Agencies  and  hospitals,  be- 
lieves the  form  will  be  a means  for  projecting  hospi- 
tal thinking  to  problems  which  may  arise  from  home 
care. 


Bellevue  Opens  a "Pilot  Plant”  for  Rehabilitation  Work  in  U.S. 


THE  New  York  University-Bellevue  Medical  Cen- 
ter’s Institute  of  Rehabilitation  and  Physical 
Medicine  was  formally  opened  June  17  at  its  interim 
quarters  in  New  York  City. 

Described  as  a pilot  plant  for  other  rehabilitation 
activities  in  the  United  States,  the  institute  for  the 
first  time  integrates  training  of  physicians  and  tech- 
nicians in  rehabilitation,  research  in  the  field,  and 
treatment  and  training  of  handicapped  persons. 
The  four-story  building,  once  a public  bath  and  later 
a City  Welfare  Department  station,  will  house  the 


institute  until  completion  of  the  medical  center  in 
1950. 

Bernard  M.  Baruch,  a speaker  at  the  opening, 
said:  “I  know  of  nothing  more  intriguing  or  worth- 
while than  this  institute.  It  holds  our  hope  that 
those  who  enter  here  will  be  enriched  in  body,  soul, 
and  spirit.”  Other  speakers  were  Dr.  Harry  Wood- 
burn  Chase,  chancellor  of  N.Y.U.,  and  General  Wil- 
liam J.  Donovan,  wartime  director  of  the  Office  of 
Strategic  Services.  Dr.  Howard  A.  Rusk,  director 
of  the  institute,  presided. 


Neurological  Institute  Presents  Program  on  Chemotherapeutic  Treatment  of  Poliomyelitis 


THE  Neurological  Institute  of  New  York  is  plan- 
ning a program  of  treatment  of  poliomyelitis  by 
chemotherapy,  according  to  an  announcement  by 
Dr.  Edwin  G.  Zabriski,  acting  director. 

The  institute  is  desirous  of  obtaining  very  early 
cases.  If  such  cases  are  noted  by  physicians,  imme- 


diate notification  by  telephone  may  be  made  so  that 
the  patients  may  be  transferred  if  directed  to  the 
Neurological  Institute  at  once.  Telephone  Wads- 
worth 3-2500,  Extension  7636. 

There  is  a limited  supply  of  funds  to  be  applied  to 
patients  unable  to  afford  routine  ward  expenses. 


Institutes  on  Diarrhea  of  the  Newborn 


IN  ORDER  to  help  hospitals  plan  their  program 
for  the  control  of  diarrheal  diseases  in  newborn  in- 
fants, one-day  institutes  are  being  held  by  the  State 
Medical  Society  and  the  State  Department  of  Health 
in  each  of  the  eleven  State  Medical  Society  regions 
(exclusive  of  New  York  City).  Representatives 
from  each  of  the  272  upstate  hospitals,  maternity 
homes,  and  child  care  institutions  have  been  invited 
to  participate  in  these  meetings. 

The  program  for  each  institute  includes  a dis- 


cussion of  diagnosis  and  treatment,  the  epidemio- 
logic basis  for  the  new  Regulation  35  (precautions 
to  be  observed  for  the  control  of  diarrhea  of  the 
newborn),  simplification  of  nursery  technics,  and 
hospital  administration  in  relation  to  the  control 
of  diarrhea  of  the  newborn. 

Following  the  formal  program,  a question-answer 
period  allows  hospitals  to  present  their  problems 
for  discussion,  and  suggestions  as  to  their  solut  ion  are 
discussed  by  the  participants.' 
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Nursing  Schools  of  Greater  New  York  Listed  by  Hospital  Association 


THE  Greater  New  York  Hospital  Association, 
representing  98  voluntary  nonprofit  hospitals 
and  22  municipal  hospitals,  in  collaboration  with 
Associated  Hospital  Service — New  York’s  Blue 
Cross  Plan — has  published  a complete  list  of  the  36 
registered  and  9 practical  nursing  schools  in  the  met- 
ropolitan area,  Miss  Helen  Hayes,  chairman  of  the 


NEWS 

The  third  in  a series  of  lectures  for  the  Institute 
of  Metabolism  and  Nutrition  was  given  at  the 
Doctors’  Hospital  of  Queens,  Jamaica,  Long  Island, 
by  Dr.  Charles  L.  Fox,  Jr.,  on  June  17.  Dr.  Fox, 
professor  of  bacteriology  at  the  College  of  Physicians 
and  Surgeons,  Columbia  University,  spoke  on  “Elec- 
trolyte Therapy  in  Medicine  and  Surgery.” 


Broadacres  Sanatorium,  Utica,  has  been  trans- 
ferred from  Oneida  County  to  New  York  State, 
Dr.  Herman  E.  Hilleboe,  State  Commissioner  of 
Health,  announced  in  June.  Used  primarily  for  the 
treatment  of  tuberculosis,  the  sanatorium  will  be 
expanded  under  State  operation,  Dr.  Hilleboe  said, 
particularly  in  the  field  of  clinic  services  in  the 
county.  The  hospital  has  182  beds  and  a staff  of 
100.  Dr.  William  C.  Jensen  is  expected  to  con- 
tinue as  superintendent. 


In  1947  a total  of  8,477  women  and  babies  re- 
ceived 79,148  days’  care  at  the  Woman’s  Hospital, 
New  York  City,  according  to  the  annual  report  of 
F.  Huntington  Babcock,  president  of  the  hospital. 
Fifty  per  cent  of  this  number  constituted  ward 
service. 


At  the  meeting  of  the  staff  of  Highland  Hospital, 
Beacon,  on  Mav  3,  Dr.  Ralph  Hall,  Cold  Spring, 
spoke  on  “The  Hospital  and  the  Community.” 
His  speech  was  illustrated  by  two  films,  “As  Others 
See  Us”  and  “You’re  the  Doctor.” 


There  were  146  patients  cared  for  at  St.  Andrews 
Convalescent  Hospital,  New  York  City,  in  1947, 
according  to  the  sixtieth  annual  report  of  the  hos- 
pital. The  number  of  hospital  days  was  4,454,  with 
1,826  being  free  hospital  days. 


The  twenty-third  annual  convention  of  the 
Hospital  Association  of  New  York  State  was  held 
on  May  26,  27,  and  28,  at  the  Olympic  Arena, 
Lake  Placid.  Execut  ive  secretary  of  the  association 
is  Carl  P.  Wright  of  the  Syracuse  General  Hospital. 
Other  officers  are  Dr.  Morris  Hinenburg,  Brooklyn 
Jewish  Hospital,  president;  Lawrence  E.  Kresge, 
Auburn  City  Hospital,  president-elect;  and  Moir 
P.  Tanner,  Buffalo  Children’s  Hospital,  treasurer. 


Citizens’  Committee  on  Hospital  Careers,  an- 
nounced in  June. 

Young  men  and  women  interested  in  the  nursing 
profession  and  other  hospital  careers  may  obtain  a 
copy  by  writing  or  phoning  to  the  Greater  New  York 
Hospital  Association,  72  Wall  Street,  New  York 
City  5,  DIgby  4-5570,  or  at  their  local  hospital. 


NOTES 


A dinner  meeting  of  the  Vassar  Brothers  Hospital 
Association,  Poughkeepsie,  was  held  on  May  12, 
with  association  directors,  hospital  trustees,  de- 
partment heads,  members  of  the  executive  com- 
mittee of  the  Woman’s  Auxiliary,  and  presidents  of 
the  men’s  service  clubs  in  the  city,  attending.  Brief 
talks  were  given  by  Robert  Hoe,  president  of  the 
board  of  trustees;  Mrs.  Henry  Muller,  president  of 
the  Woman’s  Auxiliary;  Dr.  Emil  A.  Stoller,  vice- 
president  of  the  medical  staff ; and  Ellison  H.  Capers, 
administrator. 


A movie,  “Managing  Wounds  of  Violence,”  was 
shown  at  the  monthly  meeting  of  the  medical  staff 
of  Mercy  General  Hospital,  Tupper  Lake,  on  April 
30. 


Tumor  detection  clinics  will  be  operated  at  the 
Cornwall  Hospital,  Cornwall,  every  Wednesday  at 
7 p.m.,  and  in  the  Horton  Memorial  Hospital, 
Middletown,  every  Monday  evening  at  7 p.m., 
according  to  an  announcement  by  Dr.  H.  F.  Pohl- 
mann,  Middletown.  Both  clinics  have  been  ap- 
proved by  the  Medical  Society  of  Orange  County. 
These  clinics  are  for  persons  without  symptoms  who 
will  be  given  complete  physical  examinations,  in- 
cluding chest  x-rays  and  essential  laboratory  work. 


At  the  regular  meeting  of  the  staff  of  St.  Francis 
Hospital,  Poughkeepsie,  on  May  3,  Dr.  F.  A.  Gagan 
presented  six  cases  of  intestinal  obstruction,  three 
of  which  were  due  to  carcinoma,  two  were  on  the 
basis  of  strangulation  at  hernial  orifices,  and  one  a 
mesenteric  thrombosis.  Deaths  of  the  month  were 
discussed  and  autopsies  presented. 


The  Veterans  Administration  announced  in  June 
that  all  ten  of  its  hospitals  in  New  York  State  had 
been  approved  by  the  American  Medical  Association 
and  the  American  Hospital  Association.  Nine 
have  been  approved,  one  has  applied  for  approval 
by  the  American  College  of  Surgeons,  and  seven 
have  been  approved  for  the  training  of  resident 
physicians  in  medical  specialties. 
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Dr.  Norman  R.  Treves,  associate  attending  sur- 
geon of  Memorial  Hospital,  spoke  on  clinical  as- 
pects of  cancer  at  a meeting  for  installation  of 
officers  of  the  Dora  Paul  Fund  for  Cancer  Research 
at  the  hospital,  New  York  City,  on  June  16.  The 
meeting  also  marked  the  second  anniversary  of 
association  of  the  Dora  Paul  Fund  with  Memorial 
Hospital. 


St.  Francis  Hospital,  Port  Jervis,  admitted  2,206 
persons  for  treatment  during  1947.  Included  were 
359  maternity  cases,  806  operations,  and  232  blood 
transfusions. 


Dr.  Joseph  H.  Globus,  assistant  clinical  professor, 
College  of  Physicians  and  Surgeons,  Columbia  Uni- 
versity and  consulting  neurologist  and  neuropa- 
thologist of  Mount  Sinai  Hospital,  New  York  City, 
was  guest  speaker  at  the  Dutchess  County  Psychia- 
tric Society  meeting,  held  in  April  at  Hariem  Valley 
State  Hospital,  Wingdale.  His  subject  was  “Cere- 
brovascular Accidents.” 


Brooklyn’s  hospital  problems  were  reviewed  at  a 
forum  meeting  in  May,  attended  by  lay  and  pro- 
fessional community,  leaders.  Leading  the  forum 
sessions  were  Dr.  Edward  F.  Falsey,  associate 
professor  of  clinical  psychiatry  at  the  Long  Island 
College  of  Medicine  and  chief  of  the  William  Alanson 
White  Clinic,  who  spoke  on  the  “Role  of  Psychiatric 
Education  in  the  Treatment  and  Rehabilitation  of 
the  Medically  111  Patient”;  Dr.  Paul  Eger  of  the 
department  of  home  care  at  Montefiore  Hospital, 
who  spoke  on  “Montefiore  Hospital  Home 
Care  Program,”  and  Dr.  Donald  A.  Covalt, 
associate  professor  of  rehabilitation  at  New  York 
University  College  of  Medicine,  who  discussed  the 
“Third  Phase  of  Medicine.” 


The  bed  capacity  at  Lawrence  Hospital,  Bronx- 
ville,  will  be  increased  from  its  present  total  of  104  to 
162  by  late  1949,  if  present  plans  are  carried  out  on 
schedule.  The  increase  will  be  made  possible  by 
the  addition  of  a six-story  adjunct  to  the  present 
plant,  which  will  be  called  the  Community  Memorial 
Building  of  Lawrence  Hospital. 

A three-story  connecting  corridor  between  the 
present  Administration  Building  and  the  new 
building  will  reconcile  floor  levels  and  will  make 
possible  better  elevator  service  for  patients  and 
visitors.  Included  in  the  new  building  will  be  three 
large  operating  rooms  and  a room  for  minor  opera- 
tions, a cystocopic  room,  two  new  delivery  rooms 
two  nurseries,  a doctors’  lounge,  a large  central 
supply  room,  a staff  dining  room,  a combined 
chapel,  library,  and  conference  room,  and  an  autopsy 
room. 


Special  ceremonies  and  “open  house”  programs 
in  observance  of  National  Hospital  Day  were  held 
in  May  by  Staten  Island’s  three  voluntary  hos- 
pitals. Hospital  employes,  staffs,  and  mepnbers 
of  volunteer  hospital  groups  joined  in  staging  the 


events.  Two  of  the  institutions,  St.  Vincent’s 
and  Richmond  Memorial,  held  tree-planting  cere- 
monies at  which  trees  were  dedicated  to  former 
hospital  benefactors.  “Open  house”  was  held  at 
St.  Vincent’s  and  Staten  Island  hospitals. 


Last  year  5,887  were  admitted  to  the  Children’s 
Hospital,  Buffalo,  for  medical  care.  The  outpatient 
department,  treating  children  who  are  not  confined 
to  the  hospital  but  come  to  the  hospital  for  medical 
care,  recorded  40,222  visits  by  children  whose 
families  could  not  afford  medical  treatment.  Every 
child  has  access  to  the  many  outstanding  clinics 
at  Childrens  Hospital  designed  and  staffed  especially 
for  children.  These  include  child  guidance,  cere- 
bral palsy,  electroencephalography  for  the  diagnosis 
of  brain  injuries,  brain  diseases,  and  epilepsy,  radiol- 
ogy, urology,  skin,  heart,  eye,  ear,  bone,  neurology, 
and  dental  clinics.  Other  special  services  include 
x-ray,  occupational  therapy,  rehabilitation,  physical 
therapy,  bacteriology,  pathology,  and  research. 


The  next  clinico-x-ray  conference  at  St.  Agnes 
Hospital,  White  Plains,  will  be  held  on  October  7. 
These  conferences  are  open  to  the  profession  and 
have  as  their  objective  the  discussion  of  interesting 
cases,  some  brought  in  from  outside,  others  originat- 
ing in  the  hospital.  Conferences  are  held  on  alter- 
nate Thursdays  from  4:00  to  5:00  p.m.  throughout 
the  academic  year. 


The  Cortland  County  Hospital  and  the  Nurses 
Home,  Cortland,  were  visited  by  approximately 
1,000  people  in  observance  of  National  Hospital 
Day.  Of  especial  interest  to  the  majority  of  the 
visitors  was  the  new  formula  room  with  its  equip- 
ment for  terminal  sterilization  for  all  infant  formulas 
and  the  kitchen. 


A new  pathology  laboratory  was  opened  at  the 
Caledonian  Hospital,  Brooklyn,  in  May.  It  has  all 
modern  equipment  for  the  rapid  diagnosis  of  cancer. 
Dr.  Edmund  Marino,  pathologist  of  the  hospital, 
is  director  of  the  laboratory. 


A newly  enlarged  and  renovated  Moses  Ludington 
Hospital,  Ticonderoga,  was  opened  to  the  public 
in  May.  The  hospital  now  has  80  beds  and  all 
ultramodern  facilities. 


Dobbs  Ferry  Hospital  reports  that  the  number  of 
patients  treated  daily  in  the  hospital  in  1947  was 
35,  which  was  a daily  increase  of  two  over  the  pre- 
vious year.  The  total  of  major  and  minor  opera- 
tions was  443,  an  increase  of  25  over  1946,  and  the 
number  of  babies  born  in  1947  was  exactly  200,  an 
increase  of  27  over  1946.  A total  of  212  ambulance 
calls  were  answered. 


An  institute  for  the  study  of  medical  subjects 
was  held  under  the  auspices  of  the  New  York  State 
Medical  Society  and  New  York  State  Health  Depart- 
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ment  recently  at  Saranac  Lake.  Representatives 
from  hospitals  in  three  counties,  St.  Lawrence, 
Jefferson,  and  Franklin,  were  present. 

The  two  sessions  were  under  the  chairmanship  of 
Dr.  Sidney  Mitchell,  north  regional  chairman  for 
pediatrics.  Speakers  for  the  morning  session  in- 
cluded Dr.  Samuel  L.  Pettit,  assistant  pediatrician 
at  Physicians’  Hospital  and  Champlain  Valley 
Hospital,  Plattsburgh;  and  Dr.  Ray  E.  Russell, 
epidemiologist,  Bureau  of  Communicable  Disease 
Control,  New  York  State  Department  of  Health. 


Buffalo  General  Hospital  has  received  a grant  of 
$1,881.04  from  the  New  York  State  Division  of  the 
American  Cancer  Society  for  the  establishment  of  a 
cytologic  diagnostic  laboratory  service.  The  grant 
will  be  used  to  purchase  necessary  equipment  and  to 
pay  a technician’s  salary  for  six  months.  The 
laboratory  will  be  under  the  direction  of  Dr.  Clyde 
L.  Randall  and  Dr.  Ivornel  L.  Terplan,  assisted  by 
Dr.  Donald  Hall  and  Dr.  Herbert  Eccleston.  It  is 
believed  to  be  the  only  one  of  its  kind  in  Buffalo. 
The  service  will  be  made  available  for  any  doctor 
who  wishes  to  use  it. 


A total  of  1,799  patients  was  admitted  for  treat- 
ment at  Cohoes  Hospital  during  1947,  according  to  a 
report  prepared  by  Miss  Elizabeth  Lautermilch, 
hospital  superintendent.  The  report  sets  the  total 
number  of  patients  discharged  from  the  hospital 
last  year  at  1,787.  During  the  year  359  babies 
were  born  at  the  local  institution,  and  74  persons 
died  there.  A total  of  553  operations  were  per- 
formed at  the  hospital  during  the  past  year.  The 
report  shows  200  major  operations,  158  minor,  and 
173  for  the  removal  of  tonsils  and  adenoids. 


An  endowment  fund  in  memory  of  Dr.  Emily 
Lewi  has  been  given  to  New  York  Infirmary,  New 
York  City,  by  friends  of  Dr.  Lewi.  Income  from 
the  fund  will  be  used  for  the  care  of  ailing  women 
physicians  connected  with  the  infirmary  and  their 
children.  Dr.  Lewi,  who  died  two  years  ago,  was  a 
pediatrician  who  practiced  more  than  fifty  years 
and  served  as  director  of  pediatrics  at  the  infirmary 
from  1930  to  1936.  She  w^as  known  as  an  outstand- 
ing teacher  and  diagnostician  and  was  one  of  the 
pioneers  in  endocrinology. 


Dr.  John  Garlock,  attending  surgeon,  Mount 
Sinai  Hospital,  New  York  City,  read  a paper  on 
“Carcinoma  of  the  Gastrointestinal  Tract”'  at  the 
staff  conference  meeting  of  Boulevard  Hospital, 
Long  Island  City,  on  May  27. 


“Open  house”  was  held  at  the  North  Country 
Community  Hospital,  Glen  Cove,  in  May  in  order 
to  show  the  people  of  the  North  Shore  area  how  a 
large  hospital  operates,  how  diverse  are  its  problems, 
and  how  immense  its  responsibilities.  Last  year 
the  hospital  served  4,500  patients. 


Our  Lady  of  Lourdes  Memorial  Hospital,  Bing- 
hamton, is  making  a survey  of  8,000  Triple  City 
residents  to  gather  opinion  on  the  extent  that  the 
hospital  should  be  expanded.  The  survey  is  being 
conducted  by  a Community  Relations  Committee, 
of  which  John  D.  Ross  is  chairman  and  which  was 
appointed  by  the  hospital’s  advisory  board. 


Corinth  Hospital  has  been  equipped  recently 
with  x-ray  and  basal  metabolism  machines,  Mrs. 
Florence  T.  Schermerhorn,  supervisor,  has  an- 
nounced. The  machines  were  donated  by  Dr. 
Cecil  Rogers,  of  Hadley,  for  the  use  of  the  hospital 
patients. 


The  board  of  directors  of  Olean  General  Hospital 
released  statistics  recently  showing  that  the 
number  of  patients  served  has  nearly  doubled  since 
1940.  The  figures  show  that  during  1940  the 
hospital  served  an  average  of  51.57  patients  per  day, 
and  last  year  the  average  jumped  to  91.32  patients 
per  day.  While  the  number  of  beds  and  bassinets 
has  remained  at  109,  in  the  years  between  1940 
and  1947  the  total  number  of  patients  admitted 
annually  has  risen  from  2,036  to  3,520.  Emergency 
room  cases  have  increased  from  145  to  415,  medical 
cases  from  418  to  877,  obstetric  cases  from  351 
to  743,  and  babies  cared  for  at  the  hospital  from 
328  to  864. 


The  equipment  of  Flushing  Hospital,  Queens, 
was  demonstrated,  and  the  five  floors  of  the  hospital 
were  shown  to  thousands  of  visitors  in  observance  of 
National  Hospital  Day  in  May.  A corps  of  volun- 
teers conducted  the  inspection  wdiile  staff  members 
explained  the  work  of  various  departments. 


PERSONALITIES 


Honored 

Dr.  Walter  L.  Ilathbun  superintendent  of  New- 
ton Memorial  Hospital,  Cassadaga,  was  the  guest 
of  the  board  of  managers  and  the  hospital  staff  in 
May  at  a dinner  celebrating  his  seventieth  birth- 
day. . .Dr.  Nathan  B.  Van  Etten,  upon  his  retire- 
ment as  chairman  of  board  of  directors  of  United 
Medical  Service,  was  presented  with  an  illuminated 
scroll  of  the  “enduring  appreciation  and  affectionate 


regard  of  his  fellow  directors”  at  a combined  meeting 
of  the  board  of  directors  of  Associated  Hospital 
Service,  held  in  New  York  City  in  May. 

Elected 

Dr.  David  P.  Barr,  physician-in-chief  of  Ncvr 
York  Hospital  and  professor  of  medicine  at  Cornell 
University  Medical  College,  as  president  of  the 
[Continued  on  page  1526] 
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Palapent 


A new  and  pleasant  tasting  elixir  of  Sodium 
Pentobarbital,  U.S.P.,  2 grains  per  fluidounce, 
BRISTOL  PALAPENT  may  be  used 


Alone,  as  a sedative  and  hypnotic; 
OR 


You  will  find 
PALAPENT  highly  acceptable  to  both 
adults  and  children. 


As  a widely  compatible  prescription 
vehicle  for  a variety  of  other 
medicaments  in  conditions  where 
concomitant  sedation  is  indicated. 
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medical  board  of  the  hospital ...  As  president  of 
Ihe  Public  Health  Association  of  New  York  City, 
Dr.  Iago  Galdston,  to  succeed  Dr.  John  L.  Rice . . . 
Dr.  Leonard  Paul  Wershub,  re-elected  president  of 
the  Alumni  Association  of  New  York  Medical 
College  and  Flower  and  Fifth  Avenue  Hospitals, 
at  the  association’s  annual  reunion  on  June  9 . . . 
As  officers  of  the  medical  staff  of  the  Dobbs  Ferry 
Hospital:  president,  Dr.  G.  J.  Will;  vice-president, 
Dr.  Harold  A.  Storms,  and  as  secretary,  Dr.  Vito 
Barbieri. 

Retired 

Dr.  Russell  E.  Blaisdell,  after  42  years  of  service 
with  the  State  Department  of  Mental  Hygiene, 
as  director  of  Rockland  State  Hospital,  Orangeburg. 
He  opened  the  hospital  in  1931  as  its  first  and  only 
director. 


Appointed 

Dr.  Henry  Nickerson  Pratt,  administrator  of 
Memorial  Hospital,  New  York  City,  since  February, 
1946,  as  director  of  New  York  Hospital. . .As  direc- 
tor of  the  newly  merged  obstetric  and  gynecologic 
services  at  Beth  Israel  Hospital,  New  York  City, 
Dr.  Henry  C.  Falk.  . .Dr.  Paul  E.  RePass,  Denver, 
Colorado,  as  radiologist  at  Binghamton  City  Hos- 
pital. . .Dr.  Edward  Furcinito,  formerly  lieutenant 
(jg)  in  the  Medical  Corps,  USNR,  as  resident  phy- 
sician at  the  Oneida  County  Hospital,  Utica.  . . 
As  director  of  the  department  of  dermatology  at 
Stuyvesant  Polyclinic  Hospital,  New  York  City, 
Dr.  Samuel  M.  Kaufman . . . Dr.  Israel  Oscar  Weiss- 
man,  former  assistant  director  of  the  Jewish  Hos- 
pital, Brooklyn,  as  director  of  Sydenham  Hospital, 
the  interraciallv  operated  institution  in  Harlem, 
New  York  City. 


ASKS  “GOOD  NEIGHBOR”  MEDICAL  SCHOOL 
The  U.S.  should  establish  an  international  medical  i 
school  as  an  effective  demonstration  of  the  “good  i 
neighbor  policy,”  Dr.  Merl  G.  Colvin  of  Williams-  : 
port,  Pennsylvania,  has  told  the  A.M.A.  He  points  1 
out  that  medical  missionaries  like  Schweitzer  and  ; 
Seagrave  have  done  remarkable  work  but  have  had 


no  means  of  perpetuating  it.  Bring  native  young 
men  and  women  to  this  country,  says  Doctor  Colvin, 
and  train  them  for  work  in  their  own  lands.  Then, 
he  said,  the  medical  centers  established  by  mission- 
aries will  thrive  and  expand. — Medical  Economics, 
May  19^8 


WORM  DISEASE  CAUSES  FITS  LIKE  THOSE  IN  EPILEPSY 


A worm  disease  that  can  cause  fits  like  those  in 
epilepsy  and  which  may  be  mistaken  for  epilepsy  or 
some  mental  trouble  was  reported  by  Lieut.  Col.  W. 
H.  Hargreaves,  medical  liaison  officer  of  the  British 
Joint  Services  Mission,  to  the  International  Con- 
gress of  Tropical  Medicine  and  Malaria  meeting  in 
Washington. 

The  disease  is  called  cysticercosis  and  is  caused  by 
the  larval  form  of  pork  tapeworm.  When  the  larvae 
get  into  the  body  they  are  surrounded  in  time  by  cal- 
cium. These  hard  lumps  or  cysts  may  be  found  any- 
where in  the  body.  They  can  sometimes  be  seen 
under  the  skin.  When  they  get  in  the  brain  they 
may  cause  fits. 

The  condition  may  occur  here  in  the  United  States 
or  in  any  other  country  where  pork  tapeworms  are 
found.  Col.  Hargreaves  said.  He  and  Dr.  H.  B.  F. 


Dixon  screened  every  British  Army  veteran  reported 
to  have  fits  and  found  more  than  300  of  them  had 
worm  cysts  in  their  brains.  Most  of  the  men  had 
seen  service  in  India  and  apparently  picked  up  the 
worm  larvae  there  through  contaminated  food  or 
drink. 

Individual  worm  cysts  can  often  be  located  with 
x-rays  and  removed,  even  from  the  brain.  But  since 
there  are  usually  many  of  the  cysts,  this  treatment 
is  not  very  practical.  Some  patients  who  were  going 
blind  because  of  the  cysts  were  helped  by  a decom- 
pression operation. 

The  disease  has  a low  death  rate,  8 per  cent,  and 
very  few  of  the  surviving  patients  snow  any  signs  of 
the  disease  getting  worse.  More  than  a third  are 
improving,  and  one-sixth,  approximately,  have  re- 
covered.— Science  News  Letter,  May  22,  i948 
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Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB  S X-RAY  AVAILABLE 
Our  12-monthi  day  court*  Includes  Intensive  training 
In  laboratory  techniques,  physiotherapy  apparatus, 
X>Ray,  nursing  techniques,  and  medical  stenography. 

A FEW  LAB  TECHNICIANS  NOW  AVAILABLE 

Ma+uLL  School  1 834cft N Y C 

Licensed  by  the  State  of  New  York  


TRAINED  MEDICAL  PERSONNEL 

Rigid,  thorough  training  in  haematology,  urinalysis,  all 
phases  of  medical  stenography,  x-ray  and  medical  machines 
makes  Paine  Hall  graduates  capable  assistants.  Our  free 
placement  service  will  help  you  find  the  right  girl. 

1 008  Fifth  Ave.,  NewYork  28 
Bu.  8-2294 

Licensed  by  State  of  N.  Y. 


BUY 

SAVINGS  BONDS 


ammonia  liberated  by  bacterial  de- 
composition of  urinary  urea.  DIAPENE 
— impregnated  into  the  laundered 
diaper  merely  by  rinsing  — checks  the 
particular  bacillus  which  releases  am- 
monia from  the  baby’s  urine.  DIAPENE, 
therefore,  prevents  and  relieves  diaper 
rash  by  eliminating  the  cause. 
IMPORTANT: — DIAPENE  is  as  basically 
necessary  as  baby  oil,  powder  or  oint- 
ment, because  chafing,  prickly  heat, 
allergy  rashes,  etc.,  are  often  aggra- 
vated by  ammoniacal  urine.  DIAPENE  is 
a prophylactic  MUST  for  every  baby! 

For  prevention,  medicate  only  “night"  diapers. 
For  treatment,  medicate  all  the  diapers. 
One  tablet  to  2 qts.  water,  a rinse  for  6 diaper;. 

Bacteriologically  and  Clinically 

Tested  for  Doctor’s  Use  — 


The  Alkalol  Company,  Taunton  12,  Mass. 


Homemakers'  Products  Corporation  ns-ii  I 
380  Second  Ave.,  New  York  10,  N.  Y. 

Please  send  me,  without  cost,  literature  and  sam- 
ples of  DIAPENE  to  eliminate  cause  of  diaper 
rash  ( ammonia  dermatitis) . 


Copyr.  1917,  H P, C. 


Dr. 

Address 

City Zone State 

I average diaper  rash  cases  weekly. 
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M.D.  Sixth  edition.  Octavo  of  1058  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Co.,  1948. 
Cloth,  $12. 

A Manual  of  Pharmacology  and  its  Applications 
to  Therapeutics  and  Toxicology.  By  Torald  Soll- 
mann,  M.D.  Seventh  edition.  Quarto  of  1132 
pages.  Philadelphia,  W.  B.  Saunders  Co.,  1948. 
Cloth,  $11.50. 

Oxford  Loose-Leaf  Medicine,  Supplements.  16 
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W.  B.  Saunders  Company,  1948.  Published  Bi- 
Monthly  (six  numbers  a year).  Cloth,  $16  net; 
Paper,  $12  net. 

Modem  Treatment  of  Peptic  Ulcer.  By  Asher 
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TOWNS  TREATMENT  for  ALCOHOLISM  and  NARCOTIC 
and  HYPNOTIC  ADDICTIONS 

Established  1901  Now  Generally  Accepted 

PROVIDES:  (1)  An  Assurance  of  a Definite  Medical  Result 

(2)  An  Assurance  of  Length  of  Time  Required  and  Exact  Cost 

(3)  An  Assurance  of  Absolute  Privacy 

Our  “SYMPOSIUM  OF  MEDICAL  OPINION”  includes  case  histories  of 
this  successful  treatment  endorsed  by  many  physicians.  Copy  on  request. 

CHARLES  B.  TOWNS  HOSPITAL 

FOR  ALCOHOLISM  AND  DRUG  ADDICTION  EXCLUSIVELY 

COMPLETELY  REDECORATED  AND  MODERNIZED 

293  Central  Park  West,  New  York  24,  N.  Y.  Tel: SChuyler  4-0770 


COPIAGUE  GENERAL  HOSPITAL 

Separate  Accommodations  lot 

CONVALESCENTS  and  CHRONICS 
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on  South  shore  of  Long  Island 

H.  R.  Blanchard,  Adm.  Tel.  Amityville  71, 72 
Cedar  Court  Copiague,  N.  Y. 
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lations maintained.  We  have  proved  it  to  over  100 
hospitals  and  thousands  of  doctors. 

Write  for  proof. 

NATIONAL  DISCOUNT  & AUDIT  CO. 

230  West  41st  St.  New  York  18,  N.  Y. 


GLADYS  BROWN  RDnU/N’C  MUrray  Hill 

Owner  - Director  Dllwfi  11  O 3-7119 

MEDICAL  BUREAU 

7 East  42  Street,  New  York  17,  N.  Y. 

An  employment  agency  specializing  in  qualified  personnel* 
for  Hospitals,  Chemical,  Pharmaceutical,  Insurance,  Ship- 
ping and  Industrial  organizations,  also  Medical  and  Den- 
tal offices. 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  550  Write  for  illustrated  booklet. 


HOLBROOK  MANOR  NHUSG 

Five  Acres  of  Pintwoodad  Grounds 

SENILE,  AGED,  CHRONICS 

Physicians  may  treat  their  own  patients. 

Hypertensives  Arterio-sclerotics  All  Neurological  Disorders 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  O.P. 

HOLBROOK,  L.  I.  N.  Y.  Office:  GRamercy  9-4*75 


WEST  HiLL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudaon,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone : Kingsbridge  9-8440 


Each  tablet  contains:  Extract  of  Rhubarb,  Sonna,  Procipltatod  Sulfur,  Poppormlnt  Oil  and 
Fonnol  Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxatlvo,  adsorbent  and  carmlnatlvo.  For  use  In  Indigestion,  hyper- 
acidity, bloating  and  flatulonco. 

1 or  2 tablets  dally  % hour  aftor  meals.  Bottles  of  100. 

STANDARD  PHARMACEUTICAL  CO.,  INC  1133  Broadway,  Now  York 
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A Correlative  Study  of  Cyclic  Changes.  By  George 
N.  Papanicolaou,  M.D.,  Herbert  F.  Traut,  M.D., 
and  Andrew  A.  Marchetti,  M.D.  Quarto  of  90 
pages,  illustrated.  New  York,  Commonwealth 
Fund,  1948.  Cloth,  $10. 

Skeletal  Tuberculosis.  By  Vicente  Sanchis- 
Olmos,  M.D.  Translated  by  John  G.  Kuhns,  M.D. 
Octavo  of  261  pages,  illustrated.  Baltimore,  Wil- 
liams & Wilkins  Co.,  1948.  Cloth,  $5.00. 

Clinical  Toxicology.  By  Clinton  H.  Thienes, 
M.D.,  and  Thomas  J.  Haley,  Ph.D.  Second  edi- 
tion. Duodecimo  of  373  pages,  illustrated.  Phila- 
delphia, Lea  & Febiger,  1948.  Cloth,  $4.75. 

Between  Us  and  the  Dark.  By  Lenore  McCall. 
Octavo  of  303  pages.  Philadelphia,  J.  B.  Lippincott 
Co.,  1947.  Cloth,  $3.00. 

Headache  and  Other  Head  Pain.  By  Harold  G. 
Wolff,  M.D.  Octavo  of  642  pages,  illustrated. 
New  York,  Oxford  University  Press,  1948.  Cloth, 
$12. 

Pathology  of  Tumors.  By  R.  A.  Willis,  M.D. 
Octavo  of  992  pages,  illustrated,  St.  Louis,  C.  V. 
Mosby  Co.,  1948.  Cloth,  $20. 


Progress  in  Clinical  Medicine.  By  Various  Au- 
thors. Edited  by  Raymond  Daley,  M.D.,  and 
Henry  G.  Miller,  M.D.  Octavo  of  356  pages,  illus- 
trated. New  York,  Grune  & Stratton,  1948.  Cloth, 
$6.00. 

Atlas  of  Plastic  Surgery.  By  Morton  I.  Berson, 
M.D.  Quarto  of  304  pages,  illustrated.  New  York, 
Grune  & Stratton,  1948.  Cloth,  $15. 

Nuremberg  Diary.  By  G.  M.  Gilbert,  Ph.D. 
Octavo  of  471  pages.  New  York,  Farrar,  Straus  & 
Co.,  1947.  Cloth,  $5.00. 

Source  Book  of  Orthopaedics.  By  Edgar  M. 
Bick,  M.D.  Second  edition.  Octavo  of  540  pages, 
illustrated.  Baltimore,  Williams  & Wilkins  Co., 
1948.  Cloth,  $8.00. 

Mental  Health  in  Modem  Society.  By  Thomas 
A.  C.  Rennie,  M.D.,  and  Luther  E.  Woodward, 
Ph.D.  Octavo  of  424  pages.  New  York,  Com- 
monwealth Fund,  1948.  Cloth,  $4.00. 

Psychobiology  and  Psychiatry.  A Textbook  of 
Normal  and  Abnormal  Human  Behavior.  By 
Wendell  Muncie,  M.D.  Second  edition.  Octavo 
of  620  pages,  illustrated.  St.  Louis,  C.  V.  Mosby 
Co.,  1948.  Cloth,  $9.00. 


REVIEWED 


Methods  of  Diagnosis.  By  Logan  Clendening, 
M.D.,  and  Edward  H.  Hashinger,  M.D.  Octavo  of 
868  pages,  illustrated.  St.  Louis,  C.  V.  Mosby  Co., 
1947.  $12.50. 

Methods  of  Diagnosis  by  the  late  Dr.  Clendening 
was  brought  out  after  his  death  by  his  coworker, 
Dr.  Edward  H.  Hashinger.  It  is  excellently  written 
by  a master  clinician  in  direct,  colorful  language. 
The  first  part  of  76  pages  deals  with  a discussion  of 
logic  in  diagnosis  and  is  worth  the  price  of  the  book. 
Parts  2 and  3 are  of  great  value  in  the  appreciation 
of  history  and  physical  examination.  Part  4 deals 
with  laboratory  and  special  procedures,  which  in- 
clude usual  simple  laboratory  tests  and  their  value 
together  with  excellent  discussions  of  x-ray  diag- 
nosis, electrocardiogram,  basal  metabolism,  and 
instrumental  examination  of  the  eye,  ear,  larynx, 
bronchus,  esophagus,  lower  bowel,  and  stomach. 
The  book  is  well  printed,  easy  to  read,  and  contains 
an  excellent  index.  It  can  be  highly  recommended 
to  medical  students  and  to  general  practitioners. 

Meyer  A.  Rabinowitz 

Sex  Education:  A Guide  for  Parents,  Teachers 
and  Youth  Leaders.  By  Cyril  Bibby,  M.Sc.  Duo- 
decimo of  311  pages.  New  Y’ork,  Emerson  Books, 
1946.  Cloth,  $2.50. 

This  is  an  excellent  treatise  on  child  guidance  from 
an  early  age  to  and  after  marriage.  It  tells  of  the 
pitfalls  which  assail  the  growing  child  in  his  acqui- 
sition of  sex  and  health  knowledge.  There  has  been 
in  past  years  too  much  of  a hush  policy  in  dealing 
with  the  facts  of  life,  but  Sex  Education  gives  a clear 
idea  as  to  how  to  deal  with  the  instruction  of  de- 
veloping youth.  This  book  is  not  for  casual  readers 
but  is  a textbook  for  students  of  medicine,  social 
workers,  school  teachers,  both  lay  and  religious. 

Arthur  D.  Jaques 

Heparin  in  the  Treatment  of  Thrombosis.  An 
Account  of  Its  Chemistry,  Physiology  and  Applica- 
tion in  Medicine.  By  J.  Erik  Jorpcs,  M.D.  Sec- 
ond Edition.  Octavo  of  260  pages,  illustrated, 
New  York,  Oxford  University  Press,  1946.  Cloth, 
$6.50. 


This  is  the  second  edition  of  an  excellent  mono- 
graph on  chemistry,  physiology,  and  clinical  appli- 
cations of  heparin.  The  author,  a pioneer  investi- 
gator of  heparin,  has  expanded  on  the  first  edition, 
both  by  bringing  it  up  to  date  and  by  widening  the 
discussion,  particularly  of  clinical  problems.  The 
style  is  clear;  the  bibliography  is  well  chosen. 

Arthur  Shapiro 

What  Is  Heart  Disease.  A Handbook  for  the 
Heart  Patient.  By  William  Hyatt  Gordon,  M.D 
Duodecimo  of  114  pages,  illustrated.  New  York 
Grune  & Stratton,  1946.  Cloth,  $2.50. 

This  excellent  book  for  the  layman  is  written,  not 
to  supplant  attending  physicians’  advice,  but  to 
make  patient  and  doctor  find  a common  meeting 
ground.  The  sample  diet  lists  should  not  be  in  the 
book,  as  they  may  tend  to  have  the  patient  follow 
the  diet  without  consulting  his  doctor. 

On  the  whole,  the  book  is  well  written  and  easy  to 
understand.  The  section  on  diseases  of  the  coronary 
arteries  is  perhaps  the  best.  The  author  explains 
the  physiologic  reasons  for  the  doctor’s  orders  in 
coronary  heart  diseases.  There  is  a fine  chapter  on 
symptoms  erroneously  thought  to  indicate  heart  dis- 
eases. The  author  stresses  the  fact  that  murmurs  of 
themselves  are  never  of  any  importance,  for  they  are 
simply  noises. 

Except  for  the  chapter  on  diets,  I his  book  is  recom- 
mended for  the  layman. 

' Vincent  Annunziata 

Massage  and  Remedial  Exercises.  In  Medical 
and  Surgical  Conditions.  By  Noel  M.  Tidy. 
Seventh  edition.  Octavo  of  480  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Co.,  1947.  Cloth, 
$6.00. 

This  well-written  work  should  prove  helpful  to 
nursing  personnel  and  other  technical  physical  medi- 
cal aides,  both  as  a text  and  a reference.  Some 
physicians  might  consider  it  too  elementary  for  their 
uses;  nevertheless  this  reviewer  recommends  it  as  a 
valuable  and  excellent  book  even  for  their  perusal. 

John  J.  IIauff 
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THE  MAPLES,  inc 


An  exclusive  rest  home  (or  invalids,  convalescents  and  chronic  cases.  Also  post- 
operative, special  diets  and  body-building  cases.  Efficient  day  and  night  nursing. 
Resident  physician.  Six  acres  of  beautiful  landscaped  lawns. 

MRS.  M.  K.  MANNING,  Sup't.  Rates:  $35.00  to  $65.00  weekly 
OCEANSIDE,  L.  I.  Private  and 

Tel.:  Rockville  Centre  3660  Semi-Private  Rooms  j 


LOUDEN-KNICKERBOCKER  HALL,  inc 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in-Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel,  Longacre  3-0799 


FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


DR.  R ARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil,  • 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Ttl.  2-1651 


BRUNSWICK  HOME 


A PRIVATE  SANITARIUM.  Convalescents,  postoper- 
ative, aged  and  infirm,  and  those  with  other  chronic  and 
nervous  disorders.  Separate  accommodations  for  nervous 
and  backward  children.  Physicians'  treatments  rigidly 
followed.  C.  L.  MARKHAM,  M.D.,  Supt. 


B'way  & Louden  Ave.,  Amityville,  N.  Y.,  Tel:  1700,  1,  2. 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 


Ethical — Reliable — Scientific 
Disorders  of  the  Nervous  System 
BEAUTIFUL— QUIET— HOMELIKE 

Write  lor  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physic,™ 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


RINEWOOD 

Westchester  County,  Katonah,  N.  Y.  — Katoneh  775 

A psychiatric  hospital  furnishing  advanced  mclhods  of  therapy 
Licensed  bv  the  Department  of  Mental  Hygiene 
Approved  for  residency  by  the  American  Medical  Association 

New  York  Offices 

Dr.  Louis  Wender— 59  E.  79  St.— Bu  8-0580— Mon-Wed-Fti 
Dr.  Joseph  Epstein — 975  Park  Ave. — Rh  4-3700—  Tues-Thurs-Sat 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men 
tal  Hygiene.  (See  also  our  advertisement  in  the  Medical 
! V a'o  /?  - if ■ V -£v  T um’  Conn.)  Address  inquiries  to 

MARGARET  TAYLOR  ROSS,  M IL, 


Officers — County  Medical  Societies — 1948 


County 

Albany 

Allegany 

Bronx 

Broome 

Cattaraugus.  . 

Cayuga 

Chautauqua.  . 
Chemung.  . . . 
Chenango .... 

Clinton 

Columbia .... 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer.* . . . 

Jefferson 

Kings 

Lewis 

Livingston .... 

Madison 

Monroe 

Montgomery  . 

Nassau 

New  York.  . . . 

Niagara 

Oneida 

Onondaga. . . . 

Ontario 

Orange 

Orleans 

Oswego. ...... 

Otsego 

Putnam 

Queens 

Rensselaer.  . . 
Richmond.  . . . 

Rockland 

St.  Lawrence. 
Saratoga 

Schenectady. . 
Schoharie .... 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins 

Ulster 

Warren 

Washington . . 

Wayne 

Westchester. . 
Wyoming 

Yates 


TOTAL  MEMBERSHIP  AS  OF  JULY  1,  1948—22,033 


President 

J.  J.  Clemmer Albany 

R.  O.  Hitchcock Alfred 

S.  Weiskopf Bronx 

J.  C.  Zillhardt.  . . .Binghamton 

N.  P.  Johnson Olean 

C.  T.  Yarington Moravia 

E.  O.  Black Fredonia 

A.  C.  Glover Elmira 

J.  A.  Hollis Norwich 

W.  W.  Johnson ....  Plattsburg 
L.  D.  Carpenter.  .Germantown 
R.  H.  Kerr Cortland 

C.  K.  Ives Roxbury 

L.  W.  Stoller.  . . .Poughkeepsie 

E.  D.  Babbage Buffalo 

R.  J.  Martin Ticonderoga 

A.  A.  Hartmann Malone 

D.  M.  McMartin. . .Johnstown 

D.  B.  Johnson Batavia 

W.  A.  Petry Catskill 

R.  W.  Dennis Herkimer 

L.  O.  Fox. Brownville 

A.  W.  M.  Marino.  . .Brooklyn 

L.  A.  Avallone Lowville 

F.  J.  Hamilton Hemlock 

R.  B.  Cuthbert Canastota 

E.  B.  Soble Rochester 

R.  E.  Wytrwal.  .St.  Johnsville 

H.  A.  Butman Manhasset 

H.  B.  Davidson. . . .New  York 

W.  W.  Pierce Lockport 

James  I.  Farrell Utica 

J.  G.  F.  Hiss Syracuse 

L.  A.  Stetson.  . . .Canandaigua 

T.  Proper Newburgh 

A.  F.  Leone Medina 

J.  L.  H.  Mason Pulaski 

E.  J.  Keegan Oneonta 

R.  S.  Cleaver Brewster 

Alfred  Angrist Jamaica 

C.  J.  Handron Troy 

J.  H.  Diamond.  .New  Brighton 

G.  G.  Stone Suffern 

P.  T.  McGreevy Massena 

F.  A.  Mastrianni 

Mechanicville 

N.  H.  Rust Scotia 

J.  H.  Wadsworth. . . .Cobleskill 

F.  C.  Ward Odessa 

C.  M.  Smith Waterloo 

V.  S.  Higby Bath 

W.  S.  Stakes Patchogue 

R.  S.  Breakey Monticello 

A.  J.  Capron Owego 

II . W.  Ferris Ithaca 

E.  S.  Goodyear Kingston 

Saul  Yafa Glens  Falls 

R.  L.  Skinner Greenwich 

J.  II.  Arseneau Lyons 

W.  G.  Childress Valhalla 

O.  T.  Ghent Warsaw 

II.  II.  Davis Penn  Yan 


Secretary 

A.  Vander  Veer Albany 

H.  G.  Chamberlin Cuba 

G.  B.  Gilmore Bronx 

R.  S.  McKeeby . . . Binghamton 

W.  B.  Arthurs Olean 

J.  D.  Hammond Auburn 

Edgar  Bieber Dunkirk 

H.  A.  Burch Elmira 

J.  H.  Stewart Norwich 

K.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

E.  F.  Higgins Cortland 

S.  G.  Edgerton Delhi 

J.  F.  Rogers ....  Poughkeepsie 

H. G.  Walker Buffalo 

J.  E.  Glavin Port  Henry 

D.  Id.  Van  Dyke Malone 

R.  K.  Lenz Gloversville 

C.  C.  Koester Batavia 

W.  M.  Rapp Catskill 

R.  C.  Ashley Little  Falls 

C.  A.  Prudhon ....  Watertown 

C.  H.  Loughran Brooklyn 

E.  A.  Barnes Lowville 

R.  A.  Hemphill Mt.  Morris 

F.  O.  Pfaff Oneida 

J.  A.  Lane Rochester 

D.  W.  Childs Amsterdam 

I.  Drabkin . . . Rockville  Centre 

B.  W.  Hamilton.  . . .New  York 

C.  M.  Dake Niagara  Falls 

H.  H.  Dodds Utica 

I.  L.  Ershler Syracuse 

P.  M.  Standish . . Canandaigua 

E.  C.  Waterbury.  . .Newburgh 

J.  G.  Parke Albion 

U.  Cimildoro Oswego 

J.  M.  Constantine. . . .Oneonta 

F.  J.  A.  Lehr Carmel 

E.  A.  Wolff Forest  Hills 

H.  F.  Albrecht Troy 

R.  E.  Lucey Stapleton 

R.  L.  Yeager Pomona 

C.  F.  Prairie Massena 

M.  J.  Magovern 

Saratoga 

R.  E.  Isabella.  . . .Schenectady 

D.  R.  Lyon Middleburg 

C.  W.  Schmidt. . Montour  Falls 

Bruno  Riemer Romulus 

R.  J.  Shafer Corning 

E.  P.  Kolb Holtsville 

D.  S.  Payne Liberty 

I.  N.  Peterson Owego 

Richmond  Douglass ....  Ithaca 

F.  II.  Voss Phoenicia 

A.  C.  Davis Glens  Falls 

D.  M.  Vickers Cambridge 

I.  M.  Derby Newark 

W.  A.  Kelly.  . .Mount  Vernon 

P.  A.  Burgeson Warsaw 

W.  G.  Roberts Penn  Yan 


Treasurer 

F.  E.  Vosburgh Albany 

L.  P.  Bly Cuba 

C.  W.  Frank Bronx 

J.  W.  Kane Binghamton 

George  C.  Cash Olean 

L.  H.  Rothschild Auburn 

C.  E.  Hallenbeck.  . . .Dunkirk 

E.  S.  Ridall Elmira 

J.  H.  Stewart Norwich 

K.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

F.  F.  Sornberger Cortland 

S.  G.  Edgerton Delhi 

J.  F.  Rogers.  . . Poughkeepsie 

E.  A.  Woodworth. . . . Kenmore 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

W.  II.  Raymond.  . Johnstown 
C.  C.  Koester Batavia 

M.  H.  Atkinson Catskill 

R.  C.  Ashley Little  Falls 

L.  E.  Henderson. . .Watertown 

H.  Mandelbaum Brooklyn 

E.  A.  Barnes Lowville 

R.  A.  Hemphill Mt.  Morris 

J.  F.  Rommel Oneida 

J.  L.  Norris Rochester 

F.  F.  Pipito Amsterdam 

I.  Drabkin. . .Rockville  Centre 

C.  W.  Cutler New  York 

F.  A.  Lowe Niagara  Falls 

R.  C.  Hall Utica 

A.  C.  Hofmann Syracuse 

P.  M.  Standish.  .Canandaigua 
E.  C.  Waterbury. . . Newburgh 

J.  G.  Parke Albion 

U.  Cimildoro Oswego 

J.  M.  Constantine. . . .Oneonta 

G.  H.  Steacy Mahopac 

D. M.Raskind . LonglslandCity 

H.  C.  Engster Troy 

H.  Dangerfield St.  George 

M.  R.  Hopper Nyack 

L.  T.  McNulty Potsdam 

J.  M.  Lebowich 

Saratoga 

Harry  Miller Schenectady 

D.  L.  Best Middleburg 

C.  W.  Schmidt. . Montour  Falls 

Bruno  Riemer Romulus 

R.  J.  Shafer Corning 

G.  A.  Silliman Sayville 

D.  S.  Payne Liberty 

I.  N.  Peterson Owego 

Richmond  Douglass ....  Ithaca 

H.  B.  Johnson Kingston 

A.  C.  Davis Glens  Falls 

C.  A.  Prescott. . .Hudson  Falls 

I.  M.  Derby Newark 

R.  R.  Heffner. . .New  Rochelle 

P.  A.  Burgeson Warsaw 

W.  G.  Roberts Penn  Yan 
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FOR  RENT 


Or  Sub-lease  modern  2 room  office,  professional  building, 
Peekskill,  Westchester  County.  Attractive  rental.  1106 
Main  Street,  Suite  A.  Telephone  1990. 


FOR  SALE 


10  room  house  in  growing  L.  I.  community.  Ideal  for 
physician  or  dentist  or  both.  Living  quarters.  Must  be 
seen.  Asking  $29,000.  Occupant  leaving  state.  Phone 
Baldwin  3-3445. 


REAL  ESTATE  & INVESTMENTS 


FOR  RENT 


10  East  78  St.,  off  5th  Ave.,  New  Elev.  Bldg.  Main  floor 
front.  Over  500  sq.  feet.  $200  — l1/*  and  21/s  $150-250. 
Agent  on  premises  12-5. 


OFFICES  FOR  RENT 


Fully  equipped  offices  including  X-ray  and  Surgery  rooms. 
Comfortable  living  quarters  attached.  Ideal  location.  Dr. 
Rosenthal,  Monticello,  N.Y.  Tel.  188 


FOR  RENT 


6 East  79th  (5th  Ave.)  Doctors  Office  4 rooms  $350.  monthly. 
Inspection  12-3 

Inquire  Superintendent  or  BU  8-1341 


TO  SHARE 


G.P.  will  share  his  large  office-rooms  (fully  equipped,  excellent 
location  in  center  of  Jamaica),  part-time  with  specialist. 
For  further  information  call  JA  6-3381,  between  1-3  and 
6-8  p.m. 


FOR  SALE 


Modern  office  suite-house,  4 bedrooms,  maid's  room.  Excellent 
residential,  Queens,  doctor  moving,  $29,500.  Box  216,  N.  Y. 
St.  Jr.  Med. 


RESIDENCE  AND  PROFESSIONAL  OFFICE 


Waiting  room  and  private  entrance.  Suburban  Village, 
Westchester  County,  hour  from  New  York.  House  9 rooms, 
l‘/»  baths,  oil  heat,  3 car  garage.  $26,500,  terms.  Immediate 
occupancy.  MacPhail,  Baldwin  Place,  N.  Y. 


TO  SHARE 


Office  to  share.  East  60's.  Excellent  location.  Attractively 
furnished,  equipped  office.  Available  10  to  2 daily.  Regent 
4-6320.  Box  212,  N.  Y.  St.  Jr.  Med. 


HELP  WANTED 


1 


WANTED 


Plastic  eye  maker.  Must  be  thoroughly  experienced  in  all 
phases  of  plastic  eye  making.  Salary  commensurate  with 
ability.  Box  202,  N.  Y.  St.  Jr.  Med. 


WANTED 


FLUOROSCOPE,  modern,  good  condition  wanted  by  doctor 
Central  New  York.  Give  all  details  including  price  in  first 
letter.  Box  218,  N.  Y.  St.  Jr.  Med. 


FOR  SALK 


List  of  30  aatheritativs  diets,  typewriter  facsimile,  with 
printed  letterhead.  Speoimen  and  details  ea  request.  P.S. 
Meyers,  153  Von  Houten  Are.,  Paasaie,  N.  J. 


WANTED 


Internist  or  experienced  general  practitioner,  to  join  busy 
small  group  practice  in  midstate  New  York,  community 
25,000.  Position  open  immediately.  Salary  between  $6,000 
and  $10,000  yearly.depending  on  qualifications.  New  York 
license  required.  Box  220,  N.  Y.  St.  Jr.  Med. 


WANTED 


Resident  Physician  for  Rotating  Residency.  $200.00  a month 

glusfull  maintenance,  50  bed  hospital,  suburb  of  New  York, 
iox  190,  N.  Y.  St.  Jr.  Med. 


WANTED 


Assistant  to  busy  general  practitioner.  Possibility  of 
ermanent  association.  New  York  State  license  required, 
alary  $4300  and  living  quarters  for  family.  Available  July  1. 
Box  176,  N.  Y.  St.  Jr.  Med. 
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MEAT 


And  the  'Dietary  of  Pregnancy  and  jactation 

According  to  a study  published  in  the  recent  past1  it  has  been 
shown  that  nitrogen  balance  is  suddenly  reversed  from  positive 
to  negative  shortly  before  term.  This  negative  balance  is  further 
intensified  by  substantial  losses  of  nitrogen  during  parturition 
and  the  postpartum  period.  Lactation  imposes  still  another  bur- 
den on  nitrogen  metabolism. 

This  study  again  emphasizes  the  need  for  a diet  rich  in  bio- 
logically complete  protein  during  the  latter  half  of  pregnancy. 
In  this  manner,  the  physiologic  loss  of  nitrogen  at  term  can  be 
compensated,  avoiding  negative  nitrogen  balance.  A high  pro- 
tein diet  has  the  further  advantage  of  producing  a more  copious 
milk  supply. 

In  another  recent  publication/  the  prevention  of  the  toxemias 
of  pregnancy  by  dietary  means  was  stressed.  Foremost  among 
the  measures  recommended  was  a diet  rich  in  high  quality  pro- 
tein to  assure  nitrogen  balance. 

Meat  is  an  outstanding  source  of  protein  in  the  dietary  of 
pregnancy  and  lactation  for  these  four  reasons:  (1)  It  is  notably 
rich  in  protein,  from  17  to  20  per  cent  of  its  uncooked,  and  from 
25  to  30  per  cent  of  its  cooked  weight;  (2)  The  protein  of  meat, 
regardless  of  cut  or  kind,  is  biologically  complete;  (3)  The  appe- 
tite appeal  of  meat  is  high,  and  (4)  All  meat  is  of  excellent  di- 
gestibility— from  9 6 to  98  per  cent. 

1 Stuart,  H.C. : Effects  of  Protein  Deficiency  on  the  Pregnant  Woman  and  Fetus  and  on 

the  Infant  and  Child,  New  England  J.  Med.  236:507  (Apr.  3)  1947. 

2 Zeigler,  R.F.,  Jr.:  Pre-eclamptic  Toxemia  of  Pregnancy.  North  Carolina  M.  J.  8:65  5 

(Oct.)  1947. 


The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  made  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association. 


American  Meat  Institute 


Main  Office,  Chicago ...  Members  Throughout  the  United  States 
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• Especially  made  to  order  by  skilled  artisans. 

« 

• Comfort,  pleasing  cosmetic  appearance  and  motion 
guaranteed. 

• Eyes  also  fitted  from  stock  by  experts.  Selections 
sent  on  memorandum. 


• Referred  cases  carefully  attended. 


FRIED  & KOHLER,  Inc. 

Specialists  in  ALL  TYPES  of  Artificial  Human  Eyes  Exclusively 
665  Fifth  Avenue  (Tel.  Eldorado  5-1970)  New  York  22,  N.  Y. 

• 


for  perfection  in  matching 


“True  to  Life ” 

ARTIFICIAL  HUMAN  EYES 

by 

Fried  & Kohler 


“ Over  Forty-five  Years  devoted  to  pleasing  particular  people ” 
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CHANGING  ^mhxm  REQUIREMENTS 

The  widely  varying  demands  imposed  upon  the  organ- 
ism by  physical  activity  cannot  always  be  met  by  even 
a weH-balanced  dietary,  since  food  requirements  are 
based  on  average  daily  needs. 

Following  periods  of  strenuous  physical  activity  in 
play,  games  or  work,  when  the  usual  stores  of  carbo- 
hydrate energy  may  become  temporarily  depleted,  both 
children  and  adults  find  pleasure  in  turning  to  candy 
as  a source  of  quickly  available  food  energy.  Not  onlv 
are  the  metabolic  demands  met  by  the  easilv  digested, 
quickly  utilized  nutrients  in  candy,  but  appetite  is  also 
momentarily  appeased. 


ASSOCIATION 


I NORTH  LA  SALLE  ST 
CHICAGO  2. ILLINOIS 


William  Withey  Gull 

(. 1816-1890 ) 


proved  it  in  pathology 


SIR  William  Gull  is  medically  recognized 
for  his  many  original  observations 
which  led  to  his  classic  description  of 
myxedema  and  a greater  understanding  of 
nephritis.  He  also  added  much  to  the  funda- 
mental knowledge  of  neuropathology— such 
as  his  observations  that  locomotor  ataxia 
was  a disease  of  the  posterior  columns  of 
the  spinal  cord.  Medical  knowledge  was 
greatly  enriched  by  Gull’s  experiences. 


Experience  is  the  best 
teacher  in  cigarettes , too! 


Yes.  Experience  is  what  counts— just  as  it 
always  has.  And  with  millions  of  smokers 
who  have  tried  and  compared  many 
different  brands  of  cigarettes,  Camel  is  the 
“choice  of  experience.” 

Try  Camels!  Discover  for  yourself  how 
the  rich,  full  flavor  of  Camel’s  choice,  prop- 
erl\  aged  and  expertly  blended  tobaccos 
pleases  your  taste.  See  if  Camel’s  cool, 
cool  mildness  isn’t  mighty  w elcome  to  your 
throat. 

Let  your  own  experience  t^ll  you  why 


AMore  Doctors 
Smoke  CjAAAKMjS 


Afrttrtlint/  tit  n X n t iit  n trii!  f sn  rri'if  : 


than  tin  if  other  ehjaret  te 
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ESTIVIN 

raocular  means  of  H'edlin8 


Prompt,  safe  symptomatic  relief  of  the 
distressing  hay  fever  symptoms  — sneez- 
ing, nasal  discharge,  eye  itching,  lacri- 
mation,  etc.  — is  effectively  secured  by 
Estivin. 

One  drop  in  each  eye  upon  arising, 
one  before  breakfast,  and  one  after 
breakfast,  will  usually  keep  the  sufferer 
comfortable  well  into  the  morning. 
Estivin  does  not  cause  drowsiness,  or 
depression,  thus  permitting  application 
whenever  indicated. 


hay  fe-ver 


Literature  and  sample 
on  request 


Schieffelin  8 Co. 

Pharmaceutical  and  Research  Laboratories 
16  Cooper  Square  • New  York  3,  N.  Y. 
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DECHOLIN  HYDROCHOLERESIS 
Encourages  Biliary  Tract  Drainage 


PERCENT  10  20  30  40  50  60  70  80  90  100  110 


CHOLERETIC  EFFECT 
OF  OX  BILE  SALTS: 


TOTAL  FLUIDS 

1 1 1 

I _ : 

HI 

TOTAL  SOLiDS 

HYDROCHOLERETIC  EFFECT 
OF  DECHOLIN  ( dehydrocholic  acid) 


TOTAL  SOLIDS 

' I * 

Percentage  Increase  in  Composition  and  Quantity  of  Bile  Flow 

Ivy,  A.  C.,  et  al:  Am.  J.  Dig.  Dis.  7:333  (Aug.)  1940. 


HYDROCHOLERESIS  — 

an  increased  production  of  thin  liver  bile — is  a desirable  ap- 
proach to  therapy  of  non-obstructive  biliary  tract  disturbances. 


DECHOLIN  — 

by  producing  an  increased  flow  of  bile — washes  stagnant,  infected 
bile  from  the  intrahepatic  and  extrahepatic  biliary  passages,  re- 
moving pus-laden  material  and  discouraging  the  ascent  of  infection. 

HOW  SUPPLIED:  Decholin  in  3%  gr.  tablets.  Packages  of  25,  100,  500  and  1000. 


DochoUn 

BRAND  • REG.  U.  S.  PAT.  OFF. 

(DEHYDROCHOLIC  ACID) 


AMES  COMPANY,  INC., 


ELKHART,  INDIANA 
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ONLY  BELLERGAL  PROVIDES  ALL  THREE 

1.  SYMPATHETIC  INHIBITION  with  ergo- 
tamine  tartrate. 

2.  PARASYMPATHETIC  INHIBITION  with 
Bellafoline. 

3.  CENTRAL  SEDATION  with  phenobarbital. 


Originality 


S ANDOZ 


• Elegance 


FOR  FUNCTIONAL  DISORDERS 

Patients  with  psychosomatic  disorders  suffer 
somatic  distress  just  as  much  as  those  with  or- 
ganic disease. 

For  these  patients  Bellergal  provides  an  effective 
combination  of  drugs  acting  on  both  divisions  of 
the  autonomic  nervous  system  as  well  as  on  the 
central  nervous  system. 

Use  Bellergal  in  the  treatment  of  gastrointestinal 
neuroses  and  other  functional  disorders. 


Bellergal 


SANDOZ  PHARMACEUTICALS 

Division  of  SANDOZ  CHEMICAL  WORKS,  INC. 

68-72  CHARLTON  STREET,  NEW  YORK  14,  N.  Y. 
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INC. 


New  York  13;  N.  Y.  Windsor,  Ont. 

Neo-Synephrine,  trademark  reg.  U.S.  & Canada 


vV  » // 

WjlhKOf  SHAUNS 


HAY  FEVER 


5*. 


day  and  night... 


The  extra  long  action  of 
Neo-Synephrine  hydrochloride 
makes  possible  control  of  hay  fever 
symptoms  with  infrequent 
dosage,  thus  enabling  the  patient 
to  be  comfortable  during  the  day 
and  obtain  sleep  at  night. 

Average  dose:  2 or  3 drops  in 
each  nostril. 

No  appreciable  interference  with  ciliary 
action.  Virtually  no  side  reactions. 


fOR  NASAL  USE:  '/,%  solution 
(plain  and  aromatic),  1 oz. 
bottles;  1%  solution,  1 oz. 
bottles;  V2 % water  soluble 
jelly.  Vs  oz.  tubes. 

FOR  OPHTHALMIC  USE:  «/«%  low 
surface  tension,  aqueous 
solution,  isotonic  with 
tears,  1 5 cc.  bottles. 
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PIONEERS  in  Re  search  . . . and 

Leadership  thru  the  years  in  combating 

■ OTITIS  MEDIA 


DOHO  in  realizing  the  need  for  a potent, 
topical,  well  tolerated  ear  medication,  yet 
mindful  that  no  one  formula  could  be  suitable 
for  all  conditions  . . . devoted  every  facility 
and  scientific  resource  to  the  development  and 
perfection  of  AURALGAN  and  OTOSMO- 
SAN.  Each  has  its  sphere  of  usefulness  . . . 
each  has  been  tested  and  clinically  proven  in 
many  thousands  of  cases.  Reprints  and  sub- 
stantiating data  sent  on  request. 


EACH  A SPECIFIC... both  effective! 


IN  ACUTE  OTITIS  MEDIA 

«aa*iaarern»»^^^  .hA-m 


0-T0S-M0-SAN 


IN  CHRONIC  SUPPURATIVE 
OTITIS  MEDIA,  FURU  NCULOSIS 
AND  AURAL  DERMATITIS 


is  a scientifically  prepared,  completely  water-free  Gly- 
cerol (DOHO)  having  the  highest  specific  gravity 
obtainable,  containing  antipyrine  and  benzocaine  . . . 
which  by  its  potent  decongestant,  dehydrating  and  anal- 
gesic action  provides  effective  relief  of  pain  and  inflam- 
mation. 

is  not  just  a mere  mixture,  but  a scientifically  potent 
chemical  combination  of  Sulfathiazole  and  Urea  in 
AURALGAN  Glycerol  (DOHO)  base  ...  which  exerts 
a powerful  solvent  action  on  protein  matter,  liquefies 
and  dissolves  exuberant  granulation  tissue,  cleanses  and 
deodorizes,  and  tends  to  exhilarate  normal  tissue  heal- 
ing in  the  effective  control  of  chronic  suppurative  otitis 
media. 

Literature  and  samples  on  request 


THE  DOHO  CHEMICAL  CORPORATION 


New  York  13,  N Y. 


Montreal 


London 
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For  the  Control 
of  Increased 
Capillary  Fragility 


SCORUTONE  is  a combination  of  rutin  and 
ascorbic  acid.  Rutin  has  been  shown  to  be 
effective  in  the  treatment  of  increased  capillary 
fragility.  Since  clinical  evidence  seems  to  indicate 
that  it  is  less  effective  in  the  presence  of  a Vitamin 
C deficiency,  ascorbic  acid  has  been  added  as  a 
potentiating  factor  in  Scorutonc. 

SCORUTONE  tablets  are  supplied  in  bottles  of  100 
tablets,  each  tablet  containing  30  mg.  of  rutin  and  50 
mg.  of  ascorbic  acid.  Write  for  detailed  information 
and  clinical  reports  of  the  successful  use  of 

Scorutonc  to 


Novocol  Chemical  Mfg.  Co.,  Inc. 
2911-23  Atlantic  Ave.,  B’klyn  7,  N.  Y. 
Gentlemen : 

Please  send  prescription  blanks  and 
literature  on  the  scientific  background  of 
SCORUTONE. 


control  in- 
creased 
capillary 
fragility. 
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MILESTONES  IN  CARDIORESPIRATORY  HISTORY 


A most  important  milestone  in  cardiotherapy 
was  the  introduction  of  Aminophyllin. 

Ils  action  in  stimulating  the  myocardium 
to  increased  vigor  of  contraction 
results  in  augmented  cardiac  output 
and  increased  work. 


(1578-1657) 

Discovered  and 
demonstrated  the  circulation 
of  the  blood 
and  the 

heart's  function. 


SEARLE 

RESEARCH 
IN  THE  SERVICE 
OF  MEDICINE 


SEARLE  AMINOPHYLLIN* 

— has  exhibited  its  efficacy  also 
in  relieving  bronchial  asthma, 
paroxysmal  dyspnea  and  restoring 
Cheyne-Stokes  respiration  to  a 
more  normal  rhythm. 

G.  I).  SEARLE  & CO.,  CHICAGO  80,  ILLINOIS 


*Searle  Aminophyllin  contains  at  least  80'. 
of  anhydrous  theophylline. 
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$1,000,000.00 

has  been  salvaged  from  unpaid  medical 
bills  at  no  cost  to  our  clients. 

Send  this  ad  for  details. 

CRANE  DISCOUNT  CORPORATION 

230  West  41  St.  New  York  1 8,  N.  Y. 

Established  1931 


_ To  discourage  thumb-sucking 

|W  and  noil  biting 


RECOMMEND 

APPLIED  LIKE 
NAIL  POLISH 


MUM 

I TRADE  MARK 


Contain!  extract  of  capsicum  (2.34%) 
in  a base  of  acetone  nail  lacquer  and 
isopropyl.  50/  and  $1.00  per  bottle  at 
your  surgical  supply  house  or  druggist. 
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More  mothers  soy  this 


about  Carnation 


"My  Doctor 
recommended  it" 


than  any  other  brand  of 


evaporated  milk 


RECENT  INVESTIGATION  shows  that 
nearly  8 out  of  10  mothers  who  use 
evaporated  milk  for  infant  feeding 
do  so  on  advice  of  their  doctor  or 
hospital. 

It  is  significant  that  more  of  these 
mothers  name  Carnation  as  the 
brand  recommended  by  th£ir  doctor 
than  any  other. 

For  Carnation  pioneered  in  de- 
veloping the  methods  of  processing, 
refining  and  fortifying  evaporated 


milk  that  have  made  it  so  widely 
accepted  by  authorities  on  nutrition. 
Furthermore,  Carnation  has  estab- 
lished standards  of  quality  and  uni- 
formity every  doctor  can  trust. 

Carnation  has  always  urged 
mothers  to  ask  their  doctor— not 
their  relatives  or  neighbors— for  ad- 
vice on  infant  feeding.  We  some- 
times feel  that  is 
our  most  impor- 
tant contribution 
to  infant  welfare! 


Nation-wide 
surveys  indicate 
that  Carnation 
Milk  is  more 
widely  used  in 
infant  feeding 
than  any  other 
brand  of  evapo- 
rated milk. 


The  Milk  Every  Doctor  Knows 
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Prolonged-Action  Penicillin 
For  Aqueous  Injection. ..Once  Daily 


Offering  all  the  advantages  of  prolonged-action  penicillin  without  the  disadvantages  of 
the  preparations  hitherto  available.  For  use  in  any  condition  in  which  penicillin  in  oil 
and  w ax  is  indicated. 


ONE  DAILY  An  intramuscular  injection  of  300,000  units  of  an  aqueous  suspension 

INJECTION  of  Crysticillin  provides  therapeutic  blood  levels  for  24  hours  in  the 

majority  of  patients  — and  for  36  hours  in  approximately  50%  of  patients. 


MINIMAL  Crysticillin  contains  no  oil  or  wax.  Consequently,  pain  following  intra- 

PAIN  muscular  injection  is  minimal. 


EASILY 

ADMINISTERED 


Crysticillin  is  easily  administered  in  aqueous  suspension  with  a con- 
ventional syringe  and  needle,  neither  of  which  need  be  dry.  Blockage  of 
needle  is  minimized  and  cleansing  facilitated. 


S I A RLE 

Vi  I I II OUT 

R KKR  I DERATION 


Crysticillin  is  stable  in  the  dry  state  for  12  months.  Sterile  aqueous  sus- 
pension may  be  kepi  at  room  temperature  for  a period  of  one  week  without 
significant  loss  of  potency. 


Crysticillin  is  supplied  in  diaphragm-capped  vials  containing  dry  procaine  penicillin 
G together  with  a minute  quantity  of  effective  and  nontoxic  dispersing  and  stabilizing 
agents  — for  suspension  with  sterile  aqueous  diluent. 

1,500,000  unit  multiple-dose  vials 
300,000  unit  single-dose  vials 


A LEADER  IN  PENICILLIN  RESEARCH  AND  MANUFACTURE 


Six  Of  3 kind . . .for  ‘B*  therapy 


Now... with  the  addition  of  ‘Berninal’  fortified  with  Iron,  Liver  and 
I'olic  Acid  . . . the  ‘Bcminal’  family  offers  six  distinctive  forms  and 
potencies.  ‘Beminal’  fortified  with  Iron,  Liver  and  Folic  Acid  will 
prove  especially  suitable  in  the  prevention  and  treatment  of  iron- 
deficiency  anemias,  certain  macrocytic  anemias,  and  as  adjunctive 
therapy  in  pernicious  anemia.  Beginning  with  the  newest  member, 
the  following  are  the  six  dosage  forms  and  potencies  now  available: 


1 


1.  ‘Beminal’  fortified  with  Iron,  Liver  and  Folic  Acid  (Capsules)  no.  821 

2.  ‘Beminal’  Forte  with  Vitamin  C (Capsules)  no.  817 

3.  ‘Beminal’  Forte  Injectable  Dried  no.  495 

4.  ‘Beminal’  Granules  no.  925 

5.  ‘Beminal’  fortified  xuith  Iron  and  Liver  (Capsules)  no.  816 
G.  ‘Beminal’  Tablets  no.  815 

Ayerst,  McKenna  & Harrison  Limited  22  East  40 tli  Street,  New  York  16 
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in  the  Pacific  Jungles 


The  active  ingredient  of  Vodisan  and 
Vodust,  Hycloromane  (dihydroxydi- 
chlorodiphenylmethane),  was  first 
proven  effective  in  the  jungles  of  the 
South  Pacific  in  combating  fungous  rot 
on  cloth  fabrics.  Now  in  vivo  and  in 
vitro  studies  have  proven  it  to  be  effec- 
tive against  many  fungous  infections 
of  the  skin. 

Hycloromane  is  now  available  as 
VODISAN  (Hycloromane  inSolusalve) 
for  nighttime  use  and  VODUST  (Hyclo- 
romane with  India  talc)  for  daytime  use 
in  the  treatment  of  athlete’s  foot  and 
other  mycotic  infections. 

AROUND  THE  CLOCK  TREATMENT 

Vodisan  Solusalve-Vodust  Powder,  the  com- 
bined day-night  treatment 
for  dermatophytosis  and 
many  other  fungous  infec- 
tions, exerts  continuous 
fungistatic  and  bacteriosta- 
tic actions  while  being  safe, 
nonirritating  and  noninju- 
rious  to  the  skin. 

FOR  DERMATOPHYTOSIS 

Vodisan-Vodust 

SOLUSALVE  POWDER 


NIGHT 


DAY 


[Jodme  Cempmw 

407  SOUTH  DEARBORN  ST.,  CHICAGO  5,  ILLINOIS 
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« NEW  COMBISUL 


another  step  toward 
safer  sulfonamide  therapy 

First  to  make  available  to  the  medical  profession  a 
combination  of  two  different  sulfonamides  for  the  purpose  of 
decreasing  the  danger  of  renal  toxicity,  Schering  now 
introduces  a new  Combisul*  containing  the  three  most 
valuable  sulfonamides  for  systemic  therapy — sulfadiazine, 
sulfamerazine  and  sulfathiazole.  The  mixture  of  these  three 
compounds  extends  further1  the  proved  value  of 
previous  dual  combinations: 

COMBISUL 

greatly  increased  urinary  solubility 
decreased  likelihood  of  renal  irritation 
increased  potentiation  of  therapeutic  effects 

Combisul  is  available  in  two  forms:  Tablets  of  0.5  Gm. 
consisting  of  0.166  Gm.  each  of  sulfadiazine,  sulfamerazine  ami 
sulfathiazole ; and  Liquid,  a palatable  suspension 
containing  0.166  Gm.  of  each  of  the  same  sulfonamides 
per  teaspoonful  for  children  and  adults  who  cannot  swallow 
tablets  easily.  Indications  are  the  same  as  for  the 
individual  components  of  the  mixture. 

Combisul  Tablets:  0.5  Gm.  in  bottles  of  100  and  1000. 
Combisul  Liquid:  0.5  Gm.  per  cc.  in  bottles  of  4 and  16  oz. 

1.  Lehr,  D.:  Proc.  Soc.  Exper.  Biol.  & Med.  64:393,  1947 


CORPORATION  • BLOOMFIELD,  NEW  JERSEY 

IN  CANADA,  SCHERING  CORPORATION  LIMITED,  MONTREAL 


COMBISUL 
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Findings 
from  the 
Saratoga  Spa 
records* 


CARBON  DIOXIDE  BATHS 
in  circulatory  diseases 


The  physiological  observations  of  the  in- 
fluence of  carbon  dioxide  baths  show  a 
decrease  in  the  pulse  rate,  an  increase  in 
the  pulse  pressure  dependent  mainly  on 
a drop  of  the  diastolic  pressure,  a better 
emptying  of  the  venous  blood  vessels,  a 
hyperemia  with  increased  capillary  cir- 
culation, a slightly  elevated  minute  vol- 
ume output  of  the  heart,  an  increase  in 
respiration  and  the  elimination  of  large 
quantities  of  the  carbon  dioxide  through 
the  lungs. 

In  evaluating  the  results  of  this  treatment 
for  patients  with  circulatory  disorders 
there  is  no  ideal  test  of  cardiac  function 
and  in  these  patients  the  ability  to  walk 
or  exercise  without  the  production  of 
symptoms  is  used  in  judging  their  clinical 


gain.  In  addition,  in  the  patients  with 
coronary  disease  suffering  from  anginal 
attacks,  it  is  striking  to  note  the  decrease 
in  the  frequency  and  severity  of  these 
attacks.  In  some  patients  they  will  dis- 
appear completely. 

Objective  changes  as  seen  in  physical  ex- 
amination and  in  the  studies  of  pulse  rate, 
blood  pressure,  roentgen  ray  findings, 
electrocardiographic  tracings,  and  vital 
capacity  are  noted  in  many  patients. 

The  clinical  improvement  of  many  pa- 
tients undergoing  treatment,  their  con- 
tinued  well  being  after  their  return  home 
and  their  desire  periodically  to  return  for 
further  treatment  all  indicate  that  the 
carbon  dioxide  bath  has  its  place  in  the 
treatment  of  disorders  of  the  circulation. 


; 


* As  printed  in  International  Clinics , Vol.  1,  page  199,  March  1937 
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"Physician,  Give  Heed  to  Thine  Own  Health" 

Many  physicians  have  come  to  the  Spa  for  the  same 
kind  of  treatments  that  have  helped  their  patients 
here.  After  a restorative  "cure”  al  the  Spa,  you,  too, 
will  return  to  your  practice  refreshed — revitalized — 
ready  for  the  busy*  days  that  lie  ahead. 

For  professional  publications  of  the  Spa,  and  phy- 
sician’s sample  carton  of  bottled  waters  with  their 
analyses,  write  W.  S.  McClellan,  M.D.,  Medical  Di- 
rector, Saratoga  Spa, 155  Saratoga  Springs,  New  York. 

Listed  by  the  Committee  on  American  Health 
Resorts  of  the  American  Medical  Association 


THE  EMPIRE  STATE'S  CONTRIBUTION  TO  THE  MEDICAL  PROFESSION 
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TAR  IS  THE  MASTER  REMEDY 

. . . And  there  are  so  many  tar  preparations!  Crude 
and  refined,  white  and  black,  and  in  many  different 
vehicles.  In  the  hands  of  many  leading  dermatologists, 
pediatricians,  and  general  practitioners,  Tarbonis  — be- 
cause of  its  distinctive  advantages  — is  the  preferred  tar 
preparation  in  the  management  of  eczema. 

In  most  instances,  eczema  requires  intense  and  pro- 
longed treatment.  Tarbonis,  presenting  a 5 per  cent 
alcoholic  extract  of  carefully  selected  crude  tars  together 
with  lanolin  and  menthol  in  a vanishing-type  cream,  is 
completely  nonirritant.  It  is  safely  applied  as  often  as 
desired,  every  two  hours  if  indicated,  for  as  long  as  needed, 
without  leading  to  superimposed  irritation  or  furunculosis. 

In  eczema  of  the  face  and  hands  Tarbonis  is  especially 
appreciated.  It  brings  no  stigma  to  the  patient,  since  it 
leaves  no  trace  upon  the  skin.  The  patient  can  apply 
it  during  business  or  social  activities  without  arousing 
attention  — it  cannot  be  detected.  It  is  greaseless,  non- 
staining to  skin,  linen,  and  clothing,  and  nonsoiling. 
Best  of  all,  it  is  free  from  all  objectionable  tarry  odor, 
exhibiting  instead  a pleasant  soapy  scent. 

THE  TARBONIS  COMPANY 

4300  Euclid  Avenue  • Cleveland  3,  Ohio 


TARBONIS  COMPANY, 

Cleveland  3,  Ohio 

You  may  send  me  a sample  of  Tarbonis. 
Dr. 

Address 

City,  Zone,  and  State 
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The  tormenting  itch  of  Rhus  derma- 
titis has  few  equals  in  routine  med- 
ical practice.  Many  patients  receive 
early,  welcome  relief  after  injections 
of  POISON  IVY  EXTRACT  Arlington. 

POISON  IVY  EXTRACT  Arlington  is 
an  absolute  alcohol  extract  of  Rhus 
leaves  of  established  potency.  The 
use  of  absolute  alcohol  results  in  an 
extract  of  greater  dependability. 
Use  as  supplied  for  diagnostic  patch 
test  and  for  treatment  of  poison  ivy 
dermatitis. 

Clinical  evidence  indicates  that  a 
single  excitant  is  responsible  for  der- 
matitis due  to  poison  ivy,  poison  oak, 
and  poison  sumac.  Thus,  this  extract 
is  equally  applicable  to  dermatitis 
caused  by  contact  with  any  of  these 
plants. 

DOSAGE:  As  soon  as  possible  after 
appearance  of  symptoms,  three  sub- 
cutaneous injections  of  0.1  cc.  each 
are  given  at  daily  intervals. 


P0I50I1  IUY  EXTRACT 


SUPPLIED  in  rubber-stoppered 
vials  containing  3 cc. 


The  Arlington  Chemical  Company 


YONKERS  1 


NEW  YORK 


oven  effectiveness 
aliergic  disorders  confirms 
the  distinctive  position  of 


BENADRYL' 

as  an  outstanding 

antihistaminic  agent. 

BENADRYL 

FOR  INJECTION 

The  clinical  efficacy  of  the  oral  forms  — Kapseals,®  capsules,  and 
elixir— is  now  available  parenterally  to  meet  the  urgency  of  severe  or 
acute  conditions.  The  prompt  action  of  BENADRYL  Hydrochloride 
solution  has  been  found  useful  in  severe  angioneurotic  edema,  acute 
urticaria,  acute  asthma,  anaphylactic  reactions  following  animal 
serum  injections,  drug  reactions  to  penicillin,  liver  extract,  insulin, 
sodium  morrhuate,  irradiation  sickness,  acute  exacerbations  of  chron- 
ic allergic  conditions. 


Intravenous  or  intramuscular  administration  of  1 to  5 cc„  representing:  10  to  50  mg.  of 
Benadryl  Hydrochloride,  produces  a favorable  response  In  most  cases  amenable  to 
antihistaminic  therapy,  steri-vials  benadryl  Hydrochloride  (diphenhydra- 
mine hydrochloride,  P.  D.  & Co.)  are  10  cc.  rubber-diaphragm-capped  vials 
containing  10  mg.  benadryl  Hydrochloride  in  each  cubic  centimeter 
of  sterile,  nqueous  solution. 

For  oral  administration  benadryl  is  available  in  50  mg.  Kapseals, 

25  mg.  capsules,  and  as  an  elixir  containing  10  mg.  per  teaspoonful. 


ARKE,  DAVIS  & COMPANY  . DETROIT  32,  MICHIGAN 


Patient  of  intermediate 
type  of  build;  roentgen- 
ograms showed  spon- 
dylolisthesis. grade  1, 
with  congenital  defects. 
Symptoms  developed 
after  a fall  on  the  ice 
during  pregnancy. 


Same  patient  after  appli- 
cation of  support.  Patient 
reported  relief  from  pain 
which  was  confined  to 
the  back  and  called 
attention  to  the  ease  and 
comfort  in  the  wearing  of 
the  support. 


Aid  in  conservative  treatment  when  the 
fifth  lumbar  vertebra  slips  on  the  sacrum 


. . . advantages  of  the  C/yWP  lumbosacral  supports 


...THE  WELL  BONED  BACK  — Curves  in  and  under  the  gluteal 
muscles,  relieving  the  tension  of  these  muscles  on  their 
attachments. 

Wide  shaped  piece  of  material  at  top  (fastening  in  front) 
holds  the  support  still  more  closely  about  the  lumbar  spine, 

%..THE  SIDE  LACING  ADJUSTMENT  — Assists  in  steadying 
the  pelvic  girdle. 

It  also  allows  for  reinforcing  with  aluminum  steels  or 
Camp  Spinal  Brace. 

The  elastic  releases  make  for  comfort. 


S.  H.  CAMP  AND  COMPANY  . JACKSON,  MICHIGAN 

World's  Largest  Manufacturers  of  Scientific  Supports 

r\cc. xt \/ i.  _ /~l  ■ _ wr  • ..j rv ■ . i .i 
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UIR1NARY  ANTI: 


DRU< 
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MANDELAMINE 

REG.  U.  S.  PAT.  OFF. 

Brand  of  Hexydaline 
(Methenamine  Mandelate) 

Clinicians  recognize  that  the  value  of  many  otherwise 
effective  antibacterial  agents  is  limited  by  the  poten- 
tial development  of  drug-fastness. 

MANDELAMINE*  therapy  is  conspicuously  free  of  this 
disadvantage1 2 3'-— a feature  that  is  especially  welcome 
when  therapy  is  prolonged  or  must  be  repeated,  man- 
delamine  exhibits  a broad  range  of  therapeutic  activ- 
ity, is  well  tolerated,  and  is  virtually  nontoxic  in  rec- 
ommended doses. 

MANDELAMINE  offers  these  6 outstanding  advantages: 


1 . No  gastric  upset 

2.  Wide  antibacterial  range 

3.  No  accessory  acidification 
(except  when  urea-splitting 
organisms  are  present) 


4.  No  fluid  regulation— no 
dietary  restriction 

5.  No  danger  of  drug-fastness 

6.  Simple  oral  dosage— 3 or  4 
tablets  three  times  a day 


Supplied:  Enteric-coated  tablets  of  0.25  Cm.  (33.  grains) 
each,  in  packages  of  120  tablets  sanitaped;  bottles  of  500 
and  1,000  tablets. 

♦mandelamine  is  the  registered  trademark  of  Nepera  Chemical  Co., 
Inc.,  for  its  brand  of  Hexydaline. 

1.  Duca,  C.  J.,  and  Scudi,  J.  V.:  Proc.  Soc.  Exper.  Biol.  & Med. 
66:  123  ( 1947). 

2.  Scudi,  J.  V.,  and  Duca,  C.  J.:  J.  Urol,  (to  be  published). 


NEPERA  CHEMICAL  CO.,  INC. 

Manufacturing  Chemists 

NEPERA  PARK  YONKERS  2,  N.  Y. 
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DEVEGAN therapy  has  been 
considered  by  physicians  who  have 
reported  on  its  use  as  the  most  effective, 
convenient  and  cleanest  method  of  eradicating  a 
number  of  pathogenic  bacteria  causing  vaginal  infections. 

DEVEGAN  was  developed  for  the  destruction  of  the  trichomonas  — 
by  means  of  acetylaminohydroxyphenylarsonic 
acid  — and  for  the  restoration 
of  a normal  lactobacillary  flora  in  cases  of  mixed  infection.  The  effect  is  produced 

promptly  and  decidedly  shortens  the  time  of  treatment. 


DEVEGAN  tablets  for  home  treatment  in  boxes  of  25  and  250. 
DEVEGAN  powder  for  office  insufflation  in  1 0 gram  vials 
and  1 oz.  and  8 o z.  bottles. 

Winthrop-Stearns  Inc. 

New  York  1 3,  N.  Y.  • Windsor,  Ont ; 

DEVEGAN,  trademark  registered  U.  S.  & Canada 


WINTHROP-STEARNS 


1560 


ESSAYS  ON 
HISTORICAL 
MEDICINE 

by  Bernard  J.  Ficarra,  M.D. 

Member  of  American  Association  of 
the  History  of  Medicine;  New  York 
Society  for  Medical  History;  New 
York  Academy  of  Sciences. 

TABLE  OF  CONTENTS 

I.  American  Pioneers  in  Abdominal  Surg- 

ery. 

II.  Amputations  & Protheses  through  the 

Centuries. 

III.  Famous  Cripples  of  the  Past. 

IV.  Surgical  References  in  Shakespeare. 

V.  The  Evolution  of  Blood  Transfusion. 

VI.  Walter  Reed  at  Kings  County  Hospital. 

VII.  An  Historical  Review  of  Pathology. 

VIII.  Famous  Autopsies  in  History. 

Cloth,  octavo;  224  pages;  SO  illustrations/.  Price  $5.00 

FROBEN  PRESS,  INC. 


1776  BROADWAY, 


NEW  YORK  19,  N.  Y 


SODASCORBATE 


SODASCORBATE,  Van  Patten  s brand  of 
sodium  ascorbate,  offers  a distinct  im- 
provement in  Vitamin  C therapy  because 
it  is: 

Free  from  the  irritative  and  acid-shift 
effects  frequently  experienced  with  large 
doses  of  plain  ascorbic  acid. 

Approximately  neutral  in  chemical  re- 
action. 

Stable , pleasant-tasting. 

Each  tablet  contains  120  mg.  of  sodium  ascorbate 
equivalent  in  Vitamin  C activity  to  100  mg.  of 
ascorbic  acid. 

Sign  and  mail  coupon  below  for  samples  and  literature 

VAN  PATTEN  PHARMACEUTICAL  CO.  ™ 
1227  Loyola  Ave.,  Chicago,  26 
Gentlemen:  Please  send  items  checked: 
SODASCORBATE  Q Samples  □ Literature 


Dr.. 


Address. 
Town 


.State. 


SHOPS  CONVENIENTLY  LOCATED 


MANHATTAN-34  West  36th  Street 
BROOKLYN  — 288  Livingston  Street 
FLATBUSH — 843  Flotbush  Avenue 
HEMPSTEAD  — 24  1 Fulton  Avenue 
NEW  ROCHELLE-545  North  Avenue 
EAST  ORANGE-29  Washington  PI. 
HACKENSACK-290  Main  Street 


Over  85  years 

Since  the  first  Hanger  Limb  was  manufactured 
in  1861,  Hanger  Artificial  Legs  and  Arms  have 
given  satisfaction  to  thousands  of  wearers.  These 
people,  once  partially  or  completely  incapaci- 
tated, have  been  able  to  return  to  work  and  play 
and  to  take  part  in  the  everyday  activities  of  life. 
To  many  thousands,  the  Hanger  seal  is  a symbol 
of  help  and  hope.  To  them,  and  to  all,  the  Hanger 
name  is  a guarantee  of  Comfort,  Correct  Fit,  and 
Fine  Performance. 

HANGERTu^ 


98  Central  Ave.,  104  Fifth  Avenue, 

Albany  6,  N.  y.  New  York  1 1 , New  York 

200  Sixth  Avenue, 

Pittsburgh  30,  P«, 


QtM\ 

patients  can  enjoy 


low*salt  diets 

new  and  ONLY  sodium-free 
salt  substitute  that  tastes 


exactly  like  table  salt 


that  makes  food  taste  exactly  like 
- food  seasoned  with  salt... 
no  bitter,  disagreeable  taste. 

WESTSAL -in  convenient  liquid  form -can 
be  used  as  safely  and  freely  as  salt... 
at  the  table,  in  cooking  and  baking. 
WESTSAL  enables  patients  with 

CONGESTIVE  HEART  FAILURE 
HYPERTENSION 
TOXEMIAS  of  PREGNANCY 

1.  to  adhere  faithfully  to  low-salt  diets 

2.  enjoy  food  and  be  adequately  nourished 

3.  keep  harmful  sodium  intake  at  a minimum 


WESTSAL  is  a solution  of 
lithium  chloride  with  small 
amounts  of  citric  acid  and 
potassium  iodide  (iodizing  traces) 
• Bottles  of  VU  o i. 


send  for  tasting  samples 

and  just  taste  it! 

• 

WESTWOOD  PHARMACAL  CORP. 
468  Dewitt  St.,  Buffalo  13,  N.Y. 

Subsidiary  of  Foster  Milburn  Co. 

• 


<> 


J 
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Significant  Clinical  Results 
in  Certain  Allergic  Disorders 

Extensive  clinical  investigation  has  established  that: 

Neo-Antergan  produces  EFFECTIVE  SYMP-  This  remarkably  efficient  histamine  an- 
TOMATIC  RELIEF  in  a high  percentage  of  tagonist  possesses  a WIDE  MARGIN  OF 
patients  with  certain  allergic  manifestations.  SAFETY. 

^ Patients  who  fail  to  respond  satisfactorily  to  other  therapeutic 
methods  may  receive  effective  symptomatic  relief  from  Neo-Antergan. 


The  majority  of  patients  readily  tolerate  the 
average  therapeutic  dose  of  50  mg.,  two  to 
four  times  daily.  In  some  cases,  2 5 mg.,  two 
to  four  times  daily,  will  afford  appreciable 
symptomatic  relief  with  minimal  side  effects. 
Side  reactions,  when  they  occur,  have  been 
found  to  be  generally  mild  and  transient. 


Discontinuance  of  treatment  has  been  nec- 
essary only  in  approximately  1 1 2 per  cent 
of  patients. 

Your  local  pharmacy  stocks  Neo-Anter- 
gan in  2 5-mg.  and  50-mg.  tablets,  supplied 
in  packages  of  100  and  1,000. 


INDICATIONS:  HAY  FEVER  . PRURITUS  . URTICARIA  . VASOMOTOR  RHINITIS  . ATOPIC  DERMATITIS 

ECZEMA  • ALLERGIC  DRUG  REACTIONS  • and  certain  other  allergic  disorders. 


MALEATE 


(Brand  of  Pyranisamine  Maleate) 

(N-Zt-methoxybenzyl-NSN'-di- 
methy  1 - N -a-pyridy  le  thylene- 
diamine  maleate) 


MERCK  & CO.,  Ine. 

Manufacturing  Chemists 

RAHWAY,  N.  J. 
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This  is  the  type  of  advertising 
Beech-Nut  is  running  in  newspapers 
and  magazines  to  reach  mothers 


Uwo  people 


whose  judgment  i 


you  can  depend  on 


Babies  know,  too,  that 
Beech-Nut  meal  time 
is  happy  time. 


Your  baby  knows  when  he  wants  to 
eat,  and  how  much. 

Your  baby's  doctor  knows  what  the 
baby  should  eat  and  every  mother 
should  seek  the  advice  of  a food 
specialist  in  infant  feeding. 

There  is  but  one  more  important  mat- 
ter for  mothers  to  remember:  Beech- 
Nut  has  always  cooperated  with 
doctors  in  the  selection  and  processing 
of  baby  foods.  They  are  scientifically 
prepared  — the  natural  food  values 
and  flavor  are  retained  in  high  degree. 
You  never  go  wrong  with  Beech-Nut. 


Beech-Nut 


N GLASS 
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BURDENED  HEART 
EDEMATOUS  TISSUES 


DUBIN  AMINOPHYLLIN 

ACTIVE  DIURETIC  • MYOCARDIAL  STIMULANT 
BRONCHIAL  RELAXANT 


DISTRESSED  LUNGS 


- . R <c,« . ^ 


In  Bronchial  Asthma,  Paroxysmal  Dyspnea, 
Cbeyne-'Stokes  Respiration. 

TABLETS  • AMPULS  • POWDER  • SUPPOSITORIES 


H.  E.  DUBIN  LABORATORIES,  Inc.,  250  East  43rd  St.,  New  York  17,  N.Y. 


INDEX  TO  ADVERTISED  PRODUCTS 


Aminophyllin  (H.  E.  Dubin  Laboratories, 

Inc.) 1564 

Aminophyllin  (G.  D.  Searle  & Co.) 1545 

Auralgan  (The  Doho  Chemical  Corporation) . 1543 

Bellergal  (Sandoz  Chemical  Works,  Inc.) ....  1540 

Beminal  (Ayerst,  McKenna  & Harrison 

Limited) 1549 

Benadryl  (Parke,  Davis  & Company) 1555 

Combisul  (Schering  Corporation) 1551 

Crysticillin  (E.  R.  Squibb  & Sons) 1548 

Decholin  (Ames  Company,  Inc.) 1539 

Des  (Grant  Chemical  Co.,  Inc.) 1565 

Devegan  (Winthrop-Stearns  Inc.) 1559 

Diapene  (Homemakers’  Products  Corpora- 
tion)   1568 

Digitaline  Nativelle  (Varick  Pharmacal  Com- 
pany)   1646 

Estivin  (Schieffelin  & Co.) 1538 

Harplex  (Harmon  Chemicals,  Inc.) 1568 

Koromex  (Holland-Rantos  Company,  Inc.)  . . 1558 

Mandelamine  (Nepera  Chemical  Co.,  Inc.) . . 1557 

Mercuhydrin  (Lakeside  Laboratories,  Inc.) . . 1571 

Neo-Antergan  (Merck  & Co.,  Inc.) 1562 

Neo-Synephrine  (Winthrop-Stearns  Inc.) . . . 1541 

Nitranitol  (The  Wm.  S.  Merrell  Company) 

2nd  cover 

Nucarpon  (Standard  Pharmaceutical  Co., 


Poison  I vy  Extract  (The  Arlington  Chemical 

Company) 1554 

Pyribenzamine  (Ciba  Pharmaceutical  Prod- 
ucts, Inc.) 3rd  cover 

Ramses  (Julius  Schmid,  Inc.) 1570 

Scorutone  (Novocol  Chemical  Mfg.  Co.,  Inc.)  1544 
Sodascorbate  (Van  Patten  Pharmaceutical 
Co.) 1560 


Sopronol  (Wyeth  Incorporated) 1569 

Surfacaine  (Eli  Lilly  and  Company) 1574 

Tarbonis  (The  Tarbonis  Company) 1553 

Thesodate  (Brewer  & Company,  Inc.) 1639 

Thum  (Num  Specialty  Co.) 1546 

Trimeton  (Schering  Corporation) 1567 

Vodisan-Vodust  (Vodine  Company) 1550 

Westsal  (Westwood  Pharmacal  Corp.) 1561 

Dietary  Foods 

Baby  Foods  (Beech-Nut  Packing  Company)  1563 
Evaporated  Milk  (Carnation  Company) ....  1547 

Malt  Soup  Extract  (Borcherdt  Malt  Extract 

Company) 1641 

Ovaltine  (The  Wander  Company) 1573 

Pabena  (Mead  Johnson  & Company) . . . ,4th  cover 
Similac  (M  & It  Dietetic  Laboratories,  Inc.) . 1566 

Medical  & Surgical  Equipment 

Artificial  Eyes  (Fried  & Kohler,  Inc.) 1535 

Artificial  Limbs  (J.  E.  Hanger,  Inc.) 1560 

Hydrogalvanic  Generators  (Teca  Corpora- 
tion)   1542 

Orthopedic  Shoes  (Pediforme  Shoe  Co.) 1560 

Supports  (Wm.  S.  Rice,  Inc.) 1564 

Supports  (S.  H.  Camp  and  Company) 1556 

Miscellaneous 

Books  (Froben  Press,  Inc.) 1560 

Brioschi  (G.  Ceribelli  & Co.) 1645 

Candy  (National  Confectioners  Association)  1536 
Cigarettes  (R.  J.  Reynolds  Tobacco  Co.) ....  1537 

Milk  Stout  (Greenwich  Village  Beverages, 

Inc.) 1568 

Petechiometer  (Rexall  Drug  Company) 1572 

Spring  Water  (Saratoga  Springs  Authority) . . 1552 


WHEN  YOU  NEED  A GOOD  SUPPORT 

FOR  REDUCIBLE  HERNIA  — may  we  suggest  the  advantages  of 

“custom-made”  Protection,  designed  to  meet  the  described  needs  of  each  particular  case?  Physi- 
cians, who  know  from  experience,  can  tell  you  that  Rice  “custom-made”  Supports  for  reducible 
HERNIA  are  truly  different  and  that  our  methods  are  dependable.  With  dozens  of  different 
styles,  shapes  and  types  of  pads  at  our  disposal  and  with  a full  realization  of  our  responsibility  to 
those  who  put  their  faith  in  us  —we  respectfully  offer  our  services  for  your  approval.  Descrip- 
tive literature  and  measurement  charts  on  request 

WILLIAM  S.  RICE,  Inc.,  (Lock  Box  101),  ADAMS,  NEW  YORK 

BRANCH  SUPPLY  AND  FITTING  OFFICES 

BUFFALO,  N.  Y.— ROCHESTER,  N.  Y.— PITTSBURGH,  PA. 
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DEAD 


.681,600 
fetal  deaths, 
10,000 
maternal 
deaths' 


Stop  This  Appalling  Waste  of  Human  Fertility! 
des  tablets  provide  proven  therapy  in  abortion,  miscarriage 
and  premature  labor — plus  added  extra  advantages  of: 
GREATER  SPECIFIC  EFFECT  . . . for  therapy  in  as  well  as 
for  prevention  of  abortion,  miscarriage  and  premature  labor. 
GREATER  SPEED  OF  ACTION  ...  readily  absorbed,  quickly 
effective  and  extremely  well  tolerated  by  oral  administration. 
GREATER  ECONOMY  . . . newest  development  in  high  po- 
tency estrogenic  substances  makes  for  lowest  cost. 

GREATER  SAFETY  . . . clinical  studies  show  pregnant  women 
tolerate  with  ease  doses  of  des  1000  times  greater  than  non- 
pregnant women. 

GREATER  SUCCESS  . . . clinical  reports  by  Karnaky,  Rosen- 
blum,  White  and  Smith  and  Smith  show  percentage  successes 
in  all  cases  trqated  greater  than  with  any  other  accepted 
methods. 


des 


Tablets, 

25.0  milligrams. 

Grant  Process 

alpha-alphd-diethyl-4,  4 ' -stilbeneihul 

diethylstilbestrol  U.S.P.,  XIII 

grant  chemical  co.,  inc.,  95  madison  avenue 
new  york  16,  new  york 
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The  weight  curves  represented  above  are  to  be 
found  in  actual  hospital  (name  on  request)  records 
of  75  consecutive  infants  fed  on  Similac  for  six 
months  or  longer.  Not  once  in  this  entire  series  of 
75  cases  was  it  necessary  to  change  an  infant’s 
feeding  because  of  gastro-intestinal  upset. 
Similarly  good  uniform  results  are  constantly  being 
obtained  in  the  practice  of  many  physicians  who 
prescribe  Similac  routinely  for  infants  deprived, 
either  wholly  or  in  part,  of  mother’s  milk. 


A powdered,  modified 
milk  product  especially 
prepared  for  infant  feed- 
ing, made  from  tuberculin 
tested  cow’s  milk  (casein 
modified)  from  which  part 
of  the  butter  fat  has  been 
removed  and  to  which  has 
been  added  lactose,  cocoa- 
nut  oil,  cocoa  butter,  corn 
oil,  and  olive  oil.  Each 
quart  of  normal  dilution 
Similac  contains  approx- 
imately 400  U.S.P.  units 
of  Vitamin  D,  and  2500 
U.S.P.  units  of  Vitamin 
A as  a result  of  the  addi- 
tion of  fish  liver  oil  con- 
centrate. 


I 

1 


I 


M & R DIETETIC  LABORATORIES,  INC.  • COLUMBUS  16,  OHIO 


Among  the  profusion  of  new  antihistaminics  to 

Trf  choose. from  today  one  stands  out. 


nmeton 


(BRAND  OF  PROPHENPYRAMINE) 


Trimeton  not  only  meets  the  demand  for  a preparation  with  fewer  side 
effects,  but  it  is  also  approximately  twice  as  potent  as  other  available 
antihistaminics.  Selected  by  Schering’s  research  staff  after  four  years 
of  experimentation  Trimeton  has  been  thoroughly  tested  in  the  lab- 
oratory and  clinic.  Trimeton  provides  the  allergic  individual  with 
rapid  and  prolonged  relief  from  hay  fever,  allergic  rhinitis,  urticaria, 
allergic  eczema,  and  some  cases  of  asthma. 

A single  tablet  of  25  mg.  usually  initiates  relief,  within  fifteen  to  thirty 
minutes,  which  may  last  as  long  as  six  hours  in  many  instances.  Three 
tablets  daily  or  less  are  sufficient  for  the  average  adult. 

Trimeton,  phenyl- 1 2-pyridyl)  - (/3-N,N-dimethylaminoethyl  I -methane, 
is  available  in  25  mg.  tablets,  scored,  in  bottles  of  100  and  1000. 


CORPORATION  • BLOOMFIELD.  N J. 

CANADA.  SCHEMING  CORPORATION  LIMITED.  MONTREAL 


TRIMETON 


1568 


“MEDICATES  THE  IHAPER” 

The  cause  of  ammonia  dermatitis  is 
ammonia  liberated  by  bacterial  de- 
composition of  urinary  urea.  DIAPENE 
— impregnated  into  the  laundered 
diaper  merely  by  rinsing  — checks  the 
particular  bacillus  which  releases  am- 
monia from  the  baby’s  urine.  DIAPENE, 
therefore,  prevents  and  relieves  diaper 
rash  by  eliminating  the  cause. 
IMPORTANT:— DIAPENE  is  as  basically 
necessary  as  baby  oil,  powder  or  oint- 
ment, because  chafing,  prickly  heat, 
allergy  rashes,  etc.,  are  often  aggra- 
vated by  ammoniacal  urine.  DIAPENE  is 
a prophylactic  MUST  for  every  baby! 
For  prevention,  medicate  only  "night”  diapers. 
For  treatment,  medicate  all  the  diapers. 
One  tablet  to  2 qts.  water,  a rinse  for  6 diapers. 


Bacteriologically  and  Clinically 
Tested  for  Doctor’s  Use  — 


Cnn*?*  toiT  ti  r>  (' 


Hombmakbrs’  Products  Corporation  ns-12 
380  Second  Avc.,  New  York  10,  N.  Y. 

Please  send  me,  without  cost,  literature  and  sam- 
ples of  DIAPENE  to  eliminate  cause  of  diaper 
rash  ( ammonia  dermatitis). 


Address — — | 

City Zone State I 

I average — diaper  rash  cases  weekly. 


NOW  IN  AMERICA! 


Long  a best-seller 
in  the  United  Kingdom, 
MACKESON’S  MILK  STOUT 
is  an  entirely  different  and 
really  delicious  brew  that  can 
be  recommended  in  all  cases 
where  a stout  is  advisable.  It 
contains  the  carbohydrates 
of  the  purest  dairy  milk. 

Samples  sent  on  request 
Imported  bp 

Greenwich  Village  Beverages,  Inc. 
579  West  1 3 Otb  St.,  New  York  City 


for  intensive  "B"  therapy 

harplex 

(HIGH  "B"  COMPLEX) 


Harplex  presents  the  physician 
with  a basic  and  practical 
therapeutic  formula  for  the 
treatment  of  frank  deficiency 
states.  Easily  administered, 
well  tolerated,  readily  assimi- 
lated, Harplex  merits  your  con- 
sideration wherever  high  "B" 
Complex  therapy  is  indicated. 

Write  for  full  details 


FOR  INTRAMUSCULAR 
OR  INTRAVENOUS  USE 
30cc  Multiple  Dose  Viol 
Each  I cc.  contains: 
Thiomin  HCI  ..100  mg. 

Riboflavin  2 mg. 

Pyridoxine  HC1 10  mg. 
Calcium  Pantothenale 
1 mg. 

Niacinamide  200  mg. 
Propyl  Parahydroxy- 
benzoate   0.02% 


HARMON  CHEMICALS,  INC. 

66  Herkimer  PI.,  Brooklyn  16,  N.Y. 


Methyl  Parahydroxy- 
benzoate   0.18% 

Benzyl  Alcohol 2% 
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SOPPOOOL  l/QWQ  FOP  OFFtCF  TPFATMFOT 


Nature  has  its  own  defense  against  the  invasive  fungi 
involved  in  dermatophytosis — the  fatty  acids  which  oc- 
cur in  human  sweat,  which  include  propionic  and  caprylic. 

Sopronol  Improved  is  therapeutically  effective  be- 
cause it  contains  propionates  and  caprylates.  Sopronol 
is  based  upon  Nature’s  own  healing  processes. 

And  Sopronol  is  virtually  non-irritating,  uou-kera- 
tolytic,  non-sensitizing.  It  is  mild  and  safe. 


y/jj/'f/j 

& 


OINTMENT 

FOR  DIRECT  APPLICATION 

Sodium  propionate 

12.3% 

Propionic  acid 

2.7% 

Sodium  caprylate 

10% 

Zir\c  caprylate 

5% 

1 oz.  tubes 

DUSTING  POWDER 

FOR  SOCKS  AND 

SHOES 

Calcium  propionate 

15% 

Zinc  propionate 

5% 

Propionic  acid 

0.25% 

Zinc  caprylate 

5% 

2 and  5 oz.  canisters 

LIQUID 

FOR  DIRECT  APPLICATION 

Sodium  propionate 

12.3% 

Propionic  acid 

2.7% 

Sodium  caprylate 

10% 

2 oz.  bottles 
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' LITTLE  THINGS  THAT  COUNT 

.Examine  the  “RAMSES”*  Flexible  Cushioned 
Diaphragm  carefully  and  you  will  discover  the  “little 
things”  that  count  so  much  in  adding  to  the  patient’s  com- 
fort and  protection. 

For  example:  there’s  the  all-important  patented  rim  con- 
struction— flexible  in  all  planes  and  presenting  a wider, 
unindented  area  of  contact  with  the  vaginal  walls. 

Unretouched  photomicrographs.  Enlargement  10  diameters. 


Conventional  Diaphragm  Rim 


Conventional  Diaphragm  Dome 

,5  .#£ 


ft  Wm 


Diaphragm  Rim 
Diaphragm  Dome 

wm  IHIp™ 


: * ' ' • 


. . . and  the  velvet-smooth  dome — made  of  pure  gum  rubber 
by  an  exclusive  process  that  gives  it  lightness,  strength, 
and  unusually  long  life. 

Comparison  quickly  proves  why  the  “RAMSES”  Flexible 
Cushioned  Diaphragm!  is  a first  choice  of  both  physician 
and  patient.  Available  in  sizes  ranging  from  50  to  95 
millimeters,  in  gradations  of  5 millimeters. 

•f  "RAMSES"  Flexible  Cushioned  Diaphragms  are  accepted  by  the  Council  on  Physical 
Medicine  of  the  American  Medical  Association. 

gynecological  division 

JULIUS  SCHMID,  Inc. 

42 3 West  55th  Street , New  York  19,  N.  Y. 

quality  first  since  188 3 


J 


•The  word  "RAMSES"  is  a 
registered  trademark  of  Julius 
Schmid,  Inc 
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“MERCURIAL  DIURETICS  IN  HEART  FAILURE.-.  . . They  often 
yield  splendid  results  in  individuals  in  whom  physical  signs  of 
dropsy  are  lacking  but  water  retention  is  demonstrated  by  the 
large  loss  of  weight  that  follows  the  administration  of  a diuretic.” 

Fishberg,  A.  M. : Heart  Failure,  2nd  Ed..  Phila.,  Lea  & Febiger,  1946,  p.  733. 

“IN  PERSONS  WITH  HYPERTENSION  and  in  instances  of  heart 
failure  with  pulmonary  congestion  but  without  peripheral 
edema,  mercurial  diuretics  may  be  helpful  in  hastening  the  loss 
of  sodium  or  in  permitting  a somewhat  more  liberal  diet.  . . . 

In  most  cases  hypertensive  patients  with  normal  blood  urea 
levels  can  be  safely  tried  on  sodium  depletion.” 

The  Treatment  of  Hypertension,  editorial.  J.  A.  M.  A.  135:576  (Nov.  1)  1947. 

“. . . [By]  the  more  frequent  usage  of  the  mercurials  in  cardiac 
dyspnea  the  attending  physician  . . . PROLONGS  THE  LIFE  AND 
* COMFORT  of  his  patient.” 


Donovan,  M.  A.:  New  York  State  J.  Med.  45:1756  (Aug.  15)  1945. 
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Meralluride  Sodium  Solution 


ffw//  {(j/etrrfor/  /vca/foj,  a f/itite/tc  fj/?  c/toice 


• “Local  effects  of  intramuscular  injection.  . . . The  results 
strongly  favored  MERCUHYDRIN.” 

Modell,  W.,  Gold.  H.  and  Clarke,  D.  A.:  J.  Pharm.  & Exper.  Therap.  84:284  (July)  1945. 


• “The  authors  favor  the  administration  of  mercury  intramuscularly 
rather  than  intravenously  and  for  this  purpose  employ 
preparations  such  as  MERCUHYDRIN.” 

Thorn,  G.  W.  and  Tyler,  F.  H. : Med.  Clin.  North  America  (Sept.)  1947,  p.  1081. 


• “The  results  of  our  experiments  suggest  that  the  greatest 
cardiac  toleration  for  a mercurial  diuretic  occurs  with 
MERCUHYDRIN.” 

Chapman  D.  W.  and  Shaffer,  C.  F. : Arch.  Internal  Med.  79:449,  1947. 


• “We  have  limited  the  use  of  chemical  diuretics  almost 
entirely  to  . . . MERCUHYDRIN.” 

Weiaer,  F.  A.:  Grace  Hospital  Bulletin,  Detroit  (Jan.)  1947,  p.  25. 
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The  Petechiometer 

« 

a Rexall  exclusive 


YOU  CAN  DEPEND  ON 
ANY  DRUG  PRODUCT  THAT 
BEARS  THE  NAME  REXALL. 


The  Petechiometer — exclusive  with  Rexall — is  a new  de' 
used  in  the  measurement  of  capillary  fragility.  It  is  a simp 
cation  of  the  suction-type  resistometer  used  in  the  Dalldorf  t 


A small  suction  pump  with  a spring-returned  plunger 
clear  plastic  suction  cup,  the  Petechiometer  applies  nega 
pressure  to  a hairless  area  of  skin  two  centimeters  in  diame 
A magnifying  glass  blown  into  the  upper  surface  of  the  cup  hi 
count  petechiae  which  develop. 


The  air  is  expelled  from  the  suction  cup  by  pressure  of  thu 
on  plunger.  The  cup  is  then  placed  lightly  but  firmly  upon 
skin.  As  thumb  pressure  is  released,  spring  action  applies  s 
tion.  After  one  minute,  suction  is  released;  after  five  minu 
petechiae  are  counted.  By  moving  an  adjustable  “stop”  i 
the  test  may  be  repeated  at  two  additional  suction  levels.  I 
member  that  increased  capillary  fragility  is  a complication 
many  clinical  conditions. 


You  can  obtain  the  Petechiometer  only  at  drug  stores  ( 
playing  the  familiar  blue  and  white  Rexall  sign — your  assura 
of  drugs  manufactured  under  rigid  laboratory  control,  cc 
pounded  with  superior  pharmacal  skill.  Your  Rexall  drugt 
will  be  glad  to  tell  you  more  about  the  Petechiometer.  Or  w 
to  Rexall  Drug  Company,  Los  Angeles,  California. 


* Petechiometer  is  a registered  trade-mark  owned  by  the  Rexall  Drug  Comf. 
covering  a clinical  device  for  the  measurement  of  capillary  tragi 


LOS  ANGELES,  CALIFORNIA 

PHARMACEUTICAL  CHEMISTS  FOR  MORE  THAN  45  YEA 
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When  the  need  for  dietary  supplementa- 
tion arises,  the  delicious  food  drink  made 
by  mixing  Ovaltine  with  milk  finds  wide 
application.  This  dietary  supplement  pro- 
vides generously  of  all  nutrients  consid- 
ered necessary,  in  balanced  proportion 
for  optimal  utilization.  Three  glassfuls 
daily,  in  conjunction  with  even  an  aver- 
age diet,  raises  the  intake  of  essential 
nutrients  to  optimal  levels. 

Its  appealing  taste  and  easy  digestibil- 


ity virtually  assure  patient  acceptance,  as 
well  as  consumption  of  the  recommended 
three  glassfuls  daily. 

Ovaltine  finds  valuable  use  pre-  and 
postoperatively,  following  recovery  from 
infectious  disease,  in  pregnancy  and  lac- 
tation, in  pediatrics  in  the  management 
of  food-resistant  children,  and  to  supple- 
ment restricted  dietaries  whether  pre- 
scribed or  self-imposed  as  a result  of 
food  aversions  and  idiosyncrasies. 


THE  WANDER  COMPANY,  360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILL. 


Three  servings  daily  of  Ovaltine,  each  made  of 
'/*  oz.  of  Ovaltine  and  8 oz.  of  whole  milk,*  provide: 


CALORIES 

. . 669 

VITAMIN  A 

3000  I.U. 

PROTEIN 

. . 32.1  Gm. 

VITAMIN  Bi 

1.16  mg. 

FAT 

. . 31.5  Gm. 

RIBOFLAVIN 

2.00  mg. 

CARBOHYDRATE  . 

. . 64.8  Gm. 

NIACIN  

6.8  mg. 

CALCIUM  

. . 1.12  Gm. 

VITAMIN  C . 

30.0  mg. 

PHOSPHORUS  . . . 

. . 0.94  Gm. 

VITAMIN  D . 

417  I.U. 

IRON 

COPPER  

0.50  mg. 

‘Based  on  average  reported  values  for  milk. 
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the  unique  surface  anesthetic 


'Surfaeaine’  (Cyclomethycaine,  Lilly)  produces 
an  unusually  powerful  surface  anesthesia  on 
damaged  or  diseased  skin  and  on  rectal,  vaginal, 
urethral,  and  bladder  mucous  membranes 
within  a few  minutes  after  application. 
Anesthesia  usually  persists  for  four  to  eight 
hours  and  may  be  made  continuous  with  regular 
applications.  Systemic  toxicity  has  not  been 
observed  in  extensive  clinical  usage,  even  when 
the  drug  is  applied  to  burns  covering  a large 
part  of  the  body  surface.  Allergy  to  'Surfaeaine7 
is  rare.  The  following  pharmaceutical  forms, 
for  every  indication,  are  provided  on  the 
physician’s  specification: 


Ointment  'Surfaeaine,'  1 percent , in  1-oz.  tubes  ivith 
removable  rectal  tips,  and  in  1-lb.  and  5-lb.  packages 

Jelly  ' Surfaeaine 0.25  percent,  in  1-oz.  tubes 

Cream  ' Surfaeaine ,’  0.5  percent,  in  1-oz.  tubes , 
and  in  1-lb.  and  5-lb.  packages 
( Miscible  with  water  but  contains  no  water) 
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Editorials 

The  Annual  Meeting,  1948 


The  one  hundred  forty-second  annual 
meeting  of  the  Medical  Society  of  the  State 
of  New  York,  recently  concluded,  was 
attended  by  more  than  6,000,  of  whom 
5,251  were  physicians.  This  is  the  largest 
total  attendance  recorded  at  any  annual 
meeting  thus  far. 

The  House  of  Delegates,  faced  with  an 
overwhelming  mass  of  business  to  transact, 
was  called  to  order  Monday,  May  17,  by  Dr. 
Louis  H.  Bauer,  president  of  the  Society, 
and  thereafter  the  one  hundred  and  forty- 
second  annual  meeting  proceeded  with  the 
regular  order  of  legislative,  scientific,  and 
educational  work. 

Invited  guests  were  introduced  who  spoke 
briefly,  principally  on  the  subject  of  the 
development  of  emergency  medical  service 
for  the  region,  the  State,  and  the  Nation. 
Resolutions  were  then  received,  those  of 
greatest  importance  dealing  with  the  estab- 
lishment of  Red  Cross  nation-wide  blood 
donor  service,  hospital  expansion  by  the 
Veterans  Administration,  the  World  Health 
Organization,  the  Health  Insurance  Plan 
for  Medical  Service  in  New  York  City,  and 


discrimination.  This  year  for  the  first  time 
the  Journal  will  probably  print  the  com- 
plete minutes  of  the  House  of  Delegates  as  a 
supplement  to  one  of  the  subsequent  regular 
issues  with  an  index  for  the  convenience  of 
members  of  the  Society  in  referring  to  the 
transactions.  The  minutes  will  then  be 
concentrated  in  one  place  instead  of  being 
scattered  through  a number  of  issues. 

The  Teaching  Day,  arranged  by  the  Coun- 
cil Committee  on  Public  Health  and  Educa- 
tion, was  held  on  Tuesday,  May  18,  and  was 
devoted  to  nutrition,  rehabilitation  and 
physical  medicine,  modern  trends  in  medical 
care,  and  a round  table  conference  on  Medi- 
cal Care  Insurance  in  New  York  State. 
Participation  in  this  program  was  large  and 
active,  indicating  a vivid  interest  in  the  sub- 
jects under  discussion.  A lengthy  executive 
session  of  the  House  of  Delegates  was  also 
held. 

The  final  session  of  the  House  on  Wednes- 
day, May  19,  concluded  with  the  election  of 
Dr.  John  J.  Masterson  of  Brooklyn  as  presi- 
dent-elect. and  the  installation  of  Dr.  Leo 
F.  Simpson  of  the  County  of  Monroe  as 
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president.  The  annual  banquet  featured  an 
address  by  Dr.  Roger  I.  Lee  of  Boston,  a 
past  president  of  the  American  Medical 
Association,  and  also  the  presentation  of  the 
Society’s  medal  to  Dr.  Louis  H.  Bauer  of  the 
County  of  Nassau,  retiring  president. 

The  Society  is  to  be  congratulated  on  the 
better  arrangement  of  space  this  year  in  com- 
parison with  that  of  two  years  ago.  The  75 
scientific  exhibits  were  well  placed,  easily 
reached,  and  were  of  more  than  ordinary 
interest.  Graphic  illustration  of  the  his- 
toric and  scientific  work  basic  to  the  present 
preparation  and  distribution  in  New  York 
State  of  BCG  attracted  the  attention  of 
many  physicians  who  will  be  more  and  more 
concerned  with  the  clinical  application  of  the 
new  modality  to  tuberculin  negative  reac- 
tors. 

Appearing  also  for  the  first  time  were 
charts  presenting  the  nature  and  production 
of  radioactive  isotopes  and  their  use  in  bi- 
ology and  medicine,  showing  also  measure- 
ment of  isotope  quantity  and  radiation 


dosage,  safety  precautions  in  the  use  of  iso- 
topes, the  making  of  radioautographs,  and 
tracer  and  therapeutic  use§  of  various  iso- 
topes. 

Where  new  materials  and  procedures  are 
shown,  the  advantage  of  an  attended  exhibit 
becomes  manifest.  We  urge  that,  whenever 
possible,  scientific  exhibitors  arrange  to  have 
someone  qualified  to  answer  questions  pres- 
ent as  much  of  the  time  as  can  be  arranged 
during  the  meeting. 

The  127  technical  exhibits  in  141  booth 
spaces  were  well  arranged  and  interesting. 
When  it  is  remembered  that  without  the 
technical  exhibitors  the  meeting  would  have 
to  be  financed  by  the  dues  of  members  alone, 
the  important  contribution  of  the  exhibitors 
will  be  appreciated. 

Section  meetings  were  well  attended,  and 
the  space  available  this  year  was  adequate 
to  avoid  crowding.  The  large  number  of 
scientific  motion  pictures  shown  attested  to 
the  growing  importance  of  this  art  in  the 
teaching  of  medical  subjects. 


Cancer  Detection  Clinics 


In  response  to  the  propaganda  for  the  early 
detection  of  cancer  as  an  important  factor 
in  the  reduction  of  mortality  from  this  dis- 
ease, diagnostic  centers  have  been  estab- 
lished in  communities  all  over  the  country. 
Their  founding  has  captured  the  public 
imagination ; their  waiting  rooms  are  crowded 
to  such  an  extent  that  there  is  much  de- 
lay and  inconvenience  to  their  clients,  with 
the  inevitable  result  that  many  ill  and  dis- 
appointed individuals  fail  to  return.  Num- 
bers of  people  have  developed  a cancer 
phobia,  yet  if  it  will  make  them  resort  to 
regular,  general,  physical  examinations,  so 
much  the  better.  While  cancer  is  claimed 
to  be  the  second  most  frequent  cause  of 
death,  it  still  constitutes  only  a small  por- 
tion of  human  illness.  An  individual  physi- 
cian may  meet  with  only  a few  cases  a year, 
allowing  perhaps  for  a few  that  may  escape 
his  attention.  Yet,  no  matter  how  small  the 
number,  it  would  be  well  to  know  of  their 
existence  and  apply  available  remedial 
measures  in  time. 

1 News  Letter  of  the  American  College  of  Radiology, 
Vol.  3,  July,  1947. 


Cancer  detection  centers  and  clinics  are 
organized  mainly  to  detect  the  disease;  the 
applicant  is  then  referred  to  the  family 
physician  or  a hospital  if  a suspicious  lesion 
is  found.  However,  merely  finding  a sus- 
picious lesion  by  visual  means  alone,  on 
vaginal  examination  for  example,  is  both 
unsatisfactory  and  insufficient.  Most  gyne- 
cologists will  agree  that  a cytologic  test  or, 
better,  a biopsy  is  necessary.  R.  R.  Newell 
has  stated  that  one  investigator  found  only 
three  early  cases  of  cervical  cancer  in  6,000 
pelvic  examinations,  and  that  more  than  800 
symptomless  persons  over  forty-five  years  of 
age  had  to  be  fluoroscoped  in  order  to  find 
one  gastric  cancer.1  This  is  indicative  of  a 
vast  expenditure  of  time  and  effort,  and 
it  means,  moreover,  that  a person  of  experi- 
ence is  essential  in  making  an  adequate 
diagnosis. 

It  must  be  evident  that  the  mere  multipli- 
cation of  cancer  detection  centers  is  not  the 
complete  answer  to  the  problem.  Uniform 
standards  must  be  developed.  Centers 
must  be  manned  not  only  by  competent 
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personnel  but  must  also  be  prepared  to 
make  smears  and  biopsies  and  to  interpret 
them  properly.  This  might  be  resented  by 
practicing  physicians,  who  are  bound  to 
acknowledge,  however,  that,  unless  prac- 
titioners develop  the  necessary  skills  them- 
selves, people  will  resort  to  the  much-adver- 
tised centers  and  clinics.  Postgraduate 
instruction  of  the  individual  physician  is 
essential,  therefore,  and  our  own  State 
Society  Committee  on  Health  and  Education 
among  others  is  providing  for  such  instruc- 
tion. Its  endeavors  should  be  supported 
and  a cooperative  effort  instituted  among 
doctors,  hospitals,  and  clinics  to  evaluate 
and  care  for  these  patients  scientifically. 
Halfway  measures  will  not  suffice. 

Malignant  disease  is  stated  to  be  on  the 
increase.  Is  this  increase  actual  or  is  it  due 
to  the  fact  that  more  cases  are  recognized 


by  the  means  already  at  hand?  At  present, 
early  surgical  attack  or  radiation  is  indi- 
cated for  control  in  certain  case?  until  we 
know  more  about  the  cause  of  the  disease 
and  until  other  effective  means  of  treatment 
have  been  devised.  In  time,  properly  con- 
ducted research  may  provide  this  needed 
information,  but  until  we  know  more  about 
this  disease,  the  means  for  its  early  recogni- 
tion provide  the  best  hope  for  successful 
early  treatment.  Efforts  by  the  profession 
must  be  concentrated  on  careful,  periodic, 
general  physical  examinations  to  disclose  not 
only  specific  but  all  other  abnormal  condi- 
tions. To  this  end  the  general  practitioner, 
in  particular,  must  develop  his  special  skills 
and  convince  people  that  in  these  skills  the 
public  is  best  served.  Naturally,  it  will  be 
an  uphill  job,  but  time  will  prove  its  advan- 
tages. 


Current  Editorial  Comment 


Hormone  Therapy  for  Breast  Cancer 
Is  Still  Experimental.  The  Therapeutic 
Trials  Committee  of  the  Council  on  Phar- 
macy and  Chemistry1  warns  of  the  grave 
dangers  associated  with  the  treatment  of 
mammary  cancer  with  estrogens  and  andro- 
gens. These  are  palliative  and  experi- 
mental, not  curative.  The  approved  treat- 
ment of  curable  lesions  is  radical  surgery, 
with  or  without  roentgen  radiation.  While 
there  is  hope  of  cure,  give  no  hormones.  The 
palliative  symptomatic  relief  of  hormone 
therapy  should  be  reserved  for  patients 
whose  disease  has  progressed  beyond  the 
possibility  of  cure. 

Within  those  limitations,  estrogens  and 
androgens  may  be  given  with  some  hope 
of  symptomatic  relief  in  cases  selected  care- 
fully. Androgen  may  be  administered,  re- 
gardless of  the  age  of  the  patient  with 
metastatic  lesions  of  the  bones.  The  dose 
is  100  mg.  of  testosterone  propionate  paren- 
terally  three  times  a week  for  ten  weeks, 
followed  by  a maintenance  dose  of  00  mg. 
of  methyl  testosterone  a day  for  ten  weeks. 
In  responsive  patients,  after  two  or  three 
weeks,  pain  decreases,  the  appetite  improves, 
weight  increases,  sleep  becomes  natural, 
there  is  renewed  interest  in  life,  and  a gen- 
eral improvement  comparable  to  that  fol- 
lowing castration  in  cases  of  cancer  of  the 
prostate.  Androgen  usually  has  no  influ- 
ence on  the  primary  malignant  disease  of  the 


breast  or  on  soft  tissue  metastases  in  older 
women;  it  has  masculinizing  effects;  often 
causes  a disturbing  increase  in  sexual  libido , 
and  it  should  be  used  cautiously  in  women 
with  a high  serum  calcium. 

Estrogen  therapy  in  mammary  cancer 
has  been  found  most  beneficial  in  lesions  of 
the  soft  tissues  in  older  women.  Regres- 
sions following  estrogen  treatment  have 
been  noted  in  the  primary  tumor,  soft 
tissue  recurrences,  and  in  lymph  node  and 
pulmonary  metastases.  Other  temporary 
benefits  include  occasional  relief  of  pain  in 
osseous  metastases,  a sense  of  well-being, 
improved  hemopoiesis,  a better  appetite, 
and  gain  in  weight.  The  dose  of  estrogen 
usually  is  10  to  15  mg.  of  diethylstilbestrol 
a day.  Estrogen  therapy  for  carcinoma  of 
the  breast  should  never  be  given  to  any 
patient  who  still  menstruates  or  who  has 
menstruated  within  a period  of  five  years. 
It  accelerates  the  rate  of  growth  of  the  car- 
cinoma. For  estrogen  therapy,  the  most 
suitable  patients  are  those  above  the  age  of 
60. 

In  brief,  hormone  therapy  has  limited 
symptomatic  usefulness  in  hopeless  cases 
of  cancer  of  the  breast:  androgen  for  lesions 
of  the  bones,  and  estrogen  for  lesions  of  the 
soft  tissues. 


1 Council  on  Pharmacy  and  Chemistry,  Report  of  th© 
Council,  Estrogens  and  Androgens  in  Mammary  Canoer, 
J.A.M.A.  135:  987  (Deo.  13)  1947. 
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Comparison  of  the  Effects  of  Margarin 
and  Butter  on  the  Weight  and  Height  of 
Children.  In  a recent  report,  Leichenger 
et  al.  give'  valuable  information  concerning 
the  relative  merits  of  margarin  and  butter. 
The  comparative  value  of  those  two  forms 
of  dietary  fat  (one  of  vegetable,  the  other 
of  animal  origin)  was  shown  by  tests  for 
their  effects  on  the  height  and  weight  of  267 
white  children  between  the  ages  of  two 
and  seventeen  years,  over  a period  of  two 
years.1  The  final  study  of  records  in- 
cluded 160  in  the  margarin  group  and  107 
in  the  butter  group. 

The  diet  was  carefully  supervised  by 
trained  dietitians,  and  regulated  so  that 
25  to  30  per  cent  of  the  total  calories  were 
supplied  by  fat  of  which  (in  the  margarin 
group)  about  two  thirds  was  margarin. 
The  margarin  used  contained  no  fat  from 
animal  sources,  and  was  fortified  with 
15,000  units  of  vitamin  A per  pound,  more 
than  the  average  amount  in  butter.  Under 
medical  supervision,  all  the  children  in 
both  groups  were  weighed  and  measured 
each  month.  The  results  of  blood  studies 
were  without  significance  since  all  figures, 
before  as  well  as  at  the  end  of  the -test 
period,  were  within  normal  limits. 


The  detailed  data  concerning  height  and 
weight,  set  forth  in  six  tables,  indicate  that 
fortified  margarin,  containing  only  vege- 
table fats,  and  butter  are  equally  valuable 
in  sustaining  growth  and  promoting  health. 
The  authors  make  no  claim  that  those  in 
the  margarin  group  were  healthier  simply 
because  their  diet  contained  margarin.  A 
comparison,  however,  of  the  degree  of  good 
health  of  each  group  and  of  the  infirmary 
record  of  each  group,  shows  much  better 
conditions  among  the  children  served 
margarin. 


1 Leichenger,  Eisenberg,  and  Carlson,  J.A.M.A.  136:  388 
(Feb  7)  1948. 

Radiation  Hazards. — Attention  may 

well  be  directed  to  an  article  in  this  issue^of 
the  Journal  dealing  with  the  hazards 
attendant  upon  irradiation,  hazards  that 
involve  the  physician  and  the  technician  as 
much  as  they  do  the  patients — apparently 
even  more  so.  This  hazard  is  generally 
underestimated,  but  is  largely  preventable 
if  proper  and  adequate  precautions  are  em- 
ployed. X-ray  apparatus  and  radium  or 
its  emanations  are  widely  employed,  but 
their  dangers  are  not  generally  appreciated. 
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Branch 

Place  of  Meeting 

Time 
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Fifth 

Watertown 

Afternoon  and  evening 
(dinner) 

September  16 

Eighth 

Batavia 

Afternoon  and  evening 
(dinner) 

September  23 

Third 

Parrott  House, 
Schoharie 

Morning  and  afternoon 
(luncheon) 

September  24  and  25 

Fourth 

Saratoga  Springs 

Friday  afternoon,  Sat- 
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ner Friday  evening) 
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Seventh 
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(luncheon) 
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Sixth 
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Afternoon  and  evening 
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Second 

Garden  City  Hotel, 
Garden  City 

Morning  and  afternoon 
(luncheon) 

October  26 

First 

Newburgh 

Afternoon  and  evening 
(dinner) 

Scientific  Articles 


DYNAMIC  THERAPEUTICS  IN  CHRONIC  DISEASE 

Howard  A.  Rusk,  M.D.,  New  York  City 

(From  the  Department  of  Rehabilitation  and  Physical  Medicine,  New  York  U niversity  College  of  M edicine) 


ONE  OF  the  most  significant  advances  made 
in  rehabilitation  during  the  war  and  the 
immediate  postwar  period  has  been  the  increased 
recognition  given  to  medical  rehabilitation  as  an 
integral  part  of  medical  care.  Just  as  satis- 
factory job  placement  is  the  capstone  of  any 
successful  program  of  services  to  the  handicapped, 
medical  rehabilitation,  starting  at  the  earliest 
possible  moment  following  acute  illness  or  injury, 
is  the  foundation,  since  all  subsequent  rehabilita- 
tion processes  are  built  upon  the  residual  dis- 
ability which  medical  care  cannot  eliminate. 

Unfortunately,  until  the  advent  of  World 
War  II,  medical  care,  psychologic  problems,  and 
vocational  rehabilitation  were  too  frequently 
considered  as  separate  and  distinct  processes 
having  little  relationship  to  each  other.  That 
they  are  interdependent  and  inseparable  has  been 
demonstrated  by  the  successful  programs  in 
military  and  veterans’  hospitals  and  has  Ueen 
recognized  in  civilian  rehabilitation  by  the 
Barden-LaFollette  Amendment,  which  expanded 
the  federal-state  vocational  rehabilitation  pro- 
grams, to  include  physical  restoration,  psychiatric 
services,  and  medical  care,  as  well  as  vocational 
guidance  and  training.'  3 

Extent  of  the  Problem 

Although  the  focus  of  attention  has  been 
centered  on  the  disabled  veteran,  the  extent  of 
disability  among  our  civilian  population  is  far 
greater.  There  were  19,000  amputations  during 
World  War  II,  but  over  120,000  major  amputa- 
tions during  this  same  period  among  our  civilian 
population.  Approximately  1,500  men  were 
blinded  while  4n  military  service  during  the  last 
war,  but  60,000  civilians  lost  their  sight  during 
this  period.  Some  265,000  men  were  per- 
manently disabled  as  a result  of  combat  injuries 
during  the  war,  but  1,250,000  civilians  were 
permanently  disabled  by  disease  and  accidents 
in  the  corresponding  four  years.4 

There  are  some  23.000,000  persons  in  the 
United  States  handicapped  to  seme  extent  bv 
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disease,  accidents,  maladjustment,  or  war.6 
One  third  of  all  draftees  were  rejected  as  unfit, 
and  more  than  1,000,000  had  to  be  discharged 
shortly  after  induction.6  In  1946,  10,400,000 
persons  suffered  disabling  accidents,  and  of  these, 
370,000  were  disabled  permanently.7  It  is 
estimated  that  there  are  over  7,000,000  persons 
in  the  United  States  disabled  by  diseases  of  the 
heart  and  arteries,  6,850,000  from  rheumatism 
and  arthritis,  and  2,600,000  from  orthopedic 
conditions.89 

These  are  the  numbers,  but  they  cannot  tell 
the  story  of  pain,  anxiety,  suffering,  and  all  of  the 
vital  secondary  problems  that  disease  and  dis- 
ability leave  in  their  wake.  Aside  from  pain  and 
tearing  personal  and  family  anguish,  the  eco- 
nomic costs  of  disease  and  disability  are  stagger- 
ing. 

Toll  of  Chronic  Disease 

Today,  as  medical  science  moves  forward  in  the 
prevention  and  cure  of  infectious  disease,  chronic 
illness  has  become  the  nation’s  primary  medical 
problem . In  1900,  seven  chronic  diseases  (cancer, 
diabetes,  intracranial  lesions  of  vascular  origin, 
diseases  of  the  heart,  diseases  of  the  arteries, 
cirrhosis  of  the  liver,  and  acute  and  chronic 
nephritis)  were  responsible  for  25.7  per  cent  of  all 
deaths  in  New  York  State.  Between  1900  and 
1940,  a period  in  which  the  population  of  New 
York  State  increased  by  85  per  cent  and  the 
total  number  of  deaths  increased  by  only  13 
per  cent,  the  number  of  deaths  from  this  group 
of  chronic  diseases  increased  by  200  per  cent, 
and  now  includes  over  two  thirds  of  all  deaths  in 
the  State.10 

'Whereas  diabetes  ranked  twenty-seventh  and 
arteriosclerosis  thirty-fourth  as  causes  of  death 
in  1900,  they  were  eighth  and  tenth  in  1944." 
Added  to  this  is  the  tremendous  long-term  toll  of 
chronic  illness  and  disability.  Acute  infectious 
disease  usually  results  in  rapid  recovery  or  death, 
but  chronic  illness  may  linger  for  years.  Its 
social  and  economic  costs  cannot  be  measured  by 
mortality  tables  alone. 

One  of  the  principal  causes  of  the  increasing 
prevalence  of  chronic  disease  has  been  the  great 
advances  in  medical  and  surgical  care  which 
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have  prevented  death  and  produced  an  aging 
population . Two  thousand  years  ago  the  average 
length  of  life  was  twenty-five  years;  at  the  turn 
of  the  century  it  was  forty-nine;  today  it  is 
sixty-six.  In  1900,  one  person  in  25  was  sixty- 
five  years  of  age  or  older;  it  is  estimated  that  in 
1980,  the  ratio  will  be  one  in  ten.  The  chances 
are  now  two  out  of  three  that  a young  man  now 
starting  his  working  life  at  the  age  of  eighteen 
will  live  to  his  retirement  age  of  sixty-five. 
A forty-five-year-old  man  today  has  70  in  100 
chances  of  reaching  the  age  of  sixty-five,  and  the 
chances  for  a fifty-five-year-old  man  are  78  in 
100.  White  men  now  at  the  age  of  sixty-five 
can  expect  to  live  an  additional  twelve  and  one- 
half  years  on  the  average,  and  white  women  an 
average  of  fourteen  and  one-quarter  years.12 

As  people  become  older,  their  medical  needs 
change,  and  they  demand  more  medical  service. 
In  1940,  the  26.5  per  cent  of  the  nation’s  popu- 
lation over  forty-five  required  over  half  the 
nation’s  medical  services.  By  1980,  it  is  ex- 
pected that  the  number  of  persons  over  45  will 
constitute  nearly  half  of  the  population. 

The  incidence  of  chronic  disease  is  definitely 
related  to  economic  status.  It  develops  most 
frequently  among  families  of  low  income,  and 
when  it  strikes,  results  in  further  reduced  income 
and  depletion  of  financial  reserves.  In  the 
National  Health  Survey  of  1936,  chronic  illness 
was  found  to  exist  nearly  twice  as  much  among 
persons  on  relief  as  those  earning  $3,000  a year 
and  over.13  A more  recent  study  in  Illinois 
showed  that  23  per  cent  of  all  public  assistance 
recipients  were  chronic  invalids.14  In  Connecti- 
cut, the  percentage  was  20,  and  in  New  Jersey, 
38  per  cent  of  those  receiving  old  age  assistance 
are  chronically  ill.15’16 

As  chronic  disease  is  usually  nonreportable, 
reliable  statistics  as  to  its  extent  are  difficult  to 
find.  Most  currently  used  figures  spring  from 
the  National  Health  Survey  conducted  in  1935 
in  which  3,000,000  persons  in  83  cities  and  23 
rural  areas  in  19  states  were  surveyed.  It  was 
from  that  report  that  the  figure  23,000,000  was 
derived.17  Later  reports,  based  on  smaller 
samplings,  however,  have  indicated  that  chronic 
disease  is  even  more  prevalent.18’19  In  a recent 
survey  in  New  Haven  conducted  by  the  School  of 
Public  Health  of  the  Yale  University  College  of 
Medicine,  it  was  found  that  121  persons  for  each 
1,000  in  the  population  suffered  from  chronic 
illness,  and  that  one  third  of  this  number  were 
totally  disabled.20 

Although  chronic  disease  is  more  prevalent  in 
older  persons,  authorities  state  that  16  per  cent 
of  all  persons  with  known  chronic  disease  are 
under  twenty-five  years  of  age.20  The  Yale 
study  found  the  percentage  to  be  33. 


Rehabilitation  Pays  Economic  Dividends 

The  present  programs  of  the  military  services 
and  the  Veterans  Administration  have  dramati- 
cally demonstrated  that  rehabilitation  pays 
economic  as  well  as  social  and  personal  dividends, 
even  for  those  who  suffer  from  long-standing 
chronic  illness.  Typical  of  the  results  obtained 
in  the  Veterans  Administration  Medical  Re- 
habilitation Service  is  a study  of  130  chronic 
neurologic  patients  in  one  hospital,  all  but  two  of 
whom  were  World  War  I veterans,  and  many  of 
whom  had  not  been  out  of  bed  in  ten  years. 
After  nine  months  of  medical  rehabilitation, 
25  had  left  the  hospital  and  were  employed; 
40  others  had  been  discharged  to  their  homes 
capable  of  light  work,  and,  of  those  remaining, 
30  were  ambulatory  and  undergoing  advanced 
rehabilitation  and  25  were  capable  of  some  self 
care.  All  but  ten  of  the  group  had  shown  worth- 
while permanent  improvement.  With  a five- 
year  life  expectancy  of  these  patients,  and  a per 
patient  day  hospitalization  cost  of  over  $12, 
rehabilitation  of  this  one  group  has  saved  the 
government,  and  eventually  the  taxpayer,  over 
$1,250,000.  It  would  seem  logical  that  a similar 
program  for  the  civilian  chronically  ill  would 
result  in  comparative  savings.21 

The  experience  of  the  Federal  Office  of  Voca- 
tional Rehabilitation  has  also  shown  how  re- 
habilitation pays  off  economically.  During  1944, 
43,997  persons  underwent  rehabilitation  under 
the  joint  federal-state  vocational  rehabilitation 
programs.  Of  this  group,  22  per  cent  had  never 
held  jobs,  and  90  per  cent  were  not  employed  at 
the  time  they  started  their  rehabilitation.  Their 
average  annual  wage  after  rehabilitation  was 
$1,768,  as  compared  with  $148  before.  Many 
had  been  on  public  assistance,  at  a cost  of  $300 
to  $500  annually,  but  the  cost  of  their  rehabilita- 
tion was  but  $293  per  case,  a single  rather  than 
annually  recurring  expenditure. 

Care  of  the  Convalescent 

The  underlying  philosophy  of  the  “third  phase 
of  medical  care”  is  based  on  simple  logic;  un- 
fortunately, however,  until  recently,  basic  and 
clinical  research  in  medical  rehabilitation  has  been 
minimal  and  has  been  confined  largely  to  the 
severely  handicapped.  Studies  conducted  by  the 
military  services  have  shown  that  planned,  in- 
tegrated programs  of  convalescent  care,  stressing 
activity  as  an  adjunct  to  definitive  treatment, 
could  reduce  the  period  of  hospitalization,  offset 
the  conditioning  phenomena  of  bed  rest,  and 
prevent  the  harmful  physiologic  and  psychologic 
sequelae  which  often  result  from  extended  hos- 
pitalization. The  studies  of  van  Ravenswaay, 
Karpovich,  and  others  in  the  military  services, 
the  inquiries  of  Keyes,  Barr,  and  others  into  the 
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deconditioning  phenomena  of  bed  rest,  and  the 
numerous  reports  of  Powers,  Whipple,  Dock, 
Menninger,  Ghormley  and  others  on  bed  rest 
as  it  affects  their  particular  specialties  are  in- 
dicative of  an  increasing  mass  of  scientific  data 
on  which  such  concepts  are  based.22-30 

Rehabilitation  in  the  General  Hospital 

Although  it  would  seem  logical  that  medical 
rehabilitation  would  be  an  important  service  in 
every  civilian  hospital,  there  has  been  little  or 
no  attempt,  until  recently,  to  establish  such 
programs  in  civilian  hospitals.  Of  the  1,468,714 
hospital  beds  in  the  United  States  in  1946, 
44  per  cent  were  in  general  hospitals,  but  these 
641,331  beds  cared  for  over  92  per  cent  of  all 
patients.31  Rehabilitation,  in  varying  degrees, 
has  been  available  in  some  tuberculosis,  mental, 
and  other  specialized  hospitals,  but  little  pro- 
vision has  been  made  for  dynamic  convalescent 
care  and  rehabilitation  of  the  over  14,000,000 
persons  who  are  patients  in  general  hospitals 
each  year. 

The  first  comprehensive  total  medical  re- 
habilitation program  in  any  community  hospital 
in  this  country  has  recently  been  inaugurated  at 
Bellevue  Hospital  in  New  York.  Operated  under 
the  professional  direction  of  the  Department  of 
Rehabilitation  and  Physical  Medicine  of  the 
New  York  University  College  of  Medicine,  the 
service  has  bed  facilities  for  80  patients  and  offers 
a program  of  physical-medicine,  physical  therapy, 
occupational  therapy,  corrective  physical  re- 
habilitation, social  service,  corrective  speech, 
psychologic  services,  vocational  guidance,  educa- 
tion, and  planned  recreation.  It  operates  as  a 
service  department  to  the  other  departments  of 
the  hospital  in  much  the  same  manner  as  the 
x-ray  and  laboratory,  and  treats  both  inpatients 
and  outpatients  on  reference  from  the  other 
services  of  the  hospital.32 

The  rehabilitation  service  in  Bellevue  Hospital 
which  will  be  enlarged  to  600  beds  when  the 
construction  planned  is  completed,  is  the  first 
step  in  a plan  by  the  Department  of  Hospitals 
of  the  City  of  New  York  to  provide  all  patients 
in  municipal  hospitals  of  the  city  with  medical 
rehabilitation  services.  The  extent  to  which 
rehabilitation  has  entered  into  future  planning 
in  New  York  in  both  public  and  private  hospitals 
is  shown  by  a recent  report  of  the  Hospital 
Council  of  Greater  New  York,  in  which  it  was 
suggested  that  25  per  cent  of  the  bed  capacity 
of  the  city’s  general  hospitals  should  be  allocated 
for  convalescence  and  rehabilitation.33  This 
would  mean  one  such  bed  for  each  1,000  of  the 
city’s  population. 

The  interest  in  extending  medical  rehabilitation 
services  in  general  hospitals  is  not  limited  to 


New  York  City  or  other  large  urban  areas. 
The  Veterans  Administration  has  recently  estab- 
lished such  services  as  major  departments  with 
specified  bed  allocations  in  all  Veterans  Adminis- 
tration hospitals.  The  New  York  State  Health 
Preparedness  Commission  has  recommended  that 
the  State  should  build  or  acquire  and  support 
a chronic  disease  hospital  center  contiguous 
to  a general  hospital,  in  close  proximity  to  a medi- 
cal school,  and  staffed  and  operated  by  contract 
with  such  hospital  and  medical  school  in  each  of 
five  geographic  regions  of  the  State.  They 
have  also  recommended  that  “rehabilitation 
services  for  the  disabled  and  chronically  ill  be 
developed  as  rapidly  as  possible  in  selected 
general  hospitals  throughout  the  State  by  pro- 
viding the  services  of  trained  personnel  and  by 
providing  funds  for  the  training  of  needed  per- 
sonnel in  this  field.”34  Today,  throughout  the 
nation,  there  are  some  150  communities  which 
have  expressed  interest  in  establishing  rehabilita- 
tion services  either  independently  or  in  con- 
junction with  existing  hospitals,  medical  schools, 
or  community  agencies. 

Training  of  Personnel 

Facilities  per  se,  however,  will  be  of  little  help 
in  meeting  this  tremendous  problem  without 
sufficient  trained  personnel  to  operate  them. 
Today,  a number  of  medical  schools  have  rec- 
ognized the  increased  need  both  for  giving  gen- 
eral practitioners  some  training  in  this  field  and 
for  providing  training  opportunities  for  special- 
ized personnel.  One  of  the  first  medical  schools 
to  start  such  a program  is  New  York  University, 
where  a Department  of  Rehabilitation  and 
Physical  Medicine  has  been  in  existence  as  a 
major  department  of  the  college  for  over  a year 
and  a half.  Major  activities  are  training,  re- 
search, and  patient  care,  through  the  use  of  the 
teaching  facilities  of  the  College  of  Medicine, 
the  Rehabilitation  and  Physical  Medicine  Service 
of  Bellevue  Hospital,  and  the  Institute  of  Re- 
habilitation and  Physical  Medicine  of  the  New 
York  University-Bellevue  Medical  Center. 

Undergraduate  training  during  this  past  year 
has  consisted  of  a one-hour  indoctrination  lecture 
in  the  first  year,  four  hours  of  lecture-demonstra- 
tions on  the  relationship  of  medical  rehabilitation 
and  physical  medicine  to  general  medicine  in  the 
second  year,  six  hours  of  lecture-demonstrations 
correlating  special  physical  disabilities  with  anat- 
omy, physiology,  and  pathology  in  the  third 
year,  and  twenty-two  hours  of  elective  classes 
consisting  of  lectures,  demonstrations,  films,  and 
field  trips  on  medical,  social,  economic,  and  voca- 
tional aspects  of  rehabilitation,  the  technics  of 
physical  medicine,  and  the  therapy  of  the  third 
phase  of  medical  care. 


1582 


HOWARD  A.  RUSK 


[N.  Y.  State  J.  M. 


Clinical  clerkships  of  three  months  in  the 
third  year  and  two  months  in  the  fourth  year 
consist  of  orientation  to  the  uses  of  the  physical 
modalities  in  the  evaluation  and  treatment  of 
physical,  psychosocial,  and  vocational  rehabilita- 
tion and  the  therapy  of  the  third  phase  of  medi- 
cine. 

A twelve-  or  twenty-four-week  course  is  offered 
in  the  postgraduate  division,  consisting  of  theoreti- 
cal and  practical  training  in  the  uses  of  the 
physical  modalities,  in  the  evaluation  and  treat- 
ment of  physical  disabilities  by  physical,  psycho- 
social, and  vocational  rehabilitation,  and  in  the 
therapy  of  the  third  phase  of  medicine.  Part- 
time  postgraduate  courses  of  variable  duration 
are  also  given  by  arrangement. 

The  Department  also  cooperates  with  the  New 
York  University  School  of  Education  and  with 
the  Bellevue  School  of  Nursing  in  giving  didactic 
instruction  and  clinical  training  to  physical 
therapists,  occupational  therapists,  psychologists, 
physical  educators,  teachers  of  the  handicapped, 
rehabilitation  administrators,  vocational  guid- 
ance specialists,  and  other  students  concerned 
with  rehabilitation  and  services  to  the  handi- 
capped. 

A Medical  Responsibility 

Few  communities  in  the  United  States  envision 
or  have  the  need  of  a community  rehabilitation 
center  the  size  of  the  new  Institute  of  Rehabilita- 
tion and  Physical  Medicine  at  New  York  Univer- 
sity or  of  a general  hospital  rehabilitation  pro- 
gram as  large  as  that  of  Bellevue  Hospital. 
Their  philosophy  and  administrative  pattern, 
however,  can  be  adapted  to  even  the  smallest 
community.  The  arthritic,  the  cardiac,  the 
hemiplegic,  the  patient  with  arrested  tuber- 
culosis or  a severe  orthopedic  disability — all 
deserve  full  medical  care  from  the  bed  to  the 
job,  regardless  of  where  they  live.  Nor  is  the 
opportunity  of  bringing  such  care  to  his  patients 
restricted  to  the  medical  specialist.  One  of  the 
greatest  problems  in  rehabilitation  is  that  of 
motivation:  encouraging,  convincing,  and  dem- 
onstrating to  the  disabled  that  they  can  re- 
habilitate themselves.  This  motivation,  to  be 
most  effective,  must  begin  at  the  earliest  possible 
moment  following  the  accident  or  crippling  ill- 
ness. The  physician  who  knows  something  of 
rehabilitation  can  start  at  the  time  of  the  accident 
or  onset  of  the  disease  to  allay  the  fears  of  the 
patient  by  giving  understanding,  courage,  and 
hope,  predicated  on  an  accurate  knowledge  of 
what  can  be  done 

If  we,  as  physicians,  are  to  meet  the  needs  of 
our  patients,  we  must  know  something  about 
rehabilitation  and  selective  placement  of  the 
handicapped.  We  must  interpret  to  our  pa- 
tients the  findings  of  the  specialist  in  words  that 


are  simple  and  understandable.  The  burden  of 
translating  to  the  patient  the  nature  and  extent 
of  his  disability  falls  upon  the  family  doctor. 
That  explanation  cannot  be  in  medical  terms  of 
the  disability  alone  but  must  be  in  terms  of  its 
effect  on  the  vocational,  social,  economic,  family, 
and  personal  life  of  the  patient. 

We  must  deal  with  the  practical  relationship 
of  disability  to  economic,  social,  and  environ- 
mental factors.  We  must  realize  that  the  treat- 
ment of  disease  or  disability  is  only  a segment  of 
our  problem;  our  primary  mission  is  the  treat- 
ment of  the  patient. 
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THE  ADVANTAGES  OF  A SERVICE  CONTRACT  FOR  LOW-INCOME 
SUBSCRIBERS 

Milton  J.  Goodfriend,  M.D.,  F.A.C.S.,  New  York  City 

( Member , Board  of  Directors,  United  M edical  Service) 


TOO  often  the  cost  is  a deterring  factor  in 
seeking  medical  care,  and  unnecessary  and 
often  fatal  delay  results.  It  is  a curious  para- 
dox that,  with  the  remarkable  advances  in  the 
development  of  laboratory  and  other  procedures 
for  the  early  detection  and  diagnosis  of  disease 
and  with  the  increased  skills  attained  by  the  pro- 
fession in  providing  remedial  measures,  the 
ability  to  pay  the  costs  of  such  care  has  become 
increasingly  difficult  for  a large  segment  of  the 
population. 

While  charity  wards  and  clinics  are  available 
and  while  the  traditional  sliding  fee  schedule  of 
physicians  which  permits  the  adjustment  of 
medical  fees  to  the  economic  needs  of  the  patient 
offers  a partial  solution,  pride  often  prevents  the 
acceptance  of  such  methods.  Some  of  the  needed 
medical  care  began  to  be  provided  through  the 
organization  of  fraternal  groups,  consumer  groups, 
industrial  health  organizations  in  part  financed 
by  the  employer,  and  other  similar  methods. 
The  type  of  care  provided  was,  however,  not  of 
the  best  and  in  most  instances  was  incomplete 
and  unsatisfactory.  Insurance  against  illness 
and  its  costs  began  to  be  developed.  In  most 
instances,  cash  payments  in  specified  amounts 
were  paid,  but  the  amounts  involved  usually  fell 
far  short  of  the  sums  needed  to  pay  the  costs  of 
the  care  provided  and  for  the  low-income  group 
was,  therefore,  not  practical.  * 

Upon  the  passage  of  needed  legislation  and  the 
organization  of  nonprofit  plans  for  providing 
medical  care,  a tremendous  forward  step  was 
made.  The  Associated  Hospital  Service  pro- 
ceeded to  provide  hospitalization  benefits  on  a 
service  basis.  At  the  onset,  the  service  principle 
applied  only  to  the  room  charge,  including  ordi- 
nary nursing  care  with  a limit  on  the  amounts 
available  for  laboratory,  x-ray,  and  other  services. 
However,  in  effect,  these  were  sufficient  to  pay 
the 'actual  costs  involved  in  the  great  majority  of 
admissions.  With  the  growth  of  the  movement 
and  the  development  of  proper  safeguards  against 
abuses  in  utilization,  the  service  principle  has 
been  extended  so  that  at  present  the  subscriber 
is  assured  that  under  his  contract  the  full  cost  of 
his  hospitalization  is  covered. 

In  addition  to  board  and  ordinary  nursing  care, 
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there  is  available  without  additional  cost : 

1.  Full  diagnostic  facilities  of  the  laboratories 
without  regard  to  the  number  or  variety  of  tests 
needed. 

2.  Complete  x-ray  diagnostic  facilities. 

3.  The  use  of  operating  room,  cystoscopic 
room,  electrocardiography,  etc. 

4.  Physical  therapy  equipment. 

5.  All  standard  drugs  including  oxygen 
therapy.  Parenteral  therapy  and  antibiotics  are 
provided. 

Such  a program  must  have  a tremendous  impact 
on  provision  of  proper  and  adequate  care.  No 
longer  is  the  question  of  whether  or  not  a test 
shall  be  done  or  a roentgenogram  ordered  weighed 
against  its  cost  or  postponed  because  the  patient 
cannot  pay.  In  fact,  so  successful  and  satisfac- 
tory has  this  method  been  in  providing  the  best 
possible  care  that  many  of  the  more  progressive 
hospitals  have  placed  all  their  admissions  on  a 
similar  service  basis  under  an  all-inclusive  rate 
policy.  Very  recently  the  Associated  Hospital 
Service  has  extended  similar  services  in  all  ac- 
commodations including  private  rooms. 

While  the  provision  of  these  hospital  benefits 
is  of  tremendous  value  for  the  low-income  group, 
they  necessitated  the  utilization  of  physicians 
chosen  by  the  patient  to  whom  a fee  had  to  be 
paid  for  operative  or  medical  care.  As  a result, 
about  10  per  cent  of  admissions  were  obliged  to 
give  up  the  benefits  of  semiprivate  accommoda- 
tions and  accept  ward  treatment,  and  many  others 
found  themselves  in  difficult  financial  straits  be- 
cause of  unusual  or  unexpected  expenses  atten- 
dant upon  their  illness.  An  attempt  was  made 
to  provide  an  insurance  policy  for  pay  ward  care 
at  a lower  premium  level  which  would  include 
complete  medical  coverage  on  a per  diem  basis. 
This  was  to  be  experimental  and  required  changes 
in  the  charter  of  the  City  and  changes  in  the  rules 
of  most  institutions.  There  was  considerable 
resistance  on  the  part  of  both  institutions  and 
physicians,  and  very  little  progress  was  made. 

The  need  for  providing  some  sort  of  insurance 
for  these  low-income  groups  was  great,  and  sev- 
eral nonprofit  organizations  have  developed. 
The  low-income  group,  however,  cannot  be  con- 
sidered as  a homogenous  group,  nor  are  their 
needs  similar.  The  group  is  divided  as  follows : 

1.  Totally  indigent.  Complete  service  bene- 
fits can  be  extended  to  such  individuals  cither  as 
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medical  charity  through  clinics,  house  calls,  wel- 
fare departments,  and  wards  of  hospitals  or  by 
the  payment  of  the  premiums  necessary  to  pro- 
vide such  care  to  an  existing  nonprofit  insurance 
company  by  the  State. 

2.  Those  who  cannot  meet  full  costs  of  even 
ordinary  medical  care  and  must  be  subsidized  by 
either  State  or  industry.  Such  a program  is  be- 
ing carried  on  experimentally  with  the  payment 
for  most  part  made  by  the  employer.  The  pa- 
tient received  full  medical  care  in  the  house,  office, 
or  hospital. 

3.  Those  capable  of  meeting  costs  of  ordinary 
illnesses  but  requiring  some  method  of  assurance 
against  unpredictable  cost  of  catastrophic  illness. 

In  this  latter  group  the  greatest  success  has  so 
far  been  obtained.  A fee  schedule  was  estab- 
lished which  represented  a reasonable  return  for 
the  services  rendered  and  which  was  accepted  as 
full  payment  for  low-income  patients.  Arbi- 
trarily, the  income  level  for  a family  entitled  to 
such  benefits  was  set  at  $2,500  in  the  contract 
issued  by  United  Medical  Service,  which  has  also 
provided  an  arbitration  clause  granting  the  right 
of  appeal  by  the  subscribers  with  incomes  under 
$3,500  per  annum  against  any  excess  charge  by 
physician  or  surgeon  whenever  it  is  felt  that  such 
excess  might  create  hardship  to  the  family. 
About  14,000  physicians  in  the  metropolitan  area 
have  accepted  this  provision  of  the  contract. 
There  has  been  a great  public  interest  in  this  type 
of  contract,  as  is  evidenced  by  its  rapid  growth  in 
the  metropolitan  area  and  elsewhere.  About 
750,000  subscribers  are  presently  enrolled  in 
U.M.S.,  and  a similar  type  contract  through  the 
State  has  resulted  in  a total  enrollment  of  1,025,- 
000,  an  increase  of  over  22  per  cent  in  the  past 
year.  Such  a contract  now  guarantees  a free 
choice  of  hospital  and  completely  free  choice  of 
physician  or  surgeon  with  the  knowledge  that  the 
entire  medical  costs  of  a particular  illness  or 
accident  are  available.  Insurance  fees  are  com- 
paratively cheap  and  well  within  the  means  of 
this  low-income  group,  and  the  method  offers 
least  disturbance  to  medicopublic  relationship. 

Complete  coverage  on  a service  basis  has  been 
attempted  on  an  experimental  basis  by  the  United 
Medical  Service  utilizing  the  fee  schedule  as  a 
method  of  payment.  The  costs  of  such  a policy 
are  considerable  and,  in  most  instances,  not  within 
the  ability  of  the  patient  to  pay.  In  those  policies 
issued  by  U.M.S.  the  entire  cost  had  been  borne 
by  the  employers.  That  there  is  no  great  de- 
mand for  this  type  of  coverage  is  evidenced  by  the 
fact  that,  although  25,000  contracts  were  author- 
ized for  the  experiment,  only  21,000  have  been 
sold  in  the  past  three  years. 

A similar  type  of  policy  is  being  issued  by  HIP 
with  payment  on  a capitation  basis.  The  major- 
ity of  contracts  so  far  issued  under  this  plan  have 


been  subsidized  by  the  City  of  New  York  which 
pays  50  per  cent  of  the  costs,  including  hospital- 
ization. No  facts  are  yet  available  as  to  the  in- 
come distribution  of  subscribers  to  this  plan,  an 
important  factor  to  consider.  If  medical  service 
rendered  to  the  public  is  to  be  maintained  at  a 
high  degree  of  competency,  the  return  to  the 
physician  must  be  adequate  and  must  take  into 
consideration  that,  in  acquiring  the  increased 
skills,  greater  specialization  has  become  neces- 
sary and  that  the  production  years  of  the  physi- 
cian have  been  curtailed.  At  the  present  time, 
incomes  received  by  physicians  seem  satisfactory 
since  they  represent  an  “extra  income”  while 
maintaining  a regular  practice  on  the  traditional 
basis.  It  will  be  necessary  to  project  the  implica- 
tions of  this  plan  on  a full-scale  basis  with  full- 
time participation  before  a proper  evaluation  is 
possible.  This  is  particularly  necessary  because 
it  is  sold  to  the  public  with  income  levels  repre- 
senting almost  90  per  cent  of  the  total  population. 
Degree  of  utilization  by  subscribers  is  unknown. 

In  the  United  Medical  Service  program  of  com- 
plete medical  coverage,  many  danger  signals  are 
evident.  It  is  difficult  to  differentiate  medical 
needs  and  medical  demands.  The  latter,  if 
excessive,  may  destroy  the  plan  either  by  making 
the  rates  too  high  for  the  family  to  afford  or  by 
making  the  return  so  small  to  the  physician  that 
the  quality  of  care  suffers.  Among  the  problems 
already  presented  are  factors  of  prolonged  medical 
care  in  chronic  disease,  recurrent  conditions  such 
as  hay  fever  and  other  allergic  manifestations, 
hormonal  and  glandular  therapies,  and  neuroses 
of  all  types.  In  an  attempt  to  gain  the  necessary 
information,  the  United  Medical  Service  provides 
full  payment  for  all  home  and  office  visits  and 
complete  in-hospital  .coverage  at  present.  F or  all 
specialist  examinations  at  home  and  in  the  office, 
including  roentgenology,  radiotherapy,  and  lab- 
oratory examination,  a 50  per  cent  allowance  is 
made.  Our  experience  is  being  closely  studied 
with  a full  realization  that  the  ultimate  aim  is  the 
provision  of  full  coverage  to  meet  the  needs  of  the 
low-income  group.  It  is  our  feeling  that  this  can 
be  obtained  only  by  an  objective  study  of  the 
realities.  If  it  is  found  that  a reduction  in  the  fee 
schedule  must  be  made  and  that  by  such  action  a 
greater  number  of  the  low-income  groups  can  be 
attracted  into  the  prepayment  plan,  a program  of 
this  sort  will  be  launched . A considerabl  amounte 
of  education  of  both  the  public  and  the  physician 
will  undoubtedly  be  necessary  before  a large-scale 
launching  of  such  a program  can  be  effected. 

There  can  be  no  doubt  that  only  by  the  estab- 
lishment of  such  a service  contract  can  the  real 
needs  of  the  low-income  families  be  met,  and  the 
medical  profession,  always  ready  and  willing  to 
render  service  to  the  needy,  will,  with  proper  safe- 
guards, assume  its  rightful  share  in  providing  this. 


BENEFITS  OFFERED  BY  THE  VOLUNTARY  NONPROFIT  MEDICAL 
CARE  PLANS  OF  NEW  YORK  STATE 

Carlton  E.  Wertz,  M.D.,  Buffalo,  New  York 
{President,  Western  New  York  Plan,  Inc.) 


IN  New  York  State  we  have  six  medical  care 
plans  that  are  approved  by  the  medical  pro- 
fession: the  United  Medical  Service  of  the  New 
York  City  area,  Northeastern  New  York  Medical 
Service  of  Albany,  Medical  and  Surgical  Care, 
Inc.,  of  Utica,  Central  New  York  Medical  Plan, 
Inc.,  of  Syracuse,  Genesee  Valley  Medical  Care, 
Inc.,  of  Rochester,  and  Western  New  York  Medi- 
cal Plan,  Inc.,  of  Buffalo.  One  can  readily  see 
that  the  whole  state  is  covered,  although  there  is 
quite  a variety  in  the  types  of  benefits.offered,  and 
some  are  service  contracts  within  a certain  wage 
limit  while  others  are  indemnity  contracts. 
Since  the  first  plans  started  operation  about  eight 
years  ago  when  very  little  was  known  about  this 
type  of  insurance,  much  had  to  be  learned  by  trial 
and  error.  Many  of  our  ideas  had  to  be  modified 
as  our  statistics  grew.  Today,  we  are  pretty  well 
able  to  tell  what  benefits  a plan  can  safely  pro- 
vide at  a premium  that  the  average  subscriber  can 
afford  to  pay. 

At  the  present  time  the  United  Medical  Service 
offers  the  three  following  types  of  contracts: 

1.  Surgical  Plan. — This  provides  surgical 
benefits  including  treatments  of  fractures  and 
dislocations  and,  in  the  family  contract,  obstet- 
rics. 

2.  Surgery-Medical  Plan. — This  provides 
the  same  surgical  benefits,  plus  medical  care 
allowances  when  patient  is  hospitalized. 

3.  General  Medical  Plan. — This  provides 
the  surgical-medical  benefits,  and  obstetrics, 
allowances  for  house  and  office  calls  at  $2.00  for 
office  and  $3.00  for  house  visits,  paid  up  to  20 
visits  in  any  one  illness,  and  allowances  for 
specialists’  care.  Limited  to  group  enrollment 
and  employer  must  contribute.  These  are  serv- 
ice contracts  with  wage  limits  of  $1,800  for  an 
individual  and  $2,500  for  a family. 

The  Northeastern  New  York  Medical  Service, 
Inc.,  offers  a medical  and  surgical  contract  which 
provides  surgical  benefits,  anesthesia,  emergency, 
first  aid,  maternity  care,  medical  services  in  the 
hospital  limited  to  three  weeks  with  a maximum 
of  $150,  initial  hospital  visit  $5.00  and  subse- 
quent daily  visits  $3.00.  An  additional  visit  is 
$1.50  with  extra  allowance  for  long  orthopedic 
cases  extending  to  six  weeks,  with  $1.75  per  day 
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for  the  fourth  week,  $1.50  per  day  fifth  week,  and 
$1.25  per  day  sixth  week. 

This  is  a service  contract  with  the  following 
income  limitations:  $2,000  for  individual,  $2,500 
for  applicant  and  spouse,  and  $3,500  for  applicant 
and  members  of  family  group. 

Medical  and  Surgical  Care  of  Utica  offers  the 
following: 

1.  Surgical  and  Special  Benefits. — This  pro- 
vides benefits  for  surgery  and  treatment  of 
fractures  and  dislocations,  plus  $10  for  anes- 
thesia in  hospital,  $10  for  x-ray,  $5.00  for  basal 
metabolism,  $5.00  for  electrocardiogram,  and 
$7.00  for  special  laboratory.  Dependents  re- 
ceive only  one-half  of  the  surgical  fee. 

2.  Surgical  and  Special  Benefits  Plus  Medi- 
cal Expense  Benefits. — The  above  benefits  plus 
allowances  of  $2.00  for  calls  while  in  hospital 
for  subscriber  or  dependent.  One  call  ‘a  day 
for  a total  of  twenty-one  calls  during  any  one 
hospital  stay  and  three  calls  within  ten  days 
after  hospital  discharge  at  $2.00  in  physicians 
office  or  $3.00  elsewhere.  A total  of  48  calls 
for  a subscriber  or  dependent  a year,  but  not 
over  150  calls  for  subscriber  and  his  enrolled 
dependents  during  contract  year. 

The  Central  New  York  Medical  Plan  of  Syra- 
cuse offers: 

1.  Surgical  contract  provides  indemnities 
for  surgical  operation  and  procedures,  treat- 
ment of  fractures  and  dislocations,  and  mater- 
nity care  under  the  family  contract.  Ten 
dollars  is  allowed  for  anesthesia  administered 
by  a physician,  $15  for  diagnostic  x-ray  in 
surgical  cases. 

2.  Medical-surgical  contract  which  pro- 
vides the  indemnities  of  the  surgical  contract 
plus  25  house  or  office  calls  for  the  subscriber 
and  15  calls  for  each  dependent  per  year.  The 
first  two  calls  in  each  disability  are  not  reim- 
bursed. 

$ 2.00  for  each  call  in  hospital-medical. 

$25.00  for  diagnostic  x-ray. 

$10.00  for  therapeutic  x-ray. 

$ 5.00  for  consultation  in  any  one  disability. 

$ 5.00  for  specialist  endoscopic  examination. 

$ 5.00  for  each  electrocardiogram  (maximum 
$15.00). 

$10.00  for  laboratory  service  (basal  metab- 
olism alone  $5.00). 

$10.00  for  allergy  tests. 
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$10.00  for  physiotherapy. 

Rates:  Surgical  $0.60  and  $1.70;  medical- 
surgical  $1.50  and  $3.00. 

The  Genesee  Valley  Medical  Care  offers  an 
indemnity  surgical  contract  which  provides  bene- 
fits for  surgical  operations,  the  treatment  of  frac- 
tures and  dislocations,  and  maternity  care.  Ten 
dollars  is  allowed  for  anesthesia,  and  $15  maxi- 
mum for  x-ray  when  followed  by  surgery.  The 
rates  are  $0.60  and  $1.70. 

The  Western  New  York  Medical  Plan  at  pres- 
ent is  offering  only  the  surgical  indemnity  con- 
tract which  provides  benefits  for  surgical  opera- 
tions, treatment  of  fractures  and  dislocations,  and 
maternity  benefits,  with  allowances  of  $10  for 
anesthesia  and  $15  for  diagnostic  surgical  x-ray. 
The  rates  are  $0.60  and  $1.70. 

Thus  it  is  seen  that  we  have  plans  with  a wide 
variety  of  benefits  in  New  York  State,  and  some 
are  service  contracts  within  certain  wage  limits 
while  others  are  indemnity  contracts  with  no 
wage  limits. 

The  limitations  and  exclusions  and  conditions 
not  covered  do  not  vary  greatly  in  any  of  the  con- 
tracts. . These  are  mainly  as  follows: 

1.  Conditions  existing  at  or  before  member- 
ship.- 

2.  Occupational  disease  or  injury. 

3.  Conditions  resulting  from  use  of  drugs  or 
alcohol. 

4.  Services  to  anyone  who  had  prior  to  mem- 
bership: cancer,  diabetes,  osteomyelitis,  tubercu- 
losis, chronic  nephritis,  or  coronary  thrombosis. 

5.  Hospital  charges,  drugs  or  appliances, 
nursing  fees,  dentistry,  blood  donor  service,  pre- 
ventive vaccinations  or  inoculations  against  dis- 
ease, and  eye  examinations. 

6.  Congenital  lesions. 

Most  plans  have  a waiting  period  of  three  to  ten- 
months  for  tonsil  and  adenoids  and  hernia  opera- 
tions and  a ten-month  period  for  maternity.  The 
waiting  periods  and  pre-existing  exclusions  are 
usually  waived  where  75  per  cent  of  large  groups 
are  enrolled. 

The  benefits  under  the  voluntary  nonprofit 
plans  average  at  least  a third  more  than  the  con- 
tracts offered  by  the  commercial  companies. 

The  question  of  the  possibility  and  the  advis- 
ability of  including  house  and  office  calls  in  our 
plans  opens  up  a big  field  for  discussion.  We  now 


have  enough  statistics  on  exposure  and  utiliza- 
tion of  surgical  and  maternity  care  to  know  what 
services  can  be  provided  for  a reasonable  premium 
with  a safe  margin  to  provide  the  necessary  re- 
serves, and  the  same  can  be  said  about  in-hospital 
medical  care.  However,  up  to  the  present  time, 
there  is  no  way  to  predict  the  demand  for  house 
and  office  calls,  and  there  is  no  way  to  check  the 
many  abuses  that  develop  when  they  are  included 
in  a plan.  Many  ways  have  been  and  are  being 
tried.  Limiting  the  nurqber  of  calls  per  year, 
providing  a coinsurance  clause  having  subscriber 
pay  half  of  the  first  three  or  four  calls,  and  no 
payment  for  the  first  two  or  three  calls  are  some 
of  the  so-called  controls. 

All  of  these  require  considerable  bookkeeping, 
both  by  the  plan  and  by  the  member  physician, 
and  often  lead  to  much  confusion,  especially 
where  the  patient  leaves  one  physician  to  go  to 
another.  I would  advise  careful  study  before 
any  plan  ventures  forth  on  this  so  far  uncertain 
liability. 

I believe  that  the  time  has  come  when  all  the 
plans  of  the  State  should  get  together  and  develop 
a single  plan,  an  in-hospital  medical-surgical  con- 
tract to  be  sold  by  all  the  plans,  having  the  same 
benefits  and  premium  rates  throughout  the  State. 
This  could  be  sold  in  addition  to  the  present  con- 
tracts, and  I believe  would  appeal  to  employers 
who  have  branch  offices  or  factories  throughout 
the  State. 

The  plans  have  done  a wonderful  job  in  the  few 
years  of  their  existence,  and  are  still  in  their  in- 
fancy with  a great  future  ahead.  How  far  they 
go  will  depend  greatly  on  the  continued  and 
increasing  cooperation  of  the  medical  profession. 
Each  physician  should  be  our  best  public  rela  tions 
man  and  our  best  salesman. 

As  the  plans  grow  and  experience  is  gained  and 
as  the  reserves  mount,  we  must  always  be  plan- 
ning ahead  with  the  idea  of  increasing  the  bene- 
fits to  the  subscribers  as  fast  as  possible.  These 
changes  must  be  approved  not  only  by  your  local 
plans  but  also  by  the  State  Department  of  Insur- 
ance whose  duty  it  is  to  see  that  the  subscriber  is 
properly  protected  at  all  times.  I would  like  at 
this  time  to  compliment  the  Department  on  its 
interest  and  fine  cooperation  with  all  the  plans. 

We  have  a big  job  to  do.  How  well  it  is  done 
depends  on  each  and  every  one  of  us. 


COSTS  OF  FEDERAL  AND  STATE  GOVERNMENTS 


A study  of  this  country’s  budget  request  made  by 
the  President  for  1949  of  $39,609,000,000  has  been 
released  by  Senator  Styles  Bridges  of  New  Hamp- 
shire, which  shows,  state  by  state,  the  pro  rata  cost 
of  the  President’s  budget  compared  with  the  cost  of 


operating  each  state’s  own  government.  Of  inter- 
est are  the  figures  for  New  York.  The  cost  of  the 
Federal  Government  in  our  State  is  $8,457,000,000 
that  of  the  State  itself,  $649,000,000.  In  other 
words,  Federal  exceeds  State  cost  thirteen  times. 


DIFFERENTIAL  DIAGNOSIS  OF  PULMONARY  LESIONS 

Stanley  B.  Clark,  M.D.,  Dunkirk,  New  York 

(From  the  Department  of  Roentgenology,  Brooks  Memorial  Hospital) 


LESIONS  of  the  chest,  next  perhaps  to  those 
of  the  gastrointestinal  tract,  offer  the  great- 
est challenge  to  the  roentgenologist’s  diagnostic 
skill.  In  view  of  this,  I have  compiled  certain 
roentgenologic  criteria,  based  primarily  on  the 
essential  underlying  pathology,  for  the  differ- 
ential diagnosis  of  the  more  common  pulmonary 
lesions.1  If  the  type  of  lesion  is  recognized  radio- 
graphically and  the  underlying  pathologic  process 
is  appreciated,  it  is  possible  in  most  instances  to 
make  a relatively  accurate  differential  diagnosis 
when  the  above  are  correlated  with  the  clinical 
data.  In  most  instances  the  basic  gross  pathol- 
ogy can  be  accurately  correlated  with  the 
radiographic  findings.  However,  it  is  first 
essential  that  the  normal  and  the  normal  varia- 
tions commonly  seen  in  chest  radiographs  be 
differentiated  from  the  abnormal  or  pathologic 
processes  when  present. 

It  is  the  desire  of  the  author  that  this  paper 
serve  as  a guide  for  the  physician  in  general 
practice  who  most  often  first  encounters  the 
lesions  presented  and  who  first  has  the  occasion 
to  correlate  clinical,  pathologic,  and  roentgeno- 
logic data  in  attempting  to  arrive  at  a correct 
differential  diagnosis.  The  pathologic  and  roent- 
genologic findings  are  presented  with  this  in  mind, 
and  the  lesions  are  grouped  according  to  the  basic 
underlying  pathologic  process. 

No  attempt  has  been  made  to  discuss  etiology, 

; symptomatology,  or  treatment,  as  these  are 
outside  the  scope  of  this  presentation.  Likewise, 

I pulmonary  manifestations  of  rarer  diseases,  such 
as  Loeffler’s  eosinophilia,  erythema  nodosum, 
periarteritis  nodosa,  and  others  have  been  pur- 
posely omitted,  as  have  primary  mediastinal 
1 lesions  with  the  exception  of  bronchogenic  car- 
cinoma, 
s 

t Destruction  of  Pulmonary  Tissue 

5 Lung  Abscess  and  Gangrene  of  the  Lung. — These 
processes  usually  involve  the  lower  lobes,  prob- 
e ably  because  of  the  easy  accessibility  of  infection 
through  and  poor  drainage  from  the  lower  lobe 
bronchi.  The  right  lower  bronchus  is  more 
vertical  in  position,  which  may  account  for  a 
slight  prevalence  in  the  involvement  of  the  right 
lower  lobe  over  the  left  1 o wer  lobe.  The  abscess  is 
always  subpleural  in  location  leading  in  most 
cases  to  a localized  pleurisy  with  adhesions.  At 
first  it  is  a solid  mass  of  inflammatory  tissue  which 
later  breaks  down  to  form  a necrotic  cavity,  the 


contents  of  which  are  expectorated  through  the 
bronchi. 

Radiographically,  a rounded  cavity,  often  with 
a fluid  level,  can  be  distinguished  surrounded  by  a 
localized  area  of  dense  pneumonitis.  In  the 
early  stage,  before  liquefaction  occurs,  it  appears 
no  different  from  any  other  type  of  localized 
pneumonitis.  The  fact  that  the  abscess  extends 
to  the  pleura  is  not  always  apparent,  even  on 
films  taken  at  right  angle  projections.  It  is 
well  to  remember  that  the  cavity  will  disappear 
radiographically  if  it  becomes  filled  with  exudate 
so  as  to  displace  the  air.  This  occurs  when  the 
bronchus  leading  to  the  abscess  becomes  ob- 
structed and  is  concomitant  with  a cessation  of 
the  expectoration.  It  should  not  be  construed 
as  indicating  healing  of  the  process,  since  the 
only  criterion  for  cure  is  complete  disappearance 
of  the  infiltration  and  the  cavity. 

If  spontaneous  recovery  does  not  occur  or  if 
external  drainage  is  not  carried  out,  sooner  or 
later  the  process  spreads  to  involve  other  portions 
of  the  lung.  The  mode  of  spread  is  either  by  di- 
rect extension  or  through  the  bronchi.  The  op- 
posite lung  may  become  involved  by  way  of  the 
tracheobronchial  tree. 

Bronchiectasis. — This  condition  usually  starts 
as  a bronchial  dilatation  and  progresses  to  actual 
excavation  of  the  pulmonary  parenchyma  to  form 
an  abscess  cavity.  The  dilated  bronchi  are  of  two 
forms,  cylindrical  and  saccular.  Either  or  both 
may  occur;  however,  the  former  is  more  common. 
In  ■ most  instances  the  process  is  bilateral  and 
tends  to  involve  the  lower  rather  than  the  upper 
lobes.  Because  of  the  initial  bronchial  dilation, 
purulent  material  stagnates  in  the  involved  bron- 
chi, further  adding  to  the  weakening  of  the 
bronchial  walls.  According  to  Boyd,  the  most 
significant  lesion  is  the  destruction  of  the  bron- 
chial musculature  and  elastic  tissue  with  result- 
ant weakening  of  the  wall  and  subsequent  dila- 
tation.2 

Radiographically,  there  may  be  no  indication 
of  a pathologic  process,  or  there  may  be  areas  of 
infiltration,  interstitial  iif  distribution,  at  one  or 
both  bases  with  suspicious  areas  of  “cavity” 
formation  interspersed.  The  “cavities”  are 
actually  dilated  bronchi.  The  infiltrates,  as 
seen  on  the  plain  chest  film,  are  due  to  progression 
of  the  inflammatory  process  outside  of  the 
bronchi  and,  therefore,  tend  to  follow  the  course 
of  the  bronchi. 
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Lipiodol  bronchograms  are  necessary  for 
accurate  radiographic  diagnosis,  as  the  lipiodol 
outlines  the  interior  of  the  bronchi  showing  the 
dilatation  if  present. 

Tuberculosis. — This  disease  commonly  des- 
troys the  lung  parenchyma.  In  the  fibro-exuda- 
tive  type,  a tubercle  or  group  of  tubercles  which 
have  coalesced  become  caseous.  Necrosis  follows 
with  the  formation  of  a cavity.  The  bronchial 
wall  later  becomes  involved  in  the  process  and 
undergoes  dilatation.  The  process  spreads  by 
direct  extension  or  through  the  bronchi. 

In  the  fibrotic  type,  the  lesion  heals  by  the 
laying  down  of  dense  fibrous  tissue  eventually 
leaving  a small  scar.  Sometimes  calcium  is 
deposited,  further  adding  to  the  healing. 

Radiographically,  there  is  usually  a mixture 
of  fibrosis  (hard,  dense,  well-demarcated,  linear 
areas  of  increased  density)  with  softer,  ill-defined 
areas  of  infiltration,  usually  limited  to  one  or 
both  upper  lobes.  The  infiltration  may  give  a 
feathery  appearance. 

Areas  of  cavity  formation  can  be  differentiated 
by  their  radiolucency  contrasted  against  the 
dense  surrounding  infiltration.  Cavities  are  for 
the  most  part  round  or  oval  and  may  or  may  not 
contain  a fluid  level,  depending  on  their  bronchial 
connections. 

In  tuberculosis,  the  cavity  is  not  surrounded 
by  as  much  infiltration  as  in  the  case  of  a lung 
abscess  and  is  more  prone  to  be  found  in  the 
upper  rather  than  the  lower  lobes. 

In  mycotic  infections,  the  lesions  (consolidation 
and  cavitation)  are  very  much  like  those  of  tuber- 
culosis, but  there  is  more  suppuration. 

Pneumoconioses. — Silicosis  is  the  most  im- 
portant of  these  so-called  dust  diseases.  The 
essential  pathology,  fibrosis,  is  due  to  the  re- 
action of  the  interstitial  pulmonary  tissue  to  the 
presence  of  fine  particles  of  silica  carried  there 
from  the  bronchial  mucosa  by  the  lymphatics. 
This  results  in  the  formation  of  patchy  areas  of 
dense,  fibrous  tissue,  the  silicotic  nodules.  This 
process  progresses  and  may  become  so  wide- 
spread that  the  nodules  gradually  coalesce. 
The  necrotizing  action  of  the  silica  may  lead  to 
destruction  and  cavitation.  However,  these 
changes  are  more  apt  to  be  due  to  an  associated 
tuberculosis. 

Radiographically,  there  can  be  seen  a wide- 
spread fibrosis,  granular  in  appearance  and  in- 
stitial  in  distribution,  converging  on  the  hilum 
which  is  dense  and  enlarged.  In  advanced  cases, 
there  may  be  various-sized  homogeneous  areas  of 
density  representing  fibrous  nodules  that  have 
coalesced. 

Areas  of  cavity  formation,  usually  indi- 
cating an  accompanying  tuberculosis,  may  be 
present. 


Consolidation  of  Pulmonary  Alveoli 

Lobar  or  Pneumococcal  Pneumonia. — This  is 
the  outstanding  example  of  alveolar  consolidation. 
The  radiologist  sees  few  cases  of  typical  lobar 
consolidation  since  the  advent  of  the  sulfon- 
amides and,  more  recently,  the  antibiotics.  The 
present  lobar  pneumonia  treated  with  sulfon- 
amides and/or  penicillin  often  presents  a con- 
fusing atypical  roentgen  appearance,  indistin- 
guishable in  most  instances  from  that  of  an  inter- 
stitial pneumonia.  One  feature,  if  present,  may 
be  helpful  in  the  radiographic  differential  diag- 
nosis. Viral  pneumonia  is  commonly  accom- 
panied by  enlarged,  dense,  hilar  and  perihilar 
shadows,  whereas  in  lobar  pneumonia,  the  den- 
sity is  greatest  in  the  mid  and  peripheral  portions 
of  the  lung.  The  clinical  picture  and  laboratory 
studies  are  the  important  diagnostic  criteria. 

It  has  been  shown  experimentally  by  Blake 
and  Cecil  (quoted  by  Boyd)  that  the  pneumococci 
first  penetrate  the  walls  of  the  larger  bronchi  to 
enter  the  lymphatics  of  the  interstitial  tissue  and 
from  there  enter  the  alveoli,  so  that  the  earliest 
pathologic  finding  is  an  interstitial  pneumonitis.3 
This  conception  has  been  attacked  by  other  in- 
vestigators, notably  Robertson  and  Gunn  and 
Nungester  (quoted  by  Boyd),  who  believe  that 
the  cocci  spread  radially  from  an  initial  focus  in 
the  bronchi  through  the  alveoli  and  later  through 
the  smaller  bronchioles.3  In  either  event,  this 
initial  infection  is  followed,  in  the  typical  case, 
by  alveolar  consolidation,  with  outpouring  of 
exudate  (red  and  white  blood  cells,  fibrin,  and 
pneumococci)  into  the  alveoli  and  replacing  the 
air.  The  lobe  or  a portion  thereof  is  thus  con- 
verted into  a solid  and  airless  organ. 

Radiographically,  the  earliest  change  is  an 
interstitial  infiltration  radiating  from  the  hilum 
to  involve  one  or  more  lobes.  Soon  the  alveoli 
are  converted  into  airless  sacs  by  the  inflamma- 
tory exudate  so  that  the  involved  lobe  becomes 
dense  in  comparison  to  the  remainder  of  the  lung. 
The  density  lessens  as  the  hilum  is  approached 
due  to  diminution  in  the  number  of  alveoli. 

In  consolidation  of  the  lower  lobes,  the  density 
fades  out  above  and  below  when  viewed  in  the 
posteroanterior  projection  due  to  changes  in 
thickness  of  the  lobes  from  front  to  back.  In 
consolidation  of  the  middle  lobe,  the  density 
starts  at  the  minor  interlobar  fissure  and  fades 
out  toward  the  base  of  the  lung.  In  consolida- 
tion of  the  upper  lobes,  the  density  is  greatest  in 
the  upper  third  of  the  chest  and  from  there 
fades  out  above  and  below.  Interstitial  in- 
filtrates may  be  seen  showing  through  the  con- 
solidated lobe.  The  size  of  the  involved  lobe  if 
uncomplicated  is  unchanged;  it  is  neither  smaller 
nor  larger  than  normally. 
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Passive  Congestion. — The  lung  is  literally  filled 
with  blood  in  this  condition.  The  alveolar  vessels 
are  greatly  distended,  and  the  alveoli  contain 
many  red  blood  cells.  There  is  also  a marked 
increase  in  the  connective  tissue  stroma  of  the 
lung  producing  a fibrosis.  A further  stage  results 
in  pulmonary  edema  in  which  the  alveoli  are 
filled  with  a water-like  fluid  tinged  with  blood. 

Radiographically,  the  hilar  shadows  are  dense 
and  enlarged  with  densities,  interstitial  in  dis- 
tribution, radiating  from  the  hila.  The  process, 
in  contradistinction  to  an  interstitial  pneu- 
monitis, is  commonly  bilateral  and  widespread 
throughout  the  lungs.  The  interstitial  densities 
are  due  to  outpouring  of  transudate  from  blood 
vessels  in  peribronchial  location.  The  heart  is 
usually  enlarged,  and  there  may  be  an  associated 
pleural  effusion. 

In  pulmonary  edema,  the  radiographic  appear- 
ance, is  that  of  consolidation;  however,  the  areas 
of  consolidation  are  situated  at  the  periphery  of 
the  middle  third  of  the  lungs,  have  a ground- 
glass  appearance,  and  are  more  prone  to  be 
patchy  in  distribution.  Again  the  heart  and 
hilar  shadows  are  enlarged  with  interstitial  den- 
sities radiating  out  into  the  lung  fields. 

Pulmonary  Infarction. — This  varies  in  extent; 
it  is  often  quite  small  but  sometimes  involves  the 
greater  part  of  a lobe.  The  infarct  appears  as  a 
bright  red,  wedge-shaped  area,  the  base  being  at 
the  surface  and  covered  by  a thin  pleural  exudate. 
The  alveoli  are  stuffed  with  blood,  and  their 
outlines  are  no  longer  visible.  Because  of  the 
double  circulation  to  the  lungs,  necrosis  rarely 
occurs  and  the  infarct  is  gradually  absorbed. 

There  may  be  nothing  unusual  in  the  radio- 
graphic  appearance  of  the  chest.  If,  however, 
the  infarct  is  large,  there  may  be  visible  a wedge- 
shaped  area  of  density  at  the  periphery  of  the 
lung  with  the  apex  directed  toward  the  hilum. 
The  infarcted  area  need  not  necessarily  be  typi- 
cally wedge-shaped  according  to  Krause,  since  the 
configuration  is  in  part  determined  by  the  con- 
tour of  the  portion  of  the  lobe  involved.4  An  in- 
farct always  borders  on  at  least  one  pleural  sur- 
face. They  are  more  frequently  multiple  than 
single  and  are  commonly  found  in  the  lower  lobes. 

The  density  produced  by  an  infarct  is  due  to 
blood  within  the  involved  alveoli.  In  addition  to 
visualization  of  the  infarcted  area,  there  may  be 
evidence  of  an  acute  pleurisy  with  narrowing  of 
the  intercostal  spaces,  diminished  aeration,  an 
elevated  and  ill-defined  diaphragm,  or  even 
pleural  fluid ; or  there  may  be  evidence  of  pleurisy 
alone.  The  presence  of  sufficient  amounts  of 
pleural  fluid  may  obscure  the  actual  area  of' in- 
farction. Abscess  formation  and  pneumonia 
may  complicate  the  original  process. 


Changes  in  Intrathoracic  Tension 

Atelectasis. — The  condition  where  tension  is 
decreased  is  termed  atelectasis  and  may  be 
divided  into  three  types:  (1)  congenital,  (2) 
compression,  and  (3)  obstructive.  The  first 
type  can  be  dismissed  with  the  statement  that 
it  is  seen  in  infants  where  the  collapsed  lobe  or 
lobes  have  never  expanded.  The  second  type 
is  seen  associated  with  pleural  effusion  and 
pneumothorax  as  streaky  areas  of  increased  den- 
sity immediately  above  a markedly  elevated 
diaphragm.  This  type  is  due  to  partial  blocking, 
probably  secondary  to  kinking  of  terminal  bron- 
chioles from  extrinsic  pressure.  The  finding  of 
streaky  areas  of  atelectasis  is,  in  itself,  of  no 
clinical  significance.  The  third  type  is  secondary 
to  bronchial  obstruction.  • Because  of  the  ob- 
struction, air  cannot  enter  or  leave  the  lobe  or 
lobes  involved,  and  the  air  remaining  in  the 
alveoli  is  soon  absorbed  with  resultant  collapse  of 
the  alveolar  walls  and  obliteration  of  their  lumens. 
In  instances  of  long-standing  collapse,  fibrosis 
may  prevent  eventual  full  expansion. 

The  typical  roentgenographic  picture  of  ob- 
structive atelectasis  shows  a dense,  homogeneous 
shadow  representing  the  collapsed  lobe  or  lobes. 
The  appearance  of  the  shadow  is  quite  charac- 
teristic, sometimes  described  as  veil-like,  since 
it  does  not  entirely  obscure  the  underlying  bron- 
chovascular  markings  which  appear  condensed. 
In  instances  of  complete  atelectasis,  the  shadow 
of  the  involved  portion  of  the  lung  becomes 
quite  dense,  and  the  underlying  lung  markings 
may  be  obscured. 

The  collapsed  portion  of  the  lung  is  actually 
smaller  than  if  the  alveoli  contained  air;  how- 
ever, other  structures  tend  to  fill  in  the  space 
normally  occupied  by  the  collapsed  area.  This 
results  in  shifts  of  the  structures  occupying  the 
thorax.  The  normal  lobe  or  lobes  will  expand 
and  shift  toward  the  atelectatic  area  if  the  pleura 
is  free  from  adhesions.  There  may  be  depression 
or  elevation  of  the  hilar  shadows.  The  dia- 
phragm on  the  involved  side  may  be  elevated, 
and  the  mediastinal  structures  may  or  may  not 
shift  toward  the  affected  side.  The  intercostal 
spaces  overlying  the  collapsed  area  are,  in  most 
instances,  narrowed.  In  the  lateral  view,  it  is 
possible  to  visualize  the  interlobar  fissures. 
These  will  be  pulled  toward  the  affected  lobe. 
Radiographically,  this  may  be  the  only  means  of 
differentiating  atelectasis  from  an  uncomplicated 
lobar  consolidation,  since  in  the  latter  condition 
the  size  of  the  lobe  remains  unchanged. 

Emphysema. — This  condition,  where  tension  is 
increased,  is  the  opposite  of  atelectasis.  Patho- 
logically, there  are  two  forms,  hypertrophic  and 
atrophic.  In  the  hypertrophic  form,  the  lungs 
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are  voluminous  and  pale;  the  alveoli  are  dis- 
tended, and  their  walls  are  atrophic  with  an 
increase  in  fibrous  tissue.  Large  blebs  or  bullae 
project  on  the  surface  as  a result  of  breakdown 
of  the  alveolar  septa  secondary  to  the  increased 
intra-alveolar  pressure.  Atrophic  emphysema 
is  seen  in  old  age  and  in  wasting  diseases  and  is 
not  a true  emphysema.  There  is  atrophy  and 
disappearance  of  the  walls  of  the  alveoli  so  that 
large  spaces  are  formed.  The  alveoli  per  se  are 
not  distended. 

Radiographically,  the  two  forms  of  emphy- 
sema are  not  readily  distinguishable.  In  the 
atrophic  form,  there  is  increased  radiolucency, 
the  bronchovascular  markings  standing  out  in 
sharp  contrast  to  the  hyperaerated  paienchyma. 
In  the  hypertrophic  form,  there  is,  in  most  cases, 
an  underlying  chronic  bronchial  infection  with 
thickening  and  exaggeration  of  the  peribronchial 
and  interstitial  connective  tissue.  The  lungs 
show  generalized  hyperaeration  with  a fine  inter- 
lacing network  of  strandlike  shadows  throughout 
as  a result  of  the  interstitial  fibrosis. 

There  is  also  increase  in  the  size  of  the  chest, 
with  widening  of  the  intercostal  spaces,  flaring 
of  the  ribs,  and  flattening  and  depression  of  the 
diaphragm,  secondary  to  the  increase  in  lung 
volume.  The  bronchial  infection  usually  ex- 
tends to  the  pleura  by  way  of  the  peribronchial 
lymphatics.  This  often  results  in  pleural  ad- 
hesions which  manifest  themselves  as  fine  lines 
along  the  fissures,  tentlike  shadows  at  the  borders 
of  the  diaphragm  and  mediastinum,  and  by  par- 
tial obliteration  of  the  costophrenic  angles. 
Under  the  fluoroscope,  diaphragmatic  excursions 
are  often  seen  to  be  limited  or  absent  during 
quiet  respiration. 

Changes  in  the  pulmonary  circulation  resulting 
from  emphysema  are  well  known  and  will  not  be 
discussed. 

Lesions  Primarily  Interstitial  in  Location 

Primary  Atypical  Pneumonia .5 — A pathologic 
picture  that  is  primarily  one  of  an  interstitial 
pneumonia  with  accompanying  destructive  or 
degenerative  changes  in  the  alveolar  and  bron- 
chial epithelium  is  presented.  There  is  hemor- 
rhagic thickening  and  edema  of  the  interalveolar 
septa  and  infiltration  of  the  interstitial  tissues 
with  lymphocytes,  monocytic  cells,  and  neutro- 
philic leukocytes.  The  terminal  bronchial 
lumens  are  filled  by  a fibrinoplastic  exudate  and 
often  show  diffuse  necrosis. 

Radiographically,  the  infiltrations  show  great 
variation  as  regards  extent,  character,  and  dura- 
tion. There  are  certain  general  statements 
according  to  Jamison  regarding  atypical  pneu- 
monic infiltration  which  he  believes  are  justified 
and  which  merit  repeating.1  For  instance, 


pneumonias  of  this  type  are  rarely  lobar  in  char- 
acter or  distribution;  the  majority  are  localized 
to  the  middle  or  lower  lung  fields,  and  they  are 
slow  in  resolution,  usually  passing  through  an 
intermediate  stage  of  peribronchial  infiltration 
and  occasionally  shifting  from  one  part  of  the 
lung  to  another. 

Infiltrations  of  primary  atypical  pneumonia 
fall  into  two  main  classes  according  to  Jamison, 
one,  a peribronchial  type,  and  the  other,  a more 
or  less  confluent  type  of  pneumonic  consolidation. 
The  peribronchial  type  of  infiltrate  appears  as 
fuzzy,  roughly  linear  areas  radiating  from  the 
hilum  or  as  patchy  or  mottled  areas,  usually 
closely  associated  with  the  basilar  broncho- 
vascular markings.  Frank  consolidations  of  the 
confluent  type  are  found  in  the  middle  or  lower 
lung  fields.  The  infiltrations  vary  from  a soft 
homogeneous  haze  to  a density  approaching  that 
of  lobar  pneumonia.  True  lobar  distribution  is 
seen  only  rarely,  as  the  disease  has  no  respect  for 
interlobar  boundaries. 

Another  interesting  feature  brought  out  by 
Jamison  is  the  occasional  presence  of  central 
pneumatoceles  which  develop  within  zones  of 
consolidation  producing  cavity-like  appearances. 
Such  pneumatoceles  disappear  as  the  surrounding 
pneumonia  resolves. 

Boeck’s  Sarcoid. — These  lesions  are  discrete 
tubercles  composed  of  epithelioid  cells  and  giant 
cells.  These  tubercles  differ  from  those  of  tuber- 
culosis in  that  they  do  not  become  confluent,  do 
not  undergo  caseation,  and  do  not  calcify.  Heal- 
ing occurs  by  fibrosis,  resulting  in  the  production 
of  a connective  tissue  scar. 

Radiographically,  the  enlarged  hilar  and  medi- 
astinal nodes  are  outstanding.  They  are  usually 
bilateral,  smooth  and  tabulated  in  outline, 
resembling  malignant  lymphoma.  Following  the 
nodal  enlargement,  there  can  be  seen  coarse 
infiltrates  radiating  into  the  adjacent  lung  fields 
from  the  hila.  Finally,  coarse  mottling  appears 
in  both  lungs.  Regression  of  the  lesions  is  in 
reverse  order,  is  very  slow,  and  leaves  little,  if  any, 
scar. 

The  marked  pulmonary  involvement  found  by 
x-ray,  in  contrast  to  the  paucity  of  clinical  signs 
and  symptoms,  is  a striking  feature  of  the  disease. 
It  is  important  and  often  difficult  to  differentiate 
the  pulmonary  lesions  of  sarcoidosis  from  those 
of  tuberculosis  and  silicosis.  Extrapulmonary 
manifestations  of  sarcoidosis  are  sometimes  seen, 
and,  when  present,  may  aid  in  establishing  the 
diagnosis.  Bone  lesions  are  infrequent  but 
characteristic  when  present.  Splenic  enlarge- 
ment is  sometimes  seen  radiographically  where 
it  is  not  palpable  clinically.  Gastrointestinal 
sarcoidosis  may  simulate  regional  enteritis. 
Again,  discussion  of  these  and  other  extra- 
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pulmonary  manifestations  is  outside  the  scope 
of  this  paper,  and  they  are  mentioned  only  as  an 
incentive  for  further  investigation  when  the 
problem  of  differential  diagnosis  of  Boeck’s 
sarcoid  arises. 

Replacement  of  Normal  Pulmonary  Tissue 
by  a Pathologic  Process 

Metastatic  Tumor.— This  may  reach  the  lungs 
by  way  of  the  blood  stream  or  the  lymphatics. 
Hematogenous  spiead  to  the  lungs  is  more  often 
seen  in  primary  lesions  of  the  breast,  thyroid, 
kidney,  and  prostate,  where  the  venous  return  is 
by  way  of  the  vena  cava  directly  to  the  right 
heart.  Primary  lesions  of  the  gastrointestinal 
tract,  particularly  the  stomach,  and  also  the 
pancreas,  gallbladder,  and  ovary,  on  the  other 
hand,  more  often  metastasize  to  the  lungs  by  the 
lymphatic"  route.  Culver  reported  four  in- 
teresting cases  of  miliary  carcinosis  of  the  lungs.6 
In  two,  the  gallbladder  was  the  site  of  the  pri- 
mary lesion,  while  the  others  were  primary  in  the 
stomach  (radiographic  diagnosis)  and  pan- 
creas. While  hematogenous  spread  to  the  lungs 
. from  primary  cancer  of  the  gastrointestinal  tract 
and  associated  organs  is  not  common,  it  does 
occur  and  should  be  considered  in  the  differential 
diagnosis. 

Metastatic  neoplasms  of  the  lungs,  even  though 
they  be  of  considerable  size,  usually  give  rise  to 
no  abnormal  physical  signs  detectable  in  the 
clinical  examination  of  the  chest. 

Radiographically,  the  lesions  in  hematogenous 
carcinosis  vary  in  size,  are  usually  multiple,  and 
roughly  rounded  with  ill-defined  borders.  They 
are  more  numerous  in  the  lower  than  in  the 
upper  portion  of  the  chest,  and  several  may 
coalesce  to  form  larger  areas  of  density.  Both 
lungs  are  often  involved.  The  pleura  may  be- 
come secondarily  involved,  producing  an  effusion. 
In  metastatic  sarcoma,  < the  densities  are  larger 
and  rounded  with  discrete  borders  and  do  not 
tend  to  coalesce. 

In  lymphatic  extension  of  metastatic  tumor, 
the  densities  are  interstitial  in  distribution  radiat- 
ing from  the  hilum.  Underneath  this  linear 
network  of  increased  density  can  be  seen  less 
distinct,  fine,  miliary  nodules  which,  according 
to  Mueller  and  Sniffen,  correspond  to  the  point 
of  intersection  of  the  linear  streaks  or  represent 
fine  lymph  vessels  which  are  hit  edge  on  by  the 
roentgen  rays.7  The  densities  are  due  to  dilata- 
tion of  the  peribronchial  and  perivascular  lym- 
phatics with  cancer  cells.  ' 

Primary  Lung  Tumors. — These  are  broncho- 
genic in  origin,  and  hilar,  bronchial,  or  peripheral 
in  location,  depending  on  the  site  of  origin  in  the 
bronchial  tree.  Histologically,  they  may  be 
divided  into  three  types:  the  cylindrical  cell, 


the  small  cell,  and  epidermoid  or  squamous  cell 
carcinoma.  All  three  types  may  be  found  in  the 
same  lung,  and  there  is  no  sharp  line  of  division 
between  the  different  groups. 

A primary  carcinoma  spreads  from  the  original 
site  through  the  lung,  to  the  lymph  nodes,  and 
to  distant  organs. 

Spread  through  the  lungs  may  occur  in  two 
ways.  The  cells  may  extend  along  the  terminal 
bronchioles  and  become  implanted  in  the  alveolar 
epithelium  (bronchogenic  spread),  or  they  may 
• invade  the  peribronchial  lymphatics  (lymphatic 
spread).  The  mediastinal  lymph  nodes  are 
always  involved  and  may  be  so  increased  in  size 
as  to  lead  to  an  erroneous  diagnosis  of  primary 
mediastinal  lymphoma.  Other  neighboring 
glands,  as  well  as  distant  organs,  may  be  invaded. 

Radiographically,  an  atelectatic  lobe(s)  may  be 
the  only  finding,  as  the  density  of  the  collapsed 
portion  of  the  lung  may  obscure  the  shadow  of 
the  tumor.  In  other  instances,  the  actual  tumor 
can  be  visualized,  often  in  the  region  of  the  hilum. 
Pleural  fluid  may  obscure  both  the  primary  tumor 
and  an  underlying  atelectasis.  If  the  medi- 
astinal structures  are  not  appeciably  shifted  in 
the  presence  of  a considerable  collection  of 
pleural  fluid,  the  possibility  of  an  associated 
atelectasis  should  always  be  considered.  The 
tumor  itself,,  when  visible  radiographically, 
appears  as  an  ill-defined  mass  of  variable  size, 
usually  near  the  hilum,  the  borders  of  which 
infiltrate  the  surrounding  pulmonary  paren- 
chyma. 

It  is  important  and  often  difficult  to  differ- 
entiate lung  tumor  from  tuberculosis  and  primary 
atypical  pneumonia.  Tuberculosis  usually  in- 
volves one  or  both  upper  lobes.  The  infiltrations 
are  feathery  in  appearance  and  patchy  in  dis- 
tribution, often  showing  cavity  formation. 
The  clinical  and  laboratory  findings  are  often- 
times essential  in  arriving  at  the  correct  diag- 
nosis. Atypical  pneumonia  is  essentially  a 
peribronchial  infiltrative  process  with  an  associ- 
ated alveolar  element  at  times.  The  entire 
process  may  heal  slowly  or  may  clear  more 
rapidly  in  one  area  of  the  lung,  only  to  reappear 
in  another.  Careful  correlation  of  the  clinical, 
roentgenologic,  and  laboratory  findings  must  be 
made  in  certain  instances  before  the  correct 
diagnosis  can  be  determined. 

In  primary  lung  tumor,  there  is  commonly  an 
associated  secondary  inflammatory  process  which 
under  proper  treatment  will  subside,  giving  a 
false  impression,  both  clinically  and  radiographi- 
cally, that  the  patient  is  on  the  road  to  recovery. 
Bronchoscopy  will  often  clinch  the  diagnosis  and 
should  not  be  deferred  despite  a contrary  clinical 
course  if  repeated  radiographic  examinations 
suggest  the  presence  of  a primary  lung  tumor. 
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Procrastination  may  mean  the  difference  between 
an  operable  and  an  inoperable  tumor. 

Alteration  in  Pleural  Density 

Pleural  Thickening. — This  end  result  of  pleural 
infection  is  caused  by  the  organization  of  in- 
flammatory exudate  covering  both  the  visceral 
and  parietal  pleura  and  eventually  producing  an 
extensive  fibrosis.  The  thickness  varies  accord- 
ing to  the  amount  of  exudate  laid  down  at  the 
time  of  the  active  infection. 

Normally,  the  pleura  is  not  visible  in  the  chest, 
radiograph.  Lung  fissures,  obliterated  by  pleural 
adhesions,  are  visible  only  if  they  are  situated  in 
a plane  parallel  with  the  direction  of  the  rays. 
The  importance  , of  recognizing  the  normal 
positions  of  the  lung  fissures  cannot  be  stressed 
too  much,  since  slight  variations  in  their  positions 
may  be  the  only  clue  leading  to  the  correct  radio- 
graphic  diagnosis  of  a pulmonary  pathologic 
process. 

Localized  adhesions  are  best  seen  in  films  taken 
in  deep  inspiration  as  the  tension  on  the  parietal 
pleura  causes  them  to  be  drawn  inward  with 
their  base  on  the  pleural  surface.  This  type 
of  adhesion  is  commonly  seen  over  the  diaphragm 
and  the  borders  of  the  mediastinum.  More 
generalized  pleural  adhesions  involve  the  region 
of  the  costophrenic  angles  which,  may  become 
obliterated.  There  may  also  be  seen  a more  or 
less  sharply  defined,  narrow,  dense  rim  along  the 
chest  wall  extending  from  the  apex  to  an  obliter- 
ated costophrenic  angle. 

Dense  adhesions  along  the  mediastinal  aspect 
of  the  lungs  cause  a sharp  straightening  of  the 
mediastinal  and  cardiac  contours,  partially 
obliterating  the  normal  configurations  of  the 
aorta,  pulmonary  artery,  and  the  heart.  Un- 
usually dense  adhesions  may  cast  a faint,  even 
shadow  over  the  chest,  obscuring,  in  part,  the 
underlying  lung  markings.  .Retraction  of  inter- 
costal spaces  and  pulling  over  of  the  heart  and 
mediastinum  secondary  to  an  old,  contracting, 
pleuritic  process  must  be  differentiated  from 
similar  changes  resulting  from  an  atelectasis. 

Tumors. — Pleural  tumors  are  either  primary 
or  secondary,  the  latter  being  more  common. 
Localized  primary  tumors  arise  from  the  sub- 
pleural  tissues  of  either  the  visceral  or  parietal 


pleura.  Tumors  of  the  parietal  pleura  present 
a great  variety  of  forms  as  they  may  originate 
from  any  of  the  underlying  structures.  They  are 
usually  malignant,  invading  the  chest  wall  and 
metastasizing  to  the  mediastinum  and  distant 
organs.  Visceral  pleura  tumors,  on  the  other 
hand,  are  usually  benign. 

Mesotheliomas  are  diffuse  tumors  arising  from 
the  serosal  cells  proper.  They  produce  thicken- 
ing of  the  pleura  which  may  extend  over  a con- 
siderable area.  Either  the  parietal  or  visceral 
pleura  or  both  is  involved. 

Secondary  tumors  of  the  pleura  are,  for  the 
most  part,  carcinomas  and  take  the  form  of 
multiple,  small  nodules  scattered  over  the  surface 
of  the  pleura. 

Radiographically,  diffuse  primary  pleural  neo- 
plasms and  massive  pleural  effusion  have  a similar 
appearance.  One  characteristic  of  diffuse  pleural 
tumor,  if  present,  may  serve  to  (differentiate  it 
tadiographically  from  effusion,  that  is,  invasion 
of  the  chest  wall  with  the  formation  of  localized 
areas  of  nodulation  in  the  soft  tissues.  It  should 
be  borne  in  mind  that  pleural  effusion  and  tumor 
frequently  coexist,  often  necessitating  aspiration  • 
as  a diagnostic  procedure. 

Localized  pleural  neoplasms  are  usually  well- 
demarcated,  rounded  densities  which  may  or 
may  not  show  lobulated  borders.  Radiographs 
taken  in  various  projections  following  thoracen- 
tesis and  air  injection  cannot  be  overemphasized 
as  a diagnostic  procedure  and  are  necessary  for 
accurate  localization  in  most  instances. 

Metastases  to  the  pleura  are  commonly  evi- 
denced by  the  presence  of  a pleural  effusion. 
In  other  instances,  the  actual  tumor  mass  or 
masses  may  be  visualized  along  the  periphery  of 
the  pulmonary  fields. 
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Physicians  who  are  bored  with  the  plethora  of 
papers  on  tuberculosis  should  remember  that  preach- 
ing religion  is  still  necessary  after  hundreds  of 
years. — Exchange 


Bronchiectasis  may  not  cause  copious  sputum; 
there  may  be  no  streaking;  cough  may  be  absent; 
fingers  need  not  be  clubbed,  and  rales  may  be 
absent. — Exchange 


SUCCESS  WITH  ORAL  MERCURIAL  DIURETIC 

Harry  A.  Solomon,  M.D.,  New  York  City,  and  Albert  Abraham,  M.D., 
Morristown,  New  Jersey 

( From  the  Fourth  Medical  Division,  Bellevue  Hospital ) „ 


PATIENTS  with  congestive  heart  failure 
may  continue  to  carry  on  for  many  years. 
They  require  constant  medical  care,  and,  of 
course,  their  treatment  may  have  to  be  varied 
with  changing  conditions.  In  the  treatment  of 
these'cases,  mercurial  diuretics  have  an  important 
if  not  indispensable  place,  the  parenterabmode  of 
administration  being  almost  universally  favored. 
However,  in  our  experience  with  long-term  treat- 
ment of  heart  failure,  potential  or  severe,  we 
have  frequently  been  able  to  obtain  better  results 
with  the  oral  mercurial  diuretics  than  with  the 
other  forms  of  mercurial  diuretics. 

To  demonstrate  this  point,  we  are  reporting 
the  following  illustrative  case. 

Case  Report 

The  patient  was  admitted  to  the  hospital  for  the 
third  time  on  July  31,  1946.  She  was  a 53-year-old 
white  housewife  who  complained  of  dyspnea  at  rest, 
orthopnea,  and  mild  weakness.  All  three  of  these 
disabilities  had  been  progressing  for  two  weeks  and 
were  now  incapacitating.  The  patient  was  known 
to  have  rheumatic  heart  disease  (inactive)  and  had 
been  attending  the  outpatient  cardiac  clinic  inter- 
mittently since  December,  1944. 

First  Hospital  Admission. — Her  first  admission 
was  on  November  25,  1944,  with  complaints  of  en- 
larged abdomen,  swelling  of  legs,  and  dyspnea  of 
three  weeks’  duration.  However,  the  dyspnea 
had  actually  been  present  and  slowly  progressive 
for  three  and  a half  years.  The  following  signi- 
ficant physical  findings  had  been  recorded:  The 
patient  appeared  moderately  and  acutely  ill,  and 
dyspneic.  There  was  moderate  pulmonary  con- 
gestion and  peripheral  edema.  The  heart  was 
enlarged;  systolic  and  diastolic  murmurs  were 
audible  at  the  apex.  Auricular  fibrillation  was 
noted,  with  a pulse  rate  of  80  and  a ventricular 
rate  of  126.  The  blood  pressure  was  110  systolic 
and  80  diastolic.  The  liver  was  enlarged  to  three 
fingers  below  the  right  costal  margin. 

The  patient  received  bed  rest,  restricted  salt  and 
water  intake,  digitalis,  and  a total  of  three  doses  of 
mercupurin  (2  cc.  each),  parenterally.  Her  ad- 
mission weight  was  248  pounds,  and  when  dis- 
charged on  the  thirty-first  hospital  day,  she  weighed 
184  pounds.  She  was  referred  to  the  cardiac  clinic 
for  further  guidance  and  given  a maintenance  dose  of 
digitalis,  0.1  Gm.  daily.  With  the  latter  and  an 
occasional  dose  of  mercupurin  (2  cc.)  parenterally, 
the  patient  managed  fairly  well  but  slowly  decom- 
pensated again  and  was  admitted  for  the  second 
time  on  February  22,  1946. 

Second  Hospital  Admission. — At  this  time,  the 
patient  stated  that  dyspnea,  ankle  swelling,  and  a 


nonproductive  cough  had  all  been  present  for  several 
weeks.  Physical  examination  on  admission  re- 
vealed the  patient  to  be  moderately  ill.  In  addition 
to  the  findings  noted  at  the  time  of  the  first  admission 
there  were  a diastolic  blowing  aortic  murmur, 
a “fat  apron”  covering  the  lower  abdomen,  and 
massive  edema  of  thighs  and  buttocks.  She  weighed 
213*72  pounds  on  the  eleventh  hospital  day. 

The  patient  received  the  same  therapy  as  on  the 
first  occasion  of  hospitalization  except  that  she 
received  a total  of  15  doses  of  mercupurin  (2  cc. 
each)  parenterally  and  two  courses  of  quinidine, 
each  one  consisting  of  eight  doses  (0.4  Gm.  each 
dose).  Aparacentesis  abdomini  yielded  5,500  cc. 
of  fluid. 

The  patient  was  discharged  on  the  seventy-first 
hospital  day.  She  weighed  17772  pounds  and  felt 
capable  of  carrying  out  her  duties  at  home.  De- 
spite a maintenance  dose  of  digitoxin  0.2  mg.  daily, 
mercupurin  2 cc.  weekly,  and  ammonium  chloride 
2.0  Gm.  daily,  she  slowly  began  to  decompensate 
again.  For  two  weeks  prior  to  the  third  admission, 
she  had  suffered  progressively  severe  dyspnea  at 
rest,  marked  orthopnea,  and  weakness.  On  July 
31,  1946,  these  symptoms  had  become  so  severe 
that  she  again  required  hospital  care. 

Third  Admission. — Review  of  the  patient’s 
history  at  the  time  of  the  third  admission  revealed 
that  the  actual  onset  of  symptoms  was  seven  years 
previously  in  1939  (age  46).  These  early  symp- 
toms were  dyspnea  on  exertion  and  ankle  swelling. 
Progression  of  symptoms  was  slow  until  the  first 
episode  of  cardiac  failure  but  had  accelerated  since 
then.  Neither  the  family  history  nor  the  patient’s 
past  history  was  contributory. 

On  the  third  admission,  the  patient  appeared 
small  but  well  developed  and  well  nourished.  She 
was  acutely  ill  with  intense  respiratory  embarrass- 
ment, literally,  “sitting  up  in  bed  and  gasping  for 
breath.”  Her  temperature  was  100.6  F.,  the  pulse 
96,  respiration  40,  and  blood  pressure  140/80.  The 
skin  was  dry  and  warm.  Pendulous  folds  of 
edematous  skin  were  evident  about  the  * lower 
abdomen,  buttocks,  and  thighs.  No  lymph  nodes 
were  palpable.  The  retinal  vessels  were  tortuous  and 
showed  moderated  arteriovenous  compression,  but  no 
hypertension  was  noted  while  she  was  under  our 
observation.  The  ears,  nose,  and  throat  were  nor- 
mal. The  teeth  were  poor.  The  neck  was  relaxed, 
and  the  great  vessels  were  distended,  but  there  was 
no  thyroid  enlargement  or  displacement  of  trachea. 
Examination  of  the  lungs  revealed  numerous, 
medium  moist  rales  at  both  bases,  more  evident 
posteriorly.  When  the  heart  was  examined,  a point 
of  maximal  impulse  could  not  be  palpated.  The 
sounds  were  of  fair  quality  at  apex  and  base. 
There  were  short  harsh  systolic  and  diastolic  mur- 
murs at  the  apex  but  no  palpable  thrill.  The  aortic 
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murmur  reported  at  the  time  of  the  second  admission 
was  not  audible.  The  pulse  rate  and  the  ventricular 
rate  were  both  96;  the  rhythm  was  totally  irregular. 
The  abdomen  was  obese,  tympanitic,  and  very  large; 
a fluid  wave  was  elicited.  # The  lower  extremities 
and  buttocks  were  massively  enlarged.  The  soft 
tissues  were  heaped  up  into  large  corrugations 
(folds)  from  the  ankles  to  the  iliac  crests.  Some 
pitting  edema  was  present,  but  much  of  this  en- 
largement was  due  to  a firm,  diffuse,  brawny  type  of 
edema.  The  admission  diagnosis  according  to  the 
“criteria”  was  as  follows:  (a)  rheumatic  heart 

disease  (inactive);  (6)  enlarged  heart,  myocardial 
fibrosis,  and  mitral  stenosis,  and  insufficiency; 
( c ) auricular  fibrillation,  mitral  stenosis  and  in- 
sufficiency, decompensated. 

Course  in  the  Hospital. — Shortly  after  admission 
the  usual  therapy,  bed  rest,  sedation,  restricted  salt 
and  water  intake,  and  ammonium  chloride,  2.0  Gm. 
thrice  daily,  was  instituted.  The  maintenance 
dose  of  0.2  mg.  digitoxin  daily  was  continued. 
With  the  above  therapy  and  oxygen  by  nasal  cath- 
eter the  patient  did  not  improve. 

The  decision  was  made,  therefore,  to  give  this 
patient  intensive  mercurial  diuretic  therapy;  she 
was  given  mercuhydrin  (2  cc.  intramuscularly) 
daily,  commencing  on  the  second  hospital  day. 
At  that  time  she  weighed  213  pounds.  On  the 
fourth  hospital  day,  and  after  the  patient  had 
already  lost  25  pounds  in  weight,  a paracentesis 
abdomini  yielded  10,000  cc.  of  pale  amber  fluid. 
The  specific  gravity  was  1.016;  culture  and  smear 
were  negative,  and  microscopic  study  of  a “cell 
block”  revealed  no  unusual  cells. 

Fluoroscopic  examination  of  the  heart  on  the 
tenth  hospital  day  revealed  enlargement  of  all  the 
heart  chambers;  particularly  evident  was  the 
enlargement  of  the  right  and  left  auricles  and  the 
prominence  of  the  pulmonary  conus. 

On  the  eleventh  hospital  day,  and  after  receiving 
10  doses  of  mercuhydrin  (2  cc.  each),  the  patient 
weighed  159  pounds  as  compared  .with  the  earliest 
recorded  weight  of  213  pounds  on  the  third  hospital 
day.  She  had  lost  more  than  54  pounds.  By  the 
thirteenth  hospital  day,  the  patient  was  ambulatory 
and  fairly  comfortable,  and  by  the  twenty-first 
hospital  day,  her  weight  was  stabilized  near  160 
pounds.  She  had  received  19  doses  of  mercuhydrin 
parenterally. 

Sincfe  she  seemed  to  have  reached  a “dry  weight,” 
it  appeared  desirable  to  decrease  the  frequency  of 
therapy.  A trial  dosage  of  2 cc.  of  mercuhydrin 
on  alternate  days  was  not  successful.  After  only 
six  days’  trial  therapy,  the  patient  had  gained  four 
pounds  and  was  again  rather  dyspneic  and  uncom- 
fortable. As  was  to  be  expected,  she  also  com- 
plained of  pain  at  the  site  of  injection,  22  of  which 
had  been  administered. 

Since  the  patient  seemed  to  require  2 cc.  of  mer- 
cuhydrin each  day,  since  pain  was  a factor  in  pro- 
ducing discomfort,  and  since  this  therapy  necessi- 
tated continuous  daily  attendance  of  a physician,  it 
appeared  desirable  to  try  administration  of  an  oral 
preparation.  Auricular  fibrillation  was  present 


with  little  or  no  pulse  deficit  and  with  ventricular 
rate  ranging  from  60  to  80  per  minute. 

Therapy  was  then  initiated  with  an  oral  prepara- 
tion of  mercupurin  on  the  twenty-ninth  hospital 
day.  At  first,  when  the  patient  was  receiving 
0.2  Gm.  three  times  daily,  she  gained  nine  pounds 
in  eight  days.  Over  a period  of  two  days,  the  dose 
was  then  increased  to  0.4  Gm.  four  times  a day. 

Nausea,  emesis,  and  dizziness  ensued  at  first  when 
the  total  dose  of  1.6  Gm.  was  given  in  two  portions. 
By  dividing  the  daily  doses  into  four  portions,  these 
annoying  symptoms  were  eliminated;  the  patient 
did  not  seem  to  mind  micturition  “all  day  and  all 
night.”  On  one  occasion,  2.4  Gm.  was  adminis- 
tered in  four  divided  doses,  but  nausea  and  emesis 
were  produced.  The  patient  was,  therefore,  main- 
tained on  1.6  Gm.,  and  in  nine  days  she  had  lost 
nine  pounds.  Remarkably  efiough,  her  weight 
continued  to  decrease  and  dropped  below  the  level 
previously  considered  her  “dry  weight”  while 
receiving  the  mercuhydrin  intramuscularly. 

About  this  time,  the  forty-eighth  hospital  day, 
the  patient  complained  of  enlarged  and  tender  cer- 
vical lymph  nodes  and  “sore  gums.”  Dental 
examination  revealed  carious  teeth,  calcareous 
deposit,  and  gingivitis.  Routine  dental  prophy- 
laxis and  a hydrogen  peroxide  mouth  wash  relieved 
the  gingivitis  readily.  The  ammonium  chloride 
was  discontinued  on  the  forty-ninth  day.  It  is 
not  possible  to  state  definitely  whether  or  not  this 
represented  mercurial  gingivitis  which  is  more  com- 
mon in  people  with  poor  oral  hygiene. 

On  the  fifty-second  hospital  day,  the  patient 
suddenly  developed  pain,  swelling,  and  redness  in 
the  left  lateral  epicondylar  region.  The  blood  uric 
acid  level  and  x-ray  examination  of  the  left  elbow 
were  both  normal.  Salicylates  offered  relief  and, 
in  two  days,  the  episode  was  at  an  end.  Whether 
or  not  this  represented  an  acute  gouty  arthropathy 
secondary  to  critical  diuresis  remains  speculative. 

Because  the  patient’s  heart  was  still  fibrillating 
with  a ventricular  rate  ranging  from  60  to  100,  it 
appeared  desirable  to  increase  the  dose  of  digitoxin 
to  0.3  mg.  daily.  As  is  evident  on  the  graphic  chart, 
this  produced  a further  and  appreciable  loss  of 
weight. 

On  the  sixty-first  hospital  day,  the  patient  de- 
veloped a bilateral  catarrhal  conjunctivitis  which 
disappeared  after  use  of  a penicillin  collyrium  for 
twenty-four  hours.  On  the  sixty-third  hospital  day 
the  patient  had  a tooth  extracted  without  complica- 
tion; penicillin  was  administered  intramuscularly 
for  prophylaxis,  prior  to  and  subsequent  to  the 
extraction. 

For  a period  of  sixteen  days,  the  patient  received 
0.3  mg.  digitoxin  daily  in  addition  to  the  intensive 
oral  mercupurin  therapy.  At  the  end  of  this 
period  she  felt  very  comfortable  with  little  dyspnea, 
except  on  exertion,  and  was  helping  to  do  things 
about  the  ward.  There  was  no  pulmonary  conges- 
tion or  enlarged  liver;  minimal  peripheral  edema 
persisted.  An  ECG  at  this  time  revealed  a sinus 
rhythm  with  a rate  of  56,  and  the  patient  had  lost  an 
additional  significant  amount  of  weight,  bringing 
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the  total  weight  loss  to  the  neighborhood  of  80 
pounds  in  sixtv-one  days. 

Subsequent  to  this,  the  patient  received  no  digt- 
toxin  but  only  oral  mercupurin,  1.6  Gm.  daily  for 
seventeen  days.  At  first,  she  gained  a few  pounds, 
but  this  leveled  off  again  at  approximately  the  same 
weight.  Clinically,  she  retained  her  improvement. 

On  the  eighty-third  hospital  day,  the  patient 
received  1.2  mg.  digitoxin  (the  last  previous  dose 
was  nineteen  days  before),  and  for  the  following 
seven  days  she  received  0.2  mg.  digitoxin  daily  but 
no  mercupurin.  In  this  short  space  of  seven  days, 
she  again  became  dyspneic,  orthopneic,  weak,  and 
uncomfortable.  She  had  gained  ten  pounds  (Fig. 
1). 

The  patient  was  then  given  1.6  Gm.  mercupurin 
and  0.2  mg.  digitoxin  daily  until  she  left  the  hos 
pita  1 , weighing  145  pounds  on  the  ninety-sixth  day. 

Conclusions 

1 Oral  mercurial  diuretics  may  be  effective 
in  the  management  of  cardiac  failure  and  some- 
times may  even  be  more  effective  than  digitalis 
bodies. 

2.  Oral  mercurial  diuretics  may  provide  a 
technic  for  management  of  cardiac  failure  which 


eliminates  the  discomfort  of  repeated  injections 
required  with  parenteral  medication. 

3.  Oral  mercurial  diuretics  may  provide  a 
treatment  which  eliminates  repeated  drastic 
diuresis  and  freedom  from  sudden  withdrawal 
of  chlorides. 

4.  Causes  for  failure  of  oral  mercurial  diuretic 

therapy  include:  (a)  inadequate  dosage,  ( b ) 

short  period  of  trial,  and  (c)  concentration  of 
doses  (causing  gastric  irritation)  rather  than 
division  of  doses. 

5.  An  additional  cause  of  failure  may  be  side 
effects  from  other  drugs  such  as  digitalis  bodies. 
Such  effects  when  attributed  to  oral  mercurial 
diuretics  operateto  prevent  adequate  trial. 

6.  Studies  in  the  management  of  acute 
cardiac  insufficiency'  with  parenteral  mercurial 
diuretics  may  lead  to  the  conclusion  that,  the 
digitalis  bodies  may  be  dispensed  with  on  certain 
occasions 

7.  Oral  mercurial  diuretics  in  maintenance 
dose  may  be  one  answer  to  the  question  of  recur- 
rent cardiac  decompensation  in  patients  well 
digitalized  but  persistently  in  mild  failure. 


TOLERANCE  STUDIES  OF  THE  ANTIHISTAMINE  DRUG 
' THEPHORIN 

Linn  J.  Boyd,  M.D.,  Jonas  Weissberg,  M.D.,  and  Thomas  H.  McGavack,  M.D.,  New  York 
City 

{From  the  New  York  Medical  College,  Metropolitan  Hospital,  Research  Unit,  Welfare  Island) 


AN  ANTIHISTAMINE  action  has  been 
demonstrated  in  animals  following  the 
administration  of  Thephorin,  a brand  of  pheninda- 
mine  (2  - methyl  - 9-  phenyl-  2,3,4,9-tetrahydro-l- 
pyridindene  hydrogen  tartrate). x~3  As  a pre- 
liminary step  in  the  use  of  this  material  for  the 
control  of  allergic  manifestations  in  which  hista- 
mine releases  play  a part,  the  general  effects  of 
the  drug  have  been  observed  subjectively  and  ob- 
jectively in  a representative  group  of  individuals 
not  known  to  have  any  allergic  disease  or  clini- 
cally recognizable  disturbance  of  the  autonomic 
nervous  system. 

Materials  and  Methods 

Subjects  and  Their  Management. — All  subjects 
were  ambulatory  patients  attending  a general 
medical  clinic.  They  were  selected  at  random, 
except  that  all  cases  with  a known  allergy  oj- 
recognizable  disease  of  the  autonomic  nervous 
system  vjere  summarily  excluded.  During  some 
representative  period  of  the  study,  usually  for  one 
week,  each  subject  received  a placebo,  identical  in 
shape  and  appearance  with  the  test  material.  On 
this  basis,  a group  of  subjects  was  eliminated 
whose  observations  were  obviously  unreliable. 
As  the  study  proceeded,  it  became  clear  that  in 
order  to  avoid  confusion,  all  subjects  who,  prior 
to  the  use  of  the  drug,  suffered  from  dizziness, 
drowsiness,  insomnia,  dryness  of  the  mouth,  and 
any  of  a variety  of  gastrointestinal  complaints 
should  also  be  barred  from  the  experiment. 

The  remaining  subjects  were  further  screened 
for  their  ability  to  cooperate  and  to  make  accur- 
ate, consistent  statements  regarding  their  condi- 
tion. The  majority  of  the  patients  came  to  the 
clinic  because  of  a mild  benign  hypertension  or  a 
low-grade  hypertrophic  arthritis.  Effort  was 
made  to  conceal  the  fact  that  we  were  interested 
in  the  “side”  effects  of  the  drug  by  emphasizing 
the  point  that  the  medication  was  specific  for  the 
particular  illness  of  the  patient,  or  nonspecifically 
directed  to  “build  them  up”  as  would  a tonic  or 
vitamin.  In  follow-up  visits,  leading  questions 
were  not  propounded,  but,  after  stating  how  he 
felt  in  general,  the  patient  was  always  asked  if  any 
new  symptoms  had  appeared.  The  nature  and 
severity  of  these  were  carefully  recorded. 


The  patients  ranged  between  seventeen  and 
seventy-nine  years  of  age  writh  an  over-all  average 
of  thirty-nine  years;  50  were  men  and  50  women. 

Posology. — In  all  instances,  the  daily  dose  of 
Thephorin*  was  divided  into  three  equal 
parts  and  administered  orally.  Each  tablet  con- 
tained 25  mg.  of  material,  and  total  daily  doses 
ranged  from  75  to  600  mg.  The  usual  therapeutic 
doses  range  from  25  to  150  mg.  daily,  so  that  our 
trials  are  designed  to  uncover  not  only  possible 
side  effects  in  usual  dosages,  but  also  to  determine 
the  trend  of  side , effects,  if  any,  of  the  largest 
doses.  Moreover,  these  high  amounts  make 
possible  a weight-for-weight  comparison  with 
other  well-known  antihistamine  agents. 

Interval  and  Total  Period  of  Observation.  Ob- 
servations were  made  at  weekly  intervals.  No 
subject  was  observed  for  less  than  two  weeks,  and 
the  majority  were  observed  for  four  weeks.  Usu- 
ally a placebo  was  administered  during  the  first 
week,  and,  if  the  patient’s  responses  were  consis- 
tent and  reliable,  increasing  doses  of  the  drug 
according  to  the  gradually  ascending  scale  noted 
in  Table  1 were  employed  for  one  week  each. 
However,  this  order  was  not  always  followed,  as 
some  patients  were  utilized  at  a single  dosage 
level,  and  others  received  the  placebo  after,  rather 
than  before,  one  or  more  weeks  of  medication. 
Three  subjects  were  observed  at  each  of  the  seven 
dosage  levels,  while  eight  subjects  were  followed 
for  two  weeks  only. 

Laboratory  Procedures. — Urinalyses  and  com- 
plete blood  counts  were  performed  on  all  subjects 
prior  to  the  initiation  of  therapy;  no  patient  was 
included  in  whom  any  abnormality  was  present. 
In  approximately  50  per  cent  of  the  patients 
these  examinations  were  repeated  at  least  once 
during  or  at  the  end  of  the  period  of  treatment 
with  Thephorin.  Before  and  at  periodic  intervals 
during  the  treatment  of  ten  patients,  the  nonpro- 
tein nitrogen  of  the  blood  was  determined  and 
electrocardiographic  tracings  made.  In  addition, 
a number  of  other  laboratory  tests  were  per- 
formed as  indicated  by  the  clinical  condition  of 
the  individual  subject. 


* Through  the  courtesy  of  Drs.  Elmer  Sevringhausand  W.  T. 
Strauss,  generous  supplies  of  Thephorin  were  made  available 
by  Hoffmann-LaRoche,  Inc. 
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TABLE  1. — Untoward  Reactions  Following  the  Oral  Administration  of  Thephobiv  at  Various  Levels  of  Dosage 


Nature  and  Incidence  of  Toxic  Manifestations 

Skin  and  Circula- 

Central  Nervous  Mucous  Gastrointestinal  tory 

System — — - Membrane  . Tract System 


o m a 


Total 

Number 

of 

Subjects 

Daily 

Dose, 

Mg. 

Number  of 
Patients  with 
. — Reactions — ■ 
Per 

Total  Cent 

3 

*2 

S 

o 

a 

Drowsiness 

Dizziness 

Weakness  < 
Numbness 

Jumpiness, 

Jitteriness 

Nervousness 

Dryness 

of  Mouth, 

Sweating 

Burning, 

Tearing 

of  Eyes 

Constipatioi 

Cramps 

Anorexia 

Nausea 

Palpitation 

Flushing 

13 

75 

2 

15.4 

2 

1 

1 

1 

0 

17 

150 

4 

24.1 

2 

2 

1 

1 

1 

1 

0 

16 

225 

4 

25.0 

4 

2 

2 

2 

1 

0 

16 

300 

8 

50.0 

4 

2 

2 

2 

2 

3 

1 

1 

14 

375 

8 

57.1 

4 

1 

2 

2 

5 

1 

2 

1 

1 

12 

450 

7 

58.3 

3 

2 

1 

2 

5 

3 

2 

2 

12 

600 

9 

75.0 

2 

1 

2 

5 

2 

2 

1 

2 

100 

42 

42.0 

21 

3 

9 

3 

8 

22 

5 

11 

4 

1 

1 

2 

1 

5 

* Represents  the  number  of  subjects  who  voluntarily  stopped  the  drug  because  of  the  severity  of  side  effects. 


Results 

The  toxic  side  reactions  following  the  oral  ad- 
ministration of  Thephorin  are  summarized  in 
Table  1.  They  may  be  conveniently  separated 
into  four  categories,  namely,  those  symptoms 
indicating  disturbance  in : (a)  the  central  nervous 
system,  ( b ) the  skin  and  mucous  membranes,  (c) 
the  gastrointestinal  tract,  and  ( d ) the  cardiovas- 
cular system. 

The  common  neurologic  manifestations,  some- 
what in  the  order  of  their  frequency,  included 
insomnia,  dizziness,  weakness,  numbness,  cold- 
ness, jumpiness,  shakiness,  nervousness  with  in- 
creased irritability,  and  drowsiness  (Table  1). 
The’toxic  effects  upon  the  skin  and  mucous  mem- 
branes were  excessive  perspiration;  dryness  of 
the  mouth,  oftentimes  associated  with  increased 
thirst  and  at  other  times  with  bitterness  in  the 
mouth;  and  burning  or  tearing  of  the  eyes, 
occasionally  associated  with  blurring  of  vision. 
The  most  common  gastrointestinal  symptoms 
were  constipation,  abdominal  cramps,  anorexia, 
and  nausea.  Palpitation  and  flushing  constituted 
the  only  circulatory  disturbances  recorded  and 
were  observed  infrequently. 

The  most  commonly  noted  toxic  symptom  was 
insomnia.  Next  in  frequency,  and  often  first  in 
severity,  was  dryness  of  the  mouth,  Sometimes 
accompanied  by  an  increased  thirst.  Burning 
and  tearing  of  the  eyes,  not  unlike  that  often 
associated  with  the  ingestion  of  iodine,  and  con- 
stipation represented  the  remaining  symptoms 
which  were  prone  to  occur  at  any  level  of  dosage. 
When  300  mg.  or  more  of  the  drug  were  ingested 
daily,  jumpiness,  shakiness,  and  otHfcr  signs  of 
nervousness  were  occasionally  present  (Table  1). 
When  these  symptoms  were  severe,  the  patients 
often  cried  bitterly  in  recounting  their  com- 
plaints. The  other  manifestations  recorded  in 
Table  1 include  all  the  disturbances  of  clinical 
significance  that  could  be  attributed  to  the  use  of 


Thephorin  in  daily  doses  varying  from  75  to  60 
mg. 

As  a rule,  untoward  symptoms  made  their 
appearance  in  the  first  twenty-four  to  forty-eight 
hours  after  the  administration  of  the  drug  was 
begun.  Oftentimes  this  occurred  with  the  first 
or  second  dose,  particularly  in  the  case  of  neuro- 
logic manifestations.  In  contrast,  the  gastro- 
intestinal symptoms,  such  as  constipation,  might 
not  make  their  appearance  until  the  fourth  or  fifth 
day  after  treatment  had  been  instituted. 

Toward  some  of  the  symptoms  produced  by  the 
drug,  it  seemed  possible  to  establish  a tolerance 
through  continued  use.  This  was  particularly 
true  of  the  insomnia  and  other  manifestations  of 
a presumptively  nervous  origin.  With  daily  doses 
of  225  mg.  or  less,  such  symptoms  usually  dis- 
appeared after  several  days  without  altering  the 
amount  of  the  drug  administered.  On  the  other 
hand,  there  were  symptoms,  notably  the  dryness 
of  the  mucous  membranes  and  the  gastrointesti- 
nal disturbances,  for  which  no  tolerance  could  be 
established,  regardless  of  dose. 

Urinalyses,  complete  blood  counts,  electro- 
cardiographic tracings,  and  blood  nonprotein  * 
nitrogen  determinations,  performed  lit  weekly  in- 
tervals in  each  of  ten  subjects  for  four  weeks  or 
more,  showed  no  alterations  directly  related  in  any 
way  to  the  influence  of  the  drug. 

From  Table  1,  it  will  be  observed  that  the  inci- 
dence of  toxic  symptoms  was  roughly  propor- 
tional to  the  daily  dose  of  Thephorin.  With 
amounts  of  300  mg.  or  less,  25  per  cent  of  the  sub- 
jects showed  some  toxic  reactions.  With  larger 
doses,  side  effects  were  encountered  in  from  50  to 
75  per  cent  of  all  subjects.  In  doses  of  300  mg.  or 
more  daily,  the  untoward  symptoms  associated 
with  the  use  of  the  drug  were  occasionally  so 
severe  that  the  subject  discontinued  the  drug 
voluntarily. 

It  has  seemed  advisable  to  compare  the  inci- 
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TABLE  2. — Incidence  of  Untoward  Symptoms  Follow- 
ing the  Ingestion  of  Several  Antihistamine  Agents 


Per  Cent  Reactions  at 

. Daily  Dose 

150  300  450  600 

Outstanding 

Agents 

Mg. 

Mg. 

Mg. 

Mg. 

Symptoms 

Thephorin 

24 

50 

58 

75 

Insomnia  and  dry- 
ing of  mucosae 

Benadryl 

64 

78 

76 

91 

Drowsiness 

Pyribenzamine 

64 

64 

73 

66 

Drowsiness,  nau- 
sea, anorexia, 
abdominal 
bloating 

dence  of  unpleasant  reactions  caused  by  The- 
phorin  with  those  of  the  now  well-known  antihis- 
taminea  gents,  benadryl  and  pyribenzamine.  This 
is  done  in  Table  2.  The  data  for  all  three  drugs 
were  collected  in  similar  fashion  by  the  same  ob- 
servers, and  at  least  30  per  cent  of  the  subjects 
were  used  in  all  three  trials.  It  will  be  observed 
that  at  levels  of  150  mg.  daily,  which  is  the  com- 
monly indicated  dosage,  Thephorin  is  less  than 
one-half  as  toxic  as  either  of  the  other  drugs 
mentioned.  At  the  highest  levels  of  dosage,  this 
difference  was  less  marked,  and  the  number  of 
subjects  forced  to  discontinue  the  antihistamine 
agent  because  of  the  severity  of  the  symptoms 
was  approximately  the  same  in  all  three  instances. 

Summary 

1.  Thephorin  was  given  orally  to  100  selected 
subjects  in  daily  doses  varying  from  75  to  600  mg. 
for  periods  of  one  week  or  more.  All  symptoms  of 
any  nature  whatsoever,  not  present  prior  to  the 


administration  of  the  drug,  were  recorded  as  due 
to  its  activity.  Data  from  subjects  with  intercur- 
rent disease  were  discarded. 

2.  The  most  frequently  observed  unpleasant 
manifestation  of  the  action  of  the  drug  was  dry- 
ness of  the  mouth,  which  occurred  in  22  per  cent 
of  the  patients  but  was  more  marked  at  higher 
than  at  lower  levels  of  dosage.  In  smaller  doses, 
300  mg.  daily  or  less,  insomnia  was  the  most  com- 
mon manifestation  noted  in  21  Subjects.  This 
tended  to  decrease  in  severity  as  administration 
of  the  drug  was  continued. 

3.  In  all,  42  of  the  100  subjects  developed  one 
or  more  toxic  symptoms  while  taking  Thephorin. 

4.  The  use  of  Thephorin  for  four  or  more 
weeks  in  the  range  of  dosage  above  mentioned 
was  not  associated  with  any  significant  changes  in 
the  electrocardiogram,  the  nonprotein  nitrogen 
of  the  blood,  the  peripheral  blood  count,  or  the 
urine. 

Conclusion 

When  compared  with  other  drugs  that  have  an 
antihistamine  effect,  namely,  benadryl  and  pyri- 
benzamine, Thephorin  is  less  toxic  weight-for- 
weight  in  daily  doses  ranging  from  150  to  600  mg. 
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A NEW  DRUG  FOR  TIIE  ALLEVIATION  OF  PAIN 


A new  drug,  made  available  in  this  country  aft, it 
World  War  II,  has  been  found  effective  in  the  al- 
leviation of  many  kinds  of  pain,  according  to  an 
article  in  the  April  13  issue  of  the  Journal  of  the 
American  Medical  Association. 

The  drug,  which  was  given  the  nonproprietary 
name  of  methadon,  is  described  by  Elizabeth  B. 
Troxil,  M.D.,  of  the  department  of  pharmacology  of 
the  University  of  Minnesota  Medical  School.  Clini- 
cal trials  were  instituted  at  the  University  of  Min 
riesota  Hospital  on  400  patients  for  relief  of  all  types 
of  pain 

By  all  routes  of  administration  it  was  found  that, 
the  average  duration  of  action  was  from  three  to 
eight  hours,  with  many  of  the  patients  obtaining  re- 
lief for  as  long  as  eight  to  twelve  hours  The  effects 
on  the  nervous,  circulatory,  and  respiratory  systems 
were  similar  to  those  of  morphine. 


Investigators  have  found  that  methadon  is  more 
potent  than  either  morphine  or  merperidine,  and 
that  in  former  morphine  addicts  the  abstinence 
symptoms  from  morphine  could  be  controlled  with 
methadon. 

When  methadon  was  withdrawn  abruptly  after 
prolonged  administration,  the  symptoms  were  so 
mild  that  treatment  was  not  necessary. 

Approximately  20  patients  receiving  methadon  for 
t wo  or  thr^e  months  had’  no  withdrawal  symptoms 
on  abrupt  discontinuation  of  treatment.  Three 
patients  were  given  the  drug  for  one  year  and  were 
able  to  stop  treatment  abruptly  without  ill  effects. 

Dr  Troxil  says  that  it  was  possible  to  use  metha- 
•don  to  relieve  muscular  spasm  and  pain  in  patients 
with  bulbar  and  spinal  poliomyelitis  and  that  it  also 
was  used  effectively  to  relieve  headaches  due  to 
brain  tumor,  head  injury,  and  brain  abscess. 


RECTAL  POLYPS  SHOWING  EARLY  MALIGNANT 
TRANSFORMATION 

Henry  Peskin,  M.D.,  New  York  City 


POLYPI  are  frequently  found  in  the  course  of 
routine  proctologic  examinations.  The  pa- 
tient may  seek  medical  advice  because  of  bleeding 
which,  on  examination,  is  found  to  be  due  to  a 
polyp.  At  times  the  complaint  is  protrusion  on 
straining  at  stool,  and,  on  examination,  instead  of 
hemorrhoids,  a pedunculated  polyp  is  seen.  A 
great  many  polyps,  however,  are  discovered  dur- 
ing sigmoidoscopy  performed  as  part  of  a routine 
examination  for  other  diseases  of  the  terminal 
portion  of  the  intestinal  tract. 

The  literature  on  this  subject  is  extensive. 
Bensuade,  Hillemand,  and  Augier,  Lockhart- 
Mummery,  J.  C.  Lawrence,  Manheim  and 
Druckerman,  W.  J.  Martin,  and  Manheim  are  a 
few  among  the  many  who  have  stressed  the  fre- 
quency of  malignant  degeneration  of  so-called 
benign  polyps  of  the  rectum.1-6 

It  is  obvious,  therefore,  that  a biopsy  is  ab- 
solutely essential  when  any  type  of  polypoid 
lesion  is  discovered  on  proctosigmoidoscopic 
examination.  The  • biopsy  report  will  usually 
place  the  lesion  in  one  of  three  groups,  which  are 
as  follows:  (1)  simple  adenomatous  polyp;  (2) 
adenomatous  polyps  showing  (a)  increased 
mitosis,  (6)  atypism,  or  (c)  cellular  dedifferentia- 
tion, and  (3)  adenoma  malignum. 

The  adenoma  malignum  is  a frankly  malignant 
lesion.  Its  treatment  is  generally  surgical  and 
not  pertinent  to  this  discussion.  Polyps  of  the 
first  two  groups  cap  be  treated  if  they  are  acces- 
sible to  the  sigmoidoscope.  If  they  are  not, 
laparotomy  is  necessary.  Three  cases,  illustrat- 
ing the  problems  involved,  are  presented. 

Case  Reports 

Case  1. — A 59-year-old  white  man  presented  him- 
self with  a one-year  history  of  protrusion  at  the  anus 
and  occasional,  slight  rectal  bleediftg.  On  straining, 
he  was  found  to  have  internal  prolapsing  hemor- 
rhoids. On  digital  examination,  the  examining 
finger  detected  a mass  on  the  right  rectal  wall. 
Sigmoidoscopy  revealed  this  to  be  approximately  3 
cm.  in  diameter  and  attached  to  the  right  wall  of  the 
rectum  about  11  cm.  from  the  anal  orifice.  Inas- 
much as  the  hemorrhoids  were  not  bleeding,  this 
mass  accounted  for  the  bleeding  about  which  the 
patient  complained.  A biopsy  was  performed,  and 
the  pathologic  report  was  “specimen  consists  of 
fragments  of  an  adenomatous  polyp.’’  The  polyp 
was  fulgurated  several  times,  and  four  weeks  later 
another  biposy  was  taken  for  examination.  This 
second  specimen  was  reported  as  “fragments  of 
villous  adenoma  showing  focal  early  malignant 
transformation.” 


Case  2. — Another  patient,  also  a white  man,  aged 
64,  was  referred  for  proctologic  examination  because 
of  a seven  months’  history  of  diarrhea  consisting  of 
from  two  to  six  bowel  movements  each  day.  The 
stools  were  usually  quite  loose,  and  a small  amount  of 
blood  was  occasionally  noticed.  A barium  enema 
had  already  been  done  and  had  been  reported  as 
showing  diverticulosis  and  diverticulitis.  On  sig- 
moidoscopic  examination,  a polypoid  mass  was  dis1 
covered  on  the  left  wall  of  the  rectosigmoid  approxi- 
mately 19  cm.  from  the  anus.  It  was  about  2l/2  cm. 
in  diameter  and  fairly  smooth  in  outline.  The 
angulation  of  the  rectosigmoid  at  this  point  rendered 
a complete  view  of  the  polyp  almost  impossible.  A 
portion  was  obtained  for  biopsy,  however,  and  was 
reported  as  “adenomatous  polyp.”  Fulguration  of 
this  polyp  was  begun.  Four  weeks  later  a second 
biopsy  was  taken,  and  this  time  the  report  on  it  was 
“rectal  polyp  (papillary  adenoma)  with  carcinoma- 
tous degeneration  invading  the  submucosa  and 
muscularis.” 

Case  3. — This  patient  was  a 62-year-old  white 
woman  who  complained  of  rectal  bleeding,  slight  in 
amount,  for  a period  of  six  months.  Bleeding  oc- 
curred only  on  defecation.  On  sigmoidoscopy,  a pea- 
sized polyp  was  seen  7 inches  from  the  anus.  This 
was  biopsied,  and  it  was  reported  to  be  an  adenoma- 
tous polyp  showing  mitosis  and  nuclear  atypisr... 
The  polyp  was  fulgurated.  The  patient  continued  to 
bleed  from  a higher  point.  A barium  enema  was 
done,  and  the  presence  of  a polyp  in  the  upper  sig- 
moid was  reported.  Sigmoidoscopy  was  repeated, 
and  a polyp  was  found  about  10  inches  from  the 
anus.  A portion  of  this  was  removed  with  a cautery 
snare,  and  the  biopsy  report  was  “adenocarcinoma  of 
infiltrating  tendency  within  a fragment  of  rectal 
polyp.”  In  view  of  the  fact  that  this  polyp  was 
only  noticed  on  one  of  several  sigmoidoscopic  exami- 
nations, «it  was  felt  that  the  polyp  reported  by  the 
roentgenologist  was  the  same  as  that  which  was 
biopsied.  Accordingly,  laparotomy  was  suggested 
for  the  removal  of  this  polyp.  At  operation,  a 
polyp,  approximately  2 cm.  in  diameter,  on  a short, 
broad  pedicle  was  found  high  up  in  the  sigmoid 
colon.7  This  was  removed  by  sigmoidotomy.  The 
pathologic  report  revealed  the  polyp  to  be  an 
adenoma,  in  one  portion  of  which  carcinomatous 
changes  had  occurred.  It  was  from  this  portion  that 
the  biopsy  had  been  taken. 

At  the  time  of  the  first  biopsy  in  the  first  two 
cases,  surgery  involving  opening  of  the  gut  or 
resection  was  obviously  too  drastic  a procedure 
for  the  treatment  of  a benign  lesion.  Fulguration 
in  stages  was  safe  and  thoroughly  adequate. 
However,  when  the  later  biopsies  were  done,  the 
diagnosis  of  “early  malignancy”  replaced  that  of 
“benign  polyp.”  Accordingly,  the  patient  was 
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referred  for  hospitalization  and  radical  resection. 
In  the  last  case,  after  one  polyp  had  been  de- 
stroyed by  fulguration  and  the  second  had  been 
found  on  sigmoidoscopy  only  as  a result  of  a par- 
tial intussusception,  surgery  was  obviously  the 
only  possible  treatment. 

Thus  we  see  that  an  exact  histologic  diagnosis  of 
rectal  polyps  is  of  the  utmost  importance. 
Simple  fulguration  can  effect  a complete  cure  in 
benign  lesions.  However,  it  would  prove  a fatal 
blunder  in  the  treatment  of  those  in  which  malig- 
nant degeneration  has  already  occurred,  for  the 
malignancy  can  advance  and  metastasize  in  the 
latter,  while  the  surface  of  the  polyp  is  blithely 
being  fulgurated. 

Will  the  choice  of  a particular  site  in  taking  the 
biopsy  solve  this  problem?  No.  It  has  been 
claimed  by  some  that  the  transition  from  simple 
adenoma  to  carcinoma  always  starts  at  the  tip  of 
the  polyp.  Others  have  been  equally  certain  that 
this  change  begins  at  the  base.  The  more  recent 
work  of  Helwig  shows  beyond  all  doubt  that  no 
definite  pattern  can  be  established.8  Carcinoma- 
tous changes  may  occur  at  the  tip,  margins,  near 
the  stalk,  or  at  the  base  of  a polyp.  In  addition, 


it  must  be  remembered  that,  histologically,  no 
particular  group  of  adenomas  can  be  expected  to 
maintain  a constantly  benign  course.  If  the 
complete  destruction  of  a polyp  cannot  be  ac- 
complished in  one  or  two  treatments,  then,  as  the 
base  of  the  polyp  is  approached,  repeated  biopsies 
must  be  done. 

At  the  present  time,  the  tremendous  campaign 
for  the  early  diagnosis  of  cancer  is  bringing  us 
more  patients  for  early  examination  and  treat- 
ment. If  the  end  results  of  surgery  for  carcinoma 
of  the  rectum  and  rectosigmoid  are  to  be  improved, 
we  must  remember  at  all  times  that  the  benign 
polyp  of  the  rectum  is  potentially  a malignant 
tumor. 


References 

1.  Bensaude,  R.,  Hillemand,  P.,  and  Augier,  P. : Ann. 
de  m£cl.  34:  5 (June)  1933. 

2.  Lockhart-Mummery,  J.  P.:  Lancet  1:  1149  (1935). 

3.  Lawrence,  J.  C.:  Am.  J.  Surg.  31:  499  (1936). 

4.  Manheim,  S.  D.,  and  Druckerman,  L. : Ann.  Surg. 
108:  1107  (1938). 

5.  Martin, W.  J.:  Tr.  Am.  Proct.  Soc.  40:  176  (1939). 

6.  Manheim,  S.  D.:  Proctology,  1st  ed.,  New  York, 
Oxford  University  Press,  1943,  p.  77. 

7.  Druckerman,  Leonard:  Personal  communication. 

8.  Helwig,  E.  B.:  Surg.,  Gynec.  & Obst.  84:  36  (Jan.) 
1947. 


SAYS  CONVICTS  DISPLAY  PSYCHOSOMATIC  NEEDS 


Family  tension,  even  of  a subtle  nature,  breeds 
physical  and  mental  ills  and  may  develop  children 
into  criminals,  says  Dr.  David  Abrahamsen  of  Co- 
lumbia University’s  psychiatry  department.  Having 
made  a four-year  study  of  convicts,  Doctor  Abra- 
hamsen declares  that  half  the  prisoners  had  psycho- 
somatic disorders,  including  symptoms  of  cardiac, 


neurologic,  skin,  and  respiratory  diseases.  These  he 
links  with  evidences  of  anxiety,  envy,  cruelty,  and 
lack  of  affection.  “In  all  the  families  examined,”  he 
says,  “there  was  an  emotional  tension.  This  was 
found  to  be  a breeding  place  for  hostility  and  resent- 
ment.” 

— Medical  Economics,  June,  1948 
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TEACHING  AND  RESEARCH  FELLOWSHIPS  IN  TUBERCULOSIS 


Establishment  of  a number  of  teaching  and  re- 
search fellowships  in  the  field  of  tuberculosis  by  the 
National  Tuberculosis  Association  has  been  an- 
nounced by  Dr.  Esmond  R.  Long,  director  of  the 
NTA’s  Division  of  Research.  The  action  was  recom- 
mended by  the  executive  committee  of  the  NTA’s 
Medical  Section,  the  American  Trudeau  Society. 

Annual  stipends  for  the  fellowships  will  range 
from  $2,400  to  $3,200,  according  to  Dr.  Long.  Pro- 
vision will  also  be  made  for  laboratory  fees  and  in- 
cidental expenses  of  like  character. 

The  fellowships  will  be  limited  to  graduates  of 
American  schools  for  teaching  and  investigation  in 


the  United  States.  While  preference  will  be  given 
to  applicants  with  a Doctor  of  Philosophy  or  Doctor 
of  Medicine  degree,  fellowships  will  not  be  restricted 
to  the  holders  of  these  degrees. 

Applications  will  be  considered  in  the  fields  of 
pathology  and  bacteriology,  clinical  medicine,  epi- 
demiology, and  social  and  statistical  research.  Appli- 
cants may  elect  the  institutions  in  which  they  wish 
to  study. 

Persons  interested  in  obtaining  a fellowship  should 
write  to  Dr.  James  E.  Perkins,  managing  director, 
National  Tuberculosis  Association,  1790  Broadway, 
New  York  City  19,  for  further  information. 


X-RAY  INJURIES:  THE  PREVENTABLE  OCCUPATIONAL  HAZARD 

Shirley  J.  DeVoe,  M.D.,  and  George  M.  Corney,  B.A.,  Rochester,  New  York 
{From  the  Iola  Sanatorium  and  the  Eastman  Kodak  Company) 


IN  A recent  survey  of  the  vocational  ailments 
suffered  by  physicians,  x-ray  injuries  are  listed 
third.  This  is  a deplorable  situation.  The  early 
victims  of  x-rays  are  justly  honored  as  martyrs  to 
their  science.  Most  of  the  recent  victims  are,  to 
put  it  as  bluntly  as  possible,  fools.  In  this  day 
there  is  practically  no  excuse  for  any  one  being 
injured  by  x-rays  or  radium.  The  means  of 
protection  are  known,  standardized,  and  easily 
available. 

The  great  majority  of  x-ray  installations  today 
are  just  as  safe  as  designing  can  make  them. 
The  injuries  arise  from  ignorance,  carelessness,  or 
haste.  In  many  cases,  the  safer  procedure  is  the 
longer  one.  The  dangerous  attitude  is  that  “just 
this  once  won’t  matter.”  Just  once  does  not 
matter,  but  a careless  habit  does. 

Potentially,  the  most  dangerous  x-ray  proce- 
dure is  fluoroscopy.  A lead  apron  and  lead 
gloves  are  clumsy,  hot,  and  heavy,  but  fluoros- 
copy should  never  be  done,  even  once,  without 
them.  The  pleasures  of  being  deft,  cool,  and 
unburdened  should  not  be  associated  with  the  use 
of  a fluoroscope.  The  main  danger  is  not  the 
direct  beam  which  produces  the  image,  for  that  is 
effectively  stopped  by  the  lead  glass  covering  the 
fluoroscopic  screen.  The  hazard  lies  in  the  x-rays 
scattered  by  the  body  of  the  patient.  If  an  assist- 
ant habitually  stands  at  the  doctor’s  elbow  to 
observe  or  make  notes,  he  too  should  wear  an 
apron,  since  his  exposure  to  the  scattered  x-rays 
may  be  as  great  as  or  even  greater  than  the 
physician’s. 

Above  all,  never  palpate  directly  with  the  hand 
or  operate  under  the  fluoroscope,  even  when 
wearing  lead  gloves,  except  in  extreme  emer- 
gencies. When  it  is  essential  to  manipulate  under 
the  fluoroscope,  the  beam  should  be  reduced  to 
strike  as  small  an  area  as  is  practical,  and  the 
hands  should  be  kept  outside  the  irradiated  area 
as  much  as  possible.  The  lead  contained  in  a 
glove  is  sufficient  protection  from  the  scattered 
radiation  but  cannot  be  relied  upon  to  protect 
from  the  direct  beam.  This  is  particularly  true  if 
the  gloves  are  old  or  cracked.  If  the  lead  glass 
covering  the  fluoroscopic  screen  needs  replace- 
ment, it  should  be  done  by  the  company  that 
supplied  the  fluoroscope.  In  that  \vay  it  is  cer- 
tain that  lead  glass  of  the  proper  protective  value 
will  be  used. 

Radiography  is  far  less  dangerous  than  fluoros- 
copy yet  offers  several  excellent  chances  for  making 


costly  mistakes.  It  is  the  doctor’s  moral  respon- 
sibility to  see  that  his  technician  follows  safe 
practices.  Neglect  of  the  moral  responsibility 
may  lead  to  a financial  one. 

Both  doctor  and  technician  should  avoid  the 
direct  x-ray  beam  from  the  tube.  In  addition, 
both  should  avoid  the  radiation  scattered  from  the 
patient,  the  equipment,  and  the  walls  or  floors. 
The  control  stand  should  be  in  an  adequately 
protected  enclosure  in  which  the  technician 
should  remain  during  the  course  of  the  exposure. 
This  is  particularly  important  in  large,  busy,  x- 
ray  departments  and  in  mass  x-ray  surveys  which 
are  frequently  conducted  in  surroundings  not 
designed  for  radiography.  In  addition,  the 
second  technician,  usually  employed  in  mass 
surveys  to  position  the  patients,  should  always 
retire  behind  a protective  screen  or  enclosure 
during  the  course  of  the  exposure.  In  mass  sur- 
veys it  may  also  be  necessary  to  look  to  the  pro- 
tection of  clerical  personnel  whose  desks  may  be 
near  the  x-ray  apparatus. 

A point  often  overlooked  arises  in  the  radiog- 
raphy of  children  or  other  patients  unable  to 
cooperate.  If  it  is  necessary  to  hold  the  patient, 
this  should  never  be  done  by  the  doctor  or  the 
technician.  The  person  accompanying  the  pa- 
tient should  be  instructed  in  how  to  hold  him  in 
position,  the  reason  being,  of  course,  that  the 
layman  is  very  rarely  exposed  to  x-rays  and  has  a 
correspondingly  remote  chance  of  developing 
injuries.  The  time  consumed  in  instruction  and 
the  occasional  film  Wasted  are  of  less  significance 
than  the  possibility  of  x-ray  damage  to  the  hands 
of  the  physician  or  technician. 

X-ray  equipment  at  least  has  the  advantage  of 
a formidable  appearance,  which  keeps  the  need 
for  safe  practices  constantly  in  the  mind  of  the 
user.  Radium  lacks  this  advantage.  The  ex- 
treme simplicity  and  silence  of  the  apparatus  lulls 
the  observer.  This,  coupled  with  the  fact  that 
radium  cannot  be  turned  off  but  instead  gives  out 
radiation  day  and  night  without  interruption, 
makes  it  a great  source  of  potential  danger.  It 
also  requires  that  thought  be  given  to  the  storage 
of  radium  as  well  as  to  its  use. 

As  to  the  storage  of  radium,  tables  have  been 
prepared  giving  specifications  for  lead  storage 
containers  for  various  amounts  of  radium.  The 
only  protection  problem  in  storing  radium,  then, 
is  to  follow  existing  recommendations  meticu- 
lously. In  the  use  and  handling  of  radium  prepa- 
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rations,  the  protective  recommendations  can  be 
summed  up  in  a few  words — Keep  your  hands 
away!  No  radium  needle,  capsule,  or  applicator 
or  no  radon  seed  should  ever  be  handled  directly, 
either  with  the  bare  hands  or  with  lead  gloves. 
All  manipulations  should  be  done  with  long  tongs 
or  forceps,  clumsy  though  they  may  be.  If 
considerable  work  is  to  be  done,  such  as  the 
threading  of  several  radium  needles  at  one  time, 
a heavy  lead  shield  should  be  used,  containing  a 
thick  lead  glass  window  for  observation.  The 
shield  should  be  large  enough  to  protect  the  body 
and  head  of  the  operator,  who  reaches  around  it 
on  either  side  to  perform  his  manipulations  with 
tongs  or  forceps. 

To  transport  radium  in  a hospital,  a case  or 
small  cart  having  a heavy-walled  lead  container 
should  be  provided.  The  case  or  cart  should 
have  a handle  at  least  three  feet  long.  The  design 
should  be  such  that  it  is  impossible,  or  at  least 
inconvenient,  to  convey  the  case  or  cart  other 
than  by  the  handle.  If  radium  is  habitually 
carried  in  an  automobile,  it  should  be  stowed  as 
remotely  as  possible  from  the  driver  and  pas- 
sengers. 

Safety  against  x-ray  or  radium  implies,  of 
course,  a safe  installation.  There  is  no  need  here 
to  discuss  the  details  of  design  and  construction 
of  x-ray  facilities.  The  information  is  available 
from  architects  familiar  with  hospital  design  and 
from  many  publications  such  as  the  Bureau  of 
Standards  Handbooks,  Handbooks  20  and  23, 
X-ray  Protection  and  Radium  Protection ,*  and  the 
American  Standards  Association’s  Safety  Code  for 
the  Industrial  Use  of  X-rays.}  The  latter,  al- 
though directed  toward  the  requirements  of 
industrial  radiography,  contains  a compilation  of 
the  most  recent  information  on  the  protection  of 
personnel  from  x-rays  and  gamma  rays.  In 

* Superintendent  of  Documents,  Washington  25,  D.C. 
Ten  cents  each. 

t American  Standards  Association,  70  East  45th  Street 
New  York  City,  17.  $1.50. 


addition,  application  to  either  of  the  radiologic 
societies  will  provide  a list  of  physicists  competent 
to  advise  on  matters  of  measurement  of  and 
protection  from  radiation.  A final  point,  some- 
times overlooked  in  the  installation  of  x-ray  equip- 
ment, is  the  innocent  bystander  in  the  next  office 
or  the  floor  below.  It  is  quite  possible  for  an  x- 
ray  machine  to  be  entirely  safe  for  those  using  it 
and  yet  be  a menace  to  a neighbor. 

Some  means  to  measure,  or  at  least  to  check 
occasionally,  the  radiation  received  by  the  per- 
sonnel of  an  x-ray  department  is  advisable.  One 
good  method  is  the  use  of  small  ionization  cham- 
bers which  will  total  up  the  radiation  received 
over  a period  of  time.  These  look  much  like 
fountain  pens  and  are  carried  during  working 
hours.  At  the  end  of  each  day,  or  some  other 
convenient  period,  each  is  checked  to  see  how 
much  radiation  it  has  received.  Ionization 
instruments  are  also  available  which  will  give  a 
quick  indication  of  the  stray  radiation  at  any 
point. 

If  ionization  equipment  is  not  continuously 
available,  rough  checks  may  be  made  with  x-ray 
film.  The  packets  used  for  dental  radiography 
are  convenient.  A dental  film  is  carried  by  each 
member  of  the  department  for  a certain  time,  and 
then  developed.  If  possible,  calibration  films 
which  have  been  exposed  to  known  amounts  of 
radiation  should  be  developed  simultaneously. 
Information  on  films  suitable  for  this  purpose 
may  be  obtained  from  the  manufacturers. 

Tests  such  as  these  serve  the  double  purpose  of 
checking  on  the  adequacy  of  the  protective 
measures  and  on  the  safety  habits  of  the  depart- 
ment personnel.  An  indication  of  excessive 
exposure  should  be  cause  for  an  investigation  of 
the  protective  measures  and  of  the  conduct  of  the 
personnel. 

In  dealing  with  x-rays  or  radium,  remember 
that  lead  is  cheap,  and  time  is  cheap;  a physi- 
cian’s hands  and  health  are  priceless. 


FELLOWSHIPS  IN  PUBLIC  HEALTH  AVAILABLE  THROUGH  THE  NEW  YORK  STATE 
DEPARTMENT  OF  HEALTH 


Dr.  Herman  E.  Hilleboe,  New  York  State  Health 
Commissioner,  announces  the  availability  of  fellow- 
ships for  young  physicians  interested  in  entering 
public  health  as  a career.  The  fellowships  are  for 
a period  of  two  years  or  less,  depending  upon  the 
qualifications  of  the  applicant.  Both  field  training 
and  academic  training  leading  to  a degree  of  Master 
of  Public  Health  are  given  during  the  period  of  the 


fellowship,  which  carries  with  it  a stipend  of  $3,600 
per  year.  In  addition,  necessary  travel  and  other 
expenses  are  paid  as  well  as  tuition  at  a school  of 
public  health. 

Application  blanks  and  further  information  may 
be  obtained  by  writing  to  Dr.  Franklyn  B.  Amos, 
New  York  State  Department  of  Health,  Governor 
Alfred  E.  Smith  State  Office  Building,  Albany  1 . 
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SEVERE  DIABETIC  ACIDOSIS  WITH  EXTREME  LOW  CARBON 
DIOXIDE  COMBINING  POWER 

Joseph  C.  Watts,  M.D.,  A.  J.  Aptaker,  M.D.,  and  James  R.  Reuling,  M.D.,  F.A.C.P., 

New  York  City 

( From  the  Department  of  Medicine,  Queens  General  Hospital) 


IN  DIABETES  any  conditions  accelerating  the 
loss  of  glycogen  from  the  liver,  such  as  endo- 
crine disturbances,  'infections,  anesthesia,  or 
vomiting,  will  contribute  to  the  development  and 
severity  of  diabetic  coma.  Glycogen  starvation 
of  the  liver  without  diabetes  as  observed  in  fasting 
and  intense  hyperthyroidism  never  produces  a 
condition  resembling  diabetic  coma.  It  is  only 
when  insulin  deficiency  is  present  that  glycogen 
impoverishment  of  the  liver  becomes  an  impor- 
tant element  in  the  clinical  status. 

Case  Report 

R.  G.,  a Negro,  married  housewife,  aged  34,  was 
admitted  in  coma,  to  the  Queens  General  Hospital  at 
7:20  a.m.  on  January  6,  1947.  She  had  been  found 
unconscious  three  hours  previously. 

The  history  revealed  that  she  had  noted  weakness, 
nervousness,  polyuria,  polydipsia,  and  weight  loss 
for  four  months.  One  month  before  admission  she 
was  seen  in  her  home  by  a physician  because  of  “col- 
lapse” and  was  told  she  had  “blood  pressure  eleva- 
tion to  180.”  No  urine  analysis  was  done.  She  was 
given  varied  colored  tablets  for  weight  reducing.  It 
was  ascertained  that  one  of  these  contained  1 grain 
of  thyroid  and  5 mg.  of  amphetamine  sulfate;  others 
contained  aloin,  atropine  sulfate,  and  phenobarbital. 
This  medication  had  been  taken  by  the  patient  for 
the  month  prior  to  admission. 

Her  menses  had  been  on  the  twenty-eight  day 
cycle,  five-day  flow  type,  until  two  weeks  after  start- 
ing these  medications  when  she  had  a one-day  period. 

Physical  examination  on  admission  showed  an 
obese,  Negro  woman  in  deep  coma  with  Kussmaul 
breathing  and  an  acetone  odor  of  the  breath.  Her 
skin  was  dry  and  cool;  the  pupils  were  in  middila- 
tion and  responded  sluggishly  to  light.  The  fundi 
were  normal;  lips  were  dry,  tongue  parched.  There 
was  no  nuchal  rigidity.  The  neck  vessels  showed  no 
distention,  nor  was  there  any  thyroid  enlargement. 
The  breasts  were  large,  no  masses  felt.  The  lungs 
were  resonant  throughout.  The  heart  sounds  were 
distant  but  regular  in  rate  and  rhythm;  no  mur- 
murs were  heard.  The  abdomen  was  soft. ’ The  deep 
reflexes  were  hyperactive,  although  no  pathologic 
reflexes  could  be  obtained.  Temperature  was  98.6 
F.,  pulse  136,  respirations  30.  A catheterized  speci- 
men of  urine  showed  a 4 -plus  glucose  and  3 plus  ace- 
tone. The  blood  taken  on  admission  was  reported  at 
9 : 30  a.m.  as  containing  1 , 100  mg.  per  cent  glucose  and 
carbon  dioxide  combining  power,  3 volumes  per  cent. 
It  was  believed  that  there  had  been  an  error  in  de- 
termining the  carbon  dioxide  combining  power,  and 
additional  specimens  were  immediately  taken.  Two 
independent  tests  were  performed,  and  both  showed 


a carbon  dioxide  combining  power  of  3 volumes  per 
cent. 

The  laboratory  data  were  reported  as  follows: 
urine  analysis,  specific  gravity  1.026,  pH  6.0,  3 plus 
albumin,  occasional  granular  casts,  and  few  white 
and  red  blood  cells.  Blood  count  revealed  hemoglo- 
bin 81  per  cent,  red  blood  cells  4,200,000,  white 
blood  cells  12,000,  and  65  per  cent  polymorphonu- 
clears.  Additional  laboratory  reports  are  shown  in 
Table  1. 

During  the  first  twelve  hours  the  patient  received 
1,000  cc.  normal  saline  solution,  4,000  cc.  Hartman’s 
buffered  lactate  solution,  75  Gm.  of  glucose,  and 
1,600  units  of  intravenous  insulin. 

TABLE  1. — Laboratory  Reports  During  First  Twelve 
Hours  (January  6,  1945) 

Carbon 

Dioxide 

Combining 

Power, 


Blood  Sugar  in 

Volume 

Urine 

Time 

Mg.  Per  Cent 

Per  Cent 

Glucose 

Acetone 

9:30  a.m. 

1,100 

3 

4 Plus 

3 Plus 

12  Noon 

789 

5 

4 Plus 

3 Plus 

2 : 10  p.m. 

595 

5 

4 Plus 

3 Plus 

3:30  p.m. 

420 

4 

4 Plus 

3 Plus 

4:30  p.m. 

315 

12 

4 Plus 

4 Plus 

6:30  p.m. 

182 

13 

3 Plus 

2 Plus 

8:00  p.m. 

125 

16 

1 Plus 

2 Plus 

9:00  p.m. 

97 

19 

0 

1 Plus 

During  the  second  twelve-hour  period  2,500  cc. 
of  5 per  cent  glucose  in  saline  was  given  with  100  mg. 
each  of  cevitamic  acid  and  thiamin  chloride.  The 
urinary  output  was  100  cc.  during  the  first  twenty- 
four  hour  period. 

On  the  second  day,  January  7,  2,000  cc.  of  5 per 
cent  glucose  in  normal  saline  and  2,000  cc.  of  Hart- 
man's solution  were  administered,  as  well  as  100  units 
of  insulin.  The  blood  sugar  was  210  mg.  per  cent, 
and  the  carbon  dioxide  combining  power  had  risen  to 
24  volumes  per  cent.  Signs  of  renal  irritation  con- 
tinued with  albuminuria  and  cellular  elements  in 
the  sediment,  the  out  put  of  urine  increasing  to  1,200 
cc.  The  urea  nitrogen  was  34  mg.  per  cent,  serum 
chlorides  99  mg.  per  cent  (normal  570),  scrum  pro- 
tein 7.6  per  cent,  hematocrit  45  volumes  per  cent. 
The  temperature  was  102  F.  at  8:00  a.m.  but 
dropped  to  normal  at  noon  and  remained  normal 
thereafter.  The  patient  was  less  hyperpneic  but  had 
not  yet  roused.  % 

The  carbon  dioxide  values  fluctuated  during  the 
first  two  days  but  rose  to  44  volumes  per  cent  on  the 
third  day.  The  patient  became  alert  and  responsive 
with  a blood  sugar  of  285  mg.  per  cent,  urea  nitro- 
gen 20  mg.  per  cent,  and  blood  cholesterol  220  mg. 
per  cent.  A Kline  test  taken  this  day  and  one  five 
days  later  were  both  reported  as  negative.  Blood 
pressure  was  128/82. 
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During  the  next  ten  days  the  glycosuria  gradually 
diminished  on  a diet  of  150  Gm.  of  carbohydrate,  80 
Gm.  of  protein  and  60  Gm.  of  fat  with  crystalline 
insulin  between  90  and  110  units  daily  in  divided 
doses.  After  ten  days,  the  insulin  was  further 
reduced  to  35  units  of  protamine  zinc  and  15  units  of 
crystalline  taken  together  in  the  morning.  From  the 
tenth  to  the  thirteenth  day  there  was  moderate  ankle 
edema.  On-  the  eighteenth  day  the  insulin  was 
stopped  with  no  glycosuria;  the  blood  sugar  value 
then  was  95  mg.  per  cent.  Gynecologic  examination 
was  essentially  normal.  Blood  cholesterol  on 
January  25  was  190  mg.  per  cent.  Urine  tests  were 
normal.  Blood  pressure  was  normal. 

On  the  twenty-second  day  of  her  hospital  stay, 
the  patient  signed  her  release  and  left  before  further 
investigation  could  be  completed.  No  further  con- 
tact was  made  with  her. 

Discussion 

This  case  has  several  points  of  interest.  It  is 
reported  primarily  because  of  the  extremely  low 
carbon  dioxide  combining  power.  Speculation  as 
to  the  cause  of  the  acidosis  on  the  one  hand  and 
the  high  blood  sugar  level  with  prompt  and  seem- 
ingly complete  recovery  are  of  added  interest. 
No  infection  could  be  detected.  It  is  noted  that 
this  patient  had  been  taking  thyroid  substance,  3 
grains  daily  for  about  one  month.  According  to 
Means,  thyroid  substance  inactivates  insulin.1 
He  states  further  that  “hyperthyroidism  unques- 
tionably aggravates  diabetes  mellitus.”  There  is 
evidence  that  total  thyroidectomy  ameliorates 
diabetes.2,3  Means  cites  a case  with  both 
myxedema  and  diabetes  mellitus.1  The  admin- 
istration of  thyroid  relieved  the  myxedema  and 
intensified  the  diabetes.  When  the  patient  was 
again  allowed  to  become  myxedematous  by  the 
omission  of  thyroid  substance,  the  diabetes 
became  milder.  Indeed,  when  fully  myxedem- 
atous, the  patient  had  no  recognizable  diabetes. 
On  resumption  of  thyroid,  the  diabetes  returnq/d. 

The  feeding  of  thyroid  substance  mobilizes 
body  glycogen.  Barnes  showed  that  thyroid,  fed 
to  dogs  with  both  the  pituitary  and  pancreas  re- 
moved, did  not  intensify  their  mild  glycosuria.4 
The  heart  rate  was  increased,  but  the  polyuria  and 
diarrhea,  usually  observed  with  thyroid  feeding, 
did  not  occur.  By  injection  of  pituitary  extract, 
a severe  glycosuria  could  be  produced.  Barnes’ 
“working  hypothesis”  then  was  that  the  thyroid 
may  exert  an  influence  upon  carbohydrate  metab- 
olism through  the  pituitary,  which  in  turn  may 
influence  the  adrenals.  * 

Houssay  diminished  or  abolished  diabetes 
mellitus  by  removing  the  pituitary  gland  in 
pancreatectomized  dogs.6  He  showed  that  pitui- 
tectomy  caused  hypersensitivity  to  insulin  and 
that  the  severe  diabetes  caused  by  pancreatec- 
tomy can  be  reduced  to  a mild  form  by  pituitec- 
toiny.  Long  removed  the  thyroid  in  pancreatec- 


tomized animals  to  see  if  it  would  have  a similar 
effect.6  Ketosis  was  diminished,  but  the  diabetes 
mellitus  was  not  affected.  Removal  of  the 
adrenals,  however,  had  the  same  effect  on  pancre- 
atic diabetes  as  pituitectomy.  Long  believes  that 
through  its  corticotropic  hormone  the  anterior 
pituitary  increases  the  production  of  carbohydrate 
from  protein,  the  cortical  hormone  being  neces- 
sary in  the  action.  The  evidence  for  this  is  that  a 
Long  cat  (pancreas  and  adrenals  out)  will  live  as 
long  as  a Houssay  dog  (pancreas  and  pituitary 
out).  However,  a Houssay  dog  will  have  a re- 
turn of  diabetes  when  given  anterior  pituitary 
hormone;  a Long  cat  will  not. 

Woodyatt  says,  “glycosuria  associated  with 
hyperglycemia  is  a common  accompaniment  of 
various  endocrinopathies  with  various  gland 
extracts  (pituitary,  adrenal  thyroid).”7  He  did 
not  cite  ketosis. 

The  casual  relationship  between  the  ingestion 
of  thyroid  substance  for  a certain  period  and  the 
pathology  found  in  this  patient  is  not  absolute. 
The  hyperglycemia  and  ketosis  caused  in  this 
case  were  severe  (1,100  mg.  per  cent  of  glucose, 
3 volumes  per  cent  carbon  dioxide  combining 
power,  and  serum  chlorides  99  mg.  per  cent). 

Even  though  the  evidence  of  direct  and  specific 
hormonal  antagonism  between  the  thyroid  and 
pancreatic  islets  seems  impressive,  it  is  not  con- 
clusive.1 A common  cause  for  diabetic  acidosis 
in  a patient  receiving  thyroid  substance  is  the 
direct  effect  of  thyroid  extract  on  the  adrenal 
gland  itself.  Reifenstein  says  that  in. animals  a 
considerable  enlargement  of  the  adrenals  occurs, 
and,  in  all  probability,  this  results  in  an  increase 
in  the  production  of  adrenal  cortical  steriods  of 
the  type  that  cause  conversion  of  protein  to  carbo- 
hydrate.8 This  type  of  hormone  is  found  in 
excess  in  Cushing’s  syndrome  where  one  has 
insulin-resistant  diabetes.9  Our  patient  was 
moderately  insulin-resistant  and  required  large 
amounts  of  insulin. 

At  the  same  time,  one  cannot  exclude  the  possi- 
bility that  the  thyroid  increased  the  amount  of 
glycotropic  hormone  or  that  it  aggravated  the 
diabetes  nonspecifically  by  increasing  the  meta- 
bolic rate,  similar  to  that  caused  by  infections. 
This  metabolic  rate  rise  increases  carbohydrate 
requirements  and  overworks  the  already  incom- 
petent pancreas. 

The  treatment  followed  modern  standard 
methods.  It  is  beyond  the  scope  of  this  paper  to 
discuss  the  therapy  of  diabetic  acidosis  and  acid- 
base  relationships.  Further  follow-up  of  the 
case  was  not  accomplished.  One  would  have 
desired  basal  metabolic  readings,  glucose  and 
insulin  tolerance  curves,  further  blood  cholesterol 
determinations,  menstrual  cycle  history,  and 
pregnancy  tests  among  other  details. 
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Summary 

An  obese,  adult  Negro  woman  was  seen  and 
treated  after  the  abrupt  onset  of  diabetic  acidosis 
following  ingestion  of  3'grains  of  thyroid  extract 
daily  for  about  one  month.  Her  acidosis  was 
severe.  The  repeated  carbon  dioxide  combining 
power  readings  were  below  those  usually  con- 
sidered compatible  with  life,  but  she  recovered 
promptly  following  large  doses  of  electrolytes  and 
insulin. 
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MARSHALL  SAYS  WORLD  CANNOT  ISOLATE  DISEASE 


Medical  isolation  in  the  modern  world  is  as  im- 
possible as  political  or  economic  isolation,  Secretary 
of  St*te  George  C.  Marshall  said  at  the  opening  ses- 
sion of  the  International  Congresses  on  Tropical 
Medicine  and  Malaria. 

Mr.  Marshall  said  these  diseases  presented  an  in- 
ternational problem  that  “should  be  solved  by  a 
pooling  of  the  genius  and  the  resources  of  many 
nations.” 

In  modern  life,  he  told  delegates  from  41  nations, 
“there  is  no  way  we  can  escape  the  consequences 
of  each  other’s  mischief  or  misfortune.” 

Marshall  told  the  delegates  that  since  their  last 
meeting  at  Amsterdam  in  1938,  the  world  has  been 
subjected  to  “another  terrible  ordeal”  of  war  which 
had  threatened  to  cancel  mankind’s  progress  in  medi- 
cine. 


“Seldom  are  we  able  to  get  at  the  remedy  for  the 
mass  misery  that  develops  discontent,  misunder- 
standing and  violence,”  he  said.  “That  is  your 
particular  province  in  which  you  labor  as  benefac- 
tors of  mankind.” 

Mr.  Marshall  said  the  conquest  of  diseases  and  the 
maximum  production  of  foodstuffs  on  lands  not  now 
very  productive  “are  tremendously  important  re- 
quirements of  the  world  situation.”  Tropical  re- 
gions, he  added,  hold  the  key  to  both*  necessary  ad- 
vances. 

“Little  imagination  is  required,”  he  continued,  “to 
visualize  the  great  increase  in  the  production  of  food 
and  raw  materials,  the  stimulus  to  world  trade  and, 
above  all,  the  improvement  in  living  conditions  with 
consequent  social  and  cultural  advances  that  would 
result  from  the  conquest  of  tropical  diseases.” 


SCIENTIST  OFFERS  NEW  HOPE  FOR  PAIN  RELIEF  * 


Introduction  of  “new  and  powerful  analgesics  for 
pain  relief”  were  cited  as  examples  of  progress  in 
American  synthetic  medicinal  research  by  Dr.  C.  M. 
Suter,  director  of  the  chemical  division  of  the  Ster- 
ling-Winthrop  Research  Institute,  Rensselaer,  New 
York.  He  was  addressing  a sectional  meeting  of  the 
American  Chemical  Society,  in  Akron,  Ohiq. 

Dr.  Suter  pointed  out  it  has  been  almost  ten  years 
since  the  discovery  of  the  first  powerful  analgesic, 
now  in  wide  use  under  the  common  name  of  meperi- 
dine and  the  trade  name  Demerol  for  “control  of 
serious  pain  of  a variety  of  types.” 

Reviewing  recent  advances  in  medicinal  research, 
Dr.  Suter  declared  that  since  the  war  it  has  assumed 
“a  more  diversified  aspect  and  is  again  directed 
chiefly  toward  the  health  problems  of  this  country 
rather  than  those  of  foreign  areas. 


“Most  of  the  recent  progress,  as  measured  by  new 
drugs  just  announced  and  those  in  prospect,  has 
been  in  the  development  of  products  having  phar- 
macodynamic rather  than  chemotherapeutic  action,” 
he  said. 

“In  other  words,  this  means  new  drugs  useful  in 
alleviation  of  discomfort  or  control  of  pain,  rather 
than  the  cure  of  diseases  caused  bv  pathogenic 
organisms. 

“The  manufacture  and  introduction  of  new  drugs, 
except  for  the  most  critical  items,  was  not  possible 
during  the  war  period  because  of  the  shortage  of 
manufacturing  and  packaging  materials. 

Therefore,  new  synthetic  medicinals  are  now  ap- 
pearing on  the  market,  which  represent  the  de- 
velopment of  discoveries  made  during  1940-1945,” 
Dr.  Suter  concluded. 


PHOTOSENSITIZATION  THERAPY  OF  ACNE  VULGARIS 

Abner  Kurtin,  M.D.,  New  York  City,  and  Reuben  Yontef,  M.D.,  Bayonne,  New  Jersey 


IT  IS  A banal  observation  that  the  majority  of 
patients  with  acne  vulgaris  enjoy  a partial  or 
complete  remission  of  their  disease  in  the  summer 
months.  “The  sun  is  good  for  my  skin”  is  a 
remark  frequently  made  by  acne  sufferers.  This 
phenomenon  led  us  to  a new  approach  in  the  treat- 
ment of  acne.  The  purpose  of  this  therapy  is  to 
photosensitize  the  involved  skin  and  thus  enhance 
the  beneficial  effect  of  ultraviolet  radiation. 

For  the  past  five  years  we  have  experimented 
with  various  known  light  sensitizers,  alone  and 
in  combination,  in  an  effort  to  create  an  ointment 
which  would  be  effective  in  the  treatment  of 
acne. 

The  final  effective  formula  which  we  have  used 
is  as  follows: 

Crude  coal  tar 5 per  cent 

Sulfur 5 per  cent 

Sulfathiazole 5 per  cent 

Lanolin, 

Lassar’s  paste,  equal  parts  ad : 

The  patient  is  instructed  to  apply  this  ointment 
to  the  diseased  areas  every  night  and  to  remove  it 
in  the  morning  with  the  help  of  soap  and  water  or 
sulfonated  oil.  Unfortunately,  the  ointment  is 
black  and  lacks  cosmetic  elegance.  It  will  stain 
bed  linen,  and  the  patient  should  be  advised  of 
this  fact.  It  takes  approximately  one  week  for 
the  skin  to  become  sensitized.  A few  minutes’ 
exposure  to  bright  sunlight  is  then  sufficient  to 
cause  a, burning  sensation  which  in  a few  hours 
will  be  followed  by  an  erythema.  The  patient’s 
threshold  of  pain  tolerance  is  an  adequate  safety 
valve  in  the  prevention  of  overexposure.  The 
skin  will  tan  rapidly  and  in  a few  weeks  the  toler- 
ance to  ultraviolet  becomes  normal. 

A slight  increase  in  pustulation  may  be  seen 
during  the  first  week.  Therapy  should  be  con- 
tinued. This  effect  is  temporary  and  perhaps  of 
value  in  the  elimination  of  comedonest.  Within 
ten  days  a marked  improvement  is  rioted,  and  by 
the  end  of  the  fourth  week  a majority  of  the 
patients  have  a satisfactory  clearing  of  the  skin. 

It  has  been  our  custom  to  fortify  this  treatment 
with  weekly  exposures  to  ultraviolet  light.  This 
is  of  added  importance  in  the  winter  months  when 
adequate  exposure  to  sunlight  is  not  possible. 
The  sensitized  skin  will  react  violently  to  the 
standard  erythema  dose.  It  is  prudent,  therefore, 


to  begin  at  one  half  the  usual  exposure  and  in- 
crease the  dosage  cautiously  each  successive  week. 
Manual  removal  of  comedones  after  the  second 
week  of  therapy  will  expedite  healing. 

It  is  of  interest  that  coal  tar  has  a beneficial 
effect  on  acne,  despite  the  fact  that  it  is  an  agent 
capable  of  producing  acneform  lesions  if  applied 
for  an  adequate  length  of  time.  We  have  rarely 
continued  our  patients  on  this  treatment  for 
periods  longer  than  one  month  and  at  no  time 
have  had  such  a sequel  from  the  use  of  the  tar. 

Sulfathiazole  ointment,  when  used  alone,  does 
not  have  any  demonstrably  curative  effect  in 
acne.  We  think  that  it  works  in  this  combina- 
tion as  a synergistic  photosensitizer  and  that  the 
bactericidal  properties  play  a very  small  part. 
In  our  experience,  sulfathiazole  is  not  capable  of 
producing  contact  dermatitis  when  used  on 
unbroken  skin.  The  above  formula  has* been 
used  on  approximately  five  hundred  patients 
without  causing  dermatitis  of  the  contact  type. 
The  disease  may  recur  after  several  months.  It 
may  then  be  kept  under  easy  control  by  occasional 
applications  of  the  ointment. 

We  have  reviewed  the  results  in  our  last  100 
treated  cases  (Table  1).  This  represents  an 
unselected  group  of  varying  ages  and  degrees  of 
acne.  Many  had  been  treated  unsuccessfully  in 
the  past  with  x-rays. 

The  above  series  of  cases  was  treated  by  us  in 
private  practice.  A much  larger  series  was 
treated  equally  successfully  by  us  as  Army  derma- 
tologists, and  several  practicing  dermatologists 
have  confirmed  our  opinion  as  to  the  efficacy  of 
the  above  preparation. 

No  therapy  yet  reported  has  given  this  uniform 
and  predictable  result.  A small  group  of  acne 
rosacea,  infective  eczematoid  dermatitis,  and 
sycosis  barbae  cases  has  responded  to  this  oint- 
ment. In  an  effort  to  eliminate  the  disagreeable, 
black  color  we  are  now  substituting  the  various 
photosensitizing  tar  fractions. 

TABLE  1. — Results  in  Last  100  Treated  Cases 


Time  Period  Percentage 

Clear  in  2 weeks  20 

Clear  in  5 weeks  35 

Clear  in  12  to  16  weeks  45 

Total  100 


Diabetics  deserve  a periodic  chest  x-ray  for  tuber-  The  edentulous  patient  seldom  has  a lung  ab- 
culosis. — Exchange  ' scess.  Exchange 
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VALUE  OF  UROGRAPHY  IN  ELUCIDATION  OF  NONUROLOGIC 
COMPLAINTS 

Allan  K.  Swersie,  M.D.,  New  York  City 

( From  the  Urology  Department  of  the  New  York  Polyclinic  Medical  School  and  Hospital ) 


THERE  is  considerable  variety  in  topo- 
graphic and  symptomatic  manifestations  of 
visceral  disease.  A confusing  factor  in  localizing 
pathology  is  the  existence  of  common  routes  of 
sympathetic  innervation  for  the  kidneys  and  the 
abdominal  viscera.  The  renal  organs  derive 
their  nervous  supply  from  parts  of  the  solar 
plexus  and  the  aortic  renal  ganglion,  to  which 
centers  are  distributed  filaments  from  the  splanch- 
nic nerves.  These  nerves  also  supply  branches 
to  important  organs  in  the  abdominal  cavity. 
Outstanding  symptoms  of  diseases  of  the  urinary 
tract  above  the  level  of  the  bladder  are  such 
complaints  as  indigestion,  eructations,  nausea, 
vomiting,  and  distention.  An  extremely  high 
percentage  of  patients,  proved  to  be  suffering 
with  renal  or  ureteral  disease,  particularly  on  the 
right  side,  display  abdominal  scars  incident  to 
operations  on  the  appendix,  gallbladder,  uterus, 
or  adnexa.  Before  some  chance  posterior  localiza- 
tion of  pain  or  positive  urine  findings  focus 
attention  upon  the  urinary  tract,  the  multiple 
complaints  of  the  patient  often  result  in  many 
losses  of  viscera  with  disappointments  about  ob- 
taining relief.  The  continued  frequency  of 
major  maldiagnoses  of  this  type  warrants  periodic 
emphasis  on  some  points  of  general  knowledge 
which  should  enhance  our  success  in  early  rec- 
ognition of  the  true  pathology. 

Failure  to  find  pathologic  elements  in  the  urine 
does  not  preclude  existence  of  urinary  tract 
disease.  For  example,  an  uninfected  hydro- 
nephrosis will  give  a normal  urinary  picture, 

. and  entrance  of  urine  from  an  infected  kidney 
pelvis  often  is  barred  by  tight  closure  of  the 
ureter. 

When  gastrointestinal  studies  fail  to  reveal 
obvious  findings  to  account  for  complaints 
referable  to  that  system,  an  intravenous  uro- 
gram should  be  done.  This  procedure  performed 
with  the  customary  caution  is  relatively  in- 
nocuous and  may  give  the  clue  to  diagnosis, 
either  by  revealing  intrinsic  urinary  system  dis- 
turbance or  by  revealing  anatomic  displacement, 
or  distortions  of  kidney,  ureter,  or  bladder  shad- 
ows may  suggest  neighboring  disease. 

Case  reports  illustrative  of  the  value  of  the 
urogram  in  such  instances  follow. 

Case  Reports 

Case  1. — The  patient  was  a young,  married 


woman,  34  years  of  age.  Urologic  investigation 
was  initiated  by  a casual  remark  by  her  nephrec- 
tomized  husband  that  very  likely  his  wife’s  troubles 
(diagnosed  as  gallbladder  disease)  were  of  kidney 
origin  too.  The  story  was  one  of  ten  years’  duration 
of  frequent  right  upper  quadrant  seizures  of  pain 
with  gastric  upsets.  X-ray  study  of  the  gastro- 
intestinal tract*  and  gallbladder  were  negative,  and 
treatment  prescribed  on  the  basis  of  a chronic 
cholecystitis  had  been  unsatisfactory.  Intravenous 
urography  in  a symptom-free  interval  revealed  a 
mild,  right-sided  hydronephrosis  due  to  constriction 
at  the  ureteropelvic  level  and  a normal  left  kidney 
(Fig.  1).  The  patient  was  prevailed  upon  to 
undergo  cystoscopic  study,  and,  on  filling  the  right 
kidney  pelvis  with  40  cc.  of  fluid,  the  “gallbladder” 
symptoms  reappeared. 


Fig.  1.  Mild  right  hydronephrosis  due  to  con- 
striction at  ureteropelvic  junction.  Symptoms  due 
to  this  led  to  misdiagnosis  of  gallbladder  disease. 

It  is  evident  that  the  complaints  through  the 
years  were  due  to  intermittent  blockage  of  flow 
from  the  kidney  pelvis.  Systematic  dilatation  of 
the  ureteropelvic  area  was  contemplated  and  offered 
to  the  patient  as  a conservative  measure  to  improve 
drainage,  to  be  followed  bv  surgery  if  unsuccessful. 
She,  however,  chose  to  revert  to  the  original  diag- 
nosis of  gallbladder  disease  and  its  more  comfortable 
therapeutic  regime.  She  seems  to  be  a good  candi- 
date for  eventual  nephrectomy. 

Case  2. — The  patient  was  a 36-year-old  man, 
complaining  of  intermittent  terminal  hematuria 
with  suprapubic  and  scrotal  pains  for  two  weeks. 
For  about  two  months  previously,  the  patient  had 
been  suffering  from  an  old  epigastric  pain  attributed 
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to  an  “ulcer,”  despite  four  negative  x-ray  studies. 
During  his  many  years  of  ulcer  doctoring,  the  pa- 
tient became  discouraged  and  frequently  abandoned 
all  therapy.  Despite  this,  there  were  sudden  un- 
accountable disappearances  of  complaints.  In 
the  present  illness  there  was  an  additional  element 
of  right  lower  quadrant  pain  of  a colicky  type  which 
settled  essentially  suprapubically  with  radiation  to 
the  scrotal  area. 

Cvsto-urethroscopy  and  retrograde  studies  yielded 
the  following  significant  findings:  diffuse  cystitis, 
normally  located  ureteral  orifices,  slightly  delayed 
function  on  the  left  as  indicated  by  indigo  carmine 
return.  In  the  posterior  urethral  floor,  just  distal 
to  the  internal  sphincter,  there  was  an  irregularly 
scooped  out  area  which  to  the  examiner  suggested  a 
recent  abscess  pocket.  X-ray  studies  (Fig.  2), 
showed  a crossed  ectopia,  the  left  nephrogenic  mass 
having  completed  its  development  on  the  right  side 
of  the  spine  in  a low  position.  The  normally  located 
right  kidney  was  incompletely  rotated.  The  two 
kidneys  were  probably  fused. 


Fig.  2.  Lower  kidney  mass  illustrates  a crossed 
ectopia.  It  is  probably  fused  with  the  normally 
located,  incompletely  rotated  right  kidney. 


A small  jagged  calculus  was  passed  in  ten  days, 
and  the  patient  was  relieved  of  all  complaints. 

Congenitally  abnormal  kidneys  are  usually 
inefficiently  drained,  and,  in  the  foregoing  case, 
we  may  surmise  that  intermittent  episodes  of 


pelvis  overdistention,  more  likely  in  the  lower 
kidney,  accounted  for  the  “ulcer”  symptoms. 
Sudden  relief  of  the  obstruction  afforded  sudden 
relief  of  epigastric  complaints.  Stasis  is  one  of 
the  major  factors  responsible  for  calculus  forma- 
tion. A calculus,  then  forming  in  the  lower 
'kidney  pelvis,  progressed  to  the  prostatic  fossa 
where  it  embedded  itself  in  the  pocket  noted  at 
urethroscopy  and  produced  the  acute  urinary 
distress.  With  extrusion  of  this,  treatment 
relegates  itself  to  periodic  study  of  possible 
progression  in  drainage  defect  or  infection  and 
treatment  as  needed. 

Cystogram 

Adequate  dye  is  usually  secreted  in  the  late 
urogram  films  to  outline  bladder  contour. 
This  viscus,  secondarily  irritated,  frequently 
presents  the  first  manifestation  of  urinary  tract 
pathology  and  appropriately  has  been  termed 
the  mouthpiece  of  that  system.  It  may  also 
serve  to  give  a neighborly  warning  of  otherwise 
undetected  disturbances  in  pelvic  organs.  Uter- 
ine displacements  or  large  growths  may  create 
distortions  of  the  bladder  and  by  pressure  effects 
on  vesical  circulation  produce  trigonal  and 
bladder  wall  hyperemia  with  urinary  symptoms. 
Occasionally,  a tumor  may  so  mold  itself  into 
the  pelvic  cavity  as.  to  force  the  base  of  the 
bladder  against  the  symphysis  and  create  an  acute 
retention. 

Case  3. — The  patient  was  a moderately  obese 
woman,  in  the  late  forties,  married,  mother  of  two 
grown  children,  referred  for  study  of  urinary  fre- 
quency and  dull  ache  in  the  lower  abdomen.  Urine 
was  clear  and  uninfected.  Cystoscopy  revealed 
some  moderate  papilledema  of  the  internal  sphincter 
and  bladder  wall  congestion.  Renal  and  ureteral 
architecture  were  normal  on  urogram.  The  bladder 


Fig.  3.  Defect  in  bladder  contour  due  to  extrinsic 
pressure  by  chocolate  cyst. 
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contour,  however,  suggested  extrinsic  pressure  on 
the  fundus  from  the  left  (Fig.  3).  Pelvic  examina- 
tion was  not  informative  because  of  the  patient’s 
obesity  and  inability  to  relax.  With  attention 
focused  on  the  genital  system,  however,  a small 
fungating  mass  within  the  os  uteri  was  discovered. 
Diagnosis  of  early  adenocarcinoma  was  made. 
In  the.  course  of  laparotomy  for.  total  hysterectomy, 
a large,  left-sided,  chocolate  cyst,  grapefruit  size, 
was  found  and  removed. 

Summary 

Unexplained  gastrointestinal  reflex  complaints 


are  often  due  to  hidden  urinary  tract  pathology 
which  may  be  brought  to  light  only  by  urogram 
study.  Two  illustrative  cases  are  presented. 
The  urogram  is  of  aid  also  in  discerning  nonuro- 
logic  disturbances  by  study  of  the  impressions  of 
extrinsic  masses  upon  urinary  tract  architecture. 
This  is  especially  true  in  the  bony^elvis,  and  a 
case  is  presented  showing  detection  of  a cystic 
mass  via  its  influence  in  producing  defect  in  the 
bladder  contour. 

390  West  End  Avenue 


WHO  TO  RECORD  WORLD’S  VITAL  AND  HEALTH  STATISTICS 


The  decision  to  transfer  to  WHO  all  aut  hority  and 
responsibility  in  the  field  of  international  health 
statistics,  including  recording  of  births,  diseases,  and 
deaths,  was  taken  by  the  International  Conference 
for  Revision  of  International  Lists  of  Diseases  and 
Causes  of  Death,  convened  by  the  French  Govern- 
ment at  Paris  in  late  April. 

Thirty  countries  participated  in  this  Conference, 
the  technical  preparation  for  which  was  entrusted 
to  WHO’s  Interim  Commission.  The  Conference 
was  opened  by  French  Foreign  Minister  Georges 
Bidault. 


The  objectives  of  the  recommended  program  are 
to  make  available  to  all  interested  administrations 
and  specialists  comparable  health  statistics  collected 
the  world  over,  and  thus  facilitate  the  study  of  health 
problems. 

A program  of  medical  statistical  research  is  also 
contemplated,  including  studies  of  cancer  registra- 
tion and  statistics,  problems  concerning  statistics 
of  malaria,  morbidity  and  mortality  from  tropical 
diseases,  foetal  and  infantile  deaths,  the  influence  of 
the  confidential  character  of  medical  certification  on 
the  accuracy  of  resulting  statistics,  and  other  studies. 


NEW  DRUG  FOR  MALARIA 

A new  drug,  announced  as  having  been  developed 
in  the  laboratories  of  Columbia  University’s  College 
of  Physicians  and  Surgeons  and  Schering  Corpora- 
tion, Bloomfield  and  Union,  New  Jersey,  was  mark- 
edly effective  in  the  treatment  of  cholera  during  the 
recent  epidemic  in  Egypt. 

The  drug,  which  is  called  phthalylsulfacetimide, 
was  used  on  more  than  500  patients  in  Egypt.  Rec- 
ords were  maintained  on  only  43  patients,  however, 
because  of  the  lack  of  trained  personnel  and  the 
chaotic  conditions  accompanying  the  epidemic. 
Among  these  43  patients  treated  with  thedrug,  only 
one  died.  In  contrast,  official  Egyptian  Govern- 
ment figures  have  disclosed  that  among  the  20,781 
persons  who  were  stricken  with  cholera,  10,273  died. 


The  discovery  was  made  by  the  medical  scientists 
while  they  were  engaged  on  a research  project  of  a 
different  nature.  They  started  their  work  with  the 
drug  in  an  attempt  to  prove  that  it  was  effective 
against  dysentery.  When  this  was  ascertained,  they 
recognized  its  potential  value  in  the  treatment  of 
cholera. 

Once  the  discovery  became  known,  Dr.  Seneca  was 
flown  to  Cairo,  where  the  drug  was  immediately 
pressed  into  service. 

The  physician  left  1,000  cases  of  the  compound 
with  the  Egyptian  Government  for  use  in  the  event 
another  epidemic  should  break  out. 

It  was  emphasized  that  the  drug  was  thoroughh 
tested  before  it  was  used  to  treat  cholera  patients. 


Special  Article 

THE  NEW  YORK  STATE  MEDICAL  LIBRARY’S  SERVICES  TO  PHYSICIANS 

Prepared  by  Maude  E.  Nesbit,  Medical  Librarian,  New  York  State  Library,  Albany,  New  York 


DOCTORS  in  the  State’s  62  counties  are  now  re- 
ceiving the  benefits  of  a State  law  passed  in 
1891.  The  Legislature  of  that  year  established  the 
Mew  York  State  Medical  Library,  making  it  avail- 
able “to  every  accredited  physician  residing  in  the 
state.”  By  virtue  of  this  act,  doctors  throughout 
the  State  have  access  to  the  latest  medical  informa- 
tion and  are  given  the  opportunity  to  do  research 
and  study  in  their  profession. 

Regardless  of  where  in  the  state  a doctor  has  his 
practice,  he  is  able  to  borrow  books  and  have  them 
sent  right  to  his  office  from  the  State  Library, 
which  is  located  in  Albany.  In  many  of  the  rural 
areas,  doctors  have  no  local  research  facilities  avail- 
able, and,  in  these  cases,  the  State  Library  is  their 
main  source  for  obtaining  books.  Doctors  prac- 
ticing in  cities  also  find  it  convenient  to  borrow  from 
the  Library,  where  they  can  obtain  books  for  home 
use. 

The  service  of  the  Library  in  preparing  special 
bibliographies  on  any  subject  requested  is  one  which 
doctors  in  communities  of  all  sizes  find  valuable. 
A trained  staff  of  librarians  is  prepared  to  serve  in 
answering  all  questions,  making  research  materials 
available,  and  furnishing  these  bibliographies  for 
professional  reference. 

The  State  Medical  Library  has  an  extensive 
collection  of  over  60,000  volumes,  covering  all 
medical  subjects.  In  addition,  the  Library  houses 
thousands  of  pamphlets,  reprints,  and  reports 
issued  by  the  various  public  health  agencies  of 
municipalities  and  other  states  and  countries.  Over 
six  hundred  medical  journals,  American  and  foreign, 
are  currently  received. 

In  1891,  the  Library  began  with  a collection  of 
about  2,500  volumes  donated  by  the  Albany  Medical 
College  with  the  understanding  that  students  of  that 
institution  would  have  access  to  the  entire  Library. 
This  original  collection,  along  with  the  many  vol- 
umes received  after  1891,  was  entirely  destroyed  in 
the  Capitol  fire  of  1911.  The  Library  was  then 


given  quarters  at  its  present  location,  the  Education 
Building,  where  it  has  been  developing  through  the 
years  to  its  present  size.  Under  the  direction  of  the 
medical  librarian  the  collection  is  continually  being 
increased,  and  physicians  are  encouraged  to  submit 
recommendations  for  new  books. 

A catalog  of  the  entire  collection  in  the  possession 
of  the  Medical  Library  cannot  be  distributed. 
However,  the  Library  does  publish  a bimonthly  list 
of  books  it  currently  receives,  and  this  publication 
is  sent  to  any  borrower  at  his  request. 

The  Library  offers  invaluable  facilities  to  the 
medical,  dental,  nursing,  and  allied  professions,  as 
well  as  to  governmental  agencies.  Doctors,  den- 
tists, nurses,  public  health  officers,  and  professional* 
persons  may  borrow  books.  The  Library  also  loans 
to  hospitals,  medical  colleges,  libraries,  laboratories, 
and  similar  institutions  throughout  the  State. 

All  requests  should  be  addressed  to  the  New  York 
State  Medical  Library,  Albany  1,  New  York.  As 
many  as  ten  books  may  be  borrowed  at  one  time  by 
individuals.  Institutional  loans  aje  limited  to  25 
volumes.  Books  and  bound  journals  may  be  kept 
for  four  weeks.  Unbound  periodicals  of  the  current 
year  are  loaned  for  a period  of  two  weeks.  The 
material  is  sent  by  parcel  post,  and  the  borrower  is 
responsible  for  only  the  return  postage. 

If  a subject  is  requested,  the  Library  will  send 
either  a selection  of  literature  or  a bibliography  of 
material,  according  to  the  borrower’s  request. 

The  bimonthly  lists  of  current  material  received 
in  the  Library  are  also  available  upon  request. 

The  Medical  Library  is  a part  of  the  New  York 
State  Library,  which  houses  over  two  million  books, 
pamphlets,  and  manuscripts.  The  services  of  the 
entire  Library,  under  the  supervision  of  Dr.  Charles 
F.  Gosnell,  State  Librarian,  are  available  to  all 
residents  of  the  State.  There  is  a general  reference 
section,  law  library,  legislative  reference  section, 
manuscripts  section,  library  for  the  blind,  and  an 
extension  division.  ' 


PUT  YOUR  WIFE  IN  BUSINESS 
Police  in  Georgetown,  South  Carolina,  posted  the 
following  notice:  “A  Poser  for  Boozers.  If  you  are 
a married  man  who  absolutely  must  drink  booze, 
start  a saloon  in  your  own  home.  Be  the  only  cus- 
tomer, and  you  won’t  have  to  buy  a license.  Give 
your  wife  $2  to  buy  a gallon  of  whiskey.  There  are 
3ixty-nine  glasses  in  a gallon.  Buy  your  drinks  from 
your  wife.  When  the  first  gallon  is  gone,  your  wife 


will  have  $8  to  put  in  the  bank,  and  $2  to  start  over 
in  business  again.  If  you  live  ten  years,  continue  to 
buy  all  your  booze  from  your  wife  and  then  die  with 
snakes  in  your  boots,  your  widow  will  have  enough  to 
bury  you.  respectably,  bring  up  your  children,  buy  a 
house  and  lot,  marry  a decent,  man,  and  forget' all 
about  you.” 

—J.A.M.A.,  April  17,  197,8 
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Case  Reports 


ERYTHEMA  MULTIFORME  BULLOSA  (STEVENS-JOHNSON  TYPE) 


Abraham  Nathan,  M.D.,  PaulJ.  Cameron,  M.D.,  and  Carl  Zelson,  M.D.,  New  York  City 


{From  the  Pediatric  Service,  Harlem,  Hospital) 

TN  1866,  von  Hebra  described  a symptom  complex 
consisting  of  stomatitis,  conjunctivitis,  and  an 
erythematous-like  rash  as  erythema  exsudativum 
multiforme.1  Stevens  and  Johnson  in  1922  reported 
two  such  cases  resulting  in  blindness  and  regarded 
their  cases  as  a distinct  clinical  syndrome.2  How- 
ever, from  Fletcher  and  Harris’  communication,  it 
seems  that  all  the  previous  cases  noted  were  varia- 
tions of  Hebra’s  original  syndrome.3 

Erythema  multiforme  bullosa  is  a febrile,  eruptive, 
toxic  disease  having  a multiplicity  of  skin  lesions 
varying  from  macules  to  vesicles  and  involving  the 
mucous  membranes  of  the  eye,  mouth,  genitalia, 
and  rectum.  The  vesicular  elements  may  become 
pseudomembraneous  with  necrosis  and  ulceration. 
Corneal  scars,  symblepharon,  and  blindness  are  re- 
ported.4,6 The  lesions  crust  and  heal  in  three  to  six 
weeks.  The  cause  is  obscure,  although  Staphylo- 
coccus aureus  is  frequently  cultured  from  the 
lesions.  Allergic  phenomena  and  viral  agents  have 
also  been  incriminated. 

Case  Report 

J.  H.,  a 15-month-old  Negro  boy,  was  admitted  to 
the  pediatric  service  for  a rash  and  fever  of  five  days’ 
duration.  The  rash  consisted  of  many  “blisters”  on 
a red  base  which  had  started  on  the  lower  extremities 
and  continued  to  spread  up  to  the  umbilical  region. 
Four  days  prior  to  admission,  the  patient  had  been 
treated  at  the  skin  clinic,  but  because  lesions  con- 
tinued to  spread,  the  patient  was  hospitalized. 
There  was  no  familial  history  of  any  allergies.  The 
child  had  no  history  of  any  drug  ingestion,  food 
allergies,  or  other  idiosyncracies. 

Examination  on  admission  revealed  a well- 
developed,  Negro  boy  appearing  acutely  ill  and 
highly  irritable  with  a temperature  of  101  F.  A 
moist,  pruritic,  erythematous,  pustular  rash  was 
resent  on  both  lower  extremities,  whereas  the  trunk 
ad  many  erythematous,  papulovesicular  lesions. 
The  penis,  upper  extremities,  face,  neck,  and  mucous 
membranes  of  the  eyes  and  the  mouth  were  free  of 
lesions.  The  rest  of  the  physical  examination  was 
. essentially  normal. 

Laboratory  data  at  the  time  of  admission  were  as 
follows:  The  hemogram  showed  hemoglobin  82  per 
cent;  4,000,000  erythrocytes;  30,000  leukocytes; 
70  per  cent  polymorphonuclears ; 27  per  cent 

lymphocytes;  2 per  cent  eosinophils,  and  1 per  cent 
basophils.  Blood  culture,  nose  and  throat  culture, 
Kahn  test,  urinalysis,  and  the  Mantoux  test  in  a 
1: 10,000  dilution  were  all  negative.  Culture  of  the 
vesicular  contents  resulted  in  the  growth  of  many 
colonies  of  S.  aureus  (coagulase  positive)  and 
St  reptococcus  gamma. 


The  impression  on  admission  was  toxic  derma- 
titis with  multiform  lesions  probably  secondarily  in- 
fected. A dermatologic  consultant  agreed  with  this 
tentative  diagnosis. 

Treatment  consisted  of  penicillin  10,000  units  intra- 
muscularly every  three  hours  and  wet  dressings  of 
Burow’s  solution  in  a 1:20  dilution  locally  for  the 
extremities,  while  calamine  lotion  was  applied  to  the 
lesions  on  the  trunk.  The  child  became  afebrile  on 
the  third  hospital  day  and  showed  marked  clinical 
improvement.  Penicillin  was  discontinued,  but  the 
local  treatment  was  maintained.  This  afebrile 
period  lasted  three  days. 

The  old  skin  lesions  regressed,  but  new  crops  of 
vesicles  and  bullae  began  to  appear  on  the  upper 
extremities  and  face.  On  the  sixth  hospital  day,  the 
child  again  became  acutely  ill  with  a temperature 
of  105  F.  Vesicles  and  bullae  were  noted  on  the  lips  * 
and  buccal  mucosa.  The  penis,  especially  at  the 
meatal  margins,  was  covered  with  vesicles.  Lacri- 
mation,  epiphora,  and  injected  conjunctivae  were  the 
outstanding  eye  findings.  The  diagnosis  of  erythema 
multiforme  bullosa  was  then  made.  Therapy  con- 
sisted of  intramuscular  injections  of  penicillin  30,000 
units  every  three  hours,  while  Burow’s  solution  and 
calamine  lotion  were  applied  locally  on  the  skin 
lesions.  Mouth  rinsings  with  diluted  hydrogen 
peroxide  were  performed  several  times  daily.  The 
eyes  were  irrigated  with  simple  boric  acid  solution. 

The  oral  lesions  became  confluent,  finally  breaking 
down  with  the  production  of  a fetid,  bloody,  profuse 
discharge.  Necrotic  areas  on  the  buccal  mucosa  and 
lips  were  covered  with  slimy,  gray  pseudomem- 
branes. The  tongue  swelled  so  enormously  that  a 
tracheotomy  set  was  kept  prepared  for  emergency. 
During  this  difficult  period,  constant  aspiration  of 
the  oral  contents  was  necessary.  Nutrition  was 
maintained  by  a high  caloric  fluid  diet.  The  penile 
lesions  broke  down,  resulting  in  a balanitis  with  a 
thin  exudate  involving  the  meatal  margins.  The 
urethra,  however,  remained  patent. 

Occasional  starch  and  oatmeal  baths  were  given  to 
alleviate  the  pruritis.  Penicillin  ointment,  500  units 
per  Gm.,  was  applied  to  the  right  side  of  the  face 
while  calamine  lotion  was  continued  on  the  left  side. 
No  differences  in  the  rate  of  healing  were  noted.  On 
the  twelfth  hospital  day,  it  was  evident  that  the 
spread  of  the  disease  had  halted  and  that  regression 
was  taking  place.  No  new  vesicles  appeared, 
whereas  the  old  ones  became  encrusted.  The  scabs 
fell  off,  leaving  no  scars  or  pigmented  areas.  A 
hemogram  on  the  twelfth  hospital  day  revealed: 
hemoglobin,  79  per  cent;  erythrocytes,  4,200,000; 
leukocytes,  15,000;  polymorphonuclears,  70  per 
cent;  lymphocytes,  26  per  cent;  monocytes,  2 per 
cent;  and  eosinophils,  2 per  cent.  On  the  fourteen!  h 
hospital  day  the  temperature  returned  to  normal, 
and  the  patient  remained  afebrile  until  discharge. 
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Normal  mucosa  began  to  fill  in  the  necrotic  areas 
in  and  about  the  mouth,  causing  the  slimy  membranes 
to  be  sloughed  off.  The  tongue  gradually  returned 
to  its  normal  dimensions.  The  penile  lesions  fol- 
lowed a course  somewhat  between  the  oral  and  skin 
lesions.  All  lesions  disappeared  on  the  twenty-eighth 
hospital  day,  and  the  patient  was  discharged  cured 
on  the  thirtieth  hospital  day. 

Comment 

The  child  on  admission  had  lesions  suggesting 
erythema  multiforme  but  no  other  findings  to  sug- 
gest a Stevens-Johnson  syndrome.  This  is  especially 
true  since  most  of  the  lesions  discernible  were  of  a 
pustular  nature  and  had  not  involved  the  mucous 
membranes.  Due  to  the  pyogenic  organisms  present 
in  the  pustular  and  vesicular  elements,  penicillin 
was  considered  the  medicament  of  choice. 

Although  a clinical  response  was  obtained  with  a 
three-day  period  of  apparent  remission,  the 
spread  of  the  lesions  could  not  be  checked.  On  the 
sixth  hospital  day  the  typical  Stevens-Johnson  syn- 
drome became  evident.  Penicillin  was  again  ad- 
ministered.6 

It  is  difficult  to  evaluate  the  effects  of  penicillin 
therapy.  We  feel  that  penicillin  prevented  virulent 
secondary  invaders  from  taking  foothold  in  the  al- 


ready devitalized  necrotic  tissues.  Penicillin  may 
have  shortened  the  course  of  the  disease,  but  of  this 
there  is  no  proof.  It  is  also  felt  that  the  penicillin 
was  instrumental  in  preventing  severe  eye  lesions 
because  the  panophthalmitis  in  reported  cases  may 
have  resulted  from  secondary  infections. 

Interestingly  enough,  the  use  of  penicillin  oint- 
ment had  no  greater  advantages  over  the  ordinary 
Burow’s  solution  or  calamine  lotion.  The  severe 
stomatitis,  cheilitis,  and  lingual  edema  caused  great 
concern  in  view  of  the  several  respiratory  deaths  re- 
ported.7 Eosinophilia  was  not  notable  in  this 
patient  during  the  course  of  the  disease.8 
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TO  STUDY  OCCUPATIONAL  CANCER  HAZARDS 


The  United  States  Public  Health  Service  has  an- 
nounced that  it  has  set  up  a special  section  of  the 
National  Cancer  Institute  for  the  study  of  occu- 
pational cancer  hazards. 

Dr.  W.  C.  Heuper*  who  will  direct  the  work,  is 
with  the  Warner  Institute  for  Therapeutic  Research 
in  New  York. 

“It  seems  clear  that  part  of  the  increased  incidence 
of  cancer  is  linked  to  the  growth' of  industry  during 
the  past  100  years  and  to  the  dangers  of  prolonged 
exposure  to  certain  substances,”  Dr.  Heuper  said. 


“Certain  chemical  substances  have  been  suspected 
of  causing  cancer  ever  since  the  end  of  the  eighteenth 
century  when  a British  physician  first  noticed  the 
high  incidence  of  skin  cancer  among  London’s  chim- 
ney sweeps,”  he  added. 

“A  number  of  chemicals  have  been  definitely 
shown  to  cause  cancer  in  mice  and  other  experi- 
mental animals.  More  recently,  we  have  learned  to 
protect  workers  handling  radioactive  materials, 
x-ray  equipment,  and  certain  carcinogenic  chemicals, 
from  the  dangers  of  cancer  and  other  harmful  effects.” 


A negative  chest  x-ray  today  is  valid  only  today; 
chest  roentgenography,  should  be  universal  and 
periodic. — Exchange 


Sometimes  renal  tuberculosis  is  without  symp- 
toms, and  the  only  finding  is  a slight  pyuria  contain- 
ing tubercle  bacilli. — Exchange 


THE  MANAGEMENT  OF  DIABETES  COMPLICATED  BY  TUBERCULOSIS 

Morris  Ant,  M.D.,  and  Robert  A.  Love,  M.D.,  Brooklyn,  New  York 
{From  the  Kings  County  Hospital) 


TT  HAS  long  been  known  that  diabetic  patients  are 
especially  susceptible  to  tuberculosis.  The  regime 
of  therapy  when  the  two  diseases  coexist  in  one  per- 
son requires  more  special  consideration  than  if 
treated  separately  in  different  individuals,  since  they 
produce  new  and  weighty  problems.  According  to 
surveys  over  many  years,  tuberculosis  occurs  four 
times  more  often  in  diabetic  patients  than  in  non- 
diabetics.1  Tuberculosis,  because  it  may  affect 
many  gland  organs,  such  as  the  liver  or  adrenals,  by 
miliary  involvement  and  fibrosis,  interferes  with  the 
normal  sugar  metabolism,  thus  becoming  a factor  in 
the  causation  of  diabetes.  This  was  pointed  out  by 
Murray  and  Morgan  in  their  experiments  on  carbo- 
hydrate metabolism  in  ascorbic  acid-deficient 
guinea  pigs  under  normal  and  anoxic  conditions.2 
They  reported  that  ascorbic  acid-deficierTt  animals 
had  significantly  higher  blood  sugars  and  probably 
significantly  lower  liver  and  carcass  glycogen.  The 
intestinal  absorption  of  the  sugar,  the  authors  con- 
tinue, is  less  complete  in  the  vitamin  C-deficient 
animals,  and  they  reason  that  tuberculosis  reduces 
ascorbic  acid  metabolism. 

Because  of  the  large  involvement  and  proliferation 
of  the  connective  tissues,  pulmonary  fibrosis,  may 
interfere  with  the  oxygen  exchange  and  thus  aggra- 
vate a condition  such  as  diabetes.  This  is  aggravated 
by  concomitant  pleural  thickening. 

In  their  experiments  on  rats,  Hove,  Hickman,  and 
Harris  found  that  when  the  animals  were  placed  on  a 
diet  in  which  part  of  the  carbohydrates  were  re- 
placed by  fat,  they  presumably  had  a greater  oxygen 
requirement  because  the  respiratory  quotient  was 
lower.3  They  stated  that  this  lower  respiratory 
quotient  was  reflected  in  the  fact  that  the  rats  on  the 
low  fat  diets  survived  for  a longer  time  than  those  on 
the  high  fat  diets  and  that  there  is  an  increased  re- 
sistance to  anoxia  at  high  levels  of  tocopherol  if  the 
amount  of  fat  in  the  diet  is  low. 

Billimoria  and  Jacoby  observed  that  chronic 
fibrotic  forms  of  tuberculosis  have  a poor  sugar 
tolerance,  and  their  blood  sugar  curves  are  diabetic 
in  type.4  On  the  other  hand,  those  with  exudative, 
ulcerative,  pulmonary  tuberculosis  seem  to  have  a 
high  sugar  tolerance,  and  the  descending  limb  of  the 
curve  is  not  diabetic  in  character. 

Banyai  and  Cadden  point  out  that  vitamin  A de- 
ficiency may  predispose  diabetics  to  tuberculosis.1 
Lack  of  vitamin  A causes  definite  pathologic  changes 
in  the  mucosa  of  the  respiratory  system,  thereby  in- 
creasing the  opportunity  for  bacteria  to  enter  the 
lungs  and  bronchial  tissues.  These  authors  feel  that 
the  administration  of  large  doses  of  vitamin  A 
serves  as  a useful  supplemental  therapy  in  the 
management  of  diabetes  mellitus  complicated  by 
pulmonary  tuberculosis. 

In  an  article  on  tuberculous  diabetics,  P.  Melvin, 
Jr.,  and  H.  T.  Englehardt  report  that  in  nearly  50 
per  cent  of  these  cases,  cavities  occur  and  caseations 
develop  very  rapidly.6  They  observed  x-rays -which 


showed  “a  typical  ‘butterfly’  type  of  lesion — a soft 
exudative  process  spreading  peripherally  from  the 

hilus Pleural  adhesions  are  more  common .... 

Diabetics  who  develop  coma  are  more  apt  to  have 
tuberculosis.”  It  has  been  reported  by  several 
authors  that  cavitation  is  more  frequent  when  pul- 
monary tuberculosis  is  complicated  by  diabetes. 

The  case  here  presented  shows  that,  when  the  • 
diabetes  complicated  by  tuberculosis  was  properly 
controlled,  the  condition  of  the  tuberculosis  im- 
proved, speeding  ambulation. 

Case  Report 

The  patient,  a 34-year-old,  poorly  developed, 
poorly  nourished,  white  man  gave  a history  of 
diabetes  for  the  past  twelve  years.  For  the  last  four 
to  five  years  he  was  taking  60  to  70  units  of  protamine 
zinc  insulin  each  morning.  In  September  of  1945,  an 
x-ray  showed  a soft,  exudative  tuberculosis  of  the 
upper  two  thirds  of  the  left  lung  and  the  right  first 
interspace.  He  was  admitted  to  Kings  County- 
Hospital  with  a diagnosis  of  a moderately  advanced 
pulmonary  tuberculosis.  He  was  treated  with  a 
2,500  calorie  diet,  65  units  of  protamine  zinc  insulin 
.daily,  and  pneumothorax.  Between  January  16, 
1946,  and  his  discharge  on  March  4,  1946,  he  re- 
ceived 12  pneumothorax  refills. 

While  in  the  hospital,  his  urine  was  almost  con- 
tinuously on  a 3 to  4 plus  level  despite  blood  sugar 
levels  during  control  periods  on  several  occasions  of 
100  to  144  mg.  per  cent.  After  discharge  the  patient 
was  sent  to  a sanitarium  in  Colorado  for  rest  and  con- 
tinuation of  his  pneumothorax.  While  he  was  in 
Colorado,  his  diabetic  condition  was  treated  on  the 
basis  of  covering  his  glycosuria  with  insulin.  He  had 
several  insulin  reactions  resulting  in  a flare-up  and 
loss  of  control  of  his  diabetic  condition.  As  a result  , 
the  tuberculosis  could  not  be  properly  treated.  To 
make  things  worse  he  developed  diarrhea.  He  was 
then  sent  back  to  Kings  County  Hospital  for  treat- 
ment of  the  diabetic  condition. 

On  readmission,  he  pleaded  with  the  resident  not 
to  treat  him  with  routine  insulin  coverage  because,  as 
he  explained,  “I  can  go  into  insulin  shock  even  with  a 
4 plus  sugar  in  my  urine.”  No  doubt  this  was  due  to 
a low  sugar  tolerance  and  a disturbed  renal  threshold 
which,  in  our  opinion,  was  induced  by  the  con- 
tinuous use  of  protamine  zinc  insulin. 

Physical  examinat  ion  of  the  lungs  revealed  dullness 
to  percussion  in  the  left  upper  and  left  lower  lobes. 

The  breath  sounds  were  decreased  over  the  whole 
left  lung  field  anteriorly  and  posteriorly.  There 
were  moist,  crackling  rales  over  the  left  upper  lobe, 
and  vocal  fremitus  was  decreased  over  the  entire 
lung.  The  heart  was  not  enlarged.  The  rhythm  was 
regular,  and  A2  was  greater  than  Pj.  Examination 
of  the  extremities  revealed  the  left  arm  flexed  45 
degrees  at  the  elbow  and  90  degrees  at  the  wrist  with 
ulnar  deviation  of  the  fingers.  His  past  history  re- 
vealed that  his  left  arm  had  been  paralyzed  since 
birth.  His  blood  pressure  was  110/70,  temperature 
98.6  F.,  pulse  92,  and  respirations  20. 

It  had  been  planned  to  transfer  the  patient  to 
a tuberculosis  sanitarium,  but  because  he  feared 
going  to  a sanitarium  where  the  diabetic  control 
might  again  be  lost  * he  asked  to  stay  at  the  hospital. 
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He  was  put  on  a routine  which  was  not  based  on  a 
haphazard  coverage  of  urine  glucose  alone  but  rather 
consisted  of:  (1)  establishing  a fixed  diet — 200  Gm. 
carbohydrate,  75  Gm.  protein,  and  70  Gm.  fat,  the 
diet  being  of  a high  calcium  content;  (2)  removing 
protamine  zinc  insulin  from  the  therapy,  and  (3) 
replacing  it  with  crystalline  zinc  insulin,  30  units 
three  times  daily.  He  continued  on  this  dosage 
about  two  weeks  when  he  began  showing  insulin  re- 
actions for  three  consecutive  nights.  The  insulin 
was  cut,  first  to  30  units  morning  and  noon  and  20 
units  at  night,  and  slowly  reduced  until,  two  weeks 
before  discharge,  he  was  stabilized  on  the  same 
diet  and  25  units  in  the  morning  and  20  units  at 
night  of  crystalline  zinc  insulin.  His  diarrhea  slow- 
ly diminished.  He  was  permitted  ambulation. 

During  his  hospital  stay,  the  patient’s  appetite 
improved,  and  he  gained  weight.  The  sputum  be- 
came negative;  gastric  washings  for  tubercle 
bacilli  were  negative.  The  lungs  became  free  of  rales; 
breath  sounds  improved,  but  dullness  throughout 
the  left  lung  persisted.  His  entire  physical  con- 
dition showed  improvement.  His  diarrhea  stopped, 
and  subsequent  x-rays  of  the  lungs  showed  sugges- 
tions of  improvement  of  the  lung  pathology.  Dis- 
continuation of  the  pneumothorax  w'as  advised  be- 
cause of  its  ineffectiveness,  and  he  was  kept  for  a 
while  on  complete  bed  rest  until  his  diabetic  status 
was  controlled. 

Discussion 

Walther  and  Ammon  feel  that  injections  of  small 
amounts  of  foreign  protein,  of  which  protamine  is 
one,  over  a number  of  years  cannot  be  disregarded  as 
deleterious  unless  further  studies  are  made.6  They 
are  of  the  opinion  that  permanent  injections  of 
foreign  protein  may  produce  late  injuries,  especially 
to  the  vascular  system.  We  found,  particularly  in 
our  case,  that  protamine  zinc  insulin  was  one  of  the 
offenders  of  the  proper  physiologic  actions  of  the 
kidney  and  acted  as  a foreign  protein.  It,  therefore, 
interfered  with  an  already  disturbed  metabolism  of 
the  lungs,  thus  creating  a vicious  cycle  by  prolonging 
the  active  stage  of  tuberculosis  and.  reversibly 
creating  a more  severe  diabetes. 

Sindoni  cites  a case  of  a 33-year-old  man  who  had 
diabetes  associated  with  pulmonary  tuberculosis  for 
eighteen  years.7  The  patient  was  admitted  to  the 
hospital  in  a comatose  condition  after  having  been 
found  unconscious  on  a vacant  lot.  Prior  to  the 
accident,  his  dosage  had  been  15  units  of  plain  and  18 
units  of  protamine  insulin  for  breakfast  and  10  units 
of  plain  insulin  for  supper.  At  the  time  of  hospital 
admission,  his  blood  sugar  was  52  mg.,  and  the  car- 
bon dioxide  combining  power  of  the  blood  plasma 
was  40  mg.  In  spite  of  therapy  he  never  regained 
consciousness  and  died  five  days  after  admission. 

A paper  to  be  published  by  one  of  us  (M.  A.)  dis- 
cusses the  toxic  effects  of  the  prolonged  use  of  pro- 
tamine zinc  insulin.  When  a patient  uses  protamine 
zinc  insulin  over  a long  period  of  time,  there  is 
evidence  of  facial  puffiness,  thickened  lid  and  lid 
margins,  increased  blood  cholesterol,  creatinine,  and 
uric  acid,  a disproportion  between  the  blood  and 
urinary  sugar,  and  a low  blood  sugar,  despite  a high 
urinary  sugar,  simulating  a renal  diabetes.  However, 
when  the  medication  was  changed  to  crystalline  zinc 
insulin,  the  symptoms  disappeared,  and  the  sugar 
tolerance,  both  for  the  blood  and  kidney,  increased. 


These  factors  indicate  a damage  to  the  permeability 
of  the  tubules  and  the  sugar  filtration  mechanism. 

Many  unfavorable  reactions  by  protamine  zinc 
insulin  are  reported  by  Sindoni,  including  blurred 
vision,  loss  of  appetite,  frequent  headaches,  weak- 
ness in  the  legs,  slight  to  extremely  marked 
fatigue,  increased  irritability,  lapse  of  memory, 
morning  nausea  and  vomiting,  and  vertigo.7  He 
points  out,  in  relation  to  the  case  cited  above,  that 
patients  having  low  blood  sugar  levels  over  long 
periods  and  at  irregular  intervals  may  slowly  or  sud- 
denly show  evidence  of  permanent  cerebral  damage 
due  to  these  low  blood  sugar  levels. 

In  the  case  which  we  have  presented,  the  continua- 
tion of  pneumothorax  refills,  both  in  the  hospital 
during  his  first  admission  and  then  during  his  stay  in 
Colorado,  proved  of  no  aid  in  controlling  the  tuber- 
culosis, and  complete  bed  rest  was  instituted  as  the 
therapy  of  choice.  Since  it  is  known  that  pneumo- 
thorax is  an  accepted  and  successful  method,  the 
failure  of  this  treatment  in  this  particular  patient 
must  be  attributed  to  poor  diabetic  control. 

Banyai  and  Cadden  emphasize  the  fact  that  since 
empyema  very  frequently  complicates  artificial 
pneumothorax  in  patients  with  exudative  and 
caseous  tuberculous  lesions  of  recent  origin,  the  insti- 
tution of  this  type  of  therapy  should  be  handled  with 
caution  in  the  diabetic  tuberculous  patients.1 

With  the  incidence  of  tuberculosis  being  of  such  a 
high  rate  in  diabetic  patients,  it  is  extremely  im- 
portant that  all  diabetic  individuals  be  x-rayed  for 
chest  pathology. 

Summary 

1.  Some  of  the  reasons  fqr  the  diabetic  patient’s 
predisposition  to  tuberculosis  are  given. 

2.  A case  of  tuberculosis  complicated  by  juvenile 
diabetes  mellitus  is  described. 

3.  If  the  diabetic  condition  is  properly  con- 
trolled, the  condition  of  tuberculosis  is  improved. 

4.  Protamine  zinc  insulin  is  considered  to  be  con- 
traindicated in  diabetics  suffering  from  tubercu- 
losis. 

5.  Insulin  coverage  should  not  be  based  on 
urinary  glucose  findings  at  irregular  intervals  but 
should  be  calculated  on  a twenty-four-hour  meta- 
bolic requirement. 

6.  Contraindications  to  collapse  therapy  in 
tuberculosis  complicated  by  diabetes  are  discussed. 

7.  Proper  diabetic  care  and  control  will  lessen 
hospital  stay  and  reduce  sanitarial  care. 
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DIVERTICULITIS  OF  THE  RECTOSIGMOID  WITH  ACUTE  OBSTRUCTION 
CAUSED  BY  ASSOCIATED  INTUSSUSCEPTION 

George  M.  Saypol,  M.D.,  and  Mack  Lipkin,  M.D.,  New  York  City 

(From  the  New  York  Post-Graduate  Medical  School  and  Hospital) 


TNIVERTICULITIS  of  the  colon  causing  acute 
obstruction  is  not  common.  In  association  with 
intussusception  it  must  be  rare.  In  the  following 
case  the  diagnosis  could  not  be  made  with  certainty 
until  the  diseased  area  was  excised  and  inspected 
at  the  time  of  operation.  As  a result  the  remaining 
portion  of  rectum  (7  cm.)  was  spared,  and  a satis- 
factory anastomosis  was  performed. 

Case  Report 

M.  0.,  a 72-year-old  white  man,  was  admitted  to 
the  hospital  on  August  9,  1947,  with  a five-day  his- 
tory of  abdominal  cramps,  nausea,  and  obstipation. 
There  was  a past  history  of  bowel  irregularity  for 
several  years.  Dysuria  and  nocturia  due  to  a 
hypertrophied  prostate  had  been  present  during  the 
preceding  five  years.  Examination  revealed  an 
acutely  ill  patient  with  distension,  visible  peristalsis, 
and  a metallic  tinkle  on  ausculation  of  the  abdomen. 
A scout  film  of  the  abdomen  showed  markedly  dis- 
tended loops  of  bowel  including  the  descending 
colon  (Fig.  1).  After  adequate  preparation,  includ- 
ing the  use  of  a Miller-Abbott  tube  and  parenteral 
therapy,  an  operation  for  intestinal  obstruction  was 
performed.  This  consisted  of  transverse  colostomy 
without  exploration  of  the  abdominal  cavity,  done 
with  1 per  cent  procaine  by  infiltration  for  anes- 


Kin.  1.  Scout  film  of  the  abdomen  showing  dis- 
tended loops  of  colon. 


thesia.  The  postoperative  course  was  satisfactory, 
complicated  only  by  urinary  retention  requiring  a 
Foley  catheter. 

On  August  15,  1947,  a barium  enema  revealed 
slight  narrowing  at  the  rectosigmoid  region  with 
divert iculosis  of  the  sigmoid  colon  (Fig.  2i.  On 
August  20,  1947,  sigmoidoscopy  was  attempted. 
It  was  difficult  to  pass  the  instrument  beyond  six 
inches  because  of  the  patient’s  discomfort.  At  this 
point  the  mucosa  appeared  congested,  and  the  lumen 
could  not  be  discerned.  Saline  washings  from  the 
rectum  were  taken  for  cytologic  examination  which 
proved  negative  for  tumor  cells.  An  incidental 
finding  at  the  time  was  a rectal  polyp,  1 cm.  in  di- 
ameter, which  was  removed.  The  patient  was  dis- 
charged from  the  hospital  under  continued  obser- 
vation. The  colostomy  was  functioning  well,  while 
the  urinary  symptoms  were  unimproved. 

On  September  4,  1947,  after  two  attempts  to  re- 
peat the  barium  enema,  a trickle  of  the  solution 
passed  beyond  a markedly  constricted  area  in  the 


Fig.  2.  First  barium  enema.  Lateral  view 
showing  divert  iculosis  of  the  sigmoid  with  some 
narrowing  at  the  rectosigmoid  region. 
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Fig.  3.  Barium  enema,  nineteen  days  later. 
Anteroposterior  view  showing  marked  narrowing 
at  the  rectosigmoid  region  permitting  only  a trickle 
of  dye  to  pass  proximally  into  the  colon.  ( The  four 
circular  dense  areas  are  metal  buttons  on  a colos- 
tomy bag.) 


rectosigmoid  (Fig.  3).  Because  of  the  marked  nar- 
rowing occurring  during  a nineteen  day  interval  be- 
tween x-ray  studies,  exploration  was  decided  upon 
in  order  to  rule  out  carcinoma. 

The  patient  was  readmitted  to  the  hospital,  and 
on  September  10,  1947,  under  gas-oxygen-ether 
anesthesia,  operation  was  performed.  At  the  brim 
of  the  pelvis  and  extending  inferiorly  there  was  a 
firm,  obstructing  mass  involving  the  rectosigmoid 
and  densely  adherent  to  a distended  urinary  bladder. 
The  mass  with  adjacent  sigmoid  and  upper  rectum 
was  mobilized  and  excised  for  immediate  examina- 
tion. This  revealed  a rectosigmoid  with  intact 
mucosa  and  markedly  thickened  walls  and  a sigmoid 
intussusception,  causing  almost  complete  obstruc- 
tion. The  remaining  lumen  was  a fraction  of  a cen- 
timeter in  diameter  (Fig.  4).  A two-layer,  open, 
primary  anastomosis  was  performed,  and  the  in- 
i'raperitoneal  area  was  drained.  The  pat  hologic  re- 
port was  as  follows. 

Gross  examination  reveals  that  the  segment 
measures  17.3  cm.  in  length.  The  proximal  two 
thirds  shows  well-demarcated  taenia.  The  distal 
5.5  cm.  shows  markedly  congested  serosa  adjacent 
to  a ragged  indurated  serosal  tear  3 by  2 cm.  The 
latter  reveals  a thick  fibrotic  subserosa  on  section. 
The  mucosa  is  folded  and  along  the  mesenteric 


Fig.  4.  Diagrammatic  representation  of  the  pathol- 
ogy found  at  operation. 


attachment  reveals  pouches  of  diverticula  spaced  at 
intervals'of  about  2 cm.  Within  the  indurated  area, 
the  diverticula  have  wide  mouths  and  fibrous  bases. 
On  section  the  diverticula  are  free  of  foreign  ma- 
terial. Scattered  throughout  the  mucosa  are  several 
lenticular  nodules  ranging  from  2 to  4 mm.  in  di- 
ameter. 

Microscopic  examination  shows  each  diverticulum 
with  an  intact  mucosa  and  submucosa  invaginating 
into  the  muscular  coats.  The  latter  are  thinned, 
and  their  adjacent  subserosa  is  broad  and  densely 
fibrous.  A larger  artery  and  vein  lie  opposite  each 
pouch.  In  the  region  of  the  constriction  are  several 
diverticula  whose  muscularis  and  subserosa  are  re- 
placed by  dense  fibrous  tissue  severely  infiltrated 
with  an  exudate  of  neutrophils,  plasma  cells,  and 
multinucleated  foreign  body  giant  cells.  The  poly- 
poid mass  is  described  by  areas  of  submucosal  edema 
and  congestion  with  hyperplastic  lymphoid  fol- 
I icles.  The. overlying  glandular  epithelium  is  intact. 
The  tissue  removed  from  the  bladder  wall  consists  of 
I hick,  necrotic  fibrous  and  granulation  tissue  filled 
with  the  exudate  described.  Large  nests  of  foreign 
body  giant  cells  are  also  noted  in  this.  In  all  sec- 
tions, no  evidence  of  malignant  change  is  noted. 

The  diagnosis  was  diverticulosis  and  chronic  di- 
verticulitis of  colon. 

The  postoperative  course  was  good,  and  on  Sep- 
tember 30,  1947,  an  intraperitoneal  closure  of  the 
t ransverse  colostomy  was  performed.  The  urinary 
symptoms  improved.  On  October  7,  1947,  the 
patient  was  discharged  from  the  hospital  and  several 
weeks  later  returned  to  work  in  good  health. 


COEXISTENCE  OF  THE  WOLFF- PARKINSON-WHITE  SYNDROME  AND 
ORGANIC  HEART  DISEASE 


Seymour  H.  Rinzler,  M.D.,  New  York  City 
{From  the  Cardiac  Service , Beth  Israel  Hospital ) 

TN  1940,  Hunter,  Papp,  and  Parkinson  brought  the 

literature  up  to  date  by  collecting  109  cases  of  the 
Wolff- Parkinson- White  syndrome.1  This  syndrome 
was  associated  with  organic  heart  disease  in  21  of 
these  cases,  an  incidence  of  19  per  cent.  As  to  the 
cause  of  the  concomitant  cardiac  lesions,  they  listed 
hypertension,  mitral  stenosis,  aortic  insufficiency 
(syphilitic  and  rheumatic),  and  coronary  thrombosis, 
but  they  failed  to  state  the  total  number  of  cases  for 
each  etiologic  type. 

Our  interest  in  this  subject  was  stimulated  by  a 
study  in  which  the  limitations  of  the  electrocardio- 
gram in  the  diagnosis  of  acute  myocardial  infarction 
in  the  presence  of  the  syndrome  of  short  P-R  interval 
and-  prolonged  QRS  complex  were  pointed  out.2 
Briefly,  the  essential  criteria,  even  in  the  presence  of 
organic  heart  disease,  which  establish  the  diagnosis 
of  the  Wolff-Parkinson- White  syndrome  are  as 
follows:  a P-R  interval  of  0.10  second  or  less,  a QRS 
complex  of  0.10  second  or  more,  and  slurring  of  the 
initial  ventricular  deflection  in  the  first  or  second 
lead.  The  object  of  the  present  report  is  to  review 
the  literature  in  detail  with  respect  to  the  incidence 
of  the  various  etiologic  types  of  organic  heart  dis- 
ease when  associated  with  the  Wolff-Parkinson- 
White  syndrome  and  to  add  another  case  which 
illustrates  this  coexistence. 

Case  Report 

H.  B.,  a 56-year-old  white  man,  was  admitted  to 
the  hospital  on  April  23,  1942,  because  of  substernal 
pain  of  fourteen  hours’  duration  which  was  severe 
enough  to  wake  him  from  his  sleep.  The  pain  radi- 
ated through  the  chest  to  the  back.  He  was  cov- 
ered with  a cold  sweat  and  had  a fear  of  impending 
death.  He  was  given  0.015  Gm.  morphine  sulfate 
subcutaneously  by  his  physician  with  some  relief  of 
pain,  but  this  was  followed  by  vomiting.  He  had 
been  a known  hypertensive  for  three  years. 

The  physical  examination  revealed  a rectal 
temperature  of  98.6  F.  The  patient  was  under- 
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nourished  and  appeared  acutely  ill.  There  was  no 
dyspnea  or  orthopnea.  The  neck  veins  were  not 
distended  in  the  erect  position.  The  heart  sounds 
were  poor,  with  the  point  of  maximum  impulse  in  the 
fifth  intercostal  space  at  the  anterior  axillary  line. 
There  were  no  thrills  or  murmurs.  The  pulse  rate 
equaled  the  ventricular  rate  and  was  78  beats  per 
minute.  The  blood  pressure  was  148/104.  There 
was  no  enlargement  of  the  liver  or  spleen  and  no 
peripheral  edema. 

Pertinent  laboratory  data  on  admission  included  a 
white  blood  count  of  12,100  cells  per  cu.  mm.  with 
87  per  cent  neutrophils  and  a blood  sedimentation 
rate  of  10  mm.  at  the  end  of  forty-five  minutes. 

The  patient  was  asymptomatic  throughout  his 
hospital  stay.  His  course  is  outlined  in  Figure  1. 
The  temperature  rose  to  101.4  F.  by  the  fifth  hos- 
pital day  and  then  fell  gradually  to  normal  by  the 
seventeenth  day.  The  blood  pressure  fell  to  118/74 
on  the  second  day.  It  then  varied  between  118  to 
142  systolic  and  66  to  80  diastolic  until  discharge, 
when  a pressure  of  164/90  was  recorded.  The  white 
blood  count  and  neutrophils  were  at  their  peak  on 
admission  and  subsequently  fell  to  within  normal 
range.  The  blood  sedimentation  rate  climbed  to  62 
mm.  at  the  end  of  forty-five  minutes  by  the  twelfth 
hospital  day  and  declined  to  20  mm.  in  forty-five 
minutes  on  the  thirty-seventh  day. 

The  clinical  picture  was  that  of  an  acute  myocar- 
dial infarction  in  a patient  with  hypertensive  and 
arteriosclerotic  heart  disease.  The  electrocardio- 
grams (Fig.  2 A,  B,  C,  D,  and  E ) showed  the  short 
P-R  interval  and  prolonged  QRS  complex  pathog- 
nomonic of  the  Wolff-Parkinson- White  sydrome. 

The  patient  was  discharged  on  the  forty-third  hos- 
pital day  and  has  been  followed  in  the  cardiac  clinic 
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Fig.  2.  Electrocardiograms  taken  during  period 
of  hospitalization  (.4  to  E).  Shortened  P-R  interval 
(0.10  second  or  less)  and  prolonged  QRS  complex 
(0.10  to  0.12  second)  are  seen.  Note  minor  changes 
in  Ti  from  diphasic  (A,  B)  to  upright  {C,  D)  and 
then  diphasic  again  ( E ).  Electrocardiogram  taken 
two  years  later  (F) . Note  similarity  to  previous 
tracings. 
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Fig.  3.  Electrocardiogram  taken  four  years  after 
acute  myocardial  infarction.  Short  P-R  interval 
and  prolonged  QRS  complex  persist. 


since.  He  has  had  no  chest  pain  to  date.  By  the 
end  of  1942,  his  blood  pressure  had  risen  to  230/120 
and  has  persisted  at  this  level.  Electrocardiograms 
taken  in  1944  (Fig.  2 F)  and  in  1946  (Fig.  3)  still 
showed  a short  P-R  interval  and  prolonged  QRS 
complex. 

Discussion 

This  case  appears  to  be  similar  to  the  38  eases  pre- 
viously reported  in  which  organic  heart  disease  and 
the  Wolff-Parkinson-White  syndrome  were  associ- 
ated. The  classification  of  the  heart,  disease  in  these 
39  patients  (Table  1)  was  as  follows:  congenital, 
one  case;  rheumatic,  14  cases;  arteriosclerosis,  12 
cases  (8  with  coronary  artery  disease  and  4 with 
coronary  thrombosis);  hypertension,  nine  cases,  and 
thyrotoxicosis,  two  cases. 

Two  facts  are  worthy  of  emphasis.  The  first  is 
that  the  syndrome  of  short  P-R  interval  with  pro- 
longed QRS  complex  may  be  discovered  at  any  age. 
It  has  been  reported  in  individuals  as  young  as 
fourteen  weeks  of  age  and  as  old  as  the  seventies.1718 
The  second  is  that,  although  this  syndrome  is  found 
in  association  with  heart  disease  of  almost  every 
cause,  it  is  still  more  common  in  patients  without 
organic  heart  disease.  One  is,  therefore,  led  to 
believe  that  the  occurrence  of  the  Wolff-Parkinson- 
White  syndrome  depends  for  its  existence  on  the 
functioning  of  an  anatomic  pathway  known  as  the 
Bundle  of  Kent,  and  that  its  association  with  organic 
heart  disease  represents  an  accidental  circum- 
stance.19'20 

There  is  a practical  application  of  the  recognition 
of  this  association  in  the  treatment  of  organic  heart 
disease.  Patients  with  the  Wolff-Parkinson-White 
syndrome  are  especially  prone  to  paroxysms  of  rapid 
supraventricular  rhythms.  In  the  normal  heart 
this  may  be  of  little  or  no  consequence,  but  it  is 
known  that  in  the  diseased  heart,  circulatory  compli- 
cations as  serious  as  congestive  heart  failure  or  even 
death  may  result  from  a paroxysmal  rapid 
rhythm.21’22  One  of  our  patients  had  bouts  of  rapid 
auricular  fibrillation  associated  with  pain  in  the 
chest  and  shortness  of  breath  of  such  frequency  and 
duration  that  he  became  almost  totally  incapaci- 
tated.2 The  paroxysmal  arrhythmia  was  finally 


TABLE  1. — Etiology  of  Heart  Disease  in  Cases  Associated  with  Wolff-Parkinson-White  Syndrome 
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completely  controlled  by  1 .8  Gm.  daily  of  quinidine 
sulfate  orally,  and  the  patient  was  able  to  return  to 
his  job  as  a salesman.  There  has  been  no  recurrence 
of  the  arrhythmia  in  the  ensuing  six-month  period 
of  observation. 

‘Summary 

1 . A case  illustrating  the  association  of  the  Wolff- 
Parkinson- White  syndrome  and  acute  myocardial 
infarction  is  reported. 

2.  The  literature  relating  to  the  coexistence  of 
the  syndrome  with  organic  heart,  disease  is  reviewed. 

3.  The  clinical  importance  of  the  knowledge  of 
the  association  of  the  two  conditions  in  relation  to 
paroxysms  of  rapid  rhythm  is  stressed. 
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MYELOGENOUS  LEUKEMIA  RESULTING  FROM  BENZOL  POISONING 

Joseph  D.  Sacca,  M.D.,  Flushing,  New  York 
( From  the  Mary  Immaculate  Hospital,  Jamaica) 


T3ENZ0L  (benzene)  has  been  known  to  cause  fatal 
^ aplastic  anemia  since  Santesson’s  description  in 
1897  of  four  cases  of  workers  in  a bicycle  tire  factory, 
and,  since  then,  the  classical  picture  of  leukopenia, 
anemia,  and  thrombocytopenia  represents  only  the 
severe  form  of  benzol  poisoning.  Pathologically,  it 
has  been  explained  that,  benzol  brings  about  a pro- 
gressive degeneration  of  blood-forming  bone  mar- 
row with  subsequent  disappearing  of  red  blood  cells, 
granulocytes,  and  thrombocytes  from  the  peripheral 
blood  stream.  In  1912,  Korenyi  was  the  first  to 
attempt  the  treatment  of  myelogenous  leukemias 
wit  h small  doses  of  benzol,  based  on  the  assumption 
that  the  latter  was  known  to  diminish  the  activity  of 
the  bone  marrow.  His  attempts  met  with  little  suc- 
cess due  to  the  extreme  toxicity  of  the  drug  and  were 
later  abandoned. 

In  1916  a confusing  paper  by  Selling  and  Osgood 
was  published  followed  with  a report  of  six  cases  of 
leukemia  noted  in  patients  that  had  been  previously 
exposed  to  benzol.1  In  1928  Delore  and  Bergomano 
reported  a case  of  myelogenous  leukemia  in  a man 
who  had  previously  spent  five  years  extracting  pyra- 
midon  with  benzol.2  This  was  followed  in  1932  by  a 
report  by  Falconer  of  a case  of  lymphatic  leukemia 
developing  in  a worker  who  had  recently  recovered 
from  acute  benzol  poisoning.3  In  1933  Lignac,  who 
became  extremely  interested  in  the  effects  of  benzol, 
injected  54  white  mice  with  small  doses  of  benzol 
and  produced  a true  leukemic  process  in  eight  cases. 1 
Later,  in  1939,  Erf  and  Rhoads  reported  nine  cases 


of  exposure  to  benzol.6  Of  these,  eight  developed  the 
typical  picture  of  an  aplastic  anemia  with  anemia, 
leukopenia,  and  thrombocytopenia  followed  by  com- 
plete recovery.  The  ninth  case  developed  a white 
lilood  count  of  130,000  and  subsequently  died  with 
typical  findings  of  myeloid  leukemia  proved  by  post- 
mortem examination.  Also  in  1939,  Bondwich, 
et  al.,  made  a very  extensive  study  of  benzol  poison- 
ing and  its  effect  on  the  bone  marrow  and  reported 
two  cases  of  leukemia  following  exposure  to  benzol.8 
They  also  showed  that,  mild  contact  with  benzol 
could  produce  a transitory  leukocytosis  in  quite  a 
few  nonfatal  cases. 

The  conclusions  drawn  from  these  reports  have 
been  that,  generally,  long  exposure  to  benzol  results 
in  the  degeneration  of  the  bone  marrow  producing  an 
aplastic  anemia.  On  the  other  hand,  in  a few  rare 
instances,  benzol  has  done  the  opposite,  namely, 
stimulation  of  the  bone  marrow  resulting  in  a true 
leukemic  process. 

Case  Report 

A.  P.,  a 44-year-old  white  man,  was  first  seen  on 
September  21,  1947,  with  the  chief  complaint  of 
epigastric  pain.  He  was  well  unt  il  July,  1946,  when 
he  first  started  having  attacks  of  intermittent, 
epigastric  pain  radiat  ing  to  the  right,  upper  quadrant 
of  his  abdomen  and  to  his  back.  These  episodes  of 
pain  usually  followed  several  hours  after  meals  but  on 
occasion  had  no  connection  with  his  food  intake. 
Nausea  without  vomiting  was  the  rule  in  all  these 
seizures,  and,  on  occasion,  the  patient  reported 
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bouts  of  diarrhea  followed  by  even  more  severe 
pain.  Over  a period  of  time  he  concluded  that  he 
could  not  tolerate  citrus  fruits  and  chocolate,  since 
they  were  often  associated  with  the  attacks. 

During  these  fourteen  months  the  patient  saw 
several  physicians  who  persistently  treated  him  for 
peptic  ulcer  without  appreciable  relief.  He  had 
gradually  lost  30  pounds  of  weight  since  the  onset  of 
symptoms.  Finally,  in  May,  1947,  patient  had  gall- 
bladder and  gastrointestinal  x-ray  series  performed, 
and  both  x-rays  revealed  no  pathology. 

His  last  severe  attack  was  on  September  21,  1947, 
when  I was  first  consulted,  and  I advised  hospitaliza- 
tion for  work-up.  The  interesting  piece  of  history 
that  I obtained  at  this  time  was  that  he  had  had 
almost  continuous  exposure  to  benzol  and  other 
solvents  from  October,  1942,  until  October,  1946. 

Physical  examination  revealed  a fairly  well- 
nourished  white  man  in  mild  distress.  Temperature 
98.6  F.,  pulse  84,  blood  pressure  112/70,  respirations 
20  per  minute.  The  skin  had  a yellowish  pallor 
without  rashes  or  purpura.  The  eyes,  ears,  nose,  and 
throat  were  normal.  The  heart  was  normal  in  size, 
and  there  were  no  thrills  or  murmurs.  The  lungs 
were  clear  on  percussion  and  auscultation.  The 
abdomen  was  soft  and  slightly  tender  in  the  right 
upper  quadrant  and  epigastrium.  The  liver  was  en- 
larged four  fingers  below  the  costal  margin,  and  the 
spleen  was  palpable  one  finger  below  the  costal 
margin.  No  fluid  or  other  masses  were  noted.  In 
the  lymphatic  system  there  were  two  very  hard, 
slightly  tender,  large  nodes  and  also  several  hard  and 
slightly  enlarged  inguinal  nodes  bilaterally.  No 
masses  were  found  on  rectal  examination  and  the 
prostate  was  normal  in  size  and  consistency.  The 
extremities  were  normal;  reflexes  were  physiologic 
bilaterally,  and  the  Babinski  sign  was  negative. 
Barium  enema  was  negative. 

Laboratory  examination  revealed  the  following 
data:  Urinalysis  was  negative  except  for  traces  of 
albumin.  Cephalin  flocculation  test  was  negative, 
as  was  the  Kahn  test.  The  icterus  index  was  4.3. 
No  blood  or  parasites  were  seen  in  the  stool. 

A complete  blood  count  on  September  23,  1947, 
showed  4,550,000  red  blood  cells,  hemoglobin  14  Gm., 
53,850  white  blood  cells.  Table  1 shows  the  dif- 
ferential count. 


TABLE  1.  Results  of  Differential  Counts 


Leukocytes 

Per  Cent 
on  September 
23,  1947 

Per  Cent 
on  October 
4,  1947 

Per  Cent 
on  October 
17,  1947 

Polymorphonuclear?* 

65 

Mature 

15 

18 

Immature 

28 

23 

Stab  forms 

i i 

Meta  my  el  oc  y tes 

5 

15 

20 

Myelocytes 

8 

27 

27 

Eosinophils 

2 

Eosinophilic  meta- 
myelocytes 

3 

4 

Monocytes 

2 

Lymphocytes 

8 

ii 

7 

For  financial  reasons,  the  patient  insisted  on  being 
discharged  and  was  followed  at  home  after  one 
week’s  hospitalization.  Treatment  consisted  of 
bed  rest  and  increased  vitamin  and  caloric  intake. 

On  October  4,  1947,  a second  blood  count  revealed 
a white  cell  count  of  90,500,  and  on  October  17, 
1947,  there  were  3,800,000  red  blood  cells,  12.5  Gm. 
of  hemoglobin,  and  128,500  white  blood  cells.  The 
differential  counts  for  these  dates  are  shown  in  Table 
1. 

Conclusion 

A case  is  presented  of  a man  exposed  continually  to 
benzol  for  four  years,  developing,  finally,  a syndrome 
which  was  clinically  typical  of  myelogenous  leu- 
kemia with  corroborative  blood  findings.  In  view  of 
the  literature  cited,  there  appears  to  be  a strong 
correlation  between  the  chronic  exposure  to  benzol 
and  the  leukemic  process  developed  in  this  otherwise 
normal  white  man. 
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DFATII  RATF  DOWN  FOB  “CATCHING  DISEASES” 


In  spite  of  this  being  a big  measles  year,  the  com- 
bined death  rate  for  the  four  chief  “catching” 
diseases  of  children,  measles  included,  reached  a new 
low  during  the  first  quarter  of  the  year,  statisticians 
of  the  Metropolitan  Life  Insurance  Company  report. 

The  death  rate  among  the  company’s  industrial 
policyholders  for  measles,  scarlet  fever,  whooping 
cough,  anil  diphtheria  combined  was  1.6  per  100,000 
for  the  first  three  months  of  the  year.  The  rate  for 


measles  was  only  0.6  per  100,000.  A “truly  remark- 
able” record  has  been  established  for  tuberculosis 
so  far  this  year,  also.  The  death  rate  from  this 
disoasc  for  the  first  quarter  of  1948  was  28.2 
per  100,000  policyholders.  This  is  13  per  cent 
below  the  rate  for  the  same  three  months  last 
year  and  25  per  cent  below  tho  average  for  the 
same  parts  of  the  preceding  five  years. 

— Science  Nev>s  letter,  May  29,  19. >,8 


LEIOMYOFIBROMA  OF  THE  FALLOPIAN  TUBE 


Sydney  W.  Stringer,  M.D.,  Syracuse,  New 
{From  the  Syracuse  Memorial  Hospital) 

T EIOMYOFIBROMA  of  the  fallopian  tube  is  of 
such  rarity  and  so  few  have  been  reported  in  the 
American  literature  that  an  instance  of  this  benign 
tumor  warrants  its  presentation.  Kelly  and  Cullen 
noted  in  934  reports  of  leiomyofibromata  of  the 
uterus  just  one  tubal  myoma.1  Dietrich  in  his  re- 
view in  1926  found  but  39. 2 Since  then,  13  addi- 
tional instances  have  been  noted.3-16 

I Auomyofibromata  of  the  tube  are  usually  single 
and  small,  although  a tumor  weighing  2 Kg.  has  been 
reported.  They  may  be  subperitoneal,  interstitial, 
or  submucous.  Tuberculosis  has  been  described  as  a 
concomitant  finding,  and  torsion  of  the  tube  and 
ectopic  gestation  have  been  assigned  to  them. 
Grossly,  they  have  been  confused  with  adeno myo- 
mata and' the  nodules  of  salpingitis  nodosa.  His- 
tologically, they  show  the  same  structure  and 
undergo  the  same  changes  as  fibroids  elsewhere. 

The  tumor  is  discovered  at  operation,  and  there 
are  no  specific  diagnostic  criteria  which  are  different 
from  those  found  with  fibroids  of  the  uterus. 

Case  Report 

Miss  F.  P.,  age  40,  was  admitted  to  the  Syracuse 
Memorial  Hospital  on  September  8,  1946,  com- 
plaining of  a mass  in  her  abdomen.  She  was  known 
to  have  had  a small  fibroid  in  1940.  This  was 
asymptomatic,  and  the  patient  was  examined  at 
periodic  intervals.  During  1946,  the  tumor  in- 
creased rapidly  in  size,  so  that  the  patient  could  pal- 
pate the  abdominal  mass.  She  gave  this  history  of 
having  had  her  right  tube  and  ovary  removed  for  an 
ovarian  cyst  in  1938.  An  appendectomy  was  per- 
formed at  the  same  time.  In  1941,  a cervical  polyp 
was  removed.  The  remaining  history  was  noncon- 
tributory. 

A hysterectomy  and  left  salpingo-oophorectomv 
and  ovarian  transplant  were  performed.  The  uterus 
was  studded  with  numerous  large  nodules.  In  the 
isthmal  portion  of  the  left  tube,  there  was  a firm, 
circumscribed  nodule  having  the  typical  appearance 
of  the  leiomyomata  found  in  the  utenis.  The  post- 
operative course  was  uneventful. 

The  pathology  report  was  as  follows:  “The 

specimen  consists  of  a uterus,  left  tube,  and  a 
portion  of  a left  ovary  removed  in  supracervical 
hysterectomy.  The  outer  surface  of  uterus  is  red- 
yellow,  smooth  and  glistening,  and  is  irregularly 
enlarged  due  to  the  presence  of  several  subserous 
myomata.  The  uterus  measures  approximately 
9.5  by  6.5  by  11  cm.  There  are  numerous  thin  ad- 
hesions on  the  outer  surface.  The  interior  of  the 
uterine  cavity  has  been  opened  bilaterally,  exposing 
a moderate  amount  of  red-brown  endometrium  and 
a few  small  intramural  myomata.  In  the  proximal 
portion  of  the  left  tube  and  separate  from  the  cornu 
there  is  a yellow  nodule,  extremely  firm,  occupying 
the  lumen  of  tube  and  measuring  2.5  by  2 by  2 cm. 
On  cut  section  it  is  irregularly  white  and  yellow  and 
has  the  whorled  appearance  of  a myoma.  The 
myomata  of  the  uterus  are  well  encapsulated,  firm, 
irregularly  white  and  yellow  in  color,  and  present 
the  typical  whorled  appearance.  The  ovary  ac- 
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eompanying  this  specimen  measures  4.5  by  3.5  by 
2.5  cm.;  it  is  cystic,  and  contains  several  corpora 
lutea  in  various  stages  of  degeneration.” 

The  microscopic  description  was  as  follows:  “The 
sections  of  the  nodule  in  the  tube  have  the  charac- 
teristic cytology  of  a leiomyofibroma.”  (Fig.  1.) 


Fig.  1.  Mierophotograph  of  leiomyofibroma  of 
fallopian  tube,  showing  characteristic  evtologv 
(115  X). 


The  diagnosis  was  leiomyofibroma  of  fallopian 
tube.  713  East  Genesee  Street 
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CONGENITAL  MALFORMATION  OF  THE  ESOPHAGUS  WITHOUT 
TRACHEO-ESOPHAGEAL  FISTULA 

James  R.  Lisa,  M.D.,  and  Helen  M.  Taylor,  M.D.,  New  York  City 


C^ONGENITAL  anomalies  of  the  esophagus  have, 
^ up  to  recent  years,  been  mainly  of  pathologic  in- 
terest and  were  considered  incompatible  with  life. 
Since  surgical  intervention  now  offers  some  hope, 
they  have  attained  more  general  interest.  The  ma- 
jority of  patients  have  fistulous  tracts  between  the 
respiratory  system  and  the  esophagus,  but  a goodly 
number  exist  without  this  anomaly.  These  latter  in- 
stances are  sufficiently  unusual  and  present  certain 
features  so  that  the  report  of  another  case  is  war- 
ranted. 

Case  Report 

The  patient,  a boy,  was  born  on  January  25,  1946. 
The  mother  was  a prindpara  admitted  to  the  hospital 
in  the  seventh  month  of  gestation.  The  pregnancy 
had  progressed  normally  to  the  fifth  month;  there 
had  been  only  a slight  albuminuria.  At  this  point, 
there  occurred  a rapid  gain  in  weight  with  abdominal 
distention.  There  were  no  signs  of  toxemia;  the 
blood  pressure  remained  low,  and  albuminuria  had 
not  increased.  Roentgenologic  examination  revealed 
no  abnormalities  of  the  fetal  skeleton.  A diagnosis 
of  hydramnios  was  made. 

The  child  was  delivered  normally  and  cried  spon- 
taneously. His  color  was  poor,  and  there  were  sup- 
pressed breath  sounds  with  an  occasional  dry  rale 
over  the  left  lower  lung  field. 

Six  hours  after  birth,  he  was  given  his  first  feeding 
of  y2  ounce  of  lactose,  and  thereafter  he  was  fed 
every  three  hours  for  the  first  day.  With  each  feed- 
ing, he  became  cyanotic,  gasping,  and  regurgitated 
part  of  the  meal.  On  the  second  day,  feeding  was 
discontinued  and  clysis  substituted.  He  voided 
normally  and  passed  one  meconium  stool.  Death 
occurred  at  the  fiftieth  hour. 

Autopsy. — The  pertinent  findings  are  confined  to 
the  thorax. 

The  upper  esophagus  consists  of  a moderately  dila- 
ted and  hypertrophied  pouch  ending  blindly  at  the 
level  of  the  tracheal  bifurcation.  The  lowrer  esoph- 
agus is  a blind  pouch,  2 cm.  in  length,  communi- 
cating with  the  stomach  and  capped  by  a solid  mass 
of  tissue  0.5  cm.  in  height  (Fig.  1).  A gap,  2.7  cm. 
in  length,  separates  the  two  segments  and  has  only 
the  loose  areolar  tissue  of  the  mediastinum.  No 
communication  or  connection  can  be  demonstrated 
either  between  the  esophageal  segments  or  to  the 
tracheobronchial  tree. 

Both  lungs  have  an  extensive  acute  pneumonia. 

The  other  organs  show  nothing  of  note.  No  other 
anomalies  are  present. 

The  entire  midportion  of  the  specimen,  including 
the  lower  trachea  and  main  bronchi,  wras  removed  en 
masse,  blocked  in  toto,  cut  in  serial  section  and  ex- 
amined. No  remnant  of  esophageal  or  t racheobron- 
chial structure  or  fibrous  cord  could  be  found  be- 
tween the  pouches,  nor  was  there  any  esophageal 
structure  buried  within  the  tracheobronchial  wall. 

Diagnosis.— Atresia  of  mid  third  of  esophagus 
without  tracheobronchial  fistula;  acute  broncho- 
pneumonia. 

Congenital  anomalies  of  the  esophagus  are  com- 
paratively rare  but  have  recently  been  reported  in 


increasing  numbers.  Shukofsky  and  Baron,  quoted 
by  Cautley,  stated  that  they  occurred  once  in  every 
50,000  births. 1 Among  20,000  births  in  the  Mater- 
nity Hospital  of  San  Giovanni  at  Rome,  there  was 
one.2  There  were  none  in  30,000  births  at  Nancy.3 
Reynolds  and  Morrissey  reported  that  only  one  was 
seen  in  Bellevue  Hospital  in  sixteen  years.3  Guy 
Turner,  quoted  by  Guthrie,  found  four  among  10,543 
births  at  the  British  Postgraduate  School  of  Medi- 
cine.4 Rosenthal  reported  three  in  2,400  deliveries.6 
At  the  Babies  Hospital,  New  York,  there  were  27 
cases  in  twenty  years.7 

The  incidence  at  autopsy  is  more  frequent  but  still 
uncommon.  Poison  in  12,000  autopsies  in  Leeds 
General  Infirmary  encountered  one  case.8  Cajano 
found  two  in  900  autopsies  performed  at  the  Insti- 
tute of  Pathological  Anatomy  of  Naples.9  In  the 
Royal  Hospital  for  Sick  Children  in  Glasgow,  among 
6,916  autopsies,  Guthrie  found  38  esophageal  mal- 
formations.4 At  New  York  City  Hospital,  Welfare 
Island,  there  were  three  among  5,158  autopsies. 

Esophageal  anomalies  are  now  conceded  to  be  due 


Fin.  1.  Esophageal  atresia.  Tin*  mid  third  of 
the  esophagus  is  lacking.  The  lower  pouch  is 
capped  by  a solid  mass  (arrow)  of  tissue. 
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to  development  errors.  It  is  also  recognized  that 
sites  of  greatest  embryologic  events  are  those  most 
prone  to  exhibit  anomalous  development.  The  em- 
bryology of  the  esophagus  and  its  anomalies  has  been 
well  covered  by  Rosenthal,  Plass,  Abel,  Vinson,  and 
others  and  has  been  summarized  by  Lanman.6,10-14 
Both  the  esophagus  and  trachea  are  formed  by  a 
single  tube  of  the  primitive  foregut.  At  the  site 
where  the  tracheal  bifurcation  will  be,  the  lung  buds 
develop  from  the  anterior  wall,  and  the  foregut  be- 
comes divided  into  two  portions  by  longitudinal 
projections  from  the  lateral  walls.  Complete  fusion 
of  the  projections  forms  the  esophagus  and  tracheo- 
bronchial segments.  Incomplete  fusion  leads  to  the 
various  anomalies  reported. 

The  classification  of  esophageal  anomalies  most 
frequently  followed  in  the  American  literature  is 
that  of  Vogt,  who  divided  them  into  three  groups: 
(1)  complete  absence;  (2)  upper  and  lower  pouches 
without  tracheo-esophageal  fistula,  and  (3)  upper 
and  lower  pouch  with  tracheo-esophageal  fistula.15 
Plass’s  classification  is  more  elaborate  but  includes 
all  types  of  anomalies  from  complete  absence  of  the 
esophagus  to  that  in  which  the  trachea  and  esopha- 
gus form  a single  sac.  Abel  gives  an  excellent  sche- 
matic representation  of  various  anomalies.12 

There  are  many  excellent  reviews  of  the  literature 
bringing  the  total  number  of  reported  cases  to  about 
400  in  number. 6'10'16-19  The  great  majority,  70  to 
80  per  cent,  comprises  the  malformation  of  an  upper 
blind  pouch  and  a lower  pouch  with  a fistula  to  the 
tracheobronchial  lumen.616-18  Those  without  fis- 
tula, although  less  common,  form  a not  inconsider- 
able number.  In  Plass’s  paper,  26  instances  are 
mentioned.10  Cautley  quotes  20,  Huntington  11, 
and  Rosenthal  40  among  255  cases. 

Total  absence  of  the  esophagus,  to  the  best  of 
our  knowledge,  has  not  been  reported  in  the  last 
twenty-seven  years.  There  have  been  many  cases 
of  esophageal  atresia  without  fistula.  They  have 
one  feature  in  common,  an  upper  pouch.  The  main 
deformity  has  always  been  in  the  lower  portion,  a 
localization  similar  to  the  more  common  tracheo-eso- 
phageal fistula.  The  atresia,  of  which  there  have 
been  12  instances,  has  usually  consisted  of  a cord 
connecting  the  pouches. 4>i4, 17,20-27  There  hgs  been 
no  connection  between  the  pouches,  as  was  true  of 
the  present  case,  in  a smaller  number. 2'6,8'14,28~32 
In  a few  examples  there  has  been  only  an  upper 
pouch  connected  to  the  cardia  by  a cord  or  without 
any  connection. 9’33’34,35  In  Cajano’s  case,  a small 
solid  njass  of  esophageal  tissue  lay  above  the  dia- 
phragm, a mass  similar  to  that  capping  the  lower 
pouch  in  our  case.  Carothers  reported  a more  unu- 
sual anomaly.36  A fibrous  band  connected  the  upper 
pouch  with  the  duodenum,  completely  replacing  the 
lower  esophagus,  the  entire  stomach,  and  part  of  the 
duodenum. 

Other  types  of  anomalies  are  less  common.  Chap- 
man reported  a muscle  band  causing  complete  ob- 
struction between  the  pouches.8  A congenital  mem- 
brane was  found  by  Abel,  Perrault  and  Burman,  and 
Fitzgibbons.12,37,38  Morse  saw  two  cases  with  dilat- 
able strictures  apparently  of  congenital  nature.39 
Similar  cases  have  been  reported  by  Vinson  and  Fitz- 


gibbons.20  38  In  other  instances,  such  as  four  cases 
of  Humphries,  three  of  Ladd,  and  one  of  Maes,  the 
absence  or  presence  of  connecting  tissues  between 
the  pouches  is  not  clear  from  the  published  data.7’40'41 
There  are  some  cases  in  the  literature  of  doubtful 
nature,  although  interpreted  as  congenital  atresia  by 
the  authors.42-45 

The  occurrence  and  significance  of  congenital 
anomalies  of  other  organs  associated  with  malforma- 
tions of  the  esophagus  have  led  to  conflicting  con- 
clusions. Plass  found  a high  incidence.10  Humph- 
ries stated  that  they  were  infrequent  and  of  no  spe- 
cial significance;  ten  of  his  cases,  however,  had  other 
anomalies,  although  only  one  was  of  importance.7 
Ladd,  on  the  other  hand,  found  anomalies  in  47  of 
72  cases,  many  of  which  were  serious  and  some  in- 
compatible with  life.40  Many  of  the  cases  reported 
individually  had  no  other  anomalies. 

Heredity  probably  plays  no  part,  except  in  rare 
instances.  One  of  Morse’s  cases  was  the  brother  of 
Rotch’s  patient.39  Ealing  stated  that  the  child  of 
an  aunt  had  symptoms  similar  to  his  patient  and 
died  soon  after  birth.46 

Hydramnios  has  been  deemed  significant  of  anom- 
alies of  the  digestive  system  by  some  observors.6'27 
Its  occurrence  has  been  noted  by  several.22,47  Plass 
claimed  it  was  only  incidental,  since  he  found  that 
it  was  present  in  only  nine  of  the  cases  he  reviewed. 
Possibly  it  may  be  of  value  only  as  a warning  to  be 
prepared  for  a congenital  anomaly,  should  the  child 
develop  any  of  the  characteristic  symptoms. 

The  symptoms  of  esophageal  atresia  are  charac- 
teristic.6-8'14,17,48  The  child  usually  appears  per- 
fectly healthy  at  birth  and  present  s no  external  anom- 
alies. If  one  is  present,  it  usually  is  anal  or  rectal 
atresia. 14'21'32,40'49  There  is  early,  constartt,  excess 
mucus  in  the  nasopharynx.  Attacks  of  choking  and 
cyanosis  occur  within  a few  hours  of  birth  and  are 
almost  invariably  precipitated  by  feeding.  Usu- 
ally, there  is  great  eagerness  for  food,  but  each  feed- 
ing causes  regurgitation  and  strangling.  The  sole 
exception  to  this  group  of  symptoms  was  presented 
by  Neff’s  patient,  in  whom  there  was  neither  choking 
or  cyanosis.  The  abdomen  is  flat,  because  the  stom- 
ach does  not  contain  air  which  is  present  with 
tracheo-esophageal  fistula.  The  stool  consists  of 
meconium  and  lacks  cornified  epithelium.  Farber 
has  devised  a special  staining  technic  for  its  demon- 
stration.50 

Esophageal  stenosis  tends  to  present  a different 
symptom  complex  from  esophageal  atresia.  The 
onset  is  usually  later  and  may  occur  first  in  late  in- 
fancy or  even  in  childhood.  The  most  characteristic 
symptom  is  a “vomiting  habit.”  The  patient  is  usu- 
ally underdeveloped  physically  and  may  subsist 
only  on  a soft  or  liquid  diet  , due  to  inability  to  take 
solid  foods  without  vomiting. 

Roentgenologic  examination  is  of  great  value  and 
will  demonstrate  the  upper  pouch.  The  pouch  is 
visualized  usually  by  the  use  of  a barium  mixture, 
but,  because  of  the  danger  of  pneumonia  from  aspira- 
t ion,  many  roentgenologists  nref  urman 
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stressed  the  use  of  a lateral  view  of  the  thorax.62  The 
dilated  upper  pouch,  according  to  him,  causes  com- 
pression and  displacement  of  the  trachea,  a finding 
sufficient  to  justify  a diagnosis  of  esophageal  anom- 
aly. Absence  of  an  air  bubble  in  the  stomach  usu- 
ally indicates  that  a tracheo-esophageal  fistula  is  not 
present,  although  in  a case  of  Haight  and  Townsley 
with  fistula  there  was  no  air  bubble  in  the  stomach.63 
Findlay  voiced  a word  of  caution  in  the  interpreta- 
tion of  the  roentgenologic  findings:  they  are  similar 
in  spasm  and  in  congenital  short  esophagus.54 

Esophagoscopy  has  been  employed  for  direct 
visualization  and  has  proved  of  value  particularly 
in  stenotic  conditions. 

Surgery  offers  the  only  satisfactory  therapy  for 
esophageal  atresia.  The  early  attempts  were  unsuc- 
cessful, but  within  the  last  few  years  they  have  been 
more  satisfactory.66-67  The  technical  features  have 
been  thoroughly  covered  in  several  articles  and  are 
beyond  the  scope  of  this  paper.7’14'40'63’58  Suffice  it 
to  say  that  success  depends  on  early  diagnosis  and 
the  prevention  of  pulmonary  complications  from 
aspiration,  particularly  from  the  excessive  mucous 
secretion  of  the  upper  pouch. 

Gradual  dilatation  of  stenotic  lesions  has  proved 
successful,  particularly  in  older  infants  and  chil- 
dren.20’38’33 Congenital  membranes  found  during 
esophagoscopy  have  been  punctured  during  the 
examination  and  followed  by  dilatation.12-37 

Summary  and  Conclusions 

A case  of  congenital  atresia  of  the  esophagus  from 
absence  of  mid  third  without  tracheo-esophageal 
fistula  is  reported,  and  the  pertinent  literature  is  re- 
viewed. 

Thanks  are  due  to  Dr.  A.  H.  Aldridge  for  permission  to  use 
the  clinical  data  of  the  case  presented. 
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OUTLINE  PLAN  TO  REPLACE  PHYSICIANS 

Dr.  Paul  Magnuson,  medical  director  of  the  Veter- 
ans Administration,  reported  that  a plan  has  been 
worked  out  to  replace  the  thirteen  hundred  physi- 
cians on  loan  from  the  Army  and  Navy  who  are  ex- 
pected to  leave  the  agency  this  summer.  Outgoing 
military  physicians  will  be  replaced  by  three-year 
resident  physicians. 

To  assist  the  agency  and  simultaneously  broaden 


opportunities  for  residents,  prospective  specialists 
will  serve  their  final  two  years  in  veterans’  hospitals, 
practicing  under  the  supervision  of  certified  con- 
sultants. The  agency  now  has  a residency  program 
covering  the  first  three  years  of  the  specialty  ap- 
prenticeship. The  advanced  program  will  provide 
salaries  from  14,100  to  $7,000  annually. — J.A.M.A., 
April  17,  1948 
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Alonzo  Eugene  Austin,  M.D.,  New  York  City,  died 
June  20  at  the  age  of  eighty.  Dr.  Austin  was  gradu- 
ated from  New  York  Homeopathic  Medical  College 
in  1897.  He  had  been  a professor  of  materia  medica 
at  the  New  York  Homeopathic  Medical  College  and 
Hospital  and  was  a staff  member  of  Roosevelt  Hos- 
pital and  at  Sloane  Hospital  for  Women.  Dr. 
Austin  was  a member  of  the  American  Institute  of 
Homeopathy  and  the  New  York  State  and  County 
Homeopathic  Medical  Societies. 

Henry  Pelouze  de  Forest,  M.D.,  eighty-three, 
died  at  his  New  York  City  home  on  June  13.  Dr.  de 
Forest,  who  retired  in  1947,  received  his  medical  de- 
gree from  the  College  of  Physicians  and  Surgeons, 
Columbia  University,  in  1890.  He  later  studied  and 
practiced  at  universities  and  hospitals  in  Vienna, 
Frieburg,  Paris,  Dublin,  Edinburgh,  Dresden,  and 
Berlin  and  served  on  the  staff  of  Sloane  Hospital  for 
Women,  New  York  City. 

Dr.  de  Forest  served  as  police  surgeon  from  1902 
to  1912,  as  chief  medical  examiner  of  the  Municipal 
Civil  Service  Commission  from  1912  to  1919,  and 
from  1917  to  1928  he  held  membership  *on  the 
medical  board  of  the  Teachers’  Retirement  Board. 
Dr.  de  Forest  is  credited  with  the  establishment  of 
the  first  fingerprint  file  in  the  United  States.  During 
the  Spanish-American  War,  he  was  acting  assistant 
surgeon  of  the  Third  Division  Hospital.  He  also  held 
the  rank  of  major,  retired,  in  the  medical  corps  of  the 
New  York  State  Guard.  From  1903  to  1921  he 
served  as  associate  professor  of  obstetrics  at  New 
York  Post-Graduate  Hospital  and  Medical  School. 
Dr.  de  Forest  was  a member  of  the  New  York 
Academy  of  Medicine,  the  Brooklyn  Pathological 
Society,  the  American  Medical  Association,  and  the 
New  York  State  and  County  Medical  Societies. 

Edwin  Howe  Fiske,  M.D.,  died  at  his  home  in 
Brooklyn  on  June  15.  He  was  seventy-one  years  old. 
Graduated  from  Long  Island  College  Hosptial  in 
1901,  Dr.  Fiske  interned  at  Kings  County  Hospital, 
after  which  he  continued  his  studies  at  the  Uni- 
versity of  Vienna.  He  joined  the  staffs  of  Kings 
County  and  Holy  Family  Hospitals  in  1904,  serving 
as  head  of  the  medical  boards  of  these  hospitals  from 
1912  to  1934.  In  1917  he  organized  and  headed  an 
overseas  medical  unit  from  Kings  County  Hospital 
which  set  up  Base  Hospital  37  in  Dartford,  England. 

Dr.  Fiske  served  as  consulting  surgeon  on  the 
staffs  of  Mercy  Hospital,  Rockville  Centre,  Kings 
County,  and  Bushwick  Hospitals,  Brooklyn,  and 
Eastern  Long  Island  Hospital,  Greenport.  Until 
1938  he  served  as  director  of  surgery  at  Holy  Family 
Hospital,  Brooklyn.  He  also  had  been  professor 
of  clinical  surgery  at  the  Long  Island  College  Hos- 
pital and  had  taught  at  Bellevue  Medical  College. 
An  organizer  and  charter  member  of  the  American 
College  of  Surgeons,  he  was  a member  of  the  Brook- 
lyn Surgical  Society,  the  American  Medical  Associa- 
tion, and  the  New  York  State  and  Kings  County 
Medical  Societies. 

Frederick  Howell  Greene,  M.D.,  of  Poughkeepsie, 
died  on  June  12  at  the  age  of  seventy-five.  Dr. 
Greene  was  graduated  from  Albany  Medical  College 


in  1897.  He  served  on  the  consulting  staffs  of  Vassar 
Brothers  and  St.  Francis  Hospitals,  Poughkeepsie, 
and  was  a member  of  the  American  Medical  Associa- 
tion and  the  New  York  State  and  Dutchess  County 
Medical  Societies. 

Anton  Frederick  Mannel,  M.D.,  fifty-six,  died 
at  his  home  in  Center  Moriches,  Long  Island,  on 
June  22.  Dr.  Mannel  was  graduated  from  New  York 
University  and  Bellevue  Medical  School  in  1914  and 
practiced  medicine  in  Brooklyn  for  many  years  be- 
fore becoming  a resident  of  Center  Moriches  six  years 
ago. 

Otto  Marburg,  M.D.,  New  York  City,  died  on 
June  13.  His  age  was  seventy-four.  Dr.  Marburg,  a 
native  Austrian  who  fled  the  Nazis  in  1938,  was 
graduated  from  the  University  of  Vienna  in  1899. 
He  continued  his  studies  under  Hans  Obersteiner, 
Wagner-Jauregg,  Herman  Oppenheim,'  and  Pierre 
Marie.  He  became  a member  of  the  staff  of  the 
Neurological  Institute  of  the  University  of  Vienna  in 
1905,  was  a full  professor  from  1910  to  1919,  and  was 
appointed  director  of  the  institute  in  1919.  During 
World  War  I,  he  made  an  intensive  study  of  in- 
juries to  the  nervous  system- occurring  in  combat. 

Noted  in  the  field,  of  neurology,  Dr.  Marburg  had 
published  numerous  books  and  articles  on  neuro- 
anatomy and  neuropsychiatry,  one  of  which  was 
Microscopic  Topographic  Atlas  of  the  Central  Nervous 
System,  published  in  1908  and  considered  a classic. 

In  this  country,  Dr.  Marburg  became  an  American 
citizen  and  at  the  time  of  his  death  was  a clinical 
professor  of  neurology  at  the  College  of  Physicians 
and  Surgeons,  Columbia  University,  and  a neuro- 
logic consultant  on  the  staffs  of  New  York  Post- 
Graduate  and  Montefiore  Hospitals.  A diplomate 
of  the  American  Board  of  Psychiatry  and  Neurology, 
Dr.  Marburg  was  an  honorary  member  of  the 
American  Neurological  Association,  the  New  York 
Neurological  Society,  the  Philadelphia  Neurological 
Society,  the  Vienna  Medical  Society,  the  Neurologi- 
cal and  Psycliiatric  Society  of  Argentina,  and  the 
Japanese  Society  of  Neurology  and  Psychiatry. 
He  was  also  vice-president  of  the  International 
Neurological  Congress  and  a member  of  the  Academy 
of  Sciences  of  France,  the  American  Medical  Associa- 
tion, the  New  York  Academy  of  Medicine,  and  New 
York  State  and  County  Medical  Societies. 

Ray  Sixtus  Nelson,  M.D.,  died  at  his  home  in  New 
York  City  on  June  18.  He  was  sixty-fdhr  years  old. 
Dr.  Nelson  was  graduated  from  Syracuse  University 
Medical  School  in  1911  and  interned  at  New  York 
Skin  and  Cancer  Hospital  and  was  professor  of 
dermatology  at  that  hospital  from  1915  to  1929. 
During  the  first  World  War  he  served  as  a major  in 
the  Army  Medical  Corps  assigned  to  the  port  of  em- 
barkation in  Brest,  France,  and  did  research  during 
the  influenza  epidemic  in  the  fall  of  1918.  Dr.  Nel- 
son had  also  been  attached  to  the  former  Neurologi- 
cal Hospital  and  to  City  Hospital  on  Welfare  Island 
He  was  pathologist  for  St.  Francis  Hospital  and 
director  of  Cooper  Laboratory,  New  York  City. 
Dr.  Nelson  was  a fellow  of  the  New  York  Academy 
of  Medicine  ami  a member  of  the  American  Medical 
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Association,  the  New  York  Pathological  Society,  and 
the  New  York  State  and  County  Medical  Societies. 


Olga  Raissa  Povitzky,  M.D.,  of  New  York  City, 
seventy-one,  died  on  May  21.  Dr.  Povitzky  was 
graduated  from  the  Women’s  Medical  College  of 
Pennsylvania  in  1901,  and,  following  a period  of  pri- 
vate medical  practice  in  New  York  City,  she  joined 
the  City  Department  of  Health.  In  World  War  I she 
served  with  the  U.S.  Army  in  the  women’s  medical 
unit  in  France.  For  many  years  Dr.  Povitzky  had 
charge  of  the  manufacture  of  diphtheria  toxoid  at 
the  William  H.  Park  Memorial  Laboratory  and  had 
also  experimented  in  serum  research  in  an  effort  to 
combat  influenzal  meningitis.  She  was  a member  of 
the  American  Association  of  Immunologists,  the 
Society  of  American  Bacteriologists,  the  American 
Public  Health  Association,  and  the  New  York 
Academy  of  Medicine. 


Anna  Magilowa  Reinstein,  M.D.,  died  on  June  21 
at  her  home  in  Buffalo  at  the  age  of  eighty-two.  Dr. 
Reinstein,  a physician  for  filty-seven  years  before 
her  retirement  last  February,  was  a graduate  of  the 
University  of  Berne  in  1891 . 


William  M.  Smith,  M.D.,  of-  Olean,  died  at  his 
home  on  May  29.  He  was  forty-seven.  Dr.  Smith 
was  graduated  from  the  University  of  Buffalo,  School 
of  Medicine,  in  1924  and  took  up  medical  practice  in 
Olean.  In  1937,  he  joined  the  staff  of  the  New 
York  State  Health  Department.  During  World 
War  II,  Dr.  Smith  served  with  the  Army  Medical 
Corps  with  the  rank  of  major  and  was  assigned  to  the 
Army  Air  Forces.  At  the  close  of  the  war  he  became 
chief  of  the  Division  of  Preventive  Medicine,  State 
Department  of  Health,  North  Dakota,  and,  subse- 
quently, act  ing  state  health  officer.  He  resigned  that 
post  and  returned  to  Olean,  resuming  practice  in 
March,  1947.  He  was  on  the  staffs  of  Olean  General 
and  St.  Francis  Hospitals,  Olean.  Dr.  Smith  was  a 
member  of  the  American  Public  Health  Association, 
the  American  Medical  Association,  and  the  New 
York  State  and  Cattaraugus  County  Medical 
Societies. 


William  Henry  Sugarman,  M.D.,  Brooklyn,  died 
on  June  23  at  the  age  of  sixty.  Dr.  Sugarman  was 
graduated  in  1914  from  Cornell  University  Medical 
School.  A diplomate  of  the  American  Board  of 
Internal  Medicine,  he  was  an  associate  physician  on 
the  staff  of  Jewish  Hospital  and  had  received  an 
appointment,  effective  July  1,  as  an  associate  in 
medicine  at  Long  Island  College  of  Medicine.  Dr. 
Sugarman  was  a member  of  the  American  Medical 
Association  and  the  New  York  State  and  Kings 
County  Medical  Societies. 

Willis  Ashton  Tenney,  M.D.,  ninety-five,  retired 
surgeon  of  Granville,  died  on  June  12.  Dr. 
Tenney  was  graduated  from  the  University  of 
Vermont  Medical  School  in  1877.  He  was  a special- 
ist in  diseases  of  the  eye,  ear,  nose,  and  throat  and 
had  practiced  in  Granville  for  more  than  sixty-five 
years  when  he  retired  in  1941.  He  was  a member  of 
the  American  Medical  Association  and  the  New 
York  State  and  Washington  County  Medical  So- 
cieties. 


Stephen  Whitaker  Wells,  M.D.,  died  on  May  21 
at  his  home  in  Liberty  at  the  age  of  seventy-two.  Dr. 
Wells  was  graduated  from  the  College  of  Physicians 
and  Surgeons,  Columbia  University,  in  1896  and 
interned  at  Paterson  General  Hospital,  Paterson, 
New  Jersey.  He  had  practiced  medicine  in  Liberty 
for  over  fifty  years.  He  was  also  a physician  on  the 
staff  of  Maimonides  Hospital,  Liberty.  He  was  a 
member  of  the  American  Medical  Associat  ion  and  the 
New  York  State  and  Sullivan  County  Medical 
Societies. 


August  W.  F.  Westhoff,  M.D.,  Queens,  aged  eighty- 
seven,  died  on  February  21.  He  was  graduated 
from  Bellevue  Medical  College  in  1891.  Dr.  West- 
hoff was  director  emeritus  of  the  Medical  Depart- 
ment, of  Wyckoff  Heights  Hospital,  chief  physician 
at  Bethany  Deaconess  Hospital,  and  pathologist  at 
St.  Catherine’s  Hospital,  Brooklyn.  A fellow  of  the 
American  College  of  Physicians,  Dr.  Westhoff  was 
also  a member  of  the  American  Medical  Association 
and  the  New  York  State  and  Kings  County  Medical 
Societies. 


MEDICAL  LICENSES  REVOKED  AND  SUSPENDED 


The  Board  of  Medical  Examiners  of  the  State 
Education  Department  has  notified  the  State 
Department  of  Health  of  action  taken  recently  by 
the  Board  of  Regents  with  respect  to  the  medical 
licenses  of  the  following  persons: 

Gaspare  Genova,  1257  70th  Street,  Brooklyn. 
License  suspended  for  one  year,  effective  December 

11,  1947. 


Leopold  W.  A.  Brandenburg,  2802  Hudson 
Boulevard,  Union  City,  New  Jersey.  License  per- 
mitting him  to  practice  medicine  in  the  State  of 
New  York  revoked,  effective  November  25,  1947. 

Anne  Elizabeth  Kuhner,  52  Gramercv  Park 
North,  New  York  City.  License  revoked,  effective 
December  5,  1947. 

Boris  Schleifer,  2001  Strauss  Street,  Brooklyn. 
License  revoked,  effective  December  3,  1947. 
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Ambulance  Service  to  Be  Considered  in  Hospital  Planning 


THE  Hospital  Council  of  Greater  New  York,  in  its 
Bulletin  issued  June  25  stated  that  “changes  in 
ambulance  service,  hospital  facilities,  and  related 
services  are  considered,  not  as  separate  entities,  but 
as  related  functions  and  part  of  an  over-all  com- 
munity service.” 

It  was  pointed  out  in  the  Bulletin  that  ambulance 
service  is  a transportation' factor  to  be  considered  in 
hospital  planning.  The  article  stated  that  “the 
significant  feature  of  the  ambulance  service  to  be 
noted  is  the  marked  decrease  in  the  total  number  of 
calls  made  after  1941.” 

“Prior  to  1942,  doctors  (usually  interns  regularly 
assigned  to  the  ambulance  service  for  specified 
periods)  rode  with  the  ambulance  on  every  run,”  the 
Bulletin  stated.  “Many  patients  were  discovered 
who  did  not  need  hospitalization  or  even  emergency 
treatment  in  the  hospital,”  it  continued,  “and  the 
result  was  that  the  ambulance  physicians  treated 
many  patients  in  the  homes  and  did  not  take  them 
to  the  hospital.” 

It  was  pointed  out  that  in  1941  nearly  60  per  cent 
of  the  total  ambulance  calls  were  in  the  category 
“Treated  and  Not  Removed.” 


“With  the  coming  of  the  recent  war,”  the  Bulletin 
continued,  “and  the  great  demand  for  doctors  in 
the  armed  services,  it  was  decided  to  replace  the 
ambulance  physicians  by  trained  attendants. 
With  this  change,  the  home  care  function  of  the 
ambulance  stopped  and  the  service  reverted  to  the 
sole  function  of  transporting  the  sick  and  injured  to 
the  hospital.”  The  Bulletin  pointed  out  that  calls 
in  this  new  category,  “Not  Removed,”  now  represent 
less  than  15  per  cent  of  the  total  number  of  emer- 
gency calls. 

At  the  present  time  the  city  pays  the  voluntary 
hospitals  which  provide  emergency  ambulance  serv- 
ice for  the  maintenance  of  each  vehicle.  The 
Bulletin  commented  that,  “this  payment  is  not 
intended  to  defray  the  cost  of  actual  care  rendered 
to  the  patients  after  admission.  As  may  well  be 
expected,  many  of  the  patients  admitted  by  ambu- 
lance have  little  or  no  financial  means  for  paying  the 
hospital. . . . The  city  accepts  these  cases  as  city 
cases.”  Thus,  the  “voluntary  hospitals  maintain- 
ing an  ambulance  service  have  contributed  more  to 
the  community  than  is  represented  in  the  cost  for 
maintaining  the  ambulance.” 


U.S.  Approval  Given  to  State  Hospital  Coordination  Plan 


THE  State’s  long  range  plan  for  hospital  construc- 
tion, estimated  to  cost  more  than  .1750,000,000, 
has  been  approved  by  the  Federal  Public  Health 
Service,  Dr.  Robert  T.  Lansdale,  chairman  of  the 
State  Joint  Hospital  Survey  and  Planning  Commis- 
sion, announced  on  June  29. 

This  action  paves  the  way  for  an  118,000,000  hos- 
pital building  program  in  the  next  year,  which  will  be 
financed  with  $6,000,000  of  Federal  funds  afid 
$12,000,000  from  sponsors  of  local  projects. 

Dr.  Lansdale  said  that  the  regional  councils  of  t he 
Hospital  Planning  Commission,  which  drafted  the 
plan,  were  distributing  applications  for  Federal 
funds  to  sponsors  in  high  priority  areas.  Each 
application  will  be  evaluated  by  the  councils,  which 
will  make  recommendations  for  final  action  to  the 
commission.  The  first  approval  is  expected  about 
August  1. 

The  plan  is  based  upon  use  of  existing  public  and 
private  nonprofit  hospitals  as  far  as  possible.  It, 
calls  for: 


An  additional  54,000  beds  for  general,  chronic, 
and  tubercular  patients  through  construction  of 
new  hospitals  and  expansion  of  present  institu- 
tions which  meet  modern  requirements. 

Working  arrangements  between  hospitals  in 
seven  regions  to  bring  specialized  services  and  the 
latest  medical  developments  closer  to  the  local 
doctor  and  his  patients. 

Fewer  but  larger,  better  equipped  and  staffed 
general  hospitals,  placing  greater  emphasis  on 
disease  prevention. 

A “suitable”  general  hospital  within  15  miles  ol 
any  populated  point  in  the  State. 

Coordination  of  hospital  facilities  with  existing 
medical  schools  and  research  laboratories. 

“Primary  centers”  of  the  hospital  service  regions 
are  Buffalo,  Rochester,  Syracuse,  Albany,  and  New 
York  City. 


Increased  Interest  in  Psychiatric  Training,  Report  Shows 


'"THERE  were  more  doctors  and  nurses  in  training 
J-  in  the  Westchester  Division  of  New  York  Hos- 
pital last  year  than  in  1946 — a reflect  ion  of  increased 
interest  in  psychiatric  training,  according  to  the 


annual  report  of  the  Division,  published  in  June.  Vt 
the  same  time,  because  of  necessary  building  clos- 
ings for  repairs,  there  were  fewer  patients  cared  for 
in  1947  than  in  the  year  before. 
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Dr.  James  H.  Wall,  medical  director,  stated  that 
although  real  progress  has  been  made  in  clinical  re- 
search, the  hospital  is  handicapped  by  being  short  at 
least  two  fulltime  staff  members  trained  in  research 
technics  and  by  scattered  laboratory  facilities. 

Of  the  275  new  patients  admitted  during  1947,  218 
or  80  per  cent  were  residents  of  New  York  City  and 
vicinity'.  Included  were  72  from  Westchester. 
World  War  II  veterans  among  new  patients  num- 


bered 29.  Fifty-three  per  cent  of  the  patients 
admitted  during  the  year  were  discharged  in  six 
month’s  time  or  less.  Eighty-two  per  cent  were  dis- 
charged in  less  than  a year’s  time. 

Analysis  of  admission  diagnoses  showed  percent- 
ages of  patients  for  various  causes  as  follows:  manic- 
depressive  psychoses,  29;  schizophrenia,  23;  psy- 
choneuroses, 16;  mental  disorders  associated  with 
the  involutional  period,  8:  alcoholism,  7. 


Merger  of  Ossining,  Dobbs  Ferry,  and  Tarrytown  Hospitals  Recommended 


T TNQUALIFIED  assertion  that  a merger  of  the 
Ossining,  Dobbs  Ferry,  and  Tarrytown  Hos- 
pitals is  desirable,  both  from  the  standpoint  of  im- 
proving the  services  and  limiting  the  deficit,  has 
been  made  by  a survey  committee  from  the  three 
hospitals. 

The  study  was  made  by  Dr.  Claude  W.  Munger, 
former  head  of  Grasslands  Hospital;  William 
J.  Donnelly,  expert  on  hospital  management,  and 
Charles  W.  Davidson,  a certified  public  accountant. 

In  opening  the  study'  of  the  proposed  merged  hos- 
pital, the  survey  staff  defined  its  area  of  coverage  as 
from  the  northern  line  of  Yonkers  to  the  northern 
line  of  Croton,  lying  between  the  Hudson  River  and 


the  Saw  Mill  River  Parkway  and  Bronx  Parkway 
Extension.  This  area  averages  three  miles  in  width 
and  18  miles  in  length,  a total  of  about  54  square 
miles. 

Broken  down  to  the  current  situation,  the  Tarry- 
town Hospital  serves  a population  of  20,908:  Ossin- 
ing, 21,486,  and  Dobbs  Ferry',  18,626. 

In  relation  to  the  generally  accepted  standard  of 
4.5  beds  per  1,000  population,  the  report  says,  ‘‘all 
three  hospitals  now  fall  short  of  supplying  the 
theoretical  bed  need.”  The  combined  hospitals, 
according  to  this  computation,  have  a total  bed  capa- 
city of  168,  which  is  106.4  under  the  accepted  stand- 
ard. 


City  Will  Test  Music  Therapy  for  Mentally  Ili 


AN  EXPERIMENT  in  the  use  of  music  by  swing 
bands,  string  ensembles,  and  other  groups  as  a 
therapeutic  measure  to  aid  mentally'  disturbed  per- 
sons was  started  on  July'  7 at  Kings  County  Hos- 
pital, Brooklyn. 

Announcement  of  the  project  was  made  jointly  by' 
Dr.  Edward  M.  Bernecker,  Commissioner  of  Hos- 
pitals, and  Richard  McCann,  president  of  Local  802. 
It  will  be  the  first  such  project  in  a New  York  City' 
hospital. 

The  music  will  be  provided  without  charge  by 
Local  802,  American  Federation  of  Musicians,  an 
affiliate  of  the  American  Federation  of  Labor.  The 
musicians  will  be  paid  from  funds  collected  by  the 
union  as  royalties  on  records  and  transcriptions. 

Dr.  Sam  Parker,  director  of  psychiatry  for  the 
Department  of  Hospitals,  is  in  charge  of  the 
new  program.  He  was  circumspect  about  its  pos- 
sible results,  but  said  that  the  objective  is  “to  use 
music  as  a general  environmental  influence  and  to 


create  an  altered  emotional  atmosphere  for  the  pa- 
tients.” 

Dr.  Parker  emphasized  that  the  city  was  embark- 
ing on  the  project  with  no  preconceived  notions  or 
plans,  since  the  use  of  music  to  aid  mentally  dis- 
turbed persons  has  been  tested  only  superficially 
thus  far.  Kings  County  Hospital  has  more  than  300 
mental  patients  but  only  about  half  of  them — those 
less  seriously  ill — will  receive  the  musical  therapy. 

One  group  of  musicians  will  play  jazz  music  for 
children  and  adolescents  under  psychiatric  observa- 
tion and  treatment  “with  a view  to  determining  the 
comparative  values  of  different  forms  of  music  in 
the  handling  of  youthful  problems,”  Dr.  Parker 
said. 

Another  ensemble  will  play  semiclassical  numbers 
and  old  favorites  for  adult  patients  “and  thus  pro- 
vide a basis  for  studying  the  influence  of  music  in 
various  types  of  mental  and  emotional  conditions,” 
Dr.  Parker  added. 


Free  Health  Center  to  be  Established  for  Hotel  Employes 


'T’lIE  New  York  Hotel  Trades  Council  and  the 
Hotel  Association  of  New  York  City  announced 
jointly  in  June  that  the  property  of  the  Y.W.C.A.  at 
Fiftieth  Street  and  Tenth  Avenue,  New  York  City, 
had  been  bought  for  a new  health  center. 

According  to  Fred  O.  Cosgrove,  president  of  the 
association,  30,000  union  employes  of  150  hotels  are 
scheduled  to  receive  free  treatment  at  the  center. 
Among  the  services  will  be  general  medical  specialist 
care,  laboratory  and  diagnostic  procedures,  periodic, 
health  examinations,  immunizations,  and  other  dis- 
ease prevention  measures. 


Money  for  purchasing,  remodeling,  equipping  and 
maintaining  the  property  and  its  staff  will  be  provided 
by  the  hotel  operators. 

This  is  an  extension  of  the  benefit  program  started 
in  1946,  when  a fund  was  established  to  provide  life 
insurance  and  weekly  sickness  and  accident  benefits 
for  employes  and  hospitalization  for  employes  and 
their  families. 

A joint  association-council  board  of  directors  will 
govern  the  center  with  medical  supervLson  under 
licensed  physicians.  Selection  of  the  director  and 
staff  will  be  by  the  board. 
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Every  aspect  of  the  work  of  Beth  Israel  Hospital, 
New  York  City,  increased  during  the  past  year, 
according  to  the  hospital’s  annual  report.  A total  of 
9,254  patients,  exclusive  of  the  newborn,  received 
94,  669  days  of  medical  care  at  the  hospital  during  the 
year.  In  addition,  2,781  babies  were  born  in  the 
hospital  during  1947,  a record  number,  which  may 
reflect  the  peak  of  the  postwar  birth  rate.  Visits 
to  the  41  clinics  of  the  outpatient  department 
increased  by  almost  10  per  cent,  to  69,033. 


Completion  of  Millard  Fillmore's  ten-story  modern 
addition  in  Buffalo,  a $980,000  structure  requiring 
two  years  to  build,  was  celebrated  by  the  hospital 
staff  at  a dinner  June  3. 

Commenting  on  Millard  Fillmore’s  growth,  Dr. 
Harvey  P.  Hoffman,  president  of  the  medical  staff 
and  toastmaster,  said:  "On  July  1 the  entire  hos- 
pital will  be  serviced  by  25  resident  physicians  and 
15  interns.  The  new  laboratories  on  the  sixth  floor 
are  equipped  to  furnish  up-to-date  data  in  bacteri- 
ology, biochemistry,  basal  metabolism,  elect  ro- 
encephalogy,  and  serology.  Our  x-ray  department  is 
one  of  the  finest  in  the  state.” 

During  an  outline  on  hospital  procedures,  Dr. 
Hoffman  praised  the  creation  of  a Research  Com- 
mittee under  the  chairmanship  of  Dr.  John  Stewart, 
professor  of  surgery  at  the  University  of  Buffalo. 


The  newly  enlarged  and  renovated  Moses-Lud- 
dington  Hospital  of  Ticonderoga  was  opened  for 
public  inspection  May  12,  National  Hospital  Day, 
according  to  an  announcement  by  Charles  A.  Hunt, 
president.  The  hospital,  as  a result  of  the  com- 
pleted enlargement  project,  is  now  an  ultramodern 
80-bed  facility,  one  of  the  finest  of  its  size  in  the  State 
and  comparable  in  equipment  and  design  with  lead- 
ing hospitals  throughout  the  country,  Mr.  Hunt  said. 


On  the  fortieth  anniversary  of  its  origin,  Goshen 
Hospital,  started  as  an  emergency  measure  to  serve 
accident  cases,  had  a house  full  of  babies,  as'well  as 
medical  and  surgical  patients,  and  announced  the 
acquisition  of  baby  handling  equipment  of  the  most 
modern  and  efficient  type. 

In  connection  with  the  announcement  it  was  re- 
vealed that  Goshen  Hospital  has  been  entirely  free  of 
the  infant  diarrhea  which  recently  has  become  a seri- 
ous menace  to  the  newborn,  Miss  Ethel  Low,  hos- 
pital superintendent,  said. 


Walton  Hospital  Committee,  a groqp  of  citizens 
interested  in  promoting  the  construction  of  a hos- 
pital in  the  village,  has  taken  a decisive  step  toward 
the  completion  of  its  planning. 

The  committee  has  sent  a request  to  Dr.  Basil  C. 
McLean,  a hospital  consultant  and  director  of  Strong 
Memorial  Hospital,  Rochester,  to  conduct  a survey 
of  hospital  needs  in  the  community.  He  will  ad- 
vise the  committee  concerning  the  number  of  beds 
needed  and  how  large  the  hospital  should  be. 


Dedication  of  a cornerstone  for  St.  Clare’s  new 
hospital  in  Schenectady  was  held  June  13,  with  the 
Most  Rev.  Edmund  F.  Gibbons,  Bishop  of  the 
Albany  Catholic  Diocese,  officiating. 


A cancer  detection  center  for  Meyer  Memorial 
Hospital  in  Buffalo  is  to  be  established  in  July, 
according  to  an  announcement  from  Dr.  Elmer 
Friedland,  who  will  be  director  of  the  center.  The 
center  will  be  under  the  supervision  of  the  hospital’s 
staff  tumor  committee  and  wall  not  provide  therapy 
but  will  furnish  a thorough  physical  examination 
with  emphasis  on  the  discovery  of  malignant  dis- 
eases. Funds  for  the  center  were  allocated  by  the 
New  York  State  Division,  American  Cancer  Society. 

At  the  beginning  the  center  will  conduct  one 
session  a week,  on  Tuesday  from  5:30  to  9:30  p.m. 
If  additional  sessions  are  required,  they  will  be 
conducted  on  Thursday  evenings  at  the  same  hours. 
Those  over  30  years  old  will  be  eligible  for  examina- 
tion, but  any  person  recommended  by  a physician 
will  J>e  accepted  regardless  of  age,  Dr.  Friedland 
declared.  He  added,  however,  that  rfo  person  under 
treatment  for  cancer  will  be  accepted. 


A recommendation  for  115  more  hospital  beds  for 
Rensselaer  County  and  the  need  for  250  more  tuber- 
culosis hospital  beds  in  the  area,  suggesting  enlarge- 
ments of  the  Pawling  Sanitarium,  are  contained  in  a 
coordinated  State-wide  hospital  plan  announced  in 
June. 

The  plan,  announced  by  the  State  Joint  Hospital 
Survey  and  Planning  Commission,  designated  Troy 
and  Rensselaer  County  as  secondary  or  intermediate 
centers  in  the  coordinated  hospital  plan.  The  report 
shows  that  Rensselaer  County  has  a total  of  627 
hospital  beds,  of  which  503  are  suitable  and  124  un- 
suitable for  long-range  planning. 


During  the  last  ten  years,  Our  Lady  of  Victory 
Hospital,  Lackawanna,  has  more  than  doubled  the 
demands  on  its  facilities,  according  to  a recent 
release  from  the  hospital  which  points  up  the  need 
for  the  new  five-story  addition.  In  1947  there  were 
almost  5,100  admissions,  as  against  slightly  more 
than  2,500  in  1937. 


The  Dansville  General  Hospital  will  become  Dans- 
ville  Memorial  Hospital,  dedicated  to  honor 
Southern  Livingston  County’s  dead  of  World  Wars  I 
and  II  and  provide  an  opportunity  for  perpetuating 
the  memories  of  all  loved  ones  in  u way  that  will  help 
others  to  live,  Hospital  President  James  J.  Blum 
announced  in  June. 

Directors  of  the  hospital  took  necessary  action  at 
a recent  meeting  to  permit  the  change,  and  the  new 
name  will  become  official  with  the  erection  of  a new 
wing  and  the  rehabilitation  and  modernization  of  the 
plant.  The  Dansville  Memorial  Hospital  will  be  a 
modern  60-bed  unit. 


[Continued  on  page  10441 
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Follow-up  Program  to  Check  TB  Relapses  in  Veterans 


OX  JUNE  21,  the  Veterans  Administration 
began  a “follow-up”  program  to  discover  if 
there  have  been  any  relapses  among  veterans  suffer- 
ing from  tuberculosis.  The  program  is  designed  to 
help  prevent  advanced  disease  and  thus  contribute 
toward  safeguarding  others  through  control  of 
communicable  tuberculosis. 


Each  veteran-patient,  before  he  is  discharged  from 
a veterans’  hospital,  will  be  urged  to  report  at 
regular  intervals  for  x-rays,  fluoroscopic  examina- 
tions, and  other  checks  or  treatments.  More  than 
13,000  veterans  suffering  from  tuberculosis  now  are 
under  VA  care.  Another  80,763  are  receiving  com- 
pensation or  pensions. 


Medical  Officer  Examination  Announced 


THE  U.S.  Civil  Service  Commission  has  announced 
an  examination  for  filling  medical  officer  (rotating 
intern  and  psychiatric  resident)  positions  in  St. 
Elizabeth’s  Hospital,  Washington,  D.C. 

Medical  officers  (rotating  intern)  are  paid  82,200 
for  the  first  year  and  $2,400  for  the  second  year. 
Medical  officers  (psychiatric  resident)  are  paid  from 
$2,400  to  $4,100  a year,  depending  upon  the  amount 
of  approved  postgraduate  training  the  applicant 
has  completed. 

Appointments  are  open  for  July  1,  1949.  Intern- 
ships consist  of  two  years  of  rotating  service,  and 
psychiatric  residencies  consist  of  one  to  three  years 
in  psychiatry. 

To  qualify  for  internships,  applicants  must  be 
third  or  fourth  year  students  in  an  approved  medical 


school;  however,  they  may  not  enter  on  duty  until 
they  have  successfully  completed  the  full  course 
of  study.  Applicants  for  psychiatric  residencies 
must  be  graduates  of  an  approved  medical  school, 
with  the  degree  of  doctor  of  medicine,  and,  in  addi- 
tion, they  must  have  completed  an  approved  intern- 
ship or  must  now  be  serving  such  an  internship.  No 
written  test  is  required  for  the  medical  officer  posi- 
tions. 

Interested  persons  may  secure  information  and 
application  forms  from  the  U.S.  Civil  Service  Com- 
mission, Washington  25,  D.C.,  from  most  first- 
and  second-class  post  offices,  and  from  Civil  Service 
regional  offices.  Applications  will  be  accepted 
until  further  notice  in  the  Commission’s  Washington 
office. 


College  of  Physicians  Offers  Research  Fellowships 


THE  American  College  of  Physicians  announces 
that  a limited  number  of  fellowships  in  medicine 
will  be  available  from  Julv  1,  1949,  to  June  30, 
1950. 

These  fellowships  are  designed  to  provide 
an  opportunity  for  research  training  either  in  the 
basic  medical  sciences  or  in  the  application  of  these 
sciences  to  clinical  investigation.  They  are  for  the 
benefit  of  physicians  who  are  in  the  early  stages  of 
their  preparation  for  a teaching  and  investigative 
career  in  internal  medicine. 


Assurance  must  be  provided  that  the  applicant 
will  be  acceptable  in  the  laboratory  or  clinic  of  his 
choice  and  that  he  will  be  provided  with  the  facilities 
necessary  for  the  proper  pursuit,  of  his  work.  The 
stipend  will  be  from  $2,200  to  $3,200. 

Application  forms  will  be  supplied  on  request  to 
the  American  College  of  Physicians,  4200  Pine 
Street,  Philadelphia  4,  Pennsylvania,  and  must  be 
submitted  in  duplicate  not  later  than  November  1, 
1948.  Announcement  of  the  awards  will  be  made  as 
promptly  as  possible. 


Postgraduate  Work  in  Orthopedic  Surgery  Offered 


PHYSICIANS  seeking  postgraduate  work  in 
F orthopedic  surgery  will  have  an  opportunity 
to  study  at  the  Hospital  for  Joint  Diseases,  New 
York  City,  according  to  an  announcement  by  Fred- 
erick Brown,  president  of  the  board,  and  Dr.  J.  J. 
Golub,  executive  director  of  the  hospital. 

The  course,  being  offered  in  affiliation  with 
Columbia  University,  will  consist  of  eleven  morning 
and  eleven  afternoon  sessions  held  on  consecutive 
Thursdays,  beginning  October  7,  and  ending 
December  23,  1948. 

The  curricula  will  include  a scries  of  lectures, 


case  demonstrations,  and  conferences  on  the  clinical, 
diagnostic,  therapeutic,  pat  hologic, ' bacteriologic, 
chemical,  and  radiologic  aspects  of  skeletal  disease, 
so  integrated  as  to  present  a general  review  of  the 
modern  concept  of  the  more  important  orthopedic 
diseases. 

There  will  be  opportunity  for  clinical  examinat  ion 
of  patients. 

Applications  for  registration  should  be  made  to 
the  office  of  the  assistant  dean,  graduate  medicine, 
Columbia  University,  College  of  Physicians  and 
Surgeons.  There  is  a fee. 
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Obstetrics  and  Gynecology  Changes  in  Board  Requirements  Made 


A NUMBER  of  changes  in  Board  requirements 
and  regulations  were  made  at  the  annual  meet- 
ing of  the  American  Board  of  Obstetrics  and  Gynecol- 
ogy, held  in  Washington,  D.C.,  from  May  16  to 
May  22.  At  that  time  231  candidates  were  certified. 

New  bulletins  are  now  available  for  distribution 
upon  application  and  give  details  of  all  new  regula- 
tions. These  relate  both  to  candidates  and  to 
hospitals  conducting  residency  services  for  training. 
Foremost  are  the  following: 

1.  The  ruling  that  applicants  must  receive  ade- 
quate training  in  both  obstetrics  and  gynecology  has 
been  defined  as  meaning  a minimum  of  six  months, 
full  time,  in  the  branch  of  either  obstetrics  or 
gynecology  relegated  to  a minor  role  in  a candidate’s 
training  and  preference  for  practice. 

2.  Acceptable  preceptorship  training  is  defined. 

3.  The  present  regulation  requiring  at  least 
six  months  of  practice  in  the  specialty  following  the 
completion  of  an  acceptable  training  period  has 
now  been  extended,  effective  December  31,  1949, 
to  a requirement  of  two  years’  post-training  practice 
limited  to  the  specialty. 


4.  Specific  requirements  for  approval  of  hospital 
services  for  residency  training  are  outlined. 

5.  Effective  immediately,  there  will  be  no  further 
temporary  approvals  of  hospital  services  for  resi- 
dency training.  It  is  planned  that  all  hospitals 
holding  any  type  of  residency  training  approval  will 
soon  either  be  resurveyed  or  initially  surveyed  by 
the  Council  on  Medical  Education  and  Hospitals 
of  the  A.M.A.,  so  that  all  future  approvals,  new  or 
old,  will  be  based  entirely  upon  inspection  following 
application.  It  is  expected  also  that  certain  re- 
surveys will  result  in  withdrawal  of  present  residency 
approval  from  institutions  where  the  educational 
and  training  standards  are  not  being  maintained. 

The  next  scheduled  examination  (Part  I),  written 
examination,  and  review  of  case  histories,  for  all 
candidates  will  be  held  in  various  cities  of  the 
United  States  and  Canada  on  Friday,  February  4, 
1949.  Application  may  be  made  until  November  1, 
1948.  Application  forms  and  bulletins  are  sent 
upon  request  made  to  American  Board  of  Obstetrics 
and  Gynecology,  Inc.,  1015  Highland  Building, 
Pittsburgh  6,  Pennsylvania. 


U.S.  Grants  $1,000,000  for  Cancer  Research 


ABOUT  $1,000,000  of  Federal  money  was  granted 
in  June  to  86  institutions  for  cancer  studies. 
The  projects  cover  a wide  variety  of  investigations, 
including  use  of  radioactive  materials  against  can'cer. 
Some  of  these  have  become  more  abundant  as  a 
result  of  the  Government’s  atomic  plants. 

The  grants  were  approved  by  the  National  Ad- 
visory Cancer  Council  and  the  United  States  Public 
Health  Service.  The  largest,  fdr  $85,064,  goe»s  to 
the  University  of  California  Medical  School  at 
San  Francisco  for  a study  of  the  value  of  chemical 
compounds  in  treating  cancer. 


The  College  of  Physicians  and  Surgeons  at 
Columbia  University,  New  York,  received  $23,490 
for  studying  breast  cancer  in  mice  and  human  beings 
and  $8,370  for  study  of  virus  growth  in  tumors. 

Memorial  Hospital  for  Treatment  of  Cancer, 
New  York,  received  $30,000;  St.  Vincent’s  Hospital 
New  York,  $10,000;  Haskins  Laboratories,  New 
York,  $5,690;  Overly  Biochemical  Research  Foun- 
dation, New  York,  $14,904;  New  York  University, 
$6,623;  Montefiore  Hospital,  New  York,  $10,000, 
and  New  York  Zoological  Society,  New  York, 
$6,046. 


Heart  Research 

AN  ADDITIONAL  $103,000  in  research  funds  for 
heart  disease  was  announced  by  the  Life  In- 
surance Medical  Research  Fund,  New  York  City, 
raising  to  nearly  two  million  dollars  the  amount 
provided  by  the  Fund  since  its  organization  in 
December,  1945.  The  awards,  announced  by  M. 
Albert  Linton,  chairman  of  the  Fund,  include  12 
student  fellowships,  three  postgraduate  fellowships 
and  nine  grants-in-aid  to  hospitals  and  universities. 

Purpose  of  the  fellowships,  Mr.  Linton  announced, 
is  to  help  meet  today’s  pressing  need  for  qualified 
men  and  women  trained  in  research  technics. 
Student  fellowships,  amounting  to  between  $1,500 
and  $1,800,  go  to- students  who  have  not  yet  re- 
ceived their  doctorate  degrees  and  provide  for  a 
year’s  additional  undergraduate  training  under 
leading  scientists.  Postgraduate  fellowships, 
amounting  to  between  $2,500  and  $4,000  go  to 
graduate  workers  for  similar  study. 


Aided  by  Grants 

Largest  grant-in-aid  announced  by  the  Fund 
today  is  $18,375,  which  will  go  to  Western  Reserve 
University  in  Cleveland  for  research  by  Dr.  Nor- 
mand  L.  Hoerr. 

To  date,  the  Fund  has  made  103  grants  in  aid  to 
forty-eight  medical  schools  and  has  provided 
support  for  sixty  research  fellows.  The  June  list 
of  awards  is  the  second  announced  this  year  and 
brings  the  1948  allocations  to  $637,000.  . 

Grants  awarded  in  New  York  State  went  to 
Dr.  Jean  Oliver,  Long  Island  College  of  Medicine, 
for  research  on  the  structural  aspect  of  the  metabolic 
process  of  the  nephron;  to  Dr.  Jane  Sands  Robb, 
Syracuse  University  College  of  Medicine,  for  re- 
search on  the  structure  and  function  of  the  con- 
ducting system  of  the  heart,  and  to  Ardent  Albert 
Flint,  Jr.,  Loudonville,  to  work  under  the  super- 
vision of  Dr.  Harold  G.  Wiggers  at  Albany  Medical 
College. 


ABSTRACT  OF  MINUTES  OF  THE  COUNCIL  OF  THE  MEDICAL  SOCIETY  OF 

THE  STATE  OF  NEW  YORK 


THE  Council  held  its  organization  meeting  on 
Wednesday,  May  19,  1948,  in  Room  111,  at  the 
Hotel  Pennsylvania,  New  York  City.  The  follow- 
ing matters  were  considered: 

Secretary’s  Report 

Remission  of  State  A ssessments. — Remission  of 
State  assessments  was  voted  on  account  of  service 
with  the  armed  forces  for  three  members  for  1948 
and  nineteen  for  1947 ; also  on  account  of  illness  for 
the  following  members  according  to  county:  Bronx: 
Charles  E.  Haynes,  1948,  A.  L.  Wincor,  1948, 
S.  H.  Nerenstone,  1948.  Broome:  Palmer  L.  Auker 
1947  and  1948,  Roger  D.  Mead,  1948.  Kings: 
George  F.  Herrity,  1947,  Anne  Cowan,  1947  and 
1948,  Stanley  B.  Doyle,  1947  and  1948,  Meyer 
D.  Rosenblum,  1947  and  1948,  Julius  B.  Boehm. 
1948,  J.  Arthur  Buchanan,  1948,  Jacob  Sachs,  1948, 
James  A.  Cooley,  1948.  New  York:  Katherine 

Siegel-Fuerst,  1948.  Westchester:  James  H.  Ban- 
non,  1948. 

The  rescinding  of  dues  for  1946  for  one  member 
was  authorized. 

Request  from  Dr.  David  F.  King  to  be  nominated 
for  Affiliate  Fellowship  in  the  American  Medical 
Association  was  granted. 

Communications.- — 1.  Letter  from  Mr.  H.  P'. 
Wanvig,  Indemnity  Representative,  requested  per- 
mission to  employ  Mr.  Linder  to  assist  in  establish- 
ing proposed  improvements  in  Mr.  Wanvig’s  office. 
After  discussion  it  was  voted  that  the  Council  had 
no  objection  to  Mr.  Linder’s  being  employed  bv 
Mr.  Wanvig. 

2.  Letter  from  Dr.  Conroe,  Assistant  Commis- 
sioner of  Education,  to  Dr.  Andert.on,  dated  April 
26,  1948,  as  follows: 

This  letter  is  in  respect  to  your  inquiry  of  April  7, 
hitherto  acknowledged. 

(1)  It  is  the  policy  of  the  Board  of  Regents  in  most 
instances  to  license  without  further  examination  applicants 
who  have  been  graduated  from  continental  European 
medical  schools  who  completed  their  medical  education 
and  requirements  for  licensure  in  Europe  prior  to  1914. 
This  policy  was  established  on  the  ground  that  medical 
education  in  most  parts  of  Europe,  particularly  in  Austria 
and  Germany,  was  at  its  peak  prior  to  1914  and  was  fully 
the  equivalent  of  that  in  effect  in  our  State  at  the  same 
time. 

(2)  The  only  European  medical  school  graduates  begin- 
ning their  medical  education  after  January  1,  1940,  who 
are  considered  eligible  for  admission  to  New  York  State 
medical  licensing  examination  without  further  study  or 
training  are  graduates  from  the  medical  schools  of  London 
University,  Cambridge  University,  the  National  University 
of  Ireland,  and  the  University  of  Dublin.  Occasional 
graduates  of  the  University  of  Edinburgh,  School  of 
Medicine,  may  be  admitted  to  our  licensing  examination, 
depending  upon  what  is  revealed  in  their  records  of  study 
and  training. 

(3)  Graduates  of  other  European  medical  schools  ma- 
triculating after  January  1,  1940,  are  required  to  take 
additional  study  or  a minimum  of  two  years  of  rotating 
internship  or  rotating  residencies  in  approved  hospitals 
before  bein^  considered  eligible  for  admission  to  our 
medical  licensing  examination. 

(4)  Meanwhile,  it  is  our  policy  to  advise  any  students 
seeking  such  information  that  we  can  give  them  no  assur- 
ance at  all  to  the  effect  that  they  will  be  eligible  for  ad- 
mission to  our  licensing  examination  upon  completion  of  a 
course  of  study  in  medicine  in  continental  European 
schools  unless  by  the  time  of  the  graduation  of  such 
students  such  schools  have  recovered  satisfactorily  and 
rather  fully  from  the  effects  of  the  receut,  war.  There  are 


numbers  of  students  in  continental  European  schools 
today  who  are  there  strictly  of  their  own  volition  and 
without  assurance  from  us  that  their  records  will  be 
honored  when  they  return  here. 

Dr.  Anderton  suggested  “that  the  Council  protest 
to  the  Board  of  Regents  in  the  name  of  the  State 
Society  that  the  policy  in  granting  licensure  to  prac- 
tice medicine  without  examination  to  graduates 
from  European  medical  schools  who  have  graduated 
prior  to  1914  is  contrary  to  the  interests  of  the 
public.”  Dr.  Simpson  questioned  the  legality  of  it. 
It  was  voted  that  Dr.  Anderton  answer  the  letter 
in  the  spirit  of  this  discussion  according  to  the 
facts  that  have  now  been  brought  before  the 
Council. 

Treasurer’s  Report  was  accepted. 

Report  of  Executive  Officer 

Dr.  Hannon,  Executive  Officer,  reported  that  he 
was  arranging  for  Executive  Committee  meetings 
of  the  District  Branches  and  that  the  first  such  meet- 
ing was  held  June  3 for  the  Fourth  District  Branch, 
in  Glens  Falls. 

Matters  Referred  from  the  House  of  Delegates 

Resolutions  regarding  ’the  Liaison  Committee 
with  the  Veterans  Administration  were  referred  to 
the  Council  for  rewording. 

It  was  voted  that  the  rewording  be  left  to  Dr. 
Anderton  and  Dr.  Bauckus  with  power. 

It  was  voted  that  the  President  be  empowered  to 
appoint  the  Board  of  Directors  of  the  Veterans 
Medical  Service  Plan  of  New  York,  Inc.,  to  be 
members  of  the  special  committee  to  represent  the 
State  Society  as  called  for  in  the  foregoing  resolu- 
tion. 

Preparedness  Defense  Committee.- — Dr.  Simpson 
brought  up  the  matter  of  the  appointment  of  the 
Committee  on  Preparedness  Defense , as  ordered  by 
the  House. 

It  was  voted  that  the  President  be  empowered  to 
appoint  this  Committee. 

War  Memorial. — It  was  voted  that  the  Secretary  be 
instructed  to  prepare  the  proper  billheads  and  that 
these  be  sent  to  the  county  societies,  and,  that  on 
the  back  of  each  bill  should  be  printed  “that  the 
special  assessment  be  due  and  payable  now”; 
also  that  a letter  explaining  the  War  Memorial  be 
distributed  with  the  bills  to  each  member. 

It  was  voted  that  a letter  be  sent  to  each  County 
Society  Secretary  with  an  explanation. 

Headquarters  Room  for  A.M.A.  Delegates 

It  was  voted  that  the  Council  request  the  Board 
of  Trustees  to  appropriate  $200  to  pay  for  a meet- 
ing room  for  the  use  of  our  Delegates  at  the  forth- 
coming A.M.A.  Convention. 

Appointment  of  Committee 
The  President  appointed  the  Committee  on  Public 
Health  and  Education  and  its  various  subcommit- 
tees. A complete  list  of  committee  appointments 
will  appear  in  the  next  Minutes. 
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CORRESPONDENCE 


Clarifying  the  Mental  Hygiene  Issue 

(A  reply  of  the  New  York  State  Department  of  Mental  Hygiene  to  a report  of  the  Committee  on  Public  Health  Relations  of  the 

New  Y’ork  Academy  of  Medicine] 


To  the  Editor; 

The  New  York  State  Journal  oe  Medicine 
is  to  be  congratulated  for  its  sense  of  fair  play  and 
for  the  interest  it  displays  in  public  and  professional 
enlightenment  by  granting  this  space  to  the  New 
York  State  Department  of  Mental  Hygiene.  Were 
there  no  correction  of  the  misunderstanding  which 
surely  must  have  been  generated  by  the  report 
appearing  on  pages  529-534  of  the  Journal’s 
March  1 issue,  serious  harm  might  be  done  the 
cause  of  the  mentally  ill  of  this  State.  Poorly 
substantiated  criticism,  either  directly  or  by  in- 
nuendo, does  not  serve  to  advance  science  or  the 
general  welfare;  on  the  contrary,  it  raises  obstacles 
to  progress.  The  Journal  is  therefore  rendering 
a commendable  service  in  the  following  facts  to 
replace  the  assumptions  and  generalities  of  the 
earlier  article. 

The  report  in  question,  entitled  Some  Aspects 
of  the  Problem  of  the  New  York  State  Mental  Hos- 
pitals System,  was  prepared  by  E.  H.  L.  Corwin, 
Ph.D.,  and  Thelma  Pierce  with  the  Committee  on 
Public  Health  Relations  of  the  New  York  Academy 
of  Medicine,  a reputable  medical  body'  dedicated  to 
the  development  and  dissemination  of  scientific 
(and  by  that  token  objective  and  unbiased)  knowl- 
edge. Describing  its  report  as  a "survey”  of  the 
State  hospital  system,  the  Committee  states  that 
it  "supplemented”  its  “experience  and  observation” 
with  "information  secured  from  the  Commissioner 
of  Mental  Hygiene  of  the  State  of  New  York, 
representative  State  hospital  directors,  and  other 
sources,”  and  that  it  “combined  these  data  with 
those  obtained  from  the  comprehensive  literature 
on  the  subject.” 

The  reader  deserves  to  be  informed  that  the  above- 
quoted  claims  of  the  Committee  constitute  a gross 
misplacement  of  emphasis.  It  is  an  unhappy  fact 
that  practically  everything  in  its  report  has  already 
appeared  elsewhere  in  print.  The  heavy  hands  of 
crusading  feature  writers  lie  upon  some  of  it;  the 
laments  of  producers  of  letters-to-the-editor  are 
there;  the  findings  of  a national  psychiatric 
body  are  presented,  and  many  of  the  suggestions 
are  frankly  based  upon  the  recommendations  of  a 
legislative  committee  which  completed  its  work 
four  years  ago,  and  whose  observations  are  no  longer 
valid  or  applicable.  It  would  be  interesting  to  learn 
just  what  in  the  report  stems  directly  from  the 
Committee’s  “experience  and  observation.” 

As  the  present  communication  proposes  to  show, 
the  report  is  a strange  mixture  of  both  acceptable 
and  impractical  recommendations,  fact  and  hearsay, 
proposals  of  measures  which  have  either  long  been  in 
force  or  were  put  into  practice  within  the  past  few 
years,  and  reckless  new  demands  upon  the  public 
revenue. 

Budget.  At  least  one  prejudicial  and  erroneous 
remark  of  the  Committee  must  be  corrected  em- 
phatically: “Those  responsible  for  the  administra- 
tion of  New  York’s  mental  hospitals  constantly 
appeal  to  the  legislature  for  additional  funds  with 
which  to  do  a proper  job,  often  without  avail.” 
Nothing  could  be  farther  from  the  truth.  Back  in 
1942  and  1943  the  Department  of  Mental  Hygiene 


received  an  appropriation  ol  only  forty  million 
dollars;  the  figure  set  for  1948-1949  is  one  hundred 
and  seven  million!  Even  taking  into  account  the 
rise  in  prices  during  this  period,  in  the  face  of  such 
increased  allowances  it  is  scarcely  just  to  regard  the 
State  as  being  parsimonious  toward  its  mentally  ill. 

Personnel.  In  neglecting  to  point  out  that  short- 
age of  personnel  is  a serious  problem  today  among 
all  kinds  of  hospitals — proprietary,  voluntary,  anil 
governmental — throughout  the  country,  by  im- 
plication the  report  leaves  the  reader  with  the  false 
inference  that  understaffing  is  a characteristic 
peculiar  to  State  mental  hospitals.  Furthermore, 
the  Committee  was  apparently  not  aware  that  on 
this  score  New  York’s  State  mental  hospitals  have 
been  regaining,  during  the  past  two  years,  the  ground 
lost  in  the  late  war.  On  February  29  of  this  year 
nearly  all  the  ward  positions  in  these  institutions 
were  filled  and  there  was  virtually  no  problem  in 
obtaining  w7ard  personnel  except  in  some  geographic 
areas  where  the  difficulty  is  an  inhereflt  one.  Surely 
this  steady  improvement  in  the  situation  could 
not  have  been  accomplished  if  the  positions  were 
as  unattractive  as  they  are  painted  in  the  report. 

The  fact  of  the  matter  is  that  the  beginning 
hospital  attendant  in  a New  York  State  hospital 
is  now7  paid  $2,208  a year,  whereas  in  1942  the 
figure  was  $1,252.  Six  years  ago  the  attendant 
with  four  years  of  service  received  $1,396;  today 
an  attendant  with  this  service  is  paid  $2,600. 
Along  with  this,  the  State  hospital  attendant  has 
the  security  of  a civil  service  position,  pension 
rights,  a full  month’s  vacation  with  pay,  and  gen- 
erous sick  leave  allowance.  Salary  is  in  cash,  and 
if  complete  maintenance  is  furnished  it  does  not 
cost  the  attendant  over  20  per  cent  of  his  salary. 

It  is  by  no  means  true  that  “maintenance  con- 
stitutes a major  portion  of  their  (the  attendants’) 
remuneration.”  Only  a few7  attendants  are  required 
to  live  on  the  hospital  grounds  (a  minimum  standby 
staff  consistent  with  safe  operation  of  the  institu- 
tion), and  many  of  them  even  prefer  to  do  so. 
For  the  employe  who  “lives  in,”  free  hospitalization 
is  accessible,  and  food  and  lodging  are  furnished  at  a 
modest  cost.  The  current  salaries,  mentioned  above, 
are  straight  salaries,  the  only  deductions  being  for 
income  tax  and  pension  fund — and  the  latter  is 
virtually  a bank  deposit,,  since  the  employe  may 
borrow  against  it,  and  he  takes  his  wdiole  contribu- 
tion with  him  if  he  leaves  the  service  before  he  is 
eligible  for  pension. 

We  agree  heartily  that  the  well-trained  attendant 
contributes  to  the  adjustment  of  patients.  For 
years  the  State  hospitals  have  been  training  their 
attendants  during  a nine-month  probationary  period. 
Such  training  is  now  being  expanded  to  a system- 
wide  standardized  course  of  80  hours  in  all  phases 
of  ward  management  and  care  of  patient  s. 

The  Committee  does  not  distinguish  itself  when 
it  draws  heavily  upon  hearsay.  Where  else  could 
it  possibly  have  gathered  the  impression  that  "his 
(the  patient’s)  name  is  frequently  unknown  even 
to  the  nurse  on  his  ward”!  This  would  be  true 
only  in  the  ease  of  a nurse  or  attendant  who  had 
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been  newly  assigned  to  a ward,  since  these  hospitals 
require  that  ward  service  personnel  be  thoroughly 
acquainted  with  all  the  patients  in  their  care  so 
that  physical  needs  and  changes  in  behavior  can  be 
called  to  the  attention  of  the  attending  psychiatrist. 
The  Department  is  convinced  by  its  own  observation 
that  this  standard  is  upheld.  In  attacking  the 
conscientiousness  of  the  attendants  the  Committee 
is  being  decidedly  unfair  to  a large  body  of  workers 
who  not  only  exhibit  a deep  sympathy  for  their 
charges  but  go  out  of  their  way  to  make  extra  efforts 
for  their  happiness  and  comfort. 

And  what  of  the  medical  personnel?  At  the  very 
bottom  of  the  scale,  the  resident  psychiatrist  is 
paid  a starting  salary  of  $3,650,  with  an  increase  to 
$4,150  in  his  second  year.  And  at  the  time  he  is 
receiving  this  income  he  is  given  without  charge  an 
organized  graduate  resident  training  course  in 
psychiatry  (downstate  at  the  State’s  Psychiatric 
Institute  which  enjoys  the  cooperation  of  instructors 
from  the  College  of  Physicians  and  Surgeons  of 
Columbia  University,  upstate  at  Syracuse  Psycho- 
pathic Hospital,  Syracuse  University  Medical  Col- 
lege). The  Department  of  Mental  Hygiene  is 
willing  to  compare  its  program  for  recruiting  and 
training  psychiatrists  with  that  of  any  other  state. 

Shock  Therapies.  Experience  with  shock  ther- 
apies is  being  reported  systematically,  and  statistics 
are  being  collected  by  the  Department’s  institutions. 
Shortly  follpwing  Sakel’s  introduction  of  insulin 
shock  therapy  into  the  country,  this  and  other  con- 
vulsive therapies  were  introduced  to  the  New  York 
State  hospitals,  and  their  use  at  these  institutions 
has  been  widespread  since  that  time.  A consider- 
able portion  of  the  medical  literature  in  these  dis- 
ciplines has  emanated  from  the  staffs  of  New  York 
State’s  mental  institutions.  When  a recognized 
hospital  journal  recently  published  an  article  on 
shock  therapy,  it  made  use  of  the  statistics  of  Ross 
and  Malzberg,  of  this  Department.  The  figures 
were  for  1939,  so  it  is  quite  evident  that  New  York’s 
State  hospital  system  has  long  kept  statistics  on 
these  disciplines.  The  statistics  of  this  Department 
on  shock  therapy  results  are  widely  quoted. 

Alcoholics.  The  Committee  states,  “For  the 
most  part,  alcoholic  patients  admitted  to  mental 
hospitals  are  suffering  from  acute  episodes  and  do 
not  need  the  type  of  care  which  the  State  mental 
institution  is  planned  and  equipped  to  render.” 
It  should  be  borne  in  mind  that  the  mental  hygiene 
law  forbids  the  institutions  of  this  Department  to 
accept  inebriates  who  are  not  mentally  ill.  While 
the  impression  may  prevail  that  alcoholics  accepted 
in  the  State  hospitals  do  not  show  as  vivid  pictures 
of  psychotic  makeup  as  do  patients  in  some  other 
diagnostic  categories,  they  are  nevertheless  psychia- 
tric problems.  It  is  of  course  possible  that  some 
patients  may  on  admission  be  in  an  acute  phase  of 
alcoholism,  but  this  is  usually  one  in  a long-standing 
history  of  such  episodes,  and  when  the  acute  phase 
clears,  residuals  of  organic  damage  and  of  personality 
disorder  are  observed.  Many  such  patients  may 
show  a higher  level  of  adjustment  to  the  controlled 
environment  of  the  mental  hospital.  None  are 
kept,  however,  who  can  cope  with  the  more  compli- 
cated problems  on  the  outside.  Relapse,  which 
occurs  frequently  within  a short  time,  may  cause 
readmission,  but  such  patients  are  not  kept  by  the 
institute  if  the  community  can  absorb  them. 

Nurse  Training.  On  the  last  page  of  the  report 
it  is  stated:  “Affiliation  should  be  arranged  with 
general  hospitals  to  provide  psychiatric  training 
for  all  student  nurses.”  Nothing  else  that,  the 


Committee  has  said  is  stronger  proof  of  its  lack  of 
acquaintance  with  past  and  present  conditions. 
Not  only  has  such  an  affiliation  arrangement  pre- 
vailed for  years,  but  at  this  time,  of  the  104  schools 
of  nursing  in  general  hospitals  in  the  State,  82  send 
their  students  to  State  hospital  schools  for  training 
and  experience  in  psychiatric  nursing.  A recent 
study  shows  that  over  95  per  cent  of  nurses  educated 
in  New  York  State  receive  experience  in  psychia- 
tric nursing,  and  New  York’s  State-operated  mental 
hospitals  provide  the  lion’s  share  of  this  training. 

Family  Care.  The  Department  of  Mental  Hy- 
giene is  glad  that  the  Committee  brought  up  the 
matter  of  family  care,  because  the  opportunity  is 
thus  provided  to  clarify  the  somewhat  common 
misunderstanding  of  this  program — a misunder- 
standing which  evidently  is  shared  by  the  Com- 
mittee. In  the  report  it  is  suggested  that  the 
State’s  family-care  program  for  the  mentally  ill 
be  “re-evaluated,”  but  it  develops  that  all  the 
Committee  has  in  mind  is  an  increase  in  family- 
care  allowances.  Family  care  is  primarily  thera- 
peutic in  purpose,  although  it  does  serve  incidentally 
to  release  a few  beds  in  the  hospitals.  For  a certain 
type  of  patient,  usually  along  in  years,  family 
care  offers  a chance  to  make  a limited  social  ad- 
justment in  uncomplicated  surroundings ; for  certain 
patients  with  a good  prognosis  the  family-care  home 
furnishes  a sort  of  transitional  socializing  experience 
following  improvement  under  hospital  care  and 
treatment. 

Foster  homes  are  not  selected  as  one  would  choose 
a boarding  house;  the  families  must  have  the  dis- 
position, intelligence,  and  enthusiasm  for  doing  a 
service  for  their  fellow  man,  and  they  must  be  willing 
to  perform  this  service  altruistically,  not  on  a com- 
merical  basis.  No,  the  family-care  program  will 
not  serve  its  purpose  on  the  basis  suggested  by  the 
Committee. 

Reimbursement.  The  complaint  about  reimburse- 
ment practices  apparently  refers  to  conditions  which 
may  have  prevailed  prior  to  1943.  It  cannot  be 
supported  today.  Regular  periodic  investigations 
as  well  as  special  reinvestigations  are  made  of  the 
financial  ability  of  relatives  to  pay,  and  the  salaries 
which  are  reported  on  financial  statements  are 
verified.  (We  do  not  believe  that  it  would  be  prac- 
tical or  even  advisable  to  require  notarization  of 
these  statements.)  Rates  are  being  continually 
increased,  decreased,  or  canceled  in  line  with  any 
substantial  change  in  ability  to  pay.  That  more 
efficient  collection  methods  are  being  used  is  obvious 
when  one  notes  that  total  collections  have  steadily 
increased,  even  in  the  face  of  the  rising  cost  of  living 
and  of  the  loss  of  overtime  employment  which 
existed  during  the  war  years.  The  numbers  of 
contributing  relations  have  more  than  doubled  in 
the  last  three  years. 

It  can  be  stated  definitely  that,  no  discrimination 
is  ever  shown  between  reimbursing  and  nonre- 
imbursing patients.  No  patient  was  ever  dis- 
charged from  a New  York  State  hospital  because  of 
failure  to  reimburse  either  in  whole  or  in  part. 
Conversely,  no  patient  has  been  retained  at  an 
institution  longer  than  necessary  merely  because  of 
financial  ability  or  willingness  to  pay  the  full  re- 
imbursement rate.  Has  the  Committee  considered 
the  seriousness  of  its  charge? 

Clinics  and  Follow-up.  There  is  no  denying  that  a 
need  exists  for  a greater  number  of  adult  mental 
hygiene  clinics,  and  the  Department  of  Mental 
Hygiene  would  be  among  the  first,  to  welcome  a rapid 
growth  of  such  services.  The  Department’s  in- 
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stitutions  conduct  70  mental  hygiene  clinics,  and 
locally  developed  facilities  of  this  kind  would  round 
out  the  program.  Besides,  in  the  preventive  sphere 
the  State  hospitals  and  State  schools  and  the  De- 
partment’s division  of  prevention  provide  109 
regularly  scheduled  child  guidance  clinics,  plus  a 
large  number- held  on  request;  the  case  load  at  the 
regular  clinics  alone  in  1946  and  1947  was  5,973. 
These  community-centered  operations,  however 
vital,  are  of  necessity  a secondary  consideration 
because  of  the  pressing  need  for  aftercare  of  patients 
from  the  State’s  mental  institutions  and  the  great 
shortage  of  psychiatrists,  social  workers,  and  other 
personnel. 

This  brings  up  another  amazing  remark,  on  page 
532  of  the  report  in  question:  “Psychiatric  clinics 
would  serve  another  purpose.  They  would  make 
possible  the  discharge  from  mental  hospitals  of  many 
of  those  patients  who  remain  in  the  institutions 
solely  for  supportive  treatment.”  Where  has  the 
Committee  been  for  the  past  two  or  three  decades? 
The  first  “parole”  clinic  of  this  Department  was 
established  in  1911  at  Manhattan  State  Hospital. 
In  the  years  that,  followed,  the  practice  grew  rapidly, 
so  that  clinics  for  patients  in  convalescent  care 
(not  to  mention  the  facilities  which  pave  the  way  for 
patients  being  considered  for  convalescent  care) 
have  long  been  integral  units  in  the  hospitals’ 
programs. 

A strong  implication  is  made  in  the  report  that, 
large  numbers  of  patients  ready  to  go  home  are 
ignored  and  as  a consequence  must  languish  in  the 
State  hospitals.  This  is  a monstrous  accusation. 
We  hasten  to  assure  readers  of  the  Journal  that 
every  patient  who  might  conceivably  make  an  ad- 
justment outside  the  hospital  is  given  a trial  in  the 
community.  During  1946  and  1947,  18,853  pa- 
t ients  were  on  convalescent  st  atus ; in  the  same  period 
6,053  such  patients  were  discharged  from  the  books 
of  the  hospitals,  4,652  had  to  be  returned  (of  whom 
many  would  undoubtedly  be  given  later  trials), 
and  a considerable  number  were  still  in  convalescent 
care  at  the  conclusion  of  their  one-year  period  of 
convalescence.  The  Committee  suggests  that  the 
clinics  could  serve  the  domestic  relations  and 
juvenile  courts,  boards  of  health  and  education, 
visiting  nurse  organizations,  and  welfare  agencies. 
They  already  do;  such  contacts  are  everyday  ex- 
periences, although  admittedly  they  could  be  ex- 
tended. 

The  Hospitals  and  the  Communities.  The  whole 
matter  of  community  relations  with  State  mental 
hospitals  is  poorly  understood  by  the  Committee. 
Many  staff  members  hold  teaching  positions  in  the 


To  the  Editor: 

“Blessed  are  the  meek,”  if  only  because  no  sus- 
picion attaches  to  them,  unlike  the  lady  who  “doth 
protest  too  much.” 

Under  the  lash  of  aroused  public  opinion  following 
the  Moreland  investigation,  the  State  Department 
of  Mental  Hygiene  woke  up  from  its  deep  slumber 
and  wrought  improvements  which  make  a creditable 
showing. 

The  almost  hysterical  reaction  to  the  statements 
and  the  numerous  recommendations  in  the  report 
of  the  Committee  on  Public  Health  Relations  of  the 


nearby  universities  and  medical  schools;  week 
after  week  through  the  year  groups  of  medical 
students  and  social  science  classes  are  visiting  the 
institutions,  where  they  are  taken  on  tours  of  in- 
spection and  attend  lectures  and  clinical  demonstra- 
tions; medical  societies  in  some  areas  hold  meetings 
at  the  State  hospitals  and  some  of  our  staff  members 
are  officers  of  the  societies;  veterans’  groups  pay 
regular  calls  to  cooperate  in  entertainments  for 
ex-service  patients.  But  w’hy  go  on?  It  is  a fact 
that,  the  more  remote  a State  hospital  is,  the  more 
anxious  it  is  to  participate  in  the  life  of  the  surround- 
ing community. 

Location  of  Hospitals.  The  State  mental  hos- 
pitals are  located  more  or  less  centrally  in  the  dis- 
tricts which  they  serve.  Of  course,  the  New  York 
metropolitan  area  is  an  exception,  since  many 
patients  who  are  residents  of  the  city  have  to  be 
cared  for  in  several  Long  Island  institutions.  The 
remoteness  of  these  hospitals  is  merely  a reflection 
of  public  opinion  which  influenced  State  policy  at 
the  time  these  hospitals  were  built.  But  will  the 
citizens  of  New'  York  State  support  the  purchase  of 
the  high-priced  real  estate  which  would  be  needed 
to  house  and  treat  these  mental  patients  in  spots 
accessible  to  the  city’s  medical  center  and  abandon 
the  existing  ones?  It  is  hardly  likely.  Academi- 
cians can  deal  blithely  with  budgetary  matters,  but 
they  should  realize  that,  when  it  comes  to  a State 
public  service,  it  is  the  taxpayer  who  must  be  con- 
vinced. Would  the  Committee  be  wdlling  to  answer 
to  the  public  for  the  scrapping  of  a State-w'ide 
system  of  building  plants  which  was  bought  at 
great  cost  over  the  years? 

Overcrowding  and  Plans  for  Future.  Ever  since 
New  York’s  first  State  mental  institution  was  opened 
105  years  ago,  overcrowding  has  been  a bugbear. 
That  is  why  this  Department’s  program  of  recon- 
struction includes  plans  for  enlargement  and  mod- 
ernization to  the  tune  of  more  than  a hundred  million 
dollars.  To  date  the  legislature  has  appropriated 
over  sixty  millions  of  New  York  State’s  Postwar 
Reconstruction  Fund. 

In  conclusion,  the  Department  of  Mental  Hygiene 
wishes  to  make  clear  that  it  is  well  aware  of  its 
problems  and  has  no  desire  to  resist  honest,  intelli- 
gent, constructive  criticism.  It  has  no  doubt  that 
the  Committee  had  the  best  of  intentions  and  will 
welcome  this  clarification  of  the  issue. 

Frederick  MacCurdy,  M.  D. 

Commissioner  of  Mental  Hygiene 

May  25,  1948 


New  York  Academy  of  Medicine  suggests  an  atti- 
tude of  smugness  on  the  part  of  the  Commissioner 
and  his  immediate  staff  and  a disposition  to  cavil 
over  minor  points.  Our  report  was  prepared  on 
the  basis  of  statements  and  figures  given  to  us  by 
the  Commissioner  himself,  as  well  as  a number  of 
men  associated  with  the  Department,  and  the  notes 
taken  at  our  conferences  were  submitted  to  the 
Commissioner  for  verification.  The  purported 
minor  inaccuracies  either  of  figures  or  of  statements 
[Continued  on  pane  1644] 
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Henry  V.  Dicks.  Second  edition,  Octavo  of  238 
pages.  Baltimore,  Williams  & Wilkins  Co.,  1947. 
Cloth,  $4.50. 

Textbook  of  Gynecology.  By  Emil  Novak,  M.D. 
Third  Edition.  Octavo  of  742  pages,  illustrated. 


Baltimore,  Williams  & Wilkins  Co.,  1948.  Cloth, 
$8.00. 

The  Metabolic  Brain  Diseases  and  Their  Treat- 
ment. In  Military  and  Civilian  Practice.  By  G. 

Tayleur  Stockings,  M.B.  (England).  Octavo  of 
262  pages,  illustrated.  Baltimore,  William  & Wil- 
kins Co.,  1947.  Cloth,  $4.50. 

Encyclopedia  of  Medical  Sources.  By  Emerson 
Crosby  Kelly,  M.D.  Octayo  of  476  pages.  Balti- 
more, Williams  & Wilkins  Co.,  1948.  Cloth,  $7.50. 

The  Medical  Clinics  of  North  America.  Nation- 
wide Number.  March,  1948.  Octavo.  Philadel- 
phia, W.  B.  Saunders  Company,  1948.  Published 
Bi-Monthly  (six  numbers  a year).  Cloth,  $16  net; 
Paper,  $12  net. 

Plague.  Laennec  (1782-1826)  Inventor  of  the 
Stethescope  and  Father  of  Modern  Medicine.  By 

Arthur  N.  Foxe,  M.D.  Octavo  of  122  pages,  illus- 
trated. New  York,  Hobson  Book  Press,  1947. 
Cloth,  $2.50.  • 

Municipal  Health  Services.  By  Norman  Wilson. 
D.P.A.  Duodecimo  of  178  pages.  New  York,  Mac- 
millan Co.,  1946.  Cloth,  $1.75. 

The  Problem  of  Cerebral  Palsy  Today.  By  M. 
A.  Perlstein,  M.D.  Prepared  with  the  assistance  of 
William  McPeak.  Octavo  of  57  pages,  illustrated. 
Chicago,  National  Society  for  Crippled  Children 
and  Adults,  1947.  Paper,  25^. 

Understandable  Psychiatry.  By  Leland  E.  Hin- 
sie,  M.D.  Octavo  of  359  pages.  New  York,  Mac- 
millan Co.,  1948.  Cloth,  $4.00. 

Epilepsy.  [Res.  Publ.  Ass.  Nerv.  Ment.  Dis. 
Vol.  24.)  Editorial  Board:  William  G.  Lennox,  M.D., 
H.  Houston  Merritt,  M.D.,  and  Thomas  E.  Barn- 
ford,  M.D.  Octavo  of  654  pages,  illustrated.  Balti- 
more, Williams  & Wilkins  Co.,  1947.  Cloth,  $12. 

Psychosocial  Medicine.  A Study  of  the  Sick 
Society.  By  James  L.  Ilalliday,  M.D.  Octavo  of 
278  pages,  illustrated.  New  York,  W.  W.  Norton 
& Co.,  1948.  Cloth,  $3.50. 

Taking  the  Cure.  The  Patient’s  Approach  to 
Tuberculosis.  By  Robert  G.  Lovell,  M.D.  Illus- 
trated by  Donald  Gooch.  Duodecimo  of  93  pages, 
illustrated.  New  York,  Macmillan  Co.,  1948. 
Cloth,  $2.00. 

The  Battle  of  the  Conscience.  A Psychiatric 
Study  of  the  Inner  Working  of  the  Conscience.  By 

Edmund  Bergler,  M.D.  Octavo  of  296  pages.  Wash- 
ington, D.  C.,  Washington  Institute  of  Medicine, 
1948.  Cloth,  $3.75. 

Interesting  and  Useful  Medical  Statistics.  Edited 
by  William  11.  Kupper,  M.D.  Octavo  of  528  pages. 
Dubuque,  Iowa,  Wm.  C.  Brown  Co.,  1948.  Cloth, 
$6.50. 

Biology  of  Disease.  By  Eli  Moschcowitz,  M.D. 
Quarto  of  221  pages,  illustrated.  New  York, 
Grune  & St  ratton,  1948.  Cloth,  $4.50. 

The  1947  Year  Book  of  Endocrinology,  Metabo- 
lism and  Nutrition.  Endocrinology  edited  by 
Willard  O.  Thompson,  M.D.;  Metabolism  and  Nu- 
trition edited  by  Tom  D.  Spies,  M.D.  Duodecimo 
of  575  pages,  illustrated.  Chicago,  Year  Book 
Publishers,  1948.  Cloth,  $3.75. 
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Synopsis  of  Allergy.  By  Harry  L.  Alexander, 
M.D.  Second  edition.  Duodecimo  of  255  pages, 
illustrated.  St.  Louis,  C.  V.  Mosby  Co.,  1947. 
Cloth,  $3.50. 

This  is  a brief  practical  handbook  on  allergy  for 
students  and  practitioners  by  an  expert  who  has 
made  significant  contributions  to  the  field.  It  is 
sound  and  reliable  and  is  recommended. 

Andrew  Babey 

Diseases  Transmitted  from  Animals  to  Man. 

By  Thomas  G.  Hull,  Ph.D.  Third  edition.  Octavo 
of  571  pages,  illustrated.  Springfield,  111.,  Charles 
C Thomas,  1947.  Cloth,  $10.50. 

This  third  edition  is  an  excellent  compilation  and 
description  of  many  diseases.  It  is  timely,  being 
enhanced  by  the  inclusion  of  many  new  chapters. 
The  book  is  well  illustrated  by  many  figures  and 
tables  and  includes  numerous  valuable  references  to 
the  literature.  Together  with  the  additional  ma- 
terial and  the  revision  of  previous  editions,  it  main- 
tains the  standards  which  it  has  established.  It  is 
most  valuable  for  workers  in  medical  and  animal 
bacteriology,  with  special  reference  to  the  trans- 
mission of  micro-organisms  from  animal  to  man. 

Max  Lederer 

Peace  of  Mind.  By  Joshua  Loth  Liebman. 
Octavo  of  203  pages.  Xevv  York,  Simon  & Schuster, 

1946.  Cloth,  $2.50. 

This  book  is  a sympathetic,  well-written,  popular 
presentation  of  the  psychoanalytic  concept  of  per- 
sonality. By  avoiding  technical  jargon  and  the 
more  bizarre  examples  of  personality  disorders  so 
often  used  to  spice  popular  discussions  of  personality 
problems,  the  author  has  made  modern  concepts 
palatable  and  helpful  to  many  people  whose  tra- 
ditional beliefs  had  previously  kept  them  from  re- 
ceiving any  benefit  from  psychotherapy. 

Perhaps  the  only  weakness  in  the  book  is  its  rather 
superficial  treatment  of  basic  philosophic  and  theo- 
logic  problems.  This  may,  however,  prove  an  ad- 
vantage rather  than  a disadvantage  in  a popular 
work. 

Arthur  Shapiro 

Standard  Methods  of  the  Division  of  Laboratories 
and  Research  of  the  New  York  State  Department  of 

Health.  By  Augustus  B.  Wadsworth,  M.D. 
Third  edition.  Octavo  of  990  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Co.,  1947 
Cloth,  $10. 

For  many  years,  Wadsworth’s  Standard  Methods 
has  been  a necessary  work  in  every'  laborat  ory  of  bac- 
teriology and  public  health.  This  new  and  greatly 
enlarged  edition  maintains  the  high  standards  of 
its  predecessors.  Specific  and  complete  details  are 
given  for  every  diagnost  ic  test  and  for  every  bacterio- 
iogic  and  serologic  procedure,  as  well  as  for  the  prepa- 
ration of  vaccines,  toxins,  antitoxins,  and  other  diag- 
nostic and  therapeutic  sera.  The  chapter  on  the 
serodiagnosis  of  syphilis  has  been  completely  revised. 

Arnold  H.  Eggerth 

Arthritis  and  Related  Conditions.  Edited  by 
Theodore  Franklin  Bach,  M.I).  Octavo  of  472 
pages,  illustrated.  Philadelphia,  F.  A.  Davis  Co., 

1947.  Cloth,  $6.50. 


This  is  a useful  review  of  the  main  points  on  ar- 
thritis with  fairly  detailed  consideration  of  therapy. 
One  specially  good  chapter  concerns  the  use  of  pro- 
caine in  various  rheumatic  conditions.  There  is  a 
complete  section  on  the  use  of  x-rays  for  therapy. 
This  book  makes  interesting,  useful  reading  and  is 
worthy  of  study. 

Andrew  Babey 

Curare.  Its  History,  Nature,  and  Clinical  Use. 

By  A.  It.  McIntyre,  M.D.  Octavo  of  240  pages, 
illustrated.  Chicago,  University  of  Chicago  Press, 
1947.  Cloth,  $5.00. 

This  timely  monograph  was  prompted  by  the  ever- 
widening  field  in  the  recent  use  of  curare  as  a supple- 
ment to  inhalational  anesthetics.  The  chapter  on 
the  clinical  use  of  curare  well  illustrates  its  dual  basis, 
chief  of  which  is  the  well-recognized  peripheral  or 
classical  action  and  the  second  of  which,  especially 
with  prolonged  curarization  or  heavy'  initial  doses, 
is  central  depression  of  the  nervous  system. 

Physicians  who  include  anesthesia  in  office  prac- 
tice as  well  as  those  who  specialize  hi  its  administra- 
tion will  benefit  by  the  information  this  work  offers. 

S.  Ingram  Hyrkin 

Penicillin  Therapy.  Including  Streptomycin, 
Tyrothricin,  and  Other  Antibiotic  Therapy.  By 

John  A.  Kolmer.  Second  edition.  Octavo  of  339 
pages,  illustrated.  New  York,  D.  Appleton-Cen- 
tury  Company,  1947.  Cloth,  $6.00. 

In  the  second  edition  of  this  review  of  antibiotic 
therapy,  Dr.  Kolmer  has  revised  and  brought  up  to 
date  his  chapters  on  streptomycin,  tyrothricin,  and 
streptothricin.  The  most  recent  literature  has  been 
gone  into  regarding  the  larger  doses  of  penicillin 
which  predispose  to  intravascular  thrombosis,  as  a 
result  of  which  heparin  is  suggested  as  an  adjunct  to 
penicillin  therapy.  The  references  are  most  com- 
plete and  the  entire  presentation  of  the  book  is  lucid, 
accurate,  and  covers  fully'  the  subject  of  antibiotics 
and  their  clinical  applications. 

Leo  Loewk 

Diagnostic  Bacteriology.  A Textbook  for  the  Iso- 
lation and  Identification  of  Pathogenic  Bacteria  for 
Medical  Bacteriology  Laboratories.  By  Isabelle 
Gilbert  Schaub,  A.B.,  and  M.  Kathleen  Foley,  A.B. 
Third  edition.  Octavo  of  532  pages.  St.  Louis, 
C.  V.  Mosby  Co.,  1947.  Cloth,  $4.50. 

This,  the  third  edition  of  Diagnostic  Hacteriologi / 
by  Schaub  and  Foley,  has  been  considerably  enlarged 
in  scope  and  content.  It  is  a mine  of  information  of 
a practical  nature  for  the  identification  of  the  bac- 
teria commonly  prevalent  in  medical  practice.  The 
authors  “have  tried  to  incorporate  the  ‘tricks  of  the 
trade’  to  simplify  the  problem  of  diagnostic  bacteri- 
ology.” In  this  attempt  they  have  succeeded  ad- 
mirably. As  a reference  it  should  prove  invaluable 
to  the  bacteriologist  and  his  technologists. 

Max  Lederer 

Color  Atlas  of  Hematology.  With  Brief  Clinical 
Descriptions  of  Various  Diseases.  By  Roy  IL 
Kracke,  M.D.  Octavo  of  204  pages,  illustrated. 
Philadelphia,  J.  B.  Lippincott  Company,  1947. 
Cloth,  $5.00. 

This  is  a fine  brief  textbook  on  diseases  of  the 
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blood.  Together  with  short  summaries  of  diseases, 
excellent  color  plates  are  shown  to  illustrate  cell 
types.  There  is  a fine  chapter  on  bone  marrow,  also 
an  admirable  sect  ion  on  technic,  together  with  a sum- 
mary of  the  findings  of  the  many  diseases  in  which  a 
knowledge  of  blood  changes  may  be  helpful.  This 
book  is  warmly  recommended  to  students  and  physi- 
cians also. 

Andrew  Babey 

Food  and  Health.  By  Henry  C.  Sherman,  Sc.D. 
New  Edition.  Octavo  of  290  pages.  New  York, 
Macmillan  Company,  1947.  Cloth,  $4.00. 

This  is  a new  edition,  the  original  of  which  ap- 
peared in  1934.  Much  of  the  valuable  empirical 
knowledge  of  foods  has  since  been  proved  experi- 
mentally. The  author  brings  this  knowledge  up  to 
date.  He  stresses  the  importance  of  natural  foods 
containing  all  nutrient  elements  as  against  refined 
impoverished  foods.  This  book,  though  written  for 
the  layman,  is  recommended  to  all  interested  in 
nutrition. 

Morris  Ant 

Gynecology.  With  a Section  on  Female  Urology. 

By  Lawrence  R.  Wharton,  M.D.  Second  edition. 
Octavo  of  1,027  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Company,  1947.  Cloth,  .$10. 

In  this  edition  the  author  has  revised  his  text  to  in- 
clude the  advances  made  in  gynecology.  The  sec- 
tions on  embryology  and  congenital  malformations 
have  been  almost  completely  rewritten.  As  in  the 
first  edition  female  urology  is  presented  in  detail,  and 
in  this  section  are  new  chapters  on  the  female  urethra 
and  water  cystoscopy.  The  revisions  have  con- 
siderably increased  the  value  of  the  text  and  it  is 
highly  recommended  to  the  profession. 

Alexander  H.  Rosenthal 

Fundamentals  of  Clinical  Neurology.  By  H. 

Houston  Merritt,  M.D.,  Fred  A.  Mettler,  M.D.,  and 
Tracy  Jackson  Putnam,  M.D.  Octavo  of  289  pages, 
illustrated.  Philadelphia,  Blakiston  Company, 
1947.  Cloth,  $6.00. 

This  well-written  handbook  by  three  prominent 
authors  contains  a wealth  of  information,  including 
neuroanatomy,  neurophysiology,  and  clinical  neu- 
rology. The  reviewer  recommends  this  book  for 
every  clinician  as  a valuable  reference  volume. 

A.  M.  Rabiner 

Dermatologic  Clues  to  Internal  Disease.  By 

Howard  T.  Behrman,  M.D.  Octavo  of  165  pages, 
illustrated.  New  York,  Grune  & Stratton,  1947. 
Cloth,  $5.00. 

This  book  of  161  pages  is  an  attempt  to  correlate 
many  dermatoses  with  visceral  dysfunction.  The 
author  dis.cusses  over  150  conditions,  dermatologic 
or  otherwise,  arranged  alphabetically.  It  is  written 
entirely  too  concisely  for  the  nondermatologist  to 
grasp.  Some  of  his  statements  are  not  up  to  date. 
He  places  contact  dermatitis  and  t he  tuberculin  type 
of  hypersensitiveness  as  manifestations  in  hyper- 
sensitive individuals,  such  as  asthmatics.  They 
occur  just  as  frequent  ly  in  nonatopics.  In  many  of 
the  conditions  mentioned  no  internal  connection  is 
shown  by  the  author. 

The  whole  subject  matter  can  be  grouped  under 
four  headings:  (1)  Dermatoses  with  no  known  in- 

ternal connections  as  scleroderma  and  pemphigus. 
<2)  Dermatoses  associated  with  similar  internal  in- 


volvements as  Kaposi's  sarcoma,  Recklinghausen's 
disease,  sarcoidosis.  (3)  Internal  conditions  occa- 
sionally showing  skin  manifestations  as  leukemia, 
Hodgkin’s  disease,  and  colitis.  (4)  Dermatoses  due 
to  internal  diseases  as  endocrine  disturbances,  avi- 
taminosis, and  xanthoma.  In  general  it  can  be 
stated  that  the  book  only  partially  (the  last  two 
groups)  gives  “dermatologic  clues  to  internal  dis- 
eases.” 

Abraham  Walzer 

Atlas  of  Cardiovascular  Diseases.  Correlation  of 
Clinical  Electrocardiography  and  Cardiac  Roent- 
genology with  Clinical  History  and  Autopsy  Find- 
ings. By  Irving  J.  Treiger,  M.D.  Quarto  of  180 
pages,  illustrated.  St.  Louis,  C.  V.  Mosby  Co., 
1947.  $10. 

This  Atlas  is  especially  valuable  for  the  fine  x-ray 
pictures,  necropsy  specimens,  and  electrocardio- 
grams which  accompany  each  case.  It  contains  a 
good  deal  of  information  which  will  prove  very  help- 
ful for  students  and  practitioners. 

Andrew  Babey 

Urology  in  General  Practice.  By  Nelse  F.  Ocker- 
blad,  M.D.  Second  edition.  Octavo  of  392  pages, 
illustrated.  Chicago,  Year  Book  Publishers,  1947. 
Cloth,  $5.75. 

This,  the  second  and  up-to-date  edition,  contains 
nearly  four  hundred  pages  of  valuable  clinical  ma- 
terial both  in  diagnosis  and  treatment.  The  work  is 
clear,  concise,  comprehensive,  and  well  illustrated, 
and  represents  a valuable  contribution  by  an  out- 
standing urologist.  The  book,  while  intended  for 
the  general  physician,  can  be  well  used  by  medical 
students  and  by  residents-in-training  for  the  spe- 
cialty. 

Augustus  Harris 

Mental  Mischief  and  Emotional  Conflicts.  Psy- 
chiatry and  Psychology  in  Plain  English.  By 

William  S.  Sadler,  M.D.  Octavo  of  396  pages.  St. 
Louis,  C.  V.  Mosby  Company,  1947.  Cloth, .$6.00. 

The  nervous  patient  almost  invariably  suffers 
rather  than  profits  from  reading  literature,  concern- 
ing the  mechanisms  of  the  mind.  However,  for  the 
normal  lay  reader  this  excellent  book  written  by  a 
psychiatrist  with  forty  years  of  experience  offers  a 
wealth  of  information. 

Laurent  Feinier 

Rehabilitation  Through  Better  Nutrition.  Uni- 
versity of  Cincinnati  Studies  in  Nutrition  at  the 
Hillman  Hospital,  Birmingham,  Alabama.  By  Tom 
D.  Spies,  M.D.  Octavo  of  94  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1947. 

This  small  volume  describes  proved  vitamin  de- 
ficiencies and  the  anemias.  The  physician  is  given 
pointers  in  diagnosis  and  treatment.  The  contents 
are  the  result  of  many  years  of  observation  and  are  a 
practical  application  of  present-day  knowledge. 
The  book  is  recommended  for  every  practicing  physi- 
cian. 

M.  Ant 

Gastritis.  By  Rudolf  Schindler,  M.D.  Octavo 
of  462  pages,  illustrated.  New  York,  Grune  & 
Stratton,  1947.  Cloth,  $10. 

The  author,  a pathologist  and  pioneer  gastro- 
seopist,  attempts  to  present  in  his  monograph  the 
[Continued  on  page  1640] 
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tablets  with  % gr.  phenobarbital,  has  been  formulated 
for  physicians  wishing  to  prescribe  the  same  effective 
amount  of  Theobromine  Sodium  Acetate,  but  with  less 
amount  of  sedative. 


Complete  List  of  Potencies — 

THESODATE 

(7)4  gr.)  0.5  Gm*  or  (3)4  gr.)  0.25  Gm.* 

THESODATE  WITH  PHENOBARBITAL 

(7)4  gr.)  0.6  Gm.  with  ()4  gr.)  30  mg.' 

(7)4  gr  ) 0.6  Gm.  with  (}4  gr.)  15  mg 
(3)4  gr.)  0.25  Gm.  with  ()i  gr.)  15  mg.* 
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♦ Supplied  itan  in  capsules  (nol  enteric-coated)  for  supplement  *rv  medication. 


PROVIDES  A WIDE  RANGE  OF  AN  EFFECTIVE  MEDIUM 
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subject  of  gastritis  from  the  pathologic,  gastroscopic, 
and  clinical  points  of  view.  He  thoroughly  covers 
the  literature  on  the  subject  and  expresses  his  own 
opinion  backed  by  case  presentations  and  patho- 
logic demonstration  wherever  possible. 

Dr.  Schindler,  with  his  vast  experience  in  gastros- 
copy, fills  the  gap  where  gross  pathology  fails.  The 
book  should  be  part  of  the  internist’s,  as  well  as  of 
the  pathologist’s,  medical  library. 

James  Tesler 

Bone  and  Bones.  Fundamentals  of  Bone  Bi- 
ology. By  Joseph  P.  Weinmann,  M.D.,  and  Harry 
Sicher,  AT.  I).  Octavo  of  464  pages,  illustrated. 
St.  Louis,  C.  V.  Mosby  Company,  1947.  Cloth, 
$10. 

This  book  is  obviously  a labor  of  love  by  an  anat- 
omist and  pathologist,  teaching  in  the  College  of 
Dentistry  of  the  University  of  Illinois.  It  is 
superbly  illustrated,  and  has  an  extensive  bibliog- 
raphy. Fundamentals  of  bone  growth  and  disease 
are  stressed;  radiographs  are  rare  while  histologic 
illustrations  are  abundant.  One  important  omis- 
sion is  “march  fracture,”  so  common  in  military  life 
and  an  exception  to  the  author’s  statement  that 
“fractures  of  bones  are  caused  by  trauma  of  short 
duration.”  Nor  is  the  osteoporosis  of  the  senile  and 
that  of  women  after  the  menopause  thoroughly  dis- 
cussed, but  adequate  references  are  supplied  in  this 
field.  For  the  pathologist  and  internist,  as  well  as 
for  the  dentist,  this  book  serves  its  purpose  well. 

William  Dock 

The  Medical  Clinics  of  North  America.  Nation- 
wide number.  March,  1947.  Octavo.  Philadel- 
phia, W.  B.  Saunders  Company,  1947.  Published 
Bimonthly  (six  numbers  a year).  Cloth,  $16,  net; 
Paper,  $12  net. 

The  Alarch  number  of  the  Medical  Clinics  of 
North  America  is  a nationwide  survey  of  diabetes. 
Most  of  the  articles  are  from  New  England,  several 
are  from  Philadelphia  and  the  Mayo  Clinic.  There 
are  brief  references  to  juvenile  diabetes,  insulin  mix- 
tures, t he  glucose  tolerance  test,  pregnancy  and  dia- 
betes, and  management  of  coma.  As  usual,  the 
Clinics  are  worth  reading  with  care. 

Andrew  Babey 

Essentials  of  Endocrinology.  By  Arthur  Groll- 
man,  M.D.  Second  edition.  Octavo  of  644  pages, 
illustrated.  Philadelphia,  J.  B.  Lippincott  Com- 
pany, 1947.  Cloth,  $10. 

Here  is  a thoroughly  literate  and  scientific  chart  of 
the  vast  “sea  of  endocrinology.”  A bewildering 
literature  on  this  subject  has  grown  rapidly  in  recent 
years,  replete  with  assumptions,  vocabulary  and 
many,  many  pieces  of  data.  Out  of  all  these  emerges 
Dr.  Grollman’s  cool  appraisal — a lucid,  fascinating, 
accurate,  and  documented  text. 

The  interrelationships  among  the  glands  of  inter- 
nal secretion  are  drawn  as  honestly  as  present 
facts  allow.  The  charts  and  .illustrations  are  clear 
and  to  the  point.  The  clinical  scientist  will  appre- 
ciate the  rational  and  specific  therapies  that  are  ad- 
vised. The  research  scientist  will  find  ready  refer- 
ence to  the  basic  physiologic  and  pathologic  facts. 

Maurice  Tulin 

Recent  Advances  in  Clinical  Pathology.  By 

Various  Authors.  Produced  under  the  Auspices  of 
the  European  Association  of  Clinical  Pathologists. 
General  Editor,  S.  C.  Dyke,  D.M.  (Oxon).  Duo- 


decimo of  468  pages,  illustrated.  Philadelphia, 
Blakiston  Company,  1947.  Cloth,  $5.50. 

This  is  an  excellent  number  of  the  Recent  Advances 
series  published  from  time  to  time  in  England.  It 
reflects  the  practice  of  the  best  clinical  pathologists 
in  that  country.  Section  I covers  bacteriology,  and 
Section  II  biochemistry.  There  are  two  other  parts 
on  hematology  and  histology. 

The  book  covers  well  a big  field.  It  is  clearly 
written,  to  the  point  , and  avoids  the  annoying  prac- 
tice so  common  in  many  books  of  quoting  innumer- 
able references. 

Andrew  Babey 

The  1946  Year  Book  of  Neurology,  Psychiatry,  and 
Neurosurgery.  Neurology  edited  by  Hans  H 
Reese,  M.D.,  and  Mabel  G.  Masten,  M.D.  Psy- 
chiatry edited  by  Nolan  D.  C.  Lewis,  M.D.  Neuro- 
surgery edited  by  Percival  Bailey,  M.D.  Duo- 
decimo of  732  pages,  illustrated.  Chicago,  Year 
Book  Publishers,  1947.  Cloth,  $3.75. 

This  is  by  far  the  best  of  all  the  year  books  pub- 
lished of  this  series.  Endocrinology  no  longer  is  in- 
cluded as  a special  division  and  has  been  replaced  by 
neurosurgery.  The  papers  abstracted  are  thor- 
oughly evaluated  and  the  material  is  so  rich  that  any 
attempt  to  emphasize  specially  any  of  the  reports 
would  require  space  not  available  for  this  review. 
This  is  a book  that  should  be  on  the  shelves  of  every 
practicing  physician  of  every  specialty  and  would 
be  a valuable  source  of  information  for  the  general 
practitioner. 

A.  Al.  Rabiner 

The  Medical  Clinics  of  North  America.  New 
York  Number.  Alay,  1947.  Octavo.  Philadel- 
phia, W.  B.  Saunders  Company,  1947.  Published 
Bimonthly  (six  numbers  a year).  Cloth,  $16  net; 
Paper,  $12  net. 

This  issue  contains  an  instructive  compilation  of 
material  for  the  pediatrician  as  well  as  for  the 
general  practitioner.  The  reviewer  was  impressed 
especially  with  the  following  articles:  “Meningococ- 
cemia”,  bv  Bakwin  and  Leeks;  “The  Employment  of 
Gamma  Globulin  in  Pediatrics”,  by  Alorris  Green- 
berg; “The  Alanagement  of  Syphilis  in  Children”, 
by  Yampolsky;  and  “Feeding  Difficulties”,  by  Ruth 
Bakwin. 

The  entire  collection  deserves  careful  reading; 
the  subject  matter  is  of  a practical  nature  and  is 
handled  by  men  of  experience  who  tell  their  respec- 
t ive  stories  in  a direct  way  and  to  the  point. 

Harry  Apfel 

Rh:  Its  Relation  to  Congenital  Hemolytic  Disease 
and  to  Intragroup  Transfusion  Reactions.  By 

Edith  L.  Potter,  AI.D.  Octavo  of  344  pages,  illus- 
trated. Chicago,  Year  Book  Publishers,  1947. 
Cloth,  $5.50. 

This  book  is  devoted  to  a comprehensive  study  of 
the  Rh  factor  and  its  relation  to  congenital  hemolytic 
disease  and  to  intragroup  transfusion  reactions. 
The  author  is  to  be  complimented  on  the  full  and 
discriminating  collection  of  t he  loose  ends  of  so  vast 
a subject  within  the  limits  of  this  short  treatise  and 
at  a time  when  the  field  is  so  beclouded  with  con- 
fusion. There  appears  a tendency  to  over-dogma- 
tism, in  view  of  the  lack  of  complete  knowledge.  It 
will  take  a few  years  before  all  the  data  can  be  pieced 
together  to  form  a clearer  picture  of  the  subject,  pre- 
sented in  such  scholarly  fashion  by  the  author. 

AIaurice  AIorrison 
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THE  MAPLES,  inc.^ 


An  exclusive  rest  home  for  invalids,  convalescents  and  chronic  cases.  Also  post- 
operative, special  diets  and  body-building  cases.  Efficient  day  and  night  nursing. 
Resident  physician.  Six  acres  of  beautiful  landscaped  lawns. 

MRS.  M.  K.  MANNING,  Sup't.  Rates:  $35.00  to  $65.00  weekly 
OCEANSIDE,  L.  I.  Private  and 

Tel.:  Rockville  Centre  3660  Semi- Private  Rooms  J 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Park.u)ay 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefullysupervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.  2-1651 


BRUNSWICK  HOME 


A PRIVATE  SANITARIUM.  Convalescents,  postoper- 
ative, aged  and  infirm,  and  those  with  other  chronic  and 
nervous  disorders.  Separate  accommodations  for  nervous 
and  backward  children.  Physicians'  treatments  rigidly 
followed.  C.  L.  MARKHAM,  M.D.,  Supt. 

B'way  & Louden  Ave.,  Amityville,  N.  Y.,  T*el:  1700,  1,  2. 


SUPERIOR  PERSONNEL  Assistants  and  execu- 
tives in  all  fields  of  medicine — young  physicians,  department 
heads,  nurses,  staff  personel,  secretaries,  anaesthetists, 
dieticians  and  technicians 


NEW  YORK  MEDICAL  EXCHANGE 

489  FIFTH  AVE.,  N Y.C  (AGENCY)  MURRAY  HILL  2-067B 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdaie-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  . Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 

Telephone:  Kingsbridge  9-8440 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y. , N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Phjsician-in-Cbarg$ . 


BUY 


SAVINGS  BONDS 


BORCHERDT 

MALT  SOUP 
EXTRACT 


BUHUHtKUl  MALI  fcXIRflCT  COMPANY,  217  N.  Wolcott  Ave.,  Chicago  12,111. 


or  Constipated  Babies) 

Borcberdt’s  Malt  Soup  Extract  is  a laxative 
modifier  of  milk.  One  or  two  teaspoonfuls  in  a 
single  feeding  produce  a marked  change  in  the 
stool.  Council  Accepted.  Send  for  sample. 


Officers — County  Medical  Societies — 1948 


TOTAL  MEMBERSHIP  AS  OF  JULY  15,  1948—22,056 


County 

Albany 

Allegany 

Bronx 

Broome.  ...... 

Cattaraugus.  . 

Cayuga 

Chautauqua . . 
Chemung .... 
Chenango .... 

Clinton 

Columbia.  . . . 

Cortland 

Delaware.  . . . 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer .... 
Jefferson. . .*. . 

Kings 

Lewis 

Livingston .... 

Madison 

Monroe 

Montgomery  . 

Nassau 

New  York. . . . 

Niagara 

Oneida 

Onondaga. . . . 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer. . . 
Richmond. . . . 

Rockland 

St.  Lawrence. 
Saratoga 

Schenectady. . 
Schoharie .... 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompikns 

Ulster 

Warren 

Washington . . 

Wayne 

Westchester. . 
Wyoming 
Yates 


President 

J.  J.  Clemmer Albany 

R.  O.  Hitchcock Alfred 

S.  Weiskopf Bronx 

J.  C.  Zillhardt.  . . .Binghamton 

N.  P.  Johnson Olean 

C.  T.  Yarington Moravia 

E.  O.  Black Fredonia 

A.  C.  Glover Elmira 

J.  A.  Hollis Norwich 

W.  W.  Johnson ....  Plattsburg 
L.  D.  Carpenter.  .Germantown 
R.  H.  Kerr Cortland 

C.  K.  Ives Roxbury 

L.  W.  Stoller ....  Poughkeepsie 

E.  D.  Babbage Buffalo 

R.  J.  Martin Ticonderoga 

A.  A.  Hartmann Malone 

D.  M.  McMartin. . .Johnstown 

D.  B.  Johnson Batavia 

W.  A.  Petry Catskill 

R.  W.  Dennis Herkimer 

L.  O.  Fox Brownville 

A.  W.  M.  Marino. . .Brooklyn 
L.  A.  Avallone Lowville 

F.  J.  Hamilton Hemlock 

R.  B.  Cuthbert Canastota 

E.  B.  Soble Rochester 

R.  E.  Wytrwal.  .St.  Johnsville 

H.  A.  Butman Manhasset 

H.  B.  Davidson. . . .New  York 

W.  W.  Pierce Lockport 

James  I.  Farrell Utica 

J.  G.  F.  Hiss Syracuse 

L.  A.  Stetson ....  Canandaigua 

T.  R.  Proper Newburgh 

A.  F.  Leone Medina 

J.  L.  H.  Mason Pulaski 

E.  J.  Keegan Oneonta 

R.  S.  Cleaver Brewster 

Alfred  Angrist Jamaica 

C.  J.  Handron Troy 

J.  H.  Diamond.  .New  Brighton 

G.  G.  Stone Suffern 

P.  T.  McGreevy Massena 

F.  A.  Mastrianni 

Meehanicville 

N.  II.  Rust Scotia 

J.  H.  Wadsworth Cobleskill 

F.  C.  Ward t.  . Odessa 

C.  M.  Smith. Waterloo 

V.  S.  Higby Bath 

W.  S.  Stakes Patchogue 

R.  S.  Breakey Monticello 

A.  J.  Capron Owego 

H.  W.  Ferris Ithaca 

E.  S.  Goodyear Kingston 

Saul  Yafa Glens  Falls 

R.  L.  Skinner Greenwich 

J.  II.  Arseneau Lyons 

W.  G.  Childress Valhalla 

O.  T.  Ghent Warsaw 

R.  II.  Davis Penn  Yan 


Secretary 

A.  Vander  Veer Albany 

II.  G.  Chamberlin Cuba 

G.  B.  Gilmore Bronx 

It.  S.  McKeeby. . . Binghamton 

W.  B.  Arthurs Olean 

J.  D.  Hammond Auburn 

Edgar  Bieber Dunkirk 

H.  A.  Burch Elmira 

J.  H.  Stewart Norwich 

K.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

E.  F.  Higgins Cortland 

S.  G.  Edgerton Delhi 

J.  F.  Rogers. . . .Poughkeepsie 

H. G.  Walker Buffalo 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

R.  K.  Lenz Gloversville 

C.  C.  Koester Batavia 

W.  M.  Rapp Catskill 

R.  C.  Ashley Little  Falls 

C.  A.  Prudhon. . . .Watertown 

C.  H.  Loughran Brooklyn 

E.  A.  Barnes Lowville 

It.  A.  Hemphill Mt.  Morris 

F.  O.  Pfaff Oneida 

J.  A.  Lane Rochester 

D.  W.  Childs Amsterdam 

I.  Drabkin . . . Rockville  Centre 

B.  W.  Hamilton.  . . .New  York 

C.  M.  Dake Niagara  Falls 

H.  H.  Dodds Utica 

I.  L.  Ershler Syracuse 

P.  M.  Standish.  .Canandaigua 

E.  C.  Waterbury. . .Newburgh 

J.  G.  Parke Albion 

U.  Cimildoro Oswego 

J.  M.  Constantine. . . .Oneonta 

F.  J.  A.  Lehr Carmel 

E.  A.  Wolff Forest  Hills 

H.  F.  Albrecht Troy 

R.  E.  Lucey Stapleton 

R.  L.  Yeager.' Pomona 

C.  F.  Prairie Massena 

M.  J.  Magovern 

Saratoga 

It.  E.  Isabella  ...  Schenectady 

D.  R.  Lyon Middleburg 

C.  W.  Schmidt . . Montour  Falls 

Bruno  Riemer Romulus 

R.  J.  Shafer Corning 

E.  P.  Kolb Holtsville 

D.  S.  Payne Liberty 

I.  N.  Peterson Owego 

Richmond  Douglass . . . .Ithaca 

F.  H.  Voss Phoenicia 

A.  C.  Davis Glens  Falls 

D.  M.  Vickers Cambridge 

I.  M.  Derby Newark 

W.  A.  Kelly.  . .Mount  Vernon 

P.  A.  Burgeson Warsaw 

W.  G.  Roberts Penn  Yan 


Treasurer 

F.  E.  Vosburgh Albany 

L.  P.  Bly Cuba 

C.  W.  Frank Bronx 

J.  W.  Kane Binghamton 

George  C.  Cash Olean 

L.  H.  Rothschild Auburn 

C.  E.  Hallenbeck. . . .Dunkirk 

E.  S.  Ridall Elmira 

J.  H.  Stewart Norwich 

K.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

F.  F.  Sornberger Cortland 

S.  G.  Edgerton Delhi 

J.  F.  Rogers ....  Poughkeepsie 

E.  A.  Woodworth. . . . Kenmore 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

W.  H.  Raymond. . .Johnstown 
C.  C.  Koester Batavia 

M.  H.  Atkinson Catskill 

R.  C.  Ashley Little  Falls 

L.  E.  Henderson. . .Watertown 

H.  Mandelbaum Brooklyn 

E.  A.  Barnes Lowville 

R.  A.  Hemphill.  .,.Mt.  Morris 

J.  F.  Rommel Oneida 

J.  L.  Norris Rochester 

F.  F.  Pipito Amsterdam 

I.  Drabkin. . .Rockville  Centre 

C.  W.  Cutler New  York 

F.  A.  Lowe Niagara  Falls 

R.  C.  Hall Utica 

A.  C.  Hofmann Syracuse 

P.  M.  Standish.  .Canandaigua 
E.  C.  Waterbury. . . Newburgh 

J.  G.  Parke Albion 

U.  Cimildoro Oswego 

J.  M.  Constantine. . . .Oneonta 

G.  H.  Steacy Mahopac 

D. M.Raskind.LonglslandCity 

H.  C.  Engster Troy 

H.  Dangerfield St.  George 

M.  R.  Hopper Nyack 

L.  T.  McNulty Potsdam 

J.  M.  Lebowich 

Saratoga 

Harry  Miller Schenectady 

D.  L.  Best Middleburg 

C.  W.  Schmidt.  .Montour  Falls 

Bruno  Riemer Romulus 

R.  J.  Shafer Corning 

G.  A.  Silliman Sayville 

D.  S.  Payne Liberty 

I.  N.  Peterson Owego 

Richmond  Douglass ....  Ithaca 

II.  B.  Johnson Kingston 

A.  C.  Davis Glens  Falls 

C.  A.  Prescott.  ..Hudson  Falls 

I.  M.  Derby Newark 

R.  R.  Heffner... New  Rochelle 

P.  A.  Burgeson Warsaw 

W.  G.  Roberts Penn  Yan 
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TOWNS  TREATMENT  for  ALCOHOLISM  and  NARCOTIC 
and  HYPNOTIC  ADDICTIONS 

Established  1901  Now  Generally  Accepted 

PROVIDES:  (1)  An  Assurance  of  a Definite  Medical  Result 

(2)  An  Assurance  of  Length  of  Time  Required  and  Exact  Cost 

(3)  An  Assurance  of  Absolute  Privacy 

Our  “SYMPOSIUM  OF  MEDICAL  OPINION"  includes  case  histories  of 
this  successful  treatment  endorsed  by  many  physicians.  Copy  on  request. 

CHARLES  B.  TOWNS  HOSPITAL 

FOR  ALCOHOLISM  AND  DRUG  ADDICTION  EXCLUSIVELY 

COMPLETELY  REDECORATED  AND  MODERNIZED 

293  Central  Park  West,  New  York  24,  N.  Y.  Tel :SChuyler  4-0770 


‘INTERPINES’ 

Goshen,  N.  y. 

Phone  117 


Ethical — Reliable — Scientific 


Disorders  of  the  Nervous  System 

BEAUTIFUL— QUIET— HOMELIKE 


Write  lor  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


COPIAGUE  GENERAL  HOSPITAL 

Separate  Accommodations  lot 

CONVALESCENTS  and  CHRONICS 

with  added  facilities  of  a General  Hospital 

Located  in  tranquil  country  area 
on  South  shore  of  Lons  Island 

H.  R.  Blanchard,  Adm.  Tel.  Amityville  71,  72 

Cedar  Court  Copiague,  N.Y. 


IN  ELMS 

.4  Modern 

Psychiatric  Hospital  I'nit 
Selected  drug  and  alcohol  problem** 
accepted 

Kates  Moderate 

Eugene  N.  Boudreau,  M.D.,  Psychiatrist 
R.  Stuart  Dyer,  M.D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phya.-in-Chq. 
CENTRAL  VALLEY,  Orange  County,  N.  Y. 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  550  Write  for  illustrated  booklet. 


HOLBROOK  MANOR  nhuomeg 

Five  Acr«i  of  Pinewooded  Ground* 

SENILE,  AGED,  CHRONICS 

Physicians  may  (real  their  own  patients. 

Hypertensives  Artrrio  sclerotics  All  Neurological  Disorders 
Non  sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  Q.P. 

HOLBROOK,  L.  I.  N.  Y.  Office:  GRemercy  5-4175 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - . Tel.  Amityville  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longaere  5-0799 
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CORRESPONDENCE 


[N.  Y.  State  J.  M. 


Real  Estate  and  Investments 


FOR  SALE 

General  practice.  Fully  equipped  2^  room  office.  Excel- 
lent location,  Flatbush  Section.  Brooklyn.  Phone  ES  7-3439 
or  write  Box  222,  N.Y.  St.  Jr.  Med. 


FOR  SA  LE— Saratoga  Springs 

Physician’s  home,  office,  10  rooms,  well  established,  located 
nation’s  finest  health  resort.  $1200  down,  $95  monthly; 
Charles  M.  Cogan,  Manhasset,  N.Y.  Tel.  3795-J. 


FOR  RENT 


Office  space  available  for  specialist; 
Franklin  Ave. , B’klyn.  Ne.  8-2472. 


Eastern  Parkway  off 


FOR  SALE 


Now  available,  well  established  internal  practice  in  business 
section  of  a western  New  York  city.  Desirable  location  for 
general  practice.  Completely  equipped  including  X-Ray 
Machine.  Will  introduce.  Leaving  because  of  health. 
Living  quarters  available  soon.  Reasonable.  Box  224, 
N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Home  and  office  in  Jamaica  occupied  by  physician  for  10 
years.  Excellent  opportunity  for  young  man  starting  general 
practice.  Records  available.  Call:  RE  9-2770. 


OFFICES  FOR  RENT 


Fully  equipped  offices  including  X-ray  and  Surgery  rooms. 
Comfortable  living  quarters  attached.  Ideal  location.  Dr. 
Rosenthal,  Monticello,  N.Y.  Tel.  188. 


SCHOOLS 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB  & X-RAY  AVAILABLE 
Our  18-months  day  court*  Includes  Intensive  training 
in  laboratory  techniques,  physiotherapy  apparatus, 

X Ray.  nursing  techniques,  and  medical  stenography. 

A FEW  LAB  TECHNICIANS  NOW  AVAILABLE 

1834  Broadway  — NYC 
Circle  7-3434 


Ma+tcLl  School 


Licensed  by  the  State  ol  New  York 


TRAINED  MEDICAL  PERSONNEL 

Rigid,  thorough  training  in  haematology,  urinalysis,  all 
phases  ol  medical  stenography,  x-ray  and  medical  machines 
makes  Paine  Hall  graduates  capable  assistants.  Our  free 
placement  service  will  help  you  Hnd  the  right  girl. 
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do  not  in  our  judgment  detract  from  the  main  thesis ; 
neither  do  they  invalidate  the  conclusions. 

The  report  is  indicative  of  the  keen  interest  which 
the  Committee  on  Public  Health  Relations  has  taken 
in  the  problems  facing  the  Department  of  Mental 
Hygiene  and  of  the  thought  given  to  them.  The 
soundness  of  the  Committee’s  statements  and  rec- 
ommendations is  attested  to  by  the  Secretary  of  the 
Board  of  Visitors  of  one  of  the  State  mental  hospitals, 
who  has  informed  us  that  the  report  was  read  at  a 
meeting  of  the  Board  whose  members  “were  all  tre- 
mendously interested.”  He  requested  that  copies  of 
it  be  ma'de  available  to  the  Executive  Board  of  the 
Association  of  Members  of  Boards  of  Visitors. 

Subcommittee  of  the  Committee  on  Public 
Health  Relations  of  the  New  York 
Academy  of  Medicine 
Chas.  Gordon  Heyd,  M.  D.,  Chairman 
Frederick  R.  Bailey,  M.D. 

Carl  Binger,  M.  D. 

Hubert  S.  Howe,  M.  D. 

S.  Bernard  Wortis,  M.D. 

E.  H.  L.  Corwin,  Secretary 
June  8,  1948 
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PERSONALITIES 

Appointed 

Dr.  Frederick  E.  Lane,  as  consultant  in  obstetrics 
and  gynecology,  St.  Alban’s  Veterans  Administra- 
tion Hospital,  effective  June  15 ...  As  chief  of  staff 
at  Our  Lady  of  Victory  Hospital,  Lackawanna,  Dr. 
Eugene  M.  Sullivan,  succeeding  his  father,  Dr. 
Michael  A.  Sullivan.  . .To  the  active  staff,  Mar- 
garetville  Hospital,  Dr.  Robert  Schatkin,  Walton; 
Dr.  Charles  Ives,  Roxbury;  and  Dr.  G.  M.  Palen, 
Dr.  A.  Weinberg,  and  Dr.  F.  W.  Bruell,  all  of 
Margaretville. 


B R I O S C H I 

A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  fur  a sample 

G.  CERIBELLI  & CO. 

121  VARICK  STREET  NEW  YORK 
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WANTED 


Resident  Physician  for  Rotating  Residency.  $200.00  a month 
plus  full  maintenance,  50  bed  hospital,  suburb  of  New  York. 
Box  190,  N.  Y.  St.  Jr.  Med. 


WANTED 


Assistant  to  busy  general  practitioner.  Possibility  of 
permanent  association.  New  York  State  license  required 
Salary  $4300  and  living  quarters  for  family.  A variable  July  1 
Box  176,  N.  Y.  St.  Jr  Med. 


WANTED 


Internist  or  experienced  general  practitioner,  to  join  busy 
small  group  practice  in  midstate  New  York,  community 
25,000.  Position  open  immediately.  Salary  between  $6,000 
and  $10,000  yearly  depending  on  qualifications.  New  York 
license  required.  Box  220,  N.  Y.  St.  Jr.  Med. 


WANTED 


Medical  student,  scientist  wife,  desire  2 or  more  rooms  with 
kitchen  or  privileges  at  suitable  home  in  or  near  N.  Y 
J.  P.  KEEVE,  258  W.  52nd  St.,  N.  Y. 


REAL  ESTATE  FOR  SALE 


BUY 

SAVINGS  BONDS 


Hempstead,  L.I.  Spacious  English  type  home  in  very  de- 
sirable location  on  plot  140  x 100.  Offices  could  be  built  on 
either  side  of  house.  Price  $22,500.  F.  B.  Woodworth 
20  Meadowbrook  Rd.,  Hempstead  2916. 


FOR  SALE 


Ethically  conducted  institute  of  Balneology,  other  forms 
of  Physio-therapy,  in  heart  of  Manhattan.  Serving  medi- 
cal profession  48  years.  Excellent  opportunity  for  doctor 
interested  in  Physical  Medicine.  Price  $15,000.  Box  226. 
N.  Y.  St.  Jr.  Med. 


FOR  SALE 


List  of  20  authoritative  diets,  typewriter  facsimile,  with 
printed  letterhead.  Specimen  and  details  on  request.  P.  S 
Meyers,  152  Von  Houten  Ave.,  Passaic,  N.  J. 


Each  tablet  contains:  Extract  of  Rhubarb,  Sonna,  Precipitated  Sulfur,  Peppermint  Oil  and 
Fonnol  Oil,  in  a high  actlvatod  willow  charcoal  baso. 

Action  and  utot:  Mild  laxatlvo,  adsorbont  and  carminative.  For  ai«  In  indlgostlon,  hyper- 
acidity, bloating  and  flatulence. 

1 or  2 tablets  daily  */j  hour  after  meals.  Settles  ef  100 

STANDARD  PHARMACEUTICAL  CO.,  INC  1133  iroadwey.  New  York 
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The 

Long  and  Short 

of  digitalis  therapy! 


With  Digitaline  Nativelle,  cardiotonic 
influence  usually  becomes  apparent 
within  three  hours.  Full  digitalization  can 
be  accomplished  as  rapidly  as  six  hours 
—instead  of  in  days! 


Only  such  effectiveness  brings  the  patient 
the  desired,  quick  relief  of  air  hunger 
and  discomfort  — and  with  virtual  freedom 
from  side  effects.  The  physician  will  welcome 
the  ease  of  administration  as  well  as  the 
considerably  greater  accuracy  in  therapy. 


Simplicity  of  administration  . . . 

Rapid  Digitalization  ...  1.2  mg.  in  equally 
divided  doses  of  0.6  mg.  at  three-hour  intervals. 

Maintenance  ...  0.1  or  0.2  mg.  daily 
depending  upon  patient’s  response. 

Change-Over  ...  0.1  or  0.2  mg.  of  Digitaline 
Nativelle  may  advantageously  replace 
present  maintenance  dosage  of  0.1  gm.  or 
0.2  gm.  of  whole  leaf. 

Current  references  and  comprehensive  brochure 
“ Management  of  the  Failing  Heart ” available 
on  request.  Also,  if  you  wish,  ive  will  send 
a full  digitalizing  dose.  Simply  address 
Research  Division,  Varick  Pharmacol  Company, 
75  Varick  Street,  New  York  13,  N.  Y. 


Digitaline  Nativelle 

. . . active  glycoside  of  digitalis  purpurea  (digitoxin) 
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For  a lady 
in  distress 


‘Dexedrine’  Sulfate 
relieves 

much  of  the  distress 
of  the  menopause . . . 
by  reawakening  the 
patient’s  optimism 
and  mental  alertness 
...  by  restoring  her  feeling  of  energy  and 
well-being ...  by  reviving  her  interest 
in  life  and  living. 

Unlike  d-desoxyephedrine,  ‘Dexedrine’ 
produces  a uniquely  “smooth”  anti-depressant 
effect.  It  can  be  depended  upon  to  improve 
the  mood  and  brighten  the  outlook  without 
giving  the  patient  the  uncomfortable 
feeling  of  “drug  stimulation”. 

Dexedrine*  Sulfate  Tablets  & Elixir 

The  anti-depressant  of  choice 
in  the  menopause 

Smith,  Kline  & French  Laboratories,  Philadelphia 


*T.  M.  Reg.  U.  S.  Pat.  Off.  for  dextro-amphetamine  sulfate,  S.  K.  F. 
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Armor  for  the  Allergic  Patient 


^Vasomotor  Allergic  Rhinitis 


Hay  Fever 


^Drug-induced  Dermatitis 


^Angioneurotic  Edema 


Diatrin*  Hydrochloride 

'WARNER- 


DIATRIN* 
hydrochloride 
'Warner’  is 
available  in 
sugar-coated 
oral  tablets, 

50  mg.  each — 
bottles  of  100 
and  1,000. 


A superior  antihistaminic  compound  of 
low  toxicity  with  little  or  no  by-effects. 

DIATRIN*  hydrochloride  'Warner’  provides 
prompt  and  effective  symptomatic  relief  in 
urticaria,  angioneurotic  edema,  hay  fever, 
drug-induced  dermatitis,  atopic  eczema,  pru- 
ritus, vasomotor  allergic  rhinitis,  the  manifes- 
tations of  which  are  believed  to  be  due  to  the 
release  of  histamine  in  the  body  tissues. 

Trade  Mark 


R.  Warner  & Co.,  Inc. 

Los  Angeles 


William 


Mew  York 


Si.  Louis 


R.  J.  Reynolds  Tobacco  Co.,  Winston-Salem.  N.  C. 

Experience  is  the  hest  teacher  in  cigarettes , too! 

YES!  Experience  counts  in  medicine — and  in  choosing  a cigarette,  too. 

Thousands  and  thousands  of  smokers  who  have  tried  and  compared  main 
different  brands  of  cigarettes  have  learned  from  experience  that  Camels  suit 
them  to  a "T.”  Result?  More  people  arc  smoking 
Camels  than  ever  before. 

Try  Camels!  Discover  for  yourself  how  the  rich,  full 
flavor  of  Camel’s  choice,  properly  aged,  and  expert K 
blended  tobaccos  pleases  vour  taste.  See  il  Camel’s  cool, 
cool  mildness  isn’t  mighty  welcome  to  your  throat. 

See  for  yourself  why,  with  millions  of  smokers.  Camels 
are  the  "Choice  of  Experience.” 


Richard  Bright,  a renowned  physician  of  his  time, 
made  many  fundamental  contributions  to  medical 
science.  Besides  his  many  brilliant  anatomical  ob- 
servations, he  was  among  the  first  to  describe  acute 
yellow  atrophy  of  the  liver  and  to  point  out  that 
dropsy  with  albuminuria  was  the  result  of  kidney 
disease.  Bright’s  detailed  studies  still  are  important 
additions  to  the  collected  experience  of  medicine. 


Ariutrtiinf/  in  u A'ativntridv  surri-i/: 

J3. More  Doctors  Smoke  MJjLBMMJMjS 

than  any  other  eiyarette 

Three  independent  research  organizations  in  a nationwide  survey  asked  113,597  doctors  what  cigarcllo 
they  smoked.  The  brand  named  most  was  Camel! 
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SMOOTH  ll'l’ll  (Ill'll 

In  golf,  it’s  not  the  erratic  hard  hitters  who 
are  tough  to  beat  but  the  chap  who  keeps 
coming  up  with  a consistent  smooth  approach 
time  after  time. 

That's  why  Zymenol  is  a consistent  winner— a 
smooth  approach  to  effective  bowel  management 
without  erratic  drugs  or  irritants.  Zymenol  (1)  in- 
fluences restoration  of  an  aciduric  condition  favor- 
able to  beneficial  intestinal  bacteria  (2)  normal- 
izes bowel  motility.  In  a teaspoon  dose.  Which 
is  an  advantage. 


Zymenol. 

AN  EMULSION  WITH  BREWERS  YEAST 


o product  of  Oth  E.  Chdden  & Co  , Inc. 
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For  strong  bodies  and  healthy 
minds  in  the  forthcoming  gen- 
eration all  essential  nutrients 
must  be  furnished  throughout 
the  intra-uterine  period.  The 
increased  needs  of  the  mother 
and  rapidly  growing  fetus 
must  be  met. 

OBron,  in  a single  capsule, 
furnishes  adequate  amounts  of 
calcium,  phosphorus,  iron  and 
essential  vitamins  to  satisfy  the 
increased  nutritional  require- 
ments during  the  periods  of 
pregnancy  and  lactation. 


CALCIUM 

PHOSPHORUS 

IRON 

VITAMINS 


EACH  CAPSULE  CONTAINS: 


* Dicalcium  Phosphate,  Anhydrous  ....  768  mg. 

Ferrous  Sulfate,  U.S.P 64.8  mg. 

Vitamin  A (Fish-Liver  Oil)  . . . 5,000  U.S.P.  Units 
Vitamin  D (Irradiated  Ergosterol)  . 400  U.S.P.  Units 


OBno/v 

FOR  THE  OB  PATIENT 


Vitamin  B,  (Thiamine  Hydrochloride)  ...  2 mg. 

Vitamin  B2  (Riboflavin) 2 mg. 

Vitamin  B6  (Pyridoxine  Hydrochloride)  . . 0.5  mg. 

Vitamin  C 37.5  mg. 

Niacinamide 20.0  mg. 

Calcium  Pantothenate 3.0  mg. 


"■(Equivalent  to  15  Grains  Dicalcium  Phosphate  Dihydrate) 


J.  B.  ROERIG  AND  COMPANY 

536  Lake  Shore  Drive 
Chicago  1 1 , Illinois 
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IT’S  THE  Same 
DIATHERMY! 

AVAILABLE  IN  VARIOUS 
APPLICATOR  COMBINATIONS 

Here’s  maximum  flexibility,  safety 
and  operating  economy  all  rolled 
into  one  superior  diathermy  unit! 
Made  by  the  makers  of  the  famous 
Bovie  Electrosurgical  Unit,  the 
Model  SW-227  features  the  pat- 
ented L-F  Hinged  Treatment 
Drum,  Air-Spaced  Plates  and 
other  accepted  applicators.  No 
limitation  on  types  of  treatment. 
“Wavemaster”  Frequency  Control 
guarantees  operation  within  au- 
thorized frequency  channels. 
F.C.C.  Type  Approval  No.  D-472. 

WRITE  FOR  FULL  DETAILS 

today! 


O^LIEBELqMfFLAItSHElM^ 


CINCINNATI  2,  OHIO 


DEPT.  N, 
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Bovine  blood  can  be  collected  and  handled 
under  carefully  controlled,  sanitary  con- 
ditions. Protein  Hydrolysate,  Baxter,  is 
prepared  from  the  plasma  of  this  blood 
because  plasma  proteins  properly  proc- 
essed are  good  proteins*.  Enzymatically 


digested,  the  proteins  are  converted  into 
amino  acids  and  peptides  with  a mini- 
mum change  in  structure.  A new  booklet, 
Protein  Hydrolysate,  Baxter,  is  yours  for 
the  asking.  Baxter  Laboratories,  Morton 
Grove,  Illinois. 


* Journal  of  the  American  Dietetic  Assn.  Vol.  23  §10  Page  841  October  1947. 


Protein  Hydrolysate 


With  or  without  Dextrose 


XTER 


Distributed  and  Available 
Only  in  the  37  states 
east  of  the  Rockies 


American  Hospital  Supply  Corporation 


General  Offices,  Evanston,  Illinois 
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IIUOllEyL -GASTRIC  ULCER 


Treatment:  Antacid  Rx:— CA-MA-SIL  Powder,  in  Yi  glass  water  (preferably  hot). 

2 tspfls.  before  and  after  meals  and  upon  retiring. 

Clinical  observations  of  the  merits  of  CA-MA-SIL  Antacid  Powder  are  convincing  in  the  treatment  of 
excess  gastric  hyperacidity  associated  with  DUODENAL  and  GASTRIC  ULCER.  Successful  manage- 
ment with  CA-MA-SIL  assures  the  patient  of  3 nearly  normal  meals,  prompt  relief,  and  aids  rapid 
healing.  The  longer  neutralizing  period  makes  it  especially  effective  in  Duodenal  Ulcer  Therapy.* 

PRESCRIBED  BY  PHYSICIANS  EVERYWHERE 

CA-MA-SIL  COMPANY,  700  Cathedral  Street,  Baltimore  1,  Md. 

* ALSO  UNEXCELLED  FOR  NAUSEA  OF  PREGNANCY. 

*DOES  NOT  INDUCE  ANOREX  I A-CONTAINS  NO  SODA  OR  ALUMINUM  HYDROXIDE 

Formula:  Now  Magnesium  Silicate  Special  (not  trisilicale)  Calcium  Carbonate  Diammonium  Hydrogen  Phosphate 

Samples  Available. 
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INC. 


New  York  13,  N.  Y.  Windsor,  Ont. 

Neo  Synephrine,  Trademark  reg.  U.S.  & Canada 


and  night... 

FOR  NASAL  USE:  >/4%  solution 
(plain  and  aromatic),  1 oz. 
bottles;  1%  solution,  1 oz. 
bottles;  V2%  water  soluble 
jelly,  Vi  oz.  tubes. 

FOR  OPHTHALMIC  USE:  >/«%  low 
surface  tension,  aqueous 
solution,  isotonic  with 
tears,  15  cc.  bottles. 


HAY  FEVER/,  / 
^Wday 


The  extra  long  action  of 
Neo-Synephrine  hydrochloride 
makes  possible  control  of  hay  fever 
symptoms  with  infrequent 
dosage,  thus  enabling  the  patient 
to  be  comfortable  during  the  day 
and  obtain  sleep  at  night. 

Average  dose:  2 or  3 drops  in 
each  nostril. 


No  appreciable  interference  with  ciliary 
action.  Virtually  no  side  reactions. 
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Aminoids* 

for  protein  supplementation 

Supplies  all  essential  amino  acids  in  a form 
patients  accept.  Derived  by  enzymic  digestion 
from  liver,  beef  muscle,  wheat,  soya,  yeast, 
casein,  and  lactalbumin;  with  added  carbo- 
hydrate. Can  be  served  in  a variety  of  vehicles. 

One  tablespoonful  t.  i.  d.  provides  12  Gm.  of 
protein  as  hydrolysate.  Bottles  containing  6 oz.  * 


THE 

ARLINGTON 

CHEMICAL 

COMPANY 


YONKERS  1, 
NEW  YORK 


* The  word  AMINOIDS  1$  a registered  trademark  of 
The  Arlington  Chemical  Company. 
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Report  of  the  Committee  on  Therapy  of 


THE  AMERICAN  ACADEMY  OF  ALLERGY 

on  HYDRYLLI N 


The  resit  Its  of  the  studn  : 


60%  to  100* 

EFFECTIVE 
( Regarded  as  "Good”) 

40#  to  60# 

EFFECTIVE 
( Regarded  as  "Fair”) 

0#  to  40# 

EFFECTIVE 
( Regarded  as  ,'Poor’ 

Hay  Fever 

790  CASES 

304  (38%) 

234  (30%) 

252  (32%) 

Asthma 

397  CASES 

119  (30%) 

82  (21%) 

196  (49%) 

Pollen  Asthma 

226  CASES 

73  (32%) 

55  (24%) 

98  (44%) 

Vasomotor  Rhinitis 

130  CASES 

20  (16%) 

42  (32%) 

68  (52%) 

Urticaria 

24  CASES 

4 (17%) 

8 (33%) 

12  (50%) 

Eczema 

3 CASES 

* 

3 

TOTAL 

1,570  CASES 

• 

Side  Reactions 

No  Reactions 1,219  Cases  (72%) 

Moderate  Reactions.  . . 314  Cases  (20%) 

Severe  Reactions 126  Cases  (8%) 

Conclusion  .-From  these  figures  it  would  seem  that  the  preparation  has  a fair  decree  of  effectiveness  in 
hay  fever.  In  the  asthmatic  cases,  both  those  with  asthma  due  to  pollen  and  those  having  asthma  from  other 
sources,  the  figures  of  the  effectiveness  of  the  drug  are  more  impressive  than  those  of  other  antihistaminics. 


THE  basis  of  the  study  made  by  the  Committee 
on  Therapy  of  The  American  Academy  of  Allergy,  HYDRYLLIN 
is  an  effective  and  well  tolerated  antihistaminic  for  use  in  the 
treatment  of  allergic  manifestatior 


EARLE 


Hydryllin  is  also  available  in  elixir  form.  Each  4 cc.  (1 
teaspoonful)  is  equivalent  to  one-half  tablet  of  the  drug. 
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of  Medicine 
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OPHTHALMOLOGY  AND  OTOLARYNGOLOGY 
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E.  Forrest  Merrill,  Secretary New  York 

SURGERY 

Seymour  G.  Clark,  Chairman Brooklyn 
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In  Congestive  Heart  Failure 


tfhzoaikm 


Theobromine-calcium  salicylate  Council  Accepted 


PRmalU* 


BILHUBER-KNOLL  CORP.  ORANGE,  NEW  JERSEY. 


Diuretic  and  Myocardial  Stimulant 

7)4  grain  tablets  and  powder.  Dose:  1 to  3 tablets  repeated 
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Children  say: 


’it  tastes  good 


Because  it  tastes  so  good,  children 
actually  like  to  take  Eskadiazine. 
Important,  too,  this  fluid  sulfadiazine 
relieves  tired  parents  and  busy  nurses 
of  the  chore  of  crushing  tablets  and 
coaxing  a sick  child  to  swallow 
an  unappealing  mixture. 

Still  another  advantage  is  rapid 
absorption.  With  Eskadiazine,  desired 
serum  levels  are  attained  in  two  hours, 
rather  than  the  six  hours  required 
for  sulfadiazine  in  tablet  form. 


Eskadiazine 


The  outstandingly  palatable  fluid  sulfadiazine 


Smith,  Kline  & French  Laboratories,  Philadelphia 
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17  JEWEL — 2 PUSH  BUTTON  » 

CHRONOGRAPH  29 


“4-ii-l”  ALL  PURPOSE  TIMEPIECE 

• WRIST  WATCH  • STOP  WATCH 

• TELEMETER  • TACHOMETER 

Incabloc  Shock  Resistant  Feature, 
Anti-Magnetic,  Sweep-Second 
Hand,  Radium  Dial,  Unbreakable 
Crystal,  Stainless  Steel  Back. 
(Formerly  $71.50.)  Each  watch 
BRAND  NEW,  NOT  SURPLUS! 
Ideal  for:  PHYSICIANS.  SPORTS- 
MEN. PHOTOGRAPHERS.  RADIO 
BROADCASTERS,  ENGINEERS, 
AVIATORS,  etc. 

OUR  GUARANTEE: 
MONEY  BACK  in  10  DAYS 
— If  not  satisfied  for  any  reason! 

ALSO  AVAILABLE  in  18K.  GOLD 
CASE  $64.50  (plus  109o  Tax)  For- 
merly $125.00. 

/E 

W.  42nd  St..  NYC  1 8 


Mail  orders  promptly  filled.  Shipped  C.O.D.  or  send  check 
or  money-order.  Address  mail  orders  to  AJJLEW  JEWEL- 
ERS, 152  West  42nd  St.,  N.  Y.  18,  Dept.  105. 


BUY 

SAVINGS  BONDS 


PRESERVED 

Sheep  Cells 


Gives  accurate  and  reliable  results 
in  complement  fixation  and  hetero- 
phile  anti-body  tests. 

Guaranteed  for  one  month 
from  date  of  shipment. 


Prices 

lOcc  vial $1.50 

30cc  bottle 3.50 


Discounts  on  Monthly  Contracts 

CERTIFIED  BLOOD  DONOR 
SERVICE 

1^6-16  Hillside  Are.  Jamaica  2,  N.  Y. 


For  Business  Opportunities, 
Real  Estate  and  Investments, 
See  Page  1757 


For 

Anti-Flatulent 
Effects  in  Intestinal 
Putrefaction  and 
Fermentation 


r 


Each  tablet  contains:  Extract  of  Rhubarb,  Senna,  Precipitated  Sulfur,  Peppermint  Oil  and 
Fennel  Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and  carminative.  For  use  In  Indigestion,  hyper- 
acidity, bloating  and  flatulence. 

1 or  2 tablets  dally  */j  hour  after  meals.  Bottles  of  100. 

STANDARD  PHARMACEUTICAL  CO.,  INC  1123  Broadway,  New  York 
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decongestion 
without  rebound 


VASOCONSTRICTORS 


Rhinitis  Medicamentosa — a result  of  re- 
peated rebound  congestion-is  attributed 
solely  to  the  use  of  vasoconstrictors. 

Use  of  ARGYROL  accomplishes  the  main 
purpose  of  treatment — the  restoration  of 
normal  nasal  function — without  danger 
of  inducing  this  chronic  condition. 

The  ARGYROL  Technique 

1.  The  nasal  meatus  ...  by  20  per  cent 
ARGYROL  instillations  through  the  na- 
solacrimal duct. 

2.  The  nasal  passages  . . . with  10  per 
cent  ARGYROL  solution  in  drops. 

3.  The  nasal  cavities  . . . with  10  per  cent 
ARGYROL  by  nasal  tamponage. 

Its  Three*Fold  Effect 

1.  Decongests  without  irritation  to  the 
membrane  and  without  ciliary  injury. 

2.  Definitely  bacteriostatic,  yet  non-toxic 
to  tissue. 

3.  Cleanses  and  stimulates  secretion, 
thereby  enhancing  Nature's  own  first 
line  of  defense. 

r /Uff/’ra/ie/i  c/  %/tctrr  ut 
ftea/wy  ffyna-nma/ 

Mode  only  by  the 

A.  C.  BARNES  COMPANY  • NEW  BRUNSWICK,  N.  J. 

ARGYROL  is  a registered  trade  mark,  the  property  of  A.  C.  Barnes  Company 
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ft  COOD  LOSER 


After  the  novelty  of  reducing  wears  off,  the  obese  patient  is 
all  too  apt  to  revert  to  his  former  eating  habits.  To  stay  on  the 
prescribed  diet  until  new  habits  are  established,  he  may  need  the 
help  of  an  appetite  depressant  such  as  Desoxyn  Hydrochloride. 
Under  medical  supervision,  Desoxyn  is  safe  and  dependable  for 
this  purpose.  Desoxyn  further  aids  the  therapeutic  reducing 
program  by  increasing  the  sense  of  well-being  and  desire  for 
activity.  Small  doses  are  adequate — a 2.5  mg.  tablet  an  hour 
before  breakfast  and  lunch,  possibly  another  in  mid-afternoon  if 
it  does  not  cause  insomnia.  Desoxyn  is  also  useful  in  a number 
of  conditions  requiring  cerebral  stimulation.  Clinical  studies 
show  its  effectiveness  in  smaller  doses,  its  faster  onset  and  more 
prolonged  action  with  fewer  side-effects  in  comparison  with 
other  sympathomimetic  amines.  New  literature  on  Desoxyn  is 
now  available  through  your  Abbott  representative,  or  write  to 
Abbott  Laboratories,  North  Chicago,  Illinois. 


TABLETS: 

2.5  mg  and  5 mg. 

ELIXIR: 

20  mg.  per  ftuidounce 

AMPOULES: 

20  mg.  per  cc. 


Srt'  Desoxyn*9 MtjdwMmJe 


(d-Desoxyephedrine  Hydrochloride,  Abbott) 


Whatever  the  mystic  significance  formerly 
attributed  to  this  astronomical  interrelatjm, 
'""’ttSdcly  it  ^ymh»liTPg  a nv-pnl  a fty 
endocrine  therapy  — the  use  of  the  male  hormone 
in  the  treatment  of  female  disorders.  The  antiestrogenic 
action  of  the  male  hormone  including  its  inhibiting 
effect  on  the  uterine  musculature  facilitates  control 
of  gynecologic  disturbances. 

ORETON-M 


Methyltestosterone  U.S.P.  XIII 


tablets 


are  effective  — by  mouth  — in  the  management  of 
dysmenorrhea  and  premenstrual  distress,  functional 

uterine  bleeding  and  the  menopause.  In  the  puerperal 
patient  Oreton-M*  relieves  breast  engorgement,  abolishes 
after-pains  and  inhibits  lactation. 


IIOSAIpEs  Dysmenorrhea  and  premenstrual  distress  — Three 
10  mg.  tablets  or  one  25  mg.  tablet  daily  for  10  days  preceding  menses. 
Functional  uterine  bleeding  — Three  25  mg.  tablets  every 
other  day  for  3 or  4 doses  to  control  bleeding.  Menopause  — One  10  mg. 
tablet  or  more  daily.  Breast  engorgement  — Three  10  mg.  tablets 
daily  for  2 or  3 days,  while  continuing  nursing.  After-pains — Three  10  mg. 
tablets  at  end  of  labor,  repeating  in  8 hours  if  necessary. 

Inhibition  of  lactation  — Three  25  mg.  tablets  twice  daily 

for  2 days,  beginning  immediately  postpartum. 

Oreton-M  Tablets 'of  10  mg.  in  boxes  of  15,  30  and  100; 

or  25  mg.  in  boxes  of  15  and  100. 


CORPORATION  • BLOOMFIELD,  NET"  JERSEY 

IN  CANADA,  SCHERINC  CORPORATION  LIMITED.  MO  TIIEAL 


ORETON-M 
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puerperal 

morbidity 

reduced 


Pelvicin: 


* 


[penicillin  vaginal  suppositories  Schenley] 


In  a recent  controlled  study  1 of  1,573  obstetrical  patients,  the  incidence 
of  genital  tract  infections  was  reduced  from  5.3  per  cent  to  2.3  per  cent 
when  penicillin  vaginal  suppositories  were  used.  A decline  of  56.6  per  cent! 

ADDITIONAL  ADVANTAGES:  PELVICINS  (penicillin  vaginal 
suppositories  Schenley)  shorten  the  hospitalization  period;  reduce  nursing 
care  required;  are  completely  painless  and  nonirritating.  These  advantages 
suggest  the  value  of  their  routine  use  in  obstetrical  procedure. 

SIMPLICITY  OF  TECHNIQUE:  Insert  2 PELVICINS  (total,  200,000 
units  of  penicillin)  into  posterior  fornix  of  vagina  with  a sponge  forceps, 
immediately  after  delivery  of  the  placenta. 

SUPPLIED:  Boxes  of  6 and  12  PELVICINS,  100,000  units  each. 


1.  Pierce,  R.  R.:  Am.  J.  Obet.  & Gyncc.  vol.  55  (Feb.)  1948. 


^Exclusive  trademark.  © Schenley  Laboratories,  Inc. 


Laboratories,  Inc. 


Executive  Offices:  350  FIFTH  AVENUE,  New  York  1,  N.  Y. 


PRICE  REDUCTION:  PELVICINS  now  cost  your  patients  one-third  less. 
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FLAT  SPRING  DIAPHRAGM 


Easily  Fitted— The  Lanteen  Flat  Spring 

Diaphragm,  collapsible  in  one  plane  only, 
is  easily  placed  without  an  inserter. 

Remains  in  Position— The  flat  spring  rim  of  the  Lanteen 
Diaphragm  gently  but  firmly  holds  the  diaphragm  in 
place  even  during  changes  in  body  position. 

Long  Lasting—  Lanteen  Diaphragms,  made  of  the 

finest  rubber,  are  guaranteed  against  defects  for 
a period  of  one  year. 


L 


ante  e n 


LANTEEN  MEDICAL  LABORATORIES,  INC. 

900  North  Franklin  Street,  Chicago  10,  Illinois 
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Aluminum  Penicillin  Oral  Tablets 
provide  for  maximum  utilization  of  the 
dose  administered.  Low  solubility  of 
the  aluminum  salt  renders  it  much  less 
liable  to  inactivation  in  the  stomach. 
Destruction  in  the  intestinal  tract  is  in- 
hibited by  the  addition  of  sodium  ben- 
zoate. 

Aluminum  Penicillin  in  Oil  for  in- 
tramuscular injection  is  a bland  sus- 
pension of  the  new  relatively  insoluble 
aluminum  salt  of  penicillin  in  peanut 

011  alone.  Fluid  at  body  temperature, 
it  has  the  outstanding  advantages  of 
not  causing  pain  or  sterile  abscesses. 
Slow  absorption  is  accomplished  by  the 
slight  solubility  of  the  drug  itself. 

Aluminum  Penicillin  Oral  Tablets. 

12  tablets , 50,000  units  each. 

Aluminum  Penicillin  in  Oil.  1 cc.  size 
ampules,  300,000  units  per  cubic  centimeter. 

* Patent  applied  for. 


Qttt/ 


HYNSON.WESTCOTT  & DUNNING.INC. 
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Pyribenzamine  Ointment  2 per  cent  (petrolatum  base).  Jars  of 
50  Gm.  and  1 pound. 

Pyribenzamine  Cream  2 per  cent  (water-washable  base).  Jars  of 
50  Gm.  and  1 pound. 

• CIBA  PHARMACEUTICAL  PRODUCTS,  INC.,  SUMMIT,  NEW  JERSEY 


The  itching  produced  by  contact  with  oleoresins  of  wild 
plants  such  as  poison  ivy,  oak  and  sumac,  as  well  as  the 
pruritus  of  other  dermatoses,  will  frequently  be  relieved  by  . . . 


PYRIBENZAMINE 


ointment 
or  cream 


venenata 


PYRIBENZAMINE  (brand  of  tripelcnnamine) — Trade  Mark  Reg.  U.S. Pat. Off. 


'J/I374M 
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tm//  wi/ut/fy  t0  topical  Furacin 

therapy.  Good  results  have  been  reported  in  49  of  55  cases  of  impetigo1’2-3  and  in  several  cases  of  impetigo 
about  infected  wounds.4 *  Ecthyma  responded  favorably  in  19  of  24  cases.12  Cure  of  these  pyodermas  is  often 
effected  within  eight  days.  Furacin  N.N.R.,  brand  of  nitrofurazone,  is  available  as  Furacin  Soluble  Dressing 
and  as  Furacin  Solution,  both  containing  0.2  per  cent  Furacin.®  These  preparations  are  indicated  for  topical 
application  in  the  prophylaxis  or  treatment  oj  injections  of  wounds,  second  and  third  degree  burns,  cutaneous 
ulcers,  pyodermas  and  skin  grafts.  Literature  on  request.  [AJQty  LABORATORIES  INC  NORWICH  N Y 


1.  Downing,  J.  G.,  Hanson,  M.  C.  and  Lamb,  M. : Use  of  5-Nitro-2-Furaldehyde  Semicarbazone  in  Dermatology,  J.A.M.A. 

l i ■{  , 1947  2.  li'ibi  nsttn,  H.  M.  and  Kobinson,  H.  M.,  Jr.:  The  Comparative  Values  of  Some  New  Drugs  in  the  Pyo- 

dermas, South.  M.  J.  40: 409,  1947  3.  Miller,  J.,  Rodriquez,  J.  and  Domonkos,  A.:  Evaluation  of  Penicillin  in  Topical 

Therapy,  New  York  State  J.  Med.  47:2316,  1947  4,  McCullough,  N.  C. : Treatment  of  Infected  War  Wounds  with  a 

Nitrofuran.  Indust.  Med.  10:128,  1947. 
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"Amazing  discrepancies  . . . usually  exist  between  the  food  the  patient 
eats  and  that  which  the  surgeon  [or  physician]  thinks  the  patient  eats.”1 


Among  medical  and  surgical  patients,  it  is  particularly  important  to 
eliminate  any  discrepancy  between  vitamin  needs  and  vitamin  intake 
by  reinforcing  a good  diet  with  multivitamins  in  therapeutic  potencies. 
"A  good  capsule  of  this  type  is  Upjohn’s  Zymacaps.”2 

1.  Canada  M.  A.  J.  54:283  (Mar.)  1946. 
2.  J.  South  Carolina  M.  A.  44:17  (Jan.)  1948. 


Upjohn 

KALAMAZOO  99.  MICHIGAN 


fine  pharmaceuticals  since  1886 


Each  Zymacap*  provides: 

Vitamin  A 12,500  U.  S.  P.  units 

Vitamin  D 1,000  U.  S.  P.  units 

Thiamine  Hydrochloride  5 mg. 

Riboflavin 5 mg. 

Pyridoxine  Hydrochloride  2 mg. 

Calcium  Pantothenate  . — 10  mg. 

Nicotinamide 30  mg. 

Ascorbic  Acid  100  mg. 

Available  in  bottles  of  24,  100,  and  250. 

* Trademark , Reg.  U.  S.  Pat.  Off. 


ymacaps 


1670 


SALINIDOL 

Formula  U.S.P.H.  Service 


Salicylanilid 5% 

Carbowax 95% 


Ringworm  of  the  Scalp 

(Microsp.  Audouini  or  Microsp. 
Lanosum) 

Salinidol — Greaseless,  Stainless, 
Odorless.  Easily  removed  with 
water. 

The  hair  must  be  clipped  every 
10  days  and  Salinidol  applied 
daily. 

Please  write  for  sample  and 
literature. 

DOAKCO.,  INC. 

Cleveland,  Ohio 

NY  8-48 


NOW  IN  AMERICA ! 


Long  a best-seller 
in  the  United  Kingdom, 
MACKESON’S  MILK  STOUT 
is  an  entirely  different  and 
really  delicious  brew  that  can 
be  recommended  in  all  cases 
where  a stout  is  advisable.  It 
contains  the  carbohydrates 
of  the  purest  dairy  milk. 

Satnples  sent  on  request 
Imported  by 

Creenwich  Village  Beverages,  Inc. 
579  West  130th  St.,  New  York  City 


For  Business  Opportunities, 
Real  Estate,  and 
Positions  Wanted 
See 

Page  1757 
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maximum 

hemoglobin 

production  . . . 
freedom  from 

gastric  distress... 


FERROUS 

GLYCINATE 

-MRT 

(an  original  MRT 
contribution) 


Ferrous  Glycinate-MRT  provides  approximately  8%  more 
available  ferrous  iron  than  ferrous  sulfate  in  addition  to 
glycine,  found  to  be  essential  for  the  production  of  pyrrole 
rings  which  in  turn  form  protoporphyrin,  the  precursor  of 
hemoglobin.1 

Capsules  Ferrous  Glycinate-MRT  contain  ferrous  glycinate 
suspended  in  an  edible  oil,  assuring  passage  through  the 
stomach  without  reaction  and  subsequent  gastric  distress 
. . . Positive  absorption  in  the  intestine. 


Elixir  Ferrous  Glycinate-MRT  is  so  free  from  astringency 
that  it  will  not  curdle  milk  . . . Ideal  as  an  admixture . . . 
Especially  recommended  for  children. 

Each  Capsule  Ferrous  Glycinate-MRT  contains  ferrous  glycinate  100  mg. 
(in  oil)  equivalent  to  25  mg.  ferrous  iron.  Each  teaspoonful  (5  cc.)  of 
Elixir  Ferrous  Glycinate-MRT  contains  183  mg.  ferrous  glycinate  (cor- 
responding to  50  mg.  of  ferrous  iron)  and  10  grains  of  glycine. 

’Shemin,  D.,  and  Rittenberg,  D. : The  Utilization  of  Glycine  for  the 
Synthesis  of  Porphyrin,  J.  Biol.  Chem.,  159:567,  1945 


no  coined  names 


specif  y . 


literature  and  samples  on  request 


MARVIN  R.  THOMPSON,  Inc. 


service  to  medicine 


Stamford , Connecticut 


INDEX  TO  ADVERTISED  PRODUCTS 
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“MEDICATES  THE  DIAPER” 

The  cause  of  ammonia  dermatitis  is 
ammonia  liberated  by  bacterial  de- 
composition of  urinary  urea.  DIAPENE 
— impregnated  into  the  laundered 
diaper  merely  by  rinsing  — checks  the 
particular  bacillus  which  releases  am- 
monia from  the  baby’s  urine.  DIAPENE, 
therefore,  prevents  and  relieves  diaper 
rash  by  eliminating  the  cause. 
IMPORTANT: — DIAPENE  is  as  basically 
necessary  as  baby  oil,  powder  or  oint- 
ment, because  chafing,  prickly  heat, 
allergy  rashes,  etc.,  are  often  aggra- 
vated by  ammoniacal  urine.  DIAPENE  is 
a prophylactic  MUST  for  every  baby! 


For  prevention,  medicate  only  “night”  diapers. 
For  treatment,  medicate  all  the  diapers. 
One  tablet  to  2 qts.  wafer,  a rinse  for  6 diapers. 

Bacteriologically  and  Clinically 
Tested  for  Doctor’s  Use  — 

Copyr.  1947,  H.P.C. 


» , 


Unit  packages  of  20  and  40  tablets. 

Homemakers’  Products  Corporation  Ws-i3  I 
380  Second  Ave.,  New  York  10,  N.  Y. 

Please  send  me,  without  cost,  literature  and  sam- 
ples of  DIAPENE  to  eliminate  cause  of  diaper 
rash  ( ammonia  dermatitis) . 

Dr. ; I 

Address | 

City 


■ Zone - 


-State  - 


J I average- 


-diaper  rash  cases  weekly. 


Aluminum  Penicillin  (Hynson,  Westcott  & 

Dunning,  Inc.) 1666 

Aminoids  (The  Arlington  Chemical  Com- 
pany)   1656 

Antistine  (Ciba  Pharmaceutical  Products, 

Inc.) 2nd  cover 

Argyrol  (A.  C.  Barnes  Company) 1661 

Baxter  Solutions  (American  Hospital  Supply 

Corporation) 1653 

Ca-Ma-Sil  (Ca-Ma-Sil  Company) 1654 

Desoxyn  (Abbott  Laboratories) 1662 

Dexedrine  Sulfate  (Smith,  Kline  & French 

Labs.) 1647 

Diapene  (Homemakers’  Products  Corpora- 
tion;   1672 

Diatrin  (William  R.  Warner  & Co.,  Inc.) . . . 1648 

Edrisal  (Smith,  Kline  & French  Labs.) 1758 

Eskadiazine  (Smith,  Kline  & French  Labs.) . . 1659 

Eskaphen  B Elixir  (Smith,  Kline  & French 

Labs.) 1675 

Ferrous-Glycinate-MRT  (Marvin  R.  Thomp- 
son, Inc.) 1671 

Furacin  Dressing  (Eaton  Laboratories,  Inc.)  1668 

Hydryllin  (G.  D.  Searle  & Co.) 1657 

Lanteen  Diaphragm  (Lanteen  Medical  Labo- 
ratories, Inc.) 1665 

Neo-Synephrine  (Winthrop-Stearns  Inc.) . . . 1655 

Nucarpon  (Standard  Pharmaceutical  Co., 


Obron  (J.  B.  Roerig  and  Company) 1651 

Oliodin  (The  De  Leoton  Company) 1676 

Oreton-M  (Schering  Corporation) 1663 

Paba  Sodium  (Wyeth  Incorporated) 1677 

Pelvicins  (Schenley  Laboratories,  Inc.) 1664 

Pyribenzamine  (Ciba  Pharmaceutical  Prod- 
ucts, Inc.) 1667 

Ray-Formosil  (Raymer  Pharmacal  Company)  1679 

Salinidol  (Doak  Co.,  Inc.) 1670 

Soluthricin  (Sharp  & Dohme) 1680 

Syrup  Choline  Bicarbonate  (Commercial  Sol- 
vents Corporation) 1674 

Theocalcin  (Bilhuber-Ivnoll  Corp.) 1658 

Thepliorin  (Hoffmann-La  Roche  Inc.) 1673 

Zymacaps  (Upjohn  Company) 1669 

ZymenoL(Otis  E.  Glidden  & Co.,  Inc.) 1650 

* Dietary  Foods 

Milk  Stout  (Greenwich  Village  Beverages, 

Inc.) 1670 

Pablum  (Mead  Johnson  & Co.) 4th  cover 

Medical  & Surgical  Equipment 

Diathermy  Apparatus  (The  Liebel-Flarsheim 

Co.) ..: 1652 

Miscellaneous 

Chromograph  (Adlew  Jewelers) 1660 

Cigarettes  (R.  J.  Reynolds  Tobacco  Co.) 1649 

Sheep  Cells  (Certified  Blood  Donor  Service) . . 1660 


drowsiness  minimized 
in  allergy,  therapy . . . 


With  Thephorin.  an  entirely  different 
antihistamine,  drowsiness  is  minimized 
in  the  treatment  of  hay  fever,  atopic 
dermatitis  and  similar  allergies.  Other 
side  reactions  are  reduced  or  completely 
absent.  Because  patients  on  Thephorin 
remain  alert,  there  is  less  risk  of 
drowsiness  while  driving  or  during  other 
daily  activities.  Furthermore,  Thephorin's 
effectiveness  has  been  demonstrated  in 

I 

» more  than  2.000  cases.  Available  in 

I 

25  mg.  tablets  and  as  a palatable  syrup. 

I 

* HOFFMANN -LA.  ROCHE  INC.  • NUTLEY  10  • N.  J. 

I 

I 

I 

l 

Thephorin  . 

• brand  of  phenindamine 


Roche' 
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CHOLINE 


Presenting  the  equivalent  of  12.5  per 
cent  choline  base  or  14.4  per  cent 
choline  chloride,  Syrup  Choline  Bi- 
carbonate-C.S.C.,  an  entirely  new 
choline  preparation  for  therapeutic 
use,  permits  effective  dosage  in  the 
treatment  of  fatty  infiltration  of  the 
liver  and  portal  cirrhosis.  Because  the 
bicarbonate  salt  of  choline  is  unusually 
well  tolerated,  administration  in  the 
recommended  quantity — 6 to  7 Gm. 
daily — rarely  produces  gastric  distress 
or  nausea.  Choline  therapy,  combined 
with  a dietary  high  in  carbohydrate, 
complete  protein  and  B complex  vita- 
mins, may  reverse  the  process  of  lipid 
deposition  in  the  liver,  and  forestall  or 
prevent  the  otherwise  inevitable  final 
stage  of  cirrhosis.  Syrup  Choline  Bi- 
carbonate-C.S.C.,  available  on  pre- 
scription at  all  pharmacies,  is  the  most 
economical  choline  preparation  on  the 
market  today. 


BICARBONATE 


A DIVISION  OF  COMMERCIAL  SOLVENTS  CORPORATION  • 17  EAST  42nd  STREET  • NEW  YORK  17.  N.  Y. 
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why  this  is  the  ideal  phenobarbital  preparation 


for  children  . . 


ESKAPHEN  B ELIXIR 


l 

\ 


\ 


Its  fluid  form 
makes  it  easy 
to  take. 


I G)  i 

104/  1 


Its  good  taste  makes 
it  pleasant  to  take. 


4 


V 


3 
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Its  calming  action 
is  supplemented  by 
the  tone-restoring  effect 
of  thiamine. 


1 
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£ 
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And  this  is  important,  too:  Parents  who  “know  all  about 

phenobarbital” — and  might  be  upset  at  the  idea  of  giving  it 
to  their  children — won’t  know  you  are  prescribing 

phenobarbital  when  you  write  Eskaphen  B Elixir. 


Each  teaspoonful 
(5  cc.)  contains:  . 

phenobarbital  '/4  gr.  j 


and  thiamine  5 mg. 


Smith,  Kline  & French  Laboratories,  Philadelphia 

ESKAPHEN  B ELIXIR 


5 *««*>"*' 
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The  delightfully  palatable 
combination  of 
phenobarbital  and  thiamine 


• 

I • 

» 

} 
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4Z(M  THU  DAY-TO-DAY  NEEDS 


of  our  aged  and  retired  colleagues  in  the  rhedical  pro- 
fession, the  Physicians’  Home  provides  material  assistance, 
quietly  given — gratefully  received. 

Your  regular  contributions,  special  gifts  and  bequests, 
within  and  outside  the  profession,  assure  that  this  work 
will  continue  and  expand. 

The  security  which  the  Physicians’  Home  is  able  to  extend 
to  its  guests  is  a splendid  testimony  to  the  generosity — 
year-by-year — of  the  members  of  the  Medical  Society  of 
the  State  of  New  York. 

PHYSICIANS’  HOME 

FIFTY-TWO  EAST  SIXTY-SIXTH  STREET,  NEW  YORK  21 


For  Head  Colds, 

Crusts,  Dryness  of  the 
Nose  and  Other 
Nasal  Conditions 

0 L I 0 D I N (2  a.  oz.) 

(De  Leoton  Nasal  Oil) 

OLIODIN  produces  a mild  hyperemia  with  an  exudate  of 
serum,  loosening  crusts,  relieving  dryness  and  is  soothing  to 
the  nose  and  throat.  Breathing  is  improved. 

Try  OLIODIN  in  connection  with  forms  of  treatment  you 
may  be  using  in  the  nose,  such  as  tamponage,  sprays,  etc.  and 
note  the  improvement. 


BUY 

SAVINGS  BONDS 


For  The  Eyes 

OPHTHALMIC 

Solution  No.  2 

34  A.  oz. — 2 fl.  oz. 

(De  Leoton  Eye  Drops) 

Sol.  Oxycyanide  of  Mercury  with  Zinc  Sulphate,  Zinc  Phenol- 
sulphonate  and  Boric  Acid  in  Distilled  Water. 

USES:  1.  In  Diplo-bacillus  infections. 

2.  Before  and  after  operations. 

3.  In  chronic  dhtarrhal  conditions  of  elderly  people. 

4.  As  a collyrium  (Eye  Wash). 

6.  To  relieve  irritation  caused  by  wind,  dust,  bright 
lights,  etc.  . 

Write  for  Sampler 

THE  DE  LEOTON  COMPANY 
Box  204,  Capitol  Station  Albany,  N.  Y. 


Classified  Rates 


Rates  per  line  per  insertion: 

One  time $1.35 

3 Consecutive  times.  . . . 1.20 

6 Consecutive  times.  ...  1.00 

12  Consecutive  times.  . . . .90 

24  Consecutive  times.  . . . .85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 

Copy  must  reach  us  by  the  20th  of  the  month  for  issue  o 
First  and  by  the  5th  for  issue  of  Fifteenth. 
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Because  of  its  inhibition  of  rickettsias,  Paba 
has  a very  favorable  effect  on.  Rocky  Moun- 
tain spotted  fever,  murine  typhus  and  related 
infections. 

If  given  early  enough  and  in  adequate  dos- 
age, Paba  shortens  the  course  and  alleviates 
the  symptoms.  Subjective  improvement  is 
dramatic  and  is  noticeable  within  the  first 


IJBU'S 

S00ltlM 


D5Gm 


..fltfCT  Fua"116"1, 


0.5  Gm.  tablets,  bottles  of  1 00 
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Mr.  Micawber  was  only  half- right ! 


Mr.  micawber’s  financial  advice  to 
young  David  Copperfield  is  justly 
famous. 

Translated  into  United  States  currency, 
it  runs  something  like  this: 

“ Annual  income,  two  thousand  dollars; 
annual  expenditure,  nineteen  hundred 
and  ninety-nine  dollars ; result,  happi- 
ness. Annual  income,  two  thousand  dol- 
lars; annual  expenditure,  two  thousand 
and  one  dollars;  result,  misery'' 

But  Mr.  Micawber  was  only  half-right! 

Simply  not  spending  more  than  you  make 
isn’t  enough.  Every  family  must  have  a 
cushion  of  savings  to  fall  back  on . . . and 
to  provide  for  their  future  security. 

U.  S.  Savings  Bonds  offer  one  of  the  best 
ways  imaginable  to  build  savings. 


Two  convenient,  automatic  plans  make 
the  systematic  purchase  of  Savings  Bonds 
both  sure  and  trouble-free: 

1.  If  you  work  for  wages  or  salary,  join 
Payroll  Savings — the  only  installment-buy- 
ing plan. 

2.  If  you’re  in  business,  or  a farmer,  or 
in  a profession,  and  the  Payroll  Savings 
Plan  is  not  available  to  you,  then  sign  up 
at  your  bank  for  the  Bond-A-Month  Plan. 

Each  helps  you  build  a nest  egg  of  abso- 
lutely safe,  100%  government-backed  U.  S. 
Savings  Bonds.  And  these  bonds  make  more 
money  for  you  while  you  save.  For  after 
only  ten  years,  they  pay  you  back  $400 
for  every  $300  you  put  in  them. 

Join  the  Plan  you're  eligible  for  today! 
As  Mr.  Micawber  would  say:  “Result, 
security!” 


AUTOMATIC  SAVING  IS  SURE  SAVING -U.S.  SAVINGS  BONDS 


Contributed  by  this  magazine  in  co-operation  with  the 
Magazine  Publishers  of  America  as  a public  service. 
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In  one  series  of  clinic-treated  cases  of  atrophic; 
hypertrophic  and  mixed  arthritis— with  best  re- 
sults in  hypertrophic  and  fibrositic  types. 


Ray-Formosil  for  intramuscular  injection  is  a clini- 
cally proved,  effective  treatment  for  Arthritis  and 
Rheumatism.  It  is  a non-toxic  and  sterile,  buffered 
solution  containing  in  each  cc.  the  equivalent  of: 

FORMIC  ACID  5 mg. 

HYDRATED  SILICIC  ACID  2.25  mg. 

Descriptive  clinical  literature  will  be  furnished  upon 
request.  If  your  dealer  cannot  supply  you,  order 
direct. 


Supplied  in:  1 cc.  and  2 cc.  Ampuls 

Boxes  of  25,  50,  100 
Price  list  of  other  Raymer  Medicinal* 
will  be  sent  on  request 


RAYMER  PHARMACAL  COMPANY 

PHARMACEUTICAL  MANUFACTURERS  • PHILADELPHIA  34,  PA. 
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new 


Tyrothricin  solution 

ready  for  instant  use! 


Tyrothricin  Ready-for-Use  Solution,  0.05% 


‘SOLUTHRICIN' 

fyrgttiitto  Raadyfeir-Usa  SoMfo  % 
C5  mg.  ptr  cc. 

(mosa  i%)  ;>j 

itofza.  iw***- 
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Development  of  special  laboratory  methods 
by  Sharp  & Dohme’s  Medical  Research  Divi- 
sion has  produced  a new,  solubilized  form  of 
tyrothricin  ready  for  immediate  use,  sterile  at 
time  of  initial  application,  clear  in  appearance, 
stable  at  room  temperature  for  more  than  one 
year,  flocculation  and  precipitation  proof,  idea! 
for  prescription  compounding. 

Soluth hi c.in  Solution  contains  0.5  mg. 
of  solubilized  tyrothricin  per  cc.  (0.05%). 

It  is  approximately  isotonic  with  blood 
serum,  and  has  a surface  tension  of  about  40 
dynes  per  cubic  centimeter. 


Soluthricin  Solution  is  for  topical  use  only 
and  is  administered  by  irrigation,  wet  dressing, 
drops,  spray,  or  by  instillation  in  body  cavities 
not  connected  with  the  blood  stream. 

Soluthricin  Solution  is  indicated  in  treat- 
ment of  external  ulcers,  abscesses  of  the  skin 
and  soft  tissues,  chronic  purulent  otitis  media, 
mastoiditis,  acute  sinusitis,  osteomyelitis, 
empyema,  and  many  types  of  wound  and 
ophthalmic  infections.  Soluthricin  Solution 
is  supplied  in  240-cc.  bottles,  0.5  mg.  of  solu- 
bilized tyrothricin  per  cubic  centimeter. 
Sharp  & Dohme,  Philadelphia  1,  Pa. 
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Draft  Boards  Again 


With  the  passage  of  the  first  selective 
service  legislation  to  operate  in  the  United 
States  in  a time  of  putative  world  peace  (the 
selective  service  bill  of  September  7,  1940, 
was  signed  by  President  Roosevelt  Septem- 
ber 16,  1940,  after  the  war  in  Europe  was 
well  under  way,  Poland  having  been  in- 
vaded September  1,  1939),  the  physicians  of 
this  country  will  once  again  be  called  upon 
to  implement  the  mechanism  of  the  draft.1 
Inductions  will  commence  September  22  of 
this  year,  a date  which  precedes  the  start  of 
the  academic  year  of  virtually  .all  colleges. 
All  men  of  the  ages  o^ eighteen  to  twenty-six 
must  register,  probably  in  the  month  of 
August. 

Proposals  to  extend  the  draft  for  physicians 
and  dentists  to  age  forty-five  were  not  passed. 
Yet  there  are  few  doctors  available  younger 
than  twenty-six,  and  the  draft  contains  pro- 
vision stating  that  no  person  shall  be  inducted 

1 New  York  Times,  June  28,  1948,  p.  0. 


“until  adequate  provision”  has  been  made  for 
“medical  care  and  hospital  accommodations.”1 

In  this  day  and  age  of  super  speeds  and 
elaboration  of  mechanisms  of  all  kinds,  the 
public  is  made  aware  of  the  perfection  of 
things,  devices,  artifacts,  structures.  These 
things  can  be  photographed,  pictorialized, 
described.  Especially  with  respect  to  medi- 
cine, there  exists  the  tendency  to  overempha- 
size the  importance  of  drugs,  apparatus, 
buildings,  and  machinery  and  to  minimize 
the  essential — the  doctor,  the  dens  ex 
machina,  who  must  prescribe  intelligently, 
interpret  the  product  of  the  apparatus 
knowingly,  for  instance,  the  x-ray  film,  and 
make  the  machinery  of  the  draft  of  any 
value. 

Once  again  the  doctors  of  the  nation  are 
to  be  called  upon,  far  in  advance  of  the  date 
inductions  will  start,  to  provide  that  expert 
knowledge  and  skilled  medical  service  with- 
out which  recruitment  for  the  National 
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Guard  and  the  processing  of  selectees  for 
the  armed  forces  would  be  useless.  Tech- 
nical personnel  can  take  x-ray  pictures,  elec- 
trocardiograms, give  enemas  and  hypo- 
dermic injections,  make  electroencephalo- 
grams, operate  diathermy  machines,  and  do 
laboratory  procedures,  but,  to  interpret  all 


these  things  in  terms  of  health  or  morbidity, 
there  is  no  substitute  for  the  doctor,  and  the 
better  trained  and  more  experienced  the 
doctor,  the  better  it  will  be  for  all  concerned. 

We  hope  that  this  will  be  emphasized  in 
the  new  selective  service  program  and  be 
brought  home  to  the  families  of  the  nation. 


Current  Editorial  Comment 


Chemical  Tests  for  Alcoholic  Intoxica- 
tion. The  too  common  practice,  by  those 
on  duty  in  responsible  positions  often  in- 
volving the  use  of  machines  in  industry  or 
on  the  highways,  of  drinking  alcoholic 
liquor  has  raised  many  questions.  When 
is  one  drunk?  At  what  point  does  it  cease 
to  be  amusing  comedy  and  become  instead 
potential  tragedy?  What  are  the  certain 
signs  and  symptoms  of  drunkenness? 
What  is  a good  definition  of  “under  the  in- 
fluence of  intoxicating  liquor?”  Are  there 
tests  and  established  standards  that  point 
the  way  to  answers?  In  a recent  issue  of 
Industrial  Medicine,  R.  N.  Harger  brings 
together  the  latest  data  on  this  live  subject.1 

Interesting  bits  of  information  include 
the  following:  (1)  normal  body  alcohol  is 
infinitesimal  and  may  be  disregarded; 
(2)  from  the  gastrointestinal  tract  of  dogs, 
tjie  absorption  of  alcohol  is  more  than  half 
complete  in  15  minutes,  and  complete  in 
two  hours;  (3)  in  the  body,  alcohol  is  stored 
in  proportion  to  the  wrater  content  of  each 
tissue;  (4)  more  than  90  per  cent  of  this 
stored  alcohol  is  burned  by  the  body  to  car- 
bon dioxide  and  water;  less  than  ten  per 
cent  is  excreted  in  the  urine,  sweat  and 
breath;  (5)  the  average  adult  can  destroy 
in  the  body  about  one-third  fluid  ounce  of 
pure  alcohol  per  hour;  (6)  while  the  effects 
of  alcohol  on  the  digestive  tract,  heart, 
liver,  kidneys,  muscles,  and  the  blood  ves- 
sels of  the  skin  are  important,  the  chief 
effect  is  depression  of  the  central  nervous 
system.  With  increased  concentration  of 
alcohol  in  the  brain,  the  following  stages  of 
central  nervous  system  depression  may  be 
recognized:  (a)  impaired  judgment,  ( b ) 

muscular  incoordination  and  more  marked 
loss  of  self  control,  and  (c)  marked  central 
nervous  system  depression  ranging  from 
slight  stupor  to  surgical  anesthesia. 

1 TTargpr,  R.  N.:  Industrial  Medicine  17:  52  (February) 
1948. 


As  in  serious  or  fatal  cases  of  poisoning 
with  any  one  of  many  drugs,  it  has  become 
the  established  practice,  indispensable  to 
accurate  diagnosis,  to  determine  the 
amount  of  the  drug  or  poison  in  various 
tissues,  so  also  it  has  become  the  accepted 
practice  to  test  for  alcohol  the  tissues  of 
those  suspected  of  intoxication.  This  sub- 
stitutes facts  for  opinions.  The  facts  are 
useful  in  confirming  well  based  opinions. 
In  1935,  the  Arizona  Supreme  Court  gave 
a definition  which  has  been  copied  by 
many  other  state  courts:  “The  expression 
Tinder  the  influence  of  intoxicating  liquor’ 
covers  not  only  all  the  well  known  and 
easily  recognized  conditions  and  degrees  of 
intoxication,  but  any  abnormal  mental  or 
physical  condition  wrhich  is  the  result  of  in- 
dulging in  any  degree  in  intoxicating  liq- 
uors, and  wdiich  tends  to  deprive  him  of 
that  clearness  of  intellect  and  control  of 
himself  which  he  would  otherwise  possess. 
If  the  ability  of  the  driver  of  an  automobile 
has.  been  lessened  in  the  slightest  degree  by 
the  use  of  intoxicating  liquors,  then  the 
driver  is  deemed  to  be  under  the  influence 
of  intoxicating  liquor.  The  mere  fact  that 
the  driver  has  taken  a drink  does  not  place 
him  under  the  ban  of  the  statute  unless  such 
drink  has  some  influence  upon  him,  lessen- 
ing in  some  degree  his  ability  to  handle  said 
automobile.” 

With  that  definition  in  mind,  the  Ameri- 
can Medical  Association  Committee  on 
Street  and  Highway  Accidents  and  the 
National  Safety  Council's  Committee  on 
Tests  for  Driver  Intoxication  made  careful 
studies  of  the  interpretation  of  the  results 
of  these  chemical  analyses.  Both  com- 
mittees followed  three  general  principles: 
(1)  chemical  tests  should  protect  not  only 
the  nondrinker,  but  also  the  mild  drinker 
who  has  not  imbibed  enough  to  be  defi- 
nitely affected;  (2)  any  errors  should  favor 
the  person  being  tested ; and  (3)  allowance 
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must  be  made  for  the  fact  that  some  people 
“carry  their  liquor”  better  than  others. 
In  accordance  with  these  principles,  the 
committees  selected  two  points  in  the  blood 
alcohol  scale:  0.05  and  0.15  per  cent  (50 
mg.  and  150  mg.  per  100  cc.).  Those  two 
points  divide  drinking  drivers  into  three 
groups,  or  zone  I,  zone  II,  and  zone  III. 
The  recommendations  of  the  committees 
for  the  three  zones  are  as  follows:  Zone  I, 
with  a blood  alcohol  of  0.0  to  50  mg.  per  100 
cc.,  shall  be  considered  prima  facie  evidence 
that  the  driver  is  not  under  the  influence; 
Zone  II,  with  a blood  alcohol  of  50  mg.  to 
150  mg.  per  100  cc. — some  drivers  will  be 
under  the  influence,  but  not  all.  Here  the 
recommendation  is  that  the  evidence  be 
considered  relevant,  but  not  prima  facie; 
and  Zone  III,  with  a blood  alcohol  above 
150  mg.  per  100  cc.,  shall  be  considered 
prima  facie  evidence  that  the  driver  is  under 
the  influence.  With  concentrations  of 
blood  alcohol  of  400  mg.  per  100  cc.,  most 
people  would  be  unable  t<3  drive  at  all,  and 
500  mg.  per  100  cc.  is  near  the  lethal  point. 

Of  two  methods  to  determine  the  level  of 
body  alcohol,  the  first  is  a laboratory  pro- 
cedure in  which  the  distillate  from  a body 
material  is  oxidized  with  dichromate  in  1 : 1 
sulfuric  acid,  and  the  excess  of  dichromate 
then  titrated  with  a red  reducing  fluid  con- 
taining methyl  orange  and  ferrous  sulfate 
in  the  same  concentration  of  sulfuric  acid. 
The  method  has  a sharp  end  point,  pos- 
sesses a good  degree  of  accuracy  and  has 
been  widely  used.  The  scarcity  of  trained 
chemists  in  most  police  departments,  how- 
ever, prompted  the  author  and  his  co- 
workers to  develop  a simple  method  of  test- 
ing the  alcohol  content  of  the  breath.  It  is 
a portable  apparatus,  jokingly  called  a 
“drunkometer,”  in  which  the  expired  air  is 
allowed  to  bubble  through  a purple  fluid 
composed  of  1 cc.  of  twentieth  normal  po- 
tassium permanganate  in  3:4  sulfuric  acid. 
The  purple  fluid  absorbs  all  alcohol  from 
the  breath,  reacting  quantitatively  with  the 
alcohol  at  room  temperature.  The  volume 
of  alveolar  air  is  measured  by  simultane- 
ously determining  the  carbon  dioxide,  since 
normal  alveolar  air  contains  close  to  5.5  per 
cent  of  carbon  dioxide.  The  alcohol  con- 
tent of  2,000  cc.  of  alveolar  air  is  equal  to 
that  in  1 cc.  of  blood. 

Testing  subjects  for  steering  and  braking, 
Newman  of  Stanford  University  found 
those  with  blood  alcohol  above  150  mg.  per 
100  cc.  showed  decreases  of  skill  ranging 
from  16  to  24  per  cent.  Goldberg  of  Swe- 


den found  universal  detrimental  effects  of 
blood  alcohol  above  150  mg.  per  100  cc.,  and 
definite  adverse  effects  with  concentrations 
considerably  below  that  point.  The  stud- 
ies of  Holcomb  at  Northwestern  Univer- 
sity show  that  a driver  with  a blood  alcohol 
in  zone  III  (above  150  mg.  per  100  cc.)  has 
increased  his  probability  of  an  accident 
fifty-five-fold,  on  the  average. 


Where  Is  It?  $10,200,800,000  has  been 
paid  into  the  Social  Security  Administration 
in  eleven  years  and  $849,000,000  collected 
in  interest.  Benefits  paid  total  $1,689,600,- 
000  and  administrative  costs  $246,000,000. 
The  kitty  remaining  is  over  nine  billion. 
Where  do  you  suppose  it  is? — From  the  News 
Letter,  American  Medical  Association,  April 
8,  1948 


There  Is  a Need.  A report  from  the 
New  York  State  Nurses  Association  calls 
attention  to  the  lamentable  need  for  men 
nurses  in  the  profession.  The  covering 
letter  states,  “We  believe  that  the  survey 
shows  that  more  young  men  should  be  re- 
cruited into  the  profession  of  nursing.” 
With  this  conclusion  we  agree. 

World  War  II  has  acquainted  all  ranks  of 
life  with  the  fact  that  men  are  as  capable  of 
looking  after  men  as  women  are,  and,  in 
many  instances,  far  better  qualified  to  do  so. 

We  are  constrained  to  point  out  that  the 
nursing  profession  starts  out  with  a handi- 
cap. It  is,  in  the  public  mind,  a unisexual 
profession.  In  the  dictionary’s  order  of 
definition  a nurse  is  primarily  a “wet  nurse.” 
Secondarily,  a nurse  is  the  woman  employed 
in  a nursery  to  keep  squalling  brats  in  order. 
She  then  ministers,  with  various  good  offices, 
at  the  bedside  of  the  dying.  In  every  one  of 
these  capacities,  she  is  a woman.  The  few 
instances,  with  some  reservations,  in  which  a 
man  is  employed  in  a nurse’s  capacity  are  in 
iwsane  asylums;  in  this  case  he  is  hired  be- 
cause of  his  superior  physical  strength.  A 
profession  handicapped  with  such  a title  is 
not  likely  to  appeal  to  a normal  man.  He 
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will  not  wish  to  bear  a title  that  suggests 
that  he  is  either  a woman  or  a bruiser. 

In  the  anned  services  it  is  less  embarrass- 
ing, when  in  need  of  the  attention  that  the 
early  hours  of  the  morning  call  for,  to  shout 
for  “Sister,”  rather  than  for  “Miss”  or 
“Lieutenant.”  Such  ministrations  should 
be  as  impersonal  as  possible,  and,  after  a few 
tiies,  “Sister”  comes  trippingly  off  thetongue. 

The  report  points,  out  that  in  the  nursing 
profession,  as  in  many  another,  men  were  the 
first  practitioners.  They  were  friars  who 
left  their  monasteries  to  go  into  the  highways 
and -byways  to  seek  out  and  minister  to  the 
sick.  They  brought  them  into  the  shelters 
that  they  could  provide.  Such  were  known 
as  “hospices,”  later  as  “hospitals,”  or 
“friendly  places  for  the  reception  of  guests.” 
The  friars  were  known  as  “Brothers.” 

We  do  not  think  men  can  be  recruited  to 
the  ranks  of  nursing  by  reverting  to 
their  medieval  appellation  of  “Brother.” 
However,  most  of  our  readers  will  probably 
agree  that  few  men  will  wish  to  enter  a pro- 
fession in  which  they  are  called  “Nurse.” 

The  nursing  profession  is  as  firmly  en- 


trenched in  the  hands  of  women  as  the  medi- 
cal profession,  fifty  years  ago,  was  in  the  hands 
of  men.  Men  have  let  the  bars  down,  at 
least  to  a certain  extent,  to  women.  In  the 
case  of  the  nursing  profession  we  urge  women 
to  do  likewise.  * There  are  many  things  that 
men  can  do  for  men  that  women  cannot. 
We  submit  that  certain  sex  prejudices  are 
not  only  right  but  proper.  There  are  serv- 
ices that  men  only  should  do  for  men. 
Everyone  who  served  in  the  recent  war  will 
testify  to  what  the  Medical  Corpsmen, 
under  the  direction  of  their  women  officers, 
did  for  the  sufferers  of  their  own  sex. 

The  profession  of  a male  nurse  should  fill 
many  wants  that  are  now  outstanding. 
Training  should  lead  to  continual  advance- 
ment in  his  profession  provided  the  candi- 
date engaging  in  it  comes  in  contact  with  men 
and  women  of  sympathetic  comprehension. 

The  problem  is  one  for  the  New  York 
State  Nurses  Association.  Admit  men  to 
work  with  you  on  equal  terms,  invent  a title 
for  them  that  does  not  make  them  feel 
inferior,  and  you  will  have  done  something 
real  for  the  improvement  of  society. 
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Date 

Branch 

Place  of  Meeting 

Time 

September  14 

Fifth 

Watertown 

Afternoon  and  evening 
(dinner) 

September  16 

Eighth 

Batavia 

Afternoon  and  evening 
(dinner) 

September  23 

Third. 

Parrott  House, 
Schoharie 

Morning  and  afternoon 
(luncheon) 

September  24  and  25 

Fourth 

Saratoga  Springs 

Friday  afternoon,  Sat- 
urday morning  (din- 
ner Friday  evening) 

September  30 

Seventh 

Veterans’  Hospital, 
Canandaigua 

Morning  and  afternoon 
(luncheon) 

October  6 

Sixth 

Binghamton 

Afternoon  and  evening 
(dinner) 

October  20 

Second 

Garden  City  Hotel, 
Garden  City 

Morning  and  afternoon 
(luncheon) 

October  26 

First 

Newburgh 

Afternoon  and  evening 
(dinner) 

Scientific  Articles 


THE  INCIDENCE  OF  PULMONARY  TUBERCULOUS  “SPREADS”  ' 
FOLLOWING  THORACIC  SURGERY  AND  ANESTHESIA 

William  M.  Parke,  Jr.,  M.D.,*  Edward  R.  Loftus,  M.D.,  and  Harold  F.  Bishop,  M.D., 
Valhalla,  New  York 

(From  the  Divisions  of  Anesthesiology  and  Tuberculosis,  Grasslands  Hospital ) 


IN  A previous  report,  the  effects  of  anesthesia 
and  surgery  on  patients  with  pulmonary  tuber- 
culosis were  analyzed  in  reference  to  postopera- 
tive dissemination  of  the  pulmonary  disease.1 
Two  hundred  eighty-two  anesthetic  administra- 
tions for  nonthoracic  procedures  were  studied. 
The  incidence  of  postoperative  spread  was  found 
to  be  10.9  per  cent. 

This  paper  is  a similar  statistical  review  of  the 
incidence  of  pulmonary  tuberculous  spreads 
following  thoracic  surgery.  Figures  will  be 
stated  in  reference  to  patient  groups.  However, 
most  of  the  statistical  percentages  were  determined 
on  the  basis  of  numbers  of  operations  (rather 
than  numbers  of  patients).  Eight  hundred  five 
anesthetic  administrations  were  performed  on  367 
patients  between  the  years  1932  and  1947  in  one 
hospital.  All  the  procedures  were  done  on 
patients  with  active,  moderately  or  far-advanced, 
cavitary  disease. 

The  criterion  selected  for  determining  the 
presence  of  a spread  of  the  disease  in  the  lung  is 
x-ray  evidence  of  an  infiltration  that  persists  or 
progresses  over  a period  of  at  least  a month  post- 
operatively.  This  criterion  has  been  employed 
in  the  entire  study.  Sputum  volume  and  bacil- 
lary count  are  inaccurate  measurements  of  the 
presence  or  extent  of  dissemination.  The  begin- 
ning collapse  of  tuberculous  cavities,  in  which 
large  numbers  of  organisms  are  present,  and  the 
resultant  emptying  of  these  cavities  increase,  at 
least  temporarily,  the  sputum  volume  and  the 
Gaffky  count.  This  response  may  be  transient. 
Persistently  positive  sputum  for  several  months 
into  the  postoperative  period  may  indicate  dis- 
semination or  residual  cavitation.  These  re- 
sponses have  been  considered  indicative  of  dis- 
semination, but  the  correlation  between  effect 
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and  significance  has  caused  them  to  be  discarded 
on  the  basis  of  inaccuracy. 

Literature 

In  the  past,  a great  deal  of  controversy  has 
existed  regarding  anesthesia  for  patients  with 
pulmonary  tuberculosis,  particularly  those  with 
active  disease  such  as  the  patients  who  present 
themselves  for  thoracoplasty. 

Prejudice  has  existed  against  the  use  of  ether  in 
this  regard.  Apparently,  the  basis  for  that 
prejudice  against  ether  for  such  patients  arose 
from  papers  written  three  decades  ago  and  were 
based  on  observation  of  open  cone  or  drop  ether. 
Beecher  has  amply  pointed  out  that  the  preju- 
dice against  ether  is  unwarranted  and  that  three 
groups  of  workers  have  attacked  this  problem 
experimentally,  and  not  one  was  able  to  substan- 
tiate the  prejudice  against  ether.2 

Very  little  has  appeared  in  the  literature  regard- 
ing dissemination  of  pulmonary  tuberculosis 
following  surgery.  The  four  following  authors 
have  mentioned  this  complication  in  relation  to 
thoracoplasty : 

In  16  (10.7  per  cent)  of  the  150  patients  under- 
going 430  thoracoplasties,  Harrison  and  Berry 
found  that  there  was  some  degree  of  spread  of  the 
disease  following  operation  (accounting  for  two 
deaths)  and  a total  of  eight  deaths  during  several 
months  postoperatively.3  They  state  that  the 
majority  of  these  spreads  were  transitory,  that 
four  spreads  were  ipsilateral,  nine  contralateral, 
and  three  not  stated.  In  1941,  Adams  and 
Dufault  observed  12  pulmonary  exacerbations 
(4.9  per  cent)  within  two  months  of  241  consecu- 
tive thoracoplasties.4  Seven  were  ipsilateral, 
and  five  were  contralateral.  In  three  of  these 
cases,  contralateral  disease  was  present  preopera- 
tively.  Schaffner  and  Found,  in  discussing  their 
use  of  spinal  anesthesia  for  335  thoracoplasties, 
encountered  ten  postoperative  spreads  (3  per 
cent).6  Eight  of  these  spreads  occurred  in  the 
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opposite  lung,  and  two  occurred  in  pre-existing 
disease.  In  1941,  Cullen  and  his  associates  re- 
ported on  their  experiences  with  nitrous  oxide 
anesthesia  for  148  thoracoplasties  on  73  patients.6 
Two  spreads  (1.4  per  cent)  and  two  deaths  oc- 
curred in  this  small  series. 

Spreads 

In  this  series  of  805  procedures,  81,  or  10  per 
cent,  showed  evidence  of  various  degrees  of  spread 
in  the  postoperative  period.  Eleven  of  those 
that  spread  died  within  a month  following  opera- 
tion because  of  the  spread.  Twenty-eight  had 
extensions  of  major  proportion,  while  another  19 
showed  slight  but  definite  evidence  of  dissemina- 
tion. The  remaining  23  had  x-ray  evidence  of 
spread  within  one  month  which  began  to  clear 
shortly  thereafter. 

Tubercle  bacilli  were  found  to  be  present  in  the 
sputum  at  the  time  of  operation  609  times  (75.6 
per  cent).  Of  the  81  instances  of  spread,  74,  or 
91.3  per  cent,  had  positive  sputum  at  the  time  of 
operation.  In  other  words,  74  spreads  occurred 
following  609  operations  on  patients  with  positive 
sputum,  an  incidence  of  12  per  cent.  Seven 
spreads  occurred  following  196  operations  in 
patients  with  negative  sputum,  an  incidence  of 
3.6  per  cent. 

A slightly  higher  incidence  of  spread  is  noted  in 
men  than  in  women.  Ten  and  six-tenths  per 
cent  of  the  men  showed  postoperative  dissemina- 
tion, while  9.3  per  cent  of  the  women  spread. 

A review  of  racial  distribution  revealed  that 
most  of  the  patients  are  white,  with  an  incidence 
of  spread  of  8.8  per  cent.  The  Negro  patients 
made  up  16  per  cent  of  the  total  number  and  had 
a higher  incidence  of  spread  (18.9  per  cent). 
Also,  it  was  observed  that  the  spreads  found  in 
the  Negro  group  were  more  extensive  and  of  a 
more  malignant  character.  Only  eight  Oriental 
patients  were  in  the  series.  Three  of  these  spread 
in  the  postoperative  period. 

Postoperative  Deaths 

In  the  entire  series,  27  patients  (3.3  per  cent) 
died  in  the  postoperative  period  (up  to  forty- 
seven  days).  No  patient  died  during  operation. 
In  11  of  these  cases,  extension  of  the  pulmonary 
tuberculosis  was  considered  the  cause  of  death. 
In  this  group,  death  occurred  from  the  third  to 
the  forty-seventh  postoperative  day.  All  but 
two  of  these  had  positive  sputum  at  the  time  of 
operation  and  developed  bronchogenic  spreads, 
usually  massive  in  character.  The  two  patients 
with  negative  sputum  developed  hematogenous 
dissemination,  which  caused  tuberculous  meningi- 
tis in  one  case  and  generalized  miliary  tuberculosis 
in  the  other,  and  death  occurred  approximately 


five  weeks  postoperatively  in  each  case.  The 
next  largest  group,  five,  died  in  shock  on  the  first 
to  the  third  postoperative  day.  Four  of  the  five 
deaths  in  this  category  occurred  over  ten  years 
ago,  when  blood  was  not  readily  available  and 
oxygen  was  not  used  routinely  postoperatively. 
Three  patients  developed  bronchopneumonia  and 
died  within  one  week. 

The  remaining  eight  patients  died  as  a result  of 
various  complications,  as  follows : 

1.  One  patient  had  a sudden  hemorrhage  into 
the  bronchotracheal  tree,  causing  obstruction 
eight  hours  postoperatively. 

2.  One  patient  developed  a gradual  obstruc- 
tion of  the  bronchotracheal  tree  with  mucopuru- 
lent material  in  spite  of  persistent  endobronchial 
aspiration.  The  patient  refused  to  cough  and 
died  on  the  fourth  postoperative  day. 

3.  Sudden  death  in  one  patient  on  the  sixth 
postoperative  day  was  due  to  pulmonary  artery 
thrombosis. 

4.  A sudden  fatal  hemorrhage  in  one  patient 
occurred  on  the  forty-first  postoperative  day 
caused  by  erosion  and  rupture  of  the  left  axillary 
artery. 

5.  One  patient  developed  pulmonary  edema 
on  the  third  postoperative  day,  and  in  spite  of 
therapy  he  expired  on  the  eleventh  postoperative 
day. 

6.  One  patient  developed  mediastinal  emphy- 
sema, most  marked  on  the  fifth  day,  which  failed 
to  respond  to  treatment.  This  patient  died  on 
the  tenth  postoperative  day. 

7.  One  patient  died  on  the  fourth  postopera- 
tive day  with  marked  paradoxical  respiration  and 
mediastinal  herniation  following  the  resection  of 
five  ribs. 

8.  One  patient  with  poor  respiratory  reserve 
developed  marked  dyspnea,  refused  oxygen 
therapy,  and  died  on  the  twenty-sixth  postopera- 
tive day. 

Chronologic  Review 

As  it  has  been  stated,  805  major  thoracic  surgi- 
cal procedures  were  carried  out  on  patients  with 
pulmonary  tuberculosis  in  the  sixteen-year  period 
from  1932  through  1947.  A majority  of  these 
(755)  consisted  of  various  stages  of  thoracoplasty, 
while  the  remaining  50  included  lobectomies, 
cavernostomies,  thoracotomies,  and  extrapleural 
pneumothorax. 

Thirty-six  different  combinations  of  anesthetic 
agents  and  technic  were  employed.  Many  were 
tried  only  once  or  twice  and  were  discarded  be- 
cause they  were  not  safe,  adequate,  or  satisfactory 
in  some  respect.  In  general,  four  definite  phases 
of  anesthesia  procedure  may  be  seen  in  reviewing 
this  series. 
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The  first  phase  lasted  four  years  (1932  to  1935), 
during  which  time  158  procedures  were  done. 
Local  anesthesia  alone  was  used  at  first,  but  soon 
this  was  used  in  conjunction  with  nitrous  oxide 
and/or  avertin,  and  by  the  end  of  this  period  the 
local  infiltration  was  eliminated  except  occasion- 
ally when  it  was  used  alone  for  “poor  risk  pa- 
tients.” The  incidence  of  spread  in  this  period 
was  9.5  per  cent. 

In  the  second  phase,  lasting  two  years  (1936  to 
1937),  113  operations  were  recorded.  . Cyclopro- 
pane was  introduced  and  used  with  avertin  on  most 
of  these  occasions.  Also,  for  the  first  time  in  this 
series,  endotracheal  tubes  were  employed.  Eight 
and  eight-tenths  per  cent  showed  spread  in  the 
immediate  postoperative  course  in  this  two-year 
period. 

In  the  third  phase,  which  lasted  eight  years 
(1938  to  1945),  410  operations  were  performed 
with  an  incidence  of  spread  of  10.9  per  cent.  Al- 
though there  were  some  variations,  inhalation 
technic  employing  an  endotracheal  tube  and 
cyclopropane  was  the  anesthesia  for  most  of 
these  procedures.  It  was  at  the  midpoint  in  this 
eight-year  period  that  the  hospital  opened  its 
own  blood  bank  and  blood  became  more  readily 
available.  Up  until  this  occurred,  patients  were 
often  transfused  preoperatively  in  preparation  for 
surgery,  but  no  blood  was  given  postoperativ'ely 
or  during  operation,  unless  other  attempts  at 
replacement  failed.  Since  that  time,  blood  has 
been  made  available  to  the  patients  not  only  pre- 
operatively but  has  been  administered  during 
and  after  operation. 

The  fourth  and  last  phase  of  this  chronologic 
review  lasted  two  years  ( 1946  to  1947)  and  includes 
124  procedures.  The  change  in  anesthesia  which 
typified  this  particular  period  was  the  use  of 
ether  as  the  chief  agent  for  maintenance  during 
surgery  following  a cyclopropane  induction. 
Endotracheal  tubes  were  used  routinely.  The 
use  of  intravenous  procaine  during  and  after 
operation  was  initiated  ih  this  period  to  afford 
relief  from  postoperative  pain  wi-th  retention  of 
cough  reflex.  The  incidence  of  spread  during  the 
immediate  postoperative  course  in  this  two-year 
period  was  8 per  cent. 

Anesthesia 

Thirty-six  different  combinations  of  anesthetic 
agents  and  technics  were  employed.  Seven 
hundred  eighty-three  were  general  in  type,  while 
22  were  regional  or  local  without  any  supplemen- 
tary general  anesthesia.  No  spreads  occurred  in 
the  latter  group. 

Endotracheal  tubes  were  used  in  494  anesthetic 
administrations  with  an  incidence  of  10.9  per 
cent  spread.  No  tube  was  employed  in  the  re- 


maining 289  general  anesthetics.  In  this  group, 
the  incidence  of  spread  was  9.3  per  cent. 

Anesthetic  drugs  used  included  cyclopropane, 
avertin,  nitrous  oxide,  ether,  ethylene,  chloro- 
form, sodium  pentothal,  evipal,  and  procaine. 

In  an  effort  to  determine  which  agent,  if  any, 
was  associated  with  a particularly  high  incidence 
of  spread  of  the  pulmonary  disease,  the  anesthetic 
drugs  were  considered  separately.  The  follow- 
ing analysis  indicates  the  number  of  times  that  a 
particular  drug  was  used  alone  or  in  conjunction 
with  other  agents. 

Cyclopropane  was  used  598  times  with  an 
incidence  of  10.2  per  cent  spread.  Avertin  was 
used  221  times  with  an  incidence  of  11.3  per  cent 
spread.  Nitrous  oxide  was  used  168  times  with 
an  incidence  of  10.6  per  cent  spread.  Ether  was 
used  107  times  with  an  incidence  of  5.6  per  cent 
spread.  Procaine  (local,  etc.)  was  used  117  times 
with  an  incidence  of  11.1  per  cent  spread.  The 
remaining  agents,  ethylene,  chloroform,  sodium 
pentothal,  and  evipal  were  used  too  seldom  to 
evaluate  their  effects. 

Summary  and  Conclusions 

1.  An  analysis  of  805  anesthetic  administra- 
tions for  thoracic  surgery  in  the  treatment  of 
pulmonary  tuberculosis  is  presented. 

2.  These  procedures  were  completed  during 
the  sixteen-year  period  from  1932  to  1947. 

3.  Chronologically,  the  series  fell  into  four 
phases,  each  characterized  by  a particular  form  of 
anesthesia.  These  phases  and  results  are  de- 
scribed. 

4.  In  an  effort  to  determine  whether  post- 
operative pulmonary  disseminations  are  related  to 
the  use  of  specific  drugs  or  technics,  these  various 
factors  were  analyzed  and  the  results  are  pre- 
sented : 

It  was  found  that  10  per  cent  of  the  entire  series 
of  anesthetic  administrations  showed  evidence  of 
varying  degrees  of  dissemination,  although  there 
was  no  appreciable  difference  in  the  percentage  of 
dissemination  between  men  and  women.  How- 
ever, the  incidence  of  spread  in  Negroes  was 
approximately  twice  that  found  in  white  patients. 

5.  The  predominant  number  of  spreads  were 
found  among  those  patients  with  tubercle  bacilli 
in  their  sputum  at  the  time  of  operation. 

6.  No  particular  anesthetic  drug  or  technic 
was  found  to  be  responsible  for  spread. 

7.  The  incidence  of  pulmonary  tuberculous 
spreads  following  805  thoracic  operations  was 
found  to  be  the  same  as  the  incidence  following 
282  nonthoracic  procedures  in  patients  with 
pulmonary  tuberculosis. 
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Discussion 

Edward  R.  Loftus,  M. D., Valhalla  (By  invitation). 
— Patients  undergoing  thoracic  surgery  do,  of  neces- 
sity, accept  a greater  risk  of  dissemination  than  in 
other  types  of  procedures.  The  most  common  form 
of  dissemination  is  bronchogenic.  This  form  of  ex- 
tension is  facilitated  by  overmedication  preopera- 
tively  with  loss  of  cough  reflex  and  pooling  of  infected 
secretions  to  the  dependent,  healthier  lung.  The 
position  that  must  be  assumed  by  the  patient  on 
the  operating  table  allows  drainage,  carrying  infected 
sputum,  to  the  healthier  lung.  The  early  popularity 
of  local  anesthesia  was  in  great  part  due  to  preser- 
vation of  the  cough  reflex. 

The  presence  of  secretions,  which  may  be  appreci- 
ably increased  postoperatively  following  collapse  of 
cavitational  disease,  is  a most  important  reason  for 
bronchogenic  dissemination.  Thus,  the  special 
importance  of  frequent  suction  during  surgery  with 
complete  evacuation  of  the  tracheobronchial  tree 
postoperatively,  preferably  by  endotracheal  tube  or 
by  bronchoscopic  means,  is  realized. 

There  is  another  mechanism  in  operation  which  js 
not  emphasized  as  much  as  these  well-known  factors. 
The  risk  of  dissemination  is  also  dependent  in  part 
upon  altered  respiratory  physiology  and  changes  in 
the  mechanics  of  respiration.  With  the  loss  of  a 
portion  of  the  thoracic  cage,  there  is  present  in  every 
case  some  degree  of  paradoxical  respiration.  The 
intrapulmonary  pressure  in  the  diseased  lung  is 
transiently  decreased  over  that  of  the  contralateral 
lung  at  the  beginning  of  expiration.  There  is  also  a 
lag  of  air  flow  to  this  region  on  both  inspiration  and 
expiration,  which  is  attributed  to  the  lack  of  support 
of  the  chest  wall. 

This  allows  infected  material  to  be  carried  farther 
out  into  the  pulmonary  parenchyma.  With  the  loss 
of  normal  lung  resiliency  due  to  disease,  therefore, 
neither  expiration  nor  inspiration  will  facilitate 
expulsion  of  infected  sputum.  If  the  mediastinum  is 
labile  and  the  chest  wall  firmly  supported,  wide 
fluctuations  of  the  mediastinum  may  occur,  resulting 
in  flutter  or  pendulum  breathing.  This  tends  to 
diminish  the  ventilatory  efficiency  of  the  healthier 
lung,  placing  it  under  greater  strain  and  allowing 
infected  sputum  to  remain  in  the  bronchial  tree  even 
in  the  presence  of  an  active  cough  reflex.  In  reality 


this  process  is  a problem  for  the  surgeon.  It  func- 
tions dangerously  only  when  the  chest  wall  loses  its 
support  after  the  resection  of  more  than  four  ribs. 

The  type  of  anesthesia  apparently  does  not  play  a 
major  role  in  the  cause  of  dissemination.  Ether  has 
been  condemned  by  some  on  the  basis  that  it 
markedly  increases  the  amount  of  secretion.  The 
incidence  of  postoperative  dissemination  has  been 
variously  quoted  from  4 to  15  per  cent.  In  a recent 
report  of  the  Veterans  Administration,  the  incidence 
of  extension  of  pulmonary  tuberculosis  in  moderately 
advanced  and  far-advanced  disease  on  bed  rest  alone 
was  approximately  8 per  cent.  Therefore,  an  over- 
all percentage  of  10  per  cent  would  warrant  the  risk 
when  the  possibility  of  complete  control  of  the  dis- 
ease now  approaches  85  per  cent. 

In  the  chronologic  review  of  thoracic  surgery  and 
anesthesia  over  the  past  sixteen  years,  the  major 
advances  have  been  in  technic. 

Perhaps  now  another  phase  has  been  entered  in 
which  the  emphasis  will  be  placed  upon  preoperative 
and  postoperative  use  of  streptomycin  in  selected 
cases.  This  drug  will  probably  alter  the  existing 
percentages  of  dissemination  to  some  degree.  It 
should  not,  however,  be  used  routinely  in  prepara- 
tion for  thoracoplasty.  It  has  been  shown  that  90 
per  cent  of  patients  operated  had  not  had  postopera- 
tive dissemination,  and  it  would  appear  unwise  to 
use  a drug  with  limited  value  and  toxic  manifesta- 
tions and  run  the  risk  of  developing  a resistant  strain 
of  organism  when  the  use  of  the  drug  may  be  valu- 
able at  a later  date. 

However,  streptomycin* appears  to  have  a definite 
place  in  the  control  of  exudative  disseminations  be- 
fore surgery  and  in  those  instances  in  which  a spread 
may  occur  postoperatively. 
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ARMY  SYPHILIS  RECORDS 
The  Veterans  Administration  has  in  its  custody 
the  majority  of  syphilis  records  of  those  Army 
personnel  who  were  treated  for  this  disease  while  in 
active  service  and  in  many  instances  can  procure 
informative  data  from  the  syphilis  records  of  other 
than  Army  personnel.  It  is  thought  that  many 
physicians  treating  veterans  for  syphilis  as  private 
patients  would  find  a r&ume  of  the  syphilis  record 
useful,  since  the  details  of  treatment,  results  of 
spinal  fluid  examinations,  and  blood  serologies  are 
incorporated  in  the  records.  R&sumds  of  these 
records  are  available  to  physicians  who  are  treating 
such  veterans,  provided  authorization  for  the  re- 


lease of  the  data  is  given  by  the  veteran.  Requests 
for  the  r6sumes,  accompanied  by  an  authorization 
for  the  release  of. the  data,  dated  and  signed  by  the 
veterans,  should  be  addressed  to  the  Dermatology 
and  Syphilology  Section,  Veterans  Administration, 
Munitions  Building,  Washington  25,  D.C.  It  is 
most  important  that  the  veteran’s  service  serial 
number  and  other  identifying  information,  such  as 
the  date  of  enlistment,  the  date  of  discharge,  rank, 
and  organization  be  included. 

Ordinarily,  the  r6sum6s  can  be  furnished  in  ap- 
proximately two  weeks  from  the  date  of  the  receipt 
of  the  request  and  signed  authorization. 


THE  INTRATHECAL  USE  OF  PITRESSIN  FOR  THE  PROLONGATION 
OF  SPINAL  ANESTHESIA 


Oscar  H.  Stover,  M.D.,  Buffalo,  New  York 
{From  the  Deaconess  Hospital) 

HE  ATTEMPT  to  find  a drug  which  may  be 
added  to  a solution  of  a local  anesthetic  to 
prolong  its  action  is  certainly  not  new.  From 
the  very  early  days  of  local  anesthesia  it  was  soon 
apparent  that  this  was  a desirable  attainment. 
The  anesthetic  action  of  a solution  may  be  pro- 
longed by  any  means  which  delays  its  absorption 
from  the  area  in  which  it  has  been  placed. 

The  most  obvious  way  to  accomplish  this  was 
by  mechanically  decreasing  the  blood  supply  to 
the  area.  In  the  case  of  the  extremities  this 
could  be  done  through  the  use  of  a tourniquet. 
In  other  locations  it  was  far  more  difficult  to 
accomplish.  Also,  this  method  was  unpleasant 
for  the  patient  and  tended  to  engorge  the  operat- 
ing field. 

At  one  time,  local  applications  of  cold,  pro- 
duced by  an  ethyl  chloride  spray,  were  success- 
fully used  to  prolong  cocaine  anesthesia.  This 
was  merely  another  way  of  reducing  the  blood 
supply  to  a certain  localized  area,  thus  keeping 
the  solution  concentrated  in  the  locale  where  it 
was  injected.  Not  only  was  the  action  of  cocaine 
lengthened,  but  a decided  increase  in  its  action 
was  produced.  Wiener,  Schleich,  and  others 
used  this  method  to  produce  anesthesia  for  the 
extraction  of  teeth.  It  was  also  discovered  that 
under  these  conditions  more  dilute  solutions 
could  be  used. 

Another  way  to  lengthen  the  effect  of  a local 
anesthetic  is  to  add  some  substance  to  the  solu- 
tion which  will  delay  absorption  of  the  drug. 
Braun  used  suprarenin  in  1903  to  lengthen  anes- 
thesia and  reduce  toxicity.  It  produced  an  area 
of  local  anemia,  thus"  delaying  the  absorption  of 
the  anesthetic  solution,  thereby  increasing  its 
length  and  also  reducing  its  toxicity.  In  Shield’s 
English  translation  of  Braun’s  work,  Local  Anes- 
thesia, many  of  these  early  experiments  are  de- 
scribed.1 In  summing  up  the  results  of  his  experi- 
ments Braun  says  that  the  anesthetic  properties 
of  novocaine  are  enormously  increased  by  the 
addition  of  suprarenin. 

To  anyone  who  administers  spinal  anesthesia, 
the  period  of  action  of  the  drug  used  often  be- 
comes the  factor  determining  whether  or  not 
spinal  anesthesia  shall  be  employed.  There  are  a 
number  of  drugs  used  to  produce  spinal  anesthe- 

Presented  at  the  142nd  Annual  Meeting  of  the  Medical  So- 
ciety of  the  State  of  New  York,  New  York  City,  Section  on 
Anesthesiology,  May  19,  1948. 


sia.  These  drugs  differ  somewhat  as  regards 
margin  of  safety  and  duration  of  action.  It  is 
well  known  that  other  agents  produce  longer 
spinal  anesthesias  than  procaine,  but  it  has  been 
established  that  of  all  the  agents  used,  procaine  is 
one  of  the  safest,  ^outhworth  and  Hingson  state 
that  a duration  of  time  up  to  one  hour  may  be 
obtained  using  procaine  as  the  anesthetic  agent.2 
A great  many  operations  exceed  this  time.  Often 
because  of  this,  the  operator  must  hurry  or  must 
use  an  agent  other  than  procaine.  He  may  be 
forced  to  supplement  some  other  type  of  anesthe- 
tic to  complete  the  surgical  procedure.  An  in- 
creased anesthesia  time  using  procaine  as  an 
anesthetic  would  definitely  be  desirable. 

Suprarenin  was  the  first  substance  used  intra- 
thecally  to  prolong  the  duration  of  anesthesia. 
This  was  done  many  years  ago  by  Doenitz  when 
he  compared  the  action  of  cocaine  solutions  with 
that  of  cocaine  and  suprarenin  injected  into  the 
spinal  canal  of  cats.1  He  felt  that  the  anesthesia 
time  was  lengthened  and  that  the  toxic  reactions 
of  cocaine  solutions  were  not  only  delayed  but 
diminished. 

In  1927  Pitkin  introduced  spinocaine  in  a 
successful  attempt  to  increase  the  length  of  time 
of  spinal  anesthesia  through  the  use  of  novocaine. 
This  increased  length  of  anesthesia  was  accom- 
plished by  the  addition  of  starch  in  the  form  of 
gliadin,  which  had  the  effect  of  slowing  the  dif- 
fusion of  the  solution  in  the  spinal  fluid  and  de- 
laying its  release  to  the  nerve  tissues.  The  dura- 
tion of  anesthesia  was  prolonged  over  that  of 
plain  solutions  of  procaine.  The  recommended 
dose  was,  however,  considerably  greater  than  the 
ordinary  plain  solution,  and  this  may  in  part 
account  for  the  increased  length  of  anesthetic 
time. 

In  1940,  Lemmon  reported  a method  of  con- 
tinuous spinal  anesthesia  by  the  injection  of  addi- 
tional doses  of  procaine  as  needed  through  a 
needle  left  in  the  canal.3  By  this  method  anes- 
thesia was  prolonged  indefinitely.  It  requires  a 
special  technic  and  apparatus,  however.  As- 
sociated with  this  method  are  always  the  possi- 
bilities of  complications  such  as  the  displacement 
of  the  needle,  the  introduction  of  trauma,  or  infec- 
tion. | 

In  1947,  Romberger  and  Ratcliff  mention  using 
adrenalin  and,  subsequently  ephedrine,  in  a series 
of  cases.4  They  report  a measurably  prolonged 
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anesthesia  time  by  the  addition  of  these  drugs. 
Anesthesia,  however,  came  on  slowly. 

In  1935,  I became  interested  in  the  possibility 
of  prolonging  the  effects  of  procaine  intrathecally. 
Adrenalin  was  used  in  a few  cases,  but  I was  con- 
cerned about  producing  too  great  an  ischemia  in 
the  cord  and  thus  doing  some  permanent  damage. 
There  was  also  a question  of  the  possibility  of  an 
excessive  rise  in  blood  pressure. 

About  this  time  I was  interested  in  pitressin. 
Pitressin  is  an  aqueous  solution  of  the  pressor- 
diurectic-oliguric  fraction  of  the  posterior  pitui- 
tary. It  is  standardized  to  correspond  to  twice 
the  pressor  activity  of  the  U.S.P.  Pituitary  Solu- 
tion (20  Parke  Davis  and  Company  units  per  cc.). 
The  pitressin  used  was  from  the  regular  ampules 
manufactured  by  Parke  Davis  and  Company. 

Upon  raising  a wheal  with  a solution  of  pro- 
caine and  pitressin,  certain  facts  are  soon  evident, 
namely,  that  the  local  ischemia  produced  by 
pitressin  is  not  nearly  as  marked  as  that  produced 
by  adrenalin  under  similar  circumstances.  Also, 
the  length  of  anesthetic  time  of  a procaine-pitres- 
sin  solution  is  much  longer  than  that  of  a procaine 
solution  alone.  This  prompted  further  investiga- 
tion. 

I searched  for  some  consistent  way  to  demon- 
strate the  holding  power  of  pitressin.  I deter- 
mined the  minimal  lethal  dose  of  stychnine  per 
Gm.  for  rats,  which,  upon  injection,  would  pro- 
duce a convulsion  within  a few  minutes.  The 
same  volume  o'f  solution  was  always  injected  in 
the  same  location  intramuscularly.  If  pitressin 
actually  had  the.  power  to  decrease  the  rate  of 
absorption  of  a fluid,  its  addition  to  the  strychnine 
solution  should  delay  the  onset  of  convulsions. 

The  calculated  dose  of  strychnine  was  always 
dissolved  in  the  same  amount  of  water.  When 
pitressin  was  used,  1 cc.of  pitressin, or  20  units,  was 
added  to  100  cc.  of  water.  This  stock  solution 
was  used  as  the  solvent  for  the  strychnine  in  the 
same  volume  as  the  plain  water  and  strychnine 
solution.  Injections  were  made  intramuscularly 
in  the  same  area.  When  adrenalin  was  used,  the 
same  procedure  was  followed.  There  was  an 
adrenalin  concentration  of  1:50,000  in  the 
injected  solution.  In  all,  several  hundred  injec- 
tions were  made;  those  listed  in  Fig.  1 are 
regarded  as  typical. 

From  these  experiments  it  was  evident  that  the 
addition  of  both  adrenalin  and  pitressin  delayed 
the  onset  of  convulsions  caused  by  the  injection  of 
a minimal  lethal  dose  of  strychnine  in  rats.  Part 
A of  Fig.  1 shows  the  time  variations  after  injec- 
tion of  the  plain  strychnine  solution  before  the 
onset  of  the  first  convulsic^i.  These  variations 
may  be  due  either  to  differences  of  sensitivity  in 
various  rats  to  strychninej  inability  to  make  the 
injection  intramuscularly,  or  a combination  of 


both.  The  average  time  for  the  onset  of  the  first 
convulsion  was  approximately  seven  and  one-half 
minutes.' 

Part  B of  Fig.  1 shows  the  ability  of  a 1 :50,000 
solution  of  adrenalin  to  delay  the  onset  of  convul- 
sions. The  average  time  was  approximately 
twenty-nine  and  one-half  minutes.  Part  C of 
Fig.  1 shows  the  effect  of  the  addition  of  pitressin 
in  delaying  the  onset  of  convulsions.  The  effect 
was  greater  than  that  of  adrenalin  by  an  average 
of  ten  minutes.  This  method  of  studying  holding 
time  is  more  accurate  than  using  adrenalin  or  pi- 
tressin in  solutions  of  procaine  and  trying  to  deter- 
mine the  presence  or  absence  of  anesthesia.  The 
onset  of  a convulsion  can  be  accurately  timed, 
whereas  the  determination  of  the  presence  or 
absence  of  anesthesia  may  involve  certain  per- 
sonal equations. 

Having,  to  my  mind,  satisfactorily  established 
that  pitressin  had  the  power  to  delay  absorption 
of  a drug,  I now  became  interested  in  the  possi- 
bility of  untoward  side  reactions.  According  to 
Sollman,  an  infection  of  pitressin  causes  a rise  in 
blood  pressure.6  This  rise  is  not  as  great  as  the 
rise  following  the  injection  of  epinephrine.  The 
rise  in  blood  pressure,  however,  lasts  longer  due 
to  vasoconstriction.  This  vasoconstrictor  action 
is  peripheral,  because  it  will  occur  in  perfused 
organs.  The  muscle  fibers  of  the  capillaries  are 
more  sensitive  than  the  arterial  muscle,  where 


Average  7*/»  minutes  Average  29‘/j  Average  40 
minutes  minutes 

Fig.  1.  Effect  of  pitressin  and  adrenalin  on  de- 
laying the  onset  of  convulsions  due  to  the  injection 
of  strychnine  in  rats. 
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most  of  the  action  of  ephinephrine  takes  place. 
This  vasoconstriction  by  pitressin  extends  to  the 
coronary  arteries.  The  contractions  of  an  ex- 
cised heart  are  strengthened  by  pitressin,  but  the 
intact  heart  is  weakened,  due,  undoubtedly,  to 
coronary  constriction. 

A number  of  investigators  have  studied  the 
effects  of  an  injection  of  pitressin  on  the  human 
circulation.  Graybiel  and  Glendy  studied  the 
circulatory  effects  of  the  intravenous  administra- 
tion of  pitressin  in  normal  persons,  hypertensive 
patients,  and  those  suffering  from  angina  pectoris . 6 
The  dose  they  employed  was  far  greater  than  the 
dose  I employ  in  my  use  of  pitressin  in  spinal  anes- 
thesias. I shall  take  the  liberty  of  quoting  them 
directly  in  some  of  their  conclusions. 

Significant  cardiovascular  symptoms  were  ob- 
served neither  in  the  normal  persons  nor  in  the  pa- 
tients with  heart  disease.  There  was  evidence  of 
marked  constriction  of  the  minute  vessels  and  of  the 
large  arteries,  but  not  of  the  arterioles.  There  were 
only  slight  changes  in  the  pulse  rate,  blood  pressure, 
metabolic  rate,  and  cardiac  output.  , 

Anginal  pain  was  not  reproduced  in  two  patients 
with  severe  coronary  heart  disease  who  received  suf- 
ficient pitressin  to  cause  uncomfortable  abdominal 
cramps.  A minute  amount  of  adrenalin  when  given 
to  one  of  these  patients  produced  anginal  pain.  It  is 
suggested  that  in  certain  respects  pitressin  and  ad- 
renalin act  in  an  opposite  manner;  the  former  causes 
coronary  vasoconstriction  but  a decrease  in  the  work 
of  the  heart,  while  the  latter  causes  coronary  vasodi- 
lation but  an  increase  in  the  work  of  the  heart. 

Pitressin,  in  therapeutic  amounts,  may  be  given 
without  fear  of  untoward  cardiovascular  effects.6 

Since  1938,  I have  used  pitressin  routinely  in 
2,500  spinal  anesthesias  with  procaine  as  the 
anesthetic  agent.  Most  of  these  cases  were  done 
at  the  Deaconess  Hospital,  Buffalo.  The  only 
cases  of  spinal  anesthesia  in  which  pitressin  is 
omitted  are  those  in  which  the  shortest  possible 
spinal  anesthesia  is  desired.  This  would  indeed 
represent  a very  small  number. 

The  technic  employed  is  very  simple.  Am- 
pules containing  200  mg.  of  procaine  (Abbott  or 
Squibb)  or  novocaine  (Winthrop)  are  used.  The 
200  mg.  are  dissolved  in  5 cc.  of  distilled  water,  to 
which  are  added  five  drops  of  pitressin  from  a 23- 
gauge  needle.  Each  cc.  of  solution  represents  40 
mg.  of  procaine  and  approximately  Vs  unit  of 
pitressin.  Thus,  an  average  dose  of  3 cc.  of  solu- 
tion would  represent  120  mg.  of  procaine  and  3/6 
unit  of  pitressin.  In  actual  practice  two  to  three 
minutes  prior  to  making  the  spinal  tap,*either  50 
mg.  of  ephedrine  or  20  mg.  of  methedrine  are 
injected  intramuscularly  in  the  region  of  t^je 
buttocks.  This  helps  to  counteract  any  blood 
pressure  drop.  Injection  of  the  anesthetic  solu- 
tion is  made  in  the  usual  way.  A dose  of  120  mg. 


of  procaine  and  pitressin  will  usually  give  up  to 
one  and  a half  hours  of  operative  anesthesia  for 
abdominal  work. 

The  dose  of  procaine  varied  from  a low  dose  of 
90  mg.  to  a high  dose  of  130  mg.  For  operations 
not  involving  the  abdomen,  80  to  90  mg.  of  pro- 
caine and  pitressin  will  give  two  hours  of  opera- 
tive anesthesia.  For  abdominal  work  to  umbili- 
cus 120  mg.,  with  130  mg.  for  work  above  the 
umbilicus,  will  give  better  than  one  and  one-half 
hours  of  operative  anesthesia.  In  each  case  an 
average  preclinic  injection  of  morphine  and 
atropine  was  used.  It  has  been  my  custom  to 
supplement  spinal  anesthesia  with  sodium  pento- 
thal  when  the  patient  displayed  unusual  nervous- 
ness. The  dose  is  usually  so  small  that  long  be- 
fore the  operation  is  over  the  patient  is  fully 
conscious  so  that  there  can  be  no  doubt  that 
operative  anesthesia  is  present.  One  can  also 
observe  that  anesthesia  comes  on  quickly,  fully 
as  quickly  as  with  procaine  alone.  Clinically, 
these  patients  are  usually  very  comfortable,  and 
ordinarily,  there  have  been  no  serious  blood  pres- 
sure disturbances  and  little  nausea.  There  have 
been  no  deaths  on  the  operating  table  and  none 
caused  directly  by  the  spinal  anesthetic. 

When  this  method  was  first  employed,  no  pre- 
anesthetic  blood  pressure  stimulant  was  used. 
During  this  period  blood  pressure  drops  were  far 
more  frequent.  Ephedrine  was  first  used  rou- 
tinely, mainly  because  it  dilates  coronary  vessels 
and  might,  therefore,  counteract  any  possible 
coronary  constrictor  effects  of  pitressin.  It  was 
very  satisfactory.  However,  we  now  also  use 
methedrine  in  about  one-half  of  our  cases,  and 
this  works  equally  as  well. 

The  longest  spinal  anesthetic  with  procaine 
and  pitressin  was  for  a nephrectomy.  The 
operative  time  was  three  hours.  This  was  a 
longer  operative  time  than  can  usually  be  ob- 
tained. I have  not  made  any  attempt  to  deter- 
mine routinely  how  long  these  patients  had  satis- 
factory operative  anesthesia  beyond  what  was 
needed  to  complete  the  surgical  procedure. 
From  my  experience  with  pitressin,  however,  I 
can  safely  say  that  one  can  obtain  one  and  one- 
half  hours  of  satisfactory  operative  anesthesia  for 
upper  abdominal  work  with  an  increase  in  dura- 
tion of  anesthesia  for  work  in  the  lower  abdomen. 

Conclusion 

I have  found  pitressin  to  be  a drug  that  has  the 
ability  to  delay  the  absorption  of  procaine  from 
the  tissues.  It  may  be  used  safely  with  procaine 
or  novocaine  in  spinal  anesthesia.  By  using  it  in 
spinal  anesthesias  with  procaine,  one  can  obtain  a 
considerably  longer  anesthetic  effect  than  by 
using  this  drug  alone. 
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Discussion 

John  H.  Geckler,  M.D.,  Buffalo. — It  was  during 
my  last  year  of  residency  in  1941  that  Dr.  Stover 
first  suggested  this  pitressin  technic  of  prolonging 
procaine  spinal  anesthesias.  I was  not  very  hopeful 
because  I had  already  tried  all  the  vasoconstrictor 
drugs  with  which  I was  familiar  at  the  time — 
epinephrine,  ephedrine,  paredrine,  and  neosyneph- 
rine.  None  of  them,  in  the  concentration  I used, 
had  been  particularly  promising.  The  literature, 
however,  showed  that  pitrefisin  had  its  greatest 
effect  on  the  capillaries,  and  so  was"  worthwhile 
trying.  The  coronary  constriction  did  not  concern 
me  too  much  because  my  routine  at  the  time  con- 
sisted of  prespinal  ephedrine  administration.  More- 
over, the  actual  amount  of  pitressin  used  was  only 
about  a minim.  (There  are  more  than  80  drops 
per  cc.  through  a 25-gauge  needle.) 

The  first  case  was  a nephrectomy  and  lasted  an 
hour  and  twenty  minutes.  The  second  was  a chole- 
cystectomy, and  when  it  was  finished  in  a scant  hour 
and  a half,  the  effect  of  the  120  mg.  I used  was  still 
holding  very  well.  Since  then,  I have  used  the  tech- 
nic whenever  I thought  that  more  than  three-quart- 
ers of  an  hour  of  anesthesia  was  required. 

There  is  very  little  difference  in  the  way  procaine 
acts  with  or  without  pitressin  other  than  in  the  dura- 
tion of  anesthesia.  There  is  no  delay  in  the  onset  of 
anesthesia,  but  I believe  there  is  a prolonged  fixation 
time.  One  seems  to  be  able  to  influence  the  height 
of  anesthesia  by  tilting  the  table  for  at  least  fifteen 
minutes  after  injection.  My  approach  has  not  been 
too  scientific,  for  I hesitate  to  annoy  any  patient  with 
a series  of  pinpricks  when  the  results  will  influence 
neither  the  conduct  of  that  particular  case  nor  of  any 
other.  My  attitude  is  more  than  a clinical  impres- 
sion, however.  I might  call  it  a clinical  conviction. 

With  good,  longer-acting  anesthetics  like  ponto- 


caine,  nupercaine,  and  metacaine,  perhaps  a contin- 
ual search  for  technics  to  prolong  procaine  anesthesia 
is  not  necessary.  However,  I should  think  that  the 
majority  of  spinal  anesthetics  are  given  by  men  who 
are  not  full-time  anesthetists.  A good  many,  I am 
sure,  either  do  not  have  the  volume  of  cases  neces- 
sary or  perhaps  have  not  bothered  to  master  the  use 
of  the  other  drugs.  Procaine  may  be  their  standby, 
and  a good  one  it  is. 

For  them,  and  for  anyone,  a drug  which  will  pro- 
long anesthesia  without  appreciably  influencing 
one’s  own  particular  technic  is  worth  trying.  This 
“one’s  own  particular  technic”  factor  is  important. 
When  one  has  used  a dfug  with  uniformly  good  re- 
sults he  feels  strangely  not  so  confident  in  others  un- 
der the  same  conditions.  I have  a colleague  who  pre- 
fers pontocaine,  and  the  circulating  nurse  is  almost  as 
surprised  when  he  asks  for  procaine-pitressin  as  when 
I ask  for  pontocaine. 

I have  wondered  how  pitressin  would  act  with  the 
other  drugs,  pontocaine,  for  instance.  However,  we 
do  not  do  enough  two-  to  four-hour  operations  under 
spinal  anesthesia  to  make  it  practical  to  test  the 
drug,  and  the  test  of  its  adequacy  is  in  the  operating 
and  not  in  the  persistence  of  anesthesia  to  pinprick. 
• In  short,  I like  the  technic,  and  I hope  the  pro- 
caine users  will  try  it.  , 

References 

1.  Braun,  H. : Local  Anesthesia,  Translated  and  edited 
by  P.  Shields,  3rd  ed.,  Philadelphia,  Lea  & Febiger,  1914. 

2.  Pitkin,  G.  P. : Conduction  Anesthesia,  Edited  by  .1. 

L.  and  R.  A.  Hingson,  Philadelphia,  J.  P.  Lippincott  Co.,  194fi. 

3.  Lemmon,  W.  T.,  and  Paschal,  G.  W. : Pennsylvania 

M.  J.  44:  975  (May)  1941. 

4.  Romberger,  F.  T.,  and  Ratcliff,  F.  W. : J.  Indiana  M. 
A.  40:  217  (Mar.)  1947. 

5.  Sollman,  T.:  A.  Manual  of  Pharmacology,  5th  ed.. 
Philadelphia.  W.  B.  Saunders  Co.,  1937. 

6.  Graybiel,  A.,  and  Glendy,  R.  E. : Am.  Heart  J.  2.: 

481  (Apr.)  1941. 


PLANT-FRUIT  EXTRACT  AIDS  HEART  DISEASE  PATIENTS 


A “powerful  drug”  for  treating  heart  disease  was 
announced  at  the  meeting  of  the  Inter- American 
Cardiological  Congress,  in  Chicago. 

“Distinct  improvement”  in  140  of  250  patients 
and  “moderate  improvement”  in  another  85  patients 
given  daily  doses  of  the  drug  were  reported  by  Dr. 
M.  R.  Kenawy  of  Cairo,  Egypt.  Only  25  of  the 
group  showed  no  benefit. 

The  drug  is  called  khellin.  It  is  extracted  from 
the  fruit  of  a plant  growing  in  the  Middle  East. 
The  fruit  is  called  Amni  visnaga. 

Khellin  is  a powerful  dilator  of  the  blood  vessels 
of  the  heart.  Constriction  of  these  blood  vessels, 
with  decreased  blood  supply  to  the  heart  muscle,  is 
the  trouble  in  some  kinds  of  heart  disease.  Khellin’s 
dilating  action  is  very  prolonged,  lasting  for  many 
hours.  It  is  apparently  nonpoisonous. 

Because  of  its  antispa, smodic  action,  khellin  also 


has  been  found  suitable  in  treatment  "of  bronchial 
asthma. 

For  clearing  the  swelling,  or  dropsy,  in  advanced 
heart  failure,  lots  of  water,  some  acid  and  a moderate 
reduction  in  salt  are  needed,  Dr.  F.  R.  Schemm,  of 
Great  Falls,  Montana,  declared.  , 

This  treatment  scheme  succeeded  in  four  fifths  of 
322  instances.  But  in  160  other  instances,  the 
swelling  was  not  cleared  when  only  two  of  the 
three  measures  were  used.  No  two  succeeded 
alone,  even  when  salt  was  completely  removed 
from  th%  diet,  or  as  much  as  eight  quarts  of  water 
were  given  daily,  or  when  heavy  doses  of  acids  were 
given  with  one  or  the  other  measure.  But  much  |t 
<ess  drastic  salt  restrictions,  acid  doses,  and  water 
drinking  when  used  together  produced  “dramati- 
cally” good  results. — Science  News  Letter,  June  19, 
1948 


INTRAVENOUS  PROCAINE  IN  THE  MANAGEMENT  OF  THE  INJURED 
HAND 

David  J.  Graubard,  M.D.,  Milton  H.  Waldman,  M.D.,  New  York  City,  and  Milton  C. 
Peterson,  M.D.,*  Kansas  City,  Missouri 
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THE  THREE  cardinal  principles  in  the  treat- 
ment of  the  injured  hand  are  the  reconstruc- 
tion of  the  anatomic  structures,  the  prevention  of 
sepsis,  and  the  maintenance  of  function.1  Ade- 
quate surgery  and  the  judicious  use  of  antibiotics 
and  chemotherapeutic  agents  usually  produce 
satisfactory  results.  However,  in  some  cases, 
even  though  reconstruction  has  been  competent 
and  infection  prevented,  complete  or  partial  loss 
of  function  persists.  It  is  in  this  small  group  that 
the  use  of  intravenous  procaine  has  produced 
gratifying-  results. 

It  is  beyond  the  scope  of  this  paper  to  review 
the  many  types  of  trauma  to  the  hand  or  to  evalu- 
ate the  modifications  of  surgical  procedures  used. 
It  is  our  desire  to  describe  a single  method  and  the 
results  obtained  by  it  in  the  management  of  the 
injured  hand. 

Pathologic  Physiology 

Disturbance  of  function  is,  as  a general  rule,  an 
expression  of  a structival  lesion,  but  it  is  generally 
agreed  that  functional  disturbances  do  not  always 
accompany  every  discernible  anatomic  lesion. 
Research  by  Claude  Bernard  and  Maurice  Ray- 
naud in  the  physiology  and  pathology  of  the 
autonomic  nervous  system  has  demonstrated  that 
the  imbalance  of  the  sympathetic  and  parasympa- 
thetic systems  develops  those  polymorphic  clini- 
cal symptoms  which,  in  their  early  state,  are 
independent  of  structural  changes.  As  a result 
of  repetition  of  stimulation,  however,  an  anatomic 
lesion  may  appear,  manifesting  not  the  cause  of 
dysfunction  but  its  consequence.  At  first  the 
structural  changes  are  discrete  and  reversible, 
being  fused  and  irreversible  later.2 

Trauma  initiates  an  excitation  of  nerve  im- 
pulses along  vasomotor  afferent  neurons.  This 
may  produce  excessive  vascular  disturbances 
accompanied  by  edema,  muscular  spasm,  and 
pain.  In  our  previous  reports  on  the  pathlogic 
physiology  of  inflammation  and  trauma,  we  sug- 
gested that  the  pain  syndrome  is  produced  by  the 
dysfunction  of  the  capillary  unit,  the  pathologic 
changes  in  the  sympathetic  ganglia,  and  the  dis- 
turbance of  the  humoral  balance.3”6 

* By  invitation. 
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It  has  been  suggested  that  there  is  a shunt  of 
efferent  sympathetic  impulses  into  the  sensory 
somatic  fibers  at  the  site  of  injury  to  a nerve.6-8 
The  stimulation  of  the  peripheral  or  primary 
neuron  by  direct -injury  or  by  an  irritative  process 
at  the  disturbed  axon  reflex  arc  will  produce  a 
causalgic  state.9  It  has  been  stated  that  lesions 
of  peripheral  nerves  may  produce  the  signs  of 
causalgia  without  any  of  the  symptoms.10  Iden- 
tical vasomotor  disturbances  have  been  classified 
as  Weir  Mitchell’s  causalgia,  Vulpeau’s  6tat 
physiopathique,  Sudeck’s  atrophy,  Leriche’s 
post-traumatic  osteoporosis,  peripheral  tropho- 
neurosis, and  chronic  traumatic  edema.11  Evans 
suggests  that  these  entities  be  grouped  as  reflex 
sympathetic  dystrophy.12 

Peripheral  pain  is  intimately  related  to  dis- 
turbances in  the  capillary  bed.  The  control  of 
the  distribution  of  blood  in  the  capillary  bed 
depends  primarily  on  functional  activity  and  the 
inherent  neurogenic  and  humoral  balance.  A 
traumatic  or  inflammatory  stimulus  will  produce 
vasomotor  disturbances  of  decreased  capillary 
function,  which  in  turn  produces  hypoxia.  With 
hypoxia  and  hydrogen  ion  concentration  changes, 
capillary  porosity  takes  place.  It  is  at  this  stage 
that  pain  becomes  noticeable.6  If  an  irritative 
process  persists  at  this  level,  a pathologic  state  of 
the  sensory  nerve  fibers  develops,  which  in  turn 
produces  a central  disturbance  at  spinal  and  even 
cerebral  levels. 

It  is  evident  that  the  interruption  of  pain 
impulses,  immediately  following  trauma,  will 
help  prevent  a vicious  circle  of  reflexes  and  in  an 
established  case  of  reflex  sympathetic  dystrophy 
will  not  only  limit  the  pain  impulses  from  spread- 
ing to  a higher  level  but  will  also  depress  the 
irritable  focus. 

When  procaine  is  administered  intravenously, 
it  reaches  the  dysfunctioning  capillary  bed  and 
anesthetizes  the  irritated  nerve  endings.  The 
resulting  relief  of  pain  is  usually  accompanied  by 
increased  mobility  and  improved  circulation. 

Method 

Since  our  preliminary  report  on  the  use  of  intra- 
venous procaine,  the  only  change  that  we  have 
made  in  the  preparation  of  the  solution  has  been 
the  addition  of  vitamin  C,  either  as  sodium  aacor- 
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bate  or  ascorbic  acid.3-513 14  One  gram  of  vita- 
min C is  added  to  1,000  cc.  of  isotonic  saline 
solution  containing  1 Gm.  of  procaine  hydro- 
chloride.** 

The  dosage  prescribed  is  based  on  the  “pro- 
caine unit”:  4 mg.  procaine  hydrochloride  per 
Kg.  of  body  weight  to  be  given  in  twenty  min- 
utes.3-16 To  obviate  the  necessity  of  counting 
drops,  the  “flowrator,”  an  instrument  which 
accurately  measures  the  rate  of  flow  of  intra- 
venous fluids,  is  used.15  In  a small  percentage  of 
cases,  because  of  the  patient’s  apprehension,  it  is 
advisable  to  give,  as  the  initial  infusion,  one-half 
of  the  dosage  prescribed  by  decreasing  the  length 
of  time  to  a period  of  ten  minutes.  None  of  our 
cases  are  premedicated  with  barbiturates. 

' Addition  of  vitamin  B complex  to  the  procaine 
hydrochloride-vitamin  C solution  has  not  proved 
satisfactory.  Clinical  evidence  seems  to  indicate 
adsorption  of  the  procaine  radical  to  the  vitamin 
B complex,  thus  inhibiting  the  action  of  pro- 
caine.16 

In  over  3,000  infusions  of  procaine  hydro- 
chloride, we  have  encountered  no  untoward  reac- 
tions. It  should  be  noted  that  when  intravenous 
procaine  is  used  in  a 0.1  per  cent  concentration,  it 
is  an  analgetic  and  not  an  anesthetic.  Variations 
which  have  been  observed  in  the  general  analgetic 
effect  of  procaine  administered  to  the  same  indi- 
vidual in  the  same  dosage  but  on  different  oc- 
casions seem  to  be  dependent  on  the  status  of  the 
humoral  balance.  Although  the  relief  of  pain  is 
the  sole  guide  to  the  effectiveness  of  this  treat- 
ment, we  have  noted  physical  signs  and  radiologic 
changes  indicative  of  recovery. 

Clinical  Data  and  Case  Reports 

This  report  is  based  on  28  cases  in  which 
trauma  involved  the  fingers,  the  hand,  or  those 
contiguous  structures  which  produced  hand  symp- 


Reflex  Sympathetic  Dystrophy. — The  causa 
tive  factors  in  the  21  cases  of  reflex  sympa- 
thetic dystrophy  are  as  follows:  Colle’s  fracture, 
5;  metacarpal  fracture,  3;  carpal  fracture,  2; 
tenosynovitis,  aseptic,  4;  contusion  of  palm,  1; 
laceration  of  median  nerve,  1 ; traumatic  arthritis, 
1;  laceration  of  finger,  2;  puncture  wound  of 
finger,  1,  and  abscess  of  finger,  1.  Mitchell, 
Moorehouse,  and  Keen  were  the  first  to  present  a 
clear  and  complete  description  of  this  clinical 
entity.17  The  pain  syndrome  can  be  produced 
by  even  a minor  injury,  and  its  intensity  may  vary 
from  the  most  trivial  burning  to  a state  of  tor- 
ture. The  reaction  on  the  body  economy  is  such 
that  the  general  health  is  often  seriously  affected. 

The  following  cases  which  are  illustrative  of  the 
classic  description  of  this  condition  typify  the 
results  that  we  have  obtained  by  the  use  of  intra- 
venous procaine. 

Case  1. — J.  S.  is  a 59-year-old  elevator  operator 
who,  on  November  25,  1946,  caught  his.left  hand  in 
an  elevator  gate.  He  had  some  pain  in  the  hand  but 
continued  to  do  some  work.  A week  later  he  de- 
veloped a felon  of  the  distal  phalanx  of  the  left  in- 
dex finger  which  was  treated  by  surgery  and  anti- 
biotics. The  wound  healed  within  two  weeks.  How- 
ever, he  complained  of  a severe  burning  pain  arising 
from  the  scar  and  radiating  up  the  hand  and  forearm. 
Touch  and  weather  changes  aggravated  the  pain. 
Physical  therapy  during  the  following  four-month 
period  produced  no  amelioration  of  signs  or  symp- 
toms. 

When  first  referred  for  intravenous  procaine  ther- 
apy, the  patient  wgs  extremely  apprehensive  and 
nervous  and  walked  about  with  his  right  hand  shield- 
ing the  left.  Only  a superficial  examination  was 
done  because  of  the  reluctance  of  the  patient  to  with- 
stand additional  pain.  The  skin  over  the  left  index 
finger  was  shiny  and  cyanotic.  Motion  in  the  finger 
and  the  rest  of  the  hand  was  limited.  Figure  1 shows 
the  appearance  of  the  injured  hand  and  the  maxi- 
mum extent  of  flexion  at  the  time  of  examination, 


TABLE  1 


Type  of  Case 

Number 
of  Cases  . 

Number 
of  Infusions 

Reflex  sympathetic  dystrophy 

21 

62 

Phantom  limb 

2 

16 

Fracture 

2 

2 

Contusion,  abrasion,  and  laceration 

2 

2 

"Trigger”  finger 

1 

3 

Total 

28 

85 

Relief  of  Pain 

Increased  Function 

Good 

Fair 

Poor 

Positive 

Negative 

17 

3 

1* 

20 

1* 

1 

1 

2 

2 

2 

i’ 

2 

i' 

22 

4 

2 

24 

2 

* This  patient  received  only  one  infusion  of  procaine  and  did  not  return  for  further  treatment. 


toms.  Two  cases  of  phantom  limb  are  included 
in  this  series.  Eighty-five  infusions  were  given  to 
these  patients.  Table  1 lists  the  number  and 
types  of  cases,  the  number  of  infusions  adminis- 
tered, and  the  results  obtained. 

**The  procaine  hydrochloride  used  was  the  product 
"Novocain,”  donated  by  the  Division  of  Medical  Research, 
Winthrop-Stearns,  Inc.,  New  York  City. 


September  9,  1947.  Figure  2 is  a radiograph  re- 
vealing the  extent  of  osteoporosis  present. 

The  patient  received  a total  of  four  procaine  in- 
fusions given  at  three-dav  intervals.  Physical  ther- 
apy was  instituted  after  the  second  infusion  to  hasten 
muscular  recovery.  He  was  discharged  and  able  to 
return  to  work  three  weeks  after  institution  of  treat- 
ment. Figure  3 shows  the  improvement  in  mobility 
at  the  time  of  discharge,  when  there  was  no  pain, 
diminished  cyanosis,  and  no  vasomotor  disturbances. 
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Fig.  1.  Case  1,  J.  S.  Maximum  amount  of  flexion 
of  fingers  prior  to  treatment. 


Fig.  3.  Case  1,  J.  S.  Improvement  in  mobility  at 
time  of  discharge,  September  30,  1947. 


Prior  to  treatment,  this  man’s  disability  was  valued 
on  the  basis  of  a hand.  The  final  award  was  reduced 
to  a partial  permanent  disability  of  a finger. 


Fig.  2.  Case  1,  J.  S.  Radiograph  revealing  osteo- 
porosis of  left  index  finger. 


Case  2. — C.  B.,  a 32-year-old  seamstress,  sustained 
a puncture  wound  on  the  ulnar  side  of  the  distal  pha- 
lanx of  the  left  index  finger  on  August  28,  1947.  Fol- 
lowing surgical  exploration,  two  fragments  of  a 
broken  needle  were  removed.  The  wound  healed  by 
primary  intention.  Soon  afterwards,  pain  developed 
in  the  finger  and  spread  up  the  hand.  At  the  time  of 
referral  on  December  1 1,  1947,  the  patient  exhibited 
limitation  of  motion,  severe  pain,  cyanosis  of  the 
fingers,  and  marked  hyperhidrosis  of  the  hand.  Ra- 
diographic study  showed  osteoporosis  of  the  affected 
digit. 

This  patient  received  a total  of  seven  intravenous 
procaine  infusions  over  a four-week  period.  She 
made  a good  recovery,  signified  by  the  absence  of 
pain,  increased  mobility,  and  ability  to  return  to 
work.  As  in  the  preceding  case,  the  original  disa- 
bility was  computed  on  the  basis  of  a hand,  whereas 
final  settlement  was  made  on  the  basis  of  a finger. 

Case  3. — L.  J.  is  a 50-year-old  housewife  who, 
about  four  weeks  prior  to  her  admission  on  June  6, 
1946,  pounded  the  palm  of  her  right  hand  repeatedly 
against  a spade  she  was  using  in  her  garden.  The 
hand  and  wrist  became  swollen,  painful,  and  dis- 
abled. On  admission,  the  patjent  complained  of 
pain,  swelling,  redness,  excessive  sweating  of  the 
hand,  and  inability  to  use  her  right  hand.  A diagno- 
sis of  contusion  sprain  of  the  wrist  and  hand  was 
made,  and  the  hand  was  immobilized.  Radiographic 
examination  at  that  time  revealed  no  abnormality 
(Fig.  4). 

The  patient  returned  three  weeks  later,  June  27, 
1946,  complaining  of  the  same  signs  and  symptoms. 
Radiographic  examination  revealed  osteoporosis 
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Fig.  4.  Case  3,  L.  J.  Radiograph  of  the  right 
hand,  revealing  no  evidence  of  abnormality. 

(Fig.  5).  Intravenous  procaine  therapy  afforded  im- 
mediate relief  of  pain.  The  patient  received  a total 
of  four  infusions  in  the  following  three-week  period. 

When  discharged  on  September  9,  1946,  the  pa- 
tient had  made  an  uneventful  recovery.  A radio- 
graph at  the  time  of  discharge  revealed  moderate  re- 
calcification (Fig.  6). 

Phantom  Limb. — It  is  difficult  for  us  to  under- 
stand the  complaint  of  an  amputee  who  states 
that  he  has  sensation  in  his  absent  extremity. 
However,  95  per  cent  of  these  patients  make  this 
complaint.18  If  this  sensation  is  painless,  it  dis- 
appears in  time.  But  a small  percentage  of 
amputees  suffer  from  a severe  burning,  boring 
pain  with  the  feeling  of  compression,  or  constric- 
tion or  malposition  of  the  amputated  parts.19 
The  following  case  is  characteristic. 

Case  4. — A.  L.,  a 58-year-old  woman  factory 
worker,  sustained  a crushing  injury  of  the  left  hand 
and  wrist  in  1942.  Following  amputation  at  the 
upper  third  of  the  forearm,  the  patient  complained 
of  severe  burning  pains  in  the  palm  with  extreme 
dorsiflexion  of  the  wrist  of  the  absent  extremity. 
The  pain,  which  came  on  in  spasms,  was  so  severe 
that  it  was  necessary  to  resort  to  opiates.  In  April, 
1947,  a revision  of  the  stump  was  done,  and  several 
neuromata  were  removed.  Although  surgery  re- 
lieved some  of  the  lancinating  pain,  the  sensation  of 
clenched  fingers  remained.  Six  infusions  of  intra- 
venous procaine  were  given  beginning  on  October  23, 
1947.  Although  some  mild  parasthesia  persisted  at 


Fig.  5.  Case  3,  L.  J.  Radiograph  revealing  osteo- 
porosis (Sudeck’s  atrophy). 

the  time  of  discharge,  the  patient  was'  sufficiently 
relieved  to  enable  her  to  obtain  a clerical  position. 

Fractures. — Bunnell  considers  post-traumatic 
stiffness  of  the  hand  to  be  the  major  problem  in 
the  treatment  of  fractures  and  dislocations  of  the 
hand.20  This  post-traumatic  loss  of  mobility 
may  depend  on  the  age  of  the  individual, 
impairment  of  the  nerve  supply  and  the  resulting 
trophic  changes  in  the  skin,  or  circulatory  disturb- 
ances which  produce  edema,  osteoporosis,  and 
atrophy.21  The  use  of  intravenous  procaine  in 
this  type  of  case  is  very  satisfactory,  for  the  relief 
of  pain  encourages  the  mobility  of  the  digits. 

Case  5. — P.  G.,  a 28-year-old  bartender,  was  in- 
jured on  March  28,  1947,  when  a barrel  crushed  his 
right  hand.  Radiographic  examination  r#vealed  a 
fracture  of  the  fifth  metacarpal  bone  at  its  proximal 
portion.  There  was  severe  pain,  swelling  over  the 
dorsum  of  the  hand,  and  loss  of  mobility.  Following 
reduction  and  immobilization,  the  pain  persisted, 
and  increasing  edema  necessitated  the  reapplication 
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F ig.  6.  Case  3,  L.  J.  Radiograph,  revealing  redis- 
position of  calcium. 

of  a bandage.  On  March  31,  1947,  three  days  post- 
trauma, an  infusion  of  procaine  was  given.  There 
was  immediate  relief  of  pain.  Within  two  days  the 
edema  subsided.  Mobility  of  the  fingers  was  en- 
ofiuraged,  and  on  the  tenth  post-traumatic  day  the 
patient  returned  to  work  pain-free.  Three  weeks 
after  the  accident  he  was  discharged  with  no  residual 
defect. 

Contusion,  Abrasion,  and  Laceration. — The 

use  of  intravenous  procaine  in  these  cases  afforded 
us  the  opportunity  to  perform  a rather  painless 
debridement.  Its  use  allows  for  pain-free  proce- 
dures in  the  repair  and  dressing  of  superficial 
tissues. 

“Trigger”  Finger. — We  have  included  this  one 
case  in  our  report  to  demonstrate  the  inability  of 
intravenous  procaine  to  overcome  the  pain  initi- 
ated and  maintained  by  a mechanical  factor. 
Three  infusions,  given  during  a period  of  two 
weeks,  produced  no  change  in  the  patient’s  condi- 
tion. 


Comment 

Most  physiologists  agree  that  for  the  repair  of 
injured  tissues  the  following  requirements  are 
necessary:  adequate  amounts  of  ascorbic  acid, 
equilibrium  of  serum  proteins,  and  normal  carbo- 
hydrate metabolism.  However,  when  a path- 
ologic process  develops,  signified  by  vasospasm, 
capillary  dysfunction,  and  pain,  the  function  of 
these  three  factors  in  the  normal  process  of  repair 
is  inhibited.  Any  method,  therefore,  which  sup- 
presses the  development  of  the'symptom-complex 
of  pain  and  allows  normal  healing  to  take  place, 
is  the  method  of  choice. 

It  has  been  shown  that  the  restoration  of  the 
normal  circulatory  integrity  to  the  extremity  de- 
pends upon  the  release  of  the  sympathetic  vaso- 
constricting  mechanism.22  This  release  can  be 
accomplished  by  the  use  of  intravenous  procaine, 
which,  by  its  analgetic  and  anticholinergic  actions, 
both  relieves  the  pain  and  releases  the  vaso- 
spasm.23 

In  cases  of  reflex  sympathetic  dystrophy,  res- 
toration of  function  has  been  hastened  by  the 
use  of  intravenous  procaine.  Clinical  observa- 
tions lead  us  to  believe  that,  if  this  condition  is 
diagnosed  in  its  early  stages  or  is  even  antici- 
pated, the  prompt  institution  of  procaine  therapy 
may  well  prevent,  and  will  certainly  reduce,  the 
marked  disabilities  characteristic  of  this  clinical 
entity.  The  preventive  action  of  intravenous 
procaine  may  be  illustrated  by  the  prompt  relief 
of  pain,  early  restoration  of  function,  and  early 
rehabilitation  achieved  by  its  use  in  the  two  frac- 
ture cases  presented  in  this  report. 

In  passing  we  may  note  that  30  per  cent  of  all 
industrial  accidents  involve  injuries  to  the  fingers 
and  hands.  Nineteen  per  cent  of  all  compensa- 
tion paid  is  awarded  to  this  group.24  The  re- 
sults obtained  by  the  use  of  intravenous  procaine 
in  the  management  of  selected  cases  seem  to  indi- 
cate that  early  rehabilitation  and  restoration  of 
function  can  be  attained  by  this  method,  thus 
reducing  the  over-all  cost  of  medical  care. 

Summary  and  Conclusion 

Relief  of  pain,  early  restoration  of  function,  and 
early  rehabilitation  may  be  achieved  by  the  use  of 
intravenous  procaine  in  the  treatment  of  the 
injured  hand. 

Discussion 

Henry  H.  Ritter,  M.D.,  Neiv  York  City. — I feel 
that  I have  not  seen  a sufficient  number  of  cases  to 
make  any  positive  statement  as  to  the  value  of 
intravenous  procaine  in  the  treatment  of  hand  in- 
juries. I can  say  that  we  have  seen  some  remark- 
able results,  and  we  have  seen  some  cases  in  which 
it  has  been  of  no  value. 


1698 


GRAUBARD,  WALDMAN,  AND  PETERSON 


[N.  Y.  State  J.  M. 


Causalgia  is  a reflex  sympathetic  dystrophy  char- 
acterized by  sharp  burning  pain,  redness  or  pallor, 
swelling,  sweating,  and  often  atrophy  and  de- 
mineralization of  bone.  Atrophic  changes  in  the 
skin  and  muscles  do  follow. 

Often  trigger  points  are  present  and  injection  of 
these  trigger  points  with  procaine  in  mild  causalgias 
does  give  relief  for  a very  short  period  of  time,  but  in 
severe  causalgias  I have  seen  no  good  results  from 
the  injections  alone.  Sympathetic  blocks  or  sympa- 
thectomies are  important  adjuvants  to  trigger-point 
injection.  If  the  sympathetic  block  gives  the  patient 
relief  from  pain  for  a while  and  repeated  injections 
are  followed  by  the  same  results,  then  sympathec- 
tomy is  certainly  indicated. 

We  have  seen  more  causalgias  in  the  upper  ex- 
tremity resulting  from  mild  injuries  such  as  bruises 
or  sprains  than  from  fractures.  The  pain  in  causal- 
gia is  aggravated  by  moving  the  part,  touching  of  the 
part,  noise,  and  emotional  excitement.  The  pain  of 
causalgia  may  subside  spontaneously. 

About  twenty-five  years  ago  we  began  doing  peri- 
arterial sympathectomies  for  causalgia,  and,  while 
at  first  we  were  enthusiastic  about  the  results,  we 
soon  began  to  see  recurrences.  For  the  most  part,  I 
believe  periarterial  sympathectomies  are  now  seldom 
done,  at  least  in  this  country. 

The  signs  of  the  value  of  treatment  are  relief  of 
pain,  either  complete  or  in  part;  relief  of  sweating; 
increased  warmth,  and  sense  of  well-being. 

We  have  seen  three  cases  of  definite  Sudek’s  syn- 
drome which  was  relieved  by  the  intravenous  admin- 
istration of  procaine  and  with  radiographic  reap- 
pearance of  normal  bone.  We  have  been  able  to 
dress  some  severely  burned  hands  and  treat  such  in- 
juries, without  general  anesthesia,  following  the  in- 
travenous administration  of  procaine.  In  our  first 
case  treated  in  this  way,  we  were  astonished  by  the 
complete  absence  of  pain.  In  subsequent  cases  we 
have  not  had  complete  absence  of  pain. 

I should  like  to  cite  one  case  of  an  adult,  white 
man,  38  years  old,  who  was  injured  January  31,  1947, 
when  his  left  hand  was  caught  in  a large  gear.  He 
sustained  a comminuted,  transverse  fracture  of  the 
lower  end  of  the  radius,  fracture  of  the  styloid  proc- 
ess of  the  ulna,  separation  of  the  inferior  radio-ulnar 
joint,  fracture  of  the  greater  multangular,  disloca- 
tion at  the  carpometacarpal  articulation  of  the  sec- 
ond and  third  fingers,  and  fractures  at  the  bases  of 
the  proximal  phalanges  of  the  second  and  third  fin- 
gers. 

He  was  immediately  taken  to  a hospital,  in  a town 
not  far  from  New  York,  where  attempts  at  closed  re- 
duction failed.  On  February  3,  1947,  he  was  re- 
ferred to  me.  An  attempt  at  closed  reduction  again 
met  with  failure.  We  could  not  reduce  the  fractures 
and  the  dislocations.  If  one  was  reduced,  the  other 


recurred.  The  hand  was  extremely  swollen,  and  the 
patient  was  in  considerable  pain. 

On  February  6,  1947,  an  open  operation  was  per- 
formed, and  a good  correction  of  all  displacements 
was  obtained.  On  the  day  following  the  operation, 
the  patient’s  hand  was  markedly  swollen  and  cya- 
notic; the  patient  complained  of  a great  deal  of  pain. 
Daily  injections  of  intravenous  procaine  were  then 
begun.  Immediately  after  the  first  injection,  the 
color  of  the  fingers  was  improved,  as  was  motion  of 
the  hand.  Treatment  was  continued  for  one  week. 
Soon  the  patient  was  moving  his  fingers.  The  color 
of  the  hand  was  improved,  and  he  made  a rather 
splendid  and  rapid  recovery.  He  was  discharged 
from  the  hospital  on  February  27,  1947. 

This  experience  was  particularly  stimulating  since 
this  man’s  avocation  was  the  piano.  He  is  a pianist 
of  no  mean  ability,  and  two  months  after  his  injury 
he  was  again  playing  the  piano,  actively  moving  the 
part. 

I have  not  been  able  to  reduce  any  fractures  under 
intravenous  procaine.  I do  not  believe  sufficient  re- 
laxation can  be  obtained.  Further  intensive  study 
of  the  value  of  intravenous  injection  of  procaine, 
particularly  in  hand  injuries,  is  definitely  indicated. 
Its  value  has  not  been  definitely, established. 
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STUDY  DAYS  NEVER  END 
The  busy  general  practioner.  . . . should.  . . . never 
forget  that  his  days  of  study  and  learning  are  never 
over.  The  medical  schools  are  again  all  giving 
excellent  postgraduate  courses.  Don’t  let  any 


man  think  he  can  be  a success  in  his  office  or  in  his 
hospital  if  he  does  not  take  a few  weeks  occasionally 
to  bring  himself  up  to  date  on  the  work  he  most 
enjoys. — California  Medicine,  April,  1948 


INTRAVENOUS  ANESTHESIA 

Paul  W.  Searles,  M.D.,  and  Rose  M.  Lenahan,  M.D.,  Buffalo,  New  York 
{From  the  University  of  Buffalo,  School  of  Medicine ) 


THE  ADMINISTRATION  of  anesthetic 
drugs  intravenously  has  advanced  so  far 
beyond  the  experimental  stage  that  one  might 
call  this  “The  Era  of  Intravenous  Anesthesia.” 
Certainly  with  the  introduction  of  pentothal 
sodium  in  1934  by  Lundy  and  Tovell,  the  intra- 
venous route  of  administration  has  steadily 
gained  in  popularity  and  taken  its  proper  place 
wijth  inhalation  and  spinal  technics.1  Intra- 
venous anesthesia  may  also  be  combined  satisfac- 
torily with  inhalation,  spinal,  and  local  agents  to 
produce  a more  highly  desirable  type  of  anesthesia 
from  the  surgeons’,  patients’,  and  anesthesiolo- 
gists’ viewpoint. 

Disregarding  some  of  the  earlier  drugs  adminis- 
tered intravenously,  such  as  avertin,  sodium 
amytal,  ether,  and  alcohol,  some  of  which  have  a 
limited  use  in  present-day  anesthesia,  the  essen- 
tial agents  which  are  to  be  discussed  are  pentothal 
sodium,  curare  (intocostrin),  and  d-tubocurarine 
chloride,  procaine,  and  nembutal. 

Pentothal  Sodium 

Pentothal  sodium  is  the  most  widely  used 
intravenous  anesthetic  at  present.  It  can  be 
administered  alone  for  minor  procedures  of  short 
duration  requiring  no  muscular  relaxation. 
Frequently,  pentothal  sodium  is  given  in  the  room 
of  the  thyrotoxic  patient  not  only  to  prevent  the 
anxiety  of  the  patient’s  journey  to  the  operating 
room  but  also  to  avoid  knowledge  of  the  impend- 
ing surgery.2  The  ease  and  speed  of  induction 
makes  this  drug  particularly  desirable  in  certain 
groups  of  patients,  for  example,  alcoholics,  highly 
nervous  individuals,  those  who  fear  a mask,  and 
patients  who  have  had  previous  unpleasant 
anesthetic  experiences.  It  must  be  remembered 
that  deep  or  prolonged  anesthesia  can  be  ob- 
tained only  by  administering  an  overdose.  There- 
fore, it  is  wiser  to  combine  pentothal  sodium  with 
other  anesthetic  agents  for  those  cases  which  re- 
quire marked  relaxation. 

Certain  dangers,  inherent  in  the  use  of  pento- 
thalsodium,  are  worthy  of  consideration.  Errors, 
both  in  the  selection  of  patients  as  well  as  in  the 
administration  of  the  pentothal  sodium,  may  lead 
to  the  occurrence  of  a severe  anoxia.  Patients 
with  marked  anemia,  especially  that  caused  by 
loss  of  whole  blood,  tolerate  pentothal  sodium 
poorly  because  the  barbiturates  in  themselves 
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tend  to  cause  a dilution  of  the  blood  as  previously 
reported  by  one  of  us  (P.  S.).3  This  dilution 
may  further  decrease  the  oxygen-carrying  capac- 
ity of  the  blood.  Likewise,  respiratory  obstruc- 
tion from  any  cause  can  be  responsible  for  the 
development  of  anoxia  during  the  administration 
of  this  anesthetic  agent.  This  respiratory  ob- 
struction may  be  complete  or  partial  and  may  be 
caused  by  improper  support  of  the  jaw,  laryngo- 
spasm,  tracheal  obstruction,  bronchospasm,  em- 
physema, or  pulmonary  edema.  Furthermore, 
sodium  pentothal  is  contraindicated  in  operations 
on  the  head  and  neck  where  respiratory  obstruc- 
tion may  be  caused  by  an  accumulation  of  mucous 
secretions  in  the  throat,  where  a reflex  stimulation 
of  the  carotid  sinus  may  cause  a laryngospasm,  or 
where  the  airway  is  actually  obstructed  in  such 
conditions  as  Ludwig’s  angina.  Even  during  the 
actual  administration  of  this  intravenous  barbi- 
turate, when  no  respiratory  obstruction  is  present, 
anoxia  may  be  produced  by  a depression  of 
respiration.  This  oxygen  lack  may  cause  a 
stimulation  of  respiration,  and  a false  impression 
may  be  gained,  if  respiratory  depression  alone  is 
taken  as  a warning  sign.  In  addition,  anoxia,  so 
produced,  may  cause  an  increase  in  the  carbon 
dioxide  of  the  blood  with  a subsequent  elevation 
of  the  blood  pressure. 

Curare 

Curare  was  first  used  in  anesthesia  by  Griffith 
and  later  by  Cullen  in  combination  with  cyclo- 
propane.46 

The  forms  of  curare  which  are  available  on  the 
market  are  intocostrin  and  d-tubocurarine 
chloride.  D-tubocurarine  in  contrast  to  intocos- 
trin is  soluble  in  pentothal  sodium  and  is  meas- 
ured in  milligrams.  For  example,  3 mg.  are  con- 
tained in  each  cc.  of  d-tubocurarine,  whereas  there 
are  20  units  per  cc.  of  intocostrin.  Curare  is  not 
an  anesthetic  per  se  since  it  does  not  produce 
analgesia  but  is  primarily  a relaxing  agent  for 
skeletal  muscle,  its  site  of  action  probably  being 
the  myoneural  junction.6-8  This  action  of  curare 
is  thought  to  be  accomplished  by  raising  the 
threshold  to  any  stimuli  brought  to  it. 

The  only  actual  contraindication  to  the  use  of 
curare  is  myasthenia  gravis,  but  it  is  not  wise  to 
give  curare  to  patients  whose  respirations  are  al- 
ready depressed  or  impaired  by  other  causes. 
The  most  serious  hazard  in  the  administration  of 
this  agent  is  the  occurrence  of  anoxia,  which  may 
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be  the  result  of  a marked  respiratory  depression 
or  an  overdosage  of  the  drug.  However,  in  most 
instances  this  respiratory  depression  with  its 
resultant  anoxia  may  be  overcome  by  instituting 
“reinforced  or  controlled  respirations.”  In  rare 
instances,  a bronchospasm  may  occur.  This  is 
especially  true  when  curare  is  used  with  pentothal 
sodium  or  cyclopropane  which  in  themselves  are 
prone  to  produce  bronchospasm,  especially  in 
allergic  or  asthmatic  individuals.  Bronchospasm 
is  evidenced  by  an  inability  to  ventilate  the  lung 
adequately,  even  in  spite  of  “reinforced  or  con- 
trolled respirations.”  Neo-  or  prostigmine  are 
theoretically  the  agents  of  choice  to  counteract 
this  spasm,  but,  in  practice,  administration  of 
either  neo-  or  prostigmine  may  only  accentuate 
the  condition.  The  treatment  of  bronchospasm 
is  essentially  the  providing  of  a clear  airway, 
institution  of  artificial  respiration,  the  inhalation 
of  oxygen,  and  the  administration  of  atropine 
sulfate  intravenously  in  0.01  grain  dose. 

It  is  doubtful  whether  neo-  or  prostigmine  have 
any  place  in  the  treatment  of  an  overdose  from 
curare.  This  statement  is  made  reservedly,  be- 
cause a simple  respiratory  depression,  uncom- 
plicated by  bronchospasm,  can  be  treated  with 
prostigmine.  However,  atropine  sulfate  should 
be  administered  intravenously  with  the  prostig- 
mine to  prevent  a flood  of  mucus  which  pciight 
occur  from  its  use.  It  would  seem  best  then  to 
counteract  any  type  of  curare-like  overdosage 
with  the  method  outlined  in  the  previous  para- 
graph; i.e.,  artificial  respiration,  oxygen,  and 
atropine,  and  thus  avoid  any  possibility  of  en- 
countering undesirable  effects  from  the  prostig- 
mine. 

The  dose  of  curare  is  extremely  variable.  How- 
ever, the  inost  important  fact  to  bear  in  mind  is 
that  only  a minimum  dose  should  be  adminis- 
tered. This  amount  should  be  just  sufficient  to 
produce  relaxation  and  not  apnea.  Experience 
has  shown  that  “reinforced  or  controlled  respira- 
tions” are  , more  apt  to  produce  anoxia  and  to 
ventilate  the  lungs  less  adequately  than  the 
patient’s  own  respirations. 

Another  reason  for  avoiding  an  excess  dosage  of 
curare  is  the  possibility  of  the  liberation  of  hista- 
mine in  the  skin  and  muscles.9  Also,  large 
amounts  of  curare  may  cause  a peripheral  vascular 
collapse  because  of  the  depressive  action  on  the 
sympathetic  ganglion.  It  should  be  emphasized 
that  curare  is  eliminated  in  twenty  to  thirty 
minutes,  and,  therefore,  sufficient  time  should  be 
allowed  to  lapse  to  use  up  even  the  smaller  doses 
before  subsequent  injections  are  administered. 

Procaine 

The  use  of  novocaine  intravenously  for  reliev- 
ing pruritus  in  jaundice  cases  was  first  suggested 


by  Lundy.10  While  overseas  in  1943,  one  of  us 
(P.  S.),  through  the  efforts  of  Colonel  R.  M. 
Tovell,  undertook  the  investigation  of  the  effects 
of  the  intravenous  administration  of  procaine  and 
administered  1 Gm.  of  procaine  in  1,000  cc.  of 
saline  solution  with  no  ill  effect.  Subsequently, 
other  workers  found  intravenous  procaine  to  be 
useful  in  burns  and  other  painful  conditions. 
The  use  of  intravenous  procaine  as  an  anesthetic 
in  itself,  as  reported  by  Allen,  has  not  been  tried 
extensively  by  many  anesthesiologists  at  the  pres- 
ent time.11  There  is  a danger  that  convulsions, 
caused  either  by  a sensitivity  or  an  overdosage, 
may  occur.  This  reaction  limits  its  usefulness. 

Fraser  has  successfully  used  a combination  of 
procaine  and  pentothal  sodium.12  His  propor- 
tions are  1 Gm.  of  pentothal  sodium  and  1 Gm.  of 
procaine  added  to  1,000  cc.  of  5 per  cent  glucose 
and  saline  solution.  He  has  stated  that  this 
combination  tends  to  decrease  the  irritability  of 
the  heart  to  cyclopropane,  reduces  the  incidence 
of  anuria,  and  provides  postoperative  analgesia. 

Burstein  believes  that  intravenous  proca’ine 
administered  during  anesthesia,  especially  in 
thoracic  operations,  diminishes  the  hyperirrita- 
bility of  the  cardiac  conducting  system  and 
reverts  a shifted  pacemaker  to  the  sinus  node.13 

Anesthetic  Drugs  in  Combinations 

Pentothal  Sodium,  Nitrous  Oxide,  and  Oxygen. — - 
The  combination  of  pentothal  sodium,  nitrous 
oxide,  and  oxygen,  in  cases  where  no  relaxation  is 
required,  is  one  of  the  most  popular  methods 
employed  today.  This  method  which  was  used 
extensively  both  in  England  and  in  this  country  is 
proof  of  its  efficiency.  The  vast  majority  of  war 
wounds  were  amenable  to  this  combination.  It  is 
highly  recommended  as  both  safe  and  satisfac- 
tory when  relaxation  is  not  of  prime  importance. 
The  pentothal  sodium  serves  to  maintain  a well- 
oxygenated  patient,  providing  a 50:50  mixture 
of  nitrous  oxide  and  oxygen  are  administered 
with  it. 

Pentothal  Sodium,  Nitrous  Oxide,  and  Ether. — 
One  of  the  most  interesting  combinations,  re- 
ported by  one  of  us  last  year  at  the  141st  Annual 
Meeting,  is  the  combined  use  of  pentothal  sodium, 
nitrous  oxide,  and  ether.  Used  as  the  inducing 
agent,  pentothal  sodium  is  also  administered  dur- 
ing the  operation  to  desensitize  the  respiratory 
center  and  thereby  enable  the  anesthetist  to 
introduce  to  the  patient  the  desired  amount  of 
ether  safely  and  rapidly  and  at  the  same  time 
avoid  high  ether  concentrations.  This  method 
has  enabled  us  to  secure  rapid  relaxation  during 
the  operation  which  has  proved  most  satisfactory 
to  the  surgeon.  There  has  been  a minimum  of 
postoperative  anesthetic  complications  with  this 
combination  of  pentothal  sodium,  nitrous  oxide, 
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and  ether,  and  the  amount  of  ether  required  is 
less  than  that  required  with  nitrous  oxide,  oxygen, 
and  ether  alone.  We  have  encountered  fewer 
difficulties  with  this  type  of  anesthesia  than  any 
other  tried  up  to  this  time. 

Local  Block  and  Pentothal  Sodium. — Pentothal 
sodium  is  extremely  useful  when  performing  a 
painful  local  block.  The  sleeping  patient  has  no 
memory  of  the  performance  of  the  block  and,  in  * 
addition,  the  antagonistic  action  of  the  barbi- 
turate tends  to  lessen  any  toxic  reaction  to  the 
injection  of  the  local  anesthetic  drug.  We  have 
found  pentothal  sodium  extremely  useful  in  brain 
surgery  where  it  has  been  combined  with  a regional 
block.  The  success  of  using  pentothal  for  long 
operations,  such  as  a craniotomy,  lies  in  adminis- 
tering very  small  doses  and  in  limiting  the  total 
dose  to  1 to  2 Gm.  for  a four  to  five  hour  opera- 
tion. The  patient  is  held  in  an  analgesic  state; 
the  only  indication  for  additional  doses  of  pento- 
thal during  the  operation  consists  of  an  actual 
movement  on  the  part  of  the  patient.  The  air- 
way is  patent  because  the  patient’s  jaw  is  not 
completely  relaxed,  and,  therefore,  the  patient 
maintains  his  own  airway.  This  method  is  not 
amenable  to  the  head-down  position  or  if  the 
patient’s  head  is  inaccessible  to  the  anesthetist. 
In  this  latter  instance,  in  addition  to  the  adminis- 
tration of  the  pentothal  sodium,  an  intratracheal 
tube,  through  which  nitrous  oxide  and  oxygen 
mixture  is  administered,  is  absolutely  essential. 
In  our  experience,  ether,  even  with  the  addition 
of  an  intratracheal  tube,  results  in  cerebral  edema 
far  more  often  than  with  the  use  of  a combination 
of  regional  anesthesia  and  pentothal  sodium. 

Curare  and  Nitrous  Oxide. — The  use  of  large 
doses  of  curare,  150  to  200  mg.,  with  nitrous  oxide 
and  oxygen  was  first  reported  by  Harroun, 
Beckert,  and  Hathaway.15  This  method  intro- 
duces a large  dose  of  curare  on  induction  and  may 
lead  to  severe  complications  in  unskilled  hands. 
The  use  of  cyclopropane  added  in  small  doses  to 
this  combination,  as  reported  by  Holaday,  pro- 
vides a slightly  deeper  plane  of  anesthesia  and 
tends  to  decrease  the  dose  of  curare.16 

Curare  and  Cyclopropane. — Curare  was  first 
used  in  combination  with  cyclopropane  as  previ- 
ously mentioned.4’5  This  method  is  employed 
successfully  by  many  anesthesiologists.  The 
cyclopropane  provides  a light  plane  of  anesthesia 
which  leads  to  the  safe  conduct  of  the  anesthetic. 
We  have  administered  these  drugs  for  many 
cholecystectomies,  choledochostomies,  and  other 
major  abdominal  cases.  It  has  been  found  that 
less  curare  is  needed  when  cyclopropane  and 
oxygen  are  administered  than  when  nitrous  oxide 
and  oxygen  are  used. 

Ether  and  Curare. — One-third  less  dose  of  curare 


is  required  when  using  ether.  This  fact  is  men- 
tioned only  as  a condemnation  of  the  method. 

Nembutal  and  Curare. — The  combination  of 
nembutal  given  intravenously  with  curare  to 
facilitate  intubation,  as  recently  reported  by 
Can  on,  Stoelting  and  Cullen,  revives  the  use  of  a 
longer-acting  barbiturate  than  pentothal.17 
Drugs  such  as  nembutal  and  sodium  amytal  had 
been  disregarded  previously  because  of  the  long 
postoperative  sleep  following  their  use.  To 
avoid  this  danger,  the  dose  of  nembutal  should 
always  be  small.  Their  method  of  maintenance 
consists  of  administering  nitrous  oxide  and  curare 
and  occasionally  pentothal  sodium.  This  tech- 
nic has  not  had  sufficient  trial  and  is  certainly 
open  to  criticism  if  a long  postoperative  depres- 
sion follows  tfre  use  of  nembutal  and  curare. 

Curare  with  Spinal  Anesthesia. — Curare  can  be 
used  satisfactorily  to  supplement  spinal  anesthe- 
sia either  when  relaxation  is  not  complete  or  when 
the  duration  of  the  operation  has  outlasted  the 
anesthesia.  The  dose  of  curare  necessarily  should 
be  small,  and  a word  of  warning  should  be  inter- 
jected to  the  effect  that  a general  anesthetic,  such 
as  pentothal,  nitrous  oxide,  or  cyclopropane, 
should  be  administered  along  with  the  curare  so 
that  the  patient  is  not  awake  or  suffering  pain. 

Pentothal  Sodium,  Curare,  and  Nitrous  Oxide. — 
The  combination  of  pentothal  sodium,  curare,  and 
nitrous  oxide  is  as  nearly  an  ideal  combination  as 
any  of  the  methods  which  employ  curare.  This 
method  has  been  more  refined  by  the  develop- 
ment of  d-tubocurarine  which  has-been  perfected 
by  Baird.18  Baird  and  his  associates  have 
administered  this  combination  of  anesthetics  for 
practically  all  types  of  operations.  In  their 
hands,  d-tubocurarine,  when  mixed  with  pento- 
thal sodium,  produces  a more  uniform  anesthesia 
than  when  the  two  drugs  are  used  separately. 

Summary 

We  have  tried  to  evaluate  the  various  common 
drugs  used  in  intravenous  anesthesia  and  to  point 
odt  some  of  the  salient  features  embodied  in  their 
administration. 

With  the  administration  of  either  pentothal  or 
curare,  it  must  be  borne  in  mind  that  the  occur- 
rence of  anoxia  is  an  ever-present  hazard.  Avoid- 
ing the  use  of  pentothal  sodium  or  curare  in  condi- 
tions leading  to  respiratory  obstruction  will  pre- 
vent, to  a large  degree,  the  calamity  of  an  asphyxi- 
ated patient. 

Pentothal  sodium  has  proved  to  be  a most 
valuable  intravenous  anesthetic  agent  for  induc- 
tion and,  when  combined  with  other  agents,  can 
be  used  advantageously  in  the  maintenance  of 
deeper  planes  of  anesthesia. 

Curare,  a more  recent  addition,  does  relax 
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skeletal  muscle  but  is  still  used  cautiously  by 
most  anesthesiologists.  The  place  of  curare  then 
rests  with  a more  thorough  clinical  trial  and  a 
sensible  evaluation  of  its  usefulness  and  danger. 

Procaine,  intravenously,  has  a place  in  control- 
ling arrjdhymias  and  auricular  ventricular  tachy- 
cardias during  anesthesia.  There  is  some  reason 
to  believe  that  procaine  can  be  used  intravenously 
to  improve  general  anesthesia.  However,  more 
work  is  needed  to  justify  this  statement. 

The  use  of  the  intravenous  route  in  anesthesia 
has  greatly  augmented  the  speed  with  which 
pain  relief,  unconsciousness,  and  relaxation  can  be 
obtained.  It  must  be  remembered  that  no  one 
intravenous  agent  possesses  all  the  characteristics 
of  the  ideal  anesthetic.  Therefore,  many  com- 
binations of  anesthetics  have  been,  and  are  being, 
used  to  secure  the  most  suitable  type  of  “balanced 
anesthesia.” 

Discussion 

Samuel  L.  Lieberman,  M.D.,  Buffalo. — The  in- 
travenous route  of  administration  has  enabled  the 
anesthetist  to  bypass  the  respiratory  tract.  Surgi- 
cal anesthesia  is  dependent  on  the  establishment  of 
certain  blood  concentrations  of  the  various  agents. 
Any  inadequacy  of  the  respiratory  tract  thereby 
produces  a barrier  between  the  inhalation  anes- 
thetic and  the  patient’s  blood  stream.  Breath- 
holding, laryngospasm,  or  inadequate  ventilation 
due  to  excess  morphine  are  common  problems  which 
produce  this  respiratory  barrier  between  the  gas 
machine  and  the  patient’s  blood  stream.  Often 
when  one  uses  .cyclopropane,  anesthetic  concentra- 
tions in  the  blood  stream  can  be  achieved  and  main- 
tained only  by  controlled  respirations.  Thus,  the 
more  direct  intravenous  route  for  drug  administra- 
tion is  preferable. 

The  various  combinations  just  analyzed  by  Dr. 
Searles  indicate  that  today  any  one  agent  is  but  a 
part  of  a total  anesthetic.  When  used  in  combina- 
tions, one  agent  cannot  only  make  up  for  the  defi- 
ciency of  another  agent  but  may  also  counteract 
some  undesirable  effect  of  this  agent.  Although  pen- 
tothal  bypasses  the  respiratory  tract  in  its  route  of 
administration,  its  most  undesirable  effects  ®re 
manifested  in  the  respiratory  system.  Thus,  while 
this  drug  is  used  in  more  and  more  patients  for  a 
pleasant  and  rapid  induction,  one  strives  to  use  less 
and  less  of  it  in  any  one  case.  The  anesthetist  who 


wishes  his  patient  to  react  promptly  upon  completion 
of  surgery  shies  away  from  large  doses  of  pentothal. 
At  times  even  a gram  of  pentothal  will  result  in  pro- 
longed sleep,  characteristic  of  barbiturate  poisoning. 
There  exists  the  possibility  of  respiratory  depres- 
sion, hypoxia,  and  pulmonary  complications.  A 
note  of  warning  is  in  place  for  the  house  staff  in  this 
situation.  Morphine  and  pentothal  potentiate  the 
action  of  each  other. , If  morphine  is  administered  to 
a patient  who  has  received  a large  dose  of  pentothal 
when  this  patient  is  showing  signs  of  restlessness  in 
the  postoperative  ward,,  this  dose  of  morphine  may 
very  well  put  such  a patient  back  into  a deep  coma. 

The  second  major  problem  of  pentothal  anesthesia 
is  that  of  the  hyperactive  throat  and  laryngeal  re- 
flexes. One  must  be  wary  of  using  this  drug  in  pa- 
tients presenting  evidence  of  throat  and  laryngeal 
irritations,  most  common  being  the  chain  smoker 
with  a throaty  voice.  It  is  desirable  to  cocainize 
these  cases  as  a prophylactic  measure;  curare  must 
be  available  to  break  a laryngospasm,  and  the  endo- 
tracheal tube  may  be  needed. 

The  intravenous  route  is  an  accepted  advance  over 
the  inhalation  route.  Greater  use  of  it  is  dependent 
on  resolving  the  inadequacies  of  the  agents  which  are 
available  at  present.  Perhaps  future  technics  will 
introduce  anesthetic  agents  even  closer  to  their  site 
of  action,  bypassing  not  only  the  lungs  but  the  pe- 
ripheral vascular  system  as  well. 
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STREPTOMYCIN  SENSITIVITY 

Rubber  gloves  should  be  worn  when  handling 
streptomycin  or  the  syringes  and  needles  used. 
Dr.  Solomon  M.  Rauchwerger  and  associates  of  the 
Veterans  Administration  Hospital  at  Oteen,  North 
Carolina,  report  that  six  nurses  had  erythema 
followed  by  pruritus  and  papulovesicular  eruptions 
after  administering  the  drug  to  patients.  In  two 
cases  skin  was  denuded  over  the  tips  of  thumbs  and 


index  fingers,  probably  from  the  syringes  and  needles 
used  for  streptomycin  injections.  Intradermal 
tests  may  be  advisable  for  determining  sensitivities 
of  persons  who  work  with  the  drug.  When  100 
units  of  the  drug  were  administered  intradermally 
to  each  of  97  members  of  the  nursing  staff,  seven 
had  positive  reactions. — Modern  Medicine,  June  15, 
1948 


PULMONARY  PATHOLOGY  AS  RELATED  TO  INFANT 
RESUSCITATION 

W.  Schwab,  M.D.,*  H.  D.  Eastman,  M.D.,  and  B.  Etsten,  M.D.,  Albany,  New  York 


{From,  the  Department  of  Anesthesiology  and  Pediatrics , 

HE  INITIATION  and  maintenance  of 
respiration  in  the  apneic  newborn  infant  has 
been  of  profound  interest  not  only  to  the  obste- 
trician and  pediatrician  but  also  to  the  anesthesi- 
ologist because  of  his  intimate  concern  with 
respiratory  problems.  Numerous  resuscitative 
methods  have  been  advocated.  Most  of  these 
were  originally  based  on  clinical  experience  but 
have  come  to  be  evaluated  more  upon  a physio- 
logic and  pathologic  basis. 

According  to  the  statistics  of  the  birth  registry, 
about  80,000  infants  die  annually  at  birth  in  this 
country,  and  30,000  more  die  in  the  first  day 
from  causes  which  are  mostly  of  natal  origin.1 
The  principal  causes  of  infant  mortality  during 
the  first  twenty-four  hours  are  prematurity, 
cerebral  hemorrhage,  and  asphyxia.  The  cause 
of  asphyxia  as  reviewed  by  Russ  and  Strong  is 
clearly  classified  as  follows:  (1)  various  forms  of 
toxemia  of  pregnancy,  (2)  prematurity,  (3)  pre- 
partal  analgesia,  (4)  postpartal  anesthesia,  (5) 
type  of  delivery,  and  (6)  type  of  labor.2 

Many  newborn  infants  have  abnormalities  and 
pathologic  conditions  which  do  not  give  clinical 
findings.  Davis  and  Stevens  in  a radiographic 
study  found  that  55  per  cent  of  newborn  babies 
show  some  abnormality,  26  per  cent  of  the  group 
showing  abnormalities  of  the  lungs,  including 
spontaneous  pneumothorax,  increased  hilar  densi- 
ties, increased  peribronchial  markings,  and  atelec- 
tasis.3 

The  purpose  of  this  paper  is  to  investigate  by 
means  of  the  roentgenogram  the  status  of  the 
thoracic  cage  and  its  contents  in  the  newborn, 
before  pulmonary  aeration  and  the  changes  that 
take  place  during  resuscitative  measures  and 
after  the  establishment  of  voluntary  respiration. 

Method 

All  x-rays  of  the  newborn  babies  were  taken  in 
the  delivery  room,  utilizing  standardization  of 
technic.  The  investigation  in  no  way  interfered 
with  the  form  of  anesthesia  or  obstetric  delivery. 
■Attempt  was  made  to  take  roentgenograms  of  the 
newborn  infants  under  conditions  that  ordinarily 
prevailed  in  any  series  of  cases  on  the  obstetric 
service.  Prepartal  analgesia  consisted  of  demerol 
50  to  100  mg.  and  scopolamine  ‘/iso  to  V200  grain 
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when  the  cervix  was  4 to  6 cm.  dilated.  The 
time  of  premedication  to  delivery  varied  from 
one-half  to  eleven  hours.  Prepartal  anesthesia 
was  open  drop  ether,  and  the  majority  of  these 
cases  were  lightly  anesthetized.  The  average 
length  of  time  of  anesthesia  was  twenty-five 
minutes.  The  equipment  consisted  of  a helio- 
sphere portable  x-ray,  14  by  17-inch  casettes,  and 
an  accessory  table  of  the  same  height  as  the 
standard  one  used  by  the  obstetrician.  The  ex-  . 
posure  time  of  V4  second,  the  voltage  of  60  kilo- 
volts, and  the  distance  of  30  inches  from  x-ray 
table  to  baby  were  constant  throughout  the  entire 
series. 

A 14  by  17-inch  casette  was  placed  at  one  corner 
of  the  obstetrician’s  table  under  the  sterile  drapes. 
One  half  of  the  casette  was  covered  by  a lead 
plate.  Immediately  after  birth  the  obstetrician, 
without  taking  time  to  ligate  the  umbilical  cord, 
placed  the  baby  in  the  anteroposterior  position 
upon  the  sterile,  covered,  exposed  portion  of  the 
casette.  Roentgenograms  were  taken  in  the 
following  order:  immediately  at  the  time  of 
birth,  after  initiation  of  respiration,  one  hour  after 
active  respiratory  effort,  and  the  last  one  five  days 
later.  In  some  instances,  roentgenograms  were 
taken  during  the  various  phases  of  artificial  resus- 
citation. The  initiation  of  respiration  in  any 
baby  was  not  delayed  to  take  the  roentgenograms. 

Results 

A total  of  33  newborn  babies  were  investigated. 
Twenty-three  did  not  need  any  resuscitative 
measures.  Ten  required  resuscitation,  and  of 
this  number  seven  received  gentle  external 
stimulation,  two  mouth-to-mouth  inflation,  and 
one  mouth  to  endotracheal  tube  inflation. 

A total  of  109  roentgenograms  were  obtained. 
Twenty-one  were  taken  of  babies  before  they 
started  to  breathe,  and  they  all  had  similiar  and 
typical  roentgenographic  characteristics.  The 
x-ray  negatives  show  that  the  ribs  form  an  acute 
angle  with  the  spinal  column,  and  the  intercostal 
spaces  are  narrow.  The  x-ray  density  throughout 
the  thoracic  area  is  uniform,  and  there  is  no 
delineation  of  the  intrathoracic  structures.  The 
thoracic  cage  is  constricted  superiorly  and  flares 
out  interiorly  to  a relatively  enlarged  abdomen. 
These  features  give  the  appearance  of  a “funnel- 
shaped  contour”  of  the  thoracic  cage  (Fig.  1). 

Roentgenograms  of  twelve  newborns  were  ob- 
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Fig.  1.  Contour  of  the  thoracic  cage  of  the  newborn 
before  the  onset  of  respiration. 


tabled  after  the  initial  respiratory  effort  (Fig.  2). 
These  x-rays  show  varying  degrees  of  expansion  of 
the  lung  fields.  The  lateral  borders  of  the  lungs 
are  the  first  portions  to  be  aerated.  The  roentgen- 
ographic  clarity  of  outline  of  the  intrathoracic 
structures  parallels  the  amount  of  air  inspired  and 
the  degree  of  aeration. 

All  the  roentgenograms  of  the  babies  that  were 
taken  after  active  breathing  show  striking  changes 
of  the  chest  in  contrast  to  those  taken  before  the 
initiation  of  respiration  (Fig.  3).  At  this  time  it 
can  be  seen  that  the  thoracic  cage  appears  larger 
in  all  dimensions  and  loses  its  preventilatory 
“funnel  shape.”  The  structures  of  the  chest  and 
mediastinal  contents  are  clearly  defined.  Air  is  • 
present  in  the  gastrointestinal  tract,  and  the 
amount  is  in  direct  proportion  to  the  degree  of 
respiratory  effort  and  active  crying  of  the  new- 
born. Subsequent  roentgenograms  taken  one  • 
and  five  days  after  birth  show  no  demonstrable 
changes  in  the  lung  fields  as  compared  with  those 
that  were  taken  immediately  after  active  respira- 
tion on  the  day  of  birth.  The  only  difference  in 
this  group  is  the  increased  amount  of  air  through- 
out the  gastrointestinal  tract. 

The  cases  described  below  are  offered  to  demon- 
strate the  following:  (1)  atelectasis  of  the  new- 
born, resuscitation  by  mouth  to  endotracheal  tube 
insufflation,  and  the  recurrence  of  partial  atelec- 
tasis although  the  baby  gave  the  impression  of 
complete  expansion  of  the  lungs;  (2)  bilateral 


Fig.  2.  X-ray  negative  of  newborn  baby  immedi- 
ately after  making  one  respiratory  effort.  Note 
slight  aeration  of  the  lung  field  and  maintenance  of 
the  “funnel-shaped”  thoracic  cage. 

atelectasis  of  the  premature  baby  with  a pneumo- 
thorax on  the  right  side,  onset  of  clinical  symp- 
toms appearing  four  hours  after  delivery,  and  (3) 
clinical  impression  of  marked  respiratory  obstruc- 
tion in  a newborn  one  hour  after  birth  with  nega- 
tive roentgenograms  of  the  chest  and  a patent 
tracheobronchial  tree. 

Case  Reports 

Case  /.—A  full-term  baby  delivered  via  peri- 
neal route,  who  made  no  respiratory  effort  after  birth, 
was  resuscitated  by  the  introduction  of  an  endotra- 
cheal tube  and  endotracheal  suction  with  gentle 
mouth-to-tube  inflations.  Spontaneous  respirations 
occurred  within  twenty  minutes  of  resuscitation. 
The  patient  then  presented  a clinical  picture  of  nor- 
mal respiratory  effort.  The  first  x-rays,  taken  im- 
mediately after  birth,  indicated  no  pathology  (Fi£. 
4).  The  roentgenograms  taken  during  mouth  to 
endotracheal  tube  insufflation  reveal  bilateral  mas- 
sive atelectasis  (Fig.  5).  After  adequate  endotra- 
cheal suction  and  continuous  insufflation  for  twenty 
minutes,  the  baby  made  voluntary  respiratory  ef- 
forts. The  clinical  impression  at  that  time  was  that 
both  lungs  were  fully  expanded.  Another  roentgeno- 
gram was  taken,  and  it  shows  that  the  right  upper 
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Fig.  3.  Typical  roentgenogram  of  the  marked 
change  in  chest  cage  following  active  breathing  by 
the  newborn  baby.  Note  increase  in  diameter  of 
the  apex  and  the  complete  aeration  of  the  lungs. 
Photograph  was  taken  six  minutes  after  birth,  and 
air  was  now  evident  in  the  stomach. 


lobe  remained  collapsed.  The  infant  was  intubated 
and  the  lungs  reinflated  by  insufflation  for  the  second 
time  (Fig.  6).  Subsequent  x-rays  demonstrate  that 


Fig.  4.  Initial  x-ray  of  Case  1. 


Fig.  5.  Roentgenogram  of  Case  1 taken  during 
resuscitation. 


the  atelectatic  lobe  did  not  fully  re-expand  until 
about  seven  hours  after  the  second  resuscitative  at- 
tempt and  only  then  four  hours  after  the  baby  initi- 
ated vigorous  crying*. 

Case  2. — Four  hours  after  delivery  by  cesarean 
section,  a premature  infant  of  seven  and  a half 
months  gestation,  which  breathed  and  cried  sponta- 


Fig.  6.  Return  of  atelectasis  in  right  upper  lobe, 
even  after  active  endotracheal  suction  and  inflation. 
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Fig.  7.  X-ray  of  a premature  baby  revealing  a 
pneumothorax  on  the  l ight  side  and  bilateral  massive 
atelectasis. 


Fig.  8.  This  photograph  shows  that  inflation  of  the 
lungs  was  impossible  in  this  case. 


neously  after  birth,  presented  the  clinical  picture  of 
central  depression.  There  were  intermittent  periods 
of  apnea  followed  by  repressed  tidal  exchange.  Al- 
though this  baby  was  not  resuscitated,  a roentgeno- 
gram revealed  bilateral  massive  atelectasis  with  a 
pneumothorax  on  the  right  side  (Fig.  7).  The  baby 
expired  twenty-four  hours  after  birth;  immediately 
after  its  death  an  endotracheal  tube  was  introduced, 
and  oxygen  was  administered  by  positive  pressure 
for  the  purpose  of  seeing  the  degree  of  expansion  of 
the  chest  wall  and  the  questionable  degree  of  expan- 
sion of  the  lungs.  Although  the  thoracic  cage  fully 
expanded  during  this  measure,  tlje  roentgenogram 
showed  that  there  was  a slight  amount  of  air  only 
in  the  upper  left  lobe,  and  there  was  no  change  in  the 
upper  lobe  and  the  pneumothorax.  At  postmortem 
examination  both  lungs  were  found  to  beMiver-like  in 
appearance  and  showed  the  fetal  type  of  atelectasis 
(Figs.  8 and  9). 

Case  3. — This  full-term  baby  demonstrated  clini- 
cal symptoms  of  marked  respiratory  obstruction  one 
hour  after  birth.  Roentgenograms  of  the  chest  pre- 
sented no  evidence  of  tracheal  compression  or  of  pul- 
monary pathology.  The  baby  was  placed  in  an  oxy- 
gen tent,  and  during  the  subsequent  ten  days  the 
clinical  symptoms  gradually  disappeared. 

Comment 

The  contour  of  .the  thoracic  cage  of  the  new- 
born infant  before  it  makes  respiratory  efforts  is 
funnel-shaped  in  appearance  as  shown  in  Fig.  1. 
The  greatest  degree  of  expansion  occurs  in  the 


upper  portion  of  the  chest  cage  after  the  baby 
breathes  (Fig.  2).  Pathologic  thoracic  entities 
cannot  be  revealed  by  a roentgenogram  taken  at 
this  time  of  life  before  the  initiation  of  respiration. 
Air  enters  the  stomach  immediately  after  the 
onset  of  breathing,  and  the  amount  of  air  in  the 
entire  gastrointestinal  tract  is  in  direct  proportion 
to  the  amount  of  crying  and  the  degree  of  respira- 
tory exchange  made  by  the  baby.  In  those  new- 
born infants,  where  the  breathing  is  depressed 


Fig.  9.  Gross  pathologic  specimen  of  Case  2 
demonstrating  an  emphysematous  bleb  in  the  left 
upper  lobe,  mediastinal  emphysema,  and  solid,  neo- 
natal lung  tissue. 
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very  little,  air  is  visible  in  the  gastrointestinal 
tract. 

Evidence  is  produced  to  show  that  the  degree  of 
expansion  of  the  chest  wall  during  artificial  resus- 
citation is  no  indication  of  the  degree  of  expansion 
of  the  lung.  This  factor  is  of  vital  importance 
when  considering  the  technic  of  resuscitation  by 
endotracheal  tube  plus  insufflation  or  positive 
pressure.  In  those  cases  that  have  a fetal  type  of 
atelectasis,  gentle,  prolonged  insufflation  is  a 
safer  method  than  direct  application  of  positive 
pressure.  By  insufflation  the  individual  resusci- 
tator  can  determine  the  degree  at  the  time  when 
the  slightest  amount  of  resistance  is  experienced, 
irrespective  of  the  extent  of  thoracic  expansion. 
Numerous  writers  have  designated  definite  de- 
grees of  positive  pressure  that  are  within  safety 
limits,  but  this  procedure  should  not  apply  to  the 
cases  of  atelectasis  in  the  premature  baby,  be- 
cause the  lungs  have  not  fully  developed  and  may 
rupture.4-6 

The  differentiation  between  asphyxia  pallida 
andasphyxia  livida should  be  madebeforeattempt- 
ing  artificial  respiratoryeffortsbyany  method.  In 
those  cases  which  present  the  picture  of  asphyxia 
pallida,  the  method  of  mouth-to-mouth  insuf- 
flation may  be  quite  ineffective  because  of  the 
atonic  pharyngeal  and  laryngeal  musclature. 
In  these  instances,  most  of  the  insufflated  air 
would  enter  the  gastrointestinal  tract  rather  than 
the  pulmonary  bed.  It  would  be  advisable,  there- 
fore, to  introduce  an  endotracheal  tube  and  thus 
inflate  the  lungs  directly. 

Careful  clinical  diagnosis  of  respiratory  abnor- 
malities can  be  found  to  be  inaccurate  according 
to  roentgenographic  evidence.  Active  resuscita- 
tive  measures  in  those  cases  that  have  no  pul- 
monary pathology  can  often  produce  more  damage 
than  good.  Spontaneous  pneumothorax  can  be 
present  during  the  newborn  period,  this  condition 
occurring  even  in  those  cases  that  did  not  have 
any  form  of  resuscitative  measures.  However,  if 
the  respiratory  effort  of  the  newborn  with  a 
spontaneous  pneumothorax  need  be  augmented, 
it  is  important  first  to  obviate  the  pneumothorax. 

Atelectasis  of  the  full-term  baby  can  be  actively  % 
treated  by  endotracheal  suction  and  insufflation. 
In  many  instances,  the  atelectasis  will  be  allevi- 
ated for  a short  period  of  time  but  can  recur  and 
will  clear  up  after  active  crying. 

Conclusions 

1.  Roentgenographic  studies  demonstrate  the 
changes  in  the  thoracic  cage  before  and  after  the 
onset  of  respiratory  effort  of  the  newborn. 

2.  Spontaneous  pneumothorax  can  occur  dur- 
ing the  newborn  period. 

3.  The  degree  of  expansion  of  the  chest  wall 


during  artificial  resuscitation  of  the  fetus  does  not 
indicate  the  extent  of  pulmonary  inflation. 

4.  This  study  reveals  the  value  of  roentgeno- 
grams of  the  newborn  baby  having  respiratory 
difficulties. 

Discussion 

H.  D.  Eastman,  M.D.,  Albany. — To  me,  the  most 
striking  feature  of  this  paper  is  the  rapid  and 
roentgenographically  complete  aeration  of  the  lungs 
with  a hearty  cry  and  its  associated  deep  breathing. 
The  report  of  Wasson,  referred  to  in  the  paper, 
appears  to  emphasize  a time  element  with  complete 
aeration  in  some  cases  within  five  minutes  and  in 
others,  particularly  in  those  babies  with  prolonged, 
difficult  delivery,  within  from  five  minutes  to  two 
weeks.  Seemingly,  the  phenomenon  may  occur 
promptly  and  depends  directly  on  the  activity  of  the 
baby  and  indirectly  on  other  factors  only  in  so  far  as 
they  affect  this  activity.  It  is  not  to  be  denied  that 
small  atelectatic  areas  may  persist  microscopically 
in  the  lung  for  one  or  two  weeks  after  birth  without 
being  demonstrable  on  roentgenograms. 

The  typical  shape  of  the  newborn  chest,  demon- 
strated by  x-rays  taken  before  initiation  of  respira- 
tion, may  be  observed  on  gross  physical  examina- 
tion, particularly  in  babies  with  little  subcuta- 
neous tissue.  Close  clinical  observation  of  the 
change  in  shape  of  the  thoracic  cage  with  breathing 
gives  information  relative  to  the  probable  aeration 
of  the  lungs. 

Apparent  respiratory  distress  certainly  does  not 
necessarily  mean  pulmonary  pathology.  In  the  new- 
born period,  this  symptom  should  always  suggest 
as  well  the  possibility  of  intracranial  injury.  X-ray 
of  the  chest  is  a necessity  in  distinguishing  pulmon- 
ary from  nonpulmonary  entities. 

The  first  requisite  in  resuscitation  of  the  apneic 
newborn  is  the  establishment  and  maintenance  of  a 
free  airway.  External  stimulation  may  then  be 
tried.  The  major  point  to  be  emphasized  with  such 
stimulation  is  gentleness;  the  risk  of  causing  vis- 
ceral trauma,  increased  shock,  and  cerebral  hemor- 
rhage is  very  real.  Oxygen  is  to  be  administered  and 
warmth  maintained.  Utilization  of  technics  of  ar- 
tificial respiration  such  as  endotracheal  intubation 
and  insufflation  requires  a considerable  amount  of 
training  and  a high  degree  of  practical  skill.  Consid- 
ering the  ease  with  which  the  newborn’s  tissues  may 
be  traumatized  and  the  respiratory  distress  increased 
rather  than  relieved,  such  technic  should  be  per- 
formed only  With  great  care  and  gentleness  despite 
the  urgency  of  the  situation. 

The  methods  and  the  results  of  artificial  respira- 
tion in  atelectasis  in  prematurity  yary  from  those  in 
atelectasis  in  a full-term  newborn.  The  small 
amount  of  oxygen  absorbed  through  the  walls  of  the 
trachea  and  larger  bronchial  radicals  may  sustain  a 
baby’s  life  for  a relatively  short  period  in  some  cases, 
but,  without  alveolar  aeration,  death  invariably  re- 
sults. Without  immediate  availability  of  x-ray  fa- 
cilities, as  is  the  case  in  many  hospitals,  the  efficiency 
of  resuscitation  must  be  evaluated  in  the  light  of 
clinical  response.  The  apparent  evidences  of  ade- 
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quate  oxygenation  and  the  maintenance  of  respira- 
tory activity  by  the  baby  without  external  aid  are 
the  guides. 

We  have  found  that  the  best  results  parallel  the 
cooperation  and  coordination  of  the  obstetric,  pediat- 
ric, and  anesthesiology  departments.  Coordinated 
training  and  standardization  of  technics  of  resusci- 
tation are  prime  requirements  in  the  successful 
handling  of  respiratory  difficulties  in  the  newborn. 

'We  wish  to  acknowledge  the  support  of  this  investigation 
by  the  Winthrop  Research  Fund. 
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WAY  FOUND  TO  LESSEN  EAR  DAMAGE  FROM  STREPTOMYCIN 


Inner  ear  damage  that  sometimes  is  caused  by 
streptomycin  treatment'  might  be  prevented  by 
desensitization,  two  Columbia  University  ear  re- 
searchers reported  at  the  meeting  of  the  National 
Tuberculosis  Association  in  New  York.  They  are 
Dr.  Edmund  P.  Fowler,  Jr.,  and  Carl  R.  Feind. 

Since  tuberculosis  patients  getting  streptomycin 
treatment  must  take  the  drug  for  weeks  or  months, 
the  dizziness  and  other  symptoms  from  its  toxic  ef- 
fects on  the  inner  ear  may  be  troublesome.  Spme 


patients  are  extremely  susceptible,  others  very  re- 
sistant to  this  effect  of  the  drug.  In  rare  cases  the 
hearing  mechanism  is  also  affected,  but  this  is  often 
reversible. 

In  experiments  with  cats  and  salamanders,  Dr. 
Fowler  and  Mr.  Feind  found  that  the  toxic  effect  of 
streptomycin  on  the  vestibular  system  of  the  inner 
ear  can  be  modified  by  desensitizing  the  animals  be- 
fore giving  a toxic  dose. — Science  News  Letter,  June 
26,  19  f 8 


HOUSE  DUST  MAY  CAUSE  INFANTILE  ECZEMA 


The  possibility  that  hous?  dust  is  an  important 
cause  of  atopic  dermatitis,  or  infantile  eczema,  was 
advanced  by  Jerome  Glaser,  M.D.,  of  Rochester,  in  a 
recent  issue  of  the  Journal  of  the  American  Medical 
Association. 

Infantile  eczema  is  an  allergy  disease  which,  it  is 
believed,  is  caused  by  direct  contact  of  the  skin 
with  certain  allergens,  as  well  as  by  allergens  which 
have  been  inhaled  and  which  reach  the  skin  through 
the  blood  stream.  An  allergen  is  any  substance 
which  is  capable  of  inducing  allergy  or  specific 
susceptibility. 

Among  the  characteristics  of  atopic  dermatitis  are 
watery  sores,  scales  and  crusts,  and  itching  or  burn- 
ing sensations.  The  affliction  is  corftmoner  in  in- 
fants and  children  because  their  tender  skins  are 
more  easily  penetrated  by  allergens  than  those  of 
adults. 

According  to  Dr.  Glaser,  “the  characteristic 
distribution  of  atopic  dermatitis,  with  lesions  worse 
on  the  face,  the  area  of  the  arms  below  the  elbows, 
and  the  area  of  the  legs  below  the  knees,  suggests  a 
possible  contact  origin.”  In  view  of  this,  he  said, 
“it  is  tempting  to  consider  that  such  lesions  might  be 
caused  by  a ubiquitous  and  powerful  allergen,  house 
dust,  which  could  act  either  by  contact  or  inhala- 
tion.” 

As  further  evidence  of  the  importance  of  house 


dust  in  causing  infantile  eczema,  Dr.  Glaser  pointed 
out  that  “the  often  remarkably  beneficial  results  of 
hospitalization  are  commonly  attributed  to  avoid- 
ance of  house  dust  as  well  as  of  other  environmental 
allergens,”  adding  that  good  results  in  the  alleviation 
of  the  condition  have  also  been  attained  by  treating 
patients  with  injections  of  house  dust  extract. 

According  to  the  article,  there  is  no  completely 
satisfactory  treatment  of  infantile  eczema  and, 
therefore,  “the  problem  is  to  do  the  best  one  can 
with  a disease  which  is  usually  self-limited,  with  a 
tendency  to  spontaneous  remissions  tfnd  eventual 
* recovery  regardless  of  therapy.” 

Prophylactic,  or  preventive  measures,  such  as 
avoidance  of  dust  or  irritating  wool  clothing,  are 
considered  important  in  the  orthodox  treatment  of 
the  disease.  Special  baths,  prepared  by  adding  a 
cup  or  two  of  cornstarch  to  a tub  of  tepid  water, 
are  also  recommended  for  early  stages  of  the  dis- 
ease. 

The  local  application  of  paste  of  resorcinol,  made 
up  of  one  part  zinc  oxide,  one  part  corn  or  arrowroot 
starch,  and  two  partsvwhit.e  petrolatum,  is  highly 
satisfactory  in  more  advanced  or  chronic  stages. 
In  all  cases  of  atopic  dermatitis,  the  article  says,  it  is 
well  to  put  the  patient  on  a simple  elimination  diet, 
which  includes  substitutes  for  cow’s  milk  and  the 
administrat ion  of  vitamin^  A,  I ),  and  C. 


ESOPHAGEAL  INTUBATION  FOR  REPAIR  OF  PHARYNGO- 
ESOPHAGEAL DIVERTICULUM 


Richard  N.  Terry,  M.D.,  Buffalo,  New  York 
( From  the  Buffalo  General  Hospital) 

PHARYNGO-ESOPHAGEAL  diverticula,  con- 
stituting about  98  per  cent  of  all  diverticula 
associated  with  the  esophagus,  are  known  to  origi- 
nate quite  consistently  at  the  same  location.1-3 
Specifically,  the  herniation  occurs  at  a weak  point 
in  the  posterior  wall  (pharyngeal  dimple)  at  the 
juncture  of  the  inferior  constrictor  and  crico- 
pharyngeus  muscles. 

Etiologically,  the  sac  is  presumed  to  form  as  a 
result  of  muscular  incoordination.  Constrictors 
of  the  pharynx  attempt  to  pass  food  by  a spastic 
upper  esophagus,  with  the  result  that  the  mucous 
membrane  knuckles  out  posteriorly  at  the  weak- 
point  between  the  two  above-mentioned  muscles. 
Eventually,  weight  of  food  in  the  sac  causes  it  to 
angulate  downward,  displacing  the  esophagus  to 
the  left  (most  commonly)  and  placing  the  divertic- 
ulum opening  directly  in  the  path  of  the  swal- 
lowed food. 

Repair  of  esophageal  diverticuli  is  an  exacting 
surgical  procedure,  made  more  difficult  for  the 
surgeon  by  the  relative  infrequency  of  the  lesion. 
Any  maneuver  which  will  identify  the  offending 
sac  readily  is  apt  not  only  to  shorten  the  pro- 
cedure but  also  to  add  to  its  safety.  Once  the 
esophageal  defect  is  located,  a further  complica- 
tion arises  from  the  fact  that  the  enormously  elas- 
tic esophageal  wall,  irregularly  plicated  in  its  re- 
laxed state,  offers  little  suggestion  as  to  its  dis- 
position when  distended.  It  is  obviously  desir- 
able to  provide  some  means  of  distending  the 
esophagus  during  repair.  Moreover,  Shallow  and 
Clerf  point  out  the  desirability  of  maintaining 
the  pharynx  and  upper  esophagus  in  their  ana- 
tomic position  during  ligation  of  the  sac  neck  and 
transplantation  of  the  stump.4  To  achieve  this 
end,  they  prefer  to  keep  an  esophagoscope  in  the 
esophagus  during  the  entire  period  of  repair. 

The  anesthesiologist,  employing  familiar  tech- 
nics is  able  to  provide  the  means  for  identifying 
the  sac,  as  well  as  for  anchoring  and  distending 
the  esophagus,  without  the  intervention  of  a third 
party,  the  endoscopist. 

As  far  back  as  1900,  Kocher  and  J.  S.  Mixter  ob- 
served the  constant  displacement  of  the  esopha- 
gus produced  by  a growing  diverticulum,  noting 
that  a tube  in  the  pharynx  directed  anteriorly  and 
to  the  right  would  bypass  the  diverticulum  and 
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enter  the  slitlike  esophageal  orifice.3  Likewise, 
when  the  tube  was  directed  posteriorly  and  to  the 
left,  it  would  enter  the  diverticulum.  As  a mat- 
ter of  practical  importance,  so  large  is  the  divertic- 
ular orifice  that  any  tube  directed  into  the  lower 
pharynx  will  find  its  way  into  the  diverticulum, 
whereas,  usually,  it  is  only  with  great  difficulty 
that  a tube  may  be  induced  to  enter  the  esopha- 
gus itself. 

Following  the  suggestion  of  Dr.  J.  Sutton  Re- 
gan, of  Buffalo,  New  York,  these  principles  were 
employed  in  intubating  the  diverticula  and 
esophagi  of  the  two  patients  described. 

Technic 

Anesthesia  was  induced  with  a minimal  quan- 
tity of  pentothal,  followed  by  curare  in  amount 
sufficient  for  easy  exposure  of  the  glottis.  Under 
direct  vision,  the  esophageal  diverticulum,  whose 
orifice  is  in  continuity  with  the  lower  pharynx, 
was  thoroughly  aspirated  of  food  content  to  mini- 
mize the  likelihood  of  aspiration  as  well  as  to  sim- 
plify surgical  removal.  Cocaine  in  10  per  cent 
concentration  was  then  sprayed  liberally  over  the 
pharynx  and  glottis.  (The  Macintosh  blade  pro- 
vides the  widest  angle  of  vision.)  A small  light 
on  a flexible  shaft  (Cameron)  was  then  placed  in 
the  diverticulum  by  directing  it  along  the  pos- 
terior wall  of  the  pharynx  until  gentle  resistance 
was  met.  Lastly,  the  trachea  was  intubated, 
and  the  patient  was  then  ready  for  draping.  Glot- 
tic intubation  is  reserved  until  last,  since  the  tra- 
cheal tube  would  obscure  the  hypopharynx  from 
the  best  view  of  the  sac  orifice.  In  one  of  the  pa- 
tients, a retching  movement  during  laryngoscopy 
caused  the  hypopharyngeal  sphincter  to  open 
widely,  presenting  a full  view  of  both  the  sac  and 
the  true  orifice  of  the  esophagus. 

When  the  surgery  has  progressed  to  the  point 
where  the  superficial  fascia  has  been  opened,  ex- 
posing the  structures  of  the  neck,  the  light  (previ- 
ously placed)  is  turned  on,  brilliantly  illuminating 
the  diverticulum.  The  surgeon  then  proceeds  to 
free  the  sac  throughout  its  extent.  However, 
before  the  diverticulum  is  cut  from  its  parent 
structure,  the  light  is  withdrawn  and  the  esopha- 
gus blindly  intubated  by  directing  a large  Magill 
tube  anteriorly  and  to  the  right  down  the 
pharynx.  At  this  point  the  surgeon  is  in  an  ad- 
vantageous position  to  facilitate  the  traversing  of 
the  small,  slitlike  esophageal  orifice  by  gentle 
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manipulation  of  the  now  delineated  structures. 
The  tube  need  be  passed  only  three  or  four  inches 
beyond  the  orifice  to  anchor  these  structures  for 
maintenance  of  their  anatomic  position,  a factor 
of  major  importance  in  accurate  repair  according 
. to  Shallow  and  Clerf.4 

Obviously,  the  greatest  care  must  be  exercised 
to  anchor  the  tube  against  loss  into  the  stomach, 
since  recovery  would  constitute  a major  pro- 
cedure. 

Discussion 

Several  factors  are  to  be  considered  specifically 
in  the  management  of  anesthesia  for  esophageal 
diverticula:  (1)  danger  of  aspiration  of  diverticu- 
lum content,  (2)  trauma  to  recurrent  laryngeal 
nerves,  and  (3)  facilitation  of  sac  identification  for 
the  surgeon. 

Regional  block  anesthesia  (advocated  by  Har- 
rington and  formerly  by  Lahey)  fulfills  all  three 
requirements  in  that  (1)  swallowing  reflex  is 
maintained  to  guard  against  aspiration,  (2)  talk- 
ing during  the  dissection  offers  information  as  to 
the  state  of  the  laryngeal  nerves,  and  (3)  the  pa- 
tient is  usually  able  to  fill  the  diverticulum  with 
air  by  swallowing,  and  thus  aid  in  its  identifica- 
tion.1'5 However,  Lahey  has  discontinued  re- 
gional block  anesthesia  for  this  procedure  after  re- 
porting its  use  in  118  cases,  stating  that  it  is  a try- 
ing ordeal  for  the  patient  and  “far  from  satisfac- 
tory even  in  competent  hands.”2 

General  anesthesia,  with  a cuffed  tube  in  place 
in  the  trachea,  protects  against  aspiration  and, 
with  the  technic  employed  here,  assists  in  location 
of  the  diverticular  sac.  Although  general  anes- 
thesia fails  in  respect  to  the  third  point,  offering 
no  protection  against  laryngeal  nerve  damage,  it 
must  be  noted  that  in  one  large  series  (140  cases) 
operated  exclusively  under  regional  block  there 
were  six  temporary  cord  paralyses  and  one  perma- 
nent paralysis,  suggesting  that  regional  anesthesia 
does  not,  in  itself,  guarantee  the  integrity  of  the 
laryngeal  nerves.1 

Esophageal  Intubation 

Knowing  that  the  distensibility  of  the  esopha- 
gus permits  passage  of  a food  bolus  of  tremen- 


AVITAMINOSIS B AFFECTS  LIVER 

Chronic  deficiency  of  vitamin  B complex  may 
produce  liver  injury  unless  supplemented  by  a 
high-protein  diet.  Doctors  Victor  A.  Drill  and 
Ted  A.  Loomis  of  Yale  University,  New  I ftiven, 
Connecticut,  observe  that  dogs  deprived  of  vitamin 


dous  size,  one  may  appreciate  the  difficulties  of  ac- 
curately closing  a rent  in  its  wall  while  the  esopha- 
gus is  in  the  relaxed  state.  Swallowing  in  the  im- 
mediate postoperative  period  places  great  stress 
upon  the  suture  lines.  As  might  be  expected 
from  these  features,  the  principal  complications 
of  this  surgery,  recurrences,  fistula  formation, 
and  obstruction  result  from  leakage  by  an  un- 
satisfactory closure.  In  the  series  of  140  cases  re- 
ferred to  previously,  1 1 developed  temporary 
fistulas,  10  developed  angulation  requiring  dila- 
tation, and  five  had  recurrences.1  Others  ob- 
served similar  complications,  and  so  frequent  is 
postoperative  obstruction  that  it  is  recommended 
that  a string  be  left  in  the  esophagus  to  aid  in  dila- 
tation at  a later  date.3'5  The  virtue  of  esopha- 
geal intubation  is  twofold:  first,  during  the  actual 
repair,  maintenance  of  the  normal  anatomic  posi- 
tion of  the  pharynx  and  esophagus  eliminates  the 
distortion  produced  by  a long-present,  large  di- 
verticulum; second,  in  distending  the  esophagus 
itself,  suture  lines  may  be  placed  in  the  tissues 
corresponding  to  the  disposition  taken  by  the 
esophagus  during  swallowing,  thus  reducing  the 
likelihood  of  stress  during  immediate  postopera- 
tive swallowing.  By  esophageal  intubation,  it  is 
hoped  that  the  chief  cause  for  postoperative  com- 
plications, i.e.,  unsatisfactory  apposition  of  edges 
of  the  sac  neck,  can  be  largely  eliminated. 

Summary 

Employing  familiar  technics,  the  anesthesiolo- 
gist is  able  to  assist  the  surgeon  in  the  repair  of 
pharyngo-esophageal  diverticula  by  providing 
positive  identification  of  the  diverticulum  sac  and 
by  anchoring  and  distending  the  esophagus  dur- 
ing coaptation  of  cut  edges,  permitting  more  ana- 
tomic closure,  and,  it  is  hoped,  thereby  reducing 
postoperative  complications. 
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B complex  and  given  a usual  20  per  cent  casein  diet 
develop  functional  and  histologic  hepatic  changes 
within  twenty-seven  weeks.  When  41  per  cent 
casein  is  given  such  changes  do  not  occur  even  after 
fifty  weeks. — Modern  Medicine,  J une  15, 1948 
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E.  M.  Papper,  M.D.,  Bernard  B.  Brodie,  Ph.D.,  Philip  A.  Lief,  M.D.,  and 
E.  A.  Rovenstine,  M.D.,  New  York  City 

{From,  the  Departments  of  Anesthesia  and  Biochemistry,  New  York  University  College  of  Medicine) 


EXTENSIVE  clinical  usage  has  established 
the  importance  of  procaine  as  the  basic 
standard  in  the  field  of  local  and  regional  anes- 
thesia. In  recent  years,  this  agent,  injected  intra- 
venously, has  been  used  in  the  therapy  of  a wide 
variety  of  painful  disorders  and  other  alterations 
of  normal  function  in  man,  among  them  the  dis- 
orders of  cardiac  rhythm  observed  during  surgical 
anesthesia.1-5  Despite  the  rapid  accumulation  of 
clinical  experience  with  intravenous  procaine, 
fundamental  knowledge  concerning  mechanisms 
of  action,  the  distribution  of  the  drug  in  the  body 
and  the  precise  mode  of  destruction  or  elimina- 
tion has  not  been  available.  Furthermore,  the 
necessity  of  withholding  adequate  quantities  re- 
quired for  the  desired  therapeutic  effect  has  been 
imposed  upon  the  clinician  by  some  of  the  un- 
favorable toxic  properties  of  procaine. 

For  these  reasons,  Brodie  and  his  collaborators 
undertook  a systematic  study  of  the  pharma- 
cology of  procaine  with  the  aid  of  specially  de- 
vised chemical  methods  for  the  identification  of 
the  parent  material  and  the  products  of  its  hy- 
drolysis, di-ethyl-amino-ethanol  and  para-amino- 
benzoic  acid.6  In  addition  to  establishing  the 
manner  of  disposition  of  procaine  in  vivo,  it  was 
desirable  to  determine  whether  the  observed 
toxic  effects  were  associated  with  procaine  itself 
or  with  some  product  of  its  normal  degradation.  It 
was  entirely  possible,  on  the  other  hand,  that  the 
therapeutic  action  of  procaine  was  exerted  by  a 
metabolite  which  was  less  toxic  than  the  parent 
drug  or,  if  this  were  not  the  case,  that  procaine 
itself  could  be  altered  by  chemical  substitution  in 
the  molecule  to  make  it  a more  stable  and  effec- 
tive drug. 

In  studies  upon  normal  man,  Brodie  and  his 
coworkers  demonstrated  that  procaine  is  rapidly 
hydrolyzed  to  di-ethyl-amino-ethanol  and  para- 
amino-benzoic  acid  after  intravenous  administra- 
tion.6 They  found,  further,  that  urinary  excre- 
tion is  almost  negligible  as  a method  of  disposition 
of  the  injected  procaine.  Since  70  to  95  per  cent 
of  the  para-amino-benzoic  acid  (free  and  con- 
jugated) in  procaine  is  recovered  in  the  urine,  it 
was  apparent  that  this  material  was  largely  un- 
altered in  the  body.  On  the  other  hand,  amounts 
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of  di-ethyl-amino-ethanol  equivalent  to  20  to  35 
per  cent  of  the  original  procaine  can  be  isolated 
from  the  urine.  When  para-amino-benzoic  acid 
and  di-ethyl-amino-ethanol  are  injected  as  such, 
quantitative  recovery  in  the  urine  is  identical  with 
that  described  when  these  substances  are  ad- 
ministered in  the  esterified  form  as  procaine.  It  is 
evident,  therefore,  that  the  di-ethyl-amino- 
ethanol  product  of  the  hydrolysis  of  procaine  is 
further  metabolized  in  vivo  in  a manner  as  yet  un- 
determined. 

The  fact  that  the  concentration  of  procaine  in 
• the  plasma  does  not  increase  with  continuous  in- 
travenous administration  while  that  of  the  alco- 
hol does,  as  clinical  effects  are  noted,  suggests  that 
the  latter  may  be  the  pharmacologically  active 
agent  rather  than  the  parent  drug.  The  role  of 
para-amino-benzoic  acid  has  not  been  completely 
investigated,  but  the  previously  known  behavior 
of  this  substance  offers  little  support  for  the 
■ possibility  that  it  exerts  many  of  the  actions  com- 
monly attributed  to  procaine.  Burstein  el  al. 
suggested  its  possible  efficacy  in  the  prophylaxis 
against  cyclopropane-epinephrine  arrhythmias  in 
the  dog.7  No  other  studies  are  as  yet  available. 

It  seemed  desirable,  therefore,  to  investigate 
the  pharmacologic  effects  of  di-ethyl-amino- 
ethanol  upon  man  and  laboratory  animals.  Ob- 
servations early  in  the  course  of  these  studies  indi- 
cated that  the  toxic  effects  were  qualitatively 
similar  to  procaine,  but  large  doses  could  be  given 
intravenously  before  these  were  apparent.  The 
margin  of  safety  was  significantly  greater  than 
with  procaine.  The  relative  lack  of  toxicity  of 
this  material  and  its  greater  flexibility  with  regard 
to  route  of  administration  pointed  the  way  to  a 
comparison  with  the  orthodox  actions  of  pro- 
caine. Comparisons  were  directed  toward  the 
properties  which  have  bee*i  reported  for  procaine. 

Procaine  and  many  other  tertiary  nitrogenous 
compounds  have  several  pharmacologic  actions 
in  common. 

Local  Anesthesia. — Procaine  represents  the 
basic  example  of  the  type  of  drug  which  produces 
anesthesia  in  tissues  into  which  it  is  directly  in- 
jected. Appropriate  anesthesia  is  obtained  read- 
ily upon  deposition  about  a nerve  trunk.  Di- 
ethyl-amino-ethanol  appears  to  mimic  procaine 
in  this  respect  but  is  considerably  less  efficient  in 
the  production  of  significant  local  anesthesia. 
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Release  of  Smooth  Muscle  Spasm. — Procaine 
has  been  utilized  intravenously  in  the  diag- 
nosis and  therapy  of  peripheral  vascular  disease, 
frequently  associated  with  vascular  spasm.  Ex- 
perience with  it  has  been  controversial  at  best, 
and  the  ability  of  intravenous  procaine  to  effect 
release  of  vasospasm  and  produce  vasodilatation 
has  been  questionable. 

Studies  directed  toward  the  solution  of  this 
problem  have  been  undertaken,  but  insufficient 
experience  is  available  at  the  present  to  comment 
on  the  efficacy  of  procaine  in  producing  vasodila- 
tation. However,  it  is  of  some  interest  that  on 
one  occasion  4 Gm.  of  di-ethyl-amino-ethanol 
effected  a prompt  rise  in  skin  temperature  which 
was  maintained  for  a considerable  period  of  time. 
The  results  of  the  investigations  on  comparative 
vasodilatation  should  prove  instructive  when 
more  data  are  collected. 

Observing  blood  vessels  in  the  rabbit’s  ear, 
Graubard  found  efficient  vasodilatation  with  in- 
travenous procaine,  but  no  comparisons  with  di- 
ethyl-amino-ethanol are  available. 

The  enthusiastic  reports  of  the  efficacy  of  in- 
travenous procaine  in  releasing  smooth  muscle 
spasm,  e.g.,  in  asthma,  biliary  colic,  and  coronary 
vessel  occlusion,  have  not  been  confirmed  here, 
and,  therefore,  comparison  with  di-ethyl-amino- 
ethanol  could  not  be  considered. 

Analgesia. — Intravenous  procaine  has  enjoyed 
a wide  popularity  in  the  management  of 
painful  states.  Perhaps  the  most  spectacular  ob- 
servations deal  with  the  control  of  pain  associated 
with  trauma.  Beneficial  results  have  been  re- 
ported uniformly  in  controlling  pain  associated 
with  burns,  fractures,  dislocations,  sprains,  and 
in  the  postoperative  period  following  the  trauma 
of  surgical  procedures.13  This  drug  has  been 
given  to  patients  suffering  from  pain  in  malig- 
nancy, arthritis,  and  the  various  neuritides  with 
considerably  less  success  than  in  the  pain  of 
trauma.  Concentrations  of  1 per  cent  have  been 
employed  for  the  production  of  total  anesthesia 
during  labor.8 

These  clinical  experiences  have  provoked  con- 
siderable speculation  as  to  the  mechanism  of  anal- 
gesia so  afforded.  Because  of  the  high  coefficient 
of  efficiency  in  trauma,  it  has  been  suggested  that 
analgesia  is  afforded  by  the  leakage  of  procaine 
into  perivascular  areas  near  free  nerve  end- 
ings through  damaged  capillaries.9  Although 
this  concept  is  unlikely  because  of  the  rapidity  of 
hydrolysis  of  procaine,  the  possibility  that  some 
such  mechanism,  mediated  by  di-ethyl-amino- 
ethanol  or  one  of  its  metabolites,  must  be  con- 
sidered. 

However,  this  assumption  should  await  direct 
chemical  analysis  of  edema  or  other  fluids  at  the 


site  of  injury  before  it  can  be  accepted  or  rejected. 
These  studies  are  in  progress. 

Another  suggested  explanation  of  the  mecha- 
nism of  analgesia  in  a systemic  sense  is  predicated 
upon  the  central  effects  produced  by  procaine. 
Bigelow  and  Harrison  demonstrated,  for  ex- 
ample, that  the  pain  threshold,  as  determined  by 
the  Hardy-Wolff-Goodeli  technic,  is  elevated 
moderately  in  patients  who  receive  relatively 
large  doses  of  procaine  subcutaneously.10  The 
point  of  emphasis  is  that  the  pain  threshold  is  ele- 
vated independently  of  the  local  tissue  analgesia 
produced  by  procaine.  The  assumption  that 
procaine  may  exert  its  analgesic  action  centrally, 
when  introduced  into  the  circulation,  therefore, 
has  some  objective  support. 

Despite  the  generally  accepted  usage  of  pro- 
caine intravenously  in  the  therapy  of  pain,  com- 
paratively few  controlled  observations  are  avail- 
able to  take  into  consideration  the  psychic  and 
other  poorly  understood  factors  implicated  in  the 
relief  of  many  types  of  pain,  and  it  is  suggested 
that  these  interpretations  be  considered  with  cau- 
tion. During  the  studies  in  this  clinic,  suspicions 
as  to  the  mildness  of  some  types  of  postoperative 
pain  were  confirmed.  It  was  observed  repeatedly 
that  elderly  patients  frequently  required  no  anal- 
gesia of  any  sort  or,  at  most,  relatively  small 
doses  of  salicylates  or  codeine.  It  was  noted  also 
that,  for  many  patients,  the  first  twelve  to 
twenty-four  hours  postoperatively  were  relatively 
painless  in  a diversified  group  of  operative  pro- 
cedures. It  seems  apparent,  therefore,  that  im- 
proper control  in  observation,  particularly  during 
the  first  postoperative  day,  might  establish  in- 
accurate impressions  concerning  the  therapeutic 
efficacy  of  any  new  drug  or  procedure. 

Patients  at  Bellevue  Hospital  were  treated 
with  intravenous  procaine  in  large  numbers  with 
the  foregoing  difficulties  kept  clearly  in  mind. 
Some  were  treated  with  saline  alone  and  others 
with  di -ethyl-ami no-ethanol.  These  studies  form 
the  basis  of  a larger  report  which  is  in  preparation 
at  the  present  time.11  However,  briefly  con- 
sidered, intravenous  procaine  was  efficient  in  the 
control  of  postoperative  analgesia  but  not  to  the 
same  degree  as  reported  by  others,  and  di-ethyl- 
amino-ethanol  in  relatively  large  dosage  was 
equally  efficient,  less  troublesome  to  administer, 
and,  in  the  doses  used,  associated  with  almost 
none  of  the  toxic  manifestations  of  procaine. 

The  effects  of  procaine  and  di-ethyl-amino- 
ethanol  upon  the  pain  threshold  were  studied  by 
a modification  of  the  Hardy-Wolff-Goodell  tech- 
nic in  collaboration  with  Dr.  Frederick  B.  Flinn. 
One  gram  of  procaine  in  0.2  per  cent  concentration 
was  given  to  three  subjects  and  compared  with 
the  effects  of  4 Gm.  of  the  alcohol.  There  was  a 
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definite,  although  slight,  elevation  of  threshold 
with  both  substances,  neither  one  as  efficacious 
as  acetyl-salicylic  acid.  Although  there  is  a defi- 
nite confirmation  for  the  systemic  central  action 
of  procaine  and  di-ethyl-amino-ethanol  upon  the 
mechanism  of  pain,  the  excellent  clinical  results 
are  not  consistent  with  the  relatively  poor  eleva- 
tion of  pain  threshold.  Either  the  concept  of 
pain  threshold  is  not  so  important  in  the  evalua- 
tion of  an  analgesic  drug,  or  the  therapeutic  bene- 
fits are  the  result  of  some  other  process. 

Quinidine-like  Action  on  the  Heart. — Al- 
though there  is  not  complete  agreement  on  the 
ability  of  procaine  to  correct  alterations  of  cardiac 
rhythm,  the  preponderance  of  evidence  indicates 
that  procaine  can  be  used  efficiently  to  diminish 
cardiac  irritability  in  anesthetized  patients  and 
animals  in  a manner  similar  to  that  of  quinidine. 
It  has  been  suggested  that  this  action  is  due  to  a 
protoplasmic  depression  of  conductivity  in  cardiac 
muscle,  permitting  the  restoration  of  normal  sinus 
activity  in  the  presence  of  ectopic  arrhythmias. 
The  beneficial  effect  of  procaine  in  prophylaxis 
and  therapeusis  in  the  severe  arrhythmias  pro- 
duced by  epinephrine  during  cyclopropane  anes- 
thesia in  dogs  has  been  established  repeatedly  in 
our  laboratories.6'7  This  property  of  procaine 
holds  true  for  clinical  anesthesia  as  well.  Arrhyth- 
mias which  may  be  produced  by  surgical  ma- 
nipulations of  the  heart  or  the  lungs  or  by  the  me- 
chanical reflex  responses  set  into  motion  on  occa- 
sion by  instrumentation  of  the  mucosa  of  the 
tracheobronchial  tree  also  respond  to  the  intra- 
venous injection  of  0.1  to  0.2  Gm.  of  procaine  in 
2 per  cent  concentration.  However,  unanesthe- 
tized patients  are  not  safely  treated  with  com- 
parable doses  of  procaine  because  of  the  unfor- 
tunate possibility  of  convulsions. 

Although  larger  doses  are  required,  di-ethyl- 
amino-ethanol  is  somewhat  more  efficient  than 
procaine  in  reversing  cyclopropane-epinephrine 
arrhythmias  in  the  dog  to  sinus  rhythm.  As 
might  be  expected  from  earlier  statements,  the 
protective  action  of  the  alcohol  persists  for  longer 
periods  of  time  than  that  produced  by  procaine. 
The  alcohol  has  not  as  yet  been  employed  in  the 
therapy  of  arrhythmias  during  surgical  anesthesia 
in  man. 

The  almost  completely  innocuous  nature  of  the 
alcohol  in  therapeutic  doses  permits  its  use  in  the 
therapy  of  disturbances  of  cardiac  rhythm  in  the 
conscious  patient  without  the  concern  of  convul- 
sions attendant  upon  the  administration  of  effec- 
tive doses  of  procaine  for  this  purpose.  A middle- 
aged  woman  patient  with  hypertensive  heart 
disease  who  exhibited  coupling  on  electro- 
cardiographic examination  was  observed.12  Five- 
tenths  gram  of  di-ethyl-amino-ethanol,  rapidly 


given,  suppressed  the  arrhythmia  for  a period  of 
four  and  a half  minutes  without  untoward  side 
effects. 

Thus,  in  this  sphere,  di-ethyl-amino-ethanol 
seems  to  be  at  least  as  efficient  as  procaine,  poten- 
tially available  for  a larger  number  of  patients, 
and  safe  to  use. 

Antihistamine  Action. — Procaine  has  been  given 
intravenously  in  the  management  of  allergic 
diseases.  A report  of  its  efficacy  in  the  control  of 
serum,  sickness  was  presented  by  Appelbaum.13 
It  certainly  is  not  as  useful  in  these  problems  as 
the  standard  antihistamine  materials,  pyribenz- 
amine  and  benadryl,  to  which  it  is  related  chemi- 
cally. No  observations  on  the  role  of  di-ethyl- 
amino-ethanol  are  available  at  the  present  time, 
but  studies  with  it  in  the  type  of  allergic  lesions 
benefited  by  procaine  are  definitely  in  order. 

Summary 

Chemical  and  pharmacologic  studies  with  pro- 
caine suggest  that  the  active  principle  of  the  drug 
may  be  di-ethyl-amino-ethanol,  a product  of  its 
hydrolysis.  In  many  respects,  this  substance 
mimics  the  action  of  procaine,  although  relatively 
large  doses  are  required.  Further  investigations 
are  indicated  to  elucidate  the  pharmacologic  ac- 
tivities of  procaine  and  its  metabolites. 

Discussion 

S.  G.  Hershey,  M.D.,  New  York  City. — These 
days  it  would  seem  a fairly  uninvolved  matter  to 
present  or  discuss  a paper  on  intravenous  procaine, 
and,  since  procaine  is  obviously  an  extremely  versa- 
tile drug,  much  can  be  said  of  its  clinical  properties. 
It  is  surprising,  as  was  pointed  out,  that  although 
it  is  far  from  being  a new  drug,  there  is  surprisingly 
little  exact  and  detailed  knowledge  of  the  pharma- 
cology of  procaine, , particularly  concerning  its 
actions,  that  are  of  recent  interest.  As  the  speaker 
has  indicated,  it  must  be  obvious  that  its  clinical  em- 
piric use  has  outstripped  the  knowledge  of  its  funda- 
mental behavior.  This  situation  cannot  but  limit 
fully  effective  and  rational  clinical  utilization  of  the 
drug. 

One  important  factor  contributing  to  this  de- 
ficiency has  been  the  lack  of  accurate  quantitative 
methods  of  analysis  particularly  in  body  fluids  and 
tissues.  Several  investigators  have  developed  new 
methods  of  analysis,  but  there  is  reason  to  feel  that 
the  hurdle  has  most  successfully  been  passed  through 
the  efforts  of  the  group  at  New  York  University  em- 
ploying the  physicochemical  principles  so  highly  de- 
veloped by  this  same  group  during  the  war  in  rela- 
tion to  the  study  of  antimalarial  agents.  Their 
technic  is  apparently  specific  for  the  procaine 
molecule. 

With  this  primary  point  of  departure  the  authors 
have  indicated  briefly  some  of  the  present  and  future 
channels  of  invest  igat  ion  now  open  for  t he  st  udy  of 
procaine  on  a valid  basis.  The  net  result  must  be 
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far  more  effective  clinical  applications.  This  pre- 
liminary report  has  given  only  the  briefest  indica- 
tion of  what  has  now  become  the  expected  attitude 
toward  the  pharmacologic  investigation  of  a new 
drug.  It  is  virtually  a new  pharmacology  with 
newer,  more  exacting  and  extensive  criteria.  It  is 
worthwhile  to  call  attention  to  this,  inasmuch  as  Dr. 
Shannon  and  Dr.  Brodie  have  been  leaders  in  de- 
veloping these  criteria. 

Of  the  evidence  that  has  been  mentioned,  the 
possible  role  of  di-ethyl-amino-ethanol  as  the  effec- 
tive ingredient  of  procaine  certainly  warrants  a 
systematic  study  of  its  activity.  It  is  yet  too  soon, 
from  the  data  presented  here,  to  evaluate  its  use  in 
cardiac  arrythmias,  vascular  spasm,  or  painful 
states.  We  hope  that  by  the  next  annual  meeting 
the  authors  will  be  able  to  report  detailed  results  of 
the  work  of  the  group. 

One  other  factor  the  speaker  mentioned  deserves 
comment.  It  is  the  second  handicap  in  the  study  of 
procaine  or  any  analgesic  drug.  This  is  the  existing 
weakness  in  our  ability  to  define  and  study  pain  ex- 
perimentally and  quantitatively.  Most  of  us  have 
long  experienced  the  vagaries  of  pain  syndromes  via 
our  use  of  therapeutic  nerve  block.  Clinical  pains 
virtually  defy  experimental  reproduction,  particu- 
larly in  laboratory  animals.  Seemingly,  human  sub- 


jects with  pain,  either  spontaneous  or  experimental, 
vary  in  their  responses  as  widely  as  they  vary  in 
looks,  personality,  and  mental  make-up,  making 
such  studies  infinitely  more  complex  than  the  ortho- 
dox concept  of  pain  threshold  alteration  apparently 
allows. 
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DOCTORS  SAY  BONE  BANK  HAS  GREAT  POSSIBILITIES 


Bone  preserved  in  a frozen  state  for  weeks  is  of 
“definite  value”  in  bone-grafting  operations,  Dr. 
Leonard  F.  Bush,  Danville,  Pennsylvania,  and  Dr. 
C.  Zent  Garber,  New  York,  reported  in  the  June  12 
issue  of  the  Journal  of  the  Ayierican  Medical  As- 
sociation.. 

In  an  article  entitled  “The  Bone  Bank,”  the  two 
doctors  said  that  “if  foods,  serums,  and  other  perish- 
able substances  could  be  kept  in  a low  temperature 
freezing  cabinet,  we  decided  that  perhaps  this 
method  could  be  used  to  preserve  bone  so  that  a 
constant  supply  would  be  available  at  all  times.” 
Experiments  were  undertaken,  and  it  was  found 
that  human  bone  can  be  preserved,  apparently 
indefinitely,  in  a freezer  at  minus  20  to  30  C. 

“Spinal  fusions  for  scoliosis  (abnormal  curvature 
of  the  backbone)  and  disorders  in  the  lower  part  of 
the  back,  the  filling  of  large  bone  cysts,  and  the  re- 
placement of  defects  in  bone  are  a few  of  the  common 
problems  in  which  large  quantities  of  bone  are 
necessary,”  the  doctors  stated  in  their  article. 

In  their  experiments  large  chinchilla  rabbits 
w'ere  used.  Control  studies  were  made.  Thirty- 
two  bone  transplantations  were  made  by  28  opera- 
tions on  19  animals.  There  were  no  casualties,  and 
in  only  one  wound  was  there  a superficial  infection. 

The  experimental  bone-grafting  studies  on  rabbits 
showed  that  freezing  at  low  temperature  is  a safe 
method  of  prolonged  preservation  of  bone  for  graft- 
ing purposes.  Bone  grafts  three  to  six  weeks  after 
implantation  proved  successful.  Some  of  the  bone 


used  had  been  frozen  from  twenty-eight  to  eighty- 
four  days. 

“Having  proved  that  this  method  of  preserving 
bone  was  successful  in  animals,  we  felt  it  was  safe  to 
attempt  it  in  man,”  the  article  said.  “Thus  all 
available  clean  fresh  bone  was  placed  in  bottles  and 
frozen  at  minus  25  C.  Because  infection  developed 
in  one  case,  the  bone  is  now  kept  for  two  weeks  be- 
fore using,  while  the  donor  remains  under  observa- 
tion for  evidence  of  developing  wound  infection.” 
The  doctors  explained  that  by  “exercise  of  dili- 
gence,” considerable  bone  may  be  accumulated  from 
many  sources. 

In  discussing  the  clinical  results,  the  doctors 
stated  that  homogenous  (having  a similarity  of 
structure)  bone  has  been  used  in  126  operations  in 
104  patients.  “Of  these,  24  operations  were  by 
direct  transfer;  refrigeration  at  plus  2 to  5 C.  was 
used  in  37  instances,  and  the  bone  was  stored  in  a 
deep  freezer  for  43  operations.” 

In  the  104  cases  in  which  donor  bone  was  used, 
there  were  only  four  complications.  “The  donor 
bone  furnished  a framework  for  the  formation  of 
new  bone  by  substitution  and  by  furnishing  the 
necessary  calcium  for  this  new  bone,”  the  article 
stated. 

In  discussing  the  paper,  Dr.  J.  R.  Cobb  says  that 
from  his  experience  at  the  Hospital  for  Special 
Surgery  in  New  York,  bone  can  be  preserved  in- 
definitely if  it  is  kept  sealed  at  a sufficiently  low 
constant,  temperature  without  contamination. 


THE  HISTORY  OF  INTERCOSTAL  MUSCULAR  PARALYSIS  AS  A 
PHENOMENON  OF  ANESTHESIA 

George  Edgar  Burford,  M.D.,  New  York  City  • 

( From  the  Departments  of  Anesthesiology,  St.  Luke’s  and  Woman’s  Hospitals ) 


DURING  deepening  anesthesia  respiration 
undergoes  progressive  deterioration.  In 
the  human  this  regressive  process  is  readily  ob- 
served and  serves  as  a guide  during  the  adminis- 
tration of  anesthesia. 

In  the  first  place  the  activity  of  the  intercostal 
muscles  becomes  impaired.  In  the  supine  posi- 
tion the  anterior  chest  wall  fails  to  become  ele- 
vated at  the  instant  the  diaphragm  contracts. 
This  is  due  chiefly  to  impairment  in  the  efficiency 
of  the  contraction  of  the  intercostal  muscles. 
Later,  the  elevation  expansion  of  the  anterior 
chest  wall  occurs  only  during  the  latter  part  of 
the  diaphragmatic  contraction.  Second,  the 
chest  wall  fails  to  rise  at  all  and  later  actually 
sinks.*  This  happens  because  the  diaphragm, 
working  unopposed  by  the  inactivated  intercostal 
and  certain  accessory  inspiratory  muscles,  indi- 
rectly pulls  the  upper  anterior  chest  wall  down 
while  contracting. 

In  the  third  place,  as  respiratory  impairment 
progresses,  the  • diaphragm  itself  falters.  The 
contraction  becomes  of  shorter  duration  and  as-' 
sumes  a jerky  gasping  character  which  later  be- 
comes ineffectual  for  ventilating  the  lungs.  The 
jerky  descent  of  the  diaphragm  pushes  the  con- 
tents of  the  abdominal  cavity  against  the  anterior 
abdominal  wall.  The  wall  is  thrust  upward  with 
each  corresponding  contraction  of  the  diaphragm. 
The  term  abdominal  respiration  is  used  to  de- 
scribe this  phase  of  respiratory  activity  during 
deep  anesthesia. 

Finally,  with  respiration  now  greatly  impaired, 
primitive  accessory  respiratory  muscles,  although 
no  longer  effective,  become  activated.  In  gen- 
eral, these  are  muscles  developed  embryologically 
from  branchiomeres  and  associated  in  phylogeny 
with  the  development  of  the  mouth  and  the  re- 
lated intestinal  tract  and  lungs.  The  mylohyoid 
and  anterior  belly  of  the  digastric  serve  as  ex- 
amples. These  muscles  have  an  accessory  func- 
tion of  opening  the  mouth,  which  accounts  for 
their  association  with  respiration. 

At  this  stage  of  anesthesia,  occasionally  at  a 
much  lighter  plane,  resumption  of  activity  in  the 
mylohyoid  produces  a funnelling  or  trough-form- 
ing movement  in  the  tongue  and  floor  of  the 
mouth  in  rhythm  with  each  inspiratory  discharge. 

Presented  at  the  142nd  Annual  Meeting  of  the  Medical 
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This  movement  can  be  directly  observed  or  felt 
by  the  hand  placed  below  the  chin.  Further  in- 
crease in  depth  of  anesthesia  is  soon  followed  by 
complete  respiratory  failure. 

In  1925  Dr.  Albert  Miller  independently  dis- 
covered and  discussed  paralysis  developing  in  the 
intercostal  muscles  during  deepening  anesthesia.1 
The  importance  of  his  observations  was  immedi- 
ately grasped  by  Waters,  Guedel,  and  others  who 
were  active  in  teaching  anesthesia  at  the  time. 
As  a result  of  work  done  chiefly  by  these  three, 
intercostal  paralysis  as  described  by  Miller  be- 
came the  constant  guide  to  the  commonly  used 
levels  of  surgical  anesthesia. 

The  importance  of  Miller’s  observations  should 
not  be  minimized . He  uncovered  and  made  avail- 
able for  immediate  useful  application  what  was 
probably  the  most  fundamental  single  observa- 
tion in  the  teaching  and  understanding  of  anes- 
thesiology. Yet  to  attribute  the  discovery  of 
intercostal  paralysis  to  Miller  in  the  year  1925,  as 
is  quite  regularly  done,  is  incorrect.  Moreover, 
it  is  interesting  to  note  that  isolated  observations 
on  this  matter  were  made  by  several  physicians 
including  the  first  medical  specialist  in  anesthesia, 
John  Snow. 

Snow  took  up  the  study  of  anesthetics  immedi- 
ately after  their  introduction  into  England  early 
in  1847.  After  much  observation,  experimental 
tion,  and  appraisal,  in  1858  he  published  his 
famous  book,  “On  Chloroform  and  Other  Anes- 
thetics.”2 Snow,  judging  by  the  wealth  of  orig- 
inal information  on  anesthesia  recorded  in  this 
book,  was  an  astute  observer.  His  facts  were  the 
more  remarkable  because  there  were  no  other 
books  and  few  scientific  papers  on  anesthesia  at 
the  time. 

On  page  42  this  statement  appeared:  “There 
are  some  further  effects  of  chloroform  with  which 
one  becomes  acquainted  in  experiments  on  lower 
animals.  If  inhalation  is  continued  after  the 
symptoms  just  described  (stertorous  breathing, 
dilated  pupils,  relaxed  muscles)  are  produced  the 
breathing  is  rendered  difficult  feeble  or  irregular, 
and  is  sometimes  performed  only  by  the  dia- 
phragm whilst  the  intercostal  muscles  are  para- 
lysed.” 

Again,  on  page  90,  Snow  remarked  that  the 
administration  of  too  much  chloroform  to  humans 
resulted  in  quieting  other  respiratory  muscles 
leaving  the  diaphragm  to  act  alone;  muscular 
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tone  failed  to  fix  the  chest  wall  against  the  activity 
of  the  diaphragm,  and,  consequently,  “abdominal 
respiration”  developed.  At  this  point  he  did 
not  specifically  mention  the  intercostal  muscles. 

Snow  failed  to  interpret  the  value  of  his  obser- 
vation properly,  a matter  which  was  quite  under- 
standable. He  was  exploring  a new  area  wherein 
the  most  obvious  happenings  lacked  an  explana- 
tion. The  establishment  of  anesthesia  required 
of  the  administrator,  and  undoubtedly  of  the 
patient,  the  ability  to  surmount  a series  of  recur- 
ring and  sometimes  terrifying  crises.  These 
major  matters  pre-empted  the  attention  of  the 
early  administrators.  The  nuances  of  respiratory 
activity,  however  fundamental  to  a proper  under- 
standing of  anesthesia,  had  to  await  a later  date 
for  adequate  emphasis. 

Paul  Bert  was  the  next  to  make  relevant  obser- 
vations on  this  subject.  Bert  was  one  of  the 
great  early  respiratory  physiologists  and  the  suc- 
cessor to  Claude  Bernard  in  the  chair  of  physi- 
ology at  the  French  Academy  of  Sciences  in  Paris. 
His  book,  La  Pression  Barometrique,  published  in 
1879,  reported  about  600  experiments  concerned 
with  altitude  physiology.  This  work  established 
Bert  as  the  unchallenged  pioneer  in  that  field.  It 
is  now  considered  a scientific  medical  classic. 
Yet  sixty  years  and  the  emphasis  on  aviation 
engendered  by  a second  World  War  were  re- 
quired to  achieve  adequate  recognition  for  the 
author.  A complete  translation  into  English 
was  made  available  in  1943  during  the  period  of 
intense  scientific  activity  in  flight  physiology. 

Beside  his  major  interest,  Bert  conducted  many 
studies  in  anesthesia,  chiefly  on  animals  under 
laboratory  conditions.  He  worked  with  nitrous 
oxide  at  increased  atmospheric  pressures.  Later 
he  made  studies  of  the  effects  on  animals  of  care- 
fully measured  anesthetic  mixtures  of  air  with 
chloroform  and  ether.  In  the  middle  1880’s  he 
published  a series  of  papers  on  the  latter  subject 
which  showed  his  broad  insight  into  problems 
related  to  anesthesia.  Beyond  reporting  sound 
observations  on  respiration  and  circulation,  these 
papers  showed  concern  with  matters  that  have 
only  recently  come  under  intensive  study  by  the 
anesthesiologist.  These  interests  of  Bert  in- 
cluded the  effect  of  anesthetics  on  metabolism,  on 
reflexes,  and  on  other  neurogenic  phenomena. 

In  a paper  appearing  in  1885,  Bert  made  these 
remarks  relating  to  thoracic  movements,  “abdom- 
inal respiration,”  and  the  dissociation  of  the  two 
types  of  respiration  under  deepening  anesthesia. 

“If  we  apply  on  a dog  three  pneumographs  the 
first  one  at  the  level  of  the  upper  ribs,  the  second 
one  over  the  lower  ribs,  the  third  at  the  umbilicus, 
we  get  the  following  results:  The  upper  costal 
respiration  decreases  little  by  little  in  depth  pro- 
gressively from  the  disappearance  of  the  corneal 


sensitivity  to  death.  The  lower  costal  respira- 
tions, predominant  during  the  phase  of  stimula- 
tion, decreases  considerably  in  depth  at  the 
moment  of  corneal  anesthesia  and  becomes 
definitely  inferior  to  the  two  other  respirations. 
The  thorax  collapses,  and  the  pneumographic 
belt  is  no  longer  tight  as  in  the  beginning.  As 
death  approaches,  the  lower  costal  respiration  is 
practically  zero.  On  the  contrary  the  abdominal 
respiration,  whose  depth  decreased  during  the 
period  of  stimulation  (light  anesthesia),  becomes 
predominant  and  very  much  so  when  anesthesia 
is  well  established.  The  difference  becomes 
more  and  more  accentuated  to  its  (abdominal 
respiration)  advantage.  . . . Up  to  the  time  of 
death ....  abdominal  respiration  maintains  its 
predominance. 

“Cutting  the  phrenic  nerves  arrests  abdominal 
respirations  and  immediately  the  thorax,  up  to 
then  almost  immobile,  resumes  respiratory  move- 
ments.”3 

The  limited  knowledge  contained  in  the  writ- 
ings of  Snow  and  of  Bert  constitutes  the  back- 
ground of  the  subject  up  to  1899.  In  that  year 
the  distinguished  neurologist,  J.  Hughlings 
Jackson,  and  a young  assistant,  James  Collier, 
aided  by  suggestions  from  Risien  Russell  and 
Howard  Sturge,  contributed  an  original  and 
informative  paper.  The  title,  Remarks  on  Loss  of 
Movements  of  the  Intercostal  Muscles  in  Some 
Cases  of  Surgical  A nesthesia  by  Ether  and  Chloro- 
form, showed  clearly  the  intent  of  the  authors.4 

Since  Jackson  did  not  show  preoccupation  with 
problems  related  to  anesthesia  at  any  other  time 
in  his  distinguished  career,  it  is  interesting  to  learn 
the  manner  in  which  he  was  led  to  write  this 
paper.  The  work  resulted  from  the  stimulation 
of  a chance  remark  falling  upon  a trained  and 
inquisitive  mind. 

In  1895,  Howard  Sturge,  a neurologist,  re- 
marked in  Jackson’s  presence  that  Sturge  had 
observed  the  breathing  become  “abdominal” 
under  chloroform  anesthesia.  Jackson,  sensing  a 
fresh  problem  in  the  behavior  of  the  central  ner- 
vous system,  or  possibly  a solution  to  one  already 
under  his  consideration,  was  quick  to  investigate. 
He  studied  patients  undergoing  anesthesia  and 
soon,  confirmed  the  fact  that  under  deep  anesthe- 
sia the  breathing  showed  alterations,  which  he 
carefully  described,  that  were  related  to  paralysis 
developing  in  the  intercostal  muscles.  From 
Hewitt’s  first  edition  of  Anesthetics  he  uncovered 
Snow’s  remarks  on  the  subject  that  have  already 
been  quoted. 

Convinced  now  that  he  was  on  the  track  of  an 
important  observation,  Jackson  assigned  to  his 
young  associate,  James  Collier,  the  task  of  pursu- 
ing the  subject  both  by  animal  experimentation 
and  further  observations  on  humans. 
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For  his  part  Collier  reported  detailed  observa- 
tions on  60  humans  subjected  to  deep  anesthesia. 
He  noted  the  development  of  intercostal  paralysis 
and  described  it  as  pictured  today.  He  men- 
tioned the  free  reversibility  of  the  paralysis  as 
anesthesia  lightened  and  deepened. 

At  Jackson’s  suggestion  and  with  the  help  of 
Dr.  Risien  Russell,  he  demonstrated  the  phenom- 
enon on  a dog  and  on  a monkey.  It  is  interest- 
ing that  the  experimenters  took  the  precaution  to 
insert  a tracheotomy  tube  in  order  to  prevent 
respiratory  obstruction  and  the  confusion  in 
interpretations  of  the  chest  movements  that  might 
otherwise  have  resulted.  Finally,  he  exposed  the 
intercostal  muscles  directly  and  observed  them 
actively  contracting  under  light  anesthesia  and 
unresponsive  when  anesthesia  was  carried  to  the 
deeper  planes. 

Except  for  the  matter  of  establishing  the  rela- 
tionship of  intercostal  paralysis  to  the  various 
planes  of  anesthesia,  this  paper  set  forth  evety- 
thing  concerning  intercostal  paralysis  that  is  of 
general  knowledge  today.  The  exact  description, 
the  significance  as  a landmark  of  deep  anesthesia, 
the  ready  reversibility,  the  possibility  of  confusion 
with  respiratory  obstruction,  and  finally  the 
demonstration  of  the  phenomenon  as  a matter  of 
comparative  physiology  were  carefully  set  forth. 
To  Jackson  and  Collier  belongs  great  credit  for 
these  many  accurate  observations. 

From  this  point  only  a few  additional  observa- 
tions are  necessary  to  bring  the  story  up  to  date. 
Miller’s  independent  discovery  in  1925  has  al- 
ready been  mentioned.  Guedel  worked  out  the 
presently  accepted  description  of  planes  and 
stages  of  anesthesia.  He  used  Miller’s  observa- 
tions on  respiration  as  the  primary  fact  to  which 
the  anesthesia  scale  was  anchored. 

There  has  been  discussion  as  to  the  manner  in 
which  this  progressive  and  graded  muscular  and 
central  nervous  system  paralysis  takes  place. 
Miller  referred  to  the  phenomenon  in  1925  as  an 
ascending  cord  paralysis.  More  recent  neuro- 
physiologic evidence  would  suggest  that  the 
respiratory  changes  of  deepening  anesthesia  are 


related  to  a graded  sensitivity  existing  in  the  cells 
of  the  respiratory  reticulum.  A given  degree  of 
narcosis  would  inhibit  impulses  arising  from  cer- 
tain central  neurones  which  were  destined  for 
respiratory  musculature  of  lesser  importance. 
The  same  depth  would  merely  alter,  or  scarcely 
affect  at  all,  the  impulses  originating  in  the  more 
fundamental  respiratory  neurones.  Modern  con- 
ceptions attribute  the  deleterious  effects  of  anes- 
thetics and  other  poisons  on  the  respriatory 
neurones  to  either  a direct  cellular  depression  or 
an  impairment  of  synaptic  transmission.  Finally, 
and  quite  recently,  Cassels  and  his  associates 
have  thrown  some  doubt  on  the  absolute  con- 
stancy of  the  progress  of  impairment  and  paraly- 
sis of  intercostal  muscular  function  under  deepen- 
ing anesthesia.6  They  observed  15  instances  in 
18,000  administrations  where  diaphragmatic 
paralysis  developed  without  any  concurrent 
impairment  of  intercostal  muscular  activity.  In 
connection  with  Cassels’  observation,  an  earlier 
one  by  Paul  Bert  quoted  in  this  paper  is,  at  the 
least,  of  some  interest.  Bert  showed  that  if  the 
phrenic  nerve  was  exposed  on  an  animal  under- 
going deep  anesthesia  and  thoracic  paralysis, 
immediately  on  cutting  the  phrenic  nerve  the 
previously  paralyzed  intercostal  muscles  resumed 
activity. 

Summary 

The  history  and  significance  of  the  phenomenon 
of  paralysis  of  the  intercostal  muscles  as  it  occurs 
in  deepening  anesthesia  have  been  outlined. 
Several  well-known  medical  personalities  are 
referred  to  in  the  sketch.  A major  part  was 
shown  to  have  been  played  by  the  neurologist 
J.  Hughlings  Jackson. 
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BIRTH  RATE  IN  1947  HIGHEST  IN  A GENERATION 


The  birth  rate  in  the  United  States  has  displayed 
marked  recuperative  power  since  1933,  when  it 
reached  the  lowest  point  in  our  history.  From  the 
minimum  of  16.6  per  1,000  population  in  1933,  the 
recorded  birth  rate  rose  56  per  cent  to  25.9  per 
1,000  in  1947,  the  highest  in  a generation.  The 
actual  figure  for  last  year,  including  unreported 


births,  was  27.1  per  1,000.  This  increase  may  be 
attributed  largely  to  the  favorable  economic  con- 
ditions and  to  the  special  psychologic  factors  en- 
gendered by  the  war.  In  the  prewar  years,  t hat  is. 
from  1933  to  1940,  the  birth  rate  in  the  United 
States  increased  only  8 per  cent,  whereas  from  1940 
to  1947  it  rose  45  per  cent. 


TREATMENT  OF  CUTANEOUS  ANTHRAX  WITH  PENICILLIN 


Joseph  R.  Griffin,  M.D.,  Robert  H.  Shanahan,  M.D.,  and  Carmelo  E.  DeAngelis,  M.D., 
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{From  the  Departments  of  Medicine  and  Pathology,  St.  John’s  Riverside  Hospital)" 


ORTUNATELY,  anthrax  of  humans  in  this 
country  is  rare,  except  in  those  locations  where 
there  are  industries  that  handle  hides,  wool, 
and  animal  products,  mainly  from  cattle,  sheep, 
and  horses,  and,  to  a lesser  extent,  from  swine, 
mice,  fox,  guinea  pigs,  and  rabbits.  The  oc- 
currence is  particularly  high  in  factories  using 
wools  from  foreign  countries. 

In  spite  of  the  many  sources  of  infection,  the 
incidence  of  anthrax  in  humans  is  low  in  this 
country.  According  to  an  analysis  made  by 
Smyth,  60  to  SO  cases  of  anthrax  occur  yearly 
in  the  United  States  with  a fatality  rate  of  17  to 
22  per  cent.1  A study  of  collected  data  shows 
that,  between  1935  and  1940  in  Massachusetts, 
there  were  34  cases  of  anthrax  with  four  deaths, 
a mortality  of  12  per  cent,  while  from  1940  to 
1945  there  were  21  cases  with  seven  deaths,  a 
mortality  of  33  per  cent.2  However,  it  was  felt 
that  the  high  mortality  rate  was  due  to  ignorance 
of  the  disease  on  the  part  of  physicians  outside 
those  serving  in  tanneries  in  Massachusetts. 

It  is  surprising  to  the  authors  that  more  cases 
do  not  occur  in  this  country  when  one  considers 
that  anthrax  spores  are  found  in  the  soil  and  on 
the  animals  of  all  but  five  states  in  this  country, 
Texas,  Louisiana,  South  Dakota,  and  Cali- 
fornia being  the  most  heavily  contaminated 
regions.  In  Russia  and  China,  anthrax  takes  a 
heavy  death  toll  among  horses.  In  Asia  Minor, 
it  particularly  attacks  the  angora  goat  from 
which  a great  deal  of  wool  and  mohair  is  ob- 
tained. Anthrax  has  proved  to  be  an  occupa- 
tional hazard,  especially  among  wool  and  leather 
workers,  and  sporadic  cases  have  occurred  from 
the  use  of  shaving  brushes. 

The  organism,  a gram-positive  spore-forming, 
slender  and  nonmotile  rod,  is  very  resistant  and 
can  survive  for  fifteen  years.  Even  when  buried 
•deep  in  the  ground  for  years,  active  spores  can  be 
brought  to  the  surface  by  worms.3  To  destroy 
the  organism  without  injuring  the  products 
harboring  it  is  still  a major  problem.  The  carpet 
industry  has  tried  various  methods  of  dis- 
infection, but  all  have  proved  either  ineffective 
against  the  organism  or  so  destructive  as  to  make 
the  fibers  of  the  wool  impractical  for  the  manu- 
facturing of  carpets.  Even  after  dyes  have  been 
fixed  in  the  fibers,  the  organism  may  remain  alive. 
Surprisingly,  the  highest  incidence  of  anthrax 
at  a local  carpet  manufacturer  in  Yonkers, 


New  York,  occurred  in  the  spinning  mill  after 
the  wool  had  been  washed  and  dyed. 

In  view  of  the  increased  incidence  of  anthrax  in 
this  country  within  comparatively  recent  years, 
direct  federal  legislation  has  been  introduced  for 
the  prevention  of  the  disease.4  Furthermore, 
the  law  requires  that  all  material  coming  from 
infected  centers  must  be  properly  disinfected,  or 
otherwise  treated,  to  reduce  or  remove  the  danger 
of  anthrajc  infection.  It  is  felt  that  no  proce- 
dure is,  at  present,  entirely  satisfactory.  Some 
have  suggested  the  wearing  of  rubber  gloves, 
the  changing  of  clothes  to  and  from  work,  and 
the  cleaning  of  exposed  parts  before  eating  and 
after  work,  and  the  wearing  of  masks  while  on 
duty  at  such  places  in  which  wool  products 
are  manufactured.  As  one  can  readily  see, 
some  of  these  procedures  are  quite  impractical. 

Three  types  of  anthrax  exist  among  humans, 
cutaneous,  intestinal,  and  pulmonary.  The 
cutaneous  type  is  the  most  common  and  has  a 
mortality  rate  of  16  to  23  per  cent,  while  the 
other  types,  the  least  common,  have  carried  a 
mortality  rate  of  almost  100  per  cent.  We  are 
aware  of  only  one  case  of  anthrax  meningitis  that 
fully  recovered.  This  case  was  treated  with  anti- 
anthrax  serum  and  penicillin  and  is  included  in 
this  report.  A r6sum6  of  the  last  82  cases  of 
human  anthrax  from  a local  carpet  manufacturer 
revealed  66  cases  treated  with  antianthrax 
serum,  one  treated  with  penicillin  and  serum,  nine 
treated  with  penicillin  and  sulfonamides,  and  six 
with  penicillin  solely.  There  were  four  deaths: 
one  case  was  complicated  with  diabetes  mellitus, 
and  the  other  three  died  of  anthrax  meningitis. 
The  mortality  rate  in  this  group  was  4.9  per  cent. 
Four  of  the  deaths  were  in  cases  treated  with  anti- 
anthrax serum,  while  there  were  no  deaths  in 
patients  treated  with  penicillin. 

The  cutaneous  form  of  the  disease  usually  be- 
gins as  a single  lesion  without  pain  but  having 
a slight  itching  and  burning  sensation.  In 
approximately  twelve  hours,  a vesicle  is  formed, 
about  0.4  cm.  in  size,  having  a central  umbilica- 
tion  and  containing  brownish  fluid.  Soon  the 
center  is  replaced  by  a necrotic,  blackish  eschar 
which  spreads  in  all  directions  and  is  surrounded 
by  an  edematous,  purplish  skin,  producing  sub- 
jective symptoms  of  weight  and  pressure  of  the 
part  involved.  The  regional  lymph  nodes  may 
be  affected,  and,  if  treatment  is  not  immediately 
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instituted,  the  anthrax  organisms  gain  access 
into  the  blood  stream,  causing  death  in  three  to 
eight  days. 

Years  ago,  excision  of  the  cutaneous  lesion 
was  generally  practiced,  but  at  present  such  a 
procedure  is  thoroughly  condemned.  Human 
antianthrax  serum  has  been  considered  very  ef- 
fective and  curative  in  most  cases,  but  the  fre- 
quent serum  reactions  are  unpleasant  to  patients, 
and  the  product  is  no  longer  manufactured. 

Gold,  reporting  on  the  treatment  of  60  cases 
of  human  anthrax,  states  that  sulfonamide  com- 
pounds are  a safe  and  reliable  substitute  for 
antianthrax  serum.5  However,  he  presents  sev- 
eral cases  in  which  sulfonamides  appeared  inef- 
fective, and  serum  was  required  for  recovery. 
Of  48  patients  with  anthrax,  Lucchesi  and  Gilder- 
sleeve  treated  19  with  serum,  ten  with  neo- 
arsphenamine,  15  with  serum  and  neo-arsphen- 
amine,  three  with  sulfanilamide,  and  one  with 
sulfanilamide,  serum,  and  neo-arsphenamine.6 
They  found  that  neo-arsphenamine  gave  the 
best  results  in  selected  cases.  They  gained  a 
definite  clinical  impression  that  patients  treated 
with  sulfanilamide  did  not  fare  as  well  as  the 
others  and  complained  of  more  discomfort  which 
disappeared  only  after  the  drug  was  discontinued. 

In  1929,  Dr.  Flemming  announced  his  discovery 
of  penicillin.7  He  observed  that  the  growth 
of  Bacillus  anthracis  was  inhibited  in  vitro  by  a 
penicillin  concentration  of  1:10.  This  compared 
with  the  inhibition  of  Staphylococcus  aureus  at  a 
concentration  of  1 :40  and  lack  of  inhibition  of 
some  gram-negative  bacilli  at  a concentration  of 
1:5.  Heilman,  using  penicillin,  inoculated  40 
mice  with  Bacillus  anthracis.8  Of  the  40  mice, 
20  received  treatment,  and  20  received  no  treat- 
ment. All  the  treated  mice  survived,  and  all 
the  untreated  died  within  ninety-six  hours  after 
receiving  the  inoculation.  Miller,  Scott,  Noe, 
Madin,  and  Henley  tested  the  efficacy  of  strep- 
tomycin, penicillin,  and  sodium  sulfadiazine  in 
experimental  anthrax  infections  in  mice.9  They 
obtained  a 92  per  cent  maximal  survival  rate 
with  streptomycin  58  per  cent  with  penicillin, 
and  only  5 per  cent  with  sulfadiazine. 

Not  until  1944  were  the  first  cases  of  cutane- 
ous human  anthrax  treated  with  penicillin. 
Murphy,  LaBocetta,  and  Lockwood  treated 
three  cases  solely  with  penicillin  with  a rapid  and 
definite  clinical  response.10  In  each  instance, 
the  inflammatory  reaction  about  the  lesion 
showed  very  prompt  regression,  and  the  lesion 
itself  underwent  rapid,  involution.  They  felt 
that  100,000  units  was  certainly  the  minimum  ef- 
fective dose,  and  a total  of  200,000  to  400,000 
units  per  day  should  evoke  a satisfactory  thera- 
peutic response  in  the  average  uncomplicated 
case  of  cutaneous  anthrax.  Kllingson,  Kad- 


dull,  Bookwalter,  and  Howe  reported  25  patients 
with  cutaneous  anthrax  treated  with  penicillin 
in  total  dosages  from  approximately  1,000,000 
units  to  over  4,000,000  units.11  Three  patients 
also  received  sulfadiazine.  In  no  instance  was 
B.  anthracis  isolated  from  the  blood  after  twenty- 
four  hours  or  more  of  treatment. 

The  following  are  17  consecutive  cases  of 
cutaneous  anthrax  in  employes  in  a local  carpet 
factory  who  were  successfully  treated  with  peni- 
cillin at  this  hospital  during  the  past  year  (Table 
1).  Sixteen  of  the  patients  were  men  and  one  a 
woman.  When  one  considers  that  there  is  only  a 
slight  predominance  of  men  over  women  workers 
at  the  factory,  the  incidence  of  susceptibility 
among  the  former  is  much  higher.  The  disease 
occurred  mainly  in  middle-aged  individuals, 
but  anthrax  respects  no  age  and  can  attack  the 
very  young  as  well  as  the  very  old.  Although 
more  cases  were  seen  in  October,  it  is  felt  that 
there  is  no  seasonal  incidence  and  that  this  oc- 
currence is  nothing  more  than  a matter  of  chance. 
More  cases  elsewhere  have  occurred  in  winter 
and  early  spring.  Anthrax  lesions  occur  mainly 
on  the  exposed  parts  of  the  body,  and  our  report 
conforms  with  this  observation.  Ten  of  the  17 
cases  showed  the  lesions  on  the  right  side,  and  it 
must  be  assumed  that  this  side  of  the  body  in  the 
right-handed  individual  is  more  apt  to  be  ex- 
posed than  the  left. 

Sixteen  cases  showed  both  positive  smears  and 
cultures,  and  one  case  was  negative  on  smear  with 
a positive  culture  twelve  hours  later.  It  was 
felt  that  obtaining  a smear  with  a swab  was 
unsatisfactory  as  insufficient  material  was  ob- 
tained by  this  method.  In  all  cases,  the  surface 
of  the  lesion  was  first  swabbed  with  alcohol 
and  then  penetrated  with  a thick,  short,  plati- 
num wire,  followed  by  a stout,  short  platinum 
loop  then  smeared  on  a clean  slide.  In  some  cases, 
a superficial,  black  crust  had  to  be  removed,  fol- 
lowed by  slight  penetration  with  a platinum  loop. 
The  contents  of  the  deeper  portions  of  the  lesions 
contained  more  bacteria  than  the  surface  areas. 
In  three  cases  blood  cultures  were  done,  and  in 
two  of  these  a growth  of  anthrax  was  obtained. 
The  average  admission  temperature  in  17  cases 
was  99.8  l1'.,  and  varied  from  97.4  to  101.2  F. 
After  the  Administration  of  penicillin,  the  average 
highest  temperature  during  the  patients’  stay 
in  the  hospital  was  100.7  F.  and  varied  between 
99  and  103.8  F.  The  average  lowest  tempera- 
ture was  97.6  F.  The  red  blood  cell  counts  on 
admission  were  essentially  normal.  The  white 
blood  cell  counts  showed  an  average  figure  of 
8,101  with  the  highest  13,300  and  the  lowest 
5,100.  There  was  an  average  segment  percent- 
age of  63.  Six  cases  out  of  16  revealed  slight 
traces  of  albumin  in  the  urine. 
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TABLE  1. — Clinical  and  Laboratory  Summary  (Part  I) 


Case 

Sex 

Age 

Hospital 

Days 

Site  of  Lesion 

Days  Before  Reporting 
to  Physician 

1 

J.  S. 

M 

57 

28 

Upper  lip;  8 hours  later  developed  symptoms  of 

1 

2 

W.  L. 

M 

35 

15 

meningitis12 
Left  cheek. 

1 

3 

J.  L. 

M 

69 

11 

Left  elbow 

4 

4 

P.  C. 

M 

48 

33 

Left  cheek- 

2 

5 

M.  K. 

F 

40 

11 

Right  thumb 

1 

6 

J.  M. 

M 

38 

9 

Right  forehead 

3 

7 

J.  N. 

M 

48 

8 

Right  arm 

1 

8 

A.  M. 

M 

65 

15 

Medial  aspect  right  knee 

3 

9 

J.  T. 

M 

28 

11 

Helix  of  right  ear- . 

1 

10 

A.  Z. 

M 

52 

12 

Left  thumb 

3 

11 

R.  B. 

M 

36 

6 

Right  thumb 

3 

12 

J.  P. 

M 

59 

11 

Right  side  of  face 

2 

13 

A.  B. 

M 

33 

16 

Right  forearm 

4 

14 

C.  P. 

M 

29 

8 

Forehead 

1 

16 

W.  C. 

M 

25 

9 

Face  anterior  to  right  ear 

2 

16 

R.  R. 

M 

53 

5 

Right  forearm 

1 

17 

P.  H. 

M 

40 

7 

Left  forearm 

2 

A V* 


TABLE  1. — -Clinical  and  Laboratory  Summary  (Part  II) 


Admission  Blood  Count 


Case 

Temperature 
Admission  Lowest 

(F.) 

Highest 

Red  Blood 
Cells 

White 
Blood  Cells 

D % 

Segments 

Blood 

Culture 

Urine 

(Presence  of  Albumin) 

1 

J.  S. 

101.0 

98.0 

103.8 

5,300,000 

9,100 

73 

Positive 

Slight  trace 

2 

W.  L. 

98.8 

98.0 

102.2 

4,820,000 

6,500 

61 

None 

Negative 

3 

J.  L. 

98.0 

98.0 

100.0 

4,500,000 

11,000 

60 

None 

Negative 

4 

P.  C. 

98.0 

97.0 

99.4 

4,330,000 

13,300 

72 

Positive 

Trace 

5 

M.  K. 

99.2 

98.0 

101.8 

3,950,000 

8,500 

None 

None 

None 

6 

J.  M. 

100.4 

97.8 

100.4 

5,310,000 

9,700 

57 

None 

Slight  trace 

7 

J.  N. 

99.6 

97.6 

99.6 

5,230,000 

11,800 

81- 

None 

' 8 

A.  M. 

101.2 

97.6 

103.4 

4,200,000 

4,500 

65 

None 

Negative 

9 

J.  T. 

99.0 

97.4 

100.2 

4,700,000 

8,000 

68 

None 

Negative 

10 

A.  Z. 

99.8 

97.8 

101.2 

4,710,000 

6,600 

78 

None 

Slight  trace 

11 

R.  B. 

99.4 

98.0 

99.8 

4,710,000 

6,850 

64 

None 

Negative 

12 

J.  P. 

99.0 

97.0 

103.0 

4,680,000 

7,600 

76 

None 

Negative 

13 

A.  B. 

99.0 

97.6 

99.4 

4,800,000 

6,500 

69 

None 

Negative 

14 

C.  P. 

98.8 

97.6 

99.8 

4,710,000 

9,700 

58 

None 

Negative 

15 

W.  C. 

98.8 

98.0 

99.0 

4,200,000 

5,100 

50 

Negative 

Slight  trace 

16 

R.  R. 

99.4 

97.6 

99.4 

4,200,000 

5,900 

80 

None 

Negative 

17 

P.  H. 

100.0 

97.4 

100.0 

4,050,000 

7,800 

72 

None 

Slight  trace 

TABLE  1. — Clinical  and  Laboratory  Summary  (Part  ILI) 


Case 

Smear  of  Lesion 

Culture 

Total  Penicillin  Units 

Total  Sulfamides  (Grains) 

1 

J.  S. 

+ 

+ 

4,510,000 

28  and  500  cc.  antianthrax 

2 

W.  L. 

+ 

+ 

15,900,000 

180 

3 

J.  L. 

+ 

+ 

14,100,000 

0 

4 

P.  C. 

+ 

+ 

15,900,000 

780 

5 

M.  K. 

+ 

+ 

11,500,000 

420 

6 

J.  M. 

+ 

+ 

9,800,000 

180 

7 

J.  N. 

+ 

f + 

9,700,000 

0 

8 

A.  M. 

+ 

+ 

16,200,000 

555 

9 

J.  T. 

+ 

+ 

13,600,000 

75 

10 

A.  Z. 

+ 

+ 

21,900,000 

0 

11 

R.  B. 

+ 

+ 

7,300,000 

0 

12 

J.  P. 

+ 

+ 

16,500,000 

540 

13 

A.  B. 

+ 

+ 

13,200,000 

0 

14 

C.  P. 

+ 

13,800,000 

210 

15 

W.  C. 

+ 

+ 

14,500,000 

30 

16 

R.  R. 

+ 

+ 

11,100,000 

0 

17 

P.  H. 

+ 

+ 

9,500,000 

0 

The  average  number  of  hospital  days  in  the 
cases  studied  was  twelve  days,  with  the  shortest 
five  and  the  longest  thirty-three. 

It  is  a policy  of  the  medical  department  of  the 
local  carpet  manufacturer  to  warn  all  employes 
of  the  danger  of  anthrax  infection  and  to  report 
all  skin  lesions  promptly  to  the  medical  person- 
nel. The  average  time  elapsing  between  the 
onset  of  the  lesion  to  reporting  to  the  physician 
was  two  days.  The  suspicion  of  anthrax,  the 
promptness' in  reporting  to  the  physician,  and  the 
immediate  institution  of  treatment  were  the 
three  factors  which  made  a malignant  infectious 


disease  a rather  benign  innocuous  one  with  a rela- 
tively uneventful  course  in  the  hospital. 

All  17  cases  were  treated  with  heavy  doses 
of  penicillin,  supplemented  in  seven  cases  by 
sulfadiazine,  in  two  by  sulfathiazole,  and  in 
one  by  sulfadiazine  and  antianthrax  serum.  In 
general,  each  patient  received  from  100,000  to 
300,000  units  of  penicillin  every  three  hours  intra- 
muscularly, with  a total  average  of  12,882,940 
units  during  the  hospital  course.  All  face  and 
head  lesions  received,  in  addition  to  penicillin, 
sulfonamides  because  of  the  proximity  of  the 
lesien  to  the  brain,  where  there  was  always  a 
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possibility  of  meningitis  occurring  and  also  the 
possibility  of  the  ineffectiveness  of  the  penicillin, 
administered  intramuscularly,  reaching  the  men- 
inges in  strong  enough  concentration.  In  one 
case,  in  which  there  appeared  to  be  meningeal 
irritation,  penicillin  was  administered  intramus- 
cularly and  intrathecally  in  addition  to  sulfadi- 
azine by  vein,  and  in  a second  case  with  definite 
meningitis,  antianthrax  serum,  penicillin,  and 
sulfadiazine  were  given.  In  view  of  the  de- 
creased sensitivity  of  some  strains  of  B.  anthracis 
to  penicillin  in  vitro  and  the  reported  cases 
treated  with  this  antibiotic  being  insufficient 
to  draw  definite  conclusions,  it  was  felt  safer  to 
administer  large  doses  of  penicillin.  No  ill  ef- 
fects were  noted  during  the  course  of  treatment. 

Summary 

1.  . Anthrax  of  humans  in  this  country  is  rare 
except  in  those  localities  where  industries  exist 
that  handle  hides,  wool,  and  animal  products, 
mainly  from  cattle,  sheep,  and  horses.  It  is 
definitely  an  occupational  hazard,  especially 
among  wool  and  leather  workers. 

2.  Federal  law  requires  that  all  material  com- 
ing from  infected  centers  must  be  properly  disin- 
fected, or  otherwise  treated,  to  remove  the  danger 
of  anthrax  infection.  However,  it  is  felt  that 
present  procedures  of  prophylaxis  are  not  entirely 
satisfactory. 

3.  During  the  past  year,  17  consecutive 
cases  of  cutaneous  anthrax  in  employes  at  the 
local  carpet  factory  were  successfully  treated 
with  penicillin,  supplemented  in  nine  cases  with 
sulfonamides  and  in  one  with  antianthrax  serum 
and  sulfanilamide.  All  but  one  patient  were 
men,  mainly  middle-aged,  with  the  location  of  the 
lesions  chiefly  on  the  exposed  parts  of  the  body 


and  on  the  right  side.  Onset  of  lesion,  days  in 
the  hospital,  and  laboratory  findings  are  charted. 

4.  The  suspicion  of  anthrax,  the  promptness 
of  reporting  to  the  physician,  and  the  immediate 
institution  of  treatment  were  the  three  factors 
which  made  a malignant  infectious  disease  a 
rather  benign  ipnocuous  one  with  a relatively 
uneventful  course  in  the  hospital. 

5.  In  general,  each  patient  received  from  100,- 
000  to  300,000  units  of  penicillin  every  three  hours 
intramuscularly,  with  a total  average  of  12,882,- 
940  units  during  the  hospital  course.  All  face 
and  head  lesions  received,  in  addition  to  penicil- 
lin, sulfadiazine.  One  case  was  supplemented 
with  antianthrax  serum. 

6.  In  view  of  the  decreased  sensitivity  of  some 
strains  of  B.  anthracis  to  penicillin  in  vitro  and 
the  scarcity  of  reported  cases  treated  with  this 
antibiotic,  it  was  felt  safer  to  adminster  large 
doses  of  penicillin.  No  ill  effects  were  noted 
during  the  course  of  treatment. 
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AMERICAN  COLLEGE  OF  SURGEONS  APPROVES  USE  OF  NURSE  ANESTHETISTS 


The  Board  of  Regents  of  the  American  College  of 
Surgeons,  at  a meeting  on  February  22,  1948, 
adopted  a resolution  commending  the  services  of 
nurses  who  have  had  special  training  in  the  adminis- 
tration of  anesthesia  and  recommending  the  con- 
tinuance of  training  courses  in  this  field  for  nurses. 
The  resolution  reads  as  follows : 

The  American  College  of  Surgeons  regards  with 
deep  concern  the  actions  of  some  physician  an- 
esthesiologists in  giving  the  impression  to  the 
laity  in  the  public  press  that  it  is  unsafe  for  ex- 
perienced nurse  anesthetists  to  conduct  surgical 


anesthesia.  While  it  supports  the  increasing 
tendency  of  having  physician  anesthesiologists  in 
charge  of  surgical  anesthesia,  it  deplores  at  this 
time  any  propaganda  for  the  elimination  of  the 
trained  nurse  anesthetist.  On  the  contrary,  the 
American  College  of  Surgeons  is  of  the  opinion 
that,  in  view  of  the  inadequacy  in  number  of  the 
physician  anesthesiologists  and  in  view  of  the 
splendid  record  of  achievement  of  the  nurse  an- 
esthetists, institutions  engaged  in  the  training  of 
nurses  for  this  purpose  should  be  encouraged  to 
continue  their  programs. 


ELUSIVE  MENTAL  CASES 

B.  Liber,  M.D.,  F.A.P.A.,  New  York  City 
( From  the  Mental  Hygiene  Clinic,  New  York  Polyclinic  Hospital) 


THERE  are  very  light,  often  elusive,  forms  of 
mental  disorders,  met  by  every  physician 
without  exception,  whether  he  is  aware  of  them 
or  not.  There  is  nothing  extraordinary  about 
them,  as  they  are  the  most  frequent  of  all  the 
disturbances  of  the  mind.  They  may  incon- 
venience, annoy,  or  plague  the  patient  as  entities 
by  themselves,  without  the  admixture  of  any 
other  trouble.  They  may  accompany  some  real 
organic  illness  or  cause  it  or  originate  from  it. 
They  are  by  no  means  obscure  or  difficult  to 
diagnose  if  one  is  prepared  to  look  for  them  and 
to  recognize  their  presence.  However,  they  are 
usually  disregarded  by  many  practitioners  and 
even  by  some  psychiatrists.  It  is  an  error  to 
consider  them  as  insignificant.  True,  they  are 
sometimes  not  very  troublesome  and  need  no 
attention,  but  many  become  quite  complicated 
when  neglected.  As  they  form  an  inextricable 
part  of  the  personalities  of  a large  number  of  our 
patients,  they  shape  and  modify  and  color  all 
complaints  and  symptoms.  If  we  fail  to  notice 
them  and  treat  the  more  apparent  physical  condi- 
tions only,  there  is  a strong  resistance  against 
our  best  therapeutic  methods. 

Sometimes  they  are  unintentionally  improved 
or  even  cured  by  the  general  practitioner  because 
of  a transference  unknowingly  established  be- 
tween the  latter  and  the  health-seeker.  Some 
of  our  medical  men,  I am  glad  to  say,  without 
any  psychiatric  knowledge,  look  for  the  mental 
abnormality  and  discover  it  instinctively,  as 
the  best  doctors  have  always  done  since  the 
earliest  ages  of  medicine.  In  the  majority  of 
the  cases,  overlooking  these  mental  disorders 
results  in  a faulty  approach  and  an  inability 
to  heal  the  condition  for  which  the  sick  person 
comes.  Nor  is  it  certain  that,  without  any 
intentional  planning,  the  subtle  relationship 
between  physician  and  patient  will  be  the  right 
one  and  will  be  helpful.  If  left  to  chance,  it 
may  prove  to  be  unfavorable  and  quite  harmful  or, 
at  best,  without  any  effect  at  all. 

I shall  avoid  the  word  “incipient”  for  these 
light  mental  conditions.  Although  some  of 
them  may  advance  with  time  into  outspoken 
neuroses  and  psychoses,  many  remain  unchanged 
and  in  the  same  stage  throughout  life. 

These  cases  may  be  classified  in  the  same  way 
as  the  more  advanced  and  more  typical  ones  of  a 
similar  nature,  or  they  may  not  be  sufficiently 
developed  to  be  classified.  If  systematizing 


is  at  all  necessary,  this  writer  believes  that  for 
nonpsychiatrists  it  will  be  more  practical  and 
easier'  to  understand  them  if  we  accentuate 
either  their  most  outstanding  symptoms  or  the 
most  apparent  causes  or  factors  which  have 
contributed  chiefly  to  their  existence.  Thus, 
instead  of  grouping  them  into  the  uncertain  and 
overlapping  chapters  of  neurosis,  psychoneurosis, 
manic-depressive  psychosis,  schizophrenia,  etc’., 
or  the  tendencies  to  these  mental  diseases,  it  is 
preferable  to  see  them  as  cases  largely  influenced 
by  the  following: 

Congenital  factors,  conflicts  between  parents 
and  children,  marital  difficulties,  educational 
problems,  frustrations,  sexual  troubles,  eco- 
nomic insecurity,  psychosomatic  conditions,  in- 
volutional situations,  senescence,  alcoholism, 
general  maladjustment,  trends  to  amorality  and 
misbehavior,  etc.  Although  avoiding  monotony 
and  repetitiousness,  we  shall  try  to  keep  as  close 
as  possible  to  the  more  typical  cases. 

Beginning  with  the  psychosomatic  approach, 
here  are  some  random  cases  of  people  who,  at 
first,  and  properly  so,  addressed  themselves  to 
general  practitioners  and  nonpsychiatric  special- 
ists. 

Case  Reports 

Case  1. — A single  young  man,  an  accountant,  went 
to  his  doctor,  complaining  of  an  “exhausted  feeling” 
and  that  his  heart  was  “beating,  pounding  fast.” 
He  added  that,  this  never  happened  when  he  was 
happy  and  contented,  but  only  when,  for  one  reason 
or  another,  he  was  sad  and  frustrated.  He  had 
learned  also  that  this  condition  improved  by  itself 
when  he  took  a few  hours  off  from  his  work  and 
rested.  Whatever  difficulties  he  had  in  his  life 
became  worse  through  fear  of  a possible  heart 
disease.  However,  the  fact  that  his  heart  symp- 
toms were  due  to  his  mental  state  never  occurred 
to  him  and  was  unknown  to  his  physician. 

It  was  true  that  he  had  attacks  of  tachycardia 
but  was  otherwise  in  good  trim  physically.  With 
few  exceptions  he  had  been  working  steadily  and 
behaving  normally.  He  had  friends  among  both 
sexes  and  was  popular  with  them,  rarely  missing  a 
party  or  an  affair.  He  did  not  drink. 

Nothing  betrayed  his  inner  feelings,  his  unhappi- 
ness, and  his  effort  to  adjust.  They  were  really  most 
elusive.  He  was  treated  extensively,  but  the  ups 
and  downs  in  his  condition  led  his  doctor  to  the 
belief  that  there  was  something  else  behind  the 
tachycardia.  The  patient  was  then  sent  to  a 
psychiatrist. 
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The  initial  thrust  to  this  patient’s  mental  de- 
pression was  the  death  of  his  father.  This  happened 
while  the  young  man  was  serving  in  the  Army. 
He,  of  course,  had  to  agree  to  his  mother’s  request 
for  his  discharge.  In  assuming  these  new  economic 
and  emotional  responsibilities,  relaxation  changed 
to  tenseness.  He  was  busy  and  paid  less  attention 
to  his  girl,  who  resented  his  newly  acquired  serious- 
ness and  left  him  for  another  man. 

The  patient  began  to  show  compulsions  which  he 
never  confessed  to  anyone  until  the  psychiatrist 
uncovered  them.  He  could  not  stand  certain 
people  and  certain  of  their  actions  or  motions. 
They  were  small  matters,  but  they  made  him  miser- 
able; for  example,  pointing  to  somebody  or  some- 
thing, touching  one’s  lips  with  a pencil,  proximity 
to  anyone,  etc.  He  ate  much  less,  because  the  food 
was  “contaminated.”  He  slept  little,  because  he 
lay  awake  thinking  of  the  futility  of  life.  We 
might  call  this  a psychosomatic  case  in  a schizoid 
individual. 

His  intelligence  was  above  the  average.  Under 
ordinary  circumstances  his  heart  was  normal,  as 
was  his  blood  pressure.  Family  and  personal 
history,  as  far  as  his  present  condition  was  con- 
cerned, were  negative. 

A complete  physical  and  mental  cure  took  place 
when  his  younger  brother  returned  to  civilian  life 
and  assumed  the  responsibility  of  the  family,  and 
when  he  himself  got  married. 

Case  2. — A woman  of  41 , married  for  twenty  years, 
without  children^  was  well  until  two  years  ago, 
when  she  underwent  a hysterectomy  for  the  re- 
moval of  a large  fibroid  tumor.  Soon  after  this 
uncomplicated  event,  she  began  to  complain  of 
incoherent  symptoms  which  were  apparently  un- 
related to  the  operation.  There  were  vague  “pains” 
at  points  distant  from  the  pelvis,  for  instance,  in  the 
neck  or  the  occipital  region.  There  were  also  spells  of 
headache,  which  she  strictly  differentiated  from  the 


other  attacks  and  which  she  had  never  had  before 
the  operation.  Her  “lassitude”  and  general  “weak- 
ness” failed  to  conform  to  her  fine  appearance  and 
to  the  negative  laboratory  findings.  However, 
together  with  the  sensation  that  “something  was 
crawling”  over  her  body,  she  felt  the  old,  preopera- 
tive heaviness  and  pressure  in  the  abdomen  and 
accused  the  surgeon  of  not  having  done  his  job 
completely.  Psychologically,  this  was  evidently  a 
wish  fulfillment.  On  the  other  hand,  she  mourned 
the  removal  of  her  uterus  and  cried  when  she  was 
alone.  Outwardly,  she  was  adequate.  Her  work 
in  the  house  did  not  suffer,  and  she  behaved  as  if 
nothing  had  happened  to  her.  Of  course,  her 
menses  had  ceased,  but,  curiously  enough,  there 
were  no  direct  menopausal  signs. 

Sedatives  and  estrogenic  medication,  adminis- 
tered for  over  a year,  had  not  the  slightest  effect. 
One  very  conscientious  physician  went  over  the 
entire  case  carefully,  investigated  everything  he 
could,  had  all  the  necessary  laboratory  work  done 
repeatedly,  and  arrived  at  no  conclusion. 

At  the  first  conversation,  it  was  revealed  that, 
while  before  the  operation  she  had  had  only  latent 
expectations  of  motherhood,  they  had  now  blos- 
somed out  into  a strong  longing  to  give  birth  to  a 
child.  As  the  last  hope  had  definitely  and  ir- 
retrievably departed,  she  fostered  a longing  which, 
probably  only  a lukewarm  desire  before,  now 
became  a need.  Was  this  a subconscious  self-de- 
ception, a covering-up  of  her  great  satisfaction  at 
the  operation’s  result,  or  was  she  really  unhappy  at 
the  thought  that  she  could  never  conceive? 

She  was  advised  to  adopt  an  infant.,  and,  as  soon 
as  she  did,  all  her  unpleasant  symptoms  disappeared 
without  leaving  a trace. 

Naturally,  this  patient  had  a hysteric  trend,  but 
it  was  magnified  by  an  important  organic  change. 

65  West  95th  Street 


HALF-YEAR  MORTALITY  RATE  LOW 

The  health  record  among  U.S.  life  insurance 
policyholders  during  the  first  half  of  this  year  has 
continued  at  or  near  the  record  low  of  last  year,  with 
indications  that  maintenance  of  the  current  ex- 
perience could  see  a new  record  low  mortality  rate 
established  this  year,  the  Institute  of  Life  Insurance 
reports.  During  the  early  months  of  the  year 
there  was  an  upturn  in  the  death  rate,  but  since 
then,  conditions  have  improved  somewhat. 

“In  the  first  six  months  of  1948,  new  record  lows 
were  estimated  for  several  death  causes,”  the  In- 
stitute said.  “Tuberculosis  continued  its  long  sus- 
tained decline,  this  year’s  death  rate  from  this 
cause  so  far  being  40  per  cent  under  that  of  ten 
years  ago. 

“The  death  rate  from  the  communicable  diseases 
of  childhood  showed  even  more  striking  ten-year 
gains.  The  1948  improvement  in  all  major  child- 
hood diseases,  except  measles,  over  last  year’s  record 


low  brought  the  rate  to  a level  about  one  fifth  that  of 
ten  years  ago. 

“influenza  also  has  abated  this  year,  its  death 
rate  being  well  under  last  year’s  and  about  one  third 
that  of  ten  years  ago.  Pneumonia  shows  a slightly 
lower  relat  ive  toll  this  year. 

“The  accident  toll  is  lower  again  this  year,  with 
motor  vehicle  accident  fatalities  to  date  being  nearly 
as  low  as  during  the  war  years,  when  auto  mileage 
was  restricted  and  new  cars  were'  few. 

“Heart  disease  and  cancer  deaths  were  the  two 
black  spots  on  the  half-year  health  record,  both 
showing  increases.  The  cardiovascular-renal  dis- 
ease group — this  being  t he  broad  category  classified 
as  the  area  of  heart  and  circulatory  afflictions  and 
related  ailments — showed  a material  increase. 
Had  it  not  been  for  the  increase  .caused  by  these 
maladies,  the  half-year -over-all  death  rate  would 
have  been  clearly  at  a new  record  low.” 


HYPERTENSION:  A MANIFESTATION  OF  HYPERTENSIVE 
VASCULAR  DISEASE 

George  A.  Perera,  M.D.,  New  York  City 

( From  the  Department  of  Medicine,  Columbia  University  College  of  Physicians  and  Surgeons,  and  the  Presby- 
terian Hospital) 


BECAUSE  the  arterial  pressure  can  be  meas- 
ured by  a simple  and  quantitative  pro- 
cedure, it  is  customary  to  regard  an  elevated 
blood  pressure  and  its  modification  as  of  prime 
importance  in  the  evaluation  and  management 
of  hypertensive  vascular  disease.  As  a result, 
considerable  emphasis  is  often  placed  on  the 
degree  of  hypertension  as  an  index  of  severity 
and  as  related  to  the  development  of  complica- 
tions and  to  prognosis. 

On  physiologic  grounds,  hypertensive  vas- 
cular disease  may  be  defined  as  a disorder  in 
which  the  arterioles  possess  the  functional  poten- 
tiality for  abnormal  resistance  to  the  flow  of 
blood.  Although  such  increased  resistance  re- 
sults in  an  elevation  of  the  diastolic  and  mean 
arterial  pressure,  it  is  obviously  improper  to 
regard  the  blood  pressure  change — the  effect  of 
increased  peripheral  resistance — as  the  prime  or 
only  disturbance. 

Clinically  and  pathologically,  hypertensive 
vascular  disease  may  be  associated  with  a variable 
autonomic  nervous  system  component,  with 
cardiac  hypertrophy,  and  with  augmentation  of 
arteriolar  and  arterial  degenerative  processes. 
It  is  the  purpose  of  this  discussion  to  review  the 
evidence  as  to  whether  hypertension  is  but  an 
incidental  manifestation  or  whether  the  degree  of 
blood  pressure  elevation  can  be  correlated  with 
these  other  events  which  frequently  characterize 
the  course  of  hypertensive  vascular  disease  in 
, man. 

Blood  Pressure  in  Hypertensive  Vascular 
Disease 

A study  was  undertaken  of  250  subjects  with 
established  hypertensive  vascular  disease  followed 
at  frequent  enough  intervals  for  detailed  analysis. 
The  average  blood  pressure  at  the  time  of  diag- 
nosis was  182/108,  the  average  at  the  time  of  last 
observation  (two  to  forty-one  years  later  with  an 
average  period  of  observation  of  twelve  years) 
being  202/116.  This  latter  figure  excluded 
critically  ill  or  terminal  cases.  In  other  words, 
although  there  was  considerable  variation  in 
individual  cases,  the  general  tendency  of  the 

This  study  was  made  possible  through  a grant  provided 
by  the  National  Institute  of  Health  (U.  S.  Public  Health  Serv- 
ice.) 

Presented  at  the  142nd  Annual  Meeting  of  the  Medical  So- 
ciety of  the  State  of  New  York,  New  York  City,  General 
Sessions,  May  21,  1948. 


blood  pressure  was  to  increase  but  slowly  through- 
out the  years  of  observation. 

In  the  group  studied,  the  initial  level  or  the 
maintained  height  of  the  blood  pressure  could 
not  be  correlated  either  with  symptoms,  rate 
of  progression,  or  with  subsequent  development 
of  complications.  For  example,  there  was  no 
correlation  whatsoever  between  the  frequency 
and  intensity  of  headaches  and  the  degree  of 
hypertension.  Blood  pressure  values,  never 
below  200/120,  were  found  to  be  compatible 
with  two  and  more  decades  of  comparatively 
good  health.  Only  one  observation  proved  to 
be  an  exception:  a rapid  increase  in  the  blood 
pressure  over  a period  of  months  was  often  as- 
sociated with  the  rapidly  progressive  phase  of 
the  disease. 

As  the  majority  of  blood  pressure  determina- 
tions are  those  casually  recorded  under  the 
specific  conditions  of  a medical  examination,  it  is 
practically  impossible  to  obtain  data  under 
carefully  standardized  conditions.  Hence,  one 
cannot  exclude  the  possibility  that  the  unrecog- 
nized peaks  of  extreme  hypertension  after  stress 
or  emotion  may  be  related  to  progression  of  the 
underlying  disease  process.  It  is,  nevertheless, 
difficult  to  attach  a primary  etiologic  significance 
to  such  a variable  factor  as  the  level  of  the  blood 
pressure. 

The  blood  pressure  of  hypertensive  as  well  as 
normal  subjects  exhibits  innumerable  fluctuations 
in  which  age,  position,  activity,  obesity,  and 
particularly  emotional  state  play  an  important 
part.  In  fact,  the  range  of  lability  in  some  hyper- 
tensive individuals  far  exceeds  that  observed  in 
normotensives.  One  patient,  whose  usual  blood 
pressure  readings  were  about  180/100,  showed 
variations  from  130/80,  following  rest  and  seda- 
tion, to  260/150  with  excitement  and  appre- 
hension. It  must  be  emphasized  that  main- 
tenance of  pressure  in  the  arterial  system  is 
physiologically  dependent  on  many  intrinsic 
as  well  as  secondary  regulatory  mechanisms, 
even  during  the  hypertensive  state. 

The  systolic  blood  pressure  is  usually  increased 
in  hypertension,  but  systolic  values  within  normal 
limits  may  occur.  It  is  even  possible  under 
certain  conditions  for  the  hypertensive  state  to 
exist  without  hypertension.  In  response  to  rest 
alone,  many  hypertensive  subjects  have  a re- 
duction in  tension  to  normal  values,  in  one  in- 
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stance  to  90/52.  Fever  may  obliterate  hyper- 
tension for  days,  and  a normal  blood  pressure 
may  persist  for  many  months  after  a hypertensive 
subject  has  developed  a myocardial  infarction 
(even  in  the  absence  of  congestive  failure)  or  a 
cerebral  vascular  accident. 

Autonomic  Nervous  System  Component 

There  are  numerous  reasons  for  entertaining 
the  concept  that  there  is  a variable  disturbance 
in  the  autonomic  nervous  system  in  hypertensive 
vascular  disease. 

Vascular  hyperreactivity,  as  judged  by  cold 
pressor  and  other  tests  carried  out  in  20  hyper- 
tensives and  a similar  number  of  normal  con- 
trols, was  much  more  frequently  associated  with 
an  elevated  blood  pressure.  Vasomotor  in- 
stability was  a conspicuous  feature  in  a small 
percentage  of  the  group  of  250  patients  closely 
followed.  Some  hypertensive  subjects  were 
found  to  be  extremely  sensitive  to  orthostatic 
phenomena  induced  by  experimental  stimuli 
such  as  phlebotomy  or  vasodilator  drugs.  The 
symptomatic  relief  and  clinical  improvement 
which  may  follow  bilateral  thoracolumbar  sym- 
pathectomy suggests  an  autonomic  component. 
Transient  vasospasm  may  be  part  of  the  hyper- 
tensive picture.  Rigid  sodium  chloride  re- 
striction, studied  in  six  individuals  with  hyper- 
tensive vascular  disease,  was  demonstrated  to 
modify  peripheral  resistance  but  without  affecting 
the  patient’s  ability  to  respond  abnormally  to 
autonomic  or  neurogenic  stimuli.1  The  de- 
pressor response  to  sympathicolytic  drugs  was 
pronounced  in  some  hypertensive  individuals 
and  not  in  others. 

Ogden  has  accumulated  data  indicating  that, 
even  in  experimental  renal  hypertension,  there  is 
evidence  of  an  extrarenal,  neurogenically  oper- 
ated, and  sympathetically  mediated  mechanism.2 
It  is  also  of  interest  that  preliminary  studies  of 
the  sympathetic  ganglia,  removed  from  hyper- 
tensive subjects  at  the  time  of  sympathectomy, 
suggest  the  presence  of  vascular  proliferations 
which  were  not  found  in  normotensive  individ- 
uals.3 The  possibility  that  the  synthetic  drug 
nor-adrenalin  is  identical  with  sympathin-E, 
and  the  pressor  properties  of  this  agent  have 
raised  obvious  analogies  that  are  under  investiga- 
tion. For  example,  Holtz  and  his  co workers 
claim  to  have  found  increased  amounts  of  nor- 
adrenalin  in  the  urine  of  16  of  23  hypertensive 
patients.4 

Thus,  patients  with  hypertensive  vascular 
disease  appear  to  possess  a variable  autonomic 
component  responsible  for  vasoconstrictive  phe- 
nomena superimposed  on  some  other  mechanism 
causing  increased  peripheral  resistance.  Whether 
these  two  factors  originate  from  the  same  causa- 


tive source  or  are  completely  separate  is  not  clear. 
Nor  can  it  be  determined  as  yet  which  one  is 
responsible  for  the  complications  of  hypertension 
and  its  variable  progressive  course.  However, 
it  is  traditional  to  regard  lability  of  blood  pressure 
response  as  a feature  of  early  hypertension  rather 
than  advanced  disease.  Similarly,  the  impression 
gained  from  the  present  series  suggests  that 
autonomic  hyperreactivity  is  more  commonly 
associated  with  relatively  benign  hypertension. 

At  any  event,  the  most  conspicuous  feature  of 
the  autonomic  component  is  its  inconstancy. 
Witness  the  variable  effects  of  pressor  and 
depressor  tests  and  of  sympathectomy.  Auto- 
nomic hyperreactivity  cannot,  therefore,  be 
ascribed  to  the  mere  presence  of  an  elevated 
blood  pressure.  Unless  one  regards  hyper- 
tensive vascular  disease  as  representing  a group 
of  disorders  of  different  etiology,  the  autonomic 
component  must  be  interpreted  as  being  a second- 
ary or  concomitant  phenomenon  associated  with 
the  fundamental  underlying  process. 

Cardiac  Hypertrophy 

In  the  study  of  250  hypertensive  subjects,  an 
increase  in  size  of  the  cardiac  area  was  recorded 
by  x-ray  in  71  per  cent  at  some  time  during  their 
course.  No  correlation  whatsoever  to  the  in- 
tensity or  duration  of  the  disease  or  the  height 
of  the  blood  pressure  could  be  made.  In  some 
instances,  confirmed  at  autopsy,  cardiac  hyper- 
trophy was  conspicuously  absent.  Hearts  weigh- 
ing 300  Gm.  and  less  have  been  encountered 
even  after  twenty  years  and  more  of  marked 
hypertension.  One  woman  with  hypertension 
of  225/140  showed  no  progression  in  the  increased 
cardiac  silhouette  by  x-ray  sixteen  years  later 
when  the  degree  of  blood  pressure  elevation  was 
unchanged.  Yet  others  exhibited  rapid  hyper- 
trophy over  a short  space  of  time  with  blood 
pressure  levels  in  the  150/90  to  160/100  range. 

Cardiac  hypertrophy  is  so  frequently  encoun- 
tered that  an  association  with  hypertensive  vas- 
cular disease  cannot  be  denied.  The  hyper- 
trophy, at  first  confined  primarily  to  "the  left 
ventricle,  consists  of  an  increase  in  size  as  well 
as  hyperplasia  of  muscle  cells  but  without  multi- 
plication of  capillaries  or  alterations  in  vascular 
tissue,  with  the  result  that  relative  ischemia  may 
ultimately  occur.  Although  experimental  studies 
in  animals  and  postmortem  studies  in  man  may 
not  be  true  reflections,  there  are  reports  which 
suggest  that  hypertrophy  is  accompanied  by 
increases  in  intra-  and  extracellular  water  and 
sodium  and  decreases  in  such  Intracellular  con- 
stituents as  potassium,  phosphorus,  creatine, 
and  phospholipins. 

The  work  of  the  hypertensive  heart  is  increased 
by  virtue  of  the  increased  resistance  unaccom- 
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panied  by  compensatory  changes  in  cardiac 
acceleration  or  output.  Of  necessity,  there 
being  no  commensurate  alteration  in  vascularity, 
the  hypertrophied  heart  is  laboring  under  an 
added  strain,  but,  contrary  to  popular  belief, 
there  are  numerous  reasons  why  one  may  doubt 
that  the  increased  size  of  the  heart  is  solely 
related  to  the  degree  of  hypertension  or  the  work 
of  the  heart. 

Although  the  role  of  dilatation  and  underlying 
myocardial  disease  cannot  always  be  clarified, 
the  following  observations  at  least  pose  a question 
as  to  the  cause  of  cardiac  hypertrophy.  The 
strenuous  and  prolonged  muscular  exercise  of 
athletes,  it  is  now  agreed,  may  cause  some  in- 
crease in  cardiac  size  but  not  invariably  greater 
than  the  development  of  other  musculature. 
Marked  hypertrophy  may  follow  relatively 
minor  valvular  lesions,  insufficient  to  add  much 
extra  burden  to  the  heart.  Experimentally, 
partial  constriction  of  the  aorta  may  produce 
hypertrophy  in  animals  in  a few  weeks,  even 
though  the  actual  work  of  the  heart  is  apparently  al- 
tered less  than  in  hypertensive  disease.  The  pro- 
duction of  hypertrophy  by  overdosage  with  desox- 
ycorticosterone  acetate  and  salt,  its  accentuation 
in  experimental  nephritic  animals  which  have  re- 
ceived desoxycorticosterone  and  sodium  chloride, 
and  its  rapid  appearance  in  acute  glomeruloneph- 
ritis with  or  without  hypertension  raise  doubts  as 
to  the  mechanism  of  its  production.5 

These  arguments  favor  the  view  that  cardiac 
hypertrophy  cannot  be  attributed  alone  to  the 
elevation  of  blood  pressure  or  to  the  work  of  the 
heart,  particularly  when  long-sustained  hyper- 
tension is  unassociated  with  cardiac  enlarge- 
ment on  occasion.  The  evidence  at  hand  points 
at  least  in  part  to  some  more  fundamental  cause. 

Arteriolosclerosis 

Other  than  at  autopsy,  arteriolosclerosis*  can 
be  demonstrated  only  through  involvement  of 
the  retinal  or  renal  areas.  In  the  group  of  250 
patients  studied,  some  degree  of  arteriolar  irregu- 
larity or  arteriovenous  compression  in  the  optic 
fundi  appeared  in  94  per  cent,  with  hemorrhage, 
* exudate,  or  papilledema  apparent  in  19  per  cent. 
Again  there  was  no  correlation  with  the  height 
of  the  blood  pressure,  and  in  some  instances 
hypertension  of  long  duration  failed  to  produce 
any  retinal  alteration.  Although  the  more 
extensive  vascular  changes  were  generally  as- 
sociated with  advanced  disease  and  a poor  prog- 
nosis, in  a few  subjects  even  severe  retinitis 
showed  conspicuous  regression  without  drop  in 
blood  pressure.  Some  cases  of  accelerated 
hypertension  with  severe  arteriolar  nephro- 
sclerosis were  comparatively  free  of  retinal 
arteriolosclerosis  so  that  it  was  found  wholly 


impractical  to  grade  the  hypertensive  state  on  the 
basis  of  the  eyegrounds. 

In  the  present  series,  about  one  third  of  the 
hypertensive  group  eventually  exhibited  some 
renal  abnormality  in  the  form  of  relative  polyuria, 
nocturia,  diminished  concentration  power,  and  al- 
buminuria, with  or  without  the  presence  of  urinary 
red  blood  cells.  Nitrogen  retention  developed  in 
5 per  cent.  The  absence  of  any  direct  relation- 
ship to  the  blood  pressure  level  was  again  a 
noticeable  feature.  Accelerated  hypertension 
developed  in  one  patient  whose  blood  pressure 
never  exceeded  180/100;  another  individual 
whose  tension  invariably  stayed  above  200/120 
for  more  than  twenty-five  years  was  free  of  renal 
symptoms  or  signs  of  impaired  function. 

Although  renal  involvement  is  usually  a bad 
omen,  several  notable  exceptions  have  been 
observed.  One  patient  had  persistent  albumi- 
nuria for  fifteen  years;  another  lived  seven  years 
after  nitrogen  retention  was  first  discovered,  and 
yet  another  case,  proved  at  autopsy  to  be  nephro- 
sclerosis, maintained  abnormally  high  non- 
protein nitrogen  values  in  the  blood  for  more  than 
ten  years  before  he  died. 

It  is  generally  agreed  that  hypertensive  vas- 
cular disease  is  more  than  casually  associated 
with  arteriolosclerotic  lesions  in  the  majority  of 
instances.  The  arterioles  involved  include  pri- 
marily the  kidneys,  pancreas,  periadrenal  tissues, 
and  liver,  whereas  other  areas,  e.g.,  the  spleen,  are 
often  spared  or  only  minimally  involved  or  are  seen 
so  commonly  in  normotensive  subjects  as  to  be 
interpreted  with  caution.  In  the  accelerated 
phase  of  the  disease,  necrosis,  advanced  hyaliniza- 
tion,  and  petechial  hemorrhage  may  be  added  to 
the  arteriolosclerotic  picture.  These  findings 
are  most  conspicuous  in  the  kidneys,  frequently 
in  the  choroid  and  retina,  and,  only  to  an  ir- 
regular and  lesser  extent,  in  other  tissues  and 
organs. 

Almost  all  investigators  agree  that  organic 
changes  in  the  renal  arterioles  occur  in  a high 
percentage  of  cases  but  that  a small  group  of 
hypertensive  subjects  exhibit  no  demonstrable 
abnormality.  It  is  also  established  that  even 
renal  arteriolosclerosis  may  occur  in  the  absence 
of  hypertensive  vascular  disease  or  hypertension. 

As  summarized  recently  by  Evelyn,  to  regard 
hypertension  as  the  sole  cause  of  arteriolosclerosis 
is  obviously  untenable,  inasmuch  as  arteriolo- 
sclerosis is  encountered  among  normotensives.6 
To  feel  that  arteriolosclerosis  is  a process  of 
aging  causing  hypertension  when  it  affects  the 
kidneys,  a view  expressed  by  Goldblatt  and 
others,  is  still  open  to  question,  because  even 
renal  arteriolosclerosis  may  occur  in  the  absence 
of  hypertension.7  Evelyn  does  admit  that 
“since  there  is  no  reliable  method  of  calculating 
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the  degree  of  impairment  of  renal  circulation 
which  corresponds  to  any  observed  degree  of 
renal  arteriolosclerosis, ....  acceptance  or  rejec- 
tion ....  depends  on  differences  in  the  inter- 
pretation of  the  functional  significance  of  the 
observed  pathologic  changes ” 

The  available  data  leads  us  to  a third  and  more 
likely  point  of  view,  that  propounded  by  Kim- 
melstiel  and  by  Bell.8'9  Again,  in  Evelyn’s 
words,  “hypertension  and  arteriolosclerosis  are 
independent  processes  which  often  undergo 
parallel  development,  and  are  capable  of  inten- 
sifying one  another  in  the  later  stages  of  their 
evolution.” 

Arteriosclerosis 

In  this  series  of  250  patients,  18  per  cent  com- 
plained of  cardiac  pain  at  some  time  during  their 
observed  course;  myocardial  infarction  occurred 
in  9 pei1  cent,  and  electrocardiographic  changes 
indicative  of  myocardial  damage  developed  in 
38  per  cent.  Cerebral  vascular  accidents  oc- 
curred in  12  per  cent  of  this  group  and  were 
frequently  unrelated  to  stress  or  exertion.  Some 
long-sustained  hypertensives  lacked  any  evidence 
of  large  artery  disease  at  autopsy.  It  should 
once  again  be  emphasized  that  no  consistent 
relationship  of  any  of  these  complications  to 
blood  pressure  levels  or  duration  of  the  disease 
could  be  established. 

In  any  survey  of  the  pathologic  picture  of  a 
chronic  or  protracted  disorder,  it  may  be  observed 
that  changes  are  often  attributed  to  the  basic 
disease  wheq  in  reality  they  may  merely  rep- 
resent concurrent  events  that  have  no  de- 
pendent relationship.  It  is  still  debated  as  to 
whether  arteriosclerotic  changes  are  only  associ- 
ated lesions  such  as  are  frequently  found  in  com- 
parable age  groups  or  whether  they  result  from 
some  unfavorable  influence  exerted  by  the  dis- 
order on  the  arteriosclerotic  process. 

The  frequency  of  coronary  artery  disease, 
cerebral  vascular  accidents,  and  peripheral 
vascular  changes  among  hypertensives  is  ad- 
vanced as  an  argument  that  degenerative  altera- 
tions in  arteries  are  related  to  abnormal  elevations 
of  blood  pressure.  Others  feel  that  a certain 
degree  of  pathologic  change  would  give  rise  to 
more  serious  complications  in  subjects  with  an 
elevated  blood  pressure. 

The  balance  of  opinion  favors  the  thesis  that 
hypertensive  vascular  disease  augments  the 
production  of  arteriosclerosis.  Experiments  have 
been  conducted  to  show  that  normal  arterial 
walls  can  withstand  pressures  twice  as  great  as 
those  ever  found  in  hypertension.  Experimental 
increases  in  hydrostatic  pressure  have  produced 
more  marked  atheromatous  changes  in  rabbits 
than  could  be  induced  by  high  cholesterol  diets 


alone.  This  argument  is  further  borne  out  by 
the  majority  of  careful  analyses  of  autopsy 
material,  such  as  those  of  Wilens.10  Although 
age  and  nutritional  state  were  independently 
related  to  atherosclerosis,  this  author  found 
that  the  incidence  of  severe  atherosclerosis  was 
considerably  higher  in  all  hypertensive  groups 
as  compared  with  the  corresponding  ones  without 
hypertension. 

Discussion 

It  is  apparent  to  all  that  death  in  hypertensive 
vascular  disease  is  due  chiefly  to  cardiac  hyper- 
trophy, arteriosclerotic  complications,  and,  on 
infrequent  occasions,  to  arteriolar  nephrosclerosis. 
Death  is  obviously  not  the  result  of  an  elevated 
blood  pressure  alone.  For  this  reason  the 
question  as  to  whether  hypertension  leads  di- 
rectly to  these  complications  or  exists  as  an  in- 
cidental manifestation  is  an  important  one.  If 
an*  elevated  blood  pressure  is  responsible  for 
ultimately  fatal  sequelae,  then  measures  aimed 
at  lowering  the  arterial  tension  have  a thera- 
peutic place.  If  hypertension  is  but  one  mani- 
festation of  a diffuse  and  variable  disorder,  then 
attention  should  be  focused  elsewhere. 

The  evidence  summarized  in  this  review  points 
strongly  toward  a group  of  independent  processes 
related  to  or  augmented  by  hypertensive  vas- 
cular disease,  not  necessarily  related  to  each 
other,  and  so  variable  in  the  degree  and  rate  of 
their  appearance  that  a direct  correlation  with  the 
level  of  the  blood  pressure  is  conspicuously  absent. 
Rather  than  look  upon  the  blood  pressure  as  re- 
sponsible for  other  complications,  it  would  be  pref- 
erable to  regard  it  as  one  of  a group  of  effects,  all 
stemming  from  the  same  underlying  disorder.  It 
follows,  therefore,  that  an  evaluation  of  therapeutic 
procedures  which  lower  the  blood  pressure  should 
take  into  consideration  the  mechanisms  whereby 
this  effect  is  achieved  and  that  treatment,  to  be  suc- 
cessful, must  do  more  than  reduce  the  height 
of  the  blood  presssure.  Indeed,  one  may 
question  the  practical  benefit  of  lowering  the 
arterial  tension  unless  the  progress  of  vascular 
pathology  is  modified  at  the  same  time. 

It  must  be  kept  in  mind,  however,  that  this 
hypothesis  is  based  on  inconclusive  information 
in  several  respects.  No  data  are  available  on  the 
relation  of  basal  blood  pressure  levels  or  on  the 
unrecognized  peaks  of  tension  following  stress. 
There  is  still  no  convincing  evidence  to  exclude 
the  possibility  that  prolonged  drops  in  blood 
pressure  may  alter  the  progress  of  the  other 
aspects  of  the  disease. 

One  thing  is  clear  from  the  available  information. 
Too  much  emphasis  has  been  placed  on  the  height 
of  the  blood  pressure  in  • its  relationship 
to  the  complications  of  hypertensive  vascular 
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disease.  Too  often  patients  are  warned  that, 
because  their  arterial  tension  is  markedly  ele- 
vated, they  are  subject  to  grave  danger  unless 
immediate  measures  are  taken.  Of  100  patients 
questioned  with  reference  to  their  first  knowledge 
of  hypertension,  08  were  acutely  frightened  by 
the  information  they  received  or  the  manner  in 
which  it  was  imparted  to  them.  The  data  at 
hand  do  not  justify  such  an  attitude,  nor  should 
the  physician,  regardless  of  the  evidence,  lie 
guilty  of  adding  to  fear  and  apprehension  in  a 
variable  chronic  disease  which  frequently  is 
compatible  with  decades  of  normal  living. 

Conclusions 

1.  Evidence  is  reviewed,  supported  by  clinical 
data,  indicating  that  an  elevated  blood  pressure 
is  but  a manifestation  of  hypertensive  vascular 
disease. 

2.  Autonomic  hyperreactivity,  cardiac  hyper- 
trophy, arteriolo-  and  arteriosclerosis  are  fre- 
quently but  not  invariably  part  of  the  hyper- 
tensive picture. 


3.  The  lack  of  any  consistent  relationship  of 
these  complications  to  each  other  or  to  the  degree 
of  hypertension  suggests  that  they  are  produced 
or  are  augmented  by  separate  mechanisms 
independent  from  those  which  elevate  the  blood 
pressure. 

4.  Evaluation  of  therapy  must  consider 
modification  of  these  mechanisms  rather  than 
emphasis  on  blood  pressure  levels. 
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PREPARE  GLOSSARY  OF  TERMS  USED  IN  ATOMIC  ENERGY 


To  better  inform  the  physician,  the  Council  on 
Physical  Medicine  of  the  American  Medical  As- 
sociation has  prepared  a glossary  of  terms  used  in 
atomic  energy  and  nuclear  physics. 

The  introduction  to  the  pamphlet  says  that 
. “nuclear  physics  as  it  develops  will  have  important 
consequences  to  the  practicing  physician.  New 
t ypes  of  injury  may  require  treatment;  new  hazards 


will  require  prevention,  and  new  methods  of  treat- 
ment, diagnosis,  and  research  will  be  introduced. 
In  attempting  to  inform  himself  about  recent  dis- 
coveries the  physician  is  constantly  baffled  by  the 
new  vocabulary  which  contains  some  words  too  re- 
cent or  too  technical  to  be  found  in  older  or  less 
specialized  dictionaries.  The  preseifl  glossary  is 
intended  to  be  helpful  in  this  respect.” 


VICTORY  FOR  BIOTICS  OVER.  DISEASE  IS 
Future  developments  in  the  new  science  of  anti- 
biotic therapy  may  make  it  possible  before  long  to 
combat,  if  not  to  eliminate,  all  plant,  animal,  and 
human  disease.  Dr.  Selman  A.  Waksman  told  the 
National  Tuberculosis  Association  meeting  at  the 
Pennsylvania  Hotel  recently. 

Dr.  Waksman  is  a professor  at  Rutgers  University 
and  the  New  Jersey  Agricultural  Experiment  Sta- 
tion in  New  Brunswick. 

After  surveying  the  field  of  antibiotics,  Dr. 
Waksman  said:  “One  is  inclined  to  become  opti- 
mistic and  assert  that,  before  long  all  human  and 
animal  diseases,  and  possibly  also  plant  diseases, 
will  be  combat  ed  if  not  completely  eliminated.” 

This,  he  cautioned,  was  an  optimistic  point  of 
view,  but  an  impartial  examination  of  recent  de- 
velopments in  isolating  soil-growing  micro-organisms 
and  applying  them  to  disease  in  man  “have  fully 
served  1 o justify  the  optimistic  out  look.” 

Dr.  Waksman  pointed  out  that  a mere  fraction  of 
the  micro-organisms  had  been  examined.  They 


SEEN 

grow  in  soil  of  varying  types  throughout  the  world 
in  pools  of  water,  on  food  products,  and  in  a number 
of  other  substrates. 

Only  two  of  the  antibiotics  isolated  so  far  have 
become  true  chemotherapeutic  agents  (strepto- 
mycin and  penicillin),  Dr.  Waksman  said,  but  the 
recent  discovery  of  Chloromycetin,  aerosporin,  and 
polymixin,  in  addition  to  subtilin,  nisin,  and  others, 
gives  promise  for  the  fut  ure. 

Each  of  the  antibiotic  agents  apparently  is  ef- 
fective against  specific  disease  germs,  he  added,  and 
germs  not  affected  bv  presently  known  substances 
may  be  combated  by  micro-organisms  to  be  dis- 
covered. 

Some  disease  germs  become  resistant  to  antibiotic 
agents  in  the  course  of  treatment  , and  Dr.  Waksman 
said  medical  science  needed  to  develop  more  potent 
agents  or  combinations  of  antibiotics  that  will  not 
permit  resistance  to  develop. 

“The  prospects  for  antibiotics  are  promising; 
the  future  is  bright  indeed,”  he  said. 
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IN  THE  absence  of  any  specific  treatment  for 
patients  with  acute  anterior  poliomyelitis, 
the  salvaging  of  all  undamaged  or  recoverable 
neuromuscular  units  is  the  major  aim  of  treat- 
ment in  the  convalescent  patient.  The  thera- 
peutic procedures  utilized  for  this  purpose  are 
primarily  in  the  field  of  physical  medicine.  Ap- 
plication of  heat  in  various  forms  and  particularly 
therapeutic  exercises  have  been  generally  ac- 
cepted as  established  methods  of  treatment. 
The  basis  for  the  use  of  these  physical  methods, 
however,  has  largely  rested  upon  clinical  ob- 
servations. Heat  has  been  found  effective  in 
relieving  pain  in  extremities,  together  with  rest, 
either  with  or  without  the  use  of  mechanical 
aids  for  immobilization.  The  tendency  to 
muscular  shortening  has  been  dealt  with  usually 
by  splints  or  braces  in  the  early  stages  and  later 
by  passive  stretching.  Strengthening  of  weak 
muscles  is  obtained  by  prescribing  graded  resis- 
tance during  active  muscular  contractions. 
This  in  brief  is  the  rationale  for  the  use  of  these 
well-known  physical  procedures. 

In  recent  years  the  lay  public,  patients,  phy- 
sicians, and  all  those  treating  poliomyelitis 
patients  have  been  made  aware  of  the  possibilities 
of  different  and  more  effective  methods  of  treat- 
ment or  even  cures.  This  has  focused  the  at- 
tention of  scientific  investigation  on  the  problems 
of  understanding  the  fundamental  mechanisms 
of  dysfunction  of  muscles  in  this  disease.  Con- 
siderable research  on  this  problem  has  been  done 
in  many  different  medical  centers  which  has  been 
made  possible  largely  through  the  aid  of  the 
National  Foundation  for  Infantile  Paralysis 
and  similar  agencies.  I would  like  to  review  for 
you  the  results  of  some  of  these  studies  which 
relate  to  physical  therapeutics.  Although  they 
are  of  primary  interest  to  the  field  of  physical 
medicine,  where  the  knowledge  is  put  to  practice, 
the  research  is  a cooperative  effort  of  a team  of 
specialists  interested  in  the  poliomyelitis  patient, 
including  the  pediatrician,  neurologist,  ortho- 
pedist, and  physiatrist,  together  with  those 
primarily  concerned  with  the  basic  sciences  such 
as  physiology  and  pathology. 

Research 

Electromyography. — One  of  the  controversial 
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and  still  unsolved  problems  of  infantile  paralysis 
is  an  explanation  of  the  common  finding  in  mus- 
cles of  hyperirritability,  pain,  and  tendency  to 
contracture,  frequently  described  merely  as 
muscle  “spasm.”  Seeking  objective  methods  of 
observation,  electromyography  has  been  utilized 
in  many  different  centers  in  this  country  anti 
abroad,  and  results  have  been  obtained  which  are 
quite  comparable.1-11  It  has  been  possible  to 
record  an  abnormal  amount  of  electrical  activity 
from  muscles  apparently  at  rest  and  in  a position 
of  maximum  relaxation  during  the  early  acute 
stages  of  the  disease.  The  amount  and  dis- 
tribution of  this  electrical  activity  seemingly 
bears  no  constant  relationship  to  the  presence 
or  absence  or  degree  of  muscular  weakness  at 
the  time  of  the  observation.  A still  more  striking 
finding  during  the  acute  stage  of  poliomyelitis 
is  the  hyperirritability  of  muscles  upon  stretching. 
It  is  possible  by  only  moderate  passive  stretching 
to  obtain  abnormally  high  voltage  electrical 
discharges  in  muscles  of  varying  degrees  of  volun- 
tary motor  power  from  nearly  normal  to  marked  ' 
paresis.  Completely  paralyzed  muscles,  how- 
ever, or  at  least  ones  which  eventually  are  found 
to  be  paretic  are  usually  electrically  silent. 

A different  type  of  electrical  record  is  obtained 
in  the  later  stages  of  the  disease.  In  weak  mus- 
cles, most  commonly  those  with  only  20  to  60 
per  cent  of  normal  power,  a characteristic  finding 
is  that  of  discrete  high  voltage  diphasic  spikes 
discharged  from  resting  muscles  and  similar  in 
appearance  to  electromyograms  obtained  from 
muscles  whose  peripheral  nerves  are  regenerating 
with  only  partial  reinnervation  present.  This 
type  of  electromyogram  may  be  observed  many 
years  after  the  onset  of  the  disease  in  patients 
with  only  partial  return  of  power.  In  cases 
with  good  recovery,  this  type  of  irritability 
disappears,  and  only  normal  voluntary  action 
potentials  are  recorded. 

A further  type  of  electrical  abnormality  is 
that  of  minute  discharges  of  very  short  duration, 
characteristic  of  the  fibrillation  of  denervated 
muscles  as  occurs  after  section  of  a peripheral 
motor  nerve.  Such  irritability  cannot  be  as- 
certained clinically  as  there  is  no  visible  mus- 
cular contraction,  but  its  presence  is  of  some  prog- 
nostic value  as  will  be  discussed  later.11 

When  one  attempts  to  correlate  electromyo- 
graphic records  with  the  clinical  findings,  we 
can  make  only  hypothetical  conclusions,  since' 
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there  is  still  not  enough  information  available 
concerning  the  pathologic  changes  during  the 
recovery  stage  of  the  disease.  Electromyograms 
in  the  acute  stages,  particularly  from  muscles 
with  only  minimal  or  moderate  paralysis  which 
show  signs  of  sensitivity  clinically,  present  a 
record  of  fairly  continuous  high  frequency,  high 
potential  discharges  which  have  the  same  appear- 
ance as  those  obtained  from  muscles  splinting 
an  injured  bone  after  a fracture.  We  are  not 
certain  of  the  origin  of  this  involuntary  muscular 
activity,  but  one  possible  explanation  is  disease 
in  the  sensory  reflex  arc,  particularly  of  the  dorsal 
root  ganglion,  which  might  initiate  reflex  con- 
traction of  motor  units  which  are  only  slightly 
involved.  The  irritability  to  passive  stretching 
might  be  explained  on  the  same  basis  or,  perhaps 
more  likely,  on  the  basis  of  lesions  of  the  motor 
side  of  the  reflex  with  partial  involvement  of 
anterior  horn  and/or  internuncial  cells  in  the 
motor  pool  with  loss  of  some  normal  inhibitory 
activity.12-13  The  action  potentials  seen  during 
the  later  stages  of  recovery  are  similar  to  those 
from  muscles  seen  during  regeneration  of  pe- 
ripheral nerves  and  may  indicate  some  actual 
axonal  regeneration,  or  they  may  simply  repre- 
sent discharges  from  muscles  containing  only  a 
very  few  functioning  motor  units.  We  are  more 
certain  about  the  origin  of  the  low  voltage,  short 
duration  discharges,  as  they  resemble  so  closely 
the  fibrillation  of  denervated  muscle.  They 
probably  illustrate  the  innate  irritability  of 
muscles  deprived  of  nerve  supply  and  consequent 
hypersensitivity  according  to  the  law  of  denerva- 
tion of  Cannon.14 

Another  controversial  point  in  the  clinical 
picture  of  poliomyelitis  is  concerned  with  the 
loss  of  well-coordinated  control  of  muscles.  It 
is  well  known  that  substitution  of  muscle  groups, 
not  ordinarily  concerned  with  the  motion  tested, 
may  occur  when  weak  muscles  or  even  strong 
ones  contract  during  attempts  to  exert  maximum 
effort.  It  is  also  known  that  in  the  presence  of 
pain,  muscles  with  antagonistic  action  are  fre- 
quently brought  into  action,  apparently  as  a 
splinting  mechanism.  Electromyography  has 
revealed  that  the  cocontraction  of  agonist  and 
antagonist  in  patients  with  partially  paralyzed 
muscles  in  poliomyelitis  is  a common  occurrence.2 
It  has  also  been  shown  by  electromyography 
that  this  may  disappear  with  improvement  in 
muscle  strength  and  muscle  re-education,  thus 
providing  an  objective  rationale  for  such  treat- 
ment.10 

Electromyography  has  been  of  prognostic  use 
in  establishing  the  degree  of  likely  recovery  in  any 
particular  muscle  group.11  In  general,  muscles 
with  a high  degree  of  electrical  activity,  partic- 
ularly high  potential  spontaneous  discharges 


at  rest,  are  most  likely  to  impr.ove  in  strength. 
On  the  other  hand,  complete  electrical  silence 
or  the  presence  of  denervation  fibrillation  is  a 
poor  prognostic  sign.11 

Electrical  Excitability.— Another  method  of 
studying  the  functional  capacity  of  muscles  is 
by  measuring  their  irritability  to  measured 
amounts  of  electrical  stimulation.  This  is  of 
particular  importance  where  one  wishes  to  estab- 
lish that  the  lack  of  motion  is  due  to  disease  of 
anterior  horn  cells  rather  than  only  apparent 
paralysis  as  has  been  suggested  and  described 
under  the  term  of  “alienation.”  Electrical 
stimulation  has  an  accepted  role  in  distinguishing 
hysterical  paralyses  from  organic  ones,  and  hys- 
terical reactions,  as  might  be  expected,  are 
occasionally  observed  in  patients  with  polio- 
myelitis as  with  the  other  types  of  infection. 
As  a rule,  however,  changes  in  the  chronaxie  or 
the  strength-duration  curve  give  us  objective 
evidence  of  damage  to  the  lower  motor  neuron 
and  are,  accordingly,  useful  adjuncts  in  evalua- 
tion of  the  degree  of  involvement,  in  following 
recovery,  and  in  prognosis.  The  technics  of 
electrical  stimulation  and  electromyographic 
recording  have  been  combined  to  study  con- 
duction velocity  of  nerves  and  transmission  of 
impulses  across  the  neuromyojunction.15  This 
represents  another  important  method  of  quanti- 
tative evaluation  of  neuromuscular  function  still 
only  partially  explored. 

Treatment 

Heat. — These  methods  of  investigating  neuro- 
physiologic processes  in  patients  with  polio- 
myelitis may  be  carried  into  the  clinic  and  utilized 
to  evaluate  physical  therapeutic  procedures. 
We  know  that  muscles  are  hyperirritable  and 
that  pain  is  present,  and  so  we  have  some  basis 
for  the  use  of  heat.  We  know  that  heat  will 
increase  the  pain  threshold  and  have  some  slight 
effect  on  muscle  irritability  as  measured  electro- 
myographically.16'17  Heating  does  not  always, 
however,  have  beneficial  effects  on  muscular 
strength  and,  when  applied  to  an  extreme  degree, 
may  be  deleterious,  particularly  to  the  epiphyses 
of  growing  bone.18’19  There  appears  to  be  no 
marked  superiority  in  the  application  of  heat  in 
one  form  as  compared  with  another  in  relieving 
muscle  pain  or  spasm. 

The  effect  of  drugs  on  muscular  function  may 
also  be  measured  electromyographically,  but 
I will  omit  a discussion  of  this  subject  as  it  is 
not,  strictly  speaking,  physical  medicine.17 

M uscle  Testing. — The  accurate  measurement  of 
muscle  strength  in  patients  with  poliomyelitis 
is  of  primary  importance.  Muscle  testing  is  used 
to  assist  in  diagnosis;  as  a record  of  the  status 
of  function  and  progress;  in  prognosis;  in 
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accurate  prescription  of  muscle  re-education; 
and  also  as  a basis  for  reconstructive  surgery.20 
The  manual  tests  originally  devised  by  Lovett, 
when  standardized,  have  a surprising  degree  of 
accuracy  and  repeatability  when  done  by  ex- 
perienced technicians.21  However,  newer  meth- 
ods involving  electronic  measuring  devices 
have  been  devised  which  may  prove  to  be  supe- 
rior and  enable  us  to  pick  up  finer  degrees  of 
weakness  and  to  study  better  the  recovery 
process  and  effective  therapy.22 

Exercise:  Muscle  Re-education.— The  decision 
as  to  which  muscles  to  exercise,  the  position  dur- 
ing exercise,  and  the  degree  of  resistance  is  based 
on  the  knowledge  obtained  from  our  muscle 
strength  tests.  The  general  principles  governing 
technic  of  muscle  re-education  are  fairly  well 
standardized  in  hospitals  and  centers  treating 
poliomyelitis  patients  and  in  schools  training 
physical  therapists.  Variations  occur  as  to  the 
amount  of  passive  stretching  permitted  in  the 
early  cases  and  also  as  to  the  time  when  ambula- 
tion is  permitted.  In  any  event,  good  muscle 
re-education  is  based  on  sound  knowledge  of 
muscular  anatomy  and  function,  and  skill  is 
developed  only  with  experience  in  handling  many 
patients  with  varying  degrees  of  involvement. 

Development  by  the  patient  of  “muscle  sense” 
as  well  as  strength  is  part  of  the  aim  of  therapy. 
Usually,  in  the  early  stages,  heavy  loading  of 
muscles  is  omitted,  as  this  tends  to  favor  sub- 
stitution and  mass  contraction  of  muscles.  At 
this  stage  the  emphasis  is  on  maintaining  normal 
motor  patterns  by  passive  and  active  assisted 
exercises  even  though  muscles  are  severely  weak- 
ened. The  goal  is  that  of  maximum  coordination, 
and  any  activity  which  maintains  coordination 
and  adequate  kinetics  of  the  motions  involved  is 
permissible.  Patients  must  always  be  carefully 
followed  to  detect  and  prevent  habits  of  faulty 
bodily  mechanics  which  may  lead  to  deformities 
such  as  hyperextension  of  the  knee  and  twisting 
of  the  trunk.  It  is  essential  that  patients  be 
followed  by  those  trained  in  observation  of  artic- 
ular mechanics  so  that  necessary  support  or 
prescription  of  activity  can  be  provided  to  pace 
the  therapeutic  program  to  the  needs  of  the 
patient.  I would  like  to  reiterate  for  sake  of 
emphasis  that  there  is  no  substitute  for  accurate 
evaluation  of  musculoskeletal  mechanics  in  the 
over-all  therapeutic  program  consisting  of  phys- 
ical medicine,  protective  braces,  and  finally 
corrective  surgery,  if  necessary,  for  patients  with 
residual  paralysis. 

It  is  extremely  difficult  to  evaluate  the  effec- 
tiveness of  any  new  type  of  therapy  or  modi- 
fication of  physical  treatment  in  this  disease 
because  of  the  natural  tendency  to  spontaneous 
recovery  with  only  the  minimum  of  supportive 


therapy.  For  example,  it  has  been  shown 
that  all  but  the  completely  or  nearly  paralyzed 
muscles  will  usually  show  a remarkable  degree 
of  return  of  power  with  nothing  more  than  ade- 
quate rest,  support,  and  graded  activity.  Un- 
doubtedly, many  more  patients  have  complete 
recovery  or  no  significant  residual  weakness 
with  no  treatment  other  than  a few  days  of  bed 
rest.  With  this  knowledge  in  mind  one  would, 
therefore,  hesitate  to  recommend  very  radical 
or  energetic  physical  treatment  of  a nonspecific 
nature  during  the  acute  stage  of  the  disease. 
Our  knowledge  of  the  presence  of  abnormalities 
in  the  cerebral  spinal  fluid  persisting  for  weeks 
or  months  after  the  onset  of  the  infection  gives 
further  support  to  a therapeutic  program  which 
allows  for  a maximum  conservation  of  energies 
to  aid  in  establishing  immunity  and  reparative 
tissue  reactions. 

It  seems  probable  that  many  patients  do  not 
receive  the  optimum  physical  treatment  re- 
sulting in  completely  efficient  use  of  the  residual 
neuromuscular  units.  With  this  thought  in 
mind,  groups  of  patients  have  been  studied  in 
late  convalescence,  or  even  those  who  have 
residual  weaknesses  of  many  years  duration,  to 
determine  whether  special  exercise  technics  might 
be  of  value  in  improving  function.  DeLorme 
has  shown  that  weak  atrophic  muscles,  following 
immobilization  necessitated  by  trauma  or  sur- 
gery, can  be  quickly  brought  back  to  normal 
strength  by  systematic  exercises  employing  the 
principle  of  progressive  resistance.23  Exercises 
of  this  type  make  use  of  maximum  loads  on  the 
muscle  with  few  repetitions  of  the  individual 
exercises  and  have  been  used  successfully  by 
weight-lifters  to  develop  muscles  to  a remarkable 
degree.  This  method  of  muscular  strengthening 
has  been  studied  by  us  in  a group  of  patients 
with  residual  parajysis  from  poliomyelitis,  and 
gratifying  improvement  has  been  noted.  In 
order  to  grade  the  exercises  systematically, 
special  apparatus  has  been  developed,  allowing 
accurate  knowledge  of  muscle  loads.23  The 
muscle  selected  for  exercise  ordinarily  must  have 
sufficient  power  to  move  the  affected  joint 
through  a nearly  normal  range  of  motion.  If 
strength  is  insufficient  to  allow  movement 
against  the  forces  of  gravity,  counterbalance 
may  be  employed  without  diverting  from  the 
principle  of  developing  muscle  power  based  on 
the  premise  of  relatively  few  repetitions  of  exercise 
at  maximum  muscle  load  or  resistance.  In 
poliomyelitis  patients,  the  actual  load  of  the 
muscle  may  be  less  than  that  of  the  weight  of 
extremity  when  counterbalancing  is  employed, 
but  still  the  exercise  is  a near  maximum  exertion 
comparable  to  that  of  weight-lifters  with  normal 
muscles  and  extremely  heavy  loads.  Studies  of 
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improvement  in  muscle  strength  in  a series  of 
such  late  cases  of  poliomyelitis  have  revealed 
that  muscle  strength  can  be  improved  to  a signifi- 
cant degree  by  this  method  of  exercising,  as 
judged  by  ability  to  walk  greater-  distances 
without  fatigue  and  use  less  apparatus  for  sup- 
port. Even  though  manual  testing  showed 
little  change,  the  use  of  this  type  of  exercise  has 
apparently  a definite  place  in  the  therapeutic 
program  aimed  at  developing  maximum  muscular 
efficiency. 

Other  contributions  in  the  field  of  physical 
medicine  are  those  aimed  at  rehabilitation  in  an 
over-all  sense,  including  problems  of  mental  and 
social  adjustment  to  handicaps  when  present. 
The  morale  of  patients  with  poliomyelitis  is 
notably  excellent  in  most  cases.  This  is  probably 
not  a matter  of  chance  alone  nor  simply  due  to 
the  fact  that  the  majority  of  the  patients  are 
children  with  remarkable  powers  of  adjustment. 
Much  credit  is  due  to  those  treating  the  patients 
by  endowing  a spirit  of  optimism  and  encourage- 
ment. Constant  vigilance  and  skillful  guidance 
in  the  therapeutic  program  is  essential,  however, 
to  prevent  progressive  deformities  which  other- 
wise would  obliterate  any  rehabilitation  program 
based  on  social  needs  alone.  Further  advances 
can  be  expected  when  our  knowledge  of  the 
fundamental  nature  of  the  pathogenesis  of  neuro- 
muscular dysfunction  is  increased  or  when  a 
specific  cure  is  discovered. 

Summary 

The  major  aim  of  treatment  of  the  convalescent 
patient  is  the  salvaging  of  all  available  neuro- 
muscular units.  The  measures  utilized  are  in 


the  field  of  physical  medicine.  Recent  research, 
particularly  electromyographic  studies  and  other 
quantitative  electrical  measurements  of  muscle 
function,  have  provided  a scientific  basis  for 
the  use  of  heat  and  therapeutic  exercise.  New 
technics  for  improving  muscle  strength,  even 
in  late  cases,  have  been  developed  by  means  of 
progressive  resistance  exercises. 
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POLIO  FIGHTERS  ARE  MOBILIZED  FOR  OUTBREAK 


Polio  fighters  all  over  the  country  are  mobilized 
in  preparation  for  the  usual  summer  outbreak  of 
this  crippling  childhood  disease. 

In  a series  of  300  “grass  roots”  • conferences, 
public  health  and  hospital  officials  and  other  pro- 
fessional personnel  from  each  community  will  be 
brought  up  to  date  on  latest  methods  for  fighting 
the  disease.  From  two  to  a dozen  conferences  will 
be  held  in  each  state.  The  conferences  are  spon- 
sored by  the  National  Foundation  'for  Infantile 
Paralysis. 

It  is  too  early  to  say  yet  whether  there  will  be  a 
big  epidemic  of  the  disease  this  summer.  And  there 
is  no  specific  cure  for  it,  nor  any  way  of  preventing 
polio  epidemics,  Basil  O’Connor,  president  of  the 
National  Foundation  for  Infantile  Paralysis,  pointed 


out.  But,  he  said,  “we  have  learned  that  early 
diagnosis  and  prompt  modern  hospitalization  can  do 
much  to  halt  the  ravages  of  this  crippling  disease.” 

The  preparedness  meetings  are  being  planned  so 
that  hospital  beds,  special  equipment,  and  trained 
personnel  will  be  available  for  emergencies  and  so 
that  health  and  medical  authorities  will  know  where 
to  get  nurses  and  physical  therapists  and  about  the 
National  Foundation’s  epidemic  aid  teams  and 
emergency  equipment  pools. 

For  the  first  time,  Mr.  O’Connor  said,  pools  of 
equipment  such  as  respirators  (iron  lungs)  and  hot 
pack  machines  will  be  strategically  located  at  San 
Antonio,  Texas;  Atlanta,  Georgia;  Boston;  Colum- 
bus, Ohio;  and  Denver. — Science  News  Letter, 
June  12, 19^8 


THE  SURGICAL  TREATMENT  OF  ADVANCED  CARCINOMA  OF  THE 
CERVIX 

Alexander  Brunschwig,  M.D.,  New  York  City 

{From  the  M emorial  Hospital  Center  for  Cancer  and  Allied.  Diseases ) 


THE  treatment  of  carcinoma  of  the  uterus 
varies,  depending  upon  the  site  of  the  pri- 
mary lesion.  In  general,  the  treatment  at  present 
for  carcinoma  of  the  cervix  is  irradiation.  While 
this  form  of  therapy  has  made  great  progress 
in  the  past  and  is  capable  of  effecting  cures,  the 
fact  remains  that  the  majority  of  women  who 
develop  carcinoma  of  the  cervix  die  of  complica- 
tions resulting  from  failure  of  its  control.  Once 
irradiation  has  been  carried  out  and  the  neo- 
plasm persists  or  recurs,  further  irradiation 
will  rarely  be  successful  in  controlling  the  growth. 
Yet  repeated  attempts  to  do  this  are  the  usual 
course  of  events,  and,  not  infrequently,  repeated 
irradiations  entail  disturbances  which  are  as 
distressing  to  the  patient  as  the  disease.  It 
would  appear  that  little  consideration  has  been 
given  to  the  possibilities  of  radical  surgery  under 
these  circumstances.  The  prejudice  against 
surgery  in  the  treatment  of  cervical  cancer  would 
seem  to  be  very  strong.  Undoubtedly,  this  is 
due  to  the  emphasis  that  was  placed  on  the  high 
mortality  (15  to  20  per  cent)  that  accompanied 
the  surgical  attack  upon  cervical  cancer  in  the 
early  decades  of  this  century.  In  the  past  two 
decades  much  progress  has  been  made  in  the 
supportive  treatment  of  the  surgical  patient. 
Thus,  major  procedures  in  the  abdomen  entail 
much  less  risk  than  in  the  era  when  the  classical 
series  of  radical  hysterectomies  by  Wertheim 
and  Bonney  were  developed. 

In  the  course  of  an  investigation  of  the  possi- 
bilities of  modern  surgical  treatment  for  car- 
cinoma of  the  cervix,  it  was  felt  that  the  selection 
of  patients  for  operation  should  be  minimal, 
consistent  with  good  surgical  judgment.  A 
number  of  patients  were  received  who  had  had 
irradiation  therapy  anti  in  whom  there  was 
persistent  or  recurrent  disease,  still  localized  to 
the  pelvis  and  without  evidence  of  distant  spread. 
The  surgical  problems  varied  with  the  extent  of 
local  disease  and  for  purposes  of  discussion  they 
will  be  classified  as  follows:  ’ 

1.  When  the  recurrent  or  persistent  neoplasm 
is  confined  to  the  cervix  and/or  the  tissues  in  the 
immediate  vicinity,  there  would  appear  to  be 
no  contraindication  to  the  performance  of  a 
radical  supravaginal  hysterectomy  with  pelvic 
lymph  node  dissection. 
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2.  When  the  recurrent  or  persistent  neo- 
plasm has  extended  to  one  or  both  lateral  pelvic 
walls  and  affords  the  impression  of  a “frozen 
pelvis”  on  bimanual  examination,  it  has  been  my 
experience  that  the  impressions  from  “within  and 
above”  the  pelvis  as  obtains  through  a laparo- 
tomy incision  are  very  frequently  different  from 
those  which  obtain  from  bimanual  vaginorectal 
pelvic  examination  and  that  a “frozen  pelvis” 
found  upon  the  latter  examination  does  not  prove 
to  be  “frozen”  when  dissection  is  carried  out 
from  above  and  within  the  pelvis.  A plane  of 
separation  can  usually  be  developed,  and  the 
neoplasm  and  its  extensions  circumvented. 

3.  When  the  above  conditions  obtain  and  at 
laparotomy  it  is  found  that  one  ureter  is  involved, 
the  radical  panhysterectomy  with  node  dissection 
is  carried  out,  and,  in  addition,  the  involved 
portion  of  ureter  is  resected.  The  upper  ureter 
is  implanted  into  the  sigmoid  colon. 

4.  When  bladder  is  invaded,  a radical  pan- 
hysterectomy with  lymph  node  resection  and 
total  cystectomy  is  performed.  The  entire 
procedure  may  be  carried  out  in  one  operation. 
During  the  course  of  the  operation,  the  ureters 
are  transected  and  implanted  into  the  pelvic 
colon.  The  uterus,  adnexae,  pelvic  nodes',  and 
areolar  tissue  and  urinary  bladder  having  been 
freed  except  for  their  attachments  to  the  pelvic 
floor,  the  abdominal  incision  is  closed,  the  patient 
put  in  the  lithotomy  position,  elliptic  incisions 
made  to  encompass  the  introitus,  and  the  struc- 
tures referred  to  previously  are  removed  from 
below.  The  perineal  wound  is  closed  tightly 
except  for  a hard  rubber  drain. 

5.  When  recurrent  neoplasms  involve  both 
bladder  and  rectum,  it  is  necessary  in  these 
desperate  situations  to  remove  the  pelvic  colon, 
uterus,  vagina,  recurrent  tumor,  and  bladder. 
A laparotomy  is  performed,  both  ureters  are 
transected,  and  areolar  tissues  and  nodes  along 
the  external  and  common  iliac  vessels  are  freed 
and  retracted  mesially.  The  hypogastric  arteries 
and  veins  are  ligated  and  divided;  the  urinary 
bladder  is  freed  entirely  from  the  symphysis 
down  to  its  attachment  to  the  urogenital  dia- 
phragm. The  lower  sigmoid  is  transected.  First 
one  and  then  the  other  of  the  ureters  is  implanted 
into  the  sigmoid  by  modified  Coffey  1 methods. 
The  upper  end  of  the  transected  sigmoid  is  then 
brought  out  of  the  abdomen  through  the  midline, 
wound,  the  latter  is  closed,  and  the  patient  placed 
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in  lithotomy  position.  Elliptic  incisions  ex- 
tending from  the  symphysis  pubis  anteriorly 
to  the  tip  of  coccyx  posteriorly  are  then  made, 
and  the  entire  freed  contents  of  the  pelvis  are 
removed  from  below.  The  perineal  wound  is 
closed  tightly  except  for  hard  rubber  drains  at 
each  angle  of  the  wound.  One  interesting  feature 
of  this  operation  is  that  peritonealization  of  the 
pelvis  is  impossible  since  all  of  the  pelvic  peri- 
toneum has  been  removed,  but  this  entails  no 
complications,  since  all  the  intestines  which 
fall  into  the  pelvis  become  adherent  throughout 
most  of  their  extent  and  there  is  no  opportunity 
foV  sharp  kinking  to  produce  obstruction.  This 
very  extensive  operation  has  been  carried  out  on 
22  occasions  for  various  types  of  recurrent  car- 
cinoma of  the  female  genital  organs  which  involve 
bladder  and  rectum.  There  have  been  five 
surgical  deaths,  all  in  the  first  one  to  two  weeks 
following  operation.  No  patient  succumbed  in 
the  operating  room.  Thus,  the  surgical  mor- 
tality has  been  23  per  cent.  Of  those  patients 
surviving,  palliation  has  been  gratifying  indeed 
and  some  of  them  have  been  returned  to  almost 
normal  physical  activity.  Some  of  these  pa- 
tients, in  addition  to  their  usual  housework,  have 
returned  to  part-time  employment  outside  the 
home. 

It  must  be  remembered  that  this  group  of 
patients  represented  tfie  most  advanced  type. 
They  had  all  had  some  form  of  irradiation  therapy 
repeated  once  to  several  times,  and  some  of  them 
had  had  conservative  surgical  operations.  No 
other  form  of  therapy  was  available  that  afforded 
reasonable  promise  of  palliation.  Operation 
not  only  resulted  in  removal  of  large  masses 
of  neoplastic  tissue  which  in  themselves  produce 
certain  discomfort  hardly  ameliorated  by  seda- 
tion, but  the  fistulae,  vesicovaginal  or  recto- 
vaginal, or  both,  that  were  present  were  done 
away  with,  thus  relieving  the  patients  of  the  dis- 
comfort due  to  these  factors. 

Comment 

Carcinoma  of  the  cervix  remains  within  the 
pelvis  for  long  periods  before  producing  metas- 
tases  outside  the  pelvis.  This  is  well  illustrated 
by  the  findings  in  65  autopsy  protocols  from  the 
Memorial  Hospital  of  patients  dying  of  carci- 


noma of  the  cervix.  Half  of  these  patients  pre- 
sented no  macroscopic  evidence  of  spread  beyond 
the  pelvis  at  time  of  necropsy.  They  had  died 
of  uremia  or  infection  or  a combination  of  both. 
Thus,  it  would  appear  that  an  attempt  to  deal 
with  persistent  or  recurrent  carcinomas  after 
failure  of  irradiation  therapy  might  be  worth 
while. 

Years  of  experience  are  necessary  with  these 
types  of  operations  in  order  to  arrive  at  very 
definite  impressions  as  to  the  real  additional 
longevity  that  might  be  afforded  to  these  un- 
fortunate sufferers.  The  brief  experience  so 
far  obtained,  however,  clearly  indicates  that 
appreciable  degrees  of  palliation  are  possible. 
Until  some  biologic  method  of  control  of  these 
growths  is  discovered  or  unless  some  newer  types 
of  irradiation  are  developed,  bold  surgical  at- 
tempts to  remove  these  recurrent  or  persistent 
neoplasms  would  seem  to  be  in  order.  Those 
experienced  in  the  management  of  these  advanced 
cases  realize  full  well  that  they  have  nothing  to 
lose  and  everything  to  gain  by  undergoiifg  a 
surgical  procedure  that  might  afford  them  pro- 
longation of  life  in  comfort.  Furthermore,  with 
the  benefits  of  modern  supportive  treatment  for 
the  surgical  patient,  the  immediate  risks  are  not 
out  of  line  with  the  end  that  it  is  hoped  to  achieve. 

The  surgical  mortality  statistics  in  this  initial 
series  of  cases  may  be  cited  at  this  time.  There 
were  12  patients  who  received  the  radical  pan- 
hysterectomy with  lymph  node  dissection  for 
persistent  or  recurrent  cervical  carcinoma; 
there  was  no  surgical  mortality.  There  were 
37  patients  in  whom  a ureter  or  a portion  or  all 
of  the  bladder  were  removed,  a portion  of  the 
rectal  colon  with  panhysterectomy,  or  in  whom 
pelvic  colon,  recurrent  tumor,  all  of  the  vagina, 
remaining  uterus,  adnexae,  and  urinary  bladder 
were  resected.  There  were  nine  operative  deaths ; 
thus  the  surgical  mortality  was  24  per  cent.  This 
would  compare  favorably  with  the  surgical  mor- 
tality in  the  initial  attempts  to  deal  with  canqer 
of  the  stomach,  esophagus,  cardio-esophageal 
Yegion,  and  lung.  It  would  seem,  therefore,  that 
radical  surgery  may  prove  to  have  something  to 
offer  in  patients  with  carcinoma  of  the  cervix, 
recurrent,  after  attempts  have  been  made  at 
control  by  irradiation  therapy  or  the  more  con- 
servative standard  types  of  operation. 


COURSE  IN  NURSING  OFFERED  BY  DEPARTMENT  OF  HOSPITALS 
The  Division  of  Nursing  of  the  New  York  City  graduated  from  elementary  schools  and  are 

Department  of  Hospitals  has  a twelve-month  fitted,  physically  and  temperamentally,  to  be 

course.  nurses.  Students  will  receive  maintenance,  uni- 

It  is  open  to  women  from  18  to  50  who  have  forms  and  $10  a month,  and  a two-week  vacation. 


CLINICOPATHOLOGIC  CONFERENCES 

Fourth  Medical  Division  of  Bellevue  Hospital,  New  York  City 
Date:  January  26,  1948 

Conducted  by:  Emanuel  Appelbaum,  M.D. 

Bacterial  and  Virus  Pneumonias 


Case  1. — F.  D.,  a 70-year-old  white  man,  was 
admitted  to  Bellevue  Hospital  for  the  second  time 
on  December  3,  1947,  because  of  cough  and 
bloody  expectoration. 

The  past  history  revealed  that  the  patient  was 
in  Bellevue  Hospital  in  1945  because  of  a myocar- 
dial infarction.  Since  then  he  had  been  moder- 
ately dyspneic  on  exertion  and  had  orthopnea. 
There  was  no  ankle  edema.  He  took  digitalis 
sporadically  until  three  days  prior  to  his  present 
admission. 

The  present  illness  began  four  days  prior  to 
admission  with  a “cold,”  running  nose,  and  sore 
throat.  He  remained  ambulatory  and  on  the  day 
prior  to  admission  had  a shaking  chill  with  a 
temperature  rise  to  102  F.  He  continued  to  have 
chilly  sensations,  began  coughing,  and  expec- 
torated blood-streaked  sputum.  Just  prior  to 
admission  he  received  some  penicillin,  but  the 
amount  was  not  known. 

Physical  Examination. — The  temperature  was 
103.6  F.,  the  pulse  rate  113,  respirations  24,  and 
the  blood  pressure  100/70.  The  patient  ap- 
peared well  nourished,  had  a hacking  cough,  and 
did  not  appear  to  be  in  distress.  The  positive 
physical  findings  were  moderate  injection  of 
pharynx,  dullness  at  the  left  base  with  crepitant 
rales  over  the  left  lower  lobe  posteriorly  and 
laterally  with  bronchial  breathing,  and  few  moist 
rales  at  the  right  base,  point  of  maximal  impulse 
in  fifth  intercostal  space  outside  the  midclavicular 
line,  grade  III  systolic  murmur  over  entire  precor- 
dium,  loudest  at  apex.  The  second  aortic  sound 
was  louder  than  the  second  pulmonic  sound,  and 
the  ventricular  rate  was  113  per  minute. 

Laboratory  Data. — The  white  blood  count  was 
16,950  with  3 polymorphonuclear  leukocytes,  86 
stab  forms,  4 lymphocytes,  and  7 monocytes. 
On  the  day  following  admission  the  white  blood 
count  was  20,250  with  6 polymorphonuclear  leuko- 
cytes, 86  stab  forms,  and  8 lymphocytes.  The 
red  blood  cell  count  was  4,460,000  with  13.8  Gm. 
of  hemoglobin.  Blood  cultures  on  three  succes- 
sive days  following  admission  were  all  negative. 
The  erythrocyte  sedimentation  rate  was  96  mm. 
per  hour;  the  blood  nonprotein  nitrogen,  32  mg. 
per  100  ec.  The  blood  Mazzini  reaction  was  4 
plus;  the  blood  Wassermann  was  negative. 
Cerebrospinal  fluid  analysis  was  negative.  Uri- 


nalysis showed  specific  gravity  of  1.025,  3 plus 
albumin,  but  otherwise  negative.  Nose  and 
throat  cultures:  many  pneumococci  which  did 
not  type,  Staphylococcus  albus,  Streptococcus 
viridans,  gram-positive  bacilli,  and  gram-negative 
micrococci.  The  electrocardiogram  showed  left 
axis  deviation  and  left  bundle  branch  block. 

X-rays. — “Pneumonitis  at  right  lower  lobe, 
possibly  left  lower  lobe,  not  clearly  visualized  ami 
partially  obscured,  probably  by  cardiac  sil- 
houette.” 

Course.— The  patient  was  started  on  penicillin. 
50,000  units  every  three  hours  and  a salt-poor  diet 
and  was  given  2 cc.  of  mercuhydrin  intramuscu- 
larly, oxygen,  and  digitoxin  0.2  mg.  daily.  His 
temperature  dropped  from  ‘103.6  to  lj)1.4  F. 
within  twelve  hours  and  then  promptly  rose  to 
104.6  F.  The  patient  now  presented  some 
cyanosis  of  the  lips  and  nail  beds  and  appeared 
acutely  ill  and  in  a shocklike  state.  The  tempera- 
ture continued  to  range  between  104.4  and  104.6 
F.  for  another  sixteen  hours,  at  which  time  sulfa- 
diazine, 2.0  Gm.  initially  and  1.0  Gm.  every  four 
hours,  was  instituted.  This  produced  little 
change  in  his  condition.  The  temperature  rose 
to  as  high  as  105  F.  and  continued  to  range  be- 
tween 103.6  and  104.6  F.  on  the  third  hospital 
day.  On  the  third  hospital  day  the  patient  ap- 
peared very  restless,  and  bubbling  rales  were 
heard  throughout  both  lung  fields.  The  pulse  am  1 
blood  pressure  became  imperceptible  but  returned 
after  administration  of  50  cc.  of  50  per  cent  glu- 
cose intravenously.  Congestive  heart  failure 
which  became  prominent  on  the  second  hospital 
day  became  more  marked  on  the  third  hospital 
day,  and  another  2 cc.  dose  of  mercuhydrin  was 
administered.  It  was  further  advised  that  both 
the  penicillin  and  sulfadiazine  dosage  should  be 
increased.  However,  before  this  additional 
therapy  could  be  employed,  the  patient  expired. 

Case  2. — W.  R.,  a 67-year-old  white  man,  was 
admitted  to  Bellevue  Hospital  for  the  second  time 
on  November  28,  1947,  because  of  chills  and  fever 
of  two  days’  duration. 

Past  history  revealed  that  the  patient  had  an 
appendectomy  for  acute  appendicitis  at  Bellevue 
Hospital  twenty-five  years  ago.  He  had  had 
swelling  of  his  ankles  in  the  past,  but  there  had 
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been  no  dyspnea  or  orthopnea  and  no  knowledge 
of  heart  disease. 

The  present  illness  began  two  days  prior  to 
admission,  when  the  patient  felt  hot  and  developed 
a shaking  chill  and  pain  in  the  left  anterolateral 
chest  while  waiting  in  line  for  food  at  the  Munici- 
pal Lodging  House.  This  pain  persisted  and  was 
aggravated  by  deep  inspiration.  He  had  an 
occasional  cough,  but  there  was  no  expectoration 
or  sore  throat.  During  the  two  days  prior  to 
admission  he  had  had  numerous  shaking  chills. 

Physical  Examination. — On  admission,  the 
temperature  was  105.4  F.,  the  pulse  rate  85,  respir- 
ations 30,  and  the  blood  pressure  145/70.  The 
patient  was  a poorly  developed,  obese  man  who 
appeared  chronically  ill  and  who,  during  examina- 
tion, experienced  a shaking  chill.  The  positive 
physical  findings  were  chest  expanded  poorly 
bilaterally,  with  medium  moist  rales  at  the  right 
base  and  bronchial  breath  sounds  over  the  right 
upper  lobe.  The  heart  rate  was  85  with  a normal 
sinus  rhythm,  a grade  III  systolic  murmur  at  the 
apex  and  base  and  second  aortic  sound  louder 
than  the  second  pulmonic;  extremities  showed 
excoriations  and  scabs  over  both  legs,  and  there 
was  a lqft  varicocele'  and  hydrocele. 

Laboratory  Data. — On  admission  the  white 
blood  count  was  8,850,  with  a marked  shift  to  the 
left.  Urine  showed  a specific  gravity  of  1.025 
with  3 plus  albumin  and  three  to  six  white  cells 
and  three  to  five  red  cells  per  high  power  field  and 
was  otherwise  negative.  The  blood  nonprotein 
nitrogen  was  28  mg.  per  100  cc.;  the  Mazzini 
reaction  was  negative.  Blood  cultures  on  the 
first  two  days  were  negative.  Cold  agglutinins 
were  negative.  A blood  specimen  for  the  psit- 
tacosis complement  fixation  test  was  sent  to  Dr 
Karl  F.  Meyer  of  the  Hooper  Foundation,  San 
Francisco,  but  the  report  was  not  available 
antemortem. 

X-rays. — On  admission  there  was  “diffuse 
engorgement  of  the  lower  halves  of  both  lungs 
which  may  be  pneumonic  in  character.  Small 
effusions  at  both  bases.  Heart  enlarged  in  the 
transverse  diameter.  Slight  bulge  at  the  base  of 
the  aorta.”  On  the  third  hospital  day  a chest 
x-ray  revealed  “heart  moderately  enlarged. 
Marked  widening  of  the  entire  arch  of  the  aorta. 
Extensive  chronic  passive  congestion  involving 
both  lungs  with  some  tendency  to  fibrosis  and 
confluence  of  the  lesions  in  the  lower  half  of  both 
hemithoracies.” 

Course. — The  patient  was  given  100,000  units 
of  penicillin  every  three  hours.  In  addition,  he 
was  given  oxygen  and  infusions  of  glucose  in 
saline.  His  temperature  which,  shortly  after 
admission,  had  risen  to  106.4  F.  dropped  progres- 
sively to  101.4  F.  at  the  end  of  twenty-four  hours. 
The  white  blood  count  on  the  second  hospital  day 


was  17,000  with  a marked  shift  to  the  left.  The' 
lungs  showed  numerous  moist  rales  at  both  bases. 
On  the  morning  of  the  third  day  the  temperature 
rose  to  103.4  F.  and  fluctuated  from  101  to 
104.0  F.  throughout  the  fourth  and  fifth  hospital 
days.  On  the  fifth  hospital  day  the  patient  still 
appeared  acutely  ill.  The  white  blood  count  was 
now  11,100  with  marked  shift  to  the  left.  It  was 
advised  that  sulfadiazine  therapy  be  §£ven  in 
addition  to  penicillin,  and  he  received  an  initial 
dose  of  4.0  Gm.  with  1 Gm.  every  four  hours 
thereafter.  Throat  culture  on  the  sixth  hospital 
day  showed  Streptococcus  viridans  and  Staphyl- 
ococcus aureus.  A sulfadiazine  level  at  this 
time  was  5.3  mg.  per  100  cc.  On  the  sixth  hos- 
pital day  the  temperature  began  falling  and  went 
from  102.6  down  to  100.4  F.  The  patient  ap- 
peared subjectively  improved.  The  chest  showed 
findings  of  consolidation  at  both  lower  lobes  with 
bronchial  breath  sounds  and  sibilant  and  sub- 
crepitant rales  over  the  right  upper  chest  anteriorly 
and  posteriorly.  On  the  seventh  hospital  day 
the  temperature  continued  its  downward  trend 
going  to  99.0  F.,  rising  once  again  to  100.4  F.  and 
then  going  down  to  range  between  97.4  and  99.0 
F.  The  patient  raised  a scant  amount  of  sputum 
for  the  first  time  on  the  seventh  day,  and  this 
revealed  a pneumococcus  which  did  not  type, 
Staphylococcus  aureus,  and  Streptococcus  vir- 
dans.  On  the  eighth  hospital  day  there  were 
diffuse  signs  over  both  lung  fields.  The  patient 
continued  to  require  an  oxygen  tent.  A sulfa- 
diazine level  on  this  day  was  6.1  mg.  per  100  cc. 
The  patient  had  a fairly  good  day,  and  the  tem- 
perature ranged  from  99.0  to  100.0  F.  Toward 
evening  he  tapped  on  the  oxygen  tent  to  warn 
the  nurse  of  sudden  distress  and,  when  seen,  was 
found  to  be  unconscious,  breathing  deeply  and 
slowly  by  gasps.  He  was  cold  and  clammy. 
There  were  no  audible  heart  sounds,  and  the 
peripheral  veins  were  markedly  distended.  Caf- 
feine was  administered  without  effect,  and  the 
patient  expired. 

Discussion 

Dr.  Emanuel  Appelbaum:  These  two  cases 
are  similar  in  certain  respects  and  can  be  dis- 
cussed together.  Important  differences  between 
them  will  be  brought  out  later  in  the  discussion. 
It  is  clear  from  the  presentation  that  pneumonia 
was  the  dominant  disease  in  both  cases.  The 
important  questions  are,  “What  was  the  type  of 
pneumonia?”  and  “What  was  the  final  cause  of 
death?”  in  each  patient. 

Since  primary  atypical  and  virus  pneumonia 
are  prominent  possibilities,  it  seems  worthwhile 
to  preface  the  analysis  of  our  cases  with  a brief 
discussion  of  the  salient  features  of  these  pneu- 
monias. During  the  past  few  years,  primary 
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atypical  pneumonia  has  come  into  prominence 
because  of  its  increased  incidence.  Clinical 
similarity  of  .this  disease  to  the  proved  virus 
pneumonias,  particularly  psittacosis,  and  its  resis- 
tance to  sulfonamides  have  greatly  contributed  to 
the  concept  that  it  is  due  to  a virus  infection. 
Indeed,  it  is  commonly  referred  to  as  “virus”  or 
“viral”  pneumonia.  However,  pneumonias  of 
nonviral  origin,  such  as  coccidioidomycosis, 
toxoplasmosis,  Q fever,  and  that  due  to  certain 
bacteria,  notably  P.  tularense,  can  give  a very 
similar  picture.  Even  cases  of  proved  pneumo- 
coccic  pneumonia  may  on  occasion  resemble  pri- 
mary atypical  pneumonia.  It  is  also  necessary  to 
mention  the  recent  studies  on  the  isolation  of  an 
indifferent  streptococcus  from  a number  of  cases 
of  primary  atypical  pneumonia.  It  appears, 
therefore,  that  primary  atypical  pneumonia  is  a 
clinical  entity  with  multiple  causes  and  that  the 
term  “virus”  pneumonia  is  not  appropriate  for 
this  disease. 

The  clinical  and  pathologic  aspects  of  primary 
atypical  and  of  proved  virus  pneumonias  are  very 
similar.  The  disease  is  ushered  in  by  headache, 
chilliness  or  frank  chills,  fever,  cough,  and  muscu- 
lar aches  in  the  chest  and  abdomen.  The  cough 
is  usually  dry  at  the  onset  but  may  become  pro- 
ductive later  in  the  disease.  The  respiratory  rate, 
as  a rule,  is  only  slightly  increased,  although 
there  may  be  a marked  degree  of  dyspnea  associ- 
ated with  cyanosis.  A relative  bradycardia  is 
common  during  the  first  week.  In  general,  the 
physical  signs  in  the  chest  are  suprisingly  few, 
while  the  roentgenograms  will  show  considerable 
'changes  in  the  lungs.  The  pneumonia  is  charac- 
teristically a patchy,  migrating  pneumonitis, 
varying  in  density  from  mottling  to  frank  lobar 
consolidation.  There  is  little  tendency  to  involve 
the  pleura. 

The  initial  white  blood  count  is  normal  or  low, 
with  65  to  90  per  cent  segmented  neutrophils. 
However,  a slight  leukocytosis  may  occur,  espe- 
cially during  convalescence.  There  is  often  a 
moderate  albuminuria.  At  necropsy,  the  lungs 
show  a diffuse  confluent  bronchopneumonia,  to- 
gether with  areas  of  hemorrhage,  necrosis,  and 
vascular  thrombosis.  The  alveolar  exudate  is 
composed  largely  of  fibrin,  red  cells,  and  macrc- 
phagic  monocytes.  The  alveoli,  in  addition,  may 
have  a hyalin-like  lining. 

There  is  considerable  difference  of  opinion  as  to 
the  value  of  the  cold  agglutinin  test  in  the  differ- 
ential diagnosis  of  primary  atypical  pneumonia. 
It  seems  that  cold  agglutinins  appear  in  about  50 
per  cent  of  cases  of  primary  atypical  pneumonia. 
Titers  of  1 :64  or  more  are  significant  and  consti- 
tute strong  evidence  for  this  disease.  Even  more 
important  is  the  demonstration  of*a  rise  and  fall 
in  the  titer  of  cold  agglutinins  during  the  patient’s 


illness.  As  a rule,  the  agglutinins  appear  early  in 
the  second  week  of  the  illness,  rise  progressively” 
and  attain  the  highest  titer  in  the  third  week,  and 
fall  appreciably  during  the  fourth  week.  There 
is  some  evidence  that  the  height  of  the  titer  bears 
a relationship  to  the  severity  of  the  illness.  High 
titers  of  cold  agglutinins  are  uncommon  except 
in  primary  atypical  pneumonia,  rubella,  infec- 
tious mononucleosis,  and  in  chronic  diseases  as- 
sociated with  splenomegaly. 

For  the  definite  diagnosis  of  a virus  pneumonia 
it  is  necessary  either  to  isolate  the  virus  from  the 
patient’s  blood  or  sputum,  or  to  demonstrate  in 
the  patient’s  serum  the  presence  of  specific  anti- 
bodies in  significant  titers.  This  can  be  illus- 
trated with  psittacosis  or  ornithosis,  a disease  of 
specific  virus  etiology.  The  most  striking  feature 
of  this  disease  is  the  early  development  of  pneu- 
monia. During  the  early  phase  of  the  disease  it 
is  at  times  possible  to  make  a definite  diagnosis 
by  isolating  the  virus  from  the  patient’s  blood  or 
sputum.  More  commonly,  the  diagnosis  is  es- 
tablished by  obtaining  a positive  complement 
fixation  test.  Of  particular  significance  is  the 
demonstration  of  a two-  to  fourfold  increase  in  the 
titer  of  complement  fixing  antibodies.  However, 
it  is  important  to  point  out  in  connection  with 
the  complement  fixation  test  that  there  are  cross 
reactions  between  psittacosis  virus,  the  Eaton 
virus,  meningopneumonitis  virus,  and  the  virus 
of  lymphogranuloma  venereum. 

In  this  connection  it  is  important  to  note  that 
the  host  range  of  psittacosis  is  now  known  to  be 
much  more  extensive  than  was  previously 
thought.  Contact  with  birds  of  the  parrot  or 
pigeon  family  is  no  longer  essential  to  suspicion  of 
the  disease.  Bird  droppings  contain  the  virus  in 
large  amounts  and  may  be  responsible  for  respira- 
tory invasion  in  man.  There  is  also  evidence 
that  a patient  with  psittacosis  can  initiate  human 
to  human  transfer. 

With  these  preliminary  remarks,  let  us  exam- 
ine our  cases.  In  the  first  case  there  was  an  ex- 
tensive pneumonitis  of  a severe  form.  In  addi- 
tion, the  patient  had  advanced  arteriosclerotic 
heart  disease  associated  with  coronaiy  artery 
closure  and  congestive  heart  failure.  The  clinical 
course  was  short,  and  the  terminal  picture  was  a 
combination  of  circulatory  and  pulmonary  in- 
sufficiency and  severe  toxemia.  It  may  be  noted 
that  the  nasopharyngeal  cultures  yielded  a mix- 
ture of  organisms,  which  are  normal  harbingers 
of  that  cavity. 

In  regard  to  the  type  of  pneumonia,  the  diag- 
nosis would  seem  to  rest  between  primary  atypi- 
cal and  bacterial  pneumonia.  I am  inclined  to 
lean  toward  the  bacterial  type.  This  gains  par- 
ticular support  from  the  blood  counts,  which 
showed  aleukocytosis  with  a high  percentage  of 
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stab  forms.  However,  primary  atypical  pneu- 
monia complicated  by  secondary  bacterial  in- 
fections can  produce  this  type  of  blood  picture. 
It  is  quite  possible  that  one  or  more  of  the  organ- 
isms recovered  from  the  nasopharyngeal  culture 
served  as  the  causative  agent. 

There  is  also  a possibility  that  the  pneumonia  in 
this  case  is  superimposed  on  pulmonary  infarc- 
tions. Small  infarcts  may  occur  in  congested 
lungs  as  a result  of  local  vascular  thrombosis,  or 
they  may  be  of  the  embolic  type,  originating  in 
mural  thrombosis  in  the  right  side  of  the  heart  or 
in  phlebothrombosis  in  the  peripheral  veins. 
The  last-mentioned  source  is  the  most  common 
one  even  in  cardiacs.  It  is  well  known  that  pul- 
monary infarcts  are  frequently  complicated  by  a 
secondary  pneumonitis  due  to  the  descent  of  or- 
ganisms from  the  upper  respiratory  tract.  The 
bacterial  flora  is  mixed  and  may  include  anaerobic 
micro-organisms.  In  some  instances,  the  pneu- 
monia may  advance  to  suppuration  and  even 
abscess  formation.  In  this  connection,  it  is  well 
to  remember  that  pulmonary  edema  per  se  can 
simulate  pneumonia  and  be  the  cause  of  fever  and 
leukocytosis. 

The  patient’s  failure  to  respond  to  chemother- 
apy can  be  attributed  to  the  severity  of  the  infec- 
tion and  to  certain  unfavorable  contributory  fac- 
tors, particularly  the  advanced  age  of  the  patient 
and  the  presence  of  severe  congestive  heart  failure. 

In  the  second  case  there  was  a confluent  bron- 
chopneumonia with  some  pleural  involvement. 
The  features  in  this  case  that  need  to  be  empha- 
sized are  the  recurring  chills,  the  slight  cough,  the 
temperature-pulse  dissociation,  the  normal  or 
slightly  elevated  leukocyte  counts,  and  the  tem- 
porary clinical  improvement  followed  by  a rather 
sudden  death.  The  throat  and  sputum  cultures 
revealed  a mixture  of  gram-positive  cocci.  There 
was  also  evidence  of  the  presence  of  arterioscler- 
otic heart  disease  without  apparent  congestive 
heart  failure. 

It  is  clear  from  a review  of  the  salient  features 
of  this  case  that  both  primary  atypical  and  defi- 
nite virus  pneumonia  are  prominent  possibilities. 
It  may  be  noted  that  the  patient’s  serum  was 
negative  for  cold  agglutinins.  However,  a nega- 
tive test  during  the  first  week  is  of  no  value  in  the 
diagnosis  of  primary  atypical  pneumonia.  The 
possibility  of  this  case  being  a true  virus  pneu- 
monia, such  as  psittacosis,  has  an  even  greater  ap- 
peal. This  thought  led  us  to  submit  the  specimen 
of  blood  to  Dr.  Meyer  for  the  psittacosis  comple- 
ment fixation  test. 

The  sudden  death  of  the  patient  following  a 
short  period  of  improvement  suggested  the  occur- 
rence of  either  pulmonary  embolism  or  of  a car- 
diac complication,  such  as  coronary  artery  closure 
or  cardiac  standstill.  The  description  of  the  ter- 
minal picture  is  in  favor  of  a cardiac  death. 


Dr.  Morris  Pearlmutter:  These  cases  ap- 
pear to  have  an  important  feature  in  common, 
namely,  the  occurrence  of  a shock  syndrome  due 
to  overwhelming  infection.  The  fact  that  severe 
infection  may  produce  shock  should  always  be 
uppermost  in  our  minds,  particularly  from  the 
standpoint  of  therapy.  The  investigations  into 
this  field  by  Ebert  and  Stead  clearly  indi- 
cate that  measures  to  increase  the  circulating 
blood  volume  with  blood  and  plasma  transfusions 
are  without  effect.  Unless  the  infection  is  ef- 
fectively brought  under  control  at  the  earliest 
possible  moment,  these  patients  will  die.  The 
importance  of  early  recognition  of  the  shock  as 
being  due  to  infection  is,  therefore,  obvious.1 

Report  of  Complement  Fixation  Test  for  Psitta- 
cosis.— Dr.  Meyer’s  report,  received  postmortem, 
revealed  the  patient’s  serum  to  fix  complement 
in  the  presence  of  psittacosis  antigen  in  serum 
dilution  1 : 2 (4  plus),  1 : 4 (4  plus),  1 : 8 (4  plus), 
1 : 16  (4  plus),  and  1 : 32  (4  plus). 

Pathology 

Dr.  Henry  Spitz:  In  Case  1,  anatomic  diag- 
nosis gave  the  following  information:  severe, 
generalized  arteriosclerosis;  hypertrophy  and 
dilatation  of  heart;  sclerosis  of  coronary  arteries, 
severe,  with  calcification;  fibrosis  of  myocardium; 
infarct  of  myocardium,  healed,  apex  and  apical 
portion  of  interventricular  septum;  chronic  pas- 
sive congestion  of  viscera;  lobar  pneumonia,  re- 
solving, right  lower  lobe;  acute  splenic  tumor,  and 
fatty  degeneration  of  renal  tubules. 

Autopsy  disclosed  the  following: 

The  heart  was  enlarged  in  all  diameters  and 
weighed  660  Gm.  The  right  auricle,  ventricle, 
and  the  corresponding  valves  appeared  unaltered. 
The  wall  of  the  right  ventricle  was  thickened, 
measuring  1 to  10  mm.  The  left  auricle  and  ven- 
tricle were  moderately  dilated ; mitral  and  aortic 
valves  presented  scattered  fibrous  nodules  at  the 
base  and  free  border.  The  myocardium  of  the 
left  ventricle  was  firm,  red  with  fine  streaks  of 
gray,  and  measured  25  to  30  mm.  in  thickness. 
At  the  apex  and  the  adjacent  portion  of  the  inter- 
ventricular septum  it  was  thin  and  replaced  by 
fibrous  tissue,  and  the  lumen  of  the  ventricle 
bulged  into  the  interventricular  septum.  The 
coronary  arteries  were  stiff  and  markedly  nar- 
rowed by  atherosclerotic  plaques  at  the  ostia  and1 
at  many  points  along  their  course  without  com- 
plete occlusion  of  the  lumina.  All  major  arteries 
were  the  seat  of  numerous  atherosclerotic  plaques 
with  calcification  and  occasional  ulceration.  The 
liver  was  large,  weighed  1,800  Gm.,  and  showed' 
evidence  of  severe  chronic  passive  congestion;: 
the  other  viscera  showed  similar  changes  of  a 
lesser  degree.  There  was  no  edema  or  no  free- 
fluid  in  any  of  the  body  cavities. 

The  lungs  showed  moderate  diffuse  congestion!. 
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The  lefjt  lung  weighed  575  Gm.  The  right  lung 
weighed  950  Gm.  The  right  lower  lobe  was  firm, 
rubbery,  and  airless.  Th&  cut  surface  was  dark 
red,  mottled  with  gray,  and  had  a peculiar 
ground-glass  appearance.  Postmortem  culture 
from  this  lobe  showed  only  contaminants.  The 
tracheobronchial  lymph  nodes  were  enlarged, 
soft,  and  moist.  The  kidneys  were  large,  having 
a combined  weight  of  580  Gm.  The  parenchyma 
was  reddish  brown;  the  corticomedullary  mark- 
ings were  distinct.  The  increased  weight  was 
due  in  part  to  the  presence  of  many  cortical 
cysts,  the  largest  of  which  measured  3 cm.  in  di- 
ameter and  occupied  the  entire  thickness  of  the 
parenchyma.  The  other  organs  showed  no  rele- 
vant gross  changes. 

Microscopic  examination  of  the  lung  showed 
marked  diffuse  congestion.  The  alveoli  of  the 
right  lower  lobe  were  filled  by  masses  of  large 
mononuclear  cells.  Few  polymorphonuclear  leu- 
kocytes and  little  fibrin  was  present.  The  picture 
was  that  of  a resolving  pneumonia. 

In  the  kidneys  considerable  degenerative 
changes  were  found  in  the  tubules.  The  epithe- 
lium was  swollen,  granular,  contained  sudano- 
philic  vacuoles,  and  was  often  desquamated. 

Sections  from  other  organs  yielded  no  addi- 
tional pertinent  information. 

In  summary,  this  was  a patient  with  severe 
arteriosclerotic  heart  disease  and  an  old  myo- 
cardial infarct  who  apparently  developed 
coronary  insufficiency  in  the  resolving  stage  of 
a lobar  pneumonia.  The  associated  renal  lesion  is 
not  uncommon  in  cases  of  severe  pneumonia. 

For  Case  2,  the  anatomic  diagnosis  was  as  fol- 
lows: confluent  lobular  pneumonia,  both  lower 
lobes,  resolving;  acute  fibrinous  pleuritis  with 
effusion;  acute  fibrinous  pericarditis,  acute 
lymphadenitis  of  bronchotracheal  lymph  nodes; 
acute  splenic  tumor;  hypertrophy  and  dilatation 
of  heart;  edema  of  lungs;  acute  passive  conges- 
tion of  liver,  and  congenital  anomaly  of  heart: 
bicuspid  aortic  valve  and  separate  origin  of  the 
circumflex  and  descending  branches  of  the  left 
coronary  artery. 

Autopsy  of  Case  2 showed  a slender,  well-de- 
veloped body.  There  was  no  peripheral  edema. 
The  following  pertinent  findings  were  noted:  each 
pleural  cavity  contained  2,000  cc.  of  yellow,  clear, 
stringy  fibrinous  exudate  covering  the  pleural  sur- 
faces. Similar  exudate  was  found  attached  to  the 
thoracic  cage  by  dense  fibrous  adhesions.  The 
apex  of  the  right  upper  lobe  was  occupied  by  a 
dense  retracted  fibrous  car.  Each  lung  weighed 
1,100  Gm.  Both  upper  and  the  right  middle 
lobes  were  boggy,  and  abundant  frothy  fluid  ex- 
uded from  the  cut  surfaces.  Both  lower  lobes 
were  firm,  fleshy,  and  dark  red.  The  broncho- 
pulmonary and  tracheobronchial  lymph  nodes 


were  enlarged,  soft,  moist,  and  reddish-gray 
streaked  with  black. 

The  heart  was  enlarged,  weighed  500  Gm.,  and 
showed  a thickened  left  ventricle.  The  coronary 
arteries  showed  mild  atherosclerotic  changes. 
The  aortic  valve  was  bicuspid,  each  cusp  being  of 
equal  size.  The  cusps  were  slightly  fused  and 
quite  rigid  due  to  nodular  deposition  of  calcium. 
No  horizontal  or  vertical  bar  could  be  identified 
in  either  cusp.  Three  coronary  arteries  took  their 
origin  from  the  anterior  cusp.  One  was  the  right 
coronary  artery,  and  the  other  two,  arising  closely 
together  in  the  opposite  angle  of  the  sinus  of 
Valsalva,  were  the  left  circumflex  and  the  left  an- 
terior descending  branch,  respectively.  The 
aorta  and  large  blood  vessels  showed  only  slight 
atherosclerotic  changes.  The  liver  was  large, 
weighed  1,780  Gm.,  and  appeared  congested. 

The  gallbladder  was  small  and  thick-walled  and 
contained  about  fifteen  faceted  calculi.  The 
spleen  was  enlarged  and  congested.  The  kidneys 
were  large;  their  surface  was  finely  granular,  and 
a few  larger  deep  scars  were  noted.  The  cut  sur- 
face showed  no  notable  changes.  The  other  or- 
gans showed  no  important  abnormalities. 

Microscopic  examination  of  the  lungs  (lower 
lobes)  showed  marked  congestion  of  the  alveolar 
walls.  The  alveoli  contained  numerous  large 
mononuclear  phagocytes  and  clumped  fibrin. 
Few  polymorphonuclear  leukocytes  were  present. 
No  hyaline  membranes  and  no  notable  intersti- 
tial reaction  were  observed.  The  remainder  of 
the  lung  showed  edema.  Section  from  other  or- 
gans yielded  no  significant  additional  informa- 
tion. 

The  lesions  in  the  lung  were  not  characteristic 
or  suggestive  of  “atypical”  or  virus  pneumonia. 
It  is,  therefore,  difficult  to  classify  this  case  as 
virus  pneumonia  on  anatomic  grounds.  The 
positive  complement  fixation  test  is  no  absolute 
evidence  for  the  identification  of  the  pulmonary 
lesion  observed  at  autopsy,  since  a rather  high 
antibody  titer  may  be  present  weeks  and  months 
after  the  clinical  disease  has  subsided. 

The  terminal  episode  suggested  rapid  cardiac 
failure  with  edema  of  the  lungs  and  acute  passive 
congestion  of  the  liver.  The  pleural  effusion  was 
in  part  inflammatory  and  in  part  probably  the  re- 
sult of  passive  congestion. 

The  anomaly  of  the  aortic  cusp  was  interpreted 
as  congenital,  since  both  cusps  were  of  equal  size 
and  no  remnant  of  fusion  could  be  detected.  The 
stenosis  of  the  aortic  ostium  might  have  been  re- 
sponsible for  the  hypertrophy  of  the  myocardium, 
but  essential  hypertension  cannot  be  excluded, 
since  the  aortic  stenosis  was  very  mild. 
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Reuben  Cronson,  M.D.,  retired,  formerly  of  New 
Rochelle,  died  on  July  6 at  the  age  of  eighty-nine. 
Dr.  Cronson  was  graduated  from  the  College  of 
Physicians  and  Surgeons,  Columbia  University,  in 
1888  and  later  studied  at  the  University  of  Vienna. 
He  was  a founder  of  Philanthropin  Hospital,  New 
York  City,  organized  in  1905,  which  was  later  re- 
named Jewish  Memorial  Hospital.  Dr.  Cronson 
was  a former  president  of  the  medical  board  of  the 
latter  hospital.  He  had  also  been  visiting  gynecolo- 
gist at  Philanthropin  Hospital  and  had  worked  in  the 
Cancer  Research  Clinic,  New  York  City.  In  1947 
he  received  a certificate  from  the  Medical  Society  of 
the  State  of  New  York  in  recognition  of  his  fifty 
years  of  medical  practice.  He  was  a member  of  the 
American  Medical  Association  and  the  New  York 
State  and  Westchester  County  Medical  Societies. 

Charles  Wilmer  Fitch,  M.D.,  died  on  July  1 at 
his  home  in  the  Bronx.  His  age  was  seventy-four. 
He  was  graduated  from  the  College  of  Physicians 
and  Surgeons,  Columbia  University,  in  1899  and  had 
practiced  medicine  in  New  York  City  for  forty-five 
years.  Dr.  Fitch  was  a member  of  the  American 
Medical  Association  and  the  New  York  State  and 
Bronx  County  Medical  Societies. 

Alice  M.  Flood,  M.D.,  sixty,  of  New  York  City, 
died  on  June  1.  A graduate  of  the  University  of 
Michigan  Medical  School  in  1909,  Dr.  Flood  was  a 
member  of  the  American  Medical  Association  and 
the  New  York  State  and  County  Medical  Societies. 

Onslow  Allen  Gordon,  M.D.,  sixty-one,  died  on 
June  8 at  his  home  in  Brooklyn.  Dr.  Gordon  was 
graduated  from  Long  Island  College  Hospital 
in  1911.  A captain  in  the  Army  Medical  Corps 
during  World  War  I,  he  had  formerly  served  as 
associate  professor  of  gynecology  and  clinical  profes- 
sor of  obstetrics  at  New  York  University  College  of 
Medicine  and  also  as  attending  physician  on  the 
staff  of  Greenpoint  Hospital,  Brooklyn,  and  associ- 
ate surgeon  at  St.  Mary’s  Hospital,  Brooklyn. 
Dr.  Gordon  had  been  director  of  the  Department  of 
Obstetrics  and  Gynecology,  Carson  C.  Peck  Memo- 
rial Hospital,  Brooklyn,  since  1930.  He  was  also  an 
associate  gynecologist  at  Bellevue  Hospital. 

A fellow  of  the  American  College  of  Surgeons  and 
of  the  New  York  Obstetrical  Society  and  former 
president  of  the  latter,  Dr.  Gordon  was  a member  of 
the  American  Medical  Association,  the  Brooklyn 
Gynecological  Society,  and  the  New  York  State  and 
Kings  County  Medical  Societies. 


Anatole  Kolodny,  M.D.,  New  York  City,  died  on 
July  8 at  the  age  of  fifty-five.  Dr.  Kolodny  was  a 
graduate  of  the  Imperial  University  of  Kazan  in 
1917.  He  served  as  regimental  chief  surgeon  of  the 
Imperial  Russian  Army  until  the  Bolshevik  Revo- 
lution. He  went  to  Germany  in  1919  and  served 
as  an  assistant  in  pathology  at  Berlin  Pathological 
Institute  until  1922  ,when  he  came  to  the  United 
States.  He  was  an  instructor  in  the  medical  schools 
of  the  University  of  Illinois  and  the  University  of 
Iowa. 

He  came  to  New  York  in  1934  and  at  the 
time  of  his  death  was  a neurosurgeon  on  the  staff 
of  Beth-El  Hospital  and  the  Brooklyn  Hebrew  Home 
and  Hospital  for  the  Aged.  Dr.  Kolodny  was  a fellow 
of  the  American  College  of  Surgeons  and  a member 
of  the  American  Medical  Association,  the  American 
Association  of  Pathologists,  the  American  Associa- 
tion for  the  Surgery  of  Trauma,  the  American  Associ- 
ation for  the  Advancement  of  Science,  and  the  New 
Y ork  State  and  County  Medical  Societies. 

Charles  F.  Prairie,  M.D.,  of  Massena,  died  on 
June  30  at  the  age  of  sixty-four.  Dr.  Prairie  was 
graduated  from  Syracuse  University  College  of 
Medicine,  in  1906.  He  served  as  attending  phy- 
sician on  the  staff  of  Massena  Memorial  Hospital, 
Massena. 

Dr.  Prairie,  a former  president  of  the  St. 
Lawrence  County  Medical  Society,  was  a mem- 
ber of  the  American  Medical  Association  and  the 
New  York  State  and  St.  Lawrence  County  Medical 
Societies. 

Franklin  Raphael  Strong,  M.D.,  of  Brewerton, 
died  on  June  20.  He  was  seventy-one  years  old. 
A physician  in  Brewerton  since  1905,  Dr.  Strong 
was  graduated  from  Syracuse  University,  College  of 
Medicine,  in  1904.  He  was  a member  of  the  Ameri- 
can Medical  Association  and  the  New  York  State 
and  Onondaga  County  Medical  Societies. 

Joseph  Zicarelli,  M.D.,  of  New  York  City,  died 
on  June  28  at  the  age  of  sixty-four.  Dr.  Zicarelli 
was  graduated  from  the  Long  Island  College  Hos- 
pital in  1909  and  had  practiced  medicine  in  New 
York  City  ever  since.  He  was  a visiting  physician 
at  St.  Vincent’s  Hospital,  New  York  Eye,  Ear,  and 
Throat  Infirmary,  and  New  York  Post-Graduate 
Hospital. 

Dr.  Zicarelli  was  a member  of  the  American  Medi- 
cal Association  and  the  New  York  State  and  County 
Medical  Societies. 


THE  GENERAL  PRACTITIONER’S  OBLIGATION  TO  HIS  PATIENTS 


A man  should  be  a thoroughly  good  doctor, 
whatever  group  he  belongs  to.  A man  belonging  to 
the  general  practice  group  should  take  particular 
pains  to  sec;  that  he  is  as  nearly  correct  in  his  answers 
as  possible.  He  should  not  excuse  himself  by  saying, 
“I  am  only  doing  general  practice.”  It  is  much 
better  when  in  doubt  to  call  for  consultation  than 


to  jeopardize  the  patient  and  one’s  own  status  by 
giving  questionable  treatment. 

The  minimum  duty  of  a general  practitioner  is  to 
attend  faithfully  his  hospital  staff  meetings.  He  is 
sure  to  learn  something  scientific  each  time,  and, 
further,  it  brings  him  in  contact  with  his  fellow  staff 
members. — California  Medicine,  April,  1948 
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MacCurdy  Reports  Increase  In  State  Hospital  Population 


THE  upward  trend  in  the  population  of  the  27 
mental  institutions  under  the  jurisdiction  of  the 
Department  of  Mental  Hygiene  has  accelerated  dur- 
ing the  past  year,  Dr.  Frederick  MacCurdy,  Com- 
missioner of  Mental  Hygiene,  has  revealed.  A pre- 
liminary survey  of  the  figures  reported  as  of  March 
31,  1948,  by  the  department’s  20  mental  hospitals, 
six  State  schools  for  mental  defectives,  and  Craig" 
Colony  for  epileptics  indicat  ed  that  the  population 
of  these  institutions  has  increased  by  3,240  over  the 
corresponding  total  at  the  close  of  the  previous  fiscal 
year. 

At  the  close  of  the  fiscal  year  (March  31)  the  de- 
partment’s institutions  were  caring  for  a total  of 
108,448  patients;  of  these,  96,266  were  in  the  in- 
stitutions, 1,810  in  family  care,  and  10,372  were  in 
convalescent  care,  said  Dr.  MacCurdy.  The  patient 
population  in  the  institutions  increased  by  2,786 
during  the  year,  while  those  in  convalescent  care  in- 
creased by  346.  There  was  an  increase  of  108 
among  those  in  family  care. 

One  hundred  years  ago  there  was  only  one  State 
hospital,  the  New  York  State  Lunatic  Asylum  at 
Utica;  in  1848  this  institution  was  caring  for  495 
patients.  At  that  time  an  additional  1,215  patients 


were  being  cared  for  in  various  county  asylums  and 
poorhouses  throughout  the  State,  making  a total  of 
1,710  mental  patients  who  were  being  provided  for 
in  public  institutions  of  the  State.  Sixty  years  ago 
there  were  seven  State  hospitals  which  in  1888  had  a 
resident  population  of  5,171  patients;  these,  to- 
gether with  9,106  patients  in  various  county  asylums, 
made  a total  of  14,277  patients  being  cared  for  in 
public  institutions  of  tbe  State.  Twenty-five  years 
ago  there  were  13  civil  State  hospitals  with  a resident 
population  in  1923  of  41,302  patients. 

At  the  close  of  the  fiscal  year  1948  the  State  hos- 
pitals were  caring  for  87,468  patients,  an  increase  of 
2,947  during  the  year.  Dr.  MacCurdy  pointed  out 
that  this  increase,  almost  twice  the  corresponding 
increase  for  the  previous  year,  indicates  an  accelera- 
tion in  rate  toward  the  level  existing  prior  to  the 
war. 

Of  the  87,468  mentally  ill  patients,  77,675 
were  residing  in  the  hospitals,  1,119  in  family  care, 
and  8,674  were  in  convalescent  care.  Compared 
with  figures  for  the  previous  fiscal  year,  these  repre- 
sent increases  of  2,472,  69,  and  406,  respectively. 
The  growth  in  family  care  is  slow  owing  to  difficul- 
ties in  finding  suitable  family  care  homes. 


Public  Opinion  Survey  Used  to  Guide  Sidney  Hospital’s  Board 


A SURVEY  of  public  opinion  on  The  Hospital, 
G*.  Sidney,  was  conducted  in  June  bv  a community 
relations  committee  appointed  by  The  Hospital’s 
board  of  managers.  Questionnaires  to  determine 
how  familiar  the  public  is  with  The  Hospital  and 
what  it  thinks  should  be  done  to  meet  increasing  de- 
mands for  care  were  mailed  to  several  thousand 
citizens  of  Bainbridge,  Guilford,  Masonville,  Una- 
dilla,  Sidney,  and  other  communities  in  The  Hos- 
pital’s service  area. 

In  a foreword  to  the  questionnaire,  Dr.  Joshua  E. 
Sweet,  president  of  the  board  of  managers,  wrote: 
“During  the  four  complete  years  of  The  Hos- 
pital’s existence,  4,225  patients  have  been  admitted ; 
1,003  babies  have  been  born;  and  2,644  major  and 


minor  operations  have  been  performed.  The  rapidly 
increasing  need  for  its  services  is  evidenced  by  the 
rise  of  72  per  cent  in  the  number  of  admissions  and  of 
more  than  one  hundred  per  cent  in  the  number  of 
operations  over  this  period. 

“Today,  virtually  every  bed  in  The  Hospital  is 
filled  throughout  the  year  and  at  times  it  is  caring 
for  as  many  as  45  patients  in  space  designed  for  30. 
The  board  of  managers  is  faced  with  the*  immediate 
problem  of  meeting  this  urgent  demand  for  greater 
facilities.” 

Although  The  Hospital  is  owned  and  operated  by 
the  Town  of  Sidney,  more  than  half  its  patients 
come  from  other  towns,  principally  Bainbridge, 
Guilford,  Masonville,  and  Unadilla. 


Report  Says  Full  Psychiatric  Facilities  Now  Available  at  Mount  sinai 


THE  Mount  Sinai  Hospital,  New  York  City,  re- 
leased its  fifty-ninth  annual  report  in  July,  report- 
ing that  the  institution  during  1947  had  cared  for  a 
record  number  of  patients,  had  expanded  its  educa- 
tion and  research  projects,  and  had  established  a 
tumor  clinic. 

The  hospital  also  attained  a long-sought  objective 
of  affording  full  facilities  for  psychiatric  treatment 
in  all  phases  of  patient  care.  The  services  are 
handled  by  60  specialists.  The  hospital’s  psychia- 


tric division  comprises  an  adult  outpatient  clinic,  a 
child-guidance  clinic,  a 22-bed  inpatient  ward,  and  a 
comprehensive  liaison  network  between  the  psy- 
chiatric structure  and  thd  institution’s  traditional 
services. 

According  to  George  B.  Bernheim,  president 
emeritus  of  the  hospital,  16,838  inpatients  were 
cared  for,  a rise  of  1,319  over  1946,  and  there  was  an 
increase  of  10,000  outpatient  visits.  Mount  Sinai 
also  continued  to  expand  its  medical  house  staff. 
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Dr.  Edwin  G.  Zabriski,  acting  director  of  the 
Neurological  Institute  at  Columbia-Presbytenan 
Medical  Center,  New  York  City,  speaking  at  a din- 
ner marking  the  closing  of  the  Veterans  Rehabilitaj 
tion  Clinic  at  the  medical  center  in  July,  advocated 
the  establishment  of  night  psychiatric  clinics  for  low 
and  moderate  income  groups.  The  veterans  clinic 
was  closed,  he  said,  because  acute  types  of  war-en- 
gendered neuroses  were  no  longer  encountered. 


Comforts  of  home  life  will  ife  among  the  things 
emphasized  in  Wing  R,  the  new  addition  to  Strong 
Memorial  Hospital,  Rochester,  Dr.  John  Romano, 
professor  of  psychiatry  at  the  University  of  Roches- 
ter and  psychiatrist-in-chief  at  the  hospital,  told  the 
Rochester  Rotary  Club  at  a meeting  June  23.  None 
of  the  necessary  appointments  of  a modern  hospital 
will  be  omitted,  he  declared.  Although  the  work  in 
the  building  will  be  integrated  with  that  of  the  nied- 
ical  and  surgical  work  of  the  hospital,  it  will  deal 
chiefly  with  the  emotionally  sick  and  will  be  largely 
preventive  in  nature. 


New  plans  for  the  proposed  Massena  Memorial 
Hospital  call  for  27  private  rooms,  five  four-bed 
wards,  five  three-bed  wards,  and  14  beds  for  children. 


The  new  six-story  wing  of  the  Sisters  Hospital, 
Buffalo,  which  the  Sisters  of  Charity  plan  to  open  in 
September  as  part  of  the  centenary  of  their  work  in 
Buffalo,  is  about  completed,  according  to  an  an- 
nouncement from  the  hospital.  The  one-story  por- 
tion of  the  building  will  house  an  outpatient  clinic, 
and  the  rest  will  provide  quarters  for  interns,  operat- 
ing rooms,  and  laboratories  for  medical  research  and 
diagnosis. 


Cornwall  Hospital  was  presented  with  a new, 
modern  ambulance  on  June  1 1 as  a result  of  a special 
campaign  of  the  hospital  staff  and  the  community. 
Dr.  T.  D.  McMenamin,  chief  of  the  medical  staff, 
made  the  presentation  speech,  paying  special  tribute 
to  the  late  Dr.  R.  W.  Thompson  for  his  efforts  as 
chairman  of  the  ambulance  campaign. 


Plans  for  the  expansion  of  Lourdes'  Hospital, 
Binghamton,  will  make  the  hospital  capable  of  caring 
for  140  children  and  adults  and  36  newborn  infants, 
doubling  the  present  capacity.  Four  new  operating 
rooms,  modernized  and  enlarged  delivery  rooms, 
demonstration  and  classrooms  for  student  nurses,  and 
new  facilities  for  the  pediatrics,  x-ray,  emergency, 
and  laboratory  departments  are  also  planned. 


Hospital  administrators  and  medical  men  will  be 
particularly  interested  in  “The  Case  of  Mrs.  Con- 


rad,” a new  March  of  Time  film  now  being  shown  to 
the  general  public  in  theaters  throughout  the  nation. 
The  film  tells  the  story  of  an  operation  from  the 
moment  the  family  doctor  suggests  hospitalization 
until  the  patient,  fully  recovered,  returns  to  her 
home.  It  touches  on  the  details  of  hospital  pro- 
cedure, the  work  of  the  medical  personnel  who  aid  in 
the  operation,  and  the  provision  of  hospitalization 
benefits,  such  as  those  provided  by  Associated  Hos- 
pital Service — New  York’s  Blue  Cross  Plan. 


According  to  the  139th  annual  report  of  the 
French  Benevolent  Society  of  New  York  and  the 
French  Hospital,  New  York  City,  inpatients  treated 
at  the  hospital  last  year  totaled  7,944,  as  against 
8,640  the  year  before.  The  outpatient  department 
reported  51,228  visits  in  1947,  against  53,724  in 
1946. 


Eighty-three  per  cent  of  this  year’s  graduating 
class  of  the  New  York  University  College  of  Medi- 
cine will  serve  internships  in  hospitals  of  Greater 
New  York,  Dean  Currier  McEwen  announced  at 
Last  Day  Exercises  of  the  College  in  June. 

“You  are  now  assuming,  along  with  thousands  of 
your  fellow  alumni,  the  responsibility  for  the  medical 
care  of  a large  part  of  this  community,”  Dr.  Mc- 
Ewen told  the  graduates.  “Over  the  years  it  has 
become  established  that  one  in  every  six  doctors 
practicing  in  Greater  New  York  received  his  training 
at  New  York  University  College  of  Medicine,  a rec- 
ord of  service  that  is  unique  among  medical  schools 
of  this  area.”  Of  the  132  graduates,  109  will  serve 
internships  in  Greater  New  York  hospitals,  and  61 
per  cent  of  this  109  will  serve  in  the  public  hospitals 
of  New  York  City,  he  said. 


The  Halloran  Veterans  Administration  Hospital 
in  Staten  Island  is  to  be  enlarged  in  bed  capacity  by 
one  third,  David  P.  Page,  deputy  V.A.  administra- 
tor, announced.  The  program  will  increase  the 
number  of  beds  from  1,125  to  1,500  by  January  1, 
Mr.  Page  said. 


Dr.  Harold  H.  Berman,  assistant  director  of  St. 
Lawrence  State  Hospital,  Ogdensburg,  and  Dr. 
William  R.  Carson  of  the  Potsdam  Hospital  staff  are 
conducting  a course  in  abnormal  psychology  for 
teachers  during  the  summer  session  at  Potsdam 
State  Teachers’  College.  The  major  emphasis  of 
the  course  is  on  behavior  disorders  of  children  with 
special  attention  to  school  problems,  illustrated  by 
actual  case  studies,  and  the  basis  of  psychiatric  ad- 
vice in  these  cases  with  emphasis  on  the  role  of  the 
teacher  in  both  recognition  and  follow-up  of  serious 
problems.  The  course  includes  an  historical  survey  of 
t he  humane,  legal,  and  scient  ific  aspects  of  and  a brief 
r6sum6  of  major  schools  of  psychopat  hology.  Demon- 
strations of  clinical  examples  of  major  mental  dis- 
orders are  held  at  St.  Lawrence  State  Hospital. 
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Elected 

Dr.  Emil  Goetsch,  retiring  as  director  of  the  sur- 
gery department  at  Long  Island  College  Hospital, 
Brooklyn,  after  29  years  of  service,  as  a member  of 
the  board  of  regents  of  the  hospital.  ...  As  president 
of  the  staff  of  Good  Samaritan  Hospital,  Suffern, 
Dr.  Emanuel  Freund,  Haverstraw. 

Appointed 

Dr.  Rulon  W.  Rawson,  former  associate  physician 
at  Massachusetts  General  Hospital,  Boston,  and 
assistant  professor  of  medicine  at  Harvard  Univer- 
sity, as  chief  of  the  division  of  clinical  investigation 
at  Memorial  Hospital  Center  for  Cancer  and  Allied 
Diseases,  New  York  City,  and  associate  professor  of 
medicine,  Cornell  University  Medical  College. 

Dr.  Freddie  Homburger,  associate  of  Sloan- 
Kettering  Institute  and  former  head  of  clinical  in- 
vestigation at  Memorial  Hospital,  New  York  City, 
as  research  professor  of  medicine  and  chief  of  the 
new  cancer  control  and  research  unit  at  Tufts  Col- 
lege, Boston. 

Former  chief  of  division  of  neuropsychiatry  at 
Montefiore  Hospital,  New  York  City,  Dr.  H.  Hous- 
ton Merritt  as  director  of  neurological  service,  at 


Presbyterian  Hospital’s  Neurological  Institute  and 
professor  of  neurology  at  Columbia  University,  Col- 
lege of  Physicians  and  Surgeons. 

Dr.  Hans  Kraus,  as  assistant  professor  of  clinical 
rehabilitation,  New  York  University  College  of 
Medicine,  and  director  of  muscle  re-education  and 
therapeutic  exercise  at  the  Institute  of  Rehabilita- 
tion and  Physical  Medicine,  New  York  University — 
Bellevue  Medical  Center. 

To  the  house  staff  at  Albany  Hospital,  Dr.  Dogan 
Perese,  of  Kirkaneli,  Turkey,  as  intern  in  surgery, 
and  Dr.  Hector  A.  Quesada,  Havana,  Cuba,  as  as- 
sistant resident  in  anesthesia. 

Six  resident  physicians  to  hospital  staff  of  Ellis 
Hospital,  Schenectady:  Dr.  Alfred  Walter  Lucas, 
Hornell,  Dr.  Jason  LaRue  Wiley,  Jr.,  Auburn,  and 
Dr.  Glen  E.  Cooley,  Schenectady,  surgery;  Dr. 
John  Daniel  Diorio,  Waterbury,  Connecticut,  and 
Dr.  George  E.  York,  Schenectady,  medicine;  Dr. 
Edward  B.  McCabe,  Rensselaer,  radiology;  Dr. 
Robert  A.  Berault,  Schenectady,  and  Dr.  Charles 
Poskanzer,  Albany,  pathology;  Dr.  Craig  Lyon 
Benjamin,  Schenectady,  obstetrics  and  gynecology; 
and  Dr.  David  Glenn  McFadden,  Thorndale, 
Canada,  orthopedic  surgery. 


NEW  DRUG  POSSIBLE  TB  REMEDY 

Trial  of  a new  drug  as  a possible  remedy  for  tuber- 
culosis is  getting  under  way,  Dr.  Alfred  Burger  of 
the  University  of  Virginia  announced  at  the  first 
national  medicinal  chemistry  symposium  sponsored 
by  the  American  Chemical  Society  in  Ann  Arbor, 
Michigan. 

The  drug  is  a Japanese  cousin  of  quinine,  called 
cepharanthine.  Several  drugs  derived  from  quinine 


have  been  studied  for  possible  use  in  tuberculosis 
but  only  cepharanthine  has  shown  any  promise,  Dr. 
Burger  said. 

It  was  first  isolated  in  Japan  shortly  before  the 
war.  It  is  now  available  in  this  country,  but  since 
the  studies  have  “barely  started,”  no  conclusions 
about  its  effectiveness  can  be  drawn  as  yet. — 
Science  News  Letter,  June  26, 1948 


VICTORY  OVER  CANCER  REPORTED  NEARER 


Victory  over  cancer  seems  nearer  in  view  of  ad- 
vances reported  by  Atomic  Energy  Commissioner 
Lewis  L.  Strauss  to  a Senate  appropriations  sub- 
committee. 

Cancer  patients,  however,  should  be  warned  not 
to  expect  immediate  benefits  from  these  advances. 
They  are  important  steps  along  the  road  to  victory, 
but  there  are  still  many  obstacles  to  overcome. 

One  advance  involves  the  injection  of  radioactive 
colloidal  gold,  from  the  atomic  pile  at  Oak  Ridge, 
directly  into  cancers.  This  brings  cancer-destroying 
beta  rays  from  millions  of  point  sources,  instead  of 
from  six  or  eight,  into  play  on  the  cancer.  It  means 
increased  cancer  destruction  with  less  damage  to 
surrounding  healthy  tissue.  Dr.  Paul  F.  Hahn  of 
Vanderbilt  University,  Nashville,  who  developed 
this  method  of  cancer  treatment,  is  as  enthusiastic 
as  any  true  scientist  allows  himself  to  be  in  the  first 
stages  of  a new  development.  But  he  does  not  say 
he  has  a cancer  “cure.”  More  time  must  elapse 
before  that  can  be  determined. 

Still  far  from  application  in  cancer  treatment  but 
impressive  in  its  possibilities  is  the  second  advance 


reported  by  Commissioner  Strauss.  This  consists 
in  successfully  getting  a cancer-destroying  radio- 
active chemical  to  go  directly  to  the  part  of  the  body 
desired,  without  any  dangerous  stops  in  healthy 
tissue.  The  success  has  been  achieved  in  the  case  of 
one  organ,  the  kidney,  and  so  far  applies  only  to 
rats,  mice,  and  rabbits.  The  chemical  used  is  radio- 
active iodine.  It  is  done  by  a kind  of  vaccination 
procedure.  Advantage  is  taken  of  the  fact  that  an 
animal  will  make  antibodies  to  tissues  of  another 
species  of  animal  when  these  get  into  the  first 
animal’s  body.  The  antibodies  are  specific.  If 
they  are,  for  example,  antirat  kidney,  they  will  go 
straight  to  the  rat’s  kidney  when  injected  -into  a 
rat.  When  mixed  with  radioactive  iodine,  they 
take  this  chemical  along  with  them.  The  hope 
now  is  that  the  technic  can  be  applied  to  directing 
radioactive  chemicals  to  cancers  in  the  human  body. 
The  work  leading  to  this  advance  was  done  by  Drs. 
David  Pressman  and  Geoffrey  Keighley  of  California 
Institute  of  Technology,  now  at  Memorial  Hos- 
pital’s Sloan-Kettering  Institute  in  New  York. — 
Science  News  Letter,  June  26, 1948 
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Postgraduate  Courses  for  Naval  Reserve  Officers 


T TNDER  the  auspices  of  the  Commandant,  two 
postgraduate  courses  (one  in  medicine  and  one 
in  surgery)  will  be  offered  at  the  U.S.  Naval  Hos- 
pital, St.  Albans,  Long  Island,  during  the  month 
of  October,  1948. 

These  courses  are  intended  to  engender  further- 
ance of  interest  in  the  Naval  Reserve  preparedness 
plan,  and  will  feature  as  many  medicomilitary  sub- 
jects as  possible  in  the  allotted  time.  Lecturers 
will  be  drawn  from  the  Hospital’s  consultant  and 
staff  physicians,  Army  and  Navy  Medical  Depart- 
ments, Public  Health  Service,  and  outstanding 
civilian  physicians. 


Participation  of  Naval  Reservists  will  be  under 
two  classifications:  (1)  Naval  Reserve  officers 

(organized  and/or  volunteer)  who  request  14  days’ 
training  duty  with  pay  and  allowance,  and  (2) 
Naval  Reserve  officers  who  volunteer  to  give  one  or 
two  lectures,  demonstrations,  etc.  They  will 
receive  appropriate-duty  pay. 

Prior  to  arranging  these  postgraduate  courses, 
inquiries  are  requested  from  Naval  Reserve  officers 
who  tentatively  intend  taking  them.  These  in- 
quiries may  be  addressed  to  Captain  M.  Brooks, 
Federal  Office  Building,  90  Church  Street,  New 
York  7,  New  York. 


New  York  University  Inaugurates  Series  of  Health  Education  Institutes 


A NNOUNCEMENT  has  been  made  of  the 
inauguration  of  a series  of  annual  Health 
Education  Institutes  under  the  sponsorship  of  the 
School  of  Education,  New  York  LIniversity.  The 
first  of  these  Institutes  to  be  held  this  summer  from 
August  16  to  September  3,  1948,  under  the  Depart- 
ment of  Physical  Education  and  Health,  School  of 
Education,  in  cooperation  with  American  Associa- 
tion for  the  Advancement  of  Science,  the  Research 
Council  on  Problems  of  Alcohol,  and  other  national 
agencies,  will  be  devoted  to  problems  in  alcohol 
education. 

The  Alcohol  Education  Institute  at  New  York 
University  will  be  staffed  by  outstanding  scientific 
authorities  throughout  the  country,  in  addition  to 
national  leaders  in  education  on  the  University 
faculty. 

These  lecturers  will  include,  among  others,  the 


following:  Dr.  Ralph  S.  Banay,  research  associ- 
ate, Department  of  Neurology,  Columbia  Univer- 
sity; Dr.  I.  Jay  Brightman,  assistant  director, 
Division  of  Medical  Services,  New  York  State 
Department  of  Health;  Brigadier  General  Chester 
R.  Brown  of  the  Salvation  Army;  Dr.  Anton  J. 
Carlson,  professor  emeritus  of  physiology,  Univer- 
sity of  Chicago;  Senator  James  E.  Gardner  of  the 
state  of  Virginia;  Dr.  II.  B.  Haag,  professor  of 
pharmacology,  dean  of  the  Medical  School  of  the 
Medical  College  of  Virginia;  Mr.  Joseph  Hirsh, 
acting  director,  Research  Council  on  Problems  of 
Alcohol,  New  York;  Edward  J.  McGoldrich,  Jr., 
director,  City  of  New  York  Bureau  of  Alcoholic 
Therapy;  Dr.  Mary  Jane  Sherfey,  instructor  in 
psychiatry,  Cornell  University  Medical  College, 
and  Rev.  Alson  J.  Smith,  Roxbury  Methodist 
Church,  Stamford,  Connecticut. 


Cornell  University  Medical  College  Offers  Graduate  Instruction  in  Internal  Medicine 


C^ORNELL  University  Medical  College  is  now 
offering  graduate  instruction  in  internal  medicine 
and  neurology.  The  teaching  facilities  of  the 
Second  (Cornell)  Medical  Division,  Bellevue  Hos- 
pital, New  York  City,  comprising  145  beds,  are 
devoted  exclusively  to  this  work.  The  instructors 
are  members  of  the  faculty  of  Cornell  University 
Medical  College. 

The  course  is  designed  to  give  practical  instruction 
in  the  subjects  of  internal  medicine,  neurology,  and 
pathologic  physiology.  The  work  consists  of  daily 
bedside  study  of  patients  on  the  medical  and  neuro- 
logic wards.  Each  physician  is  assigned  a series  of 
patients  and  cooperates  with  the  resident  and 
attending  staff  in  their  care.  A limited  number  of 
men  may  obtain  special  training  in  cardiology, 
hematology,  diabetes,  endocrinology  and  gastro- 
intestinal diseases  in  the  special  clinics  of  the  Out- 
patient. Department.  All  students  receive  practical 
instruction  in  electrocardiography. 

The  bedside  teaching  is  supplemented  by  con- 
ferences each  week  to  cover  morbid  anatomy, 
clinical  medicine,  gastroenterology,  pulmonary 
disease,  and  the  surgical  aspects  of  medical  problems. 


The  teaching  program  is  a continuous  one  and 
physicians  are  admitted  on  the  first  of  each  month 
as  vacancies  occur.  For  any  one  individual,  the 
course  is  of  either  three  months’  or  six  months’ 
duration.  The  three  months’  course  may  include 
six  weeks  of  neurology  and  six  weeks  of  medicine  or 
may  be  limited  entirely  to  medicine.  The  maximum 
number  of  physicians  registered  in  the  course  at  any 
one  time  will  be  limited  to  25. 

An  examination  is  offered  by  the  Department  of 
Medicine,  Cornell  University  Medical  College,  at 
the  end  of  the  course.  Successful  completion  of  this 
examination  and  satisfactory  ratings  by  individual 
tutors  will  be  required  of  those  who  desire  credit  in 
partial  fulfillment  of  the  requirements  of  the 
American  Board  of  Internal  Medicine. 

For  admission,  each  applicant,  is  required  to 
submit  a transcript  of  medical  school  record  and 
information  about  hospital  training  and  military 
service. 

Inquiries  and  applications  should  be  addressed  to 
Dr.  John  E.  Deitrick,  director,  Second  (Cornell) 
Medical  Division,  Bellevue  Hospital,  First  Avenue 
and  Twenty-sixth  Street,  New  York  16,  New  York. 
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Cutter  Laboratories  Resumes  Shipments 


A NNOUNCEMENT  that  Cutter  Laboratories, 
-CL  Berkeley,  California,  is.  ready  to  resume  ship- 
ment of  Cutter  solutions  from  its  Berkeley  and 
branch  warehouses  was  made  Monday,  June  21,  by 
Fred  A.  Cutter,  vice-president  of  the  organization. 

The  full  text  of  Mr.  Cutter’s  statement  is  as 
follows : 

We  are  now  ready  to  resume  shipment  of 
Cutter  solutions  from  our  Berkeley  and  branch 
warehouses. 

We  wish  we  could  tell  you  that  the  cause  of  the 
contamination  is  now  definitely  known.  We 
cannot  truthfully  do  so.  In  the  six  weeks  since 


we  recalled  our  solutions,  hundreds  of  thousands 
of  flasks  have  been  critically  examined.  Every 
piece  of  equipment  and  every  instrument  was 
meticulously  checked.  There  was  no  evidence  of 
equipment  or  instrument  failure,  and  we  could 
not  definitely  confirm  closure  failure  or  any  other 
cause. 

We  can  assure  you,  however,  that  not  a single 
bottle  which  was  clear  on  visual  inspection  has 
been  found  to  be  contaminated,  and  that  we  will 
continue  to  do  everthing  in  our  power  to  assure 
the  safety  that  has  been  the  cornerstone  of  our 
existence  and  growth  for  over  fifty  years. 


I 


Conference  of  State  Health  Officers  and  Public  Health  Nurses  Held 


THE  44th  annual  conference  of  New  York  State 
health  officers  and  public  health  nurses  was  held 
at  Saratoga  Springs  from  July  21  to  23,  with  a 
program  planned  to  place  emphasis  on  four  general 
fields  of  public  health  interest  : tuberculosis  control, 
nutrition  in  public  health,  development  of  county 
health  departments,  and  health  officers. 

At  the  opening  session,  with  Dr.  Herman  E. 
Hilleboe,  State  commissioner  of  health,  presiding, 
addresses  were  given  by  Dr.  Leonard  Scheele,  sur- 
geon general  of  the  U.S.  Public  Health  Service, 
and  Dr.  Leo  F.  Simpson,  president  of  the  Medical 
Society  of  the  State  of  New  York.  Dr.  Austin  M. 
Brues,  director  of  the  biology  division,  Argonne 
National  Laboratory,  Chicago,  also  spoke,  on 
‘‘The  Public  Health  Aspects  of  Total  Body  Irradia- 
tion.” 

Presiding  officers,  speakers,  and  topics  discussed 
in  the  four  sessions  included: 

Tuberculosis — Dr.  William  A.  Brumfield,  deputy 
commissioner  of  health,  presiding:  Mr.  William 
Steenken,  Jr.,  head  of  Trudeau  Laboratory,  Tru- 
deau, “The  Role  of  the  Laboratory  in  Tuberculosis 
Research”;  Dr.  William  Roemmich,  Minneapolis, 
Minnesota,  “Analysis  of  Follow-up  in  a City-wide 
Chest  X-ray  Survey,”  and  Dr.  Walsh  McDermott, 
New  York  Hospital,  New  York  City,  “Strepto- 
mycin— Its  Present  Status  in  Tuberculosis  Treat- 
ment.” 

Nutrition — Dr.  Hilleboe  presiding:  Dr.  Frederick 
J.  Stare,  department  of  nutrition,  Harvard  Univer- 
sity School  of  Public  Health,  Boston,  “Education  in 
Nutrition  for  Public  Health  Personnel”;  Professor 
Leonard  A.  Maynard,  director,  School  of  Nutrition, 


Cornell  LTniversity,  Ithaca,  “Present  Nutrition 
Research  Trends  and  Their  Application  to  Public 
Health,”  and  Dr.  W.  H.  Sebrell,  chief,  Division  of 
Physiology,  U.S.  Public  Health  Service,  Washington, 
D.C.,  “United  States  Public  Health  Service  Pro- 
gram in  Nutrition.” 

County  health  departments — Dr.  Brumfield  pre- 
siding: Dr.  Harry  S.  Mustard,  commissioner  of 

health,  New  York  City  Department  of  Health, 
“County  Health  Departments — Past,  Present,  and 
Future”;  Dr.  Vlado  A.  Getting,  commissioner  of 
public  health,  Massachusetts  Department  of  Public 
Health,  Boston,  “Functions  of  a County  Health 
Department,”  and  Dr.  Ernest  L.  Stebbins,  pro- 
fessor of  public  health  administration.  School  of 
Hygiene  and  Public  Health,  Johns  Hopkins  Univer- 
sity, Baltimore,  Maryland,  “What  the  County 
Health  Department  Does  for  the  Community.” 

Health  officers — Dr.  George  E.  Sanders,  president, 
New  York  State  Health  Officers’  Association,  pre- 
siding: Dr.  Berwyn  F.  Mattison,  health  commis- 
sioner, Erie  County  Health  Department,  Buffalo, 
“Problems  of  Organizing  a New  County  Health 
Department”;  Dr.  C.  A.  Sargent,  health  commis- 
sioner, Syracuse  City  Health  Department,  “The 
Integration  of  School  Health  Services  in  the  County 
Health  Department  Program”;  Dr.  Chester  A. 
Hicks,  director  of  public  health,  New  Rochelle 
City  Health  Department,  “The  Building  of  a City 
Health  Department  with  the  Help  of  State  Aid 
Legislation,”  and  Dr.  William  A.  Holla,  health 
commissioner,  Westchester  County  Health  Depart- 
ment, “Mental  Hygiene  Services  as  Part  of  a County 
Health  Department.” 


Dr.  James  R.  Reuling  Elected  A.M.A.  Vice-Speaker 


DR.  JAMES  R.  REULING,  Bayside,  treasurer 
of  the  Medical  Society  of  the  State  of  New 
York  and  delegate  to  the  American  Medical  Associa- 
tion, was  elected  Vice-speaker  of  the  A.M.A.,  at 
the  97th  annual  session  held  from  June  21  to  25, 
in  Chicago. 

Dr.  R.  L.  Sensenich,  South  Bend,  Indiana,  was 
installed  as  president  of  the  A.M.A.  for  the  coming 


year,  and  Dr.  Ernest  Edward  Irons,  Chicago,  was 
chosen  as  president-elect. 

Dr.  Irons  will  take  office  at  the  1949  meet- 
ing, to  be  held  in  Atlantic  City,  New  Jersey,  from 
June  6 to  10. 

The  1950  session  will  be  held  in  San  Franciso, 
and  the  1951  session  in  Atlantic  City,  the  A.M.A. 
House  of  Delegates  voted. 
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New  Book  on  Tuberculosis  Distributed 


PROVISION  of  adequate  personal  service  and 
relief  for  tuberculous  families  is  discussed  in  a 
pamphlet  written  by  Bailey  B.  Burritt  and  recently 
ublished  by  the  State  Charities  Aid  Association 
tate  Committee  on  Tuberculosis  and  Public 
Health. 

Entitled  Life,  Death  and  Tuberculosis  As  Affected 
by  the  Standard  of  Living,  this  new  16-page  pamphlet 
emphasizes  the  importance  of  the  human  element  in 
tuberculosis  control  and  deals  with  specific  health 
and  welfare  problems  of  tuberculous  individuals  and 
their  families. 

In  presenting  his  concepts  for  dealing  with  the 
tuberculous  patient  and  his  family,  Mr.  Burritt 


shows  the  need  for  strengthening  social  and  eco- 
nomic standards  of  living  as  an  essential  part  of  suc- 
cessful treatment  of  tuberculosis.  He  further  points 
out  that  a considerable  number  of  patients  leaving 
hospitals  against  advice  and  the  number  of  patients 
with  active  tuberculosis  still  at  large  in  the  com- 
munity are  evidences  of  failure  to  secure  the  co- 
operation of  patients  and  their  families  in  protecting 
themselves  and  their  community  by  treatment. 

The  pamphlet  makes  specific  suggestions  for 
public  health  and  public  welfare  officials  and  volun- 
tary tuberculosis  workers  with  regard  to  their  co- 
operation in  securing  adequate  personal  service  and 
relief  for  tuberculous  families. 


t 


New  York  Exhibitors  Receive  Awards  at  A.M.A.  Convention 


SEVERAL  certificates  of  merit  and  honorable 
mentions  were  received  for  scientific  exhibits 
shown  by  New  York  State  physicians  at  the  97th 
annual  session  of  the  American  Medical  Association, 
held  in  Chicago  in  June. 

In  Group  I,  for  exhibits  of  individual  investiga- 
tion, judged  on  the  basis  of  orginality  and  excellence 
of  presentation,  certificates  of  merit  were  awarded  to 
Dr.  Richard  H.  Lyons,  Syracuse  LTniversity  Medical 
School,  for  the  exhibit,  “Autonomic  Blockade  with 
Tetraethylammonium,”  and  to  Dr.  David  Lehr, 
New  York  Medical  College,  Flower  and  Fifth 
Avenue  Hospitals,  New  York  City,  for  the  exhibit 
on  “Low  Toxicity  of  Sulfonamide  Combinations.” 

In  Group  I,  honorable  mentions  were  awarded  to 
Dr.  Helen  Ollendorff  Curth,  Columbia  University 
College  of  Physicians  and  Surgeons,  New  York 
City,  on  “Cancer  and  Acanthosis  Nigricans,” 


and  to  Drs.  Irving  S.  Wright,  Charles  D.  Marple, 
and  Dorothy  F.  Beck,  Committee  for  the  Evalua- 
tion of  Anticoagulants  in  the  Treatment  of  Coronary 
Occlusion  with  Myocardial  Infarction,  American 
Heart  Association,  New  York  City,  on  “Anticoagu- 
lants in  the  Treatment  of  Coronary  Occlusion  with 
Myocardial  Infarction.” 

Awards  in  Group  II,  for  exhibits  which  did  not 
exemplify  purely  experimental  studies,  judged  on 
the  basis  of  excellence  of  presentation  and  correla- 
tion of  facts,  included  honorable  mentions  to  Dr. 
Michael  A.  Rubinstein,  Montefiore  Hospital,  New 
York  City,  on  “Multiple  Myeloma — Its  Relation  to 
Leukemia,”  and  to  Drs.  John  D.  Stewart,  Sidney 
M.  Schaer,  W.  H.  Potter,  and  Alfred  J.  Massover, 
University  of  Buffalo  School  of  Medicine,  Buffalo, 
on  “Management  of  Massively  Bleeding  Gastroduo- 
denal Ulcer.” 


Public  Health  Officers  Attend  World  Assembly 


FIVE  commissioned  officers  of  the  Public  Health 
Service  are  included  in  the  17-member  delegation 
from  the  United  States  to  the  first  World  Health 
Assembly  which  opened  in  Geneva,  Switzerland, 
June  24. 

Chief  delegate  from  the  United  States  is  Dr. 
Thomas  Parran,  special  consultant  of  the  Inter- 
national Children’s  Emergency  Fund  of  the  United 
Nations  and  former  Surgeon  General  of  the  Public 
Service. 

Alternate  delegates  to  the  Assembly  include  Dr. 


James  A.  Doull,  chief  of  the  Office  of  International 
Health  Relations,  and  Dr.  H.  Van  Zile  Hyde,  now  on 
detail  to  the  Department  of  State  from  the  Public 
Health  Service. 

Among  the  special  advisers  to  the  United  States 
delegation  are  Miss  Lucile  Petry,  chief,  Division  of 
Nursing,  who  will  serve  as  consultant  in  the  field 
of  nursing,  and  Dr.  Morton  Kramer,  chief  of  in- 
formation and  research,  Office  of  International 
Health  Relations,  adviser  on  relationships  with  the 
United  Nations. 


State  Broadens  Occupational  Therapy  Program 


EXTENSION  of  occupational  therapy  to  all 
patients  whom  it  can  benefit  in  the  26  hos- 
pitals and  schools  of  the  New  York  State  Department 
of  Mental  Hygiene  has  been  made  possible  by  the 
provision  of  209  new  positions,  Dr.  Frederick  Mac- 


Curdy,  commissioner  of  men talf  hygiene,  announced 
recently.  He  added  that  the  positions  were  avail- 
able as  of  the  first  of  June  through  funds  recom- 
mended by  Governor  Dewey  in  his  1948-1949 
budget  and  subsequently  approved  by  the  State 
Legislature. 


August  1,  1948] 
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MEETINGS 

FUTURE 


'Bureau  of  Social  Hygiene,  New  York  City  Depart- 
ment of  Health 

A comprehensive  series  of  lectures  and  demon- 
strations on  the  diagnosis,  treatment,  and  manage- 
ment of  venereal  diseases  will  start  at  the  New  York 
City  Department  of  Health  on  Saturday  morning, 
September  18.  There  will  be  14  weekly  meetings 
presided  over  by  experts  in  the  various  special  fields 
•of  venereal  disease  control.  Sessions  will  start  at 
10:30  a.m.,  and  will  be  held  in  the  second  floor 
auditorium  of  the  Health  Department,  125  Worth 
Street,  New  York  City. 

The  schedule  of  lectures  includes:  September 
18 — “Practical  Aspects  of  Immunity  in  Venereal 
Disease’’;  September  25 — “Treatment  of  Gonor- 
rhea”; October  2 — “The  Public  Health  Nurse’s 
Part  in  the  Venereal  Disease  Control  Program”; 
October  9 — “Treatment  of  Early  Syphilis”;  October 
16 — “Late  and  Latent  Syphilis”;  October  23 — 
“Interviewing  the  Venereal  Disease  Patient”; 
October  30 — “Cardiovascular  Syphilis”;  November 
6 — “Treatment  of  Neuorosyphilis” ; November  13 — 
“Human  Relations  and  the  Venereal  Disease 
Patient”;  November  20 — “Workmen’s  Compensa- 
tion Aspects  of  Venereal  Disease”;  November  27 — 
“Interpretation  of  Serologic  Reports”;  December 
4 — “Advances  in  the  Treatment  of  Minor  Venereal 
Disease”;  December  11 — “Syphilis  in  Pregnancy,” 
and  December  18— “Differential  Diagnosis  of  Early 
Syphilis.” 

Central  Association  of  Obstetricians  and  Gyne- 
cologists 

The  16th  annual  meeting  of  the  Central  Associa- 
tion of  Obstetricians  and  Gynecologists  will  be  held 
September  23,  24,  and  25,  in  Denver,  Colorado. 
Headquarters  will  be  at  the  Shirley-Savoy  Hotel. 
Further  information  may  be  obtained  from  Dr. 
John  I.  Brewer,  secretary-treasurer,  24  West  Ohio 
Street,  Chicago  10,  Illinois. 


National  Committee  for  Mental  Hygiene 

The  annual  meeting  of  the  National  Committee 
for  Mental  Hygiene  will  be  held  November  3 and  4 
at  the  Hotel  Pennsylvania,  New  York  City,  with  a 
program  consisting  of  four  scientific  sessions  during 
the  morning  and  afternoon  meetings,  a business 
luncheon  on  the  first  day,  and  the  annual  luncheon 
on  the  second  day,  at  which  the  presentation  of  the 
Lasker  Award  will  be  made  and  the  ten-year  national 
program  for  mental  health  discussed. 

Further  information  may  be  obtained  from  the 
National  Committee  for  Mental  Hygiene,  1790 
Broadway,  New  York  19,  New  York. 

American  Public  Health  Association 

The  76th  annual  meeting  of  the  American  Public 
Health  Association  will  take  place  from  November 
8 to  12  in  Boston,  Massachusetts.  Representatives 
from  all  parts  of  the  United  States,  from  Canada, 
Cuba,  and  Mexico,  and  from  Latin  American  coun- 
tries will  attend.  Delegates  from  Europe  and 
Asia  are  also  expected. 

Meeting  with  the  American  Public  Health  As- 
sociation will  be  many  related  organizations,  in- 
cluding: American  School  Health  Association, 

Association  of  Maternal  and  Child  Health  and 
Crippled  Children’s  Directors,  Association  of 
Reserve  Officers  of  the  U.S.  Public  Health  Service, 
Association  of  State  and  Territorial  Health  Officers, 
Conference  of  Municipal  Public  Health  Engineers, 
Conference  of  Professors  of  Preventive  Medicine, 
Conference  of  State  and  Provincial  Public  Health 
Laboratory  Directors,  Conference  of  State  Directors 
of  Health  Education,  Council  of  State  Directors 
of  Public  Health  Nursing,  National  Committee 
of  Health  Council  Executives,  and  Public  Health 
Cancer  Association. 

Further  information  may  be  obtained  from  the 
executive  secretary,  Dr.  Reginald  M.  Atwater, 
1790  Broadway,  New  York  19,  New  York. 


PERSONALITIES 


Honored 

Dr.  Robert  Emery  Brennan,  director  of  surgery, 
New  Yi®rk  Polyclinic  Medical  School  and  Hospital, 
who  has  been  associated  with  the  institution  for 
many  years,  by  the  Board  of  Trustees  who  have 
named  <Gne  of  the  operating  rooms  “The  Brennan 
Operating  Room”... The  late  Dr.  DeWitt  C. 
Romaine,  by  a bequest,  in  his  sister’s  will,  to  Colum- 
bia University  College  of  Physicians  and  Surgeons 
of  8140,000  for  medical  research;’  will  be  used  to  set 
up  the  Dr.  DeWitt  C.  Romaine  Fellowship,  to 
investigate  diseases  of  the  blood  system  and  other 
medical  problems. 

Awarded 

Dr.  George  G.  Deaver,  professor  of  clinical  re- 
habilitation and  physical  medicine  at  New  York 
University  College  of  Medicine  and  a member  of 
the  medical  staff  of  the  Institute  of  Rehabilitation 
and  Physical  Medicine  of  the  New  York  University- 
. Bellevue  Medical  Center,  the  Medal  for  Merit 


by  President  Harry  S.  Truman  for  “his  pioneer 
work  in  the  field  of  rehabilitation”. . .Dr.  Frederick 
Lee  Liebolt,  New  York  City,  attending  surgeon 
and  associate  professor  of  orthopedic  surgery  at  the 
New  York  Hospital-Cornell  University  Medical 
Center,  the  honorary  degree  of  doctor  of  laws  from 
the  University  qf  Arkansas. 

Appointed 

To  emeritus  status  at  Columbia  University,  New 
York  City,  Dr.  William  II.  McCastline,  University 
medical  officer  emeritus,  and  Walter  W.  Palmer, 
Bard  professor  emeritus  of  medicine. 

Dr.  II.  Houston  Merritt,  former  chief  of  the  divi- 
sion of  neuropsychiatry,  Montefiore  Hospital,  New 
York  City,  as  professor  of  neurology  and  executive 
officer  of  the  department  of  neurology  of  the  Faculty 
of  Medicine  of  Columbia  University,  and  as  director 
of  the  neurological  service  and  attending  neurologist, 
Neurological  Institute,  Presbyterian  Hospital. 
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Dr.  Marjory  J.  Nelson,  chief  medical  inspector 
in  the  Mount  Vernon  public  schools  since  1944, 
as  Barnard  College  physician,  succeeding  Dr. 
Gulielma  F.  Alsop,  who  retired  June  20  after  serving 
as  college  doctor  for  35  years . . . Dr.  Edward  D. 
Palmes,  as  assistant  professor  of  preventive  medi- 
cine, New  York  University  College  of  Medicine, 
assigned  to  the  Laboratory  of  Industrial  Toxicology, 
initial  unit  of  the  Institute  of  Industrial  Medicine. 

Dr.  John  J.  Powers,  Albany,  as  Albany  Fire 
Department  surgeon,  to  succeed  Dr.  Francis  B. 
Maguire,  resigned.  . .Dr.  Clyde  L.  Randall,  Buffalo, 
as  a member  of  the  State  board  of  medical  examiners, 
by  the  New  York  State  Board  of  Regents;  chief 
obstetrician  at  Buffalo  General  Hospital  and  pro- 
fessor of  obstetrics  at  the  University  of  Buffalo 
School  of  Medicine.  Dr.  Randall  succeeds  Dr. 
James  K.  Quigley  of  Rochester,  who  resigned. 

Elected 

Dr.  Vincent  E.  Fischer,  Rochester,  as  first  vice- 
president  of  the  New  York  Shite  Academy  of  General 
Practice.  . .Dr.  Clement  J.  Hendron,  Troy,  as 
president  of  the  Albany  Medical  College  Alumni 
Association.  . .Dr.  Irwin  I.  Lubowe,  New  York 
City,  to  Fellowship  in  the  American  College  of 
Allergists. 

To  membership  in  the  Rensselaer  Polytechnic 
Institute  chapter  of  "Sigma  Xi,  national  honorary 
scientific  society,  L>r.  John  C.  McClintock,  Albany. 


Speakers 

Dr.  Robert  J.  Booher,  assistant  attending  surgeon, 
Memorial  Hospital  for  Cancer  and  Allied  Diseases, 
and  surgeon  to  the  Pack  Medical  Group,  New  York 
City,  at  the  annual  meeting  of  the  Newfoundland 
Medical  Association  held  in  St.  Johns,  Newfound- 
land, from  July  6 to  10,  on  “The  Diagnosis  and 
Surgical  Management  of  Gastric  Tumors”  and 
"The  Diagnosis  and  Management  of  Tumors  of 
Soft  Somatic  Tissues” . . . Dr.  Henry  W.  Kaessler, 
Bronxville,  pediatric  consultant  at  Grasslands, 
Mount  Vernon,  and  Lawrence  Hospitals,  on  the 
Planned  Parenthood  broadcast  over  Station  WFAS, 
White  Plains,  May  27. 

New  Offices 

Dr.  George  Anderson,  veteran  of  five  years’  serv- 
ice in  the  U.S.  Navy  Medical  Corps,  general 
practice  in  Ballston  Spa.  . .Dr.  Mary  A.  Fyala, 
practice  of  pediatrics  in  Binghamton.  . .Dr.  Walter 
P.  Gage,  who  served  during  the  war  as  colonel  in 
charge  of  the  surgical  service  of  the  199th  General 
Hospital,  practice  of  gynecology  and  obstetrics  in 
Cold  Spring.  . .Dr.  Robert  V.  Persson,  of  Newton 
Falls  and  Star  Lake,  general  practice  and  practice 
of  obstetrics  in  Potsdam.  . .Dr.  Alfred  A.  Scharbius, 
practice  of  medicine  and  surgery  in  Smithtown 
Branch... Dr.  Joseph  Young,  New  York  City, 
general  practice  in  Lake  Huntington.  . .Dr.  Clifford 
J.  Zeiss  and  his  wife,  Dr.  Ethel  M.  Naughton,  general 
practice  in  Valley  Stream. 


OFT  IN  THE  STILLY  NIGHT 

The  public,  according  to  complaints  received  by 
the  American  Medical  Association,  believes  that  it  is 
not  getting  the  service  it  requires  from  its  doctors. 
A particular  grievance  is  the  difficulty — on  occasions 
the  impossibility — of  obtaining  emergency  medical 
service  at  night. 

For  various  reasons  a reactionary  attitude  toward 
self-sacrifice  has  set  in  since  the  war.  The  devotion 
to  a common  cause  in  those  soul-trying  years  ele- 
vated many  persons  to  a heroic  state  of  mind.  Now, 
at  least  in  this  country,  “We  the  people”  are  de- 
manding the  pay-off.  We  want  things  material, 
and  we  want  them  now. 

The  medical  profession  must  bear  its  share  of  this 
failure  to  see  eye  to  eye  and  clearly.  In  too  many 
phases  of  its  work  there  has  been  an  increasing 
divergence  from  the  public  interest  rather  than  an 
improved  cordialty  in  public  relations.  The  trend 
t oward  socialization  has  been  a trend  also  toward  t he 
impersonalization  of  medical  service. 

During  the  war,  (SO  per  cent  of  the  nation’s 
physicians — and  they  comprised  the  older  group — 
remained  at  home,  assuming  their  absent  colleagues’ 
duties.  They  were,  on  the  whole,  overworked,  but, 


on  the  whole,  as  old-timers  they  accepted  the  re- 
sponsibilities that  appeared  to  them  to  be  part  of 
the  obligat  ions  of  a career  of  service.  Many  of  them 
now  believe  that  ot hers  should  bear  the  extra  burden, 
and  this  is  what  the  others  seem  unwilling  to  under- 
take. The  youngsters  seem  to  have  failed  to  acquire 
the  idea  that  they  have  accepted  a calling. 

If  an  obligation  implicit  in  the  practice  of  med- 
icine now  fails  of  spontaneous  fulfillment,  however, 
some  organized  measures  must  be  taken  to  provide 
what  is  lacking.  The  American  Medical  Association 
suggests  that  county  medical  societies  or  urban 
groups  maintain  telephone'  exchanges  that  will  ac- 
cept the  responsibility  for  locating  physicians  avail- 
able for  emergency  calls. 

The  majority  of  the  older  practitioners  have  led 
lives  so  organized  that  they  were  never,  year  after 
year,  “off  call”  without  a substitute  constantly 
available. 

It  is  one  of  the  responsibilities  that  those  who 
care  for  the  sick  have  accepted  and  must  continue 
to  accept:  Those  for  whom  they  care  must 

never  be  abandoned. — The  New  England  Journal 
of  Medicine , May  6,  19^8 


WOMAN  S AUXILIARY 


TO  THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

COUNTY  NEWS 


Allegany  County 

Mrs.  E.  Stanley  Webster,  Friendship,  was  re- 
elected president  of  the  Auxiliary  to  the  Allegany 
County  Medical  Society,  at  a meeting  held  in  May 
at  the  St.  James  Hotel,  Cuba.*  Also  re-elected  to 
office  were  Mrs.  Loren  Bly,  Cuba,  vice-president, 
and  Mrs.  E.  W.  Briggs,  Wellsville,  secretary- 
treasurer. 

At  the  last  meeting,  of  the  group,  held  July  8 in 
Cuba,  plans  were  made  for  a charity  card  party  to  be 
held  in  September  at  the  Bolivar  fountry  Club. 
The  Auxiliary’s  nursing  scholarship  fund  will 
benefit. 

Broofne  County 

At  the  annual  meeting  of  the  Broome  County 
Auxiliary,  held  in  June  at  Lawson’s  Town  House, 
Binghamton,  Mrs.  Windsor  It.  Smith  was  re-elected 
president  for  the  coming  year.  In  addition  to  the 
election  of  officers,  reports  of  the  convention  were 
made,  and  yearly  reports  of  committees  were  mimeo- 
graphed and  distributed  to  members.  A luncheon 
was  held  in  conjunction  with  the  meeting. 

A'  report  was  given  on  a visit  of  several  members 
at  a meeting  of  the  Onondaga  County  Auxiliary,  in 
Syracuse. 

The  group  will  offer  a nursing  scholarship  fund 
this  fall  to  a Broome  County  applicant. 

Columbia  County 

Members  of  the  1 048  graduating  class  of  the 
School  of  Nursing  of  the  Hudson  City  Hospital, 
and  Miss  Helena  Klassen,  director  of  nursing  at  the 
hospital,  were  guests  of  honor  at  a luncheon  of  the 
Columbia  County  Auxiliary,  held  June  1 in  connec- 
tion with  the  annual  meeting,  in  Hudson. 

Mrs.  Ralph  F.  Spencer,  president,  was  in  charge 
of  the  business  meeting  which  preceded  the  luncheon. 

Erie  County 

Mrs.  Ralph  Upson,  Snyder,  took  office  as  president 
of  the  Erie  County  Auxiliary,  succeeding  Mrs. 
Arthur  Lawton  Bennett,  at  a luncheon  meeting, 
May  25,  in  Buffalo.  Other  new  officers  are:  Mrs. 
Clarence  J.  Durshordwe,  president-elect;  Mrs. 
Roland  B.  Carr,  first  vice-president;  Mrs.  Elmer 
A.  1).  Clarke,  second  vice-president;  Mrs.  Charles 
R.  Borzilleri,  Jr.,  recording  secretary;  Mrs.  George 
F.  Marquis,  corresponding  secretary;  Mrs.  Victor 
L.  Cohen,  treasurer,  anti  Mrs.  John  D.  Naples, 
director  for  three  years. 

Mrs.  Carr,  delegate  to  the  State  convention, 
gave  a detailed  report  of  the  meetings,  and  the 
chairmen  of  standing  committees  gave  their  annual 
reports. 

At  a recent  meeting  of  the  Chautauqua  County 
Auxiliary,  Mrs.  Bennett,  Mrs.  Durshordwe,  and 
Mrs.  Lee  R.  Sanborn,  editor  of  The  Distaff,  publica- 
tion of  the  State  Auxiliary,  were  guests,  giving  help 
and  suggestions  for  various  projects. 

On  June  16,  Mrs.  Upson,  the  new  president,  held  a 
business  meeting,  at  which  Mrs.  Norman  F.  Graser, 
program  chairman,  announced  plans  for  a benefit. 


party  in  October  for  the  project  fund.  The  Auxil- 
iary’s project  will  be  the  maintenance  of  two  scholar- 
ship loans  for  student  nurses. 

Fulton  County 

Under  the  direction  of  Mrs.  Herbert  Hageman, 
retiring  president,  the  Fulton  County  Auxiliary 
had  an  active  year,  with  a guest  speaker  for  each 
monthly  meeting.  These  included  Mrs.  Thomas  E. 
Bullard,  Schuylerville,  who  spoke  on  “Fifty  Years  a 
Doctor’s  Wife,”  and  a British  exchange  teacher, 
Miss  R.  E.  Ross,  who  spoke  on  the  practice  of 
medicine  in  England  and  the  panel  system  of 
medical  practice. 

As  an  Auxiliary  project,  medical  supplies,  valued 
at  8260,  were  collected  for  shipment  overseas. 
Another  collection  of  medical  supplies  is  planned 
for  the  fall. 

The  summer  meeting  of  the  Auxiliary  will 
include  a picnic  at  the  summer  camp  of  Mrs.  Harriet 
Pannaci,  Caroga  Lake. 

Mrs.  R.  E.  Kunkel  is  the  new  president  of  the 
group. 

Kings  County 

The  first  meeting  of  the  new  year  will  be  called 
by  the  president  of  the  Kings  County  Auxiliary, 
Mrs.  Charles  E.  Scofield,  on  September  14.  No 
summer  meetings  will  be  held. 

A bridge  and  food  sale  is  planned  for  Tuesday, 
October  26,  the  committee  has  announced. 

Madison  County 

Members  of  the  Madison  County  Auxiliary  were 
guests  recently  at  the  last  meeting  of  the  Onondaga 
County  Auxiliary,  in  Syracuse,  at  which  Mrs. 
Edgar  M.  Neptune,  State  president,  was  principal 
speaker. 

No  meetings  of  the  group  are  planned  for  the 
summer,  but  an  outing  will  be  held,  to  include  a 
trip  and  luncheon  within,  driving  distance  of  the 
members’  homes. 

Mrs.  E.  W.  Carpenter  is  president  of  the  Madison 
County  Auxiliary. 

Oneida  County 

The  Oneida  County  Auxiliary  held  its  annual 
meeting  and  election  of  officers  on  May  25,  winding 
up  the  activities  for  the  year  until  September,  when 
plans  for  the  next  year’s  program  will  be  made. 
Mrs.  Arthur  Gaffney  is  president  of  the  group. 

The  project  of  supplying  books  to  the  Oneida 
County  Hospital*  is  continuing  throughout  the 
summer,  and  the  work  to  increase  the  nursing  schol- 
arship fund  is  continuing,  the  group  reports. 

Orange  County 

With  39  members  present,  members  of  the  Orange 
County  Auxiliary  met  on  June  16  for  a luncheon 
meeting  at  the  home  of  Mrs.  (!.  Otto  Pobe,  Port 
Jervis.  The  business  meeting  was  conducted  by 
Mrs.  John  Ross,  Middletown,  president.  The 
Auxiliary  agreed  to  assist  the  County  Medical 
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Society  in  October  when  it  will  be  host  to  the 
First  District  Branch  meeting,  in  Newburgh. 

Program  for  the  June  meeting  was  a fashion  show, 
presented  by  several  members,  demonstrating 
“What  the  well-dressed  doctor’s  wife  should  and 
should  not  wear.” 

At  the  May  meeting  of  the  executive  committee, 
held  at  the  Orange  County  Golf  Club  with  Mrs. 
Ross  as  hostess,  chairmen  of  all  standing  com- 
mittees and  members  of  special  committees  were 
appointed. 

The  nurse  scholarship  committee  reported  that 
the  Auxiliary  is  offering  each  year  two  scholarship 
loans,  not  exceeding  $100  a year,  to  Orange  County 
girls  who  “shall  satisfy  the  scholarship  committee 
as  to  requirements  and  character  references  and  who 
shall  have  a letter  from  an  approved  New  York 
State  school  of  nursing.”  Mrs.  W.  Hasbrouck 
Snyder,  Newburgh,  is  chairman  of  the  scholarship 
fund  committee.  The  scholarships  were  awarded 
July  15  for  the  fall  classes. 

Queens  County 

The  Queens  County  Auxiliary  held  the  last  stated 
meeting  of  the  season  on  May  25,  with  Mrs.  Daniel 
Swan,  president,  in  charge.  A report  of  the  State 
convention  was  given  by  Mrs.  Samuel  Klein,  presi- 
dent-elect, including  the  information  that  three 
past  presidents  of  the  Queens  County  Auxiliary 
have  been  elected  to  State  Auxiliary  offices— Mrs. 
William  LaValle,  president-elect;  Mrs.  Thomas 
D’Angelo,  recording  secretary,  and  Mrs.  Joseph 
Hallinan,  archives. 

Mrs.  Ezra  Wolff  reported  a profit  of  over  $1,000 
from  the  variety  amateur  show  held  May  15. 
The  proceeds  will  be  used  for  the  various  hospitals. 
Plans  for  a dinner  dance  on  November  13  at  the 
North  Hills  Country  Club  were  made.  Guest 
speaker  at  the  May  meeting  was  Mrs.  Ruth  Kistner, 
who  gave  a talk  on  “Flower  Arrangements.” 

Rensselaer  County 

Officers  for  the  coming  year  were  elected  at  the 
annual  luncheon  meeting  of  the  Rensselaer  County 
Auxiliary,  held  May  12  in  Troy.  Mrs.  Wilbur  hi. 
Caney  will  serve  as  president,  and  other  officers  are: 
Mrs.  Samuel  J.  Werlin,  president-elect;  Mrs. 
Clement  J.  Hendron,  first  vice-president;  Mrs. 
Charles  Bessey,  second  vice-president;  Mrs.  Henry 
F.  Albrecht,  Jr.,  recording  secretary;  Mrs.  Warren 
St.  John,  corresponding  secretary;  Mrs.  David 
Tomlinson,  assistant  corresponding  secretary;  Mrs. 
J.  Clarke  Burke,  treasurer,  and  Mrs.  Sidney  Lews, 
assistant  treasurer. 

Named  to  the  Board  of  Directors  were  Mrs. 
John  J.  Quinlan,  retiring  president,  for  three  years; 
Mrs.  Nicholas  F.  Brignola,  two  years;  Mrs.  Victor 
C.  Jacobsen  and  Mrs.  Sherman  W.  Macllmoyl,  one 
year. 

Richmond  County 

Meeting  on  June  23  at  the  Richmond  Memorial 
Hospital,  members  of  the  Richmond  County  Auxil- 
iary elected  officers  for  the  coming  year,  including 
Mrs.  Joseph  F.  Worthen,  president,  and  Mrs. 
John  Goffer,  president-elect. 

Mrs.  Edward  Klauber,  Mrs.  Leif  G.  Jensen, 
Mrs.  Goffer,  and  Mrs.  Worthen  gave  a report  on  the 
State  convention,  and  annual  reports  were  presented 
by  committee  chairmen  and  officers. 


In  her  talk  to  the  group,  Mrs.  Worthen  stressed 
the  three  main  purposes  of  the  Auxiliary:  “coopera- 
tion with  the  Medical  Society,  to  act  as  liaison 
between  the  medical  profession  and  the  public, 
• and  to  give  special  attention  to  legislation,  public 
health,  and  public  welfare.” 

The  next  meeting  of  the  Auxiliary  will  be  held 
September  21. 

Saratoga  County 

A picnic,  to  which  all  doctors’  wives  of  Saratoga 
County  were  invited,  and  a final  meeting  of  the 
summer  was  held  in  July  by  members  of  the  Sara- 
toga County  Auxiliary  at  the  Homestead  Sana- 
torium, Middlegrove. 

Mrs.  T.  J.  Goodfellow  is  president  of  the  group. 

% 

Seneca  County 

Activities  of  the  Seneca  County  Auxiliary,  of 
which  Mrs.  Robert  Gibbs  is  president,  have  in- 
cluded two  meetings  in  May,  the  formation  of  a 
constitution,  and  a joint  picnic  for  doctors  and  their 
wives,  held  July  1 1 at  Cayuga  Lake. 

Tompkins  County 

Members  of  the  Tompkins  County  Auxiliary  held 
their  annual  membership  tea  at  the  Biggs  Hospital, 
Ithaca,  on  June  15,  with  Mrs.  Edgar  M.  Neptune, 
State  president,  and  four  members  of  the  Onondaga 
County  Auxiliary,  as  guests. 

Also  present  as  guests  were  the  president  and  four 
members  of  the  Schuyler  County  Auxiliary. 

At  the  May  meeting  of  the  group,  held  in  the 
Cornell  Infirmary  Library  with  24  members  present, 
Mrs.  Norman  S.  Moore  reported  on  the  State  con- 
vention and  plans  for  the  year’s  work  were  made. 

Warren  County 

Meeting  with  the  Warren  County  Medical  Society, 
the  Warren  County  Auxiliary  had  a joint  dinner 
meeting  at  the  Glens  Faffs  Country  Club  in  May, 
at  which  all  officers  were  re-elected  for  the  coming 
year.  Mrs.  E.  J.  Fitzgerald  is  president. 

Wayne  County 

Mrs.  Edgar  M.  Neptune,  State  Auxiliary  presi- 
dent, was  guest  speaker  at  a luncheon  meeting  of  the 
Wayne  County  Auxiliary,  held  at  Williamson  in 
June.  The  theme  of  her  address  centered  around 
the  possible  organization  of  an  international  world 
health  group.  Mrs.  Neil  Paul,  vice-president  of  the 
Onondaga  County  Auxiliary,  spoke  on  “The  Re- 
sponsibilities of  Doctors’  Wives,”  stressing  the 
importance  of  one  hundred  per  cent  membership 
in  the  Wayne  County  Auxiliary.  Mrs.  Charles 
Gruen,  Lyons,  spoke  on  “Social  Responsibilities  of 
Doctors’  Wives  in  Small  Communities”  and  told 
how  six  new  county  auxiliaries  have  been  organized 
during  the  past  year. 

Mrs.  Charles  Steyaart,  recently  elected  president, 
was  in  charge  of  the  meeting.  Other  officers  in- 
clude: Mrs.  James  Arseneau,  presidentelect; 

Mrs.  Myron  Carmer,  vice-president;  Mrs.  George 
Pasco,  secretary,  and  Mrs.  Norbert  Menuhin, 
treasurer. 

A joint  meeting  of  the  Wayne  County  Medical 
Society  and  the  Auxiliary  has  been  scheduled  for 
A>igust. 
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Within  the  span  of  one  decade,  1937-1947,  the  annual  number 
of  deaths  from  acute  respiratory  diseases  declined  by  70%.  In 
1947,  the  collective  mortality  rate  for  the  communicable  diseases 
of  childhood  was  only  one-sixth  that  of  1937. 

• 

Contemporary  Medicine  is  a story  of  progress 
achieved  through  cooperative  effort  . . . 
a story  of  enlightened  teamwork  on  the 
part  of  the  clinician , the  research 
worker , and  Pharmacy,  as  exemplified 
in  the  modern  pharmaceutical  laboratory. 


At  Bristol  Laboratories,  we  recognize  the  privilege 
of  sharing  in  this  cooperative  effort.  Success  in 
discharging  this  trust  is  measured  by  the  increasing 
thousands  of  physicians  who  specify  Bristol. 


BOOKS 


Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  suf- 
ficient notification.  Selection  for  review  will  be  based  on  merit  and  interest  to  our  readers. 


RECEIVED 


Barbed-Wire  Surgeon.  By  Alfred  A.  Weinstein, 
M.D.  Octavo  of  310  pages.  New  York,  Macmillan 
Company,  1948.  Cloth,  $3.00. 

Sex  Variants.  A Study  of  Homosexual  Patterns. 
By  George  W.  Henry,  M.D.  With  sections  con- 
tributed by  specialists  in  particular  fields.  One- 
volume  edition.  Octavo  of  1130  pages,  illustrated. 
New  York,  Paul  B.  Hoeber,  1948.  Cloth,  $8.00. 

The  Back  and  Its  Disorders.  By  Philip  Lewin, 
M.D.  Octavo  of  157  pages,  illustrated.  New  York, 
McGraw-Hill  Book  Co.,  1948.  Cloth,  .$2.50. 

Coronary  Heart  Disease.  By  A.  Carleton  Ern- 
stene,  M.D.  Octavo  of  95  pages.  Springfield,  111., 
Charles  C Thomas,  1948.  Cloth,  $2.50. 

The  Driving  Forces  of  Human  Nature  and  Their 
Adjustment.  An  Introduction  to  the  Psychology 
and  Psychopathology  of  Emotional  Behavior  and 
Volitional  Control.  By  Dom  Thomas  Verner  Moore, 
AI.D.  Octavo  of  461  pages,  illustrated.  New  York, 
Grune  & Stratton,  1948.  Cloth,  $6.50. 

Motivation  in  Health  Education.  The  1947 
Health  Education  Conference  of  the  New  York 
Academy  of  Medicine.  Octavo  of  53  pages.  New 
York,  Columbia  University  Press,  1948.  Cloth, 
$1.00. 

Peripheral  Vascular  Diseases.  Diagnosis  and 
Treatment.  By  David  W.  Kramer,  M.D.  Octavo 
of  620  pages,  illustrated.  Philadelphia,  F.  A.  Davis 
Co.,  1948.  Cloth,  $8.00. 

Glomerular  Nephritis.  Diagnosis  and  Treat- 
ment. By  Thomas  Addis,  M.D.  Octavo  of  338 
pages,  illustrated.  New  York,  Macmillan  Com- 
pany, 1948.  Cloth,  $8.00. 

The  Hospital  Care  of  Neurosurgical  Patients. 
By  Wallace  B.  - Hamby,  M.D.  Second  edition. 
Octavo  of  156  pages,  illustrated.  Springfield,  111., 
Charles  C Thomas,  1948.  Cloth,  $3.00. 

The  Biological  Standardisation  of  the  Vitamins. 
By  Katharine  H.  Coward,  D.Sc.  Second  edition. 


Octavo  of  224  pages,  illustrated.  Baltimore,  Wil- 
liams & Wilkins  Co.,  1947.  Cloth,  $5.00. 

Synopsis  of  Pediatrics.  By  John  Zahorskv, 
AI.D.,  assisted  .by  T.  S.  Zahorskv,  AI.D.  Fifth 
edition.  Duodecimo  of  449  pages,  illustrated. 
St.  Louis,  C.  V.  Alosby  Co.,  1948.  Cloth,  $5.50. 

The  March  of  Medicine.  The  New  York  Acad- 
emy of  Medicine  Lectures  to  the  Laity,  1947.  Oc- 
tavo of  109  pages. . New  York,  Columbia  University 
Press,  1948.  Cloth,  $2.00. 

Human  Neuroanatomy.  By  Oliver  S.  Strong  and 
Adolph  Elwyn.  Second  edition.  Quarto  of  442 
pages,  illustrated.  Baltimore,  Williams  & Wilkins 
Co.,  1948.  Cloth,  $6.00. 

The  1947  Book  of  Pathology  and  Clinical  Pa- 
thology. Pathology  edited,  by  Howard  T.  Karsner, 
AI.D.  Assistant  editor,  Herbert  Z.  Lund,  M.D. 
Clinical  Pathology  edited  by  Arthur  Hawley  San- 
ford, M.D.  Duodecimo  of  558  pages,  illustrated. 
Chicago,  Year  Book  Publishers,  1948.  Cloth, 
$3.75. 

Conference  on  Metabolic  Aspects  of  Convales- 
cence. Transactions  of  the  Fifteenth  Meeting,  New 
York,  N.  Y.,  March  31-April  1,  1947.  Edited  by 
Edward  C.  Reifenstein,  Jr.,  M.D.  Octavo  of  163 
pages,  illustrated.  New  A’ork,  Josiah  Macy,  Jr., 
Foundation,  n.d.  Paper,  $2.25. 

Bodies  and  Souls.  By  Alaxence  van  der  Meersch. 
Translated  by  Eithne  Wilkins.  Octavo  of  654 
pages.  Chicago,  Pellegrini  & Cudahv,  1948.  Cloth, 
$3.75. 

Psychiatric  Examination  of  the  School  Child. 

By  Muriel  Barton  Hall,  AI.D.  Octavo  of  368  pages, 
illustrated.  Baltimore,  Williams  & Wilkins  Co., 
1947.  Cloth,  $4.50. 

Gardiner’s  Handbook  of  Skin  Diseases.  Revised 
by  John  Kinnear,  M.D.  Fifth  edition.  Duodecimo 
of  250  pages,  illustrated.  Baltimore,  Williams  & 
Wilkins  Co.,  1948.  Cloth,  $4.50. 


REVIEWED 


History  of  the  American  Medical  Association, 
1847  to  1947.  By  Morris  Fishbein,  AI.D.  With 
“The  Biographies  of  the  Presidents  of  the  Associa- 
tion.” By  Walter  L.  Bierring,  AI.D.  Octavo  of 
1,220  pages,  illustrated.  Philadelphia,  W.  B.  Saun- 
ders Company,  1947.  Cloth,  $10. 

Dr.  Fishbein  has  edited  a handsome  history  of  the 
American  Medical  Association  which  runs  into  some 
1,200-odd  pages.  There  is  a wealth  of  information 
about  the  early  days  of  the  Association,  biographies 
of  past  presidents,  and  information  regarding  the 
councils,  bureaus,  and  publications  of  the  organiza- 
tion. There  is  a miscellaneous  collect  ion  of  appen- 
dices and  a complete  index. 

A work  of  this  sort  might  have  been  either  very 
dull  or  very  highly  controversial  in  view  of  the  pres- 
ent conflicting  opinions  in  the  profession  regarding 


the  Association’s  status.  Alost  of  the  material  turns 
out  to  be  extremely  interesting.  The  biographies  of 
the  presidents  show  the  wide  variety  of  men  to  whom 
the  fortunes  of  the  Association  have  been  entrusted. 
On  the  whole,  they  seem  to  have  been  an  unusually 
outstanding  group. 

The  history  can  be  recommended  to  those,  and 
there  should  be  many,  who  will  want  to  consult  a 
history  of  this  body.  It  will  not  satisfy  those  who 
look  for  a statement  of  broad  philosophic  principles 
or  words  of  wisdom  or  vision  concerning  the  possible 
future  role  of  the  Association  in  American  society. 
However,  this  is  scarcely  the  purpose  of  a history, 
and  a very  satisfactory  one  it  is. 

Milton  Plot/ 

[Continued  on  page  1754] 
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TOWNS  TREATMENT  for  ALCOHOLISM  and  NARCOTIC 
and  HYPNOTIC  ADDICTIONS 

Established  1901  Now  Generally  Accepted 

PROVIDES:  (1)  An  Assurance  of  a Definite  Medical  Result 

(2)  An  Assurance  of  Length  of  Time  Required  and  Exact  Cost 

(3)  An  Assurance  of  Absolute  Privacy 

Our  “SYMPOSIUM  OF  MEDICAL  OPINION”  includes  case  histories  of 
this  successful  treatment  endorsed  by  many  physicians.  Copy  on  request. 

CHARLES  B.  TOWNS  HOSPITAL 

FOR  ALCOHOLISM  AND  DRUG  ADDICTION  EXCLUSIVELY 

COMPLETELY  REDECORATED  AND  MODERNIZED 

293  Central  Park  West,  New  York  24,  N.  Y.  Tel  :SChuyler  4-0770 


A PRIVATE  SANITARIUM-  Convalescents,  postoper- 
ative, aged  and  infirm,  and  those  with  other  chronic  and 
nervous  disorders.  Separate  accommodations  for  nervous 
and  backward  children.  Physicians'  treatments  rigidly 
followed.  C.  L.  MARKHAM,  M.D.,  Supt. 

B'way  & Louden  Ave.,  Amity viUe,  N.  Y.,  Tel:  1700,  1,  2. 


MUST  Ml  ILL 

West  252ml  St.  and  Fieldston  Road 
Riverdale-on-the-Iludson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  reercationa  1 activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone : Kingsbridge  9-8440 


DR.  B ARISES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Td.  2-1621 


HOLBROOK  MANOR  Sf 

Five  Acr««  ol  Pincwoodtd  Groundi 

SENILE,  AGED,  CHRONICS 

Physicians  may  (real  their  own  patients. 

Hypertensives  Arterio-sclerotics  All  Neurolosical  Disorders 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  Q.P. 

HOLBROOK,  L.  I.  N.  Y.  Office:  GRamercy  5-4*75 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 


Ethical — Reliable — Scientific 
Disorders  of  the  Nervous  System 
BEAUTIFUL— QUIET— HOMELIKE 

Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


BRUNSWICK  HOME 


FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recoin- 
mended  by  the  members  of  the  medi- ' 
cal  profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  IS89 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amity ville  53  - A.MITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing;  in  NERVOUS  and  MENTAL  d incuses. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Pltysirian  ~in~i  .hargr 

NEW  YORK  CITY  OFFICE,  Empire  Slate  Building;,  Tel.  Longnerc  3-0796 
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A Manual  of  the  Common  Contagious  Diseases. 

By  Philip  Moen  Stimson,  M.D.  Fourth  edition. 
Duodecimo  of  503  pages,  illustrated.  Philadelphia, 
Lea  & Febiger,  1947.  Cloth,  $4.00. 

Dr.  Stimson  has  been  teaching  the  common  con- 
tagious diseases  to  medical  students  for  the  past 
twepty-five  years.  Long  experience  has  given  him 
the  insight  required  to  write  a clear,  concise,  com- 
plete, easily  readable  description  of  these  diseases. 
No  effort  seems  imposed  in  obtaining  all  the  essen- 
tial elements,  all  that  are  new.  The  book  is  an 
authoritative  text  for  medical  and  nursing  students 
and  a helpful  reference  for  practitioners. 

Kenneth  G.  Jennings 

Clinical  Practice  in  Infectious  Diseases.  For 
Students,  Practitioners  and  Medical  Officers.  By 

E.  H.  R.  Harries,  M.D.,  and  M.  Mitman,  M.D. 
Third  edition.  Octavo  of  679  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Company,  1947. 
Cloth,  $6.00. 

Perhaps  the  strongest  impression  an  American 
reviewer  gets  of  this  book  is  that  fundamental 
English  virtue,  thoroughness.  The  subject  is  well 
covered  and  the  chief  difference  between  English 
practice  and  American  would  seem  to  be  hospital 
arrangements.  It  is  interesting  to  observe,  appar- 
ently from  traditional  persistence  of  Victorian  re- 
serve, that  “the  axilla  or  groin  are  the  sites  usually 
employed”  for  taking  temperatures.  The  authors 
also  find  it  necessary  to  say  t hat  “sterile  syringes  and 
needles  must  be  used.”  Nevertheless,  they  are  well 
up  in  their  therapy,  including  the  sulfonamides  and 
penicillin.  Even  streptomycin  is  mentioned,  though 
it  was  hardly  in  use  here  when  the  book  was  written. 

W.  D.  Ludlum,  Sr. 

Overcoming  Stammering.  By  Charles  Pellman. 
Octavo  of  160  pages.  New  York,  Beechhurst  Press, 
1947.  Cloth,  $3.00. 

The  author  of  this  small  book  discusses  some  of  the 
theories  of  stuttering.  One  chapter  is  on  correction 
of  stammering  and  one  on  how  to  help  the  child  over- 
come stammering.  A statement  on  the  flap  of  the 
book  is  to  the  effect  that  the  author  presents  a fresh 
point  of  view  in  that  the  treatment  of  stammering  is 
based  upon  the  physiology  of  speech  and  proper 
mental  hygiene,  rather  than  the  functioning  of  the 
breathing  apparatus.  This  is  like  tilting  with  wind 
mills,  since  no  one  today  regards  stuttering  as  being 
due  to  a malfunction  of  the  breathing  apparatus. 

I.  W.  Karlin 

Surgical  Pathology.  By  William  Boyd,  M.D. 
Sixth  edition.  Octavo  of  858  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1947. 
Cloth,  $10. 

The  new  edition  of  this  classic  book  on  Surgical 
Pathology  is  noteworthy  for  its  section  on  develop- 
ments in  the  surgery  of  heart  disease.  A most  wel- 
come amendment  deals  with  the  pathology  of  back- 
ache due  to  fibrositis.  This  book  needs  no  recom- 
mendation. Every  surgeon  and  internist  should 
own  and  refer  to  a copy  regularly. 

Andrew  Babey 

Developmental  Diagnosis.  Normal  and  Abnor- 
mal Child  Development.  Clinical  Methods  and 
Pediatric  Applications.  By  Arnold  Gesell,  M.D., 
and  Catherine  S.  Amatruda,  M.D.  Second  edition. 
Octavo  of  496  pages,  illustrated.  Philadelphia, 
Blakiston  Co.,  1947.  Cloth,  $7.50. 


Child  growth  and  development  has  become  an  in- 
creasingly absorbing  topic.  Those  who  are  called 
upon  to  aid  parents  in  rearing  their  children  must 
take  cognizance  not  only  of  physical  well-being  but 
of  mental  status  as  well.  Too  little  time  is  often 
given  to  proper  evaluation  of  the  child’s  behavior 
patterns.  Diagnostic  problems  involving  tbe  Kb 
factor,  prenatal  rubella,  congenital  anomalies,  cereb- 
ral injuries,  blindness,  deafness,  etc.,  make  the  book, 
a valuable  addition  to  an  office  library. 

Thurman  B.  Givan 

The  Years  After  Fifty.  By  Wingate  M.  Johnson, . 
M.D.  Large  duodecimo  of  153  pages.  New  York, 
Whittlesey  House,  1947.  $2.00. 

To  prepare  for  “The  Years  After  50”  this  interest- 
ing volume  should  be  read,  of  course,  by  those  who 
have  not  yet  reached  that  age.  It  is  delightful  read- 
ing and  for  the  intelligent  laymen  most  instructive. 
Two  chapters  are  especially  recommended;  the  one 
on  “Blood  Pressure,  High  and  Low,”  and  the  other 
on  “Diseases  of  the  Heart  and  Blood  Vessels.”  The 
frequent  tactless  handling  of  hypertensive  cases  by 
many  doctors  has,  in  the  words  of  an  eminent  clini- 
cian, “done  mankind  more  harm  than  good.” 

Another  chapter  recommended  to  the  doctor  as 
well  as  the  laymen  is  the  one  on  “Preparing  for  Old 
Age.”  What  a wealth  of  important  suggestions  it 
contains!  The  reviewer  is  convinced  it  will  teach 
one  how  to  be  happy  while  growing  old. 

S.  R.  Blatteis 

Kompendium  der  Pariasitschen  Wiirmer  im 
Menschen.  By  Dr.  Hans  A.  Kreis.  Octavo  of  136 
pages,  illustrated.  Basel,  Switzerland,  Benno 
Schwabe  & Co.,  1947.  Cloth,  10  fr. 

The  increase  of  worm  infestations  in  the  Swiss 
population  during  the  last  war  has  induced  the  au- 
thor to  write  this  book.  It  contains  a complete,  al- 
though short,  description  of  the  natural  history  of 
the  parasites  which  are  endemic  in  Switzerland 
The  paper,  the  print,  and  the  pictures  throughout 
the  book  are  remarkably  good. 

Max  G.  Berliner 

Peripheral  Vascular  Diseases  (Angiology).  By 

Saul  S.  Samuels,  M.D.  Second  edition.  Octavo  of 
85  pages.  New  York,  Oxford  University  Press, 
1947.  Cloth,  $2.50.  (Oxford  Medical  Outline 

Series) 

This  book  covers  both  the  medical  and  surgical 
aspects  of  angiology.  It  is  presented  in  outline 
form,  with  blank  pages  for  the  convenience.of  taking 
notes.  In  his  preface,  the  author  stresses  the  fact 
that  a specialist  in  peripheral  vascular  diseases 
should  be  a surgeon  as  well  as  an  internist.  This, 
however,  is  argumentative.  The  author  presents 
again  and  again  the  different  tests  for  peripheral  vas- 
cular diseases.  He  also  discusses  the  anatomy  of  the 
autonomic  nervous  system.  This  book,  on  the 
whole,  can  be  very  well  recommended  for  quick  refer- 
ence, especially  as  to  treatment. 

Vincent  Annunziata 

Histopathology  of  the  Ear,  Nose  and  Throat.  By 

Andrew  A.  Eggston,  M.D.,  and  Dorothy  Wolff, 
Ph.D.  Quarto  of  1,080  pages,  illustrated.  Balti- 
more, Williams  & Wilkins  Co.,  1947.  Cloth,  $18. 

In  this  lone,  magnificent  work  not  only  the  histo- 
pathology but  embryology,  physiology,  anatomy, 
and  often  even  comparative  zoology  of  the  part  con- 
[Continued  on  page  1757] 


1755 


THE  MAPLES,  inc. 


An  exclusive  rest  home  for  invalids,  convalescents  and  chronic  cases.  Also  postoperative,  special  diets  and 
body-building  cases.  Efficient  day  and  night  nursing.  Resident  physician.  Six  acres  of  beautiful  land- 
scaped lawns. 


MRS.  M.  K.  MANNING,  Supt. 
OCEANSIDE,  L.  I. 

Tel.:  Rockville  Centre  3660 


Rates:  $35.00. to  $65.00  weekly 
Private  and 
Semi-Private  Rooms 


J 


% 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  550  Write  for  illustrated  booklet. 


BUY 


SAVINGS  BONDS 


PINEWOOD 

Westchester  County,  Katonah,  N.  Y.  — Katonsh  775 

A psychiatric  hospital  furnishing  advanced  methods  of  therapy 
Licensed  Dy  the  Department  of  Mental  Hygiene 
Approved  for  residency  by  the  American  Medical  Association 

New  York  Offices 

Dr.  Louis  Wender— 59  E.  79*St.— Bu  8-0580— Mon-Wed-Fri 
Dr.  Joseph  Epstein — 975  Park  Ave. — Rh  4-3700 — Tues-Thurs-Sat 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y . , N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Physician-in-Charg*. 


GLADYS  BROWN  DDAWN’Q  MUrray  Hill 

Ou)ner  - Director  DnUFTIl  » 3-7119 

MEDICAL  BUREAU 

7 East  42  Street,  New  York  17,  N.  Y. 

An  employment  agency  specializing  in  qualified  personnel' 
for  Hospitals.  Chemical,  Pha^mac^it ical,  Insurance,  Ship- 
ping and  Tndustria!  or gani/  itions,  M -dical  and  Den- 
tal offices. 


UNPAID  BILLS 

can  be  collected  and  at  the  same  time  good  Public  Re- 
lations maintained.  We  have  proved  it  to  over  100 
hospitals  and  thousands  of  doctors. 

Write  lor  proof. 

NATIONAL  DISCOUNT  & AUDIT  CO. 

230  West  41st  St.  New  York  18,  N.  Y. 


SCHOOLS 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB  & X-RAY  AVAILABLE 
Our  12-months  day  count  Includes  Intensive  training 
In  laboratory  tachnlques,  physiotherapy  apparatus, 
X-Ray,  nursing  techniques,  and  medical  stenography. 

A FEW  LAB  TECHNICIANS  NOW  AVAILABLE 


Mandl  School 


1834  Broadway  — NYC 
Circle  7-3434 


Licensed  by  the  State  of  New  York 


TRAINED  MEDICAL  PERSONNEL 

Rigid,  thorough  training  in  haematology,  urinalysis,  all 
phases  of  medical  stenography,  x-ray  and  medical  machines 
makes  Paine  Hall  graduates  capable  assistants.  Out  hat 
placement  rervioe  will  help  you  And  the  right  girl. 

1 008  Fifth  Ave., NewYork  !8 
Bu.  8-SS94 

Licensed  by  State  of  N.  Y. 


Officers — County  Medical  Societies — 1948 


TOTAL  MEMBERSHIP  AS  OF  AUGUST  1,  1948—22,058 


County 

Albany 

Allegany 

Bronx 

Broome 

Cattaraugus . . 

Cayuga 

Chautauqua.  . 
Chemung. . . . 
Chenango .... 

Clinton 

Columbia. . . . 

Cortland 

Delaware .... 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer. . . . 

Jefferson 

Kings 

Lewis 

Livingston. . . . 

Madison 

Monroe 

Montgomery  . 

Nassau 

New  York. . . . 

Niagara 

Oneida 

Onondaga. . . . 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer. . . 
Richmond. . . . 

Rockland 

St.  Lawrence. 
Saratoga 

Schenectady. . 
Schoharie .... 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompikns 

Ulster 

Warren 

Washington . . 

Wayne 

Westchester. . 
Wyoming 
Yates 


President 

J.  J.  Clemmer Albany 

R.  O.  Hitchcock Alfred 

S.  Weiskopf Bronx 

J.  C.  Zillhardt. . . . Binghamton 

N.  P.  Johnson Olean 

C.  T.  Yarington Moravia 

E.  O.  Black Fredonia 

A.  C.  Glover Elmira 

J.  A.  Hollis Norwich 

W.  W.  Johnson ....  Plattsburg 
L.  D.  Carpenter.  .Germantown 
R.  H.  Kerr Cortland 

C.  K.  Ives Roxbury 

L.  W.  Stoller ....  Poughkeepsie 

E.  D.  Babbage Buffalo 

R.  J.  Martin Ticonderoga 

A.  A.  Hartmann Malone 

D.  M.  McMartin. . .Johnstown 

D.  B.  Johnson Batavia 

W.  A.  Petry Catskill 

R.  W.  Dennis Herkimer 

L.  O.  Fox Brown ville 

A.  W.  M.  Marino. . .Brooklyn 
L.  A.  Avallone LoWville 

F.  J.  Hamilton Hemlock 

R.  B.  Cuthbert Canastota 

E.  B.  Soble Rochester 

R.  E.  Wytrwal.  .St.  Johnsville 

H.  A.  Butman Manhasset 

H.  B.  Davidson. . . .New  York 

W.  W.  Pierce Lockport 

James  I.  Farrell Utica 

J.  G.  F.  Hiss Syracuse 

L.  A.  Stetson ....  Canandaigua 

T.  R.  Proper Newburgh 

A.  F.  Leone Medina 

J.  L.  H.  Mason Pulaski 

E.  J.  Keegan Oneonta 

R.  S.  Cleaver Brewster 

Alfred  Angrist Jamaica 

C.  J.  Handron Troy 

J.  H.  Diamond.  .New  Brighton 

C.  G.  Stone Suffern 

P.  T.  McGreevy Massena 

F.  A.  Mastrianni 

Mechanicville 

N.  H.  Rust Scotia 

J.  H.  Wadsworth Cobleskill 

F.  C.  Ward Odessa 

C.  M.  Smith Waterloo 

V.  S.  Higby Bath 

W.  S.  Stakes Patchogue 

R.  S.  Breakey Monticello 

A.  J.  Capron Owego 

II.  W.  Ferris Ithaca 

E.  S.  Goodyear Kingston 

Saul  Yafa Glens  Falls 

It.  L.  Skinner Greenwich 

J.  II.  Arseneau Lyons 

W.  G.  Childress Valhalla 

O.  T.  Ghent Warsaw 

R.  II.  Davis PennJYan 


Secretary 

A.  Vander  Veer Albany 

H.  G.  Chamberlin Cuba 

G.  B.  Gilmore Bronx 

R.  S.  McKeeby . . . Binghamton 

W.  B.  Arthurs Olean 

J.  D.  Hammond Auburn 

Edgar  Bieber Dunkirk 

H.  A.  Burch Elmira 

J.  H.  Stewart Norwich 

K.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

E.  F.  Higgins Cortland 

S.  G.  Edgerton Delhi 

J.  F.  Rogers. . . .Poughkeepsie 

H.  G.  Walker Buffalo 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

R.  K.  Lenz Gloversville 

C.  C.  Koester Batavia 

W.  M.  Rapp Catskill 

R.  C.  Ashley Little  Falls 

C.  A.  Prudhon. . . .Watertown 

C.  H.  Loughran Brooklyn 

E.  A.  Barnes ...  Lowville 

R.  A.  Hemphill Mt.  Morris 

F.  O.  Pfaff Oneida 

J.  A.  Lane Rochester 

D.  W.  Childs Amsterdam 

I.  Drabkin.  . .Rockville  Centre 

B.  W.  Hamilton. . . .New  York 

C.  M.  Dake Niagara  Falls 

H.  H.  Dodds Utica 

I.  L.  Ershler Syracuse 

P.  M.  Standish.  .Canandaigua 

E.  C.  Waterbury. . .Newburgh 

J.  G.  Parke Albion 

U.  Cimildoro Oswego 

J.  M.  Constantine. . . .Oneonta 

F.  J.  A.  Lehr Carmel 

E.  A.  Wolff Forest  Hills 

H.  F.  Albrecht Troy 

R.  E.  Lucey Stapleton 

R.  L.  Yeager Pomona 

C.  F.  Prairie Massena 

M.  J.  Magovern 

Saratoga 

R.  E.  Isabella ....  Schenectady 

D.  R.  Lyon Middleburg 

C.  W.  Schmidt. . Montour  Falls 

Bruno  Riemer Romulus 

R.  J.  Shafer Corning 

E.  P.  Kolb Holtsville 

D.  S.  Payne Liberty 

I.  N.  Peterson Owego 

Richmond  Douglass.  . . Ithaca 

F.  II.  Voss Phoenicia 

A.  C.  Davis Glens  Falls 

D.  M.  Vickers Cambridge 

I.  M.  Derby Newark 

W.  A.  Kelly.  . .Mount  Vernon 

P.  A.  Burgeson Warsaw 

W.  G.  Roberts Penn  Yan 


Treasurer  , 

F.  E.  Vosburgh Albany 

L.  P.  Bly Cuba 

C.  W.  Frank Bronx 

J.  W.  Kane Binghamton 

George  C.  Cash Olean 

L.  H.  Rothschild Auburn 

C.  E.  Hallenbeck. . . .Dunkirk 

E.  S.  Ridall Elmira 

J.  H.  Stewart Norwich 

K.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

F.  F.  Sornberger Cortland 

S.  G.  Edgerton Delhi 

J.  F.  Rogers. . . .Poughkeepsie 

E.  A.  Woodworth. . . . Kenmore 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

W.  H.  Raymond. . .Johnstown 
C.  C.  Koester Batavia 

M.  H.  Atkinson Catskill 

R.  C.  Ashley Little  Falls 

L.  E.  Henderson. . .Watertown 

H.  Mandelbaum Brooklyn 

E.  A.  Barnes Lowville 

R.  A.  Hemphill Mt.  Morris 

J.  F.  Rommel Oneida 

J.  L.  Norris Rochester 

F.  F.  Pipito Amsterdam 

I.  Drabkin. . .Rockville  Centre 

C.  W.  Cutler New  York 

F.  A.  Lowe Niagara  Falls 

R.  C.  Hall Utica 

A.  C.  Hofmann Syracuse 

P.  M.  Standish . . Canandaigua 
E.  C.  Waterbury. . .Newburgh 

J.  G.  Parke Albion 

U.  Cimildoro Oswego 

J.  M.  Constantine. . . .Oneonta 

G.  H.  Steacy Mahopac 

D. M.Raskind.LonglslandCity 

H.  C.  Engster Troy 

H.  Dangerfield St.  George 

M.  R.  Hopper Nyack 

L.  T.  McNulty Potsdam 

J.  M.  Lebowich 

Saratoga 

Harry  Miller Schenectady 

D.  L.  Best Middleburg 

C.  W.  Schmidt. . Montour  Falls 

Bruno  Riemer Romulus 

R.  J.  Shafer Corning 

G.  A.  Silliman Sayville 

D.  S.  Payne Liberty 

I.  N.  Peterson Owego 

Richmond  Douglass.  . . .Ithaca 

II.  B.  Johnson Kingston 

A.  C.  Davis Glens  Falls 

C.  A.  Prescott. . .Hudson  Falls 

I.  M.  Derby Newark 

R.  R.  Heffner... New  Rochelle 

P.  A.  Burgeson Warsaw 

W.  G.  Roberts Penn  Yan 
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so  “TRUE  TO  LIFE” 


Fried  & Kohler’s 

ARTIFICIAL  HUMAN  EYES 

Especially  made  to  order  by  Skilled  Artisans 

► Comfort  and  pleasing  cosmetic  appearance  guaranteed. 

► Eyes  also  fitted  from  stock  by  experts.  Selections  sent  on 
memorandum. 

► Referred  cases  carefully  attended. 

FRIED  & KOHLER,  Inc. 

Specialists  in  ALL  TY  PES  of  Artificial  Human  Eyes  Exclusively 

665  FIFTH  AYE.  (near  53rd  St.)  NEW  YORK  22,  N.Y. 

Tel.  ELdorado  5-1970 

• 


“Over  Forty-Jive  Years  devoted  to  pleasing  particular  people ** 
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PROMPT  RELIEF  FOR  ASTHMATICS 


WITH 

ARBEC 

SUPPOSITORIES 


FORMULA 

Each  ArBeC  Suppository  contains: 


Pentobarbital  Sodium  0.05  Gin. 

Phenobarbital  Sodium  . . . 0.05  Cm. 

Aminophylline 0.50  Cm. 

Ethyl  Amin oben zoatc 

( Benzocaine ) 0.10  Gm. 


For  many  patients,  injectable  medication  is  unsuit- 
able; yet  oral  sedatives  may  produce  gastric  upset, 
or  be  too  slow  in  taking  effect.  In  such  cases,  sedation 
by  suppository  will  often  prove  the  most  satisfactory 
means  of  treatment.  It  is  also  useful  as  a supplement 
to  other  forms  of  sedative  therapy. 

The  sodium  pentobarbital  quickly  relieves  tension 
and  nervousness,  and  the  sodium  phenobarbital 
prolongs  the  action  to  assure  a restful  night  of 
sleep.  The  aminophylline  alleviates  spasm,  resulting 
in  a greater  effectiveness  of  the  barbiturates,  even 
in  asthmatic  patients.  The  benzocaine  contributes 
an  adequate  local  anesthetic  effect. 

DOSE:  Adults,  one  suppository  rectally  (inserted  above  the 
sphincter)  at  bedtime. 


Aminophylline 

barbiturate 

Compound 

SUPPOSITORIES 

Available  in  packages  of  12 


26  CHRISTOPHER  STREET,  NEW  YORK  14,  N.  Y. 


JExperience  is  the  Best  Teacher 

Richard  Bright  (1789-1858)  proved  it  in  anatomy 


Richard  Bright,  a renowned  physician  of  his  time, 
made  many  fundamental  contributions  to  medical 
science.  Besides  his  many  brilliant  anatomical  ob- 
servations, he  was  among  the  first  to  describe  acute 
yellow  atrophy  of  the  liver  and  to  point  out  that 
dropsy  with  albuminuria  was  the  result  of  kidney 
disease.  Bright’s  detailed  studies  still  are  important 
additions  to  the  collected  experience  of  medicine. 


B.  J.  Reynolds  Tobacco  Co.,  Winston-Salem,  N.  C. 

Experience  is  the  best  teacher  in  cigarettes , too! 

YES!  Experience  counts  in  medicine— and  in  choosing  a cigarette,  too. 

Thousands  and  thousands  of  smokers  who  have  tried  and  compared  many 
different  brands  of  cigarettes  have  learned  from  experience  that  Camels  suit 
them  to  a "T.”  Result?  More  people  are  smoking 
Camels  than  ever  before. 

Try  Camels!  Discover  for  yourself  how  the  rich,  full 
flavor  of  Camel’s  choice,  properly  aged,  and  expertly 
blended  tobaccos  pleases  your  taste.  See  if  Camel’s  cool, 
cool  mildness  isn’t  mighty  welcome  to  your  throat. 

See  for  yourself  why,  with  millions  of  smokers.  Camels 
are  the  "Choice  of  Experience.” 


According  to  a Aotioutvide  survey: 

More  Doctors  Smoke  CJTMEMjS 

than  any  other  eiyarette 

Three  independent  research  organizations  in  a nationwide  survey  asked  113,597  doctors  what  cigarctto 
they  smoked.  The  brand  named  most  was  Camel  1 
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LIQUIDERM 


A quick-drying  alcoholic  solution  possessing  bactericidal,  bacterio- 
static, anti-pruritic,  detergent,  astringent,  keratolytic,  deodorant 
and  prophylactic  properties. 


New  Non-Toxic  Fungicide  and  Germicide 


for 


DERMATOLOGIC  THERAPY 

• Epidermatophytosis  Pedis 

• Tinea  (Hands,  Face,  Body,  Feet) 

• Pruritus  (Ani,  Cruri,  Vulvae) 

•Intertrigo  (Breasts,  Ears,  Legs,  Armpits) 

• Interdigital  Fissures 

• Adhesive  Dermatitis 


AURAL  THERAPY 

• Furunculosis  of  the  Canal 

• Impetigo  Contagiosa 

• Neurodermatitis  of  the  Canal 

• Contact  Dermatitis  of  the  Canal 

• Mycotic  Otitis  Externa 

• Chronic  Otitis  Media 


Liquiderm  Stimulates  Epithelization  in  Post-Operative  Wounds;  Prevents  ft laceration 


Ethically  Detailed  - - - Available  in  1 oz.  Bottles  - - - Literature  and  Sample  on  Request 


COLIN  PHARMACAL  CO  . , inc. 


Formula:  Di-isobutyl  cresoxy  ethoxy  ethyl  dimethyl  benzyl  ammoDium  ohloride, 
carbolic  acid,  benzoic  acid,  salioylio  acid,  resorcin,  camphor,  tannic  acid,  solution 
of  coal  tar  and  chlorthymol,  in  a specially  prepared  aromatized,  deodorant  base. 
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TO  BREAK 
THE  VICIOUS  CIRCLE 
OF  CONSTIPATION 


CkolmacUn 


• When  poor  hygiene  and  faulty  bowel  habits 
are  retarding  regular  elimination,  Cholmodin 
will  aid  in  restoring  normal  bowel  function  by 
mild  stimulation  of  the  large  intestine  with  a 
minimum  of  disturbance  to  the  balance  of  the 
intestinal  tract. 

For  the  inactive  patient — the  convalescent,  the 
postoperative  case,  the  elderly  patient,  the  cardiac 
— Cholmodin  supplies  bowel  assistance  without 
discomfort. 

Each  Cholmodin  tablet  contains  deoxycholic  acid 
(\XA  gr.),  a natural  eliminant,  and  extract  of 
aloes  (%  gr.),  the  gentle  colon  stimulant. 

Available  in  bottles  of  50  and  500  tablets. 


AMES  COMPANY,  INC*  ELKHART,  INDIANA 
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DIGILANID 

(crystalline  complex  of  lanatosides  A,  B and  C) 

DIGILANID®  gives  the  dependoble  action  of  the  total  glycosides  present  in 
Digitalis  lanata  whole  leaf.  DIGILANID  may  be  regarded  as  a “crystalline 
whole  leaf"  preparation  possessing  advantages  of  stability,  uniform 
potency  and  virtual  freedom  from  impurities. 


TABLET 


LIQUID 


AMPULS 


SUPPOSITORY 


Originality  • Elegance  • Perfection 


& SAN DOZ  PHARMACEUTICALS 

9 Division  of  SANDOZ  CHEMICAL  WORKS,  INC. 

68-72  CHARLTON  STREET  • NEW  YORK  14,  N.  Y. 
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need  not  be  unseasoned 


Neocurtasal,  the  new  seasoning  agent 
for  salt  (sodium) -free  diets,  tastes  and 
looks  like  table  salt.  Patients  permitted 
to  sprinkle  Neocurtasal  to  suit  their 
taste  follow  dietary  directions  without 
grudging  hesitation.  2 oz.  shakers  and 
8 oz.  bottles. 
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BORCHERDT 

MALT  SOUP 
EXTRACT 


Ith  , EST  1868 


(for  Constipated  Babies) 

Borcherdt’s  Malt  Soup  Extract  is  a laxative 


modifier  of  milk.  One  or  two  teaspoonfuls  in  a 
single  feeding  produce  a marked  change  in  the 
stool.  Council  Accepted.  Send  for  sample. 


BORCHERDT  MALT  EXTRACT  COMPANY,  217  N.  Wolcott  Ave.,  Chicago  12,111. 
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ESTINYL* 

(ethinyl  estradiol) 


IN  ORAL  ESTROGEN  THERAPY 


Estinyl*  (ethinyl  estradiol)  affords  “relief  of 
menopausal  symptoms  with  excellent  results”1  in 
from  87.8  to  100  per  cent2  of  cases.  On  a weight  basis, 
Estinyl  is  many  times  more  powerful  in  estrogenic 
effect  than  other  natural  and  synthetic  estrogenic 
agents.3  It  acts  rapidly,  causing  disappearance 
of  hot  flushes  in  3 to  8 days4  and  often 
completely  controls  other  climacteric  symptoms 

in  7 to  10  days.5 


is  well  tolerated,  there  usually  being 
“complete  absence  of  side  reactions  if  minimal 
effective  doses  are  administered.”2  An 
additional  asset  of  Estinyl  therapy  is  the 
“sense  of  well-being”6  it  commonly  evokes. 

IMISA4.E:  One  Estinyl  Tablet,  0.02  mg.,  or 
one  teaspoonful  of  Estinyl  Liquid  daily.  In  severe 
cases  two  to  three  tablets  daily,  or  their  equivalent 
in  Estinyl  Liquid  may  he  prescribed,  reducing 
dosage  as  symptoms  subside. 

ESTINYL  Tablets,  0.02  (buff)  or  0.05  mg. 
(pink),  in  bottles  of  100,  250  and  1000. 

ESTINYL  Liquid,  0.03  mg.  per  4 cc.  (teaspoon- 
ful), in  bottles  of  4 and  16  oz. 

BIBLIOGRAPHY:  1.  United  States  Dispensatory,  ed.  24, 
Philadelphia,  J.  B.  Lippincott  Company,  1947.  p.  1446.  2. 
Wiesbader,  H.,  and  Filler,  W.:  Am.  J.  Obst.  & Gynec.  51:75, 
1946.  3.  Allen,  W.  M.:  South.  M.  I.  37  270  1944.  1.  Lyon 

R.  A.:  Am.  J.  Obst.  & Gynec.  47:532.  1944.  5.  Groper.  M.  J.. 
and  Biskind,  G.  I!.:  J.  Clin.  Endocrinol.  2:703,  1942.  6.  Soule 

S.  D. : Am.  J.  Obst.  & Gynec.  45  :315,  1943. 
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ESTIVIN 

ntraociilar  me*  »'  lrtd""8 

Prompt,  safe  symptomatic  relief  of  the 
distressing  hay  fever  symptoms  — sneez- 
ing, nasal  discharge,  eye  itching,  lacri- 
mation,  etc. — is  effectively  secured  by 
Estivin. 

One  drop  in  each  eye  upon  arising, 
one  before  breakfast,  and  one  after 
breakfast,  will  usually  keep  the  sufferer 
comfortable  well  into  the  morning. 
Estivin  does  not  cause  drowsiness,  or 
depression,  thus  permitting  application 
whenever  indicated. 


HAY  fever 


Literature  and  samplt 
on  request 


Schieffelin  S Co. 

Pharmaceutical  and  Research  Laboratories 
1 6 Cooper  Square  • New  York  3,  N.  Y. 


Schieffelin 

|NTicRir*c^', 
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For  the  treatment  of  the  spastic  colon  the  author 

suggests  diet,  elimination  of  the  nervous  element 

and  “bulk  producers.”  As  examples  of  the£e  he 

lists  “agar-agar,  in  finely  powdered  form,  in  flakes,  or  in 

cereal-like  form;  derivatives  of  psyllium  seed, 

such  as  Metamucil 


SMOOTHAGE” 

IN  CONSTIPATION 


— “encourages  elimination  by  the  formation  of  a 
soft,  plastic,  water-retaining  gelatinous  residue 
in  the  lower  bowel.  ”f 


Metamucil  is  the  highly  refined  mucilloid  of  Plantago 
ovata  (50%),  a seed  of  the  psyllium  group,  combined  with 
dextrose  (50%)  as  a dispersing  agent. 


SEARLE  RESEARCH  IN  THE  SERVICE  OF  MEDICINE 


Metamucil  is  the  registered  trademark  of  G.  D.  Scarle  & Co.,  Chicago  80.  Illinois. 

* Glafke . W.  H.:  Spastic  Colon.  M.  Clin.  North  America  26:805  {May)  1942. 

t Council  on  Pharmacy  and  Chemistry:  New  and  Nonofficial  Remedies,  1947 , Philadelphia. 
J . P.  LiPPincott  Company,  1947.  p 320. 
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in  psoriasis 

SAS-PAR  Tablets  for  their 
systemic  benefits  and 
ULTROINE  Ointment  to  control 
the  disfiguring  scaly  lesions 
constitute  effective  dual  therapy 
that  is  decidely  encouraging  to 
the  despairing  psoriatic. 


SAS-PAR  ULTROINE 


tablets  orally 

Active  ingredient:  the  valuable  saponin, 
sarsaponin,  which  has  a chemical 
affinity  for  cholesterol  by  which 
it  neutralizes  excess  blood  lipoids 
(frequently  associated  with  psoriasis). 

Conveniently  administered 
Pleasant-tasting 
Well-tolerated  gastrically 
Clinically  tested 

2 to  6 tablets  daily  (or  more  if  required) 
for  a 3-month  period. 


ointment  topically 

Offers  time-honored  antiseptic 
properties  of  coal  tar. 


Non-irritating  to  skin 
and  mucous  membranes. 

Readily  absorbed 
Non-toxic 
Clean-smelling 
Non-staining 

Local  applications  twice  daily  after  removal 
of  scales  by  soap-and-water  scrubbing. 


Clinical  supply  of  SAS-PAR  and  ULTROINE  Ointment,  to- 
gether with  literature,  gladly  sent  on  request  of  physicians. 


rfiisclioff) 


ERNST  BISCHOFF  COMPANY,  INC  • IVORYTON,  CONNECTICUT 
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The  development  of  Crystalline  Penicillin  G Sodium  has  effected 
a distinct  advance  in  Penicillin  therapy.  Compared  with  earlier, 
amorphous  preparations,  this  highly  purified  crystalline  product 
affords  several  important  advantages: 

• More  predictable  clinical  results — • Greater  convenience  for  the  physi- 

because  of  high,  uniform  potency.  cian — no  refrigeration  is  required  for 

the  dry  form. 


• Decreased  tendency  to  certain  side 
effects — therapeutically  inert  materials 
which  may  act  as  allergens  have  been 
virtually  eliminated. 


• Less  annoyance  for  the  patient — 
pain  and  irritation  at  the  site  of  injec- 
tion have  been  considerably  reduced 
by  removal  of  impurities. 


CRYSTALLINE 
PENICILLIN  G SODIUM 
MERCK 

MERCK  & CO.,  Inc.  RAHWAY,  N.  J. 

. Y/a ft u^aotU rt'tt y. 
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There  are  two  large  groups  of  disorders 
which  produce  generalized  protein  break- 
down: infections,  acute  and  chronic,  and 
trauma.  Infections  usually  produce  fever. 
A rise  in  temperature  of  one  degree 
Fahrenheit  means  a seven  to  ten  per  cent 
rise  in  metabolic  rate.  In  addition,  bacterial 
toxins  may  cause  protein  breakdown  by  af- 
fecting the  cells  directly.  For  these  reasons, 
loss  of  weight  is  an  outstanding  feature  of 
infectious  diseases.  Diet,  especially  during 
convalescence,  is  therefore  high  in  calories 
and  in  the  proportions  of  protein.  Certain 
types  of  injury  produce  an  intense  protein 
breakdown  which  may  last  for  several 
weeks.  The  negative  nitrogen  balance 
which  follows  injury  is  difficult  to  counter- 
act. Extremely  high  protein  intakes  are 
needed  to  minimize  the  loss  of  body  tissue.* 


*“Tfie  Importance  of  Protein  Foods  in 
H ealth  and  Disease ” — new  physicians' 
handbook  on  protein-feeding.  Prepared 
by  a physician,  in  conjunction  with  the 
Nutrition  Division  of  Swift  & Com- 
pany, this  booklet  will  be  sent  you  on 
request.  Simply  fill  out  the  coupon. 


Palatable  protein  supplementation 
for  patients  on  soft,  smooth  diets 

When  surgery,  disease  or  trauma  creates  a 
problem  in  protein  supplementation,  many 
physicians  now'  use  Swift’s  Strained  Meats. 
These  all-meat  products  provide  a palatable 
source  of  complete,  high-quality  proteins, 
B vitamins  and  minerals.  Originally  de- 
veloped for  infant  feeding,  the  meats  are 
strained  fine  — may  easily  he  used  in  tube- 
feeding  or  for  oral  feeding  in  soft  diets. 
Swift’s  Strained  Meats  are  convenient  to  use 
— ready  to  heat  and  serve.  Six  kinds  pro- 
vide variety  and  tempting  flavors  that  help 
combat  anorexia:  beef,  lamb,  pork,  veal, 
liver  and  heart.  3^  ounces  per  tin. 


ALSO  SWIFT’S  DICED  MEATS  — 

for  high-protein  diets  requiring  foods 
in  a form  less  fine  than  strained,  these 
tender,  juicy  pieces  of  meat  are  highly 
desirable. 


All  nutritional  statements 
made  in  this  advertisement 
are  accepted  by  the  American 
Medical . Association's  Coun- 
cil on  Foods  and  Nutrition. 


Swift  & Company 
Dept.  SMB 
Chicago  9,  Illinois 

Please  send  me  my  free  copy  of  “The  Importance  of  Protein  Foods 
in  Health  and  Disease.” 

Doctor ■ 

Addr»»a«  - - — — - - — • 


City. 


.Stale, 
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NO  TEST  TUBES  • NO  MEASURING 
NO  BOILING 

Diabetics  welcome  “Spot  Tests”  (ready  to 
use  dry  reagents),  because  of  the  ease  and 
simplicity  in  using.  No  test  tubes,  no  boil- 
ing, no  measuring;  just  a little  powder,  a 
little  urine — color  reaction  occurs  at  once  if 
sugar  or  acetone  is  preseent. 

Qaiatedt 

FOR  DETECTION  OF  SUGAR  IN  THE  URINE 


Acetone,  'tedt 


(DENCO) 


FOR  DETECTION  OF  ACETONE  IN  THE  URINE 

SAME  SIMPLE  TECHNIQUE  FOR  BOTH 


1.  A LITTLE  POWDER 


2.  A LITTLE  URINE 


COLOR  REACTION  IMMEDIATELY 

A carrying  case  containing  one  vial  of 
Acetone  Test  (Denco)  and  one  vial  of 
Galatest  is  now  available.  This  is  very 
convenient  for  the  medical  bag  or  for  the 
diabetic  patient.  The  case  also  contains 
a medical  dropper  and  a Galatest  color 
chart.  This  handy  kit  or  refills  of  Acetone 
Test  (Denco)  and  Galatest  are  obtainable 
at  all  prescription  pharmacies  and  surgi- 
cal supply  houses. 


Accepted  for  advertising  in  the  Journal  of  the  A.M.A. 
WRITE  FOR  DESCRIPTIVE  LITERATURE 
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Benadryl- 


histamine  antagonist 


O'twl  200 keAckfo 


Leading  clinics,  distinguished  journals,  and  outstanding  investigators  bear  witness 
to  the  excellent  clinical  results  with  BENADRYL  for  allergy  in  its  manifold  varieties. 
What  other  antihistaminic  can  offer  so  extensive  a bibliography  of  clinical  research? 


a l Mil/cti/t/e  lecoid 


BENADRYL  is  not  only  valuable  as  an  all-round  antihistaminic  but  has  a truly 
remarkable  record  in  the  relief  of  hay  fever.  A recent  study  of  425  cases,  for  ex- 
ample, shows  82.4%  satisfactory  improvement.  Similarly,  in  vasomotor  rhinitis 
76.7%  of  349  cases  were  benefited.  Lacrimation,  sneezing,  and 
nasal  stuffiness  are  frequently  controlled  within  an  hour  after 
a single  dose  of  BENADRYL  and  the  effect  often  endures  from 
5 to  8 hours 

BENADRYL  (diphenhydramine  hydrochloride,  P.  D.  & Co.) 


Versatile 

Rapid-acting 


Economical 
Non-habit- forming 


Effective  in  small  dosage 
Wide  range  of  tolerance 


Kapseals®  50  mg  each,  in  bottles  of  100  and  1000 
elixir  10  mg.  in  each  teaspoonful,  in  pints  and  gallons 
capsules  25  mg.  each,  in  bottles  of  100  and  1000 


PARKE,  DAVIS  & COMPANY  • DETROIT  32,  MICHIGAN 
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WHEN  YOU  NEED  A GOOD  SUPPORT 

FOR  REDUCIBLE  HERNI  A — may  we  suggest  the  advantages  of 

“custom-made”  Protection,  designed  to  meet  the  described  needs  of  each  particular  case?  Physi- 
cians, who  know  from  experience,  can  tell  you  that  Rice  “custom-made”  Supports  for  reducible 
HERNIA  are  truly  different  and  that  our  methods  are  dependable.  With  dozens  of  different 
styles,  shapes  and  types  of  pads  at  our  disposal  and  with  a full  realization  of  our  responsibility  to 
those  who  put  their  faith  in  us  —we  respectfully  offer  our  services  for  your  approval.  Descrip- 
tive literature  and  measurement  charts  on  request 

WILLIAM  S.  RICE,  Inc.,  (Lock  Box  101),  ADAMS,  NEW  YORK 

BRANCH  SUPPLY  AND  FITTING  OFFICES 

BUFFALO,  N.  Y.— ROCHESTER,  N.  Y.— PITTSBURGH,  PA. 


INDEX  TO  ADVERTISED  PRODUCTS 


Arninophyllin  (H.  E.  Dubin  Laboratories, 

Inc.) 1776 

Aminophylline  (The  S.  E.  Massengill  Com- 
pany)   1780 

ArBeC  (Fellows  Medical  Mfg.  Co.  Inc.) ....  1760 

Benadryl  (Parke,  Davis  & Company) 1775 

Cepacol  (The  Wm.  S.  Merrell  Company) . .2nd  cover 

Cholmodin  (Ames  Company,  Inc.) 1763 

Crystalline  Penicillin  G Potassium  (Com- 
mercial Solvents  Corporation) 1857 

Crystalline  Penicillin  G Sodium  (Merck  & 

Co.,  Inc.) 1772 

Dehydrocholic  Acid  (Armour  Laboratories) . . 1790 

Dextri-Maltose  (Mead  Johnson  & Co.). . .4th  cover 
Diapene  (Homemakers’  Products  Corpora- 
tion)  1786 

Digilanid  (Sandoz  Chemical  Works,  Inc.) . . . 1764 

Estinyl  (Schering  Corporation) 1767 

Estivin  (Schieffelin  & Co.) 1768 

Ferrolivron  (Harmon  Chemicals,  Inc.) 1861 

Galatest  (Denver  Chemical  Mfg.  Company) . 1774 

Homicebrin  (Eli  Lilly  and  Company) 1792 

Liquiderm  (Colin  Pharmacal  Co.,  Inc.) 1762 

Mercuhydrin  (Lakeside  Laboratories,  Inc.) . . 1791 

Metamucil  (G.  D.  Searle  & Co.) 1769 

Methischol  (U.  S.  Vitamin  Corporation) ....  1783 

Neo-Cultol  (The  Arlington  Chemical  Com- 
pany)   1777 

Neocurtasal  (Winthrop-Stearns  Inc.) 1765 

Nucarpon  (Standard  Pharmaceutical  Co., 


Phospho-Soda  (C.  B.  Fleet  Co.,  Inc.) 1779 

Ramses  (Julius  Schmid,  Inc.) 1778 

Raysal  with  Succinate  (Raymer  Pharmacal 

Company) 1789 


Sas-Par  (Ernst  Bischoff  Company,  Inc.).  1771 
Strean-Tabs  (Atlantic  Manufacturing  Corp.)  1777 
Therapeutic  Formula  (E.  R.  Squibb  & Sons) . 1787 

Thesodate  (Brewer  & Company,  Inc.) 1853 

Thum  (Num  Specialty  Co.) 1782 

Thyrobrom  (Van  Patten  Pharmaceutical  Co.)  1782 
Tomectin  (Ayerst,  McKenna  & Harrison 

Limited) 1781 

Trasentine-Phenobarbital  (Ciba  Pharma- 
ceutical Products,  Inc.) 3rd  cover 

Ultroine  (Ernst  Bischoff  Company,  Inc.). . . 1771 

Vodisan  and  Vodust  (Vodine  Company)  ...  1786 

Westsal  (Westwood  Pharmacal  Corp.) 1785 

Dietary  Foods 

Malt  Soup  Extract  (Borcherdt  Malt  Extract 

Company) 1766 

Similac  (M  & R Dietetic  Laboratories,  Inc.) . 1784 

S-M-A  (Wyeth,  Incorporated) 1855 

Strained  Meats  (Swift  & Company) 1773 

Medical  and  Surgical  Equipment 

Artificial  Eyes  (Fried  & Kohler,  Inc.) 1759 

Artificial  Limbs  (J.  E.  Hanger,  Inc.) 1861 

Hydrogalvanic  Generators  (TecaCorporation)  1770 

Orthopedic  Shoes  (Pediforme  Shoe  Co.) 1861 

Supports  (S.  H.  Camp  and  Company) 1788 

Supports  (Wm.  S.  Rice,  Inc.) 1776 

Miscellaneous 

Brioschi  (G.  Ceribelli  & Co.) 1782 

Chromograph  (Adlew  Jewelers) : 1782 

Cigarettes  (R.  J.  Reynolds  Tobacco  Co.). . . 1761 

Coca-Cola  (Coca-Cola  Company) 1870 

Spring  Water  (Saratoga  Springs  Authority)  1859 


BURDENED  HEART 


EDEMATOUS  TISSUES 


F~ 


DUBIN  AMINOPHYLLIN 

ACTIVE  DIURETIC  > MYOCARDIAL  STIMULANT 
BRONCHIAL  RELAXANT 


DISTRESSED  LUNGS 


In  Bronchial  Asthma,  Paroxysmal  Dyspnea, 
Cheyne-Stokes  Respiration. 


TABLETS  AMPULS  • POWDER  • SUPPOSITORIES 


H.  E.  DUBIN  LABORATORIES,  Inc.,  250  East  43rd  S».,  New  York  17,  N.Y. 
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IIEO-IIILTOr 

for  the  treatment  of  constipation 

/Ifab/uc# 

L.  acidophilus  in  refined  mineral  oil  jelly,  chocolate 
flavored  — provides  natural,  physiologic  approach 
to  correction  of  stasis.  Supplies  lactobacilli,  pre- 
dominant flora  of  the  normal  intestine  . . . gently 
lubricates.  Restores  normal  function  without  griping, 
flatulence,  diarrheic  movements.  Melting  point 
adjusted  to  prevent  leakage.  Jars  containing  6 oz. 


) 


THE 

ARLINGTON 

CHEMICAL 

COMPANY 

YONKERS  1, 
NEW  YORK 


♦The  word  NEO-CUITOI  Is  a registered  trodemork  of 
The  Arlington  Chemical  Company. 


. . . 

AS  AN  AID  IN  THE  PREVENTION  OF 


T>e*itaC  vtie& 


Streah^fafa 


Accumulating  evidence  seems  to  confirm  the  value 
of  STREAN-TABS  as  an  aid  in  the  prevention  of 
dental  caries  and  the  desensitization  of  sensitive 
teethl 

Clinical  trials  by  Dr.  Strean  on  hundreds  of  chil- 
dren showed  that  those  using  tablets  with  his 
formula  had  an  increase  in  caries  rate  attack  of 
only  15%,  while  the  control  groups  not  using  the 
tablet  had  an  increase  of  65%. 

Descriptive  literature  and  clinical  samples  are 
available  on  request  by  physicians,  mail  the  cou- 
pon to  us  for  a trial  supply. 


ATLANTIC  MANUFACTURING  CORP. 


"In  a controlled  study  on  several  hundred  children,  the  work 
done  by  Strean  and  Beaudet  suggests  that  a considerable 
decrease  in  the  incidence  of  dental  caries  may  be  explained  by 
the  synergistic  action  between  Vitamin  C and  D and  Fluorine. 
The  use  of  I Strean-Tab  per  day  controls  the  amount  of  fluorine 
ingested." 

(Excerpts  from  N.Y.  State  J‘l  of  Medicine— October  1945) 

Each  Tablet  contains: 

Calcium  fluoride 2.0  mg 

Vitamin  C (ascorbic  acid) 30.0  mg. 

Vitamin  D 400  I.U.  U.S.P.  XII 

Oil  of  Peppermint Q.S. 


25S  WARWICK  STREET 


BROOKLYN  7,  N.  Y. 




Atlantic  Manufacturing  Corporation 
255  Warwick  St.,  Brooklyn  7,  N.  Y. 

□ Please  send  clinical  samples  and  litera- 
ture on  the  scientific  background  of 
STREAN-TABS. 

O Prescription  blanks. ' 

Dr 

Address 

City 


*1 


..Zone State.. 
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PRODUCT 

AVAILABLE 
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/aboratory  studies  on  sperm- 
immobilizing  power  and  clinical  studies  on  occlusive  action 
and  safety  establish  that  "RAMSES”*  Vaginal  Jelly  affords  the 
optimum  protection  that  a jelly  alone  can  provide.  For  example: 
It  will  immobilize  sperm  in  the  fastest  time  recognizable 
under  the  Brown  and  Gamble  method. 

«•*-'  It  will  occlude  the  cervix  for  as  long  as  10  hours  after  coitus. 

It  will  not  liquefy  or  run  at  body  temperature. 

«■*-»  It  does  not  separate. 

It  is  nonirritating  and  nontoxic. 

For  optimum  protection  when  dependence  must  be  placed  on 
jelly  alone,  specify  "RAMSES”  Vaginal  Jelly. 

Active  Ingredients:  Dodecaethyleneglycol  'Monolaurate  5%;  Boric  Acid  1%; 
Alcohol  5%. 


m n 


jya 


JULIUS  SCHMID , Inc. 

423  West  53th  Street,  NewYork  19,  N.  Y. 


•The  word  ’’RAMSES’*  is  a registered 
. trademark  of  Julius  Schmid,  Inc. 


for  modern  egicimc^ 


—in  ethical  laxative  therapy.. . 


"EFFICIENCY  (IN  MEDICINE): 

The  capacity  to  produce  desired 
results  with  minimum  local 
or  systemic  disturbance" 


SODA. 

(FLEET)* 


Phospho-Soda  (Fleet)*  is  a so- 
lution containing  in  each  100 
cc.  sodium  biphosphate  48  Gm. 
and  sodium  phosphate  18  Gm. 


tfat  coKtxotted 
catAcvuid. 
piewutc 


TRADE  REG.  U.  6.  PAT. 

PHOSPHO 


(Ac  ttuxC&uc 
evident 
laxative 


For  patients  who  have  gone  several  days  with 
inadequate  evacuation  and  a sense  of 
discomfort,  a saline  cathartic  (it  is  rather 
strongly  felt)  will  be  found  "especially  useful".2 
for  effective  (yet  gentle)  catharsis  in  these  and 
other  cases  where  indicated,  few  laxatives  can 
equal  the  impressive  record  of  present-day  clinical 
acceptance1'3'4,5'6  of  Phospho-Soda  (Fleet)* 
—the  modern  physician's  laxative. 
Phospho-Soda  (Fleet)*  is  a unique  scientific  combination 
of  two  recognized  phosphates  of  soda. 
Its  palatability,  ease  of  administration,  and  innocuous, 
efficient  action  (remarkably  free  from  griping  and 
anal  discomfort)  are  exceptional  among  eliminants  today. 
Phospho-Soda  (Fleet)*  is  promoted  to  the  medical 
and  dental  professions  exclusively.  Available 
in  bottles  of  Vh,  6 and  16  fluidounces. 

• PHOSPHO-SODA'  and  'FIEET' 
are  registered  trade-marks  of  C.  B.  Fleet  Co.,  Inc. 

rCfcrOnCQS?  Crai9/  C.  F.  and  Faust,  E.  C..  Clinical 
Parasitology,  Leo  & Febiger,  Philadelphia,  4th  ed.,  1945. 
2.  Gold,  Harry:  In  Conferences  on  Therapy,  N.  Y.  State  J of  Med., 
Mar.  1,  1947.  3.  Judd,  E.  S.:  Am.  J.  Surg.,  74-444,  1947. 
4.  Mayo,  C.  W.:  Proceedings  Interstate  Post-Graduate  Med. 

Assembly  of  North  America,  1942.  5.  Nesselrod,  J.  P.  et  al.: 
inois  Med.  J.,  81:4,  1942.  6.  Christopher,  F.:  Minor  Surgery, 
W.  B.  Saunders  Co.,  Philadelphia,  5th  ed.,  1944. 

FLEET  CO.,  INC..  (ZAcmut*-  LYNCHBURG, VA. 


RELIEF  IN 
BRONCHIAL  ASTHMA 


MYOCARDIAL 

STIMULATION 


DEPENDABLE 

DIURESIS 


Aminophylline  (Massengill)  finds  many 
fields  of  usefulness  in  the  management  of 
the  cardiac  patient  and  the  patient  afflicted 
with  bronchial  asthma. 

In  congestive  heart  failure,  Aminophyl- 
line is  a valuable  diuretic,  and  also  exerts 
a stimulating  influence  on  the  myocar- 
dium. Thus  the  organism  not  only  loses 
accumulated  fluid,  but  the  cardiovascular 
system  is  also  benefited  by  the  greater 
cardiac  output  which  results  from  stimu- 
lation of  the  heart  muscle. 

In  bronchial  asthma,  Aminophylline 
exerts  a relaxing  effect  upon  the  bronchial 
musculature,  making  possible  greater  pul- 
monary ventilation. 

Average  dose,  0.1  Gm.  three  times  daily. 
This  quantity  may  be  doubled  if  neces- 
sary. Aminophylline  (Massengill)  is  sup- 
plied in  tablets  of  0.1  Gm.  in  bottles  of 
100,  500,  and  1,000,  and  in  tablets  of  0.19 
Gm.  in  bottles  of  100  and  500. 


MASSENGILL 


THE  S.  E.  MASSENGILL  COMPANY 

Bristol,  Tenn. — Va. 

NEW  YORK  • SAN  FRANCISCO  . KANSAS  CITY 


— 
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in 

the 

management 

of 

simple 

diarrheas 


"TOMECTIN" 


"TOMECTIN*  is  a combination  of  nickel 
pectinate  and  dried  fresh  tomato  pulp,  two  therapeutic 
agents  which  have  been  found  of  value  in  the 
management  of  diarrheas  of  non-specific  origin. 


The  detoxifying1'2 and  bacteriostatic 3 
properties  of  nickel  pectinate  as  well  as  its 
antihemorrhagic  effect*  have  proved  of  clinical  assistance 4 
in  the  treatment  of  various  diarrheal  conditions 
including  bacillary  dysentery.  Morrison  reports6  that  with 

dried  tomato  pulp,  diarrhea  from  simple  or  non-organic  cause 
was  usually  arrested  within  24  hours  following  treatment.  Nickel  pectinate 
and  dried  tomato  pulp  have  been  found,  in  many  instances,  to  bring 
about  a favorable  response  when  other  antidiarrheal  medication  had  failed.6'6 


“Tomectin”  will  appeal  to  infants,  children  and  adults  because, 
dispersed  in  water,  it  forms  a preparation  having  the  refreshing 
tartness  of  tomato  juice.  From  the  standpoint  of  therapeutic 
effectiveness,  simplicity  of  administration  and  palatability,  “Tomectin”  will 
prove  a valuable  antidiarrheal  medication. 


“Tomectin,” No.  951,  is  presented  in  wide-mouthed  bottles  each 
containing  50  grams.  Each  gram  contains: 

Nickel  pectinate  150.0  mg. 

Sodium  chloride  . » . . 50.0  mg. 

Together  with  all  factors  naturally  present  in  dried  fresh  tomato  pulp  . 800.0  mg. 


1 Malyoth,  G.:  Klin.  Wchnschr.  75:51, 1934. 

1 Bittner,  J.  E.,  Jr.:  Northwest  Med.  35: 445  (Dec.)  1936. 

3 Myers,  P.  B.,  and  Rouse,  A.  H.:  Am.  J.  Digest.  Dis.  7:39  (Jan.)  1940. 

‘Powers,  J.  L.:  Bull.  National  Formulary  Committee  9:5  (Oct.)  1940. 

5 Block,  L.  H.,  Tamowski,  A.,  and  Green,  B.  L.:  Am.  J.  Digest. 

Dis.  5:96  (Apr.)  1939. 

6 Morrison,  L.  M.:  Am.  J.  Digest.  Dis.  75:196  (June)  1946. 

"TOMECTIN" 

Nickel  Pectinate  Compound 

Ayerst,  McKenna  & Harrison  Limited 

22  East  40th  Street,  New  York  16,  N.  Y. 
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17  JEWEI 2 PUSH  BUTTON  , 

CHRONOGRAPH  291 


“4-ii-l”  ALL  PURPOSE  TIMEPIECE 

♦ WRIST  WATCH  • STOP  WATCH 

• TELEMETER  • TACHOMETER 

Incabloc  Shock  Resistant  Feature, 
Anti-Magnetic.  Sweep-Second 
Hand,  Radium  Dial,  Unbreakable 
Crystal,  Stainless  Steel  Back. 
(Formerly  $71.50.)  Each  watch 
BRAND  NEW.  NOT  SURPLUS! 
Ideal  for:  PHYSICIANS.  SPORTS- 
MEN.  PHOTOGRAPHERS.  RADIO 
BROADCASTERS.  ENGINEERS. 
AVIATORS,  etc. 

OUR  GUARANTEE: 
MONEY  BACK  in  10  DAYS 
—if  not  satisfied  for  any  reason! 

ALSO  AVAILABLE  in  18  K.  GOLD 
CASE  $64.50  (Plus  10 <7o  Tax)  For- 
merly SI  25.00. 

Jim  rii/JEWELERS  (Dept.  105) 
HULLTV117  W.  42nd  St..  NYC18 


Mail  orders  promptly  filled.  Shipped  C.O.D.  or  send  check 
or  money-order.  Address  mail  orders  to  ADLEW  JEWEL- 
ERS, 152  West  42nd  St.,  N.  Y.  18,  Dept.  105. 


BUY 

SAVINGS  BONDS 


IMPROVED  THYROID  MEDICATION 

THYROBROM,  brand  of  brominated  thyroid 
provides  efficient,  dependable  medication. 
THYROBROM  is  not  just  a mixture  of  thyroid 
and  bromides.  In  THYROBROM  the  bromine 
enters  into  chemical  combination  with  the 
active  ingredient  of  desiccated  thyroid. 
THYROBROM  may  be  prescribed  in  hypo- 
thyroid obesity,  or  whenever  thyroid  medica- 
tion is  indicated.  Supplied  in  tablet  form  for 
oral  administration.  In  Yi,  1 and  2 gr. 
strengths.  Bottles  of  100,  500,  1000  tablets. 
Sign  and  mail  coupon  below 
for  samples  and  literature 

| 1 

VAN  PATTEN  PHARMACEUTICAL  CO.  ™ 
1227  Loyola  Ave.,  Chicago,  26 
Gentlemen:  Please  send  items  checked: 
THYROBROM  □ Samples  □ Literature 


Address 

Town 

Stare 

B R I OS  C H I 

A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

G.  CERIBELLI  & CO. 


121  VARICK  STREET 


NEW  YORK 


$1,000,000.00 

has  been  salvaged  from  unpaid  medical 
bills  at  no  cost  to  our  clients. 

Send  this  ad  for  details. 

CRANE  DISCOUNT  CORPORATION 

230  West  41  St.  New  York  1 8,  N.  Y. 

Established  1933 


RECOMMEND 

APPLIED  LIKE 
NAIL  POLISH 


HUM 


Contains  extract  of  capsicum  (2.34%) 
in  a base  of  acetone  nail  lacquer  and 
isopropyl.  50/  and  $1.00  per  bottle  at 
your  surgical  supply  house  or  druggist. 
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disorders 


hosis 
filtrati 


in 


ion 


functional  impairment 
toxic  hepatitis 
infectious  hepatitis 


methischol 

(pronounced  mefh1  is  k o I ) 


A synergistic  combination  of  METHIONINE,  CHOLINE 
and  INOSITOL  in  a LIVER-VITAMIN  B COMPLEX  BASE 
. . . lipotropic  substances  which  favor  the  transport  of 
fat  from  the  liver  to  the  fat  depots  of  the  body  . . . 
for  prophylaxis,  retardation  and  specific  therapy  in 
reparable  liver  damage. 

each  tablespoonful  or  3 capsules  contain: 


dl-Methionine  333  mg. 

Choline 250  mg. 

Inositol  1 66  mg. 


together  with  the  natural  B com- 
plex from  1 2 grams  of  liver. 

Supplied,  in  bottles  of  1 00,  250,  500  and  1 000 
capsules  and  16  oz.  and  gallon  syrup. 

advantages  of  methischol 

1.  three  efficient  lipotropic  agents. 

2.  natural  B complex  from  liver. 

3.  essential,  readily  utilized  METHIONINE. 

4.  well  tolerated,  non-toxic,  convenient. 
Detailed  literature  and  sample. 

U.  S.  vitamin  corporation 

casimir  funk  labs.,  inc.  (affiliate) 

250  east  43rd  street  • new  york  I 7,  n.  y. 


Similac  is  a complete,  laboratory  modification  of  cow’s  milk 
providing  fat,  protein,  carbohydrate,  and  minerals  in  breast 
milk  proportions — and  in  forms  chemically  and  metabol- 
ically  resembling  those  food  substances  as  found  in  breast 
milk. 


Feedings  are  prepared  simply  by  adding  the  Similac  powder 
to  water  in  proportions  prescribed. 

Simple  preparation  minimizes  chances  of  error  on  the  pari 
of  the  mother. 


<&£ba/ 


Not  advertised  to  the  laity.  No  directions  on  or  in  the  trade 
package. 


A powdered,  modified  milk  product  especially  prepared  for  infant  feeding,  made  from 
tuberculin  tested  cow’s  milk  (casein  modified)  from  which  part  of  the  butter  fat  has  been  re- 
moved and  to  which  has  been  added  lactose,  cocoanut  oil,  cocoa  butter,  corn  oil,  and  olive 
oil.  Each  quart  of  normal  dilution  Similac  contains  approximately  400  U.S.P.  units  of  Vitamin 
D,  and  2500  U.S.P.  units  of  Vitamin  A as  a result  of  the  addition  of  fish  li^er  oil  concentrate. 


M & R DIETETIC  LABORATORIES.  INC.  • COLUMBUS  16,  OHIO 


QtM\ 

patients  can  enjoy 


low’Salt  diets 

new  and  ONUf  sodium-free 
salt  substitute  that  tastes 


exactly  like  table  salt 


send  for  tasting  samples 
and  just  taste  it! 

• 

WESTWOOD  PHARMACAL  CORP. 
468  Dewitt  St.,  Buffalo  13,  N.Y. 

Subsidiary  of  Foster- Milburn  Co. 

• 


WESTSAL  is  a solution  of 
lithium  chloride  with  small 
amounts  of  citric  acid  and 
potassium  iodide  (iodizing  traces) 
• Bottles  of  2V*  o z. 


that  makes  food  taste  exactly  like 
food  seasoned  with  salt... 
no  bitter,  disagreeable  taste. 

WESTSAL- in  convenient  liquid  form -can 
be  used  as  safely  and  freely  as  salt... 
at  the  table,  in  cooking  and  baking. 
WESTSAL  enables  patients  with 

CONGESTIVE  HEART  FAILURE 
HYPERTENSION 
TOXEMIAS  of  PREGNANCY 

1.  to  adhere  faithfully  to  low-salt  diets 

2.  enjoy  food  and  be  adequately  nourished 

3.  keep  harmful  sodium  intake  at  a minimum 
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The  cause  of  ammonia  dermatitis  is 
ammonia  liberated  by  bacterial  de- 
composition of  urinary  urea.  DIAPENE 
— impregnated  into  the  laundered 
diaper  merely  by  rinsing  — checks  the 
particular  bacillus  which  releases  am- 
monia from  the  baby’s  urine.  DIAPENE, 
therefore,  prevents  and  relieves  diaper 
rash  by  eliminating  the  cause. 
IMPORTANT: — DIAPENE  is  as  basically 
necessary  as  baby  oil,  powder  or  oint- 
ment, because  chafing,  prickty  heat, 
allergy  rashes,  etc.,  are  often  aggra- 
vated by  ammoniacal  urine.  DIAPENE  is 
a prophylactic  MUST  for  every  baby! 


For  prevemion,  medicate  only  “night”  diapers. 
For  treatment,  medicate  all  the  diapers. 
One  tablet  to  2 qts.  water,  a rinse  for  6 diapers. 

Bacteriologically  and  Clinically 
Tested  for  Doctor’s  Use  — 


ckages  of  20  and  40  tablets. 


Homemakers'  Products  Corporation  ns-m 
380  Second  Ave.,  New  York  10,  N.  Y. 


Please  send  me,  without  cost,  literature  and  sam- 
ples of  DIAPENE  to  eliminate  cause  of  diaper 
rash  ( ammonia  dermatitis). 


Dr. 

Address 

City Zone State 

I average — diaper  rash  cases  weekly. 


I 


The  increasing  prevalence  of  dermatophy- 
tosis  and  other  fungous  infection  of  the 
skin  during  the  hot  summer  months  will 
bring  more  urgent  pleas  for  relief. 

Vodisan*  - Vodust** — the  "around-the- 
clock”  treatment  for  athlete’s  foot  — con- 
tain Hyclomane.the  fungicide  successfully 
used  by  the  armed  forces  in  the  jungles 
of  the  South  Pacific  to  destroy  fungous  rot 
on  fabrics.  Hyclomane  in  a special  bland 
base  dissolves  in  the  wound  secretions 
and  exerts  its  potent  fungicidal  action  in 
the  cracks,  fissures,  and  beneath  the  in- 
volved skin.  Its  strong  bactericidal  action 
combats  secondary  infections  which  fre- 
quently complicate  dermatophytosis. 


♦Brand  of  Hvclomane  Solusalve 
♦♦Brand  of  Hycloboric  Dusting  Powder 
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DAY  AND  NIGHT  TREATMENT 

Vodisan*  applied  at  night  and 
Vodust**  dusted  on  the  feet  and 
between  the  toes  in  the  morning 
exert  "around-the-clock”  fungici- 
dal action,  and  minimize  the  danger 
of  reinfection.  Extensive  research 
and  clinical  use  has  proven  the 
effectiveness  of  this  Day -Wight 
treatment.  You  can  prescribe 
Vodisan -Vodust  with  confidence. 

VODINE  COMPANY 

SOUTH  DEARBORN  STREET 
CHICAGO  5,  IlllNOlS 
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truly  therapeutic  dosages  of  a[l 
the  individual  vitamins  known  to 
be  essential  in  human  nutrition. 

THERAPEUTIC  FORMULA 

VITAMIN  CAPSULES  

Squibb 


the  standard  of  comparison  Bottles  of  100  capsules 
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Wherever  the  Authorized  Camp  Service  sign  appears,  you 
can  depend  upon  the  dealer  as  the  “Headquarters”  for  Camp 
Anatomical  Supports  in  that  community.  Whether  it  be  a special 
Camp  Department  in  one  of  the  large  metropolitan  department 
stores,  or  whether  it  be  a small  neighborhood  store,  specialty  shop 
or  surgical  supply  dealer  anywhere  in  the  world  — you  can  send 
your  patients  there  with  complete  confidence  in  two  things : ( 1 ) 
Your  prescriptions  will  be  carefully  executed  by  expert  fitters  trained 
by  the  Camp  organization  to  fill  such  prescriptions;  and  (2)  there 
will  always  be  (with  rare  exceptions)  adequate  stock  on  hand  to 
fill  your  order  immediately. 

Merchants  find  it  is  good  business  to  be  thus  equipped  to  render 
this  service  to  their  customers  — quickly,  intelligently  and  accurately 

— as  you,  the  doctor,  demand  it.  And  doctors  find  it  often  saves 
their  patients  days  and  weeks  of  unneces- 
sary pain  and  discomfort  to  send  them 
directly  to  “Headquarters”  for  their  anatom- 
ical support.  Camp  Supports,  of  course,  are 
sold  and  fitted  only  through  reputable  stores 

— they  are  never  sold  by  door-to-door 
canvassers. 


S.  H.  CAMP  AND  COMPANY 
JACKSON,  MICHIGAN 


World* a I, arrest  Manufacturers  of  Scientific  Supports 
Oflfiren  In  New  York  • Chicago  • Wiml«or,  Ontario  • London,  F.ngland 
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cm  io.YLATE-SUCCINATE  FORMULA 


fol  f/te  foettlmen/ of 

ARTHRITIS  and  RHEUMATISM 


RAYSAL  WITH  SUCCINATE  employs  three  principal  in- 
gredients— salicylate,  iodine,  and  succinate  . . . designed 
to  combine  the  almost  specific  antiarthritic  and  antirheu- 
matic action  of  the  salicylates,  the  stimulating  and  nu- 
tritionally corrective  effects  of  iodine  and  the  salicylate 
detoxifying  action  of  succinic  acid. 

An  ideal  companion  medication  for  other  therapeutic 
measures  employed  in  arthritis  and  rheumatism.  RAYSAL 
WITH  SUCCINATE  will  enhance  the  efficiency  of  RAY- 
FORMOSIL  ...  a safe  and  effective  combination  for 
use  in  your  next  case.  , 


Available  only  on  order  of  the  physician  - advertised  only  to  the 
Medical  Profession -sample  and  literature  will  be  sent  upon  request 


Qje/oxifieet  £fa/<otf/a/e  ({et/i'cameii/ 


ENTERIC  COATED  TABLETS 

Raysol 5 grains 

(Representing  43%  Salicylic  Acid  and  3%  Iodine  in  Calcium- 
Sodium  Phosphate  BufFer^Salt  Combination) 

Succinic  Acid  2 grains 


RAYMER 


PHARMACAL  COMPANY  • PHILADELPHIA  34,  PA. 
PHARMACEUTICAL  MANUFACTURERS 


a 
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Normal 

Gall 

Bladder 


THE  LINING ' 


OF  THE 

GALL  BLADDER 


Chronically 
Inflamed 
Gall  Bladder 


/ 

/ 


The  normal  gall  bladder  lining  is  a 
soft,  delicate  mucosal  layer  charac- 
terized by  numerous  minute  pockets 
over  its  surface.  When  inflamed  it 
becomes  thickened  and  coarse  to  a 
variable  degree.  Biliary  stasis  is  be- 
lieved to  be  a major  factor  in  inciting 
a catarrhal  inflammation  which, 
with  secondary  infection,  may  pro- 
gress to  a more  virulent  cholecysti- 
tis, with  or  without  cholelithiasis. 

DEHYDROCHOLIC  ACID 
ARMOUR  is  a powerful  hydrochola- 
gogue  and  choleretic.  It  induces  a 
copious  outflow  of*thin,  watery  bile 
which  is  low  in  total  solids  ...  in 
effect,  a physiologic  ''flushing-out” 
of  the  biliary  tract.  It  is  indicated  in 
the  medical  management  of  chronic 


gall-bladder  cases  with  or  without 
stones,  provided  there  is  no  actual 
obstruction.  It  is  of  value  also  in 
functional  hepatic  insufficiency,  in 
liver  poisoning,  by  drugs  or  anes- 
thetics, in  cirrhosis,  and  in  chronic 
passive  congestion  of  the  liver.  It  is 
contra-indicated  in  obstructive  jaun- 
dice. 

Supplied  in  3h  grain  tablets  — bottles  of  50, 
100,  500.  Dosage  1 to  3 tablets  t.i.d.  with  meals. 
Literature  on  request. 


Have  confidence  in  the  preparation 
you  prescribe  — specify  "ARMOUR" 


A ARMOUR 


HEADQUARTERS  FOR  MEDICINALS  OF  ANIMAL  ORIGIN  • CHICAGO  9,  ILLINOIS 
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Time  and  tide 

4 -Jv 

luretic  therapy 


Timely  if^gctk)tu>  ■of^MERCUHYDRiN  combat  the  rising  tides  of 

ynatoj^s-fiuid  and  check  recurrences  by  mobilizing  water-binding 
-sodjum^and  stimulating  its  urinary  excretion. 

mercuhydrin  facilitates  the  recommended  frequent-dosage 
.schedules2  of  modem  diuretic  therapy.  Convenience,  high  local 
tolerance3,  *• 5 and  increased  safety  of  the  intramuscular  route6  foster 
the  maintenance  of  a relatively  constant  level  of  body  fluid  by  repeated 
injections,7  thus  sparing  patients  the  distressing  consequences  of 
intermittent  massive  diuresis. 


Prompt  inauguration  of  mercuhydrin  diuresis  in  cardiac  patients 
exhibiting  nocturnal  dyspnea,  orthopnea,  pulmpnary  rales,  cardiac 
asthma  and  insomnia  relieves  discomfort  and  prolongs  life.8 


tael/  fo/eia Set/  /cca/lu^  a diteietic  cAotce 


Administration  prior  to  or  concurrently  with  digitalization  avoids 
driving  the  faltering  heart  against  an  accumulated  fluid  burden  and 
prevents  the  overdigitalization  which  may  occur  when  postponed 
diuretic  therapy  mobilizes  previously  administered  cardioactive 
glycosides  from  edema  fluid.9 


DOSAGE:  1 cc.  or  2 cc.  intramuscularly  or  intravenously,  given  daily,  or  as 
indicated,  until  a weight  plateau  is  attained.  Subsequently  the  interval 
between  injections  is  prolonged  to  determine  the  maximum  period  permitted 
to  intervene  between  maintenance  injections. 

PACKAGING:  MERCUHYDRIN  (meralluride  sodium)  is  available  in  1 cc. 
and  2 cc.  ampuls. 


BIBLIOGRAPHY:  1.  Reaser,  P.  B.  and  Burch.  G.  E. : Proc.  Soc.  Espcr.  Biol.  & Med.  63:^43.  1916. 

2.  Conferences  on  Therapy,  New  York  State  J.  Med.  43:2306,  1943.  3.  Flnkelstein,  M.  It.  and  Smyth. 

C.  J.:  J.  Michigan  State  Med.  Soc.  45:1618.  1946.  4.  Modell,  W..  Gold.  II..  Clarke.  D.  A.: 

J.  Pharm.  & Exper.  Therap.  84:284,  1945.  5.  Jezer,  A.  and  Gross.  II.:  Med.  Clin.  North  America. 

Sept.  1947,  p.  1301.  6.  VVexler,  J.  and  Ellis.  L.  15.:  Am.  Heart  .1.  27:86,  1944.  7.  Conferences  on 
Therapy,  New  York  State  J.  Med.  44:280,  1944;  46:62,  1946.  8.  Donovan,  M.  A.:  New  York  State  J.  Med. 
45:1756  (Aug.  15)  1945.  9.  Levine,  S.  A.:  Clinical  Heart  Disease,  2nd  ed.,  Philadelphia, 

W.  B.  Saunders,  1942,  p.  334. 


INC.,  MILWAUKEE  1,  WISCONSIN 
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FROM  THIS  DAY  ON  . . . 


The  diet  of  an  infant  soon  after  birth 
becomes  the  prime  problem  in  getting  the  child 
off  to  a good  start.  Variations  in  the  diet  must 
often  be  based  on  tolerance,  with  little 
attention  to  vitamin  values.  Early  avitaminosis 
may  develop  during  periods  of  dietary  adjustment. 

Five  cc.  (approximately  one  average 
teaspoonful)  of  ‘Homicebrin’  (Homogenized 
Vitamins  A,  Bi,  B2,  C,  and  D.  Lilly)  contain 
up  to  two  times  the  daily  allowance  of  the 
essential  vitamins  A.  Bi,  B2,  C,  and  D. 

This  homogenized  preparation  is  pleasantly 
flavored  and  is  completely  free  from  a 
fish -oil  taste  or  odor. 

‘Homicebrin’  is  available  in  bottles  of  60  cc.  and 
120  cc.  at  retail  drug  stores  everywhere. 

ELI  LILLY  AND  COMPANY 


INDIANAPOLIS 


6,  INDIANA,  U.  S.  A. 


NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 

Copyright  1948  by  the  Medical  Society  of  the  State  of  New  York 


George  W.  Kosmak,  M.D., 
Managing  Editor 

Laurance  D.  Redway,  M.D.,  Assistant  Managing  and 

Literary  Editor 

Dwight  Anderson,  Business  Manager 

Publication  Committee 

Alvina  Rich  Lewis,  Technical  Editor 

George  W.  Kosmak,  M.D.,  Chairman 
Dwight  Anderson 
W.  P.  Anderton,  M.D. 

Associate  Editorial  Board 

Laurance  D.  Redway,  M.D. 
James  R.  Reuling,  M.D. 
Edward  T.  Wentworth,  M.D. 

Louis  H.  Bauer,  M.D. 
William  A.  Brumfield,  M.D. 
Theodore  J.  Curphey,  M.D. 
Norman  S.  Moore,  M.D. 

Peter  M.  Murray,  M.D. 
William  J.  Orr,  M.D. 
Howard  A.  Rusk,  M.D. 
Armitage  Whitman,  M.D. 

VOLUME  48 

AUGUST  15,  1948 

NUMBER  16 

Editorials 


World  Health  and  World  Economy 


Recently,  five  more  nations — Brazil,  Bul- 
garia, France,  Romania,  and  the  United 
States  of  America— officially  accepted  the 
constitution  of  the  World  Health  Organiza- 
tion. This  makes  a total  of  43  countries 
which  have  formally  joined  WHO,  including 
33  UN  members  and  ten  nonmembers. 
Several  other  nations  are  now  taking  final 
steps  toward  ratification,  among  them  the 
Dominican  Republic,  Pakistan,  and  Vene- 
zuela. 

The  first  World  Health  Assembly  was 
held  at  Geneva,  Switzerland,  on  June  24  of 
this  year  with  nearly  all  nations  of  the  world 
expected  to  attend  through  their  representa- 
tives. The  significance  of  this  first  assembly 
to  the  furtherance  of  world  health  and  the 
eventual  improvement  of  world  economy  can 
scarcely  be  comprehended  at  this  time.  Dr. 
A.  Stampas,  chairman  of  the  WHO  interim 
commission  said : 

The  principal  task  of  the  Assembly  is  to 
secure  international  agreement  on  the  best 
means  of  applying  available  knowledge  and  re- 


sources to  the  prevention  of  avoidable  suffering 
and  the  raising  of  standards  of  health.1 

It  seems  obvious  that,  if  all  the  resources 
of  the  health  sciences  were  made  globally 
effective  by  concerted,  positive  action  on  the 
part  of  the  nations  of  the  earth,  the  effect,  in 
time,  of  such  a program  would  surely  be  a 
stimulus  to  productive  effort  the  like  of 
which  has  never  been  seen.  While  the  initial 
plan  contemplates  concerted  international 
attack  on  four  fronts,  malaria,  maternal  and 
child  health,  venereal  diseases,  and  tubercu- 
losis, activity  for  1949  is  suggested  in  44 
medical,  medicosocial  and  other  related 
fields. 

Progress  is  reported  in  the  work  on  a uni- 
versal pharmacopoeia.  The  Expert  Com- 
mittee on  the  Unification  of  Pharmacopoeias 
made  several  important  decisions  and  agreed, 
among  other  things,  that  proprietary  drugs 
should  be  included  in  the  international 
pharmacopoeia.  It  was  also  decided  that  a 
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list  of  usual  and  maximal  doses  should  be 
prepared  and  advice  from  the  medical  pro- 
fession sought  before  submission  to  the  next 
meeting  of  the  Committee.  The  question  of 
doses  for  children  was  raised,  but  the  Com- 
mittee felt  that  for  the  moment  no  action 
should  be  taken.  In  addition,  it  was  agreed 
in  the  case  of  injection  to  specify  the  route 
of  administration.  At  this  session,  the 
second  of  its  kind,  further  progress  was 
achieved  toward  setting  up  a unified  system 
of  nomenclature  to  provide  that  the  same 
name  should  represent  a drug  of  the  same 
potency  and  composition  in  all  countries. 

Thus,  standardization  on  a universal 
basis  commences  slowly  but  surely.  This 
unification  is  fundamental  in  the  program  of 
positive  action  which  the  WHO  is  initiating. 
In  discussing  the  liberation  of  men  every- 
where from  the  overhanging  dread  of  pre- 
ventable disease,  President  Truman,  as  he 
signed  the  joint  resolution  of  the  Congress  of 
the  United  States,  said : 

In  doing  so,  through  the  World  Health 
Organization  we  once  again  testify  to  our 
faith  in  the  United  Nations  as  the  great  instru- 
ment for  reaching  those  goals  of  common  under- 
standing and  mutual  helpfulness  among  na- 
tions which  alone  can  lead  to  peace  and 
security  for  all  peoples. 

At  present  about  three  hundred  million 
persons  are  stricken  with  malaria  each  year. 
Of  these,  approximately  three  million  die, 
and  millions  more  are  left  mentally  and 
physically  deteriorated.  The  latter  suffer 
from  decreased  working  efficiency  and  so 
contribute  to  the  world’s  acute  food  short- 
age. 

The  proposed  WHO  program  for  1949  in 
the  field  of  maternity  and  child  health  aims 
at  reducing  the  large  number  of  preventable 
deaths  among  infants  and  mothers  and  con- 
trolling the  high  incidence  of  communicable 
and  other  preventable  diseases  among  chil- 
dren. Governments  would  be  assisted  to 
develop  facilities  and  services  for  adequate 
maternity  care  and  to  give  infants  the  best 
possible  chance  of  survival  through  normal 


physical  development,  mental  and  emotional 
health,  and  freedom  from  preventable 
disease.  To  help  achieve  these  aims,  it  is 
proposed  that  the  following  studies  be 
initiated  in  1949:  causes  and  methods  of  re- 
ducing maternal,  infant,  and  childhood  mor- 
bidity and  mortality,  child  guidance  and  the 
mental  health  of  children,  and  the  social 
aspects  of  the  problem. 

Each  year  almost  fifty  million  people 
suffer  from  tuberculosis.  Of  these,  about  five 
million  die.  The  Interim  Commission  points 
to  these  high  morbidity  and  mortality  rates 
and  to  the  rapidly  rising  graph  of  tuberculosis 
cases  in  many  parts  of  the  world  as  added 
reasons  for  the  imperative  need  of  an  inter- 
national tuberculosis  control  program. 

Increase  of  incidence  of  venereal  diseases 
because  of  the  war,  deterioration  of  control 
measures  in  the  postwar  period,  and  speedy 
international  travel  are  among  the  factors 
that  make  an  international  control  program 
imperative.  Added  reasons  given  by  the 
Interim  Commission  are  the  record  of 
effective  international  cooperation  in  this 
field  and  the  availability  of  new  technics  and 
therapeutic  agents  not  yet  fully  exploited. 

The  recommended  plan,  which  places 
special  emphasis  on  syphilis,  will  give 
governments  assistance  in  national  and  local 
control  based  on  modern  scientific  measures 
and  will  promote  widest  and  most  effective 
use  . of  new  drugs  and  improved  technics  of 
control  between  nations. 

Recognizing  that  the  newborn  World 
Health  Organization  could  not  possibly  de- 
velop and  initiate  programs  for  all  the  im- 
portant health  matters  requiring  inter- 
national action,  the  Interim  Commission 
proposes  that  the  main  field  of  activity  in 
1949  be  limited  to  malaria,  maternal  and 
child  health,  tuberculosis,  and  venereal 
diseases.  However,  programs  are  also  out- 
lined for  a number  of  other  global  health 
problems  with  recommendations  for  par- 
ticular attention  to  alcoholism,  drug  addic- 
tion, hygiene  of  seafarers,  influenza,  nursing, 
nutrition,  rural  hygiene,  and  schistosomiasis. 


Current  Editorial  Comment 

Wanted  by  the  FBI.  We  are  glad  to  co-  operate  with  the  Federal  Bureau  of  In- 
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vestigation  in  printing  the  following  an- 
nouncement concerning  a man  who  has 
been  defrauding  physicians  and  hospitals, 
and  who  may  appear  in  this  area.  We  sug- 
gest that  New  York  State  physicians  read 
the  announcement  carefully,  since  this 
fugitive  may  approach  any  one. 

Hugo  Bob  Hubsch,  with  aliases  Robert  C. 
Glass,  R.  C.  Harris,  Hogo  Hobsch,  Louis  S. 
Miller,  is  being  sought  by  the  Federal  Bureau 
of  Investigation.  On  November  7,  1945,  a 
Federal  Grand  Jury  at  Jackson,  Mississippi, 
returned  an  indictment  charging  this  man  with 
a violation  of  the  National  Stolen  Property 
Act.  He  is  charged  with  another  violation  of 
the  National  Stolen  Property  Act  in  a com- 
plaint filed  with  a U.  S.  Commissioner  at  Bir- 
mingham, Alabama,  on  June  7,  1948.  This  in- 
dividual has  defrauded  numerous  physicians 
and  hospitals  in  Eastern  and  Southeastern 
sections  of  the  United  States  during  the  past 
few  months  through  the  medium  of  fraudulent 
checks. 

Investigation  has  revealed  that  Hubsch 
has  a chronic  kidney  ailment,  and  it  has  re- 
cently been  ascertained  that  he  has  a large 
kidney  stone  in  the  right  ureter  about  four 
inches  below  the  kidney.  This  condition  has 
caused  local  inflammation  which,  at  varying 


intervals,  results  in  almost  unbearable  pain. 
He  has  been  advised  that  it  would  be  necessary 
for  him  to  undergo  major  surgery  for  the  re- 
moval of  the  stone  in  the  near  future,  and  until 
that  surgery  is  performed  he  will  need  frequent, 
if  not  continuous,  medical  attention. 

This  fugitive  moves  about  rapidly  in  that 
section  of  the  United  States  which  is  east  of 
the  Mississippi,  and  recently  he  has  given 
numerous  physicians  and  hospitals  fraudulent 
checks  in  return  for  treatments,  hospitalization, 
sedatives,  and  narcotic  prescriptions. 

The  following  is  a composite  description  of 
Hugo  Bob  Hubsch:  age,  about  52,  claims  to 
have  been  born  in  Budapest,  Hungary, 
November  4,  1895;  height,  about  5 feet,  six 
inches;  weight,  140  to  170  pounds;  hair,  dark 
brown,  graying;  eyes,  brown;  build,  medium; 
race,  white;  nationality,  believed  to  be 
naturalized  American;  occupations,  laborer, 
pharmacist;  scars  and  marks,  left  arm  par- 
tially paralyzed,  needle  scars  on  both  arms, 
large  scars  above  each  hip  resulting  from  kid- 
ney operations;  shrapnel  scars  and  two  bullet 
scars  on  abdomen,  bridge  in  upper  front  teeth ; 
characteristics,  long  nose,  stooped  posture. 

Anyone  having  information  concerning  the 
whereabouts  of  this  fugitive  should  immedi- 
ately notify  the  nearest  office  of  the  Federal 
Bureau  of  Investigation  or  your  local  law  en- 
forcement agency. 
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1948  District  Branch  Meetings 


Date 

Branch 

Place  of  Meeting 

Time 

September  14 

Fifth 

Watertown 

Afternoon  and  evening 
(dinner) 

September  16 

Eighth 

Batavia 

Afternoon  and  evening 
(dinner) 

September  23 

Third 

Parrott  House, 
Schoharie 

Morning  and  afternoon 
(luncheon) 

September  24  and  25 

Fourth 

Saratoga  Springs 

Friday  afternoon,  Sat- 
urday morning  (din- 
ner Friday  evening) 

September  30 

Seventh 

Veterans’  Hospital, 
Canandaigua 

Morning  and  afternoon 
(luncheon) 

October  6 

Sixth 

Binghamton 

Afternoon  and  evening 
(dinner) 

October  20 

Second 

Garden  City  Hotel, 
Garden  City 

Morning  and  afternoon 
(luncheon) 

October  26 

First 

Newburgh 

Afternoon  and  evening 
(dinner) 

The  President’s  Page 

The  War  Memorial 

In  this  issue  I would  like  to  make  a few  remarks  on  a 
subject  dear  to  my  heart. 

From  ancient  times,  honor  has  been  accorded  warriors 
who  have  fallen  on  the  battlefield.  Huge  monuments,  giant 
statues,  towering  obelisks;  these  in  cities  and  towns  all  over 
the  world  mark  the  deeds  of  the  heroes  of  bygone  and  present 
days;  magnificent  memorials  to  their  sacrifices. 

To  commemorate  the  heroism  of  the  thirty-two  members 
of  the  Medical  Society  of  the  State  of  New  York  who  were 
killed  in  action,  died  of  wounds,  or  of  disease  incurred  in 
service  during  World  War  II,  a war  memorial  has  been 
established  by  the  Society,  but  a living,  dynamic  memorial, 
a mark  of  honor  for  these  medical  officers  who  did  not  return. 
We  can  be  proud  of  our  Society’s  plans  for  this,  plans  which 
will  do  just  honor  to  our  dead  by  establishing  provisions  for 
the  education  of  the  living. 

Although  for  generations  there  has  been  talk  of  peace, 
talk  of  mankind  living  together  in  friendly  relations  with  all  nations  and  all  peoples,  peace 
in  our  time  is  yet  to  come.  If,  however,  we  are  to  attain  our  goal  of  world  amity,  we  must 
concentrate  on  the  future,  on  our  children  and  youth  who  will  make  the  important  decisions 
of  tomorrow.  What  better  memorial,  then,  for  those  from  our  Society  who  gave  their  lives 
in  the  last  great  conflict  than  a plan  which  will  provide  education  for  their  children? 

The  role  of  the  physician  in  time  of  war  is  an  important  one.  Our  profession  looked 
upon  it  as  a challenge  and  an  opportunity,  and  faced  it  in  a glorious  manner.  We  can  ever 
point  with  pride  to  our  record. 

Following  the  appointment  of  our  Committee  on  the  War  Memorial,  a detailed  survey 
was  made  of  the  families  of  these  medical  officers,  of  their  dependent  children,  and  of  their 
present  and  future  education  needs.  At  this  year’s  session  of  the  House  of  Delegates,  a plan 
was  adopted  whereby  we,  as  a Society,  will  honor  these  members  by  providing  financial  aid 
for  advanced  education  of  their  sons  and  daughters.  Fifty-eight,  including  thirty  boys  and 
twenty-eight  girls,  varying  in  age  from  four  to  twenty-four,  are  included  in  the  listing.  For 
these  we  plan  to  contribute  the  sum  of  $600  a year  when  they  begin  their  advanced  education. 
It  is  a sum  which  will  not  cover  all  expenses,  but  which  will  help  with  the  costs  and  make 
possible  college  and  medical  school  training  which  might  otherwise  have  to  be  abandoned. 
We  may  be  able  to  enrich  the  medical  profession  of  the  future  by  thus  facilitating  training 
and  education  for  these  children  of  our  members  who  served  and  died  bravely  as  medical 
officers  during  the  war. 

To  create  the  fund  for  this  War  Memorial,  each  of  you  is  assessed  a small  sum,  $12,  to 
be  contributed  before  the  end  of  this  year,  through  your  County  Society,  in  the  same  manner 
as  your  regular  dues.  Since  several  of  the  young  people  are  ready  this  year  to  begin  their 
higher  education,  it  is  important  that  our  War  Memorial  Fimd  be  established  and  ready 
to  function  at  once. 

I am  sure  that  we,  as  individuals  and  as  associates  of  these  whom  we  honor,  can 
feel  honored  ourselves  at  this  opportunity  to  take  part  in  a truly  living  memorial,  a com- 
memoration of  war  heroes  that  will  endure  for  many  years.  To  have  a part,  even  though 
a small  one,  in  contributing  to  the  education  of  these  young  people  is  a consoling  thought. 
They  will  help  light  up  their  generations,  and  will  cast  their  beneficent  influence  on  their 
successors.  It  is  a species  of  immortality  for  us  to  do  so. 

I am  proud  to  serve  as  President  of  a group  which  has  agreed  upon  such  a project. 

Leo  F.  Simpson,  M.D. 
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SOME  NEWER  ASPECTS  OF  PROTEIN  METABOLISM 

I.  R£sum£  of  Experimental  Data 

David  Schwimmer,  M.D.,  and  Thomas  H.  McGavack,  M.D.,  New  York  City 
, ( From  the  New  York  Medical  College  and  Metropolitan  Hospital) 


THE  recent  war,  with  its  military  requirements 
and  its  sequel  of  underfed  populations,  has 
focused  attention  on  the  need  for  greater  knowl- 
edge in  the  field  of  nutrition.  This  has  applied 
particularly  to  the  problem  of  protein  metabolism 
in  the  presence  of  limited  intakes  of  calories  and 
water. 

An  efficient  utilization  of  ingested  proteins  is 
essential  for  the  proper  protection  and  replace- 
ment of  vital  body  tissues.  This  is  true  whether 
the  loss  of  protein  nitrogen  is  occasioned  by 
normal  “wear  and  tear,”  or  whether  it  is  due  to 
abnormal  situations  such  as  burns,  hemorrhages, 
fractures,  surgical  procedures,  fevers,  or  toxic 
factors.  If  not  enough  calories  are  fed  to  meet 
the  current  energy  requirements,  then  the  in- 
gested protein  is  perforce  burned  for  energy.  This 
implies  that  there  will  be  no  replacement  of  tissue 
proteins,  or,  more  disastrous,  there  may  even  be  a 
raiding  of  bodily  protein  for  energy  needs  if  the 
caloric  deficit  is  very  great. 

If,  in  addition  to  insufficient  calories,  the  intake 
of  water  is  limited,  there  will  be  a tendency  to 
dehydration  because  the  increased  solute  load 
raises  the  obligatory  urinary  volume  needed  to 
excrete  the  nitrogenous  end  products. 

Our  own  specific  interest  in  this  field  arose 
with  the  Army  Quartermaster’s  wartime  quest  for 
an  improved  ration  for  air  force  life  rafts.  It  was 
felt  that  the  standard  100  Gm.  carbohydrate 
ration  could  be  improved  by  supplementation 
with  protein,  provided  that  the  objections  we 
have  already  mentioned  could  be  overcome.  That 
protein  might  be  utilized  for  other  than  energy 
production  under  conditions  of  privation  was  in- 
dicated by  the  animal  studies  of  Swanson  and  of 
Allison,  of  Iowa  State  College  and  Rutgers 
University,  respectively.  They  demonstrated 
that  the  feeding  of  egg  protein  produced  a 
definite  lowering  of  the  urinary  excretion  of  nitro- 
gen with  a consequent  improvement  in  nitrogen 

• Presented  at  the  142nd  Annual  Meeting  of  the  Medical  So- 
ciety of  the  State  of  New  York,  New  York  City,  Teaching 
Day,  May  18,  1948. 


balance  and  a decrease  in  urinary  volume.  These 
investigators  also  found  that  supplementation 
of  the  diet  with  the  amino  acid  d-1  methionine 
further  improved  the  utilization  of  nitrogen  in 
the  same  directions. 

Our  projected  task  in  early  1945  was  accord- 
ingly to  check  and  corroborate  these  findings  in 
human  beings,  then  to  transpose  them  quickly 
into  specifications  for  a new  life  raft  ration.  The 
results  in  our  earlier  studies  proved  so  interesting 
and  delineated  so  many  important  unanswered 
questions  that  a long  range  program  of  experi- 
mentation was  evolved.  The  objective  was  to  in- 
vestigate survival  rations  as  a whole  with  specific 
attention  paid  to  the  basic  physiologic  mecha- 
nisms operative  during  privation. 

We  have  been  unusually  fortunate  at  the  New 
York  Medical  College,  Metropolitan  Hospital 
Research  Unit  on  Welfare  Island,  in  having  large 
numbers  of  excellent  subjects  capable  of  being 
observed  over  prolonged  periods  in  a closed 
hospital  ward  made  available  to  us.  During  the 
past  three  and  one-half  years,  we  have  studied  the 
effects  of  55  low  calorie  diets  in  over  200  human 
volunteers.  The  latter  have  included  both  con- 
scientious objectors  and  Army  enlisted  men. 

The  general  pattern  of  each  experimental  run 
has  included  three  periods: 

1.  Control  Period  (seven  to  ten  days):  sub- 
jects fed  full  complement  of  food  and  water. 

2.  Deprivation  Period  (ten  to  thirty  days): 
subjects  fed  specially  prepared  ration  and  speci- 
fied amounts  of  water. 

3.  Recovery  Period  (five  to  ten  days):  sub- 
jects fed  gradually  increasing  amounts  of  food 
and  water. 

Because  of  the  potentially  wide  variability  of 
human  subjects,  we  have  consistently  employed 
the  paired-run  technic.  This  provides  for  a con- 
trol group  to  be  run  in  parallel  with  one  or  more 
additional  groups  receiving  test  diets  containing 
specific  experimental  variables.  Each  test  group 
has  consisted  of  four  to  six  men,  and  as  many  as 
16  subjects  have  been  observed  at  one  time. 
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The  experimental  diets  utilized  have  been  in 
the  form  of  specially  baked,  uniform  biscuits  and 
have  variously  provided  400  to  1,800  calories 
daily.  The  intake  of  water  has  been  either  ad 
libitum  with  volumes  strictly  recorded  or  in- 
flexibly limited  to  800  cc.  daily.  This  800  cc. 
figure  represents  the  average  daily  expectation  of 
a life  raft  castaway  from  the  combined  use  of  his 
desalination  kit,  solar  still,  and  rain  water  col- 
lected on  a tarpaulin.  The  dietary  content  of 
protein  has  ranged  from  0 to  about  50  Gm.  daily. 

Although  a great  number  of  clinical  and  labora- 
tory aspects  of  deprivation  have  been  studied,  we 
shall  here  report  only  on  those  pertaining  directly 
to  protein  metabolism.  These  factors  can  be 
listed  as  follows : (1)  type  and  quantity  of  protein, 
(2)  level  of  caloric  intake,  (3)  quantity  of  fat,  (4) 
supplementation  with  d-1  methionine,  (5)  intake 
of  salt,  and  (6)  level  of  intake  of  water. 

Let  us  now  examine  the  first  of  these  factors, 
the  question  of  the  type  and  quantity  of  protein 
used.  Since  Mitchell  assigned  an  arbitrary 
maximal  “biologic  value”  of  1 to  the  perfect  pro- 
tein, there  has  been  a growing  appreciation  of  the 
importance  of  quality  as  against  simple  quantity. 
This  has  been  evidenced  by  the  stress  laid  on 
balanced  amino  acid  patterns,  particularly  in 
the  development  of  protein  hydrolysates.  More 
recently,  Mitchell’s  rather  rigid  principle  has  been 
challenged  by  the  concept  of  “biologic  efficiency” 
advanced  by  our  colleagues  Swanson  and  Allison. 
According  to  the  latter,  a given  protein  may  ex- 
hibit a greater  utility  than  that  represented  by 
the  standard  “biologic  value”  and,  on  occasion, 
may  even  definitely  exceed  Mitchell’s  maximum 
of  1 for  the  “complete”  protein.  Such  varia- 
bility, plus  the  capacity  to  exceed  the  theoretical 
maximum,  is  dependent  upon  the  state  of  the 
recipient  organism.  As  the  tissues  become  more 
depleted,  they  acquire  a greater  ability  to  retain 
protein. 

In  our  early  experiments,  we  tested  rations 
containing  a number  of  different  protein  sources. 
These  included  lactalbumin,  malted  milk  protein, 
raw  egg  albumin,  dehydrated  egg  albumin,  and 
dehydrated  whole  egg.  Of  all  these,  the  de- 
hydrated egg  albumin  proved  the  most  efficient 
and  uniform;  hence  it  has  been  used  almost  ex- 
clusively in  most  of  our  studies  to  date.  This 
does  not  preclude  the  possibility  that  some  of 
these  other  proteins  could  be  better  processed  and 
prepared  to  provide  greater  efficiency. 

As  a matter  of  fact,  it  is  quite  possible  that 
those  proteins  found  unsatisfactory  for  our 
specific  needs  might  prove  excellent  for  other  pur- 
poses even  without  modification.  It  is  the  grow- 
ing conviction  of  workers  in  the  field  that  the 
efficiency  of  any  protein  is  essentially  dependent 
upon  the  job  it  is  expected  to  do.  Among  the 


hydrolysates,  for  example,  some  have  been  found 
very  good  for  regenerating  plasma  proteins,  some 
for  rebuilding  red  blood  cells,  others  for  mainte- 
nance of  bodily  weight,  and  still  others  for  pro- 
moting growth.  A given  protein  preparation 
may  produce  optimal  results  in  one  direction  and 
be  relatively  useless  in  many  others.  Further  re- 
search will  eventually  elucidate  the  specific 
potentialities  of  the  various  types  of  protein. 

As  we  indicated  earlier,  the  level  of  caloric  in- 
take may  influence  the  fate  of  ingested  protein  to 
a significant  degree,  primarily  because  of  the 
tendency  to  burn  protein  for  energy.  When  we 
fed  our  subjects  rations  containing  3 Gm.*nitrogen 
derived  from  20  Gm.  dehydrated  egg  albumin,  no 
utilization  of  the  nitrogen  was  noted  when  the 
caloric  intake  was  400,  900,  or  1,200.  It  was  not 
until  the  daily  intake  was  raised  to  1,500  and 
1,800  calories  that  any  significant  retention  of  pro- 
tein nitrogen  occurred. 

Since  the  basal  level  of  urinary  nitrogen  excre- 
tion in  subjects  on  protein-free  diets  usually  av- 
eraged about  6 Gm.  daily,  we  increased  the  level  of 
dietary  protein  nitrogen  to  6 Gm.  in  an  attempt  to 
approach  positive  nitrogen  balance.  That  this 
result  was  attained  at  1,800  calories  was  not  too 
surprising.  That  it  also  occurred  at  the  900 
calorie  level  was  indeed  unexpected.  It  appears 
that  a simple  increase  in  the  amount  of  protein  fed 
markedly  improves  the  efficiency  of  its  utilization. 
It  is  not  yet  known  to  what  extent  such  increases 
in  protein  intake  may  be  made  with  continuing 
benefit,  nor  is  the  underlying  mechanism  clear. 

The  incorporation  of  fat  in  a survival  ration  of 
any  sort  has  certain  obvious  advantages.  Since 
there  is  usually  a limit  on  both  the  weight  and 
space  allotted  for  the  storage  of  survival  rations 
in  any  military  craft,  a high  caloric  density  is 
greatly  to  be  desired.  In  addition,  the  inclusion 
of  some  fat  in  the  diet  can  contribute  to  the 
acceptability  of  a ration.  In  most  of  our  earlier 
studies  we  included  hydrogenated  fat  to  the  ex- 
tent of  10  per  cent  by  weight.  This  figure  was 
more  or  less  empiric  and  represented  a quantity 
that  would  not  be  likely  to  produce  digestive  dis- 
turbances. In  order  to  check  the.  maximum 
amount  of  fat  that  could  be  used  without  causing 
digestive  upsets,  we  set  up  three  groups  of  four 
men  each.  All  three  groups  were  fed  isocalorically 
at  the  900  calorie  level,  with  each  diet  supplying 
6 Gm.  of  protein  nitrogen.  The  fat  level,  how- 
ever, varied.  The  first  group  received  10  per  cent 
by  weight,  the  second  20  per  cent,  and  the  third 
30  per  cent,  with  proportionate  reductions  in 
the  amounts  of  carbohydrate.  The  results  were 
twofold.  First  of  all,  no  gastrointestinal  difficul- 
ties were  encountered  with  any  subjects.  Sec- 
ondly, the  group  receiving  the  30  per  cent  fat  , 
ration  showed  a distinct  decrease  in  the  excretion 
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of  urinary  nitrogen  when  compared  with  the 
groups  ingesting  10  per  cent  and  20  per  cent. 
Since  the  three  diets  were  isocaloric,  the  nitrogen- 
sparing effect  is  apparently  due  to  something 
intrinsic  in  the  higher  fat  content  as  such.  This 
observation  may  ultimately  be  applicable  to 
specific  clinical  situations,  which  my  colleague 
Dr.  McGavack  will  discuss  in  Part  II  of  this 
presentation. 

The  next  phase  of  experimentation  was  an 
attempt  to  corroborate  the  beneficial  effects  of 
methionine  supplementation  on  nitrogen 
metabolism.  Three  sets  of  paired  group  studies 
were  made,  with  caloric  levels  of  900,  1,200,  and 
1,800,  respectively.  In  the  first  study,  no  protein 
nitrogen  was  present  in  the  diet;  in  the  second,  3 
Gm.  of  protein  nitrogen,  and  in  the  third,  6 Gm. 
of  protein  nitrogen.  The  methionine  supplement 
was  5 Gm.  daily  in  the  first  experiment  and  2.5 
Gm.  in  the  other  two.  The  results  in  the  methio- 
nine-fed  groups,  in  comparison  to  those  not  re- 
ceiving methionine,  can  be  summarized  as  fol- 
lows : increased  urinary  volume,  increased  urinary 
solutes,  increased  total  urinary  nitrogen,  increased 
urinary  urea  nitrogen,  greater  negative  nitrogen 
balance,  increased  urinary  ammonia  nitrogen,  in- 
creased urinary  potassium,  and  decreased  serum 
potassium. 

It  is  apparent  from  this  that  methionine  supple- 
mentation not  only  did  not  improve  nitrogen 
utilization  but  was  actually  associated  with  some 
deterioration.  This  marked  difference  between 
animals  and  man  may  perhaps  be  due  to  dif- 
ferences in  the  conditions  of  experimentation,  but 
it  is  highly  suggestive  of  a species  difference.  In 
this  latter  aspect,  it  most  certainly  emphasizes 
the  point  that  one  cannot  and  should  not  try  to 
transfer  bodily  data  from  studies  with  animals  to 
man. 

Another  aspect  of  these  studies  concerns  itself 
with  salt  supplementation.  Our  first  experi- 
mental diets  provided  no  salt,  and  practically  all 
the  subjects  developed  clinical  symptoms  of 
salt  deficiency  by  the  second  day  of  deprivation. 
The  manifestations  consisted  principally  of 
severe  muscular  cramps  and  aches  and  head- 
aches. They  were  associated  with  decreases  in 
serum  sodium  and  chloride  concentrations  and  in- 
creases in  serum  potassium  levels.  Subsequent 
supplementation  of  similar  diets  with  as  little  as 
1 Gm.  of  salt  daily  completely  prevented  these 
changes  and  also  seemed  to  have  a moder- 
ately beneficial  effect  on  protein  utilization. 
Analysis  of  a large  series  of  dietary  regimens 
wherein  we  added  salt  revealed  several  interesting 


phenomena  as  regards  serum  electrolyte  concen- 
trations. The  sodium  and  chloride  levels  re- 
mained consistently  normal,  but  the  potassium 
concentrations  almost  invariably  were  reduced 
as  either  the  caloric  or  the  protein  content  of  the 
diet  was  increased.  All  these  findings  are  highly 
suggestive  of  some  relationship  to  adrenal  cortical 
function  and,  in  fact,  could  be  correlated  with 
alterations  in  the  urinary  excretions  of  total  17- 
ketosteroids. 

The  last  experimental  data  we  shall  discuss 
here  relate  to  the  effect  of  fluid  intake  upon 
nitrogen  utilization.  Preliminary  comparisons  of 
limited  (800  cc.)  and  ad  libitum  intakes  of  water 
indicate  that  a free  intake  of  larger  quantities  of 
water  produces  a distinct  increase  in  the  excretion 
nitrogen.  This  phenomenon  is  being  studied 
further  to  check  our  initial  impression  that  it  is 
tied  up  with  electrolytic  and  steroid  alterations. 

These  experimental  studies  we  have  presented 
today  emphasize  a number  of  general  points  in' 
addition  to  the  specific  data  offered.  There  is  far 
too  much  stress  laid  on  the  simple  caloric  con- 
tent of  the  diet  and  not  enough  on  the  im- 
portant intrinsic  components  thereof.  This  is 
true  whether  we  are  dealing  with  clinical  prob- 
lems or  whether  we  consider  the  feeding  of  starv- 
ing populations  overseas.  Proper  feeding  is 
essential  for  both  physical  and  psychologic  well- 
being. 

Not  only  can  experimental  results  obtained 
with  animals  not  be  applied  directly  to  human 
beings,  but  also  work  done  with  human  subjects 
must  be  critically  evaluated.  Aside  from  con- 
sidering the  wide  range  of  normal  human  varia- 
bility, strict  attention  must  also  be  paid  to  the 
actual  status  of  the  subject,  whether  he  is  healthy 
or  sick,  whether  an  illness  is  acute  or  chronic, 
whether  there  is  depletion  or  starvation,  or 
whether  there  has  been  any  adaptation  to  ad- 
verse environment.  It  is  only  by  properly  con- 
trolling and  correlating  all  these  factors  that 
truly  accurate  answers  to  the  multitude  of  nu- 
tritional and  metabolic  problems  that  confront 
us  will  be  obtained. 

The  studies  here  reported  are  important  not 
only  for  military  use  but  have  implications  in 
clinical  medicine.  They  have  a bearing  on  post- 
operative care,  wound  healing,  general  resistance 
to  infection,  hepatic  diseases,  and  problems  of 
obesity  and  cachexia. 

The  experimental  studies  herein  reported  were  carried  out 
at  the  New  York  Medical  College.  Metropolitan  Hospital  Re- 
search Unit.  Welfare  Island,  New  York,  under  the  sponsor- 
ship of  the  U.S.  Army  Quartermaster  Food  and  Container  In- 
stitute. 
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II.  Clinical  Applications 

Thomas  H.  McGavack,  M.D.,  and  David  Schwimmer,  M.D.,  New  York  City 


NO  GIVEN  set  of  experiments  in  the  field  of 
protein  metabolism  has  yet  included  all  the 
conditions  or  exemplified  all  the  circumstances 
which  must  be  met  to  answer  completely  the  physi- 
cian’s needs  in  relation  to  body  utilization  of  pro- 
tein material.  Therefore,  conclusions  drawn  from 
any  one  group  of  investigations  are  not  necessarily 
capable  of  universal  application  to  every  type  of 
problem  in  the  field.  This  should  perhaps  need 
no  emphasis  here,  but  there  exists  such  a large 
mass  of  undigested  fact  within  the  field  of  protein 
metabolism  that  it  seems  important  to  keep  our 
heads  clear  and  accept  wholeheartedly  only  those 
facts  which  have  been  repeatedly  verified  and 
satisfactorily  applied  at  the  bedside.  Above  all, 
it  seems  necessary  to  avoid  swings  to  the  extremes 
on  the  basis  of  a few  experiments,  as  for  instance, 
the  wave  of  enthusiasm  for  methionine  as  a pro- 
tein supplement  or  the  routine  employment  of 
protein  hydrolysates  with  little  attention  to ‘the 
nature  or  phase  of  the  condition  for  which  pre- 
scribed. There  are  so  many  factors  involved  in 
the  role  of  proteins  in  nutrition,  e.g.,  minerals, 
vitamins,  the  influence  of  one  amino  acid  or  pro- 
tein upon  another,  the  fluid  intake,  the  condition 
of  the  tissue  stores  of  protein  at  the  time  of 
administration,  etc.,  that  each  fact  or  statement 
made  must  be  accepted  only  in  the  light  of  the 
conditions  under  which  it  was  established.  I 
hope  this  statement  will  stand  out  clearly  above 
all  others  in  the  few  comments  that  are  to  follow. 

Disturbances  in  protein  metabolism  commonly 
observed  in  the  practice  of  medicine  fall  rather 
logically  into  the  three  following  main  groups 
when  classified  according  to  the  nature  of  the  pro- 
tein fault:  (a)  protein  intake  less  than  normal, 
(6)  a specific  metabolic  factor  altering  protein 
metabolism,  and  (c)  nonspecific  .<?tress  influencing 
protein  metabolism. 

In  connection  with  the  first  category  (Table  1), 
we  have  subjected  normal  human  volunteers  to 
various  dietary  regimes,  in  which  the  caloric 

TABLE  1. — Conditions  in  Which  Protein  Intake  Is  Less 
Than  Normal 


Causes 

1.  Unavailability  of  food 

2.  Dietary  restriction  due  to  disease  or  age,  e.g.,  peptic 

ulcer,  cardiac  decompensation,  nephritis,  etc. 

3.  Failure  in  absorption 

(а)  Vomiting,  intestinal  obstruction,  diarrhea,  ulcer- 

ative colitis,  etc. 

(б)  Sprue,  celiac  disease,  etc. 

(c)  Hepatic  disease 

Treatment 

1.  Restrict  fluid  until  condition  can  be  corrected 

2.  Restrict  salt  until  condition  can  be  corrected 

3.  High  quality  protein,  easily  assimilable  form 

4.  Parenteral  feeding 


equivalents  ranged  from  450  to  1,800  calories,  and 
the  protein  complement  has  varied  from  0.0  to 
approximately  0.6  Gin.  per  Kg.  of  body  weight. 
Dr.  Schwimmer’s  comments  have  been  concerned 
with  the  presentation  of  a small  portion  of  the 
data  derived  from  these  experiments.  Our  second 
group  of  experiences  deal  with  glandular  disturb- 
ances and  are  summarized  in  Table  2.  These 

TABLE  2. — Conditions  in  Which  Specific  Metabolic 
Fault  Involves  Protein 


Causes 

1.  Hematopoietic  disease 

2.  Glandular  disturbances 

(a)  Diabetes  mellitus 

(b)  Hyperthyroidism 

(c)  Hypogonadism 

( d ) Hypopituitarism 

3.  Gout 

4.  Nephroses 

5.  Hunger  edema 
Treatment 

1.  Increase  or  decrease  protein  or  protein  fraction 

2.  Specific  therapy,  e.g.,  iron,  liver,  hormones 


involve,  mainly,  balance  studies  for  nitrogen, 
various  electrolytes,  water,  etc.,  before,  during, 
and  after  a variety  of  treatments  with  glandular 
or  glandular  substitution  products.  In  the  third 
group  of  experiments  which  fall  in  the  third  cate- 
gory (Table  3),  observations  have  been  made 
regarding  the  variations  in  nitrogen  metabolism, 
especially  in  relation  to  acute  and  chronic  infec- 
tions. 


TABLE  3. — Conditions  in  Which  Nonspecific  States  of 
Stress  Alter  Body  Capacity  for  Protein  Utilization 


Causes 

1.  Acute — alarm  reaction:  trauma,  burns,  operation 

2.  Chronic — adaptation:  resistance  and  exhaustion — 

repeated  infections,  chronic  infections,  etc. 

Treatment 

1.  Acute — alarm  reaction — hepatic  factor 

(a)  High  quality  protein 

( b ) Glucocorticoids  and  mineralocorticoids 

2.  Chronic 

(a)  Increase  protein  intake 

( b ) Corticoid  and  testoid  hormones 


Protein  Intake  Less  Than  Normal 

Fortunately,  the  physician  should  rarely  have 
to  deal  with  conditions  in  which  the  intake  of  food 
is  limited  by  its  scarcity  in  this  country.  Never- 
theless, this  subject  is  a matter  of  great  import  to 
the  armed  services  of  our  country  and  one  which 
has  occupied  a considerable  portion  of  our  inves- 
tigations. Several  interesting  observations  may 
be  emphasized.  For  instance,  when  both  the 
total  calories  and  the  protein  are  restricted,  the 
restriction  of  water,  within  certain  limits,  appears 
to  spare  body  protein.  For  example,  with  diets 
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containing  between  900  and  1,800  calories  and  not 
more  than  0.6  Gm.  protein  per  Kg.  of  body  weight, 
there  was  less  loss  of  nitrogen  when  water  was 
restricted  to  800  cc.  daily  than  when  it  was  used  ad 
libitum.  Likewise,  the  presence  of  too  much  salt 
in  the  diet  of  such  persons  may  aggravate  the 
edema  of  the  tissues  and  still  further  cripple  their 
function,  whereas  too  little  salt  can  give  rise  to 
symptoms  of  salt  deficiency  and  interfere  with  the 
efficiency  of  the  kidney  in  ridding  the  body  of 
nitrogenous  waste.  In  our  own  experiments,  1 
Gm.  of  salt  added  to  diets  varying  in  caloric 
equivalent  from  450  to  1,800  calories  and  in 
nitrogen  content  from  0.0  to  approximately  40.0 
Gm.  has  improved  renal  efficiency  without 
apparently  interfering  with  tissue  activity. 

In  diets  of  subcaloric  value,  a high  quality  pro- 
tein can  exert  some  sparing  action  on  the  bodily 
economy,  as  it  lessens  the  loss  of  nitrogen  and 
weight  and  decreases  the  load  on  the  liver.  In 
the  present  experiments,  egg  white  has  proved  to 
be  the  best  of  such  proteins,  although  whole  egg 
and  whole  milk  proteins  have  also  demonstrated 
high  protective  activity.  Specific  amino  acid 
supplements,  such  as  methionine,  have  not 
improved  the  action  of  egg  white.  This,  of 
course,  may  have  been  due  to  the  fact  that  under 
the  specific  conditions  of  our  experiments  the  egg 
white  already  afforded  sufficient  methionine. 
Keeton  and  his  associates  have  confirmed  the 
fact  that  methionine  as  a dietary  supplement  has 
not  exerted  a “sparing”  action  on  protein  metab- 
olism.1 They  gave  2 Gm.  daily  to  subjects 
taking  a calorically  basal  maintenance  diet  with 
adequate  protein,  the  source  of  which  was  not 
stated.  I think  these  facts  illustrate  a point  that 
is  germane  to  the  whole  subject  of  applying  our 
knowledge  of  protein  chemistry  and  physiology 
at  the  bedside.  Shortly  after  methionine  was 
shown  to  have  a sparing  action  on  protein  metab- 
olism in  small  laboratory  animals  under  certain 
conditions  and  when  it  became  available  in  readily 
ingested  form,  there  was  a wave  of  enthusiasm 
for  its  indiscriminate  use  wherever  protein  defi- 
ciency existed.  Not  only  may  such  therapy  be. 
both  useless  and  needlessly  expensive,  but  con- 
ceivably it  can  do  harm  as,  for  instance,  in  our 
subjects,  where  the  total  urinary  nitrogen  and  its 
urea  and  ammonia  constituents  invariably  in- 
creased when  such  supplements  were  used. 

Furthermore,  the  amounts  of  an  essential 
amino  acid  may  vary  with  the  nature  and  total 
amount  of  protein  taken  and  the  mode  of  its 
administration.  This  has  been  demonstrated  at 
least  for  phenylalanine.2  Therefore,  unless  we 
have  very  specific  indications  for  a particular 
amino  acid,  it  seems  wisest  in  the  present  state  of 
our  knowledge  to  administer  high  quality  protein 
containing  all  the  essential  amino  acids  rather 


than  attempt  to  use  expensive  supplements  of 
doubtful  value. 

Dietary  restrictions  brought  about  by  disease 
and  failure  to  retain  or  absorb  ingested  food  may 
lead  to  protein  deficiencies  (Table  1)  and  may  be 
dealt  with  as  just  described.  Should  it  be  neces- 
sary to  give  such  food  parenterally,  then  wrhole 
blood  or  blood  plasma  affords  the  highest  quality 
of  protein  obtainable.  Protein  hydrolysates  are 
much  less  expensive  and  will  usually  make  up  the 
deficiency  except  in  patients  with  severe  hepatic 
disease,  but  even  where  the  liver  is  functioning 
normally,  a certain  percentage  of  the  amino  acid 
may  be  lost  through  the  kidney.2 

Specific  Fault  in  Protein  Metabolism 

Intrinsic  disease  of  some  organ  or  system  may 
give  rise  to  disturbances  in  metabolism  that  alter 
the  requirements  for  protein  both  qualitatively 
and  quantitatively  (Table  2).  In  connection 
with  other  studies,  it  has  been  our  privilege  to 
study  nitrogen  and  other  balances  under  standard 
conditions  of  diet  and  activity  in  glandular  dis- 
turbances which  alter  the  behavior  of  protein 
within  the  body.  In  general,  these  conditions 
must  be  approached  by  decreasing  or  increasing 
the  protein  intake,  depending  upon  the  nature  of 
the  derangement,  and  by  the  application  of  hor- 
mones or  drugs  specifically  directed  to  the  correc- 
tion of  the  altered  function.  For  instance,  the  use 
of  a low  purine  diet  in  gout  needs  no  emphasis. 
The  application  of  insulin  stops  the  excessive 
wastage  of  diabetes  mellitus.  Positive  nitrogen 
balance  may  be  attained  in  hyperthyroidism  by 
forced  feeding,  by  the  administration  of  corti- 
coids,  or  by  the  use  of  “antithyroid”  compounds. 

Nonspecific  States  of  Stress  Altering  Body 
Capacity  for  Protein  Utilization 

A wide  variety  of  acute  and  chronic  stresses 
may  interfere  with  or  otherwise  alter  the  ability 
of  the  tissues  of  the  body  to  utilize  protein  (Table 
3).  It  is  with  this  group  of  conditions  that  the 
physician  of  today  is  most  frequently  faced. 
The  body  reacts  differently,  and  to  some  extent 
oppositely,  to  acute  and  chronic  stresses,  respec- 
tively, more  or  less  in  accordance  with  Selye’s 
concepts  as  expressed  in  the  adaptation  syn- 
drome.3 Under  acute  stress,  that  is  in  the  alarm 
reaction  of  Selye,  as  seen,  for  instance,  following 
trauma,  burns,  or  operative  procedure,  a striking 
negative  balance  for  nitrogen  is  established. 
While  this  negative  balance  may  be  mitigated  or 
even  changed  to  a positive  one,  the  catabolic 
process  cannot  be  prevented,  even  by  the  use  of 
“anabolistic”  hormones,  such  as  testosterone,1  •4~9 
In  cases  of  elective  surgery,  this  catabolic  period 
can  be  minimized  by  the  proper  diet  preopera- 
tively  and  by  the  use  of  large  amounts  of  protein 
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during  and  for  varying  periods  of  time  after  the 
surgical  procedure.  Keeton  and  his  associates 
have  shown  that  a high  protein  intake  is  the  most 
important  part  of  such  a remedial  regime.1 
They  achieved  positive  nitrogen  balance  during 
this  catabolic  phase  by  the  use  of  a basal  main- 
tenance diet,  high  in  protein  (2.7  Gm.  per  Kg. 
body  weight).  The  increase  in  the  protein  over 
and  above  that  normally  required  is  important, 
as  we  have  been  unable  to  effect  positive  balance 
by  a basal  maintenance  diet  plus  50  per  cent  with 
1.4  Gm.  of  protein  per  Kg.  body  weight,  whereas 
Keeton  and  his  associates  found  this  possible 
with  a basal  maintenance  diet  plus  20  per  cent 
in  which  40  per  cent  of  the  calories  were  derived 
from  protein  (2.7  Gm.  per  Kg.  body  weight).91 

Immediately  following  conditions  of  acute 
stress,  protein  hydrolysates  are  of  very  slight 
value  in  relieving  the  negative  nitrogen  balance, 
although  they  may  be  of  considerable  use  in  build- 
ing up  the  body  store  of  protein  when  used  prior 
to  the  event,  e.g.,  operation.  In  cases  of  unex- 
pected emergency,  blood  plasma  or  whole  blood 
is  preferable  and  at  the  same  time  is  the  best  avail- 
able source  of  protein,  although  it  must  be  em- 
phasized that  it  cannot  completely  prevent  the 
catabolic  phase  which  accompanies  the  alarm  re- 
action of  Selye.  This  catabolic  phase  is  probably 
secondary  to  intensive  stimulation  of  the  adrenal 
cortex  with  an  outpouring  of  corticoids,  particu- 
larly those  concerned  in  gluconeogenesis. 

Conditions  are  quite  different  in  subjects  with 
chronic  illness  associated  with  debilitation.  Here 
the  output  of  urinary  corticoids  may  be  low  or 
within  the  lower  range  of  normal.  If  sufficient 
protein  and  calories  can  be  administered,  a posi- 
tive nitrogen  balance  and  eventual  gain  of  weight 
can  always  be  established  in  these  conditions. 


Such  utilization  of  protein  may  be  materially 
aided  by  the  use  of  testosterone  therapy  which 
often  stimulates  the  appetite  and  always  results 
in  a retention  of  nitrogen  and  its  synthesis  into 
new  tissue. 


Conclusions 

Our  newer  knowledge  of  protein  utilization 
enables  us  to: 

1.  Prepare  more  adequately  for  surgery  than 
ever  before. 

2.  Decrease  fatality  due  to  rapid  depletion 
of  the  body’s  stores  of  protein  in  conditions  of 
acute  stress  such  as  extensive  burns. 

3.  Improve  the  status  of  patients  suffering 
from  chronic  debilitating  illnesses,  particularly 
those  of  an  infectious  nature. 

These  objectives  can  be  accomplished  by  bring- 
ing the  intake  of  protein  into  adequate  relation 
with  its  loss  and  by  the  administration  of  certain 
hormones  which  regulate  nitrogen  metabolism, 
particularly  those  concerned  with  the  anabolistic 
phases  of  protein  activity,  such  as  testosterone. 
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HEMIPLEGIA  PATIENTS  RESPOND  TO  PHYSICAL  MEDICINE  TREATMENT 


An  intensive  program  of  rehabilitation  which  en- 
abled patients  with  partial  paralysis  to  walk  again  is 
reported  by  Comdr.  Edward  W.  Lowman  (MC), 
USN,  Department  of  Physical  Medicine  of  the 
U.S.  Naval  Hospital  in  Philadelphia  in  the  Journal 
of  the  American  Medical  Association  (May  29). 

Use  of  physical  medicine,  which  proved  so  effec- 
tive in  these  patients,  includes  massage  in  the  first 
stages  of  treatment,  application  of  heat  and  thera- 
peutic baths,  followed  by  active  exercises  in  bed 
when  the  patient  is  able  to  move. 

The  patient  is  encouraged  to  try  to  walk  within 
two  to  eight  weeks  after  treatment  is  started. 
This  is  a gradual  process,  beginning  with  sitting  up 
in  bed  and  placing  the  feet  on  the  floor  from  the  bed- 
side, and  concluding  with  gymnasium  exercises. 


Twelve  out  of  18  patients  with  hemiplegia, 
paralysis  of  one  side  of  the  body  following  brain 
hemorrhage,  responded  to  this  reconditioning  pro- 
gram within  one  hundred  eighteen  days.  Treat- 
ment was  begun  two  to  four  weeks  after  the  onset  of 
their  illness.  Three  others  of  the  group  showed 
definite  improvement  while  three  did  not  respond  to 
the  treatment. 

Nine  out  of  ten  additional  patients  learned  to 
walk  again  after  sixty-seven  days  of  treatment, 
with  improvement  being  noted  in  the  other  patient. 

Commander  Lowman  attributed  the  greatest 
factor  in  the  success  of  the  rehabilition  treatment  to 
“cooperation  on  the  part  of  the  patient,  fostered  by 
his  desire  to  regain  his  independence.” — Science 
News  Letter,  June  5, 191$ 


THE  ROLE  AND  CONTROL  OF  RENAL  DYSFUNCTION  IN 
CONGESTIVE  HEART  FAILURE 


Louis  Leiter,  M.D.,  New  York  City 
(From,  the  Medical  Division,  Montefiore  Hospital) 

THE  kidney  is  uniquely  related  to  the  heart 
both  in  health  and  in  disease  of  the  circula- 
tion. Disturbance  of  this  relationship  in  conges- 
tive heart  failure  leads  to  serious  consequences 
for  the  entire  organism.  It  is,  therefore,  impor- 
tant to  determine  the  nature  of  the  renal  dysfunc- 
tion in  heart  failure  in  the  hope  of  developing  and 
applying  rational  therapeutics . A brief  considera- 
tion of  the  normal  cardiorenal  relationship  will 
help  in  the.  understanding  of  the  pathologic  situa- 
tion. 

Normally,  under  basal  conditions,  about  one 
fifth  of  the  cardiac  output  goes  to  supply  the  kid- 
neys. This  is  the  renal  fraction  of  the  cardiac 
output — almost  as  high  as  the  liver  fraction  or  the 
cerebral  fraction.  From  the  renal  plasma  flow, 
about  one  fifth  again  is  pressed  out  during  glo- 
merular filtration  to  furnish  the  raw  material  for 
urine  formation.  The  process  of  filtration  also 
requires  an  adequate  blood  pressure,  provided  by 
the  energy  of  the  heart,  to  overcome  the  periph- 
eral resistance  of  the  glomerular  arterioles, 
afferent  and  efferent,  the  osmotic  pressure  of  the 
plasma  proteins,  and  the  intrarenal  tissue  pres- 
sure. Tubular  reabsorption  is  mainly  a process 
of  conservation  of  body  fluids  and  their  contained 
electrolytes  and  other  essential  substances,  such 
as  glucose,  amino  acids,  and  vitamins.  Under 
normal  conditions,  98  to  99.5  per  cent  of  the  glo- 
merular filtrate  is  reabsorbed.  To  prevent  wide 
fluctuations  in  filtration  due  to  changes  in  renal 
blood  flow  with  physiologic  variations  in  cardiac 
output,  the  kidney  has  an  autonomous  regulation 
of  glomerular  filtration  pressure  by  the  unequal 
constriction  or  dilatation  of  afferent  or  efferent 
arterioles.1  In  the  case  of  the  afferent  or  proxi- 
mal glomerular  arteriole,  dilatation  increases  both 
blood  flow  and  filtration  pressure,  while  constric- 
tion reduces  both  flow  and  filtration.  On  the 
other  hand,  dilatation  of  the  efferent  or  distal 
glomerular  arteriole  increases  renal  blood  flow 
but  decreases  filtration  pressure,  while  constric- 
tion of  this  arteriole  reduces  blood  flow  and  in- 
creases filtration  pressure. 

This  mechanism  of  efferent  constriction  be- 
comes very  important  in  maintaining  filtration 
pressure  whenever  renal  blood  flow  is  reduced  in 
health  or  disease.  In  health,  renal  blood  flow  is 
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regularly  reduced  whenever  more  blood  is  re- 
quired elsewhere  in  the  body,  for  example,  in 
postural  changes  of  the  circulation,  in  ambulation 
or  exercise,  in  thermal  vasodilatation  of  the  skin. 
Renal  blood  flow  is  markedly  reduced  in  all  forms 
of  shock,  whether  medical,  traumatic,  hemor- 
rhagic, or  surgical.2  Up  to  a point  this  is  useful 
to  the  organism  as  a whole,  since  it  diverts  blood 
to  more  vital  areas  at  a time  when  the  cardiac  out- 
put is  low.  However,  renal  function  suffers,  and 
filtration  would  be  almost  abolished,  were  it  not 
for  efferent  constriction.  It  is  also  characteristic 
of  established  hypertensive  vascular  disease  that 
glomerular  filtration  may  be  normal  or  only  little 
reduced  in  spite  of  moderate  or  considerable  de- 
crease in  renal  blood  flow.  This  again  means 
increased  efferent  arteriolar  constriction  with  a 
high  filtration  fraction.1 

Yet  the  most  striking  example  of  chronic 
efferent  constriction  is  seen  not  in  hypertension 
but  in  chronic  congestive  heart  failure.3  Here,  the 
renal  blood  flow  is  often  reduced  to  one  third  or 
one  fifth  of  normal,  while  the  glomerular  filtration 
is  reduced  only  to  two  thirds  or  one  half.  Even 
this  decrease  in  filtration  is  important  in  cardiac 
edema,  but  things  would  be  much  worse  were  it 
not  for  the  compensatory  efferent  constriction. 
How  the  kidney  sets  off  this  mechanism  is  un- 
known; nor  is  it  established  just  what  the  effec- 
tor agent  is,  e.g.,  renin,  vasoexcitor  material 
of  Zweifach,  Shorr  et  al.,  or  some  other  vaso- 
active substance  acting  singly  on  the  efferent 
arteriole  but,  more  likely,  jointly  with  circulating 
epinephrine,  sympathin,  or  other  biologic  com- 
pounds. 4 There  is  good  evidence  f rom  the  experi- 
ments of  Mokotoff  and  Ross  with  spinal  anesthesia 
that  there  is  no  neurogenic  component  in  the 
renal  vasoconstriction  and  the  high  filtration 
fraction  in  chronic  congestive  failure.6  No  data 
is  available  on  patients  in  acute  cardiac  failure. 

The  question  now  arises  as  to  the  relationship 
between  cardiac  failure  and  the  observed  renal 
dysfunction.  Is  the  reduced  renal  blood  flow 
merely  another  consequence  of  general  passive 
congestion  and  back  pressure  in  the  renal  veins? 
There  are  several  reasons  why  this  cannot  be  the 
answer.  First,  the  changes  in  renal  blood  flow 
and  glomerular  filtration  are,  as  Merrill  and 
Mokotoff  have  shown,  independent  of  the  level  of 
venous  pressure.3  6 They  persist  even  when  the 
venous  pressure  is  normal  as  the  result  of  digital- 
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ization,  mercurial  diuresis,  and  other  cardiac 
management.  Secondly,  experimental  renal  ven- 
ous congestion  in  normal  man,  produced  by 
abdominal  compression  as  in  the  careful  experi- 
ments of  the  Bradleys,  causes  a much  smaller 
disturbance  in  renal  function  than  occurs  in  con- 
gestive failure.6  We  must,  therefore,  conclude 
that  the  reduced  renal  blood  flow  and  low  glo- 
merular filtration  in  congestive  failure  are  pri- 
marily the  result  of  poor  cardiac  output,  a mani- 
festation of  forward  failure.  Later,  when  venous 
hypertension  develops  and  persists,  it  adds  a 
further  handicap  to  renal  blood  flow  and  function. 

The  new  concept,  introduced  by  Warren  and 
Stead  in  1944,  concerning  the  role  of  the  kidney 
in  the  edema  of  cardiac  failure,  has  helped  to 
clear  up  the  mystery  of  the  nature  of  the  salt  or 
sodium  retention,  already  well  established, 
nearly  fifty  years  ago  by  Achard,  Widal,  Strauss 
and  their  associates.7  It  has  also  strengthened 
the  evidence  of  Starr  that  venous  hypertension 
involves  much  more  than  right  heart  failure,  that 
it  really  results  from  venous  engorgement  or  in- 
creased blood  volume,  and  that  it  has  a compensa- 
tory function  in  maintaining  cardiac  output.8 
The  increased  plasma  volume  necessary  to  dis- 
tend the  veins  and  raise  the  pressure  in  them,  we 
now  know,  is  the  result  of  renal  retention  of  salt 
and  water.  In  this  sense,  forward  failure,  by 
causing  the  renal  dysfunction  in  heart  failure,  is 
indirectly  responsible  for  venous  congestion  or 
backward  failure.  The  keystone  of  the  arch  of 
heart  failure  is  renal  retention  of  sodium  chloride. 
It  took  a long  time  to  recognize  this  idea  because 
ordinary  tests  for  renal  function,  including  the 
urea  clearance,  were  not  sufficiently  informative 
or  accurate  to  demonstrate  the  basic  renal  dys- 
function, first  indicated  by  Seymour  et  al.  in  1942, 
the  same  year  in  which  Schroeder  and  Futcher 
clearly  dissociated  salt  and  water  excreting  abili- 
ties in  congestive  heart  failure  and  pointed  to  the 
kidneys  as  the  site  of  the  trouble.9- 10  The  emphasis 
on  the  kidneys,  however,  should  not  be  misinter- 
preted to  imply  that  Starling’s  concept  of  fluid 
exchange  in  cardiac  edema  is  no  longer  valid  or 
that  venous  and  capillary  pressures  cannot  be 
rapidly  elevated  by  acute  cardiac  failure  or  by 
exercise  in  the  chronic  cardiac.  Under  these 
circumstances  pulmonary  or  peripheral  edema 
readily  develops.  The  important  fact  is  that 
even  at  bed  rest,  even  when  venous  pressure  is  in 
the  normal  range,  even  when  the  body  is  free  from 
visible  edema  or  excess  fluids,  the  patient  in 
chronic  cardiac  failure  has  a reduced  renal  blood 
and  glomerular  filtration  rate,  which,  in  them- 
selves, predispose  to  continued  retention  of  salt 
and  ultimate  development  of  gross  edema  and 
venous  congestion. 

This  circulatory  involvement  of  the  kidney  in 


congestive  failure  has  some  very  important  effects. 
A reduction  of  33  per  cent  in  glomerular  filtration 
rate  means  that  33  per  cent  less  salt  is  filtered. 
When  you  remember  that  normally  only  1 per 
cent  of  the  filtered  salt  is  excreted,  that  99  per 
cent  is  reabsorbed  or  conserved  for  the  body,  you 
can  appreciate  what  a tremendous  attraction  for 
filtered  salt  normal  tubules  possess.  Even  the 
powerful  diuretic,  mercury,  rarely  reduces  tubular 
salt  reabsorption  below  96  per  cent.  Therefore, 
when  filtration  is  cut  33  per  cent,  the  tubules  re- 
ceive much  less  saline  than  they  are  accustomed 
to  handling  normally,  and  they  find  it  all  too  easy 
to  reabsorb  practically  all  the  salt,  leaving  next 
to  nothing  for  excretion  in  the  urine.  Since  about 
80  per  cent  of  this  reabsorption  occurs  in  the 
proximal  tubule  and  only  15  or  20  per  cent  in  the 
distal  tubule,  and  since  ingestion  of  extra  water 
has  no  effect  on  filtration  but  produces  diuresis  by 
inhibition  of  pituitary  antidiuretic  activity  on  the 
distal  tubule,  it  becomes  clear  why  water  diuresis 
in  heart  failure  carries  out  very  little  extra  salt. 
The  salt  has  already  been  largely  absorbed  higher 
up  than  the  site  of  water  diuresis. 

The  failure  of  renal  salt  excretion  in  congestive 
heart  failure  is,  therefore,  related  intimately  to 
normal  tubular  reaction  to  reduced  glomerular 
filtration.  This  is  the  same  response  in  a more 
chronic  form  as  the  subacute  response  of  renal 
tubules  to  subacute^loss  of  salt  from  the  body  on 
the  Kempner  diet,  or  as  the  acute  response  of  the 
tubules  to  the  acute  loss  of  salt  in  severe  sweating,, 
vomiting,  or  diarrhea,  in  short,  in  all  conditions 
associated  with  reduction  of  extracellular  fluid 
and  plasma  volume,  often  with  low  serum  sodium 
and  chloride  levels,  and  regularly  with  a 30  to  40> 
per  cent  or  even  greater  reduction  in  glomerular- 
filtration  rate,  the  last  just  as  in  chronic  heart 
failure.11  In  all  these  conditions,  except  heart 
failure,  the  tubule  behaves  as  it  should;  it 
reabsorbs  practically  all  the  diminished  salt 
filtered,  thereby  benefiting  the  organism  by  pre- 
venting further  loss  of  badly  needed  extracellular 
electrolytes.  Unfortunately,  in  heart  failure, 
there  develops  not  a shortage  but  a plethora  of 
extracellular  fluids  as  a result  of  this  behavior  of 
the  kidney.  The  tubules  do  not  know  that  the 
reduced  filtration  is  not  really  part  of  a circula- 
tory shock  due  to  low  plasma  volume.  They  do 
not  know  that  the  plasma  volume  is  increased, 
because,  ordinarily,  increased  plasma  volume  is 
associated  with  increased  cardiac  output  and  in- 
creased glomerular  filtration.  They  react  merely 
to  the  low  volume  of  glomerular  filtrate  and  as 
long  as  renal  blood  flow  and  filtration  remain 
low,  salt  will  be  retained  by  the  kidney  even 
though  the  body  bursts  its  seams  with  edema. 

There  is  no  evidence  as  yet  to  substantiate  the 
belief  of  some  investigators  that  excessive  activity 
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of  salt-  and  water-retaining  hormones  is  to  blame 
for  the  behavior  of  the  renal  tubules  in  heart  fail- 
ure. If  this  should  turn  out  to  be  the  case,  it  will 
probably  not  be  a finding  peculiar  to  congestive 
failure  but  the  identical  mechanism  set  in  motion 
in  all  other  forms  of  acute  and  subacute  salt 
dehydration  and  reduced  renal  circulation.  A 
reduced  or  inadequate  cardiac  output,  an  expres- 
sion of  forward  circulatory  failure,  will  probably 
also  be  found  in  all  these  situations. 

You  may  ask  now:  “Why  is  it  that  in  other 
conditions  associated  with  low  glomerular  filtra- 
tion rates,  such  as  Simmond’s  disease  or  panhypo- 
pituitarism, Addison’s  disease,  hypertensive  renal 
vascular  disease  of  long  duration,  and  various 
cachectic  states,  one  does  not  find  edema  as  in 
heart  failure?”  The  answer  is  twofold: 

(1)  The  tubules  can  be  shown  to  be  struc- 
turally damaged  or  functionally  disturbed  in 
these  conditions  so  that  they  can  no  longer 
reabsorb  salt  as  well  as  normal  tubules.  Therefore, 
there  is  no  edema  and,  in  fact,  even  dangerous  loss 
of  salt  as  in  Addison’s  disease. 

(2)  Many  of  the  conditions  listed  are  associ- 
ated with  anorexia  and  weight  loss  due  to  poor 
intake  of  food.  This  frequently  entails  a sharply 
reduced  intake  of  salt.  Even  a cardiac  patient 
who  has  normal  tubules  may  be  kept  edema  free 
on  a low  salt  diet.  Adding  extra  salt  to  the  diet 
would  soon  bring  out  the  true  state  of  affairs. 
You  are  all  familiar  with  the  ease  with  which 
edema  is  produced  by  parenteral  saline  in  cachec- 
tic people,  even  when  their  plasma  proteins  are 
not  too  low.  Similarly,  edema  can  be  readily  pro- 
duced by  a high  caloric,  normal  salt-containing 
diet  given  to  a concentration  camp  victim  espe- 
cially if  he  is  allowed  to  be  up  and  around,  where- 
by his  glomerular  filtration  rate  is  kept  low  much 
of  the  day. 12  These  so-called  exceptions  to  the  rule 
that  low  glomerular  filtration  predisposes  to  salt 
retention  really  help  to  strengthen  the  case  for 
the  theory. 

Please  remember  that  there  are  numerous  fac- 
tors in  cardiac  edema  as  in  renal  edema  and  that 
the  ultimate  result  stems  from  a dynamic  alge- 
braic equation  in  which  plus  and  minus  factors 
can  cancel  each  other  out.  Thus,  removal  of  salt 
from  the  diet,  if  rigid  enough,  may  cancel  out  a 
low  plasma  albumin.  Bed  rest  may  cancel  out 
increased  venous  pressure  in  the  legs.  Motion 
of  the  arms  with  improvement  of  lymphatic  drain- 
age may  cancel  out  both  low  plasma  albumin  and 
increased  venous  pressure  in  production  of  edema, 
and  digitalis  and  aminophyllin  may  cancel  out 
renal  retention  of  salt  by  increasing  cardiac  out- 
put and  glomerular  filtration.13  At  any  one  mo- 
ment, many  items  must  be  taken  into  account  in 
figuring  the  reason  for  the  presence  or  absence  of 
edema.  We  must  beware  of  oversimplification, 


but  for  clear  thinking  we  must  tackle  one  factor 
at  a time.  The  renal  factor  in  heart  failure  is  it- 
self a complex  of  problems,  but,  fortunately,  it 
lends  itself  to  quantitative  analysis. 

What  does  this  analysis  of  the  role  of  renal 
dysfunction  in  congestive  failure  tegch  us  con- 
cerning the  therapeutic  control  of  the  disturbance? 
First,  it  teaches  us  that  we  must  make  every 
scientific  effort  to  break  the  vicious  cardiorenal 
cycle  by  improving  the  cardiac  efficiency  so  as  to 
increase  the  cardiac  output  and  restore  a more 
normal  renal  blood  supply.  This  means  rest, 
digitalis,  oxygen,  purine  diuretics,  and  other 
accepted  measures  for  treating  a weakened  myo- 
cardium and  at  the  same  time  increasing  glo- 
merular filtration. 

Second,  the  dictates  of  common  sense  teach  us 
that  when  the  excretion  of  salt  is  seriously  im- 
paired, the  least  we  can  do  is  to  educate  our 
patients  to  get  along  without  it,  especially  when 
much  good  and  no  harm  can  result  from  dietary 
restriction  of  sodium  in  most  patients.  This  is 
particularly  necessary  because  chronic  cardiac 
insufficiency  may  go  on  for  decades;  because  next 
to  malnutrition  and  parasitic  infestation,  cardiac 
failure  is  the  most  important  health  problem  in  the 
world;  because  all  other  management  of  cardiac 
edema,  including  the  regular  and  frequent  use  of 
mercurial  diuretics,  is  finally  unsatisfactory  unless 
a low  salt  diet  is  followed.  The  enthusiasm  which 
has  greeted  the  revival  of  this  classic  therapeutic 
method  in  the  last  five  years  is  an  eloquent  tribute 
to  its  effectiveness  as  well  as  a sad  commentary 
on  the  neglect  of  a rational  therapy  for  several 
decades.  The  physicians  who  are  interested  in 
the  best  treatment  of  chronic  heart  failure  will 
have  to  exert  pressure  in  their  respective  com- 
munities, including  the  hospitals,  for  the  pro- 
vision of  salt-free  bread,  unsalted  butter  or  un- 
salted oleomargarine,  unsalted  canned  vegetables, 
and  salt-free  milk  preparations.  Only  after  this 
has  been  accomplished  is  it  worthwhile  investi- 
gating the  merits  of  salt  substitutes.  Remember 
diabetes — the  prescription  of  saccharin  is  not  the 
major  emphasis  in  the  training  of  diabetic  pa- 
tients although  it  is  the  easiest  and  sweetest  part 
of  the  ritual. 

Third,  restriction  of  fluids  is  unnecessary, 
illogical,  and  often  harmful  in  cardiac  failure.1416 
It  has  nothing  to  do  with  restriction  of  salt;  a low 
fluid  intake  cannot  counteract  an  excessive  salt 
intake.  In  fact,  if  the  diet  is  low  enough  in  salt, 
extra  fluids  may  increase  sodium  excretion  some- 
what because  the  kidney  cannot  reabsorb  salt 
perfectly.16  But  forcing  of  fluids  to  the  point  where 
the  patient  must  drink  all  day  in  order  to  urinate 
all  night  is  not  exactly  helpful  to  a tired  heart,  a 
congested  gastrointestinal  tract,  or  a barbiturated 
psyche. 
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Fourth,  in  all  but  the  very  mild  cases  of  chronic 
heart  failure,  the  osmotic  diuretics,  such  as  urea 
or  potassium  salts,  are  not  sufficiently  effective  nor 
sufficiently  tolerated  by  the  gastrointestinal  tract 
to  warrant  their  extended  use.  Similarly,  the 
oral  administration  of  purine  preparations,  some 
of  which  actually  contain  sodium,  is  often  of 
doubtful  value  because  of  a deleterious  effect  on 
the  appetite.  It  is,  therefore,  necessary  to  rely 
heavily  on  the  organic  mercurial  diuretics  since 
they  act  directly  by  decreasing  tubular  reabsorp- 
tion which  allows  a larger  fraction  of  the  reduced 
glomerular  filtrate  and  its  salt  content  to  escape 
into  the  urine.  The  degree  of  response  will  vary 
with  the  amount  of  edema  present,  the  state  of 
the  circulation  in  general  and  in  the  kidney  in 
particular,  the  dosage  of  mercury,  the  auxiliary 
effect  of  acid-forming  drugs,  like  ammonium 
chloride  or  nitrate,  and  the  functional  state  of  the 
renal  tubules.  On  low-salt  regimes  the  diuretic 
response  to  mercury  will  naturally  be  less  after 
the  major  part  of  the  edema  has  been  swept  out 
than  on  more  liberal  diets.  This  does  not  mean 
that  the  patient  is  better  off  on  a higher  salt 
intake.  It  simply  means  that  it  takes  much 
longer  to  accumulate  a certain  amount  of  fluid 
on  1.5  Gm.  of  salt  a day  than  on  3 or  4 Gm. 
Therefore,  less  frequent  use  of  mercurials  is  indi- 
cated on  a good  salt-poor  diet.  Violent  fluctua- 
tions in  weight,  edema,  diuresis,  and  dehydration 
are  thereby  avoided. 

There  are,  however,  instances  of  severe  conges- 
tive heart  failure  in  which,  in  spite  of  all  appro- 
priate therapeutic  measures,  diuresisand mobiliza- 
tion of  edema  are  very  difficult  to  achieve.  These 
patients  are  resistant  to  mercury  and  are  exposed 
to  the  danger  of  increase  of  dosage  to  the  point 
where  mercury  intoxication  may  occur.  Ap- 
parently, in  these  cases,  one  reason  for  failure  to 
respond  to  ordinary  amounts  of  mercury  is  an 
extremely  low  glomerular  filtration  of  salt. 
Under  these  circumstances  even  the  partial 
inhibition  by  mercury  of  proximal  tubular  reab- 
sorption does  not  suffice  to  provide  more  sodium 
than  the  distal  tubule  can  normally  reabsorb.16 
Therefore,  very  little  extra  salt  appears  in  the 
urine.  Here,  again,  the  only  real  remedy  lies  in 
improving  the  general  circulation  and  the  renal 
blood  supply  and  glomerular  filtration  rate. 
This,  unfortunately,  is  often  impossible  in  the 
advanced  stages  of  congestive  failure. 

The  fifth  and  final  therapeutic  lesson  derived 
from  our  analysis  of  the  role  of  renal  dysfunction 
in  congestive  failure  teaches  us  that  there  is  a 
method  of  relieving  the  patient  of  extensive  edema 
even  when  his  kidneys  no  longer  respond  to  mer- 


curials. We  take  advantage  of  the  necessity  of 
removing  ascitic  fluid  by  carrying  out  peritoneal 
dialysis  with  the  instillation  of  several  liters  of  5 
per  cent  glucose  solution.17  After  equilibration 
for  two  or  three  hours,  this  fluid  contains  almost  as 
much  salt,  per  liter,  as  the  plasma,  and  its  removal 
acts  like  a good  mercurial  diuresis  except  that  the 
salt  and  the  water  of  the  edema  fluid  leave  the 
body  separately  instead  of  together.  This  is  of 
very  little  consequence  even  though  the  interval 
is  about  twenty-four  to  forty-eight  hours.  The 
patients  to  be  treated  in  this  manner  must  be 
carefully  selected  to  avoid  unpleasant  conse- 
quences from  respiratory  or  circulatory  embar- 
rassment, but  the  results  may  be  very  gratifying. 

To  summarize  this  discussion,  the  normal  cir- 
culatory relationship  between  the  heart  and  the 
kidneys  has  been  analyzed  and  used  as  a basis  for 
comparison  with  the  disturbed  situation  in  con- 
gestive heart  failure.  Cardiac  renal  dysfunction 
has  been  shown  to  affect  glomerulotubular  bal- 
ance in  such  a way  as  to  favor  retention  of  salt 
by  the  normally  reabsorbing  renal  tubule  when 
presented  with  a less  than  normal  amount  of 
glomerular  filtrate.  This  renal  retention  of  salt 
is  a key  factor  in  producing  some  of  the  important 
signs  and  symptoms  of  congestive  heart  failure. 
Our  increased  knowledge  of  the  mechanism  of 
cardiac  renal  dysfunction  has  served  to  ration- 
alize our  therapeutic  efforts.  Among  these,  most 
important  are  restoration  of  myocardial  efficiency, 
restriction  of  salt  in  the  diet,  permission  of  normal 
intake  of  fluids,  judicious  use  of  mercurial  diuret- 
ics, and,  in  the  nonresponsive  advanced  stage  of 
congestive  failure,  resort  to  extrarenal  or  peri- 
toneal removal  of  salt. 
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IN  1941  there  appeared  in  the  Transactions  of 
the  Ophthalmological  Society  of  Australia  an 
article  by  an  oculist,  N.  Gregg,  entitled  “Congeni- 
tal Cataract  Following  German  Measles  in  the 
Mother.”1  The  observations  recorded  in  Gregg’s 
paper  were  so  astonishing  that  they  quickly  found 
their  way  into  medical  literature  all  over  the 
world.  Swan  and  his  collaborators,  also  in  Aus- 
tralia, corroborated  the  previous  findings  and  re- 
ported a number  of  new  cases.2-4  What  amazed 
physicians  everywhere  was  that  rubella,  hereto- 
fore considered  so  innocuous  and  medically  so 
uninteresting,  should  suddenly  become  a disease 
of  very  great  importance.  From  the  data  ob- 
tained in  Australia  and  later  confirmed  here  in 
the  United  States,  it  became  clear  that  in  the  case 
of  rubella,  when  the  mother  became  infected  dur- 
ing the  early  months  of  pregnancy,  congenital 
defects  of  the  fetus  were  the  rule.  In  April,  1946, 
I reported  a summary  of  our  knowledge  of  this 
subject  before  the  American  Academy  of  Pedia- 
trics in  New  York  City  and  was  able  to  col- 
lect about  200  cases  from  the  literature,  to  which  I 
added  six  new  cases.  Many  more  cases  have 
been  reported  since  that  time. 

The  findings  in  the  case  of  rubella  are  of  great 
importance,  not  only  because  they  furnish  us  with 
a definite  causative  factor  for  certain  congenital 
anomalies,  but  also  because  they  prove  so  well 
that  congenital  defects  may  be  the  result  of  ma- 
ternal disease  acquired  after  conception  has  taken 
place.  The  findings  have  also  led  to  greater 
interest  in  the  relationship  of  disease  in  pregnant 
woman  to  fetal  defects,  and  recent  medical  litera- 
ture contains  much  on  this  subject. 

The  most  fundamental  of  the  recent  studies  of 
congenital  defects  are  those  of  Warkany6-7  In 
his  work  on  rats  he  was  able  to  show  that  defects 
may  be  induced  at  will  by  exposing  the  mothers 
to  certain  deleterious  influences  during  preg- 
nancy. Even  changes  in  the  mother’s  diet  may  be 
responsible  for  abnormal  offspring.  For  example, 
if  the  mother  rat  was  kept  on  a diet  deficient  in 
vitamin  A,  a constant  ocular  defect,  consisting  of 
a fibrous  retrolenticular  membrane  in  place  of  the 
vitreous,  was  found  in  the  offspring.  When  the 
mother’s  diet  was  again  supplemented  with 
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vitamin  A,  pregnancy  resulted  in  normal  off- 
spring. Similar  experiments  were  carried  on 
with  the  use  of  diets  deficient  in  other  vitamins 
which  resulted  in  the  appearance  of  other  types 
of  defects. 

It  is  of  interest  that  similar  defects  may  be  ob- 
tained in  the  offspring  by  harming  the  pregnant 
mother  in  an  entirely  different  manner,  as,  for 
example,  by  exposure  to  x-rays.8  Warkany 
points  out  and  emphasizes  that,  etiologically, 
congenital  defects  fall  into  two  main  groups, 
those  which  are  genetically  determined,  namely, 
those  where  the  fault  lies  in  the  genes  themselves, 
and,  second,  those  resulting  from  adverse  condi- 
tions affecting  the  developing  ovum.  These 
latter  may  be  dietetic,  infectious,  or  actinic  in 
origin.  Of  considerable  importance  is  the  fact 
that  the  same  defect  may  arise  as  the  result  of 
either  abnormal  genes  or  injury  to  the  developing 
fetus.  Warkany  gives  the  occurrence  of  cleft 
palate  in  a certain  breed  of  mice,  a condition 
which  recurs  owing  to  a genetic  defect,  as  an 
example.  However,  in  normal  mice  this  same 
anomaly,  cleft  palate,  may  be  produced  by  radia- 
tion of  the  pregnant  mother  or  in  other  mice  by  a 
diet  deficient  in  riboflavin.  Another  example  is 
human  microcephaly,  which  in  one  instance  is  due 
to  a genetic  defect  with  several  affected  mem- 
bers in  the  family,  in  another  instance  follows  in- 
fection of  the  mother  with  toxoplasmosis,  and  in 
a third  results  from  irradiation  of  the  mother  dur- 
ing the  second  and  third  months  of  pregnancy. 

We  shall  presently  see  that  not  only  different 
abnormal  conditions  may  give  rise  to  the  same 
congenital  abnormality,  but  that  certain  noxious 
influences  constantly  give  rise  to  a particular 
group  of  defects.  Such,  for  example,  are  the 
anomalies  following  maternal  rubella.  Other 
virus  infections  of  the  mother  may  also  lead  to 
abnormal  offspring.  It  is  of  interest,  therefore, 
before  taking  up  the  subject  of  rubella  to  review 
the  general  subject  of  virus  transmission  from 
the  mother  to  the  fetus. 

The  role  of  the  placenta  as  a barrier  between 
the  mother  and  the  fetus  has  long  been  a subject 
of  much  discussion.  It  is  now  fairly  well  estab- 
lished that  the  intact  placenta  does  not  permit  the 
passage  of  micro-organisms  from  the  maternal 
to  the  fetal  circulation  but  that  this  only  can  occur 
when  there  is  present  some  pathologic  condition 
of  the  placenta  itself.  Particles  infinitely  smaller 
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than  bacteria,  however,  are  certainly  able  to 
cross  the  barrier  even  when  the  placenta  is  healthy. 
Take,  for  example,  immune  bodies.  These  sub- 
stances, antitoxins,  precipitins,  bacteriolysins, 
and  complement  fixing  antibodies  have  been 
shown  to  occur  quite  regularly  in  the  fetus. 
Diphtheria  antitoxin  appears  in  the  newborn  in- 
fant in  the  same  titer  as  it  is  present  in  the 
mother’s  blood,  a fact  demonstrated  by  Ratner 
and  others.9 

The  cord  blood  contains  antibodies  for  scarlet 
fever  toxin,  as  Toomey’s  results  proved  when 
he  demonstrated  the  fact  that  serum  from 
cord  blood  would  in  many  cases  blanche  a scarlet 
fever  rash  when  used  intradermally  in  the  Schultz- 
Carlton  test  and  that  it  would  also  at  times  neu- 
tralize Dick  toxin.10  This  ability  of  the  fetus  to 
receive  immunity  from  the  mother  has  been  used 
clinically  by  investigators  to  protect  the  new- 
born infant  against  disease.  Cohen  and  Scadron 
injected  mothers  with  pertussis  vaccine  and  were 
able  to  show  immunity  to  whooping  cough  in  the 
infants.11  Tetanus  antitoxin  has  also  been  shown 
to  appear  in  the  infants,  blood  when  the  mother 
has  been  immunized.  This  was  proved  especi- 
ally useful  in  Africa  where  tetanus  neonatorum 
was  a common  disease.  It  is  of  interest  to  note 
that  it  has  been  shown  by  Bryce  and  Burnet  that 
the  placenta  becomes  less  permeable  for  maternal 
antibodies  during  the  later  months  of  pregnancy.12 

That  bacteria  cross  the  placenta  is  borne  out 
by  the  occurrence  of  congenital  syphilis.  There 
are  cases  in  the  literature  where  the  mother  is 
suffering  from  gonorrhea,  and  the  newborn  infant 
has  gonorrheal  arthritis.  Pneumonia  of  the  new- 
born is  a not  uncommon  finding. 

Since  our  knowledge  of  erythroblastosis  has 
advanced  so  fast  during  the  past  decade,  we  have 
come  to  realize  that  it  must  be  not  too  rare  for  a 
product  of  the  red  cell  to  pass  from  the  fetal  to 
the  maternal  circulation,  for  it  is  by  this  means 
that  the  mother  gradually  becomes  sensitized  to 
her  infant’s  blood  type.  Another  link  in  the 
chain  of  evidence  is  the  occasional  occurrence  of 
protozoan  diseases  in  both  mother  and  infant. 

Some  years  ago  I reported  a case  of  congenital 
malaria  in  an  infant,  born  in  New  York  City  in  mid- 
winter, who  developed  severe  anemia  found  to  be 
due  to  an  overwhelming  infection  with  tertian 
malaria.13  The  mother  had  had  untreated  chills 
and  fever  during  pregnancy  and  plasmodia  were 
also  found  in  her  blood.  Cases  are  on  record 
where  plasmodia  have  been  found  in  the  cord 
blood. 

'"'We  know  then  that,  occasionally,  large  par- 
ticles like  bacteria  or  plasmodia  cross  from 
mother  to  fetus  and  that  much  smaller  bodies  like 
antibodies  also  traverse  the  barrier.  It  is  not 
surprising  then  that  viruses  which  probably  lie 


midway  in  size  between  these  two  are  also  able 
to  pass  from  the  mother’s  circulation  to  that  of 
her  offspring.  Measles  is  a case  in  point.  A 
mother  ill  with  the  disease  may  give  birth  to  an 
infant  with  the  illness,  or  the  disease  may  appear 
in  the  newborn  child  within  a week  of  birth, 
showing  by  the  brevity  of  the  incubation  period 
that  the  infection  must  have  been  intrauterine.  I 
saw  such  a case  where  the  mother  had  just  re- 
covered from  measles  and  the  infant  developed 
the  rash  on  the  seventh  day  of  life. 

There  are  a few  cases  of  varicella  reported 
occurring  under  the  same  circumstances.14'16  One 
reported  in  1939  appeared  in  the  infant  on  the 
second  day  of  life.  Smallpox  and  vaccinia  are 
also  transmissible  to  the  fetus  as  is  influenza.  In 
the  last  named,  lesions  typical  of  the  disease  have 
been  found  in  the  dead  fetus.  Rabies  has  been 
inoculated  into  dogs  from  the  brain  of  a fetus 
whose  mother  had  died  of  the  disease.  The 
animals  developed  rabies. 

Viral  diseases  affecting  the  nervous  system  are 
of  special  interest  as  regards  their  transmissi- 
bility.  Many  of  the  encephalitides,  such  as 
lymphocytic  choriomeningitis,  pass  from  mother 
to  fetus  with  ease.  In  animal  experiments  the 
young  have  been  shown  to  have  acquired  the  dis- 
ease while  in  the  uterus ; their  brains  have  shown 
typical  lesions,  and  the  virus  has  been  recovered 
from  them.  In  this  particular  connection  the 
question  of  the  infectivity  of  poliomyelitis  is  of 
considerable  interest.  Since  encephalitis  is  so 
easily  transmitted,  one  would  suppose  that  the 
virus  of  infantile  paralysis  would  follow  the  same 
course.  Such,  however,  is  not  the  case.  There 
have  been  no  cases  reported  where  women  stricken 
with  anterior  poliomyelitis  during  pregnancy 
have  transmitted  the  disease  to  their  offspring. 
Aycock  and  Ingalls  do  not  agree  with  this  and  re- 
port fetal  disease  resulting  from  poliomyelitis.16 
They  mention  three  cases  of  maternal  poliomyeli- 
tis contracted  during  the  ninth  month  of  preg- 
nancy in  which  the  infants  were  said  to  have  the 
disease,  but  no  details  are  given.  Harmon  and 
Hoyne  have  reviewed  this  subject  and  say  that 
“pregnancy  has  little,  if  any,  influence  on  the 
course  of  poliomyelitis  in  a paralyzed  mother, 
and,  conversely,  that  in  utero  infection  of  the  fetus 
occurs  with  rarity,  if  at  all.”17  They  quote  the 
work  of  Brahdy  and  Lenarsky  and  of  Kleinberg  and 
Horowitz,  all  of  whom  agree  that  there  is  almost  no 
chance  of  fetal  damage  due  to  poliomyelitis.  A 
few  cases  have  died  as  the  result  of  prematurity. 
In  one  of  Hoyne’s  cases  the  mother  had  bulbar 
symptoms,  and  the  fetus  died  as  the  result  of 
asphyxia.  The  spinal  cord  was  obtained,  but  no 
virus  could  be  demonstrated  in  it  by  means  of 
inoculation  into  monkeys.  The  reason  for  this 
failure  of  the  fetus  to  become  infected  is  most 
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probably  explained  by  the  fact  that  the  virus  of 
poliomyelitis  is  not  found  in  the  cerebrospinal 
fluid  nor  in  Idle  blood  stream  and  that,  therefore, 
it  has  no  way  of  getting  into  the  placental  circula- 
tion. 

From  the  results  obtained  in  the  laboratory  one 
should  expect  to  find  virus  infections  of  the  fetus 
to  be  very  common  occurrences  because  there  are 
many  findings  which  point  to  the  fact  that  young, 
undifferentiated  tissue  is  particularly  susceptible 
to  virus  disease.  For  example,  it  has  been  shown 
that  the  viruses  of  vesicular  stomatitis  and  equine 
encephalomyelitis  can  be  cultivated  in  a medium 
of  chick  embryo  in  Tyrode  solution.18  How- 
ever, the  hatched  chick,  when  only  two  days  old, 
is  resistant  to  these  same  viruses.  The  influence 
of  increasing  age  of  the  host  on  the  infectibility 
of  its  tissues  is  also  brought  out  by  Sabin’s  experi- 
ments on  mice.19  If  an  infant  mouse  is  injected 
with  certain  viruses  by  the  intramuscular  route, 
encephalitis  results.  However,  if  the  same  virus 
is  injected  into  adult  animals,  the  virus  fails  to 
reach  the  nervous  system.  This  has  been  found 
to  be  due  to  the  formation  of  barriers  which 
develop  in  the  nerve  pathways  by  which  the  virus 
travels.  If  the  virus  is  injected  into  the  nerve  of 
a young  animal,  it  passes  unopposed  to  the  cen- 
tral nervous  system  and  causes  encephalitis.  If 
injected  into  an  adult,  it  is  blocked  by  a barrier 
in  the  nerve.  However,  if  the  virus  is  injected 
intracerebrally,  it  causes  encephalitis  in  the  adult 
as  well  as  the  young  animal.  In  the  same  way, 
the  young  mouse  develops  encephalitis  after  intra- 
peritoneal  injection  of  virus,  whereas  the  adult 
mouse  fails  to  do  so.  Again,  if  virus  is  injected 
into  the  muscles  of  a young  animal,  it  multiplies 
rapidly;  in  the  adult  it  does  not.  To  quote 
Olitsky,  “young  actively  multiplying  tissue  is 
generally  more  responsive  to  many  viruses  and 
also  to  tumors.  Also  chick  embryos  are  readily 
infected  by  many  viruses  in  contrast  to  chicks 
after  hatching  which  become  insusceptible  to  the 
same  incitants.  One  can  conclude,  therefore, 
that,  with  age,  non-nervous  tissue — the  ‘peripheral 
organism’ — becomes  increasingly  resistant  to 
virus.”20 

From  results  such  as  these,  is  it  not  remarkable 
that  although  virus  infections  are  so  common  in 
adults  and  although,  as  we  have  seen,  they  are 
able  to  traverse  the  placental  barrier,  we  do  not 
see  more  virus  disease  in  the  fetus? 

So  far,  in  discussing  the  transmission  of  viral 
disease  to  the  offspring,  we  have  not  mentioned 
permanent  damage  that  may  result  therefrom. 
It  is  now  commonly  believed  that  many  cases  of 
congenital  spastic  disease  and  congenital  cerebral 
defects  so  frequently  encountered  may  well  be 
the  result  of  intrauterine  fetal  encephalitis. 

Quite  recently  a piece  of  research  has  been 


published  which  is  extremely  pertinent  to  the  sub- 
ject and  deserves  a detailed  description.  I refer 
to  the  paper  of  Hamburger  and  Habel.21  Struck 
by  the  fact  that  1'ubella  virus  causes  “a  specific 
pattern  of  localized  malformations,”  they  set  out 
to  study  the  effect  of  virus  on  the  embryo  by 
directly  injecting  it  into  the  developing  hen’s 
egg.  They  worked  with  influenza  A and  with 
mumps  virus,  and  their  results  are  most  interest- 
ing. If  they  injected  the  influenza  virus  very 
early  in  embryonic  life,  they  always  got  the  same 
group  of  malformations,  namely,  microcephaly 
and  micrencephaly,  malformation  of  the  amnion, 
and  twisting  of  the  embryo’s  axis.  Moreover, 
they  discovered  that  the  virus  was  much  more 
concentrated  at  the  cephalic  end  of  the  embryo 
than  elsewhere,  regardless  of  the  place  where  the 
virus  was  injected.  When  the  mumps  virus  was 
used,  the  results  were  different;  it  failed  to  pro- 
duce a definite  group  of  malformations.  How- 
ever, it  raised  the  incidence  of  deformities  oc- 
casionally occurring  in  chick  embryos.  These 
are  Hamburger’s  and  Habel’s  conclusions : 

Experimental  evidence  has  been  presented  to 
show  that  influenza  A virus  (PR8)  has  teratogene- 
tic  effects  on  the  early  chick  embryo.  It  produces 
a specific  syndrome,  comprising  microcephaly  and 
micrencephaly,  twist  of  the  axis,  and  impairment 
of  growth  of  amnion.  Furthermore,  the  virus  is 
lethal  for  early  embryos  within  three  days  after 
infection.  The  mumps  virus  is  also  lethal  for 
early  embryos  within  five  days  after  infection. 
It  does  not  produce  specific  abnormalities  but 
seems  to  raise  the  incidence  of  malformations  of 
the  types  which  occur  occasionally  in  uninfected 
chick  embryos.  These  results  place  influenza  A 
virus  in  line  with  rubella  virus  as  a teratogenetic 
agent.  Furthermore,  our  observations  on  in- 
fluenza A infections  in  chick  embryos  confirm  the 
observations  on  rubella  in  humans  in  that  only 
infections  of  early  embryos  result  in  abnormalities. 
Chick  embryos  of  four  days’  incubation  are  killed 
by  the  influenza  virus,  but  it  seems  that  at  this 
stage  of  development  most  organs  have  passed 
the  critical  period  at  which  their  morphogenesis 
can  be  directed  into  atypical  channels.  In  this 
respect,  it  is  of  interest  to  find  that  the  patterns 
of  infectiousness  are  different  for  the  embryo  and 
for  the  fully  developed  structures.  In  the  em- 
bryo, the  brain  tissues  seem  to  be  particularly 
susceptible  to  influenza  A virus,  whereas  in  the 
adult  the  respiratory  mucous  membranes  are  pri- 
marily affected.  In  mumps  the  inflammation  of 
the  salivary  glands  is  frequently  combined  with 
meningitis,  but  no  effect  on  the  brain  was  found 
macroscopically  in  embryos.  The  situation  is  the 
same  as  in  rubella  where  the  embryonic  defects 
seem  to  have  no  obvious  relations  to  tho  manifes- 
tations of  rubella  infections  in  older  phases  of 
life.” 

At  the  present  time  we  have  in  the  case  of 
rubella  a classic  unquestioned  example  of  the 
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deleterious  effect  on  the  fetus  of  a viral  disease  in 
the  mother.  The  observations  of  Gregg  and  of 
Swan  and  their  collaborators  in  Australia  have 
been  corroborated  many  times,  especially  by  case 
reports  here  in  the  United  States.22-34  We 
know  that  if  rubella  attacks  the  pregnant  mother 
within  the  first  trimester  of  pregnancy,  the  off- 
spring may  be  permanently  damaged  and  may 
show  defects  including  cataract,  deaf  mutism, 
cardiac  malformations,  mental  retardation,  micro- 
cephaly, and  hypospadias.  The  infants  are  often 
underweight  at  birth  and  are  difficult  feeding 
problems. 

My  own  personal  experience  with  this  syndrome 
consists  of  seven  cases.  In  six  of  the  seven  cases 
the  mother’s  infection  occurred  in  the  first  tri- 
mester; in  one  case  it  occurred  in  the  fourth 
month  and  the  infant  showed  mental  retardation, 
congenital  cardiac  disease,  and  bilateral  cata- 
racts. All  but  one  of  the  six  cases  were  mentally 
retarded;  all  but  one  had  defective  eyes,  four 
having  congenital  cataracts  and  two  glaucoma; 
five  of  the  mothers  contracted  rubella  in  and 
about  New  York  City,  one  in  London,  England, 
and  one  in  Biloxi,  Mississippi. 

It  is  hard  to  believe  that  so  striking  a syndrome 
should  have  escaped  the  attention  of  clinicians 
all  these  years,  and  it  seems  more  likely  that 
there  occurred  in  1940  some  change  in  the  virus 
of  rubella.  Gregg  was  able  to  report  78  cases  of 
congenital  cataract  encountered  in  a short  period 
of  time  in  the  vicinity  of  the  city  of  Sydney. 
Moreover,  the  type  of  cataract  appeared  to  be 
different  from  those  previously  encountered.  By 
circularizing  the  pediatricians,  ophthalmologists, 
and  obstetricians  of  California  in  the  fall  of  1944, 
Prendergast  was  able  to  collect  so  large  a series  of 
these  cases  that  he  believes  they  are  more  preva- 
lent on  the  west  coast  and  that  the  disease  may 
have  been  brought  over  from  Australia  and  spread 
from  California  eastward  through  the  Uhited 
States.36  However,  it  has  since  been  established 
that  an  epidemic  of  rubella  in  England  in  1940 
was  productive  of  many  cases  of  congenital  de- 
fects. 

Many  defective  children  are  reported,  but  as 
yet  we  have  not  enough  data  to  draw  any  con- 
clusions as  to  the  frequency  of  rubella  in  preg- 
nancy followed  by  normal  infants.  This  can 
only  be  determined  by  careful  statistics  gathered 
from  many  parts  of  the  country.  At  the  present 
time  a nation-wide  investigation  is  being  con- 
ducted by  the  American  Academy  of  Pediatrics 
whose  committee  has  sent  questionnaries  to  all  of 
its  members.  In  March,  1948,  the  committee 
released  the  figures  for  132  of  the  cases  reported 
to  them  where  the  mother  had  rubella  in  the  first 
trimester  of  pregnancy.  Seventy-six  babies  had 
congenital  cataracts;  13  had  other  ocular  defects 


including  glaucoma  and  microphthalmia;  35  were 
partially  or  completely  deaf;  68  had  abnormali- 
ties of  the  brain;  67  had  malformations  of  the 
heart,  and  18  babies  were  found  to  be  free  of  all 
defects.  Studies  are  also  being  carried  on  in 
large  obstetric  services  where  prospective  mothers 
are  now  routinely  questioned  as  to  the  occur- 
rence of  illness  during  pregnancy  which  might 
possibly  be  of  viral  origin. 

'Another  method  of  obtaining  information  is  to 
go  back  in  the  histories  of  children  in  institutions 
caring  for  those  afflicted  with  defects  which  we 
now  associate  with  maternal  rubella.  An  interest- 
ing example  of  this  method  is  the  work  of  Clayton- 
Jones,  who  investigated  the  histories  of  children  in 
schools  for  the  deaf  in  England.36  In  one  school, 
the  results,  according  to  the  author,  were  “start- 
lingly positive.”  Of  the  18  children  in  the  school, 
a history  of  maternal  rubella  was  obtained  in 
eight.  A ninth  was  probable,  and  a tenth  was 
possible.  In  all  the  positive  cases  the  disease 
occurred  in  the  first  four  months  of  pregnancy. 
All  the  cases  were  born  between  August  24  and 
October  26,  1940,  while  the  birth  dates  of  the 
other  children  were  scattered  between  1929  and 
1941.  In  three  other  schools  for  the  deaf,  8.9  per 
cent  of  the  inmates  were  born  of  mothers  who  had 
rubella  during  pregnancy.  Clayton-Jones  points 
out  that  the  1940  epidemic  of  rubella  in  England 
gave  rise  to  many  cases  of  deafness,  and  he  sug- 
gests that  this  may  be  due  to  the  fact  that  the  dis- 
ease seemed  particularly  prone  to  have  attacked 
young  adults.  It  is  of  interest  that  the  first  case 
of  a defective  child  which  I saw  in  New  York 
City  in  1941  was  born  of  a mother  exposed  to  this 
same  epidemic  in  London  in  her  second  month  of 
pregnancy.  The  infant,  when  I first  saw  it,  had 
bilateral  cataracts  and  congenital  cardiac  disease. 
As  the  child  grew  older,  it  was  apparent  that  he 
was  also  deaf  and  mute. 

Following  this  same  plan  of  research,  Green 
and  Dogramaci  investigated  the  records  of  434 
children  suffering  from  congenital  heart  disease 
and  found  a history  of  maternal  rubella  in  four 
cases  and  an  exposure  to  rubella  in  one  case.37 

Almost  all  the  articles  dealing  with  maternal 
rubella  and  fetal  disease  are  case  reports.  Three 
papers,  however,  have  appeared  which  attempt  to 
attack  the  problem  from  another  angle.  The 
report  of  Fox  and  Bortin  is  one  of  these.38  These 
authors  approach  the  subject  from  the  public 
health  viewpoint  and  attempt  to  find  out  how 
many  mothers  have  had  German  measles  during 
their  pregnancies  with  resulting  normal  offspring. 
They  went  back  over  the  records  of  the  Milwau- 
kee Health  Department  and  investigated  the 
cases  of  rubella  reported  during  the  years  1942, 
1943,  and  1944.  During  this  period  there  were 
22,226  reported  cases.  Of  these,  581  were  re- 
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ported  as  married  women,  and  it  was  possible  to 
investigate  152  of  these.  Among  these  152, 
eleven  had  rubella  during  pregnancy,  five  before 
the  second  month,  four  from  the  second  to  the 
fourth  month,  one  in  the  seventh,  and  one  in  the 
ninth  month.  Of  these  11  cases,  only  one  showed 
congenital  disease,  a stillborn,  hydrocephalic 
infant  born  of  a mother  who  had  rubella  in  her 
first  month  of  pregnancy.  None  of  the  other  ten 
infants  had  congenital  malformations.  It  is 
important  to  note  that  these  results  were  all  deter- 
mined from  data  obtained  from  health  depart- 
ment records  and  that  there  was  no  certainty  as 
to  the  correctness  of  the  diagnosis  of  rubella,  a 
difficult  diagnosis,  especially  in  the  absence  of  an 
epidemic. 

These  findings  are  certainly  at  variance  with 
those  of  Swan,  who  found  percentages  varying 
between  50  and  100  per  cent,  depending  on  the 
stage  of  pregnancy  when  the  mother  took  sick. 
One  might  conjecture  that  the  virus  in  Milwaukee 
might  be  of  a different  type,  but  two  cases  with 
deformities  have  been  reported  from  that  city  by 
Greenthal.39 

The  second  article  which  approaches  this  sub- 
ject from  the  statistical  angle  is  that  of  Conte, 
McCammon,  and  Christie.40  These  authors 
collected  cases  reported  to  date  and  could  find  134 
in  which  maternal  rubella  in  pregnancy  was  fol- 
lowed by  congenital  malformation  of  the  fetus. 
They  also  reported  finding  20  cases  of  maternal 
rubella  without  fetal  defects.  In  four  of  these, 
the  rubella  occurred  in  the  third  month  of  preg- 
nancy; in  the  remaining  16  it  occurred  after  the 
seventh  month.  Among  their  conclusions  are 
these:  “Further  evidence  to  support  the  fact  that 
rubella  in  pregnancy  is  a predisposing  cause  of 
congenital  malformation  was  suggested  by  a fur- 
ther survey  of  our  records  as  follows:  Maternal 
rubella  was  noted  in  4.2  per  cent  of  the  cases  of 
congenital  abnormalities  surveyed.  This  ex- 
ceeds by  at  least  ten  times  the  actual  case  rate  of 
maternal  rubella  for  the  child-bearing  age  group 
in  the  population  at  large.”40 

In  Prendergast’s  series  from  California,  there 
were  ten  mothers  who  had  rubella  in  the  first 
trimester,  but  only  six  of  the  infants  had  congeni- 
tal defects.35 

Aycock  and  Ingalls  investigated  1,300  cases 
reported  to  Boards  of  Health  of  two  Massa- 
chusetts communities  and  found  four  cases  where 
rubella  occurred  during  pregnancy,  two  in  the 
second  month,  one  in  the  fourth,  and  one  in  the 
ninth  month.16  Of  the  four  offspring,  only  one 
was  defective.  They  combine  their  figures  with 
those  of  Fox  and  Bortin  and  as  a result  show  that 
about  25  per  cent  of  the  children  are  affected  when 
the  disease  occurs  in  the  first  trimester.  When 
these  figures  are  compared  with  those  of  Gregg 


and  of  Swan,  it  is  evident  that  they  differ  com- 
pletely. 

With  the  rubella  syndrome  so  definitely  estab- 
lished as  an  entity,  it  is  natural  that  other  virus 
diseases  affecting  the  pregnant  mother  should  be 
investigated.  There  are  now  recorded  in  the 
literature  a number  of  instances  in  which  fetal 
defects  have  followed  maternal  disease  other  than 
rubella.  Swan  in  1946  reported  six  cases  of 
mumps  in  the  pregnant  mother,  two  in  the  first 
month  of  pregnancy,  one  in  the  fourth,  two  in  the 
fifth,  and  one  in  the  seventh.41  Curiously 
enough,  the  infants  in  every  one  of  the  cases 
showed  some  congenital  defect.  These  included 
corneal  opacities,  congenital  cardiac  disease, 
mongolism,  microcephaly,  nevi,  and  imperforate 
anus. 

Swan  also  reports  two  cases  of  herpes  zoster  in 
the  mother,  one  in  the  fourth  month  and  one  in 
the  sixth  month  of  pregnancy.  In  both  cases  the 
fetus  was  defective:  one  case  showing  deaf 

mutism,  heart  disease,  and  microcephaly,  the 
second  showing  myelocele,  bilateral  talipes,  and 
right  genu  recurvatum.  In  two  cases  of  scarlet 
fever,  normal  infants  were  born.  Swan  reports 
•two  cases  of  varicella,  both  in  the  seventh  month 
of  pregnancy,  one  of  the  babies  being  abnormal. 
Eighteen  cases  of  morbilli  were  followed,  four  of 
which  resulted  in  abnormal  infants  with  heart 
disease  in  one  case  and  heart  disease,  pyloric 
stenosis,  and  genu  valgum  in  another.  The 
remaining  were  all  normal  children. 

In  summing  up  his  findings  Swan  says: 

With  regard  to  the  effect  on  the  fetus  of  other 
infectious  diseases  during  pregnancy,  there  is  little 
evidence  as  yet  to  suggest  that  morbilli  leads  to 
congenital  abnormalities,  though  it  is  possible 
that  it  may  be  a cause  of  abortion.  The  question 
whether  mumps  and  other  virus  conditions  may  be 
followed  by  congenital  malformations  remains 
open.  As  far  as  mumps  is  concerned,  a number  of 
defects  have  been  recorded,  but  so  far  no  definite 
syndrome,  such  as  that  associated  with  rubella, 
has  emerged.  If  other  viruses  are  found  to  play 
a part  in  the  etiology  of  congenital  anomalies,  we 
postulate  that  they  will  be  confined  to  those  which 
circulate  at  some  stage  of  the  infection  in  the 
mother’s  blood  stream.  The  available  evidence 
suggests  that  maternal  infection  during  pregnancy 
with  strict  neurotropes — for  example,  poliomyeli- 
tis— which  are  apparently  confined  to  axomic 
pathways  and  do  not  invade  the  blood  stream  has 
no  effect  in  the  infant  born  subsequently. 

Last  year,  several  cases  of  smallpox  occurred  in 
New  York  City,  and,  as  a result,  about  5,000,000 
persons  were  vaccinated.  With  our  knowledge  of 
virus  infections,  the  question  at  once  arose  as  to 
whether  pregnant  w#men  should  be  vaccinated. 
The  statistics  of  the  vaccination  campaign  have 
been  analyzed  by  Dr.  Morris  Greenberg  of  the  New 
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York  City  Department  of  Health.  In  a careful 
follow-up  of  the  infants  born  to  mothers  vac- 
cinated in  the  first  four  months  of  pregnancy, 
compared  with  a control  group  of  those  born  to 
unvaccinated  mothers,  he  has  definitely  shown 
that  vaccination  is  a safe  procedure  during  the 
first  four  months  of  pregnancy  so  far  as  the  occur- 
rence of  congenital  defects  in  the  offspring  is  con- 
cerned.42 

Now  that  the  knowledge  that  virus  diseases 
may  affect  the  embryo  is  well  established,  what 
can  be  done  to  prevent  fetal  damage?  First, 
pregnant  women,  especially  in  their  first  trimes- 
ter, should  be  warned  to  avoid  contact  with 
others  suffering  from  such  diseases.  Secondly, 
girls  should  be  purposely  exposed  to  rubella  as 
one  attack  usually  protects.  Third,  the  value  of 
gamma  globulin  as  a prophylactic  agent  for  rubella 
must  be  investigated.  A study  of  this  question  is 
now  in  progress.  It  is  a complicated  one  and 
presents  great  difficulties,  but  it  is  felt  that  over  a 
long  period  of  time  results  may  be  obtained  that 
will  decide  whether  gamma  globulin  can  be  used 
for  rubella  as  it  is  for  measles.  If  a large  epidemic 
of  rubella  should  occur,  convalescent  blood  or 
globulin  extracted  therefrom  might  be  obtained- 
in  sufficient  quantity  to  test  its  efficacy. 

Mongolism  has  always  been  an  intriguing  prob- 
lem for  the  geneticist,  the  endocrinologist,  and  the 
pediatrician.  Although  many  theories  have  been 
advanced  for  its  causation,  none  has  proved  satis- 
factory. Recently,  interest  in  this  question  has 
been  revived  by  Ingalls  of  Boston.43  He  was 
impressed  by  the  fact  that  in  Mongol  children, 
many  apparently  unrelated  congenital  abnormali- 
ties may  make  their  appearance.  He  cites 
congenital  heart  defects,  cataracts,  polydactyly, 
darwinian  tubercles,  and  malattachment  of  the 
mesentery.  If  one  accepts  the  concept  that 
Mongolism  is  due  to  an  endocrine  disturbance, 
possibly  pituitary  disease,  it  is  difficult  to  link 
this  up  with  the  occurrence  of  these  defects. 
One  would  have  to  suppose  that  the  basic  cause 
of  Mongolism  exerted  its  maximum  effect  at  a 
particular  period  of  gestation,  for  it  is  now  com- 
monly accepted  that  certain  defects  in  the  new- 
born infant  occur  only  when  the  fetus  is  damaged 
at  a definite  period  of  fetal  life.  Cataract  results 
from  damage  in  the  sixth  week;  deafness  from 
damage  in  the  ninth  week;  cardiac  anomalies 
from  damage  in  the  fifth  to  tenth  week,  and  de- 
formed teeth  from  damage  in  the  sixth  to  ninth 
week. 

When  one  considers  that  ocular  defects  are  not 
at  all  rare  in  Mongolian  idiots  and  cardiac  defects 
are  found  in  25  per  cent  or  more,  ope  cannot  fail 
to  be  impressed  by  the  similarity  to  the  situation 
in  the  case  of  rubella.  Ingalls,  therefore,  be- 
lieves that  the  question  of  maternal  disease  as  a 


cause  of  Mongolism  needs  considerable  investiga- 
tion. Davies  and  he  reported  seven  cases  of 
Mongolian  infants  whose  mothers  had  the  follow- 
ing illnesses  during  pregnancy:  influenza  (second 
month),  rubella  (second  month),  mumps  (second 
month),  mastoiditis  (second  month),  pleurisy 
(third  month),  grippe  (sixth  month),  and 
purulent  otitis  media  (second  month).44  Swan 
refers  to  four  other  cases,  two  observed  by  him- 
self, one  by  Gregg,  and  one  by  Conte  et  al. 

Ingalls  emphasises  the  fact  that  cranial  deform- 
ity, i.e.,  brachycephaly  and  dwarfing  of  the 
tribasilar  bone,  is  a constant  feature  in  Mongolism 
and  that  it  may  be  one  of  a series  of  other  defects 
such  as  cardiac  anomalies  or  changes  in  the  bones 
of  the  hands,  all  of  which  together  make  up  the 
clinical  picture  of  the  Mongol  infant.  On  this 
basis,  he  postulates  that  the  condition  of  the 
mother  during  the  first  trimester  of  pregnancy 
may  perhaps  be  responsible  for  Mongolism. 

I will  mention  briefly  the  important  subject  of 
the  offspring  of  the  diabetic  mother.  The  infant 
is,  as  a rule,  markedly  overweight  and  shows  a 
tendency  toward  anatomic  changes,  especially 
cardiomegaly  and  excessive  extramedullary  ery- 
thropoiesis.  Neonatal  mortality  is  high.  Until 
recently  these  findings  have  been  attributed 
directly  to  the  disturbance  in  the  mother’s  carbo- 
hydrate metabolism. 

However,  investigators,  particularly  H.  C. 
Miller,  have  shown  that  diabetic  women  give 
birth  to  excessively  heavy  infants,  even  when 
these  are  born  long  before  the  onset  of  maternal 
diabetes.45  Even  the  cardiomegaly  and  extra- 
medullary erythropoiesis  have  also  been  shown  to 
occur  in  infants  born  prior  to  the  onset  of  maternal 
diabetes.  It  is  also  of  interest  that  the  frequency 
of  congenital  malformations  has  been  noted  to  be 
high  in  children  born  of  diabetic  mothers. 

I have  reviewed  briefly  some  of  the  effects  of 
disease  of  the  pregnant  mother  on  the  offspring 
and  have  particularly  stressed  the  role  played  by 
virus  infections.  With  the  rapid  development  of 
virology,  both  in  its  clinical  and  laboratory  as- 
pects, there  is  certain  to  be  a real  advance  in  our 
knowledge  of  this  subject.  To  quote  Warkany, 
“It  is  obvious  that  a better  knowledge  of  the 
etiologic  factors  which  lead  to  malformations  will 
bring  us  nearer  to  the  solution  of  the  problem  of 
prophylaxis.” 
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PABA  USED  AS  PROTECTION  AGAINST  SUNBURN 


Protection  from  sunburn  is  achieved  by  para- 
aminobenzoic  acid  ointment.  PABA  has  greater 
ultraviolet  absorptive  power  than  salicylic  acid.  A 
15  per  cent  concentration  in  Ruggles’  cream,  ap- 
plied before  exposure,  prevents  even  highly  sensitive 
skin  from  burning  in  intense  sunlight  or  under 


irradiation  of  mercury  arc  lamps.  None  of  the  32 
subjects  observed  by  Stephen  Rothman,  M.D., 
and  A.  B.  Henningsen,  M.D.,  of  the  University  of 
Chicago,  had  previously  been  able  to  remain  long  in 
the  sunshine  without  harmful  effects.  No  sunburn 
occurred  when  PABA  was  used. 


OUR  MENTAL  “ACHING  BACK” 

“Oh,  my  aching  back,”  GI  Joe’s  favorite  and  most 
symbolic  slang  phrase  during  the  war,  applies  to  the 
whole  world  now  and  will  for  some  time  to  come. 

So  declares  Dr.  William  C.  Menninger,  general 
secretary  of  the  Menninger  Foundation  and  chief 
consultant  in  neuropsychiatry  to  the  Surgeon 
General  of  the  Army,  1943-1946. 

A kind  of  prescription  for  warding  off  “the  aching 
back”  in  these  days  of  heavy  world  and  personal 
burdens  and  stresses  is  to  be  found  in  Dr.  Men- 
ninger’s  new  book  Psychiatry  in  a Troubled  World 
(Macmillan).  Dr.  Menninger  refers  to  the  mental 
and  emotional  troubles,  rather  than  a physical 
backache. 

Drawing  on  his  war  experiences  with  the  millions 
of  “Joe’s  and  Mary’s  from  Brooklyn  and  Kokomo” 
who  made  up  our  huge  war  machine  he  gives  nine 
factors  which  helped  the  Joe’s  and  Mary’s  stay 
normal  in  spite  of  war’s  stress  and  strain.  These 
same  nine,  he  believes,  will  help  each  of  us  meet  our 
aching  back  problems  in  civilian  life. 

They  are: 


1.  Recognition  of  the  existence  of  a struggle  be- 
tween the  personality  and  the  enviromnent. 

2.  A job  with  a purpose. 

3.  Teamwork.  Working  with  a group  helps  the 
worker  as  well  as  the  group,  is  good  for  mental 
health. 

4.  Leadership.  This  works  both  ways,  too. 
Most  of  us  have  to  work  under  someone,  but  most  of 
us  also  are  leaders  at  times,  either  as  parents, 
teachers,  foremen,  or  presidents  of  clubs. 

5.  Intellectual  growth,  getting  new  ideas,  learn- 
ing new  things. 

6.  Promotion,  for  the  individual  and  for  the 
family,  the  neighborhood,  the  city,  the  state,  and 
the  nation. 

7.  Recreation. 

8.  Religion.  Like  most  psychiatrists  Dr.  Men- 
ninger believes  there  is  no  antagonism  between  re- 
ligion and  psychiatry. 

9.  New  awareness  of  emotional  conflicts,  of  the 
occurrence  of  “operational  fatigue”  in  civilian  as 
well  as  military  life. 


SIGNIFICANCE  OF  CHOLESTEROL  IN  CORONARY  ARTERIOSCLEROSIS 

Alfred  Steiner,  M.D.,  New  York  City 
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of  Hospitals,  City  of  New  York,  and  the  Department  of  Medicine,  College  of  Physicians  and  Surgeons,  Columbia 
University) 


CORONARY  arteriosclerosis  with  its  compli- 
cations is  the  greatest  single  cause  of  death 
in  this  country  today,  as  revealed  by  recent 
mortality  statistics.1  Of  the  3,040  physicians 
who  died  in  the  United  States  in  1947,  approxi- 
mately one  out  of  three  died  of  coronary  arteri- 
osclerosis.2 This  problem  merits  far  greater  and 
more  intensive  investigation  than  it  is  now  receiv- 
ing. 

Progress  in  the  study  of  arteriosclerosis  in 
general  has  been  greatly  hampered  by  two  errone- 
ous clinical  concepts:  the  first  that  all  types  of 
arteriosclerosis  are  part  of  the  same  pathologic 
conditions,  and  second,  that  intimal  arterio- 
sclerosis is  an  inevitable  consequence  of  aging. 

There  are  two  separate  and  distinct  processes 
included  in  the  term  arteriosclerosis,  intimal 
arteriosclerosis  and  medial  or  Monckeberg’s 
sclerosis.  Intimal  arteriosclerosis  is  of  great  im- 
portance because  it  results  in  reduction  of  blood 
flow  to  vital  areas,  such  as  the  heart,  brain,  and 
extremities,  and  leads  to  clinical  syndromes  of 
coronary  insufficiency  and  thrombosis,  cerebral 
thrombosis,  intermittent  claudication,  and  gan- 
grene of  the  extremities.  Intimal  arteriosclerosis 
consists  of  irregular  plaque  formation  which 
protrudes  into  the  lumen  of  arteries.  On  micro- 
scopic examination,  the  lesions  consist  of  lipoid 
depositions  beneath  the  endothelium  of  the  in- 
tima,  followed  by  the  appearance  of  foam  cells, 
fibrosis,  hyalinization,  necrosis,  and  calcification. 

Medial  arteriosclerosis  or  Monckeberg’s  scler- 
osis is  limited  for  the  most  part  to  the  media  of 
the  peripheral  arteries  and  is  characterized  by 
medial  degeneration,  fibrosis,  and  calcification. 
This  type  of  lesion  does  not  cause  a reduction  of 
blood  flow  and  does  not  lead  to  any  serious  acci- 
dents but  merely  results  in  a loss  of  elasticity, 
dilatation,  tortuosity,  and  increased  rigidity 
of  the  vessel  wall.  It  is  this  type  of  arterioscler- 
osis which  results  in  stiffness  of  the  radial  arteries 
that  we  clinicians  so  frequently  palpate  and  er- 
roneously conclude  is  indicative  of  intimal  ar- 
teriosclerosis. 

Monckeberg  in  his  original  description  of 
medial  sclerosis  has  emphasized  that  it  is  a 
separate  process  which  cannot  be  correlated  with 
the  presence  or  absence  of  intimal  arteriosclerosis.3 
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Sappington  and  Cook  have  more  recently  reached 
this  same  conclusion  by  examination  of  the  radial 
arteries,  coronary  arteries,  and  aortas  in  the  same 
individuals.4  For  the  purpose  of  this  discussion, 
we  can  dismiss  medial  sclerosis  from  our  consider- 
ation, and  all  further  reference  to  the  term  ar- 
teriosclerosis is  to  include  only  intimal  ar- 
teriosclerosis. 

There  are  some  investigators  who  feel  that 
intimal  arteriosclerosis  is  an  inevitable  conse- 
quence of  the  aging  process  and  that  further  study 
of  this  condition  will  not  be  fruitful.  However, 
there  are  many  observations  which  indicate  that 
such  is  not  the  case.  As  more  data  become  avail- 
able, the  occurrence  of  intimal  arteriosclerosis  in 
infants  and  children  is  not  an  uncommon  finding. 
Moreover,  postmortem  examination  in  elderly 
people  reveals  little  or  no  arteriosclerosis  at  times. 
In  a postmortem  study  of  76  patients,  age  one 
through  thirty-nine,  dying  of  chronic  nephritis, 
it  was  found  that  96  per  cent  had  intimal  arteri- 
osclerosis.6 In  a recent  report  from  the  Army 
Pathology  Department,  400  instances  of  coro- 
nary thrombosis  were  recorded  in  soldiers  from  the 
ages  of  nineteen  to  thirty-nine.6  Certainly  these 
individuals  did  not  succumb  to  senility.  The 
fatalistic  attitude  regarding  arteriosclerosis  has 
greatly  retarded  progress  in  the  study  of  this 
disease. 

Numerous  theories  have  been  advanced  to  ex- 
plain the  cause  of  arteriosclerosis.  The  one  which 
seems  to  have  the  greatest  experimental  as  well  as 
clinical  support  has  to  do  with  cholesterol  and 
abnormalities  in  its  metabolism.  The  emphasis 
on  the  significance  of  cholesterol  in  the  develop- 
ment of  arteriosclerosis  results  from  three  im- 
portant observations:  (1)  Windaus  in  1910 

showed  by  chemical  analysis  that  the  arterioscler- 
otic plaque  is  made  up  in  large  part  of  choles- 
terol and  cholesterol  esters;  (2)  Anitschkoff  in 
1913  produced  lesions  in  rabbits  similar  to  human 
arteriosclerosis  by  cholesterol  feeding,  and  (3) 
certain  disease  states  that  result  in  premature, 
widespread  arteriosclerosis,  namely,  poorly  con- 
trolled diabetes,  chronic  nephritis,  myxedema, 
and  xanthomatosis,  frequently  show  an  elevated 
serum  cholesterol.7-8 

Experimental  Arteriosclerosis 

Because  arteriosclerosis  cannot  be  adequately 
diagnosed  and  followed  clinically,  progress  in  the 
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study  of  this  process  is  largely  dependent  upon  the 
reproduction  of  the  disease  in  experimental 
animals.  The  arteriosclerosis  in  rabbits  following 
a high  cholesterol  diet  is  similar  in  many  respects 
to  human  arteriosclerosis.  The  development  of 
the  lesions  in  the  experimental  animal  and  in  man 
is  analogous  both  microscopically  and  grossly. 
Chemical  analysis  of  the  plaques  in  the  rabbit  and 
humans  give  comparable  results.  However,  Duff 
and  other  investigators  have  emphasized  three 
important  objections  to  comparing  the  experi- 
mental lesions  to  those  in  humans:  (1)  the  dis- 
tribution of  the  lesions  of  rabbits  differs  from  that 
occurring  in  man;  (2)  the  morphologic  appear- 
ance of  the  lesions  in  rabbits  resembles  the  early 
stages  of  arteriosclerosis  in  humans,  but  the  more 
advanced  type  of  lesions  do  not  develop,  and  (3) 
cholesterol  feeding  does  not  result  in  significant 
hypercholesterolemia  and  arterial  lesions  in 
omnivorous  animals  such  as  the  dog,  cat,  rat,  or 
monkey,  whose  diet  normally  contains  choles- 
terol.9 

However,  in  a recent  report  from  this  labora- 
tory, it  was  demonstrated  that  arteriosclerotic 
lesions  in  dogs  similar  in  distribution  and  mor- 
phologic characteristics  to  human  arteriosclerosis 
resulted  from  prolonged  hypercholesterolemia.10 
The  high  serum  cholesterol  values  were  produced 
by  the  feeding  of  10  Gm.  of  cholesterol  daily  to 
dogs  whose  thyroid  function  was  modified  by 
thiouracil  administration. 

After  the  initiation  of  high  cholesterol  diet,  the 
serum  cholesterol  levels  of  the  dogs  increased 
from  control  values  of  approximately  150  mg.  to 
an  average  of  400  to  450  mg.  When  0.8  to  1.2 
Gm.  of  thiouracil  was  added  to  the  high  choles- 
terol regimen,  the  serum  cholesterol  values  further 
increased  to  average  approximately  1,100  to 
1,200  mg.  Postmortem  examination  was  per- 
formed on  the  dogs  on  the  high  cholesterol  diet 
with  and  without  thiouracil  from  twelve  to  sixteen 
months  after  the  onset  of  the  experiment.  Fine, 
elevated  yellowish  streaks  were  grossly  visible 
in  the  abdominal  aortas  of  the  dogs  on  the  high  cho- 
lesterol diet  without  thiouracil.  Microscopic  ex- 
amination of  the  lesions  revealed  lipoid  depositions 
beneath  the  intima,  forming  an  early  arterioscler- 
otic plaque.* 

Autopsy  examination  of  the  dogs  on  the  high 
cholesterol-thiouracil  regimen  revealed  extensive 
generalized  arteriosclerosis.  The  lesions  varied 
from  small  pinpoint,  yellowish-white  elevated  le- 
sions to  large  coalescing  plaques.  The  process 
was  most  marked  in  the  abdominal  aorta  and  its 
branches.  There  were  extensive  lesions  in  the 
iliac  arteries,  and  the  process  extended  down  to 
the  tibial  arteries. 

The  coronary  arteries  were  diffusely  involved, 
with  resulting  narrowing  of  the  lumen.  A few 


plaques  were  grossly  seen  on  the  anterior  leaflets 
of  the  mitral  valve,  as  well  as  in  the  sinus  of 
Valsalva.  The  arteries  forming  the  circle  of  Willis 
contained  scattered  plaques. 

Microscopic  examination  of  the  lesions  revealed 
foam-cell  infiltration,  thickening  of  the  intima,  and 
narrowing  of  the  lumen,  together  with  fibrosis, 
hyalinization,  distortion  or  rupture  of  the  internal 
elastic  lamella,  and  calcification.  In  addition, 
areas  of  hemorrhage  into  the  wall  of  some  of  the 
arteriosclerotic  plaques  occurred. 

Animals  fed  thiouracil  without  cholesterol  were 
free  of  arterial  lesions. 

The  arteriosclerosis  produced  in  dogs  meets  the 
objections  raised  concerning  the  comparison  of 
arteriosclesosis  in  rabbits  to  that  in  men.  The 
distribution  of  the  lesions  in  dogs  is  similar  to  that 
occurring  in  humans.  Cerebral  and  renal  ar- 
teriosclerosis is  part  of  the  generalized  arteri- 
osclerosis of  dogs  as  well  as  of  man.  On  micro- 
scopic examination,  advanced  as  well  as  early 
stages  of  arteriosclerotic  process  were  present. 

In  summary,  arteriosclerosis  in  young  dogs 
similar  to  human  arteriosclerosis  has  been  pro- 
duced by  the  feeding  of  cholesterol  and  thiouracil. 

Now  that  an  acceptable  laboratory  tool  is 
available,  studies  are  in  progress  to  prevent  or  re- 
verse the  experimental  arteriosclerosis.  Choline 
is  one  of  the  substances  under  investigation. 
Since  Best  and  his  coworkers  demonstrated  that 
choline  and  its  derivatives  were  effective  in  pre- 
venting or  relieving  “fatty”  livers  of  rats  on  diets 
rich  in  fat  or  cholesterol,  the  action  of  choline  on 
experimental  arteriosclerosis  has  been  tested  in 
our  laboratory.11  Preliminary  reports  indicated 
that  choline  was  effective  in  preventing  ar- 
teriosclerosis in  cholesterol-fed  rabbits  for  a 
limited  period,  and,  in  addition,  in  some  instances 
caused  a reabsorption  of  the  previously  induced 
arteriosclerotic  lesions.12'13  A further  study  on 
the  effect  of  choline  on  the  prevention  of  experi- 
mental arteriosclerosis  extended  these  observa- 
tions. Kesten  and  Silberwitz  and  Andrews  and 
Broun  have  also  confirmed  our  original  observa- 
tions in  the  rabbit.14'16 

Serum  Cholesterol  Studies  in  Coronary 
Arteriosclerosis 

Because  of  the  significance  of  cholesterol  in  ex- 
perimental arteriosclerosis  and  because  of  the  find- 
ing of  an  elevated  serum  cholesterol  in  various 
diseases,  such  as  poorly  controlled  diabetes, 
myxedema,  chronic  nephritis,  and  xanthomatosis, 
that  have  premature  and  widespread  arterioscler- 
osis, it  was  thought  desirable  to  review  the  status 
of  serum  cholesterol  in  patients  with  coronary  ar- 
teriosclerosis. The  literature  on  this  subject  is 
not  conclusive.  Several  reports  record  an  eleva- 
tion of  serum  cholesterol  while  others  do  not. 
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The  diagnosis  of  arteriosclerosis  in  many  in- 
stances consisted  of  palpation  of  the  radial  ar- 
teries, evidence  which  proves  the  presence  of 
medial  sclerosis  but  is  not  indicative  of  intimal 
arteriosclerosis. 

However,  before  considering  the  question  of 
serum  cholesterol  in  coronary  arteriosclerosis,  it  is 
desirable  to  comment  on  the  normal  serum 
cholesterol.  The  range  of  serum  cholesterol 
values  in  normal  subjects  is  wide,  depending  on 
the  chemical  method  employed.  Two  tech- 
nics most  widely  used  are  those  of  Bloor,  in  which 
the  range  of  normal  cholesterol  varies  from  175  to 
300  mg.  per  100  cc.,  and  the  method  of  Schon- 
heimer  and  Sperry,  in  which  the  range  varies  from 
150  to  275  mg.  per  100  cc.1617  The  method  of 
Schonheimer  and  Sperry  is  considered  to  be  more 
accurate,  although  it  is  technically  difficult  and 
requires  considerable  facility  before  reproducible 
results  are  obtainable.  The  ratio  of  ester  to  free 
cholesterol  is  constant,  approximately  3 to  1 . In  a 
study  with  Dr.  K.  B.  Turner,  it  was  demonstrated 
that  in  a group  of  relatively  normal  persons,  the 
individual  serum  cholesterol  remains  quite  con- 
stant from  hour  to  hour,  day  to  day,  and  month 
to  month.18  During  the  period  of  a year’s  study, 
the  deviation  from  the  mean  cholesterol  for  each 
patient  was  less  than  10  per  cent. 

As  recently  reported,  frequently  consecutive  de- 
terminations of  serum  cholesterol  for  periods  up 
to  two  years  were  made  in  15  patients  with 
coronary  arteriosclerosis  and  in  15  relatively 
normal  individuals.19  Thirteen  of  15  patients 
with  coronary  arteriosclerosis  had  had  a well- 
documented  coronary  thrombosis.  The  remain- 
ing two  individuals  had  typical  angina  pectoris 
with  a positive  anoxemia  test  for  coronary  in- 
sufficiency.20 The  patients  were  not  included  in 
this  study  until  at  least  six  weeks  had  elapsed 
since  the  onset  of  the  myocardial  infarction.  A 
total  of  914  serum  cholesterol  determinations 
were  made,  572  on  the  patients  with  coronary 
arteriosclerosis  and  342  in  the  normal  individuals. 

The  average  serum  cholesterol  values  for  each 
of  the  relatively  normal  individuals  varied  from 
214  to  334  mg.,  with  a mean  average  of  254  mg. 
for  the  group.  The  fluctuations  of  the  serum 
cholesterol,  as  measured  by  the  standard  devia- 
tion for  the  normal  subjects,  averaged  8.7. 

In  contrast,  the  average  serum  cholesterol  of 
the  patients  with  coronary  arteriosclerosis  varied 
from  308  to  499  mg.,  with  a mean  for  the  group  of 
355  mg.,  100  mg.  greater  than  the  mean  of  the 
normal  subjects.  In  addition,  the  average 
standard  deviation  for  the  patients  was  24.8, 
three  times  as  great  as  the  average  standard  de- 
viation of  the  normal  subjects. 

Although  statistically  these  results  are  sig- 
nificant, it  was  felt  desirable  to  have  serum 


cholesterol  determinations  on  a larger  group  of 
patients.  For  this  reason,  a single  serum  choles- 
terol determination  was  made  on  50  additional 
patients  with  coronary  arteriosclerosis  and  on  50 
additional  normal  persons  of  the  same  age  group. 
The  average  serum  cholesterol  value  for  the 
second  group  of  patients  with  coronary  arteri- 
osclerosis was  336  mg.,  in  contrast  to  236  mg.  for 
the  control  subjects.  These  results  confirmed 
the  previous  observations. 

Since  these  studies  have  been  reported,  Lerman 
and  White  found  that  22  of  28  patients  with 
coronary  arteriosclerosis  under  the  age  of  forty 
had  an  elevation  of  the  serum  cholesterol.21  Boas 
has  also  reported  that  an  elevated  serum  choles- 
terol is  a frequent  finding  in  patients  .with 
coronary  arteriosclerosis.22 

In  summary,  the  serum  cholesterol  level  of 
patients  with  overt  coronary  arteriosclerosis  is 
significantly  higher  than  the  serum  cholesterol 
level  in  normal  subjects  in  the  same  age  groups. 
In  addition,  the  serum  cholesterol  level  of  patients 
with  coronary  sclerosis  fluctuates  widely. 

Effect  of  Diet  on  Serum  Cholesterol 

Leary  and,  more  recently,  Dock  have  advo- 
cated the  restriction  of  dietary  cholesterol  so  as 
to  prevent  or  retard  the  development  of  arteri- 
osclerosis.2324 The  evidence  on  which  this  sug- 
gestion is  based  relies  chiefly  on  the  experimental 
arteriosclerosis  produced  by  excess  feeding  of 
cholesterol  to  rabbits,  chickens,  and  dogs.  How- 
ever, there  are,  in  addition,  other  data  which  tend 
to  suggest  that  diet  has  an  important  bearing  on 
the  development  of  arteriosclerosis.  In  parts  of 
the  world  where  poor  nutrition  is  prevalent,  a low 
incidence  of  arteriosclerosis  has  been  reported. 
In  China,  Oppenheim  and  Snapper  observed  little 
arteriosclerosis  even  in  persons  dying  at  an  ad- 
vanced age.25'26  In  Okinawa,  Steiner,  in  a recent 
article  on  a hundred  autopsies  in  all  age  groups, 
found  only  seven  instances  of  minimal  arteri- 
osclerosis.27 Likewise,  Wilens  has  recorded 
similar  findings  from  Costa  Rica.28  The  diet  in 
these  countries  is  characteristically  low  in  choles- 
terol, protein,  and  calories  and  is  made  up  chiefly 
of  carbohydrates  of  vegetable  origin. 

The  tendency  for  individuals  who  are  obese  to 
succumb  more  commonly  to  sequelae  of  arteri- 
osclerosis and  coronary  or  cerebral  occlusions  has 
been  noted  by  analysis  of  statistics  by  life  in- 
surance companies.29  Wilens  has  also  pointed 
out  that  obesity  favors  the  presence  of  advanced 
arteriosclerosis  as  indicated  in  a study  of  1,250 
necropsies  performed  at  Bellevue  Hospital.28 
French  and  Dock  stated  that  73  of  80  young 
soldiers  dying  of  coronary  arteriosclerosis  had 
some  degree  of  obesity.30  Wilens  has  also  re- 
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ported  a regression  of  the  arteriosclerotic  plaque 
in  humans  following  weight  loss  or  cachexia.31 

It  was,  therefore,  considered  of  interest  to  de- 
termine the  effect  of  diets  rich  or  poor  in  dietary 
cholesterol  on  the  serum  cholesterol  level.  In  the 
first  phase  of  this  study,  the  response  of  the 
serum  cholesterol  of  35  patients  with  various 
diseases  to  a single  meal  rich  in  fat  and  choles- 
terol was  determined.  The  method  of  study  was 
as  follows:  blood  for  analysis  was  taken  at  8 
a.m.  with  the  patient  in  the  fasting  stage.  Break- 
fast consisted  of  fruit,  two  eggs,  buttered  toast, 
coffee,  and  200  cc.  of  milk  to  which  20  Gm.  of 
cholesterol  had  been  added.  Dinner  and  supper 
were  served  at  the  usual  hours.  Additional  blood 
samples  were  taken  at  10  a.m.,  noon,  4 p.m.,  and 
8 a.m.  the  following  day.  The  results  showed 
clearly  that  little  or  no  change  in  the  serum 
cholesterol  occurred  during  the  course  of  twenty- 
four  hours,  regardless  of  the  feeding  of  a large 
amount  of  cholesterol. 

In  the  second  phase  of  this  study,  nine  indi- 
viduals were  placed  on  diets  high  or  low  in  fat 
and  cholesterol.  They  were  first  given  a diet  con- 
taining 300  Gm.  of  fat  for  six  weeks  and  then 
without  interruption  placed  on  a diet  containing 
less  than  50  Gm.  of  fat.  In  five  of  the  nine  pa- 
tients, there  was  no  increase  in  total  serum 
cholesterol  during  the  period  of  high  fat  feeding. 
In  four  cases,  a slight  rise  seemed  to  occur.  How- 
ever, this  increase  was  not  striking.  Further- 
more, at  a later  time  three  of  the  patients  were 
placed  on  the  high  fat  diet  for  a second  period,  but 
at  this  time  10  Gm.  of  cholesterol  in  200  cc.  of 
milk  was  added  to  the  regimen.  No  significant 
change  resulted  in  the  serum  cholesterol  levels. 

The  serum  cholesterol  values  of  the  patients  on 
a low  fat  diet  were  no  different  from  those  during 
the  control  periods. 

This  study  has  recently  been  repeated  in  four 
patients  with  coronary  arteriosclerosis.  After  an 
initial  control  period,  the  patients  were  given  100 
Gm.  of  egg-yolk  powder  containing  8 per  cent 
cholesterol  daily  for  six  weeks.  At  the  end  of  this 
time,  the  diet  was  changed  to  one  low  in  choles- 
terol (butter,  cream,  egg  yolk,  and  fatty  meats 
were  excluded)  for  six  additional  weeks.  Only 
minor  changes  in  the  serum  cholesterol  levels  were 
found.  It  was  possible  in  this  experiment  to 
estimate  the  quantity  of  cholesterol  actually  ab- 
sorbed and  metabolized  by  determining  the 
amount  of  sterol  excreted  in  the  stool.  No  sig- 
nificant differences  in  the  sterol  excretion  oc- 
curred during  initial  control  and  high  or  low  fat 
and  cholesterol  diet  periods.  It  can,  therefore,  be 
assumed  that  the  dietary  cholesterol  was  either 
metabolized  or  laid  down  in  the  tissues.  The 
latter  seemed  unlikely  because  clinically  there 
was  no  evidence  of  deposition  of  cholesterol  in  the 


body  (total  amount  fed  in  six  weeks  exceeded  336 
Gm.).  With  the  serum  cholesterol  and  fecal 
sterol  content  essentially  unchanged,  one  might 
infer  that  the  mechanism  of  cholesterol  turnover 
in  the  body  is  very  active  and  able  to  handle 
large  amounts  of  exogenous  cholesterol.  If  this 
were  not  so,  then  an  elevation  of  serum  cholesterol 
would  be  expected  on  a high  cholesterol  diet,  and, 
conversely,  a fall  in  the  serum  cholesterol  on  a low 
cholesterol  diet.  Further  studies  of  this  problem 
by  the  isotope  technic  are  indicated. 

In  the  third  phase  of  the  effect  of  diet  on  serum 
cholesterol,  ten  patients  with  well-documented 
bouts  of  coronary  thrombosis  were  placed  on  a low 
cholesterol  diet  for  periods  from  four  to  fourteen 
months.  Butter,  egg  yolk,  cream,  and  fatty 
meats  were  excluded  from  the  diet  during  the  low 
cholesterol  regimen.  Oleomargarine,  a vegetable 
fat,  was  allowed.  The  patients  were  followed  in 
the  outpatient  department,  so  strict  adherence  to 
the  diet  may  not  have  been  observed.  However, 
all  the  patients  were  most  cooperative.  Serum 
cholesterol  determinations  were  made  at  biweekly 
intervals,  or  at  monthly  intervals.  Preliminary 
results  of  this  study  indicate  that  the  serum 
cholesterol  levels  were  not  significantly  different 
from  the  determinations  of  the  initial  regular  diet 
period.  Considerable  fluctuations  of  the  serum 
cholesterol  level  occurred  during  both  the  period 
of  regular  diet  as  well  as  during  the  low  choles- 
terol diet  period.  Although  the  serum  choles- 
terol levels  were  not  significantly  altered  by  the 
lowered  cholesterol  intake,  it  is  not  possible  to 
judge  adequately  whether  this  regimen  resulted 
in  any  change  in  the  clinical  status  of  the  patients. 

The  recent  demonstration  by  Rittenberg  and 
his  coworkers  that  cholesterol  can  be  synthesized 
in  the  body  from  acetate — a substance  formed  in 
the  metabolism  of  fat  and  possibly  from  glucose 
and  protein — is  pertinent  to  the  problem  of  re- 
duced cholesterol  intake.32  If  the  body  synthe- 
sizes excessive  amounts  of  cholesterol,  the  restric- 
tion of  intake  would  be  to  little  avail.  However, 
the  overburdening  of  an  already  disturbed 
cholesterol  metabolism  by  excessive  cholesterol 
ingestion  might  be  harmful.  Further  studies  are 
necessary  before  a final  evaluation  of  this  problem 
can  be  made. 

Summary 

An  acceptable  laboratory  tool  is  now  available 
to  test  methods  of  preventing  or  curing  arteri- 
osclerosis, since  arteriosclerosis,  similar  to  that 
occurring  in  humans,  has  been  produced  in  young 
dogs  by  the  feeding  of  cholesterol  and  thiouracil. 

Choline  has  been  found  to  have  a protective 
action  in  preventing  experimental  arteriosclerosis 
in  rabbits  fora  limited  time. 
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A study  of  patients  with  overt  coronary  ar- 
teriosclerosis reveals  that  the  serum  cholesterol 
levels  are  higher  and  inconstant  in  contrast  to 
lower  and  more  stable  values  in  normal  individuals 
of  the  same  age  group.  An  attempt  to  evaluate 
the  significance  of  the  cholesterol  content  of  the 
diet  in  patients  with  coronary  arteriosclerosis  has 
been  made.  It  has  been  shown  that  within  the 
limits  of  this  study,  varying  the  cholesterol  con- 
tent of  the  diet  fails  to  produce  significant  altera- 
tions of  the  serum  cholesterol  levels.  Preliminary 
results  indicate  that  large  amounts  of  dietary 
cholesterol  can  be  absorbed  from  the  gastroin- 
testinal tract  without  alteration  of  the  serum 
cholesterol  or  clinical  evidence  of  cholesterol  de- 
position in  the  tissues.  Further  studies  in  choles- 
terol metabolism  using  tagged  atoms  are  needed. 
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MILITARY  VALUE  OF  ACTUARIAL  TECHNICS 


Armies  can  now  predict  disease  and  noncombat 
casualties  and  measure  their  manpower  and  ma- 
terial needs  well  into  the  future  through  the  applica- 
tion of  actuarial  technics,  a process  applied  during 
the  recent  war,  E.  A.  Lew  and  F.  A.  Week  of  New 
York,  both  of  the  actuarial  department  of  the  Metro- 
politan Life  Insurance  Company,  said  in  a paper 
presented  before  the  Centenary  Assembly  of  the 
Institute  of  Actuaries  of  London  on  June  25. 

Citing  the  experience  of  World  War  II  when  the 
U.S.  Army  made  extensive  use  of  actuarial  proce- 
dures in  planning  their  manpower  needs  and  meeting 
their  general  requirements,  Mr.  Lew  and  Mr.  Week 
said  that  measurement  of  disease  and  noncombat 
casualties  constitutes  a major  need,  as  they  represent 
the  great  bulk  of  the  casualties.  This  is  even  true, 
they  said,  in  periods  of  major  battle  operations. 
In  the  peak  casualty  period  between  June  0,  1944, 
and  VE  Day,  when  450,000  wounded  were  admitted 
to  hospitals  in  European  and  Mediterranean 
theaters,  those  were  only  35  per  cent  of  the  tot  al 
number  of  patients  admitted  from  all  causes. 


The  actuarial  studies  showed  that  there  is  no  fixed 
rate  of  casualties  but  that  it  is  related  to  numerous 
factors,  including  environmental  conditions,  special 
hazards,  seasoning  of  troops,  and  nature  of  missions. 
In  the  last  war,  as  the  troops  became  seasoned,  the 
army  as  a whole  showed  a constantly  decreasing 
hospital  admission  rate  from  disease  and  noncombat 
disability. 

The  admission  rate  was  2.4  per  day  per  1,000  in 
1943,  then  dropping  to  2.1  in  1944,  and  to  1.9  in 
1945,  the  latter  being  only  slightly  above  the  rate 
for  the  highest  year  of  the  1930’s. 

Hospitalization  represents  a multiple  military 
problem,  the  actuaries  pointed  out,  involving  not 
only  adequate  placement  of  facilities  and  the  pro- 
curement of  sufficient  medical  services  but  also  the 
adequacy  of  manpower  for  the  active  forces.  Dur- 
ing World  War  II,  for  example,  the  U.S.  Army 
medical  requirements  involved  handling  15,000,000 
admissions  to  hospitals,  3,200,000  cases  treated  in 
dispensaries,  and  130,000,000  outpatient  treatments 
for  those  not  excused  from  duty. 


FALSE  SEROLOGIC  TESTS  FOR  SYPHILIS  IN  INFANTS  OF  TREATED 
MOTHERS 

Dabney  Moon-Adams,  M.D.,  New  York  City 

{From  the  Bellevue  Hospital) 


TO  ESTABLISH  the  diagnosis  of  syphilis  in 
the  newly  born  infant  several  procedures  may 
be  necessary.  These  include  serologic  tests, 
physical  examinations,  roentgenograms  of  the 
long  bones,  dark  field  examination  of  scrapings 
from  the  umbilical  vein,  and  dark  field  examina- 
tion of  any  suspicious  lesion  on  the  skin  or  mucous 
membrane.  The  limitations  of  serologic  tests  as  a 
means  of  diagnosis  have  long  been  recognized. 
In  1915,  nine  years  after  the  Wassermann  test  was 
devised,  Fildes  reported  on  its  unreliability  in  the 
diagnosis  of  syphilis  in  the  newborn.1  Since  that 
date  many  observers  have  pointed  out  that  a 
positive  serology  in  the  early  weeks  of  life  may  re- 
verse the  negative,  the  infant  remaining  free  from 
all  signs  of  the  disease,  and  a negative  may  re- 
verse to  positive,  the  infant  developing  typical 
signs  of  congenital  syphilis. 

The  present  study  is  based  on  the  serologic 
findings  of  470  infants  of  treated  syphilitic 
mothers  examined  during  the  past  three  years  at 
Bellevue  Hospital,  New  York  City,  under  the 
joint  auspices  of  the  Pediatric  Department  and 
the  Rapid  Treatment  Center.  The  plan  of  follow- 
up consisted  of  serologic  tests,  roentgenograms  of 
the  long  bones,  and  a physical  examination  during 
the  first  week  of  life.  If  all  findings  were  negative, 
these  procedures  were  repeated  at  intervals  of  four 
weeks  until  the  age  of  six  months.  From  the 
sixth  month  to  one  year,  serologic  tests  and 
physical  examinations  were  made  at  intervals  of 
three  months.  Infants  showing  positive  serology 
without  other  evidence  of  infection  were  ex- 
amined at  weekly  intervals  until  the  diagnosis  of 
syphilis  had  been  eliminated  or  confirmed. 
Thereafter,  the  follow-up  was  continued  on  the 
regular  routine.  It  was  impossible  to  adhere  to 
this  schedule  in  all  cases.  Blood  specimens  taken 
on  infants  less  than  a week  old  were  frequently 
reported  hemolyzed  or  of  insufficient  quantity. 
Moreover,  some  infants  were  born  in  hospitals  in 
which  no  early  tests  were  taken.  The  majority  of 
the  cases  received  their  first  serologic  test  during 
the  second  month  of  life. 

Routinely,  a Wassermann  and  a precipitation 
test  were  performed  on  each  specimen.  If  one  or 
both  of  these  were  positive,  the  second  test  was 
titrated,  and  titrated  tests  were  repeated  until  the 
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diagnosis  was  established.  Cases  showing  a plus- 
minus  or  doubtful  on  the  first  check  and  negative 
on  the  second  were  not  considered  false  positives. 
A small  percentage  of  cases  had  negative  serologic 
tests  up  to  eight  or  twelve  weeks  of  life  and  subse- 
quently gave  one  positive  reaction  which,  within 
one  to  four  weeks,  reversed  to  negative  and  re- 
mained negative  in  subsequent  examinations. 
Such  cases  were  excluded  from  the  study  and  were 
interpreted  as  false  positive  reactions,  possibly 
due  to  an  intercurrent  febrile  or  toxic  condition. 
On  the  same  basis  delinquent  cases  whose  serolo- 
gies were  not  checked  until  after  the  third  month 
of  life  and  who  showed  a positive  reaction  which 
reversed  to  negative  were  also  excluded. 

Although  this  report  deals  primarily  with  the 
incidence  of  false  positive  serology,  all  instances  of 
so-called  false  negative  tests  were  recorded.  The 
occurrence  of  negative  serologic  tests  in  the  early 
weeks  of  life  reversing  to  positive  with  the  de- 
velopment of  syphilic  manifestations  in  the  infant 
was  rare  in  the  group  studied.  In  the  total  470 
cases,  only  5 (1.0  per  cent)  fell  in  this  category; 
of  these,  one  showed  a typical  reversal;  in  one 
acquired  syphilis  was  probable;  and  in  three,  who 
had  had  negative  tests  at  Bellevue,  a diagnosis  of 
syphilis  was  made  at  other  hospitals.  These 
cases  were  not  suitable  for  tabulation  because  of 
lack  of  serologic  data. 


TABLE  1.— 

Incidence 

of  False 

Positive 

Serology  in 

Infants  of  Treated  Mothers  (1945- 

-1947) 

Age  at 

Earliest 

Serologic  Results 

Serologic 

Infants 

Per  Cent 

Test 

Tested 

Negative 

Positive 

Positive 

1st  month 

146 

77 

69 

47.3 

2nd  month 

232 

216 

16 

6.9 

3rd  month 

87 

86 

1 

1.15 

Total 

465 

379 

86 

18.5 

Table  1 shows  the  results  of  serologic  tests  in 
465  infants  of  treated  mothers.  Four  hundred 
and  sixty-two  mothers  had  received  penicillin 
therapy  and  three,  arsenicals  and  bismuth.  One 
hundred  forty-six  infants  were  examined  in  the 
first  month  of  life;  of  these,  77  gave  a negative 
and  69  (47.3  per  cent)  a positive  reaction  which 
reversed  to  negative.  Two  hundred  and  thirty- 
two  infants  received  their  first  serologic  test  dur- 
ing the  second  month  of  life;  of  these,  216  gave  a 
negative  and  16  (6.9  per  cent)  a false  positive 
reaction.  When  the  first  serologic  test  was  taken 
during  the  third  month  of  life  in  87  cases,  86  gave 
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a negative  and  one  (1.15  per  cent)  a false  positive 
reaction.  For  the  total  group,  J8.5  per  cent  gave 
false  positive  reactions.  The  actual  occurrence 
of  such  reactions  in  the  newborn,  however,  is 
presumably  more  accurately  represented  by  the 
47.3  per  cent  found  in  the  infants  examined  dur- 
ing the  first  month  of  life. 

The  duration  of  false  positive  serologic  reaction 
in  the  infants  varied  from  twenty-four  days  to 
fourteen  weeks.  Weekly  follow-up  of  the  new- 
born was  unsuccessful  in  so  many  cases  that  the 
analysis  of  the  duration  was  based  on  tests  taken 
at  four-week  intervals.  Thirty-one  of  the  total  86 
had  become  negative  at  four  weeks  of  age.  In  55 
cases  which  remained  positive  at  four  weeks,  32 
had  become  negative  at  eight  weeks.  In  23  cases 
which  remained  positive  at  eight  weeks,  17  had  be- 
come negative  at  twelve  weeks.  In  six  cases  with 
positive  serologic  tests  at  twelve  weeks,  four  had 
become  negative  at  fourteen  weeks 

Of  the  total  86  infants  with  false  positive  sero- 
logic tests,  36  per  cent  had  reversed  to  negative  at 
the  age  of  four  weeks;  74.5  per  cent  at  eight 
weeks;  93  per  cent  at  twelve  weeks;  and  97.7 
per  cent  had  reversed  to  negative  at  fourteen 
weeks.  Of  the  two  cases  whose  serology  was 
positive  at  fourteen  weeks,  one  had  a negative 
Kahn  and  a three  plus  Wassermann.  The  other 
had  a four  plus  Mazzini  and  a four  plus  Wasser- 
mann. The  latter  case  presented  several  points 
of  interest. 

Case  Report 

The  mother  had  been  treated  two  years  prior  to 
pregnancy  with  arsenicals  and  bismuth.  The 
amount  of  her  treatment  could  not  be  ascertained. 
Her  serology  was  four  plus.  The  patient,  her  first 
pregnancy,  was  born  at  term.  A serologic  test  on 
the  sixth  day  of  life  was  four  plus.  Titered  Wasser- 
mann and  titered  Mazzini  tests  on  the  fourth  week 
of  life  were  positive  to  1 to  16  dilution.  Roent- 
genograms of  the  long  bones  were  negative,  and  the 
infant  was  normal.  Weekly  examination  showed  a 
slight  but  consistent  drop  in  titered  Wassermann  and 
Mazzini  tests,  negative  roentgenograms,  normal 
gain  in  weight,  and  negative  physical  findings.  At 
fourteen  weeks  and  two  days  (100  days)  all  findings 
were  normal  except  the  serologic  tests,  which  were 
four  plus  in  both  the  Wassermann  and  Mazzini. 
Unfortunately,  the  patient  did  not  return  for  re- 
examination until  twenty-one  weeks  of  age,  when 
her  serology  was  negative  and  other  findings  were 


normal.  On  the  twenty-sixth  week  of  life  the 
serologic  tests  were  again  negative,  and  all  other 
findings  were  normal. 

To  ascertain  the  relationship  of  the  time  of  the 
mother’s  treatment  and  the  occurrence  of  a false 
positive  serology  in  the  infant,  110  cases  in  which 
accurate  information  on  the  mother’s  therapy 
could  be  obtained  were  reviewed.  In  this  series 
one  mother  was  treated  with  arsenicals  and  bis- 
muth; 109  received  penicillin.  All  infants  were 
examined  before  the  third  month  of  life.  The 
results  are  shown  in  Table  2. 

In  nine  cases  of  mothers  treated  prior  to  preg- 
nancy, eight  of  whom  received  penicillin  and  one 
arsenicals  and  bismuth,  seven  infants  had  nega- 
tive serologic  tests  and  two  infants  (12.2  per 
cent)  false  positive  tests.  In  25  cases  of  mothers 
treated  in  the  third  and  fourth  month  of  preg- 
nancy, 21  infants  had  negative  serologic  tests  and 
four  (16.0  per  cent)  false  positive  tests.  In  30 
mothers  treated  in  the  fifth  and  sixth  month  of 
pregnancy,  23  infants  had  negative  serologic  tests 
and  seven  (23.3  per  cent)  false  positive  tests.  In 
46  cases  of  mothers  treated  in  the  seventh  and 
eighth  month,  25  infants  had  negative  serologic 
tests  and  21  false  positive  (45.7  per  cent). 

The  first  group  of  nine  mothers  treated  prior  to 
pregnancy  is  too  small  to  be  of  statistical  value, 
but  the  second,  third,  and  fourth  groups  showed 
an  increasing  percentage  of  false  positive  tests  in 
infants  whose  mothers  were  treated  late  in 
pregnancy. 

Correlation  was  attempted  of  the  mothers’ 
serologic  test  with  that  of  the  infants  taken  on 
the  same  day  and  during  the  first  week  post- 
partum. Such  comparison  could  be  made  in  only 
fifteen  cases.  Of  these,  eight  gave  identical  re- 
sults for  mother  and  infant.  In  four,  the  mother’s 
serology  gave  a higher  titer  and  in  three  a lower 
titer.  In  one  case  the  mother’s  serologic  test  was 
negative  one  month  before  delivery  and  one 
month  after  delivery,  while  the  infant’s  test  gave 
a false  positive  reaction.  There  were  three  sets 
of  twins  among  the  cases  studied.  In  two,  both 
infants  had  negative  serologic  tests.  In  the  third, 
both  gave  a four  plus  reaction  to  Kahn  and  Was- 
sermann tests  on  the  eighth  day  of  life,  a two  plus 
at  the  fourth  week,  and  negative  at  the  eighth 
week,  the  serologic  reactions  following  identical 
patterns  in  each  case. 


TABLE  2. — Relationship  ok  Time  of  Mother’s  Treatment  to  Serolooy  of  Nonsyphilitic  Infants  in  110  Cases 

Tested  During  First  Month  of  Life 


Prior  to 

Third  or  Fourth 

Fifth  or  Sixth 

Seventh  or  Eighth 

Pregnancy 

Month  of  Pregnancy 

Month  of  Pregnancy 

Month  of  Pregnancy 

Ncga- 

Posi- 

Nega-  Posi- 

Nega- 

Posi- 

Nega- 

Posi- 

tive 

tive 

Total 

tive  tive  Total 

tive 

tive 

Total 

tive 

tive  Total 

Serologic  reaultB 

7 

2 

9 

21  4 25 

23 

7 

30 

25 

21  46 

Per  cent 

77.8 

22.2 

100 

84.0  10.0  100 

76.7 

23.3 

100 

54.3 

45.7  100 

* Penicillin  therapy  used  in  all  cases  except  one,  which  was  treated  prior  to  pregnancy  with  arsenicals  and  bismuth. 
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Although  the  occurrence  of  false  positive  and 
false  negative  serologic  tests  in  the  newborn  is 
mentioned  by  many  authorities,  statistics  of 
incidence  are  comparatively  rare.2-6  Ingraham  in 
a 1941  publication,  prior  to  penicillin  therapy,  re- 
ported 16.2  per  cent  false  positive  and  4 per  cent 
false  negative  serologic  tests  on  infants  examined 
during  the  first  ten  days  of  life.4  His  more  recent 
publication  on  penicillin  therapy  in  pregnancy 
records  38  per  cent  false  positive  reaction  in  in- 
fants of  treated  mothers.5 

To  compare  further  the  incidence  of  false 
positive  serologic  reaction  in  the  offspring  of 
mothers  treated  with  arsenicals  and  bismuth  with 
the  incidence  in  penicillin-treated  mothers,  the 
tests  taken  in  the  Bellevue  Pediatric  Clinic  from 
1940  to  1943  were  reviewed.  One  hundred  thirty- 
six  infants  of  mothers  treated  by  the  former 
method  were  examined  during  the  first  two 
months  of  life.  Of  these,  13  (9.6  per  cent)  gave 
positive  serologic  tests  which  reversed  to  negative. 
This  figure  is  probably  30  to  40  per  cent  too  low 
because  few  infants  were  tested  in  the  first  week 
of  life.  Allowing  for  this  discrepancy,  however, 
the  offspring  of  penicillin-treated  mothers  gave  a 
much  higher  ratio  of  false  positive  serology. 

Comment 

The  percentage  of  false  positive  serologic  tests 
in  the  cases  reviewed  and  compared  with  the  re- 
ports made  on  the  offspring  of  mothers  treated 
with  arsenicals  and  bismuth  would  indicate  that 
with  penicillin  therapy  in  pregnancy  a greater 
number  of  infants  will  give  false  positive  reactions. 
This  is, presumably  due  to  the  fact  that  an  amount 
of  penicillin  adequate  to  cure  syphilis  in  the 
mother  can  be  given  in  a short  time  and  is  equally 
effective  in  preventing  syphilis  in  the  infant  when 
administered  prior  to  pregnancy  or  in  the  first, 
second,  or  third  trimester.6 

Whether  the  positive  serology  of  the  newborn 
infant  reversing  to  and  remaining  negative  repre- 
sents. a transfer  of  the  reagin  of  the  mother’s 
blood  to  the  infant,  or  whether  it  indicates  per- 
sistence of  the  positive  serology  of  syphilitic 
fetus  treated  and  cured  in  utero  by  therapy  ad- 
ministered to  the  mother  during  pregnancy,  is  not 
susceptible  of  proof  in  any  given  case.  Several 
investigators  have  demonstrated  that  penicillin  is 
transmitted  through  the  placenta  and  is  present 
in  the  fetal  blood.7'8  The  high  percentage  of 
false  positive  serologic  tests  in  the  infants  of 
mothers  treated  with  penicillin  late  in  pregnancy 
suggests  that  penicillin  so  transmitted  to  the 
fetus  has  cured  syphilis  in  utero.  This  proba- 
bility is  discussed  by  Speiser  in  a recent  publica- 
tion.6 

In  cases  of  mothers  who  have  secondary  syphilis 
during  pregnancy  and  who  receive  treatment  in 


the  eighth  month  of  pregnancy,  it  seems  highly 
probable  that  the  false  positive  of  the  infants  is 
not  properly  termed  “false”  but  is  evidence  of  a 
treated  syphilitic  infection  contracted  and  cured 
in  utero.  In  cases  of  mothers  who  are  treated 
prior  to  pregnancy  and  received  no  treatment 
during  pregnancy,  it  seems  probable  that  a posi- 
tive serologic  test  on  the  infant,  which  reverses  to 
negative,  represents  a transfer  of  the  reagin  of  the 
mother’s  blood.  If  these  possibilities  are  ac- 
cepted, the  so-called  false  positive  serology  of  the 
newborn  has  a dual  cause. 

Summary 

1 . A report  on  470  infants  of  treated  syphilitic 
mothers  examined  within  the  first  three  months 
of  life  for  serologic,  clinical,  and  roentgenologic 
evidence  of  syphilis  is  presented. 

2.  False  positive  serologic  tests  were  found  in 
47.3  per  cent  of  infants  tested  in  the  first  month 
of  life,  in  16  per  cent  of  infants  tested  in  the 
second  month  of  life,  and  in  1.2  per  cent  of  infants 
tested  in  the  third  month  of  life. 

3.  False  negative  reactions  were  found  in  five 
cases  or  1 per  cent  of  the  total.  In  one  of  these, 
syphilis  was  probably  acquired. 

4.  The  duration  of  false  positive  serologic 
tests  varied  from  twenty-four  days  to  fourteen 
weeks.  Of  the  total,  36.0  per  cent  had  become 
negative  in  four  weeks;  74  per  cent  in  eight 
weeks;  93  per  cent  in  twelve  weeks,  and  97.7  per 
cent  in  fourteen  weeks. 

5.  Correlation  of  the  number  of  false  positive 
serologic  tests  with  the  time  of  mother’s  treat- 
ment shows  a higher  percentage  in  the  infants  of 
mothers  treated  in  the  last  trimester  of  preg- 
nancy. 

6.  Compared  with  statistics  based  on  mothers 
treated  with  arsenicals  and  bismuth,  a greater 
number  of  false  positive  serologic  tests  can  be  ex- 
pected in  the  infants  of  mothers  treated  with 
penicillin. 

7.  The  question  of  false  positive  serologic 
tests  in  the  newborn  representing  a transfer  of 
reagin  of  the  mother’s  blood  or  the  persistent 
positive  serologic  test  of  syphilitic  fetuses  treated 
in  utero  is  discussed. 
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THE  USE  OF  METHYLCELLULOSE  AS  A BULK  LAXATIVE 

Karl  Schweig,  M.D.,  New  York  City 


IN  AVERAGE  practice,  many  patients  are  ob- 
served whose  chief  or  secondary  complaint  is 
constipation.  One  gastroenterologist  noted  an 
incidence  of  45.2  per  cent  in  a series  of  5,000 
private  patients,  while  others  have  found  an  even 
higher  percentage.1  Gastroenterologists  believe 
that  chronic  or  atonic  constipation  may  be  due  to 
improper  diet,  vicious  habit  formation,  in- 
adequate water  intake,  nervous  factors,  etc.  In 
most  instances,  this  type  of  constipation  may  be 
controlled  by  correct  diet,  increased  water  intake, 
or  by  correcting  the  patient’s  mental  attitude 
through  an  explanation  of  the  simple  rules  of 
bowel  hygiene.1'2  For  the  patients  who  fail  to  get 
the  desired  effect  from  such  a regimen  or  who  fail 
to  abide  by  instructions,  laxatives  are  frequently 
necessary.3  For  those  patients  who  definitely  re- 
quire laxatives,  the  present  trend  in  prescriptions 
has  been  away  from  the  irritant  cathartics  toward 
the  hydrophilic  colloids.1'4 

Aside  from  dried  fruits  frequently  included  in 
the  diet  to  provide  bulk,  the  usual  hydrophilic 
colloids  are  principally  agar,  sodium  alginate 
(kelp),  acacia  (acacia  Senegal  or  gum  arabic), 
tragacanths  (Astragalus),  karaya  (false  or  Indian 
tragacanth  derived  from  the  tree  Sterculia  urens), 
and  psyllium  (Plantago  psyllium,  known  as 
French  or  Spanish  psyllium  seed,  and  Plantago 
ovata,  known  as  Blond  Psyllium  or  Indian  Plan- 
tago Seed).6 

Gray  and  Tainter,  in  a comparative  study  of 
the  colloid  laxatives,  concluded  that  agar  is  one 
of  the  least  effective,  while  tragacanth  and  psyl- 
lium derivatives  are  considerably  more  efficient.6 
They  concluded  that  tragacanth  derivatives  exert 
their  laxative  action  primarily  through  colloidal 
swelling,  while  purified  psyllium  products  add  to 
their  lesser  swelling  a mild  irritant  effect  from 
their  breakdown  products. 

The  recent  development  of  some  synthetic 
mucilages,  such  as  methylcellulose,  provides  a 
hydrophilic  colloid  with  excellent  possibilities  as 
a laxative.  Laboratory  studies  have  shown  that 
methylcellulose  is  nontoxic  to  rats  when  fed  over 
prolonged  periods  of  time.7  It  was  also  demon- 
strated that  methylcellulose  passes  through  the 
digestive  tract  of  humans  virtually  unchanged,  as 
it  may  be  recovered  almost  entirely  from  the 
feces.8  Further  theoretic  advantages  claimed  for 
this  synthetic  chemical  are  that  it  is  not  absorbed 
from  the  intestinal  tract,  that  it  is  not  broken 
down  by  chemical  enzymes,  and  that  it  is  non- 
antigenic.  In  addition,  there  is  a high  degree  of 
chemical  uniformity,  frequently  lacking  in  the 


natural  gums.9  Methylcellulose  also  differs  from 
the  natural  gums  in  the  way  in  which  it  takes  up 
water.  Whereas  the  latter  take  up  water  like  a 
sponge,  limited  by  their  individual  ability  to 
swell,  methylcellulose  forms  a colloidal  solution 
in  any  given  amount  of  water,  the  viscosity  vary- 
ing from  a thin,  demulcent  liquid  to  a soft,  smooth 
gel.  This  characteristic  should  make  it  virtually 
impossible  for  methylcellulose  to  produce  an  im- 
paction, a disadvantage  occasionally  observed 
with  the  natural  gums. 

Tainter  first  investigated  the  use  of  methyl- 
cellulose as  a colloid  laxative  and  found  that  10 
Gm.  per  day  approximately  doubled  the  volume 
of  the  stool.  The  stools  were  soft  and  easily 
passed  without  colic  or  griping. 

Experimental  Procedures 

The  theoretic  and  preliminary  experimental 
evidence  indicated  that  methylcellulose*  should 
approach  the  ideal  as  a colloid  laxative.  In  order 
to  evaluate  further  its  clinical  effectiveness  and  to 
determine  the  dosage  required,  a study  was  under- 
taken. Thirty-seven  patients  were  given  the  drug 
for  relief  of  acute  and/or  chronic  constipation; 
that  is,  for  the  relief  of  a delay  in  defecation  which 
brings  discomfort,  worry,  or  indigestion.  It 
should  be  noted  that  subjects  for  this  study  were 
taken  at  random  from  routine  office  practice. 

Patients  were  instructed  to  take  two  tablets 
(1  Gm.)  or  2 teaspoonfuls  (6  Gm.)  at  bedtime 
with  one  or  two  full  glasses  of  water.  In  some  in- 
stances, it  was  necessary  to  increase  the  initial 
dose  of  medication  used  before  a reasonable 
therapeutic  effect  was  achieved,  such  increases,  if 
any,  being  included  in  the  accompanying  table. 
Patients  did  not  take  more  than  two  full  glasses  of 
water  at  the  time  of  administering  medication,  be- 
cause several  complained  of  the  difficulty  of 
drinking  larger  quantities.  It  should  be  further 
noted  that  all  of  these  37  patients  were  seen  and 
examined  at  least  once  every  two  weeks  and  that 
most  of  them  were  seen  at  intervals  of  one  week. 

Results 

In  general,  the  therapeutic  results  observed 
were  very  good  as  tabulated  (Table  1).  In  23 
cases  (62  per  cent)  results  were  “excellent,”  i.e.,  a 
normal  soft,  bulky  stool  was  passed  without 
griping,  cramping,  or  tenesmus,  at  least  once  a 
day.  In  11  cases  (30  per  cent)  results  were 
“good.”  These  patients  passed  five  or  more 

* Supplied  in  the  form  of  0.5  Gm.  tablets  or  as  granules  by 
the  Maltine  Company  under  the  trade  name,  Cellothyl. 
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TABLE  1. — Results  of  Treatment  of  37  Patients  with  Methylcellulose 


Habitual  - — Dosage  of  — • 


Case 

Number 

Sex 

Age 

Duration 

of 

Constipation 

Use  of 
Laxatives 
or  Enemas 

Granules 

(Tea- 

spoon- 

Tablets 

Duration 
of  Ad- 
ministration 

Excel- 

lent 

Therapeutic  Results- 
Fair  Poor 

None 

1 

F 

37 

15  years 

Yes 

fuls) 

2 

4 days 

X 

2 

F 

44 

5 to  7 years 

Yes 

3 

60  days 

X 

3 

F 

33 

5 years 

Yes 

2-4 

100  days 

ix 

4 

F 

23 

1 week 

No 

2 

4 days 

X 

5* 

F 

25 

2 weeks 

No 

3 

40  days 

X 

6 

F 

62 

4 weeks 

No 

2 

7 days 

X 

7 

M 

27 

1 week 

No 

2 

3 days 

ix 

8 

F 

24 

1 week 

No 

3 

3 days 

X 

9 

F 

31 

10  years 

Yes 

2 

240  days 

X 

10 

F 

30 

5 years 

No 

2-6 

21  days 

X 

11 

F 

27 

5 years 

Yes 

2 

21  days 

X 

12 

F 

38 

10  years 

Yes 

2-3 

30  days 

ix 

13* 

F 

35 

3 weeks 

No 

2-3 

45  days 

X 

14 

F 

30 

4 to  5 weeks 

No 

2-3 

1 week 

X 

15 

M 

24 

2 weeks 

No 

2 

1 week 

X 

16 

M 

29 

2 years 

Yes 

3 

60  days 

X 

17 

F 

22 

2 years 

Yes 

2-3 

75  days 

ix 

18 

F 

38 

10  years 

Yes 

3-4 

180  days 

X 

19 

F 

25 

5 years 

Yes 

2 

100  days 

X 

20 

M 

44 

10  years 

Yes 

3-4 

30  days 

X 

21 

F 

27 

2 weeks 

No 

2 

4 days 

X 

22* 

F 

36 

12  weeks 

No 

3 

30  days 

ix 

23 

F 

44 

10  years 

Yes 

3 

21  days 

ix 

24 

F 

14 

1 year 

Yes 

2 

21  days 

X 

25 

F 

31 

1 year 

Yes 

2 

120  days 

ix 

26 

F 

36 

5 weeks 

No 

3 

90  days 

ix 

27 

F 

26 

4 years 

Yes 

3-4 

30  days 

ix 

28 

F 

21 

2 weeks 

No 

2 

7 days 

ix 

29 

F 

33 

5 years 

Yes 

4-6 

30  days 

X 

30 

F 

30 

8 weeks 

No 

2 

14  days 

X 

31 

M 

40 

5 years 

No 

3 

110  days 

ix 

32 

M 

35 

8 weeks 

No 

3 

14  days 

X 

33 

F 

33 

5 years 

Yes 

2 

30  days 

ix 

34 

F 

32 

5 years 

Yes 

3-4 

30  days 

X 

35 

M 

32 

12  weeks 

No 

3 

30  days 

X 

36* 

F 

24 

3 weeks 

No 

3 

140  days 

X 

37 

M 

34 

5 years 

Yes 

4 

21  days 

ix 

* Pregnant. 


stools  a week,  used  no  other  laxative  or  bowel 
movement  aid,  and  declared  themselves  com- 
fortable. In  only  8 per  cent  were  the  results  un- 
satisfactory where  no  change  in  bowel  habits  was 
noted  and  no  relief  from  constipation  was  ef- 
fected. 

Four  of  the  patients  under  observation  were 
pregnant.  In  two  of  these,  results  were  “excel- 
lent” and  in  the  other  two  “fair.” 

The  only  adverse  effect  noted  was  that  of 
nausea  and,  occasionally,  vomiting  at  the  time 
of  swallowing  or  attempting  to  swallow  the 
granules.  Since  these  patients  showed  no  symp- 
toms of  nausea  or  vomiting  on  swallowing  tablets, 
the  nausea  was  np  doubt  caused  by  the  mechanical 
difficulty  of  swallowing  the  light-bodied,  floating 
granule.  Patients  who  continued  the  medication 
for  the  longest  periods  of  time  used  the  tablets  in 
preference  to  the  granules.  It  was  also  observed 
in  this  same  group  that  constipation  was  con- 
trolled by  dosages  three  to  four  times  weekly. 
None  of  them  felt  the  need  for  daily  medication. 

At  no  time  did  I observe  clinically  any  sys- 
temic change  in  these  or  any  of  the  37  patients, 
although  the  duration  of  administration  of 
medication  varied  from  three  to  two  hundred 
forty  days.  Patients  were  comfortable  and  had 
no  griping  or  cramping  effect  following  the  use  of 


the  tablets,  nor  had  they  any  other  gastrointes- 
tinal complaints. 


Summary  „ 

Methylcelluh9se  in  dosages  of  1 to  6 Gm.  daily 
proved  effective  for  the  relief  of  chronic  or  acute 
constipation  in  the  majority  of  the  37  cases.  Its 
use  resulted  in  the  passage  of  a normal,  soft, 
bulky  stool  without  griping,  cramping,  or  tenes- 
mus in  most  cases.  Its  prolonged  use  (up  to 
eight  months)  did  not  produce  evidences  of  sys- 
temic changes  or  toxicity. 
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THE  EARLY  CARE  OF  HAND  INJURIES:  SOME  COMMON 
DIFFICULTIES 

Condict  W.  Cutler,  Jr.,  M.D.,  New  York  City 

(From  the  Roosevelt  and  Goldwater  Memorial  Hospitals) 


THE  OUTCOME  of  any  injury  of  the  hand  is 
in  large  measure  determined  by  the  nature  of 
the  treatment  rendered  by  the  physician  who 
first  deals  with  it  definitively.  The  significance 
of  this  fact  is  apparent  when  it  is  recognized  that 
not  only  every  surgeon  but  every  general  prac- 
titioner is  called  upon  at  some  time  to  deal  with 
injuries  of  the  hands.  His  professional  equip- 
ment should,  therefore,  include  a familiarity 
with  the  principles  of  their  proper  treatment. 

It  would  be  a basic  error  to  consider  injuries  of 
the  hand  as  lying  in  the  field  of  “minor  surgery.” 
This  concept  may  lead  to  the  relegation  of  such 
conditions  to  the  less  experienced  men  on  hos- 
pital and  clinic  staffs  and,  in  general  practice,  to 
the  assumption  of  responsibility  for  them  by 
physicians  of  relative  inexperience  in  this  field. 
This  is  not  to  say  that  only  the  older  men  on 
clinic  staffs  should  deal  with  injuries  of  the  hand. 
Wide  experience  and  expertness  in  abdominal  or 
thoracic  surgery,  for  example,  are  not  necessarily 
qualifications  for  this  work,  and  even  the  surgeon 
who  is  renowned  for  his  skill  in  such  fields  may 
not  necessarily  be  best  qualified  to  deal  with  the 
injured  hand.  It  does  imply,  however,  that  in 
each  clinic  or  hospital  staff  there  should  be  at 
least  one  man  who  has  interested  himself  in  this 
type  of  work,  who  has  familiarized  himself  with 
the  anatomy  and  physiology  of  the  hand,  and 
who  has  kept  abreast  of  the  development  in  this 
field.  He  should  be  responsible  for  the  proper 
management  of  these  conditions  and  should  be 
charged  with  the  continuing  instruction,  super- 
vision, and  guidance  of  residents,  interns,  and 
students  in  matters  of  hand  surgery. 

Another  error  inherent  in  the  “minor”  concept 
is  that  of  neglect  and  delay  on  the  part  of  the 
patient  or  of  temporizing  on  the  part  of  the  doctor 
or  both.  No  injury  of  the  hand  should  be  re- 
garded as  of  minor  consequence.  It  is  necessary 
only  to  be  reminded  of  the  distressing  and  dis- 
abling results  that  have  been  seen  to  follow  the 
neglected  pinprick  or  the  disregarded  blister.  It 
is  arresting  to  realize  that  every  crippling  purulent 
tenosynovitis,  every  major  destructive  cellulitis 
of  the  hand  was,  at  the  start  of  its  career,  a 
“minor”  injury.  The  point  of  view  which  would 
classify  injuries  (and  infections)  of  the  hand  as 
“minor  surgery”  would  imply  that  it  is  per- 
missible to  repair  hand  wounds  (even  to  unite 
divided  tendons)  in  emergency  rooms  and  to  con- 
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duct  the  drainage  of  infections  or  the  search  for 
foreign  bodies  in  outpatient  departments.  Such 
an  attitude  might  well  lead  to  difficulties  whether 
the  work  is  done  in  hospitals  or  undertaken  in  the 
clinics  of  industrial  plants  or  in  the  offices  of 
physicians. 

To  go  from  the  general  to  the  particular, 
observation  over  a period  of  years  emphasizes 
some  of  the  more  common  difficulties  which  may 
arise  in  the  management  of  hand  injuries.  These 
are  evidenced  by  cases  admitted  to  our  hospitals 
for  their  correction  or  for  later  reconstructive 
surgery. 

Burns 

During  recent  memory  the  treatment  of  burns 
of  the  hand  has  run  the  gamut  from  carron  oil  and 
other  greases,  through  the  period  of  tannic  acid, 
supplemented  later  by  dyes  and  escharotics,  the 
period  of  active  debridement,  the  period  of  local 
antiseptics  and  antibiotics,  and  back  to  bland  and 
protective  grease  again.  There  has  been  some 
enthusiasm  for  each  of  these  methods,  and  in  turn 
their  shortcomings  and  disadvantages  have  led  to 
the  abandonment  of  all  but  the  last. 

All  the  salient  and  distinguishing  features  of 
the  present  accepted  treatment  are  important  in 
determining  the  ultimate  result.1  Strict  aseptic 
technic  in  the  performance  of  dressings  from  the 
very  start,  gentle  and  nontraumatizing  cleansing, 
the  avoidance  of  irritating  antiseptics,  the  appli- 
cation of  an  effective  pressure  dressing  with 
separation  of  the  fingers,  the  maintenance  of  the 
hand  in  the  proper  position  of  function,  and  non- 
interference with  the  initial  dressing  for  a period 
of  ten  days  or  more  are  not  safely  to  be  disre- 
garded. Important  also  is  the  dictum  of  masking 
and  strict  asepsis  while  performing  dressings,  and 
the  policy  of  the  application  of  skin-graft  covering 
at  the  earliest  possible  moment.  When  an  ex- 
tensive but  nicely  granulating  wound  is  present 
with  satisfactory  epithelization  at  its  margins, 
the  temptation  is  strong  to  allow  healing  to 
progress  without  the  bother  of  grafting.  Such  a 
policy,  however,  leads  to  the  prolongation  of 
superficial  infection,  lengthened  immobilization 
and  disability,  and  ultimately  to  increased  cica- 
trization and  perhaps  contractures. 

Puncture  Wounds 

The  neglect  of  minor  puncture  wounds  by 
patients  is  proverbial.  Little  notice  is  taken  of 
them  other  than  perhaps  to  “suck  out  the 
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poison”  (often  adding  contamination  by  mouth 
organisms  in  the  process)  and  possibly  to  dab  on 
an  ineffective  antiseptic.  The  late  results  of 
many  such  injuries  are  too  familiar.  Among 
the  most  deplorable  of  this  type  of  wounds  are 
those  inflicted  by  human  teeth.  The  patient 
often  fails  to  seek  aid  until  cellulitis  is  well  es- 
tablished and,  when  he  does,  will  more  often 
than  not  give  a false  history  of  the  injury,  claim- 
ing contact  with  a wall  or  door  or  some  hurt 
connected  with  his  occupation  as  the  cause.  The 
physician  who  has  seen  a few  of  these  tooth 
wounds  will  not  be  deceived  and  will  at  once 
recognize  the  condition  for  what  it  is  by  its 
characteristic  appearance  and  odor.  In  deference 
to  the  severity  of  such  infections,  it  was  the  earlier 
teaching  to  treat  these  injuries  by  the  application 
of  strong  antiseptics  or  even  of  nitric  acid  or  other 
cauterizing  agents. 

Such  treatment,  now  proved  as  ineffective  as  it 
was  painful,  ignored  the  primary  requisites  of 
adequate  ventilation  and  the  careful  removal  of 
devitalized  tissue.  In  tooth  wounds  of  the 
knuckles  these  requirements  demand  an  incision 
extending  some  distance  up  the  dorsum  of  the 
hand  to  expose  injured  and  contaminated  tendon 
and  paratenon  withdrawn  into  the  dorsal  sub- 
cutaneous space  when  the  clenched  fist  is  opened. 
These  measures,  plus  the  local  application  of 
moist  dressings  with  zinc  peroxide  paste  and  the 
generous  systemic  exhibition  of  penicillin,  have 
proved  not  only  the  most  effective  treatment  for 
the  case  with  established  infection  but  may  be 
considered  obligatory  even  in  the  fresh  case  as  the 
best  insurance  against  invasive  infection  which, 
without  them,  will  almost  certainly  develop.2 

Foreign  Bodies 

The  metallic  foreign  body  imbedded  in  the 
tissues  of  the  hand  that  shows  so  clearly  on  the 
x-ray  film  offers  a tempting  target  for  removal. 
Such  a search,  however,  conducted  without 
accurate  localization  or  surface  marking  in  a 
bloody  field  with  inadequate  lighting  and  ex- 
posure, perhaps  under  local  anesthesia  and 
possibly  without  exact  familiarity  with  the 
anatomy  of  neighboring  structures,  may  prove 
anything  but  rewarding.  Such  attempts  may 
lead  to  fatigue,  discouragement,  and  failure, 
leaving,  besides  the  foreign  body,  traumatized 
tissue  and  perhaps  added  infection  as  their 
results.  It  is  undoubtedly  true  also  that  some 
foreign  bodies,  small  and  deeply  imbedded,  may 
be  innocuous  and  are  much  better  left  where 
they  are. 

On  the  other  hand,  the  nonopaque  foreign  body, 
such  as  a fragment  of  wood  or  glass,  easily  lies 
undetected  and  unsuspected  in  the  depths  of  an 
inadequately  d^brided  wound  to  make  its  presence 


known  later  by  continuing  inflammation  or  a 
persisting  sinus  tract. 

Lacerations 

Due  to  wartime  experience  the  values  of  prompt 
debridement  and  closure  of  lacerated  wounds  of 
the  hand  are  now  more  generally  recognized  than 
was  formerly  the  case.  The  chief  difficulty  in 
their  management  lies  in  the  matter  of  accurate 
evaluation  of  the  injuries  sustained.  Complete 
division  of  a tendon  is  not  easily  missed.  Failure 
to  visualize  the  structures,  or  at  least  to  test  ten- 
don function  against  resistance,  may  result  in  the 
missing  of  the  partial  division  of  a tendon  which 
will  subsequently  pull  completely  apart.  Di- 
vision of  intrinsic  nerves  of  the  hand,  and  par- 
ticularly of  the  digital  nerves,  may  readily  escape 
detection. 

The  importance  of  undertaking  the  necessary 
wound  examination,  debridement,  suture,  or 
repair  of  structures  under  optimum  conditions  of 
anesthesia,  asepsis,  hemostasis,  lighting,  as- 
sistance, and  equipment  cannot  be  overempha- 
sized. The  lack  of  some  or  all  of  these  factors  may 
lead  to  incomplete  investigation,  inaccuracy,  and 
such  technical  errors  as  the  confusion  of  tendon 
and  nerve  in  effecting  union  of  divided  structures. 

Methods  of  primarily  repairing  severed  tendons 
vary  considerably,  as  does  the  choice  of  suture 
material.3  The  values  of  nonabsorbable  material 
and  the  advantages  and  technic  of  the  wire  pull- 
out stitch,  as  devised  by  Bunnell,  have  been 
amply  demonstrated.4  Even  with  these  ad- 
vantages, surgeons  have  yet  to  be  completely 
satisfied  with  the  results  of  any  method  yet  de- 
vised for  the  primary  repair  of  a flexor  profundus 
tendon  when  divided  within  the  digital  canal.5 
Certainly  any  chance  of  success  is  virtually 
eliminated  when  a divided  flexor  sublimis  is  re- 
paired within  the  canal  at  the  same  time. 

The  principles  of  the  care  of  the  hand  following 
tendon  injury  and  repair  require  emphasis.  It 
was,  at  one  time,  the  vogue  to  encourage  the 
earliest  possible  active  motion  of  repaired  tendons 
“to  prevent  adhesions”  until  the  contributions 
of  Koch  and  Mason  led  to  a better  understanding 
of  the  physiology  of  healing  of  these  structures 
and  a recognition  of  the  fact  that  three  weeks  of 
immobilization  are  necessary  for  firm  union. 
Wherever  immobilization  is  practiced,  the  im- 
portance of  the  maintenance  of  the  position  of 
function  must  always  be  regarded.  A source  of 
trouble  may  be  avoided  by  not  placing  the  splint 
on  the  same  aspect  of  the  hand  and  forearm  as 
that  of  the  repaired  tendon,  where  it  would  pro- 
vide an  immobile,  firm  resistance  against  which 
the  tendon  might  inadvertently  test  the  strength 
of  its  union. 

Recognition  of  nerve  injuries  requires  a 
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ing  knowledge  of  the  motor  and  sensory  functions 
of  each  within  the  hand,  a sufficient  familiarity 
with  their  anatomy  to  be  able  to  find  and  identify 
the  structures  readily,  and  a careful  investigation 
of  the  wound  for  this  purpose.6  The  proper  pri- 
mary union  of  severed  nerves  in  the  hand  or 
fingers  is  a delicate  business  requiring  optimum 
conditions  for  its  performance.  Yet  the  im- 
portance of  effecting  it  needs  repeated  emphasis. 
The  repairing  of  severed  digital  nerves  may  be 
overlooked  most  easily.  Following  repair  of  mo- 
tor nerves,  the  need  for  appropriate  splinting  to 
protect  the  denervated  muscles  against  the  pull 
of  their  physiologic  opponents  and  their  con- 
tinued care  to  prevent  serious  atrophy  are 
matters  of  great  importance  in  the  ultimate 
restoration  of  usefulness.7 

Traumatic  Amputations 

The  amputation  or  partial  amputation  of  a 
digit  is  one  of  the  commonest  industrial  accidents. 
The  removal  of  an  almost-severed  finger  forth- 
with seems  hardly  defensible,  since  experience  has 
shown  that  the  light  suturing  and  adequate  pro- 
tection of  such  fingers,  without  attempt  at  im- 
mediate formal  repair  of  their  deeper  structures, 
not  infrequently  results  in  their  salvage  for  later 
restoration  to  usefulness. 

As  there  are  now  several  well-recognized  ex- 
pedients for  maintaining  useful  finger  length  and 
bringing  about  healing  of  the  stumps  of  complete 
traumatic  amputations,  immediate  re-amputation 
with  flap  formation  can  hardly  be  justified.  The 
resulting  additional  shortening,  often  including 
the  sacrifice  of  a useful  interphalangeal  joint,  now 
seems  unwarranted,  even  on  the  basis  of  saving 
time,  since  the  slightly  shorter  immediate  dis- 
ability must  be  purchased  at  the  cost  of  a perma- 
nent diminution  of  useful  function.8  Immediate 
grafting,  the  formation  of  various  sorts  of  local 
covering  flaps,  or  the  open  treatment  to  establish 
good  granulations  with  later  resort  to  grafting, 
are  all  methods  which  conserve  length  and  func- 
tion without  great  expenditure  of  time. 

Fractures 

Simple  bone  injuries  of  the  hand  may  occa- 
sionally escape  detection.  This  is  particularly 
true  of  injuries  to  the  metacarpal  and  carpal 
bones,  because  the  resultant  deformities  are  not 
readily  apparent  and  because  the  tenderness  and 
soft  part  swelling  incidental  to  the  trauma  may 
obscure  the  characteristic  signs.  Even  the  usual 
x-ray  study  may  fail  to  reveal  such  fractures  as 
those  of  the  carpal  navicular  or  the  less  common 
injuries  of  other  carpal  bones.  Their  recognition 
by  four-way  plates  and  immobilization  for  a 
period  of  ten  to  twelve  weeks  will  spare  many 
prolonged  disabilities  or  operations  for  fragment 
removal.910 


In  the  more  obvious  fractures  of  the  long  bones 
the  greatest  difficulties  occur  in  the  securing  and 
maintaining  of  satisfactory  reduction.  Flat 
splinting,  now  recognized  as  ineffective  and  harm- 
ful, has  given  way  to  traction  in  the  position  of 
function  in  the  management  of  these  conditions. 
The  advantages  of  skeletal  traction,  in  appro- 
priate cases,  have  been  well  demonstrated,  and 
the  various  practical  methods  devised  for  its  em- 
ployment consitute  a valuable  contribution  to  the 
management  of  these  fractures.11 

Major  Injuries 

The  difficulties  cited  in  dealing  with  lacera- 
tions, amputations,  and  fractures  have  even 
greater  significance  in  those  major  traumas  which 
may  involve  any  combination  of  these  injuries 
plus,  in  some  instances,  crushing  and  burning. 
The  importance  of  prompt  debridement  in  these 
conditions  is  well  recognized,  but  it  should  not  be 
pursued  with  such  enthusiasm  as  to  sacrifice 
potentially  viable  tissues.3  The  desire  for 
thoroughness  may  well  lead  to  excessive  excision, 
which,  in  the  compact  and  delicate  structure  of 
the  hand,  readily  becomes  injurious.  This  is 
particularly  to  be  guarded  against  in  dealing  with 
bone  fragments.  In  this  respect  it  would  seem 
that  the  same  criteria  might  well  be  invoked  as 
those  employed  in  dealing  with  wounds  of  the 
face.  Certainly  every  bit  of  tissue  that  can 
safely  be  preserved  should  be  spared,  for  it  will 
contribute  materially  to  a satisfactory  result 
ultimately.  Whatever  later  reconstructive  sur- 
gery-may be  contemplated  in  such  conditions,  the 
importance  of  the  earliest  possible  skin  coverage 
merits  continued  emphasis  if  the  disabling  effects 
of  prolonged  sepsis,  deep  scarring,  and  fibrosis  are 
to  be  avoided. 

Summary 

The  benefits  of  the  recognition  and  avoidance 
of  the  common  difficulties  involved  in  the  early 
care  of  hand  injuries,  particularly  important  in  a 
day  of  many  industrial  and  transportationhazards, 
will  be  increasingly  reflected  in  shortened  periods 
of  disability,  conservation  of  important  hand 
function,  and  the  avoidance  of  many  formidable 
reconstructive  procedures. 
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THE  PHYSICIAN  AND  THE  VENEREAL  DISEASE  PATIENT 

Leslie  E.  Luehrs,  M.D.,  New  York  City 

{From  the  Youth  Consultation  Service ) 


IN  SPITE  of  the  activity  of  public  clinics  for 
handling  the  venereal  diseases,  as  well  as 
facilities  for  industrial  workers  and  for  men  in 
military  service,  still  a large  part  of  the  treatment 
of  venereal  disease  patients  rests  with  the  general 
practitioner.  Often  it  is  he  who  makes  the  first 
diagnosis,  even  though  he  may  send  the  patient 
elsewhere  for  treatment.  It  is  he  who  gets  the 
impact  of  the  patient’s  response  to  the  discovery 
of  the  infection  and  initial  anxiety.  It  is  he  who 
is  the  actual  fieldworker  and  casefinder  for  t}ie 
health  departments.  And  it  is  his  skill  or  lack  of 
skill  in  dealing  with  the  patient  that  often  de- 
termines the  future  success  or  failure  in  the  total 
handling  of  the  problem.  Too  little  attention 
has  been  given  to  the  important  part  he  may  play 
in  a program  of  eradicating  the  disease. 

It  is  no  new  idea — although  the  advent  of  psy- 
chosomatic medicine  has  emphasized  it — that  the 
art  of  medical  practice  is  twofold,  the  treatment 
of  a disease  and  the  treatment  of  a person.  The 
development  of  modern  science,  however,  with  its 
laboratory  technic,  has  tended  to  depersonalize 
this  treatment  to  the  extent  that  medical  treat- 
ment can  come  close  to  being  a mechanized  craft 
rather  than  an  art.  Diagnosis  is  based  on  work 
done  by  laboratory  technicians,  who  may  never 
see  the  patient.  The  old-time  doctor  collected 
his  materials  himself  and,  in  so  doing,  was  able 
not  only  to  explain  the  reason  and  reassure  the 
patient  but  to  get  to  know  him  better  in  the  proc- 
ess. Anyone  who  has  been  a recent  hospital 
patient  can  realize  the  deadly  impersonality  of 
the  present-day  procedure.  The  technician  has 
been  trained  as  a craftsman  and  cannot  be  ex- 
pected to  approach  his  work  as  an  art  that  con- 
siders the  material  as  well  as  the  technic.  Too 
often,  however,  this  impersonality  extends  to  the 
nurse  and  doctor  as  well. 

Objectiveness  has  its  value,  in  so  far  as  it  may 
prevent  doctors  and  nurses  from  acting  out,  in  re- 
lation to  a patient,  their  own  complicated  con- 
flicts. It  may  prevent  the  inflicting  of  un- 
necessary pain  or  medical  discipline  purely  as 
punishment  or  may  check  a too  ready  sentimen- 
tality. In  the  case  of  contagious  disease,  the  wel- 
fare of  many  others  can  be  protected  if  painful 
demands  are  made  upon  the  patient.  Neverthe- 
less, the  doctor  and  his  nurse  assistant  who  see 
their  work  as  an  art,  a profession,  not  as  a craft, 
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can  never  forget  that  they  are  dealing  with  a 
person,  not  a case.  If  the  time  ever  comes  when 
patients  feel  that  using  a private  physician  pro- 
vides no  greater  chance  for  personal  attention 
than  does  a clinic,  private  practice  is  doomed. 
Already  there  are  increasing  signs  of  distrust  of 
the  medical  man.  The  public  is  saying,  “Give  us 
all  the  benefits  of  scientific  medicine,  but  don’t 
forget  that  we  are  suffering  human  beings.  Re- 
member that  you  doctors  are  consecrated  to 
healing  the  patient  as  well  as  the  disease.” 

If  all  this  applies  to  the  practice  of  medicine  in 
general,  how  much  more  so  does  it  apply  to  the 
treatment  of  patients  afflicted  with  venereal  dis- 
ease. Regardless  of  original  causes,  the  method 
of  handling  the  patient  under  treatment  is  one 
large  factor  to  consider  in  the  control  of  the 
disease  as  a social  problem.  A patient,  medically 
cured,  may  readily  acquire  the  disease  again  and 
spread  it.  A patient,'  treated  as  a whole,  may  re- 
turn to  the  community,  not  merely  physically 
well  but  socially  better  adjusted,  and  as  a result 
may  be  a possible  source  of  prevention  of  the 
disease  in  others  as  well  as  in  himself. 

In  the  establishment  of  a therapeutic  relation- 
ship between  a doctor  and  patient,  not  only  the 
feelings  of  the  patient  must  be  considered  but 
those  of  the  doctor  himself.  The  less  mechanical 
and  routinized  the  approach,  the  more  the  doc- 
tor’s feelings  play  a part.  The  intrusion  into  the 
office  of  a general  practitioner  by  a patient  with 
venereal  disease  may  be  seriously  disconcerting. 
If  he  comes  from  the  community  of  which  the  doc- 
tor is  a part,  the  need  to  keep  a personal  con- 
fidence may  create  awkwardness.  The  patient’s 
guilt  makes  him  reluctant  to  express  his  feelings, 
and  his  passivity  or  surface  defiance  can  arouse  im- 
patience or  punitive  rejection. 

Here  the  physician’s  own  attitude  toward  sex 
comes  to  the  fore.  He  grew  up  when  social  atti- 
tudes were  different  and  may  disapprove  of 
present-day  youth.  Having  in  his  power  an  un- 
disciplined boy,  he  may  turn  upon  him  his  protest 
against  the  whole  generation.  His  personal  dis- 
like for  the  patient’s  race,  social  group,  or  family 
may  make  him  harsh.  Out  of  his  own  youth,  he 
may  retain  bitterness,  guilt,  or  a sense  of  dep- 
rivation about  sex  which  becomes  focused  upon 
his  patient.  He  may  himself  have  had  little  help 
in  handling  his  problem,  may  even  have  had 
venereal  disease,  and  may  retain  a basic  anxiety 
as  to  his  own  adequacy.  In  his  unconscious  iden- 
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tification,  he  may  show  repulsion  or  intolerance. 
Even,  he  may  be  sexually  stimulated  by  the 
patient’s  sexual  problem  and  protect  himself  by 
this  intolerance.  As  a guardian  of  the  public 
health,  he  may  forget  that  the  general  public  is 
pretty  indifferent  to  disease  except  where  it 
affects  them  personally.  Or  as  a member  of  a 
profession  that  represents  the  best  in  community 
responsibility  and  ethics,  the  physician  may  treat 
his  patient  as  a culprit  to  be  handled  roughly  and 
punished  for  his  offense.  Increasingly,  in  the 
other  broad  fields  of  medicine,  an  effort  is  being- 
made  to  help  the  sick  to  meet  their  social  and 
emotional  difficulties,  but  the  venereal  disease 
patient  is  still  largely  seen  as  the  unsavory  victim 
of  his  own  folly. 

Let  us  look  at  those  with  whom  the  doctor  is 
called  upon  to  deal.  The  patient  who  presents 
himself  for  the  first  time  is  probably  a young  man, 
still  adolescent  in  development  whether  or  not  he 
has  ventured  into  marriage.  He  is  the  product  of 
our  present-day  culture  with  its  confused  and  in- 
adequate handling  of  the  sexual  life  of  the  young. 
He  has  probably  come  from  a home  in  which 
there  has  been  a hushed  attitude  toward  sex  with 
only  a giggling  recognition  that  it  exists.  His 
moral  training  has  been  haphazard — he  has  gone 
to  church  or  Sunday  school  during  his  early  years 
but  has  gained  little  from  this  other  than  a vague 
idea  that  there  is  a God,  about  whom  he  has  no 
clear  notions.  In  a general  way,  his  code  is  that 
of  the  Ten  Commandments,  but  he  has  not 
learned  much  self-discipline,  nor  does  he  feel  in- 
clined to  deny  himself  anything  he  can  get.  He  is 
restrained  from  antisocial  behavior  more  by  fear 
of  punishment  than  by  a code  of  ethics.  He 
accepts  working  as  a means  of  obtaining  material 
comforts.  He  has  paid  little  attention  to  litera- 
ture or  the  arts  because  they  do  not  contribute  to 
earning  higher  wages.  He  is  pretty  positive  in 
his  opinions  about  politics  and  economics,  es- 
pecially in  denouncing  those  ideas  which  differ 
from  the  ones  he  has.  He  reads  the  papers  for  the 
sports  news,  but  editorials  or  special  articles  bore 
him. 

He  thinks  he  knows  what  he  wants  out  of  life — 
as  much  money  as  he  can  get  for  as  little  effort  as 
possible,  physical  comforts,  and  plenty  of  fun,  of 
which  sex  is  the  most  gratifying  sort.  His  sex 
knowledge  and  standards  are  uncertain  and 
spotty,  although  he  thinks  he  knows  all  the  an- 
swers. Some  little  information  he  has  learned 
from  his  home,  some  from  school  or  club  leaders, 
or  during  his  recent  war  service,  but  this  is  largely 
factual  or  in  terms  of  what  to  avoid.  He  knows 
something  about  venereal  disease  but  is  confident 
he  can  escape  it.  Usually,  he  thinks  in  the  com- 
mon terms  of  vulgar  speech,  but  he  can  use  tech- 
nical terms  if  necessary.  Much  of  what  he  knows 


he  has  picked  up  from  boys  and  girls  at  his  own 
level  and  out  of  his  own  experience.  He  has  out- 
grown masturbation  and  would  feel  cheated  if  he 
had  to  resort  to  it  instead  of  finding  some  girl. 
He  has  some  romantic  ideas  from  the  movies 
about  living  his  own  life,  anti  he  supposes  that 
some  day  he  will  find  the  right  girl  and  settle 
down.  So  far,  though,  he  has  kept  his  freedom 
and  is  glad  of  it.  Altogether,  he  is  pretty  sure  of 
himself  and  feels  he  knows  his  way  around. 

Suddenly,  as  the  result  of  a bit  of  fun  of  no 
worse  kind  than  usual,  he  is  caught  up  short  with 
the  realization  that  something  is  wrong,  a dis- 
charge or  a sore.  Perhaps  he  had  had  a few  more 
drinks  than  usual  and  had  not  been  as  careful 
about  taking  precautions  or  had  been  sure  that 
the  girl  was  clean.  At  first  he  tries  to  make  light 
of.it ; perhaps  the  discharge  is  merely  a “strain” — 
he  has  heard  of  such  things — or  perhaps  it  is 
merely  irritation,  not  a sore.  Anyhow,  he  is 
likely  to  try  for  a few  days  to  ignore  it,  not  want- 
ing to  believe  that  he  has  to  pay  a penalty  for  his 
fun.  He  does  not  see  his  way  clear  to  taking  time 
from  work  to  go  to  a doctor,  even  if  he  knows  of 
one.  At  last,  however,  his  discomfort,  physical  or 
mental,  becomes  great  enough  to  drive  him  to 
visit  a doctor  or  a clinic. 

His  smug  self-satisfaction  is  badly  shaken,  and 
he  approaches  this  visit  with  a great  deal  of 
anxiety.  For  the  first  time  he  has  to  admit,  and 
to  a doctor — an  adult,  a parental  representative — 
that  he  has  been  “playing  around.”  All  the 
childish  guilt  about  being  caught  in  forbidden 
activity  floods  over  him.  He  may  assume  a cer- 
tain defiance  or  nonchalance  to  cover  his  fear,  but 
he  cannot  hide  it  entirely.  He  may  fume  with 
anger  at  the  girl  from  whom  he  caught  it  or  who, 
as  he  thinks,  “gave  it”  to  him.  He  tries  to  excuse 
himself,  to  deny  the  seriousness  of  the  infection,  to 
recall  what  he  has  heard  of  the  efficacy  of  modern 
treatment,  but  the  fear  persists.  In  spite  of  his 
external  manner,  he  is  a frightened  child  who 
wants  reassurance  and  comfort. 

The  type  of  handling  he  gets  may  be  one  of  the 
important  influences  in  his  whole  life  adjustment, 
may  determine  not  only  the  extent  of  his  co- 
operation and  persistence  in  treatment  but  the 
handling  of  his  sex  life  in  the  future.  Regardless 
of  external  hardness  or  sophistication,  he  knows 
he  has  made  a mistake,  and  he  may,  underneath, 
be  very  sensitive  about  the  whole  matter.  It  is 
not  easy  to  expose  oneself  physically  or  emo- 
tionally to  the  pain  and  embarrassment  of 
treatment.  At  this  point  of  lowered  self-esteem 
he  needs,  more  than  ever,  to  be  treated  with  the 
respect  due  to  a sick  man,  not  as  a culprit  or  as 
an  ignorant  or  degraded  person.  The  doctor  who 
thinks  to  put  him  at  his  ease  by  using  vulgar 
language  makes  a mistake.  If  the  patient  is  to 
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take  his  illness  seriously,  not  as  a mere  bawdy 
joke  upon  himself,  it  is  better  for  the  doctor  to 
treat  it  with  the  dignity  accorded  to  any  other  ill- 
ness and  so  reassure  the  guilty  man.  There  is  a 
question,  too,  whether  this  is  the  best  time  to  in- 
quire into  the  source  of  the  disease.  From  the 
public  health  point  of  view  it  is  important  that  all 
fobi  of  infection  be  unearthed,  for  delay  may  lead 
to  other  contaminations.  In  his  resentment  the 
patient  may  be  ready  to  denounce  his  partner, 
but,  since  this  leads  to  investigation,  he  may  on 
second  thought  regret  his  betrayal  and  fear  for 
the  safety  of  his  own  confidential  relation  with 
the  doctor.  It  would  seem  to  be  a more  construc- 
tive experience  for  him  if  his  report  of  the  source 
could  be  made  when  he  is  interested  in  cooperat- 
ing to  eradicate  the  disease  from  the  community. 

And  what  of  those  innocently  infected?  A 
young  woman,  about  to  have  her  first  baby,  is 
found  to  have  a positive  Wassermann.  She  may 
know  little  or  nothing  of  the  disease,  and  yet  it  is 
important  for  her,  as  well  as  the  physician,  to 
learn  whether  the  condition  is  congenital  or  ac- 
quired. If  she  is  an  innocent  victim  and  free 
from  personal  guilt,  the  problem  arises  as  to  how 
to  handle  her  feelings  toward  the  parents  she  has 
loved  and  trusted  or  toward  the  husband  she  has 
chosen.  It  is  a bitter  experience  to  submit  to  long 
and  painful  treatment  for  a disease  acquired 
through  the  aberrations  of  others.  How  can  she 
be  helped  through  the  conflict  of  feelings  that 
such  a discovery  creates?  Certainly  not  by  the 
giving  of  directions  as  to  the  need  for  treatment  or 
for  other  physical  measures.  Or  consider  the 
problem  of  the  adolescent,  just  about  to  face  the 
working  out  of  his  own  sex  adjustment,  who  is 
found  to  have  syphilis  acquired  from  his  parents. 
More  than  medical  care  is  needed  for  such  a 
child. 

Whether  the  physician  who  discovers  the  in- 
fection goes  on  or  not  with  the  treatment,  he  has 
to  deal  with  the  first  reaction.  It  is  as  important 
for  the  clinic  to  know  the  nature  of  this  first 
handling  as  it  is  to  know  the  source  of  infection. 
The  patient’s  emotional  reaction  to  his  disease  is 
more  important  than  his" intellectual  awareness  of 
what  is  involved  in  treatment.  One  would  like  to 
know  the  whole  train  of  events  that  have  cul- 
minated in  his  becoming  infected.  At  the  time 
when  he  comes  for  care,  he  is  most  ready  to  stop 
and  consider  these  things  and  perhaps  accept  the 
type  of  re-education  that  he  needs.  Such 
handling  of  the  whole  personal  problem  might  be 
a more  effective  public  health  measure  than  the 
mere  providing  of  treatment  and  the  discovery  of 
foci  of  infection. 

There  are,  of  course,  basic  defects  in  the  total 
social  situation  that  cannot  be  corrected  all  at 
once.  In  seeking  out  the  girl  who  infected  him, 


the  patient  was  trying  to  satisfy  a deep  and 
natural  need  with  which  he  had  no  other  way  of 
dealing.  In  so  doing  he  was  the  product  of  our 
confused  cultural  attitude  which  pushes  young 
people  toward  sex  expression  and  then  denies 
them  acceptable  ways  of  satisfaction. 

Much  attention  has  been  given  in  recent  years 
to  the  sex  education  of  children.  With  our  strong 
faith  in  the  concept  that*  knowledge  is  power,  we 
seem  to  believe  that  young  people,  by  knowing 
the  basic  facts  of  sex,  will  be  protected  against 
future  difficulties  in  dealing  with  it.  There  is  no 
certain  agreement  as  to  how  this  knowledge 
should  be  given,  nor  by  whom,  nor  as  to  just  how 
far  this  education  should  go.  Neither  are  we  sure 
how  we  expect  this  knowledge  to  be  applied.  It 
is  generally  accepted  now  by  even  the  most  con- 
servative that  it  is  wise  to  answer  honestly  the 
early  questions  of  a child  as  to  wrhere  babies  come 
from.  The  embarrassing  query  as  to  how  the 
baby  is  planted  in  the  mother’s  body  is  slid  over 
in  terms  of  its  being  an  expression  of  love  between 
the  parents,  and  often  it  is  from  his  more  sophisti- 
cated playmates  that  he  learns  the  facts  of  inter- 
course. 

As  the  child  grows,  sex  continues  to  be 
presented  in  an  idealistic  way.  Knowledge  of 
anatomy  and  physiology  is  given  in  dignified 
terms,  and  the  whole  process  of  sex  is  described 
as  a sort  of  controlled  intellectual  functioning 
that  creates  little  temptation.  However,  the  boy 
or  girl  hears,  from  less  serious  companions,  that 
sex  activity  is  something  more,  not  a stately  ritual 
but  a lot  of  fun  which  he  ought  to  find  out  about. 
If  he  is  a thoughtful  child  who  has  trust  in  his 
parents,  he  is  puzzled  and  goes  to  them  for  aid. 
They  are  gratified  by  his  trust,  but  just  how  far  do 
they  dare,  to  go  in  being  honest  with  him?  They 
know  that  their  own  sexual  activity  has  not  been 
all  for  procreation.  They  do  not  like  to  deny 
their  child  happiness,  but  can  they  admit  him  to 
this  type  of  pleasure,  and,  if  not,  what  of  his 
faith  in  them?  After  all  their  care  in  education 
and  building  trust,  can  they  leave  him  at  this 
point  to  find  his  way,  with  other  puzzled  adoles- 
cents, alone  in  the  midst  of  possible  disaster? 
In  this  crisis  they  often  hurriedly  seek  the  help  of 
a doctor,  but  he  is  just  as  inadequate.  One  begins 
to  wonder  whether  this  type  of  education,  which 
so  thoroughly  lays  the  foundation  but  cannot 
take  the  step  from  the  theoretical  to  the  actual, 
may  be  no  better  than  the  vulgar  initiation  of  the 
streets,  which  at  least  is  practical. 

Hut  suppose  a boy  knows  all  the  facts  and  has 
avoided  the  pitfalls  of  early  involvement  and  dis- 
tortions. He  reaches  late  adolescent  years,  in- 
experienced but  instructed,  under  internal  pres- 
sure to  relieve  a strong  sex  urge.  How,  even  then, 
is  he  to  adjust  his  sex  desires  to  the  realities  of  the 
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social  scene?  Our  present  situation  is  bound  to 
create  for  him  a serious  problem.  He  has  been 
helped  to  understand  sex  theoretically  and  has 
been  relieved  to  a large  extent  from  guilt  over 
having  sexual  yearnings.  Our  literature  and 
theatre  have  held  up  not  only  the  virtues  but  the 
glories  of  romantic  love  which  must  not  be  de- 
nied, even  at  the  expense  of  others.  Advertise- 
ments have  stimulated  his  imagination  by  show- 
ing almost  nude  women,  wearing  a minimum  of 
intriguing  underwear.  Magazines  parade  a pro- 
fusion of  girls  in  provocative  postures  quite 
different  from  those  in  the  anatomy  books.  He 
has  been  well  cared  for  physically  and  his 
vitality  and  virility  are  high.  He  has  imbibed 
the  traditional  American  attitude  of  aggressive 
reaching  out  for  what  he  wants.  His  moral  code 
is  vague,  particularly  about  sex,  and  is  constantly 
being  weakened  by  newspaper  reports  of  licen- 
tious behavior.  He  is  not  ready  to  assume  the 
burden  of  supporting  a family.  His  sex  urge  de- 
mands satisfaction.  But  then,  society,  having 
pushed  him  to  this  point,  denies  him  any  legiti- 
mate way  of  self-gratification.  With  this  sort  of 
preparation,  he  is  not  likely  to  be  willing  to  lead  a 
life  of  continence  nor  to  confine  himself  to  auto- 
erotism until  he  marries.  Houses  of  prostitution 
have  been  banned;  street  prostitutes  have  been 
prohibited.  He  may,  nevertheless,  find  some  re- 
sources of  this  sort  or  turn  to  homosexuality.  But 
he  inevitably  turns  to  the  girls  he  has  known 
socially,  and  among  them  he  is  least  safeguarded 
against  venereal  disease.  The  fact  is  that  we  have 
not  found  an  approved  solution  to  the  problem  of 
how  young  men  are  to  manage  their  sex  lives,  and 
it  is  certain  that  venereal  disease  will  abound  when 
only  surreptitious  promiscuity  is  the  rule. 

When  he  is  infected  and  comes  for  treatment, 
all  his  frustration  and  guilt  rise  up  to  disturb 
him.  He  does  not  think  then  of  the  total  situa- 
tion but  only  of  his  own  shame  and  panic.  To 
some,  this  punishment  is  almost  welcome,  since 
they  have  carried,  even  during  their  apparently 
heedless  conduct,  a sense  of  wrongdoing.  It  is 
possible  that  some  have  unconsciously  invited 


this  punishment,  failing  to  take  familiar  pre- 
cautions, but  most  have  taken  a gambler’s 
chance  rather  than  deny  themselves.  All  have 
been  satisfying  a biologic  urge  which  society, 
although  its  existence  depends  upon  its  satisfac- 
tion, has  denied  a better  outlet. 

The  physician,  then,  who  deals  with  a venereal 
disease  patient  must  recognize  that  the  problem 
before  him  is  not  simply  a medical  one.  His 
patient  has  failed  not  only  to  protect  himself 
against  disease  but  has  also  failed  to  find  a solu- 
tion to  one  of  the  great  problems  in  his  life.  He 
needs  help,  not  only  physical  but  mental.  At  the 
least,  a certain  amount  of  individual  attention  is 
needed,  and  certainly  his  relation  to  his  doctor  is 
of  great  importance.  Doctors  themselves,  to  be 
of  real  help,  would  do  well  to  watch  their  own  re- 
actions, lest  they  become  callous  or  harm  the 
patient  through  too  ready  condemnation.  They 
cannot  afford  to  forget  that,  while  people  may  be 
careless  or  may  unconsciously  seek  punishment, 
while  they  may  be  innocent  victims,  or  ignorant, 
in  any  case  their  infection  is  not  entirely  their  own 
fault  but  the  result  of  a confused  social  situation. 
Treatment  of  venereal  disease  must  go  beyond  the 
physical ; it  must  include  a study  of  the  patient  as 
well  as  of  the  infection.  Perhaps  some  day  the 
public  clinics  will  provide  adequate  social  and 
psychiatric  facilities  for  the  care  of  each  patient. 
For  greatest  effectiveness  they  would  have  to 
turn  their  attention  not  only  to  the  original  source 
of  the  infection  but  to  the  original  way  in  which 
the  infection  was  discovered — to  the  doctor  who 
first  dealt  with  the  patient,  who  set  the  patient’s 
attitude  toward  treatment,  and  to  whom  the 
patient  may  turn  for  interpretation  of  the  clinic 
handling.  Until  then,  each  physician  who  treats 
a case  of  venereal  disease  can  help  not  only  the 
individual  but  the  total  program  of  venereal  dis- 
ease control  if  he  will  take  such  time  as  he  can  find 
to  consider  for  the  patient  the  whole  life  stoiy 
that  led  to  the  infection,  and  even  more  carefully, 
the  attitudes  within  himself  which  may  make  the 
experience  a truly  constructive  one  for  the 
patient,  and  so  for  the  whole  public. 


RULE  EASED  ON  CANCER  OPIATE 

Metopon  hydrochloride,  a painkilling  drug  used 
in  cancer  cases,  is  being  made  available  more  readily 
to  physicians,  the  Treasury  has  disclosed.  The 
drug  is  not  a cure,  only  an  aid  in  relieving  pain.  A 
morphine  derivative,  it  was  developed  about  a year 
ago  by  the  National  Research  Council.  Previously 


it  could  be  obtained  only  by  physicians  on  direct  ap- 
proval of  the  United  States  Public  Health  Service. 
Hereafter,  the  Treasury  said,  it  will  be  available  to 
wholesale  drug  dealers,  hospitals,  druggists,  and 
physicians.  The  drug  may  now  be  used  for  relief 
of  any  serious  chronic  pain  requiring  an  opiate. 


ACCIDENT  PREVENTION  IN  MEDICAL  PRACTICE 

H.  E.  Kleinschmidt,  M.D.,  New  York  City 
( Medical  Director,  North  Atlantic  Area,  American  Red  Cross ) 


WHEN  Mary  S.,  aged  seven,  developed  signs 
of  residual  rickets,  the  family  doctor  was 
not  happy  about  it.  Of  course,  he  was  in  nowise 
blamed  by  the  parents,  but  vaguely  and  torment- 
ingly  there  was  in  the  back  of  his  mind  the  ques- 
tion as  to  whether  or  not  he  had  been  sufficiently 
alert  to  the  nutritional  needs  of  Mary,  whom  he 
had  attended  off  and  on  since  she  was  born. 
That  was  to  his  credit,  and  it  reflected  the  grow- 
ing sense  of  responsibility  which  physicians  feel 
for  protecting  the  health  of  the  family,  as  jvell  as 
caring  for  them  when  they  are  sick.  Pediatri- 
cians, with  their  concern  about  immunizations,  nu- 
trition, child  training,  and  so  on,  led  the  way. 
They,  more  than  any  other  group  of  doctors, 
established  preventive  medicine  as  an  important 
function  of  the  physician,  whether  he  practices  a 
specialty  or  general  medicine. 

The  responsibility  for  preventing  accidents,  a 
potent  cause  of  injury  and  death,  has  not  yet  im- 
pressed itself  upon  most  physicians.  Considering 
that  the  results  of  accidents  are  just  as  deadly  or 
damaging  as  disease,  that  accidents  occur  largely 
in  the  home,  and  that  most  of  them  can  be  pre- 
vented, the  physician’s  apparent  unconcern  about 
accident  prevention  is  odd  if  not  inexcusable  and 
inconsistent.  Thoughtlessness,  ineptness,  and  in- 
experience of  the  individual  account  for  the  great 
majority  of  accidents.  Safe  ways  of  living  can  be 
made  easier  and  surer  by  the  foresight  and  con- 
scious planning  of  those  who  serve  human  needs. 
For  example,  safety  engineers  have  distinguished 
their  profession  by  their  success  in  discovering 
and  removing  hazards  in  industry.  Architects 
now  “blueprint”  safety  into  the  dwelling.  De- 
signers of  household  appliances  strive  constantly 
to  make  them  accident-proof.  Similarly,  it  de- 
volves upon  the  physician  who  is  intimately  close 
to  people  and  who  has  the  run  of  the  house,  so  to 
speak,  to  add  his  share  in  preventing  accidents. 
He  is  in  a strategic  position  to  do  this — more  so 
than  any  other  craftsman  serving  the  family. 

What  are  his  special  advantages  and  responsi- 
bilities? He  has  the  confidence  of  his  patients, 
and  he  speaks  the  words  of  authority.  He  is  a 
trained  observer  and  “sees”  potential  dangers 
more  readily  than  others.  More  important  still, 
he  has  special  knowledge  concerning  certain  con- 
tributory factors  responsible  for  accidents.  The 
factors  are  physiologic  and  psychologic  in  nature. 
Among  the  former  are  vision  defects,  such  as 
astigmatism,  poor  coordination  of  the  two  eyes; 


inadequate  peripheral  vision,  undue  reaction  to 
glare;  hearing  defects;  muscular  disturbances, 
and  faulty  muscular  coordination.  Also  to  be 
considered  are  arterial  hypertension  and  organic 
diseases  which  may  lead  to  dizziness  or  aberra- 
tions of  sensibilities.  Fatigue,  a common  symp- 
tom of  thyroid  disorder,  tuberculosis,  and  mal- 
nutrition, is  a recognized  contributing  cause  of 
accidents.  Excess  of  food  and,  of  course,  alcohol 
in  its  immediate  and  carryover  effects  may  lower 
the  threshold  of  safety.  These  are  pathologic 
states  which  have  accident  potentialities,  and  the 
least  the  physician  dealing  with  any  of  them  can 
do  is  to  caution  the  patient  against  undue  ex- 
posure to  hazards. 

The  psychologic  conditions  which  may  con- 
tribute to  accidents  have  had  all  too  little  con- 
sideration. Emotional  upsets  are  likely  to  affect 
judgment  and  muscular  coordination.  Worry, 
loss  of  sleep,  periodic  emotional  fluctuations,  and 
neuroses,  all  play  a role  in  the  tragedy.  One 
wonders  how  many  serious  accidents,  especially 
among  adolescents,  are  due  to  a certain  bravado 
which  may  be  simply  a form  of  exhibitionism.* 
Defiance  and  hostility  may  lead  to  recklessness 
and  then  to  a serious  accident.  In  the  treatment 
of  all  such  conditions  the  medical  advisor  should 
not  forget  the  possibility  of  accidents  and  should 
take  steps  to  guard  against  them. 

Certain  drugs  and  medications  have  their 
peculiar  effects.  Sedatives  of  all  kinds  tend  to 
blunt  sensibilities  or  to  disturb  judgment.  Qui- 
nine in  large  doses  may  be  very  distracting.  Sulfa 
drugs  may  give  rise  to  odd  sensations,  dizziness, 
or  apathy.  Pupil  dilators  cause  temporary 
vision  distortions.  When  using  or  prescribing 
any  medication  that  may  have  marked  physio- 
logic effect,  the  patient  should  certainly  be  fore- 
warned and  instructed.  Even  that  might  not  be 
enough:  those  responsible  for  the  care  of  such 
persons,  parents,  nurses,  caretakers,  should  be  in- 
structed in  what  to  expect  and  cautioned  to  be 
particularly  alert  in  guarding  against  hazards 
which  the  patient,  under  the  influence  of  the  medi- 
cation, may  not  sufficiently  appreciate  himself. 

Probably  the  physician’s  efforts  to  prevent 
accidents  are  most  fruitful  in  dealing  with  people 
at  the  two  extremes  of  life,  young  children  and 
the  aged.  Is  there  any  reason  why  the  family 

* Of  the  327  deaths  among  the  age  group  ten  to  fourteen 
in  1946  in  New  York  State,  162  were  recorded  as  due  to 
accidents;  134  of  these  deaths  were  boys  and  only  28  girls. 


1831 


1832 


H.  E.  KLEIN  SCHMIDT 


[N.  Y.  State  J.  M. 


doctor  should  not  take  the  mother  of  children  on 
a tour  of  inspection  in  her  own  household  from 
garret  to  cellar?  He  may  begin  by  opening  the 
ubiquitous  “medicine  cabinet”  in  the  bathroom 
and  point  out  the  dangers  there — antiseptics, 
leftover  medicines,  caustics,  attractive  looking 
pills,  etc.  He  may  look  into  closets  for  the  dis- 
covery of  cleaning  solutions  and  powders  where 
itchy  little  hands  can  reach  them.  In  the  kitchen 
he  looks  for  threats  from  open  flames,  hot  water 
and  steam,  electrical  appliances.  He  notes  where 
knives  and  ice  picks  and  scissors  are  stored,  shows 
how  utensils  should  be  placed  on  the  stove  out  of 
reach  of  young  explorers.  In  the  living  room 
there  may  be  rugs  that  slip,  an  unguarded  fire- 
place, furniture  that  may  easily  topple.  In  the 
playroom  may  be  treacherous  toys  such  as  bows 
and  arrows,  dart  games,  tacks,  pins,  marbles,  and 
innumerable  articles  begging  to  be  put  into  the 
mouth  or  .poked  into  the  nose  of  a curious 
toddler.  On  the  cellar  steps  there  may  be  jars, 
overshoes,  mops,  and  washboards.  Almost  any- 
where in  the  house  the  alert  searcher  may  find 
defective  electrical  fixtures.  The  doctor  may  wish 
to  advise  that  a gate  be  placed  on  this  stairway,  a 
guard  on  that  window,  a special  closet  for  clean- 
ing materials,  and  so  on.  Such  a search  in  the 
immediate  environment  of  his  charges  for 
accident  breeders  may  not  be  traditional  medical 
practice,  but  it  can  become  as  challenging  as  the 
search  for  disease  breeders  through  the  physical 
examination  which  is  accepted  practice.  In- 
sisting that  a defective  electrical  fixture  be  re- 
paired is  just  as  valuable  a service  as  urging  that  a 
pair  of  diseased  tonsils  be  removed.  To  the  victim 
it  makes  little  difference  whether  his  discomfort 
originates  from  within  or  without. 

A by-product  of  such  an  “environmental  in- 
spection” is  that  the  members  of  the  household 
are  educated  to  the  needs  of  safety  practices. 
Not  only  safe  “things,”  but  also  habits  and 
practices  they  learn  are  needed  to  guard  against 
accidents.  Most  people  must  have  their  atten- 
tion directed  to  hazards  before  they  recognize 
them;  they  must  be  stimulated  to  become  safety- 
conscious. How  can  that  be  done  better  than 
through  a demonstration  by  the  one  friend  of  the 
family  who  is  known  to  be  concerned  about  the 
well-being  of  the  family. 

The  care  of  the  aged  is  receiving  increasing 
attention.  Physicians  interested  in  geriatrics  are 
discovering  more  and  more  ways  of  making  the 
sunset  period  of  life  more  mellow  and  enjoyable. 
Old  people  are  particularly  accident-prone.  In 
one  year  (1945)  77  per  cent  of  the  victims  of  fatal 
falls  in  the  United  States  were  sixty-five  years  of 
age  or  older.1  That  is  but  one  index  of  the  acci- 


dent threat  to  elderly  people.  The  reasons  for 
this  are  obvious  enough.  As  perceptions  are 
gradually  blunted,  as  reactions  are  slowed,  as 
once  supple  joints  become  stiff,  escape  from 
accidents  becomes  less  certain.  Good  household 
planning  can  help  to  safeguard  grandfather.  The 
fewer  stairs  there  are  to  climb,  the  better.  He 
needs  handrails  on  the  stairs.  He  should  have  a 
flashlight  for  use  at  night.  There  should  be  no 
slippery  floors  or  loose  carpets.  Toys  and  other 
objects  should  not  litter  the  floor.  Medicines 
should  be  controlled.  Thoughtfulness  on  the  part 
of  the  rest  of  the  family  is  a grace  to  be  cultivated. 
The  young  and  robust  easily  forget  the  handicaps 
of  age  and  express  their  impatience,  not  with 
sadistic  intent,  of  course,  but  with  cruel  effect 
nevertheless,  both  physically  and  emotionally. 
As  an  interpreter  of  how  older  people  feel,  how 
they  react,  what  special  care  they  need,  and  so  on, 
the  doctor  performs  an  invaluable  service,  not 
only  in  safeguarding  the  aged  against  accidents 
but  also  in  making  their  lot  generally  more  cheer- 
ful and  happy.  The  doctor  knows,  as  no  one  else, 
how  certain  pathologic  conditions  common  in  old 
age  may  affect  physical  and  emotional  reactions. 
Only  he  knows  how  certain  drugs  will  condition 
these  reactions.  Along  with  his  instructions  to  the 
aged  patient,  he  needs  to  inform  the  family  also 
as  to  what  to  expect  under  certain  circum- 
stances. 

It  is  hoped  that  these  somewhat  random 
thoughts  may  stimulate  the  physician  to  think 
more  seriously  of  accident  prevention.  Perhaps 
what  we  need  is  more  precise  information  on  how 
accidents  occur.  As  Osier  always  emphasized  the 
etiology  of  disease  in  his  “ Practice  of  Medicine,” 
so  should  we  make  searching  inquiry  as  to  the 
direct  and  predisposing  causes  of  injuries  result- 
ing from  accidents.  Some  real  research  work  is 
indicated  in  the  field  of  pediatrics,  surgery, 
geriatrics — in  fact,  in  all  branches  of  therapeutic 
medicine.  Our  general  knowledge,  as  public- 
spirited  citizens,  should  be  sharpened,  made  more- 
precise,  so  that  we,  the  medical  profession,  might 
take  our  place  of  leadership  in  the  professional 
aspects  of  accident  prevention;  for  accidents  do 
seriously  impair  health  and  cause  death,  and  90 
per  cent  of  all  accidents,  we  are  told  by  the 
National  Safety  Council,  are  preventable.  In 
New  York  State  alone  there  were  8,0(39  fatal 
accidents  in  1946,  and  nearly  one-half  occurred  in 
the  home. 
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MEDICAL  TREATMENT  OF  MENIERE’S  SYNDROME 

John  J.  Rainey,  M.D.,  Troy,  New  York 
f From  the  Troy  Hospital ) 


THIS  report  is  concerned  with  the  results  ob- 
tained by  the  intravenous  use  of  histamine 
phosphate  over  a period  of  seven  years  in  patients 
who  are  the  victims  of  the  symptom  complex 
called  Meniere’s  syndrome. 

Since  1940,  we  have  treated  121  patients  at 
the  Troy  Hospital  by  means  of  intravenous  hista- 
mine phosphate.  The  results  were  excellent  in 
about  83  per  cent  of  the  cases.  The  condition  was 
more  frequent  between  the  ages  of  thirty-eight 
and  sixty-five,  with  women  predominating,  and 
the  best  results  were  obtained  with  this  age  group. 
In  those  patients  who  received  immediate  relief 
there  was  a return  of  symptoms  in  about  25  per 
cent  of  the  cases.  The  symptoms  recurred 
within  a few  weeks  or  months,  and  many  of  these 
were  given  a second  or  third  series  of  treatments. 
In  this  group  were  three  patients  who  obtained 
prompt  relief  but  later  went  elsewhere  for  section 
of  the  auditory  nerve.  The  outcome  following 
nerve  resection  will  be  taken  up  later. 

It  is 'believed  that  the  attacks  of  Meniere’s 
syndrome  are  brought  on  by  a local  disturbance 
of  the  inner  ear  due  to  a release  of  histamine. 
There  is  no  positive  evidence  of  the  purpose  of 
histamine,  and  it  would  appear  that  there  are 
other  substances  that  are  in  a measure  respon- 
sible for  allergic  reactions.1  This  may  be  an  ex- 
planation for  the  failure  of  histamine  intravenous 
therapy  in  some  patients  who  have  severe  and  un- 
mistakable symptoms  of  the  syndrome. 

Some  writers  wish  to  substitute  the  term  laby- 
rinthine hydrops  for  Meniere’s  syndrome.  How- 
ever, it  is  a highly  significant  term,  understood  by 
all,  and  not  easily  confused  with  any  other  con- 
dition. The  basis  of  the  syndrome  is  unilateral  or 
bilateral  nerve  deafness,  accompanied  by  tinnitus, 
and  with  “objects  spinning  about  the  patient”  or 
“the  patient  spinning  about  the  objects,”  the 
attacks  being  complicated  by  nausea  or  vomiting. 
It  would,  therefore,  seem  best  to  hold  fast  to  the 
time-honored  and  euphonic  term,  Meniere’s  syn- 
drome, and  not  be  led  down  the  devious  pathway 
of  labyrinthine  hydrops. 

It  is  well  to  bear  in  mind  that  the  earlier  a pa- 
tient is  treated  by  histamine  intravenously,  the 
more  certain  the  cure.  With  patients  who  have 
been  afflicted  for  several  months  or  a year  or 
more,  it  is  hardly  to  be  expected  that  the  major- 
ity will  respond  to  the  treatment.  It  is  true  that 
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most  patients  get  well  with  the  passing  of  time, 
but  economic  disaster  faces  the  patient  who  is 
incapacitated  for  many  months  by  attacks.  The 
physician  assumes  a grave  responsibility  in  those 
cases  which  do  not  respond  readily  to  oral  or  sub- 
cutaneous treatment. 

As  already  pointed  out,  all  early  cases  do  not 
respond  to  intravenous  treatment,  but  most  of 
them  do.  The  histories  of  two  cases  are  given, 
and  the  happy  results  are  due  to  their  physicians, 
who  prescribed  early  intravenous  therapy. 

Case  Reports 

Case  1. — The  first  patient  was  a man  of  50,  a 
manager  of  a large  manufacturing  plant.  His  first 
attack  occurred  January  25,  1946.  It  was  a severe 
major  attack,  and  he  was  rendered  helpless  because 
of  the  vertigo.  He  had  almost  unbearable  intermit- 
tent ringing  in  his  ears,  as  well  as  vomiting.  Within 
the  next  few  days  he  had  two  more  attacks.  On 
February  2,  1946,  he  consulted  Dr.  Clement  J. 
Handron,  of  Troy,  New  York,  and  while  in  Dr.  Han- 
dron’s  office  was  stricken  with  a major  attack.  He 
was  taken  to  the  Troy  Hospital  by  ambulance  and 
was  put  on  a low  sodium  diet  and  given  ammonium 
chloride.  There  was  no  improvement  , and  on  Febru- 
ary 8,  1946,  he  was  given  the  first  of  a series  of  three 
intravenous  histamine  treatments,  the  technic  of 
which  is  described  elsewhere.2  After  leaving  the 
hospital,  he  attempted  to  carry  on  his  executive 
affairs  but  found  himself  unsteady  at  times.  He  re- 
mained away  from  business  for  three  weeks  and  has 
been  well  ever  since. 

Case  2. — A clerk,  aged  34,  a patient  of  Dr.  Mat- 
thew J.  Keough  of  Cohoes,  New  York,  volunteered 
for  Army  service  and  was  twice  rejected  because  of 
bilateral  nerve  deafness.  His  third  attempt  to  enter 
the  service  was  successful,  and  he  was  assigned  to 
a southern  state.  He  became  an  artillery  instructor. 
After  two  years  he  was  discharged  from  the  service 
because  of  a marked  increase  in  his  deafness  and  was 
given  10  per  cent  disability.  This  was  later  re- 
voked, because  after  a casual  examination  it  was  felt 
his  hearing  had  improved.  He  was  then  given  10  per 
cent  disability  for  an  arthritic  condition.  On  the. 
morning  of  September  16,  1947,  he  had  an  attack  of 
vertigo  and  fell  to  the  floor.  He  was  helpless  for  two 
hours.  Since  then,  if  the  patient  turned  his  head  to 
the  right,  he  would  bring  on  an  attack  and  was  in 
danger  of  falling.  Showing  no  improvement  with 
the  usual  remedies,  he  entered  the  Troy  Hospital  on 
September  26,  1947,  and  three  days  later  was  given 
the  first  of  three  intravenous  histamine  treatments. 
Following  the  treatments,  he  could  turn  his  head  to 
the  right  without  any  suggestion  of  an  attack. 
Three  weeks  later,  he  returned  to  work. 
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These  two  patients  in  different  age  groups  suf- 
fered from  major  attacks  of  the  syndrome.  Each 
had  bilateral  nerve  deafness,  the  left  ear  being 
more  involved.  Movements  of  the  head  had  lit- 
tle effect  on  the  older  patient;  turning  the  head 
to  the  right  brought  on  an  attack  in  the  younger 
man.  The  first  patient  had  some  warning  of  an 
attack  and  could  save  himself  from  falling,  while 
an  attack  instantly  felled  the  younger  man.  The 
fact  that  neither  patient  was  of  the  neurotic  type 
played  an  important  role  in  the  good  results. 

Three  of  our  patients  who  had  an  arrest  of  at- 
tacks for  several  months  went  elsewhere  for  nerve 
section  on  the  recurrence  of  some  of  their  symp- 
toms, 

Case  3. — A teacher,  aged  47,  with  bilateral  nerve 
.deafness,  was  first  treated  in  July,  1943.  She  was 
free  of  attacks  until  December,  1943,  when  she  was 
treated  again.  She  carried  on  her  duties  and  in  May, 

1944,  received  another  series.  She  was  advised  that 
her  side  symptoms  were  due  to  the  menopause  and 
that  in  a year  or  two  she  would  be  quite  well.  How- 
ever, she  went  to  a large  clinic,  and  a section  of  the 
right  vestibular  nerve  was  performed.  Until  a year 
ago  she  had  shown  no  improvement. 

Case  4. — A woman,  aged  40,  a white  collar  worker 
with  bilateral  nerve  deafness,  was  thrown  to  the  floor 
on  November  17,  1944,  while  at  work  on  a step- 
ladder.  Following  the  accident,  she  complained  of 
headache  and  unsteadiness.  An  x-ray  showed  a small 
fracture  through  the  left  mastoid  bone.  In  May, 

1945,  she  began  to  have  major  attacks  of  the  syn- 
drome, and  it  was  necessary  on  more  than  one 
occasion  to  remove  her  to  her  home  by  ambulance. 
In  October,  1945,  three  intravenous  treatments  of 
histamine  were  given  at  the  Troy  Hospital.  She  re- 
mained free  from  attacks  for  five  months.  The 
attacks  recurred,  and  she  was  given  another  series  of 
treatments. 

In  August,  1946,  her  symptoms  again  returned, 
and  she  went  elsewhere  for  nerve  section.  Six  months 
passed  after  the  section  of  the  right  auditory  nerve 
before  the  symptoms  abated.  For  more  than  two 
years,  the  patient,  who  was  highly  emotional,  had  the 
additional  disturbing  factor  of  being  in  and  out  of 
compensation  court.  A few  months  ago,  her  lawyer, 
who  made  a special  study  of  the  syndrome,  was  re- 
warded with  a decision  in  favor  of  his  client.  She 
was  awarded  66  weeks  salary  and  100  per  cent  dis- 
ability for  the  deafness  that  resulted  from  the  section 
of  the  auditory  nerve.  The  patient  is  now  free  from 
vertigo,  but  a period  equal  to  that  following  hista- 
mine therapy  was  required. 

Case  5. — This  young  woman  of  18  suffered  from 
bilateral  nerve  deafness,  the  left  car  being  more 
affected.  She  was  first  examined  on  November  23, 
1945.  The  previous  year  she  had  had  a major 
attack  of  the  syndrome  and  fell  to  the  floor  and  re- 
mained helpless  for  four  hours.  For  the  three  weeks 
before  coming  to  us  she  had  had  severe  attacks  every 
flay  or  two.  She  received  intravenous  therapy  dur- 
ing the  last  days  of  November,  1945.  She  was  free 


from  symptoms  for  several  months.  She  then  had 
attacks  of  vertigo  on  and  off  that  lasted  for  from  one 
minute  to  one-half  hour.  On  January  21,  1947, 
section  of  the  left  eighth  nerve  was  done.  She 
married  several  months  later  and  up  to  the  present 
has  had  no  major  attacks. 

Case  6. — A woman,  aged  56,  was  first  seen  on  July 
19,  1947.  She  had  a section  of  the  eighth  nerve  per- 
formed on  April  30,  1935.  This  was  several  years 
before  the  introduction  of  histamine  as  a therapeutic 
in  Meniere’s  syndrome.  Before  operation  she  suf- 
fered from  attacks  for  a period  of  six  weeks.  Follow- 
ing operation  on  the  left  ear,  the  vertigo  ceased,  the 
tinnitus  diminished,  and  total  deafness  in  that  ear 
was  an  after-effect.  Five  and  one-half  years  later 
there  was  a recurrence  of  the  vertigo  but  less  severe 
than  before  the  operation.  This  lasted  about  two 
months  and  then  disappeared.  For  two  weeks  be- 
fore her  visit  to  the  office  on  July  19,  1947,  she  had 
been  having  attacks  just  as  severe  as  those  before 
operation.  During  the  original  attacks,  objects 
rotated  about  the  patient.  Now  objects  no  longer 
spin  about  her,  but  she  has  a sensation  of  levitation. 
She  feels  as  if  she  is  being  whirled  on  ascending 
spirals.  Prior  to  the  nerve  operation  twelve  years 
ago,  she  got  some  relief  by  lying  flat,  but  now  the 
vertigo  is  aggravated  by  that  position.  She  was 
given  sodium  bromide,  which  seemed  to  control  the 
major  attacks.  She  returned  to  work  in  a few 
weeks.  For  a month  or  so  it  was  necessary  for  her  to 
get  into  and  out  of  bed  slowly  and  carefully  and  not 
to  retract  the  head.  Now,  six  months  later,  she  no 
longer  takes  medication  of  any  kind  and  is  symptom 
free.  Although  this  patient  has  now  a moderate 
degree  of  nerve  deafness  in  the  right  ear  the  return 
of  symptoms  may  be  remotely  due  to  a regeneration 
of  the  severed  vestibular  fibers  of  the  eighth  nerve 
on  the  left  side.  Intravenous  histamine  therapy  was 
not  used  in  this  case  because  the  patient  responded 
so  promptly  to  sedation. 

Several  patients  before  coming  to  us  had  re- 
ceived benadryl.  The  drug  had  had  no  effect  on 
the  major  attacks  and  only  resulted  in  making  the 
side  symptoms  worse.  One  patient  who  suffered 
from  severe  major  attacks  of  the  syndrome  had 
been  given  benadryl  and  pyribenzamine  over  a 
period  of  several  months.  She  reacted  so  poorly 
following  intravenous  histamine  therapy  that 
further  treatment  was  postponed  for  several 
weeks.  Some  patients  are  extremely  hypersensi- 
tive to  benadryl,  as  shown  in  a recent  report  of  a 
patient  who  developed  sharp  attacks  that  simu- 
lated M6ni&re’s  syndrome  from  the  administra- 
tion of  this  drug.3  It  would  be  well  for  the  phy- 
sician who  contemplates  intravenous  histamine 
therapy  to  be  certain  that  none  of  the  side  symp- 
toms of  these  new  and  popular  drugs  is  present. 

Comment 

Until  the  advent  of  intravenous  histamine  phos- 
phate a decade  ago,  there  was  no  therapeutic 
agent  to  brighten  the  lives  of  many  patients 
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afflicted  with  Meniere’s  syndrome.  Some  of 
them  developed  a sullen  disposition  which  set 
them  apart  from  their  friends. 

We  know  that  most  patients  get  well  without 
treatment  or  with  aid  of  sedatives  which  tend  to 
bridge  over  emotional  crises.  It  is  our  belief  that 
only  about  one  patient  in  seven  requires  intra- 
venous therapy. 

Three  of  our  patients  had  auditory  nerve  sec- 
tion, and  only  one  showed  real  improvement. 
Total  deafness  resulted  in  the  ear  operated  on  in 
all  three.  Another  patient  had  a nerve  section 
twelve  years  ago,  with  return  of  symptoms  five 
and  one-half  and  twelve  years  later.  It  would 
appear  from  this  experience  that  section  of  the 
eighth  nerve  is  rarely,  if  ever,  advisable.4 

The  new  drugs,  benadryl  and  pyribenzamine, 
should  be  used  cautiously  in  Meniere’s  syndrome, 
if  at  all,  as  they  have  the  effect  of  confusing  the 
issue. 

The  salt-free  regimen,  plus  ammonium  chlo- 
ride, has  proved  to  be  of  no  benefit  in  our  experi- 
ence and  with  histamine  used  subcutaneously  can 
be  considered  only  as  a valuable  placebo. 


Conclusion 

The  administration  of  histamine  phosphate 
intravenously  for  this  syndrome  or  other  condi- 
tions is  time  consuming.6  It  takes  at  least  one 
and  one-half  or  two  hours  of  the  physican’s 
time  for  each  treatment,  which  should  be  carried 
out  in  a hospital  under  careful  supervision.  How- 
ever, the  physician  will  be  well  rewarded  by 
grateful  patients,  the  majority  of  whom  will  re- 
spond to  his  efforts.  If  the  physician’s  diagnosis 
of  M6ni&re’s  syndrome  is  correct,  he  will  have  in 
histamine  phosphate  used  intravenously  the  best 
treatment  at  the  present  time. 

17  Second  Street 
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ON  THE  CONFIDENTIAL  REPORTING  OF  CAUSES  OF  DEATH 


Some  physicians  may  be  reluctant  to  report  on  the 
official  record  a cause  of  death  which  may  reflect  un- 
favorably upon  the  memory  of  the  deceased.  On 
the  assumption  that  the  official  statistics  for  such 
causes  of  death,  particularly  alcoholism  and  syphilis, 
would  thereby  be  improved,  a confidential  method  of 
reporting  was  inaugurated,  as  an  experiment,  in  the 
Borough  of  Manhattan,  New  York,  January  1,  1939. 
The  confidential  method  differs  from  the  open 
method  previously  used  (and  still  used  everywhere 
else  in  our  country),  in  that  the  physician’s  medical 
report  is  made  on  a separate  form  and  is  not  released 
with  the  copy  of  the  death  record.  In  1943,  the 
New  York  City  Department  of  Health  initiated  a 
study  of  the  statistical  efficiency  of  the  confidential 
certificate.  The  conclusion  drawn  from  that  investi- 
gation, recently  completed,  is  that  “to  date,  the  use 
of  the  confidential  death  certificate  has  had  no  sig- 
nificant effect  on  the  accuracy  of  mortality  statistics 
in  New  York  City.” 

The  study  included  an  intensive  analysis  of  the 
case  histories  of  7,330  persons  who  had  died  in  hos- 
pitals in  1937-1938  (when  open  reporting  was  in  use 
in  all  boroughs)  and  in  1939-1941  (when  confidential 
reporting  was  in  effect  in  Manhattan).  The  pri- 
mary cause  of  death  as  determined  from  hospital 
diagnoses  was  compared  with  the  primary  cause  as 
reported  on  the  death  certificate.  For  most  causes, 


including  cancer,  the  two  sources  were  in  substantial 
agreement.  On  the  other  hand,  five  causes  were 
understated  on  death  certificates,  according  to  the 
hospital  records.  These  causes  together  accounted 
for  about  one  seventh  of  all  the  deaths. 

A review  of  the  data  for  the  understated  conditions 
reveals  no  evidence  that  more  accurate  statistics  re- 
sulted from  the  use  of  the  confidential  death  certifi- 
cate. Only  about  one  half  of  the  deaths  due  to  alco- 
holism were  so  reported,  whether  the  open  or  t he  con- 
fidential certificate  was  used.  Improvement  in  the 
reporting  of  the  mortality  from  syphilis  was  noted  in 
all  boroughs.  This,  no  doubt,  reflects  the  intensive 
educational  and  clinical  programs  which  were 
launched  in  New  York  in  1935,  to  bring  syphilis 
under  control.  The  findings  are  basically  similar  for 
the  other  understated  conditions. 

Judged  by  the  findings  from  this  study,  the  con- 
fidential method  does  not  improve  the  accuracy  of 
mortality  statistics.  In  fact,  no  method  of  report- 
ing, of  itself,  can  be  expected  to  eliminate  all  the 
factors  which  impair  these  statistics.  Carelessness, 
ignorance  of  the  rules  of  certification,  and  lack  of 
understanding  of  the  mechanisms  of  death  have  a 
greater  bearing  on  the  information  that  is  recorded 
than  does  the  method  or  the  physician’s  unw  illing- 
ness to  record  causes  of  death  to  the  best  of  his 
knowledge. — Statistical  Bulletin,  June,  19J/S 


Case  Reports 


PALINDROMIC  RHEUMATISM 

Selvan  Davison,  M.D.,  New  York  City 


JN  1941  and  1944,  Hench  and  Rosenberg  published 
an  account  of  a new  syndrome  they  called  palindro- 
mic rheumatism  (from  the  Greek  “to  run  back”) 
which  includes  the  following  features:  Multiple 

afebrile  attacks  in  an  adult  of  either  sex  of  acute 
arthritis,  periarthritis,  and  sometimes  para-arthri- 
tis, with  pain,  swelling,  redness,  and  disability 
generally  of  only  one,  but  sometimes  of  more  than 
one,  small  or  large  joint.  They  appear  suddenly  and 
develop  rapidly,  usually  lasting  a few  hours  to  sev- 
eral days  and  recur  at  short  or  long  irregular  inter- 
vals, without  any  accompanying  constitutional  re- 
action and  with  complete  functional  restitution  of 
the  affected  joints.  The  sedimentation  rate  is  nor- 
mal or,  at  most,  relatively  and  transiently  elevated. 
Despite  the  frequently  large  number  of  recurrences, 
not  only  is  function  always  completely  restored,  but 
repeated  x-rays  over  a period  of  years  reveal  no  pathol- 
ogy in  and  about  the  affected  joints.  There  is  no 
connection  with  season  and  weather.  Salicylate 
therapy  gives  very  little  or  no  relief.  The  prognosis 
is  guarded,  - inasmuch  as  Hench  and  Rosenberg 
found  15  per  cent  spontaneous  cures,  44  per  cent 
improved,  26  per  cent  unchanged,  1 1 per  cent  worse, 
and  4 per  cent  (one  patient)  dead  of  intercurrent 
disease.1'2 

Since  the  first  report  in  1941,  which  included  34 
cases,  there  have  been  only  scattered  articles  and 
case  reports  on  the  subject.  Neligan  remarks  that 
the  first  British  publication  of  the  entity  palindro- 
mic rheumatism  was  in  1945. 3'4  Apart  from  Hench 
and  Rosenberg’s  cases,  this  writer  has  found  only  1 1 
others  in  the  literature.  Although  it  is  apparently 
not  a very  common  cause  of  rheumatic  disorder 
(5  to  6 each  year  out  of  4,000  to  45,000  cases  of 
rheumatism  seen  at  the  Mayo  Clinic),  it  presents 
itself  often  enough  so  that  it  should  be  more  readily 
considered  in  the  differential  diagnosis,  particularly 
in  the  puzzling  cases.  A great  deal  of  time  and 
money  may  be  spent  in  repeated  treatment  with 
physiotherapy,  allergy  desensitization,  various  in- 
jections, and  other  methods,  despite  obvious  failure 
of  therapy,  unless  the  correct  diagnosis  is  made,  for 
palindromic  rheumatism  has  not  as  yet  responded 
specifically  to  known  therapeutic  measures. 

The  following  case  is  reported  in  an  effort  to  fur- 
ther stimulate  recognition  of  this  interesting  syn- 
drome. 

Case  Report 

G.  S.  J.,  a 51-year  old  white  man,  a civil  engineer, 
first  began  to  have  arthritis  eleven  years  ago.  As  a 
child  he  had  had  scarlet  fever,  diphtheria,  and 
measles.  A tonsillectomy  was  performed  thirteen 


and  again  ten  years  ago.  He  was  otherwise  well 
until  eleven  years  ago  when  he  first-  noted  acute  pain 
in  various  joints  at  irregular  time  intervals,  usually 
involving  no  more  than  one  or  two  simultaneously 
(large  and  small)  and  continuing  from  several  hours 
to  three  to  four  days.  Swelling,  pain,  tenderness, 
redness,  and  heat  without  fever  or  malaise  were 
associated  with  each  flare-up,  and,  following  each 
episode,  the  joints  were  without  any  noticeable 
change  or  loss  of  function.  One  and  one-half  years 
ago,  while  in  the  Navy,  he  began  to  have  more  fre- 
quent and  more  severe  bouts  of  arthritis,  involving 
the  left  knee  and  both  hands.  He  was  admitted  to 
the  Bethesda  U.S.  Naval  Hospital.  A complete 
work-up  revealed  constant  normal  temperature, 
normal  sedimentation  rates,  normal  blood  count  and 
differential  white  count,  and  normal  blood  uric  acid 
(3.0  and  3.3  mg.  per  cent).  X-ray  examination  of 
the  paranasal  sinuses  showed  them  to  be  clear 
throughout.  X-rays  of  both  hands  revealed  no 
evidence  of  bone  or  joint  pathology.  Physical  ex- 
amination apart  from  the  transient  arthritis  was 
normal.  A series  of  allergy  skin  tests  was  performed 
and  resultigl  in  moderate  reaction  to  house  dust, 
silk,  wool,  orchard  grass,  timothy,  short  ragveed, 
and  Staphylococcus  aureus.  Hyposensitization  was 
carried  out  with  house  dust,  mixed  bacteria,  and 
mixed  grasses. 

He  was  comparatively  free  of  attacks  until  eight 
months  ago,  when  episodes  of  arthritis  recurred  and 
have  continued  to  the  present,  despite  varied  re- 
gimens of  therapy  and  many  diagnoses.  The  writer 
first  saw  the  patient  two  months  ago  during  a severe 
attack  involving  the  left  wrist  and  the  fingers  of 
the  left  hand.  During  the  previous  month  there  had 
been  almost  constant  recurrence  of  pain  and  swel- 
ling in  many  joints.  The  severe  episode  during 
which  he  first  presented  himself  was  while  on  inten- 
sive salicylate  therapy.  He  had  with  him  the  ab- 
stract of  his  Naval  hospitalization,  and  I was  struck 
by  the  findings  of  normal  temperature  and  sedi- 
mentation rate  during  acute  attacks  anti  by  his  ap- 
pearance of  general  good  health. 

Physical  Examination. — The  patient  was  a well- 
developed,  well-nourished,  active  white  adult.  He 
favored  his  left  upper  extremity,  and  examination 
revealed  the  fingers  of  the  left  hand  to  be  red,  hot, 
swollen,  tender,  and  painful  on  motion.  No  other 
joints  were  involved.  The  blood  pressure  was  120/- 
76.  The  heart  and  lungs  were  normal,  as  were  tem- 
perature, pulse,  and  respiration. 

Laboratory. — The  erythrocyte  sedimentation  rate 
was  18  mm.  fall  in  one  hour,  by  the  Westergren 
method.  Hemoglobin  was  90  per  cent  (Sahli); 
white  blood  count  6,250  per  cu.  mm.;  differential 
white  blood  count,  60  per  cent  polymorphonuclear, 
30  per  cent  lymphocytes,  1 per  cent  monocytes,  and 
1 per  cent  basophil  cells.  Urine  analysis  was  nega- 
tive. Blood  Mazzini  reaction  was  negative.  An 
electrocardiogram  was  essentially  normal.  X-rays 
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of  the  wrists,  hands,  and  left  shoulder  revealed  com- 
pletely normal  bone  and  joint  structures. 

Course. — The  acute  attack  had  hardly  subsided 
when  he  was  seen  again,  six  days  after  his  first  visit, 
with  severe  arthritis  and  periarthritis  of  the  left 
hand.  This  occurred  during  intensive  salicylate 
treatment.  The  seizure  lasted  two  days,  and  after 
two  days  freedom  there  was  a flare-up  in  the  right 
hand  and  wrist.  He  has  been  seen  at  varying  inter- 
vals since  then  and  has  had  constantly  Repeated 
episodes,  most  often  in  the  left  shoulder,  thewrists, 
and  fingers,  although  the  symptoms  have  dimin- 
ished in  severity.  A complete  blood  count  and  a 

I sedimentation  rate  during  this  period  were  found  to 
be  normal.  A blood  uric  acid  was  1.6  mg.  per  cent. 

Therapy. — As  has  been  mentioned  above,  sali- 
cylates in  full  doses  were  of  no  help  nor  was  heat  in 
various  forms.  The  allergy  desensitization  carried 
out  by  the  Naval  hospital  was  questionably  helpful 
in  that  he  was  moderately  free  of  symptoms  for 
about  eight  months.  During  the  past  year  he  has 
had  numerous  and  varied  forms  of  treatment 
directed  either  at  the  arthritis  or  systemically  or 
both,  and  no  measure  has  been  successful.  The 
lack  of  response  to  any  form  of  therapy  is  a point  in 
favor  of  the  diagnosis  of  palindromic  rheumatism. 

Hench  and  Rosenberg  state  that,  despite  certain 
similarities,  the  disease  they  described  differs  from 


that  in  the  article  by  Kahlmeter.5  In  the  latter  an 
allergic  factor  was  considered  the  cause,  but  Hench 
and  Rosenberg  are  not  prepared  to  accept  palindro- 
mic rheumatism  as  allergic  in  nature.  However, 
pyribenzamine  in  doses  as  high  as  200  mg.  in  four 
hours  was  tried  several  times  in  this  case.  During 
one  attack  the  patient  reported  he  thought  he  had 
obtained  some  relief  coincidentally  with  taking  the 
pyribenzamine.  The  known  proclivity  of  t his  disease 
of  acute  episodes  to  be  sudden  and  short-lived  casts 
great  doubt  upon  his  observation. 

Summary 

A case  has  been  presented  of  recurrent  acute 
arthritis  in  an  adult  man,  with  history,  course, 
laboratory,  and  x-ray  findings  that  would  seem  to 
place  it  in  the  category  of  palindromic  rheumatism. 

129  East  79th  Street 
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STATE  DEATH  RATE  SHOWS  THIRTY  PER  CENT  DECLINE 


New  York’s  death  rate  has  dropped  more  than  30 
per  cent  in  the  last  half  century.  Dr.  Herman  E. 
Hilleboe,  State  Health  Commissioner,  reported 
recently  that  there  were  11.1  deaths  per  1,000  popu- 
lation last  year  compared  to  17.2  in  1897. 

The  decline,  he  said,  was  due  largely  to  progress 
in  control  and  prevention  of  the  communicable 
diseases  of  childhood. 

On  the  other  hand,  mortality  from  chronic  diseases 


of  middle  life  and  old  age  has  increased  as  the 
average  age  of  the  population  moved  upward,  Dr. 
Hilleboe  stated.  In  1900  heart  and  blood  vessel 
ailments  caused  371.8  deaths  for  each  100,000  of 
population.  By  last  year  the  rate  was  544.6  per 
100,000. 

Fifty  years  ago,  Dr.  Hilleboe  said,  the  diseases  of 
childhood  claimed  15,000  lives  annually  in  the 
State.  Last  year  this  mortality  was  less  t han  500. 


RADIOACTIVE  SPOTTING  METHOD  USED 

Brain  tumor  detection  by  means  of  a radioactive 
dye  that  becomes  concentrated  in  these  abnormal 
growths  and  can  be  detected  through  skull  and  skin 
with  a Geiger-Muller  counter  is  the  newest  medical 
development  in  the  use  of  atomic-pile  by-products. 

It  has  been  tried  out  successfully  in  a dozen  cases 
at  the  University  of  Minnesota  Medical  School  and 
is  reported  in  Science  (May  28)  by  Dr.  George  E. 
Moore,  senior  research  fellow  of  the  U.S.  Public 
Health  Service. 

It  was  already  known  that  a dye  called  fluorescein 
has  an  affinity  for  tumorous  tissue.  To  render  it 
radioactive,  Dr.  Moore  chemically  tacked  on  some 
radioactive  iodine,  converting  it  into  diiodofluo- 
rescein.  Small,  calculated  quantities  of  this  were 
injected  into  the  veins  of  patients  suspected  of 


TO  LOCATE  BRAIN  TUMORS 
having  brain  tumors,  who  were  to  undergo  opera- 
tions. 

In  a short  time  the  blood  had  been  carried  to  their 
heads,  where  the  counters  detected  the  presence  of 
the  radioactive  atoms.  Some  of  the  iodine  was 
present  all  over  the  brain,  but  on  the  patients  heads 
there  were  certain  spots  where  the  counters  ticked 
much  more  rapidly  than  they  did  elsewhere.  This 
was  taken  as  indicating  the  possible  presence  of  a 
tumor  beneath  that  spot  on  the  skull. 

Subsequent  operations  proved  the  radioactive 
spotting  method  to  have  been  correct  in  a large 
proportion  of  the  cases. 

The  method  is  not  considered  infallible  and  is  to 
be  used  only  in  connection  with  other  methods  of 
diagnosis.  So  used,  however,  it  should  be  helpful. 


FATAL  AGRANULOCYTOSIS  FOLLOWING  INGESTION  OF  AMINOPYRINE 

Sidney  Leibowitz,  M.D.,  New  York  City 

( From  the  Medical  Service,  Beth  Israel  Hospital ) 


TJ’VER  since  Schultz  presented  four  cases  of 
agranulocytosis,  in  1922  and  described  the 
clinical  picture  in  detail,  increasing  interest  in  this 
disease  has  been  evidenced. 1 At  first,  the  literature 
was  occupied  with  numerous  case  reports  corrob- 
orating Schultz’s  description.2  Then,  with  the 
presentation  of  careful  bone  marrow  studies,  it  be- 
came generally  accepted  that  this  truly  was  a disease 
entity,  although  even  to  the  present  day  there  is  still 
strong  disagreement  with  the  more  generally  ac- 
cepted theory  of  pathogenesis  of  maturation  arrest 
of  the  myeloblast  cell  stage.3-10  In  1934,  Madison 
and  Squier  pioneered  in  the  question  of  the  cause  of 
the  disease  with  their  presentation  of  14  cases,  all  of 
which  had  received  aminopyrine. 11  Subsequently, 
and  continuing  to  the  present,  the  evidence  establish- 
ing aminopyrine  as  a causative  factor  (although  not 
the  sole  one)  has  steadily  increased. 5,6,12_14 

The  case  being  reported  herein  is  one  more  in- 
stance of  fatal  agranulocytosis  where  aminopyrine 
had  been  ingested.  It  is  being  presented,  however, 
because  it  has  several  additional  interesting  features: 
(1)  a new  drug  (Subenon)  had  been  taken  by  the 
patient,  and,  until  it  became  known  that  amino- 
pyrine entered  into  the  picture,  this  drug  excited 
great  suspicion  as  the  possible  cause  of  agranulocy- 
tosis, and  (2)  diphtheria  bacilli  were  found  in  the 
throat  culture.  • 

Case  Report 

History. — N.  G.,  a 60-vear-old  white  woman,  was 
admitted  to  Beth  Israel  Hospital  on  April  13,  1946, 
with  a known  five  hours  history  of  fever,  sore  throat, 
and  rash.  The  patient  was  first  observed  five  hours 
before  admission,  when  no  satisfactory  history  was 
obtainable  because  she  was  alone  and  toxic,  mildly 
disoriented,  edentulous,  and  hoarse.  By  sign  lan- 
guage, she  indicated  pain  in  the  neck  and  throat  and 
by  writing  she  indicated  that  she  had  been  ill  for 
three  days  with  sore  throat.  She  also  indicated  that 
she  had  taken  five  aspirin  tablets  daily  with  sodium 
bicarbonate  during  the  four  to  five  days  prior  to  ad- 
mission. Her  occupation  was  serving  as  a baby’s 
nurse. 

Physical  Examination. — On  admission  the  patient 
was  acutely  ill,  flushed,  dyspneic,  and  breathing  with 
obvious  obstruction  in  the  throat.  She  was  dehy- 
drated and  extremely  hoarse.  Over  the  skin  of  the 
abdomen,  anterior  chest,  and  breasts,  there  was  a 
macular  eruption  consisting  of  irregular,  pale  red 
areas  measuring  up  to  1 cm.  in  diameter,  all  of  which 
faded  on  pressure.  Four  of  these  macules  bore  tiny, 
rounded,  nodular,  hemorrhagic  centers  which  did  not 
fade  on  pressure.  Two  macules  were  noted  on  the 
forearms.  The  tongue  was  dry  and  boardlike.  Tem- 
perature was  104  F.,  pulse  120,  and  respirations  32. 
Blood  pressure  was  140/80.  Nasal  mucosa  was 
reddened  without  pus  in  the  nares.  The  soft  palate 
and  uvula  were  markedly  edematous.  There  was  a 
grayish  slough  on  both  tonsils.  At  the  base  of  the 
tongue  and  over  the  lymphoid  tissue  was  a large 
sloughing  membrane.  Examination  of  the  larynx 
showed  a thickened  and  reddened  epiglottis.  ’There 


was  marked  edema  of  the  right  side  of  the  larynx 
about  the  right  cord.  Both  cords  appeared  reddened. 
The  right  side  of  the  neck  was  swollen  externally  with 
enlarged  posterior  cervical  lymph  glands.  The  left 
posterior  cervical  glands  were  enlarged.  There  was 
no  episternal  retraction.  The  heart  was  negative 
except  for  the  tachycardia.  Heart  sounds  were 
obscured  by  the  mucous  rales  in  the  throat.  Lung 
fields  were  clear.  Liver  and  spleen  were  not  pal- 
pable. 

Laboratory  Data. — Blood  count  done  on  admission 
revealed  4,500,000  red  blood  cells  and  a white 
blood  count  of  900,  with  segmented  forms  difficult 
to  find  in  the  smear. 

Course. — The  white  blood  count  substantiated  a 
diagnosis  of  agranulocytic  angina.  The  patient  was 
given  100,000  units  of  penicillin  intramuscularly 
every  three  hours.  She  was  placed  on  continuous 
intravenous  fluids,  alternately  normal  saline  and  five 
per  cent  glucose  in  saline.  She  took  little  or  no 
fluids  by  mouth,  despite  attempts  to  feed  small 
quantities  of  warm  fluids.  She  required  suction  of 
the  throat  every  ten  to  fifteen  minutes  and  breathed 
more  comfortably  after  each  suctioning.  Tra- 
cheotomy was  considered  at  the  time  of  admission 
but  was  not  performed  because  of  relief  by  the  fre- 
quent suctioning.  She  was  not  cyanotic.  One  blood 
transfusion  with  500  cc.  of  whole  blood  was  per- 
formed. Her  course  was  down  hill  from  the  very 
start.  After  twenty-four  hours,  the  throat  showed  a 
large  necrotic  mass  involving  the  right  tonsiller  area 
and  extending  to  the  uvula.  There  were  large 
sloughing  areas  at  the  base  of  the  tongue.  The 
edema  of  the  soft  palate  was  diminished,  but  the 
edema  of  the  right  side  of  the  larynx  was  unchanged. 
There  was  room  between  the  cords  for  breathing,  but 
a large  amount  of  mucus  collected  and  had  to  be  re- 
moved continually.  The  macules  described  on  ad- 
mission were  present  on  the  skin  of  the  back  twenty- 
four  hours  later.  There  was  dullness  over  the  right 
lower  chest  posteriorly  with  impaired  fremitus. 
Breath  sounds  were  almost  completely  obscured  by 
the  coarse  rhonchi  from  the  mucus  in  the  throat. 

Blood  count  performed  twenty-four  hours  after 
admission  showed  800  white  cells.  Sternal  marrow 
puncture  was  performed  forty  hours  after  admission 
and  revealed  complete  aplasia  of  white  cell  elements. 
At  this  time,  blood  culture  taken  on  admission  was 
negative,  and  culture  of  the  throat  taken  on  ad- 
mission showed  Klebs-Loeffler  bacilli.  Sixty-five 
thousand  units  of  diphtheria  antitoxin  were  ad- 
ministered intramuscularly,  despite  the  fact  that  it 
was  our  clinical  impression  that  the  patient  did  not 
have  diphtheria  but  was  probably  harboring  the 
organism  as  a carrier.  Virulence  test  on  the  diph- 
theria bacilli  was  later  reported  as  positive.  The 
patient  expired  forty-five  hours  after  admission. 
The  immediate  cause  of  death  was  toxemia  from  the 
throat  infection  which  was  undoubtedly  secondary 
to  the  underlying  agranulocytosis. 

Additional  Ilistory. — Following  the  death  of  the 
patient,  it  was  discovered  that  during  the  month  pre- 
ceding her  illness  she  had  taken  1 or  2 Subenon* 
tablets  three  times  daily.  Subenon  consists  of  calcium 
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1 double  salt  of  benzoic  acid  and  benzyl  succinate.15 
This  information  temporarily  excited  our  interest 
because  of  the  possible  relationship  of  the  benzyl  salt 
to  the  agranulocytosis.  However,  further  investiga- 
tion revealed  the  following  facts: 

On  May  12,  1944,  i.e.,  almost  two  years  prior  to 
the  fatal  illness,  she  had  received  100  tablets  of 
Causalin*  and  had  renewed  this  prescription  a 
month  later.  This  latter  bottle,  still  containing  82 
of  the  Causalin  tablets,  was  found  in  the  purse  of  the 
patient  at  the  time  of  her  death.  Evidence  was  un- 
earthed that  corroborated  the  suspicion' that  she' had 
recommenced  taking  these  tablets  during  the  two 
weeks  preceding  death.  Each  Causalin  tablet  con- 
tained 1.82  grains  of  aminopyrine.  The  remaining 
listed  ingredients  per  tablet  were  1.82  grains  of  ethyl 
salicylate  carbonate  and  3.86  grains  of  8-hydroxy 
quinoline  5-sulfonic  acid. 

Autopsy  Findings 

Gross  Examination. — Skin  bears  numerous  dark 
i and  pale  red  spots,  the  largest  ones  being  in  the  front 
of  the  right  axilla,  in  the  fold  under  the  right  breast 
and  in  the  left  lower  abdominal  quadrant.  The 
axillary  -one  .has  a pale  gray  center.  These  lesions 
I are  flat,  and  there  is  no  grossly  visible  ulceration. 

Lower  half  of  left  lower  lobe  of  the  lungs  is 
atelectatic.  Right  upper  aitd  middle  lobes  are 
emphysematous.  Right  lower  lobe  is  almost  en- 
tirely atelectatic. 

The  tongue  is  coated  throughout.  In  addition  its 
base  is  partly  covered  with  dark,  brownish-green 
friable  masses,  more  so  on  the  right  side.  The 
pharyngeal  wall  is  severely  edematous.  In  a few 
areas  about  3 mm.  in  diameter  the  uppermost  layers 
are  yellowish  and  grayish-green,  obviously  necrotic. 
The  piriform  sinuses  are  much  narrowed  by  edema- 
tous swelling  of  the  mucosa,  which  is  partly  pale 
yellow,  partly  cyanotic.  The  right  aryepiglottic  fold 
in  its  midportion  forms  an  ovoid  yellowish-green, 
swollen,  translucent  mass  measuring  1.5  by  0.8  by 
0.8  cm.  A similar  condition  of  the  tissues  prevails  in 
a tapering  zone  which  has  its  upper  end  at  the  upper 
edge  of  the  epiglottis  on  the  right  side.  The  left 
aryepiglottic  fold  is  also  considerably  swollen.  On 
the  posterior  surface  of  the  epiglottis  to  the  right  a 
circular  area  3 mm.  in  diameter  is  opaque  yellow- 
ish-gray and  protrudes  slightly.  A similar  but 
irregularly  outlined  flat  area,  8 mm.  in  diameter,  is 
situated  near  the  right  edge  in  the  upper  third  of  the 
epiglottis.  The  laryngeal  mucosa  above  and  below 
the  ventricles  also  is  edematous.  The  edema  reaches 
down  to  the  cricoid  cartilage. 

The  rectum,  8 cm.  above  the  anus,  bears  two 
slightly  raised  dull  yellowish-gray  areas,  about  2 
mm.  in  diameter,  surrounded  by  narrow  red  zones. 
Bone  marrow  in  the  upper  third  of  the  right  femur  is 
pale  yellow,  semifluid.  The  cut  surfaces  of  the 
sternum  are  somewhat  paler  than  those  of  the 
vertebrae  (strawberry  colored)  and  have  a slight 
'yellowish  tinge. 

M icroscopic  Examination. — Skin  sections  from  the 
petechiae  show  tiny  fibrinoid  necroses  involving  the 
capillaries  and  small  veins.  Base  of  tongue  section 
shows  an  extensive  area  of  ulceration.  Supplanting 
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the  desquamated  epithelium  is  an  edematous  mass  of 
fibrin  in  which  remnants  of  necrotic  vessels  can  be 
made  out.  At  the  base,  numerous  fibroblasts  are 
present  as  well  as  other  mononuclear  elements. 
Practically  no  polymorphonuclear  leukocytes  are 
present.  Epiglottis  section  shows  severe  inflamma- 
tion and  edema.  There  is  a similar  ulcerated  area  in 
which  much  necrotic  material  can  be  seen.  Here, 
too,  mononuclear  elements  are  present  at  the  base. 
Aryepiglottic  fold  sections  show  very  marked  edema 
with  similar  necrosis,  ulceration,  and  inflammation. 
Again,  practically  no  polymorphonuclear  leukocytes 
are  seen.  Pharynx  section  from  the  lateral  wall 
shows  a similar  picture.  A large  area  of  necrosis  is 
seen  deep  under  a crypt.  A small  ulceration  of  the 
larynx  is  seen  overlying  the  area  of  extensive  edema. 
Rectum  section  shows  a small  necrosis  in  the  mucosa 
and  adjacent  submucosa.  There  is  little  inflamma- 
tion, and  what  there  is,  is  mainly  plasma  cellular. 
In  the  femur  the  marrow  is  almost  entirely  replaced 
by  fat.  In  the  sternum,  vertebra,  and  rib,  erythro- 
poietic elements  predominate.  No  cells  of  the 
myeloid  series  are  found.  Megakaryocytes  are  very 
numerous.  Fairly  numerous  multinucleated  cells 
with  large  nuclei  and  slightly  basophilic  cytoplasm 
are  also  present.  Transitions  between  these  and 
megakaryocytes  are  thought  to  be  recognized. 

Postmortem  Bacteriology. — Throat  cultures  showed 
cocci  of  all  kinds,  including  streptococci  and  numer- 
ous yeast  cells.  No  diphtheria  bacilli  were  seen. 
Skin  lesion  and  bone  marrow  were  sterile.  Staphylo- 
coccus albus  was  found  in  the  heart  blood. 

Pertinent  Final  Anatomic  Diagnoses.— Agranulo- 
cytosis, multiple  necroses,  and  severe  edema  in 
pharynx;  superficial  necroses,  base  of  tongue; 
severe  edema  of  larynx;  necroses,  posterior  surface 
of  epiglottis;  small  necroses,  rectum,  and  multiple 
hemorrhages  in  serous  surfaces  and  skin  were  the 
final  diagnoses. 

Discussion 

This  case  is  a classic  example  of  extreme  sensitiza- 
tion to  the  drug  aminopyrine.  The  mechanism  in- 
volved in  agranulocytosis  is  akin  to  anaphylaxis  with 
an  initial  dose  being  necessary  to  sensitize  the 
patient.  Here  the  patient  was  initially  sensitized 
twenty-two  months  prior  to  the  onset  of  clinical 
signs.  The  picture  was  explosively  apparent  when 
she  recommenced  the  ingestion  of  her  Causalin 
tablets.  The  dosages  involved  were  characteris- 
tically small.  Madison  and  Squier  reproduced  the 
picture  with  a 0.3  Gm.  dose. 1 1 Witts  has  stated  that 
the  total  dose  commonly  ingested  prior  to  sensitiza- 
tion is  2.5  to  25  Gm.  and  that,  so  long  as  an  indi- 
vidual is  susceptible,  as  little  as  0.2  Gm.  may  precipi- 
tate an  acute  attack. 13 

We  feel  justified  in  eliminating  the  Subenon  drug 
as  a causative  factor.  Because  of  its  benzyl  radical, 
it  excited  suspicion  until  the  ingestion  of  amino- 
pyrine came  to  light.  Despite  the  vast  evidence  in 
the  literature  incriminating  benzene  derivatives,  we 
believe  that  the  Causalin  is  the  likely  causative 
agent. 15-19  This  view  is  supported  by  the  over- 
whelming number  of  reports,  both  clinical  and  ex- 
perimental, which  have  related  aminopyrine  to  this 
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disease  etiologically  and  by  the  specific  history 
eventually  elicited  in  this  case. 

The  possibility  of  diphtheria  entered  into  the 
differential  diagnosis  at  the  start  but  was  rejected  on 
clinical  grounds.  The  finding  of  diphtheria  bacilli 
by  throat  culture  was,  therefore,  a surprise.  Diph- 
theria antitoxin  was  administered  on  empiric 
grounds,  but  we  feel  we  were  dealing  with  a carrier. 
The  similarity  between  the  oral  lesions  in  diphtheria 
and  agranulocytic  angina  has  been  emphasized  by 
Gordon  and  Litvak.20 

This  case  demonstrates  that  the  doctor  must  often 
assume  the  role  of  a fact-finding  detective.  It  re- 
quired painstaking  investigation  to  piece  together 
the  history  (most  of  it  done  postmortem)  which 
made  clear  the  probable  clinical  chain  of  events. 
Fitzhugh  has  said  “.  . . .in  this  connection  [suspect- 
ing and  proving  aminopyrine  ingestion]  it  is  im- 
portant to  emphasize  the  fact  that  an  accurate 
history  of  previous  medication  is  often  very  difficult 
to  obtain  and  real  ‘detective  work’  is  sometimes 
necessary  to  lead  to  the  truth.”6 

Summary 

1.  A case  is  reported  of  fatal  agranulocytosis 
following  ingestion  of  aminopyrine  in  a 60-year-old 
woman. 

2.  The  case  presents  three  especially  interesting 
features:  a history  of  ingestion  of  a relatively  new 
drug,  Subenon,  the  growth  of  diphtheria  bacilli  on 
throat  culture  antemortem,  and  the  “detective 
work,”  particularly  postmortem,  which  was  neces- 


sary to  align  an  accurate  history.  This  history,  as 
compiled,  strongly  suggests  aminopyrine  £3  the 
causative  agent. 
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TIIIIITY-FOUR  NEW  HORMONES  DISCOVERED 


Discovery  of  34  male  hormones  that  may  provide  a 
clue  to  the  cancer  mystery  has  been  announced  by 
Dr.  Cornelius  P.  Rhoads,  director  of  Memorial 
Hospital  and  Sloan- Kettering  Institute  of  New 
York. 

The  hormones  were  identified  during  tests  seeking 
to  “pinpoint”  the  cause  of  cancer,  Dr.  Rhoads  told 
more  than  800  medical  specialists  at  the  American 
Urological  Association’s  annual  meeting  in  Boston 
in  May. 

Researchers  had  already  found  “promising”  evi- 
dence linking  the  disease  with  the  faulty  manufac- 
ture of  these  hoinrones,  he  said. 

Although  statistical  data  were  still  inconclusive. 
Dr.  Rhoads  said  that  the  “possibility  was  good” 
that  eventually  the  research  would  uncover  the 


specific  element  in  body  chemistry  that  causes 
cancer.  With  that  information,  he  said,  positive 
control  of  the  disease  would  be  in  sight. 

Concurrent  research  on  the  hormones  had  also  in- 
dicated there  might  be  strong  hormone  factors  in 
hypertension  and  several  other  chronic  disorders  for 
which  no  cause  yet  had  been  found. 

As  the  ability  to  “break  down”  body  secretions, 
into  hormone  components  became  more  refined,  Dr. 
Rhoads  said,  it  was  further  expected  that  the  study 
would  develop  a method  of  “screening”  that  would 
throw  new  light  on  mental  deficiencies,  criminal 
tendencies,  and  personality  defects.  * 

Dr.  Rhoads  said  the  prospect  was  the  first  major 
coordinated  effort,  except  those  during  the  war,  to 
attack  an  important  medical  problem. 


EXTREME  HYPERTHERMIA 
Martin  J.  Loeb,  M.D.,  New  York  City 

( From  the  Bronx  Hospital ) 


C ASES  of  extreme  hyperthermia  have  been  re- 
ported  in  medical  publications  from  time  to  time. 
Galbraith  in  the  Journal  of  the  American  Medical 
Association,  March  31,  1891,  reported  a temperature 
rise  to  171  F.  This  ease  was  later  found  to  be  fraud- 
ulent. 

A.  Jacobi  reported  a temperature  up  to  148  F.  in  a 
patient  suffering  from  hysteria,  and  in  his  paper  he 
referred  to  numerous  instances  of  extreme  hyper- 
thermia.1 Hombourger  in  a thesis  on  hyperthermic 
fevers  collected  many  such  reports,  including  the  re- 
port of  a case  by  Bryant  in  which  the  temperature 
reached  170  F.2  Murdoch  reported  a fever  in  a hys- 
terical patient  which  reached  120  F.3  Some  of  these 
• cases  of  high  temperatures  were  later  discredited. 

It  is  noteworthy  that  cases  of  extreme  hyperther- 
mia, such  as  temperatures  ranging  from  120  to  170 
F.,  were  all  reported  in  the  literature  in  the  latter 
part  of  the  last  century  and  the  early  part  of  this 
century.1-3  There  have  been  no  reports  of  such  ex- 
treme temperatures  in  recent  literature.  There  is  no 
question  that  all  of  these  extreme  cases  were  fraud- 
ulent, produced  by  some  trick  of  the  patient.  The 
survival  of  patients  with  temperatures  far  above  the 
heat  rigor  of  mammalian  muscle  is  obviously  im- 
possible. It  is  remarkable  how  many  astute  clinical 
observers  of  a previous  generation  were  fooled  by 
these  tricks.  It  seems  that  at  the  present  time  the 
patients  are  more  honest,  or  the  doctors  are  not  so 
easily  duped. 

. Ward  J.  McNeil  states  that  “temperatures  above 
114.8  F.  in  man  should  be  considered  the  result  of 
fraud  or  trickery  and  are  not  to  be  accepted  without 
more  convincing  proof  than  has  so  far  been  presented 

in  any  instance Temperature  readings  between 

41  (105.8  F.)  and  46  C.  (114.8  F.),  properly  desig- 
nated as  hyperthermia,  should  be  accepted  as  valid 
only  after  the  most  careful  scrutiny  of  the  evidence 
in  each  case.”4 

The  temperature  of  the  patient  whose  case  is  re- 
ported here  reached  at  least  110  F.,  since  the  ther- 
mometer was  graded  .to  108  F.  and  the  space  above 
108  F.  to  the  top  of  the  thermometer  was  equal  to  2 
degrees.  It  is  my  belief  that  the  patient’s  tempera- 
ture rose  much  higher.  It  certainly  reached  110  F. 
on  direct  thermometer  evidence. 

Case  Report 

I.  F.,  a well-developed  50-year-old  man  was 
admitted  to  the  hospital  June  2,  1944,  in  acute 
distress,  suffering  from  severe  colicky  pain,  of  five 
days’  duration,  in  the  left  lumbar  region  radiating  to 
the  groin.  His  previous  medical  history  was  non- 
contributory. 

A flat  plate  revealed  two  stones  in  the  left  ureter 
above  the  bladder.  The  patient  was  cystoscoped 
on  the  day  following  admission.  Two  catheters  were 
inserted  to  the  left  kidney  around  the  stones  in  the 
ureter.  An  attempt  was  made  to  remove  the  stones 
by  manipulation  which  was  not  successful.  For  the 


next  few  days  the  patient  was  treated  with  antispas- 
modics  and  sedatives.  The  stones  were  small  and 
superimposed  on  each  other,  and  it  was  thought  that 
they  would  be  expelled  by  conservative  treatment. 

His  temperature  was  moderate,  around  100  F.,  and 
his  symptoms  were  relieved.  On  June  7,  1944,  the 
patient  developed  a severe  chill,  followed  by  a tem- 
perature of  104  F.  Two  catheters  were  inserted 
around  the  stones  to  the  pelvis.  The  temperature 
dropped  to  the  previous  level  as  soon  as  drainage 
was  established.  The  culture  of  the  urine  from  the 
left  kidney  showed  Bacterium  coli  and  gram-positive 
cocci. 

On  June  10  the  highest  temperature  was  99  F., 
and  we  were  encouraged  to  treat  the  patient  conserv- 
atively. The  catheters  were  removed.  The  follow- 
ing day,  the  temperature  rose  to  101  F.,  and  the  * 
patient  had  a chill.  Later  in  the  evening  the  tem- 
perature rose  to  102  F.  On  the  morning  of  June  12 
the  patient  was  cystoscoped  again.  An  attempt  was 
made  to  insert  the  catheters  above  the  stones  for  the 
purpose  of  drainage.  This  was  unsuccessful,  because 
in  the  meantime  the  stones  had  become  impacted. 

For  this  reason  it  was  decided  to  operate  on  the 
patient  the  same  day.  The  operation  was  scheduled 
for  late  in  the  afternoon.  Before  the  hour  of  opera- 
tion, however,  the  patient  developed  a high  tempera- 
ture rising  to  at  least  110  F.  This  is  the  nurse’s 
note  of  June  12,  1944:  The  patient  developed  a 

chill  at  3:00  p.m.  Immediately  after,  the  patient 
became  very  violent  and  maniacal.  He  was  frothing 
at  the  mouth.  He  had  convulsive-like  twitching.  He 
was  given  1/4  grain  morphine  and  5 grains  of  sodium 
luminal  intravenously  to  control  him.  It  required 
several  people  to  keep  him  in  bed.  He  was  placed 
in  an  oxygen  tent  and  in  an  ice  pack. 

This  is  the  report  of  the  resident,  Dr.  Damask:  “At 
3:30  p.m.  June  12,  1944,  the  patient  suddenly  became 
acutely  ill.  He  had  several  chills,  and  the  tempera- 
ture rose  to  109  F.,  later  to  110  F.  He  became  de- 
lirious and  maniacal.  The  patient  was  placed  in  an 
ice  sheet,  and  alcohol  was  placed  over  him.  The 
respirations  were  labored,  the  pulse  rapid.  Stimu- 
lants and  narcotics  were  administered;  also  Ring- 
er’s and  glucose  solution  were  given  intravenously.” 

I saw  this  patient  immediately  after  he  became 
ill.  It  required  the  strength  of  several  people  to 
hold  him  down  in  bed.  He  was  cyanotic  and  dys- 
pneic.  The  dyspnea,  however,  was  undoubtedly 
caused  by  his  struggling  with  several  people  to  get 
out  of  bed.  Because  of  the  condition  of  the  patient, 
no  blood  culture  was  taken  at  the  time.  The  tem- 
perature dropped  at  midnight  of  the  same  day  to 
98.6  F.  but  rose  immediately  to  105  F.  The  follow- 
ing morning,  June  13,  1944,  his  temperature  was 
104  F.,  at  which  time  it  was  decided  to  operate.  A 
left  nephrectomy  was  performed,  since  the  patient 
had  a marked  pyelonephritis  as  well  as  stones  in  the 
ureter.  Following  the  operation,  the  temperature 
gradually  subsided.  On  the  first  postoperative  day 
the  temperature  was  103.4  F.,  and  on  the  fourth  day 
the  temperature  came  down  to  100  F.  and  fluctuated 
thereafter  for  the  next  week  between  99.2  and  100.8 
F.,  after  which  it  came  down  to  normal.  The  pa- 
tient was  discharged  on  July  3,  1944,  about  one 
month  after  admission,  lie  was  in  excellent  condi- 
tion. 
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Summary 

A case  of  hyperthermia  caused  by  a pyeloneph- 
ritis of  the  left  kidney  is  hereby  reported.  The 
patient  recovered.  The  temperature  in  this  case 
rose  to  at  least  110  F.,  since  110  F.  is  the  limit  of  the 
thermometer  scale.  It  is  possible  that  the  tempera- 
ture was  much  higher. 

1882  Grand  Concourse 
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NATION’S  POPULATION  DENSITY  INCREASING 


The  density  of  population  in  the  United  States 
has  increased  approximately  90  per  cent  since  the 
beginning  of  the  century,  according  to  the  current 
Statistical  Bulletin  of  the  Metropolitan  Life  In- 
surance Company. 

In  1900,  there  were  25.6  persons  per  square  mile 
of  land  area  in  our  country,  the  Bulletin  said.  This 
increased  to  44.2  persons  per  square  mile  by  the  time 
of  the  1940  census  and  reached  48.2  persons  per 
square  mile  by  the  middle  of  1947.  Every  state  in 
the  union  showed  an  increasing  density  of  population 
in  the  period  1900-1947,  although  the  relative  rise 
varied  markedly  from  one  state  to  another. 

Further  statistics  revealed  that  the  most  densely 
populated  area  of  the  country  lies  along  the  Atlantic 


Coast,  from  the  Southern  border  of  Maine  to  the 
Northern  border  of  Virginia.  A second  area  of 
population  concentration,  of  lesser  density  than  the 
Eastern  Seaboard,  lies  around  the  Great  Lakes. 

Rhode  Island  was  shown  to  be  the  most  densely 
populated  state  in  the  union  with  approximately 
720  persons  per  square  mile.  Following  in  order 
were  Massachusetts,  New  Jersey,  and  Connecticut. 
The  United  States,  as  a whole,  was  shown  to  be  one 
of  the  less  densely  settled  countries  in  the  world, 
and  the  Bulletin  forecast  that  it  would  continue  to 
be  so  for  many  years. 

As  for  “wide  open  spaces,”  Montana  was  shown 
to  have  only  3.4  persons  per  square  mile,  Wyoming, 
2.8,  and  Nevada  only  1.3. 


VITAMIN  B-12  SEEN  AS  EFFECTIVE  REMEDY  FOR  ANEMIA 


Dr.  Tom  Spies,  professor  of  nutrition  and  me- 
tabolism in  the  Northwestern  University  Medical 
School,  reported  in  a recent  issue  of  the  Southern 
Medical  Journal  that  vitamin  B-12,  recently  iso- 
lated, seems  to  be  an  effective  remedy  in  treating 
anemia. 

Two  persons  with  tropical  sprue  were  admitted  to 
the  Havana  hospital,  and  their  bone  marrow,  red 
and  white  blood  cells,  and  other  blood  conditions 
were  completely  checked. 

One  of  these  cases,  a 67-year-old  Cuban  fruit 
vendor,  had  all  the  symptoms  of  sprue  for  twenty 
years.  Three  days  after  receiving  a single  dose  of 
eight  micrograms  of  B-12  he  felt  stronger.  By  the 
sixth  day  he  ate  double  portions  of  all  foods 
offered.  The  soreness  of  his  tongue  had  com- 


pletely disappeared,  and  his  gastrointestinal  condi- 
tion had  markedly  improved. 

The  second  sprue  case  was  that  of  a 62-year-old 
man,  so  weak  that  he  could  not  work.  In  the  two 
and  a half  years  he  had  been  ill  he  had  lost  70 
pounds.  Three  days  after  receiving  a single  in- 
jection of  eight  micrograms  of  vitamin  B-12  his 
appetite  returned,  and  his  tongue  was  so  much 
better  that  he  could  eat  without  discomfort.  By 
the  sixth  day  his  tongue  was  normal,  and  he  was 
eating  large  quantities  of  food. 

Five  other  cases  made  similar  dramatic  recoveries. 
Nevertheless,  the  question  of  maintaining  patients 
on  this  new  compound  is  yet  to  be  answered,  Dr. 
Spies  points  out.  No  other  therapeutic  agent  is  so 
effective  in  anemia  in  such  small  amounts. 
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Conducted  by  George  P.  Farrell,  Director 


Northeastern  New  York  Medical  Service,  Inc.,  Albany,  New  York 
Edward  R.  Evans,  Executive  Director 


THE  Northeastern  New  York  Medical  Service, 
Inc.,  112  State  Street,  Albany,  New  York,  Ls  the 
latest  voluntary  nonprofit  medical  care  plan  to  or- 
ganize in  New  York  State.  The  Plan  serves  the 
counties  of  Albany,  Rensselaer,  Schoharie,  Schenec- 
tady, Montgomery,  Fulton,  Saratoga,  Washington, 
Warren,  Essex,  and  Clinton.  Each  of  the  medical 
societies  in  these  counties  assisted  in  the  organization 
of  the  Plan  and  has  approved  it.  The  Plan  is  also 
approved  by  the  Medical  Society  of  the  State  of  New 
York. 

The  funds  to  start  the  Plan  were  advanced  by 
county  medical  societies  in  the  operating  area  ac- 
cording to  membership. 

Officers,  Directors,  and  Executive  Committee 

The  Executive  Committee  is  composed  of  the 
officers  of  the  corporation  and  three  members  elected 
by  the  Board  of  Directors,  and  transacts  all  business 
subject  to  the  power  and  authority  of  the  Board  of 
Directors.  Officers  and  members  of  the  Executive 
Committee  are:  Charles  A.  Brind,  Jr.,  president, 
Albany;  Dr.  John  E.  Heslin,  vice-president,  Albany; 
Dr.  Stephen  Curtis,  vice-president,  Troy;  Dr.  Lyle 
A.  Sutton,  secretary,  Albany;  Donald  Slingerand, 
treasurer,  Albany;  Dr.  Joseph  L.  Kiley,  Saratoga, 
and  Dr.  Joseph  H.  Cornell,  Schenectady.  ' 

In  addition  to  the  Executive  Committee,  the 
Board  of  Directors  is  composed  of:  Dr.  Alton  J. 
Spencer,  Amsterdam;  Dr.  David  W.  Beard,  Coble- 
skill;  Dr.  Robert  S.  Kunkel,  Gloversville;  Dr.  W. 
S.  Bennett,  Granville;  Dr.  James  E.  Glenn,  North 
Creek;  Dr.  Leo  F.  Schiff,  Plattsburg;  Dr.  James 
E.  Glavin,  Port  Henry;  William  N.  Bissell,  Edward 
S.  Poole,  James  E.  Glavin,  Lome  A.  Davidson, 
Albany;  Frank  L.  Tolman,  Slingerlands ; Alfred 
Renshaw,  Loudonville,  Harold  S.  Turner,  Troy, 
and  the  Rev.  John  G.  Hart,  Albany.  All  officers 
and  directors  serve  without  pay  in  the  interest  of 
their  communities. 

Edward  R.  Evans,  executive  director  of  Asso- 
ciated Hospital  Service  of  Capital  District,  is  ex- 
ecutive director  of  the  medical  plan. 

Enrollment 

Northeastern  New  Yoj'k  Medical  Service  is  offered 
only  to  subscribers  of  Associated  Hospital  Service  of 
Capital  District.  Monthly  rates  for  payroll  deduc- 
tion groups  in  the  medical  plan  are:  Individual 
$1.00,  husband  and  wife  (without  maternity)  $1.75, 
husband  and  wife  (with  maternity)  $2.25,  husband 
and  wife  (with  maternity)  and  all  unmarried  child- 
ren under  age  18,  $2.25. 

Enrollment  is  also  available  to  members  on  a 
direct  payment  basis.  Quarterly  rates  are  as  follows : 
Individual  $3.25,  husband  and  wife  (without  matern- 
ity) $5.60,  husband  and  wife  (with  maternity) 
$7.35,  husband  and  wife  (with  maternity)  and 
all  unmarried  children  under  age  18,  $7.35. 

Groups  of  five  or  more  eligible  employes  of  a single 
corporation  may  apply.  In  groups  from  five  to 


twenty,  50  per  cent  participation  is  required  and  in 
groups  over  twenty,  40  per  cent  is  required. 

Applicants  are  eligible  to  enroll  who  have  not  at- 
tained age  65;  however,  an  applicant  over%64  who  is 
a Blue  Cross  subscriber,  may  enroll  regardless  of 
age.  A subscriber  may  continue  his  membership 
indefinitely.*  If  he  leaves  a group,  he  may  continue 
his  contract  on  a direct  payment  basis  at  direct  pay- 
ment rates. 

At  the  end  of  the  first  year  of  operation  (December 
31,  1947)  membership  reached  22,778  and  at  the 
present  time  is  in  excess  of  40,000. 

Benefits 

The  Plan  provides  service  benefits  to  subscribers 
whose  yearly  incomes  are  not  in  excess  of  $2,000  for 
an  individual,  $2,500  for  applicant  and  spouse, 
$3,500  for  applicant  and  members  of  family  group. 
The  total  indemnity  for  surgical  care  payable  in  any 
contract  year  shall  not  exceed  $250  for  applicant, 
$150  for  any  subscriber  other  than  applicant,  and 
$450  total  for  family  group. 

Medical  service  for  hospitalized  cases  is  limited  to 
three  weeks  with  a maximum  allowance  of  $150. 
Initial  hospital  visit  is  $5,  subsequent  daily  visits 
(limited  to  one  a day)  $3,  additional  visit  on  the 
same  day  $1.50.  An  extra  allowance  for  long  ortho- 
pedic cases  extending  to  six  weeks,  with  $1.75  per 
day  fourth  week,  $1.50  per  day  fifth  week  and  $1.25 
per  day  sixth  week  for  such  days  as  medical  care  is 
rendered. 

A ten-month  waiting  period  is  required  for  ma- 
ternity care  in  the  home  or  hospital  for  which  an  in- 
demnity of  $50  is  allowed  regardless  of  subscriber’s 
income.  A limit  of  $25  is  allowed  for  emergency 
first  aid  in  communities  where  immediate  hospitali- 
zation is  not  available. 

Anesthesia  when  administered  by  a physician  is 
limited  to  $15,  when  not  covered  by  a Blue  Cross 
contract. 

Exclusions 

The  Plan  does  not  provide  coverage  for  acute 
alcoholism;  drug  addiction;  dentistry;  venereal 
diseases;  cosmetic  other  than  restorative  surgery; 
mental  or  nervous  disorders  after  diagnosis  for 
which  care  by  a psychiatrist  is  required;  tubercu- 
losis, after  diagnosis,  as  such;  cases  covered  by 
Workmen’s  Compensation  and  other  laws,  and  any 
condition,  disease  or  ailment  known  to  exist  on  the 
effective  date  of  the  contract. 

Participating  Physicians 

At  the  present  time  805  doctors  are  participating 
in  the  Plan  which  represents  approximately  100  per 
cent  of  all  practicing  doctors  in  1 he  operating  area. 

Upon  completion  of  medical  service  for  a member, 
the  doctor  submits  a claim  on  forms  provided  by 
NEMS.  The  Plan  pays  the  doctor  according  to  the 
specified  benefits  listed  in  the  schedule  of  medical 
and  surgical  expense  indemnities  in  the  fee  schedule 
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These  amounts  are  in  full  payment  for  services 
rendered  to  subscribers  whose  incomes  are  not  in 
excess  of  $2,000  for  an  individual,  $2,500  for  appli- 
cant and  spouse,  and  $3,500  for  applicant  and  mem- 
bers of  the  family  group. 

For  subscribers  whose  incomes  are  in  excess  of  the 
above  amounts,  the  doctor  may  charge  a fee  greater 
than  the  specified  benefits  listed  in  the  schedule  of 
fees  in  the  fee  schedule.  The  Plan  then  indemnifies 
the  doctor  according  to  the  schedule,  credits  the 
subscriber  with  that  amount  toward  his  total  bill, 


and  the  difference,  if  any,  is  payable  directly  to  the 
doctor  by  his  patient. 

Northeastern  New  York  Medical  Service  is  the 
doctor’s  plan  administered  by  -the  Associated  Hos- 
pital Service  of  Capital  District  in  the  interest  of 
economy.  However,  in  matters  dealing  with  claims 
that  require  special  consideration,  a Medical  Ad- 
visory Committee,  composed  of  members  of  the 
medical  profession,  decides  on  the  disposition  of 
these  claims  in  the  interest  of  the  doctor  and  sub- 
scriber. 


ANNOUNCEMENT 


The  Board  of  Medical  Examiners  of  the  State 
Education  Department  has  notified  the  - State 
Department  of  Health  of  action  taken  recently  by 
the  Board  of  Regents  with  respect  to  the  medical 
licenses  of  the  following  persons: 

Irving  Epstein,  59  East  54th  Street,  New  York 
City.  License  revoked,  effective  March  1,  1948. 

Roy  Terry  Haskell,  Akron,  Ohio.  License 
permitting  him  to  practice  medicine  in  the  State  of 
New  York  revoked,  effective  June  4,  1948. 

George  Francis  Herrity,  455  East  83rd  Street, 
New  York  City.  License  revoked,  effective  March 
12,  1948. 

Dwight  S.  Hinsdale,  Delanson.  License  revoked, 
effective  January  8,  1948. 

William  M.  Lindenfeld,  190  Claremont  Avenue, 
New  York  City.  License  revoked,  effective  Decem- 
ber 9,  1947. 

Frank  E.  Fink,  161  West  75th  Street,  New  York 
City.  License  suspended  for  a period  of  two  years 
from  April  30,  1948,  to  April  30,  1950. 

Morris  S.  Marks,  68  East  86th  Street  and  875 
Park  Avenue,  New  York  City.  License  suspended 
for  a period  of  one  year,  from  March  3,  1948,  to 
March  3,  1949. 

John  Hilbert  Obcrle,  1786  Bathgate  Avenue, 
Bronx.  License  suspended  for  a period  of  one 
year,  from  January  9,  1948,  to  January  9,  1949. 


Leo  J.  Palmer,  Watertown,  and  612  Hoffman 
Street,  Elmira.  License  suspended  for  a period  of 
two  years,  from  February  3,  1948,  to  February  3, 
1950. 

Leonard  R.  Smith,  157-11  Sanford  Avenue, 
Flushing.  License  suspended  for  a period  of  six 
months  from  March  2,  1948. 

Henry  Blum,  66  Park  Avenue,  New  York  City. 
License  revoked,  effective  March  2,  1948.  License 
restored,  effective  April  22,  1948. 

William  Q.  C.  Bole,  137  Cortland  Street,  Groton. 
To  be  censured  and  reprimanded,  effective  January 
11,  1948. 

Ladislav  Merei,  51-04  Skillman  Avenue,  Wood- 
side.  To  be  censured  and  reprimanded,  effective 
April  1,  1948. 

Irving  Pinsley,  53  West  Merrick  Road,  Freeport. 
To  be  censured  and  reprimanded. 

Frank  P.  Redmond,  24  Clove  Avenue,  Haver- 
straw.  To  be  censured  and  reprimanded,  effective 
June  4,  1948. 

George  Clifford  Rosenberg,  61  Plymouth  Road, 
Rockville  Center.  To  be  censured  and  reprimanded, 
effective  March  3,  1948. 

Joseph  Schwartz,  1336  Washington  Avenue, 
Bronx.  To  be  censured  and  reprimanded,  effective 
January  6,  1948. 


DEPARTMENT  OF  WORKMEN’S 
COMPENSATION 

Conducted  by  David  J.  Kaliski,  M.D.,  Director 


THE  Medical  Appeals  Unit  of  the  Industrial 
Council  of  the  State  Labor  Department,  in  a 
decision  affirming  the  action  of  the  Medical  Society 
of  the  County  of  Erie,  recommended  to  the  Chair- 
man of  the  Workmen’s  Compensation  Board  of  the 
State  Labor  Department  that  the  application  of  the 
American  Magnesium  Company  for  an  employer’s 
medical  license  be  denied.1 

The  appeal  to  the  Medical  Appeals  Unit  was  taken 
by  the  American  Magnesium  Company  following  re- 
fusal of  the  Medical  Society  of  the  County  of  Erie  to 
approve  its  application  for  a license.  The  point  at 


1 Erie  County  Medical  Bulletin,  January,  1948,  p.  16. 


issue  was  whether  a person  other  than  a duly  registered 
nurse  is  qualified  in  law  to  be  in  attendance  in  the 
medical  bureau  and  to  assist  the  bureau  physician. 

The  Medical  Appeals  Unit  in  a written  decision 
said:  “We  have  reviewed  the  record  and  after  due 
deliberation  affirm  the  Erie  County  Medical  Society 
on  the  ground  that  in  a medical  bureau  of  this  kind 
it  is  important  that  a registered  nurse  be  in  atten- 
dance at  all  times,  if  a physician  is  not  in  attendance 
at  all  hours.  We  recommend  to  the  Chairman  of  the 
Workmen’s  Compensation  Board  that  the  applica- 
tion of  the  American  Magnesium  Corporation  for  an 
employer’s  medical  bureau  be  denied  until  such  time 
as  this  requirement  is  met.” 


WORKMEN’S  COMPENSATION  BOARD  FEE  SCHEDULE 
The  Advisory  Committee  on  Revision  of  the  Fee  Schedule,  which  included  in  its  mem- 
bership Dr.  Nathan  B.  Van  Etten,  chairman,  as  well  as  Dr.  Walter  P.  Anderton,  has 
recommended  the  adoption  of  a new  schedule  which  has  been  accepted  by  Miss  Mary 
Donlon,  the  chairman  of  the  Workmen’s  Compensation  Board.  This  is  a comprehensive 
.document  which  will  be  available  for  distribution  shortly  after  August  1 at  25  cents  per 
copy.  Orders  may  be  sent  to  the  office  of  the  Board,  80  Center  Street,  New  York  City  13. 


EXAMINATION  FOR  REGULAR  CORPS 

A competitive  examination  for  appointment  in  the 
Regular  Corps  of  the  United  States  Public  Health 
Service  in  the  grade  of  assistant  surgeon  (first  lieu- 
tenant) and  senior  assistant  surgeon  (captain)  will 
be  held  in  October.  The  written  examination  will  be 
conducted  October  4,  5,  and  6,  at  places  convenient 
to  the  candidates.  The  oral  examination  will  be 
held  at  various  points  throughout  the  country. 

All  applicants  must  be  at  least  21  years  of  age  and 
citizens  of  the  United  States,  must  present  a diploma 
of  graduation  from  a recognized  medical  school  and 
satisfactorily  pass  a physical  examination  performed 
by  Public  Health  Service  officers. 

Physicians  beginning  internship  on  July  1,  1948, 
will  be  admitted  to  the  examination.  Successful 
candidates  will  be  placed  on  active  duty  in  the 
Regular  Corps  upon  completion  of  internship  on 
July  1,  1949. 

Applicants  for  the  grade  of  assistant  surgeon  must 
have  had  at  least  seven  years  of  educational  and  pro- 
fessional training  or  experience,  exclusive  of  high 


school.  Applicants  for  the  grade  of  senior  assistant 
surgeon  must  have  had  at  least  10  years  of  educa- 
tional and  professional  training  or  experience,  exclu- 
sive of  high  school. 

Entrance  pay  for  an  assistant  surgeon  with  de- 
pendents is  $5,01 1 a year  and  for  senior  assistant  sur- 
geon with  dependents  $5,551  a year.  This  includes 
the  additional  pay  of  $1,200  for  medical  officers,  as 
well  as  subsistence  and  rental  allowance.  Provisions 
are  made  for  promotions  at  regular  intervals  up  to 
and  including  the  grade  of  senior  surgeon  (lieutenant 
colonel)  and  for  selection  for  promotion  to  grade  of 
medical  director  (colonel)  at  $9,751  a year.  Retire- 
ment is  authorized  at  cither  completion  of  30  years’ 
service  or  at  the  age  of  04.  Full  medical  care,  in- 
cluding disability  retirement  at  three-fourths  pay,  is 
provided. 

Application  forms  may  be  obtained  from  Public 
Health  Service  Hospitals,  District  Offices,  or  by 
writing  to  the  Surgeon  General,  United  States  Public 
Health  Service,  Washington  25,  D.C. 
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Sarkis  H.  Abkarian,  M.D.,  eighty-five,  of  Pelham, 
died  on  June  24.  He  received  his  medical  degree 
from  New  York  University  Medical  School  in  1889 
and  practiced  in  New  York  City  and  Pelham  until 
his  retirement  about  ten  years  ago.  For  many 
years  Dr.  Abkarian  was  with  the  New  York  City 
Board  of  Health.  He  was  a former  president  of  the 
Armenian  Medical  Society. 

John  Aikman,  M.D.,  sixty-three,  died  at  his  home 
in  Rochester  on  July  13.  He  had  charge  of  the 
pediatric  section  at  Genesee  Hospital  and  was 
assistant  professor  of  pediatrics  at  the  University  of 
Rochester  School  of  Medicine.  Dr.  Aikman  was 
president  of  the  Rochester  Academy  of  Medicine  in 
1942  and  had  been  chairman  of  the  pediatrics  sec- 
tion of  the  American  Medical  Association  and  the 
New  York  State  Medical  Society.  Dr.  Aikman  was 
graduated  from  New  York  University  College  of 
Medicine  in  1908,  studied  at  Harvard  University, 
and  served  as  an  intern  at  Bellevue  Hospital,  New 
York  City. 

He  also  served  in  the  Medical  Corps  during  the 
first  World  War.  Recently,  the  Rochester  Academy 
of  Medicine  conferred  on  him  the  Albert  David 
Kaiser  Medal  for  long  and  distinguished  service 
in  the  field  of  pediatrics.  Dr.  Aikman  was  known  as 
a world  authority  on  the  subject  of  accidental  poi- 
soning of  children. 

J.  Wilford  Allen,  M.D.,  eighty-four,  of  Orchard 
Hill,  White  Plains,  died  on  July  17.  A graduate  of 
the  New  York  State  Homeopathic  Medical  College 
and  Flower  Hospital  in  1905,  Dr.  Allen  was  a former 
professor  of  materia  medica  at  the  Homeopathic 
Medical  College.  He  was  formerly  on  the  staffs  of 
the  Broad  Street  and  Hahnemann  Hospitals  in 
Philadelphia.  He  was  a member  of  the  American 
Institute  of  Homeopathy. 

William  Cornelius  Couch,  M.D.,  seventy-nine, 
died  on  July  5.  At  the  time  of  his  retirement  in  1937, 
he  had  practiced  medicine  in  Watertown  for  more 
than  thirty  years.  He  attended  the  University  of 
Buffalo  Medical  School  and  was  graduated  from 
Gross  Medical  College,  University  of  Colorado,  in 
1895.  Dr.  Couch  was  a member  of  the  Jefferson 
County  and  New  A’ork  State  Medical  Societies, 
and  the  American  Medical  Association. 

Clifford  Ferrins  Dowkontt,  M.D.,  fifty-four,  died 
on  July  15  at  his  home  in  New  York  City.  A plastic 
surgeon  for  thirty  years,  Dr.  Dowkontt  was  a mem- 
ber of  the  staff  of  the  Plastic  Surgery  Institute. 
He  was  graduated  from  Yale  Medical  School,  cum 
laude,  in  1919.  He  interned  at  St.  Luke’s  Hospital, 
New  York  City.  Dr.  Dowkontt  was  interested  in 
plastic  surgery,  specializing  in  breast  surgery.  He 
recently  completed  a book  on  the  subject  which  will 
be  published  in  September. 

Oswald  D.  Glasberg,  M.D.,  forty-nine,  New  York 
City,  died  on  July  15.  He  was  graduated  from  the 
University  of  Vienna  in  1926  and  came  to  America  in 
1942.  He  was  a member  of  the  New  York  County 
and  State  Medical  Societies  and  the*  Medical  Circle. 
He  was  associate  dermatologist  at  City  Hospital. 


Aquin  S.  Kelly,  M.D.,  of  New  York  City  and 
Lawrence,  Long  Island,  died  on  July  20  at  the  age  of 
seventy.  He  was  graduated  from  Columbia  Uni- 
versity, College  of  Physicians  and  Surgeons,  in  1900 
and  later  studied  ophthalmology  in  Vienna.  Dr. 
Kelly  became  adjunct  visiting  ophthalmologist  at 
St.  Vincent’s  Hospital  in  1906  and  later  chief  of  the 
ophthalmological  service  there.  He  was  an  hon- 
orary assistant  surgeon  in  ophthalmology  at*  New 
York  Eye  and  Ear  Infirmary  and  a consulting 
ophthalmologist  at  St.  Joseph’s  Hospital,  Far 
Rockaway,  Queens,  and  Meadowbrook  Hospital, 
Hempstead. 

A former  president  of  the  New  York  Ophthal- 
mological Society,  Dr.  Kelly  was  a fellow  of  the  New 
York  Academy  of  Medicine,  a member  of  the 
American  Medical  Association,  New  York  State  and 
County  Medical  Societies,  and  the  American 
Ophthalmological  Society.  He  was  a diplomate  of 
the  American  Board  of  Ophthalmology. 


Norman  J.  Lebhar,  M.D.,  of  New  York  City,  died 
on  July  25.  He  was  seventy  years  of  age.  After 
studying  at  the  University  of  London,  Dr.  Lebhar 
was  graduated  from  Columbia  University,  College  of 
Physicians  and  Surgeons,  in  1900.  He  practiced 
general  medicine  in  New  York  City  for  forty-eight 
years. 


George  Bolling  Lee,  M.D.,  seventy-five,  of  New 
York  City,  died  July  13.  Dr.  Lee  practiced  in  New 
York  City  for  forty-nine  years,  after  graduating 
from  Columbia  University,  College  of  Physicians 
and  Surgeons,  in  1896.  In  1898  he  served  as  captain 
and  contract  surgeon  with  the  United  States  Volun- 
teers. 

In  the  first  World  War  he  was  a captain  in 
the  Army  Medical  Officers  Reserve  Corps.  Dr. 
Lee  was  on  the  staffs  of  Woman’s  Hospital,  the  Hos- 
pital for  Joint  Diseases,  Bellevue  Hospital,  and  Poly- 
clinic Medical  School  and  Hospital,  where  he  had 
been  professor  of  gynecology  and  obstetrics.  A 
fellow  of  the  American  College  of  Surgeons,  Dr.  Lee 
was  a member  of  the  American  Medical  Association, 
the  Greater  New  York  Medical  Association,  the 
Academy  of  Medicine,  Bellevue  Hospital  Alumni 
Association,  and  the  New  York  State  and  County 
Medical  Societies. 


Samuel  McCullagh,  M.D.,  seventy-two,  died  on 
July  21  at  his  home  in  New  York  City.  An  ear, 
nose,  and  throat  specialist  in  New  York  City  since 
1903,  Dr.  McCullagh  was  graduated  from  the  Uni- 
versity of  Pennsylvania  Medical  School  in  1898.  In 
1916  he  was  a medical  officer  of  Squadron  A and 
served  with  it  at  the  Mexican  Border.  In  World 
War  I he  served  in  France  in  the  Army  Medical 
Corps  and  received  the  Distinguished  Service  Medal 
for  his  work. 

For  many  years  Dr.  McCullagh  was  associated 
with  the  Manhattan  Eye,  Ear,  and  Throat  Hospital 
and  was  also  professor  of  clinical  otology  at  the  New 
York  Polyclinic  Medical  School  and  Hospital.  He 
was  a former  president  of  the  New  York  Medico- 
Surgical  Society  and  of  the  New  York  Laryngological 
Society. 


1846 


August  15,  1948] 


NECROLOGY 


1847 


He  was  a member  of  the  American  Laryn- 
gological,  Rhinological  and  Otological  Society,  New 
York  Otological  Society,  New  York  Academy  of 
Medicine,  American  College  of  Surgeons,  American 
Medical  Association,  New  York  County  Medical 
Society,  and  New  York  State  Medical  Society. 

Arthur  Chalmers  Martin,  M.D.,  sixty-one,  of 
Hempstead,  died  on  July  28.  President  of  the 
Nassau  County  Cancer  Society,  Dr.  Martin  was  for 
many  years  head  gynecologist  at  the  Nassau  County 
Hospital,  Mineola.  He  was  a founder  of  the  cancer 
committee  in  1928  and  was  credited  with  establishing 
its  nursing  service,  the  first  of  its  kind  in  the  United 
States. 

He  organized  tumor  clinics  at  Meadowbrook 
and  in  Farmingdale,  and  was  a director  of  the 
Mother’s  Health  Clinic  in  Mineola.  Dr.  Martin 
was  consultant  on  obstetrics  and  gynecology  to  the 
North  Country  Community  Hospital,  Glen  Cove; 
the  Meadowbrook  Hospital,  Hempstead,  and  the 
Huntington  Hospital.  A former  president  of  the 
Medical  Society  of  the  County  of  Nassau,  the 
Nassau  Obstetrical  Society,  and  the  Nassau  Surgical 
Society. 

He  was  a fellow  of  the  American  College  of  Sur- 
geons and  a member  of  the  Brooklyn  Gyneco- 
logical Society,  the  American  Medical  Association, 
the  Medical  Strollers,  and  the  New  York  State 
Medical  Society.. 

Jamfes  Alexander  Miller,  M.D.,  seventy-four,  of 
New  York  City  and  East  Lyme,  Connecticut,  died 
on  July  29.  A former  president  of  the  New  York 
Academy  of  Medicine  and  the  American  College  of 
Surgeons,  Dr.  Miller  was  graduated  from  Columbia 
University,  College  of  Physicians  and  Surgeons,  in 
1899. 

In  World  War  I he  served  in  the  American 
Red  Cross  in  France  and  for  two  years  as  medical 
director  of  the  Rockefeller  Tuberculosis  Commission 
in  France.  He  was  awarded  the  French  Legion  of 
Honor  in  1919.  From  1913  to  1945  Dr.  Miller  was 
professor  of  clinical  medicine  at  the  College  of 
Physicians  and  Surgeons.  He  was  also  consulting 
physician  in  tuberculosis  at  Bellevue  Hospital  and 
Woman’s  Hospital  and  consulting  physician  and 
president  of  Sprain  Ridge  Hospital,  Yonkers.  Dr. 
Miller  was  a member  of  the  Association  of  American 
Physicians,  the  American  Association  of  Thoracic 
Surgery,  the  American  Clinical  and  Climatological 


Association,  the  New  York  State  and  County 
Medical  Societies,  and  the  American  Medical 
Association. 

Irving  I.  Shellin,  M.D.,  New  York  City,  died  on 
December  26,  1947.  He  was  graduated  from  the 
University  of  Moscow  Medical  School  in  1914  and 
Long  Island  College  Hospital  in  1922.  Dr.  Shellin 
was  a member  of  the  Bronx  County  and  New  York 
State  Medical  Societies,  and  the  American  Medical 
Association.  He  .was  sixty  years  of  age. 

William  Carl  Treder,  M.D.,  of  Schenectady  and 
Scotia,  died  on  July  20  at  the  age  of  sixty-eight.  He 
received  his  medical  degree  from  Albany  Medical 
College  in  1907  and  taught  bacteriology  and  pa- 
thology at  Syracuse  University  in  1908.  Dr.  Treder 
was  Glenville  health  officer  from  1913  until  1937, 
when  he  became  Schenectady  health  commissioner. 
From  1921  to  1937  he  was  Schenectady  County 
coroner. 

Dr.  Treder  was  formerly  president  of  the 
Schenectady  County  Medical  Society  and  chairman 
of  the  Venereal  Control  Board.  He  was  a member 
of  the  New  York  State  Medical  Society,  the  Ameri- 
can Medical  Association,  the  American  School  Physi- 
cians Association,  and  the  American  Public  Health 
Association, 

Albert  Leopold  Wahl,  M.D.,  of  Mount  Vision  and 
Oneonta,  died  on  July  1.  He  was  forty-one  years 
of  age.  Dr.  Wahl  received  his  medical  degree  Rom 
McGill  University,  Montreal,  in  1935.  During 
World  War  II  he  served  in  the  Medical  Corps  of  the 
Army  Air  Corps.  Dr.  Wahl  was  on  the  staff  of  Fox 
Memorial  Hospital,  Oneonta.  He  was  a member  of 
the  Otsego  County  and  New  York  State  Medical 
Societies,  the  Montreal  Medico-Chirurgical  Society, 
the  Pan-American  Ophthalmological  Association, 
and  the  Association  of  Military  Surgeons  of  the 
United  States. 

Alfred  Wiener,  M.D.,  died  July  21  at  his  home  in 
New  York  City.  He  was  eighty-two  years  of  age. 
In  1889  Dr.  Wiener  was  graduated  from  Columbia 
University,  College  of  Physicians  and  Surgeons. 
He  was  on  the  staffs  of  St.  Luke’s  and  Montefiore 
Hospitals,  New  York  City.  Dr.  Wiener  was  a 
member  of  the  Academy  of  Medicine,  the  American 
Academy  of  Ophthalmology  and  Otolaryngology, 
and  the  New  York  State  and  County  Medical 
Societies. 


DOCTORS  OUT  MAKING  CALLS  ARE  PAGED  BY  RADIO 


Paging  doctors  away  from  their  offices  will  be  the 
job  of  a special  radio  station  to  be  erected  in  New 
York.  Telanserphone,  Inc.,  has  now  been  granted  a 
construction  permit  by  the  Federal  Communications 
Commission  to  test  the  feasibility  of  the  plan. 

The  station  will  provide  only  one-way  transmis- 
sion. It  will  serve  the  immediate  New  York  area. 
Each  doctor  enrolled  for  the  service  will  carry  a small 
portable  receiver.  Each  will  be  assigned  an  indi- 


vidual code  number.  This  will  be  repeated  on  the 
air  at  intervals  until  the  doctor  reports  to  the  station 
by  telephone. 

The  theory  behind  the  plan  is  that  by  it  any  indi- 
vidual doctor  when  out  making  calls  may  be  located 
more  easily  than  by  the  present  procedure  in  which 
he  is  located  by  telephone,  where  frequently  many 
calls  must  be  made. — Science  News  Letter,  .full/  10, 
1948 


HOSPITAL  NEWS 


Postgraduate  Course  in  Orthopedic  Surgery 


A COURSE  for  physicians  seeking  postgraduate 
work  in  orthopedic  surgery  will  be  given  in  the 
fall  at  the  Hpspital  for  Joint  Diseases,  New  York 
City,  according  to  an  announcement  made  by 
Frederick  Brown,  president  of  the  board,  and  Dr. 
J.  J.  Golub,  executive  director  of  that  hospital. 

The  course,  being  offered  in  affiliation  with 
Columbia  University,  will  consist  of  11  morning  and 
1 1 afternoon  sessions  held  on  consecutive  Thursdays 
beginning  October  7,  1948,  and  ending  December 
25,  1948. 

The  curricula  will  include  a series  of  lectures,  case 


demonstrations,  and  conferences  on  the  clinical,  diag- 
nostic, therapeutic,  pathologic,  bacteriologic,  chemi- 
cal, and  radiologic  aspects  of  skeletal  disease,  so 
integrated  as  to  present  a general  review  of  the 
modern  concept  of  the  more  important  orthopedic 
diseases. 

Ther<j  also  will  be  opportunity  for  clinical  ex- 
amination of  patients. 

Applications  for  registration  should  be  made  to 
the  office  of  the  assistant  dean,  graduate  medicine, 
Columbia  University,  College  of  Physicians  and 
Surgeons. 


Roosevelt  Hospital  Shows  Disaster  Unit  in  Action 


ROOSEVELT  Hospital,  New  York  City,  poured 
its  manpower  and  medical  resources  into  the 
first  portrayal  of  its  newly-organized,  peacetime 
disaster  unit  on  July  27. 

Set  up  to  cope  with  civilian  catastrophes,  the 
disaster  section,  said  to  be  the  only  one  exis-' 
tent  in  a non-city-operated  hospital,  put  on  a 
full-dress  rehearsal. 

Dr.  Condict  W.  Cutler,  head  of  the  disaster  unit 
and  a surgeon,  pointed  out  that  the  hospital’s  fifty 
residential  doctors  and  141  graduate  and  student 
nurses  were  now  ready  to  join  the  pool  of  city- 
hospital  disaster  units. 

Dr.  Cutler  observed  that  every  agency  of  the 


hospital  was  mobilized.  A dozen  nurses  stood  by  in 
the  receiving  room.  Litter  bearers,  ordinarily 
orderlies,  were  ready  for  the  trip  from  the  accident 
ward. 

Dr.  Joe  Clemmins,  hospital  director,  remarked 
that  the  wartime  disaster  unit  has  been  revived 
because  the  area  is  “a  singularly*  vulnerable  com- 
munity.” He  cited  the  possibility  of  bus  crashes, 
highway  accidents,  and  building  collapses.  All 
neighborhood  four-alarm  fires  will  find  a Roosevelt 
Hospital  disaster  team  at  the  scene.  The  hospital 
is  ready,  he  said,  and  to  prove  it  15-page  printed 
instruction  sheets,  detailing  every  move  of  the  unit 
and  its  personnel,  were  distributed. 


New  Bread  Formula  Developed  by  Department  of  Mental  Hygiene  for  Use  in 

State  Hospitals 


ANEW  bread  formula,  adding  considerable 
nutritive  value  to  the  flavorful  loaf  now  pro- 
duced, has  been  developed  by  the  New  York  State 
Department  of  Mental  Hygiene  for  use  in  their 
institutions,  Commissioner  Frederick  MacCurdv 
has  announced.  The  new  formula,  which  includes  6 
per  cent  full-fat  soy  flour  and  8 per  cent  fat-free  dry 
milk  solids,  in  addition  to  standard  enriched  white 
flour  is  an  outgrowth  of  the  long-range  program  for 
improvement  of  food  in  State  mental  hospitals  and 
schools.  Research  studies  were  initiated  by  the  de- 
partment three  years  ago  with  the  appointment  of  an 
expert  in  dietetics  and  institutional  feeding  as 
director  of  nutrition  services  for  all  of  the  mental  in- 
stitutions. 

With  the  cooperation  of  a leading  flour  milling 
company,  Cornell  University’s  department  of  nu- 
trition, and  the  American  Dry  Milk  Institute,  ex- 
periments were  conducted  by  the  food  service  de- 
partment to  devise  improved  recipes  for  enriched 
white  bread  that  would  increase  the  protein,  vita- 
min, and  mineral  content  of  the  daily  diet.  The 
State  institutions,  all  of  which  bake  their  own  bread, 
were  instructed  to  use  dry  skim  milk  and  soy  flour  in 
the  bread  formulas  they  were  developing  for  their 
own  use.  Varying  amounts  were  used  by  the  in- 
stitution food  managers,  who  reported  to  the  central 
office  on  the  degree  of  success  they  achieved.  The 


standard  formula  finally  arrived  at  was  tested  in  two 
selected  institutions,  one  with  rather  old-fashioned 
bakery  equipment  and  the  other  having  a modern 
baking  plant  with  new  machinery.  Under  both  con- 
ditions the  results  were  eminently  satisfactory,  Dr. 
MacCurdy  indicated. 

“The  chief  objective  in  introducing  an  improved 
bread  in  State  hospitals  and  schools,”  the  commis- 
sioner said,  “is  to  provide  in  a simple,  practical,  in- 
expensive way  additional  amounts  of  certain  food 
elements  in  which  the  ordinary  diet  is  frequently  de- 
ficient. The  elements  involved,  found  in  such  ex- 
pensive foods  as  meat,  milk  and  butter,  would  have 
required  a prohibitive  increase  in  the  cost  of  the 
dietary  if  added  in  any  other  way.” 

“New  York  State  has  taken  the  lead,”  Dr.  Mc- 
Curdy declared,  “in  producing  a bread  that  not  only 
adds  needed  food  elements  to  the  daily  diet,  but  is 
more  palatable  and  has  better  keeping  qualities  than 
the  average  high-grade  loaf.  This  significant  con- 
tribution to  the  general  health  and  well-being  of  the 
patients  in  our  mental  hygiene  institutions  has  been 
achieved  at  no  increase  in  cost — in  some  instances  at 
a slight  saving.  The  formula  has  been  made  avail- 
able to  the  institutions  of  other  State  departments 
and  to  the  baking  industry.  It  is  hoped  that  its  full 
benefits  in  dietary  enrichment  will  eventually  be 
passed  on  to  the  general  public.” 
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Queens  Hospital  Beds  and  Premature  Baby  Centers  Considered  Urgent  Needs 


THE  Hospital  Council  of  Greater  New  York,  as 
the  official  agency  for  the  State  Hospital  Plan 
for  New  York  City,  announced  in  its  Bulletin  that 
it  considers  general  care  hospital  beds  for  the 
Borough  of  Queens  and  facilities  for  the  care  of  pre- 
mature infants  in  New  York  City  as  urgent  needs. 

It  was  pointed  out  that  under  the  Federal  Hospital 
Survey  and  Construction  Act  (Public  Law  725)  one 
third  of  the  cost  of  construction  and  equipment  of 
approved  projects  would  be  provided  by  Federal 
funds.  Two  thirds  of  the  cost  must  be  met  by  the 
sponsoring  groups — either  voluntary  or  municipal 
hospitals. 

Stressing  the  need  for  general  hospitals  in  Queens, 
the  Hospital  Council  emphasized  that  “the  total 
number  of  additional  beds  required  is  the  largest  for 
any  of  the  five  boroughs.  New  York  City,  when 
considered  as  one  area,  has  65  per  cent  of  the  esti- 
mated total  number  of  beds  needed.  For  that 
reason  its  rating  in  comparison  to  the  upstate 
regions  is  ‘D’  in  order  of  priority. 

“However,  for  practical  purposes,”  the  Council 
stated,  “New  York  City  will  not  be  considered  as 
one  entity.  The  degree  of  need  met  varies  among 
the  different  boroughs,  and  for  that  reason  con- 
sideration will  be  given  to  the  borough  in  greatest 
need  of  hospital  beds.” 

The  Council’s  Master  Plan  for  Hospitals  and 
Related  Facilities  recommended  that  4,647  general 
care  beds  should  be  located  in  Queens.  Although 
there  are  located  at  present  2,599  beds  of  that  type 
in  Queens,  only  1,771  are  considered  suitable  for 
long'-range  planning. 

This  indicates  that  the  borough  requires  2,876 
additional  general  care  beds  (4,647  minus  1,771 
existing  suitable).  “On  the  basis  of  percentage  of 
‘need  met’  (basis  used  by  the  Commission), 
Queens  has  only  38  per  cent  of  the  general  care 
beds  needed.”  A special  committee  has  been  ap- 


pointed by  the  Council  to  guide  and  assist  poten- 
tial sponsors  in  Queens. 

• Pointing  out  the  lack  of  adequate  facilities  for  the 
care  of  premature  infants  the  Council  stated  that 
“especially  trained  personnel  is  not  available  except 
in  centers  where  the  number  of  babies  cared  for  is 
large  enough  to  warrant  the  establishment  of  sepa- 
rate services.” 

“The  number  of  premature  births  in  New  York 
City,”  the  Bulletin  said,  “totalled  10,244  in  1945 
and  12,644  in  1946.  In  1947  it  teached  a total  of 
13,782.”  The  Council  emphasized  that  “this  in- 
crease has  not  been  due  to  a rise  in  the  incidence 
of  prematurity,  but  is  the  result  of  the  increase  in 
the  total  number  of  live  births  during  the  past  two 
years.” 

“The  mortality  among  these  infants  is  naturally 
proportional  to  the  weight  at  birth,”  the  Bulletin 
said.  “The  greatest  results  may  be  expected  in  the 
care  of  infants  weighing  between  1,500  and  2,000 
Gm.,  a group  in  which  the  mortality  is  still  18  per 
cent,  although  it  has  been  greatly  reduced  in  the 
past  few  years.”  It  was  pointed  out  that  “infants 
weighing  1,500  Gm.  and  more  constitute  almost  90 
per  cent  of  the  total  number  of  prematures.” 

The  Council  said  that,  “it  cannot  be  expected 
that  all  hospitals  will  be  able  to  care'  adequately  for 
them.  The  Department  of  Health  in  New  York 
City  has  developed  a program  which  would  provide 
for  the  care  of  premature  infants  weighing  less  than 
2,000  Gm.  in  approximately  sixteen  centers  through- 
out the  city.”  It  was  brought  out  that  “under  this 
program  these  infants  would  be  transferred  to  the 
centers.” 

The  Hospital  Council  explained  that  this  program 
conforms  to  the  general  principles  of  the  Master 
Plan  for  Hospitals  and  Related  Facilities,  which 
recommends  that  services  which  are  required  in  a 
lesser  degree  should  not  be  provided  in  all  hospitals. 


3,035  Army  Hospital  Beds  Set  Aside  for  Veterans 


A TOTAL  of  3,035  beds  in  Army  hospitals 
/V.  throughout  the  United  States  have  been 
allocated  for  treatment  of  veterans,  Major  General 
Raymond  W.  Bliss,  Surgeon  General  of  the  Army, 
has  announced.  The  allocations  were  made  at  the 
request  of  the  Veterans  Administration. 

Beds  allotted  for  veterans  may  be  used  partly  for 
treatment  of  chronic  disabilities,  with  325  set  aside 
specifically  for  tuberculosis  cases  at  Fitzsimons 
General  Hospital  in  Denver. 

None  of  the  hospital  beds  allocated  will  be 
used  for  patients  who  could  be  treated  in  domi- 
ciles. 

The  list  of  hospitals  where  veterans  will  be  as- 
signed beds:  Army  and  Navy  General,  Hot  Springs, 


Arkansas,  175  beds  allocated;  Brooke  General,  San 
Antonio,  400;  Fitzsimons  General,  Denver,  700; 
Letterman  General,  San  Francisco,  175;  Madigan 
General,  Tacoma,  Washington,  350;  McCormack 
General,  Pasadena,  100;  Oliver  General,  Augusta, 
Georgia,  125;  Percy  Jones  General,  Battle  Creek, 
Michigan,  200;  Tilton  General,  Wrightstown,  New 
Jersey,  275;  Valley  Forge  General,  Phoenixville, 
Pennsylvania,  175;  Walter  Reed  General,  Wash- 
ington, D.C.,  50;  William  Beaumont  General, 
El  Paso,  Texas,  150;  FortBenningStation,  Columbus, 
Georgia,  50;  Fort  Belvoir  Station,  Accotink,  Vir- 
ginia, 35;  Fort  Bragg  Station,  Fayetteville,  North 
Carolina,  50;  and  Spokane  Air  Force  Base  Station, 
Spokane,  Washington,  25. 


Greater  New  York  Nursing  Schools  Report  Increased  Enrollments 


A SURVEY  by  the  Greater  New  York  Hospital 
Association  has  revealed  that  the  recruitment 
campaign  of  the  Citizens’  Committee  on  Hospital 
Careers  has  stimulated  student  enrollment  in  the 
city’s  nursing  schools. 

Prospects  for  September,  1948,  classes  surpass 
those  of  1947  in  32  of  the  37  registered  and  five  of 
the  nine  practical  nursing  schools  in  the  city.  Five 
registered  and  four  practical  nursing  schools  report 
that  prospects  for  September  classes  are  the  same 
as  last  year. 


Miss  Helen  Hayes,  chairman,  and  Anson  C. 
Lowitz,  vice-chairman,  have  headed  the  local  drive 
in  collaboration  With  the  national  campaign  of  the 
American  Hospital  Association  and  the  Advertising 
Council  to  recruit  50,000  nurses. 

A complete  list  of  the  registered  and  practical 
nursing  schools  in  New  York  can  be  obtained  from 
the  Greater  New  York  Hospital  Association,  72  Wall 
Street,  New  York  City  5. 

High  school  education  is  not  required  for  the  one- 
year  pract  ical  nurse  courses. 
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Formal  opening  of  the  new  81,500,000  wing  of  St. 
Peter’s  Hospital,  Albany,  will  take  place  sometime 
after  Labor  Day,  Sister  Mary  Esther,  hospital  ad- 
ministrator, has  announced.  The  ten-story  ad- 
dition is  to  be  well  equipped  with  stainless  steel 
equipment. 


Madison  County  is  to  have  a laboratory,  in- 
stalled and  maintained  by  the  county,  at  Lenox 
Memorial  Hospital,  Canastota,  according  to  a recent 
announcement. 


Plans  are  underway  for  the  enlargement  of  the  28- 
year-old  Dansville  Hospital  to  60  beds,  with  modern 
equipment  which  will  make  it  a great  medical  asset  to 
the  Genessee  Valley. 


Albany  County  has  been  asked  by  the  County 
Tuberculosis  Association  to  establish  a county 
health  department  and  a 250-bed  tuberculosis  hos- 
pital. The  proposals  are  part  of  a report  of  a long- 
term planning  committee  of  the  association.  With 
eradication  of  tuberculosis  and  general  improvement 
of  health  as  the  objectives,  the  committee  suggests 
that  the  proposed  health  department  setup  include: 

Diagnostic  chest  and  treatment  clinics;  continu- 
ance of  free  chest  x-ray  examinations  on  a more  ex- 
tensive scale  than  currently  used ; establishment  and 
maintenance  of  a centralized  tuberculosis  case 
register;  a county-wide  public  health  nursing  service 
with  one  nurse  for  each  5,000  population;  and 
adequate  laboratory  facilities  for  public  health  re- 
quirements. 

With  clinical  and  other  services  taken  over  by  the 
Health  Department,  the  tuberculosis  association 
would  expand  its  health  education  program  as  its 
major  function  in  control  of  tuberculosis. 


Formal  ground-breaking  ceremonies  were  held  in 
July  for  the  new  $400,000  service  building  at  Mt. 
St.  Mary’s  Hospital,  Niagara  Falls.  The  building 
will  house  two  new  boilers,  a refrigeration  plant, 
laundry,  and  incinerator. 


• More  than  1,500  printed  questionnaires,  prepared 
by  the  community  relations  committee  of  the  Placid 
Memorial  Hospital  fund,  have  been  mailed  to  resi- 
dents of  Lake  Placid,  Keene,  Keene  Valley,  Wil- 
mington, Jay,  Upper  Jay,  and  the  surrounding  area. 

Mrs.  Raymond  C.  Prime,  chairman  of  the  com- 
mittee, in  announcing  the  poll  to  seek  popular 
opinion,  said  that  response  to  the  survey  is  expected 
to  disclose  not  only  what  people  know  and  think 
about  the  need  for  adequate,  modern  hospital 
facilities,  “but  will  also  be  of  great  value  in  deter- 
mining what  steps  to  take  to  supply  our  area  with  the 
type  of  hospital  service  our  people  expect.” 


Plans  for  the  construction  of  a 40  by  106  foot  Quon- 
set  building  to  relieve  present  overcrowded  con- 
ditions at  the  Potsdam  Hospital  have  been  approved 
by  the  State  Board  of  Social  Welfare  in  Albany,  it 
has  been  announced  by  the  hospital’s  board  of 


trustees.  The  State  board  is  not  setting  up  a rule 
of  permitting  Quonset  buildings  for  hospital  use  in 
general  but  authorized  the  local  structure  due  to  the 
emergency  which  now  exists  at  Potsdam  Hospital. 

The  present  hospital  building  has  a capacity  of  69 
beds,  26  bassinetts,  and  seven  children’s  cribs.  At  a 
peak  time  last  year  the  hospital  population  reached 
108  patients  and  required  utilization  of  hallways.  A 
total  of  3,069  patients  was  treated  last  year  with  an 
average  of  88.8  per  day. 


A cancer  detection  clinic  has  been  organized  by 
the  medical  staff  of  Geneva  General  Hospital.  It  is 
held  at  the  hospital  each  Tuesday  morning  at  10:00 

A.M. 

The  clinic  is  staffed  by  four  surgeons : Drs.  Martin 
Covne,  Robert  E.  Doran,  Joseph  A.  Gindling,  and 
Philip  W.  Skinner.  These  surgeons  have  the  aid  of 
consultants:  Drs.  Kenneth  Fairfax,  Henry  B.  Ab- 
bott, Bernard  Putney,  Albert  M.  Crance,  William 
E.  Achilles,  and  Gustav  Selbach.  The  clinic  has  the 
approval  of  the  Ontario  County  Medical  Society,  the 
American  Cancer  Society,  and  the  New  York  State 
Department  of  Health. 

The  clinic  is  operating  on  an  appointment  and 
referral  basis  only  to  the  end  that  only  those  patients 
referred  by  a physician  are  taken.  All  reports  and 
recommendations  are  sent  to  the  patient’s  physician 
and  are  not  sent  to  the  patient.  No  treatment  is 
given  at  the  clinic. 


The  Franklin  Delano  Roosevelt  Veterans  Hos- 
pital, now  being  built  in  Crugers  Park,  south  of 
Peekskill,  is  now  35  per  cent  complete,  according  to 
a recent  announcement  from  the  Corps  of  Engineers, 
New  York  District.  The  project  consists  of  81 
buildings  ranging  in  height  from  one  to  four  stories. 

Of  the  13  hospital  buildings,  there  will  be  five  con- 
tinued treatment  buildings,  a tuberculosis-neuropsy- 
chiatric building,  two  for  the  infirm,  two  buildings 
for  acute  cases  and  one  for  semiacute  cases,  a build- 
ing for  women  patients,  and  the  main  clinical  build- 
ing. The  surgical  suite,  dental  clinic,  x-ray  clinic, 
laboratories,  pharmacy,  and  general  administrative 
offices  will  be  located  in  the  main  clinical  building. 

All  hospital  buildings,  including  the  kitchen  and 
mess  building,  will  be  connected  by  closed  corridors 
so  that  the  patient,  should  he  so  choose,  need  never 
go  out  of  doors.  The  kitchen  and  mess  building  will 
having  a seating  capacity  for  1,200  people,  of  which 
1,008  seats  will  be  for  patients,  144  seats  Tor  at- 
tendants, and  48  seats  for  staff. 

Special  attention  will  be  given  to  recreation,  en- 
tertainment, and  occupational  therapy  work.  There 
will  be  a large  gymnasium  building  which  will  include 
a swimming  pool.  The  recreation  building  will 
feature  bowling  alleys,  canteen,  library,  billiard 
room,  and  music  studios. 


Wyoming  County  Community  Hospital  is  the  first 
Western  New  York  hospital  to  enter  a comprehen- 
sive regional  hospital  plan,  designed  to  improve  the 
general  level  of  medical  care  throughout  Western 
New  York  which  has  been  developed  through  the 
postgraduate  department  of  the  University  of 
Buffalo  Medical  School. 
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The  plan  extends  the  facilities  of  the  Medical 
School  to  practicing  physicians  and  allied  medical 
personnel  through  the  area  and  brings  teaching 
programs — and,  in  some  instances,  interns — to 
qualifying  hospitals  in  the  smaller  communities. 

Each  hospital  which  becomes  a part  of  the  plan 
will  enter  into  affiliation  with  the  Medical  School  and 
with  one  or  more  of  the  teaching  hospitals  now 
associated  with  the  Medical  School — The  Buffalo 
General,  Meyer  Memorial,  Millard  Filmore,  and 
Children’s  Hospitals. 


A symposium  on  obstetrics  was  held  at  the  May 
meeting  of  the  medical  staff  of  Ossining  Hospital, 
Speakers  were  Drs.  Spencer  Myers,  A.  S.  D’Eloia, 


Aurelius  C.  Semisa,  Harold  W.  Kipp,  Joseph  J. 
Arminio,  George  Vogel,  and  Alfred  Blazer.  Dis- 
cussors  of  the  symposium  were  Drs.  Robert  W. 
Helm,  J.  F.  Schafmeister,  John  W.  Reilly,  Edwin  H. 
Huntington,  Charles  L.  Brieant,  Charles  C.  Sweet, 
R.  J.  Wren,  M.  S.  Rednick,  B.  I.  Kaplan,  Leon 
Kienholz,  and  Bernard  Glueck. 


From  July  1, 1947  to  June30, 1948,940  patientswere 
admitted  to  Mercy  General  Hospital,  Tupper  Lake, 
for  treatment.  In  addition  133  ambulatory  patients 
received  treatment  in  the  emergency  operating  room, 
laboratory,  and  x-ray  department,  making  a grand 
total  of  1,073  patients  cared  for  at  the  hospital  during 
the  year. 


PERSONALITIES 


Honored 

To  Dr.  James  A.  Brussel,  assistant  director  of 
Willard  State  Hospital,  first  and  second  prizes  in  the 
1948  national  contest  of  the  American  Physician’s 
Literary  Guild,  for  a satirical  opera,  “Dr.  Faust  of 
Flatbush,”  and  a short  story,  “Cafe  au  Lait.”  Dr. 
Brussel  has  captured  first  and  second  prizes  every 
year  since  the  contest  started  three  years  ago. 

Appointed 

Dr.  Ralph  Horton,  superintendent  of  Homer  Folks 
District  State  Tuberculosis  Hospital,  Oneonta,  since 
1934,  as  general  director  of  Tuberculosis  Hospitals 
in  the  State  Health  Department’s  Division  of 
Tuberculosis,  Albany... To  the  New  York  State 
Board  of  Nurse  Examiners  for  a five-year  term, 
Mrs.  Cecelia  T.  Abrahamer,  principal  of  the  Willard 
State  Hospital  School  of  Nursing. 

Dr.  Joseph  Earl  Snyder,  former  assistant  director 
of  Graduate  Hospital  of  the  University  of  Pennsyl- 
vania, as  director  of  Vanderbilt  Clinic  and  ad- 
ministrative assistant  in  charge  of  professional 


services  to  patients,  Columbia-Presbyterian  Medical 
Center,  New  York  City. 

As  assistant  resident  physicians,  St.  Joseph’s  Hos- 
pital, Yonkers,  Dr.  Basil  Harris,  Jr.,  New  York  City 
and  Rye;  Dr.  Frank  H.  Healy,  San  Bernardino, 
California;  Dr.  William  S.  Hannan,  Andover, 
Massachusetts,  and  Dr.  Warren  H.  Knauer,  Eliza- 
beth, New  Jersey.  All  four  doctors  were  formerly 
at  St.  Vincent’s  Hospital,  New  York  City. 

Elected 

Dr.  Earl  C.  Wagner,  Tupper  Lake,  as  president  of 
the  medical  staff  of  Mercy  General  Hospital,  Tupper 
Lake,  succeeding  Dr.  Morrison  J.  Hosley,  Long 
Lake.  As  vice-president  of  the  Mercy  General 
Hospital  staff,  Dr.  Roy  W.  Bury,  Faust,  and  as 
secretary-treasurer,  Dr.  Arthur  Hershman,  Brook- 
lyn... Dr.  Emanuel  Freund,  for  12  years  a prac- 
ticing physician  in  Haverstraw,  as  president  of  the 
medical  staff  of  the  Good  Samaritan  Hospital, 
Suffern. 


HORMONE.  VITAMIN  USEFUL  IN  COMBATING  LIN  ER  ILLS 


Use  of  synthetic  male  sex  hormone  for  treatment 
of  chronic  liver  disease  was  announced  by  an  eight- 
man  research  team  of  the  University  of  California 
Medical  School  and  the  U.S.  Naval  Hospital,  Oak- 
land, California,  at  the  meeting  in  Chicago  of  the 
American  Medical  Association. 

The  treatment  is  aimed  at  helping  patients  with 
damaged  livers  build  up  body  proteins  from  the 
meat  and  other  protein  foods  they  eat.  In  cirrhosis 
and  other  forms  of  liver  damage  the  body  may  fail  to 
build  protein.  Giving  one  of  the  protein  building- 
blocks,  an  amino  acid  called  methionine,  helps  some 
patients. 

But  others  are  not  helped  even  by  this.  In  such 
cases,  the  Navy-California  scientists  advise  trying 
doses  of  male  hormone. 

Scientists  reporting  this  research  are  Drs.  L.  W. 
Kinsell,  G.  D.  Michaels,  H.  A.  Harper,  Sheldon 


Margen,  W.  E.  Larsen,  A.  V.  Holmes,  D.  B.  Mc- 
Callie,  and  E.  F.  Evans. 

A vitamin  test  for  early  detection  of  liver  disease 
was  reported  by  Drs.  Shepard  Shapiro  and  Murray 
Weiner  of  New  York  and  Dr.  Paul  Unger  of  Miami. 

Liver  disease  is  definitely  increasing  in  this  coun- 
try, Dr.  Shapiro  said.  Many  contracted  jaundice 
while  in  military  service,  and  a notable  increase  in 
alcoholism  has  also  played  an  important  part  in  the 
rising  rate  of  cirrhosis  of  the  liver. 

In  their  test  for  liver  disease,  they  inject  vitamin 
K,  sometimes  called  the  anti-bleeding  vitamin, 
through  the  veins  to  the  liver.  If  the  liver  is 
healthy,  it  uses  the  vitamin  normally  and  completely 
as  shown  by  its  production  of  the  blood-clotting  sub- 
stance, prothrombin.  The  diseased  liver,  however, 
utilizes  the  vitamin  only  partially  and  with  con- 
siderable delay. — Science  News  Letter,  July  S,  19J,S 
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Baruch  Fund  Sees  Gains  for  Disabled 


THE  Baruch  Committee  on  Physical  Medicine,  in 
its  annual  report  announced  that  it  had  achieved 
three  major  objectives — increased  the  number  of 
physicians  trained  to  teach  and  use  physical  medi- 
cine, provided  for  more  extensive  research  in  physi- 
cal medicine,  and  helped  insure  the  proper  use  of 
physical  medicine  in  rehabilitation  and  preparedness 
programs. 

The  committee  was  formed  in  1944  by  Bernard 
M.  Baruch  in  memory  of  his  father,  Dr.  Simon 
Baruch,  a pioneer  in  physical  medicine  and  a leading 
American  exponent  of  hydrotherapy. 

The  report  was  issued  by  Dr.  Frank  H.  Krusen, 
director  of  physical  medicine  at  the  Mayo  Founda- 
tion, Rochester,  Minnesota. 

“Although  the  full  effect  of  the  research  and 
training  of  physicians  will  not  be  felt  for  some  time,” 
Dr.  Krusen  said,  “there  have  been  immediate  effects 
in  the  rehabilitation  and  medical  care  of  thousands 
of  disabled  veterans  and  even  more  disabled  civilians. 

“Many  disabled  veterans  are  today  living  self- 
sufficient,  independent  lives  in  their  own  communi- 


ties because  of  the  increased  emphasis  given  physical 
medicine  and  rehabilitation  by  the  military  services 
and  the  Veterans  Administration,  an  emphasis 
which  would  not  have  been  possible  without  the 
research  and  training  of  physicians  provided  for  by 
the  Baruch  Committee. 

“Through  the  committee  such  opportunities  are 
gradually  being  brought  also  to  the  far  greater  num- 
ber of  civilian  casualties  of  peace.” 

The  report  said  that  of  an  original  allocation  of 
§1,250,000,  sums  totaling  §900,000  were  given  to 
Columbia  University,  New  York  University,  and  the 
Medical  College  of  Virginia  to  establish  three  centers 
/or  physical  medicine  and  rehabilitation.  These 
centers,  it  was  predicted,  would  serve  as  models  for 
medical  schools  and  hospitals  here  and  abroad. 

In  addition,  research  and  training  projects  are 
being  conducted  under  committee  grants  at  the 
Massachusetts  Institute  of  Technology,  Harvard, 
Marquette,  Washington,  and  George  Washington 
Universities  and  the  Universities  of  Minnesota, 
Illinois,  Southern  California,  and  Iowa. 


Fall  Postgraduate  Courses  by  American  College  of  Chest  Physicians 


THE  Council  on  Postgraduate  Medical  Education 
of  the  American  College  of  Chest  Physicians  is 
sponsoring  three  postgraduate  courses  in  the  latest 
developments  in  the  specialty  of  diseases  of  the  chest. 
Each  of  the  courses  will  be  of  one  week’s  duration 
and  is  open  to  all  physicians.  Tuition  fee  is  $50  for 
each  course,  and  registration  is  limited  to  50  physi- 
cians for  the  courses  being  presented  in  Chicago  and 
New  York  City.  Reservations  will  be  accepted  in 
the.  order  received. 

New  York  City,  November  8 through  12,  1948: 
First  annual  postgraduate  course  presenting  the 
newer  aspects  of  diseases  of  the  chest.  Course  to  be 
held  at  the  Hotel  New  Yorker,  New  York  City. 

San  Francisco,  California,  September  13  through 


17,  1948:  In  cooperation  with  the  University  of 
California  Medical  School  and  Stanford  University 
School  of  Medicine.  For  information  write  to  Stacy 
R.  Mettier,  M.D.,  head  of  postgraduate  instruction, 
Medical  Extension,  University  of  California,  San 
Francisco,  California. 

Chicago,  Illinois,  September  20  through  25,  1948: 
Third  annual  postgraduate  course  presenting  the  re- 
cent developments  in  all  aspects  of  diagnosis  and 
treatment  of  diseases  of  the  chest.  Course  to  be  held 
at  the  Hotel  Stevens,  Chicago. 

Applications  for  the  course  to  be  given  in  Chicago 
and  New  York  City  should  be  made  through  the 
Executive  Offices,  American  College  of  Chest  Physi- 
cians, 500  North  Dearborn  Street,  Chicago  10. 


New  York  City  Flealth  Department  Openings 


THE  New  York  City  Department  of  Health  has 
announced  the  availability  of  several  positions 
open  in  the  following  categories: 

1.  Pediatrician  (two  positions):  In-service  field 
orientation  for  nine  months  or  for  twelve  months. 
Probable  stipend  $350  per  month.  These  are  full- 
time positions  arid  designed  to  serve  as  an  excellent 
preparation  for  physicians  interested  in  exploring 
the  public  health  field  as  related  to  children’s  serv- 
ices. The  period  of  training  will  be  spent  in  observ- 
ing and  working  in  various  public  health  activities 
in  relation  to  children. 

The  basic  qualifications  for  these  positions  con- 
sists of  eligibility  for  the  examination  by  the  Ameri- 
can Board  of  Pediatrics.  These  openings  should  be 
of  particular  interest  to  a physician  who  is  just  fin- 
ishing a residency  in  pediatrics. 


2.  Phvsician-in-Training  (two  positions) : 
Formal  academic  training  in  a school  of  public 
health  leading  toward  a degree.  Full  tuition  and  a 
probable  stipend  of  $350  per  month  for  the  eight- 
month  school  year  will  be  paid. 

Applicants  for  these  training  positions  are  required 
to  have  an  M.D.  degree  from  a school  recognized  by 
the  American  Medical  Association,  one  year’s  in- 
ternship in  a general  hospital  approved  by  the  Am- 
erican Medical  Association,  and  eligibility  to  practice 
medicine  in  New  York  State.  . 

Applicants  interested  in  these  opportunities 
should  communicate  immediately  with  the  Bureau  of 
Personnel,  Department  of  Health,  125  Worth  Street, 
New  York  City  13. 

[Continued  on  page  1854] 
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IN  AN  ADDITIONAL  POTENCY 

to  meet  the  requirements 
and  requests  of?  many  physicians 


THE  NEW  STRENGTH 


|—  7*4  gr-  enteric-coated,  green 

tablets  with  % gr-  phenobarbital,  has  been  formulated 
for  physicians  wishing  to  prescribe  the  same  effective 
amount  of  Theobromine  Sodium  Acetate,  but  with  less 
amount  of  sedative. 


Complete  List  of  Potencies — 

THESODATE 

(7>£  gr.)  0.5  Gm.*  or  (3 % gr.)  0.25  Gm.' 

THESODATE  WITH  PHENOBARBITAL 

(7H  gr  ) 0.5  Gm.  with  (H  gr.)  30  mg.'* 

(7J4  gr  ) 0.5  Gm.  with  gr.)  15  mg. 

(3%  gr.)  0.25  Gm.  with  gr.)  15  mg.* 

THESODATE,  POTASSIUM  IODIDE,  PHENOBARBITAL 

(5  gr.)  0.3  Gm.  (2  gr.)  0.12  Gm.  (M  gr.)  15  mg. 

* Supplied  also  in  capsules  (not  enteric-coated)  for  supplementary  medication 


PROVIDES  A WIDE  RANGE  OF  AN  EFFECTIVE  MEDIUM 
FOR  TREATMENT  IN  CORONARY  DISEASE. 


For  literature  and  samples  wrUe  to  Sales  and  Service  Dept. 


\BREWER  & COMPANY,  Inc. 

SiW  >"* 


WORCESTER  4,  MASS.,  U.  S.  A. 
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Tuberculosis  Association  Report  Made  Public 


THE  popular  fallacy  that  tuberculosis  is  primarily 
a disease  of  youth  has  been  exploded  when  it  is 
shown  that  46  is  the  average  age  of  death  from  this 
cause  in  New  York  City.  The  information  is  in- 
cluded in  the  1947-1948  annual  report  of  the  New 
York  Tuberculosis  and  Health  Association  as  made 
public  by  Dr.  Kendall  Emerson,  president. 

In  1900  the  average  age  at  death  in  New  York  was 
33  years,  rising  to  34  by  1920.  In  1940  the  age  at 
death  from  tuberculosis  had  jumped  to  42,  a gain  of 
almost  a decade.  In  explaining  this  age  gain,  Dr. 
Herbert  R.  Edwards,  executive  director  of  the  asso- 
ciation and  former  chief  of  the  Bureau  of  Tubercu- 
losis of  the  New  York  City  Department  of  Health, 
attributed  it  to  advances  in  public  health  procedures. 

“Although  it  is  impossible  to  lay  the  cause  to  any 
one  thing,”  Dr.  Edwards  said,  “it  seems  that  young 
people,  formerly  the  chief  victims  of  tuberculosis, 
are  better  protected  against  infection  now  than  in 
past  decades.  Tuberculosis  may  remain  dormant  in 
the  body  for  many  years  without  any  clinical  evi- 
dence of  its  existence.  Thus,  we  may  assume  that 
many  people  now  dying  of  the  disease  in  the  older 
age  groups  actually  became  infected  thirty  or  more 
years  ago.” 

Describing  the  association’s  statistical  service, 
headed  by  Godias  J.  Drolet.,  as  the  “intelligence  sec- 
tion” in  the  war  against  tuberculosis,  the  report  re- 
counted the  results  of  a five-year  study  of  data  as- 
sembled from  40  tuberculosis  clinics,  43  hospitals  in 
the  metropolitan  area,  the  Public  Health  Nursing 
Service  of  the  Department  of  Health,  and  23  consul- 
tation services  for  private  physicians.  The  study 
showed  that  central  Harlem  led  the  city’s  30  health 
districts  with  a tuberculosis  death  rate  of  180  per 
100,000  population.  The  Gravesend  district  «of 


Brooklyn  had  the  lowest  rate  with  17  per  100,000. 

The  average  annual  death  rate  from  tuberculosis 
among  the  city’s  white  population  was  stated  to  be  36 
per  100,000  and  176  among  Negroes.  The  report 
added  that  in  both  racial  groups  more  men  than 
women  died  of  this  cause.  The  first  quarter  of  1948 
showed  a gain  in  the  total  rate  for  the  city  of  seven 
per  cent,  the  first  such  increase  since  1943.  In  1947 
them  were  3,128  deaths  from  the  disease  in  the 
city,  or  more  than  eight  for  each  day  of  the  year. 

The  report  cited  statistics  to  show  that,  since  the 
formation  of  the  association  in  1902,  the  tuberculo- 
sis death  rate  in  New  York  City  has  dropped  from 
242  per  100,000  population  to  just  below  40  per 
100,000.  Case-finding  by  means  of  chest  x-rays, 
coupled  with  intensive  educational  work,  both  de- 
signed to  bring  about  early  care  as  well  as  preven- 
tion of  the  disease,  were  stated  to  be  the  most  impor- 
tant tasks  now  before  the  association.  During  the 
fiscal  year  ended  on  March  31,  1948,  25,824  x-rays 
were  taken  in  the  Bronx,  Manhattan,  and  Rich- 
mond under  association  auspices.  In  the  same  bor- 
oughs 229,774  persons  attended  showings  of  motion 
pictures  on  health  subjects  or  attended  lectures, 
meetings,  and  exhibits  arranged  by  the  association. 
More  than  10,000  families  and  individuals  were  as- 
sisted with  health  problems. 

The  New  York  Tuberculosis  and  Health  Associa- 
tion, which  is  largely  financed  through  the  sale  of 
Christmas  Seals,  covers  Manhattan,  the  Bronx,  and 
Staten  Island,  operating  in  the  latter  areas  through 
borough  committees.  . The  association  works  in 
close  cooperation  with  the  Queens  and  Brooklyn  as- 
sociations and  with  the  city  Departments  of  Health 
and  hospitals  as  well  as  with  other  official  agen- 
cies. 


Medical  Civil  Service  Positions  Open 


ON  OCTOBER  2,  1948,  the  New  York  State  De- 
partment of  Civil  Service  is  holding  examina- 
tions for  medical  positions.  The  positions  available 
and  the  number  of  the  examination  are  as  follows: 
associate  cancer  radiologist,  8,067 ; senior  psychia- 
trist, 8,212;  biochemist,  8,196;  dentist,  8,200;  junior 
pharmacist,  8,206;  senior  laboratory  technician  (TB), 
8,211. 

The  first  three  examinations  are  open  to  residents 
of  any  state,  while  the  last  three  are  limited  to  legal 
residents  of  New  York  State. 


Applications  must  be  filed  on  or  before  August  23, 
1948.  Application  forms  and  detailed  announce- 
ments of  each  position,  giving  duties  and  minor 
qualifications,  may  be  obtained  at  the  following  lo- 
cations: Examinations  Division,  State  Department 
of  Civil  Service,  State  Office  Building,  Albany,  New 
York,  or  State  Department  of  Civil  Service,  Room 
2301,  270  Broadway,  New  York  City  7. 

When  writing  for  application  forms,  specify  num- 
ber and  title  of  the  position,  and  enclose  a large  self- 
addressed  return  envelope  bearing  six  cents  postage. 


Siliform  Ampuls  Recalled  by  Manufacturer 


DRUGGISTS  and  the  medical  profession  were 
urged  today  by  the  Federal. Security  Agency’s 
Food  and  Drug  Administration  to  return  all  stocks 
of  Siliform  Ampuls  to  the  manufacturer,  the  Heil- 
kraft  Medical  Company,  Boston,  Massachusetts. 
This  injection  drug,  which  should  be  sterile,  is  po- 
tentially dangerous,  since  samples  collected  on  the 
market  contain  living  organisms.  Siliform  is  in- 
jected by  some  physicians  and  osteopaths  in  the  be- 
lief that  it  will  relieve  patients  suffering  with  rheu- 
matism as  claimed  by  the  manufacturer. 

The  Food  and  Drug  Administration  found  the 
contaminated  samples  after  a routine  inspection  at 


the  Heilkraft  factory  disclosed  that  the  Siliform  Am- 
puls had  been  manufactured  without  sterilization. 
Intensive  recall  efforts  by  the  manufacturer  and  the 
Food  and  Drug  Administration  for  the  past  two 
weeks  have  not  brought  in  all  the  contaminated 
stocks.  The  article,  which  moves  slowly,  was 
shipped  to  37  states  from  Maine  to  California  and 
later  was  redistributed  by  wholesalers  who  cannot 
trace  many  of  their  sales.  Some  going  back  as  far 
as  1946  have  been  found  on  the  market.  These  am- 
puls may  be  in  the  hands  of  doctors,  hospitals,  clin- 
ics, and  retail  and  wholesale  druggists. 

[Continued  on  page  1856] 
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S-M-A  builds  husky  babies 

S-M-A  is  antirachitic.  It  is  derived  from  tuberculin-tested  cow’s 
milk.  Part  of  the  butter  fat  of  this  milk  is  replaced  with  animal 
and  vegetable  fats.  To  this  are  added  milk  sugar.  Vitamin  A and 
D concentrate.  Carotene,  thiamine  hydrochloride,  riboflavin,  nia- 
cinamide; also  calcium  phosphorus  and  iron. 

S-M-A  closely  approximates  mother's  milk. 


The  S-M-A  formula  it  i veil 
• suited  to  modificatif*nf  as 
the  phyaician  may  teiah,  for 
apecial  feeding  problema . 


Philadelphia  3,  Pa. 


1856 


MEDICAL  NEWS 


[N.  Y.  State  J.  M. 


[Continued  from  page  1854] 

The  Health  of  New  York  City 


THERE  were  61  cases  of  poliomyelitis  and  three 
polio  deaths  reported  to  the  New  York  City  De- 
partment of  Health  during  July,  the  Department 
announced.  This  compares  with  103  cases  and  11 
deaths  in  July,  1944  (last  bad  polio  year  in  New 
York  City)  and  55  cases  and  six  deaths  in  1946. 

During  the  first  seven  months  of  this  year  there 
were  74  polio  cases  reported  to  the  Department  of 
Health  as  against  116  cases  for  the  first  seven  months 
of  1944  and  76  cases  for  the  similar  period  in  1946. 
There  were  13  cases  reported  in  July,  1947,  and  22 
cases  in  the  first  seven  months  last  year. 

“While  the  number  of  cases  reported  this  year  is 
an  increase  over  the  number  in  1947,  which  was  a 
‘low  polio  year’  here,  it  is  not  an  alarming  increase,” 
Dr.  Samuel  Frant,  First  Deputy  Commissioner  of 
Health,  said. 

“Fortunately  the  cases  in  New  York  City  this 
year  are  mild,  as  is  proved  by  the  small  number 
of  deaths  and  the  fact  that  in  paralyzed  cases  the 
paralysis  is  less  than  in  previous  years. 

“In  July,  1944,  and  July,  1946,  there  was  about 
one  death  for  every  ten  cases.  This  year  there  has 
been  one  death  in  20  cases.  Not  all  cases  of 
polio  are  accompanied  by  paralysis,”  Dr.  Frant 
pointed  out.  “In  some  mild  cases  there  is  -merely 
fever,  stiffness  of  the  neck  and  muscular  pains  which 


do  not  go  on  to  paralysis.  In  cases  where  paralysis 
does  occur  complete  recovery  is  not  unusual.” 

In  previous  years,  Dr.  Frant  said,  paralytic  cases 
have  run  from  66  to  75  per  cent  of  all  cases  reported, 
while  this  year  paralytic  cases  have  dropped  to  57 
per  cent. 

There  are  no  vaccines  or  serums  which  will  pro- 
vide immunity  to  the  disease,  Dr.  Frant  said.  Gen- 
eral measures  of  hygiene  and  sanitation,  including 
adequate  rest,  should  be  followed. 

“There  is  an  apparent  relation  between  fatigue 
and  lack  of  resistance  to  polio,”  Dr.  Frant  said. 
“Therefore,  it  is  wise  to  prevent  children  from  be- 
coming overtired  at  this  season.  Parents  should  not, 
however,  restrict  their  children’s  ordinary  activities. 
The  crowding  of  children  should  be  discouraged, 
whether  it  is  in  swimming  pools,  at  parties,  picnics, 
or  elsewhere.  There  is  no  good  evidence  that  polio 
is  spread  by  water;  there  is  no  objection  to  swim- 
ming.” 

The  61  cases  of  polio  during  July,  as  reported  by 
boroughs,  were:  Manhattan,  10;  Bronx,  22; 

Brooklyn,  13;  Queens,  16,  and  Richmond,  0. 

There  were  13,715  births  reported  in  July  bringing 
total  births  for  the  first  seven  months  of  the  year  to 
90,497.  In  July  deaths  totaled  6,433.  Deaths  in 
the  first  seven  months  totaled  49,479. 


Fellowship  in  Industrial  Psychiatry  Awarded  at  Cornell 


DR.  GRAHAM  TAYLOR  of  the  Allan  Memorial 
Institute  of  Psychiatry,  Montreal,  has  been  se- 
lected as  the  first  industrial  psychiatry  fellow  in  the 
School  of  Industrial  and  Labor  Relations  at  Cornell 
University,  N.  P.  Catherwood,  dean  of  the  school, 
recently  announced. 

Believed  to  be  the  first  of  its  kind,  the  fellowship 
is  part  of  the  school’s  new  program  to  train  psychia- 
trists for  the  industrial  and  labor  relations  field. 
The  project,  originated  by  Dr.  Alexander  H.  Leigh- 
ton, Cornell  psychiatrist,  is  supported  by  a grant 
from  the  Carnegie  Corporation.  Dr.  Taylor  will  be- 


gin a two-year  program  at  the  school  in  September. 
He  will  divide  his  time  during  the  fellowship  between 
studies  and  research  on  the  campus  and  first-hand 
investigations  in  industrial  plants. 

Dr.  Taylor  is  studying  at  Allan  Memorial  Insti- 
tute under  Dr.  D.  Ewen  Cameron.  He  was  gradu- 
ated from  McGill  in  1939  and  took  his  M.D.  there 
in  1943.  He  later  served  a rotating  internship  in 
Montreal  hospitals  before  joining  the  Royal  Cana- 
dian Navy.  He  has  made  studies  of  industrial  prob- 
lems as  part  of  his  work  at  the  Allan  Memorial  In- 
stitute. 


Reorganization  of  City  Health  Department  Announced 


THE  reorganization  of  the  New, York  City  Depart- 
ment of  Health  first  proposed  by  Dr.  Harry  S. 
Mustard,  Commissioner  of  Health,  and  approved  bv 
Mayor  William  O’Dwyer  and  the  Board  of  Esti- 
mate became  effective  August  2.  Under  the  reor- 
ganization 19  different  units  of  the  Department  are 
placed  in  five  major  divisions,  with  two  divisions 
headed  by  deputy  commissioners  and  three  divisions 
headed  by  assistant  commissioners.  Four  other 
units  of  the  Department,  the  Bureau  of  Personnel, 
Legal  Division,  Public  Information  and  Analysis 
units,  will  operate  directly  under  the  Commissioner. 

Dr.  Mustard  also  designated  Harry  Hollander, 
former  deputy  assistant  Corporation  Counsel,  as 
counsel  to  the  Health  Department  and  chief  of  the 
Department’s  legal  division.  Dr.  Mustard  has  desig- 
nated the  two  deputy  commissioners  and  three  as- 
sistant commissioners.  The  persons  designated  and 
the  divisions  they  will  direct  are: 

Dr.  Samuel  Frant,  first  deputy  commissioner,  will 
coordinate  the  activities  of  the  other  divisions,  as- 


sign Department  staff  members,  serve  as  commis- 
sioner during  any  absence  of  the  commissioner,  and 
head  the  Community  Health  Services  division  of  the 
Department. 

Matthew  A.  Byrne,  who  has  been  deputy  com- 
missioner in  charge  of  administrative  services  since 
1946,  will  continue  in  that  post.  He  will  serve  as  the 
Department’s  budget  officer,  assign  nonprofessional 
personnel  and  represent  the  commissioner  in  dealing 
with  groups  o£  employes. 

Dr.  Ralph  S.  Muckcnfuss  will  serve  as  assistant 
commissioner  in  charge  of  the  Preventable  Disease 
and  Adult  Hygiene  Services  Division. 

Dr.  Leona  Baumgartner  will  serve  as  assistant 
commissioner  in  charge  of  the  Maternal  and  Child 
Health  Services  Division. 

Jerome  Trichter  has  been  named  assistant  com- 
missioner in  charge  of  the  Environmental  Sanitation 
Services  Division. 

[Continued  on  page  18581 
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SOLUBLE  TABLETS 


CRYSTALLINE  PENICILLIN  G POTASSIUM 


Each  foil  wrapped  tablet 
contains  50,000  units,  the 
usual  single  dose. 


The  tablet  is  simply 
dropped  into  the 
nebulizer, 


Aerosol  inhalation  therapy  in  the  home  is  rendered  ex- 
ceedingly simple  when  Soluble  Tablets  Crystalline  Peni- 
cillin G Potassium  are  prescribed.  Each  tablet  contains 
50,000  units  of  penicillin,  the  usual  single  dose,  and  is 
entirely  free  of  binder  or  excipient.  The  tablet  is  simply 
dropped  into  the  nebulizer,  10  to  15  minims  of  water 
or  saline  solution  are  added,  and  the  patient  can  then 
receive  the  treatment.  Thus  the  need  for  first  dissolving 
the  penicillin  and  then  measuring  the  required  dose  is 
obviated  entirely.  Soluble  Tablets  Crystalline  Penicil- 
lin G Potassium  dissolve  rapidly  with  slight  agitation. 
Available  on  prescription  at  all  pharmacies  in  boxes  of 
24,  each  tablet  individually  wrapped  in  foil. 


10  to  15  minims  of  water  or 
saline  solution  are  added 
with  a dropper, 


and  the  prescribed  dose  is 
ready  for  administration. 
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Under  the  reorganization  now  in  effect  the  Office 
of  the  Secretary  of  the  Department,  the  bureaus  of 
Maintenance,  Audits  and  Accounts,  and  Records  and 
Statistics  will  be  under  Deputy  Commissioner 
Bvrne. 

Under  Community  Health  Services  will  come  Dis- 
trict Health  Administration,  the  Nutrition  Division, 
the  Bureau  of  Nursing  and  the  Bureau  of  Public 
Health  Education.  Maternal  and  Child  Health 
Services  cover  the  bureaus  of  Mothers  and  Young 


Children,  Physically  Handicapped  Children,  Den- 
tistry and  School  Health.  The  Preventable  Disease 
and  Adult  Hygiene  Services  will  embrace  the  bureaus 
of  Preventable  Diseases,  Tuberculosis,  Social  Hy- 
giene, Laboratories  and  Adult  Hygiene.  The 
bureaus  of  Food  and  Drugs  and  of  Sanitary  Engin- 
eering will  come  under  Environmental  Sanitation. 

To  replace  Dr.  Muckenfuss  as  director  of  the 
Bureau  of  Laboratories  Gustav  I.  Steffen,  Ph.D.  has 
been  named.  The  Bureau  of  School  Health,  newly 
created,  is  headed  by  Dr.  Robert  W.  Culbert. 


MEETINGS 

FUTURE 


International  Society  of  Hematology 

The  first  convention  of  the  International  Society 
of  Hematology,  which  was  organized  two  years  ago 
in  Dallas,  Texas,  will  be  held  from  August  23  to  26, 
in  Buffalo,  with  headquarters  at  the  Hotel  Statler. 

Delegates  are  expected  from  England,  France, 
Poland,  The  Netherlands,  Norway,  Sweden,  Argen- 
tina, Mexico,  and  Canada,  as  well  as  the  United 
States.  The  convention  is  being  sponsored  by  the 
University  of  Buffalo. 

Dr.  Ernest  Witebsky,  head  of  the  department  of 
bacteriology  and  immunology  of  the  University  of 
Buffalo  Medical  School,  is  chairman  of  the  program 
committee  and  of  the  arrangements  commmittee. 

American  Academy  of  General  Practice 

The  first  meeting  of  the  general  membership  of  the 
recently  formed  New  York  State  Chapter  of  the 
American  Academy  of  General  Practice  probably 
will  be  held  some  time  in  September  at  Syracuse,  ac- 
cording to  an  announcement  by  Dr.  W.  Pierce  Tay- 
lor of  Buffalo,  a member  of  the  Board’ of  Directors 
of  the  New  York  State  Chapter. 

Fifth  District  Branch 

The  forty-second  annual  meeting  of  the  Fifth  Dis- 
trict Branch  of  the  Medical  Society  of  the  State  of 
New  York  will  be  held  on  September  14  in  Water- 
town. 

At  thfc  luncheon  meeting  of  hospital  representa- 
tives and  physicians,  which  begins  at  12:00  noon  at 
the  Black  River  Valley  Club,  a panel  discussion  on 
hospital  problems  will  be  held.  Speakers  are  Dr. 
Malcolm  T.  MacEachern,  Chicago,  director  of  hos- 
pital activities,  American  College  of  Surgeons;  Dr. 
Finla  G.  Crawford,  vice-chancellor,  Syracuse  Uni- 
versity; Edward  J.  Noble,  New  York  City,  chairman, 
North  Country  Hospitals  Corporation;  Esther 
Thompson,  director  of  nursing  education,  Univer- 
sity of  Rochester,  and  H.  S.  C.  Stephenson,  Utica, 
managing  director,  Hospital  Plan,  Inc.  Moderator 
will  be  Dr.  John  J.  Burke,  Albany,  executive  di- 
rector, Joint  Hospital  Survey  and  Planning  Com- 
mission. 

The  afternoon  session  for  physicians  will  be  held 
at  2:30  p.m.  at  the  Y.M.C.A.  Building.  Speakers 
will  be  Thomas  Clearwater,  attorney  for  the  Medical 
Society  of  the  State  of  New  York;  Dr.  William  S. 
Brady,  Utica;  Dr.  Dan  Mellen,  Rome;  Dr.  Rich- 
ard H.  Lyons,  professor  of  medicine,  Syracuse  Uni- 
versity; Dr.  George  F.  Bock,  Watertown;  Dr.  Mar- 
tin F.  Hilfinger,  Syracuse;  Dr.  Olin  J.  Mowry, 
Oswego,  and  Dr.  Murray  M.  Gardner,  Watertown. 

The  evening  session  will  be  for  physicians  and 
their  wives,  hospital  representatives,  and  members 
of  the  Woman’s  Auxiliary,  and  will  be  held  at  the 


Black  River  Valley  Club  at  6:00  p.m.  Speakers  will 
be  Dr.  Leo  F.  Simpson,  president  of  the  Medical 
Society  of  the  State  of  New  York;  Mrs.  Edgar  M. 
Neptune,  president  of  the  State  Woman’s  Auxiliary; 
and  Dr.  MacEachern. 

Eighth  District  Branch 

The  1948  meeting  of  the  Eighth  District  Branch 
of  the  Medical  Society  of  the  State  of  New  York  will 
be  held  on  September  16  at  the  U.S.  Veterans  Ad- 
ministration Facility  in  Batavia. 

Speakers  at  the  afternoon  session,  which  begins  at 
2:30  p.m.,  are  Dr.  Hobart  A.  Reiman,  professor  of 
medicine,  the  Jefferson  Medical  College  of  Phila- 
delphia, and  Dr.  Anthony  F.  DePalma  of  Philadel- 
phia. Officers  of  the  State  Medical  Society  will  be 
introduced  at  the  dinner  meeting  at  6:30  p.m.,  and 
Dr.  Leo  F.  Simpson,  of  Rochester,  president  of  the 
Society,  will  speak.  Mrs.  Edgar  M.  Neptune,  presi- 
dent of  the  State  Woman’s  Auxiliary,  and  the 
Rev.  Dr.  Norman  Vincent  Peale,  pastor  of  Marble 
Collegiate  Church,  New  York  City,  will  also  speak. 

In  charge  of  the  meeting  are  Dr.  Robert  C.  Peale, 
Olean,  Eighth  District  Branch  president;  Dr.  Syd- 
ney L.  McLouth,  Corfu,  and  Dr.  E.  Dean  Babbage, 
Buffalo,  president  of  the  Erie  County  Medical  So- 
ciety. 

Mississippi  Valley  Medical  Editors’  Association 

The  fifth  annual  meeting,  Mississippi  Valley  Med- 
ical Editors’  Association,  will  be  held  at  the  Hotel 
Abraham  Lincoln,  Springfield,  Illinois,  September 
29.  This  will  probably  be  the  last  meeting  under  the 
above  title  as  the  Association’s  purpose  will  be  en- 
larged and  its  constitution  revised  at  Springfield. 

Dr.  Vincent  T.  Williams,  President,  Kansas  City, 
Missouri,  editor  of  the  Jackson  County  Medical  So- 
ciety Weekly  Bulletin,  will  preside.  In  the  afternoon, 
Dr.  Morris  Fishbein,  editor  of  the  Journal  of  the 
American  Medical  Association,  will  give  a course  in 
medical  writing.  There  will  be  a fellowship  hour  and 
■dinner.  Speakers  in  the  evening  will  include  Dr. 
Fishbein  of  Chicago  and  Dr.  Waltman  Walters  of 
Rochester,  Minnesota,  editor-in-chief  of  Archives  of 
Surgey  and  the  Lewis-Waiters’  Practice  of  Surgey. 

The  meeting  will  be  held  during  the  13th  annual 
convention  of  the  Mississippi  Valley  Medical  Soci- 
ety. All  ethical  physicians  and  those  interested  in 
medical  writing  are  cordially  invited.  Nonmembers 
will  be  charged  a small  fee  for  the  afternoon  course 
in  medical  writing;  there  is  no  registration  fee  for 
the  evening  session.  Write  Harold  Swanberg,  M.D., 
Secretary,  W.C.U.  Building,  Quincy,  Illinois,  for  a 
complete  program. 

[Continued  on  page  1800) 
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THE  EMPIRE  STATE'S  CONTRIBUTION  TO  THE  MEDICAL  PROFESSION 


Findings 
from  the 
Saratoga  Spa 
records* 


CORONARY  DISEASE 


One  hundred  seven  coronary  cases  were 
recently  studied.  Of  this  group  33  were 
females,  74  males,  the  latter  being  chiefly 
from  executive  and  professional  walks  of 
life.  Not  a few  were  physicians.  The  aver- 
age age  was  61,  the  range  being  40  to  80 
years.  The  average  duration  of  symptoms 
was  three  years,  the  limits  being  one 
month  to  10  years.  In  32  there  was  a def- 
inite history  of  coronary  occlusion. 
Twenty-seven  had  a history  of  pre-existing 
high  blood  pressure,  eight  of  low  pressure. 

Classified  according  to  the  American 
Heart  Association  44  were  in  Class  IIA 
(activity  slightly  limited)  and  63  in  Class 
IIB  (activity  greatly  limited). 

Before  beginning  a regime  each  patient 
was  subjected  to  a thorough  physical  ex- 


amination together  with  all  indicated  lab- 
oratory procedures.  The  average  of  the 
initial  blood  pressure  readings  made  at 
this  time  was  168-95.  The  final  average 
figure  arrived  at  was  140-81,  a difference 
of  28  mm.  of  mercury  in  the  systolic  and 
14  in  the  diastolic  reading.  These  read- 
ings were  made  after  a rest  period  to  ob- 
viate the  influence  of  any  recent  activity. 

Symptomatic  Change  According  to  Age  Groups 


No. 

Im 

provement 

Age  group 

Cases 

Moderate 

Marked 

None 

40-50  . 

. 11 

10 

0 

1 

50-60  . 

. 41 

32 

5 

4 

60-70  . 

. 34 

22 

8 

4 

70-80  . 

. 18 

16 

0 

2 

80- 

. 3 

3 

0 

0 

107 

83 

13 

11 

* As  reprinted  from  the  New  York  State  Journal  of  Medicine,  35 : 715,  (July  15)  1935 


Physician,  Give  Heed  to  Thine  Own  Health" 

Many  physicians  have  come  to  the  Spa  for  the  same 
kind  of  treatments  that  have  helped  their  patients 
here.  After  a restorative  "cure”  at  the  Spa,  you,  too, 
will  return  to  your  practice — refreshed — revitalized — 
ready  for  the  busy  days  that  lie  ahead. 

For  professional  publications  of  the  Spa,  and  phy- 
sician’s sample  carton  of  bottled  waters  with  their 
analyses,  write  W.  S.  McClellan,  M.D.,  Medical  Di- 
rector, Saratoga  Spa,  155 Saratoga  Springs,  New  York. 

Listed  by  the  Committee  on  American  Health  • 

Resorts  of  the  American  Medical  Association 
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National  Medical  Public  Relations  Conference 

A national  medical  public  relations  conference, 
first  of  its  kind,  will  be  held  in  St.  Louis  on  Novem- 
ber 27,  Dr.  George  F.  Lull,  secretary-manager  of  the 
American  Medical  Association,  has  announced. 

“Shooting  at  Common  Targets  in  Medical  Public 
Relations”  is  the  theme  of  the  conference,  to  which 
will  be  invited  public  relations  directors,  executive 
secretaries  charged  with  public  relations  duties,  and 
public  relations  committee  chairmen  from  each  of  the 
48  state  medical  societies. 

Featured  for  luncheon  and  dinner  talks  will  be 
noted  and  qualified  speakers  on  the  following  top- 
ics: “The  Public  Speaks  on  Health,”  “What  Public 
Relations  Did  for  Us,”  and  “Yes,  the  Profession 
Needs  PR.” 

At  the  workshop  session,  which  will  be  run  in  the 
afternoon  from  two  to  five  o’clock,  carefully  selected 


discussion  leaders  from  the  state  societies  will  grap- 
ple with  these  six  major  social  issues  facing  the  medi- 
cal profession:  selling  the  need  of  public  relations  to 
state  medical  society  members,  encouraging  wider 
use  of  medical  prepayment  plans,  setting  up  work- 
able systems  for  handling  night  calls,  the  rebate 
problem,  developing  good  will  with  labor,  farm,  in- 
dustrial, and  co-op  groups,  and  cooperating  with 
health  agencies. 

The  conference  will  immediately  precede  the  an- 
nual secretaries-editors  meeting,  which  is  being  held 
in  conjunction  with  the  annual  Interim  Session  of  the 
American  Medical  Association,  November  28  to  De- 
cember 3. 

Dr.  Lull  declared  that  the  planning  and  guiding  of 
the  conference  would  be  handled  by  Lawrence  W. 
Rember,  William  Doscher,  and  John  Bach  of  the 
Association’s  public  relations  staff. 


PERSONALITIES 


Awarded 

Dr.  George  Gray  Ward,  New  York  City,  the 
Alumni  Medallion  for  “distinguished  service  to 
American  medicine”  at  the  ninetieth  commence- 
ment exercises  of  the  Long  Island  College  of  Medi- 
cine in  June.  . .Dr.  S.  Edward  King,  New  York 
City,  the  Bronze  Star  Medal  by  General  Dennett, 
Surgeon,  First  Army,  for  services  in  1944  in  the 
European  Theater  of  Operations.  . .Dr.  John  Scud- 
der,  New  York  City,  an  honorary  degree  of  Doctor 
of  Science  at  the  June  commencement  exercises  at 
Rutgers  University. 

Elected 

As  officers  of  the  Women’s  Medical  Association  of 
New  York  City,  for  a period  of  two  years:  president. 
Dr.  Elaine  P.  Ralli;  first  vice-president,  Dr.  Leoni 
N.  Claman;  second  vice-president,  Dr.  Mary 
A.  Jennings;  treasurer,  Dr.  Helen  J.  Neave,  and 
secretary,  Dr.  Margaret  S.  Tenbrinck.  . . Dr.  Samuel 
Sanes,  chief  pathologist  at  the  Edward  J.  Meyer 
Memorial  Hospital,  Buffalo,  as  president  of  the  Erie 
County  Chapter  of  the  American  Cancer  Society . . . 
As  officers  of  the  Baccelli  Medical  Club  of  Buffalo 
for  the  year  1948-1949:  Dr.  Samuel  Varco,  presi- 
dent; Dr.  Michael  H.  Barone,  vice-president;  Dr. 
Salvator  V.  Cavaretta,  secretary,  and  Dr.  Joseph 
A.  Syracuse,  treasurer. 

As  president  of  the  Allegany  County  Welfare 
Committee,  Dr.  Roland  L.  Warren,  of  Alfred. 

Appointed 

Dr.  Hollis  S.  Ingraham,  Albany,  director  of  the 
State  Department  of  Health’s  bureau  of  commun- 
icable disease  control,  as  deputy  commissioner  for 
the  State  Department  of  Health.  . . .To  the  faculty 
of  medicine,  •College  of  Physicians  and  Surgeons, 
Columbia  University,  Dr.  Samuel  L.  Peck  as  as- 
sociate clinical  professor  of  dermatology;  Dr. 
L.  E.  Siltzbach,  assistant  clinical  professor  of 
medicine;  Dr.  Solomon  Silver,  assistant  clinical 
professor  of  medicine;  Dr.  Louis  J.  Soffer,  assis- 


tant clinical  professor  of  medicine,  and  Dr.  Arthur 
S.  W.  Touroff,  clinical  professor  of  surgery. 

Dr.  William  L.  Watson,  chief  surgeon  of  the 
Thoracic  Surgical  Service,  Memorial  Hospital  Cen- 
ter for  Cancer  and  Allied  Diseases,  New  York  City, 
as  associate  professor  of  surgery  at  the  New  York 
University  College  of  Medicine  and  director  of  the 
Tumor  Clinic  at  the  New  York  University-Bellevue 
Medical  Center.  . . Dr.  Frank  C.  Sutton,  acting 
director  of  Rochester  General  Hospital,  as  director 
of  Miami  Valley  Hospital,  Dayton,  Ohio. 

As  professor  of  physiology  and  pharmacology  at 
the  Long  Island  College  of  Medicine,  Dr.  Chandler 
M.  Brooks,  from  the  Johns  Hopkins  University 
School  of  Medicine.  . . As  professor  of  bacteriology, 
Long  Island  College  of  Medicine,  Dr.  Thomas  P. 
Magill,  former  associate  professor  of  bacteriology 
and  immunology  at  Cornell  University  Medical 
School.  . .Dante  A.  Torres,  Yonkers,  as  chief  thera- 
pist of  the  Institute  of  Rehabilitation  and  Physical 
Medicine,  New  York  University-Bellevue  Medical 
Center. 

New  Offices 

Dr.  Harrison  M.  Karp,  who  has  recently  com- 
pleted postgraduate  training  in  ear,  nose,  and  throat 
medicine  at  Albany  Medical  School,  to  practice  in 
Schenectady.  . . Dr.  Joseph  H.  Melant,  graduate  of 
the  University  of  Buffalo  Medical  School  and  vet- 
eran of  two  years’  service  with  the  Army  Medical 
Corps  in  Germany,  practice  of  otolaryngology  in 
Lackawanna.  . . Dr.  Eleanor  Kellogg  Peck,  the 
practice  of  general  medicine  and  pediatrics  in 
Poughkeepsie.  . . Dr.  Edward  Siegel,  formerly  of 
Forest  Hills,  Long  Island,  in  Plattsburg,  for  the 
treatment  of  diseases  of  the  eye,  ear,  nose,  and 
throat.  . . Dr.  M.  Scandiflio,  formerly  of  Silver 
Springs,  Maryland,  practice  of  pediatrics  in  East 
Hampton.  . . Dr.  Charles  Steenberg,  of  Vestal,  to 
Binghamton  for  practice  of  general  surgery. 

[Continued  on  page  1802] 
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PRECISION 
IT* 

Expert  Craftsmen 

The  knee-joint  cross- 
section  shows  that 
Hanger  Artificial 
Limbs  are  not  com- 
plicated mechanisms, 
not  loosely-fitted  pieces,  but  a few  expertly-machined 
parts  carefully  assembled  by  experts.  The  simple 
construction  making  possible  the  efficient  operation 
of  Hanger  Limbs  is  the  result  of  lpng  study  and  re- 
search. . It  is  dependent  on  precision-made  parts 
properly  assembled.  Hanger  craftsmen  are  carefully 
selected  and  trained  for  this  important  work.  Each 
Hanger  Limb  therefore  conforms  to  specifications 
developed  by  years  of  experience. 


HANGER^S 

104  Fifth  Avenue  98  Central  Avenue 

New  York  11,  New  York  Albany  6,  New  York 

200  Sixth  Avenue 
Pittsburgh  30,  Pa. 


*§  Peiifoime 

BEG.  U.  S.  PAT.  OPP. 


FOOTWEAR 


SHOPS  CONVENIENTLY  LOCATED 

MANHATTAN-34  West  36th  Street 
BROOKLYN— 288  Livingston  Street 
FLATBUSH  — 843  Flotbush  Avenue 
HEMPSTEAD  — 241  Fulton  Avenue 
NEW  ROCHELLE— 545  North  Avenue 
EAST  ORANGE-29  Woihington  PI. 
HACKENSACK-290  Main  Street 


For  Rapid  Response 


in  HYPOCHROMIC  ANEMIAS! 


(INJECTABLE) 


• Effective  therapy  for  hypochromic  ane- 
mia usually  requires  more  than  iron 
administration  alone.  The  balanced,  ra- 
tional formula  of  Ferrolivron  B,  not 
only  provides  readily  available  iron, 
but  also  generous  quantities  of  essen- 
tial B complex  vitamins,  plus  fresh  liver 
(as  liver  concentrate). 

• Each  2 cc.  of  Ferrolivron  B contains: 

Liver  Extract  100  mgm. 

(10  USP  Units— injectable) 
Colloidal  Iron 

Hydroxide  ..... .19.1  mgm. 

Niacinamide  - 50  mgm. 

Pyridoxine 

Hydrochloride  - 0.3  mgm. 

Riboflavin  0.3  mgm. 

Phenol  -I... 0.5% 

Sodium  Citrate  1% 

For  Intramuscular  use 


Supplied  In  30  cc.  Vials. 
Write  tor  literature. 


HARMON  CHEMICALS,  Inc.  Tew^oV 
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COUNTY  NEWS 


Cayuga  County 

Dr.  Herman  O.  Mosenthal  and  Dr.  George  Say- 
pol,  both  on  the  staff  of  Post-Graduate  Medical 
School  and  Hospital,  New  York  City,  spoke  on  the 
medical  and  surgical  treatment  of  hypertension  at 
the  June  meeting  of  the  Cayuga  County  Medical 
Society.  A discussion  followed  the  two  addresses. 
Dr.  C.  T.  Yarington,  Moravia,  president  of  the 
society,  presided  at  the  dinner  meeting. 


On  September  16  at  8:30  p.m.,  Dr.  Richard  H. 
Lyons,  professor  of  medicine,  Syracuse  University, 
will  speak  on  “The  Management  of  Peripheral 
Vascular  Disease  States.”  The  meeting  will  be  at. 
the  Osborne  Hotel,  Auburn,  and  is  sponsored  for  the 
members  of  the  Cayuga  County  Medical  Society  by 
the  Council  Committee  on  Public  Health  and  Edu- 
cation of  the  State  Medical  Society  with  the  coopera- 
tion of  the  New  York  State  Department  of  Health. 

Chenango  County 

The  Chenango  County  Medical  Society  has  en- 
dorsed the  establishment  of  a permanent  Red  Cross 
blood  bank  in  Norwich.  Dr.  John  H.  Stewart  re- 
viewed the  blood  bank  plan  for  members  of  the 
Chenango  County  Chapter  of  the  American  Red 
Cross  at  a meeting  of  the  chapter  on  June  16. 


Dr.  J.  G.  Fred  Hiss,  of  Syracuse  University  Col- 
lege of  Medicine,  spoke  on  the  subject  of  rheumatic 
fever  at*the  luncheon  meeting  of  the  Chenango 
County  Medical  Society  in  June. 

Cortland  County 

“Atomic  Radiation  and  Its  Effects”  was  dis- 
cussed by  Dr.  Joe  W.  Howland,  instructor  in  medi- 
cine and  dentistry  and  chief  of  the  division  of  medical 
services  of  the  Atomic  Energy  Commission,  Univer- 
sity of  Rochester  School  of  Medicine,  for  the  Cort- 
land County  Medical  Society  on  June  25.  The  Coun- 
cil Committee  on  Public  Health  and  Education  of 
the  State  Medical  Society  and  the  New  York  State 
Department  of  Health  sponsored  the  instruction. 

Dutchess  County 

At  the  June  16  meeting  of  the  Dutchess  County 
Medical  Society,  Dr.  Raymond  D.  Fear,  Ithaca, 
spoke  on  “Health  Problems  in  Dutchess  County.” 

Erie  County 

Members  of  the  Medical  Society  of  the  County  of 
Erie  will  be  guests  of  the  board  and  staff  of  the 
Sisters  of  Charity  Hospital,  Buffalo,  on  September 
15,  when  they  will  be  escorted  on  a tour  of  the  new 
hospital  building. 


The  Physicians  Emergency  Service  Referral  List 
of  the  Medical  Society  of  the  County  of  Erie, 
public  service  project  of  the  society,  was  put  into 
active  effect  and  operation  on  July  15.  Designed  to 
make  it  possible  for  any  resident  of  the  Buffalo  area 
to  obtain  emergency  medical  service  at  any  hour  of 
the  night  or  day,  the  Referral  List  consists  of  the 
names  of  32  physicians  who  have  agreed  in  writing 


to  respond  to  calls  from  anyone  needing  the  services 
of  a physician  who  is  unable  to  reach  his  family 
doctor  or  who  has  no  family  physician. 

Cards  setting  forth  procedural  instructions  on  one 
side  and  the  list  of  available  doctors  on  the  other 
side  were  distributed  to  fire  houses,  police  stations, 
Buffalo  area  hospitals  and  local  “leave-word” 
services.  The  seeker  after  medical  service  is  pro- 
vided with  names  of  doctors  from  the  list  and  then 
makes  his  own  choice  and  puts  through  his  own  call. 


The  Erie  County  Medical  Society  staged  its  first 
annual  sports  day  and  dinner  in  August.  The  Com- 
mittee on  Arrangements  was  composed  of  Dr.  Ken- 
neth G.  Jahraus,  Dr.  Grant  T.  Fisher,  Dr.  Allen  E. 
Richter,  Dr.  Joseph  R.  Saab,  and  Dr.  George  E. 
Slotkin.  The  proposal  of  the  stag  get-together  and 
fresh-air  outing  was  made  by  Dr.  E.  Dean  Babbage, 
county  society  president 

Fulton  County 

Members  of  the  Fulton  County  Medical  Society 
and  the  staff  of  the  Nathan  Littauer  Hospital  held 
their  annual  outing  June  23  in  Bleecker.  Dr.  John 
Clemans  was  chairman  of  t he  committee  on  arrange- 
ments. 

Greene  County 

The  annual  dinner-  meeting  and  ladies’  night  of 
the  Greene  County  Medical  Society  was  held  on 
July  13  at  the  Catskill  Country  Club. 

At  a brief  business  session,  presided  over  by  Dr. 
William  Petry,  president,  nominations  for  office,  to 
be  filled  at  the  October  meeting,  were  made  as  fol- 
lows: president,  Dr.  Michael  Viviano;  vice-presi- 
dent, Dr.  M.  K.  Colle;  secretary,  Dr.  William  M. 
Rapp;  treasurer,  Dr.  Mahlon  H.  Atkinson;  chair- 
man legislative  committee,  Dr.  P.  G.  Waller;  pub- 
lic relations  and  public  health,  Dr.  Alton  B.  Daley; 
delegate  to  the  State  convention,  Dr.  Kenneth 
Bott. 

Guest  speaker  for  the  occasion  was  William  Mar- 
tin, attorney  for  the  New  York  State  Medical  So- 
ciety. 

A highlight  of  the  gathering  was  the  honoring  of 
four  Greene  County  physicians,  Drs.  Percy  Waller 
of  New  Baltimore,  William  H.  Newcomb  of  Cairo, 
and  William  M.  Rapp  and  Frederick  W.  Goodrich 
of  Catskill,  who  have  reached  the  fiftieth  milestone 
in  the  practice  of  medicine. 

Jefferson  County 

Dr.  Paul  A.  Bunn,  associate  professor  of  medicine 
at  Syracuse  University  College  of  Medicine,  spoke 
on  “The  New  Antimicrobial  Agents”  at  the  June 
meeting  of  the  Jefferson  County  and  St.  Lawrence 
County  Medical  Societies  at  the  Thousands  Islands 
Country  Club,  Alexandria  Bay.  The  meeting  was 
also  the  annual  field  day  outing  of  members  of  the 
two  societies. 

Kings  County 

Dr.  Harold  Levy  has  been  elected  president  of 
the  pediatric  section  of  the  Kings  County  Medical 
Society.  Other  officers  elected  were  Dr.  Samuel 
Silber,  vice-president;  Dr.  Jacob  J.  Lichterman, 
secretary,  and  Dr.  Irving  Weinstock,  treasurer. 

Dr.  Levy  is  associate  attending  pediatrician  at 
[Continued  on  page  1864] 
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THE  MAPLES,  inc. 


An  exclusive  rest  home  lor  invalids,  convalescents  and  chronic  cases.  Also  postoperative,  special  diets  and 
body-building  cases.  Efficient  day  and  night  nursing.  Resident  physician.  Six  acres  of  beautiful  land- 
scaped lawns. 


MRS.  M.  K.  MANNING,  Supt. 
OCEANSIDE,  L.  I. 

Tel.:  Rockville  Centre  3660 


Rates:  $35.00  to  $65.00  weekly 
Private  and 
Semi-Private  Rooms 


J 


IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted 

Rates  Moderate 

EugeneJN.  Boudreau,  M.D.,  Psychiatrist 
R.  Stuart  Dyer,  M.D.,  4ts(.  Psychiatrist 
658  West  Onondaga  St* 
SYRACUSE,  N.  Y. 


HOLBROOK  MANOR  NHU™NEG 

Five  Acres  of  Pinewooded  Grounds 

SENILE,  AGED,  CHRONICS 

Physicians  may  treat  their  own  patients. 

Hypertensives  Arterio-sclerotics  All  Neurological  Disorders 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  Q.P. 

HOLBROOK,  L.  I.  N.  Y.  Office:  GRamercy  3-4(7} 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  550  Write  for  illustrated  booklet. 


SUPERIOR  PERSONNEL  Aaaiitanta  and  execu- 
tivea  in  all  field#  of  medicine — young  physicians,  department 
heads,  nurses,  staff  personal,  secretaries,  anaesthetists, 
dieticians  and  technicians 
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NEW  YORK  MEDICAL  EXCHANGE 

489  FIFTH  AVE.,  N.Y.C  (AGENCY)  MURRAY  HILL  2-0676 


F»r 

Anti-Flatulent 
Effects  in  Intestinal 
Putrefaction  and 
Fermentation 


wm 


Each  tabUt  contains:  Extract  of  Rhubarb,  Sonna,  Precipitated  Sulfur,  Peppermint  Oil  and 
Fonnol  Oil,  in  a high  activated  willow  charcoal  baso. 

Action  and  uses:  Mild  laxatlvo,  adsorbent  and  carminative.  For  vt«  In  Indigestion,  hyper- 
acidity, bloating  and  (latwlonco. 

1 or  7 tablets  dally  */j  hour  after  modi*.  fettles  of  100. 

STANDARD  PHARMACEUTICAL  CO„  INC  111*  Broadway,  Now  TaHr 
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Beth-El  and  Brooklyn  Women’s  Hospitals  and  as- 
sistant attending  physician  at  Kingston  Avenue 
Hospital. 

Monroe  County 

Miss  Helen  R.  Guntert  has  been  named  executive 
secretary  of  the  Medical  Society  of  the  County  of 
Monroe,  according  to  an  announcement  by  Dr. 
Ellis  B.  Soble,  president.  She  will  also  serve  as 
managing  editor  of  The  Bulletin,  the  official  pub- 
lication of  the  medical  profession  of  Monroe  County. 


A large  turn-out  of  Monroe  County  Medical 
Society  members  and  insurance  representatives 
heard  a panel  discussion  on  Workmen’s  Compensa- 
tion matters  at  the  Rochester  Academy  of  Medicine 
auditorium  on  May  11.  Dr.  Charles  S.  Lakeman, 
as  moderator,  introduced  Dr.  David  Kaliski,  direc- 
tor of  the  Workmen’s  Compensation  Bureau  of  the 
New  York  State  Medical  Society;  Henry  D.  Sayer, 
general  manager  of  the  Compensation  Insurance 
Rating  Board  of  New  York  State,  and  John  Du- 
Laney,  president  of  the  Rochester  Adjuster’s  Club. 

Dr.  Albert  D.  Kaiser  spoke  briefly  on  the  progress 
of  the  Council  of  Rochester  Regional  Hospitals; 
Dr.  Herbert  R.  Brown,  Jr.,  discussed  the  Red  Cross 
Blood  Bank,  and  Dr.  Ellis  B.  Soble  reported  on  the 
Medical  Service  Bureau. 

New  York  County 

Dr.  John  J.  H.  Keating- was  elected  president-elect 
of  the  Medical  Society  of  New  York  in  May.  Other 
officers  elected  were  Dr.  Kenneth  M.  Lewis,  vice- 
president;  Dr.  B.  Wallace  Hamilton,  secretary; 
Dr.  Frederick  II.  Amendola,  assistant  secretary; 
Dr.  Condict  W.  Cutler,  Jr.,  treasurer,  and  Dr.  John 
II.  Garlock,  assistant  treasurer.  Dr.  William  B. 
Rawls,  elected  a year  ago,  took  office  in  May,  suc- 
ceeding Dr.  Harold  B.  Davidson. 

Oneida  County 

The  Oneida  County  Medical  Society  is  preparing 
a list  of  physicians  who  are  willing  to  accept  emer- 
gency calls  from  city  police,  firemen,  and  State 
police.  The  plan  was  approved  at  the  society’s  an- 
nual outing  July  13.  Speaker  at  the  gathering  was 
Dr.  Leo  P.  Simpson,  president  of  the  State  Medical 
Society,  who  urged  each  physician  to  participate 
fully  in  all  the  many  activities  of  the  Society. 

Ontario  County 

Dr.  J.  Tolmach,  compensation  medical  examiner, 
New  York  State  Workmen’s  Compensation  Board, 
New  York  State  Department  of  Labor,  and  Dr. 
Stuart  L.  Vaughan,  assistant  professor  of  medicine 
at  the  University  of  Buffalo  School  of  Medicine, 
addressed  the  Ontario  County  Medical  Society  at  a 
meeting  on  July  13  in  Geneva. 

Dr.  Tolmach’s  subject  was  the  evaluation  of  dis- 
ability and  Dr.  Vaughan  spoke  on  the  treatment  of 
blood  diseases. 

This  postgraduate  instruction  was  arranged  by 
the  Medical  Society  of  the  State  of  New  York  with 
t he  cooperation  of  the  New  York  State  Department 
of  Health. 

Orange  County 

Dr.  Milton  Helpern,  deputy  chief  medical  ex- 
aminer of  New  York  City  and  professor  of  medical 
jurisprudence  at  New  York  University,  discussed 


the  value  of  the  medical  examiner  system  over  that 
of  coroners  at  a joint  meeting  of  the  Orange  County 
Medical  Society  and  the  County  Bar  Association 
on  June  18.  Other  speakers  at  the  dinner  meeting 
included  Dr.  Theodore  Proper  of  Newburgh,  presi- 
dent of  the  Orange  County  Medical  Society;  Dr. 
William  E.  Kelly,  Middletown,  chairman  of  ar- 
rangements for  the  meeting;  and  Supreme  Court 
Justice  Jacob  Livingston  of  Kings  County. 

Otsego  County 

Dr.  Rudolph  Ruedemann,  Jr.,  associate  professor 
of  dermatology  and  syphilology  at  Albany  Medical 
College,  spoke  at  the  meeting  of  the  Otsego  County 
Medical  Society  on  June  16.  His  subject  was 
“Common  Skin  Diseases,  Diagnosis  and  Treat- 
ment.” 

Putnam  County 

Dr.  Robert  Cleaver  of  Brewster  was  elected  presi- 
dent of  the  Putnam  County  Medical  Society  at  its 
annual  meeting,  June  2.  Other  officers  elected  for 
the  ensuing  year  are:  Dr.  Ralph  Hall  of  Cold  Spring, 
vice-president;  Dr.  Ferdinand  Lehr  of  Carmel, 
secretary;  Dr.  George  Steacy  of  Mahopac,  treasurer. 

Rockland  County 

Dr.  Orren  D.  Chapman,  professor  of  bacteriology 
and  parasitology  at  Syracuse  University  College  of 
Medicine,  and  Dr.  George  H.  Reifenstein,  associate 
professor  of  pathology  at  Syracuse  University  Col- 
lege of  Medicine,  addressed  the  Rockland  County 
Medical  Society  and  the  Rockland  County  Dental 
Society  at  a recent  meeting  at  the  Summit  Park 
Sanatorium,  Pomona. 

The  subject  for  the  evening  was  “Bacterial  Flora 
of  the  Mouth  in  Relation  to  Subacute  Bacterial 
Endocarditis  and  Other  Diseases.”  Dr.  Chapman 
discussed  bacteriology  and  pathology  and  Dr. 
Reifenstein  talked  on  diagnosis  and  treatment. 

Saratoga  County 

The  Saratoga  County  Medical  Society  held  a 
meeting  on  July  13,  at  the  Saratoga  Hospital.  Ar- 
rangements were  made  for  the  annual  meeting  of  the 
Fourth  District  Branch  of  the  State  Medical  So- 
ciety, to  be  held  in  Saratoga  Springs,  September  24 
and  25. 

St.  Lawrence 

Members  of  the  St.  Lawrence  County  Medical 
Society  and  Woman’s  Auxiliary  met  at  the  Massena 
Country  Club  on  June  24  for  a joint  luncheon  and 
separate  business  meetings.  The  Medical  Society 
heard  an  address  by  a Red  Cross  representative,  and 
the  Auxiliary  had  a social  hour. 

Suffolk  County 

Postgraduate  instruction  will  be  given  for  the 
Suffolk  County  Medical  Society  on  Thursday  morn- 
ing, August  26,  at  11:30  a.m.,  at  Mather  Memorial 
Hospital,  Port  Jefferson,  Long  Island.  Dr.  Claude 
E.  Heaton,  associate  professor  of  obstetrics  and 
gynecology,  New  York  University,  will  speak  on 
“The  Management  of  Difficult  Labor.”  Dr.  John 
S.  Labate,  instructor  in  obstetrics  and  gynecology, 
New  York  University,  will  have  as  his  subject, 
“The  Recognition  and  Prevention  of  Injuries  and 
Diseases  of  the  Fetus.” 

The  instruction  was  arranged  by  the  Medical 
Society  of  the  State  of  New  York  with  the  coopera- 
tion of  the  New  York  State  Department  of  Health. 
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TOWNS  TREATMENT  for  ALCOHOLISM  and  NARCOTIC 
and  HYPNOTIC  ADDICTIONS 

Established  1901  Note  Generally  Accepted 

PROVIDES:  (1)  An  Assurance  of  a Definite  Medical  Result 

(2)  An  Assurance  of  Length  of  Time  Required  and  Exact  Cost 

(3)  An  Assurance  of  Absolute  Privacy 

Our  “SYMPOSIUM  OF  MEDICAL  OPINION”  includes  case  histories  of 
this  successful  treatment  endorsed  by  many  physicians.  Copy  on  request. 

CHARLES  B.  TOWNS  HOSPITAL 

FOR  ALCOHOLISM  AND  DRUG  ADDICTION  EXCLUSIVELY 

COMPLETELY  REDECORATED  AND  MODERNIZED 

293  Central  Park  West,  New  York  24,  N.  Y.  Tel: SChuyler  4-0770 


INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 


Ethical — Reliable — Scientific 
Disorders  of  the  Nervous  System 
BEAUTIFUL— QUIET— HOMELIKE 


Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  I8S9 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildinss. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.  2-1621 


WEST  BILE 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditiorfed.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


BRUNSWICK  HOME 


A PRIVATE  SANITARIUM.  Convalescents,  postoper- 
ative, aged  and  infirm,  and  those  with  other  chronic  and 
nervous  disorders.  Separate  accommodations  for  nervous 
and  backward  children.  Physicians'  treatments  rigidly 
followed.  C.  L.  MARKHAM,  M.D.,  Supt. 

B'way  & Louden  Ave.,  Amityville,  N.  Y.,  Tel:  1700,  1,  2. 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Phyuctan-tn-Chary. 


FORTY-SECOND  ANNUAL  MEETINGS 

of  the 

DISTRICT  BRANCHES 
of  the 

MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 

PROGRAMS 


Fifth  District  Branch 

Tuesday,  September  14,  1948 
Y.M.C.A.  Building  and  Black  River  Valley  Club 
Watertown,  New  York 


Noon  Session 

12:00-4:00  p.m.— Luncheon  for  hospital  represent- 
atives and  physicians,  Ball- 
room, Black  River  Valley  Club 
Panel  Discussion — “Hospital 

Problems” 

Moderator:  John  J.  Bourke,  M.D., 
Albany,  executive  director, 
Joint  Hospital  Survey  and 
Planning  Commission 
Malcolm  T.  MacEachern,  M.D., 
Chicago,  director  of  hospital 

fctivities,  American  College  of 
urgeons 

Finla  G.  Crawford,  Ph.D.,  Syra- 
cuse, vice-chancellor,  Syracuse 
University 

Edward  J.  Noble,  New  York, 
chairman,  North  Country  Hos- 
pitals Corporation 
Esther  Thompson,  R.N.,  Roches- 
ter, director  of  nursing  educa- 
tion, University  of  Rochester 
H.  C.  Stephenson,  Utica,  manag- 
ing director,  Hospital  Plan,  Inc. 

Afternoon  Session 

2:30  p.m. — For  physicians,  Y.M.C.A.  Building 
“The  Physicians’  Legal  Problems” 
Thomas  Clearwater,  Esq.,  attorney, 
Medical  Society  of  the  State  of 
New  York 

“Handling  of  Surgical  Emergencies” 
William  S.  Brady,  M.D.,  Utica 
Discussion:  Dan  Mellen,  M.D., 

. Rome 

“The  Use  and  Abuse  of  Some  of  the 
Newer  Medications” 

Richard  H.  Lyons,  M.D.,  Syracuse, 
professor  of  medicine,  Syracuse 
University 


Discussion:  George  F.  Bock,  M.D., 

Watertown 

Clinicopathologic  Conference 

Martin  F.  Hilfinger,  Jr.,  M.D.,  Syra- 
cuse, department  of  pathology, 
Syracuse  University 
Medical  Case  Discussion:  Olin  J. 

Mowry,  M.D.,  Oswego 
Surgical  Case  Discussion:  Murray 
M.  Gardner,  M.D.,  Watertown 

Evening  Session 

6:00  p.m. — Social  Hour  for  physicians  and  wives, 
hospital  representatives,  and  mem- 
bers of  the  Woman’s  Auxiliary,  Black 
River  Valley  Club 

6:30  p.m. — Dinner  (Informal) 

Introduction  of  officers  of  the  Medical 
Society  of  the  State  of  New  York 

Address  by  Leo  F.  Simpson,  M.D., 
President,  Medical  Society  of  the 
State  of  New  York 

Remarks  by  Mrs.  Edgar  M.  Neptune, 
President,  Woman’s  Auxiliary  to  the 
Medical  Society  of  the  State  of  New 
York 

“Trends  in  Hospital  Administration” 
Malcolm  T.  MacEachern,  M.D., 
director  of  hospital  activities, 
American  College  of  Surgeons 

The  Executive  Committee  of  the  Fifth  District 
Branch  will  donate  a prize  of  $25  to  that  Woman’s 
County  Auxiliary  from  which  county  there  is  the 
largest  percentage  of  physicians  registered  at  this 
meeting. 
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Officers — Fifth  District  Branch 

President.... James  E.  McAskill,  M.D., 

Watertown 

First  Vice-President. ..  .Wardner  D.  Ayer,  M.D., 
Syracuse 

Second  Vice-President ..  Arthur  F.  Gaffney,  M.D., 
> , Clinton 

Secretary Richard  B.  Cuthbert,  Jr., 

M.D.,  Canastota 

Treasurer Donald  C.  Tulloch,  M.D., 

Ogdensburg 


Presidents  of  Component  County  Societies 


Herkimer Robert  W.  Dennis,  M.D.,  Herkimer 

Jefferson L.  Otis  Fox,  M.D.,  Brownville 

Lewis Louis  A.  Avallone,  M.D.,  Lowville 

Madison Richard  B.  Cuthbert,  Jr.,  M.D., 

Canastota 

Oneida James  I.  Farrell,  M.D.,  Utica 

Onondaga J.  G.  Fred  Hiss,  M.D.,  Syracuse 

Oswego John  L.  H.  Mason,  M.D.,  Pulaski 

St.  Lawrence.  .Philip  T.  McGreevy,  M.D.,  Massena 


Eighth  District  Branch 

Thursday,  September  16,  1948 
U.S.  Veterans  Administration  Facility 
Batavia,  New  York 


Afternoon  Session 

2:30  p.m.- — “The  Prevention  and  Treatment  of 
Acute  Infections  of  the  Respiratory 
Tract” 

Hobart  A.  Reimann,  M.D.,  professor 
of  medicine,  Jefferson  Medical  Col- 
lege of  Philadelphia 
“The  Present  Day  Status  of  Fractures 
of  the  Hip  Joints:  Management  and 

Treatment  of  Fractures  About  the 
Shoulder  Joint” 

Anthony  F.  DePalma,  M.D.,  Phila- 
delphia 

6:30  p.m. — Dinner 

Presbyterian  Church  Building 
Introduction  of  Officers  of  the  Medical 
Society  of  the  State  of  New  York 
Address  by  Leo  F.  Simpson,  M.D., 
Rochester,  President,  Medical  Soci- 
ety of  the  State  of  New  York 
Remarks  by  Mrs.  Edgar  M.  Neptune, 
President,  Woman’s  Auxiliary  to  the 
Medical  Society  of  the  State  of  New 
York 

“The  Technic  of  Successful  Living” 

The  Reverend  Norman  Vincent 
Peale,  D.D.,  pastor  of  Marble  Col- 


legiate Church,  New  York  City. 
The  Rev.  Dr.  Peale  conducts  the 
radio  program,  “The  Art  of  Living.” 

Ladies  will  join  the  members  of  the  District 
Branch  for  dinner. 

Officers — Eighth  District  Branch 

President Robert  C.  Peale,  M.D., 

Olean 

First  Vice-President.  ..  .John  C.  Kinzly,  M.D., 
North  Tonawanda 

Second  Vice-President ..  Henry  S.  Martin,  M.D., 


Warsaw 

Secretary Ralph  M.  Bruckheimer, 

M.D.,  Cassadaga 

Treasurer Sydnev  L.  McLouth,  M.D., 

Corfu 

Presidents  of  Component  County  Societies 

Allegany Raymond  O.  Hitchcock,  M.D.,  Alfred 

Cattaraugus Norman  P.  Johnson,  M.D.,  Olean 

Chautauqua Everett  0.  Black,  M.D.,  Fredonia 

Erie E.  Dean  Babbage,  M.D.,  Buffalo 

Genesee David  B.  Johnson,  M.D.,  Batavia 

Niagara William  W.  Pierce,  M.D.,  Lockport 

Orleans Angelo  F.  Leone,  M.D.,  Medina 

Wyoming Oliver  T.  Ghent,  M.D.,  Warsaw 


FIRST  LAW  REGULATING  MEDICAL  PRACTICE 


The  earliest  records  of  the  territory  included  in 
what  is  now  the  present  City  of  New  York  are  “The 
Minutes  of  the  Burgomasters  and  Scheppens  (Aider- 
men)  of  New  Amsterdam  for  the  years  1653-1664.” 
These  records,  contained  in  six  manuscripts  written 
in  the  Dutch  language,  are  preserved  in  the  library 
of  the  City  Clerk,  Manhattan. 

In  1848  the  Common  Council  commissioned  Ed- 
mund B.  O’Callaghan,  M.D.,  a competent  Dutch 
scholar  and  historian,  to  translate  the  volumes. 
These  records  make  possible  a study  of  the  early 
growth  of  the  city  government.  The  State  of  New 
York,  then  called  New  Netherland,  was  headed  by 


Peter Stuyvesant  (1647-1664).  Thecarliestlawregu- 
lating  the  practice  of  medicine  is  a directive  issued  by 
Stuyvesant  on  December  3,  1657: 

“All  surgeons  in  this  City  are  hereby  notified  that 
the  court  orders  them  to  inquire  of  their  patient 
whenever  they  dress  a wound,  who  has  wounded 
him  and  then  report  it  to  the  Shout  (Sheriff)  or 
failing  therein  they  are  to  pay  the  fine  imposed  for 
making  the  wound.” 

The  fine  imposed  for  making  a wound  was  25 
pounds  flemish,  paid  in  wampum;  four  times  as 
much  was  paid  by  the  person  causing  the  wound  if 
the  victim  bled.  New  York  Medicine,  July  20,  1948 


Officers — County  Medical  Societies — 1948 

TOTAL  MEMBERSHIP  AS  OF  AUGUST  15,  1948—22,067 


County  President 


Albany 

J.  J.  Clemmer. . . 

Allegany 

R.  0.  Hitchcock 

Alfred 

Bronx 

S.  Weiskopf. . . . 

Broome 

J.  C.  Zillhardt. . . 

. Binghamton 

Cattaraugus.  . 

N.  P.  Johnson. . . 

Cayuga 

C.  T.  Yarington 

Moravia 

Chautauqua.  . 

E.  0.  Black 

Chemung . . . . 

A.  C.  Glover. . . . 

Chenango. . . . 

J.  A.  Hollis 

Norwich 

Clinton 

W.  W.  Johnson. 

. . . Plattsburg 

Columbia.  . . . 

L.  D.  Carpenter. 

. Germantown 

Cortland 

R.  H.  Kerr 

....  Cortland 

Delaware. . . . 

C.  K.  Ives 

....  Roxbury 

Dutchess 

L.  W.  Stoller . . . . 

Poughkeepsie 

Erie 

E.  D.  Babbage.  . 

Buffalo 

Essex 

R.  J.  Martin.  . . . 

. Ticonderoga 

Franklin 

A.  A.  Hartmann. 

Malone 

Fulton 

D>  M.  McMartin 

. . .Johnstown 

Genesee 

D.T3.  Johnson. . . 

Greene 

W.  A.  Petry.  . . . 

Catskill 

Herkimer.  . . . 

R.  W.  Dennis.  . . 

. . . . Herkimer 

Jefferson 

L.  0.  Fox 

. . . Brownville 

Kings 

A.  W.  M.  Marino.  . .Brooklyn 

Lewis 

L.  A.  Avallone.  . , 

Lowville 

Livingston. . . . 

F.  J.  Hamilton. . 

....  Hemlock 

Madison 

R.  B.  Cuthbert.  . 

Monroe 

E.  B.  Soble 

. . . Rochester 

Montgomery  . 

R.  E.  Wytrwal.  . 

St.  Johnsville 

Nassau 

H.  A.  Butman.  . . 

. . Manhasset 

New  York.  . . . 

William  B.  Rawls  . .New  York 

Niagara 

W.  W.  Pierce.  . . 

....  Lockport 

Oneida 

James  I.  Farrell. 

Utica 

Onondaga. . . . 

J.  G.  F.  Hiss. . . . 

....  Syracuse 

Ontario 

L.  A.  Stetson . . . . 

Canandaigua 

Orange 

T.  R.  Proper. . . . 

Orleans 

A.  F.  Leone 

Medina 

Oswego 

J.  L.  H.  Mason . . 

Pulaski 

Otsego 

E.  J.  Keegan. . . . 

Oneonta 

Putnam 

It.  S.  Cleaver 

Queens 

Alfred  Angrist. . . 

Rensselaer.  . . 

C.  J.  Handron.  . . 

Troy 

Richmond. . . . 

J.  H.  Diamond.  .New  Brighton 

Rockland 

G.  G.  Stone . . . . , 

St.  Lawrence. 

P.  T.  McGreevy. 

....  Massena 

Saratoga 

F.  A.  Mastrianni 

Mechanicville 

Schenectady. . 

N.  H.  Rust 

Schoharie .... 

J.  II.  Wadsworth 

Cobleskill 

Schuyler 

F.  C.  Ward 

Seneca 

C.  M.  Smith.  . . . 

Steuben 

V.  S.  Higby 

Suffolk 

W.  S.  Stakes .... 

Sullivan 

R.  S.  Breakey. . . 

Tioga 

A.  J.  Capron . . . . 

Tompkins.  . . . 

H.  W.  Ferris.  . . . 

Ithaca 

Ulster 

E.  S.  Goodyear . . 

. . . . Kingston 

Warren 

Saul  Yafa 

. . Glens  Falls 

Washington . . 

R.  L.  Skinner . . . 

Wayne 

J.  II.  Arsencau . . . 

Lyons 

Westchester. . 

W.  G.  Childress. 

Valhalla 

Wyoming  . . . . 

().  T.  Ghent.  . . . 

Yates 

R.  II.  Davis 

Secretary 

A.  Vander  Veer Albany 

II.  G.  Chamberlin Cuba 

G.  B.  Gilmore Bronx 

R.  S.  McKeeby . . . Binghamton 

W.  B.  Arthurs Olean 

J.  D.  Hammond Auburn 

Edgar  Bieber Dunkirk 

H.  A.  Burch Elmira 

J.  H.  Stewart Norwich 

K.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

E.  F.  Higgins Cortland 

S.  G.  Edgerton Delhi 

J.  F.  Rogers ....  Poughkeepsie 

H.  G.  Walker Buffalo 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

R.  K.  Lenz Gloversville 

C.  C.  Koester Batavia 

W.  M.  Rapp Catskill 

R.  C.  Ashley Little  Falls 

C.  A.  Prudhon. . . .Watertown 

C.  H.  Loughran Brooklyn 

E.  A.  Barnes Lowville 

R.  A.  Hemphill Mt.  Morris 

F.  0.  Pfaff Oneida 

J.  A.  Lane Rochester 

D.  W.  Childs Amsterdam 

I.  Drabkin . . . Rockville  Centre 

B.  W.  Hamilton. . . .New  York 

C.  M.  Dake Niagara  Falls 

H.  H.  Dodds Utica 

I.  L.  Ershler Syracuse 

P.  M.  Standish.  .Canandaigua 

E.  C.  Waterbury.  . .Newburgh 

J.  G.  Parke Albion 

U.  Cimildoro Oswego 

J.  M.  Constantine.  . . .Oneonta 

F.  J.  A.  Lehr Carmel 

E.  A.  Wolff Forest  Hills 

H.  F.  Albrecht Troy 

R.  E.  Lucey Stapleton 

R.  L.  Yeager Pomona 

C.  F.  Prairie Massena 

M.  J.  Magovern 

Saratoga 

R.  E.  Isabella ....  Schenectady 

D.  R.  Lyon Middleburg 

C.  W.  Schmidt.  .Montour  Falls 

Bruno  Riemer Romulus 

R.  J.  Shafer Corning 

E.  P.  Kolb Holtsville 

D.  S.  Payne Liberty 

I.  N.  Peterson Owego 

Richmond  Douglass.  . . . Ithaca 

F.  H.  Voss Phoenicia 

A.  C.  Davis Glens  Falls 

D.  M.  Vickers Cambridge 

I.  M.  Derby Newark 

W.  A.  Kelly. . .Mount  Vernon 

P.  A.  Burgeson Warsaw 

W.  G.  Roberts Penn  Yan 


Treasurer 

F.  E.  Vosburgh Albany 

L.  P.  Bly Cuba 

C.  W.  Frank Bronx 

J.  W.  Kane Binghamton 

George  C.  Cash Olean 

L.  H.  Rothschild Auburn 

C.  E.  Hallenbeck. . . .Dunkirk 

E.  S.  Ridall Elmira 

J.  H.  Stewart Norwich 

K.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

F.  F.  Sornberger Cortland 

S.  G.  Edgerton Delhi 

J.  F.  Rogers ....  Poughkeepsie 

E.  A.  Woodworth. . . .Kenmore 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

W.  H.  Raymond . . . Johnstown 
C.  C.  Koester Batavia 

M.  H.  Atkinson Catskill 

R.  C.  Ashley Little  Falls 

L.  E.  Henderson . . . Watertown 

H.  Mandelbaum Brooklyn 

E.  A.  Barnes Lowville 

R.  A.  Hemphill Mt.  Morris 

J.  F.  Rommel Oneida 

J.  L.  Norris Rochester 

F.  F.  Pipito Amsterdam 

I.  Drabkin. . .Rockville  Centre 

C.  W.  Cutler New  York 

F.  A.  Lowe Niagara  Falls 

R.  C.  Hall Utica 

A.  C.  Hofmann Syracuse 

P.  M.  Standish.  .Canandaigua 
E.  C.  Waterbury. . .Newburgh 

J.  G.  Parke Albion 

U.  Cimildoro Oswego 

J.  M.  Constantine. . . . Oneonta 

G.  H.  Steacy Mahopac 

D.  M.  Raskind . LonglslandCity 

H.  C.  Engster Troy 

H.  Dangerfield St.  George 

M.  R.  Hopper Nyack 

L.  T.  McNulty Potsdam 

J.  M.  Lebowich 

Saratoga 

Harry  Miller Schenectady 

D.  L.  Best Middleburg 

C.  W.  Schmidt. . Montour  Falls 

Bruno  Riemer Romulus 

R.  J.  Shafer Corning 

G.  A.  Silliman Sayville 

D.  S.  Payne Liberty 

I.  N.  Peterson Owego 

Richmond  Douglass . . . .Ithaca 

II.  B.  Johnson Kingston 

A.  C.  Davis Glens  Falls 

C.  A.  Prescott. . .Hudson  Falls 

I.  M.  Derby Newark 

R.  R.  Heffner. . .New  Rochelle 

P.  A.  Burgeson Warsaw 

W.  G.  Roberts Penn  Yan 
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REAL  ESTATE 


FOR  SALE 


$12,000  General  Practice  in  Central  New  York  Progressive 
Community  established  for  years,  appointments,  possibilities 
unlimited,  modern  residence  with  office  included,  completely 
equipped,  ready  to  start  immediately,  terms,  collections  95%. 
Box  232,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Ethically  conducted  institute  of  Balneology,  other  forms 
of  Physio-therapy,  in  heart  of  Manhattan.  Serving  medi- 
cal profession  48  years.  Excellent  opportunity  for  doctor 
interested  in  Physical  Medicine.  Price  $15,000.  Box  226, 
N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Doctor’s  office,  fully  equipped  for  sale — 4J4  room  apartment 
for  exchange.  Call  6-9  P.M.,  Es-7-3439  or  write  Box  222, 
N.  Y.  St.  Jr.  Med. 


FOR  SALE 


29  ST.,  342  WEST 

Opposite  French  Hospital  occupied  20  years  by  physician. 
2 families;  2 duplex  apts. ; oil  burner,  modern,  completely 
remodeled,  suitable  professional  use;  immediate  possession. 
$25,000,  cash  $10,000,  balance  good  terms. 

ABBOTT  & ADAMS,  INC. 

17  Murray  St.,  N.  Y.  7,  N.  Y.  Worth  4-5540 


COUNTRY  DOCTOR  NEEDED 


Modern  4 room  office  fully  equipped  for  general  practice  and 
EENT.  Good  living.  Satisfying  patient  relationships. 
Hard  work.  Box  235,  N.  Y.  St.  Jr.  Med. 


PROFESSIONAL  APARTMENT  FOR  RENT 


3 Large  Rooms,  Ground  Floor 
REASONABLE  RENTAL 
Apply  Supt,  305  E.  74th  St.,  N.Y.C. 


CLASSIFIED 


WANTED 


Physician.  For  general  medical  practice  in  restticted,  high- 
middle  class  community.  Salary  and  percentage  commen- 
surate with  ability  and  ambition.  $300.00  per  month  to 
start  with;  no  top  limit  if  diligence  and  ambition  warrant. 
Write  Box  231,  N.  Y.  St.  Jr.  Med.  or  phone  Manhasset 
2552. 


POSITION  WANTED 


Internist,  Part  I of  Boards  completed,  seeks  part  time  work, 
N.Y.C.  or  suburbs.  Box  233,  N.  Y.  St.  Jr.  Med. 


TO  SHARE 


Excellent  opportunity  Prot.  G.  P.  upstate  N.  Y.  Share 
office  expense.  Introduction.  Chance  to  do  $10,000  to  $60,000 
per  year.  Send  full  information  and  photo.  Owner  expects 
to  retire.  Box  237,  N.  Y.  St.  Jr.  Med. 


OPENING  AVAILABLE 


OPENING  AVAILABLE — for  Resident  in  cardiology, 
August  15,  1948;  good  salary  plus  full  maintenance;  150  bed 
hospital  for  treatment  of  acute  rheumatic  fever  and  acute 
rheumatic  heart  disease.  Apply  Reverend  Mother  Superior, 
F.M.M.,  Superintendent,  St.  Francis  Sanatorium,  Roslyn, 
L.  I.,  N.  Y. 


FOR  SALE 


8 room  brick  home  & office  practice.  Only  3 physicians  in 
large  L.  I.  community.  Fluoroscope,  basal.  Dr.  leaving 
State.  $19,850.  Box  236,  N.  Y.  St.  Jr.  Med. 


SPACE  TO  SHARE 


74th  Street  off  Madison  Avenue,  newly  equipped  physician's 
office,  new  building,  space  to  share.  Inspection  by  appoint- 
ment only.  Box  234,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


List  of  20  authoritative  diets,  typewriter  facsimile,  with 
printed  letterhead.  Specimen  and  details  on  request.  P.  S. 
Meyers,  152  Von  Houten  Ave.,  Passaic,  N.  1 . 


SCHOOLS 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB  & X-RAY  AVAIL  ABU 
Our  12-monthi  day  count  include*  intensive  training 
in  laboratory  techniques,  physiotherapy  apparatus, 
X-Ray,  nuning  techniquei,  and  medical  itenography. 

A FEW  LAB  TECHNICIANS  NOW  AVAILABLE 


MgjuLI  School  . 


1834  Broadway  — NYC 
Circle  7-3434 


Deemed  by  the  State  ol  New  York 


TRAINED  MEDICAL  PERSONNEL 

Rigid,  thorough  training  In  haematology,  urlnalyili,  all 
phase*  ol  medical  stenography,  x-ray  and  medical  machines 
makes  Paine  Hall  graduates  capable  assistants.  Our  free 
placement  servloe  will  help  you  And  the  right  girl, 

1008  Filth  Ave. ,NewYork!8 
Bu.  8-2294 

Licensed  by  State  ol  N.  Y. 


1870 


Pure.. 

Wholesome . • 
Refreshing 


Safeguarded  constantly  by  scientific 
tests,  Coca-Cola  is  famous  for  its  purity 
and  wholesomeness.  It's  famous,  too,  for 
the  thrill  of  its  taste  and  for  the  happy 
after- sense  of  complete  refreshment  it 
always  brings.  Get  a Coca-Cola,  and  get 
the  feel  of  refreshment. 

The  pause  that  refreshes 


96-Hour  Penicillin  Blood  Levels 
with 


Here  is  a revolutionary  improvement  in  repository 
penicillin  formulations:  a single  1 cc.  injection  ( 300,000 
units ) produces  and  maintains  therapeutic  blood  concen- 
trations for  96  hours  in  90  % of  patients.  This  outstand- 
ing achievement  does  away  with  the  need  for  every  day 
injections  in  repository  penicillin  therapy;  the  recom- 
mended dosage  of  a single  1 cc.  injection  every  other 
day  is  judged  to  be  adequate  for  the  majority  of  clinical 
purposes. 

In  Addition 

Flo-Cillin  “96”  is  a stable,  always  fluid  suspension 
which  doesn’t  “settle  out.”  No  extemporaneous  mix- 
ing or  prolonged  shaking  is  required.  A uniform  dis- 
persion of  penicillin  is  assured  in  each  and  every  dose. 

FLO-CILLIN  “96” 

Procaine  Penicillin  G in  Oil 
(300,000  units  per  cc.) 
with  Aluminum  Monostearate,  2% 

Available  NO  W from  your  usual 
source  in  vials  containing 
ten  1 cc.  doses;  in  a sterile 
disposable  package  containing 
a 1 cc.  cartridge  and  one  B-D* 

Disposable  Cartridge  Syringe; 
and  in  I cc.  cartridges  alone 
for  use  with  the  B-D * Metal 
Cartridge  Syringe. 


'Reg.  U.  S.  Pat.  Off.,  Becton,  Dickinson  & Co. 
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CONSTITUENTS: 
Hydrogen  peroxide  (90%) 
2.5% 

8-Hydroxyquinoline  0.1% 
Especially  prepared  glycerol 
qs.  ad.  120cc. 
Supplied  in  four  ounce 
bottles 


Eliminate 

infection  i. 

WOUNDS  ULCERS 

LESIONS  FISSURES 

ABSCESSES  CYSTS 

by  simple  topical  application 


Bibliography : 

New  Eng.  J.  Med.  234:468,  1946. 

J.  Invest.  Derm.  8:11,  1947. 

Annals  of  Allergy  4:33,  1946. 

Science  105:312,  1947. 

J.  Bacteriology  Vol.  53,  June,  1947. 

Literature  on  request. 


fffnfoma/tiona/  pharmaceutical  corporation 

132  Newbury  Street.  Boston  16,  Massachusetts 


Glycerite  of  Hydrogen  Peroxide  ipc 

stable,  long-acting,  non-selective, 
bactericidal  solution . . . 

. . . Possesses  the  mechanical  advantages  of  liquid 
and  ointment  types  of  medication  . . . 

. . . Hygroscopic,  penetrates  into  and 

draws  plasma  from  deeper  parts  of  wounds, 
washing  particulate  matter  to  the  surface  . . . 

. . . Aids  granulation  of  healthy  tissue  and 
speeds  healing  processes . . . 

. . . Non-toxic,  non-irritating,  non-sensitizing  . . . 
Apply  full  strength  as  frequently  as  desired. 


GLYCERITE  OF  HYDROGEN  PEROXIDE  ^ 


Charles  Edouard  Brown-Sequard 

( 1817-1894 ) 

proved  it  in  neurology 


Experience  is  the  best  teacher  in  cigarettes , too 

YES  ! Experience  counts.  Millions  of  smokers 
who  have  tried  and  compared  many  different 
brands  of  cigarettes  found  from  experience  that 
Camels  suit  them  best.  As  a result,  more  people 
are  smoking  Camels  than  ever  before. 

Try  Camels!  See  how  your  taste  appreciates 
the  rich,  full  flavor  of  Camel’s  choice,  properly 
aged,  and  expertly  blended  tobaccos.  See  if  your 
throat  doesn’t  welcome  Camel’s  cool  mildness. 

Eind  out  for  yourself  why,  with  millions  of 
smokers,  Camels  are  the  “choice  of  experience.” 

R.  J . Reynold*  Tobacco  Co. 
Winaton-Salem . N.C. 

According  to  a Nationwide  survey. 

More  Doctors  smoke  Camels 


ar 


Dr.  Brown-Sequard  specialized  in  the  Brown -Sequard’s  studies  established 

study  of  physiology.  He  considered  ex-  him  as  a founder  of  modern  neurology, 

perimental  physiology  of  such  impor-  His  experiments  included  transection 

tance  that  he  campaigned  in  both  of  the  spinal  cord,  a series  on  the  knee 

Europe  and  America  to  make  it  a part  jerk,  epilepsy,  and  the  vasomotor  func- 

of  the  curricula  in  medical  schools.  tion  of  the  sympathetic  nerve. 


tfian  any  ot/ier  cigarette 


Three  independent  research  organizations  in  a nationwide  survey  asked  113,597  doctors 

to  name  llie  cigarette  lln*v  snmknl.  Mnrr  Jm-tnrs  n firm'd  ('mnpl  tli.in  j»nv  nlln*r  lir:iml 
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One  of  these  days  all  traffic  lights  will 
be  green.  What  with  underpasses  and 
overpasses,  there  won’t  be  any  cross 
traffic  . . . People  on'the  go  can  still 
be  crossed  up  with  harsh  laxatives. 
ZymenoL,  however,  for  effective  bowel 
management  provides  smooth,  gentle 
laxation  without  irritant,  habit-forming 
drugs  and  with  teaspoon  dosage. 
Which  is  an  advantage. 


ZymenoL 

AN  EMULSION  WITH  BREWERS  YEAST 


o product  of  Otn  E.  Ghdden  & Co.,  Inc. 


i.i;m  light 


1874 


1875 


to  complete 
the  picture 


HEPTUNA  with  FOLIC  ACID-the  most 
modern  approach  to  the  treatment  of  hypo- 
chromic and  many  of  the  hypoplastic 
anemias  furnishes: 

FOLIC  ACID  to  stimulate  the  hemopoietic 
tissues  to  greater  activity. 

Ferrous  Sulfate  the  most  readily  available 
form  of  iron  for  hemoglobin  regeneration. 

• Essential  Vitamins  needed  for  general  well- 
being and  optimal  cellular  metabolism. 

HEPTUNA  with  FOLIC  ACID  not  only  furnishes 
the  structural  elements  needed  for  hemoglobin 
and  cellular  regeneration  but,  in  addition, 
stimulates  the  hemopoietic  tissues  to  better 
utilize  these  elements  and  more  rapidly 
correct  the  existing  anemia. 

1 


a ROERIG 

/ite/uMa/eeti 


EACH  CAPSULE  CONTAINS: 

Folic  Acid 1.7  mg. 

Ferrous  Sulfate  U.S.P 4.5  Grains 

Vitamin  A (Fish-Liver  Oil)  ....  5,000  U.S.P.  Units 

Vitamin  D (Tuna-Liver  Oil)  ....  500  U.S.P.  Units 

Vitamin  Bi  (Thiamine  Hydrochloride)  ....  2 mg. 

Vitamin  B2  (Riboflavin) 2 mg. 

Vitamin  B6  (Pyridoxine  Hydrochloride) . . . . 0.1  mg. 

Calcium  Pantothenate 0.333  mg. 

Niacinamide 10  mg. 

Together  with  other  B-complex  factors 
from  liver  and  yeast 


J.  B.  ROERIG  AND  COMPANY  • 536  Lake  Shore  Drive,  Chicago  11,  Illinois 
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THE  SW-227 

DIATHERMY  HAS  IT! 

No  limit  to  its  usefulness! 
All  accepted  types  of  applica- 
tors available  with  this  unit. 
SEND  FOR  ILLUSTRATED  BULLETIN! 


U E B E l gtegg  K L \ KS II K I H 


DEPT.  N. 


1876 


1877 


NOW..  .administer  blood  as  easily  as  solutions 


Manufactured  by 

BAXTER  laboratories 

Morton  Grove,  IIL  Acton,  Ontario 

Distributed  in  the  eleven  western 
states  by  DON  BAXTER,  Inc.  Glendale,  Calif. 
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CENTRAL  NEW  YORK’S 

LEADING  SURGICAL  APPLIANCE  HOUSE 

It’s  the  Fitting  That  Counts 

Send  us  your  hard  to  fit  patient  with  the  assurance  that  they  will  be  fitted  by  experts. 

Male  and  female  attendants  on  duty  at  all  times.  Private  fitting  rooms.  Patients  fitted  at  home  or  hos- 
pital within  a range  of  150  miles. 

HILL  SURGICAL  SUPPLY  CO.,  605  W.  Genesee  St.,  Syracuse,  N.  Y.,  Syracuse  3-8111 

Complete  Hospital  and  Physician  Supplies 
TRUSSES  - Abdominal  Belts  - Maternity  Garments  - Elastic  Hosiery 
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NEO-SYNEPHRINE 

HYDROCHLORIDE 

BRAND  OF  PHENYLEPHRINE  HYDROCHLORIDE  


Supplied  in  !4%  solution  (plain  and  aromatic),  1 oz 
bottles.  Also,  1 % solution  (when  greater  concentration  is 
required),  1 oz.  bottles,  and  water  soluble  jelly,  % oz 


1879 


ciliary 

activity  in 

COLDS 
SINUSITIS 
HAY  FEVER 


Ciliary  motion  carries  away  exudative  debris  in 
the  upper  respiratory  passages.  This  action 
should  not  be  inhibited  by  therapy  of  the 
common  cold,  sinusitis  or  hay  fever. 

The  isotonic  solutions  of  Neo-Synephrine  hydro- 
chloride permit  ciliary  function  to  continue  in 
an  efficient  manner,  while  congestion  is  reduced 
by  vasoconstriction. 


INC 


Neo-Synephrine,  trademark  reg.  U S & Conado. 


Niw  York  13,  n.  y.  Windsor,  Ont. 
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nE0-[ULT0l* 

for  the  treatment  of  constipation 

/MtZuta£  Cewecttoe, 

L.  acidophilus  in  refined  mineral  oil  jelly,  chocolate 
flavored  — provides  natural,  physiologic  approach 
to  correction  of  stasis.  Supplies  lactobacilli,  pre- 
dominant flora  of  the  normal  intestine  . . . gently 
lubricates.  Restores  normal  function  without  griping, 
flatulence,  diarrheic  movements.  Melting  point 
adjusted  to  prevent  leakage.  Jars  containing  6 oz. 


) 


THE 

ARLINGTON 

CHEMICAL 

COMPANY 

YONKERS  1, 
NEW  YORK 


♦The  word  NEO-CUITOI  ll  a regiitered  Irademarl  of 
The  Arlington  Chemical  Company. 
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PREGNANCY 

HYPERSECRETION 


STAPHYLOCOCCI 
i STREPTOCOCCI 
|\  / B.  COLI 

» \ / 5.8  to  7.8 

7 NEUTRA 


UTRAL  7 


< 8 


pH 

the  measure  of  resistance  to  vaginal  infection 


FLORAQUIN  POWDER 

— for  office  insufflation 

FLORAQUIN  TABLETS 

— for  patient's  use 

SEARLE 

RESEARCH  IN  THE  SERVICE  OF  MEDICINE 

FLORAQUIN  AND  OIODOQUIN  ARC  THE 
REGISTERED  TRADEMARKS  OF  G.  0.  S t A RLE 
« CO.,  CHICAGO  BO,  ILLINOIS 


Characteristic  of  the  normal  adult  vagina  is  the 
pH  which  ranges  between  3.8  and  4.4.  This  acid 
level  is  resistant  to  pathogenic  bacteria,  proto- 
zoa and  fungi.  In  such  a medium  the  Doderlein 
bacillus  flourishes  and  aids  in  the  production  of 
lactic  acid. 

FLORAQUIN 

— a product  of  Searle 
Research  — aims  at  restoring  and  maintaining  a 
vaginal  environment  inimical  to  the  growth  of 
pathogenic  flora.  Floraquin  not  only  contains 
Diodoquin-Searle  (5,  7-diiodo-8-hydroxyquino- 
line)  but  also  supplies  adequate  lactose,  dextrose 
and  boric  acid  for  reestablishing  a normal  vagi- 
nal pH;  therefore,  a normal  vaginal  physiology. 
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in  Congestive  Heart  Failure 


theophylline-calcium  salicylate  A Well  tolerated^ 

quickly  acting  diuretic  and  myocardial  stimulant 

DOSE:  I tablet  (4  grains)  two  to  four  times  a day. 


BILHUBER-KNOLL  CORP. 


ORANGE 
NEW  JERSEY. 
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DEATH 

STRIKES 

IN 

UTERO! 


Stop  This  Appalling  Waste  of  Human  Fertility! 
des  tablets  provide  proven  therapy  in  abortion,  miscarriage 
and  premature  labor — plus  added  extra  advantages  of: 
GREATER  SPECIFIC  EFFECT  . . . for  therapy  in  as  well  as 
for  prevention  of  abortion,  miscarriage  and  premature  labor. 
GREATER  SPEED  OF  ACTION  . ..  readily  absorbed,  quickly 
effective  and  extremely  well  tolerated  by  oral  administration. 
GREATER  ECONOMY  . . . newest  development  in  high  po- 
tency estrogenic  substances  makes  for  lowest  cost. 

GREATER  SAFETY  . . . clinical  studies  show  pregnant  women 
tolerate  w'ith  ease  doses  of  des  1000  times  greater  than  non- 
pregnant women. 

GREATER  SUCCESS  . . . clinical  reports  by  Karnaky,  Rosen- 
blum.  White  and  Smith  and  Smith  show  percentage  successes 
in  all  cases  treated  greater  than  with  any  other  accepted 
methods. 


des 


Tablets, 

25.0  milligrams. 

Grant  Process 

alpha-alpha-diethyl-4,  4 ' ■ stilbenediol 

diethylstilbestrol  U.S.P.,  XIII 

grant  chemical  co.,  inc.,  95  madison  avenue 
new  york  16,  new  york 
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“MEDICATES  THE  DIAPER” 

The  cause  of  ammonia  dermatitis  is 
ammonia  liberated  by  bacterial  de- 
composition of  urinary  urea.  DIAPENE 
— impregnated  into  the  laundered 
diaper  merely  by  rinsing  — checks  the 
particular  bacillus  which  releases  am- 
monia from  the  baby’s  urine.  DIAPENE, 
therefore,  prevents  and  relieves  diaper 
rash  by  eliminating  the  cause. 
IMPORTANT:— DIAPENE  is  as  basically 
necessary  as  baby  oil,  powder  or  oint- 
ment, because  chafing,  prickly  heat, 
allergy  rashes,  etc.,  are  often  aggra- 
vated by  ammoniacal  urine.  DIAPENE  is 
a prophylactic  MUST  for  every  baby! 

For  prevention,  medicate  only  “night"  diapers. 
For  treatment,  medicate  all  the  diapers. 
One  tablet  to  2 qts.  water,  a rinse  for  6 diaper*;. 


Homemakers  Products  Corporation  ns-is  I 


packages  of  20  and  40  tablets. 


Bacteriologically  and  Clinically 
Tested  for  Doctor’s  Use  — 


Copyr.  1017.  II. PC. 


380  Second  Ave.,  New  York  10,  N.  Y. 

Please  send  me,  without  cost,  literature  and  sam- 
ples of  DIAPENE  to  eliminate  cause  of  diaper 
rash  ( ammonia  dermatitis) . 


Dr. 

Address 

City Zone State 

I average diaper  rash  cases  weekly. 
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JONES 
MOTOR  BASAL 

for  accurate  B.  M.  R.  determination. 


Accepted  by  the 
Council  on 
Physical  Therapy 
of  the  A.  M.  A. 


For  differential  diagnosis  of  the  symptom- 
complex  of  fatigue,  nervousness,  increased 
heart-rate,  tremor,  emotional  instability 
and  depressed  mental  and  physical  ef- 
ficiency, nothing  is  so  revealing  as  an  ac- 
curate B.  M.  R.  report.  More  than  30,000 
satisfied  users  throughout  the  world.  Ac- 
curate, beautiful  equipment. 


Catidiefrien 

The  ‘pOltt  Successful 

'Detect-  'ZU'iitttiy 
ELECTROCARDIOGRAPH 


SEE  Z 


Cardiotron  makes  permanent  electrocardi- 
ograms. Writes  with  the  new,  exclusive 

• HEATED  JEWELED  POINT  on  PERMO- 
GRAPH  PAPER  without  ink!  No  slurring, 
blurring,  flooding.  Never  fades — and  has 
nothing  to  flake  off.  With  Cardiotron,  15 
leads  may  be  taken  without  reconnection  of 

• electrodes — in  less  than  1 minute  with  the 
exclusive  Auto-Prestomatic  Switch! 


L.  & B.  REINER,  INC.,  139  East  23rd  Street,  New  York  10,  N.  Y.  GR  7'8!0° 

Please  send  me  further  information,  without  obligation,  about 
□ Cardiotron,  the  Direct-Recording  Electrocardiograph. 

[ ] Jones  Motor  Basal 

Dr. 

Address 

City ■ Zone  State 


about  the  LARYNX, 

the  PHARYNX... 
and  CIGARETTES 


Here  is  the  simple  reason  why  many  lead- 
ing nose  and  throat  specialists  suggest 
"Change  to  Philip  Morris."* 

The  sensitive  tissues  of  the  upper  respiratory  tract  are 
often  affected  adversely  by  the  irritants  in  the  smoke  of 
ordinary  cigarettes. 

Philip  Morris,  on  the  other  hand,  are  specifically  processed 
to  minimize  such  irritants  . . . the  only  one  of  all  leading 
cigarettes  to  offer  this  advantage. 

Why  not  give  your  patients  the  benefit  of  this  proved** 
superiority  . . . why  not  suggest  Philip  Morris.  Many  leading 
doctors  make  it  a point  to  say  to  their  patients  who  smoke  . . . 
"Change  to  Philip  Morris  Cigarettes ." 


ARE  YOU  A PIPE  SMOKER?  . . . We  suggest  an  unusually  fine 
new  blend— Country  Doctor  Pipe  Mixture.  Made  by  the  same 
process  as  used  in  the  manufacture  of  Philip  Morris  Cigarettes. 


Laryngoscope,  Feb.  1 935,  Vo  I.  XLV,  No.  2,  149-154;  Laryngoscope,  Jan.  1937,  Vo  I.  XLVII,  No.  I,  58-60; 
Proc.  Soc.  Exp.  Biol,  and  Med.,  19 34,  32-241;  N.  Y.  Stale  Journ.  Med.,  Vol.  35,  6-1-25,  No.  II,  590-592. 


PHILIP 


MORRIS 


Philip  Morris  & Co.,  Ltd.,  Inc. 
119  Fifth  Avenue,  New  York 


* Completely  documented  evidence  on  file. 
**Reprints  on  request: 


Local  penicillin  reduced 
intranasal  bacteria  99% 

Proceedings  of  the  Society  of  American  Bacteriologists, 
47th  general  meeting,  May  13-17,  1947 

A series  of  patients  was  treated  intranasally 
with  local  penicillin,  500  units  per  cc.,  for 
5 consecutive  days.  At  the  end  of  this  time, 
the  bacteria  count  was  reduced  from  an  average 
of  7,363  per  cc.  of  nasal  washings  to  the 
amazingly  low  average  of  42. 

In  Par-Pen  you  have  a preparation  that  combines 
the  potent  antibacterial  action  of  penicillin, 

500  units  per  cc.,  with  the  rapid  and  prolonged 
vasoconstriction  of  Paredrine  Aqueous’. 

For  sample  and  full  information,  write  Par-Pen 
on  your  prescription  blank  and  mail  it  to  us  at 
429  Arch  St.,  Philadelphia  5,  Penna. 

Par-Pen 

the  penicillin-vasoconstrictor  combination 


Smith,  Kline  & French  Laboratories , Philadelphia 
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. Adm''"istra"0n 
J PreC,s  |rril0*,on 

s Cor-'Ple,e, 

4 Sostain«d 


For  oral  use:  0.2  mg.  tablets — vials 
of  30,  bottles  of  100  and  500;  0.1 
mg.  tablets — bottles  of  100  and 
500  • For  intravenous  injection: 
1 cc.  ampuls,  0.2  mg. 


Purodigin  has  these  advantages: 

PRECISE  DOSAGE:  Purodigin  (Digitoxin  Wyeth)  is 
absolutely  uniform  . . . standardized  by  weight, 
prescribed  by  weight. 

LACK  OF  IRRITATION:  Purodigin  is  concentrated 
— dosage  is  only  one  thousandth  that  of  digitalis  leaf. 
Nausea  is  rare. 

ABSORPTION  of  Purodigin  is  virtually  complete.  Almost 
no  irritating  residue  is  left  in  the  digestive  tract. 

SUSTAINED  ACTION:  Purodigin  remains  in  the  body 
as  long  as  digitalis. 


Try  Purodigin — especially  for  those  patients  who  do  not  easily  tolerate 
digitalis  leaf.  Without  interrupting  treatment,  simply  prescribe  0.1 -0.2 
milligram  Purodigin  in  place  of  0.1-0. 2 gram  digitalis. 


R O D S G I N 

CRYSTALLINE  DIGITOXIN 


WYETH  INCORPORATED*  PHILADELPHIA  3,  PA 
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MEAT. 


♦ ♦ 


And  the  Nutritional  Significance  of  Sat 


The  all  too  prevalent  practice  of  trimming  the  fat  from 
many  meat  cuts  and  discarding  it  not  only  represents  unneces- 
sary  economic,  but  also  nutritional,  waste.  Fat  is  nutrition- 
ally valuable  for  several  reasons,  some  of  them  well  known, 
some  only  recently  appreciated. 

The  fat  of  meat  is  an  outstanding  source  of  caloric  food 
energy,  small  in  bulk  and  low  in  moisture.  It  carries  im- 
portant fat-soluble  vitamins,  is  well  digested  and  absorbed, 
and  endows  the  meal  with  satiety  value  making  for  real 
satisfaction.  Meat  fat  furthermore  contains  certain  unsat- 
urated fatty  acids  which  appear  to  play  a significant  and 
essential  part  in  skin  metabolism.  Fat  also  exerts  a sparing 
effect  with  regard  to  B complex  vitamins. 

Recent  evidence1,2  indicates  that  the  presence  of  fat  in 
a mixed  dietary  considerably  decreases  the  specific  dynamic 
effect  of  the  three  basic  nutrients,  thus  promoting  optimal 
utilization  of  the  protein  ingested. 

This  survey  of  the  nutritional  significance  of  fat  again 
emphasizes  the  valuable  role  of  meat  fat  in  the  daily  dietary. 


‘Forbes,  E.  B.,  and  Swift,  R.  W.:  J.  Nutrition  27:45  3 
(June)  1944.  2 Forbes,  E.  B.;  Swift,  R.  W.;  Elliott,  R.  F., 
and  James,  W.  H.:J.  Nutrition  31 :203;2 1 3 (Feb.)  1946. 


The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  made  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association. 


American  Meat  Institute 

Main  Office,  Chicago. ..Members  Throughout  the  United  States 
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produces  . . . insomnia 


i Syrup  Sedulon,  a new,  non-narcotic  cough 
1 preparation,  usually  controls  '’night  cough” 
I which  robs  the  patient  of  needed  sleep. 

• Syrup  Sedulon.  given  in  therapeutic  doses, 

I seems  to  act  specifically  on  the  cough  reflex 
I without  interfering  with  heart  rate  or 
respiration.  Because  of  its  mild  sedative 
J effect,  the  patient  sleeps  well,  and  next  day 
i experiences  no  after-effects.  Sedulon,  the 

i unique  active  ingredient,  has  a wide  margin 

! of  safety,  is  well  tolerated,  and  remarkably 

I effective  even  in  persistent  "night  cough.” 

i 

• HOFFMANN-LA  ROCHE  INC.  • NUTLEY  10  • N.  J. 

I 

I 

! syrup  Sedulon" 

'Roche' 

I 

• 

I 
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consistency 
in  therapy 


of  the 

menopause 

Procynon-B*  injectable  form  of  the 
primary  follicular  hormone, 
meets  the  requirements  of  menopausal 
management:  even,  sustained  estrogenic 
action — without  the  euphoristic 
peaks  or  valleys  of  depression  that 
may  occur  with  the  more  rapidly 
excreted  secondary  materials  or  syn- 
thetic estrogens.  For  example. 


PROGYNON-B 

(ESTRADIOL  BENZOATE  U.S.P.  XIII) 


in  only  one-third  the  dose  of  estrone 
controls  menopausal  symptoms  for  twice 
the  period  of  time.1  Procyinon-B 
contributes  still  further  to  the  pa- 
tient’s comfort  in  that  it  is  11011- 
toxic  even  “in  extremely  high  single 
~\  and  accumulative  dosage.”"  Bather, 
s the  effect  of  Procynon-B  is  one  of 
a sense  of  well-being,  as  might 
he  anticipated  from  “the  most  potent 
of  the  natural  estrogens.’” 


HACK  AGING : Procynon-B  (Estradiol  Benzoate 
U.S.P.  XIII),  in  oil,  ampuls  of  1 cc.  containing: 
0.16,  0.33,  1.0  or  1.66  mg.  (1000,  2000,  6000 
or  10,000  R.  U.)  ; boxes  of  3,  6,  30  and  100  ampuls. 
Multiple  dose  \ials  of  10  cc.  containing  0.16, 

0.33  or  3.33  mg.  (1000,  2000  or  20,000  R.U.) 
per  cc.;  boxes  of  1 anti  6 vials. 


BIBLIOGRAPHY: 

(1)  Eisfelder,  H.  W.:  J.  Clin.  Endocrinol.  2:628, 

1942.  (2)  Dunn,  C.  W. : Am.  J.  Obst.  & Gynec. 

.'10:186,  1935.  (3)  Grollman,  A.:  Essentials  of 
Endocrinology,  ed.  2,  Philadelphia, 

J.  B.  Lippinrott  Company,  1947,  p.  574. 

CORPORATI  ON'BLOOMFIELD,  NEW  JERSEY 

IN  CANADA.  SCHERING CORPORATION  LTD.,  MONTREAL 


PROGYNON  B 
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< -Always 

WAS,  IS 

WILL  BE 

L Dependable 


in  digitalization 

and  its  maintenance 


PILLS 


Digitalis 

(Davits,  Rost) 

0.1  Gram 

l'/2  grains) 
CAUTION:  To  be 
™?Tsed  on|S'  t>y  or 

"phSiig1^0"  of 
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PiL  Digitalis  (c Davies , ^Rose) 

0.1  Gram  (approx.  ll/2  grains) 

<r Physiologically  Standardized. 


Each  pill  contains  0.1  Gram  (approx.  1 Yu  grs.)  Powdered  Digitalis, 
produced  from  carefully  selected  leaf  of  Digitalis  purpurea,  therefore  of  an 
activity  equivalent  to  1 U.S.P.  XIII  Digitalis  Unit. 

When  Pil.  Digitalis  ( Uavies , ^Rose)  are  dispensed  on  a prescription, 
the  physician  is  assured  that  the  patient  receives  digitalis  in  its  completeness 
and  obtains  the  full  benefit  of  the  therapy. 

Trial  package  and  literature  sent  to  physicians  on  request. 


Davies,  Rose  & Company,  Limited 

Manufacturing  Chemists,  Boston  18,  Massachusetts 
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in  HYPOCHROMIC  ANEMIA 

irm  is  effective  therapy 

. . . if  taken 


OVOFERRIN 


is  effective  because  it 

is  taken 

The  frequent  association  of  hypochromic  anemia  with  mappetence  and  disturbed 
digestive  states  requires  more  selective  therapy  than  the  ordinary  ionized  iron  prepara- 
tions. Iron  therapy  can  be  both  effective  and  well  tolerated  by  prescribing 


The  Build-Up 
Without  A Let-Down 

In  colloidal  form  easily  assimilated,  Ovoferrin  is  practically  unaffected  by  the  gastric 
juices;  is  readily  absorbed  in  the  intestinal  tract — is  non-astringent — and  does  not 
stain  the  teeth. 

Its  palatability  and  lack  of  side  effects  make  it  an  ideal  hematinic  for  both  children 
and  adults. 


OVOFERRIN 


NOW — Bridge  the  gap  between  iron  deficiency  and  effective 
iron  therapy  with  OVOFERRIN — in  11-oz.  bottles. 


MAINTENANCE  DOSAGE 


For  Adults  and  Children: 
One  teaspoonful  2 or  3 times 
a day  in  water  or  milk. 


THERAPEUTIC  DOSAGE 

ADULTS:  One  tablespoonful  3 
or  4 times  daily  in  water  or  milk. 
CHILDREN:  One  to  2 teaspoon- 
fuls 4 times  daily  in  water  or  milk. 


Professional 
sample  on 
request 


Made  only  by  the 

A.  C.  BARNES  COMPANY  • NEW  BRUNSWICK,  N.  J. 

"Ovoferrin”  is  a registered  trade  mark,  the  property  of  A.  C.  Barnes  Company 
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the  ETHICAL 


...  .Tf-SOCCWME  fORWULA 


Raysal 


-with 


RAYMER 


Succinate 


foi  //i<>  fooft/nwn/  of 

ARTHRITIS  and  RHEUMATISM 


RAYSAL  WITH  SUCCINATE  employs  three  principal  in- 
gredients— salicylate,  iodine,  and  succinate  . . . designed 
to  combine  the  almost  specific  antiarthritic  and  antirheu- 
matic action  of  the  salicylates,  the  stimulating  and  nu- 
tritionally corrective  effects  of  iodine  and  the  salicylate 
detoxifying  action  of  succinic  acid. 

An  ideal  companion  medication  for  other  therapeutic 
measures  employed  in  arthritis  and  rheumatism.  RAYSAL 
WITH  SUCCINATE  will  enhance  the  efficiency  of  RAY- 
FORMOSIL  ...  a safe  and  effective  combination  for 
use  in  your  next  case. 

tyr/o.rfyiW/  tya/rcy/a/e  (etUcown e*i/ 


ENTERIC  COATED  TABLETS 

Raysal  . . 5 grains 

(Representing  43cr  Salicylic  Acid  and  3%  Iodine  in  Calcium- 
Sodium  Phosphate  Buffer  Salt  Combination) 

Succinic  Acid  2 grains 


Available  only  on  order  of  the  physician  - advertised  only  to  the 
Medical  Profession  - sample  and  literature  will  be  sent  upon  request. 


PHARMACAL  COMPANY  • PHILADELPHIA  34,  PA. 
PHARMACEUTICAL  MANUFACTURERS 

0W4&  a ZP/ty-UctfitHb, 


v&asfe- 


KOAGAM I N 


PREO  PER  AT  IV  ELY— presents  oozing  and  allows  the  surgeon  a 
clearer  field  of  operation— lessening  the  need  lor  local  hemostatic 
measures. 


POST  OPERATIVELY- controls  secondary  bleeding. 

THERAPEUTIC  ALLY— aids  in  the  control  of  bleeding  in  gastric 
and  duodenal  ulcers,  hematemesis,  hematuria,  hemorrhagic  pur- 
pura, epistaxis,  blood  dyscrasias,  etc. 

Write  for  literature. 


CHATHAM  TH  ARM  ACEUTICALS.  INC. 

1 NEWARK  2,  NEW  JERSEY 

Distributed  in  Canada  by  FISHER  & BURPE,  LTD.,  Winnipeg,  Manitoba 


Recent  clinical  studies*  have  again  confirmed  the  high  efficacy  and  blandness 

of  the  unique  scabicide,  Kwell  Ointment.  One  application  only,  in  almost  all 

cases,  is  sufficient  for  complete  eradication  of  scabies.  The  active  ingredient 

of  this  effective  parasiticide,  a formulation  of  1 per  cent  of  the  gamma* 

isomer  of  1 ,2,3,4,5,6-hexachlorocyclohexane  in  a vanishing  cream  base,  incites 

neither  dermatitis  nor  other  skin  reactions.  Although  harmless  to  the  delicate 

skin  of  infants  or  the  sensitive  skin  areas  of  adults,  even  in  the  presence  of 

secondary  infection,  Kwell  Ointment  is  quickly  lethal  to  the  Sarcoptes  of 

scabies.  It  is  greaseless,  odorless,  and  nonstaining  to  the  skin  or  linen.  Kwell 

Ointment  is  equally  efficacious  against  all  types  of  human  pediculosis.  In  2 oz. 

and  1 lb.  jars,  it  is  procurable  on  prescription  at  all  pharmacies. 

* Wooldridge,  W.  E.:  The  Gamma  Isomer  of  Hexachlorocyclohexane  in  the  Treatment  of 
Scabies,  J.  Invest.  Dermat.  10: 363  (May)  1948. 


KWELL  OINTMENT 


A DIVISION  OF 

COMMERCIAL  SOLVENTS  CORPORATION.  17  E.  42nd  ST.,  NEW  YORK  17.  NEW  YORK 
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for  the  depressed  and  nervous  patient 

‘Benzebar’  constitutes  the  therapy  of  choice  when  anxiety,  agitation,  or 
nervousness  accompanies  depression.  It  combines  the  unique  anti-depressant  action 
of  Benzedrine*  Sulfate  and  the  mild  sedation  of  phenobarbital. 


a logical  combination  of 
Benzedrine  Sulfate  (5  mg.) 
and  phenobarbital  gr.) 


Smith,  Kline 
& French 
Laboratories, 
Philadelphia 


•T.M.  Res.  U.S.  Pat.  Off  for  racemic  amphetamine  sulfate,  S K.F. 
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puerperal 

morbidity 

reduced 


Pelvicin 


* 

[penicillin  vaginal  suppositories  Schenley] 


In  a recent  controlled  study  1 of  1,573  obstetrical  patients,  the  incidence 
of  genital  tract  infections  was  reduced  from  5.3  per  cent  to  2.3  per  cent 
when  penicillin  vaginal  suppositories  were  used.  A decline  of  56.6  per  cent! 

ADDITIONAL  ADVANTAGES:  PELVICINS  (penicillin  vaginal 
suppositories  Schenley)  shorten  the  hospitalization  period;  reduce  nursing 
care  required;  are  completely  painless  and  nonirritating.  These  advantages 
suggest  the  value  of  their  routine  use  in  obstetrical  procedure. 

SIMPLICITY  OF  TECHNIQUE:  Insert  2 PELVICINS  (total,  200,000 
units  of  penicillin)  into  posterior  fornix  of  vagina  with  a sponge  forceps, 
immediately  after  delivery  of  the  placenta. 

SUPPLIED:  Boxes  of  6 and  12  PELVICINS,  100,000  units  each. 

1.  Pierce,  K.  K.:  Am.  J.  Obst.  & Gynec.  vol.  55  (Feb.)  1948. 

■K-Exclueive  trademark.  © Schenley  Laboratories,  Inc. 


Schenley  Laboratories,  Inc. 

Executive  Oflficea:  350  FIFTH  AVENUE,  New  York  1,  N.  Y. 


PRICE  REDUCTION:  PELVICINS  now  cost  your  patients  one-third  less. 
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The  itching  produced  by  contact  with  oleoresins  of  wild 
plants  such  as  poison  ivy,  oak  and  sumac,  as  well  as  the 
pruritus  of  other  dermatoses,  will  frequently  be  relieved  by  . . . 


PYRIBENZAMINE  ointment 

or  cream 


Pyribenzamine  Ointment  2 per  cent  (petrolatum  base).  Jars  of 
50  Gm.  and  1 pound. 

Pyribenzamine  Cream  2 per  cent  (water-washable  base).  Jars  of 
50  Gm.  and  1 pound. 

• CIBA  PHARMACEUTICAL  PRODUCTS,  INC.,  SUMMIT,  NEW  JERSEY 


PYRIBENZAMINE  (brand  of  tripclennaminc) — Trade  Mark  Rcr.  U.S.  Pat.  Off. 


_/  1371M 
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OF  NEMBUTAL’S 
CLINICAL  USES 

SEDATIVE 

Cardiovascular 

Hypertension* 

Coronary  disease* 

Angina  * 

Decompensation 
Peripheral  vascular  disease 

Endocrine  Disturbances 

Hyperthyroid 

Menopause — female,  male 

Nausea  and  Vomiting 

functional  or  organic  disease  (acute 
gastrointestinal  and  emotional) 

X-ray  sickness 
Pregnancy 
Motion  sickness 

Gastrointestinal  Disorders 

Cardiospasm* 

Pylorospasm* 

Spasm  of  biliary  tract* 

Spasm  of  colon* 

Peptic  ulcer* 

Colitis* 

Biliary  dyskinesia 

Allergic  Disorders 

Irritability 

To  combat  stimulation  of 
ephedrine  alone,  etc.3** 

Irritability  Associated 
With  Infections4 

Restlessness  and  Irritability 
With  Pain3-4 

Central  Nervous  System 

Paralysis  agitanj 

Chorea 

Hysteria 

Delirium  tremens 
Mania 

Anticonvulsant 

Traumatic 

Tetanus 

Strychnine 

Eclampsia 

Status  epilepticus 

Anesthesia 


HYPNOTIC 

Induction  of  Sleep 

OBSTETRICAL 

Nausea  and  Vomiting 
Eclampsia 

Amnesia  and  Analgesia0 
SURGICAL 

Preoperative  Sedation 
Basal  Anesthesia 
Postoperative  Sedation 

PEDIATRIC 

Sedation  for. 

Special  examinations 
Blood  transfusions 
Administration  of  parenteral  fluids 
Reactions  to  immunization  procedures 
Minor  surgery 

Preoperative  Sedation 

Nembutal  alone  or 
lGlucophylline ® and  Nembutal, 
lNembutal  and  Belladonna, 

1 Ephedrine  and  Nembutal, 
,Nembudeino 
6 Nembutal  and  Atpirin, 
iwith  tcopolamine  or  other  drugt. 


satisfying  a wide  variety  of  needs 

That,  too,  is  the  function  of  short-acting  Nembutal — satisfying  a wide 
variety  of  needs.  With  over  470  papers  already  published  on  the  clinical 
uses  of  short-acting  Nembutal,  more  than  44  conditions  have  been  re- 
ported in  which  it  has  been  effectively  employed.  As  a result,  more  and 
more  physicians  are  seeing  new  opportunities  for  its  use.  They  have 
learned  that  adjusted  doses  of  Nembutal  make  possible  any  degree  of 
cerebral  depression  from  mild  sedation  to  deep  hypnosis.  Short-acting 
Nembutal  requires  only  about  one-half  the  dosage  of  many  other  barbi- 
turates. With  small  dosage,  there  is  less  drug  to  be  inactivated,  less 
possibility  of  "hangover,”  shorter  duration  of  effect,  wide  margin  of 
safety.  Eleven  Nembutal  products — all  in  convenient  small-dosage  forms — 
are  available  at  your  pharmacy.  Write  for  the  comprehensive  new  booklet, 
"44  Clinical  Uses  for  Nembutal.”  Abbott  Laboratories,  North  Chicago,  111. 


in  equal  oral  doses,  no  other  barbiturate  combines 

QUICKER,  BRIEFER,  MORE  PROFOUND  EFFECT 


(PENTOBARBITAL,  ABBOTT) 
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How  its  special  vehicle  makes  Acnomel 


a significant  advance, 
clinical  and  cosmetic, 


AcnomePs  superior  vehicle  embodies 
an  entirely  new  principle  in  topical 
acne  therapy.  To  this  vehicle — 
a stable,  grease-free,  flesh-tinted 
hydrosol  Acnomel  owes  the  following 
important  advantages: 


in  acne  therapy 
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• It  is  easy  to  apply  smoothly  and  evenly. 

• Upon  application,  it  dries  in  a few  seconds. 

• Its  active  ingredients  are  maintained  in  intimate 
and  prolonged  contact  with  the  affected  areas. 

• It  removes  excess  oil  from  the  skin. 

• It  is  readily  washed  off  with  water. 

Active  ingredients:  resorcinol , 2%;  sulfur,  8%. 

Available,  on  prescription  only,  in  specially- lined  1 lA  oz.  tubes. 


Smith.  Kline  & French  Laboratories , Philadelphia 
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For  Head  Colds , 

Crusts,  Dryness  of  the 
Nose  and  Other 
Nasal  Conditions 

O L I O D I N (SI. «.) 

(De  Leoton  Nasal  Oil) 

OLIODIN  produces  a mild  hyperemia  with  an  exudate  of 
serum,  loosening  crusts,  relieving  dryness  and  is  soothing  to 
the  nose  and  throat.  Breathing  is  improved. 

Try  OLIODIN  in  connection  with  forms  of  treatment  you 
may  be  using  in  the  nose,  such  as  tamponage,  sprays,  etc.  and 
note  the  improvement. 

For  The  Eyes 

OPHTHALMIC 

Solution  No.  2 

fl.  or. — 2 fl.  oz. 

(De  Leoton  Eye  Drops) 

Sol.  Oxycyanide  of  Mercury  with  Zinc  Sulphate,  Zinc  Phenol- 
sulphonate  and  Boric  Acid  in  Distilled  Water. 

USES:  1.  In  Diplo-bacillus  infections. 

2.  Before  and  after  operations. 

3.  In  chronic  catarrhal  conditions  of  elderly  people. 

4.  As  a collyrium  (Eye  Wash). 

5.  To  relieve  irritation  caused  by  wind,  dust,  bright 
lights,  etc. 

Write  for  Sampler 

THE  DE  LEOTON  COMPANY 
Bo*  204,  Capitol  Station  Albany,  N.  Y. 


PRESERVED 

Sheep  Cells 


Sil 


Gives  accurate  and  reliable  results 
in  complement  fixation  and  hetero- 
phile  anti-body  tests. 

Guaranteed  for  one  month 
from  date  of  shipment. 


Prices 

lOcc  vial $1.50 

30cc  bottle 3.50 


Discounts  on  Monthly  Contracts 

CERTIFIED  BLOOD  DONOR 
SERVICE 

146-16  HilUide  Aye.  Jamaica  2,  N.  Y. 


INDEX  TO  ADVERTISED  PRODUCTS 


Acnomel  (Smith,  Kline  & French  Labs.) ....  1901 

Alkalol  (The  Alkalol  Company) 1969 

Anusol  (Wm.  R.  Warner  & Co.,  Inc.) 1982 

Baxter  Solutions  (American  Hospital  Supply 

Corporation) 1877 

Benzebar  (Smith,  Kline  & French  Labs.) ....  1897 

des  (Grant  Chemical  Co.,  Inc.) 1883 

Dexedrine  Sulfate  (Smith,  Kline  & French 

Labs.) 1981 

Dextri-Maltose  (Mead  Johnson  & Co.) . . . .4th  cover 
Diapene  (Homemakers’  Products  Corpora- 
tion)  • 1884 

Edrisal  (Smith,  Kline  & French  Labs.) 1967 

Flo-Cillin  (Bristol  Laboratories  Inc.) 1871 

Floraquin  (G.  D.  Searle  & Co.) 1881 

Globin  Insulin  (Burroughs  Wellcome  & Co.)  1903 
Glycerite  of  Hydrogen  Peroxide  (Inter- 
national Pharmaceutical  Corporation) ....  1872 

Heptuna  (J.  B.  Roerig  and  Company) 1875 

Koagamin  (Chatham  Pharmaceuticals,  Inc.) . 1895 

Kwell  Ointment  (Commercial  Solvents  Cor- 
poration)   1896 

Lanteen  Diaphragm  (Lanteen  Medical  Lab- 
oratories, Inc.) 1971 

Metandren  Linguets  (Ciba  Pharmaceutical 

Products,  Inc.) 2nd  cover 

Mulsavite  (Sharp  & Dohme) 1904 

Nembutal  (Abbott  Laboratories) 1900 

Neo-Cultol  (The  Arlington  Chemical  Com- 
pany)   1880 

Neo-Synephrine  Hydrochloride  (Winthrop- 

Stearns  Inc.) 1879 

Nucarpon  (Standard  Pharmaceutical  Co., 

Inc.) 1969 

Oliodin  (The  De  Leoton  Company) 1902 

Ovoferrin  (A.  C.  Barnes  Company) 1893 

Par-Pen  (Smith,  Kline  & French  Labs.) 1887 

Pelvicins  (Schenley  Laboratories,  Inc.) 1898 

Phyllicin  (Bilhuber-Knoll  Corp.) 1882 

Pil  Digitalis  (Davies,  Rose  & Company,  Lim- 
ited)   1892 

Progynon-B  (Schering  Corporation) 1891 

Purodigin  (Wyeth  Incorporated) 1888 

Pyribenzamine  (Ciba  Pharmaceutical  Pro- 
ducts, Inc.) 1899 

Raysal  (Raymer  Pharmacal  Company) 1894 

Salinidol  (Doak  Co.,  Inc.) 1973 

Syrup  Lacto-Salicylate  Co.-MRT  (Marvin 

R.  Thompson,  Inc.) 1965 

Syrup  Sedulon  (Hoffmann-La  Roche,  Inc.)  . . 1890 

Zvmenol  (Otis  E.  Glidden  & Co.,  Inc.) 1874 

Dietary  Foods 

Meat  (American  Meat  Institute) 1889 

Medical  and  Surgical  Equipment 

Cardiotron  (L.  & B.  Reiner,  Inc.) 1885 

Diathermy  (The  Liebel-Flarsheim  Co.) 1876 

Trusses  (Hill  Surgical  Supply  Co.) 1878 

X-Ray  (Westinghouse  Electric  Corporation) 

3rd  cover 

Miscellaneous 

Chronograph  (Adlew  Jewelers) 1969 

Cigarettes  (Philip  Morris  & Co.,  Ltd.,  Inc.).  1886 
Cigarettes  (R.  J.  Reynolds  Tobacco  Co.) ....  1873 

Sheep  Cells  (Certified  Blood  Donor  Service) . 1902 
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Diabetes , diet  and 
Globin  Insulin.,. 


A good  carbohydrate  distribution  for  the  patient 
on  Globin  Insulin  is  to  divide  the  total  carbo- 
hydrate per  day  into  1/5  at  breakfast,  2/5  at 


lunch  and  2/5  at  suppertime.  This  initial  diet 
may  be  adjusted  in  accord  with  the  indications 
of  blood  sugar  levels  and  urinalyses.  (For  ex- 
ample, a low  blood  sugar  before  supper  indicates 
too  little  carbohydrate  for  lunch  or  vice  versa. ) 

Globin  Insulin  is  ordinarily  given  before  break- 
fast. Onset  of  action  is  usually  sufficiently  rapid 
to  eliminate  the  need  for  a supplementary  injec- 
tion of  regular  insulin.  However,  the  amount  of 
breakfast  carbohydrate  should  not  be  too  large. 
The  right  amount,  as  well  as  the  optimal  time 
interval  between  the  injection  and  breakfast, 
must  of  course  be  determined  for  each  patient. 

Since  the  maximum  action  of  Globin  Insulin 
usually  occurs  in  the  afternoon  or  early  evening, 
hypoglycemia  is  sometimes  noted  at  this  time. 
As  a guard  against  it,  the  carbohydrate  content 
of  the  noon  meal  may  be  increased,  or  a midafter- 
noon lunch  provided.  Thus  the  original  distribu- 
tion of  1/5,  2/5  and  2/5  might,  for  example, 
require  adjustment  to  2/10,  5/10  and  3/10  or 
to  2/10, 4/10, 1/10  and  3/10.  Once  the  balance 
of  carbohydrate  intake  and  insulin  timing  has 
been  established,  the  patient  must  be  impressed 
with  the  importance  of  adhering  to  the  regimen. 

‘Wellcome’  Globin  Insulin  with  Zinc  is  a clear  solu- 
tion, comparable  to  regular  insulin  in  its  freedom 
from  allergenic  properties.  Available  in  40  and  80 
units  per  cc.,  vials  of  10  cc.  Accepted  by  the  Council 
on  Pharmacy  and  Chemistry,  American  Medical 
Association.  Developed  in  The  Wellcome  Research 
Laboratories,  Tuckahoe,  New  York.  U.  S.  Patent 
No.  2,161,198.  LITERATURE  ON  REQUEST. 

'Wellcome'  Trademark  Registered 


The  advantages  of  one-injection  control  of 
diabetes  can,  through  adjustment  of  diet  and 
dosage,  be  made  available  to  the  majority  of 
patients  requiring  insulin.  In  view  of  the  con- 
venience and  freedom  afforded  by  the  unique 
intermediate  action  of ‘Wellcome’  Globin  Insulin 
with  Zinc,  the  necessary  adjustment  is  well 
worth  while.  Though  not  a complicated  pro- 
cedure, the  regulation  of  carbohydrate  balance 
warrants  reiteration  because  of  its  importance: 

SOME  FACTS  ABOUT  DIETARY  ADJUSTMENT:  The 

distribution  of  carbohydrate  in  the  meals  must 
be  adjusted  in  accord  with  the  type  of  action  ex- 
hibited by  Globin  Insulin,  which  is  intermediate 
between  regular  and  protamine  zinc  insulin. 
Proper  carbohydrate  distribution  with  proper 
insulin  timing  is  essential;  lack  of  balance  may 
lead  to  poor  control  or  to  an  erroneous  impres- 
sion of  the  characteristics  of  Globin  Insulin. 
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"We  eat  what  we  choose  or  must,  not  accord- 
ing to  the  National  Research  Council.”1  But 
we  can  treat  the  resulting  vitamin  deficiencies 
as  we  choose,  and  in  exact  accordance  with 
F.D.A.  nutritional  standards. 

Sharp  & Dohme  has  used  exactly  5 times 
the  F.D.A.  minimum  daily  vitamin  require- 
ments as  the  basis  of  Mulsavitf.2  Capsules 
Therapeutic  Potency  Multivitamins: 


Vitamin  A 

Vitamin  D 

Thiamine  hydrochloride  . . . . . 

Riboflavin  

Pyridoxine  hydrochloride  . . . . , 

Calcium  pantothenate 

Niacinamide 

Ascorbic  Acid 

Mixed  tocopherols 

* No  daily  requirement  established 


Mulsavite 

Capsules 

F.D.A. 

Requirements 

20,000  units 

4,000  units 

2,000  units 

400  units 

5 mg. 

1 mg. 

10  mg. 

2 mg. 

1 mg. 

• 

10  mg. 

• 

50  mg. 

• 

150  mg. 

30  mg. 

10  mg. 

• 

Jolliffe  and  Smith  stress  that  "The  daily 
therapeutic  dose  of  vitamins  should  be  at 
least  five  times  the  maintenance  requirements. 
Since  they  can  be  given  in  amounts  many 
times  the  maintenance  requirements  without 
untoward  effect,  it  is  better  to  give  too  much 
than  too  little.”3 

Mulsavite  Capsules  are  indicated  for  treat- 
ment of  concurrent  multiple  vitamin  deficien- 
cies. The  dose  is  one  capsule  or  more  daily. 
Bottles  of  30  and  500  easily  swallowed  cap- 
sules. Sharp  & Dohme,  Philadelphia  1,  Pa. 

1.  Haven  Emerson:  Journal  Lancet,  57:1,  1947.  2.  Registered  trade- 
mark, Sharp  & Dohme.  3.  M.  Clin.  North  America  27:567,  March  1943. 
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The  First  Annual  Supplement 


The  first  annual  Supplement  to  the  New 
York  State  Journal  of  Medicine  ac- 
companies this  issue.  In  it  will  be  found  the 
complete  transactions  of  the  1948  House  of 
Delegates.  The  Supplement  marks  a de- 
parture from  the  procedure  of  former  years 
when  the  official  minutes  were  printed  in 
serial  form  in  a number  of  issues  of  the  Jour- 
nal. 

Disadvantages  of  the  former  procedure 
were  many.  Editing  and  proofreading  of 
the  verbatim  notes  delayed  receipt  of  copy 
by  the  Journal  so  that  publication  could 
not  be  commenced  in  advance  of  nearly 
complete  receipt  of  text.  Thus,  it  not  infre- 
quently happened  that  publication  of  the 
transactions  was  not  completed  much  before 
the  end  of  the  calendar  year.  Additionally, 
the  inconvenience  to  members  of  having  to 
consult  a number  of  issues  of  the  Journal 
to  follow  through  the  action  of  the  House  on 
any  resolution  or  on  the  Annual  Reports 
was  great.  A misplaced  copy  of  the  Jour- 
nal could,  and  in  many  instances  did,  spoil 
the  series.  In  consequence,  many  members 


were  stopped  from  reading  thoroughly  the 
transactions  of  the  House. 

Advantages  of  the  Supplement  are  many. 
All  of  the  official  minutes  are  in  one  volume 
with  complete  index.  Anyone  may  follow 
the  legislative  progress  of  a resolution  with- 
out consulting  five  or  six  issues  of  the  Jour- 
nal, and  the  complete  transactions  of  the 
House  of  Delegates  will  be  in  the  hands  of 
members  in  September. 

With  the  volume  of  business  transacted 
each  year  by  the  Society’s  deliberative  body, 
and  the  increasing  importance  of  the  de- 
cisions of  the  House  of  Delegates  to  the  pub- 
lic and  to  the  physicians  of  the  State  of  New 
York,  it  is  imperative  that  each  member 
physician  know  what  has  been  done  and 
why. 

The  transactions  of  the  representative 
body  of  physicians  of  the  largest  State  in  the 
union  are  important.  The  membership  of 
the  Society  now  stands  at  22,717  doctors  of 
medicine;  one  fifth  of  all  interns  in  the 
United  States  receive  their  training  in  New 
York  State  hospitals;  one  fourth  of  all  the 
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physicians  in  the  country  serve  their  resi- 
dencies in  the  hospitals  of  this  State;  thir- 
teen per  cent  of  all  prescriptions  written  in 
the  country  are  those  of  the  physicians  of 
New  York  State;  one  eighth  of  all  hospital 
beds  in  the  nation  are  in  New  York  State 
hospitals.  Many  doctors  are  unaware  of 
the  magnitude  of  the  State  as  a center  of 
medicine  in  the  Western  Hemisphere. 


Under  these  circumstances  the  annual 
Supplement  and  index  will  serve  to  make 
easily  available  at  an  earlier  time  all  the  in- 
formation which  the  doctors  of  the  State 
must  have  concerning  the  actions  of  their 
House  of  Delegates.  The  minutes  should  be 
carefully  studied  by  all  concerned,  for  they 
are  a complete  account  of  the  deliberations 
of  the  legislative  body. 


Current  Editorial  Comment 


Psychosomatic  Rheumatism.  We  were 
saddened  to  read  of  the  death  of  Rabbi 
Joshua  Loth  Liebman,  whose  book,  Peace  of 
Mind,  sold  enormously,  < and,  we  hope, 
brought  just  that  to  its  many  readers.1  His 
death,  at  the  untimely  age  of  forty-one,  is 
said  to  have  been  due  to  coronary  throm- 
bosis brought  on  by  overwork. 

One  of  the  bitterest  of  jibes  is  “Physician, 
heal  thyself.”2  We  are  sure  that  Rabbi 
Liebman  would  not  have  begrudged  the 
sacrifice  of  his  life  in  the  service  of  others, 
but  it  does  seem  too  bad  that  he  could  not 
have  spared  himself  sufficiently  to  go  on 
living  for  the  benefit  of  his  disciples. 

We  quote  from  a letter  recently  received 
from  a physician  colleague.  He  says: 

I suffer  terribly  from  psychosomatic  rheuma- 
tism. I have  a free  range  of  motion  in  all  my 
joints,  the  x-rays  show  nothing,  my  sedimenta- 
tion rate  is  normal.  There  is  nothing  the  mat- 
ter with  the  joints  of  my  hips,  knees,  spine, 
and  fingers  except  that  they  hurt.  Some  days 
are  much  worse  than  others. 

Psychiatrists  tell  us  that  the  condition  is 
often  due  to  a life  of  continuous  tension,  strain, 
and  worry.  I recognize  that  to  be  true.  My 
tensions,  strains,  and  worries  are  due,  as  far 
as  I know,  to  a delightfully  simple  fact — that 
if  I don’t  work  I don’t  eat — and  so  don’t 
several  other  people.  What  can  I do? 

Put  up  with  it  would  seem  to  be  the 
answer — or  is  it? 

Double  Taxation.  There  are  undoubt- 
edly many  physicians  who  have  invested 
in  the  stocks  of  commercial  organizations. 
Their  dividends  constitute  an  item,  large 
or  small,  in  personal  income  taxes.  What- 
ever profit  the  corporation  makes  in  the 

1 New  York  Times,  June  12,  1$)48. 

» Luke  IV,  23. 


course  of  business  is  taxed  twice,  once  on  ' 
the  company  and  again  on  the  stockholders. 
No  other  income  is  burdened  by  double  fed- 
eral taxation,  and  this  fact  is  worthy  of  note. 
What  can  security  holders  do  about  it? 
Well,  the  Ways  and  Means  Committee  of  the 
Congress  has  under  consideration  the  ques- 
tion of  the  mitigation  or  elimination  of  this 
double  taxation.  It  will  generally  be  agreed, 
we  believe,  that  the  latter  is  a gross  inequity, 
and  this  seems  a good  time  for  the  doctor, 
among  others,  to  express  his  opinion  to  his 
representatives  in  both  branches  of  Congress. 
Every  little  helps! 

And  while  he  is  about  this  business  the 
doctor,  among  others,  might  think  a little  11 
also  about  what  happens  to  his  dividends 
after  he  gets  them,  less  the  taxes  in  question.  1 
He  may,  of  course,  spend  his  money  im- 
mediately. If  he  does  that,  he  contributes  : 
to  the  current  inflation  and  helps  to  main-  [ 
tain  high  prices.  That  is  surely  reprehens- 
ible. Recognizing  this,  the  recipient  of  the 
dividend  may  choose  to  reinvest  his  money. 
Shall  he  put  it  in  the  savings  bank?  If  he 
does  it  will  earn  about  V/2  per  cent,  and  that 
interest  will  again  be  taxable  as  current  !| 
income  in  the  year  he  receives  it. 

If,  now,  he  prefers  to  reinvest  in  stocks  of  : 
commercial  organizations,  he  will  again  be 
subject  to  double  taxation  of  his  profit. 

So  that  procedure  offers  little  attraction. 

Government  securities  are  of  course  un- 
questionably safe,  but  savings  bonds  of  small 
denominations  must  be  held  for  long-time 
investment  in  order  to  realize  their  return. 

In  a period  of  ten  years,  say,  what  has  the 
investor  to  face?  A further  shrinkage  of  his 
dollar?  Possibly.  Even  probably,  if  his- 
tory repeats  itself.  A man  earning  $2,500 
in  1939  with  which  to  support  a wife  and 
two  children,  must  now  earn  $4,500  to  equal 
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in  buying  power  his  earnings  of  about  ten 
years  ago.  Cheaper  dollars  and  higher 
taxes  have  brought  this  about  in  ten  years 
of  the  past.  What  may  be  anticipated  for 
the  next  ten  years? 

Double  federal  taxation  of  income  should 
certainly  be  abolished,  and  readers  are 
urged  to  communicate  their  opinions  on 
this  question  to  the  Ways  and  Means  Com- 
mittee of  the  Congress.  Shrinkage  of  dollar 
value  is  a difficult  enough  prospect  to  face  in 
the  coming  years  without  the  inequity  of 
double  federal  taxation  of  the  distributed 
profits  of  business  corporations. 

One  is  today  perhaps  reminded  of  Sydney 
Smith’s  review  of  Seybert’s  Annals  of  the 
United  States  (1820);  Smith  wrote,  if  we 
are  correct : 

The  schoolboy  whips  his  taxed  top;  the 
beardless  youth  manages  his  taxed  horse  with 
a taxed  bridle  on  a taxed  road ; and  the  dying 
Englishman,  pouring  his  medicine,  which  has 
paid  seven  per  cent,  into  a spoon  that  has 
paid  fifteen  per  cent,  flings  himself  back  upon 
his  chintz  bed  which  has  paid  twenty-two  per 
cent,  and  expires  in  the  arms  of  the  apothecary 
who  has  paid  a license  of  a hundred  pounds  for 
the  privilege  of  putting  him  to  death. 

It  would  seem  that  in  double  federal 
taxation,  of  the  sort  herewith  deplored  as  a 
matter  of  principle,  and  made  the  worse  in 
that  it  occurs  in  a period  of  inflation,  cheap 
dollars,  high  prices  and  diminishing  returns 
on  invested  capital,  we  have  a good  example 
of  Chief  Justice  Taney’s  observation  that 
the  power  to  tax  is  the  power  to  destroy. 


Folic  Acid  vs.  Liver  Extracts:  The  Pres- 
ent Score.  Pteroylglutamic  acid,  better 
known  as  folic  acid  because  of  its  presence 
in  foliage,  notably  spinach,  is  the  first 
chemically  identified  substance  of  proved 
efficacy  in  the  treatment  of  macrocytic 
anemias.  In  1945  and  1946,  when  this 
hematopoietic  member  of  the  vitamin  B 
complex  became  available  in  pure  synthetic 
form,  great  enthusiasm  was  engendered  by 
reports  of  the  successful  treatment  of  per- 
nicious anemia,  sprue,  and  macrocytic 
anemias  associated  with  malnutrition. 

This  material  appeared  to  offer  the  fol- 
lowing advantages  over  liver  extract: 

1.  It  was  highly  effective  when  taken  by 
mouth. 

2.  It  could  be  given  with  safety  to  pa- 


tients who  experienced  reactions  following 
administration  of  liver  extracts. 

3.  It  was  a pure  substance  of  known 
composition,  whereas  the  hematopoietic 
factor  or  factors  in  liver  extracts  had  not 
been  (and  have  not  yet  been)  chemically 
identified.  (There  is  practically  no  folic 
acid  present  in  refined  liver  extract.) 

Further  therapeutic  trials  during  the  past 
year,  however,  have  brought  to  light  addi- 
tional facts  that  are  worthy  of  emphasis  at 
this  time. 

1.  Although  folic  acid  produces  reticu- 
locytosis  and  restores  to  normal  both  mar- 
row and  peripheral  blood  in  pernicious 
anemia  and  related  macrocytic  anemias,  the 
response  may  at  times  be  a little  slower  and 
the  reticulocyte  peak  slightly  lower  than 
would  be  expected  after  administration  of 
liver  extracts. 

2.  So  far  as  is  now  known,  all  anemias 
responding  to  folic  acid  are  at  least  equally 
responsive  to  the  administration  of  liver  ex- 
tract of  one  type  or  another. 

3.  Folic  acid  fails  to  produce  neurologic 
remission  and  to  prevent  neurologic  re- 
lapse among  patients  with  Addison’s  per- 
nicious anemia.  In  fact,  when  given  alone 
without  liver  extract,  its  use  may  be  re- 
sponsible for  the  sudden  appearance  of 
symptoms  and  signs  of  lesions  in  the  pos- 
terior columns,  and  the  incidence  of  such 
neurologic  disturbances  may  parallel  the 
dosage  and  frequency  of  administration  of 
folic  acid.  Neurologic  lesions  may  also  de- 
velop during  folic  acid  therapy  in  patients 
with  sprue.1 

It  has  been  suggested  that,  because  of 
close  chemical  relationship  to  substances 
necessary  for  nutrition  of  neurones,  folic 
acid  may  interfere  competitively  with  the 
metabolism  of  the  spinal  cord  in  much  the 
same  way  that  vitamin  deficiencies  are  pro- 
duced experimentally  by  administration  of 
closely  related  compounds.  Pteroylglu- 
tamic acid  interferes  with  the  metabolism 
of  glutamic  acid  in  vitro,  and  it  is  possible 
that  a similar  interference  occurs  in  vivo  in 
the  central  nervous  system.1 

4.  Glossitis  may  develop  for  the  first 
time  or  may  become  worse  in  patients  with 
pernicious  anemia  treated  with  folic  acid.1 

It  is  apparent  from  these  considerations 
that  folic  acid  offers  no  real  advantage  over 
liver  extracts,  and  that  its  use  may  involve 
grave  risk  to  the  patient. 

Liver  extracts  remain  the  treatment  of 
choice  in  megaloblastic  anemias,  despite  the 
fact  that  they  must  be  given  by  needle  for 
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optimal  effect  and  that  their  active  prin- 
ciples are  unidentified.  Patients  manifest- 
ing hypersensitivity  can  usually  be  desensi- 
tized with  such  ease  that  this  is  very  rarely 
an  excuse  for  giving  folic  acid  in  place  of 
liver  extract. 

The  limitations  and  untoward  effects  of 
folic  acid  have  been  defined  as  a result  of 
painstaking  observations  by  physicians 
skilled  in  the  art  of  clinical  investigation. 
Their  experience  might  well  serve  as  an  ob- 
ject lesson  to  any  remaining  skeptics  who 
still  doubt  the  necessity  for  making  long- 
term, controlled  studies  of  each  new  thera- 
peutic agent  before  its  unrestricted  use  by 
the  public  is  encouraged.  It  should  be 
stressed,  however,  that,  although  folic  acid 
has  been  disappointing  from  the  thera- 


peutic standpoint,  the  discovery  and  the 
synthesis  of  this  compound  must  neverthe- 
less be  regarded  as  brilliant  achievements. 
Studies  of  this  material  and  of  vitamin  Bc 
conjugate,  conjugase,  and  conjugase  in- 
hibitor are  still  in  progress  and  give  one 
hope  that  the  phenomenon  of  erythropoiesis 
some  day  may  be  much  better  understood 
than  at  present. 

While  the  apparently  noxious  effect  of 
folic  acid  on  the  posterior  columns  of  the 
spinal  cord  is  currently  disheartening  to  the 
clinician,  there  is  reason  to  believe  that  fur- 
ther investigation  of  the  relation  between 
folic  acid  and  nerve  cell  metabolism  may 
assist  in  clarifying  the  pathogenesis  of  the 
neurologic  lesions  in  pernicious  anemia. 

1 Editorial:  New  England  J.  Med.  237:  713  (1947). 
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POROKERATOSIS  OF  MIBELLI 

Leslie  Paxton  Barker,  M.D.,  William  Huber,  M.D.,  and  Earl  S.  Hallinger,  Jr.,  M.D., 

New  York  City 

( From  the  Department  of  Dermatology  and  Syphilology,  College  of  Physicians  and  Surgeons,  Columbia 

U niversity) 


THE  rare  dermatosis  known  as  porokerato- 
sis of  Mibelli  is  a chronic,  progressive,  hyper- 
keratotic,  and  atrophic  disease  which  usually  be- 
gins early  in  life.  The  condition  is  inflammatory, 
shows  little  or  no  tendency  to  spontaneous  heal- 
ing, affects  men  more  often  than  women,  and  is 
frequently  familial.  It  has  been  our  unusual 
privilege  to  treat  and  observe  the  progress  of  a 
case  of  porokeratosis  from  adolescence  through 
first  pregnancy  and  to  witness  the  development  of 
the  disease  in  the  infant  offspring  of  the  patient. 
Presented  here  are  our  clinical  and  pathologic 
findings  during  a period  of  twelve  years. 

Because  of  the  recent  comprehensive  studies  of 
the  literature  of  porokeratosis,  it  is  not  necessary 
to  give  as  introduction  more  than  a cursory  sur- 
vey of  its  historic  background.1-3  In  1893, 
Vittorio  Mibelli  described  his  observations  of  the 
clinical  and  pathologic  characteristics  of  this  dis- 
ease which  now  bears  his  name.4'5  During  the 
fifty-five  years  which  have  since  elapsed,  less  than 
150  cases  have  been  reported.  A summary  of  the 
literature  by  Bloom  and  Abramowitz  in  1942  re- 
corded a total  of  132  cases  from  most  parts  of  the 
civilized  world  with  no  apparent  racial  distribu- 
tion.6 In  the  past  six  years  we  have  found  records 
of  13  additional  cases,  eight  of  which  existed  in 
the  United  States  and  five  in  SouthAmerica.3'6-14 

Our  res6arch  has  enabled  us  to  verify  as  authen- 
tic 36  cases  of  porokeratosis  reported  in  the 
United  States.  The  diagnoses  of  some  reported 
cases  of  porokeratosis  were  not  substantiated  by 
histologic  evidence,  and  their  descriptions  sug- 
gested such  nevoid  conditions  as  ichthyosis  hys- 
trix,  nevus  unius  lateris,  incontinentia  pigmenti, 
or  incorrectly  recognized  lichen  planus  annularis 
and  pityriasis  rubra  pilaris.  Wright  stated  in 
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1921  that  he  had  found  several  cases  of  lichen 
planus  described  as  porokeratosis.2  He  also 
called  attention  to  the  fact  that  cases  reported 
from  Japan  by  Matsumoto  were  probably  linear 
nevi.15'16 

Clinical  Characteristics 

In  porokeratosis  four  distinct  types  of  initial 
lesions  may  occur,  with  the  possibility  of  one  or 
all  varieties  appearing  on  the  same  patient.  The 
characteristic  lesions  are  as  follows: 

1.  Plaquelike  lesions  (most  typical  of  the  dis- 
ease) are  brownish,  round,  oval,  or  irregularly 
shaped  plaques  of  various  sizes,  with  wrinkled, 
slightly  scaly  centers  usually  devoid  of  hair  or 
sweat  glands.  The  periphery  of  the  plaque  is 
limited  by  a narrow  ribbon-like  border  which  may 
have  a longitudinal  furrow  at  the  apex  with  over- 
hanging lamellae  partially  obscuring  the  top  of 
the  furrow. 

2.  Follicular  keratotic  plugs  are  found  on  the 
surfaces  of  other  lesions  or  scattered  independ- 
ently over  otherwise  normal  skin. 

3.  Keratotic  papules  or  nodules  are  raised, 
dome-shaped,  rough,  and  slightly  scaly  lesions. 

4.  Verrucous  or  callous  lesions  are  limited  to 
the  palms  and  soles. 

The  evolution  of  the  eruption  is  very  slow.  A 
single  lesion  may  remain  stationary  for  years,  may 
spread  slowly,  or  new  lesions  may  appear  from 
time  to  time.  The  sites  of  predilection,  in  order 
of  their  frequency  are:  dorsa  of  the  hands  and 
feet,  extremities,  genitalia,  neck,  shoulders,  and 
scalp.  However,  lesions  may  occur  on  any  part 
of  the  body,  including  the  glans  penis  and  mucous 
membranes  of  the  mouth  and  tongue. 4'6'17-19 

Although  many  differing  types  of  therapy  have 
been  attempted,  none  has  been  known  to  influence 
the  course  of  porokeratosis.  The  results  of  de- 
struction of  the  lesions  by  electrodesiccation,  sur- 
gery, solid  carbon  dioxide,  and  curettage  have  all 
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proved  disappointing.  Local  applications  of 
various  keratolytic  agents  and  administration  of 
internal  medications,  such  as  heavy  metals,  io- 
dides, and  vitamin  A (first  used  in  our  patient  in 
1940)  have  been  equally  unsatisfactory.  In  one 
instance  only  has  thyroid  therapy  been  reported 
as  beneficial.20 

Pathologic  Characteristics 

While  the  lesions  of  porokeratosis  vary  clini- 
cally, they  have  such  similar  histologic  structures 
that  many  attempts  have  been  made  to  correlate 
pathologic  changes  with  etiology  and  pathogene- 
sis. Since  the  time  of  Mibelli’s  original  descrip- 
tion of  this  dermatosis,  the  question  has  been  re- 
peatedly raised  here  and  abroad  as  to  whether  or 
not  porokeratosis  constitutes  the  primary  lesion, 
whether  or  not  it  is  constantly  present,  and 
whether  or  not  hyperkeratosis  of  the  other  der- 
mal appendages  is  also  found.4’6 

Mibelli  described  a “dropping  down  of  the 
horny  layer  into  the  rete”  which  he  believed  to  be 
identical  with  Unna’s  “atrophic  descent  of  the 
horny  layer.”  He  also  noted  the  following:  (1)  a 
universal  cornification  of  sweat  ducts  both  in  the 
corium  and  in  the  epidermis;  (2)  horny  “corks” 
in  the  region  of  the  peripheral  wall,  distinguish- 
able tinctorially  from  the  surrounding  stratum 
corneum  and  surmounted  by  a “plume”;  (3)  ab- 
sence of  sebaceous  glands  and  hair  follicles; 
(4)  occlusions  of  the  orifices  of  the  sweat  ducts  by 
a process  of  cornification;  (5)  inflammatory  re- 
action with  dilatation  of  vessels  and  a moderate 
round  cell  infiltration  in  the  corium;  (6)  cystic 
dilatation  of  the  sweat  gland  glomeruli  and  ducts, 
and  (7)  fibrosis  in  the  older  lesions,  occurring  as 
an  end  process,  obliterating  sweat  gland  struc- 
tures. 

Respighi  described  “a  sort  of  plume  with  nu- 
cleated cells  which  rises  from  the  bottom  of  the 
rete  toward  the  free  surface  and  may  even  extend 
beyond.”21  With  Ducrey,  Respighi  observed 
that  hyperkeratosis  could  also  involve  hair  fol- 
licles and  sebaceous  glands  as  well  as  the  sweat 
glands.17  Matsumoto,  Miescher,  and  Ichteiman 
found  the  development  of  the  characteristic  his- 
tologic lesion  in  follicles  or  in  other  areas  free  of 
glandular  structures  as  well  as  in  sweat 
glands. 16,22,23  Ichteiman  also  noted  hyperkera- 
tosis and  areas  of  parakeratosis,  especially  in  the 
borders  of  the  lesions,  where  nucleated  horny 
cells  formed  columns.  He  found,  too,  in  the 
granular  layer,  cells  resembling  the  corps  ronds  of 
Darier’s  disease.  Gilchrist  also  described 
changes  similar  to  those  seen  in  Darier’s  disease.24 
Cregor  and  Gastineau  noted  the  plugging  of  the 
sweat  gland  ducts  with  horny  material,  hyper- 
keratotlc  changes  in  sweat  glands,  sebaceous 
glands,  and  hair  follicles,  and  the  presence  of  in- 


flammatory reaction  in  the  corium.26  In  addi- 
tion, they  noted  atrophy  in  the  central  portion  of 
the  lesion  and  hyperkeratosis  and  acanthosis  in 
the  region  of  the  wall. 

Bloom  and  Abramowitz  stated:  “One  sees  in 
the  otherwise  massive  horny  layer  a streak  of 
horny  substance  which  dips  into  the  epidermis 
and  differs  from  the  rest  of  the  horny  layer  by  its 
color  (particularly  when  stained  with  such  special 
stains  as  safranine  or  Van  Gieson’s  stain)  and  by 
its  content  of  nuclei  or  nuclear  fragments.”6 
They  described  as  a characteristic  finding  this  so- 
called  “cornoid  lamella”  which  they  believed  to  be 
identical  with  a similar  structure  described  by 
Freund.26  They  concluded  that  porokeratosis  is 
not  an  essential  part  of  the  pathologic  picture. 

Case  Report 

M.  S.,  a 15-year-old  white  girl  with  a hyperkera- 
totic  and  atrophic  eruption  of  eleven  years  duration, 
was  first  seen  at  the  Vanderbilt  Clinic  on  September 
11,  1936.  For  the  succeeding  twelve  years  her  con- 
dition has  been  observed  and  treated  at  irregular  in- 
tervals. 

Early  History. — In  the  initial  history  the  patient 
stated  that  when  she  was  four,  brownish-red  patches 
started  to  appear  on  her  arms  and  legs.  Few  lesions 
were  present  at  first,  but  slowly  new  areas  became 
involved,  spreading  the  eruption  to  the  soles  and 
dorsa  of  the  feet,  the  posterior  surfaces  of  the  heels, 
the  medial  and  lateral  surfaces  of  both  legs,  the  inner 
aspects  and  backs  of  thighs,  and  the  forearms  and 
axillary  folds.  Several  lesions  appeared  also  on  the 
hands  and  fingers.  The  head,  neck,  genitalia,  nails, 
and  mucous  membranes  remained  free.  The  de- 
velopment of  the  eruption  had  been  very  gradual 
from  the  ages  of  four  to  twelve,  but  during  the  three 
early  adolescent  years  preceding  the  patient’s  first 
clinic  visit,  its  spread  had  increased  rapidly.  The 
patient  reported  that  she  was  of  Irish  parentage,  had 
been  born  and  always  lived  in  the  United  States,  and 
that  her  general  health  had  been  good.  To  her 
knowledge,  no  member  of  her  family  had  suffered 
from  a similar  dermatologic  condition. 

The  first  complete  physical  examination  showed 
no  abnormality  except  obesity  and  the  diffuse  erup- 
tion. 

Clinical  Findings. — Cutaneous  examination  dem- 
onstrated that  this  eruption,  involving  the  previ- 
ously named  areas,  consisted  of  the  four  character- 
istic types  of  the  lesions  of  porokeratosis.  Evident 
were  the  plaquelike  lesions,  follicular  keratoses  or 
plugs,  dome-shaped,  papular,  and  nodular  hyper- 
keratoses, and  verrucous  lesions  (Fig.  1). 

The  plaquelike  lesions,  present  in  profusion  on  all 
mentioned  areas  except  thesoles,  were  the  most  prom- 
inent. They  existed  in  discrete  and  conglomerate 
patches,  were  brownish-red  in  color,  and  varied  in 
size  from  '/<  inch  to  several  inches  in  length.  Shapes 
were  round,  linear,  or  irregular.  The  plaques  were 
either  flat  or  slightly  depressed  and  were  limited  at 
the  peripheries  by  narrow,  slightly  raised,  ribbon- 
like borders,  1 to  2 mm.  in  width  and  height.  Bor- 
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Fig.  1.  Showing  plaquelike  lesions  on  the  dorsum 
of  the  foot  with  wrinkled,  scaly  centers  and  narrow 
ribbon-like  borders. 


ders  were  rough  to  the  touch.  Several  of  the  lesions 
had  higher  walls  with  longitudinal  troughs  at  the 
apexes  and  overhanging  lamellae  which  almost  hid 
the  tiny  narrow  grooves.  Centers  of  the  lesions  were 
wrinkled  and  slightly  scaly,  a few  having  follicular 
hyperkeratotic  plugs.  Hairs  were  absent,  and  no 
sweating  occurred  within  these  lesions. 

The  follicular  hyperkeratotic  plugs  were  scattered 
in  considerable  numbers  among  the  plaques,  as  well 
as  existing  within  a few.  Around  the  bases,  occa- 
sional plugs  contained  grooves  which  indicated  that 
they  might  be  focal  points  of  new  plaquelike  lesions. 

The  dome-shaped,  nodular  hyperkeratoses,  seen 
only  on  the  legs,  were  few  in  number.  Their  shapes 
were  either  round  or  oval,  ranging  in  size  from  3 to 
10  mm.  Surfaces  were  rough  and  pitted.  Several 
showed  beginning  central  depressions,  suggesting 
that  they  too  were  developing  into  plaquelike  types 
of  lesions. 

The  verrucous  lesions  were  limited  to  the  soles  and 
backs  of  heels.  On  the  soles  they  resembled  plantar 
warts  with  callous  formation.  On  the  backs  of  heels 
the  lesions  were  more  raised  and  hyperkeratotic. 
One  large  plaque  on  the  back  of  the  left  heel  showed, 
at  its  upper  part,  a depression  surrounded  by  a 
raised  rough  hyperkeratotic  border  (Fig.  2). 

Pathologic  Findings. — Serial  sections  of  a biopsy 
taken  on  admission  from  a plaquelike  lesion  of  the 
right  thigh  revealed  an  epidermis  with  an  undulatory 
surface  thrown  up  into  prominent  rugose  folds.  A 
pronounced  hyperkeratosis,  most  notable  in  the  sur- 
face indentations  or  crypts,  was  composed  of  loosely 
lamellated  layers  of  horn,  presenting  at  some  sites  a 
retiform  or  “basket  weave”  pattern.  At  several 
sites,  coil  gland  ducts  could  be  traced  to  the  surface. 

Further  study  of  serial  sections  indicated  that,  as 
these  ducts  traversed  the  loose  lamellae  of  the  stra- 
tum corneum,  they  appeared  to  be  surrounded  by 


Fig.  2.  Showing  callous  and  wartlike  lesions  on 
the  backs  of  the  heels. 


wide,  adherent  cylinders,  or  sleeves,  of  dense,  palely- 
staining  keratin  in  which  there  was  pronounced 
parakeratosis.  There  periductal  keratin  cylinders 
extended  for  an  appreciable  distance  beyond  the  sur- 
face of  the  stratum  corneum,  apparently  constitute 
ing  short,  blunt  spines.  The  parakeratotic  nuclei 
were  oval  or  rounded,  pale  and  ghostlike  at  some 
sites,  but  for  the  most  part  they  were  dark,  pyknotic, 
oval,  flattened,  or  irregularly  cuneiform.  In  some 
cases  the  appearance  was  that  of  nuclear  debris. 

Parakeratosis  was  not  present  elsewhere  in  the 
sections  except  in  the  regions  closely  surrounding 
sweat  duct  orifices.  In  some  regions,  adjacent 
spines  became  confluent,  forming  a broad,  solid  wall 
of  hyperkeratosis  and  parakeratosis.  About  the 
bases  of  the  keratotic  cylinders,  in  the  upper  part  of 
the  rete,  were  wedge-shaped  areas,  with  the  apex 
pointed  downward,  of  prematurely  keratinized, 
parakeratotic  cells.  There  was  acantholysis  of  these 
cells,  and  they  differed  sharply  in  tinctorial  reaction 
from  the  surrounding  cells,  having  an  increased 
acidophilic  staining.  There  was  an  absence  of  the 
granular  layer  at  these  sites. 

Elsewhere  throughout  the  sections,  the  granular 
layer  tended  to  be  narrowed  to  a width  of  one  or  two 
cells,  but  here  and  there  areas  of  moderate  widening 
were  noted.  There  was  a moderate  degree  of  ir- 
regular acanthosis.  At  some  sites,  however,  the  epi- 
dermis was  relatively  atrophic  with  complete  loss  of 
rete  pegs.  The  prickle  cell  layer  was  moderately 
edematous.  Many  cells  showed  perinuclear  vacuo- 
lation  and  hydrops.  Here  and  there  round  cells  in 
small  numbers  were  infiltrating  the  rete.  The  pars 
papillaris  and  papillary  bodies  of  the  corium  were 
the  sites  of  a striking  inflammatory  reaction  t hrough- 
out but  most  pronounced  in  certain  focal  areas  just 
beneath  the  epidermis  where  there  was  edema,  de- 
struction of  collagenous  and  elastic  tissue  fibers,  en- 
gorgement and  dilatation  of  blood  and  lymph  ves- 
sels, and  a heavy  infiltration  of  round  cells  in  which 
lymphocytes  predominated  with  a scattering  of 
epithelioid  and  histiocytic  cells  and  mast  cells.  Mild 
focal  perivascular  inflammatory  infiltrates  accom- 
panied by  degenerative  changes  in  the  vessel  walls 
were  seen  deeper  in  the  cutis. 

A striking  degree  of  keratinization  was  found  in 
coil  gland  ducts,  both  in  their  course  through  the  rete 
and  deeper  in  the  corium.  In  some  cases  the  lumina 
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Fig.  3.  Section  taken  on  admission  from  a 
plaquelike  lesion  showing  hyperkeratosis,  inflamma- 
tory reaction  in  the  corium,  and  plumelike  columns 
of  nucleated  horny  cells  (cornoid  lamellae). 

of  coil  ducts  in  the  epidermis  were  occluded  by  kera- 
tin plugs.  Dense  plugs  of  keratin  were  noted  on  the 
surface  about  the  orifices  of  sweat  ducts.  Abnormal 
keratinization  was  seen  in  the  lumen  of  one  tangen- 
tially sectioned  coil  gland  duct  well  below  the  epi- 
dermis in  the  upper  third  of  the  corium.  A process 
resembling  keratinization  was  also  seen  in  the  lu- 
mina  of  some  of  the  acini  in  the  depths  of  the  cutis, 
but  it  is  possible  that  the  changes  noted  represented 
a form  of  hyaline  degeneration.  A mild  inflamma- 
tory and  fibrotic  reaction  was  observed  about  some 
of  the  coil  gland  ducts  and  acini  (Figs.  3 and  4). 

The  sections  from  the  raised  border  of  a plaque- 
like lesion  in  the  left  axilla  were  generally  similar  to 
the  preceding,  although  the  changes  were  less  not- 
able. The  spinelike  porokeratosis  and  parakerato- 
sis w'ere  readily  demonstrable  in  these  sections.  No 
apocrine  glands  were  seen.  There  were  a few  se- 
baceous glands  present,  and  areas  of  hyperkeratosis 
and  parakeratosis  wTere  observed  about  one  or  two 
hair  follicles. 

Laboratory  Findings. — Blood  count,  bleeding  time, 
coagulation  time,  blood  urea,  uric  acid,  creatine,  and 
sugar  were  all  normal.  Blood  cholesterol  was  204. 
The  basal  metabolic  rate  was  minus  8 per  cent. 

Early  Treatments— The  patient  was  first  given  tri- 
weekly treatments  of  ultraviolet  light  for  four 
months.  Six  fractional  doses  of  roentgen  therapy 
were  administered,  and  keratolytic  ointments  pre- 
scribed for  local  application.  No  improvement  re- 
sulted. Several  lesions  were  destroyed  by  electro- 
desiccation, but  those  destroyed  deeply  enough  to 
prevent  recurrence  produced  scars  more  unsightly 
than  the  original  lesions. 

In  January,  1938,  because  of  Acton’s  reported  ex- 
cellent results  with  thyroid  therapy,  the  patient  was 
hospitalized  for  twenty  days,  during  which  period 
constant  thyroid  therapy  was  given  and  a 1,200- 
calorie  diet  prescribed.20  The  thyroid  dosage  was  at 
first  0.12  Gm.  per  day,  increasing  to  0.24  Gm., 
0.36  Gm.,  and  0.48  Gm.,  until  finally  0.72  Gm.  were 
given  for  the  last  ten  days.  The  patient’s  pulse  rate 
did  not  rise  above  90,  and  her  basal  metabolic  rate, 


Fig.  4.  High-powered  magnification  of  cornoid 
lamellae,  showing  nucleated  horny  cells. 


on  four  occasions  during  treatment,  was  minus  11, 
minus  9,  minus  4,  and  minus  7 per  cent.  The  pa- 
tient suffered  from  excessive  perspiration  and  nerv- 
ousness. Neither  during  nor  after  this  treatment 
wras  any  improvement  of  the  lesions  noticeable. 

The  follicular  character  of  the  eruption  suggested 
the  use  of  vitamin  A therapy.  In  1940,  300,000 
units  each  day  for  twelve  weeks  wrere  tried.  Again 
no  improvement  occurred. 

During  the  following  five  years  the  patient  at- 
tended the  clinic  so  irregularly  that  no  consecutive 
treatments  were  followed. 

Subsequent  Clinical  Findings. — Early  in  1947  the 
patient  developed  numerous  pruritic  papules  in  the 
right  axilla  on  the  site  of  a previous  series  of  fur- 
uncles. When  seen  by  us  one  year  later,  this  erup- 
tion consisted  of  many,  deep  red,  flat-topped  pa- 
pules, 3 to  4 mm.  in  diameter.  These  were  discrete, 
as  well  as  in  linear  and  circinate  formations.  Some  | 
of  the  papules  were  umbilicated,  and  several  had 
central  follicular  plugs.  Others  showed  a fine  sur-  j 
face  scaliness.  While  these  lesions  were  slightly  I 
rough,  they  lacked  the  horniness  of  lesions  located  I 
on  less  moist  sites.  Microscopic  sections  showed  a ! 
picture  generally  similar  to  the  findings  in  the  early  |; 
lesions. 

In  December  of  1947,  the  patient  gave  birth  to  a 
normal  baby  boy.  During  and  immediately  after  1 
her  pregnancy,  a remarkable  improvement  took  i 
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place  in  most  of  the  lesions  on  the  extremities. 
Many  of  the  plaquelike  lesions  lost  their  peripheral 
walls,  became  skin-colored,  and  left  wrinkled,  atro- 
phic scars.  No  papular  or  nodular  lesions  remained, 
and  only  a few  follicular  keratoses  were  seen.  The 
newly  developed  papular  eruption  in  the  axilla, 
however,  continued  to  itch  and  showed  no  change. 
Throughout  pregnancy  the  patient  had  taken  small 
doses  of  thyroid  with  calcium. 

While  no  substantial  extension  of  the  eruption  was 
evident  over  the  eleven-year  period,  it  was  observed 
that  several  plaquelike  lesions  formed  from  the  fol- 
licular hyperkeratoses  and  from  the  papular  and  no- 
dular lesions.  The  follicular  lesions  developed 
grooves  at  the  bases  that  spread  peripherally  and 
developed  typical  slightly  raised,  ribbon-like  borders 
and  wrinkled,  scaly  centers.  The  hair  disappeared 
from  the  lesions. 

The  nodular  lesions  became  depressed  in  the  cen- 
ters with  the  extending  borders  remaining  elevated 
as  the  lesions  spread  centrifugally.  The  centers  be- 
came atrophic,  wrinkled,  and  slightly  scaly  with  ulti- 
mate loss  of  hair.  The  advancing  raised  borders  de- 
veloped the  typical  characteristics  of  the  plaquelike 
lesions. 

It  was  most  interesting  to  note  that  the  infant 
child  of  the  patient  developed,  at  the  age  of  three 
months,  a rough,  warty,  dirty  brown  lesion  about 
l1/ 2 by  3/i  inches  in  size  on  the  dorsum  of  each 
foot.  These  lesions  had  the  rough  horny  feeling  and 
the  appearance  of  the  lesions  of  porokeratosis. 
Parents  refused  to  permit  a biopsy. 

Further  Pathologic  Findings. — Biopsy  of  the  recent 
papular  eruption  in  the  right  axilla  revealed  only  a 
very  mild,  spotty,  hyperkeratosis  and  parakeratosis. 
A tortuous  sweat  gland  showed  hyperkeratosis  ex- 
tending for  at  least  two  thirds  its  course  through  the 
epidermis.  No  sebaceous  or  apocrine  glands  were 
found.  One  hair  follicle  surrounded  by  a collarette 
of  hyperkeratosis  and  parakeratosis  was  seen  (Fig. 
5). 

The  findings  of  particular  interest  in  this  recent 
examination  were  curious,  conical,  infundibular  areas 


Fig.  5.  Section  from  a recent  papular  lesion  in 
the  axilla,  showing  neurodermatitis-like  picture, 
inflammatory  reaction  in  the  corium,  and  infundib- 
ular area  of  premature  keratinization,  parakera- 
tosis, and  acantholysis  in  upper  rete. 


of  cornified,  parakeratotic  cells,  with  acantholysis  of 
the  cells  in  the  group  which  dipped  at  intervals  into 
the  rete  in  the  form  of  wedges.  In  serial  sections 
some  of  these  areas  appeared  to  be  in  relation  to 
sweat  duct  passages  in  the  rete  pegs.  These  cell 
groups  apparently  represented  prematurely  kera- 
tinized rete  cells  and  differed  tinctorially  from  the  re- 
mainder of  the  epidermis,  staining  a deep  pink  with 
eosin.  The  granular  layer  was  absent  in  these  re- 
gions. 

Summary  and  Conclusions 

The  foregoing  case  of  porokeratosis  of  Mibelli 
is  of  importance  because  the  clinical  and  patho- 
logic observations,  from  early  adolescence  through 
first  pregnancy  to  the  manifestation  of  char- 
acteristic lesions  in  an  infant,  emphasized  the 
chronic  and  hereditary  aspects  of  the  disease. 
Noteworthy,  also,  is  the  possibility  of  an  endo- 
crine relationship  suggested  by  the  rapid  exten- 
sion of  the  eruption  during  puberty  and  its  reces- 
sion during  pregnancy. 

The  changes  in  lesions  in  this  case  over  a 
twelve-year  period  would  seem  to  be  instructive. 
While  the  types  of  lesions  characteristic  of  poro- 
keratosis were  originally  presented,  the  predomi- 
nating plaquelike  lesions  were  seen  to  develop 
from  both  the  follicular  and  the  papular  lesions. 
This  would  indicate  that,  at  least  in  some  in- 
stances, the  follicular  and  papular  are  the  primary 
lesions  and  the  plaquelike  are  the  ultimate  lesions 
of  the  disease. 

This  case  gave  further  evidence  that  known 
therapy  is  of  no  avail  in  porokeratosis.  To  our 
knowledge,  vitamin  A therapy  was  administered 
for  the  first  time  and  given  over  a twelve-week 
period.  Contrary  to  recent  suggestions  as  to  the 
possible  therapeutic  efficacy  of  vitamin  A in  this 
disease,  it  was  found  ineffectual.  Massive  thy- 
roid therapy,  ultraviolet  light,  and  roentgen  ther- 
apy, as  well  as  the  local  use  of  keratolytics,  were 
equally  unsatisfactory. 

The  outstanding  pathologic  features  in  our  case 
were:  (1)  hyperkeratosis,  parakeratosis,  and 

acanthosis;  (2)  a striking  degree  of  porokeratosis, 
with  apparent  extension  of  the  process  of  abnor- 
mal keratinization  to  the  deep  coil  gland  acini; 

(3)  cylinders  of  hyperkeratosis  and  parakeratosis, 
apparently  the  “cornoid  lamellae”  described  by 
Freund  and  later  by  Bloom  and  Abramowitz; 

(4)  conical  areas  of  peculiar  alteration  of  epider- 
mal cells  in  association  with  the  emergence  of  coil 
glands;  (5)  a complete  or  relative  absence  of  hair 
follicles  and  sebaceous  glands  (there  was  kera- 
tinization about  hair  follicles  where  present  but 
the  porokeratosis  was  the  outstanding  feature  of 
the  pathologic  process),  and  (6)  a striking  degree 
of  inflammatory  reaction  in  the  cutis  with  an  asso- 
ciated tendency  toward  fibrosis. 
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From  our  pathologic  findings,  it  is  impossible  to 
determine  the  point  of  origin  of  the  significant 
pathologic  process,  nor  is  it  possible  to  determine 
whether  this  condition  is  essentially  a nevoid  or 
an  inflammatory  process.  The  relative  absence 
of  cutaneous  appendages  in  our  sections  makes  it 
difficult  to  generalize  concerning  the  existence  of 
abnormal  keratinization  other  than  in  the  sweat 
gland  structures.  It  should  be  noted  that  in  the 
tissues  studied,  we  have  found  none  of  the  histo- 
pathologic changes  associated  with  Darier’s  dis- 
ease. There  were  no  findings,  however,  which 
would  be  contrary  to  the  assumption  that  we  may 
well  be  dealing  here  with  an  entity  which  belongs 
in  a group  with  Darier’s  disease  and  other  dis- 
eases which  represent  possible  dermatoses  of  a 
delayed  nevoid  origin. 

Discussion 

David  Bloom,  M.D.,  New  York  City. — So-called 
porokeratosis  Mibelli  is  a hereditary  keratodyskera- 
tosis.  Its  genetic  mechanism  has  been  established 
as  a regular  dominant,  as  shown  also  in  this  case 
report.  Of  interest  is  the  partial  sex  limitation, 
occurring  more  than  twice  as  often  in  men  than  in 
women.  As  small  verruca-like  lesions  of  porokera- 
tosis may  easily  be  overlooked,  I believe  that  if  the 
authors  had  had  the  opportunity  to  examine  person- 
ally other  members  of  the  family  they  might  possibly 
have  found  such  lesions  in  some  of  the  siblings  or  in 
one  of  the  parents. 

Porokeratosis  Mibelli  should  not  be  confused,  as 
it  often  is,  with  porokeratosis  palmaris  et  plantaris  of 
Brocq-Mantoux,  which  belongs  to  the  palmar  and 
plantar  keratodermas.  This  condition  consists  of 
small,  horny  globules  which  are  translucent  and 
hard,  grouped  or  disseminated,  and  enclosed  in  al- 
mar  and  plantar  epidermis  from  which  they  may  fall 
out  and  leave  tiny  depressions. 

The  age  of  three  months  at  which  this  eruption 
was  first  noticed  in  the  infant  is  not  the  earliest  age 
reported,  for  Bruck  and  Hirsch  describe  a case  of 
porokeratosis  Mibelli  in  a four-week-old  child,  which 
is  probably  the  earliest  age  at  which  porokeratosis 
Mibelli  was  reported.5 

The  term  “porokeratosis”  is  a subject  of  dispute 
which  started  long  ago  between  Mibelli  on  one  hand, 
and  Ducrey  and  Respighi  on  the  other  hand.  I 
share  the  opinion  of  those  who  consider  this  name  a 
misnomer.  The  terms  given  by  Respighi,  namely, 
“hyperkeratosis  eccentrica”  or  “hyperkeratosis  figu- 
rata  centrifruga  atrophicans,”  would  be  more  appro- 
priate, for  the  opinion  of  Mibelli,  that  the  sweat 
gland  duct  is  the  origin  of  the  lesion,  has  been  dis- 
proved by  the  fact  that  frequently  there  is  no  relation 
between  the  abnormal  changes  of  this  condition  and 
the  sweat  gland  ducts.'  Also  in  the  case  reported  by 
Abramowitz  and  myself  the  sweat  gland  ducts  had 
no  relation  to  the  pathologic  changes.  Furthermore, 
porokeratosis  lesions  are  also  seen  on  mucous  mem- 
branes where  there  are  no  sweat  glands  and  no  hair 
follicles  present.  Thus,  involvment  of  the  sweat 
gland  duct,  as  seen  in  the  case  of  the  authors,  does 


not  speak  for  the  contention  that  these  structures 
are  primarily  the  origin  of  porokeratosis.  It  is  true 
that  sweat  gland  ducts  as  well  as  follicular  orifices 
favor  increased  horny  formation  in  keratotic  con- 
ditions, but  they  are  neither  a primary  nor  very  im- 
portant factor  in  the  pathogenesis  of  these  condi- 
tions. 

Another  problem  which  comes  up  in  the  discussion 
of  porokeratosis  Mibelli  is  the  significance  of  the  in- 
filtration in  the  cutis.  The  opinion  of  most  authors, 
including  Mibelli,  Gans,  Hall,  and  Moncorps,  is  that 
this  infiltration  is  secondary  in  nature. i>_d  The  rea- 
sons are,  first,  that  the  infiltration  is  mostly  absent 
in  primary  efflorescences.  Second,  cellular  infiltra- 
tion in  the  cutis  may  be  slight  or  entirely  absent  in 
lesions  which  show  marked  epidermal  changes,  and, 
finally,  as  emphasized  by  Moncorps,  such  infiltra- 
tion may  be  seen  also  in  other  keratotic  processes 
which  are  certainly  noninflammatory  in  nature,  like 
ichthyosis  for  instance.  Thus,  infiltration  in  the 
cutis  in  porokeratosis  Mibelli  is  by  no  means  an  in- 
tegral part  of  the  histopathologic  process. 

Of  interest  is  the  observation  in  this  case  of  the 
rapid  extension  of  the  eruption  during  puberty  and 
recession  of  the  lesions  during  and  soon  after  preg- 
nancy. It  suggests  that  hormones  may  play  a role 
in  the  pathogenesis  of  this  condition.  The  fact  that 
porokeratosis  Mibelli  is  partially  sex  limited  to  men 
suggests  the  possibility  that  this  contention  is  cor- 
rect. There  are  a few  references  in  the  literature 
which  support  this  idea:  In  the  case  of  porokeratosis 
reported  by  Ballassa,  a girl,  aged  fourteen,  had  pluri- 
glandular insufficiency  and  mental  underdevelop- 
ment. Louste,  Thibaut,  and  Barbier  report  a 
case  in  which  the  lesions  of  porokeratosis  grew 
rapidly  at  puberty.*  Further  investigations  are 
needed  to  substantiate  the  importance  of  this  factor. 

As  to  treatment,  I feel  that  in  large  and  prominent 
lesions  which  warrant  removal,  deep  and  wide  ex- 
cision will  prevent  recurrence. 

Although  this  condition  of  so-called  porokeratosis 
Mibelli  does  not  seem  to  be  of  great  practical  impor- 
tance in  the  majority  of  cases,  such  careful  observa- 
tions as  were  made  by  the  authors  may  give  us  an 
insight  into  the  pathogenesis  of  hereditary  derma- 
toses, particularly  of  those  associated  with  disturbed 
cornification  of  the  epidermis.  Many  more  such 
endeavors  are  necessary  in  cases  of  hereditary  dis- 
eases, for  this  approach  to  dermatologic  problems 
promises  to  bring  results  where  other  ways  of  investi- 
gation proved  fruitless. 

° Bruck,  W.,  and  Hirsch,  H.:  Dermat.  Zfcschr.  29:  223 
(1920). 

6 Gans,  O.:  Histologic  der  Hautkrankheiten,  Berlin, 

Julius  Springer,  1925,  p.  83. 

c Hall,  G.  A.  M.:  Arch.  Dermat.  & Syph.  18:  396  (Sept.) 
1928 

d Jadassohn,  J.:  Handbuch  der  Haut  und  Geschlecht- 

skrankheiten,  Berlin,  Julius  Springer,  1931,  vol.  8,  part  2, 
p.  463. 

« Louste,  J.,  Thibaut,  R.,  and  Barbier,  C.:  Bull.  Soc. 

franc,  de  dermat.  et  syph.  4:  252  (1923). 
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NEWSPAPER  EDITOR  LOOKS  AT  THE  LOCAL  MEDICAL  SOCIETY 


It  would  be  a swell  idea  if  every  county  medical 
society  would  invite  the  editor  of  the  local  news- 
paper to  a couple  of  meetings  of  the  society  each 
year. 

The  Lorain  County  Medical  Society  did.  Here, 
in  part,  is  what  he  wrote  about  his  visit: 

“Last  evening  the  editor  of  the  Chronicle-Telegram 
attended  a meeting  of  the  Lorain  County  Medical 
Society.  Of  course  the  subject  discussed  was  over 
our  head.  We  do  not  understand  medical  terms  as 
we  have  never  studied  medicine.  We  did  get  one 
thing  out  of  the  meeting,  however,  and  that  is  that 
the  physicians  who  serve  us  here  in  Elyria,  and  Lo- 
rain County,  are  sincere  professional  men.  They 
are  meeting  periodically  to  hear  experts  discuss  vari- 
ous diseases.  They  are  keeping  up  with  new  meth- 
ods and  new  medicines  by  having  these  meetings 
which  are  addressed  by  men  who  stand  high  in  their 
special  fields  of  medicine  and  surgery. 

“We  found  out  last  night  that  the  members  of  the 


medical  profession  are  deeply  interested  in  their 
work.  They  do  not  know  anything  about  a 40-  or  a 
48-hour  week.  They  work  far  into  the  night  as  the 
occasion  demands.  New  drugs  and  new  methods 
are  constantly  changing  medical  practice  and  the 
physician  has  to  keep  up  with  the  improvements. 
Not  only  does  he  have  to  work  long  hours  looking 
after  his  patients  but  he  has  to  find  time  to  read  and 
to  study,  for  if  he  fails  to  do  so  he  will  find  that  the 
parade  of  medical  progress  has  passed  him. 

“It  was  a pleasure  to  spend  a couple  of  hours  with 
the  physicians  and  surgeons  of  Lorain  County  last 
evening  and  their  sincerity  and  earnestness  made  an 
impression  on  us.” 

The  next  time  the  representatives  of  that  society 
go  to  that  editor  to  talk  over  sundry  matters,  they 
are  quite  likely  to  find  him  receptive  to  hearing  their 
views  and  to  cooperating  with  them  if  at  all  pos- 
sible. 

— Ohio  State  Medical  Journal,  July,  1948 


SMALLPOX  ALMOST  ERADICATED 

Smallpox  is  rapidly  approaching  extinction  in  the 
United  States.  In  1947,  there  were  only  173  cases 
of  the  disease  reported  in  the  entire  country,  as  com- 
pared with  356  cases  the  year  before  and  with  1 1,673 
in  1937.  This  is  a reduction  of  more  than  50  per 
cent  in  a single  year  and  of  more  than  98  per  cent  in 
a decade.  Furthermore,  progress  in  the  eradication 
of  smallpox  is  continuing;  in  the  first  20  weeks  of 
1948  there  were  only  45  cases,  about  one  third  the 
corresponding  figure  of  a year  ago. 

Seventeen  states  and  the  District  of  Columbia 
were  entirely  free  from  the  disease  in  1947,  while  six 
other  states  reported  only  one  case  each.  The  per- 
fect record  for  the  State  of  Washington  last  year  con- 
trasts sharply  with  the  experience  in  1946  when  88 
cases  resulted  from  infection  brought  in  from  the  Far 
East.  Deserving  of  special  mention  are  the  six  New 
England  States,  as  well  as  Pennsylvania,  Delaware, 
Maryland,  Virginia  and  the  District  of  Columbia, 
which  have  not  had  a single  case  of  smallpox  in  at 
least  three  years.  Rhode  Island  can  boast  an  un- 
blemished record  for  two  decades. 


While  1947  was  a banner  year,  it  had  the  poten- 
tialities of  being  a disastrous  one.  Early  in  the  year, 
virulent  smallpox  was  introduced  into  New  York 
City  by  a merchant  returning  from  Mexico  City. 
As  soon  as  the  local  health  authorities  became  aware 
of  the  fact,  they  immediately  drafted  plans  to  vac- 
cinate as  many  people  in  New  York  City  as  possible. 
Through  a heroic  effort  and  the  cooperation  of  pri- 
vate physicians,  pharmacists,  the  press,  the  radio, 
and  many  organizations,  more  than  6,000,000  people 
in  the  city  were  vaccinated  in  less  than  a month — 
more  than  5,000,000  of  them  within  two  weeks.1 
This  mass  vaccination  program  succeeded  in  pre- 
venting the  spread  of  the  disease  beyond  the  12  cases 
contracted  before  the  campaign  was  started.  The 
reaction  of  those  vaccinated  indicated  that  the  num- 
ber of  susceptibles  in  the  population  was  sufficient  to 
have  made  a major  epidemic  possible. — Statistical 
Bulletin,  June,  1948 


1 Weinstein,  Israel:  Am.  J.  Pub.  Health  36:  1376  (Nov.) 
1947. 
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(From  the  New  York  Eye  and  Ear  Infirmary ) 


THE  Holy  Bible  mentions  “visiting  the  ini- 
quity of  the  fathers  upon  the  children,  and 
upon  the  children’s  children  unto  the  third  and  to 
the  fourth  generation.”1  This  statement  often 
has  been  considered  toapply  to  congenital  syphilis, 
but  that  is  not  strictly  correct. 

According  to  Pusey’s  The  History  and  Epidemi- 
ology of  Syphilis,  some  of  the  discoverers  of 
America  contracted  the  disease  from  the  American 
Indians  in  1492,  when  Columbus  made  his  first 
western  cruise,  and  within  the  next  few  years  it 
spread  over  the  known  world,  despite  the  inade- 
quate transportation  facilities  at  that  time.2 
There  have  been  many  references  in  the  nonscien- 
tific  literature  to  blindness  caused  by  interstitial 
keratitis,  one  of  the  most  notable  of  which  con- 
cerns the  character  Oswald  Alvin,  a young  Nor- 
wegian, in  Ibsen’s  play  Ghosts,  published  in 
1881. 3 Oswald’s  father  had  inadvertently  con- 
tracted syphilis  in  Paris  shortly  before  Oswald 
was  conceived.  The  boy,  explaining  his  symp- 
toms to  his  mother  when  he  returns  from  Paris 
after  several  years  of  study  in  an  art  school,  quotes 
a famous  Parisian  physician  as  having  stated, 
“The  sins  of  the  fathers  are  visited  on  the  chil- 
dren.” In  an  analysis  of  the  play,  however,  we 
question  the  association  of  softening  of  the  brain 
with  blindness  due  to  congenital  syphilis,  since 
our  study  shows  that  practically  all  patients  with 
congenital  syphilis  present  negative  spinal  fluid 
findings. 

We  believe  that  syphilis,  even  when  untreated, 
is  usually  inherited  only  by  the  siblings,  and  that 
it  is  very  seldom  inflicted  on  the  second,  third,  and 
fourth  generations.  This  matter  is  of  importance 
when  a person  with  congenital  syphilis  is  under  the 
impression  that  he  or  she  should  not  marry  and 
have  children.  With  adequate  premarital  atten- 
tion a nonsyphilitic  child  can  be  assured.  Sir 
Jonathan  Hutchinson  was  the  first  physician  to 
point  out  the  relationship  between  interstitial 
keratitis  and  congenital  syphilis  in  18G3,  eighteen 
years  before  Ibsen  wrote  Ghosts.4 

Interstitial  keratitis,  usually  a late  manifesta- 
tion of  congenital  syphilis,  easily  can  be  missed  in 
its  earlier  phases.  The  likelihood  of  its  appear- 
ance and  the  extent  of  the  damage  that  may  re- 
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suit  can  be  influenced  by  adequate  treatment. 
If  the  patient  is  treated  before  the  onset  of  inter- 
stitial keratitis,  the  findings  may  be  minimal  and 
the  severity  may  be  reduced. 

The  Diagnosis  of  Interstitial  Keratitis 

Any  corneal  lesion  should  be  checked  by 
serologic  tests  before  a diagnosis  is  made.  The 
process  usually  starts  monocularly  with  a fine 
cellular  infiltration  of  the  cornea  at  the  periphery, 
with  subsequent  spread  to  the  center.  In  most 
cases  corneal  injection,  lacrimation,  photophobia, 
and  deep-seated  pain  are  present.  The  cornea 
becomes  infiltrated ; then  both  the  superficial  and 
the  deep-seated  vessels  gradually  extend  into  the 
corneal  stroma  from  the  periphery  to  the  center. 
As  absorption  of  the  infiltrates  takes  place  by 
means  of  this  vascularization,  the  course  gradually 
clears  from  the  periphery  centralward.  The 
hazy  cornea  associated  with  vascularization  gives 
rise  to  the  frequently  described  sign  “salmon 
patch.”  The  acute  phase  is  frequently  associated 
with  iritis  (40  per  cent),  cyclitis  (60  per  cent), 
and  occasionally  anterior  choroiditis  (20  per  cent) . 

Pathogenesis  of  Interstitial  Keratitis 

Interstitial  keratitis  due  to  syphilis  usually  can 
be  diagnosed  easily  in  view  of  its  specific  cause. 
However,  confusion  with  tuberculous  interstitial 
keratitis  occasionally  is  encountered,  especially 
when  the  two  conditions  coexist.  In  these  cases, 
if  antisyphilitic  therapy  does  not  result  in  im- 
provement of  the  interstitial  keratitis,  the  pres- 
ence of  a tuberculous  lesion  should  be  considered 
(Table  1).  In  tuberculous  conditions,  more  fre- 
quently than  not,  phlyctenules  at  the  limbus  are 
noted.  In  addition,  a nodular  iritis  is  not  uncom- 
mon. The  corneal  involvement  does  not  absorb 

table  i. 

Luetic  ] Tuberculosis 

Corneal  Infiltrates 
Circumcorneal  Injection 
Deep  Vascularization 
Flare 

Choroiditis 


No  Phlyctenules 

Phlyctenules 

Iritis 

Nodular  Iritis 

Positive  Serology 

Positive  Mantoux 

Hutchinson’s  Teeth 

ActiveTuberculous  Lesion  i 
(Lung  X-Rays) 

Eighth  Nerve  Deafness 

Tubercular  Nephritis 
(Urine  Tests) 

i*jie 
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as  readily  as  it  does  in  the  luetic  condition.  The 
use  of  laboratory  aids,  as  well  as  the  clinical 
findings,  helps  in  making  a differential  diagnosis. 

The  pathogenesis  of  interstitial  keratitis  has 
not  been  established.  It  develops  only  rarely  in 
early  congenital  syphilis  when  treponemes  are 
presumably  present  in  the  blood,  but  usually  in 
late  congenital  syphilis  when  it  is  thought  that 
treponemes  are  not  present  in  the  blood  stream. 
It  occasionally  occurs  in  patients  receiving  strenu- 
ous antisyphilitic  treatment  when  other  lesions 
are  responding  well  to  therapy. 

One  theory  is  that  interstitial  keratitis  is  fre- 
quently an  allergic  disturbance  due  to  sensitiza- 
tion of  the  cornea  by  treponemes  in  fetal  life.5 
The  latent  period  is  explained  on  the  basis  of 
participation  of  the  cornea  in  the  general  im- 
munity resulting  from  infection,  with  increased 
local  resistance  following  early  subclinical  corneal 
lesions.  Later  subsidence  of  immunity  due  to 
trauma  or  minor  infection  may  result  in  the 
growth  of  treponemes  with  subsequent  develop- 
ment of  interstitial  keratitis.  This,  however, 
does  not  explain  the  fact  that,  in  acquired  syphilis, 
interstitial  keratitis  seldom  develops  in  the  stage 
of  immunity.  The  theory  that  interstitial  kerati- 
tis may  be  secondary  to  an  ariboflavinosis  is  now 
generally  discounted.6 

Study  of  Patients 

Our  study  of  103  patients  with  interstitial  kera- 
titis at  the  New  York  Eye  and  Ear  Infirmary  during 
the  past  twelve  years  (Table  2)  shows  a recent  de- 
crease in  the  number  of  cases  admitted.  Since  1946 
there  have  been  no  new  cases.  There  has  been  no 
comparable  decline  in  the  number  of  patients  with 
other  forms  of  ocular  syphilis.  We  interpret  this 
striking  reduction  in  cases  to  improved  prenatal  care 
and  general  syphilitic  therapy  during  the  past  two 
decades  and,  also,  to  the  required  premarital  sero- 
logic tests.  Since  interstitial  keratitis  is  a late 
manifestation  of  congenital  syphilis,  measures 
would  necessarily  show  their  effect  only  after  a 
number  of  years. 

TABLE  2. — 10.3  Patients  with  Syphilitic  Interstitial 
Keratitis  Seen  During  the  Past  12  Years 


Year 

Cases 

1937 

15 

1938 

17 

1939 

8 

1940 

19 

1941 

12 

1942 

14 

1943 

12 

1944 

2 

1945 

4 

1946 

0 

1947 

0 

1948 

0 

Total 

103 

Table  3 shows  the  age  groups  of  67  patients  first 
seen  during  the  past  twelve  years.  It  may  be  noted 
that  41  per  cent  of  the  cases  were  first  seen  between 


TABLE  3. 

— Age 

Groups 

of  67 

Patients,  1937- 

-1948 

Year 

0-10 

11-20 

21-30 

31-40 

Over  40 

Total 

1937 

2 

4 

4 

2 

0 

12 

1938 

2 

2 

3 

1 

0 

8 

1939 

0 

2 

0 

0 

0 

2 

1940 

2 

5 

5 

3 

1 

16 

1941 

1 

4 

2 

0 

2 

9 

1942 

0 

8 

3 

0 

0 

11 

1943 

0 

3 

4 

0 

0 

7 

1944 

0 

0 

1 

0 

0 

1 

1945 

0 

0 

0 

1 

0 

1 

1946 

0 

0 

0 

0 

0 

0 

1947 

0 

0 

0 

0 

0 

0 

1948 

0 

0 

0 

0 

0 

0 

Total 

7 

28 

22 

7 

3 

67 

Approximate 

percentages 

11.5 

41.0 

31.5 

11.5 

4.5 

100 

the  ages  of  eleven  and  twenty  years.  In  this  series 
we  found  ten  patients  (16.6  per  cent)  with  hutchin- 
sonian  teeth,  four  patients  (6-6  per  cent)  with  eighth 
nerve  deafness,  and  two  patients  (3.3  per  cent)  with 
saddle  nose.  The  relatively  high  percentages  of 
cases  above  the  age  of  twenty  probably  can  be  ex- 
plained on  the  basis  that  all  admissions  to  the 
syphilis  clinic  were  referred  from  the  eye  clinic  and 
had,  therefore,  in  most  cases,  not  been  previously 
recognized  as  having  syphilis.  Most  of  the  former 
studies  had  been  based  on  findings  in  syphilis  and 
pediatric  clinics.  There  is  a decrepancy  in  the 
number  of  cases  listed  on  the  last  two  charts  because 
some  of  the  older  charts  are  unavailable  at  present. 

Cooperation  Between  the  Ophthalmologist  and  the 
Sy philologist. — We  agree  that  close  cooperation 
between  the  ophthalmologist  and  the  syphilologist 
is  essential  in  treating  patients  with  interstitial 
keratitis  and  all  other  forms  of  ocular  syphilis. 
Payne,  in  summarizing  ocular  syphilis,  believes 
that  the  ophthalmologist  should  play  the  role  of 
the  umpire;  that  he  should  not  attempt  to  treat 
the  general  manifestations  of  syphilis  but  should 
confine  his  attention  to  the  eye,  prescribing  local 
applications,  making  visual  field  tests,  and  advising 
the  physician  or  the  syphilologist  of  the  progress 
of  the  eye  lesions.7 

Several  years  ago  at.  the  New  York  Eye  and  Ear 
Infirmary,  with  the  assistance  of  Dr.  M.  W.  Nugent, 
we  drafted  a form  (Table  4)  for  recording  the  eye 
findings  in  cases  of  ocular  syphilis.  A rubber 
stamp  of  this  form  was  made  in  order  to  correlate 
these  findings  at  regular  intervals.  Our  aim  is  to 
have  an  ophthalmologist  examine  each  patient  with 
ocular  syphilis  at  least  once  every  two  months  and 
to  record  the  ocular  changes.  This  procedure  is 
essential  in  determining  adequate  treatment. 

Therapy  Employed. — Our  policy  has  been  to  give 
each  patient  routine  therapy  with  bismuth  and  an 
arsenical  over  a period  of  two  years,  usually  at 
intervals  of  one  week.  In  the  more  acute  cases  we 
have  given  two  injections  a week  for  the  first  two 
months.  In  a number  of  cases  we  have  also  em- 
ployed fever  therapy  with  intravenous  injections  of 
typhoid  vaccine.  Since  penicillin  has  been  available 
to  private  hospitals,  we  have  had  very  few  cases  of 
interstitial  keratitis,  because  of  the  notable  decline 
in  congenital  syphilis.  We  have  used  penicillin  in 
the  treatment  of  all  patients  with  interstitial  kera- 
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Date 


V? 


Cornea 


cc 

R 
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TABLE  6. — Results  of  Antistphilitic  Therapy  in  49 
Adequately  Treated  Cases  of  Interstitial  Keratitis 


Vision 

Adequate  treat- 
ment, % 
Inadequate 
treatment,  % 


Excellent, 

Good, 

Fair, 

Bad, 

20/20- 

20/50- 

20/80- 

20/200 

20/40 

20/70 

20/100 

or  Worse 

53 

25 

12 

10 

12 

18 

23 

47 

Iris 
Pupil 
Lens 
Vitreous 
Ch.  & Ret. 

Nerve  Head 
Fields 

Ex.  Muscles 
Accom. 

Notes: 

titis  since  we  have  been  able  to  obtain  it,  but  we 
also  have  employed  routine  therapy  in  all  cases. 
We  believe  that  a condition  which  may  result  in 
such  severe  consequences  as  interstitial  keratitis 
should  be  given  therapy  that  has  been  proved  to  be 
effective  over  a period  of  years. 

Local  treatment  of  interstitial  keratitis  is  directed 
toward  complete  cycloplegia  with  the  use  of  atropine, 
hyoscine,  or  some  allied  drug  to  put  the  eye  at 
complete  rest,  particularly  in  the  face  of  iritis  and 
uveitis.  Heat  is  applied  locally,  as  is  the  rule  in 
any  inflammatory  process.  Frequently  local  anti- 
septics are  used  to  reduce  the  likelihood  of  secondary 
infection.  The  local  use  of  penicillin  and  strepto- 
mycin does  not  result  in  a marked  effect  on  the 
intraocular  condition,  but  at  times  is  helpful  locally. 

A r6sum6  of  a treated  case  of  interstitial  keratitis 
is  shown  in  Table  5.  This  patient,  eleven  years  old, 
received  only  routine  therapy. 

Results. — In  a series  of  49  adequately  treated 
cases  of  interstitial  keratitis,  we  had  excellent 
results  in  53  per  cent  of  cases,  in  contrast  to  a final 
outcome  of  good  vision  in  12  per  cent  of  inade- 
quately treated  cases  (Table  6).  The  results  were 
good  in  25  per  cent,  fair  in  12  per  cent,  and  bad  in 
10  per  cent  in  adequately  treated  cases;  in  patients 
who  received  inadequate  treatment,  the  outcome  in 
12  per  cent  was  good,  in  23  per  cent  fair,  and  10 
per  cent  bad. 


A summary  of  one  of  the  larger  series  of  cases  of 
interstitial  keratitis,  treated  by  routine  and  fever 
therapy,  was  reported  by  Klauder  and  Vandoren 
(Table  7). 8 Adequately  treated  cases  showed  the 
following  results:  51  per  cent  excellent,  17  per  cent 
good,  27  per  cent  fair,  and  10  per  cent  bad.  A 
report  of  a large  series  of  cases  by  Cervill  and 
Derby  summarized  visual  acuity  in  the  better  eye, 
in  treated  as  compared  to  untreated  cases.9  The 
results  were  comparable  to  those  of  Klauder  and 
Vandoren. 


TABLE  7. — Results  of  Treatment  in  a Series  of  Cases 
Reported  by  Klauder  and  Vandoren 
(Summarized  by  Moore) 


Vision 

Excellent. 

Good, 

Fair, 

Bad, 
less  than 

6/6-6/9  6/12-6/15  6/21-6/30 

6/60 

Best  treated 
(routine,  fever), 
63  eyes,  % 

51 

17 

23 

10 

Untreated, 

185  eyes,  % 

24 

27 

37 

12 

All  our  cases  had  positive  serologic  tests  on  ad- 
mission, and  only  three  of  these  were  reversed  with 
adequate  treatment.  Only  one  showed  positive 
spinal  fluid  findings.  These  exceptions  were  in 
patients  over  the  age  of  40,  who  we  believe  were 
cases  of  acquired  syphilis.  Recurrences  were  in 
both  untreated  and  treated  cases.  Those  who  had 
adequate  early  treatment  showed  the  least  tendency 
(10  per  cent)  to  recur.  Those  who  had  sporadic  or 
no  treatment  showed  the  greatest  tendency  to  recur 
(40  to  50  per  cent).  The  incidence  of  recurrence 
over  the  entire  group  was  approximately  30  per  cent. 

Conclusions 

In  our  study  of  interstitial  keratitis,  we  have 
been  impressed  with  the  decline  in  the  number  of 
cases  since  prenatal  and  premarital  serologic 
tests  have  been  instituted.  The  effects  of  these 
tests  would  not  have  been  noticed  for  a decade, 


TABLE  5. — Findings  at  the  Time  of  the  First  Examination 


Age 

Date 

SC 

CC 

History 

/ Slit  Lamp 

Right  Eye  Left  Eye 

Fundi 

Tenometry 

(Schiotz) 

11 

8/5/41 

. ,R  20/200 
V L 20/50 

20/200 

20/50 

Duration,  1-2 
weeks 

Redness,  photo- 
phobia, pain, 
blurred  vision 
R > L — right 
starting  left 

Marked  corneal 
infiltration 
extending  to 
center  of  cor- 
nea. Deep 

vasculariza- 
tion 

Pericorneal  in- 
jection 

Minimal  peri- 
pheral infil- 
tration — few 
deep  vessels 
in  periphery; 
mild  conjunc- 
tival conges- 
tion 

Not  seen 

Right,  10 
Left,  18 

Findings  at  the  Time  of 

the  Final  Examination 

15 

8/20/45 

\/R  20/50 
V L 20/30 

20/30 

20/20 

No  trouble  for 
two  years 

Deep  vessels 
without  blood 
— fine  scar 

Few  deep  ves- 
sels. Little 

scarring 

Normal 

Right,  20 
Left,  20 
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since  most  cases  of  interstitial  keratitis  are  ob- 
served between  the  ages  of  ten  and  twenty. 

It  is  important,  we  believe,  to  emphasize  the 
cooperation  between  the  ophthalmologist  and  the 
syphilologist  in  the  management  of  cases  of 
interstitial  keratitis.  The  rubber  stamp,  which 
we  advocate,  should  check  these  cases,  so  that 
more  effective  therapy  may  be  administrated. 

We  believe  that  all  cases  of  interstitial  keratitis 
should  receive  six  million  units  of  penicillin,  but 
that  they  should  receive,  in  addition,  routine 
treatment  which  in  the  past  has  been  proved  to  be 
effective.  When  the  question  of  retaining  vision 
is  involved,  we  feel  that  every  possible  means 
should  be  employed  to  accomplish  the  best  thera- 
peutic results. 

Discussion 

Dr.  Loren  P.  Guy,  New  York  City. — As  inter- 
stitial keratitis  becomes  a rare  disease,  a study  of  a 
series  of  cases  such  as  has  been  made  is  increasingly 
valuable  because  individual  experience  becomes 
limited  and  it  is  thus  necessary  to  pool  knowledge 
to  make  up  for  this  limitation. 

The  figures  presented  emphasize  the  value  of 
adequate  treatment.  Thus  it  becomes  the  duty  of 
syphilologists  and  ophthalmologists  to  urge  this 
treatment. 

The  table  showing  the  decline  in  the  incidence  of 
interstitial  keratitis  is  encouraging.  It  is  in  agree- 
ment with  what  I have  observed  at  another  hospital, 
except  that  about  four  years  ago  we  had  a great 
increase  in  the  number  of  cases  of  acute  ocular 
syphilis,  including  interstitial  keratitis.  The  cause 
of  this  increase  seemed  to  be  that  standard  and 
adequate  therapy  was  discontinued  and  penicillin 
therapy  alone  was  used.  As  soon  as  standard 
therapy  with  bismuth  and  arsenicals  was  resumed, 
with  or  without  penicillin,  there  was  a decline  in  the 
incidence. 

This  observation  might  be  a variance  with  the 
suggestion  of  the  authors  that  prenatal  treatment 
and  premarital  Wassermanns  are  primarily  re- 
sponsible for  reduction  in  the  incidence  of  interstitial 
keratitis.  They  are  unquestionably  important,  but 
so  is  the  individual  skill  of  those  who  apply  adequate 
treatment. 

When  one  considers  the  nature  of  the  recent 
population  shift  in  New  York  City,  the  importance 
of  adequate  treatment  is  obvious,  because  most  of 
the  new  residents  come  from  the  Caribbean  islands 
and  southern  states.  They  have  a reputation  of 
having  a high  incidence  of  syphilis.  All  have  not 
been  subjected  to  premarital  Wassermanns  nor  to 


systematic  search  for  prenatal  syphilis  and  its 
proper  treatment. 

As  the  authors  state,  the  diagnosis  of  interstitial 
keratitis  is  usually  easy.  The  slit  lamp  has  been  a 
great  help  to  ophthalmologists  as  the  improvement 
and  application  of  serologic  tests  have  been  to 
syphilologists.  However,  once  in  a while  a case  is 
most  difficult  to  diagnose. 

Personally,  I have  not  been  convinced  that  ocular 
tuberculosis  is  common  or  is  a great  factor  in 
differential  diagnosis.  Before  becoming  an  ophthal- 
mologist I had  three  years  residency  in  internal 
medicine  and  in  tuberculosis  and  since  have  had 
opportunity  to  do  and  observe  experimental  work 
with  the  Koch  bacillus.  My  conclusion  is  that 
ophthalmologists  generally  erroneously  call  many 
lesions  tuberculosis.  The  lesions  will  not  meet 
Koch’s  hypothesis.  But  the  idea  has  gotten  into 
our  literature  and  it  is  slow  in  changing.  So  may 
I suggest  that,  except  in  cases  of  miliary  tuberculosis 
or  in  rare  cases  of  tubercles  in  eye  structures, 
the  diagnosis  of  ocular  tuberculosis  be  received 
skeptically  and  that  search  be  made  for  other 
causes  such  as  lues,  metabolic  disorders,  focal  sepsis, 
and  allergies. 

The  authors  state  that  the  theory  of  interstitial 
keratitis  being  secondary  to  ariboflavinosis  is  now 
generally  discounted.  It  is  rare  in  this  country  for 
anyone  to  have  a great  deficiency  of  riboflavin. 
However,  I have  seen  six  children  under  two  and  a 
half  years  of  age  who  were  almost  totally  deprived 
of  riboflavin.  None  developed  primarily  corneal 
lesions,  although  the  demand  for  essential  vitamins 
is  greater  in  the  growing  period. 

The  authors  are  kind  in  dispelling  the  idea  that 
syphilis  is  often  inherited  beyond  the  second  genera- 
tion. It  is  a problem  that  so  many  congenital 
luetics  fret  about,  and  it  is  humane  to  relieve  them 
of  this  worry. 
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PRACTICAL  NURSES’  CERTIFICATES 
Under  the  new  education  law  pertaining  to  prac- 
tical nurses,  many  practicing  physicians  will  be  ap- 
proached for  certificates  by  practical  nurse  appli- 
cants. Such  certificates  wiff  enable  the  applicant  to 
become  a licensed  practical  nurse  in  the  State  of  New 


York.  In  order  to  protect  the  public  it  is  earnestly 
requested  that  the  experience  of  the  applicant  be 
thoroughly  known  to  the  physician  so  that  he  may 
properly  evaluate  her  qualifications  as  required 
under  the  new  law. 


A CASE  OF  YAWS  IN  NEW  YORK  CITY 

Charles  F.  Post,  M.D.,  and  Charles  Sheard,  Jr.,  M.D.,  New  York  City 

( From  the  Department  of  Dermatology,  College  of  Physicians  and  Surgeons,  Columbia  University,  and  Presby- 
terian Hospital) 


YAWS  is  so  rarely  encountered  in  the  United 
States  that  a case  occurring  in  New  York 
City  is  worth  reporting. 

Case  Report 

A.  A.,  a 14-year-old  Negro  boy,  was  admitted  to 
the  Presbyterian  Hospital  on  November  22,  1947, 
because  of  a painful  ulcer  on  the  outer  aspect  of  the 
left  ankle  and  a generalized  cutaneous  eruption  of 
four  weeks  duration. 

The  parents  were  born  in  Martinique,  French 
West  Indies,  and  came  to  the  United  States  six  years 
before  the  birth  of  the  patient  and  his  twin  brother. 
There  were  no  other  children.  At  the  age  of  one 
year  both  boys  were  sent  to  St.  Pierre,  Martinique, 
to  live  with  their  paternal  grandmother.  Three 
years  later,  the  parents,  who  remained  in  New  York 
City,  were  separated  and  subsequently  divorced. 
The  mother  then  remarried,  and  on  August  1 1 , 1947, 
the  twin  brothers  rejoined  the  mother  and  step- 
father in  New  York. 

In  May,  1947,  three  months  before  returning  to 
New  York  City,  the  patient  first  noticed  a pinhead- 
sized papule  on  the  outer  aspect  of  the  left  ankle 
which,  he  said,  followed  a scratch  at  this  site  with  a 
piece  of  wood. 

At  the  time  the  children  entered  the  United 
States  the  lesion  was  still  of  insignificant  propor- 
tions. Soon  after  their  arrival,  the  mother  took  the 
boys  to  a local  physician  for  a routine  examination, 
and  no  abnormality  was  found  other  than  slight 
underweight.  The  papule  on  the  leg  was  unnoticed, 
and  it  was  not  caUed  to  the  examiner’s  attention  by 
the  patient. 

Early  in  October,  however,  an  eruption  of  “pim- 
ples” appeared  on  the  face  and  extremities,  and  at 
the  same  time  the  area  on  the  left  leg  ulcerated, 
grew  painful,  and  rapidly  increased  in  size.  Some 
indefinite  joint  pain  and  malaise  ensued,  and  the 
cutaneous  lesions  increased  in  size  and  number  and 
became  crusted.  Thereupon  the  family  physician 
referred  the  patient  to  the  Medical  Center,  and  he 
was  admitted  to  the  Presbyterian  Hospital  via  the 
Vanderbilt  Clinic. 

The  patient  did  not  recall  having  seen  any  similar 
eruption  among  the  people  of  Martinique,  although 
information  obtained  from  the  patient  himself  may 
be  somewhat  unreliable  because  of  language  diffi- 
culty. 

Except  as  noted,  the  past  history  was  noncont  ribu- 
tory. Childhood  diseases  had  consisted  of  measles, 
whooping  cough,  and  varicella.  Typhoid  fever  and 
malaria  were  denied. 

Further  details  of  the  family  history  revealed  that 
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the  mother  was  thirty-five  years  of  age  and  in  good 
health.  She  denied  syphilis  and  other  venereal  dis- 
ease by  name  and  symptom  and  gave  no  history  of 
having  received  intravenous  or  intramuscular  injec- 
tions. 

Examination  of  the  patient  at  the  time  of  admis- 
sion revealed  normal  vital  signs  and  a blood  pressure 
of  115/65.  He  was  well  developed,  apparently  ade- 
quately nourished  although  somewhat  thin,  alert, 
cooperative,  and  of  average  intelligence. 

The  cutaneous  examination  showed  a striking 
eruption.  On  the  extremities,  buttocks,  and  face 
there  were  numerous  grouped,  lichenoid,  and  scaling 
lesions  (Fig.  1).  The  palms  and  soles  presented 


Fig.  1.  Central  portion  shows  two  vaccinations. 
The  grouped  lichenoid  papules  represent  the  sec- 
ondary lesions. 
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Fig.  3.  Secondary  eruption  on  face  at  time  of 
admission  to  hospital. 


examination  revealed  normal  findings  except  for 
painful  joint  motion  and  fusiform  swelling  of  the  third 
finger  of  the  right  hand. 

The  laboratory  findings  were  as  follows:  14.8  Gm. 
per  cent  hemoglobin,  5,390,000  red  blood  cells,  and 
8,560  white  blood  cells.  The  differential  count  was 
53  per  cent  polymorphonuclears,  42  per  cent  lym- 
phocytes, 4 per  cent  eosinophils,  and  1 per  cent 
monocytes.  The  urine  was  normal.  Culture  of  the 
stool  revealed  the  presence  of  Schistosoma  mansoni, 
Necator  americanus,  and  Trichuris  trichiura.  Se- 
rum protein  was  7.3  Gm.  per  cent,  serum  albumin 
4.6  per  cent,  and  serum  globulin  2.7  Gm.  per  cent. 
Serologic  tests  for  syphilis  (Kline,  Mazzini,  Kahn, 
Kolmer  complement  fixation,  and  Wassermann) 
were  4 plus  throughout.  Darkfield  examinations  of 
frambesiform  lesions  were  positive  for  spirochetes 
morphologically  indistinguishable  from  Treponema 
pallidum  and  T.  pertenue.  There  were  no  cells  in 
the  cerebrospinal  fluid;  the  total  protein  was  27 
mg.  per  cent,  sugar  74  mg.  per  cent;  Wassermann 
was  negative  and  the  colloidal  gold  curve  was 
000000000. 

Roentgen-ray  examination  of  the  chest,  long 
bones,  hands,  and  feet  revealed  the  following  posi- 
tive findings:  Bilateral,  small,  rounded  defects  in 
the  cortex  of  both  humeri  just  distal  to  the  proximal 
epiphyseal  line;  questionable  cortical  destruction  of 
the  medial  margin  of  the  left  tibia  just  below  the  knee 
joint,  and  an  area  suggesting  destruction  of  bone  in 


Fig.  4.  Primary  lesion  on  left  lower  leg  before 
treatment. 


Fig.  2.  Hyperkeratotic  secondary  lesions  on  palms 
before  treatment. 


many  discrete,  indurated,  hyperkeratotic  lesions, 
from  4 to  6 mm.  in  diameter,  with  central  pustula- 
tion  (Fig.  2).  On  the  face  there  were  numerous 
frambesiform  lesions  from  10  to  20  mm.  across. 
Over  the  lateral  malleolus  of  the  left  leg  there  was  a 
tender,  raised  ulcer  with  exuberant  granulations  and 
a profuse,  foul-smelling  discharge  (Figs.  3,  4).  The 
lesion  was  4 by  6 cm.  in  size.  The  genitalia  and 
mucous  membranes  were  clear.  The  eyes,  ears,  nose, 
and  throat  were  normal  in  appearance.  There  was 
minimal  generalized  lymphadenopathy.  The  spleen 
was  not  palpable.  The  remainder  of  the  physical 
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Fig.  5.  Photomicrograph  of  primary  lesion 
demonstrating  epidermal  microabscesses  acan- 
thosis, edema  of  the  corium,  and  inflammatory 
infiltrate. 

the  midportion  of  the  epiphysis  of  the  proximal  pha- 
lanx of  the  right  great  toe. 

Biopsy  of  the  mother  yaw  was  reported  as  follows : 

"The  sections  show  an  enormously  aeanthotic  epi- 
dermis. At  some  sites  the  rete  pegs  are  massive 
and  confluent,  forming  extensive  solid  sheets  of  epi- 
dermal cells.  Elsewhere  they  are  thin  and  inter- 
lacing, extending  deeply  into  the  corium  and  pre- 
senting a retiform  appearance  by  virtue  of  the  in- 
cluded islands  of  corium.  Over  a portion  of  the  epi- 
dermis the  stratum  comeum  is  moderately  hyper- 
keratotic.  In  other  areas  there  is  ulceration  with 
multiple  large  and  small  epidermal  abscesses  and  an 
irregular  infiltration  of  polymorphonuclear  leuko- 


Fig. 6.  Oil  immersion,  Warthin-S  tarry  stain, 
demonstrating  Treponema  pertenue. 


cytes  and  round  cells.  The  corium  is  edematous, 
and  is  densely  infiltrated  with  leukocytes  and  many 
plasma  cells.  The  blood  vessels  are  dilated  and  in- 
creased in  number.  Mild  proliferative  and  degen- 
erative changes  are  present  in  the  vessel  walls,  but 
these  changes  are  not  striking,  considering  the 
amount  of  inflammatory  reaction  present  (Fig.  5). 

“A  Warthin-S  tarty  silver  stain  reveals  the  pres- 
ence of  numerous  long  treponemata  with  fine  spirals 
resembling,  morphologically,  Treponema  pertenue. 
The  spirochetes  are  present  largely  in  the  upper  por- 
tion of  the  corium  and  the  lower  epidermis"  (Fig.  6). 

On  admission  to  the  hospital  the  patient  was  given 
penicillin,  50,000  units  intramuscularly  every  three 
hours.  Darkfield  examination  six  hours  after  ther- 
apy was  instituted  showed  spirochetes  still  present 
but  greatly  reduced  in  number.  Darkfield  exami- 
nation fifteen  hours  after  treatment  was  begun 
showed  no  treponemes.  There  was  no  elevation  of 
temperature  to  suggest  a Herxheimer  reaction. 
Penicillin  therapy  was  continued  for  fourteen  days, 
a total  of  5,600,000  units  being  given. 

At  the  end  of  one  week  all  the  secondary  lesions 
were  healing  (Fig.  7).  The  crusts  on  the  fram- 
besiform  eruption  on  the  face  were  dry  but  re- 
mained adherent  for  a few  more  days.  The  mother 
yaw  healed  slowly  over  the  course  of  three  months 


Fig.  7.  Secondary  eruption  one  week  after  treat- 
ment with  penicillin. 
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Fig.  8.  Primary  lesion  one  week  after  treatment 
with  penicillin. 


I (Figs.  8,  9).  The  granulation  tissue  at  this  site  was 
trimmed  with  a silver  nitrate  stick,  and  penicillin 
and  boric  acid  ointments  were  applied  locally. 

Roentgenographic  examinations  of  the  bone  le- 
sions on  two  subsequent  occasions  at  monthly  inter- 
vals have  revealed  a tendency  toward  slow  healing  of 
all  the  defects. 

Subjectively  the  patient  has  felt  well,  and  objec- 
tively he  appears  to  be  in  good  condition.  The  in- 
testinal parasites  were  discovered  after  the  patient 
left  the  hospital  and  have  been  treated  appropriately. 

With  regard  to  the  twin  brother,  a primary  lesion 
or  a secondary  eruption  is  denied,  and  there  is  no 
evidence  of  such  on  physical  examination.  There 
are  no  abnormalities  on  roentgen-ray  examination  of 
the  long  bones,  hands,  and  feet.  Serologic  tests  for 


Fig.  9.  Healed  primary  lesion. 


syphilis  done  on  the  brothers  are  shown  in  Tables  1 
and  2. 

In  consultation  with  Dr.  J.  H.  Dwindle,  it  was  de- 
cided not  to  treat  the  brother  of  the  patient  at  this 
time.  The  possibility  was  entertained  that  active 
manifestations  of  the  disease  may  have  been  aborted 
by  removal  to  a temperate  climate. 

Serologic  tests  for  syphilis  performed  on  the 
mother  of  the  twins  were  negative. 

Comment 

Martinique  is  a French  colony,  the  second 
largest  island  of  the  Lesser  Antilles  group.  The 
area  is  380  square  miles.  The  average  annual 


TABLE  1. — Serologic  Tests  for  Syphilis  on  Patient 

Date 

Wassermann 

Wassermann 

(1947-1948) 

Kline 

(Alcoholic) 

(Cholesterinized) 

Mazzini 

Kahn 

Kolmer 

1 

Nov.  26 

4- 4- 4- 4- 

4- 4- 4- 4- 

+ + + + 

4- 4- 4- 4- 

4- 4- 4- 4- 

4- 4- 4- 4- 

Jan.  7 

4- 4- 4- 4- 

+ 4- 

4- 4- 4- 4- 

4- 4- 4- 4- 

4- 4- 4- 4- 

4- 4- 4- 4- 

Feb.  11 

4- 4- 4- 4- 

+ 

4-  + + 

Mar.  10 

4- 4- 4- 4- 

+ 

4-4-4- 

4- 4- 4- 4- 

4-  4- 

4- 4- 4- 4- 

Apr.  14 

4-4-4- 

Negative 

4-4- 

4-4-4- 

4-4-4- 

± 

TABLE  2. — Serologic  Tests  for  Syphilis  on  Patient’s  Brother 

Date 

Wassermann 

Wassermann 

(1947-1948) 

Kline 

(Alcoholic) 

(Cholesterinized) 

Mazzini 

Kahn 

Kolmer 

Nov.  23 

+ + + + 

Negative 

4-4-4- 

Dec.  10 

4- 4- 4- 4- 

Negative 

4-4-4- 

Negative 

Negative 

Mar.  10 

4-4-4- 

4- 

4-4- 

4-  4- 

4-  4-4-4- 

Apr.  14 

4- 4- 4- 4- 

Negative 

4-4- 

Negative 
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temperature  is  SO  F.,  and  rainfall  is  plentiful. 
The  population  is  about  250,000;  3 per  cent  of 
the  inhabitants  are  Caucasian,  and  the  remainder 
are  Negro  and  mixed  colored  races.  Detailed  in- 
formation concerning  sanitation  and  living  con- 
ditions has  not  been  available  to  us  because  of  the 
language  difficulty  that  exists  with  the  twin 
brothers  and  paucity  of  information  or  reluctance 
on  the  part  of  the  mother  to  divulge  such  in- 
formation. 

In  1939,  Hamlin  stated  that  isolated  foci  of 
yaws,  are  present  in  the  West  Indies,  and  he  cited 
Jamaica,  Haiti,  Dominica,  Martinique,  St. 
Lucia,  St.  Vincent,  Grenada,  Tobaga,  and  Trini- 
dad as  known  endemic  areas.1  The  United  States 
Navy  regards  the  entire  West  Indies  group  as 
having  endemic  yaws.  Occasional  late  cases  are 
found  in  the  mountains  of  Puerto  Rico,  and  most 
cases  in  Puerto  Rico  are  believed  to  be  imported 
from  Haiti.  In  Haiti  itself,  it  is  estimated  that 
80  per  cent  of  the  rural  population  is  infected 
with  yaws. 

West  Indies  immigration  statistics  reveal  that 
about  42,000  Puerto  Ricans  entered  the  United 
States  in  1947,  while  about  20,000  returned  home. 
This  is  average  for  a postwar  year,  but  the  rates 
have  decreased  in  recent  months.  This  repre- 
sents by  far  the  greatest  turnover  for  the  West 
Indies  island  groups  and  is  insignificant  as  far  as 
the  introduction  of  frambesia  into  the  United 
States  is  concerned  because  of:  (1)  the  low  in- 
cidence of  early  cases  in  Puerto  Ricans,  and  (2) 
the  requirement  that  the  master  of  any  incoming 
vessel  or  airplane  report  any  disease  characterized 
by  a cutaneous  eruption  or  fever.* 

Further  statistics  on  West  Indies  immigration 
as  supplied  by  the  Immigration  and  Naturaliza- 
tion Service  of  the  Department  of  Justice  (Table 
3)  reveal  the  following  (separate  statistics  were 
not  available  for  Martinique) : 


TABLE  3. — Immigrants  Admitted  to  the  United  States 
from  the  West  Indies  for  the  Years  Ended  June  30, 
1945  to  1947 


1945 

1946 

1947 

Cuba 

2,172 

2,091 

2,989 

Dominican  Republic 

468 

597 

780 

British  West  Indies 

1,874 

1,884 

2,160 

Dutch  West  Indies 

40 

58 

34 

French  West  Indies 

11 

31 

40 

Haiti 

28 

95 

173 

Bermuda 

67 

120 

, 123 

Total 

4,660 

4,876 

6,299 

This  does  not  represent  visitors  to  the  United 
States  from  the  West  Indies.  However,  yaws  is 
most  prevalent  in  the  rural  population,  and  these 
people  can  scarcely  afford  travel  of  this  scope. 

* The  above  data  was  supplied  by  Erwin  C.  Drescher, 
Senior  Surgeon,  U.S.P.H.S.,  New  York  5,  and  L.  B.  Sussman, 
Director  of  the  New  York  Office  of  the  Government  of 
Puerto  Rico. 


It  is  at  once  apparent,  therefore,  that  only  an 
unusual  set  of  circumstances,  such  as  prevailed  in 
our  case,  will  permit  the  introduction  of  any  early 
case  of  yaws  into  the  United  States  from  the  West 
Indies,  especially  in  view  of  the  precautions  taken 
by  our  immigration  authorities  to  prevent  the  ad- 
mission of  persons  with  diseases  of  an  infectious 
nature. 

At  the  time  the  patient  entered  the  United 
States,  the  primary  lesion  over  the  lateral 
malleolus  of  the  fibula  was  already  present. 
There  were  no  obvious  signs  that  would  have  led 
to  the  discovery  of  the  infection,  unless  a sero- 
logic test  for  syphilis  had  been  done  or  a darkfield 
examination  had  been  performed  on  the  primary 
lesion,  which  had  gone  unnoticed  in  the  course  of 
a routine  physical  examination. 

Evidence  is  lacking  that  yaws  has  ever  been 
transmitted  outside  an  endemic  tropical  area. 
One  possible  case  was  cited  by  Cady  and  Engman 
in  1924. 2 Dwindle,  Fox,  and  Strong  do  not  be- 
lieve that  our  temperate  climate  will  support 
propagation  of  the  disease.3-5  On  the  other  hand, 
the  disease  is  not  unusual  among  white  persons  in 
endemic  areas.  In  a survey  of  30,000  cases  in 
Brazil,  18.4  per  cent  occurred  in  white  persons, 
and  in  Cuba  the  disease  was  almost  equally  di- 
vided between  Negroes  and  whites  in  500  cases.6 
That  white  persons  are  not  immune  is  further 
evidenced  by  several  case  reports  of  yaws  occur- 
ring in  military  personnel  stationed  in  endemic 
areas  during  World  War  II.6-9 

Reports  of  cases  of  yaws  occurring  in  the  United 
States  have  not  been  numerous.  A well-docu- 
mented case  was  presented  by  Dr.  Howard  Fox 
in  1922. 4 At  that  time  he  reviewed  all  pre- 
viously reported  cases  and  also  stated  that  pos- 
sibly scattered  instances  of  the  disease  appeared 
in  the  southern  United  States  during  the  slavery 
period.  Since  this  report,  only  five  proved  cases 
have  appeared  in  the  literature.  In  1923,  Alder- 
son  reported  a case  occurring  in  a Philippine 
seaman,  diagnosed  in  California.10  Fox  reported 
his  second  case  in  New  York  in  1924,  and  the 
same  year  Cady  and  Engman  reported  their  case 
from  Missouri.11'2  The  other  two  cases  were 
from  Boston  and  Philadelphia.1213  Dwinelle 
presented  a case  in  November,  1946,  at  the 
New  York  Academy  of  Medicine.14  Other  un- 
reported cases  have  probably  been  seen  in  eastern 
and  southern  seaport  cities,  and  still  others  may 
have  been  designated  as  frambesiform  syphilis 
and  treated  as  such  with  good  results. 

The  diagnosis  in  our  case  was  relatively  easy  or 
the  basis  of  the  history,  clinical  appearance,  anc 
darkfield  and  serologic  examinations.  The  entiri 
background  and  course  of  the  infection  followec 
recognized  descriptions  of  the  disease.  In  addi 
tion  to  the  fact  that  the  patient  came  from  ar 
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endemic  area,  and  that  the  mother  denies  vene- 
real infection  or  treatment  for  venereal  disease 
and  has  a negative  Wassermann  reaction,  dis- 
tinction of  this  disease  was  established  by  the 
points  compared  in  Table  4. 


treated  patient  and  his  twin  brother  will  be  con- 
tinued.* 

4.  West  Indies  immigration  data  indicate 
that  cases  of  frambesia  will  occur  rarely  in  the 
United  States. 


TABLE  4. — Comparison  of  Symptoms  of  Yaws  and 
Syphilis 


Yaws  (Case  Presented) 

1.  Age  of  the  patient — 14 

years  (90  per  cent  of 
yaws  cases  in  endemic 
areas  occur  before  the 
age  of  15). 16 

2.  Lower  leg  as  the  primary 

site  of  the  initial  lesion. 
This  occurs  in  75  per 
cent  of  all  cases  of 
yaws. 

3.  The  primary  lesion  was 

large,  soft,  gray, 
granulating,  and  ex- 
quisitely tender. 

4.  The  frambesiform  lesions 

of  the  secondary  erup- 
tion were  clinically 
typical  of  yaws  and 
resembled  impetigo 
rather  than  pustular 
• syphilids. 

5.  Hyperkeratotic  lesions  of 

the  palms  and  soles 
were  present.  This 
occurs  in  approxi- 
mately 50  per  cent  of 
cases  of  early  yaws.16 

6.  Alopecia,  iritis,  mucous 

membrane  lesions,  and 
cerebrospinal  fluid 
changes  were  absent. 

7.  The  pathologic  changes 

were  primarily  epi- 
dermal. 


Syphilis 

1.  Cases  usually  appear  after 

adolescence  and  in  the 
period  of  active  sexual 
life. 

2.  The  primary  lesion  us- 

ually occurs  on  the 
genitalia. 


3.  The  primary  lesion  is 

firm,  button-like,  clean- 
appearing  and  non- 
tender. 

4.  Frambesiform  lesions 

rarely  occur  in  syphilis. 


5.  Hyperkeratotic  lesions  of 

the  palms  and  soles 
were  not  seen  in  1,614 
cases  of  syphilis  seen  in 
Baltimore  and  reviewed 
by  Turner.16 

6.  One  or  more  of  these  is 

usually  seen  in  sec- 
ondary syphilis. 

7.  The  pathologic  changes 

are  primarily  vascular. 
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Soon  after  penicillin  was  found  to  be  helpful  in 
the  treatment  of  syphilis,  similar  efficacy  was 
demonstrated  in  frambesia.17-20  Maximum  time- 
dose  factors  still  require  elucidation  in  both  dis- 
eases, although  it  is  generally  conceded  that  less 
treatment  is  needed  in  yaws  than  in  syphilis  to 
yield  a comparable  result.  It  was  decided  to 
treat  our  patient  with  penicillin  alone,  and  a total 
of  5,600,000  units  was  given  in  fourteen  days  with 
the  expected  rapid  clearing  of  the  skin  lesions. 
Spirochetes  disappeared  from  the  lesions  by  dark- 
field  examination  in  approximately  the  same 
length  of  time  noted  by  other  observers.21  Heal- 
ing of  the  primary  lesion  was  delayed  because  of 
exuberant  granulation  tissue  and  active  secondary 
infection.  The  serologic  tests  are  reverting 
slowly,  perhaps  more  slowly  than  would  have 
been  anticipated  with  arsenicals  and  heavy  metal 
therapy.  The  bone  lesions  have  not  been  greatly 
altered  up  to  this  time. 

Summary 

1 . A case  of  yaws  appearing  in  New  York  City 
has  been  described. 

2.  A good  clinical  response  was  obtained  with 
penicillin  alone. 

3.  Clinical  and  serologic  follow-up  on  the 


Discussion 

Howard  Fox,  M.D.,  New  York  City. — The  case 
presented  by  Drs.  Post  and  Sheard  fulfills  all  the 
criteria  for  a diagnosis  of  yaws.  The  initial  lesion 
preceding  the  general  secondary  eruption  by  five 
months  was  present  on  the  leg.  There  was  no  in- 
volvement of  the  genitalia.  The  secondary  erup- 
tion was  on  favorite  sites  for  the  disease,  including 
the  face,  palms,  and  soles.  As  usual,  the  lesions  re- 
sembled impetigo  rather  than  a pustular  syphilid. 
The  serologic  tests  were  positive,  and  spirochetes  in- 
distinguishable from  the  Treponema  pertenue  were 
found  in  the  lesions.  No  mention  was  made  of  the 
differential  test  between  yaws  and  syphilis  by  intra- 
testicular  inoculation  of  rabbits.  This  test,  devised 
by  Pearce  and  Brown,  is  of  great  value  in  my  opinion. 

Yaws  is  a rare  disease  in  New  York  City  and,  for 
that  matter,  in  the  entire  United  States.  Fortu- 
nately, it  has  not  gotten  a foothold  in  the  semitropi- 
cal  parts  of  our  Gulf  states,  as  it  appears  to  be  strictly 
a tropical  disease. 

Most  of  the  cases  of  yaws  in  Africa,  islands  of  the 
Pacific,  and  the  West  Indies,  etc.,  occur  in  the 
Negro  anil  yellow  races.  The  comparative  rarity  of 
the  disease  in  the  white  race  is,  I think,  due  to  su- 
perior personal  hygiene. 

We  are  all  interested  in  the  number  of  eases  of 
yaws  contracted  during  the  last  war  by  members  of 
our  armed  forces.  The  authors  quoted  four  cases 
in  Army  and  Navy  publications.  To  obtain  further 
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information,  I wrote  the  Surgeons  General  of  the 
Army  and  Navy.  I was  surprised  to  hear  that  the 
United  States  Army  had  records  of  32  cases  of  yaws 
among  our  soldiers  during  World  War  II,  while  the 

* Note:  Serologic  tests  performed  on  the  patient  in  May, 

1948,  were  negative  throughout  with  the  exception  of  a 1 plus 
Kline  reaction. 


United  States  Navy  and  Marine  Corps  reported  24 
cases  of  yaws. 

We  wish  to  thank  Dr.  Adolf  Weiss  for  referring  this  patient 
to  the  Medical  Center;  Dr.  Robert  Noble  and  Dr.  Dabney 
Moon-Adams  for  referring  the  case  from  Group  Clinic;  and 
Dr.  Beatrice  M.  Kesten,  Dr.  George  C.  Andrews,  and  Dr. 
J.  H.  Dwinelle  for  their  valuable  suggestions  concerning  the 
studies  and  therapeutic  measures  employed. 


NEW  DRUG  IS  FOUND.  KIN  OF  STREPTOMYCIN 


First  public  announcement  of  a new  drug  which  is 
expected  to  supplement  penicillin  and  streptomycin 
and  may  be  effective  in  certain  virus  diseases  was 
made  in  July  at  a conference  at  the  New  York  Acad- 
emy of  Sciences. 

The  drug  is  known  as  aureomycin  and  it  is  derived 
from  a fungus  of  genus  streptomyces,  which  is  the 
same  genus  (but  not  the  same  species)  as  that  which 
produces  streptomycin. 

Credit  for  the  isolation  of  aureomycin  has  been 
given  to  Dr.  B.  M.  Duggar,  a microbiologist  with  the 
Lederle  Laboratories  Division,  American  Cyanamid 
Company,  Pearl  River. 


According  to  the  academy  announcement,  some  of 
the  work  with  the  drug  has  reached  a stage  where  its 
release  for  general  medical  use  may  be  expected  soon. 
These  uses,  it  was  stated,  include  action  against 
lymphogranuloma  venereum,  a venereal  disease 
caused  by  a virus;  ocular  infections  of  mixed  bac- 
terial nature;  Q fever,  a rickettsial  disease  widely 
scattered  throughout  the  western  part  of  the  Unitecf 
States,  and  many  dysenteric  infections. 

The  academy  also  cautioned  that  much  of  the 
work  with  the  drug  is  in  its  preliminary  stages  and 
that  final  clinical  conclusions  on  a number  of  these 
questions  must  be  confirmed. 


HALF  OF  ALL  AMERICANS  HAVE  ATHLETE’S  FOOT 


Half  of  the  American  people  are  infected  with  ath- 
lete’s foot  and  at  least  half  of  all  school  children  will 
show  some  form  of  the  affliction  during  the  school 
year,  according  to  G.  T.  Stafford,  Ed.D.,  and  C.  O. 
Jackson,  Ed.D.,  of  the  Department  of  Physical 
Education,  University  of  Illinois,  Champaign. 

Writing  in  a recent  issue  of  Hygeia , the  health 
magazine  of  the  American  Medical  Association,  they 
say: 

“Most  individuals,  especially  adults,  have  had 
athlete’s  foot  infection  a number  of  times.  The 
great  majority  of  cases  will  be  mild,  yet  capable  of 
leaving  causative  spores  on  floors  and  premises.” 

Referring  to  their  figure  on  the  number  of  persons 
afflicted  with  the  infection,  the  writers  say  that  it  is 
“substantiated  by  the  records  of  medical  examina- 
tions for  induction  into  the  armed  forces  or  for  ad- 
mission to  colleges  and  universities.” 

Athlete’s  foot,  the  article  says,  is  usually  more 
irritating  and  painful  than  dangerous.  It  is  pro- 
duced from  spores,  or  seeds,  of  a certain  fungus  and, 
as  such,  spreads  rapidly,  especially  in  damp,  dark 
places. 

According  to  Drs.  Stafford  and  Jackson,  the  fungi 
causing  the  disease  are  usually  found  in  three  places: 
locker  rooms,  shower  rooms,  and  dressing  rooms; 
shoes,  garters,  fabric  equipment,  and  towels,  and  on 
the  human  body. 

The  use  of  footbaths  containing  so-called  fungus- 


killing preparations  or  “fungicides”  is  ineffective  as  a 
means  of  eliminating  the  infection,  the  article  says. 
This  is  because  footbaths  do  not  remove  the  disease- 
producing  spores  from  floors,  shoes,  and  other  car- 
riers, and  because  they  do  not  permit  sufficient  con- 
tact with  the  fungicide  to  kill  the  spores. 

Several  positive  measures  are  suggested  by  the  au- 
thors for  the  elimination  of  athlete’s  foot.  The 
floors  and  premises  of  places  likely  to  be  contami- 
nated should  be  scrubbed  and  treated  with  a good 
fungicide  at  least  once  a week.  Such  a procedure 
either  removes  or  destroys  the  causative  fungi. 

An  effective  powder  to  combat  infection  from  con- 
tact with  shoes  and  hose  should  be  available  to  all 
school  children.  The  powder  should  have  the  prop- 
erty of  forming  a film  in  the  shoes  and  on  the  body, 
thus  gaining  the  necessary  penetrability  when  dis- 
solved by  body  moisture  or  perspiration. 

For  killing  the  fungi  on  the  body,  the  article  rec- 
ommends the  use  of  nonirritating,  liquid  germicides 
and  fungicides  if  administered  with  the  consent  and 
under  the  direction  of  a physician. 

Schools  which  have  followed  an  adequate  control 
program  for  athlete’s  foot  have  noticeably  reduced 
the  incidence  of  the  disease,  the  article  says,  adding 
that  the  infection,  with  proper  care  and  patience,  can 
be  eliminated. 

— Journal  of  the  Medical  Association  of  Georgia, 
June,  19/t8 


THE  USE  OF  PLACEBOS  IN  THE  LOCAL  THERAPY  OF  SKIN  DISEASES 

E.  William  Abramowitz,  M.D.,  New  York  City 

{From  the  New  York  Skin  and  Cancer  Unit,  New  York  Post-Graduate  Hospital  and  Medical  School) 


PLACEBO  (from  the  Latin,  I will  please)  is  a 
form  of  medication  applied  in  practice  by 
many  physicians.  Most  of  the  books  on  therapy 
give  it  little  attention.  According  to  DuBois,  a 
search  in  the  Index  Medicus  for  the  past  ten  years 
fails  to  mention  anything  about  placebos,  like- 
wise the  Year  Book  of  Dermatology  and  Sy phi- 
lology for  a similar  period.1 

Placebos  are  those  substances  usually  pharma- 
cologically inert  that  seem  to  please  both  the  pa- 
tient and  the  doctor.  Some  believe  that  there  are 
“pure”  placebos,  inert  materials  that  exert  their 
effects  only  by  the  mechanism  of  suggestion,  and 
also  “impure  and  adulterated”  placebos  that  pos- 
sess also  pharmacologic  properties  in  the  more 
usual  sense.1  There  is  probably  a placebo  ingre- 
dient in  many  prescriptions,  even  in  those  that  con- 
tain active  ingredients  of  a specific  pharmacologic 
action  and  the  vehicles  in  which  they  are  put. 

Dermatologic  therapy  is  based  on  scientific 
principles  as  accurate  and  advanced  as  the  ther- 
apy in  other  fields  of  medicine.  The  action  of  ex- 
ternal remedies  employed  in  skin  diseases  is  based 
on  observations  of  their  use  in  various  derma- 
toses. They  are  not  always  suitable  for  animal 
experimentation  as  is  the  case  with  pharmacologic 
tests  of  drugs  employed  internally.  Animals  are 
subject  to  very  few  of  the  skin  diseases  which 
afflict  man.  Barring  the  local  antiseptic  action, 
the  classification  of  external  remedies  is,  for  the 
most  part,  empiric  and  difficult  to  define  exactly. 
Their  action  on  man  is  also  varied,  depending  on 
anatomic  location,  type  of  lesion,  skin  color,  tex- 
ture, and  individual,  group,  and  racial  variation. 
To  make  matters  more  difficult,  it  is  also  possible 
to  explain  the  beneficial  action  of  a remedy,  either 
inert  or  active,  as  a result  of  autosuggestion,  a de- 
vice of  psychotherapy.  The  treatment  of  skin 
diseases  is  rendered  more  difficult  and  more  open 
to  criticism  because  the  patient  can  see  for  himself 
his  progress  or  lack  of  progress. 

The  cause  of  nonparasitic  skin  diseases  has  al- 
ways been  the  subject  of  various  controversies,  de- 
pending on  what  happens  to  be  the  “fashion”  or 
“fad”  at  the  time — hormonal,  vitamin,  biochemi- 
cal factors,  etc.  Now  that  such  diseases  as  acne, 
neurodermatitis,  seborrheic  dermatitis,  and  pruri- 
tis  are  classified  with  various  types  of  psychic  con- 
flicts, explanation  of  such  factors  are  looked  for 
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more  thoroughly  than  before.2  Stokes,  Becker, 
and  others  have  adopted  and  advocated  the 
proper  assessment  of  the  psychologic  and  physical 
factors  in  skin  diseases.  Dermatologists  are  now 
investigating  other  dermatoses,  in  w’hich  no  defi- 
nite causes  have  so  far  been  discovered,  like  psori- 
asis, lichen  planus,  and  chronic  eczematous  erup- 
tions, from  the  standpoint  of  the  psychic  compo- 
nent. 

One  is  confronted  in  practice  with  puzzling  ex- 
periences that  are  attributed  to  placebo  therapy 
or  psychotherapy.  The  exact  differentiation  be- 
tween these  terms  is  not  always  clear.  It  de- 
pends on  the  impression  and  experiences  of  the  ob- 
server who  may  have  training  in  psychosomatic 
medicine.  Bloch,  a dermatologist,  was  the  first 
to  demonstrate  a cure  of  w’arts  by  autosuggestion, 
a psychotherapeutic  device,  long  before  the  pres- 
ent vogue  of  psychosomatic  medicine. 

To  cite  a few  examples:  The  stubborn  recur- 
rence of  ordinary  warts,  no  matter  w'hat  the  mo- 
dality of  treatment,  is  well  known.  Someone  re- 
ports that  sulfarsphenamine  injections  or  bis- 
muth are  useful,  only  to  find  through  the  use  of 
controls  that  ordinary  colored  water  may  do  the 
same  thing.  The  disappearance  of  verrucae  on 
one  hand  following  electrodesiccation  or  x-ray 
therapy  to  a wart  on  the  other  hand  is  another  ex- 
ample. In  one  instance  warts  on  the  face  re- 
curred many  times  after  electrodesiccation  but 
disappeared  for  good  after  the  use  of  a proprietary 
salve  for  eczema  recommended  by  a neighbor. 
The  application  of  ordinary  harmless  medication 
like  methylene  blue,  dilute  salicylic  acid  in  alco- 
hol, with  complicated  directions  as  to  application, 
may  result  in  complete  disappearance  of  the  ver- 
rucae, after  other  more  active  remedies  have 
failed.  A patient  who  had  had  psoriasis  of  the 
palms  for  many  years  and  had  been  treated  by 
almost  every  dermatologist  in  New  York  City 
without  success  was  cured  by  several  applications 
of  an  innocuous  oil  that  he  received  from  a 
“witch”  in  the  swamps  of  Florida.  He  had  to 
charter  a plane  in  order  to  get  to  her.  Such  pa- 
tients are  impressed  with  the  difficulty  of  obtain- 
ing such  a remedy  and  respond  favorably  in  spite 
of  the  inertness  of  the  agent. 

We  have  all  had  the  experience  where  a patient 
has  been  using  a certain  ointment  without  re- 
sults; yet  with  a change  of  physician  the  same 
salve  and  the  same  directions  worked  wonders. 

Naturally,  it  is  difficult  to  judge  the  effect  of 
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local  medicinal  agents  when  the  question  of  psy- 
chologic etiology  is  believed  to  be  the  dominant 
factor.  In  the  case  of  the  use  of  pharmacologic 
inert  ingredients,  one  is  justified  in  attributing  its 
beneficial  effect  to  placebo  therapy.  Even  here 
it  is  difficult  to  rule  out  some  of  the  beneficial 
effect  due  to  the  local  rubbing  of  an  ointment  set- 
ting free  immunobiologic  effects  (esophylaxis)  as 
suggested  by  Hoffmann  and  utilized  by  Jadas- 
sohn in  the  treatment  of  psoriasis  where  V20  of  1 
per  cent,  instead  of  the  usual  concentration  of 
chrysarobin  ointment,  produced  startling  effects. 
One  can  now  try  to  explain  the  action  of  such  di- 
lute ointments  as  “impure  or  adulterated”  placebo 
therapy. 

When  one  recognizes  that  emotional  factors 
play  an  important  part  in  certain  dermatoses  and 
the  therapy  is  directed  to  the  correction  of  these 
factors,  that  is  psychotherapy.  Where  emotional 
instability  is  present  but  not  of  importance  to  the 
particular  dermatosis,  the  favorable  effect  of  the 
remedy  is  to  be  attributed  either  to  its  pharmaco- 
logic action,  if  active,  or  to  placebo  therapy,  a tem- 
porary chemical  device  of  psychotherapy,  if  the 
agent  is  pharmacologically  inert. 

It  is  unfortunate  but  true  that  about  50  per 
cent  of  the  cases  the  dermatologist  sees  have 
either  been  overtreated  or  long-neglected  by  the 
time  they  reach  his  office.  In  the  first  category, 
the  patient  has  used  various  lotions  and  oint- 
ments prescribed  by  many  doctors,  solicited  from 
his  druggist,  given  him  by  his  friends  and  neigh- 
bors, and  advertised  by  newspapers,  magazines, 
and  the  radio.  The  original  eruption  is  no  longer 
discernible,  and  the  skin  has  become  severely  in- 
flamed. The  patient  does  not  remember  and  is 
not  interested  in  how  or  where  the  eruption 
started,  what  treatment  he  has  received,  what 
tests  have  been  done  or  should  be  done.  He  can- 
not be  bothered  with  interrogations.  All  he 
knows  is  that  he  has  “burning  and/or  itching” 
and  has  not  slept  for  many  nights  in  spite  of  seda- 
tion. It  is  at  this  point  that  a placebo  is  clearly 
indicated  in  the  local  therapy  of  skin  diseases. 
The  patient  is  in  the  office,  and  immediate  ther- 
apy is  demanded.  It  is  clear  that  he  is  emotion- 
ally upset,  but  you  do  not  know  this  patient  or  his 
problems  well  enough  at  this  time  to  decide 
whether  this  is  a cause  or  an  effect.  A placebo 
will  give  the  patient  relief  and  allow  the  derma- 
tologist to  gain  the  necessary  time  to  make  the 
required  laboratory  and  clinical  investigation. 
The  important  thing  is  to  gain  the  confidence  of 
the  patient  by  giving  some  relief.  The  placebo 
should  be  in  the  form  of  a bland  ointment,  lotion, 
or  emulsion  that  will  allow  the  skin  to  recover. 
Overtreatment  by  many  active  pharmacologic  in- 
gredients, although  each  in  their  turn  may  be 
beneficial,  when  piled  on  one  after  the  other, 


causes  deleterious  effects.  When  the  cause  of  the 
original  eruption  is  determined,  the  dermatologist 
may  go  ahead  with  complete  confidence  that  he  is 
heading  in  the  right  direction,  and  the  patient 
will  be  far  more  cooperative. 

When  the  patient  who  has  long  neglected  his 
eruption  finally  comes  to  the  dermatologist’s 
office,  he  may  be  classified  as  follows: 

First,  he  lias  had  the  condition  for  a long  time 
and  did  nothing  about  it  because  it  “didn’t  bother” 
him,  and  now  it  has  become  aggravated  by  injury 
and/or  the  long-standing  neglect.  In  this  case, 
the  secondary  eruption  or  infection  requires  active 
pharmacologic  ingredients.  When  this  has 
cleared  up,  the  original  eruption  will  sometimes 
respond  to  placebo  therapy,  as  the  very  mecha- 
nism of  suggestion  of  applying  an  ointment,  salve, 
etc.,  will  keep  it  under  control,  whether  the  in- 
gredients are  pharmacologically  active  or  not. 

Second,  there  are  patients  who  never  bothered 
about  their  eruptions  or  skin  conditions  until  these 
interfered  with  their  social  or  business  life  or 
someone  called  their  attention  to  them.  Many 
young  girls  will  not  bother  about  their  acne  lesions 
until  they  become  boy-conscious.  Despite  the 
fact  that  the  prescriptions  used  in  such  cases  con- 
tain active  ingredients  of  a specific  pharmacologic 
action,  there  is  no  doubt  that  some  placebo  ele- 
ment is  present  here  also. 

There  is  another  type  of  dermatologic  patient 
frequently  encountered  who  presents  a minor 
eruption,  sometimes  chronic.  Because  of  the 
mildness  of  the  eruption  and  because  of  its  chronic 
nature,  the  patient  has  developed  a negative  atti- 
tude toward  dermatologic  therapy.  This  patient 
does  not  believe  that  he  can  be  helped  because  he 
does  not  wish  to  be  bothered  or  reminded  of  his 
condition,  or  because  of  past  experience,  and 
sometimes,  unfortunately,  because  he  has  heard 
doctors  and  others  scoff  at  dermatologic  therapy. 
Such  patients  are  frequently  brought  in  by  anx- 
ious relatives  or  well-meaning  friends  despite  the 
fact  that  the  patient,  himself,  does  not  wish  to  be 
treated.  Here,  definitely,  no  placebo  can  be  used. 
In  fact,  as  mentioned  before,  it  is  highly  probable 
that  specific  pharmacologic  active  ingredients, 
x-ray  therapy,  and  even  electrodesiccation  of 
warts,  may  not  prove  successful  or  beneficial  be- 
cause of  the  lack  of  confidence  in  the  physician 
and  the  antagonistic  barrier  which  has  been  raised 
by  the  patient.  In  some  cases,  this  negative  atti- 
tude is  purely  a defense  mechanism.  The  patient 
may  be  secretly  ashamed  of  his  ailment,  or  he  may 
be  malingering  as  in  some  compensation  cases* 
In  some  instances,  he  delights  in  his  eruption  for 
some  perverted  reason.  Another  important  fac- 
tor is  fear  of  examination  lest  his  skin  disease  is  a 
symptom  of  a serious  illness.  These  cases  cannot 
be  treated  with  placebos,  as  the  suggestibility  of 
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the  patient  is  now  a liability  and  demands  other 
forms  of  psychotherapy.  Psychosomatic  investi- 
gation and  the  proper  psychotherapy  may  yield 
unexpected  and  most  gratifying  results  in  such 
cases,  especially  where  clinical  and  laboratory  in- 
vestigations lead  up  a blind  alley. 

One  must  be  on  guard,  however,  against  the 
unnecessary  use  of  placebos.  It  is  wrong  to  give 
placebos  or  prescribe  remedies  “just  because  they 
are  harmless”  or  “just  to  give  the  patient  some- 
thing.” Because  a prescription  is  harmless  is  no 
excuse  for  its  application.  There  must  be  a defi- 
nite reason  for  placebo  therapy.  A patient  whose 
skin  condition  is  caused  by  purely  emotional  dis- 
turbance needs  more  skillful  and  efficient  psycho- 
therapy than  a placebo  which  is  only  a temporary, 
chemical  psychotherapeutic  device.  Such  pa- 
tients will  sometimes  respond  to  active  topical 
applications  and  talking  over  their  problems  with 
the  dermatologist  if  the  emotional  disturbance  is 
not  too  deep.  Recently,  I treated  a woman  with 
pruritus  vulvae  of  several  months  duration. 
X-ray  therapy,  soothing  lotions,  and  epsom  salt 
sitz  baths  relieved  her  to  a certain  point  but  no 
further.  After  repeated  visits,  she  confessed  that 
her  father-in-law  had  never  forgiven  her  for  elop- 
ing with  his  son.  He  had  not  spoken  to  her  in 
fifteen  years,  although  he  visited  and  dined  in  her 
home  and  spoke  to  her  children.  Now  that  the 
children  were  growing  up  she  worried  about  what 
she  would  tell  them.  After  confessing  this  to  me, 
she  decided  to  have  it  out  with  her  father-in-law 
and  force  him  to  speak  to  her,  at  least  in  the  pres- 
ence of  the  children.  From  that  time  on  she 
suffered  no  further  itching. 

If  the  severity  of  the  condition  warrants  it,  the 
patient  should  be  referred  to  a psychiatrist. 

One  must  have  a psychologic  insight  of  the  pa- 
tient in  order  to  attain  the  maximum  effect  from 
the  placebo  one  prescribes.  This,  of  course,  in- 
cludes the  element  of  suggestion  in  the  psycho- 
dynamic understanding  of  the  patient.  One 
must  be  on  guard,  however,  because  this  very  sug- 
gestibility may  be  a liability  instead  of  an  asset, 
depending  on  how  it  is  utilized.  It  is  advisable 
that  if  a placebo  is  used  and  proved  effective  that 
it  be  kept  a secret  by  the  physician,  at  least  until 
the  patient  has  recovered.3  Otherwise,  its  action 
will  be  weakened  as  a psychotherapeutic  agent, 
and  the  patient  may  lose  confidence  in  active 
preparations. 

Summary  and  Conclusions 

Placebo  is  defined  as  material  which  works  by 
the  mechanism  of  suggestion  and  is  a temporary 
chemical  psychotherapeutic  device.  There  are 
“pure”  and  “impure”  placebos. 

Both  types  of  placebos  have  their  place  in  the 
local  therapy  of  skin  diseases.  If  the  eruption  is 


of  psychologic  etiology,  more  skillful  psycho- 
therapy is  required,  either  by  the  dermatologist 
or  the  psychiatrist. 

Certain  patients  cannot  receive  placebo  ther- 
apy because  of  negative  attitude  toward  the 
physician.  Many  prescriptions  with  active  in- 
gredients contain  placebo  elements. 

853  Seventh  Avenue 

Discussion 

Joseph  L.  Morse,  M.D.,  New  York  City. — 
Placebo  therapy  has  been  used  from  time  im- 
memorial, and  the  placebo  is  still  an  important 
therapeutic  agent  in  the  art  of  the  practice  of 
modern  medicine.  Dr.  Abramowitz  speaks  of 
“pure”  and  “impure”  placebos.  A pure  placebo 
is  given  solely  for  its  psychotherapeutic  effect  and 
has  no  pharmacologic  action  whatever.  In  general 
practice  it  is  possible  to  give  a pure  placebo  by  in- 
ternal medication,  but  in  the  local  treatment  of  skin 
diseases  this  is  difficult  and  very  rarely  used.  In 
my  opinion,  the  only  really  pure  placebo  in  local 
dermatologic  treatment  is  to  pretend  to  give  some 
form  of  physiotherapy  and  not  do  so  or  to  use  a 
colored  inert  liquid,  as  Bloch  did  in  his  suggestion 
treatment  for  warts.  No  matter  how  supposedly 
innocuous  and  pharmacologically  inert  a topical 
remedy  may  be,  that  very  remedy  may  and  often 
does  help  by  its  action  on  the  skin  in  various  ways. 
It  must  be  remembered  that  one  hopes  to  get  a cer- 
tain degree  of  psychotherapeutic  effect  with  every 
remedy  he  prescribes,  be  it  a placebo  or  not.  It  is 
difficult  to  explain  the  good  results  seen  at  times  in 
patients  with  a change  in  dermatologists,  although 
the  same  topical  remedies  were  used  by  the  previous 
physician  without  improvement.  Nor  can  we  ac- 
count for  the  dramatic  effect  of  a “witch”  salve  in 
some  chronic  recalcitrant  dermatosis  that  has  defied 
all  regular  therapy.  Yet  one  should  not  imme- 
diately assume  that  the  remedy  was  a “pure” 
placebo  and  the  result  was  entirely  due  to  psycho- 
therapy. We  all  know  that  various  dermatoses  dis- 
appear spontaneously,  and  one  must  be  careful  in 
evaluating  a topical  remedy  as  therapeutically  effec- 
tive in  these  conditions.  Although  it  may  be  due  to 
suggestion,  there  may  be  something  in  the  remedy, 
innocuous  though  it  may  be,  that  was  good  for  just 
that  very  patient’s  skin. 

Dr.  Abramowitz  talks  of  the  use  of  a placebo  in  the 
form  of  a bland  ointment,  lotion,  or  emulsion  that 
will  allow  the  skin  to  recover  while  one  is  gaining  the 
patient’s  confidence.  In  most  cases  that  is  not  using 
a placebo  but  rather  using  very  good  dermatologic 
judgment  and  is  excellent  therapy.  It  is  not  psy- 
chotherapy but  actually  giving  the  patient  relief  that 
has  instilled  confidence  in  him.  Various  so-called 
pharmacologically  inert  substances  such  as  lanolin, 
vaseline,  cold  cream,  wet  dressings,  shake  lotions, 
and  emulsions  often  produce  good  therapeutic 
effects  when  used  correctly  and  at  the  proper  time. 
When  one  sees  a patient  who  has  been  using  cala- 
mine lotion  without  improvement,  and  in  fact  being 
made  worse  by  its  very  drying  effect  on  the  skin,  it 
is  not  purely  psychotherapy  or  placebo  treatment  to 
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prescribe  boric  acid  ointment  or  even  petrolatum 
and  get  a marked  therapeutic  response. 

I agree  with  Dr.  Abramowitz  that  one  should  not 
ordinarily  use  placebos  unless  he  really  believes  it 
may  help  the  patient.  The  dividing  line  between 
placebo  therapy  and  charlatanism  is  narrow,  and  it 
is  easy  to  give  placebos  for  ulterior  motives.  How- 
ever, there  are  certain  times  when  it  is  usually  good 
psychotherapy  to  prescribe  a placebo,  as,  for  ex- 
ample, in  a puzzling  dermatosis  while  a diagnosis  is 
being  made  or  diagnostic  tests  are  being  carried  out. 
The  placebo  is  also  very  important  in  the  patient  who 
shows  nothing  visibly  and  yet  has  subjective  com- 
plaints, such  as  burning  tongue,  acaraphobia,  and 
other  psychogenic  disturbances.  This  may  not  be 
necessary  if  the  patient  is  sufficiently  intelligent,  but 
here  the  dermatologist  must  use  his  judgment  and 
decide  in  whom  to  use  the  placebo. 

When  he  does  prescribe  a placebo,  the  patient 
should  never  be  aware  of  the  facti  There  is  always 
a certain  amount  of  skill  in  the  choice  of  the  placebo 
and  when  to  prescribe  it.  I also  believe  it  is  better 
to  use  so-called  placebos,  “pure”  or  “impure,”  if 
everything  else  fails,  rather  than  tell  a patient  there 
is  nothing  to  be  done  for  his  skin  condition.  We 


have  all  seen  unexplainable  results  in  various  stub- 
born dermatoses  from  the  use  of  what  we  thought 
were  really  innocuous  remedies,  and  regardless  of 
whether  we  call  it  psychotherapy  or  placebo  therapy, 
it  is  our  function  as  physicians  always  to  attempt  to 
help  the  patient  and  not  to  have  him  lose  his  entire 
hope  of  getting  well. 

Although  the  subject  of  the  use  of  placebos  and 
psychotherapy  in  dermatology  is  quite  speculative,  I 
believe  this  paper  has  served  a good  practical  pur- 
pose. It  is  of  value  for  Dr.  Abramowitz  to  bring  to 
our  attention  that  it  is  better  actual  therapeutics 
and,  surely,  good  psychotherapy  to  begin  treatment 
with  harmless  remedies,  call  them  placebos  if  you 
wish,  rather  than  to  use  strong  remedies  that  are  apt 
to  irritate  the  skin  and  make  the  patient  worse  at  the 
beginning  of  treatment. 
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X-RAYS  RELIEVE  PAIN  IN  ARTHRITIS  OF  SPINE 


Pain  and,  in  some  cases,  stiffness  of  the  back  in 
rheumatoid  arthritis  of  the  spine  can  be  relieved  for 
many  sufferers  by  x-ray  treatments.  Whether  the 
disease  is  arrested  by  the  treatment  is  not  yet  known, 
though  it  has  not  gotten  worse  in  a significant  num- 
ber treated  from  five  to  eight  years  ago. 

Results  of  the  treatment  were  reported  by  Dr. 
William  D.  Robinson  of  the  University  of  Michigan 


at  the  meeting  of  the  American  Rheumatism  Asso- 
ciation in  Chicago. 

The  reason  the  doctors  are  not  sure  whether  the 
treatment  has  stopped  the  progress  of  the  disease  is 
that  it  may  stop  by  itself  without  any  treatment,  and 
may  in  some  cases  remain  quiet  for  long  periods  and 
then  get  worse.  No  specific  cause  for  the  condition 
is  known. — Science  News  Letter,  July  3,  1948 


NAVAL  AIR  RESERVE  NEEDS  DOCTORS 

The  Naval  Air  Reserve  Training  Command  needs 
doctors.  Doctors  who  served  in  the  Navy  during  the 
past  war  and  who  still  hold  reserve  commissions  are 
requested  to  apply  for  two  weeks’  annual  training 
duty  or  up  to  five  months  extended  duty  at  Naval 
Air  Stations,  it  was  announced  recently  by  Rear  Ad- 
miral Richard  F.  Whitehead,  U.S.N.,  Chief  of 
Naval  Air  Reserve  Training. 

Naval  Reserve  Medical  Officers  who  can  possibly 
spare  the  time  are  urged  to  apply  for  this  duty  to 
help  alleviate  the  work-load  at  those  stations  which 
are  undermanned.  Applications  are  made  via  the 
Commanding  Officer  of  the  Air  Station  to  the  Com- 
mandant of  the  Naval  District  concerned.  The  fol- 
lowing Naval  Air  Stations  need  assistance:  NAS 
Akron,  NAS  Atlanta,  NAS  Columbus  NAS  Dallas, 
NAS  Denver,  NAS  Glenview,  NAS  Grosse  lie, 
NAS  Los  Alamitos,  NAS  Memphis,  NAS  Miami, 
NAS  Minneapolis,  NAS  New  Orleans,  NAS  New 
York,  NAS  Oakland,  NAS  Olathe,  NAS  Squantum, 


NAS  St.  Louis,  NAS  Willow  Grove,  NAResTraUnit, 
Anacostia,  D.C.,  NAResTraUnit,  Jacksonville, 
NAResTraUnit,  Norfolk,  NAResTraUnit,  Seattle, 
NAResTraUnit,  Lakehurst. 

Medical  officers  who  request  active  duty  for  one 
year  or  more  are  eligible  for  additional  pay  of  $100 
per  month  over  and  above  regular  pay. 

Officers  qualified  in  aviation  medicine  are  espe- 
cially desired.  However,  medical  officers  on  active 
duty  can  apply  for  the  five-month  course  at  the 
School  of  Aviation  Medicine  at  Pensacola,  Florida, 
eventually  leading  to  the  designation:  Naval  Flight 
Surgeon. 

Quarters  are  available  at  some  stations  and  medi- 
cal officers  in  the  Naval  Air  Reserve  cannot  be  trans- 
ferred without  consent. 

Naval  Reserve  medical  officers  who  are  desirous  of 
this  duty  or  wish  to  obtain  further  information 
should  write  to:  Staff  Medical  Officer,  Naval  Air 
Reserve  Training  Command,  Glenview,  Illinois. 
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THE  subject  of  pigmented  basal  cell  epitheli- 
oma is  both  interesting  and  important;  in- 
teresting because  melanotic  basal  cell  epithelioma 
mimics  many  pigmentary  diseases,  and  impor- 
tant because  this  tumor  is  sometimes  confused 
with  a more  serious  cutaneous  neoplasm,  nevo- 
carcinoma. 

Because  there  are  factors  which  obscure  the 
recognition  of  the  pigmented  basal  cell  epitheli- 
oma, the  disease  is  more  prevalent  than  is  com- 
monly supposed.  On  the  one  hand,  the  quantity 
of  pigment  is  so  small  in  many  instances  that  it  is 
not  visible  clinically  but  can  be  detected  by  means 
of  histologic  examination.  On  the  other  hand, 
when  the  hyperpigmentation  is  sufficient  to  be  per- 
ceptible clinically,  the  lesion  is  frequently  con- 
sidered to  be  some  other  melanotic  tumor.  The 
diagnosis,  therefore,  of  pigmented  basal  cell 
epithelioma  is  made  more  readily  and  more  often 
by  the  dermatopathologist  than  by  the  clinical 
dermatologist. 

Even  though  pigmented  basal  cell  epithelioma 
was  first  accurately  described  by  Galloway  about 
fifty  years  ago,  many  dermatologists  are  still 
unaware  of  this  type  of  tumor.1  Inasmuch  as  a 
survey  of  the  literature  available  to  us  revealed 
the  existence  of  over  one  hundred  articles  relative 
to  this  subject  since  the  original  publication,  we 
have  reviewed  the  most  important  of  these 
articles  in  preparing  this  paper. 

Galloway  presented  his  case  before  the  Derma- 
tological Society  of  London  in  1898.  In  his  re- 
port, entitled  “The  Subject  of  Peculiar  Melanotic 
Pigmentation  Attended  with  the  Development  of 
Tumour,”  he  cited  the  history  of  a woman,  fifty- 
nine  years  of  age,  who  had  a lesion  on  the  upper  part 
of  the  forehead  of  ten  years  duration  which  began 
with  the  appearance  of  one  or  two  fine  black 
specks  which  coalesced  and  spread  peripherally. 
The  outline  of  the  lesion  was  rounded,  with 
irregularly  curved  borders  marked  out  by  a de- 
posit of  bluish-black  pigment.  The  serpiginous 
border  also  showed  the  presence  of  an  almost  con- 
tinuous line  of  slightly  elevated  growth,  although 
in  one  or  two  places  the  continuity  was  broken 
and  the  border  was  marked  by  one  or  two  small 
nodules.  This  raised  border  was  firm  and  had  a 
characteristic  semitranslucent  aspect.  The  cen- 
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tral  part  of  the  lesion  showed  atrophy  and  a 
superficial  fine  scar.  There  was  no  ulceration. 
Galloway  believed  this  to  be  a case  of  melanotic 
pigmentation  associated  with  the  development  of 
a superficial  form  of  epithelioma.  He  had  seen 
the  same  extremely  chronic  variety  of  epithelioma 
of  the  forehead  in  another  patient. 

In  1901,  and  again  in  1903,  Krompecher  de- 
scribed the  histopathology  of  the  basal  cell 
epithelioma.2  3 In  1901  Dubreuilh  and  Auch6 
also  described  pigmented  varieties  of  this  tumor 
in  their  comprehensive  article,  “De  l’ulcus 
rodens.”4  These  French  authors,  noting  the 
presence  of  pigment  both  clinically  and  histo- 
logically in  two  cases,  asserted  that  it  failed  to 
give  the  reaction  for  iron  pigment.  They  referred 
to  “la  forme  m&anique”  and  stated  that  a ceitain 
degree  of  pigmentation  is  not  rare  in  all  forms  of 
rodent  ulcer. 

While  these  are  the  earliest  recorded  observa- 
tions in  the  literature,  Touraine  has  pointed  out 
the  fact  that  these  cancers  were  noted  and  repre- 
sented much  earlier  in  moulages  in  the  museum  of 
the  Hospital  Saint-Louis.5  Of  particular  interest 
are  those  of  Lailler  in  1878  and  Darier  in  1919. 

Masson’s  paper  in  1925  on  “The  Pigmentation 
of  Breast  Cancers  Invading  the  Epidermis” 
aroused  renewed  interest  in  pigmented  epitheli- 
omas.6 Caudifire  and  Bezecny  later  made  similar 
studies.7'8 

Caudiere,  Johnston,  Chambers  and  Stokes, 
Pardo-Castello,  Schropl,  Pautrier  and  Diss, 
Gross,  Blumenthal,  Gat6  and  Michel,  Schorr, 
Bezecny,  Touraine  and  Renault,  Ilalkin,  Nether- 
ton,  Gat6,  Massia  and  Delbos,  Balog,  Bertaccini, 
Penella  and  Morato,  Quiroga  and  Ilelman,  and 
Mariotti  all  have  reported  cases  of  basal  cell 
epithelioma  with  pigment.7 ■9-27  An  excellent 
article  on  “Basal  Cell  Epitheliomas  with  Exces- 
sive Pigment  Formation”  was  published  in  1933 
by  Eller  and  Anderson.14  Becker,  in  his  paper  on 
“Melanotic  Neoplasms  of  the  Skin,”  described  a 
typical  case  of  pigmented  basal  cell  epithelioma 
and  has  made  reference  to  this  type  of  tumor  in 
other  excellent  publications  on  pigmentary 
diseases  of  the  skin  and  on  melanin  pigmenta- 
tion.28-30 

While  the  study  of  the  pigmented  basal  cell 
epithelioma  has  occupied  the  attention  of  many 
investigators  in  many  countries,  there  has  been 
no  extensive  article  in  the  American  literature 
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dealing  with  this  subject  since  the  one  published 
by  Eller  and  Anderson.  There  have  been  some 
case  reports,  however,  and  some  case  presenta- 
tions before  dermatologic  societies  in  the  United 
States. 

Judging  by  the  number  of  our  cases  and  by  the 
literature  and  estimating  the  probably  vast  num- 
ber of  undiagnosed  or  unreported  cases,  one  may 
presume  that  this  tumor  does  not  occur  as  infre- 
quently as  is  commonly  supposed.  It  affects 
individuals  of  both  sexes,  with  the  prevalence 
somewhat  greater  in  men.  The  incidence  accord- 
ing to  age  differs  little  from  that  of  the  nonpig- 
mented  types,  since  it  occurs  most  frequently  in 
the  fifth  and  sixth  decades  of  life,  but  has  been 
found  in  patients  ranging  from  twenty-four  to 
eighty-eight  years  of  age.  The  site  most  com- 
mon is  the  face,  but  other  parts  of  the  body  may 
be  involved.  The  lesion  may  be  single  or  multiple, 
and  various  forms  of  basal  cell  epitheliomas  may 
be  seen  in  the  same  individual.  Bertaccini  re- 
ported a patient  who  had  four  epitheliomas:  one 
was  a pigmented  basal  cell  epithelioma ; two  were 
pigmented  mixed  epitheliomas,  and  one  was  a 
nonpigmented  mixed  epithelioma.24 

While  any  form  of  basal  cell  epithelioma  may 
be  pigmented,  the  flat,  cicatricial,  and  nodular 
forms  are  the  ones  which  show  pigmentation  most 
frequently.  The  ulcerative  forms  of  basal  cell 
epitheliomas  may  also  show  pigmentation,  but 
the  ulceration  itself  rarely  reveals  pigment  either 
clinically  or  histologically.  Pigmentation  is  most 
pronounced  in  the  advancing  border  or  the  zone 
of  extension  of  the  tumor.  The  color  may  vary 
from  slate  gray  to  blue  or  from  brown  to  blue- 
black  or  even  black.  The  color,  however,  is 
rarely  of  the  deep,  uniform  intensity  evident  in 
nevocarcinoma.  The  entire  lesion  may  be  pig- 
mented, but  more  often  only  portions  show  pig- 
mentation. In  nevocarcinoma,  on  the  other 
hand,  the  pigmentation  is  deeper  and  usually 
homogeneous,  and  the  lesion  has  none  of  the 
characteristics  of  basal  cell  epithelioma.  Nevo- 
carcinoma is,  furthermore,  sometimes  accom- 
panied by  satellite  lesions  and  is  located  on  the 
feet  in  over  50  per  cent  of  the  cases. 

The  clinical  picture  of  the  pigmented  basal  cell 
epithelioma,  excellently  described  by  Galloway, 
usually  differs  little  from  that  of  basal  cell  tumors 
without  pigment.  The  presence  of  pigment  is  the 
differentiating  feature  (Fig.  1).  The  incidence 
according  to  age  and  sex,  the  frequency,  the  sites 
of  predilection,  the  number  and  types  of  the 
lesions,  and  the  clinical  characteristics  conform 
closely  to  those  found  in  the  nonpigmented  basal 
cell  epitheliomas.  The  clinical  features  of  the 
pigmented  basal  cell  epithelioma  are  not  always 
the  same,  however,  and  it  is  thus  often  difficult  to 
make  an  unequivocal  clinical  diagnosis.  These 


tumors  are,  furthermore,  difficult  to  differentiate 
from  other  pigmentary  lesions.  Fortunately,  the 
histopathologic  differentiation  is  comparatively 
simple,  and  histologic  studies  should  always  be 
made  to  corroborate  the  diagnosis. 

In  an  article  on  “Junction  Nevus-Nevocar- 
cinoma,”  Sachs  and  his  collaborators  considered 
the  following  lesions  in  the  differential  diagnosis 
of  pigmented  neoplasms:  junction  nevus,  nevo- 
carcinoma, intra-epidermic  epithelial  nevus,  intra- 
dermic  epithelial  nevus,  blue  nevus,  basal  cell 
epithelioma  with  pigment,  hematoma,  granuloma 
pyogenicum,  angioma,  thrombotic  angioma, 
glomus  tumor,  seborrheic  verruca,  spiradenoma 
and  single  lesions  of  Kaposi’s  sarcoma  and 
leukemia.31  To  this  can  be  added  histiocytoma 
(nodulus  cutaneus)  with  pigment  (hemosiderin). 

With  respect  to  the  microscopic  findings,  the 
basal  cell  epithelioma  with  pigment  differs  from 
the  nonpigmented  form  only  in  that  melanin  pig- 
ment is  present.  It  may  be  in  the  tumor  cells  or 
between  them  (Fig.  2).  Pigment  can  also  be  seen 
about  the  neoplasm  in  the  surrounding  connective 
tissue  and  in  chromatophores.  There  may  be 
diffuse  fine  pigmentation,  localized  areas  of  fine 
pigment  granules,  coarser  particles,  and,  at  times, 
small  masses  of  melanin.  When  lymphatic 
spaces  are  present,  either  within  or  about  the 
growth,  collections  of  pigment  granules  may  be 
found  within  them.  The  architecture  of  the  basal 
cell  epithelioma,  the  surrounding  reaction,  and 


Fig.  1.  Nodular  basal  cell  epithelioma  with 
pearly  border  and  concentration  of  pigmentation 
at  periphery  of  lesion  (Courtesy  of  Dr.  F.  Ronchese). 
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Fig.  2.  Low  power  magnification  of  basal  cell 
epithelioma  in  lobes  and  lobules.  The  pigmentation 
is  distributed  within  tumor  masses  as  well  as  in  the 
cutis. 

the  basophilic  degeneration  of  the  upper  cutis  dis- 
play the  same  pathologic  manifestations  as  those 
observed  in  tumors  without  pigment. 

Because  the  presence  of  melanin  in  basal  cell 
tumors  is  frequently  observed  histologically,  it 
causes  little  comment  by  the  dermatopathologist. 
Pigment  is  seen  more  often  microscopically  than 
clinically,  because  a minimal  concentration  of 
pigment  is  necessary  to  produce  macroscopically 
visible  hyperpigmentation.  Occasionally,  pig- 
ment is  seen  clinically,  but  not  microscopically; 
the  explanation  in  such  cases  is  the  fact  that  the 
pigment  was  probably  in  masses  and  was  not 
present  in  the  sections  which  were  examined,  al- 
though it  would  be  discerned  if  the  entire  lesion 
were  explored.  Becker,  in  commenting  on  the 
paper  by  Eller  and  Anderson  and  on  Schorr’s  case, 
stated  that  melanin  is  present  more  often  than 
has  been  thought  because  it  is  difficult  to  see  in 
sections  stained  with  hematoxylin  and  eosin  un- 
less it  is  present  in  large  amounts.32 

In  another  article,  Becker  stated  that  melanotic 
basal  cell  carcinoma  is  pigmented  by  virtue  of  the 
presence  of  normal  melanoblasts.30  He  was  quite 
emphatic  in  stating  that  the  tumor  cells  contain 
no  pigment.  On  the  other  hand,  Ormsby  and 
Montgomery  declared  that  “the  tumor  cells  are 
laden  with  melanin  pigment.”33  This  is  a rather 
controversial  subject,  and  we  doubt  if  there  is 
incontrovertible  scientific  evidence  at  present  to 
substantiate  any  conclusions  regarding  either  this 
point  or  the  origin  and  function  of  melanoblasts. 

We  believe  that  in  the  pigmented  basal  cell 
epithelioma  the  presence  of  melanin  within  or 
without  the  tumor  cells  is  not  necessarily  an  indi- 
cation of  increased  malignant  potentiality  of  such 
tumors.  In  those  basal  cell  epitheliomas  which 
contain  enough  pigment  to  be  seen  clinically, 
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Fig.  3 Multiple  superficial  basal  cell  epi- 
theliomas showing  varying  degrees  of  pigmentation 
in  most  of  the  lesions  (Courtesy  of  Dr.  F.  Ronchese). 

the  lesions  are  usually  less  malignant  than  are 
other  basal  cell  epitheliomas.  It  is  well  known 
that  the  more  a neoplasm  fulfills  a normal  func- 
tion, the  less  malignant  it  is.  The  production  of 
melanin  is  considered  to  be  a normal  function  of 
basal  cells.  Weidman,  in  his  discussion  of  the  case 
presented  by  Chambers  and  Stokes,  was  probably 
the  first  to  state  that  this  neoplasm  is  relatively 
nonmalignant.10 

Nomland,  Montgomery,  and,  later,  Ferrer  have 
reported  cases  of  multiple  superficial  basal  cell 
epitheliomatosis  with  pigment.34-36  In  reviewing 
our  sections  and  cases  several  similar  instances 
were  observed.  The  degree  of  pigmentation 
varies  considerably  in  different  lesions  of  the  same 
case,  some  containing  an  abundance  of  pigment 
while  others  have  none  (Fig.  3) . 

More  often  pigmented  basal  cell  epithelioma 
arises  in  previously  uninvolved  skin,  but  it  may 
originate  at  the  site  of  various  other  lesions,  such 
as  nevi,  seborrheic  keratoses,  xeroderma  pig- 
mentosum, and  other  lesions.37’38 

Oppenheim,  Milian,  IYuin,  and  Aubert,  Rous- 
set  and  L6vy,  Peyri,  Halkin,  and  Coomber  have 
reported  nevi  associated  with  pigmented  basal 
cell  epithelioma.39-44  Nomland  and,  later,  Nisbet 
published  articles  on  “Multiple  Basal  Cell 
Epitheliomas  Originating  from  Congenital  Pig- 
mented Basal  Cell  Nevi.”46,46  The  latter  cites 
Pautrier  and  Archambault  and  Yigne  as  having 
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each  presented  a case  with  lesions  clinically  re- 
sembling pigmented  nevi  but  with  the  histologic 
picture  of  basal  cell  epithelioma. 

Bloch’s  cases,  described  as  “benign,  non-nevoid 
melano-epithelioma  of  the  skin,”  have  been  con- 
sidered by  some  authors  as  pigmented  basal  cell 
epitheliomas.47  According  to  Becker,  senile 
verrucae  are  similar  to  or  identical  with  this 
tumor,  and  the  latter  is  best  described  as  a pig- 
mented senile  wart,  but  it  has  also  been  called 
keratosis  seborrheica,  epithelial  papilloma,  and 
acanthotic  or  epidermoid  nevus.30'32'48  Mont- 
gomery believes  that  Bloch’s  first  case  fulfills  the 
histologic  requirements  of  a pigmented  intra- 
epidermal  epithelioma  of  Jadassohn,  whereas  the 
second  case  fulfills  the  requirements  of  verruca 
senilis  and  is  more  properly  designated  as  a de- 
layed epithelial  nevus.49  Probably  these  ex- 
amples belong  either  to  the  nevoid  keratoses  or 
intra-epidermic  epithelial  nevi  and  are  not  cor- 
rectly considered  as  pigmented  basal  cell  epitheli- 
omas. 

We  have  recently  observed  three  cases  of  pig- 
mented basal  cell  epitheliomas,  two  of  which  were 
of  the  flat,  superficial  type.  One  of  these  cases 
had  multiple  lesions,  both  pigmented  and  non- 
pigmented.  A description  of  one  of  these  cases 
will  suffice  to  indicate  the  features  which,  upon 
clinical  examination,  should  elicit  a high  index  of 
suspicion  of  a pigmented  basal  cell  epithelioma. 

Case  Report 

Case  1. — Mrs.  G.  M.,  a 51-year-old  Venezuelan 
woman,  presented  a lesion  in  the  right  sacral  region 
which  had  first  been  noted  in  childhood.  The  lesion 
had  the  appearance  of  a “mole”  for  many  years,  but 
apparently  it  underwent  sufficient  transformation  to 
make  the  patient  fearful  of  cancer.  Because  of  the 
site  of  the  lesion,  however,  the  patient  was  unable  to 
observe  the  evolution  of  the  tumor  or  to  determine 
the  time  when  the  change  first  became  manifest. 
She  stated  that  the  lesion,  upon  being  scratched,  had 
bled  two  years  previously  and  that  it  had  been 
markedly  pruritic  for  the  past  six  months. 

On  physical  examination  one  observed  a solitary, 
oval,  flat,  superficial  lesion  in  the  right  sacral  region, 
measuring  15  by  22  mm.  in  its  longest  diameter 
(Fig.  4).  It  was  pinkish,  dry,  and  scaly,  with  many 
pinhead-sized  superficial  excoriations.  The  periph- 
ery of  the  lesion  was  demarcated  by  a thin,  barely 
perceptible,  rolled,  threadlike  edge.  The  unusual 
feature  was  the  presence  of  slate  blue-colored  no- 
dules along  portions  of  the  border  of  the  lesion  with 
many  similarly  colored  pinpoinGsized  puncta  scat- 
tered throughout  the  lesion,  which  was  otherwise 
pink.  There  were  three  moderately  soft,  round, 
small,  slate-blue  nodules  along  the  upper  border  and 
one  along  the  right  lower  border  of  the  lesion,  which 
varied  from  2 to  3 mm.  in  diameter  and  were  elevated 
from  0.5  to  1 mm.  above  the  surface  of  the  lesion. 

In  view  of  these  features  the  lesion  was  presumed 
to  be  a pigmented  superficial  basal  cell  epithelioma 


Fig.  4.  Superficial  basal  cell  epithelioma  with 
threadlike  border  and  concentration  of  pigment 
in  nodules  along  border  of  lesion  (Case  1). 


rather  than  a nevocarcinoma.  The  lesion,  together 
with  about  0.5  cm.  of  the  surrounding  normal  skin, 
was  excised  entirely  with  the  electrosurgical  cutting 
current  under  local  novocaine  anesthesia.  The 
wound  edges  were  approximated  with  silk  sutures, 
and  the  wound  healed  uneventfully  by  primary  in- 
tention. 

The  histologic  picture  was  as  follows  (Fig.  5): 
Coming  off  the  epidermis  at  numerous  points  and  ex- 
tending into  the  upper  cutis  for  a short  distance  were 
small  epithelial  masses ; about  these  masses  the  ves- 
sels were  dilated,  and  there  was  some  telangiectasia. 
There  was  a pronounced  cellular  infiltration  com- 
posed of  small  round  cells,  some  plasma  cells,  and,  in 
a few  areas,  fibroblasts;  there  were  many  chromato- 
phores;  some  pigment  lay  free  within  the  cutis;  the 
epidermis  was  thin;  the  granular  and  horny  layers 
were  present.  The  epithelial  masses  were  composed 
entirely  of  basal  cells  marginated  by  a palisade 
layer.  There  were  some  small  lymphatic  spaces 
about  the  masses.  There  was  considerable  pigment 
throughout  the  neoplasm,  for  the  most  part  ar- 
ranged in  small,  fine,  diffuse,  uniform  granules  but 
localized  in  small  clumps  in  a few  areas.  The  diag- 
nosis was  superficial  basal  cell  epithelioma  with  pig- 
ment. 

Summary 

We  have  endeavored  to  point  out  that  pig- 
mented basal  cell  epitheliomas  are  not  rare  and 
that  the  clinical  and  histologic  features,  except 
for  hyperpigmentation,  are  the  same  as  those  of 
basal  cell  epitheliomas.  A satisfactory  explana- 
tion for  the  presence  of  pigment  in  these  tumors 
must  await  the  solution  of  the  unsettled  and 
enigmatic  problem  of  melanogenesis.  Although 
clinical  diagnosis  may  be  difficult,  cognizance  of 
this  type  of  tumor  will  minimize  confusion  of  it 
with  more  serious  melanotic  lesions  such  as 
nevocarcinoma.  The  presumptive  clinical  diag- 
nosis must  always  be  corroborated  by  histologic 
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Fig.  5.  Superficial  basal  cell  epithelioma  show- 
^ ing  fine  and  coarse  granules  of  pigment  within  as 
11  well  as  without  tumor  mass. 
ki 

i 

examination.  Because  this  tumor  is  of  low  grade 
f'  malignancy  in  contradistinction  to  the  portentous 
Jl  nevocarcinoma,  one  should  not  risk  making  a 

ff.  . ’ ° 

° prognosis  until  the  histologic  examination  has 
been  made. 

Heroic  measures  are  unnecessary  in  the 
I management  of  suspected  pigmented  basal  cell 
epitheliomas.  The  lesion  may  be  wholly  or  par- 
n(j  tially  removed  by  appropriate  means  for  histo- 
pj  logic  examintion  with  conservation  of  the  sur- 
8j  rounding  normal  integument.  Radical  treatment 
lS. . should  be  instituted  only  if  the  dermatopatholgist 
)„  should  report  the  presence  of  nevocarcinoma. 
jj  The  therapeutic  management  and  prognosis  of 
,i  a pigmented  basal  cell  epithelioma  does  not  differ 
0[  from  that  of  a nonpigmented  basal  cell  epitheli- 
al oma  of  the  corresponding  type. 

Discussion 

Tibor  Cholnoky,  M.D.,  New  York  City. — From 
a practical  point  of  view  the  pigmented  basal  cell 


carcinoma  behaves  like  the  nonpigmented  variety, 
and  a radical  tridimensional  excision  is  satisfactory 
for  its  control. 

In  attaining  a primary  union,  after  the  electric  ex- 
cision of  a lesion  of  the  lumbar  region,  Dr.  Cipollaro 
has  demonstrated  his  expertness  in  using  high-fre- 
quency currents.  On  the  tumor  service  of  the  New 
York  Post-Graduate  Hospital,  radical  breast  opera- 
tions have  been  performed,  and  primary  union  has 
been  obtained.  Indeed,  experience  has  shown  that 
the  skin  incision  may  often  heal  by  primary  union 
after  electric  cutting  but  that  there  is  always  a local 
reaction  varying  in  severity  and  conducive  to  com- 
plications. It  is  quite  natural  that  the  heat,  pro- 
duced by  ohmic  losses  in  the  tissues  and  concentrated' 
to  obtain  desiccation,  electric  cutting,  and  coagula- 
tion with  electric  incision,  is  also  concentrated  to  pro- 
duce a series  of  cell  explosions  to  obtain  the  desired 
cut.  Adjacent  cells  are  destroyed  or  damaged. 
Their  number  varies  with  the  intensity  and  fre- 
quency of  the  currents  and  with  the  time  of  appli- 
cation. A cut  by  a high-frequency  current  (ca. 
50,000  oscillations)  will  be  less  destructive  than  one 
by  a lower  frequency  (ca.  10,000)  coagulating  cur- 
rent. ' 

No  matter  what  kind  of  current  is  being  used, 
slough  will  generally  result  if  the  skin  on  the  palm 
of  the  hand  or  the  sole  of  the  foot  is  incised.  This 
procedure  is  generally  not  conducive  to  good  cos- 
metic results  and  primary  union.  For  this  reason 
the  use  of  the  scalpel  is  advocated  for  general  pur- 
poses. If  this  is  followed  by  careful  suturing,  the 
operator  will  be  rewarded  with  good  cosmetic  results 
and  will  avoid  the  annoying  complications  which 
often  follow  electrosurgery.  The  use  of  electro- 
coagulation and  electric  excision,  however,  is  advo- 
cated by  surgeons  in  controlling  advanced  and  recur- 
rent malignant  tumors  in  the  mouth,  face,  and  else- 
where. 
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CHEMICALS  CHECK  BLEEDING  IN  MANY  BODY  DISORDERS 


Scores  of  patients  bleeding  from  leukemia  or  other 
disorders  have  had  their  bleeding  stopped  by  doses 
of  a dye,  toluidine  blue,  or  another  chemical  called 
protamine.  For  an  exhibit  demonstrating  this  dis- 
covery, Dr.  .J.  Garrot.t  Allen  and  associates  of  the 
University  of  Chicago  received  the  American  Medi- 
cal Association  Gold  Medal  at  the  association’s  meet- 
ing. 


The  chemicals  do  not  cure  leukemia,  and  they  are 
not  effective  in  hemophilia,  hereditary  bleeder’s  dis- 
ease. 

They  were  discovered  during  search  for  means  of 
combatting  hemorrhage  in  irradiation  damage,  as 
from  atom  bombs.  They  stop  the  hemorrhage  in 
irradiated  dogs,  but  prolong  life  only  slightly. — ■ 
Science  News  Letter,  July  10,  1948 


HEALTH  EMERGENCY  UNIT  SET 

Establishment  of  a I Iealth  Emergency  Planning 
unit  in  the  Public  Health  Service  has  been  an- 
nounced by  Federal  Security  Administrator  Oscar  R. 
Ewing. 

Dr.  Norvin  C.  Kiefer,  senior  surgeon,  will  direct 
t he  unit  with  the  assistance  of  Gordon  E.  McCallum, 
sanitary  engineer,  'flic  unit  will  cooperate  with  the 
National  Security  Resources  Board,  the  Office  of 
Civil  Defense  Planning  of  the  National  Military 
Establishment,  the  Military  Services,  and  State 
Health  Departments,  as  well  as  professional  and 
voluntary  organizations,  to  plan  a coordinated  pro- 
gram for  safeguarding  public  health  during  a nat  ional 
emergency. 


Existing  facilities  within  the  Public  Health  Serv- 
ice will  be  surveyed  in  order  that  those  with  sig- 
nificance during  a national  emergency  can  be  readily 
integrated  with  civil  defense  plans. 

The  new  unit  will  also  draw  plans  for  more  com- 
prehensive public  health  catastrophe  services  to  be 
offered  in  response  to  peacetime  emergency  requests 
from  states.  The  Public  Health  Service  has,  for 
some  time,  rendered  such  services  through  its  Com- 
municable Disease  Center.  These  efforts  have  been 
concentrated  primarily  on  sanitary  engineering  prob- 
lems, such  as  control  of  rodent  and  insect  carriers  of 
disease,  and  protecting  the  safety  of  water  and  food 
during  major  disasters. 


REMOVAL  OF  TATTOO  MARKS 

Charles  Lerner,  M.D.,  New  York  City 


FOR  THE  past  two  years,  discharged  service- 
men have  consulted  dermatologists  with  in- 
creasing frequency  for  the  removal  of  tattoo 
marks.  It  was  considered  appropriate,  therefore, 
to  present  a method  which  was  found  simple  and 
effective  and  to  review  other  methods  which  have 
been  employed. 

Summary  of  Literature 

Since  surgery  is  the  most  direct  method  for  the 
removal  of  tattoo  marks,  it  has  been  used  since 
early  times.  Until  the  era  of  asepsis,  infection 
frequently  endangered  the  patient’s  life  and  left 
disfiguring  scars.  More  recently,  simple  ex- 
cision and  suture  of  linear  tattoos,  such  as  stiletto 
figures,  has  produced  excellent  results.  Plastic 
surgery,  in  the  form  of  sliding,  free,  or  pedicle 
grafts  may  be  used  when  the  mark  covers  a wider 
area,  as  in  block  tattooing,  or  it  may  be  dissected 
as  a free  flap  and  turned  back  over  a cylinder  to 
which  it  is  attached  with  pins;  the  posterior  face 
or  undersurface  of  the  flap  is  then  scraped  with  a 
sharp  scalpel  until  the  pigment  particles  are  re- 
moved ; the  flap  is  replaced  and  sutured.  Chaton 
found  grafts  generally  unsatisfactory  and  pre- 
ferred simple  excision  where  possible.1,2  For  out- 
line tattoos,  Miller  shaved  off  the  uppermost 
layers  of  the  skin,  as  in  grafting,  then  followed  the 
outlines  of  the  design  with  a sharp  scalpel,  pinch- 
ing up  and  excising  this  area  with  scissors.3,4 

Miller  also  employed  electrolysis  with  multiple 
insertions  of  the  needle  into  the  depth  of  the  tat- 
too at  a current  of  5 to  8 milliamperes  and  pro- 
duced a superficial  eschar  which  dropped  off  in 
seven  days,  carrying  the  pigment  with  it  and  leav- 
ing a white,  superficial  scar.3,4  Others  advised 
the  use  of  multiple  needles  at  3 milliamperes  of 
current  simultaneously  employed  over  the  entire 
area,  requiring  several  sessions.  Guillaume  co- 
agulated superficially  the  involved  area  and  ex- 
tirpated the  resulting  scar  three  days  later;  he 
followed  this  procedure  with  another  superficial 
I application  of  the  coagulating  current,  allowing 
the  eschar  to  fall  off  spontaneously  in  fourteen  to 
sixteen  days.5 

For  many  years  the  simple  technic  of  burning 
»;  the  design  with  a hot  iron  was  practiced;  this  pro- 
duced a slough  which  removed  the  tattoo  but  left  a 
severe  scar.  In  193G,  Fahlbusch  and  Holtz 
scalded  tattoo  marks  with  live  steam  from  a steam 
I).  inhalation  kettle.5  After  a few  seconds  they  rub- 

11 Presented  at  the  142nd  Annual  Meeting  of  the  Medical 
I Society  of  the  State  of  New  York,  New  York  City,  Section 
I on  Dermatology  and  Syphilology,  May  20,  1948. 


bed  off  the  loosened  epidermis,  exposed  the  cutis 
and  pigment  particles,  steamed  the  area  until  it 
became  white,  and  then  treated  the  wound  as  a 
burn.  In  two  to  six  days  the  pigment  particles 
could  be  brushed  off  and  picked  out.  The  result- 
ing scar  was  reputedly  thin  and  soft.  Darier  and 
others  used  solid  carbon  dioxide,  but  with  diffi- 
culty in  management  and  uncertain  results.7 

Caustic  ultraviolet  radiation  has  been  proved 
valueless.  The  use  of  roentgen  rays  and  radium 
has  long  been  discontinued  because  of  ineffective- 
ness and  frequent  serious  sequelae. 

The  use  of  chemicals,  either  alone  or  in  com- 
bination with  physical  or  surgical  methods,  has 
found  widespread  acceptance.  Stroth  protected 
the  unaffected  skin  with  zinc  oxide  paste,  then 
spread  over  the  affected  area  Brack's  pyrogallic 
acid  cream  (7  Gm.  each  of  resorcin,  pyrogallic, 
and  salicylic  acids;  5 cc.  each  of  glycerin  and  di- 
lute alcohol;  and  1 Gm.  of  tragacanth).8  After 
twenty-four  hours  he  removed  the  cream,  de- 
tached the  loosened  epidermis,  dried  the  area,  and 
re-treated  it,  leaving  this  second  application  in 
place  for  forty-eight  hours.  At  the  end  of  that 
time  the  tattooed  site  had  become  necrotic.  A 
third  application  was  occasionally  necessary; 
usually  it  sufficed  to  clean  the  area  with  sterile  oil 
and  allow  the  necrotic  tissue  to  slough  under  daily 
dressings.  After  five  to  seven  days  this  necrotic 
mass  disappeared,  revealing  marked  granulation. 
However,  occasional  untoward  symptoms  were 
noted,  probably  from  chemical  absorption. 

Instead  of  pyrogallic  acid  cream,  strong  am- 
monium hydroxide  was  applied  for  fifteen  min- 
utes, followed  by  vigorous  rubbing  with  the  silver 
nitrate  pencil  for  five  minutes.  Thurn  applied 
salicylic  acid  in  collodion  until  the  area  oozed,  and 
then  rubbed  in  salt  crystals.9 
~ Brault  tattooed  a.  70  per  cent  aqueous  solution 
of  zinc  chloride  into  the  upper  cutis.10  This  pro- 
duced an  eschar  which  fell  off  in  ten  days  with 
little  scarring.  Others  have  used  papau  digestant 
or  oxalic  acid  similarly.  Tattooing  with  potas- 
sium bioxalate  followed  by  silver  nitrate  has  been 
employed.  Karpelis  cross  hatched  the  skin  fairly 
deeply  with  a fine  scalpel,  controlled  bleeding,  and 
rubbed  in  finely  pulverized  potassium  permanga- 
nate.11 

Variot  tattooed  into  the  skin  a concentrated 
solution  of  tannic  acid  and  followed  with  the  silver 
nitrate  pencil.12  Shie  modified  Variot’s  technic 
by  using  as  a tattooing  instrument  a short  piece  of 
Vs-inch  brass  tubing  into  the  slightly  flattened 
end  of  which  ten  fine  needles  were  soldered.13 
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Fig.  1.  Diagrammatic  scheme  of  cross-hatched 
area  of  3 by  3 inches. 

He  recommended  an  electric  tattooing  needle  for 
outlines  and  noted  that  a fine  dental  drill  could 
be  employed  to  penetrate  into  the  corium  and 
minimize  pain  when  no  anesthetic  was  used. 

Following  his  observation  that  intense  scratch- 
ing produced  disappearance  of  tattoo  marks  in 
highly  pruritic  individuals,  Janson  rubbed  the 
tattooed  area  with  a stiff  brush  until  bleeding  was 
produced.14  He  then  applied  2 per  cent  anes- 
thesia in  zinc  oxide  ointment.  Frequent  repe- 
tition of  this  therapy  was  necessary  to  produce  de- 
sirable results.  Klovekorn  added  to  this  method 
the  daily  rubbing  in  of  salt  crystals.15  Others 
have  employed  constant  rubbing  with  pumice 
stone. 

Of  the  aforementioned  methods,  I agree  with 
Goodman  that  the  treatment  of  choice  today  for 
removal  of  tattoo  marks  is  the  tannic  acid-silver 
nitrate  method  devised  by  Variot.1216  A modi- 
fication of  this  technic  is  presented. 

Materials  and  Method 

The  materials  necessary  are  strips  of  adhe- 
sive tape,  x/ 2 inch  wide,  heavy  petrolatum, 
freshly  prepared  10  per  cent  aqueous  solution  of 
tannic  acid,  sterile  gauze  pads,  a sharp  iris  scalpel, 
and  a silver  nitrate  pencil  sharpened  to  a point. 

Local  anesthesia  and  preoperative  sedation  are 
usually  unnecessary.  The  area  is  dry  shaved  and 
prepared  preoperatively. 

For  large  tattoos,  the  area  is  divided  into  sec- 
tions of  approximately  9 square  inches,  and  only 
one  such  section  is  treated  at  each  operative  ses- 
sion. 

Tattoos  of  smaller  size  may  be  removed  in 
one  session.  The  site  is  delineated  with  the  strips 
of  adhesive  tape  superimposed  upon  each  other 
to  a height  of  approximately  */4  inch;  this  forms 
a frame  or  fence  surrounding  the  selected  area. 
The  inner  margin  of  the  adhesive  is  y4  inch  from 
the  edge  of  the  tattoo.  Heavy  petrolatum  is  then 


applied  to  the  inner  surface  of  the  adhesive  fence 
to  act  as  a protective  coating. 

The  area  thus  enclosed  is  flooded  with  a freshly 
prepared  10  per  cent  aqueous  solution  of  tannic 
acid.  Scarifications  are  made  through  the  lake 
of  tannic  acid,  immediately  adjacent  to  each  other 
as  indicated  in  Fig.  1.  These  superficial  parallel 
incisions  are  directed  first  vertically,  then  hori- 
zontally, followed  by  lines  drawn  in  both  diago- 
nals. A light,  deft  touch  is  essential,  since  an 
attempt  is  made  to  reach  only  the  upper  cutis  or 
papillary  layer  of  the  skin,  thus  minimizing  bleed- 
ing. The  unavoidable  capillary  oozing  is  lightly 
sponged  by  an  assistant,  who  also  applies  addi- 
tional tannic  acid  solution  to  maintain  the  con- 
stant lake.  When  the  area  is  completely  scarified 
it  assumes  a blue-gray  appearance.  The  excess 
tannic  acid  is  then  blotted  with  sterile  gauze 
pads. 

With  a dry  silver  nitrate  pencil,  the  wound  is 
again  cross  hatched,  roughly  retracing  the  path  of 
the  scalpel  but  using  about  twice  the  amount  of 
pressure.  This  blackens  the  entire  zone. 

Sterile  gauze  pads  soaked  in  cold  water  are 
quickly  applied  to  diminish  the  burning  pain  pro- 
duced by  the  silver  nitrate.  A sterile  dry  dress- 
ing is  applied. 

On  the  third  postoperative  day,  a dry  black 
eschar  is  seen  to  cover  the  treated  area.  In 
fifteen  to  twenty-five  days  the  entire  eschar  spon- 
taneously separates  en  masse. 

Comment 

Infiltration  anesthesia  is  not  employed  because 
it  produces  a boggy  skin  and  interferes  with  the 
estimation  of  depth  of  scarification.  Nerve 
blocking  may  be  performed,  but  in  my  opinion  it 
is  unnecessary  in  most  patients  because  the  pain  is 
usually  tolerable.  It  is  important  that  incisions 
be  made  rapidly  and  deftly,  for  the  solution 
tends  to  become  gummy  because  of  evaporation 
from  exposure  plus  body  heat.  For  this  reason, 
the  actual  concentration  of  tannic  acid  employed 
is  probably  raised  to  15  or  25  per  cent  during  the 
major  portion  of  the  operation. 

As  the  eschar  rises  from  its  bed  postoperatively, 
it  has  a tendency  to  buckle  or  cup  itself  with  the 
concave  surface  downward;  this  produces  irri- 
tation at  the  margins  upon  movement  of  the  part. 
In  fifteen  to  twenty-five  days  when  the  dressing 
is  removed  the  eschar  often  adheres  to  it.  At  this 
time  the  bed  reveals  an  erythematous,  cigarette- 
paper-like  film  of  new  epidermis  with  an  occa-; 
sional  area  of  pinpoint  bleeding.  If  a small  spol1 
of  pigment  is  left,  no  attempt  is  made  at  this  time 
to  remove  it. 

The  resultant  scarring  in  12  patients  treated  bj 
this  method  is  barely  perceptible  (Figs.  2 and  3) 
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Fig.  2.  Before  scarification  through  a lake  of 
10  per  cent  aqueous  tannic  acid  solution. 


Summary 

The  literature  concerning  removal  of  tattoo 
marks  is  reviewed,  and  an  effective  method  is  de- 
scribed. This  method  consists  essentially  of 
superficial  cross-hatched  scarifications  through  a 
lake  of  10  per  cent  aqueous  tannic  acid  solution 
followed  by  retracing  with  a silver  nitrate  pencil. 
Compared  with  other  methods  the  results  are 
cosmetically  more  satisfactory. 

Discussion 

Dr.  Louis  Tulipan,  New  York  City. — Whether 
we  use  mechanical  means,  such  as  rubbing  with 
pumice  stone,  the  tattoo  machine,  electrolysis, 
coagulating  current,  hot  iron,  cautery,  live  steam, 
scarification,  carbon  dioxide,  or  chemicals  such  as 
zinc  oxide  paste,  pyrogallic  acid,  salicylic  acid,  acid 
nitrate  of  mercury,  tannic  acid  plus  silver  nitrate, 
pulverized  potassium  permanganate,  or  salt,  the 
rationale  in  all  these  methods  is  the  same.  They  are 
the  production  of  an  exudative  inflammation,  with 
the  resulting  production  of  an  exudate  of  coagulated 
fibrin  crust  formation  and  finally  scar  tissue,  in 
other  words,  anything  that  will  produce  a super- 


Fig.  3.  Ten  months  after  removal  of  tatoos. 


ficial  destruction  of  skin  tissue  with  resulting  scar 
formation. 

My  experience  has  been  exclusively  with  the  use 
of  the  tattoo  machine  plus  the  tannic  acid  and  silver 
nitrate,  and  the  results,  I believe,  are  comparable 
with  those  of  Dr.  Lerner’s.  The  whole  question 
boils  down  to  the  method  of  choice  and  how  expert 
one  becomes  with  it. 
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NEUROSES  THAT  BLOOM  IN  THE  SPRING 
Springtime  is  a vast  ly  overrated  season  of  the  year, 
reports  Dr.  William  F.  Petersen,  Chicago  authority 
on  the  pathogenic  effects  of  weather.  A young 
man’s  fancy  is  as  likely  to  turn  to  thoughts  of  suicide 
.as  of  love,  come  April  or  May,  says  Doctor  Petersen. 
He  points  out  that  more  people  die,  go  insane,  or  kill 


themselves  during  the  three  spring  months  than  in 
any  other  quarter.  “Temperatures  rise  and  fall 
sharply  and  suddenly,”  he  continues.  “People 
drained  of  energy  and  vitamins  during  the  winter, 
are  wide  open  for  anything  that  comes  along.” — 
Medical  Economics,  July , 1948 


A PRODROMAL  SYMPTOM  OF  CORONARY  OCCLUSION 

Richard  E.  Winter,  M.D.,  New  York  City 

( From  the  Fourth  Medical  Division,  Bellevue  Hospital) 


THROUGHOUT  recent  years  there  has  been  a 
great  accumulation  of  literature  pertaining  to 
coronary  heart  disease.  The  subject  has  been 
discussed  at  length  by  numerous  investigators, 
and,  although  differences  of  opinion  occur,  almost 
all  are  agreed  on  what  might  be  called  the  “com- 
mon” signs  and  symptoms  of  acute  coronary 
occlusion.  By  this  term  “common,”  we  refer  to 
the  classic  picture  of  the  abrupt  onset  of  severe, 
“crushing”  substernal  pain  with  or  without  radia- 
tion down  the  left  arm,  the  pain  occurring  either 
at  rest  or  with  exertion,  of  prolonged  duration, 
and  unrelieved  by  nitrites.  The  pain  is  usually 
accompanied  by  faint  heart  sounds,  fall  in  blood 
pressure,  low-grade  fever,  leukocytosis,  and  eleva- 
tion of  the  erythrocyte  sedimentation  rate,  and 
usually  the  appearance  of  arrhythmias.  This,  of 
course,  is  the  “textbook”  picture  of  coronary 
artery  thrombosis,  and  the  signs  and  symptoms 
may  vary  greatly  depending  upon  the  size  and 
location  of  the  occluded  coronary  artery  and  the 
extent  of  the  resultant  area  of  infarction,  as  well 
as  the  amount  of  collateral  circulation  remaining  1 
In  some  instances,  patients  have  acute  coronary 
occlusions  with  no  symptoms  at  all,  the  so-called 
“silent  coronary.”  These  are,  of  course,  dis- 
covered in  retrospect,  either  by  an  electrocardio- 
gram at  a later  date  which  shows  changes  com- 
patible with  coronary  thrombosis  dating  from 
some  time  in  the  past  or  at  autopsy  with  the  find- 
ing of  fresh  or  healed  areas  of  infarction.  Check- 
ing back  over  the  history  charts  of  these  patients 
does  not  reveal  signs  or  symptoms  which  at  that 
time  could  have  been  construed  as  evidence  of 
coronary  thrombosis,  and,  therefore,  they  are 
termed  “silent.”  Of  course,  hindsight  is  better 
than  foresight  in  diagnosing  these  cases,  and  there 
are  many  physicians  today  who,  on  observing  at 
necropsy  the  pathology  of  myocardial  infarction 
in  one  of  their  patients,  can  recall  that  at  some 
time  in  the  past  that  patient  had  some  complaint 
which  might  have  or  should  have  aroused  sus- 
picion. But  how  much  do  we  know  about  signs 
and  symptoms  which  might  lead  us  to  predict 
that  at  some  time  in  the  future  our  patient,  will 
suffer  coronary  occlusion  with  myocardial  infarc- 
tion? 

We  are  familiar  with  the  fact  that  even  moder- 
ate narrowing  of  the  coronary  arteries  due  to 
arteriosclerosis  may  be  completely  asympto- 
matic.1 On  the  other  hand,  we  may  be  Con- 
fronted with  the  classic  symptoms  of  cardiac 


muscle  functioning  under  ischemic,  and  hence 
anoxemic,  conditions — the  “anginal  syndrome.” 
Then  there  are  the  other  signs  of  narrowing  which 
are  important  to  recognize:  cardiac  insufficiency, 
paroxysmal  dyspnea,  irregularities  in  rhythm, 
and  electrocardiographic  changes.  The  im- 
portance of  recognizing  these  signs  of  narrowing 
of  the  coronary  arteries  cannot  be  overempha- 
sized. When  the  physician  recognizes  these  signs 
and  symptoms,  he  advises  the  patient  to  reduce 
activity,  to  “take  it  easy,”  in  other  words,  to  live 
moderately.  We  do  not  know  whether  this  will 
save  the  patient  from  a complete  occlusion,  but  at 
least  it  protects  him  from  circumstances  in  which 
great  activity  with  coronary  insufficiency  will 
cause  severe  cardiac  ischemia.  To  the  best  of  our 
knowledge  the  “live  moderately”  routine  is  the 
best  advice  to  give  a patient  with  coronary  in- 
sufficiency, and,  therefore,  all  symptoms  which 
will  influence  us  or  cause  us  to  give  this  advice 
and  warning  are  of  great  importance.  Therefore, 
I wish  to  discuss  a symptom  which  I feel  deserves 
a prominent  position  among  the  list  of  danger 
signals.  That  symptom  is  epigastric  distress. 

During  the  past  year  I have  encountered  a 
number  of  cases  in  which  the  sole  complaints  of 
the  patient  were  referable  to  the  gastrointestinal 
system.  Chief  among  these  were  gaseous  eructa- 
tions which  were  more  pronounced  after  meals 
but  which  occurred  at  all  times  of  the  day  and 
night  unrelated  to  food  consumption.  Usually, 
these  patients  also  complained  of  a feeling  of 
vague  “discomfort”  following  meals.  Difficulty 
was  experienced  in  obtaining  an  accurate  descrip- 
tion of  this  sensation;  no  patient  wished  to  de- 
scribe the  sensation  as  “pain”  but  rather  as  a 
feeling  of  bloating.  Cabot  and  Adams,  speaking 
of  angina  pectoris,  state  that  it  is,  “characteris- 
tically precipitated  by  exertion,”  and  that  “in 
many  cases,  especially  in  the  early  stages,  the 
sensation  is  not  one  of  actual  pain  but  is  described 
as  a feeling  of  fullness,  indigestion,  or  gas.”2  The 
patients  we  encountered  noted  no  relation  be- 
tween epigastric  symptoms  and  increase  in 
activity.  These  people  were  all  frequent  users  of 
bicarbonate  of  soda  which  evidently  afforded 
mild  to  moderate  relief  in  all  cases  and  in  one 
case  gave  occasional  complete  relief. 

Two  patients  manifested  the  above  symptoms 
and,  in  addition,  complained  of  moderately  severe, 
pressing  epigastric  pain  which  was  usually  dull. 
At  this  point  it  must  be  emphasized  that,  in  the 
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investigation  of  these  complaints,  electrocardio- 
grams were  taken  and  with  two  exceptions  were 
completely  normal  in  every  case.  The  exceptions 
were  men,  each  of  whom  had  suffered  one  previous 
acute  coronary  occlusion. 

In  these  men  the  lack  of  changes  in  the  com- 
plexes of  serial  electrocardiograms  led  to  the 
assumption  that  at  this  time  their  infarctions 
were  healed.  All  these  men  were  over  fifty, 
and,  therefore,  it  was  assumed  that  they  had  some 
degree  of  arteriosclerosis.  Aside  from  the  gastro- 
intestinal complaints,  however,  there  was  no 
clinical  or  laboratory  evidence  of  impaired  cardiac 
function,  nor  were  there  any  signs  or  symptoms 
which  would  be  suspicious  of  coronary  insuffi- 
ciency. Also  it  was  felt  that  the  gastrointestinal 
symptomatology  was  sufficiently  severe  to 
warrant  careful  and  complete  investigation.  Gall- 
bladder series  and  gastrointestinal  studies  were 
performed  in  these  cases  as  indicated,  but  in  no 
case  was  the  radiologist  or  the  gastroenterologist 
able  to  make  a diagnosis  of  pathology. 

All  these  patients  subsequently  developed 
acute  coronary  occlusions,  manifested  by  typical 
attacks  of  severe  crushing  substernal  pain  with 
associated  clinical  and  laboratory  findings.  One 
patient  with  a previous  healed  infarction  had  a 
second  coronary  thrombosis  which  was  fatal. 
This  fatal  episode  followed  three  years  after  the 
first  occlusion  and  was  preceded  by  two  months  of 
epigastric  distress.  A second  patient  had  a severe 
coronary  thrombosis  which  was  not  preceded  by 
any  prodromal  symptoms.  He  recovered  com- 
pletely from  this  episode  and  resumed  moderate 
activity.  Eighteen  months  later,  the  patient  saw 
a physician  and  complained  of  vague  epigastric 
distress  and  eructations.  Complete  physical  ex- 
amination was  negative,  and  electrocardiogram 
showed  evidence  of  an  old  healed  infarction.  Four 
weeks  after  this  examination,  the  patient  had  a 
severe  coronary  occlusion  which  almost  proved 
fatal  but  from  which  he  has  subsequently  re- 
covered. Two  patients  have  been  entirely  free 
from  gastrointestinal  symptoms  since  their 
occlusive  episodes  and  are  on  moderate  activity 
and  in  excellent  physical  condition  with  no  evi- 
dence of  coronary  or  cardiac  insufficiency. 
Epigastric  distress  was  manifested  a maximum  of 
one  year  and  a minimum  of  three  weeks  prior  to 
the  coronary  occlusion  with  myocardial  infarc- 
tion. 

A case  is  here  presented,  which  is  considered 
typical. 

Case  Report 

R.  H.,  a fifty-one-year-old  white  man,  was  first 
seen  in  January,  1946,  at  which  time  he  complained 
of  eructations  following  meals,  a sense  of  fullness,  and 
occasional  attacks  of  indigestion,  starting  six  months 


previously  and  increasing  in  severity.  His  past 
history  and  systemic  review  were  noncontributory. 

Physical  examination  revealed  a well-developed, 
well-nourished  man  in  good  health.  There  were  no 
indications  of  cardiac  disease,  and  blood  pressure, 
urinalysis,  blood  count,  and  electrocardiogram  were 
within  normal  limits.  The  patient  was  advised  to 
eat  a more  bland  diet  and  return  for  another  exami- 
nation. 

Two  months  later  the  patient  returned  and  com- 
plained that  symptoms  were  unimproved  and  that, 
in  addition,  he  now  experienced  a slight  burning  sen- 
sation between  meals.  He  was  then  sent  to  a gastro- 
enterologist who  performed  complete  gastrointesti- 
nal and  gallbladder  studies  and  reported  that  there 
was  no  evidence  of  pathology.  He  advised  the  pa- 
tient to  take  Cremalin  tablets  when  he  experienced 
discomfort.  This  medication  afforded  mild  to  mod- 
erate relief,  but  when  symptoms  continued,  the  pa- 
tient sought  advice  from  a third  physician.  This 
physician  performed  a complete  examination  and 
electrocardiogram  and  found  no  evidence  of  disease. 
The  patient’s  epigastric  distress  became  increasingly 
severe,  and  he  now  awakened  at  night  with  severe 
eructations  and  epigastric  discomfort. 

Six  weeks  after  his  last  examination  and  negative 
electrocardiogram,  he  was  abruptly  stricken  during 
sleep  by  a severe,  crushing  substernal  pain.  Mor- 
phine by  hypodermic  was  of  no  avail,  and  the  pain 
was  finally  relieved  twelve  hours  after  its  onset  by 
intravenous  morphine.  Following  this  disappear- 
ance, there  was  no  recurrence  of  pain.  The  erythro- 
cyte sedimentation  rate  was  26  mm.  at  one  hour. 
The  leukocyte  count  was  22,000,  and  rectal  tempera- 
ture was  101  F.  Electrocardiogram  showed  changes 
compatible  with  posterior  wall  infarction.  The  pa- 
tient was  placed  on  complete  bed  rest  for  three  weeks 
with  subsequent  gradual  return  to  activity.  His  re- 
covery was  uneventful,  and  he  is  well  today.  His 
epigastric  distress  disappeared  with  the  onset  of  the 
acute  coronary  occlusion  and  has  never  recurred. 

Summary  and  Conclusions 

The  prominent  signs  and  symptoms  of  acute 
coronary  occlusion  and  gradual  coronary  narrow- 
ing have  been  briefly  reviewed.  A symptom 
which  seems  to  be  prodromal  to  acute  coronary 
occlusion  with  myocardial  infarction  has  been 
discussed. 

It  is  not  claimed  that  epigastric  distress  un- 
related to  exertion  is  a symptom  of  narrowing  of 
the  coronary  arteries,  nor  do  we  state  that  there  is 
a definite  physiologic  or  pathologic  relationship 
between  epigastric  distress  and  subsequent  acute 
coronary  occlusion.  This  report  is  based  upon 
personal  observation  of  a number  of  cases  with 
normal  electrocardiograms  and  normal  physical 
findings  with  no  angina  pectoris  or  other  symptom 
of  coronary  narrowing,  the  only  complaints  being 
Inferable  to  the  gastrointestinal  system.  These 
patients  subsequently  developed  acute  coronary 
occlusions.  This  led  to  the  belief  that  epigastric 
distress  with  no  demonstrable  pathology  in  other- 
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wise  normal  patients  might  in  some  cases  be  a 
prodromal  symptom  of  impending  acute  coronary 
occlusion. 

It  is  hoped  that  this  report  of  observations  on  a 
small  number  of  cases  w ill  stimulate  other  investi- 
gators to  seek  further  information. 

2 East  69th  Street 
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NEW  ANTIBIOTIC  MAY  AID  FIGHT  ON  ATHLETE’S  FOOT 


Discovery  of  a new  antibiotic  drug,  like  penicillin 
and  streptomycin,  which  might  prove  a remedy  for 
fungus  infections  from  athlete’s  foot  to  more  serious 
diseases  involving  lungs,  brain,  and  nervous  system, 
is  reported  in  the  Proceedings  of  the  Society  for  Ex- 
perimental Biology  and  Medicine  (April). 

The  new  drug,  called  Bacillomycin,  was  discovered 
at  the  Wyeth  Institute  of  Applied  Biochemistry  in 
Philadelphia  by  Drs.  M.  Landy,  now  at  the  Army 
Medical  Department  Research  and  Graduate  School, 
and  G.  H.  Warren,  S.  B.  Rosenman,  and  L.  G.  Colio. 


Bacillomycin,  comes  from  a strain  of  the  organism, 
Bacillus  subtilis,  which  has  already  yielded  such  anti- 
biotics as  subtilin,  bacitracin,  baeillin,  eumycin. 

Unlike  penicillin  and  most  other  antibiotic  drugs, 
Bacillomycin  has  striking  power  against  fungi  and  al- 
most complete  lack  of  action  against  bacteria. 

Practically  all  the  important  fungi  that  affect  the 
skin,  technically  called  dermatophytes,  and  those 
that  cause  systemic,  or  internal,  disease  are  sensitive 
to  Bacilloraycin’s  action  in  the  test  tube  experiments 
reported. — Science  News  Letter , July  17,  1948 


POLIO  CLUES  IN  ENVIRONMENT 

To  find  new  clues  for  solving  the  polio  problem, 
look  into  the  way  of  life,  the  soil,  water,  diet,  and 
other  factors  of  the  environment.  Do  this  in  regions 
of  the  world  that  have  had  very  little  infantile 
paralysis  for  several  decades. 

Something  as  useful  for  polio  fighting  as  the  dis- 
covery of  the  relation  between  fluorine  in  drinking 
water  and  tooth  decay  might  be  turned  up  from  such 
a systematic  search. 

This,  in  brief,  is  the  advice  given  the  world’s  polio 
fighters  by  Dr.  Albert  B.  Sabin,  University  of  Cin- 
cinnati, at  the  opening  of  the  First  International 
Poliomyelitis  Conference  in  New  York. 

Infantile  paralysis,  as  it  used  to  be  called,  is  be- 
coming “less  and  less  infantile  in  many  parts  of  the 
world,”  Dr.  Sabin  found  in  one  of  the  most  complete 
international  surveys  of  the  disease. 

In  1916  3.7  per  cent  of  polio  victims  in  cities  in 
the  United  States  were  over  1 5 years  of  age.  Today, 
25  per  cent  are  over  15.  More  than  half  (53  per 
cent)  of  cases  in  Copenhagen  in  1944  were  over  15 
years  of  age. 

The  theories  that  improved  sanitation  and  resis- 
tance acquired  through  unnoticed  exposure  to  the 


disease  explain  the  change  in  age  at  which  it  is  at- 
tacking are  pretty  well  debunked  by  Dr.  Sabin’s 
analysis.  So  he  suggests  looking  for  more  subtle  fac- 
tors in  the  environment. 

The  total  amount  of  polio  has  probably  not  in- 
creased in  the  past  30  years  in  cities  in  the  northern 
part  of  the  world,  Dr.  Sabin  said.  The  attack  rates 
for  the  entire  United  States  show  no  sign  of  a pro- 
gressive increase  from  1915  to  1939.  And  although 
there  seems  to  have  been  more  polio  each  year  since 
1940,  the  attack  rate  each  year  would  not  be  higher 
than  in  the  1915-1919  and  1930-1939  periods  if  only 
paralytic  cases  were  included.  Probably  40  per 
cent  of  the  cases  reported  each  year  since  1940  are 
not  paralytic,  Dr.  Sabin  said. 

Even  without  taking  this  into  account,  there  is  nc 
sign  whatever  that  the  total  amount  of  polio  in  New 
York  City  has  been  increasing  in  the  past  30  years  1 
In  fact,  if  the  reports  are  reduced  by  40  per  cent,  t( 
make  them  comparable  to  30  years  ago  when  onlj 
paralytic  cases  were  recognized,  the  over-all  risk  o 
getting  polio  in  New  York  has  decreased  since  th< 
1910-1919  period. — Science  News  Letter , July  17 
1948 


ANESTHESIA  IN  THORACIC  SURGERY  WITH  SPECIAL  REFERENCE 
TO  SURGERY  OF  THE  ESOPHAGUS 

Sydney  S.  Lyons,  M.D.,  New  York  City 

{From  the  Department  of  Anesthesiology , Mount  Sinai  Hospital ) 


NO  FIELD  of  surgery  imposes  more  obstacles 
to  the  consummation  of  satisfactory  in- 
halation anesthesia  than  thoracic  surgery.  Ven- 
tilation of  the  lungs,  the  principal  medium  of  the 
control  of  inhalation  anesthesia,  may  be  con- 
siderably embarrassed  by  positional  and  other 
mechanical  hazards  and  by  interference  with  the 
physiodynamic  relationships  within  the  thoracic 
cage.  These  and  other  complicating  factors  are 
responsible  for  significant  disturbances  of  respira- 
tion and  circulation. 

One  of  the  most  important  features  of  thoracic 
physiology  is  that  all  its  organs  function  under 
a pressure  less  than  that  of  atmospheric  air.  This 
negative  pressure  is  immediately  altered  when 
the  pleural  cavity  is  opened  to  atmospheric  level 
(15  mm.  Hg  pressure).  Collapse  of  the  ipsolateral 
lung  results  in  a marked  diminution  in  the  vital 
capacity  of  the  patient.  In  the  presence  of  a 
mobile  mediastinum,  paradoxical  breathing  may 
result  in  considerable  impairment  in  the  ventila- 
tion of  the  contralateral  lung.  The  untoward 
effects  of  inadequate  pulmonary  ventilation  are 
well  known  to  both  surgeon  and  anesthetist.  It 
calls  for  immediate  correction  by  positive  pres- 
sure methods. 

In  1846,  John  Hutchinson  first  brought  atten- 
tion to  the  clinical  importance  of  vital  capacity  of 
the  lungs.  Many  factors  tend  to  modify  it,  e.g., 
posture,  respiratory  obstruction,  severe  infection, 
weakness  of  the  respiratory  muscles,  acidosis,  and 
diminished  activity  of  the  respiratory  center. 
Pulmonary  ventilation  procedures  are  frequently 
used  to  facilitate  and  sometimes  to  replace  en- 
tirely the  patient’s  automatic  breathing.  In  the 
presence  of  a fixed  mediastinum,  positive  pressure 
anesthesia  is.  often  indicated.  Controlled  hyper- 
ventilation is  needed  if  the  normal  interchange  of 
oxygen  and  carbon  dioxide  in  the  lungs  is  to  be 
maintained.  However,  prolonged  hyperventila- 
tion or  controlled  respiration  can  produce  in- 
jurious effects,  since  increased  ventilation  may 
result  in  marked  depletion  of  carbon  dioxide  from 
the  lungs  with  resultant  alkalosis. 

Disturbances  in  the  normal  negative  intra- 
pleural pressure  by  creation  of  an  open  pneumo- 
thorax is  no  longer  a serious  problem  since  the 
introduction  of  modern  anesthetic  technics.  It 
was  originally  believed  that  the  occasional  death 
of  a patient  following  thoracotomy  was  due  to  the 
collapse  of  the  lung  on  the  corresponding  side,  in 


spite  of  the  fact  that  the  lung  on  the  opposite  side 
was  relatively  little  affected  and  respiration  was 
carried  on  almost  exclusively  by  that  lung. 

In  1918,  Graham  and  Bell  reported  the  results 
of  their  experimental  work  on  this  subject.1 

Their  contributions  are  fundamentals  in  thor- 
acic physiology.  Our  present  anesthetic  methods 
for  intrathoracic  surgery  are  based  in  great  part 
on  their  findings.  One  of  their  most  significant 
findings  was  that,  when  a pneumothorax  is  pro- 
duced on  one  side,  both  lungs  are  affected  to  al- 
most the  same  extent.  Furthermore,  if  a free 
communication  between  the  pleural  cavity  and 
outside  air  is  present,  the  lung  on  the  affected 
side  does  not  become  functionless.  The  most  im- 
portant feature  of  the  problem  centers  about  the 
relationship  between  the  vital  capacity  of  the  in- 
dividual and  the  size  of  the  opening  in  the  pleura. 
If  the  vital  capacity  before  operation  is  appre- 
ciably diminished,  a small  opening  may  be  poorly 
tolerated  and  frequently  be  followed  by  fatal 
asphyxia.  The  most  important  aid  in  minimizing 
the  adverse  effects  of  open  pneumothorax  under 
such  circumstances  is  prompt  closure  of  the  open- 
ing. Respiratory  embarrassment  is  relieved  im- 
mediately. 

During  the  past  twelve  years,  surgeons  have 
directed  increasing  attention  to  diseases  of  the 
esophagus.  In  this  comparatively  new  field, 
surgery  within  the  pleural  cavity  has  progressed 
with  a vigor  that  even  surpasses  that  of  the  initial 
exploration  of  the  abdomen.  Operations  upon 
the  esophagus  are  time-consuming;  the  patients 
are  in  the  latter  decades  of  life,  poorly  nourished, 
and  frequently  present  disturbances  of  cardio- 
vascular and  renal  function;  frequently  there  is 
marked  anemia.  Such  patients  are  classified  as 
poor  risk  material  and  must,  therefore,  be  ac- 
corded expert  care  during  the  period  of  preopera- 
tive preparation  and  during  the  operation  and 
anesthetic  ordeal. 

Reviewing  some  224  consecutive  cases  of  trans- 
thoracic operations  for  cancer  of  the  esophagus 
performed  at  the  Mount  Sinai  Hospital,  some  in- 
teresting observations  have  been  made.2  In  this 
series  of  cases,  procedures  requiring  low  and 
supra-aortic  anastomoses  are  included,  as  well  as 
five  cases  of  transthoracic  total  gastrectomies. 

Clinically,  we  may  classify  the  more  pertinent 
anesthesia  phenomena  in  three  groups:  respira- 

tory, circulatory,  and  reflex. 
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Respiratory 

The  earliest  respiratory  phenomenon  occurs 
when  the  surgeon  enters  the  pleural  cavity. 
Anesthesiologists  have  frequently  failed  to  make 
adequate  provision  to  safeguard  against  the  sud- 
den and  rapid  collapse  of  the  lung  on  the  corre- 
sponding side.  They  fail  to  recognize  that  at  this 
moment  a too  rapid  collapse  of  the  lung  may  alter 
a perfectly  normal  respiratory  rhythm,  producing 
paradoxical  respirations  which  may  further  initi- 
ate troublesome  and  interfering  pendular  breath- 
ing. Failure  to  accept  the  observations  of  Gra- 
ham and  Bell  as  outlined  above  has  often  been 
responsible  for  the  sudden  shift  of  the  medias- 
tinal viscera  with  resultant  respiratory  embar- 
rassment and  circulatory  collapse.  It  is  impor- 
tant that  the  surgeons,  too,  be  aware  of  this  pos- 
sibility and  inform  the  anesthetist  of  his  contem- 
plated entrance  into  the  chest. 

Maintenance  of  positive  pressure  on  the  re- 
breathing bag  permits  a gradual  deflation  of  the 
lung  to  partial  or  semicollapsed  levels  and  mili- 
tates against  this  sudden  and  rapid  collapse.  At 
no  time  during  the  entire  operative  procedure 
should  the  lung  be  permitted  to  collapse  com- 
pletely. 

Some  inflation,  even  in  small  degree,  ob- 
viates the  formation  of  areas  of  atelectasis  which 
frequently  have  been  observed  in  the  postopera- 
tive period.  To  aid  further  in  the  elimination  of 
this  complication,  we  employ  periodic  rhythmic 
inflation  of  the  lung  to  approximately  normal  size 
during  the  operation  to  ventilate  adequately  all 
areas  of  the  lung.  To  carry  out  this  procedure,  it 
is  essential  that  an  adequate  airway  be  provided. 
This  is  best  accomplished  by  preliminary  intra- 
tracheal intubation  so  that  complete  control  over 
the  exchange  of  gases  to  and  from  the  lungs  may 
be  maintained. 

There  is  no  need  to  stress  the  fact  that  one  of 
the  great  advances  in  anesthesiology  has  been  the 
development  of  intratracheal  intubation  methods. 
No  anesthesiologist’s  training  may  be  considered 
complete  unless  he  has  mastered  this  modality. 

Recently,  the  term  “compensated  breathing” 
has  appeared  in  the  literature.3  It  is  defined  as 
“assisting  the  exchange  of  gases  to  and  from  the 
lungs  at  each  inspiration  by  maintaining  a pres- 
sure of  from  8 to  10  cm.  of  water  on  the  rebreath- 
ing bag.”  Waters  and  Rovenstine  have  taught 
this  procedure  with  the  purpose  of  maintaining 
an  adequate  respiratory  exchange.4  The  univer- 
sal acceptance  of  this  method  is  ample  justifica- 
tion of  its  rationale. 

Occasionally,  the  surgeon  may  accidentally 
open  the  opposite  pleural  cavity  while  freeing  a 
particularly  adherent  tumor.  The  alert  anes- 
thesiologist can  recognize  this  accident  by  an  im- 
mediate diminution  in  the  tidal  exchange,  in- 


creased respiratory  rate,  tachycardia,  fall  in  blood 
pressure,  and  moderate  gray  cyanosis.  Unless 
swift  and  adequate  closure  of  the  opening  is  made, 
death  will  result  in  the  majority  of  cases.  In  out- 
series,  this  accident  occurred  12  times.  Nine  of 
these  succumbed  in  from  a few  hours  to  the  third 
day  postoperativelv,  with  complications  def- 
initely referable  to  the  respiratory  system. 
There  was  postmortem  confirmation  in  each  in- 
stance. Of  special  interest  is  the  fact  that  of  the 
nine  who  died,  eight  showed  a vital  capacity 
ranging  from  only  1,200  to  1,700  cc.  of  air.  The 
other  case  had  a vital  capacity  of  2,200  cc.  of  air 
before  operation.  This  tends  to  confirm  the  work 
of  Graham  and  Bell  that  survival  following  a bi- 
lateral pneumothorax  is  practically  impossible  in 
the  presence  of  an  already  diminished  vital  capac- 
ity. Death  on  the  operating  table  does  not  occur 
because  adequate  ventilation  measures  may  Ire 
maintained  for  the  remainder  of  the  operation. 

Upon  completion  of  the  operation  an  effort  is 
made  to  close  the  chest,  to  make  it  “airtight.”  In 
the  main,  these  attempts  include  some  form  of 
pressure  or  suction  method.  The  pressure  method 
consists  of  providing  one  or  more  underwater 
drainage  tubes  through  which  air  may  be  forced 
out  of  the  thorax  as  the  lung  is  gradually  inflated 
to  its  normal  position.  The  latter  is  accomplished 
by  rhythmic  inflation  of  the  lung  by  manual  pres- 
sure on  the  rebreathing  bag.  Once  the  lung  is 
fully  inflated,  it  is  maintained  at  that  level  until 
the  chest  is  closed.  The  tube  or  tubes  are  placed 
under  water  to  prevent  further  ingress  of  air  into 
the  thorax.  Several  attempts  are  again  made  to 
inflate  the  lung,  thus  expelling  all  air  which  bub- 
bles through  the  water.  The  suction  method 
provides  multiple  catheters  or  a three-way  stop- 
cock from  which  air  is  sucked  out  of  the  chest  by 
means  of  a large  bulb  syringe  until  negative  pres- 
sure no  longer  permits  inflation  of  the  syringe 
bulb.  The  mediastinal  viscera  once  again  assume 
their  normal  position,  maintained  by  the  negative 
pressure  of  the  thorax.  If  it  is  assumed  that  this 
negative  pressure  has  been  produced,  then  the 
lungs  should  remain  completely  inflated  through- 
out the  postoperative  period.  Respiratory  move- 
ments, excluding  complicating  diseases  like  pneu- 
monia, should  be  normal.  Despite  the  most 
painstaking  closure  and  attempts  to  remove  all 
trapped  air,  irrespective  of  the  method  utilized, 
the  negative  pressure  obtained  immediately 
postoperatively  is  temporary.  In  our  series  of 
cases,  42  per  cent  showed  clinical  evidence  of  air 
in  the  chest  on  the  operated  side.  The  lung 
showed  some  degree  of  collapse,  and  this  partial 
collapse  in  some  cases  continued  to  progress.  In 
these  cases  aspiration  of  the  chest  on  one  or  more 
occasions  resulted  in  re-establishment  of  negative 
pressure.  Clinically,  we  have  observed  this  se- 
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quence  of  events  occurring  with  greater  frequency 
than  is  generally  reported. 

In  view  of  this  experience,  we  have  felt  for  a 
long  time  that  the  surgical  airtight  closure  of  the 
chest  is  difficult  to  accomplish.  For  the  past  few 
months,  we  have  instituted  an  anesthetic-surgical 
technic  for  obtaining  an  airtight  closure  of  the 
chest  with  gratifying  results. 

Airtight  closure  of  the  chest  becomes  complete 
four  to  six  hours  postoperatively,  during  which 
time  nature  has  had  an  opportunity  to  exert 
effectively  its  sealing  repair.  There  may  be  two 
reasons  for  failure  of  complete  lung  expansion: 
first,  air  may  be  sucked  into  the  thorax  between 
the  sutures  repairing  the  chest  wall;  second, 
owing  to  the  rapidity  with  which  oxygen  is  ab- 
sorbed from  the  alveoli  (one  minute  and  twenty 
seconds),  the  latter  may  fail  to  remain  adequately 
distended  to  prevent  their  collapse.5  By  avoiding 
the  latter,  one  influences  the  former  beneficially. 
To  accomplish  this,  an  attempt  is  made  to  replen- 
ish the  inspired  atmosphere  with  nitrogen  or 
helium  at  the  conclusion  of  the  operation.  Nitro- 
gen and  helium  are  inert  gases  and  require  (nitro- 
gen, sixteen  minutes  and  four  seconds,  and 
helium,  eighteen  minutes  and  sixteen  seconds) 
16  to  18  times  longer  than  oxygen  to  be  absorbed 
from  the  alveoli.5  This  can  be  accomplished  in 
two  ways:  first,  by  direct  mouth  to  bag  insuffla- 
tion, and  second,  by  adding  nitrogen  or  helium  to 
the  inspired  mixture  from  medical  cylinders  so 
supplied. 

Slight  overexpansion  of  the  lungs  and  its  con- 
tinued maintenance  at  that  level  is  imperative, 
i.e.,  until  the  wound  is  completely  closed,  dressing 
and  adhesive  or  bandages  applied,  and  under- 
water drainage  established.  To  check  the  efficacy 
of  this  anesthetic-surgical  technic  during  closure 
of  the  chest,  we  resorted  to  serial  x-ray  examina- 
tions taken  immediately  after  operation  and  at 
four-,  eight-,  twelve-,  and  twenty-four-hour  inter- 
vals. In  the  last  23  cases  where  this  closure  tech- 
nic has  been  employed,  the  lnngs  have  remained 
completely  inflated  during  the  entire  postopera- 
tive period.  Clinically,  these  patients  have  shown 
no  signs  of  respiratory  embarrassment;  aspira- 
tion of  the  chest  has  not  been  necessary,  and  we 
have  had  no  respiratory  complications. 

Circulatory 

With  the  exception  of  phenomena  directly  ref- 
erable to  blood  loss,  surgical  trauma,  and  the 
preoperative  physical  status  of  the  patient,  cir- 
culatory accidents  are  rarely  encountered.  In- 
jury to  the  arch  of  the  aorta  is  a technical  pos- 
sibility in  cases  where  the  lesion  is  located  in  the 
upper  third  of  the  esophagus.  Such  cases  require 
supra-aortic  anastomoses.  One  of  our  cases  illus- 
trates the  above  incident.  The  tumor  was  located 


in  the  upper  third  of  the  esophagus.  It  was  an 
elongated  mass  adherent  both  to  the  surrounding 
structures  and  to  the  arch  of  the  aorta.  After 
much  laborious  and  painstaking  dissection  the 
tumor  was  entirely  freed,  but,  in  so  doing,  a small 
portion  of  the  adventitious  coat  of  the  aortic  arch 
was  avulsed.  Steps  were  taken  to  repair  the  de- 
fect, but  before  this  could  be  accomplished  the 
pressure  within  the  aorta  burst  through  its  pro- 
tective internal  lining.  Massive  hemorrhage  re- 
sulted. Multiple  blood  transfusions  were 
promptly  given.  All  attempts  to  close  the  open- 
ing were  to  no  avail.  The  patient  soon  began  to 
go  downhill  and  expired.  In  the  postoperative 
period  cardiovascular  accidents  constitute  the 
major  cause  in  fatal  cases.6 

Reflex 

Stimulation  of  the  vagus  nerve  may  be  respon- 
sible for  reflex  effects  on  respiration  and  circula- 
tion which  may  appear  before  surgery  is  at- 
tempted. It  has  occasionally  been  precipitated  by 
preliminary  tracheal  intubation.7  The  respiration 
rate  may  be  increased  or  periods  of  apnea  follow 
vagal  stimulation  during  operation.  Disturb- 
ances of  respiration  may  become  evident  when 
manipulations  involve  the  region  of  the  hilum, 
and  reflex  circulatory  effects  are  often  precipi- 
tated coincidentally  or  independently.  Brady- 
cardia and  lowered  arterial  tension  are  not  un- 
common. Although  fatalities  from  vagal  stimula- 
tion have  been  known  to  occur,  they  are  for- 
tunately rare,  but  the  less  serious  reactions  inter- 
fere with  the  conduct  of  the  anesthesia  and  super- 
impose an  added  burden  on  the  patient.  These 
reflexes  may  be  depressed  by  the  preoperative  use 
of  parasympathetic  inhibitor  drugs  such  as  atro- 
pine and  scopolamine.  More  recently,  however, 
the  local  application  or  intravenous  injection  of 
procaine  solutions  has  largely  eliminated  these 
hazards. 

Anesthetic  Agents  and  Technic 

In  this  series  of  cases  we  have  at  one.  time  or 
another  employed  every  anesthetic  agent  and 
technic  at  our  disposal  with  the  exception  of  local 
infiltration,  spinal  anesthesia,  and  intravenous 
barbiturates.  The  use  of  gaseous  agents,  nitrous 
oxide,  ethylene,  and  cyclopropane,  alone  or  in 
conjunction  with  preliminary  basal  narcosis  with 
avertin  fluid  in  amylene  hydrate,  has  been  em- 
ployed in  this  series  with  varied  results.  Cyclo- 
propane alone  has,  on  occasions,  been  used  with 
excellent  results,  but  severe  postoperative  circula- 
tory depression  (“cyclopropane  shock”),  directly 
attributed  to  the  agent,  was  frequently  observed. 
We  now  routinely  use  for  induction  nitrous  oxide, 
ethylene,  or  cyclopropane,  if  there  are  no  contra- 
indications to  the  use  of  the  latter  agent,  and  then 
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complement  the  inducing  agent  with  ether.  In 
every  case  preliminary  transoral  tracheal  intuba- 
tion is  performed,  and  the  carbon  dioxide  absorp- 
tion technic  is  used  exclusively.  With  this  anes- 
thetic sequence  and  technic,  we  have  had  con- 
sistently good  results  with  a minimum  of  post- 
operative morbidity. 

A word  about  pre-anesthetic  medication  for 
the  patient  is  important.  Since  the  majority  of 
these  patients  have  a marked  reduction  in  their 
vital  capacity,  we  purposely  under-premedicate 
our  patients  so  that  the  threshold  of  the  respira- 
tory center  will  not  be  too  greatly  elevated.  This 
helps  militate  somewhat  against  further  reducing 
an  already  depleted  vital  capacity. 

Summary 

Anesthesia  in  esophageal  surgery  is  of  para- 
mount importance.  The  anesthetist  to  whom  this 
task  is  relegated  must  not  only  be  capable  of  ad- 
ministering the  various  agents  at  his  disposal  but 
must  be  thoroughly  trained  to  meet  any  and  all 
of  the  exigencies  which  may  arise  during  the 
course  of  the  operation.  This  presupposes  a 
thorough  knowledge  of  respiratory  and  circula- 
tory physiology,  as  well  as  a knowledge  of  the 
pharmacologic  action  of  the  drugs  employed. 
The  cardinal  respiratory  and  circulatory  phenom- 
ena, including  the  reflex  mechanisms  which 
may  be  encountered,  have  been  discussed.  The 
order  of  their  probable  appearance  and  their  pre- 


vention or  correction  have  been  outlined  in  detail 
Our  present  methods  of  closing  the  chest  to  ob- 
tain an  airtight  wound  have  been  described.  The 
failures  arising  from  their  continued  use  prompted 
the  invocation  of  the  technic  herein  described 
with  the  gratifying  results  obtained. 

The  preoperative  medication  of  patients  for 
esophageal  surgery  depends  in  great  measure  on 
their  physical  status  but  must  always  include  con- 
sideration of  their  vital  capacity.  This  simple 
test  is  part  of  the  inclusive  preoperative  prepara- 
tion of  the  patient.  The  use  of  the  gaseous  an- 
esthetic agents  for  induction  complemented  by 
ether  has  been  the  anesthesia  sequence  of  choice. 
The  carbon  dioxide  absorption  technic  is  em- 
ployed exclusively.  Preliminary  transoral  tra- 
cheal intubation  is  done  in  every  case  to  insure  a 
patent  airway  and  to  permit  complete  control 
over  the  interchange  of  gases  to  and  from  the 
lungs. 
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PERMANENT  INK  SHOULD  BE  USED  TO 

The  New  York  City  Department  of  Health  wishes 
to  call  attention  to  the  fact  that  physicians  are  using 
the  new  type  pens  which  are  designed  to  accommo- 
date the  cartridges  of  gelatinous  ink.  Many  of  these 
newer  inks,  including  most  of  those  used  in  ball-point 
pens,  are  found  to  be  unfit  for  the  execution  of  birth 
and  death  certificates  and  other  public  records. 

All  brightly  colored  inks,  and  those  which  do  not 
have  the  appearance  of  the  familiar  blue-black, 
should  be  viewed  with  suspicion,  and  the  label  should 
be  examined  to  determine  whether  they  are  perma- 
nent. 

Most  permanent  inks  have  an  iron  base  which 
forms  a stable  residue.  Such  inks  are  usually  black 
or  blue-black  when  written,  and  frequently  darken 


SIGN  CERTIFICATES 

upon  standing.  The  newer  nonpermanent  inks,  on 
the  other  hand,  have  no  metallic  base,  and  may 
therefore  vanish  by  oxidation.  Wash  inks  and  those 
which,  after  thorough  drying,  can  still  be  removed  or 
smeared  with  a damp  cloth,  should  be  regarded  as 
nonpermanent. 

The  regulations  of  the  Board  of  Health  require 
that  certificates  of  birth,  death,  and  fetal  death  be 
filled  out  legibly  on  a typewriter  or  with  permanent 
black  or  blue-biack  ink.  These  records  must  be  pre- 
served indefinitely.  Many  of  the  records  are  over 
a hundred  years  old  and  are  still  as  clearly  legible  as 
on  the  day  they  were  written.  If  the  records  fade 
in  a short  time,  the  time  which  the  physicians  have 
spent  in  their  preparation  has  been  wasted.  • 


il  I 

THE  ROLE  OF  THEPHORIN  IN  ALLERGIC  DISORDERS 

H.  Harold  Gelfand,  M.D.,  New  York  City 
| ( From  the  Department  of  Allergy,  Gouverneur  Hospital) 


IN  A PREVIOUS  communication  pertaining  to 
the  role  of  the  antihistamine  drugs  in  allergy, 
I made  reference  to  Dale  and  Laidlaw,  Best  et  al., 
Dragstedt,  and  Code,  whose  work  gradually  led 
to  the  acceptance  of  the  theory  regarding  hista- 
mine as  the  mediator  and  potent  factor  in  ana- 

Iphylaxis.1-5  However,  there  are  allergists  and 
immunologists  who  are  reluctant  to  accept  the 
histamine  theory.6-7  The  cellular  antigen- 
antibody  theory  still  remains  most  acceptable  to 
them. 

Nevertheless,  histamine  antagonist  drugs  have 
been  found  clinically  helpful,  either  as  adjuvants 
to  injection  therapy  in  certain  forms  of  allergy, 
such  as  mild  hay  fever,  or  when  employed  as  the 
only  means  of  therapy.1- 8-17 

While  reports  vary  regarding  the  beneficial 

I effects  of  these  drugs  in  combating  the  clinical 
manifestations  of  allergy,  it  is  the  consensus  of 
opinion  that  they  are  of  greatest  value  in  the 
urticarias.  Next  in  order  are  perennial  allergic 
rhinitis,  seasonal  hay  fever,  asthma  in  children, 
allergic  dermatoses  other  than  urticaria,  and, 
least  of  all,  bronchial  asthma  in  adults  and  angio- 
i neurotic  edema. 112-13'17-22 

The  objection  to  pyribenzamine  and  bena- 
dryl — that  these  drugs  cause  many  side  re- 
actions— has  previously  been  stressed;  this  in 
many  instances  makes  them  clinically  inappli- 
cable.19-21 Another  objection  to  the  employ- 
ment of  the  antihistamine  drugs  is  their  tempo- 
rary effect. 

It  is  the  purpose  in  the  present  paper  to  report 
on  the  clinical  antihistamine  action  of  the  pyri- 
dindene  derivative  called  Thephorin*  (originally 
designated  NU-1504)  which  partly  eliminates  one 
of  these  objections,  namely,  the  high  incidence  of 
side  reactions.  In  view  of  its  relatively  good  tol- 
erance, the  drug  may  be  taken  over  a longer 
period  of  time,  thereby  lending  itself  for  continued 
use  in  alleviating  allergic  symptoms.  In  only  a 
small  percentage  of  instances  (12  per  cent)  does 
Thephorin  produce  sleepiness,  grogginess,  dizzi- 
ness, lassitude,  or  fatigue.  The  patient  is  freed 
from  the  annoying  side-effect  of  sleepiness  during 
the  day,  and  he  is  thus  enabled  to  perform  his 
daily  tasks  efficiently.  The  small  percentage  of 


* Thephorin  was  synthesized  by  Doctors  Wenner  and 
Plati  in  the  Research  Laboratories,  HofFmann-LaRoche, 
Inc.,  Nutley,  New  Jersey.  Dr.  Leo  A.  Pirk,  of  the  Medical 
Department,  supplied  the  necessary  material  for  the  clinical 
work  in  this  study. 


side  reactions  observed  will  fojrm  the  basis  of  a 
paper  by  Gelfand  and  Monchek.9 

The  one  annoying  side-effect  produced  by 
Thephorin,  not  encountered  with  other  antihista- 
mine drugs,  is  wakefulness  during  the  night  in 
about  10  per  cent  of  the  cases.9  This  effect  can 
easily  be  overcome  by  giving  a soporific  and/or  a 
sedative.  However,  it  should  be  stressed  that  the 
percentage  of  good  results  obtained  with  The- 
phorin does  not  exceed  that  from  other  antihista- 
mine drugs.  Its  special  advantage,  as  previ- 
ously stated,  consists  in  its  production  of  fewer 
side-effects  in  regard  to  sleepiness,  grogginess,  and 
fatigue.  As  with  these  other  drugs,  it  fails  to 
provide  sustained  benefit  for  more  than  three 
hours. 

Chemistry  of  Thephorin 

Thephorin  (NU-1504)  is  a new  synthetic  drug 
exhibiting  antihistamine  and  antispasmodic  ac- 
tivity.18 Chemically,  it  is  2-methyl-9-phenyl- 
2,3,4,9-tetrahvdro-l-pyridindene  hydrogen  tar- 
trate. 

In  addition  to  its  specific  antihistamine  action. 
NU-1504  also  antagonizes  the  spasmogenic  effect 
on  smooth  muscle  of  acetylcholine,  epinephrine, 
and  barium  ions. 

Clinical  Application  of  Thephorin 

The  drug  was  administered  to  an  unselected 
group  of  129  patients  with  various  allergic  mani- 
festations. The  usual  procedures  in  the  therapy 
of  allergy  (elimination  of  allergens,  desensitizing 
treatment,  etc.)  were  employed  in  all  instances, 
and,  in  addition,  patients  received  the  experi- 
mental preparation.  The  daily  dosage  for  adults 
ranged  from  50  to  100  mg.,  but  was  usually  75 
mg.,  i.e.,  25  mg.  three  times  a day.  For  children, 
the  daily  dosage  ranged  from  5 to  40  mg.,  de- 
pending upon  the  age  and  the  severity  of  symp- 
toms. Medication  was  continued  over  varying 
periods.  In  many  instances,  particularly  in  cases 
of  perennial  rhinitis,  Thephorin  was  administered 
for  several  months.  In  these  cases,  the  total 
intake  of  the  drug  ranged  from  4.05  to  10.7  Gm, 
Pre-  and  postmedication  blood  counts,  including 
red;  white,  and  differential  counts,  as  well  as 
hemoglobin  determinations  done  in  one  of  the  pa- 
tients, showed  no  significant  changes  in  the  blood 
picture.  Electrocardiographic  tracings  for  the 
same  subjeot  were  studied  initially  and  termi- 
nally, and  the  latter  likewise  showed  no  departure 
from  the  normal. 
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TABLE  1. — L'se  of  Thephorin  in  Various  Clinical  Manifestations  of  Allergy 


, 

Improvement 



. No  I; 

nprovement — — * 

Clinical  Manifestations  of  Allergy 

Number 
of  Cases 

Decided 

Slight  to 
Moderate 

Per  Cent 
Improved 

Number 
of  Cases 

Per  Cent 
Not  Improved 

Bronchial  asthma,  pollen  asthma 

22 

12 

i 

59 

9 

41 

Seasonal  hay  fever  (trees,  timothy,  and  rag- 
weed, 1947) 

64 

24 

5 

45.3 

35 

54.7 

Perennial  allergic  rhinitis 

29 

7 

4 

37.9 

18 

62.1 

Acute  and  chronic  urticaria,  atopic  eczema, 
and  contact  dermatitis 

9 

4 

1 

55 . 5 

4 

44.4 

Angioneurotic  edema  ' 

5 

0 

0 

0 

5 

100 

Table  1 is  a protocol  of  the  use  of  Thephorin 
in  the  writer’s  series  of  cases  of  clinical  allergies, 
with  the  results  obtained. 

In  the  22  cases  of  bronchial  asthma  studied, 
improvement  was  noted  in  59  per  cent;  in  64 
cases  of  seasonal  hay  fever,  the  incidence  of  bene- 
fit was  45.3  per  cent.  In  perennial  allergic  rhini- 
tis 37.9  per  cent  were  improved,  and  in  the  allergic 
dermatoses  good  results  were  observed  in  55.5  per 
cent.  No  benefit  was  derived  from  Thephorin  in 
the  five  cases  of  angioneurotic  edema  in  this  series. 

It  should  be  realized  that  these  various  results 
were  obtained  from  the  combined  use  of  the  drug, 
adequate  injection  therapy,  and  appropriate 
avoidance  measures  in  each  case.  There  was 
relative  infrequency  of  serious  side-effects  from 
the  employment  of  Thephorin. 

Discussion 

No  attempt  has  been  made  to  evaluate  The- 
phorin as  a sole  therapeutic  agent  without  reli- 
ance upon  the  immunity  to  be  obtained  from  in- 
jection therapy  or  avoidance  of  irritant  inhalant 
or  food  allergens.  All  indicated  procedures  in 
the  proper  management  of  cases  of  allergy  were 
adhered  to  strictly,  including  the  clearance  of  foci 
of  infection  in  the  sinuses,  teeth,  tonsils,  or  rhino- 
pharynx.  Orthodox  principles  of  therapy  for 
allergic  individuals  were  stressed,  and  an  attempt 
was  made  to  follow  all  patients  individually  in 
order  to  obtain  a true  evaluation  of  the  drug. 

The  side-effects  from  the  use  of  the  antihista- 
mine drugs  have  thus  far  been  a great  hindrance 
in  their  application  in  clinical  allergy  and  have  ap- 
preciably reduced  the  number  of  subjects  who 
might  otherwise  have  resorted  to  their  use. 
Side-effects  which  especially  concern  us  in  con- 
nection with  all  antihistamine  drugs  are  the  oc- 
currence of  sleepiness  and  lassitude  during  the 
day  produced  to  a marked  degree  by  benadryl 
and,  to  a lesser  extent,  by  pyribenzamine.  With 
Thephorin,  however,  there  is  an  incidence  of 
sleepiness  and  lassitude  in  only  about  12  per  cent 
of  the  cases.9  It  possesses  the  unusual  advan- 
tage, therefore,  of  causing  no  interference  with 
the  patient’s  activities  during  the  day  in  the  ma- 
jority of  cases.  Also  in  other  respects,  it  pro- 
duces a minimum  of  side  reactions.  These  find- 
ings are  in  agreement  with  those  recently  reported 
by  Reynolds  and  Horton.23 


It  must  be  borne  in  mind  that  the  benefit  de- 
rived from  the  antihistamine  drugs,  including 
Thephorin,  is  only  temporary.  It  is  apparent 
that,  until  such  time  as  an  antihistamine  drug  is 
found  which  will  result  in  continued  benefit  with- 
out untoward  symptoms  as  a side-effect,  these 
drugs  will  continue  to  fall  short  of  their  most  uni- 
versal therapeutic  application.  At  present,  ap- 
proximately only  40  to  50  per  cent  of  allergic  pa- 
tients obtain  a certain  degree  of  relief  from  their 
use. 


Conclusions 

1.  Thephorin  has  definite  histamine-antago- 
nizing qualities. 

2.  It  also  has  clinical  value  in  the  human  aller- 
gies when  employed  as  an  adjuvant  to  other  anti- 
allergic therapy. 

3.  Thephorin  does  not  present  side-effects  of 
sleepiness  or  drowsiness  during  the  day  in  the  ma- 
jority of  cases.  The  incidence  of  wakefulness  at 
night  can  easily  be  counteracted  by  the  use  of  a 
soporific  or  sedative. 

4.  As  with  other  antihistamine  drugs,  results 
are  temporary,  benefit  being  sustained  for  not 
more  than  three  hours. 
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Case  Reports 


LOFFLER’S  SYNDROME 

Harold  F.  Dallas,  M.D.,  Buffalo,  New  York 

{From  the  United  Stales  Public  Health  Service) 


ABOUT  1931,  Loffler,  a Swiss  internist,  first  de- 
1 '"scribed  a condition  characterized  by  transient  pul- 
monary infiltrations  associated  with  a blood  eosino- 
philia.  The  majority  of  writers  since  then  have  con- 
sidered this  a distinct  clinical  entity,  designating  it 
Loffler’s  syndrome.  The  following  is  a report  of  an 
interesting  case. 

Case  Report 

R.  C.,  a 24-year-old  chief  engineer  in  the  Mer- 
chant Marine,  was  admitted  to  the  medical  service 
of  the  U.S.  Marine  Hospital,  Staten  Island,  on  May 
18,  1947,  complaining  of  slight  cough,  chills,  fever- 
ishness, and  weakness  of  five  days’  duration. 

He  was  in  good  health  until  May  13,  1947,  when 
he  first  became  ill  with  the  above  symptoms,  and  two 
days  later  was  seen  by  his  family  physician.  He 
had  a temperature  of  104  F.  at  the  time  and  was  told 
he  had  influenza.  He  was  treated  with  salicylates 
and  sulfadiazine  tablets,  receiving  a total  of  12  Gm. 
of  the  latter.  He  perspired  quite  profusely  while  in 
bed.  The  cough  became  more  troublesome  and 
productive,  but  no  hemoptysis  was  noted.  His  tem- 
perature remained  elevated,  and  on  a few  occasions 
he  experienced  an  aching  sensation  across  the  an- 
terior chest  wall.  He  felt  worse  during  the  next  few 
days,  so  that  on  May  18,  1947,  five  days  after  onset, 
he  was  taken  to  the  hospital  by  ambulance. 

A review  of  his  medical  and  surgical  past  history 
revealed  that,  in  1940  a routine  serology  was  found  to 
be  positive.  After  considerable  investigation  a 
diagnosis  of  congenital  syphilis  was  made,  and  he 
was  treated  for  three  years  with  arsenicals  and  bis- 
muth. He  was  always  in  good  health  "otherwise. 
His  father  died  at  the  age  of  sixty-three,  cause  un- 
known. His  mother  and  five  siblings  are  alive  and 
well. 

Further  evidence  that  the  patient  was  in  good 
health  before  admission  was  the  fact  that  he  had 
three  physical  examinations  within  eight  weeks 
prior  to  admission,  two  including  chest  x-ray.  These 
were  reported  as  normal. 

Physical  examination  on  admission  was  that  of  a 
well-developed,  well-nourished  white  man  who  ap- 
peared acutely  ill.  Admission  temperature  was  103 
F.,  pulse  120,  respirations  18,  blood  pressure  100/70. 
lie  was  quite  pale  and  appeared  rather  prostrated. 
There  was  no  dyspnea  or  cyanosis.  A mild  pharyn- 
gitis was  present.  The  thorax  was  well  developed; 
expansions  were  limited  but  equal  on  both  sides. 
Palpation  and  percussion  of  chest  were  normal.  On 
auscultation  some  moist  rales  were  heard  in  the  lower 
third  of  the  chest  posteriorly  and  in  the  right  base. 
The  remainder  of  the  physical  examination  was  not 
remarkable. 

An  emergency  chest  film  was  taken  on  the  first 
morning  of  admission  (Fig.  1).  Diffuse,  widespread 


infiltrations  were  noted  in  both  lung  fields.  The 
roentgenologist  felt  it  was  a severe  bronchopneu- 
monia. In  view  of  the  fact,  however,  that  tubercu- 
losis was  still  a possibility,  the  patient  was  isolated 
and  placed  on  the  seriously  ill  list.  He  was  started 
on  40,000  units  of  penicillin  every  three  hours  and  a 
course  of  sulfadiazine.  Sputa  were  then  taken 
daily  for  smear  and  culture.  The  following  day  his 
temperature  dropped  to  100  F.,  and  cough  was  less. 
On  the  third  day,  much  to  our  amazement,  the 
patient  actually  felt  and  looked  better,  and  the 
cough  was  nil.  Sputum  reports  came  back  negative 
for  acid-fast  bacilli. 

Bv  the  fourth  day  his  temperature  returned  to 
normal,  and  each  ensuing  day  the  patient  continued 
to  feel  more  improved. 

Other  laboratory  studies  were  as  follows:  Uri- 
nalyses were  negative.  The  predominant  growth  of 
the  sputum  was  Streptococcus  viridans.  The  red 
blood  cell  count  was  4,400,000  with  13.2  Gm.  hemo- 
globin. Report  of  the  first  white  and  differential 
count  on  May  20,  1947,  showed  a total  of  13,300, 
with  74  per  cent  neutrophils  (including  11  band 
forms),  15  per  cent  lymphocytes,  7 per  cent  mono- 
cytes, and  4 per  cent  eosinophils.  Following  differ- 
ential counts  were  interesting,  however,  in  showing 
a persistent  eosinophilia.  These  are  shown  in 
Table  1.  Sputum  cultures  and  smears  were  nega- 
tive. Blood  culture  was  negative. 

Complete  clinical  improvement  was  remarkably 
rapid,  so  that  within  a week’s  time  there  was  com- 
plete abatement  of  symptoms.  A repeat  chest  film, 
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TABLE  1. — Subsequent  Differential  Blood  Counts 
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Date 
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May  20 

13,300 

74 

15 
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4 

May  27 

10,600 

36 

36 

4 

22 

May  29 

8,800 

41 

36 

4 

19 

June  2 

9,700 

55 

36 

4 

5 

June  10 

7,100 

39 

42 

11 
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taken  seven  days  after  the  admission  film,  showed 
considerable  clearing;  evidently  resolution  was 
taking  place  (Fig.  2).  The  patient  continued  to  feel 
very  well,  and  the  penicillin  and  sulfadiazine  were 
discontinued  on  the  fifteenth  day  after  admission. 
On  June  2,  1947,  fourteen  days  after  the  initial  chest 
film,  a third  was  taken  and  showed  that  complete 
resolution  had  taken  place  (Fig.  3). 

Shortly  before  discharge,  the  patient  was  ex- 
amined in  the  venereal  disease  clinic,  as  his  quanti- 
tative serology  was  positive  in  several  tests.  Spinal 
tap  was  negative.  It  was  felt  that  he  had  congenital 
syphilis,  but  no  further  treatment  was  indicated. 

The  patient  was  finally  discharged  on  the  twenty- 
third  hospital  day,  feeling  perfectly  well  and  anx- 
ious to  resume  work. 

Discussion 

This  case  showed  all  the  typical  findings  of  the 
syndrome  originally  described  by  Loffler,  although 
the  extent  of  the  infiltrations  seen  on  the  first  chest 
film  reached  unusual  proportions.  However,  the 
complete  resolution  seen  in  fourteen  days  makes  the 
whole  picture  even  more  striking. 

The  syndrome  as  originally  described  usually 
consists  of  some  shortness  of  breath,  cough,  low- 
grade  fever,  rapid  sedimentation  rate,  and  an 
eosinophilia  varying  from  10  to  60  per  cent.  Clinic- 
ally, the  complaints  are  mild,  although  at  times 
allergic  symptoms,  wheezing,  or  even  true  asthma 
may  be  seen.1  Engel  described  the  sputum  as  hav- 
ing a metallic  taste.2  Hemoptysis  has  been  ob- 
served in  one  case.  The  eosinophilia  may  persist  for 


varying  periods,  even  months.  There  is  no  parallel 
between  the  eosinophilia  and  degree  of  infiltration. 
It  should  be  remembered  that  an  eosinophilia  may 
be  absent  or  depressed  by  a concomitant  infection. 
Chest  signs  are  few  or  absent,  but  the  mild  clinical 
course  is  in  striking  contrast  to  the  roentgen  find- 
ings. 

Radiographic  findings  of  the  chest  consist  of 
transient  pulmonary  infiltrations  in  various  parts  of 
lungs,  usually  the  lower.3  They  disappear  rapidly,  do 
not  cavitate,  vary  in  size  and  contour,  and  have  no 
characteristic  distribution.  The  densities  may  be 
homogenous  or  mottled  and  either  unilateral  or 
bilateral.  Recurrence  may  extend  over  a period  of 
several  months.  On  viewing  the  initial  film,  of 
course,  the  differential  diagnosis  must  include  tuber- 
culosis, pneumonia,  pneumonitis,  fungus  disease, 
etc.  In  some  of  Loffler’s  cases  the  chest  films  were 
indistinguishable  from  pulmonary  tuberculosis.  To 
establish  the  diagnosis,  serial  chest  films  must  be 
taken.  The  infiltrations  may  disappear  within 
forty-eight  hours. 

The  cause  is  not  known  in  every  case,  but  Loffler 
considered  the  possibility  that  most  of  his  cases  were 
the  pulmonary  manifestation  of  an  allergic  reaction, 
possibly  an  atypical  reaction  to  tuberculosis.4 

Engel  found  a seasonal  incidence  in  his  cases  in 
China,  for  the  epidemic  he  observed  coincided  with 
the  pollination  of  a certain  plant,  and  the  illness  that 
followed  was  thought  to  be  an  allergic  response  to 
it.3  Most  of  Loffler’s  cases  were  observed  in  July 
and  August.  He  suspected  an  allergy  to  tubercu- 
losis, but  only  found  a positive  tuberculin  test  in  13 
out  of  37  adult  cases. 

Hoff  and  Hicks  at  Bellevue  found  the  same  symp- 
tom-complex in  a case  of  amebiasis  which  presented 
pulmonary  symptoms  for  over  three  months  before 
the  diagnosis  was  made.2  Mueller  described  it  in 
four  physicians  who  ate  salad  coming  from  soil  con- 
taminated with  Ascaris  lumbricoides.2  He  proved 
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the  causal  relationship  by  swallowing  three  teaspoon- 
fuls of  the  contaminated  soil  which  produced  the  same 
typical  symptoms  about  eight  days  later.  Slowey 
attributed  the  condition  to  an  allergic  reaction  in  the 
bronchial  and  interstitial  tissues  due  to  a Trichinella 
spiralis  infestation.2  Other  parasites  believed  to 
have  a causative  relationship  include  Fasciola  hepa- 
tica,  Necator  americanus,  and  Strongyloides  ster- 
coralis. 

Regarding  the  pathologic  changes  of  this  entity, 
Loffler  himself  predicted  that  there  would  be  con- 
siderable delay  in  evaluating  the  pathologic-ana- 
tomic basis  for  the  syndrome,  first  due  to  the  benignity 
of  the  disease  and  second  because  of  the  transitory 
character  of  the  pulmonary  lesions.  Meyenburg, 
however,  was  probably  the  first  pathologist  to  get 
material  for  study  in  four  patients,  three  who  died 
accidentally  while  in  military  service  and  one  who 
died  of  tetanus.6  He  demonstrated  lesions  which 
were  essentially  those  of  a lobular  pneumonia  in 
which  the  cellular  portion  of  the  exudate  consisted 
largely  of  eosinophils  (70  to  100  per  cent).  Giant 
cells  were  quite  constant.  More  recently,  Bayley, 
Lindberg,  and  Baggenstoss  of  the  Mayo  Clinic  ob- 
served a case  that  came  to  autopsy.6  This  patient 
was  a 59-year-old  woman  who  six  months  prior  to  her 
death  was  under  observation  for  either  pulmonary 
tuberculosis  or  Loffler’s  syndrome. 

Their  excellent  pathologic  study  listed  the  follow- 
ing as  the  most  significant  findings:  There  were 
large  numbers  of  eosinophilic  leukocytes  in  a pneu- 
monic exudate.  This  exudate  showed  advanced 
organization,  some  degree  of  fibrosis,  and  the  pres- 
ence of  giant  cells.  Focal  lesions  of  a granuloma- 
tous character  were  present.  The  bronchial  lesions 
in  this  case  were  similar  to  those  seen  in  bronchial 
asthma.  Hypertrophy  of  the  bronchial  wall  muscle 
was  not  pronounced,  but  the  predominately  eosino- 
philic exudate  infiltrating  all  portions  of  the  wall, 
the  marked  hyalinization  and  thickening  of  the 
basement  membrane  of  the  epithelium,  and  the 
presence  of  large  quantities  of  mucus  in  cells  and 
lumens  were  all  typical  of  bronchial  asthma.  Vas- 
cular lesions  which  consisted  of  a necrotizing  arter- 
itis, arteriolitie,  and  phlebitis  were  present. 


Summary 

We  are  dealing  then  with  a clinical  picture  pre- 
senting a mild  course  of  multiple,  fleeting  lesions 
which,  as  a rule,  terminate  rather  soon  in  complete 
return  to  normal.  A varying  degree  of  eosinophilia 
in  the  peripheral  blood  is  present. 

The  case  presented  is  one  of  unusual  severity,  for 
it  should  be  remembered  that  many  cases  of  Loffler’s 
syndrome  have  been  described  which  show  only  one 
small  infiltrate  in  the  whole  lung  field.  All  the  typi- 
cal clinical,  laboratory,  and  roentgenologic  features 
were  seen  in  the  case  presented,  but  unfortunately  a 
stool  examination  was  not  done.  The  possible  role 
of  an  intestinal  parasite  as  the  causative  agent  was 
not  determined. 

Certainly  many  agents  might  conceivably  be  re- 
sponsible for  an  allergic  pulmonary  response. 
Eichwald  and  Singletary  have  ventured  to  call  the 
pulmonary  manifestation  a “pneumonoid.”3  The 
pulmonary  shadows  have  been  compared  to  the  “id” 
reaction  of  the  dermatologist.  This  may  be  pre- 
cipitated by  a systemic  allergen,  as  in  bacterial  or 
pollen  sensitivity,  or  it  may  be  a local  manifestation, 
such  as  seen  in  presence  of  Ascaris  larvae  in  lungs. 

The  value  of  the  chemotherapy  in  this  case  is 
questionable  in  view  of  the  final  diagnosis.  Treat- 
ment, of  course,  should  be  directed  toward  removal 
of  the  causative  agent,  if  determined.  The  value 
of  antihistaminic  drugs  in  these  cases  is  not  known. 

Conclusions 

A case  of  Loffler’s  syndrome  (or  eosinophilic 
pneumonia)  was  presented,  with  all  the  typical  clin- 
ical, laboratory,  and  radiographic  findings.  Re- 
covery was  complete  and  rapid.  The  causative 
agent  was  not  determined. 
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CORRECTION 

Dr.  J.  Irving  Kushner  has  discovered  the  following 
errors  in  his  manuscript  on  “Maternal  Mortality  at 
the  Bronx  Hospital,”  which  appeared  in  the  New 
York  State  Journal  of  Medicine  for  June  1, 1948. 
On  page  1279:  “Incidence. . . .a  mortality  of  0.0187 
per  cent”  should  read  “0.187  per  cent,”  and  on  page 
1280:  “Summary.  . . .there  were  57  deaths,  a mor- 
tality rate  of  0.0187  per  cent”  should  read  “a  mor- 
tality rate  of  0.187  per  cent.” 


FILM  CATALOGUE 

The  Academy-International  of  Medicine  has  com- 
piled a revised  Catalogue  of  Professional  Motion  Pic- 
ture Films.  A copy  will  be  mailed  upon  request  to 
A.M.A.  officials,  deans  of  medical  schools,  and  others 
in  key  positions.  Copies  will  be  mailed  to  physicians 
who  request  them  until  the  supply  is  exhausted. 
Requests  should  be  addressed:  Academy-Inter- 

national of  Medicine,  Dept,  of  Audio-Visual  Aids, 
214  W.  Sixth  Street,  Topeka,  Kansas. 


RECURRENT  PAROXYSMAL  VENTRICULAR  TACHYCARDIA 

Joseph  S.  Feibush,  M.D.,  and  David  Greenberg,  M.D.,  New  York  City 
( From  the  Jewish  Memorial  Hospital ) 


T)AROXYSMAL  ventricular  tachycardia  is  gen- 
■*"  erally  recognized  as  a rare  form  of  arrhythmia. 
In  Wolff’s  series  of  253  cases  of  paroxysmal  tachy- 
cardia, only  ten  (4  per  cent)  were  of  ventricular  origin. 
This  case  from  private  practice  is  reported  for  the 
following  reasons:  it  demonstrated  a satisfactory 
treatment  of  the  acute  episodes  at  home  in  a patient 
sensitive  to  quinidine;  serial  electrocardiographic 
studies  were  obtained  during  therapy,  and  it  charted 
the  life  cycle  of  a patient  from  the  onset  of  cardiac 
disease  until  death. 

Case  Report 

H.  G.,  a sixty-three-year-old  white  normotensive 
man,  with  no  previous  history  of  illness,  first  became 
sick  on  June  5,  1946,  when  he  was  admitted  to  Jewish 
Memorial  Hospital  because  of  a coronary  occlusion. 
He  complained  of  sudden  onset  of  severe,  crushing 
precordial  pain  radiating  down  the  left  arm.  His 
clinical  course,  fever,  leukocytosis,  and  elevated 
sedimentation  rate  confirmed  the  diagnosis  of  myo- 
cardial infarction.  Electrocardiogram  showed  left 
deviation  electrical  axis,  flat  Ti,  elevated  ST4,  and 
inverted  T4. 

Following  an  uneventful  recovery,  he  suddenly 
developed  a severe  attack  of  paroxysmal  tachycardia 
with  a rate  of  about  250  while  convalescing  at  the 
beach  in  August,  1946.  This  lasted  eight  hours  and 
apparently  subsided  after  quinidine  was  adminis- 
tered. 

Thereafter,  he  did  poorly,  complaining  of  severe 
anginal  syndrome  for  which  he  received  a multitude 
of  sedatives  and  medications.  He  also  had  several 
attacks  weekly  of  severe  palpitation,  ushered  in  by 
“darkness  before  the  eyes,’’  which  lasted  from  one  to 
five  minutes.  No  electrocardiograms  were  taken 
during  any  of  these  brief  episodes.  When  first  seen 
by  one  of  us  (D.  G.)  on  January  7,  1947,  he  was  or- 
thopneic  with  rales  at  both  bases,  and  had  an  enlarged 
heart  and  blood  pressure  of  110-120/70-75.  Elec- 
trocardiogram showed  inverted  Ti,  markedly  ele- 
vated ST4  with  prominent  Q4.  A strict  rice  and 
fruit  diet  without  any  medication  at  all  produced  a 
striking  response.  The  patient  felt  better  than  he 
had  in  a year.  His  pain  disappeared;  he  no  longer 
had  attacks  of  palpitation,  and  his  lungs  were  clear. 
Electrocardiograms  showed  a persistently  inverted 
T4. 

In  April,  1947,  he  began  to  complain  of  severe  cut- 
ting pain  across  the  epigastrium.  Hospitalization 
revealed  a duodenal  ulcer  and  an  enlarged  heart  with 
dilated  aorta.  The  electrocardiogram  now  showed 
numerous  auricular  premature  contractions,  left 
deviation  electrical  axis,  inverted  Ti,  T2,  T4,  and 
deep  Q4.  His  subsequent  course  at  home  was  char- 
acterized by  occasional  episodes  of  knifelike  epigas- 
tric pain,  but  he  was  able  to  return  to  office  work  in  a 
limited  capacity.  At  no  time  was  he  placed  on 
digitalis,  his  main  therapy  being  a rice  diet. 

On  June  5,  1947,  at  4: 00  p.m.,  while  sitting  in  the 
theater,  he  suddenly  felt  everything  going  black  be- 
fore him  and  became  unconscious.  When  he  awoke, 
he  felt  crushing  substernal  pain,  lasting  a short  time, 
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which  then  was  replaced  by  fluttery  sensations  in 
his  chest.  He  was  examined  at  home  one  hour  after 
the  onset,  and  a regular  tachycardia  at  a rate  of  180 
to  200  per  minute  was  noted.  This  did  not  respond 
to  either  ocular  or  carotid  sinus  pressure.  His  neck 
veins  were  markedly  bulging  and  appeared  to  be 
fluttering.  There  were  basal  rales  in  both  lung 
fields.  Because  it  was  felt  that  he  was  rapidly  going 
into  congestive  heart  failure,  he  received  1 mg.  of 
digitoxin  orally  in  divided  doses  between  7:00  and 
11:30  p.m.  Quinidine,  3 grains  every  hour,  was 
begun  at  9: 00  p.m.  and  continued  through  the  night. 
(Fig.  1 shows  serial  .electrocardiograms.) 

At  eleven  o’clock  the  next  morning,  his  ventricular 
rate  was  170  and  regular.  Electrocardiogram  re- 
vealed paroxysmal  ventricular  tachycardia.  For  the 
next  five  hours,  6 grains  of  quinidine  was  prescribed 
hourly.  He  became  very  nauseated  and  had  con- 
siderable retching  which  was  attributed  to  the  digi- 
toxin. At  4:  30  p.m.  of  the  same  day,  the  rate  had 
slowed  to  130,  and  the  blood  pressure  was  50  systolic 
with  unobtainable  diastolic  reading. 

The  quinidine  was  reduced  to  3 grains  every 
three  hours  for  the  next  two  doses,  and  by  10:  00  p.m. 
of  the  same  day  the  ventricular  rate  had  dropped  to  60 
per  minute.  Up  to  this  time  he  had  received  1 mg.  of 
digitoxin  and  78  grains  of  quinidine.  Physical  ex- 
amination now  showed  distant  heart  sounds,  dis- 
tended neck  veins,  and  some  rales  at  the  lung  bases. 
The  patient  felt  comfortable  aside  from  persistent 
severe  nausea.  Electrocardiogram  at  this  time 
showed  a P-R  interval  of  0.32  second,  QRS  interval 
of  0. 16  to  0.2  second,  and  a Q-T  interval  of  approxi- 
mately 0.6  second.  The  quinidine  was,  therefore, 
still  further  reduced  to  3 grains  every  four  hours. 

Beginning  June  7,  the  quinidine  was  slowly  re- 
duced until  finally  it  was  discontinued  on  June  9. 
He  developed  a gallop  rhythm  which  lasted  a few 
days  and  then  disappeared  and  had  a low-grade 
fever  ranging  from  100.2  to  100.8  F.  His  blood  pres- 
sure ranged  from  96  to  112  systolic  and  60  to  64 
diastolic.  Apart  from  persistent  nausea  and  hic- 
cough, he  appeared  to  be  doing  well,  although  the 
basal  rales  still  persisted. 

By  June  10,  the  P-R  interval  was  0.24  second; 
QRS  was  0.1  second;  Q-T  interval  was  0.4  second, 
and  the  ventricular  rate  was  80.  The  lungs  were 
now  clear,  and  the  irregularity  noted  in  the  pulse 
proved  to  be  auricular  premature  contractions  in  the 
electrocardiogram.  There  was  a deep  Q4  and  an 
elevated  ST  segment  in  lead  CF4,  strongly  sugges- 
tive of  myocardial  infarction. 

Thereafter  he  improved  with  blood  pressure  well 
maintained.  His  nausea  disappeared  completely, 
and  by  June  15  he  was  out  of  bed  for  an  hour  twice  a 
day.  His  heart  sounds  were  distant  as  they  had  al- 
ways been  during  the  past  year,  and  the  rest  of  his 
examination  was  normal.  Another  electrocardio- 
gram taken  on  June  17  showed  a P-R  interval  of  0.2 
second,  Q-T  interval  of  0.4  second,  and  several  ven- 
tricular premature  contractions.  The  ST  segment 
in  lead  CF4  was  considerably  lower,  and  T4  had  be- 
come sharply  inverted.  His  pulse  was  slow  and  reg- 
ular subsequently  with  a blood  pressure  ranging 
from  102-108/64. 

Suddenly,  at  10:00  a.m.  on  June  25,  1947,  almost 
three  weeks  after  his  first  attack,  another  episode  of 
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Fig.  1. 

I; — Taken  at  11:00  a.m.  on  June  6,  1947,  after  administration  of  45  grains  of  quinidine  and  1 mg.  of 
digitoxin,  showing  ventricular  rate  of  170  with  ventricular  tachycardia  still  present. 

II- Taken  at  4:30  p.m.  of  the  same  day  after  72  grains  of  quinidine.  Shows  ventricular  rate  of  130  and 
a Q-T  interval  of  0.6  second. 

HI  Taken  at  10:00  p.m.  of  the  same  day  after  a total  of  75  grains  of  quinidine,  shows  a ventricular  rate 
of  60,  P-R  interval  of  0.32  second,  QRS  of  0.16,  and  a Q-T  interval  of  0.52  second.  Note  elevation  of  ST 
segment  in  lead  4. 

I^r — Taken  June  10,  1947,  with  no  medication,  shows  a Q-T  interval  of  0.40,  a ventricular  rate  of  80, 
and  a P-R  interval  of  0.24  second.  Not<?  auricular  premature  contraction  in  lead  1,  upright  T2,  and  serial 
changes  in  ST4. 

V — Taken  June  17,  1947,  with  no  medication,  shows  ventricular  premature  contraction  in  lead  2,  flat  T2. 
Note  serial  changes  in  ST4. 


paroxysmal  tachycardia  recurred,  associated  with 
slight  precordial  pain.  Three  grains  of  quinidine 
every  hour  was  begun,  and  at  10:00  p.m.  the  ven- 
tricular rate  was  still  184  with  a pulse  rate  of  160. 
Quinidine  was  then  increased  to  6 grains  every 
hour.  This  resulted  in  considerable  nausea  and 
vomiting,  despite  which  he  continued  taking  the 
medication.  No  digitalis  was  prescribed  during  this 
episode.  Electrocardiogram  at  8:00  a.m.  the  next 
morning  showed  a ventricular  rate  of  130  and  a QRS 
complex  of  0.16  second.  The  blood  pressure  ranged 
from  74/58  to  86/50.  By  3: 15  p.m.  of  the  next  day, 
the  ventricular  rate  was  slow  and  regular  at  70  per 
minute,  confirmed  by  electrocardiogram.  A total  of 


120  grains  of  quinidine  had  been  prescribed  up  to  this 
point  (Fig.  2). 

The  nausea  and  vomiting  finally  stopped  by  June 
28,  and  he  was  kept  on  a maintenance  dose  of  3 
grains  of  quinidine  three  times  daily.  His  recovery 
was  rapid  and  uneventful.  Because  of  the  distant 
heart  sounds,  it  was  difficult  to  hear  extrasystoles, 
but  an  electrocardiogram  on  June  30  showed  fre- 
quent ventricular  and  auricular  premature  contrac- 
tions. Quinidine  was  increased  to  five  times  daily 
for  one  week  and  three  times  a day  thereafter,  lie 
was  out  of  bed  on  July  8,  and  weeldy  electrocardio- 
grams showed  no  further  premature  contractions. 

On  September  26,  1947,  at  10:  30  a.m.,  the  patient 
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Fig.  2. 


1 A— Taken  at  8 :00  a.m.  on  June  26,  1947,  after  having  received  96  grains  of  quinidine,  shows  ventricular 
rate  of  130,  Q-T  iflterval  of  0.36  second,  QRS  of  0.16  second  with  typical  picture  of  ventricular  tachycardia. 

2A — Taken  at  3: 15  p.m.  of  the  same  day,  after  the  administration  of  120  grains  of  quinidine,  shows  ven- 
tricular rate  of  70,  P-R  interval  of  0.20  second,  QRS  of  0.16,  and  Q-T  interval  of  0.48  second.  Note  eleva- 
tion of  ST4. 

3A — Taken  at  8:45  p.m.  of  the  same  day,  after  126  grains  of  quinidine,  shows  ventricular  rate  of  60,  P-R 
0.20  second,  .QRS  0.20,  and  Q-T  interval  0.48.  Note  increasing  elevation  of  ST4.  The  P-R  interval 
remains  at  0.20  throughout  subsequent  electrocardiograms  during  this  attack. 

4A— Taken  on  June  30,  1947,  while  on  a maintenance  dose  of  9 grains  of  quinidine  daily,  shows  Q-T 
interval  of  0.44  second.  Note  serial  changes  in  ST4  and  ventricular  as  well  as  occasional  auricular  pre- 
mature contractions.  The  QRS  complex  is  now  normal. 

5A — Taken  July  7,  1947,  while  on  a maintenance  dose  of  15  grains  of  quinidine  daily,  shows  Q-T  interval 
of  0.40  second,  with  serial  changes  ST4. 

6 A — Taken  on  July  14,  1947,  while  on  maintenance  dose  of  9 grains  of  quinidine  daily,  shows  same  as 
preceding  graph. 


had  a sudden  onset  of  palpitation,  precordial  pain, 
and  “darkness  before  the  eyes.”  Prior  to  this,  he 
had  been  taking  9 grains  of  quinidine  daily. 
When  first  examined,  his  blood  pressure  was  82/70, 
heart  rate  184,  and  occasionally  irregular  with  im- 
perceptible pulse.  Following  an  ECG  which  con- 
firmed the  clinical  diagnosis  of  paroxysmal  ventric- 
ular tachycardia,  he  received  15  grains  of  quinidine 
every  hour  (Fig.  3). 

After  receiving  45  grains  of  quinidine,  his  ventric- 
ular rate  was  150,  and  he  vomited  twice.  Four  and 
one-half  hours  after  the  institution  of  quinidine 
therapy,  the  blood  pressure  was  82/60,  the  heart  rate 
134  and  regular  with  a gallop  rhythm.  At  this  point 
his  precordial  pain  disappeared.  By  6: 30  p.m.  of  the 
same  night,  after  having  received  a total  of  7 Gm.  of 
quinidine  in  six  hours,  his  heart  rate  suddenly  be- 
came regular  at  80  per  minute.  He  had  much  nausea 
and  retching  and  complained  of  deafness.  The 


paroxysm  of  tachycardia  had  lasted  eight  hours. 
When  an  ECG  was  taken  at  9: 00  p.m.,  it  showed  a 
regular  rhythm  with  marked  prolongation  of  the 
QRS  complex. 

Thereafter,  he  was  kept  on  3 grains  of  quinidine 
four  times  daily.  He  developed  a slight  diarrhea 
which  subsided  when  the  massive  quinidine  dosage 
was  reduced.  On  September  28,  1947,  he  was  dysp- 
neic  with  a temperature  of  100.6  F.  and  rales  at  both 
bases.  This  episode  of  left  ventricular  failure  was 
treated  with  oxygen  by  mask  and  disappeared  in 
twenty-four  hours.  An  electrocardiogram  taken  on 
September  29,  1947,  revealed  auricular  premature 
contractions,  deep  Q4,  and  elevated  ST4.  The  PR 
interval  was  0.20  to  0.22  second  and  the  Q-T  interval 
was  0.44  second. 

He  was  kept  in  bed  and  made  an  uneventful  re- 
covery in  the  following  week.  By  October  5,  1947, 
T4  was  beginning  to  become  inverted,  while  the  Q-T 
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T 1 — Taken  on  September  26,  1947,  at  11:40  a.m.,  while  under  no  medication  at  all,  shows  characteristic 

> ventricular  tachycardia  with  a rate  of  180. 

2 —  Taken  at  3:00  p.m.  of  the  same  day,  after  having  had  45  grains  of  quinidine,  shows  a ventricular  rate 
“I of  150,  QRS  0.16,  and  Q-T  interval  of  0.32  second. 

3 —  Taken  at  9:00  p.m.  of  same  day  after  having  received  105  grains  of  quinidine,  shows  ventricular  rate 
>s  of  80,  P-R  interval  0.28  second,  QRS  0.20,  and  Q-T  interval  of  0.48.  Note  elevated  ST4. 

4 —  Taken  September  29,  1947,  while  on  maintenance  dose  of  15  grains  quinidine  daily,  shows  ventricular 
rate  80,  P-R  0.22  second,  QRS  0.12,  and  Q-T  interval  0.44.  Note  serial  changes  STY  Auricular  pre- 

s.  mature  contractions  in  leads  1 and  3 not  shown. 

a 5 — Taken  on  October  5,  1947,  while  on  maintenance  dose  of  12  grains  of  quinidine  daily,  shows  ventricular 
,e  rate  70,  P-R  interval  0.20  second,  QRS  0.12,  and  Q-T  interval  0.44.  Note  serial  changes  ST4  with  beginning 
inversion  T4. 

is  " 


a 

■'e  interval  remained  at  0.44  second.  He  appeared  to  be 
J progressing  uneventfully  when,  suddenly  in  the 
' evening  of  October  7,  1947,  he  had  another  paroxysm 
11  of  tachycardia  with  a ventricular  rate  of  190.  *Quini- 
11  dine  every  hour  was  immediately  prescribed,  and  he 
1 was  sent  to  a hospital  by  ambulance  the  next  morn- 
ing.  Up  to  this  time,  he  had  received  7 Gm.  of 
quinidine,  and  while  en  route  to  the  hospital,  his 
31  tachycardia  suddenly  ceased. 

He  was  admitted  to  the  hospital  with  a normal 
S’  ventricular  rate.  No  quinidine  was  administered 
''  following  the  cessation  of  this  attack.  A pulmonary 
infarct  of  the  left  lower  lobe  developed  on  the  follow- 


ing day,  and  this  was  treated  satisfactorily  with 
oxygen  tent  and  penicillin.  He  improved  markedly 
both  from  the  pulmonary  infarction  and  the  marked 
nausea  and  vomiting  of  previous  quinidine  therapy. 

On  October  17,  1947,  he  had  another  sudden  re- 
currence of  paroxysmal  tachycardia  with  a fall  in 
blood  pressure  to  66/52  and  congestive  failure  in 
both  lung  fields.  Quinidine,  30  grains,  was  im- 
mediately given  and  followed  by  15  grains  every 
hour.  At  the  same  time,  he  was  digitalized  with  oral 
Cedilanid.  By  the  next  morning,  his  ventricular 
rate  had  dropped  to  ninety,  after  having  received  a 
total  of  84  grains  of  quinidine.  The  lungs  cleared 
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rapidly  on  a maintenance  dose  of  Cedilanid,  and  the 
patient’s  appearance  was  better,  despite  the  presence 
of  a gallop  rhythm.  He  was  kept  on  a maintenance 
dose  of  6 grains  of  quinidine  five  times  daily.  How- 
ever, because  of  diarrhea,  nausea,  and  vomiting,  this 
was  discontinued  on  October  20,  1947.  While  in  bed, 
he  suddenly  expired  on  October  21,  1947. 

No  autopsy  was  obtained. 

Discussion 

Paroxysmal  ventricular  tachycardia  occurs  almost 
always  in  the  presence  of  severe  myocardial  damage 
associated  with  coronary  artery  disease,  myocardial 
infarction,  and  digitalis  intoxication.  Digitalis  is  of 
no  value  in  treatment,  but  there  certainly  appears  to 
be  no  great  danger  when  digitalis  and  quinidine  are 
administered  as  the  present  case  illustrates.1 

The  striking  manifestation  of  the  first  episode  of 
tachycardia  was  collapse.  Because  of  the  febrile 
course  of  this  episode  and  serial  changes  in  the  ST 
segment  of  lead  CF4,  it  is  conceivable  that  a new 
coronary  closure  took  place.  With  the  second  at- 
tack, palpitation  was  the  initial  complaint.  Wolff 
noted  that  seven  of  ten  cases  of  paroxysmal  ven- 
tricular tachycardia  showed  vascular  collapse  as  the 
cardinal  manifestation.2  He  also  demonstrated  that 
anginal  pain  resulted  only  when  the  ventricular  rate 
was  150  or  higher.3  In  the  case  herein  reported,  pre- 
cordial pain  was  present  when  the  ventricular  rate 
was  150  or  over,  and  the  pain  disappeared  when  the 
rate  dropped  below  this  critical  level. 

While  various  remedies  have  been  suggested  for 
this  form  of  tachycardia,  quinidine,  preferably  by 
the  oral  route,  remains  the  treatment  of  choice. 
4-6  Zimmerman  reported  eight  cases  of  ventricular 
tachycardia  under  quinidine  treatment  with  but  one 
death.7  In  his  series,  only  one  case  showed  quini- 
dine toxicity  characterized  by  persistent  diarrhea 
and  vomiting.  He  observed  that  “widening  of  the 
QRS  interval  was  a definite  accompaniment  of 
quinidine  exhibition,  in  many  cases  the  prolongation 
assuming  considerable  magnitude.”  Following  ces- 
sation of  the  arrhythmia,  transient  T wave  inversion 
in  more  than  one  lead,  without  evidence  of  infarc- 
tion, has  been  noted.8-10 

Quinidine,  the  dextro-isomer  of  quinine,  prolongs 
the  refractory  period  of  the  ventricle  and  the  sino- 
auricular  node,  thereby  causing  an  increase  in  the 


GRAINS  OF  QUINIDINE 

Fig.  4.  Ventricular  rates,  Q-T  intervals,  and 
dosage  of  quinidine  during  two  episodes  of  ventric- 
ular tachycardia. 


amplitude  of  contractions,  slowing  the  heart  rate,  1 
and  resulting  in  various  degrees  of  auriculoventric- 
ular  block.  Its  toxic  reactions  consist  of  cinchon- 
ism,  ventricular  tachycardia,  and  ventricular  stand- 
still. The  signs  of  cinchonism  are  tinnitus,  deafness, 
nausea  and  vomiting,  diarrhea,  and  visual  disturb- 
ances. They  may  result  from  marked  sensitivity  to 
the  drug  or  overdosage.  The  patient  herein  reported 
was  unable  to  take  more  than  15  grains  of  quinidine 
a day  on  account  of  the  appearance  of  cinchonism. 
Because  of  this  unfortunate  sensitivity  to  relatively 
small  doses  of  quinidine,  it  was  impossible  to  prevent 
recurrences  of  ventricular  tachycardia.  Curiously 
enough,  quinidine  may  occasionally  produce  the 
same  arrhythmia  for  which  it  is  prescribed  as  the 
therapy  of  choice.  The  dangerous  ventricular 
standstill  due  to  quinidine  is  also  uncommon  and  re- 
sults from  the  depression  of  the  sino-auricular  and 
auriculoventricular  nodes.  Fortunately,  with  the 
exception  of  cinchonism,  the  other  toxic  reactions 
are  rare.  Following  oral  or  intravenous  injections, 
95  per  cent  of  the  quinidine  leaves  the  blood  stream 
in  five  minutes.  In  dog  hearts,  the  maximum  quini- 
dine concentration  was  obtained  in  thirty  to  sixty 
minutes,  and  none  was  found  four  to  seven  hours 
later.11  Sagall,  Horn,  and  Riseman  studied  the  ac- 
tion of  quinidine  in  man.11  They  persistently  ob- 
served prolongation  of  the  QT  interval  and  qualita- 
tive changes  in  the  T wave.  Intramuscular  quini- 
dine gave  a quicker  response,  but  the  duration  of  the 
effect  Was  the  same  as  when  given  by  mouth.  They 
state  that  “larger  doses  of  quinidine  sulfate  did  not 
change  the  time  of  the  maximum  response,  although 
the  effect  became  evident  sooner  and  was  more  pro- 
longed.” The  larger  the  dose  administered,  the 
more  rapidly  did  prolongation  of  the  QT  interval 
occur,  but  the  maximum  effect  was  reached  in  one- 
half  to  three  and  three-quarter  hours,  regardless  of 
dosage.  The  rapid  excretion  of  quinidine  results  in 
only  slight  cumulative  effects.  In  the  patient  re- 
ported, the  electrocardiographic  studies  showed  pro- 


Q-T  INTERVAL  IN  SECONDS 

Fio.  5.  Ventricular  rate  and  Q-T  interval  in 
normal  (from  Ashman  and  Hull)  compared  with 
quinidine  treatment  of  three  episodes  of  ventricular 
tachycardia  in  patient. 
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longation  of  the  QT  interval  as  the  most  striking 
effect,  prolongation  of  QRS,  slowing  of  the  ventric- 
ular rate,  and  prolongation  of  the  PR  interval.  The 
QRS  prolongation  has  been  noted  repeatedly  in  the 
literature.710 

Analysis  of  the  serial  electrocardiograms  of  pa- 
tient H.  G.  is  presented  graphically  in  Figs.  4 and  5. 
Figure  4 shows  the  progressively  increasing  QT  in- 
terval and  decreasing  ventricular  rate  as  the  dosage 
of  quinidine  increase.  Figure  5 shows  the  variation 
of  the  ventricular  rate  with  the  QT  interval  in  the 
i normal  as  well  as  the  quinidine  treated  episodes.12 
These  curves  are  similar  in  direction  and  form. 

Summary 

1.  A case  of  coronary  artery  disease  is  reported 
which  was  observed  during  five  attacks  of  paroxys- 
mal ventricular  tachycardia.  The  first  attack  lasted 
thirty  hours  and  terminated  after  78  grains  of  quini- 
j dine  and  1 mg.  of  digitoxin.  The  second  attack 
lasted  approximately  twenty-nine  hours  and  ter- 
minated after  120  grains  of  quinidine  alone.  The 
I third  attack  lasted  eight  hours  and  terminated  after 
105  grains  of  quinidine.  The  fourth  attack  lasted 
! nine  hours  and  terminated  after  105  grains  of  quini- 
dine. The  final  attack  lasted  nine  hours  and  ter- 
minated after  84  grains  of  quinidine. 


2.  The  established  value  of  large  doses  of  quini- 
dine, persistently  given  despite  the  presence  of  cin- 
chonism,  is  confirmed. 

3.  Serial  electrocardiograms  demonstrated  the 
pharmacologic  effects  of  quinidine  on  the  heart,  i.e., 
prolongation  of  the  QT  interval  and  widening  of  the 
QRS  complex,  and  provide'd  a guide  for  dosage  of  the 
drug. 


1488  Metropolitan  Avenue 
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CORN  MAY  FIGHT  PELLAGRA 

Pellagra,  hard-times  disease  among  cornmeal- 
eating peoples,  may  some  day  be  combated  with  the 
very  grain  that  is  now  blamed  as  its  chief  cause. 
Possibility  of  producing  strains  of  hybrid  corn  with 
high  content  of  niacin,  the  pellagra-preventing  vita- 
min, is  pointed  out  in  Plant  Physiology  (April)  by 
Dr.  Frederick  D.  Richey  of  t he  U.S.  Department  of 
Agriculture,  who  works  at  the  Tennessee  Agricul- 
tural Experiment  Station  in  Knoxville,  and  Dr.  Ray 
F.  Dawson  of  Columbia  University. 

A preliminary  survey  showed  that  the  niacin  con- 
tent of  different  existing  strains  of  corn  is  highly 
variable. 

Dr.  Richey’s  own  breeding  experiments  con- 
j firmed  this,  with  niacin  content  in  different  lines 
1.6  ranging  from  less  than  14  parts  per  million  by  weight 
to  one  exceptional  inbred  line  that  ran  somewhat 
better  than  53  parts  per  million,  lie  was  able  to 
d.J  build  up  one  hybrid  that  consistently  had  a niacin 
content  well  over  40  parts  per  million. 
lllJ  ! Drs.  Richey  and  Dawson  conclude  that  corn  hy- 


brids with  niacin  concentrations  as  high  as  50  parts 
per  million  can  be  developed. 

That  does  not  necessarily  mean,  however,  that 
such  hybrids  are  going  to  be  developed,  because  other 
factors  have  to  be  taken  into  account.  Such  readily 
recognizable  qualities  as  high  yield  per  acre,  sturdi- 
ness of  stalk,  and  resistance  to  drought,  diseases,  and 
pests  are  not  likely  to  be  sacrificed  for  the  sake  of  an 
invisible  improvement  in  the  vitamin  content  of  the 
grain.  Individual  farmers  have  individual  prefer- 
ences, which  do  not  always  have  much  to  do  with  the 
intrinsic  value  of  what  they  plant.  And  since  differ- 
ent parts  of  the  country  have  marked  climatic  and 
soil  differences,  the  difficult  job  of  producing  a high- 
niacin  hybrid  would  have  to  be  done  not  once  but 
several  times. 

Dr.  Richey,  a pioneer  leader  in  the  cooperative  re- 
search program  that  gave  hybrid  corn  to  American 
agriculture,  was  recently  given  the  U.S.  Department 
of  Agriculture’s  Distinguished  Service  Award. — 
Science  News  Letter,  July  10,  1948 


FORTY-SECOND  ANNUAL  MEETINGS 

of  the 

DISTRICT  BRANCHES 
of  the 

MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 

PROGRAMS 


Third  District  Branch 

Thursday,  September  2 3,  1948 
Parrott  House 
Schoharie,  New  York 


Morning  Session 

9:15  a.m. — Sound  films,  “Physiology  of  Anoxia” 
and  “Oxygen  Therapy  in  Heart 
Disease”;  courtesy  of  the  Linde  Air 
Products  Company 

10:00  a.m. — “Diagnosis  and  Treatment  of  Injuries 
of  the  Head” 

Eldridge  H.  Campbell,  M.D.,  Albany, 
professor  of  surgery,  Albany  Medi- 
cal College;  surgeon-in-chief,  Al- 
bany Hospital 

“Diagnosis  and  Treatment  of  Polio- 
myelitis” 

Nicholas  S.  Ransohoff,  M.D.,  direc- 
tor, Fracture  Service  and  Ortho- 
pedic Surgery,  Monmouth  Memo- 
rial Hospital,  Long  Branch,  New 
Jersey 

“The  Present  Day  Position  of  Physical 
• Medicine” 

William  B.  Snow,  M.D.,  New  York 
City,  assistant  professor  of  medi- 
cine, College  of  Physicians  and 
Surgeons,  Columbia  University; 
director  of  physical  and  occupa- 
tional therapy,  Columbia-Presby- 
terian  Medical  Center 

Afternoon  Session 
1:00  p.m. — Luncheon 

Introduction  of  officers  of  the  Medical 
Society  of  the  State  of  New  York 
Address  by  the  President-Elect,  John  J. 

Masterson,  M.D.,  Brooklyn 
Remarks  by  Mrs.  Edgar  M.  Neptune, 
president  of  the  Woman’s  Auxiliary 
to  the  Medical  Society  of  the  State 
of  New  York 


Business  Meeting — Election  of  Officers 
"Office  Management  of  Female  Pelvic 
Disorders” 

Clyde  L.  Randall,  M.D.,  professor  of 
gynecology,  University  of  Buffalo, 
School  of  Medicine 

A meeting  of  the  Woman’s  Auxiliary  of  the  Third 
District  Branch  will  be  held  at  10:00  a.m.  at  the 
Parrott  House,  Schoharie.  An  outing  trip  will  be 
arranged  for  members  of  the  Auxiliary  in  the 
afternoon. 

Ladies  will  join  the  members  of  the  District 
Branch  for  luncheon. 


• Officers — Third  District  Branch 

President. . . .Frederic  W.  Holcomb,  M.D.,  Kingston 
First  Vice- 

President.  .Harry  Golembe,  M.D.,  Liberty 
Second  Vice- 

President.  .William  Rausch,  M.D.,  Albany 
Secretary. . . .Donald  R.  Lyon,  M.D.,  Middleburgh 
Treasurer. . . .William  M.  Rapp,  M.D.,  Catskill 


Presidents  of  Component  County  Societies 

Albany.  . . John  J.  Clemmer,  M.D.,  Albany 
Columbia. . Leonard  D.  Carpenter,  M.D.,  German- 
town 

Greene. . . .William  A.  Petry,  M.D.,  Catskill 
Rensselaer. Clement  J.  Ilandron,  M.D.,  Troy 
Schoharie.  .John  II.  Wadsworth,  M.D.,  Cobleskill 
Sullivan.  . Ralph  S.  Breakey,  M.D.,  Monticello 
Ulster Emil  S.  Goodyear,  M.D.,  Kingston 
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Fourth  District  Branch 

Friday  and  Saturday,  September  24  and  2 5,  1948 
Saratoga  Spa  Theater 
Saratoga  Springs,  New  York 


Friday,  September  24 
Afternoon  Session 

1 : 30-2: 30  p.m. — Registration 

2:30  p.m. — “Compensation  Problems” 

J.  Stanley  Kenney,  M.D.,  New  York 
City,  chairman,  Council  Commit- 
tee on  Workmen’s  Compensation, 
Medical  Society  of  the  State  of 
New  York 

“Public  Relations  and  Information 
Bureaus” 

Mr.  Dwight  Anderson,  New  York 
City,  director,  Public  Relations 
Bureau,  Medical  Society  of  the 
State  of  New  York 

“Orthopedic  Problems  Commonly  En- 
countered in  General  Practice” 
William  E.  Gazeley,  M.D.,  Sche- 
nectady 

“The  Peptic  Ulcer  Problem” 

Albert  F.  R.  Andresen,  M.D., 
Brooklyn,  professor  of  clinical 
medicine,  Long  Island  College  of 
Medicine 

“Progress  in  Poliomyelitis” 

Gilbert  Dalldorf,  M.D.,  director  of 
laboratories  and  research,  State 
Department  of  Health,  Albany 
“Spa  Therapy  and  Chronic  Disease” 
W.  S.  McClellan,  M.D.,  medical 
director  of  Saratoga  Spa,  Saratoga 
Springs 

5:00  p.m. — Business  Meeting — Election  of  officers 


1 be 


Evening  Session 

7:00  p.m. — Dinner,  Newman’s  Lake  House,  Sara- 
toga Lake 

Address  by  John  J.  Masterson,  M.D., 
Brooklyn,  President-Elect,  Medical 
Society  of  the  State  of  New  York 
Remarks  by  Mrs.  Edgar  M.  Neptune, 
president  of  the  Woman’s  Auxiliary 
to  the  Medical  Society  of  the  State 
of  New  York 
Dancing 


Saturday,  September  25 
- Morning  Session 

10:00  a. m. — “Paging  the  Medical  Society  of  the 
State  of  New  York” 

Walter  P.  Anderton,  M.D.,  New 
York  City,  secretary,  Medical 
Society  of  the  State  of  New  York 
“The  Veterans’  Care  Program” 
Thomas  G.  Fitzgerald,  M.D.,  co- 
ordinator, Veterans’  Medical  Care 
Plan,  Veterans  Administration, 
Albany 


skill 


“Prevention  and  Treatment  of  the 
Complications  of  Urologic  Dis- 
eases” 

John  E.  Heslin,  M.D.,  professor  of 
urology,  Albany  Medical  College 

“Intestinal  Intubation  for  Obstruc- 
tion” 

H.  Dan  Vickers,  M.D.,  Little  Falls 

“Pulmonary  Coccidjoidomycosis  Simu- 
lating Pulmonary  Tuberculosis  in 
Returned  Veterans” 

Frederic  W.  Holcomb,  M.D.,  Kings- 
ton 

“The  Trend  Toward  the  Reduction  of 
Fetal  Risk  in  Obstetrics” 

N William  M.  Mallia,  M.D.,  Schenec- 

tady 

The  Woman’s  Auxiliary  to  the  Medical  Society 
of  the  County  of  Saratoga  will  entertain  all  visiting 
ladies  on  Friday  afternoon. 

Registration  at  the  Saratoga  Spa  Theater,  1 : 30  to 
2:30  p.m.,  Friday. 

Ladies  are  invited  for  the  Evening  Session. 

The  Saratoga  Springs  Authority  wishes  to  extend 
the  facilities  of  its  baths  and  golf  course  to  the 
physicians  and  guests  attending  this  meeting.  De- 
tails regarding  baths  and  golf  may  be  obtained  when 
registering. 


Officers — Fourth  District  Branch 

President. . .Denver  M.  Vickers,  M.D.,  Cambridge 
First  Vice- 

President.  Joseph  A.  Geis,  M.D.,  Lake  Placid 
Secretary. . . William  E.  Gazeley,  M.D.,  Schenectady 
Treasurer. . . J.  Frederick  Sarno,  M.D.,  Johnstown 

Presidents  of  Component  County  Societies 

Clinton William  W.  Johnson,  M.D.,  Plattsburg 

Essex Rudolph  J.  Martin,  M.D.,  Ticonderoga 

Franklin Alfred  A.  Hartmann,  M.D.,  Malone 

Fulton Daniel  M.  McMartin,  M.D.,  Johns- 

town 

Montgomery . Raymond  E.  Wytrwal,  M.D.,  St. 
johnsville 

Saratoga Francis  A.  Mastrianni,  M.D.,  Me- 

chanicville 

Schenectady  .Nelson  II.  Rust,  M.D.,  Scotia 

Warren Saul  Yafa,  M.D.,  Glens  Falls 

Washington.  .R.  Leith  Skinner,  M.D.,  Greenwich 


NECROLOGY 


Eugene  Morton  Austin,  M.D.,  of  Tupper  Lake, 
died  on  July  21  at  the  age  of  eighty-two.  Dr.  Austin 
was  graduated  from  Albany  Medical  College  in  1887. 
A physician  in  Tupper  Lake  for  the  past  fifty-seven 
years,  he  had  served  as  health  officer  since  the  or- 
ganization of  the  Tupper  Lake  Board  of  Health  in 
1894.  He  was  named  the  first  school  doctor  in  the 
Tupper  school  system  in  1918  and  served  con- 
tinuously until  his  retirement  from  that  post  last 
year.  Dr.  Austin  helped  organize  the  first  medical 
staff  unit  at  Mercy  General  Hospital  in  1946  and 
served  as  its  first  chief  of  staff.  Dr.  Austin  was  a 
member  of  the  American  Medical  Association  and 
the  New  York  State  and  Franklin  County  Medical 
Societies. 

Sidney  Pope  Brown,  M.D.,  Potsdam,  died  on 
August  3.  He  was  seventy-eight.  Dr.  Brown  was  a 
graduate  of  the  University  of  Pennsylvania  School 
of  Medicine  in  the  year  1894.  He  retired  from  the 
position  of  Lawrence  County  coroner  three  years  ago 
after  serving  nineteen  years  and  last  year  resigned  as 
health  officer  of  Potsdam  after  serving  thirty-five 
years.  He  was  a member  of  the  staff  of  Potsdam 
I lospital  and  was  a member  of  the  American  Public 
Health  Association,  the  American  Medical  Associa- 
tion, and  the  New  York  State  and  Lawrence  County 
Medical  Societies. 

Walter  J.  Farrell,  M.D.,  Johnson  City,  died  on 
July  25  at  the  age  of  fifty-seven.  He  was  graduated 
from  Philadelphia  College  of  Pharmacy  and  Science 
in  1911  and  from  Fordham  Medical  School  in  1917. 
During  World  War  I Dr.  Farrell  served  in  the 
American  Medical  Corps.  Since  1919  he  had  prac- 
ticed medicine  in  Johnson'City,  serving  until  1926 
as  assistant  to  Dr.  Charles  S.  Wilson,  founder  of 
Johnson  City  General  Hospital,  now  the  Wilson 
Hospital. 

Dr.  Farrell  had  been  secretary  of  staff  at  Wilson 
Hospital  since  1923;  physician  to  the  Wilson 
Memorial  Hospital  School  of  Nursing  since  1920; 
assistant  chief  and  chief  of  the  hospital’s  outpatient 
department  from  1920  to  1938;  a member  of  the 
staff  of  Our  Lady  of  Lourdes  Hospital,  Binghamton; 
a member  of  the  teaching  staff  of  Lourdes  Nursing 
School,  and  on  the  consulting  staffs  of  Ideal  Hos- 
pital in  Endicott  and  Binghamton  City  Hospital. 

Village  health  officer  and  school  physician  since 
1937,  Dr.  Farrell  was  active  in  Johnson  City  public 
health.  He  was  a past  president  of  the  Broome 
County  Medical  Society  and  chairman  of  the 
society’s  public  health  committee  for  several  years. 
He  was  also  a member  of  the  American  Public  Health 
Association,  the  New  York  State  Health  Officers 
Association,  the  American  Association  of  Military 
Surgeons,  the  Interstate  Postgraduate  Medical 
Association,  College  of  General  Practitioners,  the 
Binghamton  Academy  of  Medicine,  the  American 
Medical  Association,  and  the  New  York  State 
Medical  Society. 

Edward  Louis  Friedman,  M.D.,  died  at  his  home 
in  Forest  Hills  on  August  9 at  the  age  of  sixty-three. 
A physician  with  the  Veterans  Administration,  Dr. 
Friedman  was  graduated  from  Cornell  University 
Medical  College  in  1906  and  started  his  practice  in 
Forest  Hills  shortly  afterward.  Dr.  Friedman  w&s  a 
member  of  the  American  Medical  Association  and 
the  New  York  State  and  Queens  County  Medical 
Societies. 


John  Conrad  Gross,  M.D.,  of  Phoenicia,  died  on 
August  10.  His  age  was  seventy.  Dr.  Gross  was  a 
graduate  of  the  College  of  Physicians  and  Surgeons, 
Columbia  University,  in  1899  and  practiced  for  a 
time  in  Dobbs  Ferry  and  for  the  past  forty  years  had 
been  a physician  in  Phoenicia.  Dr.  Gross  was  a 
member  of  the  American  Medical  Association  and 
the  New  York  State  and  Ulster  County  Medical 
Societies. 

Maurice  Edward  Healy,  M.D.,  of  Lockport,  died 
on  July  18.  He  was  thirty-eight  years  old.  Dr. 
Healy  received  his  medical  degree  from  Loyola 
University  in  1936  and  interned  at  the  Sisters  of 
Charity  Hospital,  Buffalo.  He  was  a member  of  the 
staff  of  Lockport  City  Hospital  and  also  was  a mem- 
ber of  the  Niagara  Falls  Academy  of  Medicine,  the 
American  Medical  Association,  and  the  New  York 
State  and  Niagara  County  Medical  Societies. 

Matthew  John  Hoenig,  M.D.,  Rochester,  died  on 
August  5 at  the  age  of  fifty-five.  Dr.  Hoenig,  a 
graduate  of  the  University  of  Buffalo,  School  of 
Medicine,  in  1919,  served  as  senior  proctologist  on 
the  staffs  of  St.  Mary’s  Hospital  and  Highland  Hos- 
pital of  Rochester  and  as  consulting  proctologist  at 
Monroe  County  Infirmary.  A fellow  of  the  Inter- 
national College  of  Surgeons,  Dr.  Hoenig  was  a 
member  of  the  Rochester  Academy  of  Medicine,  the 
American  Medical  Association,  and  the  New  York 
State  and  Monroe  County  Medical  Societies. 

George  Hills  Iler,  M.D.,  eighty,  died  at  his  Brook- 
lyn home  on  August  1 1 . Dr.  Iler,  a practicing  physi- 
cian for  over  fifty  years,  interned  at  Cumberland 
Street  Hospital  following  his  graduation  from  New 
York  Homeopathic  Medical  College  in  1890.  Dr.  Iler 
served  on  the  staff  of  Cumberland  Hospital  for 
twenty-seven  years  and  during  World  War  I was  a 
surgeon  there  when  Cumberland  was  an  adjunct  to 
the  Naval  Hospital.  He  had  also  been  a surgeon  on 
the  staff  of  Carson  C.  Peck  Memorial  Hospital  since 
its  founding  in  1919.  A fellow  of  the  American  Col- 
lege of  Surgeons,  Dr.  Iler,  who  had  retired  from 
active  practice  five  years  ago,  was  a member  of  the 
American  Institute  of  Homeopathy  and  the  New 
5 ork  State  Homeopathic  Society  and  was  an 
honorary  member  of  the  staff  of  St.  John’s  Hospital, 
Brooklyn. 

Edward  Leland  Kellogg,  M.D.,  of  New  York  City, 
died  on  August  11.  He  was  seventy-six  years  old. 
Dr.  Kellogg  was  graduated  from  the  College  of 
Physicians  and  Surgeons,  Columbia  University,  in 
1895  and  served  his  internship  at  Bellevue  Hospital. 
He  was  consulting  surgeon  on  the  staff  of  Gouverneur 
Hospital  and,  lor  a time,  director  of  surgery  in  the 
Gouverneur  Hospital,  director  of  surgery  in  the 
Manhattan  General  Hospital,  and  attending  surgeon 
at  St.  Bartholomew’s  Hospital.  At  the  time  of  his 
death  he  was  chief  medical  executive  officer  and 
attending  surgeon  on  the  staff  of  Polyclinic  Hospital 
and  professor  of  surgery  in  the  Polyclinic  Medical 
School.  A specialist  in  gastroenterology  and  author 
of  The  Duodenum,  Its  Structure' and  Function,  Its 
Diseases  and  Medical  and  Surgical  Treatment,  Dr. 
Kellogg  was  a past-president  of  the  New  York 
Gastro-Enterological  Society  and  honorary  president 
of  the  National  Gastro-Enterological  Society,  a 
trustee  of  the  Pan-American  Medical  Association, 
and  a fellow  of  the  American  College  of  Surgeons. 
fContinued  on  page  1974] 


1960 


MEDICAL  NEWS 


Nominations  for  Scholars  in  Medical  Science 


A/f  EDICAL  schools  in  the  United  States  and  Can- 
-t’-L  ada  are  invited  by  the  John  and  Mary  R.  Mar- 
kle  Foundation  to  make  nominations  for  the  second 
group  of  Scholars  in  Medical  Science  on  or  before 
December  1,  1948.  Each  school,  through  the  dean, 
may  nominate  one  candidate.  No  nominations  from 
individuals  will  be  considered. 

The  program  is  designed  to  aid  promising  young 
men  and  women  planning  careers  in  academic  medi- 
cine, who  have  not  yet  made  their  reputations. 
They  should  have  completed  the  usual  fellowship 
training  in  some  area  of  science  related  to  medicine 
and  should  hold,  or  expect  to  hold,  in  the  academic 
year  1949-1950  a full-time  faculty  appointment  on 
the  staff  of  a medical  school. 


Grants  of  $25,000,  payable  at  the  rate  of  $5,000 
annually,  will  be  made  to  the  schools  over  a five-year 
period  for  the  support  of  each  Scholar  fiflally  selec- 
ted, his  research,  or  both. 

The  number  of  Scholars  to  be  appointed  in  1949 
has  not  yet  been  determined.  Sixteen  were  chosen 
in  1948,  including:  Dr.  William  D.  Lotspeich  of 
Syracuse  University  College  of  Medicine,  Dr. 
Henry  H.  Balch  of  New  York  University  College  of 
Medicine,  Dr.  Frederick  D.  McCandless  of  Albany 
Medical  College,  and  Dr.  Richard  C.  Fowler  of  the 
University  of  Rochester  School  of  Medicine  and 
Dentistry,  from  New  York  State.  A new  booklet 
describing  the  plan  is  available  on  request  from  the 
Foundation,  14  Wall  Street,  New  York  City  5. 


New  York  City  to  Open  Applications 


SIX  positions,  with  numerous  appointments  expec- 
ted to  be  made,  will  be  opened  by  the  City  of  New 
York  this  fall,  including  positions  as  assistant  medi- 
cal examiner,  neuropathologist,  pathologist,  director 
of  the  Bureau  of  Tuberculosis,  director  of  the  Divi- 
sion of  Psychiatry,  and  alienist.  Applications  are 
not  available  by  mail,  according  to  the  New  York 
Municipal  Civil  Service  Commission.  The  ap- 
plication dates  are  from  September  15  to  Septem- 
ber 30. 

Positions  to  be  available  are  as  follows: 

Assistant  Medical  Examiner — Appointments  ex- 
pected at  $5,150,  with  five  vacancies  in  the  office  of 
the  Chief  Medical  Examiner  at  present.  Candidates 
must  have  an  M.D.  degree  issued  upon  completion 
of  a course  of  study  registered  by  the  University  of 
the  State  of  New  York,  one  year  of  an  internship  in 
a general  hospital  approved  for  internships  by  the 
American  Medical  Association,  evidence  of  having 
performed  15P  autopsies,  and  have  had  two  years  of 
training  or  full-time  experience  in  gross  and  micro- 
scopic pathology  in  a laboratory  of  a university, 
morgue,  or  a hospital  approved  by  the  A.M.A.,  or  a 
satisfactory  equivalent. 

At  time  of  investigation,  candidates  must  present 
to  the  Bureau  of  Investigation  a New  York  State 
license  to  practice  medicine. 

Neuropathologist,  Grade  4 — Appointment  expect- 
ed at  $4,900,  with  one  vacancy  in  the  Department 
of  Hospitals  at  present.  Minimum  requirements  in- 
clude the  first  two  (M.D.  degree  and  one  year  of 
internship)  plus  five  years  of  satisfactory  full-time 
experience  in  a pathologic  laboratory  of  a university, 
morgue  or  hospital  approved  by  the  A.M.A.,  two 


years  of  which  must  have  been  in  neuropathology,  or 
a satisfactory  equivalent. 

Pathologist — Appointments  expected  at  $4,900, 
with  four  vacancies  in  the  Department  of  Hospitals 
at  present.  Minimum  requirements  are  the  same  as 
above,  with  only  three  years  of  full-time  experience 
in  a pathologic  laboratory  necessary. 

Director  of  Bureau  of  Tuberculosis,  Grade  4 — One 
appointment  expected  at  $7,750.  Minimum  require- 
ments include  M.D.  degree  and  one  year  of  intern- 
ship, plus  at  least  one  year  of  residency  in  a tubercu- 
losis hospital  or  on  a chest  service  of  a hospital  whose 
residencies  have  been  approved  by  the  A.M.A.,  three 
years  of  full-time  experience  in  the  examination  and 
treatment  of  patients  and  in  the  interpreting  of  x-ray 
films,  on  a chest  service,  and  three  years  of  satisfac- 
tory full-time  administrative  work  in  a public  health 
program  serving  a population  of  not  less  than  100,- 
000,  or  a satisfactory  equivalent  of  these  three. 

Director,  Division  of  Psychiatry — One  appoint- 
ment expected  at  $7,500.  Minimum  requirements, 
in  addition  to  an  M.D.  degree  and  one  year  of  intern- 
ship, include  ten  years  of  experience  in  the  examina- 
tion, care,  and  treatment  of  patients  suffering  from 
mental  disorders,  five  years  of  which  must  have  been 
in  a responsible  administrative  capacity  of  a char- 
acter to  qualify  for  the  duties  of  the  position. 

Alienist  (psychiatrist),  Grade  4 — Vacancies  exist 
as  follows:  one  at  $6,650, 12  at  $6,150,  one  at  $5,790, 
two  at  $5,650,  three  at  $5,150,  and  three  at  $4,150. 
Candidates  must  have  an  M.D.  degree,  one  year  of 
internship,  and  four  years  of  approved  psychiatric 
training  in  a hospital  where  such  internship  or  resi- 
dence is  approved  by  the  A.M.A. 


British  Medical  School  Alumni  Incorporate  Here 


THE  American  Alumni  of  British  Medical  Schools, 
formed  in  1940,  has  recently  been  incorporated 
under  the  laws  of  the  State  of  New  York.  Its  func- 
tions are  to  serve  the  interests  of  graduates  of  British 
schools  of  medicine,  to  promote  social,  fraternal,  and 
benevolent  amenities  and  all  other  functions  per- 
taining to  British  graduates. 


Those  physicians  who  are  graduates  of  schools 
within  the  British  Commonwealth  of  Nations,  in- 
cluding the  Irish  Free  State — both  graduate  and 
postgraduate  schools — and  who  wish  to  join  this 
organization  should  communicate  with  Dr.  Theodore 
Meltzer,  secretary,  123  East  37th  Street,  New  York 
City  16. 
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States  Get  Federal  Funds  to  Aid  Health  Work 


ALLOCATION  of  Federal  funds  to  the  states  for 
mental  health  activities,  including  a grant  of 
$281,700  to  New  York  State,  was  announced  re- 
cently by  Oscar  R.  Ewing,  Federal  Security  Admini- 
strator. 

The  mongy,  authorized  by  the  National  Mental 
Health  Act,  is  distributed  on  a basis  of  two  Federal 
dollars  for  each  dollar  put  up  by  the  state.  The 
amount  is  based  on  population,  financial  need,  and 
extent  of  the  mental  health  problem. 

The  purpose  is  to  help  finance  a program  of  re- 
search, training  of  personnel,  and  development  of 
local  mental  health  facilities. 


Congress  appropriated  $9,028,000  for  the  mental 
health  program  for  the  twelve  months  ending  next 
June  30.  Of  this  amount,  $3,550,000  is  for  aid  to  the 

states. 

Mr.  Ewing  announced  grants  to  86  medical  and 
educational  institutions  for  mental  health  research 
and  training. 

Included  in  the  grants  are: 

Connecticut,  $42,500;  Maryland,  $47,700;  Mas- 
sachusetts, $101,200;  New  Hampshire,  $20,000; 
New  Jersey,  $94,000;  New  York,  $281,700;  Rhode 
Island,  $20,000;  Vermont,  $20,000. 


Schering  Announces  New  Research  Grants 


FIVE  new  research  studies  in  the  field  of  hormone 
therapy,  x-ray  diagnostics  and  allergy,  instituted 
under  grants  from  Schering  Corporation,  have  been 
announced  by  Francis  C.  Brown,  president  of  the 
company. 

An  unusual  study  on  encephalography  in  allergic 
children,  and  the  effect  in  this  condition  of  Trimeton, 
Schering’s  new  antihistaminic,  will  be  pursued  at  the 
New  York  Post-Graduate  Hospital.  The  research 
will  be  under  the  direction  of  Dr.  Robert  Chobot, 
attending  physician  in  allergy. 

Companion  studies  on  the  utilization  and  absorp- 
tion of  the  female  sex  hormones,  progesterone,  estra- 
diol and  estradiol  benzoate,  by  routes  other  than  in- 
jection, will  be  studied  at  Cornell  University  Medi- 
cal College  and  New  York  Medical  College.  Pro- 
gesterone, the  hormone  of  pregnancy,  will  be  studied 


at  Cornell  under  the  direction  of  Dr.  Ephraim  Shorr, 
associate  professor  of  medicine.  Dr.  Thomas  H. 
McGavack,  professor  of  clinical  medicine  and  direc- 
tor of  the  Metropolitan  Hospital  Research  Unit,  will 
supervise  the  studies  on  estradiol  and  estradiol  ben- 
zoate at  New  York  Medical  College. 

At  Yale  University’s  School  of  Medicine,  New 
Haven,  Connecticut,  the  metabolism,  absorption  and 
excretion  of  the  gallbladder  diagnostic  agent,  Prio- 
dax,  and  of  related  compounds  will  be  studied  under 
the  direction  of  Dr.  William  T.  Salter. 

Dr.  Robert  H.  Williams,  professor  of  medicine  and 
chairman  of  the  department  of  medicine  at  the  Uni- 
versity of  Washington  School  of  Medicine,  Seattle, 
will  supervise  studies  on  the  effect  of  the  male  hor- 
mone preparations  of  testosterone  in  thyrotoxicosis, 
Addison’s  disease,  and  Cushing’s  disease. 


Health  Department  Offers  Free  Penicillin  for  Venereal  Disease 


PENICILLIN-oil-beeswax  (“POB”)  for  intramus- 
cular injection  is  now  available  to  physicians  from 
the  New  York  City  Health  Department,  without 
charge,  for  the  treatment  of  patients  with  venereal 
disease.  This  new  service  to  New  York  City  physi- 
cians marks  a further  step  in  the  Department’s  pro- 
gram of  cooperation  with  the  medical  profession  in 
the  diagnosis,  treatment,  and  management  of  the 
venereal  diseases. 

Penicillin  will  be  supplied  in  recommended  dos- 
ages, after  verification  of  diagnosis,  for  the  treatment 
of  patients  with  gonorrhea,  primary  syphilis,  second- 
ary syphilis  other  early  syphilis  of  less  than  two 
years’  duration,  or  syphilis  in  pregnancy.  The  De- 
partment will  continue  to  distribute  arsenical  drugs 
and  bismuth. 

In  order  to  obtain  penicillin  or  the  arsenicals  an 
official  case  report  (form  4 17v)  must  be  on  file  with  the 
Department  of  Health  for  bach  patient  diagnosed 
and/or  under  treatment  for  venereal  disease.  It  is 


also  required  that  contact  information  be  submitted 
on  the  case  report  form.  A laboratory  report  is  not 
considered  a case  report  and  does  not  satisfy  require- 
ments of  the  Sanitary  Code. 

Case  report  forms  (417v),  drug  application  blanks, 
and  mailing  envelopes  arc  obtainable  from  the  Bu- 
reau of  Social  Hygiene,  Department  of  Health,  125 
Worth  Street,  New  York  City  13. 

Doctors  who  request  penicillin  for  treatment  of  a 
patient  should  not  delay  treatment  until  the  supply 
is  received  from  the  Health  Department.  Physicians 
should  use  their  office  supply  of  penicillin  to  start 
treatment  immediately. 

All  patients  with  gonorrhea  who  are  treated  with 
penicillin  should  be  given  a serologic  follow-up  for  at 
least  four  months  to  rule  out  syphilis. 

Recommended  penicillin  treatment  schedules  and 
summaries  of  the  latest  information  on  the  penicillin 
therapy  of  syphilis  are  available  on  request  from  the 
Bureau  of  Social  Hygiene. 


Bronx  Society  of  Neurology  and  Psychiatry  Formed 


TO  THE  list  of  medical  speciality  societies  in  the 
Bronx  has  been  added  the  Bronx  Society  of 
Neurology  and  Psychiatry,  recently  incorporated 
with  36  members. 

Officers  of  the  society  are:  Dr.  Joshua  H.  Leiner, 


president;  Dr.  Nathan  Savitsky,  vice-president; 
Dr.  Jacob  G.  H.  Friedman,  secretary;  and  Dr. 
Moses  Madonick,  treasurer.  The  executive  com- 
mittee members  are  Drs.  Hilbert  W.  Ehrlich,  Nich- 
olas It.  Lacascio,  and  Joseph  D.  Sullivan. 


MEDICAL  NEWS 


19«3 


September  1,  1948J 


Disabled  Miners  Seek  Rehabilitation  at  New  York  University-Bellevue  Medical  Center 


FLIGHT  southern  mine  workers,  disabled  by 
J— < paralysis  of  the  legs,  arrived  at  the  New  York 
University-Bellevue  Medical  Center  recently,  seek- 
ing a return  to  normal  living  through  medical  re- 
habilitation and  bringing  to  27  the  number  of  mem- 
bers of  the  United  Mine  Workers,  C.I.O.,  who  have 
been  or  will  be  brought  to  the  Medical  Center  for 
rehabilitation  training. 

Four  of  the  newly  arrived  miners  were  admitted  at 
the  Institute  of  Rehabilitation  of  the  Medical  Cen- 
ter, 325  East  38th  Street,  Dr.  Donald  A.  Covalt, 


clinical  director,  said,  with  the  remaining  four  being 
admitted  at  Post-Graduate  Hospital,  303  East  20th 
Street.  The  men  are  receiving  their  rehabilitation 
training  through  benefits  of  the  Welfare  and  Retire- 
ment Fund  of  the  U.M.W.  Medical  care  necessary 
before  rehabilitation  is  administered  to  the  miners  at 
Post-Graduate  Hospital,  and  preliminary  physical 
therapy  under  an  Institute  staff  member  is  carried  on 
there  simultaneously.  When  ready,  the  men  are 
transferred  to  the  Institute  for  rehabilitation  train- 
ing. 


New  York  City  Opens  Diagnostic  Service 


THE  New  York  City  Department  of  Health  has 
announced  details  of  plans  for  its  new  diagnostic 
and  periodic  health  examination  service.  Exact 
date  on  which  the  first  “pilot  clinic”  of  the  new  serv- 
ice will  be  opened  will  be  announced  after  Labor 
Day. 

The  diagnostic  service  will  be  available  only  to 
patients  referred  to  it  by  their  private  physician,  and 
the  patient  will  be  sent  back  to  the  referring  physi- 
cian for  actual  treatment. 

The  periodic  health  examination  service  will  be 
provided  for  persons  sent  by  their  doctor  and  persons 
from  groups  selected  for  such  study  by  the  Depart- 
i ment  of  Health. 

“The  new  diagnostic  service  program  is  being  put 
into  operation,”  Dr.  Harry  S.  Mustard,  Commis- 
I sioner  of  Health,  said,  “because  as  medical  knowl- 
I edge  has  progressed,  specialized  information,  skills 
and  equipment  have  become  increasingly  necessary 


if  patients  are  to  receive  the  full  benefits  of  modern 
medicine.” 

In  announcing  details  of  the  new  program,  Dr. 
Mustard  pointed  out  that  for  a number  of  years  the 
Department  has  made  certain  diagnostic  services 
available  to  physicians  in  private  practice.  Labora- 
tory services  have  been  available  for  more  than  fifty 
years  and  diagnostic  services  in  communicable  dis- 
eases for  nearly  as  long. 

Many  physicians  now  refer  patients  with  chest 
diseases  to  the  Department’s  Bureau  of  Tubercu- 
losis for  x-ray  and  other  studies.  Similarly,  private 
physicians  often  refer  patients  to  the  Department’s 
tropical  disease  and  venereal  disease  services  and  for 
consultation  on  acute  infections  of  the  central  ner- 
vous system. 

Specialized  services  are  also  available  for  physi- 
cians who  have  under  their  care  school  children  with 
cardiac,  orthopedic,  eye  or  dental  defects. 


Health  Training  Course  in  TB 


CTARTING  next  fall,  Nassau  County  school 
^ teachers  will  be  able  to  receive  two  points  of  in- 
i' service  credit  from  the  New  York  State  Department 
of  Education  for  the  successful  completion  of  a 
fifteen-week  health  education  course  to  be  conducted 
by  the  school  health  education  department  of  the 
Nassau  County  Tuberculosis  and  Public  Health 
( Association. 

In  a letter  to  the  association  stating  approval  of 
the  course,  Edward  S.  Mooney,  associate  for  teacher 
education  of  the  State  Department,  commended  the 


Tuberculosis  Association  highly  for  the  work  out- 
lined. “The  proposed  plan  is  broad  and  compre- 
hensive as  well  as  intensive  in  some  areas  covering 
personal,  mental,  and  community  aspects  of  the 
program,”  he  added. 

The  two  courses,  which  will  be  open  to  all  Nassau 
public  school  teachers,  will  consist  of  thirty  hours  of 
work  to  be  presented  in  15  two-hour  sessions. 
These  courses  will  begin  in  the  third  week  of  Septem- 
ber and  each  will  be  held  in  that  part  of  the  county 
most  accessible  to  the  majority  of  teachers  registered. 


Emotional  Aspects  of  Rehabilitation  to  Be  Studied  under  Dr.  Grayson 


A GRANT  of  $73,500  from  the  Commonwealth 
Fund  for  a research  project  to  study  the  emo- 
tional problems  of  the  physically  disabled  while  un- 
dergoing rehabilitation  training  was  announced 
^ recently  by  Dr.  Currier  McEwen,  dean,  New  York 
I University  College  of  Medicine.  The  research  proj- 
ect will  start  immediately  and  be  conducted  over  a 
three-year  period  at  the  Institute  of  Rehabilitation 
of  the  New  York  University-Bellevue  Medical  Cen- 
ter, he  said. 

Dr.  Morris  Grayson,  a psychiatrist  and  member  of 
‘ the  College  faculty,  will  direct  the  research,  it  was 
announced.  He  will  be  assisted  by  a staff  of  three 
workers  contributing  psychologic  and  social  service 
aid.  The  appointment  of  Dr.  Grayson  was  made  by 


joint  arrangement  between  the  College’s  Depart- 
ment of  Psychiatry  and  the  Institute  of  Rehabilita- 
tion. 

In  discussing  the  scope  of  the  project,  Dr.  Howard 
A.  Rusk,  director  of  the  Institute  and  professor  of 
rehabilitation  at  the  College  said,  “The  College  is 
undertaking  this  research  in  an  effort  to  provide  a 
comprehensive,  far  reaching  program  of  medical  re- 
habilitation, tbe  already  highly  developed  ‘third 
phase’  of  medical  care  that  takes  the  disabled  ‘from 
the  bed  to  the  job.’  ” Under  Dr.  Rusk  a Depart- 
ment of  Rehabilitation  is  already  functioning  as  a 
regular  part  of  the  undergraduate  curriculum  of  the 
College,  the  first  of  its  kind  in  any  medical  school  in 
the  country. 
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MEETINGS 

FUTURE 


Syracuse  and  Utica  Academies  of  Medicine 

Dr.  Floyd  S.  Winslow,  associate  in  pathology, 
University  of  Rochester  School  of  Medicine,  will 
speak  on  “The  Doctor  on  the  Witness  Stand’’  at  a 
joint  meeting  of  the  Syracuse  and  Utica  Academies 
of  Medicine  on  Wednesday  evening,  September  16, 
at  8:00  p.m.  o’clock.  The  meeting  will  be  held  at 
the  Rome  Country  Club  Rome.  This  instruction  is 
provided  by  the  Medical  Society  of  the  State  of  New 
York  with  the  cooperation  of  the  New  York  State 
Department  of  Health. 

American  Otorhinologic  Society  for  the  Advance- 
ment of  Plastic  and  Reconstructive  Surgery,  Inc. 

The  sixth  annual  meeting  of  the  American  Oto- 
rhinologic Society  for  the  Advancement  of  Plastic  and 
Reconstructive  Surgery  will  be  held  at  the  Palmer 
House,  Chicago,  on  Saturday,  October  9.  Complete 


programs  may  be  obtained  by  writing  to  the  secre- 
tary, Dr.  Norman  N.  Smith,  291  Whitney  Avenue, 
New  Haven  11,  Connecticut. 

Recent  action  by  the  Society  provides  for  associate 
and  corresponding  membership  in  addition  to  full 
fellowship.  Complete  details  are  available  from  the 
secretary. 

American  Academy  of  Dental  Medicine 

The  American  Academy  of  Dental  Medicine  will 
hold  its  annual  midwinter  meeting  and  luncheon  at 
the  Hotel  Pennsylvania,  New  York  City,  on  Sunday, 
December  5,  at  12:30  p.m.  Round  table  discussions 
on  dental-medical  subjects  will  follow.  All  members 
and  interested  dentists  and  physicians  are  invited. 

Further  information  may  be  obtained  from  Dr. 
William  M.  Greenhut,  national  secretary,  124  East 
84th  Street,  New  York  City  28. 


PERSONALITIES 


Retired 

Dr.  Edwin  D.  Putnam,  Olean,  who  practiced  at 
Lackawanna,  Forestville,  and  Buffalo  before  coming 
to  Olean,  retired  to  his  home  town  of  Cassadaga, 
Chautauqua  County. 

Appointed 

Dr.  Marshall  W.  Brown,  Babylon,  as  a coroner  of 
Suffolk  County,  to  serve  out  the  uncompleted  year 
of  the  late  Dr.  Grover  A.  Silliman’s  term  . . . Dr. 
John  E.  Burke,  Schenectady,  as  temporary  health 
officer  to  fill  the  vacancy  caused  by  the  death  of  Dr. 
William  C.  Treder. 

Elected 

Dr.  Max  M.  Simon,  Poughkeepsie,  as  president  of 
the  Hudson  Valley  chapter  of  the  American  Jewish 
Physicians’  Committee. 

Speakers 

A series  of  radio  talks  on  mental  hygiene  were  pre- 
sented over  Station  WXRA,  Kenmore,  during  May, 


June,  and  July,  arranged  by  Dr.  Bernard  S.  Stell, 
director  of  the  mental  hygiene  clinic,  Veterans  Ad- 
ministration. Included  in  the  program  were:  Dr. 
Leslie  A.  Osborn,  professor  of  psychiatry,  Univer- 
sity of  Buffalo,  “The  Importance  of  Emotional 
Health  to  You’’;  Dr.  Stell,  “The  Emotional  Needs 
of  the  Personality”;  Mr.  Thomas  Sonne,  chief  of 
special  rehabilitation  and  advisement  unit,  Veterans 
Administration,  “Emotional  Adjustment  Through 
Vocational  Guidance,”  and'others. 

New  Offices 

Dr.  Bruce  Babcock,  general  practice  in  Buffalo  in 
association  with  Dr.  I.  Eugene  Hagadorn  . . . Dr. 
Hugh  D.  Black,  general  practice  in  Oxford  . . . Dr. 
Philip  Horenstein,  Flushing,  general  practice  in 
Mayfield  . . . Dr.  Gilbert  M.  Palen,  Margaretville, 
and  Dr.  Ray  Huggins,  Andes,  general  clinic  in  Mar- 
garetville . . . Dr.  William  Knoff,  former  Army  medi- 
cal officer,  general  practice  in  Pleasantville  . . . Dr. 
David  F.  Ryan,  general  practice  in  Yonkers. 


COUNTY  NEWS 


Chautauqua  County 

The  13th  annual  interstate  meeting,  sponsored  by 
the  Chautauqua  County  Medical  Society,  was  held 
July  29  in  Chautauqua,  with  Dr.  Edward  L. 
Schwabe,  Brocton,  and  Dr.  H.  Wolcott  Ingram, 
Jamestown,  in  charge  of  arrangements. 

Speakers  at  the  meeting  included:  Dr.  Roy  Seibel, 
Buffalo,  “X-Ray  Diagnosis  of  Heart  Disease”;  Dr. 
James  Bordley,  Cooperstown,  “Clinical  Evaluation 
of  the  Treatment  of  Hypertension”;  Dr.  Claude 
Welch,  Boston,  Massachusetts,  “Surgical  Aspects 
of  Hypertension”;  Dr.  Gordon  Murray,  Toronto, 
Canada,  “Artificial  Kidney,”  and  Dr.  Anton  J.  Carl- 
son, University  of  Chicago,  “Medicine,  Civilization, 
and  the  Future  of  Man.” 

Monroe  County 

Two  honors  have  been  received  by  the  radio  pro- 
gram of  the  Monroe  County  Medical  Society — in 
May,  Station  WHAM  was  notified  that  a broadcast 


on  "Glaucoma,”  presented  by  Dr.  Eugene  Vernou 
and  Dr.  Frank  Barber,  had  received  a citation  from 
Billboard,  a national  entertainment  publication,  in  a 
nation-wide  contest  of  public  service  programs  ori- 
ginating on  a local  level.  On  June  12,  the  Society 
was  saluted  by  the  American  Medical  Association  on 
its  Saturday  afternoon  program,  for  the  outstanding 
record  of  17  years  of  continuous  programs.  Dr. 
Gordon  Hemmett,  chairman  of  the  Health  Educa- 
tion Committee  of  the  County  Society,  represented 
the  Society  on  the  program,  which  featured  five  other 
county  or  State  societies  for  recognition  of  service. 

August  broadcasts  over  WHAM  included:  Aug- 
ust 7 — “Sunstroke  and  Heatstroke,”  Dr.  James  H. 
Sterner  and  Dr.  Charles  I.  Miller;  August  14 — 
“Allergies,”  Dr.  Jerome  Glaser;  August  21 — “Polio- 
myelitis,” Dr.  Herbert  C.  Soule,  Jr.,  and  August  28 
— “Child  Psychology,”  Dr.  Chester  L.  Reynolds. 

[Continued  on  page  1966] 
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Marvin  R.  Thompson,  Ph.D.,  through 
original  laboratory  methods  has  suc- 
ceeded in  the  development  of  a unique 
lacto-salicylate  compound  which  pro- 
vides liquid  salicylate  therapy  in  the 
ultimate,  at  the  same  time  by-passing 
untoward  effects  generally  associated 
with  acetosalicylic  acid  and  other  re- 
lated salicylate  administration. 


power  . . . 

and  speed 
without 

penalty  in 
salicylate 

therapy! 


SYRUP  LACTO- 
SALICYLATE  CO. 
-MRT 

(An  original  MRT  contribution) 


i i 


SYRUP  LACTO-SALICYLATE  CO.- 
MRT  is  an  exceptionally  stable  and 
palatable  syrup  containing  sodium 
salts,  salicylic  and  lactic  acids. 

INDICATIONS : Recommended  for  use 
whenever  aspirin  or  other  salicylates 
are  indicated;  namely  as  an  analgesic 
and  antipyretic  agency  in  colds,  grippe, 
rheumatic  disease,  gout,  neuralgias, 
arthritis,  etc. 


Each  teaspoonful  (5  c.c.)  of  SYRUP 
LACTO-SALICYLATE  CO.-MRT  con- 
tains 1.5  Gm.  of  sodium  lactate  and 
0.3  Gm.  of  sodium  salicylate  represent- 
ing the  full  potency  of  5 grains  of 
acetosalicylic  acid  (aspirin). 


no  coined  names  . . . specify  . 


I 1 

| MRT  ! 

i 1 


literature  and  samples  on  request 


MARVIN  R.  THOMPSON,  inc. 

service  to  medicine 


STAMFORD,  CONNECTICUT 
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[Continued  from  page  1964] 

Oneida  County 

Dr.  James  I.  Farrell,  president  of  the  Oneida 
County  Medical  Society,  announced  on  July  20  the 
appointment  of  a medical  board  of  arbitration,  to 
which  insurance  companies  may  submit  physicians’ 
bills  which  they  believe  to  be  excessive.  The  move 
was  taken  as  the  result  of  the  40  per  cent  increase  in 
automobile  liability  insurance  rates,  effective  July 
19.  Dr.  Farrell  also  announced  that  he  would  ap- 
point a committee  to  study  the  situation  and  make 
recommendations  to  the  Society. 

Members  of  the  board  are:  Drs.  John  F.  Kelley, 
Gordon  A.  Holden,  Vaughn  W.  Dutton,  Frederick  T. 
Owens,  B.  Victor  Dilorio,  Philip  L.  Turner,  Eliot 
Friedman,  Willard  H.  Willis,  and  Karl  W.  Gruppe, 
Utica,  and  Dr.  Arthur  Gaffney,  Clinton. 

Onondaga  County 

At  a special  meeting  on  July  13,  the  Onondaga 
County  Medical  Society  voted  to  favor  the  estab- 
lishment of  a unit  of  the  national  Red  Cross  blood 
service  program,  following  the  presentation  of  the 
report  of  a committee  appointed  in  June  by  Dr. 
J.  G.  Fred  Hiss,  president,  to  investigate  the  ad- 
visability of  inviting  the  Red  Cross  to  participate 
in  a blood  donor  service. 

Dr.  Frederick  N.  Marty,  chairman,  Dr.  Frederick 
S.  Wetherell,  Dr.  Dwight  V.  Needham,  Dr.  Eugene 
Lozner,  and  Dr.  Leon  G.  Berman  recommended  to 
the  Society  that  the  Red  Cross  be  invited  to  estab- 
lish a blood  bank  covering  17  central  New  York 
State  counties. 

If  received  favorably  by  the  Red  Cross,  service 
will  be  established,  depending  on  how  quickly  equip- 
ment and  personnel  can  be  obtained.  The  national 
organization  would  be  responsible  for  the  recruiting 
of  donors,  collecting  of  blood  and  delivery  to  hos- 
pitals in  the  area.  Mobile  units,  each  with  a doctor 
in  charge,  would  cover  the  communities  in  the 
territory,  similar  to  blood  procurement  during  the 
war. 

Rockland  County 

A threefold  medical  program  to  meet  the  urgent 
needs  of  Rockland  County  has  been  announced  by 
the  public  information  committee  of  the  Rockland 
County  Medical  Society.  The  program  calls  for 
the  establishment  of  a hospital  for  the  chronically 
ill  and  incurable,  of  diagnostic  centers  for  diagnostic 
procedures  at  moderate  cost,  and  of  a county  labora- 
tory which  would  incorporate  the  county  health 
officer’s  unit  and  a medical  examiner’s  bureau. 

Schenectady  County 

Certificates  of  honor  were  presented  to  three 
Schenectady  physicians  at  a dinner  meeting  of  the 
Schenectady  County  Medical  Society  on  June  10. 

They  were  Dr.  William  J.  Swart,  Dr.  Elizabeth 
Van  Rensselaer  Gillette,  and  Dr.  Charles  G.  Mc- 
Mullen. The  recipients  of  the  award  for  “faithful- 
ness and  longevity  of  service”  were  graduated  from 
medical  college  fifty  years  ago. 

Dr.  Nelson  H.  Rust,  society  president,  was  in 
charge.  The  certificates  were  presented  by  Dr. 
Stuart  F.  MacMillan,  vice-president  of  the  society. 
More  than  150  persons  attended  the  dinner.  Frank 
B.  Blount,  Chicago  economist,  was  the  principal 
speaker. 

The  Schenectady  County  Medical  Society  is  co-_ 
operating  with  the  State  Division  of  Medical  Serv- 


ices in  its  three-month  survey  of  Schenectady 
County  to  obtain  information  on  cerebral  palsy. 
Dr.  William  E.  Gazeley  heads  a committee  which 
was  named  recently  to  work  with  the  State  in  con- 
ducting the  study. 

Schoharie  County 

Officers  were  nominated  at  a recent  meeting  of  the 
Schoharie  County  Medical  Society,  held  in  Middle- 
burgh,  to  succeed  themselves  in  office  for  a year’s 
term.  They  are:  Dr.  John  Wadsworth,  Cobleskill, 
president;  Dr.  Frank  Konta,  Richmondville,  vice- 
president;  Dr.  Duncan  Best,  Middleburgh,  treas- 
urer; and  Dr.  Donald  R.  Lyon,  Middleburgh, 
secretary. 

Plans  were  discussed  for  the  Third  District 
Branch  Meeting,  which  will  be  held  in  Schoharie  on 
September  23. 

Steuben  County 

Dr.  Lawrence  E.  Young,  research  associate  in 
medicine  at  the  University  of  Rochester  School  of 
Medicine,  spoke  on  “Recent  Advances  in  Hema- 
tology” at  a meeting  held  at  the  Bath  Veterans 
Administration  Hospital  on  June  25. 

Sullivan  County 

The  growth  and  development  of  prepaid  medical 
services  was  the  theme  of  addresses  by  three  repre- 
sentatives of  United  Medical  Service  who  attended 
a June  meeting  of  the  Sullivan  County  Medical 
Society  in  Liberty.  They  were  John  F.  McCor- 
mack, executive  vice-president;  Frederic  E.  Elliott, 
director  of  medical  services;  and  Frank  Van  Dyk, 
vice-president  of  U.M.S.  and  its  affiliate,  Associated 
Hospital  Service — New  York’s  Blue  Cross  Plan. 

According  to  Mr.  McCormack,  approximately 
16,000  physicians,  including  many  members  of  the 
Sullivan  County  Medical  Society,  are  now  partici- 
pating in  U.M.S. 

Tompkins  County 

The  Council  Committee  of  Public  Health  and 
Education  of  the  State  Medical  Society,  in  coopera- 
tion with  the  State  Department  of  Health,  is  spon- 
soring a lecture  by  Dr.  Kristian  G.  Hansson  for  the 
members  of  the  Tompkins  County  Medical  Society 
on  Monday,  September  20,  at  8: 30  p.m. 

Dr.  Hansson  is  assistant  professor  of  clinical  sur- 
gery at  Cornell  University  Medical  College  and 
director  of  physical  therapy  at  the  Hospital  for 
Special  Surgery  and  New  York  Hospital.  His  sub- 
ject will  be  “Prescription  in  Physical  Medicine.” 

The  meeting  will  be  held  at  the  Tompkins  County 
Memorial  Hospital  in  Ithaca. 

Wayne  County 

Physicians  and  veterinarians  of  Wayne  County 
joined  to  discuss  measures  for  controlling  undulant 
fever  in  the  area  at  a June  meeting  of  the  County 
Medical  Society  at  Newark  Country  Club. 

Two  authorities  on  the  subject  addressed  the  joint 
session  and  urged  steps  for  control  of  the  infectious 
disease  which,  they  declared,  has  become  a major 
problem  for  rural  areas  of  the  state.  The  speakers 
were  Dr.  Hollis  S.  Ingraham  of  Albany,  chief  of  the 
Communicable  Diseases  Division  of  the  State 
Health  Department,  and  Dr.  Alexander  Zeissig  of 
Ithaca,  former  professor  of  veterinary  bacteriology 
at  Cornell  University  and  now  veterinarian  consult- 
ant of  the  State  Health  Department. 
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an  entirely  new 
to  the  treatment 

The  intensity  of  pain  is  determined,  in  no  small  degree, 
by  the  patient’s  mood.  It  follows  that  any  measure  which  will 
lessen  your  patient’s  preoccupation  with  his  pain 
will  actually  make  him  feel  his  pain  less. 

Edrisal  contains  two  analgesics  of  established  effectiveness. 

But,  just  as  important,  it  also  contains  the  logical  anti-depressant, 
Benzedrine*  Sulfate.  Thus  Edrisal  not  only  relieves  your  patient’s 
organic  pain,  but  also  relieves  his  anxiety  over  it.  In  Edrisal, 
therefore,  you  have  a unique  weapon — a double-barreled  weapon — 
for  the  relief  of  pain. 

Each  Edrisal  tablet  contains  acetylsalicylic  acid  (2.5  gr.),  phenacetin  (2.5  gr.),  and  ‘Benzedrine’ Sulfate 
(2.5  mg.).  For  samples  and  full  information,  write  us  at  429  Arch  St.,  Philadelphia  5,  Pa. 

Smith,  Kline  & French  Laboratories,  Philadelphia 

Edrisal 

its  dual  action  relieves  pain  • lifts  mood 


T.M.  Rejr  U.S.  Pat. Off.  for  racemic  amphetamine  sulfate, S.K.F. 


Photo  courtesy  University  of  Pennsylvania  Museum. 
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Refresher  Course  in  Medicine  at  City  Hospital 


CITY  Hospital  announces  that  the  next  refresher 
course  in  medicine  will  be  given  from  October 
4 through  November  5,  1948.  The  hours  are 

Monday,  Wednesday,  and  Friday  mornings,  and 
Tuesday  and  Thursday  afternoons.  The  courses 
are  held  at  Welfare  Island  Dispensary. 

The  course  is  a comprehensive  review  in  internal 
medicine  and  the  allied  specialties  designed  to  meet 


the  needs  of  the  general  practitioner.  The  subjects 
include  allergy,  cardiology,  diabetes,  gastroenterol- 
ogy, hematology,  peripheral  vascular  disease,  and 
pulmonary  disease. 

There  is  no  tuition  fee.  Request  for  applications 
should  be  addressed  to  Dr.  Milton  B.  Rosenblatt, 
Welfare  Island  Dispensary,  80th  Street  and  East 
End  Avenue,  New  York  City  21. 


Brooklyn  Hospital  to  Offer  Newest  Methods  in  Rehabilitation 


PLANS  have  been  completed  by  the  Jewish  Sani- 
tarium and  Hospital  for  Chronic  Diseases, 
Brooklyn,  for  a new  department  of  physical  medi- 
cine and  an  extensive  rehabilitation  program,  it  was 
announced  in  August  by  Isaac  Albert,  president  of 
the  institution. 

Patterned  after  the  Institute  of  Rehabilitation  of 
the  New  York  University-Bellevue  Medical  Center, 
the  facilities  will  be  housed  in  a $2,500,000  six-story 
building  now  under  construction  apd  expected  to  be 
ready  for  the  patients  next  March. 

There  will  be  bed  capacity  for  more  than  260 
patients,  including  100  children,  which  will  make  the 


new  department  one  of  the  largest  of  its  type  in  the 
world,  according  to  Arthur  Feigenbaum,  superin- 
tendent of  the  sanitarium  and  hospital. 

He  said  that  the  rehabilitation  program  would 
embrace  the  newest  concepts  of  physical  medicine, 
hydrotherapy,  and  occupational  therapy,  “which 
will  endeavor  to  give  some  degree  of  independence 
or  semi-independence  to  groups  of  patients,  who, 
until  now,  were  hopelessly  disabled  for  life.” 

The  building,  which  will  be  the  fourth  on  the  in- 
stitution’s grounds,  is  being  constructed  along  the 
“butterfly”  design.  This  allows  the  sun,  when  it  is 
at  any  angle,  to  reach  the  solariums  on  each  floor. 


Hospitals  Report 

A LMOST  18  million  Americans  were  admitted 
into  the  6,173  hospitals  of  the  United  States 
in  1947,  according  to  the  1948  American  Hospital 
Directory  compiled  and  published  by  the  American 
Hospital  Association.  This  represents  an  average 
of  one  of  every  eight  Americans  receiving  hospital 
care. 

Approximately  16  million  patients,  two  million 
more  than  in  1946,  were  admitted  to  general  hos- 
pitals during  the  year,  the  Directory  reports.  In 
addition,  40  million  hospital  visits  were  made  by 
outpatients,  those  needing  special  tests  or  treat- 
ments without  bed  care. 

The  avefage  cost  of  caring  for  a patient  for  one 
day  in  a general  hospital  rose  from  $9.39  to  $11.09 
in  the  year  1946-1947,  according  to  the  Directory. 
Yet  the  average  income  from  patients  was  $9.71, 
leaving  ii  daily  deficit  of  $1 .38  per  patient  to  be  made 
up  through  voluntary  contributions  and  gifts  from 
the  public.  Part  of  the  $2,354,344,000  expended  by 
hospitals  in  1947  was  for  the  salaries  of  the  79  full- 
time employes  serving  every  100  patients  in  all 
types  of  hospitals,  the  Directory  states.  General 
hospitals  had  approximately  151  employes  for 
every  100  patients  to  maintain  prevailing  high 
standards  of  patient  care.  Hospitals  spent  about 
400  million  dollars  more  in  1947  than  in  1946,  be- 


Rise  in  Admissions 

cause  of  higer  wages,  higher  prices,  and  expanded 
services. 

The  average  patient  going  to  a general  hospital 
in  1947  stayed  for  only  eight  days,  as  compared  with 
9.1  days  in  1946,  the  figures  show.  This  reflects 
the  spreading  practice  of  entering  hospitals  in  earlier 
stages  of  illness,  possible  for  increasing  numbers  of 
people  through  Blue  Cross  and  other  prepayment 
plans,  as  well  as  wider  recognition  of  the  value  of 
hospitals,  improved  treatment  methods,  and  early 
ambulation. 

Hospitals  in  1947  had  total  assets  of  approximately 
six  billion  dollars,  which  is  more  than  $42  for  every 
man,  woman,  and  child  in  the  United  States.  Of 
that  amount,  general  hospitals’  plant  valuation 
represents  almost  three  and  a half  billion  dollars,  an 
average  of  $7,500  per  bed. 

“Ten  years  agOj  in  1937,  9,221,517  patients  were 
admitted  to  hospitals,”  George  Bugbee,  executive 
director  of  the  American  Hospital  Association  re- 
ported. “During  this  ten-year  span,  hospital  ad- 
missions have  increased  almost  100  per  cent.  The 
facts  revealed  by  the  Association’s  survey  drama- 
tically illustrate  the  increased  recognition  of  the 
placy  of  hospitals  in  the  nation’s  health  and  wel- 
fare.” 

[Continued  on  page  1970) 
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CHRONOGRAPH  29? 


ALL  PURPOSE  TIMEPIECE 

• WRIST  WATCH  • STOP  WATCH 

• TELEMETER  • TACHOMETER 

Incabloc  Shock  Resistant  Feature, 
Anti-Magnetic.  Sweep-Second 
Hand.  Radium  Dial,  Unbreakable 
Crystal,  Stainless  Steel  Back. 
(Formerly  $7  1.50.)  Each  watch 
BRAND  NEW.  NOT  SURPLUS' 
Ideal  for:  PHYSICIANS.  SPORTS? 
MEN.  PHOTOGRAPHERS.  RADIO 
BROADCASTERS.  ENGINEERS. 
AVIATORS,  etc. 

OUR  GUARANTEE: 
MONEY  BACK  in  10  DAYS 
—If  not  satisfied  for  any  reason! 

ALSO  AVAILABLE  in  18  K.  GOLD 
CASE  $64.50  (plus  109b  Tax)  For. 
merly  $125.00. 

Am  CU/JEWELERS  (Dept.  105) 
MULHTV117  W.  42nd  St  . NYC  18 


Mail  orders  promptly  filled.  Shipped  C.O.D.  or  send  check 
or  money-order.  Address  mail  orders  to  ADLEW  JEWEL- 
ERS, 152  West  42nd  St.,  N.  Y.  18,  Dept.  105. 
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The  Alkalol  Company,  Taunton  12,  Mass.  , 


PLAN  YOUR 
INCOME  TAX 
PROGRAM 

• TO  GUESS  IS  EXPENSIVE  • 

• Keep  accurate  books  reporting 
all  Income  and  Expenses 

• Practice  Tax  principles 

We  offer  a service  and  the  neces- 
• sary  business  forms  to  provide:- 
/ Monthly  Financial  Statements 
/ Data  for  Estimated  Tax  Declarations 
/ Figures  for  Income  Tax  Returns 

For  information,  write  to.— 

BOASI  & HAGGERTY 

45-41  47th  St.,  Woodside,  L.I.,  N.Y. 

A CONFIDENTIAL  SERVICE 
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Each  tablet  contains:  Extract  of  Rhubarb,  Senna,  Precipitated  Sulfur,  Peppermint  Oil  and 
Fennel  Oil,  in  a high  activated  willow  charcoal  baso. 

Action  and  usot:  Mild  laxativo,  adsorbont  and  carminathro.  For  use  In  indigestion,  hyper- 
acidity, bloating  and  flatulonco. 

1 or  2 tablets  daily  hour  aftor  meals.  iottles  a I 100. 

STANDARD  PHARMACEUTICAL  COv  INC  1123  troodwoy.  Now  York 


POST  OFFICE  DEPARTMENT  SPEEDS  UP  CAMPAIGN  TO  EXPOSE  MAIL  ORDER 
INSURANCE  RACKET 


Insurance  producers  who  have  run  up  against  mail 
order  insurance  literature,  received  by  their  clients- 
or  prospects,  will  -welcome  the  news  that  the  Post 
Office  Department  is  stepping  up  its  campaign  to 
eradicate  such  soliciting  activities  on  the  part  of 
small  insurance  companies,  usually  licensed  only  in 
their  home  state,  who  are  using  the  mails  to  defraud 
the  public. 

The  fact  that  these  companies  can  be  required 
after  July  1 by  the  Federal  Trade  Commission  to  set 
up  trade  practice  standards  may  be  the  punitive 
action  that  will  halt  the  racket  which  has  enabled 
some  of  them  to  gross  as  much  as  $2,000,000  an- 
nually. Up  to  date  this  year  the  Post  Office  Depart- 
ment has  made  a number  of  indictments,  and  it  now 
calls  upon  State  Insurance  Departments  for  assis- 


tance in  cracking  down  on  mail  order  activities. 
Specifically,  Insurance  Department  cooperation  is 
sought  in  the  following: 

1.  To  assure  the  success  of  the  Post  Office  De- 
partment’s concerted  drive  which  started  with  the 
assignment  of  a picked  squad  of  postal  inspectors  to 
follow  up  thousands  of  complaints  two  years  ago. 

2.  More  surveillance  by  the  states  over  advertis- 
ing of  insurance.  If  Insurance  Departments  tight- 
ened up  on  their  requirements  the  public  will  get 
what  the  advertisements  lead  them  to  think  that 
they  will  get. 

3.  A voluntary,  self-generated  move  by  trade 
associations,  particularly  in  the  accident  and  health 
field,  to  insist  upon  strict  standards  as  a guide  to 
advertising  done  by  their  member  companies. 
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Hospital  Study  Undertaken  by  Columbia 


THE  current  financial  difficulties  of  most  hospitals 
and  the  implications  for  future  hospital  mainte- 
nance, operation,  and  service  will  beanalyzed  in  a 
study  to  be  carried  out  during  the  next  year  by 
Columbia  University  under  a contract  with  the  New 
York  State  Joint  Hospital  Survey  and  Planning 
Commission,  it  was  announced  jointly  in  August 
at  the  offices  of  President  Dwight  D.  Eisenhower  of 
the  University  and  Robert  T.  Lansdale,  chairman  of 
the  Commission.  The  study  will  be  carried  out  at 
Columbia  under  a $60,000  allotment  from  the  State. 

Under  the  terms  of  the  arrangement,  Columbia 
will  examine  the  financial  structure  of  the  hospital 
system  in  New  York  State,  analyze  relative  costs 
for  various  classes  of  patients,  analyze  responsibili- 
ties of  government  for  financial  aid  to  hospitals,  and 
prepare  a report  on  its  findings.  The  State  will  pro- 
vide statistical  data  from  its  various  agencies. 

The  study  will  be  directed  by  Dr.  Eli  Ginzberg, 
associate  professor  of  economics  at  Columbia’s 
School  of  Business,  who  was  selected  because  of  his 
unusual  background  which  combines  economics  and 
medical  administrative  work.  This  includes  war- 
time experience  as  director  of  the  Resources  Analysis 
Division  of  the  Surgeon-General’s  Office,  U.S. 
Army,  in  which  capacity  he  was  responsible  for 
planning  and  allocating  resources  for  1,000  hospitals 
and  700,000  personnel. 

Since  the  end  of  the  war,  Dr.  Ginzberg  has  con- 
tinued to  serve  as  consultant  to  the  Surgeon-General 
of  the  Army.  He  was  the  only  lay  member  of  the 
Secretary  of  War’s  Advisory  Committee  and  is  ad- 
visor to  the  Medical  Services  Committee  of  the 
Hoover  Commission  of  the  Federal  government. 

Professor  Herbert  Klarman  of  the  Department 
of  Economics  at  Brooklyn  College  will  serve  as  as- 
sistant director  for  the  study.  Professor  Klarman 


served  with  Dr.  Ginzberg  during  the  war  in  the 
Surgeon-General’s  Office  and  more  recently  par- 
ticipated in  the  study  of  the  function  of  nursing. 

. The  New  York  State  Joint  Hospital  Survey  and 
Planning  Commission  is  headed  by  Commissioner 
of  Welfare  Lansdale,  chairman,  and  its  executive  di- 
rector is  Dr.  John  J.  Bourke.  The  Commission  has 
recently  completed  a plan  involving  $750,000,000 
of  needed  new  voluntary  and  public  hospital  con- 
struction in  the  State  and  is  concerned  with  the 
social,  economic,  and  operational  aspects  of  hospital 
finance  “to  execute  these  functions  properly.” 

In  undertaking  the  study,  Columbia  and  New 
York  State  are  pioneering  in  the  investigation  of  the 
reasons  behind  the  financial  plight  of  the  voluntary 
hospital  throughout  the  United  States.  It  is  believed 
that  the  study  may  also  be  helpful  in  solving  finan- 
cial problems  affecting  such  other  voluntary  institu- 
tions as  those  of  private  education. 

The  study  will  begin  immediately  and  will  ter- 
minate with  the  completion  of  the  report  sometime 
next  year.  This  report  will  cover  such  subjects 
as  the  growing  role  of  the  modern  hospital  as  the 
central  institution  in  the  provision  of  medical  care, 
and  the  changing  relationship  between  the  private 
individual’s  needs  and  his  ability  to  pay  for  hospital 
service.  Special  attention  will  be  paid  to  trends  in 
income  and  costs. 

The  analysis  and  the  findings  which  will  grow  out 
of  this  study  will  provide  aid  to  the  Joint  Hospital 
Survey’  and  Planning  Commission  in  developing 
recommendations  to  the  Governor  and  the  Legis- 
lature. Faculty  members  at  Columbia  who  will 
contribute  to  the  study  will  be  drawn  from  the  School 
of  Business,  the  College  of  Physicians  and  Surgeons, 
the  School  of  Law,  Teachers  College,  and  the  Faculty 
of  Political  Science. 


Fellowships  Available  at  Post-Graduate  Hospital 


TWO  appointments  for  research  fellows  in  medi- 
cine, for  studies  in  the  field  of  metabolic  and  de- 
generative diseases  are  available  immediately  in 
the  New  York  Post-Graduate  Hospital.  There  will 
be  opportunity  for  ward  studies,  postgraduate 
courses,  and  outpatient  clinic  work.  Salary  will  be 
$3,000  per  year. 

To  qualify,  the  applicant  must  have  graduated 


from  a grade  A medical  school  and  have  had  three 
years  approved  hospital  training  in  medicine  and 
allied  fields.  Both  masculine  and  feminine  appli- 
cants are  acceptable.  . 

Applications  should  be  addressed  to  Dr.  John 
D.  Currence,  New  York  Post-Graduate  Medical 
School  and  Hospital,  303  East  20th  Street,  New 
York  City  3. 


Hospital  Convention  Scheduled  for  September 


THE  fiftieth  anniversary  convention  of  the  Ameri- 
can Hospital  Association  is  to  be  held  in  Atlantic 
City,  New  Jersey,  September  20  through  September 
23,  according  to  a recent  announcement.  The 
theme  of  the  convention  is  “Hospitals — Vital  to 
Better  Living.” 

The  morning  sessions  will  be  joint  meetings  of  the 
Assembly  and  the  House  of  Delegates,  with  the  lat- 
ter serving  as  a large  discussion  panel.  These  will 
be  devoted  to  important’  issues  and  problems  in- 
volved in  two  main  areas:  the  care  of  the  patient 
and  hospital  finances.  The  Association’s  president, 


Graham  L.  Davis,  will  preside  at  the  convention. 

The  afternoon  sessions  will  be  large  general  meet- 
ings, each  with  two  speakers  representative  of  vari- 
ous phases  of  community  life,  such  as  education, 
science  and  research,  finance,  business  and  industry, 
public  health  and  government,  the  individual  and 
the  phase  of  common  interest  in  national  defense. 
These  speakers  will  visualize  how  the  hospital  has 
worked  to  affect  their  particular  phase  of  community 
life  and  to  construct  what  they  believe  is  the  future 
challenge  for  hospitals  and  health  in  their  particular 
field. 


[Continued  on  page  1072] 


FLAT  SPRING  DIAPHRAGM 


Physician’s  package  and 
complete  description  of 
the  New  Technique  will  be 
sent  upon  request. 


Ethically  promoted  — 
Advertised  only  to  the 
medical  profession. 


Easily  Fitted— The  Lanteen  Flat  Spring 

Diaphragm,  collapsible  in  one  plane  only, 
is  easily  placed  without  an  inserter. 

Remains  in  Position— The  flat  spring  rim  of  the  Lanteen 
Diaphragm  gently  but  firmly  holds  the  diaphragm  in 
place  even  during  changes  in  body  position. 

Long  Lasting— Lanteen  Diaphragms,  made  of  the 
finest  rubber,  are  guaranteed  against  defects  for 
a period  of  one  year. 


LANTEEN  MEDICAL  LABORATORIES,  INC. 

900  North  Franklin  Street,  Chicago  10,  Illinois 
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Pollen  Count  Taken  by 

RAGWEED  pollen  counts  .are  being  made  daily 
between  August  15  and  October  1 by  the 
allergy  department  of  White  Plains  Hospital,  it  has 
been  announced.  Only  five  hospitals  in  New  York 
have  similar  services. 

Last  year  the  allergy  department  exposed  slides  of 
pollen  but  did  not  take  counts.  Counts  were  taken 
at  Brooklyn  Hospital  which  is  headquarters  for 
pollen  determination  in  a 50-mile  radius  of  New  York 


White  Plains  Hospital 

City.  The  two  hospitals  are  cooperating 'this  year. 

The  White  Plains  Hospital  allergy  department  is 
described  as  self-sufficient.  It  manufactures  its 
own  extracts  and  vaccines.  A technician  is  in  at- 
tendance at  the  laboratory  daily.  An  allergy  clinic 
started  in  April  of  1947  is  staffed  by  three  doctors 
and  a social  worker.  Attendance  is  by  appointment 
only  and  patients  must  be  referred  by  their  own  doc- 
tor or  another  clinic  in  the  hospital. 


Study  of  Hospital 

A SPECIAL  committee  of  the  Hospital  Council 
of  Greater  New  York  has  been  collecting  data 
as  a basis  for  a study  of  the  hospital  affiliations  of 
physicians  in  Greater  New  York.  The  committee 
represents  the  interests  of  the  physicians,  the  hos- 
pitals, and  the  community,  and  hopes  to  bring  to 
light  interesting  and  valuable  facts  on  which  it  can 
base  its  report  and  recommendations.  So  far,  the 
committee  has  obtained  most  of  its  information 
from  the  hospitals  and  other  sources. 

Dr.  John  B.  Pastore,  executive  director  of  the  Hos- 
pital Council,  has  written  to  every  physician  in  New 
York  County  for  whom  no  hospital  appointment  of 
any  kind  had  been  noted,  including  those  with  pri- 
vate patient  privileges  only,  and  requested  that  a 


Staff  Appointments 

brief  questionnaire  be  filled  out  and  returned  to  the 
Council’s  offices.  The  purpose  of  the  questionnaire 
is  to  obtain  information  regarding  the  needs  of  those 
physicians  who  apparently  do  not  have  any  hospital 
affiliations  at  present. 

This  study  promises  to  be  an  important  contribu- 
tion to  an  understanding  of  the  problem  facing  every 
physician,  every  county  society,  and  hospital  in 
New  York  City.  The  more  complete  returns,  the 
more  accurate  and  valuable  the  study  will  be. 
Those  physicians  who  received  questionnaires  from 
the  Council  and  have  not  yet  returned  them  are 
urged  to  do  so.  Additional  copies  may  be  obtained 
from  the  Hospital  Council  of  Greater  New  York, 
370  Lexington  Avenue,  New  York  City. 


NEWS  NOTES 


Genesee  Memorial  Hospital,  Batavia,  now  has  a 
publication  of  its  own,  known  as  the  Genesee  Me- 
morial Hospital  News.  The  first  edition  rolled  off  the 
mimeograph  press  in  July,  launching  a program  of 
keeping  friends  and  members  of  the  hospital  associa- 
tion informed  on  special  happenings  affecting  the 
institution.  Francis  D.  Nichols,  hospital  adminis- 
trator, and  Mrs.  Wilson  H.  Mark,  public  relations 
chairman,  are  the  editors.  The  first  page  is  devoted 
to  an  “In  Memoriam”  in  honor  of  the  late  Ernest  L. 
Woodward,  Le  Roy  philanthropist,  who  bequeathed 
$250,000  to  the  hospital’s  building  fund. 


Oneida  County’s  rheumatic  fever  patients  now 
will  receive  the  benefit  of  care  at  the  Children’s 
Hospital  Home  in  Utica,  where  five  beds  have  been 
made  available  for  use  except  when  an  orthopedic 
emergency  exists  at  the  hospital.  Arrangements  for 
use  of  the  institution’s  facilities  were  made  by  a 
committee  of  the  County  Medical  Society,  headed 
by  Dr.  Willard  Willis  of  the  Slocum-Dickson  Clinic. 

In  addition  to  the  five  beds,  the  hospital  will  pro- 
vide x-ray  and  other  equipment  to  study  the  disease 
in  boy  and  girl  patients.  This  is  the  first  attempt 
in  Oneida  County  to  provide  care  for  victims  of  the 
disease.  Eight  counties  of  the  Syracuse-Rochester 
area  have  an  experimental  program  underway  in 
which  parents  of  victims  and  other  organizations  aid 
in  paying  for  the  treatment. 


The  Brooklyn  Jewish  Home  for  Convalescents, 
Far  Itockaway,  Queens,  will  be  formally  dedicated 
in  September,  according  to  an  announcement  by 
Morris  Lapidus,  a member  of  the  institution’s  board 


of  directors.  The  home,  which  has  100  beds,  re- 
places three  small  buildings  on  the  6ame  site.  It 
accepts  only  patients  who  cannot  afford  to  pay  for 
its  facilities. 


That  a majority  of  permanent  and  part-time 
residents  of  the  Lake  Placid  region  believe  their 
present  hospital  facilities  are  inadequate  and  that 
action  should  be  taken  to  correct  this  condition,  is 
indicated  by  returns  from  a poll  of  public  opinion 
taken  in  July. 

The  returns  favor,  by  more  than  nine  to  one,  the 
construction  in  Lake  Placid  of  a new  hospital  of 
modern  design  and  adequate  size.  If  such  a hospi- 
tal is  to  be  built,  80  per  cent  would  prefer  that  it  be 
a voluntary  hospital,  that  is,  a nonprofit,  non- 
governmental hospital,  created  and  supported  by 
voluntary  subscriptions  and  administered  by  a 
board  ‘of  directors  consisting  of  representative  lay- 
men. 

The  majority  of  those  replying  agree  that  the  cost 
of  a new  hospital,  the  need  for  which  has  long  been 
verified  by  local  civic  leaders  and  nationally-known 
hospital  consultants,  should  be  met  by  a com- 
munity-wide campaign  for  public  subscriptions. 


Plans  are  underway  for  the  construction  of  a 
four-story  addition  to  the  Long  Island  College  Hospi- 
tal, it  has  been  announced  by  Tracy  S.  Voorhees, 
president  of  the  hospital. 

This  first  major  unit  added  to  the  hospital  since 
1915  will  be  known  as  the  Polak  Building  in  memory 
of  the  late  Dr.  John  Osborn  Polak,  noted  obstetri- 
[Continued  on  page  1974] 
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SAVINGS  BONDS 


SALINIDOL 

Formula  U.S.P.H.  Service 


Salicylanilid 5% 

Carbowax 95% 


Ringworm  of  the  Scalp 

(Microsp.  Audouini  or  Microsp. 
Lanosum) 

Salinidol — Greaseless,  Stainless, 
Odorless.  Easily  removed  with 
water. 

The  hair  must  be  clipped  every 
10  days  and  Salinidol  applied 
daily. 

Please  write  for  sample  and 
literature. 

DOAKCO.,  INC. 

Cleveland,  Ohio 

NY  9-48 


THE  DAY-TO-DAY  SEEDS 


of  our  aged  and  retired  colleagues  in  the  medical  pro- 
fession, the  Physicians’  Home  provides  material  assistance, 
quietly  given — gratefully  received. 

Your  regular  contributions,  special  gifts  and  bequests, 
within  and  outside  the  profession,  assure  that  this  work 
will  continue  and  expand. 

The  security  which  the  Physicians’  Home  is  able  to  extend 
to  its  guests  is  a splendid  testimony  to  the  generosity — 
year-by-year — of  the  members  of  the  Medical  Society  of 
the  State  of  New  York. 

PHYSICIANS’  HOME 

FIFTY-TWO  EAST  SIXTY-SIXTH  STREET,  NEW  YORK  21 


1974 


HOSPITAL  NEWS 


[N.  Y.  State  J.  M. 


fContinued  from  page  1972] 

dan  and  gynecologist,  who  was  president  of  the  hos- 
pital at  the  time  of  his  death  in  1931,  and  whose  be- 
quest to  the  hospital  provides  a substantial  portion 
of  the  required  funds. 

The  new  building  will  contain  an  operating  suit  of 
six  rooms,  a central  supply  and  sterilizing  room,  a 
men’s  medical  ward,  and  space  for  a children’s 
surgical  ward  and  a gynecology  ward.  Also  in- 
cluded is  a fifth  floor  addition  which  will  provide 
space  for  a considerable  number  of  private  and  semi- 
private rooms,  and  a new  elevator  to  serve  the  added 
construction. 


The  Hospital  for  Joint  Diseases,  New  York  City, 
reported  a total  patient  load  of  26,374  for  1947,  ac- 
cording to  Frederick  Brown,  president  of  the  Hos- 
pital. There  were  a total  of  109,394  hospital  days 
provided,  of  which  86,554  were  for  ward  patients. 
Free  dispensary  visits  numbered  67,464,  almost  half 
the  dispensary’s  total  of  153,782. 

Looking  ahead  toward  expanding  the  hospital’s 
services  and  facilities,  the  1947  annual  report  de- 
tailed plans  for  additional  beds,  laboratory  and  lec- 
ture space  to  be  provided  through  allocations  re- 
quested from  the  Federation’s  Building  Fund,  and 
for  a postgraduate  course  in  orthopedic  surgery 
starting  in  tbe  fall  at  Columbia  University,  College  of 
Physicians  and  Surgeons,  with  instructors  from  the 
staff  of  the  Hospital  for  Joint  Diseases. 


PERSONALITIES 


Honored 

Dr.  Russell  H.  Patterson,  director  of  surgery, 
Knickerbocker  Hospital,  New  York  City,  has  been 
awarded  the  Legion  of  Merit  for  exceptionally 
meritorious  service  in  World  War  II. 

Resigned 

Dr.  Claude  W.  Munger,  director  of  St.  Luke’s 
Hospital,  New  York  City,  for  the  past  eleven  years, 
his  active  administrative  post,  although  he  will  con- 
tinue his  work  as  architectural  and  administrative 
consultant  to  the  hospital.  . .Dr.  John  L.  Smalldon, 
«n  the  staff  of  the  New  York  Hospital — Westchester 
Division,  since  October  1936  and  assistant  medical 
director  since  1946,  to  become  superintendent  of  the 
New  Hampshire  Hospital  at  Concord. ...  After 
thirty-five  years  as  Barnard  College  physician,  Dr. 
Gulielma  F.  Alsop. 

Appointed 

Dr.  Arthur  Sayer,  attending  dermatologist  at 
Morrisania  City  Hospital,  New  York  City,  as  as- 
sistant clinical  professor  of  dermatology  at  the  New 
York  Medical  College,  Flower  and  Fifth  Avenue 
Hospitals ...  Dr.  Robert  D.  Harwick,  Utica  and 
Berneveld,  as  junior  resident  in  surgery  at  New  York 
PosUGraduate  Hospital ...  As  assistant  surgical 
resident,  White  Plains  Hospital,  Dr.  William  R. 
Shera,  Scarsdale,  and  as  assistant  medical  resident, 
Dr.  Frank  C.  Dresdale,  East  Patterson,  New  Jersey, 
and  New  York  City.  . .Dr.  Joseph  Wiley  Ferrebee, 
assistant  professor  of  medicine  at  Harvard  Medical 
School,  Boston,  as  associate  physician  at  Mary 
Imogene  Bassett  Hospital,  Cooperstown. 


Dr.  Marjory  J.  Nelson,  chief  medical  inspector  at 
Mount  Vernon  public  schools  since  1944,  as  Barnard 
College  physician ...  As  director  of  surgery  in  the 
Long  Island  College  of  Medicine’s  division  of  Kings 
County  Hospital,  Dr.  Benjamin  M.  Cissel,  professor 
of  clinical  surgery  at  the  college.  . .Dr.  Hillis  F. 
Evans,  Cortland,  to  a surgical  residency  at  Ellis 
Hospital,  Schenectady.  . .Dr.  Shirley  Gage,  Delan- 
son,  a graduate  of  Albany  Medical  College,  to  the 
staff  of  the  Quaker-sponsored  hospital  in  Chungmou, 
Honan  Province,  China. 

Dr.  Herman  C.  Gordinier,  Troy,  as  full  attending 
physician  on  the  medical  staff  of  Samaritan  Hospi- 
tal, Troy.  . .As  administrator  of  Oswego  Hospital, 
Paul  Sobering,  for  the  past  three  and  a half  years 
administrator  of  Potsdam  Hospital.  . .Dr.  William 
H.  Schwab,  Scotia,  instructor  at  Albany  Medical 
College,  as  director  of  anesthesiology,  Baptist  Mem- 
orial Hospital,  Memphis,  Tennessee.  . .As  interns  at 
White  Plains  Hospital,  Dr.  Warren  Mann,  Wellesley, 
Massachusetts;  Dr.  Robert  L.  Nelson,  Denver, 
Colorado,  and  Dr.  Nicholas  N.  Petrochko,  Oly- 
phant, Pennsylvania. 

Dr.  George  G.  Dixon,  a veteran  of  29  months  of 
service  in  North  Africa  and  Sicily,  as  chief  of  the 
surgical  service  of  the  37th  General  Hospital  of  the 
Organized  Reserve  Corps,  as  commander  of  the  37th 
General  Hospital,  Brooklyn ...  As  resident  physicians 
at  Wyoming  County  Community  Hospital,  Warsaw, 
Dr.  Patrick  F.  Healey,  Glens  Falls;  Dr.  Richard 
J.  Marchand,  Buffalo,  and  Dr.  Gordon  Hippert,  War- 
saw . . . Dr.  William  J.  Farrell,  who  served  as  an  Army 
doctor  in  the  Philippines  and  Korea,  to  the  staff  of  St. 
Francis  Hospital,  Poughkeepsie. 
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He  was  also  a member  of  the  New  York  Academy  of 
Medicine,  the  American  Public  Health  Association, 
the  American  Medical  Association,  and  the  New 
York  State  and  County  Medical  Societies. 

Abraham  Wallerstein,  M.D.,  of  Brooklyn,  died  on 
August  8 at  the  age  of  forty-eight.  Dr.  Wallerstein 


was  graduated  from  the  College  of  Physicians  and 
Surgeons,  Columbia  University,  in  1924  and  at  the 
time  of  his  death  was  an  attending  physician  in  the 
department  of  gastroenterology  at  Beth  Moses 
Hospital.  Dr.  Wallerstein  was  a member  of  the 
American  Medical  Association  and  the  New  York 
State  and  Kings  County  Medical  Societies. 
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SCHOOLS 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB  & X-RAY  AVAILABLE 
Out  1 2-months  day  court*  includes  intensive  training 
In  laboratory  techniques,  physiotherapy  apparatus,  ' 
X-Ray,  nursing  techniques,  and  medical  stenography. 

A FEW  LAB  TECHNICIANS  NOW  AVAILABLE 


Ma+tcLl  School 


1834  Broadway  — NYC 
Circle  7-3434 


Licensed  by  the  State  ol  New  York 


TRAINED  MEDICAL  PERSONNEL 

Rigid,  thorough  training  in  haematology,  urinalysis,  all 
phases  ol  medical  stenography,  x-ray  and  medical  machines 
makes  Paine  Hall  graduates  capable  assistants.  Our  Ira* 
placement  service  will  help  you  find  the  right  girl. 

f"  //  fifi  1008  Fifth Ave„NewYork  28 
lairtttkuUL  Licensed  by  State  of  N.  Y. 


POSITION  WANTED 


Physician,  31,  engaged  in  post-graduate  study  in  N.Y.C.  de- 
sires evening  position  as  assistant,  etc.  Veteran,  well- 
trained,  experience  in  both  private  and  industrial  practice. 
N.  Y.  License.  Box  239,  N.  Y.  St.  Jr.  Med. 


OFFICE  HOURS  TO  SHARE 


30  E.  40  St.  (Professional  Bldg.,  Room  407).  Newly  furnished. 
Suitable  for  Specialist.  R.  N.  Secretary  available.  Tel.  Mu 
5-2828. 


PEDIATRICIAN 


Age  31,  eligible  for  Boards  in  Pediatrics.  Desires  assistant- 
ship  or  association.  New  York  State  preferred.  Box  244, 
N.  Y.  St.  Jr.  Med. 


WANTED 


PHYSICIAN  qualified  in  Public  Health  for  position  County 
Health  Commissioner  in  newly  organized  County  Health 
Department.  Salary  about  $8,000.00.  Apply  to  Walter 
Bliss,  Chairman,  Schoharie  County,  Department  Health, 
Schoharie,  New  York. 


REAL  ESTATE 


PROFESSIONAL  APARTMENT  FOR  RENT 


3 Large  Rooms,  Ground  Floor 
REASONABLE  RENTAL 
Apply  Supt,  305  E.  74th  St.,  N.Y.C. 


FOR  SALE 


Established,  Licensed,  50  Room  Sanitarium.  Never  before 
offered  for  sale.  Located  in  Greenwich,  Conn.  For  infor- 
mation, write  Box  240,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


4- 1/2  room  office  and  apartment,  East  Bronx.  Completely 
equipped  and  furnished.  $15,000.  Immediate  earniag. 
Specializing.  Box  241,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Middletown,  N.  Y.  Comfortable  substantial,  well  construc- 
ted house.  Excellent  opportunity  to  obtain  property  for- 
merly used  as  home  and  office  by  pediatrician  now  deceased. 
Community  of  25,000  plus  extensive  outlying  districts.  For 
more  complete  information  write  or  phone  Mrs.  A.  B. 

/ Chappell,  1 Chappell  Parkway,  Telephone  Middletown  5217. 


FOR  SALE 


Ethically  conducted  institute  of  Balneology,  other  forms 
of  Physio-therapy,  in  heart  of  Manhattan.  Serving  medi- 
cal profession  48  years.  Excellent  opportunity  for  doctor 
interested  in  Physical  Medicine.  * Price  $15,000.  Box  226, 
N.  Y.  St.  Jr.  Med. 


FOR  SALE 


$12,000  General  Practice  in  Central  New  York  Progressive 
Community  established  for  years,  appointments,  possibilities 
unlimited,  modern  residence  with  office  included,  completely 
equipped,  ready  to  start  immediately,  terms,  collections  95%. 
Box  232,  N.  Y.  St.  Jr.  Med. 


PRACTICE  FOR  SALE 


Queens,  Long  Island,  10  room  modern  house,  main  thorough- 
fare, residential  section,  11  years  general  practice.  Extensive 
records  available,  opportunity  young  doctor.  Box  238,  N.  Y. 
St.  Jr.  Med. 


FOR  RENT 


Jamaica,  N.  Y. — Professional  apartment,  ground  floor,  six 
rooms,  private  entrance,  two  family  brick  house;  $125.00 
per  month,  lease  as  desired.  Inquire  8940 — 146th  Street. 


ZEMMER  pharmaceuticals 


A complete  line  of  laboratory  controlled  ethical  pharmaceuticals. 

Chemists  to  the  Medical  Profession  for  44  years. 
THE  ZEMMER  COMPANY  * Oakland  Station  • • PITTSBURGH  13,  PA. 


WOMAN  S AUXILIARY 


TO  THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Post-Convention  Issue  of  Distaff  Distributed 


Tj'EATURING  articles  and  accounts  of  the  con- 
’ll ventions  of  the  Woman’s  Auxiliary  to  the  Medical 
Society  of  the  State  of  New  York,  held  in  New  York 
Citv  in  May,  and  of  the  Woman’s  Auxiliary  to  the 
American  Medical  Association,  held  in  Chicago  in 
June,  the  post-convention  issue  of  The  Distaff , pub- 
lished by  the  State  Auxiliary,  has  been  distributed. 

A picture  and  article  about  Mrs.  Luther  Holden 
Kice,  State  Auxiliary  president  in  1940-1941,  who 
is  now  the  national  president,  highlights  the  cover 
page  material  in  this  issue.  Other  illustrations  are 
a picture  of  Mrs.  William  J.  Lavelle,  Astoria,  presi- 
dent-elect of  the  State  Auxiliary,  and  a group  pic- 
ture of  Dr.  Fenwick  Beekman,  chairman  of  the  ad- 
visory council  of  the  State  Auxiliary;  Mrs.  Edgar 
W.  Neptune,  incoming  president,  and  Mrs.  Harry 
F.  Pohlmann,  retiring  president,  taken  at  the  annual 
convention  in  New  York  City. 

Special  articles  in  the  issue  include:  “Shell  Cur- 
rency,” contributed  by  Mrs.  Fred  S.  Hoffman,  a 
member  of  the  Erie  County  Auxiliary;  comments 
bv  Mr.  Dwight  Anderson,  executive  secretary  of  the 


Medical  Society  of  the  State  of  New  York;  “Physi- 
cians’ Home,”  by  Mrs.  George  P.  Bergmann,  State 
chairman;  “Pioneering  for  America’s  Children,” 
contributed  by  Moir  P.  Tanner,  superintendent  of 
the  Children’s  Hospital,  Buffalo,  and  others. 

The  regular  features,  such  as  “Beaux  and  Belles 
of  1966,”  activities  of  the  oounty  auxiliaries,  and  re- 
ports from  State  chairman  are  also  presented.  A 
new  feature  is  a book  list  of  “Suggested  Reading” 
compiled  by  Mrs.  Arthur  A.  Herold. 

Edited  by  Mrs.  Lee  R.  Sanborn,  Angola,  a mem- 
ber of  the  Erie  County  Auxiliary,  The  Distaff  is  sent 
to  almost  4,000  members  of  the  State  organization, 
as  well  as  to  various  individuals  in  the  State  Society. 
Mrs.  Thomas  M.  D’Angelo,  Flushing,  is  circula- 
tion manager;  Mrs.  Alfred  L.  Madden,  and 
Mrs.  Arthur  F.  Holding,  Albany,  and  Mrs.  A.  Carl 
Hofmann,  Syracuse,  are  members  of  the  editorial 
staff.  Mr.  Thomas  E.  Walsh,  field  representative 
of  the  State  Society  Public  Relations  Bureau,  acts  as 
liaison  representative  between  the  editor  and  the 
State  Society. 


COUNTY  NEWS 


Chautauqua  County 

Anton  J.  Carlson,  Ph.D.,  M.D.,  LLD.,  Sc.D., 
professor  of  physiology,  University  of  Chicago, 
talked  on  “Medicine,  Civilization  and  the  Future 
of  Man”  at  the  thirteenth  annual  interstate  medical 
meeting  at  Chautauqua  Institute,  July  29.  Ohio, 
Pennsylvania,  and  New  York  comprise  the  member- 
ship of  this  group,  and  Mrs.  Calvin  C.  Torrance  of 
Jamestown,  president  of  the  Woman’s  Auxiliary  to 
the  Medical  Society  of  the  County  of  Chautauqua, 
invited  all  doctors’  wives  to  be  the  guests  of  Chau- 
tauqua Auxiliary.  Auxiliary  members  met  the 
guests  at  the  gate  and  at  the  Hotel  Athenaeum  and 
the  ladies  were  conducted  on  tours  of  the  Institute 
grounds  while  the  doctors  attended  their  morning 
lectures. 

Following  a joint  luncheon,  there  were,  in  addi- 
tion to  Dr.  Carlson’s  leoture,  an  opera  dress  re- 
hearsal, a golf  tournament,  an  organ  recital,  and 
boating,  and  for  tea  the  visiting  doctors’  wives  were 
entertained  by  the  Women’s  Club  of  Chautauqua. 
The  Columbus  Boys’  Choir  of  Columbus,  Ohio,  gave 
a most  impressive  recital.  Auxiliary  members  at- 
tending included  Mrs.  Arthur  L.  Bennett,  Eighth 
District  councilor;  Mrs.  Ralph  Upson,  Mrs. 
Clarence  J.  Durshordwe  and  Mrs.  Norman  F. 
Graser,  president,  president-elect,  and  program 
chairman;  Mrs.  Lee  R.  Sanborn,  Distaff  editor; 
Mrs.  Roy  E.  Seibel,  Mrs.  George  E.  Slotkin  and  Mrs. 
Everett  II.  Wesp,  of  Erie  Auxiliary,  and  Mrs. 
Leonard  C.  Evander  of  Niagara. 


Erie  County 

Erie  County  Auxiliary  is  continuing  its  program 
of  awarding  nursing  loan  scholarships,  according  to 
plans  announced  by  Mrs.  J.  Frederick  Painton, 
chairman,  and  Mrs.  Archibald  Dean  and  Mrs. 
Andrew  J.  Charters,  the  committee  appointed  for 
this  program.  Two  loan  scholarships  have  just 
been  awarded — one  for  $350  to  a girl  who  will  enter 
Buffalo  General  Hospital,  and  the  other  for  $245 
to  a girl  who  will  enter  the  Sisters  of  Charity  Hospi- 
tal. 

With  the  Erie  County  Auxiliary  to  act  as  hostesses 
for  the  1949  annual  convention  to  be  held  in  Buffalo 
from  May  2 to  May  7,  plans  are  now  being  made  for 
that.  Mrs.  Clarence  J.  Durshordwe  is  chairman 
and  Mrs.  Arthur  Lawton  Bennett  is  cochairman. 
Mrs.  M.  G.  Sheldon,  Olean,  State  chairman  of  pro- 
gram, and  Mrs.  William  Bartels,  Garden  City, 
State  chairman  of  public  relations,  will  cooperate  to 
establish  a theme  for  the  convention.  Further  de- 
tails will  be  announced  as  plans  are  completed. 

Genesee  County 

At  the  May  meeting  of  Genesee  County  Auxiliary, 
the  newly  elected  officers  were  installed  for  a two- 
year  term:  president,  Mrs.  Charles  T.  Mann; 

vice-president,  Mrs.  Joseph  Diasio;  treasurer, 
Mrs.  Raymond  Warn,  and  secretary,  Mrs.  Sidney 
McLouth.  Genesee  is  inaugurating  a nurse’s 
scholarship  loan  project  and  hopes  to  have  it  in 
[Continued  on  page  1978] 
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TOWNS  TREATMENT  for  ALCOHOLISM  and  NARCOTIC 
and  HYPNOTIC  ADDICTIONS 

Established  1901  Now  Generally  Accepted 

PROVIDES:  (1)  An  Assurance  of  a Definite  Medical  Result 

(2)  An  Assurance  of  Length  of  Time  Required  and  Exact  Cost 

(3)  An  Assurance  of  Absolute  Privacy 

Our  “SYMPOSIUM  OF  MEDICAL  OPINION”  includes  case  histories  of 
this  successful  treatment  endorsed  by  many  physicians.  Copy  on  request. 

CHARLES  B.  TOWNS  HOSPITAL 

FOR  ALCOHOLISM  AND  DRUG  ADDICTION  EXCLUSIVELY 

COMPLETELY  REDECORATED  AND  MODERNIZED 

293  Central  Park  West,  New  York  24,  N.  Y.  Tel : SChuyler  4-0770 


For  Business  Opportunities, 
Real  Estate,  and 
Positions  Wanted, 

See 

Page  1975 


UNPAID  BILLS 

can  be  collected  and  at  the  same  time  good  Public  Re- 
lations maintained.  We  have  proved  it  to  over  100 
hospitals  and  thousands  of  doctors 
Write  for  proof. 

NATIONAL  DISCOUNT  & AUDIT  CO. 

230  West  41st  St  New  York  18,  N.  Y. 


GLADYS  BROWN  RDAWN’C  MUrray  Hill 

Otniwr ••  P ffector  DflWwilv  O 3-7119 

MEDICAL  BUREAU 

7 East  42  Street,  New  York  17,  N.  Y. 

An  employment  agency  specializing  in  qualified  personnel., 
for  Hospitals,  Chemical,  Pharmaceutical,  Insurance,  Ship- 
ping and  Industrial  organizations,  also  Medical  and  Den- 
tal offices. 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physieian-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  550  Write  for  illustrated  booklet. 


HOLBROOK  MANOR  n^smeg 

Fiv«  Aciti  of  Pincwoodcd  Ground, 

SENILE,  AGED,  CHRONICS  _ 

Physicians  may  treat  their  own  patients. 

Hypertensives  Arterio-scierotics  All  Neurolosical  Disorders 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  Q.P. 

HOLBROOK,  L.  I.  N.  Y.  Office:  GRemercy  5-4(75 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  i* 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone : Kingsbridge  9-8440 


The  New  Yoi 

MEDICAL  SCHOOL  AND  H 

(The  Pioneer  Post-Graduate  / 

For  the  GENERAL  SURGEON 

A combined  surgical  course  comprising  general  surgery, 
traumatic  surgery,  abdominal  surgery,  gastro-enterology, 
proctology,  gynecological  surgery,  urological  surgery.  At- 
tendance at  lectures,  witnessing  operations,  examination  of 
patients  pre-operatively  and  post-operatively  and  follow-up 
in  the  wards  post-operatively.  Pathology,  roentgenology, 
physical  therapy,  anesthesia.  Cadaver  demonstrations  in  surgi- 
cal anatomy,  thoracic  surgery,  proctology.  Operative  surgery 
and  operative  gynecology  on  the  cadaver. 

rk  Polyclinic 

OSPITAL  (Organized  1881) 

Medical  Institution  in  America) 

OBSTETRICS  and  GYNECOLOGY 

A full  time  course.  In  Obstetrics:  lectures;  prenatal  clinics; 
witnessing  normal  and  operative  deliveries;  operative  ob- 
stetrics (manikin).  In  Gynecology:  lectures;  touch  clinics; 
witnessing  operations;  examination  of  patients  pre-opera- 
tively; follow-up  in  wards  post-operatively.  Obstetrical  and 
Gynecological  pathology.  Regional  anesthesia  (cadaver). 
Attendance  at  conferences  in  Obstetrics  and  Gynecology. 
Operative  Gynecology  on  the  cadaver. 

For  information  address  MEDICAL  EXECUTIVE  OFFICER  345  W.  50th  St.,  New  York  City,  19 
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WOMAN’S  AUXILIARY 
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working  order  by  September.  The  Auxiliary’s  an- 
nual family  picnic  was  scheduled  for  August  14 
at  Hamlin  Beach.  The  Eighth  District  Branch  of 
the  New  York  State  Medical  Society  meets  in  Ba- 
tavia, September  16,  and  Genesee  Auxiliary  urges 
all  doctors’  wives  to  attend. 

Kings  County 

Kings  County  members  of  the  Medical  Auxiliary 
were  guests  of  the  new  president,  Mrs.  Charles  E. 
Scoffield,  at  her  home  in  Brooklyn,  when  plans  were 
formulated  for  the  work  and  the  activities  of  the 
Auxiliary  for  the  coming  season. 

The  most  important  event  of  the  year  will  be  the 
October  meeting  and  annual  bridge  party  which  will 
open  the  season  of  Auxiliary  work  for  1948-1949. 

Monroe  County 

Mary  M.  Robertson  of  West  High  School,  Roches- 
ter, has  been  named  winner  of  a three-year  nursing 
school  scholarship,  first  such  award  to  be  made  by 
the  Woman’s  Auxiliary  to  the  Medical  Society  of  the 
County  of  Monroe.  The  selection  committee, 
headed  by. Mrs.  George  Dacks,  based  its  choice  on 
several  factors,  including  scholarship  and  evidence 
that  the  prospective  candidate  shows  particular 
promise  as  nurse  material.  The  scholarship  will 
take  care  of  Miss  Robertson’s  training  expenses  for 
three  years  at  the  General  Hospital,  Rochester. 
Monroe’s  present  plan  is  to  award  such  a scholarship 
each  year. 

Niagara  County 

A committee  of  the  Woman’s  Auxiliary  to  the 
Niagara  County  Medical  Society  visited  Niagara 
County  Infirmary,  July  13,  and  distributed  presents 
of  fruit,  tobacco,  yarn,  knitting  needles,  magazines, 
cards,  and  material  for  art  and  needlework.  Mrs. 


Milton  Switzer  escorted  the  visitors  through  the 
buildings.  Attending  were  Mrs.  Leonard  C. 
Evander,  chairman  of  the  Auxiliary’s  Infirmary  com- 
mittee; Mrs.  Forrest  W.  Barry,  Auxiliary  president; 
Mrs.  Robert  Reagan  and  Mrs.  T.  Edwin  O’Brien. 
Plans  were  made  for  future  visits  to  the  Infirmary 
and  for  a concert  for  the  residents. 

Ontario  County 

The  Ontario  County  Auxiliary  held  a dinner 
meeting  July  13  in  Geneva,  at  the  same  time  as  the 
meeting  of  the  Ontario  County  Medical  Society. 
Mrs.  P.  W.  Skinner  was  dinner  chairman,  and  Mrs. 
T.  B.  Bond,  chairman  of  decorations. 

During  the  business  meeting  reports  were  read 
and  Mrs.  B.  A.  Watson,  chairman  of  the  constitution 
and  bylaws  committee,  presented  a proposed  draft 
to  be  voted  on  at  the  next  regular  meetkig.  Mrs. 
H.  J.  Knickerbocker,  Geneva,  gave  a report  on  the 
annual  meeting  held  in  New  York  City  in  May, 
and  Mrs.  P.  V.  Newland,  program  chairman,  read  a 
paper  entitled  "A  Doctor’s  Wife.” 

Schoharie  County 

On  May  11,  a meeting  of  the  Auxiliary  of  Scho- 
harie County  was  held  in  conjunction  with  that  of 
the  County  Medical  Society.  The  Councilor  for 
the  Third  District,  Mrs.  Albert  VanderVeer,  II, 
was  present  and  gave  a very  interesting  -talk  and 
many  helpful  and  worthwhile  suggestions  for  the 
work  of  the  year. 

Plans  were  made  for  a meeting  and  a picnic  for 
both  the  Auxiliary  and  the  Medical  Society  of 
Schoharie  County,  held  July  29,  at  the  home  of  Dr. 
and  Mrs.  Roy  G.  Dougall,  Cobleskill. 

The  Third  District  Branch  meeting  will  be  held 
in  this  County  in  the  fall.  Definite  plans  for  this 
meeting  will  be  made  later. 


GERM  WARFARE  MORE  TO  BE  FEARED 

Germ  warfare  is  more  to  be  feared  than  atomic 
war,  two  experts  on  atomic  energy  declared  at  a spe- 
cial session  of  the  American  Medical  Association  in 
Chicago.  They  are  Dr.  Paul  C.  Aebersold  of  Oak 
Ridge,  Tennessee,  and  Dr.  Joseph  G.  Hamilton  of 
the  University  of  California. 

“I  would  be  much  more  afraid  of  effective  bio- 
logical (germ)  warfare  than  of  atomic  bombs,  even 
with  their  combination  of  radiation  and  blast,”  Dr. 
Hamilton  declared  emphatically. 

Atomic  bombs,  he  and  Dr.  Aebersold  stressed,  are 
to  be  considered  largely  as  high  explosive  and  fire 
bombs.  The  radioactivity  from  them,  even  with 
underwater  bursts,  is  secondary,  the  two  agreed. 
Vnd  there  is  nothing  mysterious  about  this  radio- 
activity. It  can  be  detected  and  measured.  Moni- 
tors can  tell  where  it  is  and  what  areas  are  therefore 
dangerous.  With  germ  warfare,  said  Dr.  Hamilton, 


THAN  ATOMIC  BOMB 
who  is  also  a physician,  there  are  no  equally  good  de- 
tection methods  for  spotting  the  hazards. 

The  scientists  did  not  minimize  the  death  and  de- 
struction atomic  bombs  can  cause  through  blast  and 
fire.  But  they  said  ‘‘it  would  take  a lot  of  bombs” 
to  require  evacuation  of  New  York,  for  example. 

Seeking  further  to  banish  public  fear  of  radio- 
activity from  atomic  bombs,  the  scientists  said  the 
dangers  of  sterility  or  of  deformed  offspring  resulting 
have  been  exaggerated.  By  the  time  a man  or  wo- 
man absorbed  the  amount  of  radioactivity  that  could 
cause  permanent  sterility,  the  man  or  woman  would 
be  dead  or  dying.  The  sterilizing  amount  absorbed 
from  the  environment  is  about  the  same  as  the  lethal 
amount.  Likewise  the  amount  absorbed  by  the 
parents  that  might  cause  mutations  in  the  way  of  de- 
formed offspring  would  be  enough  to  cause  destruc- 
tion of  the  infant  before  birth. 


THE  MAPLES,  inc. 


An  exclusive  rest  home  lor  invalids,  convalescents  and  chronic  cases.  Also  postoperative,  special  diets  and 
body-building  cases.  Efficient  day  and  night  nursing.  Resident  physician.  Six  acres  of  beautiful  land- 
scaped lawns. 


MRS.  M.  K.  MANNING,  Supt. 
OCEANSIDE,  L.  I. 

Tel.:  Rockville  Centre  3660 


Rates:  $35.00  to  $65.00  weekly 
Private  and 
Semi-Private  Rooms 


J 


LOUDEN-KNICKERBOCKER  HALL,  inc 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in-Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Rerjuest 

ESTABLISHED  1380 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.  2-1621  • 


BRUNSWICK  HOME 


A PRIVATE  SANITARIUM.  Convalescents,  postoper- 
ative, aged  and  infirm,  and  those  with  other  chronic  and 
nervous  disorders.  Separate  accommodations  tor  nervous 
and  backward  children.  Physicians  treatments  rigidly 
followed.  C.  L.  MARKHAM,  M.D.,  Supt. 

B’way  & Louden  Ave.,  Amityville,  N.  Y.,  Tel:  1700,  1,  2 


INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 


Ethical — Reliable — Scientific 
Disorders  of  the  Nervous  System 
BEAUTIFUL— QUIET— HOMELIKE 


Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


» 


PINEWOOD 

Westchester  County,  Katonah,  N.  Y.  — Katonah  775 

A psychiatric  hospital  furnishing  advanced  methods  of  therapy 
Licensed  by  the  Department  of  Mental  Hygiene 
Approved  for  residency  by  the  American  Medical  Association 

New  York  Offices 

Dr.  Louis  Wender — 59  E.  79  St. — Bu  8-0580 — Mon-Wed-Fri 
Dr.  Joseph  Epstein — 975  Park  Ave.— Rh  4-3700— Tues-Thurs-Sat 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men 
tal  Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y. , N.  J.  aud  Conn.)  Address  inquiries  to 
MARGARKT  TAYLOR  ROSS,  M l)  . Pbysici^m-Osrge. 


Officers — County  Medical  Societies — 1948 


TOTAL  MEMBERSHIP  AS  OF  SEPTEMBER  1,  1948—22,143 


County 

Albany 

Allegany 

Bronx 

Broome 

Cattaraugus.  . 

Cayuga 

Chautauqua . . 
Chemung .... 
Chenango. . . . 

Clinton 

Columbia .... 

Cortland 

Delaware .... 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer. . . . 

Jefferson 

Kings 

Lewis 

Livingston .... 

Madison 

Monroe 

Montgomery  . 

Nassau 

New  York. . . . 

Niagara 

Oneida 

Onondaga. . . . 

Ontario 

Orange 

Orleans 

Oswego 

Otsegcv 

Putnam 

Queens 

Rensselaer. . . 
Richmond. . . . 

Rockland 

St.  Lawrence. 
Saratoga 

Schenectady. . 
Schoharie .... 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins.  . . . 

Ulster 

Warren 

Washington . . 

Wayne 

Westchester. . 
Wyoming  . . . . 
Yates 


President 

J.  J.  Clemmer Albany 

R.  0.  Hitchcock Alfred 

S.  Weiskopf Bronx 

J.  C.  Zillhardt.  . . .Binghamton 

N.  P.  Johnson Olean 

C.  T.  Yarington Moravia 

E.  O.  Black Fredonia 

A.  C.  Glover Elmira 

J.  A.  Hollis Norwich 

W.  W.  Johnson ....  Plattsburg 
L.  D.  Carpenter.  .Germantown 
R.  H.  Kerr Cortland 

C.  K.  Ives Roxbury 

L.  W.  Stoller. . . .Poughkeepsie 

E.  D.  Babbage Buffalo 

R.  J.  Martin Ticonderoga 

A.  A.  Hartmann Malone 

D.  M.  McMartin. . .Johnstown 

D.  B.  Johnson Batavia 

W.  A.  Petry Catskill 

R.  W.  Dennis Herkimer 

L.  0.  Fox Brownville 

A.  W.  M.  Marino.  . .Brooklyn 
L.  A.  Avallone Lowville 

F.  J.  Hamilton Hemlock 

R.  B.  Cuthbert Canastota 

E.  B.  Soble Rochester 

R.  E.  Wytrwal.  .St.  Johnsville 

H.  A.  Butman Manhasset 

William  B.  Rawls  . .New  York 

W.  W.  Pierce Lockport 

James  I.  Farrell Utica 

J.  G.  F.  Hiss Syracuse 

L.  A.  Stetson. . . .Canandaigua 

T.  R.  Proper Newburgh 

A.  F.  Leone Medina 

J.  L.  H.  Mason Pulaski 

E.  J.  Keegan Oneonta 

R.  S.  Cleaver Brewster 

Alfred  Angrist Jamaica 

C.  J.  Handron Troy 

J.  H.  Diamond.  .New  Brighton 

G.  G.  Stone Suffern 

P.  T.  McGreevy Massena 

F.  A.  Mastrianni 

Mechanicville 

N.  H.  Rust Scotia 

J.  H.  Wadsworth Cobleskill 

FT  C.  Ward Odessa 

C.  M.  Smith Waterloo 

V.  S.  Higby Bath 

W.  S.  Stakes Patchogue 

R.  S.  Breakey Monticello 

A.  J.  Capron v .Owego 

H.  W.  Ferris Ithaca 

E.  S.  Goodyear Kingston 

Saul  Yafa Glens  Falls 

R.  L.  Skinner Greenwich 

J.  H.  Arseneau Lyons 

W.  G.  Childress Valhalla 

O.  T.  Ghent Warsaw 

R.  H.  Davis Penn  Yan 


Secretary 

A.  Vander  Veer Albany 

H.  G.  Chamberlin Cuba 

G.  B.  Gilmore Bronx 

R.  S.  McKeeby . . . Binghamton 

W.  B.  Arthurs Olean 

J.  D.  Hammond Auburn 

Edgar  Bieber Dunkirk 

H.  A.  Burch . . . . Elmira 

J.  H.  Stewart Norwich 

K.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

E.  F.  Higgins Cortland 

S.  G.  Edgerton Delhi 

J.  F.  Rogers. . . .Poughkeepsie 

H.  G.  Walker Buffalo 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

R.  K.  Lenz Gloversville 

C.  C.  Koester Batavia 

W.  M.  Rapp Catskill 

R.  C.  Ashley Little  Falls 

C.  A.  Prudhon. . . .Watertown 

C.  H.  Loughran Brooklyn 

E.  A.  Barnes Lowville 

R.  A.  Hemphill Mt.  Morris 

F.  O.  Pfaff Oneida 

J.  A.  Lane Rochester 

D.  W.  Childs Amsterdam 

I.  Drabkin.  . .Rockville  Centre 

B.  W.  Hamilton. . . .New  York 

C.  M.  Dake Niagara  Falls 

H.  H.  Dodds Utica 

I.  L.  Ershler Syracuse 

P.  M.  Standish.  .Canandaigua 

E.  C.  Waterbury.  . .Newburgh 

J.  G.  Parke Albion 

U.  Cimildoro Oswego 

J.  M.  Constantine.  . . .Oneonta 

F.  J.  A.  Lehr Carmel 

E.  A.  Wolff Forest  Hills 

H.  F.  Albrecht Troy 

R.  E.  Lucey Stapleton 

R.  L.  Yeager Pomona 

W.  R.  Carson Potsdam 

M.  J.  Magovern 

Saratoga 

R.  E.  Isabella'. . . . Schenectady 

D.  R.  Lyon Middleburg 

C.  W.  Schmidt. . Montour  Falls 

Bruno  Riemer Romulus 

R.  J.  Shafer Corning 

E.  P.  Kolb Holtsville 

D.  S.  Payne Liberty 

I.  N.  Peterson Owego 

Richmond  Douglass.  . . .Ithaca 

F.  H.  Voss Phoenicia 

A.  C.  Davis Glens  Falls 

D.  M.  Vickers Cambridge 

I.  M.  Derby Newark 

W,  A.  Kelly.  . .Mount  Vernon 

P.  A.  Burgeson Warsaw 

W.  G.  Roberts Penn  Yan 


Treasurer 

F.  E.  Vosburgh Albany 

L.  P.  Bly Cuba 

C.  W.  Frank Bronx 

J.  W.  Kane Binghamton 

George  C.  Cash Olean 

L.  H.  Rothschild Auburn 

C.  E.  Hallenbeck. . . .Dunkirk 

E.  S.  Ridall Elmira 

J.  H.  Stewart Norwich 

K.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

F.  F.  Sornberger Cortland 

S.  G.  Edgerton Delhi 

J.  F.  Rogers.  . . .Poughkeepsie 

E.  A.  Woodworth. . . . Kenmore 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

W.  H.  Raymond. . .Johnstown 
C.  C.  Koester Batavia 

M.  H.  Atkinson Catskill 

R.  C.  Ashley Little  Falls 

L.  E.  Henderson. . .Watertown 

H.  Mandelbaum Brooklyn 

E.  A.  Barnes Lowville 

R.  A.  Hemphill Mt.  Morris 

J.  F.  Rommel Oneida 

J.  L.  Norris Rochester 

F.  F.  Pipito Amsterdam 
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“Imprisoned  in  every  fat  man,  • 
a thin  one 

is  wildly  signaling  to  be  let  out.” 

C.  C.  Palinurus,  quoted  in  Bull.  New  York  Acad.  Med.  24:2  (Feb.)  1948. 

Overeating  imprisons  the 
“thin  one”,  and  he  can  signal 
till  doomsday,  but  he  will 
never  get  out  unless  the 
“fat  man”  stops  overeating.  . 
‘Dexedrine’  Sulfate  curbs  appetite,  makes  it  easy 
for  the  overweight  patient  to  stop  overeating  and 
thus  reduces  weight  safely  without  the  use  (and  risk) 
of  such  potentially  dangerous  drugs  as  thyroid. 

Dexedrine  Sulfate  Tablets  & Elixir 

The  most  effective  drug  for  control  of  appetite  in 
weight  reduction 

Smith,  Kline  & French  Laboratories  Philadelphia 

'Dexedrine'  T.M.  Reg.  U.S.  Pat.  Off.  for  dextro-amphetamine  sulfate,  S.K.F. 
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anusol' 


Prompt 
Relief  of 
Anorectal 


Pain 


hemorrhoidal  suppositories 


Hemorrhoids  can  be  considered  part  and  parcel — if,  indeed,  not  a penalty — of  the 
modern  tempo  of  living.  It  has  been  said  that  more  than  50%  of  all  people  in  middle  life 
either  have  or  have  had  hemorrhoids. 

In  the  palliative  treatment  of  this  common  disorder  or  in  simple,  uncomplicated  rectal 
irritations  and  inflammations  'Anusol’  Hemorrhoidal  Suppositories  have  been  time-tried 
and  have  proved  their  clinical  value  over  a period  of  many  years. 

The  prompt  and  soothing  relief  afforded  by  'Anusol’  Hemorrhoidal  Suppositories  is  due  to 
the  emollient,  mildly  astringent,  and  antiseptic  actions  provided  by  the  components  of 
the  well  balanced  formula.  The  effective  blending  of  purely  local  actions  quickly  allays 
anorectal  pain  and  discomfort  without  evoking  undesirable  systemic  by-effects. 


Wm.  R.  Warner  & Co.,  Inc. 

New  York -Si.  Louis 


Bismuth  subgallate 

Bismuth-resorcin  compound  . . . 
Nicaraguan  balsam  (medicinal)  . . 

Zinc  oxide 

Boric  acid 

Cacao  butter  ointment  base  q.s.  ad 


2.25% 

1.75% 

3.00% 

11.00% 

18.00% 

100.00% 


The  small  diameter  and  cylindrical  shape  of  'Anusol’ 
Hemorrhoidal  Suppositories  render  their  insertion 
easy  and  painless.  Melting  St  body  , temperature  and 
providing  a soft,  soothing,  unctuous  covering  over 
the  engorged  hemorrhoids  or  irritated  rectal  mucosa, 
'Anusol’  Hemorrhoidal  Suppositories  have  a prompt, 
beneficial,  therapeutic  action  resulting  in 
almost  immediate  relief. 

How  Supplied:  'AN  USOL’  Hemorrhoidal  Suppositories 
are  supplied  in  boxes  of  6 and  12  suppositories. 


•T.  M.  Reg  U S.  Pot.  Off. 
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for  perfection  in  matching 


66 True  to  Life ” 

ARTIFICIAL  HUMAN  EYES 

by 

Fried  & Kohler 

• Especially  made  to  order  by  skilled  artisans. 

• Comfort  and  pleasing  cosmetic  appearance 
guaranteed. 

• Eyes  also  fitted  from  stock  by  experts.  Selections 
sent  on  memorandum. 

• Referred  cases  carefully  attended. 

FRIED  & KOHLER,  Inc. 

Specialists  in  ALL  TYPES  of  Artificial  Human  Eyes  Exclusively 
665  Fifth  Avenue  (Tel.  Eldorado  5-1970)  New  York  22,  N.  \ . 

• 

“Over  Forty-five  Years  devoted  to  pleasing  particular  people” 


each 


BEIEXON  fortified 


rer-Fraction  50:1  3 grs. 

from  ISO  gr*.  of  fresh  liver) 

Thiamine  Hydrochloride  (B,)  5 mg. 
Riboflavin  (B2)  10  mg. 

Niacinamide  20  mg. 

HCI  (B*)  1 mg. 

With  other 
occurring  in 


capsule  supplies: 

Yeast  Extract  3 grs. 

Iron  Hydrogen  reduced  10  mg 
Calcium  Pantothenate  3 mg 
Choline  Chloride 
Inositol 
Folic 


BELEXON 


VITAMIN  B-COMPLEX  with  LIVER,  FOLIC  ACID  and  IRON 

a rich  source  of 

all  B-Complex  Vitamins, 

known  and  postulated,  for  use  in 

the  prevention  and  treatment  of 


a stimulant  of  the  hematopoietic  system  for 


rapid  regeneration  and  maturation  of  red  blood  cells  in 

Nutritional,  Secondary,  Macrocytic  ANEMIAS 


AMERICAN  PHARMACEUTICAL  COMPANY 

MANUFACTURING  CHEMISTS 

NEW  YORK  18,  N.  Y. 

over  30  years  of  service  fo  the  profession 


VITAMIN  B-COMPLEX  DEFICIENCIES 


SAMPLES  AVAILABLE  UPON  REQUEST 


Charles  Edouard  Brown-Sequard 

( 1817-1894 ) 

proved  it  in  neurology 


Dr.  Brown-Sequard  specialized  in  the 
study  of  physiology.  He  considered  ex- 
perimental physiology  of  such  impor- 
tance that  he  campaigned  in  both 
Europe  and  America  to  make  it  a part 
of  the  curricula  in  medical  schools. 


Brown  - Sequard’s  studies  established 
him  as  a founder  of  modern  neurology. 
His  experiments  included  transection 
of  the  spinal  cord,  a series  on  the  knee 
jerk,  epilepsy,  and  the  vasomotor  func- 
tion of  the  sympathetic  nerve. 


Experience  is  the  best  teacher  in  cigarettes,  too 

YES!  Experience  counts.  Millions  of  smokers 
who  have  tried  and  compared  many  different 
brands  of  cigarettes  found  from  experience  that 
Camels  suit  them  best.  As  a result,  more  people 
are  smoking  Camels  than  ever  before. 

Try  Camels!  See  how  your  taste  appreciates 
the  rich,  full  flavor  of  Camel’s  choice,  properly 
aged,  and  expertly  blended  tobaccos.  See  if  your 
throat  doesn’t  welcome  Camel’s  cool  mildness. 

Find  out  for  yourself  why,  witli  millions  of 
smokers,  Camels  are  the  “choice  of  experience.” 

R.  J . Reynold*  Tobacco  Co. 
Winuton-Sulrm . N.C. 

Neeording  to  a Nationwide  survey. 

More  Doctors  smoke  Camels 


t/ian  any  ot/ier  cigarette 


Three  independent  researeh  organizations  in  a nationwide  survey  asked  113,597  doctors 


to  name  the  cigarette  thev  smoked.  More  doctors  named  Camel  than  anv  oilier  brand. 
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RUTIN  with  VITAMIN 


0 


For  the  Control 
of  Increased 
Capillary  Fragility 


SCORUTONE  is  a combination  of  rutin  and 
ascorbic  acid.  Rutin  has  been  shown  to  be 
effective  in  the  treatment  of  increased  capillary 
fragility.  Since  clinical  evidence  seems  to  indicate 
that  it  is  less  effective  in  the  presence  of  a Vitamin 
C deficiency,  ascorbic  acid  has  been  added  as  a 
potentiating  factor  in  Scorutone. 

SCORUTONE  tablets  are  supplied  in  bottles  of  100 
tablets,  each  tablet  containing  30  mg.  of  rutin  and  50 
mg.  of  ascorbic  acid.  Write  for  detailed  information 
and  clinical  reports  of  the  successful  use  of 


Novocol  Chemical  Mfg.  Co.,  Inc. 
2911-23  Atlantic  Ave.,  B’klyn  7,  N.  Y. 
Gentlemen : 

Please  send  prescription  blanks  and 
literature  on  the  scientific  background  of 
Scorutone. 


Scorutone 
control  in- 
creased 
capillary 
fragility. 
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" One  of  the  chief  causes  of  distress 

in  liver,  gallbladder  and  bile 
tract  disturbances  is  impaired 
fat  digestion,  resulting  in  flatulence,  upper  abdominal  discomfort, 
steatorrhea,  constipation  and  related  symptoms. 


Of  considerable  importance  also  is  the  interference  with  absorption 
and  utilization  of  iron,  calcium,  and  fat-soluble  vitamins — D,  E,  K 
and  Carotene — leading  to  well-known  deficiencies  in  these  essen- 
tial dietary  factors. 


Degalol — chemically  pure  deoxycholic  acid — provides  Nature’s 
emulsifier  to  facilitate  fat  digestion  and  absorption. 

In  the  presence  of  lipase  (which  is  rarely  absent),  one  or  two 
tablets  of  Degalol  t.i.d.  usually  suffice  to  reduce  appreciably 
the  symptoms  of  impaired  fat  digestion  and  to  allow  for  ab- 
sorption of  ingested  fat-soluble  vitamins. 

Supplied  in  tablets  of 
1 lA  gr.,  boxes  of  100. 


AMES  COMPANY,  Inc. 
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DIGILANID 

(crystalline  complex  of  lanatosides  A,  B and  C) 

DIGILANID®  gives  the  dependable  action  of  the  total  glycosides  present  in 
Digitalis  lanata  whole  leaf.  DIGILANID  may  be  regarded  as  a "crystalline 
whole  leaf"  preparation  possessing  advantages  of  stability,  uniform 
potency  and  virtual  freedom  from  impurities. 


TABLET 


LIQUID 


AMPULS 


SUPPOSITORY 


Originality  • Elegance  • Perfection 

13-  SAN DOZ  PHARMACEUTICALS 

Division  of  SAND0Z  CHEMICAL  WORKS,  INC. 

68-72  CHARLTON  STREET  • NEW  YORK  M,  N.  Y. 
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Healing  of  peptic  ulcer  must  be  followed  by 
effective  antacid  maintenance  therapy  to 
prevent  recurrence.  This  can  be  achieved 
conveniently  with  agreeable,  easy-to-carry 
Creamalin  'Tablets  and  Capsules. 

Through  sustained  reduction  of  gastric 
acidity  without  the  danger  of  alkalosis, 
nonabsorbable  Creamalin  provides 
reliable  and  safe  antacid  control  for 
the  ambulatory  ulcer  patient. 


^/j?ST  0FAl.UM\^  olV 


TABLETS:  Tins  of  12,  bottles  of  50  and  200 
CAPSULES:  Boxes  of  24,  bottles  of  100 


INC. 


CREAMALIN,  trademark  reg.  U.  S.  & Canada 


New  York  13,  N.  Y.  Windsor , Ont. 
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Six  Of  a kind  . ..for  ‘W  therapy 

Now... with  the  addition  of  ‘Bcmiltfl’  fortified  with  Iron,  Liver  and 
Folic  Acid  . . . the  ‘Bcminsl’  family  offers  six  distinctive  forms  and 
potencies.  ‘Berninal’  fortified  with  Iron,  Liver  and  Folic  Acid  will 
prove  especially  suitable  in  the  prevention  and  treatment  of  iron- 
deficiency  anemias,  certain  macrocytic  anemias,  and  as  adjunctive 
therapy  in  pernicious  anemia.  Beginning  with  the  newest  member, 
the  following  are  the  six  dosage  forms  and  potencies  now  available: 


I 


1.  ‘Beminai’  fortified  with  Iron,  Liver  and  Folic  Acid  (Capsules)  no.  821 

2.  ‘Beminai’  Forte  with  Vitamin  C (Capsules)  no.  817 

3.  ‘Beminai’  Forte  Injectable  Dried  no.  495 

4.  ‘Beminai’  Granules  no.  925 

5.  ‘Beminai’  fortified  with  Iron  and  Liver  (Capsules)  no.  816 
G.  ‘Beminai’  Tablets  no.  815 

Aycrst,  McKenna  & Harrison  Limited  22  East  40th  Street, N cw  York  16 
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(Iron  Proteinate) 

FORMULAS 

Hematinic  Therapy  to  Meet 
Individual  Requirements 

Presenting  iron  in  readily  assimil- 
able protein  combination.  Cause 
no  puckering,  griping,  gastric  up- 
sets, discoloration  of  teeth,  or 
constipation. 

Palatable  • Well  Tolerated 


Tablets  HEMABOLOIDS 

with  Folic  Acid 

Each  tablet  represents: 


Iron  (as  proteinate) 50  mg. 

Folic  Acid 5 mg. 


HEMABOLOIDS  with 


Liver  Concentrate 

Each  fluid  ounce  represents: 

Alcohol  (by  volume) 17% 

lrot»  (as  proteinate) 120  mg. 

Liver  Concentrate  (20:1) 500  mg. 

Cane  sugar,  glycerine,  flavoring. .. aa ...  q.s. 


Tablets  HEMABOLOIDS 

with  Liver  Concentrate 


Each  tablet  represents: 

Iron  (as  proteinate) 35  mg. 

Liver  Concentrate  (20:1) 100  mg. 


HEMABOLOIDS 


ARSENIATED 

Each  fluid  ounce  represents: 

Alcohol  (by  voldme) 17% 

Arsenous  Acid 1 /20  gr. 

Iron  (as  proteinate) 120  mg. 

Cane  sugar,  glycerine,  flavoring...aa . . . q.s. 


THE  ARLINGTON  CHEMICAL  COMPANY,  yonkers  i,  new  york 
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1993 


amebiasis 


'•••now  endemic  in  the  U.  S. ? 


Formerly  considered  a tropical  disease,  amebiasis  is  more 


recently  reported 1,2  as  "extremely  common"  and  even 
"endemic"  in  this  country. 

Because  early  treatment  has  such  an  important  bear- 
ing on  prognosis,  investigators  stress  the  importance  of 
prompt  recognition  through  careful  stool  examination. 

Destructive  to  the  cysts  of  Endamoeba  histolytica  and 
especially  valuable  in  sterilizing  "cyst-carriers"  is  the  high- 
iodine-containing  amebacide,  DIODOQUIN. 

Diodoquin1 2 3 "is  well  tolerated. ...It  can  readily  be  taken 
by  ambulant  patients  and,  therefore,  eliminates  the 
necessity  of  hospitalization." 


SEARLE 

RESEARCH 
IN  THE  SERVICE 
OF  MEDICINE 


DIODOQUIN 

(5/  7-diiodo  8 hydroxyquinoline) 


1.  Chalgren,  W.  S.,  and  Baker,  A.  B. : Tropical  Diseases:  Involvement  of  Nervous  System, 
Arch.  Path.  41:66  (Jan.)  1946. 

2.  Browne,  D.  C.;  Me  Hardy,  G.,  and  Spellberg,  M.  A.:  Statistical  Evaluation  of  Amebiasis, 
Gastroenterology  4: 154  (Feb.)  1945. 

3.  Manson-Bahr,  P.:  Some  Tropical  Diseases  in  General  Practice:  **A  Post-War  Legacy,* 
Glasgow  M.  J.  27:123  (May)  1946. 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

292  MADISON  AVENUE,  NEW  YORK  17,  NEW  YORK 
MURRAY  HILL  3-0701 


SECTION  OFFICERS 
1948-1949 


ANESTHESIOLOGY 

John  J.  Buettner,  Chairman Syracuse 

Harold  F.  Bishop,  Vice-Chairman Valhalla 

Frances  A.  Harmatuk,  Secretary New  York 

Harold  C.  Kelley,  Delegate Bronx 

CHEST  DISEASES 

Foster  Murray,  Chairman Brooklyn 

Samuel  A.  Thompson,  Secretary New  York 

Grant  Thorburn,  Delegate New  York 

DERMATOLOGY  AND  SYPHILOLOGY 

James  W.  Jordon,  Chairman Buffalo 

Orlando  Canizares,  Secretary New  York 

Maurice  J.  Costello,  Delegate New  York 

GASTROENTEROLOGY  AND  PROCTOLOGY 

Rudolph  V.  Gorsch,  Chairman New  York 

Frank  Meyers,  Vice-Chairman Buffalo 

Alfred  M.  Buda,  Secretary Brooklyn 

A.  W.  Martin  Marino,  Delegate Brooklyn 

INDUSTRIAL  MEDICINE  AND  SURGERY 

Christopher  Stahler,  Jr.,  Chairman Albany 

William  P.  Eckes,  Secretary New  York 

Harry  V.  Spaulding,  Delegate New  York 

MEDICINE 

Grosvenor  W.  Bissell,  Chairman Buffalo 

Thomas H.  McGavack,  Vice-Chairman. . .New  York 

Edwin  W.  Gates,  Secretary Niagara  Falls 

Edwin  W.  Gates,  Delegate Niagara  Falls 

NEUROLOGY  AND  PSYCHIATRY 

Abraham  M.  Rabiner,  Chairman Brooklyn 

Theodore  J.  C.  Von  Storch,  Secretary Albany 

Burton  M.  Shinners,  Delegate Buffalo 

OBSTETRICS  AND  GYNECOLOGY 

J.  Thornton  Wallace,  Chairman Brooklyn 

Joseph  H.  Cornell,  Secretary Schenectady 

Charles  W.  Mueller,  Delegate Brooklyn 


OPHTHALMOLOGY  AND  OTOLARYNGOLOGY 


Darrell  G.  Voorhees,  Chairman New  York 

Walter  F.  Duggan,  Secretary Utica  , 

Thomas  H.  Johnson,  Delegate New  York 

ORTHOPEDIC  SURGERY 

Joseph  D.  Godfrey,  Chairman Buffalo 

Otho  C.  Hudson,  Secretary Hempstead 

Halford  Hallock,  Delegate New  York 

PATHOLOGY  AND  CLINICAL  PATHOLOGY 

Victor  W.  Bergstrom,  Chairman Binghamton 

A.  Purdy  Stout,  Vice-Chairman New  York 

M.  J.  Fein,  Secretary New  York 

Stephen  H.  Curtis,  Delegate Troy 

PEDIATRICS 

Thurman  B.  Givan,  Chairman Brooklyn 

Jerome  Glaser,  Vice-Chairman Rochester 

Reginald  A.  Higgons,  Secretary Port  Chester 

William  J.  Orr,  Delegate Buffalo 

PUBLIC  HEALTH,  HYGIENE,  AND  SANITATION 

Wendell  R.  Ames,  Chairman Buffalo 

William  A.  Holla,  Vice-Chairman White  Plains 

F.  E.  Coughlin,  Secretary Troy 

Philip  J.  Rafle,  Delegate New  York 

RADIOLOGY 

Carlton  F.  Potter,  Chairman Syracuse 

Ramsay  Spillman,  Vice-Chairman New  York 

E.  Forrest  Merrill,  Secretary Rochester 

Frederic  E.  Elliott,  Delegate Brooklyn 

SURGERY 

Dan  Mellen,  Chairman Rome 

John  H.  Mulholland,  Secretary New  York 

Seymour  G.  Clark,  Delegate Brooklyn 

UROLOGY 

William  J.  Kennedy,  Chairman Gloversville 

William  A.  Milner,  Vice-Chairman Albany 

Robert  S.  Hotchkiss,  Secretary New  York 

William  A.  Milner,  Delegate Albany 


Officers  of  the  Session  on  the  History  of  Medicine  and  Session  on  Physical  Medicine  will  be  announced 

at  a later  date. 


nilUUENiH  (1ASTRII1  ULCER 

Treatment:  Antacid  Rx: — CA-MA-SIL  Powder,  in  Yi  glass  water  (preferably  hot). 

2 tspfls.  before  and  after  meals  and  upon  retiring. 

Clinical  observations  of  the  merits  of  CA-MA-SIL  Antacid  Powder  are  convincing  in  the  treatment  of 
excess  gastric  hyperacidity  associated  with  DUODENAL  and  GASTRIC  ULCER.  Successful  manage- 
ment with  CA-MA-SIL  assures  the  patient  of  3 nearly  normal  meals,  prompt  relief,  and  aids  rapid 
healing.  The  longer  neutralizing  period  makes  it  especially  effective  in  Duodenal  Ulcer  Therapy.* 

PRESCRIBED  BY  PHYSICIANS  EVERYWHERE 

CA-MA-SIL  COMPANY,  700  Cathedral  Street,  Baltimore  1,  Md. 

• ALSO  UNEXCELLED  FOR  NAUSEA  OF  PREGNANCY. 

* DOES  NOT  INDUCE  ANOREX I A-CONTAI  NS  NO  SODA  OR  ALUMINUM  HYDROXIDE 

Formula:  New  Magnesium  Silicate  Special  (not  trisilicate)  Calcium  Carbonate  Diammonium  Hydrogen  Phosphate 

Samples  Available. 
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In  a class  by  itself 


LI 

U 

ti 

Sodium  sulfacetimide  is 
the  only  sulfonamide  which  can 
be  dissolved  to  the  extremely  high 
concentration  of  30%  at  physiologic 
pH  7.4.  It  is  more  bacteriostatic 
n any  other  sulfonamide  used  locally, 
more  deeply  penetrating  into  ocular 


SODIUM  SULFACETIMIDE  SOLUTION  30% 

(SODIUM  SULAMYD) 

for  eye  infections 


For  more  certain  prevention  of  infection  following 
all  types  of  corneal  abrasions,  lacerations 
and  burns,  or  after  removal  of  embedded  conjunctival 
and  corneal  foreign  bodies,  one  drop  of 
Sodium  Sulfacetimide  Solution  30%  should  be 
instilled  every  two  hours  for  at  least  one  day  after  injury. 

For  rapid  control  of  infections  such  as  acute  and 
chronic  conjunctivitis  and  blepharitis,  and  to 
speed  healing  in  traumatic  corneal  ulcer,  one  drop  of 
Sodium  Sulfacetimide  Solution  30%  should  be 
instilled  every  two  hours  until  improvement  is  well  under 
way,  after  which  treatment  is  continued  at  longer 
intervals  for  one  or  two  days  more. 

For  continuous  therapy  through  the  night, 
Sodium  Sulfacetimide  Ophthalmic  Ointment  10% 
should  he  applied  to  the  lower  lid  at  bedtime. 


Sodium  Sulfacetimide  Solution  30%  (Sodium  Sulamyd*) 
is  available  in  15  cc.  amber,  eye-dropper  bottles. 
Sodium  Sulfacetimide  Ophthalmic  Ointment  10% 
*®  (Sodium  Sulamyd)  in  Vs  oz.  tubes.  Box  of  12  tubes. 

CORPORATION  • BLOOMFIELD,  NEW  JERSEY 

IN  CANADA,  SC  II  EKING  CORPORATION  LTD.,  MONTREAL 


SODIUM  SULFACETIMIDE 
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FOR  EFFECTIVELY  REGULATING 
BOWEL  ACTION 

KONDREMUL 


An  Emulsion  of  Mineral  Oil  and  Irish  Moss 
3 Types 

KONDREMUL  Plain  (containing  5 5% 
mineral  oil) 

KONDREMUL  with  non-bitter  Extract  of 
Cascara  (4.42  Gm.  per  100  cc.) 

KONDREMUL  with  Phenolphthalein — .13 
Gm.  (2.2  grs.)  phenolphthalein  per  table- 
spoonful. 

Kondremul  is  effective  in  both  atonic 
and  spastic  constipation.  Its  smooth 
yet  reliable  action  is  accomplished 
without  griping,  and  it  is  free 
from  roughage. 

Canadian  Distributors:  Charles  E.  Frosst  & Co., 
Box  247, 

Montreal,  Quebec 

THE  E.  L.  PATCH  COMPANY 

BOSTON,  MASS. 
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This  is  the  type  of  advertising 
Beech-Nut  is  running  in  newspapers 
and  magazines  to  reach  mothers 


Ojr  C&UAA&  — 

'JL.  the  modern  mother 
buys  baby  foods... 

with  her  eyes  wide  open 

Not  only  for  baby’s  meal  time  enjoyment  but 
her  own  assurance  of  giving  baby  a food  that 
meets  in  every  way  the  high  standards  of  pro- 
duction accepted  by  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association. 

Bear  this  in  mind — always.  Beech-Nut  has  co- 
operated closely  with  doctors  and  food  special- 
ists in  the  selection  and  scientific  preparation  of 
Beech-Nut  Baby  Foods  from  their  very  begin- 
ning. Food  flavor  and  values  are  retained  in 
high  degree.  Every  step  in  their  processing  is 
checked  and  rechecked.  Meal  time  is  happy 
time  when  you  give  your  baby . . . 


OOD 


Beech-Nut  high  standards  of  baby  food  pro 
«(ouu  »sS  duction  and  all  Beech-Nut  baby  food  advertis 
ing  have  been  accepted  by  the  Council  on  Foods  anc 
Nutrition  of  the  American  Medical  Association. 
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The  Lumbosacral  and  Lower  Lumbar  Regions 


C^yVVP  SLIPPORTS  offer  advantages 


. . . Give  firm  support  to  the  low  back ; the  support  is  easily 
intensified  by  re-inforcement  with  pliable  steels  or  the  Camp 
Spinal  Brace. 

. . . Afford  a more  stable  pelvis  to  receive  the  superincum- 
bent load. 

. . . Allow  freedom  for  contraction  of  abdominal  muscles 
under  the  support  in  instances  of  increased  lumbar  curve 

(fig-  !)• 

. . . Are  removed  easily  for  prescribed  exercises  and  other 
physical  procedures  prescribed  by  physiatrist  or  physician. 


FIGURE  1— Patient 
— thin  type  of  build 
with  beginning  faul- 
ty body  mechanics. 
The  Camp  adjust- 
ment provides  a 
more  stable  pelvis, 
allowing  patient  to 
"draw  in"  the  ab- 
dominal muscles 
thus  gradually  ac- 
quiring a gentle 
lumbar  cur'/e, 


FIGURE  2 — Patle 
— intermediate  ty| 
of  build.  Strain 
lumbosacral  joi 
predisposes  to  oth 
strains.  For  prote 
tion  of  the  joints 
the  lumbar  regii 
from  recurrent  stra 
and  also  as  an  a 
in  relieving  the  pa 
of  acute  conditior 
Camp  lumbosaci 
supports  has 
proved  effective. 


S.  H.  CAMP  AND  COMPANY  • JACKSON,  MICHIGAN 

World's  Largest  Manufacturers  of  Scientific  Supports 
Offices  in  New  York  • Chicago  • Windsor,  Ontario  • London,  England 
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1 PIONEERS  in  Re  search  . . . and 


Leadership  thru  the  years  in  combating 


OTITIS  MEDIA 


DOHO  in  realizing  the  need  for  a potent, 
topical,  well  tolerated  ear  medication,  yet 
mindful  that  no  one  formula  could  be  suitable 
for  all  conditions  . . . devoted  every  facility 
and  scientific  resource  to  the  development  and 
perfection  of  AURALGAN  and  OTOSMO- 
SAN.  Each  has  its  sphere  of  usefulness . . . 
each  has  been  tested  and  clinically  proven  in 
many  thousands  of  cases.  Reprints  and  sub- 
stantiating data  sent  on  request. 


EACH  A SPECIFIC... both  effective! 


IN  CHRONIC  SUPPURATIVE 
OTITIS  MEDIA, FURUNCULOSIS 
AND  AURAL  DERMATITIS 

.....JMWWPMU  .'JJWm 


is  a scientifically  prepared,  completely  water-free  Gly- 
cerol (DOHO)  having  the  highest  specific  gravity 
obtainable,  containing  antipyrine  and  benzocaine  . . . 
which  by  its  potent  decongestant,  dehydrating  and  anal- 
gesic action  provides  effective  relief  of  pain  and  inflam- 
mation. 

is  not  just  a mere  mixture,  but  a scientifically  potent 
chemical  combination  of  Sulfathiazole  and  Urea  it. 
AURALGAN  Glycerol  (DOHO)  base  ...  which  exerts 
a powerful  solvent  action  on  protein  matter,  liquefies 
and  dissolves  exuberant  granulation  tissue,  cleanses  and 
deodorizes,  and  tends  to  exhilarate  normal  tissue  heal- 
ing in  the  effective  control  of  chronic  suppurative  otitis 
media. 


Literature  and  samples  on  request 


THE  DOHO  CHEMICAL  CORPORATION 

New  York  13,  N.  Y.  • Montreal  • London 
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Thanks  to 


more  babiesf  ;Ware  fed  on 


Carnation  than  any  other 


evaporated 


YES  - and  most  of  the  mothers 
who  use  Carnation  for  infant  feeding 
say  their  formula  was  prescribed  by 
the  doctor  or  hospital. 

With  such  wide-spread  medical  en- 
dorsement, it’s  no  wonder  more 
babies  are  fed  on  Carnation  than  on 
any  other  brand  of  evaporated  milk 
— or  any  other  infant  feeding  formula 
of  any  kind! 

To  win  and  hold  your  professional 
recommendation.  Carnation  Milk  is 


processed  with" prescription  accuracy” . 
It  is  evaporated,  homogenized,  for- 
tified and  sterilized  under  contin- 
uous rigid  control.  Repeated  tests 
and  vigilant  inspection  are  your 
guarantee  that  every  can  meets 
Carnation’s  unsurpassed  standard  of 
quality  and  uniformity. 

"The  milk  every  doctor  knows’’  is 
one  you  can  con- 
fidently prescribe 
by  name  — day  in 
and  year  out! 


Nation-wide 
surveys  indicate 
that  Carnation 
Milk  is  more 
widely  used  in 
infant  feeding 
than  any  other 
brand  of  evapo- 
rated milk. 


The  Milk  Every  Doctor  Knows 


elixir 

another  Robins'  triumph 


• Robins'  "Donnatal  Elixir"*  marks  an  important  step 
forward  in  spasmolytic  therapy.  Developed  for  adults 
and  children  alike,  this  outstanding  spasmolytic  and  sedative 
now  greatly  widens  the  range  of  its  therapeutic  usefulness. 

• As  an  elixir,  its  exceptional  palatability  ...  its  ease  of 
administration  and  flexibility  of  dosage  . . . together  with 
its  prompt,  uniform  action  — all  make  it  the  spasmolytic  of 
choice  in  such  pediatric  conditions  as  spastic  pyloric 
stenosis,  intestinal  colic,  diarrhea  and  enuresis. 
• Donnatal's  comprehensive  spasmolytic  effect  — with  an 
unusually  wide  margin  of  therapeutic  safety  — results  from 
a synergistic  combination  of  small,  fixed  amounts  of  the 
principal  belladonna  alkaloids,  with  phenobarbital. 
Each  5 cc.  (1  teaspoonful)  of  Donnatal  Elixir  equals 
1 Donnatal  tablet  in  therapeutic  effectiveness. 

‘"Donnatal"  is  the  registered  tra^le  mark  ot  A.  H.  Robins  Co. 
Ethical  Pharmaceuticals  of  Merit  since  1Q78 

A.  H.  ROBINS  COMPANY  • RICHMOND  19,  VA. 

POSAGE  Infants:  Vj  teaspoonful  2 or  3 times 
daily  as  necessary.  Children:  1 teaspoonful 
2 or  3 times  daily  as  necessary. 
Adults : 1 or  2 teaspoonfuls,  3 or  4 times  daily. 

FORMULA  Each  teaspoonful  (5  cc.)  contains: 
Hyoscyamine  Sulfate  . . . 0.1037  mg. 
Atropine  Sulfate  . . . 0.0194  mg. 
Hyoscine  Hydrobromide  . . . 0.006S  mg. 
Phenobarbital  (%  gr.) 16.2  mg. 


AVAILABLE  In  pints  and  gallons. 
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ERN  DIGITALIS  THERAPY... 


reduces  dosage  \ to  milligrams 


. . . disability  M 1 to  hours! 


Simplicity  of  administration  with 
dosage  by  weight  and  effect  in  hours 
—together  with  virtual  freedom  from 
locally  induced  nausea  or  vomiting 
—makes  Digitaline  Nativelle  a prep- 
aration of  choice  wherever  and  when- 
ever digitalis  therapy  is  indicated. 

In  developing  the  first  clinically- 
proven  active  principle  of  digitalis 
purpurea,  Digitaline  Nativelle  has 
provided  the  medical  profession 
with  a major  advance  in  the  treat- 


SIMPLICITY OF  ADMINISTRATION 

Rapid  Digitalization  ...  7.2  mg.  in 
equally  divided  doses  of  0.6  mg.  at 
three-hour  intervals. 

Maintenance:  0.1  or  0.2  mg.  daily  de- 
pending upon  patient’s  response. 

CHANGE-OVER:  0.1  or  0.2  mg.  of  Digi- 
taline Nativelle  may  advantageously  re- 
place present  maintenance  dosage  of 
0.1  gm.  or  0.2  gm.  of  u'hole  leaf. 

Supplied  through  all  pharmacies  in  0.1  mg.  pink 
tablets  arul  0.2  mg.  white  tablets  — in  bottles  oj  40 
and  250.  In  ampules  oj  0.2  mg.  (7  cc. ) and  0.4  mg. 
( 2 cc.)  — in  packages  oj  ( or  50.  VARICK  PHARMA- 
CAL  CO.,  INC.  (Division  ol  F.  Fougera  & Co.,  Inc.) 
75  Varick  Street,  New  York,  New  York. 


ment  of  cardiac  decompensation. 
Utilizing  the  active  principle.  Digi- 
tal ine  Nativelle  acts  uniformly 
whether  administered  by  mouth  or 
by  vein. 

Prescribed . . . for  these 
5 advantages : 

1.  Uniform  potency  by  weight. 

2.  Identical  dosage  and  effect  when  given 
intravenously  or  by  mouth. 

3.  Virtual  freedom  from  gastric  upsets 
and  other  untoward  side  effects. 

4.  Absorption  and  action  is  rapid,  uni- 
form, determinable  by  the  clock. 

5.  Active  principle  enthusiastically  ac- 
cepted by  leading  cardiologists. 


italine 


Nativelle 


. . . active  glycoside  of  digitalis  purpurea 

( digitoxin ) 


provide  prenatal  and  postnatal  protection 


They  contain  mineral-vitamin  factors  often  poorly  represented  in  patients’  diets. 
Increased  requirements  during  pregnancy  and  lactation  are  well  recognized: 


Each  Nutritive  Capsule  supplies  725  mg.  of  anhydrous 
Dicalcium  Phosphate ||jroviding  calcium  and  phosphorus 
in  approximately  the  same  physiologic  ratio 
(1.3  to  JD  as  in  blood  and  in  milk. 


Each  Nutritivf  Capsule  supplies 
jSO  rng.  of  Ferrous  Sulfate. 


supplies  2 mg.  of  vitamin 


three  times  daily,  or  more  if  indicated, 
of  100  and  1000. 

BIBUOGRiJpHY:  (1)  Dr  t.ee.  J.  B.  and  Greenhill,  J.  I>  Principles  and 
Practice  of  Obstetrics,  Saunders,  Philadelphia,  1947,  p.  95.  (2)  Bickncll, 

F and  Prescott,  F. : The  Vitamins  in  Medicine,  Crune  and  Stratton, 
NexHBTrk.  1947,  p.  663,  p.  189,  p.  326. 
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WHEN  YOU  NEED  A GOOD  SUPPORT 

FOR  REDUCIBLE  HERNI  A — may  we  suggest  the  advantages  of 

“custom-made”  Protection,  designed  to  meet  the  described  needs  of  each  particular  case?  Physi- 
cians, who  know  from  experience,  can  tell  you  that  Rice  “custom-made”  Supports  for  reducible 
HERNIA  are  truly  different  and  that  our  methods  are  dependable.  With  dozens  of  different 
styles,  shapes  and  types  of  pads  at  our  disposal  and  with  a full  realization  of  our  responsibility  to 
those  who  put  their  faith  in  us  —we  respectfully  offer  our  services  for  your  approval.  Descrip- 
tive literature  and  measurement  charts  on  request 

WILLIAM  S.  RICE,  Inc.,  (Lock  Box  101),  ADAMS,  NEW  YORK 

BRANCH  SUPPLY  AND  FITTING  OFFICES 

BUFFALO,  N.  Y.— ROCHESTER,  N.  Y.— PITTSBURGH,  PA. 


INDEX  TO  ADVERTISED  PRODUCTS 


Aminophyllin  (H.  E.  Dubin  Laboratories, 

Inc.) 2004 

Auralgan  (The  Doho  Chemical  Corporation)  1999 
Belexon  (American  Pharmaceutical  ComT 

pany) 1984 

Beminal  (Ayerst,  McKenna  & Harrison 

Limited) 1991 

Ca-Ma-Sil  (Ca-Ma-Sil  Company) 1994 

Cepacol  (The  Wm.  S.  Merrell Company) . .2nd  cover 

Creamalin  (Winthrop-Stearns  Inc.) 1989 

Crysticillin  (E.  R.  Squibb  & Sons) 2090 

Daxalan-Dome  Paste  (Dome  Chemicals  Inc.)  2079 

Degalol  (Ames  Company,  Inc.) 1987 

Diaparene  (Homemakers’  Products  Corpora- 
tion)   2009 

Digilanid  (Sandoz  Chemical  Works,  Inc.) . . . 1988 

Digitaline  Nativelle  (Varick  Pharmacal  Co., 


Diodoquin  (G.  D.  Searle  & Co.) 1993 

Donnatal  (A.  II.  Robins  Company) 2001 

Doxychol-K  (George  A.  Breon  & Company)  2082 

Guiathyme  (Harmon  Chemicals,  Inc.) 2081 

Iiemaboloids  (The  Arlington  Chemical  Com- 
pany)   1992 

Iletin  (Eli  Lilly  and  Company) 2014 

Kondremul  (The  E.  L.  Patch  Company). . . . 1996 

Koromex  (Holland-Rantos  Company,  Inc.) . . 2080 

Mandelamine  (Nepera  Chemical  Co.,  Inc.) . . 2008 

Mercuhydrin  (Lakeside  Laboratories,  Inc.) . . 2013 

Neo-Antergan  (Merck  & Co.,  Inc.) 2005 

Nucarpon  (Standard  Pharmaceutical  Co., 


Nutritive  Capsules  (Parke,  Davis  & Com- 
pany)   2003 

Oleum  Percomorphum  (Mead  Johnson  & Co.) 

4th  cover 

01-Vit.um  Drops  (Ives-Cameron  Company, 

Inc.) 2084 

Ovaltine  (The  Wander  Company) 2075 

Picragol  (Wyeth  Incorporated) 2077 


Ramses  (Julius  Schmid,  Inc.) 2092 

Raysal  with  Succinate  (Iiaymer  Pharmacal 

Company) 2085 

Scorutone  (Novocol  Chemical  Mfg.  Co.,  Inc.)  1986 
Sodascorbate  (Van  Patten  Pharmaceutical 

Co.) 2081 

Sodium  Sulfacetimide  (Schering  Corpora- 
tion)   1995 

Sulfonsol  (The  National  Drug  Company)  . . . 2007 

Syrup  Choline  (Flint,  Eaton  & Co.) 2086 

Tarbonis  (The  Tarbonis  Company) 2094 

Thesodate  (Brewer  & Company,  Inc.) 2073 

Thum  (Num  Specialty  Co.) 2081 

Trasentine-Phenobarbital  (Ciba  Pharma- 
ceutical Products,  Inc.) 3rd  cover 

Vifort  (Endo  Products  Inc.) 2012 

Westsal  (Westwood  Pharmacal  Corp.) 2011 

Dietary  Foods 

Baby  Foods  (Beech-Nut  Packing  Company)  1997 
Evaporated  Milk  (Carnation  Milk  Company)  2000 
Evaporated  Milk  (Nestle’s  Milk  Products, 

Inc.) 2083 

Malt  Soup  Extract  (Borcherdt  Malt  Ex- 
tract Company) 2079 

Milk  Stout  (Whitbread  & Co.,  Ltd.) 2087 

Similac  (M  & II  Dietetic  Laboratories,  Inc.)  2088 
Medical  & Surgical  Supplies 

Artificial  Eyes  (Fried  & Kohler,  Inc.) 1983 

Artificial  Limbs  (J.  E.  Hanger) 2087 

Carbon  Dioxide  Baths  (Saratoga  Springs 

Authority) 2010 

Ilydrogalvanic  Generators  (Teca  Corporation)  1990 

Orthopedic  Shoes  (Pediforme  Shoe  Co.) 2081 

Supports  (S.  II.  Camp  and  Company) 1998 

Supports  (Wm.  S.  Rice,  Inc.) 2004 

Miscellaneous 

Brioschi  (G.  Ceribelli  & Co.) 2079 

Candy  (National  Confectioners’  Association)  2006 
Cigarettes  (R.  J.  Reynolds  Tobacco  Co.) ....  1985 


BURDENED  HEART 
EDEMATOUS  TISSUES 


- ....  -•  — ft 

DUBIN  AMINOPHYLLIN 

ACTIVE  DIURETIC  ’ MYOCARDIAL  STIMULANT 
BRONCHIAL  RELAXANT 


DISTRESSED  LUNGS 


In  Bronchial  Asthma,  Paroxysmal  Dyspnea, 
CheynejStokes  Respiration. 


TABLETS  • AMPULS  • POWDER  • SUPPOSITORIES 


H.  E.  DUBIN  LABORATORIES,  Inc.,  250  East  43rd  St.,  New  York  17,  N.Y. 
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Significant  Clinical  Results 
in  Certain  Allergic  Disorders 

Extensive  clinical  investigation  has  established  that: 

■Jy  Neo-Antergan  produces  EFFECTIVE  SYMP-  This  remarkably  efficient  histamine  an- 
TOMATIC  RELIEF  in  a high  percentage  of  tagonist  possesses  a WIDE  MARGIN  OF 
patients  with  certain  allergic  manifestations.  SAFETY. 

■fa  Patients  who  fail  to  respond  satisfactorily  to  other  therapeutic 
methods  may  receive  effective  symptomatic  relief  from  Neo-Antergan. 


The  majority  of  patients  readily  tolerate  the 
average  therapeutic  dose  of  50  mg.,  two  to 
four  times  daily.  In  some  cases,  2 5 mg.,  two 
to  four  times  daily,  will  afford  appreciable 
symptomatic  relief  with  minimal  side  effects. 
Side  reactions,  when  they  occur,  have  been 
found  to  be  generally  mild  and  transient. 


Discontinuance  of  treatment  has  been  nec- 
essary only  in  approximately  I ' 2 per  cent 
of  patients. 

Your  local  pharmacy  stocks  Neo-Anter- 
gan in  2 5-mg.  and  50-mg.  tablets,  supplied 
in  packages  of  100  and  1,000. 


INDICATIONS:  HAY  FEVER  . PRURITUS  • URTICARIA  • VASOMOTOR  RHINITIS  • ATOPIC  DERMATITIS 

ECZEMA  • ALLERGIC  DRUG  REACTIONS  • and  certain  other  allergic  disorders. 


MALEATE 


(Brand  of  Pyranisamine  Maleate) 


(N-/>-methoxybenzyl-N',  N'-di 
methyl-N-fl-pyridylethylene- 
diamine  maleate) 
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Many  persons  whose  daily  work  involves  relatively  little  physical  exercise 
are  likely  to  overindulge  in  outdoor  activities  during  the  summer  months, 
particularly  during  vacation  periods.  This  increase  of  physical  activity  and 
energy  expenditure  must  be  met  by  augmented  nutrition,  the  need  for 
which  is  frequently  made  apparent  by  sudden  hunger  or  decreased  stamina, 
both  of  which  call  for  immediate  relief. 

Candy  is  a splendid  companion  for  every  kind  of  outdoor  activity.  In 
addition  to  presenting  readily  available  caloric  value  in  small  bulk,  the 
many  candies  in  the  manufacture  of  which  milk,  butter,  eggs,  fruits,  nuts 
or  peanuts  are  used,  provide  to  the  extent  these  foods  are  contained,  com- 
plete protein,  essential  minerals,  and  B complex  vitamins.  Satiety  value, 
universal  taste  appeal  and  its  worth-while  nutritional  contribution  have 
made  candy  a natural  companion  of  recreation. 


1 NORTH  LA  SALLE  STREET  • CHICAGO  2,  ILLINOIS 
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2 HOUR  BLOOD  LEVELS1 
ADDITIVE  THERAPEUTIC  EFFECT2 
LESS  TOXIC3 

SULFONSOL-A  DELICIOUS  LIQUID  SUSPENSION  OF  MICRO  CRYS- 
TALLINE SULFADIAZINE  AND  SULFAMERAZINE  — is  far  superior  to 
bulky  tablet  medication.  Each  8 cc.  (2  teaspoonfuls)  is  therapeu- 
tically equivalent  to  the  standard  half-gram  (0.5  Gm.)  sulfonamide 
tablet.  Since  each  drug  is  present  in  micro  crystalline  form  a de- 
sired total  sulfonamide  blood  level  is  attained  in  2 hours  instead 
of  the  usual  6 hours. 


MICRO  CRYSTALLINE 
DIAZINE 

SULFA  § 

MERAZINE 


t.  Reinhold.  I.  G..  Phillips.  F.  I.  £ Flippin, 
H.F.:  Am.  J.  Med.  Sci..  250:141,  1945. 

2.  lehr.  0..  Slobody.  1.  B.,  £ Greenberg. 
W.  B.:  J.  Redial.,  29:275,  1946. 

3.  Lehr.  D.:  Proc.  Sec.  Fiper.  Biol.  £ Med. 
64:393,  1947. 


The  therapeutic  effects  of  sulfadiazine  and  sulfamerazine  are  ad- 
ditive—yet  these  two  drugs  are  independently  soluble  in  body 
fluids.  Hence,  their  simultaneous  administration,  on  the  basis  of 
total  sulfonamide  content,  constitutes  the  logical  answer  to  the 
problem  of  crystalluria  which  frequently  follows  the  administration 
of  full  doses  of  either  drug  alone.  Furthermore,  the  serious  toxic 
reactions  occasionally  associated  with  sulfathiazole,  such  as  hema- 
turia, are  seldom  encountered  following  the  use  of  sulfadiazine  or 
sulfamerazine. 

Supplied  in  bottles  of  2,  4 and  16  fluidounces. 

THE  NATIONAL  DRUG  COMPANY 

PHILADELPHIA  44,  PA. 


MANUFACTURERS  OF  PHARMACEUTICAL  BIOlOGICAl  AND  BlOCHEMICAl  PRODUCTS  FOR  THE  MEDICAl  PROFESSION. 


FFECT1V 


URINARY  ANTISEPSI 
OCCURRENCE  OF 
DRUG-FASTNESS 


MANDELAMINE 

REG.  U.  S.  PAT.  OFF. 

Brand  of  Hexydaline 
( Methenamine  Mandelate) 

Clinicians  recognize  that  the  value  of  many  otherwise 
effective  antibacterial  agents  is  limited  by  the  poten- 
tial development  of  drug-fastness. 

MANDELAMINE*  therapy  is  conspicuously  free  of  this 
disadvantage1 2 3--— a feature  that  is  especially  welcome 
when  therapy  is  prolonged  or  must  be  repeated,  man- 
delamine  exhibits  a broad  range  of  therapeutic  activ- 
ity, is  well  tolerated,  and  is  virtually  nontoxic  in  rec- 
ommended doses. 

MANDELAMINE  offers  these  6 outstanding  advantages: 


1 . No  gastric  upset 

2.  Wide  antibacterial  range 

3.  No  accessory  acidification 
(except  when  urea -splitting 
organisms  are  present ) 


4.  No  fluid  regulation— no 
dietary  restriction 

5.  No  danger  of  drug-fastness 

6.  Simple  oral  dosage— 3 or  4 
tablets  three  times  a day 


Supplied:  Enteric-coated  tablets  of  0.25  Cm.  (32>  grains) 
each,  in  packages  of  120  tablets  sanitaped;  bottles  of  500 
and  1,000  tablets. 

♦mandelamine  is  the  registered  trademark  of  Nepera  Chemical  Co., 
Inc.,  for  its  brand  of  Hexydaline. 

1.  Duca,  C.  J.,  and  Scudi,  J.  V.:  Proc.  Soc.  Exper.  Biol.  & Med. 
66:  123  ( 1947). 

2.  Scudi,  J.  V.,  and  Duca,  C.  J.:  J.  Urol,  (to  be  published). 


NEPERA  CHEMICAL  CO.,  INC. 

Manufacturing  Chemists 

NEPERA  PARK  YONKERS  2,  N.  Y. 
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Product, 

quality  and 

package 

remain  the 

same.  DIAPARENE’S 

new  name  is  easier  to 

identify, 

easier  to  re- 

member. 

easier  to  say. 

DIAPARENE  is  the  first  and  only  non- 
mercurial, non-volatile  diaper-bacteriosta- 
sis  thoroughly  tested  in  laboratory  and 
clinic  to  prevent  formation  of  urinary  am- 
monia in  the  urine-wet  diaper — the  direct 
cause  of  ammonia  dermatitis  and  ulcera- 
tions of  the  external  urinary  meatus1 


Simply  prescribe  one  DIAPARENE  tablet 
dissolved  in  two  quarts  of  warm  water  as 
a final  1 :25,000  rinse  for  six  diapers  or 
less.  For  bacteriacidal  action  the  concen- 
tration may  be  increased  as  much  as  five 
times  (1:5,000)2.  At  your  pharmacist  in 
boxes  of  20  and  40  tablets. 


REFERENCES: 

1.  Cooke,  J.  V.:  Brennemann  Practice 
of  Ped.  4:  Chapter  41,  1945. 

2.  Benson,  R.  A.  et  al:  J.  Ped.  3 1 :369- 
754,  1947. 

3.  Sullivan,  N.:  Int'l  Congress  of  Ped., 
Mt.  Sinai  Hospital,  New  York,  1947. 


MAIL  TODAY 


HOMEMAKERS’  PRODUCTS  CORPORATION 
380  Second  Ave.,  New  York  10,  N.  Y. 

Please  send  me,  without  cost,  literature  and  samples 
of  DIAPARENE  to  eliminate  cause  of  diaper  rash 
(ammonia  dermatitis). 


Division  of  Pediatric  Pharmaceuticals 

HOMEMAKERS'  PRODUCTS  CORP. 

380  Second  Avenue,  New  York  10,  N.  Y. 

CANADIAN  ADDRESS 
36-48  Caledonia  Road,  Toronto,  Ontario 


Dr 

Address 

City Zone State. 

I overage. 


diaper  rash  cases  weekly. 
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Findings 
from  the 
Saratoga  Spa 
records* 


CARBON  DIOXIDE  BATHS 


Many  observations  have  been  made  on 
the  changes  which  occur  in  the  alveolar 
carbon  dioxide  tension,  the  skin  temper- 
ature, and  the  respiratory  metabolism  of 
human  subjects  who  have  been  submerged 
in  baths  of  either  carbon  dioxide  water 
or  plain  water. 

The  alveolar  carbon  dioxide  tension 
showed  a 5 to  10  per  cent  rise  during 
baths  in  the  carbon  dioxide  water,  and 
returned  to  the  resting  level  about  twenty 
minutes  after  the  hath.  There  was  no  sig- 
nificant change  during  baths  in  plain  water. 

There  was  no  essential  difference  in  the 
skin  temperature  during  the  carbon  di- 
oxide and  plain  water  baths. 

There  was  a marked  increase  in  the 
elimination  of  carbon  dioxide  in  the  ex- 
pired air  during  the  time  the  patient  was 


in  the  mineral  water  bath.  This  increase 
did  not  occur  in  the  plain  water  bath. 

No  evident  variation  in  the  oxygen  con- 
sumption occurred  with  either  bath. 

The  possible  source  of  the  excess  carbon 
dioxide  is  discussed.  The  evidence  sup- 
ports the  theory  that  this  extra  carbon  di- 
oxide is  obtained  by  absorption  of  the 
carbon  dioxide  in  the  water  through  the 
skin  and  its  subsequent  elimination 
through  the  lungs. 

It  is,  therefore,  concluded  that  the  results 
obtained  in  the  treatment  of  patients  with 
carbon  dioxide  mineral  water  baths  de- 
pend, in  part,  at  least,  on  the  absorption 
of  carbon  dioxide  through  the  skin  and 
its  subsequent  influence  on  the  circulation 
and  nervous  system  which  occurs  in  the 
process  of  its  natural  elimination  by  way 
of  the  blood  stream  and  the  lungs. 


* As  printed  in  American  Heart  Journal,  Vol.  29,  No.  1,  Pages  44-61,  January , 1945. 
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"Physician,  Give  Heed  to  Thine  Own  Health" 

Many  physicians  have  come  to  the  Spa  for  the  same 
kind  of  treatments  that  have  helped  their  patients 
here.  After  a restorative  "cure”  at  the  Spa,  you,  too, 
will  return  to  your  practice — refreshed — revitalized — 
ready  for  the  busy  days  that  lie  ahead. 

For  professional  publications  of  the  Spa,  and  phy- 
sician's sample  carton  of  bottled  waters  with  their 
analyses,  write  W.  S.  McClellan,  M.D.,  Medical  Di- 
rector, Saratoga  Spa,  155  Saratoga  Springs,  New  York. 

Listed  by  the  Committee  on  American  Health 
Resorts  of  the  American  Medical  Association 


THE  EMPIRE  STATE'S  CONTRIBUTION  TO  THE  MEDICAL  PROFESSION 
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patients  can  enjoy 


low*salt  diets 


new  and  ONLY  sodium-free 
salt  substitute  that  tastes 
exactly  like  table  salt 

that  makes  food  taste  exactly  like 
food  seasoned  with  salt... 
no  bitter,  disagreeable  taste. 


send  for  tasting  samples 

and  just  taste  it! 


WESTSAl-in  convenient  liquid  form -can 
be  used  as  safely  and  freely  as  salt... 
at  the  table,  in  cooking  and  baking. 
WESTSAL  enables  patients  with 

CONGESTIVE  HEART  FAILURE 
HYPERTENSION 
TOXEMIAS  of  PREGNANCY 

1 to  adhere  faithfully  to  low-salt  diets 

2 enjoy  food  and  be  adequately  nourished 
3.  keep  harmful  sodium  intake  at  a minimum 


WESTSAL  is  a solution  of 
lithium  chloride  with  small 
amounts  of  citric  acid  and 
potassium  iodide  f iodizing  traces) 
• Bottles  of  2'4  oz. 


WESTWOOD  PHARMACAL  CORP. 
468  Dewitt  St.,  Buffalo  13,  N.Y. 

Subsidiary  of  Foster- Milburn  Co. 
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A new  light  on  vitamin  A absorption 


tort  is 

5 So sc 


Vitamin  4 <- 

fr°^  Vif0 

orbed 

to  a noticeably  higher  degree  than  vitamin  A from 
fish  liver  oil.  Superior  assimilation  has  been 
shown  in  normal  children  and  in  patients 
with  impaired  vitamin  A absorption. 

Vifort  also  offers  convenience  and  economy  since  it 

combines,  in  a single  palatable  product,  generous 
quantities  of  both  oil-soluble  and  water-soluble  vitamins  required  for 
nutritional  supplementation.  Each  0.6  cc.  (as  marked 
on  dropper)  contains  the  following  vitamins: 

A,  5000  units:  D,  1200  units;  C,  60  mg.;  B1(  1.8  mg.; 
B2,  0.4  mg.;  niacinamide,  3 mg.;  B6,  0.3  mg.; 
calcium  pantothenate,  1.2  mg. 

Supplied  in  15  and  30  cc.  dropper  bottles. 


Vifort* 


Samples  sent  on  request. 


water-dispersible  polyvitamin  drops 


Endo  Products  Inc.,  Richmond  Hill  18,  N.  Y. 
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a diuretic  of  choice 


•’The  mercurials  are  so  often  effective  that  other  diuretics  are  being 
used  less  and  less.  This  is  especially  true  of  the  formerly  popular 
xanthin  derivatives  . . . [which]  often  fail.  “*1 

* ‘During  the  past  decade  or  so  mercury  diuretics  have  come  into 
use  and  to  a large  extent  are  superseding  those  just  mentioned  [theo- 
phylline, theobromine  sodium  salicylate,  aminophyllin.]  **2 

**In  recent  years  the  xanthine  derivatives  have  been  used  but  sel- 
dom as  diuretics  as  a result  of  the  introduction  of  the  more  effective 
mercurial  diuretics.  "3 
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embodies  the  merits  which  have  led  to  the  concurrence  of  authoritative 
opinion  on  mercurials  in  modern  diuretic  therapy.  Mobilization  of  water- 
binding  sodium,  withdrawal  of  edema  fluid  and  increase  of  urine  volume 
check  tissue  inundation  as  shown  in  a recent  study  with  radioactive  sodium 
and  MERCUHYDRIN.4 

Clinical  efficacy  is  augmented  by  suitability  for  intramuscular  injection.5 
The  convenience  and  safety11*  of  this  mode  of  administration  facilitate  the 
recommended  frequent-dosage  schedules8  of  modern  diuretic  therapy. 

MERCUHYDRIN  (meralluride  sodium  solution)  is  available  in  1 cc.  and  2 cc.  ampuls. 

BIBLIOGRAPHY:  (1)  Fishberg,  A.  M.:  Heart  Failure,  2nd  ed.,  revised,  Philadelphia,  Lea  & 
Febiger,  1946,  p.  736.  (2)  Levine,  S.  A.:  Clinical  *Heart  Disease,  3rd  ed.,  revised,  Philadelphia, 
Saunders,  1947,  p.  278.  (3)  New  and  Nonofficial  Remedies,  1947,  p.  304.  (4)  Reaser,  P.  B. 
and  Burch,  G.  E. : Proc.  Soc.  Exper.  Biol.  & Med.  63:543,  1946.  (5)  Modell,  W.,  Gold,  H.  and 
Clarke,  D.  A. : J.  Pharm.  & Exper.  Therap.  84  :284,  1945.  (6)  DeGraaf,  A.  C.  and  Nadler,  J.  E. : 
J A M. A.  119:1006,  1942.  (7)  Wexler,  J.  and  Ellis,  L.  B. : Am.  Heart  J.  27:86,  1944.  (8) 
Conferences  on  Therapy:  New  York  State  J.  Med.  44:280,  1944;  46:62,  1946;  46:69,  1946. 
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TO  RESTORE  THE  RALANCE 

Few  therapeutic  procedures  can  be  used  with  such 
precision  and  with  such  assurance  of  benefit  as  the 
modern  treatment  of  diabetes  mellitus.  Not  only  can  the 
degree  of  defect  in  the  metabolic  capacity  of  the 
diabetic  be  readily  determined,  but  it  is  easy  to  increase 
the  patient’s  capacity  if  desirable.  If  his  own  supply 
of  insulin  is  insufficient  to  support  the  normal 
metabolic  load,  it  can  be  made  adequate  by 
supplementing  with  Insulin  administered  hypodermically. 
For  prompt  effect — 

Iletin  (Insulin,  Lilly),  40  and  80  units  per  cc. 

For  sustained  effect — 

Protamine,  Zinc  & Iletin  (Insulin,  Lilly),  40  and  80 
units  per  cc. 

Intermediate  effects  may  be  obtained  by  suitable 
admixtures  of  Insulin  and  Protamine  Zinc  Insulin. 
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Editorials 

Doctors  and  the  Selective  Service  Act 


As  enacted,  the  Selective  Service  Act  of 
1948  states,  “No  person  shall  be  inducted  for 
training  and  service  ....  unless  and  until  he 
is  acceptable  to  the  armed  forces  for  such 
training  and  service  and  his  physical  and 
mental  fitness  for  such  training  and  service 
has  been  satisfactorily  determined  under 
standards  prescribed  by  the  Secretary  of 
Defense. 

“No  person  shall  be  inducted  ....  until 
adequate  provision  shall  have  been  made  for 
such  shelter,  sanitary  facilities,  water  sup- 
plies, heating  and  lighting  arrangements, 
medical  care  and  hospital  accommodations  for 
such  person * . . . 

In  the  absence  of  an  adequate  medical 
staff,  the  obvious  alternative  would  be  to 
hold  up  inductions  pending  the  acquisition 
of  sufficient  medical  personnel  or  to  amend 
the  act. 

Says  the  New  York  Times:2 
In  addition  to  the  3,900  young  medical  doc- 

* Italics  ours — Ed. 

1 Public  Law  759,  80th  Congress,  Chapter  625,  2nd  Ses- 
sion, approved,  June  24,  1948,  p.  2. 

2 Au£.  12,  1948. 


tors,  the  Army  needs  1,300  interns  and  resident 
physicians,  or  a total  of  5,200  medical  gradu- 
ates. For  the  proper  care  of  1,360,000  troops, 
the  Army  Medical  Department  has  set  its 
sights  at  6,900  doctors.  It  now  has  3,000,  in- 
cluding interns.  At  least  450  veterinarians  are 
needed  for  food  inspection. 

There  was  not  official  announcement  of  the 
Army  determination  to  seek  the  change  in  the 
Selective  Service  Law,  but  officials,  cognizant 
of  the  problems  of  young  doctors,  believed 
they  should  be  on  notice,  however  informally, 
of  the  inevitability  of  inducting  large  numbers 
of  them. 

Revision  of  the  Selective  Service  Act  of 
1948  would  have  to  await  the  convening  of 
the  next  Congress  in  January,  1949,  and 
would  then  drag  through  a month,  or  so  of 
debate.  It  seems  unlikely  to  us  that  such  a 
revision  of  the  act  w ill  be  necessary,  even 
though  Army  officials  believe  that,  faced 
with  the  certainty  of  a draft,  many  young 
doctors  and  dentists  would  want  to  volun- 
tcer  for  active  service  to  qualify  for  the 
many  unusual  incentives  recently  author- 
ized. Congress  raised  t he  pay  of  all  medical 
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officers  by  $1,200  a year,  or  to  $380  a month 
for  a year’s  internship.  In  addition,  young 
doctors  are  commissioned  as  first  instead  of 
second  lieutenants. 

The  A.M.A.  has  already  called  on  young 
doctors  educated  during  the  war  at  govern- 
ment expense  to  volunteer  for  service  under 
the  new  draft  law.  “They  owe  an  obligation 
to  the  government  and  to  the  people  of  the 
United  States,”  the  Journal  said  editorially. 
The  Journal  termed  the  need  for  medical 
services  in  the  armed  forces  “exceedingly 
critical,”  saying  nearly  6,000  physicians  will 
be  required  within  a year. 

Most  of  the  young  doctors  who  served  in 
the  last  war  are  “not  inclined  to  volunteer,” 
the  editorial  said.  It  added  that  many  were 
“bitter  in  their  recriminations  as  to  faults 
which  they  observed  in  utilization  of  the 
medical  profession.” 

“However,”  it  went  on,  “some  of  these 
faults  were  so  obvious  that  military  leaders 
have  already  taken  steps  to  bring  about 
correction.” 

The  Journal  said  there  were  “thousands  of 


young  men  who  were  educated  at  govern- 
ment expense  in  the  A.S.T.P  and  the  V-12 
programs  who  did  not  render  actual  military 
service.”  The  positions  open,  the  Journal 
said,  “should  appeal  particularly  to  the 
young  men  who  have  graduated  in  recent 
years,  since  they  offer  opportunity  for  train- 
ing in  a specialty  with  an  adequate  income, 
housing,  and  maintenance,  not  available 
through  any  other  source.” 

Should  an  amendment  to  the  law  become 
necessary  in  1949,  it  is  probable  that  such 
legislation  would  not  name  doctors,  den- 
tists, or  veterinarians  as  such  but  would 
direct  the  President  to  order  the  registration 
and  induction  of  personnel  “having  the  pro- 
fessional skill  and  training  to  provide  for  the 
proper  implementation  of  an  expanded  mili- 
tary establishment.” 

The  medical  profession  has  never  yet 
failed  to  meet  its  obligations  to  the  armed 
services  of  the  nation.  In  spite  of  the  un- 
usual circumstances  of  a peacetime  draft, 
we  believe  that  the  profession  will  fulfill  its 
obligations  on  a voluntary  basis. 


Health  Deficits  Studied 


Careful  analysis  of  the  work  done  by  the 
more  than  800  representatives  of  medical, 
public  health,  and  nonmedical  groups  com- 
posing the  National  Health  Assembly,  May 
1 to  4 of  this  year,  will  convince  the  serious 
student  of  the  health  needs  of  the  country 
that  much  was  accomplished.  F.S.A.  Ad- 
ministrator Ewing  and  Dr.  Howard  Kline 
appear  to  have  been  chiefly  responsible  for 
the  well  chosen  personnel  of  the  final  execu- 
tive committee  of  thirty-nine  persons  with 
official  representation  for  the  American 
Hospital  Association,  the  American  Dental 
Association,  the  Conference  of  State  and 
Provincial  Health  Officers,  the  American 
Medical. Association,  and  similar  bodies. 

In  this  assembly  . . . the  American  Medical 
Association  was  represented  by  competent 
experts  in  each  of  the  fields  concerned.  Sev- 
eral members  of  the  Council  on  Medical 
Service  participated  in  the  panel  on  medical 
care.  Chairmen  in  several  sections,  notably 
maternal  and  child  health,  research,  local 
health  units,  medical  care,  physical  medicine, 


hospital  facilities,  and  mental  health,  were 
distinguished  Fellows  of  the  American  Medi- 
cal Association.  Members  in  adequate 
numbers  served  on  the  panels  devoted  to 
rural  health,  community  organization,  pub- 
lic health,  hospitals,  personnel,  and  environ- 
mental sanitation.  The  Association  had 
avaliable,  moreover,  its  public  relations  and 
publicity  staff  and  additional  members  on 
the  executive  committee.1 

The  objectives  as  stated  by  Mr.  Ewing  in 
terms  of  deficits  were  sharply  defined. 

First,  we  need  action  in  areas  of  shortage — 
manpower,  hospitals,  public  health  organiza- 
tion, and  facilities.  The  findings  of  the  Assem- 
bly made  it  all  too  clear  that  we  do  not  have 
enough  doctors,  dentists,  nurses,  medical  techni- 
cians, and  public  health  workers  of  all  kinds. 
We  do  not  have  enough  hospital  beds,  particu- 
larly for  mental  cases  and  for  the  victims  of 
heart  disease.  We  are  short  on  public  health 
facilities.  One  third  of  the  3,070  counties  of 
the  nation  do  not  have  a full-time  public 

1 J. A.M.A.  137:  146  (May  8)  1948. 
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health  officer.  In  those  that  do,  only  3.4  per 
cent  of  the  people  are  served  by  health  depart- 
ments with  enough  staff  and  facilities  to  meet 
accepted  minimum  standards. 

In  addition  to  shortages,  we  have  bad  dis- 
tribution. Shortages  are  more  acute  in  some 
states  and  regions  than  others;  more  acute  in 
rural  areas  than  in  big  cities;  more  acute 
among  Negro  Americans  than  among  white 
Americans.  We  need  to  expand  our  profes- 
sional schools  and  training  centers,  raise  the 
standards  of  many  of  them,  make  it  possible 
for  able  and  ambitious  young  people  to  finance 
their  professional  education.  . . .2 

Second,  we  need  to  take  definite  steps  to 
abolish  discrimination  in  training  and  in  health 
service.  Here  education  is  the  crux  of  the 
problem.  Obviously,  an  ignorant  nation 
cannot  be  a healthy  nation.  We  need  to  re- 
vamp our  scheme  of  things,  so  that  the  6,000,- 
000  children  of  school  age  who  are  not  now  in 
school  will  have  their  fair  chance. 

Third,  we  must  solve  the  problem  of  paying 
for  medical  care,  so  that  the  costs  of  sickness 
will  not  break  the  backs  of  families,  and  so  that 
modern  medical  care  to  prevent  illness  and 
conserve  health  will  not  be  beyond  the  reach  of 
the  average  family  budget.  This  was  one  of  the 
great  new  areas  of  agreement  staked  out  by  the 
Assembly.  Distinguished  spokesmen  for  the 
American  Medical  Association  joined  with 
representatives  of  labor,  farmers,  consumers, 
and  other  groups  in  declaring  that  “the  prin- 
ciple of  contributory  health  insurance  should 
be  the  basic  method  of  financing  medical  care 
for  the  large  majority  of  the  American  people.” 

There  are  various  alternatives  proposed  for 
action  here.  I myself  am  on  record  as  favoring 
compulsory  health  insurance,  but  I am  not 
intransigent.  National  health  insurance  is 
not  a goal  in  itself.  I see  it  as  the  best  method 
of  reaching  the  real  goal — to  bring  medical  care 
to  all  the  people.  If  anyone  can  show  me  a 
better  method,  I’ll  switch  like  a shot. 

Doubtless  the  report  of  the  executive 
i committee  charged  with  the  final  responsi- 
bility for  evaluating  the  recommendations 
— 

2 The  Survey,  Midmonthly,  June,  1948,  p.  185. 


from  the  different  panels  and  sections  will 
propose  specific  ways  to  meet  the  health 
deficits  of  the  nation.  While  the  areas  of 
agreement  noted  by  Mr.  Ewing  are  large, 
they  are  not,  in  our  view,  by  any  means 
wholly  cultivated. 

As  this  is  written,  the  likelihood  of  a 
change  in  the  administration  of  the  govern- 
ment of  the  United  States  looms  as  a possi- 
bility. Both  the  suspect  National  Health 
Conference  of  1938  and  the  National  Health 
Assembly  of  1948  were  sponsored  by  the 
same  political  party.  Mr.  Ewing  called  the 
1948  Assembly  in  response  to  a request  by 
the  President  of  the  United  States  for  a 
long-range  health  program  to  cover  the 
next  ten  years.  The  effect  of  a putative 
change  in  the  political  party  in  power  on  the 
conclusions  reached  by  the  current  Assembly 
may  be  far  reaching.  It  might  well  serve  to 
reduce  still  further  the  remaining  areas  of 
disagreement,  the  chief  one  of  which  is  the 
matter  of  compulsory  health  insurance,  to 
which  the  current  administration  has  been 
committed,  if  not  by  conviction  at  least  by 
inheritance. 

Continually  worsening  diplomatic  rela- 
tionships in  Europe  must  not  be  casually  dis- 
counted. Considering  the  obligations  this 
nation  has  assumed  for  the  implementation 
of  the  Marshall  plan,  we  would  seem  to  be 
committed  to  a more  and  more  difficult 
task.  For  assuredly  the  E.R.P.  is  basic  in 
reducing  the  health  deficits  in  Western 
Europe.  We  are  thus  inextricably  involved 
in  both  a foreign  and  a domestic  health  prob- 
lem, neither  one  of  which  can  be  wholly 
separated  from  the  other. 

Domestic  increases  in  the  cost  of  living, 
the  critical  situation,  both  with  respect  to 
finances  and  personnel,  of  our  voluntary 
hospitals,  and  the  peacetime  selective  service 
act  with  its  inevitable  requirement  of  more 
physicians  add  urgency  to  the  necessary 
evaluation  of  our  domestic  health  deficits. 


Current  Editorial  Comment 


The  Status  of  Penicillin  Treatment  of 
All  Forms  of  Syphilis.  The  myriad  forms 
it  may  assume  in  the  human  body  has  made 
syphilis  and  its  treatment  subjects  of  pro- 


found interest  and  importance  to  every 
doctor  of  medicine,  whether  general  prac- 
titioner or  specialist.  The  review  by 
Altshuler  et  al.  of  the  total  knowledge  ac- 
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cumulated  at  the  end  of  the  first  four  years 
of  its  use  acknowledges  that  today  our 
principal  weapon  against  syphilis  is  penicil- 
lin.1 Under"  many  headings,  containing  a 
wealth  of  facts  and  details  concerning  peni- 
cillin in  the  therapy  of  all  forms  of  syphilis, 
the  authors  consider  its  chemistry,  pharma- 
cology, toxicity,  unpleasant  reactions,  peni- 
cillin resistance,  effects  on  syphilis  of  peni- 
cillin used  against  other  diseases,  the  results 
in  18  forms  or  clinical  types  of  syphilis 
treated  with  penicillin,  concluding  with  post- 
treatment,  observation. 

The  preparation  most  effective  against 
syphilis  of  any  type  in  man  is  crystalline 
penicillin  G.  It  should  be  dissolved  in 
sterile  water  or  isotonic  sodium  chloride 
solution,  50,000  to  100,000  units  per  cc.,  and 
injected  in  doses  of  20,000  to  100,000  units 
every  two  or  three  hours,  day  and  night. 
All  doses  should  be  given  intramuscularly. 
The  duration  of  one  course  of  treatment 
should  never  be  less  than  seven  and  one-half 
days  (60  doses).  Some  serious  cases  of 
neurosyphilis  may  require  a course  of  twelve 
to  twenty  days  and  a total  dose  of  10  to  20 
million  units  (180  or  more  doses),  together 
with  induced  malarial  fever. 

Of  the  18  types  of  syphilis  treated  with 
penicillin,  the  results  were  good  in  nine: 
early,  latent,  benign  late,  iritis,  congenital, 
asymptomatic  neurosyphilis,  symptomatic 
neurosyphilis,  acute  syphilitic  meningitis, 
and  syphilitic  nerve  deafness.  In  dementia 
paralytics,  the  results  were  moderately  good; 
in  cardiovascular  and  in  optic  atrophy,  un- 
determined; keratitis,  uncertain;  tabes, 
variable;  diffuse  meningosyphilis,  fair; 
epilepsy,  questionable;  Erb’s  spastic  para- 
plegia, poor,  and  in  the  prevention  of  prena- 
tal syphilis,  the  results  are  excellent. 

Other  pertinent  observations  include  the 
following:  In  the  treatment  of  syphilis,  do 
not  administer  penicillin  by  the  oral  route; 
do  not  use  penicillin  by  the  intrathecal  route, 
since  penicillin  is  relatively  nontoxic  for  man 
except  when  administered  intrathecally. 
Crystalline  penicillin  G in  peanut  oil  and 
beeswax  may  be  used  in  doses  of  600,000 
units  intramuscularly  once  a day  for  ten  days, 
a total  dose  of  (j, 000, 000  units.  The  reports 
of  serious  reactions  to  amorphous  or  purified 
penicillin  are  rare  and  include  no  deaths. 
Penicillin  treatment  for  gonorrhea  may  de- 
lay or  suppress  the  lesions  of  syphilis.  Aju- 
vant  therapy  with  arsenic,  bismuth,  or  fever 
should  not  be  used  with  penicillin  during  the 
first  course  of  treatment,  but  they  may  be 


helpful  and  necessary  in  treatment  of  relapses. 
In  preventing  prenatal  syphilis,  penicillin  is 
nearly  100  per  cent  effective.  If  the  infant 
is  seronegative  and  otherwise  normal  at 
four  months  of  age,  it  may  be  dismissed  as 
nonsyphilitic. 

Those  treated  for  early  syphilis  or  infantile 
congenital  syphilis  or  pregnant  women  with 
syphilis  should  return  once  a month  for  a 
careful  inspection  and  examination  and  for 
blood  serologic  tests  for  syphilis  quantita- 
tively titered.  Seroresistance  after  penicil- 
lin is  the  rule  in  late  latent  syphilis  as  it  is 
after  all  other  forms  of  treatment.  In 
neurosyphilis,  the  two  most  important  tests 
of  the  spinal  fluid  are  the  cell  count  and  the 
quantitative  estimation  of  protein.  In  neu- 
rosyphilis, the  spinal  fluid  should  be  retested 
every  six  months  for  a period  of  two  to  three 
years  and  annually  for  the  duration  of  life. 
This  excellent  report  deserves  to  be  rated  as 
a reference  work  for  handy  use  in  every  doc- 
tor’s library. 

1 Syphilis  Study  Section  of  the  National  Institute  of 
Health,  U.S.  Public  Health  Service:  J.A.M.A.  136:  873 

(Mar.  27)  1948. 
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Photoroentgen  Findings  at  Annual  Meet- 
ing. The  New  York  State  Department  of 
Health  has  informed  the  Journal  of  the  re- 
sults of  its  first  chest  survey  project  during 
the  Annual  Meeting  of  the  Medical  Society 
of  the  State  of  New  York,  1948. 
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The  State  Health  Department’s  photoroent- 
gen equipment,  which  was  on  exhibit  at  the  ^cl 
Annual  Meeting  of  the  State  Medical  Society  1 
during  May  17-21,  x-rayed  the  chests  of  60S 
persons,  of  whom  381  were  physicians.  Shad-  A 
ows  indicative  of  pulmonary  tuberculosis  were 
found  in  nine  individuals,  or  1.5  per  cent  of  the 
total  number  examined.  In  every  case,  how- 
ever,  the  tuberculosis  was  considered  to  be  r 
probably  inactive.  In  addition,  six  person;  j : 
showed  evidence  of  significant  nontuberculous 
intrathoracic  abnormalities,  among  whon  t 
were  two  with  possible  cardiovascular  disease 
and  one  suggestive  of  new  growth. 


Total  attendance  at  the  meeting  wa; 
approximately  0,000  persons,  10  per  cen 
of  whom  availed  themselves  of  the  oppor 
tunity  provided  by  the  State  Health  De 
partment.  That  381  physicians  out  of  tip; 
5,251  who  attended  the  meeting  took  tim< 
to  have  their  chests  x-rayed  is  gratifying. 

We  hope  that  the  State  Department  o 
Health  will  consider  repeating  this  featur 
of  its  exhibit  at  the  next  annual  meeting. 


Scientific  Articles 


SURVEY  OF  RAGWEED  POLLINATION  IN  THE  NEW  YORK 
METROPOLITAN  DISTRICT  IN  1947 

Eugene  H.  Walzer,  M.D.,  Bernard  B.  Siegel,  M.D.,  Robert  A.  Chait,  M.D.,  and 
Matthew  Walzer,  M.D.,  Brooklyn,  New  York 


( From  the  Division  of  Allergy, 
5 
1 

5 TN  1946,  the  first  extensive  survey  of  ragweed 
X pollination  in  the  New  York  Metropolitan  Dis- 
■ trict  was  reported.1  The  study  was  made  in 
1 collaboration  with  the  Pollen  Committee  of  the 
3 Research  Council  of  the  American  Academy  of 
. Allergy. 

3 Because  ragweed  pollination  in  New  York  and 
- neighboring  states  proved  to  be  light  and  atypical 
in  1946,  the  objectives  of  the  investigation,  as 
( enumerated  in  the  previous  report,  were  not 
3 achieved.  It  became  apparent  that  conclusions 
could  not  be  drawn  on  many  phases  of  the  prob- 
lem until  data  were  collected  for  several  seasons 
in  which  pollination  could  be  studied  under  vary- 
ing  weather  conditions.  It  was  decided,  there- 

1 fore,  to  continue  annual  surveys  of  ragweed  pol- 
lination for  several  years. 

2 In  this  communication  the  results  of  the  rag- 
S weed  pollen  survey  of  the  New  York  Metropolitan 

District  in  1947  are  presented. 

e Technic 

v The  technic  employed  was  that  recommended 
$ by  the  Pollen  Survey  Committee  of  the  American 
|.  Academy  of  Allergy.2  Slides  with  a thin  coating 
■e  of  vaseline  were  exposed  for  twenty-four-hour 
e periods  in  the  Durham  shelter.  The  slides  were 
. stained  with  Calberla’s  solution,  and  the  pollen 
,e  grains  under  a cover  slip  (4.84  sq.  cm.)  were 
is  counted  under  the  low  power  objective  of  a micro- 
3,  scope.  Pollen  counts  were  reported  in  terms  of 
i)  the  number  of  ragweed  granules  found  on  a 
square  centimeter  of  slide  after  a twenty-four- 
hour  exposure.  Approximately  1,000  slides  were 
counted  by  two  of  the  authors.  The  margin  of 
h error  was  minimized  by  frequent  checks  on  the 
same  slides  by  both  observers. 

rj 

E*  Location  of  Exposure  Stations 

The  area  surveyed  was  arbitrarily  divided  as 
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Jewish  Hospital  of  Brooklyn) 

follows:  (1)  New  York  City,  (2)  localities  within 
a 50-mile  radius  of  the  approximate  center  of 
New  York  City,  and  (3)  cities  outside  the  50- 
mile  radius. 

The  sites  and  localities  selected  for  exposure  of 
slides  were  as  follows : 

New  York  City 

Bronx:  Montefiore  Hospital;  Manhattan: 

Belvedere  Tower  in  Central  Park;  Staten  Island: 
Sea  View  Hospital ; Brooklyn:  Jewish  Hospital  of 
Brooklyn;  Queens — Jamaica:  Jamaica  Hospital; 
Flushing:  Chamber  of  Commerce  Building; 

Rockaway:  Rockaway  Beach  Hospital. 

Localities  Within  a 50-Mile  Radius 

New  Jersey.— New  Brunswick:  St.  Peter’s 

General  Hospital;  Maplewood:  Fire  Station 

Building;  Verona:  Five-story  apartment  build- 
ing; Teaneck:  Five-story  apartment  building. 

New  York  State. — Croton-on-Hudson:  Three- 
story  high-school  building;  White  Plains:  White 
Plains  Hospital;  Garden  City,  Long  Island: 
Coast  Guard  Weather  Station. 

Cities  Outside  the  50-Mile  Radius 

Connecticut. — Waterbury:  Waterbury  Hospi- 
tal ; New  Haven:  Grace  Hospital. 

For  purposes  of  comparison,  pollen  counts  were 
also  obtained  for  Washington,  D.C.,  from  Dr. 
Eloise  Kailin,  and  for  Philadelphia,  Pennsylvania, 
from  Dr.  George  Blumstein.  Both  workers  em- 
ployed the  same  standard  technic. 

In  most  instances  the  exposure  sites  were  the 
'same  as  those  used  in  the  1946  survey.  An  old 
type  shelter  which  had  been  employed  for  expos- 
ing slides  for  about  twelve  years  was  placed  along- 
side the  standard  Durham  shelter  on  the  roof  of 
the  Jewish  Hospital  of  Brooklyn.  In  this  man- 
ner, the  results  obtained  with  the  old  and  new 
technics  could  be  compared. 

Results 

The  daily  counts  at  the  various  stations  are 
graphically  portrayed  in  Fig.  1,  representing  the 
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stations  within  New  York  City,  and  in  Fig.  2, 
representing  the  stations  within  a 50-mile  radius 
of  the  center  of  New  York  City.  The  daily 
figures  noted  in  the  charts  represent  the  number 
of  ragweed  pollen  granules  per  square  centimeter 
of  slide  per  twenty-four  hours.  Circles  represent 
days  on  which  the  pollen  counts  were  unobtain- 
able. For  these  days,  pollen  counts  were  esti- 
mated by  averaging  the  counts  obtained  in  the 
surrounding  areas.  In  this  way  the  statistical 
error  which  resulted  from  the  loss  of  a reading  was 
minimized.  The  vertical  line  extending  through 
the  middle  of  each  graph  separates  the  months  of 
August  and  September. 

Although  counts  were  done  at  most  of  the  sta- 
tions from  August  1 through  September  30,  the 
pollen  charts  shown  include  only  the  period  from 
August  10  through  September  27. 


Figures  3 and  4 represent  the  seasonal  totals, 
which  were  the  sums  of  the  daily  pollen  counts 
obtained  from  August  1 through  September  30. 
\Y  here  seasonal  totals  were  incomplete,  the  miss- 
ing counts  were  estimated,  such  readings  being 
represented  by  the  extensions  beyond  the  dotted 
lines  within  the  blocks. 

New  York  City 

The  daily  pollen  counts  for  the  seven  stations  in 
New  York  City  were  averaged  and  used  to  plot  a 
curve  for  the  entire  city  from  August  10  to  Sep- 
tember 27  inclusive  (Fig.  1).  The  first  traces  of 
ragweed  pollen  in  New  York  City  appeared  on 
August  1.  Pollen  concentration  was  minimal 
until  August  24,  when  an  average  count  of  15  was 
obtained.  On  August  29,  an  average  of  23,  the 
highest  for  the  month,  was  recorded.  The  peak 
of  the  season  occurred  on  September  2 with  a 
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count  of  39.  By  September  5,  the  count  had 
dropped  to  five  and  remained  low.  On  Septem- 
ber 12,  there  was  a secondary  rise  to  25. 
Thereafter,  only  traces  of  pollen  were  detected. 
The  seasonal  total  of  the  average  daily  counts  for 
New  York  City  from  August  1 to  September  30 
was  423  (Fig.  2). 

The  highest  count  for  the  season  (50)  in  the 
Bronx  occurred  in  August.  The  early  September 
peak  seen  in  the  curves  of  most  of  the  other  New 
York  City  stations  was  absent  in  the  Bronx. 
The  seasonal  total  for  the  Bronx  was  310. 

The  Manhattan  pollen  curve  followed  the 
average  New  York  City  curve  rather  closely, 
although  the  peaks  were  of  a greater  magnitude. 
The  seasonal  total  (508)  was  greater  than  the 
average  for  New  York  City  (423). 

Staten  Island  had  the  greatest  pollen  density  in 
the  city  (530),  which  was  about  20  per  cent  higher 


than  the  average  for  New  York  City.  The  pollen 
curve  was  similar  in  contour  to  the  average  New 
York  City  curve  but  showed  higher  peaks. 

Brooklyn  had  low  counts  during  August  and 
early  September,  with  the  highest  count  appear- 
ing in  mid-September.  The  seasonal  total  at 
this  station  (271)  was  lower  than  the  New  York 
City  average. 

At  Flushing  in  Queens,  the  peaks  were  of  a 
higher  order  than  in  the  average  curve,  and 
several  minor  spills  were  noted  in  mid-September. 
The  seasonal  total  was  518.  At  Jamaica  and 
Rockaway  in  Queens,  similar  curves  were  noted. 
The  seasonal  totals  at  these  stations  approxi- 
mated the  average  New  York  City  total  (423). 

Localities  Within  a 50-Mile  Radius 

New  Jersey  {Figs.  2 and  4). — New  Brunswick 
pollen  counts  were  the  highest  recorded  in  the 
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entire  survey.  As  a result  of  damage  to  the 
slides,  no  counts  were  available  for  the  week  start- 
ing August  20.  On  August  30,  the  count  was  144, 
the  highest  reading  of  the  entire  metropolitan 
survey.  The  estimated  seasonal  total  at  New 
Brunswick  was  956,  about  twice  the  average  for 
New  York  City  (423). 

Maplewood  had  the  lowest  pollen  concentra- 
tion of  any  station  of  the  metropolitan  area.  The 
seasonal  total  (209)  was  about  one  half  the  aver- 
age for  New  York  City. 

The  pollen  curve  at  Verona  was  similar  to  the 
average  New  York  City  curve.  The  seasonal 
total  here  was  368. 

The  peaks  at  Teaneek  were  somewhat  higher 
than  in  the  average  New  York  City  curve.  The 
seasonal  total  of  521  in  Teaneek  exceeded  the 
average  of  New  York  City. 

New  York  State  (Figs.  2 and  4). — At  Croton  the 
peaks  of  the  pollen  curve  and  the  seasonal  total 
(480)  were  slightly  higher  than  the  average  of 
New  York  City. 

Except  for  pollen  spills  during  the  third  week  in 
August,  the  White  Plains  pollen  curve  followed 
the  average  New  York  City  curve  closely  at  a 
slightly  lower  level.  The  seasonal  total  at  this 
station  was  303. 

The  Garden  City  pollen  curve  also  followed  the 
average  New  York  City  curve  at  a somewhat 
lower  level.  The  seasonal  total  here  was  330. 

Except  for  several  significant  pollen  spills  dur- 
ing the  first  week  of  September,  counts  at  Fire 
Island  were  low.  The  seasonal  total  at  this  sta- 


tion (298)  was  substantially  lower  than  the  aver- 
ages for  New  York  City  (423). 

Cities  Outside  the  50-Mile  Radius 

The  seasonal  total  (192)  for  Waterbury,  Con- 
necticut, was  lower  than  any  recorded  in  the 
metropolitan  survey.  The  pollen  density  for  the 
season  in  New  Haven,  Connecticut,  (434)  was 
approximately  equal  to  that  of  New  York  City 
(423).  The  Washington,  D.C.,  total  (585)  ex- 
ceeded that  of  New  York.  In  Philadelphia,  the 
seasonal  total  of  708  was  almost  twice  the  average 
for  New  York  City. 

Counts  Obtained  with  Old  Shelter  in  Brooklyn 
in  1947 

Slides  were  exposed  in  the  old  shelter  on  the 
roof  of  the  Jewish  Hospital  of  Brooklyn  during 
this  survey  as  they  had  been  each  year  since  1936. 
With  this  technic,  the  1947  seasonal  total  (782) 
was  44.9  per  cent  of  the  twelve-year  seasonal 
average  (1,741). 

Discussion 

Within  New  York  City,  ragweed  pollen  density 
in  Brooklyn  and  the  Bronx  was  less  than  that  of 
the  average  for  the  city  as  a whole  (Fig.  3). 
Seasonal  totals  at  Jamaica  and  Rockaway  were 
approximately  equal  to  the  average  for  New  York 
City,  whereas  Manhattan,  Flushing,  and  Staten 
Island  totals  were  greater  than  the  average  for 
New  York  City. 

Of  the  stations  within  a 50-mile  radius  of  New 
York  City,  the  seasonal  totals  at  Maplewood, 
Fire  Island,  White  Plains,  Garden  City,  and 
Verona  were  all  lower  than  the  average  for  New 
York  City  (Fig.  4).  The  pollen  density  in  Cro- 
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ton  and  Teaneck  exceeded  the  New  York  City- 
average.  The  highest  seasonal  total  recorded  in 
this  survey  was  noted  in  New  Brunswick,  New 
Jersey. 

At  most  of  the  stations  included  in  the  survey, 
three  pollen  spills  were  noted  in  1947.  The  first 
occurred  during  the  last  week  in  August;  the 
second,  the  highest  of  all,  occurred  during  the 
first  week  of  September;  and  the  third,  during  the 
second  week  of  September. 

Throughout  most  of  the  season,  the  daily 
counts  at  Fire  Island,  considered  to  be  a hay 
fever  resort,  were  low.  On  only  three  days  in 
early  September  did  the  counts  exceed  35.  On 
the  basis  of  seasonal  totals,  however,  the  pollen 
density  was  lower  in  Brooklyn  and  in  Maplewood 
than  it  was  at  Fire  Island. 

As  in  1946,  the  1947  ragweed  pollen  crop  was 
light  in  New  York  City  and  its  environs.  The 
seasonal  total  (782)  obtained  with  the  old  shelter 
in  Brooklyn  was  only  44.9  per  cent  of  the  average 
for  the  last  twelve  years  (1,741).  The  years  1946 
and  1937  also  showed  low  seasonal  totals,  with 
50.8  per  cent  and  40.3  per  cent,  respectively,  of 
the  twelve-year  seasonal  average. 

The  paucity  of  pollen  in  1947  was  reflected  in 
other  eastern  cities.  In  Philadelphia,  Washing- 
ton, U.C.,  Waterbury,  New  Haven,  Verona,  and 
Croton,  counts  did  not  differ  much  from  those 
obtained  in  1946,  which  was  also  a year  of  light 
pollination. 

Weather  factors  which  may  have  contributed 
to. the  low  counts  in  New  York  include  an  excess  of 
rainfall  in  August  and  low-wind  velocity  during 
most  of  August  and  early  September. 

It  is  not  yet  possible  to  evaluate  the  influence 
of  the  ragweed  extermination  program,  conducted 
by  the  New  York  City  Department  of  Health,  on 
the  ragweed  counts  in  this  city.  The  ragweed 
elimination  campaign  in  New  York  City  during 
1947  was  reported  to  be  more  intensive  than  in 
1946.  Despite  this  fact,  counts  at  four  of  five 
stations  within  the  city  were  higher  in  1947  than 
in  1946.  Ragweed  extermination  programs  were 
not  carried  out  at  Verona,  Croton,  Waterbury, 
and  New  Haven,  and  for  these  cities,  seasonal 
totals  were  also  slightly  higher  or  approximately 
the  same  in  1947  as  in  1946.  However,  Philadel- 
phia and  Washington,  D.C.,  with  incomplete 
ragweed  extermination  campaigns,  showed  lower 
seasonal  totals  in  1947  than  in  1946.  It  is  obvi- 


ous that  in  1947  counts  were  generally  low 
along  the  coast  in  Connecticut,  New  York,  New 
Jersey,  Pennsylvania,  and  Washington,  D.C.,  as 
they  had  been  in  1946.  Such  atypical  seasons 
are  unsuitable  for  determining  the  effectiveness  of 
extermination  campaigns,  and  it  will  be  necessary 
to  continue  pollen  surveys  through  heavy  pollina- 
tion years  before  any  conclusions  may  be  drawn 
on  this  question. 

Summary 

1.  The  ragweed  pollen  survey  of  New  York 
City  and  its  suburbs,  first  performed  with  a 
standard  technic  in  1946,  was  repeated  in  1947. 

2.  The  pollen  density  in  this  area  was  compara- 
tively low  in  1947.  Seasonal  totals  for  the 
metropolitan  stations  in  the  order  of  decreasing 
pollen  density  were:  Staten  Island,  Flushing, 
Manhattan,  Rockaway,  Jamaica,  Bronx,  and 
Brooklyn. 

3.  In  the  area  within  a 50-mile  radius  of  the 
center  of  New  York  City,  it  was  found  that  the 
seasonal  totals  at  New  Brunswick  and  Teaneck 
were  greater  than  the  average  for  New  York  City. 
The  Croton  total  was  about  equal  to  the  average 
of  New  York  City.  At  Verona,  Garden  City, 
White  Plains,  Fire  Island,  and  Maplewood,  the 
totals  were  less  than  the  New  York  City  average. 

4.  Ragweed  pollen  density  in  New  York  City 
and  cities  in  the  neighboring  states  on  the  Atlan- 
tic coast  was  generally  light  in  1947.  Because  of 
this  fact,  the  effectiveness  of  ragweed  extermina- 
tion campaigns  in  this  area  cannot  be  evaluated  at 
this  time. 
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EVERY  PHYSICIAN  A COLUMNIST 

Members  of  the  Lake  County  (Indiana)  Medical 
Society  are  finding  out  what  a columnist’s  life  is  like. 
A group  selected  from  their  ranks  prepares  a daily 
health  column  called  “Your  Doctor  Says,”  appearing 


in  the  Gary  Post  Tribune.  Panel  membership  is 
changed  every  month,  so  that  the  whole  medical 
society  will  eventually  have  taken  part  in  the 
scheme. — Medical  Economics,  July,  1948 


STREPTOMYCIN  IN  DERMATOLOGY:  ITS  VALUE  AND  LIMITATIONS 
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S ELMAN  A.  Waksman,  a soil  microbiologist, 
in  the  late  1930’s  undertook  a study  of  cul- 
tures of  micro-organisms  from  the  point  of  view 
of  antibiotic  activity  of  their  metabolic  products. 
In  1943  he  found  an  actinomycete,  namely 
Streptomyces  griseus,  which  was  capable  of  pro- 
ducing a powerful  antibiotic  substance.  When 
certain  strains  of  this  organism  were  grown  on  a 
suitable  medium,  a purified,  active  principle 
could  be  obtained.  This  substance,  designated 
“streptomycin,”  showed  definite  bacteriostatic 
activity  in  vitro  against  many  gram-negative 
bacilli  and  against  the  turbercle  bacillus.  It  was 
also  found  to  be  of  value  in  certain  experimental 
infections  in  animals.  This  discovery  was  an- 
nounced in  January,  1944. 1 Its  clinical  possi- 
bilities were  immediately  appreciated,  and  within 
a year  Hinshaw  and  Feldman  of  the  Mayo  Clinic 
reported  the  suppressive  effect  of  streptomycin  on 
tuberculosis  in  guinea  pigs  and  humans.2  3 Com- 
prehensive clinical  trials  were  subsequently 
undertaken  by  the  National  Research  Council.4  5 
By  the  middle  of  1946  its  indications,  as  well  as  its 
limitations  and  toxicity,  were  becoming  evident. 
The  Veterans  Administration,  the  Army,  and  the 
Navy  have  since  been  engaged  in  a joint  investiga- 
tion of  streptomycin  in  the  treatment  of  tuber- 
culosis. More  than  900  patients  were  reported  on 
in  1947. 67 

We  have  attempted  to  consolidate  in  this  paper 
the  results,  as  available  in  the  literature  and  in 
our  own  experience,  of  the  use  of  streptomycin  in 
conditions  of  interest  to  the  dermatologist. 

General  Indications 

Streptomycin  is  rapidly  finding  its  rightful 
place  as  an  antibiotic.  In  general,  it  does  not 
appear  to  enjoy  the  wide  field  of  usefulness 
possessed  by  penicillin,  although  it  has  a bacteri- 
cidal effect  against  some  gram-negative  pathogens 
which  are  penicillin-resistant;  against  Mycobac- 
terium tuberculosis,  which  is  likewise  not  suscepti- 
ble to  penicillin;  and  in  both  the  systemic  and 
localized  types  of  tularemia  against  which  penicil- 
lin is  useless.  Furthermore,  it  is  active  against 

* Published  with  the  permission  of  the  Chief  Medical 
Director,  Department  of  Medicine  and  Surgery,  Veterans 
Administration,  who  assumes  no  responsibility  for  the 
opinions  expressed  or  conclusions  drawn  by  the  author. 

Presented  at  the  142nd  Annual  Meeting  of  the  Medical 
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on  Dermatology  and  Syphilology,  May  21,  1948. 


some  gram-positive  bacteria,  including  penicillin- 
resistant  and  sulfonamide-resistant  strains  of 
streptococci,  staphylococci,  and  diplococci. 

Quite  naturally  the  clinician  attempts  to  com- 
pare its  administration  with  that  of  penicillin. 
This  is  fraught  with  considerable  difficulty  be- 
cause of  fundamental  differences  in  dosage  meas- 
urement (unit  or  gravimetric),  size  (by  weight  the 
effectiveness  of  penicillin  is  about  200  times  that 
of  streptomycin),  rate  of  absorption,  excretion, 
distribution  in  the  body,  toxicity,  etc.  Strepto- 
mycin solutions  are  much  more  stable  than  those 
of  penicillin  and  are  very  alkaline.  Streptomycin 
activity  is  greatest  at  about  pH  9 in  contrast  to 
penicillin  which  manifests  its  optimum  therapeu- 
tic effects  between  pH  6.3  and  6.8.  This  is 
important  in  their  topical  use. 

Dosage  determination  of  streptomycin  is  ex- 
tremely important,  especially  as  regards  its 
adequacy.  Variations  in  susceptibility  of  patho- 
gens is  great,  sometimes  greater  between  different 
strains  of  the  same  species  than  between  different 
species.  Inadequacy  of  dosage  not  only  fails  to 
effect  a cure  but  is  prone  to  produce  streptomycin 
resistance  in  a previously  sensitive  strain. 

One  cannot,  therefore,  be  too  dogmatic  con- 
cerning dosage  other  than  to  recommend  that  one 
should  determine  the  type  of  organism  responsible 
for  the  infection  at  hand  and  administer  the  total 
twenty-four-hour  daily  dosage,  as  advised,  in 
divided  portions  at  intervals  of  three  to  four  hours 
for  the  prescribed  number  of  days  or  weeks.  Fail- 
ure of  a sustained  favorable  response  during  con- 
tinuous therapy  may  indicate  development  of 
bacterial  tolerance  and  necessitate  doubling  the 
daily  dose  or  its  supplementation  by  other  specific 
or  nonspecific  measures. 

While  usually  administered  as  the  hydro- 
chloride or  sulfate  salt  by  intramuscular  injection, 
streptomycin  has  been  given  intrathecally  and  by 
inhalation  as  an  aerosol.  We  will  limit  our  dis- 
cussion of  dosage  to  those  conditions  of#derma- 
tologic  interest. 

Dermatologic  Indications 

Chancroid. — Mortara  and  Saito  found  Hemo- 
philus ducreyi  remarkably  sensitive  to  streptomy- 
cin in  vitro.8  Working  with  rabbits,  they  were  able 
to  prevent  formation  of  experimental  chancroid 
following  the  intradermal  inoculation  of  a 
virulent  strain.  If  they  delayed  injection  of 
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streptomycin,  lesions  developed  but  healed  faster 
than  those  of  controls. 

Hirsh  and  Taggart  treated  15  patients  in  an 
attempt  to  verify  clinically  the  results  of  animal 
inoculation.9  The  patients  presented  ulcerations, 
bubos,  or  both.  Treatment  consisted  of  1 Gm. 
daily  in  divided  doses  every  four  hours  intra- 
muscularly, except  in  one  patient  who  received  2 
Gm.  daily.  Treatment  was  continued  until  there 
was  evidence  of  complete  healing  (five  to  twenty- 
five  days),  the  larger  and  multiple  lesions  healing 
more  slowly.  These  investigators  found  that  re- 
covery was  facilitated  if  the  fluctuant  bubo  was 
aspirated.  There  was  only  one  possible  relapse 
occurring  six  weeks  after  termination  of  therapy. 
This  was  in  a patient  who  had  received  5 Gm. 
They  conclude  that  doses  of  1 Gm.  daily  for  short 
periods  are  sufficient,  that  treatment  should  con- 
tinue for  at  least  seven  days,  and  that  sulfona- 
mides are  the  drugs  of  choice,  but  streptomycin  is 
of  value  in  patients  not  responding  or  who  are 
sensitive  to  sulfonamides. 

Erysipeloid. — There  are  no  clinical  reports  in 
this  disease.  Klauder  and  Rule,  and  Woodbine 
have  investigated  experimental  Erysipelothrix 
rhusiopathiae  infections  in  mice.1011  However, 
mice  develop  a septicemic  form  of  infection,  it 
being  impossible  to  produce  a cutaneous  form  of 
infection  corresponding  to  erysipeloid  in  man. 
There  was  some  evidence  of  benefit  from  strepto- 
mycin, but  it  was  only  relative,  in  that  mice  re- 
ceiving higher  doses  lived  longer  than  control 
animals. 

Gonorrhea. — Although  not  primarily  a disease 
of  dermatologic  interest,  gonococcal  infections  are 

! included  because  of  their  association  with  kerato- 
derma  blenorrhagicum. 

Pulaski  reported  seven  cases  of  gonorrheal  ure- 
thritis which  responded  promptly  to  a course  of 
streptomycin  consisting  of  0.5  Gm.  every  three 
hours  for  six  doses.12  All  these  patients  had  failed 
to  respond  to  penicillin  and  sulfonamides. 

Chinn,  Putnam  et  al.  reported  on  77  cases 
treated  with  a single  dose  of  streptomycin  in 
saline  given  intramuscularly;  50  patients,  re- 
ceiving 0.3  Gm.  or  more,  showed  100  per  cent  cure; 
22  treated  with  0.2  Gm.  showed  90.9  per  cent 
cure;  and  5 treated  with  0.1  Gm.  showed  40  per 
cent  cure.13 

Granuloma  Inguinale. — Barton  and  his  group 
reported  on  three  cases  treated  with  streptomy- 
cin.14 One  received  20  mg.  every  three  hours  for 
forty-one  days  (6.46  Gm.).  Improvement  began 
the  eighth  day;  healing  was  complete  by  the 
thirty-third  day,  and  the  patient  showed  no 
evidence  of  relapse  two  and  one-half  months 
after  completion  of  therapy.  Two  other  patients 
received  30  mg.  every  three  hours;  one  for 
eighteen  days,  the  other  for  twenty-nine  days. 


Healing  was  evident  by  the  tenth  and  ninth  days, 
respectively,  and  was  complete,  except  for  pin- 
point erosions,  on  the  thirty-third  and  thirty-first 
days,  respectively.  However,  within  another  two 
weeks  these  pinpoint  openings  had  increased  in 
size. 

Greenblatt,  Dienst  et  al.  in  1947  reported  on  58 
patients.15  Various  dosages  were  used  initially, 
but  later  a more  uniform  dosage  was  finally 
adopted,  consisting  of  4 Gm.  daily  for  five  days  in 
divided  doses.  This  larger  dose  within  a short 
period  was  used  to  prevent  development  of  re- 
sistance. In  three  patients  with  excessive  granu- 
lation tissue,  therapy  was  continued  from  ten  to 
thirteen  days.  Response  was  rapid  with  objective 
evidence  of  healing  apparent  in  forty-eight  to 
seventy-two  hours,  complete  healing  occurring 
one  to  two  weeks  after  termination  of  therapy. 
Extensive  lesions  progressed  to  healing  more 
slowly.  Four  patients  relapsed.  Of  these,  two 
had  received  less  than  4 Gm.  total  dosage  but  re- 
sponded to  a second,  more  extended  course.  One 
did  not  respond  to  a second  course;  and  one  re- 
ceived 40  Gm.  with  only  moderate  response. 

We  have  treated  five  patients.  Three  received 
20  Gm.  in  five  days.  All  showed  rapid  improve- 
ment with  healing  of  the  lesions  and  are  still  well 
two  months  after  completion  of  therapy.  One 
patient  with  lesions  of  thirteen  years  duration 
refused  further  therapy  after  having  received 
8.5  Gm.  in  fifty-one  hours.  Fourteen  days  later 
the  lesions  had  almost  completely  healed  except 
for  several  small,  crusted  areas.  We  have  been 
unable  to  follow  him  further.  The  fifth  patient 
with  very  extensive  lesions  and  pulmonary 
tuberculosis  received  1 Gm.  daily  for  ten  days. 
The  granulomatous  lesions  improved  consider- 
ably, and  healing  still  continues. 

Infectious  Eczematoid  Dermatitis. — Calloway 
reported  a patient  with  eczematoid  dermatitis  of 
the  external  auditory  canal  due  to  Pseudomonas 
aeruginosa  (previously  known  as  Bacillus  pyo- 
cyaneus)  who  had  received  all  forms  of  therapy 
for  over  a year  with  no  improvement.16  The 
lesions  responded  favorably  in  several  days  after 
instillations  and  sponging  with  a solution  of 
streptomycin  (2,500  units  per  cc.).  Repeated 
cultures  became  negative  with  complete  healing 
in  ten  days. 

Sutton  has  treated  similar  infectious  dermatitis 
of  the  ear  (due  to  P.  aeruginosa)  with  good  re- 
sults.17 He  uses  10,000  units  per  cc.  of  an 
aqueous  solution. 

Sulzberger  and  Baer  in  discussing  Calloway’s 
report  state  that  they  also  have  obtained  “very 
satisfactory”  results  with  topical  application  of 
streptomycin  in  P.  aeruginosa  infections  in  this 
location.18  They  incidentally  noted  that  “patho- 
genic fungi  were  rarely  found  in  the  cases  of  otitis 
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externa  so  prevalent  among  servicemen  in  the 
South  Pacific,  but  that  P.  aeruginosa  was  present 
in  a substantial  proportion.” 

Leprosy. — Faget  and  Erickson  report  on  ten 
patients  who  received  a four-month  course  of 
streptomycin,  2 Gm.  daily.19  Beneficial  effects 
could  not  be  demonstrated  conclusively,  but  en- 
couraging changes  seem  to  have  occurred  in  some 
patients.  The  writers  were  of  the  opinion  that, 
unless  toxicity  is  reduced,  streptomycin  will  not 
become  the  treatment  of  choice.  Five  patients 
treated  with  sulfones  and  streptomycin  responded 
better  than  those  treated  with  streptomycin  alone. 

Dreisbach  at  the  Fifth  International  Congress 
of  Leprosy  recommended  the  use  of  streptomycin 
in  the  acute  lepra  reaction.20  Carpenter  and  his 
group  at  the  same  Congress  reported  on  the  use  of 
streptomycin  in  murine  leprosy.21  This  closely 
resembles  human  infection.  They  found  that  it 
suppressed  the  lesions  in  advanced  murine  leprosy 
and  lengthened  the  average  survival  time  by  one 
and  four-tenths  months. 

Lymphogranuloma  Venereum. — We  have 

treated  one  man  with  inguinal  lymphadenopathy 
including  matted  nodes  along  the  iliac  vessels. 
He  received  2 Gm.  daily  for  seven  days,  at  which 
time  therapy  was  discontinued  because  of  a 
marked  febrile  reaction  and  intensely  pruritic 
rash.  He  showed  no  improvement  but  re- 
sponded subsequently  to  sulfadiazine. 

Perifolliculitis  Capitis  Abscedens  et  Suffo- 
diens. — We  have  treated  two  cases.  Both,  on 
bacteriologic  study,  showed  a predominance  of 
hemolytic  and  nonhemolytic  Staphylococcus 
aureus  which  proved  penicillin-resistant  and 
streptomycin-sensitive.  The  first  patient  re- 
ceived 2 Gm.  daily  for  twenty-eight  days,  but  new 
lesions  continued  to  appear  during  and  after  com- 
pletion of  the  course.  The  second  patient  re- 
ceived 2 Gm.  daily  for  twenty-four  days,  com- 
bined with  sulfadiazine  and  surgery  (exterioriza- 
tion of  cystic  lesions  and  establishing  drainage). 
He  showed  definite  improvement.  The  scalp  is 
now  well  healed  but  occasionally  shows  pustule 
formation. 

Rhinoscleroma. — McHugh  has  reported  tem- 
porary improvement  in  a case  of  rhinoscleroma 
treated  with  15  Gm.  of  streptomycin.22  Cultures 
became  sterile  but  within  three  weeks  were  posi- 
tive again. 

Syphilis. — Fisken  and  Gruhzit  have  treated 
experimental  syphilis  in  rabbits.23  They  find 
that  the  virulence  of  Treponema  pallidum  is  not 
affected  by  streptomycin. 

Kolmer’s  group  doing  similar  research  found 
some  improvement  followed  by  relapse  in  three 
out  of  six  infected  rabbits.24  Clinical  reports  are 
sparse,  but,  in  general,  indicate  streptomycin  is  of 
no  special  value  in  any  stage  of  human  syphilis. 


Cutaneous  Tuberculosis. — Most  studies  have 
been  on  draining  tuberculous  sinuses,  and  only  a 
few  reports  are  available  in  other  types  of  tuber- 
culodermas.  We  will  consolidate  all  cases  from 
the  literature  under  each  form  of  cutaneous 
tuberculosis. 

1.  Tuberculosis  colliquativa. — O’Leary  pre- 
sented five  cases  of  scrofuloderma  with  treatment 
varying  from  21.5  Gm.  in  five  weeks  to  85.5  Gm. 
in  eighty-one  days.25  He  found  that  ulcerations 
and  sinuses  responded  well  and  that  larger  doses 
(2  Gm.  daily)  with  a longer  course  were  more 
valuable.  He  feels  that  of  the  various  conditions 
treated  ulcerations  and  sinuses  responded  most 
satisfactorily. 

In  the  Veterans  Administration,  Army  and 
Navy,  reports  to  the  Council  on  Pharmacy,  90 
patients  with  draining  cutaneous  sinuses  and 
lymphadenitis  were  reviewed.6  The  dosage  at 
first  was  1.8  Gm.,  then  2 Gm.  daily  for  one 
hundred  twenty  days.  It  was  found  that  80  per 
cent  of  the  sinuses  healed  within  ninety  days  and 
that  healing  was  accelerated  if  underlying  sup- 
purating foci  were  evacuated.  The  consensus  is 
that  the  effect  of  streptomycin  on  tuberculous 
sinuses  is  strikingly  favorable  and  sufficiently 
uniform  to  establish  its  usefulness.  Its  effect  on 
nondraining  nodes  was  variable.  In  some  in- 
stances a definite  and  prompt  reduction  in  size 
was  visible;  in  others  there  was  little  or  no 
change. 

We  have  treated  two  cases  of  scrofuloderma. 
The  first  patient  was  given  2 Gm.  daily  for  one 
hundred  ten  days.  He  showed  healing  of  the 
cervical  sinuses  and  reduction  in  size  of  the 
glands.  Many  tuberculous  gummas  on  his  trunk 
also  responded  favorably,  and  no  new  lesions  de- 
veloped. The  second  patient  received  2 Gm. 
daily  for  fifty-five  days.  He  was  a diabetic  with  a 
complicating  acne  conglobata.  There  was  a 
suppurating  tuberculous  adenitis.  Healing  of  the 
tuberculous  lesion  followed  promptly  but  not  of 
the  acne  conglobata.  Five  cases  of  cervical 
lymphadenitis  without  sinuses  responded  well 
under  the  same  regimen  of  2 Gm.  daily,  the  nodes 
becoming  small  and  hard  with  disappearance  of 
inflammatory  reaction,  although  they  are  still 
palpable. 

The  annual  report  of  the  Committee  on 
Therapy  of  the  American  Medical  Association 
recommends  streptomycin  for  draining  tuber- 
culous sinuses  and  considers  it  highly  effective  in  a 
large  majority  of  cases.26  The  dosage  suggested  is 
1 to  2 Gm.  daily  in  divided  doses  every  four  to  six 
hours  for  three  to  four  months.  However,  its 
values  in  other  types  of  cutaneous  tuberculosis 
and  tuberculous  lymphadenitis  without  sinus 
formation  is  yet  to  be  determined. 

2.  Lupus  vulgaris. — O’Leary  reported  two 
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cases.25  One  patient  received  115  Gm.  of  strepto- 
mycin in  one  hundred  seventeen  days,  with  heal- 
ing of  the  ulcerative  process  and  considerable  in- 
volution of  the  infiltration.  However,  subsequent 
biopsy  revealed  typical  tubercle  formation  and 
latent  activity.  The  second  patient  received  18 
Gm.  in  twenty-four  days  with  no  change.  This 
was  considered  inadequate  therapy.  O’Leary 
concluded  that  early  primary  infections  such  as 
the  inoculation  type  of  tuberculosis  probably  re- 
spond better  than  long-standing,  organized 
processes. 

3.  Tuberculosis  verrucosa  cutis. — We  have 
treated  one  case  with  1 Gm.  daily  for  six  weeks. 
The  lesions  healed  completely  with  no  evidence  of 
relapse  after  two  months. 

4.  Tuberculosis  miliaris  disseminata  faciei. — 
O’Leary  treated  one  patient  with  three  courses  of 
streptomycin  in  six  months,  totaling  100  Gm.25 
There  was  no  significant  lasting  improvement, 
but  there  were  temporary  remissions  after  each 
course. 

We  have  treated  one  patient  with  2 Gm.  daily 
for  a month.  There  was  only  slight  temporary 
improvement. 

5.  Tuberculosis  orificialis. — We  have  treated 
one  patient  with  1 Gm.  daily  for  a month.  There 
was  good  response  with  rapid  complete  healing  of 
the  ulcer,  which  was  located  on  the  tongue. 

O’Leary  believes  that  streptomycin  should  be 
fortified  with  calciferol  in  the  treatment  of  lupus 
vulgaris  and  other  forms  of  cutaneous  tubercu- 
losis and  tuberculids.27 

Tularemia. — The  effectiveness  of  streptomycin 
in  this  condition  was  recognized  early.  In  1946, 
the  National  Research  Council  reported  on  67 
cases  with  63  recoveries.4'5  The  average  dose  was 
1 Gm.  daily  for  seven  flays.  Subsequently,  the 
Council  on  Pharmacy  reported  that  “Pasteurella 
tularensis  is  highly  susceptible  to  streptomycin, 
and  this  agent  is  the  most  effective  treatment  for 
tularemia  available  at  present.”28 

Pulaski  and  Amspacher  described  ten  cases 
treated  in  the  U.S.  Army  hospitals  with  good  re- 
sults.29 Doses  were  2 Gm.  daily  from  seven  to 
fourteen  days.  Johnson’s  group  treated  five 
patients  who  responded  favorably  to  an  average 
of  4.4  Gm.  administered  over  seven  days.30 

Berson  and  Harwell  report  on  56  patients 
treated  in  22  Veterans  Administration  hospitals.31 
Dosages  varied  considerably  but  averaged  about 
8 gm.  in  nine  days.  If  streptomycin  was  started 
after  the  twelfth  day  of  illness,  there  was  little 
effect  on  the  suppurative  lymphadenopathy,  even 
though  striking  improvement  was  visible  in  other 
manifestations. 

Toxicity 

The  report  prepared  by  the  Veterans  Admin- 


istration, Army  and  Navy,  the  Report  of  the 
Committee  on  Therapy,  and  the  article  by  Far- 
rington and  his  associates  summarize  fairly  well 
our  knowledge  of  the  toxicity  of  strepto- 
mycin.6 26  32  For  our  purpose,  we  will  divide 
these  toxic  reactions  into  systemic  and  cutaneous. 
Systemic: 

1.  Histamine-like  reaction. — This  is  no  longer 
detectable  in  the  currently  available  purified 
product. 

2.  Local  irritation  at  the  site  of  injection. — 
Also  disappearing  with  purified  preparations. 

3.  Renal  irritation. — Casts  and  albumin  are 
seen  often.  However,  serious  renal  damage  is 
rarely  observed  unless  there  is  pre-existing  renal 
disease. 

4.  Blood  dyscrasias. — These  are  rare,  but  mild 
leukopenia  and  agranulocytosis  have  been  re- 
ported. Recently,  two  cases  of  aplastic  anemia 
occurred  at  the  Fitzsimmons  General  Hospital. 
All  blood  dyscrasias  have  appeared  only  after 
many  weeks  of  therapy. 

5.  Eosinophilia. — In  the  majority  of  patients, 
at  some  time  during  the  course  of  therapy, 
eosinophilia  varying  from  5 to  39  per  cent  has 
been  observed. 

6.  Vertigo. — Vestibular  dysfunction  has  been 
reported  about  the  fourth  week  of  continuous 
therapy.  However,  there  is  usually  complete 
symptomatic  recovery  by  compensatory  mech- 
anisms and  not  by  restoration  of  labyrinthine 
function. 

7.  Deafness. — This  will  be  produced  rarely 
and  only  following  large  doses  or  when  strepto- 
mycin excretion  is  defective.  Useful  hearing  is 
usually  regained  if  treatment  is  suspended 
promptly. 

Cutaneous: 

1.  Eruptions  following  injections. — There 
may  be  a pruritic,  erythematous,  maculopapular 
eruption  having  its  onset  within  the  first  ten  days 
of  therapy.  The  pruritus  is  usually  relieved  by 
antihistaminics,  the  eruption  itself  disappearing 
in  three  to  seven  days.  Therapy  does  not  have 
to  be  interrupted.  It  is  sometimes  accompanied 
by  fever.  Steiner  and  Fishburn  report  a 20  per 
cent  incidence  in  33  cases.33 

The  Veterans  Administration,  Army  and  Navy, 
report  seven  cases  of  exfoliative  dermatitis  (0.S0 
per  cent)  in  which  streptomycin  had  to  be  discon- 
tinued.6 

In  our  cases,  the  early  rash  was  maculopapular, 
morbilliform,  scarlatiniform,  and  frequently  non- 
pruritic. Our  incidence  has  been  16.6  per  cent 
(five  out  of  30  who  had  received  a course  of  one 
hundred  twenty  days  therapy).  This  rash  did 
not  seem  to  be  related  to  exfoliative  dermatitis 
which  we  have  seen  in  two  patients.  In  both  of 
these  it  appeared  after  two  months  of  therapy 
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which  had  to  be  stopped  on  the  sixty-seventh  and 
seventy-sixth  days,  respectively.  One  had  also 
presented  an  early  rash  which  had  disappeared 
spontaneously,  while  the  second  had  had  no  early 
rash.  This  early  rash  and  the  exfoliative  derma- 
titis seem  to  have  the  same  relationship  as  the 
ninth  day  erythema  of  Milian  and  the  exfoliative 
dermatitis  seen  following  arsenical  therapy. 

2.  Dermatitis  Venenata. — This  has  been  ob- 
served among  personnel  handling  the  drug.  It 
has  been  reported  by  Strauss  and  Warring,  Rauch- 
weiger  et  al.,  and  ourselves.34-36  We  have  now 
seen  seven  nurses  with  this  type  of  dermatitis.  Its 
location  is  usually  on  the  hands  and  around  the 
eyes.  It  has  appeared  only  in  those  wrho  are  in 
daily  contact  with  the  drug  over  a protracted 
period.  It  appeared  in  one  nurse  after  two  months 
of  service  on  streptomycin  wards.  It  has  not 
been  observed  among  nurses  working  on  wards 
where  streptomycin  is  used  only  occasionally. 
One  nurse  has  had  to  transfer  to  a section  where 
no  streptomycin  is  used  because  of  extreme  sensi- 
tivity to  the  mere  presence  of  the  drug  in  the 
room.  Desensitization  of  this  case  w'as  unsuccess- 
ful. Another  has  shown  “hardening,”  the  erup- 
tion appearing  after  prolonged  vacation  on  several 
occasions  and  disappearing  after  several  weeks 
work  with  the  drug.  The  other  nurses  have  been 
able  to  protect  themselves  by  working  with 
gloves.  This  has  become  a sufficient  problem  so 
that  we  now  advise  all  personnel  who  handle 
streptomycin  routinely  to  wear  gloves. 

We  are  now  pursuing  further  studies  with 
prophetic  patch  tests  and  direct  application  of  a 
carbowax  ointment  in  an  attempt  to  determine 
the  sensitizing  index  of  streptomycin  used 
therapeutically  as  an  ointment. 

Summary  and  Conclusions 

1.  Streptomycin  is  the  antibiotic  of  choice  in 
granuloma  inguinale,  tularemia,  and  cutaneous 
infections  due  to  Pseudomonas  aeruginosa  (B. 
pyocyaneus). 

2.  It  is  of  definite  value  in  tuberculosis 
colliquativa,  tuberculosis  orificialis,  chancroid, 
gonorrheal  infections,  infectious  eczematoid  der- 
matitis, and  in  cutaneous  infections  where  other 
antibiotics  have  failed  or  where  the  patient  pre- 
sents an  idiosyncrasy. 

3.  It  may  benefit  other  forms  of  cutaneous 
tuberculosis,  rhinoscleroma,  and  leprosy.  Fur- 
ther clinical  investigation  in  these  diseases  is 
recommended. 

4.  Systemic  toxic  reactions  are  not  rare  and 
may  be  serious  but  usually  appear  after  weeks  of 
therapy.  Vertigo  due  to  labyrinthine  disturb- 
ances is  not  uncommon  and  may  be  annoying 
and  permanent. 

5.  Cutaneous  reactions  are  of  three  types: 


(a)  An  early  polymorphous  biotropic  type  of 
exanthema  appearing  before  the  tenth  day  which 
responds  to  antihistaminics  and  does  not  require 
cessation  of  therapy;  ( b ) an  exfoliative  dermatitis, 
appearing  after  many  weeks  of  therapy  neces- 
sitating cessation  of  therapy,  and  (c)  a trouble- 
some contact  dermatitis  of  high  incidence, 
especially  in  nurses  continually  in  contact  with 
the  drug  over  long  periods  which  necessitates 
either  the  wearing  of  rubber  gloves,  frequent  rota- 
tion of  nurses,  or  removal  from  further  contact. 
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TEETH  AND  SKIN  DISEASES 
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FROM  infancy  to  old  age  the  teeth  have  a role 
in  skin  diseases.  Even  the  edentulous  old 
man  with  full  upper  and  lower  plates  may  have 
eczema  from  a retained  root  fragment  about 
which  there  is  infection,  or  from  pressure  necrosis 
of  the  gingivo-buccal  mucosa  from  the  dentures. 

These  troubles  may  be  chronologically  listed  as 
follows : 

1.  Infantile  eczema  produced  or  exaggerated 
by  deciduous  teeth. 

2.  Alopecia  areata  in  children,  five  years  of 
age  and  up,  from  teething  and  impactions. 

3.  Pustular  rosacea,  sycosis  vulgaris,  pustular 
bacterid,  eczema,  dental  fistula,  or  recurrent 
furunculosis  from  abscessed  teeth,  mostly  in 
middle-aged  people. 

4.  Eczema  of  the  legs,  spreading  to  other 
parts  of  the  body,  from  abscessed  teeth  in  elderly 
people. 

5.  Miscellaneous  dermatoses,  such  as  chronic 
urticaria,  lupus  erythematosus,  erythema  multi- 
forme, erythema  nodosum,  purpura,  pemphigus, 
etc.,  in  which  focal  infection  may  be  a factor. 

Statistics 

Charts  of  15,225  patients  in  our  private  prac- 
tice were  examined.  Of  these,  there  were  286 
cases  of  skin  diseases, . exclusive  of  alopecia 
areata,  probably  due  to  focal  infections  of  the 
teeth,  tonsils,  or  sinuses.  Of  these,  78  cases  were 
selected  for  the  basis  of  this  paper.  Only  two 
cases  have  been  reported  previously.7  This  selec- 
tion was  made  on  completeness  of  data  and 
thoroughness  of  study.  Forty-five  cases  were 
cured  permanently  and  completely  by  the  re- 
moval of  foci  of  infection.  This  is  58  per  cent  that 
are  known  to  be  cured.  Many  others  probably 
were  cured,  but  want  of  a definite  statement  to 
that  effect  excluded  them.  Of  the  45  cases  known 
to  be  cured,  there  were  22  pustular  bacterids,  of 
which  12  were  due  to  infected  tonsils,  nine  to 
abscessed  teeth,  and  one  was  caused  by  a rectal 
fistula.  There  were  17  cases  of  eczema  of  the 
legs,  all  caused  by  abscessed  teeth.  There  were 
three  cases  of  pustular  rosacea,  two  of  which  were 
cured  by  removal  of  teeth  and  one  by  tonsillec- 
tomy. There  were  two  cases  of  chronic  urticaria, 
both  cured  by  extraction  of  abscessed  teeth,  and 
one  case  of  eczema  of  the  face,  cured  by  removal 
of  teeth. 
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Other  cases  not  included  in  the  cured  list  are 
three  of  pustular  bacterid  and  one  of  chronic 
urticaria  in  persons  with  polypoid  pansinusitis, 
and  one  case  of  pustular  bacterid  in  an  elderly 
woman  who  had  diseased  tonsils,  a white  blood 
count  of  12,500,  and  pathogens  on  tonsil  cultures, 
and  whose  eruption  cleared  repeatedly  after  she 
was  given  sulfadiazine  by  mouth.  We  also  did 
not  include  patients  who  answered  the  ques- 
tionnaire indefinitely  with,  “Since  having  my  ton- 
sils removed  one  year  ago,  the  skin  condition  on 
my  fingers  has  improved  50  to  75  per  cent, 
though  not  completely  cured.” 

Infantile  Eczema 

Although  intensive  studies  have  elucidated 
some  problems  of  this  disease,  our  knowledge  is 
still  fragmentary.  Each  case  is  a separate  prob- 
lem and  too  often  a baffling  one.  However,  most 
doctors  who  have  had  experience  in  infantile 
eczema  agree  that  teething  may  exaggerate  the 
eczema  and  that  there  are  cases  of  eczema  that 
occur  in  children  eighteen  to  thirty  months  of  age 
which  only  disappear  after  dentition  is  over. 
Holt  and  McIntosh  state,  “In  cases  of  eczema 
the  symptoms  often  undergo  a distinct  exacerba- 
tion with  the  eruption  of  each  group  of  teeth.”1 

Rosacea 

Feit,  Lazio,  and  Vero  in  1935  first  interpreted 
rosacea  as  a bacterid  from  focal  infection.2  A 
clinical  experience  started  their  study.  It  is 
worthwhile  to  give  their  description.  “A  woman 
with  a pustular  eruption  of  the  face  of  several 
years’  duration  consulted  us.  The  eruption  re- 
sembled iodide  acne.”  There  was  no  improve- 
ment from  local  treatment,  but  she  returned  a 
few  months  later  completely  cured,  attributing 
her  cure  to  the  draining  of  a maxillary  empyema 
caused  by  an  infected  tooth.  The  recovery  of  this 
patient  was  so  dramatic  that  the  doctors  decided 
to  study  the  question  of  focal  infection  in  rosacea. 
In  a series  of  50  patients  with  rosacea,  they  found 
definite  focal  infections  in  43  cases,  and  of  these  78 
per  cent  were  either  completely  cured  or  improved 
by  removal  of  the  foci.2 

We  have  had  several  cases  of  this  type,  and  the 
following  is  an  example: 

Case  1. — L.  B.,  a man  aged  71,  consulted  us  in 
October,  1941,  because  of  pustular  rosacea  of  the 
nose  and  cheeks  of  five  years’  duration,  lie  had 
been  treated  previously  with  sulfonamide  ointment, 
which  helped  temporarily.  His  teeth  had  not  been 
checked  in  many  years.  Examination  revealed  that 
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he  only  had  a few  remaining  teeth,  which  looked 
carious.  There  was  gingivitis.  Radiographs  of  the 
teeth  showed  four  root  abscesses.  All  the  remaining 
teeth  were  extracted  on  December  3.  Three  weeks 
later  the  skin  eruption  was  entirely  gone,  and  it  has 
never  recurred. 

Pustular  Bacterids 

Pustular  bacterids  of  the  hands  and  feet  are 
chronic  recalcitrant  vesicular  and  pustular  erup- 
tions, symmetrically  located  on  palms  and  soles, 
which  during  quiescent  periods  become  dry, 
erythematous,  exfoliative  patches.  The  course 
is  characterized  by  repeated  exacerbations,  during 
which  groups  of  vesicles  of  pustules  break  out  over 
the  involved  areas  with  severe  itching  and  some- 
times swelling  and  pain.  From  day  to  day,  fresh 
groups  of  lesions  may  appear,  and  in  some  cases 
vesiculation  is  pronounced,  whereas  in  others  the 
lesions  are  almost  entirely  pustular  from  the  on- 
set. In  still  others,  the  early  vesicles  become 
pustules  in  the  course  of  time.  Gradually  the 
number  of  new  lesions  diminishes  and  the  con- 
dition temporarily  subsides  to  a quiescent  stage, 
in  which  the  involved  areas  are  diffusely  erythe- 
matous, dry,  shiny,  and  exfoliative. 

The  condition  has  a direct  relationship  to  focal 
infections.  Cures  result  when  the  focal  infection 
is  identified  and  removed.  In  many  cases  in 
which  cures  have  been  achieved,  the  tonsils  were 
diseased  and  tonsillectomy  was  followed  within  a 
few'  months  by  a complete  cure.  In  other  cases, 
abscessed  teeth,  cholecystitis,  chronic  pyelitis, 
and  other  sources  of  infection  were  the  cause  of 
the  trouble. 

A leukocytosis  is  present  in  many  cases.  Fre- 
quently the  counts  are  10,000  or  more,  and  occa- 
sionally they  are  much  higher.  In  two  cases  the 
leukocyte  counts  were  over  19,000,  and  in  several 
instances  have  been  as  high  as  14,000  and  16,000. 
This  does  not  mean  that  a leukocytosis  is  present 
in  all  cases  at  all  times.  Apparently  it  develops 
at  the  time  of  an  exacerbation. 

Cultures  of  material  from  the  lesions  are  often 
sterile. 

Positive  cutaneous  reactions  are  obtained  to 
staphylococcus  and  streptococcus  extracts.  It  is 
difficult  to  estimate  whether  or  not  this  is  im- 
portant, but  perhaps  it  has  slight  significance. 
We  are  not  impressed  by  the  reliability  of  such 
tests. 

The  histologic  picture  shows  pustules  deep  in 
the  epidermis,  with  hardly  any  inflammatory 
reaction  about  them  and  without  much  acantho- 
sis and  parakeratosis.  The  microscopic  changes 
resemble  those  seen  in  some  cases  of  trieho- 
phytids. 

Barber  has  acknowledged  the  term  “pustular 
bacterid  ” presenting  cases  of  this  condition,  and 


has  sent  us  excellent  photographs  of  cases  in  which 
he  has  made  the  diagnosis  of  pustular  bacterid. 
He  believes  pustular  bacterid  is  more  vesicular 
and  more  eczematoid  than  pustular  psoriasis,3 
from  which  he  can  differentiate  it.  Certainly  the 
typical  case  of  pustular  bacterid  has  no  semblance 
to  psoriasis  vulgaris,  clinically  or  histologically. 

The  occurrence  of  similar  eruptions  in  patients 
who  have  psoriasis  is  debatable.  The  histologic 
changes  in  such  cases  have  been  interpreted 
variously.  In  1936  MacKee  and  Foster,  with  the 
assistance  of  Satenstein  and  Fraser,  showed  that 
the  histologic  changes  of  aberrant  lesions  in  a 
group  of  20  cases  of  so-called  pustular  psoriasis  of 
the  extremities  were  eczematous.3  Satenstein 
held  the  view'  that  pustular  psoriasis  was  a 
misnomer  and  that  the  histologic  picture  in  these 
cases  was  one  of  chronic  eczema  and  not  psoriasis. 
In  1945  Sachs  and  Scannone  show'ed  that  the 
majority  of  cases  of  so-called  pustular  psoriasis 
were  not  related  to  psoriasis.4  They  found  no 
relationship  between  the  Munro  abscess  of 
psoriasis  and  the  pustule  of  the  so-called  pustular 
psoriasis.  Nor  did  they  consider  the  latter  to  be 
an  exaggeration  of  the  former. 

In  1947  Sachs,  MacKee,  and  Rothstein  re- 
ported 11  additional  cases  of  so-called  pustular 
psoriasis.5  They  found  no  evidence  of  psoriasis, 
either  clinically  or  microscopically,  in  any  of  these 
cases,  and  only  one  had  a family  history  of  psori- 
asis. Their  histologic  findings  wrere  exactly  the 
same  as  those  of  Machacek  in  the  series  of  15 
cases,  of  recalcitrant  eruptions  of  the  palms  and 
soles,  reported  by  Andrews,  Birkman,  and  Kelly 
in  1934. 6,7 

Those  cases  were  later  designated  as  pustular 
bacterids  by  Andrews  and  Machacek,  wrho  stated, 
“The  abscesses ...  are  deeply  situated  in  the 
epidermis  and  are  not  superficial  like  Munro 
abscesses.  The  presence  and  even  decreased 
thickness  of  the  granular  layer  in  most  of  our 
cases  and  the  very  slight  and  inconstant  para- 
keratosis were  not  in  accordance  with  psoriasis. 
The  paucity  or  complete  absence  of  inflamma- 
tory changes  outside  the  pustules  vrere  against 
psoriasis.  The  amount  of  acanthosis,  parakera- 
tosis, and  elongation  of  the  papillae  in  the  biopsy 
specimens  from  our  patients  was  no  more  than 
observed  in  other  diseases,  such  as  eczema, 
dyshidrosis,  and  palmar  trichophytosis.  In  other 
words,  the  histologic  changes  are  far  from  being 
pathonomonic  for  psoriasis  and  are  in  general  not 
like  those  of  psoriasis.”6 

That  a large  portion  of  these  cases  are  associ- 
ated \v  ith  focal  infections  and  are  cured  by  the  re- 
moval of  these  infections  has  been  demonstrated 
over  and  over  again  for  many  years.  The  term, 
pustular  bacterids,  first  used  in  1935,  has  with- 
stood the  test  of  time  and  is  applied  more  and 
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more  to  such  eruptions,  as  the  cause  is  more  care- 
fully studied  in  tonsil  cultures  and  aspirations, 
full  dental  radiographs  and  vitality  tests,  trial 
doses  of  sulfonamides  or  injections  of  penicillin, 
sensitivity  to  autogenous  vaccines  or  staphylo- 
coccus or  streptococcus  toxoid,  and  in  oft-re- 
peated white  blood  cell  and  differential  counts. 

Case  Reports 

Case  2. — G.  L.,  a man  aged  50,  from  Quebec,  con- 
sulted us  in  April,  1947,  because  of  an  eruption  that 
had  begun  the  preceding  November.  It  started  on 
the  soles  and  heels,  then  spread  to  the  palms.  He 
had  been  treated  for  dermatophytosis  by  several 
dermatologists,  but  no  microscopic  examinations 
had  ever  been  made.  The  patches  were  vesicopus- 
tular  and  rather  symmetrical.  We  could  not  find 
any  fungi.  He  had  several  dead  teeth  and  one  bro- 
ken tooth.  The  white  blood  cell  countshowed  18,000 
cells.  The  differential  count  was  polymorphonu- 
clears  82  per  cent  (mature  77  per  cent,  immature  5 
per  cent),  lymphocytes  15  per  cent,  eosinophils  1 per 
cent,  monocytes  2 per  cent.  An  injection  of  200,000 
units  of  penicillin  intramuscularly  caused  improve- 
ment overnight  . We  later  received  a letter  from  the 
patient  saying  that  the  eruption  had  cleared  com- 
pletely a month  after  the  removal  of  his  teeth. 

Case  8. — I.  T.,  a woman  aged  24,  consulted  us  in 
September,  1947,  because  of  an  eruption  which  began 
on  the  palms  after  the  birth  of  a baby  nine  months 
previously.  There  was  no  history  of  psoriasis  in  the 
patient  or  her  family.  On  both  palms,  especially 
over  the  thenar  and  hypothenar  eminences,  there 
was  an  erythematous,  pustular,  exfoliative  eruption 
(Fig.  1).  The  pustules  were  mostly  at  the  edges  of 
the  scaly  patches,  although  some  were  distributed  in 
the  patches.  Some  pustules  had  dried,  leaving 
brownish  spots.  The  fingernails  were  eroded  and 
broken  off,  and  some  were  very  loose  (Fig.  2).  On 
the  heels  there  were  patches  of  scaly  vesicopustular 
character.  Also  on  the  lateral  aspect  of  the  left  fore- 
foot and  little  toe  was  a similar  scaly  pustular  patch. 
Direct  examinations  for  fungi  from  the  palms,  nails, 
and  soles  were  negative.  Cultures  were  made  for 
fungi. 


Fig.  1.  Pustular  bacterid.  The  patient  had 
pustulo-follicular,  exfoliated  patches,  of  nine  inont  hs’ 
duration,  on  both  palms.  The  eruption  cleared  up 
after  a tonsillectomy  (Case  3). 


Fig.  2.  Distrophie  nail  changes,  with  no  fungi 
present.  The  nails  also  became  normal  after 
tonsillectomy  (Case  3). 


The  teeth  appeared  in  good  condition,  and  her 
dentist  verified  this  fact.  The  tonsils  were  very 
large,  red,  and  almost  met  in  the  midline;  the  tonsil- 
lar crypts  were  filled  with  pus.  The  white  blood 
count  was  12,500.  The  tonsils  were  removed,  and 
Dr.  Peter  S.  Lerner  wrote  to  us  in  November,  1947, 
“Under  separate  cover  I am  mailing  you  the  pictures 
of  Mrs.  T.’s  hands.  I am  told  that  they  have  im- 
proved remarkably  since  tonsillectomy.  ’ ’ 8 Later  he 
reported  by  telephone  that  the  hands  were  entirely 
well,  and  recent  inquiry  shows  that  they  have  re- 
mained cured. 

Case  If.. — L.  W.,  a woman  aged  39,  consulted  us  in 
March,  1946,  with  a pustular  eruption  of  two  weeks’ 
duration.  The  patient  was  scarcely  able  to  walk  be- 
cause of  profuse  aggregations  of  small  pustules  and 
pustulovesicles  on  both  soles.  She  had  a low-grade 
fever,  and  her  leukocyte  count  was  18,000.  Exami- 
nation for  fungi  was  negative.  Blood  sugar  was  1 15 
mg.  per  100  ec.  Penicillin  was  administered  with- 
out improvement.  Roentgenograms  of  the  teeth 
showed  three  that  might  have  been  infected,  but 
there  was  not  enough  evidence  of  focal  infection  to 
warrant  extraction. 

There  was  a history  of  severe  sinusitis  ten  years 
previously.  The  patient  also  had  had  seasonal  hay 
fever  due  to  ragweed.  She  had  shown  intolerance  to 
sulfonamides. 

The  tonsils  were  small,  deeply  imbedded  with 
marked  adhesions  of  both  capsules.  The  tonsils 
were  aspirated  on  May  28,  and  a considerable 
amount  of  pus  was  obtained  from  them.  The  con- 
dition of  the  hands  and  feet  improved  the  following 
day.  On  June  1 the  tonsils  were  removed  surgically. 
Soon  afterwards  there  was  marked  improvement  of 
the  skin  condition,  which  by  fall  had  entirely  healed 
and  has  remained  so  without  any  other  treatment. 

Case  5. — W.  F.  D.,  a woman  aged  33,  refused  to 
have  her  tonsils  removed  but  later  developed  acute 
otitis  media.  After  recovery,  her  physician  insisted 
that  the  tonsils  be  removed.  A tonsillectomy  was 
performed  in  1936.  The  pustular  eruption  on  t lie 
heels  and  palms,  which  had  been  present  for  three 
and  a half  years  and  hail  resisted  all  t reatment,  dis- 
appeared within  two  months  after  the  tonsillectomy 
and  has  never  recurred. 
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Eczema 

In  addition  to  the  pustulovesicular  eruptions 
chax-acteristic  of  pustular  bacterid,  we  have  en- 
countered a large  number  of  vesicular  and 
eczematoid  patchy  eruptions  on  the  fingers,  toes, 
heels,  and  dorsal  aspects  of  the  hands,  as  well  as 
on  the  palms  and  soles,  which  belong  in  the  same 
category.  Occasionally  such  eruptions  are  rather 
diffuse  and  exudative,  so  that  they  are  mistaken 
for  contact  dermatitis.  They  may  be  pre- 
dominantly exfoliative  and  vesicular,  with  alter- 
nate periods  of  quiescence  and  activity.  These 
may  have  the  appearance  of  fungus  infections  and 
be  treated  as  such  for  years. 

There  is  also  a distinct  entity  which  we  call 
dental  eczema  (Fig.  3).  It  occurs  on  the  legs  of 
older  people  and  is  due  to  abscessed  teeth.  Most 
of  the  patients  are  men.  Such  cases  usually  begin 
as  vesicular  or  crusted  pruritic  patches  on  one  or 
both  legs  just  above  the  ankle,  or  on  the  sides  of 
the  ankle  or  foot.  The  eruption  spreads  next  to 
the  dorsa  of  the  hands  or  forearms,  and  then  may 
affect  the  ear  or  become  widespread . The  affected 
skin  is  invariably  excoriated  and  erythematous, 
sometimes  exudative,  like  contact  dermatitis,  and 
at  other  times  lichenified  and  crusted.  The  leuko- 
cyte count  may  or  may  not  be  elevated,  ranging 
from  normal  to  20,000.  This  type  of  eczema  due 
to  bacterial  sensitization  is  so  common  in  middle- 


Fic.  3.  Dental  eczema  of  ten  years’  duration. 
The  upper  teeth  of  the  patient  had  been  injured  by 
football  playing,  so  that  he  had  four  nonvital 
abscessed  teeth,  bad  bone  absorption,  and  decay. 
All  t he  infected  upper  teeth  were  extracted,  and  t he 
eczema  cleared. 


aged  and  older  people,  who  usually  have  no  history 
of  previous  skin  trouble  or  of  any  allergic  condi- 
tion, that  the  syndrome  is  an  entity.  Over  and 
over  again  this  suspicion  is  verified  by  the  dentist, 
and  the  skin  condition  is  cured  by  extraction. 

Case  6. — W.  A.  D.,  a man  aged  72,  was  first  seen  at 
the  New  York  Hospital  in  1945.  He  had  a wide- 
spread erythematous,  eczematous  eruption,  with 
the  legs  especially  edematous.  The  history  showed 
that  ten  years  previously  17  abscessed  teeth  had  been 
removed.  The  remaining  teeth  were  apparently  dis- 
eased. His  dentist,  when  questioned,  said  the  pa- 
tient had  several  dead  and  infected  teeth  for  which 
he  had  advised  extraction.  Four  months  later,  in 
February,  1946,  the  remaining  abscessed  teeth  were 
extracted.  There  was  immediate  improvement  in 
the  skin  condition,  and  by  April  the  skin  was  entirely 
normal.  He  has  remained  free  from  eczema  ever 
since  and  at  the  age  of  75  designed  the  famous  bal- 
cony for  the  White  House  in  Washington,  D.C. 

Miscellaneous  Dermatoses 

Sycosis  vulgaris  is  often  secondary  to  a focus  of 
infection  in  the  paranasal  sinuses  or  in  the  teeth  or 
tonsils.  Abscessed  teeth  may  cause  chronic 
urticaria,  or  chilitis,  or  influence  the  course  of 
lupus  erythematosus,  erythema  multiforme,  ery- 
thema nodosum,  pemphigus,  and  other  skin 
diseases. 

Alopecia  Areata 

Nineteen  centuries  ago  Celsus  described 
alopecia  areata.  From  that  time  until  the  present 
day  this  disease  has  been  ascribed  to  many  dif- 
ferent causes. 

The  first  clinical  work  reported  was  that  of 
Bateman  in  1829. 15  The  rapid  strides  in  medicine 
during  the  latter  half  of  the  nineteenth  century, 
following  the  new  vistas  opened  by  Pasteur, 
brought  about  the  theory  of  a parasite  as  the 
causative  agent.  In  1887  a commission  ap- 
pointed by  the  Paris  Academy  of  Medicine  an- 
nounced that  alopecia  areata  was  contagious; 
however,  the  causative  parasite  could  not  be 
found.  After  years  of  work  Sabouraud  an- 
nounced in  1900  that  the  parasitic  theory  was  the 
only  acceptable  cause.16 

During  the  latter  half  of  the  nineteenth  century 
another  theory  was  proposed  by  Barensprung, 
who  believed  that  alopecia  areata  was  a neurotro- 
phic disorder.17  This  belief  was  further  stimulated 
by  the  experiments  of  Joseph,  in  1886,  who  sec- 
tioned the  posterior  root  of  the  second  cervical 
nerve  distally  to  the  ganglion  in  cats  and  dogs.18 
This  produced  a lesion  similar  to  that  of  alopecia 
areata  in  man. 

The  twentieth  century  ushered  in  a new 
etiologic  theory  known  as  the  dystrophic  theory 
of  Jacquet.10  Later  the  endocrine  theory  gained 
favor  among  the  many  students  of  this  subject. 
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These  four  theories — the  parasitic,  neurotrophic, 
dystrophic,  and  the  endocrinic — have  had  their 
faithful  adherents.  The  parasitic  theory  was 
finally  and  definitely  rescinded  by  Sabouraud 
himself  in  1913.  The  neurotrophic  theory, 
affirmed  by  Joseph  in  1886,  has  been  entirely  dis- 
credited in  recent  times  by  the  work  of  Wright 
(1929),  who  showed  that  cutting  the  posterior 
root  of  the  second  cervical  nerve  in  man,  cutting 
the  sensory  nerves  which  supply  the  scalp,  and 
cutting  the  entire  supply  of  the* sympathetic 
nervous  system  to  the  scalp  are  without  influ- 
ence on  the  hair.11  Subsequently,  Auburn  in 
1932,  in  a series  of  118  operations  on  the  cervical 
nerves,  also  disproved  this  theory.12 

The  endocrine  theory,  with  the  influence  of  the 
glands  on  the  nervous  system  both  in  the  mental 
and  physical  sphere,  has  been  a major  factor  in 
explaining  the  cause  of  alopecia  areata.  Disturb- 
ances in  the  functions  of  the  thyroid,  pituitary, 
and  sex  glands  are  most  frequently  mentioned. 
However,  Waisman  and  Kepler,  at  the  Mayo 
Clinic,  in  a study  of  138  cases  of  alopecia  areata 
concluded  that  there  was  no  gross  clinical  evi- 
dence consistent  with  functional  abnormality  of 
internal  secretions.13 

The  dystrophic  theory  of  Jacquet  concerned 
itself  mainly  with  the  teeth.  He  maintained  that 
alopecia  areata  was  not  an  entity  but  a symptom 
of  diverse  and  banal  conditions.  He  attempted 
to  show  that  dental  pathology  was  possibly  the 
most  important  factor  in  causing  reflex  irritations 
and  producing  alopecia*  areata.  Gingivitis, 
peridontal  inflammation,  pyorrhea,  abscessed 
teeth,  abnormal  evolution  of  teeth,  and  impac- 
tions were  included  in  his  definition  of  dental 
pathology.10 

An  interesting  finding  was  the  fact  that  usually 
the  pathology  of  the  teeth  was  ipsilateral  with  the 
alopecia  areata.  His  studies  in  the  localization  of 
alopecia  areata  led  him  to  believe  that  there  were 
predisposed  zones  (peladophores)  of  the  scalp  and 
beard  where  alopecia  areata  was  most  frequent  as 
a result  of  reflex  irritation.  The  most  frequent 
sites  of  expression  were  the  mastoid,  lateral  men- 
tal, and  the  nuchal  regions.  The  frequency  of 
these  regions,  according  to  Jacquet,  corres- 
ponded to  the  most  highly  innervated  regions  of 
the  integument  of  the  scalp.13 

Jacquet  lived  before  the  days  of  dental  radio- 
graphs and  anesthesia.  At  that  period  it  was 
difficult  to  tell  whether  a tooth  was  impacted  or 
infected  except  by  probing  or  by  extracting  it. 
Sometimes  a rather  crude  and  vigorous  approach 
was  employed  in  order  to  prove  Jacquet’s  hy- 
pothesis. With  the  exception  of  a report  in  1942 
by  Grace,  attributing  one  case  of  extensive 
alopecia  caused  by  teeth,  the  medical  literature 
has  been  devoid  in  recent  times  of  further  in- 


vestigations of  Jacquet’s  theory,  despite  the 
obvious  advantages  afforded  by  modern-day 
dental  x-ray  technic.14 

It  is  for  this  reason  that  we  have  assembled 
from  private  practice  58  cases  of  alopecia  areata 
in  which  dental  pathology  was  noted.  Satisfac- 
tory full-mouth  x-rays  were  obtained  in  24  of  the 
58  cases.  Of  these,  22  (90  per  cent)  had  definite 
dental  pathology,  13  of  the  22  (53  per  cent)  had 
impactions.  On  visual  examination  where  x-rays 
were  not  obtainable,  there  were  25  cases  (74  per 
cent)  of  the  34  with  definite  pathology  of  the 
teeth,  eight  of  the  25  (32  per  cent)  had  impactions. 
Impactions,  root  fragments,  abscessed  teeth, 
severe  alveolar  retraction,  and  multiple  devital- 
ized teeth  with  caries  were  considered  as  patho- 
logic conditions.  Simple  caries  were  not  con- 
sidered. These  must  be  explained  by  the  theory 
of  reflex  nerve  irritation.  This  is  one  of  the 
vague  physiologic  theories  which  no  one  can  com- 
pletely prove  or  disprove.  We  can  only  offer  our 
material  and  let  you  judge  for  yourselves. 

Case  Report 

Case  7. — S.  G.,  a woman  aged  17,  in  January,  1946, 
had  a small  area  of  alopecia  develop  on  the  occipital 
area  of  the  scalp.  When  she  was  first  seen  by  us  in 
March,  1948,  defluvium  had  progressed  to  an  exten- 
sive irregular  area  covering  the  entire  back  of  the 
scalp,  measuring  15  by  15  cm.,  and  to  an  irregularly 
band-spaced  patch  on  the  left  frontal  and  parietal 
region,  measuring  5 by  12  cm.  She  had  a minimal 
amount  of  hair  on  the  rest  of  her  body,  none  on  her 
arms  and  legs,  and  sparsity  in  the  pubic  and  axillary 
areas.  Previous  treatment  had  consisted  of  100,000 
units  of  vitamin  A daily,  estrogenic  therapy,  thyroid 
extract,  intramuscular  crude  liver  extract,  and  appli- 
cations of  local  ultraviolet  light  and  phenol. 

At  the  age  of  eight  she  had  chorea,  from  which  she 
recovered  with  no  residual  defects.  She  had  no 
other  pertinent  medical  history. 

Physical  examination  showed  no  abnormalities. 
Her  tonsils  were  out  and  the  teeth  were  in  an  excel- 
lent state  of  repair;  however,  only  one  wisdom  tooth 
was  erupted,  which  was  not  unusual  at  her  age. 
Nevertheless,  a full-mouth  x-ray  was  advised. 
Herewith  is  the  report  of  a competent  dentist:  “All 
teeth  are  vital  and  free  from  apical  infection.  She 
does  have,  however,  three  unerupted  third  molars. 
It  seems  that  it  would  be  very  difficult  for  these  teeth 
to  erupt  in  their  proper  position,  as  there  is  not  room 
enough  in  the  lower  jaw  for  the  right  lower  third  mo- 
lar to  come  through  completely,  and  the  upper  two 
teeth  seem  to  be  caught  under  t he  bulge  of  the  second 
molars.  The  tissues  around  the  crowns  of  these 
teeth  always  contain  a low-grade  chronic  infection, 
and  I believe  it  would  be  wise  to  remove  them.” 

Accordingly  the  three  impacted  teeth  were  ex- 
tracted March  10,  1948.  Six  weeks  later  hair  was 
growing  and  eight  weeks  later  all  (lie  patches  were 
being  rapidly  filled  in  with  new  hair. 

Case  8. — A.  S.,  a man  aged  31,  in  September,  1947, 
had  a bald  oval-shaped  area  of  alopecia,  3 cm.  in  its 
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greatest  diameter,  developed  on  the  lower  right  buc- 
cal area.  General  examination  showed  no  gross  ab- 
normalities. The  teeth  were  in  good  repair;  how- 
ever, the  lower  right  bicuspids  were  crossed,  with  the 
second  bicuspid  displaced  lingually  and  anteriorly. 
X-rays  confirmed  the  findings  and  showed  incom- 
plete filling  of  the  two  crossed  teeth  and  decay  of  the 
lower  right  molars. 

Local  treatment  of  phenol  and  alcohol  was  per- 
formed until  January,  when  extraction  of  the  ques- 
tionable teeth  was  started.  Five  weeks  after  com- 
plete extraction  of  the  teeth,  there  was  a complete 
regrowth  of  hair  in  the  previous  bald  patch. 

Case  9. — D.  L.,  a woman  aged  21,  in  June,  1947, 
developed  alopecia  on  the  back  of  her  scalp,  about 
10  cm.  in  diameter. 

Tonsils  had  been  removed  in  childhood.  Exami- 
nation of  teeth,  confirmed  by  full-mouth  x-ray, 
showed  four  impacted  wisdom  teeth  which  were  in- 
fected. Previous  treatment  consisted  of  vitamin  A, 
50,000  units  daily,  and  ultraviolet  light  locally.  In 
October,  1947,  the  four  impacted  wisdom  teeth  were 
extracted.  Three  weeks  later  hair  was  regrowing  in 
the  patch.  Healthy,  normal  hair  completely  regrew, 
and  there  has  been  no  recurrence  of  the  alopecia. 

Summary 

A study  of  the  relationship  of  infected  and  im- 
pacted teeth  and  infected  tonsils  to  various  skin 
diseases  has  been  made.  It  has  been  proved 
justifiably  that  pustular  bacterids  of  the  palms 
and  soles  are  cured  by  removal  of  such  foci  of  in- 
fection. It  has  been  shown  that  eczema  of  the 
legs  in  old  people  is  frequently  caused  by  ab- 
scessed teeth.  The  possible  connection  of  dental 
pathology,  especially  impaction,  with  concomi- 
tant infection  to  alopecia  areata  has  been  dis- 
cussed. 

Discussion 

Dr.  Leslie  Paxton  Barker,  New  York  City. — 
For  many  years  I have  been  interested  in  the 
relationship  of  foci  of  infections  to  cutaneous 
eruptions.  These  are  at  times  primary,  but,  more 
frequently,  they  arc  secondary  or  contributory 
causes  of  cutaneous  eruptions.  A commonly  over- 
looked focus  of  infection  is  the  prostate  gland.  I 
have  seen  many  recurrent  attacks  of  furunculosis 
stopped  by  massage  of  the  prostate  gland  which  re- 
lieves pyogenic  infection. 

Also,  I have  seen  many  cases  of  so-called  hemo- 
static dermatitis,  in  old  people  with  badly  infected 
teeth,  improve  only  after  the  infected  teeth  have 
been  removed. 

Lupus  erythematosis  does  not  respond  well  to 
treatment  in  presence  of  infection.  While  I do  not 
believe  foci  of  infection  are  the  primary  causes  of 
lupus  erythematosis,  they  certainly  interfere  with 
response  to  treatment.  We  have  all  seen  cases  of 
chronic  urticaria,  pustular  baeterides,  and  alopecia 
areata  clear  up  completely  after  the  removal  of  the 
infection.  'Tin;  most  common  of  these  are  the  teeth, 
tonsils,  sinuses,  prostate  gland,  and  intestinal  tract. 


The  relationship  of  foci  of  infection  and  cutaneous 
eruption  further  emphasizes  the  fact  that  cutaneous 
disorders  are  often  merely  symptoms  of  internal  dis- 
orders. 

Dr.  Tibor  Cholnoky,  New  York  City. — If  focal 
infection  is  detected  in  the  mouth,  it  cannot  always 
be  eliminated  by  simple  extraction  of  the  offending 
teeth,  as  the  infected  focus  may  persist  in  the  jaw 
as  peridental  infection.  If,  after  extraction  of  the 
teeth,  improvement  does  not  occur  or  is  only  transi- 
tory, the  patient  may  be  harboring  an  infection  in 
the  alveolar  process.  “Irritation”  from  the  denture, 
and  tenderness  or  pain  of  the  gum  suggest  persistent 
focal  infection. 

X-ray  examination  may  be  helpful  but  is  fre- 
quently “negative.”  There  may  be  increased  leuko- 
cyte count  or  sedimentation  rate,  but  the  cardinal 
sign  is  local  tenderness.  Chemotherapy  does  not 
seem  to  improve  this  condition  because  of  the  prob- 
able venous  stasis.  The  proper  treatment  of  such 
areas  is  partial,  or,  if  necessary,  total  alveolectomy, 
followed  by  careful  after-treatment  as  advocated  by 
Siegmund,  Fischer,  Murray,  and  Yoder.* 

Dr.  Eugene  F.  Traub,  New  York  City. — It  was  a 
privilege  to  be  asked  to  discuss  the  paper  on  focal 
infection  and  skin  disease  by  Doctors  Andrews  and 
Domonkos,  and  Miss  Hopper.  They  have  pre- 
sented us  with  an  interesting  paper  on  a subject 
of  great  practical  importance  to  the  patient.  I am 
in  full  accord  with  the  presenter’s  general  viewpoint, 
except  that  I believe  we  have  to  be  somewhat  cau- 
tious on  stating  that  “cure  resulted  on  removal  of  the 
focus.”  While  this  is  exactly  what  does  happen 
quite  frequently,  nevertheless  does  this  indicate  defi- 
nitely that  the  focus  was  the  cause  of  the  eruption? 
I believe  that  it  does  not  indicate  causal  relationship 
and  should  be  put  down  rather  as  a contributing  or 
background  factor.  It  represents  a load  which  the 
patient  is  unable  to  carry  and  thus  throws  off 
through  skin  eruption.  When  the  load  is  removed, 
he  is  able  to  handle  the  skin  eruption  and  hence  it 
disappears  with  minor  local  treatment. 

The  second  point  that,  I would  like  to  bring  up  is  a 
matter  of  cross  infections.  An  original  focus  may 
reside  in  the  teeth,  and,  after  a time,  this  gives  rise  to 
infection  in  the  gastrointestinal  tract,  the  gall- 
bladder, prostate,  or  other  parts  of  the  body.  Fre- 
quently it  is  necessary  not  only  to  remove  the  seat  of 
the  primary  infection  but  the  secondary  foci  as  well, 
and  in  some  instances,  when  this  is  not  entirely  pos- 
sible, a vaccine  made  from  the  organisms  of  the  in- 
fection is  helpful. 

Probably,  we  all  agree  that  in  the  disease  called 
pustular  bacterid,  foci  of  infection  seem  to  play  a pre- 
dominantly causative  role.  We  have  all  had  too 
many  startling  and  striking  examples  of  this  to  admit 
further  doubt.  On  the  other  hand,  there  arc  a num- 
ber of  cases  in  which  the  diagnosis  apparently  was 
established  beyond  reasonable  doubt  in  which  the 
removal  of  infected  teeth,  tonsils,  massage  of  pros- 

* Siegmund,  II.:  Beitr.  z.  path.  Anat.  (June)  1921),  p.  289. 

Fischer,  M.:  Death  and  Dentistry,  Charles  C Thomas, 

Springfield,  Illinois  (1940). 

Yoder,  H.  P.  A.:  Dental  Digest  (Feb.)  1940. 
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fate,  and  the  removal  of  all  other  foci  still  failed  to 
clear  up  the  eruption. 

I have  in  mind  one  particular  case  that  I have  fol- 
lowed for  a number  of  years.  A man  aged  56,  G.  R., 
who  had  a severe,  widespread  eruption  of  several 
years’  duration,  involving  the  palms  and  soles.  In 
fact,  the  eruption  was  so  severe  that  it  was  practi- 
cally impossible  for  the  individual  to  work.  All  his 
teeth  were  either  removed  or  thoroughly  checked 
and  improved.  As  the  eruption  did  not  clear  up 
entirely,  however,  the  tonsils  were  removed  with  fur- 
ther improvement,  and  at  one  time  it  seemed  as 
though  the  eruption  was  about  to  disappear  entirely. 
However,  gradually  the  lesions  returned  and  further 
foci  were  sought.  As  the  prostate  was  boggy,  it  was 
massaged  and  again  flare-ups  and  improvement  oc- 
curred. No  other  foci  could  be  found  following  hos- 
pital study,  although  this,  of  course,  does  not  abso- 
lutely exclude  the  possibility.  The  patient  still  has 
an  extensive  eruption,  which  is  only  controlled 
slightly  by  local  treatment.  I might  say  this  pa- 
tient also  improved  under  injections  of  tart  ir  emetic, 
local  applications  of  tar  and  ultraviolet  light,  etc. 
but  complete  recovery  has  not  occurred. 

In  another  case,  that  of  a younger  woman,  the  only 
one  I have  seen  who  stated  that  her  hand  eruption, 
as  well  as  that  on  her  feet,  occurred  following  an  at- 
tack of  tonsillitis.  The  eruption  was  persistent  but 
improved  over  a period  of  years.  It  flared  up  again, 
however,  whenever  she  had  tonsillitis.  The  erup- 
tion fitted  into  the  typical  picture  of  a pustular  bac- 
terid, and  in  this  case  the  removal  of  her  tonsils  re- 
sulted in  a complete  cure.  In  my  experience  this 
case  was  unique  in  that  the  skin  symptoms  definitely 
followed  obvious  attacks  of  tonsillitis. 

I would  also  agree  that  in  infantile  eczema  teething 
is  undoubtedly  a factor.  Whether  it  could  be  listed 
as  a causative  factor,  however,  is  open  to  question. 
My  feeling  is  that  the  teeth  in  such  instances — 
and  this  is  true  also  in  many  cases  of  focal  infection- 
are  merely  a contributing  factor  and  not  the  true 
cause  of  the  skin  disease. 

Rosacea  also  is  a disease  in  which  foci  are  to  be 
sought.  That  foci  are  the  sole  cause  in  most  cases 
I doubt  very  much;  however,  anyone  carrying  a 
definite  focus  certainly  stands  a much  better  chance 
of  cure  on  removal  of  this  handicap. 

Doctors  Andrews  and  Domonkos  report  a distinct 
entity,  which  they  call  dental  eczema,  which  occurs 
particularly  on  the  legs  of  old  people,  especially  in 
old  men,  and  is  due  to  abscessed  teeth.  Un- 
doubtedly old  men  are  apt  to  have  more  foci  in  teeth 
than  younger  individuals,  and  hence  a higher  per- 
centage of  infected  teeth  will  be  found  in  such  an  age; 
range.  I would  doubt  the  existence  of  any  specific 
entity  in  which  simple  removal  of  foci  in  teeth  would 

1 regularly  clear  up  eczema  on  the  extremities.  I have 
seen  innumerable  such  patches  of  eczema  in  older 
men  and  women.  It  occurs  generally  between  the 
period  of  late  fall  and  early  spring,  rarely  carrying 
over  through  the  summer.  A high  percentage  of 
these  patients  fall  under  the  heading  of  winter  ec- 
zema, or  winter  dermatitis,  and  are  cured  by  local 
medication,  less  frequent  use  of  soap  and  water,  and 
protecting  and  greasing  the  skin  particularly  in  the 


fall  before  the  eruption  occurs.  Doctors  Keim  and 
Guy  recently  reported  that  such  individuals,  in  their 
experience,  had  metabolic  disturbances  and  fared 
better  on  a high  protein  intake,  but  in  each  case  the 
diet  seemed  to  be  a factor  that  had  to  be  individual- 
ized.* In  other  words,  there  is  no  doubt  that  these 
cases  are  common  and  that  a multiplicity  of  factors 
prevail,  including  focal  infections  in  teeth.  I would 
not  ascribe  to  infections  in  most  of  these  patients 
more  than  a minor  contributing  role. 

It  is  worthwhile,  however,  to  cite  a patient,  a 
man  who  had  an  extensive  eczematous  eruption  on 
both  forearms.  This  individual  was  42  years  of  age 
and  had  had  the  eruption  for  approximately  one 
year.  Local  treatment  brought  about  temporary 
but  no  permanent  relief.  Foci  of  infection  were 
sought  and  three  infected  teeth  were  found.  Their 
removal  resulted  in  no  change  in  the  local  eruption 
and  further  foci  were  sought.  On  examination,  the 
prostate  was  found  to  be  infected  and  the  organism 
found  was  thought  to  be  of  dental  origin.  Following 
prostatic  massage  there  was  an  immediate  flare-up  of 
the  eruption  on  the  arms.  This  was  followed  in  sev- 
eral days  by  a distinct  improvement.  The  same  se- 
quence of  events  followed  each  one  of  the  six  succeed- 
ing prostatic  massages,  and  at  this  time  the  patient’s 
eruption  had  entirely  cleared  up  and,  to  my  knowl- 
edge, he  has  had  no  further  trouble.  I wish  to  stress 
this  peculiar  combination  which  I have  encountered 
not  once  but  many  times — that  is  a dental  infection 
in  teeth  followed  by  an  infection  of  the  prostate.  A 
cure  of  the  patient  will  not  result  until  both  foci  have 
been  eradicated. 

In  the  case  of  alopecia  areata  I can  only  empha- 
size what  Doctor  Andrews  has  already  stated  and 
cite  one  important  case — that  of  a young  girl,  13 
years  of  age,  who  presented  herself  with  a typical 
patch  of  alopecia  areata  in  the  center  of  the  scalp. 
In  searching  for  a focus  of  infection,  we  advised  her 
to  consult  a nose  and  throat  specialist  to  have  her 
tonsils  and  sinuses  checked.  Unfortunately  this 
physician  belittled  the  idea  that  a focus  of  infection 
could  cau-;e  her  hair  loss  and  gave  her  a rather  super- 
ficial examination.  The  mother,  not  having  been 
satisfied,  consulted  another  otolaryngologist,  who 
found  the  right  antrum  entirely  filled  with  pus.  The 
surprising  feature  was  the  extent  of  the  involvement 
without  any  symptoms  whatsoever  pointing  to  the 
antrum.  On  drainage  of  this  focus,  the  hair  gradu- 
ally returned. 

One  might  regard  this  cure  as  a coincidence  had 
it  not  been  for  the  fact  that  this  same  young  lady,  at 
the  age  of  16,  returned  again  with  a fresh  patch  of 
alopecia  areata.  She  had  had  no  symptoms  refer- 
rable  to  her  sinuses,  but  nevertheless  the  right  an- 
trum was  again  found  to  be  extensively  infected. 
After  the  antrum  was  drained  and  washed,  the  hair 
again  returned.  I believe  this  case  can  be  put  down 
as  one  in  which  the  relationship  between  a focus  of  in- 
fection in  the  sinus  and  an  alopecia  areata  can  be 
definitely  established. 

In  chronic  urticaria,  the  gallbladder  is  frequently 
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the  site  of  infection,  but  this  may  be  secondary  to 
infections  either  in  the  teeth  or  gastrointestinal  tract. 

The  last  disease  that  I wish  to  mention  is  lupus 
erythematosis.  I do  not  believe  that  a patient 
should  ever  be  treated  for  this  disease  without  a 
thorough  check  for  foci  of  infection,  and,  I believe, 
also,  that  it  is  particularly  important  to  do  cultural 
studies  from  the  various  foci  and  prepare  a vaccine 
if  a pathogen  can  be  more  or  less  uniformly  found  in 
the  various  foci.  While  this  does  not  necessarily 
cure  the  patient,  I believe  that,  along  with  other 
treatment,  it  frequently  makes  a final  satisfactory 
outcome. 
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PROTEIN  THERAPY  UNSUCCESSFUL  FOR 

Protein  hydrolysate,  predigested  protein,  is  of 
little  value  in  treating  peptic  ulcer,  five  Cleveland, 
Ohio,  doctors  report.  Writing  in  the  August  7 issue 
of  the  Journal  of  the  American  Medical  Association, 
the  doctors — Edward  E.  Woldman,  David  Fishman, 
Richard  S.  Knowlton,  A.  Ashley  Rousuck,  and 
Willard  C.  Stoner — describe  their  findings  from  a 
study  made  at  the  department  of  gastroenterology, 
St.  Luke’s  Hospital,  Cleveland. 

Protein  hydrolysate  therapy,  also  known  as  amino 
acid  diet  because  the  protein  is  made  up  of  amino 
acids,  is  one  of  the  comparatively  new  treatments 
for  peptic  ulcer  and  one  which  has  been  regarded  as 
extremely  promising. 

Developed  by  Dr.  Frank  Co  Tui  of  the  New  York 
University  College  of  Medicine  and  the  New  York 
University  Division  of  Surgery,  Bellevue  Hospital, 
New  York  City,  and  his  associates,  it  consists  of 
regular  feedings  of  protein  hydrolysate  and  carbo- 
hydrates for  a period  of  t wo  or  three  weeks.  Sup- 
plementary vitamins  are  also  given.  Many  of  Dr. 
Co  Tui’s  patients  were  relieved  of  pain  within 
twenty-four  hours  after  the  treatment  was  begun. 
Even  in  “intractable”  cases — those  who  had  not 
improved  on  complete  bed  rest  and  strict  Sippy 
treatment — the  ulcers  became  inactive.  The  alka- 
line Sippy  powders  neutralize  excess  acidity  in  the 
stomach  and,  combined  with  a mild,  soothing  diet, 
have  long  been  used  for  treating  peptic;  ulcer. 

Dr.  Co  Tui’s  theory  was  that  the  high  caloric  and 
high  protein  diet  rehabilitated  the  strength  and  body 
weight  of  the  ulcer  patient  as  well  as  prevented  over- 
acidity in  the  stomach.  Many  peptic  ulcer  pa- 


PEPTIC  ULCER,  SAY  DOCTORS 
tients,  Dr.  Co  Tui  found,  were  deficient  in  protein. 

Such  protein  deficiency  is  brought  about  by  an 
unbalanced  choice  of  foods  rather  than  by  the  ulcer 
patient’s  inability  to  retain  or  digest  proteins  in 
ordinary  forms,  the  Cleveland  study  indicates. 
None  of  the  22  peptic  ulcer  patients  treated  in  the 
study  showed  protein  deficiency.  To  test  the 
therapy,  the  doctors  administered  a continuous  drip 
of  10  per  cent  protein  hydrolysate  for  fourteen 
days  through  a tube  inserted  into  the  patient’s 
stomach  through  the  nose. 

Although  protein  hydrolysate  lowers  the  free 
acidity  as  long  as  the  preparation  remains  in  the 
stomach,  they  found  that  its  after-effect  is  to  raise 
the  patient’s  stomach  acidity  to  a higher  level  than 
it  was  before  treatment. 

“When  protein  hydrolysate  leaves  the  stomach,” 
they  say,  “there  is  apparently  a stimulation  of  the 
production  of  more  free  acid  to  a higher  level  than 
the  original  state.  The  presence  of  the  amino  acids 
in  the  upper  part  of  the  small  intestine  apparently 
causes  a hormone  to  be  liberated  which  stimulates 
the  secretion  of  hydrochloric  acid.” 

Protein  hydrolysate  also  ceases  to  counteract 
stomach  acidity  after  being  given  in  repeated  small 
doses,  they  explain.  In  most  of  the  22  patients,  free 
hydrochloric  acid  was  observed  in  the  stomach  de- 
spite the  continuous  drip  of  protein  hydrolysate. 
Ulcer  pain  continued  for  twenty-four  to  seventy- 
two  hours,  and  in  some  patients  the  pain  recurred 
later  during  the  treatment.  A month  after  treat- 
ment was  discontinued,  eight  patients  had  ulcer 
symptoms  again. 


CONTACT  DERMATITIS  FROM  BEETLES,  WITH  A REPORT  OF  A 
CASE  DUE  TO  THE  CARPET  BEETLE  (ANTHRENUS  SCROPHULARIAE) 

Frank  E.  Cormia,  M.D.,  and  George  M.  Lewis,  M.D.,  New  York  City 

( From  the  Department  of  Medicine  (Dermatology) , Cornell  University  Medical  School,  and  the  Xew  York 
Hospital) 


A RECENTLY  studied  patient  was  found  to 
have  a cutaneous  disorder  characterized  by 
somewhat  unusual  clinical  features.  On  further 
investigation,  the  causative  agent  was  found  to  be 
the  larval  form  of  the  common  carpet  beetle.  The 
dermatosis  was  peculiar  in  that  the  reaction  was 
one  of  hypersensitivity;  moreover,  a survey  of 
the  literature  failed  to  reveal  any  recorded  ex- 
amples of  a similar  nature.  It  would  seem  de- 
sirable, then,  to  summarize  briefly  the  historical 
data,  clinical  features,  and  investigative  findings 
in  this  unique  dermatosis. 

Case  Report 

Miss  A.  M.,  a graduate  nurse,  forty-seven  years  of 
age,  was  seen  because  of  a bizarre  type  of  dermatitis, 
involving  mainly  the  exposed  surfaces  of  the  body. 
She  had  been  in  good  general  healt  h until  three  weeks 
previously,  at  which  time  papulovesicular  lesions  ap- 
peared on  the  extensor  surfaces  of  the  forearms. 
During  the  next  few  days  the  eruption  appeared  over 
the  neck,  the  adjacent  surfaces  of  the  chest,  and  to  a 
lesser  degree  on  the  anterior  aspects  of  the  legs.  The 
eruption  became  more  closely  set,  especially  on  the 
neck,  but  also  on  the  forearms.  When  first  seen,  it 
was  characterized  not  only  by  papulovesicular  le- 
sions but  by  underlying  erythema,  punctate  crusting, 
some  tendency  to  the  development  of  edema,  and 
urtication  of  individual  lesions.  The  general  char- 
acteristics of  the  eruption  are  shown  in  Fig.  1. 

The  condition  was  accompanied  by  a great  deal  of 


Fig.  1.  Erythematopapular  eruption  involving  the 
neck  and  exposed  area  of  the  upper  chest. 
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pruritus,  which  seemed  definitely  worse  when  the  pa- 
tient remained  for  a time  in  her  apartment.  It  was 
especially  severe  at  night.  The  eruption  was  con- 
sidered initially  to  be  an  unusual  type  of  contact  der- 
matitis, and  so  a complete  contact  history  was  taken. 
However,  clothing,  plant,  topical  agents,  or  common 
airborne  contactants  could  not  be  identified.  The 
patient  then  volunteered  the  information  that  the 
entire  floor  of  the  apartment  house  where  she  lived 
was  infested  by  an  insect.  Specimens  of  the  insect 
were  identified  by  Dr.  C.  H.  Curran,  entomologist  at 
the  American  Museum  of  Natural  History  in  New 
York,  as  the  larval  form  of  the  common  carpet  beetle, 
Anthrenus  scrophulariae  L. 

Special  Studies. — Contact  studies  were  done. 
Initially  several  larvae  were  ground  in  a mortar  and 
the  resultant  mass  extracted  with  normal  saline,  to 
which  a small  amount  of  phenol  was  added  as  a pre- 
servative. Patch  tests  with  this  material,  read  after 
forty-eight  hours,  were  negative. 

A second  experiment  was  then  performed.  A 
single  larva  was  decapitated,  to  insure  that  biting 
would  not  occur,  and  was  placed,  with  its  back  in 
contact  with  the  skin,  on  the  flexor  surface  of  the 
forearm,  from  which  the  previous  eruption  had  com- 
pletely subsided.  Bright  red  papules  appeared 
around  the  test  site  in  about  four  minutes;  within 
the  next  twenty  minutes  these  papules  became  more 
numerous  and  increased  in  size,  some  taking  on  an 
urticarial  cast.  As  the  urticarial  tendency  was  de- 
veloping, the  older  papular  lesions  on  the  neck  and  on 
other  distal  sites  became  urticarial,  with  consider- 
able diffuse  redness  as  well  as  circumscribed  swelling 
(Fig.  2). 

Moreover,  scattered  new  urticarial  papules  were 
seen  developing  on  the  neck  and  forearms.  The 
flare-up  continued  during  the  next  few  hours,  reach- 
ing its  height  in  the  evening,  with  diffuse  redness, 
swelling,  and  transformation  of  some  of  the  urticarial 
papules  into  vesicles.  The  entire  course  of  the  exa- 
cerbation was  accompanied  by  pruritus,  the  severity 
of  which  paralleled  the  development  and  course  of 
the  new  lesions. 

In  a third  experiment,  several  hairs  of  the  larva  of 
the  beetle  were  detached  and  applied  to  an  area  free 
from  dermatitis  on  the  opposite  forearm.  Satellite 
papules  and  a minor  distal  exacerbation  were  seen  to 
appear  but  were  less  marked  and  less  numerous  than 
in  the  previous  experiment.  The  difference  in  re- 
action may  be  explained,  however,  by  the  fact  that 
the  hairs  were  applied  parallel  to  the  surface  of  the 
skin,  whereas  when  the  intact  larva  was  placed  on  t he 
skin,  the  hairs  were  more  numerous,  with  many  pro- 
jecting down  on  the  skin  perpendicularly. 

A control  experiment  was  then  performed.  Re- 
cently decapitated  beetle  larvae  were  applied  to  the 
flexor  surface  of  the  forearms  of  three  normal  indi- 
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Fig.  2.  Urticarial  papules  appeared  on  the 
forearms  (A),  and  the  neck  and  upper  chest  (B), 
following  a direct  application  of  decapitated  beetle 
larva. 

viduals  to  eliminate  the  possibility  of  a uniformly 
toxic  substance  in  or  on  the  larval  hairs.  No  re- 
actions were  seen  after  a thirty-minute  exposure. 

A biopsy  was  taken  of  one  of  the  older  papular  le- 
sions in  a covered  area  on  the  upper  chest.  The  sec- 
tion was  studied  by  Dr.  Wilbert  Sachs,  whose  report 
was  as  follows:  The  epidermis  was  slightly  thick- 
ened. The  vessels  of  the  mid  and  upper  cutis  were 
dilated,  arid  some  were  filled  with  blood  elements. 
About  the  vessels  was  a pronounced  cellular  infiltra- 
tion, composed  of  small  round  cells,  wandering  con- 
nective tissue  cells,  and  an  occasional  polymorphonu- 
clear cell.  In  some  areas  the  latter  type  of  cell  could 
be  seen  in  the  lumen  of  the  blood  vessels.  The  Perl 
stain  was  negative,  and  no  important  changes  were 
observed  with  the  elastic  tissue,  Von  Giemsa,  or 
methylene  blue  stains.  It  was  felt  that  the  above 
findings  pointed  to  a mild  “toxic”  erythema  multi- 
forme rather  than  to  a contact  dermatitis.  It  was 
assumed  that  absorption  took  place  from  the  original 
lesions  to  produce  the  dilTuse  eruption  in  the  non- 
contact  areas. 


Management. — Initially,  the  patient  was  given 
soothing  lotions  and  pastes,  but  after  repeated  flare- 
ups  occurring  during  overnight  or  longer  stays  in  her 
apartment,  the  causative  agent  was  identified  and 
attention  was  directed  to  its  extermination.  A large 
wall-to-wall  carpet  in  her  apartment  was  removed 
and  a pressure  method  of  extermination  used.  Sub- 
sequently, the  eruption  following  a few  minor  exa- 
cerbations on  visits  to  neighboring  apartments,  per- 
manently subsided. 

Life  Cycle,  Physical  Characteristics,  and 
Habits  of  the  Causative  Agent 

There  are  two  types  of  .common  carpet  beetles 
extant  in  the  United  States,  the  first  and  most 
ubiquitous  being  A.  scrophulariae,  variously 
known  as  the  common  carpet  beetle,  the  Buffalo 
bug,  or  the  Buffalo  moth.1-5  The  second  form  is 
the  black  carpet  beetle,  or  Attagenus  piceus, 
which,  while  less  common  than  A.  scrophulariae, 
is  distributed  widely  throughout  the  country.1 
Two  less  well-known  varieties  are  the  furniture 
and  carpet  beetle,  Anthrenus  vorax,  and  the 
varied  carpet  beetle,  Anthrenus  verbasci.2 

A.  scrophulariae  in  its  adult  form  is  a rather 
handsome  beetle  about  3/ 16  of  an  inch  long.  The 
body  has  a general  background  of  black,  spotted 
and  speckled  with  white,  with  a red  line  down  the 
middle  of  its  back.  However,  the  adult  beetle  is 
seen  only  occasionally  in  temperate  climates  in 
the  winter  months,  as  it  evolutes  ordinarily  from 
the  larval  stage  in  the  late  spring  and  lives  only 
until  the  fall.  The  adult  insect  is  harmless,  lives 
on  plants  and  flowers,  and  is  not  destructive  to 
cloths,  rugs,  etc.  Eggs  are  laid  in  the  fall,  and 
these  hatch  in  about  ten  days  into  the  larval  form. 

The  larvae  inhabit  warm  houses  throughout 
the  winter  months,  grow  rapidly,  eat  voraciously, 
and  molt  some  six  to  eight  times.  The  larva  is 
reddish-brown  in  color,  of  submarine  shape,  and 
about  Vi  of  an  inch  in  length.  It  is  clothed  with 
stiff,  long,  dark-brown  hairs,  those  at  the  sides 
being  longer  than  those  on  the  back,  while  the 
hairs  at  the  anterior  and  posterior  end  of  the 
larva  are  longest  of  all.  The  characteristics  of  the 
larva  are  shown  in  Fig.  3.  • 

It  is  the  larval  stage  of  the  beetle  which  causes 
destruction;  holes  are  eaten  in  carpets;  woolens, 
furs,  cottons,  silks,  felts,  feathers,  and  even 
bristles  are  attacked.  If  food  is  scarce,  the 
larvae  eat  their  own  discarded  skins  and  may 
resist  starvation  for  as  long  as  ten  months.  In 
the  late  spring  or  early  summer  the  larva  emerges 
into  the  pupal  state;  then,  after  one  to  three  weeks, 
the  adult  beetle  is  formed.  In  its  adult  form,  the 
beetle  lives  only  four  to  six  weeks.  In  the  cooler 
climates,  there  is  probably  but  one  generation  of 
beetles  produced  in  a year,  although  at  times  the 
cycle  may  require  two  years  or  more.  In  southern 
states  and  in  warm  houses,  however,  beetles  may 
appear  throughout  the  winter. 
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Fig.  3.  Hairy  covering  of  beetle  larva  magnified 
18  times  (4).  Body  hairs  of  larva  magnified  220 
times  ( B ).  The  tail  tuft  of  larva  hairs,  enlarged 
155  times,  showing  barblike  ends  (C).  Magnified 
480  times,  the  hairs  show  barbs  attached  to  the  end 
of  the  hair  shaft  by  a short  constricted  section  ( D ). 

Dermatitis  from  Beetles  as  Reported 
in  the  Literature 

A thorough  search  through  the  literature,  in- 
cluding the  Review  of  Applied  Entomology,  failed 
to  reveal  a single  instance  in  which  larvae  of  any 
of  the  four  types  of  carpet  beetle  had  produced  a 
dermatitis. 

Various  types  of  adult  beetles,  however,  may 
produce  dermatitis  in  man.  All  these  beetles  are 
classified  as  vesicating  or  blister  beetles  and  are 
included  under  the  name  of  the  meloidae  or  the 
staphylinidae  (rove  beetles).5  Of  the  rove 
beetles,  Paederus,  which  includes  over  200 
species,  is  the  only  genus  with  vesicating  proper- 
ties. The  vesicating  material  is  secreted  in  the 
reproductive  organs  and  circulates  in  the  blood 
plasma.  It  is  thought  by  some  authorities  to  be 
cantharidin  or  a cantharidin-like  substance  and 
invariably  produces  its  characteristic  vesicating 
effect  on  contact  with  human  skin.4  The  sub- 
stance is  a primary  cutaneous  irritant  rather  than 
a sensitizing  material.  Ordinarily,  the  eruption 
develops  some  hours  (up  to  twenty-four)  after 
contact  and  is  characterized  by  bullae  arising 
from  apparently  normal  skin,  or  by  vesicles 


grouped  in  rows  where  the  insect  traverses  the 
skin.6>7  In  severe  cases,  extensive  dermatitis, 
fever,  and  debility  may  be  present,  as  well  as  in- 
volvement of  the  conjunctivae.7'8 

The  second  class  of  insects  which  have  a pri- 
mary irritating  effect  on  the  skin  is  lepidoptera 
(moths  and  butterflies).5  The  larval  (caterpillar) 
form  of  these  insects  has  a marked  nettling  effect 
when  in  contact  with  the  skin,  because  of  a 
poisonous  secretion  from  cutaneous  glands.  This 
secretion  is  extruded  on  or  through  the  hollow 
center  of  spinelike  processes  intermixed  with  the 
hairy  covering.  The  most  common  urticating 
insects  are  the  puss  caterpillar  and  the  larval 
forms  of  the  following  moths:  brown-tailed, 

flannel,  saddle-back,  satin,  hickory  tiger,  and 
buck  types.5  The  characteristic  lesions  are 
urticarial,  papulovesicular,  or  bullous  and  occur 
chiefly  on  the  areas  of  contact.  The  eruption 
may  resemble  closely  the  dermatitis  produced  by 
the  carpet  beetle.  The  puss  caterpillar  may  also 
give  rise  to  numbness,  weakness,  and  peripheral 
paralysis.9 

Comment  and  Summary 

It  is  evident  that  the  present  case  is  unique  in 
that  previous  examples  of  dermatitis  caused  by 
beetles  have  been  primarily  vesicular  or  bullous 
and  have  been  caused  by  an  agent  which  produces 
uniformly  a dermatitis  on  contact  with  the  skin  of 
man.  On  the  contrary,  the  carpet  beetle,  judging 
by  its  widespread  habitat  in  the  United  States 
and  the  absence  of  recorded  reactions,  has  no 
primarily  toxic  effect  on  normal  skin.  The  papu- 
lar, urticaiial,  and  vesicular  lesions,  as  seen  in  the 
original  dermatosis  and  in  the  later  experi- 
mentally produced  lesions,  are  due  apparently  to 
hypersensitivity  to  the  larval  hairs.  It  is  believed 
also  that  the  eruption  is  caused  by  local  absorp- 
tion, transepidermal  penetration,  and  reaction  in 
the  vascular  bed,  followed  by  vascular  transpor- 
tation and  distal  cutaneous  response  to  the  aller- 
genic material. 
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THE  PERMANENT  CAMOUFLAGE  OF  PORT- WINE  STAIN  OF  THE  FACE 
BY  INTRADERMAL  INJECTION  OF  INSOLUBLE  PIGMENTS 
(TATTOOING) 

Herbert  Conway,  M.D.,  New  York  City 

( From  the  Department  of  Surgery,  the  New  York  Hospital,  and  Cornell  University  Medical  College) 


DEVELOPMENTS  in  the  field  of  plastic  sur- 
gery have  resulted  in  the  fact  that  increasing 
numbers  of  patients  seeking  obliteration  of 
nevus  flammeus  (port-wine  stain)  present  them- 
selves for  surgery.  Most  probably  this  is  ac- 
counted for  by  the  dissatisfaction,  expressed 
generally  by  patients  and  physicians,  with  current 
methods  of  conservative  treatment  of  these  ab- 
normalities of  the  vascular  bed  of  the  surface  of 
the  body.  However,  plastic  surgery  can  offer 
only  the  complete  removal  of  the  lesion,  together 
with  the  overlying  regional  skin,  and  in  this  re- 
spect is  no  better  than  the  destructive  nonsurgi- 
cal  methods  of  attack.  These  nonsurgical 
methods,  aimed  at  obliteration  of  the  nevus 
flammeus  by  fibrosis  of  the  abnormal  bed  of 
capillaries,  include  the  following:  electrodesicca- 
tion, cauterization,  distance  application  of  ultra- 
violet light,  carbon-dioxide  snow,  liquid  air, 
ignipuncture,  electrolysis,  Kromayer  therapy, 
x-ray  and  radium  therapy.  It  is  apparent  that 
all  these  methods  must  be  applied  to  the  lesion 
through  the  skin,  even  though  the  skin  itself  may 
not  be  involved  in  the  angiomatous  process. 

In  order  to  destroy  the  port-wine  stain,  the  re- 
gional skin  also  must  be  damaged.  Deforming 
scar,  the  result  of  injury  to  the  skin  and  subcu- 
taneous tissue,  replaces  the  port-wine  stain  if  the 
given  treatment  is  effective  in  destroying  the 
lesion.  Since  these  lesions  do  not  undergo  ma- 
lignant degeneration  and  do  not  increase  in  size 
with  the  passing  of  years,  it  is  at  once  apparent 
that  the  ideal  treatment  is  a method  which  will 
remove  the  objectionable  feature  of  the  port-wine 
stain  and  still  preserve  the  skin  of  the  area. 
Recognizing  the  fact  that  the  only  objectionable 
feature  of  this  lesion  is  its  abnormal  color — red, 
blue,  or  purple— the  problem  reduces  itself  to  the 
simplicity  of  camouflage  of  its  color.  It  is  well 
known  that  permanent  change  in  the  color  of  skin 
may  be  effected  by  injection  of  nonabsorbable 
pigments  into  the  derma.  In  a high  percentage 
of  port-wine  stains  the  abnormal  capillary  dilata- 
tions are  subdermal  or  in  the  deeper  portion  of 
the  derma.  In  such  cases  the  superficial  derma 
lends  itself  well  as  the  carrier  of  a permanent 
camouflage  of  pigment  particles. 

Presented  at  the  142nd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Dermatology  and  Syphilolo^y,  May  21,  11)48. 
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Fig.  1.  Artist’s  sketch  of  the  relationship  of  the 
subdermal  variety  of  port-wine  stain  to  the  over- 
lying  derma. 


Figure  1 is  an  artist’s  sketch  of  location  of  the 
capillary  bed  in  a case  of  subdermal  nevus  flam- 
meus. The  interpretation  of  the  abnormal  color 
of  the  port-wine  stain  is  that  the  red,  blue,  or 
purple  hue  in  the  particular  lesion  is  dependent 
upon  the  number  of  red  blood  corpuscles  amassed 
in  the  abnormal  capillaries,  their  degree  of  oxygen 
saturation  (affecting  as  it  does  the  coloration  of 
erythrocytes  from  red  to  blue),  and  the  reflection 
of  this  red  through  the  overlying  skin.  The 
variable  amount  of  melanin  in  the  stratum 
granulosum  also  contributes  to  the  composition 
of  the  color  effect  of  the  port-wine  stain. 

Historic  Background 

Tattooing  for  religious,  ornamental,  and 
identification  purposes  is  reported  as  early  as 
2000  b.c.  in  Egypt  and  1 100  n.c.  in  China.  Today 
tattooing  is  used  for  these  same  reasons.  Savages 
still  practice  tattoo  as  a method  of  tribal  identifi- 
cation, and  civilized  people  still  employ  it  for 
physical  decoration.  The  use  of  tattooing  as  a 
form  of  medical  therapy  can  be  traced  to  1835, 
when  Pauli  employed  it  in  the  treatment  of  nevi, 
“congenital  purple  placques”  and  other  lesions  of 
the  skin.1  Coridier  (1848)  advocated  the  tattoo 
treatment  of  nevi.2  In  1879  de  Wecker  used  India 
ink  successfully  in  coloring  the  corneal  paren- 
chyma.'1 Thirty-two  years  later,  in  1911,  Kolle 
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reported  the  use  of  tattooing  with  rose  pigment  to 
change  the  contour  of  the  vermilion  border  of  the 
lip.4  He  also  reported  that  nonadherent,  flat, 
white  scars  were  improved  in  appearance  by  the 
use  of  tattooing.  Knapp  (1925),  and  Duggan 
and  Nanavati  (1936)  used  gold  and  platinum 
chloride  to  tattoo  scars  of  the  cornea.5-6  Pickrell 
(1946)  has  demonstrated  evidence  in  color 
photographs  of  excellent  results  following  the 
tattooing  of  the  cornea.7  In  the  recent  literature, 
Hance,  Brown,  Byars,  and  McDowell  (1944) 
called  attention  to  the  value  of  tattooing  in  the 
matching  of  color  of  skin  grafts  and  flaps  on  the 
face  and  in  the  simulation  of  the  vermilion  of  the 
lip.8  Byars  (1945)  also  reported  successful  intra- 
dermal  pigment  injection  for  color  matching  pur- 
poses in  60  cases  of  free  skin  grafts  and  flaps  of 
tissue  on  the  face.9  Brown,  Cannon,  and  Mc- 
Dowell (1946)  reported  improvement  in  appear- 
ance of  one  patient  with  a port-wine  stain  of  the 
face  following  permanent  injection  of  tattoo 
white  and  Chinese  white.10  Conway  and  Docktor 
(1947)  reported  seven  cases  of  port-wine  stain  of 
the  face  treated  successfully  by  tattooing.11 

Technic 

The  area  to  be  injected  is  washed  with  soap 
and  water,  painted  with  aqueous  solution  of 
methiolate,  and  draped  with  sterile  towels.  In- 
struments and  pigments  are  sterilized.  The 
technician  wears  sterile  rubber  gloves.  The  area 
should  be  free  from  infection.  At  first  the  stand- 
ard electromagnetic  device  (with  needle  holder 


Fig.  2.  Photograph  of  the  instrument  now  in 
use  in  the  technic  of  permanent  pigment  injection. 
The  instrument,  has  the  advantage  of  feeding  the 
pigment  paste  slowly  from  the  pigment  cup  (A) 
into  the  hollow  shaft  of  the  needle  holder  (/f). 
The  rate  of  continuous  flow  of  pigment  paste  is 
regulated  by  a screw.  The  instrument  is  powered 
through  a motor-driven  flexible  shaft  (C) . The 
oscillation  rate  of  the  needles  is  controlled  by  foot 
pedal  {I)).  The  instrument  is  quiet  when  in  opera- 
tion, and  the  depth  to  which  the  needles  penetrate 
is  regulated  easily  (E)  by  the  motor. 


and  six  needles  attached)  was  used.*  This  has 
been  modified  as  shown  in  Fig.  2.  With  sterile 
water  the  pigments  are  mixed  into  a thick  paste 
which  is  placed  in  the  cup  of  the  needle  holder. 
The  current  which  causes  rapid  oscillation  of  the 
needle  is  operated  by  a foot  control.  The  aqueous 
paste  of  pigments  automatically  feeds  from  the 
pigment  cup  into  the  needle  holder  as  the  needles 
oscillate  in  and  out.  The  needles  are  inserted 
into  the  skin  at  an  angle  of  approximately  6 de- 
grees so  that  the  excursion  of  the  needles  will  de- 
posit the  particles  of  pigment  in  an  oblique  plane 
at  varying  depths  in  the  derma  (Fig.  3).  Bleeding 


HISTO-PATHOLOGY  OF 
AFTER  TATTOOING 


WINE  STAIN- 

NEEDLE 


Epidsrrrws 

Strotum 

Granulosum 


Pigment 
Particles 
Concentrated  in 
Dermis 


Capillary 

Hemangiomo 


Fig.  3.  Artist’s  sketch  of  the  technic  of  camou- 
flage of  port-wine  stain  by  the  intradermal  injection 
of  insoluble  pigments.  Those  particles  of  pigment1 
which  are  deposited  in  the  derma  reside  there  per- 
manently. Those  which  are  deposited  deep  to  the 
derma  most  probably  are  absorbed.  Those  particles 
which  are  deposited  in  the  epidermis  are  desqua- 
mated eventually.  The  process  of  desquamation 
requires  that  several  weeks  elapse  after  the  first 
treatment  so  that  the  effect  of  intradermal  injection 
may  be  judged  fairly. 

and  exudation  of  serum  at  the  time  of  injection 
are  managed  by  sponging  between  each  applica- 
tion of  the  instrument. 

The  basic  pigments  in  use  at  present  include 
the  following.** 


White Titanium  (or  zinc  oxide  U.S.P.) 

Yellow Oxide  of  iron 

Red Mercury  sulfide  (or  cinnabar) 

Red  (flesh  color) . . . Ferric  oxide 

Blue Cobalt  blue 

Black Black  oxide  of  iron 

Green Hydrated  chrome  oxide 


* The  standard  electromagnetic  device  was  obtained  from 
Burgess  Battery  Company,  76  Ninth  Avenue,  New  York 
City.  However,  this  was  equipped  by  the  user  with  a shaft 
and  five  or  six  parallel  needles.  The  instrument  shown  in 
Fig.  2 has  been  constructed  by  Frank  Eliscu,  M.  B.  Kassel, 
and  the  author. 

**  Pigments  were  obtained  from  Fezandie  and  Sperlle,  205 
F ulton  Street,  New  York  City. 
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Combination  of  these  pigments  usually  will 
produce  the  desired  tints.  In  addition,  ochre, 
sienna,  and  other  earthy  metallic  oxides  may  be 
used.  All  these  pigments  are  insoluble  and  may 
be  sterilized  in  70  per  cent  alcohol  or  may  be 
autoclaved.  The  mixture  of  colors  varies  with 
the  individual  case.  For  the  covering  of  port- 
wine  stains,  white  is  the  basic  pigment,  occa- 
sionally mixed  with  a very  small  amount  of  red, 
sometimes  in  combination  with  green.  At  the 
first  treatment,  a small  area  is  injected  and  a 
record  is  kept  of  the  combination  of  colors. 
Following  the  treatment  a sterile  dressing  is 
applied.  The  patient  is  seen  in  twenty-four 
hours,  at  which  time  a crust  is  present  over  the 
injected  area.  This  peels  away  during  the  next 
six  to  ten  days. 

Three  to  four  weeks  are  allowed  to  elapse  be- 
fore judgment  is  passed  on  the  effect  of  treat- 
ment. Usually  there  is  some  absorption  or 
desquamation  of  pigment  during  this  period. 
Though  the  greatest  number  of  particles  of  pig- 
ment are  deposited  in  the  derma,  some  are  left  in 
the  region  of  the  capillary  dilatations  and  some 
are  placed  in  the  epidermis.  A few  weeks  must 
elapse  before  the  effect  of  the  absorption  of  the  par- 
ticles in  the  capillary  dilatations  and  the  desqua- 
mation of  those  in  the  epidermis  can  be  judged. 
Once  the  proper  combination  of  pigments  is  de- 
cided upon,  treatments  may  be  given  at  two- 
week  intervals  until  the  entire  lesion  is  injected. 
An  area  of  two  to  three  square  inches  may  be  in- 
jected in  a period  of  one  hour  by  a skilled  tech- 
. nician.  The  number  of  treatments  depends  upon 
the  size  of  the  lesion.  The  injection  causes  some 
discomfort,  but  the  average  individual  tolerates 
this  without  anesthesia.  In  the  treatment  of 
children  general  anesthesia  is  necessary. 

Results 

To  date,  45  patients  have  been  treated  for 
port-wine  stain  by  tattooing.  Experience  indi- 
cates that  not  all  port-wine  stains  respond 
equally  well  to  camouflage  by  tattoo.  The  varia- 
tion in  response  is  dependent  upon  the  basic 
difference  in  the  pathology  of  the  lesions.  An- 
drews has  classified  port-wine  stains  as  (a)  sub- 
epidermal,  those  in  which  the  abnormal  capil- 
laries lie  under  epidermis  in  the  subpapillary  zone 
of  the  skin;  (6)  dermal,  those  in  which  the  ab- 
normal capillaries  are  chiefly  in  the  midcutis;  and 
(c)  subdermal,  those  in  which  the  abnormal 
capillaries  are  in  the  subcutaneous  tissue,  sub- 
adjacent  to  the  derma.12 

Since  the  inert  pigments  used  in  tattooing 
must  be  deposited  in  the  derma  if  they  are  to  re- 
main permanently,  it  is  apparent  that  this  can  be 
accomplished  with  ease  in  the  subdermal  variety 
of  port-wine  stain,  effectively  though  less  readily 


in  the  dermal  variety,  and  not  at  all  effectively  in 
the  subepidermal  type.  It  is  this  variation  in  the 
location  of  the  abnormal  capillaries  which  ac- 
counts for  the  difference  in  response  of  port-wine 
stains  to  permanent  camouflage  by  tattoo. 

In  the  selection  of  cases  for  treatment,  close 
scrutiny  of  lesion  offers  advance  information  as  to 
the  type  of  port-wine  stain.  Biopsy  is  a more  re- 
liable guide.  However,  it  has  been  found  that  a 
given  port-wine  stain  may  be  subdermal  in  part 
of  its  area,  dermal  in  another,  and  subepithelial  in 
a third  portion.  In  cases  in  which  the  degree  of 
involvement  of  the  derma  cannot  be  ascertained 
accurately  in  advance,  there  is  no  objection  to  the 
trial  treatment  of  a small  portion  of  the  lesion. 
Bleeding  and  exudation  of  serum  is  encountered 
in  the  treatment  of  the  dermal  variety,  but  this  is 
easily  sponged  away  as  the  treatment  is  in  proc- 
ess. However,  ready  and  bothersome  bleeding  at 
the  time  of  tattoo  puncture  is  evidence  that  the 
lesion  is  very  superficial,  that  is  subepidermal, 
and  this  observation  carries  with  it  the  prognosis 
that  tattoo  treatment  will  not  be  effective.  In 
six  cases  the  patients  have  been  advised  against 
tattoo  treatment  because  of  the  establishment,  by 
this  obseivation  and  by  biopsy,  of  the  diagnosis 
of  subepidermal  variety  of  port-wine  stain. 

It  has  been  observed  that  a port-wine  stain 
over  the  cheek,  eyelids,  nose,  and  upper  lip  may 
retain  the  pigment  well  in  the  malar  and  palpebral 
areas  but  not  so  well  over  the  nose  and  lip.  In 
such  cases  repeated  treatments  over  the  skin  of 
the  nose  and  lip  have  been  rewarded  by  successful 
camouflage.  In  this  detailed  technical  work  the 
attitude  and  the  ability  of  the  technician  are  of 
the  utmost  importance.  The  temperament  of  the 
average  physician  does  not  fit  him  for  this  work. 
The  treatment  calls  for  the  employ  of  a technician 
who  appreciates  the  mixture  of  colors,  who  has  a 
knowledge  of  aseptic  technic,  and  who  has 
patience  and  persistence.  More  often  the  tech- 
nician rather  than  the  patient  may  become  dis- 
couraged. 

Successful  completion  of  treatment  has  been 
accomplished  in  19  of  45  cases.  Twenty-six  cases 
are  still  under  treatment.  In  the  completed  cases 
the  lesions  varied  in  size.  The  largest  was  one 
which  involved  the  surface  areas  of  the  upper  and 
lower  eyelids,  the  forehead,  the  entire  cheek,  one 
half  of  the  nose  and  one  half  of  the  upper  lip. 
Sixteen  treatments  were  given  over  a period  of 
thirty-six  weeks  before  treatment  was  com- 
pleted. One  other  case  required  sixteen  treat- 
ments, but  the  majority  of  the  other  completed 
cases  were  lesions  of  5 to  G square  inches,  and  for 
these  the  camouflage  was  completed  in  5 to  8 
treatments.  Two  cases  involved  relatively  little 
surface  area  and  camouflage  was  effected  after 
three  treatments. 
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Complications  have  been  limited  to  experience 
in  two  cases.  In  one  of  these  there  was  regional 
cellulitis  requiring  hospitalization  and  therapy 
with  antibiotics.  There  was  no  resultant  scar  of 
the  skin.  In  the  second  case,  a child  of  five  years, 
subjected  to  ether  anesthesia  each  month  for 
five  months,  developed  air-swallowing  and  symp- 
toms of  neurosis.  Temporal  y cessation  of  treat- 
ment resulted  in  relief  from  symptoms.  In  six 
cases,  as  mentioned  above,  there  was  excessive 
bleeding  at  the  time  of  treatment.  Biopsy 
established  the  diagnosis  of  subepidermal  type  of 
port-wine  stain.  Therapy  by  pigment  injection 
was  discontinued  and  plastic  surgical  excision  of 
these  lesions  is  being  carried  out. 

Summary 

The  permanent  camouflage  of  port-wine  stain 
of  the  face  by  the  injection  of  insoluble  pigments 
(tattooing)  is  presented.  Experience  gained  in 
the  treatment  of  45  cases  has  indicated  that  port- 
wine  stains  of  the  dermal  and  subdermal  type 
lend  themselves  well  to  camouflage  by  tattoo, 
while  those  of  the  subepidermal  type  do  not. 
Cases  are  selected  for  treatment  by  close  scrutiny 
of  the  lesion,  by  resort  to  biopsy,  and  by  trial  in- 
jection of  permanent  pigments.  A modified 
electromagnetic  device  utilizing  six  parallel 
needles  and  a feeding  cup  for  the  pigment  paste 
is  described.  Of  the  45  cases  reported  on,  treat- 
ment is  completed  and  satisfactory  in  19  and  still 
in  process  in  26  cases.  In  six  cases  the  camouflage 
by  tattoo  was  abandoned  because  of  evidence 
that  the  port-wine  stain  was  of  the  subepidermal 
type. 

The  opinion  is  advanced  that  port-wine  stains 
of  the  subdermal  and  dermal  types,  the  only  ob- 
jectionable feature  of  which  is  their  color,  can  be 
camouflaged  permanently  by  the  intradermal  in- 
jection of  insoluble  pigments. 

525  East  68th  Street 

Discussion 

Dr.  Arthur  W.  Glick,  New  York  City. — Of  the 
many  methods  used  in  the  treatment  of  the  port- 
wine  stains  1 have  observed,  none  has  been  as 
acceptable  to  me  as  the  method  Dr.  Conway  has 
presented. 


The  physical  methods  used  by  most  dermatolo- 
gists, such  as  electrodesiccation,  CCh,  blistering 
doses  of  ultraviolet  light,  etc.,  leave  much  to  be  de- 
sired, because  the  resulting  scarring  sometimes  is 
worse  than  the  original  appearance  of  the  lesion. 
The  same  is  sometimes  true  when  a large  lesion  is 
excised  and  followed  by  skin  grafting. 

The  operator  must  have  a good  color  sense,  al- 
though this  is  not  too  important  in  tattooing  port- 
wine  stains  inasmuch  as  white  pigment  is  used  to 
counteract  the  intense  erythema  of  such  lesions. 
However,  matching  vitiliginous  skin  or  skin  grafts 
to  the  adjacent  normal  skin  is  not  easy.  In  fact,  an 
artist  can  match  the  pigments  on  the  surface  of  the 
skin,  but  it  must  be  remembered  that  color  has  to  be 
reflected  from  the  tattooed  pigment  which  is  below 
the  skin.  The  resulting  reflection  of  color  is  often 
not  what  one  would  expect  or  desire. 

The  improvement  is  so  dramatic  in  some  cases  that 
the  patients  have  a new  outlook  in  life.  They  be- 
come gregarious,  less  shy,  and  develop  confidence  in 
themselves.  Patients  who  have  used  a heavy  mask 
type  of  cosmetic,  such  as  made  by  Lydia  OXeary, 
now  find  that  they  can  use  a less  complicated  type  of 
makeup  which  does,  not  look  so  artificial  and  is 
easier  to  apply. 

Since  most  dermatologists  are  nihilists  when  such 
patients  consult  them,  I feel  that  now  we  can  add 
another  modality  of  great  value  in  the  treatment  of 
port-wine  stains.  And  for  this  I am  grateful  to  Dr. 
Conway  for  reintroducing  a valuable  cosmetic  pro- 
cedure. 
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FEWER  TWINS 

Multiple  birth  appears  to  be  a primitive  rather 
than  a lately  acquired  trait,  and  mankind  is  appar- 
ently losing  the  ability  to  produce  more  than  one  in- 
fant at  a birth,  Dr.  A.  1 1.  Schultz  of  I he  Johns  I lop- 
kins  University,  Baltimore,  believes.  An  evolu- 


tionary decrease  in  the  number  of  twins  and  triplets 
is  shown  bv  comparing  present  human  procreation 
with  I hat  of  apes  and  monkeys,  which  are  much  more 
apt  to  produce  multiple  births.  Modern  Medicine, 
July  /,  U)J)8 


THE  PRACTICAL  APPLICATION  OF  LOCAL  HEAT 

John  D.  Currence,  M.D.,  F.A.C.P.,  New  York  City 

( From  the  New  York  Post-Graduate  Medical  School  and  Hospital) 


TODAY  physiotherapy  is  assuming  an  in- 
creasingly important  role  in  the  treatment  of 
many  diseases,  metabolic  as  well  as  post-trau- 
matic. Hence,  because  of  the  problem  of  the 
application  of  local  heat  as  a therapeutic  agent,  a 
comparison  and  evaluation  of  the  practical  appli- 
cation of  local  heat  was  made  in  our  clinic.  In- 
numerable methods  have  been  used  to  test  the 
relative  effectiveness  of  the  several  heat-inducing 
mechanisms,  but  the  superfluity  of  the  reports 
indicates  a number  of  variables  involved  in  the 
measurement  of  heat  actually  delivered  to  the 
tissues.  For  example,  the  thermocouple  method 
measures  not  only  the  local  tissue  temperature 
rise  b.ut  reflects  the  influence  of  many  other 
factors,  such  as  environmental  temperature, 
humidity,  perspiration,  local  blood  supply,  and 
certain  systemic  temperature-regulating  mecha- 
nisms. Heat  is  conveyed  to  the  tissues  by  induc- 
tion (as  in  hot  water  bath),  by  radiation  (infra- 
red lamp),  and  by  penetration  (short-wave 
diathermy).1-8 

As  stated,  hot  water  baths  heat  the  body  by 
conduction.  The  prevention  of  evaporation  of 
perspiration  helps  to  increase  the  heat  of  the 
tissues  in  contradistinction  to  hot  air  baths,  which, 
by  the  cooling  effect  of  the  evaporation  of  sweat, 
actually  delays  the  heating  of  the  tissues  or  at 
least  requires  much  higher  temperature  over  a 
longer  period  of  time  to  accomplish  the  same 
effect.7  The  value  of  the  modern  whirlpool  bath 
lies  in  the  fact  that  higher  temperatures  may  be 
borne  more  comfortably  than  still  water  and  that 
the  improved  method  of  hydromassage  permits 
direct  application  of  a controlled  underwater 
stream  of  bubbles  of  constant  intensity.  The 
effect  of  this  massage  increases  superficial  vaso- 
dilatation and  mechanically  and  reflexly  in- 
creases tissue  metabolism. 

Granted  that  the  practitioner  wants  to  employ 
heat  as  a therapeutic  agent,  the  question  is  which 
form  of  heat  shall  he  use?  Naturally,  he  should 
be  guided  by  the  following  criteria  of  any  method 
employed.  First,  which  type  of  heat  is  most 
effective  or  efficient?  Second,  is  the  method 
safe?  Third,  is  it  economical? 

To  answer  the  first  question,  i.e.,  to  determine 
the  relative  effectiveness  of  the  various  types  of 
heat  therapy  as  applied  in  the  physician’s  office  or 

Thi«  work  was  supported  by  research  funds  from  the 
Section  of  Physical  Medicine  of  the  Department  of  Medicine, 
New  York  Post-Graduate  Medical  School  and  Hospital. 
J.  F.  Marshand,  M.D  , F.  L.  Eby,  M.D.,  G.  Burke,  M.D., 
E.  Swanson,  and  II.  Sullivan  assisted  in  the  project. 


in  the  hospital,  a study  is  here  reported  on  the  com- 
parative local  and  systemic  effects  of  the  whirl- 
pool bath,  short-wave  diathermy,  and  the  infrared 
lamp  on  a group  of  normal  volunteer  subjects. 
Two  series  were  run,  being  limited  to  fifteen  and 
twenty  minutes  of  heat  application,  respectively. 

In  the  first  series  44  observations  were  made  on 
22  individuals.  The  subjects  were  first  given 
short-wave  diathermy  to  the  right  arm  (a  cuff 
electrode  placed  under  the  hand).  On  another 
occasion  the  subject  inserted  the  arm,  to  a point 
midway  between  the  shoulder  and  the  elbow,  in  a 
radiant  heat  beaker  at  120  F.  Three-minute  oral 
temperatures  were  recorded.  In  the  second  series 
of  18  cases,  both  oral  and  axillary  temperatures 
were  recorded.  Oral  and  axillary  temperature 
elevations  were  used  as  a means  of  comparing  the 
effectiveness  of  the  various  forms  of  treatment. 
This  method,  instead  of  thermocouples  or  other 
alternatives,  was  used,  since  it  offered  as  little 
departure  as  possible  from  ordinary  clinical  prac- 
tice and  produced  a minimum  of  disturbance  to 
the  subject.  The  subject  was  not  allowed  to  par- 
take of  food  or  drink  for  at  least  thirty  minutes 
before  the  beginning  of  the  study,  and  he  re- 
mained in  a resting  state  during  this  period.  The 
environmental  temperature,  humidity,  and  baro- 
metric pressure  were  recorded,  although  no  effort 
was  made  to  control  these  factors;  moderate 
variations  were  encountered  with  no  appreciable 
effect  on  body  temperature  of  the  subject  treated 
or  other  controls  in  the  room  during  the  experi- 
ment. In  these  series  no  two  clinical  procedures 
were  used  on  the  same  subject  in  any  one  day. 

The  results  of  the  first  study  paralleled  the  find- 
ings of  the  second  series.  The  results  of  the 
second  series,  therefore,  are  included  because  of 
greater  completeness. 

In  the  second  series  the  procedures  were  as 
follows : 

1.  Immersion  of  the  arm  to  the  midpoint  of 
the  humerus  in  a whirlpool  tank  which  was 
equipped  with  hot  and  cold  inlets  and  an  agitator. 
Temperature  of  the  water  was  elevated  from  10(i 
to  110  F.  in  the  first  five  minutes  and  held  at 
1 10  F.  for  fifteen  minutes.  Oral  and  axillary  tem- 
peratures were  recorded  at  the  beginning  and  at 
the  end  of  the  treatment. 

2.  Second  procedure  was  a twenty-minute  ex- 
posure of  the  arm  to  infrared  radiation  of  max- 
imally tolerated  intensity,  with  radiation  from 
above  only. 

3.  Short-wave  diathermy  was  employed  by 
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using  electrodes  over  the  hand  and  over  the  belly 
of  the  biceps  muscle. 

4.  Induction  coil  diathermy  applied  around 
the  arm  from  the  hand  to  midpoint  of  the 
humerus. 

This  concluded  the  types  of  heat  applications, 
the  results  of  which  are  summarized  in  Fig.  1. 

TEM  PERATUR  ES  C°F) 


Fig.  1.  Averages  of  oral  and  axillary  tempera- 
tures (F.)  of  normal  subjects  prior  to  and  following: 
(A)  local  whirlpool,  (B)  infrared  lamp,  (C)  electrode 
diathermy,  and  (D)  induction  coil  diathermy  to 
one  arm  for  twenty  minutes. 

Under  these  conditions  the  rise  in  oral  tempera- 
ture during  the  whirlpool  treatment  was  an  aver- 
age of  0.77  F.,  duiing  the  infrared  radiation  an 
average  of  0.22  F.,  and  during  induction-coil 
diathermy  an  average  of  0.13  F. 

As  evidence  of  local  heat  absorption  by  means 
of  venous  circulation,  axillary  temperatures  were 
followed  on  the  treated  and  untreated  sides.  On 
the  untreated  side  the  axillary  tended  to  parallel 
the  oral  temperature,  while  on  the  treated  side  it 
showed  a greater  temperature  rise  than  was  found 
orally.  This  rise  may  indicate  a temperature  in- 
crease in  the  vascular  bed  of  the  extremity 
treated. 

Most  of  the  subjects  experienced  a mild  warmth 
of  the  skin,  and  cutaneous  hyperemia  of  the 
treated  part  was  noted,  especially  with  radiant 
heat  and  whirlpool.  Perspiration  was  very  mild, 
and  none  complained  of  more  than  slight  dis- 
comfort. Following  whirlpool,  there  was  more  of 
a sense  of  relaxation  and  warmth  in  the  treated 
extremity.  The  tissues  were  remarkably  softened ; 
the  arm  appeared  slightly  larger;  rings  fitted 
more  tightly,  and  the  erythema  of  the  arm 
usually  persisted  for  two  to  three  hours.  In  all 
cases  the  oral  temperature  returned  to  pretreat- 


ment levels  within  half  an  hour,  usually  within 
twenty  minutes. 

In  a subsequent  series,  25  patients  suffering 
with  rheumatoid  arthritis  were  given  hydro- 
therapy, each  treatment  lasting  for  a period  of 
fifteen  minutes.  Since,  in  our  experience,  this 
type  of  heat  has  proved  most  satisfactory  in  the 
treatment  of  arthritis,  it  was  decided  to  determine 
the  effects  of  heat  conduction  on  the  erythrocyte 
count,  hemoglobin  concentration,  the  leukocyte, 
and  differential  count,  and  on  the  erythrocyte 
sedimentation  rate  in  normal  persons  and  in 
patients  with  rheumatoid  arthritis.  A modified 
Westergren  method  was  used  in  the  determination 
of  the  sedimentation  rates.  Only  arthritic  pa- 
tients having  elevated  sedimentation  rates  were 
used  in  this  series.  Briefly,  there  were  no  essen- 
tial changes  in  the  erythrocyte  count,  hemo- 
globin concentration,  white  blood  count  and 
differential  count,  or  in  the  sedimentation  rate 
before  and  after  the  treatment. 

Blood  pressures  were  not  altered  by  any  form 
of  treatment  except  for  decreased  pressures  as 
basal  conditions  were  obtained. 

As  a control  for  the  study  of  the  effect  of  local 
heat  therapy  on  the  oral  and  axillary  tempera- 
tures, five  subjects  were  followed  under  conditions 
simulating  those  of  the  experiment,  except  that  no 
heat  therapy  was  given.  In  these  instances  there 
was  no  oral  or  axillary  temperature  that  rose,  nor 
was  there  a decline  toward  normal  when  the 
initial  temperature  was  higher  than  98.7  F. 

Discussion 

In  an  effort  to  evaluate  the  best  method  of 
heat  application  on  extremities  for  hospital  and 
office  use,  it  is  apparent  that  all  methods  of  local 
heat  are  effective  in  some  degree.  However,  these 
studies  compare  favorably  with  previous  work,  in 
which  the  whirlpool  bath  was  shown  to  be  the 
most  readily  tolerated  and  the  most  effective  in  in- 
tensity of  heat  delivered  and  in  the  extent  of 
peripheral  circulation  and  relaxation  experienced 
by  the  patient.4’8-12  Clinically,  we  have  ob- 
served that  hydrotherapy  is  superior  to  other 
forms  of  heat  therapy,  as  confirmed  by  our  experi- 
mental results,  and  offers  an  opportunity  for 
active  and  passive  exercise  during  the  treatment.13 
The  continuous  stream  of  bubbles  from  the  agita- 
tor which  affords  a constant  and  controlled 
massage  and  resultant  relaxation  of  spasm  in  the 
tank  permits  greater  muscular  activity  during  the 
application  of  heat  than  any  other  form  of  heat 
therapy.  It  is  our  clinical  experience  with  over 
3,000  cases  that  this  mode  of  treatment  gives  the 
best  therapeutic  response  with  the  least  number 
of  treatments. 

It  is  also  of  note  that  as  a practical  method  of 
heat  therapy  on  extremities,  diathermy  is  less 
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efficient  than  whirlpool,  and  although  infrared 
lamp  is  convenient  and  not  particularly  hazardous, 
it,  too,  is  less  effective.  The  depth  to  which  heat 
was  transmitted  was  not  measured.  However,  it 
is  seen  from  the  rise  in  axillary  temperature  that 
heated  blood  from  the  capillary  beds  in  the  skin 
transported  heat  to  deeper  tissues  by  way  of 
veins  (Fig.  1). 

Summary 

1.  In  18  normal  subjects,  exposure  of  the  arm 
to  varying  types  of  heat  therapy  for  twenty 
minutes  caused  elevations  of  body  temperatures, 
as  determined  by  oral  temperature,  showing  the 
greatest  rise  following  hydrotherapy. 

2.  Indicative  of  deep  heat  transmission, 
axillary  temperatures  on  the  treated  side  of  18 
normal  subjects  showed  rises  greatest  after  hydro- 
therapy. 

3.  The  erythrocyte  count,  hemoglobin  level, 
leukocyte  count,  differential  count,  and  the 
sedimentation  rate  were  essentially  unchanged  in 
22  normal  subjects  and  25  arthritic  patients  fol- 
lowing fifteen  minutes  of  hydrotherapy. 

4.  Hydrotherapy  in  the  form  of  whirlpool 
bath  is  the  best  modality  of  various  heating  agents 
employed  for  therapeutic  purposes  on  an  ex- 
tremity (e.g.,  the  arm),  because  of  the  following 
factors: 

(а)  Efficiency — Local  hydrotherapy  lias  been 
shown  by  us  and  by  others  to  be  the  most 
effective  means  of  repeatedly  increasing 
local  and  systemic  temperatures  within  the 
safe  degree  of  application. 

(б)  Safety — No  untoward  reactions,  subjec- 
tive or  objective,  were  observed.  No 
special  technical  skill  is  required  for  the 
administration  of  heat  in  this  form. 


(c)  Comfort — Salutary  psychic  benefit  of 
hydrotherapy  on  the  patient  is  well  known. 
The  relaxing  effects  relieve  painful  muscle 
spasm  and  render  them  more  amenable  to 
massage  and  exercise. 

(d)  Low  Cost  and  Availability — Hot  water  is 
available  to  the  most  isolated  practitioner 
and  most  underprivileged  patient.  The 
cost  is  that  of  heating  the  water.  Ad- 
ditional use  of  hydromassage  provides  the 
advantage  of  intensifing  hyperemia  and 
helping  to  further  relax  spasm. 

Conclusion 

Hydrotherapy  is  pre-eminently  the  most  de- 
sirable modality  for  the  use  of  local  heat  on  ex- 
tremities. 
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Underwater  therapy  tank  with  turbine  injector  and  infrared 
therapy  lamp  supplied  by  Ille  Electric  Corp.,  New  York; 
diathermy  apparatus  supplied  by  Lepel. 


PRO  RATA  PAYMENTS  REPAID  BY  BLUE  SHIELD  IN  BUFFALO 


Western  New  York  Medical  Plan,  Buffalo,  has 
begun  to  repay  amounts  withheld  from  its  par- 
ticipating physicians  during  the  years  1941  to  1946, 
when  pro  rata  payments  were  made. 

Most  Blue  Shield  Plans  have  agreements  with 
their  participating  physicians  in  which  the  doctors 
agree  to  accept  pro  rata  payments  for  their  services 
during  any  accounting  period  in  which  the  Plan  does 
not  have  sufficient  funds  from  which  to  make  full 
payment.  Such  agreements  serve  as  an  under- 
writing guarantee  for  the  Plan  in  lieu  of  large  cash 
reserves. 

Total  amounts  withheld  from  Buffalo  doctors  dur- 
ing the  six-year  period  were: 


1941  $3,975.65 

1942  9,627.33 

1943  18,855.54 


1944  18,148.25 

1945  6,543.38 

1946  172,146.01 


On  May  26,  1948,  the  full  amounts  for  1941,  1942, 
and  1943  were  repaid,  and  permission  is  being  sought 
currently  from  the  New  York  State  Department  of 
Insurance  for  the  repayment  of  the  amount  with- 
held during  1944.  The  outstanding  obligation  for 
1945  is  relatively  small  and  is  expected  to  be  retired 
within  sixty  days. 

The  largest  portion  of  the  1946  obligation  is  due  to 
the  suspension  of  all  physician  payments  during 
November  and  December  of  that  year  when  t he  doc- 
tors determined  to  forego  their  own  fees  in  order  to 
make  the  Plan  solvent.  It  is  expected  that  the  final 
payments  will  be  completed  within  the  next  year. 


AMINOPHYLLIN  DETERMINATION  OF  CIRCULATION  TIME 

Louis  Friedfeld,  M.D.,  F.A.C.P.,  Herbert  R.  Marcus,  M.D.,  and 
Jefferson  J.  Vorzimer,  M.D.,  F.A.C.P.,  New  York  City 


( From  the  Medical  Services,  Beth  Israel  Hospital) 

CIRCULATION  time  has  been  defined  as  the 
time  interval  required  for  blood  to  traverse  a 
given  segment  of  the  cardiovascular  system ; it  is 
essentially  a measurement  of  the  velocity  of  blood 
flow.1  Direct  measurement  of  blood  velocity  in 
man  has  thus  far  been  technically  unfeasible,  and 
the  determination  of  circulation  time  has  proved 
a clinically  applicable  velocity  gauge.2  This  time 
varies  inversely  as  the  average  blood  velocity,  the 
more  rapid  the  rate  of  blood  flow  the  shorter  being 
the  circulation  time. 

A wide  assortment  of  test  substances  has  been 
used  in  an  attempt  to  obtain  a simple  yet  ac- 
curate estimation  of  circulation  time.  The 
rationale  has  been  the  intravenous  injection  of  a 
test  substance  and  the  observation  of  some  sub- 
jective or  objective  manifestation  as  an  end  point, 
timing  its  arrival  at  a given  organ  or  center. 
Among  the  substances  that  produce  a subjective 
end  point  are  sodium  dehydrocholate,  calcium 
gluconate,  saccharine,  thiamin,  etc’.,  which  pro- 
duce variations  in  taste,  smell,  and  warmth.  The 
materials  in  this  group  have  the  advantages  of 
being  readily  available,  relatively  nontoxic,  and 
not  requiring  extensive  or  unusual  apparatus. 
However,  since  the  end  point  is  a purely  subjec- 
tive sensation,  the  accuracy  of  the  time  deter- 
mination depends  upon  excellent  patient  coopera- 
tion. This  limits  the  use  in  children  and  unco- 
operative or  mentally  disturbed  individuals. 

The  second  group  of  test  materials  induces  an 
end  point  which  may  be  measured  by  objective 
means,  eliminating  the  important  and  variable 
factor  of  the  patient’s  active  cooperation.  As  a 
group,  however,  their  use  is  somewhat  limited  by 
the  apparatus  required  and  by  the  frequently  en- 
countered undesirable  side  reactions.  In  this 
category  are  such  materials  as  histamine,  sodium 
fluorescein,  sodium  cyanide,  and  radioactive  sub- 
stances. 

It  seemed  logical  to  utilize  the  well-known  effect 
of  aminophyllin  in  causing  a suddenly  deepened 
and  rapid  respiration  for  the  determination  of  the 
circulation  time  between  the  antecubital  vein  and 
the  respiratory  center.  Our  experience  with 
aminophyllin  used  for  this  purpose  began  in  1941, 
after  the  effects  were  noted  in  the  treatment  of 
Cheyne-Stokes  respiration.  The  first  report  on 
the  use  of  this  drug  in  the  determination  of  circu- 
lation time  appeared  in  1943. 3 

Following  the  rapid  intravenous  injection  of 


0.25  Gm.  of  aminophyllin  dissolved  in  1 cc.  of 
solution,  there  is  generally  an  explosive  respira- 
tory response,  manifested  objectively  as  a sudden 
deep  gasp,  tightening  of  the  abdominal  muscula- 
ture, cough,  or  tachypnea.  Flushing  of  the  face 
may  also  be  apparent.  Subjectively,  there  may 
be  a sensation  of  warmth  in  the  head,  light- 
headedness, or  vertigo.  These  symptoms  are 
transient  in  nature  and  are  dissipated  in  one  or 
two  minutes.  Tachycardia  and  palpitation  may 
occur  and  are  of  similarly  short  duration. 

The  xanthines  are  known  respiratory  stimu- 
lants and  act  by  direct  stimulation  of  the  respira- 
tory center.4  Starr  and  his  associates  have 
demonstrated  a 23.8  per  cent  increase  in  respira- 
tory volume  in  subjects  under  basal  conditions 
after  the  intramuscular  injection  of  0.48  Gm.  of 
aminophyllin.5  Sperling  et  al.  in  a study  of  22 
patients  graphically  demonstrated  an  increase  of 
51  per  cent  in  the  depth  of  respiration  following 
intravenous  use  of  this  drug.6  This  direct  and 
proihpt  reaction  of  aminophyllin  on  the  respira- 
tory center  eliminates  any  time  delay  such  as  is 
noted  with  the  sodium  cyanide  method. 

Method 

In  our  series  of  cases  it  was  found  that  ac- 
curate and  definitive  results  were  obtained  with 
but  simple  preliminary  preparation.  The  meas- 
urement of  the  circulation  time  with  amino- 
phyllin was  determined  on  patients  in  the  hos- 
pital, in  the  outpatient  department,  and  in 
private  offices  (Table  1). 

TABLE  1. — Circulation  Time  Comparison  in  Com- 
pensated Patients 


Amino- 

Calcium 

phyllin 

Saccharine 

Gluconate 

Pathologic  Conditions 

(Seconds) 

(Seconds) 

(Seconds) 

Coronary  occlusion 

12 

17 

Chronic  asthmatic  and 

bronchitis 

14 

13 

Chronic  osteomyletis 

12 

i2 

Rheumatic  heart  disease, 

inactive 

17 

17 

Arteriosclerotic  heart 

disease  (no  failure) 

17 

27 

17 

Hypertensive  heart  disease  10 

18 

Chronic  gastritis 

14 

15 

Psychoneurosis 

15 

24 

Chronic  cholecystitis 

16 

16 

The  patient  is  placed  in  a supine  position  and 
1 cc.  of  a solution  containing  0.25  Gm.  of  amino- 
phyllin is  injected  as  rapidly  as  possible  into  the 
antecubital  vein.  Timing  is  done  with  a stop 
watch  and  calculated  from  the  beginning  of  the 
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TABLE  2. — Case  Incidence 


Circulation  Time 
in  Seconds 

Cases 

Per  Cent  of 
Total  Cases 

8 to  11 

7 

8.6 

12  to  15 

40 

49.4 

16  to  17 

25 

30.8 

20  to  23 

8 

9.8 

24 

1 

1.2 

injection  to  the  first  appearance  of  respiratory 
stimulation.  In  the  beginning  of  this  series  we 
experimented  with  0.5  cc.  containing  0.125  Gm. 
of  the  test  substance  injected  over  a period  of  two 
to  four  seconds.  We  found,  however,  that  there 
were  more  failures  and  a greater  percentage  of  in- 
definite end  points  than  when  1 cc.  of  the  test 
material  was  rapidly  injected. 


Results 

Tabulation  of  the  circulation  times  obtained  in 
this  series  reveals  close  approximation  to  the  re- 
sults obtained  by  the  other  methods  that  utilized 
either  test  materials  with  subjective  end  point  or 
objective  measurements  with  various  photo- 
electric cells,  ultraviolet  light,  or  radioactive 
counters.  The  time  in  the  majority  of  our 
normal  cases  (80.2  per  cent)  varied  from  twelve  to 
nineteen  seconds,  with  an  average  time  of  fourteen 
and  six-tenths  seconds  (Table  2).  This  was  found 
to  be  true  even  in  aged  patients  without  conges- 
tive heart  failure,  in  whom  we  found  not  only 
normal  circulation  time  but  also  sharp  and 
definitive  end  points  (Table  3)*.  This  is  in  con- 


TABLE  3. — Circulation  Time  in  Elderly  Patients 


Patient’s  Condition 

Age 

Time 

(Seconds) 

Pyelonephritis 

75 

13 

Osteoarthritis 

72 

17 

Polyposis  of  colon 

65 

15 

Hypertensive  heart  disease 

65 

15 

Generalized  arteriosclerosis 

97 

17 

Generalized  arteriosclerosis 

81 

14 

Generalized  arteriosclerosis 

104 

17 

Duodenal  ulcer 

72 

13 

tradistinction  to  the  findings  of  other  investiga- 
tors who  found  prolonged  circulation  time  in 
elderly  people  who  were  not  in  congestive  heart 
failure.  As  might  be  expected,  a series  of  12 


TABLE  4. — Circulation  Time  in  Patients  with  Hyper- 
thyroidism 


Basal  Metabolic 
Rate 
Plus  26 
Plus  38 
Pius  49 
Plus  40 

Plus  9 (treated) 

Plus  32 

Pius  55 

Plus  35 

Pius  58 

Plus  04 

Plus  45 

Plus  24 


Circulation  Time 
(Seconds) 

10 

11 

9 

10 

11 

11 

9 

9 

9 

11 

9 

9 


* Studies  in  the  aired  were  made  with  the  cooperation  of 
the  Home  of  Old  Israel. 


cases  of  known  hyperthyroidism  disclosed  very 
short  circulation  time  ranging  between  nine  and 
eleven  seconds  (Table  4).  A group  of  cases  of 
frank  congestive  heart  failure  (Table  5)  disclosed 
essentially  the  findings  of  previous  investigators, 
i.e.,  prolonged  circulation  time  which  varied  from 
twenty-four  to  thirty-eight  seconds.  In  these 
patients,  corroboration  was  obtained  by  the  use 
of  the  saccharine  and  calcium  gluconate  methods 
with  close  correspondence  of  the  several  test  sub- 
stances used.  As  the  congestive  heart  failure  was 
relieved  by  appropriate  measures,  a correspond- 
ing decrease  in  circulation  time  was  noted. 

TABLE  5. — Circulation  Time  in  Patients  with  Con- 
gestive Heart  Failure 


Clinical  Condition  Aminophyllin  Saccharine 


Arteriosclerotic 

24 

22 

Coronary  thrombosis 

20 

25 

Hypertensive  and  arteriosclerotic 

24  and  27 

25 

Rheumatic  heart  disease 

20 

21 

Chronic  bronchitis  with  emphysema 

26 

63  plus 

Arteriosclerotic 

32 

25 

Hypertensive 

24 

26 

As  with  other  methods,  a small  percentage  of 
patients  tested  failed  to  react  with  a recognizable 
end  point.  In  our  series,  this  was  true  in  4.7  per 
cent  of  the  subjects.  However,  in  certain  in- 
stances when  there  was  no  response  to  the  more 
common  testing  substances,  aminophyllin  gave  a 
definite  end  point.  The  reverse  situation  was  not 
noted. 

Toxicity 

Aminophyllin  has  been  used  in  many  con- 
ditions and,  despite  the  trepidation  with  which  it 
is  used  intravenously,  the  literature  contains  a 
dearth  of  fatal  accidents.  Merrill,  in  1942,  re- 
ported three  cases  of  sudden  death  in  elderly 
cardiacs  following  the  slow  intravenous  injection 
of  aminophyllin.7  Another  report  has  appeared 
recently  with  similar  results  in  three  desperately 
ill  patients,  two  suffering  from  acute  coronary 
thrombosis  and  one  in  terminal  uremia.8  The 
cause  of  these  deaths  remains  obscure. 

While  we  have  encountered  no  serious  adverse 
reactions,  we  believe  that  this  method  should  not 
be  used  at  this  time  in  the  presence  of  possible  in- 
ternal bleeding,  advanced  cerebral-vascular  dis- 
ease, peptic  ulcer,  or  coronary  thrombosis.  Its 
chief  applicability  would  be  in  those  situations 
where  the  ordinary  subjective  methods  arc  im- 
practical due  to  failure  of  the  patient  to  cooperate. 

Discussion 

The  chief  practical  value  of  the  determination 
of  circulation  time  is  in  those  patients  in  whom 
the  cardiac  or  pulmonary  cause  of  dyspnea  must 
be  differentiated,  as  well  as  in  the  evaluation  of 
changes  in  the  degree  of  congestive  heart  failure.9 
This  problem  arises  often  in  elderly  people  in 
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whom  dyspnea  may  be  due  either  to  a failing 
heart,  usually  arteriosclerotic,  or  to  senile  em- 
physema and  chronic  bronchitis.  In  the  former 
condition,  the  circulation  time  is  prolonged;  in 
the  latter  it  is  unchanged.  This  observation  has 
been  as  definite  with  the  aminophyllin  test 
method  as  with  others  previously  used.  In  cer- 
tain less  commonly  encountered  types  of  heart 
disease  (with  hyperthyroidism,  severe  anemia, 
beriberi,  or  abnormal  arterial  shunt),  the  circula- 
tion time  may  be  rapid  even  in  the  presence  of 
congestive  heart  failure  because  of  peripheral 
vasodilatation  or  increased  cardiac  output,  or 
both,  and  in  vascular  shunt.  In  chronic  pul- 
monary disease,  the  systemic  blood  velocity  is 
usually  normal. 

The  method  of  determining  circulation  time  by 
the  use  of  aminophyllin  is  readily  applicable  in 
hospital,  clinic,  office,  or  home.  It  requires  no 
extensive  preparation  of  the  patient,  no  unusual 
or  specialized  apparatus,  and  may  easily  be  per- 
formed by  the  physician  himself  without  as- 
sistants or  even  the  active  cooperation  of  the 
patient. 

We  encountered  no  important  constitutional 
reactions  or  serious  local  complications  either  due 
to  the  rapid  injection  of  this  concentrated  sub- 
stance or  following  accidental  extravascular  in- 


HOPE OF  QUICK  POLIO  TEST 

Hope  of  a quick  and  simple  test  for  the  infantile 
paralysis  virus  to  replace  the  expensive  monkey  test 
now  used  is  revived  by  a report  from  Dr.  Pierre 
It.  Lepine,  of  the  Pasteur  Institute,  Paris,  to  the 
journal  Science  (August  6). 

Such  a test  would  help  doctors  tell  positively 
whether  a child  with  a little  fever  and  upset  stomach, 
for  example,  is  infected  with  the  polio  virus  or  just 
having  an  attack  of  the  now  prevalent  “summer 
grippe.” 

In  addition,  it  would  speed  trials  of  new  drugs  for 
polio,  since  doctors  trying  them  could  be  sure  they 
were  given  to  actual  cases  of  infantile  paralysis.  At 
present  this  is  difficult  to  determine  and  lack  of  such 
knowledge  means  a drug  must  be  tried  in  very  many 
cases  before  doctors  can  be  sure  it  is  successful. 

Efforts  to  learn  how  epidemics  spread  could  also 
be  speeded  by  a simple  test  inexpensive  enough  to 
perform  on  every  suspected  case. 

Dr.  Lepine’s  test  is  simple  enough.  Essentially, 
it  consists  in  injecting  material  (feces)  from  suspected 
polio  patients  into  the  brains  of  five  mice.  Two 


filtration.  Local  sloughs  or  phlebitis  were  not 
noted. 

Conclusion 

The  rapid  intravenous  injection  of  0.25  Gm.  of 
aminophyllin  in  1 cc.  of  solution  is  a practical  and 
effective  method  of  determining  circulation  time. 
The  end  point  is  the  objective  manifestation  of  a 
sharp  respiratory  response.  In  our  series,  there 
have  been  no  important  systemic  or  local  toxic 
effects.  This  method  has  special  applicability  in 
those  cases  where  the  ability  of  a patient  to  co- 
operate in  the  determination  of  a subjective  end 
point  may  be  limited  by  age,  language  difficulties, 
cerebral  changes,  or  state  of  consciousness. 
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days  later  the  mice  arc  given  an  injection  into  the 
brain  of  active  Lansing  mouse-adapted  polio  virus. 
At  the  same  time  another  five  mice  are  injected  into 
the  brain  with  the  Lansing  virus  only.  Within  ten 
or  eleven  days,  at  least  four  out  of  five  of  these  last 
mice  should  be  dead  or  paralyzed.  Hut  at  least 
three  out  of  five  mice  also  injected  with  the  sus- 
pected polio  material  should  be  alive  and  well.  The 
virus  they  got  from  the  patient  would  have  protected 
them  against  the  fatal  dose  of  Lansing  virus  that 
killed  or  paralyzed  the  control  mice.  If  the  material 
did  not  protect  them,  the  patient  did  not  have  polio. 

This  kind  of  test,  called  interference  protection, 
has  been  tried  before  by  other  scientists  but  has  not 
proved  successful.  Whether  the  details  of  Dr. 
Lepine’s  test,  such  as  method  of  concentrating  the 
material  from  patients,  method  of  inoculation  and 
time  intervals,  will  make  the  difference  between 
success  and  failure  of  the  test  remains  for  future 
study  to  determine.  Also  to  be  learned  is  whether 
the  test  will  succeed  with  other  strains  of  polio 
virus. — Science  News  Letter,  August  l/t,  1948 
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Treatment  of  Painful  Disorders  of  Skeletal  Muscle 


Dr.  Walter  Modell:  The  conference  today 
deals  with  the  treatment  of  painful  disorders  of 
skeletal  muscle.  That  pain  of  this  sort  presents  a 
therapeutic  challenge  is  demonstrated  by  the 
length  of  the  list  of  measures  used  in  treating  it. 
Here  is  a list  compiled  by  Dr.  Travell: 

1 . Psychotherapy 

2.  Heat,  massage,  baths,  electrotherapy 

3.  Deep  x-ray  therapy 

4.  Active  and  passive  exercises 

5.  Supports,  braces 

ti.  Manipulation 

7.  Surgical  section  of  muscle  (e.g.,  scalenus 

anticus) 

8.  Curare 

9.  Neostigmine  (prostigmine) 

10.  Quinine 

11.  Ammonium  chloride 

12.  Vitamin  E 

13.  Nicotinic  acid 

14.  Analgesics:  salicylates,  morphine,  code- 

ine. 

15.  Intravenous  procaine 

10.  General  anesthesia 

17.  Regional  nerve  block 

18.  Local  block  of  trigger  areas : infiltration, 

needling,  ethyl  chloride  spray 

Dr.  Travell  will  open  the  discussion. 

Dr.  Janet  Travell:  I shall  confine  my  re- 
marks to  a special  group  of  patients.  These  are 
patients  whose  activities  are  limited  by  pain. 
That  is  the  complaint  which  brings  them  to  the 
physician.  The  pain  is  usually  accompanied  by 
restricted  motion  of  one  or  more  joints.  The 
limitation  may  be  gross,  or  it  may  only  be  dis- 
covered by  carefully  testing  the  range  of  motion 
of  special  muscle  groups.  Occasionally,  limitation 
of  motion  cannot  be  demonstrated.  Localized 
areas  of  deep  tenderness  are  always  present  in  one 
or  more  of  the  muscles  about  the  joints  which 
exhibit  limitation  of  motion,  but  signs  of  acute 
inflammation,  such  as  redness,  heat,  and  swelling, 
are  lacking.  A change  in  contour  due  to  spasm  of 


a muscle  or  portion  of  a muscle  is  occasionally 
mistaken  for  swelling  due  to  tissue  exudate,  but 
this  does  not  happen  often.  Some  of  these  pa- 
tients are  confined  to  the  house  or  bedridden,  but 
the  majority  of  them  are  only  partially  disabled 
and  are  working  under  serious  handicaps.  Thus, 
most  of  them  are  ambulatory,  and  they  make  up  a 
large  percentage  of  the  patients  who  come  to  the 
office  of  the  general  practitioner  or  to  the  outpa- 
tient department  of  the  hospital. 

There  need  be,  and  often  is,  no  demonstrable 
organic  disease.  The  syndromes  under  discussion 
are  usually  referred  to  by  such  terms  as  stiff  neck, 
painful  or  frozen  shoulder,  tennis  elbow,  lumbago, 
sciatica,  painful  knees,  etc.,  terms  which  do  not 
imply  any  special  etiology.  Of  course,  there  has 
to  be  a cause.  One  difficulty  in  the  way  of  estab- 
lishing the  etiology  is  the  fact  that  these  disorders 
seem  usually  to  be  due  to  a combination  of  fac- 
tors. 

Among  the  manifest  causes,  the  foremost  is 
probably  trauma.  The  role  played  by  trauma  is 
obvious  in  the  muscular  spasm  associated  with 
joint  sprains,  fractures,  or  contusions,  but  the 
role  of  trauma  may  be  equally  important  even 
when  the  injury  is  slight  or  of  such  a nature  that 
its  connection  with  the  pain  syndrome  is  not 
readily  traced.  The  relationship  is  often  over- 
looked because  spasm  is  apt  to  develop  gradually 
after  minor  injury  and  thus  may  not  become 
painful  until  even  a few  days  later.  This  applies 
not  only  to  the  effects  of  a sudden  wrench  or  jerk 
noted  at  the  time,  but  also  to  the  muscular  pain 
and  stiffness  which  may  follow  an  unusual  kind  of 
exercise  or  excessive  exercise. 

Less  frequently  recognized  and  equally  impor- 
tant as  a cause  of  pain  is  chronic  muscular  strain. 
In  this  connection  we  must  recognize  that  hurry, 
with  its  inefficiency  of  muscular  movements,  as  in 
writing  or  ordinary  household  duties,  places  an  in- 
creased load  on  the  muscles.  Just  as  it  takes 
more  gasoline  to  drive  a car  a given  distance  at 


60  miles  per  hour  than  at  30  miles  per  hour,  there 
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are  speeds  of  muscular  performance  for  optimal 
efficiency,  and  beyond  these,  conditions  of  hurry 
at  work  create  in  effect  a form  of  muscle  strain. 

Another  precipitating  factor  in  muscular  pain 
is  chilling  the  body  as  a whole,  or  cooling  a specific 
area.  This  effect  is  apparently  achieved  not  only 
when  the  thinly  dressed  person  stands  in  a biting 
winter  wind,  but  also  on  a hot  summer  day  when 
the  perspii'ing  golfer  sits  in  a gentle  breeze  under  a 
shady  tree  on  the  nineteenth  hole  of  the  golf 
course.  Pain  is  apparently  more  apt  to  result 
from  chilling  when  a person  is  fatigued.  Bierman 
inserted  electrodes  directly  into  the  voluntary 
muscles  and  found  that  cooling  the  skin  by  a cur- 
rent of  air  resulted  in  a prompt  fall  of  muscle  tem- 
perature, presumably  due  to  reflex  vasoconstric- 
tion. It  may  well  be  that  this  vasoconstriction 
plays  a part  in  producing  the  pain. 

Visceral  disease  is  an  important  cause  of  painful 
spasm  of  the  voluntary  muscles.  There  are  fa- 
miliar examples  of  such  visceromotor  reflexes ; for 
instance,  the  localized  muscular  spasm  or  ab- 
dominal rigidity  which  accompanies  acute  appen- 
dicitis or  any  other  variety  of  the  acute  surgical 
abdomen.  Another  example  is  the  splinting  of  the 
chest  muscle  in  acute  myocardial  infarction.  It  is 
not  well  known,  however,  that  visceral  disease 
may  lead  to  persistence  of  pain  patterns  established 
during  the  acute  attack  and,  furthermore,  that 
this  intractable  pain  sequel  may  be  amenable  to 
local  block  of  trigger  areas  located  in  the  spastic 
skeletal  muscles. 

The  etiologic  factors  in  painful  muscle  spasm 
also  include  certain  neurogenic  causes.  I have  in 
mind  particularly  nerve  root  irritation  due  to 
pressure,  for  example,  by  a herniated  interverte- 
bral disc.  The  painful  cramps  of  peripheral  neu- 
ritis, as  noted  in  vitamin  B deficiency,  should  be 
mentioned.  Other  precipitating  factors  include 
the  toxins  of  acute  and  chronic  infections — teta- 
nus, for  example.  Certain  metabolic  factors  may 
play  a role  in  the  development  of  spasm.  A high 
proportion  of  patients  with  such  chronic  muscular 
pain  have  low  basal  metabolic  rates  of  the  order  of 
minus  15  to  20  per  cent.  A few  show  a slight  an- 
emia with  65  to  75  per  cent  hemoglobin.  In  other 
patients,  psychogenic  factors  seem  to  play  a pre- 
dominating role  in  the  etiology  of  painful  muscu- 
lar spasm.  When  any  of  these  factors  is  present, 
pain  may  be  only  temporarily  relieved  or  may  re- 
main quite  refractory  to  local  treatment  of  the 
affected  muscles  until  the  basic  disorder  is  cor- 
rected. This  applies  also  to  trauma  induced  by 
continuing  or  repeated  muscular  strain  but  not  to  a 
single  episode  of  trauma  after  which  the  results  of 
local  block  may  appear  truly  miraculous. 

I have  been  asked  to  discuss  certain  therapeu- 
tic measures  directed  at  the  muscle  itself,  namely, 
local  infiltration  of  the  intramuscular  trigger  areas 


and  the  application  of  ethyl  chloride  spray  to  the 
overlying  skin.  We  may  group  these  procedures 
under  the  term  “local  block”  therapy,  in  con- 
trast to  “regional  nerve  block.” 

The  theory  underlying  this  kind  of  treatment  is 
that  the  painful  spasm  is  an  expression  of  a reflex 
which,  once  initiated,  is  self-propagating.  Thus, 
spasm  leads  to  pain,  pain  to  further  splinting  and 
spasm,  and  so  the  vicious  cycle  sustains  itself. 
Brief  interruption  of  this  pain  cycle  at  any  point 
may  abolish  it  permanently,  provided  the  con- 
ditions which  initiated  it  in  the  first  place  are  no 
longer  intact. 

To  apply  local  block  methods  successfully,  one 
shquld  have  a knowledge  of  the  pain  reference 
patterns  of  the  different  muscles  of  the  body.  It 
is  not  widely  known  that  each  muscle  gives  rise  to( 
a specific  distribution  or  pattern  of  referred  pain 
which  is  relatively  constant  from  person  to  per- 
son. These  patterns  are  not  strictly  segmental  in 
distribution,  and  they  do  not  follow  any  pe- 
ripheral nerve  distribution.  Once  these  patterns 
have  been  learned,  the  sources  of  pain  can  be 
readily  predicted.  The  site  of  origin  of  thereferred 
pain  is  commonly  spoken  of  as  a “trigger  area.” 
When  one  is  infiltrating  the  muscle,  it  is  this  area 
which  must  be  hit  directly  with  the  needle. 

The  presence  of  a trigger  area  within  a muscle 
is  demonstrated  by  the  fact  that  when  pressure  is 
exerted  on  it,  or  a needle  inserted  into  it  (which 
also  exerts  pressure),  a spread  of  pain  is  clearly 
perceived  by  the  patient  in  its  specific  reference 
zone.  In  other  words,  that  spot  is  positively 
identified  as  the  source  of  the  pain  felt  at  a dis- 
tance. The  reference  zone,  which  can  be  mapped 
in  this  way  by  mechanical  stimulation  of  the  trig- 
ger area,  should  coincide  with  the  region  where 
the  patient  complains  of  spontaneous  pain.  If  it 
does  match,  one  may  be  sure  that  at  least  one  of 
the  sources  of  pain  has  been  found. 

Local  Infiltration. — For  local  infiltration,  we 
prefer  a 0.25  to  0.5  per  cent  solution  of  procaine 
hydrochloride  in  physiologic  saline.  There  is  no 
epinephrine  in  the  solution.  It  must  be  pyrogen- 
free,  since  the  injection  of  pyrogens  into  these 
hypersensitive  areas  sets  up  intense  afterpain  for 
as  long  as  several  days.  Obviously,  care  must  be 
taken  to  insure  asepsis.  The  skin  is  cleaned  with 
alcohol  and  painted  with  mild  tincture  of  iodine. 
On  routine  testing,  a small  number  of  ampules 
have  been  found  to  be  cracked  or  defective  at  the 
tip,  and,  therefore,  all  ampules  are  boiled  with  the 
syringes  and  needles  just  prior  to  use.  Some  of 
the  details  of  the  local  infiltration  technic  were 
presented  at  a previous  therapy  conference,*  and 
we  have  not  changed  them  in  any  important  re- 
spect since.  The  kind  of  material  used  for  infil- 
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tration  is  not  nearly  so  important  as  the  place 
where  it  is  put,  provided,  of  course,  that  the 
material  is  not  toxic.  Trigger  areas  can  be  blocked 
by  infiltration  with  physiologic  saline  or  merely 
by  needling  the  area,  with  no  fluid  injected. 
Thus,  our  observations  confirm  the  benefits  de- 
rived from  the  old  Chinese  technic  of  acupunc- 
ture. Local  infiltration  or  dry  needling  may  be 
regarded  as  satisfactory  when  the  procedure  im- 
mediately abolishes  local  tenderness  at  the  site  of 
the  trigger  area,  does  away  with  the  spread  of 
pain  induced  by  pressure,  reduces  the  total  quan- 
tity of  spontaneous  pain,  and  obtains  an  increase 
in  the  range  of  motion  if  limited.  It  should  be 
noted  that  the  use  of  procaine  makes  the  treat- 
ment much  less  disagreeable  to  the  patient  in  that 
it  cuts  down  the  intensity  and  duration  of  the 
pain  reference  set  off  by  insertion  of  the  needle. 
We  have  as  yet  no  satisfactory  data  as  to  whether 
the  addition  of  procaine  increases  the  efficacy  of 
treatment  as  compared  with  physiologic  saline 
alone.  So  far,  we  have  not  learned  how  to  repro- 
duce experimentally  the  abnormal  state  known  as 
a trigger  area. 

At  the  first  treatment,  it  is  usually  wise  not  to 
inject  many  different  muscles  but  rather  to  select 
one  or  two  major  trigger  areas  and  obliterate  them 
completely,  by  repeated  infiltrations  if  necessary. 
This  is  important,  since  incomplete  blocking  of 
trigger  areas  is  one  of  the  causes  of  increased  pain 
following  injection.  At  the  next  visit,  an  evalu- 
ation is  made  of  the  results  of  the  first  treatment. 
A satisfactory  response  to  local  block  therapy 
may  be  predicted  at  this  time:  (1)  if  there  was 
marked  amelioration  of  pain  after  the  treatment, 
even  though  this  lasted  for  only  a few  hours,  (2)  if 
the  gain  in  motion  which  was  noted  immediately 
after  injection  has  not  been  lost  to  any  appreci- 
able extent,  and  (3)  if  the  activity  of  the  treated 
trigger  areas  has  been  reduced,  as  indicated  by  a 
change  in  the  intensity  of  the  pain  reference  in- 
duced by  pressure  and  needling.  If  no  appreci- 
able benefit  according  to  these  criteria  is  noted 
after  two  or  three  treatments,  it  is  not  considered 
worth  while  to  pursue  this  method  further.  In 
fact,  if  substantial  relief  is  not  secured  rapidly, 
the  patient  will  usually  not  submit  to  any  more 
injections,  since  the  momentary  pain  set  off  by 
needling  trigger  areas  of  high  spontaneous  activ- 
ity may  be  very  intense.  An  early  appraisal  of 
the  results  is,  therefore,  important. 

In  acute  cases,  one  treatment  is  sometimes 
sufficient  to  secure  complete  and  permanent  relief. 
In  longstanding  cases,  however,  it  seems  that  one 
muscle  after  another  becomes  involved  in  the  proc- 
ess so  that  a multitude  of  trigger  areas  develop, 
and  a series  of  treatments  are  usually  required  to 
eradicate  all  of  these  foci  of  pain.  The  second 
treatment  is  usually  timed  from  three  to  five  days 


after  the  first,  and  subsequent  treatments  are 
given  at  intervals  of  a week  or  two,  as  indicated. 

Ethyl  Chloride  Spray. — The  use  of  ethyl 
chloride  spray  was  described  for  treatment  of  ankle 
sprains  by  Cozen  and  Hollombe  in  1940,  and  as 
“surface  anesthesia  for  the  relief  of  painful 
motion”  by  Kraus  in  1941.  We  have  likewise 
found  that  this  procedure  may  at  times  relieve 
pain  and  limited  motion  associated  with  muscular 
spasm  and  in  a manner  that  is  sometimes  remark- 
able. The  application  of  the  spray  is  so  simple 
that  we  are  apt  to  try  it  as  the  first  procedure  in 
most  cases.  The  benefit  to  be  derived  from  ethyl 
chloride  spray  can  usually  be  estimated  at  once. 
A particular  trigger  area  is  selected  and  its  sensi- 
tivity to  pressure  is  noted.  The  overlying  skin  is 
then  lightly  sprayed  during  a period  not  exceeding 
two  or  three  minutes,  according  to  an  interrupted 
technic  which  I shall  describe,  and  the  activity  of 
the  trigger  area  noted  again.  As  in  the  case  of 
local  infiltration,  a good  response  may  be  expected 
if  the  spraying  immediately  abolishes  or  reduces 
deep  muscle  tenderness  and  referred  pain  on  pres- 
sure, increases  the  range  of  motion,  and  reduces 
pain  at  rest  or  on  motion.  If  the  effect  of  the 
spray  as  determined  on  one  or  more  such  test 
areas  is  not  striking,  we  usually  proceed  at  once  to 
local  infiltration  with  procaine.  If  the  effect  of  the 
spray  is  sufficiently  encouraging,  we  may  repeat 
this  procedure  at  intervals  as  indicated,  and  an 
excellent  result  may  be  obtained  by  this  method 
of  treatment  alone. 

We  have  found  that  attention  to  certain  fac- 
tors seems  to  increase  the  effectiveness  of  ethyl 
chloride  spray,  and  we  believe  that  the  details  are 
important.  The  procedure,  as  we  do  it,  is  as  fol- 
lows : 

The  patient  is  made  comfortable  and  the  part 
to  be  sprayed  is  well  supported  so  that  the  muscles 
can  relax.  The  tube  or  bottle  of  ethyl  chloride  is 
held  one  to  two  feet  away  from  the  patient.  The 
spray  is  applied  at  an  acute  angle  with  the  skin. 
The  stream  is  passed  over  the  region  of  the  trig- 
ger area  in  one  direction  at  a uniform  speed  with 
an  even  sweeping  motion.  The  motion  is  not  un- 
like that  used  in  applying  paint  to  a wall  with  a 
brush.  The  ethyl  chloride  on  the  skin  is  allowed 
to  evaporate,  and,  about  one  second  later,  the 
sweep  is  repeated  in  the  same  direction.  This 
“make  and  break”  spraying  is  continued  with  a 
regular  rhythm.  Sometimes  only  one  passage  of 
the  spray  over  a given  trigger  area  will  cause  it  to 
disappear,  but  more  often  it  requires  15  or  20  such 
sweeps.  One  may  occasionally  observe  transient 
activation  of  the  trigger  mechanism  by  the  spray. 
If  the  spray  is  painful  at  first  or  sets  off  referred 
pain  when  applied  over  the  trigger  area,  the  rest 
periods  between  sweeps  are  lengthened  to  allow 
the  induced  pain  to  subside.  In  the  intervals, 
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that  part  of  the  body  which  is  being  sprayed  is 
moved  gently  within  the  limits  of  pain  to  stretch 
the  affected  muscle. 

It  should  be  noted  that  the  nozzles  of  the  ethyl 
chloride  containers  vary  a good  deal.  A com- 
mercial make  should  be  selected  which  delivers 
neither  too  fine  nor  too  coarse  a spray.  A very 
fine  mist  seems  to  be  relatively  ineffective;  a 
heavy  stream  spatters  and  is  unpleasant  to  the 
patient  and  also  wastes  the  material. 

We  are  also  using  ethyl  chloride  spray  as  an 
adjunct  to  local  infiltration  of  trigger  areas,  that 
is,  as  soon  as  the  injections  have  been  completed, 
the  treated  areas  are  sprayed  in  the  above  man- 
ner. This  procedure  seems  to  reduce  the  muscle 
soreness  or  “lameness”  which  ordinarily  follows 
trauma  due  to  needling  and  is  in  line  with  the  ob- 
servation that  ethyl  chloride  spray  may  per- 
manently relieve  pain  due  to  trauma,  such  as 
joint  sprain. 

It  seems  scarcely  necessary  to  mention  that 
ethyl  chloride  is  a highly  volatile  and  inflammable 
liquid,  so  that  fire  hazards  must  be  eliminated. 
It  is  also  a general  anesthetic  agent,  and  care 
should  be  taken  that  the  patient  inhale  as  little  of 
it  as  possible.  Since  the  vapor  is  heavy,  the  pa- 
tient’s head  should  be  above  the  part  sprayed. 
Some  movement  of  air  in  the  room  is  desirable. 

The  mechanism  of  action  of  ethyl  chloride 
spray  on  trigger  areas  in  the  muscles  is  probably 
different  from  that  of  the  local  infiltration  and 
needling  technics.  It  is  clear,  however,  that 
neither  one  depends  on  a local  anesthetic  effect  in 
the  ordinary  sense  of  this  term.  Neither  can  the 
effect  of  spraying  be  due  to  refrigeration  anes- 
thesia of  the  structures  beneath  the  skin.  Care  is 
taken  to  avoid  a degree  of  cold  which  produces 
aching  or  frosts  the  skin.  Furthermore,  it  can  be 
shown  by  the  intradermal  injection  of  an  irritant 
solution  that  this  method  of  light  spraying  which 
blocks  trigger  areas  does  not  block  pain  impulses 
even  from  the  superficial  layers  of  the  skin. 

Adjuncts  to  Local  Block. — I want  to  emphasize 
that  local  block  is  usually  not  the  only  therapeu- 
tic measure  that  we  employ,  because  even  in  the 
apparently  simple  cases  of  acute  spasm  we  are  apt 
to  find  that  something  has  been  wrong  with  the 
muscles  for  some  time  before  the  acute  attack. 
We  use,  therefore,  a system  of  treatment  which 
combines  a variety  of  measures  for  the  relief  of 
painful  muscle  spasm. 

In  the  first  place,  we  limit  any  form  of  exercise 
or  work  which  places  a heavy  load  on  the  affected 
muscles.  This  is  quite  simply  accomplished  by 
telling  the  patient  that  he  must  avoid  doing  any- 
thing which  produces  pain  which  lasts  for  more 
than  a second  or  two  after  the  effort.  Pain  itself 
is  deleterious  in  that  it  reflexly  builds  up  more 
spasm;  therefore,  it  is  unwise  to  attempt  to  drive 


a muscle  beyond  the  point  of  pain.  Second,  we 
direct  the  patient  to  move  the  part  frequently  in 
such  a way  as  to  provide  gentle  stretching  of  the 
affected  muscles  at  regular  intervals.  For  in-, 
stance,  if  extension  at  the  shoulder  is  limited,  the 
patient  may  be  directed  to  reach  up  and  touch  a 
marker  on  the  wall  every  hour.  Stretching  should 
be  carried  out  within  the  limits  of  pain  and  never 
so  forcibly  as  to  produce  a lasting  ache  after  the 
stretch.  We  rarely  put  the  patient  to  bed;  more 
often  we  get  him  up  out  of  bed. 

As  soon  as  the  acute  pain  is  controlled  by  local 
block  therapy,  more  vigorous  exercises  are  insti- 
tuted, and  it  is  determined  by  trial  and  error  how 
much  the  patient  can  do.  That  form  of  exercise  is 
recommended  which  the  patient  formerly  enjoyed 
anti  for  which  his  muscles  were  previously  trained 
and  developed.  Swimming  is  often  considered  the 
best  exercise  to  improve  muscular  function,  but 
one  cannot  direct  a person  to  swim  who  never 
learned  how  and  expect  him  to  use  poorly  func- 
tioning muscles  properly.  He  may  enjoy  tennis, 
and  if  so,  his  muscles  will  derive  much  more  bene- 
fit from  tennis  than  from  another  sport  to  which 
he  was  never  accustomed  or  in  which  he  was  not 
skilled.  Furthermore,  it  is  our  experience  that 
free-moving  and  pleasurable  games  promote  mus- 
cular relaxation  to  a much  greater  degree  than 
does  useful  work  about  a house,  such  as  painting, 
carpentering,  and  gardening,  since  these  activities 
are  all  based  on  repetitive  movements  within  a 
small  range  of  motion. 

External  heat  is  helpful,  especially  hot  tub 
baths  and  hot  water  bags.  Intense  heat,  such  as 
diathermy,  often  seems  to  intensify  the  pain. 
Massage  is  employed  only  when  the  intense  pain 
has  subsided;  when  trigger  areas  of  high  spon- 
taneous activity  are  present,  manipulation  or 
massage  of  these  areas  may  aggravate  the  pain. 
On  the  other  hand,  when  applied  at  the  right 
stage,  massage  is  very  beneficial. 

We  usually  employ  some  internal  medications. 
Ascorbic  acid  is  given  routinely  to  every  patient 
receiving  local  injection  therapy,  as  a rule,  0.5  to 
1.0  Gm.  by  mouth  daily.  In  case  of  severe  pain, 
we  use  aspirin  in  doses  up  to  4 Gm.  daily.  This  is 
occasionally  combined  with  codeine.  We  almost 
never  prescribe  morphine  for  obvious  reasons. 
Incidentally,  the  opiates  are  not  nearly  so  effective 
in  pain  due  to  muscle  spasm  as  they  are  in  other 
forms  of  pain. 

An  effort  is  made  to  discover  mechanical  factors 
which  may  have  led  to  the  evolution  of  the  pain 
syndrome.  In  particular,  we  try  first  to  eliminate 
chronic  strain  associated  with  repetitive  move- 
ments. For  instance,  if  episodes  of  painful  stiff 
neck  recur  in  a certified  public  accountant  who 
spends  hours  copying  figures  out  of  a book  placed 
at  his  side,  we  have  him  place  the  book  directly  in 
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front  of  him  on  a book  rest  so  that  he  can  look  up 
and  down  from  the  book  to  his  paper  without  con- 
stantly turning  his  neck  sideways.  Second,  we 
try  to  eliminate  hurry  in  the  physical  activities 
of  the  daily  routine.  It  is  often  possible  to  point 
out  unessential  items  and  time-saving  devices, 
but  for  this  to  carry  weight,  the  patient  must  be 
made  to  realize  the  necessity  of  reducing  the  daily 
burden  on  the  muscles.  Finally,  we  often  find  it 
necessary  to  redesign  the  patient’s  furniture  both 
at  home  and  in  the  office,  especially  chairs,  in 
order  to  provide  proper  support  for  the  framework 
of  the  body.  In  cases  in  which  the  greater  part  of 
the  waking  hours  are  spent  sitting,  seating  facili- 
ties should  be  so  designed  that,  as  the  muscles  re- 
lax and  the  body  tends  to  sag,  correct  posture  is 
maintained  by  the  chair;  muscle  fatigue  and 
joint  strain  are  thus  avoided.  Such  support  can- 
not be  adequately  supplied  by  braces  or  corsets, 
and  we  almost  never  use  these  latter  devices. 

Dr.  Modell:  What  do  you  visualize  as  taking 
place  in  the  muscle  that  develops  spasm? 

Dr.  Travell:  Muscle  spasm  is  an  expression 
of  a reflex  mechanism  which  can  be  initiated  and 
maintained  either  by  local  factors  in  a nearby  area 
or  by  distant  factors  as  in  visceral  disease.  Spasm 
is  characterized  by  shortening  of  the  muscle  which 
cannot  be  relaxed  voluntarily.  Neither  can  the 
muscle  in  spasm  be  passively  stretched  without 
pain.  It  is  tender  to  pressure.  Pressure  usually 
causes  a localized  contraction  in  that  portion  of 
the  muscle  which  is  tender.  In  ordinary  use,  such 
a muscle  may  appear  to  be  weak.  If  forcibly  con- 
tracted, the  spasm  may  be  abruptly  increased  so 
that  the  muscle  goes  into  what  is  called  “a 
cramp.”  If  the  spasm  is  very  intense,  it  gives  rise 
to  constant  pain  at  rest,  not  merely  to  pain  on 
motion. 

This  description  excludes  other  forms  of  muscle 
shortening  such  as  that  observed  in  decerebrate 
rigidity,  fibrosis,  and  contracture,  which  are  not, 
per  se,  accompanied  by  pain,  i.e.,  pain  on  stretch- 
ing the  shortened  muscle.  Also,  in  the  latter 
conditions  the  muscles  may  not  be  tender  to  pres- 
sure. 

There  is  a good  deal  of  confusion  as  to  the  pre- 
cise meaning  of  the  terms,  spasm,  spasticity,  and 
rigidity.  I would  like  to  hear  Dr.  Wolff  comment 
on  this. 

Dr.  Harold  G.  Wolff:  I am  not  sure  that  the 
difference  between  the  shortening  of  decerebrate 
states  and  that  of  this  reflex  is  understood,  that  is, 
why  one  is  painful  and  the  other  is  not.  All  mus- 
cle shortening  apparently  is  not  painful.  There 
are  certain  patients  whose  muscles  are  in  a state  of 
overcontraction  for  a long  time  without  hurting. 
Other  people,  however,  do  have  pain.  There 
must  be  another  factor  besides  shortening  of  the 
muscle,  perhaps  a circulatory  derangement  as 


well,  or  possibly  the  elaboration  of  a chemical 
agent  which  has  threshold-lowering  properties. 

Dr.  Modell:  I would  like  to  ask  Dr.  Travell 
one  more  question.  Are  all  painful  muscles  in 
spasm? 

Dr.  Travell:  I cannot  answer  that  positively. 
Probably  not. 

Dr.  McKeen  Cattell:  The  normal  postural 
reflexes  which  we  speak  of  as  tonic  activity  of 
muscles  involve  a sequential  activity  of  fibers. 
The  degree  of  pull  is  determined  by  the  number  of 
fibers  which  are  active  at  any  one  moment,  but 
normally  no  group  of  fibers  stays  contracted  very 
long.  On  the  other  hand,  there  might  well  be  a 
more  sustained  contraction  of  a group  of  muscle 
fibers  that  would  lead  to  a reduction  in  blood  flow 
and  pain  due  to  ischemia. 

Dr.  Harry  Gold:  Might  not  a large  mass  of 
fibers  which  remain  contracted  for  a period  of 
time  create  a pull  between  bundles  and  result  in 
distortion  of  the  muscle?  Under  these  circum- 
stances, the  pull  on  the  nerve  fibers  lying  between 
contracted  and  relayed  muscle  bundles  might  be 
a cause  of  pain. 

Dr.  Travell:  It  is  characteristic  of  these 
painful  muscles  which  I see  that  the  spasm  is  al- 
most always  more  marked  in  some  one  part  of  the 
muscle  than  in  another.  Thus,  in  the  case  of 
painful  spasm  of  the  pectoralis  major  in  a thin 
person,  it  is  easy  to  demonstrate  that  perhaps 
only  one  of  the  fan-shaped  sections  of  this  muscle 
is  exquisitely  tender  and  persistently  exhibits  a 
localized  contraction  or  twitch  each  time  it  is 
palpated,  whereas  the  neighboring  muscle  bundles 
are  not  tender  and  do  not  exhibit  this  phenome- 
non of  hyper-reflcxia.  This  affords  some  basis  for 
the  idea  that  there  may  be  an  imbalance  or  dis- 
tortion in  the  pull  of  different  sections  of  muscle. 

Dr.  James  Hardy:  Spasm  of  muscle  means 
increased  muscle  tension,  and  I would  like  to  ask 
Dr.  Travell  whether  she  has  been  able  to  show  an 
actual  increase  of  tension  in  any  muscle.  Does 
pain  accompany  such  increased  tension? 

Dr.  Travell:  We  have  not  made  any  direct 
measurements  of  muscle  tension. 

Dr.  Gold:  In  regard  to  Dr.  Modell’s  question 
whether  all  painful  muscles  are  in  spasm,  it 
would  seem  to  me  that  they  need  not  be.  The 
painful  muscle  may  be  viewed  from  the  stand- 
point of  a muscle  which  is  not  overcontracted,  but 
from  the  standpoint  of  a muscle  which  does  not 
properly  relax,  when  the  opposing  muscle  is  called 
upon  to  contract.  Thus,  a patient  might  have  a 
painful  shoulder  which  does  not  hurt  until  he  ab- 
ducts his  arm;  pain  then  appears  in  the  muscles 
which  should  be  relaxing  in  relation  to  abduction. 
That  part  of  the  muscle  which  fails  to  relax  would 
pull  against  the  rest  of  the  muscle  which  does 
relax  and  so  create  pain.  Actually,  the  painful 


September  15,  1948]  PAINFUL  DISORDERS  OF  SKELETAL  MUSCLE 


2055 


muscle  would  not  be  in  spasm  at  all  and  at  rest 
would  not  show  any  more  activity  than  any  nor- 
mal muscle. 

Dr.  Wolff:  Dr.  Travell,  why  do  you  give  as- 
corbic acid? 

Dr.  Travell:  Vitamin  C is  used  as  an  adjunct 
to  local  injection  therapy,  because  the  needling 
produces  a certain  amount  of  trauma  and  there  is 
evidence  that  high  blood  levels  of  this  vitamin  ac- 
celerate tissue  repair.  Patients  seem  to  have  less 
tissue  reaction  and  less  afterpain  following  infil- 
tration when  such  doses  of  vitamin  C are  ad- 
ministered. It  has  been  reported  that  ascorbic 
acid  reduces  muscle  stiffness  after  unusual  exer- 
cises, but  we  have  no  data  to  show  that,  by  itself, 
ascorbic  acid  has  any  direct  effect  on  muscle 
spasm. 

Dr.  Modell:  Dr.  Ransohoff,  would  you  tell  us 
about  your  experience  with  curare  in  the  treat- 
ment of  muscle  spasm? 

Dr.  Nicholas  S.  Ransohoff:  We  started  to 
use  curare  in  acute  anterior  poliomyelitis  follow- 
ing the  work  of  Dr.  Plato  Schwartz  of  Rochester, 
New  York,  who  showed  that  muscle  spasm  was 
present  in  the  acute  stage  of  this  disease.  It 
seemed  to  us  that  it  would  be  advisable  to  control 
this  spasm  if  it  could  be  done,  since  we  were  con- 
vinced that  long-continued  spasm  results  in  loss 
of  muscle  length,  and  this,  in  turn,  results  in  loss 
of  muscle  strength. 

We  have  learned  something  about  the  effects  of 
curare  from  our  experience  in  acute  anterior  polio- 
myelitis. It  will  control  all  the  pain  in  acute 
poliomyelitis  within  twenty  minutes  after  injec- 
tion. The  abnormal  resting  action  potentials 
present  in  the  acute  stage  of  this  disease  can  be 
either  reduced  or  obliterated  by  the  use  of  curare, 
together  with  passive  stretching  of  the  muscles. 
Stretching  can  be  performed  throughout  their 
complete  range  of  motion  with  the  aid  of  curare, 
whereas  this  cannot  be  done  by  means  of  physical 
therapy  alone.  Sherrington’s  law  is  upset  in  acute 
anterior  poliomyelitis  in  that,  during  voluntary 
contraction,  the  antagonist  muscles  show  greater 
action  potentials  than  normal  in  relation  to  those 
of  their  agonists.  In  normal  individuals  the 
action  potentials  of  the  antagonists  should  be 
something  less  than  a quarter  of  the  amplitude  of 
the  agonist  potentials.  In  poliomyelitis,  however, 
this  ratio  changes  so  that  the  action  potentials  of 
the  antagonists  may  actually  be  greater  than  the 
agonists.  By  the  administration  of  curare,  this, 
phenomenon  can  be  reversed,  and  the  normal 
relationship  between  the  action  potentials  of  the 
agonist  and  antagonist  muscles  can  be  re-estab- 
lished. It  is  possible  to  maintain  or  regain  normal 
muscle  length  much  more  rapidly  by  the  use  of 
curare,  together  with  intensive  physical  therapy 
than  by  any  other  method  of  treatment  that  we 


have  used.  I want  to  emphasize  that  we  do  not 
use  curare  alone. 

We  use  the  aqueous  solution,  Squibb ’s  intocos- 
trin.  The  dose  is  0.9  unit  per  Kg.  every  eight 
hours  for  the  first  twenty-four  hours.  This  is 
occasionally  increased  in  the  bulbar  type,  if  the 
usual  dosage  is  not  great  enough  to  obtain  suffi- 
cient relaxation  of  the  spastic  intercostal  muscles 
or  diaphragm,  or  both.  After  the  first  twenty- 
four  hours,  if  there  is  no  adverse  reaction  (and  we 
have  never  had  one),  the  dosage  is  increased  to 
1.5  units  per  Kg.  every  eight  hours,  and  this  is 
continued  until  normal  muscle  lengths  have  been 
re-established  and  until  there  is  no  tendency  at 
the  end  of  the  eight-hour  period  for  the  muscles  to 
shorten.  Curare  is  then  discontinued  for  three  or 
four  days.  Myographic  studies  are  usually  made 
at  this  time  to  determine  whether  or  not  abnormal 
electrical  activity  of  the  muscles  recurs.  If  there 
is  no  such  recurrence,  intensive  physical  therapy 
is  continued  without  curare. 

It  should  be  of  special  interest  to  this  group  to- 
day that  we  see  the  pain  controlled  regularly  by 
curare.  I think  that,  since  we  started  to  use  this 
drug,  we  have  never  had  to  give  codeine  or  any 
other  opiate,  nor  have  we  had  to  use  sleeping 
medication  of  any  type.  Another  symptom  which 
is  readily  controlled  by  curare  is  constipation. 
After  curare,  the  acute  poliomyelitic  patient  has 
practically  no  difficulty  with  evacuation,  whereas 
those  of  you  who  are  familiar  with  the  nursing 
care  of  these  patients  know  that  constipation  is 
often  a real  problem.  The  cutaneous  vasospasm 
of  acute  anterior  poliomyelitis  is  also  relieved  by 
curare.  We  have  seen  but  three  patients  with 
cold  extremities  in  about  120  cases  that  we  have 
followed  now  for  a period  of  two  and  one-half 
years.  In  those  three  patients  who  developed 
cold  extremities,  one  dose  of  curare  a week  has 
been  sufficient  to  maintain  normal  skin  tempera- 
ture of  the  legs  and  arms.  Difficulty  in  swallow- 
ing in  our  bulbar  cases  is  usually  relieved  within 
forty  minutes  after  the  first  dose  of  curare,  and 
this  improvement  is  maintained.  Labored  ab- 
dominal respiration  in  those  patients  who  come  in 
with  what  we  call  a frozen  chest  is  relieved,  and 
the  spastic  muscles  are  relaxed  promptly  by  the 
action  of  curare  so  that  these  patients  can  breathe 
comfortably  in  an  oxygen  tent.  We  have  used  a 
respirator  in  only  three  cases  since  we  started  to 
use  curare.  Two  of  these  patients  died  within 
twenty-four  hours  of  their  admission  to  the  hos- 
pital. Curare  is  not  by  any  means  a “cure”  for 
acute  anterior  poliomyelitis.  It  is  merely  an 
effective  method  of  treating  some  of  the  symp- 
toms. 

Dr.  Wolff:  May  I ask  Dr.  Ransohoff  how  he 
makes  certain  of  the  effectiveness  of  curare  in 
poliomyelitis  since  he  uses  both  physiotherapy 
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and  curare?  Has  he  another  group  which  receives 
physiotherapy  alone? 

Dr.  Ransohoff:  The  vagaries  of  the  disease 
are  so  great  that  I would  not  know  how  to  set  up  a 
control  group  to  ascertain  differences  in  ultimate 
outcome  due  to  curare.  However,  our  electro- 
myographic studies  show  that  physical  therapy 
alone,  hot  packs  or  stretching,  for  instance,  does 
not  accomplish  the  same  results  without  curare  as 
it  does  with  curare.  Thus,  the  therapeutic  results 
are  in  a sense  controlled  by  electromyography. 

Dr.  Wolff:  We  have  tried  curare  in  a few  pa- 
tients with  spastic  states  associated  with  myelitis 
to  relieve  spasm,  and,  indeed,  it  did  relieve  it,  but 
the  patients  were  left  so  weak  as  the  result  of  this 
action  that  it  was  of  doubtful  value.  I wonder 
whether  the  margin  between  relaxation  of  spastic 
muscles  and  weakness  of  the  remaining  useful 
muscles  is  wide  enough  for  curare  to  be  of  any  help 
in  this  problem. 

Dr.  Travell:  Differences  in  results  may  be 
due  to  differences  in  preparations.  In  the  chronic 
spastic  states,  such  as  the  cerebral  palsies,  hemi- 
plegias, etc.,  in  which  Schlesinger  reported  satis- 
factory results,  d-tubocurarine  in  wax  and  oil  was 
used  exclusively.  He  noted  that,  with  aqueous 
solutions  of  the  curare  alkaloids,  it  was  very  diffi- 
cult to  secure  the  relaxing  effect  without  unpleas- 
ant side-effects. 

Dr.  Gold:  Dr.  Ransohoff,  would  you  recom- 
mend that  a general  practitioner  use  curare  or  any 
of  its  preparations  in  his  office  for  a patient  with  a 
sprained  back  or  dislocated  shoulder  with  a good 
deal  of  muscle  spasm? 

Dr.  Ransohoff:  The  use  of  curare  is  not  a 
satisfactory  office  procedure.  One  has  to  be  pre- 
pared to  have  the  patient  lie  there  for  about  three 
hours.  He  won’t  be  able  to  walk  right  away. 

Dr.  Gold:  What  about  a smaller  dose? 

Dr.  Ransohoff:  A smaller  dose  does  not  pro- 
duce the  desired  effect.  With  aqueous  prepara- 
tions of  curare,  it  is  apparently  necessary  to  pro- 
duce a peak  effect  which  lasts  about  forty 
minutes.  During  this  time  the  patient  is  too  dizzy 
and  too  diplopic  to  walk  about  comfortably. 

Dr.  Gold:  Are  we  to  conclude  that  one  cannot 
secure  some  relaxation  of  muscle  spasm  by  means 
of  curare  without  making  the  patient  ill  and  un- 
comfortable? 

Dr.  Ransohoff:  That  is  correct.  In  treating- 
acute  shoulder  and  back  pain,  we  hospitalize  the 
patient  and  we  never  use  curare  alone.  We  al- 
ways give  it  in  conjunction  with  physical  therapy. 

Dr.  Travell:  I should  think  that  curare, 
certainly  in  aqueous  solutions,  would  not  be  a safe 
office  medication.  In  the  hospital,  provisions 
exist  for  meeting  emergencies  connected  with  its 
use,  such  as  prostigmine  for  injection  and  some 
means  for  giving  artificial  respiration. 


Dr.  Ransohoff:  That  is  true,  but  it  is  inter- 
esting that  in  our  experience  with  thousands  of 
injections  of  aqueous  curare,  we  have  given  pro- 
stigmine as  an  antidote  only  two  or  three  times  in 
poliomyelitis,  and  I am  not  sure  that  it  was  neces- 
sary in  these. 

Dr.  Carlton  Hunt:  It  should  be  kept  in  mind 
that  the  patient  with  myasthenia  gravis  is  par- 
ticularly sensitive  to  curare,  so  that  the  usual 
therapeutic  dose  may  produce  marked  paresis. 

Dr.  Modell:  Dr.  Hunt,  would  you  say  a few 
words  about  the  mode  of  action  of  curare? 

Dr.  Hunt:  The  smallest  effective  doses  of  cu- 
rare in  mammals  produce  a block  at  the  myoneural 
junction.  In  experimental  animals,  relatively 
huge  doses  also  produce  a block  at  synapses  in  the 
sympathetic  ganglia  and  induce  central  nervous 
system  effects.  Different  muscles  of  the  body  ex- 
hibit differences  in  susceptibility  to  this  drug. 
Studies  in  man  have  shown  that  paralysis  of  mus- 
cles innervated  by  cranial  nerves  results  before 
any  significant  paralysis  is  produced  in  the  so- 
matic musculature  of  the  trunk  and  limbs  and  be- 
fore any  significant  effect  is  produced  in  the  elec- 
tromyograph.  It  should  be  emphasized  that  the 
dose  of  curare  required  to  cause  any  appreciable 
degree  of  general  neuromuscular  block  is  not  far 
below  the  dose  which  causes  paralysis  of  the 
respiratory  muscles. 

Dr.  Modell:  How  do  you  think  it  acts  to  re- 
lieve the  pain  in  poliomyelitis? 

Dr.  Hunt:  It  seems  to  me  most  likely  that  this 
effect  of  curare  is  due  to  its  action  at  the  neuro- 
muscular junction  relaxing  the  spastic  muscles. 
Experimental  studies  show  that  relatively  small 
doses  of  curare  block  neuromuscular  transmission 
of  high  frequency  stimuli  more  readily  than  of  low 
frequency  stimuli. 

Dr.  Travell:  It  seems  to  me  that  the  relief  of 
pain  by  small  doses  of  curare  in  acute  anterior 
poliomyelitis  might  be  the  result,  at  least  in  part, 
of  the  blocking  of  the  sympathetics,  which  is 
known  to  occur  in  these  patients  because  of  the 
cutaneous  vasodilatation  in  the  extremities.  The 
fact  that  very  large  doses  of  curare  are  required  to 
produce  a sympathetic  block  in  the  normal  does 
not  rule  out  the  possibility  that  this  action  may 
play  a role  under  special  conditions. 

Dr.  Cattell:  In  large  doses,  curare  may  have 
some  effect  on  sympathetic  nerve  function  by  its 
action  on  the  ganglia  to  block  conduction.  How- 
ever, it  appears  more  probable  that  the  cutaneous 
dilatation  seen  in  patients  is  due  to  the  release  of 
histamine  from  the  tissues,  which  has  been  shown 
to  occur  experimentally  when  large  doses  of  cu- 
rare are  given  to  animals.  I agree  with  Dr.  Hunt 
that  there  is  a theoretical  basis  for  a greater  effect 
of  curare  in  the  presence  of  muscular  spasm.  In 
such  muscles,  impulses  are  presumably  being  con- 
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ducted  across  the  myoneural  junction  at  a rela- 
tively rapid  rate,  and  such  high  frequency  stimuli 
are  blocked  by  a degree  of  curarization  which  is 
without  effect  on  the  conduction  of  single  im- 
pulses. It,  therefore,  seems  to  me  very  probable 
that  the  relief  of  pain  following  the  administration 
of  curare  in  Dr.  Ransohoff’s  patients  was  medi- 
ated through  a reduction  in  muscle  spasm. 

Dr.  Modell:  Dr.  Hansson,  how  do  you  treat 
painful  spasm  of  skeletal  muscles? 

Dr.  Kristian  G.  Hansson:  In  the  painful 
spasm  of  acute  anterior  poliomyelitis,  application 
of  moist  heat  is  our  treatment  of  choice  at  the  pres- 
ent time.  We  prefer  a therapeutic  tank  with  a 
temperature  of  106  F.  (41.2  C.)  for  one-half  hour 
twice  a day.  This  procedure  is  followed  by  pas- 
sive stretching  to  obtain  the  normal  length  of  the 
muscles.  Another  type  of  painful  spasm  occurs  in 
connection  with  acute  traumatic  conditions,  such 
as  lumbosacral  strains,  sprains,  peritendonitis 
about  the  shoulder,  and  so  forth.  In  these  con- 
ditions, applications  of  heat,  effleurage,  manipu- 
lation, and  stretching  exercises  are  of  benefit. 
However,  whatever  therapeutic  means  are  used  to 
overcome  the  painful  spasm,  it  is  most  important 
to  follow  it  up  by  an  attempt  to  restore  the  normal 
muscle  length. 

Dr.  Travell:  Is  it  also  your  experience  that  in 
the  extremely  painful  forms  of  muscle  spasm  the 
application  of  diathermy  may  sometimes  produce 
an  immediate  exacerbation  of  pain? 

Dr.  Hansson:  When  painful  muscle  spasm  is 
associated  with  an  increased  blood  supply,  as  in 
the  case  of  congestion,  the  use  of  any  form  of  heat, 
either  external  or  internal,  in  the  form  of  dia- 
thermy or  short  wave,  is  indeed  often  followed  by 
an  exacerbation  of  pain.  Under  these  circum- 
stances, the  application  of  cold  in  the  form  of  ice 
bags  is  more  rational  and  may  be  followed  by  re- 
lief of  pain. 

Dr.  Modell:  Stretching  a muscle  in  painful 
spasm  sometimes  relieves  the  pain  and  restores 
the  normal  range  of  motion,  but  then,  at  other 
times,  stretching  does  harm.  Dr.  Liebolt,  would 
you  tell  us  something  about  this? 

Dr.  Frederick  Lee  Liebolt:  The  active  or 
passive  stretching  of  a muscle  in  spasm,  without 
anesthesia,  is  effective  in  relieving  pain  and  re- 
storing motion  in  certain  conditions,  for  example, 
that  which  follows  acute  subacromial  bursitis. 
The  act  of  stretching  such  muscles  gives  rise  to 
pain  during  the  procedure,  but  once  the  spasm  is 
overcome,  the  pain  disappears,  and  the  motion 
becomes  normal.  Passive  and  actual  stretching  of 
muscles  which  have  shortened  to  the  stage  of  con- 
tracture, as  may  be  the  case  in  fractures,  bursitis, 
and  trauma,  is  most  important  and  will  do  no 
harm.  If  the  muscle  is  acutely  inflamed,  however, 
as  in  acute  poliomyelitis,  repeated  active  and  pas- 


sive stretchings  will  prove  quite  harmful,  pro- 
ducing additional  irritation  and  inflammation 
leading  to  fibrosis.  When  the  stage  of  fibrosis  has 
been  reached,  stretching  may  do  more  harm  than 
good.  The  atrophied  structures  have  been  infil- 
trated or  replaced  by  fibrous  tissue,  and,  here, 
manipulation  without  anesthesia  will  simply 
stretch  this  tissue  and  serve  to  stimulate  addi- 
tional fibroblastic  activity;  manipulation,  under 
anesthesia,  will  tear  the  taut  structures,  produce 
hemorrhage,  and  simply  traumatize  the  tissue  fur- 
ther. 

Dr.  Modell:  How  do  you  distinguish  between 
spasm  and  contracture?  What  is  the  difference 
between  spasm  and  spasticity? 

Dr.  Liebolt:  Spasm  is  an  involuntary  mus- 
cular contraction  which  may  be  of  short  or  long 
duration  but  which  is  always  temporary;  con- 
tracture is  an  involuntary  muscular  contraction  of 
long  duration  which,  unless  treated,  is  always 
permanent.  Although  spasm  and  spasticity  are 
sometimes  used  as  synonymous  terms,  I do  not 
consider  them  to  be  the  same,  because  spasm  re- 
fers to  a temporary,  protective,  and  nonpatho- 
logic  state  of  muscular  contraction  without 
changes  in  the  reflexes,  while  spasticity  refers  to  a 
permanent,  nonprotective,  and  pathologic  state  of 
muscular  contraction  associated  with  changes  in 
the  reflexes. 

Dr.  Modell:  Dr.  Wolff,  have  you  treated  any 
patients  with  painful  muscle  spasm  by  psycho- 
therapy? 

Dr.  Wolff:  Muscles  do  contract  as  a part  of  a 
general  state  of  tension  and  apprehension  in  which 
there  is  overalertness  associated  with  quick  move- 
ment and  hurry  in  attempting  to  get  more  done 
than  the  time  or  the  situation  permits.  The  intra- 
venous use  of  sodium  amytal,  0.1  to  0.5  Gm.,  in  a 
few  people  who  have  painful  muscles  and  such  a 
general  tension  state  as  I have  just  mentioned  has, 
occasionally,  in  a dramatic  way  relaxed  the  pa- 
tient and  eliminated  the  pain  for  variable  periods. 
The  long  term  psychotherapy  in  people  who  have 
muscle  contraction  as  part  of  their  reaction  to 
stress  is  as  difficult  as  that  in  patients  with  any 
other  bodily  change  associated  with  life’s  stresses, 
and  I would  say  the  results  are  about  as  good  or  as 
bad. 

Dr.  Travell:  What  degree  of  narcosis  was 
produced  in  the  patients  who  received  sodium 
amytal?  Was  it  a full  anesthetic  dose? 

I)r.  Wolff:  No,  these  patients  were  able  to 
communicate  and  speak.  They  were  half-asleep 
and  unsteady  on  their  feet  at  the  time.  They 
were  able  to  leave  the  table  in  about  an  hour. 

Dr.  Modell:  Would  spinal  anesthesia  or  deep 
ether  anesthesia  have  the  same  effect  in  breaking 
the  cycle  of  painful  spasm  as  the  local  block  meas- 
ures which  you  described? 
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Dr.  Travell:  These  procedures  have  been 
used  successfully.  Dr.  Rovenstine’s  group  at 
Bellevue  is  employing  regional  nerve  block  which 
produces  temporary  muscular  relaxation,  and 
they  report  that  permanent  relief  of  pain  may  fol- 
low. I see  no  reason  why  spinal  anesthesia  could 
not  be  used  in  the  same  way,  but  perhaps  it  entails 
more  risk.  There  are  also  reports  of  patients  who 
were  prepared  for  a disk  or  fusion  operation,  and, 
for  some  reason,  the  anesthetic  had  to  be  discon- 
tinued even  before  a skin  incision  was  made,  but 
their  pain  was  completely  relieved.  Anesthesia 
was  apparently  sufficient  to  interrupt  the  vicious 
cycle  permanently. 

Dr.  Wolff:  Intravenous  procaine  raises  the 
cutaneous  pain  threshold  somewhat.  Is  there 
ever  any  indication  for  that  rather  than  for  aspirin 
by  mouth? 

Dr.  Travell:  I have  had  no  experience  with 
it.  Dr.  Bobb  is  here  from  New  York  Post-Gradu- 
ate Hospital,  and  perhaps  she  would  answer  your 
question. 

Dr.  Audrie  L.  Bobb  : I have  used  intravenous 
procaine  in  three  cases  of  painful  muscle  spasm. 
None  of  these  responded  favorably.  The  group  at 
Post-Graduate  claims  that  the  best  results  with  it 
are  obtained  in  patients  with  osteoarthritis,  but 
this  yields  to  so  many  measures  that  I am  not  sure 
to  what  these  good  results  are  to  be  ascribed. 

Dr.  Travell:  Are  you  still  using  intravenous 
procaine  in  the  type  of  painful  muscle  spasm  we 
are  considering  today? 

Dr.  Bobb:  I have  given  it  up. 

Dr.  Modell:  Could  we  dispose  of  some  of  the 
other  agents  listed  at  the  start  of  the  conference? 

Dr.  Wolff:  Dr.  Comroe  of  the  University  of 
Pennsylvania  tells  me  that,  after  a most  careful 
analysis  of  the  effects  of  prostigmine  in  patients 
with  excessive  muscular  contraction  associated 
with  joint  disease  in  some  instances,  he  has  not 
been  able  to  find  any  evidence  that  prostigmine  is 
therapeutically  useful.  Have  you  any? 

Dr.  Travell:  When  the  reports  on  the  relief  of 
muscle  spasm  by  prostigmine  first  came  out,  I 
used  it  enthusiastically  in  a few  selected  patients 
with  chronic  pain  of  the  type  I have  described. 
The  drug  was  given  parenterally  for  as  long  as  a 
month  or  two,  and  so  far  as  I could  see,  did  not 
relieve  pain  in  these  patients. 

Dr.  Wolff:  How  about  vitamin  E? 

Dr.  Travell:  I listed  vitamin  E because  of  its 
reported  use  in  fibromyositis.  I don't  use  it  rou- 
tinely and  am  not  yet  convinced  that  it  influences 
painful  spasm  of  the  skeletal  muscles. 

Dr.  Modell:  Dr.  Travell,  how  about  quinine? 

Dr.  Travell:  Quinine  is  included  in  this  list 
because  of  its  effect  in  some  cases  of  nocturnal 
calf  cramps.  I have  seen  patients  in  whom  this 
troublesome  phenomenon  was  perfectly  controlled 


by  the  continued  administration  of  10  grains  of 
quinine  sulfate  at  bedtime.  Whenever  the  medi- 
cation was  stopped,  the  cramps  recurred.  It  isn’t 
always  effective,  and  the  largest  tolerated  doses 
may  fail  in  cases  that  are  indistinguishable  from 
those  in  which  it  succeeds. 

Dr.  Wolff:  When  I have  used  it,  the  side- 
effects  of  the  quinine  have  been  so  disagreeable 
that  the  patients  did  not  like  it.  In  myotonia 
congenita,  the  patient  prefers  the  moderate 
cramps  to  the  effects  of  quinine.  I never  tried  it 
in  the  more  painful  states. 

Dr.  Modell:  What  would  you  say  about  nico- 
tinic acid? 

Dr.  Gold:  For  what  purpose?  For  the  hista- 
mine-like, capillary  dilator  action  to  improve  the 
circulation  in  muscle? 

Dr.  Travell:  Yes,  I have  used  it  in  a few 
cases  in  fairly  large  amounts  by  mouth,  up  to  a 
gram  a day,  and  have  not  been  impressed  with  the 
results. 

Dr.  Modell:  Why  is  ammonium  chloride  in- 
cluded in  the  list? 

Dr.  Travell:  In  the  occasional  case,  dramatic 
relief  of  pain  is  secured  by  the  oral  administration 
of  ammonium  chloride,  0.5  to  1.0  Gm.  three  times 
a day.  The  mechanism  is  unknown,  but  it  might 
depend  on  the  production  of  a diuresis  and  with- 
drawal of  fluid  from  the  muscles. 

Dr.  Modell:  In  acute  coronary  thrombosis, 
pain  is  sometimes  unrelieved  by  morphine.  You 
mentioned  that  local  block  might  be  effective 
under  these  circumstances.  When  should  this 
form  of  treatment  be  applied? 

Dr.  Travell:  We  apply  it  whenever  the  ago- 
nizing pain  of  acute  coronary  thrombosis  does  not 
subside  spontaneously.  If  trigger  areas  can  be 
found  in  the  parasternal  or  precordial  regions,  the 
injection  of  one  or  two  of  these  tender  points  may 
terminate  the  pain  at  once  so  that  no  further  anal- 
gesic medication  is  needed.  Just  spraying  the 
chest  with  ethyl  chloride  will  sometimes  accom- 
plish the  same  result. 

Dr.  Modell:  How  long  would  you  wait  before 
you  institute  that  treatment? 

Dr.  Travell:  I would  not  wait  at  all.  The 
minute  I saw  such  a patient  I would  spray  the 
chest  with  ethyl  chloride.  We  have  three  cases  in 
which  the  pain  stopped  at  once  and  did  not  re- 
turn. 

Dr.  Modell:  What  part  of  the  chest  was 
sprayed? 

Dr.  Travell:  The  front  of  the  chest,  especially 
the  sternal  and  parasternal  regions,  and  the  pre- 
cordium.  Special  attention  was  paid  to  discrete 
localized  areas  of  deep  tenderness. 

Summary 

Dr.  Gold:  The  conference  this  afternoon  dealt 
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with  one  of  the  very  common  problems  encoun- 
tered in  practically  every  branch  of  clinical  medi- 
cine, namely,  the  painful  spasm  of  skeletal  mus- 
cles. While  painful  spasm  may  occur  in  practi- 
cally all  muscles  of  the  skeletal  system,  there  are 
certain  groups  especially  prone  to  become  so  in- 
volved, and  these  fall  into  certain  fairly  well-de- 
fined pain  syndromes,  known  by  a variety  of 
names,  such  as  lumbago,  the  frozen  shoulder,  and 
others.  Acute  spasm  in  certain  muscles,  such  as  a 
sudden  severe  cramp  in  the  calf  which  may  awak- 
en a patient  out  of  a sound  sleep,  may  cause  pain 
directly  over  the  area  of  the  knotted  muscle  mass, 
but  on  the  other  hand  many  of  the  cases  present 
more  subtle  problems,  in  that  the  pain  is  referred 
to  an  area  distant  from  the  site  of  the  abnormal 
muscle.  In  order  to  control  these,  it  is  imperative 
to  locate  the  abnormal  muscle  giving  rise  to  the 
referred  pain,  and  in  this  connection  it  was 
pointed  out  that  every  muscle  of  the  body  has  a 
specific  pattern  and  area  of  reference  which  directs 
one  to  the  muscle  in  spasm.  This  muscle  is  identi- 
fied by  the  fact  that  it  possesses  areas  of  deep  ten- 
derness; it  shows  a localized  contraction  when  it 
is  pressed,  and  it  causes  pain  when  it  is  stretched. 
The  hypersensitive  spots  within  these  muscles, 
termed  trigger  areas,  give  rise  to  pain  in  the  refer- 
ence zones,  when  they  are  stimulated  by  pressure, 
cold,  stretching,  or  needling. 

Four  well-defined  technics  were  described  for 
terminating  painful  spasm  in  skeletal  muscles: 
(1)  the  so-called  local  block  methods,  (2)  stretch- 
ing of  muscles  with  or  without  general  anesthesia, 
(3)  curarization,  and  (4)  moist  heat  in  the  form  of 
hot  tubs.  It  was  pointed  out  that  these  are  not 
mutually  exclusive,  and  it  was  emphasized  that 
additional  measures  are  often  imperative  in  order 
to  secure  the  best  immediate  results  as  well  as 
more  lasting  relief  in  problems  of  painful  spasm. 
In  acute  anterior  poliomyelitis,  the  use  of  curare 
not  only  relieves  the  muscle  pain  but  affords  an 
opportunity  for  appropriate  stretching  of  the 
affected  muscles  so  as  to  prevent  chronic  shorten- 
ing and  deformities.  Some  cases  require  salicyl- 
ates and  codeine  as  supplementary  agents. 
Attempts  are  made  to  reach  such  underlying 
causes  as  trauma;  chilling  of  the  body;  chronic 
muscular  strain  resulting  from  hurry,  repetitive 
movements,  poor  posture,  and  incorrect  furniture 
design;  impaired  circulation  as  in  anemia  and 
intermittent  claudication;  low  basal  metabolic 


rate;  tension  and  anxiety  states  which  might 
yield  to  psychotherapy;  chronic  infection,  and 
mechanical  compression  of  nerve  structures. 
There  seems  to  be  some  experience  indicating 
that  certain  vitamins  might  have  a place  in  these 
conditions,  such  as  ascorbic  acid,  nicotinic  acid, 
and  vitamin  E,  and  intravenous  procaine  injec- 
tions have  been  tried. 

While  all  of  these  systemic  approaches  and 
attempts  at  the  control  of  underlying  causes  are  of 
great  importance,  there  remains  the  fact  that  in  a 
large  proportion  of  cases  underlying  organic  dis- 
ease cannot  be  found,  cannot  be  corrected,  or  does 
not  exist,  and  the  further  fact  that  the  most  spec- 
tacular advance  in  the  control  of  these  painful  and 
crippling  skeletal  muscle  states  has  been  made  in 
the  attempts  at  local  relief  of  the  spasm  within  the 
muscle  itself.  The  so-called  local  block  technics 
received  special  attention,  for  these  are  accessible 
to  the  general  practitioner  for  use  in  a wide  vari- 
ety of  cases  which  he  encounters  in  his  office  prac- 
tice and  in  the  hospital.  Their  utility  is  based  on 
the  notion  that  in  many  of  these  painful  spasms, 
a self-sustaining  cycle  of  spasm-pain-spasm,  per- 
sisting long  after  the  precipitating  cause  has 
vanished,  may  be  permanently  abolished  by  an 
interruption  of  a reflex  mechanism.  Of  the  two 
technics,  the  successful  infiltration  of  trigger  areas 
in  muscle  requires  considerable  experience  in  the 
matter  of  localization.  The  successful  application 
of  ethyl  chloride  spray  would  seem  to  require  less 
skill  and  may  well  lend  itself  to  use  by  the  intelli- 
gent patient  himself.  Here,  then,  are  simple 
forms  of  treatment  wherein  a patient  limping  with 
a sprained  ankle  may  walk  off  freely  following  a 
few  sprayings  with  ethyl  chloride,  or  a patient 
barely  able  to  put  on  his  coat  because  of  an 
excruciatingly  painful  frozen  shoulder  may  be 
able  to  swing  his  arm  about  freely  following  a few 
skillfully  placed  injections  of  procaine  or  a few 
sprayings  with  ethyl  chloride,  or  a patient  with 
acute  coronary  thrombosis  and  thoracic  pain 
which  does  not  yield  well  to  morphine  experiences 
prompt  relief  after  a few  applications  of  the  ethyl 
chloride  spray.  Clearly,  not  all  cases  respond, 
and  in  many  the  response  is  slow,  incomplete,  and 
only  temporary,  but  there  are  those  in  whom 
these  simple  measures  provide  relief  from  pain 
and  disability  in  a manner  as  dramatic  as  any 
experience  one  is  likely  to  encounter  in  thera- 
peutics. 


If  one  looks,  one  can  usually  find  a positive  spu-  Routinely  x-raying  all  hospital  admissions  is  not 
turn  sometime  during  the  course  of  bone  tubereu-  only  good  clinical  medicine,  but  it  helps  safeguard 
losis. — Exchange.  hospital  personnel. — Exchange. 
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Afternoon  Session 

2:30  p.m. — “Carcinoma  of  the  Colon  and  Rectum: 
Diagnosis  and  Treatment.”  (Lan- 
tern slides) 

Henry  B.  Sutton,  M.D.,  F.A.C.S., 
Ithaca,  attending  surgeon,  Tomp- 
kins County  Memorial  Hospital  and 
Cornell  University  Infirmary  and 
Clinic 

John  W.  Ilirshfeld,  M.D.,  F.A.C.S., 
Ithaca,  visiting  surgeon  and  re- 
search associate,  Cornell  University 
Infirmary;  formerly  associate  pro- 
fessor of  surgery,  Wayne  University 
College  of  Medicine 

3:30  p.m. — -“Management  of  Hypertension” 

James  Bordley,  III,  M.D.,  F.A.C.P., 
physician-in-chief  and  director, 
Mary  Imogene  Bassett  Hospital, 
Cooperstown ; formerly  associate 
professor  of  medicine,  Johns  Hop- 
kins University,  School  of  Medicine 

4:30  p.m. — “Prepayment  Medical  Plans” — Round- 
table discussion 

Moderator:  Mr.  George  P.  Farrell, 

director,  Bureau  of  Medical  Care 
Insurance,  Medical  Society  of  the 
State  of  New  York 

“Why  Doctor  Participation  Is  Neces- 
sary for  the  Success  of  a Medical 
Care  Plan” 

Carlton  E.  Wertz,  M.D.,  chairman, 
Council  Committee  on  Economics, 
Medical  Society  of  the  State  of  New 
York 


“How  the  Central  New  York  Medical 
Plan  Serves  the  Doctor  and  the 
Public” 

Leo  E.  Gibson,  M.D.,  president,  Cen- 
tral New  York  Medical  Plan 

“Why  Medical  and  Surgical  Care  of 
Utica  Has  the  Largest  Member 
Participation  of  Any  Plan  in  the 
State  in  Relation  to  Blue  Cross  Sub- 
scribers” 

John  F.  Kelley,  M.D.,  vice-president, 
Medical  and  Surgical  Care,  Inc. 


Evening  Session 
7:00  p.m. — Dinner 

Introduction  of  officers  of  the  Medical 
Society  of  the  State  of  New  York 
Address  by  the  President,  Leo  F. 

Simpson,  M.D.,  Rochester 
Remarks  by  Mrs.  Edgar  M.  Neptune, 
president  of  the  Woman’s  Auxiliary 
to  the  Medical  Society  of  the  State 
of  New  York 

8:30  p.m. — “Diabetes  Today” 

Priscilla  White,  M.D.,  F.A.C.P., 

associate  of  Dr.  Elliott  Joslin  at 
New  England  Deaconess  Hospital, 
Boston 

Ladies  will  join  the  members  of  the  Sixth  District 
Branch  for  dinner. 
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Officers — Sixth  District  Branch 

President Charles  L.  Pope,  M.D., 

Binghamton 

First  Vice-President.  . . .Norman  C.  Lyster,  M.D., 
Norwich 

Second  Vice-President.  .Elton  R.  Dickson,  M.D., 
Binghamton 

Secretary Paul  F.  Willwerth,  M.D., 

Montour  Falls 

Treasurer Marshall  Batcher,  M.D., 

Oneonta 


Presidents  of  Component  County  Societies 


Broome Jacob  C.  Zillhardt,  M.D.,  Binghamton 

Chemung.  . . .Arthur  C.  Glover,  M.D.,  Elmira 
Chenango. . . .John  A.  Hollis,  M.D.,  Norwich 

Cortland Robert  H.  Kerr,  M.D.,  Cortland 

Delaware.  . . .Charles  K.  Ives,  M.D.,  Roxbury 

Otsego Edward  J.  Keegan,  M.D.,  Oneonta 

Schuyler Francis  C.  Ward,  M.D.,  Odessa 

Tioga Arthur  J.  Capron,  M.D.,  Owego 

Tompkins. . . .Henry  W.  Ferris,  M.D.,  Ithaca 


Seventh  District  Branch 

Thursday,  September  30,  1948 
Veterans  Administration  Facility 
Canandaigua,  New  York 


Morning  Session 

9:30  a.m. — Motion  pictures,  “Abdominal  Total 
Hysterectomy  and  Perineorrhaphy” 
and  “Subtotal  Gastrectomy  for 
Gastric  Ulcer” 

“A  Practical  Consideration  of  Com- 
moner Endocrinological  Problems 
Encountered  in  General  Medicine” 

Ivan  Hekimian,  M.D.,  associate  pro- 
fessor of  medicine,  University  of 
Buffalo,  School  of  Medicine;  assist- 
ant attending  physician,  Buffalo 
General  Hospital 

“Recent  Advances  in  the  Treatment  of 
Arthritis” 

L.  Maxwell  Lockie,  M.D.,  professor  of 
therapeutics,  University  of  Buffalo, 
School  of  Medicine 

“The  Council  of  Rochester  Regional 
Hospitals:  A Review  of  Its  Two 

Years’  Experience 

Paul  A.  Lembcke,  M.D.,  associate 
director 

1 : 00  p.m. — Luncheon 

Introduction  of  Officers  of  the  Medical 
Society  of  the  State  of  New  York 

Address  by  the  President,  Leo  F. 
Simpson,  M.D.,  Rochester 

Remarks  by  Mrs.  Edgar  M.  Neptune, 
president  of  the  Woman’s  Auxiliary 
to  the  Medical  Society  of  the  State 
of  New  York 

Afternoon  Session 

2:00  p.m. — “Water  Balance  in  Acute  and  Chronic 
Disease” 

Maurice  Bruger,  M.D.,  associate  clini- 
cal professor  of  medicine  and  chief, 
division  of  pathological  chemistry, 
New  York  Post-Graduate  Medical 
School  and  Hospital,  Columbia 
University 


“The  Use  of  Anticoagulants  in  the 
Prevention  and  Treatment  of 
Thrombo-embolic  Complications  of 
Coronary  Occlusion  with  Myocar- 
dial Infarction” 

Charles  D.  Marple,  M.D.,  New  York 
City,  research  fellow  in  medicine, 
Cornell  University,  Medical  College 

Ladies  will  join  the  members  of  the  Seventh  Dis- 
trict Branch  for  dinner. 

The  Executive  Committee  of  the  Seventh  District 
Branch  will  donate  a prize  of  $25  to  that  Woman’s 
Auxiliary  (except  Ontario)  from  which  county  there 
is  the  largest  percentage  of  physicians  registered  at 
this  meeting. 

Officers — Seventh  District  Branch 

President .Kenneth  T.  Rowe,  M.D., 

Hornell 

First  Vice-President.  ..  .George  H.  Gage,  M.D., 
Rochester 

Second  Vice-President.  .Samuel  A.  Munford,  M.D., 
Clifton  Springs 


Secretary Glenn  C.  Hatch,  M.D., 

Penn  Yan 

Treasurer James  J.  Yanick,  M.D., 

Hornell 

Presidents  of  Component  County  Societies 

Cayuga Charles  T.  Yarington,  M.D.,  Moravia 

Livingston.  . .Foster  J.  Hamilton,  M.D.,  Hemlock 

Monroe Ellis  B.  Soble,  M.D.,  Rochester 

Ontario Leon  A.  Stetson,  M.D.,  Canandaigua 

Seneca Charles  M.  Smith,  M.D.,  Waterloo 

Steuben Vrooman  S.  Higby,  M.I).,  Bath 

Wayne James  II.  Arseneau,  M.D.,  Lyons 

^ ates Ralph  H.  Davis,  M.D.,  Penn  Yan 


NECROLOGY 


Nathan  Bernard  Bluestone,  M.D.,  forty-four,  of 
Yorktown  Heights,  died  on  August  25.  Dr.  Blue- 
stone  was  graduated  from  the  University  of  Glasgow 
in  1933.  A former  lieutenant  colonel  in  the  Army, 
he  had  served  in  Europe  with  the  Medical  Corps 
during  World  War  II.  Dr.  Bluestone  was  an 
associate  physician  on  the  staff  of  Peekskill  Hospital 
and  also  served  on  the  staff  of  Northern  Westchester 
Hospital  in  Mt.  Kisco  and  Bellevue  Hospital,  New 
York  City.  Dr.  Bluestone  was  a member  of  the 
American  Medical  Association  and  the  New  York 
State  and  Westchester  County  Medical  Societies. 

Heywood  Hill  Hopkins,  M.D.,  of  Rochester,  died 
on  May  13  at  the  age  of  fifty-two.  Dr.  Hill  received 
his  medical  degree  from  Harvard  Medical  School 
in  1922  and  subsequently  studied  at  New  York 
Hospital  under  Dr.  Eugene  Pool  and  in  Vienna  and 
Paris.  He  settled  in  Rochester  in  1927  where  he 
established  his  practice,  specializing  in  orthopedic 
surgery.  He  was  associated  with  the  staffs  of 
Genesee  Hospital,  Monroe  County  Infirmary,  and 
Strong  Memorial  Hospital.  He  also  served  as  con- 
sultant in  orthopedic  surgery  for  Bath  Memorial 
Hospital  and  Tompkins  Memorial  Hospital,  Ithaca. 
Dr.  Hill  was  a member  of  the  Rochester  Academy 
of  Medicine,  the  Rochester  Pathological  Society, 
the  New  York  State  and  Monroe  County  Medical 
Societies,  the  American  Academy  of  Orthopedics, 
and  the  American  Medical  Association. 

I.  Julius  Martinson,  M.D.,  died  in  his  home  in 
New  York  City  on  August  24.  He  was  seventy-five 
years  old.  Dr.  Martinson  was  graduated  from  the 
University  of  Dorpat  in  1898  and  had  been  a prac- 
ticing physician  in  New  York  since  that  time.  He 
was  a member  of  the  American  Medical  Association 
and  the  New  York  State  and  County  Medical 
Societies. 

Bernard  Joseph  Mulcahy,  M.D.,  Poughkeepsie, 
died  at  his  home  on  August  21  at  the  age  of  thirty- 
five.  Dr.  Mulcahy,  an  eye,  ear,  nose,  and  throat 
specialist,  was  a graduate  of  the  University  of 
Vermont  College  of  Medicine  in  1937.  He  served 
his  internship  at  Vassar  Brothers  Hospital,  Pough- 
keepsie, where  he  served  as  clinical  assistant  in 


ophthalmology  and  otolaryngology  at  the  time  of 
his  death.  He  also  served  as  assistant  physician 
in  ophthalmology  and  otolaryngology  at  St.  Francis 
Hospital,  Poughkeepsie.  Dr.  Mulcahy  was  a flight 
surgeon  with  the  Army  Air  Corps  during  World 
War  II  and  spent  two  of  his  four  years  in  the  armed 
services  in  the  European  Theater.  He  was  a 
member  of  the  American  Medical  Association  and 
the  New  York  State  and  Dutchess  County  Medical 
Societies. 

Charles  Pines,  M.D.,  of  the  Bronx,  died  on  August 
21  at  the  age  of  sixty-five.  Dr.  Pines  was  graduated 
from  New  York  University  and  Bellevue  Hospital 
in  1911.  Dr.  Pines  had  served  on  the  staff  of 
Bellevue  Hospital  for  over  thirty-five  years  and  at 
the  time  of  his  death  was  an  assistant  professor 
there.  He  was  an  assistant  physician  in  derma- 
tology and  syphilology  at  this  hospital,  as  well  as 
on  the  staff  of  Goldwater  Memorial  Hospital,  New 
York  City.  Dr.  Pines  was  a member  of  the  Ameri- 
can Medical  Association,  the  Bronx  Pathological 
Society,  and  the  New  York  State  and  Bronx  County 
Medical  Societies. 

Hanford  Waterfield,  M.D.,  of  New  York  City, 
died  August  18.  He  was  fifty-two.  Dr.  Water- 
field  was  graduated  from  the  College  of  Physicians 
and  Surgeons,  Columbia  University,  in  1933,  and 
interned  at  Fifth  Avenue  Hospital.  A veteran  of 
World  War  I,  he  had  served  on  the  medical  staff  of 
Kings  Park  State  Hospital,  Kings  Park,  Long 
Island,  and  for  a long  time  practiced  in  Hempstead. 
Dr.  Waterfield  had  been  appointed  senior  assistant 
in  Lenox  Hill  Hospital’s  neuropsychiatric  clinic  on 
June  1 and  last  month  was  also  named  assistant 
psychiatrist  at  the  Vanderbilt  Clinic  in  the 
Columbia-Presbyterian  Medical  Center.  He  had 
previously  served  on  the  psychiatric  staffs  of  New 
York  Post-Graduate  Hospital  and  the  Payne- 
Whitney  Clinic  in  the  New  York  Hospital-Cornell 
University  Medical  Center.  Dr.  Waterfield  was  a 
member  of  the  American  Medical  Association,  the 
American  Psychiatric  Association,  the  Long  Island 
Psychiatric  Society,  and  the  New  York  State  and 
County  Medical  Societies. 


COUNTERACT  BARBITURATES 

People  who  take  overdoses  of  the  barbiturate 
sleeping  medicines,  either  by  accident  or  with 
suicidal  intent,  may  in  future  be  saved  by  having  a 
kind  of  tourniquet  put  around  the  middle  of  the 
chest  to  constrict  it.  This  possibility  appears  in  a 
report  by  Drs.  Augustus  C.  P.  Bakos  and  William 
L.  Howell  of  Georgetown  University  School  of 
Medicine  in  the  journal,  Science,  July  9. 

The  barbiturate  sleeping  medicines  affect  the 
breathing  center  in  the  brain.  When  a poisonously 
large  dose  has  been  taken,  breathing  goes  on  only 
through  reflex  drives.  But  at  this  stage,  the  rate  of 


breathing  in  dogs  can  be  increased  by  compression  of 
the  chest,  the  Georgetown  scientists  found.  The 
compression  was  done  with  the  kind  of  cuff  doctors 
use  in  taking  blood  pressure.  This  seemed  to  elicit 
and  maintain  a reflex  from  the  lungs  which  kept  the 
animals  breathing  even  when  the  breathing  center 
in  their  brains  had  been  deadened  by  the  drug. 

Preliminary  observations,  the  scientists  report, 
show  that  the  maneuver  may  be  effective  in  cases  of 
barbiturate  poisoning,  although  not  enough  data 
have  been  obtained  to  be  sure. — Science  News  Letter, 
July  24,  1!>48 
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Medical  Center  Sends  Specialists  Abroad 


IN  KEEPING  with  its  policy  of  promoting  the 
exchange  of  knowledge  and  experience  with  medi- 
cal men  of  foreign  countries,  Columbia-Presby- 
terian  Medical  Center  has  just  sent  five  specialists 
abroad.  On  the  list  of  subjects  to  be  discussed 
with  the  doctors  of  over  a dozen  foreign  countries 
are  obstetrics;  plastic  surgery;  diseases  of  the 
ear,  nose,  and  throat;  immunochemistry,  and  can- 
cer. 

In  the  past,  on  similar  trips,  Medical  Center  doc- 
tors have  carried  important  American  medical 
“know-how”  abroad  and  have  in  turn  brought  back 
the  latest  findings  as  to  new  drugs  and  methods  of 
treatment.  On  such  a trip  in  1936  to  England,  Dr. 
John  Lockwood,  attending  surgeon,  brought  back 
the  first  news  of  the  modern  sulfa  drugs. 

Dr.  Howard  C.  Taylor,  Jr.,  director  of  obstetrics 
and  gynecology  of  the  Presbyterian  Hospital  and 
professor  of  obstetrics  and  gynecology  of  Colum- 
bia’s faculty  of  medicine,  left  this  country  in  July 
with  a group  of  Unitarian  Service  Committee  doc- 
tors for  exchange  of  medical  information  and  experi- 
ence in  Germany.  Dr.  Taylor’s  plans  include  clini- 
cal work  in  Frankfurt,  Berlin,  Gottingen,  Munich, 
Tuebingen,  Freiburg,  and  Heidelberg. 

Dr.  Edmund  P.  Fowler,  Jr.,  director  of  the  oto- 
laryngology service  of  the  Presbyterian  Hospital 
and  professor  of  otolaryngology  of  Columbia  Uni- 
versity’s faculty  of  medicine,  has  flown  to  Oslo, 
Norway.  From  Oslo,  Dr.  Fowler  goes  to  Copen- 
hagen to  present  a paper  before  the  Collegium  Oto- 
laryngologicum,  an  international  “ear,  nose,  and 
tliroat”  group.  Following  this,  he  plans  a trip  to 
Stockholm  for  an  informal  meeting  with  other  doc- 
tors on  the  subject  of  impaired  hearing. 


Dr.  Jerome  P.  Webster,  attending  surgeon  of 
Presbyterian  Hospital  and  professor  of  clinical  sur- 
gery of  Columbia’s  faculty  of  medicine,  has  left  for 
Shanghai,  China,  to  inaugurate  a program  to  de- 
velop the  teaching  of  plastic  surgery  in  that  coun- 
try. The  program  is  under  the  joint  sponsorship  of 
the  American  Bureau  for  Medical  Aid  to  China  and 
the  Commission  on  Medical  Education  of  China’s 
Ministry  of  Education.  Beginning  the  program  on 
October  1,  Dr.  Webster  will  give  an  eight  weeks’ 
course  in  plastic  surgery  at  Shanghai’s  Chungshan 
Hospital.  The  course  will  be  attended  by  surgeons 
from  teaching  faculties  of  all  Chinese  medical  col- 
leges. On  his  arrival  in  China  in  September  Dr. 
Webster  will  deliver  lectures  on  his  specialty  in  Pe- 
king, Canton,  and  Nanking.  Dr.  Webster  is  vice- 
president  and  a director  of  the  American  Bureau  for 
Medical  Aid  to  China. 

Dr.  Michael  Heidelberger,  chemist  of  the  Presby- 
terian Hospital  and  professor  of  biochemistry  of 
Columbia  University’s  faculty  of  medicine,  sails 
soon  for  France  and  Switzerland.  While  abroad, 
he  will  attend  the  Eighth  Congress  of  Biological 
Chemistry  in  Paris  and  will  act  as  a delegate  from 
the  American  Association  for  the  United  Nations 
to  the  World  Federation  of  United  Nations  Associa- 
tions in  Geneva.  Professor  Heidelberger  will  also 
give  lectures  on  biochemistry  and  allied  subjects 
in  various  cities  in  France  and  Switzerland. 

Dr.  Henry  T.  Randall,  assistant  resident  in  sur- 
gery, Presbyterian  Hospital,  will  visit  cancer  re- 
search centers  in  London,  Edinburgh,  Stockholm, 
Paris,  and  other  cities.  The  purpose  of  his  trip  is  to 
investigate  and  report  on  the  latest  trends  in  cancer 
research  and  treatment  in  those  centers. 


Psychiatric  Service  Recommended  as  a 

LEADERS  in  the  field  of  mental  health  have,  for 
many  years,  recommended  the  establishment  of 
a psychiatric  service  as  a vital  part  of  any  well- 
rounded  medical  program  in  general  hospitals.  The 
Hospital  Council  of  Greater  New  York,  recognizing 
the  importance  of  this  objective,  incorporated  such  a 
recommendation  in  its  master  plan  for  hospitals  and 
related  facilities,  according  to  a recent  report  in  its 
Bulletin. 

The  general  hospital  is  the  logical  place  in  which 
to  advance  the  cause  of  psychiatry  in  the  treatment 
of  many  physical  ills  that  are  aggravated  by  mental 
disturbances,  as  well  as  to  treat  purely  psychiatric 
patients,  the  Council  pointed  out. 

Frequently,  when  the  inclusion  of  psychiatry  in 
the  general  hospital  is  discussed,  one  is  left  with  the 
impression  that  a separate  unit  for  the  sole  treat- 
ment of  psychiatric  patients  is  the  first  requirement. 
Good  psychiatric  service  for  general  medical  and 
surgical  patients  may  be  attained  without  the  estab- 
lishment of  separate  unit. 

From  the  prevention  standpoint  this  is  an  impor- 
tant factor.  Dr.  Franklin  G.  Ebaugh,  in  a mono- 
graph prepared  for  the  American  Hospital  Associa- 
tion, points  to  the  tremendous  increase  in  chronic 


Vital  Part  of  General  Hospital  Care 

psychiatric  cases  and  declares,  “It  is  highly  possible 
that  had  many  of  these  been  offered  general  hospital 
psychiatric  care  at  an  early  state  of  their  illness  and 
not  been  neglected,  they  would  never  have  reached 
this  state.” 

He  further  points  out  that,  in  spite  of  the  fact  that 
relatively  few  general  hospitals  have  made  provision 
for  the  care  of  nervous  and  mental  patients,  “Every 
general  hospital  admits  psychiatric  patients  without 
knowing  it  and  they  are  usually  treated  without  any 
consideration  for  the  psychiatric  issues.” 

There  are  certain  advantages  of  a separate  psy- 
chiatric unit  for  the  treatment  of  early  psychiatric 
conditions  in  the  general  hospital.  From  the  pa- 
tient’s point  of  view  there  is  a great  st  igma  in  becom- 
ing a patient  in  a mental  disease  institution.  The 
general  hospital  implies  no  such  stigma,  irrespective 
of  the  illness. 

Treating  the  psychiatric  patient  in  the  general 
hospital  is  also  a very  real  advantage  to  the  com- 
munity in  both  a social  and  an  economic  sense.  By 
early  treatment  of  psychiatric  disorders  many  border- 
line patients  will  be  prevented  from  being  committed 
to  publicly  supported  mental  institutions,  thus 
effecting  tremendous  savings  in  tax  dollars. 
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While  the  development  of  a psychiatric  unit  in  the 
general  hospital  is  an  important  factor  in  the  integra- 
tion of  psychiatry  into  general  medicine,  it  should 
be  pointed  out  that  a psychiatric  service  can  be 
instituted  without  necessarily  setting  up  a separate 
physical  unit  for  psychiatric  patients  only. 

In  these  days  when  hospitals  are  under  scrutiny 
by  the  community,  and  when  the  need  for  psychia- 


tric treatment  is  acute,  and  too  often  unavailable,  a 
combination  of  psychiatric  and  other  medical  forces 
would  do  much  to  bring  about  greater  public  under- 
standing. Furthermore,  it  would  come  nearer  to 
giving  the  community  what  it  wants  and  expects 
from  its  general  hospitals — centers  of  medical  care 
where  the  average  citizen  can  get  good  medical  and 
hospital  service,  irrespective  of  his  illness. 


Grants  Awarded  by  Multiple  Sclerosis  Society 


THE  National  Multiple  Sclerosis  Society  has  an- 
nounced that  it  made  grants  totaling  $77,600  to 
five  medical  institutions  to  conduct  medical  research 
into  the  causes  and  control  of  multiple  sclerosis. 

Ralph  I.  Straus,  president  of  the  society,  said  that 
the  allocation  for  the  new  research  projects  was 
voted  by  the  society’s  board  of  directors.  Included 
in  the  grants  was  a fund  to  establish  the  second  mul- 
tiple sclerosis  research  clinic  to  be  financed  by  the 
society,  at  the  Albany  Hospital,  Albany. 


Neurologists  of  the  Albany  Medical  College  will 
cooperate  with  the  Division  of  Research  and  Labora- 
tories of  the  New  York  State  Department  of  Health 
in  conducting  the  research  program  at  the  clinic. 

The  largest  of  the  grants  went  to  Tulane  Univer- 
sity School  of  Medicine,  New  Orleans.  Other  insti- 
tutions receiving  aid  were  the  Massachusetts  Gen- 
eral Hospital,  Boston;  Cedars  of  Lebanon  Hospital, 
Los  Angeles,  and  the  New  York  University  School  of 
Medicine. 


American  College  of  Surgeons  to  Hold  Hospital  Conference  in  Los  Angeles 


THE  twenty-seventh  annual  Hospital  Standardiza- 
tion Conference  will  be  held  at  the  Biltmore 
Hotel,  Los  Angeles,  from  October  18  to  22,  in  con- 
junction with  the  thirty-fourth  annual  Clinical  Con- 
gress of  the  American  College  of  Surgeons,  according 
to  an  announcement  by  Dr.  Malcolm  T.  Mac- 
Eachern,  associate  director  and  chairman  of  the 
Administrative  Board. 

A galaxy  of  hospital  authorities  from  all  parts  of 
the  United  States  and  Canada  will  participate  as 
speakers  and  discussion  leaders  in  the  five-day  pro- 
gram. The  last  day  of  the  conference,  Friday, 
October  22,  will  be  devoted  to  study  tours  of  hos- 
pitals in  Los  Angeles  and  vicinity  with  the  coopera- 
tion of  the  Southern  California  Hospital  Council,  of 
which  Paul  C.  Elliott,  superintendent,  Hollywood 
Presbyterian  Hospital,  is  president.  The  chairman 
of  the  committee  which  is  assisting  Dr.  MacEachern 
in  planning  the  twelve  sessions  of  the  Hospital 
Conference  at  the  hotel  is  Ritz  E.  Heerman  of  Los 
Angeles,  superintendent  of  the  California  Hospital. 

Among  the  other  well-known  speakers  will  be  Rev. 
John  J.  Flanagan,  S.J.,  St.  Louis,  executive  director 
of  the  Catholic  Hospital  Association;  James 
A.  Hamilton,  Minneapolis,  professor  of  hospital 
administration,  University  of  Minnesota;  Horace 
Turner,  Spokane,  administrator,  Deaconess  Hos- 
pital, and  president  of  the  Association  of  Western 
Hospitals;  Dr.  Herman  Smith,  Chicago,  hospital 
consultant;  Dr.  Curtis  H.  Lohr,  Clayton,  Missouri, 
superintendent  and  medical  director,  St.  Louis 
County  Hospital;  Kenneth  Williamson,  Chicago, 
assistant  director,  American  Hospital  Association; 
Dr.  G.  Otis  Whitecotton,  Oakland,  medical  director, 
Ilighland-Alameda  County  Hospital;  Paul  11. 
Fcsler,  Oklahoma  City,  administrator,  University 


Hospitals;  Dr.  Frank  R.  Bradley,  St.  Louis,  direc- 
tor, Barnes  Hospital,  and  professor  of  hospital 
administration,  Washington  University;  Dr.  Joseph 
Clemmons,  New  York,  medical  director,  Roosevelt 
Hospital,  and  Dr.  Anthony  J.  J.  Rourke,  San  Fran- 
cisco, director,  Lane  and  Stanford  University  Hos- 
pitals. 

Physicians  and  surgeons,  trustees,  nursing  direc- 
tors and  educators,  medical  record  librarians,  and 
many  of  the  other  professions  represented  in  the  hos- 
pital, will  also  address  the  sessions.  “Newer  De- 
velopments in  Medical  Science  and  How  They  Affect 
Hospital  Administrative  Practices”  will  be  dis- 
cussed from  the  standpoints  of  surgery,  medicine, 
pathology,  and  nursing.  The  “Trend  of  Hospitals 
to  Supply  Facilities  and  Services  for  Members  of  the 
Medical  Staff”  will  be  presented  from  three  angles: 
use  of  a staff  office,  use  of  a doctors’  professional 
building  connected  with  the  hospital,  and  use  of  one 
floor  of  the  hospital  for  doctors  to  see  patients. 

A symposium  on  “Current  Medico-Administra- 
tive Advances  in  Hospitals”  will  include  a talk  on 
“Hospitals  and  Anesthetists”  by  Dr.  Henry  K. 
Beecher,  Boston,  ancsthetist-in-chief,  Massachusetts 
General  Hospital.  . Other  meetings  include  a joint 
session  with  the  American  Association  of  Medical 
Record  Librarians,  a joint  session  for  hospital  trus- 
tees, physicians,  and  administrators,  a round  table 
conference  on  problems  of  the  small  hospital  in 
maintaining  acceptable  standards,  a public  relations 
breakfast  conference,  a forum  on  trends  in  hospital 
administration,  and  a panel  discussion  on  “Nursing 
the  Patient,”  at  which  the  first  speaker  will  be 
Pearl  Mclver  of  Washington,  president,  American 
Nurses’  Association,  and  director  of  Public  Health 
Nursing,  U.S.  Public  Health  Service. 
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Regulations  Given  for  Hospitals 

IN  A letter  sent  to  all  voluntary  hospitals  in  New 
York  City,  the  Hospital  Council  of  Greater  New 
York  stated  that  all  applications  which  are  to  be 
considered  for  funds  allocated  during  the  first  two 
years  of  the  State  Hospital  Plan  should  be  for- 
warded to  the  Hospital  Council  not  later  than 
September  30,  1948. 

It  was  explained  that  “the  State  Hospital  Survey 
and  Planning  Commission  is  most  anxious  to  set  up 
its  program  for  the  first  two  years  of  construction  at 
an  early  date.  The  State  regulation  provides  for  a 
period  of  sixty  days,  after  solicitation  of  sponsors, 
for  filing  of  application  for  current  funds.” 

The  Hospital  Council,  as  the  official  agent  for  the 
State  Commission,  pointed  out  that  “only  Part  I of 
the  application  is  required  by  that  date.  Part  I,” 
the  Council  continued,  “is  a preliminary  request  and 
does  not  require  detailed  plans  of  the  project.  Proj- 
ects which  are  not  advanced  to  that  stage  will  be 
considered  for  subsequent  years’  allocations.” 

“The  first  two  years’  funds,”  the  Council  went  on 
to  say,  “cover  the  period  beginning  July  1,  1947,  and 
ending  June  30,  1949.  The  contract  (Part  IV  com- 
pleted) for  projects  utilizing  funds  for  the  first  year 


Participating  in  Federal  Program 

of  the  program  must  be  awarded  by  June  30,  1949, 
and  those  for  the  second  year  of  construction  by 
June  30,  1950.  Ample  time  is  therefore  allowed  for 
the  completion  of  detailed  plans.” 

The  letter  stated  that  “all  of  the  projects  in  New 
York  City  will  be  considered  as  special  projects, 
since  the  law  was  primarily  enacted  to  help  rural 
areas.  The  Council  has  considered  the  need  for 
facilities  for  premature  infants  as  most  needed 
throughout  the  City,  also  that  general  care  beds  are 
most  urgently  needed  in  the  Borough  of  Queens. 
These  two  types  of  facilities  have  been  given  a high 
priority  by  the  Council,  and  the  State  has  indicated 
that  a fair  proportion  of  the  funds  might  be  avail- 
able for  such  projects. 

It  was  pointed  out  that  “special  projects  which 
incorporate  facilities  for  long-term  illness,  mental 
disease,  tuberculosis,  or  communicable  diseases,  into 
the  general  hospital  will  receive  special  considera- 
tion, although  the  available  funds  are  exceedingly 
limited.” 

The  letter  informed  the  voluntary  hospitals  that 
the  staff  of  the  Hospital  Council  will  be  available  to 
assist  them  in  this  matter. 


Births  in  Hospitals  Increase  in  Eleven  Years 

THE  United  States  Public  Health  Service  re-  number  of  births  not  attended  by  physicians 
ported  in  August  that  tremendous  progress  has  dwindled  just  as  sharply, 
been  made  in  the  last  eleven  years  toward  improv-  In  1946,  82.4  per  cent  of  all  live  births  occurred  in 


ing  the  conditions  under  which  American  babies  are 
born. 

The  agency  reached  that  conclusion  by  comparing 
vital  statistics  for  1946,  the  most  recent  year  for 
which  a complete  report  is  available,  and  1935,  the 
first  year  in  which  full  figures  were  kept.  During 
the  eleven-year  period  the  percentage  of  babies 
delivered  in  hospitals  more  than  doubled.  The 


Blue  Cross  Plan  Adds 

BLUE  Cross  hospital  service  plans  now  have  an 
enrollment  of  31,210,819  in  the  United  States 
and  Canada.  A growth  of  964,926  new  members  in 
the  second  quarter  of  1948,  the  Blue  Cross  Commis- 
sion of  the  American  Hospital  Association  announced 
in  August. 

Associated  Hospital  Service,  New  York,  led  all 
other  plans  with  a second-quarter  growth  of  131,286 
new  members.  Michigan  Hospital  Service,  Detroit, 


NEWS 

Establishment  of  a medical  center  to  provide  free 
treatment  for  30,000  employes  of  150  New  York 
City  hotels  has  been  announced  by  the  Hotel  As- 
sociation of  New  York  City  and  the  New  York  Hotel 
Trades  Council. 


Otsego  County  needs  more  than  twice  its  present 
total  of  hospital  beds,  Dr.  John  J.  Bourke,  Albany, 


hospitals.  In  1935,  the  proportion  was  36.9  per 
cent.  The  number  of  deliveries  attended  by  physi- 
cians outside  of  hospitals  was  12.2  per  cent  of  the 
total  in  1936;  50.6  per  cent  in  1935. 

Only  5.4  per  cent  of  the  1946  births  were  attended 
by  midwives  or  other  nonphysicians.  In  1935,  12.5 
per  cent  of  America’s  babies  arrived  without  a doc- 
tor’s aid. 


964,926  New  Members 

was  second  with  68,312  new  members,  and  Connecti- 
cut Hospital  Service,  Inc.,  New  Haven,  was  third 
with  62,868. 

Rhode  Island  leads  all  states  in  participation  on  a 
percentage  basis,  with  68  per  cent  of  its  population 
enrolled. 

Of  the  total  membership,  29,016,080  participants 
are  in  the  United  States  (including  Puerto  Rico)  and 
2,194,739  in  Canada. 


NOTES 

executive  director  of  the  State  Joint  Hospital  Survey 
and  Planning  Commission,  told  medical  and  hos- 
pital leaders  in  Oneonta  at  a July  open  forum  meet- 
ing. 

Dr.  Bourke  said  his  visit  was  to  remind  county 
residents  of  their  opportunity  for  Federal  and  State 
aid  in  establishing  a coordinated  program  for  improv- 
ing public  health  work,  and  providing  better  medical 
service  and  hospital  care,  lie  said  Fox  Hospital, 
Oneonta,  and  Bassett  Hospital,  Cooperstown,  have  a 
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total  of  157  general  beds,  whereas  the  county  needs 
360 — 280  general  beds  and  80  for  chronic  disease 
patients. 

The  group  in  attendance  voted  to  push  the  matter 
by  expanding  a joint  committee  of  Otsego  County 
Medical  Association  and  Otsego  County  Tuberculo- 
sis and  Public  Health  Association. 


United  Hospital,  Mamaroneck,  has  arranged  to 
install  entirely  new  and  up-to-date  heat-pressure 
sterilizing  units  throughout  the  institution,  accord- 
ing to  an  announcement  today  by  Superintendent 
Richard  C.  Leavitt.  This  development  is  part  of  the 
hospital’s  rehabilitation  program  and  follows  closely 
the  re-equipping  of  the  x-ray  department  and  the 
perfecting  of  the  pathology  laboratory. 


Plans  are  being  made  for  the  establishment  of  a 
school  for  handicapped  children  at  Bowne  Memorial 
Hospital,  Poughkeepsie,  according  to  an  announce- 
ment by  Dr.  James  E.  McCambridge,  president  of 
the  board  of  education.  The  school  was  recom- 
mended by  the  Dutchess  County  Medical  Society. 


Albany  Hospital,  Albany,  has  been  established  as 
the  site  of  a new  research  clinic  for  the  investigation 
of  causes  and  controls  of  multiple  sclerosis.  The 
new  clinic,  opened  in  August,  will  operate  from 
9:00  a.m.  until  noon  every  Monday. 


A new  wing  is  being  added  to  Westfield  Memorial 
Hospital,  Westfield,  this  fall.  It  is  to  be  fireproof 
and  consists  of  a basement  and  one  story. 


An  expansion  program  that  will  boost  the  capac- 
ity of  Wilson  Memorial  Hospital,  Johnson  City,  to 
about  480  beds  will  begin  in  September,  according  to 
a recent  announcement  from  the  hospital. 

Among  other  points  involved  in  the  expansion,  the 
addition  to  the  east  wing  will  provide  space  for  the 
construction  of  new  and  larger  kitchen  facilities  in 
the  basement;  permit  major  expansion  of  the  hos- 
pital’s outpatient  department  now  housed  in  the 
southern  portion  of  the  wing’s  ground  floor;  permit 
the  hospital  to  comply  with  recent  orders  of  the  State 


Health  Department  affecting  nursery  facilities.  The 
maternity  ward  now  on  the  wing’s  fourth  floor  will 
be  expanded  substantially  and  will  provide  for  a 
much  larger  pediatric  division  on  the  fifth  floor  of 
the  structure. 

Details  of  the  program,  which  has  been  under 
study  by  hospital  officials  for  several  years,  were  an- 
nounced by  Robert  L.  Eckelberger,  hospital  adminis- 
trator. 


Lourdes  Hospital,  Binghamton,  is  planning  to 
install  a department  of  cardiology  that  will  greatly 
increase  the  institution’s  facilities  for  combating 
heart  disease,  according  to  a recent  announcement 
by  Dr.  Ralph  J.  McMahon,  chief  of  staff. 


Members  of  the  medical  profession  are  invited  to 
attend  the  departmental  conferences  and  demon- 
strations to  be  held  at  Mount  Sinai  Hospital,  New 
York  City,  during  September.  Those  scheduled 
are:  Neuropathic  demonstrations,  9:30  a.m., 

September  20;  Dr.  Oppenheimer’s  urologie  grand 
rounds,  9:10  a.m.,  September  21;  Dr.  Garlock’s 
surgical  grand  rounds,  9:00  a.m.,  September  23: 
pediatric  conference,  9:30  a.m.,  September  23; 
oral  surgical  and  pathologic  conference  4:00  p.m., 
September  24;  neuropathic  demonstrations,  9:30 
a.m.,  September  27;  Dr.  Oppenheimer’s  urologie 
grand  rounds,  9:10  a.m.,  September  28;  siminar  on 
medical  history,  8:30  p.m.,  September  28;  Dr. 
Garlock’s  surgical  grand  rounds,  9:00  a.m., 

September  30;  pediatric  conference,  9:30  a.m., 
September  30;  medical  and  surgical  conference, 
10:30  a.m.,  September  30. 


The  Brooklyn  Jewish  Home  for  Convalescents, 
Far  Rockaway,  Queens,  received  its  first  patients  in 
August.  The  100-bed  institution,  designed  to  serve 
the  entire  city,  will  be  open  only  to  men  and  women 
without  means.  Applications  have  been  received  in 
large  numbers  from  individuals,  hospitals,  physi- 
cians, and  social  work  agencies  in  behalf  of  patients 
in  need  of  rest,  fresh  air,  and  nursing  care.  The 
applications  should  be  made  to  the  home’s  Brooklyn 
headquarters  at  130  Clinton  Street.  Latest  ad- 
vances and  equipment  for  handling  postoperative 
and  convalescent  patients  are  provided  in  the  build- 
ing, for  which  formal  dedication  exercises  will  be 
held  some  time  in  September. 


PERSONALITIES 


Appointed 

Dr.  Martin  R.  Steinberg,  formerly  on  the  faculty 
of  the  Graduate  School  of  Medicine,  University  of 
Pennsylvania,  and  since  1945  assistant  director  of 
Mount  Sinai  Hospital,  as  director  of  the  hospital, 
succeeding  Dr.  Joseph  Turner,  director  of  Mount 
Sinai  since  1928,  who  has  been  named  consultant  to 
the  board  of  trustees.  ..As  full-time  radiologist  at 
Wyoming  County  Community  Hospital,  Warsaw, 
Dr.  Molvin  S.  Martin,  radiologist  at  Binghamton 
City  Hospital  since  May,  1947.  . .Earle  11.  Daniel, 
formerly  prosthetic  specialist  for  the  medical  re- 


habilitation division  of  the  Veterans  Administra- 
tion, Washington,  D.C.,  as  chief  of  the  prosthetic 
service,  Institute  of  Rehabilitation,  New  York 
University-Bellevue  Medical  Center. 

As  officers  of  the  medical  board  of  Southampton 
Hospital:  president,  Dr.  John  H.  Nugent,  South- 
ampton; vice-president,  Dr.  Victor  K.  Young, 
Riverhead;  secretary,  Dr.  Emma  Bellows,  South- 
ampton; chief  of  surgery,  Dr.  David  H.  Hallock, 
Southampton;  chief  of  medicine,  Dr.  LeRoy  II. 
Davis,  Westhampton  Beach;  chief  of  obstetrics, 
Dr.  S.  R.  Jagger,  Westhampton  Beach. 
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Tuberculosis  Group  Enlists  Foreign  Language  Press 


DR.  KENDALL  EMERSON,  president  of  the 
New  York  Tuberculosis  and  Health  Association, 
New  York  City,  has  announced  the  formation  of  a 
Foreign  Language  Press  Committee  to  aid  the 
Association  in  its  health  education  and  public  rela- 
tions program.  The  new  group,  believed  to  be  the 
first  of  its  kind  in  the  country  organized  to  assist  a 
health  organization  on  a permanent  basis,  will  be 
headed  by  Sigmund  Gottlober,  director  of  the 
American  Foreign  Language  Press. 

“Foreign  language  newspapers  published  in  New 
York  have  an  aggregate  circulation  of  close  to  a 
million,”  Dr.  Emerson  said,  “and  it  has  been  felt  fox- 
some  time  that  this  important  group  of  publications 
should  be  enlisted  in  the  campaign  to  eradicate 
tuberculosis  and  to  make  New  York  generally  a 
healthier  city  in  which  to  live.” 


In  addition  to  Mr.  Gottlober  as  chairman,  and  Dr. 
Herbert  R.  Edwards,  executive  director  of  the  New 
York  Tuberculosis  and  Health  Association,  and 
Frederick  Hodgson,  public  relations  director,  as 
ex-officio  members,  the  new  committee  will  include 
as  membeis  Dr.  Charles  Foeldy,  of  the  Amerikai 
Magyar  Nepszava;  Andrew  J.  Valuchek,  of  the 
New  Yorksky  Dennik;  Mark  Weinbaum,  Novoye 
Russkoye  Slovo;  George  Generalis,  Greek  National 
Herald;  Julio  Garzon,  La  Prensa;  Dr.  Richard  Van 
Dyck,  Aufbau,  and  Mrs.  Kathe  Vordtriede,  Staats 
Zeitung. 

The  committee,  Dr.  Emerson  said,  will  be  a con- 
tinuing body  and  will  not  only  function  in  fund 
raising  but  will  carry  on  year-round  work  on  behalf 
of  health  education,  tuberculosis  case-finding,  re- 
habilitation and  other  projects. 


Extension  Courses  for  Army  Nurses 


THE  Army  Nurse  Corps  has  announced  that,  ixx 
connection  with  its  expanded  educational  pro- 
gram,  extension  courses  are  now  available  to  Re- 
serve nurses,  covei'ing  a variety  of  topics  in  military 
orientation  and  hospital  administration. 

At  the  Medical  Field  Service  School,  Fort  Sam 
Houston,  Texas,  Major  Margaret  E.  Harper  and 
Captain  Ruth  M.  Stoltz  have  been  assigned  to  pre- 
pare subcourses  to  the  extension  series  which  are 
especially  designed  to  appeal  to  nurses  and  to  fit 
their  professional  needs.  These  are  now  ready. 


The  Army  Nurse  Corps  is  currently  urging  all  Re- 
serve nurses  to  investigate  the  subject  possibilities 
of  the  various  subcourses  and  to  apply  without  de- 
lay. Especially  recommended  are  those  available  in 
military  orientation. 

Interested  Reserve  nurses  should  address  in- 
quiries to  the  Dii-ector,  Medical  Field  Service  School, 
Brooke  Army  Medical  Center,  Ft.  Sam  Houston, 
Texas,  or  to  the  Unit  Instructor,  Organized  Reserve 
Corps,  in  their  area,  for  information  about  these 
courses. 


Funds  Made  Available  for  Scientific  Research  on  Alcoholism 


THE  third  grant  made  this  year  for  research  on  the 
problems  of  alcoholism  by  the  Research  Council 
on  Problems  of  Alcohol  has  been  made  public  by 
Joseph  Hirsh,  acting  director  of  the  Council.  He 
announced  that  the  grant  of  almost  $5,000  was  being 
made  available  to  the  Chicago  Committee  on  Alco- 
holism for  the  conduct  of  research  work  in  one  of  the 
leading  institutions  in  Chicago.  Announcement  of 
the  exact  location  and  nature  of  the  research  project 
to  be  undertaken  will  be  made  at  a later  date  bv  Dr. 
A.  J.  Carlson,  professor  emeritus  of  physiology, 
University  of  Chicago,  and  president  of  the  Research 
Council  on  Problems  of  Alcohol. 


The  funds  for  this  research  project  were  part  of  a 
larger  sum  underwritten  this  past  winter  and  spring 
by  the  citizens  of  Chicago  for  research  throughout 
the  nation.  This  was  the  first  public  fund  raising 
campaign  to  support  research  in  this  field. 

Mr.  Hirsh  reported  that  previous  grants  this  year 
for  investigation  into  the  problems  of  alcohol  and 
compulsive  drinking  made  by  the  Research  Council 
were  to  the  Cornell  University  Medical  College  of 
the  New  York  Hospital,  $30,000,  underwriting  the 
second  year  of  a five-year  pi-oject,  and  $20,000  to 
New  York  University  College  of  Medicine-Bellevue 
Hospital. 


Childhood  Diseases  Take  Fewer  Lives  in  New  York  State 


A DROP  in  deaths  caused  by  childhood  diseases 
was  balanced  in  the  State  during  the  first  six 
months  of  1948  by  a rise  in  deaths  caused  bv 
afflictions  of  middle  and  old  age,  the  State  Health 
Department  has  reported. 

The  department  announced  that  the  death  rate  of 
11.6  for  each  1,000  population  was  “approximately 
the  same”  as  that  recorded  for  the  same  half-year 
of  1947.  But  many  individual  variations  showed  up. 
New  high  mortality  levels  were  set,  the  depart- 


ment reported,  in  heart  disease,  with  a mortal- 
ity of  458.3  for  caclx  100,000;  cancer,  with  a rate 
of  180;  cirrhosis  of  the  liver,  17.6,  and  dia- 
betes, 45.1. 

Balancing  these  were  new  lows  recorded  for 
whooping  cough,  cause  of  22  fatalities  in  the  State; 
streptococcal  sore  throat,  cause  of  14  deaths,  and 
diarrhea  and  enteritis,  which  killed  134  children 
under  two  years  old,  but  set  a new  low  death  rate  of 
0.5  for  each  1 ,000  children. 
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National  Drive  Begun  to  Spur  V.D.  Education 


ANATION-wide  educational  drive  to  wipe  out 
syphilis  and  gonorrhea  by  persuading  the  public 
to  take  blood  tests  and  physical  examinations  was 
started  in  August  by  the  United  States  Public 
Health  Service. 

Latest  public  health  estimates  are  that  between 
175,000  and  200,000  persons  contact  syphilis  annu- 
ally and  that  about  five  times  that  number  become 
infected  with  gonorrhea.  In  the  United  States  at 
present,  it  was  said,  3,000,000  persons  are  suffering 
from  syphilis  in  some  stage. 

Dr.  Leonard  A.  Scheele,  Surgeon  General  of  the 
United  States  Public  Health  Service,  in  a press  con- 
ference in  New  York  City,  disclosed  that  a series  of 
fourteen  radio  transcriptions  have  been  prepared  for 
free  distribution  to  radio  stations  throughout  the 
United  States. 

The  transcriptions  were  prepared  by  the  Colum- 
bia University  radio  program  bureau  for  the  Public 
Health  Service.  Among  the  points  emphasized  by 


Dr.  Scheele  and  physicians  associated  with  him  in 
the  Public  Health  Service  were : 

That  in  most  cases  syphilis  can  be  cured  in  eleven 
days,  during  which  time  the  patient  may  continue 
his  regular  work,  and  that  gonorrhea  can  often  be 
cleared  up  by  a single  injection.  Before  the  develop- 
ment of  penicillin,  treatment  of  syphilis  took  about 
eighteen  months  and  as  a result  only  20  per  cent  of 
the  persons  being  treated  completed  the  full  course 
of  treatments. 

The  radio  progr  ams  emphasize  the  danger  to  the 
community,  individuals,  and  even  to  unborn 
children  when  venereal  diseases  are  not  treated. 

Participating  in  the  press  conference  with  Dr. 
Scheele  were  Dr.  E.  Gurney  Clark,  professor  of 
epidemiology,  school  of  public  health,  Columbia 
University;  Dr.  Theodore  Bauer,  in  charge  of  the 
venereal  disease  section  of  the  Public  Health  Service, 
and  Dr.  C.  L.  Williams,  chief  of  the  Bureau  of  State 
Service  of  the  Public  Health  Service. 


Officer  Rank  Open 

CIVILIANS,  possessing  either  professional  or 
technical  qualifications  which  are  critically 
essential  and  immediately  adaptable  to  the  needs  of 
the  Army,  may  get  direct  appointments  in  the 
Officers’  Reserve  Corps,  according  to  a new  policy 
outlined  in  August  by  the  Department  of  the  Army. 

Commissioning  of  specialists  is  intended  to  pro- 
vide a continuing  source  of  officers  experienced  in 
fields  in  which  it  is  not  feasible  or  economical  for  the 
Army  to  give  training.  The  establishment  of  stand- 
ards under  the  new  policy  now  opens  the  way  for 
those  who  previously  applied  for  direct  commission 
in  specialist  fields  to  resubmit  their  applications. 

Such  specialties  as  medical  and  allied  sciences,  art- 
work, dietetics,  dramatics,  laundry  and  dry  cleaning, 
various  branches  of  engineering,  motion  picture 
production,  printing,  and  submarine  diving  are  in- 
cluded in  a list  of  75  varied  fields. 

Men,  as  well  as  women,  who  may  be  commissioned 
under  the  program,  will  bring  to  the  Army  the 
value  of  their  civilian  training  and  will  subsequently 
gain  a knowledge  of  military  procedures.  Indi- 
viduals, without  prior  military  service,  will  be  re- 
quired to  meet,  within  a reasonable  length  of  time, 
the  minimum  military-training  requirements  es- 
tablished to  maintain  a commission  in  the  grade  and 


in  ORC  to  Experts 

section  in  which  appointed,  and  in  their  mobiliza- 
tion assignment. 

In  addition  to  specific  schooling  or  experience  in 
any  of  the  above  fields,  applicants  for  direct  appoint- 
ments must  be  at  least  twenty-one  years  old, 
citizens  of  the  United  States  by  birth  or  naturaliza- 
tion, must  have  an  Army  intelligence  score  of  110  or 
higher,  physically  qualified,  with  some  waivers,  and 
at  least  a bachelor’s  degree.  Some  special  fields  re- 
quire only  a high-school  education  or  equivalent 
preparatory  school  education. 

Age  maximums  and  educational  or  experience 
minimums  are : second  lieutenants,  thirty  years  with 
four  years  college  or  experience;  first  lieutenants, 
thirty-three  years  with  seven  years  college  or  ex- 
perience; captains,  thirty-seven  years  with  at  least 
eleven  years  college  or  experience;  majors,  forty-five 
years,  with  at  least  sixteen  years  college  or  experi- 
ence; lieutenant  colonels,  fifty-one  years,  with  at 
least  twenty-one  years  college  or  experience;  and 
colonels,  fifty-five  years,  with  at  least  twenty-six 
years  college  or  experience. 

In  the  First  Army  area,  correspondence  may  be 
directed  to  the  Headquarters,  New  York-New 
J ersey-Delaware  Military  District  at  90  Church 
Street,  New  York  City. 


Occupational  Therapy  Association  Meets 


MORE  than  500  leaders  in  the  field  of  occupational 
therapy,  representing  every  section  of  the 
United  States,  participated  in  the  31st  Annual 
Convention  of  the  American  Oceupat  ional  Therapy 
Association  at  the  Hotel  Pennsylvania,  in  New  York 
City,  September  7 to  11.  The  Association  has 
approximately  3,000  members  professionally  en- 
gaged in  rehabilitation  activities. 

Among  the  speakers  presenting  papers  were: 
Dr.  Howard  Rusk,  chairman  of  the  Department  of 
Rehabilitation  and  Physical  Medicine,  Bellevue- 
New  York  University  College  of  Medicine;  Mr. 


Holland  Hudson,  director  of  the  Rehabilitation 
Service,  National  Tuberculosis  Association;  Dr. 
Luther  Woodward,  field  consultant  to  the  National 
Committee  for  Mental  Hygiene,  and  Dr.  Leland  E. 
Hinsie,  assistant  director,  New  York  State  Psychi- 
atric Institute. 

On  September  10  and  11,  a teaching  Institute 
presented  recent  developments  and  technics  in  the 
treatment  of  neuropsychiatric  conditions.  Various 
trips  to  hospitals  and  other  institutions  in  New  York 
City  and  surrounding  areas,  on  September  9 and  10 
were  arranged  for  those  attending  the  Convention. 
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$77,600  in  Grants  Made  for  Sclerosis  Research 


THE  National  Multiple  Sclerosis  Society  has  made 
grants  totalling  $77,600  to  five  medical  institu- 
tions to  conduct  medical  research  projects  into  the 
causes  and  control  of  multiple  sclerosis,  it  was  an- 
nounced in  August  by  Ralph  I.  Straus,  president  of 
the  Society.  The  causes  of  this  crippling  disease,  the 
No.  1 neurologic  problem  of  the  present  time, 
which  attacks  the  central  nervous  system  and  which 
incapacitates  thousands  of  young  people  in  the  prime 
of  life,  are  not  known. 

Included  in  these  grants  is  a fund  to  establish  the 
second  multiple  sclerosis  research  clinic  to  be 
financed  by  the  Society.  This  clinic  was  opened  at 
the  Albany  Hospital,  Albany,  New  York.  Neurolo- 
gists of  the  Albany  Medical  College  will  cooperate 
with  the  Division  of  Research  and  Laboratories  of 
the  New  York  State  Department  of  Health  in  con- 
ducting the  research  program  at  the  clinic. 

The  largest  of  the  grants  for  research  will  go  to 
Tulane  University  School  of  Medicine,  New  Orleans, 
Louisiana,  to  finance  a three-year  study  of  the  pos- 
sible relationship  between  virus  infection  and  the 
process  of  demyelination,  which  is  characteristic  of 
the  disease,  in  which  the  myelin,  or  fatty  sheath  of 
the  nerves,  is  dissolved  and  replaced  by  sclerotic 
tissue.  During  the  progress  of  multiple  sclerosis, 
the  nerve  lesion  becomes  more  severe  and  the  result- 
ing scar  tissue  eventually  prevents  the  passage  of 
nerve  impulses.  A progressive  paralysis  results. 


What  causes  this  damage  to  the  central  nervous 
system  has  thus  far  eluded  medical  science.  Clinical 
observation  of  demyelinating  diseases  in  humans  sug- 
gests the  possibility  that  some  relation  may  exist  be- 
tween virus  infection  and  myelin  destruction. 

Another  grant  voted  by  the  Society  will  go  to  the 
Massachusetts  General  Hospital,  in  Boston,  Massa- 
chussets,  for  a two-year  project  that  will  be  devoted 
to  basic  research  in  myelin  degradation.  Cedars  of 
Lebanon  Hospital,  Los  Angeles,  California,  re- 
ceived a grant  for  an  investigation  of  the  behavior  of 
the  blood-clotting  mechanism  in  multiple  sclerosis. 

The  fifth  grant  was  made  to  the  New  York  Uni- 
versity School  of  Medicine  for  a study  of  psychologi- 
cal factors  in  multiple  sclerosis.  Leading  medical 
institutions  in  New  York  will  cooperate. 

The  voting  of  grants  for  the  above  five  medical  re- 
search projects  brings  to  seven  the  number  of  proj- 
ects into  the  causes  of  multiple  sclerosis  which  have 
been  financed  by  the  National  Multiple  Sclerosis 
Society,  with  headquarters  in  the  New  York  Acad- 
emy of  Medicine  Building,  New  York  City,  since  its 
formation  in  October,  1946,  less  than  two  years  ago. 

In  June,  1947,  a grant  of  $64,350  was  made  to 
Columbia  University  for  a three-year  study  in  the 
field  of  allergy.  The  first  multiple  sclerosis  research 
clinic  of  the  Society  was  established  in  March,  1948, 
in  Boston,  Massachusetts,  as  a joint  project  of  the 
Beth  Israel  and  Boston  State  Hospitals. 


Immunization  High  in  Westchester 


WESTCHESTER  stands  first  among  the  coun- 
ties of  the  State  in  percentage  of  preschool  age 
children  who  have  been  immunized  against  diph- 
theria, according  to  word  received  by  Dr.  E.  A.  Lane, 
head  of  the  Communicable  Diseases  Division  of  the 
Westchester  Health  Department,  from  the  State 
Department  of  Health. 

For  years,  Westchester  has  been  in  second  place, 
exceeded  only  by  much  smaller  Columbia  County. 
Last  year,  Columbia  led  with  a mark  of  83  per  cent. 
This  year  Westchester  scored  a mark  of  87  per  cent 
immunizations,  while  Columbia  dropped  to  78  per 
cent. 

Health  Commissioner  William  A.  Holla  and  Dr. 
Lane  expressed  satisfaction  with  the  progress  that 


has  been  made  in  the  immunization  campaign,  and 
pointed  out  the  current  mark  is  particularly  signifi- 
cant as  Westchester  is  listed  as  having  more  than 
15,000  children  in  the  group  in  the  area,  excluding 
municipalities  of  over  10,000  population,  a number 
exceeded  only  by  Erie,  Nassau,  and  Suffolk  counties, 
and  more  than  seven  times  the  estimated  approxi- 
mately 2,000  children  in  that  group  in  Columbia. 

Six  Westchester  municipalities  of  over  10,000 
population  in  the  county  health  district  attained 
honor  roll  ranking,  Dr.  Lane  said.  Such  ranking  is 
given  if  70  per  cent  or  more  of  the  preage  children 
have  been  immunized.  The  honor  communities  are 
Mamaroneck,  Ossining,  Peekskill,  Port  Chester, 
Scarsdale,  and  White  Plains. 


Society  for  Crippled  to  Hold  November  Meeting  in  Chicago 


THE  twenty-eighth  annual  convention  of  the 
National  Society  for  Crippled  Children  & Adults, 
Inc.,  will  be  held  at  the  La  Salle  Hotel,  Chicago, 
November  15  to  17. 

Many  outstanding  speakers  in  the  fields  of  medi- 
cine, health,  and  education  will  be  on  hand  to  pre- 
sent facts  on  progress  in  work  with  the  handicapped 


Heart  Association  Grant  to 

THE  American  Heart  Association  has  granted 
$25,000totheSzentGyorgyi  Research  Foundation, 
Inc.,  for  studies  in  muscular  contraction  regarded  as 
basic  to  complete  understanding  of  the  heart  muscle, 
it  has  been  announced  by  Dr.  Tinsley  R.  Harrison, 
association  president.  The  research  grant  is  the  first 
to  be  made  by  the  association. 


during  the  past  year,  according  to  Lawrence  J. 
Linck,  executive  director. 

The  convention  will  be  attended  by  physicians, 
therapists,  educators,  workers  with  the  handicapped, 
and  representatives  of  National  Society’s  more  than 
2,000  state  and  local  units  throughout  the  United 
States,  Canada,  Alaska,  and  Hawaii. 


Szent  Gyorgyi  Foundation 

The  studies  are  being  conducted  by  Dr.  Albert 
Szent  Gyorgyi,  physiologist,  and  his  associates  at 
the  Marine  Biological  Institute,  Woods  Hole,  Mass. 
Dr.  Gyorgyi  is  a Nobel  prize  winner  in  physiology 
and  medicine.  He  is  director  of  research  of  the 
foundat  ion  bearing  his  name,  which  was  incorporated 
this  year  to  aid  scientific  and  educational  research. 
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Qualifications  for  Specialist’s  Rating  in  Preventive  Medicine  Announced 


A PPLICATIONS  from  armed  forces  medical 
A officers  who  want  to  be  certified  as  specialists  of 
preventive  medicine  may  now  be  submitted  to  the 
Interim  Board  of  Preventive  Medicine,  according  to 
Department  of  the  Army  Circular  No.  234,  dated 
August  5,  1948.  The  circular  also  outlines  the 
qualifications  required  of  applicants,  and  lists  the 
items  to  be  included  in  the  applications.  Written 
and  oral  examinations  will  be  held  during  the  fall  of 
1948  or  the  spring  of  1949. 

The  circular  also  announces  that  the  first  group  of 
officers  to  be  certified  will  include  those  selected  by 
the  board  as  having  “considerable  experience  and  a 
long  record  of  distinguished  service  in  responsible 
preventive  medicine  or  public  health  positions.” 
For  this  first  group,  former  training  and  supervised 
experience  requirements,  as  well  as  written  examina- 
tion, will  be  waived. 


Examinations  and  certification  will  be  admin- 
istered by  the  Interim  Board  of  Preventive  Medi- 
cine, formed  early  this  year  by  joint  action  of  the 
Surgeons  General  of  the  Army,  Navy,  and  U.S. 
Public  Health  Service  in  anticipation  of  the  forma- 
tion of  an  American  Specialty  Board  in  this  field  bv 
the  Advisory  Board  for  Medical  Specialties  of  the 
American  Medical  Association. 

Prerequisite  qualifications  include,  among  other 
things,  membership  in  the  American  Medical  Asso- 
ciation, graduation  from  a medical  school  and  intern- 
ship in  a hospital  approved  by  the  Council  of  Medical 
Education  and  Hospitals  of  the  American  Medical 
Association,  or  by  the  Army  and  Navy,  the  degree 
of  Master  of  Public  Health  or  its  equivalent,  and 
both  supervised  experience  and  experience  in  a posi- 
tion of  responsibility,  in  the  field  of  public  health  or 
preventive  medicine. 


Applications  Received  for  Army  Medical  Resident  Training  Program 


A PPLICATIONS  for  the  Military  Resident  Train- 
■Tl.  ing  Program  (in  Army  general  hospitals)  are 
currently  being  received  in  the  Office  of  the  Surgeon 
General.  Under  this  training  program  any  physi- 
cian who  qualifies  for  and  accepts  a commission  in 
the  Regular  Army  Medical  Corps  will  be  given  the 
opportunity  of  competing  for  an  approved  residency 
in  the  field  of  his  choice. 

Medical  specialty  training  available  for  newly 
commissioned  officers  under  this  program  is  as  fol- 
lows: 

1.  A limited  number  of  senior  residencies  in 
thoracic  surgery,  orthopedics,  pulmonary  diseases, 
pathology,  ophthalmology,  and  physical  medicine. 

2.  A limited  number  of  residencies  in  orthopedics, 
pathology,  and  physical  medicine. 

3.  A limited  number  of  assistant  residencies  in 
obstetrics,  urology,  thoracic  surgery,  dermatology, 
and  pediatrics.  Some  of  these  assistant  residencies 
in  urology,  general  surgery,  internal  medicine,  and 
radiology  are  available  at  the  Gorgas  Hospital, 
Canal  Zone. 


4.  A substantial  number  of  assistant  residencies 
in  anesthesia,  general  surgery,  orthopedics,  internal 
medicine,  psychiatry,  pathology,  ophthalmology, 
otolaryngology,  radiology,  physical  medicine,  and 
clinical  physician  training. 

Those  officers  who  are  not  selected  to  enter  resi- 
dency training  on  January  1,  1949,  or  July  1,  1949, 
will,  if  qualified,  be  furnished  a certificate  indicating 
the  date  on  which  they  will  enter  approved  profes- 
sional training.  The  program  is  designed  to  insure 
that  all  qualified  applicants  will  be  given  the  oppor- 
tunity of  completing  their  requirements  for  certifi- 
cation by  an  American  Specialty  Board. 

October  1,  1949,  has  been  established  as  the  dead- 
line for  receipt  of  applications  from  physicians  who 
are  interested  in  participating  in  this  training  pro- 
gram. 

Complete  information  and  application  blanks 
for  the  program  may  be  obtained  by  writing  to  the 
Surgeon  General,  Department  of  the  Army,  Wash- 
ington 25,  D.C. 


Prize  Offered  for  Obstetric  and  Gynecologic  Paper 


THE  South  Atlantic  Association  of  Obstetricians 
and  Gynecologists  has  announced  the  establish- 
ment of  “The  Foundation  Prize.”  Authors  of  pa- 
pers on  obstetric  and  gynecologic  subjects  desiring  to 


compete  for  the  prize  may  obtain  information  and 
details  concerning  the  prize  from  Dr.  E.  D.  Colvin, 
Secretary-Treasurer,  1259  Clifton  Road,  N.E.,  At- 
lanta, Georgia. 


PERSONALITIES 


Appointed 

Dr.  Robert  F.  Korns,  Albany,  as  director  of  State 
Health  Department’s  Bureau  of  Communicable  Dis- 
ease Control. . .As  chief  of  the  tuberculosis  control 
branch  in  Japan,  with  headquarters  in  Tokyo,  Dr. 
Melville  D.  Dickenson,  Geneva. . Dr.  Frank  Dutra, 
pathologist  of  the  Kettering  Laboratory  of  Applied 
Physiology  at  the  University  of  Cincinnati,  Ohio, 
and  pathologist  for  the  coroner’s  office,  Hamilton 
County,  Ohio,  as  medical  examiner  for  Westchester 


County.  . .As  assistant  medical  examiner  for  West- 
chester County,  Dr.  Andrew  Eggston,  Mount  Ver- 
non. 

Dr.  Gustav  J.  Beck,  Gloversville  and  New  York 
City,  as  assistant  in  medicine  on  the  faculty  of  Co- 
lumbia University,  College  of  Physicians  and  Sur- 
geons. Dr.  David  L.  Cronin,  New  York  City,  to 
the  staff  of  the  Division  of  Clinical  Research,  Scher- 
ing  Corporation,  Bloomfield  and  Union,  New  Jersey. 
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Allegany  County 

Dr.  Charles  LeRoy  Steinberg,  senior  visiting 
physician  and  physician-in-charge  of  the  Arthritis 
Clinic,  Rochester  General  Hospital,  addressed  the 
Allegany  County  Medical  Society  on  September  9 
at  the  Bolivar  Country  Club,  Bolivar.  Dr.  Stein- 
berg’s subject  was  “Chronic  Arthritis — Its  Diag- 
nosis and  Management.” 

This  postgraduate  instruction  was  arranged  by 
the  Medical  Society  of  the  State  of  New  York  with 
the  cooperation  of  the  New  York  State  Department 
of  Health. 

Bronx  County 

New  officers  assumed  office  in  the  Bronx  County 
Medical  Society  on  July  1 and  will  continue  in  office 
until  June  30,  1949.  They  are:  president,  Dr. 
Renato  J.  Azzari;  president-elect,  Dr.  Henry  J. 
Barrow;  vice-president,  Dr.  Abraham  Tamis; 
secretary,  Dr.  Goodlatte  B.  Gilmore;  treasurer,  Dr. 
Charles  W.  Frank;  editor  of  the  Bulletin,  Dr.  Philip 
Eichler;  chairman,  public  relations  committee,  Dr. 
George  Schwartz;  chairman,  legislation  committee, 
Dr.  James  A.  Lynch;  chairman,  public  health  com- 
mittee, Dr.  Joseph.  Golomb;  chairman,  medical 
economics  committee,  Dr.  Thomas  McCarthy. 

Franklin  County 

Free  chest  x-rays  were  available  to  all  adult  res- 
idents of  Franklin  County  during  four  days  of  the 
Malone  Fair  in  August,  according  to  an  announce- 
ment by  Executive  Secretary  Virgie  Lee  Smith  of 
the  Franklin  County  Tuberculosis  and  Public 
Health  Association.  The  project  was  endorsed  by 
the  Medical  Society  of  the  County  of  Franklin. 

Fulton  County 

Dr.  D.  Philip  McGuire,  Johnstown  and  New  York 
City,  read  a paper  on  medical  technic  to  members  of 
the  Fulton  County  Medical  Society  on  August  11 
at  a luncheon  meeting  at  the  Saratoga  Country  Club. 
Dr.  McGuire  has  recently  returned  from  Europe, 
where  he  made  a study  of  medical  and  surgical 
practices. 

Madison  County 

The  summer  meeting  of  the  Madison  County 
Medical  Society  was  held  on  August  19  at  the  home 
of  Dr.  and  Mrs.  Milton  R.  Joy  in  Cazenovia.  After 
the  business  meeting,  speakers  were  Dr.  T.  Wood 
Clarke,  Utica,  whose  subject  was  “Champlain’s 
Invasion  of  New  York  State  and  the  Battle  of 
Nichol’s  Pond,”  and  Dr.  Lee  S.  Preston,  Oneida, 
speaking  on  “The  Founding  and  Early  Days  of  the 
Madison  County  Medical  Society.” 

Monroe  County 

A program  for  closer  cooperation  between  the 
Monroe  County  Medical  Society  and  the  Rochester 
Chapter  of  the  American  Red  Cross  in  operation  of 
the  Rochester  Regional  Blood  Program  has  been 
agreed  upon.  That  was  revealed  in  a joint  announce- 
ment by  Dr.  Ellis  B.  Soble,  medical  society  presi- 
dent, and  Thomas  R.  White,  chairman  of  the  re- 
gional blood  program. 

Principal  points  in  the  program  call  for  “adequate 
representation  of  the  Monroe  County  Medical  So- 
ciety on  the  executive  board”  of  the  blood  program 
and  for  enlargement  of  tin*  society’s  blood  bank  com- 
mittee, which  is  to  have  direct  supervision  over  “all 


affairs  pertinent  to  the  medical  and  technical  opera- 
tions of  the  program.” 

Present  members  of  this  committee  are  Dr. 
Herbert  R.  Brown  Jr.,  medical  director  of  the 
blood  program;  Dr.  Earle  B.  Mahoney,  and  Dr. 
Walter  S.  Thomas.  Three  more  members  of  the 
group  will  be  appointed  in  the  near  future,  Dr. 
Soble  said. 

The  new  program,  Dr.  Soble  pointed  out,  follows 
recommendations  made  by  the  American  Medical 
Association  at  its  recent  convention  in  Chicago. 

Nassau  County 

A mobile  chest  x-ray  unit  and  its  staff  of  techni- 
cians from  the  State  Department  of  Health  made 
free  x-ray  examinations  of  visitors,  fifteen  years  of 
age  and  older,  at  the  Mineola  Fair  on  September 
14  to  18.  The  Medical  Society  of  Nassau  County 
and  its  Woman’s  Auxiliary  participated  in  the 
health  exhibit  at  the  fair 

Orange  County 

Postgraduate  instruction  has  been  arranged  for 
the  Orange  County  Medical  Society,  to  be  given  on 
Tuesday  evenings  at  8:30  p.m.  at  the  Court  House, 
Goshen.  On  September  28,  Dr.  Henry  D.  Diamond, 
clinical  assistant  physician  at  Memorial  Hospital, 
New  York  City,  will  speak  on  “The  Significance  of 
Enlarged  Lymph  Nodes.” 

The  scheduled  November  lectures  are  by  Dr.  A. 
H.  Aaron,  clinical  professor  of  medicine,  University 
of  Buffalo,  School  of  Medicine,  Buffalo,  whose  sub- 
ject on  November  9 will  be  “The  Evaluation  of  the 
Common  Drugs  in  General  Practice,”  and  by  Dr. 
II.  S.  Weichsel,  compensation  medical  examiner, 
New  York  State  Workmen’s  Compensation  Board, 
State  Department  of  Labor,  New  York  City,  on 
November  23,  speaking  on  “Trauma  and  Peripheral 
Vascular  Disease.” 

On  September  14  Dr.  Charles  L.  Fox,  Jr.,  assistant 
professor  of  bacteriology,  College  of  Physicians  and 
Surgeons,  Columbia  University,  New  York  City, 
spoke  on  “Electrolytes  in  Shock  in  Relation  to 
Blood  and  Plasma  Therapy.”  These  instructions 
were  provided  by  the  Medical  Society  of  the  State 
of  New  York  in  cooperation  with  the  State  Depart- 
ment of  Health. 

Otsego  County 

“Neurology  in  General  Practice”  was  the  subject 
of  the  lecture  given  by  Dr.  Wardner  D.  Ayer,  pro- 
fessor emeritus  of  clinical  medicine  at  Syracuse 
University  College  of  Medicine,  to  members  of  the 
Otsego  County  Medical  Society  on  September  1 at 
the  Oneonta  Country  Club.  This  postgraduate 
instruction  was  arranged  by  the  Medical  Society  of 
the  State  of  New  York  with  the  cooperation  of  the 
State  Department  of  Health. 

Richmond  County 

On  Wednesday  evening,  October  13,  at  9:30 
p.m.,  Dr.  Linn  J.  Boyd,  director  of  medicine,  New 
York  Medical  College,  Flower  and  Fifth  Avenue 
Hospitals,  New  York  City,  will  speak  to  members 
of  the  Richmond  County  Medical  Society  on  the 
subject  of  “Pulmonary  Embolism.”  The  meeting 
will  be  held  at  the  Old  Mill,  Hyland  Boulevard, 
Staten  Island. 

The  lecture  was  arranged  by  the  Council  Com- 
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mittee  on  Public  Health  and  Education  of  the 
Medical  Society  of  the  State  of  New  York  with  the 
cooperation  of  the  State  Department  of  Health. 


New  chairmen  of  committees  of  the  Richmond 
County  Medical  Society  have  recently  taken  office 
and  will  serve  until  June,  1949.  They  are:  Dr.  M. 
Werner,  economics;  Dr.  H.  A.  Cochrane,  blood 
bank;  Dr.  Milton  S.  Lloyd,  insurance;  Dr.  D.  V. 
Catalano,  maternal  and  child  welfare;  Dr.  Oscar 
Auerbach,  nominating;  Dr.  Jacob  J.  Silverman, 
publishing;  Dr.  Joseph  F.  Worthen,  public  relations; 
Dr.  E.  Fieramosca,  pharmaceutical  and  public 
health  committees;  Dr.  John  J.  Goller,  legislative; 
Dr.  Joseph  V.  D’Agostine,  compensation;  Dr. 
Charles  Reigi,  industrial;  Dr.  M.  D.  Itadding, 
cancer,  and  Dr.  Edward  H.  Robitzek,  tuberculosis. 

Rockland  County 

Vitamins  donated  by  Lederle  Laboratories  were 
shipped  in  August,  in  the  name  of  the  Rockland 
County  Medical  Society,  to  Echternach  in  Luxem- 
bourg. The  program  was  arranged  by  the  Boy 
Scouts  in  Rockland.  Dr.  John  C.  Dingman,  Spring 
Valley,  is  president  of  the  County  Boy  Scout  Coun- 
cil. The  community  of  Echternach,  Dr.  Dingman 


said,  was  pillaged  by  German  occupation  troops 
during  the  war. 

Steuben  County 

“Recent  Developments  in  Diseases  of  the  Liver’’ 
was  the  subject  of  Dr.  Jacob  D.  Goldstein,  assistant 
professor  of  medicine  and  bacteriology,  University 
of  Rochester  School  of  Medicine  and  Dentistry, 
Rochester,  who  spoke  to  members  of  the  Steuben 
County  Medical  Society  on  September  9.  The  in- 
struction, which  was  held  at  the  Hotel  Sherwood 
in  Hornell,  was  arranged  by  the  Council  Committee 
on  Public  Health  and  Education  of  the  Medical  So- 
ciety of  the  State  of  New  York  with  the  cooperation 
of  the  State  Department  of  Health. 

Sullivan  County 

Dr.  Irl  II.  Blaisdell,  clinical  associate  professor  of 
otolaryngology  at  Syracuse  University  College  of 
Medicine,  Syracuse,  will  speak  on  the  subject  of 
“The  Problem  of  Carcinoma  of  the  Larynx”  on 
Wednesday  evening  October  20,  at  8:30  p.m.  This 
postgraduate  instruction,  arranged  for  the  Sullivan 
County  Medical  Society  by  the  Medical  Society  of 
the  State  of  New  York  with  the  cooperation  of  the 
State  Department  of  Health,  will  be  held  at  the 
Lenape  Hotel,  Liberty. 


U.S.  PUBLIC  HEALTH  EXPERTS  TO  AID  U.N.  FIGHT  AGAINST  TUBERCULOSIS 


Two  tuberculosis  experts  from  the  U.S.  Public 
Health  Office,  Dr.  Carroll  Palmer  and  Dr.  Lydia 
Edwards,  are  to  join  the  international  staff  now 
engaged  in  the  antituberculosis  vaccination  program 
of  the  United  Nations,  it  was  announced  in  August 
by  the  United  Nations  International  Children’s 
Emergency  Fund.  They  will  leave  shortly  for 
Copenhagen,  where  they  will  work  in  the  State  Serum 
Institute  on  the  research  end  of  the  undertaking. 

This  vaccination  project,  which  is  a joint  enter- 
prise of  the  Children’s  Fund,  the  World  Health 
Organization,  and  the  Danish  Red  Cross  and  its 
Scandinavian  associates  under  the  direction  of  Dr. 
Johannes  Holm  of  Denmark,  is  the  largest  mass 
immunization  ever  undertaken.  It  calls  for  the 
testing  of  between  40  and  50  million  children  in 
Europe  alone,  and  the  vaccination  of  all  found 
uninfected.  Plans  are  also  being  made  for  setting 
up  similar  programs  in  Algeria,  Morocco,  Tunisia, 
and  in  China.  Further  extension  of  the  programs 
to  countries  in  Southeast  Asia  and  in  Latin  America 
is  contemplated.  For  this  enterprise  a total  of 
$4,000,000  has  already  been  allocated  by  the  Child- 
ren’s Fund,  and  by  early  fall  the  testing  and  inocula- 
tion will  be  underway  in  a number  of  European 
countries. 


The  vaccine  to  be  used  is  BCG  (Baccillus  Cal- 
mette Guerin),  named  for  the  two  French  scientists 
who  began  work  on  it  in  1908.  It  was  first  used  for 
child  vaccination  in  1923.  Since  then  it  has  become 
widely  accepted  as  an  effective  protective  measure  , 
in  a number  of  European  countries. 

The  two  United  States  specialists  will  work  on  I 
setting  up  studies  for  the  purpose  of  measuring  the 
effectiveness  of  the  vaccine.  Millions  of  records 
will  be  gathered  which,  it  is  predicted,  will  form  the 
basis  of  one  of  the  greatest  epidemiological  studies 
ever  made.  Unusual  interest  is  attached  because  it 
is  work  made  possible  only  because  there  is  such  an 
organization  as  the  United  Nations  through  which 
the  undertaking  can  be  developed  and  carried  out 
on  a world-wide  scale. 

Dr.  Palmer  has  been  with  the  research  office  of  the 
tuberculosis  control  unit  of  the  U.S.  Public  Health 
Service  since  its  organization  five  years  ago.  Dr. 
Edwards  has  also  spent  a good  part  of  her  profes- 
sional career  in  the  tuberculosis  field.  Prior  to  join- 
ing the  health  service,  she  was  in  charge  of  the  child- 
ren’s tuberculosis  clinic  in  Johns  Hopkins  University 
in  Baltimore.  Immediately  after  the  war  she  was 
with  the  United  Nations  Relief  and  Rehabilitation 
Administration  in  Czechoslovakia, 
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IN  AN  ADDITIONAL  POTENCY 

to  meet  the  reauirements 
and  requests  o ^ many  physicians 


THE  NEW  STRENGTH 


\-7y2  gr.  enteric-coated,  green 

tablets  with  % gr.  phenobarbital,  has  been  formulated 
for  physicians  wishing  to  prescribe  the  same  effective 
amount  of  Theobromine  Sodium  Acetate,  but  with  less 
amount  of  sedative. 


Complete  List  of  Potencies — 

THESODATE 

(734  gr.)  0.5  Gm*  or  (3  34  gr.)  0.25  Gm.* 

THESODATE  WITH  PHENOBARBITAL 

(734  gr  ) 0.5  Gm.  with  (34  gr.)  30  mg.' 

(734  gr  ) 0.5  Gm.  with  (34  gr.)  15  mg. 

(334  gr.)  0.25  Gm.  with  (34  gr.)  15  mg.* 

THESODATE,  POTASSIUM  IODIDE,  PHENOBARBITAL 

(5  gr.)  0.3  Gm.  (2  gr.)  0.12  Gm.  (34  gr.)  15  mg. 

* Supplied  also  in  capsules  (not  enteric-coated)  for  supplementary  medication. 

PROVIDES  A WIDE  RANGE  OF  AN  EFFECTIVE  MEDIUM 
FOR  TREATMENT  IN  CORONARY  DISEASE. 

For  literature  and  samples  write  to  Sales  and  Servlte  Dept. 


\ BREWER  & COMPANY,  Inc. 


WORCESTER  4,  MASS.,  U.  S.  A. 
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Clot  Dissolution  During  Dicumerol  Therapy 


To  the  Editor: 

In  their  syndicated  column  which  appears  in  the 
Long  Island  Press,  Hubbard  and  Isabella  Hoover 
entertainingly  discuss  the  use  of  dicumerol  which 
Mr.  Hubbard  had  received  during  hospital  treat- 
ment for  a “blood  clot.”  In  light  of  some  extravagant 
newspaper  publicity  given  this  so-called  “miracle 
worker,”  Mr  Hubbard’s  readable  and  intelligent 
lay  description  is  refreshing.  He  mentions  that, 
while  some  doctors  feel  that  dicumerol  “dissolves” 
the  clot,  others  “more  conservative”  say  that  it  will 
merely  prevent  clot  accretion  or  the  formation  of 
new  ones. 

That  these  alternative  cases  are  moot  is  proved 
by  the  emphatic  denial  with  which  most  physicians, 
even  authorities  on  anticoagulant  therapy,  greet 
the  former  case.  The  descriptive  literature  on 
dicumerol  also  stresses  that  clots  are  not  dissolved, 
and  this  several  years  after  Swedish  investigators 
(pioneers  in  anticoagulant  therapy)  appear  to  have 
accepted  clot  dissolution  during  such  t herapy  as  a fact. 
And  as  a matter  of  this  fact,  the  possibility  of 
physiologic  intravascular  clot  dissolution  must  be 
known  to  any  physician  doing  extensive  intravenous 
injections,  who  occasionally  thromboses  a vein  with 
a drug  like  mercuripurin  and  finds  feasible  re-entry 
of  the  same  vein  and  a fluid  current  therein,  24  to 
48  hours  later.  Progressive  theories  of  the  nature 
and  mechanism  of  physiologic  coagulation  call  for 
the  probability  that  continuous  fibrin  formation  and 
fibrinolysis  are  occurring  within  the  vascular  system 
of  the  healthy  organism.  In  such  an  organism, 
restoration  in  the  continuity  of  thrombosed  channels 
probably  does  not  await  the  classic  pat  hology  text- 
book sequence  of  clot  organization,  capillary  budding, 


and  endothelial  coring.  The  pathologic  evidence 
for  the  physiologic  sequence  does  not  exist  simply 
because  cases  of  successful  vascular  channel  res- 
toration through  fibrinolysis  do  not  so  often  come  to 
autopsy. 

There  is,  however,  some  strong  additional  evidence 
for  the  case  for  fibrinolysis.  Following  the  adminis- 
tration of  dicumerol,  about  one  third  of  the  subjects 
studied  in  a recent  series  show  a rapid  spontaneous 
liquefaction  of  the  prothrombin-time-determination 
clot  as  it  is  formed  in  the  test  tube  if  the  prothrom- 
bin-time-determination  reaction  mixture  is  kept  at 
body  temperature  for  a few  hours.  Photographs 
of  this  liquefaction  were  recently  published  in 
another  connection  (J.  Am.  Pharm.,  A.  36:  225 
(Aug.)  1947). 

The  rapidity  of  clot  liquefaction  after  dicumerol 
administration  does  not  exactly  parallel  the  fall  in 
prothrombin  concentration  and  may  be  conditioned 
by  the  autochthonous  relative  hyperheparinemia 
which  some  dicumerolized  patients  exhibit.  The 
fibrinolysis  phenomenon  seems  to  coincide  with  the 
rate  of  clinical  response;  the  latter  again  is  fre- 
quently too  rapid  to  be  accounted  for  on  the  basis 
of  the  slow  pathologic  sequence  of  organization- 
recanalization. 

An  appreciation  of  the  distinct  possibility  of 
rapid  clot  dissolution  through  the  agency  of  dicum- 
erol therapy  would  appear  to  be  essential  to  the 
intelligent  exploitation  of  such  therapy. 

Robert  D.  Barnard,  M.D. 

565-lst  Street,  Brooklyn 

May  15,  1948 


The  American  Academy  of  Pediatrics 


To  the  Editor: 

On  page  1276  of  the  June  1 issue  of  the  Journal 
there  appears  an  item  which  reflects  a misquotation 
which  originated  in  the  Washington  Post,  March  14, 
and  which  gives  a false  impression  of  the  views  of 
the  American  Academy  of  Pediatrics  in  relation  to 
the  American  Medical  Association  and  socialized 
medicine.  In  order  that  your  readers  may  be 
correctly  informed  may  I set  forth  the  facts  of  the 
matter  as  follows. 

On  March  111  appeared  before  the  Health  Sub- 
committee of  the  Senate  Committee  on  Labor  and 
Public  Welfare  to  testify  on  the  School  Health 
Services  Bill  (S.  1290)  at  the  request  of  Senator 
Smith,  chairman  of  the  subcommittee,  and  Senator 
Saltonstall,  sponsor  of  the  bill.  In  particular,  I 
was  requested  to  review  some  of  the  pertinent  find- 
ings of  the  Academy  of  Pediatrics’  Study  of  Child 
Health  Services.  In  reference  to  the  terms  of  the 
bill  which  provide  for  treatment  of  defects  and 
conditions  found  in  school  health  examinations,  the 
following  statement  was  made  which  now  appears 
in  the  printed  official  record  of  the  hearing:  “The 
Academy  is  on  record  as  approving  the  provision  of 


medical  services  to  those  unable  to  pay  for  such 
services.  But  the  Academy  is  vigorously  opposed 
to  any  program  in  which  federal  funds  are  used  to 
provide  medical  treatment  for  those  who  are  able 
to  take  care  of  themselves.” 

In  commenting  upon  this  testimony,  the  Washing- 
ton Post  attributed  to  me  the  following  statement 
which  I did  not  make  and  for  which  there  was 
no  foundation:  “Not  all  of  us  share  the  American 
Medical  Association’s  philosophy  of  fear  of  socialized 
medicine.” 

The  Washington  Post  misquotation  was  picked  up 
by  Dr.  Marjorie  Shearon  in  her  news  bulletin  on 
medical  legislation.  Dr.  Shearon  was  advised  of  the 
error  and  made  a generous  apology  in  her  bulletin 
under  date  of  April  2,  1948.  She  stated,  “In  my 
release  for  March  19  I referred  to  the  testimony 
given  by  Dr.  John  Hubbard  for  the  Senate  Health 
Subcommittee  and  to  a feature  article  which  ap- 
peared in  the  Washington  Post  in  which  Dr.  Hub- 
bard was  quoted  as  saying  that  the  American  Acad- 
emy of  Pediatrics  does  not  fear  socialized  medicine 
[Continued  on  page  2076] 
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WHEN 

POSES  SPECIAL  PROBLEMS 


Periods  of  anorexia  following  infec- 
tious disease  and  surgery  can  readily 
produce  a series  of  consequences  detri- 
mental to  the  patient:  (a)  curtailed 
food  consumption,  (b)  further  deterio- 
ration of  the  nutritional  state,  and  (c) 
impeded  recovery. 

When  anorexia  occurs,  activation  of 
food  interest  becomes  a first  considera- 
tion for  rapid  convalescence.  Highly 
nutritious  food  which  is  at  the  same 
time  tasteful,  stimulative  to  the  appe- 
tite, and  easily  digestible,  thus  possesses 


both  a dietary  and  a therapeutic  worth. 

In  convalescence  when  appetite  lags, 
the  delightfully  tasteful  food  drink 
made  from  Ovaltine  and  milk  has  par- 
ticular usefulness  for  inciting  food  in- 
terest. It  gives  the  patient  a threefold 
combination  of  important  dietary  val- 
ues: worth-while  amounts  of  virtually 
all  essential  nutrients,  easy  digestibil- 
ity, and  appetizing  tastefulness.  Three 
glassfuls  of  Ovaltine  daily  can  convert 
even  a dietetically  poor  to  fair  food  in- 
take to  full  nutritional  adequacy. 


THE  WANDER  COMPANY,  360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILL. 


QVA.VT 


Three 

servings  daily  of 

Ovaltine,  each 

made  of 

'/2  oz. 

of  Ovaltine  and  8 oz.  of  whole  milk,* 

provide: 

CALORIES  . . . 

....  669 

VITAMIN  A 

3000  I.U. 

PROTEIN  . . . 

. . . 32.1  Gm. 

VITAMIN  Bi 

1.16  mg. 

FAT 

. . . . 31.5  Gm. 

RIBOFLAVIN 

2.00  mg. 

CARBOHYDRATE 

. 64  8 Gm. 

NIACIN 

6.8  mg. 

CALCIUM  . . . 

. . . 1.12  Gm. 

VITAMIN  C 

30.0  mg. 

PHOSPHORUS  . 

. , 0.94  Gm 

VITAMIN  D 

417  I.U. 

IRON 

...  12.0  ms 

COPPER 

0.50  mg. 

*Based  on  average  reported  values  for  milk. 
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[Continued  from  page  2074] 

in  the  same  way  the  American  Medical  Association 
does.  The  article  in  other  respects  conformed  with 
the  testimony  given  by  Dr.  Hubbard  at  the  Senate 
hearing.  However,  with  respect  to  the  paragraph 
on  socialized  medicine,  I am  informed  by  Dr. 
Hubbard  that  the  Post  reporter  misquoted  him. 
That  being  the  case,  I hasten  to  apologize  to  the 


American  Academy  and  to  Dr.  Hubbard  for  having 
published  the  paragraph  regarding  socialized  medi- 
cine and  federal  subsidy  which  I now  learn  was  not 
wholly  accurate.” 

John  P.  Hubbard,  M.D. 
Director,  Study  of  Child 
Health  Services 
American  Academy  of  Pediatrics 

July  3,  1918 


Augmented  Unipolar  Leads 


To  the  Editor: 

I should  like  to  call  the  attention  of  your  readers 
to  an  inaccuracy  which  appeared  in  the  paper  of 
Lieberson  and  Goldbloom,  New  York  State  Jour- 
nal of  Medicine,  July  1,  1948,  page  1467. 

The  augmented  unipolar  extremity  leads,  aVL, 
aVR,  and  aVF,  which  they  use  in  their  device  were  in- 
vented by  me  in  1942  (Am.  Heart  J.  23:  483,  1942), 
and  for  them  to  call  them  “augmented  limb  leads  of 
Wilson”  is  misleading.  In  the  above  paper  I 
pointed  out  that  these  augmented  limb  leads  could  be 
obtained  using  an  indifferent  electrode  of  zero  po- 


tential of  the  Wilson  type,  or  the  indifferent  elec- 
trode which  I also  invented. 

I also  devised  the  terms,  aVL,  aVR,  and  aVF,  to 
differentiate  the  augmented  unipolar  extremity 
leads  from  the  ordinary  unipolar  extremity  leads  of 
Wilson,  which  are  called  VL,  VR,  and  VF. 

Emanuel  Goldberger,  M.D. 
Ill  East  61st  Street 
New  York  City 

July  12,  1948 


To  the  Editor : 

We  called  the  augmented  unipolar  limb  lead  ob- 
tained with  the  apparatus  “augmented  limb  leads  of 
Wilson”  not  to  ignore  any  of  the  substantial  con- 
tributions Goldberger  made  in  this  field,  but  rather 
to  indicate  that  the  indifferent  electrode  of  zero  po- 
tential used  in  the  apparatus  is  of  the  Wilson  type 
with  balanced  resistances  rather  than  the  type  sug- 
gested by  Goldberger  without  resistances. 

Goldberger’s  statement  that  the  augmented  limb 
leads  obtained  using  the  Wilson  type  of  indifferent 
electrode  is  the  same  as  those  obtained  with  the  in- 
different electrode  he  proposed  is  questionable  and 
is  undergoing  investigation  at  present.  Bruno 
Kisch,  for  instance,  concludes  from  some  interesting 


experiments  which  he  conducted  recently  that  Gold- 
berger’s augmented  unipolar  limb  leads  are  not  in 
accordance  with  the  concept  of  unipolar  electro- 
cardiography, since  the  “zero  potential”  against 
which  the  a-V  leads  are  taken  is  different  for  each 
extremity  of  the  same  person  (Exper.  Med.  & Surg. 
4:  1 (February)  1948).  It  is  therefore  understand- 
able that  in  designing  an  apparatus  to  take  aug- 
mented limb  leads  the  method  of  Wilson  with  paired 
resistance  was  used  rather  than  Goldberger’s. 


August  12,  1948 


Abraham  Lieberson,  M.D. 
237  East  20th  Street 
New  York  City 


SURGICAL  TREATMENT  OF  INTRACTABLE 

The  surgical  treatment  of  intractable  ascites  by 
the  intramuscular  peritoneal  drainage  operation  was 
described  by  Dr.  Jcre  W.  Lord,  New  York  City,  at  a 
meeting  of  the  Academy  of  Medicine. 

There  are  three  important  physiopathologie  states 
which  lead  to  the  formation  of  ascites.  The  first 
and  most  frequently  observed  one  is  cirrhosis  of  the 
liver.  The  second  cause  is  the  implantation  of  a 
malignant  neoplasm  of  the  peritoneum  usually 
secondary  to  carcinoma  of  the  gastrointestinal  tract 
or  the  ovary,  but  occasionally  the  neoplasm  is  pri- 
mary such  as  a mesothelioma.  The  third  is  cirrhosis 
of  (lie  liver  due  to  repeated  and  longstanding  con- 
gestive heart  failure. 

There  is  a significant  group  in  which  t he  ascites  is 
intractable  and  will  not  respond  to  the  best  manage- 
ment requiring  repeated  paracenteses  for  relief.  In 
patients  with  cirrhosis  of  the  liver,  whatever  the 
etiology,  not  only  is  this  a tedious  and  painful  pro- 
cedure but,  of  greater  importance,  the  prolonged 
loss  of  protein  often  leads  to  cachexia  and  death. 


ASCITES  DESCRIBED 

Similarly,  the  control  of  ascites  secondary  to  malig- 
nant peritoneal  implants  clouds  the  last  weeks  and 
months  of  many  of  these  patients,  although  in  other 
respects  they  may  be  fairly  comfortable. 

An  operative  procedure  has  been  devised  wherein 
the  ascitic  fluid  is  enabled  to  flow  through  the  lumen 
of  a glass  button  into  a large  subcutaneous  pocket, 
the  deeper  aspect  of  which  is  formed  by  the  muscles 
of  flic  abdominal  wall.  Exposure  of  these  muscles 
to  the  ascitic  fluid  is  brought  about  by  wide  resec- 
tion of  the  overlying  deep  fascia.  Hence,  the  fluid  is 
absorbed  continuously  by  means  of  the  lymphatics 
in  the  muscles. 

Eight  patients  with  intractable  ascites  have  been 
operated  upon  by  the  procedure  outlined  above. 
The  results  have  been  as  follows:  complete  subsi- 
dence of  ascites  in  four  patients;  persistence  of  the 
ascites  to  a very  mild  degree  without  need  for  fur- 
ther paracenteses  in  two  patients;  failure  in  one 
patient,  and  one  patient  died  two  weeks  postopera- 
tively  from  massive  hemorrhage. 
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For  Trichomoniasis 


Silver  Picrate  Wyeth 


• Picragol  combines  the  germicidal  activity  of  the  silver 
ion.  as  found  in  silver  nitrate,  with  the  blandness  of 
silver  protein  preparations.  Picragol  is  a powerful  bac- 
tericide, fungicide  and  protozoacide,  yet  is  practically 
nonirritating.  Picragol  is  recommended  in  trichomoniasis 
and  mixed  infections  of  the  vagina  or  male  urethra. 


Picragol  Crystals  —Silver  Picrate  \\  yeth,  2 gram  bottles 

Compound  Picragol  Powder — Silver  Picrate  1%  in  Kao- 
lin. 5 grain  bottles 

Vaginal  Suppositories  Picragol  -Silver  Picrate,  I ami  2 
grains,  in  Boroglvceride-Gelatin,  boxes  of  12 

Vaginal  Powder  Insufflator,  supplied  separately  or  in 
kits  containing  ()  vials  Compound  Picragol  Powder 


WYETH  INCORPORATED  '|§§t 
PHILADELPHIA  3,  PA. 


Officers — County  Medical  Societies — 1948 

TOTAL  MEMBERSHIP  AS  OF  SEPTEMBER  15,  1948—22,148 


County 

Albany 

Allegany 

Bronx 

Broome 

Cattaraugus.  . 

Cayuga 

Chautauqua.  . 
Chemung.  . . . 
Chenango .... 

Clinton 

Columbia.  . . . 

Cortland 

Delaware .... 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer .... 

Jefferson 

Kings 

Lewis 

Livingston. . . . 

Madison 

Monroe 

Montgomery  . 

Nassau 

New  York. . . . 

Niagara 

Oneida 

Onondaga. . . . 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer.  . . 
Richmond. . . . 

Rockland 

St.  Lawrence. 
Saratoga 

Schenectady. . 
Schoharie .... 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins.  . . . 

Ulster 

Warren 

Washington . . 

Wayne 

Westchester. . 
Wyoming 
Yates 


President 

J.  J.  Clemmer Albany 

R.  O.  Hitchcock Alfred 

S.  Weiskopf Bronx 

J.  C.  Zillhardt ....  Binghamton 

N.  P.  Johnson Olean 

C.  T.  Yarington Moravia 

E.  O.  Black Fredonia 

A.  C.  Glover Elmira 

J.  A.  Hollis Norwich 

W.  W.  Johnson.  . . .Plattsburg 
L.  D.  Carpenter.  .Germantown 
R.  H.  Kerr Cortland 

C.  K.  Ives Roxbury 

L.  W.  Stoller. . . .Poughkeepsie 

E.  D.  Babbage Buffalo 

R.  J.  Martin Ticonderoga 

A.  A.  Hartmann Malone 

D.  M.  McMartin. . .Johnstown 

D.  B.  Johnson Batavia 

W.  A.  Petry Catskill 

R.  W.  Dennis Herkimer 

L.  O.  Fox Brownville 

A.  W.  M.  Marino . . . Brooklyn 

L.  A.  Avallone Lowville 

F.  J.  Hamilton Hemlock 

R.  B.  Cuthbert Canastota 

E.  B.  Soble Rochester 

R.  E.  Wytrwal.  .St.  Johnsville 

II.  A.  Butman Manhasset 

William  B.  Rawls  . .New  York 

W.  W.  Pierce Lockport 

James  I.  Farrell Utica 

J.  G.  F.  Hiss Syracuse 

L.  A.  Stetson.  . . .Canandaigua 

T.  R.  Proper Newburgh 

A.  F.  Leone Medina 

J.  L.  H.  Mason Pulaski 

E.  J.  Keegan Oneonta 

R.  S.  Cleaver Brewster 

Alfred  Angrist, Jamaica 

C.  J.  Handron Troy 

J.  H.  Diamond.  .New  Brighton 

G.  G.  Stone Suffern 

P.  T.  McGreevy Massena 

F.  A.  Mastrianni 

Meehanicville 

N.  H.  Rust Scotia 

J.  H.  Wadsworth Cobleskill 

F.  C.  Ward Odessa 

C.  M.  Smith Waterloo 

V.  S.  Higby Bath 

W.  S.  Stakes Patchogue 

R.  S.  Breakey Monticello 

A.  J.  Capron Owego 

II.  W.  Ferris Ithaca 

E.  S.  Goodyear Kingston 

Saul  Yafa Glens  Falls 

R.  L.  Skinner Greenwich 

J.  H.  Arseneau Lyons 

W.  G.  Childress Valhalla 

O.  T.  Ghent Warsaw 

R.  H.  Davis Penn  Yan 


Secretary 

A.  Vander  Veer Albany' 

H.  G.  Chamberlin Cuba 

G.  B.  Gilmore Bronx 

R.  S.  McKeeby.  . .Binghamton 

W.  B.  Arthurs Olean 

J.  D.  Hammond Auburn 

Edgar  Bieber Dunkirk 

H.  A.  Burch Elmira 

J.  H.  Stewart Norwich 

K.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

E.  F.  Higgins Cortland 

S.  G.  Edgerton Delhi 

J.  F.  Rogers ....  Poughkeepsie 

H. G.  Walker Buffalo 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

R.  K.  Lenz Gloversville 

C.  C.  Koester Batavia 

W.  M.  Rapp Catskill 

R.  C.  Ashley Little  Falls 

C.  A.  Prudhon ....  Watertown 

C.  H.  Loughran Brooklyn 

E.  A.  Barnes Lowville 

R.  A.  Hemphill Mt.  Morris 

F.  0.  Pfaff Oneida 

J.  A.  Lane Rochester 

D.  W.  Childs Amsterdam 

I.  Drabkin.  . . Rockville  Centre 

B.  W.  Hamilton.  . . .New  York 

C.  M.  Dake Niagara  Falls 

II.  H.  Dodds Utica 

I.  L.  Ershler Syracuse 

P.  M.  Standish.  .Canandaigua 

E.  C.  Waterbury.  . .Newburgh 

J.  G.  Parke Albion 

U.  Cimildoro Oswego 

J.  M.  Constantine.  . . .Oneonta 

F.  J.  A.  Lehr Carmel 

E.  A.  Wolff Forest  Hills 

H.  F.  Albrecht Troy 

R.  E.  Lucey Stapleton 

R.  L.  Yeager Pomona 

W.  R.  Carson Potsdam 

M.  J.  Magovern 

Saratoga 

R.  E.  Isabella. . . .Schenectady 

D.  R.  Lyon Middleburg 

C.  W.  Schmidt. . Montour  Falls 

Bruno  Riemer Romulus 

R.  J.  Shafer Coming 

E.  P.  Kolb Holtsville 

D.  S.  Payne Liberty 

I.  N.  Peterson Owego 

Richmond  Douglass.  . . .Ithaca 

F.  H.  Voss Phoenicia 

A.  C.  Davis Glens  Falls 

D.  M.  Vickers Cambridge 

1.  M.  Derby Newark 

W.  A.  Kelly.  . . Mount  Vernon 

P.  A.  Burgeson Warsaw 

W.  G.  Roberts Penn  Yan 


Treasurer 


F.  E.  Vosburgh Albany 

L.  P.  Bly Cuba 

C.  W.  Frank Bronx 

J.  W.  Kane Binghamton 

George  C.  Cash Olean 

L.  H.  Rothschild Auburn 

C.  E.  Hallenbeck ....  Dunkirk 

E.  S.  Ridall Elmira 

J.  H.  Stewart Norwich 

K.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

F.  F.  Sornberger Cortland 

S.  G.  Edgerton Delhi 

J.  F.  Rogers. . . .Poughkeepsie 

E.  A.  Woodworth. . . . Ken  more 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

W.  H.  Raymond. . .Johnstown 
C.  C.  Koester Batavia 

M.  H.  Atkinson Catskill 

R.  C.  Ashley Little  Falls 

L.  E.  Henderson. . .Watertown 

H.  Mandelbaum Brooklyn 

E.  A.  Barnes Lowville 

R.  A.  Hemphill Mt.  Morris 

J.  F.  Rommel Oneida  _ 

J.  L.  Norris Rochestei 

F.  F.  Pipito Amsterdam 

I.  Drabkin. . .Rockville  Centri 

C.  W.  Cutler New  Yorl 

F.  A.  Lowe Niagara  Fall 

R.  C.  Hall Utici 

A.  C.  Hofmann Syracuse 

P.  M.  Standish.  .Canandaigui 
E.  C.  Waterbury. . .Newburg! 

J.  G.  Parke Albioi 

U.  Cimildoro Oswegi 

J.  M.  Constantine.  . . . Oneont; 

G.  H.  Steacy Mahopa 

D.  M.  Raskind . LonglslandCit; 

II.  C.  Engster Tro; 

H.  Dangerfield St.  Georg 

M.  R.  Hopper Nyac 

L.  T.  McNulty Potsdar 

J.  M.  Lebowich 


Saratog 

Harry  Miller Schenectad 

D.  L.  Best Middlebur 

C.  W.  Schmidt. . Montour  Fal 

Bruno  Riemer Romuli 

R.  J.  Shafer Cornin 

David  Corcoran  .Central  Isli 

D.  S.  Payne Libert 

I.  N.  Peterson Owef 

Richmond  Douglass.  . . Ithas 

H.  B.  Johnson Kingst.c ! 

A.  C.  Davis Glens  Fal  , 

C.  A.  Prescott. . .Hudson  Fal  fi 

I.  M.  Derby Newar 

R.  R.  Heffner. . .New  Rochell 

P.  A.  Burgeson Warsa 

W.  G.  Roberts Penn  Yi 
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B R I OS  C H I 

A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a' sample 

G.  CERIBELLI  & CO. 

121  VARICK  STREET  NEW  YORK 


PLAN  YOUR 
INCOME  TAX 
PROGRAM 

• TO  GUESS  IS  EXPENSIVE  • 

• Keep  accurate  books  reporting 
all  Income  and  Expenses 

• Practice  Tax  principles 

We  offer  a service  and  the  neces- 
sary business  forms  to  provide:- 
/ Monthly  Financial  Statements 
/ Data  for  Estimated  Tax  Declarations 
/ Figures  for  Income  Tax  Returns 

For  information,  write  to:- 

BOASI  & HAGGERTY 

45-41  47th  St.,  Woodside,  L.I.,  N.Y. 

A CONFIDENTIAL  SERVICE 


for  the  successful  treatment  of  . . • 


LEG  ULCERS 


the  DAXALAN-DOME-PASTE  BANDAGE  TECHNIQUE 

AS  INTRODUCED  BY  DR.  WILLIAM  M.  COOPER,  Director,  Department  of  Peri- 
pheral  Vascular  Diseases— New  York  Polyclinic  Medical  School  and  Hospital. 

This  technique  is  based  on  a 3 point  program  — 

Reduction  of  dermatitis  with  wet  dressings  of 
DOMEBORO  TABS  (BUROV/'S  SOLUTION ) 

Combat  local  infection  and  stimulate  healing 
with  thick  application  of  DAXALAN  in  the  center 
of  the  ulcer  and  surrounding  areas. 

Overcome  venous  insufficiency,  stasis  and 
edema  by  wrapping  DOME-PASTE  BANDAGE 
around  the  entire  leg  to  supply  compression. 


DOME  CHEMICALS  INC.  new  york  ,7.  n 

Mahers  of  the  Soothing,  Modernized  Form  of  Burow's  Solution 
DOMEBORO  —Tablets  • Powder  • Packets  • Ointment 


Y. 


Daxalan  is  our  trademark  for  a rigidly  standardized  whole  crude  coal  tar  paste,  (low  in  naphthalene  content),  uniform  in  color,  free 
of  coal  tar  specks  and  aged  for  six  months. 

Dome  Paste  bandage  is  a flesh  colored,  4"  x 10  yd.  gauze  bandage  impregnated  with  a modified  “Unna’s  Formula"  consisting  of 
zinc  oxide,  glycerine,  gelatine  and  calamine.  This  Unna's  Boot  comes  to  you  in  a soft  condition  and  is  ready  for  instant  use. 


BORCHERDT 

MALT  SOUP 
EXTRACT 


"\rfor  Constipated  Babies) 


Borcherdt's  Malt  Soup  Extract  is  a laxative 
modifier  of  milk.  One  or  two  teaspoonfuls  in  a 
single  feeding  produce  a marked  change  in  the 
stool.  Council  Accepted.  Send  for  sample. 


ORCHERDT  MALT  EXTRACT  COMPANY,  217  N.  Wolcott  Ave.,  Chicago  12,111. 
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GUIATHYME 

Reg.  U.  S.  Pot.  Off. 


FOR  THE  EFFECTIVE  REDUCTION  OF 
CONGESTION  IN  BRONCHITIS  AND 
OTHER  TYPES  OF  RESPIRATORY 
INFECTIONS 

* 


GUIATHYME,  administered  intramuscularly, 
tends  to  liquefy  the  mucous  secretions  and 
promote  drainage.  Indicated  in  the  manage- 
ment of  bronchitis,  bronchial  infections, 
asthma.  Also  effective  as  an  adjuvant  in 
acute  coryza,  sinusitis,  chronic  asthmatic 
bronchitis,  rhinitis,  influenza  and  other  res- 
piratory infections.  Caution:  Not  intended 
for  use  in  tuberculosis. 

FOR  INTRAMUSCULAR  USE -2  cc.  Ampuls 
Each  2 cc.  of  GUIATHYME  contains: 

Guaiacol  0.1  gm.  Eucalyptol  0.1  gm. 

Iodoform  0.02  gm.  Gomenol  0.12  gm. 

Camphor  0.05  gm.  Corn  Oil  q.s. 

Write  for  full  details 

HARMON  CHEMICALS,  INC. 

66  HERKIMER  PLACE  • BROOKLYN  16,  N.  Y. 


J To  discourage  thumb-sucking 
n\  and  nail  biting 

RECOMMEND 

vmi  I hum 

IWmJI  ■ trade  mark 

\lESm  Contain$  extract  of  capsicum  (2.34%) 

° kQ$e  °l  acetone  nail  lacquer  and 
isopropyl.  50^  and  $1.00  per  bottle  at 


1 

lllllll 

111  111 

$1,000,000.00 

has  been  salvaged  from  unpaid  medical 
bills  at  no  cost  to  our  clients. 

Send  this  ad  for  details. 

CRANE  DISCOUNT  CORPORATION 

230  West  41  St.  New  York  1 8,  N.  Y. 

Established  1933 


From  infants,  to  adults-  Pediforme 
Shoes  follow  the  need  for  changing 
lasts  to  more  perfectly  conform  to  the 
natural  development  of  the  feet. 


Undoubtedly  a reason  for  sending 
your  patients  to  a Pediforme  shop 
when  proper  shoes  are  indicated. 


MANHATTAN— 34  West  36th  Street 
BROOKLYN  — 288  Livingston  Street 


m FLAT  BUSH  — 843  Flat  bust.  Avenue 
HEMPSTEAD  — 24 1 Fulton  Avenue 
NEW  ROCHELLE-545  North  Avenue 
EAST  ORANGE— 29  Washington  PI 
HACKENSACK-290  Main  Street 


NEW 

IMPROVED 

Vitamin  G 


SODASCORBATE,  Van  Patten's  brand  of  sodium 
ascorbate,  offers  a distinct  improvement  in  Vita- 
min C therapy  because  it  is: 

Free  from  the  irritative  amt  acid-shift  effects  frequently 
experienced  with  large  doses  of  plain  ascorbic  acid  .... 
Approximately  neutral  in  chemical  reaction  ....  Stable, 
pleasant-tasting. 

Sign  and  mail  coupon  below  for  samples  and  literature 


VAN  PATTEN  PHARMACEUTICAL  CO.  NYJ 
1227  Loyola  Ave.,  Chicago,  26  9-48 

Gentlemen:  Please  send  items  checked: 
SODASCORBATE  Q Samples  □ Literature 

Dr. 

Address 

Town State 


1 


I 

I 

I 

I 

I 

I 
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"The 

General  Practitioner 

Can  Relieve 
3 out  of  4 . . 

One  acute  researcher  has  noted  that 
the  odor  of  frying  bacon  causes 
emptying  of  the  gallbladder  in  some 
subjects. 

1  Gallbladder  emptying  is  better 
stimulated  by  bacon’s  traditional 


companion-in-the-pan,  the  egg;  the 
yolk  preferred,  and  of  course,  un- 
fried. Butter  and  cream  do  as  well. 


2  Utilization  of  the  fat  is  aided  by 
giving  Doxychol-K;  its  desoxy- 
cholic  acid  content  is  noted  for  effi- 
cient transport  of  fatty  compounds 
across  the  intestinal  mucosa. 


3  Doxychol-K  also  markedly  in- 
creases the  flow  of  hepatic  bile  t't 
further  improve  drainage  of  the  bili- 
ary tract. 

And  there  we  have  the  essentials  of 
the  medical  management  of  biliary 
tract  dysfunction. 


Significantly,  *'3  out  of  4 
such  patients  seen  by  the 
general  practitioner  rou- 
tinely can  be  improved  or 
relieved  by  attention  to 
details  of  medical  care.” 


Georqe  A. 


BrOOIl  a Company 


KANSAS  CITY.  MO. 

NEW  YORK 

ATLANTA 

SAN  FRANCISCO 
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In  background,  the  handsome  Ministry  of  Education  and  Health  Building  in  Rio  de  Janeiro 


• In  Brazil,  as  all  over  the  world,  Nestle’s  milk  products  are  widely  used  for  infant  feeding 


World-wide  use  in  infant  feeding 


Every  country  in  South 
America  is  supplied  with 
Nestle's  milk  products 
through  strategically  lo- 
cated plants  and  a net- 
work of  distribution 
facilities. 


Nestles  milk  products  have 
consistently  kept  step  with  new 
developments  in  the  scientific 
feeding  of  infants.  For  over  80 
years  Nestle’s  milk  products  have 
been  best  known  and  most  used 
for  babies  ’round  the  world. 

Nestle’s  policy  has  always  been 
to  work  closely  with  the  medical 
profession  and  to  meet  each  ad- 


vance in  scientific  knowledge  with 
a corresponding  improvement  in 
product.  Thus.  Nestle’s  was  the 
first  evaporated  milk  fortif  ied  with 
400  U.S.P.  units  of  genuine  Vita- 
min D3  per  pint. 

Rigid  controls  assure  the  qual- 
ity of  Nestle’s  Milk  every  step  of 
the  way  ...  we  even  take  the 
plant  apart  every  day  and  wash  it! 


That’s  why  so  many 

Nestle’x  gg 

doctors  recommend  . 

EVAPORATED  Qp 

NeXTLE'x  Milk 

1 I IS  ’(^53^h 

■VB  ■ ■ | (oiiNui'QN  p wrTTtrrw 

B BiV^  il  * ooos  and  ]•  1 

«VNUtlUIIINy^  i VITAMIN  0, 
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TWO  PRODUCTS  OF 
OPTIMUM  ACCEPTABILITY 


r 


ol-vitum'  »*0,,s 


For  samples  and  additional 
information,  address  Profes- 
sional Service  Division, 
Ives-Cameron  Company,  Inc., 
New  York  1 6,  N.  Y. 


OL-VITUM  Drops.  For  a highly  palatable  multi-vitamin 

dietary  supplement,  that  is  completely  dispersible  in  food  or  any 
aqueous  huid,  Ol-Vitum  Drops  arc  meeting  a gratifyingly  high 
professional  acceptance.  Like  all  I VC  products,  they  arc  found 
to  be  CLINICALLY  ECONOMICAL. 

Each  cc  contains: 

Vitamin  A 10,000  USP  Units  Vitamin  Bn  1 .6  milligrams 

Vitamin  D 2,000  USP  Units  Niacin  Amide  15  milligrams 

Vitamin  B,  3 milligrams  Natural  Mixed 

Vitamin  B.  0.8  milligrams  Tocopherols  3 milligrams 

Vitamin  C 100  milligrams  (Equivalent  to  2.25  milligrams 

alpha  Tocopherol  Acetate) 


AD-VITUM  Drops.  In  vitamin 

therapy  or  dietary  supplementation  where 
high  potency  of  the  A-D  combination 
alone  is  indicated,  Ad-Vitum  Drops  are 
especially  desirable.  Like  its  companion 
product,  Ad-Vitum  Drops  arc  palat- 
able, will  mix  with  food  or  any  aque- 
ous fluid  and  again  arc  CLINI- 
CALLY ECONOMICAL. 


Distilled  Vitamin  A Ester, 
Viosterol  in  Oil,  Sorbitan 
Fatty  Acid  Ester  deriva- 
tive, Vegetable  Oil  and 
Glycerin  in  a flavored 
aqueous  vehicle. 

Each  cc  contains: 

Vitamin  A 

30,000  USP  Units 
Vitamin  D 

5,000  USP  Units 


INTERNATIONAL  VITAMIN  DIVISION 

IVES-CAMERON  COMPANY , INC. 

NEW  YORK  16,  N.  Y. 
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cm  ir.YLATE- SUCCINATE  FORMULA 


/hi  f/te  foe&tmenf </ 

ARTHRITIS  and  RHEUMATISM 

RAYSAL  WITH  SUCCINATE  employs  three  principal  in- 
gredients— salicylate,  iodine,  and  succinate  . . . designed 
to  combine  the  almost  specific  antiarthritic  and  onfirheu- 
motic  action  of  the  salicylates,  the  stimulating  and  nu- 
tritionally corrective  effects  of  iodine  and  the  salicylate 
detoxifying  action  of  succinic  acid. 

An  ideal  companion  medication  for  other  therapeutic 
measures  employed  in  arthritis  and  rheumatism.  RAYSAL 
WITH  SUCCINATE  will  enhance  the  efficiency  of  RAY- 
FORMOSIL  ...  a safe  and  effective  combination  for 
use  in  your  next  case. 


hhte/axi/hs’f/  h/a/tc-y/a/e  r fi'ta 


j 


RAYMER 


Available  only  on  order  of  the  physician -advertised  only  to  the 
Medical  Profession -sample  and  literature  will  be  sent  upon  request. 


PHARMACAL  COMPANY  • PHILADELPHIA  34,  PA. 
PHARMACEUTICAL  MANUFACTURERS 

Or&i  a hfe  ’H'ifta  hhP rciftt hL 


ENTERIC  COATED  TABLETS 

Raysal 5 grains 

(Representing  43%  Salicylic  Acid  and  3%>  Iodine  in  Calcium- 
Sodium  Phosphate  Buffer  Salt  Combination) 

Succinic  Acid  ....  2 grains 


2086 


B syrup  CHOLINE  (FLINT) 

REPRESENTING  CHOLINE  DIIIYDROGEN  CITRATE  25%  w/v 

Each  teaspoonful  presents  one  Gin.  Choline  Dihydrogen 
Citrate. 

For  your  copy  of  “Present  Status  of  Choline  Therapy  in 
Liver  Dysfunction”  write  the  Flint,  Eaton  Company, 
Decatur,  Illinois. 

THE  COUNCIL  ACCEPTED  CHOLINE 

Palatable  • Well  Tolerated 

FLINT,  EATON  & CO.  • DECATUR,  ILLINOIS 


<$IK  THE  Min-m  WEEDS 

of  our  aged  and  retired  colleagues  in  the  medical  pro- 
fession, the  Physicians’  Home  provides  material  assistance, 
quietly  given — gratefully  received. 

Your  regular  contributions,  special  gifts  and  bequests, 
within  and  outside  the  profession,  assure  that  this  work 
will  continue  and  expand. 

The  security  which  the  Physicians’  Home  is  able  to  extend 
to  its  guests  is  a splendid  testimony  to  the  generosity — 
year-by-year — of  the  members  of  the  Medical  Society  of 
the  State  of  New  York. 

PHYSICIANS’  HOME 

FIFTY-TWO  EAST  SIXTY-SIXTH  STREET,  NEW  YORK  21 
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HANGER 

provides  service  and  repairs 

COAST  to  COAST 


Wherever  the  Hanger  Wearer  may  live 
or  travel,  he  can  feel  assured  that  his 
Hanger  Artificial  Limb  will  be  properly  serviced 
at  the  nearest  Hanger  office. 

One  or  more  offices  in  every  section — North, 
East,  South,  and  West — render  Hanger  Wearers 
the  same  high  quality  service.  Conveniently 
located  in  many  key  cities,  each  offers  complete 
repair  facilities  and  carries  a full  line  of  Hanger 
Standard  parts  and  supplies. 

Thus  the  Hanger  Wearer  is  caused  a minimum  of 
inconvenience  and  discomfort.  Long  waits  for 
shipments  from  distant  factories  are  eliminated. 
Traveling  representatives  cover  many  areas  sur- 
rounding the  offices.  In  such  areas.  Hanger 
Service  is  brought  literally  to  Hanger  Wearers. 


SCHOOLS 


HANGER!? 


ARTIFICIAL 
LIMBS 


104  Fifth  Avenue  98  Central  Avenue 

New  York  11,  New  York  Albany  6,  New  York 

200  Sixth  Avenue 
Pittsburgh  30,  Pa. 


TRAINED  MEDICAL  PERSONNEL 

Rigid,  thorough  training  In  haematology,  urinalysis,  all 
phases  of  medical  stenography,  x-ray  and  medical  machines 
makes  Paine  Hall  graduates  capable  assistants.  Our  free 
placement  sendee  will  help  you  find  the  right  girl. 

OJ)  1 008  Fifth  Ave.,  Newyork  28 

(cunf'fmZ*  Bu82m 


Licensed  by  State  of  N.  Y. 


Does  Your  Medical  Assistant  Need  Additional  Training? 

EVENING  COURSES  IN  LAB  & X-RAY  AVAILABLE 
• Our  12-months  day  eoursa  includes  intensive  training 
In  laboratory  techniques,  physiotherapy  apparatus, 
X-Ray,  nursing  techniques,  and  medical  stenography. 

A FEW  LAB  TECHNICIANS  NOW  AVAILABLE 


Ma+tcLl  School 

Licensed  by  the  State  of  New  York 


1834  Broadway  — NYC 
Circle  7-3434 


The  Stout  Your 
Patients  can  Enjoy! 


Iong  a favorite  in  the  United  Kingdom  and  throughout  the  world 
because  of  its  creamy  mellowness,  Mackeson’s  Milk  Stout— 
an  entirely  different  and  really  delicious  brew— is  now  available  in 
America. 

Mackeson’s  Milk  Stout  has  all  the  qualities  of  fine  stout  and  has 
long  been  recommended  in  cases  wherever  it  is  considered  that  a 
stout  may  be  advisable.  It  contains  the  carbohydrates  of  the  purest 
dairy  milk. 

Samples  Sent  On  Request 

The  Original  & Genuine 

MACKESON’S 

Milk  Stout 

h/iportcd  by 

Greenwich  Village  Beverage.  Inc.,  N.  Y.  • Suffern  Distributors.  Inc..  Mahwah,  N.  J. 
Edward  Goodman.  Brooklyn  3.  N.  Y.  • Premium  Beer  Distr.,  New  Hyde  Park,  N.  Y. 
Mount  Kisco  Bottling  Company.  Mount  Kisco.  N.  Y.  • Bailis  Bros.,  Mt.  Vernon.  N.  Y. 


\ \ 


No  substitute  for  mother’s  milk  is  more  highly  regarded 
than  Similac  for  feeding  the  new  born,  twins,  prematures, 
or  infants  that  have  suffered  a digestive  upset.  Similac 
gives  uniformly  good  results  in  these  special  cases  simply 
because  it  resembles  breast  milk  so  closely.  Normal 
babies  thrive  on  it  for  the  same  reason. 

This  similarity  to  breast  milk  is  definitely  desirable — 
from  birth  until  weaning. 


M & R DIETETIC  LABORATORIES,  INC.  • COLUMBUS  16,  OHIO 


\ 

\ 


A powdered,  modified  milk  , 

product  especially  prepared  for  , 
infant  feeding,  made  from  tu-  , 
berculin  tested  cow’s  milk  \ 

(casein  modified)  from  which 
part  of  the  butter  fat  has  been 
removed,  and  to  which  has 
been  added  lactose,  cocoanut 
oil.  cocoa  butter,  corn  oil, 
and  olive  oil.  Each  quart  of 
normal  dilution  Similac  con- 
tains approximately  400  U.S  P. 
units  of  Vitamin  D,  and  2500 
U.S.P.  units  of  Vitamin  A as 
a result  of  the  addition  of  fish 
liver  oil  concentrate. 


SltAirAC 
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I»K.  ItAIIM  S SAMTAItini 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 

fnd  Convalescents.  Carefully  supervised  Occupationa  I Therapy, 
acilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildinss. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.  2-1621 


WEST  HILE 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


CHARLES  B.  TOWNS  HOSPITAL 

Established  1901 

FOR  ALCOHOLISM,  NARCOTIC 
AND  BARBITURATE  ADDICTIONS 
Exclusively 

THE  TOWNS  TREATMENT  is  a medical  and  psy- 
chiatric procedure. 

Withdrawal  of  narcotics,  either  opiates  or  synthetic, 
is  by  gradual  reduction  and  specific  medication. 
After  47  years,  this  treatment  is  generally  accepted  as 
standard.  Physicians  and  psychiatrists  in  residency. 
’Trained  nursing,  physio  and  hydrotherapy  staff. 

Patients  are  assured  of  complete  privacy  if  desired. 
Length  and  cost  of  treatment  are  predetermined. 

Advantageously  situated  facing  Central  Park.  So- 
larium and  recreation  roof.  Excellent  cuisine  and 
service. 

Literature  on  request. 

W.  D.  SILKWORTH  • EDWARD  B.  TOWNS 

Medical  Supt.  Director 

293CENTRAL  PARK  WEST,  NEWYORK  24,  N.Y- 
SChuyler  4-0770 

Member  American  Hospital  Assoc. 

Our  ad  also  appears  in  J A M A and  other  leading  medical  journals. 


THE  MAPLES,  inc. 


An  exclusive  rest  home  (or  Invalids,  convalescents  and  chronic  cases.  Also  postoperative,  special  diets  and 
body-building  cases.  Efficient  day  and  night  nursing.  Resident  physician.  Six  acres  of  beautiful  land- 
scaped lawns. 


MRS.  M.  K.  MANNING,  Supt. 
OCEANSIDE,  L.  I. 

Tel.:  Rockville  Centre  3660 


Rates:  $35.00  to  $65.00  weekly 
Private  and 
Semi-Private  Rooms 


J 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTA  I,  discuses. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in-Char#e 

NEW  YORK  CITY  OFFICE,  Empire  Stale  Building.,  Tel.  Lon^aere  8-0799 


For 

Anti-Flatulent 
Effects  in  Intestinal 
Putrefaction  and 
Fermentation 


Each  tablet  contains:  Extract  of  Rhubarb,  Sonna,  Precipitated  Sulfur,  Poppormlnt  Oil  and 
Fonnol  Oil,  in  a high  activated  willow  charcoal  bato. 

Action  and  usee:  Mild  laxatlvo,  adsorbont  and  cormlnattva.  Par  mo  In  Indigestion,  hyper- 
acidity, bloating  and  flatulence. 

I or  2 tablets  daily  */j  hour  aftor  meals.  lefties  of  100. 

STANDARD  PHARMACEUTICAL  CO„  INC  fill  Ira  ad  way.  Haw  York 
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ADVANTAGES  FOR  YOUR  PATIENT 


aqueous 

aqueous 

aqueous 


► yet  only  1 injection  a day 

► minimal  pain  ...  no  oil— no  wax 

► prolonged  therapeutic  blood  levels 


ADVANTAGES  FOR  YOl 

aqueous 


aqueous 


easily  suspended  . . . stable  for  21  days  under  re- 
frigeration, or  a week  at  room  temperature,  with 
no  significant  loss  of  potency.  In  powder  form- 
stable  for  a year.  # 

syringe  and  needle  need  not  be  dry;  needle  block- 
age minimized. 


aqueous  * syringe  and  needle  easily  cleaned. 


a dry  powder  for  the  preparation  of  an  aqueous  suspension 

► single-dose  vials  of  300.000  units  with  and  without  diluent 

► multiple-dose  vials  of  1,500,000  and  3,000,000  units 


Squibb 


\ LEADER  IN  l>  I.  N I C t I,  It  N RESEARCH  ANI)  MANUFACTURE 
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‘INTERPINES’ 

Goshen,  N.  y. 

Phone  117 


Ethical — Reliable — Scientific 
Disorders  of  the  Nervous  System 
BEAUTIFUL— QUIET— HOMELIKE 

Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.D.#  Resident  Physician 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y. , N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Physician-in-Cbargt. 


SUPERIOR  PERSONNEL  Auistanta  and  ezecu- 
Utm  in  all  fiolds  of  modicine — young  physicians,  department 
heads,  nurses,  staff  personal,  secretaries,  anaesthetists, 
dieticians  and  technicians 


to  d 


NEW  YORK  MEDICAL  EXCHANGE 
48*  FIFTH  AVE.,  N Y.C  (AGENCY)  MURRAY  HILL  2-067 


IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accented 

Rates  Moderate 

Eugene  N.  Boudreau,  M.D.,  Psychiatrist 
R.  Stuart  Dyer,  M.D.,  Asst.  Psychiatrist 
658  West  Onondaga  St- 
SYRACUSE,  N.  Y. 


FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  550  Write  for  illustrated  booklet. 


HOLBROOK  MANOR  NHU™NEG 

Five  Acr.i  of  Pincwoodtd  Grounds 

SENILE,  AGED,  CHRONICS 

Physicians  may  treat  their  own  patients. 

Hypertensives  Arteriosclerotic*  All  Neurolosical  Disorders 
Non  sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  O.P. 

HOLBROOK,  L.  I.  N.  Y.  Office:  GRamercy  5-4I7S 


BRUNSWICK  HOME 


A PRIVATE  SANITARIUM.  Convalescents,  postoper- 
ative, aged  and  infirm,  and  those  with  other  chronic  and 
nervous  disorders.  Separate  accommodations  for  nervous 
and  backward  children.  Physicians'  treatments  rigidly 
followed.  C.  L.  MARKHAM,  M.D.,  Supt. 

B'way  & Louden  Ave.,  Amity ville,  N.  Y.,  Tel:  1700,  1,  2. 


Announcing  the  opening  of  MASSAPEQUA  VILLA^ 

(the  former  Bleecker  estate)  catering  to  the  retired  age  group,  post-operative  cases  and  those  needing  body  building.  We  also  care 
for  elderly  persons  seeking  a permanent  home.  Five  and  a half  acres  of  beautiful  lawns  and  trees,  good  food  and  wholesome 
atmosphere. 

Mary  K.  Manning,  B.A.,  RN 
Massapequa  Villa 

Massapequa,  L.  I.  Telephone  No.:  Massapequa  3434  ; 
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THE 

CLINICIAN’S 

CHOICE 


report!  covering  a comprehensive  study 
reveals  that  the  diaphragm-jelly  technique  is  the  over- 
whelming choice  of  clinicians  versed  in  conception 
control. 

In  keeping  with  this  authoritative  opinion,  we  suggest 
the  specification  of  the  “RAMSES”*  Prescription  Packet 
No.  501  when  you  desire  to  provide  the  patient  with 
the  optimum  in  protection. 

The  quality  of  “RAMSES”  Gynecological  Products  is 
the  finest  obtainable.  They  are  available  through  all 
recognized  pharmacies. 

Active  Ingredients:  Dodecaethyleneglycol  Monolaurate  5%;  Boric  Acid  1%; 
Alcohol  5% 

gynecological  division 

JULIUS  SCHMID , Inc. 

423  West  33th  Street , NewYork  19,  N.Y. 

quality  first  since  iSS) 


‘The  word  "RAMSES”  is  a 
registered  trademark  of  Julius 
Schmid,  Inc.  , , • 

■fHuman  Fertility  10.25  (Mar.) 


X .H'X-H'X.N' X-N  XN"  xN"x  - A"  x-N  X-NNH" 


1945 
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CLASSIFIED 


FOR  SALE 


G.  E.  5-30  MA,  60  cycle  combined  X-Ray  and  fluoroscopic 
machine,  complete  with  two  tubes,  one  with  double  focal, 
Bucky  diaphragm,  and  tilt  table.  Purchased  in  1938  for 
$3,500.  Price  $500.  F.O.B.  Niagara  Falls,  N.Y.,  Box  242, 
N.  Y.  St.  Jr.  Med. 


FOR  SALE 


4-1/2  room  office  and  apartment,  East  Bronx.  Completely 
equipped  aDd  furnished.  $15,000.  Immediate  earning. 
Specialising.  Box  241,  N.  Y.  St.  Jr.  Med. 


* 


FOR  SALE 


$12,000  General  Praotice  in  Central  New  York  Progressive 
Community  established  for  years,  appointments,  possibilities 
unlimited,  modern  residence  with  office  included,  completely 
equipped,  ready  to  start  immediately,  terms,  collections  95%. 
Box  232,  N.  Y.  St.  Jr.  Med. 


OFFICES  FOR  RENT 


Fully  equipped  offices  including  X-ray  and  Surgery  rooms. 
Comfortable  living  quarters  attached.  Ideal  location.  Dr. 
Rosenthal,  Monticello,  N.Y.  Tel.  188. 


POSITION  WANTED 


If  you  are  a doctor  maintaining  a suburban  office  at  a 
location  other  than  your  home,  and  require  a reliable  cou- 
ple to  live  in  and  care  for  that  office,  communicate  Box 
245,  N.  Y.  St.  Jr.  Med.  N.  Y.,  N.  J.,  or  Connecticut  area 
preferred  but  not  imperative. 


WANTED 


PHYSICIAN  qualified  in  Public  Health  for  position  County 
Health  Commissioner  in  newly  organized  County  Health 
Department.  Salary  about  $8,000.00.  Apply  to  Walter 
Bliss,  Chairman,  Schoharie  County,  Department  Health, 
Schoharie,  New  York. 


REAL  ESTATE 


FOR  IMMEDIATE  SALE 


TO  SETTLE  DOCTOR'S  ESTATE.  18  Bed  Registered 
General  Hospital  with  newly  constructed  Doctor’s  Office 
facilities  on  the  premises,  well  situated  in  College  Town  of 
8,000-12,000  inhabitants  near  the  Maine  Seaeoast.  Hospital 
is  fully  equipped,  has  an  attached  Nurses’  Home  and  is  func- 
tioning with  full  staff  in  accord  with  requirements  of  the 
A.  H.  A.  and  the  Maine  Bureau  of  Health  and  Welfare. 
Priced  very  low  for  immediate  sale.  For  particulars  write  or 
phone  P.  E.  Page,  Manager,  Dr.  Wilson's  Hospital,  Bruns- 
wick, Maine. 


FOR  RENT 


6 East  79th  (5th  Ave.)  Doctor’s  Office  4 rooms,  $300  monthly. 
Inspection  12-3 

Inquire  Superintendent  or  BU  8-1341 


FOR  SALE 


E E N T specialist’s  excellent  brick  office-home  combina- 
tion readily  available.  Will  sell  some  equipment  if  desired. 
Ideal  residential  location,  near  hospital.  New  York  75  miles. 
1936  price  for  prompt  sale  without  agent.  Box  246,  N.  Y. 
St.  Jr.  Med. 


FOR  SALE  OR  RENT 


Medical  practice.  2 rm.  office  apartment,  fully  equipped. 
Excellent  location,  Flatbush  section,  Brooklyn.  Reason: 
death.  Call  Es  7-3439. 


FOR  SALE 


S.  .E.  Corner  Plot,  100’  x 100’,  116th  Ave.  & 217th  St., 
St.  Albans,  Queens  N.  Y.  Ideal  location  for  Doctor's 
home  and  office.  Only  available  plot  in  fast  developing 
"Cambria  Heights”.  Price  $6000.  M.  Thompson,  Tel: 
LA  8-6220.  116-15  217th  St.,  St.  Albans,  Queens,  N.  Y. 


FOR  SALE 


Eight  room  house,  in  heart  of  White  Plains;  arranged  for 
physician  or  dentist.  Occupied  by  doctor  for  25  years. 
For  particulars,  write  Physician:  8 Cromwell  Place,  White 
Plains.  N.  Y. 


FOR  SALE 


29  ST.,  342  WEST 

Opposite  French  Hospital  occupied  20  years  by  physician. 
2 families;  2 Juplex  apts.;  oil  burner,  vm>dt«jt, fouipletely 
remodeled,  8U#tabl^)»dItSji dkiltujfo;  vj^fcediitiFtassession. 
$25,000,  cash  SlO.OWSj^HilgArftAgoTid  terms. 


17  Murra: 


OF  PHILADELPHIA 
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c lUe  Vast 


THAT  NEVER  ENCOUNTERS 
PAT  I ENT  RESISTANCE 


Rare  INDEED  would  be  the  physician  who  has  not 
encountered  patient  resistance  to  tar  preparations.  The 
objectionable  odor,  the  staining  and  soiling  of  skin,  linen 
and  clothing,  the  unsightly  appearance  on  exposed  body 
surfaces,  whether  the  preparation  be  white  or  the  blackish- 
brown  tar  color,  have  proved  serious  stumbling  blocks  in 
the  use  of  tar,  regardless  of  its  high  therapeutic  efficacy 
in  a host  of  frequently  seen  conditions. 

In  Tarbonis,  an  alcoholic  extract  of  carefully  selected 
tars  ( 5 per  cent ) incorporated  together  with  lanolin 
and  menthol  in  a vanishing-type  cream,  this  therapeutic 
efficacy  is  fully  preserved,  but  all  objectionable  features 
are  overcome. 

Tarbonis  leaves  no  trace  on  the  skin,  requires  no  re- 
moval before  reapplication.  It  is  free  from  all  tarry  odors, 
instead  presents  a pleasant  soapy  scent.  It  is  greaseless, 
nonstaining,  and  nonsoiling  — not  only  to  skin  but  to 
linen  and  clothing  as  well. 

Since  Tarbonis  is  nonirritant  even  to  the  tenderest  skin, 
it  may  be  applied  as  often  as  desired,  thus  assuring  a high 
degree  of  clinical  success. 

Physicians  are  invited  to  send  for  professional  sample. 


THE  TARBONIS  COMPANY 


4300  Euclid  Avenue  • Cleveland  3,  Ohio 


TARBONIS  COMPANY, 

Cleveland  3,  Ohio 

You  may  send  me  a sample  of  Tarbonis. 

Dr ‘ 

Address 

City,  Zone,  and  State 


‘RESULTS  HAVE  BEEN  SO 
GRATIFYING  . . . that 

there  appears  to  be  little 
ottasion  for  change."' 


This  is  the  opinion  shared  by  many  clinicians  who  have 
used  INTRADERM*  TYROTH RICI N in  stubborn  cases  of  acne  vul- 
garis, sycosis  vulgaris,  furunculosis,  impetigo,  and  other 
pyogenic  skin  infections. 

INTRADERM  TYROTHRICI N presents  tyrothricin,  most  powerful 
antibiotic  for  local  use,  in  a unique  skin-penetrant 
vehicle  permitting  rapid  diffusion  of  the  medication 
throughout  the  affected  area. 

ADVANTAGES:  Rapid  and  sustained  antibacterial  effect  • Non- 
irritating to  skin  • Active  even  in  presence  of  pus,  serum, 
and  exudates  • Does  not  give  rise  to  drug-fast  strains  • 
Leaves  no  unsightly  film,  making  it  most  acceptable  to 
patient. 


1.  Grinnell,  E.:  Journal-Lancet  68:  121  (Apr.)  1948, 

•The  word  INTRADERM  is  a registered  trademark  of  Wallace  Laboratories,  Inc. 


INTRADERM  TYROTHRICIN 

Reg.  U.  S.  Pa*.  Off. 

SUPPLIED:  120-cc.  bottles  containing  1 mg.  of  tyrothricin  per  cc. 
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WALLACE  LABORATORIES,  INC. 

53  Park  Place  New  York  8,  N.  Y. 


confidence 

Conti 

through  the  years 

the  perfect  olive  oil 
trio  for  baby's  skin 


Free  Clinical  Samples 


CONTI  PRODUCTS  CORP.,  45  CLINTON  AVENUE 
BROOKLYN  S,  N.  Y.  Dept.  103 

Please  send  me  free  clinical  samples  of  CONTI  Baby  OH, 
CONTI  Baby  Powder  and  CONTI  Castile  Soap  U.S.P. 

M.  i>. 

ADDRESS 

CITY ZONE STATE 


Since  1836,  CONTI  Castile  Soap  U.S  P has 
been  prescribed  with  confidence  by  physicians. 
Now  that  this  famous  soap  has  become  one  of 
a triumvirate,  with  the  addition  of  CONTI  Baby 
Oil  and  Baby  Powder,  even  greater  protection 
can  be  given  to  the  infant’s  tender  skin. 

CONTI  Baby  Oil,  containing  specially  re-  { 
fined  olive  oil,  is  pure,  nonirritating  and  free  \ 
from  rancidity.  It  is  an  aid  in  preventing  diaper 
rash,  useful  in  massaging  the  baby  scalp,  and 
for  cleansing  all  portions  of  the  body. 

CONTI  Baby  Powder,  fine-textured,  made 
with  the  finest  imported  white  talc,  is  treated 
with  refined  olive  oil  by  special  spray  process. 

All  three  of  these  CONTI  products  will  prove 
worthy  of  use  by  the  most  discriminating. 


CONTI  CASTILE  SOAP  U.S.P. 

All  containing  specially  refined  olive  oil 

CONTI  PRODUCTS  CORP.,  NEW  YORI 
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fever.  The  public  health  preventive  meas- 
ures derived  from  these  experiments  were 
so  successful  that  the  fever  in  Cuba  was 
under  control  within  a year. 


Carlos  Finlay  ( 1033-1015 ) 

proved  it  in  pnblir  health 


Carlos  Finlay,  of  Cuba,  a bacteriologist, 
believed  that  yellow  fever  was  transmitted 
by  the  stegomyia  mosquito.  His  original 
experiments  did  not  provide  definite  proof 
of  his  theory.  However,  he  continued  his 
search  in  co-operation  with  Walter  Reed 
and  the  Yellow  Fever  Commission.  The 
work  of  the  Commission  finally  proved  that 
infected  mosquitoes  could  transmit  the 


■Reynolds  Tobacco  Company,  Winston-Salem,  N.  C. 


Experienee  is  the  best  teacher 

in  eif/nrettes , ton  ! 

Millions  of  smokers  who  have  tried  and  com- 
pared many  different  brands  of  cigarettes 
have  found  that  cool,  mild,  flavorful  Camels  suit 
them  best. 

Try  Camels  on  your  “T-Zone” — T for  Taste, 
T for  Throat.  See  how  your  taste  enjoys  the  rich, 
full  flavor  of  Camel’s  choice,  properly  aged,  and 
expertly  blended  tobaccos.  See  if  your  throat 
doesn’t  welcome  Camel’s  cool,  cool  mildness. 

Yes!  Try  Camels  and  see  for  yourself  why,  with 
thousands  and  thousands  of  smokers,  Camels  are 
the  “choice  of  experience.” 

• • • 

According ; to  a Nationwide  survey: 

MORE  DOCTORS 
SMOKE  CAMELS 

than  any  other  cigarette 

Three  independent  research  organizations  in  a nationwide 
survey  asked  113,597  doctors  to  name  the  cigarette  they 
smoked.  More  doctors  named  Cumcl  than  any  other  brand. 
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Many  a contest  is  won  on  a black- 
board. For  an  action  that  clicks, 
chalk  up  well-balanced  team  play 
that  means  sound,  smooth  efficiency. 

It’s  the  same  with  ZymenoL  ...  a well- 
balanced  combined  action  for  smooth  effec- 
tive bowel  management  without  irritant, 
habit-forming  drugs.  ZymenoL  (1)  influences 
restoration  of  an  aciduric  condition  favor- 
able to  beneficial  intestinal  bacteria  (2) 
normalizes  bowel  motility.  ZymenoL  pro- 
duces gentle,  smooth  taxation  with  teaspoon 
dosage.  Which  is  an  advantage. 


o product  of  Ofij  £.  G hdden  & Co.,  Inc. 
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For  strong  bodies  and  healthy 
minds  in  the  forthcoming  gen- 
eration all  essential  nutrients 
must  be  furnished  throughout 
the  intra-uterine  period.  The 
increased  needs  of  the  mother 
and  rapidly  growing  fetus 
must  be  met. 

OBron,  in  a single  capsule, 
furnishes  adequate  amounts  of 
calcium,  phosphorus,  iron  and 
essential  vitamins  to  satisfy  the 
increased  nutritional  require- 
ments during  the  periods  of 
pregnancy  and  lactation. 


EACH  CAPSULE  CONTAINS: 

* Dicalcium  Phosphate,  Anhydrous  ....  768  mg. 

Ferrous  Sulfate,  U.S.P 64.8  mg. 

Vitamin  A (Fish-Liver  Oil)  . . . 5,000  U.S.P.  Units 
Vitamin  D (Irradiated  Ergosterol)  . 400  U.S.P.  Units 


OBro/v 

FOR  THE  OB  PATIENT 


Vitamin  B,  (Thiamine  Hydrochloride)  ...  2 mg. 

Vitamin  B2  (Riboflavin)  2 mg. 

Vitamin  B6  (Pyridoxine  Hydrochloride)  . . 0.5  mg. 

Vitamin  C 37.5  mg. 


ft  ROERIG 

/t/tc/iala/foii 


Niacinamide 20.0  mg. 

Calcium  Pantothenate 3.0  mg. 

"'(Equivalent  to  15  Grains  Dicalcium  Phosphate  Dihydrate) 


J.  B.  ROERIG  AND  COMPANY 


536  Lake  Shore  Drive 
Chicago  1 1,  Illinois 
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SEND  FOR  ILLUSTRATED  BULLETIN! 
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HB  Protein  is  essential  in  the  diet.  It  is  life  itself. 

But  people  cannot  always  have  it  in  the  palatable  form 
of  red  meat.  For  example,  a surgical  patient  faces  the 
shock  of  tissue  destruction,  blood  loss,  loss  of  body 
protein.  Before  and  after  surgery,  Protein  Hydrolysate 
Baxter  materially  helps  to  meet  the  protein  needs  of  the 
surgical  patient.  This  new  achievement  of  Baxter  research  is  a 
beef  product . . . prepared  from  bovine  plasma  . . . 
enzymatically  digested.  Autoclaved,  proven  sterile  and 
non-pyrogenic,  it  is  conspicuously  free  from  reactions. 

Full  information  is  available  on  request. 

Baxter  Laboratories,  Inc. 

Morton  Grove,  III. 


Protein  Hydrolysate 

BAXTER 


Available  with  or  without  Dextrose 


Distributed  and  available  only  in  the  37  states  east  of  the  Rockies  through — 

American  Hospital  Supply  Corporation  • General  Offices,  Evanston,  Illinois 
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Anti-Flatulent 
Effects  in  Intestinal 
Putrefaction  and 
Fermentation 


TL 


lech  tabid  contain*:  Infract  of  Rhubarb,  Sonrxs,  Pradpftatad  Solfvr,  Poppormlnt  OH  ond 
Pannal  Oil,  la  a Mf h activated  willow  charcoal  baM. 

Action  and  vtt«:  Mild  laiattva,  od««rt> oaf  and  caiwdnaHva.  Par  «#•  In  Indlgattiaiv  by"p«r- 
oddity,  bloatlnf  and  Retvlanc*. 

I or  2 table ft  daffy *  l/j  bavf  eftw  meat*.  let*—  a#  100. 

STANDARD  PHARMA CfUTICAi  CO^  INC  1112  Ira dwiy,  N#W  Y#Hl 
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ciliary 

activity  in 


Ciliary  motion  carries  away  exudative  debris  in 
the  upper  respiratory  passages.  This  action 
should  not  be  inhibited  by  therapy  of  the 
common  cold,  sinusitis  or  hay  fever. 


COLDS 
SINUSITIS 
HAY  FEVER 


The  isotonic  solutions  of  Neo - Synephrine  hydro- 
chloride permit  ciliary  function  to  continue  in 
an  efficient  manner,  while  congestion  is  reduced 
by  vasoconstriction. 


lo 

it 
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NEO- SYNEPHRINE® 


HYDROCHLORIDE 


L 


Supplied  in  % % solution  (plain  and  aromatic),  I oz 
bottles.  Also,  1 % solution  (when  greater  concentration  is 
required),  1 oz.  bottles,  and  54%  water  soluble  jelly,  % oz 


INC 


Noo-Synophrino,  trademark  r#fl  U S & Coo'*'*  a. 


New  York  13,  N.  Y.  Windsor.  Ont. 
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CLIFTON  SPRINGS 

SANITARIUM  and  CLINIC 


4 THE  CLINIC  Medical  sections  for  the  care  of 

metabolic  and  cardiovascular  diseases,  arthritic,  psychoneu- 
roses, gastroenterology,  pediatrics  and  hematology,  as  well  as 
general  diagnosis  are  available.  Surgical  sections  are  available 
for  general  surgery  and  the  various  surgical  specialties.  Lab- 
oratory sections  are  maintained  for  radiology  and  pathology. 
The  clinic  is  general  and  maintains  competent  medical,  surgical 
and  laboratory  staffs.  All  types  of  general  medical  and  surgical 
cases  are  received  for  diagnosis  and  treatment.  Recognized 
forms  of  physiotherapy  are  provided.  There  is  an  excellent 
dietetic  service.  No  cases  of  active  pulmonary  tuberculosis, 
contagious  disease,  epilepsy,  or  insanity  are  accepted. 


THE  SANITARIUM 

I REST,  RELAXATION,  MEDICAL  CARE 

The  Sanitarium  has  all  the  atmosphere  of  a fine  hotel  with  | 
individual  rooms  and  tasteful  decorations.  A special  feature 
is  made  of  occupational  therapy  of  all  kinds  with  competent 
staff  and  facilities.  Other  features  are  large  cheerful  solarium, 
billiard  room,  complete  gymnasium,  complete  bath  and  massage 
department.  The  spacious  grounds  include  a nine-holf  golf 
course.  All  the  sanitarium  facilities  are  open  to  guests  who  do 
not  wish  examination  and  medical  care,  but  come  simply  for  the  | 
baths  and  massages  and  rest  and  recreation.  Modern  medical 
equipment  and  superb  location  offer  the  combined  advantages 
of  a medical  center  and  rural  Spa. 

ILLUSTRATED  BOOKLET  MAILED  TO  PHYSICIANS 
ON  REQUEST 

Address  all  communications  to 
S.  A.  MUNFORD,  M.D.,  Superintendent, 

Clifton  Springs,  New  York,  Phone:  3 
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In  two  series  of  patients  totalling  221,  Viggiano*  found  Pavotrine 
"a  most  efficacious  agent  in  the  treatment  of  dysmenorrhea” 
in  that  76.6  per  cent  of  the  patients  obtained  complete  or 
moderate  relief. 

This  non-narcotic  ontispasmodic  proved  to  be  "a  safe  and 
effective  medication  for  the  symptomatic  treatment  of  dysmen- 
orrhea and  for  reducing  absenteeism  among  women  workers.” 


SEARLE 

Research  in  the  Service  of  Medicine 


Pavatrine  has  o dual  relaxing  effect — neurotropic  ond  mus- 
culotropic — on  the  smooth  muscle  of  the  uterus,  bowel  ond 
bladder — with  accompanying  relief  of  pain  in  spastic  conditions 
of  these  organs. 

In  the  management  of  dysmenonhea  best  results  are  ob- 
tained if  medication  is  begun  three  to  five  days  preceding 
menstruation. 


•Viggiano,  F.  A.  Dysmenorrhea  in  Industry — 
Treatment  with  a New  Ant'spasmodic, 

Indust.  Med.  15:632  (Nov.)  1946. 


G.D.  SEARLE  & CO.,  CHICAGO  80.  ILLINOIS 


PAVATRINE® 

125  mg.  (2  gr.) 

PAVATRINE  with  Phenobarbital 

Pavatrine — 125  mg.  (2  gr.) 

Phenobarbital — 15  mg.  [Va  gr.) 
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Officers  of  the  Session  on  the  History  of  Medicine  and  Session  on  Physical  Medicine  will  be  announced 

at  a later  date. 
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Powerful,  Quick  Acting  Central  Stimulant 

ORALLY  - for  respiratory  and  circulatory  support 
BY  INJECTION  - in  the  emergency 

AMPULES  - I and  3 cc.  (each  cc.  contains  \Vi  grains.) 
TABLETS  - |i/2  grains. 

ORAL  SOLUTION  - (l*/i  grains  per  cc.) 

Metrasol,  brand  of  pentamethylentetrazol,  Trade  Mark  re»r.  U.  S.  Fat.  Off. 


BILHUBER-KNOLL  C O R P.  ORANGE,  NEW  JERSEY 
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DEATH 

STRIKES 

IN 

UTERO! 


Stop  This  Appalling  Waste  of  Human  Fertility! 
des  tablets  provide  proven  therapy  in  abortion,  miscarriage 
and  premature  labor— plus  added  extra  advantages  of: 
GREATER  SPECIFIC  EFFECT  . . . for  therapy  in  as  well  as 
for  prevention  of  abortion,  miscarriage  and  premature  labor. 
GREATER  SPEED  OF  ACTION  ...  readily  absorbed,  quickly 
effective  and  extremely  well  tolerated  by  oral  administration. 
GREATER  ECONOMY  . . . newest  development  in  high  po- 
tency estrogenic  substances  makes  for  lowest  cost. 

GREATER  SAFETY  . . . clinical  studies  sh  o\\  pregnant  women 
tolerate  with  ease  doses  of  des  1000  times  greater  than  non- 
pregnant women. 

GREATER  SUCCESS  . . . clinical  reports  by  Karnaky,  Rosen- 
blum.  White  and  Smith  and  Smith  show  percentage  successes 
in  all  cases  treated  greater  than  with  any  other  accepted 
methods. 

Tablets, 

25.0  milligrams. 

Grant  Process 

alpha-alpha-diethyl-4,  4 ' -stilbenedtol 

diethylstilbestrol  U.S.P.,  XIII 

grant  chemical  coM  inc.,  95  madison  avenue 
new  york  16,  new  york 
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PENICILLIN, 

ORAL  TABLETS 


Aluminum  Penicillin  Oral  Tablets  are 
clinically  effective  in  the  treatment  of 
penicillin  susceptible  infections. 

Containing  the  almost  insoluble  triva- 
lent  aluminum  salt  (not  a mixture)  , they 
provide  for  maximum  utilization  of  the 
dose  administered. 

Low  solubility  of  Aluminum  Penicil- 
lin renders  it  much  less  liable  to  inacti- 
vation in  the  stomach.  Destruction  in 
the  intestinal  tract  is  inhibited  by  the  ad- 
dition of  sodium  benzoate.  Slow  con- 
version to  a readily  absorbed  form  in  the 
more  alkaline  conditions  of  the  intesti- 
nal tract  enhances  clinical  effectiveness. 

Aluminum  Penicillin  is  not  toxic  in 
doses  far  exceeding  those  used  thera- 
peutically and  does  not  cause  gastric 
disturbance. 


Specify  Aluminum  Penicillin 
Oral  Tablets,  H.  W.  & D. 
Supplied  in  vials  of  twelve  tablets 
each  containing  Aluminum  Peni- 
cillin, 50,000  units,  and  sodium 
benzoate,  0.3  gram.^'  


* Patent  applied  for 


HYNS0N.WESTC0TT  & DUNNING, INC. 


BALTIMORE  MARYLAND 


INDEX  TO  ADVERTISERS 


Abbott  Laboratories 

The  Alkalol  Company 

American  Hospital  Supply  Corporation. 
The  Arlington  Chemical  Company 


2119 

2203 

2101 

2122 


A.  C.  Barnes  Company 2118 

Dr.  Barnes  Sanitarium 2199 

Bilhuber- Knoll  Corp 2100 

Boasi  & Haggerty 2112 

Brigham  Hall  Hospital 2201 

Bristol  Laboratories  Inc 2191 

Brown’s  Medical  Bureau 2201 

Brunswick  Home.  2199 

Ciba  Pharmaceutical  Products,  Inc 2nd  cover,  2113 

Clifton  Springs  Sanitarium  and  Clinic 2104 

Commercial  Solvents  Corporation 2109 

Conti  Products  Corp 2096 

The  De  Leot.on  Company 2122 

Doak  Co.,  Inc 2122 

Eaton  Laboratories,  Inc 2197 

Falkirk  in  the  Ramapos.  2199 

Otis  E.  Glidden  & Co.,  Inc 2098 

Grant  Chemical  Co.,  Inc 2107 

Halcyon  Rest 2201 

Hoffmann-La  Roche  Inc 2125 

Holbrook  Manor 2199 

Homemakers’  Products  Corporation 2121 

Hynson,  Westcott  Dunning,  Inc 2108 

Interpines 2199 

Lanteen  Medical  Laboratories,  Inc 2195 

The  Liebel-Flarsheim  Co 2100 

Eli  Lilly  and  Company Between  2126-2127 

Louden-Knickerbocker  Hall,  Inc 2201 

Mandl  School 2203 

The  Maples,  Inc . 2201 

Massapequa  Villa 2199 

Mead  Johnson  & Company 4th  cover 

National  Discount  & Audit  Co 2203 

The  Nitchie  School  of  Lip  Reading,  Inc 2203 

Olympic  Mfg.  Co 2201 

Paine  Hall 2203 

Pine  wood 2201 


A.  M.  Radio  Sales  Co 2112 

Raymer  Pharmacal  Company 2124 

R.  J.  Reynolds  Tobacco  Company. 2097 

J.  B.  Roerig  and  Company 2099 

Schenley  Laboratories,  Inc 2116 

Sobering  Corporation 2115 

G.  D.  Searle  & Co 210o 

Sharp  & Dohme.  . 21-0 

Smith,  Kline  & French  Laboratories ■ ■■■■ 

3rd  cover,  2111,  2123,  2193 

Standard  Pharmaceutical  Co.,  Inc 2102 

Marvin  R.  Thompson,  Inc 2117 

Charles  B.  Towns  Hospital 21.U 

Justin  Traub Z-IM 

Upjohn  Company 2120 

Vaponefrin  Company 2114, 


Wallace  Laboratories,  Inc 

William  R.  Warner  & Co.,  Inc. 
West  Hill 

White  Laboratories,  Inc • 

Winthrop-Stearns  Inc 

Wyeth  Incorporated 


2005 

2206 

2190 

Between  2102  210:1 

2103 

2110 


Tho  Zemmer  Company. 


2203 


2109 


When  instituted  early  and  in  conjunction  with  a diet  providing  large 
amounts  of  protein  and  B complex  vitamins,  Choline  therapy  inter- 
rupts the  chain  of  events  in  the  development  of  portal  cirrhosis. 
Thus  fatty  infiltration  of  the  liver,  the  forerunner  of  cirrhosis,  is  over- 
come, and  the  fatal  complicating  cirrhosis  is  either  forestalled  or 
prevented. 

Syrup  Choline  Bicarbonate-C.S.C.,  an  entirely  new  choline  prep- 
aration for  therapeutic  use,  is  an  advantageous  means  of  adminis- 
tering choline.  It  is  an  unusually  palatable  mixture,  provides  the 
equivalent  of  12.5  per  cent  choline  base  or  14.4  per  cent  choline 
chloride,  and  may  be  given  in  full  therapeutic  dosage  without  gas- 
tric intolerance  or  nausea. 

Available  at  all  pharmacies  in  one  pint  bottles. 


C.S.C. 


A DIVISION  OF  COMMERCIAL  SOLVENTS  CORPORATION  • 17  EAST  42nd  STREET  • NEW  YORK  17.  N.  Y. 
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Active 
Ingredient: 
Mineral  Oil  65% 
DIRECTIONS— Adults:  One  table- 
spoonful.  Children:  One  teaspoonful. 
Important  — Do  not  take  directly 
before  or  after  a meal 
May  be  thinned  with  water,  milk  or 
fruit  juice  if  desired. 


WYETH  INCORPORATED 
PHIIADIIPHIA.  P A 
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This 

penicillin-vasoconstrictor  combination 
provides— 


v; 

* 


rapid  and  prolonged  shrinkage 

Par-Pen  contains  'Paredrine  Aqueous’ — 
one  of  only  two  proprietary  aqueous 
vasoconstrictors  favorably  noted 
in  a report  issued  for  the  information 
of  the  Mayo  Clinic  Staff. 


potent  antibacterial  action 

Par-Pen  contains  sodium  crystalline 
penicillin,  now  recognized  as  the 
most  desirable  form  of  this  potent  drug. 
An  important  advantage  of  this  new  form 
of  penicillin  is  its  superior  stability. 

Your  patient  need  not  refrigerate  Par-Pen. 
Even  after  a week  at  room  temperature, 
Par-Pen  will  contain  500  units  ol 
penicillin  per  cc.  — the  accepted 
strength  for  local  use. 
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PLAN  YOUR 
INCOME  TAX 
PROGRAM 

• TO  GUESS  IS  EXPENSIVE  • 

• Keep  accurate  books  reporting 
all  Income  and  Expenses 

• Practice  Tax  principles 

We  offer  a service  and  the  neces- 
sary business  forms  to  provide:- 
/ Monthly  Financial  Statements 
/ Data  for  Estimated  Tax  Declarations 
/ Figures  for  Income  Tax  Returns 

For  information,  write  to:- 

BOASI  & HAGGERTY 

45-41  47th  St.,  Woodside,  L.  I.,  N.Y. 

A CONFIDENTIAL  SERVICE 


Epidermophytosis  and  Other 
Fungus. 

This  sensationally  low  cost  Ultra-Violet  Fluores- 
cent light  passed  through  a specially  adapted 
filter  helps  to  quickly  uncover  ringworm  of  the 
scalp  or  any  other  portion  of  the  body. 

Infected  hairs  quickly  fluoresce  when  exposed  to 
this  Black  Light  in  the  dark  room.  Also  utilised 
in  mass  screening  of  school  children  for  ring- 
worm of  scalp. 

Operates  on  110/115  AC.  Each  unit  comes  equip- 
ped with  a special  6 foot  ballast  line  cord.  Plug  . 
in  and  it's  ready  for  use 

At  unheard  of  low  cost 

Same  unit  with  gooseneck  mount  $4.49. 
Replacement  bulbs  35^  each/ 

QUANTITY  LIMITED!  ORDER  TODAY! 

A.  M.  RADIO  SALES  CO. 

345  Canal  St.  • New  York  13,  N.  Y. 
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Priscol  therefore  produces  circulatory  improvement  in 
many  cases  of  Raynaud's  disease,  Buerger's  disease,  dia- 
betic gangrene,  and  arteriosclerotic  peripheral  vascular 
disease. 

Patients  should  he  closely  observed  until  optimal  dosage  is 
established  since  paradoxical  effects  or  orthostatic  hypo- 
tension may  occur. 

Issued:  Tablets  of  25  mg.;  bottles  of  too  and  1000. 

10  cc.  Multiple-dose  Vials,  each  cc.  containing  25  mg. 

I.  Crimson,  K.  S.,  Marzoni,  F.  A.,  Reardon,  M.  J.,  and  Hendrix,  J.  P.: 
Surg.,  23:728,  1948. 

• Complete  information  may  be  obtained  from 

CIBA  PHARMACEUTICAL  PRODUCTS.  INC.,  SUMMIT.  NEW  JERSEY 
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PRISCOL  (brand  of  benzazolinc)  Trade  Mark  Reg.  II. S.  Pat. Off. 


• Assures  voluminous  aerosol  mists. 


• Produtes  greater  topical  effectiveness. 

• Controls  breathing  pattern. 


The  latest  addition  to  the  Vaponefrin  Aerosol  Armamentarium 
— a new  Styrene  plastic, non-breakable  Aerosol  Mask  equipped 
with  a special  Vaponefrin  Nebulizer  — remarkably  simplifies 
the  mechanics  of  aerosol  therapy  . . . prevents  loss  of  medica- 
tion. ..  affords  optimum  quantities  of  the  therapeutic  agent.  The 
Vaponefrin  Aerosol  Motor  Unit  is  also  available  as  inexpen- 
sive, portable  equipment  for  home  or  office  use. 


VAPONEFRIN  COMPANY  : 


THE  DAY-TO-DAY  NEEDS 

of  our  aged  and  retired  colleagues  in  the  medical  pro- 
fession, the  Physicians’  Home  provides  material  assistance, 
quietly  given — gratefully  received. 

Your  regular  contributions,  special  gifts  and  bequests, 
within  and  outside  the  profession,  assure  that  this  work 
will  continue  and  expand. 

The  security  which  the  Physicians’  Home  is  able  to  extend 
to  its  guests  is  a splendid  testimony  to  the  generosity — 
year-by-year — of  the  members  of  the  Medical  Society  of 
the  State  of  New  York. 

PHYSICIANS’  HOME 

FIFTY-TWO  EAST  SIXTY-SIXTH  STREET,  NEW  YORK  21 


ill  the 

male  climacteric 


■ .‘‘‘Testosterone  is  beneficial 
i the  same  manner  as  the 
strogenic  substances  in  the 
‘■eatment  of  similar  symp - 
>ms  in  the  female.” 


“ The  objective  in  treatment, 
which  is  substitutive,  is  to 
assist  in  establishing  endo- 
crine and  autonomic  nervous 
system  balance.  ...” 


United  States  Dispensatory,  ed.  24, 
Philadelphia,  J.  B.  Lippincott 
Company,  1947,  p.  1194. 


1947  Year  Book  of  General  Therapeutics, 
Chicago,  The  Year  Book  Publishers,  Inc., 
1947,  p.  258. 


(TESTOSTERONE  PROPIONATE  U.S.P.  XIII) 


in  oil,  relieves  the  distressing  accompaniments  of 
waning  gonadal  function  in  the  male.  High  potency, 
rapid  action  and  well-sustained  androgenic  effect 
facilitate  control  of  nervousness,  irritability, 
despondency,  fatigability,  palpitations,  hot  flashes 
and  other  symptoms  of  the  male  climacteric. 

Ok  ETON*  fosters  maintenance  of  emotional 
equilibrium  and  physical  and  mental  vigor. 


PACKAGING:  Oreton  ampuls  of  1 cc.,  each  cc.  containing 
5,  10  or  25  nig.  of  Testosterone  Propionate  U.S.P.  XIII  for 
intramuscular  injection;  boxes  of  .3,  6 or  50  ampuls. 
Multiple  dose  vials  of  10  cc.,  each  cc.  containing  25  or 
50  nig.;  boxes  of  1 vial. 


CORPORATION  • BLOOMFIELD,  NEW  JERSEY 

IN  CANADA.  SCHERINC,  CORPORATION  I II)  . MONTREAL 


ORETON 
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puerperal 

morbidity 

reduced 


Pelvicin 


* 

[penicillin  vaginal  suppositories  Schenley] 


In  a recent  controlled  study  l of  1,573  obstetrical  patients,  the  incidence 
of  genital  tract  infections  was  reduced  from  5.3  per  cent  to  2.3  per  cent 
when  penicillin  vaginal  suppositories  were  used.  A decline  of  56.6  per  cent! 

ADDITIONAL  ADVANTAGES:  PELVICINS  (penicillin  vaginal 
suppositories  Schenley)  shorten  the  hospitalization  period;  reduce  nursing 
care  required;  are  completely  painless  and  nonirritating.  These  advantages 
suggest  the  value  of  their  routine  use  in  obstetrical  procedure. 

SIMPLICITY  OF  TECHNIQUE:  Insert  2 PELVICINS  (total,  200,000 
units  of  penicillin)  into  posterior  fornix  of  vagina  with  a sponge  forceps, 
immediately  after  delivery  of  the  placenta. 

SUPPLIED:  Boxes  of  6 and  12  PELVICINS,  100,000  units  each. 


1.  Pierce,  II.  R.:  Am.  J.  Obst.  & Gyncc.  vol.  55  (Feb.)  1948. 
■^Exclusive  trademark.  © Schenley  Laboratories,  Inc. 


PRICE  REDUCTION:  PELVICINS  now  cost  your  patients  one-third  less. 
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(an  original 
MRT  contribution) 


a new  approach 
to  the 
cough 

problem 


SYRUP  URETHANE-MRT,  a unique  development  of  the  Marvin 
R.  Thompson,  Inc.  laboratories  designed  for  the  effective  relief 
and  control  of  coughs  accompanying  the  common  cold,  bron- 
chitis or  other  respiratory  disorders. 

SYRUP  URETHANE-MRT  IS  EFFECTIVE  because  its  action 
is  direct  — similar  to  that  of  codeine  — but  derived  entirely  from 
urethane,  which  by  suppressing  the  overactive  cough  reflex, 
provides  speedy  comfort,  rest  and  relief. 

SYRUP  URETHANE-MRT  IS  SAFE  because  unlike  codeine, 
its  hypnotic  and/or  sedative  properties  are  negligible.  More- 
over, the  active  drug  urethane  is  non-habit  forming  — non-toxic. 
Containing  no  alcohol,  it  is  ideal  for  children;  non-constipating 
and  causes  no  gastric  discomfort. 

SYRUP  URETHANE-MRT  IS  SIMPLE  because  it  is  a com- 
plete cough  preparation  unto  itself— requiring  no  admixture  with 
other  expectorants  to  increase  its  effectiveness.  However  it  is 
ideally  adapted  for  compounding  with  other  agents  if  desired. 
SYRUP  URETHANE-MRT  IS  PLEASANT  because  it  has  a 
delightful  taste  and  is  pleasantly  aromatic.  Its  emerald  green 
hue  gives  it  “eye-appeal”  as  well. 

Each  teaspoonful  (5  cc.)  contains:  Urethane,  4 Gr.,  in  a fla- 
vored syrup  base. 

Directions:  One  teaspoonful  every  3 or  4 hours,  or  as  directed 
by  the  physician. 


no  coined  names  . . . specify 


MRT 


literature  and  sample*  on  request 


MARVIN  R.  THOMPSON,  inc. 

service  to  medicine  • Stamford,  Connecticut 
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IN  TRICHOMONIASIS 

use  and  prescribe  ARGYPULVIS 


For  Use  by  the  Physician 
7-gram  bottles  fitting  Holmspray 
or  equivalent  powder -blower 


For  Home  Use  by  the  Patient 
2-gram  capsule  for  insertion  by  the  patient 


This  new  adaption  of  ARGYROL  provides 
more  effective  treatment  . . . and  better  control 


Its  positive  protozoacidal  action, 
combined  with  its  detergent  and 
demulcent  properties,  makes 
argypulvis  an  ideal  agent  both  for 
effective  office  treatment  and  for  the 
supplementary  home  use  so 
essential  to  effective  control.*  • 


INTRODUCTORY  TO  PHYSICIANS:  On  re- 
quest we  will  send  professional  samples  of  Argy- 
pulvis (both  forms),  together  with  a reprint  of  the 
Reich,  Button,  Nechtow  report.  (Use  coupon.) 


A.  C.  Barnes  Company 

Dept. NY-1 08,  New  Brunswick,  N.  J. 

Name 

Address  

City  State 


Composition  . . . Physical  Properties 

argypulvis  contains  powdered  argyrol  (20%), 
Kaolin  (40%)  and  Beta  Lactose  (40%)  . . . finely 
milled,  to  provide  the  fluffiness  which  makes  for 
easy  insufflation,  and  with  an  attraction  for 
water  which  promotes  fast  action. 


7 -gram  bottles 
in  cartons  of  3 


2-gram 
capsules  in 
bottles  of  12 


ARGYPULVIS 


ARGYROL  and  ARGYPULVIS  are  registered  trademarks, 
the  property  of 

A.  C.  BARNES  COMPANY 
NEW  BRUNSWICK,  N.  J. 

* Reich,  Button  and  Nechtow,  "Treatment  of  Tri- 
chomonas Vaginalis  Vaginitis ,”  Surgery,  Gynecol- 
ogy and  Obstetrics,  May  1947,  pp.  891-896 
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EACH  DAYAMIN  CAPSULE 
contains:  Vitamin  A,  10,000 
units;  Vitamin  D,  1,000 
units;  Thiamine  Hydrochloride, 
5 mg.;  Riboflavin,  5 mg.; 
Nicotinamide,  25  mg.; 
Pyridoxine  Hydrochloride, 
1.5  mg.;  Pantothenic  Acid 
(as  Calcium  Pantothenate), 
5 mg.;  Ascorbic  Acid,  1 00  mg. 


When  will  people  like  Preen  discover  that  a thousand  missed  breakfasts 
can  add  up  to  one  subclinical  vitamin  deficiency?  You  know  that 
chronic  breakfast-skipping  eventually  can  evoke  a half-sick,  half-well 
complaint  just  as  easily  as  chronic  hurrying,  chronic  worrying  or 
faddist  dieting.  Since  these  cases  are  usually  the  result  of  months — 
perhaps  years — of  nutritional  sidestepping,  they  often  need  immediate 
vitamin  supplementation  in  conjunction  with  dietary  reform.  To  offset 
the  whims  of  the  patient's  appetite  and  the  wide  variances  in  food 
values,  many  physicians  continue  vitamin  supplementation  for  the 
duration  of  treatment.  Very  often  their  choice  is  Dayamin,  Abbott's 
potent  multivitamin  capsules.  Each  easy-to-take  capsule  contains  six 
essential  vitamins  as  well  as  pyridoxine  and  pantothenic  acid.  One 
capsule  daily  as  a supplement,  more  as  a therapeutic  agent. 

Your  pharmacy  has  Dayamin  in  bottles  of  30,  100  and  250  capsules. 

If  your  patients  don’t  like  capsules,  prescribe  golden  Dayamin 
Liquid  with  the  citrus-like  taste — in  bottles  of  90  cc.,  8 fluidounces 
and  1 pint.  Abbott  Laboratories,  North  Chicago,  Illinois. 


specify 


€> 


(ABBOTT'S  MULTIPLE  VITAMINS] 
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. . created  equal" 


All  infants  are  created  equal  in  that  vitamin  adequacy  is  indispen- 
sable for  their  optimal  health,  growth  and  development  through 
childhood  and  adolescence. 


And  all  Zymadrops*  are  created  equal  in  that  each  bottle  uniformly 
and  dependably  provides  all  these  essential  vitamins  in  potent,  con- 
centrated drop-dosage  form.  The  Upjohn  manufacturing  process  blends 
and  disjterses  both  fat-soluble  and  water-soluble  vitamins  in  Zyma- 
drops for  optimal  stability,  palatability  and  absorbability. 

^Trademark,  Reg.  U S.  Pat.  Off. 


Upjohn 


Zymadrops 


EINE  PHARMACEUTICALS  SINCE  1886 


Each  0.6  cc.  contains: 

Vitamin  A 

5/000  U.  S.  P.  units 

Vitamin  D:i 

1,000  U.S.  P.  units 

Thiamine  Hydrochloride  (Bi). 

. . . . 1 .0  mg. 

Riboflavin  (B2,  G) 

. . . . 1.0  mg. 

Pyridoxine  Hydrochloride  (B'O 

. . . . 0.5  mg. 

Calcium  Pantothenate  . . . 

. . . . 3.0  mg. 

Nicotinamide 

. . . . 10.0  mg. 

Ascorbic  Acid  (C) 

. . . . 60.0  mg. 

Alcohol 

2% 

£l/M/MfS  MSf  0/ 


Product,  quality  and 
package  remain  the 
same?  DIAPARENE’S 
new  name  is  easier  to 
identify,  easier  to  re- 
member, easier  to  say. 


DIAPARENE  is  rhe  first  and  only  non- 
mercurial, non-volatile  diaper-bacterio- 
stat  thoroughly  tested  in  laboratory  and 
clinic  to  prevent  formation  of  urinary  am- 
monia in  the  urine-wet  diaper — -the  direct 
cause  of  ammonia  dermatitis  and  ulcera- 
tions of  the  external  urinary  meatus1 


Simply  prescribe  one  DIAPARENE  tablet 
dissolved  in  two  quarts  of  warm  water  as 
a final  1:25,000  rinse  for  six  diapers  or 
less.  For  bactericidal  action  the  concen- 
tration may  be  increased  as  much  as  five 
times  (1:5, 000)2.  At  your  pharmacist  in 
boxes  of  20  and  40  tablets. 


REFERENCES: 

1.  Cooke,  J.  V.:  Brennemann  Practice 
of  Ped.  4:  Chapter  41,  1945. 

2.  Benson,  R.  A.  et  al:  J.  Ped.  31:369- 
754,  1947. 

3.  Sullivan,  N.:  Int'l  Congress  of  Ped., 
Mt.  Sinai  Hospital,  New  York,  1947. 

Division  of  Pediatric  Pharmaceuticals 

HOMEMAKERS'  PRODUCTS  CORP. 

380  Second  Avenue,  New  York  10,  N.  Y. 

CANADIAN  ADDRESS 
36>48  Caledonia  Road,  Toronto,  Ontario 


HOMEMAKERS'  PRODUCTS  CORPORATION 
380  Second  Ave.,  New  York  10,  N.  Y. 

Please  send  me,  without  cost,  literature  and  samples 
of  DIAPARENE  to  eliminate  cause  of  diaper  rash 
(ammonia  dermatitis). 

Dr 

Address 

City Zone State 


I average 


diaper  rash  cases  weekly. 
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NEW  NAME 
for  a 

TOP  FAVORITE 
in  Protein 
Nutrition 


*New  designation  of  Aminoids 
adopted  as  a condition  of  accept- 
ance by  the  Council  on  Pharmacy 
and  Chemistry  of  the  American 
Medical  Association. 


Laminoids 

Trademark 

BRAND  OF  AMINOPEPTODRATE 

retains  all  of  the  “stand-out”  qualities 
that  have  made  Aminoids  a protein 
supplement  of  choice. 

THE  PRODUCT  IS  UNCHANGED 

High  Palatability. . High  Biological  Efficiency 
. . High  Patient-Acceptance 

SUPPLIED:  In  bottles  containing  6 oz. 
PLEASE  NOTE:  Your  patients  may 
receive  bottles  labeled  Aminoids  un- 
til druggists’  present  stocks  are 
exhausted. 


THE  ARLINGTON  CHEMICAL  COMPANY  • YONKERS  1,  NEW  YORK 


SALINIDOL 

Formula  U.S.P.H.  Service 


Salicylanilid 5% 

Carbowax 95% 


Ringworm  of  the  Scalp 

(Microsp.  Audouini  or  Microsp. 
Lanosum) 

Salinidol — Greaseless,  Stainless, 
Odorless.  Easily  removed  with 
water. 

The  hair  must  be  clipped  every 
10  days  and  Salinidol  applied 
daily. 

Please  write  for  sample  and 
literature. 

DOAKCO.,  INC. 

Cleveland,  Ohio 

NY  10-48 


For  Head  Colds, 

Crusts , Dryness  of  the 
Nose  and  Other 
Nasal  Conditions 

O L I O D I N (2!  oz) 

(De  Leoton  Nasal  Oil) 

OLIODIN  produces  a mild  hyperemia  with  an  exudate  of 
serum,  loosening  crusts,  relieving  dryness  and  is  soothing  to 
the  nose  and  throat.  Breathing  is  improved. 

Try  OLIODIN  in  connection  with  forms  of  treatment  you 
may  be  using  in  the  nose,  such  as  tamponage,  sprays,  etc.  and 
note  the  improvement. 

For  The  Eyes 

OPHTHALMIC 

Solution  No.  2 

Yi  fl.  oz. — 2 fl.  oz. 

(De  Leoton  Eye  Drops) 

Sol.  Oxycyanide  of  Mercury  with  Zinc  Sulphate,  Zinc  Phenol- 
sulphonate  and  Boric  Acid  in  Distilled  Water. 

USES:  1.  In  Diplo-bacillus  infections. 

2.  Before  and  after  operations. 

3.  In  chronic  catarrhal  conditions  of  elderly  people. 

4.  As  a collyrium  (Eye  Wash). 

6.  To  relieve  irritation  caused  by  wind,  dust,  bright 
lights,  etc. 

Write  for  Samples 

THE  DE  LEOTON  COMPANY 
Box  204,  Capitol  Station  Albany,  N.  Y. 


Eskadiazine — SKF’s  fluid 
sulfadiazine — offers 
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three  big  advantages: 


Its  fluid  form  is  ideal 
for  infants  and  children 
and  also  for  those  adults 
who  have  difficulty  swallowing 
bulky  sulfadiazine  tablets. 


Your  patients  will  be  grateful  to 
you  for  prescribing  this 
easy-to-take  sulfadiazine. 


the  outstandingly  jmlatahle  fluid  sulfadiazine 


Here  are  3 reasons  why 

Eskadiazine  is  so  widely  prescribed 


It  is  so  palatable 
that  all  types 
of  patients 

actually  like  to  take  it. 
Children  say: 

It  tastes  good.” 


desired  serum  levels 
areattained  in  2 hours, 
instead  of  the  6 
required  for  sulfadiazine 
in  tablet  form. 


f 


Eskadiazine 


Smith , Kline  & French  Laboratories , Philadelphia 
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the  ETHICAL 


^■■nvi  &TF -SUCCINATE  FORMULA 


% 


RAYMER 


Raysal 


-with 


Succinate 


fb)  f/ie  A'lea/men/ 

ARTHRITIS  and  RHEUMATISM 


RAYSAL  WITH  SUCCINATE  employs  three  principal  in- 
gredients— salicylate,  iodine,  and  succinate  . . . designed 
to  combine  the  almost  specific  antiarthritic  and  antirheu- 
matic action  of  the  salicylates,  the  stimulating  and  nu- 
tritionally corrective  effects  of  iodine  and  the  salicylate 
detoxifying  action  of  succinic  acid. 

An  ideal  companion  medication  for  other  therapeutic 
measures  employed  in  arthritis  and  rheumatism.  RAYSAL 
WITH  SUCCINATE  will  enhance  the  efficiency  of  RAY- 
FORMOSIL  ...  a safe  and  effective  combination  for 
use  in  your  next  case. 

■ jAp  Q)pAo xiflietl  . (J  (i/iry/aA>  f_A{ptJic€M>ip/nA 


ENTERIC  COATED  TABLETS 

Raysal - 5 grains 

(Representing  43%  Salicylic  Acid  and  3%  Iodine  in  Calcium- 
Sodium  Phosphate  Buffer  Salt  Combination) 

Succinic  Acid  .... 2 grains 


Available  only  on  order  of  the  physician  - advertised  only  to  the 
Medical  Profession -sample  and  literature  will  be  sent  upon  request. 


PHARMACAL  COMPANY  • PHILADELPHIA  34,  PA. 
PHARMACEUTICAL  MANUFACTURERS 

0* a Qticvifot  iciat»6 
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n the  opinion  of  many  clinicians,  "pelvic  distortion  ...  is 


the  most  serious  result  of  rickets.”1  Severe  deformities  which 


"obstruct  childbirth  and  may  cause  death  of  both  mother  and 
infant”2  as  well  as  "the  so-called  'simple  flat'  pelvis”3  are  often 
"rachitic  in  origin.”3  In  the  prevention  of  rickets  and  other  vitamin 
deficiency  syndromes,  the  use  of  Vi-Penta  Drops  'Roche'  offers 
clinically  important  advantages.  The  drops  are  willingly  taken 
even  by  "difficult”  patients  since  they  are  miscible  and  may  be 
added  to  milk,  fruit  juice  or  other  foods  without  significantly 
affecting  the  flavor.  The  comprehensive  formula  of  Vi-Penta 
Drops  supplies  in  each  10-minim  dose  no  less  than  1000  U.S.P. 
units  of  vitamin  D plus  ample  amounts  of  vitamins  A,  B|,  B2,  C 
and  niacinamide.  Vi-Penta  Drops  are  available  in  15-cc  and 
30-cc  vials.  For  a free  trial  supply,  write  to  department  V-3, 
Hoffmann-La  Roche  Inc.,  Roche  Park,  Nutley  10,  New  Jersey. 

VI-PENTA  DROPS  'ROCHE' 


1.  F.  Bicknell  and  F.  Pres- 
cott, The  Vitamins  in  Medi- 
cine, Grune  & Stratton, 
1946. 

2.  M.  M.  Eliot  and  E.  A. 
Park,  Brennemann’s  Prac- 
tice of  Pediatrics,  W.  F. 
Prior  Co.,  Inc.,  36:66, 
1946. 

3.  J.  B.  De  Lee  and  J.  P. 
Greenhill,  Obstetrics,  W. 
B.  Sanders,  1943. 


T M. — Vi-Penta — Reg.  U S.  Pat.  Off. 


HOFFMANN-LA  ROCHE  INC 


NUTLEY  10 


NEW  JERSEY 


"We  eat  what  we  choose  or  must,  not  accord- 
ing to  the  National  Research  Council.’’1  But 
we  can  treat  the  resulting  vitamin  deficiencies 
as  we  choose,  and  in  exact  accordance  with 
F.D.A.  nutritional  standards. 

Sharp  & Dohme  has  used  exactly  5 times 
the  F.D.A.  minimum  daily  vitamin  require- 
ments as  the  basis  of  Mulsavite2  Capsules 
Therapeutic  Potency  Multivitamins: 


Mulsavite 

F.D.A. 

Capsules 

Requirements 

Vitamin  A 

4,000  units 

Vitamin  D 

400  units 

Thiamine  hydrochloride 

1 mg. 

Riboflavin  

2 mg. 

Pyridoxine  hydrochloride 

• 

Calcium  pantothenate 

* 

Niacinamide 

50  mg. 

• 

Ascorbic  Acid 

150  mg. 

30  mg. 

Mixed  tocopherols 

* No  daily  requirement  established 

# 

Jolliffe  and  Smith  stress  that  "The  daily 
therapeutic  dose  of  vitamins  should  be  at 
least  five  times  the  maintenance  requirements. 
Since  they  can  be  given  in  amounts  many 
times  the  maintenance  requirements  without 
untoward  effect,  it  is  better  to  give  too  much 
than  too  little.”3 

Mulsavite  Capsules  are  indicated  for  treat- 
ment of  concurrent  multiple  vitamin  deficien- 
cies. The  dose  is  one  capsule  or  more  dailv. 
Bottles  of  30  and  500  easily  swallowed  cap- 
sules. Sharp  & Dohme,  Philadelphia  1,  Pa. 

1.  Haven  Emerson:  Journal  Lancet.  57:1.  1947.  2.  Registered  trade- 
mark, Sharp  & Dohme.  3.  Nl.  Clin.  North  America  27: 567.  March  1943. 

MULSAVITE 
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Editorials 

Modern  Nutrition 


The  editors  of  the  Journal  announce  that, 
beginning  with  this  issue,  a new  department, 
“Facts  about  Nutrition,”  will  be  found  in 
each  number  immediately  following  the 
editorial  section.  The  articles,  prepared 
under  the  editorial  supervision  of  Dr.  Nor- 
man S.  Moore,  associate  editor  of  this 
Journal,  are  contributed  by  the  School  of 
Nutrition,  Cornell  University.  The  series 
will  run  for  a year. 

It  is  hoped  that  these  articles  will  con- 
dense for  the  practical  use  and  information 
of  the  practicing  physician  what  he  needs  to 
know  of  human  caloric  requirements  and 
essential  nutrient  needs,  the  mechanisms  of 
action  of  the  required  nutrients,  dietary  in- 
ventories for  doctors,  specific  clinical  ex- 

The  Menace  of  the 

The  medical  profession  once  more  is  in- 
debted to  the  Saturday  Evening  Post  for  its 
lucid  feature  article,  “They’re  Trifling  with 
Your  Life,”  by  Virgil  H.  Moon,  M.D.,  pro- 
fessor of  pathology,  emeritus,  at  Jefferson 
Medical  College,  with  David  G.  Wittels.1 


1 July  24,  1948,  p.  16. 


amples  of  the  mechanisms  involved  in  oxida- 
tive and  reductive  processes,  and  the  essen- 
tial nutrients  that  are  involved  in  these  proc- 
esses. Various  problems  such  as  those  of 
immunity,  metabolism,  underweight,  over- 
weight, and  the  nutritional  components  of 
many  diseases  will  be  explored  with  dis- 
cussion of  mechanisms  and  citation  of  prac- 
tical examples. 

The  new  department,  we  hope,  will  serve 
the  needs  of  the  practicing  physician,  and 
the  editors  would  appreciate  any  and  all 
comments  of  readers.  We  hope  that  the 
articles  may  serve  to  simplify  somewhat  the 
complex  subject  of  nutrition  and  assist  in 
solving  the  daily  problems  of  the  practi- 
tioner in  a practical  manner. 

Antivivisectionists 

The  article  deals  factually  with  the  anti- 
vivisection movement  in  this  country  and 
shows  that  it  “is  no  longer  just  a relatively 
small  collection  of  sweet  but  vague  old 
ladies,  maladjusted  old  maids  of  both  sexes, 
befuddled  Don  Quixotes  tilting  at  wind- 
mills, and  assorted  faddists — including  some 
people  who  are  both  honest  and  intelligent. 
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but  woefully  misinformed.  The  member- 
ship is  still  small,  but  the  movement  has 
been  taken  over  by  shrewd  promoters  who 
have  taught  it  how  to  make  noises  far  out  of 
proportion  to  its  size.” 

Written  to  be  comprehensible  to  the  pub- 
lic, the  article  shows  how  a few  crafty  pro- 
moters have  been  able  to  organize  and 
capitalize  upon  a movement  which  has  now 
become  a serious  menace  to  the  legitimate 
and  highly  necessary  field  of  medical  re- 
search. In  this  nefarious  project  these  pro- 
moters have  had  the  help  of  the  Hearst 
papers,  and  are  reaching  out  constantly  to 
enroll  in  the  movement  members  from  groups 
opposed,  for  various  reasons,  to  the  medical 
profession.  Says  Dr.  Moon: 

Most  of  the  more  ambitious  antivivisection 
groups  advertise  for  members  in  various  cul- 
tist  publications.  Intermingled  with  such  ads 
are  others  peddling  pills  for  “male  trouble,” 
books  on  “Occult-Metaphysical-Health”  sub- 
jects, treatments  at  a “Chiropractic  and 
Naturopathic  Hospital”  and  a place  called  the 
“Institute  of  Natural  Law,  Inc.,”  cures  for 
arthritis  and  stomach  ulcers  after  “doctors 
failed,”  and  correspondence  courses  in  “Vital 
Therapy”  and  “Doctor  of  Metaphysics.” 

Such  recruits,  though  swelling  the  ranks  of 
the  antivivisectionists  while  feeding  upon 
them,  did  not  add  much  potency  to  the  move- 
ment. The  indications  are  that  except  for 
three  energetic  men,  operating  out  of  Chicago, 
New  York  and  Boston,  antivivisectionism 
would  have  remained  just  another  obscure 
crackpotism. 

The  organizing  talent  of  Clarence  E. 
Richard  of  the  National  Anti-Vivisection 
Society,  Guy  P.  Dacci  of  the  National 
Voters  League  of  America  Against  Vivisec- 
tion, and  George  R.  Farnum  of  the  New 
England  Antivivisection  Society  and  editor 
of  its  publication,  Living  Tissue,  according 
to  the  Post,  has  built  up  a formidable  move- 
ment, apparently  profitable  for  themselves, 
and  able  to  exert  pressure  upon  legislators, 
both  state  and  national. 

The  antivivisect.ion  cult  carefully  fostered 
by  these  organizers  for  their  own  purposes  is 
spreading  misinformation  of  which  possibly 
even  physicians  arc  unaware,  and  which  is  of 
a character  to  undermine  the  public  health 
as  well  as  to  threaten  legitimate  medical  re- 
search, should  it  gain  credence  by  those  who 


should  know  better.  Says  Dr.  Moon : 


Few  laymen  are  aware  that  this  cult,  in  ad- 
dition to  putting  animals  above  human  welfare 
also  preaches  such  preposterous  and  dangeroui 
nonsense  as: 

1.  The  germ  theory  is  a fake,  and  bacteri 
do  not  cause  disease. 

2.  Campaigns  for  funds  to  fight  cancer,  in 
fantile  paralysis  and  tuberculosis  should  b< 
boycotted  because  the  funds  support  experi 
mentation  on  animals. 

3.  Parents  should  refuse  to  allow  thei 
children  to  be  vaccinated  against  smallpox  o 
inoculated  against  diphtheria,  scarlet  fever  o 
tetanus. 

4.  All  vaccines,  serums  and  antitoxins  art 
merely  “medical  frauds.” 

5.  Official  government  reports  showing 
progress  against  disease  are  not  to  be  believec 
because  they  are  “compiled  by  physician 
whose  prestige  is  involved.” 

6.  There  is  no  such  thing  as  hydrophobia 
and  if  there  is,  dogs  cannot  transmit  it  t< 
humans.  “Rabies  scares  are  worked  up  b; 
boards  of  health  for  commercial  purpose 
solely.” 

It  is  hard  to  believe  that  in  this  day  and  ag 
there  can  be  people  who  can  say  such  thing 
with  straight  faces.  But  I can  cite  chaptei 
verse  and  line  from  their  writings,  speeches  an< 
testimony.  Furthermore,  in  addition  to  th 
above,  which  are  basic  tenets  in  tbe  faith,  cei 
tain  sects  within  the  antivivisection  cult  als 
argue  that: 

1.  It  is  immoral  to  save  the  life  of  a “dyin 
person,”  because  to  do  so  means  “thwartin 
the  decrees  of  Providence.  . . . and  snatchin 
away  from  its  Maker  a soul  which  He  ha 
called  away  from  earth.” 

2.  Carrot  juice  will  cure  stomach  ulcei 
and  cancer. 

3.  Infantile  paralysis  epidemics  are  due  t 
“polluting  the  blood  stream  of  little  ones  wit 
some  filthy  vaccine  or  toxin.” 

4.  Physicians  should  experiment  on  charit 
patients  rather  than  on  guinea  pigs,  mice 
dogs  and  cats. 

5.  Vaccination  causes  cancer  and  syphili.1 

That’s  why  I use  the  term  “crackpot” 

freely.  That  is  also  why  the  medical  professio 
failed  to  take  this  cult  seriously.  It  seeme 
ridiculous  to  gird  our  loins  and  charge  int 
earnest  battle  against  a handful  of  lunatic 
Lingers  who  spouted  such  gibberish.  \\ 
thought  that  education,  showing  that  iiterall 
millions  of  lives  have  been  lengthened  an 
saved  by  discoveries  made  through  animal  e: 
peri  mentation,  would  take  care  of  the  matter 
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Fortunately,  the  common  sense  of  most 
people  can  be  counted  on  to  penetrate  the 
fraud  of  such  propaganda.  At  the  same  time 
the  prejudice,  ignorance,  and  false  senti- 
mentality of  others  may  be  developed  by 
skillful  promoters  to  a point  where  legiti- 
mate animal  experimentation  will  have  to 
cease. 

The  fair,  factual,  and  forceful  presenta- 
tion of  what  this  eventuality  might  mean  to 
the  medical  profession  and  to  the  public 
health  will  go  far  to  dissuade  legislators,  if 
such  articles  as  Dr.  Moon’s  are  brought  to 
their  attention,  from  enacting  statutes  which 
might  put  animals  above  human  welfare.  It 
is  the  clear  obligation  of  all  physicians  to 
familiarize  themselves  with  the  facts  as  set 
forth.  They  may  thus  answer  the  questions 
their  friends,  their  patients,  and  their  legis- 
lators may  ask  them. 

The  fight  to  preserve  legitimate  animal 
experimentation  against  the  attack  of  the 


lunatic  fringe  led  by  crafty  promoters  will  be 
unending.  If  Dr.  Moon’s  article  in  the 
Saturday  Evening  Post  is  valuable  as  setting 
forth  the  facts,  it  can  also  have  its  pecuniary 
value  for  the  antivivisectionist  promoters. 
Richard,  on  being  interviewed  by  Mr.  Wet- 
tels,  was  advised  by  the  latter  that  Wettels 
wras  against  him.2 

“Of  course,”  he  (Richard)  said  heartily. 
“All  the  big  publications,  except  the  Hearst 
papers,  are  against  us.  I expect  to  be 
roasted.  But  a mention  in  the  Saturday 
Evening  Post,  good  or  bad,  is  worth  a million 
dollars  in  advertising  to  us.” 

The  Journal  hopes  that,  if  the  article  is 
worth  that  much  to  Richard,  whose  sense  of 
values  appears  to  be  limited,  its  worth  to  the 
public  whose  fives  are  in  jeopardy  through 
the  enterprise  of  promoters  of  that  ilk  will  be 
limitless  in  terms  of  health  and  happiness. 


2 July  24,  1948,  p.  54. 


Current  Editorial  Comment 


Australian  Doctors  Nullify  Pharmaceuti- 
cal Benefits  Act.  Enactment  by  the 
Australian  government  of  a Pharmaceutical 
Benefits  Act,  which  went  into  effect  June  1, 
“has  been  nullified  by  the  combined  action 
of  the  medical  profession,”  according  to  the 
Australian  correspondent  of  the  Journal  of 
the  American  Medical  Association. 

Writing  in  the  current  issue  of  the  Jour- 
nal, the  correspondent  says  that  the  act 
provides  free  medicine  to  any  Australian 
citizen,  providing  the  medicine  is  pre- 
scribed by  a doctor  on  specific  forms  fur- 
nished by  the  government  and  within  the 
restrictions  of  a formulary  drawn  up  by  a 
committee  appointed  by  the  Minister  for 
Health.1 

The  correspondent  said  in  part : 


Far  from  being  annoyed  at  the  refusal  of  the 
doctors  to  take  part  in  the  scheme,  the  Austra- 
lian public  is  apathetic,  and  adopts  the  attitude 
of  a detached  spectator  of  a battle  of  tactics. 
There  is  a growing  public  aversion  to  socializa- 
tion in  Australia.  Two  days  before  the  plan 
was  brought  into  force,  the  people,  through  a 


1 J.A.M.A.  137:  11,  (July  10)  1948. 


referendum,  gave  an  emphatic  negative  to  the 
government’s  referendum  on  price  fixing. 

Less  definite  but  equally  cogent  objections 
to  the  scheme  are : 

1.  It  is  the  beginning  of  a national  medical 
service  by  backdoor  methods. 

2.  It  is  both  difficult  and  dangerous  to 
make  a patient’s  disease  fit  a formulary. 

3.  The  scheme  placed  in  the  hands  of  the 
director-general  of  health  the  complete  control 
of  medical  prescribing.  It  was  an  example  of 
government  by  regulation. 

Thus,  there  continues  to  flow  from  over- 
seas correspondents  a stream  of  com- 
mentary very  little  of  which  deals  with 
“government  medicine”  anywhere  in  tin' 
glowing  terms  and  hopeful  vein  so  charac- 
teristic of  the  proponents  of  such  legislative 
schemes.  It  is  one  thing  to  enact  laws, 
quite  another  to  make  them  work. 

The  medical  profession  has  opposed  the 
socialization  or  the  nationalizing  of  medical 
practice  largely  on  the  practical  ground  that 
such  schemes  from  the  professional  point  of 
view  have  not,  do  not,  and  will  not  work 
well.  In  spite  of  failure  after  failure,  new 
legislation  here  and  there  continues  to  flow 
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in  a hopeful  stream  just  as  perpetual  motion 
devices  continue  to  turn  up  to  harass  the 
patent  office. 

The  lure  of  “free”  medical  service,  “free” 
drugs,  “free”  hospital  care  is  a powerful  one, 
the  age-old  bait  of  something  for  nothing. 
When  the  nothing  turns  out  to  be  heavy, 
even  confiscatory  taxation,  it  is  usually  too 
late;  government  is  seated  firmly  in  the 
saddle. 

The  Tuberculosis  Campaign.  To  those 
critics  of  the  medical  profession  who  are 
dissatisfied  with  its  achievements  and  with 
the  progress  of  public  health,  who  fear  that, 
without  government  assistance  and  con- 
trol, health  in  this  country  will  never  really 
get  anywhere,  we  address  two  very  much 
abbreviated  excerpts  from  the  State  Chari- 
ties Aid  Association  News,  March,  1948. 

In  1907  when  the  TB  fighters  of  the  SCAA 
and  the  State  Health  Department  joined 
forces,  the  death  rate  from  all  forms  of  tuber- 
culosis was  152.8  per  100,000  population,  lead- 
ing all  other  causes  in  the  State  (outside  of 
New  York  City). 

According  to  provisional  data  reported  by 
the  State  Health  Department  1947  . . . there 
was  a rate  of  29.2  for  the  State,  exclusive  of 
New  York  City. 

The  1947  tuberculosis  mortality  rate  of  37.5 
for  the  State  as  a whole  was  also  the  lowest  on 
record. 

Quite  an  accomplishment  for  a space  of 
forty  years!  Elsewhere  in  the  News  is  re- 
corded the  death  of  Miss  Emily  P.  Bissell, 
originator  of  the  TB  Christmas  seals.  She 
died  in  Wilmington,  Delaware,  March  8,  at 
the  age  of  86. 

She  recalled  an  article  she  had  read  in  The 
Outlook,  written  by  Jacob  A.  Riis,  describing 
how  Einar  Holboell  developed  the  Christmas 
Seal  in  Denmark  in  1904  to  care  for  children 
suffering  from  tuberculosis  ....  The  sale 
which  she  organized  in  1907  raised  $3,000,  and 
was  launched  on  a national  scale  in  1908,  real- 
izing $135,000.  In  1947  the  nationwide  sale  is 
expected  to  exceed  $18,500,000. 

We  doubt  very  much  if  there  is  any 
country  anywhere  in  the  world  where  two 
such  achievements  could  be  recorded  during 
the  lifetime  of  one  person.  They  reflect 
equal  credit  on  the  individual  who  con- 
ceived the  Christmas  Seal  idea  (we  are  sure 


Miss  Bissell  would  gladly  share  the  credit 
with  Einar  Holboell),  the  public  who  re- 
sponded to  it,  and  the  medical  profession, 
which,  when  provided  with  the  necessary 
funds,  carried  out  the  work.  Any  system 
which  can  reduce  the  mortality  from  one 
disease  so  radically  in  forty  years  had  best 
be  left  alone. 


A Poor  Use  of  Words.  A point  that  re- 
quires constant  emphasis  is  the  prevalent 
use  of  the  term  “organized  medicine”  by 
members  of  the  medical  profession.  It 
continues  to  crop  up  in  speeches  and  articles 
and  in  the  ordinary  conversations  of 
physicians. 


There  can  be  no  doubt  that  the  term  is 
meant  to  convey  the  idea  of  medical  men 
acting  as  a group,  associated  together  for 
their  mutual  welfare  and  the  advancement 
of  science.  There  has,  however,  arisen  in 
the  mind  of  the  general  public  an  un-  T 
fortunate  connotation  over  the  word  “or-  ;enei 
ganized.”  Recent  experiences  have  showD  ^ 
too  often  that  some  organized  groups  tend ,, 
toward  a narrow  self-interestedness  that  is 
inimical  to  the  general  welfare.  It  is  nc 
wonder  that  the  public’s  attitude  toward  Jli 
them  has  become  one  of  increasing  coldness  m 
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The  medical  profession  has  too  much  at 
stake  to  allow  the  public  to  become  : 
alienated.  The  use  of  the  term  “medica  ' 
profession”  instead  of  “organized  medicine’  " 
will  help  to  minimize  needless  misunder 
standing.1 
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Our  valued  contemporary,  the  New . 
Letter,  does  this  Journal  the  honor  t( 
carry  forward  a point  which,  among  others 
was  made  in  our  editorial  columns  a shor 
time  back.2  The  Journal  urged  the  use  o 
the  term  “medical  profession”  on  all  wh< 
wished  to  convey  the  idea  of  medical  mei 
and  women  actinias  a group.  Apparently  kt 
our  editorial  has  made  at  least  one  convert 
and  in  the  ranks  of  the  working  press 
moreover. 
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Is  it  too  much  to  hope  that  medica 
speakers,  medical  writers,  and  doctors  ii 
ordinary  conversation  will  discontinue  th 
use  of  a misleading  and  damaging  phrase 
We  sincerely  hope  so. 
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1 News  Letter,  Med.  Soc.  State  of  N.  Y.,  4:  2 (July 
1948. 

• New  York  State  J.  Med.  48:  1243  (June  1)  1948. 


FACTS  ABOUT  NUTRITION 


Prepared  by  the  School  of  Nutrition,  Cornell  University,  Ithaca 
Norman  S.  Moore,  M.D.,  Editor 


In  this  issue  the  editorial  board  of  the  Journal  and  the  faculty  of  the  School 
of  Nutrition  at  Cornell  University  inaugurate  a page  entitled  “Facts  About  Nutri- 
tion.” Because  the  series  of  articles  on  this  subject  appearing  in  the  Journal  in 
1945  were  received  w'ith  interest,  the  editorial  board  believes  that  physicians  will 
welcome  a discussion  of  the  newer  concepts  of  nutrition.  The  waiters  hope  that 
this  page  will  help  to  clarify  much  of  the  confused  thinking  on  the  subject  and 
that  it  will  arm  physicians  with  a weapon  for  their  day-to-day  attack  on  disease 
and  the  prevention  of  disease. 


While  the  subject  of  nutrition,  defined  in 
;eneral  terms,  requires  a knowledge  of 
■aloric  needs  and  essential  nutrients  such  as 
dtamins,  minerals,  and  protein,  a more 
pecific  interpretation  of  the  meaning  of 
attrition  is  required  by  the  physician.  He 
nust  remember  that  nutrients  are  not  usable 
o the  body  until  they  are  in  the  blood 
tream.  Many  conditions  interfere  with  the 
ibsorption  of  nutrients  from  the  intestinal 
ract.  It  is  not  infrequent  for  patients  with 
. plethora  of  nutrients  in  their  diets  to  be- 
ome  seriously  deficient  in  essential  amino 
.cids,  vitamins,  or  fatty  acids  because  of  in- 
.bility  to  absorb  these  essentials  into  the 
>lood  stream.  In  sprue  there  is  defective 
.bsorption  of  fat  wdiich  can  lead  to  defi- 
iency  of  essential  fatty  acids.  Absorption 
>f  vitamin  K is  changed  in  gallbladder  and 
iver  disease,  occasionally  so  insidiously 
hat  hemorrhage  occurs  before  the  physician 
s aware  that  prothrombin  is  depleted.  In 
nany  of  the  severe  dysenteries,  in  addition 
o water  and  electrolyte  losses,  essential  nu- 
rients  are  not  absorbed.  In  surgery  there 
,re  numerous  examples  of  essential  nutrients 
a the  blood  stream  reaching  low  levels.  The 
approvement  in  healing  when  protein  intake 
5 adequate  has  encouraged  surgeons  to  pre- 
iare  more  patients  for  operation  with  wdiole 
lood  and  plasma.  Likewise  there  is  in- 
reased  use  of  casein  hydrolysates  and  vita- 
ains  postoperatively. 


The  physician  must  know  why  essential 
nutrients  and  their  utilization  within  the 
body  are  biologically  necessary.  For  ex- 
ample, in  the  combustion  of  glucose  there 
are  many  requirements  in  addition  to  insu- 
lin. The  glucose  molecule,  by  combining 
with  phosphates,  obtains  free  and  fast  move- 
ment from  blood  to  tissue  and  back  again. 
This  phenomenon  is  called  phosphorylation. 
The  chemical  changes  in  the  combustion  of 
glucose  depend  on  enzyme  and  co-enzyme 
systems,  which  in  turn  require  magnesium, 
thiamine,  niacin,  and  riboflavin  to  function. 
Thus  it  becomes  clear  why,  in  certain  dis- 
eases, notably  beriberi  and  pellagra,  gross 
disturbances  in  carbohydrate  metabolism 
are  found.  Many  physicians  are  unaware 
that  the  diabetic  patient  likewise  requires 
enzyme-system  essentials  as  well  as  insulin 
before  control  of  the  disease  is  complete. 

In  anemia,  iron,  amino  acids,  trace  miner- 
als,. and  folic  acid  may  be  involved.  It  has 
been  learned  that  there  is  a relationship  be- 
tween clinical  classification  and  etiology. 
Microcytic  anemia  is  usually  associated  in 
our  thinking  with  iron  deficiency,  while 
macrocytic  anemia  most  frequently  implies 
a defect  in  red  cell  production.  Nutritional 
anemia  most  often  is  associated  writh  defi- 
cient protein  intake.  Studies  of  the  effects 
of  folic  acid  on  macrocytic  anemia  have  em- 
phasized the  phenomenon  of  biologic  compe- 
tition. While  most  foods  contain  folic  acid 
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in  conjugated  form,  certain  enzyme-systems 
appear  necessary  to  free  that  acid  from  its 
conjugation.  Other  enzyme-systems  block 
the  action  of  folic  acid  by  competing  for  cer- 
tain essential  molecules.  An  example  of  the 
latter  is  drug  food  competition  observed  in 
the  action  of  sulfa  drugs.  Here,  the  drug 
competes  with  para-aminobenzoic  acid,  a 
vitamin  essential  for  bacterial  growth. 
Blocking  of  the  para-aminobenzoic  acid 
molecule  prevents  synthesis  of  folic  acid  by 
the  organism.  This  process  of  action  and 
counteraction  is  repeated  thousands,  per- 
haps millions  of  times  in  the  body,  depend- 
ing on  the  supply  or  intake  of  many  identi- 
fied, and  probably  still  more  unidentified 
nutrients.  It  becomes  clear,  therefore,  why 
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biochemistry  is  so  clearly  related  to  nu- 
trition. 

If  we  translate  the  active  principles  of  the 
various  foods  of  the  diet  into  quantitative 
requirements  for  oxidation  and  reduction 
processes,  then  various  foods  containing 
these  active  principles  take  on  new  meaning 
for  the  physician.  He  can  search  more 
effectively  for  the  nutritional  component  of 
illness  among  his  patients. 

The  purpose  of  this  page  will  be  to  help 
physicians  broaden  their  knowledge  and 
stimulate  their  interest  in  nutrition.  Its 
policy  will  be  to  discuss  thoroughly  known 
facts  about  nutrition  as  well  as  beliefs  and 
practices  now  prevalent  which  are  not  based 
on  facts. 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
1948  District  Branch  Meetings 


Date 

Branch 

Place  of  Meeting 

Time 

October  6 

Sixth 

Binghamton 

Afternoon  and  evening 
(dinner) 

October  20 

Second 

Garden  City  Hotel, 
Garden  City 

Morning  and  afternoon 
(luncheon) 

October  26 

First 

Newburgh 

Afternoon  and  evening 
(dinner) 

Scientific  Articles 


TROPICAL  DISEASES  OF  THE  GASTROINTESTINAL  TRACT 

IN  VETERANS 


Howard  B.  Shookhoff,  M.D.,  New  York  City 
(From  the  Tropical  Disease  Diagnostic  Service,  Bureau  of  Laboratories,  Health  Department,  City  of  New  York ) 


DURING  the  period  of  the  second  World 
War,  there  was  endless  discussion  of  the 
tropical  diseases  which  returning  service  per- 
sonnel might  bring  back  home.  Numerous  ar- 
ticles were  published,  all  of  a speculative  nature. 
The  idea  was  current  that  we  might  expect  wide- 
spread plagues  of  unfamiliar  types  at  the  end  of 
the  war.  Since  this  threat  did  not  materialize, 
there  was  a rapid  decline  of  interest  in  the  tropical 
disease  problem. 

There  have  been  few,  if  any,  attempts  to  dis- 
cover what  actually  has  happened  among  our 
veterans  with  overseas  service,  with  respect  to 
tropical  diseases.  During  the  years  1945,  1946, 
and  1947,  approximately  2,000  veterans  have 
sought  the  assistance  of  the  Tropical  Disease 
Diagnostic  Service  of  the  New  York  City  Health 
Department.  The  resultant  experience  has  given 
us  some  idea  of  the  extent  and  character  of  the 
tropical  disease  problems  among  veterans. 

As  might  have  been  expected,  only  a limited 
variety  of  diseases  has  been  seen.  The  relative 
incidence  of  the  various  conditions  is  best  ob- 
served in  a group  of  1,324  veterans  examined 
during  the  sixteen  months  following  V-J  Day, 
that  is,  ending  December  31,  1946.  Of  these 
1,324,  four  hundred  sixty-four,  or  33  per  cent, 
had  some  form  of  so-called  tropical  disease.  The 
conditions  found  and  the  number  of  cases  of  each 
are  shown  in  Table  1. 

TABLK  1. — Tropical  Diseases  Among  1,324  Veterans* 
Disease 

Malaria 
Amebiasis 

Intestinal  helminths 
Filariasis 

Dermatosis,  probably  mycotic 
Sprue 
Giardiasis 
Schistosomiasis 
Tropical  eosinophilia 


* The  total  number  of  cases  in  this  table  exceeds  the 
number  mentioned  in  the  text,  i.e. , 464,  because  of  the  fact 
that  in  some  instances  a veteran  had  more  than  one  disease. 

Presented  at  the  142nd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Gastroenterology  and  Proctology,  May  19,  1948. 


A considerable  portion  of  these  cases  represents 
problems  belonging  to  the  field  of  gastroenter- 
ology. 

Amebiasis 

Amebiasis  is  the  most  important  of  the  tropical 
diseases  seen  in  veterans  because  of  the  fact  that 
its  incidence  has  been  fairly  high,  that  in  many 
cases  it  has  been  difficult  to  diagnose,  and  that  it 
may  exist  in  asymptomatic  or  subclinical  form  for 
long  periods  of  time.  Among  a group  of  260 
veterans,  previously  resident  in  New  York  City, 
in  whom  stool  examinations  were  done  as  a rou- 
tine without  any  specific  indication  from  the 
standpoint  of  symptoms,  27  were  found  infected 
with  Endameba  histolytica.  This  suggests  that, 
after  elimination  of  the  many  cases  of  amebiasis 
already  detected  and  treated  during  the  period  of 
active  service,  more  than  10  per  cent  of  veterans 
with  overseas  service  still  have  amebiasis.  The 
prewar  incidence  in  New  York  City  did  not  ex- 
ceed 5 per  cent  and  was  probably  considerably 
less.  In  New  York  State,  with  about  a million 
and  a half  of  veterans,  there  must  be  at  least 
70,000  cases  of  amebiasis  in  ex-service  personnel. 
Some  have  been  detected  and  treated,  but  the 
majority  remain  to  be  found. 

These  infections  are  of  importance  not  only  to 
the  veterans  but  also  to  the  population  in  general. 
The  disease  can  and  does  spread  here.  It  has 
been  possible  to  examine  contacts  of  only  a few  of 
the  veterans  found  to  have  amebiasis.  To  date 
we  have  found  eight  instances  in  which  the  same 
infection  has  been  picked  up  in  household  con- 
tacts; in  five  of  these  it  was  the  wife  of  the 
veteran  who  was  the  victim. 

It  is  not  generally  appreciated  that  amebiasis 
is  not  essentially  a diarrheal  disease.  Although 
diarrhea  is  a frequent  symptom,  it  may  be  en- 
tirely absent  in  some  cases.  Abdominal  pain  is 
common  and  is  often  present  without  diarrhea. 
Not  infrequently,  constitutional  symptoms  such 
as  fatigue  and  fever  are  noted,  and  they  may 


Number  of  Cases 
200 
74 
67 
41 
38 
22 
21 
3 
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TABLE  2. — Summary  of  Symptoms  in  82  Cases  of 
Amebiasis 


Symptoms 

Number  of  Cases 

Gastrointestinal 

Diarrhea  with  abdominal  pain 

28 

Diarrhea  without  abdominal  pain 

20 

Abdominal  pain  without  diarrhea 

11 

Abdominal  discomfort  (no  pain) 

4 

Blood  in  stools 

13 

Nausea 

7 

Vomiting 

4 

Constitutional 

Fever 

13 

Chilliness  or  chills 

6 

Fatigue 

12 

Weight  loss 

11 

either  dominate  the  picture  or  occur  in  the  com- 
plete absence  of  any  gastrointestinal  complaints. 

I have  analyzed  a series  of  112  consecutive 
cases  of  amebiasis  in  veterans  seen  during  1945, 
1946,  and  1947.  In  two  instances,  no  history  was 
obtained.  In  28  cases  there  were  no  symptoms. 
Table  2 is  a summary  of  the  symptoms  present 
in  the  remaining  82  cases. 

Thus,  diarrhea  was  absent  in  almost  half  the 
cases.  A history  of  blood  in  the  stools  was  ob- 
tained in  only  16  per  cent  of  the  cases.  In  20 
cases,  or  24  per  cent,  there  were  no  gastrointes- 
tinal symptoms  at  all. 

Actually,  there  is  a tremendous  variation  in 
the  clinical  manifestations  of  amebiasis.  I have 
analyzed  the  last  30  cases  in  veterans  with  respect 
to  the  presenting  symptom.  In  11  instances  it 
had  no  relation  to  the  gastrointestinal  tract.  Two 
of  these  11  cases  came  because  of  filariasis.  A 
history  of  abdominal  pain  was  later  elicited  in 
both.  The  remaining  nine  cases  complained  of 
fatigue,  weight  loss,  backache,  chills  and  fever, 
or  a combination  of  such  symptoms. 

Case  1. — The  most  unusual  among  this  group  of 
cases  with  constitutional  symptoms  only  was  that 
of  a physician  veteran,  32  years  of  age.  He  had  had 
three  attacks  of  chills  and  fever  within  a month. 
Examinations  of  the  urine  had  shown  pus,  and  cul- 
tures were  reported  positive  for  hemolytic  Bacillus 
coli.  He  had  been  given  sulfonamides  and  strepto- 
mycin without  result.  He  had  a history  of  amebi- 
asis while  in  military  service.  He  had  received  what 
appeared  to  have  been  adequate  therapy  and  no 
longer  had  any  gastrointestinal  symptoms.  Ex- 
amination of  the  stools,  however,  showed  Enda- 
meba  histolytica  trophozoites.  Following  spe- 
cific therapy  with  diodoquin  and  sulfasuxidine,  he 
stopped  having  fever;  his  urine  no  longer  showed 
pus,  and  urine  cultures  became  negative.  He 
appeared  to  have  had  pyelitis  complicating  an 
otherwise  asymptomatic  amebic  infection. 

Among  the  110  cases  analyzed,  there  were  six 
with  hepatic  involvement.  One  had  a definite 
liver  abscess,  one  had  acute  hepatitis,  and  the 
remaining  four  had  low-grade  hepatitis.  This 
gives  an  incidence  of  hepatic  involvement  of  5 per 
cent. 


Case  2. — The  case  of  acute  hepatitis  was  instruc- 
tive. It  occurred  in  a veteran  of  the  China-Burma 
theater,  30  years  of  age.  The  diagnosis  was  sus- 
pected only  during  his  third  attack  of  chills  and 
fever.  He  had  had  two  previous  attacks  which 
were  called  pneumonia.  During  his  third  attack  he 
was  noted  to  have  tenderness  over  his  liver  and  signs 
of  consolidation  at  the  right  lung  base.  X-ray 
studies  showed  elevation  of  the  right  diaphragm  but 
no  pneumonia.  The  attack  subsided  spontaneously, 
and  cysts  of  Endameba  histolytica  were  subse- 
quently demonstrated  in  his  stools.  Despite  a 
course  of  emetine  and  diodoquin,  he  had  a fourth 
attack.  This  was  promptly  cut  short  by  the  ad- 
ministration of  emetine. 

It  is  important  to  recognize  that  amebic  in- 
volvement of  the  liver  is  not  necessarily  progres- 
sive and  does  not  always  lead  to  abscess  forma- 
tion if  untreated.  There  may  be  recurrent  at- 
tacks as  in  case  2 or  a low-grade  subacute  or 
chronic  form  of  hepatitis. 

The  diagnosis  of  amebiasis  is,  of  course,  pri- 
marily a laboratory  procedure.  Nevertheless,  it 
is  the  clinician  who  orders  the  tests,  and  if  he  re- 
lies on  the  examination  of  casual  stools  only,  he 
will  frequently  fail  to  receive  a positive  report 
from  the  laboratory  no  matter  how  well-trained 
the  technician  may  be  and  no  matter  what  con- 
centration methods  he  may  employ.  The  ex- 
amination of  warm,  purged  stools  is  essential.  In 
the  group  of  112  veterans  under  discussion, 
casual  specimens  were  submitted  in  100  cases. 
A positive  result  was  obtained  in  only  37  of  these, 
that  is,  37  per  cent.  Of  106  in  which  warm, 
purged  stools  were  examined,  a positive  result 
was  obtained  in  96  cases,  or  91  per  cent.  With- 
out purged  stools  a majority  of  the  cases  would 
have  been  missed. 

Intestinal  Helminths 

If  we  exclude  schistosomiasis,  which  is  a vas- 
cular rather  than  an  intestinal  infection,  helmin- 
thic diseases  of  the  gastrointestinal  tract  have 
been  neither  frequent  nor  important  among 
veterans.  This  is  shown  in  Table  3. 


TABLE  3. — Incidence  of  Intestinal  Helminths  Among 
1,550  Veterans 


Parasite 

Number  of  Cases 

Hookworm 

36 

Ascaris  lumbricoides 

21 

Trichuris  trichiura 

20 

Strongyloides  stercoralis 

5 

Taenia  saginata 

1 

The  reason  for  the  low  incidence  of  intestinal 
helminths  is  probably  the  fact  that  these  infec- 
tions were  easily  detected  by  simple  routine 
methods,  and,  consequently,  most  of  them  were 
treated  before  discharge  of  the  infected  indi- 
viduals fromjjthe  armed  forces.  Furthermore, 
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hookworm,  ascaris,  and  trichuris  infections  do 
not  persist  very  long  in  the  absence  of  reinfection. 
Most  of  them  disappear  within  two  years,  al- 
though some  hookworm  and  trichuris  infections 
i persist  as  long  as  five  years. 

In  no  case  was  a trichuris  infection  the  cause  of 

I symptoms.  The  ascaris  infections  were,  likewise, 
all  asymptomatic  except  for  the  passing  of  worms 
in  some  instances. 

In  only  one  of  the  36  hookworm  cases  was  there 

I anemia.  In  20  cases  there  were  no  symptoms. 
The  remaining  15  cases  had  symptoms  which 
were  probably  due  to  associated  conditions,  such 
* as  amebiasis,  in  the  majority.  There  were  four, 

I however,  in  which  therapy  definitely  relieved 
symptoms.  Three  of  these  had  complained  of 
diarrhea  and  the  fourth  of  undue  fatigue. 
Strongyloides  stercoralis  infections  were  asso- 

I dated  with  diarrhea  in  two  of  the  five  cases.  In 
the  others  there  were  no  symptoms.  It  is  impor- 
tant, however,  to  bear  in  mind  that  these  infec- 
tions may  perpetuate  themselves  through  auto- 
i infection  and  may  cause  symptoms  years  later. 
[ The  larvae  are  apt  to  be  missed  if  fresh  stools  are 
i not  examined.  Purged  stools  are,  therefore,  an 
I advantage  in  detecting  these  infections  as  well  as 
for  finding  Endameba  histolytica. 

Schistosomiasis 

A large  number  of  casualties  during  the  Leyte 
invasion  of  1944  were  not  due  to  enemy  action 
but  to  the  attack  of  the  forktailed  cercariae  of 
i Schistosoma  japonicum.  Hundreds  of  our  troops 
were  infected.  In  the  majority  of  cases,  these  in- 
fections were  detected  and  treated  during  the 
year  following  the  invasion.  The  fact  that  some 
were  overlooked  is  attested  by  a series  of  recent 
articles  describing  cerebral  schistosomiasis  in 
veterans.  In  addition  to  these  missed  cases,  the 
infection  undoubtedly  persists  among  some  of 
those  who  were  treated,  since  therapy  is  by  no 
means  always  successful.  The  cerebral  cases  are 
more  likely  to  be  detected,  since  they  produce 
dramatic  symptoms.  More  attention  should  be 
paid,  however,  to  the  late  hepatic  manifestations. 
Within  the  next  few  years  we  are  likely  to  see 
cases  of  cirrhosis  among  veterans  with  untreated 
or  ineffectively  treated  S.  japonicum  infections. 

The  clinical  picture  of  this  phase  of  the  disease 
is  illustrated  by  the  following  case. 

Case  8. — J.  M.,  aged  26,  was  with  the  Army 
Engineers  during  the  Leyte  invasion  late  in  1944. 
In  April,  1945,  he  began  to  have  attacks  of  epigastric 
and  right  upper  quadrant  pain,  sometimes  radiating 
to  the  right  scapula  and  to  the  top  of  the  right 
| shoulder  and  the  neck.  In  December,  1945,  and 
again  in  May,  1946,  he  had  attacks  of  jaundice, 
ushered  in  with  moderately  severe  epigastric  pain. 
The  first  attack  had  been  called  hepatitis  in  an  Army 


hospital.  I first  saw  him,  at  the  request  of  his 
physician,  during  the  second  attack  of  jaundice. 
At  that  time  he  stated  that  he  had  been  having  inter- 
mittent diarrhea  with  blood  and  mucus  in  the  stools 
since  February,  1946.  He  also  stated  that,  while 
still  in  the  Army,  he  had  been  studied  for  an  eosin- 
ophilia  of  more  than  70  per  cent. 

On  physical  examination  he  was  noted  to  have 
moderate  jaundice  of  the  skin  and  sclerae.  He  had 
no  fever.  There  was  no  enlargement  of  the  liver  or 
spleen. 

The  erythrocyte  sedimentation  rate  was  38  mm. 
in  one  hour.  The  blood  smear  showed  40  per  cent 
eosinophils.  Examination  of  a warm  stool  specimen 
showed  no  parasites  or  helminth  eggs.  The  jaun- 
dice disappeared  rapidly.  Three  weeks  later,  the 
sedimentation  rate  had  dropped  to  normal,  that  is, 
10  mm.  in  one  hour,  but  the  differential  white  blood 
cell  count  still  showed  40  per  cent  eosinophils.  The 
clinical  picture  suggested  intermittent  obstruction 
of  the  common  duct,  but  gallbladder  x-ray  studies 
by  the  patient’s  own  physician  were  reported  nega- 
tive for  stones.  The  possibility  of  echinococcus  cyst 
of  the  liver  was  considered.  The  Casoni  intradermal 
test  was  positive,  and  the  complement  fixation  reac- 
tion doubtfully  positive. 

It  was  decided  to  observe  the  patient  for  a while. 
He  continued  to  have  epigastric  pain  and  distress 
intermittently.  When  we  learned  that  schisto- 
somiasis could  give  a positive  Casoni  test,  I suggested 
that  the  patient  submit  a series  of  stools  for  testing 
specifically  for  schistosoma  eggs.  He  finally  did 
this  in  January,  1947.  The  first  four  specimens 
were  negative.  The  fifth  and  sixth,  after  sedimenta- 
tion, showed  eggs  of  Schistosoma  japonicum. 

He  was  given  two  series  of  fuadin  injections,  total- 
ing 95  cc.,  by  his  own  physician.  After  this  he  was 
almost  entirely  relieved  of  his  dyspeptic  symptoms, 
but  he  complained  of  being  unduly  fatigued.  He 
was  last  seen  February  3,  1948.  Seventeen  stools 
had  been  found  negative  for  eggs.  He  still  com- 
plained of  fatiguability  and  also  of  epigastric  tender- 
ness. His  white  cells  were  10,400  per  cu.  mm.  with 
20  per  cent  eosinophils.  Liver  function  studies 
showed  a positive  delayed  van  den  Bergh  reaction 
and  a positive  cephalin  flocculation  reaction.  It  was 
felt  that  he  still  had  active  schistosomiasis  and  a 
course  of  tartar  emetic  was  recommended  because 
fuadin  has  a high  rate  of  failure,  especially  with  S. 
japonicum. 

There  must  be  similar  cases  still  to  be  diag- 
nosed. All  veterans  with  vague  dyspeptic  symp- 
toms and  a history  of  exposure  to  S.  japonicum 
should  have  repeated  stool  studies  for  eggs.  This 
is  especially  true  if  they  have  eosinophilia,  but  it 
is  important  to  bear  in  mind  that,  by  this  time, 
eosinophilia  may  no  longer  be  present. 

Giardiasis 

There  were  21  cases  of  infection  with  Giardia 
lamblia.  This  infection  would  ordinarily  have 
been  much  more  frequent  in  a group  of  individuals 
exposed  to  the  tropics.  Since  a large  number  of 
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veterans  took  quinacrine  (atabrine)  regularly  as  a 
malaria  suppressive  and  since  that  drug  is  also 
effective  against  G.  lamblia,  many  cases  were  pre- 
vented or  cured.  A few  of  those  infected,  how- 
ever, had  been  on  quinacrine  suppression.  Per- 
haps some  strains  of  giardia  can  survive  0.1  Gm. 
of  quinacrine  per  day.  Of  the  21  cases,  seven  had 
no  gastrointestinal  or  other  symptoms  referable 
to  the  infection.  Of  the  other  14,  ten  had  diar- 
rhea; three  had  other  gastrointestinal  com- 
plaints, and  one  had  unexplained  weight  loss. 
Giardia  lamblia  is  definitely  pathogenic,  and  these 
infections  should  be  treated. 

Sprue 

Sprue  is  a much  neglected  and  poorly  under- 
stood tropical  disease.  In  its  well-marked,  rela- 
tively advanced  stages,  when  there  are  soreness 
of  the  tongue,  macrocytic  anemia,  x-ray  signs  of 
deficiency  disease,  and  a grossly  fatty  diarrhea, 
it  is  easy  to  recognize.  Little  attention  has  been 
paid,  however,  to  the  diagnosis  of  the  condition 
in  its  early  and  mild  forms.  It  was  not  possible 
for  us  to  carry  out  a complete  clinical  investiga- 
tion of  most  of  the  cases  we  saw.  The  diagnosis 
was  usually  based  on  the  presence  of  a chronic 
diarrhea  with  flatulence,  plus  the  finding  of 
microscopic  evidence  of  a steatorrhea,  especially 
the  presence  of  fatty  acid  crystals,  and  the  ab- 


Fxo. 1.  Abnormal  pattern  in  the  small  intestine 
actually  simulated  adhesions  between  loops.  Find- 
ings returned  to  normal  after  sprue  therapy. 


sence  of  evidence  of  bacterial,  protozoan,  or  hel- 
minthic infection. 

The  following  case  is  one  in  which  it  was  pos- 
sible to  obtain  the  results  of  a sufficient  number 
of  laboratory  tests  to  substantiate  the  diagnosis. 
It  demonstrates  that  classical  sprue  has  occurred 
in  veterans. 

Case  4- — W.  L.  C.,  aged  29,  married,  entered  the 
U.S.  Army  in  March,  1944.  He  served  in  the 
Philippines  from  December,  1944,  to  September, 
1945,  and  in  Japan  from  September  to  December, 
1945.  He  had  a good  appetite  during  that  period 
but  disliked  the  manner  in  which  food  was  served  so 
much  that  he  failed  to  eat  a good  deal  of  his  ration. 
In  September,  1945,  after  eight  months  in  the  Philip- 
pines, he  began  to  have  diarrhea  which  had  been  al- 
most continuous  up  to  the  day  on  which  he  was  first 
examined,  April  18,  1946.  He  had  as  many  as 
eight  stools  in  a day.  They  were  light  in  color. 
There  were  no  cramps,  but  much  flatus  accompanied 
the  bowel  movements.  Since  January,  1945,  when 
he  returned  to  civilian  life,  he  had  lost  25  pounds, 
although  his  appetite  was  good  and  he  was  eating 
home  cooking.  For  some  time  he  had  noted  that 
his  tongue  was  sore.  He  felt  tired  and  weak.  For 
two  or  three  months  his  ankles  had  been  swollen, 
especially  toward  the  end  of  the  day. 

On  examination  the  patient  appeared  under- 
nourished. His  skin  was  pale.  There  was  atrophy 
of  the  papillae  at  the  tip  and  sides  of  the  tongue. 


Fig.  2.  Barium  enema  showing  tremendous  dilata- 
tion of  the  colon. 
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The  heart  and  lungs  showed  no  abnormalities,  and 
examination  of  the  abdomen  was  negative.  There 
was  no  distention  nor  edema  at  the  time  he  was  ex- 
amined. 

His  blood  showed  hemoglobin  90  per  cent;  red 
blood  cells  3,650,000;  white  blood  cells,  6,400; 
normal  differential  count.  Color  index  was  1.2. 
In  the  smear  the  red  blood  cells  showed  moderate 
variation  in  size  with  a considerable  number  of 
macrocytes. 

Examination  of  the  stool  which  included  both  a 
casual  and  a fresh  purged  specimen  showed  no  ova  or 
parasites.  The  naturally  passed  stool  was  very  acid 
in  reaction  to  litmus,  unformed  and  pasty  in  con- 
sistency, and  light  brownish-gray  in  color.  It  had 
the  appearance  of  rising  dough.  X-ray  and  fluoro- 
scopic studies  of  the  stomach  and  small  intestine 
were  reported  as  showing  rapid  emptying  of  the 
stomach  and  small  intestine,  dilated  duodenum  with 
thickened  mucosal  folds,  and  a disturbed  pattern  in 
the  remainder  of  the  small  intestine  suggesting  a de- 
ficiency state  (Fig.  1).  A barium  enema  showed 
tremendous  dilatation  of  the  colon;  8,000  cc.  of  the 
barium  mixture  were  said  to  have  failed  to  fill  the 
entire  colon  completely  (Fig.  2). 


After  the  ingestion  of  100  Gm.  of  glucose,  the  blood 
sugar  curve  was  flat.  The  fasting  value  was  72  mg. 
per  100  cc.;  at  one  hour  it  was  83  mg.;  at  two  hours, 
66  mg. ; and  at  three  hours,  74  mg.  Blood  calcium 
was  11  mg.  per  100  cc. 

The  patient  made  a rapid  recovery  on  a low  fat- 
high  protein  diet  and  injections  of  crude  liver  ex- 
tract. Six  months  after  the  beginning  of  therapy, 
x-ray  examinations  of  the  small  intestine  and  colon 
revealed  no  abnormalities. 

Discussion  and  Summary 

Certain  tropical  diseases  have  been  seen  and 
are  still  being  seen  with  some  frequency  in  vet- 
erans. Two  which  are  yet  to  be  seen  are  leprosy 
and  echinococcus  disease.  From  the  standpoint 
of  the  gastroenterologist,  the  most  important 
diseases  are  amebiasis  and  schistosomiasis.  Sim- 
ple examination  of  casual  stool  specimens  is  not 
sufficient  for  the  diagnosis  of  these  conditions. 
Special  laboratory  procedures,  specifically,  warm, 
purged  stools  for  amebae  and  special  concentra- 
tion methods  for  schistosoma  eggs,  will  usually 
be  required. 


FOLIO  CHECKED  BY  DRUG 

The  chemical  conquest  of  virus  diseases,  which 
range  from  the  common  cold  to  encephalitis,  or  sleep- 
ing sickness  as  it  is  called,  is  heralded  by  the  dis- 
covery of  a chemical  that  stops  infantile  paralysis. 

A number  of  polio  victims  are  said  to  be  walking 
around  today,  thanks  to  the  chemical,  called  pheno- 
sulfazole,  with  trade  name  of  Darvisul,  instead  of 
being  paralyzed  and  crippled  for  life.  The  drug  has 
been  given  to  more  than  70  patients  already  this 
season  and  several  hundred  will  probably  get  it 
within  the  next  twro  months. 

The  chemical  is  a modified  and  very  peculiar  and 
interesting  sulfa  drug.  It  was  developed  by  Dr. 
Murray  Sanders  of  Columbia  University,  College  of 
Physicians  and  Surgeons,  and  eight  chemists  of 
Lederle  Laboratories. 

First  trials  of  the  drug  started  on  patients  in  Texas 
this  summer,  after  extensive  studies  with  mice  and 
monkeys  showed  what  it  could  do  and  that  it  was 
nontoxic  and  therefore  safe  to  use.  Just  how  many 
cases  have  been  aided  by  the  drug  in  the  Texas  trials 
will  need  to  be  determined  by  exhaustive  tests  upon 
the  patients  who  seem  to  have  had  beneficial  effects 
from  the  drug. 

There  is  plenty  of  the  drug.  It  is  being  supplied 
to  physicians,  provided  they  can  give  reasonable 
assurance  that  they  can  accurately  study  the  pa- 
tients. This  is  necessary  with  any  new  drug  while 
proper  dosages  are  being  worked  out.  Dr.  Sanders 
feels  now  that  some  patients  should  be  treated  more 
vigorously  than  others.  But  this  type  of  knowledge 
could  not  be  gained  without  the  trials  now  under  way. 

Besides  the  problem  of  dosage,  there  is  another 
reason  for  being  careful  that  the  drug  goes  only  to 
responsible  persons.  This  is  that  otherwise  many 


patients  who  did  not  have  polio  might  get  it,  instead 
of  getting  some  medicine  they  did  need. 

Dr.  Sanders  and  Lederle  had  hoped  to  have  news 
of  the  drug  reach  physicians  through  regular  scien- 
tific channels  before  it  became  public  knowdedge,  but 
this  was  prevented  by  premature  reporting.  His 
work  was  not  done  under  a grant  from  the  National 
Foundation  for  Infantile  Paralysis,  and  was  not  re- 
ported to  the  recent  International  Poliomyelitis 
Conference. 

There  does  seem  to  be  a good  chance  that,  due  to 
the  public  attention  focused  upon  this  new  chemical 
agent,  even  prior  to  scientific  publication,  more  doc- 
tors will  join  those  now  evaluating  the  drug  clinically. 
Formal  statements  about  the  results  will  continue  to 
be  withheld  until  later.  The  drug  is  reported  to  be 
in  ample  supply  and  there  is  a polio  epidemic.  For 
these  reasons,  more  progress  in  testing  the  new  treat- 
ment will  be  made  in  the  coming  weeks  than  other- 
wise would  be  the  case. 

Meanwhile  with  an  infantile  paralysis  epidemic  in 
Texas  and  North  Carolina  and  possibly  spreading 
elsewhere,  facts  about  this  important  advance  have 
been  obtained  and  reported  by  Science  Service. 

There  have  been  some  failures  with  the  drug.  If 
motor  nerve  cells  have  been  destroyed,  the  drug  can- 
not be  expected  to  restore  them.  But  it  can  stop  the 
progress  of  the  infection  to  more  nerve  cells  and  can 
prevent  deaths  from  polio. 

The  unique  feature  of  the  drug,  that  it  can  stop  a 
virus  disease,  gives  hope  that  this  or  other  drugs  can 
be  made  to  stop  other  virus  diseases. 

Full  details  about  Darvisul  were  reported  at  a 
New  York  Academy  of  Sciences  conference  on 
August  23. — Science  News  Letter,  July  SI,  1948 
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THERE  is  as  yet  no  standardized  method  for 
the  attempted  cure  of  pilonidal  cyst.  The 
confusion  of  thought  is  certainly  not  due  to  lack 
of  expressed  opinions.  The  articles  written  on  the 
subject  during  the  years  1942  to  1948  nearly  equal 
in  number  the  total  literature  prior  to  the  war 
years.  If  the  recent  war  served  no  other  purpose, 
it  certainly  should  have  made  the  American 
physicians  aware  of  the  disease.  However,  it  is 
feared  that  the  conflicting  opinions  regarding 
proper  surgical  therapy  have  caused  and  will 
cause  only  bewilderment  as  to  the  safest,  most 
economical,  and  most  certain  method  of  cure. 

Wartime  surgery  had  as  its  basic  principle  the 
fastest  possible  conversion  of  a man  from  a patient 
to  a fighter.  It  took  some  years  for  the  medical 
corps  of  the  Army  and  Navy  to  realize  that  the 
rapid  return  of  a man  to  active  duty  entailed 
methods  of  trial  and  error  that,  in  some  instances, 
violated  fundamental  surgical  principles.  The 
really  vast  literature  on  pilonidal  cysts  which 
appeared  in  a few  short  years  was,  in  our  opinion, 
largely  worthless.  We  say  this  because  no  really 
large  series  of  cases  has  been  reported  which 
answered  the  following  salient  question:  What 
was  the  percentage  of  cures  irrespective  of  the 
method  employed?  In  fact,  we  are  unable  to  find 
any  sizable  series  of  cases  reported  with  an  ade- 
quate follow-up  since  the  paper  by  Rogers.1  In- 
stead of  methods  of  proved  cure  of  the  disease, 
the  recent  deluge  of  articles  points  up  various 
schemes  of  primary  closure  with  claims  of  success 
based  solely  upon  immediate  good  results,  failing 
completely  to  report  absolute  cure  based  on  a 
follow-up  of  the  cases  after  a minimum  period  of 
even  six  months.  With  no  attempt  to  caricature 
such  reports,  we  can  refer  to  an  article  written  by 
a surgeon  who  reports  120  patients  in  an  active 
Army  hospital  and,  by  special  suture  and  pro- 
longed preoperative  “sterilization,”  concludes 
that  he  obtained  absolute  healing  in  92  per  cent 
of  all  cases.  A true  skeptic,  and  we  count  our- 
selves in  the  group,  will  ask  the  following  ques- 
tions: To  render  the  wound  even  remotely  fit  for 
primary  closure,  how  much  time  was  lost  from 
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duty?  How  long  after  this  elaborate  block  exci- 
sion and  detailed  layer  by  layer  closure  was  the 
patient  confined  to  bed?  If  a certain  proportion 
developed  immediate  or  delayed  wound  infection, 
did  not  the  subsequent  secondary  surgery  greatly 
raise  the  average  time  spent  in  the  hospital  and 
increase  the  average  period  of  total  disability? 

And,  of  greatest  importance,  why  does  this 
author  talk  of  92  per  cent  “cures”  in  men  who, 
after  leaving  the  hospital  with  a presumably 
healed  wound,  return  to  an  active  military  status 
and  cannot  possibly  have  been  personally  fol- 
lowed after  an  adequate  lapse  of  time,  which  is 
not  a matter  of  days  or  weeks  but  of  months? 

The  proponents  of  primary  closure  claim  in  sten-  k 
torian  tones  that  a wound  closed  and  solid  and 
clean  at  the  end  of  three  weeks  constitutes  a cure. 
However,  we  have  had  the  personal'experience  of 
doing  secondary  operations  on  well  over  200 
cases  in  which,  following  presumed  primary  heal- 
ing, the  wound  had  remained  closed,  clean,  and 
essentially  asymptomatic  for  periods  varying  w 
from  two  weeks  to  as  long  as  eight  months,  only  m 
to  break  open  and  discharge  pus. 

It  would  seem  logical  then  to  claim  no  cure 
until  at  least  twelve  months  had  elapsed  from  the 
day  the  patient  was  dismissed  with  a solidly 
healed  wound.  Any  results  we  report  today  are 
based  solely  upon  this  premise.  We  present 
nothing  original  as  regards  surgical  technic.  We 
will  merely  outline  a simple  economical  surgical 
plan  which  has  been  utilized  in  a total  of  1,014  j 
cases.  This  program  was  evolved  in  1937  by  one 
of  us  (J.  B.)  with  the  following  objectives  in 
mind:  (1)  to  perform  definitive  surgery  with  a 
minimum  period  of  preoperative  delay  entailing 
disability;  (2)  to  perform  an  operation  with  the 
minimum  sacrifice  of  tissue  consistent  with  ade- 

1 “ 

quate  postoperative  care  of  a granulating  wound, 
and  (3)  to  follow  such  surgery  by  a regimen  of 
care  which  precludes  pocketing,  bridging,  and 
delayed  healing. 

The  method  we  are  describing  is  merely  an  ex- 
teriorization of  the  cavity  and  a careful  unroofing 
of  any  branching  tracts  or  pockets.  To  this  ex- 
tent it  is  nearly  identical  with  the  proved,  suc- 
cessful method  of  curing  a fistula-in-ano.  Thus, 
the  tract  is  opened  from  its  origin  to  its  termina- 
tion, including  all  ramifying  branches;  the  base 
of  the  tract  is  gently  scrubbed  out  with  dry  ! 
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gauze  until  it  is  obvious  and  certain  that  no  small 
or  large  side  tracts  or  pockets  have  been  over- 
looked and  not  exteriorized.  The  edges  of  the 
wound  are  beveled  in  a conservative  fashion  so 
as  to  facilitate  ease  of  exposure  and  redressing 
postoperatively  and  to  avoid  premature  roofing. 

Pilonidal  cysts  presenting  primary,  acute,  or 
recurrent  abscess  would  appear  at  first  glance  to 
be  hopelessly  beyond  the  scope  of  the  above  out- 
lined procedure.  It  was  the  observation  in  five 
acute  cases  seen  in  1936  that  prompted  a change 
in  our  surgical  attack  on  this  disease.  It  had 
been  standard  policy  where  frank  abscess  was 
present  to  establish  adequate  drainage,  and  days 
or  weeks  later  to  do  a very  radical  block  excision 
of' the  entire  cyst  together  with  any  side  tracts. 
Instead  of  this  mere  incision  and  drainage,  how- 
ever, we  attempted  to  unroof  completely  the  cav- 
ity and  to  excise  rather  gingerly  the  overhanging 
edges.  The  necrotic  base  was  wiped  out  with 
gauze,  and  the  entire  cavity  was  tightly  packed 
with  dry  gauze.  This  gauze  was  soaked  out  in 
forty-eight  to  seventy-two  hours  and  the  result- 
ing wound  was  then  treated  by  gentle  daily  pack- 
ing, flushing  out  the  cavity,  daily  sitz  baths,  and 
other  means  of  simple  hygiene.  We  observed 
that  all  the  five  cases  so  treated  granulated  from 
the  bottom,  that  they  were  completely  healed 
within  four  to  ten  weeks,  and  that  eight  to  twelve 
months  later  there  was  no  evidence  of  recur- 
rence. 

This  method  of  “drainage  by  unroofing”  has 
been  consistently  employed  during  the  ensuing 
twelve  years.  Other  authors  have  reported  this 
simple  one-stage  plan.2-4  We  hasten  to  add  a 
minor  chronologic  modification.  If  a patient  is 
seen  in  the  office  or  hospital  with  an  acute  abscess, 
immediate  conservative  buttonhole  incision  and 
drainage  by  insertion  of  a small  strip  of  rubber 
tissue  is  done  to  relieve  severe  pain  and  prevent 
extension  while  awaiting  admission  to  the  operat- 
ing room  or,  as  happens  these  days,  to  a hospital 
bed.  Such  preliminary  drainage  is  not  a routine 
surgical  policy;  it  is  a matter  of  humane  ex- 
pediency. 

Prior  to  the  adoption  of  treatment  of  pilonidal 
cyst  and  sinuses  by  conservative  exteriorization 
we  had  employed,  in  common  with  the  basic 
technic  of  men  experienced  in  this  field,  the 
method  of  radical  block  excision.  Such  excision 
usually  resulted  in  a very  large,  deep,  but  admit- 
tedly clean  wound.  The  pathologic  department 
would  frequently  state,  however,  that  the  actual 
cyst  measured  perhaps  3 by  2 by  2 cm.  but  that 
the  specimen  submitted  en  bloc  measured  8 by  5 
by  4 cm.  This  excess  tissue  was  normal 
skin,  fat,  perhaps  muscle,  and  probably  fascia. 
The  time  consumed  in  producing  firm,  smooth 


solid  healing  was  certainly  excessive  and  eco- 
nomically disabling.  The  principle  was  sound, 
however,  and,  as  regards  recurrence  rate,  ad- 
mittedly far  superior  to  any  other.1-5  The  dis- 
ability and  protracted  postoperative  care  caused 
surgeons  to  seek  short  cuts.  Thus,  the  student  of 
the  subject  began  to  read  of  primary  closure, 
partial  closure,  delayed  closure,  plastic  flaps, 
sliding  grafts,  special  suture  material  or  suture 
patterns,  and,  in  the  past  decade,  the  employ- 
ment of  sulfonamide  compounds  locally,  sys- 
temically,  or  both,  and  lastly,  penicillin.  The 
surgical  creators  of  these  “short-cutting”  methods 
failed  to  tell  us  how  many  of  their  patients  healed 
and  remained  free  of  recurrence  after  a lapse 
of  at  least  twelve  months. 

In  1937  Buie  described  his  method  of  treat- 
ment by  marsupialization  or  exteriorization.6  In 
his  description,  he  stressed  the  histologic  charac- 
teristics of  the  cyst  lining.  He  portrayed  how 
the  base  could  be  left  intact  and  how,  by  suturing 
to  the  inverted  skin  edges,  this  base  could  be 
utilized  as  an  adequate  substitute  for  actual  skin. 
This  method  appealed  to  us,  and  we  began  to  em- 
ploy it.  We  soon  found,  however,  that  there  were 
frequently  mechanical  difficulties.  The  drawings 
illustrating  the  technic  in  Buie’s  original  descrip- 
tion portrayed  a beautifully  simple,  shallow  cyst 
in  a relatively  thin  individual.  Unfortunately, 
we  noticed  the  following  characteristics  in  most 
of  our  patients:  (1)  The  cyst  was  often  tortuous, 
and  in  many  instances  the  basic  lining  had  been 
partially  or  even  totally  destroyed  by  recent 
gross  infection.  (2)  The  patients  themselves 
were  more  often  than  not  heavy  set,  muscular 
persons  with  tliick  skin.  (3)  The  cystic-lined  or 
necrotic  tracts  were  frequently  deep.  (4)  In 
chronic  cases,  upon  opening  the  tracts,  we  en- 
countered large  amounts  of  scar  tissue.  These 
findings  greatly  curtailed  the  ease  with  which  the 
beveled  skin  could  be  approximated  to  the  edges 
of  the  base  of  the  cystic  tract  or  tracts.  When 
tension  was  employed  to  effect  such  approxima- 
tion, we  noted  increased  pain,  skin  edema,  and, 
at  times,  suture  sloughing.  We  subscribe  to  the 
fundamental  principle  of  exteriorization  but  find 
that  total  or  even  partial  marsupialization  by 
suture  can  be  employed  in  approximately  40  per 
cent  of  the  total  cases. 

The  method  we  employ  will  be  described 
briefly  and  illustrated  by  drawings  sketched  by 
the  artist  in  the  operating  rooms.  The  patient  is 
admitted  one  day  prior  to  operation.  A light 
supper  is  permitted,  and  the  preparation  neces- 
sitates carefully  shaving  the  hair  from  a skin  area 
outlined  by  the  surgeon  in  indelible  pencil.  This 
extends  slightly  above,  widely  lateral,  and  well 
below  the  suspected  boundaries  of  the  cystic 
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tracts.  The  anus  is  not  shaved  unless,  as  often 
happens,  a tract  is  known  or  suspected  to  approx- 
imate or  even  encircle  the  anal  margins.  No 
breakfast  is  given  the  day  of  the  operation,  and  a 
simple  water  enema  is  ordered. 

Moderate  preoperative  sedation  is  adminis- 
tered. After  an  extensive  trial  of  various  anes- 
thetics, including  pentothal  sodium,  inhalation, 
and  even  a short  and  discouraging  test  of  local 
block,  we  settled  upon  low  spinal  in  minimal 
dosage  as  nearly  ideal.  With  this  the  patient  is 
spared  pain,  the  field  is  not  distorted,  and  bleed- 
ing seems  to  be  minimal;  speed  is  not  necessary 
and  disturbing  side-effects  are  infrequent.  Local 
infiltration  anesthesia  is  inadequate  except  in  the 
very  small,  shallow,  and  relatively  uninfected 
cases.  Inhalation  or  intravenous  pentothal  anes- 
thesia with  the  patient  in  the  inverted  prone 
position  is  frowned  upon  by  most  anesthetists. 
Respiratory  difficulties  are  more  common,  and 
we  have  consistently  observed  that  pentothal  is 
accompanied  by  greatly  increased  bleeding  from 
the  open  wound  during  the  operation.  A low 
dosage  spinal  anesthetic  is  ideal  except  for  the 
occasional  postoperative  “spinal  headache.” 
About  ten  minutes  after  the  spinal  anesthetic  has 
been  administered,  the  patient  is  moderately  in- 
verted in  the  prone  position.  Adhesive  strapping 
to  the  buttocks  may  be  employed  for  purposes  of 
exposure,  if  the  surgeon  lacks  adequate  assis- 
tance. This  adhesive  tape  should  be  removed 
when  all  the  tracts  have  been  opened  their  full 
length  and  depth.  The  wound  should  not  be 
saucerized  or  beveled  with  the  straps  in  place 
since,  to  do  so,  results  in  removal  of  too  much  or, 
as  more  often  happens,  too  little  of  the  overhang- 
ing margins.  The  following  figures,  with  their 
accompanying  legends,  portray  the  steps  em- 


Fig.  1.  The  tract  is  gently  probed,  and  incision 
is  made  to  unroof  the  tract.  Infection  does  not 
prevent  such  unroofing. 


Fig.  3.  The  secondary  sinuses  are  probed,  and  fur- 
ther unroofing  is  performed. 


Fig.  2.  The  open  cystic  tract  and  cavity  is 
widely  exposed,  and  the  base  is  scrubbed  clean  with 
dry  gauze.  Secondary  sinuses,  if  present  are 
quickly  noted. 

ployed  in  an  average  type  of  pilonidal  cyst  opera- 
tion (Figs.  1 to  7). 

By  leaving  the  base  of  the  cyst  intact,  the  need 
for  hemostatic  sutures  is  greatly  diminished,  thus 
producing  a much  cleaner  wound  in  a much 
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Fig.  4.  The  tracts  have  been  opened  beyond  their 
lateral  and  terminal  boundaries.  All  traction  is  re- 
leased, and  conservative  saucerizat.ion  by  beveling 
the  skin  edges  is  performed. 

shorter  time.  We  agree  completely  with  the 
thoughts  expressed  by  Blaisdell  in  a recent  ar- 
ticle discussing  the  mechanics  of  healing  in  these 
wounds.7  The  beveling  of  the  wound  must  be 
done  on  all  sides,  i.e.,  top  and  bottom  as  well  as 
lateral  walls.  The  deeper  the  wound  or  the  more 
obese  the  patient,  the  greater  the  saucerization 
must  be.  We,  too,  believe  it  is  failure  to  produce 
an  easily  exposed,  easily  dressed  wound  that  is 
productive  of  not  only  delayed  healing  but  re- 
sidual sinus  formation  and  the  dreaded  recur- 
rence. 

In  almost  all  of  the  patients  operated  upon  by 
us  for  so-called  recurrent  cysts,  we  noted  the 
following  features:  (1)  The  point  of  persistent 
sinus  formation  was  found  at  the  lowest  angle  of 
the  scar.  (2)  Of  the  operations  we  performed  for 
recurrent  cysts  or  infected  sinus  formation,  48 
per  cent  followed  attempts  at  primary  closure; 
33  per  cent  followed  partial  closure  with  rubber 
drainage  at  one  angle  of  the  wound,  and  only  19 
per  cent  followed  open  operations  with  healing 
from  the  bottom  up.  (3)  Failure  to  obtain  heal- 
ing following  open  operation  and  packing  of  the 
wound  resulted,  we  felt,  from  inadequate  post- 
operative care.  (4)  Pathologic  examination  of 
the  tissue  from  the  base  of  these  so-called  recur- 
rent cysts  usually  showed  infected  granulation 


Fig.  5.  The  completely  opened  and  saucerized 
wound  is  carefully  inspected.  All  bleeding  vessels 
are  ligated  using  #00  plain  catgut. 


tissue  rather  than  a true  epithelial-lined  cyst 
wall. 

This  would  strongly  indicate  that  such  “recur- 
rences” are  mechanical,  due  to  dead  space,  faulty 
healing,  etc.,  rather  than  to  the  surgeon’s  having 
left  cystic  remnants.  Upon  completion  of  the 
operation,  the  wound  is  inspected  in  great  detail. 
Any  suspicious  area  is  probed,  and  where  the 
slightest  doubt  exists,  any  pocket  or  sinus  is 
opened  and  beveled.  The  use  of  dye  or  “chemical 
ferrets”  in  our  hands  was  useless  and  not  depend- 
able. Such  staining  material  seeps  into  normal 
tissue,  obscures  the  field,  and  often  fails  to  enter 
all  the  tracts  due  to  blocking  of  such  sinuses  by 
scar  formation. 

The  wound  is  tightly  packed  with  dry  gauze, 
held  snugly  in  position  by  narrow  adhesive  straps. 
The  dressing  is  not  disturbed  for  forty-eight  to 
seventy-two  hours,  and  its  removal  may  then  be 
facilitated  by  soaking  it  to  its  depth  with  saline 
or  a dilute  peroxide  mixture.  Upon  removal  of 
such  a dressing,  a flat  dry  wound  is  usually  ob- 
served. Bleeding  is  minimal  and  blood  clots  at 
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Fig.  G.  Schematic  drawing  of  the  basic  principle 
and  the  method  of  packing. 

the  base  are  rarely  noted.  Local  medications,  such 
as  crystalline  sulfonamides  or  penicillin  are  not 
employed.  If  such  a wound  is  properly  created, 
infection  is  not  a factor,  and,  with  adequate  after- 
care, infection  should  never  be  a factor. 

The  postoperative  care  of  these  surgical  wounds 
is  not  complicated,  but  requires  vigilance  and 
constant  inspection  by  the  operator  himself.  Be- 
fore leaving  the  hospital,  the  patient,  and,  if 
possible,  a member  of  his  family  is  instructed  as 
to  the  mechanics  of  healing  and  the  need  for  clean- 
liness. The  wound  is  exposed,  cleaned,  and  re- 
dressed as  a demonstration.  The  wound  is  kept 
flat,  and  every  effort  is  exerted  to  prevent  pocket- 
ing, transverse  bridging,  premature  roofing,  and 
overhanging  edges.  The  wound  is  dressed  daily 
by  the  surgeon  while  the  patient  is  in  the  hospital, 
and  the  patient  or  a member  of  his  family  is 
taught  to  dress  it  twice  daily  after  returning 


Fig.  7.  The  appearance  of  the  wound  after 
approximately  seven  to  ten  days.  Such  a patient 
should  be  fully  ambulatory  at  this  time  and  able  to 
perform  all  but  the  most  strenuous  occupations  or 
duties. 

home.  Hot  tub  baths  or  shower  baths  are  en- 
couraged beginning  the  day  after  the  original 
packing  is  removed.  Many  of  the  smaller  shal- 
low cysts  appear  so  clean  and  dry  that  the  patient 
may  go  home  on  the  third  or  fourth  postoperative 
day.  This  is  unwise,  of  course,  in  the  larger, 
deeper  wound.  In  civilian  life,  however,  it  is  very 
unusual  to  keep  any  patient  in  the  hospital  more 
than  eight  or  nine  days,  even  those  patients  with 
extensive  wounds.  Similarly,  many  of  the  pa- 
tients may  resume  work  after  as  little  as  eight  to 
ten  days,  and  almost  always  within  eighteen  to 
twenty-one  days.  The  wounds  will  probably  be 
open  at  this  time,  but  if  the  surgery  has  been 
properly  executed  and  the  immediate  postopera- 
tive care  has  been  adequate,  such  wounds  should 
be  nearly  flat,  clean,  and  surprisingly  painless. 
If  the  patient’s  occupation  involves  riding  a 
tractor  or  entails  strenuous  bending,  squatting, 
etc.,  he  must  be  warned  prior  to  surgery  that  his 
disability  may,  for  obvious  reasons,  be  prolonged. 
The  patients  return  to  our  office  every  two  to 
four  days  for  the  first  three  postoperative  weeks 
and  after  that  as  seems  indicated.  At  these  office 
dressings,  the  wound  is  carefully  inspected; 
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trabeculations  are  gently  broken  down,  and  exu- 
berant granulations  are  destroyed.  Most  im- 
portant is  the  prevention  of  premature  approxi- 
mation of  skin  margins.  We  have  been  greatly 
impressed  with  the  need  for  keeping  the  outgrow- 
ing hair,  which  is  often  luxuriant,  shaved  back 
from  the  skin  edges.  This  is  particularly  prone  to 
be  troublesome  where  the  open  wound  extends 
well  down  into  the  intergluteal  cleft.  These 
hairs  should  be  shaved  away  from  the  edges  of  the 
wound  for  a distance  of  y2  inch  and  such  shaving 
should  be  done  every  four  or  five  days  until  the 
wound  is  closed  and  healthy.  Here  again  a mem- 
ber of  the  patient’s  family  can  be  of  great  aid. 

Selection  of  Cases 

In  presenting  results  or  drawing  conclusions  in 
any  surgical  procedure  the  surgeon  should,  in 
theory,  never  base  his  figures  upon  selected  cases. 
The  entire  series  should  form  such  a basis.  How- 
ever, we  feel  that  in  fairness  to  the  method  de- 
cribed  above  and  in  the  interest  of  accuracy, 
many  patients’  records  must  be  discarded  as 
statistically  worthless.  The  reasons  for  this  se- 
lectivity are  obvious. 

Military  personnel,  upon  leaving  the  hospital, 
return  to  full  duty  in  nearly  all  instances.  Such 
patients  may  be  taught  how  to  care  for  the 
wound,  but  how  well  that  is  done  is  problematic. 
During  a period  of  forty-two  months,  we  operated 
upon  640  men  and  women  in  the  U.S.  Navy  and 
Marine  Corps.  The  surgical  approach  varied  in 
no  way  from  that  described  above.  There  was  an 
average  hospital  stay  in  this  group  of  eighteen 
and  three-tenths  days.  Nine  of  these  patients 
required  wound  revision  of  a minor  nature  prior 
to  their  discharge  from  the  hospital.  As  regards  . 
the  rate  of  cure,  we  will  eliminate  the  entire  group 
for  one  reason.  No  follow-up  was  possible. 

A strenuous  endeavor  was  made  to  follow  all 
private  civilian  cases  by  personal  inspection  after 
a period  of  at  least  one  year  following  dismissal 
from  our  care.  The  total  private  cases  numbered 
220,  and  data  are  available  on  2 1 1 of  these  persons. 
The  rest  could  not  be  reached  either  in  person  or 
by  questionnaire. 

One  hundred  fifty-four  Veterans  Administra- 
tion patients  were  operated  upon  by  us  during  the 
period  from  1942  up  to  and  including  March, 
1947.  By  personal  inspection  or  by  replies  to  a 
mailed  questionnaire,  accurate  information  is 
available  in  91  instances.  The  remaining  patients 
could  not  be  reached  or  failed  to  answer,  or,  in  a 
rather  discouraging  number,  the  answers  were 
clouded  by  irrelevant  diatribes  against  the 
government,  the  armed  forces,  and  the  pension 
claims  department  of  the  Veterans  Administra- 
tion. To  Dr.  V.  M.  Diodati,  Veterans  Adminis- 
tration Liaison  Officer  to  the  U.S.  Naval  Hospital, 


Philadelphia,  credit  is  due  for  his  herculean  efforts 
in  locating  these  veterans  and  securing  the  follow- 
up data,  such  as  they  are. 

Data  Based  Upon  Follow-up  Cases 

There  remain,  therefore,  302  patients  upon 
whom  we  base  the  following  information : 

1.  The  average  hospital  stay  was  six  and 
three-tenths  days,  with  a minimum  stay  of  three 
days  and  a maximum  one  of  thirty-seven  days. 

2.  All  but  26  patients  were  allowed  out  of  bed 
twenty-four  hours  postoperatively,  and  all  but 
two  were  ambulatory  in  seventy-two  hours. 
These  two  cases  were  very  extreme  wounds  where 
we  frankly  admit  adequate  hemostasis  was  not 
obtained.  These  were  errors  which  should  in  no 
way  reflect  upon  the  method.  They  reflect,  in- 
stead, upon  our  surgical  ability. 

3.  In  five  patients,  wound  revision  in  the 
operating  room  was  required  either  during  the 
hospital  stay  or  during  the  period  of  healing. 
Again,  we  admit  to  errors  in  technic  at  the  time 
of  the  original  operation  or  to  errors  of  omission 
during  the  postoperative  period  of  healing.  We 
have  arbitrarily  named  sixty  days  as  the  period 
during  which  such  re-operation  constituted  a com- 
plication of  convalescence  rather  than  true  re- 
currence or  persistent  failure  to  heal. 

4.  The  period  of  time  lost  from  work  averaged 
thirteen  and  seven-tenths  days  with  extremes 
ranging  from  five  to  fifty-one  days. 

5.  The  time  required  to  produce  a closed,  dry 
wound  averaged  twenty-nine  days  in  the  group. 
A few  healed  in  as  little  as  ten  days.  Some  per- 
sisted as  rather  indolent  wounds  for  as  long  as 
sixty  or  more  days.  Those  failing  to  heal  by 
sixty  days,  we  count  as  surgical  failures. 

6.  Failure  to  heal  within  sixty  days  or  sub- 
sequent breakdown  of  the  wound  with  sinus  for- 
mation was  noted  or  recorded  in  16  instances. 
Using  twelve  months  as  the  minimum  period,  no 
recurrence  after  such  a lapse  of  time  has  been 
noted.  Thus,  the  16  failures  result  in  a presump- 
tive and  probable  curability  rate  of  94.7  per  cent. 
This  figure  constitutes  the  outstanding  reason  for 
this  presentation. 

7.  There  were  no  deaths  in  this  total  series  of 
1,014  cases. 

Conclusions 

A simple,  safe,  surgical  procedure  which  has 
been  employed  in  a large  series  of  pilonidal  cysts 
is  described.  The  method  of  caring  for  the  re- 
sulting wound  is  discussed,  and  the  hazards  of 
neglect  are  emphasized.  Statistical  data  con- 
cerning need  for  strict  bed  confinement,  length  of 
hospital  stay,  loss  of  time  from  work,  and  the 
period  required  to  establish  complete  healing  are 
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reported,  based  on  a careful  review  and  follow-up 
of  302  operative  patients  after  a period  of  at  least 
twelve  months.  A curability  rate  based  on  this 
same  follow-up  is  computed  to  be  94.7  per  cent. 

Discussion 

F.  F.  McGauley,  M.D.,  Schenectady. — The  legal 
profession  has  a phrase  known  as  “a  nuisance  case.” 
In  medicine,  I believe,  we  have  a similar  situation  in 
the  treatment  of  pilonidal  cysts.  During  the  past 
six  years,  this  question  has  aroused  so  much  in- 
terest that  more  papers  have  been  written  on  this 
subject  than  the  much  discussed  vagotomy,  which  is 
number  two  on  the  medical  hit  parade. 

Doctor  Sarner  and  the  late  Doctor  Brust  are  to  be 
congratulated  on  their  report  of  over  one  thousand 
cases.  Any  man  who  reports  one  thousand  cases  on 
any  subject  speaks  with  authority. 

It  is  with  satisfaction  one  finds  such  a low  percent- 
age of  recurrences  in  pilonidal  cysts.  The  operation 
itself  is  very  simple  and  almost  foolproof,  but  I feel 
that  50  per  cent  of  their  success  was  due  to  their 
excellent  pre-  and  postoperative  care. 

After  seeing  so  many  postoperative  cysts  in  my 


office,  it  occurred  to  me  that  I might  analyze  50  of 
my  own  cases.  I thought  it  might  require  my  work 
for  a year  or  two,  but,  unfortunately,  it  was  neces- 
sary to  review  the  work  for  eight  years,  in  order  to 
dig  out  the  50  cases. 

In  reviewing  the  relatively  clean  cases  which  were 
done  by  block  dissection,  it  was  found  that  the 
results  were  very  satisfactory.  In  the  infected 
cases,  we  had  a high  percentage  of  recurrences,  no 
matter  what  technic  was  used.  In  infected  cases, 
we  tried  both  methods,  one  by  block  dissection,  the 
other  by  incision  and  drainage  with  secondary 
closure.  One  case  recurred  after  three  years.  The 
percentage  of  recurrence  in  any  surgical  procedure 
is  a variable  which  depends  on  many  factors. 
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SCIENTIST  FINDS  BODY  ABSORBS  ONLY 

Apparently,  vitamin  Bi,  taken  in  husky  doses  in 
the  fond  hope  that  it  will  give  extra  pep  and  energy, 
is  not  the  potent  builder-upper  that  the  millions  of 
vitamin  eaters  believe  it  to  be. 

It  might  be,  only  the  body  does  not  absorb  enough 
of  it,  according  to  a Northwestern  University  scien- 
tist. Laboratory  discoveries  by  Dr.  Theodore  E. 
Friedemann  indicate  that  oral  doses  of  more  than  5 
mg.  daily  are  largely  wasted  (5  mg.  are  roughly 
equivalent  to  '/as  the  weight  of  the  average  aspirin 
tablet).  Furthermore,  in  contrast  to  other  vita- 
mins, the  continued  administration  of  thiamin 
(vitamin  B>)  occasionally  leads  to  development  of  an 
allergic  response. 

Dr.  Friedemann  is  research  associate  professor  of 
physiology  in  the  Northwestern  University  medical 
school.  Published  results  of  his  findings  are  in- 
cluded in  the  current  issue  of  the  journal,  Gastro- 
enterology. His  investigations  were  conducted  in 
the  department  of  physiology  of  the  medical  school 
and  the  laboratory  of  the  Abbott  Fund  in  Passavant 
Memorial  Hospital,  Chicago,  and  were  aided  by  the 
Clara  A.  Abbott  Fund  of  the  University.  Associated 
with  Dr.  Friedemann  in  the  research  were  Thaddeus 
C.  Mcieciak,  Patricia  Keegan,  and  Bernice  Sheft. 

Dr.  Friedemann’s  findings  indicate  that,  although 
thiamin  plays  a dominant  role  in  metabolism,  and  is 
a normal  and  extremely  necessary  constituent  of 
animal  tissue,  including  man’s,  the  body  either  has 
developed  no  special  mechanism  for  absorption  of 
the  vitamin,  or  even  may  have  developed  barrier 
mechanisms  for  thiamin  in  the  intestinal  tract,  which 
probably  were  evolved  to  prevent  the  entry  of  sub- 


MINIMUM  OF  VITAL  VITAMIN  B: 
stances  harmful,  or  not  immediately  useful,  to  the 
body. 

His  tests  led  the  scientist  to  believe  that  thiamin 
belongs  to  that  group  of  substances  which  are  rela- 
tively poorly  absorbed  in  the  gastrointestinal  tract, 
the  maximum  economical  level  of  intake  being 
about  5 mg.  daily. 

In  his  experiments,  Dr.  Friedemann’s  subjects 
were  administered  varying  doses  of  supplementary 
vitamin  Bi  in  addition  to  carefully  weighed  and  con- 
trolled diets.  Destruction  and  lack  of  absorption 
of  the  thiamin  were  measured  by  examination  in  the 
laboratory  of  their  bodily  excretions.  Data  col- 
lected indicate  that  at  least  several  hundred  milli- 
grams of  the  following  vitamins,  differing  greatly  in 
structure  from  thiamin,  are  readily  absorbed:  ribo- 
flavin, niacin,  pyridoxine,  pantothenic  acid,  and 
vitamin  C.  These  substances,  like  thiamin,  are 
normal  and  necessary  constituents  of  all  tissues. 

Summarizing  his  findings,  Dr.  Friedemann  states: 
“Intestinal  absorption  of  thiamin  chloride  hydro- 
chloride by  normal  human  subjects  is  extremely 
limited.  The  maximum  which  could  be  taken  orally 
without  an  increase  of  fecal  thiamin  was  about.  5 mg. 
per  day,  or  slightly  less  than  2 mg.,  including  thiamin 
in  food,  at  each  meal. 

“At  a total  intake  of  5.1  to  5.2  mg.  per  day,  the 
urinary  excretion  (of  vitamin  Bi)  was  greater  when 
the  vitamin  supplement  was  given  with  meals  than 
when  given  one  hour  before  meals.  Thiamin  mono- 
nitrate was  absorbed,  excreted,  and  destroyed  at 
rates  similar  to  those  of  thiamin  chloride  hydro- 
chloride.” 


DIAGNOSIS  AND  TREATMENT  OF  COLON  POLYPS 

George  E.  Binkley,  M.D.,  New  York  City 
{From  the  Memorial  Hospital) 


THE  term  polyp  is  applied  to  any  peduncul- 
ated or  sessile  growth  which  protrudes  into 
the  lumen  of  the  bowel  and  has  the  clinical  ap- 
pearance of  a nonmalignant  tumor.  Numerous 
types  of  polyps  are  found  in  the  terminal  intes- 
tinal tract.  Each  type  has  its  origin  in  different 
tissues  of  the  bowel.  Adenomas  arise  from  the 
epithelium,  lipomas  from  fat  cells,  fibromas  from 
the  submucosa  or  serosa,  angiomas  from  the 
blood  vessels,  myomas  from  the  muscularis  or 
muscularis  mucosae,  lymphomas  from  the  lym- 
phoid tissue,  and  endometrioma  from  displaced 
endometrium,  etc. 

Polyps  may  be  found  in  any  location  within  the 
large  bowel.  They  occur  more  frequently  in  the 
rectum  and  lower  sigmoid  and  appear  at  any  time 
from  infancy  to  old  age.  The  mucous  or  adeno- 
matous variety  is  most  common  and  will  receive 
greatest  consideration  in  this  communication. 
Adenomatous  polyps  are  precancerous  lesions 
which  may  undergo  malignant  change  at  any 
time.  There  are  three  clinical  types  of  adenoma- 
tous polyps : areas  of  hyperplasia,  adenomas,  and 
papillary  adenomas. 

Areas  of  hyperplasia  are  small,  sessile,  slightly 
raised  tumors  which  show  only  slight  differentia- 
tion from  the  surrounding  mucosa  microscopic- 
ally. These  areas  are  found  frequently  on  the 
mucosa  of  the  upper  rectum  and  lower  sigmoid 
in  patients  who  present  a toxic  lower  bowel  and 
on  areas  of  mucosa  which  have  been  exposed  to 
irritation,  such  as  the  mucosa  of  a colostomy. 
Areas  of  hyperplasia  also  are  associated  fre- 
quently with  cancer  of  the  colon  and  rectum. 

The  adenoma  is  the  most  common  type  of  in- 
testinal polyp.  It  may  be  sessile  or  pedunculate;  1 . 
The  surface  may  be.smooth  or  lobulated,  ulcer- 
ated or  covered  with  normal-appearing  mucosa. 
Adenomas  vary  in  size  from  a few  millimeters  to 
several  centimeters  in  diameter.  They  occur 
singly,  in  small  groups,  and  also  in  large  numbers 
as  a specific  disease  known  as  multiple  polyposis 
in  which  the  mucosa  of  the  large  bowel  is  studded 
with  numerous  adenomas. 

Papillary  adenomas  are  much  less  frequently 
encountered  than  adenomas.  They  occur  chiefly 
in  the  old  age  group  and  are  usually  situated  in 
the  rectum  and  lower  sigmoid.  We  have  not  en- 
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countered  a papillary  adenoma  proximal  to  the 
sigmoid  colon.  Papillary  adenomas  are  usually 
sessile  but  occasionally  possess  pedicles  which  are 
almost  as  large  in  diameter  as  the  tumors  them- 
selves. These  tumors  are  soft  and  have  a papil- 
lary or  lobulated  appearance. 

Adenomatous  polyps  are  found  in  all  sections  of 
the  terminal  intestinal  tract.  A review  of  307 
cases  revealed  the  following  distribution:  the 
colon  and  rectum  were  involved  in  six  cases,  the 
colon  in  133,  and  the  rectum  in  168  cases.  The 
dividing  line  between  the  colon  and  the  rectum  is 
calculated  to  be  15  cm.  caudad  to  the  anal  skin 
margin. 

The  frequency  of  occurrence  is  revealed  by  the 
findings  at  routine  colon  and  rectal  investigations 
of  patients  attending  the  Strang  Cancer  Preven- 
tion Clinic.  In  a series  of  2,912  cases,  188  pa- 
tients, or  6.4  per  cent,  were  found  to  have  some 
type  of  nonmalignant  polyp.  The  incidence  in 
men  is  higher  than  that  found  in  women.  In  894 
women,  32,  or  3.5  per  cent,  had  polyps,  while  in 
2,018  men,  156  had  polyps,  an  incidence  of  7.7 
per  cent. 

The  histologic  status  as  to  benign,  atypical, 
and  malignant  qualities  of  adenomatous  lesions 
varies  widely.  We  have  yet  to  find  any  malig- 
nant tissue  in  the  so-called  areas  of  hyperplasia. 
The  papillary  adenomas,  which  are  limited  chiefly 
to  the  rectum,  will  frequently  show  atypical  and 
malignant  change.  A review  of  48  such  cases, 
followed  over  a period  of  many  years,  revealed 
that  68  per  cent  of  them  had  areas  of  malignant 
change,  either  at  the  time  of  the  original  treat- 
ment or  during  the  subsequent  years.  Histo- 
logic examination  of  96  adenomas  revealed  64  to 
be  nonmalignant,  while  32  showed  atypical  or  in- 
definite malignant  change  at  the  time  the  orig- 
inal biopsy  was  taken  or  at  the  time  the  polyp 
was  removed.  The  above  figures  as  to  malignant 
change  in  adenomatous  polyps  serve  to  empha- 
size the  importance  of  recognition  and  treatment 
of  all  such  polyps  within  the  terminal  intestinal 
tract. 

Experience  suggests  that  the  present  status  of 
diagnosis  of  polyps  of  the  colon  is  poor.  A fair 
percentage  of  patients  with  colon  cancer  present 
a history  suggesting  the  presence  of  a polyp  for 
years  prior  to  the  diagnosis  of  cancer.  Other 
patients  with  polyps  that  have  not  undergone 
malignant  change  present  symptoms  dating  back 
for  months  or  years  prior  to  recognition.  Improve- 
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ment  in  the  diagnosis  of  colon  tumors  and  colon 
disease  will  take  place  when  symptoms  sug- 
gesting colon  disease  receive  greater  consideration 
by  the  laity  and  profession. 

Too  frequently,  minor  symptoms  of  colon 
disease  are  completely  overlooked  by  the  family 
physician,  and  patients  are  forced  to  resort  to  the 
use  of  patent  medicines  for  relief  without  any 
effort  being  made  to  find  the  real  cause  of  the 
symptoms.  Symptoms  produced  by  small  polyps 
are  indefinite.  Occasionally  polyps  without  re- 
cognizable symptoms  are  found  in  a normal  func- 
tioning bowel.  However,  in  most  instances,  a 
careful  history  as  to  intestinal  disorder  will  reveal 
degrees  of  abnormal  function  of  the  colon  and 
rectum.  Improper  elimination  and  a change  from 
normal  bowel  habit  is  common.  The  amounts  of 
abdominal  gas  and  distress  and  rectal  flatus  are 
increased.  There  may  be  attacks  of  diarrhea 
and  constipation  with  the  passage  of  dark  or 
bright  red  blood  from  the  rectum.  One  of  the 
most  important  and  common  symptoms  of  colon 
polyps  is  bleeding  from  the  rectum  at  irregular 
intervals.  Very  often  the  bleeding  is  associated 
with  an  attack  of  diarrhea,  the  blood  and  diar- 
rhea lasting  for  a day  or  two  followed  by  an  in- 
terval of  freedom  varying  from  weeks  to  months. 
A history  of  irregular  bleeding  is  always  strongly 
suggestive  of  a polyp  within  the  colon  when  care- 
ful proctoscopic  examination  fails  to  reveal  suffi- 
cient anal  and  rectal  disease  to  account  for  the 
blood.  Symptoms  of  pressure  within  the  ab- 
domen are  not  uncommon  with  large  colon  polyps. 
A number  of  the  larger  variety  also  produce  vary- 
ing degrees  of  partial  obstruction.  This  obstruc- 
tion is  aggravated  from  time  to  time  by  degrees  of 
intussusception.  Constant  diarrhea  or  frequent 
stools  with  increased  amounts  of  mucus,  blood, 
and  flatus,  associated  with  varying  degrees  of 
anemia  and  loss  of  weight,  frequently  precede  the 
diagnosis  of  multiple  polyposis. 

Diagnosis  is  not  difficult.  All  polyps  of  the 
colon,  with  the  exception  of  small  areas  of  hyper- 
plasia, may  be  demonstrated.  A careful  physical 
examination  may  reveal  a polypoid  mass  on  pal- 
pation of  the  abdomen,  while  tumors  of  the  sig- 
moid are  occasionally  detected  in  the  cul-de-sac 
on  vaginal  examination.  The  majority  of  sig- 
moid tumors  may  be  diagnosed  by  sigmoido- 
scopic  examination.  Tumors  of  the  colon,  prox- 
imal to  the  sigmoid,  can  be  demonstrated  by 
fluoroscopy,  barium,  and  air  contrast  enemas. 

Proctosigmoidoscopic  examination  which  con- 
stitutes the  first  step  in  investigation  of  colon 
polyps  permits  inspection  of  the  anal  canal, 
rectum,  and  lower  sigmoid  colon.  Sigmoido- 
scopes, measuring  from  30  to  35  cm.  in  length  and 
of  different  diameters,  are  necessary.  The  pa- 
tient is  placed  in  a position  suitable  for  the  pas- 


sage of  the  instrument  beyond  the  rectosigmoidal 
junction  into  the  sigmoid  colon.  Sigmoidoscopic 
examination  not  only  permits  direct  vision  of  the 
polyp  within  the  lower  sigmoid  but  may  afford 
valuable  information  as  to  any  pathology  situated 
at  a higher  location.  Blood  and  blood-stained 
mucus  coming  down  from  upper  segments  of  the 
colon  beyond  reach  of  the  end  of  the  sigmoido- 
scope always  suggest  the  presence  of  an  ulcerating 
lesion  higher  up  in  the  colon.  The  exact  nature 
of  atypical  polyps  may  be  ascertained  by  taking 
a piece  of  tissue  for  histologic  examination 
through  the  sigmoidoscope  at  the  time  of  ex- 
amination. 

Colon  polyps  above  the  apex  of  the  sigmoid 
can  best  be  recognized  by  roentgen-ray  examina- 
tion. Such  examinations  are  satisfactory  only 
when  the  bowel  is  free  of  fecal  material.  Two  or 
more  days  of  preparation  are  usually  necessary 
for  cleansing  the  sluggish  colon.  Large  polyps 
are  easily  recognized  by  the  ordinary  barium 
enema.  Small  polyps  can  best  be  shown  by 
means  of  air  contrast  technic.  The  addition  of 
tannic  acid  to  the  barium  offers  advantages  in 
demonstrating  these  small  polyps.  Pressure 
technic  films  over  accessible  parts  of  the  colon  and 
stereo  plates  occasionally  add  to  the  efficacy  of 
this  method.  Because  of  the  possibility  of  error 
in  interpreting  the  films  of  suspected  small  lesions, 
it  is  at  times  advisable  to  repeat  the  examination 
before  making  a definite  diagnosis. 

Treatment  or  removal  of  colon  polyps  involves 
both  minor  and  major  surgical  procedures. 
Single,  small,  and  medium-sized  polyps  with 
pedicles  located  in  the  lower  section  of  the  sig- 
moid may  be  successfully  removed  with  an  elec- 
tric cautery  snare.  Removal  of  polyps  of  the 
colon  above  the  apex  of  the  sigmoid  necessitates 
a laparotomy.  The  findings  in  each  case  govern 
the  abdominal  surgical  procedure.  The  latter 
may  vary  from  colotomy  to  total  colectomy. 

Cautery  snare  removal  is  suitable  for  most 
pedunculated  polyps  withm  reach  of  the  sig- 
moidoscope. The  majority  of  adenomas  lend 
themselves  to  this  approach.  On  the  other  hand, 
the  papillary  adenomas  of  the  sigmoid  colon  are 
usually  large,  sessile  tumors  and  seldom  can  be 
completely  eradicated  by  this  method.  Cautery 
snare  removal  through  an  electric-lighted  specu- 
lum may  be  either  an  easy  or  difficult  operation. 
Removal  of  lesions  above  the  reflection  of  the 
peritoneum  is  always  associated  with  a moderate 
degree  of  danger.  Therefore,  this  operation 
should  not  be  undertaken  by  those  unfamiliar 
with  snare  removal  technic  and  the  hazards  of 
this  procedure.  Removal  will  be  greatly  facili- 
tated by  placing  the  patient  in  a position  which 
renders  the  polyp  most  accessible  for  removal. 
The  selected  position  may  be  determined  at  the 
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time  of  the  previous  examination.  Caudal  anes- 
thesia permits  a painless  procedure  and  relieves 
the  anxiety  of  the  patient.  A bipolar  machine 
with  a coagulating  current  is  quite  satisfactory. 
A type  of  snare  which  will  permit  taking  a number 
of  bites  in  rapid  succession  is  necessary,  as  a num- 
ber of  adenomas  must  be  removed  by  the  piece- 
meal technic.  The  size  of  the  wire  forming  the 
snare  is  carefully  selected  for  each  case.  The 
actual  procedure  of  removal  consists  of  bringing 
the  polyp  into  direct  vision  at  the  end  of  the  sig- 
moidoscope, placing  the  wire  around  the  pedicle, 
connecting  the  current,  and  slowly  cutting 
through  the  pedicle  at  the  selected  site.  A coagu- 
lating current  of  sufficient  intensity,  together 
with  slow  closure  of  the  snare,  will  prevent  bleed- 
ing. 

All  polyps  situated  above  the  reach  of  the  sig- 
moidoscope, and  a few  of  those  located  in  the  sig- 
moid, require  abdominal  surgery  for  removal. 
Preoperative  preparation  of  patients  for  the  re- 
moval of  nonmalignant  tumors  is  as  important  as 
preparation  for  resection  of  colon  cancers.  In 
both  instances,  the  lower  bowel  should  be  free  of 
fecal  material,  and  the  general  condition  of  the 
patient  capable  of  withstanding  radical  colon 
surgery.  A period  of  five  to  seven  days  is  usually 
sufficient  for  cleansing  the  colon  and  for  adequate 
clinical  and  laboratory  investigations.  Longer 
periods  may  be  required  for  cleansing  toxic  and 
sluggish  colons  and  for  the  preparation  of  those 
patients  who  require  an  improvement  in  their 
general  physical  condition  before  operation.  The 
colon  is  cleansed  over  a five-day  period  by  the 
administration  of  Epsom  salts  in  doses  sufficient 
to  produce  five  to  eight  stools  in  twenty-four 
hours,  together  with  a daily  colonic  irrigation. 
Preoperatively,  patients  receive  liberal  amounts 
of  vitamins,  intramuscular  injections  of  liver,  and 
other  medication  as  seems  advisable. 

The  surgical  procedures  which  are  employed  in 
a miscellaneous  group  of  cases  are  colotomy,  re- 
section of  the  right  colon,  partial  resection  of  the 
left  colon,  and  total  colectomy.  The  abdominal 
cavity  is  usually  opened  through  a midline  in- 
cision. Congenital  adhesions  and  congenital  de- 
formities, which  are  not  uncommon  in  these  cases, 
may  increase  the  difficulty  of  recognition  and  re- 
moval. After  a general  exploration,  the  colon  is 
carefully  palpated,  the  polyp  or  polyps  localized, 
and  the  extent  of  involvement  determined.  Diffi- 
culty may  be  encountered  in  detecting  the  small, 
soft,  movable  lesion.  A good  x-ray  film  available 
at  this  time  facilitates  the  problem  of  detection. 
We  have  removed  a single  polyp  from  the  sig- 
moid colon  in  two  patients  who  had  been  pre- 
viously explored  with  negative  results. 

Colotomy  is  the  procedure  of  choice  in  remov- 
ing the  majority  of  single  polyps.  This  operation 


is  not  difficult.  The  polyp  is  located  by  the  sense 
of  touch.  The  section  of  bowel  containing  the 
polyp  is  brought  to  a suitable  position.  An  in- 
testinal clamp  is  applied  to  hold  the  colon  in 
position  and  to  avoid  unnecessary  soiling.  The 
field  is  carefully  protected  with  abdominal  pads. 
An  incision  3 to  5 cm.  in  length  is  made  through 
the  longitudinal  band  near  the  base  of  the  pedicle. 
Excessive  amounts  of  mucus,  when  present,  are 
removed  by  suction  or  sponging.  If  necessary  to 
bring  the  polyp  into  view,  the  edges  of  the  borrel 
are  retracted.  The  polyp,  when  visualized,  is 
picked  up  with  a forceps  and  removed  after  tying 
the  pedicle.  The  intestinal  incision  is  closed  with 
a double  layer  of  sutures,  and  the  colon  is  re- 
placed to  its  normal  position.  Two  or  more 
polyps  situated  in  different  sections  may  be  re- 
moved in  a similar  manner  at  the  same  operation. 
Colotomy  is  well  tolerated,  provided  there  is  no 
undue  soiling.  Convalescence  is  short  and  com- 
fortable; the  bowels  move  on  the  fifth,  sixth,  or 
seventh  postoperative  day  without  aid  of  strong 
cathartics. 

Resection  of  the  right  colon  is  the  method  of 
choice  for  removal  of  very  large  single  and  mul- 
tiple small  polyps,  located  in  the  cecum,  ascend- 
ing, or  proximal  section  of  the  transverse  colon. 
A large  single  lipoma  of  the  cecum  in  one  of  our 
patients  was  removed  in  this  fashion,  and  on 
several  occasions  it  has  been  necessary  to  do  this 
resection  for  multiple  smaller  lesions.  The  one- 
stage  procedure  with  anastomosis  of  the  terminal 
ileum  to  the  transverse  colon  is  usually  employed. 
The  use  of  the  Miller-Abbott  and  similar  tubes 
in  the  postoperative  period  has  lessened  the 
danger  in  a one-stage  right  colon  resection.  Con- 
valescence is  short,  and  the  patient  usually  leaves 
the  hospital  during  the  second  postoperative 
week. 

Large  single  polyps  and  localized  areas  of  mul- 
tiple adenomas,  when  situated  in  the  left  colon, 
may  require  resection  of  a segment  of  the  colon. 
Sessile,  papillary  adenomas,  when  located  in  the 
sigmoid,  are  very  suitable  for  segmental  resection 
and  end-to-end  anastomosis.  Other  types  of 
single  nonmalignant  tumors,  too  large  for  colo- 
tomy, located  at  any  site  between  the  midtrans- 
verse  colon  and  rectosigmoidal  junction,  may  be 
treated  in  a similar  manner.  Large  tumors,  as- 
sociated with  symptoms  of  obstruction  and  prox- 
imal bowel  dilatation,  are  best  removed  by  the 
Mikulicz  type  of  operation.  This  multiple  stage 
procedure  is  preferable  also  for  eradicating  ill- 
defined  areas  of  multiple  polyps.  The  double- 
barrelled  colostomy  permits  careful  inspection  of 
both  proximal  and  distal  loops  for  remaining 
polyps  and  allows  their  removal  before  continuity 
of  the  bowel  is  restored. 

Multiple  polyposis  is  a disease  of  childhood  and 
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young  adults.  Our  experience  with  a limited 
number  of  cases  suggests  that  there  may  be  more 
than  one  type  of  this  disease.  Experience  has 
proved  that  all  untreated  patients  with  congenital 
adenomatosis  will  develop  adenocarcinoma. 
Therefore,  the  only  treatment  is  colectomy. 
Fortunately,  the  rectum  may  be  retained  in  a 
group  of  patients  when  the  polyps  within  the 
rectum  can  be  removed  or  controlled  by  snare 
removal  and  fulguration.  Colectomy  with  re- 
moval of  the  rectum  is  necessary  when  the  polyps 
of  the  rectum  show  atypical  or  malignant  change. 
Retention  of  the  rectum  is  greatly  preferred  to  an 
abdominal  ileostomy,  as  the  only  handicap  of  the 
former  is  the  increase  in  the  number  of  stools. 
Total  colectomy  with  or  without  retention  of  the 
rectum  in  our  cases  has  been  carried  out  in  two  or 
three  stages.  However,  with  present-day  sup- 
portive measures  in  major  surgery,  it  might  be 
possible  to  reduce  the  hospital  confinement  by  a 
one-stage  procedure. 

All  patients  who  have  had  polyps  removed 
from  the  terminal  intestinal  tract  should  be  kept 
under  observation  indefinitely.  The  large  bowel, 
once  the  site  of  a mucous  polyp,  seems  to  remain 
a fertile  field  for  the  development  of  more  polyps 
and,  occasionally,  the  return  of  one  at  the  original 
site.  A check  in  the  form  of  a careful  history 
followed  by  sigmoidoscopy  and  roentgenographic 
investigations  at  regular  intervals  will  usually 
afford  early  recognition  of  subsequent  lesions. 

Summary 

1.  The  majority  of  colon  polyps  are  of  epi- 
thelial origin.  They  occur  most  frequently  in  the 
distal  segments. 

2.  The  common  clinical  types  of  epithelial  • 
polyps  are  adenoma,  papillary  adenoma,  and 
areas  of  hyperplasia. 

3.  Passage  of  blood  is  the  most  common 
symptom.  Blood  may  be  associated  with  attacks 
of  diarrhea  occurring  at  irregular  intervals. 

4.  Diagnosis  is  made  by  proctosigmoidoscopic 
and  roentgenographic  examinations. 


5.  The  majority  of  pedunculated  polyps  in 
the  lower  sigmoid  may  be  removed  by  the  elec- 
tric cautery  snare.  Inaccessible  polyps  of  the 
sigmoid  and  those  in  the  proximal  sections  of  the 
colon  are  removed  by  abdominal  surgery.  The 
operations  include  colotomy  and  partial  and  com- 
plete colectomy. 

Discussion 

Chas.  Gordon  Heyd,  M.D.,  New  York  City. — The 
incidence  of  polyps  of  the  colon  and  rectum  is  cer- 
tainly higher  than  is  usually  supposed.  About  70 
per  cent  are  in  the  region  of  the  rectum  and  recto- 
sigmoid and  are  visualized  by  means  of  the  procto- 
scope. This  is  about  the  same  distribution  of  malig- 
nant disease  in  that  area.  Fully  one  third  of  the 
patients  have  multiple  polyps,  and  there  is  a striking 
family  incidence.  It  has  been  assumed  that  58  per 
cent  of  malignancies  of  the  colon  and  rectum  de- 
velop on  or  in  polyps  that  have  undergone  degener- 
ation. Fitzgibbon  and  Rankin  found  24  carcinomas 
in  13  patients,  and  I have  found  in  my  own  personal 
experience  four  cases  of  two  malignancies  occurring 
in  the  colon  where  the  presumptive  evidence  was 
that  they  were  due  to  degeneration  of  polyps.1 

The  symptoms  of  polyps  are  practically  non- 
existent until  they  become  malignant.  Occasion- 
ally, a large  polyp  may  produce  pain  and  some 
symptoms  of  partial  obstruction.  It  is  when  the 
polyp  becomes  malignant  that  the  symptoms  ensue, 
and  they  are  due  to  the  change  from  a benign  to  a 
malignant  condition.  The  symptoms  Dr.  Binkley 
has  emphasized  are  alteration  in  bowel  rhythm, 
presence  of  blood  or  mucus,  intermittent  passage  of 
blood  with  long  clear  intervals,  and,  occasionally, 
abdominal  pain.  The  diagnosis  is  sometimes  very 
difficult  and  requires  persistent  attention  and  inter- 
est upon  the  part  of  the  consultant.  I am  quite  sure 
the  routine  proctoscopic  examination  of  any  series  of 
consecutive  cases  would  demonstrate  a surprisingly 
large  number  of  rectal  polyps  whose  early  removal, 
before  malignancy  had  taken  place,  would  effec- 
tively prevent  the  development  of  carcinoma  of  the 
rectum  and  rectosigmoid. 


1 Fitzgibbon,  G.,  and  Rankin,  F.  W.:  Surg.,  Gynec.  & Obst. 
52:  1136  (1931). 


A WORD  TO  THE  WISE. . . . 

The  curious  thing  is  that  legislators— and  for  that 
matter  people  generally — seem  to  feel  that  tubercu- 
losis is  someone  else’s  disease  and  is  paid  for  by  the 
victim  and  his  family.  The  idea  is  completely 
wrong.  Tuberculosis  has  to  be  paid  for  by  society. 
The  only  choice  is  how  the  bill  will  be  paid. — 
Illinois  Medical  Journal,  April,  19/f7 


A.A.  MOVEMENT  NOW  INTERNATIONAL 
Fifty  per  cent  of  inebriates  who  join  Alcoholics 
Anonymous  abandon  drinking  immediately;  25  per 
cent  backslide  once  or  twice;  and  25  per  cent  are 
“improved  ” says  A.A.  Membership  now  totals 
00,000  and  is  spread  through  the  U.S.,  England, 
South  and  Central  America,  and  Australia. — Medical 
Economics,  July,  19/+8 


RADICAL  OPERATIONS  ON  THE  HEAD  OF  THE  PANCREAS 

William  Barclay  Parsons,  M.D.,  New  York  City 

{From  the  Department  of  Surgery,  College  of  Physicians  and  Surgeons,  Columbia  University,  and  the  Presby- 
terian Hospital)  * 


DURING  the  past  decade  there  has  been  a 
striking  change  in  the  magnitude  of  the 
operations  being  performed  daily  in  all  parts  of 
the  country.  This  is  due  largely  to  the  impact 
of  the  war  years  w.hen,  under  pressure,  there  was 
a rapid  advance  in  our  knowledge  of  the  various 
measures  ancillary  to  mere  operative  technic. 
Fine-silk  technic,  better  anesthesia,  the  various 
chemotherapeutic  agents,  further  upderstanding 
of  the  physiology  governing  the  circulating  body 
fluids  and  alterations  in  the  chemical  constituents 
thereof,  and  greater  familiarity  with  the  methods 
used  to  correct  disturbances  in  the  balance  of  the 
latter  have  led  to  the  undertaking  of  operations 
undreamed  of  twenty-five  years  ago. 

The  confidence  thus  engendered  in  the  feasi- 
bility of  these  procedures  was  well. placed.  In- 
creased practice  in  their  performance  has  re- 
sulted in  greater  technical  facility  and  hence 
lowering  of  morbidity  and  mortality.  Such 
operations  as  pneumonectomy,  esophagectomy, 
and  splenorenal  shunting,  those  to  overcome  con- 
genital cardiac  defects,  as  well  as  radical  opera- 
tions on  the  head  of  the  pancreas,  are  showing 
improvement  in  operative  results  similar  to  that 
previously  experienced  in  goiter,  gastric,  and 
colon  surgery,  all  of  which  not  so  long  ago  were 
considered,  and  rightly  so,  as  dangerous  opera- 
tions. 

Cancer  surgery,  however,  still  labors  under  the 
handicap  of  an  unknown  factor,  namely  the  ex- 
tent of  spread  at  the  moment  of  operation.  Until 
we  are  in  a position  to  know  more  about  the  why, 
how,  and  where  of  cancer  we  are  forced  to  subject 
individuals  to  a great  risk  for  a possible  greater 
gain. 

Cancer  of  the  body  of  the  pancreas  can  rarely 
be  recognized  at  a time  when  it  may  be  removed 
with  any  reasonable  expectation  of  success.  Un- 
fortunately, the  same  holds  true  with  cancer  in 
the  head  of  the  gland,  except  when  there  is  early 
involvement  of  the  lower  end  of  the  common  duct 
resulting  in  jaundice.  For  the  purposes  of  this 
discussion,  because  of  similarity  in  diagnosis  and 
treatment,  lesions  of  the  papilla,  regardless  of 
whether  their  origin  be  in  duodenal  mucosa  or 
terminal  common  duct,  will  be  grouped  with 
lesions  in  the  head  of  the  pancreas  arising  so  close 
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to  the  common  duct  that  jaundice  is  caused  early 
in  their  development. 

The  appearance  of  jaundice  at  an  early  stage  in 
the  development  of  the  tumor  is  vital  for  success- 
ful treatment,  because  this  may  bring  the  in- 
dividual to  operation  before  the  occurrence  of 
lymphatic  invasion  or  local  extension  through 
the  capsule  to  the  superior  mesenteric  vein  or 
retroperitoneal  tissue.  In  the  absence  of  jaun- 
dice, pancreatic  pain,  interference  with  the  di- 
gestion of  fat,  or  a palpable  mass  may  lead  to  a 
diagnosis  by  exclusion.  However,  the  diagnosis  in 
the  vast  majority  of  early  cases  will  depend  on  de- 
termining what  kind  of  jaundice  is  present. 

Jaundice  may  be  obstructive  from  a tumor  or 
common  duct  stone,  or  nonobstructive  due  to 
hepatitis  from  infection,  homologous  serum 
virus,  or  cirrhosis.  The  differential  diagnosis  will 
be  difficult  in  those  cases  where  obstructive 
jaundice  has  been  present  long  enough  to  result 
in  liver  damage  or  where  there  is  concomitant 
cirrhosis.  In  most  cases,  particularly  if  early  in 
their  course,  the  correct  diagnosis  should  be  ob- 
tained promptly  if  all  measures  are  employed  at 
once.  The  direct  and  indirect  van  den  Bergh 
tests  may  be  helpful  but  cannot  be  relied  on  if  not 
further  supported  by  other  evidence  and,  there- 
fore, are  seldom  employed  in  our  clinic.  We  rely 
on  history,  the  serum  bilirubin  level,  the  presence 
or  absence  of  an  enlarged  gallbladder,  cephalin 
flocculation,  alkaline  phosphatase,  duodenal 
drainage,  and,  occasionally,  x-ray  of  the  duo- 
denum. The  fluid  obtained  by  duodenal  drainage 
is  examined  chemically  for  bile,  microscopically 
for  pigment  granules,  cholesterol  crystals,  and  red 
blood  cells,  and  by  digestion,  if  above  a pH  of  7.5, 
for  pancreatic  ferments. 


TABLE  1. — Differential.  Diagnosis  of  Jaundice 


Hepatitis 

Stone 

Tumor 

Alkaline  phosphatase 

+ 

+ 

Cephalin  flocculation 
Duodenal  drainage 

+ 

Bile 

+ 

— 

— 

Crystals 

— 

+ 

- ( 

Ferments 

+ 

+ 

=fc  ) 2 Ducts 
\ 1 Duct 

Blood 

— 

— 

* l 

IHstended  gallbladder 

— 

— 

+ (80%) 

Table  1 indicates  the  positive  and  negative  find- 
ings obtainable  in  typical  cases  of  the  three  im- 
portant conditions  associated  with  jaundice. 
Pancreatic  ferments  will  be  found  in  the  duo- 


2149 


2150 


WILLIAM  BARCLAY  PARSONS 


[N.  Y.  State  J.  M. 


denum  when  a duct  of  Santorini  is  present,  even 
though  the  main  duct  of  Wirsung  is  blocked,  and 
blood  will  be  present  if  there  is  ulceration  as  is 
common  with  lesions  on  the  surface  of  the 
papilla.  Occasionally  by  x-ray  one  will  find  an 
enlargement  or  distortion  of  the  duodenal  loop,  or, 
and  this  is  extremely  important  when  present,  a 
filling  defect  in  the  midportion  of  the  descending 
limb  caused  by  an  ulcerated  lesion  around  the 
papilla  of  Vater. 

These  patients  exemplify  those  problems  in 
nutrition,  protein  metabolism,  electrolyte  and 
fluid  balance,  as  well  as  liver  and  renal  function, 
that  have  been  the  object  of  research  for  many 
years,  and  have  been  the  subject  of  numerous 
books  and  papers.  The  coexistence  of  jaundice, 
hepatic  and  renal  dysfunction,  malnutrition,  and 
anemia,  all  of  which  may  occur  in  these  patients, 
imposes  a number  of  physiologic  handicaps  which 
must  be  overcome  if  surgery  is  to  be  successful. 
Of  special  importance  are  the  problems  derived 
from  disturbance  of  the  distribution  of  water, 
protein,  and  electrolytes  between  the  three  main 
fluid  compartments  of  the  body. 

Renal  function,  cardiac  efficiency,  and  the 
status  of  the  constituents  of  the  blood  can  be  de- 
termined while  other  tests  are  in  hand,  as  it  is 
neither  necessary  nor  wise  to  wait  until  the  diag- 
nosis has  been  made  and  operation  decided  upon 
before  instituting  a number  of  other  diagnostic 
and  therapeutic  measures  that  may  be  indicated 
in  any  event.  Blood  examination  on  admission 
should  include  a complete  count,  hematocrit, 
clotting  time,  and  grouping.  Routine  urinalysis 
plus  phenolsulfonphthalein  excretion  rate  must 
be  supplemented  by  an  electrocardiogram  and 
blood  chemistry  studies.  The  latter  should  deter- 
mine the  electrolyte  balance  of  sodium,  potas- 
sium, chloride,  and  carbon  dioxide,  and  the 
circulating  total  proteins,  including  the  albumin- 
globulin  ratio,  and  nonprotein  nitrogen.  A fail- 
approximation  of  the  patient's  electrolyte  balance 
can  be  obtained  by  calculation  of  total  base  from 
the  simple  determination  of  plasma  chloride  and 
CO2  concentration.  However,  we  have  recently 
found  that  valuable  supplemental  data  are  pro- 
vided through  the  direct  measurement  of  plasma 
sodium  and  potassium  with  the  flame  photometer. 

These  studies  will  indicate  deficiencies  to  be 
corrected  promptly.  Vitamin  K will  be  indicated 
for  prothrombin  deficiency;  blood  transfusions 
for  anemia  can  be  supplemented  by  one  of  the 
amino  acid  preparations  for  hypoproteinemia, 
when  a high  protein  intake  by  mouth  is  imprac- 
ticable or  requires  reinforcement.  Salt  and  sugar 
administration  will  be  governed  by  urinary  out- 
put and  specific  gravity  when  checked  against  the 
sodium,  CO2,  and  chloride  levels  in  the  blood  in 
order  to  prevent  either  dehydration  or  overhydra- 


tion. Frequent  determinations  of  the  blood 
volume  would  be  desirable  could  this  be  ac- 
complished without  the  use  of  Evans  blue  dye, 
isotopes,  or  plasma,  all  of  which  have  definite  dis- 
advantages Ahen  administered  repeatedly.  The 
blood  volume,  including  plasma  and  cell  volume, 
should  be  measured  shortly  prior  to  operation  to 
establish  a base  line  and  to  confirm  any  improve- 
ment in  status  suggested  by  the  appearance  of 
more  normal  findings  in  blood  chemistry  tests  in 
the  later  stages  of  preoperative  preparation. 

Many  patients  with  jaundice  will  show  rela- 
tively normal  levels  of  the  constituents  of  the 
circulating  blood  but  will  have  a considerable 
shift  in  the  makeup  of  their  blood  volume  as 
shown  by  a relative  increase  in  plasma  volume 
and  decrease  in  circulating  red  cell  mass,  although 
the  total  blood  volume  may  be  nearly  normal. 
This  increase  in  plasma  volume  is  almost  cer- 
tainly accompanied  by  an  increase  in  the  intra- 
cellular fluid,  which  is  a point  of  prime  im- 
portance in  the  postoperative  period.  What 
amounts  to  malnutrition  edema  may  occur  if  the 
circulating  protein  has  been  maintained  at  the 
expense  of  the  cellular  protein,  and,  if  potassium 
in  the  cell  has  been  replaced  by  sodium,  the 
greater  osmotic  pressure  of  the  latter  brings  more 
water  with  each  molecule,  thus  increasing  the 
intracellular  fluid.  Overenthusiastic  administra- 
tion of  sodium  chloride  further  accentuates  this 
tendency  toward  edema,  which  will  be  further 
emphasized  in  the  presence  of  anemia.  We  have 
been  greatly  encouraged  in  recent  months  by  the 
response  of  some  of  our  patients  to  the  judicious 
use  of  potassium  chloride  when  the  level  of  plasma 
K is  below  3.0  m.  eq./l. 

The  technical  operative  problem  consists  in, 
first,  the  excision  en  bloc  of  the  cancer  area  with 
those  structures  whose  blood  supply  will  be  un- 
avoidably impaired  thereby,  and  second,  the 
reconstruction  of  a continuous  alimentary  tract 
including  anastomosis  with  the  biliary  system 
and  a new  portal  of  entry  for  pancreatic  secre- 
tion. The  operative  procedure  has  been  fully  de- 
scribed by  many  authors  as  well  as  the  writer  and 
will  not  be  detailed  here  because  of  the  time 
limitation.1 

The  postoperative  supportive  measures  are 
directed  toward  nutrition  and  the  restoration  of 
proper  fluid,  protein,  and  electrolyte  levels.  A 
complete  score  of  intake  and  output  must  be  kept 
as  a daily  balance  sheet  to  avoid  dehydration  or, 
far  more  commonly,  overhydration.  The  intake 
columns  should  show  what  is  taken  by  mouth, 
the  amounts  and  kinds  of  fluids  by  vein  or  under 
the  skin,  and  the  output  columns  should  show  all 
drainage  by  nasogastric  tube  or  vomitus,  any 
return  by  the  sump  drain,  and  the  total  urine 
excreted.  The  sheet  should  also  indicate  the 
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daily  intake  of  protein,  sugar,  and  salt  and  the 
laboratory  data  concerning  urine  specific  gravity, 
hematocrit,  and  blood  levels  of  electrolytes  and 
protein. 

During  operation  the  patient  will  have  re- 
ceived 2,000  cc.  of  blood,  which  will  be  slightly  in 
excess  of  the  amount  of  blood  lost,  and  perhaps 
500  cc.  of  glucose  in  saline.  Another  1,000  cc. 
of  blood  or  glucose  in  water  may  be  given  that 
night. 

Beginning  with  the  next  morning  the  total  in- 
take of  fluids  should  be  strictly  limited  to  2,500  to 
3,000  cc.,  depending  on  the  size  of  the  individual. 
The  only  exceptions  would  arise  in  patients  who 
showed  considerable  losses  of  fluid  from  naso- 
gastric suction  or  a fistula.  Protein  can  be  given 
by  the  use  of  one  of  the  amino  acid  preparations 
or  whole  blood  and  sugar  in  saline  or  watery  solu- 
tion. Great  care  must  be  exhibited  in  the  amount 
of  saline  administered.  Frequent  testing  of  the 
urine  for  specific  gravity  and  of  the  blood  for 
levels  of  sodium,  chlorides,  and  CO2,  checked  by 
blood  volume  study  during  the  week,  will  deter- 
mine the  body  needs  in  amounts  and  kinds  of 
fluids.  Small  amounts  of  water  may  be  allowed 
by  mouth  after  one  day.  Usually,  the  naso- 
gastric tube  can  be  removed  by  the  third  day,  at 
which  time  most  patients  will  accept  the  better 
part  of  a liter  a day  by  mouth. 

Just  as  soon  as  fluids  are  taken  by  mouth,  those 
given  parenterally  should  be  reduced.  It  was  of 
interest  to  review  some  histories  of  patients  oper- 
ated on  during  the  war  when,  with  shortened  staff 
and  pressure  of  work,  the  overadministration  of 
fluids  was  almost  automatically  avoided.  Some 
of  these  patients  received  as  low  as  1,500  cc.  of 
fluid  and  made  good  recoveries.  After  the  war 
the  enthusiasm  for  administering  fluids  returned. 
Between  the  seventh  and  twelfth  days  after  oper- 
ation, we  lost  three  patients  with  wet  lungs,  gas- 
tric dilatation,  and  a little  fluid  in  the  abdomen, 
these  patients  had  received  up  to  4,000  cc.  daily  of 
blood,  aminoacids,  and  other  solutions,  particu- 
larly saline,  in  an  attempt  to  stabilize  the  hemato- 
crit and  serum  protein  levels.  This  experience  em- 
phasized the  danger  of  overhydration  and  the  lack 
of  definite  information  from  the  hematocrit  and 
serum  protein  determinations  alone.  In  a recent 
case  of  a patient  who  was  losing  potassium  in  her 
drainage  fluid  and  showing  dependent  edema  in 
spite  of  limited  intake  and  excellent  output,  the 
parenteral  administration  of  potassium  in  Dar- 
row’s  solution  was  followed  by  marked  diuresis, 
rapid  subsidence  of  drainage,  and  a markedly  in- 
creased activity  of  wound  repair. 

It  is  in  the  analysis  of  follow-up  results  that  one 
enters  a field  of  philosophic  discussion  where  there 
are  only  a few  facts.  One  patient  is  alive,  but 
with  a nodular  liver,  in  her  eighth  year  after  oper- 


ation. One  patient  succumbed  to  another  opera- 
tion over  three  years  after  his  pancreatectomy, 
and  no  evidence  of  tumor  was  found  at  autopsy. 
It  is  hoped  that  some  of  our  surviving  patients 
now  under  the  five-year  period  will  continue  to  do 
well,  as  many  of  their  specimens  suggest  adequate 
tissue  removal.  Since  the  formation  of  a team 
eighteen  months  ago  to  oversee  the  preoperative 
preparation,  to  perform  the  operation,  and  to  fol- 
low the  postoperative  course,  we  have  done  six  of 
these  operations  with  no  deaths,  although  the 
mortality  rate  in  my  own  cases  is  27  per  cent. 

Simple  short  circuiting  of  the  bile  is  certainly 
followed  by  longer  life  than  when  a radical  opera- 
tion is  attempted  in  an  unfavorable  case.  The 
apparently  favorable  case,  in  our  opinion,  is  en- 
titled to  the  chance  of  cure  which  is  admittedly 
slim  but  cannot  be  disregarded.  The  patients 
with  a chance  of  cure  are  those  with  small  tumors 
causing  early  jaundice  and  are,  therefore,  as  a 
rule  the  less  impaired  individuals. 

It  is  a formidable  operation  that  no  surgeon 
should  undertake  with  only  a casual  acquaintance 
with  the  anatomy  of  the  region.  Accurate  ana- 
tomic knowledge,  preferably  gained  by  a re- 
fresher course  in  the  anatomy  laboratory,  in- 
cluding the  performance  of  the  operation  on  the 
cadaver,  the  ability  to  use  silk  technic,  expert 
anesthesia,  and  a team  to  oversee  in  detail  pre- 
and  postoperative  management  are  basic  essen- 
tials for  success  in  this  procedure. 

In  conclusion  it  is  emphasized  that  any  adult 
with  jaundice  should  be  hospitalized  promptly 
and  have  immediate  steps  taken  to  obtain  as  accu- 
rate a diagnosis  as  possible.  To  allow  such  an  in- 
dividual to  wait  for  three  or  four  weeks  in  the  hope 
that  the  jaundice  wall  clear  may  result  in  just 
enough  liver  damage,  with  its  consequent  effect 
on  electrolyte  and  protein  metabolism,  to  jeopard- 
ize a successful  surgical  result.  The  radical 
operation  is  a formidable  one,  the  immediate 
shock  of  which  can  be  handled.  Deaths  which 
may  occur  after  a week  or  so  are  due  to  physio- 
logic disturbances  that  may  be  irreversible  be- 
cause of  impaired  liver  and  renal  circulation  but 
are  often  preventable  by  proper  physiologic 
management  during  the  postoperative  period. 

We  believe  that  it  is  fair  to  class  this  operation, 
from  the  standpoint  of  propriety,  with  other  radi- 
cal procedures  such  as  pneumonectomy.  The 
operation  carries  a definite  mortality  risk  which 
should  be  not  much  above  ten  per  cent,  whereas 
without  operation  the  disease  itself  is  100  per  cent 
fatal.  We  are  convinced  that  as  time  passes 
there  will  be  increased  comfort  for  all  survivors  at 
the  least,  and  at  the  best  a number  of  cures  that 
will  compare  favorably  with  the  results  of  other 
operations  of  like  magnitude  that  are  now  ac- 
cepted as  thoroughly  justifiable. 
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Discussion 

Dr.  Frank  Glenn,  New  York  City. — Dr.  Parsons’ 
admirable  presentation  of  radical  operations  on  the 
head  of  the  pancreas  is  complete  and  detailed. 
The  introduction  of  this  operation  by  the  Presby- 
terian Hospital  group  has  marked  a milestone  in  the 
treatment  of  lesions  of  the  pancreas.  The  mortality 
rate  that  accompanied  the  early  operations  has  been 
reduced  by  the  careful  analysis  of  postoperative  com- 
plications and  deaths.  I agree  with  Dr.  Parsons 
that  early  hospitalization  and  proper  diagnosis  of 
jaundice  is  all-important  if  we  are  to  receive  these 
patients  early  enough  to  be  ideal  subjects  for  this  ex- 
tensive surgical  operation.  Furthermore,  I enthusi- 
astically support  his  contention  that  the  operation 
should  not  be  embarked  upon  in  the  late  stages  of  the 
disease  where  the  operative  mortality  rate  is  ex- 
tremely high  and  incomplete  removal  of  the  tumor 
more  than  likely. 

Some  years  ago  at  the  New  York  Hospital,  we  re- 
viewed a series  of  38  patients  with  carcinoma  of  the 
pancreas  who  had  either  been  operated  upon  or  who 
had  come  to  autopsy,  and,  therefore,  had  verified 
carcinomas  of  the  pancreas.  We  found  in  this  series 
that  the  average  duration  of  life  between  onset  of  the 
first  symptom  and  death  was  slightly  over  nine 
months.  It  seems  to  me  that  it  is  important  to  bear 
this  in  mind  in  selecting  patients  for  radical  surgery 
of  the  pancreas.  If  the  procedure  is  to  continue  in 
use,  and  I believe  it  will,  the  patients  that  we  oper- 
ate upon  must  produce  a low  postoperative  mor- 
tality rate,  and  our  operations  must  provide  for  a rea- 
sonable period  of  survival  with  increased  comfort. 
It  is  for  this  reason  that  the  reporting  of  all  cases  of 
resection  of  the  pancreas  will  enable  us  to  evaluate 
the  procedure  properly.  W e must  be  able  to  demon- 
strate a prolonged  survival  period,  taking  into  con- 
sideration postoperative  deaths  as  well  as  the  degree 


of  well-being  and  health  achieved  by  those  who  sur- 
vive. 

Further  reduction  of  postoperative  morbidity  and, 
therefore,  the  mortality  rate  also  depends  in  no  small 
part  upon  a better  understanding  of  electrolyte  and 
water  balance  and  our  ability  to  meet  any  exigency, 
be  it  to  increase  the  potassium  ion  or  to  replace  a 
diminished  blood  volume.  Dr.  Parsons  has  properly 
emphasized  the  necessity  of  knowing  exactly  what 
the  patient  needs  after  such  a radical  operation,  and 
the  dangers  of  indiscriminate  and  uncharted  therapy. 

I should  like  to  make  a plea  at  this  time  for  one 
practice:  when  a carcinoma  of  the  pancreas  is  en- 
countered by  those  not  equipped  to  do  a pancreatec- 
tomy, a cholecystostomy  should  be  done  to  divert 
the  bile  to  the  exterior,  rather  than  a short-circuiting 
operation  which  is  almost  invariably  followed 
quickly  by  cholangitis.  Of  course,  when  a radical 
procedure  is  not  being  considered,  a short-circuiting 
operation  is  indicated. 

At  the  New  York  Hospital,  our  total  mortality 
rate  for  resections  of  the  pancreas  for  lesions  in  the 
pancreas,  the  ampulla  of  Vater,  and  the  first  and 
second  portions  of  the  duodenum  is  27  per  cent  for  a 
series  of  22  cases.  Our  mortality  rate  is  rapidly  de- 
creasing with  better  understanding  of  the  entire 
problem  and  the  addition  of  modern  accessories 
to  surgery. 

With  new  procedures,  such  as  those  described  by 
Dr.  Parsons,  it  is  best  that  they  be  done  only  by 
those  especially  well  equipped  to  do  the  work  to  pre- 
vent discredit  being  brought  upon  the  procedure  and 
thereby  depriving  certain  patients  of  the  only  oppor- 
tunity they  may  have  to  escape  a fatal  outcome. 
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can Medical  Association).  The  final  sequence  of 
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THE  ROLE  OF  THE  VAGUS  NERVES  IN  THE  MEDICAL  AND  SURGICAL 
THERAPY  OF  PEPTIC  ULCER 

Asher  Winkelstein,  M.D.,  New  York  City 

( From  the  Medical  Department  and  the  Surgical  Service  of  Mount  Sinai  Hospital) 


THE  ultimate  cause  of  peptic  ulcer  is  as  yet 
unknown,  but  it  is  probably  a psychosomatic 
disease  in  most  instances.1  We  believe  that  the 
immediate  agent  of  the  inflammation  and  ulcera- 
tion is  the  acid-peptic  gastric  secretion  stimulated 
through  the  vagus  nucleus  and  nerves.  We  will 
confine  our  discussion  to  the  role  of  the  vagus 
nucleus  and  nerves  in  the  ulcer  problem  and  en- 
deavor to  demonstrate  that  they  are  in  a hyper- 
irritable  state  in  patients  with  duodenal  ulcer. 

Our  early  work  proved  conclusively  that  the 
nervous  or  cephalic  vagus  phase  and  not  the 
chemical-hormonal  phase  of  gastric  secretion  is 
increased  in  duodenal  ulcer.2  Using  histamine 
and  boullion  to  test  the  chemical  phase  we  found 
no  increase  in  the  gastric  acidity  in  ulcers  over 
normals.  However,  sham  feeding  which,  of 
course,  strongly  stimulates  the  vagus  reflexly  did 
give  a higher  response  in  ulcer  patients. 

In  another  series  of  studies,  it  was  clearly 
shown  that  the  nocturnal  secretion  of  ulcer  pa- 
tients, representing  the  largest  interdigestive 
phase  of  gastric  secretion,  is  increased  at  least 
threefold  in  acidity  and  volume  over  that  of 
normals.3  With  Drs.  F.  Hollander  and  A.  Cor- 
nell, we  have  carried  out  two  series  of  studies  in 
recent  years  which  have  convinced  us  of  the  cor- 
rectness of  these  findings.  Others,  notably  Hen- 
ning, Chalfen,  Valdez,  Dragstedt,  and  Levin  had 
confirmed  this  work.  This  observation  is  of 
fundamental  importance  and  serves  as  a basis  for 
two  important  modern  medical  and  surgical  ad- 
vances in  the  therapy  of  peptic  ulcer,  i.e.,  the  in- 
tragastric  drip  therapy  and  vagotomy.  Phy- 
siologists are  in  general  agreement  that  the  chief, 
if  not  the  only,  stimuli  for  the  night  secretion  are 
mediated  through  the  vagus  nerves. 

Recently,  Dr.  Manfred  Hess  and  I completed 
a study  of  the  irritability  of  the  central  dorsal 
vagus  nucleus.4  This  study  was  made  possible 
by  the  following  procedure.  If  a marked  hypo- 
glycemia under  50  mg.  per  cent  is  induced  by  15 
or  20  units  of  insulin  given  intravenously,  it  is 
followed  by  an  increased  secretion  of  hydro- 
chloric acid  in  the  stomach.  This  response 
measures  the  vagus  nucleus  irritability,  since  it  is 
definitely  a central  and  not  a peripheral  reaction. 
The  proof  of  this  is  the  fact  that  complete  vagot- 
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omy  or  atropinization  abolishes  the  gastric  secre- 
tory response.  The  juice  produced  is  highly  acid 
and  peptic  and  thus  is  similar  to  the  typical  vagal 
sham  feeding  juice.  Since  we  already  had  evi- 
dence that  the  response  to  sham  feeding  and  the 
night  secretion  were  increased  in  ulcer  patients, 
we  decided  to  study  the  function  of  the  vagus 
nucleus  in  ulcer  patients  and  controls  with  the  use 
of  insulin  hypoglycemia  as  a test  and  the  gastric 
acidity  response  as  a measure.  We  used  ambula- 
tory, uncomplicated  duodenal  ulcers  and  normal 
controls  and  also  repeated  tests  in  the  same  pa- 
tients in  many  instances. 

We  may  summarize  these  studies  by  stating 
that  both  large  (15  units)  and  small  (5  units) 
doses  of  insulin  given  intravenously  provoke  a 
markedly  higher  acid  response  in  duodenal  ulcers 
than  in  normals.  This  seems  to  establish  that  the 
central  vagus  nucleus  is  hyperirritable  to  drops  in 
blood  sugar  in  ulcer  patients.  The  evidence  ob- 
tained from  sham  feeding  and  from  the  study  of 
the  nocturnal  secretion  suggests  strongly  that,  in 
general,  it  is  hyperirritable  in  ulcer  patients. 

It  now  seems  necessary  and  desirable  in  ulcer 
therapy  to  turn  our  attention  from  the  peripheral 
vagal  activity  usually  attacked  by  the  use  of  diet, 
alkalis,  and  the  atropine  group  of  drugs  to  the 
central  vagus  nucleus.  Whether  psychotherapy, 
central  sedatives,  shock  therapy,  or  some  other 
methods  will  help  to  allay  the  vagus  nucleus  hy- 
perirritability will,  we  hope,  be  disclosed  in  future 
studies.  In  any  case,  insulin  hypoglycemia  now 
offers  us  an  objective  method  of  studying  this 
central  irritability.  It  may  indeed  prove  very 
difficult  to  change  this  irritability.  Repeated  in- 
sulin tests  in  the  same  patient  using  various 
pharmacologic  agents  have  failed  to  alter  the 
acidity  curves.  They  seem  strongly  fixed  for  the 
given  individual.  Tetraethyl-ammonium  chlo- 
ride seems  promising  in  some  preliminary  studies, 
but  this  is  admittedly  a peripheral  stimulus. 

Another  study  which  has  some  bearing  on  our 
subject  is  that  of  the  persistent  postoperative 
free  acidity  in  45  per  cent  of  duodenal  ulcer  pa- 
tients who  have  had  a partial  gastrectomy.2  Our 
studies  revealed  that  this  free  acidity  is  readily 
provoked  by  sham  feeding  and  completely 
abolished  by  atropine.  Once  again  we  are  forced 
to  lay  the  blame  for  this  unpleasant  situation 
(since  recurrent  ulcer  is  frequent  in  this  group) 
on  the  vagus  nerves.  Twenty  years  ago,  because 
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of  this  finding,  Berg,  Klein,  and  I added  anterior 
subphrenic  vagotomy  to  the  operation  of  partial 
gastrectomy  for  duodenal  ulcer  with  a high  pre- 
operative free  acidity.5  We  obtained  the  strik- 
ingly good  result  of  76  per  cent  postoperative 
achlorhydria  and  no  recurrence  in  that  group. 

Five  years  ago,  Dragstedt  advocated  complete 
bilateral  vagotomy  alone  or  combined  with  gas- 
troenterostomy for  the  cure  of  peptic  ulcer.6  We 
will  return  to  that  procedure  later  in  the  discus- 
sion. 

We  have  now  stressed  the  importance  of  the 
vagus  nerve  and  its  central  nucleus  in  the  patho- 
logic physiology  of  peptic  ulcer.  Increased  vagal 
irritability  not  only  accounts  for  the  increased 
day  and  night  acid  peptic  secretion,  but  it  seems 
highly  probable  that  it  also  leads  to  increased 
peptic  and  motor  activities  and  to  hyperemia. 

What  are  the  practical  implications  of  these 
studies  for  ulcer  therapy?  Psychotherapy,  cen- 
tral sedation,  alkalis,  atropine,  and  dietetic 
therapy  are  definitely  indicated.  However,  we 
found  fifteen  years  ago,  that  all  of  these  do  not 
give  us  an  adequate  control  of  the  harmful  in- 
creased night  secretion.  Even  aspiration  before 
retiring  is  of  no  avail.  We  have,  therefore,  in- 
stituted and  carried  out  during  the  past  sixteen 
years  the  continuous  intragastric  drip  therapy 
with  milk-soda  solution  or  diluted  alumina  gels, 
chiefly  in  refractory  cases  and  usually  at  night.7 
This  has  given  us  splended  neutralization  (pH 
3.5  to  4.0),  rapid  healing,  long  remissions,  and. 
most  important,  good  results  in  patients  who 
were  refractory  to  the  conventional  Sippv  type  of 
therapy.  To  date,  we  have  found  no  other 
medical  method  of  controlling  the  night  secre- 
tion. 

As  already  noted,  Dragstedt  confirmed  our 
findings  concerning  the  night  secretion.  He  has 
based  the  operation  of  complete  vagotomy 
chiefly  on  the  fact  that  vagotomy  is  followed  by  a 
marked  reduction  in  the  acidity  and  volume  of 
the  gastric  juice  during  the  night.  He  has  re- 
cently reported  an  excellent  result  in  a series  of 
417  cases  of  duodenal  ulcer  treated  with  sub- 
phrenic  vagotomy,  alone  in  most  cases,  and  com- 
bined with  gastroenterostomy  in  some  obstruct- 
ing cases. 

Our  surgical  group  at  the  Mount  Sinai  Hos- 
pital, Drs.  R.  Colp,  P.  Klingenstein,  and  L. 
Druckerman,  have  performed  vagotomy,  alone  or 
in  combination,  in  126  cases  to  date.  These  cases 
have  been  studied  physiologically  by  F.  Hollander 
and  clinically  by  V.  Weinstein  and  myself. 

Summary  and  Conclusions 

In  summarizing  our  experience  with  vagotomy 
we  would  like  to  state  the  following: 

1 .  There  is  rapid  loss  of  pain  and  rapid  healing 


which  bears  no  definite  relation  to  the  complete- 
ness of  the  vagotomy  as  judged  by  Hollander’s 
insulin  test. 

2.  We  favor  partial  gastrectomy  combined 
with  vagotomy,  since  it  gives  the  least  motor 
disturbance  and  the  highest  percentage  of  post- 
operative nocturnal  achlorhydrias  (94  per  cent). 

3.  We  regard  gastroenterostomy  plus  vagot- 
omy less  favorably  and  more  in  the  light  of  an 
experiment. 

4.  We  are  opposed  to  simple  bilateral  vagot- 
omy alone  because  of  recurrences  and  untoward 
symptoms  resulting  from  the  vagotomy. 

5.  There  is  also  the  remote  possibility  of  some 
future  harm  from  interruption  of  the  vagal  supply 
to  the  other  intra-abdominal  organs. 

6.  There  is  also  the  possibility  of  complete  re- 
turn of  vagal  function  after  several  years.  Time 
and  future  studies  alone  will  decide  this. 

In  conclusion,  I wish  to  emphasize  again  that 
our  studies  suggest  the  idea  that,  irrespective  of 
the  ultimate  course  of  ulcer,  the  vagus  nucleus 
and  nerves  play  a central  role  in  the  ulcer  prob- 
lem. Medically,  intragastric  drip  therapy  is  of 
considerable  value,  and,  surgically,  vagotomy 
seems  important  in  the  attack  on  the  vagi.  Fur- 
thermore, our  studies  indicate  that  new  and  fu- 
ture therapeutic  attacks  should  be  directed 
chiefly  toward  allaying  the  hyperirritability  of 
the  central  vagus  nucleus. 

Discussion 

Harry  L.  Segal,  M.D.,  Rochester. — Dr.  Winkel- 
stein  has  emphasized  the  effect  of  stimulation  of  vagi 
nuclei  upon  the  stomach  through  the  vagi  nerves, 
regardless  of  whether  a conscious  or  subconscious 
conflict  in  a basically  dependent  person  or  some  other 
mechanism  is  the  cause  of  the  central  stimulation. 

In  most  patients  with  peptic  ulcer,  neutralizing 
substances,  whether  milk  or  otherwise,  plus  other 
well-known  measures,  are  successful  in  healing  the 
ulcers.  For  controlling  the  night  secretion,  there  is 
no  doubt  of  the  efficacy  of  the  Winkelstein  drip. 
Unfortunately,  it  cannot  have  the  wide  usage  it  de- 
serves, as  it  is  not  always  a practical  procedure  in  the 
home. 

Barring  mechanical  effects,  we  might  be  able  to 
heal  medically  many  ulcers  which  now  require 
surgery,  if  we  were  able,  by  some  drug,  to  prevent 
the  excessive  psychic  gastric  secretion  resulting  from 
overstimulation  of  the  vagi  nuclei,  i.e.,  if  we  were 
able  to  perform  a “medical  vagotomy”  of  those 
branches  of  the  vagi  which  supply  the  stomach. 
This  effect,  however,  can  be  attained  by  surgery  by 
means  of  the  operation  called  vagotomy. 

Since  the  latest  and  most  thorough  vagotomy  era 
initiated  by  Dragstedt  and  his  associates  in  1943,  the 
question  in  ulcer  patients  requiring  surgery  is 
whether  we  should  continue  subtotal  gastrectomy, 
which  to  date  has  proved  to  be  the  operation  of 
choice,  whether  we  should  merely  sever  the  vagi 
alone,  or  whether  we  should  combine  vagotomy  with 
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operations  such  as  pyloroplasty,  gastroenterostomy, 
or  subtotal  gastrectomy. 

Subtotal  gastrectomy,  although  very  successful, 
is  a mutilating  operation.  Transabdominal-supra- 
diaphragmatic vagotomy  is  less  dangerous  and  less 
mutilating  than  subtotal  gastrectomy.  We  realize 
that  vagotomy  produces  motor  disturbances  in  the 
gastrointestinal  tract  in  a certain  percentage  of 
patients.  This  is  also  true  in  a few  patients  sub- 
jected to  subtotal  gastrectomy.  Furthermore,  if 
vagotomy  alone  eventually  proves  to  have  detri- 
mental effects  upon  other  organs,  such  as  the  liver, 
pancreas,  etc.,  surely  subtotal  resection  added  to  it 
will  not  eliminate  them.  It  also  does  not  appear 
advisable  at  this  time  to  add  the  unknown  factors  of 
vaogotomy  to  such  a successful  procedure  in  order  to 
eliminate  a marginal  ulcer  which  occurs  in  less  than 
5 per  cent  after  resection.  If  necessary,  the  vagot- 
omy can  always  be  done  later  in  that  small  group. 
On  the  other  hand,  if  vagotomy  alone  should  fail  to 
prevent  or  cure  ulceration  in  a few  individuals,  a 
subtotal  gastrectomy  can  also  be  performed  later. 
It  is  for  these  reasons  that  our  surgeons  have  not 
chosen  to  combine  vagotomy  with  subtotal  gastrec- 
tomy for  a primary  duodenal  ulcer.  It  is  generally 
agreed  that  a vagotomy  alone  will  heal  an  ulcer 
which  has  occurred  after  subtotal  gastrectomy 
gastroenterostomy,  or  pyloroplasty. 

Since  vagotomy  alone  results  in  distressing  gastric 
stasis,  diarrhea,  or  so-called  sewer  odors  in  some 
patients,  a drainage  operation  other  than  resection  is 
now  performed  by  many  surgeons  in  addition  to  the 
vagotomy.  A well-constructed  pyloroplasty  in  the 
correct  circumstances  is  more  physiologic  than  a 
subtotal  gastrectomy  or  gastroenterostomy.  The 
mucosa  gastroscopically  approximates  the  normal 
more  frequently  after  pyloroplasty.  In  some  cases, 
however,  the  situation  of  the  ulcer  or  the  condition 
of  the  patient  will  make  a gastroenterostomy  a much 
safer  procedure  than  either  pyloroplasty  or  subtotal 
gastrectomy.  Vagotomy  can  readily  be  combined 
with  it. 

Even  if  vagotomy  should  prove  to  be  effective  on  a 
permanent  basis  without  untoward  disturbances, 
there  are  certain  ulcer  patients  in  whom  it  is  contra- 
indicated. It  should  not  be  done:  for  acute  or  im- 

pending acute  perforations  (the  ulcer  can  perforate 
before  the  healing  effect  of  the  vagotomy  can  occur); 
for  acute  hemorrhage,  where,  in  the  rare  case,  sur- 
gery is  necessary  to  stop  bleeding;  in  the  psycho- 
pathic personality  in  whom  ulcer  is  merely  an  inci- 
dent and  not  threatening  life,  or  in  gastric  ulcer, 
because  of  the  inability  to  differentiate  with  absolute 
certainty  between  a benign  and  a malignant  gastric 
ulcer. 

If  a gastric  ulcer  case  fails  to  heal  medically  within 
a short  time,  it  requires  a subtotal  gastric  resection. 
Two  exceptions  have  been  mentioned  by  Dr.  Drag- 
stedt.  If  the  gastric  ulcer  is  so  high  on  the  lesser 
curvature  that  a total  gastrectomy  will  be  neces- 
sary, we  can  wait  six  weeks  to  learn  the  effect 
of  vagotomy  before  subjecting  the  patient  to 
a total  gastrectomy.  This  operation,  as  is  known, 
results  in  a higher  mortality  and  morbidity  than  sub- 
total resection.  If  a gastric  ulcer  associated  with 
an  active  duodenal  ulcer  does  not  heal  medically, 
the  chance  that  the  gastric  ulcer  is  malignant  is  less 


than  1 per  cent.  If,  for  some  reason,  such  a patient 
is  thought  to  be  a poor  risk,  he  can  first  be  subjected 
to  vagotomy  with  the  understanding  that  a resection 
will  be  done  if  necessary. 

Vagotomy,  either  alone  or  combined  with  any 
other  procedure,  is  still  in  the  experimental  stage. 
In  time,  more  facts  will  accrue,  and  we  shall  learn 
which  of  these  operations  is  best  for  each  particular 
situation,  as  has  already  been  realized  in  the  case  of 
the  marginal  ulcer. 

Asher  Winkelstein,  M.D.,  (Closing). — Dr.  Segal 
has  criticized  the  intragastric  drip  therapy,  charac- 
terizing it  as  “impractical.”  I would  like  to  state 
that  I have  treated  several  hundred  patients  easily 
and  successfully  with  the  drip  therapy.  Most 
patients  take  the  soft  latex  tube  easily  since  chronic 
ulcer  patients  are  usually  “tube  broken.”  The 
eagerness  of  my  ulcer  patients  to  take  and  continue 
the  drip  therapy  may  argue  for  a psychoanalytic 
implication  or  for  a desire  for  pain  relief  which  the 
drip  affects  so  rapidly  and  completely.  If  the  treat- 
ment is  induced  gradually,  one  or  two  hours  the  first 
and  second  day,  usually,  by  the  third  day,  the  pa- 
tients take  it  easily  themselves,  either  in  the  hospital 
or  at  home. 

I consider  drip  therapy  of  great  importance  and, 
therefore,  will  take  a little  extra  time  for  its  discus- 
sion. As  I see  it,  75  per  cent  of  uncomplicated  pep- 
tic ulcers  go  through  life  with  mild  symptoms. 
Almost  any  form  of  therapy  will  relieve  those 
patients.  However,  25  per  cent  are  refractory  and 
comprise  the  so-called  “intractable”  group  who  often 
fall  into  the  hands  of  eager  surgeons.  You  will  find 
if  the  intragastric  drip  therapy  is  used — and  usually 
it  is  only  necessary  at  night  for  a few  weeks — that 
these  refractory  cases  will  lose  their  symptoms  and 
heal  quickly.  We  have  recently  reported  good  re- 
sults with  the  drip  therapy  in  a group  of  69  such 
cases.  This  is  the  real  importance  and  great  value 
of  the  continuous  intragastric  drip  therapy.  This  is 
now  being  generally  realized  throughout  the  country 
by  experienced  therapists. 

We  are  not  in  favor  of  Dr.  Segal’s  idea  of  perform- 
ing a subtotal  gastrectomy  alone  first  for  duodenal 
ulcer  and  reserving  the  vagotomy  if  and  when  a re- 
current jejunal  ulcer  occurs.  The  addition  of  vagot- 
omy to  subtotal  gastrectomy  is  a simple  and  short 
procedure;  it  increases  the  postoperative  achlor- 
hydrias to  approximately  90  per  cent  and  has  shown 
no  untoward  symptoms  to  date  in  our  series.  This 
prophylactic  vagotomy  is  better  than  the  thera- 
peutic vagotomy  added  later  for  a recurrent  jejunal 
ulcer,  since  in  the  latter  instance,  while  it  is  success- 
ful in  the  majority  of  cases,  we  have  had  failures  and 
recurrences  with  that  method  of  approach. 
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DISEASE  is  a departure  from  normal  func- 
tion in  the  human  organism.  It  is  not  a 
new  and  parasitic  life  imposed  on  the  patient 
from  without  but  is  his  own  life  in  altered  form. 
In  the  words  of  Rudolf  Virchow,  “The  subjects  of 
therapy  are  not  diseases  but  conditions.  We  are 
everywhere  only  concerned  with  changes  in  the 
conditions  of  life.  Disease  is  nothing  but  life 
under  altered  conditions.”  The  disturbed  func- 
tion is  the  result  of  the  interaction  of  forces,  the 
algebraic  sum  of  which  is  the  disease  we  study. 
Disease  does  not  occur  without  a patient,  and  the 
factor  common  to  all  the  diseases  which  beset  him 
is  the  individuality  of  the  patient  himself. 

Some  diseases  appear  to  arise  entirely  from  in- 
trinsic deviations  of  the  patient  himself.  Such 
conditions  as  congenital  heart  disease  and  the  in- 
born errors  of  metabolism  belong  in  this  group. 
Others,  such  as  severe  physical  injuries,  seem  to  be 
governed  entirely  by  the  nature  and  severity  of 
the  external  forces  involved.  Actually,  if  the  dis- 
ease picture  is  considered  dynamically,  both  fac- 
tors must  be  understood  in  all"  diseases.  The 
longevity  of  the  patient  with  congenital  heart  dis- 
ease may  be  closely  contingent  upon  the  circum- 
stances of  his  individual  environment,  just  as  the 
survival  of  a patient  with  a severe  bullet  wound 
may  depend  upon  his  innate  ability  to  withstand 
loss  of  blood  and  resist  the  encroachments  of  in- 
fection. If  this  is  true  even  of  these  two  extreme 
examples,  it  is  far  more  applicable  to  the  vast 
majority  of  diseases  in  which  a delicate  interplay 
between  environmental  and  intrinsic  factors  de- 
termines the  eventual  outcome  of  the  condition. 
All  disease  ( D ) may  therefore  be  considered  to  be 
composed  of  two  variable  components,  the  exter- 
nal (E)  and  internal  (/)  factors,  so  that  D = E/I . 
If  the  numerator  is  large,  the  denominator  need 
be  slight  or  absent  for  the  full  development  of  the 
disease.  When  we  are  concerned  with  a bullet 
through  the  heart  or  heavy  exposure  to  carbon 
monoxide,  we  may  reasonably  neglect  the  indi- 
vidual factor.  But  these  are  circumstances  which 
produce  almost  instantaneous  death  by  over- 
whelming assault.  In  every  condition  in  which 
death  is  not  immediate  and  the  course  is  pro- 
longed, we  must,  perforce,  consider  the  intrinsic 
factors  involved  in  the  pathologic  process. 

If  the  denominator  or  individual  susceptibility 
to  the  disease  is  great,  the  numerator  need  be 
correspondingly  slight.  This  is  true  even  of  the 
same  disease  in  different  people.  Thus,  certain 


persons  have  a predisposition  to  tuberculosis  and 
will  incur  this  disease  upon  comparatively  slight 
exposure  to  tubercle  bacilli.  Others’have  stronger 
resistance,  but  no  one  is  completely  immune, 
since,  if  the  exposure  is  great  enough,  it  will  over- 
come the  resistance  of  anyone.  This  individual 
component  is  present  in  all  diseases,  even  when 
the  extrinsic  factor  seems  to  be  most  clearly  de- 
fined. The  individual  resistance  to  similar  vita- 
min deficiencies  or  industrial  toxins  varies  as 
widely  as  does  the  individual  susceptibility  to 
tubercle  bacilli,  although  the  fact  is  not  generally 
recognized.  Life  insurance  actuaries  tell  us  glibly 
that  of  100  people  25  will  die  of  heart  disease,  15 
of  cancer,  10  of  hypertension  and  so  on,  but  who 
can  tell  us  which  persons  are  likely  to  die  of  each 
disease?  This  is  obviously  governed  by  individ- 
ual factors  with  each  person,  and  it  is  the  function 
of  medicine  to  determine  these  factors.  Until 
this  has  been  accomplished,  preventive  medicine 
will  be  restricted  to  the  control  of  environmental 
forces  and  thus  be  correspondingly  inadequate. 

The  individuality  of  the  patient  is  paramount, 
not  only  in  the  predisposition  to  disease  but  in  the 
resistance  to  manifest  disease.  It  has  been  shown, 
for  example,  that  if  one  of  homozygotic  twins  has 
pulmonary  tuberculosis  while  the  other  remains 
healthy,  the  prognosis  in  the  afflicted  twin  is  bet- 
ter than  it  would  be  if  both  had  the  disease.1  In 
the  former  case,  heavy  exposure  temporarily  over- 
whelms transiently  lowered  resistance  in  one  with 
basically  good  resistance;  on  the  other  hand,  if 
both  twins  are  affected,  the  innate  resistance  is 
less  initially. 

The  importance  of  individual  factors  in  the  out- 
come of  disease  may  be  further  illustrated  by  con- 
sidering the  case  fatality  from  pneumonia.  Be- 
fore the  advent  of  chemotherapy,  when  this  con- 
dition was  treated  without  specific  therapy,  the 
case  fatality  rate  was  approximately  25  per  cent ; 
today  it  is  about  7 per  cent  in  most  series  of  cases. 
The  sulfonamides  and  penicillin  have  thus  reduced 
the  case  fatality  rate  by  18  per  cent,  a remarkable 
achievement.  Its  very  magnitude  has,  unfortu- 
nately, blinded  many  physicians  to  the  fact  that 
without  any  therapy  worthy  of  the  name  75  per 
cent  of  the  patients  formerly  recovered  and  today 
7 per  cent  still  die  despite  the  therapy  used.  It  is 
not  possible  to  maintain  that  the  outcome  in  these 
patients  is  determined  by  the  virulence  of  the  bac- 
teria involved,  since  the  disease  has  different  out- 
comes in  patients  whose  sputa  contain  bacteria  of 
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apparently  the  same  type  and  virulence.  The 
truth  is  that  in  82  per  cent  of  all  cases  of  pneu- 
monia the  prognosis  is  determined,  not  by  a won- 
der drug  or  a particular  diplococcus,  but  by  the 
intrinsic  factors  of  the  patient  himself.  This  is 
the  situation  in  a disease  which  it  is  common  to 
consider  most  completely  under  the  dominance  of 
the  scientific  physician. 

These  determining  factors  are  spoken  of  collec- 
tively as  the  resistance  of  the  patient.  Physicians 
of  a former  generation  were  accustomed  to  con- 
sider them  as  much  as  they  were  able,  and  their 
remarkably  accurate  prognoses  were  based  largely 
on  their  understanding  of  the  patient’s  individu- 
ality. Unfortunately,  the  course  of  modern  medi- 
cine has  led  physicians  away  from  this  individu- 
ality to  the  detailed  consideration  of  the  environ- 
mental forces  which  prey  on  man.  The  develop- 
ment of  bacteriology  and  the  great  extension  of 
the  basic  sciences  in  the  investigation  of  disease 
has  promoted  the  notion  that  illness  is  something 
dissociated  from  the  patient  himself.  The  physi- 
cian tends  to  discuss  his  patient’s  pneumonia  or 
hypertension  as  if  he  were  considering  the  cut  of 
his  clothes.  The  practice  is  further  encouraged  by 
the  habit  of  diagnosing  in  terms  of  syndromes  and 
clinical  entities.  It  is,  therefore,  not  surprising  if 
the  patient  himself  objectifies  his  illness  and  looks 
upon  it  in  the  manner  of  a botanist  considering 
mistletoe  growing  on  an  oak  tree.  The  skilled 
botanist,  however,  is  aware  of  the  fact  that  mistle- 
toe shows  a predilection  for  the  oak  tree  and  apple 
tree  but  not  for  the  elm  or  maple.  Likewise,  the 
conscientious  physician  must  be  increasingly  con- 
cerned with  the  individual  factors  of  resistance  in 
his  patients.  There  are  many  physicians  who 
genuinely  believe  that  such  factors  are  beyond  the 
scope  and  powers  of  medicine,  that  they  are  too 
subtle  and  erratic  for  our  discernment.  Indeed, 
some  even  hint  that  the  very  attempt  to  analyze 
them  smacks  of  dangerous  mysticism.  Such 
pessimism  is  unjustified;  there  is  no  reason  for 
believing  that  the  study  of  the  patient  himself 
need  be  less  scientific  than  the  study  of  the  ex- 
trinsic factors  of  his  illness.  They  are  not,  it  is 
true,  amenable  to  investigation  by  the  usual 
methods  of  the  laboratory,  but  that  does  not  de- 
tract from  their  scientific  validity.  The  dangers 
of  superstition  are  likely  to  be  much  greater  when 
these  intrinsic  factors  are  ignored  than  when 
they  are  studied.  The  simplification  of  medicine 
by  the  assumption  that  pneumonia  in  a patient  is 
the  same  as  pneumococci  in  a test  tube  will  only 
retard  its  progress  in  the  end. 

The  study  of  the  intrinsic  factors  of  disease  is 
best  known  by  the  name  of  constitutional  medi- 
cine. The  constitution  may  be  defined  simply  as 
the  totality  of  the  patient  as  an  organism.  The 


term  has  been  restricted  by  some  to  subsume  only 
the  factors  of  genetic  origin  which  compose  the 
genetic  constitution  or  genotype  of  the  indi- 
vidual.2 The  genotype,  however,  is  altered  by 
other  factors,  the  study  of  which  is  equally  im- 
portant. On  the  one  hand,  it  may  be  modified  by 
the  environmental  or  paratypical  factors  acting 
upon  the  patient  throughout  his  life.  Thus  a man 
may  have  a genotypical  tendency  to  a medium 
body  weight  but  a sedentary  occupation,  and  a 
wife  whose  hobby  is  good  cooking  may  amplify 
the  original  design  to  the  point  of  obesity.  The 
genotype  may  also  be  altered  by  forces  brought 
into  play  by  the  patient  himself.  Determinists 
will  deny  the  possibility  of . this,  but  it  seems 
reasonable  to  consider  separately  those  things 
which  a person  does  for  himself  which  counteract 
his  genetic  tendencies  and  environmental  forces. 
His  chromosomal  legacy  may  tend  to  impose 
obesity  on  a patient  who  may  yet  achieve  thin- 
ness by  self  control.  A man  who  is  naturally  chol- 
eric in  temperament  may  learn  to  control  his 
emotional  debauches.  The  genotype  then  is 
modified  in  varying  degrees  by  these  paratypical 
and  idiotypical  factors.  The  person  who  results 
from  the  interplay  of  these  elements  is  the  pheno- 
type, the  individual  whose  study  is  the  interest  of 
the  constitutionally  minded  physician. 

The  most  important  aspect  of  the  constitution 
is  its  wholeness,  for  the  patient  is  obviously  greater 
than  the  sum  of  his  bodily  and  mental  organs. 
The  student  of  constitutional  medicine  constantly 
stresses  this  holistic  concept  of  the  organism  and 
deplores  the  current  approach  to  the  study  of 
human  beings  as  a congeries  of  viscera.  Un- 
fortunately, the  wholeness  of  the  person  can  never 
be  described  adequately  in  words ; it  is  never  even 
completely  known  but  only  sensed  in  varying 
degrees  according  to  the  perception  of  the  physi- 
cian. It  is  probably  best  studied  and  described 
by  a knowledge  of  the  reactions  of  the  whole 
organism  to  different  external  stimuli.  Indi- 
vidual aspects  of  the  constitution  may,  however, 
be  described  adequately  and  often  quantitatively. 
This  division  into  parts  is  necessary  for  the  studj’ 
to  be  made  at  all ; it  is  permissible  if  we  remember 
that  the  whole  organism  is  composed  of  the  dif- 
ferent fragments  analyzed  and,  what  is  more  im- 
portant, that  these  fragments  are  all  modified  by 
the  totality  of  the  organism.  They  are  as  much 
a result  as  a cause  of  this  wholeness. 

The  particular  investigations  of  the  consti- 
tutionally-minded physician  are  designed  to  assist 
him  in  the  detection  of  those  characteristics  of  a 
patient  having  one  disease  condition  which  are 
distinguishable  from  those  of  another  patient  with 
a different  manifestation  of  disease.  He  is  con- 
cerned not  only  with  the  fact  that  one  patient  has 
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peptic  ulcer  and  another  hypertension  but  with 
all  the  other  factors  which  these  two  patients  do 
not  have  in  common. 

In  the  pursuit  of  this  information  he  pays  par- 
ticular attention  first  to  the  heredity  of  the 
patient,  which  may  be  one  factor  predisposing  him 
to  particular  illnesses.  He  is  interested  next  in 
the  detailed  personal  history  of  the  patient  which 
will  demonstrate  the  influences  operating  upon  the 
patient  from  his  environment  and  the  modifi- 
cations which  the  patient  has  himself  been  able  to 
make  in  the  pattern  outlined  for  him  by  heredity 
and  environment.  It  is,  however,  in  the  exami- 
nation of  the  patient  that  the  constitutionally- 
minded  physician  may  differ  most  from  his  col- 
leagues. In  the  physical  examination  he  is  con- 
cerned not  so  much  with  the  manifestations  of 
disease  as  with  the  physical  individuality  of  the 
patient.  Detailed  anthropometric  studies  have 
shown,  for  example,  a tendency  for  persons  of  cer- 
tain bodily  builds  to  be  more  susceptible  to  par- 
ticular diseases  than  other  persons.  The  scope  of 
investigation  has  more  recently  been  extended  to 
include  physiologic,  biochemical,  and  even  cellu- 
lar studies  with  no  less  fruitful  results.3-4  Patients 
with  peptic  ulcer,  for  example,  tend  to  show 
physiologic  deviations  in  the  cardiovascular  as 
well  as  the  gastrointestinal  system,  for  it  has  been 
found  that  they  show  a higher  than  average  inci- 
dence of  slow  heart  rates  and  prolonged  P-R  inter- 
vals in  the  electrocardiogram.5  In  the  psycho- 
logic panel  the  investigations  are  now  frequently 
subsumed  under  the  title  of  psychosomatic  medi- 
cine; yet  the  psychiatrist,  like  the  anthropologist, 
is  simply  trying  to  elucidate  those  characteristics 
of  the  patient  which  predispose  him  to  a particular 
illness. 

A brief  example  of  the  manner  in  which  some  of 
these  investigations  may  be  linked  can  be  given. 
In  any  individual  over  a period  of  time  there  is  a 
remarkable  constancy  of  blood  lipid  values  if 
nothing  is  done  to  alter  this.6  The  importance  of 
this  may  be  appreciated  when  it  is  remembered 
that  there  are  significant  correlations  between 
high  blood  lipid  values  and  coronary  artery  dis- 
ease.7 -9  Further,  there  seems  to  be  a relationship 
between  blood  lipid  values  and  body  build.10 
There  is  a possible  relationship  between  body 
build  and  coronary  artery  disease  and  a definite 
one  between  cardiac  disease  and  body  build, 
although  the  latter  observation  is  open  to  two 
interpretations  of  causality.11-13  Further,  psychi- 
atric studies  have  shown  also  the  importance  of 
personality  factors  in  coronary  thrombosis.14  As 
these  relationships  are  further  refined  it  will  be 
possible  to  gain  additional  insight  into  the  nature 
of  coronary  artery  disease.  In  the  meantime,  one 
can  see,  even  if  dimly,  the  importance  of  consti- 


tutional factors  in  this  disease.  One  can  also  dis- 
cern the  makings  of  a new  preventive  medicine  no 
less  significant  than  that  concerned  with  epidemics 
of  infectious  diseases. 

The  objectives  of  constitutional  medicine  may 
be  illustrated  further  by  a consideration  of  peptic 
ulcer.  That  there  is  a definite  correlation  be- 
tween the  occurrence  of  gastric  ulcers,  bodily  con- 
figuration, and  personality  is  denied  by  none. 
The  long,  lean  face  and  large,  narrow  chest  of  these 
patients  are  familiar  to  every  physician.  These 
impressions  have  been  confirmed  by  actual 
measurements  of  heigh t-weight  ratio,  gonial  angle, 
subcostal  angle,  and  other  anthropometric  indices. 
The  correlation  between  the  measurements  and 
the  susceptibility  to  the  disease  is  about  75  per 
cent.3  If  the  purpose  of  constitutional  medicine 
were  only  to  add  another  piece  of  diagnostic  data 
to  the  large  armamentarium  of  the  physician,  the 
contribution  would  not  be  very  great;  the  radio- 
logic  diagnosis  of  the  condition  is  perhaps  90  per 
cent  accurate  as  far  as  the  mere  detection  of  an 
ulcer  crater  is  concerned.  The  problem,  however, 
is  more  complicated  than  this.  Medicine  seeks 
not  only  the  discovery  of  disease  but  its  expla- 
nation and  prevention.  To  this  the  radiologist 
can  contribute  little  or  nothing.  The  student  of 
constitutional  medicine,  on  the  other  hand,  inter- 
ests himself  in  the  predisposition  to  disease.  His 
objectives  are  the  discovery  of  those  persons  who 
are  vulnerable  to  certain  conditions  and  the  expla- 
nation for  their  vulnerability.  He  seeks  to  know 
why  these  particular  patients  reacted  in  the  par- 
ticular way  necessary  for  the  production  of  peptic 
ulcer.  Other  people  are  subject  to  the  same 
stresses  without  acquiring  peptic  ulcers.  The  in- 
vestigator of  the  constitution  is,  therefore,  con- 
cerned with  discovering  the  particular  psycho- 
logic and  physiologic  reactions  which  result  in  hy- 
pertension in  one  patient,  bronchial  asthma  in 
another,  and  peptic  ulcer  in  a third,  when  the  en- 
vironmental stimuli  are  the  same. 

It  is  obviously  incorrect  to  say  that  the  bodily 
habitus  or  the  personality  of  the  patient  produced 
the  ulcer.  The  bodily  habitus  and  personality  are 
two  outward  and  obvious  manifestations  of  the 
constitution  of  the  patient.  A third  manifesta- 
tion of  that  constitution  is  the  disordered  re- 
activity which  is  responsible  for  peptic  ulcer.  It 
is  this  functional  deviation,  rather  than  bodily 
habitus,  for  which  patients  with  peptic  ulcer  will 
show  a correlation  of  100  per  cent,  and  it  is  its  dis- 
covery which  is  the  ultimate  objective  of  the  in- 
vestigations of  constitutional  medicine.  It  is  per- 
haps surprising,  but  nevertheless  fortunate,  that 
these  patients  show  such  an  excellent  correlation 
with  regard  to  bodily  habitus  and  personality 
pattern.  These  correlations  can  be  used  in  the 
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detection  of  the  locus  minoris  resistentiae  in  sus- 
ceptible persons  before  the  actual  disease  devel- 
ops. The  study  of  these  relationships,  by  illumi- 
nating deviations  in  the  patient,  aids  also  in  the 
search  for  the  immediate  causal  disorders  of  psy- 
chologic and  physiologic  function  which  have  pro- 
duced the  ulcer.  Thus,  the  inductive  analysis 
may  greatly  assist  the  more  conclusive  deductive 
process. 

Constitutional  medicine  can  also  assist  our 
understanding  of  the  reactions  of  the  patient  to 
developed  disease.  When  we  speak  of  the  severity 
of  a disease  we  may  mean  one  of  two  things.  The 
term  may  be  used  to  describe  an  extreme  mani- 
festation of  the  overt  signs  and  symptoms  of  dis- 
ease, such  as  the  evidence  of  extensive  consoli- 
dation of  several  lobes  in  pneumonia.  It  may 
also  be  used,  however,  to  describe  the  effect  which 
the  local  disease  has  on  the  organism  as  a whole. 
Clearly,  the  severity  of  this  effect  is  all-important 
in  the  outcome  of  the  disease.  Unilobar  pneu- 
monia from  which  a patient  dies  is  obviously 
more  severe  than  multilobar  pneumonia  from 
which  he  recovers.  Yet  we  have  so  far  no  means 
of  gauging  this  quality  of  severity,  and  the  art  of 
individual  prognosis  has  made  little  progress  in 
the  era  of  scientific  medicine.  The  means  of 
developing  this  art  lie  in  the  careful  study  of 
individual  psychologic  and  physiologic  reactions 
to  disease ; from  this  study  we  may  eventually  be 
enabled  to  distinguish  more  accurately  those 
manifestations  of  illness  which  are  serious  and 
harmful  from  those  which  are  unimportant  or 
favorable.  The  student  of  constitutional  medi- 
cine advocates  the  abandonment  of  diagnostic 
labeling  and  syndrome  medicine  because  “clinical 
entities,”  while  commonly  appearing  in  case  re- 
ports, do  not  exist  in  patients.  Such  concepts  may 
help  us  to  classify  our  patients,  but  never  to 
understand  the  subtle  qualities  which  lead  to 
recovery  in  one  and  to  death  in  another  patient 
apparently  suffering  from  the  same  “entity.”  It 
would  be  preferable  to  substitute  some  scheme  of 
biologic  analysis  which  aims  at  the  understanding 
of  the  whole  person  and  the  different  components 
of  his  illness,  for  this  illness  must  be  seen  as  his 


life  in  a new  form  rather  than  as  an  object 
separate  from  him  (Fig.  1). 


MANIFEST  PATHOLOGY 


Fig.  1.  Scheme  for  the  biologic  analysis  of  con- 
stitution and  disease. 


The  study  of  the  individual  patient  as  the  prin- 
cipal agent  of  his  disease  is  only  just  beginning  to 
recover  from  its  neglect  during  the  ascendancy  of 
bacteriology.  We  are  slowly  relearning  that  the 
assistance  of  natural  recuperative  powers  is  no 
less  important  than  the  development  of  specific 
treatments  aimed  at  the  “disease  entity.”  No 
treatment  can  be  more  specific  than  the  resistance 
of  the  individual  to  his  disease,  and  it  is  this  resist- 
ance which  is  the  study  of  constitutional 
medicine. 
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WANTS  WIDE-OPEN  FIELD  FOR  PSYCHIATRISTS 


An  all-out  program  of  extracurricular  activity  for 
psychiatrists  has  bqen  proposed  by  Dr.  Carl  A. 
Binger.  He  wants  them  to  put  in  their  oars  at  every 
level  of  public  activity,  from  the  local  school  board 
to  the  United  Nations.  Doctor  Binger  says  psy- 
chiatrists should  act  as  trouble-shooters  when  things 


go  wrong  at  U.N.  meetings,  help  diplomats  under- 
stand each  other,  even  “storm  the  fastnesses  of  the 
State  Department.”  And  he  adds:  “Perhaps  diplo- 
mats could  get  some  training  in  psychiatry,  or  psy- 
chiatrists some  experience  in  diplomacy.” — Medical 
Economics,  July,  1948 


POTENTIALITIES  AND  LIMITATIONS  OF  CORRECTIVE 
RHINOPLASTY 


Leroy  S.  Safian,  M.D.,  New  York 
{From  the  Hospital  for  Joint  Diseases ) 

THE  purpose  of  this  paper  is  to  propose  and 
discuss  prognostic  criteria  governing  successful 
end  results  in  corrective  rhinoplasty.  When  the 
popularity  of  cosmetic  procedures  for  the  correc- 
tion of  nasal  defects  has  increased  to  such  an  ex- 
tent that  they  appear  on  many  daily  operating 
schedules,  it  is  timely  to  discuss  a few  general 
indications  and  contraindications,  as  well  as  some 
of  the  anatomic  limitations  which  cannot  be 
circumvented  by  either  impeccable  surgical  tech- 
nic or  unimpeachable  artistic  criteria.  This 
paper  will  restrict  itself  to  corrective  rhinoplasty 
which  does  not  involve  the  replacement  of  skin 
lost  through  trauma  or  disease.  It  is  felt  that  by 
curbing  the  indiscriminate  and  injudicious  selec- 
tion of  cases  the  number  of  operative  disappoint- 
ments can  be  kept  to  a minimum,  at  the  same 
tune  avoiding  the  placing  of  a stigma  upon  an 
operation  which  proves  of  great  benefit  to  so 
many  patients. 

While  the  psychologic  aspects  of  patients 
undergoing  plastic  surgery  have  been  widely 
discussed,  the  prognosis  from  an  anatomic  and 
structural  point  of  view  has  been  neglected.1-3 
In  actual  practice,  it  has  been  submerged  because 
of  a reluctance  to  discourage  the  prospective 
patient.  I cannot  overemphasize  the  importance 
of  discussing  with  patients  the  surgical  limita- 
tions which  are  due  to  definite  anatomic  short- 
comings. More  patients  will  be  satisfied  with 
their  result  if  they  have  been  apprised  beforehand 
of  the  degree  of  improvement  which  they  can  ex- 
pect. The  criteria  which  follow  are,  of  course, 
merely  prognostic,  for  distinct  and  marked  im- 
provement can  be  obtained  even  in  cases  without 
the  ideal  qualifications.  An  attitude,  feigned 
or  naive,  that  promises  perfection  and  does  not 
recognize  structural  limitation  is  indefensible, 
particularly  in  the  face  of  ever-present  adventi- 
tious factors  such  as  excessive  cicatrization,  ad- 
hesions, unresolved  hematomata,  periosteal  pro- 
liferation, graft  absorption,  etc.  To  these,  even 
the  time-tested  Joseph  technic  or  its  modern 
modifications  are  not  immune. 

Personality  Evaluation 

It  is  obviously  impractical  to  make  a detailed 
psychiatric  study  of  the  average  patient  who  de- 
sires an  esthetic  improvement  of  a nasal  deform- 
ity. Virtually  the  same  conclusions  can  be 
reached  by  a few  well-chosen  questions  at  the 


time  of  consultation.  The  flagrant  neurotic, 
groping  for  a panacea,  who  attributes  his  short- 
comings to  a misshapen  nose  rather  than  to  un- 
compensated drives,  will  not  be  permanently 
helped;  this  type  of  patient  will  soon  find  fault 
with  the  operated  organ  or,  likely  as  not,  will 
blame  some  other  facial  feature  for  his  or  her  in- 
adequacies. An  individual  who  merely  happens 
to  be  dissatisfied  with  or  self-conscious  about  his 
or  her  nose,  but  in  whom  this  feeling  does  not 
constitute  part  of  a psychic  symptom  complex, 
is  a much  safer  prospect.  The  line  of  demarca- 
tion is  frequently  not  readily  discernible,  es- 
pecially when  the  surgeon  is  obliged  to  make  a 
decision  about  whether  an  operation  is  advisable 
after  only  a single  interview.  Furthermore,  since 
it  is  a well-known  fact  in  plastic  surgery  that  the 
degree  of  satisfaction  a patient  has  with  his  result 
is  not  in  direct  proportion  to  its  excellence,  a 
careful  estimation  of  both  the  anticipated  esthetic 
result  and  the  type  of  individual  involved  is  of 
paramount  importance.  Men  are  by  far  more 
easily  satisfied  with  their  results  than  are  women, 
a gratifying  fact  in  view  of  the  increased  number 
of  men  patients.  This  is  partly  traceable  to  the 
recent  global  conflict,  where  many  men  suffered 
ridicule  because  of  their  deformity  or  visualized 
keener  competition  for  jobs  in  the  postwar  world. 

People  in  the  theatrical  world  are,  as  a group, 
most  appreciative  and  generally  present  few 
psychologic  problems,  for  their  prime  purpose  in 
having  the  operation  is  economic;  they  are 
seldom  resentful,  even  if  a secondary  revision 
becomes  necessary  in  order  to  attain  the  best 
possible  result. 

An  interesting  insight  into  the  patient’s  mental 
attitude  may  be  gained  by  asking  what  prompted 
his  determination  for  a rhinoplasty.  Experience 
has  shown  that  patients  who  themselves  express 
the  desire  for  a nasal  operation  tend  to  adjust 
more  satisfactorily  than  those  who  act  as  a result 
of  repeated  suggestion  by  others. 

Physician-Patient  Relationship 

After  careful  examination  of  the  external  de- 
formity of  the  nose  and  a determination  of  the 
presence  or  absence  of  any  complicating  factors 
within  the  nose,  the  surgeon  should  be  able  to 
impart  to  the  patient  a fairly  good  conception  of 
what  changes  he  deems  necessary  to  improve  the 
appearance  of  that  organ.  lie  should  take  into 
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consideration  the  preconceived  ideas  of  the  pa- 
tient and  explain  to  him  in  simple  terms  the  pres- 
ence of  any  anatomic  or  functional  abnormality 
which  does  not  make  any  particularly  desired 
change  feasible.  There  should  also  be  a definite 
understanding  of  the  definition  of  any  technical 
terms  used.  It  is  surprising  how  often  a patient 
speaks  of  the  length  or  shortness  of  the  nose  when 
referring  to  the  degree  of  profile  elevation. 

Most  intelligent  patients  can  be  made  to  under- 
stand that  each  case  presents  a particular  prob- 
lem and  that  the  surgeon  must  be  guided  by  his 
own  judgment  and  by  any  limitations  which  may 
, exist  on  account  of  anatomic  abnormalities. 

The  patient  who  makes  unreasonable  demands, 

I which,  in  the  judgment  of  the  operating  surgeon, 
cannot  be  met,  is  best  left  alone. 

Before  and  after  photographs  of  comparable 
cases  are  of  definite  help  in  making  the  patient 
understand  the  possibilities  and  the  limitations 
which  exist  in  the  individual  case.  Freehand 
t sketches  of  a proposed  result  usually  exaggerate 
the  actual  operative  possibilities  and  thus 
glamorize  the  anticipated  result;  furthermore, 
the  exact  replica  of  a model  agreed  upon  may 
never  be  attained  in  vivo.4 

The  patient  should  also  be  told  about  the  type 
of  anesthesia  used,  the  slight  discomfort  to  be  en- 
dured, and  the  length  of  time  he  or  she  will  have 
to  sacrifice  from  his  or  her  normal  activities.  The 
amount  of  postoperative  swelling  and  ecchymosis 
is  another  individual  factor  which  cannot  be 
predetermined. 

When  the  doctor  and  patient  cannot  meet  on 
common  ground  and  the  patient  made  to  under- 
stand that  there  are  possibilities  for  improvement, 

: but  limitations  to  perfection,  that  patient  should 
| be  tactfully  refused. 

' Type  of  Nasal  Deformity 

The  ideal  nose  for  correction  from  the  point  of 
| view  of  the  plastic  surgeon  is  the  “hump”  nose 
I (Fig.  1);  this  is  usually  accompanied  by  excessive 
t length  of  the  nose,  excessive  width  of  the  nasal 
bridge,  and  frequently  by  some  bulbousness  of 
the  nasal  tip.  This  general  type,  then,  providing 
the  skin  is  thin  and  of  good  quality,  lends  itself 
most  suitably  to  correction  of  all  the  defects 
enumerated.  On  the  other  hand,  a similar  nose 
with  a pseudohypertrophy  due  to  sebaceous 
thickening  of  the  integument  and  subcutaneous 
tissues  presents  a less  satisfactory  prognosis.  A 
fact  frequently  overlooked  is  that  a major  defect 
1 not  only  lends  itself  more  freely  to  correction 
from  a technical  point  of  view,  but  that  the  more 
startling  degree  of  change  obtainable  proves  most 
gratifying  to  the  patient.  A more  satisfactory 
and  indeed  startling  transformation  may  at 
times  be  attained  by  a concomitant  surgical  pro- 


cedure to  correct  a receding  or  prognathic  chin 
(Fig.  2).  Minor  defects  of  the  nose,  however, 
which  some  patients  want  corrected,  present  a 
more  difficult  problem.  Not  only  must  each  step 
of  the  operation  be  carried  out  with  the  most 
meticulous  exactitude,  but  the  final  result  must 
pass  more  severe  standards  of  esthetic  perfection. 


Fig.  1.  “Hump”  nose: 
ideal  type  for  plastic  cor- 
rection. 


Fig.  2.  Chin  correc- 
tions to  further  cosmetic 
results. 


The  true  saddle  nose  needs  the  addition  of 
tissue — the  implantation  of  a graft — and  it  may 
be  categorically  stated  that  this  type  of  operation 
is  less  satisfactory  in  the  achievement  of  sym- 
metry of  line  and  smoothness  of  contour  than  are 
procedures  involving  reduction  of  profile  (Fig.  3). 


Fig.  3.  Saddle  nose: 
requires  use  of  an  im- 
plant. 


angle. 
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Unpredictable  factors  transcending  the  question 
of  a “take”  come  into  play,  e.g.,  the  degree  of 
bone  or  cartilage  absorption,  the  thickness  of  the 
fibrous  encapsulation  that  forms  about  the  graft 
(unavoidable  even  in  nonbiologic  implants),  the 
firmness  of  the  supporting  structures,  and  the 
surgical  limitations  as  to  the  size  of  the  recipient 
pocket. 

Similarly,  nasal  defects  where  the  nasolabial 
angle  is  acute,  due  to  trauma  to  the  anterior 
nasal  spine  or  to  the  septum,  or  as  part  of  “dish- 
face”  deformity  incident  to  underdevelopment  of 
the  superior  maxillae,  are  among  those  exhibiting 
a deficiency  of  contour  (Fig.  4).  It  is  necessary, 
in  most  cases,  to  provide  a substitute  for  the 
septal  spine  or  to  advance  the  upper  lip  and  the 
deeply  attached  alae  by  the  use  of  cartilage  im- 
plants or  V-Y  incisions  in  the  oral  sulcus.5 


Structural  Adaptability;  The  Septum 

While  actual  operative  experience  with  a mul- 
tiplicity of  nasal  defects  may  be  a prerequisite  to 
a finer  evaluation  of  anatomic  shortcomings, 
even  the  inexpert  eye  can  recognize  many  of  the 
conditions  briefly  alluded  to  below. 

Osteocartilaginous  Defects. — A very  wide  nasal 
bridge  accompanied  by  thick  bony  structures 
will  look  massive  even  after  infracturing  the 
lateral  walls  and  reducing  the  size  of  the  nose 
(Fig.  5).  Some  men  are  under  the  impression 
that  the  thickness  of  the 
bony  structures  can  be 
reduced  by  rasping. 

Such  a procedure  will 
result  in  excessive  callus 
formation  and  defeat  its 
own  purpose.  Similarly, 
gross  asymmetry  inci- 
dent to  nasal  bone  frac- 


COLUMEllft  . 

tures  or  contributed  by 

callus  formation  will  f Fig‘  5’  ^erring  fac- 
„ , . , tors:  excessively  wide 

often  be  reflected  by  nasal  bridge,  sebaceous 
some  degree  of  inequality  skin, 
following  a rhinoplasty. 

The  straight  frontonasal  line  present  in  cases  with 
a prominent  glabella  can  be  only  partly  eliminated, 
for  excessive  undercutting  and  rasping  in  this 
area  might  incur  trauma  to  the  frontal  sinuses 
above  (Fig.  6).  A very  long  nose,  due  to  exces- 
sive elongation  of  the  nasal  septum,  will  fre- 
quently require  a secondary  shortening  following 
the  original  correction  because  of  relaxation  and 
stretching  of  tissues  artificially  placed  under  un- 
due tension,  fn  fact,  structures  approximated 
under  tension  by  adhesive  tape  or  sutures  will,  in 
general,  fail  to  maintain  that  position  perma- 
nently. 

The  deviated  septum  presents  a problem  in 
many  rhinoplastic  procedures.  A mildly  de- 
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Fig.  6.  Deterring  fac- 
tors: lack  of  glabellar  in- 
dentation, retracted  colu- 
mella. 


Fig.  7.  Twisted  tip 
due  to  septal  deviation. 


fleeted  septum  that  causes  no  respiratory  em- 
barrassment before  a rhinoplasty  may  cause 
symptoms  following  the  narrowing  of  the  bridge, 
done  in  virtually  every  case  involving  bony  de- 
fects, and  the  patient  should  be  warned  of  the 
possibility  that  a submucous  resection  might  be- 
come necessary  at  a future  date.  The  occasional 
case  where  this  occurs  does  not  warrant  the 
adoption,  routinely,  of  a surgical  procedure  upon 
the  septum.  However,  any  obviously  obstructing 
septum  should  be  corrected  prior  to  the  plastic 
as  a separate  procedure,  or  concomitantly  by 
those  who  maintain  that  both  procedures  can  be 
done  at  one  sitting  without  incurring  undue 
trauma.  Not  only  is  the  plastic  operation  im- 
peded by  a severe  septal  deflection,  but  a more 
severe  respiratory  impairment  is  likely  to  ensue 
unless  the  obstruction  is  eliminated.  A twist  at 
the  lower  end  of  the  septum,  just  posterior  to  the 
columella,  can  be  eliminated  by  amputating  the 
lower  end  of  the  septum  in  the  course  of  shorten- 
ing the  nose.  However,  when  the  deviation  in- 
volves a great  extent  of  the  cartilaginous  dorsum 
so  that  it  produces  a twisting  deformity  of  the 
tip,  a completely  satisfactory  correction  is  diffi- 
cult to  obtain  (Fig.  7).  (Total  removal  of  septal 
support  and  reimplantation  of  cartilage,  as  ad- 
vocated by  some  for  this  type  of  case,  perman- 
ently removes  the  structural  solidity  of  the  nose 
and  jeopardizes  most  other  procedures  under- 
taken to  obtain  the  desired  outline  for  the  new 
nose.) 

Soft  Tissue  Defects  Around  the  Tip. — It  may  be 
safely  stated  that  a very  large  tip  is  less  adapt- 
able to  correction  than  is  a large  hump,  for  in  the 
latter  case  the  undermined  excess  of. skin  can 
shrink  and  adjust  itself  over  a wider  area  (Fig.  8). 
A cleft  tip  cannot  always  be  corrected  without 
some  residual  evidence  of  that  condition.  Thick 
alar  attachments,  being  made  of  tissue  and  not  of 
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clay,  can  never,  be  ren- 
dered delicate  through 
surgery,  although  some 
thinning  at  the  base  of 
the  nostril  can  be  ac- 
complished without 
visible  scars  (Fig.  8). 
Wide  nostrils,  due  to 
alae  that  are  attached 
too  far  laterally  onto 
the  cheek,  giving  the 
nose  a broad  base,  can 
be  corrected  by  narrow- 

iing  the  floor  of  the  nostril,  but  mutilating 
external  incisions  in  the  nasolabial  groove  should 
be  avoided.  Nostrils  deformed  by  a protruding 
subluxated  lower  end  of  the  septal  cartilage  are 
amenable  to  correction  by  surgery,  but  the  flat- 
tened nostrils  and  asymmetric  alar  attachment 
accompanying  congenital  cleft  lip  deformities 
: cannot  always  be  satisfactorily  corrected. 

Just  as  the  graceful  lines  of  the  normal  colu- 
■ mella  defy  reproduction  in  reconstructive  work, 
so  are  cosmetic  procedures  hampered  by  a re- 
I tracted  columella,  or  even  by  one  that  is  on  the 
I same  plane  as  the  lateral  nostril  wall  (Fig.  6). 
t The  columella  tends  to  become  further  retracted 
in  these  cases  because  of  the  pull  exerted  by  the 
I septocolumellar  sutures  employed  in  the  short- 
I ening  of  the  nose.  On  the  other  hand,  wide, 

» grooved,  and  drooping  columellae  can  be  cor- 
I rected  with  gratifying  results.  Some  minor  post- 
operative asymmetries  will  be  detected  following 
a rhinoplasty,  and  patients  are  prone  to  point 
these  out,  unaware  of  the  fact  that  differences 
| (within  normal  limits)  exist  whenever  one  com- 
pares the  two  sides  of  the  face. 

Condition  of  the  Skin 

After  eliminating  major  dermatologic  disease 
i in  general,  and  specifically  those  conditions  with  a 
predilection  for  the  skin  of  the  nose,  such  as 
rhinophyma  and  its  precursor  acne  rosacea, 
lupus,  etc.,  one  is  confronted  with  a goodly  num- 
ber of  patients  whose  nasal  skin  presents  large 
• pores  filled  with  sebaceous  matter;  a number  of 
others  have  minor  acneiform  conditions  and 
telangiectases.  Patients  with  large  pores  or  those 
who  previously  have  had  excessive  x-ray  treat- 
ment present  definite  limitations  to  surgical  pro- 
cedures. Corrective  rhinoplasty  of  the  hyper- 
trophied nose  essentially  involves  a decrease  in 
the  size  of  the  osteocartilaginous  structures.  This 
permits  the  overlying  skin,  previously  under- 
mined, to  shrink  down  and  to  reattach  itself  to 
the  smaller  framework  beneath.  Large-pored 
skin  is  markedly  deficient  in  this  contractile 
power  and,  therefore,  does  not  adapt  itself 
smoothly  to  the  underlying  framework.  Further- 


more, the  dilated  follicles,  impregnated  with 
sebum  and  bacteria,  penetrate  to  a sufficient 
depth  so  that  they  may  be  injured  in  the  course  of 
the  undermining,  notwithstanding  meticulous 
dissection.  This  may  initiate  a folliculitis  with 
residual  cicatrization,  which  may  adversely  affect 
the  final  result. 

Mobility  of  the  Nose 

The  muscles  of  the  nose  are  mostly  rudimen- 
tary. The  principal  ones  are  the  compressors 
and  dilators  of  the  nostrils,  involved  in  controlling 
the  intake  of  air,  and  the  elevators  and  depressors 
of  the  alae  nasi.  In  most  people,  the  shape  of  the 
nose  is  not  altered  appreciably  by  the  muscles 
of  expression.  In  others,  a pull  exerted  by  the 
upper  lip  during  speech  is  reflected  in  the  fre- 
quently noted  up  and  down  bobbing  of  the  nasal 
tip.  Surgical  overcorrection — overshortening — 
will  usually  suffice  to 
negate  the  muscle  pull  in 
this  minor  type  of  nasal 
mobility.  In  pronounced 
cases,  in  which  one  notes, 
when  the  patient  talks, 
smiles,  or  laughs,  a defi- 
nite drooping  of  the  tip 
over  the  upper  lip  to- 
gether with  an  elevation 
of  the  alar  attachments 
and  widening  of  the  base 
of  the  nose,  the  strong 
muscular  action  persists 
postoperatively,  tending 
to  re-establish  the  pre- 
vious appearance  (Fig. 
9).  Repeated  corrective 
surgical  shortening  may 
tB  become  necessary  at 

u n tpo-  j.  e times  in  order  to  remedy 
Fig.  9.  Effect  of  over-  ...  ...  , ,r 

active  muscles  of  expres-  t|ns  recalcitrant  colli- 
sion. tion. 

Age  of  the  Patient 

The  importance  of  resiliency  of  the  skin  in 
rhinoplasty  has  already  been  discussed.  Older 
individuals  lose  this  contractile  power  and,  there- 
fore, present  some  surgical  limitations ; they  may 
require  additional  undermining  of  the  skin  in 
order  to  secure  the  maximum  amount  of  shrink- 
age. The  degree  of  relaxation  of  the  skin,  then, 
has  a definite  influence  in  limiting  the  maximum 
age  at  which  a rhinoplasty  is  advisable. 

The  minimum  age  for  surgery  also  varies. 
General  developmental  maturity  rather  than  the 
actual  age  of  the  patient  is  a safe  criterion.  Men- 
tal attributes  auguring  cooperation  on  the  oper- 
ating table  should  be  discernible.  Severe  septal 
obstruction,  congenital  or  traumatic,  and  frac- 
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Fig.  8.  Technical  ob- 
stacles: fatty  tip,  thick 
alae. 
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ture  deformities  can  and  should  be  corrected  even 
if  the  ossification  centers  are  still  active,  but 
manipulation  should  be  kept  to  a minimum  lest 
growth  be  interfered  with.6  Cosmetic  rhino- 
plasty in  the  very  young  should  be  limited  to 
those  individuals  developing  definite  neurotic 
tendencies  directly  traceable  to  their  nasal  defect. 
In  these  cases,  the  possible  need  for  further  sur- 
gery at  maturity  should  be  made  clear  to  the 
parents. 

Previously  Operated  Cases 

A certain  proportion  of  patients  will  require 
small  secondary  corrections  in  order  to  satisfy 
their  expectations  completely.  This  may  consist 
of  a slight  increase  in  tilt  or  the  correction  of 
slight  asymmetry  which  appears  more  obvious 
than  that  encountered  in  normal  features.  The 
surgical  correction  can,  for  the  most  part,  be  ac- 
complished satisfactorily  and  usually  without  a 
breakdown  of  the  physician-patient  relationship; 
emphasis  on  the  minor  character  of  the  procedure 
is  self-evident,  and  an  attitude  of  “leave  well 
enough  alone”  on  the  part  of  the  surgeon  is  ad- 
visable, for  the  passing  of  time  is  in  his  favor. 
Occasionally,  a second  surgeon  is  sought  for  this 
correction,  again  usually  to  the  ultimate  satisfac- 
tion of  the  patient. 

There  is  also  the  greatly  increasing  number  of 
surgically  mutilated  patients,  who  almost  in- 
variably expect  too  spectacular  an  improvement 
to  be  wrought  by  the  next  surgeon  they  visit. 
They  fail  to  realize  the  greatly  increased  difficul- 
ties and  hazards  in  such  an  undertaking  and 
usually  prove  ungrateful,  even  following  excellent 
reparative  procedures. 


Finally,  there  is  the  patient  with  an  apparently 
satisfactory  surgical  result,  but  the  victim  of  an 
erroneous  personality  evaluation,  who  forsakes 
the  original  operator  and  fanatically  seeks  further 
plastic  procedures.  Such  operations  are  occasion- 
ally performed  by  some  unwary  surgeon  without 
any  fundamental  benefit  to  the  patient  but  with 
an  ensuing  vociferous  rancor  toward  all  surgeons 
involved.  These  patients,  unable  to  adjust  them- 
selves to  their  new  appearance,  have  received  a 
psychic  trauma  which  only  occasionally  is  miti- 
gated by  the  passing  of  time  and  by  repeated  com- 
pliments concerning  their  appearance.  Some- 
times they  are  in  need  of  psychotherapeutic 
treatment. 


PI 

SI 


[h 


F 

w 

in 

in 

thi 

A1 


Summary 

An  effort  has  been  made  to  give  an  insight  into 
the  problems  involved  in  corrective  rhinoplasty 
and  to  enable  a physician  either  to  advise  or 
discourage  prospective  patients  because  of  his 
familiarity  with  their  psychic  make-up.  The 
surgical  potentialities  in  the  various  types  of 
nasal  defects  have  been  enumerated,  and  a knowl- 
edge of  these  would  also  be  of  great  benefit  to  his 
patient. 
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REHABILITATION  FOR  THE  TB  PATIENT 
Successful  rehabilitation  requires  a comprehensive 
and  effective  sanatorium  program  and  close  coopera- 
tion  between  the  sanatorium  and  the  community. 
All  the  community  services  must  be  integrated  to 
serve  the  patient  and  family  during  all  the  phases  of 
treatment,  from  the  time  of  diagnosis  until  the  indi- 
vidual is  fully  adjusted.  Under  these  conditions 
patients  will  accept  sanatorium  care,  remain  till  their 
tuberculosis  is  arrested,  and  follow  through  with 
necessary  rehabilitation  plans. — American  Review 
Tuberculosis,  January,  1947 


MATERNITY  DEATH  RATE  DOWN 

The  risk  of  dying  during  childbirth  decreased  dur- 
ing 1946,  according  to  figures  of  the  National  Office 
of  Vital  Statistics.  In  that  year,  5,153  women  died 
in  the  United  States  from  causes  related  to  preg- 
nancy and  childbirth  representing  a maternal  mor- 
tality rate  of  1.6  deaths  per  1 ,000  live  births,  as  com- 
pared with  5,668  deaths  and  a rate  of  2.1  in  1945. 

The  national  maternal  mortality  rate  has  been  de- 
clining steadily,  beginning  with  1930.  The  rate  in 
that  year  was  6.7,  or  over  4 times  as  large  as  the  rate 
in  1946. — Ohio  Stale  Medical  Journal,  July,  1948 


PHENYLETHYLHYDANTOIN  IN  THE  TREATMENT  OF 
SYDENHAM’S  CHOREA 

Thomas  Rogers  Kirk,  M.D.,  Rochester,  New  York 

{From  the  Department  of  Pediatrics,  University  of  Rochester,  School  of  Medicine  and  Dentistry) 


PHENYLETHYLHYDANTOIN  (“nirvanol”) 
has  been  used  for  twenty-six  years  in  the 
treatment  of  Sydenham’s  chorea.  It  was  intro- 
duced for  such  treatment  in  Germany  by  Roeder 
in  1919,  in  England  by  Poynton  in  1929,  and  in 
this  country  by  Ray  and  Cunningham  in  1930. 1-3 
Although  most  authors  report  favorably  on  its 
use,  several  have  reported  unfavorable  reactions. 

Since  chorea  is  a highly  variable  disease,  no 
therapeutic  study  is  convincing  unless  a fairly 
large  number  of  cases  is  included,  and  unless  com- 
parison is  made  with  cases  in  the  same  series  in 
which  patients  were  treated  by  other  methods. 
This  report  is  based  on  a study  of  243  cases  from 
the  Strong  Memorial  and  Rochester  Municipal 
hospitals  over  the  period  of  fifteen  years  from 
1930  to  1945.  There  are  107  of  these  cases  in 
which 'the  diagnosis  is  unquestioned,  the  records 
are  complete,  and  but  one  form  of  treatment  was 
used  during  one  hospital  admission. 

The  attacks  of  chorea  are  classified  according 
to  the  plan  outlined  by  Barnacle.4  Those  listed 
as  mild  had  intermittent  limited  choreiform 
I movements,  usually  without  grimaces  or  speech 
i defects.  Those  listed  as  moderate  had  more 
choreiform  movements,  some  grimaces,  and  some 
speech  defects.  Those  listed  as  severe  had  con- 
tinuous widespread  movements,  grimaces,  definite 
speech  impediment,  and  some  cases  were  violent. 
Phenylethylhydantoin  was  administered  by 
j mouth  in  doses  of  0.25  Gm.  per  day  for  the 
younger  children,  and  0.9  Gm.  per  day  for  the 

(older  ones.  Dosage  was  continued  daily  until 
the  onset  of  the  eruption,  usually  from  seven  to 
i ten  days.  If  there  was  no  reaction,  the  drug  was 
* usually  discontinued  after  fourteen  days.  The 
i patients  were  hospitalized  during  the  entire  course 
of  treatment. 

Results 

In  “nirvanol  sickness,”  the  sedative  effects  of 
phenylethylhydantoin  usually  appear  on  the 
I second  or  third  day  of  its  administration.  Fever 
usually  develops  on  the  seventh  day,  reaches  a 
I maximum  on  the  ninth  day,  and  subsides  on  the 
eleventh  day.  The  fever  can  be  prolonged  by 
the  continued  administration  of  the  drug  beyond 
1 its  onset.  On  the  ninth  day,  a few  reddish-brown 
- maculopapules  appear  on  the  thighs,  wrists,  or 
abdomen,  the  face  often  appears  swollen  and 
flushed,  and  a pale  pink  enanthem  may  appear  on 


the  soft  palate  or  buccal  mucosa.  By  the  next 
day  or  so  the  exanthem  has  become  general.  It  is 
usually  distinctly  morbilliform  but  somewhat 
more  urticarial  than  the  rash  of  measles.  Itch- 
ing may  be  intense.  Occasionally,  the  rash  is 
punctate  or  resembles  that  of  scarlet  fever. 

Girls  outnumbered  boys  in  a ratio  of  1.5  : 1,  a 
rather  unusual  finding.  The  average  age  was 
nine  years.  The  youngest  was  four  years  and 
the  oldest  was  fifteen. 

Of  those  treated  with  phenylethylhydantoin, 
seven  (12.5  per  cent)  failed  to  show  an  exantliem; 
six  others  who  failed  to  show  it  had  either  pre- 
viously or  subsequently  developed  an  eruption 
during  administration  of  the  drug.  Five  of  the 
seven  without  rash  were  afebrile,  but  only  one  of 
these  failed  to  respond  to  treatment. 

“Nirvanol  sickness”  does  not  always  result  as  a 
response  to  administration  of  the  drug,  nor  do  the 
fever  and  rash  appear  to  be  essential  for  successful 
treatment  of  chorea.  Six  patients  had  scarla- 
tiniform  and  seven  had  urticarial,  instead  of  the 
usual  morbilliform,  eruptions.  In  each  of  eight 
cases,  more  than  one  type  of  rash  appeared. 
Usually,  these  were  of  two  types : either  a scarla- 
tiniform  rash  on  the  fifth  day  followed  in  five 
days  by  a morbilliform  eruption,  or  the  typical 
morbilliform  eruption  on  the  sixth  to  ninth  day 
followed  in  one  or  two  weeks  by  an  urticarial 
rash.  Three  of  the  eight  patients  showed  an 
exanthem  after  the  first  dose  of  a second  course  of 
the  drug.  Eosinophilia,  mild  leukopenia,  and 
relative  lymphocytosis  generally  occurred  in 
patients  with  the  typical  exanthem.  Figure  1 
shows  typical  morbilliform  eruption  due  to 
phenylethylhydantoin.  Figure  2 shows  an  urti- 
carial rash. 

In  none  of  our  cases  did  persistent  harmful 
effects  develop.  One  girl  developed  a rash  re- 
sembling exfoliative  dermatitis.  Reported  harm- 
ful effects  from  phenylethylhydantoin  are  as 
follows:  agranulocytosis,  hemorrhagic  nephritis, 
delirium,  dyspnea  associated  with  swelling  of  the 
tracheobronchial  nodes,  subcutaneous  hemor- 
rhages, edema  of  the  bronchial  mucosa  with 
bronchial  hypertonus,  stomatitis,  edema  of  the 
lungs  with  cardiac  embarrassment,  and  the  dis- 
comfort attending  the  usual  reaction.6-12 

Influence  on  Chorea 

The  primary  sedative  action  of  phenylethyl- 
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Fig.  1.  Morbilliform  rash  due  to  phenylethylhy- 
dantoin. 


hydantoin  in  chorea  is  slight.  When  the  charac- 
teristic “nirvanol  sickness”  appears,  choreic 
manifestations  become  exaggerated.  When  the 
rash  and  fever  begin  to  disappear,  choreic  symp- 
toms rapidly  subside.  The  subsequent  course  of 
the  disease  is  definitely  shortened.  Since  all  the 
records  were  reviewed  by  one  individual,  the 
observations  recorded  in  the  two  larger  series 
should  be  comparable. 

For  the  severe  cases,  the  average  duration  of 
chorea  from  the  beginning  of  treatment  to  re- 
covery was  twenty-six  days  when  phenylethyl- 
hydantoin  was  used  and  seventy-seven  days 
when  other  drugs  were  used.  The  latter  group 
includes  two  cases  in  which  the  duration  was 
shortened  by  extraordinary  means:  one  by  a 
concurrent  acute  sinusitis,  the  other  by  a rash 
and  fever  from  phenylethylbarbituric  acid. 

For  the  moderate  cases,  the  average  duration 
of  chorea  from  the  beginning  of  treatment  to 
recovery  was  twenty-five  days  when  phenylethyl- 
hydantoin  was  used  and  forty-three  days  when 
other  drugs  were  used. 

There  was  one  failure  in  the  cases  treated  with 
phenylethylhydantoin  and  nine  failures  when 
other  drugs  were  used.  Forty-two  to  seventy 
days  is  the  reported  duration  for  chorea.13  A 
duration  of  seventy  or  more  days  without  re- 
covery is  considered  a failure  in  this  study.  The 
average  duration  of  chorea  from  the  beginning  of 
treatment  to  recovery  was  sixteen  and  one-half 
days  when  hyperthermia  was  used.  There  were 
no  failures. 

In  a group  of  25  severe  cases  treated  with 
phenylethylhydantoin,  ten  experienced  recur- 
rence of  the  disease;  in  a group  of  33  moderate 
cases,  seven  recurred.  The  total  was  17  recur- 
rences among  58  cases  under  continued  observa- 
tion. There  was  a total  of  15  recurrences  in  a 
group  of  45  cases  treated  with  other  drugs. 


Fig.  2.  Urticarial  eruption  due  to  phenylethylhy- 
dantoin. 


There  were  no  recurrences  in  the  group  treated 
with  hyperthermia. 

The  group  treated  with  hyperthermia  compares 
favorably  with  those  reported  in  the  litera- 
ture.14-19 The  group  treated  with  phenylethyl- 
hydantoin compares  favorably  with  the  series 
reported  in  the  literature.2’3,10-12,20-29  Weisman 
and  Leslie  tabulated  the  first  six  references  listed 
and  found  the  average  duration  was  twenty- 
five  days,  with  29  failures  in  178  cases.14-18  The 
last  three  references  listed  had  approximately  the 
same  time  period  and  22  failures  in  187  cases. 
In  one  series  of  six  cases,  all  were  failures,  and  all 
but  two  of  these  later  responded  to  typhoid  vac- 
cine therapy.29 

In  our  entire  series,  51  children  (47  per  cent) 
eventually  had  some  evidence  of  carditis,  i.e.,  an 
altered  electrocardiogram,  an  enlarged  heart,  or  a 
permanent  murmur. 

Comment 

The  mechanism  of  “nirvanol  sickness”  is  ob- 
scure. Nothing  similar  has  been  observed  in 
animals.  In  rabbits,  large  doses  (from  10  to  20 
times  that  used  in  man)  have  led  to  exhaustion  of 
the  bone  marrow  and  agranulocytosis.3  Schick 
has  reported  on  the  toxicity  of  the  optical  iso- 
mers of  phenylethylhydantoin.6 

There  is  a similarity  to  serum  sickness  that  has 
been  noted  by  many  authors:  the  frequent 

eosinophilia,  the  exanthem,  and  the  occasional 
desensitization.  The  sudden  shift  from  alkalosis 
(during  the  early  administration  of  the  drug)  to 
acidosis  at  the  time  of  the  febrile  reaction  has 
been  thought  to  be  a significant  feature  of  its 
mode  of  action.21 

Undoubtedly  phenylethylhydantoin  is  not 
specific  in  its  action  on  chorea,  since  there  are 
many  other  ways  of  producing  a similar  result. 
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The  ease  of  administration,  the  absence  of 
untoward  reactions  in  our  series,  the  failure  of  the 
drug  to  have  a deleterious  effect  on  coexisting 
carditis  in  this  and  other  series,  and  the  greatly 
shortened  course  of  the  disease  seem  to  warrant 
the  use  of  phenylethylhydantoin  in  moderate  and 
severe  chorea. 

Phenylethylhydantoin  does  not  produce  re- 
sults so  rapidly  as  does  hyperthermia,  especially 
that  produced  by  typhoid-paratyphoid  vaccine, 
but  the  sedative  effect,  the  requirement  of  less 
highly  trained  personnel,  and  the  safety  with 
which  repeated  courses  may  be  given  are  advan- 
tages in  the  use  of  “nirvanol”  not  possessed  by  all 
types  of  hyperthermia. 

Summary  and  Conclusions 

1.  Sixty-six  cases  of  Sydenham’s  chorea 
treated  with  phenylethylhydantoin  are  compared 
with  51  cases  treated  with  various  other  drugs. 

2.  Phenylethylhydantoin  proved  to  be  more 
effective  than  other  drugs  in  the  treatment  of 
chorea.  The  duration  of  the  disease  was  reduced 

i approximately  one  half.  There  were  fewer 
i failures,  but  recurrences  were  not  significantly 
prevented. 

3.  Although  “nirvanol  sickness”  may  cause 
temporary  discomfort,  no  permanent  harmful 

I effects  were  noted  in  this  series. 

4.  Because  of  the  possible  danger  to  bone 
marrow,  frequent  blood  counts  should  be  made 
in  patients  treated  with  phenylethylhydantoin. 

5.  The  administration  of  the  drug  should  not 
I be  continued  after  the  appearance  of  the  eruption, 

nor  for  more  than  fourteen  days. 


6.  There  were  no  harmful  effects  on  treated 
patients  with  active  carditis. 


The  phenylethylhydantoin  used  in  this  study  was  supplied 
by  R.  J.  Strasenburgh  Company,  Rochester,  New  York. 
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‘ SALES  TALK 

Every  now  and  then  the  physician  has  to  sell  an 
idea  that  he  knows  the  patient  won’t  relish  but  that 
t is  necessary  for  the  patient’s  good — like  submitting 
• to  a major  operation,  or  committing  a loved  one  to  a 
l|  state  hospital,  or  moving  to  another  part  of  the 
country. 

How  to  get  compliance? 

One  colleague  we  know  has  given  a lot  of  thought 
to  his  approach.  If  an  operation  is  his  aim,  he  may 
? suggest  it  in  this  way: 

“I  could  promise  you  that  the  prescription  I’ve 
just  given  you  will  work  a miracle.  I could  then 
tell  you  to  go  home  and  stop  worrying.  But  you’re 
too  intelligent  to  believe  it.  I’ll  lay  my  cards  on  the 


table,  therefore,  and  say  frankly  that  while  this 
prescription  will  help  you  temporarily,  an  operation 
is  your  only  hope  for  permanent  relief.” 

This  approach  reflects  two  cardinal  principles  of 
successful  selling:  It  flatters  the  person’s  intelligence 
and  it  anticipates  his  objections.  Thus  it  lessens  his 
resistance. 

What  sets  it  apart  from  ordinary  selling  is  the  fact 
that  service  to  the  patient,  not  profit  to  the  entre- 
preneur, is  the  driving  motive  behind  the  approach. 
But  human  nature  being  what  it  is,  the  gambit  is  as 
handy  in  the  consultation  room  as  along  a Fuller 
brush  route. 

— Medical  Economics,  August,  1948 


THE  ACCIDENT-PRONE  PATIENT 

Marion  Norris  Gleason,  Rochester,  New  York 


DURING  the  last  twenty-five  years  a con- 
cept of  accident  causation  and  prevention 
has  been  developing  that  may  have  as  great  an 
influence  on  the  public  disability  and  death  rates 
as  the  discovery  of  the  sulfonamides  and  peni- 
cillin. The  concept  is  that  repeated  accidents  are 
symptoms  of  physical  and  emotional  disorders 
which,  in  many  cases,  can  be  diagnosed  and 
treated  clinically.  In  other  words,  if  a person  has 
repeated  falls,  bumps,  cuts,  or  similar  injuries,  he 
suffers  from  a predisposition  to  accidents  and 
should  seek  medical  help,  just  as  he  should  if  he 
suffers  from  joint  pains,  chronic  indigestion,  or  a 
neurosis.  Otherwise,  sooner  or  later,  he  will  very 
likely  suffer  a major  injury  which  may  cripple  or 
kill  him. 

Pasteur  divorced  the  unhappy  couple,  accidents 
and  disease,  when  he  made  the  discovery  that  bac- 
teria were  the  cause  of  certain  infections.  This 
started  the  great  public  health  drive  toward  uni- 
versal freedom  from  epidemic  disease  and  di- 
verted medical  research  and  practice  from  the  wade 
areas  of  speculation  and  metaphysics  into  nar- 
rower paths  through  laboratories  equipped  with 
microscopes  and  test  tubes.  But  the  accident 
problem  still  remained  a matter  of  demoniac  luck 
or  divine  correction. 

Then  Robert  Koch  presented  his  theory  of 
immunization,  and  epidemiologists  like  Charles 
Chapin  established  the  practical  application  of 
this  theory.  Soon  the  downward  trend  of  the 
terrible  death  rate  due  to  epidemic  diseases  was 
apparent  on  the  public  health  charts,  but,  with  the 
growing  control  of  contagious  diseases,  statisti- 
cians watched  the  rising  rates  of  disability  and 
death  due  to  accidents  climb  into  the  spaces  left  by 
smallpox  and  yellow  fever.  There  was  a tremend- 
ous reduction  in  child  mortality  from  diphtheria 
and  dysentery,  but  shocked  public  health  officials 
saw  that  accidents  were  rapidly  becoming  the 
number  one  killers  of  children  and  young  people. 

The  first  successful  attempt  to  make  a scientific 
study  of  the  accident-prone  personality  was 
undertaken  in  England  in  1919  by  Greenwood  and 
Woods,  investigators  for  the  British  Industrial 
Health  Research  Board.1  They  established,  on  a 
statistical  basis,  the  fact  that  about  20  per  cent  of 
the  people  have  most  of  the  accidents,  while  the 
remaining  80  per  cent  are  comparatively  accident- 
safe. 

Since  then,  many  similar  studies  have  been 
made,  implemented  largely  by  industrial  and 
insurance  groups,  with  traffic  bureaus  actively 
interested.  Despite  many  confusing  variables 


which  make  a correlation  of  such  work  difficult, 
there  has  been  a general  agreement  wdth  the  orig- 
inal findings  of  Greenwood  and  Woods,  and  the 
ratio  of  20  to  80  between  the  accident-prone  and 
the  accident-safe  remains. 

A wealth  of  material  has  been  written  on  acci- 
dent-proneness.  William  Hollis,  formerly  re- 
search associate  of  the  New  York  University 
Center  for  Safety  Education,  and  now  senior 
safety  engineer  of  the  Los  Alamos  Scientific  Lab- 
oratory, Los  Alamos,  New  Mexico,  has  over  1,000 
titles  in  his  bibliography  of  literature  on  accident- 
proneness  and  related  subjects.  The  following 
quotation  is  from  Boyd  Fisher’s  widely  used  book, 
Mental  Causes  of  Accidents,  published  in  1921: 
“Accident  hygiene  is  like  prescribing  for  sick 
people  individually,  as  their  causes  require.  Pub- 
lic health  ....  does  everything  possible  to  pre- 
serve the  health  of  the  whole  community. 
Private  medicine,  nevertheless,  finds  much  illness 
to  treat  that  cannot  be  prevented  in  a wholesale 
way.  And  so,  too,  we  find  that  after  we  do  all 
of  the  accepted  things  in  safety  work,  we  still  have 
accidents  arising  out  of  special  circumstances  af- 
fecting individuals,  and  we  must  supplement 
general  safety  devices  by  prescribing  a special  kind 
of  safety  medicine.  After  we  treat  men  for  ac- 
cidents growing  out  of  traits  in  which  they  are 
alike,  we  must  treat  them  for  accidents  growing 
out  of  traits  in  which  they  differ.”2 

To  Dr.  Flanders  Dunbar  of  the  College  of 
Physicans  and  Surgeons,  Columbia  University, 
can  probably  be  credited  the  first  statistical  medi- 
cal approach  to  the  personal  factors  back  of  acci- 
dents. In  her  pioneer  studies  of  1,600  fracture 
cases  at  Presbyterian  Medical  Center,  she  demon- 
strated that  the  prevention  of  accidents  is  the  con- 
cern of  the  medical  profession.  In  her  book, 
Psychosomatic  Diagnosis,  she  says,  “Accidents 
are  an  important  factor  in  public  health.”  Fur- 
ther, “Physicians  have  hesitated  to  study  the 
problem  of  accident-proneness,  perhaps  because 
of  the  difficulties  inherent  in  it — although  it  is  no 
more  baffling  than  the  problem  of  cardiovascular 
disease — or  perhaps  because,  like  everyone  else, 
they  have  assumed  that  accidents  always  happen 
by  accident.”3 

Dr.  Dunbar’s  studies  were  confirmed  by  Drs. 
Jurgen  Ruesch  and  Karl  Bowman  at  the  Univer- 
sity of  California  Medical  School,  where  they  used 
256  cases  of  head  injuries  for  their  work.  They 
report,  “Analysis  of  the  circumstances  of  the  acci- 
dents as  a whole  reveals  that  only  a minority  of 
the  injuries  were  caused  by  accidental,  unfavor- 


2168 


October  t,  1948] 


THE  ACCIDENT-PRONE  PATIENT 


21159 


able  circumstances.  The  majority  were  caused  by 
factors  which  bear  on  the  character  of  the  injured 
subjects.”4 

At  the  other  extreme  of  the  psychosomatic  field 
where  we  find  physical  factors  are  stressed,  the 
following  opinion  has  been  expressed  by  Dr.  I. 
Pearse,  coauthor  of  The  Peckham  Experiment,  in 
which  are  described  studies  made  of  4,000  families 
at  the  Pioneer  Health  Center  in  London:  “In  our 
opinion  the  primary  cause  of  accident-proneness 
is  physical  disorder.  If  you  have  studied  the 
recently  published  The  Peckham  Experiment,  you 
will  see  that,  taking  our  population  to  be  a reason- 
able sample  of  the  general  population  of  this  coun- 
try, there  were  90  per  cent  of  the  people  with  some 
disorder.  Only  20  per  cent  of  the  individuals 
studied  by  us  were  aware  of  their  disorder,  that  is 
to  say,  suffering  from  disease  or  disability.  I can- 
not think  that  any  action  pattern  to  be  observed 
in  leisure  time  is  not  equally  to  be  seen  in  working- 
time,  and  if  this  were  fully  investigated  it  would 
not  turn  out  to  be  closely  related  to  accident- 
proneness.”5 

Many  industries  have  been  successful  in  using 
this  concept  to  reduce  accidents  among  em- 
ployes. The  result  generally  has  been  a gratify- 
ing drop  in  the  on-the-job  accident  rate.  How- 
ever, reaching  individuals  in  the  homes  and  on 
the  farms,  where  there  is  little  supervision  or 
mechanical  protection,  has  been  a problem  pre- 
senting discouraging  difficulties.  Furthermore, 
there  has  seemed  no  way  to  attack  the  appalling 
accident  death  rate  of  preschool  children  except 
by  educational  drives  for  parental  carefulness. 

Last  year  a comparatively  simple  procedure 
with  wide  sociologic  implications  was  outlined  by 
Dr.  Richard  Jaenike  of  the  University  of  Roch- 
ester School  of  Medicine  and  Dentistry.  Dr. 
Jaenike,  a clinical  psychiatrist,  has  been  interested 
for  some  time  in  the  study  of  slight  petit  mal  and 
psychomotor  attacks  of  epilepsy  as  a possible 
cause  of  many  unexplained  accidents.  This  was 
his  practical  and  humane  suggestion:  “A  com- 
plete medical,  psychological,  and  neurological 
examination  given  to  accident  repeaters,  especi- 
ally children,  might  reveal  not  only  the  disorders 
of  which  the  accidents  are  symptoms,  but  other 
hidden  disorders  as  well.  Such  a thorough  exam- 
ination, followed  by  the  proper  therapy,  should  en- 
able the  patient  to  leave  an  accident  clinic  better 
prepared  in  every  way  to  lead  a happier  and 
healthier  life.  An  accident  clinic  also  would  have 
the  practical  advantage  of  attracting  a public  that 
still  frequently  rejects  the  idea  of  a psychiatric 
interview  or  a brain  wave  test  for  possible  epil- 
epsy.” 

As  a result  of  this  suggested  solution  to  a 
baffling  problem,  considerable  discussion  has 
taken  place  among  various  specialists  as  to  how 


such  a medical  accident  clinic  could  be  set  up,  and 
it  now  seems  a matter  of  a few  months  before  one 
or  more  clinics  for  accident  repeaters  will  be  estab- 
lished. 

In  discussing  the  implementation  of  clinical 
procedures  for  the  accident-prone,  it  has  been 
necessary  to  accept  the  fact  that  such  a patient 
presents  a sociologic  as  well  as  a medical  and 
psychiatric  problem.  Fortunately,  the  wide  ac- 
ceptance of  the  theory  of  psychosomatic  diagnosis 
and  therapy  by  lay  people  as  well  as  by  the  medi- 
cal profession  enables  the  study  of  the  accident- 
prone  personality  to  fit  very  well  into  the  pattern 
of  the  concept  that  the  emotional  and  environ- 
mental background  of  an  ill  person  must  be 
considered  along  with  the  study  of  the  patient’s 
actual  disease.  To  paraphrase  Dr.  Fred  Shattuck, 
“It  is  more  important  what  kind  of  a fellah  has 
an  accident  than  what  kind  of  an  accident  the 
fellah  has.” 

Dr.  William  L.  Bradford,  professor  of  pediatrics 
at  the  University  of  Rochester  School  of  Medicine 
and  Dentistry,  was  one  of  the  first  specialists  to 
make  clinical  use  of  Dr.  Jaenike’s  theory.  The 
following  example  of  one  of  Dr.  Bradford’s  cases 
provides  an  excellent  illustration  of  the  principles 
involved  in  the  clinical  detection  and  treatment  of 
accident-proneness,  especially  in  the  preschool 
child. 

A three-year-old  boy  was  brought  to  Dr.  Brad- 
ford’s office  with  a cut  in  his  forehead.  After  the 
injury  had  been  treated  Dr.  Bradford  questioned 
the  mother  and  found  that  the  child  had  an  acci- 
dent history  of  many  tumbles,  bumps,  and 
bruises.  The  boy  was  given  an  orthopedic  exam- 
ination which  revealed  knock  knees  and  weak 
ankles.  Simple  exercises  and  lifts  in  his  shoes  were 
prescribed,  and  the  boy  was  no  longer  afflicted 
with  repeated  falls. 

Further  discussion  of  the  case  brought  out  the 
fact  that  the  weak  ankles  and  knock  knees  were 
caused  by  malnutrition.  This  condition,  in  turn, 
was  the  result  of  the  child’s  being  so  spoiled  that 
his  eating  habits  had  suffered.  The  emotional 
factors  back  of  this  situation  brought  the  case  into 
the  psychiatric  field.  The  question  may  well  be 
raised  here  as  to  how  a general  practitioner,  who 
might  readily  make  the  proper  diagnosis  of  the 
causes  back  of  his  patient’s  repeated  injuries  due 
to  accidents,  could  offer  a therapy  that  requires 
psychiatric  procedures.  Dr.  Jaenike  again  gives 
an  encouraging  answer  to  this  problem. 

With  accidents,  a miss  is  frequently  as  good  as 
a mile,  and  there  is  often  a hair-line  difference  in 
space,  or  a split-second  difference  in  time  between 
a near  accident  and  an  injury.  Even  a small 
amount  of  insight  into  the  cause  of  a person’s 
accident-proneness,  either  physical  or  emotional, 
can  often  provide  the  slight  amount  of  restraint 
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or  care  that  might  prevent  an  accident  from 
taking  place. 

In  discussing  the  setup  of  a clinic  for  accident 
repeaters,  besides  routine  pediatric  and  medical 
examination,  the  following  factors  have  had 
special  consideration. 

Instruments  (Ortho-Rater  and  Sight-Tester) 
have  been  perfected  which  can  detect  visual  de- 
fects contributing  to  an  individual’s  accident- 
proneness.  These  instruments  can  be  operated  by 
trained  laymen,  and  accidents  in  one  industry 
have  been  reduced  directly  or  indirectly  about  20 
per  cent  through  the  use  of  this  device.  Hearing 
losses  can  also  be  detected  by  a similar  instru- 
ment (Audiometer)  which  is  designed  for  the  use 
of  trained  laymen. 

It  is  possible  that  such  instruments,  operating 
in  a mobile  unit  through  rural  farm  areas,  could 
do  much  to  reduce  the  number  of  accidents  caused 
by  buzz  saws,  axes,  and  smaller  tools.  Visual  and 
auditory  defects  of  farmers’  wives  and  children 
could  also  be  detected  and  a visit  to  an  ophthal- 
mologist or  otologist  be  recommended. 

A study  has  been  made  of  a number  of  elderly 
pedestrians  who  have  been  hit  by  autos,  and  they 
were  found  to  have  almost  complete  occlusion  of 
hearing  due  to  hardened  wax  in  their  ears.  This 
condition  is  often  found  where  there  is  a tense  and 
nervous  personality,  particularly  in  older  people. 

From  public  health  nurses  have  come  reports 
of  children  and  two  cases  of  older  people  who 
suddenly  commenced  to  stumble  and  fall  with 
increased  frequency.  One  case  was  reported  of  a 
boy  who  not  only  started  to  fall  down  stairs  fre- 
quently but  up  stairs  as  well.  His  medical  history 
revealed  a recent  slight  infection  which  was  given 
a postdiagnosis  of  poliomyelitis.  A muscle  grad- 
ing test  was  given,  and  the  weakened  muscle 
found  and  trained  back  to  better  control. 

The  history  of  Dr.  Bradford’s  case  described 
previously  covers  only  one  type  of  orthopedic 
accident-proneness.  Dr.  Bradford  suggests  that 
public  school  physical  education  teachers  and 
nurse  teachers  could  spend  time  profitably  study- 
ing the  correlation  between  postural  defects  in 
children  and  repeated  accidents. 

Pharmacology  and  toxicology  are  two  of  the 
most  needed  fields  for  medical  research  and 
patient  education  in  clinical  safety  work.  Here  is 
a case  reported  by  Dr.  J.  G.  Fred  Hiss  of  Syracuse. 
Dr.  Hiss  is  a cardiologist,  and  a patient  was  re- 
ferred to  him  as  needing  a specialist’s  care.  When 
he  first  saw  her,  she  was  hospitalized  and  was  in 
such  a disorganized  state  she  needed  constant 
attention,  as  well  as  high  boards  at  the  sides  of  the 
bed  to  prevent  accident.  After  examination 
which  revealed  no  organic  heart  trouble,  Dr.  Hiss 
inquired  about  medications  she  was  receiving. 
He  ordered  all  medication  stopped.  The  next  day 
she  was  normal  and  ready  for  discharge. 


Between  1925  and  1935,  at  the  Massachusetts 
General  Hospital,  one  out  of  every  four  cases  of 
poisoning  was  attributed  to  therapeutic  drugs, 
and  last  year  at  the  Strong  Memorial  Hospital  of 
Rochester,  New  York,  with  a census  of  about  six 
hundred  patients,  it  was  estimated  that  one  ad- 
mission a day  was  related  to  an  overdosage  of  pre- 
scribed medications.  * 

The  number  of  admissions  to  hospitals  of 
patients  in  a disorganized  state  suffering  from  bro- 
mide poisoning  is  high  and  is  of  special  interest  to 
safety  workers,  since  bromide  poisoning  may  keep 
the  patient  accident-prone  for  from  three  to  four 
months. 

Traffic  bureaus  could  well  make  a study  of  the 
effect  of  barbiturates  on  alcoholics.  It  might  be 
found  that  the  sedative  had  as  much  to  do  with 
drunken-driving  accidents  as  the  alcohol,  or  that, 
in  combination  with  the  alcohol,  it  was  at  least  a 
contributing  factor. 

It  may  well  be  argued  that  the  good  medical 
practitioner  has  been  treating  accident-prone 
patients  clinically  for  years,  and  that  an  accident 
clinic  is  only  a new  angle  or  a different  focus  on  an 
old  procedure.  But  sometimes  a new  focus  is 
necessary  when  a need  is  great. 

The  motivating  philosophy  behind  this  ap- 
proach is  well  expressed  by  Dr.  Lydia  G.  Giber- 
son,  industrial  psychiatrist  of  the  Metropolitan 
Life  Insurance  Company.  “Safety,  again,  as  I 
see  it,  is  a sign  of  positive  coordination,  a sweet- 
ness of  physical  and  mental  health,  the  adaptation 
of  a twentieth  century  adult  to  his  industrial  en- 
vironment. It  is  extremely  important  to  remem- 
ber that  all  of  the  environment  must  be  con- 
sidered, for  man  lives,  breathes,  and  works  as  a 
unit.  Safety  is  a humane  consideration  and  a 
grace  accruing  to  a really  decent  civilization.”6 

130  Gibbs  Street 


* The  census  of  the  adjoining  Municipal  Hospital  is  in- 
cluded in  this  figure. 
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Case  Reports 


DIPHTHERIA  INFECTION  OF  THE  SKIN  OF  THE  FEET 

Walter  C.  Levy,  M.D.,  Jamestown,  New  York 


A LTHOUGH  a rather  cursory  review  of  the  litera- 
1 1 ture  reveals  a great  many  references  to  cu- 
taneous diphtheria,  practically  all  these  reports  are 
found  occurring  among  military  personnel. 1_  * Since 
diphtheria  of  the  skin  is  apparently  such  a rarity  in 
civilian  practice,  it  seems  worthwhile  to  present  a 
single  case. 


Case  Report 

A 12-year-old  boy  was  admitted  to  the  Brooks 
Memorial  Hospital,  Dunkirk,  on  the  private  service 
of  Dr.  J.  It.  LaPaglia,  in  the  early  morning  of 
October  17,  1947,  with  convulsive  seizures  and  a 
slow  pulse.  He  had  had  sore  feet  of  about  two 
weeks’  duration  preceding  his  admission.  There 
was  on  the  left  foot  a large  ulcerative  area  elliptic 
in  shape,  measuring  about  5 inches  in  length  and 
about  3 inches  at  its  widest  point,  extending  along 
the  medial  aspect  of  the  foot  from  the  base  of  the 
hallux  anteriorly  almost  to  the  heel,  with  a circular 
black  crusted  area  about  l1/*  inches  in  diameter 
opposite  the  metacarpophalangeal  joint  which 
looked  like  a gangrenous  area  of  skin,  somewhat 
resembling  a burn  which  had  been  coagulated  with 
tannic  acid.  This  crust  which  was  tightly  adherent 
to  the  underlying  tissue  had  a U-shaped  defect  near 
its  periphery  which  was  covered  with  yellowish-gray 
exudate.  There  was  a smaller  ulceration  on  the 
right  foot,  also  elliptic  in  shape,  located  on  the  me- 
dial aspect  of  the  big  toe,  resembling  that  on  the  left 
foot  but  without  the  gangrenous  appearing  crusted 
area. 

At  the  time  of  admission,  the  pulse  was  30,  blood 
pressure  80/40,  and  temperature  100  F.  The  skin 
was  cold  and  clammy.  He  appeared  to  be  in  a 
state  of  shock.  Tonsils  and  pharynx  appeared  nor- 
mal with  no  injection  or  evidence  of  exudate.  No 
cervical  glands  were  palpable.  Deep  reflexes  were 
exaggerated.  Heart  sounds  were  weak  with  the 
rate  being  28  to  32  per  minute.  Convulsive  seizures 
occurred  at  intervals,  particularly  upon  stimulation 
produced  by  touching  him. 

The  history  as  obtained  indicated  that  the  boy 
had  been  limping  for  about  two  weeks  before  his 
admission  to  the  hospital  because  of  painful  feet. 
The  lesions  on  the  feet  started  as  a slight  scratch  on 
each  foot.  From  these  scratches  blisters  had  de- 
veloped which  spread  on  the  left  foot  from  the  big 
toe  over  the  dorsum  and  around  the  medial  aspect 
to  the  plantar  surface  almost  as  far  back  as  the  heel; 
that  on  the  right  foot  was  confined  to  the  medial 
aspect  of  the  big  toe.  He  was  seen  at  the  doctor’s 
office  on  October  10,  1947,  six  days  before  his  admis- 
sion, at  which  time  the  blistered  and  raw  areas  with 
necrotic  tissue  were  cleansed  and  treated  with  sulfa- 
thiazole  powder.  Rest  and  hot  packs  were  pre- 
scribed. He  was  not  seen  by  the  physician  again 
until  about  2:00  a.m.,  October  17,  1947,  at  which 
time  the  child  was  having  convulsions  and  the  slow 


pulse  was  noted.  Immediate  hospitalization  was 
ordered. 

The  tentative  diagnosis  before  and  on  admission 
to  the  hospital  was  toxemia  due  to  tetanus  bacillus 
infection  with  complete  heart  block.  After  testing 
for  sensitivity  with  tetanus  antitoxin,  treatment  was 
started  with  small  doses  reaching  a total  of  100,000 
units  by  4:00  p.m.,  October  17,  1947.  Also,  be- 
ginning shortly  after  his  admission,  penicillin  was 
started  with  a dosage  of  30,000  units  every  three 
hours.  This  dosage  was  continued  through  October 
20,  1947,  to  a total  amount  of  930,000  units  of  peni- 
cillin. 

Also,  shortly  after  admission  a culture  was  taken 
from  the  base  of  the  U-shaped  defect  in  the  gangren- 
ous area,  inoculated  on  a Loeffier’s  slant  and  taken 
to  the  Chautauqua  County  Laboratory.  A spread 
made  from  the  swab  was  examined  and  the  opinion 
given  that  the  organisms  were  very  suspicious  for 
Corynebacterium  diphtheria  in  morphology.  This 
was  confirmed  by  the  examination  of  the  growth  on 
the  Loeffler  slant.  On  the  basis  of  this  information, 
treatment  with  diphtheria  antitoxin  was  begun 
about  5:00  p.m.,  October  17,  1947,  with  intramuscular 
administration  in  dosage  of  10,000  units  every  three 
hours  until  50,000  units  had  been  given  by  6:00 
a.m.,  October  18,  1947,  with  an  additional  10,000 
units  at  6:00  a.m.,  October  19,  1947,  making  a total 
dosage  of  60,000  units  of  diphtheria  antitoxin. 
Also,  on  October  17,  1947,  5,000  units  of  diphtheria 
antitoxin  were  used  locally  on  the  wounds,  and 
another  5,000  units  were  also  applied  to  the  feet  on 
October  20,  1947. 

On  the  morning  of  October  18,  1947,  the  patient’s 
general  condition  was  very  poor;  temperature  was 
101  F.,  pulse  ranging  from  32  to  38,  and  respirations 
40  to  48.  However,  in  the  afternoon  of  that  day  the 
pulse  began  to  increase  in  rate  and  improve  in  qual- 
ity; respirations  became  slower,  temperature  de- 
clined, and  his  general  condition  improved.  From 
that  time  his  general  condition  remained  good.  His* 
pulse  rate  increased  to  72  to  80,  and  the  lesions  on 
the  feet  healed  rapidly  under  local  medication  with 
sulfathiazole  ointment  and  later  cod  liver  oil  oint- 
ment. 

Laboratory  Data. — Examination  of  the  blood  on 
admission  showed  a red  blood  cell  count  of  4,650,000, 
hemoglobin  94  per  cent,  color  index  of  1.01,  white 
blood  cell  count  15,100,  80  per  cent  polymorpho- 
nuclear cells,  and  20  per  cent  small  lymphocytes. 
On  October  23,  1947,  the  white  cell  count  was  1 1,800. 

Urinalysis  on  admission  showed  a specific  gravity 
of  1.027,  acid,  albumin  1 plus,  sugar  1 plus,  and  a few 
squamous  cells,  white  blood  cells,  and  bacteria  on 
microscopic  examination.  Another  urine  specimen 
on  October  23,  1947,  showed  specific  gravity  of 
1.010,  alkaline,  albumin  1 plus,  no  sugar,  and  a 
moderate  number  of  white  blood  cells  on  micro- 
scopic examination.  The  swab  smear  from  the 
lesions  on  the  feet  was  highly  suspicious  for  dipli- 
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theria.  The  culture  from  this  same  source,  taken 
October  17,  1947,  was  positive  for  diphtheria  bacilli. 
Repeated  nose  and  throat  cultures  were  negative,  as 
were  subsequent  cultures  from  the  skin  lesions. 

Progress. — When  first  seen,  the  lesions  on  the  feet 
appeared  as  described  above  and  apparently  were 
very  painful  and  tender.  When  seen  again  on 
October  30,  1947,  the  patient’s  improvement  in 
general  condition  had  continued.  The  feet  were 
no  longer  painful,  and  there  was  considerable  evi- 
dence of  healing.  On  the  left  foot  the  crust  had 
apparently  dropped  off,  and  the  only  area  covered 
by  granulations  was  that  which  had  previously  been 
gangrenous  in  appearance.  The  rest  of  the  foot  was 
covered  with  newly  formed  skin.  On  the  right  foot 
epithelization  had  proceeded  from  the  edges,  and  a 
much  smaller  area  than  that  previously  described 
remained  opened,  raw,  and  covered  with  granula- 
tions. 

The  patient’s  condition  continued  to  improve,  and 
he  was  discharged  from  the  hospital  on  November 
16,  1947,  as  recovered. 

Epidemiologic. — There  was  no  history  of  his  ever 
having  received  diphtheria  immunization.  There 
was  no  history  or  evidence  of  sore  throat  or  nasal  dis- 
charge in  the  patient  or  in  any  other  member  of  his 
household.  This  boy  was  accustomed  to  take 
walks  through  the  fields  and  woods  near  his  home 
which  was  located  near  the  outskirts  of  the  city. 
About  a week  preceding  the  onset  of  painful  feet, 
he  had  been  in  a swampy  area  and  had  soaked 
through  his  shoes  to  his  feet,  following  which  a slight 
scratch  or  break  in  the  skin  occurred  on  each  foot, 
on  the  left  opposite  the  metacarpophalangeal  joint 
and  on  the  right  along  the  medial  aspect  of  the 
hallux. 

Nose  and  throat  cultures  were  taken  on  the  other 
members  of  his  household,  other  contacts  being 
denied.  These  comprised  his  father,  mother,  and 
five  brothers.  These  cultures  were  negative  for 
diphtheria  bacilli  with  two  exceptions.  The  culture 
from  throat  of  a brother,  A.  W.,  aged  fifteen,  was 
positive  for  diphtheria  bacilli,  and  a culture  from 
the  nose  of  another  brother,  N.  W.,  aged  ten,  was 
positive.  There  was  no  clinical  evidence  of  diph- 
theria in  either  of  these  brothers;  therefore,  it 
appears  that  they  were  carriers,  although  it  could 
not  be  determined  whether  they  or  one  of  them  was 
responsible  for  the  infection  of  the  feet  or  whether 
they  became  infected  from  the  skin  infection. 

Comment 

Cutaneous  diphtheria  is  apparently  an  unusual 
condition  in  civilian  life,  although  it  is  not  un- 
common in  military  practice,  especially  in  the  Medi- 
terranean area  and  in  the  Near  East.  References  to 


myocardial  complication  such  as  was  seen  in  this 
case  are  found  in  the  literature.  Neuritic  complica- 
tions which  apparently  are  more  likely  to  occur 
were  not  observed  in  this  case. 

The  rarity  of  cutaneous  diphtheria  in  civilian 
practice  may  well  be  more  apparent  than  real.  It 
is  quite  possible  that  the  routine  culture  of  many 
skin  lesions  might  reveal  that  infection  with  Coryne- 
bacterium  diphtheriae  is  more  common  than  is 
generally  realized. 

To  illustrate  this,  reference  can  be  made  to  a 
familial  outbreak  of  diphtheria  in  August  and  Sept- 
ember, 1945,  in  Hornell.  The  mother,  the  first 
case  recognized  and  diagnosed,  had  pharyngeal 
diphtheria.  A newborn  infant  in  the  family  was 
found  to  have  a diphtheritic  membranous  infection 
of  a circumcision  wound  which  preceded  in  onset 
that  of  the  mother’s  pharyngeal  infection.  A third 
case  occurred  in  the  family  in  a seven-year-old  boy, 
this  being  pharyngeal  diphtheria.  Subsequently, 
the  father,  who  was  a captain  in  the  military  service, 
was  found  to  have  a deep,  infected,  unhealed 
wound  of  the  back  of  the  left  hand  and  left  arm, 
which  was  called  “jungle  rot,”  but  which,  when 
cultured,  was  found  to  be  positive  for  Coryne- 
bacterium  diphtheriae.  Virulent  diphtheria  bacilli 
were  isolated  on  culture  from  each  of  these  cases, 
including  the  infected  circumcision  wound  in  the 
newborn  infant. 

The  indicated  treatment  is  the  use  of  diphtheria 
antitoxin  intramuscularly  and,  if  necessary,  intra- 
venously. Use  of  penicillin  as  local  application 
has  been  recommended  but  was  not  used  in  this 
case.  Diphtheria  antitoxin  as  a local  application 
was  used  more  or  less  empirically  in  the  treatment 
of  the  case,  but,  subsequently,  reference  to  its 
use  was  noted  in  the  literature.4 

The  convulsive  seizures  which  were  thought  to 
be  due  to  tetanus  infection  were  probably  due  to 
cerebral  anoxia  resulting  from  the  bradycardia. 
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DIME-SIZED  AREA  IN  BRAIN  IS  CONSCIOUSNESS  CENTER 


A dime-sized  area  in  the  very  middle  of  the  brain  is 
the  brain  center  for  consciousness.  Location  of  this 
area  was  announced  by  Drs.  George  N.  Thompson 
and  J.  M.  Nielsen  of  the  University  of  Southern  Cali- 
fornia, at  the  meeting  of  the  American  Medical 
Association  in  Chicago. 

If  this  dime-sized  piece  of  brain  is  destroyed,  as  by 
a blood  clot,  hemorrhage  or  tumor,  the  patient  loses 


consciousness.  He  goes  into  a deep  coma  and  while 
he  may  live  on  for  several  days  or  even  three  weeks, 
he  does  not  recover. 

Patients  who  sleep  for  prolonged  periods,  as  in  so- 
called  sleeping  sickness,  or  encephalitis,  probably 
suffer  damage  to  this  seat  of  consciousness  but  not 
destruction  of  it,  Dr.  Thompson  said. — Science 
News  Letter,  July  8,  1.9// 8 


GANGRENE  OF  THE  HAND  FOLLOWING  TRAUMATIC  OCCLUSION  OF  THE 
RADIAL  AND  ULNAR  ARTERIES 

Robert  L.  Nach,  M.D.,  and  Herman  Lohman,  M.D.,  New  York  City 
(F rom  the  Surgical  Service  of  Harlem  Hospital) 


A CUTE  arterial  thrombosis  may  result  from 
1 1 varied  forms  of  trauma,  chief  of  which  are 
penetrating  and  puncture  wounds,  fractures,  con- 
tusions, crushing  injuries,  and  prolonged  or  re- 
peated pressure.  Lowenberg  reported  a case 
of  thrombosis  of  the  radial,  ulnar,  and  brachial 
arteries  following  a crushing  injury  of  the  thumb 
in  a machinist  who  had  been  accustomed  to  using  a 
“vibratory  chipping  hammer.”1  There  were  subjec- 
tive and  objective  signs  of  arterial  insufficiency  but 
without  resultant  tissue  devitalization.  Perry  and 
Allen  described  two  cases  of  acute  arterial  throm- 
bosis of  the  lower  extremity  with  gangrene,  each  fol- 
lowing a single  blunt  injury  in  a patient  with  normal 
arteries.2  Anderson  reports  occurrences  of  arterial 
thrombosis  with  intact  adventitia  following  injury  to 
the  artery  by  bullet  or  shell  fragment.3  Evidently,  in 
such  instances,  the  penetrating  missile  transmitted 
sufficient  force  to  disrupt  the  intima  and  not  the 
adventitia  with  resultant  thrombosis.  Instances  of 
axillary  artery  thrombosis  due  to  repeated  pressure 
by  a crutch  have  been  described  by  Platt  and  by 
Leriche  and  Stricher.4'5  LeFevre  reported  the  case 
of  a sixteen-year-old  boy  who  after  having  been 
struck  in  the  calf  by  a golf  ball  developed  chronic 
arterial  insufficiency  of  the  leg.6  Schor  and  Neff 
described  two  cases  of  segmental  thrombosis  of 
arteries  at  the  wrist  complicating  trauma.7  The 
exact  pathology  in  both  instances  was  discovered 
when  they  were  mistakenly  operated  upon  for  sten- 
osing  tenosynovitis. 

Case  Report 

F.  L.,  an  adult  white  man,  aged  38,  was  admitted 
to  the  hospital  on  November  11,  1945.  The  patient 
gave  a history  of  having  been  addicted  to  the  use  of 
codeine  for  the  preceding  five  years.  He  had  been 
accustomed  to  the  self-administration  of  two  grains 
of  codeine  four  times  a day  intravenously.  One 
week  prior  to  admission  he  made  such  an  injection 
on  the  anterolateral  aspect  of  the  left  wrist.  The 
following  morning  he  felt  tingling,  burning,  and 
coldness  in  the  left  hand.  Two  days  later  a bluish- 
purple  discoloration  appeared  on  the  tips  of  the 
lingers  which  subsequently  extended  up  the  fingers 
on  to  the  hand.  The  patient  admitted  to  having 
smoked  two  packs  of  cigarettes  a day  for  ten  years. 

Physical  Findings. — Blood  pressure  was  140/98; 
pulse  88;  respirations  24;  temperature  98.6  F. 
The  patient  appeared  poorly  nourished  but  in  no 
acute  distress.  The  pupils  were  equal  and  reacted 
strongly  to  light  and  accommodation.  The  skin 
over  the  shoulders,  chest,  and  arms  presented  light 
brownish  patches  characteristic  of  tinea  versicolor. 
Both  lower  extremities  exhibited  many  small  scars, 
the  results  of  repeated  skin  punctures  and  cutaneous 
abscesses. 

The  skin  over  the  terminal  phalanges  of  the  sec- 
ond, third,  and  fourth  fingers  of  the  left  hand  was 
black,  shrunken,  and  cold.  There  was  a bluish  dis- 


coloration of  the  proximal  portions  of  these  three 
fingers,  the  entire  first  and  fifth  fingers,  and  the 
palm  of  the  hand  including  the  thenar  and  hypo- 
thenar  eminences.  These  areas  of  discoloration 
were  hypesthetic  to  light  touch  and  pinprick.  The 
dorsum  of  the  hand  was  slightly  discolored.  Motion 
in  the  wrist  and  fingers  was  painful  and  partially 
restricted,  the  fingers  having  been  held  in  moderate 
flexion.  The  left  forearm  appeared  normal  in  color 
but  was  decidedly  cooler  to  touch  as  compared  to 
the  right,  side.  Neither  a radial  nor  an  ulnar  artery 
pulsation  was  felt.  A normally  pulsating  brachial 
artery  could  be  palpated  down  to  its  bifurcation  in 
the  antecubital  fossa.  Over  the  middle  of  the  dor- 
sum of  the  wrist  a small  pulsating  artery  was  pal- 
pable, presumably  a branch  of  the  posterior  inter- 
osseous artery.  The  surface  temperature  and  arter- 
ial pulses  were  normal  in  the  right  upper  and  both 
lower  extremities. 

Laboratory  studies  which  included  a complete 
blood  count,  urinalysis,  blood  Wassermann  test,  and 
blood  sugar  were  all  within  normal  limits. 

Oscillometric  Readings. — Left  arm  above  elbow 
registered  3,  right  arm  above  elbow  6,  left  forearm 
above  wrist  1,  and  right  forearm  above  wrist  3. 

Clinical  Course. — On  November  17,  1945,  a left 
stellate  ganglion  block  was  performed  with  no  sub- 
jective or  objective  improvement.  The  line  of 
gangrene  had  become  more  clearly  demarcated. 
On  November  21  the  left  stellate  ganglion  block  was 
repeated.  Shortly  after  this  procedure  the  patient 
became  moderately  dyspneic  and  complained  of  pain 
in  the  left  chest.  A chest  roentgenogram  taken  on 
the  same  day  disclosed  a left  pneumothorax  with 
partial  collapse  of  the  lung.  This  pneumothorax 
disappeared  spontaneously  within  ten  days. 
This  second  stellate  ganglion  block  also  failed  to 
afford  relief. 

On  November  23  an  arteriogram  was  made,  18  cc. 
of  35  per  cent  diodrast  being  injected  into  the  distal 
third  of  the  brachial  artery.  This  showed  a com- 
plete absence  of  the  radial  and  ulnar  arteries  distal 
to  the  bifurcation  of  the  brachial  artery  (Fig.  1).  A 
small  interosseous  artery  extending  from  the  elbow 
to  the  wrist  could  be  visualized.  X-ray  of  the  wrist 
revealed  an  abnormal  irregularity  and  denseness  of 
the  scaphoid  bone,  the  cause  of  which  was  not  clear. 

On  November  25  it  was  noted  that  the  fifth  finger 
had  also  become  gangrenous.  Gangrene  was  com- 
plete from  the  tips  to  the  middle  of  the  second, 
third,  fourth,  and  fifth  digits.  The  proximal  halves 
of  these  digits  and  the  thumb  were  reddish-blue 
with  bleb  formation.  The  palm  appeared  blotchy 
with  patches  of  skin  gangrene,  except  over  the  thenar 
eminence.  The  dorsum  of  the  hand  was  warm  and 
possessed  good  color.  By  January  30,  1946,  clear 
lines  of  demarcating  gangrene  had  formed  at  the 
interphalangeal  joint  of  the  thumb  and  the  proximal 
interphalangeal  joints  of  the  other  four  fingers. 
Amputation  of  the  gangrenous  digits  at  these  levels 
was  performed.  The  patient  was  discharged  from 
the  hospital  on  May  20  with  the  amputation  stumps 
partially  healed  but  clean  and  granulating.  There 
was  ankylosis  of  all  the  metacarpophalangeal  artic- 
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Fig.  1.  Arteriogram  taken  nineteen  days  after 
the  trauma.  Diodrast,  25  cc.,  injected  into  the 
distal  third  of  the  brachial  artery  visualized  only 
the  posterior  interosseous  artery. 


ulations.  The  palm  had  undergone  considerable 
atrophy  and  replacement  fibrosis.  A roentgeno- 
gram revealed  marked  generalized  atrophy  of  the 
bones  of  the  hand  and  wrist.  Although  the  hand 
exhibited  such  degenerative  changes,  it  was  consid- 
ered cosmetically  and  functionally  preferable  to  an 
amputation  at  the  wrist. 

Comment 

Several  unusual  facts  present  themselves  in  this 
case.  Foremost  is  the  occurrence  of  an  acute 
arterial  occlusion  in  the  forearm  following  a sup- 
posed intravenous  injection  of  codeine.  The 
patient  had  been  a narcotic  addict  for  many  years, 
having  changed  from  morphine  to  codeine  because 
of  the  difficulty  in  obtaining  the  former.  The 
exact  nature  of  the  material  last  injected  was  un- 
known. The  patient  stated  that  he  received  the 
same  satisfactory  response  as  on  previous  adminis- 
trations. An  additional  fact  is  the  inclusion  of 
arterial  thrombosis  as  a complication  occurring  in 
“main-line  shooters.”  Local  abscesses,  erysipelas, 
cellulitis,  phlegmon,  tetanus,  malaria,  and  syphilis 
have  all  been  known  to  occur.  There  is  no  other 
reported  mention  of  arterial  thrombosis  or  embolism 


complicating  such  inoculation.  Codeine  per  se  is 
not  known  to  have  any  local  irritating  effect  upon 
the  vascular  walls  sufficient  to  cause  local  throm- 
bosis, nor  does  it  possess  a vasospastic  action  that 
might  initiate  arterial  occlusion.  We  may  be 
correct  in  postulating  that  the  trauma  of  the  needle 
puncture  initiated  the  thrombosis. 

The  history  and  clinical  findings  together  with  the 
arteriogram  presupposes  that  a retrograde  throm- 
bosis of  the  radial  artery  and  an  orthograde  throm- 
bosis of  the  ulnar  artery  had  occurred.  It  is  known 
that  thrombosis  of  an  artery  ordinarily  extends  up 
to  the  next  proximal  bifurcation.  Thrombosis  of 
the  bifurcating  branch  is  unusual.  Whether  the 
involvement  of  the  ulnar  artery  was  an  extension 
of  the  thrombosis  from  the  radial  artery  or  secondary 
to  an  embolus  from  the  site  of  the  bifurcation  is 
conjectural.  From  the  behavior  of  this  case  it  would 
appear  that  the  radial  and  ulnar  arteries  combined 
behaved  as  terminal  arteries.  The  collateral  cir- 
culation afforded  by  the  interosseous  artery  and 
other  superficial  arteries  was  not  sufficient  to  main- 
tain viability  of  the  part.  However,  in  the  case 
reported  by  Lowenberg,  where  the  radial,  ulnar,  and 
brachial  arteries  were  occluded,  no  gangrene  ensued.1 
The  thrombosis  involving  the  ulnar  artery  was 
sufficient  to  prevent  the  blood  flow  into  the  anterior 
interosseous  artery,  since  the  latter  arises  from  the 
proximal  fourth  of  the  ulnar  artery.  The  posterior 
interosseous  artery  was  visualized  and  palpable  at 
the  wrist.  This  vessel  receives  the  major  portion 
of  its  blood  supply  from  the  radial  recurrent  artery 
which  in  turn  is  derived  from  the  superior  profunda 
and  anastomotica  magna  arteries. 

Conclusion 

This  case  is  one  of  acute  arterial  insufficiency  of 
the  hand  resulting  from  thrombosis  of  the  radial 
and  ulnar  arteries  following  a self-administered 
injection  of  codeine.  This  is  a hitherto  unreported 
type  of  complication  occurring  in  narcotic  addicts. 
Gangrene  of  the  digits  occurred,  thereby  suggesting 
that  the  radial  and  ulnar  arteries  combined  may 
act  as  terminal  vessels. 
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CONTACT  THERAPY  FOR  CANCER  OF  LARYNX 


Total  laryngectomy  may  not  be  necessary  when 
intrinsic  laryngeal  carcinoma  is  treated  by  contact 
x-rays  through  a laryngeal  fissure.  Of  nine  patients 
with  large  cancers,  Drs.  Bruce  Proctor,  James  E. 
Lofstrom,  and  Carl  E.  Nurnberger  of  Wayne  Uni- 
versity, Detroit,  report  that  eight  are  still  without 
visible  evidence  of  recurrence  for  periods  up  to 
twenty-one  months  after  contact  therapy.  Follow- 


ing exposure  of  the  neoplasm,  as  much  tumor  tissue 
is  removed  as  possible  without  mutilating  the  entire 
larynx.  When  hemostasis  is  satisfactory,  the  tube 
is  placed  directly  into  the  larynx  and  a single  caustic 
dose  of  5,000  to  12,000  r is  applied  to  the  bed  of  the 
tumor.  Postirradiation  edema  is  never  severe. 
Hoarseness  persists  but  not  to  a serious  degree. — 
Modern  Medicine,  July  1,  19Jt8 


NECROLOGY 


Alice  Ross  Bennett,  M.D.,  eighty-one,  died  at  her 
home  in  Buffalo  on  August  9.  Dr.  Bennett  was  one 
of  the  first  women  graduates  of  the  University  of 
Buffalo  School  of  Medicine  and  received  her  medical 
degree  in  1890.  She  interned  a year  at  Women’s 
Hospital  in  Detroit  and  then  spent  three  years  at  the 
Michigan  Women’s  Hospital  in  Swatow,  China.  On 
her  return  to  the  United  States  she  was  for  a time 
a physician  in  Warsaw,  New  York.  Dr..  Bennett 
had  also  served  on  the  staff  of  Children’s  Hos- 
pital, Buffalo.  A specialist  in  ophthalmology 
prior  to  her  retirement  in  1929,  Dr.  Bennett  was  a 
member  of  the  Woman’s  Medical  Society  of  the 
State  of  New  York,  the  Women’s  Physicians’  League, 
and  the  Board  of  Directors  of  Deaconess  Hospital, 
Buffalo. 

William  Frederick  Bender,  M.D.,  of  New  York 
City,  died  on  August  29  at  the  age  of  seventy-two. 
He  was  graduated  from  the  College  of  Physicians 
and  Surgeons,  Columbia  University,  in  1913.  Since 
1930  Dr.  Bender  had  been  a physician  on  the 
gymnasium  staff  of  Columbia  University.  For 
several  years  he  was  physician  to  the  New  York 
Giants  and  also  had  been  physical  director  at  the 
West  Side  Y.M.C.A.  and  the  155th  Street  Y.M.C.A. 
At  one  time  he  was  on  the  staff  of  the  urology  clinic 
of  St.  Luke’s  Hospital.  Dr.  Bender  was  a member  of 
the  American  Medical  Association  and  the  New 
York  State  and  County  Medical  Societies. 

Bert  J.  Bixby,  M.D.,  of  Buffalo,  died  on  Septem- 
ber 7 at  the  age  of  seventy-two,  after  having  been  ill 
since  his  retirement  in  1945.  Dr.  Bixby  was  a 
graduate  of  the  University  of  Buffalo  School  of 
Medicine  in  the  class  of  1903.  He  was  consulting 
surgeon  to  Millard  Fillmore  Hospital,  Buffalo.  A 
member  of  the  National  Gastroenterological  So- 
ciety, Dr.  Bender  was  also  a member  of  the  New 
York  State  and  Erie  County  Medical  Societies  and 
the  American  Medical  Association. 

Maurice  Caspe,  M.D.,  died  on  August  30  at  his 
home  in  New  York  City.  He  was  ninety  years  of 
age.  Before  his  retirement  ten  years  ago,  Dr.  Caspe 
practiced  medicine  in  New  York  City  for  more  than 
fifty  years.  He  was  graduated  from  Bellevue 
Medical  School,  New  York  University,  in  1886,  and 
after  graduation  studied  bacteriology  in  Germany 
under  Robert  Koch  and  Paul  Ehrlich.  He  was  a 
member  of  the  New  York  Academy  of  Medicine  and 
the  New  York  County  Medical  Society. 

Charles  De  Klyn,  M.D.,  of  New  Rochelle,  died  on 
September  8 at  the  age  of  sixty-six.  A practicing 
physician  in  New  Rochelle  for  forty  years,  Dr.  De 
Klyn  was  graduated  from  Columbia  University, 
College  of  Physicians  and  Surgeons,  in  1905.  lie 
served  as  a major  in  the  Army  Medical  Corps  during 
World  War  I and  had  been  on  the  staff  of  the  New 
Rochelle  Hospital.  He  was  a member  of  the  West- 
chester County  and  New  Rochelle  Medical  Societ  ies. 

H.  Leland  Fifield,  M.D.,  died  on  August  19  at  his 
home  in  Syracuse.  He  was  sixty-seven  years  of  age. 
He  was  graduated  from  New  York  Homeopathic 
School  in  1906.  After  graduate  study  in  Europe, 
Dr.  Fifield  practiced  medicine  in  Southington, 
Connecticut,  until  1912,  when  he  moved  to  Syracuse. 
He  was  superintendent  of  Onondaga  General  Hos- 
pital from  1933  to  1938.  Dr.  Fifield  for  a time  was 
on  the  eye,  ear,  nose,  and  throat  staff  of  Onondaga 
General  Hospital.  He  was  a member  of  the  Medical 


Society  of  the  State  of  New  York,  the  American 
Medical  Association,  and  the  Onondaga  County 
Medical  Society. 

Albert  A.  Gartner,  M.D.,  sixty-one,  died  on  Sep- 
tember 9 at  his  home  in  Buffalo.  Nationally  known 
as  an  orthopedic  surgeon,  Dr.  Gartner  had  practiced 
in  Buffalo  for  thirty-four  years.  He  was  graduated 
from  the  University  of  Buffalo  Medical  School  in 
1914.  During  World  War  I he  served  in  Europe  with 
Base  Hospital  23.  Dr.  Gartner,  during  World  II, 
was  chairman  of  Erie  County  Medical  Society’s  pre- 
paredness committee,  which  passed  upon  the  status 
of  physicians  in  relation  to  military  service. 

He  was  assistant  professor  of  orthopedic  surgery 
at  the  University  of  Buffalo  Medical  School,  chief 
orthopedic  surgeon  at  the  Meyer  Memorial  Hos- 
pital, attending  orthopedist  on  the  Millard  Fillmore 
and  Sisters  Hospitals’  staffs,  consulting  orthopedist 
at  our  Lady  of  Victory  Hospital,  Lackawanna; 
Jones  Memorial  Hospital,  YVellsville;  DeGraff 
Memorial  Hospital,  North  Tonawanda,  and  J.  N. 
Adam  Memorial  Hospital,  Perrysburg. 

Dr.  Gartner  was  a former  president  of  the  board 
of  trustees  of  the  State  Medical  Society  and  had 
represented  it  many  times  as  a delegate  to  the 
American  Medical  Association.  He  was  also  a mem- 
ber of  the  American  Academy  of  Orthopedics  and  a 
diplomate  of  the  American  Board  of  Orthopedics. 

Henry  Steers  Holland,  M.D.,  of  New  York  City, 
died  on  August  28  at  the  age  of  sixty-seven.  He 
was  graduated  from  the  College  of  Physicians  and 
Surgeons  in  1905.  After  serving  his  internship  at 
St.  Luke’s  Hospital,  New  York  City,  he  joined  the 
staff  of  the  Sloane  Hospital  for  Women,  for  which  he 
was  attending  anesthetist  for  thirty  years.  He  was 
a fellow  of  the  American  College  of  Anesthesiology 
and  a member  of  the  New  York  State  and  County 
Medical  Societies. 

Edwin  Welles  Kellogg,  M.D.,  New  York  City, 
died  on  September  11.  He  was  sixty-nine  years  of 
age.  Dr.  Kellogg  was  graduated  from  New  York 
Homeopathic  Medical  College  in  1903.  He  was  on 
the  staff  of  Flower  and  Fifth  Avenue  Hospitals.  A 
fellow  of  the  American  College  of  Surgeons,  Dr. 
Kellogg  was  a member  of  the  American  Medical 
Association  and  the  New  York  State  and  County 
Medical  Societies. 

Walter  D.  Spoor,  M.D.,  of  Schenectady,  died  on 
August  11  at  the  age  of  seventy-three.  He  was 
graduated  from  the  New  York  Homeopathic 
Medical  College,  Denver,  Colorado,  in  1896.  Dr. 
Spoor  practiced  medicine  in  Schenectady  from  1897 
until  his  recent  illness.  He  was  a member  of  the 
American  Congress  of  Physical  Therapy,  the 
Schenectady  County  Medical  Society,  the  American 
Medical  Association,  and  the  New  York  State 
Medical  Society. 

Lon  E.  Stage,  M.D.,  of  Bliss,  died  on  August  21  at 
the  age  of  eighty-two.  He  was  graduated  from  the 
University  of  Buffalo  School  of  Medicine  in  1893. 
For  more  than  fifty-five  years  Dr.  Stage  had  been 
the  only  practicing  physician  in  Bliss.  He  was  a 
veteran  of  World  War  I.  Dr.  Stage  was  on  the 
medical  staff  of  the  Wyoming  County  Community 
Hospital.  He  was  a member  of  the  Wyoming 
County  Medical  Society,  the  New  York  State 
Medical  Society,  and  the  American  Medical  Asso- 
ciation. 
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Presbyterian  Church  Seeks  Medical  Missionaries 


THE  Board  of  National  Missions  of  the  Presby- 
terian Church  in  the  United  States  has  several 
positions  open  for  doctors  in  hospitals  and  health 
centers.  The  positions,  which  should  be  filled  imme- 
diately, include: 

1.  Embudo  Presbyterian  Hospital,  Embudo, 
New  Mexico  (A  25-bed  hospital  for  Spanish-Ameri- 
cans,  staffed  entirely  by  women) — an  associate 
woman  physician. 

2.  Presbyterian  Hospital,  San  Juan,  Puerto 
Rico  (A  grade  A,  135-bed  hospital  with  accredited 
School  of  Nursing) — a resident  doctor  in  obstetrics 
and  gynecology. 


3.  For  the  same  hospital  as  2 — a resident  doctor 
in  internal  medicine. 

4.  For  the  same  hospital  as  2 — a resident  doctor 
in  surgery. 

5.  The  Guacio  Rural  Social  Service  Center,  San 
Sebastian,  Puerto  Rico  (The  medical  dispensary  is 
designed  to  serve  the  health  needs- of  the  entire  area. 
Hookworm,  roundworm,  malnutrition  and  tubercu- 
losis are  major  problems.) — a physician  (volunteer 
service  for  a two  year  appointment — transportation, 
room  and  board  provided). 

Information  about  these  vacancies  may  be  ob- 
tained from  the  Board  of  National  Missions,  Presby- 
terian Church  in  the  U.  S.  A.,  Unit  of  Personnel 
Service,  156  Fifth  Avenue,  New  York  10,  New  York. 


City  Department  of  Health 

THE  New  York  City  Department  of  Health  an- 
nounces a new  type  of  position  in  the  field  of 
public  health — the  Public  Health  Assistant.  Provi- 
sion has  been  made  in  the  current  budget  for  22  such 
positions  at  a salary  of  $2,100  per  annum,  and  an  ad- 
ditional 50  are  anticipated  in  the  near  future. 

Duties  of  Public  Health  Assistants  will  be  both  in 
the  clinic  and  in  the  field.  They  will  act  as  recep- 
tionists, register  and  admit  patients,  make  and  follow 
up  patients’  appointments,  transfer  records  from  one 
clinic  to  another,  pull  and  file  records,  address  and 
send  letters  to  patients,  physicians  and  agencies, 
record  laboratory  and  other  data,  keep  clinic  rooms 
in  order,  prepare  clinic  supplies  and  stationery,  assist 
in  preparation  for  and  during  examination  of  pa- 


Announces  New  Position 

tients,  perform  special  messenger  services  and  other 
related  duties. 

Qualifications  as  set  up  are  United  States  citizen- 
ship, three  years  of  residence  in  New  York  City,  and 
high  school  graduation  or  equivalent  training.  Ap- 
plicants must  be  physically  agile  and  have  the  fol- 
lowing personal  attributes:  neatness,  good  speech 
and  manners,  tactfulness,  and  willingness  to  accept 
assigned  tasks.  For  the  present  the  positions  are 
limited  to  women. 

Letters  of  applications  from  those  who  meet  the 
qualifications  listed  will  be  welcomed  during  the 
month  of  October,  1948,  and  should  be  addressed  to 
the  Bureau  of  Personnel,  Department  of  Health, 
125  Worth  Street,  New  York  13,  New  York. 


To  Mark  Nursing’s  Diamond  Jubilee 


THE  seventy-fifth  anniversary  of  professional 
nursing  in  the  United  States  will  be  celebrated 
nationally  as  Nursing  Progress  Week  from  November 
12  to  20,  the  American  Nurses  Association,  New 
York  City,  has  announced. 

A diamond  jubilee  celebration  in  New  York  City, 
including  a dinner  on  November  16,  will  be  spon- 
sored by  President  Truman,  former  President  Her- 


bert Hoover,  Senator  Arthur  H.  Vandenberg,  and  a 
committee  of  public  leaders.  The  dinner  will  com- 
memorate the  seventy-fifth  anniversary  of  the  gradu- 
ation from  nursing  school  of  the  late  Linda  Richards, 
American’s  first  professionally-trained  nurse.  Speak- 
ers at  the  dinner  will  include  Dr.  Arthur  W.  Allen, 
who  is  president  of  the  American  College  of 
Surgeons. 


Illinois  State  Medical  Society  Demands  Young  Doctors  Enter  Service 


THE  Council  of  the  Illinois  State  Medical  So- 
ciety recently  made  public  a resolution  adopted 
urging  all  young  physicians  to  volunteer  immediately 
for  military  service.  The  resolution,  introduced  by 
Dr.  Edwin  S.  Hamilton  of  Kankakee,  who  is  also  a 
trustee  of  the  American  Medical  Association,  was 
passed  unanimously  by  the  Council,  which  repre- 
sents practically  all  the  13,000  physicians  of  the 
state. 


The  resolution  is  directed  especially  at  those  young 
doctors  who  received  all  or  part  of  their  medical 
education  at  the  expense  of  the  government,  under 
the  wartime  A.S.T.P.  and  V-12  programs,  but  who 
did  not  see  service  in  the  armed  forces  because  the 
war  ended  before  they  had  completed  their  courses. 
The  resolution  states  that  these  men  are  still  under  a 
moral  obligation  to  repay  the  nation  for  their  expen- 
sive education,  aside  from  their  duty  as  citizens. 
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American  Association  of  Blood  Banks  Holds  First  Annual  Meeting 


THE  first  annual  meeting  of  the  American  Asso- 
ciation of  Blood  Banks  was  held  in  Buffalo 
from  August  26  through  August  28,  with  approxi- 
mately 200  present  representing  28  states  and  six 
foreign  countries.  In  addition  to  a business  session, 
programs  of  scientific  and  administrative  papers 
were  presented. 

Officers  elected  for  the  coming  year  include:  Dr. 


Ralph  G.  Stillman,  New  York  Hospital  Blood  Bank, 
New  York  City,  president;  Dr.  Thomas  H.  Seldon, 
Mayo  Clinic  Blood  Bank,  Rochester,  Minnesota, 
president-elect;  Dr.  Ernest  Witebsky,  Buffalo 
General  Hospital  Blood  Bank,  Buffalo,  vice-presi- 
dent; Miss  Marjorie  Saunders,  Baylor  University 
Hospital,  Dallas,  Texas,  secretary,  and  Mr.  W. 
Quinn  Jordan,  Phoenix,  Arizona,  treasurer. 


MEETINGS 

FUTURE 


New  York  Academy  of  Medicine 

The  twenty-first  Graduate  Fortnight  of  the  New 
York  Academy  of  Medicine  on  “Advances  in  Ther- 
apy” will  be  held  from  October  4 to  15  at  the  Acad- 
emy, with  morning  panel  discussions,  afternoon  hos- 
pital clinics,  evening  addresses,  and  scientific  ex- 
hibits and  demonstrations  to  be  included  in  the  pro- 
gram. 

Dr.  Ross  Golden  is  chairman  of  the  Graduate 
Fortnight  Committee,  which  includes  Dr.  Mahlon 
Ashford,  secretary,  and  Drs.  Alfred  Angrist,  Lloyd 
F.  Craver,  Edward  H.  Dennen,  Adolph  G.  DeSanc- 
j tis,  Cary  Eggleston,  Franklin  M.  Hanger,  Lawrence 


Appointed 

Dr.  Delma  Wells  Caldwell,  formerly  of  the  Medi- 
cal Department  of  the  International  Harvester 
Company  and  a faculty  member  of  Northwestern 
University,  as  medical  director  of  Standard  Oil 
* Development  Company,  New  York  City  . . . Dr. 
Henry  A.  Holle,  assistant  chief  of  the  division  of 
commissioned  officers  of  the  Federal  Security 
Agency,  as  New  York  district  director  of  the  public 
health  service.  . .Dr.  Edwin  J.  Nugent,  medical  di- 
rector of  Rochester  Products  Division,  General  Mo- 
I tors,  as  medical  director  of  Allison  Division  of  Gen- 
eral Motors,  Indianapolis,  Indiana  . . . Dr.  Irwin 
I Paul  Train,  as  assistant  professor  of  surgery,  New 
I York  Medical  College,  and  assistant  attending 
\ surgeon,  Flower  and  Fifth  Avenue  Hospital. 

Awarded 

Dr.  William  F.  Martin,  Kings  County  Hospital, 


S.  Kubie,  Madge  C.  L.  McGuinness,  John  H.  Mul- 
holland.  and  Louis  J.  Soffer. 

American  Cancer  Society 

A medical  symposium  on  the  cancer  problem  will 
be  held  in  conjunction  with  the  annual  meeting  of  the 
American  Cancer  Society  at  the  Hotel  Commodore, 
New  York  City,  November  6 and  7. 

The  four  sessions  will  be  devoted  to  the  cancer 
problem,  the  problem  of  treatment — recent  ad- 
vances, the  lung  cancer  problem,  and  the  family 
doctor,  medical  education  and  research. 


Brooklyn,  a scholarship  to  the  Trudeau  School  for 
Tuberculosis  at  Saranac  Lake,  by  the  Brooklyn 
Tuberculosis  and  Health  Association. 

Speakers 

Dr.  Leo  F.  Simpson,  Rochester,  president  of  the 
Medical  Society  of  the  State  of  New  York,  on  “The 
Doctor  and  Public  Health”  at  the  Conference  of 
Health  Officers  and  Nurses,  Saratoga  Springs,  July 
21.  The  speech  was  printed  in  the  August  15,  1948, 
issue  of  Vital  Speeches. 

New  Offices 

Dr.  Kenneth  II.  Burdick,  general  practice  in 
Alfred  . . . Dr.  Robert  L.  Nelson,  New  Berlin,  Navy 
veteran,  general  practice  in  Owego  . . . Dr.  Robert 
II.  Wiese,  general  practice  in  Delanson. 


PERSONALITIES 


COUNTY  NEWS 


Dutchess  County 

A question-and-answcr  program  on  United  Medi- 
cal Service  was  the  feature  of  the  meeting  of  the 
Dutchess  County  Medical  Society  September  8 at 
St.  Francis  Hospital,  Poughkeepsie.  Participating 
were  Dr.  Frederick  E.  Elliott,  U.M.S.  director  of 
medical  service;  Mr.  John  McCormack,  U.M.S.  ex- 


ecutive vice-president,  and  Mr.  Frank  Van  Dyke, 
A.ILS.  vice-president. 

Erie  County 

The  first  meeting  of  the  Erie  County  Medical  So. 
ciety  for  the  1948-1949  season  will  be  held  on  Tues_ 


2178 


MEDICAL  NEWS 


[N.  Y.  State  J.  M. 


day,  October  26,  with  a clinical  afternoon  and  eve- 
ning program  at  the  Hotel  Statler,  Buffalo,  under  the 
chairmanship  of  Dr.  A.  II.  Aaron,  chairman  of  the 
program  committee. 

Speakers  will  include:  Dr.  George  E.  Slotkin,  as- 
sistant professor  of  urology,  University  of  Buffalo, 
School  of  Medicine,  “The  Results  of  the  Treatment 
of  Urinary  Tract  Tuberculosis  with  Streptomycin 
Chaulmoogra  Oil;”  Dr.  Gesa  de  Takats,  associate 
professor  of  surgery,  University  of  Illinois,  College  of 
Medicine,  “The  Treatment  of  Cerebral  Apoplexy;” 
Dr.  Charles  D.  Marple,  New  York  Hospital,  “The 
Use  of  Anticoagulants  in  Thromboembolic  Condi- 
tions with  Particular  Reference  to  Coronary  Throm- 
bosis and  Myocardial  Infarction;”  Dr.  Jere  W. 
Lord,  Jr.,  New  York  City,  “The  Surgical  Treatment 
of  Portal  Hypertension,”  and  Dr.  Lester  R.  Drag- 
stedt,  chairman,  Department  of  Surgery,  University 
of  Illinois,  College  of  Medicine,  “The  Evaluation  of 
the  Results  of  Vagotomy.” 

Fulton  County 

Postgraduate  instruction  arranged  by  the  Coun- 
cil Committee  on  Public  Health  and  Education  of 
the  State  Society  was  held  for  members  of  the  Fulton 
County  Medical  Society  on  September  23  at  Glov- 
ersville.  Dr.  Walter  F.  Rogers,  Jr.,  instructor  in 
medicine,  Syracuse  University  College  of  Medicine, 
spoke  on  “The  Management  of  Diabetes.”  The 
instruction  was  provided  in  cooperation  with  the 
State  Department  of  Health. 

Kings  County 

The  joint  committee  on  postgraduate  education 
of  the  Kings  County  Medical  Society  and  the  Long 
Island  College  of  Medicine  have  announced  a post- 
graduate course  in  “Diagnosis  and  Treatment  of 
Neoplastic  Disease”  to  be  given  at  the  Brooklyn 
Cancer  Institute,  Kings  County  Hospital,  Brooklyn. 
Sixteen  sessions  will  be  held  for  eight  weeks,  from 
2 to  3 p.m.  on  Mondays  and  Thursdays,  beginning 
October  11.  Ward  rounds  will  be  Mondays  through 
Fridays  from  11  a.m.  to  12  noon. 

Designed  for  physicians  interested  in  obtaining 
further  instruction  in  the  diagnosis  and  treatment  of 


cancer  and  related  diseases,  the  course  will  consist  of 
ward  rounds,  clinics,  round  table  conferences,  and 
lectures  which  will  include  the  entire  field  of  neo- 
plastic disease.  X-ray  diagnosis  and  other  labora- 
tory procedures  will  be  discussed  along  with  clinical 
manifestations;  histopathologic  demonstrations  will 
be  included,  and  methods  of  surgical  and  radiologic 
treatments  will  be  outlined. 

Monroe  County 

The  eighteenth  season  of  medical  broadcasts 
sponsored  by  the  Monroe  County  Medical  Society 
over  Station  WHAM,  Rochester,  opened  on  Sep- 
tember 4.  Broadcast  every  Saturday  morning  at 
9:45  a.m.,  the  programs  this  year  will  follow  the 
theme,  “Speaking  of  Health.” 

September  programs  included:  September  4 — 
“Modern  Medical  Care”,  Rochester  Hospital  Serv- 
ice Corporation  and  Genesee  Valley  Care,  Inc.; 
September  11— “Child  Safety”,  Dr.  Albert  D.  Kai- 
ser, Mr.  Edwin  S.  Smith;  September  18 — Public 
Relations  Committee,  Dr.  Charles  S.  Lakeman,  and 
September  25 — “Coronary  Artery  Disease”,  Dr. 

Eli  A.  Leven  and  the  Heart  Committee. 

I 

Onondaga  County 

Dr.  Leo  M.  Taran,  director  of  St.  Francis  Sana- 
torium for  Cardiac  Children,  Roslyn,  will  speak  on 
“The  Treatment  of  Rheumatic  Fever”  at  the  meet- 
ing of  the  Onondaga  County  Medical  Society  to  be 
held  Tuesday,  October  5 at  the  University  Club, 
Syracuse.  The  program  is  postgraduate  instruction 
arranged  by  the  Council  Committee  on  Public 
Health  and  Education  with  the  cooperation  of  the 
State  Department  of  Health. 

I I to 

Wayne  County 

Members  of  the  Wayne  County  Medical  Society 
and  its  Woman’s  Auxiliary  held  a joint  dinner  and  ,,, 
meeting  August  10  at  Sodus  Bay  Heights  Gold  Club, 
with  Dr.  James  Arseneau,  Lyons,  president,  acting 
as  chairman.  Principal  speaker  was  Dr.  J.  A.  Reed, 
Newark,  who  gave  a talk  on  “Medical  Practices, 

Past  and  Present.” 


INFANT  MORTALITY 

The  work  of  the  Special  Committee  on  Infant 
Mortality  of  the  Medical  Society  of  the  County  of 
New  York  has  been  greatly  hampered  by  lack  of 
autopsy  reports  on  neonatal  death  certificates  and 
stillbirth  certificates.  Since  it  is  the  function  of  this 
committee  to  endeavor  to  reduce  infant  mortality, 
it  is  essential  that  accurate  pathologic  diagnoses  of 
the  causes  of  death  be  available.  It  is  only  in  this 
way  that  an  intelligent  attack  can  be  brought  to  the 
problem  of  reducing  the  incidence  of  stillbirth  and 
neonatal  death. 

In  this  connection  the  New  York  City  Department 
of  Health  has  recently  pointed  out  that  the  City  of 
Chicago  is  far  ahead  of  New  York  in  the  notable 
record  it  has  made  in  its  program  for  the  care  of 
mothers  and  newborn  infants,  a feature  of  which  is 
the  intense  interest  of  obstetricians,  pediatricians, 
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and  pathologists  in  the  cause  of  infant  deaths  and  out 
stillbirths. 

The  New  York  City  Department  of  Health  has 
appealed  to  the  medical  profession  for  cooperation 
in  making  available  better  information. 

The  Society’s  Special  Committee  on  Infant  Mor- 
tality seconds  the  appeal.  Since  the  greatest  pro- 
portion of  neonatal  deaths  occurs  in  hospitals,  the 
autopsy  problem  is  a comparatively  simple  one,  if  the  j 110 
profession  at  large,  particularly  the  obstetricians  and  1 
pediatricians,  can  be  made  to  realize  the  importance 
of  complete  gross  and  microscopic  postmortem  ex- 
amination in  all  infant  deaths. 

This  request  of  the  Infant  Mortality  Committee 
and  the  Health  Department  would  seem  to  be  one 
worthy  of  careful  consideration  by  the  profession. — 

New  York  Medicine,  July  5,  1948 
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Occupational  Therapy  Training  for  Women  Announced 


A TEN-WEEK  training  course  for  women  volun- 
teering as  aids  in  occupational  therapy  divisions 
of  hospitals  will  open  in  New  York  City,  October  14, 
it  was  announced  at  the  annual  convention  of  the 
American  Occupational  Therapy  Association  in 
August. 

The  course  is  jointly  sponsored  by  the  New  York 
State  Association  of  Occupational  Therapists  and 
the  Junior  League  of  the  City  of  New  York  and  is 
designed  for  those  with  the  leisure  to  permit  attend- 
ance at  classes  three  nights  a week.  Representa- 


tives of  the  United  Hospital  Fund,  the  New  York 
City  Visiting  Committee,  and  the  Museum  of  Mod- 
ern Art  will  assist  in  the  course,  the  State  associa- 
tion said. 

Those  completing  the  course  will  qualify  as  aids 
to  professional  therapists  who  serve  on  the  staffs  of 
veterans,  voluntary,  and  municipal  hospitals. 
Registration  will  be  held  from  October  5 through 
October  7 at  the  office  of  the  Occupational  Therapy 
Assistants  Training  Courses,  590  Madison  Avenue, 
New  York  City. 


Postgraduate  Course  to  Be  Held  at  Brooklyn  Cancer  Institute 


AN  EIGHT-week  course,  consisting  of  sixteen 
sessions  in  the  diagnosis  and  treatment  of  neo- 
plastic disease,  will  be  given  at  Brooklyn  Cancer 
Institute,  Kings  County  Hospital,  Brooklyn,  begin- 
ning October  11.  Sponsored  by  the  Joint  Com- 
mittee on  Post-Graduate  Education  of  the  Medical 
Society  of  the  County  of  Kings  and  the  Long  Island 
College  of  Medicine,  the  courses  will  be  given  by 
Dr.  William  E.  Howes  and  the  staff  of  the  Institute. 

They  will  be  held  from  2 to  3 p.m.  on  Monday  and 
Thursday  afternoons,  with  ward  rounds  Mondays 
through  Thursdays  from  11:00  o’clock  to  12  noon. 

This  course  is  designed  for  physicians  interested  in 
obtaining  further  instruction  in  the  diagnosis  and 
treatment  of  cancer  and  related  diseases.  It  wall 
consist  of  ward  rounds,  clinics,  round-table  confer- 
ences, and  lectures,  which  will  include  the  entire 
field  of  neoplastic  disease.  X-ray  diagnosis  and 


other  laboratory  procedures  will  be  discussed  along 
with  clinical  manifestations.  Histopathologic  dem- 
onstrations will  be  included.  Methods  of  surgical 
and  radiologic  treatments  will  be  outlined. 

Veteran  physicians  may  apply  under  the  G.  I. 
Bill,  but  must  present  a Certificate  of  Eligibility. 
Veterans  who  have  previously  submitted  Certificates 
to  the  Committee  do  not  need  a new  one  to  re-enter 
training,  provided  they  have  not  taken  courses  else- 
where since  filing  the  Certificate  with  the  Committee. 
A supplemental  Certificate  is  required  only  if  the 
veteran  has  interrupted  his  training  by  taking  post- 
graduate courses  elsewhere. 

To  make  application  or  to  obtain  further  informa- 
tion, call  STerling  3-6900  or  address  The  Registrar, 
Joint  Committee  on  Post-Graduate  Education, 
Medical  Society  of  the  County  of  Kings,  1313  Bed- 
ford Avenue,  Brooklyn  16,  New  York. 


Blue  Cross  to  Pay  Extra  $2,500,000  to  New  York  Hospitals 


TO  HELP  New  York  hospitals  solve  the  problem 
of  inflationary  costs,  Associated  Hospital  Serv- 
ice— New  York’s  Blue  Cross  Plan — has  adopted  a 
new  formula  which  calls  for  at  least  $2,500,000  in 
extra  payments  to  its  260  participating  hospitals 
during  the  next  year,  it  was  announced  recently  by 
Louis  H.  Pink,  president.  The  formula  provides  for 
payments  to  be  revised  periodically  on  a quarterly 
basis  in  an  upward  or  downward  direction  depending 
on  living  costs.  Since  prices  are  rising,  the  total  paid 
to  hospitals  at  the  end  of  the  year  may  exceed  the 
amount  anticipated  at  this  time,  Mr.  Pink  explained. 


AHS  payments  to  hospitals  for  1948,  including  the 
cost-of-living  supplementary  payments,  are  esti- 
mated at  more  than  $32,000,000. 

The  new  formula,  which  went  into  effect  on  behalf 
of  all  Blue  Cross  members  admitted  to  hospitals  on 
and  after  September  1,  has  been  approved  by  the 
State  of  New  York  Insurance  Department  and 
endorsed  by  the  United  Hospital  Fund,  the  Greater 
New  York  Hospital  Association,  a special  committee 
of  hospital  presidents  and  trustees,  and  the  Hospital 
Advisory  and  Public  Advisory  Committees  of  As- 
sociated Hospital  Service. 


Courses  Offered  for  General  Practitioners  and  Psychiatrists 


THE  New  York  Medical  College,  Flower  and  Fifth 
Avenue  Hospitals,  has  announced  the  following 
courses  for  general  practitioners  and  psychiatrists: 
“Readings  in  Psychoanalytic  Literature  (Second 
Part),”  consisting  of  fifteen  sessions  and  beginning 
on  October  5, 1948,  will  be  hold  on  alternate  Tuesday 
evenings  at  8:30  p.m.  “A  Seminar  in  Psychoso- 
matic Medicine”  will  begin  on  October  6,  and  will  be 
held  for  twelve  sessions  on  Wednesdays  at  8 : 30  p.m. 
“Introduction  to  Psychoanalysis,”  consisting  of  ten 
lectures,  will  begin  on  October  11,  to  be  held  on 


Mondays  at  8:30  p.m.  A course  in  “Psychiatry 
and  Psychoanalysis”  will  begin  on  February  9,  1949, 
and  will  last  for  fifteen  sessions,  being  held  on 
Wednesday  evenings  at  8 : 30  p.m. 

Application  should  be  made  through  the  Office  of 
the  Dean,  New  York  Medical  College,  Flower  and 
Fifth  Avenue  Hospitals,  1249  Fifth  Avenue,  New 
York  City  29. 

Fees  for  the  first  three  courses  are  $40  for 
each  course.  Fee  for  “Psychiatry  and  Psycho- 
analysis” is  $30. 
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Brooklyn  Jewish  Hospital  Agrees  to  Train  Unit  for  Army 


THE  United  States  Army  Medical  Department 
and  Jewish  Hospital,  Brooklyn,  signed  an  agree- 
ment in  August  under  which  the  hospital  will 
organize  a medical  unit  trained  for  instant  use  by  the 
Army  in  case  of  any  national  emergency. 

Colonel  Roosevelt  Cafarelli,  of  the  Army  Medical 
Department,  representing  Major  General  Raymond 
W.  Bliss,  Surgeon  General  of  the  Army,  said  that 
four  other  New  York  hospitals  had  agreed  to  or- 
ganize similar  mobile  units.  These  are  Queens 
General  Hospital,  Presbyterian  Hospital,  Mount 
Sinai,  and  the  Kings  County  Hospital,  he  said. 

In  Washington,  Army  representatives  said  that 
such  units  are  being  organized  in  hospitals  through- 
out the  United  States  as  part  of  the  nation’s  reserve 


mobilization  program.  They  will  be  expected,  it  was 
said,  to  meet  any  emergency  which  may  arise. 

In  the  agreement  the  Jewish  Hospital  plans  to 
hold  quarterly  training  periods  for  personnel  par- 
ticipating in  the  program,  and  to  make  available  at 
no  expense  to  the  government  adequate  space  for 
classroom  facilities  and  for  storing  equipment. 

While  the  Army  will  not  direct  the  unit,  it  will, 
Colonel  Cafarelli  said,  lend  its  medical  experts  to 
address  classes  on  technical  subjects  and  will  advise 
on  the  training  programs.  Emphasis  will  be  placed 
on  coordination  as  a unit,  and  the  rules,  regulations, 
and  practices  of  the  Medical  Corps,  so  that  the  group 
might  shift  smoothly  to  Army  direction  should  any 
national  emergency  develop. 


Admission  Rates  for  Public  Mental  Hospitals  Increase 


THE  “first  admission”  rate  to  public  mental  hos- 
pitals during  1946  was  88.4  per  100,000  of  the 
population  for  the  country  as  a whole,  and  for  the 
same  year  the  hospitalization  rate  was  372.2,  accord- 
ing to  figures  of  the  Mental  Hygiene  Division  of  the 
Public  Health  Service. 

These  rates  showed  considerable  variation  from 
state  to  state.  The  “first  admission”  rate  ranged 
from  a high  of  146.3  in  New  Hampshire  to  a low  of 
58.1  in  Indiana,  and  the  corresponding  range  for  the 
hospitalization  rate  was  from  593.9  in  New  York  to 
206. 1 in  Utah.  Although  this  variation  may  reflect 
to  some  degree  differences  in  the  extent  of  mental 
illness  from  state  to  state,  it  is  much  more  likely  that 
it  represents  differences  in  the  extent  of  the  facilities 
available  for  the  care  of  the  mentally  ill,  the  rate  of 
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At  the  July  12  meeting  of  the  staff  of  St.  Francis 
Hospital,  Poughkeepsie,  Dr.  J.  J.  Toomey  presented 
a case  report  on  intraperitoneal  cyst  of  presumably 
traumatic  origin.  The  discussion  was  by  Dr. 
M.  M.  Simon.  At  the  August  9 meeting  Dr.  Louis 
Ferraro  presented  kodachrome  studies  of  specimens. 


Dr.  Claude  E.  Forkner,  New  York  City,  presented 
a discussion  on  “The  Diagnosis  and  Treatment  of 
Leukemia”  at  the  June  23  meeting  of  the  Sharon 
Hospital  staff,  Sharon,  Connecticut. 


Plans  are  underway  for  the  building  of  a new  wing 
to  Wyckoff  Heights  Hospital,  Brooklyn,  which  will 
add  100  bedH  to  the  present  capacity  of  the  hospital. 
This  will  increase  the  hospital’s  capacity  one-third, 
making  a total  of  300  beds  and  bassinets. 


A week-long  series  of  conferences  was  sponsored 
in  August  by  the  Council  of  Rochester  Regional 
Hospitals.  About  100  persons,  representing  hos- 
pital staffs  of  11  counties,  attended  the  conference. 
Miss  Esther  N.  Thompson,  council  nursing  associate, 


turnover  in  hospitals  of  the  type  under  consideration, 
and  other  administrative  factors. 

The  figures  are  based  on  the  results  of  the  1946 
Census  of  Patients  in  Mental  Institutions,  collected 
and  tabulated  by  the  Bureau  of  the  Census,  Depart- 
ment of  Commerce.  Collection  of  these  data  was 
made  a function  of  the  Mental  Hygiene  Division, 
Public  Health  Service  in  February  of  this  year  in 
view  of  the  Service’s  increased  responsibilities  under 
the  National  Mental  Health  Act. 

Since  patients  in  private  mental  hospitals  are  not 
necessarily  hospitalized  in  the  states  in  which  they 
reside,  the  rates  are  based  on  statistics  for  public 
hospitals  only.  The  statistics  on  veterans  hospitals 
are  adjusted  figures  based  on  tabulations  prepared 
by  the  Division  of  Medical  Research  Statistics. 


NOTES 

was  in  charge  of  the  program,  and  the  meetings  were 
held  in  the  Catherine  Strong  Hall  of  the  Univer- 
sity of  Rochester. 


Completion  of  several  remodeling  projects  for 
St.  Luke’s  Hospital,  Utica,  has  been  announced  by 
Carl  P.  Wright,  Jr.,  director  of  the  hospital.  The 
work,  in  the  process  of  planning  and  construction  for 
several  months,  is  part  of  a general  renovation  pro- 
gram. 

An  extensive  remodeling  of  the  maternity  floor — 
including  enlargement  of  both  delivery  and  nursery 
facilities — and  creation  of  a private  admissions  office 
for  incoming  patients  were  cited  especially  as  altera- 
tions designed  to  improve  patient  comfort.  An- 
other change — the  setting  up  of  a central  sterile 
supply  room  for  the  entire  hospital — was  considered 
essential  by  the  State  Board  of  Nurse  Examiners 
in  connection  with  the  approval  of  St.  Luke’s  Nurse 
Training  School. 


The  Olean  Medical  Group,  the  first  group  practice 
medical  center  in  the  Buffalo  area,  was  opened  in 
August.  The  medical  staff  comprises  Dr.  William 
C.  Goodlett,  Dr.  Norman  P.  Johnson,  Dr.  A.  L. 
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Runals,  Dr.  Wilber  J.  Manley,  and  Dr.  Fred  W. 
Kehr.  Upon  call  will  be  Dr.  Leslie  J.  Atkins,  con- 
sulting urologist,  Dr.  Leo  D.  Moss,  consulting 
pathologist,  and  Dr.  Murray  Reswick,  consulting 
roentgenologist . 


The  expansion  of  Albany  Hospital  is  being  planned, 
according  to  an  announcement  from  the  hospital. 
The  new  bed  section  of  the  addition  would  provide 
37  beds  for  neurosurgery,  38  for  thoracic  and  plastic 


surgery,  26  for  pediatric  cases,  and  20  admitting  unit 
beds  for  overnight  patients. 

The  hospital  at  present  has  a capacity  of  541  beds 
and  30  bassinets,  but  is  overcrowded  with  60  addi- 
tional beds  and  18  bassinets  set  up. 

The  new  addition  also  would  provide  lecture  rooms 
and  laboratories  for  the  expanding  school  of  nursing. 
The  new  outpatient  department  would  provide  a 
diagnostic  clinic  and  mental  hygiene  clinic.  The 
present  outpatient  department  would  be  used  for 
locker  and  rest  rooms,  the  medical  records  depart- 
ment, and  housing  for  staff  members. 


PERSONALITIES 


Appointments 

Dr.  Jesse  Donald  Stark,  director  of  radiology, 
Gouveneur  Hospital,  New  York  City,  as  expert 
Civilian  Consultant  to  the  Surgeon  General  in  the 
occupied  European  zone.  Dr.  Stark  will  devote  a 
month  to  visiting,  with  three  other  appointees,  the 
United  States  hospitals  in  Germany  and  Austria  to 
promote  and  further  improve  the  quality  of  medical 
instructional  facilities  in  the  field  of  radiology . . . As 
coordinator  at  the  Staten  Island  Hospital,  Dr.  John 
S.  Snider,  who  will  guide  the  interns  in  their  courses 
of  instruction  as  facilitated  by  the  New  York  Com- 
mittee for  the  Study  of  Internships  and  Residencies. 

Dr.  Herman  B.  Snow,  supervising  psychiatrist  of 


Binghamton  State  Hospital,  as  assistant  director  of 
Utica  State  Hospital.  . .As  chief  surgeon  of  the 
A.  Barton  Hepburn  Hospital,  Ogdensburg,  Dr. 
John  E.  Free,  succeeding  the  late  Dr.  G.  C.  Madill . . 
To  the  medical  board  of  St.  Vincent’s  Hospital, 
Staten  Island,  Dr.  Mather  Cleveland,  consultant  in 
orthopedics;  Dr.  Thomas  Mulcahy,  to  the  attending 
staff  in  urology,  and  Dr.  Joseph  Hulnick,  adjunct  in 
gynecology. 

Dr.  Joseph  Levi,  formerly  chief  clinical  psycholo- 
gist, Veterans  Administration  Hospital,  Bronx,  as 
research  psychologist,  Institute  of  Rehabilitation, 
New  York  University-Bellevue  Medical  Center. 


WARN  EX-SYPHILITIC  VETS 

A warning  is  being  issued  to  veterans  who  were 
treated  in  service  for  syphilis  with  penicillin  that 
they  need  periodic  checkups  because  there  is  a pos- 
sibility that  between  20  and  30  per  cent  of  these 
cases  were  failures,  officials  of  the  Veterans  Adminis- 
tration stated. 

The  old  Army  treatment  for  the  disease  with 
arsenic  and  bismuth  was  time-tested,  and  results  were 
therefore  predictable.  The  disadvantage  in  this 
twenty-six-week  treatment  was  that  one  out  of  every 
30,000  was  killed,  while  penicillin  has  proved  superior 
without  killing  any  patients.  However,  penicillin 
treatment  is  still  in  an  early  stage.  It  will  require 
about  twenty  years  study  and  follow-up  to  deter- 
mine the  effect  on  the  patient. 

Meanwhile,  Uncle  Sam  is  worried  about  the  boys 
who  received  treatment  and  thought  themselves 
cured,  because  in  many  cases  the  patient  received 
either  inadequate  treatment,  because  of  discharge 
did  not  get  the  necessary  blood  and  spinal  fluid  tests 


required  for  a year  after  treatment,  or  was  discharged 
before  he  got  an  examination  of  his  spinal  fluid. 

Syphilis,  if  not  treated,  or  inadequately  treated, 
may  attack  the  heart  and  nervous  system  and  there- 
fore in  many  cases  leads  to  insanity.  Officials  esti- 
mate that  each  case  of  insanity  in  a veteran  costs  the 
taxpayer  $40,000  from  the  time  the  patient  is  ad- 
mitted to  a hospital  until  his  discharge. 

They  estimate  that  approximately  400,000  vet- 
erans were  treated  while  in  service  in  the  armed 
forces.  About  52,000  veterans  were  treated  in  1946 
following  their  discharge,  but  there  is  no  way  of  telling 
what  proportion  were  infected  after  they  got  out  and 
which  of  them  were  relapse  cases.  No  one  has  fol- 
lowed Army  cases  long  enough. 

The  officials  of  the  Veterans  Administration  cau- 
tioned that  without  preventive  action  now,  syphilis 
in  veterans  will  cost  the  taxpayer  around  one  billion 
dollars  in  the  course  of  the  next  twenty-five  years. — 
Science  News  Letter,  August  7,  197,8 


FORTY-SECOND  ANNUAL  MEETINGS 


of  the 

DISTRICT  BRANCHES 
of  the 

MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 

PROGRAMS 


Second  District  Branch 


Wednesday,  October  20,  1948 
Garden  City  Hotel 
Garden  City,  New  York 


Morning  Session 

10:30  a. m.— Symposium  on  Rheumatic  Fever 

“Rheumatic  Heart  Disease  in  Children” 
Leo  M.  Taran,  M.D.,  medical  and 
research  director,  St.  Francis 
Sanatorium  for  Cardiac  Children, 
Roslyn 

“Experimental  Viral  Carditis”  (with 
lantern  slide  illustrations) 

John  M.  Pearce,  M.D.,  professor  of 
pathology,  Cornell  University 
Medical  College 

“The  Diagnosis  and  Treatment  of 
Rheumatic  Fever” 

William  Dock,  M.D.,  professor  of 
medicine,  Long  Island  College  of 
Medicine;  director  of  medicine, 
College  Division,  Kings  County 
Hospital 

Business  Meeting,  Election  of  Officers 
12:30  p.m. — Luncheon 

Remarks  by  Mrs.  Edgar  M.  Neptune, 


president,  Woman’s  Auxiliary  to 
the  Medical  Society  of  the  State 
of  New  York 

Address  by  John  J.  Masterson, 
M.D.,  Brooklyn,  president-elect, 
Medical  Society  of  the  State  of 
New  York 


Afternoon  Session 

2:30  p.m. — “Newer  Concepts  of  the  Autonomic 
Nervous  System” 

L.  Corsan  Reid,  M.D.,  associate 
professor  of  physiology,  New  York 
University,  College  of  Medicine 

The  Woman’s  Auxiliaries  of  the  four  county  medi- 
cal societies  on  Long  Island  will  attend  the  luncheon 
and  will  hold  a meeting  at  the  Garden  City  Hotel 
in  connection  with  the  meeting  of  the  Second  Dis- 
trict Branch.  (Notice  of  this  meeting  will  be  mailed 
to  the  members  of  each  of  these  auxiliaries.)  Bridge 
will  follow. 
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Officers — Second  District  Branch 

President John  B.  D’Albora,  M.D., 

Brooklyn 

First  Vice-President.  .Charles  C.  Murphy,  M.D., 
Amityville 

Second  Vice- 

President Thomas  M.  D’Angelo,  M.D. 

Jackson  Heights 

Secretary-Treasurer.  .Charles  F.  McCarty,  M.D., 
Brooklyn 


Presidents  of  Component  County  Societies 

Kings A.  W.  Martin  Marino,  M.D.,  Brooklyn 

Nassau Harold  A.  Butman,  M.D.,  Manhasset 

Queens Alfred  Angrist,  M.D.,  Jamaica 

Suffolk Wilbur  S.  Stakes,  M.D.,  Patchogue 


First  District  Branch 


Tuesday,  October  26,  1948 
St.  Luke’s  Hospital 
Newburgh,  New  York 


Morning  Session 

Golf  at  the  Powelton  Club 


Afternoon  Session  (St.  Luke’s  Hospital) 

2:00  p.m. — “Cancer  and  the  General  Practitioner” 
John  C.  A.  Gerster,  M.D.,  New 
York  City,  assistant  professor  of 
clinical  surgery,  Cornell  Univer- 
sity Medical  College;  clinical 
professor  of  surgery,  New  York 
University,  College  of  Medicine 

“Trends  in  Diagnosis  and  Treatment  of 
Cancer  of  the  Uterus” 

Howard  C.  Taylor,  Jr.,  M.D.,  New 
York  City,  professor  of  obstetrics 
and  gynecology,  Columbia  Uni- 
versity, College  of  Physicians  and 
Surgeons 

Business  Meeting,  Election  of  Officers 


Evening  Session  (Powelton  Club) 

6:30  p.m. — Dinner 

Introduction  of  officers  of  the  Medi- 
cal Society  of  the  State  of  New 
York 

Address  by  John  J.  Masterson,  M.D., 
Brooklyn,  president-elect 

Remarks  by  Mrs.  Edgar  M.  Neptune 
president,  Woman’s  Auxiliary  to 
the  Medical  Society  of  the  State  of 
New  York 

“Medical  Economics” 

James  R.  Miller,  M.D.,  Hartford, 


Connecticut,  trustee,  American 
Medical  Association 

Ladies  will  join  the  members  of  the  District 
Branch  for  dinner. 


Officers — First  District  Branch 

President Harold  F.  Morrison,  M.D., 

Tuxedo  Park 

First  Vice-President.  .Stephen  R.  Monteith,  M.D., 
Nyack 

Second  Vice- 


President Wm.  Crawford  White,  M.D., 

New  York  City 

Secretary I.  J.  Landsman,  M.D.,  Bronx 

Treasurer Henry  W.  Miller,  M.D., 

Brewster 


Presidents  of  Component  County  Societies 


Bronx R.  J.  Azzari,  M.D.,  Bronx 

Dutchess Louis  W.  Stoller,  M.D., 

Poughkeepsie 

New  York William  B.  Rawls,  M.D., 

New  York  City 

Orange Theodore  R.  Proper,  M.D., 

Newburgh 

Putnam Robert  S.  Cleaver,  M.D., 

Brewster 

Richmond Joseph  H.  Diamond,  M.D., 

New  Brighton 

Rockland George  G.  Stone,  M.D., 

Suffern 

Westchester William  G.  Childress,  M.D., 

Valhalla 
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At  its  meeting  on  June  10,  1948,  the  Council  con- 
sidered the  following  matters,  taking  action  as 
indicated. 

Secretary’s  Report 

Remission  of  State  Assessments. — Remission  of 
State  assessments  was  voted  on  account  of  service 
with  the  armed  forces  for  one  member  for  1948  and 
three  for  1947;  also  on  account  of  illness  for  Edward 
M.  Wells  of  Rensselaer  County  for  1947  and  1948. 

Your  Secretary  has  endeavored  to  make  a com- 
mencement of  the  work  set  out  for  him  by  your 
recent  House  of  Delegates.  Matters  referred  to  the 
Council  are  being  routed  to  you  as  fast  as  possible. 

On  June  1,  your  Secretary  conferred  with  Mr. 
Arthur  F.  Duffy,  New  York  State  Commander  of  the 
American  Legion,  at  his  office  in  Jamaica,  Long 
Island,  regarding  Veterans  Medical  Service  Plan  of 
New  York,  Inc. 

In  accordance  with  a communication  received 
from  Dr.  Joseph  S.  Lawrence,  director  of  the 
Washington  Bureau  of  the  American  Medical  Asso- 
ciation, letters  were  sent  to  each  county  medical 
society  president  and  legislative  committee  chair- 
man, each  Woman’s  Auxiliary  county  chairman  and 
executive  committee  chairman  requesting  that  they 
write  to  their  representatives  in  Washington  urging 
opposition  to  Section  4(C)  of  H.R.  6401  which  calls 
for  drafting  members  of  our  profession  up  to  the  age 
of  forty-five  years.  Mr.  Thomas  E.  Walsh  of  the 
Public  Relations  Bureau  was  most  helpful  in  quickly 
accomplishing  Dr.  Lawrence’s  desires. 

In  accordance  with  the  spirit  of  a resolution  passed 
at  your  last  meeting,  a letter  was  written  to  Senator 
Ives  urging  that  the  1948  Republican  Party  Platform 
contain  a plank  opposing  socialized  medicine  and  en- 
dorsing the  American  spirit  of  free  enterprise  in  pro- 
fessions and  business.  I have  also  talked  to  Miss 
Jane  Todd  on  this  subject,  and  expect  to  contact 
Miss  Mary  Donlon,  who  is  a member  of  the  Platform 
Committee. 

Last  Thursday  morning  was  spent  in  conference 
with  Dr.  Herbert  Bauckus,  president  of  Veterans 
Medical  Service  Plan  of  New  York,  Inc.,  Dr.  Hard- 
ing and  Dr.  Kleinman  of  the  U.  S.  Veterans  Ad- 
ministration. Most  of  the  afternoon  was  allotted  to 
the  Annual  Meeting  of  Veterans  Medical  Service 
Plan  of  New  York,  Inc. 

Representatives  of  the  Medical  Societies  of  the 
Middle  Atlantic  States  concerning  National  Emer- 
gency Preparedness  met  on  Tuesday,  June  8,  in 
Philadelphia.  There  were  18  gentlemen  present, 
(including  Dr.  Chas.  Gordon  lleyd  and  myself) 
representing  New  York,  New  Jersey,  Pennsylvania, 
Maryland,  the  District  of  Columbia,  and  Virginia. 
Delaware  was  not  represented.  Dr.  Colby  Engel 
conducted  the  meeting  in  a fine  way. 

The  consensus  of  opinion  was  that  this  was  an  ex- 
ploratory meeting.  They  decided  they  would  hold 
themselves  in  readiness  for  a future  meeting  at  the 
call  of  the  chairman.  Dr.  Engel  was  elected  chair- 
man. Dr.  Fetter,  also  of  Philadelphia,  was  elected 
vice-chairman,  and  Mr.  Irwin,  the  executive  secre- 
tary of  the  Philadelphia  County  Medical  Society, 
was  elected  secretary. 

It  was  felt  that  in  case  of  an  atom  bomb  the  mat- 
ter to  be  prepared  for  beforehand  divided  itself  into 
three  spheres:  (1)  public  health  services,  (2)  ad- 
ministrative services,  and  (3)  medical  care  services. 


Communications.— 1.  Letter  from  Dr.  Thomas 
M.  D’Angelo,  chairman  of  the  Malpractice  In- 
surance and  Defense  Board,  dated  May  20,  1948,  re 
work  of  Mr.  Joseph  Linder  in  connection  with  the 
Malpractice  Insurance  and  Defense  audit  and  re- 
port. 

It  was  voted  that  the  Secretary  be  instructed  to 
write  a letter  to  Mr.  Joseph  Linder  expressing 
appreciation  for  his  work  in  connection  with  the 
audit  of  the  account  of  the  Malpractice  In- 
surance and  Defense  Board  and  for  his  appearance 
at  the  House  of  Delegates. 

2.  Letter  from  John  A.  Kenny,  editor,  National 
Medical  Association,  Inc.,  39  Madison  Avenue, 
Montclair,  New  Jersey,  requesting  permission  to 
publish  in  the  Journal  of  the  National  Medical 
Association  the  resolution  regarding  acceptance  for 
membership  of  doctors  in  county  medical  societies 
irrespective  of  race,  color,  or  creed. 

It  was  voted  that  the  Secretary  reply  stating  that 
this  organization  has  a perfect  right  to  quote 
anything  that  has  come  through  the  press. 

3.  Letter  from  Dr.  Ap.  Pyrghialis,  president,  and 
Dr.  Alex.  Valsamakis,  secretary,  Medical  Associa- 
tion of  Magnesia,  C.  Glavani  Street  No.  10,  Volos, 
Greece,  under  date  of  March  26,  1948,  requesting 
that  we,  “as  a free  democratic  people  of  the  world, 
raise  a voice  of  protest  to  the  other  civilized  people 
in  the  world,  in  order  to  cease  these  crimes  of  the 
bandits  against  the  young  children  of  Greece.” 

It  was  voted  that  this  letter  be  referred  to  the 
American  Medical  Association  with  a request  that 
if  they  do  not  care  to  answer  it,  they  advise  us 
how  we  should. 

4.  Letter  from  Dr.  F oster  Murray,  dated  May  25, 
1948,  giving  list  of  officers  elected  for  the  new 
Section  on  Chest  Diseases  and  requesting  con- 
firmation thereof. 

It  was  voted  that  the  officers  selected  by  the  new 
Section  on  Chest  Diseases  be  confirmed. 

5.  Letter  from  Dr.  Louis  H.  Bauer,  secretary- 
general  of  the  World  Medical  Association,  under 
date  of  June  2,  1948,  as  follows: 

Dear  Dr.  Anderton: 

The  Council  of  the  World  Medical  Association  has 
asked  me  to  express  to  you  their  appreciation  of  the 
courtesies  of  the  association  in  tendering  them  a dinner 
on  the  evening  of  April  28  at  the  Hotel  Biltmore. 

The  Council  was  also  most  enthusiastic  about  all  the 
courtesies  shown  to  them  while  they  were  here. 

6.  Letter  from  Senator  Irving  M.  Ives,  under 
date  of  June  5,  1948,  as  follows: 

Dear  Dr.  Anderton: 

Your  letter  of  May  27  has  been  received,  and  I have 
noted  the  recommendation  you  make  with  regard  to  the 
1948  Republican  Platform.  You  may  be  sure  that  I shall 
be  most  opposed  to  any  plank  favoring  socialized  medicine. 

The  very  kind  thought  regarding  myself  which  you 
express  is  greatly  appreciated. 

With  kindest  personal  regards,  I remain . . . 

7.  Letter  from  Dr.  John  C.  McClintock,  secre- 
tary of  the  Committee  on  Thyroid  Cancer  of  the 
American  Association  for  the  Study  of  Goiter,  under 
date  of  May  24,  1948,  expressing  appreciation  for 
kindness  extended  to  him  and  the  excellent  manner 
in  which  the  Annual  Meeting  of  the  State  Society 
was  conducted. 

Treasurer’s  Report  was  Accepted. 
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Report  of  Executive  Officer 

Dr.  Hannon  reported  he  had  been  busy  making 
arrangements  for  the  fall  meetings  in  the  district 
branches.  He  stated  he  had  attended  a meeting 
called  by  the  Department  of  Education  with  a group 
from  New  Jersey,  represented  by  the  ex-governor, 
Mr.  Moore,  the  president-elect,  and  past  president 
of  the  New  Jersey  State  Medical  Society,  and  two 
members  of  the  exchange  board,  for  the  purpose  of 
considering  reciprocity  and  endorsement  of  licenses 
between  New  Jersey  and  New  York.  Senator  Ham- 
mer and  Dr.  J.  Stanley  Kenney  of  our  Council  were 
also  present.  The  New  York  endorsement  of  New 
Jersey  licenses  was  stopped  in  1940,  and  New 
Jersey  refuses  to  endorse  a New  York  license. 

After  a lengthy  discussion  it  appeared  that  the 
New  Jersey  Board  of  Medical  Examiners  has  raised 
its  standards  sufficiently  for  the  Department  of 
Education  and  the  Committee  on  Endorsement  of 
License  to  consider  endorsing  New  Jersey  licenses 
issued  after  1947,  and  with  that  it  would  appear 
that  New  Jersey  would  then  consider  endorsing 
New  York  State  licenses. 

Activities  of  Committees 

Legislation. — Dr.  Aranow,  chairman,  stated  that 
next  year  he  thought  the  different  groups  that 
wished  legislation  introduced  should  get  together  and 
agree  on  just  what  they  wanted,  so  that  his  commit- 
tee would  not  be  embarrassed  by  disagreements 
among  the  various  groups. 

Constitution  and  Bylaws. — Dr.  Reuling,  chair- 
man, reported  as  follows: 

There  is  one  item  received  from  New  York 
County,  accompanied  by  a long  letter,  which  I will 


not  read.  They  have  adopted  a change  in  Bylaws 
relative  to  malpractice,  amending  Article  2 of  Chap- 
ter VIII  of  the  Bylaws,  by  adding  at  its  end  a new 
sentence  to  read  as  follows: 

Rulings  of  the  Censors  and  of  the  Comitia 
Minora  in  any  matter  properly  before  them  shall 
be  binding  upon  the  members  involved  therein 
unless  and  until  such  rulings  shall  be  modified, 
revised  or  reversed  upon  appeal  or  by  a court  of 
competent  jurisdiction,  and  interpretations  of  the 
Principles  of  Professional  Conduct  of  the  Medical 
Society  of  the  State  of  New  York  and  of  the  By- 
laws of  this  Society  (including  appendices)  made' 
by  the  Censors  or  by  the  Comitia  Minora  other- 
wise than  in  the  course  of  a matter  before  them, 
shall  be  binding  generally  upon  the  members  upon 
approval  thereof  by  a majority  vote  of  the  mem- 
bers present  at  any  annual  or  stated  meeting  of 
the  Society  noticed  for  that  purpose. 

The  counsel  of  the  Society  sees  no  objections,  and 
I think  the  majority  of  the  committee  also  find  no 
objection  to  it.  I move  its  approval. 

It  was  voted  that  this  change  be  approved. 
Convention. — Dr.  Wertz,  chairman,  reported  that 
there  were  two  dates  open  at  the  Hotel  Statler  in 
Buffalo,  the  weeks  commencing  May  2 and  May  23, 
for  the  1949  Annual  Meeting  of  the  Society.  He 
thought  the  Committee  should  consider  these  dates 
and  where  the  Meeting  should  be  held  in  Buffalo. 

After  discussion,  It  was  voted  that  the  date  and 
place  of  meeting  in  Buffalo  be  left  to  the  Convention 
Committee. 

Economics. — Mr.  Farrell,  director  of  the  Bureau  of 
Medical  Care  Insurance,  made  the  following  report: 


TABLE  1. — Membership  Progress — According  to  Types  of  Contract— Quarter  Ending  March  31,  1948 


Types  of  Contract 

United 
Medical 
Service,  Inc., 
New  York 

Western 
New  York 
Medical 
Plan,  Inc., 
Buffalo 

Medical 

and 

Surgical 
Care,  Inc., 
Utica 

Central 
New  York 
Medical 
Plan,  Inc., 
Syracuse 

Genesee 
Valley 
Medical 
Care  Plan, 
Rochester 

Northeastern 
New  York 
Medical 
Service,  Inc. 
Albany 

Totals 

Surgical  only 
Mar.  31,  1948 

639,145 

106,152 

2,346 

50,962 

798,605 

Dec.  31,  1947 

576,924 

96,379 

1,950 

46,145 

721,398 

Increase 

62,221* 

9,773 

396 

4,817 

77,207 

Surgical-in- 
hospital medical 

Mar.  31,  1948 

158,539 

22,627 

30,017 

211,183 

Dec.  31,  1947 

122,060 

23,329 

22,778 

168,167 

Increase 

36,479 

-702 

7,239 

43,016 

Surgical-medical 
home, office,  hospital 

Mar.  31,  1948 

34,729 

13,580 

48,309 

Dec.  31,  1947 

25,740 

13,372 

39,112 

Increase 

8,989 

208 

9,197 

Surgical — special 
benefits,  plan  III 

Mar.  31,  1948 

17,287 

17,287 

Dec.  31,  1947 

18,529 

18,529 

Increase 

-1,242 

-1,242 

Surgical — special 
benefits,  plan  IV 

Mar.  31,  1948 

77,096 

77,096 

Dec.  31,  1947 

70,840 

70,840 

Increase 

6,256 

6,256 

Medical  expense 
fund  and  ward 

Mar.  31,  1948 

709 

709 

Dec.  31,  1947 

833 

833 

Increase 

-124 

-124 

Grand  totals 
(Mar.  31,  1948) 

Membership 

833,122 

128,779 

94,383 

15,926 

50,962 

30,017 

1,153,189 

Increase 

107,565 

9.071 

5,014 

604 

4,817 

7,239 

134,310 

* 4,736  In-hospital  surgical  members  transferred  to  surgical  contract  and  included  in  increase  of  62,221. 
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TABLE  2. — Membership  Progress— According  to  Class  op  Participants— Quarter  Ending  March  31,  1948 


Class  of 
Participants 

United 
Medical 
Service,  Inc., 
New  York 

Western 
New  York 
Medical 
Plan,  Inc., 
Buffalo 

Medical 

and 

Surgical 
Care,  Inc., 
Utica 

Central 
New  York 
Medical 
Plan,  Inc., 
Syracuse 

Genesee 
Valley 
Medical 
Care  Plan, 
Rochester 

Northeastern 
New  York 
Medical 
Service,  Inc., 
Albany 

Totals 

Subscribers 

Dependents 

427,923 

405,199 

50,581 

78,198 

46,199 

48,184 

6,744 

9,182 

21,565 

29,397 

13,028 

16,989 

566,040 

587,149 

Totals 

833,122 

128,779 

94,383 

15,926 

50,962 

30,017 

1,153,189 

• March  16,  1948:  Your  Director  appeared  before 
the  Woman’s  Auxiliary  of  the  Richmond  County 
Medical  Society  at  St.  Vincent’s  Hospital,  Staten 
Island,  and  spoke  on  medical  care  insurance. 

April  7,  1948:  He  spoke  before  the  Orleans 
County  Medical  Society  at  the  Orleans  Hotel,  Al- 
bion, to  discuss  problems  relative  to  payment  for 
services  rendered  to  Farm  Security  Administration 
patients  under  a special  contract  offered  by  the 
Western  New  York  Medical  Plan. 

April  8,  1948:  Mr.  Farrell  spoke  at  a regular 
meeting  of  the  Medical  Society  of  the  County  of 
Steuben  at  the  Baron  Steuben  Hotel,  Corning.  The 
Woman’s  Auxiliary  to  the  Medical  Society  of  the 
County  of  Steuben  and  the  County  Dental  Society 
members  also  attended.  Mr.  Farrell’s  topic  was 
“Voluntary  Health  Insurance  From  the  Viewpoint 
of  the  State  Medical  Society.” 

May  11,  1948:  Your  director  spoke  before  the 
Medical  Society  of  the  County  of  Columbia  at  a 
regular  meeting  at  Valatie  on  the  subject  of  medical 
care  insurance. 

May  13,  1948:  Mr.  Farrell  attended  the  semi- 
annual meeting  of  the  Middle  Atlantic  States  Re- 
gional Conference  on  Medical  Service  at  Phila- 
delphia. He  also  attended  a meeting  of  the  Com- 
mittee on  Liaison  with  Veterans  Administration  at 
the  Hotel  Pennsylvania,  May  16,  1948. 

May  21, 1948:  Dr.  A.  H.  Aaron  and  your  director 


attended  a joint  meeting  of  District  II  and  III,  as 
proposed  by  Associated  Medical  Care  Plans,  called 
by  Dr.  Frederic  E.  Elliott,  temporary  chairman,  and 
held  in  the  United  Medical  Service  offices. 

Dr.  Elliott  reported  that  Dr.  Carlton  E.  Wertz  of 
Buffalo  and  Dr.  Norman  M.  Scott  of  Newark  were 
elected  as  Commission  members  to  Associated 
Medical  Care  Plans  from  District  III,  and  Dr. 
Frederic  E.  Elliott  and  Mr.  John  F.  McCormack 
were  elected  as  Commission  members  from  District 
II,  to  become  effective  at  the  next  annual  meeting  of 
AMCP. 

Attached  is  progress  report  on  the  six  voluntary 
nonprofit  medical  care  plans  for  the  quarter  ending 
March  31, j!948.  (Tables  1-5) 


TABLE  3. — Medical  Call  Rider  (Optional  but 
Issued  as  Supplemental  Coverage  to  Plans  III 
and  IV) 


Plan  III  and  IV — Low  Cost 

March  31,  1948 

34,297 

December  31,  1947 

28,834 

Increase 

5,463 

Plan  IV — High  Cost 

March  31,  1948 

3,113 

December  31,  1947 

3,169 

Increase 

-56 

Grand  Total  Increase 

5,407 

TABLE  4. — Financial  Progress — Quarter  Ending  March  31,  1948 


Liabilities 


Reserve 

and  Reserves 

Earned 

Deferred 

for  Unpaid 

Plan 

Premium 

Claims 

Expenses 

Maternity 

Surgical  and 

Statutory 

Unassigned 

Net 

Location 
New  York 

Income 

Incurred 

Incurred 

Benefits 

Medical  Claims 

Reserve 

Surplus 

Surplus 

Mar.  31 

$1,386,145 

$794,397 

$285,037 

$840,000 

$450,000 

$367,555 

$859,156 

$1,226,711 

Dec.  31 

800,000 

440,000 

305,880 

641,928 

947,808 

Increase 

Buffalo 

$ 40,000 

$ 10,000 

$ 61,675 

$217,228 

$ 

278,903 

Mar.  31 

$ 223,612 

$151,851 

$ 24,590 

$ 77,240 

$ 99,535 

$116,077 

$ 90,423 

$ 

206,500 

Dec.  31 

71,480 

86,462 

106,678 

57,116 

163,794 

Increase 

Utica 

$ 5,760 

$ 13,073 

$ 9,399 

$ 33,307 

$ 

42,706 

Mar.  31 

$ 186,714 

$147,198 

$ 26,834 

$ 92,283 

$164,324 

$ 85,519 

$159,681 

$ 

245,200 

Dec.  31 

92,283 

145,582 

78,060 

151,557 

229,617 

Increase 

Syracuse 

$ 18,742 

$ 7,459 

$ 8,124 

$ 

15,583 

Mar.  31 

$ 42,981 

$ 32,145 

$ 5,723 

$ 4,209 

$ 27,578 

$ 11,880 

$ 39,661 

$ 

51,541 

Dec.  31 

4,209 

26,873 

10,161 

35,317 

45,478 

Increase 

Rochester 

$ 705 

$ 1,719 

$ 4,344 

$ 

6,063 

Mar.  31 

$ 77,889 

$ 45,762 

$ 9,774 

$ 32,062 

$ 49,546 

$ 13,357 

$ 57,779 

$ 

71,136 

Dec.  31 

29,873 

29,165 

10,015 

46,316 

56,331 

Increase 

Albany 

$ 2,189 

$ 20,381 

$ 3,342 

$ 11,463 

$ 

14,805 

Mar.  31 

$ 56,669 

$ 41,698 

$ 6,206 

$ 3,750 

$ 33,656 

$ 6,109 

$ 18,922 

$ 

25,031 

Dec.  31 

16,300 

3,842 

16,174 

20,016 

Increase 

$ 3,750 

$ 17,356 

$ 2,267 

$ 2,748 

$ 

5,015 

Note:  Earned  premium  income  and  claims  and  expenses  incurred  are  determined  from  the  beginning  of  each  year;  therefore, 
no  increases  can  be  shown  until  the  end  of  the  second  quarter  of  1948. 
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TABLE  5. — Claim  Data — Quarter  Ending  March  31,  1948 


Plan  Location  and  Types  of 
Contracts 

New  York* 

Surgical  Expense  Indemnity 
Surgical — In-Hospital  Medical 
General  Medical 
Buffalo* 

Surgical 

Surgical — In-Hospital  Medical 
Utica 

Plan  JII,  Surgical  and  Special 
Benefits 

Plan  IV,  Surgical  and  Special 
Benefits 
Syracuse 
Surgical 

Surgical  and  Medical 
Rochester 

Surgical  Expense  Indemnity 
Albany 

Surgical — In-Hospital  Medical 


Number 
of  Claims 

Amount 

9,038 

$587,739 

2,288 

133,858 

4,853 

61,965 

2,985 

$ 96,243 

1,938 

42,705 

887 

$ 24,954 

3,968 

122,243 

109 

$ 3,045 

2,636 

29,099 

1,197 

$ 45,762 

Ratio  to 
Earned 
Premium 
(Per  Cent) 

Average 

Cost 

per  Claim 

62.66 

44.86 

47.98 

$65.02 

58.50 

12.76 

62.72 

60.84 

$32.24 

22.03 

55.81 

$28.13 

86.08 

30.80 

78.94 

74.37 

$27.94 

11.03 

Claim 
Incidence 
per  1,000 
Participants 
per  Annum 

Average 

Exposure 

Participants 

58.0 

65 . 1 
641.0 

612,795 

140,539 

30,280 

117.9 

338.3 

101,197 

22,910 

198.1 

17,908 

214.5 

73,968 

202.9 

782.4 

2,148 

13,476 

98.9 

48,407 

134.8 

26,400 

890 


$ 41,698 


58 . 75 
73.58 


$38.23 
$46 . 85 


* Paid  basis;  all  others  on  incurred  basis. 

Note:  Experience  of  Medical  and  Surgical  Care,  Inc.,  Utica,  includes  benefits  under  medical  call  rider. 


Total  membership  at  March  31,  1948,  was  1,153,- 
189,  an  increase  during  the  quarter  of  129,574,  which 
exceeded  by  12,070  the  increase  for  the  correspond- 
ing period  in  1947. 

Incurred  benefits  to  members  was  $1,208,051,  as 
compared  to  $792,244  for  the  same  period  in  1947, 
representing  an  increase  of  $415,807,  or  52  per  cent. 

Finance. — Dr.  Andresen,  chairman,  submitted  the 
revised  budget  for  the  last  six  months  of  the  year 
ending  December  31,  1948.  This  was  approved  and 
referred  to  the  Board  of  Trustees. 

Medical  Licensure. — Dr.  Strohm,  chairman,  re- 
ported verbally. 

“I  just  received  yesterday  a letter  from  the 
Medical  Society  of  the  County  of  New  York,  in 
which  they  make  some  recommendations  to  the 
Council  concerning  qualifications  for  applicants  for 
licensure  in  New  York  State.  Some  of  them  are  in 
effect.  One  or  two  of  them  have  been  tried  again 
and  again.  I would  beg  your  indulgence  to  give,  a 
more  complete  report  on  this  at  our  next  Council 
meeting  because  1 have  really  not  had  time  to  look 
the  thing  over  carefully,  but  I think  it  was  pretty 
well  covered  in  the  Annual  Report  of  the  Committee 
on  Medical  Licensure.” 

Office  Administration  and  Policies. — Dr.  Ander- 
ton  reported  for  Dr.  Masterson,  the  chairman,  that 
the  committee  had  met  on  June  9,  and  routine 
business  was  transacted.  It  had  no  recommenda- 
tions to  make  to  the  Council. 

Public  Health  and  Education. — The  report  as  dis- 
tributed with  the  Agenda  is  as  follows: 

Activities  of  the  Chairman. 

Jane  3,  1948:  In  Syracuse  attended  the  Semi- 
Annual  meeting  of  the  Board  of  Directors  of  the 
American  Cancer  Society,  New  York  State  Division. 

June  4,  1948:  In  Syracuse  attended  a meeting  of 
the  Executive  Committee  of  the  Fifth  District 
Branch. 

June  9 , 1948:  In  New  York  City  a meeting  of  the 
Council  Committee  on  Public  Health  and  Education 
and  the  Subcommittee  on  Cancer  was  held  with 
representatives  of  the  New  York  State  Department 
of  Health.  Some  of  the  officers  of  the  Medical  So- 
ciety of  the  State  of  New  York  were  also  present  at 
this  conference. 

Subcommittee  on  Hard  of  Hearing  and  the  Deaf. — 


The  following  report  was  submitted  by  Gordon  D. 
Iioople,  M.D.,  chairman: 

“On  May  17,  1948,  in  New  York  City,  the  chair- 
man of  the  Subcommittee  on  Hard  of  Hearing  and 
the  Deaf  conferred  with  Dr.  Morton  L.  Levin,  Dr. 
Leon  Sternfeld,  and  Dr.  I.  Jay  Brightman  of  the 
State  Department  of  Health.  There  is  the  possi- 
bility of  allocation  of  some  State  and  national  funds 
for  the  work  of  the  program  of  conservation  of  hear- 
ing in  New  York  State.  Considerable  progress  was 
made  at  this  meeting.  These  individuals  were  in- 
formed of  some  of  the  needs  of  the  program  and  were 
instructed  how,  from  the  otologists’  standpoint,  they 
should  be  met.  Your  chairman  was  informed  by 
them  of  some  of  the  difficulties,  and,  after  con- 
ference, ways  of  eliminating  blocks  were  discussed. 
They  felt  confident  that  some  measures  of  worth, 
from  a financial  standpoint,  could  be  brought  about.” 

Postgraduate  Instruction. — Postgraduate  instruc- 
tion has  been  completed  in  the  following  counties: 
Allegany,  Chemung,  Clinton,  Genesee,  Madison, 
Nassau,  Oneida,  Ontario,  Oswego,  Queens,  St. 
Lawrence,  Saratoga,  Seneca,  Suffolk,  Sullivan, 
Tioga,  Ulster,  and  Westchester. 

Arrangements  have  been  completed  for  a sym- 
posium to  be  presented  at  a joint  jneeting  of  the 
Rockland  County  Medical  Society  and  the  Rockland 
County  Dental  Society  on  June  16, 1948,  in  Pomona. 

Postgraduate  instruction  will  be  given  in  the  near 
future  in  Chenango  and  Otsego  Counties. 

A request  has  been  received  from  the  Sullivan 
County  Medical  Society  for  instruction  to  be  pre- 
sented in  the  fall. 

We  hope  to  have  the  1948-1949  Course  Outline 
Book  ready  for  mailing  as  soon  as  possible.  The 
material  is  being  compiled  and  will  be  sent  to  the 
printer  within  a short  time. 

Subcommittee  on  Cancer. — Dr.  Anderton  sub- 
mitted the  following  report  of  a meeting  held  on  June 
9,  1948,  for  Dr.  Post,  chairman  of  the  Subcommittee 
on  Cancer: 

“There  were  ten  gentlemen  present,  representing 
the  Medical  Society  of  the  State  of  New  York,  the 
Cancer  Society,  and  the  New  York  State  Depart- 
ment of  Health.  The  meeting  considered  ana  ap- 
proved a program  of  cancer  control  of  the  Bureau  of 
Cancer  Control  of  the  New  York  State  Depart- 
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ment  of  Health.  That  is  a splendid  and  inclusive  re- 
port. It  is  fair  to  explain  that  it  reaches  into  the 
realm  of  idealism  in  certain  of  its  parts,  and  it  was 
arranged  with  that  intention  at  the  start. 

“Second,  there  was  referred  by  this  Subcommittee 
on  Cancer  to  a subcommittee  composed  of  Dr.  Aide 
and  Dr.  Gerhart  the  formulation  of  a blueprint  for 
detection  clinics;  that  is,  the  idea  was  that  they  will 
bring  to  the  committee  next  time  a plan  for  the 
setting  up  of  a cancer  detection  clinic. 

“Also  they  will  bring  in  a report  or  statement  of 
qualifications  for  fellowships  in  the  study  of  cancer. 
The  State  Department  of  Health  allots  certain  sums 
to  men  in  order  to  take  postgraduate  study  in  the 
subject  of  cancer,  and  this  Subcommittee  will  bring 
in  recommendations  which  will  be  sent  to  the 
Health  Department  from  this  body  eventually  re- 
garding qualifications  that  men  should  have  in  order 
to  receive  those  fellowships  from  the  State  Depart- 
ment of  Health. 

“Also  referred  to  this  Subcommittee  was  the  sub- 
ject of  recommendations  for  a plan  for  tumor 
clinics.” 

Planning  Committee  for  Medical  Policies. — Dr. 

Kenney  stated  that  the  House  of  Delegates  had  con- 
tinued this  special  committee  of  t he  House  of  Dele- 
gates and  reminded  the  Speaker  that  it  was  his  pre- 
rogative to  appoint  six  members. 

Committee  on  Public  Relations. — Dr.  Winslow, 
chairman,  presented  the  following  report: 

“Considerable  success  was  achieved  by  the  Public 
Relations  Bureau  in  reaching  the  public  through 
publicity  emanating  from  the  142nd  Annual  Meet- 
ing. Clippings  are  being  received  almost  daily  from 
newspapers  throughout  the  State,  indicating  an  un- 
usually wide  coverage  of  the  meeting  by  the  press. 
During  the  meeting,  the  press  room  set  up  by  the 
Public  Relations  Bureau  was  a center  of  activity  for 
approximately  20  representatives  of  newspapers, 
wire  services,  and  periodicals.  Daily  coverage  was 
provided  by  the  leading  New  York  newspapers  and 
wire  services.  On  two  occasions  stories  in  the  New 
York  Times  were  played  up  on  the  first  page,  and 
both  che  Times  and  the  Herald  Tribune  devoted 
editorials  to  certain  actions  taken  by  the  House  of 
Delegates.  The  Public  Relations  Bureau  sent  four 
special  mailings  to  the  city  and  State  press  during  the 
course  of  the  meeting  and  also  arranged  for  the  dis- 
tribution of  photographs  of  the  incoming  and  re- 
tiring officers  of  the  Society  and  of  the  Woman’s 
Auxiliary. 

“In  respond  to  a mailing  of  approximately  2,500 
copies  of  20,000  Years  of  Service,  the  commemorative 
booklet  honoring  those  physicians  in  New  York 
State  who  have  practiced  medicine  fifty  years  or 
more,  a large  number  of  laudatory  and  appreciative 
letters  have  been  received.  Thirty-six  personal 
letters  from  the  fifty-year  men  expressing  their 
pleasure  in  having  been  included  in  the  booklet  were 
among  this  number,  and  there  were  97  others  from 
other  state  societies,  officials  of  the  American 
Medical  Association,  librarians,  and  friends  of  the 
Society.  A sampling  of  the  comment  contained  in 
these  letters  indicates  the  success  which  the  booklet 
achieved  in  fulfilling  its  purpose.  Some  of  these 
comments  are: 

'Thanks  very  much  for  the  copy  of  20,000 
Years  of  Service.  I feel  too  highly  compli- 
mented.’— Dr.  Nathan  B.  Van  Etten,  Past- 
President  of  the  American  Medical  Association. 

‘This  certainly  took  a lot  of  work  but  the  final 
result  was  worth  the  effort.’ — Dr.  George  F.  Lull, 


Secretary  and  General  Manager  of  the  American 
Medical  Association. 

‘I  will  treasure  it  always.’ 

‘It  was  a splendid  thought  and  beautifully- de- 
veloped.’ 

‘These  lines  are  to  express  my  heartfelt  grati- 
tude for  putting  my  name  and  likeness  in  such 
illustrious  company.’ 

‘The  booklet  accomplishes  its  purpose  ad- 
mirably.’ 

‘We  old-timers  are  made  very  happy  that  we 
should  have  been  so  handsomely  remembered  by 
our  State  Society.’  . 

‘Thank  you  for  the  lovely  thing  you  have  done.’ 

‘It  was  a very  gracious  gesture  on  the  part  of 
our  Society  to  bestow  this  honor  on  us  in  recog- 
nition of  fifty  or  more  years  of  service — an  honor  I 
shall  cherish  the  rest  of  my  life.’ 

“Certificates  have  been  mailed  to  130  member 
physicians  who  reached  the  fifty-year  mark  during 
the  past  year. 

“A  News  Letter  was  mailed  on  May  5 calling 
attention  to  the  Teaching  Day  program  during  the 
Annual  Meeting  and  describing  the  steps  being 
taken  by  certain  county  societies  to  provide  round- 
the-clock  medical  service  in  cases  of  emergency.  A 
bulletin  of  the  Investors  League,  Inc.,  expressing 
opposition  to  the  Wagner-Murray-Dingell  Bill,  was 
attached  to  the  News  Letter. 

“During  the  course  of  the  month  a newspaper  re- 
lease based  on  an  editorial  in  the  New  York  State 
Journal  of  Medicine  on  the  use  of  penicillin  as  a 
prophylactic  in  the  eyes  of  newborn  children  was 
sent  to  New  York  State  dailies  and  the  Journal  ex- 
change list. 

“The  following  postgraduate  sessions,  held  under 
the  auspices  of  the  Committee  on  Public  Health  and 
Education,  were  covered  by  releases  to  the  press: 
Clinton,  Fulton,  Genesee,  Jefferson,  Madison,  Rock- 
land, and  Sullivan. 

“The  Public  Relations  Bureau  prepared  a letter  to 
all  county  presidents  and  legislative  chairmen  and 
members  of  the  Woman’s  Auxiliary  urging  them  to 
write  their  congressmen  in  opposition  to  that  portion 
of  the  proposed  selective  service  act  which  would  re- 
quire registration  of  physicians  up  to  the  age  of 
forty-five. 

“Mr.  Walsh  represented  the  Society  at  the 
National  Health  Assembly  in  Washington,  May  2 to 
5.  During  the  course  of  the  month  he  visited  Mon- 
roe, Nassau,  Orange,  and  Cayuga  counties  and  spoke 
on  the  need  of  a committee  on  public  education  and  a 
speakers’  bureau,  and  in  Kings  County  he  spoke  on 
the  subject  of  socialized  medicine.” 

Publication. — Dr.  Kosmak,  chairman,  reported 
that  the  Publication  Committee  met  on  June  9, 
1948.  Many  routine  matters  were  considered.  He 
stated  the  Committee  had  approved  a supplement  to 
the  Journal  containing  the  Minutes  of  the  1948 
Annual  Meeting  of  the  House  of  Delegates.  The 
cost  of  this  has  been  estimated  at  about  83,000.  It  is 
proposed  that  this  sum  be  taken  from  the  proceeds 
of  the  Annual  Meeting,  provided  the  surplus  is 
sufficient;  otherwise  it  was  proposed  that  it  be  left 
to  the  discretion  of  Mr.  Anderson  as  to  how  much  of 
this  money  can  be  taken  from  the  advertising  in- 
come of  the  Journal. 

It  was  voted  that  the  Publication  Committee  be 
granted  leave  to  print  a supplement  to  the 
Journal  containing  the  minutes  of  the  last  meet- 
ing of  the  House  of  Delegates  and  to  accept  adver- 
tising therefor,  the  difference  in  cost  to  be  allo- 
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cated  from  the  convention  fund  if  there  is  suf- 
ficient; of  if  not,  from  the  Journal  fund. 
Committee  on  Liaison  with  Veterans  Administra- 
tion.— Dr.  Bauckus,  chairman,  reported  as  follows: 
“I  would  not  have  come  to  the  Council  meeting 
today  except  we  have  a meeting  of  our  Board  of 
Directors  this  afternoon  to  consider  some  very  im- 
portant matters. 

“I  would  like  first  to  say  that  the  contract  with 
Veterans  Administration  is  supposed  to  end  June 
30,  1948.  Unless  we  have  a new  contract  with  the 
Veterans  Administration,  the  Veterans  Medical 
Service  Plan  will  have  nothing  further  to  do.  That 
will  mean  the  loss  of  our  contract  and  the  loss  of  our 
contracts  with  our  coordinators. 

“Dr.  Harding  will  meet  us  again  next  Thursday, 
with  Dr.  Anderton  and  myself,  to  discuss  the  work 
of  the  clinics  here.  Frankly,  he  would  like  to  take  the 
work  of  the  coordinators  and  put  it  into  his  own 
department. 

“As  chairman  of  the  Committee  from  the  Ameri- 
can Medical  Association,  I have  secured  information 
| about  how  the  plan  works  in  various  states,  and  in 
some  it  works  very  well  indeed.  Some  of  the  reports 
indicate  that  the  medical  profession  of  the  State  is 
i fairly  well  pleased  with  the  work.  This  is  of  course 
i an  indication  that  there  is  a great  variation  in  the 
I way  the  Veterans  Administration  carries  on  its  care 
I of  the  veteran  in  the  service-connected  case.  We 
know  from  statistics  that  we  are  not  getting  our 
I share  of  fee  basis  work  in  New  York  State. 

“I  have  a letter  from  the  Medical  Director  of  the 
E California  Physicians  Service  that  says  in  part: 

‘I  am  enclosing  a record  of  the  activity  of  this  pro- 
gram during  the  past  year,  together  with  a state- 
ment of  the  amount  of  money  involved  and  the 
number  of  veterans  treated.  As  you  will  note 
from  these  figures  the  program  is  steadily  grow- 
ing. Most  of  the  administrative  problems  have 
been  ironed  out  and  the  operations  are  com- 
paratively smooth.  Our  contract  is  on  a cost  plus 
basis,  so  in  addition  to  the  amount  of  authoriza- 
tions listed  administrative  expense  is  in  addition. 
Very  cordial  relations  exist  between  the  C.P.S. 
and  the  branch  office  of  the  Veterans  Administra- 
tion.’ 

“The  Michigan  Medical  Service  sent  their  execu- 
tive, Mr.  Castaluzzi,  to  see  me  in  Buffalo  to  describe 
what  they  were  doing,  and  they  have  a very  good 
: program  working  through  a similar  so-called  Blue 
I Shield  Plan.  He  tells  me  that  several  times  they 
t have  had  to  go  to  Washington  to  protest  certain  acts 
I of  the  Veterans  Administration  in  Michigan  but 
I t hat  generally  they  have  received  approval  of  what 
they  wanted  to  do.  He  said  that  the  veteran  was 
quite  confident  that  he  could  have  free  choice  of 
physician  and  demanded  it;  that  the  Medical  So- 
| ciety  went  along  with  that,  and  they  were  able  to 
Tcontrol  the  program  very  well. 

“By  the  way,  in  California  one  month  in  1947  they 
had  $246,000  of  authorizations,  the  next  month 
5206,000.  It  went  down  to  $200,000  in  November; 
n March,  1948,  $284,000;  in  April,  1948,  $287,000. 

1 call  your  attention  to  the  fact  that  there  is  quite  a 
lifference  between  the  way  they  are  working  in 
Jalifornia  and  the  way  they  are  doing  in  some  of 
he  other  states. 

“I  will  read  one  more  item  from  the  State  of  In- 
liana, in  which  the  Executive  Secretary  says  in 
>art: 

‘Home  town  care  by  family  physician  under 
agreement  with  VA  existent  Indiana  since 
November,  1946,  satisfactory  plan  with  minimal 


administrative  difficulties  but  gradually  reduction 
in  such  service  has  accompanied  increased  facilities 
in  VA  Regional  Office  with  16  to  18  full-time 
physicians.’ 

I would  say  that  that  is  somewhat  along  the  line  of 
what  we  have  had  here. 

“If  the  Veterans  Administration  does  not  make  a 
contract  with  the  Plan,  or  if  they  want  to  do  it  with 
the  coordinators  out  of  the  picture,  I doubt  very 
much  whether  the  Board  of  Directors  will  want  to  go 
along  with  the  whole  contract.  That  will  throw  the 
whole  thing  before  the  Council.  It  will  then  be  the 
responsibility  of  the  Council  of  the  Medical  Society 
of  the  State  of  New  York  to  do  what  wre  are  doing 
now. 

“I  would  like  to  have  use  made  very  much  of  Dr. 
Winslow’s  Committee  on  Public  Relations.  I have 
asked  for  that  several  times.  I think  they  could  do  a 
lot  for  us. 

“I  notice  the  report  this  morning  does  not  say 
anything  about  the  Veterans  Administration  at  all. 
I don’t  think  it  is  our  business,  the  Board  of  Direc- 
tors’ business,  to  do  all  of  this  propaganda  and  public 
relations  work  for  the  State  Medical  Society.  It  is 
a suggestion  I have  to  make  that  this  work  be  put 
under  the  direction  of  some  member  of  the  Council 
or  possibly  placed  in  Mr.  Farrell’s  Bureau.  We 
operate  more  or  less  as  an  independent  organization, 
and  we  have  no  one  to  look  after  us  except  as  we  re- 
quest various  men  in  the  organization.  I think  if  wTe 
had  Mr.  F arrell’s  cooperation  we  might  make  use  of 
some  of  the  public  relations  that  he  gets,  but  the 
point  is  that  the  veteran  does  not  know  his  rights  are 
gradually  being  taken  away  from  him.  He  does  not 
appreciate  what  it  means  to  have  free  choice  of 
physician,  and  that  is  especially  important  when  we 
have  Workmen’s  Compensation  free  choice.  Fur- 
thermore, if  we  lose  in  this  matter,  we  may  have  some 
attack  on  the  question  of  free  choice  in  Workmen's 
Compensation.  New  York  State  of  all  states  should 
certainly  stand  for  free  choice  of  doctor  by  the 
veteran,  and  that  is  the  resolution  your  House  of 
Delegates  adopted.  Whether  or  not  under  the 
present  circumstances  the  Veterans  Administration 
will  continue  the  contract  I do  not  know,  but  I 
want  to  call  to  the  attention  of  the  Council  that 
matters  are  now  approaching  a critical  stage.  We 
shall  have  a meeting  this  afternoon,  and  we  shall 
have  a further  report  after  that.” 

After  discussion,  it  was  voted  that  all  facilities  of 
the  State  Society  be  used  to  assist  Dr.  Bauckus 
and  his  Committee. 

Woman’s  Auxiliary. — Dr.  Beckman,  chairman, 
reported  that  he  had  received  a letter  from  Mrs. 
Neptune  stating  that  she  had  organized  her  com- 
mittees and  had  visited  several  county  societies. 

Workmen’s  Compensation. — Dr.  Kenney,  chair- 
man, reported  verbally  that  “a  meeting  was  held 
with  Miss  Donlon  on  the  11th  of  May  to  discuss  the 
problem  of  rating.  Also  another  meeting  was  held 
by  our  Committee  at  the  Hotel  Pennsylvania  follow- 
ing the  State  Society  meeting.  Thirty  or  forty 
representatives  of  different  counties  came  and  dis- 
cussed informally  some  of  their  grievances.  I will 
embody  these  matters  in  a more  formal  report  for 
the  September  meeting.” 

Coordinating  Council  of  the  Five  Metropolitan 
Counties 

Dr.  Frej'  reported  as  observer. 

New  Business 

Council  Committee  Appointments  for  the  Year 
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1948-1949. — The  list  of  council  committees  and  sub- 
committees was  submitted  by  the  President  and  ap- 
proved by  the  Council.  (The  list  will  be  published 
in  the  next  issue  of  the  Journal). 


Matters  Referred  from  the  House  of  Delegates  to 
the  Council 

Section  77,  House  Minutes. — Report  of  Ref- 
erence Committee  on  Report  of  Council,  Part  XII: 
Woman’s  Auxiliary 

“We  recommend  to  the  Council  that  they  recom- 
mend to  the  Board  of  Trustees  that  the  appropria- 
tion be  increased  by  $1,000”,  meaning  appropria- 
tion for  Woman’s  Auxiliary. 

It  was  voted  that  this  recommendation  be  made. 

Section  79,  House  Minutes. — Report  of  Reference 
Committee  on  Report  of  Council,  Part  XII:  Report  of 
Committee  on  Questions  on  Ethics 

It  was  voted  to  remove  from  the  Principles  of  Pro- 
fessional Conduct  of  the  Medical  Society  of  the 
State  of  New  York  an  addition  entitled,  “Publica- 
tions for  the  Laity”  which  was  appended  to  Section 
31(b).  It  was  also  voted  to  “refer  back  to  the 
Council  for  further  study”  the  following  proposed 
substitution: 

‘ Advertisements  and  Announcements  of  Publica- 
tions for  the  Laity: 

“In  the  event  that  there  is  proposed  any  public 
announcement  of  or  advertising  in  relation  to  any 
book  or  article  or  writing  for  the  laity,  such  pro- 
posed announcement  or  advertising  matter  shall 
be  submitted  to  the  Council  Committee  on  Public 
Relations  prior  to  any  public  appearance  of  the 
announcement  or  advertising  matter.  This  re- 
viewing committee  shall  render  its  opinion  without 
unnecessary  delay.  It  shall  be  guided  mainly  by 
Section  31  of  these  principles  of  professional  con- 
duct, but  shall  be  empowered  to  make  such  con- 
cessions as  may  be  practiced  and  necessary,  in  con- 
sidering the  description  of  the  title  and  contents  of 
the  publication,  the  professional  standing  and 
reputation  of  the  author,  and  such  other  material 
through  which  the  publisher  may  wish  to  arouse 
interest.” 

It  was  voted  to  refer  this  to  the  Committee  on 
Ethics. 

Section  85,  House  Minutes.—  Report  of  Reference 
Committee  on  Report  of  Board  of  Trustees  and 
Report  of  Treasurer 

The  Reference  Committee  recommended  that  the 
Council  consider  the  advisability  of  discontinuing 
publication  in  the  Directory  of  names  of  physicians 
in  New  Jersey  and  Connecticut  until  means  can  be 
devised  to  interest  these  physicians  in  defraying 
some  of  the  cost  of  compiling  and  publication. 

It  was  also  voted  that  the  Directory  be  published 
every  two  years. 

The  Council  voted  to  refer  this  to  the  Publication 
Committee. 

Section  94,  House  Minutes. — Report  of  Reference 
Committee  on  Report  of  Council,  Part  X:  Work- 
men’s Compensation 

It  was 

“Resolved,  that,  the  New  York  State  Medical 
Society  urge  the  Legislature  of  the  State  of  New 
York,  to  amend  the  Workmen’s  Compensation 


Law  to  abolish  the  Medical  Practice  Committee; 
be  it  further 

“ Resolved , that  the  support  of  the  county 
medical  societies  outside  the  metropolitan  area  is 
urged  in  order  to  re-establish  a uniform  adminis- 
tration of  the  law  through  New  York  State.” 

It  was  voted  to  refer  this  to  the  Legislative  and 
Workmen’s  Compensation  Committees. 

Section  96,  House  Minutes. — Report  of  Reference 
Committee  on  Report  of  Council,  Part  IX:  Work- 
men’s Compensation 

Approval  was  voted  to  the  recommendation  “that 
regional  representation  from  the  eight  district 
branches  constitute  an  Advisory  Council  on  Work- 
men’s Compensation  Matters  acting  as  a Subcom- 
mittee of  the  Council  Committee  on  Workmen’s 
Compensation.” 

It  was  voted  that  the  President  be  empowered  to 
appoint  such  a committee. 

A recommendation  was  adopted  that  the  “chair- 
man of  the  Workmen’s  Compensation  Board  ar- 
range for  a yearly  consideration  and  review  of  the 
Fee  Schedule  and  that  Miss  Donlon  designate  it  as  a 
‘Minimum  Medical  Fee  Schedule’  in  accordance  with 
the  provisions  of  Section  13,  Workmen’s  Compensa- 
tion Law.” 

It  was  voted  to  refer  this  to  the  Workmen’s  Com- 
pensation Committee. 

A recommendation  of  the  Reference  Committee 
was  adopted  that  steps  be  taken  for  settlement  of 
disputed  medical  bills  in  the  four  counties  having  a 
population  of  over  one  million  through  arbitration  by 
a committee  consisting  of  five  physicians. 

It  was  voted  to  refer  this  to  Workmen’s  Compensa- 
tion Committee  for  consideration  and  report. 

Section  100,  House  Minutes. — Report  of  Ref- 
erence Committee  on  Report  of  Council,  Part  III: 
Salary  Scales  for  Public  Health  Physicians  in  the 
New  York  State  Department  of  Health 

The  following  resolution  was  adopted  with  the 
recommendation  that  the  Council  carry  out  its  pro- 
visions: 

“Whereas,  the  health  and  welfare  of  the  State  of 
New  York  are  dependent  in  many  ways  upon  the 
satisfactory  operation  and  performance  of  services 
provided  through  the  New  York  State  Depart- 
ment of  Health;  and 

“Whereas,  upon  investigation  it  is  evident  that 
these  services  are  suffering  from  a lack  of  essential 
medical  personnel;  and 

“Whereas,  the  Commissioner  of  Health  is 
handicapped  in  making  replacements  of  highly 
important  specialists  because  of  inadequate  salary 
scales;  and 

“Whereas,  present  available  salaries  for  public 
health  and  laboratory  physicians  in  the  State  De- 
partment of  Health  are  not  commensurate  with 
incomes  earned  by  physicians  of  like  experience 
and  training;  and 

“Whereas,  48  out  of  96  full-time  medical 
positions  in  the  State  Department  of  Health  re- 
main unfilled  as  a result  of  the  low  salary  scales 
now  in  effect;  and 

“Whereas,  important  public  health  programs 
and  necessary  research  cannot  be  carried  on  be- 
cause of  these  conditions;  and 

“Whereas,  these  deficiencies  threaten  the 
[Continued  on  page  2192] 
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When  dietary  vitamin  supplementation  is  indicated, 
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ments with  a generous  margin  of  safety.  The  biogels 
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health  and  welfare  of  the  people  of  New  York 
State ; now,  therefore  be  it 

“ Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  respectfully  petition  the 
Governor  of  New  York  to  take  prompt  action  to 
rectify  this  situation  by  means  of : 

“1.  Upward  salary  scale  revision; 

“2.  The  delegation  of  greater  latitude  to  the 
Commissioner  of  Health  to  permit  re- 
cruitment of  personnel  above  salary  scale 
minimums;  and 

“3.  Simplification  of  Civil  Service  recruitment 
procedures  as  they  pertain  to  medical 
personnel.” 

It  was  voted  that  the  secretary  be  instructed  to 
communicate  with  Governor  Dewey  stating  that 
the  State  Society  favors  an  increase  in  such 
salaries. 

Section  102,  House  Minutes.- — Report  of  Ref- 
erence Committee  on  Report  of  Malpractice  In- 
surance and  Defense  Board 

A recommendation  was  adopted  that  the  Malprac- 
tice Insurance  and  Defense  Board  continue  the 
Group  Plan  of  Malpractice  Insurance. 

Section  103,  House  Mjnutes. — Report  of  Ref- 
erence Committee  on  Report  of  Malpractice  In- 
surance and  Defense  Board:  Malpractice  Insurance 
and  Public  Relations 

It  was 

“Resolved,  that  the  Council  of  the  Medical  So- 
ciety of  the  State  of  New  York  be  instructed  to 
study  the  Alameda  County  Plan,  and  as  soon  as 
feasible  to  institute  procedures  which  will  end  in 
the  employment  of  measures  of  like  nature  in  the 
constituent  county  societies  or  district 
branches.” 

It  was  voted  to  refer  this  to  the  Malpractice  Insur- 
ance and  Defense  Board. 

Section  106,  House  Minutes. — Report  of  Ref- 
erence Committee  on  Report  of  Council,  Part  IX: 
Report  of  Subcommittee  on  Cults 

In  approving  the  report,  the  Reference  Committee 
“urges  the  Council  to  introduce  the  necessary 
recommended  injunctive  legislation  in  the  1949 
legislative  session.” 

It  was  voted  that  this  be  referred  to  the  Committee 
on  Legislation. 

Section  111,  House  Minutes. — Report  of 

Reference  Committee  on  Report  of  Council,  Part  XII: 
The  Report  of  the  Temporary  State  Commission  on 
Coordination  of  State  Activities 

A summary  of  the  Wicks  Commission  Report  was 
referred  to  the  Council  “with  the  direction  to  take 
the  necessary  action  for  the  best  benefit  of  the  public 
and  the  medical  profession.” 

It  was  voted  to  refer  this  to  the  Legislative  Com- 
mittee with  power. 

Section  112,  House  Minutes. — Report  of  Ref- 
erence Committee  on  Report  of  Council,  Part  IX: 
Podiatry  Legislation 

The  following  resolution  was  referred  to  the 
Council  for  appropriate  and  necessary  action. 

“Whereas,  podiatry  is  a technical  minor 
adjunct  of  orthopedics;  and 


“Whereas,  many  systemic  diseases  have  mani- 
festations in  lesions  of  the  lower  extremity;  and 
“Whereas,  the  Institute  of  Podiatry  is  not  a 
medical  school;  and 

“Whereas,  the  licensed  podiatrists  have  been 
active  in  attempting  to  pass  legislation  in  this 
State  to  extend  the  limitations  of  their  licensure; 
and 

“Whereas,  the  treatment  of  disease  constitutes 
the  practice  of  medicine  under  the  laws  of  this 
State  and; 

“Whereas,  the  passage  of  such  legislation 
would  be  detrimental  and  hazardous  to  the  public 
health  and  welfare;  therefore,  be  it 

“ Resolved , that  the  Medical  Society  of  the  State 
of  New  York  put  itself  on  record  as  being  opposed 
to  such  legislation;  and  be  it  further 

“Resolved,  that  the  Governor  and  members  of 
both  Senate  and  Assembly  be  sent  copies  of  this 
resolution;  and  be  it  further 

“ Resolved , that  the  Legislative  Committee  and 
our  Albany  representative  be  instructed  to 
govern  themselves  accordingly;  and  be  it  further 
“Resolved,  that  the  content  of  these  resolutions 
be  made  known  to  the  Board  of  Regents  of  the 
State  of  New  York.” 

It  was  voted  to  refer  this  to  the  Legislative  Com- 
mittee with  a request  that  they  report  at  the  next 
Council  Meeting. 

Section  113,  House  Minutes.— Report  of  Ref- 
erence Committee  on  Report  of  Council,  Part  IX; 
Amendment  of  Hospital  Lien  Law  to  Include 
Physicians’  and  Surgeons’  Bills 

The  House  of  Delegates  passed  the  following: 

“ Resolved , that  the  1949  Session  of  the  New 
York  State  Legislature  be  requested  to  amend 
Section  189  of  the  Lien  Law  to  include  the  bills  of 
physicians  and  surgeons  for  services  rendered  in 
the  same  cases  as  enumerated  in  said  Section  189  of 
the  Lien  Law.” 

It  was  voted  that  this  be  referred  to  the  Legislative 
Committee. 

Section  114,  House  Minutes. — Report  of  Ref- 
erence Committee  on  Report  of  Council,  Part  IX: 
Legislative  Committee  Activities 

After  explanatory  paragraphs  and 

“Whereas,  it  would  seem  to  be  within  the 
province  of  some  executive  division  of  the  Society 
to  institute  such  changes  as  may  be  indicated  to 
the  end  that  the  component  county  societies  will 
become  an  active  integral  part  of  the  legislative 
program ; 
it  was 

“Resolved,  that  this  matter  be  referred  to  the 
Council  for  consideration  and  institution  of  such 
measures  as. will  make  our  legislative  program  an 
outstanding  success.” 

It  was  voted  to  refer  this  to  the  Legislative  Com- 
mittee for  study  and  action. 

Section  115,  House  Minutes. — Report  of  Ref- 
erence Committee  on  Report  of  Council,  Part  IX: 
Partnership  and  Group  Practice 

The  Reference  Committee  recommendation  was 
carried  that  the  following  resolution  “be  submitted 
to  the  Council  for  action  before  the  1949  legislative 
session”: 

[Continued  on  page  2194] 
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for  the  treatment 
of  depression 

In  the  depressed  patient, 
‘Dexedrine’  Sulfate  can  be  depended  upon 
to  dispel  the  characteristic  “chronic  fatigue”; 
to  induce  a feeling  of  energy  and  well-being; 
and  to  restore  optimism,  mental  alertness 
and  capacity  for  work. 

Dexedrine’s  anti-depressant  effect  is  notable 
for  its  freedom  from  distracting  elation, 
irritability  and  inward  nervous  tension. 

Its  uniquely  “smooth”  action  spares  the  patient 
the  uncomfortable  feeling  of  “drug  stimulation”. 


Dexedrine  Sulfate 


Tablets  & Elixir 


The  anti-depressant  of  choice 

i'  Smith,  Kline  & French  Laboratories  Philadelphia 


‘Dexedrine'  T.M.  Reg.  U.S.  Pat.  Off.  for  dextro-amphetamine  sulfate,  S.K.F. 
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“Whereas,  the  New  York  State  Legislature 
enacted  Senate  Introductory  740  Printing  2142  in 
the  1947  Legislature  which  is  now  a chapter  of  the 
laws  of  1947  of  the  State  of  New  York;  and 
“Whereas,  said  law  amends  the  Education. 
Law  in  relation  to  the  practice  of  medicine  by 
physicians  as  partners  and  permits  the  pooling  of 
fees  and  monies  for  medical  services  by  the  mem- 
bers of  the  partnership  or  group  and  employes  of 
such  partnerships  or  groups ; and 

“Whereas,  said  bill  does  not  specify  or  limit 
the  number  of  partnerships  or  groups  to  which  an 
individual  physician  may  belong ; and 

“Whereas,  under  the  present  bill,  a physician 
might  be  a member  of  more  than  one  group  and 
use  this  as  a subterfuge  for  the  division  of  fees,  and 
also  create  a situation  where  said  member  of  more 
than  one  partnership  might  be  tempted  to  render 
services  for  less  than  the  agreed  fee  among  the 
group;  and 

“Whereas,  said  bill  permits  a division  of  the 
fees  with  an  employe  who  does  not  necessarily 
have  to  be  a physician  under  the  terms  of  the  bill ; 
therefore,  be  it 

“Resolved,  that  we  request  that  legislation  be 
introduced  in  the  1949  session  of  the  New  York 
State  Legislature  amending  the  recently  enacted 
law  concerning  group  practice  or  partnership,  and 
incorporating  therein  provisions  or  amendments 
to  correct  the  foregoing  objections.” 

It  was  voted  to  refer  this  to  the  Legislation  Com- 
mittee. 


Section  116,  House  Minutes.  Report  of  Ref- 
erence Committee  on  Report  of  Council,  Part  IX: 
X-ray  as  a Practice  in  Medicine 

The  House  voted  to  accept  in  principle  and  refer 
to  the  Council  for  action  the  following  proposed  bill 
for  introduction  into  the  1949  New  York  State 
Legislature: 

“X-ray  diagnosis  means  that  method  of 
medical  practice  in  which  demonstration  and 
examination  of  the  normal  and  abnormal  struc- 
tures, parts,  or  function  of  the  human  body  are 
made  by  use  of  x-rays,  and  any  person  who  holds 
himself  out  to  diagnose  or  able  to  make  or  makes 
any  interpretation  or  explanation  by  word  of 
mouth,  written  or  otherwise,  of  the  meaning  of 
fluoroscopic  or  registered  shadow  or  shadows  of 
any  part  of  the  human  body  made  by  the  use  of 
x-rays,  and  also  the  use  of  x-rays  or  radium  for  the 
treatment  of  any  human  ailment,  shall  be  deemed 
to  be  engaged  in  the  practice  of  medicine  within 
the  meaning  of  this  article,  and  Section  1262  as 
follows: 

The  provision  of  this  article  shall  be  deemed  to 
prohibit  the  practice  of  x-ray  diagnosis,  x-ray 
therapy,  or  radium  therapy,  as  defined  in  sub- 
division 7A  of  Section  1250  of  this  chapter,  by  any 
person  other  than  a person  licensed  as  a physician, 
a dentist,  an  osteopath,  or  a podiatrist.” 

"Be  it  further 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  actively  work  for  the  passage  of  this 
bill  in  the  Legislature  during  the  year  of  1949.” 

It  v>as  voted  to  refer  this  to  the  Committee  on 
Legislation. 

Section  117,  House  Minutes. — Report  of  Ref- 


erence Committee  on  Report  of  Council,  Part  IX: 
Supplementary  Report  of  Council,  Economics 

The  following  proposed  amendment  to  the  Educar 
tion  Law  was  referred  to  the  Council  for  action: 
‘Section  6501.  Definition. 

‘4.  The  practice  of  medicine  is  defined  as  fol- 
lows: A person  practices  medicine  within  the 
meaning  of  this  article,  except  as  hereinafter 
stated,  who  holds  himself  out  as  being  able  to 
diagnose,  treat,  operate  or  prescribe  for  any 
human  disease,  pain,  injury,  deformity  or  physical 
condition,  and  who  shall  either  offer  or  undertake, 
by  any  means  or  method,  including  the  use  and 
interpretation  of  radiographs,  fluoroscopic  observa- 
tions, prescription  and  administration  of  radiation 
therapy,  examination  of  human  tissues  or  fluids, 
physical  therapy  procedures,  and  anesthesiology , to 
diagnose,  treat,  operate,  or  prescribe  for  any 
human  pain,  injury,  deformity  or  physical  con- 
dition.” (Italicized  phrases  are  new  matter.) 

“Your  Subcommittee  recommends  that  the 
House  of  Delegates  authorize  the  Council  to  re- 
quest members  of  the  1949  New  York  State 
Legislature  to  amend  the  Education  Law  as  above 
specified.” 

It  was  voted  that  the  Council  feels  it  unwise  to 
change  the  definition  of  the  Practice  of  Medicine 
as  contained  in  the  Medical  Practice  act. 

Section  119,  House  Minutes. — Report  of 
Reference  Committee  on  Report  of  Council  Part  II: 
Diversion  of  Federal  Funds  for  Pediatric  Under- 
graduate, Graduate,  and  Postgraduate  Education 

The  House  voted  to  have  the  following  resolution 
“referred  to  the  Council  for  their  study”: 

“Whereas,  the  American  Academy  of  Pediatrics 
has  now  concluded  a complete  two  and  one-half 
year  survey  of  pediatric  education  in  all  of  the 
approved  medical  schools  and  the  pediatric  de- 
partments of  all  hospitals  and  of  all  other  child 
health  services  including  the  care  rendered  by 
private  physicians,  state  by  state  and  county  by 
county  throughout  the  United  States; 

“Whereas,  this  survey  places  the  American 
Academy  of  Pediatrics  in  a unique  position  of 
knowing  the  facts  related  to  the  needs  of  child 
health  services; 

“Whereas,  the  Executive  Board  of  the 
American  Academy  of  Pediatrics  has  come  to 
the  conclusion  that  the  first  and  most  fruitful 
approach  toward  a national  program  for  the  im- 
provement of  child  health  must  be  predicated 
upon  increasing  and  strengthening  the  teaching  of 
pediatrics  at  the  undergraduate,  graduate,  and 
postgraduate  levels  for  general  practitioners  and 
pediatricians; 

“Whereas,  a program  for  strengthening  pedi- 
atric education  will  increase  teaching  budgets  of 
medical  schools  and  pediatric  departments  of 
hospitals,  which  even  now  do  not  have  adequate 
financial  support ; 

“Whereas,  the  Executive  Board  of  the 
American  Academy  of  Pediatrics,  after  due  de- 
liberation as  to  the  availability  of  possible 
private  sources  of  revenue,  has  taken  under  con- 
sideration the  use  of  Federal  funds  to  assist  these 
schools  and  hospitals  in  a program  designed  to 
further  pediatric  education; 

“Whereas,  to  this  proposal  for  Federal  funds 
has  been  added  the  requisite  that  such  funds  be 
[Continued  on  page  2196] 
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Diaphragm  gently  but  firmly  holds  the  diaphragm  in 
place  even  during  changes  in  body  position. 

Long  Lasting—  Lanteen  Diaphragms,  made  of  the 

finest  rubber,  are  guaranteed  against  defects  for 
a period  of  one  year. 
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allotted  according  to  the  judgment  of  nine  repre- 
sentative pediatricians  and  without  interference 
with  the  policies  or  internal  affairs  of  the  institu- 
tions concerned; 

“Whereas,  the  Executive  Board  of  the 
American  Academy  of  Pediatrics  proposes  to 
submit  to  the  Congress  a constructive  program  for 
child  welfare  based  upon  the  findings  of  its  survey, 
having  thus  gathered  together  the  pertinent  facts 
pertaining  to  child  care  and  pediatric  education; 
therefore  be  it 

“ Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  ap- 
prove the  recommendation  of  the  Executive 
Board  of  the  American  Academy  of  Pediatrics 
that  Federal  grants,  such  as  are  now  available  in 
other  fields  of  medicine,  be  provided  for  training 
in  the  medical  care  and  health  supervision  of 
children; 

“ Resolved,  further  that  this  resolution  be  intro- 
duced at  the  meeting  of  the  House  of  Delegates  of 
the  American  Medical  Association  in  June, 
1948.” 

It  was  voted  to  refer  this  to  the  Committee  on 
Economics. 

Section  130,  House  Minutes. — Advisability  of 
Holding  Special  Meeting  of  House  in  1948 

The  House  voted  “a  suggestion  to  the  Board  of 
Trustees  and  Council  to  consider”  whether  or  not  to 
hold  a special  meeting  of  the  House  of  Delegates  in 
1948. 

It  was  voted  that  no  action  be  taken  at  this  time. 

Section  134,  House  Minutes.-  Report  of  Ref- 
erence Committee  on  Report  of  Council,  Part  XI: 
Scientific  Medical  Advertising 

The  Reference  Committee  Report  was  adopted 
recommending  that  “an  advisory  committee  be 
formed,  comprising  members  of  the  clinical  group 
coupled  with  pharmacologists  trained  in  the  clinical 
and  research  approach,  with  the  avowed  purpose  of 
assisting  in  the  evaluation  of  products  prior  to  their 
acceptance  for  advertising  in  the  Journal.” 

The  Reference  Committee  also  suggested  the 
following  policy  be  established: 

1.  That  Council-approved  preparations  be  ac- 
cepted without  question  for  advertising  in  the 
Journal. 

2.  That  all  other  products  submitted  be  passed 
upon  by  the  recommended  advisory  committee. 

3.  That  the  final  responsibility  of  acceptance  or 
rejection  should  rest  entirely  with  the  Publication 
Committee. 

4.  That  advertising  other  than  that  falling  in  the 
scientific  field  be  not  included  in  the  purview  of  this 
report,  but  be  left  to  the  discretion  of  the  Publication 
Committee. 

It  was  voted  that  the  president  be  empowered  to 
appoint  an  Advisory  Committee  to  the  Publica- 
tion Committee  for  consideration  of  new  ad- 
vertising in  the  Journal. 

Section  135,  House  Minutes.—  Report  of  Ref- 
erence Committee  on  Report  of  Council,  Part  XI: 
Premature  Publicity  of  Medical  Matters  by  State 
Officers 

The  following  resolution  was  adopted: 

“Whereas,  it  has  been  the  policy  of  govern- 


mental agencies  in  the  past  to  promote  press  re- 
leases on  the  expansion  of  services  and  the  intro- 
duction of  new  programs  which  involve  the 
physicians  of  the  community  when  the  coopera- 
tion of  the  local  physicians  is  both  desirable  and 
necessary ; 

“Whereas,  subsequent  discussions  for  modifi- 
cation of  the  projected  program  to  render  it. 
effective  and  efficient  improperly  places  the 
physicians  in  the  light  of  obstructing  such  ex- 
pansion of  services  to  the  public;  therefore  be  it 

“ Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  go  on  record  as  advising  the  in- 
terested governmental  agencies  that  the  Medical 
Society  of  the  State  of  New  York  is  always  ready 
to  conduct  preliminary  discussions  about  such 
projects  which  involve  medical  service  and  the 
allied  branches  of  activity  of  the  government,  be- 
fore press  releases  are  promoted  on  such  matters.” 
It  was  voted  that  this  be  referred  to  the  Public 
Relations  Committee. 


Section  138,  House  Minutes. — Report  of  Ref- 
erence Committee  on  Report  of  Council,  Part  VIII: 
Hospital  and  Medical  Care  for  Veterans 

The  following  was  “accepted”  in  principle,  but  the 
final  wording  was  left  to  the  Council  to  determine: 
“Whereas,  the  Medical  Society  of  the  State  of 
New  York  believes  that  veterans  who  have  been 
injured  or  disabled  in  the  service  of  their  country 
are  entitled  to  the  highest  type  of  medical  and 
hospital  care;  and 

“Whereas,  Point  Seven  of  the  Ten  Point 
National  Health  Program  of  the  American 
Medical  Association  on  ‘Veterans’  Need  for  Hos- 
pital .and  Medical  Care’  reads: 

‘A  program  for  national  health  should  include 
the  administration  of  medical  care,  including 
hospitalization,  to  all  veterans,  such  medical 
care  to  be  provided  preferably  by  a physician 
of  the  veteran’s  choice,  with  payment  by  the 
Veterans  Administration  through  a plan 
mutually  agreed  upon  between  the  state  medical 
association  and  the  Veterans  Administration’ : 
and 

“Whereas,  no  differentiation  is  made  in  the 
above-mentioned  program  between  veterans  suf- 
fering from  illness  or  disabilities  incurred  in  or 
aggravated  by  military  services  and  those 
veterans  suffering  from  illness  or  disabilities  not 
incurred  in  or  aggravated  by  military  service; 
and 

“Whereas,  the  present  policy  of  the  Veterans 
Administration  is  to  furnish  medical  care  and  hos- 
pitalization to  veterans  whose  illness  and  dis- 
abilities were  not  incurred  in  or  aggravated  by 
military  services  only  when  such  veterans  are  not 
able  to  ‘pay  the  necessary  expense  of  hospital 
care’  and  when  ‘.  . . a bed  is  available  in  an 
existing  facility’;  and 

“Whereas,  the  Veterans  Administration  has 
neither  the  legal  right  nor  the  administrative 
machinery  to  investigate  affidavits  on  financial 
ability  of  such  nonservice-connected  cases;  '.  . . to 
pay  the  necessary  expense  of  hospital  care’;  and 
“Whereas,  nearly  two  thirds  of  the  beds  in 
Veterans  Administration  hospitals  are  now  filled 
with  patients  with  nonservice-connccted  dis- 
abilities; and 

“Whereas,  the  Veterans  Administration  now 
[Continued  on  page  2198] 
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has  12G  hospitals  at  a cost  of  over  one  billion 
dollars;  and 

“Whereas,  the  Veterans  Administration  cur- 
rently has  over  5,000  beds  closed  because  of  in- 
ability to  obtain  personnel  without  lowering  the 
standards  of  medical  care;  and 

“Whereas,  the  unlimited  expansion  of  Veterans 
Administration  hospitals  will  lead  to  an  inferior 
grade  of  medical  and  hospital  care  for  veterans  and 
at  the  same  time  injure  the  quality  of  hospital 
service  that  is  available  for  the  entire  population 
by  draining  professional  and  technical  personnel 
away  from  hospitals  which  serve  the  public  as  a 
whole;  be  it 

“ Resolved , that  the  Medical  Society  of  the  State 
of  New  York,  in  view  of  the  foregoing,  instruct 
members  of  the  House  of  Delegates  of  the  Ameri- 
can Medical  Association  to  request  at  the  next 
regular  session  of  the  House  of  Delegates  of  the 
American  Medical  Association  that  action  be 
taken  to  amend  Point  Seven  of  the  Ten  Point 
National  Health  program  of  the  American  Medi- 
cal Association  on  ‘Veterans'  Need  for  Hospital 
and  Medical  Care’  to  read: 

‘A  program  for  national  health  should  include 
the  administration  of  medical  care,  including 
hospitalization,  to  all  veterans  currently  en- 
titled to  such  medical  care  and  hospitalization 
under  existing  Federal  statutes,  such  medical 
care  to  be  provided  preferably  by  a physician  of 
the  Veteran’s  choice  with  payment  by  the 
Veterans  Administration  through  a plan  mutu- 
ally agreed  upon  between  the  state  medical 
association  and  the  Veterans  Administration’; 
and 

“Resolved,  that  the  House  of  Delegates  of  the 
American  Medical  Association  be  requested  to 
go  on  record  as  favoring  Congressional  action 
to  interpret  the  following  requirements  of  ad- 
mission of  nonservice-connected  cases  to  Veterans 
Administration  Hospitals: 

1.  The  ability  ‘.  ...  to  pay  the  necessary  ex- 
pense of  hospital  care’ ; and 

2.  ‘.  ...  if  a bed  is  available  in  an  existing 
facility’;  and 

“Resolved,  that  the  House  of  Delegates  of  the 
American  Medical  Association  at  their  next  meet- 
ing be  requested  to  go  on  record  as  favoring  a 
definite  ceiling  on  the  number  of  beds  to  be  pro- 
vided in  Veterans  Administration  hospitals,  and 
that  such  a ceiling  be  placed  at  140,000  beds,  the 
number  already  authorized  by  Congress.” 

It  was  voted  to  refer  this  to  the  delegates  to  the 
A.M.A.  and  to  Dr.  Winslow,  chairman. 

Section  143,  House  Minutes. — Report  of  Ref- 
erence Committee  on  Report  of  Planning  Committee 
for  Medical  Policies:  Redistricting  District  Branches 

The  House  voted  “that  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York  refer 
with  power  to  act  to  the  Council  the  matter  of  re- 
districting the  county  medical  societies  into  district 
branches  with  the  creation,  if  necessary,  of  a ninth 
district  branch.” 

It  was  voted  to  refer  thi3  to  the  Planning  Committee 
for  Medical  Policies. 

Section  144,  House  Minutes. — Report  of  Ref- 
erence Committee  on  Report  of  Planning  Committee 
for  Medical  Policies:  State  Legislation  Qualifying 
Title  “Dr.” 


The  following  amended  resolution  was  referred  to 
the  Council  for  study  and  implementation: 

“Whereas,  in  the  healing  arts  it  has  been 
traditional  in  America  to  associate  the  title  ‘Dr.’ 
with  Doctors  of  Medicine;  and 

“Whereas,  in  the  past  decade  others  than 
licensed  Doctors  of  Medicine  have  been  misleading 
the  public  by  the  unqualified  use  of  the  title  ‘Dr.’ 
on  signs  and  stationery;  and 

“Whereas,  such  common  practice  is  deleterious 
to  the  health  of  the  public;  therefore  be  it 
“Resolved,  that  it  be  made  mandatory  by  State 
law  for  all  licensed  practitioners  of  medicine  and 
the  allied  healing  arts  to  append  to  their  names 
the  degree  which  is  recognized  by  license  together 
with  the  State  license  number;  and  be  it  further 
“Resolved,  that  the  House  of  Delegates  of  the 
New  York  State  Medical  Society  direct  the  Legis- 
lative Committee  to  draft  a bill  fulfilling  the  intent 
of  these  resolutions  and  introduce  it  for  enactment 
into  law  at  the  next  session  of  the  New  York  State 
Legislature.” 

It  was  voted  to  refer  this  to  the  Legislative  Com- 
mittee. 

Section  145,  House  Minutes. — Report  of  Ref- 
erence Committee  on  Report  of  Planning  Com- 
mittee for  Medical  Policies:  U.  S.  Participation  in 
the  World  Health  Organization 

Referring  to  S.  J.  Res.  98,  H.  J.  Res.  161,  the 
House  of  Delegates 

“Resolved,  that  the  House  Rules  Committee  be 
petitioned  by  the  Medical  Society  of  the  State  of 
New  York  to  present  this  bill  for  a vote  by  the 
House  of  Representatives  in  order  that  the 
leadership  of  American  Medicine  and  Public 
Health  may  have  its  rightful  voice  in  dealing  with 
international  health  problems.” 

It  was  voted  that  the  Secretary  be  instructed  to 
write  to  the  House  Rules  Committee  to  that  effect. 

Section  153,  House  Minutes. — Report  of  Ref- 
erence Committee  on  Report  of  Council,  Part  IV: 
Public  Health  Activities  B — Group  Practice 

The  Reference  Committee  reported  that  there  had 
been  filed  “a  rather  extensive,  informative  report 
concerning  existing  rules  and  regulations  covering 
partnerships  and  groups  in  practice.”  It  was  recom- 
mended that  this  matter  should  be  given  detailed  and 
serious  study,  and  further  recommended  that  it  be 
referred  to  the  Council  for  appropriate  action.” 

It  was  voted  to  refer  this  to  the  Planning  Com- 
mittee. 

Section  154,  House  Minutes.- — Report  of  Ref- 
erence Committee  on  Report  of  Council,  Part  IV: 
Premarital  Blood  Tests 

The  following  resolution  was  passed: 

“Whereas,  under  the  present  public  health  law 
thirty  days  are  allowed  in  which  applicants  may 
apply  for  a license  for  marriage ; and 

“Whereas,  after  receiving  alicensefor  marriage 
sixty  days  are  allowed  for  the  applicant  to  exercise 
his  right  to  use  such  license;  and 

“Whereas,  this  gives  the  applicant  ninety  days 
in  which  he  or  she  may  become  infected,  which  in 
effect  partially  nullifies  the  benefits  of  this  law; 
therefore  be  it 

[Continued  on  page  2200] 
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“ Resolved, , that  this  House  of  Delegates  go  on 
record  as  being  in  favor  of  a shorter  period  of  time 
between  examination  and  consummation  of  the 
marriage,  and  the  matter  be  referred  to  Council 
for  appropriate  action.” 

It  was  voted  that  this  be  referred  to  the  Committee 
on  Legislation. 

Section  155  House  Minutes. — Report  of  Ref- 
erence Committee  on  Report  of  Board  of  Trustees 
and  the  Treasurer:  Resolution  Exempting  from 

Dues  Payment  by  Men  in  Military  Service 

The  following  amended  resolution  was  adopted : 

A.  That  members  of  the  Armed  Forces  still  in 
service  on  a temporary  basis  or  who  may  be 
called  to  the  services  in  the  future  on  such  basis 
have  their  dues  remitted. 

B.  That  the  dues  no  longer  be  remitted  to 
members  in  the  various  services  who  have  ac- 
cepted permanent  commissions  in  the  regular 
Army,  Navy,  or  Air  Force. 

C.  Authority  is  hereby  given  to  the  Council  to 
use  their  discretionary  power  in  any  specific  case 
not  apparently  covered  by  paragraphs  A and  B. 

Section  160,  House  Minutes. — Report  of  Ref- 
erence Committee  on  Report  of  Council,  Part  V: 
Creation  by  Medical  Society  of  the  State  of  New 
York  of  a Special  Committee  on  the  Problems  of 
Alcoholism 

The  Reference  Committee  recommended  the 
adoption  of  the  following  resolution: 

“Whereas,  individuals  manifesting  the  com- 
plex symptoms  of  alcoholism  and  compulsive 
drinking  are  sick  persons  in  need  of  enlightened, 
sympathetic,  and  effective  medical  care,  alcoholism 
being  a disease  to  be  dealt  with  as  such ; and 
“Whereas,  the  broad  question  of  the  preven- 
tion and  treatment  of  chronic  alcoholism  is  a 
matter  of  immediate  and  deep  concern  to  the 
medical  profession  of  every  community  of  the 
State  of  New  York,  the  medical  profession  being 
conscious  of  its  obligation  to  assist  in  reducing  the 
incidence  of  chronic  alcoholism,  in  providing 
adequate  facilities  for  medical  and  institutional 
care  and  rehabilitation  of  these  sufferers,  and  in 
re-establishing  the  chronic  alcoholic,  both  socially 
and  economically ; and 

“Whereas,  there  exists  widespread  demand 
among  members  of  the  medical  profession  of  New 
York  State  that  the  Medical  Society  of  the  State 
of  New  York  assume  the  leadership  in  developing 
within  medicine’s  ranks  a well-balanced  pro- 
gram— preventive,  therapeutic,  and  rehabilita- 
tive— and,  furthermore,  in  stimulating  increased 
interest  in  this  vital  problem  by  all  component 
county  societies;  now,  therefore  be  it 

‘'Resolved,  that  the  Medical  Society  of  the  State 
of  New  York,  represented  in  this  duly  convened 
Annual  Meeting  of  its  House  of  Delegates,  hereby 
places  itself  on  record  as  strongly  favoring, 
approving  and  requesting  that  there  be  estab- 
lished at  the  earliest  possible  date,  through  ap- 
pointive action  by  the  President  of  such  State 
Society,  a Special  Committee  on  the  Problems  of 
Alcoholism,  such  special  Committee  to  be  repre- 
sentative geographically  of  all  populous  sections  of 
the  State.” 

This  was  amended  “that  the  President  be  re- 
quested to  appoint  a special  committee  of  six  from 


the  members  of  the  House  to  carry  on  the  work 
recommended  in  the  original  resolution.” 
and  be  it  further 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York,  through  the  agency  of  the  proposed 
Special  Committee  on  the  Problems  of  Alcoholism  or 
the  Council  of  the  State  Society,  urgently  request 
each  component  county  medical  society  in  the 
State  to  appoint  a local  Special  Committee  on  the 
Problems  of  Alcohol  to  function  actively  in  asso- 
ciation with  its  work  in  the  field  of  public  health.” 
It  was  voted  that  the  president  be  authorized  to 
appoint  such  a committee  and  that  the  secretary 
be  instructed  to  notify  each  county  medical 
society. 

Section  161,  House  Minutes. — Report  of  Ref- 
erence Committee  on  Report  of  Council,  Part  V: 
Study  of  Alcoholism  Problem  by  State  Department 
of  Health 

The  House 

“Resolved,  that  the  Governor  and  the  Legisla- 
ture of  New  York  State  be  petitioned  and  urged  to 
direct  and  authorize  the  State  Department  of 
Health,  which  is  charged  by  the  Public  Health 
Law  with  safeguarding  the  health  and  life  of  the 
people  of  the  State,  to  study  the  problem  of  the 
prevention  and  alleviation  of  alcoholism,  and  to 
devise  methods  and  programs  for  the  treatment 
and  rehabilitation  of  chronic  alcoholics,  the  De- 
partment to  be  provided  with  an  adequate  appro- 
priation for  this  project;  and,  furthermore,  that 
copies  of  this  resolution  be  transmitted  to  the 
officials  concerned  for  their  favorable  action.” 

It  was  voted  to  refer  this  to  the  new  Special  Com- 
mittee on  the  Problems  of  Alcoholism. 

Section  162,  House  Minutes. — Report  of  Ref- 
erence Committee  on  Report  of  Council,  Part  V: 
Isotope  Committee 

The  House 

“ Resolved , that  the  Medical  Society  of  the  State 
of  New  York,  acting  in  the  public  interest,  in- 
struct its  Council  to  create  an  isotope  committee 
for  the  purpose  of  coordinating  the  protective 
measures  now  being  formulated  by  various  scien- 
tific, medical,  public  health,  and. industrial  groups, 
and  through  the  educational  channels  of  the 
Society  familiarize  the  physicians  of  the  State  with 
all  known  protective  measures  applicable  to 
peacetime  uses  of  radioactive  materials.” 

The  House  voted  to  “refer  this  to  the  Council.” 

It  was  voted  to  refer  this  to  the  Committee  on 
Public  Healt  h and  Education  with  the  request  that 
they  report  at  the  next  meeting  giving  their 
opinion  in  regard  to  implementing  this  action  of 
the  House. 

Section  165,  House  Minutes. — Report  of  Ref- 
erence Committee  on  Report  of  Council,  Part  VI: 
Practice  of  Medicine  by  Hospitals 

The  following  amended  resolution  was  adopted : 

“Whereas,  there  is  an  increasing  tendency  on 
the  part  of  hospitals  to  employ  full-time  directors 
of  service  in  oilier  fields  of  medicine  in  addition 
to  those  already  in  operation  in  radiology, 
pathology,  and  anesthesiology;  and 

“Whereas,  such  a program  is  a definite  threat 
[Continued  on  page  2202] 
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THE  MAPLES,  inc. 


An  exclusive  rest  home  for  invalids,  convalescents  and  chronic  cases.  Also  postoperative,  special  diets  and 
body-building  cases.  Efficient  day  and  night  nursing.  Resident  physician.  Six  acres  of  beautiful  land- 
scaped lawns. 


MRS.  M.  K.  MANNING,  Supt. 
OCEANSIDE,  L.  I. 

Tel.:  Rockville  Centre  3660 


Rates:  $35.00  to  $65.00  weekly 
Private  and 
Semi-Private  Rooms 
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BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Phjsician-tn-Chargt. 


PINEWOOD 

Westchester  County,  Katonah,  N.  V.  — Katoneh  775 

A psychiatriq  hospital  furnishing  advanced  methods  of  therapy 
Licensed  by  the  Department  of  Mental  Hygiene 
Approved  for  residency  by  the  American  Medical  Association 

New  York  Offices 

Dr.  Louis  Wender — 59  E.  79  St. — Bu  8-0580 — Mon-Wed-Fri 
Dr.  Joseph  Epstein — 975  Park  Ave.— Rh  4-3700— Tues-Thurs-Sat 


HALCYON  KEST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rve  550  Write  for  illustrated  booklet. 


GLADYS  BROWN  RDAU/tl'C  MUrray  Hill 

Owner  - Director  D II V If  11  9 3-7119 

MEDICAL  BUREAU 

7 East  42  Street,  New  York  17,  N.  Y. 

An  employment  agency  specializing  in  qualified  personnel- 
for  Hospitals,  Chemical,  Pharmaceutical,  Insurance,  Ship- 
ping and  Industrial  organizations,  also  Medical  and  Den- 
tal offices. 


LOUDEN-KNICKERBOCKER  HALL,  me 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTA  L diseases. 

Full  information  furnished  upon  reejuest 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in-Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


Patented 


The  OLYMPIC 

REVOLUTIONARY 

ENEMA  and  COLONIC 

PORTABLE  DEVICE 
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SAFE  • SIMPLE 
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to  the  individual  and  private  practice  of  medicine; 
and 

"Whereas,  such  a plan  would  appear  to  place 
hospitals  in  the  business  of  practicing  medicine; 
and 

"Whereas,  such  a procedure,  if  left  uncon- 
trolled and  uncurbed,  except  in  the  matter  of 
undergraduate  teaching  of  medical  students, 
might  lead  to  unforeseen  difficulties  for  the  practice 
of  medicine;  therefore  be  it 

“Resolved,  that  the  Council  be  instructed  to 
refer  this  matter  to  an  appropriate,  existent  com- 
mittee of  the  Council  to  study  this  problem  and  to 
use  its  efforts  to  prevent  hospitals  from  practicing 
medicine  and  interfering  with  the  private  practice 
of  medicine  and  to  use  all  moral  and,  if  necessary, 
legal  methods  for  this  purpose.” 

It  was  voted  to  refer  this  to  the  Economics  Com- 
mittee. 

Section  166,  House  Minutes. — Report  of  Ref- 
erence Committee  on  Report  of  Council,  Part  VI: 
Insurance  Forms 

The  following  resolution  was  adopted: 

"Whereas,  physicians  are  asked  to  make  out 
many  illness  and  mortality  forms  of  insurance 
companies;  and 

"Whereas,  the  filling  of  such  forms  often  re- 
quires considerable  time;  and 

“Whereas,  these  forms  are  generally  never 
alike;  be  it 

“Resolved,  .that  the  Council  appoint  a com- 
mittee to  meet  with  a committee  of  the  Associa- 
tion of  Life  Insurance  Companies  for  the  purpose 
of  standardizing  the  illness  and  mortality  forms 
and  thereby  make  them  more  brief.” 

It  ivas  voted  to  refer  this  to  the  Economics  Com- 
mittee. 

Section  168,  House  Minutes. — Report  of  Ref- 
erence Committee  on  Miscellaneous  Business  A: 
Blood  Banks 

The  House  approved  the  following  resolution : 
“Whereas,  the  National  Red  Cross  has  under- 
taken the  establishment  of  a nation-wide  Blood 
Donor  Service  Program,  the  basic  philosophy  of 
which  is  to  provide  blood  for  all,  and  which  pro- 
vides in  some  areas  not  only  for  donor  service  but 
also  for  collecting,  processing  and  distributing 
blood  from  a centralized  bank;  and 

"Whereas,  free  service  for  all  economic  levels 
of  the  population  is  not  compatible  with  estab- 
lished patterns  of  American  life;  and 

"Whereas,  a centralized  blood  bank  service 
under  the  Red  Cross  may  tend  to  destroy  existing 
blood  banks  in  the  hospitals ; and 

"Whereas,  all  professional  and  technical 
phases  of  a blood  bank  program  should  be  under 
the  control  and  supervision  of  the  physicians  of 
the  community  • and 

“Whereas,  a permissive  program  adapted  to 


meet  local  needs  has  been  approved  in  Westchester 
County  in  full  cooperation  with  the  Westchester 
Chapter  of  the  American  Red  Cross;  now  there- 
fore be  it 

“Resolved,  that  the  New  York  State  Medical 
Society  urge  County  Societies  to  consider  the  es- 
tablishment of  a Red  Cross  Blood  Donor  Service 
Program  similar  to  that  proposed  for  Westchester 
which  provides: 

“1.  Red  Cross  Blood  Donor  Service, 

“2.  Free  Red  Cross  blood  for  the  medically 
indigent  who  are  unable  to  provide  replace- 
ment, 

“3.  The  continuation  of  existing  hospital 
blood  banks  and  encouraging  the  establishment 
of  banks  in  other  hospitals, 

“4.  Implementation  and  supplementation 
of  the  existing  blood  bank  services, 

“5.  All  professional  and  technical  control 
and  supervision  of  the  donor  service  program 
vested  in  a committee  of  physicians  appointed  by 
the  county  medical  society, 

"6.  And  general  coordination  of  the  pro- 
gram through  a committee  representing  the  Red 
Cross,  the  county  hospital  association  and  the 
county  medical  society.” 

It  ivas  voted  to  refer  this  to  the  Committee  on 
Public  Health  and  Education. 

The  House  voted  “that  it  was  in  favor  of  the  pur- 
poses of”  the  American  Association  of  Blo'od  Banks. 
Also,  the  House  approved: 

1.  The  recommendation  of  the  Reference  Com- 
mittee that  a special  committee  on  blood  banks  be 
appointed. 

2.  It  is  suggested  that  the  principles  of  the 
American  Association  of  Blood  Banks  be  approved 
and  ultimately  have  blood  banks  of  the  State  pos- 
sibly become  associated  in  this  group. 

3.  It  recommended  that  the  special  committee 
use  as  an  example  “the  good  cooperative  plan  pro- 
posed and  agreed  upon  by  both  the  Red  Cross  and 
Westchester  County  Society  and  in  the  process  of 
being  established  in  Westchester  County.”  In  this 
the  medical  profession  operated  the  blood  banks  and 
supervises  them ; and  that  the  Red  Cross  cooperates 
in  the  obtaining  of  blood  donors  and  transportation 
of  donors  and  blood. 

It  was  voted  that  the  president  be  empowered  to 
appoint  a subcommittee  under  Dr.  Mitchell’s 
Committee  on  Public  Health  and  Education. 

Section  173,  House  Minutes. — 1949  Meeting  of 
House, of  Delegates 

The  House  recommended  the  acceptance  of  the  in- 
vitation of  the  Medical  Society  of  the  County  of 
Erie  to  hold  the  1949  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York  in  Buffalo. 
It  also  voted  that  this  information  be  communicated 
to  the  Council  in  order  that  the  time  of  the  meeting  I 
may  be  set. 

It  was  voted  that  the  date  and  place  of  meeting  be 
left  to  the  Convention  Committee. 
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Pays  bills,  Balances  check  books.  Prepares  Income  Tax,  Business 
Correspondence,  Sends  Announcements.  Elizabeth  T.  Wylie. 
Plaza  3-6800.  45  East  55th  Street,  New  York. 


WANTED 


Pathologist  having  clinical  pathological  laboratory,  fully 
equipped,  licensed,  located  midtown  Manhattan,  seeks  a 
partner.  Box  250,  N.  Y.  St.  Jr.  Med. 


WANTED 


Applications  from  graduates  in  medicine,  either  men  or 
women,  interested  in  employment  in  a public  health  program 
in  the  southern  jDart  of  the  United  States.  Twelve  new  de- 
partment buildings  under  construction.  Moderate  tempera- 
ture. Little  snow.  Medical  license  obtainable  by  reciprocity 
with  other  states  and  Canadian  provinces  where  Board  re- 
quirements are  met.  Apply  to  Dr.  Felix  J.  Underwood, 
Executive  Officer,  Mississippi  State  Board  of  Health,  Jackson, 
Mississippi. 


IDEAL  FOR  CONVALESCENTS 


Quiet  country  inn  in  the  heart  of  beautiful  Westchester. 
Only  35  miles  from  NYC.  Delicious  food.  Diets  arranged. 
All  modern  conveniences.  Weekly  and  monthly  rates.  For 
information  call  Yorktown  Hgts.  490  or  write  Croton  Heights 
Inn,  Yorktown  Heights,  N.  Y. 


MAKE  YOUR  LIFE  INSURANCE  AND  RETIREMENT 
INCOME  PLAN  MORE  EFFECTIVE 


Most  policies  arc  only  partially  effective  because  of  failure  to  use  the  seven 
missing  clauses.  As  a public  relations  service  to  the  medical  profession  and 
without  cost  to  you,  we  will  be  glad  to  show  you  how  to  increase  your 
policy  benefits  without  changing  the  policies  or  increasing  the  premiums. 

21  years  of  specialized  experience  in  estate  and  insurance  planning  for  the 
professional  man. 

Write  or  phone  for  appointment  at  your  office  or  ours.  No  obligation. 
JUSTIN  TRAUB,  Director,  THE  TRAUB  ESTATE  SERVICE,  225  Broadway, 
New  York  7,  New  York.  BArclay  7-3984. 


UNPAID  BILLS 

can  be  collected  and  at  the  same  time  good  Public  Re- 
lations maintained.  We  have  proved  it  to  over  100 
hospitals  and  thousands  of  doctors. 

Write  for  proof. 

NATIONAL  DISCOUNT  & AUDIT  CO. 

230  West  41st  St.  New  York  18,  N.  Y. 


SCHOOLS 


The  Alkalol  Company,  Taunton  12.  Mass. 
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ZEMMER  pharmaceuticals 


A complete  line  of  laboratory  controlled  ethical  pharmaceuticals. 

Chemiits  to  the  Medical  Profusion  for  44  years. 
THE  ZEMMER  COMPANY  • Oakland  Station  • • PITTSBURGH  13.  PA. 


Officers — County  Medical  Societies — 1948 


TOTAL  MEMBERSHIP  AS  OF  OCTOBER  1,  1948—22,152 


County 

Albany 

Allegany 

Bronx 

Broome 

Cattaraugus.  . 

Cayuga 

Chautauqua.  . 
Chemung.  . . . 
Chenango. . . . 

Clinton 

Columbia.  . . . 

Cortland 

Delaware .... 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer.  . . . 

Jefferson 

Kings 

Lewis 

Livingston. . . . 

Madison 

Monroe 

Montgomery  . 

Nassau 

New  York. . . . 

Niagara 

Oneida 

Onondaga. . . . 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer.  . . 
Richmond. . . . 

Rockland 

St.  Lawrence. 
Saratoga 

Schenectady. . 
Schoharie .... 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins 

Ulster 

Warren 

Washington . . 

Wayne 

Westchester. . 
Wyoming 
Yates 


President 

J.  J.  Clemmer Albany 

R.  O.  Hitchcock Alfred 

S.  Weiskopf Bronx 

J.  C.  Zillhardt.  . . .Binghamton 

N.  P.  Johnson Olean 

C.  T.  Yarington Moravia 

E.  0.  Black Fredonia 

A.  C.  Glover Elmira 

J.  A.  Hollis Norwich 

W.  W.  Johnson.  . . .Plattsburg 
L.  D.  Carpenter.  .Germantown 
R.  H.  Kerr Cortland 

C.  K.  Ives Roxbury 

L.  W.  Stoller. . . .Poughkeepsie 

E.  D.  Babbage Buffalo 

R.  J.  Martin Ticonderoga 

A.  A.  Hartmann Malone 

D.  M.  McMartin. . .Johnstown 

D.  B.  Johnson Batavia 

W.  A.  Petry Catskill 

R.  W.  Dennis Herkimer 

L.  O.  Fox Brownville 

A.  W.  M.  Marino. . .Brooklyn 
L.  A.  Avallone Lowville 

F.  J.  Hamilton Hemlock 

R.  B.  Cuthbert Canastota 

E.  B.  Soble Rochester 

R.  E.  Wytrwal.  .St.  Johnsville 

II.  A.  Butman Manhasset 

William  B.  Rawls  . .New  York 

W.  W.  Pierce Lockport 

James  I.  Farrell Utica 

J.  G.  F.  Hiss Syracuse 

L.  A.  Stetson ....  Canandaigua 

T.  R.  Proper Newburgh 

A.  F.  Leone Medina 

J.  L.  H.  Mason Pulaski 

E.  J.  Keegan Oneonta 

R.  S.  Cleaver Brewster 

Alfred  Angrist Jamaica 

C.  J.  Ilandron Troy 

J.  II.  Diamond.  .New  Brighton 

G.  G.  Stone Suffern 

P.  T.  McGreevy Massena 

F.  A.  Mastrianni 

Mechanicville 

N.  II.  Rust Scotia 

J.  II.  Wadsworth Cobleskill 

F.  C.  Ward Odessa 

C.  M.  Smith Waterloo 

V.  S.  Higby Bath 

W.  S.  Stakes Patchogue 

R.  S.  Breakey Monticello 

A.  J.  Capron Owego 

II.  W.  Ferris Ithaca 

E.  S.  Goodyear Kingston 

Saul  Yafa Glens  Falls 

It.  L.  Skinner Greenwich 

J.  II.  Arseneau Lyons 

W.  G.  Childress Valhalla 

O.  T.  Ghent Warsaw 

It.  H.  Davis Penn  Yan 


Secretary 

A.  Vander  Veer Albany 

H.  G.  Chamberlin Cuba 

G.  B.  Gilmore Bronx 

R.  S.  McKeeby . . . Binghamton 

W.  B.  Arthurs Olean 

J.  D.  Hammond ......  Auburn 

Edgar  Bieber Dunkirk 

H.  A.  Burch Elmira 

J.  H.  Stewart Norwich 

K.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

E.  F.  Higgins Cortland 

S.  G.  Edgerton Delhi 

J.  F.  Rogers ....  Poughkeepsie 

H. G.  Walker Buffalo 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

R.  K.  Lenz Gloversville 

C.  C.  Koester Batavia 

W.  M.  Rapp Catskill 

R.  C.  Ashley Little  Falls 

C.  A.  Prudhon Watertown 

C.  H.  Loughran.- ....  Brooklyn 

E.  A.  Barnes Lowville 

R.  A.  Hemphill Mt.  Morris 

F.  O.  Pfaff Oneida 

J.  A.  Lane Rochester 

D.  W.  Childs Amsterdam 

I.  Drabkin.  . .Rockville  Centre 

B.  W.  Hamilton.  . . .New  York 

C.  M.  Dake Niagara  Falls 

H.  H.  Dodds Utica 

I.  L.  Ershler Syracuse 

P.  M.  Standish.  .Canandaigua 

E.  C.  Waterbury. . .Newburgh 

J.  G.  Parke Albion 

U.  Cimildoro Oswego 

J.  M.  Constantine.  . . .Oneonta 

F.  J.  A.  Lehr Carmel 

E.  A.  Wolff Forest  Hills 

H.  F.  Albrecht Troy 

R.  E.  Lucey Stapleton 

R.  L.  Yeager Pomona 

W.  R.  Carson Potsdam 

M.  J.  Magovern 

Saratoga 

R.  E.  Isabella ....  Schenectady 
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FOR  SALE 


Middletown,  N.  Y.  Comfortable  substantial,  well  construc- 
ted house.  Excellent  opportunity  to  obtain  property  for- 
merly used  as  home  and  office  by  pediatrician  now  deceased. 
Community  of  25,000  plus  extensive  outlying  districts.  For 
more  complete  information  write  or  phone  Mrs.  A.  B. 
Chappell,  1 Chappell  Parkway,  Telephone  Middletown  5217. 


FOR  SALE 


4-1/2  room  office  and  apartment,  East  Bronx.  Completely 
equipped  and  furnished.  *15,000.  Immediate  earning. 
Specialising.  Box  241,  N.  Y.  St.  Jr.  Med. 


FOR  SALE  OR  RENT 


Office  for  sale  or  rent  in  the  Catskills.  Completely  furnished 
with  office  equipment  and  x-ray.  Attractive  price.  J.  Beeber. 
Algonquin  4-3510. 


FOR  SALE  OR  RENT 


Medical  practice.  2 rm.  office  apartment,  fully  equipped. 
Excellent  location,  Flatbush  section,  Brooklyn.  Reason: 
death.  Call  Es  7-3439. 


AVAILABLE 


Investment  opportunities  are  available  in  small  second  mort- 
gages; personal  supervision  and  management.  Dansker 
Realty  and  Securities  Corp.,  106  Montague  St.  Bklyn,  Main 
4-4397,  Att:  Jerome  Dansker. 


FOR  SALE 


One  Family  House,  perfect  condition,  suburb  New  York, 
corner,  detached,  7 rooms,  newly  furnished,  hot  water,  gas. 
2 blocks  subway.  Well  established  general  practice,  new 
medical  equipment,  inch  X-Ray,  new  furniture.  Price  com- 
plete *20,000.  Cash  *12,000.  Box  169,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Corner  brick  house,  50  x 100,  formerly  Doctor  and  Dentist. 
Bronx  Park  Section,  7 apartments,  4 garages,  fruit  orchard, 
shopping,  transportation,  schools.  Box  255,  N.  Y.  St.  Jr.  Med 


FOR  RENT 


36  Central  Park  South.  Large  desirable  professional  suite 
available.  Share  or  private  waiting  room.  Lobby  entrance. 
Rental  *125.00.  Switchboard  service.  PI  5-4141. 


WANTED 


Competent  physician  desires  to  buy  active  practice  of  retiring 
physician.  Box  251,  N.  Y.  St.  Jr  Med. 


FOR  RENT 


East  52nd  Street.  Professional  Bldg,  near  Park  Ave.  To 
share  with  other  Docto'r,  4 rooms  fully  equipped,  dignified 
suites.  X-ray,  Fluoroscope,  Electrocardiograph,  Laboratory 
in  building.  For  exclusive  use  3 or  6 mornings  to  1:30  p.m. 
or  2 p.m.  Also  a 3 room  suite  furnished  or  unfurnished. 
Box  252,  N.  Y.  St.  Jr.  Med. 


SPACE  TO  SHARE 


Fully  equipped,  attractive  office  for  specialist.  Park  Slope 
section  of  Brooklyn.  Morning  or  afternoon  sessions.  Sterling 
3-1121. 


FOR  SALE 


Lynbrook — *16,000.00  mortgage  for  sale,  good  discount,  also 
house  and  vacant  land,  excellent  location  for  doctor’s  office. 
Box  247.  N.  Y.  St.  Jr.  Med 


OFFICES  FOR  RENT 


Fully  equipped  offices  including  X-ray  and  Surgery  rooms. 
Conifortable  living  quarters  attached.  Ideal  location.  Dr. 
Rosenthal,  Monticello,  N.Y.  Tel.  188. 


FOR  SALE 


Hannovia  Alpine  Sun  Lamp  Hospital  size.  Burner  used  less 
than  50  hours.  Intensity  tested  recently  and  reported  as 
good  as  new.  Factory  price  of  lamp  $495.  Will  sell  at  a 
bargain.  Dr.  W.  A.  Leonard,  62  E.  Main  St.,  Cambridge, 
N.  Y. 


FOR  SALE 


Profex  15  MA  X-ray  and  Fluoroscope  combination;  timer, 
extra  cable,  footswitch,  developing  tank,  lead  gloves  and 
apron,  chest  film  holder;  all  as  new  *850  00.  Dr.  J.  B. 
Wager,  1475  Grand  Concourse,  Bronx  52.  Jerome  8-7575. 


FOR  SALE 


Ultra  violet  (Fischerquartz  ”83)  with  orificial  applicator, 
practically  new,  perfect  *155.00.  Box  249,  N.  Y.  St.  Jr. 
Med. 


FOR  SALE 


Practically  new  flexible  gastroscope,  perfect  condition. 
Made  by  Cameron.  Usual  accessories  included.  Box  248, 
N.  Y.  St.  Jr.  Med. 
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yood 

habit 

partners 

In  the  treatment  of  chronic  constipation, 
the  goal  sought  by  every  physician  is 
"the  reestablishment  of  normal  and 
regular  bowel  function.  'Agarol’  and  time 
are  good  habit  partners  for  'Agarol’ 
Emulsion  is  a well-tolerated,  palatable 
laxative  medication  which  reestablishes 
regular  bowel  function  smoothly  and 
efficiently  by  providing  three  essentials 


Hotc  Supplied:  f Agarol’*  Emul* 
sion  is  supplied  in  bottles  of 
6,  10,  and  16  fluid  ounces. 

Dosage:  The  average  adult  dose 
is  H to  1 tablespoonful 
upon  retiring  and  this  dose 
may  be  repeated  if  neces- 
sary the  following  morning, 
two  hours  after  eating. 
Administration  should  be 
avoided  at  meal  times  or 
during  gastric  digestion. 


— moisture,  lubrication  and  gentle 
peristaltic  stimulation. 


•Trademark  Reg.  U.  S.  Pat.  Off. 


WILLIAM  R.  WARNER  & CO.,  INC.  NEW  YORK  . ST.  LOUIS 


so  “TRUE  TO  LIFE 99 


Fried  & Kohler’s 

ARTIFICIAL  HUMAN  EYES 

Especially  made  to  order  by  Skilled  Artisans 


► Comfort  and  pleasing  cosmetic  appearance  guaranteed. 

► Eyes  also  fitted  from  stock  by  experts.  Selections  sent  on 
memorandum. 

► Referred  cases  carefully  attended. 

FRIED  & KOHLER,  Inc. 

Specialists  in  ALL  TYPES  of  Artificial  Human  Eyes  Exclusively 
665  FIFTH  AVE.  (near  53rd  St.)  NEW  YORK  22,  N.Y. 

Tel.  ELdorado  5-1970 


“ Over  Forty-five  Years  devoted  to  pleasing  particular  people ” 


.Amebiasis 


Attack 


Powerfully  amebicidal,  yet  relatively  non-toxic  to  the 
host,  Council-Accepted  ANAYODIN,  Bisclioff’s  brand  of 
chiniof on  — the  first  such  product  of  American  manu- 
facture—effectively  counters  the  attack  of  Endameba 
histolytica. 

ANAYODIN  rapidly  destroys  both  the  trophozoite  and 
cyst  forms  of  the  parasite  while  simultaneously  hasten- 
ing healing  of  the  intestinal  lesions.  The  recommended 
dose  is  three  enteric  coated  ANAYODIN  pills  (each  of 
0.25  Cm.,  4 gr.)  three  times  daily  before  meals  for 
eleven  days.  In  refractory  cases,  the  course  should  be 
repeated  after  an  interval  of  ten  days. 

Copyright,  1947  Printed  U.S.A. 


ERNST  BISCHOFF  COMPANY  INC. . IYORYTON,  CONN. 


than  any  other  cigarette 


Three  independent  research  organizations  in  a nationwide 
survey  asked  113,597  doctors  to  name  the  cigarette  they 
smoked.  More  doctors  named  Camel  than  any  oilier  brand. 


/ 


l.  J.  Reynolds  Tobacco  Company,  Winston-Salem,  N.  C. 


fever.  The  public  health  preventive  meas- 
ures derived  from- these  experiments  were 
so  successful  that  the  fever  in  Cuba  was 
under  control  within  a year. 


Experience  is  the  best  teacher 

in  cif/arettes9  too ! 

Millions  of  smokers  who  have  tried  and  com- 
pared many  different  brands  of  cigarettes 
have  found  that  cool,  mild,  flavorful  Camels  suit 
them  best. 

Try  Camels  on  your  “T-Zone” — T for  Taste, 
T for  Throat.  See  how  your  taste  enjoys  the  rich, 
full  flavor  of  Camel's  choice,  properly  aged,  and 
expertly  blended  tobaccos.  See  if  your  throat 
doesn't  welcome  Camel’s  cool,  cool  mildness. 

Yes!  Try  Camels  and  see  for  yourself  why,  with 
thousands  and  thousands  of  smokers,  Camels  are 
the  “choice  of  experience.” 


Carlos  Finlay  (1033-1915) 

proved  it  in  public  health 


Carlos  Finlay,  of  Cuba,  a bacteriologist, 
believed  that  yellow  fever  was  transmitted 
by  the  stegomyia  mosquito.  His  original 
experiments  did  not  provide  definite  proof 
of  his  theory.  However,  he  continued  his 
search  in  co-operation  with  Walter  Reed 
and  the  Yellow  Fever  Commission.  The 
w ork  of  the  Commission  finally  proved  that 
infected  mosquitoes  could  transmit  the 


According  to  a Nationwide  survey: 

MORE  DOCTORS 
SMOKE  CAMELS 
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THE  CLIFTON  SPRINGS 


SANITARIUM  ond  CLINIC 

* THE  CLINIC  Medical  sections  for  the  care  of 

metabolic  and  cardiovascular  diseases,  arthritic,  psychoneu- 
roses, gastroenterology,  pediatrics  and  hematology,  as  well  as 
general  diagnosis  are  available.  Surgical  sections  are  available 
for  general  surgery  and  the  various  surgical  specialties.  Lab- 
oratory sections  are  maintained  for  radiology  and  pathology. 
The  clinic  is  general  and  maintains  competent  medical,  surgical 
and  laboratory  staffs.  All  types  of  general  medical  and  surgical 
cases  are  received  for  diagnosis  and  treatment.  Recognized 
forms  of  physiotherapy  are  provided.  There  is  an  excellent 
dietetic  service.  No  cases  of  active  pulmonary  tuberculosis, 
contagious  disease,  epilepsy,  or  insanity  are  accepted. 


THE  SANITARIUM 

I REST,  RELAXATION,  MEDICAL  CARE 

The  Sanitarium  has  all  the  atmosphere  of  a fine  hotel  with 
individual  rooms  and  tasteful  decorations.  A special  feature 
is  made  of  occupational  therapy  of  all  kinds  with  competent 
staff  and  facilities.  Other  features  are  large  cheerful  solarium, 
billiard  room,  complete  gymnasium,  complete  bath  and  massage 
department.  The  spacious  grounds  include  a nine-holf  golf 
course.  All  the  sanitarium  facilities  are  open  to  guests  who  do 
not  wish  examination  and  medical  care,  but  come  simply  for  the 
baths  and  massages  and  rest  and  recreation.  Modern  medical 
equipment  and  superb  location  offer  the  combined  advantages 
of  a medical  center  and  rural  Spa. 

ILLUSTRATED  BOOKLET  MAILED  TO  PHYSICIANS 
ON  REQUEST 

Address  all  communications  to 
S.  A.  MUNFORD,  M.D.,  Superintendent, 

Clifton  Springs,  New  York,  Phone:  3 
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“An  excellent 
simple  presumptive  test 
for  routine  use  in  the 
diagnosis  of  diabetes.”1 


CLINITEST 


THE  TABLET  NO-HEATING  METHOD  FOR 
DETECTION  OF  URINE-SUGAR 


SIMPLE  TECHNIC  — “My  experience  with  Clinitest  has  con- 
vinced me  beyond  a shadow  of  a doubt  that  they  are  the  simplest 
from  the  technical  standpoint  . . .”2 

SELF-GENERATING  HEAT — “The  reagent  tablet,  known  as 
the  Clinitest  Urine  Sugar  Tablet  . . . generates  heat  when  dissolved 
and  the  use  of  externally  applied  heat  is  not  required  . . 

Clinitest — simple,  speedy,  compact,  convenient — is  dis- 
tributed through  regular  drug  and  medical  supply  channels. 

1.  Kasper,  J.  A.  and  Jeffrey,  I.  A.:  A Simplified  Bene- 
dict Test  for  Glycosuria,  Amer.  J.  Clin.  Pathology, 

74:1  17-21  (Nov.)  1944. 

2.  Haid,  VV.  H.:  The  Use  of  Screening  Tests  in  the 
Clinical  Laboratory,  J.  Amer.  Med.  Tech.,  8:606-14 
(Sept.)  1947. 


AMES  COMPANY,  INC. 


ELKHART,  INDIANA 


# 


Identification  cards  for  the  pro- 
tection of  your  diabetic  patients 
now  available  free  upon  request. 
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DIGILANID 

(crystalline  complex  of  lanatosides  A,  B and  C) 

DIGILANID®  gives  the  dependable  action  of  the  total  glycosides  present  in 
Digitalis  lanata  whole  leaf.  DIGILANID  may  be  regarded  as  a "crystalline 
whole  leaf"  preparation  possessing  advantages  of  stability,  uniform 
potency  and  virtual  freedom  from  impurities. 


LIQUID 


AMPULS 


SUPPOSITORY 


Originality  • Elegance  • Perfection 

||'  SAN  DOZ  PHARMACEUTICALS 

W:'  Division  of  SAND0Z  CHEMICAL  WORKS,  INC. 

68-72  CHARLTON  STREET  • NEW  YORK  H,  N.  Y. 
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When  100  or  more  grams  of  pro- 
tein per  day  must  be  administered 
to  a critically  ill  or  convalescent 
patient,  taste  and  bulk  are  real 
problems. 

Essenamine  is  an  essentially  taste- 
less protein  concentrate.  In  virtually 
pure  form,  adaptable  to  any  type  of 
diet,  Essenamine  supplies  large 
quantities  of  the  needed  amino 
acids.  May  be  administered  in  milk, 
broths,  fruit  and  vegetable  juices, 
meat  loaf,  baked  goods,  custards, 
ice  cream,  etc. 

The  required  amount  of  Essena- 
mine should  be  mixed  with  a small 
amount  of  cold  water  to  form  a 
smooth  paste;  then  add  liquid  or 
other  ingredients  gradually. 


WIN7HR0P  STURNS 


. . . high  concentration  of  protein 
. . . minimum  bulk 

. . . tasteless  . . . bland  . , . unflavored 


Supplied  in  IVi  and  14  oz.  jars. 


New  York  13,  N.  Y.  Windsor,  Ont. 


Write  for  Recipe  Book: 
Specify  number  desired. 


Essenamine,  trademark  reg.  U.  S.  & Canada 
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Treatment:  Antacid  Rx: — CA-MA-SIL  Powder,  in  glass  water  (preferably  hot). 

2 tspfls.  before  and  after  meals  and  upon  retiring. 

Clinical  observations  of  the  merits  of  CA-MA-SIL  Antacid  Powder  are  convincing  in  the  treatment  of 
excess  gastric  hyperacidity  associated  with  DUODENAL  and  GASTRIC  ULCER.  Successful  manage- 
ment with  CA-MA-SIL  assures  the  patient  of  3 nearly  normal  meals,  prompt  relief,  and  aids  rapid 
healing.  The  longer  neutralizing  period  makes  it  especially  effective  in  Duodenal  Ulcer  Therapy.* 

PRESCRIBED  BY  PHYSICIANS  EVERYWHERE 

CA-MA-SIL  COMPANY,  700  Cathedral  Street,  Baltimore  1,  Md. 

* ALSO  UNEXCELLED  FOR  NAUSEA  OF  PREGNANCY. 

♦ DOES  NOT  INDUCE  ANOREX I A-CONT  Al  NS  NO  SODA  OR  ALUMINUM  HYDROXIDE 

Formula  Now  Magnesium  Silicate  Special  (not  trisilicate)  Calcium  Carbonate  Diammonium  Hydrogen  Phosphate 

Samples  Available. 
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The  inactivity  following  surgery  or  disease,  and  often 
encountered  in  the  aged,  makes  constipation  a likely  occur- 
rence. Dehydration,  too,  frequently  is  a significant  con- 
tributing factor. 

When  the  "smoothage”  of  Metamucil  is  employed  in  the 
management  of  constipation,  normal  evacuation  is  permitted 
without  irritation  or  undue  pressure  on  sutures  and  incisions. 
Thus  straining  is  minimized. 


; 

I 


Metamucil  promotes  smooth,  normal  evacuation  by  fur- 
nishing a non-irritating  water-retaining  colloidal  residue  in 
the  large  bowel. 


METAMUCIL9 

RESEARCH  IN  THE  SERVICE  OF  MEDICINE 


is  the  highly  refined  mucilloid  of  Plantago  ovata 
(50%),  a seed  of  the  psyllium  group,  combined 
with  dextrose  (50%),  as  a dispersing  agent. 
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Ji  syrup  CHOLINE  (FLINT) 

REPRESENTING  CHOLINE  DIHYDROGEN  CITRATE  25%  w/v 

Each  teaspoonful  presents  one  Gm.  Choline  Dihydrogen 
Citrate. 

For  your  copy  of  “Present  Status  of  Choline  Therapy  in 
Liver  Dysfunction”  write  the  Flint,  Eaton  Company, 
Decatur,  Illinois. 

THE  COUNCIL  ACCEPTED  CHOLINE 

Palatable  • Well  Tolerated 

FLINT,  EATON  & CO.  • DECATUR,  ILLINOIS 
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safer, 

more  effective 
sulfonamide  therapy 
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In  charting  a safe  course  accurately,  the  modern 
navigator's  sonar  depthfinder  surpasses  the 
sounding  line.  In  chemotherapy,  the  modern 
method  of  combined  sulfonamide  administration 
excels  in  safety  and  therapeutic  efficiency. 

COMBISUL* — pioneer  sulfonamide 
combination  — virtually  eliminates  the 
hazard  of  renal  irritation  from  large  doses 
of  single  sulfonamides.  By  permitting 
simultaneous  administration  of  partial  doses 
of  the  three  most  widely  applicable 
sulfonamides  — each  independently  soluble 
in  the  same  medium  — greater  urinary 
solubility  is  achieved. 

COMBISUL 

(combined  sulfonamides) 

is  more  rapidly  and  completely  absorbed 
and  produces  higher  total  sulfonamide  blood 
and  urine  levels  than  equivalent  doses  of  any 
one  of  its  components.  This  affords  higher 
clinical  efficacy  on  a gram-for-gram  basis. 

Combisul  Tablets,  0.5  Gm.,  provide  0.106  Gni. 
each  of  sulfadiazine,  sulfathiazole  and  sulfamerazine. 
Combisi  l Liquid  is  a palatable  suspension  containing 
0.166  Gm.  of  each  of  the  same  sulfonamides  per 
teaspoonful.  Indications  are  the  same  as  for  the 
individual  components  of  the  mixture. 

Combisi  i.  iabi.kts:  0.5  Gm.  in  bottles  of  100  and  1000. 
Combisul  liquid:  0.5  Gin.  per  4 cc.  in  bottles  of  4 and  16  oz. 
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COMBISUL 
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for  the  successful  treatment 


LEG  ULCERS 


the  DAXALAN-DOME-PASTE  BANDAGE  TECHNIQUE 

AS  INTRODUCED  BY  DR.  WILLIAM  M.  COOPER,  Director,  Department  of  Peri- 
pheral  Vascular  Diseases  — New  York  Polyclinic  Medical  School  and  Hospital. 

This  technique  is  based  on  a 3 point  program  — 

Reduction  of  dermatitis  with  wet  dressings  of 
DOMEBORO  TABS  (BUROW'S  SOLUTION ) 

Combat  local  infection  and  stimulate  healing 
with  thick  application  of  DAXALAN  in  the  center 
of  the  ulcer  and  surrounding  areas. 

Overcome  venous  insufficiency,  stasis  and 
edema  by  wrapping  DOME-PASTE  BANDAGE 
around  the  entire  leg  to  supply  compression. 

DOME  CHEMICALS  INC.  nV^oV3,/  snre V 

Makers  of  the  Soothing,  Modernized  Forrp  of  Bur ow'j  Solution 
DOMEBORO  —Tablets  • Powder  • Packets  • Ointment 


Daxalan  is  our  trademark  for  a rigidly  standardized  whole  crude  tar  paste,  (low  in  naphthalene  content)  uniform  in  color,  free  of  coal 
tar  specks  and  aged  for  six  months. 

Dome  Paste  bandage  is  a flesh  colored,  4"  x 10  yd.  gauze  bandage  impregnated  with  a modified  "Unna’s  Formula”  consisting  of  zinc 
oxide,  glycerine,  gelatine  and  calamine.  This  Unna’s  Boor  comes  to  you  in  a soft  condition  and  is  ready  for  instant  use. 
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This  is  the  type  of  advertising 
Beech-Nut  is  running  in  newspapers 
and  magazines  to  reach  mothers 


When  doctors 
look  at 
a baby  food 

.they  ask  these  questions 

1—  Does  it  have  high  nutritional  value 

2—  Does  the  flavor  appeal  to  babies 

3—  Does  it  have  scientific  approval 

From  the  beginning  Beech-Nut  has  cooperated 
closely  with  doctors  and  food  specialists  in  the 
selection  and  scientific  preparation  of  baby  foods 
— the  result  is  food  values  and  natural  flavors 
are  retained  in  high  degree.  Babies  like  these  fine 
foods — and  they  are  good  for  babies. 

Meal  time  is  happy  time  with  . . . 

Beech-Nut 


Beech-Nut  high  standards  of  baby  food  pro- 
duction and  all  Beech-Nut  baby  food  adver- 
tising have  been  accepted  by  the  Council 
on  Foods  and  Nutrition  of  the  American 
Medical  Association. 


complete  line  of  Beech-Nut  Strained  and  Junior 
Js— Meat  and  Vegetable  Soups,  Vegetables,  lu 
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WATER-MISCIBLE 


ALL  THE  ADVANTAGES  OF  IODINE 
IN  A NON-IRRITATING  BASE 

Danger  of  surface  infection  can  be  com- 
bated with  Vodine  Brand  Iodine  Solusalve 
without  smarting,  stinging  or  staining.  Io- 
dine— one  of  the  most  potent  germicidal 
agents — in  a special  bland,  water-miscible 
base,  Vodine  Brand  Iodine  Solusalve  is  effec- 
tive on  skin  surfaces  and  on  open  wounds. 

Vodine — 2%  iodine  in  Solusalve — is  not 
injurious  to  even  the  most  delicate  skin.  It 
does  not  smart  or  sting  and  prevents  sur- 
gical dressings  from  sticking  to  wounds. 

To  prevent  surface  infection,  without 
causing  painful  smarting  or  stinging, 
use  and  prescribe  Vodine  Brand  Iodine 
Solusalve. 


*Solusalve  serves  as  a descriptive  name  for  a special 
polyethylene  glycol  cellulose  ointment  base. 


U&c&ne  Cmtncww 


407  South  Dearborn  St. 
Chicago  5,  Illinois 


Samples  anil 
brochure  sent 
upon  request. 
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middle  age  a positive  outlook  on  life 


function  usually  restores  to  the  menopausal  patient  a positive  outlook  on  life. 


Prompt  alleviation  of  disturbing  climacteric  symptoms  may  generally  be  expected 
with  "Premarin,"  and  in  the  majority  of  cases,  symptomatic  improvement  is  followed  by  a 
gratifying  "sense  of  well-being."  This  is  the  "plus"  afforded  by  this  naturally  occurring,  orally 
active  estrogen. 

Three  potencies  of  " Premarin " enable  the  physician  to  adapt  estrogenic  therapy  to  the 
particular  needs  of  the  patient  Tablets  of  2.5  mg.,  1 .25  mg.  and  0.625  mg.  are  available,- 
also  liquid,  0.625  mg.  in  each  4 cc.  (1  teaspoonful). 

While  sodium  estrone  sulfate  is  the  principal  estrogen  in  "Premarin,"  other 
equine  estrogens ...  estradiol,  equilin,  equilenin,  hippulin  ...are  probably 
also  present  in  varying  amounts  as  wafer  soluble  conjugates. 


ESTROGENIC  SUBSTANCES  (WATER  SOLUBLE) 
also  known  as  CONJUGATED  ESTROGENS  (equine) 


Ayerst,  McKenna  & Harrison  Limited  22  East  40th  Street,  New  York  16,  New  York 
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LITTLE  THINGS  THAT  COUNT” 

.Examine  the  “RAMSES’  ’*  Flexible  Cushioned 
Diaphragm  carefully  and  you  will  discover  the  “little 
things”  that  count  so  much  in  adding  to  the  patient’s  com- 
fort and  protection. 

For  example:  there's  the  all-important  patented  rim  con- 
struction— flexible  in  all  planes  and  presenting  a wider, 
unindented  area  of  contact  with  the  vaginal  walls. 

Unretouched  photomicrographs.  Enlargement  10  diameters. 


Conventional  Diaphragm  Rim 


Conventional  Diaphragm  Dome 


Diaphragm  Rim 
Diaphragm  Dome 


. . . and  the  velvet-smooth  dome — made  of  pure  gum  rubber 
by  an  exclusive  process  that  gives  it  lightness,  strength, 
and  unusually  long  life. 

Comparison  quickly  proves  why  the  “RAMSES”  Flexible 
Cushioned  Diaphragm!  is  a first  choice  of  both  physician 
and  patient.  Available  in  sizes  ranging  from  50  to  95 
millimeters,  in  gradations  of  5 millimeters. 

| "RAMSES”  Flexible  Cushioned  Diaphragms  are  accepted  by  the  Council  on  Physical 
Medicine  of  the  American  Medical  Association. 

gynecological  division 

JULIUS  SCHMID , Inc. 

423  West  35 th  Street , New  York  19 , N.  Y. 

quality  first  since  1881 


*The  word  "RAMSES"  is  a 
registered  trademark  of  Julius 
Schmid,  Inc. 
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? ULVERIZED... . 


A NEW,  SUPERIOR 
INTACT  PROTEIN-CARBOHYDRATE 


Protinal 

POWDER 


why  do  patients  cooperate . 


BECAUSE  Protinal  Powder  is  so  delicious,  patients  actually 
look  forward  to  taking  it.  They  prefer  its  delicately 
sweetened  flavor  and  appetizing  consistency,  and  continue 
to  enjoy  taking  adequate  amounts  to  maintain  a normal 
nitrogen  balance. 

Furthermore,  Protinal  Powder  mixes  far  more  readily 
'with  water,  milk  or  other  foods  than  do  ordinary  granule 
preparations  and  is  digested  rapidly  and  completely. 

Protinal  Powder  supplies  all  of  the  protein  components 
necessary  to  maintain  life  and  growth.  An  invaluable 
therapeutic  agent  to  insure  a normal  rate  of  tissue  growth 
and  repair  in  infectious  diseases,  convalescence,  pregnancy, 
lactation,  anemia,  hemorrhages,  surgery;  in  pediatrics  and 


geriatrics. 

Average  Dose:  2 tablespoonfuls  3 or  4 times 
daily  in  water,  milk  or  other  food.  Protinal 
Powder  is  available  in  8 oz.t  1 lb.  and  5 lb. 
bottles  (chocolate  or  vanillin  flavored). 

THE  NATIONAL  DRUG  COMPANY,  PHILADELPHIA  44,  PA. 

PHARMACEUTICALS.  BIOLOGlCAlS.  BIOCHEMICAIS  FOR  THE  MEDICAL  PROFESSION! 


TASTE 
SAMPLES 
AVAILABLE 
UPON  REQUEST 
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utrition 


IN  later  years  energy  requirements  are  about 
20%  lower  than  in  the  prime  of  life.  Because 
ot  this,  a reduced  food  intake  has  definite  benefit. 
All  available  evidence  indicates  that  longevity 
is  associated  with  body  weight  under  the  aver- 
age 'of  the  population. 

From  a nutritional  standpoint  the  optimum 
feeding  regime  for  the  aged  should  be  a calori- 
cally  restricted  diet,  which  maintains  proteins 
at  a good  level.  A high-protein,  low  calorie  diet 
helps  prevent  fat  from  becoming  a burden  to 
the  vital  functions  of  the  aging  body,  and  tends 
to  maintain  cell  machinery  in  a good  state  of 
repair.* 

Swift' s Strained  Meats 
. . . when  age  presents  problems 
in  protein  supplementation 

When  age,  disease  or  any  injurious  stimuli 
cause  problems  in  protein  supplementation, 
many  physicians  now  prescribe  Swift’s  Strained 
M eats.  An  excellent,  palatable  source  of  com- 
plete, high-quality  proteins,  Swift’s  Strained 
M eats  provide  all  the  essential  amino  acids 
simultaneously  — for  optimum  protein  synthesis. 


Swift’s  Strained  Meats  supply  goodly 
amounts  of  natural  B vitamins,  iron  and 
trace  minerals  and  are  low  in  fat  content. 

Originally  developed  for  infant  feed- 
ing, these  meats  are  strained  fine — may 
easily  be  used  in  tube-feeding,  or  for  oral  feeding 
in  soft  diets.  Since  salt  content  of  the  meats  is  at 
a minimum  for  infants,  additional  salting  is  sug- 
gested tor  adult  usage.  Convenient — ready  to 
heat  and  serve.  Six  kinds  of  Swift’s  Strained 
Meats:  beef,  lamb,  pork,  veal,  liver  and  heart, 
provide  variety  and  tempting  meat  flavors  that 
help  combat  anorexia.  3}4  ounces  per  tin. 

SWIFT  & COMPANY  • CHICAGO  9,  ILLINOIS 


i nutritional  state- 

ments made  in  this  advertisement 
are  accepted  by  the  American 
Medical  Association’s  Council 
on  Foods  and  Nutrition. 


ALSO  SWIFT’S 
DICED  MEATS 

— for  high-protein  diets  requir- 
ing foods  in  a form  less  fine  than 
strained,  these  tender,  juicy 
pieces  of  meat  are  highly  desir- 
able. 


Swift  & Company,  Dept.  SMB 
Chicago  9,  Illinois 

Please  send  me  my  free  copy  of  “ The  Importance  of  Protein  Foods  in  Health 
and  Disease .** 


Doctor 


Address . 


“ The  Importance  of  Protein  Foods  in  Health 
and  Disease ” — new  physicians'  handbook  of 
protein-feeding . Prepared  by  a physician  in  con- 
junction with  the  Nutrition  Division  of  Swift  & 
Company.  This  booklet  will  be  sent  you  on  re- 
quest. Simply  fill  out  the  coupon . 


City. 


State, 
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When  more  than  one 
form  o f anemia  is 
present  or  suspected 


LIAFON 


SQUIBB 


! I 


desiccated  liver 
ferrous  sulfate 
ascorbic  acid 
folic  acid 


Cartwright1  points  out  that  “the  absence  of  certain 
dietary  essentials  retards  erythrocyte  formation 
and  the  addition  of  these  essentials  to  diet  acceler- 
ates it.”  Liafon  supplies  four  erythropoietic  essen- 
tials in  one  capsule: 


WHOLE  LIVER  (desiccated)  — with  nothing  but  the  water  removed  — to  sup- 
ply the  secondary  antianemia  fractions  which  have  been  proved  to  be  essen- 
tial experimentally  and  clinically. 

FERROUS  SULFATE  (exsiccated)  — to  supply  the  most  easily  tolerated,  best 
absorbed  and  most  completely  utilized  essential  for  specific  therapy  of  iron 
deficiency  anemias. 

ASCORBIC  ACID  — which  is  intimately  associated  with  red  blood  cell  forma- 
tion — which  aids  in  the  absorption  and  utilization  of  iron  — and  which  is 
often  a prerequisite  in  anemias  complicated  with  C avitaminosis. 

FOLIC  ACID  — for  bone  marrow  stimulation  and  to  complete  the  develop- 
ment of  red  blood  cells  — as  specific  therapy  for  macrocytic  anemias  of 
malnutrition,  pregnancy,  pellagra  and  sprue. 

1.  Cartwright , G.  E.:  Blood  2:111  (March)  1947. 


Squibb 


; m 


Liafon  is 
supplied  in 
bottles  of 
100  and  1,000 


DOSAGE  EQUIVALENTS 

EACH  LIAFON  CAPSULE  CONTAINS 

6 capsules  daily 

3 capsules  daily 

Desiccated  Liver 

0.5  Gm. 

6 Gm. 

12  Gm. 

( Approx,  equivalent  to  2 Cm.  whole  tresh  liver) 

Iresh  liver 

Ireslt  liver 

Ferrous  Sulfate  Exsiccated  . . 

. 2.0  gr. 

8.5  gr. 

17  gr. 

(Approx,  equivalent  to  2.BS  gr.  ferrous  sulfate 
or  38  me.  elemental  Iron) 

fenous  sulfate 

ferrous  sulfate 

Ascorbic  Acid 

50.0  mg. 

150  mg. 

300  mg. 

Folic  Acid 

1.67  mg. 

5 mg. 

10  mg. 
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WHEN  YOU  NEED  A GOOD  SUPPORT 

FOR  REDUCIBLE  HERNIA  — may  we  suggest  the  advantages  of 

“custom-made”  Protection,  designed  to  meet  the  described  needs  of  each  particular  case?  Physi- 
cians, who  know  from  experience,  can  tell  you  that  Rice  “custom-made”  Supports  fOF  reducible 
HERNIA  are  truly  different  and  that  our  methods  are  dependable.  With  dozens  of  different 
styles,  shapes  and  types  of  pads  at  our  disposal  and  with  a full  realization  of  our  responsibility  to 
those  who  put  their  faith  in  us  —we  respectfully  offer  our  services  for  your  approval.  Descrip- 
tive literature  and  measurement  charts  on  request 

WILLIAM  S.  RICE,  Inc.,  (Lock  Box  101),  ADAMS,  NEW  YORK 

BRANCH  SUPPLY  AND  FITTING  OFFICES 

BUFFALO,  N.  Y.— ROCHESTER,  N.  Y.— PITTSBURGH,  PA. 


INDEX  TO  ADVERTISED  PRODUCTS 


Aminophyllin  (H.  E.  Dubin  Laboratories, 

Inc.) 2226 

Anayodin  (Ernst  Bischoff  Company  Inc.) . . 2208 

Ca-Ma-Sil  (Ca-Ma-Sil  Company) 2214 

Cepacol  (The  Wm.  S.  Merrell  Company). 2nd  cover 
Chorionic  Gonadotropin  (Armour  Labora- 
tories)   2297 

Clinitest  (Ames  Company,  Inc.) 2211 

Combisul  (Schering  Corporation) 2217 

Crystalline  Penicillin  G Potassium  (Com- 
mercial Solvents  Corporation) 2315 

Daxalan  (Dome  Chemicals  Inc.) 2218 

Diaparene  (Homemakers’  Products  Corp.) . . 2233 

Digilanid  (Sandoz  Chemical  Works,  Inc.) ....  2212 

Diphtheria-Tetanus-Pertussis  (Parke,  Davis 

& Company) 2227 

Essenamine  (Winthrop-Stearns  Inc.) 2213 

Eticylol  (Ciba  Pharmaceutical  Products, 

Inc.) 3rd  cover 

Fello-Sed  (Fellows  Medical  Mfg.  Co.  Inc.) . . 2236 

Galatest  (The  Denver  Chemical  Mfg.  Co.). . 2316 

Harplex  (Harmon  Chemicals,  Inc.) 2316 

Iletin  (EU  Lilly  and  Company) 2238 

Iodine  Solusalve  (Vodine  Company) 2220 

Liafon  (E.  R.  Squibb  & Sons) 2225 

Massengill  Powder  (The  S.  E.  Massengill 

Company) 2307 

Meonine  (Wyeth  Incorporated) 2317 

Mercuhydrin  (Lakeside  Laboratories,  Inc.) . . 2237 

Metamucil  (G.  D.  Searle  & Co.) 2215 

Multi-Beta  Liquid  (White  Laboratories, 


Inc.) Between  2224-2225 


Neo-Cultol  (The  Arlington  Chemical  Co.).  2303 

Nucarpon(Standard  Pharmaceutical  Co., Inc.)  2311 
Octaplex(AmericanPharmaceuticalCompany)  2234 

Phospho-Soda  (C.  B.  Fleet  Co.,  Inc.) 2229 

Premarin  (Ayerst,  McKenna  & Harrison 
Limited) 2221 


Protinal  Powder  (The  National  Drug  Com- 
pany)   2223 

Pyridium  (Merck  & Co.,  Inc.) 2230 

Ramses  (Julius  Schmid,  Inc.) 2222 

Raysal  with  Succinate  (Raymer  Pharmacal 

Company) 2313 

Sodascorbate(  VanPatten  Pharmaceutical  Co.)  2303 
Strean-Tabs  (Atlantic  Manufacturing  Corp.)  2293 

Syrup  Choline  (Flint,  Eaton  & Co.) 2216 

Thesodate  (Brewer  & Company,  Inc.) 2291 

Thum  (Num  Specialty  Co.) 2311 

Trimeton  (Schering  Corporation) 2231 

Tri-sulfanyl  (U.  S.  Vitamin  Corporation) 2232 

Vifort  (Endo  Products  Inc.) 2299 

Westsal  (Westwood  Pharmacal  Corp.) 2235 

Dietary  Foods 

Baby  Foods  (Beech-Nut  Packing  Co.) 2219 

Evaporated  Milk  (Nestle’s  Milk  Products, 

Inc.) 2295 

Malt  Soup  (Borcherdt  Malt  Extract  Company)  2312 

Milk  Stout  (Whitbread  & Co.  Ltd.) 2293 

Pablum  (Mead  Johnson  & Co.) 4th  cover 

Similac  (M  & R Dietetic  Laboratories,  Inc.)  2301 

Strained  Meats  (Swift  & Company) 2224 

Medical  and  Surgical  Supplies 

Artificial  Eyes  (Fried  & Kohler,  Inc.) 2207 

Artificial  Limbs  (J.  E.  Hanger) 2312 

Hydrogalvanic  Generators  (Teca  Corporation)  2314 
Orthopedic  Shoes  (Pediforme  Shoe  Co.) ....  2316 

Supports  (S.  H.  Camp  and  Company) 2228 

Supports  (Wm.  S.  Rice,  Inc.) 2226 

Miscellaneous 

Brioschi  (G.  Ceribelli  & Co.) 2303 

Cigarettes  (R.  J.  Reynolds  Tobacco  Co.) . . 2209 

Coca-Cola  (Coca-Cola  Co.) 2318 

Spring  Water  (Saratoga  Springs  Authority) . . 2305 


£a4e  tfo  • • • 


BURDENED  HEART 
EDEMATOUS  TISSUES 


DUBIN  AMINOPHYLLIN 

ACTIVE  DIURETIC  • MYOCARDIAL  STIMULANT 
BRONCHIAL  RELAXANT 


DISTRESSED  LUNGS 


In  Bronchial  Asthma,  Paroxysmal  Dyspnea, 


CheynejStokes  Respiration. 

TABLETS  ‘ AMPULS  • POWDER  • SUPPOSITORIES 


H.  E.  DUBIN  LABORATORIES,  Inc.,  250  East  43rd  St.,  New  York  17,  N.Y. 


diphtheria 

tetanus 


fK 


ertussis 


IMMUNITIES  CONCURRENTLY 


F E R R E D 


Combining  three  antigens  into  one  preparatiojn^Tarke-Davis  I 
DIPHTHERIA-TETANUS-PERTUSSIS  (Combined)  ^stimulates  si- 
multaneously the  production  of  antibodies  prot  ;ctive  against 
diphtheria,  tetanus  and  whooping  cough.  Use  of;  this  effective 
and  conveniently  administered  triple  antigen  greatly  simpli- 
fies the  immunization  schedule— a factor  of  importance  to 
physician,  patient,  and  parents  alike. 


DIPHTHERIA-TETANUS-PERTUSSIS  (Combined)  is  supplied 
in  3 cc.  vials  (one  immunization  course)  and  15  cc.  vials  (five 
immunization  courses).  Each  cubic  centimeter  contains 
30,000  million  phase  I Hemophilus  pertussis  organisms  and 
one  immunizing  dose  each  of  diphtheria  and  tetanus  toxoids. 
An  immunizing  course  consists  of  three  1-cc.  doses  given  sub- 
cutaneously at  three  or  four  week  intervals. 


PARKE,  DAVIS  & COMPANY  • DETROIT  32,  MICHIGAN 
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ANATOMICAL  SUPPORTS 
for 

NEPHROPTOSIS 

Together  with  treatment  for  any  existing 
infection  of  the  urinary  tract,  Camp  Sup- 
ports have  proven  valuable  adjuncts  in 
the  relief  of  symptoms  in  many  cases.. 

Camp-trained  fitters  have  been  instructed 
to  consult  the  phvsieian  as  to  the  position 
required  for  the  fitting,  if  reclining  or 
partial  Trendelenburg.  In  the  event  that 
the  physician  desires  the  use  of  a pad. 
the  fitter  has  been  instructed  to  obtain 
information  as  to  the  type  of  pad  to  be 
used  and  to  ask  the  doctor  to  mark  on 
the  garment  or  blue  pencil  upon  the  pa- 
tient the  exact  location  of  the  pad. 


Advantages  of  Camp  Supports  in  Conditions  of  Nephroptosis: 

1.  The  “lifting”  power  of  Camp  Supports  is  from  below  upward  and  backward. 

2 . Camp  Supports  are  an  aid  in  improving  the  faulty  posture  that  sometimes  accompanies  renal  mobility. 

3.  Camp  Supports  are  easily  and  quickly  adjusted. 

4.  Camp  Supports  stay  down  on  the  body  by  reason  of  the  foundation  laid  about  the  pelvis. 

5.  Camp  Supports  are  comfortable. 

6.  Camp  Supports  are  economically  priced. 

Camp  fitters  ask  patients  to  return  to  their  physicians  for  approval  of  the  fitting. 


S.  H.  CAMP  AND  COMPANY  • JACKSON,  MICHIGAN 

World’s  Largest  Manufacturers  of  Scientific  Supports 
Offices  in  New  York  • Chicago  • Windsor,  Ontario  • London,  England 
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^HOSPHO-SOP* 


7Ze£vte*tct4. 

1.  Mayo,  C.  W.:  1942  Proceedings 
of  Assembly,  Chicago  Meeting 
of  Interstate  Post  Graduate 
Med.  Assoc,  of  North  America, 
Oct.,  1942. 

2.  Mayo,  C.W.:  Postgraduate  Med., 
1:46,  1947. 

3.  Nesseirod,  J.  P.  et  al.:  III.  Med. 
J.,  81:4,  1942. 

4.  Christopher,  Frederick:  Minor 

Surgery,  Saunders  Co.,  Philadel- 
phia, 5th  ed.,  1944. 

5.  Scherer,  J.  H.:  Virginia  Med. 
Monthly,  72:289,  1945. 


Phospho-Soda 


(FLEET)* 


Prominent  clinicians  are  increasingly  reporting1,2'3,4'5  the  value 
of  sodium  phosphates  for  controlled  catharsis— available 
in  scientific  formulation  in  Phospho-Soda  (Fleet)*, 
which  has  enjoyed  such  wide  acceptance 
by  the  medical  profession  for  so  many  years. 

In  fulfillment  of  modern  authoritative 
requirements,  this  dependable  saline  laxative 
provides  an  ease  of  administration  and  a gently 
efficient  action  that  have  made  it  a prescription 
favorite  for  many  physicians  whenever 
thorough,  safe  elimination  is  desired. 

Phospho-Soda  (Fleet)*  is  a precise  combination 
of  two  official  phosphates  of  soda  in  uniform, 
stable  and  palatable  form.  It  is 
advertised  exclusively  to  the 
medical  and  dental  professions; 
supplied  in  bottles  of  2!4,  6 and 
16  fluid  ounces,  at  all  pharmacies 


"PHOSPHO-SODA'  AND  'FLEET'  ar«  registered 
trademarks  of  C.  B.  Fleet  Co.,  Inc. 


Professional  Samples 
Available  on  Request 


Phospho-Soda  (Float)*  fo 
a solution  containing  in 
each  100  cc.  sodium  hi - 
phosphato  46  Gm.  and 
sodium  phosphato  16  Gm. 


ACCEPTED  FOR  ADVERTISING  BY  THE  JOURNAL 
OF  THE  AMERICAN  MEDICAL  ASSOCIATION 


C.  B.  FLEET  CO., INC. 

r • LYNCHBURG,  VA. 


Rea.  U S.  Pat.  Off  m»»k 

PHOSPHO-SODA. 
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Ambulant  patients  are  promptly  relieved  of  distressing  urinary 
symptoms  in  a large  percentage  of  eases  through  the  simple 
procedure  of  administering  Pyridium  in  a dosage  of  2 tablets  t.i.d. 

Following  oral  administration.  Pyridium  produces  a definite 
analgesic  effect  on  the  urogenital  mucosa.  This  palliative 
action  contributes  to  the  prompt  and  effective  relief  that  is  so 
gratifying  to  patients  suffering  from  disturbing  symptoms 
such  as  painful,  urgent,  and  frequent  urination,  nocturia, 
and  tenesmus. 

Pyridium  is  virtually  nontoxic  in  therapeutic  dosage.  It  may 
be  employed  safely  in  recommended  dosage  throughout  the 
course  of  treatment  of  most  cases  of  uncomplicated  urogenital 
infections. 

Literatim’  on  Request 


. . . through 

effective, 

safe 

Urogenital 

Analgesia 


PYRIDIUM* 

(Brand  of  Phenylazo-diamino-pyridine  HCI) 

MERCK  & CO.,  Inc.  RAHWAY,  N. 

uffactu i inip  r€/ietni<i/b 

In  Canada:  MERCK  & CO.,  Ltd.  Montreal,  Quo. 


Pyridium  is  the  trode-mark  of 


the  Pyridium  Corporation  for 


its  Brand  of  Phenylazo- 
diamino-pyridine  HCI.  Merck 
& Co.,  Inc.,  sole  distributors 
in  the  United  States. 


It's  one  thing  to  provide  relief  from 
hay  fever;  it's  another  to  provide  relief  without  inducing 
unpleasant  reactions.  Trimeton,  an  antihistaininic  of  great 
potency  and  efficacy  exhibits  an  unusually  low  incidence  of 
side  actions.  For  example,  in  an  analysis  of  726  cases  where 
Trimeton  was  employed,  only  two  discontinued  the  drug 

because  of  drowsiness. 


Trimeton 


( brand  of  prophenpyridnmine ) 


completely  different  in  chemical  composition,  represents  a 
significant  improvement  among  antihistaminic  prepa- 
rations: it  is  highly  potent,  it  provides  relief  for  ap- 
proximately 90 °/o  of  hay  fever  sufferers  and  is 
well  tolerated.  Trimeton  may  be  prescribed 
as  an  adjunct  to  the  treatment  of  all  the 
allergies  responding  to  antihistaminic 
therapy.  The  relief  obtained  from 
this  therapy  will  be  rapid  and 
pleasant. 

dosaces  Trimeton  Tablets,  25 

mg.  t.i.d. 

PACKAGING:  TrIMETON,  1- 
phenyl  ■ 1 • (2-pyridyl  I -3- 
dimethylaminopropane 
is  available  in  25  mg. 
tablets,  scored,  in 
bottles  of  100 
and  1000. 


TRIMETON  < 


t 


TRI-SULFANYL  permits  greater  bacteriostatic 
activity  with  a minimum  potential  of 
crystalluria.  It  is  formulated 
on  the  new  knowledge  that  "a  saturated... 
solution  of  a sulfonamide  could  still 


be  fully  saturated  with  a second  and  third 
sulfonamide  of  different  molecular  structure...' 
By  using  "combinations  of  partial  dosages 
of  2 or  more  therapeutically  equivalent 
sulfonamides",  the  danger  of  precipitation 
in  the  urinary  tract  is  sharply  decreased. 

While  two  are  appreciably  safer  than  one, 
a mixture  of  three  sulfonamide  compounds 
is  even  "significantly  less  toxic." 

(Proc.  Soc.  Exp.  Biol.  & Med.  64:393,  1947). 


syrup  and  tablets 

sulfathiazole 

sulfadiazine 

sulfamerazine 

formula:  Each  teaspoonful  of  syrup  (5  cc.)  or  each 
tablet  contains: 

Sulfathiazole 0.162  Gm.  (2.5  gr.) 

Sulfadiazine  0.162  Gm.  (2.5  gr.) 

Sulfamerazine 0.162  Gm.  (2.5  gr.) 

(Tri-Sulfanyl  syrup  also  contains  Sodium  Citrate 
0.375  Gm.  (5.8  gr.)  in  a pectinized,  vanilla  flavored  base.) 

Professional  samples  upon  request.  •TriMark 


casimir  funk  laboratories,  inc. 

affiliate  of  U.S.  Vitamin  Corporation 

250  East  43rd  Street  • New  York  17,  N.  Y. 


flWMff  MffSf  0f 

0MPMMS#/ 


Product,  quality  and 
package  remain  the 
same.  DIAPARENE’S 
new  name  is  easier  to 
identify,  easier  to  re- 
member, easier  to  say. 


DIAPARENE  is  the  first  and  only  non- 
mercurial,  non-volatile  diaper-bacterio- 
stat  thoroughly  tested  in  laboratory  and 
clinic  to  prevent  formation  of  urinary  am- 
monia in  the  urine-wet  diaper— the  direct 
cause  of  ammonia  dermatitis  and  ulcera- 
cions  of  the  external  urinary  meatus1 


Simply  prescribe  one  DIAPARENE  tablet 
dissolved  in  two  quarts  of  warm  water  as 
a final  1:25,000  rinse  for  six  diapers  or 
less.  For  bactericidal  action  the  concen- 
tration may  be  increased  as  much  as  five 
times  (1:5, 000)2.  At  your  pharmacist  in 
boxes  of  20  and  40  tablets. 


REFERENCES: 


MAIL  TODAY 


1.  Cooke,  J.  V.:  Brennemonn  Practice 
of  Red.  4:  Chapter  41,  1945. 

2.  Benson,  R.  A.  et  al:  J.  Ped.  31:369- 
754,  1947. 

3.  Sullivan,  N.:  Int'l  Congress  of  Ped., 
Mt.  Sinai  Hospital,  New  York,  1947. 


HOMEMAKERS'  PRODUCTS  CORPORATION 
380  Second  Ave.,  New  York  10,  N.  Y. 

Please  send  me,  without  cost,  literature  and  samples 
of  DIAPARENE  to  eliminate  cause  of  diaper  rash 
(ammonia  dermatitis). 


Division  of  Pediatric  Pharmaceuticals 

• 

Dr 

HOMEMAKERS’  PRODUCTS  CORP. 
380  Second  Avenue,  New  York  10.  N.  Y. 

CANADIAN  ADDRESS 
36*48  Caledonia  Road,  Toronto,  Ontario 

# 

0 

0 

City 

Sfafe 

I average. 


diaper  rash  cases  weekly. 
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the  important 
VITAMINS  in  the 
nutritional  orbit 
. . . in  potent,  balanced 
economical,  easy-to-take 
capsules 


Rich  or  poor,  young  or  old,  farmer  or 
city  dweller,  people  of  above-average 
intelligence,  even  physicians — the  diet 

of  every  strata  of  the  U.  S.  population  has  been 
weighed  in  the  nutritional  balance  and  found 

wanting  in  health-essential  vitamins. 

Deficiencies  are  almost  always  multiple.1 

MORE  VIGOROUS  HEALTH  may  be  derived  by  patients 
with  vitamin-poor  menus,  by  fortifying  their  diets 
once  daily  with... 

Vitamin  A 5,000  U.S.P.  Units 

Vitamin  D 500  U.S.P.  Units 

Ascorbic  Acid  (Vitamin  C) 50  mg. 

Thiamine  HCl  (Vitamin  Bi) 3 mg. 

Riboflavin  (Vitamin  B^J 3 mg. 

Pyridoxine  HCl  (Vitamin  Bu) ....  0.5  mg. 

Calcium  Pantothenate 5 mg. 

Niacinamide  20  mg. 

I __  So  easy  to  take  youngsters  swallow  them  readily — so  high  in 

1 potency  and  easy  on  the  purse,  patient  appreciate  their  economy. 

• BOTTLES  OF  100  CAPSULES 


ONE  SMALL 

0CTAPLEX 

CAPSULE 


SAMPLE  OF 


0CTAPLEX 


CAPSULES  UPON  REQUEST 


I . Bulletin  National 

Research  Council,  Nov.  1943. 


AMERICAN  PHARMACEUTICAL  COMPANY 


MANUFACTURING  CHEMISTS 


NEW  YORK  18,  N.  Y. 


otM\ 

patients  can  enjoy 


low’Salt  diets 


new  and  ONLY  sodium-free 
salt  substitute  that  tastes 
exactly  like  table  salt 


that  makes  food  taste  exactly  like 
food  seasoned  with  salt... 
no  bitter,  disagreeable  taste. 

WESTSAL  — jn  convenient  liquid  form -can 
be  used  as  safely  and  freely  as  salt... 
at  the  table,  in  cooking  and  baking. 
WESTSAL  enables  patients  with 

CONGESTIVE  HEART  FAILURE 
HYPERTENSION 
TOXEMIAS  of  PREGNANCY 

1.  to  adhere  faithfully  to  low-salt  diets 

2.  enjoy  food  and  be  adequately  nourished 
3-  keep  harmful  sodium  intake  at  a minimum 

WESTSAL  js  a solution  ot 
lithium  chloride  with  small 
amounts  of  citric  acid  and 
potassium  iodide  (iodizing  traces) 

• Bottles  of  2'/«  oz. 


• 

send  for  tasting  samples 
and  just  taste  it! 

• 

WESTWOOD  PHARMACAL  CORP. 
468  Dewitt  St.,  Buffalo  13,  N.Y. 

Subsidiary  of  Foster- Milburn  Co. 

• 


Chloral  hydrate,  used  in  medicine  since  1869,  is,  even  today, 

"the  standard  hypnotic  of  its  class."1 

Goodman  and  Gilman  observe  that  it  "is  unfortunately 
neglected  today,”  and  that  the  present  widespread  use  of  the  barbiturates 
has  ".  . . caused  the  physician  to  lose  sight  of  the  fact  that 
chloral  hvdrate  is  still  one  of  the  cheapest  and  most  effective  hypnotics.”2 
In  FELLO-SED.  supplementation  with  calcium  bromide 
and  atropine  sulfate  largely  overcomes  unwanted  side-actions, 
enhances  the  sedative  effect  and  provides  valuable  antispasmodic 
activity.  It  is  presented  in  palatable  liquid  form. 


■N.N.K.,  1947,  p.  398. 

2Goodman,  L.  & Gilman,  A.,  The  Pharmacological  Basis  of  Therapeutics.  MacMillan,  1944,  pp.  177-8. 


Available  in  H fluidounce  bottles. 

Adult  l)ose:  Asa  sedative:  '2  to  1 teaspoonful  with  water, 
every  3 or  4 hours  or  as  directed.  As  a hypnotic , 1 to  2 
teaspoonfuls  or  more  with  water  at  bedtime , or  as  directed. 


FELLO-SED 

FORMULA:  Each  fluidram  (4  cc.)  contains,  in  a palatable  aromatic 
vehicle:  Chloral  Hydrate,  0.5  Cm.  (7  A gr.);  Calcium  Bromide, 
0.5  Cm.  (7A  gr.);  Atropine  Sulfate,  0.125  mg.  (1/480  gr.). 


26  CHRISTOPHER  STREET 
NEW  YORK  14,  N.  Y. 
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natural  preference 


A revealing  test1  recently  was  conducted  on  a group  of  cardiac 
patients  in  congestive  failure,  treated  with  intramuscular  injec- 
tions of  different  mercurial  diuretics,  the  identities  of  which 
were  unknown  at  the  time  to  both  patients  and  observers.  The 
results  showed  that  the  majority  clearly  evinced  a decided- 


MERCUH  YDRIN  is  also  preferred  by  the  treating  physician 
because  of  its  dependability.  It  is  well  tolerated  systemically,3-4 
excellent  water  and  salt  diuresis  is  obtained, 1-4_s  and  thediuretic 
response  by  intramuscular  injection  is  the  same  as  by  intra- 
venous injection.1'4  With  a systematic  schedule  of  early  and 
frequent  administration  producing  controlled  diuresis, 
MERCUHYDRIN  aids  greatly  in  prolonging  the  life,  decreasing 
the  invalidism  and  adding  to  the  comfort  of  the  cardiac  patient. 
Symptoms  of  failure,  such  as  peripheral  edema,  paroxysmal 
dyspnea  or  acute  pulmonary  edema,  are  prevented  or  mini- 
mized, and  the  distressing  consequences  of  intermittent 
massive  diuresis  are  obviated. 


D O S A G E:  MERC VH YDRIN  1 er.  or  2 re.  intramuscularly  or  Intravenously,  injected 
daily  or  as  indicated  until  a weight  plateau  is  attained.  Subsequently,  tin  interval 
between  injections  is  prolonged  to  determine  the  maximum  period  permitted  to  intervene 
between  maintenance  injections. 

PACKAGING:  MERCUH YDRIN  (meralluride  sodium  solution)  is  available  in 
1 cc.  and  2 ce.  ampuls. 

BIBLIOGRAPHY:  (i)  Mortell.  W. ; Gold,  H..  and  Clarke,  I).  A.:  J.  Pharmacol.  & 
Exper.  Therap.  84:284.  1045.  (2)  Gold,  II.,  and  others:  Am.  J.  Med.  3:685.  l • * 1 7 . 

(3)  New  and  Nonolllcial  Remedies.  Philadelphia,  J.  R.  Lipplncott  Co.,  1947,  p.  298. 

(4)  Finkelstein,  M.  It.,  and  Smyth,  ('.  J. : J.  Mich.  State  M.  Sue.  45:1618.  I ' 16. 

(5)  Reaser,  P.  It.,  and  ltureb,  (!.  E. : Proc.  Soe.  Exper.  Biol.  «Sc  Med.  63:543,  1946. 

(6)  Griggs,  1).  E.,  and  Johns,  V.  J.:  Influence  of  mercurial  diuretics  on  sodium  excretion, 
to  be  published. 


treatment  of  the  failing  heart  because  “it  is  less  irritant  to  the 
muscle  and  is  less  apt  to  produce  pain’’. 


INC.,  MILWAUKEE  1,  WISCONSIN 
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TO  K KSTOK  K THE  HALANCE 

Few  therapeutic  procedures  can  be  used  with  such 
precision  and  with  such  assurance  of  benefit  as  the 
modern  treatment  of  diabetes  mellitus.  Not  only  can  the 
degree  of  defect  in  the  metabolic  capacity  of  the 
diabetic  be  readily  determined,  but  it  is  easy  to  increase 
the  patient’s  capacity  if  desirable.  If  his  own  supply 
of  insulin  is  insufficient  to  support  the  normal 
metabolic  load,  it  can  be  made  adequate  by 
supplementing  with  Insulin  administered  hypodermically. 
For  prompt  effect — 

Iletin  (Insulin,  Lilly),  40  and  80  units  per  cc. 

For  sustained  effect — 

Protamine,  Zinc  & Iletin  (Insulin,  Lilly),  40  and  80 
units  per  cc. 

Intermediate  effects  may  be  obtained  by  suitable 
admixtures  of  Insulin  and  Protamine  Zinc  Insulin. 


ELI  LILLY  AND  COMPANY 
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Resist  Beginnings 


Precisely  as  international  relations  reached 
a new  low  and  the  prospect  for  enduring 
peace  appeared  to  be  dwindling,  Dr.  John 
J.  Masterson,  president-elect  of  the  Medical 
Society  of  the  State  of  New  York,  spoke  at 
Schoharie  and  Saratoga  Springs  before  the 
Third  and  Fourth  District  Branch  meetings 
of  the  Society  on  the  topic  “Resist  Be- 
ginnings.” 

Using  John  Bigelow’s  essay  on  this  sub- 
ject as  his  point  of  departure,  Dr.  Masterson 
said: 

It  is  not  enough  that  we,  the  medical  profes- 
sion, be  aware  of  the  disaster  that  is  at  the  bot- 
tom of  the  cliff  down  which  we  are  sliding. 
The  people  must  know  it,  too,  for  in  this  coun- 
try the  voice  of  the  people  can  still  be  heard. 
And  the  people  are  not  going  to  take  our  word 
for  it.  Enemies  can  say  that  we  are  seeking 
our  own  advantage.  We  must  summon  wit- 
nesses who  have  no  stake  in  the  outcome, 
whose  opinions  are  more  likely  to  be  consid- 
ered objective. 

While  the  officials  of  the  U.S.  Govern- 
ment were  vainly  striving  for  understanding 


in  Europe  with  the  advocates  of  collectivism 
and  world  revolution  so  that  peace  and 
prosperity  might  be  restored  to  the  world, 
advocates  of  collective  medicine  for  this 
nation  in  the  form  of  National  Health  In- 
surance are  active.  Principally  this  action 
emanates  from  the  Federal  Security  Admin- 
istration. 

Said  Dr.  Masterson,  advocating  that  the 
medical  profession  resist  beginnings, 

In  agitation  for  compulsory  sickness  insur- 
ance we  are  in  this  country  again  confronted 
with  the  danger  of  collectivism,  which  is  an- 
other word  for  socialism.  Just  before  Labor 
Day,  President  Truman  advocated  what  he 
called  “national  health  insurance.”  I do  not 
need  to  tell  you  how  damaging  such  a measure 
would  be  to  the  health  of  the  people.  What 
is  necessary  to  emphasize  is  the  need  for  con- 
tinuous and  uninterrupted  opposition  to  this 
kind  of  thinking,  which  is  intellectually  dis- 
honest. It  is  dishonest  because  it  promises 
that  the  people  are  going  to  get  something 
which  in  reality  is  never  going  to  be  delivered. 
It  is  the  first  step  toward  authoritarian  govern- 
ment in  which  the  citizen  becomes  a slave  of 
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the  state.  Even  if  the  danger  of  the  passage 
of  such  a law  is  not  great,  the  need  to  combat  this 
type  of  thinking  remains  of  first  importance ,* 
for  the  more  prevalent  it  becomes,  the  greater 
the  risk  that  step  by  step  we  shall  slip  gradu- 
ally into  a national  state  of  mind  more  and 
more  receptive  to  ideas  which  will  ultimately 
mean  the  abdication  of  the  citizen  from  control 
of  his  own  private  affairs. 

The  spectacle  of  the  Western  nations 
struggling  with  the  advocates  of  collectivism, 

* Italics  ours,  Ed. 


the  accumulating  experience  of  English 
physicians  with  the  socialist  government  in 
Great  Britain,  makes  it  harder  and  harder 
to  see  what  possible  good  could  accrue  to  the 
American  people  by  the  adoption  of  a sys- 
tem of  governmental  control  of  medical  in- 
stitutions and  services  which  is  un-Ameri- 
can, unsuitable,  and  unworkable. 

Resist  beginnings;  let  there  be  no  ap- 
peasement here  of  the  advocates  of  national 
health  insurance. 


Fatal  Accidental  Poisoning 


Says  the  Statistical  Bulletin  in  discussing 
barbiturates  as  a leading  cause  of  fatal 
accidental  poisoning: 

Too  many  people  who  keep  substances  con- 
taining poison  around  the  house  are  ignorant  of 
their  potential  dangers.  As  a consequence  of  the 
accidental  misuse  of  ingestion  of  drugs  and 
poisonous  substances,  about  1,500  persons,  more 
than  a quarter  of  them  children  under  five,  die  in 
the  United  States  each  year.  This  figure  ex- 
cludes deaths  due  to  gas  or  food  poisoning. 

Substantial  long-term  gains  have  been  made 
against  deaths  from  accidental  poisoning.  Over 
the  period  1933  to  1946,  the  death  rate  has  aver- 
aged about  one  per  100,000  population  annually, 
or  about  one-third  less  than  in  the  preceding 
decade. 

Fewer  accidental  deaths  have  been  recorded  in 
recent  years  from  virtually  every  type  of  poison- 
containing  compound  with  the  notable  exception 
of  the  barbiturates,  which  now  are  far  and  away 
the  leading  cause  of  fatal  accidental  poisonings. 
In  1946  barbituric  acid  and  its  derivatives  ac- 
counted for  more  than  a quarter  of  all  fatal 
accidental  poisonings  in  the  United  States;  in 
the  early  1930’s  their  share  was  only  about  Vis 
of  the  total.1 

It  would  thus  appear  that  in  only  sixteen 
years  barbituric  acid  and  derivatives  have 
accounted  for  from  Vis  to  more  than  :/4  of 
the  total  of  accidental  poisonings.  Further- 
more, 

In  striking  contrast  to  wood  and  denatured 
alcohol,  barbituric  acid  derivatives  caused  the 
deaths  of  a larger  number  of  women  than  of  men 
policyholders — 38  and  28,  respectively.  The 
female  deaths  from  this  cause  accounted  for  40 
per  cent  of  all  female  deaths  from  poisoning. 


1 Mot.  Life  Ins.  Co.  (Aug.)  1948,  p.  7. 


Other  studies  show  a much  higher  ratio  of  female 
to  male  deaths  from  barbiturates.  While  these 
deaths  occur  mainly  among  adults,  there  were 
five  deaths  among  children  two  years  old  or 
younger  in  the  present  investigation. 

Notwithstanding  the  long  term  gains  in 
reduction  of  accidental  poisonings  and  the 
improvement  in  specific  categories,  the 
barbiturates  continue  to  be  increasingly  fatal, 
apparently.  Unquestionably,  the  legiti- 
mate use  of  barbiturates  has  been  on  the 
increase  during  the  period  1933  to  1946,  but 
the  mounting  fatalities  from  their  accidental 
ingestion  suggests  that  unconsumed  quanti- 
ties of  the  drug  in  amounts  capable  of  pro- 
ducing death  are  accessible  to  the  persons 
who  are  accidentally  killed,  especially  to 
women. 

After  all  the  warnings  that  have  been  given  and 
the  tragic  incidents  reported  in  the  press,  it  is 
hard  to  understand  why  anyone  would  store 
disinfectants,  insecticides,  and  similar  materials 
near  food,  food  containers,  or  medicines.  But 
this  dangerous  practice  and  others  like  it  persist. 
The  marked  rise  in  deaths  from  the  barbiturates  is 
especially  disturbing.  Greater  control  by  the 
health  authorities  over  the  sale  of  these  sedatives 
may  bring  about  a reduction  in  mortality  from 
them. 

One  understands  that  disinfectants,  insec- 
ticides, lye,  and  household  ammonia,  in 
quantities  dangerous  to  life,  might  be  found 
in  any  household,  but  why  barbiturates? 
Certainly  the  matter  is  one  in  which  the 
medical  profession  should  be  interested,  and 
for  which  it  has  a certain  responsibility. 

More  rigorous  control  of  the  sale  of  these 
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sedatives  is  certainly  indicated  and  should 
be  put  into  effect  without  loss  of  time. 
Caution  should  also  be  exercised  by  physi- 
cians prescribing  the  drug  to  inform  their 


patients  of  the  possible  dangers  of  careless 
placement  of  the  medicine  and  the  toxic 
character  of  the  drug  in  excess  of  legitimate 
amounts. 


Current  Editorial  Comment 


What  Price  the  Mere  Prolongation  of 
Life?  Recently,  this  Journal  published 
an  editorial  under  the  title  “The  Meanest 
Man  in  the  World.”1  The  magazine  Time 
subsequently  quoted  it,  which  was  subtly 
flattering.  But  when  a physician  colleague 
took  the  trouble  to  write  us  a day  or  so  ago 
about  it,  the  experience  was  indeed  hearten- 
ing. 

Let  us  hasten  to  say  that  our  colleague 
read  the  editorial  in  this  Journal;  well,  at 
i any  rate  he  alleges  that  he  did.  He  said  in 
his  communication  that  he  had  thought  of 
the  editorial  many  times  and  especially  re- 
cently. We  quote  in  part,  from  his  letter: 

Three  times  this  week  I have  been  assailed 
by  articles  extolling  the  mere  prolongation  of 
the  life  expectancy  of  the  average  American 
citizen.  One  article  was  in  the  monthly 
Bulletin  of  the  New  York  City  Department  of 
Health.  The  second  was  in  New  York  Medicine. 
The  third  was  in  a recent  monthly  magazine 
issued  by  a reputable  drug  firm.  These  might 
have  passed  unnoticed  into  my  files  were  it  not 
for  your  editorial  and  had  not  my  wife  in- 
sisted on  visiting  the  replica  of  Mr.  Blanding’s 
“Dream  House,”  now  open  for  inspection  on 
the  southeast  corner  of  Fifth  Avenue  and  Forty- 
eighth  Street,  New  York  City.  Visitors  pay 
what  they  feel  they  can  afford  for  an  inside 
view,  not  only  of  the  house,  but  of  a garage 
with  two  new  cars  in  it.  Their  donations  go  to 
the  New  York  Heart  Association,  and  in  return 
they  are  given  blanks  upon  which  they  may 
supply  the  last  line  of  a jingle  extolling  the 
wondrous  life  that  will  be  ours  when  the  Damo- 
clean  sword  of  heart  disease  has  been  removed 
from  over  the  head  of  the  human  race. 

My  wife  is  no  more  avaricious  than  most 
women,  but  she  wants  that  house  and  the  two 
cars  that  the  successful  completer  of  that  verse 
will  win.  Accordingly,  my  every  waking  hour 
which  should  have  been  devoted  to  amassing 
strength  while  in  the  relaxing  atmosphere  of 
the  home  has  been  dissipated  in  the  invention 
of  lines  which  exhort  us  to  live  longer  by  the 
discovery  and  the  eradication  of  the  causes  of 


heart  disease.  Not  only  must  they  exhort 
effectively,  but  they  have  to  scan. 

I might  have  been  able  to  bear  up  under  all 
this  without  boiling  over,  had  I not  met  an 
aging  contemporary  who  had  recently  survived 
a serious  illness.  When  I asked  him  how  he 
felt  he  said  he  felt  fine — so  fine,  indeed,  that  his 
only  worry  was  that  he  did  not  see  how  he  was 
going  to  be  able  to  afford  to  live  as  long  as  he 
apparently  was  going  to  do.  His  ancestry  was 
one  of  almost  incredible  longevity.  He  felt  he 
had  done  his  duty  to  his  country  by  having 
grandsired  ten  grandchildren.  But  he  did  not 
relish  the  idea,  he  said,  of  living  to  the  age 
when  he  might  be  a burden  not  only  upon 
them,  but  upon  generations  yet  unborn. 

The  gentleman  had  something  there.  What 
is  the  virtue  of  this  indiscriminate  prolongation 
of  life?  What  is  the  virtue  of  life,  simply  as 
such?  I do  not  perceive  it.  Does  not  Shake- 
speare remark  of  the  ages  of  man : 

Last  scene  of  all, 

That  ends  this  strange  evenful  history, 

Is  second  childishness  and  mere  oblivion, 
Sans  teeth,  sans  eyes,  sans  taste,  sans 
everything? 

Our  correspondent  presents  something 
for  superconscientious  geriatrists  to  think 
about.  Recently,  employers  have  been 
chary  of  hiring  old  people,  the  young  have 
been  resentful  of  old  people  filling  jobs 
which  the  younger  folks  want,  and  retire- 
ment to  the  bosom  of  O.A.A.  leaves  much 
to  be  desired.  We  repeat  that  the  geria- 
trists have  a real  job  on  their  hands. 

Use  and  Abuse.  A correspondent  writes 
us  concerning  the  tearing  down  of  a hospital 
building  erected  thirty-six  years  ago,  and, 
of  course,  the  erection  of  a new  one.  He 
admitted  that  the  building  was  not  strictly 
up  to  date.  For  instance,  there  was  no  sys- 
tem for  emptying  bed  pans,  the  operating 
room  was  not  air  conditioned,  the  air  of 
the  operating  room  was  not  sterilized. 

Great  and  enduring  monuments,  build- 
ings of  brick  and  stone,  are  not  essential  for 
the  best  care  of  the  sick.  As  we  have  often 
emphasized,  it  is  not  the.  building,  but 
rather  the  people  who  are  in  it  that  make 
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for  successful  medicine  and  surgery,  or  for 
that  matter  any  kind  of  treatment  of  the 
sick. 

We  read  recently  in  the  New  York  Times 
a headline:  “U.S.  Backing  Seen  for  Hos- 
pital Plan.”* 1  “Dr.  Bourke  says  State  will 
get  $6,000,000  July  1st  for  Start  of  Big 
Building  Program.”2 

Such  headlines,  we  are  sure,  make  the 
public  pulse  beat  faster,  because  the  public 
pulse  is  a generous,  warmhearted  pulse,  a 
pulse  to  admire. 

We  quote  again  from  the  New  York 
Times: 

Dr.  Frederick  MacCurdy,  commissioner  of 
mental  hygiene  for  New  York  State,  said 
yesterday,  “If  we  got  $20,000,000  more  tomor- 
row we  wouldn’t  know  what  to  do  with  it  be- 
cause we  can’t  get  the  trained  personnel!”3 

The  column  from  which  we  quote  is 
headed  “Vast  Need  is  Seen  for  Psychia- 
trists.” Mere  money  will  not  alone  produce 
competent  professional  personnel. 

Again  we  quote  from  an  editorial  in  the 
New  York  Times  which  may  explain  one  of 
the  reasons  why  the  V.A.  hospitals  are 
crowded : 

Today,  the  VA  operates  a total  of  103,189 
beds,  and  has  5,649  beds  closed  because  of  in- 
ability to  obtain  personnel.  Their  patient 
census  is  95,652  in  their  own  hospitals,  and 
13,849  in  Army,  Navy,  civilian,  and  contract 
hospitals.  Of  the  109,601  patients  (as  of 
January  15,  1948),  however,  66  per  cent  are 
nonservice-connected,  that  is,  the  disabilities 
for  which  they  are  hospitalized  have  no  rela- 
tionship to  their  military  service. 

There  are  18,026  awaiting  admission  to  VA 
hospitals,  of  which  only  88  are  definitely  service- 
connected.  . . . The  hospitalization  policy  in 
VA  hospitals  ...  is  that  veterans  with  service- 
connected  disabilities  shall  have  admission 
priority,  but  that  veterans  with  nonservice 
disabilities  may  be  admitted,  if,  by  their  own 
statement,  they  are  unable  to  pay  for  hospital 
care,  and  “if  a bed  is  available  in  an  existing 
facility.”4 *'6 

In  other  words,  if  they  will  sign  the 
pauper’s  oath.  But  the  pauper’s  oath  is  so 
well  concealed  in  small  type  in  the  mass  of 
verbiage  on  the  admission  application  that 


1 New  York  Times,  June  11,  1948. 

1 Executive  Director,  New  York  State  Joint  Hospital 

Survey  and  Planning  Commission. 

* New  York  Times,  Juno  8,  1948. 

* February  22,  1946. 

* Italics  ours. — Ed. 


the  honest  veteran  may  well  have  no  idea 
of  what  he  is  signing. 

From  the  New  York  Times  we  quote 
again: 

. . . (in)  a long  range  coordinated  hospital  plan 
to  cost  $750,000,000  and  provide  54,000  addi- 
tional beds,  Federal,  State,  and  Local  funds 
would  be  used  and  local  facilities  expanded.6 

This,  at  a time  when  our  magnificent 
voluntary  hospitals  are  facing  bankruptcy. 
When  the  shortage  of  nurses  is  acute. 
When  there  are  4,000  applicants  for  110 
vacancies  in  the  first-year  class  of  the  Col- 
lege of  Physicians  and  Surgeons  of  Colum- 
bia University.  All  of  which  does  not  make 
one  sanguine  as  to  the  early  filling  up  of 
shortages. 

Are  there  political  implications  in  this 
state  of  mind?  Treat  veterans  and  their 
families  for  nonservice-connected  disabili- 
ties which  the  law  was  never  designed  to 
cover.  Pauperize  some  of  our  population 
by  permitting  them  to  sign  documents  of 
the  contents  of  which  they  are  ignorant. 
Of  course  no  one  should  ever  sign  anything 
of  which  he  has  not  read  and  understood 
every  word,  but  apparently  some  people 
occasionally  do. 

Give  the  public  the  impression  that  there 
is  a grave  shortage  of  hospital  beds.  There 
is,  but  largely  because  voluntary  hospitals 
have  not  the  funds  to  maintain  the  beds 
they  have,  also  because  they  cannot  pay 
their  nurses  a decent  living  wage.  For  the 
same  reason,  there  is  a shortage  of  orderlies, 
and  no  system  has  been  set  up  for  the  train- 
ing of  men  which  would  set  them  on  the 
same  respected  level  now  occupied  by  the 
trained  nurse. 

Pamperize  and  pauperize. 

When  shall  we  learn  to  make  the  best  of 
what  we  have?  When,  instead  of  tearing 
down  existing  institutions,  when  building 
costs  are  at  their  highest,  shall  we  learn  to 
make  the  best  of  them?  When  shall  we 
learn  not  to  give  the  public  the  impression 
that  anyone  remotely  connected  with  a 
veteran — as  who  is  not — is  entitled  to 
“free”  hospital  care  and  surgical  services? 
When  shall  we  learn  to  train  more  male  and 
female  attendants  for  the  sick?  When  shall 
we  expand  our  facilities  to  train  more  doc- 
tors who  just  want  to  look  after  sick  people? 
Please  notice  that  we  say  “shall”  and  not 
“will.”  The  verb  betrays  a certain  amount 
of  confidence  in  our  fellow  man.  When 
shall  we  cease  to  pamperize  and  pauperize? 

• June  6.  1948. 
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The  Caloric  Nutrition  of  Adults* 


The  present  concept  of  optimum  nutri- 
tion calls  for  liberal  intakes  of  various  nu- 
trients— amounts  markedly  in  excess  of  ex- 
perimentally determined  minimum  needs. 
In  the  case  of  calories,  however,  a different 
situation  exists.  A sufficient  calorie  intake 
is  of  primary  importance  because  specific 
nutrients  cannot  effectively  function  unless 
there  is  an  adequate  fuel  supply  for  body 
processes.  Calorie  intakes  in  marked  ex- 
cess of  actual  needs  are  undesirable,  par- 
ticularly in  the  adult.  Thus,  the  problem 
of  optimum  calorie  nutrition  is  to  avoid 
excess,  as  well  as  to  provide  enough. 

Postwar  European  observations  have 
made  us  especially  conscious  of  the  dire  ef- 
fects of  caloric  undernutrition.  In  this 
country,  however,  apart  from  certain  special 
cases  resulting  from  illness,  poverty  and  ill- 
advised  dieting,  the  primary  calorie  problem 
in  the  adult  is  one  of  overconsumption 
rather  than  the  opposite. 

For  a long  time  physicians  have  recog- 
nized, from  their  own  observations  and  from 
the  statistics  of  life  insurance  companies, 
that  marked  overweight  favors  the  develop- 
ment of  many  degenerative  diseases  and  is 
of  major  concern  in  the  medical  management 
of  these  diseases.1  Recently,  controlled  re- 
search has  served  to  strengthen  this  point 
of  view  and  magnify  its  importance. 

As  an  example  of  animal  experimentation, 
Me  Cay  and  coworkers  have  shown  in  the 
case  of  rats  that  those  which  are  restricted 
in  calorie  intake  after  middle  life  thereafter 
live  longer  than  those  allowed  ad  libitum 
intakes.2  The  recent  report  by  Wilens  pro- 
vides an  excellent  example  of  convincing 

♦This  discussion  does  not  consider  pregnancy  and  lacta- 
tion. 


findings  in  regard  to  men.3'4  On  the  basis 
of  a detailed  study  covering  1,250  autopsies 
at  Bellevue  Hospital,  the  relationship  of 
body  condition  and  fat  deposits  to  the  inci- 
dence and  severity  of  atherosclerosis  of  the 
aorta  and  main  branches  of  the  coronary 
arteries  was  clearly  demonstrated. 

In  our  modern  life  the  caloric  needs  of  the 
adult  have  tended  to  become  less  because  of 
shorter  working  hours,  increased  mechani- 
zation, and  the  automobile,  despite  the  fact 
that  many  people  use  their  leisure  time  for 
increased  activity  in  sports,  gardening,  and 
otherwise.  While  many  middle-aged  per- 
sons appear  to  be  as  active  as  they  were  at 
thirty,  actually  they  tend  to  conserve  energy 
by  avoiding  unnecessary  movements  both 
in  their  occupational  and  general  activities. 
Further,  their  basal  metabolism  is  decreased 
somewhat  from  its  former  level.  Thus, 
with  advancing  age,  weight  increase  tends 
to  be  inevitable  unless  a conscious  effort  is 
made  to  consume  less  than  formerly. 

It  is  impossible  to  set  up  specific  figures 
defining  caloric  intakes  for  the  individual 
which  will  provide  adequate  nutrition  with- 
out overconsumption,  because  of  the  many 
variables  involved,  such  as  activity,  body 
size,  age,  environment,  individual  differences 
in  efficiency  of  caloric  conversion,  and  others. 
Further,  activity  categories  such  as  “seden- 
tary,” “moderately  active,”  and  “very  ac- 
tive” cannot  be  specifically  differentiated, 
and  they  tend  to  grade  into  each  other. 
Thus,  the  calorie  intakes  recommended  by 
the  Food  and  Nutrition  Board  which  have 
recently  been  revised  downward  are  recog- 
nized to  be  useful  only  as  general  guides  and 
subject  to  a large  factor  of  variability  in  the 
case  of  the  individual. 
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It  is  agreed  that  weight  maintenance  is 
the  most  useful  indicator  of  caloric  needs. 
Thus,  the  proper  calorie  intake  is  the  one 
which  over  an  extended  period  will  maintain 
the  body  weight  at  the  proper  level,  accord- 
ing to  height,  age,  sex  and  body  weight. 
This  definition  recognizes  that  the  desirable 
weight  can  differ  according  to  body  build 
as  well  as  weight.  It  provides  for  the  needed 
adjustments  in  accordance  with  activity. 

The  important  question  which  is  immedi- 
ately asked,  however,  is  what  is  the  proper 
weight  and  how  does  one  arrive  at  it  for  a 
given  individual.  It  must  be  agreed  that 
precise  information  on  this  point  is  not  avail- 
able. Modern  students  of  the  subject, 
however,  feel  that  the  data  published  by 
the  Metropolitan  Life  Insurance  Company 
under  the  heading  of  "ideal”  weights  are 
useful  guides.  These  tables  are  reproduced 
here  for  selected  heights  to  guide  physicians 
in  their  day-to-day  determinations  of  the 
caloric  needs  of  patients  falling  into  the 
categories  of  “small  frame,”  “medium 
frame,”  and  “large  frame.”  In  each  case 
the  proper  weight  is  expressed  as  a range  of 
approximately  10  per  cent.  It  would  seem 


unrealistic  to  attempt  to  specify  an  exact 
figure.  Presumably  fluctuations  within 
ranges  given  are  ordinarily  of  little  or  no 
significance. 

1 Met.  Life  Ins.  Co.  Statistical  Bull.:  18:  2 (1937). 

2 McCay,  C.  M.,  Maynard,  L.  A.,  Sperling,  G.,  and  Os- 
good, H.  S.:  Nutrition  21:  45  (1941). 

2 Wilens,  S.  L.:  Arch.  Int.  Med.  79:  129  (1947). 

‘ Wilens,  s.  L.:  Am.  J.  Path.  23:  793  (1947). 


Ideal”  Weights  for  Women — Ages  25  and  Over* 


Weight  in  Pounds 

Height  . — (as  Ordinarily  Dressed) 


(with  Shoes) 

Small 

Medium 

Large 

Feet 

Inches 

Frame 

Frame 

Frame 

5 

0 

105-113 

112-120 

119-129 

5 

2 

110-118 

117-125 

124-135 

5 

4 

116-125 

124-132 

131-142 

5 

6 

123-132 

130-140 

138-150 

5 

8 

129-139 

137-147 

145-158 

5 

10 

136-147 

145-155 

152-166 

6 

0 

141-153 

151-163 

160-174 

* From  Metropolitan  Life  Insurance  Co.  Statistical  Bull. 
23:  6 (1942). 


“Ideal”  Weights  for  Men — Ages  25  and  Over* 


Weight  in  Pounds 

Height  . (as  Ordinarily  Dressed) 


(with  Shoes) 

Small 

Medium 

Large 

Feet 

Inches 

Frame 

Frame 

Frame 

5 

4 

122-132 

130-140 

137-149 

5 

6 

129-139 

137-147 

145-157 

5 

8 

136-147 

145-156 

153-166 

5 

10 

144-155 

153-164 

161-175 

6 

0 

152-164 

161-173 

169-185 

6 

3 

168-180 

176-189 

184-202 

* From  Metropolitan  Life  Insurance  Co.  Statistical  Bull. 
24:  6 (1943). 


SCIENTIFIC  EXHIBITS 
1949 

ANNUAL  MEETING 

Applications  for  space  for  the  scientific  exhibits  should  be  made  directly  to  the 
Chairman  of  the  Subcommittee  on  Scientific  Exhibits  of  the  Convention  Committee: 
Dr.  J.  G.  Fred  Hiss 
505  State  Tower  Building 
Syracuse  2,  New  York 

The  Annual  Meeting  will  be  held  May  2 to  6,  1949,  at  the  Hotel  Statler  in  Buffalo. 

No  applications  can  be  considered  after  January  1,  19Jt9 

There  will  be  two  groups  of  awards: 

Awards  in  Group  I are  made  for  exhibits  of  individual  investigation,  which  are 
judged  on  the  basis  of  originality  and  excellence  of  presentation. 

Awards  in  Group  II  are  made  for  exhibits  which  do  not  exemplify  purely  experi- 
mental studies  and  which  are  judged  on  the  basis  of  excellence  of  presentation  and 
correlation  of  facts. 

W.  P.  Anderton,  M.D.,  Secretary 
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THE  DIAGNOSIS  AND  MANAGEMENT  OF  THE 
POSTCHOLECYSTECTOMY  SYNDROME 

J.  Russell  Twiss,  M.D.,  and  R.  Franklin  Carter,  M.D.,  New  York  City 

( From  the  New  York  Post-Graduate  Hospital) 


IN  DISCUSSING  the  diagnosis  and  manage- 
ment of  the  postcholecystectomy  syndrome, 
we  have  made  an  effort  to  limit  this  term  to  those 
patients  having  postoperative  symptoms  referable 
to  the  biliary  tract.  This  qualification  is  neces- 
sary because  a review  of  the  literature  indicates 
that  every  patient  having  symptoms  after  opera- 
tion is  put  in  this  group,  regardless  of  the  source 
of  the  symptoms.  Our  principal  objectives  have 
been  to  develop  diagnostic  routines  which  would 
indicate  the  source  and  nature  of  disorders  of  the 
biliary  tract,  both  before  and  after  operation. 
The  use  of  comprehensive  methods  of  diagnosis 
should  lower  the  incidence  of  the  postcholecystec- 
tomy syndrome  by  aiding  the  proper  selection  of 
patients  for  operation  and  also  should  improve  the 
results  of  treatment  in  those  patients  having 
symptoms  after  operation. 

This  investigation  includes  295  patients  who 
have  had  cholecystectomy.  A group  of  121  cal- 
culus cases  having  no  symptoms  postoperatively 
was  first  studied  to  determine  whether  the  initial 
diagnostic  studies  or  operative  findings  revealed 
any  significant  differences  between  them  and 
patients  having  postoperative  symptoms.  A 
group  of  35  noncalculus  patients  having  had 
cholecystectomy  was  then  studied  for  the  purpose 
of  finding  any  significant  diagnostic  or  operative 
findings  which  might  explain  the  persistence  of 
symptoms  in  the  20  patients  so  afflicted.  Finally, 
a group  of  159  calculus  patients  having  post- 
cholecystectomy symptoms  is  presented. 

In  this  group,  detailed  studies  were  made  of  the 
preoperative  work-up  (when  available),  the  oper- 
ative findings,  and  the  diagnostic  work-up  made 
at  the  time  the  patient  reported  with  symptoms. 
A study  was  then  made  of  the  type  of  medical  or 
surgical  therapy  used,  with  an  evaluation  of  the 
benefit  of  such  treatment  based  upon  careful, 

(personal  follow-up  visits.  Patients  without 
symptoms  have  been  followed  for  a period  of  at 

Presented  at  the  142nd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Gastroenterology  and  Proctology,  May  20,  1948. 


least  one  year.  This  work  has  been  done  in  the 
combined  medical  and  surgical  Biliary  Tract 
Clinic  of  the  New  York  Post-Graduate  Hospital. 

Studies  of  the  postcholecystectomy  syndrome 
have  been  reported  by  many  investigators.1-13 
Colp  states  what  is  apparently  a consensus  of 
opinion,  that  the  most  common  cause  of  the  re- 
current symptoms  is  dyskinesia  of  the  sphincter 
mechanism  with  which  there  may  be  associated 
calculi,  retained  cystic  duct,  common  duct  stric- 
ture, cholangitis,  or  pancreatitis.1  MacDonald 
agrees  that  biliary  dyskinesia  is  prevalent,  but  he 
believes  that  inadequate  preoperative  work-ups 
and  errors  in  precholecystectomy  diagnoses  are 
largely  responsible  for  poor  results  in  surgery.3 
All  stress  the  importance  of  a careful  and  com- 
plete diagnostic  work-up,  especially  before  chole- 
cystectomy is  performed.  Most  investigators, 
furthermore,  recommend  surgery  for  the  post- 
cholecystectomy syndrome  only  after  all  possible 
causes  outside  the  biliary  tract  have  been  ruled 
out,  and  medical  treatment  has  proved  unsuc- 
cessful.1'944,15 Lahey,  however,  stresses  the 
danger  of  delaying  operation  in  the  presence  of 
organic  obstruction  of  the  biliary  tract.14 

Physiologic  disturbances  in  patients  having 
symptoms  both  before  and  after  cholecystectomy 
are  primarily  concerned  with  functional  disorders 
of  the  sphincter  of  Oddi  and  abnormal  pressure 
relations  in  the  gallbladder  and  bile  ducts.645-28 
Before  cholecystectomy  the  normal  ductal  pres- 
sure is  about  15  cm.  of  water.  The  maximal 
pressures  of  the  gallbladder,  liver,  and  pancreas 
are  from  20  to  30  cm.  of  water.18,22  As  long  as 
these  pressure  relationships  are  maintained,  the  • 
tension  of  the  biliary  tract  is  below  the  level  of 
consciousness  of  the  patient.  Under  certain  con- 
ditions the  sphincter  of  Oddi  may  become  irri- 
table, spastic,  or  hypertrophied.  In  this  state  it 
may  be  able  to  resist  a presure  of  75  cm.  of 
water.19  A spasm  of  the  common  duct  can 
cause  a sudden  overdistention  of  the  biliary 
tract,  with  epigastric  pain,  colic,  and  sometimes 
nausea  and  vomiting.8,10,20,24'27,28 
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Experimentally,  many  investigators  have  pro- 
duced pain  and  colic,  both  in  animals  and  hu- 
mans, by  overdistention  of  the  gallbladder  or  bile 
ducts.8,10,19-23,26,27,28  The  same  effect  of  in- 
creased intraductal  pressure  and  subsequent  pain 
can  be  produced,  as  is  shown  by  manometric 
readings  or  by  creating  a spasm  of  the  common 
duct  sphincter.  The  spasm  can  result  from  an 
injection  of  morphine,  the  application  of  dilute 
hydrochloric  acid  to  the  ampulla,  a psychic  dis- 
turbance on  the  part  of  the  patient,  or  by  eating 
irritating  foods.8'10,14'20'23,24'26 

Clinical  investigations  have  shown  that  pa- 
tients in  whom  pain  was  produced  experimentally 
postoperatively  had  the  same  types  of  pain  pre- 
operatively,  as  the  result  of  increased  intraductal 
tension  secondary  to  calculus  obstruction  or  com- 
mon duct  sphincter  spasm.8  Excessive  dilatation 
of  the  common  duct  was  found  to  occur  in  pa- 
tients having  advanced  gallbladder  disease  in  a 
series  of  autopsy  specimens  examined  by  Ben- 
son.13 A similar  amount  of  common  duct  dilata- 
tion occurred  postoperatively  only  in  those  pa- 
tients having  recurrent  attacks  of  pain. 

Calculus  obstruction  of  the  cystic  or  common 
duct  results  in  pain,  frequently  with  nausea  and 
vomiting.8  Any  other  type  of  obstruction,  such 
as  those  due  to  kinks  or  inflammatory  changes  or 
severe  common  duct  sphincter  spasm,  can  pro- 
duce the  same  symptoms.  These  are  especially 
apt  to  occur  in  patients  having  an  intolerance  to 
fats. 

Obstruction  of  the  ampulla  of  Vater,  either  by 
stone  or  spasm,  can  cause  postcholecystectomy 
symptoms  and  may  result  in  disease  of  the  liver, 
biliary  ducts,  or  pancreas. 1'4,22,31  Doubilet 
found  that  in  the  gallbladder  the  regurgitation  of 
the  pancreatic  ferments  changed  the  normal  acid 
reaction  of  the  bile  to  alkaline  with  an  activation 
of  the  pancreatic  ferments  by  the  infected  bile 
and  a resultant  suppuration  or  gangrene.22  In 
surgical  patients  with  cholecystitis,  Womack  and 
Haffner  found  extensive  pathologic  changes  of  the 
gallbladder  wall  as  the  result  of  obstruction, 
chemical  inflammation  of  highly  concentrated 
bile,  and  secondary  infection.30  An  alteration  in 
the  usual  bile  salt-cholesterol  ratio  of  the  gall- 
bladder bile  may  give  changes  of  this  character. 

. An  excessive  proportion  of  bile  salts  may  give 
chemical  inflammation,  with  edema,  acute 
cholecystitis,  or  chronic  inflammatory  changes  of 
the  walls  of  the  ducts  or  gallbladder.  An  exces- 
sive proportion  of  cholesterol  may  result  in  the 
formation  of  gallstones  or  cholesterosis  of  the 
gallbladder. 

An  important  cause  of  the  postcholecystec- 
tomy syndrome  is  stricture  of  the  common  duct. 

2»  This  may  be  traumatic  in  which  there  is 
jaundice  sometimes  with  other  symptoms  of  ob- 


struction. With  benign  fibrous  stenosis  there  are 
more  frequently  symptoms  of  chills,  fever,  nausea, 
vomiting,  and  pruritus.  The  same  symptoms 
may  occur  with  a common  duct  stone.  Jaundice 
occurs  in  75  to  90  per  cent  of  this  group.  A re- 
tained remnant  of  a cystic  duct  may  be  associated 
with  stones  in  the  remnant  of  the  gallbladder. 

Jaundice  is  a problem  in  differential  diagnosis 
requiring  prompt  solution.  Organic  extrahepatic 
obstruction  requires  early  surgical  intervention  to 
prevent  serious  liver  damage.  This  type  of  bil- 
iary obstruction  is  caused  by  common  duct  stone, 
malignancy,  pancreatitis,  fibrosis,  and  other 
stenosing  lesions.  Noncalculus  organic  obstruc- 
tion is  characterized  by  the  gradual  onset  of 
jaundice,  the  initial  absence  of  severe  pain,  and  a 
progressive  elevation  in  the  serum  bilirubin,  alka- 
line phosphatase,  and  cholesterol.  Malignancy 
causes  complete  common  duct  obstruction.  In 
this  case  duodenal  drainage  gives  no  bile.  Blood 
or  malignant  cells  may  be  found  in  the  duodenal 
contents  and  are  an  aid  in  differential  diagnosis. 
With  common  duct  stones,  diagnostic  tests  in- 
dicate intermittent  obstruction  with,  at  times, 
crystalline  sediment  in  the  duodenal  bile.  With 
pancreatitis  there  is  usually  an  elevation  in  the 
amylase  of  the  blood  and  urine  for  a few  days 
after  the  onset  of  an  acute  attack. 

As  a means  of  preventing  postcholecystectomy 
symptoms  the  presence  of  symptom-producing 
stones  or  an  infectious  cholecystitis,  with  or  with- 
out a concomitant  cholangitis,  should  be 
promptly  recognized  and  cholecystectomy  per- 
formed as  soon  as  possible.1,3,8,21,29  It  is  only  in 
this  way  that  we  can  prevent  progressive  patho- 
logic changes.  While  infections  of  the  biliary 
tract  can  exist  without  symptoms,  subsequent 
pathologic  changes  and  ultimate  obstructive 
lesions  lead  to  increased  operative  mortality  and 
progressive  postoperative  morbidity.6,12,21,29 
Symptoms  of  recurrent  pain,  colic,  chills,  fever, 
nausea,  vomiting,  and  jaundice  are  signs  of  ad- 
vanced biliary  tract  disease,  infection,  or  ob- 
struction. 

The  clinical  diagnosis  of  infectious  biliary  tract 
disease,  however,  can  be  determined  only  by 
cultures  of  duodenal  bile.13  As  noted  by  Lyon, 
this  is  the  only  direct  evidence  of  pathology  avail- 
able. The  accuracy  of  this  method  is  shown  in 
Table  1,  which  presents  a comparative  study  of 
cultures  taken  from  120  patients.  Preoperative 
duodenal  bile  specimens  were  taken  both  before 
and  after  stimulation  with  olive  oil;  at  operation, 
cultures  were  made  of  specimens  taken  from  the 
gallbladder,  the  gallbladder  wall,  the  gallstones, 
the  common  bile  duct,  and  the  cystic  duct  node 
if  enlarged.  Of  the  75  patients  having  all  cultures 
of  duodenal  bile  sterile,  74  had  sterile  cultures 
from  all  parts  of  the  biliary  tract  at  operation. 
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Of  32  patients  having  significant  pathogenic 
organisms  in  the  duodenal  drainage  bile,  25 
showed  the  same  type  of  organisms  in  cultures 
taken  from  the  biliary  tract  at  operation  (Table 
1). 

TABLE  1. — A Comparative  Study  of  Sterile  Cultures 
of  Duodenal  and  Operative  Bile  in  120  Consecutive 
Cases 

Number  of  Patients*— 


Findings  of  diagnostic  value 

Duodenal 

Drainage 

Operative 

Cultures 

Sterile,  all  cultures 
Pathogenic  organisms,  1 

75 

74 

1 positive 

or  2 types 

32 

25  same 
type 

. , 

3 different 
type 

4 sterile 

Total 

Findings  Dot  of  diagnostic 
value 

Mixed  growth  3 or  more 

107  (89%) 

107 

types 

11 

10  sterile 

Nonpathogenic  organisms 

2 

3 positive, 
different 

Total 

120 

120 

* Ninety-two  per  cent  of  cases  showed  agreement  between 
duodenal  drainage  and  operative  findings. 


The  routine  diagnostic  investigation  of  the 
clinic  includes  preoperatively  a history,  physical 
examination,  x-ray,  duodenal  drainage,  and  blood 
chemistry.  Following  cholecystectomy  there  are 
periodic  follow-up  visits  with  repetition  of  the 
duodenal  drainages  and  blood  chemistries  as  in- 
dicated. In  patients  coming  to  operation,  an 
immediate  cholangiogram  is  of  great  assistance 
in  cases  of  suspected  common  duct  pathology.  A 
delayed  cholangiogram  is  routine  in  cases  of  “T” 
tube  drainage  before  removal  of  the  tube. 

In  the  present  group  studied  there  were  295 
patients,  264  women  and  31  men,  all  of  whom 
had  had  a cholecystectomy.  The  distribution  of 
symptoms  is  shown  in  Table  2. 


TABLE  2. — Distribution  of  Symptoms  in  295  Patients 

Number 

Per  Cent 

No  postoperative  symptoms 

Calculus 

121 

Noncalculus 

15 

Total 

136 

With  postoperative  symptoms 

Dyskinesia 

70 

44 

Cholangitis,  active 

34 

21 

Injury  of  common  duct 

23 

14 

Noncalculus  group 

20 

12 

Cholangitis,  inactive 

15 

9 

Retained  common  duct  stone 

11 

7 

Retained  cystic  duct(3  with 

stones  in  duct) 

8 

5 

Benign  fibrosis  common  duct 

7 

4 

Pancreatitis 

3 

2 

Carcinoma  ampulla  of  Vater 

1 

0.6 

Duodenal  diverticulum 

1 

0.6 

Total* 

159 

* Excluding  the  34  active 

cholangitis  cases 

included  in 

■other  groups. 

Groups  without  Postoperative  Symptoms 

Calculus  Group  ( 121  Patients:  109  Women, 
12  Men). — The  histories  and  physical  examina- 
tions revealed  no  significant  differences  from 
those  in  patients  not  relieved  of  symptoms. 
Cholecystograms  were  abnormal  in  showing  no 
visualization,  impaired  visualization,  or  stones  in 
all  but  seven  cases.  The  duodenal  drainage  was 
abnormal  in  showing  no  concentrated  gallbladder 
bile  in  68  of  118  drainages.  Sterile  cultures  of 
duodenal  bile  were  accurate  indicators  of  infec- 
tious biliary  tract  disease  in  most  cases ; operative 
cultures  were  reported  sterile  in  79  patients  and 
pathogenic  in  12.  Blood  chemistries  were  normal 
in  practically  all  cases.  The  operative  diagnoses 
in  this  group  included  ten  cases  of  acute  or  suba- 
cute cholecystitis,  seven  cases  of  hepatitis,  six 
cases  of  hydrops  of  the  gallbladder,  three  cases  of 
empyema  of  the  gallbladder,  and  three  cases  of 
pancreatitis.  The  diagnosis  of  chronic  appendi- 
citis was  made  47  times,  with  appendectomy  in 
each  case. 

Noncalculus  Group  ( 35  Patients:  32  Women,  3 
Men).— Following  cholecystectomy,  15  patients 
in  this  group  had  no  significant  symptoms.  The 
average  age  of  this  group  was  forty-five  years. 
Histories  and  physical  examinations  were  similar 
to  those  patients  having  calculi.  The  cholecysto- 
gram  showed  normal  visualization  in  ten  patients, 
impaired  \isualization  in  five.  Delayed  empty- 
ing of  the  gallbladder  was  not  reported  in  this 
group.  Duodenal  drainage  findings  and  blood 
chemistries  did  not  show  significant  differences  in 
the  twro  groups.  One  third  of  these  patients  had 
infections  of  the  biliary  tract  at  operation. 

Groups  with  Postoperative  Symptoms 

Noncalculus  Group—  Twenty  of  these  patients 
(all  womep)  had  symptoms  following  cholecystec- 
tomy. The  average  age  of  this  group  was  thirty- 
seven  years,  eight  years  below  that  of  the  group 
relieved  of  symptoms.  The  average  interval  be- 
tween operation  and  the  onset  of  symptoms  in  15 
of  the  20  patients  was  three  months.  This  con- 
trasts with  a similar  average  interval  of  three 
years  in  the  calculus  dyskinesia  group.  The  x-ray 
and  drainage  findings  were  similar  to  those  in  the 
group  relieved  of  symptoms,  except  that  delayed 
emptying  of  the  gallbladder  following  a fatty 
meal  was  reported  in  four  cases.  Operative  find- 
ings were  similar  except  for  the  presence  of  ad- 
hesions, noted  in  12  cases  of  this  group  and  in  only 
two  cases  relieved  of  symptoms  by  operation. 

Dyskinesia  Group  (JO  Patients:  . 64  Women,  6 
Men). — The  review  of  the  histories  in  this  calcu- 
lus group,  before  and  after  operation,  indicated 
that  only  51  patients  had  severe  pain  before 
operation  and  52  had  pain  after  operation.  Fol- 
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lowing  operation,  the  number  of  patients  having 
right  upper  quadrant  pain  was  reduced  from  32 
to  28;  the  number  having  epigastric  pain,  how- 
ever, increased  from  19  to  24. 

Interesting  contrasts  in  symptoms  were  noted 
as  shown  in  Table  3. 


TABLE  .3. — Contrasts  in  Symptoms  of  Dyskinesia  Group 


. — Number  of 

Patients — > 

Before 

After 

Symptoms 

Operation 

Operation 

Pain 

Right  upper  quadrant 

32 

28 

Epigastric 

19 

24 

Nausea 

32 

42 

Tenderness,  right  upper  quadrant 

28 

20 

Fat  intolerance 

26 

34 

Vomiting 

22 

23 

Jaundice 

2 

4 

The  average  interval  between  operation  and 
the  onset  of  symptoms  in  15  of  the  20  patients  in 
whom  records  were  available  was  three  years. 

Physical  examinations  were  not  of  diagnostic 
value.  X-ray  studies  showed  a high  incidence 
(14  cases)  of  delayed  emptying  of  the  gallbladder, 
a finding  not  noted  in  the  group  relieved  by  opera- 
tion. Duodenal  drainage  in  this  group  showed 
gastric  hyperacidity  in  ten  of  70  cases,  the  highest 
incidence  of  any  group  studied.  Another  ab- 
normal finding  was  that,  following  operation, 
concentrated  bile  was  found  in  49  of  99  drainages 
(normal  postoperative  bile  is  not  concentrated). 
At  operation  most  of  these  patients  had  a diag- 
nosis of  chronic  cholecystitis.  An  appendectomy 
was  done  in  13  patients.  Cultures  at  operation 
were  sterile  in  36  cases,  positive  in  ten. 

The  diagnosis  of  “reflex  dyskinesia”  was  made 
in  19  patients.  Associated  diagnoses  in  other 
cases  were:  duodenitis,  14;  psychoneurosis, 

three;  pregnancy,  two;  migraine,  two;  stricture 
of  ureter,  two,  and  arthritis  of  spine,  two. 

The  treatment  consisted  of  a bland.diet,  seda- 
tives, antispasmodics,  antacids  when  indicated, 
the  relief  of  constipation,  and  an  attempt  to  ad- 
just the  patient  to  envirortmental  difficulties. 
The  results  of  treatment  were  that  approximately 
40  per  cent  were  considered  satisfactorily  im- 
proved, 32  per  cent  temporarily  relieved  of  symp- 
toms, and  28  per  cent  not  improved. 

It  is  our  opinion  that  in  this  group  the  incidence 
of  postcholecystectomy  symptoms  could  have 
been  lowered  if  the  presence  of  dyskinesia  had 
been  recognized  before  cholecystectomy,  and  the 
appropriate  therapy  instituted  promptly  after 
operation. 

Surgical  treatment  was  not  employed  for  relief 
of  symptoms  in  this  group.  In  general,  surgery 
is  considered  advisable  only  after  the  failure  of 
medical  treatment,  when  there  is  evidence  of  re- 
current jaundice  or  liver  damage.  Short  circuit- 
ing operations  have  been  used  with  reluctance, 


preferably  in  those  patients  having  free  hydro- 
chloric acid,  to  act  as  a protective  mechanism 
against  cholangitis.  Successful  operation  requires 
the  maintenance  of  a large  stoma  between  the 
bile  ducts  and  intestines  for  the  relief  of  symp- 
toms. Operations  to  dilate  or  cut  the  sphincter 
of  Oddi  have  not  been  performed  sufficiently 
often  enough  to  formulate  an  opinion  as  to  their 
value. 

Cholangitis,  Active  (34  Patients,  All  Included  in 
Other  Groups  of  Pathology). — This  group  of  pa- 
tients proved  to  have  pathologic  conditions  of  the 
biliary  tract  associated  with  the  persistence  of 
pathogenic  organisms  in  the  duodenal  bile.  The 
diagnoses  of  those  patients  having  positive  cul- 
tures at  operation  were  as  follows : retained  com- 
mon duct  stone,  11;  benign  fibrosis,  nine;  dys- 
kinesia, four;  hepatitis,  two;  pancreatitis,  one, 
and  carcinoma  of  papilla,  one,  making  a total  of 
28. 

Organisms  present  were  in  most  cases  Es- 
cherichia coli.  There  were  a few  cases  of  Eber- 
thella  typhosus,  Bacillus  welchii,  streptococcus, 
staphylococcus,  and  mixed  organisms. 

Active  cholangitis  is  a complication  associated 
with  biliary  tract  obstruction.  Its  surgical  treat- 
ment consists  in  the  relief  of  the  obstruction. 
When  infection  was  known  to  exist  or  was  sus- 
pected by  the  appearance  of  the  bile  ducts  or 
liver  at  operation,  provision  was  made  for  ade- 
quate prolonged  drainage.  Antibiotics,  such  as 
penicillin  and  streptomycin,  while  usually  ineffec- 
tive in  ridding  the  ducts  of  infectious  organisms, 
have  been  used  extensively  in  both  the  preopera- 
tive and  postoperative  periods. 

Common  Duct  Injury  (23  Cases:  19  Women,  4 
Men). — Most  of  these  patients  had  had  a chole- 
cystectomy elsewhere.  The  diagnosis  in  this 
group  was  determined  at  the  time  of  re-operation. 
The  usual  finding  was  a localized  area  of  stricture 
with  uniform  dilatation  of  the  duct  above  the 
stricture  and  an  otherwise  normal  cystic  duct 
except  for  a biloma  proximal  to  the  constriction. 
The  onset  of  symptoms  was  immediately  after 
operation  in  12  cases;  the  average  interval  was 
six  months  in  20  cases.  The  history  of  this  group 
showed  pain  in  17  cases,  seven  with  dull  pain  and 
ten  with  colic.  The  location  of  the  pain  was 
epigastric  in  seven  cases,  in  the  right  upper  quad- 
rant in  eight.  Jaundice  was  present  in  13,  chills 
and  fever  in  12,  nausea  and  vomiting  in  seven, 
tenderness  of  the  right  upper  quadrant  in  eight, 
fat  intolerance  in  seven.  Duodenal  drainage  in 
this  group  rarely  showed  concentrated  bile. 
Seven  had  cultures  positive  for  Escherichia  coli. 
Blood  chemistry  showed  an  elevation  of  the  serum 
bilirubin  and  cholesterol  in  most  cases. 

Operative  diagnoses  included,  in  addition  to 
the  diagnosis  of  common  duct  stenosis,  the  follow- 


October  15,  1948] 


POSTCHOLECYSTECTOMY  SYNDROME 


2249 


ing:  common  duct  stones,  five;  pancreatitis, 
three;  ulceration  of  duodenum,  one;  retained 
cystic  duct  remnant,  one,  and  cut  common  bile 
duct,  one. 

Cultures  taken  at  operation  in  18  cases  were 
sterile  in  'seven  cases;  pathogenic  organisms 
were  found  in  11.  Nine  of  the  positive  cultures 
were  E.  coli. 

Operations  performed  were:  choledochoduo- 
denostomy,  nine;  hepaticoduodenostomy,  nine; 
revision  of  hepaticoduodenostomy,  three,  and 
plastic  repair  of  hepatic  duct,  four. 

Table  4 gives  a comparative  study  of  the  symp- 
toms and  physical  findings  in  the  dyskinesia 
group,  as  compared  with  the  organic  common 
duct  obstruction  cases  (common  duct  injury  and 
benign  fibrous  stenosis).  It  is  apparent  here  that 
the  symptoms  of  pain  and  colic,  nausea,  vomiting, 
and  fat  intolerance  are  more  prevalent  in  the 
dyskinesia  group.  With  organic  obstruction  on 
the  other  hand,  the  characteristic  symptoms 
were  jaundice,  chills,  fever,  pruritus,  and  biliary 
fistula. 


the  presence  of  cholangitis  in  the  absence  of  ob- 
struction does  not  produce  symptoms.  These 
patients,  however,  should  be  carefully  followed 
and  treated  for  any  functional  disturbances  which 
may  produce  obstruction. 

Surgery  is  not  indicated  in  this  group  unless 
the  patient  is  a typhoid  carrier.  A continuation 
of  the  typhoid  carrier  state  after  cholecystectomy 
justifies  an  exploration  and  a complete  removal 
of  the  cystic  duct  if  there  is  any  reason  to  believe 
that  this  had  not  been  done  adequately  at  the 
first  operation. 

Common  Duct  Stones  {11  Patients:  10  Women, 
1 Man). — The  histories  of  these  patients  are 
shown  in  Table  5.  Recurrent  symptoms  began 
within  one  year  in  six  cases;  the  average  interval 
was  one  month.  For  the  remaining  five  cases, 
however,  average  interval  before  onset  of  symp- 
toms was  twelve  years.  Physical  examination 
revealed  jaundice  in  seven  patients,  tenderness  in 
the  right  upper  quadrant  in  five;  in  only  one  case 
was  the  liver  palpably  enlarged. 


TABLE  4. — Percentage  of  Patients  Showing  Abnormal 
Laboratory  Findings  in  Functional  and  Organic 
Obstruction  of  the  Common  Bile  Duct  Following 
Cholecystectomy 


Dyskinesia 

Organic 
Common  Duct 
Obstruction 

Number  of  patients 

70 

32 

Duodenal  drainage 

Concentrated  bile,  % 

49 

36 

Cultures 

Sterile,  % 

87 

34 

Pathologic,  % 

13 

66 

Blood  chemistry  (elevation) 

Icterus  index,  % 

8 

78 

Cholesterol,  % 

15 

72 

Alkaline  phosphatase,  % 

0 

12 

Operative  cultures 

Sterile,  % 

78 

34 

Pathogenic,  % 

22 

66 

Repeated  operations  were  necessary  in  many 
patients  of  this  group.  In  some  cases  five  to 
eight  operations  had  been  performed  on  the  same 
patient  before  admission  to  our  clinic.  Operative 
procedures  were  based  upon  the  findings  in  the 
individual  case. 

Cholangitis,  Inactive  {15  Patients:  10  Women, 
i 5 Men). — In  this  group  without  symptoms  re- 
: peated  duodenal  drainages  showed  the  presence 
in  the  bile  of  some  pathogenic  organisms;  13 
! had  E.  coli.  The  average  age  of  this  group  was 
fifty  years,  five  of  the  patients  being  over  sixty. 
Before  operation  ten  of  these  patients  had  tender- 
ness of  the  right  upper  quadrant  or  an  enlarged 
liver.  All  were  relieved  following  operation.  On 
duodenal  drainage  13  had  no  free  hydrochloric 
acid  in  the  fasting  gastric  contents.  Eleven  had 
highly  concentrated  bile,  indicating  probable  in- 
flammatory involvement  of  the  sphincter  of  Oddi. 

The  conclusions  relative  to  this  group  are  that 


TABLE  5. — An  Analysis  of  Symptoms  and  Physical 
Findings  in  Spastic,  Intermittent,  and  Organic  Types  of 
Obstruction  of  the  Common  Bile  Duct  Following 
Cholecystectomy 


Number  of  patients 

Dyskinesia 

70 

Common 

Duct 

Stones 

11 

Organic 
Common  Duct 
Obstruction 
32 

Symptoms 

Pain 

Dull 

38  (54%) 

4 

11  (34%) 

Colic 

36  (51%) 

7 

12  (37%) 

Location 

Right  upper 
quadrant 

28 

4 

12 

Epigastrium 

24  (34%) 

5 

6 (18%) 

Nausea 

42  (60%) 

4 

10(31%) 

Vomiting 

25 

5 

8 

Fat  intolerance 

34  (48%) 

1 

7(21%) 

Jaundice 

4 (5%) 

7 

21  (65%) 

Chills 

13(18%) 

7 

14  (43%) 

Fever 

13 

7 

14 

Pruritus 

0 

0 

10  (33%) 

Fistula  (bile) 

0 

0 

6 (18%) 

Interval  between  operation  and  onset  of  symptoms 

Average  time 

3 years* 

1 month 

4 months 

Physical  examination 
Tender  right 

upper  quadrant  18(25%) 

5 

(29  cases) 

12(37%) 
12  (37%) 

Enlarged  liver 

2 (3%) 

1 

* Records  available  in  20  cases. 


Duodenal  drainage  in  this  group  showed 
pathogenic  organisms  in  practically  all  cases,  the 
predominating  organism  being  E.  coli.  Chemical 
blood  examinations  indicated  in  most  cases  inter- 
mittent elevation  in  the  blood  cholesterol,  serum 
bilirubin,  and  alkaline  phosphatase  with  positive 
cephalin  flocculation  tests  in  some  cases.  Opera- 
tive findings  in  this  group  included  three  cases  of 
pancreatitis  and  six  cases  of  retained  remnant  of 
cystic  duct.  Stones  were  present  in  three  of  the 
dilated  gallbladder  remnants.  Cultures  at  opera- 
tion were  positive  in  eight  cases;  six  of  these  were 
E.  coli. 
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Most  stones  found  in  the  common  duct  were 
faceted  or  laminated  in  appearance,  suggesting 
that  they  had  originated  in  the  gallbladder,  been 
extruded  into  the  common  bile  duct,  and  over- 
looked at  the  time  of  cholecystectomy.  Another 
type  is  the  dark,  amorphous  or  crystalline,  cal- 
cium bilirubinate  stone.  This  type  of  stone, 
however,  is  more  likely  to  have  been  formed  after 
cholecystectomy.  When  removed,  it  may  re- 
form. Some  patients  have  required  as  many  as 
eight  operations  for  recurrent  stones  of  this  char- 
acter. Occasionally,  a short  circuiting  operation 
is  necessary  to  relieve  biliary  stasis. 

Retained  Cystic  Duct  Remnant  ( 8 Cases:  5 
Women,  3 Men). — The  history  of  this  group  re- 
vealed colic  in  five  cases,  location  epigastric  in 
four.  Jaundice,  chills,  and  fever  occurred  in 
seven  cases,  nausea  and  vomiting  in  six.  The 
average  interval  between  operation  and  the  onset 
of  symptoms  in  two  cases  was  five  and  one-half 
months;  in  the  remaining  six  cases  the  average 
interval  was  fourteen  years.  Physical  examina- 
tion showed  a tender  liver  in  six  cases.  The 
blood  chemistry  in  this  group  showed  an  eleva- 
tion of  the  serum  bilirubin  in  five  cases,  and  the 
cholesterol  was  elevated  in  three  cases. 

Operative  findings  revealed  stones  in  the  gall- 
bladder remnants  in  three  cases,  stones  in  the 
common  duct  in  five  cases.  Hepatitis  was  noted 
in  three  patients,  pancreatitis  in  two.  Cultures 
at  operation  were  of  interest  in  that  all  eight  cases 
had  positive  cultures;  six  of  these  showed  two 
organisms — one  was  usually  E.  coli.  At  operation 
the  gallbladder  remnants  were  of  two  types: 

1.  A portion  of  the  gallbladder  left  because  of 
high  amputation.  Stones  present  were  probably 
overlooked  at  the  first  operation,  since  all  patients 
in  whom  stones  were  found  had  stones  at  the  time 
of  cholecystectomy. 

2.  A dilated  remnant  of  the  gallbladder,  con- 
sisting of  the  cystic  duct  and  a portion  of  the  am- 
pulla of  gallbladder,  with  a dilatation  of  the  com- 
mon bile  duct.  Regeneration  of  the  gallbladder  is 
probably  the  best  designation  of  this  condition. 

Treatment  in  the  former  group  consisted  in  the 
removal  of  the  remnant  and  stones.  In  the  latter 
group  the  obstructive  lesion  of  the  common  duct 
was  of  far  more  importance  than  the  gallbladder 
remnant.  The  treatment  was  dependent  upon 
the  cause  of  the  common  duct  obstruction. 

Benign  Fibrous  Stenosis  ( 9 Cases). — The  nine 
patients  of  this  group  showed  at  operation  a 
diffuse  fibrotic  thickening  of  the  common  or  he- 
patic bile  ducts,  as  differentiated  from  the  localized 
constriction  and  proximal  dilatation  of  the  com- 
mon duct  found  following  definite  injury.  Colic 
in  this  group  was  rare,  jaundice  being  the  out- 
standing symptom.  Pruritus  occurred  in  Tour 


patients.  On  physical  examination  six  of  the 
nine  patients  had  an  enlarged,  tender  liver.  The 
average  onset  of  symptoms  after  operation  was 
two  months,  most  cases  occurring  promptly.  The 
blood  chemistry  was  an  important  diagnostic 
finding;  all  patients  showed  a definite  elevation 
in  blood  cholesterol  and  serum  bilirubin  (Table 
4). 

Operative  procedures  in  this  group  were  varied. 
Short  circuiting  procedures  were  favored.  For 
intrahepatic  duct  lesions,  dilatation  and  prolonged 
drainage  by  “T”  tube  was  used,  the  superior  fork 
of  the  tube  extending  through  the  strictured  area. 

Little  is  known  about  the  underlying  cause  of 
this  type  of  fibrosis.  The  onset  may  be  acute. 
During  this  phase  the  bile  ducts  appear  to  be 
acutely  inflamed  and  the  mucous  membrane  lining 
the  ducts  hemorrhagic  in  appearance.  The  sur- 
rounding lymph  glands  are  enlarged  and  inflamed. 
All  of  the  structures  of  the  gastrohepatic  ligament 
appear  to  be  undergoing  an  inflammatory  reac- 
tion to  a powerful  agent.  Culture  studies  for  bac- 
teria in  the  early  stages  have  not  been  conclusive. 

The  stage  of  fibrosis  may  be  complicated  by 
Stricture,  perforation,  and  subsequent  obstruction 
to  bile  flow.  The  lesion  may  be  regional,  being 
found  in  any  part  of  the  intra-  or  extrahepatic 
ducts.  In  many  respects  this  regional  choledo- 
chitis  resembles  regional  ileitis. 

Pancreatitis  (3  Cases:  2 Women,  1 Man). — In 
three  patients  pancreatitis  was  found  to  be  re- 
sponsible for  postoperative  symptoms.  A man  of 
sixty-six  years  was  found  to  have  pancreatitis  at 
the  time  of  a re-operation  for  stones.  In  one 
case  there  was  found  fat  necrosis,  in  another  an 
enlarged  liver.  In  two  women  the  diagnosis  of 
pancreatitis  had  been  made  at  the  time  of  a 
cholecystectomy.  Two  of  the  patients  had  cul- 
tures of  E.  coli  from  the  biliary  tract  at  operation; 
cultures  from  the  third  were  sterile.  Two  pa- 
tients were  considered  cured  following  operation. 
The  third  with  a duodenal  diverticulum  and  a 
persistent  colon  infection  in  the  biliary  tract  con- 
tinued to  have  symptoms  over  a period  of  six 
years  observation. 

Surgical  treatment  of  pancreatitis  by  “T”  tube 
drainage  of  the  common  bile  duct  is  indicated 
after  cholecystectomy  as  it  was  before  or  at  the  > 
time  of  the  primary  operation.  Removal  of  the 
associated  obstructive  factor,  stones  when  found, 
followed  by  prolonged  drainage  suffices,  and 
recurrences  of  pancreatitis  are  infrequent.  Diag- 
nosis of  the  obstructing  factors  present  by  means 
of  the  cholangiogram  is  becoming  more  accurate. 
When  obstructing  factors  that-cannot  be  corrected 
directly  are  encountered,  an  operation  to  short 
circuit  the  flow  of  bile  around  the  obstruction  to 
the  intestine  has  been  chosen. 
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Summary 

1.  Symptoms  of  biliary  tract  disease  before 
and  after  cholecystectomy  are  due  to  pathologic 
disturbances  resulting  from  conditions  which  may 
be  inflammatory,  metabolic,  mechanical,  or  func- 
tional in  origin. 

2.  The  presence  of  functional  disorders,  with 
or  without  organic  disease,  should  be  determined 
before  cholecystectomy. 

3.  The  incidence  of  postcholecystectomy  syn- 
drome can  be  lowered  by  the  use  of  a comprehen- 
sive diagnostic  investigation  before  cholecystec- 
tomy. 

4.  In  patients  having  symptoms  after  chole- 
cystectomy, a similar  diagnostic  work-up  isof  value 
in  determining  the  cause  of  symptoms  and  in 
indicating  specific  treatment. 

5.  In  functional  disturbances  medical  therapy 
is  indicated.  When  functional  disorders  are  con- 
comitant with  organic  disease,  this  diagnosis 
should  be  established  before  cholecystectomy. 
Medical  therapy  should  be  instituted  promptly 
after  operation. 

6.  Surgery  is  indicated  for  calculus,  infectious, 
and  obstructive  disease  of  the  biliary  tract. 

7.  The  usual  findings  in  patients  who  require 
surgery  are: 

(а)  Pain  (especially  recurrent),  jaundice, 
nausea,  vomiting,  chills,  fever,  and 
occasionally  pruritus. 

(б)  Physical  findings  of  tenderness  in  the 
right  upper  quadrant,  sometimes  with 
an  enlarged  liver. 

(c)  Duodenal  drainage  findings  of  patho- 
genic organisms  in  the  bile. 

(d)  Blood  chemistry : Elevation  in  serum 
bilirubin,  alkaline  phosphatase,  and 
cholesterol. 
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MIGRAINE  HEADACHE  RELIEF  POSSIBLE  WITH  HISTAMINE 


Relief  for  migraine  headache  sufferers  is  possible 
with  the  body  chemical  believed  involved  in  allergy, 
histamine,  according  to  two  Mayo  Clinic  physicians, 
Dorothy  Macy,  Jr.,  and  Bayard  T.  Horton. 

Their  description  of  the  treatment  of  144  patients 
with  migraine  headache  at  this  clinic  from  1937  to 
1946  appears  in  the  Journal  of  the  American  Medical 
Association  for  July  24. 

While  98  of  these  patients  showed  a 25  to 


100  per  cent  improvement,  they  emphasize  that 
histamine  is  not  a cure  for  the  condition. 

Drs.  Macy  and  Horton  stated  that  freedom  from 
migraine  attacks  in  these  patients  paralleled  the 
period  of  treatment  with  histamine.  They  declared 
that  patients  who  were  free  of  symptoms  after  ono 
year  or  more  were  still  taking  histamine  once  daily 
or  every  other  day. — Science  News  Letter,  August  7, 
194S 


ACUTE  PANCREATITIS 

H.  L.  Bockus,  M.D.,  and  Edward  C.  Raffensperger,  M.D.,  Philadelphia,  Pennsylvania 

{From  the  Graduate  Hospital  of  the  University  of  Pennsylvania ) 


A GOOD  concept  of  the  pathologic  charac- 
teristics of  acute  catastrophic  inflammation 
of  the  pancreas  may  be  gleaned  from  the  first  com- 
prehensive description  of  acute  pancreatitis  given 
by  Fitz  in  1889. 1-3  At  present  the  severe  form  of 
acute  pancreatitis  associated  with  necrosis  of  the 
pancreas  and  surrounding  tissues  is  usually  desig- 
nated acute  necrosis  of  the  pancreas.  Neither 
hemorrhage  nor  suppuration  accompanies  the 
inflammation  in  every  instance.  One  or  the  other, 
or  both,  may  be  present  in  varying  degrees.  The 
necrotic  lesion  is  due  to  the  liberation  of  pancre- 
atic enzymes,  giving  rise  to  the  white  opaque  areas 
of  so-called  fat  necrosis,  described  by  Balser  in 
1882. 4 

As  a result  of  observations  at  necropsy  and  op- 
eration, together  with  the  accrued  ex*perience  of 
many  observers  with  pancreatic  serum  enzyme 
determinations,  many  instances  of  less  severe 
acute  inflammation  of  the  pancreas  with  little  or 
no  necrosis  have  been  recognized  and  described. 
6-7  This  milder  type  of  inflammation  has  been 
termed  edema  of  the  pancreas,  subacute  pancrea- 
titis, acute  transient  pancreatitis,  or  interstitial 
pancreatitis.  As  compared  with  acute  necrosis  of 
the  pancreas,  usually  in  so-called  edema  of  the 
pancreas,  the  clinical  symptoms  and  signs  are 
milder,  serum  enzyme  values  are  lower,  and  per- 
haps there  is  a lessened  likelihood  of  occurrence  of 
delayed  hypocalcemia.  Acute  edema  of  the  pan- 
creas has  been  recognized  most  often  in  associa- 
tion with  acute  episodes  of  biliary  tract  disease. 
In  fact,  it  has  become  customary  to  consider  acute 
edema  of  the  pancreas  as  being  commonly  due  to 
acute  episodes  of  biliary  tract  disease.  It  should 
be  borne  in  mind,  however,  that  any  mechanism 
which  is  capable  of  causing  acute  necrosis  may  at 
times  cause  only  edema  of  the  pancreas  without 
concomitant  necrosis.  Perhaps  the  only  tenable 
concept  concerning  the  pathogenesis  of  acute  pan- 
creatitis is  that  all  grades  of  acute  inflammation 
of  the  pancreas,  with  or  without  massive  necrosis, 
are  but  manifestations  of  the  same  basic  process, 
merely  representing  varying  degrees  of  inflamma- 
tory response  to  the  insulting  agent.  Various  fac- 
tors undoubtedly  enter  into  the  degree  of  response 
which  occurs.  They  must  include  the  following: 
(1)  the  modus  operandi  of  the  inciting  cause  or 
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causes,  (2)  the  presence  or  absence  of  obstruction 
to  the  outflow  of  pancreatic  juice,  (3)  the  presence 
or  absence  of  antecedent  pancreatic  inflammation, 
(4)  the  degree  of  escape  of  pancreatic  enzymes 
into  the  surrounding  tissues,  and  (5)  the  presence 
or  absence  of  a disturbance  of  the  blood  supply  to 
the  pancreas.  In  the  early  stages  of  an  attack  it 
is  not  possible  to  prognosticate  with  certainty 
whether  the  inflammation  will  be  characterized  by 
edema  alone  with  little  or  no  necrosis  or  whether 
extensive  necrosis  will  take  place. 

It  is  only  during  the  last  decade  that  the  early 
diagnosis  of  acute  pancreatitis  has  become  a fre- 
quent achievement,  and  that  a procedural  pattern 
for  therapy  has  been  established.  Our  interest  in 
acute  inflammation  of  the  pancreas  has  been  re- 
newed recently  as  a result  of  a review  of  patients 
encountered  on  the  gastrointestinal  service  at  the 
Graduate  Hospital  during  a fourteen-month  pe- 
riod extending  from  March,  1946,  to  May,  1947. 
During  this  time,  ten  patients  with  the  disease 
were  studied.  A review  of  data  derived  from  this 
case  study  serves  to  emphasize  the  lack  of  ability 
to  make  a clinical  diagnosis  at  the  bedside  and  the 
efficacy  of  certain  laboratory  procedures  in  differ- 
ential diagnosis.  A plan  of  therapy  based  on  a 
knowledge  of  the  physiology  of  the  pancreas  has 
yielded  excellent  results.  Six  detailed  case  reports 
will  be  found  at  the  end  of  the  article.  * The  other 
four  cases  are  not  reported  in  detail  here  since  clin- 
ical observation  and  operation  indicated  that  the 
patients  had  had  an  underlying  chronic  intersti- 
tial pancreatitis.  They  were  admitted  and  stud- 
ied during  an  episode  of  superimposed  acute  in- 
flammation of  the  pancreas.  No  effort  is  made  to 
review  completely  all  of  the  various  features  of 
acute  pancreatitis.  We  wish  to  stress  the  impor- 
tance of  certain  laboratory  procedures  in  differen- 
tial diagnosis  and  the  efficiency  of  conservative 
medical  management  during  the  acute  fulminant 
stage  of  the  disease. 

Etiologic  Features 

The  present  status  of  knowledge  of  the  cause 
and  pathogenesis  of  acute  pancreatitis  has  been 
given  elsewhere.8  No  effort  is  made  to  elaborate 
upon  these  features  at  this  time.  Two  etiologic 
factors  have  been  of  great  importance  in  our 
patients.  They  are  a history  of  the  excessive  im- 

* Due  to  lack  of  space,  the  individual  case  reports  cannot 
be  included  with  this  paper  but  may  be  found  in  the  authors’ 
reprints. 
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bibing  in  alcohol  and  the  presence  of  biliary  tract 
disease.  A history  of  the  excessive  use  of  alcohol 
was  obtained  in  four  patients  (40  per  cent)  in 
whom  no  evidence  of  biliary  tract  disease  could  be 
found.  In  an  additional  patient  both  alcoholic 
excesses  and  gallbladder  disease  were  noted. 
Thus,  in  50  per  cent  of  our  patients  a history  of 
excessive  use  of  alcohol  was  obtained.  In  three  of 
these  the  acute  attack  responsible  for  the  patient’s 
admission  followed  excessive  drinking.  Although 
the  prevalence  of  pancreatic  disease  among  chron- 
ic alcoholics  has  been  noted,  too  little  attention 
has  been  given  to  the  relative  frequency  of  attacks 
of  acute  pancreatitis  following  bouts  of  excessive 
drinking.9’10 

It  has  been  stated  that  in  60  to  80  per  cent  of 
cases  of  acute  pancreatitis  biliary  tract  disease  has 
been  considered  to  have  etiologic  importance.11 
Biliary  tract  disease  was  present  and  probably 
accounted  for  the  pancreatic  insult  in  five  of  these 
patients.  In  one  an  addiction  to  alcohol  was  also 
found.  It  is  of  interest  that  obstructive  jaundice 
was  a feature  of  the  illness  in  four  patients.  The 
preoperative  diagnosis  of  acute  pancreatitis  in 
each  instance  was  made  only  by  the  finding  of  an 
increased  concentration  of  the  pancreatic  serum 
enzymes.  It  is  of  great  practical  importance  to 
keep  in  mind  the  possibility  of  insult  to  the  pan- 
creas during  the  course  of  acute  biliary  tract 
inflammation,  particularly  if  associated  with  jaun- 
dice. If  pancreatic  serum  enzyme  determinations 
are  not  routinely  performed  in  all  patients  with 
biliary  colic,  certainly  these  tests  should  be  car- 
ried out  under  the  following  circumstances:  (1) 
pain  of  greater  severity  than  one  usually  encoun- 
ters in  association  with  biliary  colic;  (2)  radiation 
■ of  pain  to  the  left  epigastrium  and/or  to  the  re- 
gion of  the  left  scapula;  (3)  the  presence  of  marked 
muscle  guarding,  bordering  on  rigidity;  (4)  a 
| greater  degree  of  constitutional  reaction  than  one 
usually  finds  in  biliary  colic — higher  fever,  mar- 
kedly increased  pulse  rate,  and  marked  leukocy- 
tosis ; (5)  the  association  of  mild  shock  or  vascular 
' skin  changes  which  occur  at  times  in  association 
I with  acute  pancreatitis,  and  (6)  a lack  of  relief  of 
pain  following  hypodermic  injection  of  opiates. 
It  is  essential  to  keep  this  association  in  mind, 
i since  it  is  unwise  to  operate  in  the  presence  of 
i acute  severe  inflammation  of  the  pancreas  if  it  can 
be  avoided.  A pancreatic  rest  regimen  should  be 
instituted  at  once  and  the  patient  carefully 
watched. 

It  is  of  interest  that  in  this  series  only  one  pa- 
tient was  encountered  with  acute  pancreatitis  who 
did  not  use  alcohol  to  excess  or  who  did  not  have 
evidence  of  biliary  tract  disease. 

Clinical  Features 

Almost  all  experienced  clinicians-  freely  admit 


that  acute  pancreatitis  follows  no  consistent 
symptom  pattern.  The  location  of  the  initial  pain 
is  frequently  not  characteristic,  although  com- 
monly it  is  experienced  in  the  epigastrium.  Not 
infrequently,  the  initial  pain  may  be  in  the  lower 
abdomen,  in  the  lumbar  region,  beneath  the  ster- 
num, or  in  the  left  chest.  The  character  of  the 
pain  is  not  consistent;  often  it  is  sharply  intense 
and  constant,  but  not  rarely  it  may  be  dull  and  at 
times  somewhat  intermittent.  The  more  usual 
epigastric  pain  may  radiate  to  the  left  and  to  the 
area  of  the  first  or  second  lumbar  vertebra. 
However,  radiation  may  take  place  in  almost  any 
direction. 

Acute  pancreatitis  masquerades  in  many  differ- 
ent guises.  One  of  the  most  dramatic  is  an  onset 
simulating  that  of  other  acute  abdominal  emer- 
gencies like  that  of  free  perforation  of  peptic  ulcer 
or  ruptured  viscus.  Oftentimes,  as  compared 
with  perforated  viscus,  the  abdominal  wall  in 
acute  pancreatitis  is  less  rigid,  and  one  is  less 
likely  to  encounter  the  so-called  “silent  abdomen.” 
The  pain  in  pancreatitis  is  often  of  lesser  severity 
than  the  initial  pain  of  perforated  peptic  ulcer, 
and  radiation  to  the  tip  of  the  shoulder  is  less 
common.  However,  in  acute  catastrophic  inflam- 
mation of  the  pancreas  the  shocklike  state  is  often 
more  intense  and  more  lasting. 

The  shocklike  state  may  attract  greatest  atten- 
tion in  some  patients.  This,  in  combination  with 
high  epigastric,  substernal,  or  high  back  pain, 
may  cause  one  to  suspect  an  acute  coronary  oc- 
clusion. The  shocklike  state  in  acute  pancreatitis 
may  cause  consideration  to  be  given  to  other  vas- 
cular accidents,  particularly  acute  mesenteric  oc- 
clusion. More  than  an  ordinary  suspicion  of  an 
acute  pancreatitis  should  be  aroused  if  the  curious 
skin  changes  happen  to  appear.  These  include  a 
peculiar  cyanosis  or  patches  of  slate-blue  color 
distributed  over  the  abdomen  and  limbs  and  a 
queer  brownish  discoloration  appearing  below  the 
ribs  posteriorly  or  petechial  patches,  particularly 
in  the  region  of  the  buttocks.  A queer  mottling  of 
the  skin  of  the  limbs  has  also  been  described. 
These  signs  are  not  commonly  present,  but,  if 
they  do  exist  in  a patient  suspected  of  having 
acute  pancreatitis,  they  may  add  some  support  to 
that  diagnosis. 

Acute  pancreatitis  occasionally  mimics  small 
bowel  obstruction  because  of  the  tendency  for 
small  intestinal  adynamic  ileus  to  occur  in  some  of 
the  more  ill  patients.  In  one  of  our  patients  intes- 
tinal obstruction  was  given  serious  consideration 
on  admission.  One  could  go  on  mentioning  many 
other  conditions  which  are  mimicked  by  acute 
inflammation  of  the  pancreas.  In  the  cases  which 
we  have  reviewed,  some  consideration  was  given 
to  the  diagnosis  of  acute  alcoholic  gastritis, 
acute  appendicitis,  and  acute  pneumonitis.  It 
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should  be  borne  in  mind  that,  even  in  association 
with  acute  severe  necrosis  of  the  pancreas,  the 
symptoms  may  be  very  mild  and  go  unrecognized. 
This  is  particularly  true  in  pancreatitis  occurring 
in  association  with  biliary  colic. 

The  difficulties  in  arriving  at  a diagnosis  based 
on  clinical  bedside  methods  will  become  obvious 
to  the  reader  by  perusal  of  the  case  reports.  We 
should  like  to  draw  attention  to  the  bizarre  clini- 
cal picture  presented  by  case  J.  R.  His  family 
physician  gave  primary  attention  to  the  possibil- 
ity of  coronary  occlusion.  Upon  arrival  in  the 
hospital,  the  physical  examination  revealed  sug- 
gestive signs  of  a pneumonitis  at  the  left  base, 
which  was  confirmed  by  roentgen  studies.  At 
this  time  the  abdominal  signs  were  minimal. 
Some  hours  later,  one  of  us  found  exquisite  ten- 
derness in  the  lower  right  abdominal  quadrant, 
sufficient  to  arouse  a suspicion  of  the  presence  of 
acute  appendicitis.  Somewhat  later,  tenderness 
was  also  found  in  the  lower  left  abdominal  quad- 
rant, and  some  thought  was  given  to  a primary 
acute  diverticulitis.  The  diagnosis  became  clear 
only  with  the  arrival  of  the  report  on  the  serum 
amylase  concentration,  which  was  1,068  mg. 

Another  patient  illustrating  the  difficulties  of 
bedside  diagnosis  was  H.  F.  When  he  arrived  in 
the  admission  ward,  the  house  officer  gave  serious 
consideration  to  a volvulus  of  the  sigmoid  with 
complete  intestinal  obstruction  because  of  the 
degree  of  abdominal  distention  which  seemed 
more  marked  in  the  lower  left  abdominal  quad- 
rant. 

As  a result  of  our  recent  experiences  we  are  pre- 
pared to  state  unequivocally  that  a bedside  diag- 
nosis of  acute  pancreatitis  is  rarely,  if  ever,  pos- 
sible. 

Blood  Serum  Enzyme  Tests 

Fortunately,  we  have  in  the  serum  enzyme  tests 
a means  of  establishing  the  diagnosis  of  acute  in- 
flammation of  the  pancreas.  These  tests  have 
great  value  in  the  differential  diagnosis  of  the  so- 
called  “abdominal  emergencies.”  We  have  not 
encountered  an  instance  of  acute  necrosis  of  the 
pancreas  in  which  a marked  hyperenzymemia  has 
not  been  found  during  the  first  three  days  of  the 
illness.  It  should  be  stated,  however,  that  one 
cannot  with  certainty  exclude  the  presence  of 
some  degree  of  inflammation  of  the  pancreas  by 
obtaining  negative  blood  serum  enzyme  tests. 
We  have  recently  studied  a patient  with  chronic 
relapsing  pancreatitis  in  whom,  during  the  course 
of  an  acute  episode  of  abdominal  pain,  undoubt- 
edly of  pancreatic  origin,  there  was  no  increase  in 
the  concentration  of  pancreatic  enzymes  in  the 
blood.  Obviously,  if  the  parenchyma  of  the  pan- 
creas has  been  destroyed  by  long-continued  in- 
flammation, then  the  manufacture  of  enzymes 


ceases,  and  one  cannot  expect  to  obtain  evidence 
of  hyperenzymemia.  Usually,  even  in  patients 
with  chronic  interstitial  pancreatitis,  the  blood 
serum  enzymes  are  elevated  during  the  course  of 
an  acute  attack. 

We  employ  for  determination  of  the  serum 
amylase  the  saccharogenic  method  of  Somogyi.12 
The  normal  values  by  this  method  in  our  labora- 
tory range  between  60  and  140  mg.  For  deter- 
mining the  concentration  of  serum  lipase  we  use 
the  Loerenhart  method,  modified  by  Cherry  and 
Crandall,  previously  described.13,14  Normal  val- 
ues by  this  method  in  our  hands  do  not  exceed 
1.0  cc. 

The  amylase  test  has  proved  of  greatest  value 
in  the  diagnosis  of  acute  pancreatitis  for  two  rea- 
sons. The  determinations  can  be  carried  out 
within  one  hour,  whereas  the  lipase  test  requires 
twenty-four  hours.  In  acute  inflammation  of  the 
pancreas  the  rise  in  blood  serum  amylase  occurs 
earlier.  It  may  be  noted  that  the  initial  serum 
amylase  concentration  was  abnormally  high  in  all 
of  the  six  cases  reported  in  detail  (Figs.  1-6).  In 
two  of  these  patients  the  first  determination  for 
lipase  was  normal. 

The  lipase  determination  has  greatest  value 
after  the  first  forty-eight  hours  of  the  illness,  and 
the  concentration  of  serum  lipase  remains  greater 
for  a longer  period  of  time  than  that  of  serum 
amylase.  Amylase  is  excreted  from  the  body  in 
most  instances  quite  rapidly.  Evidently,  the 
elimination  of  lipase  from  the  body  lags  consider- 
ably behind  that  of  amylase.  For  these  reasons  it 
is  advisable  to  test  the  serum  for  both  enzymes 
when  the  presence  of  acute  pancreatitis  is  suspec- 
ted. Figure  7 is  a composite  curve  of  the  concen- 
trations of  serum  amylase  and  lipase  during  the 
course  of  acute  pancreatitis  in  eight  patients. 


Fig.  1.  Behavior  of  pancreatic  enzyme  and 
calcium  concentrations  of  the  blood  during  the 
first  attack  of  acute  pancreatitis  in  case  J.  R. 
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Fig.  2.  Curves  of  pancreatic  enzymes  and  cal- 
cium values  of  the  blood  in  very  severe  acute  pan- 
creatic necrosis  in  case  H.  F. 


The  frequent  employment  of  serum  enzyme 
tests  is  essential  whenever  the  possibility  of  acute 
pancreatitis  is  under  consideration.  We  employ 
these  tests  routinely  in  all  patients  suspected  of 
fitting  into  any  of  the  following  categories:  (1) 
acute  cholecystitis,  (2)  severe  biliary  colic,  (3)  all 
patients  with  acute  severe  abdominal  pain  of 
undetermined  origin,  particularly  those  giving  a 
history  of  excessive  imbibing  in  alcohol  or  pre- 
vious attacks  attributed  to  biliary  tract  disease, 
(4)  patients  admitted  with  severe  injury  to  the  ab- 
domen, and  (5)  patients  admitted  in  a shocklike 
state.  The  frequent  use  of  these  tests  probably 
accounts  for  the  appreciable  increase  in  the  inci- 
dence of  diagnosis  of  acute  pancreatitis  in  the 
wards  of  the  Graduate  Hospital.  We  should  like 
to  give  a word  of  warning  in  the  interpretation 
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Fig.  3.  The  curve  of  serum  enzyme  values  in  case 
S.  S.  The  brief  duration  of  the  attack  and  the  ab- 
sence of  striking  constitutional  signs  suggest  a lesser 
degree  of  inflammation  than  in  cases  J.  It.  and  II.  F. 


SER  AMYLASE 


Fig.  4.  Chart  of  serum  enzyme  values  in  case 
M.  P.,  an  example  of  acute  pancreatitis  occurring  in 
association  with  biliary  colic  and  jaundice. 


of  hyperenzymemia  which  is  only  moderate.  One 
of  us  (E.  C.  R.)  is  accumulating  data  that  suggest 
the  occurrence  of  a moderate  increase  in  the  serum 
enzymes  in  other  acute  abdominal  conditions  not 
originating  in  the  pancreas.  At  present,  we  look 
upon  all  patients  showing  increases  in  the  concen- 
tration of  serum  amylase  beyond  five  times  the 
average  normal  values  (500  mg.  or  greater)  as 
highly  suggestive,  if  not  indicative,  of  primary 
acute  inflammation  of  the  pancreas.  Values  for 
amylase  below  five  times  the  normal  concentra- 
tions may  possibly  be  the  result  of  acute  abdom- 
inal processes  not  originating  in  the  pancreas. 

Blood  Calcium  Values 

In  acute  pancreatitis  white  opaque  areas  of  so- 
called  fat  necrosis  are  commonly  seen  on  the  sur- 
face of  the  pancreas  and  in  the  mesentery,  omen- 
tum, and  parietal  and  visceral  peritoneum. 
These  areas  of  “fat  necrosis”  have  been  attributed 
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Fig.  5.  Case  C.  B.  is  probably  an  example  of  acute 
edema  of  the  pancreas  in  association  with  acute 
gastritis.  Note  the  lag  in  the  elevation  of  the  blood 
serum  lipase  and  the  abrupt  drop  in  the  amylase 
value. 
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Fig.  6.  Serum  enzyme,  calcium  and  bilirubin 
values  during  the  course  of  an  attack  of  severe 
upper  abdominal  pain  and  jaundice.  Evidently  an 
example  of  acute  pancreatitis  superimposed  on 
chronic  interstitial  pancreatitis  (J.  M.). 

to  the  action  of  pancreatic  enzymes,  which  hydro- 
lyze fat  into  glycerin  and  fatty  acids;  the  latter 
then  combine  with  calcium  to  form  calcium  soaps. 
Recently,  Edmondson  and  Berne  have  drawn 
attention  to  the  marked  mobilization  of  calcium 
in  and  around  the  pancreas  as  a result  of  the  for- 
mation of  calcium  soaps.16  This  shift  in  body  cal- 
cium frequently  resulted  in  a decreased  concen- 
tration of  calcium  in  the  blood  serum.  The  latter 
concentration  was  below  9 mg.  per  100  cc.  of  blood 
in  36  of  50  cases  of  pancreatic  necrosis  between 
the  second  and  fifteenth  day  of  the  disease.16 
According  to  these  observers  concentration  of 
serum  calcium  below  7 mg.  entailed  a fatal  prog- 
nosis. The  lowest  figure  for  the  serum  calcium  in 
their  series  of  patients  was  obtained  on  the  sixth 
day  of  the  disease. 

In  four  of  our  patients  (40  per  cent)  the  serum 
calcium  values  were  reduced.  ■ In  two  of  them 
hypocalcemia  was  sufficiently  marked  to  cause  us 
to  administer  calcium  intravenously.  The  low- 
est serum  calcium  value  in  our  patients  was  7.4 
mg.  per  cent.  It  is  of  interest  that  the  patients 
who  were  most  seriously  ill  were  those  in  whom 
the  . lowest  values  for  serum  calcium  were  ob- 
tained. Our  series  is  too  small  to  permit  of  com- 


Fig.  7.  Composite  curve  of  concentrations  of 
serum  amylase  and  lipase  during  the  course  of 
acute  pancreatitis  in  eight  patients.  The  average 
mean  blood  calcium  values  in  four  cases  are  also 
shown.  The  low  calcium  value  in  one  patient  on 
the  second  day  probably  represents  a laboratory 
error. 


ment  on  the  relative  importance  of  hypocalcemia 
in  prognosis  in  acute  pancreatic  disease.  By  con- 
sulting Fig.  7 it  will  be  noted  that  the  greatest 
depression  in  serum  calcium  concentration  in 
these  four  patients  occurred  on  the  fourteenth 
day.  One  determination  in  one  patient  on  the 
second  day  of  the  disease  showing  a marked  hypo- 
calcemia is  probably  a laboratory  error.  It  will  be 
noted  that  the  serum  calcium  determination  has 
little  value  in  the  early  diagnosis  of  acute  necrosis 
of  the  pancreas.  It  is  probable  that  marked  hypo- 
calcemia appearing  on  the  fourth  day  or  later 
adds  support  to  the  diagnosis  of  acute  necrosis 
rather  than  that  of  a lesser  degree  of  inflammation, 
as  in  so-called  acute  edema  of  the  pancreas. 

Electrocardiographic  Changes 

Not  infrequently,  in  the  differential  diagnosis 
of  acute  pancreatitis,  coronary  occlusion  must  be 
excluded.  One  must  also  consider  the  concomi- 
tant occurrence  of  cardiac  insult  because  of  the 
associated  shock  and  at  times  of  a marked  dis- 
turbance in  electrolyte  balance  due  to  vomiting, 
dehydration,  etc.  Obviously,  these  changes 
would  be  most  marked  in  patients  with  antece- 
dent cardiovascular  disease.  In  five  patients  with 
acute  pancreatitis,  Gottesman  and  his  associates 
have  recently  reported  the  occurrence  of  electro- 
cardiographic changes  simulating  those  of  coro- 
nary thrombosis.16,17  The  abnormalities  in  the 
tracings  were  present  when  the  patients  were 
acutely  ill  and  when  the  serum  amylase  was  ele- 
vated. With  improvement  in  the  clinical  status 
of  the  patient  and  a return  of  the  serum  amylase 
concentration  to  normal,  the  electrocardiographic 
changes  disappeared.  In  their  patients  there  was 
depression  of  the  S-T  segment  in  leads  2 and  3,  and 
diphasic  T waves  were  noted  in  leads  1,  2,  and  3. 
Six  days  later,  the  T wave  in  lead  1 was  inverted, 
and  the  T wave  of  lead  2 was  diphasic,  whereas 
fourteen  days  after  the  onset  of  the  acute  pan- 
creatitis the  tracings  were  normal. 

In  three  of  our  patients  with  acute  pancreatitis, 
electrocardiographic  changes  were  noted.  In 
case  C.  B.,  four  days  after  admission,  the  heart 
rate  was  84,  and  PR  interval  0.14  second.  The 
rhythm,  P waves,  and  QRS  complexes  were  nor- 
mal . The  RS-T  segments  were  iso-electric ; the  T 
waves  were  low  in  amplitude  in  L2,  CR3,  CR4,  and 
CR&  and  were  inverted  in  CR2  (Fig.  8).  This 
tracing  was  interpreted  by  our  cardiologist,  Doc- 
tor Samuel  Bellet,  as  showing  evidence  of  myo- 
cardial abnormality.  The  electrocardiographic 
tracings,  recorded  four,  seven,  and  eight  days 
after  the  first  tracing,  were  considered  to  be  nor- 
mal. 

In  patient  S.  S.,  two  days  following  the  acute 
attack,  the  electrocardiographic  tracing  revealed 
a rate  of  75.  PR  interval  of  0. 19  second.  Rhythm. 
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Fig.  8.  The  tracing  of  C.  B.  on  December  12, 
1946,  showing  evidence  of  myocardial  abnormality 
was  made  three  days  after  admission  (see  Fig.  5 for 
enzyme  values).  Four  days  later  the  tracing  was 
essentially  normal. 

P waves,  and  QRS  complexes  were  normal.  RST 
complexes  were  elevated  in  CR3,  CRf,  CR5,  low  T 
waves  in  L2  and  L3,  and  inverted  T waves  in  Li, 
CR3,  CR4,  and  CR3.  These  findings  were  inter- 
preted as  being  indicative  of  advanced  myocardial 
disease  and  suggestive  of  coronary  artery  involve- 
ment with  possible  recent  myocardial  infarction. 
An  electrocardiogram  four  days  later  showed  nor- 
mal RS-T  complexes  in  all  leads,  low  and  upright 
T waves  in  Lq,  L2,  L3,  CRi,  and  CR5. 

Twenty-two  serial  electrocardiographic  trac- 
ings were  performed  on  H.  F.  during  the  course  of 


Fig.  9.  Acute  severe  pancreatic  necrosis  in  case 
H.  F.  At  the  time  of  first  tracing  patient  was  in 
shock  with  a serum  amylase  value  of  989  mg. 
(Fig.  2).  Acute  lateral  coronary  infarction  was 
suspected.  The  abnormal  findings  improved  but  did 
not  entirely  disappear. 


eight  weeks  observation  (Fig.  9) . In  general,  the 
interpretation  of  the  tracings  was  that  of  acute 
lateral  myocardial  infarction.  The  abnormal 
findings  improved  but  did  not  completely  disap- 
pear during  this  period.  It  should  be  noted  that 
the  patient  was  extremely  ill,  being  comatose  for 
one  week.  Diabetes  mellitus  occurred  during  the 
course  of  the  illness. 

As  a result  of  the  study  of  the  electrocardiogra- 
phic tracings  in  these  three  and  in  several  other 
patients  observed  by  Doctor  Bellet,  he  has  ex- 
pressed the  following  opinion: 

“Profound  changes  occur  in  the  electrocardio- 
graphic tracings  in  many  patients  with  acute 
pancreatitis.  They  include  inversion  of  the  T 
waves  in  lead  1,  in  the  other  limb  leads,  and  in  the 
precordial  leads,  accompanied  by  varying  degrees 
of  depression  of  the  S-T  segment.  These  changes 
gradually  return  to  normal  with  improvement  in 
the  clinical  state  of  the  patient.  These  findings  in 
conjunction  with  the  clinical  picture  might  be 
confused  with  the  findings  of  acute  myocardial 
infarction.” 

He  expressed  the  opinion  that  the  electrocardio- 
graphic changes  in  acute  pancreatitis  are  to  some 
extent  the  result  of  the  shocklike  state,  partic- 
ularly in  older  individuals  with  coronary  arterio- 
sclerosis. He  likewise  has  considered  the  possible 
effect  of  a diminution  in  the  concentration  of  ser- 
um potassium.  He  believes  that  decreased  serum 
potassium  values  could  occur  in  association  with 
acute  pancreatitis,  particularly  if  vomiting  or 
dehydration  has  accompanied  the  illness  and  if 
the  patient  is  treated  with  large  amounts  of  par- 
enteral fluid  and/or  Wangensteen  drainage.18  He 
also  mentioned  that  the  loss  of  serum  potassium 
may  be  increased  in  patients  with  concomitant 
diabetes  mellitus,  since  the  administration  of  in- 
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sulin  and  glucose  may  still  further  diminish  the 
concentration  of  serum  potassium. 

We  are  of  the  opinion  that  the  causes  of  the 
electrocardiographic  changes  occurring  in  associa- 
tion with  acute  pancreatitis  have  not  been  clfearly 
established,  but  certainly  the  factors  mentioned 
by  Bellet  should  be  given  serious  consideration. 
We  have  presented  the  electrocardiographic  ex- 
aminations of  these  patients  in  some  detail  in 
order  to  emphasize  the  possibility  of  arriving  at 
an  erroneous  diagnosis  of  acute  coronary  occlusion 
in  patients  with  acute  pancreatitis.  This  mistake 
is  not  likely  to  occur  if  serum  enzyme  determina- 
tions are  performed.  Unfortunately,  coronary 
occlusion  may  occur  in  association  with  pancrea- 
tic necrosis,  rendering  the  complete  diagnosis  very 
difficult. 

Treatment 

Formerly,  immediate  operation  was  frequently 
employed  in  the  treatment  of  acute  pancreatic 
necrosis.  The  mortality  following  immediate 
operation  is  something  more  than  50  per  cent.19-21 
In  1927  Schmieden  and  Sebening  culled  from  the 
literature  a total  of  1,278  cases  of  acute  pancrea- 
titis treated  by  operation,  resulting  in  a mortality 
of  51.2  per  cent.  DeTakats  and  MacKenzie  were 
apparently  the  first  observers  to  question  seri- 
ously the  concept  that  acute  pancreatitis  was  a 
surgical  emergency.22  They  observed  that  only 
eight  of  22  patients  with  acute  pancreatitis  who 
were  not  operated  on  within  the  first  twenty-four 
hours  died  (a  mortality  of  36.6  per  cent).  In 
1934  Mikkelson  reported  39  instances  of  acute 
pancreatitis ; 20  of  those  patients  were  acutely  ill 
and  were  treated  conservatively  in  the  acute  stage 
of  the  disease.23  The  mortality  in  this  group  was 
only  7.5  per  cent.  It  is  now  generally  agreed 
that  immediate  operation  is  unwise,  providing 
other  acute  “abdominal  emergencies”  can  be  ex- 
cluded. It  is  thought  best  to  withhold  operation 
during  the  acute  stage  of  pancreatitis  unless  it 
becomes  complicated  by  suppuration,  severe  hem- 
orrhage, or  spreading  peritonitis.  After  conva- 
lescence from  the  acute  attack,  if  a severe  compli- 
cation has  not  developed,  definitive  biliary  tract 
surgery  is  required  in  many  patients.  Obviously, 
because  of  the  peculiar  physiologic  activity  of  the 
pancreas,  the  need  for  a plan  of  medical  treatment 
destined  to  curtail  excessive  pancreatic  function 
is  required.  Rowland  devised  such  a plan.24  An 
outline  of  the  principles  of  treatment  employed  in 
our  patients  follows. 

I .  Relief  of  Pain. — Aside  from  the  unpleasant- 
ness of  pain,  it  must  be  looked  upon  as  definitely 
deleterious  to  the  organism  and  certainly  to  the 
myocardium.  It  has  been  pointed  out  by  Popper 
and  others  that  morphine  should  not  be  used  be- 
cause of  its  possible  vagotonic  action.  At  any 


rate,  in  our  experience  it  is  a frequent  cause  of 
nausea  and  vomiting.  Demerol  evidently  has  an 
atropine-like  action  and  may  be  looked  upon  as 
the  analgesic  of  choice.  Phenobarbital  may  like- 
wise be  given  as  needed.  Paravertebral  block  on 
the  left  side  at  the  level  of  the  eighth  to  tenth 
thoracic  spinal  processes  has  been  used  in  several 
patients  by  Popper  with  good  results.  We  have 
had  no  experience  with  this  method  in  acute 
pancreatitis  but  have  employed  it  in  the  manage- 
ment of  intractable  pain  in  chronic  relapsing 
pancreatitis. 

2.  Treatment  of  Shack  and  Dehydration. — 
Every  effort  should  be  made  to  overcome  shock 
as  quickly  as  possible  by  the  administration  of 
plasma  and  blood  transfusions  as  required. 
Because  of  the  complete  fasting  which  is  recom- 
mended for  these  patients,  sufficient  parenteral 
fluid  is  required  to  maintain  normal  renal  function 
and  good  electrolyte  balance.  A word  of  caution 
is  needed  in  the  administration  of  glucose  and 
insulin.  Diabetes  mellitus  accompanies  acute 
pancreatic  necrosis  occasionally.  Glucose  infu- 
sion must  be  given  cautiously  with  frequent  blood 
sugar  determinations.  With  the  occurrence  of 
hyperglycemia  sufficient  insulin  is  required  with 
each  glucose  infusion.  Usually  5 to  10  units  of 
regular  insulin  are  given  subcutaneously  with 
each  25  Gm.  of  glucose  intravenously.  Even  of 
greater  importance  is  the  necessity  for  avoiding 
insulin  shock  and  hypoglycemia.  The  vagotonic 
action  of  hypoglycemia  on  pancreatic  secretion 
may  prove  deleterious.  We  have  usually  em- 
ployed either  2.5  or  5 per  cent  glucose  solutions, 
slowly  infused,  and  have  avoided  the  use  of  solu- 
tions of  greater  concentration. 

3.  Measures  Adopted  to  Avoid  Hormonal 
Stimulation  of  the  Pancreas. — When  acute  pan- 
creatitis is  suspected,  a nasal  tube  should  be  intro- 
duced into  the  stomach  at  once  and  constant 
Wangensteen  suction  begun.  Care  must  be  taken 
to  maintain  the  position  of  the  tube  proximal  to 
the  pylorus  in  order  to  avoid  the  passage  of  gas- 
tric juice  containing  hydrochloric  acid  into  the 
duodenum.  We  have  been  in  the  habit  of  ad- 
ministering either  soluble  or  insoluble  alkalis 
every  one  or  two  hours  during  the  period  of  Wan- 
gensteen suction.  If  these  measures  are  carried 
out  meticulously,  it  is  likely  that  the  hormonal 
phase  of  pancreatic  secretion  may  be  suppressed. 

4.  Measures  to  Avoid  Nervous  Stimulation  of 
the  Pancreas. — Atropine  sulfate  in  the  dose  of 
4/ 75  to  Vuo  grain  every  four  hours  is  employed  to 
depress  vagal  activity.  It  is  hoped  that  this  may 
likewise  tend  to  reduce  the  volume  of  gastric 
secretion.  Perhaps  ephedrine  may  similarly  assist 
in  the  inhibition  of  flow  of  pancreatic  juice. 
Obviously,  drugs  which  stimulate  the  vagus 
nerves,  such  as  prostigmine,  which  might  conceiv- 


October  15,  1948] 


ACUTE  PANCREATITIS 


2259 


ably  be  used  to  overcome  distention,  are  to  be 
withheld. 

5.  Other  Measures. — Perhaps  some  thought 
should  be  given  to  the  possible  occurrence  of 
hypocalcemia  in  patients  who  have  suffered  very 
acute  attacks  of  pancreatitis.  Blood  calcium 
determinations  should  be  carried  out,  at  least 
after  the  third  day,  and  calcium  gluconate  ad- 
ministered parenterally  if  a calcium  deficit  is  de- 
tected. 

The  length  of  time  in  which  the  more  rigid  type 
of  therapy  is  to  be  carried  out  depends  upon  the 
clinical  status  of  the  patient.  Recovery  from 
shock,  return  of  the  temperature  to  normal,  a 
drop  in  the  leukocyte  count,  and  recedence  in  the 
physical  evidences  of  inflammation  constitute  the 
most  important  guides.  It  was  necessary  to  con- 
tinue the  strict  regimen  for  two  weeks  in  patient 
II.  F.  and  for  only  four  days  in  patient  S.  S. 

Our  enthusiasm  for  the  plan  of  treatment  out- 
lined above  seems  justified  in  view  of  recovery  in 
100  per  cent  of  patients,  an  experience  which  was 
unheard  of  in  the  treatment  of  acute  pancreatitis 
on  our  service  previously.  It  should  be  stated, 
however,  that  in  only  three  of  our  patients  was  a 
diagnosis  of  acute  severe  massive  necrosis  of  the 
pancreas  entertained.  In  three  of  the  remainder 
it  was  thought  that  the  inflammation  was  of  lesser 
degree,  and  the  lesions  were  classified  as  examples 
of  acute  edema.  In  the  remaining  four  cases, 
proof  was  finally  obtained  supporting  a primary 
diagnosis  of  chronic  interstitial  pancreatitis,  and 
our  treatment  was  carried  out  for  a severe  episode 
of  acute  inflammation  of  the  pancreas  superim- 
posed upon  chronic  interstitial  pancreatitis. 

Summary 

The  diagnosis  and  treatment  of  acute  pancrea- 
titis constitute  a problem  with  many  facets. 
This  paper  is  not  concerned  with  a detailed  dis- 
cussion of  every  phase  of  the  problem.  A study 
has  been  made  of  ten  instances  of  acute  inflam- 
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mation  of  the  pancreas,  consecutively  diagnosed 
and  treated  during  a period  of  fourteen  months. 
As  a result  of  this  study  the  following  items  have 
been  discussed:  (1)  difficulties  encountered  in 
making  a diagnosis  at  the  bedside,  (2)  the  signifi- 
cance of  imbibing  of  alcohol  and  of  gallbladder 
disease  in  the  precipitation  of  the  attacks,  (3)  the 
definitive  value  of  blood  serum  enzyme  deter- 
minations, (4)  experience  with  delayed  hypocal- 
cemia following  the  acute'attackrf5)'  eIectrocaT- 
diographic  changes  occurring  in  association  with 
the  acute  pancreatic  insult,  and  (6)  an  outline  of 
treatment  designed  to  splint  the  pancreas,  based 
upon  sound  physiologic  principles. 
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STREPTOMYCIN  IN  TUBERCULOSIS:  EXPERIMENTAL  OBSERVA- 

TIONS ON  EFFICACY,  SHORTCOMINGS,  AND  LIMITATIONS 

William  H.  Feldman,  D.V.M.,  D.Sc.,  Rochester,  Minnesota 
(From  the  Division  of  Experimental  M edicine,  Mayo  Foundation ) 


IN  THE  present  phase  of  the  development  of 
specific  drug  treatment  of  tuberculosis,  it 
might  be  profitable  to  examine  first  certain  basic 
considerations  of  the  problem  of  chemotherapy  of 
this  disease;  second,  the  character  of  the  evidence 
obtained  by  animal  experimentation  on  which  the 
clinical  use  of  streptomycin  has  been  based,  and 
lastly,  the  present  limitations  or  shortcomings  of 
the  clinical  use  of  streptomycin. 

The  Problem 

The  problem  of  successful  chemotherapy  of 
tuberculosis  is  especially  difficult  for  reasons  in- 
herent in  the  nature  of  the  disease.  First  of  these 
reasons  is  the  essential  pathologic  character  of 
infections  produced  by  the  tubercle  bacillus.  The 
pathogenesis  of  tuberculosis  differs  markedly  from 
that  of  many  infections  that  have  proved  amen- 
able to  a chemotherapeutic  attack.  Tuberculosis 
is  not  a simple  bacteremia  or  a localized  acute  or 
subacute  infection.  Instead,  it  represents  an 
elaborate  immunologic  and  complex  morbid  re- 
action, which  usually  develops  in  a leisurely  man- 
ner and  may  persist  for  years.  In  the  evolution  of 
the  process,  proliferation  and  destruction  of  tissue 
frequently  go  hand  in  hand.  As  older  portions  of 
the  lesions  necrose  or  soften,  other  portions  may 
fibrose,  heal,  or  calcify.  Retrogressive  and  pro- 
gressive changes  are  frequently  operative  in  the 
same  patient.  In  fact,  it  is  common  to  find  within 
a tiny  focus  signs  of  quiescence  associated  with 
signs  of  earliest  activity  and  softening.  Cavi- 
tation and  dense  peripheral  fibrotic  encapsulation 
are  characteristic  in  certain  forms  of  the  disease. 
Such  lesions  are  in  marked  contrast  to  the  miliary 
lesions  of  hematogenous  dissemination. 

The  pathogenesis  of  tuberculosis  can  best  be 
understood  if  it  is  recognized  that  this  disease  is 
protean  in  character.  As  a matter  of  fact,  the 
variability  of  the  morbid  conditions  produced  by 
the  tubercle  bacillus  is  so  great  that  we  may  well 
question  the  correctness  of  referring  to  tuberculo- 
sis as  a single  disease.  This  is  illustrated  by  the 
dissimilarities  of  tuberculosis  in  different  situa- 
tions, such  as  the  skin,  the  kidneys,  the  meninges, 
the  endobronchial  mucosa,  and  the  bones,  and  the 
various  forms  of  pulmonary  tuberculosis.  The 
multiplicity  of  the  morbid  aspects  of  the  disease 
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and  the  inconsistent  and  complex  character  of  the 
reactive  process  make  the  problem  of  arrest,  heal- 
ing, and  cure  of  tuberculosis  an  exceedingly 
formidable  one. 

Evidence  of  Streptomycin  Effectiveness 

The  capacity  of  streptomycin  to  exert  a deter- 
rent effect  on  tuberculosis  has  been  established  by 
animal  experimentation.1-3  Previous  work  with 
a long  list  of  sulfones,  particularly  derivatives  of 
4,4'-diaminodiphenylsulfone,  had  demonstrated 
the  vulnerability  of  the  tubercle  bacillus  in  vivo  to 
the  antagonistic  action  of  specific  chemicals. 
Particularly,  the  results  of  the  work  with  promin, 
diasone,  and  promizole  left  no  doubt  that  tuber- 
lous  infections  could  be  modified  favorably  by 
chemotherapy.4-7  It  is  true  that  the  short- 
comings of  the  sulfones  in  treating  clinical 
tuberculosis  wrere  many  and  formidable,  yet  the 
application  of  these  substances  to  the  problem  of 
a chemical  attack  on  the  tubercle  bacillus  was 
noteworthy.  After  countless  failures,  it  became 
evident  that  the  disease  produced  by  the  tubercle 
bacillus  could  be  attacked  chemically  with  expec- 
tations of  success. 

That  streptomycin  is  a potent  antituberculous 
substance  became  evident  from  the  first  (and  in- 
adequate) experiment  that  Hinshaw  and  I per- 
formed with  this  drug.1  Our  first  supply  of  strep- 
tomycin wTas  received  directly  from  Dr.  Waksman 
in  the  spring  of  1944.  The  amount  available  was 
sufficient  to  treat  only  four  tuberculous  guinea 
pigs  for  a relatively  short  time.  The  results  indi- 
cated without  question  that  in  the  presence  of 
streptomycin  fully  virulent  tubercle  bacilli  in  the 
experimental  animal  were  unable  to  express  their 
usual  pathogenicity.  Many  additional  experi- 
ments followed,  the  results  of  which  demonstrated 
unequivocally  the  antituberculous  potency  of  this 
antibiotic. 

The  more  important  of  the  observations  from 
our  numerous  animal  experiments  may  be  referred 
to  briefly.  It  was  demonstrated  repeatedly  that, 
under  the  influence  of  streptomycin,  tuberculous 
infections,  established  many  weeks  before  treat- 
ment was  started,  were  dramatically  changed. 
The  disease  lost  its  progressive  momentum;  the 
lesions  became  quiescent,  retrogressed,  or  re- 
solved. Many  animals  in  which  the  disease  was 
widely  disseminated  when  treatment  was  started 
were  without  gross  or  microscopic  evidence  of  in- 
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fection  when  treatment  was  discontinued.2  This 
was  truly  a dramatic  and  unprecedented  demon- 
stration of  the  ability  of  a drug  to  gain  mastery 
over  infections  produced  by  tubercle  bacilli.  The 
results  with  streptomycin  were  superior  to  those 
obtained  previously  with  the  sulfones.  This  fact, 
coupled  with  the  relatively  low  toxicity  of  strep- 
tomycin for  animals,  provided  justification  for  its 
limited  clinical  trial.8 

Additional  studies  demonstrated  that  strep- 
tomycin was  effective  therapeutically  against 
experimental  infections  induced  by  a considerable 
number  of  recently  isolated  human  strains  of 
tubercle  bacilli  and  against  tubercle  bacilli  of  the 
bovine  type.9  In  previous  experiments  the  in- 
fection had  been  established  by  a laboratory  stock 
strain  of  tubercle  bacilli  (H37Rv).  The  results 
with  the  human  and  the  bovine  strains  provided 
the  clinician  with  additional  confidence  in  the  use 
of  streptomycin  in  treatment  of  the  naturally 
acquired  disease. 

The  most  convincing  evidence  of  the  ability  of 
streptomycin  as  an  antituberculous  agent  was 
revealed  in  an  experiment  in  which  the  animals 
were  inoculated  intravenously  with  an  exceedingly 
large  (1  mg.)  dose  of  tubercle  bacilli.10  In  this 
experiment  the  mean  survival  time  of  the  un- 
treated controls  was  approximately  nineteen  days. 
This  was  in  striking  contrast  to  the  results  among 
the  animals  that  received  streptomycin,  most  of 
which,  as  a consequence  of  therapy,  lived  for 
many  months. 

In  this  experiment  a widely  disseminated  hema- 
togenous infection  was  obtained  almost  im- 
mediately after  inoculation.  One  may  assume, 
therefore,  that  the  character  of  the  infection  in- 
duced would  offer  profound  difficulties  for  any 
known  or  hypothetic  therapeutic  substance.  It  is 
true  that  the  infection  was  suppressed,  for  the 
most  part,  and  not  eliminated  as  a consequence  of 
streptomycin  therapy.  This  limitation  of  the 
effective  range  of  streptomycin  being  recognized, 
the  fact  remains  that  even  under  conditions  that 
were  most  formidable,  the  drug  did  modify  favor- 
ably— in  fact,  dramatically — what  was  in  the  un- 
treated controls  a violent  and  rapidly  fatal  dis- 
ease. 

While  additional  data  could  be  presented,  the 
experiments  referred  to  indicated  the  capacity  of 
streptomycin  to  reverse  a highly  malignant  in- 
fectious process  in  an  animal  whose  natural  resist- 
ance to  tuberculosis  is  of  low  degree.  The  treated 
animals  gained  weight;  they  lived  longer  and  had 
very  little,  if  any,  demonstrable  parenchymal  dis- 
ease when  treatment  was  discontinued. 

Morphologic  Evidence  of  Therapy 

In  addition  to  the  significant  extension  of  life 
in  the  tuberculous  animals  as  a result  of  strepto- 


mycin therapy  and  the  fact  that  little  if  any 
tuberculous  disease  is  demonstrable  when  the 
treated  animals  are  observed  at  necropsy,  another 
important  criterion  of  antituberculous  action 
should  be  considered.  This  is  concerned  with  the 
ability  of  streptomycin  to  promote  striking 
changes  in  the  histologic  characteristics  of  resid- 
ual disease.  These  changes  connote  healing  and 
provide  tangible  evidence  that,  when  the  patho- 
genic activities  of  the  infective  agent  are  sup- 
pressed, the  natural  mechanism  of  healing  and 
repair  becomes  effectively  operative. 

In  animals  treated  adequately  with  strepto- 
mycin, the  residual  lesions  are  usually  small,  dis- 
crete structures  with  the  features  associated  with 
regression  or  arrest  of  a tuberculous  infection. 
“Hard”  or  epithelioid  tubercles  may  be  found  in 
the  spleen  and  liver,  less  often  in  the  lungs.  The 
most  frequent  changes  indicative  of  retrogression 
are  fibrosis,  hyalinization,  and  calcification  of 
what  one  may  assume  were  lesions  previously  pro- 
gressive and  potentially  destructive.  Not  in- 
frequently after  treatment  with  streptomycin, 
residual  lesions  occur  which  have  the  structural 
appearance  of  nonspecific  granulomatous  nodules 
with  few  if  any  recognizable  features  of  tubercu- 
losis. 

Under  natural  conditions,  when  tuberculosis 
heals,  alterations  similar  to  those  observed  in 
streptomycin  therapy  also  occur.  However,  under 
natural  conditions,  in  which  the  suppression  of 
tubercle  bacilli  is  dependent  entirely  on  the  in- 
trinsic power  of  the  host,  the  regressive  histologic 
changes  are  relatively  slow  to  evolve  and  fre- 
quently inadequate.  The  principal  value  of  an 
antagonistic  agent  effective  in  vivo  against  tuber- 
cle bacilli  is  the  fact  that  the  host  is  not  dependent 
for  the  suppression  of  the  bacterial  population  on 
the  too  often  ineffectual  mobilization  of  the 
natural  antagonistic  factors.  An  effective  thera- 
peutic substance  creates  a situation  whereby  the 
progression  of  the  bacterial  population  continues 
with  increasing  difficulties,  if  at  all.  Conse- 
quently, there  is  created  a threshold  favorable  for 
the  healing  mechanism  to  become  effective  within 
a relatively  short  period.  In  tuberculosis  this  is 
the  essential  value  of  streptomycin. 

Limitations  of  Streptomycin* 

Like  every  other  substance  of  value  in  chemo- 
therapy, streptomycin  possesses  certain  short- 
comings or  limitations.  On  a comparative  basis 
the  antibacterial  efficacy  of  streptomycin  against 
tubercle  bacilli  in  vivo  is  amazingly  high.  How- 
ever, from  data  obtained  in  our  first  animal 


* Admirable  discussions  of  tho  limitations  and  shortcom- 
ings of  streptomycin  as  a therapeutic  agent  in  certain  forms 
of  clinical  tuberculosis  have  been  contributed  by  McDermott. 
Muschenheim,  and  their  associates.11*1* 
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experiment  it  was  apparent  that  with  this  drug  a 
complete  bactericidal  effect  on  tubercle  bacilli  in 
vivo  would  be  difficult  to  achieve.  Many  addi- 
tional observations  have  confirmed  this  impres- 
sion. This  was  the  first  limitation  of  streptomycin 
as  a therapeutic  agent  to  be  recognized. 

As  mentioned  previously,  the  antagonistic 
action  of  streptomycin  against  tubercle  bacilli 
results  largely  in  a suppression  of  the  normal 
pathogenic  activities  of  the  organisms.  As  a con- 
sequence of  this  suppressive  action,  the  natural 
mechanisms  of  resistance  and  repair  gain  ascend- 
ancy over  the  factors  of  pathogenesis.  As  a 
result,  the  disease  may  soon  be  converted  from 
a progressive,  destructive  process  to  one  that  is  ar- 
rested, with  progression  unlikely  during  the  period 
of  treatment.  This  provides  reason  for  the  belief 
that  by  the  intelligent  use  of  this  drug  the  time 
necessary  for  the  arrest  and  stabilization  of  the 
tuberculous  process  and  for  the  final  rehabili- 
tation of  the  tuberculous  patient  may  be  signifi- 
cantly shortened. 

Another  limitation  of  streptomycin  as  an  anti- 
bacterial agent  in  tuberculosis  is  that  of  drug 
resistance.  There  are  many  aspects  of  the  prob- 
lem of  streptomycin-resistant  tubercle  bacilli  that 
are  not  well  understood.  Until  more  information 
is  available,  it  would  be  well  to  be  circumspect  in 
assessing  the  exact  significance  of  this  phenom- 
enon. Our  present  point  of  view  may  be  sum- 
marized briefly  as  follows:  Before  treatment  with 
streptomycin  the  population  of  acid-fast  bacilli  in 
most  patients  is  predominantly  sensitive  to  strep- 
tomycin. However,  even  before  treatment  with 
streptomycin  there  are  in  many  patients  a few 
tubercle  bacilli  that  are  more  resistant  than  the 
vast  majority  of  the  bacterial  population.  These 
resistant  bacteria  we  regard  as  mutants  or  vari- 
ants. 

As  a consequence  of  the  combined  antagonistic 
action  of  streptomycin  and  the  related  activated 
mechanism  of  retardation  on  the  part  of  the  in- 
fected host,  the  streptomycin-sensitive  bacteria 
are  gradually  rendered  impotent  and  may  even 
disappear.  Conversely,  the  suppression  of  strep- 
tomycin-sensitive bacteria  is  accomplished  with- 
out a similar  antibacterial  action  on  the  spon- 
taneous variants  which  are  resistant  to  the  drug. 
.Since  these  latter  strains  are  not  amenable  to  the 
action  of  streptomycin,  their  persistence  or  even- 
tual disappearance  depends  on  the  intrinsic  ability 
of  the  infected  tissues  to  mobilize  factors  of  effec- 
tive somatic  opposition.  The  resistant  variants 
may  persist  for  many  months  after  cessation  of 
treatment  of  the  patient  with  streptomycin.  In 
some  instances  they  have  eventually  been  re- 
placed by  tubercle  bacilli  predominantly  sensitive 
to  streptomycin.  When  the  population  of  tubercle 
bacilli  is  predominantly  resistant  to  streptomycin 


by  in  vitro  tests,  further  administration  of  the 
drug  is  unwarranted.  It  has  been  shown  experi- 
mentally in  animals  that  infections  due  to  strepto- 
mycin-resistant tubercle  bacilli  do  not  respond  to 
treatment  with  this  drug.13 

One  should  not,  however,  assume  that,  because 
the  tubercle  bacilli  present  at  the  end  of  the  period 
of  treatment  are  highly  resistant  to  streptomycin, 
treatment  has  failed  or  that  the  disease  will  neces- 
sarily continue  to  progress.  There  is  no  evidence 
that  streptomycin-resistant  strains  of  tubercle  ba- 
cilli are  more  virulent  than  are  strains  highly  sen- 
sitive to  streptomycin.  Furthermore,  my  asso- 
ciate, Dr.  Hinshaw,  has  observed  several  cases  in 
which  severe  progressive  pulmonary  tuberculosis 
continued  to  improve  clinically  after  treatment 
had  been  stopped;  this,  in  spite  of  the  fact  that 
tubercle  bacilli  markedly  resistant  to  strepto- 
mycin predominated  at  the  end  of  the  treatment 
period.  In  addition,  in  many  of  these  cases  the 
patients  have  eventually  become  bacteriological^ 
negative  for  tubercle  bacilli. 

If  the  use  of  streptomycin  in  treatment  of  tu- 
berculosis is  restricted  to  patients  who,  as  experi- 
ence has  taught,  will  be  most  likely  to  benefit  from 
this  form  of  therapy,  the  problem  of  streptomycin- 
resistant  tubercle  bacilli  will  be  reduced  to  one  of 
minor  importance. 

Unlike  the  treatment  of  many  of  the  more  acute 
infectious  diseases,  the  successful  treatment  of 
tuberculosis  involves  a great  deal  more  than  the 
elimination  or  the  suppression  of  the  infective 
bacteria.  Unfortunately,  in  tuberculosis  there 
usually  exist  alterations  of  tissue  of  varying  degrees 
of  severity.  These  must  be  corrected  by  surgi- 
cal measures  or  by  the  slower  process  of  natural 
healing,  repair,  resolution,  regression  and  calcifi- 
cation. 

It  is  illogical  to  assume  that  a chemotherapeutic 
substance  can  in  some  incredible  manner  cause  the 
immediate  and  complete  structural  restoration  of 
tissues  irreversibly  damaged  or  destroyed.  The 
rehabilitation  of  the  injured  tissues,  once  the  in- 
fection has  been  subdued  or  eradicated,  will  de- 
pend largely  on  the  individual  constitutional  ca- 
pacity of  the  patient  to  restore  that  which  has 
been  damaged  or  destroyed.  Streptomycin  or 
any  other  specific  chemotherapeutic  agent  cannot 
properly  be  held  responsible  for  failure  to  attain 
restoration  of  anatomic  defects  which  characterize 
many  tuberculous  infections. 

The  toxicity  of  streptomycin  must  be  con- 
sidered as  another  of  the  limitations  of  this  sub- 
stance as  a specific  agent  in  the  treatment  of  clini- 
cal tuberculosis.  Like  all  other  agents  used  in 
chemotherapy,  streptomycin  has  certain  toxic 
potentialities.  The  most  important  of  these  toxic 
effects  is  a very  unusual  neurologic  reaction  mani- 
fested as  vestibular  dysfunction.  The  occurrence 
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and  severity  of  this  reaction  appear  to  be  related 
to  the  size  of  the  daily  dose,  the  duration  of  strep- 
tomycin therapy,  and,  perhaps,  to  the  interval  of 
time  between  injections  of  the  divided  individual 
daily  dose. 

Dr.  Hinshaw  considers  that  a daily  dose  of  1 
Gm.  of  streptomycin  for  six  to  eight  weeks  is 
usually  well  tolerated.  In  patients  receiving  this 
amount  of  the  drug,  the  symptoms  of  vestibular 
dysfunction  are  ordinarily  mild  or  may  be  absent. 
Since  this  dose  seems  to  be  therapeutically  effec- 
tive in  many  forms  of  clinical  tuberculosis,  larger 
doses  should  be  used  only  in  exceptional  circum- 
stances. 

Experience  indicates  that,  when  streptomycin 
is  used  properly,  its  toxicity  is  sufficiently  low  to 
justify  its  use  in  situations  that  are  serious  or 
which  may  become  so.  In  infections  that  have  a 
favorable  prognosis  under  conventional  forms  of 
therapy,  the  drug  should  be  used  with  great  dis- 
cretion if  at  all. 

In  recapitulation  one  may  say  that  the  short- 
comings or  limitations  of  streptomycin  as  a tuber- 
culochemotherapeutic  agent  are  essentially  the 
same  as  those  associated  with  the  use  of  specific 
drugs,  including  present  known  antibiotics,  in  the 
treatment  of  nontuberculous  infections.  The 
effective  range  of  all  known  antibacterial  agents  is 
definitely  circumscribed,  and  none  of  the  agents  is 
able  to  replace  or  repair  structural  alterations  or 
tissue  damage  existing  as  a consequence  of  the  in- 
fection. It  is  important  that  none  of  these  drugs 
be  used  without  proper  regard  for  potential  unto- 
ward effects. 

A complete  understanding  of  the  bacteriologic 
and  pathologic  characteristics  of  the  condition  to 
be  treated  will  assist  in  resolving  much  of  the  con- 
fusion that  is  sometimes  apparent  when  the  actual 
results  of  chemotherapy  fall  short  of  the  unreal 
expectations  frequently  engendered  when  new 
agents  are  administered  indiscriminately.  It  is 
reasonable  to  assume  that,  as  more  information 
regarding  streptomycin  is  obtained,  the  drug  will 
be  used  more  effectively  and  with  fewer  disap- 
pointments. 

Comment 

In  appraising  the  efficacy  of  any  drug  in  the 
treatment  of  a tuberculous  infection  it  is  impor- 
tant to  distinguish  clearly  beween  the  antibacterial 
action  against  the  tubercle  bacillus  and  the  struc- 
tural alterations  that  represent  the  reaction  of  the 
body  to  infection  by  this  organism. 

The  objective  of  the  search  for  new  drugs 
against  tuberculosis  should  be  an  agent  capable  of 
preventing  further  progression  of  the  disease  by 
eliminating  the  infective  agent.  Only  the  natural 
reparative  processes  of  the  body  can  heal  or  repair 
the  damaged  tissues.  However,  a suitable  anti- 


bacterial agent  in  treatment  of  tuberculosis  can 
contribute  importantly  to  the  final  arrest  of  the 
disease  and  healing  of  the  injury  by  suppressing  or 
by  eliminating  the  infective  bacteria.  When  tu- 
bercle bacilli  are  inactivated  or  destroyed,  the 
natural  processes  of  stabilization  and  of  healing, 
which  are  notoriously  slow  in  tuberculosis  treated 
conventionally,  may  be  markedly  accelerated.  As 
mentioned  previously,  this  appears  to  be  the  most 
likely  explanation  for  the  beneficent  effects  of 
streptomycin  as  an  antituberculous  agent. 

Considering  the  relatively  short  time  that  has 
elapsed  since  streptomycin  was  first  announced, 
considerable  information  regarding  certain  as- 
pects of  this  antibiotic  has  accumulated.  The 
problem  of  its  preparation  in  large  quantities  has 
been  solyed,  its  chemical  structure  has  been  re- 
vealed, and  its  therapeutic  indications  and  contra- 
indications are  becoming  better  understood,  as 
are  its  limitations  and  toxic  potential.  However, 
a great  deal  more  remains  to  be  discovered  before 
this  drug  ceases  to  be  of  interest  to  the  biologist, 
the  chemist,  the  pharmacologist,  the  bacteriolo- 
gist, the  pathologist,  and  others  concerned  with 
certain  basic  problems  that  streptomycin  has 
propounded. 

The  momentum  acquired  by  the  therapeutic 
assault  on  tuberculosis  as  a consequence  of  the 
clinical  results  with  streptomycin  prompts  a word 
of  caution  in  the  future  development  of  tins  field 
of  therapeutics.  It  can  be  predicted  with  con- 
siderable assurance  that  eventually  other  anti- 
tuberculous drugs  will  be  found  that  will  be  more 
effective  than  any  known  at  the  present  time.  In 
the  search  for  such  new  drugs  let  us  not  be  im- 
patient and  bypass  important  basic  experimen- 
tations. Let  us  not  subject  patients  prematurely 
to  substances  that  may  be  entirely  useless  thera- 
peutically and  even  potentially  dangerous 

The  initial  clinical  application  of  a new  drug  to 
determine  its  possible  value  as  an  antituberculous 
agent  must  be  undertaken  only  when  its  relative 
safety  and  effectiveness  against  tubercle  bacilli 
have  been  established  by  animal  experimen- 
tations. There  is  no  acceptable  substitute  for 
this  approach. 

Lastly,  we  should  be  realistic  in  our  expecta- 
tions as  to  the  attributes  or  essentials  of  the  theo- 
retically ideal  chemotherapeutic  substance.  Even 
though  a drug  becomes  available  that  is  essen- 
tially nontoxic  and  is  sufficiently  antagonistic  to 
tubercle  bacilli  to  achieve  a completely  bacteri- 
cidal effect  within  a few  hours,  the  tuberculous 
patient  will  still  require  expert  medical  or  surgical 
attention. 

In  other  words,  it  is  illogical  to  assume  that 
treatment  of  the  tuberculous  patient  will  ever  be- 
come the  sole  responsibility  of  the  chemothera- 
pist.  Instead,  experience  has  definitely  shown 
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that  the  patient’s  best  chance  for  recovery  is  pro- 
vided when  the  conservative  and  intelligent  use  of 
chemotherapy  is  combined  with  modern  medical 
and  surgical  procedures. 

Discussion 

Howard  Dayman,  M.D.,  Buffalo. — It  is  a privilege 
to  hear  Dr.  Feldman  present  his  observations  on  the 
antibiotic  properties  of  streptomycin  in  tuberculosis, 
and  I am  sure  that  most  clinicians  would  find  their 
views  generally  in  accord  with  those  he  has  ex- 
pressed. Administration  of  the  drug  unmistakably 
favors  resolution  of  exudative  pulmonary  lesions, 
particularly  if  it  is  used  early,  before  extensive  tissue 
necrosis  has  come  about.  It  has  less  effect  on 
chronic  productive  lesions  in  the  lung  and,  so  far  as 
we  can  determine,  will  very  seldom  cause  closure  of 
cavity.  At  the  Meyer  Memorial  Hospital,  we  give 
streptomycin  quite  regularly  in  the  presence  of  acute 
pneumonic  tuberculosis.  It  is  also  used  to  shield 
the  patient  against  extension  of  the  disease  during 
collapse  therapy  and  in  selected  cases  of  tuberculous 
bronchitis,  laryngitis,  and  enteritis.  We  look  upon 
it  as  a supplement  to  standard  methods  of  treatment 
rather  than  an  independent  remedy. 

We  are  inclined  to  view  the  development  of 
streptomycin  resistance  more  seriously  than  Dr. 
Feldman’s  remarks  might  imply.  Clinical  effec- 
tiveness of  the  drug  in  man  as  well  as  animals  de- 
pends on  the  presence  of  susceptible  tubercle  bacilli. 
Organisms  resistant  to  10  or  more  units  of  strepto- 
mycin per  cc.  have  appeared  in  the  body  secretions 
as  early  as  one  month  after  starting  treatment,  but 
in  one  case  of  tuberculous  meningitis  in  relapse  the 
organisms  were  sensitive  to  streptomycin  after  eight 
months  of  drug  therapy.  In  most  cases  there  would 
appear  to  be  a time  limit  on  the  effective  use  of 
streptomycin.  This  is  unfortunate  in  a disease  so 
prone  to  relapse  as  tuberculosis.  Even  following  a 
favorable  response  to  streptomycin,  the  ultimate  out- 
look may  be  grave  if  natural  resistance  is  poor.  This 
has  been  demonstrated  in  susceptible  animals 
which,  despite  continued  use  of  the  drug,  succumb 
because  the  invading  organisms  are  drug  resistant. 

Clinically,  our  aim  in  using  streptomycin  has  been 
to  tide  the  patient  over  an  acute  phase  of  the  disease, 
obtaining  as  much  resolution  as  possible  during  the 
period  of  drug  effectiveness.  It  is  hoped  that  the 
patient  can  thereby  muster  sufficient  resistance  to 
continue  the  healing  process.  To  further  this  end 
we  have  used  collapse  therapy  concurrently  in  some 
cases,  and  in  all  instances  have  employed  such  sup- 
portive measures  as  would  improve  the  patient’s 
immunity.  With  combined  treatment  of  this  sort 
the  early  response  has  been  most  gratifying,  partic- 
ularly in  young  people  with  acute  disease.  It  re- 
mains to  be  seen  whether  the  response  will  continue. 
In  the  final  analysis,  lasting  recovery  will  probably 
depend  on  the  degree  of  immunity  which  the  patient 
develops.  This  is  as  true  now  as  it  was  before  the 
use  of  streptomycin. 

It  would  be  highly  desirable  if  drug  resistance 
could  be  circumvented.  In  some  cases  drug  resist- 
ance appears  late.  Dr.  Feldman  has  remarked  that 
in  certain  instances  streptomycin-sensitive  strains 


return  in  the  secretions.  The  view  that  a resistant 
variant  to  one  drug  may  not  be  resistant  to  another 
drug  suggests  that  the  use  of  multiple  drugs  would 
be  a logical  step. 

Susan  J.  Hadley,  M.D.,  New  York  (By  invita- 
tion).— The  fight  against  tuberculosis  has,  until 
recently,  been  largely  confined  to  the  field  of  pre- 
ventive medicine  and  public  health.  For  years, 
workers,  beginning  with  Robert  Koch,  have  pro- 
posed and  exploited  many  types  of  parenteral 
medications.  It  was  not  until  Dr.  Feldman  and 
Dr.  Hinshaw  first  demonstrated  the  outstanding 
effectiveness  of  streptomycin  on  experimental 
tuberculosis  in  1944  that  real  hope  could  be  held  for  a 
curative  agent.  Since  then,  their  original,  careful 
clinical  and  laboratory  work  has  been  repeatedly 
confirmed  by  others,  and  a bulk  of  statistical  data 
has  served  to  add  further  support.  We  have  just 
heard  an  excellent  discussion  of  the  present  status 
and  problems  associated  with  the  use  of  strepto- 
mycin in  tuberculosis. 

Certainly,  no  one  who  has  seen  a single  case  of 
miliary  tuberculosis  respond  to  streptomycin  can 
doubt  the  profound  effect  the  antibiotic  has  on  the 
disease.  In  our  group  of  patients  at  the  New  York 
Hospital  we  now  have  treated  20  cases  of  hematogen- 
ous tuberculosis,  of  which  nine  are  alive  and  six  com- 
pletely well  for  a period  which  averages  sixteen 
months  since  the  end  of  therapy.  That  we  have  not 
been  completely  successful  in  our  treatment  is  not 
so  important  as  the  fact  that  we  have  reduced  the 
case  fatality  from  100  per  cent  to  75  per  cent  on  a 
long-term  basis.  This  figure  compares  well  with  the 
penicillin  treatment  of  pneumococcal  meningitis. 

The  problem  of  the  treatment  of  pulmonary  tuber- 
culous infections  is  a more  common  one.  Here, 
unfortunately,  the  nature  of  the  disease  restricts  the 
success  of  treatment,  as  Dr.  Feldman  has  pointed 
out.  Although  less  than  5 per  cent  of  patients  will 
progress  and  at  least  80  per  cent  will  show  sympto- 
matic improvement  under  therapy,  even  short-term 
follow-up  and,  certainly,  immediate  laboratory 
evaluations  are  not  as  encouraging.  In  our  series  of 
60  patients  who  have  been  followed  six  months  or 
more  since  the  end  of  streptomycin  treatment, 
almost  50  per  cent  who  showed  initial  improvement 
had  x-ray  evidence  of  progression  later.  Most  of 
these  exacerbations  occurred  within  four  months  of 
the  finish  of  therapy. 

More  encouraging,  however,  is  the  fact  that  50  per 
cent  are  completely  well  up  to  one  and  one-half  years 
after  streptomycin  was  discontinued.  To  accom- 
plish this,  various  types  of  ancillary  therapy  were 
employed.  I cannot  stress  enough  the  need  for  con- 
tinued bed  rest,  despite  what  may  seem  to  be  unusual 
short-term  improvement.  This  should  approximate 
the  amount  previously  calculated  before  antimicro- 
bial drugs  were  used.  Some  of  our  most  remarkable 
cases  have  eventually  broken  down  because  of  un- 
supervised aftercare  as  a result  of  poor  patient 
cooperation.  In  addition,  there  is  no  doubt  that 
streptomycin  can  be  used  to  great  advantage  to  pre- 
pare what  would  ordinarily  have  been  hopeless 
patients  for  collapse  therapy.  We  have  used 
thoracoplasty  particularly  to  advantage. 

The  chief  disadvantage  in  treatment  is  the  emer- 
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gence  of  resistant,  organisms.  There  are  many  un- 
solved aspects  to  this  problem  from  an  experimental 
point  of  view.  However,  certain  facts  are  now 
known  clinically  which  are  of  help.  First  is  that 
there  is  a fairly  good  correlation  between  in  vitro  and 
in  vivo  effectiveness.  That  the  phenomenon  of  re- 
sistance is  principally  a time  factor  can  be  deter- 
i mined  from  certain  of  our  statistics.  Of  a group  of 
27  patients  treated  with  3 Gm.  of  streptomycin  for 
one  hundred  twenty  days,  only  two  showed  sensitive 
organisms  at  the  end  of  treatment  and  for  a period 
of  follow-up  as  long  as  one  year,  while  with  12  pa- 
tients treated  with  3 Gm.  for  only  forty-two  days,  all 
but  one  showed  the  predominant  organism  to  be 
sensitive  up  to  four  months.  With  the  dose  of  1 
Gm.  a day  for  forty-two  days,  which  is  now  more 
commonly  used,  only  10  per  cent  were  out  of  the 
therapeutic  range  after  four  months.  It  is  of  inter- 
est, howrever,  to  note  that  in  a small  group  of  eight 
patients,  who  were  treated  for  a second  forty-two- 
day  period  with  1 Gm.,  50  per  cent  showed  the 
emergence  of  resistant  organisms  by  the  end  of  treat- 
ment. 

One  more  important  factor  in  determining  the 
length  and  amount  of  therapy  is  the  toxicity  of  the 

I drug.  We  have  encountered  no  important  difficul- 
|i  ties  other  than  damage  to  the  vestibular  apparatus. 

At  first,  with  the  use  of  3 Gm.  of  the  drug  for  forty- 
two  days  or  more,  almost  100  per  cent  became  dizzy 
and  showed  loss  of  response  on  caloric  stimulation. 
With  1 Gm.,  however,  only  13  per  cent  lost  function. 
Dr.  Tompsett,  in  our  department,  has  determined 

II  that  this  13  per  cent  fell  into  a group  who  received 
more  than  a total  daily  dose  of  20  mg.  per  Kg. 
From  this,  a safer  method  of  computing  dosage  be- 
comes apparent.  At  present,  providing  there  is  no 
•serious  kidney  damage,  no  more  than  20  mg.  per  Kg. 
per  day  should  be  used  in  long-term  therapy. 


From  the  accumulated  data,  it  is  apparent  that 
treatment  can  be  short  term  only  because  of  the 
early  emergence  of  resistant  strains  of  tubercle 
bacilli  and  must  be  limited  in  dosage  to  avoid  ves- 
tibular damage.  In  addition,  although  remarkable 
results  are  possible,  the  disease  remains  chronic  and 
recurrent  so  that  often,  for  maximum  benefit,  col- 
lapse therapy  and,  certainly,  bed  rest  are  necessary  to 
consolidate  gains  achieved. 

The  early  predictions  made  by  Dr.  Feldman  and 
his  associates  have  served  as  a reliable  foundation 
for  the  clinical  studies  which  have  been  undertaken 
in  the  past  two  years.  Although  the  complete 
answer  to  the  successful  treatment  of  tuberculosis 
has  not  been  found,  streptomycin  has  been  ade- 
quately demonstrated  to  be  a valuable  adjunct  in 
therapy. 
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f STARVATION  AND  TIIE  LIVER 

Hepatic  tissue  and  function  are  not  always  dam- 
aged by  malnutrition,  as  shown  by  21  German  citi- 
zens, 6 to  46  per  cent  underweight,  who  had  eaten 
low-protein  diets  for  more  than  a year.  Biopsy  re- 
vealed no  fatty  degeneration,  cirrhosis,  or  necrosis. 
Drs.  Sheila  Sherlock  and  Veryan  Walshe  of  the  Post- 
graduate Medical  School  of  London,  England,  ob- 
served low  blood  volume,  hemoglobin,  serum  protein 
and  cholesterol,  and  fecal  urobilinogen.  Hippuric 
acid  synthesis,  bromsulfalein  excretion,  glucose  and 
adrenalin  tolerance,  insulin  sensitivity,  hepatic 
glycogen,  serum  bilirubin,  and  alkaline  phosphatase 
of  liver  and  serum  were  unaffected.  Liver  cells 
contained  much  iron. — Modern  Medicine,  July  IS, 
1948 


ALTITUDE  DOES  NOT  INJURE  HEART 

Contrary  to  widespread  belief,  living  at  an  alti- 
tude as  high  as  8,000  feet  is  not  injurious  to  the 
heart,  says  Gonzalo  Esguerra  Gomez,  M.D.,  of 
Bogota,  Colombia. 

Writing  in  the  August  7 issue  of  the  Journal  of  the 
American  Medical  Association,  Dr.  Gomez  bases  his 
conclusion  on  a study  of  480  residents  of  Bogota, 
which  is  8,016  feet  above  sea  level.  In  none  of  these 
residents  did  he  find  enlargement  of  the  heart  out  of 
proportion  to  the  general  build,  or  abnormal  varia- 
tions in  blood  pressure,  pulse,  respiration,  or  number 
of  red  blood  cells. 

Prolonged  strenuous  exercise  can  cause  enlarge- 
ment of  the  heart,  he  says,  but.  no  more  so  at  8,000 
feet  than  at  sea  level. 


RICKETTSIALPOX 

Harry  M.  Rose,  M.D.,  New  York  City 

( From  the  Departments  of  Medicine  and  Bacteriology,  College  of  Physicians  and  Surgeons,  Columbia  University, 
and  the  Presbyterian  Hospital ) 


ICKETTSIALPOX  is  the  denomination  of  a 
disease  entity  which  was  first  recognized  in 
1946  and,  up  to  the  present  time,  has  not  been  ob- 
served outside  the  metropolitan  area  of  New  York 
City.  Huebner  and  others  identified  the  causa- 
tive agent  as  a new  species  of  rickettsia,  Ricket- 
tsia akari,  and  showed  that  the  infection  is,  in  all 
likelihood,  transmitted  to  man  by  the  bite  of  a 
blood-sucking  insect,  a rodent  mite,  Alloder- 
manyssus  sanguineus.1,2  These  same  investi- 
gators isolated  R.  akari  from  mice  trapped  in 
apartment  houses  where  cases  of  rickettsialpox 
had  occurred,  and  there  is  no  doubt  that  the  com- 
mon house  mouse,  M us  musculus,  is  a reservoir  of 
the  infection.3  The  clinical  features  of  rickettsial- 
pox were  first  reported  by  Sussman,  Shankman, 
and  later  in  an  extended  series  of  cases  by  Green- 
berg and  his  collaborators.4-7  The  illness  is 
usually  characterized,  at  its  onset,  by  the  appear- 
ance of  a primary  cutaneous  lesion  which  develops 
at  the  point  of  the  insect’s  bite.  This  is  followed 
about  a week  later  by  fever,  chills,  headache  and 
malaise,  and  a generalized  skin  eruption  that  may 
simulate  the  rash  of  chickenpox.  Although  the 
patient  may  be  severely  ill  for  several  days,  the 
disease  is  benign,  and  no  fatalities  have  been  re- 
ported. 

Rickettsialpox  is  now  of  common  occurrence  in 
all  parts  of  New  York  City,  except  Staten  Island. 
More  than  350  cases  have  been  formally  reported 
to  the  Department  of  Health  since  the  spring  of 

1946,  and  many  others  have  probably  passed  un- 
recognized, especially  those  of  mild  or  atypical 
character.8  During  the  past  year,  since  April, 

1947,  we  have  observed  21  cases  of  rickettsialpox 
at  the  Columbia-Presbyterian  Medical  Center,  of 
which  17  were  hospitalized  and  studied  closely. 
These  cases  furnish  the  basis  for  the  present  com- 
munication, which  deals  with  the  clinical  mani- 
festations of  the  disease,  the  methods  employed 
for  specific  serologic  diagnosis,  and  the  technics 
used  to  isolate  the  responsible  agent. 

Case  Reports 

Three  cases  which  illustrate  important  features 
of  the  disease,  are  reported  in  brief  detail. 

Case  1. — The  patient  was  a 40-year-old  white 
man,  a painter,  who  entered  the  hospital  on  July  25, 
1947.  The  past  history  was  irrelevant,  except  that 
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he  had  received  typhus  vaccine  while  in  the  Army 
in  1944.  Three  days  before  admission  the  patient 
noticed  a lesion  on  his  back,  just  below  the  right 
scapula,  which  he  thought  was  a boil.  There  were 
no  symptoms  at  this  time.  On  the  day  of  admission 
he  awoke  with  headache  and  a feeling  of  feverishness. 
He  took  his  temperature  and  found  it  to  be  103  F. 
He  had  chilly  sensations  but  no  shaking  chill.  He 
also  noted  that  he  ached  all  over  and  that  his  throat 
was  slightly  sore. 

On  admission  to  the  hospital,  his  temperature  was 
105  F.  Physical  examination  revealed  a lesion  just 
below  the  right  scapula  consisting  of  an  area  of 
erythema  and  induration  about  1.5  cm.  in  diameter 
with  a central  dark  eschar.  The  leukocyte  count 
was  6,500  with  polymorphonuclears  81  per  cent, 
lymphocytes  7 per  cent,  monocytes  5 per  cent,  baso- 
phils 1 per  cent.  There  were  no  other  findings  of 
importance  at  this  time. 

The  following  day  the  patient  continued  to  have 
malaise  and  headache,  and  the  temperature  was 
103.2  F.  Enlargement  of  the  right  posterior  cervical 
and  supraclavicular  nodes  had  now  developed,  and  a 
rash  on  the  trunk  was  observed  for  the  first  time, 
consisting  of  erythematous  macules,  many  of  which 
had  central  vesicles.  These  were  described  as  hav- 
ing a varicelliform  appearance. 

During  the  next  forty-eight  hours  the  temperature 
fluctuated  between  103  and  104  F.  The  rash  per-_ 
sisted,  but  no  new  cutaneous  lesions  made  their 
appearance.  Throughout  the  febrile  period  there 
was  a marked  relative  bradycardia.  Additional 
laboratory  findings  showed:  urinalysis,  negative; 
blood  culture,  sterile;  chest  x-ray,  no  abnormal 
findings;  Weil-Felix  test  negative  with  Proteus 
OX19  and  OXK.  The  patient’s  skin  eruption  and 
fever  disappeared  rapidly  after  the  fifth  hospital  day, 
and  at  the  time  of  discharge  he  was  without  symp- 
toms. 

We  were  unable  to  determine  where  the  patient 
contracted  his  disease.  In  his  occupation  as  a 
painter  it  is  possible  that  the  exposure  might  have 
occurred  in  his  place  of  work.  However,  it  is  of 
interest  that  at  least  four  adults  who  lived  in  his 
apartment  house  had  recently  been  ill  with  what  was 
called  “chickenpox.” 

A specimen  of  blood  taken  on  the  seventh  day  of 
the  patient’s  illness  gave  a negative  complement 
fixation  test  with  rickettsialpox  antigen.  The  test 
was  positive  in  a serum  dilution  of  1 : 32  on  a speci- 
men of  blood  obtained  seven  weeks  later. 

Case  2. — The  patient  was  a 33-year-old  Negro 
woman,  a domestic,  who  entered  the  hospital  on 
June  19,  1947.  The  past  history  was  irrelevant. 

Six  days  before  admission  the  patient  noticed  a 
papule  near  the  left  angle  of  her  mouth,  together 
with  some  swelling  of  a lymph  node  beneath  her 
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chin.  On  the  following  day  the  papule  became 
larger,  and  a vesicle  appeared  in  its  center.  The 
submental  node  became  painful.  Two  days  before 
admission  she  developed  a headache,  felt  feverish, 
and  found  her  temperature  to  be  102  F.  On  the 
following  day  a rash  appeared  generally  distributed 
over  the  body,  and  she  had  two  shaking  chills.  On 
admission  to  the  hospital  she  did  not  appear  acutely 
ill.  Physical  examination  revealed  a crusted  lesion 
about  1 cm.  in  diameter  at  the  left  angle  of  the 
mouth.  Scattered  over  the  trunk,  extremities,  and 
face  was  a maculopapular  eruption,  and  many  of  the 
lesions  exhibited  a central  area  of  vesiculation.  Be- 
neath the  chin  there  was  a firm,  tender  node  about  2 
cm.  in  diameter. 

The  rest  of  the  examination  was  essentially  nega- 
tive. The  leukocyte  count  was  2,500,  with  poly- 
morphonuclears  54  per  cent,  lymphocytes  40  per 
cent,  monocytes  5 per  cent,  basophils  1 per  cent. 
For  the  first  twenty-four  hours  the  temperature 
varied  between  101  and  102  F.,  but  during  the  next 
two  days  it  fell  to  normal,  and  the  rash  rapidly 
faded.  Additional  laboratory  examinations  were 
as  follows:  urinalysis,  negative;  blood  culture, 
sterile;  chest  x-ray,  no  abnormal  findings;  sheep 
cell  agglutination  test  positive  in  a serum  dilution  of 
1:8;  Weil-Felix  test  negative  with  Proteus  OX19 
and  OXK. 

The  source  of  this  patient’s  infection  was  hot  de- 
termined but  was  probably  in  the  home.  She  had 
noted  that  her  apartment  was  infested  with  mice. 
She  did,  however,  in  the  course  of  her  work  as  a 
domestic,  make  frequent  trips  to  downtown  Man- 
hattan and  to  the  Bronx.  There  is  no  history  of  her 
encountering  mice  in  the  homes  of  any  of  her  em- 
ployers. 

The  rickettsialpox  complement  fixation  test  on  a 
sample  of  blood  collected  on  the  seventh  day  of  the 
illness  was  negative.  The  test  was  positive  in  a 
serum  dilution  of  1:64  with  a specimen  of  blood 
taken  seven  weeks  later. 

Case  3. — The  patient  was  a 56-year-old  white 
woman,  a housewife,  who  was  admitted  to  the  hos- 
pital on  July  20,  1947.  The  past  history  was  irrele- 
vant. 

About  ten  days  before  admission  the  patient  be- 
gan to  note  chilly  sensations  and  to  have  frequent 
sweats  accompanied  by  a low-grade  fever  ranging 
from  100  to  101  F.  At  the  same  time  she  had  moder- 
ate malaise  and  a little  frontal  headache.  Three 
days  before  admission  she  had  a shaking  chill,  and  her 
temperature  rose  to  104  F.  The  headache  became 
very  severe.  Two  days  before  entry  a rash  appeared 
over  the  trunk  and  extremities  but  was  particularly 
noticeable  over  the  chest  and  abdomen.  At  the 
time  of  admission  the  temperature  was  103.6  F. 
The  patient  appeared  moderately  ill  and  com- 
plained of  severe  frontal  headache. 

Scattered  over  the  back,  chest,  abdomen,  and  ex- 
tremities were  numerous  papulovesicular  lesions 
about  0.5  cm.  in  diameter.  One  lesion  was  seen  on 
the  left  side  of  the  palate.  There  was  no  lymph- 
adenopathy.  A questionable  primary  lesion  was 
present  on  the  left  lower  leg.  The  remainder  of  the 
physical  examination  was  essentially  negative.  The 


leukocyte  count  was  2,800,  with  polymorphonuclears 
58  per  cent  and  lymphocytes  32  per  cent.  Eleven 
abnormal  lymphocytes  suggesting  those  seen  in  in- 
fectious mononucleosis  were  observed  in  the  blood 
smear. 

On  the  following  day  the  rash  had  increased.  It 
was  now  observed  over  the  legs,  arms,  body,  and 
scalp  with  several  lesions  on  the  palate.  The  leuko- 
cyte count  was  2,900  with  polymorphonuclears  76 
per  cent  and  lymphocytes  24  per  cent.  The  lymph- 
ocytes in  this  smear  were  described  as  normal.  The 
patient  continued  to  run  a fever  for  the  first  four 
days,  during  which  time  she  had  moderate  malaise, 
headache,  and  frequent  chilly  sensations.  By  the 
fifth  day,  however,  the  temperature  had  declined  to 
normal  and  the  rash  was  fading.  Additional  labora- 
tory examinations  gave  the  following  results:  urin- 
alysis, negative;  blood  culture,  sterile;  chest  x-ray, 
negative;  sheep  cell  agglutinins  positive  in  a serum 
dilution  of  1:16;  Weil-Felix  test  negative  with 
Proteus  OX19  and  OXK.  At  the  time  of  discharge 
the  patient  was  completely  free  of  symptoms. 

We  have  no  definite  idea  where  the  patient  may 
have  contracted  the  infection.  She  wras  a house- 
wife, and  it  must  be  presumed  that  the  infection  was 
acquired  in  her  home,  although  she  had  not  observed 
mice  on  the  premises. 

The  rickettsialpox  complement  fixation  test  on  the 
eleventh  day  of  the  disease  w-as  negative,  but  it  was 
positive  in  a serum  dilution  of  1:32  four  weeks  later. 

Clinical  Manifestations 

Most  of  the  outstanding  clinical  and  laboratory 
features  of  rickettsialpox  are  represented  by  the 
three  cases  just  described.  The  over-all  findings 
in  the  series  of  17  hospitalized  patients  will  now  be 
presented.  The  oldest  of  the  patients  was  fifty- 
six  years  of  age,  and  the  youngest  was  two  years 
of  age.  Eleven  were  men,  and  ten  were  women. 

Initial  Lesion. — In  15  of  the  17  patients  a pri- 
mary lesion  could  be  identified  wdth  certainty. 
These  consisted  of  areas  of  erythema  and  indura- 
tion from  1.0  to  2.5  cm.  in  diameter.  In  twro  early 
primary  lesions  there  was  a large,  central  vesicle 
containing  cloudy  fluid.  In  the  others,  however, 
the  site  of  the  original  vesicle  was  represented  by 
a central  dark  brown  or  blackish,  crusted  area, 
simulating  closely  the  initial  eschar  that  is  seen  in 
cases  of  tsutsugamushi  disease  or  fievre  bouton- 
neuse.  The  primary  lesion  was  never  tender  or 
painful"  and  in  several  cases  had  not  been  previ- 
ously recognized  by  the  patient. 

Eight  patients  had  single  lesions  on  either  the 
arms  or  legs.  In  four  others  the  primary  lesions 
were  seen  near  the  left  angle  of  the  mouth,  at  the 
base  of  the  neck  in  the  right  anterior  cervical  area, 
on  the  neck  in  the  left  suboccipital  area,  and  on 
the  back  belowr  the  right  scapula.  The  remaining 
three  patients  were  of  interest  in  that  two  primary 
lesions  were  seen.  In  one  of  these  cases  the  lesions 
were  on  the  forehead  and  abdomen,  in  the  second 
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on  the  forehead  and  the  left  leg,  and  in  the  third 
they  were  situated  close  together  on  the  anterior 
aspect  of  the  right  thigh.  In  practically  every 
instance  the  lymph  nodes  draining  the  area  or 
areas  where  the  primaries  were  situated  were  en- 
larged and  slightly  tender.  In  several  instances 
the  magnitude  of  the  lymphadenopathy  was 
striking,  but  there  was  never  any  evidence  of 
lymphangitis. 

Cutaneous  Eruption. — In  the  majority  of  the 
cases  the  rash  appeared  within  six  days  after  the 
onset  of  the  febrile  period  of  the  disease.  In  one 
patient,  however,  an  interval  of  nine  days  elapsed 
between  the  development  of  fever  and  the  first 
appearance  of  the  cutaneous  eruption.  The  indi- 
vidual lesions  varied  considerably  in  their  appear- 
ance but  usually  consisted  of  erythematous 
maculopapular  lesions  ranging  from  2 or  3 mm. 
up  to  as  much  as  8 mm.  in  diameter.  They  were 
discrete  and  generally  distributed  over  the  body 
surface,  including  the  face,  and  in  three  cases  they 
were  observed  on  the  palms  and  soles.  In  one 
individual  the  rash  was  so  faint  as  to  be  almost  in- 
apparent.  In  another  patient  the  eruption  was 
indistinguishable  from  that  seen  in  murine 
typhus. 

The  chief  feature  of  the  individual  lesion  in 
most  cases,  however,  was  the  development  of  vesi- 
culation  In  some  instances  this  amounted  to  no 
more  than  a small,  pinpoint,  opaque  area  con- 
taining a little  cloudy  fluid  at  the  summit  of  the 
papule.  In  others  the  vesiculation  was  more  out- 
standing, constituted  the  majority  of  the  papule, 
and  was  surrounded  by  a narrow  band  of  ery- 
thema. These  latter  vesicles  were  individually 
difficult  to  distinguish  from  those  seen  in  chicken- 
pox.  The  eruption  was  never  pruritic,  nor  did  it 
cause  the  patient  any  form  of  discomfort.  Fol- 
lowing the  disappearance  of  the  eruption  a few 
spots  of  brownish  pigmentation  remained,  but  no 
residual  scarring  was  ever  noticed. 

In  five  of  the  17  cases  an  enanthem  was  pres- 
ent, the  lesions  on  the  buccal  mucous  membrane 
resembling  those  on  the  body  surface.  The  enan- 
them was  present  for  less  than  forty-eight  hours 
in  three  patients  and,  therefore,  may  be  missed 
unless  carefully  searched  for  at  daily  intervals. 

Symptoms  and  Physical  Signs. — The  consti- 
tutional symptoms  were  represented  chiefly  by 
fever,  headache,  chills  or  chilly  sensations,  and 
backache  or  general  muscular  aching.  These 
symptoms  appeared  from  two  to  seven  days  after 
the  appearance  of  the  primary  lesion.  Fever  was 
present  in  every  case,  and  the  maximum  tempera- 
tures ranged  from  as  low  as  101  F.  to  as  high  as 
105.6  F.  The  fever  curve  was  of  the  remittent 
type  and  fell  to  normal  by  lysis,  generally  within 
a week.  Headache  was  a very  prominent  feature 
and  was  usually  frontal,  although  in  two  cases  it 


was  chiefly  occipital.  Complaints  of  chilliness 
were  made  by  nearly  all  patients,  and  nine  of  the 
17  patients  had  frank,  shaking  chills  with  drench- 
ing sweats.  Backache  and  general  muscular  ach- 
ing were  quite  severe,  approximating  that  seen  in 
cases  of  influenza.  Other  symptoms  occasionally 
noted  were  pain  and  stiffness  of  the  neck,  photo- 
phobia, nausea  and  vomiting,  cough,  and  sore 
throat. 

Other  than  the  presence  of  the  primary  lesion 
and  the  skin  eruption  there  was  ordinarily  little  to 
be  discovered  on  physical  examination.  Although 
the  regional  lymph  nodes  draining  the  area  of  the 
primary  lesion  were  usually  enlarged,  a general- 
ized lymphadenopathy  was  observed  in  only  two 
cases.  The  spleen  was  palpable  at  the  height  of 
the  disease  in  three  patients,  and  a mild  con- 
junctivitis appeared  in  three  others.  Examina- 
tion of  the  cardiovascular  system  was  not  remark- 
able, and  there  were  no  abnormal  physical  find- 
ings in  the  lungs. 

Laboratory  Findings 

Routine  laboratory  examinations  failed  to  re- 
veal anything  noteworthy  with  the  exception  of 
the  leukocyte  and  differential  counts.  Nearly  all 
the  patients  showed  a moderate  or  a marked  leu- 
kopenia during  the  acute  phase  of  the  illness,  and 
ten  of  the  cases  showed  initial  counts  ranging  be- 
tween 2,500  and  4,500  cells  per  cubic  millimeter, 
while  only  three  had  counts  in  excess  of  7,000.  In 
twelve  of  the  patients  the  differential  count  was 
normal,  and  no  abnormal  cells  were  seen  on  the 
smear.  In  five  individuals,  however,  the  smears 
showed  a number  of  abnormal  leukocytes — large 
mononuclear  cells  with  vacuolated  cytoplasm — 
resembling  the  peculiar  cells  that  are  customarily 
observed  in  the  blood  of  patients  with  infectious 
mononucleosis.  Indeed,  three  of  these  five 
patients  were  admitted  to  the  hospital  with  an 
original  diagnosis  of  infectious  mononucleosis. 
It  should  be  noted  that  these  abnormal  lympho- 
cytes did  not  tend  to  persist  in  the  blood  and  were 
present  for  only  a day  or  two.  Tests  for  hetero- 
phile  antibody  never  showed  a significant  titer  of 
sheep  cell  agglutinins,  either  during  the  acute  ill- 
ness or  in  convalescence. 

Weil-Felix  agglutination  tests  with  Proteus 
OX19  and  OXK  were  done  with  the  acute  and 
convalescent  phase  sera  of  13  patients.  Although 
low  agglutinin  titers  were  occasionally  observed 
in  some  cases,  in  no  instance  was  a positive  result 
obtained. 

Specific  Serologic  Diagnosis 

During  recent  years  serologic  methods  have 
been  developed  for  the  precise  diagnosis  of  rickett- 
sial infections.  The  method  most  widely  em- 
ployed at  present  is  the  complement  fixation  test. 
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using  antigens  prepared  from  rickettsiae  culti- 
vated in  the  yolk  sac  of  developing  chick  embryos. 
The  principle  involved  is  to  perform  such  tests  on 
serum  obtained  during  the  acute  phase  of  the 
patient’s  illness  and  again  during  convalescence, 
usually  from  two  to  six  weeks  later.  The  detec- 
tion of  a significant  rise  in  rickettsial  antibody  in 
the  convalescent  serum  determines  the  temporal 
relationship  of  the  immune  response  to  the  disease 
and  thereby  enables  a retrospective  diagnosis  to 
be  made.  Short  of  actually  recovering  and  identi- 
fying the  causative  agent,  specific  serologic  re- 
actions offer  the  only  means  for  the  exact  diag- 
nosis of  infections  caused  by  viruses  and  rickett- 
siae. 

Blood  specimens  were  obtained  from  all  the 
patients  during  the  acute  phase  of  the  illness  and 
again  during  convalescence,  from  two  to  seven 
weeks  later.  The  paired  serums  were  tested  by 
the  complement  fixation  technic  with  antigens 
prepared  from  R.  akari  grown  in  chick  embryos 
and  also  with  similar  antigens  prepared  from  the 

[rickettsiae  of  murine  typhus  and  Rocky  Moun- 
tain spotted  fever.*  In  every  case  these  tests 
revealed  the  development  of  specific  antibody 
(Table  1)  and  thereby  confirmed  the  clinical  diag- 
nosis. It  is  of  interest  that  a considerable  degree 
of  cross  reaction  was  observed  in  most  cases  with 
the  rickettsialpox  and  spotted  fever  antigens, 
indicating  a close  antigenic  relationship  between 
R.  akari  and  R.  rickettsii.  In  addition,  minor 
; cross  reactions  were  frequently  observed  with  R. 
mooseri,  the  agent  of  murine  typhus.  These  sero- 
logic relationships  require  further  study. 

Isolation  of  the  Causative  Agent 

Attempts  were  made  in  nine  patients  to  recover 
i the  causative  agent  by  inoculating  blood  collected 
early  in  the  disease  into  mice,  guinea  pigs,  and 
chick  embryos.  From  seven  of  the  patients  R. 
akari  was  successfully  isolated  by  mouse  inocula- 
tion, and  from  one  of  these  patients  the  organism 
was  also  cultivated  directly  in  chick  embryos.  In 
our  experience  the  easiest  and  most  certain 
method  of  isolation  is  to  inoculate  a group  of 
eight  or  ten  adult  Swiss  mice  intraperitoneally, 
each  with  0.5  cc.  of  fresh  citrated  or  defibrinated 
venous  blood  obtained  as  early  in  the  febrile 
period  of  the  disease  as  possible.  Dilute  brown 
agouti  mice  may  be  used  as  well  as  Swiss  mice  and 
appear  to  be  about  equally  susceptible.  If  ani- 
mals are  not  immediately  available,  the  blood  may 
be  frozen  and  stored  in  solid  carbon  dioxide.  We 
have  isolated  rickettsiae  from  such  frozen  speci- 
mens at  intervals  up  to  six  months  after  storage. 

* The  murine  typhus  and  spotted  fever  rickettsial  antigens 
were  generously  supplied  by  Dr.  Herald  II.  Cox,  director, 
Section  of  Viral  and  Rickettsial  Research,  Lederle  Labora- 
tories, Pearl  River,  New  York. 


TABLE  1. — Results  op  Rickettsial  Complement  Fix- 
ation Tests  in  Cases  of  Rickettsialpox 


Case 

Day  After 

Rickett- 

sialpox 

Spotted 

Fever 

Murine 

Typhus 

Onset 

Antigen 

Antigen 

Antigen 

E.  B. 

8 

0 

0 

0 

57 

128 

32 

8 

L.  P. 

7 

0 

0 

0 

30 

128 

32 

8 

J.  H. 

7 

16 

8 

16 

24 

256 

16 

32 

R.  Q. 

7 

0 

0 

0 

54 

64 

32 

0 

M.  S. 

5 

0 

0 

0 

50 

16 

32 

0 

R.  W. 

3 

0 

0 

0 

32 

32 

32 

0 

L.  A. 

6 

0 

0 

0 

21 

64 

128 

0 

R.  S. 

6 

0 

0 

0 

24 

64 

64 

0 

G.  F. 

7 

0 

0 

0 

47 

32 

32 

16 

A.  W. 

8 

16 

32 

16 

2fi 

128 

64 

16 

A.  B. 

7 

0 

0 

0 

24 

64 

64 

16 

J.  F. 

7 

0 

0 

0 

21 

64 

32 

8 

E.  M. 

7 

0 

0 

0 

45 

128 

32 

8 

I.  N. 

6 

8 

8 

8 

23 

32 

32 

16 

E.  P. 

2 

16 

16 

16 

24 

64 

32 

16 

w.  w. 

3 

0 

0 

0 

25 

32 

32 

8 

E.  D. 

8 

32 

64 

16 

35 

128 

64 

16 

Following  inoculation,  the  animals  rarely  die  in 
this  first  passage,  but  they  often  appear  ill  during 
the  second  week,  exhibiting  lassitude,  ruffled  fur, 
and  labored  breathing.  Regardless  of  their  exter- 
nal appearance,  the  mice  are  sacrificed  from  seven 
to  ten  days  after  inoculation  and  examined  for 
inguinal  and  axillary  lymph  adenopathy,  splenic 
and  hepatic  hypertrophy  and  congestion,  and  in- 
creased amounts  of  peritoneal  fluid.  Any  or  all 
these  signs  may  denote  infection,  and  rickettsiae 
can  usually  be  easily  demonstrated  in  smears  of 
the  liver,  spleen,  and  peritoneal  fluid  stained  by 
the  Macchiavello  method.  Subsequent  passage  of 
suspensions  of  infected  liver  and  spleen  intra- 
peritoneally into  fresh  mice  usually  results  in  a 
fatal  illness,  the  animals  dying  five  to  nine  days 
after  infection  with  typical  findings  at  autopsy. 

From  infected  mice  on  the  first  or  later  pas- 
sages, rickettsiae  may  be  readily  transferred  to 
chick  embryos.  Suspensions  of  liver  and  spleen 
are  inoculated  into  the  yolk  sacs  of  seven-day-old 
embryos  which  are  incubated  at  35  C.  The 
embryos  die  four  to  nine  days  later,  depending  on 
the  size  of  the  inoculum,  and  numerous  rickett- 
siae may  be  demonstrated  in  smears  of  the  yolk 
sac  stained  by  the  Macchiavello  method.  Once 
established,  the  organisms  may  be  maintained 
indefinitely  in  chick  embiyos  by  serial  passage. 

Differential  Diagnosis 

Rickettsialpox  has  been  most  frequently  con- 
fused with  chickenpox,  and  in  some  cases,  espe- 
cially in  children,  the  differential  diagnosis  may 
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not  be  easy.  The  most  important  points  are  the 
presence  of  a primary  lesion  and  the  fact  that  the 
exanthem  develops  as  a single  crop  of  cutaneous 
lesions,  whereas  in  chickenpox  the  eruption  ap- 
pears as  successive  crops  of  vesicles. 

In  early  cases  of  rickettsialpox,  before  the  rash 
appears  and  when  atypical  mononuclear  cells  are 
present  in  the  blood  smear,  infectious  mononu- 
cleosis may  be  suspected.  The  brief  persistence 
of  these  cells,  the  negative  heterophile  agglutinin 
test,  and  the  ultimate  appearance  of  the  rash  are 
helpful  differential  criteria. 

Other  rickettsial  infections  to  be  distinguished 
are  murine  typhus  and  Rocky  Mountain  spotted 
fever.  In  neither  is  there  a primary  lesion,  the 
rash  is  never  vesicular,  and  in  both  the  Weil-Felix 
test  with  Proteus  0X19  is  usually  positive.  It 
should  be  pointed  out,  however,  that  one  of  our 
cases  of  rickettsialpox  had  no  detectable  primary 
lesion  and  exhibited  a nonvesicular  rash  indis- 
tinguishable from  that  seen  in  murine  typhus. 
The  Weil-Felix  test  was  negative,  however,  and 
the  complement  fixation  test  was  positive  in  con- 
valescence with  rickettsialpox  antigen. 

In  the  last  analysis,  the  definitive  diagnosis  of 
rickettsialpox  rests  on  the  demonstration  of  the 
specific  immune  response  or  the  recovery  of  the 
causative  agent. 

Treatment 

Since  rickettsialpox  is  a nonfatal  disease,  the 
only  form  of  therapy  required  is  for  the  relief  of 
symptoms.  Certain  antibiotics,  including  strep- 
tomycin and  chloromycetin  have  been  shown  to 
exercise  a rickettsiostatic  effect  in  chick  embryos 
and  experimental  animals.9,10  We  have  treated 
one  case  of  rickettsialpox  with  streptomycin  in  a 
patient  who  acquired  the  infection  in  the  labora- 
tory. The  drug  was  started  immediately  upon 
the  appearance  of  symptoms  but,  in  doses  of  2.0 
Gm.  every  twenty-four  hours,  did  not  appear  to 
modify  the  disease. 

Summary 

Rickettsialpox  is  apparently  a new  disease  as 
yet  confined  to  New  York  City.  The  clinical  and 
laboratory  features  of  the  infection  have  been 
discussed,  together  with  means  for  specific  sero- 
logic diagnosis  and  recovery  of  the  causative 
agent,  Rickettsia  akari. 

Discussion 

John  K.  Miller,  M.D.,  Albany. — Since  rickettsial- 
pox is  the  most  recently  recognized  member  of  the 
group  of  arthropod-transmitted  diseases  incited  by 
rickettsiae,  it  is  of  interest  to  determine  its  present 
place  in  the  epidemiologic  scheme  of  these  diseases. 

In  the  “typical  epidemic  series,”  Baker  conceives 
of  arthropod-borne  diseases  as  originating  in  an 
arthropod,  developing  in  a series  of  steps  which 


eventually  reach  their  climax  in  epidemic  form  and 
then  regressing  to  possible  extinction.1  According 
to  Burnet,  the  first  stage  is  probably  a colonization 
of  the  arthropod  gut  by  saprophytic  agents,  some  of 
which  exploit  their  opportunities  and  begin  to  derive 
their  nutriment  from  the  living  cells  rather  than 
from  the  content  of  the  gut.2  The  agent  then 
comes  to  equilibrium  with  the  host  and  lives  as  a 
symbiont  (Class  1).  The  potential  pathogenicity  of 
the  agent,  however,  is  maintained  and  can  be  acti- 
vated if  it  comes  into  association  with  the  living  cells 
of  another  organism,  which  may  occur  when  the 
arthropod  obtains  a blood  meal.  Thus  the  disease 
in  animals,  Class  2 in  the  series,  is  accomplished. 
An  example  is  the  rat  flea  with  its  host  in  murine 
typhus.  The  disease  may  be  almost  or  entirely  sub- 
clinical  in  the  rat  host  and  the  rickettsial  infection 
harmless  to  the  arthropod. 

The  third  step  (Class  3)  is  the  establishment  of  the 
human  endemic  disease,  as  in  endemic  typhus. 
Man  is  usually  an  accidental  host  of  arthropods.  A 
reservoir  of  the  disease  is  maintained  by  passage 
back  and  forth  between  the  vector  and  its  lower 
mammalian  host,  or  if  the  agent  is  hereditarily 
transmitted  by  the  arthropod,  the  vector  alone  is  all 
that  is  necessary  for  a reservoir. 

When  the  etiologic  agent  involves  a new  host, 
arthropods  other  than  the  original  may  become 
transmitters.  In  the  case  of  typhus  fever,  Baker 
conceives  of  the  flea  as  the  primary  vector  and  the 
rat  as  the  primary  host.  When  man  becomes  a 
secondary  host,  an  arthropod  closely  associated  with 
him,  the  louse,  becomes  the  secondary  vector. 
Thus  Class  4 is  reached.  With  the  appearance  of  a 
secondary  vector,  the  primary  vector  and  host,  i.e., 
flea  and  rat,  may  drop  out  of  the  cycle,  and  the  dis- 
ease is  characterized  by  a specialized  reversible  trans- 
mission between  the  secondary  host-vector  com- 
bination, such  as  man  and  his  lice.  This  constitutes 
the  classic  epidemic  typhus  (Class  5),  in  contrast 
to  the  endemic  form  in  which  the  main  interchange 
of  rickettsiae  is  between  flea  and  rat,  with  man  being 
sporadically  infected  by  the  flea.  In  the  secondary 
arthropod  vector,  the  biologic  equilibrium  obtained 
between  the  primary  vector  and  the  pathogenic 
agent  may  not  be  attained.  For  example,  by  long 
transfer  from  man  to  louse  to  man,  the  classic 
strain  in  Europe  loses  its  tendency  to  follow  the  rat- 
flea  cycle,  and  the  man-louse  cycle  operates  alone. 
The  rickettsiae,  however,  overwhelm  the  louse, 
which  dies  in  about  ten  days.  Thus,  Baker  believes 
that  the  secondary  arthropod  may  disappear  from 
the  cycle,  leaving  the  disease  lying  dormant  in  a 
human  reservoir  in  which  late  but  mild  recrudes- 
cences may  occur  such  as  Brill’s  disease  (Class  6). 3 

In  Class  4 the  cycle  may  become  very  complex,  as 
in  Australian  Q fever  contracted  in  abattoirs.  The 
rickettsiae  in  their  natural  vector,  Haemaphylsalis 
humerosa,  are  transmitted  to  the  bandicoot  host 
carrying  also  the  tick  Ixodes  holocyclus.  This 
latter  arthropod  transmits  the  etiologic  agent  to 
cattle,  which  are  also  infested  with  a third  arthropod, 
Boophilus  annulatus.  It  is  the  rickettsiae-infected 
feces  of  the  Boophilus  tick  which  contaminate  the 
dust  in  the  hides,  which  is  the  source  of  human  infec- 
tions. 
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Where  is  rickettsialpox  in  this  scheme?  At  pres- 
ent, it  seems  to  be  in  Class  3.  The  primary  arthro- 
pod is  the  mouse  mite;  the  primary  host,  the  mouse, 
and  man  is  accidentally  the  secondary  host  through 
association  with  the  mice.  Further  study  may  re- 
veal secondary  arthropod  vectors.  If  such  vectors, 
for  example,  the  louse,  are  closely  associated  with 
man,  the  disease  may  move  into  subsequent  stages  of 
the  epidemic  cycle. 


* Baker,  A.  C.:  Am.  J.  Trop.  Med.  23:  559  (1943). 
2 Burnet,  F.  M.:  M.  J.  Australia  2:  129  (1942). 

8 Zinsser,  H. : Am.  J.  Hyg.  20:  513  (1934). 
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RADIO-ISOTOPES  CANCER  AID 

Exploding  atoms  are  among  science’s  greatest 
hopes  today  in  the  fight  against  cancer.  Just  as 
radium  and  the  surgeon’s  knife  can  be  used  to  de- 
stroy some  malignant  tissue  that  is  cancer,  so  radio- 
active elements  resulting  from  the  processes  of  the 
atomic  bomb  can  be  used  to  wipe  out  some  malig- 
nant growths. 

Iodine,  gold,  and  cobalt  in  radioactive  forms  are 
the  most  promising  of  the  potential  anticancer  radio- 
isotopes. 

No  scientist  would  be  foolhardy  enough — or  cruel 
enough  to  cancer  victims — to  hold  out  too  much  hope 
in  individual  cases.  Nevertheless,  the  years  of 
human  life  to  be  saved  by  future  applications  of 
radio-isotopes  promise  to  compensate  many  times 
over  the  loss  of  human  life  due  to  use  of  the  atomic 
bomb  in  warfare — if  the  world  can  arrange  not  to  use 
the  atomic  bomb  as  a weapon  in  the  future. 

When  the  cancer  is  in  the  thyroid  gland,  radio- 
iodine is  used  as  a means  of  diagnosis  and  often  as 
treatment.  The  thyroid  gland  picks  up  and  utilizes 
nearly  all  of  the  iodine  in  the  human  system,  nor- 
mally about  80  times  as  much  as  any  other  tissue. 

When  the  uranium  atom  splits  up — fission,  it  is 
called — as  it  does  in  the  atomic  bomb  and  in  the  more 
peaceful  chainreacting  uranium  pile,  one  of  the  many 
elements  formed  is  a special  kind  of  iodine  with  a 
weight  131  times  the  mass  of  the  hydrogen  atom. 
This  special  fission-made  iodine  gives  off  powerful 
gamma  rays,  like  radium  does.  It  can,  therefore, 
destroy  human  tissue  if  it  can  get  at  it.  Since  it  is 
attracted  to  thyroid  tissue,  it  can  be  used  to  destroy 
it,  whether  or  not  it  is  diseased.  Separate  out  this 
particular  kind  of  iodine  from  all  the  many  products 
of  uranium  fission  as  the  Atomic  Energy  Commission 
does  at  Oak  Ridge,  Tennessee,  feed  it  to  the  patient 
and  the  radio-iodine  will  go  to  the  thyroid  and  do  its 
work.  Fortunately,  this  kind  of  radio-iodine  is  rela- 
tively short-lived,  half  of  it  losing  its  activity  in 
eight  days.  So  it  is  relatively  safe  to  use,  since  it 
will  not  go  on  with  its  lethal  bombardments  when 
they  are  no  longer  needed. 

For  treating  overactive  thyroid  glands,  a condi- 
tion known  as  toxic  goiter,  radio-iodine  has  been  very 
successful.  The  Mayo  Clinic  reports  success  in  80 
per  cent  of  the  cases  treated.  Radio-iodine  also 
helps  to  diagnose  the  disordered  thyroid,  whether  it 
is  overactive,  underactive,  or  cancerous.  It  is  also 


used  as  a tracer  to  locate  the  deposits  of  thyroid 
cancer  tissue  in  various  parts  of  the  body  far  re- 
moved from  the  parent  growth — metastases  they  are 
called. 

The  results  of  treatment  of  thyroid  cancer  with 
radio-iodine  have  not  been  nearly  so  satisfying  as  the 
treatment  of  toxic  goiter.  The  latest  report  of  the 
Atomic  Energy  Commission  explains  that  malig- 
nant thyroid  tissue  often  does  not  pick  up  as  much 
of  the  radioactive  iodine  as  does  the  normal  thyroid 
tissue.  Much  research  is  underway,  some  of  it  very 
promising,  particularly  attempts  to  put  the  radio- 
iodine in  organic  compounds  that  will  be  selectively 
absorbed  by  cancerous  tissues. 

At  the  Sloan-Kettering  Institute  for  Cancer  Re- 
search in  New  York,  animal  experiments  are  testing 
whether . natural  antibodies  can  be  made  to  carry 
radio-iodine  to  special  parts  of  the  body,  such  as  the 
liver  and  kidney,  there  to  administer  strong  doses  of 
radioactivity. 

The  metal  cobalt  when  irradiated  in  the  Oak 
Ridge  pile  emits  radiations  similar  to  those  of 
radium.  Since  it  can  be  made  inexpensively  and 
fabricated  into  special  applicators,  it  will  come  into 
general  use  for  cancer  treatment  when  handling  and 
dosage  are  worked  out. 

The  radioactive  form  of  phosphorus  is  being  used 
to  treat  leukemia,  a cancerous  condition  of  an  excess 
of  white  corpuscles  in  the  blood,  and  results  are  as 
effective  as  x-ray  therapy  without  causing  uncom- 
fortable radiation  sickness.  This  use  is  based  upon 
the  fact  that  phosphorus  concentrates  in  the  blood- 
producing  centers. 

Treatment  of  cancer  by  radio-isotopes  is  still  in 
its  early  stages.  Much  more  must  be  learned  about 
basic  bodily  processes  generally,  and  specifically 
what  molecules  concentrate  in  diseased  body  tissues 
and  can  therefore  carry  to  them  the  exploding  atoms 
that  can  blast  out  the  disease. 

Science  has  had  ample  supplies  of  radio-isotopes 
for  only  a short  time  as  scientific  progress  goes. 
The  first  shipment  of  a radio-isotope  was  made  from 
Oak  Ridge  just  two  years  ago  (August  2)  and  it  was 
radiocarbon  14,  a substance  that  Massachusetts 
General  Hospital  research  hints  may  be  absorbed 
rapidly  by  diseased  tissue  when  it  is  incorporated  in 
protein  compounds. — Science  News  Letter,  August  14, 
1948 


AN  EVALUATION  OF  THE  PRESENT  STATUS  OF  ANTIHISTAMINIC 
SUBSTANCES 

W.  C.  Spain,  M.D.,  and  F.  A.  Pflum,  M.D.,  New  York  City 

( From  the  Allergy  Division, -Department  of  Medicine,  New  York  Post-Graduate  Medical  School  and  Hospital ) 


THE  phenomenon  of  anaphylactic  hyper- 
sensitiveness was  recognized  first  about  a 
century  ago.1  It  was  not  until  some  fifty  years 
later,  however,  that  investigators  became  curious 
and  actually  interested  in  the  condition  as  a result, 
largely,  of  the  observations  of  Portier  and  Richet, 
Arthus,  von  Pirquet  and  Schick,  Otto,  and  of 
Rosenau  and  Anderson.2-6  In  his  search  for 
that  protein  poison,  which  was  generally  hypo- 
thesized as  being  responsible  for  the  condition, 
Dale  noted  in  1912  that  the  specific  reaction  of 
sensitized  muscle  to  its  antigen  was  identical 
in  every  respect  to  the  effect  produced  by  ex- 
posure of  nonsensitized  muscle  to  histamine,  a 
substance  which  had  been  known  for  some  time 
but  which  was  only  isolated  from  ergot  by  Barger 
and  Dale  in  1911. 7-9  Histamine,  an  amine  of 
relatively  simple  form,  has  since  been  the  subject 
of  intensive  study.10  Best,  Dale,  Dudley,  and 
Thorpe  showed  that  various  normal  tissues  con- 
tained loosely  combined  histamine  and  that 
there  was  a sufficient  amount  in  unstriped  muscle 
to  cause  a typical  anaphylactic  contraction  in 
that  muscle  upon  its  liberation.11’12  Code  has 
demonstrated  that  most  of  the  normal  blood 
histamine  is  in  the  white  cells,  while  he  and 
Dragstedt  and  Gebauer-Fuelnegg  have  shown 
that  a histamine-like  substance  is  present  in  the 
blood  of  the  lower  animal  during  anaphylaxis.13,14 
From  these  observations  and  those  of  very  many 
others,  it  seems  certain  that  histamine  is  closely 
linked  with  the  phenomena  of  sensitization  in  the 
lower  animal  and  plays  an  important  role  in 
anaphylaxis. 

In  1927  Lewis  and  his  coworkers  focused 
attention  sharply  upon  the  importance  of  his- 
tamine in  the  human.15  These  investigators 
were  able  to  show  that  the  wheal  experimentally 
produced  in  the  human  skin  following  cell  injury 
was  due  to  the  liberation  of  a loosely  combined 
substance  which  could  not  be  differentiated 
from  histamine.  According  to  the  theory  of 
Lewis,  the  union  of  antigen  and  antibody  in 
sensitized  tissues  causes  the  liberation  of  the 
histamine  normally  present  there,  and  that, 
through  tissue  injury,  the  histamine  thus  re- 
leased produces  phenomena  characteristic  of 
the  allergic  reaction  or  of  anaphylactic  shock. 

Presented  at  the  142nd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York.  New  York  City,  Section  on 
Medicine,  May  21,  1948. 


The  opinion  favoring  the  idea  that  histamine  is 
an  important  agent  in  the  allergic  conditions  of 
man  rests  largely  on  the  theories  and  findings  of 
Lewis  and  his  associates.  Actually,  the  evidence 
is  circumstantial.  The  literature  on  the  subject 
is  conflicting  and  confusing.  It  ranges  from 
reports  upon  the  efficacy  of  histamine  itself  as  a 
therapeutic  agent  to  the  description  of  sundry 
attempts  to  identify  it  as  important  or  vital  to 
the  hypersensitive  reaction  in  man.  Despite 
these  efforts,  it  is  the  data  upon  the  linkage  of 
histamine  with  anaphylaxis,  rather  than  the 
data  on  any  proved  linkage  with  allergy  in  man, 
that  has  led  to  the  development  and  to  the 
application  of  antihistaminic  therapy  as  a 
countermeasure  in  human  sensitization.  Such 
therapeutic  measures  against  histamine  have 
developed  along  the  following  lines: 

1.  Attempts  have  been  made  to  increase  the 
individual’s  tolerance  to  histamine  by  subjecting 
him  to  repeated,  increasing  doses,  usually  ad- 
ministered by  hypodermic  injection,  of  histamine 
itself,  a weak  antigen,  or  of  histamine  linked  with 
a protein  such  as  casein  or  serum  globulin  of  the 
horse  or  cow.16  Such  histamine-azoprotein  has 
been  regarded  as  having  an  antigenic  potency 
greater  than  that  of  histamine.17 

2.  Clinical  use  has  been  made  of  an  anti- 
histamine enzyme,  histaminase,  whose  behavior 
in  the  test  tube  encouraged  the  idea  that  it  would 
prove  effective  in  neutralizing  histamine  in  the 
body.18-21 

3.  The  clinical  use  of  synthetic  chemical 
compounds  or  antihistaminic  substances  which 
have  been  shown  to  prevent  anaphylactic  activity 
in  the  lower  animal  by  rendering  the  histamine 
ineffective,  displacing  (or  replacing)  it  at  its  site 
of  reaction. 

The  efforts  at  improving  allergic  symptoms  by 
increasing  histamine  tolerance  by  injections  of 
histamine  itself  or  histamine-azoprotein  in  series 
have  not  been  very  successful,  while  the  attempts 
to  destroy  or  alter  histamine  by  the  administra- 
tion of  the  enzyme,  histaminase,  have  been 
discouraging.22-28  Indeed  the  American  Medi- 
cal Association,  through  its  Council  on  Pharmacy 
and  Chemistry,  stated  in  1940  that  histaminase 
possessed  too  little  clinical  value  to  warrant 
inclusion  in  the  “New  and  Nonofficial  Reme- 
dies.”29 

More  successful  has  been  the  effect  of  the 


2272 


October  15.  1948] 


ANTIHISTAMINIC  SUBSTANCES 


2273 


TABLE  1. — Therapeutic  Effects  of  Antihistaminic  Drugs 
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252 

68 

130 

62 

68 

42 

623 

339 
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12 
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43 
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40 

25 

11 
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4 

oral  administration  of  antihistaminic  substances 
which  have  the  characteristic  competitive  effect 
of  displacing  or  replacing  histamine  by  attach- 
ment to  the  cell  receptor.  Earlier  known  com- 
pounds with  antihistaminic  effect  were  ineffective 
or  toxic.  These  were  the  amino  acids,  arginine, 
histidine,  cysteine,  and  the  phenolic  ethers.30 
The  preparations  used  at  present,  characterized 
by  an  ethylene-diamine  radical,  have  the  follow- 
ing features: 

1.  They  act  as  counter  agents  against  his- 
tamine in  several  principal  ways. 

(a)  They  will  protect  the  normal  guinea 
pig  against  lethal  shock  which  would  otherwise 
follow  the  injection  of  histamine. 

( b ) They  will  protect  the  anaphylactic 
guinea  pig  against  lethal  shock  which  would 
otherwise  follow  the  injection  of  the  specific 
antigen. 

(c)  They  will  diminish  the  activity  of 
wheal  production  from  histamine,  peptone, 
morphine,  and  atropine  in  normal  human 
skin.31 

(d)  They  will  diminish  the  activity  of 
wheal  production  on  introduction  of  the 
specific  allergenic  substance  in  allergic  human 
skin. 

( e ) They  will  often  reduce  the  swelling  and 
congestion  in  many  allergic  disorders,  such  as 
nasal  edema  in  hayfever,  bronchial  edema  in 
asthma,  and  cutaneous  and  subcutaneous 
edema  in  urticaria. 

2.  They  often  have  a local  anesthetic  effect.31'32 

3.  They  are  relatively  nontoxic  but  frequently 
do  produce  symptoms  of  drowsiness,  lassitude, 
nervousness,  and  insomnia  even  in  small  doses. 

Among  the  antihistaminic  drugs  which  have 
been  most  intensively  studied  are  Benadryl 
(Parke  Davis  & Co.),  Pyribenzamine  (Ciba), 
Neo-Antergan  (Merck),  Hydryllin  (Searle),  and 
Trimeton  (Schering).* 

Clinical  Value 

Obviously,  any  prompt  clinical  evaluation  of  a 
new  drug  on  a large  scale  is  most  difficult.  The 

* This  by  no  means  comprises  the  present  list  of  anti- 
histaminic drugs.  Since  the  completion  of  this  study,  others 
have  been  made  available  commercially,  and  there  will  be 

more. 


differences  in  the  investigational  methods  of 
various  workers,  the  presence  or  absence  of  con- 
trols, the  use  of  the  preparation  under  study  alone 
or  with  other  medications,  the  evaluation  of  the 
patients’  symptoms  after  treatment,  all  these 
factors  complicate  the  process.  In  the  data 
presented  here,  however,  these  faults,  although 
present,  have  been  somewhat  minimized,  since  the 
figures  were  obtained  largely  through  the  efforts  of 
a single  agency,  the  Committee  on  Therapy  of  the 
American  Academy  of  Allergy  (Table  1). 33  Stan- 
dardized forms  of  investigation  and  reporting  were 
used  by  approximately  75  physicians  who  were 
requested  to  study  the  effects  of  these  drugs. 
Benadryl  was  not  included  in  the  study  of  the 
Academy,  since  it  had  been  previously  in- 
vestigated by  a great  number  of  independent 
workers;  the  findings  of  many  of  these  investi- 
gators have  been  assembled  in  this  article.30'34-39 

Hay  Fever. — In  a series  of  2,500  hay  fever  cases 
treated  with  the  various  antihistaminic  drugs, 
from  60  to  75  per  cent  showed  much  improve- 
ment, the  greatest  degree  occurring  apparently 
in  those  with  a slight  or  average  pollen  sensitive- 
ness who  were  also  undergoing  pollen  therapy. 
The  alleviating  effects  often  were  noticeable 
within  a half  hour  of  administration  of  the  dose. 
Many  patients  who  received  no  pollen  therapy 
but  relied  wholly  on  the  drug  obtained  a good 
result.  Patients  with  a high  degree  of  pollen 
sensitiveness  often  obtained  disappointing  re- 
sults. Since  there  is  no  prolonged  protection 
from  these  drugs,  the  doses  must  be  repeated  two 
to  four  times  daily  from  the  onset  of  the  pollen 
season  until  the  end.  Unpleasant  effects  of 
vertigo,  lassitude,  headache,  and  intestinal 
disturbances  may  prevent  such  extended  treat- 
ment. 

The  antihistaminic  drugs  should  not  be  used  in 
an  attempt  to  control  the  general  or  constitutional 
reaction  resulting  from  overdosage  in  pollen 
therapy.  Epinephrine  with  its  prompt  and 
decisive  effect  is  always  indicated  in  such  situa- 
tions. 

Vasomotor  Rhinitis. — In  a series  of  614  cases  of 
vasomotor  rhinitis  about  50  per  cent  were  bene- 
fited. These  figures  are  lower  than  for  those  of 
hay  fever  since,  while  hay  fever  is  a single  allergic 
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entity  being  the  result  of  pollen  allergy,  vaso- 
motor rhinitis  may  be  due  to  a multiplicity  of 
causes  such  as  airborne  substances  (dusts,  animal 
danders,  and  vegetable  powders),  foods,  drugs, 
bacterial  sensitizations,  and  endocrine  and  meta- 
bolic disturbances.  The  congestion  of  acute 
upper  respiratory  infections  usually  does  not 
seem  to  .respond  to  antihistaminic  therapy, 
although  there  are  occasional  exceptions  to  the 
rule. 

Bronchial  Asthma. — In  a series  of  1,418  cases  of 
bronchial  asthma,  35  per  cent  reported  an  ap- 
preciable degree  of  improvement  from  the  use  of 
the  antihistaminics.  In  many  instances  the 
drug  was  not  used  continuously,  as  in  the  cases 
of  hay  fever,  but  during  or  at  the  onset  of  attacks 
and  in  conjunction  with  other  therapeutic  mea- 
sures. In  this  series  many  allergies  were  prob- 
ably of  a bacterial  type  with  pathologic  intrac- 
table features  which  could  not  be  expected  to 
respond  satisfactorily  to  the  antihistaminics. 
No  opportunity  was  offered  for  the  classification 
of  this  group  into  the  several  clinical  types  of 
bronchial  asthma,  a step  necessary  for  any 
accurate  evaluation. 

In  some  instances,  asthmatic  patients  given 
these  drugs  complain  of  a “drying  effect”  upon 
the  respiratory  membranes  and  seem  to  have  an 
aggravation  of  the  asthmatic  symptoms  following 
their  use. 

Urticaria. — Urticaria  seems  to  be  the  clinical 
condition  in  which  the  antihistaminic  drugs  prove 
most  useful,  the  cases  benefited  numbering 
80  per  cent  in  a series  of  493  studied..  The  acute 
cases  obtain  the  greatest  relief,  but  it  must  be 
remembered  that  in  many  instances  the  symp- 
toms of  urticaria  are  self-limited  and  disappear, 
regardless  of  the  type  of  treatment.  Among 
the  chronic  cases  where  more  complicated  causes 
may  be  responsible  for  the  symptoms,  as  en- 
docrine disorders  or  chronic  infections,  the 
results  are  less  satisfactory. 

The  antihistaminic  drugs  have  been  found 
useful  in  pruritis  ani  and  the  pruritis  of  serum 
sickness  and  contact  dermatitis.40  While  the 
itching  of  poison  ivy  dermatitis  may  often  be 
successfully  controlled,  the  vesiculation  is  not 
lessened.  In  the  experimental  animal,  however, 
the  development  of  the  skin  lesions  of  contact 
dermatitis  has  been  successfully  checked  by 
local  use  of  the  drug.41  The  antihistaminics 
seem  to  be  of  little  value  in  flexural  eczema  or 
neurodermatitis,  except  for  relief  of  the  itching.40 
Physical  allergies  due  to  hypersensitivity  to 
heat,  cold,  and  sunlight  often  respond  to  treat- 
ment with  these  drugs.42,43 

Conflicting  reports  are  given  of  their  value  in 
the  treatment  of  migraine,  gastrointestinal,  and 
food  allergies.  As  yet,  insufficient  data  has  been 
obtained  in  these  conditions. 


Dosage 

These  drugs  are  supplied  in  capsule  or  in  tablet 
form  for  the  adult  and  usually  in  an  elixir  vehicle 
for  children.  The  adult  single  oral  dose  is  25 
and/or  50  mg.,  to  be  given  preferably  after  meals. 
The  dosage  for  children  is  one  half  of  this  amount. 
The  dosage  often  may  be  doubled  or  tripled. 
The  unpleasant  side-effects  may  effectively 
limit  the  amount  of  increase.  Antihistaminics 
may  be  used  locally  for  itching,  2 to  3 per  cent 
in  a water  soluble  or  in  an  ointment  base.44,46 
Parenterally  by  injection,  they  are  irritating, 
although  the}r  are  used  this  way  at  times.40 
Benadryl  has  been  employed  intravenously  for 
migraine,  and  urticaria  and  is  being  studied  for 
its  effectiveness  in  aerosol  form.39,40,46 

The  antihistaminic  drugs  are  offered  as  pallia- 
tives; they  are  in  no  sense  curative.  Their 
great  value  is  in  the  temporary  relief  of  swelling 
and  itching.  They  develop  no  specific  immunity 
for  the  patient.  They  are  unable,  for  instance, 
in  the  hay  fever  patient  to  replace  immunizing 
pollen  therapy.  Nor  is  their  influence  so  suffici- 
ently prompt  or  effective  as  to  replace  epinephrine 
in  emergencies.  Even  in  moderate  or  severe 
allergic  attacks,  they  are  often  less  satisfactory 
than  epinephrine  or  ephedrine. 

Side-Effects 

The  unpleasant  associated  effects  mentioned, 
such  as  dizziness,  lethargy,  weakness,  headache, 
stimulation,  insomnia,  and  gastrointestinal  dis- 
turbances, occur  in  approximately  one  third  of  all 
cases.  There  seems  to  be  great  variation  in 
individual  effect,  one  commercial  brand  causing 
stimulation  and  another  sedation  in  the  same 
person.  In  the  next  case,  the  effects  may  be 
reversed.  The  dosage  necessary  to  produce  the 
effect  also  varies  with  the  individual;  in  some 
it  is  so  small  as  to  discourage  further  use.  The 
majority  of  patients,  however,  overcome  a part 
of  the  unpleasant  effect  by  persistence.  In 
some  apprehensive  patients,  the  relaxing  and 
somniferous  effect  may  prove  desirable. 

The  antihistaminics  should  not  be  employed 
without  proper  supervision.  A lad  recently  seen 
had  become  the  object  of  concern  to  his  high- 
school  principal  as  well  as  his  parents  because  of 
the  gradual  conversion  of  his  ambition  and 
interest  in  his  studies  into  poor  scholarship 
and  indifference.  It  was  found  that  the  parents 
had  continued  the  regular  and  intensive  use  for 
his  asthma  of  an  antihistaminic  drug  advised  by  a 
physician  deceased  for  more  than  a year.  No 
permanent  harm  apparently  resulted,  and  within 
a week  of  discontinuing  the  drug  the  boy’s 
original  interests  had  returned. 

Summary 

In  summary  it  may  be  said  that  the  anti- 
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histaminic  drugs  have  proved  to  be  most  helpful 
agents  against  those  allergies  whose  symptoms 
result  from  sudden  and  acute  edemas  and  against 
many  forms  of  pruritis.  They  are  not  intended 
to  replace  specific  immunizing  procedures,  except 
possibly  in  the  mildest  of  cases.  They  are  not 
intended  to  replace  epinephrine  or  ephedrine. 
The  chief  criticism  today  against  their  use  is  the 
unpleasant  side-effects — a criticism  which  prom- 
ises to  be  lessened  with  the  continued  improve- 
ment in  their  manufacture. 

Discussion 

George  F.  Koepf,  Buffalo. — Dr.  Spain  and  Dr. 
Pflum  have  carefully  pointed  out  the  benefits  as  well 
as  the  harmful  side-effects  of  many  compounds  with 
antihistaminic  activity.  Judging  from  their  review, 
it  appears  that  these  substances  have  been  unusually 
successful  in  the  control  of  the  symptoms  in  many 
allergic  disorders.  This  indicates  that  histamine 
plays  an  important  role  in  the  causation  of  allergic 
symptoms.  However,  the  fact  that  all  allergic  dis- 
orders do  not  disappear  in  all  patients  suggests  that 
the  role  of  histamine  in  the  production  of  allergic 
manifestations  may  vary  from  patient  to  patient 
and  from  shock  organ  to  shock  organ.  The  side- 
effects  mentioned  by  the  authors  must  be  borne  in 
mind,  and  their  evidence  indicates  that  the  benefits 
overbalance  in  most  cases  the  harmful  effects  of  the 
antihistaminic  substances  used  clinically  to  date. 
Nevertheless,  the  appearance  of  a potent  but  less 
toxic  antihistaminic  substance  would  be  welcomed 
by  the  clinician. 

Two  factors  should  be  stressed  in  order  to  obtain 
equivalent  or  better  effects.  First,  the  dosage  must 
be  carefully  regulated  before  discarding  the  drug  as 
useless.  In  the  absence  of  side-effects,  the  patient 
with  a severe  allergic  manifestation  who  fails  to 
respond  to  the  usual  amount  of  drug  may  respond  to 
larger  doses.  For  example,  in  several  cases  of  severe 
penicillin  sensitivity  with  a marked  generalized  urti- 
caria and  joint  pain  and  tenderness,  we  have  found 
it  necessary  to  administer  as  much  as  1,400  mg.  of 
pyribenzamine  per  day  to  obtain  relief.  The  pre- 
mature abandonment  of  the  drug  would  have  re- 
sulted in  failure  in  these  cases. 

Second,  Dr.  Spain  has  pointed  out  that  in  the 
series  of  drugs  studied,  Hydryllin  is  the  most  bene- 
ficial for  asthmatics.  This  may  be  due  to  a syner- 
gism involving  benadryl  and  aminophyllin,  the  two 
components  of  Hydryllin.  Experimental  work  has 
shown  that  such  a synergism  exists  between  pyri- 
benzamine and  ephedrine  and  between  pyribenz- 
amine and  aminophyllin.  More  recently,  Stavraky 
has  also  shown  that  certain  iron  salts  may  potentiate 
the  effect  of  antihistaminic  agents. 
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As  in  osteomyelitis,  x-ray  changes  in  bone  tubercu-  Many  obstetricians  routinely  x-ray  chests  in  preg- 
losis  occur  relatively  late. — Exchange  nancy  and  in  the  puerperium. — Exchange 


GUIDED  LIVER  BIOPSY  THROUGH  LAPAROTOMY  INCISION 

Edward  E.  Jemerin,  M.D.,  New  York  City 
{From  the  Surgical  Service  of  Ml.  Sinai  Hospital ) 


THE  determination  of  the  presence  of  distant 
spread  to  the  liver  is  of  obvious  significance 
in  deciding  the  operability  of  intra-abdominal 
neoplasms.  When  laparotomy  has  been  per- 
formed through  a lower  abdominal  incision  for  a 
lesion  of  the  pelvic  viscera,  one  has  to  depend 
upon  palpation  for  the  interpretation  of  the  sig- 
nificance of  a nodule  or  nodules  felt  in  the  liver. 
This  may  be  deceptive  in  cases  of  pre-existing 
liver  pathology  or  if  only  a small,  solitary,  un- 
characteristic nodule  is  palpated.  Under  such 
circumstances,  it  would  be  of  great  help  if  a defin- 
itive biopsy  of  a liver  nodule  could  be  taken. 
Yet,  without  extending  the  incision  to  an  unwise 
degree  this  cannot  ordinarily  be  done,  and  even 
when  extended,  it  would  probably  be  impossible 
to  visualize  for  direct  biopsy  a nodule  situated  on 
the  liver  dome.  Confronted  with  such  a situation 
recently,  a simple  device  was  utilized  which  en- 
abled an  adequate  biopsy  of  the  lesion  in  question 
to  be  effected. 

Case  Report 

E.  M.,  a man  of  seventy-seven,  was  admitted  to 
Mt.  Sinai  Hospital  on  September  17,  1947,  with  a 
history  suggestive  of  incomplete  large  bowel  obstruc- 
tion. Until  three  months  prior  to  admission  he  had 
been  in  good  health.  At  that  time  he  became  con- 
stipated, and  what  stools  he  had  were  loose  and 
watery.  One  month  before  admission,  anorexia  de- 
veloped. For  eight  days  he  had  not  had  an  ade- 
quate bowel  movement  although  some  flatus  had 
been  passed.  There  had  been  no  nausea  or  vomit- 
ing, but  his  abdomen,  he  stated,  was  somewhat 
larger  than  it  had  been  previously.  Forty  pounds 
had  been  lost  in  the  last  year.  There  was  a previous 
history  of  an  appendectomy  twenty  years  ago,  fol- 
lowed by  evisceration  and  secondary  suture.  Eight- 
een years  ago  an  upper  abdominal  operation,  the 
nature  of  which  was  not  entirely  clear,  was  per- 
formed. As  far  as  the  patient  could  remember, 
some  sort  of  epigastric  tumor  was  removed. 

Examination  revealed  a moderately  distended  ab- 
domen without  palpable  masses.  There  was  no  ten- 
derness. There  was  a midline  epigastric  scar  with  an 
incisional  hernia  in  it,  and  there  were  two  right  lower 
quadrant  scars.  On  rectal  examination,  at  the  tip 
of  the  examining  finger  anteriorly,  there  was  the  sug- 
gestion of  a mass  thought  to  be  palpated  through  the 
rectal  wall,  as  though  a sigmoidal  lesion  had  pro- 
lapsed into  the  cul-de-sac.  The  remainder  of  the 
physical  examination  was  of  no  significance.  A flat 
plate  of  the  abdomen  showed  moderate  distention  of 
the  large  bowel  proximal  to  the  rectosigmoid. 

An  enema  and  colonic  irrigation  were  immediately 
effective  so  that  further  study  was  undertaken. 


Sigmoidoscopy  showed  a polypoid  friable  stenosing 
lesion  occupying  the  anterior  wall  of  the  rectosig- 
moid, beginning  11  cm.  from  the  anal  margin. 
Biopsy  of  this  lesion  showed  fragments  of  colonic 
mucosa  with  severe  acute  inflammation  and  lymph 
channels  filled  with  carcinoma  cells. 

The  patient  was  prepared  for  operation  by  ca- 
thartics, daily  enemas  and  colonic  irrigations,  a low 
residue  diet,  sulfasuxidine  by  mouth,  and  various 
supportive  measures,  including  parenteral  fluids  and 
vitamins,  iron,  and  blood.  After  ten  days  of  this 
preparation  he  was  considered  ready  for  resection. 

Laparotomy  was  performed  on  September  27, 
1947.  The  abdomen  was  opened  through  a left 
lower  rectus,  muscle-splitting  incision.  It  was  found 
that  despite  the  extensive  preoperative  preparation 
the  large  bowel  was  still  quite  distended.  Appar- 
ently, a moderate  degree  of  subacute  obstruction 
persisted.  Resection  at  this  stage  was,  of  course, 
out  of  the  question,  and  it  was  decided  to  perform  a 
decompressing  colostomy  as  a preliminary  procedure. 
However,  exploration  to  determine  future  opera- 
bility was  made.  Locally,  an  extensive  lesion  was 
found.  The  rectosigmoid  was  the  seat  of  a hard 
mass  and  was  firmly  baked  into  the  bladder  ante- 
riorly and  the  other  adjacent  parietes.  N o peritoneal 
implants  were  seen,  and  there  was  no  gross  evidence 
of  spread  to  the  regional  lymph  nodes.  Whether  the 
reaction  surrounding  the  local  lesion  represented  in- 
flammation solely  or  was  comprised  of  carcinoma- 
tous infiltration  in  addition  could  not  be  determined. 
It  was  felt,  though,  that , preliminary  colostomy 
drainage  would  permit  whatever  inflammation 
existed  to  subside,  allowing  resection  at  a later  date 
if  no  distant  metastases  were  present.  Accordingly, 
the  liver  was  palpated.  This  offered  some  difficulty 
because  of  adhesions  of  the  abdominal  contents  to 
the  anterior  parietal  peritoneum  at  the  previous 
operative  sites.  However,  these  were  penetrated 
bluntly  and  the  liver  examined.  The  left  lobe  of  the 
liver  was  found  to  be  free.  On  the  dome  of  the  right 
lobe  of  the  liver  a single  firm  area  was  felt.  This  was 
thought  to  be  a metastasis  but  was  not  absolutely 
characteristic  and,  therefore,  could  not  definitely  be 
described  as  such.  Since  future  management  de- 
pended upon  the  nature  of  this  liver  nodule,  it  was 
important  that  definite  information  concerning  it  be 
acquired.  Formal  biopsy  was  out  of  the  question 
through  the  incision  that  had  been  made,  and  natu- 
rally it  was  preferable  to  avoid  making  a second  in- 
cision in  the  right  upper  quadrant  for  this  purpose. 
Actually,  even  through  a right  upper  quadrant  in- 
cision, biopsy  would  have  been  difficult  because  of 
the  location  of  the  lesion  on  the  dome  of  the  liver. 
Accordingly,  the  following  device  was  utilized  in  an 
effort  to  procure  a biopsy:- 

While  one  hand  remained  in  the  abdomen  over 
the  dome  of  the  liver,  an  aspirating  needle  was  int.ro- 
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duced  through  the  right  lower  chest  wall  at  the  level 
suggested  by  the  position  of  the  fingers  on  the  liver 
nodule.  The  fingers  within  the  abdomen  then 
guided  the  needle  into  the  lesion.  The  lesion  was 
aspirated,  and  examination  showed  that  a satisfac- 
tory piece  of  tissue  had  been  obtained.  A piece  of 
gelfoam  was  then  introduced  into  the  abdomen  and 
placed  on  the  aspiration  site  in  order  to  prevent 
bleeding. 

The  operation  was  completed  by  making  a loop 
transverse  colostomy  over  a glass  rod  through  a sepa- 
rate supra-umbilical,  left  rectus,  transverse  incision. 
The  major  incision  was  closed  in  layers. 

The  biopsy  proved  to  be  satisfactory.  Histologic 
study  revealed  “fragments  of  liver  tissue  infiltrated 
by  adenocarcinoma.”  The  colostomy  was  made 
permanent  by  dividing  it  completely  across.  The 
patient  was  discharged  from  the  hospital  on  October 
15, 1947,  in  satisfactory  condition,  with  a functioning 
colostomy. 

Comment 

The  procedure  described  in  the  case  report 
above  presents  a device  by  means  of  which  a se- 
lective liver  biopsy  may  be  obtained  once  the  ab- 


domen has  been  opened,  even  though  the  abdom- 
inal incision  is  too  far  distant  for  direct  biopsy 
under  vision.  This  is  effected  by  guiding  into  a 
palpated  liver  lesion  an  aspirating  needle  intro- 
duced through  the  upper  abdominal  or  lower 
chest  wall,  a hand  inserted  into  the  abdomen 
through  the  original  incision  serving  as  the  guide. 
Such  a procedure  may  be  found  useful  on  the 
various  occasions  that  palpatory  findings  are  not 
clear.  The  true  nature  of  pathology  felt  in  the 
liver  may  be  determined  in  this  manner  with  rela- 
tive assurance  that  the  selected  area  is  being 
sampled  definitively.  In  some  cases  this  may 
have  considerable  value  prognostically  and  in  de- 
termining whether  further  surgery  is  indicated. 

Summary 

A method  is  described  for  obtaining  a selective 
liver  biopsy  by  guided  aspiration  once  the  abdo- 
men has  been  opened,  notwithstanding  an  incision 
too  distant  to  permit  direct  sampling  under  vi- 
sion. 


SCHOLARSHIPS  AWARDED  FOR  STUDY  OF  CEREBRAL  PALSY 


Eight  physicians,  surgeons,  and  therapists  have 
been  awarded  scholarships  for  specialized  training  in 
cerebral  palsy  by  the  National  Society  for  Crippled 

[Children  and  Adults,  Inc.  This  is  the  first  national 
scholarship  program  established  to  meet  the  chal- 
lenge of  a crippling  condition  that  disables  some 
half  million  Americans,  the  Society  stated. 

1 Lawrence  J.  Linck,  the  Society’s  executive  direc- 
tor, revealed  that  the  scholarships  were  made  pos- 
sible under  the  first  of  six  $5,000  yearly  grants  from 
Alpha  Chi  Omega,  national  women’s  sorority,  which 
has  adopted  help  to  the  cerebral  palsied  as  its  major 

I national  altruistic  project.  The  scholarships  will 
help  meet  the  acute  shortage  of  specialists  trained  in 
cerebral  palsy,  a disability  of  muscular  control 
which  results  from  damage  to  control  centers  in  the 
brain. 

The  first  eight  recipients  are:  Arline  F.  Bovee, 
Mukileto,  Washington;  Miriam  Bunce,  Denver, 
Colorado;  Dr.  Harriet  E.  Gillette,  Decatur,  Georgia; 
Dr.  Stanford  F.  Hartman,  Phoenix,  Arizona;  Bette 
Redwine,  Albuquerque,  New  Mexico;  Dr.  Louis 


Spekter,  Hartford,  Connecticut;  Joan  A.  Schauble, 
Seattle,  Washington;  and  Dr.  Harold  Westlake, 
Wilmette,  Illinois. 

The  scholarships  cover  study  at  the  Children’s 
Rehabilitation  Institute,  Cockeysville,  Maryland, 
under  supervision  of  the  Institute’s  director,  Dr. 
Winthrop  M.  Phelps.  Dr.  Phelps,  internationally 
recognized  authority  on  cerebral  palsy,  is  also  presi- 
dent of  the  American  Academy  for  Cerebral  Palsy 
and  chairman  of  the  National  Society’s  Medical 
Advisory  Council  on  Cerebral  Palsy. 

The  National  Society,  whose  services  to  all  types 
of  handicapped  persons  is  made  possible  by  the 
annual  sale  of  Easter  Seals,  is  the  only  agency  con- 
ducting a nation-wide  program  on  behalf  of  the  cere- 
bral palsied.  The  recipients  of  the  new  scholarships 
will  assist  the  Society’s  2,000  state  and  local  affiliates 
in  expanding  cerebral  palsy  facilities  and  resoarch 
through  hospital  diagnostic  and  treatment  clinics, 
nursery  schools  for  cerebral  palsied  children,  treat- 
ment centers,  and  special  education  and  recreation 
projects. 


SELECTION  OF  HYPERTENSIVE  PATIENTS  FOR  SYMPATHECTOMY 

Henry  I.  Russek,  M.D.,  F.A.C.P.,  James  L.  Southworth,  M.D.,  F.A.C.S.,  and 
Burton  L.  Zohman,  M.D.,  F.A.C.P.,  Staten  Island,  New  York 
( From  the  Cardiovascular  Research  Division , U.S.  Marine  Hospital) 


SURGICAL  sympathectomy  for  hypertensive 
disease  has  had  sufficient  clinical  trial  to 
warrant  certain  conclusions  regarding  its  appli- 
cability. It  is  generally  agreed  that  best  results 
are  obtained  in  patients  under  fifty  years  of  age, 
having  labile  blood  pressure,  relatively  unim- 
paired cardiac  and  renal  function,  and  no  arterio- 
sclerotic ®omplications.  Even  when  these  con- 
ditions are  satisfied,  however,  an  appreciable 
percentage  of  the  favorable  cases  remain  un- 
improved or  little  benefited  by  surgical  inter- 
vention. On  the  other  hand,  dramatic  response 
is  occasionally  encountered  in  cases  viewed  as 
unfavorable  preoperatively. 

Since  this  surgical  procedure  is  a major  one, 
carrying  a mortality  and  morbidity,  some 
method  is  required  which  will  permit  the  identi- 
fication of  favorable  candidates  for  operation. 
The  most  widely  used  laboratory  test  employed 
for  this  purpose  is  the  sodium  amytal  test  in- 
troduced by  Allen  and  Adson.1’2  Three  grains 
of  this  drug  are  given  every  hour  for  three  hours, 
and  the  blood  pressure  is  measured  during  this 
period.  It  was  originally  hoped  that  the  degree 
of  fall  in  blood  pressure  would  reflect  the  post- 
operative response.  Unfavorable  results  have 
been  obtained,  however,  in  many  cases  in  which 
the  test  predicted  a satisfactory  outcome.  Allen 
actually  found  it  easier  to  be  accurate  in  the 
prediction  of  poor  results  than  of  good  ones. 
More  recently,  Hinton  and  Lord  reported  the 
sodium  amytal  test  as  being  “a  safe  and  simple 
method  of  measuring  sympathetic  tonus.”3 
In  general,  they  considered  it  to  be  broadly  in- 
dicative of  the  type  of  postoperative  blood  pres- 
sure result  which  will  be  obtained  following 
lumbodorsal  sympathectomy.  Examination  of 
their  data,  however,  indicates  that  almost  half 
of  the  subjects  of  their  series  who  manifested  a 
fair  response  to  the  sodium  amytal  test  had  a 
relatively  poor  result  from  surgery.  On  the 
other  hand,  two  out  of  eight  patients  with  a poor 
sodium  amytal  response  showed  a good  post- 
operative result.  Grimson  has  found  that  it  is 
impossible  to  determine  by  this  means  which 
patients  will  receive  benefit  from  operation.4 
The  writers,  from  their  own  experience,  also 
believe  that  no  reliance  can  be  placed  upon  this 
procedure. 6,6 

The  cold-pressor  test  has  been  recommended 
to  identify  the  so-called  hyperreactor  group  of 
patients,  i.e.,  the  ones  in  whom  the  nervous 


mechanism  is  considered  largely  responsible  for 
the  hypertension.  Inasmuch  as  almost  all 
hypertensive  patients  are  hyperreactors,  the 
method  would  appear  to  be  of  little  value  in  the 
problem  of  selection.  Clinically,  the  test  has 
not  been  found  useful  for  this  purpose. 

Other  tests  have  been  proposed,  such  as  the 
administration  of  Vrgrain  doses  of  sodium 
nitrite  each  hour  for  six  hours  and  the  intravenous 
injection  of  pentothal  sodium,  but  trial  in  various 
clinics  has  demonstrated  the  unreliability  of  these 
methods.  Smithwick  has  for  some  time  em- 
ployed the  pulse  pressure  as  a prognostic  crite- 
rion.7 The  results  of  sympathectomy  are  con- 
sidered to  be  less  favorable  when  the  pulse  pres- 
sure is  high.  However,  since  increase  of  pulse 
pressure  is  generally  attributed  to  loss  of  elasticity 
of  the  aorta  and  its  large  branches,  the  question 
arises  as  to  whether  this  index  of  arterial  aging 
is  also  capable  of  reflecting  the  degree  of  irrever- 
sible organic  change  in  the  arterioles.  Some 
authorities  do  not  consider  this  to  be  the  case. 

A valuable  and  accepted  practice  in  surgery  of 
the  autonomic  nervous  system  is  the  use  of 
diagnostic  procaine  block  prior  to  operation  in  an 
effort  to  predict  postoperative  results.  Several 
groups  have  considered  that  preoperative  sym- 
pathetic block  of  this  type  might  be  of  value  in 
forecasting  the  outcome  of  lumbodorsal  splanch- 
nicectomy.  Schwartz  and  Findley  suggested 
that  paravertebral  block  of  the  sympathetic 
ganglia  might  accomplish  this  purpose.8 
Theoretically,  this  procedure  would  be  ideal, 
but  practically,  its  application  is  limited,  owing 
to  the  large  number  of  deep  needle  injections 
involved.  Page  and  his  coworkers  suggested 
that  spinal  anesthesia  might  be  useful  in  selecting 
patients  preoperatively  by  differentiating  the 
“neurogenic”  from  the  “humoral”  form  of  the 
disease.9  Spinal  anesthesia  by  the  usual  technic, 
however,  is  objectionable  because  it  introduces 
several  factors  which  might  influence  blood 
pressure  aside  from  sympathetic  nerve  block.6 

Russek  and  associates  reported  their  experience 
with  continuous  caudal  (high  caudal  block) 
and  lumbar  peridural  anesthesia  in  selecting 
hypertensive  patients  for  sympathectomy.6'6 
In  a small  series  of  cases  they  found  a close 
correlation  between  predicted  and  postoperative 
results.  In  their  opihion  this  test  appeared  to  be 
an  aid  not  only  in  the  problem  of  selection  but 
also  in  dictating  the  extent  of  sympathectomy 
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indicated  in  the  individual  case.  They  con- 
sidered caudal  anesthesia  superior  to  high  spinal 
anesthesia  when  used  for  this  purpose,  because, 
with  the  former,  muscle  tone  and  respiration  are 
little  affected.  After  further  experience  with  a 
significant  number  of  cases,  these  authors  still 
consider  an  efficiently  performed  caudal  test  as 
the  most  accurate  single  procedure  now  available. 

Recently,  Sarnoff  and  Arrowood  have  in- 
troduced a method  of  spinal  anesthesia  in  which 
there  is  no  loss  of  motor  power  or  muscle  tone.10 
Their  method,  called  differential  spinal  block,  is 
continuous  spinal  anesthesia  in  which  0.2  per 
cent  procaine  solution  is  introduced  into  the 
subarachnoid  space  by  constant  drip.  Their 
detailed  studies  show  that,  with  this  method, 
sympathetic  nerves  are  blocked  coincident  with 
loss  of  pain  sensation  to  pinprick.  By  adjusting 
the  dose,  they  can  produce  sympathetic  block 
without  interfering  with  tendon  reflexes  or  muscle 
tone.  Tests  are  under  way  with  differential 
spinal  block  to  determine  how  effective  it  may  be 
in  predicting  the  results  of  dorsolumbar  sym- 
pathectomy. 

More  recently,  Etsten  and  Schwab  produced  a 
differential  type  of  block  by  employing  a technic 
consisting  of  the  intermittent  intrathecal  in- 
jection of  concentrations  of  procaine  ranging 
from  0.2  to  0.4  per  cent  over  a period  of  an  hour.11 
The  functional  depression  of  the  sympathetic 
chain  was  discerned  by  the  measurement  of 
electric  skin  resistance  by  means  of  a dermo- 
meter.  The  results  of  this  test  in  24  patients 
suggested  that  it  may  be  a valuable  prognostic 
guide  to  the  neurosurgeon. 

Temporary  block  of  the  sympathetic  nervous 
system  through  the  parenteral  administration  of 
tetraethyl  ammonium  chloride  has  been  em- 
ployed as  a means  of  selection  for  surgery.12 


Inasmuch  as  this  drug  causes  a blockade  of 
autonomic  ganglia,  parasympathetic  as  well  as 
sympathetic,  its  generalized  effect  cannot  be 
expected  to  mimic  accurately  that  of  lumbodorsal 
splanchnicectomy.  Although  some  have  con- 
sidered this  test  to  be  reliable,  Page  and  his  co- 
workers have  reported  it  to  be  of  no  value  in 
the  problem  of  selection.13 

In  summary  it  may  be  stated  that  no  test  is 
yet  available  which  will  predict  the  hypertensive 
patient’s  postoperative  recumbent  blood  pressure 
infallibly.  Although  a block  anesthesia  test 
will  come  nearer  doing  this  than  any  other  single 
procedure,  it  must  be  emphasized  that  the  test 
can  foretell  only  the  immediate  postoperative 
result.  The  height  of  the  blood  pressure  one  or 
more  years  after  sympathectomy  is  largely  de- 
pendent upon  sympathetic  nerve  regeneration 
and  other  factors.  No  test,  therefore,  can  be 
expected  to  indicate  long-range  results  following 
operation. 
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DR.  VAN  SLYKE  HEADS  NATIONAL  HEART  INSTITUTE 


The  National  Heart  Institute  was  established  in 
August  to  combat  heart  disease,  the  nation’s  fore- 
most killer.  Dr.  Cassius  J.  Van  Slyke,  a 47-year- 
old  Public  Health  Service  veteran,  was  named  direc- 
tor. 

The  institute  was  created  by  Congress  to  map  a 
broad  program  of  attack  against  all  types  of  cardio- 
vascular diseases. 

Dr.  Leonard  A.  Scheele,  Surgeon  General,  said  the 


program  will  include  research  by  the  institute’s  statT, 
financial  aid  to  outside  institutions  for  research  and 
training,  fellowships  for  individual  scientists,  and 
Federal  grants-in-aid  and  technical  assistance  to  the 
states  for  heart  disease  services. 

Dr.  Van  Slyke,  former  chief  of  the  research  grants 
and  fellowships  division,  will  be  under  the  general 
supervision  of  Assistant  Surgeon  General  R.  E.  Dyer 
in  his  new  post. 


Case  Reports 


TUBERCULOUS  MENINGITIS  COMPLICATED  BY  PREGNANCY 

E.  G.  Silverman,  M.D.,  and  T.  M.  Feinblatt,  M.D.,  Brooklyn,  New  York 


( From  the  Kings  County  Medical  Division,  Kings  County  Hospital ) 


A SEARCH  of  the  literature  has  failed  to  reveal  a 
1 case  of  tuberculous  meningitis  treated  by 
streptomycin  with  delivery  of  a healthy  baby  and 
subsequent  recovery  of  the  mother.  Such  a case  is 
presented  in  this  report,  along  with  a brief  review 
of  the  other  cases  of  tuberculous  meningitis  en- 
countered at  Kings  County  Hospital  during  the 
past  five  years. 

Of  the  66  cases  reviewed,  there  were  36  men  and 
29  women.  The  average  age  was  twenty-six  and 
seven-tenths  years,  with  the  youngest  fourteen 
months  and  the  oldest  sixty-seven  years. 

In  36  cases,  acid-fast  bacilli  were  found  by  direct 
smear  of  the  spinal  fluid.  In  the  remaining  30 
cases,  the  tubercle  bacillus  was  not  found  on  smear. 
Ten  of  these  were  proved  at  autopsy.  In  the 
remaining  20,  the  diagnosis  was  presumptive,  based 
on  the  clinical  picture  and  the  changes  in  the  spinal 
fluid. 

Six  cases  were  treated  with  streptomycin,  and, 
of  this  group,  the  case  presented  is  the  only  one 
living  at  the  time  of  this  report.  Of  the  sixty  not 
treated  with  streptomycin,  there  were  no  survivors. 

The  average  survival  period  after  hospital  ad- 
mission of  the  untreated  cases  was  15.6  days;  for 
the  patients  treated  with  streptomycin,  the  time 
was  66.8  days. 


Case  Report 

Mrs.  M.  P.,  aged  24,  height  66  inches,  weight  110 
pounds,  a white  woman,  was  admitted  to  a private 
hospital  in  July,  1944,  for  minimal  pulmonary  tuber- 
culosis. She  received  supportive  therapy  and  bed 
rest  for  four  months.  At  the  end  of  this  time,  she 
was  told  that  her  lungs  were  well  enough  for  her 
to  return  home  and  be  treated  by  her  local  physician. 
She  spent  the  following  three  months  in  bed  at  home 
and  was  told,  after  repeated  chest  x-rays,  that  she 
could  gradually  resume  activities. 

She  was  followed  carefully  with  roentgenographic 
studies  at  the  end  of  one  month,  three  months,  and 
finally  at  six-month  intervals.  There  was  no  appar- 
ent change.  Her  last  chest  roentgenogram  was 
taken  in  May,  1947.  There  were  no  changes  from 
the  previous  film. 

On  May  20,  the  patient  noted  headaches  and 
weakness  of  her  lower  extremities.  On  May  30, 
she  was  admitted  to  a private  hospital  following  an 
episode  of  delirium  and  emesis. 

That  hospital  reported  delirium,  high  fever,  neck 
rigidity,  Babinski  sign  present  bilaterally,  and  other 
signs  of  meningeal  involvement.  Spinal  tap  showed 
initial  pressure,  14  mm.  Hg.  There  was  the  appear- 
ance of  ground  glass.  The  cells  showed  150-100 
per  cent,  lymphocytes.  Protein  was  57  mg.;  sugar 


was  60  mg.;  chlorides  were  472  mg.;  smear  was 
negative,  and  pellicje  formation  was  present. 

She  received  4 Gm.  of  streptomycin  intramus- 
cularly over  a four-day  period  while  at  this  hospital 
and  then  was  transferred  to  Kings  County  Hospital. 

The  medical  history  disclosed  the  usual  childhood 
diseases.  In  1938  the  patient  sustained  a fracture 
of  the  right  ankle,  which  was  treated  surgically, 
leaving  an  ankylosed  joint.  Menstruation  began 
at  14  years  of  age  with  a regular  27-day  cycle  and 
three-to-four-day  flow.  Her  last  menstrual  period 
was  January  3,  1947.  There  was  no  known  tuber- 
culosis in  the  family. 

On  admission  to  Kings  County  Hospital  on  June  4, 
1947,  the  patient’s  temperature  was  100  F.,  pulse  90, 
respirations  20,  and  blood  pressure  110/54.  She 
was  fairly  comfortable,  alert,  and  cooperative,  com- 
plaining of  headache. 

Physical  Examination. — The  pupils  were  equal 
and  active.  The  neck  showed  tender  cervical 
adenopathy  (bilateral).  The  lungs  were  clear  to 
percussion  and  auscultation.  The  heart  had  a 
regular  sinus  rhythm,  and  was  not  enlarged  to  per- 
cussion; the  sounds  were  of  good  quality,  and  no 
murmurs  were  heard.  The  abdomen  was  soft  and 
flat  with  no  tenderness.  The  uterus  was  enlarged 
to  the  size  of  a five-month  pregnancy.  The  pelvic 
examination  was  deferred.  The  extremities  showed 
generalized  increased  reflexes  with  flexion  contrac- 
ture; there  was  an  operative  scar  on  the  dorsal 
aspect  of  the  left  foot  and  a foot  drop  on  the  right. 
The  neurologic  examination  disclosed  4 plus 
nuchal  rigidity.  The  Babinski  sign  was  absent 
bilaterally,  while  the  Kernig  sign  was  negative  on 
the  right  and  one  plus  on  the  left.  The  Brudzinski 
sign  was  4 plus. 

Hospital  Course. — In  view  of  the  history,  clinical 
findings,  and  report  on  the  spinal  fluid,  the  diagnosis 
was  possible  tuberculous  meningitis.  She  was 
treated  with  3 Gm.  of  intramuscular  streptomycin 
daily  in  divided  doses.  Lumbar  punctures  were 
performed  daily.  Smears  and  cultures  were  made 
for  acid-fast  bacilli.  On  the  fifth  hospital  day  acid- 
fast  bacilli  were  found  in  the  spinal  fluid  by  the 
Board  of  Health  Laboratories.  After  this,  0.2  Gm. 
of  intrathecal  streptomycin  was  given  daily,  in  addi- 
tion to  the  established  intramuscular  dosage.  No 
other  positive  smears  or  cultures  were  obtained, 
although  all  specimens  were  sent  to  both  the  hos- 
pital laboratory  and  the  Board  of  Health. 

From  the  fifth  hospital  day  (when  acid-fast  bacilli 
were  found  and  intrathecal  streptomycin  begun)  to 
the  twelfth  hospital  day,  the  spinal  fluid  white  blood 
cell  count  gradually  dropped  from  a high  of  2,000  to 
about  300.  It  remained  low  with  slight  fluctu- 
ations. During  this  period  the  patient  improved 
clinically.  . . 

On  the  fifty-first  day  the  patient  appeared  clim- 
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cally  well,  but  the  spinal  fluid  white  blood  cells  rose 
quite  sharply  to  2,500  (mostly  lymphocytes).  This 
demonstrated  a more  active  tubercular  process. 
Intrathecal  streptomycin  was  increased  to  0.3  Gm. 
daily,  with  parenteral  dose  remaining  the  same. 
On  the  next  day  the  white  cell  count  had  dropped  to 
250. 

On  the  fifty-seventh  hospital  day  the  patient 
complained  of  headache,  nausea,  and  pains  in  both 
legs  radiating  downward  from  hips  to  below  the 
knees.  On  the  previous  night  she  had  experienced 
some  vertigo.  There  was  no  tinnitus. 

After  a comfortable  day,  she  suddenly  became 
stuporous  on  the  evening  of  her  sixty-fifth  hospital 
day.  This  lasted  several  hours.  The  next  morning 
she  was  alert  and  cooperative  with  no  subjective 
complaints.  Her  neck  was  supple,  and  only  mini- 
mal neurologic  signs  were  present. 

On  the  sixty-ninth  hospital  day  the  patient  be- 
came lethargic  and  complained  of  headache  and 
emesis.  Intrathecal  streptomycin  was  stopped. 

On  the  seventy-second  day  the  patient  had  been 
asymptomatic  for  two  days.  Intrathecal  strepto- 
mycin was  started  again  at  a dosage  schedule  of  0.3 
Gm.  once  each  day. 

On  the  seventy-fifth  hospital  day  a convulsive 
seizure  developed.  It  started  with  twitching  of  the 
eyelids,  progressed  to  clonic  movements  of  both 
upper  and  lower  extremities.  There  was  frothing 
at  the  nose  and  mouth.  Ten  minutes  later  the 
patient  was  comatose  and  markedly  cyanotic  with 
labored  respirations.  The  chest  was  full  of  moist 
rales,  predominantly  in  the  upper  lung  fields. 
Neurologic  examination  was  unsatisfactory.  The 
neck  was  supple,  and  Babinski  sign  was  absent. 

Impression. — Convulsion  was  probably  secondary 
to  meningeal  irritation  due  to  intrathecal  strepto- 
mycin.1 Intrathecal  streptomycin  was  discon- 
tinued. The  int  ramuscular  dosage  was  not  changed. 

The  patient  improved  rapidly.  Within  a few 
days  she  was  oriented  and  comfortable. 

On  the  ninety-seventh  hospital  day  a healthy 
male  child  was  delivered  with  the  aid  of  low  forceps 
and  under  local  anesthesia. 


The  patient  has  been  completely  asymptomatic 
since  August  17.  The  last  lumbar  puncture  per- 
formed on  December  23  showed  only  30  lympho- 
cytes. 

Audiometric  Examination.- — The  ears  had  both 
drums  and  canals  normal.  There  was  no  mastoid 
tenderness.  Hearing,  according  to  the  Weber  test, 
was  lateralized  to  the  left.  The  Renne  test  disclosed 
that  air  conduction  was  greater  than  bone  conduc- 
tion bilaterally.  The  Schwabach  test  showed  that 
bone  conduction  was  reduced  about  one  half  bi- 
laterally. 

The  vestibular  function  showed  no  spontaneous 
nystagmus.  Caloric  testing  with  ice  water,  40  cc. 
in  15  seconds,  gave  no  response  for  either  ear. 

The  impression  was  of  impaired  hearing  and 
vestibular  function,  central  type,  caused  by  basilar 
meningitis  and  streptomycin  reaction. 

Streptomycin  levels  were:  spinal  fluid,  high  of  31 
units  per  cc.  and  low  of  1 unit  per  cc.;  blood,  a high 
of  16  units  per  cc.  and  a low  of  4 units  per  cc. 

Follow-up. — On  August  20,  1948,  eight  months 
after  leaving  the  hospital,  the  patient  and  baby  are 
living  and  well. 

Summary 

A case  of  tuberculous  mengingitis  complicated  by 
pregnancy,  with  the  delivery  of  a healthy  infant 
and  clinical  arrest  of  the  meningitis,  has  been  pre- 
sented. 

A total  of  315  Gm.  of  streptomycin  was  given 
intramuscularly  over  a period  of  one  hundred 
five  days.  A total  of  15.4  Gm.  of  streptomycin 
was  given  intrathecally  over  a period  of  seventy-two 
days. 

Reference 

1.  Farrington,  Robert  F.,  Hull-Smith,  Harriet,  Bunn, 
Paul  A.,  and  McDermott,  Walsh:  J.A.M.A.  134:  679  (June 

21)  1947. 


PENICILLIN  NAMES  BAFFLE  DOCTORS 
Trade  names  for  penicillin  are  becoming  so  numer- 
ous and  so  confusing  that  even  doctors  cannot  keep 
up  with  the  terminology,  according  to  an  editorial  in 
the  July  17  issue  of  the  Journal  of  the  American 
Medical  Association. 

Doctors  have  to  contend  with  such  titles  as 
Buffecillin,  Duracillin,  Poultrycillin,  Dairyeillin, 
Denticillin,  Pen-Troche,  and  P.O.B.,  the  editorial 
says. 

The  Journal  protested  editorially  in  1946  against 
the  multiple  names  for  the  product.  “Now  comes 
procaine'penicillin  with  a variety  of  titles  that  fail 
to  indicate  the  nature  of  the  product  and  a number  of 
other  penicillins  named  with  relation  to  the  section  of 
the  body  at  which  they  are  aimed.” 

The  editorial,  entitled  “More  Silly  Names  for 
Penicillin  Products,”  follows  in  part: 

“To  select  a rose  from  such  a garden  would  re- 
quire a botanist  with  more  basic  knowledge  of  the 
naming  of  plants  than  most  physicians  possess. 


Perhaps  the  next  step  will  be  numbers  to  correspond 
with  certain  entrances  or  exits  of  the  human  body  ; 
we  may  be  talking  about  ‘cillin  No.  1’  for  the  front 
and  ‘cillin  No.  2’  for  the  rear. 

“In  a previous  editorial  attention  was  called  to 
the  combination  of  the  manufacturer’s  name  with 
‘cillin.’  Since  there  were  almost  30  manufacturers, 
that  offered  almost  30  possibilities.  Now  the 
emphasis  seems  to  be  inclining  toward  the  port  of 
entry  plus  ‘cillin.’ 

“The  Council  on  Pharmacy  and  Chemistry  in 
recent  years  has  tried  to  be  more  than  reasonable 
about  the  acceptance  of  fanciful  names  for  widely 
used  products  of  varying  manufacture.  Even  the 
patience  of  the  proverbial  Job  would  be  tried  by 
contemplation  of  a list  such  as  is  here  cited. 

“In  the  previous  editorial  the  editor  offered  8 to  5 
that  doctors  would  not  guess  the  nature  of  a product 
called  ‘Penioral.’  The  odds  are  improving.  We 
now  offer  5 to  1 on  ‘P.O.B.’  ” 


HEPATITIS  DUE  TO  CINCOPHEN,  WITH  RECOVERY 

Zachary  H.  Benjamin,  M.D.,  New  York  City 
(From  the,  Beth  Israel  Hospital ) 


( 


''PHIS  case  is  being  reported  because  it  shows 
several  interesting  and  unusual  aspects;  the 


rarity  of  the  disease  at  this  time,  the  complete  dis- 
crepancy between  the  clinicopathologic  findings 
and  the  laboratory,  and  a liver  biopsy  during  the 
course  of  the  disease. 

Several  decades  ago,  cincophen  poisoning  was  not 
too  uncommon.  This  was  to  be  ascribed  to  its 
extensive  use  in  gout  and  to  the  fact  that  it  could 
be  purchased  over  the  counter  and  was  an  ingre- 
dient in  many  “cold  remedies”.1  Undoubtedly, 
many  cases  occurred  and  were  not  recognized  as 
such,  since  the  causative  agent  was  not  suspected  or 
known.  In  1936,  Palmer  and  Woodall  collected 
191  reported  cases  with  88  deaths  of  hepatitis  as- 
sociated with  cincophen  administration.2  Since 
that  time  there  have  been  few  cases  reported. 1-3~6 

Palmer  and  Woodall  conclude  that  there  is  no 
safe  way  to  administer  cincophen.2  Cases  have 
been  reported  after  one  or  two  doses  or  after  months 
of  medication  and  even  months  after  cessation  of 
therapy.  The  danger  lies  in  the  abrupt  onset  of 
the  disease  with  no  prodromal  warnings.  The 
pathology  of  the  disease  is  either  that  of  an  acute 
yellow  atrophy,  a hepatitis,  or  a degeneration  of  the 
liver  parenchyma,  which  may  or  may  not  go  on  to 
toxic  cirrhosis.7 


Case  Report 

This  was  the  first  admission  to  Beth  Israel  Hos- 
pital of  a 61-year-old  white  man,  an  executive,  with 
a twelve-day  history  of  jaundice.  The  patient  was 
first  seen  at  home  twelve  days  before  admission  on 
June  29,  1947.  At  that  time  he  had  had  dark- 
colored  urine  for  two  weeks  and  anorexia  and  a bitter 
taste  for  one  week.  Jaundice  and  pruritus  were 
noted  on  the  first  day  the  patient  was  seen.  During 
the  previous  week,  his  stool  had  been  light  yellow. 
The  patient  gave  a history  of  gout,  involving  the 
left  great  toe,  ten  years  ago  and  again  two  months 
before  admission.  For  the  latter  episode,  he  took 
about  200  5-grain  tablets  of  cincophen  in  a three-  to 
four-week  period,  ending  three  weeks  before  the  on- 
set of  jaundice.  There  was  no  previous  history  of 
malaria,  transfusions,  or  other  drugs.  He  had 
poliomyelit  is  at  the  age  of  two  with  residual  bilateral 
equinovarus  deformities. 


Examination  revealed  an  elderly  white  man  in  no 
acute  distress  with  moderate  icterus  of  sclerae  and 
skin.  Blood  pressure  was  130/75,  temperature 
98.4  F.  Head,  neck,  heart,  and  lungs  were  other- 
wise negative,  and  the  liver  and  spleen  were  not 
palpable.  A few  small  hemorrhoids  were  found  on 
rectal  examination,  and  a bilateral  equinovarus  de- 
formity was  noted.  The  patient  was  placed  at  bed 
rest,  and  therapy  consisted  of  a high  protein,  high 
carbohydrate  diet  with  vitamin  and  protein  supple- 
ments and  choline,  methionine,  and  vitamin  K Dy 
mouth.  On  the  following  day,  the  icterus  index  was 
60;  the  cephalin  flocculation  was  negative  in  forty- 
eight  hours,  and  the  urine  was  positive  for  bile  but 
negative  for  urobilinogen. 

During  the  first  week  at  home  the  patient  was 
fairly  comfortable  and  stable,  the  only  complaint 
being  marked  anorexia.  His  stools  were  consist- 
ently light,  except  for  one  day  when  they  were  dark. 
On  occasion  the  liver  edge  could  be  palpated  just 
beneath  the  costal  margin  on  deep  inspiration,  but 
never  was  there  any  tenderness.  The  day  before 
admission  the  jaundice  became  more  intense  and  the 
pruritus  and  anorexia  more  severe.  The  patient 
was  admitted  to  the  hospital  on  July  10,  1947. 

Initial  laboratory  examination  revealed  4,170,000 
red  blood  cells,  13  Gm.  of  hemoglobin,  and  10,900 
white  blood  cells  with  70  per  cent  polymorpho- 
nuclears,  27  per  cent  lymphocytes,  and  3 per  cent 
monocytes.  The  urine  was  negative  except  for  4 
plus  bile.  The  sedimentation  rate  was  46  mm.  in 
one  hour.  Van  den  Bergh  was  direct,  prompt,  18.4 
mg.  per  cent,  cholesterol  188,  cholesterol  esters  96. 
Cephalin  flocculation  was  reported  as  a faint  trace  in 
twenty-four  hours,  2 plus  in  forty-eight  hours.  The 
total  protein  was  7.57  with  albumin-globulin  ratio 
of  1.74,  alkaline  phosphatase  of  8.5  units,  and  a 
prothrombin  time  of  19.9  seconds.  The  serum  amyl- 
ase was  84  and  the  lipase  6.3.  All  subsequent  urine 
urobilinogen  determinations  were  positive  in  a dilu- 
tion of  1 : 20.  All  stool  examinations  were  positive  for 
bile.  The  results  of  the  subsequent  pertinent 
laboratory  tests  are  seen  in  Table  1.  A simple  film 
of  the  abdomen  revealed  no  calculi,  and  a gastro- 
intestinal series  was  essentially  negative.  An  intra- 
venous galactose  tolerance  test  on  July  16,  1947, 
gave  a retention  of  16.5  mg.  per  cent  in  the  seventy- 
five-minute  specimen,  showing  normal  liver  func- 
tion.8-9 A duodenal  drainage  on  July  19,  1947, 
showed  bile  only  in  the  second  specimen  after  in- 


TABLE  1. — Pertinent  Laboratory  Findings 
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18.4 

Trace 

2 plus 

188 

96 

July  15 
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33.6 
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August  13 
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0.2 
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6.80 

2 1 40 
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stillation  of  magnesium  sulfate  and  occult  blood  in 
all  specimens.  For  two  to  three  days  after  the 
duodenal  drainage,  the  stools  were  dark  green  and 
then  reverted  to  a light  yellow.  There  was  a slight 
temporary  drop  in  the  serum  bilirubin  from  33.6  to 
29.7  after  this  occurrence,  but  it  rose  again  to  as  high 
as  34.6.  Subsequent  cephalin  flocculation  tests 
were  never  more  than  a trace  in  forty-eight  hours. 

During  this  period  of  hospitalization  the  patient’s 
temperature  was  always  normal,  but  his  course  was 
progressively  downhill  with  increasing  weakness, 
weight  loss,  anorexia,  some  upper  abdominal  disten- 
sion, nausea,  and  pain.  The  pruritus  was  well  con- 
trolled by  gynergen  at  first  and  then  by  pyribenz- 
amine  in  50-mg.  doses. 

Inasmuch  as  the  evidence  pointed  so  strongly  to 
an  incomplete  or  intermittent  obstructive  jaundice, 
despite  the  history  of  cincophen,  after  suitable  prep- 
aration with  blood  transfusion  and  intramuscular 
vitamin  K,  the  patient  was  operated  on  under  spinal 
anesthesia  on  July  30,  1947,  twenty  days  after  ad- 
mission and  thirty-nine  days  after  the  onset  of  his 
illness.  At  operation  the  entire  extrahepatic  biliary 
tract,  gastrointestinal  tract,  and  pancreas  were 
normal.  The  liver  and  spleen  were  slightly  enlarged, 
the  former  being  firm,  greenish,  and  finely  granular. 
A section  of  liver  was  taken  for  biopsy  and  was  re- 
ported by  Dr.  Henry  Brody  as  follows  (Fig.  1). 

Gross  examination:  Three  tiny  wedges  of  liver, 
deep  brown  in  color  with  numbers  of  gray  dots. 

Microscopic  examination:  The  liver  cells  are 
markedly  swollen,  practically  obliterating  the 
sinusoids.  However,  there  is  no  destruction  of 
the  normal  architectural  arrangement  of  the  liver 
cords;  no  necrosis  is  found.  Many  cells  in  the 
liver  cords  have  larger  than  normal  nuclei;  some 
are  binucleated.  The  cells  show  little  vacuo- 
lation;  they  are  finely  granular.  Some  cells  show 
a central  concentration  of  the  granular  material. 
In  addition,  many  contain  fine,  greenish-brown 
pigment  granulation.  In  the  central  portion  of 
each  lobule  the  bile  canaliculi  are  strikingly  dis- 
tended. Bile  is  also  seen  accumulated  between 
liver  cells  and  within  Kupfer  cells.  The  portal 
spaces  appear  compressed.  There  does  not 
appear  to  be  any  real  increase  in  portal  fibrous 
tissue.  The  portal  areas  all  show  considerable 


Fig.  1.  Photomicrograph  of  liver  biopsy  (hemo- 
toxylin  and  eosin  stain)  showing  cellular  infiltration 
in  portal  area,  intracanalicular  and  intracellular  bile 
stasis,  and  swelling  and  granularity  of  the  liver  cells. 


round  cell  infiltration.  The  portal  bile  ducts  do 
not  appear  to  be  distended,  nor  do  they  contain 
bile  pigment. 

Diagnosis:  Granular  degeneration  of  liver 

cells.  Central  bile  stasis. 

The  patient’s  immediate  postoperative  course 
was  good.  He  was  given  a continuous  intravenous 
injection  of  glucose  in  distilled  water  and  glucose  in 
saline,  to  which  was  added  daily  1,000  cc.  of  paren- 
amine,  10  Gm.  of  methionine,  parentosol,  vitamin  K, 
and  ascorbic  acid.  On  the  second  postoperative 
day  he  began  to  take  small  amounts  of  fluid  and  food 
by  mouth.  By  the  evening  of  the  third  postopera- 
tive day,  he  began  to  have  severe  nausea  and  upper 
abdominal ‘distress,  associated  wnth  increasing  rest- 
lessness. He  was  given  codeine  and  sodium  pheno- 
barbital  for  sedation,  but  by  the  following  day, 
August  3,  1947,  he  gradually  became  semistuporous, 
disoriented,  and,  at  times,  violently  irrational  and 
hallucinatory.  His  temperature  began  to  rise  very 
gradually  up  to  101.6  F.  A sweetish  fetid  odor 
(fetor  hepaticus)  was  noted  that  pervaded  the  entire 
room.  Blood  chemistry  at  this,  time  revealed  no 
essential  change  from  previous  ones,  except  for  con- 
siderable lowering  of  the  total  protein  to  4.32  Gm. 
with  an  albumin-globulin  ratio  of  1.09. 

Therapy  consisted  of  approximately  4,000  to 
5,000  cc.  of  intravenous  fluid  daily,  consisting  of  15 
per  cent  glucose  in  distilled  water,  10  per  cent 
glucose  in  saline,  and  1,000  cc.  of  parenamine.  Ten 
grams  of  methionine,  vitamin  B complex,  and  ascor- 
bic acid  were  added  to  the  intravenous  injection. 
Twenty  to  thirty  units  of  insulin  were  added  to  each 
1,000-cc.  flask  containing  glucose,  and  2 cc.  of  crude 
liver  were  given  intramuscularly  daily. 

The  patient  was  critically  ill  and  almost  mori- 
bound  for  twenty-four  hours,  when  the  temperature 
began  to  drop  and  he  began  to  respond  slowly. 
Three  days  later,  on  August  6,  1947,  he  began  to 
take  small  amounts  of  fluid  by  mouth,  but  his  main 
intake  for  about  one  week  was  intravenous  fluids  as 
above.  His  total  intake  was  kept  between  4,000 
and  5,000  cc.  of  fluid  daily  with  a corresponding 
urinary  output.  Several  transfusions  were  given 
during  this  period.  By  August  7,  1947,  he  was  tak- 
ing small  amounts  of  food  by  mouth  and  was  given 
5 units  of  insulin  before  each  meal  to  stimulate  his 
appetite.  At  this  time  he  still  had  a low-grade 
fever  with  no  signs  of  infection.  The  penicillin  was 
stopped,  and  the  temperature  returned  to  normal  in 
twelve  hours.  During  the  ensuing  few  days,  the  in- 
fusions were  cut  down  as  the  patient  took  more  and 
more  by  mouth.  On  August  10,  1947;  one  hour 
after  intravenous  parenamine,  the  patient  had  a 
severe  chill  with  a rise  in  temperature  to  103.4  F. 
By  August  12,  1947,  he  was  getting  only  1,000  cc.  of 
10  per  cent  glucose  in  distilled  water  with  10  Gm.  of 
methionine.  By  the  following  day  all  the  infusions 
were  stopped.  The  patient  was  then  taking  a full 
high  protein,  high  carbohydrate  diet  with  vitamin 
and  protein  supplements,  methionine  choline,  and 
ferrous  sulfate  by  mouth,  and  2 cc.  of  crude  liver 
intramuscularly  daily.  Following  surgery,  his  bili- 
rubin gradually  dropped  to  12.8  mg.  per  cent.  Ilis 
cephalin  flocculation  was  never  more  than  2 plus  in 
forty-eight,  hours,  and  by  August  15,  1947,  his  stools 
were  consistently  dark  brown  and  his  urine  light  in 
color.  He  was  discharged  from  the  hospital  on 
August  16,  1947.  thirty-eight  days  after  admission, 
to  convalesce  at  home. 

Following  discharge,  the  patient  continued  to  im- 
prove very  rapidly,  in  regard  to  weight,  appetite, 
strength,  and  loss  of  icterus.  He  was  continued  at 
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bed  rest  for  a while  and  then  gradually  allowed  to 
resume  activity,  so  that  by  September  15,  1947,  he 
was  completely  ambulatory  and  by  October  1,  1947, 
he  had  returned  to  his  business  for  short  periods. 
His  jaundice  rapidly  cleared;  by  August  21,  1947, 
it  was  0.5  mg.  per  cent;  September  6,  1947,  0.25  mg. 
per  cent;  October  7,  1947,  0.2  mg.  per  cent;  and 
November  6,  1947,  0.2  mg.  per  cent.  Cephalin 
flocculation  on  November  6,  1947,  was  1 plus  in 
forty-eight  hours.  During  this  period  of  con- 
valescence, the  oral  medication  and  supplements 
and  intramuscular  crude  liver  were  gradually  cut 
down  and  were  completely  eliminated  by  October  1, 
1947,  except  for  vitamin  supplements  and  ferrous 
sulfate.  The  patient  is  now  well  and  moderately 
active  in  business.  At  present  he  shows  ho  sequelae. 

Comment 

The  most  interesting  feature  of  this  case  is  the 
discrepancy  between  the  clinicopathologic  findings 
and  the  laboratory  findings.  The  impairment  of 
excretory  function,  manifested  by  marked  jaundice, 
in  contrast  to  normal  metabolic  function  as  evi- 
denced by  the  cephalin  flocculation,  the  normal 
cholesterol  and  esters,  the  normal  total  protein  and 
albumin-globulin  ratio,  negative  to  normal  urine 
urobilinogens,  normal  prothrombin  times,  normal 
intravenous  galactose  tolerance  test,  and  the  re- 
sponse to  duodenal  drainage,  pointed  to  an  obstruc- 
tive jaundice. 

The  clinicopathologic  findings  in  this  case  are 
quite  similar  to  a series  of  cases,  reported  by  Watson, 
of  infectious  hepatitis  of  the  periacinar  or  cholangio- 
litic  type  which  display  all  the  signs  and  laboratory 
findings  of  a severe  regurgitation  jaundice  with 
little  or  no  evidence  of  impairment  of  metabolic 
liver  function.10  Similar  findings  have  been  re- 
ported in  toxic  hepatitis  due  to  arsenicals  and 
thiouracil.11-12 

This  case  again  serves  to  point  to  the  fact  that 
at  the  present  time  our  battery  of  available  liver 
function  tests  are  not  entirely  adequate  to  detect 
disturbed  liver  metabolism,  and  that  in  occasional 
cases  more  attention  must  be  paid  to  a significant 


fact  in  the  history,  i.e.,  ingestion  of  a known  hepa- 
totoxic  agent,  although  all  the  chemical  findings 
point  in  a different  direction.  In  this  particular 
case,  as  this  patient  had  had  severe  jaundice  for 
about  six  weeks  and  the  evidence  for  obstruction  was 
so  strong,  it  being  felt  that  further  delay  would  not 
be  in  the  best  interest  of  the  patient,  laparotomy 
was  done. 

It  is  difficult  to  estimate  how  large  a part  the 
surgical  procedure  played  in  the  development  of  the 
acute  hepatic  decompensation.  Judging  from  the 
preoperative  course,  it  is  highly  probable  that  the 
sequence  of  events  might  have  been  the  same 
without  surgery.  The  intensive  parenteral  adminis- 
tration of  methionine,  protein,  and  glucose  un- 
doubtedly contributed  to  this  patient’s  prompt  and 
apparently  complete  recovery. 

Summary 

1.  A case  of  hepatitis  due  to  cineophen  is  pre- 
sented. 

2.  The  inability  of  the  laboratory  to  demon- 
strate impairment  of  liver  function  in  a seriously 
damaged  liver  is  shown. 

3.  Complete  recovery  of  a patient  in  acute  liver 
decompensation  followed  the  intensive  parenteral 
administration  of  methionine,  protein,  and  glucose. 
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ENROLLMENT  IN  MEDICAL  CARE  PLANS 

Enrollment  in  nonprofit  prepayment  plans  for 
medical  care  passed  the  8,000,000  mark  during  the 
second  quarter  of  1948.  The  Blue  Shield  enrollment 
report  for  March  31,  1948,  covering  all  nonprofit 
plans  in  the  nation  with  medical  or  Blue  Cross  spon- 
sorship, revealed  a first  quarter  total  of  7,928, 1 28. 

Although  all  nonprofit  plans  were  included  in  the 
tally,  some  of  the  reporting  organizations  are  not 
known  as  Blue  Shield  Plans,  or  alliliated  with  As- 


PASSES  EIGHT  MILLION  MARK 
sociated  Medical  Care  Plans.  Blue  Shield  Plans 
recorded  a total  membership  of  6,473,439  persons, 
approximately  80  per  cent  of  the  grand  total. 

Total  membership  gain  during  the  first  quarter  of 
1948  was  645,222  persons,  representing  a 9.19  per 
cent  increase  over  December  31,  1947. 

Michigan  Medical  Service  continues  to  be  the 
largest  Blue  Shield  Plan  in  the  United  States  with  a 
total  enrollment  of  981,729. 
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Laurance  D.  Redway,  Ossining,  Literary  Editor 
Edward  T.  Wentworth,  Rochester,  Trustee 

Advertising  Advisory  Committee 
Charles  C.  Lieb,  New  York 
Harry  Gold,  New  York 
Walter  A.  Bastedo,  New  York 

Public  Health  and  Education 

O.  W.  H.  Mitchell,  Syracuse,  Chairman 
George  Baehr,  New  York 
Charles  D.  Post,  Syracuse 
Herman  E.  Hilleboe,  Albany,  Advisor 
Harry  S.  Mustard,  New  York,  Advisor 

Blood  Banks  (Subcommittee) 

Lester  J.  Unger,  New  York,  Chairman 
Morris  Maslon,  Glens  Falls 
Eugene  L.  Lozner,  Syracuse 

Cancer  (Subcommittee) 

George  C.  Adie,  New  Rochelle,  Chairman 

Irwin  E.  Siris,  Brooklyn 

Clyde  L.  Randall,  Buffalo 

Victor  C.  Jacobsen,  Troy 

Frank  E.  Adair,  New  York 

Louis  C.  Kress,  Buffalo 

John  S.  Fitzgerald,  Utica 

Dwight  V.  Needham,  Syracuse 

Child  Welfare  (Subcommittee) 

Paul  W.  Beaven,  Rochester,  Chairman 

A.  Clement  Silverman,  Syracuse,  Vice-Chairman 

Charles  A.  Gordon,  Brooklyn 

Albert  D.  Kaiser,  Rochester 

Alexander  T.  Martin,  New  York 

William  J.  Orr,  Buffalo 

Frederick  II.  Wilke,  New  York 

(For  Regional  Chairmen  in  Pediatrics  see  under  Maternal 
Welfare) 

Geriatrics  (Subcommittee) 

Stephen  R.  Monteith,  Nyack,  Chairman 
Scott  Lord  Smith,  Poughkeepsie 
C.  Ward  Crampton,  New  York 
Wardner  D.  Ayer,  Syraouse 

Hard  of  Hearing  and  the  Deaf  (Subcommittee) 

Gordon  D.  Hoople,  Syracuse,  Chairman 
C.  Stewart  Nash,  Rochester,  Vice-Chairman 
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Edmund  P.  Fowler,  New  York 
Marvin  F.  Jones,  New  York 
Karl  W.  Gruppe,  Utica 
Hermann  E.  Bozer,  Buffalo 

Industrial  Health  (Sdbcommittee)  ; also  Accident 

Prevention 

Leonard  Greenburg,  New  York,  Chairman 
David  J.  Kaliski,  New  York 
Stuart  A.  Good,  Buffalo 
Stanley  E.  Alderson,  Albany 

Maternal  Welfare  (Sdbcommittee) 

Charles  A.  Gordon,  Brooklyn,  Chairman 
James  K.  Quigley,  Rochester 
Edward  C.  Hughes,  Syracuse 
Paul  W.  Beaven,  Rochester 

Regional  Chairmen 

Region  One:  New  York,  Richmond,  Bronx 
Obstetrics — George  W.  Kosmak,  New  York 
Pediatrics — Harry  Bakwin,  New  York 
Region  Two:  Kings,  Queens,  Nassau,  Suffolk 
Obstetrics — Harvey  B.  Matthews,  Brooklyn 
Pediatrics — Charles  A.  Weymuller,  Brooklyn 
Region  Three:  Westchester,  Rockland,  Dutchess,  Putnam, 
Orange 

Obstetrics — Julian  Hawthorne,  Rye 
Pediatrics — Reginald  A.  Higgons,  Pt.  Chester 
Region  Four:  Schenectady,  Fulton,  Montgomery,  Scho- 
harie, Greene,  Ulster 

Obstetrics — William  M.  Mallia,  Schenectady 
Pediatrics — James  J.  York,  Schenectady 
Region  Five:  Albany,  Washington,  Saratoga,  Columbia, 
Warren,  Rensselaer 

Obstetrics — Joseph  O’C.  Kiernan,  Albany 
Pediatrics — Hugh  F.  Leahy,  Albany 
Region  Six:  Clinton,  Essex,  Franklin,  St.  Lawrence 
Obstetrics — Edwin  W.  Sartwell,  Plattsburg 
Pediatrics — Sidney  Mitchell,  Plattsburg 
Region  Seven:  Jefferson,  Lewis,  Herkimer,  Hamilton 
Obstetrics — Wendell  D.  George,  Watertown 
Pediatrics — H.  Louis  George,  Jr.,  Watertown 
Region  Eight:  Onondaga,  Oswego,  Oneida,  Madison, 

Cortland,  Cayuga 

Obstetrics — Edward  C.  Hughes,  Syracuse 
Pediatrics — Brewster  C.  Doust,  Syracuse 
Region  Nine:  Broome,  Tioga,  Chenango,  Otsego,  Dela- 
ware, Sullivan 

Obstetrics — Stuart  B.  Blakely,  Binghamton 
Pediatrics— John  B.  Burns,  Binghamton 
Region  Ten:  Monroe,  Orleans,  Wayne,  Livingston, 
Ontario,  Yates,  Seneca 

Obstetrics — Ward  L.  Ekas,  Rochester 
Pediatrics — Albert  D.  Kaiser,  Rochester 
Region  Eleven:  Chemung,  Schuyler,  Steuben,  Tompkins, 
Allegany 

Obstetrics — R.  Scott  Howland,  Elmira. 

Pediatrics — George  R.  Murphy,  Elmira 
Region  Twelve:  Erie,  Niagara,  Chautauqua,  Cattaraugus 
Obstetrics — Lewis  F.  McLean,  Buffalo 
Pediatrics — William  J.  Orr,  Buffalo 

Mental  Hygiene  (Subcommittee) 

S.  Bernard  Wortis,  New  York,  Chairman 
Leslie  A.  Osborn,  Buffalo 
Harry  A.  Steckel,  Syracuse 
George  E.  Lavine,  Rochester 

Nutrition  (Subcommittee) 

Norman  S.  Moore,  Ithaca,  Chairman 
Edgar  C.  Beck,  Buffalo 
Norman  Jolliffe,  New  York 
Elaine  P.  Ralli,  New  York 

Physical  Medicine  (Joint  Subcommittee  of  Public 

Health  and  Education  and  Legislation  Committees) 
(See  Legislation) 

Rehabilitation  (Subcommittee) 

O.  W.  II.  Mitchell,  Syracuse,  Chairman 
Gustave  Aufricht,  New  York 
Ralph  T.  B.  Todd,  Tarrytown 
Charles  M.  Allaben,  Binghamton 
Conrad  Berens,  New  York 
Albert  F.  R.  Andresen,  Brooklyn 
Raymond  E.  Meek,  New  York 

Rheumatic  Fever  (Subcommittee) 

Frederick  H.  Wilke,  Chairman 
Charles  A.  R.  Connor,  New  York 
Maurice  J.  Dattelbaum,  Brooklyn 
Clayton  W.  Greene,  Buffalo 
J.  G.  Fred  Hiss,  Syracuse 
Albert  D.  Kaiser,  Rochester 
George  M.  Wheatley,  New  York 


Public  Relations 

Floyd  S.  Winslow,  Rochester,  Chairman 
George  W.  Fish,  New  York 
Dan  Mellen,  Rome 

Rural  Medical  Service 

Dan  Mellen,  Rome,  Chairman 
Peter  J.  Di  Natale,  Batavia 
Homer  J.  Knickerbocker,  Geneva 

Veterans  Administration,  Liaison  with  the 
Herbert  H.  Bauckus,  Buffalo,  Chairman 
Laurance  D.  Redway,  Ossining 
W.  P.  Anderton,  New  York 
Edward  R.  Cunniffe,  Bronx 
J.  Stanley  Kenney,  New  York 
Dan  Mellen,  Rome 
Joseph  A.  Lane,  Rochester 
George  P.  Farrell,  New  York 

War  Memorial 

James  F.  Rooney,  Albany,  Trustee,  Chairman 
Edward  R.  Cunniffe,  Bronx,  Trustee 
Fenwick  Beekman,  New  York,  Council  Member 
Maurice  J.  Dattelbaum,  Brooklyn,  Council  Member 

Woman’s  Auxiliary 

Fenwick  Beekman,  New  York,  Chairman 
Nathan  B.  Van  Etten,  Bronx 
Elton  R.  Dickson,  Binghamton 

Workmen’s  Compensation 

J.  Stanley  Kenney,  New  York,  Chairman 
Joseph  P.  Henry,  Rochester 
Norman  S.  Moore,  Ithaca 
Advisory  Subcommittee 
Fenwick  Beekman,  New  York,  Chairman 
Joseph  A.  Manzella,  New  York 
Stanley  E.  Alderson,  Albany 
Walter  S.  Bennett,  Granville 
Dwight  V.  Needham,  Syracuse 
Charles  D.  Squires,  Binghamton 
Joseph  A.  Lane,  Rochester 
Guy  S.  Philbrick,  Niagara  Falls 


Special  Committees  1948-1949 

Malpractice  Insurance  and  Defense  Board 
Leo  F.  Schiff,  Plattsburg,  term  expires  1949 
Chas.  Gordon  Heyd,  New  York,  term  expires  1950 
John  F.  Kelley,  Utica,  term  expires  1951 
Christopher  Wood,  White  Plains,  term  expires  1952 
Thomas  M.  D’Angelo,  Flushing,  term  expires  1953 
VV.  P.  Anderton,  New  York,  ex-officio 
James  R.  Reuling,  Bayside,  ex-ofEcio 
Harry  F.  Wanvig,  New  York,  ex-officio 
William  F.  Martin,  New  York,  ex-officio 

Planning  Committee  for  Medical  Policies 
Leo  F.  Simpson,  Rochester 
John  J.  Masterson,  Brooklyn 
W.  P.  Anderton,  New  York 
Albert  F.  R.  Andresen,  Brooklyn 
William  H.  Ross,  Brentwood 
Norman  S.  Moore,  Ithaca 
Walter  W.  Mott,  White  Plains 
O.  W.  H.  Mitchell,  Syracuse 
J.  Stanley  Kenney,  New  York 
Peter  J.  Di  Natale,  Batavia 
A.  H.  Aaron,  Buffalo 

Prize  Essays 

Armitage  Whitman,  New  York,  Chairman 
(Two  members  to  be  appointed) 

Alcoholism 

Milton  G.  Potter,  Buffalo,  Chairman 
Henry  W.  Miller,  Brewster 
Raymond  F.  Kircher,  Albany 
John  L.  Norris,  Rochester 
Irving  J.  Sands,  Brooklyn 

Emergency  Preparedness  Committee 

Thomas  A.  McGoldrick,  Brooklyn,  Chairman 

Chas.  Gordon  Heyd,  New  York 

John  Scudder,  New  YoVk 

O.  W.  H.  Mitchell,  Syracuse 

Floyd  S.  Winslow,  Rochester 

Herman  E.  Hilleboe,  Albany 

Abraham  M.  Rabiner,  Brooklyn 

J.  W.  Howland,  Rochester 


NECROLOGY 


Edward  Joseph  Bedell,  M.D.,  of  Delmar,  died  on 
September  23  at  the  age  of  eighty-four.  Dr.  Bedell 
was  graduated  from  Albany  Medical  College  in  1893 
and  had  practiced  medicine  in  Bethlehem  for  more 
than  fifty  years.  Dr.  Bedell  retired  last  year  after 
serving  as  health  officer  of  the  town  for  twenty 
years. 

Willis  S.  Cooke,  M.D.,  of  Cazenovia,  died  on 
September  2.  Dr.  Cooke  was  graduated  from  New 
York  University  School  of  Medicine  in  1898  and 
served  as  a major  during  World  War  I.  He  was  a 
retired  member  of  the  New  York  State  Compensa- 
tion Board  and  had  formerly  practiced  in  Otsego 
and  Oneonta. 

Paul  Dineen,  M.D.,  New  York,  died  on  September 
20.  He  was  sixty  years  old.  Dr.  Dineen  was  graduated 
from  the  College  of  Physicians  and  Surgeons,  Colum- 
bia University,  in  1919,  and  was  elected  to  the  na- 
tional honorary  medical  society,  Alpha  Omega 
Alpha.  A first  lieutenant  during  World  War  I,  he 
received  the  French  Croix  Epidemies  for  his  service 
with  the  9th  Base  Hospital  in  France.  Director  of 
of  the  department  of  medicine  of  the  International 
Telephone  and  Telegraph  Corporation  since  1928, 
Dr.  Dineen  had  taught  experimental  and  clinical 
surgery  at  New  York  Hospital  since  1932.  He  also 
served  as  an  associate  surgeon  on  the  staff  of  this 
hospital.  In  1946  he  was  president  of  the  surgical 
section  of  the  New  York  Academy  of  Medicine  and 
was  a member  of  its  advisory  board  until  his  death. 
Dr.  Dineen  was  a member  of  the  American  Medical 
Association,  the  New  York  Academy  of  Medicine, 
the  New  York  Surgical  Society,  and  the  New  York 
State  and  County  Medical  Societies. 

James  Maurice  Downey,  M.D.,  died  on  Septem- 
ber 1 2 at  his  home  in  Brooklyn . H is  age  was  seventy- 
nine.  Dr.  Downey  was  graduated  from  the  Long 
Island  College  Hospital  in  1891  and  interned  at  St. 
Mary’s  Hospital,  Brooklyn.  Dr.  Downey  was 
senior  attending  surgeon  of  the  Holy  Family  Hospi- 
tal, Brooklyn,  and  a consultant  surgeon  on  the  staff 
of  Mercy  Hospital,  Rockville  Centre.  An  honorary 
police  surgeon,  former  president  of  the  Brooklyn 
Surgical  Society,  and  a fellow  of  the  American  Col- 
lege of  Surgeons,  he  was  also  a member  of  the 
American  Medical  Association,  the  Brooklyn  Surgi- 
cal Society,  and  the  New  York  State  and  County 
Medical  Societies. 

John  William  Edwards,  M.D.,  seventy-nine,  of 
Brooklyn,  died  on  September  19.  A physician  in 
Brooklyn  for  more  than  forty  years,  Dr.  Edwards 
was  graduated  from  the  Long  Island  College  Hospi- 


tal in  1907  and  for  many  years  was  on  the  staff  of 
Swedish  Hospital,  Brooklyn.  During  the  Spanish- 
American  War,  Dr.  Edwards  served  as  hospital 
steward  for  the  114th  Provisional  Regiment  and 
during  World  War  II  was  chief  surgeon  of  the  New 
York  Police  Reserves.  Dr.  Williams  was  a member 
of  the  American  Medical  Association  and  the  New 
York  State  and  Kings  County  Medical  Societies. 

William  Christian  Hager,  M.D.,  a physician  in 
Brooklyn  for  more  than  forty  years,  died  on  Septem- 
ber 12.  He  was  eighty-two  years  old.  Dr.  Hager 
was  graduated  from  the  Long  Island  College  Hospi- 
tal in  1896.  He  had  retired  from  practice  two  years 
ago. 

Benjamin  Kaufman,  M.D.,  aged  fifty-seven,  of 
Brooklyn,  died  on  June  20.  Dr.  Kaufman  was 
graduated  from  University  and  Bellevue  Medical 
College  in  1912  and  interned  at  Beth  Israel  Hospital. 
New  York  City.  He  served  as  an  associate  attend- 
ing surgeon  at  Israel  Zion  Hospital,  Brooklyn,  and 
was  a member  of  the  American  Medical  Association 
and  the  New  York  State  and  Kings  County  Medical 
Societies. 

Louise  Hopkins  Meeker,  M.D.,  of  Scarsdale,  died 
on  September  21  at  the  age  of  sixty-nine.  Dr. 
Meeker  wras  graduated  from  Boston  University 
School  of  Medicine  in  1906  and  served  as  assistant 
professor  of  pathology  on  the  staff  of  New  .York 
Post-Graduate  Medical  School  and  as  associate  at- 
tending pathologist  in  the  New  York  Post-Graduate 
Hospital  and  Dispensary  from  1917  until  her  retire- 
ment in  1946.  Dr.  Meeker,  a diplomate  of  the 
American  Board  of  Pathology,  w7as  a member  of  the 
American  Medical  Association,  the  American  Asso- 
ciation of  Pathologists  and  Bacteriologists,  the  New 
York  Academy  of  Medicine,  the  New  York  Path- 
ological Society,  and  the  New  York  State  and  West- 
chester County  Medical  Societies. 

Homer  W.  Smith,  M.D.,  of  Rochester,  died  on 
September  5.  He  was  sixty-three  years  old.  Dr. 
Smith  was  graduated  from  the  University  of  Buffalo 
School  of  Medicine  in  1913.  Dr.  Smith  was  a former 
president  of  Park  Avenue  Hospital,  Rochester,  where 
he  also  served  as  pathological  surgeon.  He  was  a 
physician  on  the  staff  of  Monroe  County  Infirmary 
and  a former  member  of  the  Rochester  Health 
Bureau.  During  World  War  II  he  was  examining 

liysician  for  Selective  Service  in  Rochester.  Dr. 

mith  was  a member  of  the  American  Medical 
Association,  the  Rochester  Academy  of  Medicine, 
and  the  New  York  State  and  Monroe  County  Medi- 
cal Societies. 


BCG  inoculation  is  worthwhile  in  tuberculin  nega- 
tive individuals  liable  to  exposure  to  tuberculosis; 
but  because  its  protection  is  only  partial,  vaccina- 
tion should  be  done  on  an  individual  basis. — Ex- 
change 


The  average  age  of  patients  dying  of  tuberculosis 
today  is  over  forty. — Exchange 

Frequent  chest  colds  are  suggestive  of  bronchi- 
ectasis.— Exchange 
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Appoint  Advisory  Council  on  Mental  Health 


A PPOINTMENT  of  an  advisory  council  to 
assist  the  Department  of  Mental  Hygiene  in 
the  expansion  of  the  State’s  mental  health  program 
to  cope  with  growing  community  needs  was  an- 
nounced by  Dr.  Frederick  MacCurdy,  Commissioner 
of  Mental  Hygiene,  with  the  approval  of  Governor 
Dewey. 

The  council  represents  various  aspects  of  com- 
munity activity  in  the  fields  of  psychiatry,  social 
welfare,  general  medicine,  and  public  health. 

The  council,  which  will  meet  monthly  with  Dr. 
MacCurdy,  conducted  its  initial  meeting  Septem- 
ber 15.  Dr.  Howard  W.  Potter,  professor  of  psychia- 
try at  the  Long  Island  Medical  College,  is  chairman 
of  the  council,  other  members  being:  Dr.  Edward 
A.  Spar,  psychiatrist  in  private  practice  and  consult- 
ing neurologist  of  Buffalo;  Dr.  S.  Bernard  Wortis, 
consultant  in  mental  hygiene  to  the  United  States 
Public  Health  Service  and  professor  of  psychiatry  at 
New  York  University  College  of  Medicine,  who 
represents  the  New  York  State  Medical  Society; 
Dr.  J.  Lawrence  Pool,  neurosurgeon,  Neurological 


Institute,  New  York  City;  Dr.  L.  Whittington 
Gorham,  formerly  physician-in-chief  at  Albany  Hos- 
pital and  professor  of  medicine  at  Albany  Medical 
College;  Marian  F.  McBee,  psychiatric  social 
worker  and  executive  secretary  of  the  New  Y ork  Com- 
mittee on  Mental  Hygiene  of  New  York  City; 
Ralph  King,  president  of  the  New  York  State 
County  Welfare  Association,  of  Elizabethtown,  and 
Judge  Henry  J.  A.  Collins  of  the  Nassau  County 
Children’s  Court. 

Dr.  MacCurdy  said  that  the  council  will  assist 
him  and  his  staff  in  a number  of  projects,  including  a 
more  comprehensive  educational  program  to  pro- 
mote the  mental  health  of  children  and  development 
of  plans  in  cooperation  with  hospital  groups  for 
greater  provision  for  care  of  mentally  ill  patients  in 
general  hospitals. 

Facilities  for  child  guidance  and  mental  health 
clinics  will  be  studied  as  a step  toward  amplifying 
the  program  for  mental  health  among  children.  The 
council  and  the  department  will  study  community 
requests  for  aid. 


Examination  Announced  for  Medical  Officer  Positions 


THE  United  States  Civil  Service  Commission  has 
announced  an  examination  for  filling  Medical 
Officer  positions  in  Washington,  D.C.,  through  the 
United  States,  and  in  the  Panama  Canal  Zone,  at 
salaries  ranging  from  $4,479  to  $6,235  a year. 
Positions  in  the  following  fields  of  medicine  will  be 
filled  from  this  examination:  general  practice; 

anesthesia;  aviation  medicine;  bacteriology  (medi- 
cal); cancer,  research  and  diagnosis  and  treatment; 
cardiology;  dermatology;  epidemiology;  gyne- 
cology; internal  medicine  and  diagnosis;  maternal 
and  child  health,  obstetrics  and  pediatrics;  medical 
pharmacology;  neurology;  neuropsychiatry;  occu- 
pational health  and  medicine;  ophthalmology; 
otolaryngology;  pathology;  physical  medicine; 
physiology ; psychiatry ; public  health,  general  and 
veneral  disease  control;  roentgenology;  surgery — 
chest,  general,  orthopedic,  and  plastic;  tuberculosis; 
urology;  administrative  medicine,  and  adjudicative 
medicine. 

No  written  test  is  required  to  qualify  for  the  posi- 
tions. Applicants  must  be  graduates  of  a medical 


school  and  must  be  currently  licensed  to  practice 
medicine  and  surgery.  (The  requirement  of  a cur- 
rent license  will  be  waived  for  certain  persons  and 
positions.)  For  positions  paying  $4,479  and  $5,232, 
applicants  must  have  completed  a full  internship, 
either  general  rotating  or  in  a specialty  (this  require- 
ment is  waived  for  some  positions) ; and  for  positions 
paying  $5,232  and  $6,235,  they  must  have  had  pro- 
fessional medical  experience.  Maximum  age  limits 
for  these  positions  are  as  follows:  For  Panama 

Canal  Service,  forty-five  years;  for  Indian  Service, 
fifty  years;  for  other  agencies,  sixty-two  years. 
For  persons  entitled  to  veteran  preference,  the 
forty-five  and  fifty-year  age  limits  are  waived  to 
sixty-two  years  and  the  sixty-two  year  age  limit  is 
waived  without  limitation. 

Interested  persons  may  obtain  information  and 
application  forms  from  most  first  and  second  class 
post  offices,  from  Civil  Service  regional  offices,  or 
from  the  U.S.  Civil  Service  Commission,  Washington 
25,  D.C.  Applications  will  be  accepted  in  the  Com- 
mission’s Washington  office  until  further  notice. 


Prize  Awards  for  Essays  Announced 


THE  American  Goiter  Association  again  offers 
the  Van  Meter  Prize  Award  of  $300  and  two  honor- 
able mentions  for  the  best  essays  submitted  concern- 
ing original  work  on  problems  related  to  the  thyroid 
gland.  The  award  will  be  made  at  the  annual  meet- 
ing of  the  Association  which  will  be  held  in  Madison, 
Wisconsin,  May  26,  27,  and  28,  1949,  providing  es- 
says of  sufficient  merit  are  presented  in  competition. 

The  competing  essays  may  cover  either  clinical  or 
research  investigations,  should  not  exceed  3000 
words  in  length,  must  be  presented  in  English,  and  a 


typewritten  double-spaced  copy  sent  to  the  corre- 
sponding secretary,  Dr.  T.  C.  Davison,  207  Doctors 
Building,  Atlanta  3,  Georgia,  not  later  than  March 
15,  1949.  The  committee  who  will  review  the 
manuscripts  is  composed  of  men  well  qualified  to 
judge  the  merits  of  the  competing  essays. 

A place  will  be  reserved  on  the  program  of  the 
annual  meeting  for  presentation  of  the  Prize  Award 
Essay  by  the  author  if  it  is  possible  for  him  to 
attend.  The  essay  will  be  published  in  the  annual 
proceedings  of  the  Association.  This  will  not  pre- 
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vent  its  further  publication,  however,  in  any  journal 
selected  by  the  author. 


The  American  Urological  Association  offers  an 
annual  award  of  $1,000  (first  prize  of  $500,  second 
prize  $300,  and  third  prize  $200)  for  essays  on  the 
result  of  .some  clinical  or  laboratory  research  in 
urology.  Competition  shall  be  limited  to  urolo- 
gists who  have  been  in  such  specific  practice  for  not 


more  than  live  years  and  to  residents  in  urology  in 
recognized  hospitals. 

The  first  prize  essay  will  appear  on  the  program 
of  the  forthcoming  meeting  of  the  American  Urologi- 
cal Association,  to  be  held  at  the  Biltmore  Hotel  in 
Los  Angeles,  May  16  to  19,  1949. 

For  full  particulars  write  the  secretary,  Dr. 
Thomas  D.  Moore,  899  Madison  Avenue,  Memphis 
3,  Tennessee.  Essays  must  be  in  his  hands  before 
February  15,  1949. 


MEETINGS 

PAST 


' 

Eastern  New  York  Eye,  Ear,  Nose  and  Throat 
Association 

A clinic  day,  held  on  October  7,  opened  the  fall 
activity  for  the  Eastern  New  York  Eye,  Ear,  Nose 
and  Throat  Association,  with  the  group  meeting  at 
the  Albany  Hospital,  Albany.  The  evening  pro- 
gram included  a dinner  at  the  Albany  Country  Club, 
followed  by  an  address  by  Dr.  Charles  J.  Imperatori 
on  “Problems  bracing  the  Otolaryngologist,” 

New  York  Council  of  Surgeons 

Dr.  George  Schwartz  presented  a paper  on  “Im- 
mediate Therapeutic  Approach  to  the  Common 
Cardiac  Emergencies”  at  a meeting  sponsored  by  the 


New  York  Council  of  Surgeons,  held  September  21 
at  the  Parkchester  General  Hospital,  Bronx. 

At  the  session  on  September  28,  at  the  Park- 
chester General  Hospital,  Dr.  Harry  Wallerstein, 
hematologist  at  Jewish  Memorial  Hospital,  Brooklyn, 
spoke  on  “Management  of  Erythroblastosis  Fetalis.” 

New  York  Psychoanalytic  Society 

The  309th  meeting  of  the  New  York  Psycho- 
analytic Society  was  held  September  28  in  New  York 
City.  Dr.  Gustav  Bychowski  presented  a paper  on 
“Neurotic  Obesity.”  The  talk  was  followed  by  an 
executive  session. 


FUTURE 


Syracuse  Academy  of  Medicine 

Postgraduate  instruction  arranged  by  the  Council 
Committee  on  Public  Health  and  Education  of  the 
State  Medical  Society,  in  cooperation  with  the  State 
Department  of  Health,  will  be  given  for  the  Syracuse 
Academy  of  Medicine  on  Tuesday  night,  October  19, 
at  8:30  p.iyi.  at  the  University  Club,  Syracuse. 

Dr.  Isadore  Snapper,  clinical  professor  of  medi- 
cine at  Columbia  University,  College  of  Physicians 
and  Surgeons,  and  director  of  medical  education  at 
Mt.  Sinai  Hospital,  New  York  City,  will  speak  on 
“Osseus  Manifestation  of  Medical  Diseases.” 

Metropolitan  New  York  Chapter,  Association  of 
Military  Surgeons  of  the  United  States 

A symposium  on  “Rehabilitation”  will  be  held 
Wednesday  night,  October  27,  at  8 : 30  p.m.  at  the 
New  York  University-Bellevue  Institute  of  Rehabili- 
tation and  Physical  Medicine,  325  East  38th  Street, 
New  York  City,  as  the  first  of  the  fall  meetings  of 
the  Metropolitan  New  York  Chapter,  Association 
of  Military  Surgeons  of  the  United  States.  The 
symposium  will  include  a demonstration  of  “Dynamic 
Therapeutics  in  Chronic  Disease.” 

Program  for  the  symposium  includes:  “Rehabili- 


tation— Its  Place  in  the  Practice  of  Medicine,”  Dr. 
Howard  A.  Rusk,  director,  New  York  University- 
Bellevue  Institute  of  Rehabilitation  and  Physical 
Medicine;  “Rehabilitation — Its  Place  in  the 

General  Hospital,”  Dr.  Donald  A.  Covalt,  clinical 
director  of  the  Institute;  “Some  Emotional  Factors 
in  Physical  Disability,”  Dr.  Morris  Grayson,  direc- 
tor of  psychiatric  research  at  the  Institute,  and 
“Rehabilitation  of  Motor  Disabilities,”  Dr.  George 
G.  Deaver,  professor  of  clinical  rehabilitation  and 
physical  medicine,  New  York  University  College  of 
Medicine,  with  demonstration  of  patients  by  Dr. 
Deaver  and  staff. 

Inter-American  Congress  on  Brucellosis 

The  second  Inter- American  Congress  on  Brucel- 
losis will  be  held  from  November  17  to  20  in  Men- 
doza, Argentina,  and  from  November  22  to  26  in 
Buenos  Aires.  Dr.  Harold  J.  Harris,  New  York 
City,  will  attend  the  Congress  and  read  a paper  on 
“Recent  Advances  in  the  Diagnosis  and  Treatment 
of  Brucellosis.” 

Further  information  may  be  obtained  from  the 
president  of  the  American  Committee,  Alice  Evans, 
2001  Connecticut  Avenue,  N.W.,  Washington,  D.C. 


PERSONALITIES 


Honored 

Dr.  Lewis  X.  Fitz  Simmons,  Pulteney,  by  the 
Steuben  County  Medical  Society,  on  his  completion 
of  fifty-eight  years  of  active  practice. 

Awarded 

Dr.  Richard  Kovacs,  New  York  City,  the  Dis- 
tinguished Service  Key  and  Citation  from  the 


American  Congress  of  Physical  Medicine,  “in 
recognition  of  his  contributions  to  the  advancement 
of  the  science  and  art  of  physical  medicine  as  a 
writer  of  outstanding  distinction,  and  particularly  as 
editor  of  the  Year  Book  of  Physical  Medicine." 

Appointed 

Dr.  Robert  C.  Berson,  Rye,  as  assistant  dean  of 
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the  University  of  Illinois  College  of  Medicine,  and  as 
assistant  director  of  clinics  for  the  University  of 
Illinois  hospitals ...  Dr.  Malcolm  A.  Bouton,  dis- 
trict State  health  officer,  to  the  post  of  city  health 
commissioner  of  Schenectady ..  .Dr.  Herman  E. 
Hilleboe,  State  commissioner  of  health,  as  director 
of  the  new  Department  of  Preventive  Medicine  and 
Public  Health,  Albany  Medical  College. . .Dr.  Ray 
E.  Trussed,  epidemiologist  in  the  State  Health 
Department,  as  professor  of  preventive  medicine  and 
public  health,  Albany  Medical  College ...  Dr. 
Cornelius  H.  Traeger,  New  York  City,  as  medical 
director  of  the  National  Multiple  Sclerosis  Society 
. .Dr.  William  L.  Watson,  chief  surgeon  of  the 
Thoracic  Surgical  Service,  Memorial  Hospital 
Center  for  Cancer  and  Allied  Diseases,  New  York 
City,  as  associate  professor  of  surgery,  New  York 
University  College  of  Medicine. 

Elected 

Dr.  William  G.  Keens,  Albany,  as  grand  medecin 
of  the  Grand  Voiture,  40  and  8 Society  of  New 
York. 

Speakers 

Dr.  Arthur  J.  Bedell,  Albany,  a series  of  three 
lectures  at  the  meeting  of  the  Pan  Pacific  Surgical 
Association  in  Honolulu,  Hawaii,  August  30  to 
September  13.  . Dr.  Theodore  R.  Miller,  New  York 
City,  on  “Treatment  of  Malignant  Melanoma  and 
Symptomatology  of  Gastric  Cancer”  at  the  annual 
meeting  of  the  Utah  State  Medical  Association  held 
in  Cedar  City,  Utah,  on  September  2,  3,  and  4 . . . 


Dr.  Bernard  Roswit,  director  of  the  radio-isotope 
section  of  the  Veterans  Administration  Hospital  in 
the  Bronx,  on  “Use  of  Radio-isotopes  in  Diagnosis 
and  Treatment  of  Cancer  and  Certain  Blood  Dis- 
eases” at  a meeting  of  the  Dora  Paul  Fund  for 
Cancer  Research,  September  22  in  New  York  City. . . 
Dr.  George  T.  Pack,  New  York  City,  on  “Recent 
Advances  in  the  Treatment  of  Gastrointestinal 
Cancer”  at  the  meeting  of  the  Montgomery  County 
Medical  Society,  Silver  Spring,  Maryland,  on  Sep- 
tember 21. 

New  Officers 

Dr.  Jack  F.  Bailey,  Mansfield,  Pennsylvania,  who 
was  attached  to  the  First  Division  of  the  U.S.  Marine 
Corps  during  the  war  and  saw  extensive  service  in 
the  Southwest  Pacific,  general  practice  in  Owego . . . 
Dr.  Charles  Friedman,  Poughkeepsie,  formerly  on 
the  surgical  staff  of  the  Army  General  Hospitals  in 
India,  general  practice  in  Highland. . .Dr.  Joseph 
Isenstead,  Sharon  Springs,  general  practice  in  Pala- 
tine Bridge. . .Dr.  Clyde  L.  Nagle,  Navy  veteran, 
general  practice  in  Elmira.  . .Dr.  John  B.  Phillips, 
battalion  surgeon  in  the  European  theater  during 
the  war,  practice  of  obstetrics  and  gynecology  in 
Schenectady ...  Dr.  Charles  Lee  Sprinkle,  former 
medical  officer  with  the  Fleet  Marine  Corps  over- 
seas, practice  of  internal  medicine  in  Ithaca . . . Dr. 
L.  J.  Strobino,  Bethel,  Connecticut,  Army  veteran 
who  served  as  chief  of  orthopedic  service  with  the 
52nd  Station  Hospital  in  North  Africa  and  Italy, 
practice  of  orthopedic  and  traumatic  surgery'  in 
Utica. 


COUNTY  NEWS 


Albany  County 

The  first  fall  meeting  of  the  Albany  County 
Medical  Society  was  held  September  22  at  the 
Albany  College  of  Pharmacy.  Dr.  Edward  S. 
Goodwin,  associate  professor  of  pediatrics  at  Albany 
Medical  College  and  attending  pediatrician  at 
Albany  Hospital,  gave  the  vice-presidential  address 
on  “Glycogen  Storage  Disease.” 

On  September  16  members  of  the  Albany  County 
Medical  Society  joined  with  the  Albany  County  Bar 
Association  for  a field  day  at  Wolferts  Roost.  Dr. 
Sheldon  Church  was  chairman  of  the  Medical 
Society  committee,  which  included  Drs.  John 
J.  Marra,  Christopher  Staler,  Jr.,  James  H.  Flynn, 
Arthur  W.  Rupert,  Edgar  N.  Kemp,  and  Victor 
N.  Tompkins.  Dr.  John  J.  Clemmer  is  president  of 
the  Society. 

Columbia  County 

Dr.  Edward  F.  Ilartung,  assistant  clinical  profes- 
sor of  medicine  and  chief  of  the  division  of  arthritis, 
New  York  Post-Graduate  Medical  School,  New 
York  City,  addressed  the  meeting  of  the  Columbia 
County  Medical  Society  held  October  5 at  the  St. 
Charles  Hotel,  Hudson.  His  topic  was  “Newer 
Aspects  in  the  Treatment  of  Arthritis.”  The  post- 
graduate instruction  was  arranged  by  the  State 
Society  Committee  on  Public  Health  and  Education 
with  the  cooperation  of  the  State  Department  of 
Health. 

Fulton  County 

As  a program  of  postgraduate  instruction,  Dr. 
Walter  F.  Rogers,  Jr^  instructor  in  medicine  at  the 
Syracuse  University  College  of  Medicine,  addressed 


the  meeting  of  the  Fulton  County  Medical  Society 
held  September  23  in  Gloversville.  His  subject  was 
“The  Management  of  Diabetes.” 

Jefferson  County 

“Lesions  of  the  Esophagus”  was  the  topic  of  Dr. 
Walter  F.  Bugden,  clinical  associate  professor  of 
surgery,  Syracuse  University  College  of  Medicine, 
when  he  spoke  before  the  October  14  meeting  of  the 
Jefferson  County  Medical  Society  in  Watertown. 

The  postgraduate  instruction  was  arranged  by 
the  Council  Committee  on  Public  Health  and  Educa- 
tion of  the  State  Society,  in  cooperation  with  the 
State  Health  Department. 

Niagara  County 

The  Tuberculosis  and  Health  Association  of 
Niagara  County,  in  cooperation  with  the  Niagara 
County  Medical  Society,  has  announced  the  begin- 
ning of  a series  of  radio  health  broadcasts  entitled 
“Why  Do  You  Worry,’  arranged  through  Station 
WHLD.  The  first  broadcast  was  held  September 
6,  and  the  program  will  continue  weekly  for  twelve 
weeks. 

Onondaga  County 

Dr.  Leo  M.  Taran,  director,  St.  Francis  Sana- 
torium for  Cardiac  Children,  Roslyn,  Long  Island, 
addressed  the  meeting  of  the  Onondaga  County 
Medical  Society  October  5 in  Syracuse  on  “The 
Treatment  of  Rheumatic  Fever.”  The  program 
was  postgraduate  instruction  arranged  by  the  State 
Society  Committee  on  Public  Health  and  Education 
with  the  cooperation  of  the  State  Department  of 
Health. 

[Continued  on  page  2292] 
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THE  NEW  STRENGTH 


\ — ll/z  gr.  enteric-coated,  green 

tablets  with  /4  gr.  phenobarbital,  has  been  formulated 
for  physicians  wishing  to  prescribe  the  same  effective 
amount  of  Theobromine  Sodium  Acetate,  but  with  less 
amount  of  sedative. 


Complete  List  of  Potencies — 

THESODATE 

(7)$  gr.)  0.5  Gm.*  or  (3 % gr.)  0.25  Gm.' 

THESODATE  WITH  PHENOBARBITAL 

(7)4  gr.)  0.5  Gm.  with  ()4  gr.)  30  mg.  * 

(7)4  gr)  0.5  Gm.  with  04  gr.)  15  mg. 

(3)4  gr  ) 0.25  Gm.  with  ()4  gr.)  15  mg  * 

THESODATE,  POTASSIUM  IODIDE,  PHENOBARBITAL 

(5  gr.)  0.3  Gm.  (2  gr.)  0.12  Gm.  * gr.)  15  mg. 

• Supplied  also  in  cap6ules  (not  enteric-coated)  for  supplementary  medication 


PROVIDES  A WIDE  RANGE  OF  AN  EFFECTIVE  MEDIUM 
FOR  TREATMENT  IN  CORONARY  DISEASE. 


for  literature  and  samples  write  ta  Sales  and  Service  Dept. 


\ BREWER  & COMPANY,  Inc. 

WORCESTER  4,  MASS.,  U.  S.  A. 
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[Continued  from  page  2290)  . 

Queens  County 

William  L.  Laurence,  science  news  editor  for  the 
New  York  Times , spoke  on  “The  Promise  of  Atomic 
Energy  in  Human  Welfare”  at  the  joint  meeting  of 
the  Queens  County  Medical  Society  and  the  Queens- 
boro  Tuberculosis  and  Health  Association  held 
September  28  in  the  Medical  Society  building. 

On  October  1,  Dr.  Joseph  H.  Siris,  attending 
neurosurgeon  at  Flushing,  Jamaica,  and  Brooklyn 
Jewish  Hospitals  and  associate  neurosurgeon  at 
Queens  General  Hospital,  spoke  on  “Ruptured 
Lumbar  Disk  and  Sciatica”  as  a program  arranged 
by  the  Society’s  Committee  on  Graduate  Education. 

Richmond  County 

Postgraduate  instruction  arranged  for  the  Rich- 
mond County  Medical  Society  by  the  State  Society 
with  the  cooperation  of  the  State  Health  Department 
includes:  November  10 — “Physiologic  Studies  of 
Toxemias  of  Pregnancy,”  Dr.  Howard  C.  Taylor,  Jr., 
professor  of  obstetrics  and  gynecology,  Columbia 
University,  College  of  Physicians  and  Surgeons; 
December  8 — symposium  on  “Heart  Disease  and 
Pregnancy,”  Dr.  Edward  P.  Maynard,  Jr.,  professor 
of  clinical  medicine,  Long  Island  College  of  Medicine, 
Brooklyn,  and  Dr.  J.  Thornton  Wallace,  clinical 
professor  of  obstetrics  and  gynecology,  Long  Island 
College  of  Medicine. 

The  sessions  are  held  at  the  Old  Mill,  Hyland 
Boulevard,  Staten  Island,  beginning  at  9:30  p.m. 

St.  Lawrence  County 

Dr.  Walter  F.  Bugden,  clinical  associate  professor 
of  surgery  at  the  Syracuse  University  College  of 
Medicine,  gave  a talk  on  “Tumors  of  the  Chest”  at 
the  Meeting  of  the  St.  Lawrence  County  Medical 
Society  held  October  14  at  Potsdam.  The  post- 
graduate instruction  was  arranged  by  the  Council 
Committee  on  Public  Health  and  Education  of  the 
State  Society  with  the  cooperation  of  the  State 
Department  of  Health. 

Schenectady  County 

Two  programs  of  postgraduate  instruction  have 
been  arranged  for  the  Schenectady  County  Medical 
Society  by  the  State  Society  Council  Committee  on 
Public  Health  and  Education  with  the  cooperation 
of  the  State  Department  of  Health.  On  October  5, 
Dr.  Henry  II.  Ritter,  professor  of  clinical  surgery  at 
the  New  York  Post-Graduate  Medical  School,  spoke 
on  “Fractures  in  General — The  Treatment  of  Com- 
mon Fractures.”  On  November  2,  Dr. . George 
P.  Meckel,  assistant  professor  of  obstetrics  and 
gynecology  at  the  University  of  Rochester  School  of 


Medicine  and  Dentistry,  will  speak  on  “The  Prac- 
tical Applications  of  Endocrines  in  Gynecology.” 

The  meetings  are  held  in  the  auditorium  of  the 
Eastern  New  York  Orthopedic  Hospital,  at  8:30 
P.M. 

Schoharie  County 

A series  of  programs  of  postgraduate  instruction 
have  been  arranged  for  the  Schoharie  County  Medi- 
cal Society,  to  be  held  Tuesday  afternoons  at  4:00 
p.m.  at  the  Cobleskill  High  School,  Cobleskill.  The 
programs  were  arranged  by  the  State  Society  Coun- 
cil Committee  on  Public  Health  and  Education  with 
the  cooperation  of  the  State  Department  of  Health. 

Dates  of  the  talks,  with  subjects  and  speakers,  are: 

October  5 — “Common  Diseases  of  the  Skin — 
Illustrated  with  Color  Photography,”  Dr.  Leon  H. 
Griggs,  professor  of  clinical  medicine  (dermatology 
and  syphilology) , Syracuse  University  College  of 
Medicine. 

October  19 — “Gynecology  in  General  Practice,” 
Dr.  Chester  E.  Clark,  professor  of  gynecology, 
Syracuse  University  College  of  Medicine. 

November  2 — “Disabilities  of  the  Foot  and 
Ankle,”  Dr.  Richard  S.  Farr,  professor  of  orthopedic 
surgery,  Syracuse  University  College  of  Medicine. 

November  16 — “Rheumatic  Fever,”  Dr.  Ethel 
G.  Cermak,  assistant  professor  of  pediatrics,  Albany 
Medical  College. 

November  30 — “The  Ophthalmoscope  in  the  Diag- 
nosis of  General  Disease,”  Dr.  Alfred  Weintraub, 
instructor  in  ophthalmology,  New  York  University 
College  of  Medicine. 

Sullivan  County 

Dr.  Paul  A.  Bunn,  associate  professor  of  medicine, 
Syracuse  University  College  of  Medicine,  will  speak 
on  “Recent  Advances  in  Therapy”  at  the  meeting  of 
the  Sullivan  County  Medical  Society,  to  be  held 
Wednesday,  November  17,  at  8:30  p.m.  at  the 
Monticello  Hospital,  Monticello. 

The  program  is  postgraduate  instruction  arranged 
bv  the  Council  Committee  on  Public  Health  and 
Education  of  the  State  Society  with  the  cooperation 
of  the  State  Department  of  Health. 

Ulster  County 

At  the  meeting  of  the  Ulster  County  Medical 
Society,  held  October  5 in  Kingston,  Dr.  Frederick 
W.  Williams,  visiting  physician  at  the  Morrisania 
City  Hospital,  the  Bronx,  spoke  on  “Gangrene, 
Infection  and  the  Management  of  the  Surgical 
Diabetic.”  The  program  was  postgraduate  instruc- 
tion arranged  by  the  State  Society’s  Council  Com- 
mittee on  Public  Health  and  Education  with  the 
cooperation  of  the  State  Department  of  Health. 


DR.  BRONK  NEW  PRESIDENT  OF  JOHNS  HOPKINS  UNIVERSITY 


Dr.  Dctlev  W.  Bronk,  director  of  the  Johnson 
Foundation  and  professor  of  biophysics  of  the  Univer- 
sity of  Pennsylvania,  has  accepted  the  presidency  of 
the  Johns  Hopkins  University,  according  to  an 
announcement  by  the  Board  of  Trustees. 


Dr.  Bronk,  who  will  take  up  his  appointment 
January  1,  1949,  will  succeed  Dr.  Isaiah  Bowman, 
who  has  been  president  of  Johns  Hopkins  since  1935. 
He  will  become  the  sixth  president  to  head  the 
University  since  its  founding  in  1876. 
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Iong  a favorite  in  the  United  Kingdom  and  throughout  the  world 
because  of  its  creamy  mellowness,  Mackeson’s  Milk  Stout— 
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Accumulating  evidence  seems  to  confirm  the  value 
of  STREAN-TABS  as  an  aid  in  the  prevention  of 
dental  caries  and  the  desensitization  of  sensitive 
teethl 

Clinical  trials  by  Dr.  Strean  on  hundreds  of  chil- 
dren showed  that  those  using  tablets  with  his 
formula  had  an  increase  in  caries  rate  attack  of 
only  15%,  while  the  control  groups  not  using  the 
tablet  had  an  increase  of  65%. 

Descriptive  literature  and  clinical  samples  are 
available  on  request  by  physicians,  mail  the  cou- 
pon to  us  for  a trial  supply. 


ATLANTIC  MANUFACTURING  CORP. 

255  WARWICK  STREET  BROOKLYN  7,  N.  Y. 


"In  a controlled  study  on  severe!  hundred  children,  the  work 
done  by  Strean  and  Beaudet  suggests  that  a considerable 
decrease  in  the  incidence  of  dental  caries  may  be  explained  by 
the  synergistic  action  between  Vitamin  C and  D and  Fluorine. 
The  use  of  I Strean-Tab  per  day  controls  the  amount  of  fluorine 
ingested." 

(Excerpts  from  N.Y.  State  J'l  of  Medicine— October  1945) 

Each  Tablet  con  tains: 

Calcium  fluoride 2.0  mg 

Vitamin  C (ascorbic  acid) 30  0 mg 

Vitamin  D 400  I.U.  U.S.P.  XII 

Oil  of  Peppermint Q.S. 
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Atlantic  Manufacturing  Corporation 
255  Warwick  St.,  Brooklyn  7,  N.  Y. 

□ Please  send  clinical  samples  and  litera- 
ture on  the  scientific  background  of 
STREAN-TABS. 

□ Prescription  blanks. 
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WOMAN’S  AUXILIARY 


TO  THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


To  Hold  Fall  Executive  Board  Meeting 


THE  fall  meeting  of  the  Executive  Board  of  the 
Woman’s  Auxiliary  to  the  Medical  Society  of 
the  State  of  New  York  will  be  held  Monday  and 
Tuesday,  October  18  and  19,  at  the  Hotel  Syracuse, 
Syracuse,  with  the  opening  session  on  Monday 
afternoon  at  1:30  p.m.  A dinner  will  be  held  at 
7 :00  p.m.,  and  on  Tuesday  there  will  be  two  meetings 
of  the  board,  one  at  9:30  a.m.,  and  the  other  fol- 
lowing a luncheon  at  12:30  p.m.  The  meeting  will 
adjourn  after  the  afternoon  session. 

Program  for  the  meeting  calls  for  reports  of  the 
state  officers,  reports  and  recommendations  of  the 


district  councilors  and  chairmen  of  standing  and 
special  committees,  reports  of  the  national  conven- 
tion, and  a conference  of  county  presidents. 

District  Councilors  are:  District  1 — Mrs.  J. 

Emerson  Noll;  District  2 — Mrs.  Clifton  L.  Dance; 
District  3 — Mrs.  Albert  VanderVeer,  II;  District  4 
— Mrs.  E.  M.  Stanton;  District  5 — Mrs.  John  L. 
Mason;  District  6 — Mrs.  M.  M.  Monserrate; 
District  7 — Mrs.  Harry  I.  Norton,  and  District  8 — 
Mrs.  Arthur  L.  Bennett. 

Mrs.  Edgar  M.  Neptune,  Syracuse,  State  Auxili- 
ary president,  will  preside  at  the  meeting. 


COUNTY  NEWS 


Albany  County 

The  opening  Executive  Board  meeting  of  the  Al- 
bany County  Woman’s  Auxiliary  was  held  Septem- 
ber 10  with  a luncheon  given  by  the  president,  Mrs. 
Albert  M.  Yunich.  Plans  for  the  year  were  dis- 
cussed, and  a tentative  outline  of  the  year’s  program 
was  presented.  The  Auxiliary  voted  to  continue 
its  support  of  the  Physicians’  Home  and  the  Red 
Cross,  and  to  continue  its  service  to  the  Albany 
Home  for  Incurables. 

The  first  regular  meeting  of  the  group  was  held 
September  22  at  the  home  of  Mrs.  Arthur  J.  Sulli- 
van, Albany,  in  the  form  of  a “Decorators’  Clinic,” 
with  Miss  Dorothy  Hinman,  consultant  decorator, 
as  guest  speaker. 

Cayuga  County 

The  Cayuga  County  Woman’s  Auxiliary  began  its 
season  with  a dinner  meeting  at  the  Owasco  Country 
Club  on  September  16,  with  Mrs.  Edward  Pratt 
presiding.  Program  for  the  meeting  was  a panel 
discussion  on  “What  Every  Doctor’s  Wife  Should 
Know,”  prepared  by  the  State  Auxiliary  Legislative 
and  Economics  Committees. 

Plans  were  made  to  continue  working  on  the  proj- 
ect started  last  year,  redecorating  and  refurnishing 
the  Children’s  Convalescent  Home  in  Auburn. 

Officers  for  the  year  are:  Mrs.  Pratt,  president; 
Mrs.  Charles  T.  Yarington,  first  vice-president; 
Mrs.  Stephen  J.  Karpenski,  second  vice-president; 
Mrs.  G.  Perry  Ross,  corresponding  secretary;  Mrs. 
Donald  M.  Green,  recording  secretary,  and  Mrs. 
Howard  M.  Rapp,  treasurer. 

Chautauqua  County 

The  Chautauqua  County  Woman’s  Auxiliary,  in 
cooperation  with  the  Cancer  Control  Committee 
and  the  New  York  State  Health  Department,  set 
up  an  exhibit  at  the  Chautauqua  County  Fair  at 
Dunkirk,  September  6 to  11.  Literature  was  dis- 
tributed and  questions  were  answered  by  members 


of  the  Auxiliary  on  cancer  and  its  control.  Dr. 
Julius  Prince,  district  health  officer,  assisted  the 
Auxiliary  in  this  undertaking. 

The  Auxiliary  is  continuing  its  Scholarship  Loan 
Fund  for  the  assistance  of  student  nurses,  and  this 
fall  the  group  is  helping  a girl  who  is  beginning  her 
training  course,  as  well  as  assisting  a second  year 
student.  A gift  from  the  Chautauqua  County 
Medical  Society  was  received  to  aid  in  this  work. 

Dutchess  County 

The  Dutchess  County  Woman’s  Auxiliary  held 
an  executive  meeting  at  the  home  of  the  president, 
Mrs.  Albert  A.  Rosenberg,  Poughkeepsie,  on  Sep- 
tember 8.  Plans  were  made  for  the  meetings  of  the 
coming  year,  and  a luncheon  meeting  was  outlined 
for  October. 

Kings  County 

On  September  14,  Mrs.  Frederick  Elliot  was  host- 
ess for  luncheon  at  her  home  for  a meeting  of  the 
revision  committee  of  the  Kings  County  Woman’s 
Auxiliary,  when  the  bylaws  of  the  Auxiliary  were  re- 
vised. 

The  annual  bridge  party  of  the  group  is  scheduled 
for  October  19.  At  the  first  luncheon  meeting,  to 
be  held  November  9,  Mr.  Thomas  E.  Walsh,  field 
representative  of  the  Public  Relations  Bureau  of  the 
State  Medical  Society,  and  adviser  to  the  auxil- 
iaries, will  be  guest  speaker.  At  that  meeting  plans 
for  the  January  and  February  activities  will  be 
presented. 

Oneida  County 

A luncheon  for  the  wives  of  delegates  to  the  an- 
nual meeting  of  the  Fifth  District  Branch  of  the 
State  Medical  Society  was  held  September  14  at  the 
Jefferson  County  Golf  Club  in  Watertown.  The 
Woman’s  Auxiliary  of  Oneida  County  was  repre- 
sented. During  a round  table  discussion  following 
the  luncheon,  Mrs.  Arthur  F.  Gaffney,  Clinton, 
president  of  the  Oneida  Auxiliary,  explained  the 
[Continued  on  page  22961 
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# Airplane  view  of  Nestle's  Dennington  factory,  Victoria,  Australia 


• In  Australia,  as  all  over  the  world,  Nestle’s  milk  products  are  widely  used  for  infant  feeding 


A success  in  infant  feeding  ’round  the  world 


Strategically  located  plants  and  a network 
of  distribution  facilities  supply  the  people 
of  Australia,  Tasmania  and  New  Zealand 
with  NestlS’s  milk  products. 


During  the  past  80  years 
Nestle's  has  worked  closely  with 
the  medical  profession  to  develop 
quality  milk  foods  for  babies  . . . 
and  Nestle’s  has  met  each  and 
every  advance  in  scientific  knowl- 
edge of  infant  feeding  with  a 
corresponding  improvement  in 
product. 

No  wonder,  then,  that  for  more 
than  three  generations  Nestle’s 


milk  products  have  been  best 
known  and  most  used  for  babies 
’round  the  world. 

The  record  shows  that  Nestle’s 
was  the  first  evaporated  milk  for- 
tified with  400  U.S.P.  units  ot 
genuine  Vitamin  D3  per  pint. 
The  quality  of  Nestle’s  Milk 
is  assured  every  step  of  the  way 
. . . we  even  take  the  plant  apart 
every  day  and  wash  it! 


That’s  why  so  many 

NilTLE’x  jgj 

doctors  recommend 

EVAPORATED 

NlxTLE’x  Milk 
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nurse’s  scholarship  project  undertaken  by  the 
group.  Plans,  problems,  and  projects  for  the  com- 
ing year  were  also  discussed  by  the  presidents  of  the 
eight  county  auxiliaries  attending. 

Orange  County 

Meeting  on  October  1 at  Middletown,  the  Orange 
County  Woman’s  Auxiliary  executive  committee 
discussed  plans  for  the  winter  meetings.  The  Oc- 
tober meeting  will  be  in  the  form  of  a membership 
tea  to  which  wives  of  all  the  county  doctors  will  be 
invited,' in  an  attempt  to  stimulate  interest  and  in- 
crease membership. 

The  Auxiliary  offered  two  scholarship  loans  for 
student  nurses  this  year,  publicizing  them  in  the 
local  high  schools  and  county  newspapers.  One  ap- 
plication was  received,  and  the  student  is  now  train- 
ing at  Kingston  Hospital,  Kingston. 


Seneca  County 

The  first  meeting  of  the  season  for  the  Seneca 
County  Woman’s  Auxiliary  was  held  September  21 
at  the  home  of  Mrs.  Charles  Smith,  Waterloo. 
Work  on  the  constitution  and  other  things  pertinent 
to  a new  organization  was  continued. 

During  the  summer,  on  July  11,  the  County  Medi- 
cal Society  and  the  Auxiliary  joined  in  a picnic  out- 
ing at  the  cottage  of  Dr.  and  Mrs.  Bruno  Reimer, 
Romulus. 

Tompkins  County 

The  Tompkins  County  Woman’s  Auxiliary  held  a 
family  party  at  the  home  of  Dr.  Esther  Parker  in 
Jacksonville  recently,  with  about  25  couples  and  40 
children  attending.  Mrs.  C.  Stewart  Wallace, 
chairman,  was  assisted  by  Mrs.  Henry  W.  Ferris 
and  Mrs.  Willard  Short. 


ANTIMALARIA  DRUG  EFFECTIVE  IN  TULAREMIA.  UNDULANT  FEVER 


Atabrine,  the  drug  which,  developed  in  Germany, 
was  the  principal  reliance  for  malaria  control  in  the 
Pacific  and  Mediterranean  theaters  during  the  war, 
may  be  effective  in  controlling  undulant  fever  and 
tularemia,  a Vandalia,  Illinois,  physician  reports. 

Writing  in  the  Illinois  Medical  Journal,  official 
publication  of  the  Illinois  State  Medical  Society, 
Dr.  D.  H.  Ecke,  of  Vandalia,  and  Dean  H.  Ecke 
of  the  Illinois  Natural  History  Survey,  Urbana, 
described  eight  cases  of  tularemia  and  four  cases  of 
undulant  fever  which  Dr.  Ecke  successfully  treated. 

Tularemia,  which  has  become  increasingly  impor- 
tant in  recent  years,  is  usually  transmitted  to  man 
from  infected  wild  rabbits,  while  undulant  fever,  or 
brucellosis,  is  contracted  either  by  handling  diseased 
cattle,  hogs,  sheep,  or  goats,  or  eating  unpasteurized 
dairy  products  from  herds  infected  with  contagious 
abortion  or  Bang’s  disease,  as  brucellosis  is  known  in 
cattle. 

The  tularemia  cases  included  in  the  report  were  all 
treated  up  to  April,  1948.  Typical  was  a 65-year- 
old  woman  who,  at  the  time  of  examination  by  Dr. 
Ecke,  was  “suffering  with  fever  and  chills.” 

“She  had  an  ulcer  on  her  right  thumb,  and  the 
lymph  gland  under  her  right  arm  was  considerably 
enlarged  and  very  tender,”  the  report  disclosed. 
“These  symptoms  strongly  suggested  a case  of 
ulcero-glandular  tularemia. 

“Further  inquiry  brought  out  some  important 
facts:  “She  had  dressed  some  freshly  killed  wild 
rabbits  (cottontails)  about  three  weeks  previously — 
about  a week  before  her  illness  started.  Two  or 
three  days  after  she  had  dressed  the  rabbits,  a pri- 
mary papule  (sore)  developed  on  the  right  thumb. 
This  papule  would  not  heal  and  developed  into  the 
persistent  ulcer  noted  above.” 

Dr.  Ecke  prescribed  atabrine  to  be  taken  three 
times  daily  for  five  days. 

“At  the  end  of  the  fifth  day,  she  reported  back  for 
examination,”  the  report  continued.  “She  said 
that  the  chills  and  fever  had  left  on  the  second  day 
with’  no  recurrence.  Examination  showed  lymph 
glands  normal  and  the  ulcer  nearly  healed,  with  no 
infection  evident  She  has  had  no  recurrence.” 


Similarly,  the  report  stated,  seven  other  patients 
were  treated  “who  showed  the  typical  symptoms  of 
ulcero-glandular  tularemia  as  described  above. 
Every  case  was  traced  to  the  handling  of  rabbits  a 
few  days  before,”  the  report  added.  “The  charac- 
teristic chain  of  symptoms  followed.  Without  ex- 
ception, atabrine  produced  a favorable  response 
within  one  to  three  days  and  not  one  case  required 
further  treatment  after  the  fifth  day.  In  none  of 
these  cases  has  there  been  a recurrence  of  symp- 
toms.” 

Dr.  Ecke  employed  the  same  treatment  in  four 
undulant  fever  cases,  diagnosis  of  which  in  three 
cases  was  confirmed  by  laboratory  study  of  blood. 
In  these  cases,  all  symptoms  of  undulant  fever  dis- 
appeared within  five  days  after  atabrine  was  started. 
One  patient  relapsed  after  almost  five  years,  but 
recovered  after  two  or  three  days  of  atabrine  treat- 
ment. 

Although  the  organisms  responsible  for  brucellosis, 
or  undulant  fever,  have  been  known  for  more  than 
sixty  years,  there  has  been  no  positive  treatment  for 
the  disease.  The  sulfa  drugs  and  penicillin  proved 
disappointing  and  so  did  streptomycin,  although 
recently  a combination  of  streptomycin  and  sulfa- 
diazine has  been  reported  successful.  Against 
tularemia,  streptomycin  has  been  much  more  success- 
ful. However,  the  drug  has  its  limitations.  It  is 
expensive  and  it  may  produce  unfavorable  side 
reactions,  such  as  damage  to  cranial  nerves,  causing 
loss  of  balance.  Also  its  continued  use  may  produce 
a resistance  against  itself  rendering  it  ineffective  if 
needed  at  some  later  date. 

Commenting  on  the  series  of  patients  treated  with 
atabrine  for  undulant  fever  and  tularemia,  Dr. 
Ecke  pointed  out  that  “none  of  the  patients  were 
able  to  afford  streptomycin  nor  was  the  drug  avail- 
able in  most  cases.” 

“Experimentation  with  atabrine  has  given  us  very 
favorable  results  in  all  cases  of  tularemia  and  undu- 
lant fever  in  which  it  was  used,”  the  report  con- 
cluded. “It  is  now  a question  of  whether  this 
treatment  will  give  positive  results  when  extensively 
used.” 
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GOMD  STIMULATION 

IN  THE  MALE  AND  IN  THE  FEMALE 


The  action  of  chorionic  gonadotropin 
clinically  parallels  that  of  the  luteinizing 
hormone  of  the  pituitary  gland.  Chor- 
ionic Gonadotropin  Armour  available 
in  lyophilized  form  is  effective  in  both 
male  and  female  where  luteinizing 
hormone  is  indicated.  Thus,  it  is  of 
great  value  in  the  treatment  of  cryptor- 
chidism and  has  been  used  success- 
fully in  the  treatment  of  simple  hypo- 


gonadism and  hypogenitalism  because 
of  its  true  gonad  stimulating  effect.  In 
the  female  it  has  been  employed  effec- 
tively in  the  treatment  of  functional 
uterine  bleeding  as  well  as  in  secon- 
dary amenorrhea,  oligomenorrhea  and 
hypo-ovarianism  where  a deficiency 
of  luteinizing  hormone  exists. 

Detailed  literature  will  be  sent 
gladly  to  physicians  on  request. 


Have  confidence  in  the  preparation  you  prescribe  — specify 

CHORIONIC  GONADOTROPIN,  ARMOUR 

Available  in  packages  containing  ampoule  of  5,000  I.  U.  of  lyophilized 
chorionic  gonadotropin  and  vial  of  sterile  distilled  water. 


ARMOUR 


CHICAGO  9,  ILLINOIS 


Headquarters  for  medicinals  of  Animal  Origin 


HOSPITAL  NEWS 


Lay  Cornerstone  for  Cancer  Hospital 


CORNERSTON  E-laying  ceremonies  for  the  six- 
story,  307-bed  Francis  Delafield  Hospital  for 
Cancer,  163rd  Street  and  Fort  Washington  Avenue, 
New  York  City,  were  held  September  1,  with  Mayor 
VVilliam  O’Dwyer  officiating.  The  hospital  will  be 
affiliated  with  Columbia-Presbyterian  Medical  Cen- 
ter. Dr.  Edward  M.  Bernecker,  commissioner  of 
hospitals,  presided  at  the  ceremony. 

On  recommendation  of  the  faculty  of  the  College 
of  Physicians  and  Surgeons,  Columbia  University, 
the  new  hospital  will  memorialize  Francis  Delafield 


(1841-1915),  distinguished  New  York  pathologist 
and  physician,  who  worked  both  at  Bellevue  Hospital 
and  Columbia  University. 

The  hospital  will  have  approximately  2,200,000 
cubic  feet  of  floor  space,  and  its  initial  bed  capacity 
of  307  beds  may  later  be  expanded.  It  will  include, 
in  addition  to  facilities  for  deep  therapy,  radium 
therapy,  chemotherapy,  and  ancillary  services, 
three  floors  to  house  pathology,  biochemistry,  and 
bacteriology  laboratories  for  routine  hospital  serv- 
ices, isotope  storage  and  processing,  and  research. 


Regional  Councils  Approve  Hospital  Construction 


A PPROVAL  of  hospital  construction  and  expan- 
CY  sion  project  applications,  for  possible  aid 
under  the  Federal  Hospital  Survey  and  Construc- 
tion Act,  has  been  voted  by  four  of  the  regional 
councils  of  the  New  York  State  Hospital  Planning 
and  Survey  Commission. 

Designed  to  provide  hospitals  in  rural  areas  and 
urban  sections  with  hospital  needs,  Public  Law  725, 
the  Hill-Burton  Bill,  by  means  of  allotments  to  the 
states,  allows  Federal  contributions  of  one  third  of 
the  cost  toward  the  construction  or  expansion  of 
community  hospitals.  The  Hill-Burton  Act  allo- 
cates $2,900,000  each  year  for  five  years  to  New 
York  State  for  assistance  in  expanding  hospital 
facilities,  with  six  million  dollars  now  available  to 
begin  construction. 

Recommendations  forwarded  by  regional  councils 
to  the  State  Commission  include: 

Albany  Regional  Hospital  Planning  Council — (1) 
A new  50-bed  voluntary,  nonprofit  general  hospital 
at  Lake  Placid,  costing  approximately  $600,000,  of 
which  $200,000  would  be  Federal  funds;  (2)  a new 
laboratory  at  the  Fox  Memorial  Hospital  in  Oneonta, 
at  a total  cost  of  $60,000,  of  which  $20,000  would  be 
Federal  funds;  (3)  a new  104-bed  addition  to  the 
Hudson  City  Hospital,  with  reconstruction  of  exist- 
ing facilities  for  service  and  administrative  purposes 
at  a total  cost  of  $1,328,250,  of  which  $442,750 
would  be  Federal  funds,  and  (4)  a new  121-bed  addi- 
tion to  the  Albany  Hospital,  to  provide  much- 
needed  facilities  serving  the  entire  region,  providing 
beds  for  neurosurgery,  thoracic  surgery,  plastic 
surgery,  and  other  specialized *types  of  work.  The 
project  would  cost  an  estimated  $3,292,000,  with 
$1,097,083  to  be  in  Federal  funds. 

Rochester  Regional  Hospital  Planning  Council — (1) 
A new  100-bed  hospital. for  Seneca  County,  esti- 
mated to  cost  $1,152,600,  of  which  the  Federal  grant 


would  be  $384,200;  (2)  modernization  and  addition 
to  the  Dansville  General  Hospital,  including  new 
quarters  for  36  of  the  hospital’s  45  beds  which  are 
now  unsuitably  housed,  and  addition  of  21  new 
beds,  at  an  estimated  cost  of  $560,326,  toward 
which  a Federal  grant  of  $182,666  was  asked;  (3) 
addition  to  the  Cuba  Memorial  Hospital,  to  add  31 
beds  to  the  present  19,  at  a cost  of  $197,000,  of 
which  $65,000  would  be  in  Federal  aid,  and  (4)  new 
building  and  equipment  for  the  Arnold  Gregory 
Hospital,  Albion,  with  construction  of  a 50-bed 
capacity  building,  to  cost  $480,900,  for  which 
Federal  funds  asked  are  $159,800. 

Syracuse  Regional  Hospital  Planning  Council — (1) 
The  House  of  Good  Samaritan,  Watertown;  (2) 
the  Oswego  Hospital,  Oswego;  (3)  Oneida  City 
Hospital,  Oneida;  (4)  Lewis  County  General  Hos- 
pital, Lowville;  (5)  Tioga  County  General  Hospital, 
Waverly — all  projects  proposing  additions  to  exist- 
ing facilities;  (6)  Clifton-Fine  Hospital,  Star  Lake; 
(7)  E.  J.  Noble  Hospital,  Alexandria  Bay;  '(8) 
E.  J.  Noble  Hospital,  Gouvemeur,  and  (9)  Hamilton 
Community  Hospital,  Hamilton. 

Buffalo  Regional  Hospital  Planning  Council — (1) 
A complete,  50-bed  hospital  at  Gowanda;  (2)  a 110- 
bed,  24-bassinet  Genesee  Memorial  Hospital  at 
Batavia,  to  include  also  a county  laboratory  with 
radiographic,  clinical  photography,  blood  bank, 
physiotherapy,  and  surgery  departments;  (3)  a 100- 
bed  St.  Jerome  Hospital  at  Batavia  and  the  remodel- 
ing of  one  wing  of  the  present  building  into  a 75-bed 
unit  for  chronic  care  use;  (4)  a 165-bed,  28-bassinet 
Christian  Association  Hospital  at  Jamestown,  in- 
cluding plans  for  a fireproof  building  to  replace  the 
present  main  building,  and  a four-story  addition, 
and  (5)  a 175-bed  Jamestown  General  Hospital,  with 
conversion  of  existing  buildings  to  house  municipal 
laboratories  the  city  health  department,  and  out- 
patient clinics. 


Hospitals  to  Get  Increased  Payments 


TO  COUNTERACT  inflated  hospital  expenses, 
Associated  Hospital  Service  of  New  York  will 
make  extra  payments  of  at  least  $2,500,000  in  the 
next  year  to  its  260  participating  hospitals,  with 
quarterly  revisions  in  payments  based  on  cost-of- 
living  changes,  it  was  announced  recently. 

No  rate  increase  will  be  made  to  Blue  Cross  mem- 
bers at  this  time,  Louis  H.  Pink,  AIIS  president  said. 


However,  he  added,  future  rates  “must  be  based  on 
the  experience  and  cost  under  this  plan.’’ 

The  new  basic  rates,  put  in  effect  September  1, 
increase  average  daily  payments  to  hospitals  from 
$12.47  to  $13.71,  plus  additional  payment  for  pri- 
vate rooms;  from  $13.58  to  $14.59  for  semiprivates, 
and  from  $10.01  to  $12  for  wards. 

[Continued  on  page  2300 1 


2298 


22y9 


A new  light  on  vitamin  A absorption 


V'tam 


in  4 r 

r0mV,r°n,S^orbed 

to  a noticeably  higher  degree  than  vitamin  A from 
fish  liver  oil.  Superior  assimilation  has  been 
shown  in  normal  children  and  in  patients 
with  impaired  vitamin  A absorption. 

Vifort  also  offers  convenience  and  economy  since  it 

combines,  in  a single  palatable  product,  generous 
quantities  of  both  oil-soluble  and  water-soluble  vitamins  required  for 
nutritional  supplementation.  Each  0.6  cc.  (as  marked 
on  dropper)  contains  the  following  vitamins: 

A,  5000  units;  D,  1200  units;  C,  60  mg.;  B,,  1.8  mg.; 
B2,  0.4  mg.;  niacinamide,  3 mg.;  B6,  0.3  mg.; 
calcium  pantothenate,  1.2  mg. 

Supplied  in  15  and  30  cc.  dropper  bottles. 


Vifort 


Samples  sent  on  request. 


water-dispersible  polyvitamin  drops 


Endo 


Products  Inc.,  Richmond  Hill  18,  N.  Y. 
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To  Train  Volunteer  Case  Aides 


THE  United  Hospital  Fund  of  New  York  an- 
nounced recently  that  it  is  receiving  applications 
for  trainees  as  Volunteer  Case  Aides  in  medical 
social  service,  with  a preliminary  meeting  for  the 
candidates  held  on  September  28  at  the  Hotel  Bilt- 
more. 

The  VC  A classes,  to  last  thirteen  weeks,  include 
two  hours  of  class  discussion  each  week  at  the  Fund’s 


headquarters,  8 East  41st  Street,  New  York  City, 
and  five  hours  of  training  each  week  in  a designated 
training  hospital.  In  applying  for  training  for 
VC  A,  candidates  must  pledge  to  serve  in  a hospital 
two  hundred  hours  in  the  year  following  graduation. 

Dr.  Henry  N.  Pratt,  administrator  at  Memorial 
Hospital,  addressed  the  preliminary  meeting  on 
“The  Hospital’s  Need  for  Volunteer  Case  Aides.” 


Recommends  General  Hospital  ( 

THE  Hospital  Council  of  Greater  New  York,  in  a 
recent  issue  of  the  Bulletin,  pointed  out  that 
“The  general  hospital  is  the  ideal  place  to  care  for 
the  poliomyelitis  patient,  for  it  offers  all  of  the  vari- 
ous medical  services  and  hospital  facilities  that  are 
essential  for  the  complete  care  of  the  patient,  with- 
out hazard  of  infection  to  other  patients  or  to  hos- 
pital personnel. 

“While  statistics  show  that  the  incidence  of 
infantile  paralysis  has  been  climbing  upward  during 
the  past  five  years,  it  remains  numerically  an  infre- 
quent disease,”  the  Council  continued.  “Because 
polio  hits  suddenly,  in  widely  separated  areas — one 
year  here,  the  following  year  there — and  because  in 
the  public  mind  it  is  one  of  the  most  dreaded  dis- 
eases,” the  Council  emphasized  that  “the  general 
hospital  which  prepares  to  offer  adequate  care  to  the 


Hospital  Leaders 

A LARMED  by  the  financial  crisis  facing  the 
TV  voluntary  hospitals  of  the  nation,  the  Ameri- 
can Hospital  Association  announced  September  20 
that  it  would  sponsor  a two-year  study  to  determine 
present  and  future  income  prospects. 

The  announcement  was  made  at  the  opening  of 
the  fiftieth  annual  convention  of  the  association, 
attended  by  7,500  hospital  trustees,  administrators, 
and  department  heads  from  the  United  States, 
Canada,  and  foreign  countries. 

The  study  group,  to  be  known  as  the  Commission 
on  Hospital  Finance,  will  include  15  persons  repre- 
senting a cross  section  of  the  American  public. 


Postgraduate  Courses 

THE  Mount  Sinai  Hospital,  in  affiliation  with 
Columbia  University,  announces  a Symposium  in 
Internal  Medicine  to  be  given  October  5 to  December 
7,  1948,  and  to  be  repeated  January  24  to  March  28, 
1949.  This  Symposium  may  be  taken  in  its  entirety, 
or  one  or  more  of  the  ten  courses  may  be  taken 
separately  in  the  following  subjects:  cardiovascular, 
gastrointestinal,  endocrinologic,  venereal  and  skin 
diseases,  diseases  of  the  liver,  kidney,  chest,  me- 
tabolism, as  well  as  in  hematology  and  allergy. 

Individual  courses,  varying  in  length,  will  be 
given  from  September  20,  1948,  to  June  28,  1949. 
Courses  for  general  practitioners  will  be  given  in 
elementary  and  advanced  electrocardiography, 
intensive  gastroenterology,  geriatrics,  gynecology, 


re  for  Patient  with  Poliomyelitis 

patient  with  polio  is  offering  an  additional  service  to 
the  community.  In  turn  this  additional  service,” 
the  Council  pointed  out,  “will  make  the  community 
more  than  ever  aware  of  the  value  of  its  general  hos- 
pital.” 

The  Hospital  Council  cited  the  unit  for  patients 
with  poliomyelitis  at  Knickerbocker  Hospital  in 
New  York  City  as  the  type  of  service  which  might 
serve  as  an  example  to  general  hospitals  wishing  to 
offer  this  additional  community  service. 

It  was  pointed  out  that  “The  general  hospital 
which  anticipates  offering  the  community  services 
essential  to  polio  patients  probably  will  want  to 
evaluate  its  program  in  advance  of  the  usual  polio 
season,  June  through  September  in  the  New  York 
City  area,  in  case  of  a polio  epidemic  next  summer  or 
any  other  summer.” 


to  Study  Finances 

The  study  is  to  be  complementary  to  the  one  made 
by  the  Commission  on  Hospital  Care,  completed  in 
1946,  which  described  the  nature  of  services  being 
provided  by  the  hospitals  and  defined  the  pattern 
involving  both  facilities  and  type  of  service. 

The  project  will  be  conducted  independently  of 
the  authority  of  the  association,  which  will  exercise 
no  controls  beyond  those  incorporated  in  the  state- 
ment of  purpose  and  scope. 

It  is  expected  that  funds  for  financing  the  study, 
estimated  at  $300,000,  will  be  obtained  from  philan- 
thropic foundations  and  individuals  interested  in 
health  projects. 


in  Clinical  Medicine 

bedside  clinics  in  heart  disease,  clinical  neurology 
practical  and  advanced  practical  neuroanatomy  and 
neuropathology,  medical  ophthalmology,  ophthal- 
moscopy, pathology,  pediatrics,  physical  medicine, 
physiology  and  psychiatry  in  general  medicine. 

Individual  courses  for  specialists  will  be  given  in 
anesthesia  (nerve  blocking),  electroencephalography, 
ophthalmology  (nine  separate  courses,  including  a 
four-week  symposium),  otolaryngology,  nuclear 
physics  and  surgery  of  the  gastrointestinal  tract. 

Request  for  applications  should  be  addressed  to 
the  Registrar  for  Medical  Instruction,  The  Mount 
Sinai  Hospital,  Fifth  Avenue  and  100th  Street,  New 
York  29,  New  York. 

[Continued  on  page  2302] 
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1.  Boil  the  water  and  cool 
to  luke-warm 

2.  Float  measured  powder 
on  top  of  the  water 

3.  Mix  with  a large  spoon 
or  fork 

SIMILAC  FEEDINGS  ARE 


TO  PREPARE 


It  takes  only  30  seconds  to  induce  solution  if  the  ponder  is  floated  on 
top  of  the  water.  Lukewarm,  boiled  water  is  desirable. 


No  need  to  mix  several  ingredients — lienee  the  possibility  of  errors  in 
measurement  is  greatly  reduced. 


The  ratios  of  fat,  sugar,  and  protein,  and  the  zero  curd,  tension , remain 
constant  regardless  of  concentration  . . . Therefore,  no  gastrointestinal 
disturbance  will  normally  occur,  should  the  mother  err  occasionally  in 
counting  the  number  of  measures  of  Similac  powder. 

The  level  tablespoon  measure  in  each  can  eliminates  the  possibility  of 
underfeeding  or  overfeeding  due  to  varying  sizes  of  “tablespoons.” 


"Result: 


Similac  reduces  dietary  disturbances 
traceable  to  mothers’  errors  in  preparation  of  the  formulo 


SIMILfAC  ...  a dependable  food 

during  the  all-important  first  year 


M & R DIETETIC  LABORATORIES,  INC.  • COLUMBUS  16,  OHIO 


2302 


HOSPITAL  NEWS 


[N.  Y.  State  J.  M. 


[Continued  from  page  2300] 

NEWS  NOTES 


An  analysis  of  admissions  to  the  Auburn  City 
Hospital  for  the  year  1947  reveals  that  3,643,  or  42 
per  cent  of  the  total  admissions,  were  residents  of 
Cayuga  County  who  resided  outside  Auburn.  Ad- 
missions to  the  hospital  by  residents  of  Auburn 
totaled  4,805,  or  57  per  cent  of  the  total  hospital 
admissions. 


The  board  of  managers  of  Ellis  Hospital,  Schenec- 
tady, has  announced  a plan  to  contribute  to  better 
and  safer  prenatal  maternity  care  in  Schenectady 
County.  Dr.  James  E.  Fish,  hospital  director, 
announced  that  the  plan  will  involve  chest  x-ray  and 
a blood  test  for  the  Rh  factor  early  in  pregnancy  for 
any  of  the  hospital's  maternity  patients.  Patients 
may  be  sent  to  the  hospital  by  their  own  physicians 
for  these  tests.  Dr.  Fish  announced  that  the  hos- 
pital is  extending  this  service  without  charge  to 
maternity  patients  in  the  interest  of  improved 
obstetric  practice  in  the  community  and  in  the  hope 
that  it  may  help  to  reduce  complications  and  mor- 
tality. 


The  Board  of  Supervisors  of  Niagara  County  has 
authorized  construction  of  a 200-bed  hospital  at  the 
Niagara  County  Infirmary  at  a cost  of  more  than 
8650,000.  Work  was  expected  to  start  on  October  1 , 
with  contracts  calling  for  its  completion  within  six- 
teen months. 


A clinic  for  the  deaf  has  been  established  by  the 
Beth  David  Hospital,  New  York  City,  it  was  an- 
nounced September  26.  Surgical  treatment  of 
patients  with  hearing  defects  will  be  undertaken, 
with  evening  clinics  to  be  conducted  on  Wednesdays. 


Cornerstone-laying  ceremonies  for  the  new  82,500,- 
000,  six-story  building  of  the  Jewish  Sanatorium  and 
Hospital  for  Chronic  Diseases  of  Brooklyn  were  held 
September  19  on  a site  adjoining  the  hospital’s  pres- 
ent facilities.  Mayor  William  O’Dwyer,  who  was 
present  in  1946  for  groundbreaking  ceremonies  for 
the  new  hospital,  attended  the  cornerstone  cere- 
mony. 


Seventeen  physically  handicapped  children  be- 
tween the  ages  of  five  and  eleven  are  “going  to 
school”  in  Port  Jefferson,  Long  Island,  in  a special 
hospital  class  designed  to  rehabilitate  them  vocation- 
ally and  socially.  The  experiment  is  sponsored  by 
the  Port  Jefferson  Board  of  Education  at  the  St. 
Charles  Hospital  for  Crippled  Children. 


At  the  annual  meeting  of  the  Genesee  Memorial 
Hospital  Medical  Staff,  held  in  Batavia,  the  follow- 
ing officers  were  elected:  Dr.  John  L.  Cathie,  presi- 
dent; Dr.  Paul  J.  Maloney,  vice-president;  Dr. 
Joseph  S.  Diasio,  secretary-treasurer;  Dr.  Irwin 
A.  Cole,  chief  of  surgery,  and  Dr.  Sydney  L.  Mc- 
Louth,  representative  of  the  general  practitioners. 


Dr.  William  Spielberg,  previously  senior  associate 
otolaryngologist  at  the  Gouverneur  Hospital,  has 
been  promoted  to  visiting  otolaryngologist. 


Dr.  Joshua  H.  Leiner  has  been  appointed  director 
of  the  department  of  neuropsychiatry  at  Fordham 
Hospital,  Newr  York  City. 


FINGERNAIL  POLISH  “BASE”  DAMAGES  WOMEN’S  NAILS 


A new  medical  mystery  affecting  women  particu- 
larly was  reported  by  Drs.  James  H.  Mitchell, 
Douglas  A.  MacFayden,  and  Bernard  Jaffe,  of  the 
University  of  Illinois  College  of  Medicine  and  Pres- 
byterian Hospital  in  Chicago,  to  the  A.M.A. 

Use  of  a “base  coat”  to  make  nail  polish  stay  on 
longer  has  been  causing  strange  damage  to  women’s 
nails.  The  fingernails  turn  purplish  blue,  then 
white,  and  begin  to  separate  from  the  fingers.  As 
one  physician  facetiously  put  it,  “The  polish  may 
stay  on  but  the  nails  come  off.” 


Whether  the  nails  will  recover  and  wThat  causes  the 
condition  are  unsolved  mysteries.  The  Chicago 
doctors  saw  their  first  case  in  February  this  year. 
They  have  had  reports  of  several  hundred  cases  from 
doctors  all  over  the  country.  The  most  widely  sold 
brand  of  base  coat  has,  naturally,  caused  the  greatest 
number  of  cases.  All  brands  probably  are  involved, 
since  the  trouble  probably  comes  from  a chemical  in- 
gredient used  in  all  of  them.  So  far,  the  ingredient 
has  not  been  identified. — Science  News  Letter,  J uly  3, 
1948 
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for  the  treatment  of  constipation 

Afauta£ CozveeZu& 
^otmckp 

L.  acidophilus  in  refined  mineral  oil  jelly,  chocolate 
flavored  — provides  natural,  physiologic  approach 
to  correction  of  stasis.  Supplies  lactobacilli,  pre- 
dominant flora  of  the  normal  intestine  . . . gently 
lubricates.  Restores  normal  function  without  griping, 
flatulence,  diarrheic  movements.  Melting  point 
adjusted  to  prevent  leakage.  Jars  containing  6 oz. 


THE 

ARLINGTON 

CHEMICAL 

COMPANY 

YONKERS  1, 
NEW  YORK 


•The  word  NEO-CULTOl  is  a registered  trademark  of 
The  Arlington  Chemical  Company. 


B R I O S C H I 

A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

G.  CERIBELLI  & CO. 

121  VARICK  STREET  NEW  YORK 


rzNEW 

IMPROVED 

Vitamin  G 


SODASCORBATE,  Van  Patten's  brand  of  sodium 
ascorbate,  offers  a distinct  improvement  in  Vita- 
min C therapy  because  it  is: 

Free  from  the  irritative  and  acid-shift  effects  frequently 
experienced  with  large  doses  of. plain  ascorbic  acid  .... 
Approximately  neutral  in  chemical  reaction  ....  Stable, 
pleasant-tasting. 

Sign  and  mail  coupon  below  for  samples  and  literature 


VAN  PATTEN  PHARMACEUTICAL  CO.  NYJ 
1227  Loyola  Ave.,  Chicago,  26  10-48 

Gentlemen:  Please  send  items  checked: 
SODASCORBATE  □ Samples  □ Literature 

Dr.. 


1 

Address 

1 

1 

Town 

State 

BOOKS 


Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  suf- 
ficient notification.  Selection  for  review  will  be  based  on  merit  and  interest  to  our  readers. 
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of  463  pages,  illustrated.  Baltimore,  Williams  & 
Wilkins  Co.,  1948.  Cloth,  $4.50. 
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Second  edition.  Quarto  of  536  pages,  illustrated. 
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The  Medical  Clinics  of  North  America.  New 
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pages,  illustrated.  Chicago,  Year  Book  Publishers, 
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Treatment  of  Heart  Disease.  By  William  A. 
Brams,  M.D.  Octavo  of  195  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Co.,  1948.  Cloth, 
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Modern  Clinical  Psychiatry.  By  Arthur  P. 
Noyes,  M.D.  Third  edition.  Octavo  of  525  pages. 
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in  Med.  Octavo  of  456  pages,  illustrated.  Phila- 
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Manual  for  Laboratory  Work  in  Mammalian 
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Clinical  Laboratory  Methods  and  Diagnosis.  A 
Textbook  on  Laboratory  Procedures  with  Their 
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trated. Baltimore,  Williams  & Wilkins  Co.  (pub- 
lished for  the  Pickett-Thomson  Research  Lab- 
oratory, London),  1948.  Cloth,  $11.00. 

The  Nursing  of  Tuberculosis.  By  O.  V.  Buxton, 
S.R.N.,  and  P.  M.  Maculloch  Mackay,  S.R.M.N. 
Illustrated  by  Nora  Lewis,  S.R.N.  Duodecimo  of 
124  pages,  illustrated.  Bristol,  John  Wright  & 
Sons,  Ltd.  (Baltimore,  Williams  & Wilkins  Co.), 
1947.  Cloth,  $2.00. 

The  Salicylates.  A Critical  Bibliographic  Review. 

By  Martin  Gross,  M.D.,  and  Leon  A.  Greenberg, 
Ph.D.  Octavo  of  380  pages,  illustrated.  New 
Haven,  Hillhouse  Press,  1948.  Cloth,  $6.00. 
(Monographs  of  the  Institute  for  the  Study  of  Anal- 
gesic and  Sedative  D^ugs) 

The  Healthy  Hunzas.  By  J.  I.  Rodale.  Octavo 
of  263  pages,  illustrated.  Emmaus,  Pa.,  Rodale 
Press,  1948.  Cloth,  $2.75. 

Essays  on  Historical  Medicine.  By  Bernard  J. 
[Continued  on  page  2306) 
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Findings 
from  the 
Saratoga  Spa 
records 

INHALATIONS 


The  results  obtained  in  the  treatment  of 
738  patients  with  inhalation  at  the  New 
York  State-owned  Saratoga  Spa  show  in- 
teresting tendencies. 

Marked  relief  of  the  condition  treated  was 
noted  in  38  patients  (5.2%);  moderate 
relief  in  468  patients  (63.4%);  temporary 
relief  in  46  (6.4%);  and  no  change  in 
185  (25%). 

Conditions  for  which  the  treatments  were 
given  included  sinusitis, coryza,bronchitis, 
chronic  rhinitis,  bronchial  asthma,  laryn- 
gitis, allergic  rhinitis,  hay  fever,  and 
pharyngitis.  The  treatments  consisted  of 
the  inhalation  of  finely  nebulized  saline- 
alkaline,  naturally  carbonated  mineral 
waters,  and  medicated  oils. 

The  relief  obtained  bore  a definite  relation 
to  the  number  of  treatments  taken.  In 


acute  conditions,  from  four  to  six  treat- 
ments were  necessary  to  obtain  consistent 
improvement  while  in  chronic  conditions, 
twelve  to  fifteen  treatments  were  usually 
required. 

Inhalations  are  taken  without  discomfort, 
which  is  an  important  factor  in  therapy. 

The  safety  of  the  therapy  can  be  stressed. 
Reactions  of  significance  occurred  in  only 
three  patients.  One  patient  may  possibly 
have  had  a sensitivity  to  chlorenan,  one 
developed  an  acute  asthmatic  paroxysm, 
and  the  third  noted  a general  reaction  to 
epinephrine. 

Attention  to  the  general  condition  of  the 
patients  suffering  from  respiratory  dis- 
orders is  an  important  factor.  Inhalations 
have  a definite  place  in  the  general  "cure” 
regimen  of  a spa. 


the  New  York  State  Journal  of  Medicine . 44:1214  ( June  I)  1944. 


Physician,  Give  Heed  to  Thine  Own  Health  " 

Many  physicians  have  come  to  the  Spa  for  the  same 
kind  of  treatments  that  have  helped  their  patients 
here.  After  a restorative  "cure”  at  the  Spa,  you,  too, 
will  return  to  your  practice  refreshed — revitalized — 
ready  for  the  busy  days  that  lie  ahead. 

For  professional  publications  of  the  Spa,  and  phy- 
sician’s sample  carton  of  bottled  waters  with  their 
analyses,  write  W.  S.  McClellan,  M.D.,  Medical  Di- 
rector, Saratoga  Spa,  155  Saratoga  Springs,  New  York. 

Listed  by  the  Committee  on  American  Health 
Resorts  of  the  American  Medical  Association 


THE  EMPIRE  STATE'S  CONTRIBUTION  TO  THE  MEDICAL  PROFESSION 
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Ficarra,  M.D.  Octavo  of  220  pages,  illustrated. 
New  York,  Froben  Press,  1948.  Cloth,  $5.00. 

Bright’s  Disease.  By  Henry  A.  Christian,  M.D. 
Octavo.  Illustrated.  New  York,  Oxford  Univer- 
sity Press,  1948.  Cloth,  $9.00.  [Reprinted  from 
Oxford  Loose-Leaf  Medicine] 

Arterial  Hypertension.  By  David  Ayman,  M.D. 
Edited  by  Henry  A.  Christian,  M.D.  Octavo. 
Illustrated.  New  York,  Oxford  University  Press, 
1948.  Cloth,  $2.50.  [Reprinted  from  Oxford 
Loose-Leaf  Medicine] 

Subacute  Bacterial  Endocarditis.  By  Emanuel 
Libman,  M.D.,  and  Charles-  K.  Friedberg,  M.D. 
Edited  by  Henry  A.  Christian,  M.D.  Octavo. 
Illustrated.  New  York,  Oxford  University  Press, 
1948.  Cloth,  $3.50.  [Reprinted  from  Oxford 
Loose-Leaf  Medicine] 

The  Medical  Clinics  of  North  America.  Mayo 
Clinic  Number.  July,  1948.  Octavo.  Philadel- 
phia, W.  B.  Saunders  Co.,  1948.  Published  Bi- 
Monthly  (six  numbers  a year).  Cloth,  $16  net; 
Paper,  $12  net. 

Hemolysis  and  Related  Phenomena.  By  Eric 
Ponder,  M.D.  Octavo  of  398  pages,  illustrated. 
New  York,  Grune  & Stratton,  1948.  Cloth,  $10. 

Progress  in  Neurology  and  Psychiatry.  An 
Annual  Review.  Vol.  III.  Edited  by  E.  A.  Spiegel, 
M.D.  Octavo  of  661  pages.  New  York,  Grune  & 
Stratton,  1948.  Cloth,  $10. 


Treatise  on  Surgical  Infections.  By  Frank  La- 
mont  Meleney,  M.D.  Octavo  of  713  pages,  illus- 
trated. New  York,  Oxford  University  Press,  1948. 
Cloth,  $12. 

Clinical  Ophthalmology.  For  General  Practition- 
ers and  Students.  By  H.  M.  Traquair,  M.D. 
Octavo  of  264  pages,  illustrated.  St.  Louis,  C.  V. 
Mosby  Co.,  1948.  Cloth,  $9.00. 

Strabismus.  A Clinical  Handbook.  By  George 
J.  Epstein,  M.D.  Octavo  of  214  pages,  illustrated, 
Philadelphia,  Blakiston  Co.,  1948.  Cloth,  $5.00. 

Handbook  of  Ophthalmology.*  By  Everett  L 
Goar,  M.D.  Octavo  of  166  pages,  illustrated. 
St.  Louis,  C.  V.  Mosby  Co.,  1948.  Cloth,  $5.50. 

Diseases  Affecting  the  Vulva.  By  Elizabeth 
Hunt,  M.D.  Third  edition.  Octavo  of  211  pages, 
dlustrated.  St.  Louis,  C.  V.  Mosby  Co.,  1948. 
Cloth,  $7.50. 

Failures  in  Psychiatric  Treatment.  Edited  by 
Paul  H.  Hoch,  M.D.  The  Proceedings  of  the 
Thirty-Seventh  Annual  Meeting  of  the  American 
Psychopathological  Association,  held  in  New  York 
City,  June,  1947.  Octavo  of  241  pages,  illustrated. 
New  York,  Grune  & Stratton,  1948.  Cloth,  $4.50. 

Midwifery.  By  Ten  Teachers  under  the  direction 
of  Clifford  White,  M.D.  Edited  by  Clifford  White, 
M.D.,  Frank  Cook,  M.B.  (Eng.),  and  William  Gilli- 
att,  M.D.  Eighth  edition.  Octavo  of  560  pages, 
illustrated.  Baltimore,  Williams  & Wilkins  Co., 
1948.  Cloth,  $6.00. 


REVIEWED 


The  Doctor  Discusses  Morals.  By  Winfield 
Scott  Pugh,  M.D.  Octavo  of  75  pages.  New 
York,  William-Frederick  Pr.,  1946.  Paper,  $1.00; 
Cloth,  $2.00. 

In  this  modest  brochure,  the  author  claims  to  dis- 
cuss the  question  of  morals  from  the  viewpoint  of  the 
physician,  psychologist,  and  anthropologist  rather 
than  from  the  religio-hysteric  viewpoint  of  the  moral 
reformer.  It  would  seem  that  morals  and  sex  are 
interchangeable.  The  doctor  is  not  too  strongly 
opinionated  and  tries  to  give  his  interpretation  of 
morality. 

Joseph  Raphael 

- Rypins’  Medical  Licensure  Examinations.  Topi- 
cal Summaries,  Questions,  and  Answers.  Contain- 
ing for  the  First  Time  a Chapter  on  Psychiatry; 
Also  Numerous  Text  Changes  Throughout  Incor- 
porating Current  Advances.  Edited  by  Walter  L. 
Bierring,  M.D.  Sixth  edition.  With  the  collabora- 
tion of  a review  panel.  Octavo  of  690  pages.  Phila- 
delphia, J.  B.  Lippincott  Co.,  1947.  Cloth,  $6.00. 

This  volume  is  a brief,  superficial  review  of  certain 
important  specialties,  preclinical  and  clinical.  Its 
purpose  is  to  prepare  students  for  state  board  exami- 
nations. There  is  a good  deal  of  information  scat- 
tered on  every  page.  It  should  continue  to  be 
popular  with  students. 

Andrew  Babey 

Probleme  Des  Selbstmordes.  By  Fritz  Schwarz, 
M.D.  Octavo  of  128  pages,  illustrated.  Bern, 
Switzerland,  Medizinischcr  Verlag  Ilans  Huber, 
New  York,  Grune  & Stratton,  1946.  Paper,  9.80 
Sw.Fr. 

This  book  contains  a thorough  stat  ist  ical  study  of 


the  incidence,  causes,  and  technics  of  suicides,  based 
mostly  on  Swiss  data.  Suicide  is  presented  as  a 
murder  case,  where  the  murderer  is  the  victim  at  the 
same  time.  He  might  be  mentally  ill  or  mentally 
normal.  As  far  as  prevention  of  suicides  is  con- 
cerned, the  suggestion  is  made  to  create  camouflaged 
institutions  for  .the  rescue  of  those  who  are  weary  of 
life.  The  book  is  an  excellent  guide  for  medical  lay- 
men such  as  lawyers,  sociologists,  and  ministers. 

Max  G.  Berliner 

Preoperative  and  Postoperative  Care.  By  Wil- 
liam J.  Tourish,  M.D.,  and  Frederick  B.  Wagner, 
Jr.,  M.D.  Octavo  of  338  pages,  illustrated.  Phila- 
delphia, F.  A.  Davis  Co.,  1947.  Cloth,  $6.00. 

The  authors  have  compiled  a readable  book  on  a 
subject  of  much  importance  to  both  the  patient  and 
the  operator.  The  welfare  of  the  patient  and  the 
success  of  the  operation  depend  to  a considerable 
degree  on  such  care.  The  contents  of  the  book  are 
grouped  in  seven  chapters,  of  which  four  are  devoted 
to  pre-  and  postoperative  surgical  care.  The  re- 
maining chapters  are  concerned  with  special  con- 
ditions such  as  gynecology,  neurology.  For  refer- 
ence, the  book  should  be  useful  to  all  concerned 
with  the  care  of  surgical  condition. 

Stanley  B.  Thomas 

History  of  the  Medical  Society  of  the  County  of 
Westchester.  1797-1947.  By  the  Medical  Society 
of  the  County  of  Westchester,  Laurance  D.  Iledway, 
Historian.  A Compilation  from  the  Available 
Minutes  of  the  Society  and  Various  Contemporary 
Sources.  Octavo  of  193  pages.  White  Plains, 
New  York,  The  Society,  1947.  $2.50. 

[Continued  on  page  2308) 


2307 


lo  combat 


tbe  growth 
ol  pathogens 
in  the  vagina 


secretions 


The  normal  acid  reaction  of  the  vagina — a pH 
between  3.86  and  4.45 — constitutes  the  chief  natural  defense 
against  invasion  of  pathogens.  Massengill  Powder,  by  producing  a pH  of 
3.5  to  4.5,  thus  counteracts  the  development  of  a more  alkaline 
vaginal  reaction  which  is  favorable  for  the  proliferation  of  trichomonas, 
monilia,  staphylococci,  streptococci  and  gonococci. 


Massengill  Powder,  presenting  boric  acid,  ammonium  alum,  berberine 
sulfate,  phenol,  menthol,  thymol,  eucalyptol  and  aromatics,  is  indicated  in  the 
management  of  trichomonas  vaginitis,  cervicitis,  and  other  vaginal  infestations  by 
pathogens.  It  is  a valuable  adjuvant  of  proven  efficacy  in  the  treatment  of 
leukorrhea,  pruritus  vulvae  and  nonspecific  vaginitis.  Its  cleansing  and 
deodorizing  properties  are  also  widely  appreciated  by  the  patient. 

Available  in  3 oz.,  6 oz.,  1 lb.  and  5 lb.  jars. 


THE  S.  E.  MASSENGILL  COMPANY 
Bristol,  Tenn.-Va. 

NEW  YORK  . SAN  FRANCISCO  • KANSAS  CITY 
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[Continued  from  page  2306] 

County  medical  societies  throughout  the  United 
States  will  greatly  profit  from  the  example  and  his- 
tory as  presented  in  this  book  of  one  of  America’s 
outstanding  and  progressive  group  of  medical  men. 
The  factual  data  and  biographies  set  forth  most  in- 
teresting reading.  There  are  few  societies  that  have 
the  experience  of  150  years  behind  them,  as  has 
Westchester.  Dr.  Laurance  D.  Redway,  historian, 
an  outstanding  physician  in  his  community,  de- 
serves great  credit  for  the  clearness  and  detail  in  this 
work.  Those  members  of  the  profession  who  are 
interested  in  the  history  of  medicine  would  profit 
from  the  study  of  this  book. 

Thomas  B.  Wood 

Sexual  Behavior  in  the  Human  Male.  By  Alfred 
C.  Kinsey,  Sc.D.,  Warded  B.  Pomeroy,  and  Clyde 
E.  Martin.  Octavo  of  804  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Co.,  1948.  Cloth,  $6.50. 

The  Kinsey  report  is  one  of  the  most  important 
books,  medical  or  otherwise,  published  in  America  in 
the  past  decade;  it  will  certainly  influence  social  atti- 
tudes more  than  any  other. 

Anyone  knows  it  is  a study  of  the  sexual  habits  of 
American  men,  prepared  by  three  scientists  at  the 
University  of  Indiana  after  years  of  research.  The 
prurient  will  find  little  of  interest  in  its  pages,  which 
are  taken  up  with  numerous  tables,  meticulously 
prepared,  with  careful  and  impartial  summaries  non- 
eontroversially  presented.  It  would  not  have 
seemed  likely  in  advance  that  the  questionnaire 
method  used  by  the  authors  would  be  successful,  but 
the  report  is  thoroughly  convincing  on  this  score. 
In  retrospect,  it  seems  almost  the  only  method  which 
could  be  used  with  the  subject  and  the  material,  but 
it  needed  people  like  Kinsey  and  his  associates  to 
assure  scientific  accuracy. 

The  inevitable  defect  in  any  study  of  this  sort  is 
the  error  in  sampling,  an  error  which  will  be  mini- 
mized as  the  project  proceeds.  Changes  in  the  sta- 
tistics will  doubtless  occur,  but  the  essential  validity 
can  scarcely  be  challenged.  Everyone  concerned 
should  start  thinking  along  altered  directions  at 
once.  This  will  include  everyone  who  must  start 
with  the  facts  of  human  behavior  as  major  premises: 
doctors,  psychiatrists,  teachers,  sociologists,  judges, 
penologists,  and — the  most  important  group — - 
parents  in  general.  Doctors  will  find  in  the  book 
some  things  of  immediate  clinical  application,  such 
as  the  sensible  comments  on  ejaculatio  precox  on 
page  580,  which  may  be  read  by  any  patient. 

I cannot  believe  but  that  this  study  will  not  at 
some  point  shock  everyone  who  reads  it.  The  point 
and  cjegree  of  internal  disturbance  will  vary  with  the 
reader.  Disturbing  as  it  may  be,  a study  of  this 
kind  provides  grounds  for  optimism  and  hope.  The 
first  step  in  any  self-improvement  starts  with  a good 
look  in  the  mirror,  which  we,  as  a nation,  should  not 
be  afraid  to  take.  If  we  are  a nation  bedevilled  by 
phobias,  repressions,  and  guilt  feelings,  this  book  pro- 
vides the  first  step  in  the  outcasting  of  these  devils. 
Kinsey  brings  light  into  darkness  and,  as  usual, 
light  in  turn  brings  understanding,  compassion,  and 
remedial  measures. 

Many  questions  are  raised  of  course,  all  of  which 
will  urgently  require  answers.  The  differences  be- 
tween our  sex  patterns  and  those  of  other  countries 
must  be  studied  and  their  causes  discovered. 
Geoffrey  Gorer  points  out,  and  I see  no  reason  to 
doubt  him,  that  “petting  to  climax”  is  peculiarly 
American.  A knowledge  of  this  fact  and  that  kiss- 
ing between  the  sexes  is  now  the  equivalent  of  a 


handshake  will  profoundly  shake  many  people.  But 
all  of  us,  especially  parents,  should  face  these,  if 
they  are  true.  One  may  regard  them  as  mass  titil- 
lation,  probably  sinister  in  effect,  or  as  a substitute 
for  worse  possibilities,  but  one  must  reckon  on  the 
phenomena  as  realities  in  our  civilization.  To  this 
reviewer,  it  seems  to  be  that  this  devaluation  of  a 
phase  of  human  relations,  however  inevitable  or 
necessary,  comes  close  to  representing  the  debase- 
ment of  an  ultimate  coin. 

M.  Plots 

Physical  Medicine  in  General  Practice.  By 
William  Bierman,  M.D.  Second  edition.  With  a 
chapter  on  Medical  Rehabilitation  by  Dr.  Sidney 
Licht.  Octavo  of  686  pages,  illustrated.  New  York, 
Paul  B.  Hoeber,  1947.  Cloth,  $8.00. 

In  this  edition  the  author  has  included  newer  de- 
velopments in  the  use  of  penicillin  and  fever  therapy 
in  the  treatment  of  syphilis  and  also  new  therapy  of 
early  ambulation.  A new  chapter  in  rehabilitation 
by  Dr.  Sidney  Licht  has  been  incorporated. 

Primarily  intended  for  the  general  practitioner,  it 
is  also  of  benefit  to  the  specialized  services  where  the 
modalities  of  physical  medicine  may  be  used,  as  he 
divides  many  of  his  chapters  into  treatment  by  sys- 
tems such  as  cardiovascular,  genitourinary,  etc. 

John  J.  Hauff 

The  Rotunda  Hospital,  1745-1945.  By  O’Donel 
T.  D.  Browne,  M.B.  (Ireland).  Octavo  of  296 
pages,  illustrated.  Baltimore,  Williams  & Wilkins 
Co.,  1947.  Cloth,  $11. 

On  March  15,  1745,  Bartholomew  Mosse  opened 
the  Dublin  Lying-in  Hospital  for  poor  women  in 
George’s  Lane.  In  July,  1947  (due  to  war  conditions 
in  1945)  the  two  hundredth  anniversary  of  that  mo- 
mentous event  was  celebrated  with  the  present 
Rotunda  Hospital  in  Dublin  the  center  of  attraction. 
This  volume  is  the  first  detailed  account  of  the  purely 
professional  work  accomplished  during  all  these  years 
and  the  relation  of  this  work  to  the  history  and  ad- 
vancement of  obstetrics  throughout  the  world. 

Dr.  O’Donel  Browne  of  Dublin  has  done  a mag- 
nificent job — accurate,  meticulous,  fair,  entertain- 
ing. Anyone  interested  in  the  history  of  maternity 
hospitals  or  obstetrics  will  find  this  volume  most 
interesting  and  highly  educational.  Of  its  type,  it 
is  easily  a book-of-the-month  selection  and  therefore 
a valuable  addition  to  any  library. 

Henry  B.  Matthews 

Diseases  of  the  Chest.  With  Emphasis  on  X-ray 
Diagnosis.  By  Eli  H.  Rubin,  M.D.  With  a Section 
on  “The  Principles  of  Surgical  Treatment.”  By 
Morris  Rubin,  M.D.  Quarto  of  685  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Co.,  1947. 
Cloth,  $12. 

The  authors  and  the  medical  public  alike  are  to  be 
congratulated  on  the  publication  of  this  volume. 
After  a splendid  summary  of  x-ray  procedures,  the 
acute  and  chronic  pneumonias  are  discussed,  with  a 
special  chapter  on  viral  lung  infections. 

Then,  in  turn,  are  presented  chapters  on  lung 
abscess,  tuberculosis  (158  pages),  pneumoconiosis, 
bronchial  obstruction,  bronchiectasis,  emphysema, 
cysts,  asthma,  neoplasms,  mediastinal  disease, 
pleural  effusion,  pneumothorax  and  heart-lung 
disease.  References  are  numerous  and  up  to  date. 
There  are  many  excellent  photos  and  x-ray  studies, 
along  with  twenty-four  plates  in  color  by  Frank 
Netter. 

A finer  book  on  chest  diseases  has  never  come  to 
this  reviewer’s  desk.  Frank  B.  Cross 
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Goshen,  N.  y. 

Phone  117 


Ethical — Reliable — Scientific 
Disorders  of  the  Nervous  System 
BEAUTIFUL— QUIET— HOMELIKE 


Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
Cl  ARENCE  A.  POTTER,  M.D.,  Resident  Physician 


FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted 

Rates  Moderate 

Eugene  N.  Boudreau,  M.D.,  Psychiatrist 
R.  Stuart  Dyer,  M.D.,  Asst.  Psychiatrist 
658  West  Onondaga  St- 
SYRACUSE,  N.  Y. 


CHARLES  B.  TOWNS  HOSPITAL 

Established  1901 

FOR  ALCOHOLISM,  NARCOTIC 
AND  RARRITURATE  ADDICTIONS 
Exclusively 

THE  TOWNS  TREATMENT  is  a medical  and  psy- 
chiatric procedure. 

Withdrawal  of  narcotics,  either  opiates  Dr  synthetic, 
is  by  gradual  reduction  and  specific  medication. 
After  47  years,  this  treatment  is  generally  accepted  as 
standard.  Physicians  and  psychiatrists  in  residency. 
Trained  nursing,  physio  and  hydrotherapy  staff. 

Patients  arc  assured  of  complete  privacy  if  desired. 
Length  and  cost  of  treatment  are  predetermined. 

Advantageously  situated  facing  Central  Park.  So- 
larium and  recreation  roof.  Excellent  cuisine  and 
service. 

Literature  on  request. 

W.  D.  SILKWORTH  • EDWARD  B.  TOWNS 

Medical  Supt.  Director 

293CENTRAL  PARK  WEST,  NEWyORK  24,  N.y 

SChuyler  4-0770 

Member  American  Hospital  Assoc. 

Our  ad  also  appears  in  JAMA  and  otherleading  medical  lournals 


BRUNSWICK  HOME- 


A PRIVATE  SANITARIUM.  Convalescents,  postoper- 
ative, aged  and  infirm,  and  those  with  other  chronic  and 
nervous  disorders.  Separate  accommodations  for  nervous 
and  backward  children.  Physicians'  treatments  rigidly 
followed.  C.  L.  MARKHAM,  M.D.,  Supt. 

B'way  & Louden  Ave.,  Amityville,  N.  Y.^  Tel:  1700,  1,  2. 


THE  MAPLES,  inc. 


An  exeluiive  reit  home  for  Invalids,  convaittcanti  and  chronic  catai.  Also  postoperative,  special  diets  and 
body-building  cases.  Efficient  day  and  night  nursing.  Resident  physician.  Six  acres  of  beautiful  land- 
scaptd  lawns. 


MRS.  M.  K.  MANNING,  Supt. 
OCEANSIDE,  L.  I. 

Tel.:  Rockville  Centre  3660 


Rates:  $35.00  to  $65.00  weekly 
Private  and 
Semi-Private  Rooms 


J: 


LOUDEN-KNICKERBOCKER  HALL,  inc 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NKRVODS  and  M ENTA  I.  diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  (VI. IL,  Physician -in-Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Ruilding.  Tel.  Longacre  3-0790 


Officers — Countv  Medical  Societies — 1948 


TOTAL  MEMBERSHIP  AS  OF  OCTOBER  15,  1948—22,154 


County 

Albany 

Allegany 

Bronx 

Broome 

Cattaraugus.  . 

Cayuga 

Chautauqua . . 
Chemung .... 
Chenango. . . . 

Clinton 

Columbia .... 

Cortland 

Delaware .... 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer .... 

Jefferson 

Kings 

Lewis 

Livingston. . . . 

Madison 

Monroe 

Montgomery  . 

Nassau 

New  York. . . . 

Niagara 

Oneida 

Onondaga. . . . 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer. . . 
Richmond. . . . 

Rockland 

St  Lawrence. 
Saratoga 

Schenectady. . 

Schoharie 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga  

Tompkins. 

Ulster 

Warren 

Washington . . 

Wayne 

Westchester. . 
Wyoming 
Yates 


President 

J.  J.  Clemmer Albany 

R.  0.  Hitchcock Alfred 

S.  Weiskopf Bronx 

J.  C.  Zillhardt. . . .Binghamton 

N.  P.  Johnson Olean 

C.  T.  Yarington Moravia 

E.  O.  Black Fredonia 

A.  C.  Glover Elmira 

J.  A.  Hollis Norwich 

W.  W.  Johnson. . . .Plattsburg 
L.  D.  Carpenter.  .Germantown 
R.  H.  Kerr Cortland 

C.  K.  Ive3 Roxbury 

L.  W.  Stoller ....  Poughkeepsie 

E.  D.  Babbage Buffalo 

R.  J.  Martin Ticonderoga 

A.  A.  Hartmann Malone 

D.  M.  McMartin. . .Johnstown 

D.  B.  Johnson Batavia 

W.  A.  Petry Catskill 

R.  W.  Dennis Herkimer 

L.  O.  Fox Brown ville 

A.  W.  M.  Marino. . .Brooklyn 
L.  A.  Avallone Lowville 

F.  J.  Hamilton Hemlock 

R.  B.  Cuthbert Canastota 

E.  B.  Soble Rochester 

Pi.  E.  Wytrwal.  .St.  Johnsville 

H.  A.  Butman Mahhasset 

William  B.  Rawls  . .New  York 

W.  W.  Pierce Lockport 

James  I.  Farrell Utica 

J.  G.  F.  Hiss Syracuse 

L.  A.  Stetson ....  Canandaigua 

T.  R.  Proper Newburgh 

A.  F.  Leone Medina 

J.  L.  H.  Mason Pulaski 

E.  J.  Keegan Oneonta 

R.  S.  Cleaver Brewster 

Alfred  Angrist Jamaica 

C.  J.  Handron Troy 

J.  H.  Diamond.  .New  Brighton 

G.  G.  Stone Suffern 

P.  T.  McGreevy Massena 

F.  A.  Mastrianni 

Mechanicville 

N.  H.  Rust Scotia 

J.  H.  Wadsworth Cobles  kill 

F.  C.  Ward Odessa 

C.  M.  Smith Waterloo 

V.  S.  Higbv Bath 

W.  S.  Stakes Patchogue 

R.  S.  Breakey Monticello 

A.  J.  Capron Owego 

H.  W.  Ferris Ithaca 

E.  S.  Goodyear Kingston 

Saul  Yafa Glens  Falls 

R.  L.  Skinner Greenwich 

J.  H.  Arseneau Lyons 

W.  G.  Childress Valhalla 

O.  T.  Ghent Warsaw 

R.  H.  Davis Penn  Yan 


Secretary 

A.  Yander  Veer Albany 

H.  G.  Chamberlin Cuba 

G.  B.  Gilmore Bronx 

Pi.  S.  McKeeby . . . Binghamton 

W.  B.  Arthurs Olean 

J.  D.  Hammond Auburn 

Edgar  Bieber Dunkirk 

H.  A.  Burch Elmira 

J.  H.  Stewart Norwich 

K.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

E.  F.  Higgins Cortland 

S.  G.  Edgerton Delhi 

J.  F.  Rogers ....  Poughkeepsie 

H.  G.  Walker Buffalo 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

R.  K.  Lenz Oloversville 

C.  C.  Koester Batavia 

W.  M.  Rapp Catskill 

R.  C.  Ashley Little  Falls 

C.  A.  Prudhon. . . .Watertown 

C.  H.  Loughran Brooklyn 

E.  A.  Barnes Lowville 

R.  A.  Hemphill Mt.  Morris 

F.  0.  Pfaff Oneida 

J.  A.  Lane Rochester 

D.  W.  Childs Amsterdam 

I.  Drabkin . . . Rockville  Centre 

B.  W.  Hamilton. . . .New  York 

C.  M.  Dake Niagara  Falls 

H.  H.  Dodds Utica 

I.  L.  Ershler Syracuse 

P.  M.  Standish.  .Canandaigua 

E.  C.  Waterbury. . . Newburgh 

J.  G.  Parke Albion 

U.  Cimildoro Oswego 

J.  M.  Constantine ....  Oneonta 

F.  J.  A.  Lehr Carmel 

E.  A.  Wolff Forest  Hills 

H.  F.  Albrecht Troy 

R.  E.  Lucey Stapleton 

R.  L.  Yeager Pomona 

W.  R.  Carson Potsdam 

M.  J.  Magovem 

Saratoga 

Pi.  E.  Isabella. . . .Schenectady 

D.  Pi.  Lyon Middleburg 

C.  W.  Schmidt. . Montour  Falls 

Bruno  Riemer Romulus 

R.  J.  Shafer Corning 

E.  P.  Kolb Holtsville 

D.  S.  Payne Liberty 

I.  N.  Peterson Owego 

Richmond  Douglass ....  Ithaca 

F.  H.  Voss Phoenicia 

A.  C.  Davis Glens  Falls 

D.  M.  Vickers Cambridge 

I.  M.  Derby Newark 

W.  A.  Kelly. . .Mount  Vernon 

P.  A.  Burgeson W arsaw 

W.  G.  Roberts Penn  Yan 


Treasurer 

F.  E.  Vosburgh Albany 

L.  P.  Bly Cuba 

C.  W.  Frank Bronx 

J.  W.  Kane Binghamton 

George  C.  Cash  Olean 

L.  H.  Rothschild Auburn 

C.  E.  Hallenbeck ....  Dunkirk 

E.  S.  Ridall Elmira 

J.  H.  Stewart Norwich 

K.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

F.  F.  Somberger Cortland 

S.  G.  Edgerton Delhi 

J.  F.  Rogers.  . . .Poughkeepsie 

E.  A.  Woodworth. . . .Kenmore 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

W.  H.  Raymond . . . Johnstown 
C.  C.  Koester Batavia 

M.  H.  Atkinson Catskill 

R.  C.  Ashley Little  Falls 

L.  E.  Henderson.. .Watertown 

H.  Mandelbaum Brooklyn 

E.  A.  Barnes Lowville 

R.  A.  Hemphill Mt.  Morris 

J.  F.  Rommel Oneida 

J.  L.  Norris Rochestei 

F.  F.  Pipito Amsterdam 

I.  Drabkin. . .Rockville  Centre 

C.  W.  Cutler New  York 

F.  A.  Lowe Niagara  Falls 

R.  C.  Hall Utice 

A.  C.  Hofmann Syracuse 

P.  M.  Standish.  .Canandaigue 
E.  C.  Waterbury. . .Newburgl 

J.  G.  Parke Albioi 

U.  Cimildoro Oswege 

J.  M.  Constantine. . . . Oneontf 

G.  H.  Steacv Mahopai 

D . M . Raslcind . Longlsland  City 

H.  C.  Engster Troy 

H.  Dangerfield St.  Georg 

M.  R.  Hopper Nvacl 

L.  T.  McNulty Potsdan 

J.  M.  Lebowich 

Sara  tog 

Harry  Miller Schenectady 

D.  L.  Best Middlebur 

C.  W.  Schmidt. . Montour  Fall 

Bruno  Riemer Romulu 

R..  J.  Shafer Comin 

David  Corcoran . Central  Isli) 

D.  S.  Payne Libert; 

I.  N.  Peterson Oweg 

Richmond  Douglass ...  Ithac 

H.  B.  Johnson Kingsto 

A.  C.  Davis Glens  Fall 

C.  A.  Prescott. . .Hudson  Fall 

I.  M.  Derby Newar 

R..  R.  Heffner. . .New  Rochell 

P.  A.  Burgeson Wares' 

W.  G.  Roberts .Penn  Ya 
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HIUL-TOP  SANITARIUM 

BATAVIA,  N.  Y.  Phone  1660 

Combined  facilities  of: 

Electrotherapy  Hydrotherapy 

Massage  Exercise 

Diet  Control 


For  the  care  of: 

The  convalescing  and  nervous  (not  mental); 
also  weight  control,  arthritis  and  other  chronic 
diseases. 

Midway  between  Buffalo  and  Rochester,  N.Y. 


NURSING 

HOME 


HOLBROOK  MANOR 

Fir*  Act,,  of  Piit.wood.4  Ground, 

SENILE,  AGED,  CHRONICS' 

Physicians  may  treat  their  own  patients. 

Hypertensives  Arterio-sclerotics  All  Neurological  Disorders 
Non-sectarian,  dietary  laws  observed 
Medical  Director:  O.  L.  Friedman,  M.D.,  O.P. 

HOLBROOK,  L.  I.  N.  V.  Office:  GRaaercy  3-4B75 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  .New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  2 private  park  of  tec  acres.  Attractive  cottages, 
scicntihcally  air-coniitioced.  Moo  era  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sect  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y. , N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Pbjsuum-sn-Os rg$. 


BUY 

SAVINGS  BONDS 


$1,000,000.00 

has  been  salvaged  from  unpaid  medical 
bills  at  no  cost  to  our  clients. 

Send  this  ad  f or  details. 

CRANE  DISCOUNT  CORPORATION 

230  West  41  St.  New  York  1 8,  N.  Y. 

Established  1933 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  \V.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  550  WrUefor  illustrated  booklet. 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Par^icay 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefuliysupervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tcl.  2-1621 
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SCHOOLS 


..THEY 

CAN 

WALK 

AGAIN 


• Torpedoed  on  the  Murmansk  run 
— nearly  frozen  to  death  in  an  open  boat — both 
legs  lost  below  the  knee — ex-Merchant  Marines 
Michael  McCormick  and  William  Morris  walked 
unaided  in  three  weeks.  They  could  look  for- 
ward with  certainty  to  leading  a normal  life 
again.  To  these  men,  as  to  thousands  of  other 
Hanger  wearers,  the  phrase  "Hanger  is  a sym- 
bol of  help  and  hope"  is  a concrete  truth  proven 
by  every  day  of  their  future  lives. 


■HANGERS 


ARTIFICIAL. 
LIMBS* 


104  Fifth  Avenue  200  Sixth  Avenue  98  Central  Avenue 
New  Yorkll,  N.  Y.  Pittsburgh  20,  Pa.  Albany6,N.Y. 


TRAINED  MEDICAL  PERSONNEL 

Rigid,  thorough  training  in  haematology,  urinalysis,  all 
phases  of  medical  stenography,  x-ray  and  medical  machines 
makes  Paine  Hall  graduates  capable  assistants.  Our  free 
placement  service  will  help  you  Rnd  the  right  girl. 

1 008  Fifth  Ave.,NewYork  28 
Bu.  8-2294 

Licensed  by  State  of  N.  Y. 


TWO  EXTRA  SERVICES 

For  Your  Deafened  Patient 
HEARING  AID  CONSULTATION 

To  help  in  the  selection  of  the  aid  best  suited 
to  each  person’s  needs. 

We  do  not  sell  Hearing  Aids ; only  AM  A approved 
aids  demonstrated. 

AUDITORY  TRAINING 

To  help  the  user  get  maximum  benefit  from 
his  hearing  aid. 

To  help  train  his  hearing  and  to  teach  him  to 
combine  lip  reading  and  hearing. 

THE  NITCHIE  SCHOOL  OF  LIP  READING,  INC. 

Fouaded  1903 

342  Madison  Ave.  New  York  17,  N.  Y. 

Murray  Hill  2-6423 
Information  on  Request 

Chartered  by  New  York  State  Board  of  Regents 


SPASTIC  - POLIO 

PARAPLEGIC  & PARALYSIS  CORRECTION 

Milton  2f.  2£?rry 

^Foundation  ^rljoola 


In  Far  Hills,  N.J. — a PRIVATE  schools  Founda- 
tion teaching  the  paralyzed  how  to  walk,  talk, 
become  physically  independent.  Consulting 
Physician — F.  L.  Field,  M.D.  Our  49th  year 

For  information  write  Berry  Foundation  Schools, 
Box  25,  Far  Hills,  New  Jersey 

OTHER  RESIDENT  SCHOOLS 
Encino,  Calif.;  Houston,  Texas;  Cincinnati  Ohio; 
Oshkosh  (Lake  Winnebago),  Wisconsin; 

Portland,  Oregon;  Tulsa,  Oklahoma. 
Consultations  in  250  U.S.  cities  monthly 


SUPERIOR  PERSONNEL  Assistants  and  execu- 
tives In  all  iielda  of  medicine — young  physicians,  department 
heads,  nurses,  staff  personel,  secretaries,  anaesthetists, 
dieticians  and  technicians 


jO  jc 

. \q a 


NEW  YORK  MEDICAL  EXCHANGE 

489  FIFTH  AVE.,  N Y.C  (AGENCY)  MURRAY  HILL  2-0676 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB  & X-RAY  AVAILABLE 
Our  12-months  day  course  Includes  Intensive  training 
In  laboratory  techniques,  physiotherapy  apparatus, 
X-Ray,  nursing  techniques,  and  medical  stenography. 

A FEW  LAB  TECHNICIANS  NOW  AVAILABLE 

MancLl  School 

Licensed  by  tha  Stale  of  New  York 


1834  Broadway  — NYC 
Circle  7-3434 


or  Constipated  Babies) 

Borcherdt’s  Malt  Soup  Extract  is  a laxative 
modifier  of  milk.  One  or  two  teaspoonfuls  in  a 
single  feeding  produce  a marked  change  in  the 
stool.  Council  Accepted.  Send  for  sample. 


BORCHERDT  MALT  EXTRACT  COMPANY,  217  N.  Wolcott  Ave.,  Chicago  12, 
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the  ETHICAL 


salicvlate-succinatefor^ 


RAYMER 


Succinate 


//<>  faert/meti/  cf 

ARTHRITIS  and  RHEUMATISM 


RAYSAL  WITH  SUCCINATE  employs  three  principal  in- 
gredients— salicylate,  iodine,  and  succinate  . . . designed 
to  combine  the  almost  specific  antiarthrific  and  antirheu- 
matic action  of  the  salicylates,  the  stimulating  and  nu 
tritionally  corrective  effects  of  iodine  and  the  salicylate 
detoxifying  action  of  succinic  acid. 

An  ideal  companion  medication  for  other  therapeutic 
measures  employed  in  arthritis  and  rheumatism.  RAYSAL 
WITH  SUCCINATE  will  enhance  the  efficiency  of  RAY 
FORMOSIL  ...  a safe  and  effective  combination  for 
use  in  your  next  case. 

■ ^Pe/oxi/far/  <■// (er/irwn 

ENTERIC  COATED  TABLETS 

Raysal 5 grains 

(Representing  43%  Salicylic  Acid  and  3 % Iodine  in  Calcium- 
Sodium  Phosphate  Buffer  Salt  Combination) 

Succinic  Acid  2 grains 

Available  only  on  order  of  the  physician  - advertised  only  to  the 
Medical  Profession -sample  and  literature  will  be  sent  upon  request. 


PHARMACAL  COMPANY  - PHILADELPHIA  34.  PA. 
PHARMACEUTICAL  MANUFACTURERS 
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REAL  ESTATE 


FOR  SALE 


Beautiful  boarding  home  to  be  used  as  nursing  home,  all 
brick,  15  rooms,  running  water,  all  furnished,  capacity  20,  oil 
burner,  porches,  large  ground,  no  zoning,  north  of  Croton 
on  Hudson.  Immediate  use,  S30.000  cash  20,000.  Box  258, 
N.  Y.  St.  Jr.  Med. 


OFFICES  FOR  RENT 


Fully  equipped  offices  including  X-ray  and  Surgery  rooms 
Comfortable  living  quarters  attached.  Ideal  location.  Dr 
Rosenthal,  Monticello,  N Y.  Tel.  188. 


FOR  SALE 


Middletown,  N.  Y.  Comfortable  substantial,  well  construc- 
ted house.  Excellent  opportunity  to  obtain  property  for- 
merly used  as  home  and  office  by  pediatrician  now  deceased. 
Community  of  25,000  plus  extensive  outlying  districts.  For 
more  complete  information  write  or  phone  Mrs.  A.  B. 
Chappell,  1 Chappell  Parkway,  Telephone  Middletown  5217. 


FOR  SALE 


Lynbrook — $16,000.00  mortgage  for  sale,  good  discount,  also 
house  and  vacant  land,  excellent  location  for  doctor’s  office. 
Box  247,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Profex  15  MA  X-ray  and  Fluoroscope  combination;  timer, 
extra  cable,  footswitch,  developing  tank,  lead  gloves  and 
apron,  chest  film  holder;  all  as  new  $850.00.  Dr.  J.  B. 
Wager,  1475  Grand  Concourse,  Bronx  52.  Jerome  8-7575. 


OPPORTUNITY,  WATERTOWN,  NEW  YORK 


Excellent  opportunity  for  Woman  Physician. 

11  room  modern  house,  2 baths,  oil  air  conditioned  heat. 
Ideal  location  for  office  and  living  quarters,  on  corner  main 
thorough-fare,  residential  section,  one  block  from  large  city 
hospital. 

Now  operating  as  small  private  Hospital. 

Owner  retiring. 

For  full  information  and  references,  write 
Miss  E.  Lewis, 

1103  Washington  Street,  Watertown,  New  York. 


AVAILABLE 


Investment  opportunities  are  available  in  small  second  mort- 
gages; personal  supervision  and  management.  Dansker 
Realty  and  Securities  Corp.,  106  Montague  St.  Bklyn,  Main 
4-4397,  Att:  Jerome  Dansker. 


FOR  SALE  OR  RENT 


Office  for  sale  or  rent  in  the  Catskills.  Completely  furnished 
with  office  equipment  and  x-ray.  Attractive  price.  J.  Beeber. 
Algonquin  4-3510. 


FOR  SALE 


Pediatric  practice  (25  years).  Reason,  retiring.  You  may 
work  with  me  for  one  year.  It  is  not  absolutely  essential  that 
you  be  a Licentiate  of  Pediatrics.  Box  261,  N.  Y.  St.  Jr.  Med. 


CLASSIFIED 


YOUR  FINANCIAL  SECRETARY 


Paysbills,  Balances  check  books,  Prepares  Income  Tax,  Business 
Correspondence,  Sends  Announcements.  Elizabeth  T.  Wylie. 
Plaza3-6800.  45  East  55th  Street,  NewYork. 


WANTED 


Resident,  small  hospital,  Brooklyn,  Surgery  and  Medicine. 
Box  254,  N.  Y.  St  Jr.  Med. 


WANTED 


Competent  physician  desires  to  buy  active  practice  of  retiring 
physician.  Box  251,  N.  Y.  St.  Jr.  Med. 


WANTED 


Ophthalmologist,  diplomate,  desires  location  or  association. 
Can  invest.  Write  Box  259,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Beautiful  8 and  room  house,  two  tiled  baths,  2 car  garage. 
No  doctor  within  two  miles.  Price  $15,000.  Phone  Lind- 
enhurst 290. 


FOR  SALE 


One  Family  House,  perfect  condition,  suburb  New  York, 
corner,  detached,  7 rooms,  newly  furnished,  hot  water,  gas. 
2 blocks  subway.  Well  established  general  practice,  new 
medical  equipment,  incl.  X-Ray,  new  furniture.  Price  com- 
plete $20,000.  Cash  $12,000.  Box  169,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Ultra  violet  (Fischerquartz  488)  with  orificial  applicator, 
practically  new,  perfect  $155.00.  Box  249,  N.  Y.  St.  Jr. 
Med. 


PHYSICIANS’  PRINTED  SUPPLIES 


Medico*  sanitary  dispensing  envelopes  (*Reg.  U.  S.  Pat. 
Office);  gummed  flap  dispensing  envelopes;  gummed  bottle 
labels;  prescription  blanks;  time-saver  statements  and 
window  envelopes;  professional  cards;  record  cards;  plate- 
less engraved  letterheads  and  envelopes  on  Hammermill 
Cockletone  bond  paper.  A complete  service  for  physicians. 
Established  1938.  Prices  and  samples  sent  on  request.  Write: 
The  Medico  Press,  Millerstown,  Pa. 


Each  foil  wrapped  tablet 
contains  50,000  units,  the 
usual  single  dose. 


Aerosol  inhalation  therapy  in  the  home  is  rendered  ex- 
ceedingly simple  when  Soluble  Tablets  Crystalline  Peni- 
cillin G Potassium  are  prescribed.  Each  tablet  contains 
50,000  units  of  penicillin,  the  usual  single  dose,  and  is 
entirely  free  of  binder  or  excipient.  The  tablet  is  simply 
dropped  into  the  nebulizer,  10  to  15  minims  of  water 
or  saline  solution  are  added,  and  the  patient  can  then 
receive  the  treatment.  Thus  the  need  for  first  dissolving 
the  penicillin  and  then  measuring  the  required  dose  is 
obviated  entirely.  Soluble  Tablets  Crystalline  Penicil- 
lin G Potassium  dissolve  rapidly  with  slight  agitation. 
Available  on  prescription  at  all  pharmacies  in  boxes  of 
24,  each  tablet  individually  wrapped  in  foil. 


and  the  prescribed  dose  is 
ready  for  administration. 


A DIVISION  OF  COMMERCIAL  SOLVENTS  CORPORATION  • 17  EAST  42ND  STREET  • NEW  YORK  17,  NEW  YORK 
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NO  TEST  TUBES  • NO  MEASURING 
NO  BOILING 

Diabetics  welcome  “Spot  Tests”  (ready  to 
use  dry  reagents),  because  of  the  ease  and 
simplicity  in  using.  No  test  tubes,  no  boil- 
ing, no  measuring;  just  a little  powder,  a 
little  urine — color  reaction  occurs  at  once  if 
sugar  or  acetone  is  preseent. 


Qalat&ti 

FOR  DETECTION  OF  SUGAR  IN  THE  URINE 

Aceiane  (DENCO) 

FOR  DETECTION  OF  ACETONE  IN  THE  URINE 

SAME  SIMPLE  TECHNIQUE  FOR  BOTH 


1.  A LITTLE  POWDER 


2.  A LITTLE  URINE 


COLOR  REACTION  IMMEDIATELY 

A carrying  case  containing  one  vial  of 
Acetone  Test  (Denco)  and  one  vial  of 
Galatest  is  now  available.  This  is  very 
convenient  for  the  medical  bag  or  for  the 
diabetic  patient.  The  case  also  contains 
a medical  dropper  and  a Galatest  color 
chart.  This  handy  kit  or  refills  of  Acetone 
Test  (Denco)  and  Galatest  are  obtainable 
at  all  prescription  pharmacies  and  surgi- 
cal supply  houses. 


Accepted,  for  advertising  in  the  Journal  of  the  A.M.A. 
WRITE  FOR  DESCRIPTIVE  LITERATURE 


for  intensive  "B"  therapy 

harplex 

(HIGH  "B"  COMPLEX) 


Harplex  presents  the  physician 
wi  th  a basic  and  practical 
therapeutic  formula  for  the 


FOR  INTRAMUSCULAR 
OR  INTRAVENOUS  USE 


treatment  of  frank  deficiency 
states.  Easily  administered, 
well  tolerated,  readily  assimi- 
lated, Harplex  merits  your  con- 
sideration wherever  high  "B" 
Complex  therapy  is  indicated. 
Write  for  full  details 

HARMON  CHEMICALS,  INC. 

66  Herkimer  PI.,  Brooklyn  16,  N.Y. 


30cc  Multiple  Dose  Viol 
Each  1 cc.  contains: 
Thiamin  HCI  ..100  mg. 

Riboflavin  2 mg. 

Pyridoxine  HCI  10  mg. 
Calcium  Pantothenate 
1 mg. 

Niacinamide  200  mg. 
Propyl  Parahydroxy- 
benzoate   0.02% 

Methyl  Parahydroxy- 
benzoate   0.18% 

Benzyl  Alcohol 2% 


w AT  PEDIFORME 

YOUR  PRESCRIPTION 
f IS  FOLLOWED  CAREFULLY 
AND  ACKNOWLEDGED  FOR 
YOUR  RECORDS... 


SHOPS  CONVENIENTLY  LOCATED 


MANHATTAN-34  Wert  36lh  Street 
BROOKLYN-288  Livingston  Street 
FI  AT  BUSH  — 843  Flatbush  Avenue 
HEMPSTEAD  — 24  1 Fulton  Avenue 
NEW  ROCHELLE-545  North  Avenue 
EAST  ORANGE-29  Washington  PI. 
HACKENSACK-290  Main  Street 
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IMPORTANT  WYETH  ADDITION  TO 

New  and  Nonofficial  Remedies 


Realizing  that  traditional  manage- 
ment of  severe  liver  disease  has  been 
on  the  whole  disheartening,  Wyeth 
has  for  years  been  conducting  re- 
search on  the  essential  amino  acid 
most  concerned  with  liver  function 
. . . dl-methionine. 

Product  of  this  research  is  Meonine. 

Meonine  may  be  used  to  supple- 
ment the  protein-rich  diet  usually 
prescribed  whenever  the  liver  has 
been  damaged  by  malnutrition,  alco- 
holism, pregnancy,  allergy,  or  toxins. 
And  it  is  clearly  indicated  if  this  diet 
cannot  be  taken.  There  is  no  evidence, 
however,  that  Meonine  is  more  ef- 
fective than  foodstuffs  such  as  casein 
and  egg  white  which  contain  pure 
methionine. 

In  early  stages  of  cirrhosis,  clinical 
results  with  Meonine  have  been  most 
encouraging.  Complete  directions  for 
use  and  bibliography  supplied  on 
request. 


Meonine  supplied  in  0.5  nrtim  tablets,  bottles 
of  100  and  1000.  Crystalline  Meonine — for 
preparing  injection  solutions — supplied  in 
50  nr  am  bottles. 


INCORPORATED  • 


WYETH 


PHILADELPHIA  3,  PA 
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Pure., 

Wholesome . . 
Refreshing 


Safeguarded  constantly  by  scientific 
tests,  Coca-Cola  is  famous  for  its  purity 
and  wholesomeness.  It*s  famous,  too,  for 
the  thrill  of  its  taste  and  for  the  happy 
after- sense  of  complete  refreshment  it 
always  brings.  Get  a Coca-Cola,  and  get 
the  feel  of  refreshment. 

The  pause  that  refreshes 


ULTRACAIN  therapy 


Wherever  an  anesthetic,  bacteriostatic  and  fungistatic  ointment  is 
indicated  — 

ULTRACAIN  ® OINTMENT  offers  prompt  and  prolonged  relief 
in  pruritus,  ulcers,  fissures,  lacerations,  abrasions,  burns  and  in 
mucocutaneous  lesions. 

It  is  significantly  free  rrom  allergizing  side-effects. 

Write  for  literature. 


CHATHAM  THARM  ACEUTICALS,  INC 

NEWARK  2,  NEW  JERSEY 

Distributed  in  Canada  by  FISHER  & BUR  PE,  LTD.,  Winnipeg,  Manitoba 


2320 


Your  acne  patient 


cooperates 


when  you  prescribe  Acnomel.., 


Because:  Acnomel  is  delicately  flesh-tinted.  It  effectively 
masks  the  blemishes  and  blotches  of  acne — yet 
is  virtually  invisible  after  application. 

Acnomel  ordinarily  brings  definite  improvement 
— not  in  months  or  weeks,  but  in  a matter  of  days. 
Thus,  the  use  of  Acnomel  changes  the  acne 
patient’s  typically  defeatist  attitude  toward  treat- 
ment. Encouraged,  he  will  faithfully  follow  the 
regimen  you  prescribe  and  apply  Acnomel  reg- 
ularly, as  you  direct. 


Available,  on  prescription  only,  in  specially-lined  1^  oz.  tubes. 
Resorcinol,  2%;  sulfur,  8%;  in  a stable  grease-free  flesh-tinted 
vehicle. 


Smith,  Kline  & French  Laboratories,  Philadelphia 


Acnomel 


a significant  advance,  clinical  and  cosmetic 

in  acne  therapy 


erience  is  the  Best  Teacher 


JOHN  HUGHES  BENNETT  (1812-1875)  proved  it  in  histology 


Bennett’s  experiences,  gained  by  linking  physiology  with  clinical  medicine, 
led  him  to  institute  the  practical  study  of  histology,  to  recognize 


the  medicinal  value  of  cod  liver  oil,  and  to  be  the  first 
to  describe  the  blood  condition  leukemia  — Bennett’s  disease. 


R.  J.  Reynolds  Tobacco  Company.  Winston-Salem,  N.  C. 


Experience  is  the  best  teacher  in  cigarettes , too 


YES!  Millions  of  smokers  who  have  tried  and 
compared  many  different  brands  of  cigarettes 
found  from  experience  that  cool,  full-flavored 
Camels  suit  them  best. 

Try  Camels!  See  how  the  full,  rich  flavor  of 
Camel’s  choice,  properly  aged  and  expertly 
blended  tobaccos  pleases  your  taste.  See  if  Camel’s 
cool  mildness  isn’t  mighty  welcome  to  your  throat. 

Let  your  taste  and  throat  tell  you  why, 
with  millions  of  smokers  who  have  tried  and  com- 
pared, Camels  are  the  “choice  of  experience.” 


Aveertlintj  /«  « Autiumvitle  survey: 


\Iore  Doe  tors  Smoke  f l IAMTIMjS 


than  any  other  eiyarettc 

In  a nationwide  survey  by  three  independent  research  organizations,  113,597  doctors  were 
asked  to  name  the  cigarette  they  smoked.  More  doctors  named  Camel  than  any  other  brand. 
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WIDGET 

The  neatest  widget  we've  seen  is  the  new  elec- 
trical scissors.  Smooth  beyond  description, 
perfectly  harmless  and  truly  efficient. 

This  is  exactly  true  of  ZymenoL.  For  effective 
bowel  management,  ZymenoL  provides  smooth, 
gentle  taxation  without  harmful  or  habit-form- 
ing drugs  and  with  teaspoon  dosage.  Which  is 
an  advantage. 


ZymenoL 
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a ROERIG 

ft  U’/ia  to /ten 


HEPTUNA  with  FOLIC  ACID-the  most 
modern  approach  to  the  treatment  of  hypo- 
chromic and  many  of  the  hypoplastic 
anemias  furnishes: 


• FOLIC  ACID  to  stimulate  the  hemopoietic 
tissues  to  greater  activity. 

• Ferrous  Sulfate  the  most  readily  available 
form  of  iron  for  hemoglobin  regeneration. 

• Essential  Vitamins  needed  for  general  well- 
being and  optimal  cellular  metabolism. 


HEPTUNA  with  FOLIC  ACID  not  only  furnishes 
the  structural  elements  needed  for  hemoglobin 
and  cellular  regeneration  but,  in  addition, 
stimulates  the  hemopoietic  tissues  to  better 
utilize  these  elements  and  more  rapidly 
correct  the  existing  anemia. 

I 

1 

I 

EACH  CAPSULE  CONTAINS: 

Folic  Acid 


1.7  mg. 


Ferrous  Sulfate  U.S.P. 


4.5  Grains 


Vitamin  A (Fish-Liver  Oil)  ....  5,000  U.S.P.  Units 

Vitamin  D (Tuna-Liver  Oil)  ....  500  U.S.P.  Units 

Vitamin  B]  (Thiamine  Hydrochloride)  ....  2 mg. 

Vitamin  B2  (Riboflavin) 2 mg. 

Vitamin  B6  (Pyridoxine  Hydrochloride) . ...  0.1  mg. 

Calcium  Pantothenate 0.333  mg. 

Niacinamide 10  mg. 


I 

I 


Together  with  other  B-complex  factors 
from  liver  and  yeast 


J.  B.  ROERIG  AND  COMPANY  • 536  Lake  Shore  Drive,  Chicago  11,  Illinois 
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SEND  FOR  ILLUSTRATED  BULLETIN! 
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WITHOUT  WASTE 

The  Baxter  method  of  collecting,  storing 
and  administering  blood  and  plasma  is  a model 
of  simplicity,  safety  and  streamlined 
efficiency.  The  closed  system,  developed  and 
introduced  by  Baxter,  insures  sterility. 

Baxter  expendable  donor  and  administration 
sets  make  procedures  simple,  safe,  expedites 
teaching.  And  now  the  new  Baxter  Fuso-Flo 
stopper  solves  the  aging  problem,  insuring 
trouble-free,  easy-flowing  infusions.  A 
demonstration  of  this  complete  Baxter 
program  can  be  arranged  without  obligation. 


Manufactured  by 
BAXTER  Laboratories 
Morton  Grove,  III.  Acton,  Ontario 


Produced  and  distributed  in  the  eleven  western 
states  by  DON  BAXTER,  Inc.,  Glendale,  California 


AMERICAN  HOSPITAL,  SUPPLY  CORPORATION 


DISTRIBUTORS  EAST  OF  THE  ROCKIES  • GENERAL  OFFICES:  EVANSTON,  ILLINOIS 


MEDICAL  SOCIETY  OF 
THE  STATE  OF  NEW  YORK 

292  MADISON  AVENUE,  NEW  YORK  17,  NEW  YORK 
MURRAY  HILL  3-0701 


OFFICERS 


President Leo  F.  Simpson,  M.D.,  Rochester 

Past-President Louis  H.  Bauer,  M.D.,  Hempstead 

President-Elect John  J.  Masterson,  M.D.,  Brooklyn 

Second  Vice-President Theodore  J.  Curphey,  M.D.,  Garden  City 

Secretary W.  P.  Anderton,  M.D.,  New  York 

Assistant  Secretary W.  Guernsey  Frey,  Jr.,  M.D.,  New  York 

Treasurer James  R.  Reuling,  M.D.,  Bayside 

Assistant  Treasurer Fenwick  Beekman,  M.D.,  New  York 

Speaker Albert  F.  R.  Andresen,  M.D.,  Brooklyn 

Vice-Speaker Nelson  W.  Strohm,  M.D.,  Buffalo 


Chairman,  Board  of  Trustees 


COUNCIL 

The  Above  Officers 

William  H.  Ross,  M.D.,  Brentwood 


Term  Expires  19^9 
Carlton  E.  Wertz,  M.D. 
Buffalo 

Christopher  Wood,  M.D. 
White  Plains 

Charles  M.  Allaben,  M.D. 
Binghamton 


AND 

Councilors 

Term  Expires  1950 
Floyd  S.  Winslow,  M.D. 
Rochester 

J.  Stanley  Kenney,  M.D. 
New  York 

Harry  Aranow,  M.D. 
Bronx 


Term  Expires  1951 
Oliver  W.  H.  Mitchell,  M.D. 
Syracuse 

Maurice  J.  Dattelbaum,  M.D. 
Brooklyn 

Frederic  W.  Holcomb,  M.D. 
Kingston 


TRUSTEES 


William  H.  Ross,  M.D.,  Chairman Brentwood 

James  F.  Rooney,  M.D Albany  Dan  Mellen,  M.D 

Edward  T.  Wentworth,  M.D Rochester  Edward  R.  Cunniffe,  M.D. . 


, Rome 
Bronx 


( See  pages  2328  and  2330  for  additional  Society  Officers) 


2326 


2327 


IN  COLDS. ..SINUSITIS 


Neo-Synephrine  hydrochloride  affords  prompt  and  prolonged 
decongestion  with  virtually  no  irritation  or  congestive  rebound,  .fjj 

neo-synephrine* 

HYDROCHLORIDE 

BRAND  OF  PHENYLEPHRINE  HYDROCHLORIDE 

solution  (plain  and  aromatic),  1 ounce  bottles;  1%  solution, 

1 ounce  bottles;  ]4%  water  soluble  jelly,  % ounce  tubes. 
Neo-Synephrine,  trademark  reg.  U.  S.  & Canada 


INC. 


New  York  13,  N.  Y.  Windsor,  On t. 
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FORMULA -Each  teospoonful  (5  ct.)  represents : 

Alcohol  (by  volume) 12  % 

Codeine  Phosphate 5.5  mg.  1 

(Warning:  May  be  habit-forming) 

Terpin  Hydrate 17.5  mg. 

Chloroform 0.3  % 

Amino  Acids  and  Polypeptides 
Derived  from  Beef,  Milk,  and 
Wheat,  Equivalent  to  Proteins ...  2.0  % 
Carbohydrates:  Lactose,  Dextrose, 

Cone  Sugar. 

adult  DOSE:  One  teaspoonful  every  two 

hours,  or  as  determined  by  the  physician. 


r LIQUID 
PEPT0N0IDS® 

with  TtltPIN  HYDRATE  and  CODEINE 

Provides  the  time-tested  value  of  terpin  hydrate 
and  codeine  phosphate  in  the  highly  palatable 
LIQUID  PEPT0N0IDS  vehicle.  Available  in 
bottles  of  4 fl.  oz.  LIQUID  PEPT0N0IDS  with 
CREOSOTE,  widely  favored  when  the  action  of 
creosote  is  desired,  is  supplied  in  bottles  of 
6 and  12  fl.  oz. 


THE  ARLINGTON  CHEMICAL  COMPANY,  yonkers  i,  new  york 
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Changes  in  fundus  in  degenerative 
vascular  disease  associated  with 
arteriosclerosis,  hypertension  and 
diabetes  mellitus. 

Tortuous  veins  and  arteries,  with 
the  latter  varying  in  caliber,  are 
part  of  the  fundus  findings  of 
arteriosclerosis  and  hypertension. 

White  areas  of  exudation  are 
seen.  Hemorrhagic  areas  are  also 
present  in  this  fundus,  and  may  be 
associated  with  generalized  arterio- 
sclerosis, hypertension  and  dia- 
betes mellitus. 


Degenerative  vascular  disease  associated 
with  arteriosclerosis,  hypertension,  diabetes 
mellitus  and  similar  affections  is  often  bene- 
fited greatly  by  the  administration  of 


f RUPHYLLIN 

Safe,  smooth  muscle  spasmolytic  . . . 
preserves  and  restores  capillary  integrity 


AMINOPHYLLIN 100  mg. 

RUTIN 20  mg. 

PHENOBARBITAL 15  mg. 
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for  Relief  of  Smooth  Muscle  Spasm 


Octin  is  an  antispasmodic,  indicated  for  the 
treatment  of  spastic  conditions,  particularly  of 
the  genito-urinary  and  gastrointestinal  tracts. 

TABLETS  - 2 grains  Octin  mucate. 

ORAL  SOLUTION  - 1 0 % aqueous  solution  ( I Vfe  grains  per  cc.) 
AMPULES  - I cc.  ( I V2  grains  Octin  hydrochloride.) 

Octin  (m«thyliHooct«ny)iimlne)  Trade  Murk  Bilhuber. 

BILHUBeR- KNOLL  CORP.,  ORANGE,  N.J. 
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in  pregnancy 


IFor  too  long,  enchantments  and  incantations 
/,.  . Hi  were  the  only  defense  against  spontaneous 
' .Abortion.  Now,  however,  prophylactic  therapy 
t ^ '!l,  has  been  placed  on  a rational  basis  with  the 
:>t*  discovery  that  the  corpus  luteum  hormone  is 
yv  !>'■'  “a  powerful  uterine  relaxant”  as  well  as 
* being  “essential  to  embedding  of  the  ovum.”1 

PION  AMO  Clinical  evidence  has  now  accumulated  which 

' ' indicates  that  at  least  8 out  of  10  habitual 

abort ers  may  be  delivered  of  viable  infants 
if  Proluton,*  pure  progesterone,  is  injected 
routinely  early  in  pregnancy."'4 


PROLUTON 


(progesterone  U.S.P.  XIII ) 

Being  so  effective  in  controlling  uterine  motility, 
Proluton  is  invaluable,  too,  when  abortion  is  immi- 
nent.'1 Thus,  used  in  large  dosage,  Proluton  has 
assured  continuance  of  pregnancy  after  what  seemed 
inevitable  abortion." 

DOSAGE: 

Habitual  Abortion : Proluton  5 to  10  mg.  three  times  weekly; 
25  nig.  Proluton  during  calculated  menstrual  periods  and  times 
of  stress. 

Threatened  Abortion:  Proluton  5 to  25  mg.  daily,  until  symp- 
toms cease;  then  treat  as  for  habitual  abortion. 

PACKAGING: 

Proluton  (Progesterone  U.S.P.  XIII)  in  ampuls  of  1,  2,  5 or  10 
mg.;  in  boxes  of  3,  6 anti  50  ampuls.  Multiple  dose  vials  of  10  cc., 
10  or  25  mg.  per  cc. ; box  of  1 vial. 

BIBLIOGRAPHY:  1.  Frank.  R.  T.  : M.  Clin.  North  America 
25  :(><>:.  1941.  2.  Kane,  H.  F Am.  J.  Obst.  & Gynec.  32:110  1936 
3.  Mason,  L.  W.:  Am.  J.  Obst.  & Gyncc.  44:630,  1942.  4.  Krohn, 
L.,  and  Harris,  J.  M.:  Am.  J.  Obst.  & Gynec.  41 :95,  1941.  5.  Soule, 
S.  L).:  Am.  J.  Obst.  & Gynec.  42:1009,  1941. 


PROLUTON  * 
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SALINIDOL 

Formula  U.S.P.H.  Service 

Salicylanilid 5% 

Carbowax 95% 

Ringworm  of  the  Scalp 

(Microsp.  Audouini  or  Microsp. 
Lanosum) 

Saiinidol — Greaseless,  Stainless, 
Odorless.  Easily  removed  with 
water. 

The  hair  must  be  clipped  every 
10  days  and  Saiinidol  applied 
daily. 

Please  write  for  sample  and 
literature. 

DOAKCO.,  INC. 

Cleveland,  Ohio 

NY  11-48 


For  Head  Colds, 

Crusts,  Dryness  of  the 
Nose  and  Other 
Nasal  Conditions 

O L I O D 

(De  Leoton  Nasal  Oil) 

OLIODIN  produces  a mild  hyperemia  with  an  exudate  of 
serum,  loosening  crusts,  relieving  dryness  and  is  soothing  to 
the  nose  and  throat.  Breathing  is  improved. 

Try  OLIODIN  in  connection  with  forms  of  treatment  you 
may  be  using  in  the  nose,  such  as  tamponage,  sprays,  etc.  and 
note  the  improvement. 

For  The  Eyes 

OPHTHALMIC 

Solution  No.  2 

Vi  fl.  oz. — 2 fl.  oz. 

(De  Leoton  Eye  Drops) 

Sol.  Oxycyanide  of  Mercury  with  Zinc  Sulphate,  Zinc  Phenol- 
sulphonate  and  Boric  Acid  in  Distilled  Water. 

USES:  1.  In  Diplo-bacillus  infections. 

2.  Before  and  after  operations. 

3.  In  chronic  catarrhal  conditions  of  elderly  people. 

4.  As  a collyrium  (Eye  Wash). 

6.  To  relieve  irritation  caused  by  wind,  dust,  bright 
lights,  etc. 

Write  for  Sampler 

THE  DE  LEOTON  COMPANY 
Bo*  204,  Capitol  Station  Albany,  N.  Y. 


I N (2fl.  oz.) 
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Local  penicillin  reduced 
intranasal  bacteria  99% 

Proceedings  of  the  Society  of  American  Bacteriologists, 
47th  general  meeting,  May  13-17,  1947 

A series  of  patients  was  treated  intranasally 
with  local  penicillin,  500  units  per  cc.,  for 
5 consecutive  days.  At  the  end  of  this  time, 
the  bacteria  count  was  reduced  from  an  average 
of  7,363  per  cc.  of  nasal  washings  to  the 
amazingly  low  average  of  42. 

In  Par-Pen  you  have  a preparation  that  combines 
the  potent  antibacterial  action  of  penicillin, 

500  units  per  cc.,  with  the  rapid  and  prolonged 
vasoconstriction  of  Taredrine  Aqueous’. 

For  sample  and  full  information,  write  Par-Pen 
on  your  prescription  blank  and  mail  it  to  us  at 
429  Arch  St.,  Philadelphia  5,  Penna. 

Par-Pen 

ie  penicillin-vasoconstrictor  combination 


Smith,  Kline  & French  Laboratories,  Philadelphia 


GOOD!... 


Want  a potent  multivitamin  preparation  that  looks,  smells 
and  tastes  good?  Have  you  tried  the  honey  colored  liquid 
preparation  with  the  citrus-like  flavor  and  odor?  It’s  Vi-Daylin, 
Abbott’s  homogenized  mixture  of  vitamins  A,  D,  B1?  B2, 

C and  Nicotinamide.  It  pleases  the  most  fastidious  patient. 

Taken  from  the  spoon  or  easily  mixed  with  cereal,  milk  or 
juices,  one  small  daily  dose  of  Vi-Daylin  provides  the  high 
concentration  of  vitamins  necessary  to  meet  the  nutritional 
requirements  of  infants  and  children.  Finicky  oldsters  find  that 


At  pharmacies  everywhere — in  bottles  of  90  cc.,  8 fluidounces 
and  1 pint.  Abbott  Laboratokies,  North  Chicago,  Illinois. 


Vitamin  A 
Vitamin  D 
Thiamine 


Daylin  contains: 


Each  5-cc.  teaspoonful  of  Vi- 


3000  units 
800  units 


the  slightly  larger  dose  they  require  goes  down  very  pleasantly. 
Vi-Daylin  is  stable  at  room  temperature,  has  no  fishy  odor. 


Contains  not  more  than  0.5  percent  alcohol 


VI  • DAYLIN 


TRADE  MARK 


(VITAMINS  A,  D,  B , B2,  C AND  NICOTINAMIDE  IN  LIQUID  FORM) 
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neural  junction. 

Priscol  therefore  produces  circulatory  improvement  in 
many  cases  of  Raynaud’s  disease,  Buerger’s  disease,  dia- 
betic gangrene,  and  arteriosclerotic  peripheral  vascular 
disease. 

Patients  should  be  closely  observed  until  optimal  dosage  is 
established  since  paradoxical  effects  or  orthostatic  hypo- 
tension may  occur. 

Issued:  Tablets  of  25  mg.;  bottles  of  too  and  tooo. 

10  cc.  Multiple-dose  Vials,  each  cc.  containing  25  mg. 

I.  Grimson,  K.  S.,  Marzoni,  F.  A.,  Reardon,  M.  J.,  and  Hendrix,  J.  P.: 
Surg.,  23:728,  1948. 

• Complete  information  may  be  obtained  from 

C 1 8 A PHARMACEUTICAL  PRODUCTS,  INC.,  SUMMIT.  NEW  JERSEY 


2/1377M 


PRISCOL  (brand  ol  bcnzazolinc)  Trade  Mark  Reg- U.S. Pat. OIF. 
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FLAT  SPRING  DIAPHRAGM 


Physician’s  package  and 
complete  description  of 
the  Neu'  Technique  will  be 
sent  upon  request. 


Ethically  promoted  — 
Advertised  only  to  the 
medical  profession. 


Easily  Fitted— The  Lanteen  Flat  Spring 

Diaphragm,  collapsible  in  one  plane  only, 
is  easily  placed  without  an  inserter. 

Remains  in  Position—  The  flat  spring  rim  of  the  Lanteen 
Diaphragm  gently  but  firmly  holds  the  diaphragm  in 
place  even  during  changes  in  body  position. 

Long  Lasting— Lanteen  Diaphragms,  made  of  the 
finest  rubber,  are  guaranteed  against  defects  for 
a period  of  one  year. 


n tee  n 


LANTEEN  MEDICAL  LABORATORIES,  INC. 

900  North  Franklin  Street,  Chicago  10,  Illinois 
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Conft 


♦ baby  oil 
baby  powder 
castile  soap  U.S.P. 

The  Perfect  Olive  Oil  Trio 


Free  Clinical  Samples 


I I 

I CONTI  PRODUCTS  CORP.,  45  CLINTON  AVFNUE 
BROOKLYN  5,  N.  Y.  Dept-103 

Please  send  me  free  clinical  samples  of  CONTI  Baby  Oil, 
CONTI  Baby  Ponder  and  CONTI  Castile  Soap  0.  S.  P. 


ADDRESS 

STATE 

As  oil  calms  troubled  waters,  so  does  olive 
oil,  often  recommended  by  physicians,  soothe 
the  infant’s  sensitive  skin. 

CONTI,  a name  long  synonymous  with  pure 
olive  oil,  offers  three  products  for  baby's  skin 
care.  CONTI  Castile  Soap  U.S.P.,  with  olive 
oil,  needs  no  introduction  to  physicians  who 
have  prescribed  it  for  generations.  CONTI 
Baby  Oil  and  CONTI  Baby  Powder  are  also 
made  with  pure  olive  oil.  CONTI  Baby  Oil 
combines  pure,  specially  refined  olive  oil  with 
lanolin,  U.S.P.  and  light  mineral  oil,  U.S.P.,  to 
provide  the  perfect  emollient.  CONTI  Baby 
Powder  is  an  extra-finely  textured  imported 
white  talc,  delicately  scented  and  treated  with 
pure  olive  oil. 

All  three  are  valuable  aids  in  preventing 
chafing  and  irritations,  and  for  treatment  of 
infantile  eczema. 

CONTI  PRODUCTS  CORP.,  NEW  YORK 


WATERS 
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fluid  sulfonamide  preparations 


new  ( 


Eskadiamer 


a combination  fluid  sulfonamide 
containing  equal  parts  of  sulfamerazine  and  sulfadiazine.  Each 
5 cc.  (one  teaspoonful)  contains  0.25  Gm.  (3.86  gr.)  sulfamerazine 
and  0.25  Gm.  (3.86  gr.)  sulfadiazine. 


Eskadiazine 


the  widely- prescribed  fluid 
sulfadiazine.  Absorbed  much  more  rapidly  than  sulfadiazine  tab- 
lets. Each  5 cc.  (one  teaspoonful)  contains  0.5  Gm.  (7.7  gr.) 
sulfadiazine. 


These  pleasant-tasting  preparations  may  be  prescribed  whenever 
oral  dosage  of  the  sulfonamides  is  indicated. 

Children,  particularly,  like  Eskadiamer  and  Eskadiazine.  And 
busy  mothers  are  spared  the  chore  ol  crushing  bulky  tablets  and 
coaxing  a sick  child  to  swallow  an  unappetizing  mixture. 


Smith,  Kline  & French  Laboratories,  Philadelphia 
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excursion  into  logic 

Quae  cum  ita  sint.  ( And  since  this  is  so.) 

Premise  No.  1 : Progesterone  products  adminis- 
tered during  pregnancy  inhibit  protection  and  utili- 
zation of  endogenous  progesterone,  as  indicated  by 
diminished  pregnanediol  excretion,  while  estrogens 
have  the  opposite  effect  of  stimulating  production  and 
utilization  of  progesterone.  (Smith,  Smith  and 
Hurwitz1,  Meaker2. ) 

Premise  No.  2 : Exogenous  progesterone,  even  in 
combination  with  estrogens,  frequently  sensitize  the 
myometrium  to  contractile  action  of  posterior  pitui- 
tary oxytocin,  actually  contributing  toward  abortion 
and  premature  delivery.  (Bender3,  Vaux  and  Rakoff4.) 

• 

Premise  No.  3:  High-dosage  stilbestrol  therapy 
gives  higher  percentage  of  protection  of  pregnancy  in 
threatened  and  habitual  abortion  and  in  premature 
delivery  than  any  method  previously  employed. 
(Karnaky5,  Rosenblum  and  Melinkoff6.) 

Conclusion  : Therefore,  des,  25  mg.  tablets  of  triply 
crystallized,  Grant  process  diethylstilbestrol,  is  the 
logical  product  for  use  in  habitual  and  threatened 
abortion,  pre-eclampsia,  eclampsia,  premature  labor, 
and  other  accidents  of  pregnancy  referrable  to  hor- 
mone deficiency. 

References:  1.  Smith,  O.  W.;  Smith,  C.  van  S.,  and  Hurwitz,  D.:  Increased 
excretion  of  pregnanediol  in  pregnancy  from  diethyl9tilbe9trol  with  special 
reference  to  the  prevention  of  late  pregnancy  accidents.  Am.  J.  Ol>9t.  & 
Gynec.  51 :411,  1946. 

2.  Meaker,  S.  R.:  A working  classification  of  the  causes  of  abortion, 
J.A.M.A.  723:680,  1943. 
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Available  in  containers 
of  100,  500,  and  1,000 
cross-scored  tablets, 

25  nig.  at  all  pharmacies 
and  Irom : 


GRANT  CHEMICAL  COMPANY.  INC.,  95  MADISON  AVE.,  NEW  YORK  16.  N.  Y. 


2342 


The  latest  addition  to  the  Vaponefrin  Aerosol  Armamentarium 
— a new  Styrene  plastic, non-breakable  Aerosol  Mask  equipped 
with  a special  Vaponefrin  Nebulizer  — remarkably  simplifies 
the  mechanics  of  aerosol  therapy  . . . prevents  loss  of  medica- 
tion. ..affords  optimum  quantities  of  the  therapeutic  agent.  The 
Vaponefrin  Aerosol  Motor  Unit  is  also  available  as  inexpen- 
sive, portable  equipment  for  home  or  office  use. 


• Assures  voluminous  aerosol  mists. 

• Produces  greater  topical  effectiveness. 

• Controls  breathing  pattern. 


VAPONEFRIN  COMPANY  : 


INDEX  TO  ADVERTISED  PRODUCTS 
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DIAPER 


RASH  (AMMONIA  DERMATITIS) 

is  preventable  ... 


with  ffiiaftaiem-tfeated 

Ammonia  -free 
Diapers 


ACTIVE  INGREDIENT:  12.7%  di-itobutyl  (tetoif 
ethoxy  ethyl  di  methyl  bemyl  ammonium  chloride 
monohydtale.  INERT  INGREDIENT:  87.3%. 


Boxes  of  20  and  40  Tablets 


Medicate  baby's  “night  diapers"  by  rinsing  with 
DIAPARENE,  the  pioneer  diaper-medicament  that 
inhibits  B.  ammoniagenes  from  decomposing  urinary 
urea  info  free  ammonia;  thus  DIAPARENE,  unlike 
palliative  ointments,  powders  and  lotions,  actually 
eliminates  the  cause  of  ammonia  dermatitis.  Guards 
against  ammoniacal  inflammation  of  chafing,  prickly 
heat,  allergy  rash,  etc.  IJ  One  tablet  to  two  quarts 
rinse  water  for  every  six  diapers,  for  1:25,000  solu- 
tion. May  be  concentrated  as  much  as  five  times 
(1:5,000)  dependent  upon  resistance  of  rash  and 
strength  of  enzymatic  action. 


I Cook,  J.V.:  Brennemon  Practice  ol  Fed.  4:  Chop.  41, 1945. 
J.  Benson,  B A,  et  ol:  J.  Fed.  31:369-754, 1947. 

3.  Ferlmon,  H H.:  Skin  & Canter  Clinic,  Fost  Graduate 
Hospital.  New  York,  1948. 


Advertised  to  the  Medical  Profession  only. 


Write  for  physician's  samples  and  literature. 
Pharmaceutical  Division 

Homemaker's  Products  Corporation,  New  York  tO 
Homemaker's  Products  (Canada)  Limited,  Toronto  10 


"MEDICATES  THE  DIAPER" 

ft/MM/S  am  C/DMNt  MS//.' 


WHY  MANY  LEADING 
NOSE  AND  THROAT 
SPECIALISTS  SUGGEST 


change 


to 


PWUP  ^ORR'5'" 


Where  smoking  is  a factor  in  a throat  condition, 
the  physician  may  advise  "Don't  Smoke." 
But  where  the  patient  persists,  many  eminent 
specialists  suggest  "Change  to  Philip  Morris".  . . 
the  one  cigarette  proved  definitely  less  irritating.** 
Perhaps  you  too  will  find  it  advantageous 
to  suggest  to  your  throat  patients 
"Change  to  Philip  Morris."  For  your 
own  smoking  as  well.  Doctor,  in  fact  for  all 
smokers,  Philip  Morris  is  by  far  the  wisest  choice. 


PHILIP  MORRIS 


Philip  Morris  & Co.,  Ltd.,  Inc. 
119  Fifth  Avenue,  N.  Y. 


IF  YOU  SMOKE  A PIPE  . . . We  suggest  an 
unusually  fine  new  blend— Country  Doctor  Pipe 
Mixture.  Made  by  the  same  process  as  used  in 
the  manufacture  of  Philip  Morris  Cigarettes. 


*Completely  documented  evidence  on  file. 

**Reprints  on  Request: 

Laryngoscope,  Feb.  1935,  Vo  I.  XLV,  No.  2,  149-154;  Laryngo * 
scope,  Jan.  1937,  Vo  I.  XLV//,  No.  /,  58-60;  Proc.  Soc.  Exp. 
Biol  and  Med.,  1934,  32,241,  N.  Y.  State  Journ.  Med.,  Vo/. 
35,  6-1-25,  No.  II.  590-592. 
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PELVICINS  simplify  the 

problem  of  introducing  high  con- 
centrations of  penicillin  directly  at 
the  site  of  vaginal  infection,  achiev- 
ing optimal  efficacy  of  the  drug  in 
cervicitis  and  other  gynecologic 

conditions.1  PELVICINS 

provide  100,000  units  of  crystalline  penicillin  G (potassium  salt) 
in  each  suppository.  Even  where  primary  pathogens  are  not 

penicillin- sensitive,  PELVICINS  are  of  proved  value 

in  the  elimination  of  susceptible  secondary  invaders,  there- 
by enhancing  the  effectiveness  of  such  additional  medical  or 

surgical  measures  as  may  be  indicated.  PELVICINS 

are  supplied  in  boxes  of  6 and  12,  in- 


dividually wrapped  in  aluminum  foil. 

1.  Walter,  R.  I.;  Goldberger,  M.  A.;  and  Lapid,  L.  S.: 
New  York  State  J.  Med.  48:  1159  (May  15)  1948. 


Schenley 


LABORATORIES,  INC. 


350  FIFTH  AVENUE,  NEW  YORK  1,  N.  Y. 


Extra  Protective 


Feature 


Additional  protection  against 
moisture  is  provided  by  a special 
wax  coating  on  the  package  itself. 


© Schenley  Laboratories,  Inc. 
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forntin^  &a/ut 

THE  ARGYROL  WAY 

means 

DECONGESTION 
and  RELIEF... 

without  rebound  action  • . . 
without  chronic  after-effects 


With  the  argyrol  technique, 
the  hazards  of  Rhinitis  Medici- 
mentosa  are  eliminated  . . . 
argyrol  accomplishes  the 
objective  of  sound  therapy  . . . 
the  restoration  of  normal  nasal 
function  without  the  chronic 
aftermaths  so  frequently  induced 
by  vasoconstrictors. 


ARGYROL 

f/te  tjttif/'fatie/i  of 
tf/tctee  tit  hea titty 
ffinia  -ttttjtr/ S/ttf (eetictt 


The  argyrol  Technique 

1.  The  nasal  meatus  ...  by  20 
per  cent  ARGYROL  instillations 
through  the  nasolacrimal  duct. 

2.  The  nasal  passages  . . . with  10 
per  cent  ARGYROL  solution  in 
drops. 

3.  The  nasal  cavities  . . . with  10 
per  cent  ARGYROL  by  nasal 
tamponage. 

Its  Three-Fold  Effect 

1.  Decongests  without  irritation  to 
the  membrane  and  without  cili- 
ary injury. 

2.  Definitely  bacteriostatic,  yet  non - 
toxic  to  tissue. 

3.  Cleanses  and  stimulates  secre- 
tion, thereby  enhancing  Nature's 
own  first  line  of  defense. 


Made  only  by  the 

A.  C.  BARNES  COMPANY 
NEW  BRUNSWICK,  N.  J. 

ARGYROL  is  a registered  trade  murk,  the 
property  of  A.  C.  Barnes  Company 
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SULFADIAZINE 
WITH 
SODIUM 
LACTATE 
— MRT 

(an  original  MRT  contribution) 


guard 

against 

kidney 

damage 


In  Sulfadiazine  with  Sodium  Lactate-MRT,  the  physi- 
cian may  be  sure  that  the  principle  dangers  of  sulfon- 
amide therapy  — crystalluria  and  urolithiasis  — are 
absolutely  minimized. 

Sulfadiazine  with  Sodium  Lactate-MRT  raises  the  pH 
of  the  urine  to  increase  the  solubility  of  the  excreted 
sulfonamide  and  its  conjugates.  Prevention  of  crystal 
formation  is  insured. 

Pleasant  taste  assures  maximum  patient  cooperation 
in  both  adults  and  chilcken. 

One  teaspoonful  (5  cc.)  of  Sulfadiazine  with  Sodium  Lactate-MRT 
contains  7.7  grains  (0.5  Gm.)  of  sulfadiazine  — the  amount  contained 
in  the  0.5  Gm.  tablet  plus  sodium  lactate  in  a full  3 to  1 ratio 

no  coined  names  . . . T,  1 
specify  . . . ! MRT  j 

j j Literature  and  samples  on  request 

MARVIN  R.  THOMPSON,  INC. 

SERVICE  TO  MEDICINE 

67  Greenwich  Avenue  Stamford,  Connecticut 
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To  re-establish  emotional  equilibrium 

Benzebar’  combines  the  effective  anti-depressant 
action  of  Benzedrine*  Sulfate  and  the  mild 
sedation  of  phenobarbital. 

The  'Benzedrine’  Sulfate  in  ’Benzebar’  restores 
optimism,  cheerfulness  and  sense  of  well-being; 
increases  mental  activity  and  interest  in  life; 
imparts  a feeling  of  energy  and  alertness. 

Simultaneously,  the  phenobarbital  component 
calms  nervous  excitability  and  agitation; 
relieves  anxiety  and  tension. 

Thus,  'Benzebar’  is  valuable  in  the  symptomatic 
treatment  of  the  depressed  patient 
who  displays  anxiety  or  agitation. 

Benzebar 

a logical  combination  of  ‘Benzedrine’  Sulfate  (5  mg.) 

and  phenobarbital  (^gr.) 

Smith,  Kline  & French  Laboratories,  <?  Philadelphia 


*T.M.  Itcg.  U.S.  Fat.  Off.  for  racemic  amphetamine  sulfate,  S.K.F. 
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the  ETHICAL 


n ft ■ ipvi  &TF- SUCCINATE  FORMULA 


Raysal 


with 


RAYMER 


Succinate 


//if'  faeaftnenf  cf 

ARTHRITIS  and  RHEUMATISM 


RAYSAL  WITH  SUCCINATE  employs  three  principal  in- 
gredients— salicylate,  iodine,  and  succinate  . . . designed 
to  combine  the  almost  specific  antiarthritic  and  antirheu- 
matic action  of  the  salicylates,  the  stimulating  and  nu- 
tritionally corrective  effects  of  iodine  and  the  salicylate 
detoxifying  action  of  succinic  acid. 

An  ideal  companion  medication  for  other  therapeutic 
measures  employed  in  arthritis  and  rheumatism.  RAYSAL 
WITH  SUCCINATE  will  enhance  the  efficiency  of  RAY- 
FORMOSIL  ...  a safe  and  effective  combination  for 
use  in  your  next  case. 

<y/e  SPa/iculale  <A(ecfec€trtnenO 


ENTERIC  COATED  TABLETS 

Raysal 5 grains 

(Representing  43%  Salicylic  Acid  and  3%  Iodine  in  Calcium- 
Sodium  Phosphate  Buffer  Salt  Combination) 

Succinic  Acid  2 grains 


Available  only  on  order  of  the  physician -advertised  only  to  the 
Medical  Profession -sample  and  literature  will  be  sent  upon  request. 


PHARMACAL  COMPANY  . PHILADELPHIA  34,  PA. 
PHARMACEUTICAL  MANUFACTURERS 

Overt  a Quxtrt/e'i  f/eii'iny 
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2 new  SULFONAMIDE  SUSPENSIONS 


for  simplified,  safer  therapy 


These  new  Sharp  & Dohme  preparations  provide 
sulfamerazine  and  sulfadiazine,  in  pleasantly 
flavored,  easily  administered  10%  suspensions. 
The  drugs  are  evenly  dispersed  in  a very  fine 
state  of  subdivision  and  are,  therefore,  rapidly 
absorbed. 

Used  Separately,  Cremomerazine  and  CremO- 
DIAZINE  are  therapeutically  equivalent,  but  the 
total  dose  of  CREMOMERAZINE  is  only  one-half 
that  of  CREMODIAZINE.  Moreover,  the  dose  in- 
terval of  Cremomerazine  (8  hours)  is  twice  that 
of  CREMODIAZINE,  a distinct  advantage  when 
the  patient  must  not  be  disturbed. 


Used  Together,  Cremomerazine  and  Cremodi- 
azine  are  less  likely  to  produce  crystalluria  or 
renal  obstruction  than  either  separately,  and 
may  be  administered,  in  the  majority  of  in- 
stances, without  adjuvant  alkalies,  each  drug 
being  prescribed  in  half  the  usual  amount.  Lehr 
reports  that  such  combination  dosage  eliminates 
renal  complications  and  greatly  reduces  over- 
all sulfonamide  toxicity. 

Cremomerazine  and  Cremodiazine  are  10% 
suspensions  containing  5%  alcohol  and  are 
supplied  in  pint  bottles. 

SHARP  & DOHME,  PHILADELPHIA  1,  PA. 
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Editorials 


Vulnerability  of  Hospitals 


News  stories  recently  in  the  daily  press 
have  told  of  the  moving  of  an  aircraft  manu- 
, facturing  plant  from  Connecticut  to  Texas, 
and  of  the  recent  building  of  underground 
plant  facilities,  as  a part  of  the  realistic 
national  security  program.  While  these 
changes  relate  to  manufacturing  plants  and 
; anticipate  the  possibilities  of  the  use  of  the 
newer  atomic  weapons,  the  question  natur- 
ally arises:  What  of  medical  institutions  in 
high  risk  areas?  In  the  State  of  New  York 
! this  question  would  seem  to  be  of  particular 
validity  where,  in  numerous  places,  consoli- 
! dation  of  hospital,  teaching,  and  outpatient 
facilities  has  resulted  in  towering  structures. 
This  centralization,  with  its  dependence 
l upon  uninterrupted  flow  of  power,  supplies 
of  all  kinds,  medical  and  nursing  personnel, 
and  particularly  of  transportation,  is  surely 
highly  vulnerable. 

While  industrial  installations  can  be 
moved  and,  time  permitting,  be  operated 
underground,  the  medical  centers  existing  at 
present  serve  the  imperative  daily  needs  of 
vast  populations.  To  do  this,  they  must  run 


uninterruptedly  day  and  night  to  full  ca- 
pacity. Local  disasters  in  previous  times 
occasionally  have  been  of  considerable  mag- 
nitude, but  there  have  been  available  all  the 
medical  resources  and  facilities  necessary  to 
deal  quickly  with  them. 

Contamination  of  supplies  and  personnel 
on  a large  scale,  either  by  poison  gas  or 
radioactivity,  in  addition  to  demolition,  has 
not  been  encountered  domestically.  Medi- 
cal aid  and  continuity  of  medical  service 
have  been  freely  available. 

The  evolution  of  modern  warfare  in- 
creasingly has  involved  civilian  populations. 
European  experience  with  the  wartime  de- 
struction of  installations  and  disruption  of 
facilities  has  been  far  more  intimate  than 
ours,  which  has  been  practically  nil.  I low 
long  will  we  be  so  fortunate?  And  as  far  as 
New  York  State  is  concerned,  what  provision 
can  be  made  to  anticipate  the  possible  earljr 
loss  of  such  medical  facilities  in  high  risk 
areas  in  the  event  of  attack?  Presumably 
any  future  aggression  would  come  without 
warning. 
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Since  present  facilities  and  such  addi- 
tional building  as  has  been  previously  au- 
thorized will  be  dedicated  to  the  mainte- 
nance of  ordinary  peacetime  service,  any 
special  provisions  to  meet  war  conditions 
would  have  to  be  in  addition  to  present  ex- 


tension of  surface  planning.  Little  discus- 
sion of  such  plans  has  been  heard.  Should 
more  attention  be  given  by  medical  men  to 
this  phase  of  a future  wartime  problem? 
Its  complexity  and  difficulty  would  seem  to 
warrant  it. 


Current  Editorial  Comment 


Expert  Testimony.  On  the  subject  of 
teachers  of  medicine,  two  categories  have 
developed:  the  practical  and  the  cloistered. 
Some  have  considered  the  cloistered  teacher 
not  to  the  best  interest  of  the  profession. 
For  example: 

Thomas  Lewis  clearly  foresaw  such  a danger 
and  warned  against  it;  but  it  is  clear  that  the 
presence  in  the  modern  medical  school  of  two 
categories  of  teacher,  the  practicing  consultant 
and  the  salaried  academic  teacher,  opens  the 
door  to  this  disastrous  dichotomy.  The  prac- 
ticing teacher  is  familiar  in  his  everyday  work 
with  the  individuals  seen  against  the  back- 
grounds of  his  home,  his  family,  and  his  work. 
The  full  tide  of  human  needs  and  distresses 
bears  down  upon  him  daily,  and  the  arts  and 
technics  of  medicine  are  his  constant  and  ex- 
hausting preoccupation.  He  may  cease  to  look 
beyond  them. 

For  the  cloistered  academic  teacher,  life  is 
different.  He  gets  his  patients  washed  and 
tidied  and  laid  out  in  rows  in  hospital  wards; 
their  importunate  and  exacting  wives  and 
mothers-in-law  do  not  intrude  upon  his  pro- 
found cogitations.  No  unpleasant  smells  or 
noises  break  in  on  his  ordered  eloquence; 
house  physicians  and  nurses  wait  on  his  bidding 
and  tremble  at  his  voice,  and  all  those  seeming 
irrelevances,  so  necessary  to  the  balanced  com- 
prehension of  the  patient’s  total  situation,  are 
carefully  tidied  away  out  of  his  sight.  He  does 
not  miss  them,  for  he  has  never  known  them. 
He  is  rather  like  the  florist  who  can  arrange  the 
plucked  blooms,  from  which  the  dead  leaves 
and  the  dirty  roots  have  been  removed  and  the 
earwigs  shaken  off,  into  all  the  combinations  of 
form  and  colour  his  fancy  dictates.1 

Lest  some  may  have  missed  seeing  the 
above  through  inadvertence,  we  call  atten- 
tion to  it  again  as  an  example  of  courageous 
criticism  of  present  day  medical  education 
from  an  English  author.  It  would  appear 

1 Walshe,  F.  M.  K.:  Teachers  of  Medicine,  Lancet  2:  817 

Dec  0)  1947  \-  quoted  in  .1  \ M \ 137:  l L90  (Julj  31 

1948. 


to  be  a warning  of  general  applicability  and 
considerable  seriousness.  The  contact  of 
the  salaried,  academic  teacher  of  medicine 
with  the  student  body  is  early,  close,  and 
precise.  Unquestionably  he  has  a function 
to  fulfill  in  the  modern  development  of 
medicine,  both  in  its  undergraduate  and 
graduate  instruction.  The  matter  is  one  of 
proportion.  The  practicing  physician  or 
consultant  has  a teaching  function  perhaps 
even  more  invaluable,  as  Thomas  Lewis 
indicates.  Applied  medicine  seems  still  to 
be  the  ultimate  goal  of  the  profession. 
Should  not  the  young  doctor  be  so  in- 
structed? 

It  gives  us  great  pleasure  to  reinforce 
the  verdict  of  the  British  author — and  our 
own — by  a quotation  from  Dr.  F.  C. 
Shattuck.  He  speaks  of  Sir  William  Osier, 
universally  conceded  to  have  been  the 
great  teacher  of  his  day.  Oddly  enough, 
the  quotation  appears  as  the  foreword  to  the 
second  volume  of  Dr.  Harvey  Cushing’s 
Life  of  Sir  William  Osier.2  Possibly  Dr. 
Cushing  was  responsible  as  much  as  any 
man  in  this  country  for  taking  the  teaching 
of  medicine  out  of  the  world,  where  Sir 
William  kept  it  as  a living  subject,  and 
putting  it  in  the  cloister,  in  the  hands  of 
full-time  professors,  where  it  becomes 
daily  more  attentuated  and  anemic. 

To  no  member  of  its  body  today  does  the 
profession  of  medicine  owe  so  great  a debt — 
not  that  humanity  is  not  also  deeply  in  his 
debt.  Jenner  or  Pasteur  has  his  first  mortgage 
on  mankind,  his  second  on  men  of  medicine. 
With  Osier  the  order  is  reversed.  He  has  made 
no  'profound  or  fundamental  discovery  (the 
italics  are  ours),  but  no  one  of  our  day,  in  his 
life,  teaching,  and  example,  so  radiated,  far 
and  near,  an  inspiration  to  his  fellow  physi- 
cians. Wide  and  accurate  learning;  enthu- 
siasm in  the  pursuit  of  truth;  a character  in 

2 Cushing,  Harvey:  Life  of  Sir  William  Osier.  Foreword 

to  Vol.  2.  Oxford  at  the  Clarendon  Press,  1925. 
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which  elevation  and  charm  are  singularly 
marked  and  rarely  blended;  a personality 
which  wins  perforce  the  love,  admiration,  and 
respect  of  all  who  come  within  his  influence;  a 
kindly  eye  which  sees  the  good  in  every  man 
and  thus  stimulates  him  to  better  it — these  are 
the  threads  woven  into  the  fabric  of  his  beauti- 
ful life.  Who  that  meets  him,  who  that  reads 
his  essays  and  addresses,  in  particular,  does  not 
come  forth  or  rise  with  renewed  strength  and 
hope  to  the  service  of  his  fellow  man,  a better 
soldier  in  the  medical  corps  of  the  Divine 
army?3 

3 Shattuck,  F.  C. : A Vigorous  Medical  Septuagenarian, 

1919. 

100,000,000  Volt  X-Rays.  Experiments 
with  100,000,000  volt  x-rays  on  a “phan- 
tom” patient  indicate  that  these  high 
voltage  x-rays,  produced  by  the  betatron, 
may  prove  of  great  value  in  cancer  therapy 
because  of  their  high  penetrating  power  and 
lower  surface  absorption  as  they  pass  into 
matter. 

The  experiments  were  carried  out  at  the 
General  Electric  Laboratories  by  Dr. 
Ernest  E.  Charlton,  head  of  the  x-ray  sec- 
tion, and  H.  E.  Breed,  and  are  described  in 
the  current  issue  of  The  American  Journal 
of  Roentgenology  and  Radium  Therapy. 

The  tests  revealed,  the  report  states,  that 
the  depth  of  maximum  absorption  of  the 
rays,  where  they  have  most  effect,  increases 
with  voltage.  At  about  2,000,000  volts  the 
maximum  depth  of  absorption  was  found  to 
be  less  than  half  an  inch  below  the  surface. 
At  20,000,000  volts  it  is  about  an  inch,  at 

50.000. 000  nearly  three  inches,  and  with 

100.000. 000  volts  it  is  four  inches. 

The  construction  of  a special  5,000,000 
volt  medical  betatron  was  announced 
recently  by  the  G.  E.  Research  Labora- 
tory.1 

With  penetration  of  this  order  and  rela- 
tively low  surface  absorption,  cancer  and 
other  research  should  be  materially  as- 
sisted. With  the  likelihood  of  more  ma- 
chines and  even  higher  voltage  operation 
being  shortly  in  use,  recent  warnings  about 
the  hazards  of  x-rays  are  pointed  up.2  Par- 
ticular attention  should  be  paid  by  the 
medical  profession  to  available  literature 
concerning  precautions  to  be  taken,  not 
only  with  respect  to  x-radiation  and  its  use 
in  fluoroscopy,  but  also  regarding  radium, 
radium  emanations  and  radioactive  iso- 
topes. 

1 New  York  Times,  Sept.  22,  1948. 

■ J.A.M.A.  138:  214  (Sept.  18)  1948,  ami  New  Yohk  State 
I.  Med.:  48:  1578,  1601  (Julyl5)  1948. 


Have  Your  Cake.  A few  days  ago  we  re- 
ceived an  advertisement  from  a reputable 
drug  firm.  Its  wording  was  so  subtle,  so  in- 
sidiously attractive  that  with  a shudder  we 
threw  it  in  the  waste  basket.  It  recalled 
memories  of  Moose  McCormick,  who  told 
us  that  when  he  went  on  trench  raids  his 
favorite  weapon  was  a baseball  bat.  “It’s 
handy,”  he  explained  simply.  “ I know  how 
to  use  it,  and  besides,  I’m  afraid  of  fire- 
arms.” 

So  are  we.  And  afraid  of  drugs.  But 
since  that  advertisement  hit  the  bottom  of 
the  waste  basket  our  subconscious  mind 
has  been  at  work.  The  two  main  compo- 
nents of  the  miracle  tablets  advertised  were 
benzedrine  and  phenobarbital.  Benzedrine 
peps  you  up.  It  is  practically  the  nearest 
approach  to  a true  intellectual  stimulant 
since  cocaine.  Phenobarbital  soothes  the 
nerves,  when  worries  are  at  work,  when  in 
the  early  hours  of  the  morning  the  brain 
will  not  relax.  When  you  toss  from  one  side 
of  the  pillow  to  the  other,  when  your  wife 
gets  up  and  goes  to  sleep  upon  the  living 
room  sofa,  what  is  needed  then?  Why,  a 
little  phenobarbital,  of  course. 

We  are  no  pharmacist,  but  the  action  of 
the  preparation  must  be  something  like 
this.  The  benzedrine  acts  at  once.  As- 
sume you  are  going  to  a party.  No  sooner 
have  you  crossed  your  host’s  threshold 
than  your  brain  begins  to  scintillate  and 
snap.  After  a few  hours  of  intellectual 
electricity,  your  system  begins  to  feel  the 
need  of  sleep.  Then  it  is  that  the  phenobar- 
bital, doubtless  through  delayed  absorption 
capsules,  begins  to  seep  insidiously  into  the 
chinks  of  your  supercharged  intellect.  You 
yield  to  your  wife’s  entreaties  and  go  home. 
No  sooner  does  your  head  touch  the  pillow 
than  off  you  go  into  a dreamless  slumber,  to 
wake  the  next  morning  as  fresh  as  if  your 
brain  had  never  been  overstimulated  by 
benzedrine,  nor  lulled  into  lethargy  by 
phenobarbital. 

It  sounds  wonderful,  doesn’t  it?  But  if 
you  have  a bit  of  earthy  skepticism  left,  will 
you  resist  the  enticement  of  the  advertiser’s 
words?  Will  some  trace  of  conscience — 
that  hideously  outmoded  word — rise  from 
your  subconscious  mind  to  tell  you  that 
eventually  you  pay  for  what  you  get?  That 
there  is  no  intoxication  without  its  hang- 
over? 

We  are  glad  we  have  forgotten  the  name 
of  those  tablets.  They  pander  to  one  of  the 
most  sinister  proclivities  of  this  precarious 
generation. 
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Disaster  Preparedness 

IX  THE  absence  of  any  certain  guarantee  of  peace,  the  medical 
profession,  necessarily  realistic,  must  contemplate  its  obligation  to 
the  nation  in  the  event  of  attack  with  atomic  weapons.  It  must  do 
so  in  advance  of  aggressive  action,  not  by  choice  but  of  necessity. 

As  doctors,  we  have  a far  greater  responsibility  in  the  preparation 
for  the  possible  outbreak  of  war  than  any  other  group,  aside  from 
the  armed  services.  This  is  so  because  the  character  of  war  has 
changed.  The  front  lines  no  longer  will  be  scattered  over  remote 
parts  of  the  globe.  War  in  the  future  will  be  brought  to  our  front 
door.  Civilians,  by  no  choice  of  their  own,  will  become  com- 
batants. Main  Street  will  become  an  important  target  on  every 
military  map.  As  members  of  the  largest  state  medical  organiza- 
tion in  the  nation,  we  owe  it  to  our  great  population  and  to  ourselves 
to  give  serious  thought  to  what  we  are  faced  with,  what  we  have  to 
do  to  meet  it  and  how  we  are  going  to  marshall  our  resources  to  the 
best  advantage.  A fundamental  fact  that  emerges  is  that  it  will  be  the  civilian  doctor  upon  whom  the 
brunt  of  atomic  defense  in  its  medical  aspects  will  fall. 

By  their  explosive  power  alone,  the  new  atomic  weapons  can  deal  death  and  destruction  on  a 
greater  scale  than  the  world  has  ever  known  before.  But  when  we  add  the  effects  of  nuclear  fission, 
with  its  radiation  of  neutrons  and  gamma  rays  and  their  consequent  corrosive  effect  upon  human  life, 
we  might  have  a catastrophe  of  staggering  proportions.  It  is  quite  apparent  that  no  single  commun- 
ity is  going  to  be  in  the  position  to  solve  the  problem.  The  situation  calls  for  cooperation  on  a state- 
wide basis,  and  even  beyond  state  lines. 

If  we  are  properly  organized,  we  Mil  know  how  to  deal  with  the  burns,  shocks,  fractures,  and 
internal  injuries  among  these  casualties,  just  as  in  any  disaster.  But  no  previous  disaster  has  brought 
forth  the  complications  of  radioactivity.  The  number  of  the  radiation  casualties  in  any  area  will 
depend  on  geographic  and  topographic  factors.  Available  medical  observations  indicate  that,  if  any 
significant  proportion  of  exposed  individuals  are  to  be  saved,  large  numbers  of  whole  blood  transfu- 
sions will  be  necessary.  Leaving  aside  for  the  moment,  the  question  of  the  supply  of  blood,  who  is  going 
to  do  the  screening  that  will  determine  which  of  the  radiation  casualties  will  receive  the  whole  blood? 
No  one  but  the  civilian  doctor  or  trained  technician  will  be  able  to  do  it,  and  at  this  time  I doubt 
whether  the  number  of  those  having  the  training  and  experience  is  sufficient.  None  of  these  problems 
can  be  left  until  disaster  strikes. 

Imagine  the  problems  facing  the  civilian  doctor  as  he  is  mobilized  from  the  surrounding 
country  to  work  with  sanitary  engineers  and  with  those  charged  with  the  evacuation  and  feeding  of 
people  of  all  ages  from  the  stricken  area.  Do  not  forget  that  much  of  the  medical  equipment  as  well 
as  a great  many  doctors,  nurses  and  ancillary  personnel,  may  not  be  available  after  a visit  from  an 
atomic  bomb!  All  medical  personnel  and  equipment  must  be  made  available  from  nearby  areas  af 
once,  to  care  for  ph3rsical  injuries,  and  shock  — mental  as  well  as  physical.  The  estimation  of  the 
effect  of  radioactivity  in  individuals,  as  well  as  the  persistence  of  secondary  radiations  in  materials 
lias  to  be  made  with  all  possible  speed.  There  is,  in  addition,  the  problem  of  bringing  in  large 
quantities  of  fresh  whole  blood,  which  presupposes  supply  in  readiness  at  some  accessible  location. 

I urge  all  of  you  to  give  some  serious  thought  to  what  you,  as  an  individual,  and  also  as  a membei 
of  your  county  society,  can  do  to  lay  the  groundwork  for  thorough  medical  preparedness 
Perhaps  the  most  important  single  step  is  for  each  one  of  us  to  come  to  a realization  of  the  magnitude 
and  importance  of  atomic  warfare  and  the  technical  requirements  for  minimizing  its  effects.  Aftesl 
that,  everything  we  do  to  inform  ourselves  of  the  technical  and  administrative  difficulties  involved  wil 
bring  us  nearer  to  a practical  solution. 

I am  not  one  of  those  who  believe  that  the  probability  of  atomic  bomb  attacks  are  either  sc 
remote  that  nothing  has  to  be  done,  or  so  immediate  that  nothing  can  be  done.  I feel  it  my  duD 
therefore  to  write  these  lines. 

I sincerely  hope  that  the  uneasiness  that  grips  the  world  will  fade  away,  that  we  will  find  a peace 
ful  way  to  solve  national  and  international  differences,  that  the  miracle  of  atomic  energy  will  b 
turned  off  the  path  that  leads  to  destruction  and  be  devoted  to  the  improvement  of  the  condition  o 
man.  Finally,  I hope  that  we  whose  profession  it  is  to  heal  will  not  be  called  upon  to  put  a crutcl 
under  a dj-ing  civilization.  It  is  a hope  I am  sure  you  all  share  with  me. 

Leo  F.  Simpson,  M.D 
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Recommended  Dietary  Allowances  1948 


O11  this  page  the  revised  recommended 
dietary  allowances  of  the  Food  and  N utri- 
( ion  Board,  National  Research  Council,  with 
the  original  explanatory  notes,  are  re- 
printed. While  the  National  Research 
Council  Reprint  and  Circular  series  No.  129 
is  recommended  for  those  who  desire  a more 
comprehensive  discussion,  it  is  believed  that 
the  table  and  footnotes  given  here  are  ade- 


quate to  guide  physicians  in  most  of  their 
diet  prescriptions. 

It  is  the  desire  of  the  Board  that  “the 
table  be  understood  as  representing  levels  of 
nutrient  intakes  which  are  desirable  goals  or 
objectives.”  They  are  not  called  require- 
ments because  they  are  designed  to  cover 
substantially  all  individual  variations  in  the 
needs  of  normal  people,  rather  than  merely 


RECOMMENDED  DAILY  DIETARY  ALLOWANCES0 
Revised  1948 

Food  and  Nutrition  Board,  National  Research  Council 


Calo- 

Pro- 

tein 

Cal- 

cium 

Iron 

Vita- 
min A 

Thia- 

mine 

R ibo- 
flavin 

Niacin 

(Nico- 

tinic 

Acid 

Ascor- 

bic 

Acid 

Vitamin 

D 

ries6 

(Gm.) 

(Gm.) 

(Mg.) 

(I.U.)s 

(Mg.)-/ 

(Mg.)4 

Mg.)4 

(Mg.) 

(I.U.) 

Man  (154  lb.,  70  Kg.) 

Sedentary 

2,400 

70 

1.0 

12* 

5,000 

1.2 

1.8 

12 

75 

/ 

Physically  active 

3,000 

70 

1.0 

12* 

5,000 

1 . 5 

1.8 

15 

75 

/ 

With  heavy  work 

4,500 

70 

1 .0 

12* 

5,000 

1.8 

1.8 

18 

75 

/ 

Woman  (123  lb.,  56  Kg.) 

Sedentary 

2,000 

60 

1 .0 

12 

5,000 

1.0 

1.5 

10 

70 

1 

Moderately  active 

2,400 

60 

1.0 

12 

5,000 

1 .2 

1.5 

12 

70 

f 

Very  active 

3,000 

60 

1 .0 

12 

5,000 

1 .5 

1.5 

15 

70 

/ 

Pregnancy  (latter  half)* 

2,400ff 

85 

1.5 

15 

6,000 

1.5 

2.5 

15 

100 

400 

Lactation 

3,000 

100 

2.0 

15 

8,000 

1.5 

3.0 

15 

150 

400 

Children  up  to  12  years6 

Under  1 year* 

110/2.2 

3. 5/2. 2 

1.0 

6 

1,500 

0.4 

0.6 

4 

30 

400 

1-3  years  (29  lb.,  13  Kg.) 

lb. 

(1  Kg.) 
1,200 

lb. 

(1  Kg.) 
40 

1.0 

7 

2,000 

0.6 

0.9 

6 

35 

400 

4-6  years  (42  lb.,  19  Kg.) 

1,600 

50 

1.0 

8 

2,500 

0.8 

1 .2 

8 

50 

400 

7-9  years  (55  lb.,  25  Kg.) 

2,000 

60 

1.0 

10 

3,500 

1.0 

1.5  . 

10 

60 

400 

10-12  years  (75  lb.,  34  Kg.) 

2,500 

70 

1.2 

12 

4,500 

1.2 

1.8 

12 

75 

400 

Children  over  12  years* 
Girls 

13-15  years  (108  lb.,  49  Kg.) 

2,600 

80 

1.3 

15 

5,000 

1.3 

2.0 

13 

80 

400 

16-20  years  (119  lb.,  54  Kg.) 

2,400 

75 

1.0 

15 

5,000 

1.2 

1 .8 

12 

80 

400 

Boys 

13-15  years  (103  lb.,  47  Kg.) 

3,200 

85 

1.4 

15 

5,000 

1.5 

2.0 

15 

90 

400 

16-20  years  (141  lb.,  64  Kg.) 

3,800 

100 

1.4 

15 

6,000 

1.7 

2.5 

17 

100 

400 

a Objectives  toward  which  to  aim  in  planning  practical  dietaries.  The  recommended  allowances  can  be  attained  with  a good 
variety  of  common  foods  which  will  also  provide  other  minerals  and  vitamins  for  which  requirements  are  less  well  known. 

* Calorie  allowances  must  be  adjusted  up  or  down  to  meet  specific  needs.  The  calorie  values  in  the  table  are,  therefore,  not 
applicable  to  all  individuals  but  rather  represent  group  averages.  The  proper  calorie  allowance  is  that  which  over  an  extended 
period  will  maintain  body  weight  or  rate  of  growth  at  the  level  most  conducive  to  well-being. 

* The  allowance  depends  on  the  relative  amounts  of  vitamin  A and  carotene.  The  allowances  of  the  table  are  based  on  the 
premise  that  approximately  two  thirds  of  the  vitamin  A value  of  the  average  diet  in  this  country  is  contributed  by  carotene  and 
that  carotene  has  half  or  less  than  half  the  value  of  vitamin  A. 

4 For  adults  (except  pregnant  and  lactating  women)  receiving  diets  supplying  2,000  calories  or  less,  such  as  reducing  diets, 
the  allowances  of  thiamine,  riboflavin,  and  niacin  may  bo  1 mg.,  1.5  mg.,  and  10  mg.,  respectively.  The  fact  that  figures  are 
given  for  different  calorie  levels  for  thiamine,  riboflavin,  and  niacin  does  not  imply  that  we  can  estimate  the  requirement  of  these 
factors  within  500  calories,  but  they  are  added  merely  for  simplicity  of  calculation.  Other  members  of  the  B complex  also  are 
required,  although  no  values  can  bo  given.  Foods  supplying  adequate  thiamine,  riboflavin,  and  niacin  will  tend  to  supply 
sufficient  of  the  remaining  B vitamins. 

« There  is  evidence  that  the  male  adult  needs  relatively  little  iron.  The  need  will  usually  bo  provided  for  if  the  diet  is  satis- 
factory in  other  respects. 

/ For  persons  who  have  no  opportunity  for  exposure  to  clear  sunshine  and  for  elderly  persons,  the  ingestion  of  small  amounts 
of  supplementary  vitamin  D may  be  desirable.  Other  adults  probably  have  little  need  for  such  supplements. 

o During  the  latter  part  of  pregnancy  the  calorie  allowance  should  increase  approximately  20  per  eeut  above  the  preceding 
level.  The  value  of  2,400  calories  represents  the  allowance  for  pregnant,  sedentary  women. 

* Allowances  for  children  are  based  on  the  needs  for  the  middle  year  in  each  group  (as  2,  5,  8,  etc.)  and  are  for  moderate 
activity  and  for  average  weight  at  the  middle  year  of  the  age  group. 

» Needs  for  infants  increase  from  month  to  month  with  size  and  activity.  The  amounts  given  are  for  approximately  six  to 
eight  months.  The  dietary  requirements  for  some  of  the  nutrients  such  as  protein  and  calcium  are  less  if  derived  largely  from 
human  milk. 


2355 


2356 


NUTRITION 


[X.  Y.  State  J.  M. 


the  requirements  of  average  individuals. 
Using  average  needs  as  a basis  would  result 
in  many  being  underfed.  On  the  allowance 
basis,  however,  many  will  doubtless  receive 
levels  in  excess  of  their  individual  needs  and 
thus  the  failure  of  an  individual  to  meet 


these  allowances  does  not  mean  by  itself  that 
he  is  malnourished.  On  the  other  hand,  it 
should  be  emphasized  that  the  allowances 
are  designed  for  normal  people  and  that 
higher  levels  are  needed  to  correct  deficiency 
states. 


Further  Recommendations  Accompanying  Recommended  Daily  Dietary  Allowances 


Fat.  There  is  available  little  information  con- 
cerning the  human  requirement  for  fat.  Fat  allow- 
ances must  be  based  at  present  more  on  food  habits 
than  on  physiologic  requirements.  While  a require- 
ment for  certain  unsaturated  fatty  acids  (the  lin- 
oleic  and  arachidonic  acids  of  natural  fats)  has  been 
amply  demonstrated  on  experimental  animals,  the 
human  need  for  these  fatty  acids  is  not  known.  In 
spite  of  the  paucity  of  information  on  this  subject 
there  are  several  factors  which  make  it  desirable 
that  fat  be  included  in  the  diet  to  the  extent  of  at 
least  20  to  25  per  cent  of  the  total  calories,  and  that 
the  fat  intake  include  “essential"  unsaturated  fatty 
acids  to  the  extent  of  at  least  1 per  cent  of  the  total 
calories.  At  higher  levels  of  caloric  expenditure, 
e.g.,  for  a very  active  person  consuming  4,500 
calories  and  for  children  and  adolescent  persons,  it  is 
desirable  that  30  to  35  per  cent  of  the  total  calories 
be  derived  from  fat.  Since  foodstuffs  such  as  meat, 
milk,  cheese,  and  nuts  may  be  expected  to  contribute 
“invisible”  fat  to  the  extent  of  from  one-half  to  two- 
thirds  of  the  total  amounts  of  fat  implied  by  the 
above  proportions  of  the  total  calories,  it  is  satisfac- 
tory to  use  separated  or  “visible”  fats  such  as  butter, 
margarine,  lard,  and  shortenings  only  to  the  extent 
of  one-third  to  one-half  of  the  amounts  indicated. 


Water.  A suitable  allowance  of  water  for  adults 
is  2.5  L.  daily  in  most  instances.  An  ordinary 
standard  for  diverse  persons  is  1 ml.  for  each  calorie 
of  food.  Most  of  this  quantity  is  contained  in  pre- 
pared foods.  At  work  or  in  hot  weather,  require- 
ments may  reach  5 to  13  L.  daily.  Water  should  be 
allowed  ad  libitum,  since  sensations  of  thirst  usually 
serve  as  adequate  guides  to  intake  except  for  infants 
and  sick  persons. 


Salt.  The  needs  for  salt  and  for  water  are  closely 
interrelated.  A liberal  allowance  of  sodium  chloride 
for  the  adult  is  5 Gm.  daily,  except  for  some  persons 
who  sweat  profusely.  The  average  normal  intake 
of  salt  is  10  to  15  Gm.  daily,  an  amount  which  meets 
the  salt  requirements  for  a water  intake  up  to  4 L. 
daily.  When  sweating  is  excessive,  one  additional 
Gm.  of  salt  should  be  consumed  for  each  liter  of 
water  in  excess  of  4 L.  daily.  With  heavy  work  or  in 
hot  climates  20  to  30  Gm.  daily  may  be  consumed 
with  meals  and  in  drinking  water.  Even  then,  most 


persons  do  not  need  more  salt  than  usually  occurs  in 
prepared  foods.  It  has  been  shown  that  after 
acclimatization  persons  produce  sweat  that  contains 
only  about  0.5  Gm.  to  the  liter  in  contrast  with  a 
content  of  2 to  3 Gm.  for  sweat  of  the  unacclimatized 
person.  Consequently,  after  acclimatization,  need 
for  increase  of  salt  beyond  that  of  ordinary  food  dis- 
appears. 


Iodine.  The  requirement  for  iodine  is  small, 
probably  about  0.002  to  0.004  mg.  daily  for  each 
kilogram  of  body  weight,  or  a total  of  0.15  to  0.30 
mg.  daily  for  the  adult.  This  need  is  met  by  the 
regular  use  of  iodized  salt;  its  use  is  especially  im- 
portant in  adolescence  and  pregnancy. 


Phosphorus.  Available  evidence  indicates  that 
the  phosphorus  allowances  should  be  at  least  equal 
to  those  for  calcium  in  the  diets  of  children  and  of 
women  during  the  latter  part  of  pregnancy  and  dur- 
ing lactation.  In  the  case  of  other  adults  the  phos- 
phorus allowances  should  be  approximately  1.5 
times  those  for  calcium.  In  general,  it  is  safe  to 
assume  that  if  the  calcium  and  protein  needs  are  met 
through  common  foods,  the  phosphorus  requirement 
also  will  be  covered,  because  the  common  foods  rich- 
est in  calcium  and  protein  are  also  the  best  sources  of 
phosphorus. 


Copper.  The  requirement  for  copper  for  adults 
is  about  1 to  2 mg.  daily.  Infants  and  children  re- 
quire approximately  0.05  mg.  for  each  kilogram  of 
body  weight.  The  requirement  for  copper  is 
approximately  one-tenth  that  for  iron.  A good  diet 
normally  will  supply  sufficient  copper. 


Vitamin  K.  The  requirement  for  vitamin  K 
usually  is  satisfied  by  any  good  diet  except  for  the 
infant  in  utero  and  for  the  first  few  days  after  birth. 
Supplemental  vitamin  Iv  is  recommended  during  the 
last  month  of  pregnancy.  When  it  has  not  been 
given  in  this  manner,  it  is  recommended  for  the 
mother  preceding  delivery  pr  for  the  baby  immedi- 
ately after  birth. 


Folic  Acid.  Evidence  for  recognizing  folic  acid 
(pteroylglutamic  acid,  vitamin  llc,  L.  casei  factor  or 
vitamin  M)  as  an  essential  human  nutrient  is  pre- 
sented in  the  text.  The  quantitative  requirement 
cannot  be  closely  estimated  from  evidence  published 
to  date. 


Scientific  Articles 


THE  OUTLOOK  FOR  PATIENTS  ADMITTED  TO  A MENTAL 
HOSPITAL  AFTER  THE  AGE  OF  SIXTY 

Hollis  E.  Clow,  M.D.,  White  Plains,  New  York 

(From  the  New  York  Hospital,  Westchester  Division) 


IT  IS  not  infrequently  assumed  that  persons  who 
develop  or  suffer  recurrences  of  mental  dis- 
orders in  their  later  years  are  likely  to  have  poor 
prospects  for  recovery.  The  steady  extension 
of  life  expectancy,  with  its  great  increase  in  the 
actual  as  well  as  relative  number  of  older  people, 
directs  attention  to  the  important  problem  of 
their  ability  to  respond  to  psychiatric  treatment 
with  subsequent  capacity  for  social  adjustment 
and  usefulness. 

In  relation  to  this  question  a careful  study  was 
i made  of  the  case  histories  of  the  365  patients 
who  had  passed  their  sixtieth  birthdays  at  the 
time  of  admission  to  the  New  York  Hospital, 

[ Westchester  Division  during  the  ten-year  period 
from  January  1,  1936,  to  January  1,  1946.  In 
January,  1948,  a follow-up  of  the  course  of  these 
patients  was  attempted,  covering  a period  of  at 
least  two  years  subsequent  to  the  most  recent 
admissions.  In  order  to  obtain  objective  in- 
formation, letters  of  inquiry  were  written  to  the 
relative  or  friend  who  had  been  responsible  for 
I each  patient  during  the  period  of  hospital  treat- 
ment. In  some  cases  information  had  to  be 
’ obtained  from  other  hospitals  in  which  patients 
> were  known  to  have  been  received  after  leaving 
here.  It  would  be  expected  that  the  information 
' available  regarding  this  group  of  patients  would 
be  somewhat  limited  by  natural  circumstances 
I with  relation  to  a period  of  time  extending  back 
in  some  instances  nearly  twelve  years  following 
li  hospitalization.  Nevertheless,  116  answers  were 
b received  giving  specific  follow-up  information 
over  a period  of  from  two  to  eleven  and  a half 
years.  In  addition  to  this,  the  course  of  112 
\ patients  was  known  from  our  records  for  a period 
of  up  to  two  years  after  the  patient  had  left  the 
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hospital.  The  majority  of  the  latter  reports 
corresponded  with  progress  notes  made  up  to 
the  time  of  actual  discharge  from  the  hospital 
when  the  patient  had  been  at  home  on  extended 
visit  for  our  customary  periods  of  six  months  or 
a year.  The  courses,  then,  of  228  patients,  or 
62.4  per  cent  of  the  whole  group,  were  known 
after  periods  of  up  to  eleven  and  a half  years  in 
several  instances  following  hospital  residence. 

This  hospital  is  a voluntary  hospital  whose 
policy  is  to  accept  acutely  ill  patients  who  are 
considered  recoverable.  A small  proportion  is 
accepted  with  mental  disturbances  related  to 
the  organic  brain  pathology  associated  with 
advancing  years.  The  average  age  of  all  patients 
admitted  during  the  ten-year  period  studied 
was  forty  years.  The  365  consecutively  ad- 
mitted pat/ients  who  had  passed  the  age  of  sixty 
comprised  10  per  cent  of  the  total  number  of 
patients  admitted  during  that  period. 

A brief  description  will  indicate  the  type  of 
patient  found  in  the  group  under  consideration. 
Of  the  365  patients  studied,  218  were  women 
and  147  were  men.  With  regard  to  age,  268 
patients,  or  73.4  per  cent,  were  in  their  seventh 
decade;  82,  or  22.4  per  cent,  were  in  their  eighth 
decade,  and  15,  or  4.2  per  cent,  were  in  the  ninth 
decade  of  life.  The  majority  of  the  patients, 
numbering  224,  or  61  per  cent,  were  admitted  to 
the  hospital  on  a voluntary  basis,  while  141 
were  on  some  type  of  certification.  The  domestic 
background  revealed  that  188,  or  51.6  per  cent, 
were  married;  27.9  per  cent  were  widowed; 
16.9  per  cent  were  single,  and  3.6  per  cent  were 
divorced. 

The  histories  indicated  that  these  patients 
were  of  normal  or  superior  intelligence  with  the 
exception  of  one  woman  who  was  considered 
borderline  in  this  respect.  They  were  generally 
well  educated  with  a considerable  proportion 
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having  received  college  training.  The  majority 
of  them  had  been  successful  in  occupations  of 
responsibility  in  many  fields.  As  might  be  ex- 
pected, most  of  the  women  were  housewives, 
although  27  had  supported  themselves  in  business 
or  professions  from  which  eight  of  them  had 
retired. 

The  majority  of  the  men  had  been  engaged  in 
business  pursuits,  while  there  was  a substantial 
number  representing  the  professions.  Twelve 
of  these  were  physicians,  11  were  lawyers, 
and  four  were  clergymen.  The  group  also  in- 
cluded six  engineers,  several  architects,  artists, 
college  professors,  and  teachers.  Four  patients 
had  had  no  occupation.  Twenty-eight  of  the 
men,  making  a total  of  36  in  the  whole  group, 
had  retired  for  varying  periods  previous  to  ad- 
mission. 

Naturally,  many  different  types  of  mental 
disorders  were  represented  among  these  patients. 
Although  organic  brain  disease  plays  an  increas- 
ing role  in  persons  past  the  age  of  sixty,  it  should 
be  considered  that  chronologic  age  alone  is  not 
necessarily  an  index  of  the  presence  or  extent  of 
organic  brain  pathology.  The  appearance  of 
such  organic  changes  is  a matter  individual  to  a 
particular  patient. 

Since  the  mental  changes  encountered  here 
make  up  a diverse  group,  perhaps  some  liberty 
will  be  allowed  in  separating  them  simply  and 
intelligibly  into  organic  and  functional  reactions. 
The  organic  disorders  will  include  those  mental 
conditions  ordinarily  considered  to  be  dependent 
on  chronic  organic  or  toxic  changes  in  the  brain 
which  have  been  demonstrated  to  be  present  in 
such  cases.  Clinically,  the  characteristic  symp- 
toms are  memory  defect,  disorientation,  emo- 
tional lability,  impairment  of  comprehension  and 
judgment,  fluctuation  of  attention,  and  at  times  a 
delirium.  The  reactions  considered  to  be  func- 
tional are  characteristic  syndromes  which  show 
no  demonstrable  brain  pathology. 

The  organic  psychoses  included  128  patients, 
or  35.1  per  cent  of  the  entire  group.  Seventy- 
six,  or  29.9  per  cent,  had  psychosis  with  cerebral 
arteriosclerosis,  while  33,  or  9 per  cent,  suffered 
from  senile  psychosis.  These  two  groups  totaled 
83.6  per  cent  of  all  patients  who  had  organic 
reactions.  The  remainder  of  the  organic  mental 
conditions  were  miscellaneously  distributed  with 
five  cases  of  alcohol  or  drug  addiction  with  psy- 
chosis, three  patients  with  well-advanced  syphili- 
tic meningo-encephalitis,  two  with  psychosis 
associated  with  paralysis  agitans,  one  associated 
with  brain  tumor,  one  epileptic  clouded  state,  one 
with  psychosis  associated  with  diabetes,  one  with 
psychosis  due  to  illuminating  gas  poisoning,  and 
five  patients  with  psychosis  associated  with 
other  disturbances  of  the  circulation  and  related 


to  cardiovascular-renal  disease.  Such  conditions 
were  not  infrequently  associated  with  a delirium. 

The  76  patients  over  sixty  years  of  age  who 
suffered  from  psychosis  with  cerebral  arterio- 
sclerosis consisted  of  27  men  and  49  women  whose 
median  age  was  sixty-nine  years.  The  oldest 
patient  was  eighty-six.  The  median  duration  of 
illness  before  admission  to  the  hospital  was  six 
months.  The  median  length  of  hospital  treat- 
ment was  one  year  and  three  months,  while  the 
longest  period  was  eight  years. 

The  follow-up,  ranging  from  two  months  to 
ten  years,  showed  that  seven  of  these  patients 
suffering  from  psychosis  with  cerebral  arterio- 
sclerosis had  eventually  made  a recovery,  eight 
had  become  much  improved,  and  19  improved. 
The  15,  or  approximately  one  fifth  of  the  whole 
group  of  76  who  were  either  recovered  or  much 
improved,  adjusted  very  comfortably  at  home, 
while  two  returned  to  work.  These  results 
compare  with  a previous  report  from  this  hospital 
on  100  patients  suffering  from  psychosis  with 
cerebral  arteriosclerosis  in  which  23  per  cent  were 
found  to  have  been  either  recovered  or  much 
improved. 

As  in  the  previous  report,  the  patients  who 
did  well  were,  for  the  most  part,  those  in  whom 
the  more  delicate  adjustment  of  the  patient  with 
cerebral  arteriosclerosis  appeared  upset  by 
emotional  or  toxic  factors  and  in  whom  the  psy- 
chosis disappeared  when  treatment  was  directed 
toward  alleviating  these  precipitating  factors. 
It  was  also  noted  in  the  present  study  that  all  of 
these  patients  who  did  well  were  those  who  had 
good  resources  in  that  they  had  something  to 
return  to  in  the  way  of  security  and  a family  who 
wished  to  care  for  them.  Of  course,  many  who 
had  these  resources  did  not  do  well,  perhaps 
because  their  actual  permanent  organic  involve- 
ment was  too  great  for  restitution  of  their  mental 
adjustment. 

Patients  are  considered  recovered  who  are 
completely  well  and  able  to  carry  on  their  work 
or  other  activities  in  the  usual  manner.  The 
patient  who  is  socially  adequate  at  home  but 
shows  slight  residual  limitations  is  termed  much 
improved.  Improved  patients  are  those  who 
are  more  comfortable  in  the  hospital  or  perhaps 
at  home  with  nursing  care. 

The  patients  with  senile  psychosis  numbered 
33,  of  whom  20  were  women  and  13  were  men. 
The  median  age  on  admission  was  seventy-six. 
The  oldest  was  eighty-five,  and  the  youngest 
was  sixty.  The  median  duration  before  ad- 
mission was  two  years  and  six  months.  The 
median  hospital  residence  was  seven  months  and 
three  weeks.  These  patients  were,  with  one 
exception,  feeble,  and  all  showed  characteristic 
mental  deterioration. 
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This  group  of  patients  showed  little  capacity 
for  definite  improvement.  Fifteen  died,  account- 
ing for  more  than  one  quarter  of  all  deaths  oc- 
curring in  the  hospital  'in  this  age  group.  One 
woman  of  seventy-six  in  whose  illness  definite 
adequate  emotional  factors  were  present  became 
much  improved  and  remained  so  until  she  died 
at  home  a year  later.  Five  patients  were  im- 
proved and  ten  unimproved  on  leaving  the 
hospital,  while  two  remained  in  the  hospital 
unimproved  after  four  and  five  years.  Follow-up 
! reports  obtained  in  ten  cases  indicated  that  when 
I last  heard  from  one  was  at  home  much  improved 
after  two  months,  eight  had  died  within  a year, 
and  one  was  in  a nursing  home  unimproved  after 
two  years. 

Of  the  remaining  19  patients  with  organic 
types  of  mental  disorder,  all  had  conditions  of 
toxic  or  infectious  nature.  Five  of  these  were 
I suffering  from  psychosis  with  cardiorenal  disease 
1 with  symptoms  of  organic  delirium.  Their 
1 median  age  was  sixty-five.  The  median  period 
I of  hospital  residence  was  two  months.  One 
I patient  died  in  the  hospital ; two  were  considered 
1 recovered,  and  two  were  improved  at  the  time  of 
leaving  the  hospital.  Follow-up  reports  showed 
that  one  of  the  recovered  patients  remained 
1 recovered  after  ten  weeks,  while  the  other  re- 
1 turned  to  work,  remaining  well  for  ten  months 
when  she  died  of  coronary  disease.  Four  pa- 
tients had  psychosis  associated  with  drugs.  In 
two  instances  the  drugs  were  barbiturates,  and 
in  two  bromides  were  responsible.  All  suffered 
from  a drug  delirium.  The  condition  in  all 
i cases  was  associated  with  a history  of  the  use  of 
: sedatives  and  not  due  to  longstanding  drug 
addiction.  The  median  length  of  hospitalization 
was  three  months.  All  four  patients  were  con- 
sidered recovered  when  they  left  the  hospital. 
Follow-up  information  over  periods  of  from  one 
month  to  eleven  and  a half  years  showed  all  to 
( have  remained  recovered.  The  patient  on  whom 
a report  was  received  after  the  eleven  and  a half 
■ year  period  remained  well  at  eighty. 

Only  one  patient  in  this  age  group  was  admitted 
I with  psychosis  due  to  alcoholism.  He  was 
sixty-eight  years  old  and  had  been  ill  for  eighteeen 
i months.  After  six  weeks  he  was  transferred  to 
I another  hospital  where  he  was  reported  after 
I six  years  to  remain  unimproved. 

Miscellaneous  chronic  organic  conditions  ac- 
1 counted  for  mental  disorders  in  the  nine  remain- 
ing patients,  of  whom  three  died  in  the  hospital, 
! while  two  were  much  improved,  two  improved, 
and  two  were  unimproved. 

In  all  patients  studied,  mental  disorders  dis- 
tinguished by  features  generally  considered  as 
functional  and  without  demonstrable  evidence 
of  organic  brain  changes  numbered  237,  or  65 


per  cent  of  the  whole  group.  These  consisted  of 
111  patients  with  the  various  types  of  manic- 
depressive  psychosis,  which  represented  the 
largest  diagnostic  group,  and  accounted  for 
30.4  per  cent  of  the  total.  Also  included  in  the 
functional  group  were  53  instances,  14.5  per  cent, 
with  involutional  psychosis,  of  whom  46  had 
melancholia  and  7 were  of  the  paranoid  type. 
Forty-nine,  or  13.4  per  cent  of  all  patients, 
suffered  from  the  psychoneuroses.  Twelve  pa- 
tients, or  3.3  per  cent,  were  diagnosed  as  suffering 
from  either  alcoholic  or  drug  addiction  without 
psychosis  with  the  condition  related  to  then- 
difficulties  in  personality  adjustment.  There 
were  eleven  patients,  or  3 per  cent  of  the  whole 
number  of  patients,  with  exacerbations  of  well- 
established  dementia  praecox  reactions.  One 
patient  had  a long  history  of  psychopathic  per- 
sonality with  pathologic  sexuality  without  psy- 
chosis. 

In  considering  the  group  of  patients  with 
manic-depressive  psychosis,  we  find  that  71 
were  women  and  40  were  men.  Forty-one 
patients  with  manic-depressive  psychosis,  mixed 
type,  required  the  longest  period  of  hospitaliza- 
tion of  any  of  the  manic-depressive  types  with  a 
median  time  of  nine  months.  Thirty-three 
had  had  previous  attacks,  while  eight  had  not. 
Thirty-four  patients  with  manic-depressive,  de- 
pressive, conditions  had  the  shortest  period  of 
hospital  residence,  with  a median  of  time  of  four 
months  and  three  weeks.  All  of  these  had  re- 
covered from  previous  attacks.  Manic-depres- 
sive, circular  reactions  were  22  in  number  and 
included  16  women  and  six  men.  Thirteen  of 
these  were  known  to  have  had  previous  attacks, 
while  eight  had  not.  The  median  length  of 
hospitalization  in  this  group  was  eight  months. 
Fourteen  patients,  of  whom  eight  were  women' 
and  six  were  men,  had  manic-depressive  psy- 
chosis, manic  type,  with  a median  time  of  eight 
and  one-half  months  hospitalization.  From 
the  standpoint  of  a manifestation  of  outward 
aggressiveness  rather  than  depression  in  meeting 
the  difficulties  of  later  years,  it  is  psychologically 
interesting  to  note  that  three  men  and  three 
women,  or  a total  of  six  out  of  14  in  this  group, 
experienced  their  first  attack  of  mental  illness 
after  they  had  passed  the  age  of  sixty.  All  of 
the  patients  with  depressive  episodes  had  hail 
previous  attacks. 

Of  the  manic-depressive  group  as  a whole,  5 
per  cent  in  this  age  group  died  in  the  hospital. 
At  the  time  of  leaving  the  hospital,  43  per  cent 
were  recovered;  22  per  cent  were  much  im- 
proved; 18  per  cent  were  improved,  and  12  per 
cent  were  unimproved.  A total  of  72  patients, 
or  65  per  cent  of  the  manic-depressive  group  as  a 
whole,  were  recovered  or  much  improved  and 
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were  able  either  to  return  to  their  work  or  to  live 
comfortably  at  home.  No  significant  difference 
appeared  in  this  group  in  the  outlook  for  those 
who  had  had  previous  attacks  as  compared 
with  those  who  were  having  their  first  attack  of 
manic-depressive  psychosis,  manic  type. 

Follow-up  studies  were  available  in  93  patients 
in  this  group  after  periods  of  from  two  months 
to  nine  and  a half  years.  Of  these,  60  were 
known  to  be  recovered  after  a median  period  of 
two  years  and  eight  months.  Of  eight  patients 
last  heard  from  after  seven  years,  six  remained 
recovered;  one  died,  and  one  was  unimproved. 
One  woman,  now  aged  eighty-two,  remains  re- 
covered after  four  years  and  three  months  and 
has  continued  to  be  very  active  in  club  and  other 
social  work. 

Involutional  psychoses  were  responsible  for 
53,  or  14.5  per  cent  of  this  age  group,  with  31 
women  and  22  men.  The  median  age  of  the 
patients  was  sixty-three  years.  The  median 
length  of  hospital  stay  was  seven  and  a half 
months.  Two  patients  died  in  the  hospital; 
seventeen  were  recovered;  ten  were  much 
improved;  fifteen  were  improved,  and  nine  were 
unimproved.  A total  of  27,  or  approximately 
half  of  the  patients,  were  either  recovered  or  much 
improved.  Follow-up  reports  in  46  instances 
over  a period  of  from  six  months  to  nine  and  a 
half  years  showed  that  21  had  achieved  recovery, 
of  whom  four  had  relapsed,  six  were  much  im- 
proved, three  improved,  and  six  were  unim- 
proved. Seven  of  this  group  had  died  at  the 
time  of  follow-up. 

Involutional  psychosis  as  it  appears  in  this 
group  can  be  thought  of  as  a fairly  uniform  and 
consistent  disorder  which  lends  itself  to  a con- 
sideration of  some  of  the  prognostic  factors. 
Symptoms,  usually  of  a severe  agitated  de- 
presssion,  occur  at  some  time  in  middle  life  or 
later,  in  a characteristically  rigid  personality 
with  relation  to  certain  typical  psychologic 
problems  of  readjustment  incident  to  advancing 
years.  Physical  problems  play  their  part,  but 
there  is  no  demonstrable  evidence  of  organic 
brain  involvement.  Any  conception  that  this 
condition  is  caused  essentially  by  endocrine 
changes  does  not  seem  very  helpful  to  under- 
standing the  depressive  or  sometimes  paranoid 
features  of  the  disorder,  as  they  are  characteris- 
tically observed  to  relate  to  emotional  difficulties 
in  adjustment  to  changes  in  the  patient’s  life 
situation.  Endocrine  as  well  as  many  other 
factors  may  at  times  play  a part.  Involutional 
psychosis  is  considered  here  to  be  primarily 
rather  than  secondarily  an  emotional  problem. 

A careful  examination  of  the  records  indicated 
that  adequate  external  precipitating  factors 
occurred  in  42  of  the  patients  admitted  with 


involutional  psychosis.  That  is  to  say,  some  loss 
or  threat  was  suffered  which  might  reasonably 
be  expected  to  cause  deep  concern  to  the  patient. 
Often  this  was  unwanted  retirement  from  work, 
financial  loss,  or  some  disturbance  in  the  person’s 
usual  rigid  way  of  life.  In  several  instances  it 
was  the  threat  of  an  incapacitating  physical 
condition. 

The  adequacy  of  the  precipitating  causes,  con- 
sidered together  with  the  resources  of  the  patient, 
appears  to  be  a valuable  feature  in  estimating 
the  capacity  of  the  patient  to  make  and  maintain 
a recovery.  In  the  group  of  21  patients  with 
involutional  psychosis  found  on  the  follow-up 
to  have  recovered,  precipitating  factors  were 
considered  adequate  in  19  and  inadequate  in  two. 
In  the  cases  of  the  two  patients  with  inadequate 
precipitating  causes,  both  patients  relapsed  in  a 
short  time.  In  attempting  to  evaluate  the  re- 
sources of  patients  in  terms  of  a history  of  an 
adequate  prepsychotic  personality,  reasonable 
financial  security,  and  a good  social  or  domestic 
situation  to  which  he  or  she  could  return,  it  was 
considered  that  in  eight  cases  the  resources  were 
only  fair.  Of  these,  four  patients  had  relapsed 
at  the  time  of  follow-up,  while  four  remained 
recovered.  In  the  14  patients  whose  resources 
were  considered  poor,  none  were  recovered; 
two  were  much  improved;  seven  were  improved, 
and  five  \t  ere  unimproved  on  leaving  the  hospital. 
In  the  follow-up  over  a nine  and  a half  year 
period,  reports  were  received  on  nine,  indicating 
that  eight  were  unimproved  and  only  one  was 
much  improved.  On  the  other  hand,  in  13 
patients  where  the  external  precipitating  causes 
were  considered  adequate  and  the  resources 
good,  12  patients  were  recovered  at  the  time  of 
follow-up,  while  only  one  had  relapsed. 

The  relation  of  the  patient’s  resources  or  of 
having  an  incentive  to  get  well  was  noted  as  an 
important  factor  in  psychosis  with  cerebral 
arteriosclerosis.  It  was  also  important  in  the 
manic-depressive,  depressive,  and  mixed  types, 
where,  of  17  patients  considered  to  have  poor 
resources,  only  two  were  recovered,  two  were 
much  improved,  five  were  improved,  and  eight 
were  unimproved  on  leaving  the  hospital. 
Follow-up  reports  on  15  of  these  patients  up  to  a 
period  of  six  and  a half  years  showed  that  one 
had  remained  recovered  for  a year  and  five  J 
months  and  two  were  improved,  while  the  re- 
maining 12  continued  unimproved  or  relapsed  j 
from  the  degree  of  improvement  achieved  in  the 
hospital.  The  course  of  these  patients  is  to  be 
compared  with  the  47  patients  reported  com- 
pletely recovered  in  the  case  of  66  similarly  fol- 
lowed in  the  manic-depressive,  depressive  and 
mixed  groups,  as  a whole. 

Metrazol,  and  more  lately  electric  shock,  was 
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used  for  36  patients  who  had  either  manic-de- 
pressive, depressive,  or  mixed  reactions,  and  for 
16  patients  with  involutional  psychosis,  melan- 
cholia, making  a total  of  52  patients  receiving 
this  treatment  in  the  age  group.  Of  the  patients 
who  were  considered  to  have  poor  resources, 
seven  received  electric  shock  therapy  with 
two  much  improved  on  leaving  the  hospital, 
while  four  were  improved  and  one  was  bene- 
fited only  briefly.  When  last  heard  of  up  to  a 
period  of  six  and  a half  years,  in  the  case  of  five 
none  were  recovered  or  much  improved,  while 
only  two  were  improved  and  three  were  un- 
improved. The  remaining  35  patients  who 
were  considered  to  have  fair  or  good  resources 
responded  much  more  favorably  with  32  pro- 
gressing to  recovery  with  only  five  relapses 
known  in  the  28  patients  reported  in  a follow-up 
period  of  six  and  a half  years. 

In  considering  the  49  individuals  with  psycho- 
neuroses, dr  13.4  per  cent  of  studied  admissions, 
the  median  age  was  found  to  be  sixty-five. 
Eight  patients  wrere  seventy  or  more,  of 
whom  the  two  oldest  were  seventy-nine. 
Twenty-five,  or  more  than  half,  gave  no  history 
of  previous  attacks,  while  the  remaining  24 
individuals  had  suffered  from  one  to  ten  previous 
episodes.  The  median  duration  of  illness  before 
admission  was  four  months,  while  the  median 
period  of  hospital  treatment  was  three  and  a half 
months.  Twenty-three  patients  had  psycho- 
neurosis of  the  mixed  type,  of  whom  four  were 
recovered,  eleven  were  much  improved,  six 
improved,  and  two  were  unimproved  at  the  time 
of  leaving  the  hospital.  The  patients  with 
reactive  depressions  showed  the  best  improve- 
ment, with  ten  of  16  recovered,  four  much  im- 
proved, and  two  improved.  None  of  the  four 
patients  with  hypochondriasis  recovered,  while 
one  was  much  improved,  tw7o  were  improved, 
and  one  unimproved.  One  patient  with  an 
anxiety  state  died  of  a coronary  attack;  two 
were  much  improved,  and  one  was  unimproved. 
Of  two  patients  with  psychasthenia,  one  was 
much  improved,  and  one  improved.  Thus, 
33  patients,  or  approximately  two  thirds  of  the 
group,  made  substantial  recovery. 

After  a follow-up  of  34  patients  extending  to  a 
period  of  nine  and  a half  years,  23  of  the  group 
were  known  to  have  recovered ; eight  were  much 
improved;  one  was  improved,'  and  two  un- 
improved. 

The  case  report  of  a patient  with  psycho- 
neurosis indicates  strikingly  and  instructively 
the  capacity  of  many  elderly  patients  to  return  to 
an  active  and  useful  life. 

Case  Report 

Case  1. — A seventy-nine-year-old  single  profes- 


sional man  was  admitted  for  treatment  of  his  severe 
apprehension,  indecision,  anxiety,  and  depression  of 
four  months  duration.  He  was  a very  successful, 
competent,  and  cultured  man  w'hose  history  indi- 
cated neurotic  episodes  over  a period  of  many  years 
without  previous  hospitalization.  The  present  at- 
tack seemed  partly  precipitated  by  undue  worry 
over  rheumatoid  arthritis  in  his  left  hand. 

On  admission  he  appeared  tense,  anxious,  and 
given  to  variable  dramatic  emotional  display.  At 
times  he  was  critical.  He  could  be  temporarily  re- 
assured and  at  times  could  sit  and  talk  pleasantly 
and  reasonably.  He  was  discouraged  but  not  suici- 
dal. He  talked  with  some  pride  of  wrhat  he  con- 
sidered the  baffling  nature  of  his  problem.  His  re- 
cent and  remote  memory  were  good,  and  he  showed 
no  evidence  of  organic  mental  involvement. 

His  general  physical  condition  was  good  with  com- 
paratively little  evidence  of  peripheral  or  retinal 
arteriosclerosis.  His  teeth  required  attention. 
Heart,  lungs,  and  abdomen  were  negative  except 
for  an  appendectomy  scar.  His  blood  pressure  was 
140/80.  Some  evidence  of  rheumatoid  arthritis 
was  present  in  his  left  wrist.  X-ray  studies  of  his 
w'rist  and  chest  were  essentially  negative.  Clinical 
laboratory  studies,  including  urinalyses,  blood 
cytology,  chemistry,  and  serology,  wrere  essentially 
negative. 

In  the  hospital  he  leaned  heavily  on  his  physician 
for  support.  For  his  physical  condition  he  received 
vitamin  therapy  and  baking  to  his  wrist  with  relief. 
His  mental  condition  improved  slowdy  but  steadily. 
After  six  weeks  he  found  that  there  were  difficulties 
in  his  firm  which  he  owned  and  that  his  associates 
required  his  help,  since  he  was  the  only  one  capable 
of  straightening  out  the  trouble.  After  some  in- 
decision he  left  the  hospital  on  extended  visit  after 
two  months  residence.  He  soon  became  absorbed 
in  the  responsibilities  of  his  business,  which  he  sal- 
vaged and  increased  by  the  use  of  many  new7  ideas. 
He  continued  to  live  comfortably  at  his  club.  A 
recent  follow-up  after  four  and  a half  years  reports 
that  he  is  still  interested,  has  unimpaired  judgment, 
manages  the  responsibilities  of  his  w7ork,  appears 
younger,  and  attends  regularly  to  his  office  at  the 
age  of  eighty-three. 

A small  group  of  eleven  patients  was  admitted 
after  the  age  of  sixty  of  whom  five  were  diagnosed 
as  having  without  psychosis,  alcoholism,  and  six 
as  without  psychosis,  drug  addiction. 

The  average  duration  of  the  alcoholism  before 
admission  was  three  years.  All  patients  left  the 
hospital  against  advice  after  a median  stay  of 
three  months.  At  the  termination  of  hospital 
treatment  one  was  considered  recovered,  two 
much  improved,  and  two  improved.  Follow-up 
reports  on  three  indicated  that  one  had  remained 
recovered  for  three  years  before  resuming  alcohol. 
The  other  two  were  still  abstinent  after  six 
months. 

The  six  patients  admitted  with  the  diagnosis  of 
without  psychosis,  drug  addiction,  had  a median 
duration  of  addiction  for  six  years  and  had  con- 
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tiaued  for  twenty  years  in  two  patients.  Three 
had  been  addicted  to  morphine,  two  to  bar- 
biturates, and  one  to  codeine.  All  left  the  hos- 
pital against  advice  after  a median  stay  of  two 
months.  Follow-up  studies  on  four  patients 
indicated  that  one  morphine  addict  was  much 
improved  and  working  after  five  years,  while 
another  relapsed  after  four  months.  One  bar- 
biturate addict  was  recovered  for  one  year  and 
then  relapsed.  The  other  had  continued  without 
drugs  for  eleven  months. 

Summary 

The  outlook  for  patients  admitted  to  a mental 
hospital  after  their  sixtieth  year  has  been  studied 
in  a group  of  365  such  individuals  consecutively 
admitted  to  the  New  York  Hospital- West- 
chester Division  during  the  ten-year  period  from 
January  1,  1936,  to  January  1,  1946.  The 
median  age  of  these  patients  was  sixty-five  years, 
the  oldest  of  whom  was  eighty-six. 

Diagnostically,  they  represented  a diverse 
group.  The  larger  proportion,  or  64.9  per  cent, 
suffered  from  reactions  generally  considered  to 
be  functional  in  type.  These  included  the  in- 
volutional psychoses  which  appeared  essentially 
to  represent  typical  agitated  and  paranoid 
depressions  arising  in  rigid  personalities  in  re- 
sponse to  changes  in  the  life  situation  necessitated 
by  advancing  years.  In  the  remaining  35.1  per 
cent  of  patients  the  usual  mental  and  physical 
evidences  of  psychosis  associated  with  organic 
impairment  of  the  brain  were  present. 

At  the  time  of  leaving  the  hospital  the  group 
as  a whole  showed  24.1  per  cent  to  have  recovered, 
19.7  per  cent  to  be  much  improved,  20.3  per 
cent  improved,  21.4  per  cent  unimproved,  and 
14.5  per  cent  to  have  died  in  the  hospital.  The 
outlook  for  those  patients  with  conditions  due 
to  marked  irreversible  brain  pathology  would  not 
be  expected  to  be  favorable.  Of  the  33  patients 
with  senile  psychosis,  none  recovered,  although 
one  continued  to  be  much  improved  for  a year. 
Of  the  patients  with  psychosis  with  cerebral 
arteriosclerosis,  however,  15,  or  19.7  per  cent, 
showed  substantial  improvement  with  the  ability 
to  adjust  adequately  at  home  in  a recovered  or 
much  improved  condition.  Of  four  patients 
admitted  with  organic  delirium  due  to  drugs,  all 
recovered. 

The  patients  with  functional  mental  disorders 
showed  marked  capacity  for  recovery,  particu- 
larly those  in  their  seventh  and  eighth  decades 
of  life.  This  was  well  shown  in  the  large  group 
of  111  patients  with  manic-depressive  disorders, 
of  whom  43  per  cent  were  recovered  and  22  per 
cent  much  improved  on  leaving  the  hospital. 
In  contrast,  however,  none  of  the  eleven  patients 


with  well-established  dementia  praecox  showed 
any  great  improvement. 

The  material  studied  indicated  the  importance 
of  adequate  precipitating  causes  of  illness  and  of 
the  possession  of  good  resources  by  the  patient 
with  regard  to  security  and  a favorable  family 
situation  in  his  ability  to  recover  and  remain  well 
for  an  appreciable  time. 

Apparently  age  was  also  a factor  in  recovery, 
with  those  in  the  seventh  decade  showing  a 
greater  tendency  to  recovery  than  those  in  the 
eighth  or  ninth  decades  of  life.  Twenty  per 
cent  of  the  patients  in  their  seventies  were  re- 
covered, and  16.6  per  cent  much  improved,  as 
compared  with  24.1  per  cent  recovered  and  19.7 
much  improved  in  the  group  studied.  The  15 
patients  who  were  in  their  eighties  at  the  time  of 
admission  showed  no  complete  recoveries,  but 
their  illnesses  were  for  the  most  part  in  this 
study  associated  with  marked  chronic  organic 
brain  disease. 

A case  report  was  given  indicating  the  recovery 
of  a man  from  an  episode  of  mental  disorder 
which  commenced  at  seventy-nine  who  has  since 
continued  recovered,  and  managed  responsible 
work  for  the  past  four  years. 

Discussion 

George  K.  Collier,  M.D.,  Rochester. — Dr.  Clow 
brings  to  our  attention  the  very  large  group  of  the 
aged  who  are  so  often  forgotten  after  being  placed 
in  mental  hospitals  or  homes  for  the  aged.  He 
points  to  the  ever-increasing  number  of  old  people 
resulting  from  the  advances  made  in  medicine  and 
the  better  care  provided  both  by  State  and  private  i 
agencies.  Our  New  York  State  mental  hospitals 
report  55  to  60  per  cent  of  all  their  admissions  as  j 
being  over  sixty-five  years  of  age,  in  comparison  to  j 
Dr.  Clow’s  figure  of  10  per  cent  of  all  admissions  | 
to  his  hospital.  This  disparity  in  the  admission  1 
rate  of  the  aged  is  due  to  the  fact  that  the  admis- 
sions to  Dr.  Clow’s  hospital  are  a more  or  less 
selected  group  considered  suitable  for  treatment, 
whereas  the  State  mental  hospitals  are  required  by 
law  to  accept  any  and  all  patients  who  are  properly  | 
certified  for  admission. 

As  a result  of  changes  in  our  social  and  economic  I 
life,  and  the  contracting  of  the  home,  many  of  the 
aged  who  formerly  were  kept  in  the  home  are  now 
sent  to  mental  hospitals.  This  resultant  over-  : 
crowding  has  added  to  the  worries  of  hospital  direc- 
tors, and  some  thought  is  now  being  given  to  the 
question  of  establishing  special  hospitals  for  the 
aged  mental  case.  Special  geriatric  hospitals  to 
care  for  all  types  of  the  infirm  aged,  whether  mental 
or  physical,  might  be  advisable,  but  we  should 
make  a further  study  before  such  a plan  is  adopted. 
Tuberculosis  and  mental  disease  are  the  only  chronic 
conditions  now  being  cared  for.  It  might  result 
in  a more  intensive  isolation  and  an  overspecializa- 
tion. Psychiatry  is  all  inclusive,  and  it  is  only  in 
our  study  of  the  full  life  span  that  we  will  be  able 
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to  evaluate  properly  the  behavioristic  changes  in 
man.  Dr.  Clow  has  shown  us  what  can  be  accom- 
plished with  a selected  group.  He  stresses  the  fact 
that  age  alone  is  not  necessarily  an  index  of  the 
presence  of  organic  brain  pathology.  His  patients 
were  a group  of  successful  men  and  women — archi- 
tects, engineers,  lawyers,  physicians,  clergymen — 
all  of  normal  or  superior  intelligence,  who  had  been 
successful  in  their  respective  fields.  He  refers  to  an 
adequate  precipitating  factor:  some  loss  or  threat, 
an  unwanted  retirement,  financial  loss,  or  some  in- 
capacitating physical  factor.  When  we  study  our 
histories,  carefully,  we  will  find  a similar  cause.  He 
shows  us  that,  if  this  precipitating  factor  is  recog- 
nized early,  much  can  be  done  to  bring  about  a fairly 
well-adjusted  personality.  In  evaluating  such  pa- 
tients, we  should  always  look  for  their  latent  re- 
sources. In  a proper  environment  many  of  these 
reserves  can  be  stimulated  into  activity.  Old  de- 
sires and  wishes  can  be  brought  to  fruition.  As  has 
been  so  aptly  stated,  the  man  who  balances  and 


closes  his  books  each  and  every  day  has  but  little 
to  call  upon  when  age  creeps  up  on  him.  However, 
that  man  who  is  mentally  and  physically  active, 
assuming  life’s  daily  responsibilities,  has  so  much 
left  over  from  the  day’s  work  that  these  accumula- 
tions become  of  great  value  to  him  wdien  physical 
impairments,  financial  loss,  and  isolation  come  upon 
him. 

Dr.  Clow’s  paper  should  stimulate  us  to  a more  in- 
tensive study  of  our  aged  patient,  and  especially  is 
this  paper  directed  to  the  general  practitioner  who  is 
in  a position  to  observe  the  early  emotional  and 
toxic  factors  for  which  so  much  can  be  done.  We 
should  have  further  study  of  the  physiologic  and 
psychologic  changes  in  the  aged.  In  almost  every 
community  we  have  social  agencies  which  can  be 
called  upon  for  assistance.  These  include  the  home 
bureau  services,  industrial  workshops,  guidance 
centers,  and  the  Red  Cross,  all  of  which  have  occupa- 
tional activities  which  can  be  of  much  therapeutic 
value  to  the  aged. 


FEVER  THERAPY  MAKES  PENICILLIN  MORE  USEFUL  AGAINST  SYPHILIS 


Artificially  produced  fever  increases  the  effective- 
ness of  the  seven  and  a half  day  penicillin  treatment 
for  syphilis  to  more  than  80  per  cent,  a substantial 
improvement  over  both  penicillin  alone  and  penicil- 
lin and  mapharsen  in  combination  for  the  same 
length  of  time. 

This  valuable  use  of  fever  therapy  is  described  by 
Herman  N.  Bundesen,  M.D.,  president  of  the 
Chicago  Board  of  Health,  and  a group  of  four  doc- 
tors who  assisted  him,  in  an  article  which  appeared 
in  the  July  31  issue  of  the  Journal  of  the  American 
Medical  Association.  Three  of  the  doctors — George 
X.  Schwemlein,  research  associate  at  the  Kettering 
Foundation  for  Medical  Research,  Cincinnati,  Ohio; 
Theodore  J.  Bauer,  senior  surgeon  of  the  United 
States  Public  Health  Service  and  venereal  disease 
control  officer,  Chicago,  Illinois;  and  Robert  M. 
Craig  of  Dayton,  Ohio — together  with  Dr.  Bundesen, 
pioneered  the  penicillin  and  penicillin-mapharsen 
treatments  for  syphilis. 

In  comparison  with  the  80  per  cent  effectiveness 
of  penicillin  and  fever  therapy  in  seven  and  one-half 
days,  their  tests  show  penicillin  70  per  cent  effective 
and  penicillin  given  with  mapharsen,  a compound  of 


arsenic,  49  per  cent  effective  against  syphilis  in 
seven  and  one-half  days. 

The  fourth  physician  in  the  research  group  is  Jack 
Rodriquez,  medical  director  of  the  Chicago  Intensive 
Treatment  Center,  where  the  group  tested  the  fever 
and  penicillin  method  from  January  4 through  July 
29,  1945. 

Each  patient  was  given  an  injection  of  sodium 
penicillin  every  three  hours  for  60  doses,  plus  three 
three-hour  sessions  of  artificial  fever  on  alternate 
days,  beginning  twenty-three  hours  after  the 
penicillin  was  started. 

Fever  therapy,  however,  does  not  cut  down  on  the 
time  required  for  penicillin  treatment,  the  doctors 
found.  When  they  gave  patients  the  same  amount 
of  penicillin — 1,200,000  units — in  about  thirty  hours 
and  reduced  the  fever  therapy  to  one  six-hour  session, 
the  treatment  was  effective  in  only  60  per  cent. 

Neither  is  giving  large  amounts  of  penicillin  with- 
out fever  therapy  more  effective,  the  article  indi- 
cates, citing  research  not  yet  completed.  When 
patients  were  given  25,000,000  units  of  penicillin  in 
twenty-four  hours  during  this  research,  the  drug 
was  about  65  per  cent  effective. 


SCHIZENCEPHALIES  WITH  HYDROCEPHALUS:  CLINICAL  DIAG- 

NOSIS OF  SEVERE  CEREBRAL  AGENESIS 

William  F.  Beswick,  M.D.,  Buffalo,  New  York 

(From  the  Department  of  Neurological  Surgery,  University  of  Buffalo,  School  of  Medicine ) 


IN  1946,  Yakovlev  and  Wadsworth  presented 
a very  exhaustive  study  of  congenital  clefts 
in  the  cerebral  mantle.1  The  term  “schizenceph- 
aly”  was  offered  for  use  in  separating  these 
cerebral  aplasias  of  formal  origin  from  the  poren- 
cephalies or  acquired  cerebral  defects.  Cohn  and 
Neumann  suggested  that  “schistencephaly” 
would  be  more  proper.2  Three  of  the  cases 
studied  and  described  were  associated  with 
severe  hydrocephalus;  in  two  this  was  absent. 

During  the  past  two  years  three  infants  ad- 
mitted to  the  hospital  with  hydrocephalus  were 
demonstrated  to  be  schizencephalic.  Subdural 
hematomata  were  suspected  in  all  three. 

Case  Reports 

Case  1. — S.  A.  M.,  a seven-week-old  girl,  was  ad- 
mitted to  the  Children’s  Hospital  of  Buffalo,  October 
1,  1946,  and  the  following  history  was  obtained. 
Birth  was  normal  and  spontaneous  at  full  term. 
After  birth  the  infant  cried  a good  deal  and  was  ir- 
ritable. At  three  weeks  of  age  it  was  dis- 
covered that  the  head  was  larger  than  normal.  X- 
ray  studies  of  the  skull  and  spine  were  negative. 
There  were  no  convulsions  and  no  vomiting.  The 
patient  took  feedings  well. 

Examination  revealed  a very  irritable,  crying, 
well-nourished  baby  of  seven  weeks  with  enlarged 
head  (circumference  17V2  inches)  whose  bulging 
anterior  fontanelle  was  seven  inches  wide.  A right 
divergent  squint  was  present.  There  was  no  blink- 
ing of  the  eyes  when  objects  were  brought  suddenly 
toward  them.  The  right  pupil  was  larger  than  the 
left.  The  arms  and  legs  moved  freely.  Muscle  tone 
was  normal.  Tendon  reflexes  were  present  and 
equal.  No  abnormal  reflexes  were  recorded. 

Urinalysis  and  blood  studies  were  negative.  Elec- 
troencephalography was  reported  as  showing  “very 
little  true  cortical  activity.” 

Subdural  punctures  were  made  on  October  8, 
1948,  and  20  cc.  of  clear,  colorless  fluid  were  re- 
moved bilaterally.  The  protein  content  of  the  fluid 
was  31  to  32  mg.  per  cent.  Almost  continuous 
crying  persisted,  and  there  were  occasional  general- 
ized tremors.  The  child  vomited  several  times 
during  the  next  twenty-four  hours.  The  anterior 
fontanelle  remained  depressed  for  two  days. 

Attempts  to  make  ventriculograms  failed  until 
October  20,  1946,  when  about  360  cc.  of  xantho- 
chromic fluid  were  replaced  by  an  equal  amount  of 
air.  The  films  were  not  diagnostic.  There  were 
large  collections  of  air  on  either  side  of  the  falx 
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occupying  greater  than  50  per  cent  of  the  cavity. 
Indefinite  tissue  shadows  were  present  in  the  occiput 
and  posterior  temporal  regions.  Cerebral  agenesis 
of  marked  degree  was  suspected,  but  large  subdural 
hygromas  could  not  be  excluded. 

On  October  21,  1946,  a right  frontotemporal 
craniotomy  was  performed  by  Dr.  W.  B.  Hamby. 
His  note  in  part  reads,  “A  tremendous  cavity  was 
found  filled  with  slightly  opalescent,  xanthochromic 
fluid.  This  was  removed  with  a suction  tip,  and  into 
the  bottom  of  the  skull  were  seen  projecting  two 
white  masses  that  proved  to  be  the  thalami.  The 
olfactory  bulbs  extended  forward  to  their  termina- 
tions beside  the  crista  galli.  Behind  the  thalamus 
the  right  hippocampus  was  seen,  and  curving  back- 
ward from  it  along  the  edge  of  the  falx  was  a white 
curved  rim  of  tissue.  Beneath  and  behind  the 
thalamus  appeared  a small  band  of  rather  normal 
looking  cerebral  cortex.  This  represented  approxi- 
mately the  posterior  half  of  the  temporal  lobe  and  a 
small  amount  of  the  occipital  lobe,  and  it  extended 
forward  about  1 cm.  anteriorly  to  a group  of  veins 
that  resembled  Rolandic  vessels  entering  the  sagittal 
sinus.  Hanging  from  the  groove  behind  the  two 
thalami  were  two  pink  veil-like  membranes,  on 
the  lower  end  of  which  appeared  pink  convoluted 
masses  representing  the  choroid  plexus.  One  could 
see  past  the  left  thalamus  the  left  hippocampus. 
Beyond  that  one  looked  directly  upon  a thin  mem- 
brane that  lined  the  dura  of  the  left  side  of  the 
cranium.  The  left  meningeal  artery  could  be  traced 
from  the  sphenoid  wing  back  up  over  the  convexity. 
The  membrane  representing  the  pia  was  opened  just 
over  the  location  of  the  optic  nerves  exposing  the 
chiasmal  area.  The  light  optic  nerve  appeared 
normal  and  across  it  coursed  the  anterior  cerebral 
artery.”  At  this  point  the  exploration  was  termin- 
ated. 

The  patient  is  still  alive,  blind,  deaf,  and  unable  to 
sit  up.  There  is  no  evidence  of  persistent  hydro- 
cephalus. 

Case  2. — II.  F.  S.,  a boy,  4 months  of  age,  was  ad- 
mitted to  the  Children’s  Hospital  of  Buffalo,  April 
30,  1947,  because  of  a “large  head”  and  impaired 
vision.  The  patient,  a third  child,  full  term,  was 
delivered  with  forceps,  following  nine  hours  of  labor. 
There  was  no  cyanosis,  but  the  infant  became  jaun- 
diced about,  the  fourth  day.  The  child  never  ap- 
peared able  to  see.  At  eight  months  the  mother 
noticed  that  the  arms  and  legs  seemed  stiff  and  the 
head  larger  than  normal.  The  patient  was  very  irri- 
table and  cried  much  of  the  time.  There  were  no 
convulsions,  but  the  child  would  shake  its  head  as  if 
it  were  “trying  to  shake  off  something.”  He  had  fre- 
quent choking  spells,  and  he  vomited  occasionally 
during  the  first  and  second  months.  Feeding  and 
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bowel  habits  were  good.  The  child  has  appeared 
to  have  had  a “cold”  since  birth. 

As  regards  family  history,  the  mother  had  had 
poliomyelitis  at  the  age  of  seven  years.  Physical 
examination  revealed  a well-nourished  boy  with 
large  head  (18  inches  in  circumference)  and  bulging 
anterior  fontanelle.  There  was  a downward  con- 
verging squint,  and  the  child  did  not  blink  when 
bright  objects  were  brought  suddenly  to  his  face. 
The  pupils  were  regular  and  equal.  (Reflex  re- 
sponses were  not  recorded.)  The  child  did  not  react 
to  loud  noises.  The  neck  was  rigid  and  moderately 
extended.  The  arms  were  flexed  while  the  legs 
were  held  in  extension.  The  tendon  reflexes  were 
hyperactive,  but  equal  and  Babinski  responses  were 
present  bilaterally.  There  was  bilateral  ankle  and 
patellar  clonus.  Moro’s  clinging  reflex  was  ques- 
tionably positive.  Magnus  and  deKleyn  responses 
were  absent. 

Blood  and  urine  studies  were  negative.  X-ray 
studies  of  the  skull  revealed  evidence  of  early  hydro- 
cephalus. Electroencephalograms  showed  none  of 
the  normal  cortical  activity  which  starts  at  this  age. 

On  April  30,  1947,  subdural  punctures  were  per- 
formed, and  15  cc.  of  clear  colorless  fluid  with  total 
protein  content  of  17  mg.  per  cent  were  removed 
bilaterally.  Traumatic  spinal  puncture  was  made 
(1,000  red  blood  cells  per  cu.  mm.).  Total  protein 
content  was  368  mg.  per  cent  (centrifuged  specimen). 
On  May  2,  1947,  ventriculograms  were  made  by  in- 
serting needles  bilaterally  to  a depth  of  two  and  one- 
half  inches  at  the  lateral  extremity  of  anterior  fon- 
tanelle. Seventy  cc.  of  fluid  were  removed  from  the 
right  side  and  replaced  by  an  equal  amount  of  air. 
Two  hundred  thirty  cc.  of  fluid  were  removed  and 
replaced  by  an  equal  amount  of  air  on  the  left.  One 
cc.  of  phenolsulfonphthalein  dye  was  injected  on 
either  side.  X-ray  studies  revealed  the  absence  of  a 
recognizable  ventricular  system.  One  could  visual- 
ize a mass  of  intracranial  tissue  indefinitely  outlined 
that  suggested  poorly  developed  left  temporal  occip- 
ital and  midline  occipital  parietal  lobes.  The  entire 
right  cranial  vault  was  lacking  in  demonstrable  neo- 
pallium. No  dye  appeared  in  cerebrospinal  fluid  col- 
lected in  the  lumbar  region. 

On  May  8,  1947,  the  discharge  diagnosis  was  cere- 
bral aplasia  with  hydrocephalus. 

At  examination  on  April  14,  1948,  the  child  was 
irritable  and  could  not  hold  his  head  up.  He  was 
blind  and  deaf.  There  was  no  papilledema  or  optic 
atrophy  now,  and  Magnus  and  deKleyn  reflexes 
were  absent. 

Case  3. — S.  E.  A.,  a three-month-old  girl,  was  ad- 
mitted to  the  Children’s  Hospital  of  Buffalo,  Sep- 
tember 13,  1947,  because  the  infant’s  head  seemed 
larger  than  normal.  Birth  was  three  weeks  pre- 
mature and  out  of  wedlock.  Birth  weight  was  4 
pounds  and  15  ounces.  The  baby  was  taken  to 
foster  parents  one  week  later,  after  examination  by 
a very  competent  pediatrician.  No  abnormalities 
were  found  by  him.  From  the  second  week  of  life 
the  infant  cried  a great  deal  and  seemed  hungry 
most  of  the  time.  She  sucked  her  hands  continu- 
ously. Five  days  before  admission,  the  head  seemed 
larger  than  normal.  On  one  occasion  the  foster 


mother  thought  the  head  transilluminated  light 
from  a floor  lamp,  while  the  baby  was  being  nursed. 
There  were  no  convulsions  and  only  occasional 
vomiting.  Constipation  was  noted  from  birth. 

The  patient  was  a well-nourished  infant  with  ob- 
vious hydrocephalus  (head  circumference  15  inches, 
chest  11  inches).  The  child  was  irritable  and  had  a 
shrill  cry.  She  moved  her  arms  and  legs  jerkily. 
She  did  not  notice  lights  or  objects  before  her  eyes. 
The  pupils  were  round,  regular,  and  reacted  briskly 
to  light.  According  to  Dr.  Meyer  Riwchun,  oph- 
thalmologist, there  was  primary  optic  atrophy  par- 
ticularly affecting  the  temporal  halves  of  the  nerve 
heads  and  a diffuse,  low-grade,  degenerative  chorio- 
retinitis, most  marked  in  the  macular  areas.  There 
was  no  reaction  to  loud  noises.  Light  touch  brought 
out  brisk  startled  reaction.  Moro’s  reflex  was  ab- 
sent. Tendon  reflexes  were  hyperactive,  but  equal 
and  positive  Babinski  signs  were  present  bilaterally. 

Blood  and  urine  studies  were  negative.  X-ray 
examination  of  the  head  revealed  that  the  skull  was 
wide  in  all  diameters.  The  bones  were  thin,  and  the 
fontanelles  were  widely  open.  Electroencephalo- 
grams showed  only  the  artefact  of  movement. 

On  September  10,  1947,  subdural  punctures  re- 
vealed clear,  colorless  fluid  bilaterally.  The  needles 
were  inserted  to  a depth  of  about  21/2  inches,  and 
clear  fluid  was  found.  One  cc.  of  indigo  carmine  was 
then  injected.  Lumbar  punctures  made  at  intervals 
of  thirty  minutes  and  two  hours  later  failed  to  reveal 
any  dye  in  the  cerebrospinal  fluid. 

Ventriculograms  were  attempted  on  September 
13,  1947.  Eighty  cc.  of  air  were  injected  into  what 
was  thought  to  be  both  lateral  ventricles.  X-ray 
study  revealed  large,  air-filled  cavities,  but  no  evi- 
dence of  a ventricular  system  was  seen. 

On  the  same  day  the  right  and  left  subdural  spaces 
were  drained  via  bitemporoparietal  burr  holes. 
Xanthochromic  fluid  drained  copiously  for  two 
days.  The  anterior  fontanelle  remained  retracted 
after  the  procedure. 

On  September  18,  1947,  right  temporoparietal 
craniotomy  was  carried  out.  Immediately  beneath 
the  dura,  we  encountered  a thin  membrane  thought 
to  be  the  external  membrane  of  a subdural  hy- 
groma. Clear,  slightly  xanthochromic  fluid  was 
aspirated  away,  and  the  cavity  present  had  to  be  in- 
spected with  the  aid  of  a lighted  retractor.  It  was 
bounded  medially  by  the  entire  falx  cerebri  covered 
by  the  thin  membrane.  No  neopallium  was  seen  on 
the  right.  The  membrane  running  downward  be- 
neath and  perpendicular  to  the  falx  was  opened,  and 
the  same  absence  of  ncopallium  was  witnessed  on  t he 
left.  The  basilar  structures  consisted  of  large  bulb- 
ous thalami,  apparently  about  4 cm.  in  diameter. 
A mass  of  choroid  plexus  was  identified  on  the  right 
side.  After  a sketch  of  the  structures  was  made, 
the  exploration  was  terminated.  The  bone  and  scalp 
flaps  were  closed  in  the  conventional  manner. 

The  child  expired  on  October  26,  1948.  Autopsy 
was  obtained. 

Summary  and  Conclusions 

Three  eases  of  schizencephaly  with  transient 
hydrocephalus  have  been  reported.  In  two  cases 
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the  diagnosis  was  completed  by  surgical  explora- 
tion, while  in  one  case  air  studies  were  sufficient. 

The  diagnosis  of  schizencephaly  is  important 
for  prognostication.  Although  prognosis  for 
longevity  of  life  is  hazardous,  that  for  ultimate 
degree  of  function  is  certain.  The  two  living  in- 
dividuals are  as  undeveloped  neurologically  today 
as  they  were  one  year  ago. 

Pediatricians  cannot  be  expected  to  discover 


defects  of  the  neopallium  before  that  complex 
structure  is  known  to  exert  its  influence  on  the 
organism. 
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CITES  IMPORTANCE  OF  EARLY  DIAGNOSIS  IN  STOMACH  CANCER 


The  time  has  come  to  abandon  the  old  attitude  of 
hopelessness  toward  cancer  of  the  stomach  and 
esophagus,  declares  Richard  H.  Sweet,  M.D.,  visit- 
ing surgeon  at  the  Massachusetts  General  Hospital, 
Boston. 

Writing  in  the  July  31  issue  of  the  Journal  of  the 
American  Medical  Association,  Dr.  Sweet  says  that 
“cancer  of  the  stomach  can  be  cured  in  an  appreci- 
able number  of  cases,”  provided  that  an  early  diag- 
nosis is  made  and  that  the  growth  is  of  a reasonably 
favorable  type. 

Attitudes  toward  cancer  of  the  esophagus  are  also 
changing,  he  indicated.  Pointing  out  that  until 
recently  this  type  of  cancer  was  considered  quickly 
fatal  in  all  cases,  Dr.  Sweet  reports  that  “an  appreci- 
able number”  of  patients  with  cancer  of  the  esopha- 
gus now  survive  three  years  or  more  because  of 
advances  in  surgery. 

“Earlier  diagnosis,  lower  operative  mortality,  and 
a widening  of  the  scope  of  the  operation  for  cancer  of 
the  stomach  have  presumably  cured  a larger  number 
of  patients  with  stomach  cancer  in  recent  years.” 

Cancer  of  the  stomach  has  long  been  regarded  as  a 
common  disease.  Cancer  of  the  esophagus  is  also  a 
common  disease  from  which  about  27,000  persons  die 
annually  in  the  United  States,  according  to  Dr. 
Sweet.  As  an  estimated  40,000  persons  die  each 
year  in  this  country  from  cancer  of  the  stomach,  the 
two  types  cause  nearly  21  per  cent  of  the  total  deaths 
from  cancer  in  the  nation. 

Statistics  have  shown  a one-sided  picture  which  is 
unduly  discouraging  to  patients  with  cancer  of  the 
stomach,  Dr.  Sweet  emphasizes.  Latest  reports 
from  various  clinics  show  that  20  to  30  per  cent  of 
patients  operated  on  for  the  disease  are  living  five 
years  after  the  operation,  he  says,  explaining: 

“Statistical  studies  from  various  sources  show  that 
of  all  patients  with  proved  cancer  of  the  stomach, 
not  over  5 per  cent  survive  five  years  or  more,  and 
then  only  as  a result  of  the  application  of  surgery. 

“To  be  influenced  by  this  apparently  discouraging 
result,  however,  is  to  place  emphasis  on  the  wrong 
aspect  of  the  problem.  The  fact  that,  of  all  cases  of  ' 
cancer  of  the  stomach  in  which  a diagnosis  has  been 
made,  in  only  5 per  cent  a cure  is  effected,  indicates 
that  a large  percentage  of  the  cases  are  unsuitable 
for  surgery  when  the  patient  is  first  seen  or  too  far 
advanced  for  cure  even  though  surgical  excision  is 
attempted.  Ther'e  are  innumerable  statistics  to 
prove  this  comtenJiotrJ’  '.  • • ,,•»« 

Massachusetts^  General  Hdspital  statistics  show 
six  typeg.of  stomaih  cancer.,-  More  than  90  per  cent 


of  patients  operated  on  for  the  most  favorable  type 
were  living  five  years  or  more  after  the  operation. 

Of  the  second  most  favorable  type,  75  per  cent 
were  living  five  years  after  operation,  and  of  the 
third  and  fourth  most  favorable  types,  40  per  cent 
were  living  five  years  after  operation. 

The  most  frequent  type  of  stomach  cancer,  ad- 
vises Dr.  Sweet,  is  the  adenocarcinoma,  the  third 
most  favorable. 

The  outcome  of  both  cancer  of  the  stomach  and  of 
the  esophagus  depends  upon  early  diagnosis  and 
immediate  surgery;  yet  most  cases  of  cancer  of  the 
esophagus  are  in  a far  advanced  state  by  the  time  the 
patient  is  seen  by  the  surgeon,  and  at  least  25  per 
cent  of  cases  of  stomach  cancer  are  unsuitable  for 
operation  because  of  the  advanced  stage  of  the  dis- 
ease. 

Cancer  of  the  esophagus  is  a highly  malignant 
type  and  progresses  rapidly,  warns  Dr.  Sweet. 
Therefore,  it  is  extremely  important  that  the  pa- 
tient consult  a doctor  at  the  first  symptoms  of  such  a 
disturbance.  These  are  difficulty  in  swallowing  and 
choking  on  food. 

Most  persons  are  likely  to  do  nothing  about  such 
symptoms  except  to  chew  food  more  carefully  or  to 
avoid  eating  foods  which  cause  difficulty.  Only  22 
per  cent  of  the  patients  with  cancer  of  the  esophagus 
studied  by  Dr.  Sweet  at  the  Massachusetts  General 
Hospital  entered  the  hospital  in  less  than  three 
months  after  symptoms  were  first  noticed.  More 
than  35  per  cent  waited  from  three  to  six  months  and 
nearly  11  per  cent  waited  more  than  12  months. 

Every  patient  who  complains  of  any  disturbance 
associated  with  swallowing,  whether  it  is  with  or 
without  discomfort  in  the  area  of  the  esophagus, 
should  be  examined  with  x-rays,  and  many  such 
patients  should  be  examined  with  the  esophago- 
scope. 

Onset  of  cancer  of  the  stomach  is  often  insidious 
and  the  early  symptoms  are  often  vague,  he  points 
out.  Only  sometimes  is  pain  felt;  more  obscure 
symptoms  are  discomfort,  indigestion,  or  a bloated  or 
full  feeling  after  eating. 

Since  the  accuracy  of  x-ray  films  in  diagnosing 
cancer  of  the  stomach  is  not  more  than  90  per  cent 
with  even  the  most  expert  technicians,  according  to 
Dr.  Sweet,  he  recommends  inspection  of  the  interior 
of  the  stomach  with  a gastroscope  or  esophagoscope. 

Cancer  should  be  suspected  in  every  case  of  gas- 
tric ulcer  which  does  not  heal  completely  under 
treatment  within  a short  time — one  month  at  the 
most — Dr.  Sweet  cautions. 
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IN  1941,  there  was  presented  from  this  clinic  a 
review  of  14  cases  of  pyogenic  infection  in  the 
spinal  epidural  space.1  Since  then  we  have  en- 
countered 1 1 additional  patients  with  this  disease. 
This  communication  is  an  analysis  of  the  entire 
group  of  25  patients.  Its  purpose  is  to  emphasize 
the  characteristic  features  of  pyogenic  infection 
in  this  region  and  to  ascertain  the  extent  to  which 
the  use  of  sulfonamides  and  antibiotics  has  af- 
fected the  results.  We  believe  the  syndrome  re- 
quires re-emphasis  because  in  our  experience 
most  patients  with  this  disease  are  not  referred  to 
the  neurosurgeon  until  the  spinal  cord  has  been 
considerably  disturbed  by  the  process.  This  de- 
lay seems  to  be  due  to  the  fact  that  the  disease  is 
not  commonly  recognized  in  its  early  stages. 
However,  the  catastrophic  results  attending  de- 
lay (of  even  a few  hours,  in  some  cases)  make 
early  treatment  imperative. 

Recognition  of  this  syndrome  is  not  difficult  if 
the  presence  of  such  a pathologic  process  is  con- 
sidered a cause  of  the  symptomatology.  Subse- 
quent to  or  concomitant  with  an  infection  that  is 
sometimes  considered  trivial  or  has  long  since  been 
forgotten,  there  is  a sudden  onset  of  pain  in  the 
back  and/or  radicular  pain,  followed  by  evidence 
of  altered  spinal  cord  function.  In  the  absence 
of  early  treatment,  the  process  advances  rapidly 
to  complete  or  almost  complete  functional  in- 
terruption of  the  spinal  cord.  The  syndrome 
may  be  considered  in  terms  of  three  components : 
pre-existing  infection,  pain  in  the  back  or  radic- 
ular pain,  and  alterations  in  function  of  the 
spinal  cord. 

A history  of  antecedent  infection  was  elicited 
from  21  of  the  patients  in  this  group.  In  five,  the 
epidural  infection  was  preceded  by  the  appear- 
ance of  furuncles  on  various  parts  of  the  body.  In 
five  others,  it  followed  an  acute  infection  of  the 
respiratory  tract.  Three  patients  had  peridontal 
abscesses  (associated  in  one  with  a furuncle  on  the 
side  of  the  neck  and  in  the  other  with  an  infection 
of  the  respiratory  tract).  In  the  remaining  cases, 
antecedent  infections  included  cystitis  (with 
catheterization),  pilonidal  sinus  (with  instrumen- 
tation), uterine  infection  subsequent  to  abortion, 
and  cellulitis  of  the  finger,  scalp,  and  back.  There 
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was  considerable  variability  in  the  interval  be- 
tween the  initial  infection  and  the  onset  of  symp- 
toms indicating  vertebral  or  epidural  infection. 
This  interval  was  one  week  or  less  in  six  cases, 
two  weeks  in  four  cases,  and  one  to  three  months 
in  six  cases.  In  the  remainder,  the  period  was 
even  longer. 

In  every  instance,  the  examiner’s  attention  was 
first  drawn  to  the  spine  by  the  complaint  of  pain. 
Twenty-two  patients  described  pain  in  the  back. 
In  six  of  these,  radicular  pain  appeared  almost 
simultaneously;  in  six  others,  it  followed  after  a 
period  which  ranged  from  a few  days  to  a few 
months.  Radicular  pain  alone,  as  the  first  symp- 
tom of  spinal  or  intraspinal  disease,  was  uncom- 
mon, occurring  in  only  three  of  the  25  patients. 
The  pain  in  the  back  was  severe  and  either  lan- 
cinating or  boring.  It  was  increased  by  coughing, 
straining,  or  motion.  Symptoms  referable  to 
the  spinal  cord  usually  followed  the  onset  of 
pain  in  a relatively  short  time.  This  interval  was 
one  week  or  less  in  nine  cases,  one  to  two  weeks  in 
four  cases,  and  two  to  three  weeks  in  four  cases. 
The  longest  interval  between  pain  and  spinal  cord 
symptoms  was  eleven  months;  the  shortest  was 
twelve  hours.  The  chronologic  order  in  which 
symptoms  referable  to  the  spinal  cord  became 
apparent  differed  widely  among  the  patients. 
The  most  common  initial  sympton  was  weakness 
of  the  extremities  below  the  level  of  the  lesion, 
but  disturbance  of  spinal  cord  function  was  also 
indicated  by  numbness  of  the  extremities,  and  by 
urinary  incontinence  and  retention.  Regardless 
of  the  order  in  which  they  appeared,  weakness, 
numbness,  and  urinary  retention  or  incontinence 
followed  each  other  in  rapid  succession.  In  eight 
cases,  the  progression  of  these  symptoms,  from 
onset  to  the  point  of  advanced  alteration  of  spinal 
cord  function  occurred  in  two  days  or  less.  On 
. several  occasions,  it  was  observed  that  the  pain  in 
the  back  diminished  or  ceased  with  the  establish- 
ment of  numbness. 

The  abnormal  physical  findings  were  of  two 
types:  local  signs  referable  to  the  spine  and 
neurologic  manifestations  of  spinal  cord  dysfunc- 
tion. Four  patients  had  redness  of 
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festations  varied  widely  among  the  different  pa- 
tients. Two  patients  had  only  hyperreflexia  of 
the  lower  extremities  and  bilateral  Babinski 
signs.  Eleven  patients  had  evidence  of  moder- 
ately advanced  spinal  cord  dysfunction,  indicated 
by  paresis  of  the  extremities,  tendon  hyperre- 
flexia,  Babinski  signs,  and  diminution  of  sensory 
perception  below  a definite  level.  In  seven  pa- 
tients, the  interruption  of  the  spinal  cord  was 
markedly  advanced.  Below  the  level  of  the 
lesion,  only  isolated  manifestations  of  spinal  cord 
function  were  preserved,  such  as  a tendon  reflex, 
slight  motion  of  the  toes,  or  a small  area  in  which 
sensation  was  perceived.  Five  patients  had  ap- 
parently complete  functional  interruption  of  the 
spinal  cord.  Below  the  level  of  the  lesion,  voli- 
tional movements  were  absent,  reflexes  could  not 
be  obtained,  and  sensory  perception  was  lost. 

The  diagnosis  was  usually  suspected  because  of 
the  severe  pain  in  the  back,  the  rapid  advance  of 
neurologic  disturbances,  and  the  history  of  pre- 
existing infection.  Auxiliary  procedures  were 
frequently  of  little  value.  Fever  and  leukocyto- 
sis were  absent  in  three  patients.  In  the  remain- 
der, the  significance  of  these  findings  was  ob- 
scured by  the  presence  of  associated  inflamma- 
tory processes.  Roentgenograms  of  the  spine 
were  obtained  in  16  cases,  but  this  examination 
demonstrated  osteomyelitis  in  only  three  of  these. 
Myelograms  were  obtained  in  seven  cases,  but  in 
only  five  did  this  examination  show  obstruction 
of  the  subarachnoid  space.  This  procedure  was 
not  utilized  more  frequently  because  the  location 
of  the  lesion  was  usually  indicated  with  accuracy 
by  tenderness  of  the  spine  and  by  the  level 
of  the  sensory  defect.  Furthermore,  once 
the  diagnosis  was  established  with  reasonable 
certainty,  laminectomy  was  performed  with  a 
minimum  of  delay.  The  Queckenstedt  test  was 
performed  in  18  cases,  and  in  15  a partial  or  com- 
plete occlusion  of  the  subarachnoid  space  was 
demonstrated.  The  protein  content  of  the  cere- 
brospinal fluid  was  normal  in  one  case  andelevated 
in  12  (ranging  from  52  to  1,180  mg.  per  100  cc.). 
The  cellular  content  of  the  cerebrospinal  fluid 
was  below  10  per  cu.  mm.  in  three  cases  and 
varied  from  10  to  1,350  per  cu.  mm.  in  nine. 
Culture  of  the  cerebrospinal  fluid  from  six  pa- 
tients yielded  no  growth  in  three,  pneumococcus 
in  one,  and  Staphylococcus  aureus  in  two. 

Six  patients  were  not  subjected  to  operation. 
Of  these,  three  were  moribund  at  the  time  they 
came  under  observation.  The  presence  of  an 
epidural  abscess  was  not  recognized  until  post- 
mortem examination  was  made  in  the  other  three 
(encountered  tail $>in  our  experience).  Of  the  10 
patients  upon  wjioifi*  lijptne^tomy  was  carried 
out,  six  recovere8^/oiui  worn  improved  and  am- 
bulatory, two  were  ilt]lp/o#qfl  iynt  remained  in- 


valid, two  were  unimproved,  and  five  died. 
Among  those  who  recovered,  it  was  possible  in 
each  instance  to  relate  the  satisfactory  result  to 
some  particular  feature  of  the  case.  Three  pa- 
tients had  granulomas  rather  than  abscesses,  and 
the  course  of  the  disease  was  slow.  In  the  fourth, 
an  abscess  was  drained  when  hyperreflexia  and 
Babinski  signs  were  the  only  evidence  of  spinal 
cord  involvement. . In  the  fifth,  operation  was 
performed  eighteen  hours  after  the  onset  of  neuro- 
logic symptoms.  In  the  sixth,  the  abscess  was 
drained  by  spinal  puncture  on  several  occasions 
before  operation.  Therefore,  it  would  seem  that 
a successful  result  is  associated  with  drainage  at 
an  early  stage  or  with  a process  that  advances 
slowly. 

Pathologic  changes  associated  with  epidural 
infection  were  found  in  the  extraspinal  muscles, 
the  vertebrae,  and  the  intradural  structures. 
Three  patients  had  paraspinal  abscesses  which 
seemed  to  communicate  with  the  epidural  space. 
Osteomyelitis  was  found  in  15  patients.  The 
gross  alterations  of  the  bone  varied  from  softness 
and  hyperemia  to  extensive  destruction  and 
sequestration.  The  abscess  in  the  bone  was  most 
often  found  in  the  vertebral  arch  (11  cases)  but 
also  occurred  in  the  body  (4  cases).  Frequently, 
as  the  laminae  were  removed  with  a rongeur,  a 
drop  of  pus  would  be  expressed  from  the  bone,  but 
the  exact  spot  from  which  it  came  was  difficult  to 
determine.  While  the  presence  of  bone  involve- 
ment was  sometimes  obvious,  its  demonstration 
at  other  times  required  careful  search,  even  at 
autopsy.  Osteomyelitic  areas  were  observed  at 
various  levels  from  the  fourth  cervical  to  the  third 
lumbar  vertebrae,  with  a preponderance  in  the 
midthoracic  region.  On  six  occasions,  there  was 
an  infection  of  two  or  more  adjacent  vertebrae. 

The  inflammatory  processes  in  the  epidural 
space  assumed  three  forms:  presuppurative,  sup- 
purative, and  granulomatous.  In  the  patient 
operated  upon  eighteen  hours  after  the  onset  of 
neurologic  symptoms,  there  was  exposed  an  epi- 
dural mass  of  swollen,  reddish,  friable  fat  that  was 
considered  an  inflammatory  lesion  that  had  not 
yet  become  suppurative.  Granulomas  which 
varied  in  length  from  one  to  eight  vertebral  seg- 
ments were  found  in  six  patients.  Tlfese  were 
masses  of  granulation  tissue  which  lay  on  the  dor- 
sal aspect  of  the  dura  mater  and  sometimes  re- 
sembled an  epidural  neoplasm.  They  were  flat 
or  semicylindric,  with  localized  enlargements  that 
tapered  toward  each  end  and  merged  with  the  epi- 
dural fat.  It  was  occasionally  impossible  to  de- 
tect a line  of  demarcation  between  the  granuloma 
and  the  dura  mater,  and  the  lesion  sometimes  ap- 
peared to  be  a gross  thickening  of  the  dura  mater 
rather  than  a granuloma  superimposed  upon  it. 
Although  the  granulomas  were  not  associated 
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with  free  pus,  histologic  examination  often 
showed  small  abscesses  within  their  substance. 

In  18  patients,  there  was  found  free  pus.  The 
smaller  abscesses  lay  in  little  pockets  within  the 
epidural  fat,  the  surrounding  fat  being  brownish, 
edematous,  and  granular.  In  most  instances,  the 
pus  extended  along  one  to  three  vertebral  seg- 
ments. In  contrast  to  the  small  collections  of  pus 
were  the  large  abscesses  exposed  in  two  patients. 
The  purulent  material  extended  for  a distance  of 
16  vertebral  segments  in  one  and  19  in  the  other 
and  seemed  to  be  unencapsulated.  Under  such 
conditions,  it  is  apparent  that  an  unsuspecting 
examiner  could  introduce  infection  into  the  sub- 
arachnoid space  by  performing  lumbar  puncture. 
It  is  our  present  belief,  once  the  diagnosis  of  epi- 
dural abscess  is  seriously  entertained,  that  the 
information  obtained  by  lumbar  puncture  hardly 
warrants  the  risk  which  attends  the  procedure. 
Pus  was  found  at  various  levels  from  the  fourth 
cervical  to  the  fifth  lumbar  vertebrae.  It  has 
been  stated  that  an  epidural  space  exists  only  on 
the  dorsal  and  dorsolateral  aspects  of  the  dura 
mater  and  that  epidural  abscesses  are  limited  to 
this  region.2  However,  we  encountered  two  pa- 
tients with  collections  of  pus  anterior  to  the  dura 
mater.  In  each,  the  abscess  was  associated  with 
osteomyelitis  of  the  body  of  the  vertebra,  and 
autopsy  permitted  verification  of  the  fact  that  the 
pus  lay  between  the  posterior  longitudinal  liga- 
ment and  the  dura  mater.3*  Furthermore,  Di 
Stasio  has  reported  the  case  of  a patient  with  an 
abscess  lying  in  the  anterolateral  part  of  the  epi- 
dural space.4 

Cultures  were  obtained  from  the  epidural  le- 
sions of  19  patients.  The  responsible  organism 
was  Staphylococcus  aureus  in  sixteen,  while  a 
pneumococcus,  a gram-positive  coccus,  and  a 
gram-negative  diplococcus,  respectively,  were  ob- 
tained from  the  other  three. 

The  dura  mater  in  the  region  of  epidural  infec- 
tion showed  thickening  and  infiltration  by  leuko- 
cytes. Neutrophils  and  lymphocytes  were  found 
in  the  subdural  and  subarachnoid  spaces,  with 
organization  occurring  in  areas  where  the  exudate 
was  dense.  To  a much  lesser  extent  there  was 
cellular  infiltration  of  the  pia  mater.  Small  blood 
vessels  in  the  subarachnoid  space  and  on  the  sur- 
face of  the  spinal  cord  showed  varying  degrees  of 
thrombosis,  organization,  and  recanalization. 
Within  the  spinal  cord,  there  were  observed 
vacuolization  of  the  white  matter,  destruction  of 
myelin,  gliosis,  and  degenerative  changes  of  the 
neurones.  Similar  alterations  have  been  des- 
cribed by  Hassin  and  Weilbaecher.8,6  We  were 
unable  to  demonstrate  any  examples  of  suppura- 
tive myelitis,  although  Weil  states  that  such  may 
occur  in  association  with  vertebral  osteomyelitis.7 

* Fin.  0,  page  11. 


Nine  patients  were  examined  postmortem. 
The  common  findings  were  decubitus  ulcers  and 
infections  of  the  urinary  tract,  with  septic  infarcts 
in  the  lungs,  kidneys,  and  spleen.  Purulent 
meningitis  was  disclosed  in  five  cases. 

Of  the  19  patients  on  whom  laminectomy  was 
performed,  11  received  penicillin  and/or  sulfona- 
mides and  eight  did  not.  The  over-all  results  in 
the  two  groups  were  not  significantly  different. 
The  comparison,  however,  does  not  afford  a fair 
evaluation  of  the  effect  of  these  therapeutic 
agents,  since  in  most  instances  their  administra- 
tion was  begun  after  alterations  in  spinal  cord 
function  were  well  established. 

We  have  had  additional  experience  with  two 
patients  (not  included  in  the  series)  that  indicates 
more  clearly  the  probable  beneficial  effect  of  sul- 
fonamides and  antibiotics  when  administered 
early  in  the  course  of  the  disease.  One  patient, 
subsequent  to  an  infection  of  the  respiratory 
tract,  developed  severe,  boring  pain  in  the  inter- 
scapular region.  This  was  accompanied  by  fever 
and  leukocytosis.  On  the  next  day,  there  ap- 
peared pain  along  the  left  costal  margin.  Neuro- 
logic examination  revealed  absence  of  the  left  ab- 
dominal reflexes  and  the  presence  of  Babinski 
signs  bilaterally.  The  Queckenstedt  test  demon- 
strated a patent  subarachnoid  space.  Intensive 
treatment  with  penicillin  and  sulfonamides  was 
followed  by  recovery  in  ten  days. 

The  second  patient,  subsequent  to  an  acute 
thrombophlebitis  of  a lower  extremity,  associated 
with  meningitis,  developed  sudden  stabbing  pain 
in  the  back.  Examination  disclosed  only  tender- 
ness of  the  fourth  lumbar  spinous  process.  Serial 
roentgenograms  revealed  a constant  defect  in  the 
left  lamina  of  the  fourth  lumbar  vertebra.  In- 
tensive treatment  with  penicillin  was  instituted. 
The  spontaneous  pain  disappeared  in  a few  days, 
but  the  patient  continued  to  have  pain  when  at- 
tempts were  made  to  change  the  position  of  the 
back,  and  coughing  or  laughing  produced  radiating 
pains  in  the  posterolateral  aspects  of  the  thighs. 
After  five  weeks  of  treatment,  the  patient’s  con- 
dition was  considerably  improved,  and  roent- 
genograms showed  only  a small  residuum  of  the 
lesion  originally  observed  in  the  lamina.  In  both 
of  these  cases,  it  was  believed  that  osteomyelitis 
of  the  vertebra  had  been  successfully  treated  with 
sulfonamides  and  penicillin  before  significant 
changes  in  the  nervous  system  had  become 
established. 

Kaplan  and  Read  have  reported  a comparable 
case.8  This  concerned  a patient  who  developed 
osteomyelitis  of  a cervical  vertebra  subsequent  to 
furunculosis.  Neurologic  examination  disclosed 
only  atrophy  and  paresis  of  the  supra-  and  infra- 
spinatus muscles  bilaterally.  The  patient  was 
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treated  with  penicillin  and  made  an  uneventful 
recovery  in  thirty-eight  days. 

Discussion 

Several  features  of  this  disease  contribute  to  a 
concept  of  its  pathogenesis.  The  initial  sympton 
was  usually  pain  in  the  back,  and  this  pain  was 
persistent,  boring,  and  considerably  more  severe 
than  that  which  accompanies  spinal  cord  tumor. 
It  resembled  the  pain  that  is  characteristic  of 
bone  infections  elsewhere  in  the  body.  Further- 
more, in  every  case  the  pain  preceded  the  neuro- 
logic symptoms  by  days  or  months.  Conse- 
quently, we  believe  that  epidural  infection  is 
usually  preceded  by  osteomyelitis  of  the  verte- 
brae. This  assumption  is  supported  by  the  fact 
that  epidural  abscesses  extending  over  many  ver- 
tebral segments  are  frequently  accompanied  by 
osteomyelitis  of  only  one  vertebra.  It  seems 
more  reasonable  to  us  to  assume  that  the  osteo- 
myelitis preceded  the  abscess  rather  than  to  as- 
sume that  an  extensive  abscess  produced  secon- 
dary infection  of  only  one  of  the  many  adjacent 
vertebrae.  The  production  of  changes  in  the  spi- 
nal cord  by  epidural  infection  is  probably  due  to 
several  causes.  In  view  of  the  large  size  of  some 
of  the  inflammatory  processes  in  the  epidural 
space,  compression  of  the  spinal  cord  must  be 
considered  as  one  factor.  However,  the  presence 
of  a patent  subarachnoid  space  in  some  patients 
and  the  relative  infrequency  with  which  distor- 
tion of  the  spinal  cord  can  be  demonstrated  at 
autopsy  suggest  that  compression  is  not  the  only 
factor.  Thrombosis  of  blood  vessels  in  the  sub- 
arachnoid space  and  on  the  surface  of  the  spinal 
cord  has  been  demonstrated  to  a degree  that 
makes  this  pathologic  process  worthy  of  some 
consideration.  Finally,  as  suggested  by  Hassin, 
some  significance  must  be  attached  to  the  stasis 
of  tissue  fluids  in  the  spinal  cord  secondary  to 
compression  of  the  perineural  spaces  about  the 
spinal  roots.5 


Experience  has  amply  demonstrated  that  the 
results  of  surgical  drainage  of  an  epidural  abscess 
after  the  spinal  cord  is  affected  leave  much  to  be 
desired.  On  the  basis  of  our  experience,  we  be- 
lieve that  osteomyelitis  of  the  vertebra  can  fre- 
quently be  recognized  in  an  early  stage  and 
that  the  prompt  and  adequate  use  of  sulfona- 
mides and  penicillin  may  prevent  the  establish- 
ment of  an  extensive  epidural  infection.  Further- 
more, we  believe  that  the  syndrome  is  so  charac- 
teristic that  its  recognition  depends  only  upon 
acquaintance  with  the  symptomatology. 

Conclusions 

1.  Pyogenic  infection  in  the  spinal  epidural 
space  produces  a syndrome  that  should  be  readily 
recognizable  clinically. 

2.  The  pathologic  findings  strongly  suggest 
that  vertebral  osteomyelitis  precedes  the  estab- 
lishment of  infection  in  the  tissues  of  the  spinal 
epidural  space. 

3.  Clinical  experience  indicates  that  the  use  of 
penicillin  and  sulfonamides  during  the  early  stage 
of  what  is  considered  to  be  osteomyelitis  of  the 
vertebrae  may  inhibit  extension  into  the  epidural 
space. 

4.  Evidence  of  implication  of  the  spinal  cord 
makes  immediate  drainage  by  laminectomy  im- 
perative. 

References 

1.  Browder,  J.,  and  Meyers,  R.:  Surgery  10:  296  (Aug.) 
1941. 

2.  Dandy,  W. : Arch.  Surg.  13:477  (Oct.)  1926. 

3.  Browder,  J.,  and  Meyers,  R.:  Am.  J.  Surg.  37:  4 
(July)  1937. 

4.  Di  Stasio,  F. : Bull.  School  Med.  Univ.  Maryland 
29:85  (Oct.)  1942. 

5.  Hassin,  G.  B.:  Histopathology  of  the  Peripheral  and 
Central  Nervous  Systems,  2nd  ed.,  New  York,  Paul  B.  Hoe- 
ber,  1940,  p.  192. 

6.  Weilbaecher,  J.  O. : New  Orleans  M.  & S.  J.  92:  208 
(Oct.)  1939. 

7.  Weil,  A.:  Textbook  of  Neuropathology,  2nd  ed., 
New  York,  Grune  & Stratton,  1945,  p.  i30. 

8.  Kapran,  L.  J.,  and  Read,  H.  S. : J.  M.  Soc.  New 
Jersey  44:  54  (Feb.)  1947. 


THE  SANATORIUM  AND  LIFE 

1 t is  shortsighted  to  spend  a great  deal  of  time  and 
money  in  developing  an  excellent  medical  program 
for  the  treatment  of  tuberculous  patients  without  at 
the  same  time  providing  some  form  of  supervised 
activity  for  patients  with  a favorable  prognosis  to 
enable  them  to  bridge  the  gap  between  the  sheltered 
life  in  a sanatorium  and  the  life  of  the  workaday 
world. — American  Ririrw  of  Tuberculosis,  January, 
UJ/,7 


NEW  CHOLERA  DRUO  DEVELOPED 

A new  drug  effective  against  cholera  has  been  de- 
veloped in  the  laboratories  of  Columbia  University’s 
College  of  Physicians  and  Surgeons.  Known  as 
phthalylsulfacctimide,  the  drug  was  used  on  more 
than  500  patients  in  Egypt  during  a recent  epi- 
demic. Mortality  among  43  patients  treated  was 
only  2 per  cent,  as  against  49.2  per  cent  among 
20,781  untreated.  Experimental  work  was  done  by 
Doctors  Harry  Seneca  and  Edward  Henderson. 


PRACTICAL  ASPECTS  OF  CEREBRAL  VASCULAR  ACCIDENTS 

H.  Houston  Merritt,  M.D.,  New  York  City 
( From  the  Montefiore  Hospital) 


CEREBRAL  vascular  lesions  are  the  most 
common  causes  of  generalized  or  focal 
disturbances  of  the  brain.  Vhe  patient  with  a 
cerebral  vascular  lesion  is  usually  not  seen  by  the 
physician  until  there  has  been  a sudden  and 
dramatic  onset  of  neurologic  symptoms.  The 
physician  is  called  to  see  a patient  with  a clinical 
picture  which  is  commonly  described  by  the 
term,  “stroke”  or  “shock.”  Although  there  are 
differences  in  the  mode  of  onset,  the  sympto- 
matology, and  clinical  course  in  the  various  types 
of  cerebral  vascular  lesions,  the  general  picture 
may  be  quite  similar,  and  it  is  often  difficult  to 
determine  the  nature  of  the  lesion  in  any  in- 
dividual case  from  the  clinical  data.  The  pur- 
pose of  this  article  is  to  consider  the  common 
types  of  cerebral  vascular  lesions  with  particular 
regard  to  differential  diagnosis  and  treatment. 
The  rare  forms  of  cerebral  vascular  lesions  as- 
sociated with  periarteritis  nodosa,  lupus  ery- 
thematosus, the  blood  dyscrasias,  the  encephali- 
tides,  and  toxic  states  will  not  be  discussed.  The 
common  types  of  cerebral  vascular  lesions  are 
cerebral  thrombosis,  intracerebral  hemorrhage, 
primary  subarachnoid  hemorrhage,  and  cerebral 
embolism. 

It  is  difficult  to  obtain  accurate  information 
regarding  the  relative  frequency  of  the  various 
types  of  cerebral  vascular  lesions.  Autopsy 
statistics  are  invalid  because  of  differences  in  the 
mortality  rate,  whereas  figures  based  on  clinical 
diagnosis  are  unreliable  due  to  the  difficulties  in 
establishing  an  accurate  diagnosis.  In  a recent 
study  (Table  1)  cerebral  hemorrhage  constituted 
almost  50  per  cent  of  245  autopsy-controlled 
cases,  whereas  they  represented  only  21  per  cent 
of  the  604  cases  in  which  the  diagnosis  was  based 
on  the  clinical  findings.1  Cerebral  thrombosis 
was  found  in  43  per  cent  of  the  necropsy-con- 
' trolled  cases  and  wras  estimated  to  constitute 
66  per  cent  of  the  cases  diagnosed  on  basis  of  the 
clinical  findings.  The  diagnosis  of  cerebral 
I embolism  was  made  in  5 per  cent  and  primary 
I subarachnoid  hemorrhage  in  8 per  cent  of  the 
604  clinically  controlled  cases. 

Although  all  types  of  cerebral  vascular  lesions 
may  occur  at  any  age  (Table  2),  intracerebral 
hemorrhage  and  cerebral  thrombosis  are  un- 
common before  the  age  of  forty.  The  peak 
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incidence  of  cerebral  thrombosis  is  in  the  sixth 
to  eighth  decades  as  compared  with  the  fifth  to 
eighth  decades  for  cerebral  hemorrhage.  The 
incidence  of  cerebral  embolism  and  primary  sub- 
arachnoid hemorrhage  is  more  evenly  spread 
over  the  various  decades  with  the  greatest  in- 
cidence in  the  fifth  to  seventh  decades. 2 

Symptoms 

Premonitory  Symptoms. — Premonitory  symp- 
toms of  an  impending  cerebral  vascular  accident 
are  infrequent.  When  they  occur,  they  may  be 
nonspecific  or  focal  in  nature.  Nonspecific 
symptoms  include  headache,  dizziness,  drowsi- 
ness, and  mental  confusion.  One  or  more  of 
these  symptoms  is  not  infrequent  in  patients 
with  cerebral  vascular  disease,  and  their  oc- 
currence does  not  necessarily  presage  an  im- 
pending “stroke.” 

Focal  premonitory  symptoms  are  uncommon 
and,  when  present,  usually  presage  the  onset  of  a 
thrombosis  rather  than  a hemorrhage.  A tran- 
sient loss  of  speech,  hemiplegia,  or  paresthesias 
in  one  half  of  the  body  may  precede  the  onset  of  a 
severe  paralysis  by  a few  hours  or  days.  These 
fleeting  s}miptoms  have  been  explained  on  basis 


TABLE  1. — The  Incidence  of  the  Various  Forms  of 
Cerebral  Vascular  Lesions 


Necropsy 

Clinically 

Controlled 

Controlled 

— Cases — s 

-Cases 

1* ' 

Num- 

Per 

Num- 

Per 

ber 

Cent 

ber 

cent 

Cerebral  hemorrhage 

116 

47 

127 

21 

Cerebral  thrombosis 

106 

43 

398 

66 

Cerebral  embolus 

23 

10 

32 

5 

Primary  subarachnoid 

hemorrhage 

47 

8 

245 

100 

604 

100 

* Diagnosis  made  oil  basis  of  clinical  data  alone. 


TABLE  2. — The  Aof.  Incidence  (in  Percentages)  of 
Cerebral  Vascular  Lesions  in  Autopsy  Proved  Casks 


Age  in  Years 

Intra- 

cere- 

bral 

Hemor- 

rhage1 
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bosis1 

Embo- 

lism1 

Primary 

Sub- 

arach- 
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rhage2 

Less  than  20 

i 

0 

9 

11 

20  to  29 

0 

0 

9 

17 

30  to  39 

3 

1 

14 

19 

40  to  49 

21 

7 

14 

20 

50  to  59 

27 

24 

27 

18 

60  to  69 

26 

36 

22 

10 

70  to  79 

20 

25 

0 

4 

Over  80 

2 

7 

5 

1 

Total 

100 

100 

100 

100 
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of  spasm  of  the  vessel.  They  could,  however, 
be  due  to  thrombosis  of  small  terminal  twigs  of 
the  parent  trunk.  Paralysis  of  one  of  the  cranial 
nerves  as  the  result  of  compression  by  an  an- 
eurysm may  be  present  for  several  weeks  or 
months  before  rupture  of  the  aneurysmal  sac. 

Symptoms  at  Onset  of  11  Stroke”. — In  the  vast 
majority  of  the  cases  the  symptoms  of  a cerebral 
vascular  accident  are  of  sudden  onset  and  reach 
the  maximum  intensity  within  a few  minutes  or  a 
few  hours  at  the  most.  These  symptoms  may 
again  be  divided  into  two  groups,  focal  and  gener- 
alized. The  focal  neurologic  symptoms,  such  as 
paralyses,  sensory  loss,  and  speech  defects,  are 
related  to  the  site  of  the  hemorrhage  or  infarct. 
These  will  not  be  discussed  in  detail  since  they 
are  of  only  secondary  importance  in  regard  to  the 
differential  diagnosis. 

The  generalized  symptoms  include  headache, 
vomiting,  convulsions,  and  coma.  These  symp- 
toms may  occur  in  any  type  of  cerebral  vascular 
accident,  but  they  are  more  common  in  patients 
with  an  intracerebral  or  subarachnoid  hemorrhage. 

Coma,  the  most  dramatic  initial  symptom  of 
cerebral  vascular  accident,  occurs  at  the  onset  in 
51  per  cent  of  the  patients  with  a cerebral  hemor- 
rhage, in  33  per  cent  of  cerebral  thromboses,  in 
25  per  cent  of  the  patients  with  a cerebral  em- 
bolus, and  in  30  per  cent  of  the  patients  with  a 
primary  subarachnoid  hemorrhage. 

Convulsions,  usually  generalized  but  occasion- 
ally jacksonian  in  character,  occur  at  the  onset 
or  within  a few  hours  in  15  per  cent  of  the  patients 
with  cerebral  hemorrhage,  in  7 per  cent  of  cerebral 
thrombosis,  in  9 per  cent  of  the  patients  with  a 
cerebral  embolism  and  in  15  per  cent  of  sub- 
arachnoid hemorrhage. 

Vomiting  is  present  at  the  onset  in  about  50 
per  cent  of  the  noncomatose  patients  with  a 
cerebral  or  subarachnoid  hemorrhage,  in  25 
per  cent  of  the  cerebral  emboli,  and  in  only  16 
per  cent  of  cerebral  thromboses. 

Headache  as  an  initial  symptom  occurs  in 
approximately  63  per  cent  of  the  noncomatose 
patients  with  a cerebral  hemorrhage,  25  per  cent 
of  cerebral  emboli,  in  6 per  cent  of  the  cerebral 
thromboses,  and  in  almost  100  per  cent  of  the 
patients  with  a primary  subarachnoid  hemor- 
rhage. 

Signs 

If  the  hemorrhage  is  a small  one  or  if  a minor 
vessel  is  occluded  by  a thrombus  or  embolus, 
there  may  be  no  change  in  the  vital  signs.  With 
a large  hemorrhage  or  occlusion  of  a major  vessel, 
the  temperature  is  elevated,  the  pulse  rate  is 
increased,  and  the  rate  and  depth  of  the  respira- 
tions are  altered.  Failure  of  the  vasomotor 
and  heat-regulating  centers  is  a constant  finding 


in  patients  with  any  type  of  fatal  cerebral  vas- 
cular accident.  There  is  a uniform  rise  of  tem- 
perature, pulse  rate,  and  respiratory  rate  several 
hours  or  days  before  death  occurs. 

Since  arteriosclerosis  and  hypertension  are 
the  most  frequent  causes  of  both  intracerebral 
hemorrhage  and  thrombosis,  evidence  of  sclerosis 
of  the  peripheral  and  retinal  vessels,  abnormalities 
in  the  heart,  and  changes  in  the  blood  pressure 
are  common  findings.  Clinical  signs  of  cardiac 
enlargement  or  auricular  fibrillation  are  present 
in  over  90  per  cent  of  the  patients  with  a cerebral 
embolus.  Cardiac  enlargement  is  present  in 
approximately  two  thirds  of  the  patients  with  a 
cerebral  hemorrhage  or  thrombosis,  but  auric- 
ular fibrillation  is  relatively  rare.  Arterio- 
sclerosis and  hypertension  are  common  findings 
in  the  patients  with  a primary  subarachnoid 
hemorrhage  after  the  age  of  forty. 

The  blood  pressure  is  within  normal  limits  in 
the  majority  of  patients  with  a cerebral  embolus, 
but  it  is  usually  elevated  in  patients  with  a cere- 
bral hemorrhage,  subarachnoid  hemorrhage,  or 
thrombosis.  However,  these  lesions  may  occur 
in  a patient  with  a normal  blood  pressure  (Table 
3). 

Pupillary  findings  in  cases  of  cerebral  vascular 
lesions  are  quite  variable,  depending  on  the 
time  the  examination  is  made  and  the  presence 
of  other  complicating  factors,  such  as  syphilis 
and  changes  in  the  pupillary  reactions  associated 
with  old  age.  Inequalities  in  the  size  of  the  pupil 
are  common,  and  the  larger  pupil  is  usually  on 
the  side  opposite  to  the  cerebral  lesion.  The 
reaction  of  the  pupils  to  light  is  lost  or  greatly 
impaired  in  over  25  per  cent  of  the  patients  with  a 
cerebral  hemorrhage  and  in  less  than  10  per  cent 
of  the  cerebral  thromboses.  Conjugate  devia- 
tion of  eyes  alone  or  the  head  and  eyes  together  is 
frequently  present  in  the  patients  with  evidence 
of  a severe  cerebral  lesion.  It  is  more  common 
following  an  intracerebral  hemorrhage  than  after 
other  types  of  lesions.  The  deviation  is  almost 
always  toward  the  side  of  the  lesion  and  is  as- 
sociated with  impairment  of  the  movements  of 

TABLE  3. — The  Systolic  Bi.oou  Pressure  in  Autopsy 
Proved  Cases  of  Cerebral  Vascular  Lesions  (in  Per- 
centages) 
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the  head  and  eyes  to  the  opposite  direction.  The 
deviation  of  the  head  and  eyes  tends  to  disappear 
with  improvement  in  the  general  condition  of  the 
patient. 

Stiffness  of  the  neck  is  an  almost  constant 
finding  in  patients  with  an  intracerebral  or 
primary  subarachnoid  hemorrhage  and  is  related 
to  the  presence  of  blood  in  the  cerebrospinal 
fluid.  It  is  rarely  present  in  patients  with  a 
cerebral  thrombosis  or  embolus. 

Mental  symptoms  and  signs — confusion,  dis- 
orientation , and  impairment  of  memory — are 
frequently  present  in  the  period  immediately 
following  a cerebral  vascular  accident.  These 
are  related  in  part  to  the  generalized  focal  dis- 
turbance of  cerebral  function  associated  with  the 
vascular  lesion  and  in  part  to  cerebral  arterio- 
sclerosis. 

The  presence  of  signs  of  focal  brain  damage, 
hemiplegia,  aphasia,  hemianopia,  and  the  like, 
is  related  to  the  site  of  the  lesion.  Changes  in 
the  tendon  reflexes  and  the  plantar  responses 
can  usually  be  explained  on  the  basis  of  the  focal 
lesion.  All  of  the  tendon  reflexes  may  be  lost 
when  the  patient  is  in  the  comatose  state  im- 
mediately following  the  onset  of  the  vascular 
lesion,  but  it  is  more  common  for  the  reflexes  to 
be  hyperactive  on  the  side  opposite  to  the  focal 
cerebral  lesion.  The  plantar  response  is  extensor 
(Babinski’s  sign)  in  type  in  25  per  cent  of  the 
patients  with  blood  in  the  cerebrospinal  fluid  and 
in  approximately  15  per  cent  of  the  patients  with 
a cerebral  thrombosis  or  embolus  in  the  period 
immediately  after  the  onset  of  the  lesion. 

Laboratory  Data 

Albumin  and  casts  are  found  in  the  urine  in  a 
high  percentage  of  the  patients,  regardless  of  the 
type  of  the  vascular  lesion.  This  is  usually  due 
to  associated  renal  disease  and  may  be  accom- 
panied by  an  elevation  of  the  serum  nonprotein 
nitrogen  content.  Transient  hyperglycemia  and 
glycosuria  in  the  absence  of  diabetes  mellitus  is 
not  infrequent.  It  is  probably  due  to  a tempo- 
rary disturbance  in  the  sugar  metabolism  as  a re- 
sult of  the  cerebral  injury.  It  cannot  be  cor- 
related with  the  site  of  the  lesion,  but  it  is  noted 
more  frequently  in  patients  with  a hemorrhage 
than  in  those  with  thrombosis  or  embolism.  A 
leukocytosis  of  12,000  or  over  is  present  in  over  50 
per  cent  of  the  patients  with  a cerebral  or  sub- 
arachnoid hemorrhage  and  in  approximately  10 
per  cent  of  the  patients  with  a cerebral  thrombo- 
sis. A white  blood  count  greater  than  20,000  is 
diagnostic  of  a hemorrhage  unless  there  is  a con- 
comitant infection. 

The  cerebrospinal  fluid  pressure  is  usually  nor- 
mal in  patients  with  a cerebral  embolus  or  throm- 
bosis. Pressures  between  200  and  300  mm.  are 


present  in  a small  percentage  of  the  cases,  but 
readings  greater  than  300  are  rarely  seen.  In 
contrast,  the  pressure  is  greater  than  200  mm.  in 
the  majority  of  the  patients  with  an  intracerebral 
or  primary  subarachnoid  hemorrhage. 

The  cerebrospinal  fluid  is  bloody  in  all  of  the 
patients  with  a primary  subarachnoid  hemor- 
rhage, in  75  per  cent  of  the  cases  of  cerebral 
hemorrhage,  and  in  15  per  cent  of  the  cases  with 
cerebral  embolism.  It  is  clear  in  cerebral  throm- 
bosis, although  there  may  be  a slight  xantho- 
chromic tinge  with  a few  red  blood  cells  on  micro- 
scopic examination. 

The  Wassermann  or  other  specific  tests  for 
syphilis  are  negative  in  the  clear  cerebrospinal 
fluids  unless  syphilis  of  the  central  nervous  system 
is  present.  The  presence  of  a positive  reaction 
in  a bloody  fluid  cannot  be  accepted  as  evidence 
of  syphilis  of  the  nervous  system,  since  it  may  be 
flue  to  the  presence  of  syphilitic  reagin  in  the 
blood  serum  present  in  the  fluid.  The  test 
should  be  repeated  after  an  interval  sufficient  for 
the  cerebrospinal  fluid  to  become  clear  has 
elapsed. 

Clinical  Course 

The  course  of  patients  with  cerebral  vascular 
lesions  depends  on  the  type  and  extent  of  the 
lesion  and  the  presence  or  absence  of  other  com- 
plicating factors.  The  prognosis  for  life  is  grave 
if  there  has  been  a hemorrhage  of  any  appreciable 
size  or  if  a major  vessel  is  occluded  by  a thrombus 
or  embolus.  When  a small  vessel  is  the  site  of  a 
thrombus  or  an  embolus,  the  patient  is  usually 
able  to  survive  the  insult  unless  the  complicating 
factors  are  serious  enough  to  cause  death. 

In  the  fatal  cases  the  duration  of  life  after  the 
onset  varies  from  a few  hours  to  two  months. 
Cerebral  vascular  accidents,  except  as  noted  be- 
low, are  not  a cause  of  sudden  death  (within 
minutes).  Death  may  occur  within  a few  minutes 
when  a large  aneurysm  ruptures  into  the  sub- 
arachnoid space,  and  death  within  twelve  hours  is 
most  common  in  this  type  of  cerebral  vascular 
accident  (Table  4).  Death  occurs  within  three 
to  twelve  hours  in  a few  cases  of  cerebral  hemor- 
rhage, but  as  a rule  it  is  delayed  for  a period  vary- 
ing from  one  to  fourteen  days.  Occasionally,  a 
patient  with  a cerebral  hemorrhage  may  live 
several  months  and  die  as  a result  of  the  hemor- 
rhage. Death  within  twenty-four  hours  is  rare 
in  patients  with  a cerebral  thrombosis  or  embolus. 
Death  in  these  cases  most  commonly  occurs  sev- 
eral days  to  several  weeks  after  the  onset,  but  it 
may  occur  several  months  later  as  the  result  of 
complications. 

The  vascular  accident  is  the  chief  or  sole  cause 
of  death  in  the  various  types  of  cerebral  vascular 
accidents  as  follows:  intracerebral  hemorrhage 
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TABLE  4.— Length  of  Survival  in  243  Cases  of  Fatal 
Cerebral  Vascular  Lesions  (in  Percentages) 
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Life 

(115 

(89 

(21 
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After  Onset 
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Cases) 
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Less  than  12 
hours 

4 

0 

0 

22 

12  to  24  hours 

3 

1 

0 

11 

1 to  4 days 

41 

30 

38 

28 

5 to  14  days 

39 

39 

38 

11 

2 weeks  to  2 
months 

12 

23 

19 

22 

2 months  to  6 
months 

1 

7 

5 

6 

— 

— 

— 

— 

100 

100 

100 

100 

40  per  cent,  primary  subarachnoid  hemorrhage 
(first  attack)  35  per  cent,  cerebral  thrombosis  25 
per  cent,  and  cerebral  embolus  30  per  cent.  The 
common  contributory  causes  of  death  in  patients 
with  an  intracerebral  hemorrhage,  primary  sub- 
arachnoid hemorrhage,  or  cerebral  thrombosis  are 
bronchopneumonia,  cardiac  failure,  uremia,  lobar 
pneumonia,  diabetes  mellitus,  and  pulmonary 
infarct.  Additional  contributory  causes  of  death 
in  patients  with  cerebral  embolus  include  vege- 
tative endocarditis  and  embolic  phenomena  in 
other  parts  of  the  body. 

As  a rule,  the  general  symptoms  are  also  m*ost 
intense  immediately  after  the  onset,  but  occasion- 
ally in  the  fatal  cases  there  may  be  an  increase 
in  the  depth  of  coma  or  a lapse  into  coma  several 
hours  after  the  onset. 

The  focal  neurologic  symptoms  are  most  severe 
immediately  following  the  onset  of  the  cerebral 
vascular  accident.  There  are  a few  exceptions 
to  this  rule.  In  a small  percentage  of  the  cases 
of  cerebral  hemorrhage  there  may  be  an  increase 
in  the  severity  or  extent  of  focal  neurologic  symp- 
toms over  a matter  of  a few  hours.  This  progress 
in  neurologic  signs  can  be  explained  by  an  increase 
in  the  size  of  the  hemorrhage.  Progression  of 
focal  neurologic  signs  is  rare  in  patients  with  a 
cerebral  thrombosis  or  embolism.  Progression 
in  such  cases  can  be  explained  by  an  independent 
involvement  of  other  vessels  or  by  the  propaga- 
tion of  the  thrombus  to  the  point  of  origin  of 
another  branch  of  the  thrombosed  vessel. 

The  prognosis  for  return  of  function  of  para- 
lyzed members  cannot  be  predicted  with  any  de- 
gree of  certainty  in  the  first  few  days  or  weeks. 
In  the  nonfatal  cases  there  is  usually  some  im- 
provement in  the  focal  neurologic  signs.  In  some 
cases  this  improvement  may  be  very  dramatic 
with  complete  resolution  of  all  signs  within  a few 
hours  or  a few  days.  The  hypothesis  of  a cerebral 
vascular  spasm  is  used  by  some  authors  to  explain 
the  fleeting  nature  of  the  symptoms  in  such  cases. 
More  commonly,  the  improvement  of  symptoms 
takes  place  slowly,  with  improvement  for  a mat- 
ter of  several  months.  Usually,  the  patient  is 


left  with  some  permanent  residual  symptom, 
such  as  stiffness  and  difficulty  in  the  use  of  the 
leg  in  walking,  awkwardness  in  the  use  of  the 
hand,  or  some  degree  of  speech  defect.  In  the 
occasional  case  there  will  be  no  improvement  for 
several  weeks  but  a gradual  and  appreciable  im- 
provement in  the  following  months.  For  this 
reason,  treatment  of  the  neurologic  defect  should 
not  be  given  up  as  hopeless  until  at  least  six 
months  have  elapsed. 

Differential  Diagnosis 

The  differential  diagnosis  in  patients  suspected 
of  having  a cerebral  vascular  accident  is  twofold. 
First,  they  must  be  differentiated  from  other 
lesions  of  the  nervous  system;  second,  an  at- 
tempt should  be  made  to  determine  which  form 
of  cerebral  vascular  accident  is  present. 

The  differential  diagnosis  from  other  lesions 
of  the  nervous  system  is  usually  not  difficult 
when  the  complete  history  of  the  patient’s  illness 
is  known,  but  it  is  often  extremely  difficult  when 
the  patient  is  found  in  a comatose  state  and  there 
is  no  adequate  history  in  regard  to  the  onset  of 
the  coma.  In  such  cases  a careful  examination 
of  the  patient  and  the  judicious  use  of  certain 
laboratory  tests  are  necessary.  The  laboratory 
procedures  of  greatest  value  are  the  examination 
of  the  urine,  the  determination  of  the  nonprotein 
nitrogen  and  sugar  content  of  the  blood,  and  ex- 
amination of  the  cerebrospinal  fluid. 

The  patient’s  head  should  be  examined  care- 
fully for  evidence  of  external  injury,  and  the  size 
and  reactions  of  the  pupils  and  the  odor  of  the 
breath  should  be  noted.  The  optic  disks  should 
be  examined.  The  character  of  the  respirations, 
the  temperature,  pulse  rate,  and  blood  pressure 
are  important.  The  presence  or  absence  of  stiff- 
ness of  the  neck  should  be  noted. 

It  is  of  paramount  importance  to  determine 
whether  a hemiplegia  is  present.  This  is  not 
simple  in  a comatose  patient  but  can  usually  be 
done.  The  face  should  be  carefully  observed, 
and  if  there  is  a puffing  out  of  one  cheek  with 
each  expiration,  there  is  a paralysis  of  that  side 
of  the  face.  Paralysis  of  the  extremities  can  be 
determined  by  lifting  each  extremity  and  allowing 
it  to  fall.  If  the  coma  is  not  too  deep,  the  para- 
lyzed limb  will  fall  heavily,  while  the  unparalyzed 
limb  wall  gradually  sink  to  the  bed.  When  the 
patient  is  in  deep  coma,  all  limbs  may  fall  heavily 
to  the  bed.  Vigorous  stimulation  of  the  soles  of 
the  feet  by  a blunt  stick  or  key  will  cause  a with- 
drawal of  the  unparalyzed  limb,  while  the  para- 
lyzed limb  will  remain  inert. 

A hemiplegia  of  sudden  onset  together  with  a 
marked  degree  of  hypertension  is  presumptive 
evidence  of  a cerebral  vascular  lesion.  The 
diagnosis  of  uremia  or  an  expanding  lesion  in  the 
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cerebrum,  such  as  brain  tumor,  brain  abscess, 
and  subdural  hemorrhage,  cannot  definitely  be 
excluded,  however.  If  there  is  no  hemiplegia 
and  the  blood  pressure  is  normal,  coma  due  to 
diabetes,  acute  alcoholism,  extradural  or  sub- 
dural hemorrhage,  or  drug  poisoning  must  be 
considered. 

The  odor  of  acetone  on  the  breath  and  the 
presence  of  sugar  in  the  urine  (which  may  have 
to  be  obtained  by  catheterization)  are  in  favor  of 
diabetes.  It  must  be  remembered,  however, 
that  a transient  glycosuria  and  hyperglycemia 
occur  in  a definite  percentage  of  the  cases  of 
cerebral  hemorrhage  or  thrombosis.  The  deter- 
mination of  the  sugar  content  in  the  blood  will  aid 
in  establishing  or  excluding  the  diagnosis  of 
diabetic  coma,  since  the  rise  in  blood  sugar  which 
occurs  with  cerebral  vascular  accidents  is  rarely 
as  high  as  that  commonly  seen  in  diabetic  coma. 

The  presence  of  albumin  and  casts  in  the  urine 
are  in  favor  of  uremia,  but  the  diagnosis  cannot 
be  definitely  established  without  a determination 
of  the  nonprotein  nitrogen  content  of  the  blood. 
It  must  also  be  remembered  that  cerebral  vascular 
lesions  are  a common  complication  of  uremia. 

An  alcoholic  odor  to  the  breath,  a normal  blood 
pressure,  no  evidence  of  a hemiplegia,  and  a nor- 
mal cerebrospinal  fluid  are  the  characteristic 
findings  in  cases  of  coma  due  to  acute  alcoholism. 
The  cerebrospinal  fluid  pressure  in  these  cases 
may  be  slightly  elevated  (200  to  300  mm.). 

Cases  of  extradural  hemorrhage  are  usually 
easy  to  differentiate  from  cases  of  cerebral  vas- 
cular lesions.  The  differential  is  important  since 
the  treat  ment  is  immediate  operation  with  removal 
of  the  clot  and  ligation  of  the  middle  meningeal 
artery.  The  presence  of  contusions  or  lacerations 
of  the  scalp  indicative  of  a head  injury  is  im- 
portant. It  must  be  remembered,  however,  that 
a patient  with  a cerebral  hemorrhage  or  throm- 
bosis may  fall  and  injure  his  head.  X-rays 
of  the  skull  and  an  examination  of  the  cerebro- 
spinal fluid  is  often  of  aid.  The  typical  sequence 
of  events  in  patients  with  an  extradural  hemor- 
rhage resulting  from  trauma  is  as  follows:  an 
immediate  period  of  coma  from  which  the  patient 
recovers,  a lucid  interval  of  several  hours  dura- 
tion which  is  followed  by  a gradually  increasing 
stupor,  and  the  development  of  a hemiplegia. 
This  classic  history  is  present  in  only  about  one 
half  of  the  cases,  because  there  may  be  sufficient 
trauma  to  the  brain  to  produce  a prolonged 
coma  which  merges  with  the  coma  resulting  from 
the  pressure  of  the  extradural  clot.  If  there  is  a 
tracture  of  the  skull  which  passes  through  the 
groove  of  the  middle  meningeal  artery,  the  diag- 
nosis of  extradural  hemorrhage  should  be  made. 

The  diagnosis  of  subdural  hemorrhage  is  often 
difficult.  It  is  important  that  the  diagnosis  be 


made  promptly  because  immediate  operation  is 
necessary  to  save  the  patient’s  life.  The  differ- 
ential diagnosis  is  further  complicated  by  the 
fact  that  the  head  injury  which  produced  the 
subdural  hemorrhage  may  have  been  only  a 
slight  or  moderate  one,  and  an  interval  of  several 
days  or  weeks  may  separate  it  from  the  symptoms 
produced  by  the  hematoma.  In  addition,  the 
coincidence  of  hypertension  and  subdural  hema- 
toma is  frequent.  If  there  is  a history  of  a recent 
head  injury  and  there  are  fluctuations  in  the 
patient’s  state  of  consciousness,  the  diagnosis  of 
subdural  hematoma  should  be  considered.  The 
frequent  association  of  subdural  hematoma  with 
chronic  alcoholism  should  be  kept  in  mind.  X- 
ray  examination  and  examination  of  the  cere- 
brospinal fluid  is  of  value  in  the  differential 
diagnosis.  The  presence  of  a fracture  of  the 
skull  or  displacement  of  a calcified  pineal  gland 
are  in  favor  of  the  diagnosis  of  a subdural  hema- 
toma. The  finding  of  a bloody  or  xanthochromic 
cerebrospinal  fluid  under  increased  pressure 
excludes  the  diagnosis  of  cerebral  thrombosis 
but  does  not  differentiate  between  subdural 
hematoma  and  intracerebral  or  primary  sub- 
arachnoid hemorrhage.  Whenever  the  diagnosis 
of  subdural  hematoma  cannot  be  excluded  by 
the  history  and  the  findings  on  examination, 
small  trephine  openings  should  be  made  in 
the  temporal  region  of  the  skull  on  both  sides. 
It  is  not  uncommon  to  have  false  localizing  signs 
in  subdural  hematomas,  and  in  addition,  it  is  not 
rare  to  find  a clot  in  both  the  subdural  spaces. 

In  cases  of  brain  tumor  or  brain  abscess  the 
onset  of  the  hemiplegia  is  usually  gradual  and 
preceded  by  a history  of  headaches,  vomiting,  or 
convulsions  for  several  months.  The  presence 
of  “choked  disks,”  a normal  blood  pressure,  an 
increased  cerebrospinal  fluid  pressure,  and  a clear 
or  slightly  yellow  cerebrospinal  fluid  with  a 
normal  cell  count  and  an  increased  protein  con- 
tent are  the  characteristic  findings  in  cases  of 
brain  tumor.  Exactly  similar  findings  are  pres- 
ent in  cases  of  brain  abscess  except  that  the  cere- 
brospinal fluid  usually  shows  a mild  or  moderate 
pleocytosis. 

The  history  of  numerous  previous  convulsions 
and  the  occurrence  of  a convulsion  before  the 
onset  of  the  coma,  together  with  a normal  blood 
pressure  and  a normal  cerebrospinal  fluid,  are  in 
favor  of  the  diagnosis  of  epilepsy. 

The  differential  diagnosis  between  the  various 
types  of  cerebral  vascular  lesions  is  important 
chiefly  in  regard  to  the  prognosis  as  to  recovery 
from  the  “shock”  and  as  to  the  degree  of  recovery 
from  the  focal  neurologic  signs.  The  diagnosis 
of  the  cerebral  hemorrhage  or  primary  subarach- 
noid hemorrhage  carries  with  it  a grave  import 
as  to  the  life  of  the  patient  and  the  chance  of 
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complete  recovery  from  any  paralysis  that  may 
he  present  . 

The  diagnosis  of  cerebral  embolism  is  indicated 
whenever  there  is  a sudden  onset  of  neurologic 
symptoms  in  a patient  with  an  acute  or  chronic 
endocarditis,  auricular  fibrillation,  a recent  coro- 
nary thrombosis,  septicemia,  or  a septic  focus. 
These  cases  often  present  clinical  evidence  of  em- 
bolic phenomena  elsewhere  in  the  body. 

Primary  subarachnoid  hemorrhage  must  be 
differentiated  from  intracerebral  hemorrhage.3-4 
Headache  is  a prominent  symptom,  and  signs  of 
meningeal  irritation,  stiffness  of  the  neck  and 
Kernig’s  sign  develop  rapidly,  but  focal  neuro- 
logic signs,  such  as  hemiplegia  or  aphasia,  occur 
in  less  than  20  per  cent  of  the  cases.  The  pres- 
ence of  a bloody  spinal  fluid  and  a hemiplegia  indi- 
cates that  there  has  been  an  intracerebral  hemor- 
rhage and  is  against  the  diagnosis  of  a primary 
subarachnoid  hemorrhage.  It  must  be  remem- 
bered, however,  that  an  aneurysm  may  be  so 
located  that  it  bleeds  into  both  the  subarachnoid 
space  and  the  cerebrum  when  it  ruptures. 
Paralysis  of  the  third  or  other  cranial  nerves  is  in 
. favor  of  the  diagnosis  of  primary  subarachnoid 
hemorrhage. 

The  differential  diagnosis  between  cerebral 
hemorrhage  and  thrombosis  is  difficult  since  focal 
neurologic  signs  are  similar  in  both  and  since 
both  occur  in  patients  of  the  same  age  group  and 
in  patients  with  arteriosclerosis  and  hyperten- 
sion. A freshly  bloody  cerebrospinal  fluid  is 
diagnostic  of  a cerebral  hemorrhage.  In  the  ab- 
sence of  blood  in  the  cerebrospinal  fluid  or  if  a 
lumbar  puncture  is  not  performed,  there  are 
several  points  in  the  history  and  physical  exam- 
ination that  will  make  it  possible  to  make  this 
differential  in  the  majority  of  the  cases.  The 
presence  of  the  signs  and  symptoms  listed  below 
are  in  favor  of  the  diagnosis  of  an  intracerebral 
hemorrhage:  (1)  convulsions  at  the  onset,  (2) 

the  occurrence  of  severe  headache,  nausea,  or 
vomiting  at  the  onset,  (3)  Cheyne-Stokes  or 
labored  respirations  and  conjugate  deviation  of 
the  eyes,  and  (4)  stiffness  of  the  neck,  quadri- 
plegia,  and  bilateral  Babinski  toe-  sign. 

Treatment 

The  treatment  of  patients  with  cerebral  vas- 
cular accidents  is  separated  into  two  parts:  first, 
the  treatment  in  the  immediate  period  after 
onset,  which  is  mainly  devoted  toward  saving 
the  life  of  the  patient,  am  l second,  the  treatment 
of  residual  defects. 

In  the  first  stage,  skillful  nursing  care  is  essen- 
tial. The  patient  should  be  kept  in  a quiet 
room.  Fluids  and  liquid  nourishment  should  be 
given  by  mouth  if  the  patient  is  conscious.  If 
the  patient  cannot  swallow,  glucose  solution  (5 


per  cent)  should  be  given  subpectorally  or  into 
the  thighs.  The  bladder  should  be  emptied  by 
catheterization  if  necessary  and  the  bowels  kept 
open  by  enemas  or  cathartics.  The  position  of 
the  patient  in  bed  should  be  changed  frequently 
to  prevent  the  development  of  hypostatic  pneu- 
monia or  bed  sores.  The  bed  sheets  should  be 
changed  immediately  when  they  are  soiled  by 
urine  or  feces.  Sedatives  should  be  used  with 
care  and  the  opiates  avoided,  since  they  tend  to 
depress  the  respiratory  centers. 

There  is  no  very  satisfactory  medical  treatment 
for  the  cerebral  lesion.  Gilbert  and  de  Takats 
recommend  blocking  the  cervical  sympathetic 
trunk  with  procaine  on  the  side  of  the  lesion  in 
an  effort  to  relieve  the  collateral  stasis,  vaso- 
paralysis,  and  edema  which  accompanies  the 
vascular  insult.5  The  increased  intracranial 
pressure  which  often  accompanies  an  intracere- 
bral or  subarachnoid  hemorrhage  can  be  treated 
by  removal  of  fluid  by  lumbar  puncture  or  by  the 
administration  of  hypertonic  solutions  by  vein 
or  by  rectum.  Care  should  be  taken  not  to  de- 
hydrate the  patient  excessively. 

The  chief  danger  in  patients  with  cerebral 
hemorrhage  is  death  from  collapse  of  the  vital 
centers,  which  is  almost  certain  to  occur  if  the 
bleeding  continues.  There  is  no  known  method 
of  hastening  the  cessation  of  the  hemorrhage  from 
a ruptured  vessel.  Venisection,  which  was 
formerly  recommended,  is  of  no  value  unless  it  is 
used  to  combat  polycythemia  or  congestive  heart 
failure.  Special  treatment,  such  as  transfusions 
or  the  administration  of  vitamin  K,  is  of  little 
value  unless  the  bleeding  is  related  to  systemic 
diseases  such  as  purpura. 

The  therapeutic  value  of  lumbar  puncture  in 
patients  with  an  intracerebral  hemorrhage  is 
unproved.  It  is  unlikely  that  .the  removal  of 
cerebrospinal  fluid  will  increase  the  bleeding,  and 
it  may  be  of  considerable  value  in  relieving  the 
increased  intracranial  pressure,  especially  when 
a large  amount  of  blood  has  been  extravasated 
into  the  subarachnoid  space.  If,  however,  the  1 
mass  of  the  clot  is  confined  to  the  substance  of 
the  cerebrum,  the  removal  of  cerebrospinal  fluid 
is  not  effective  in  reducing  the  intracranial  pres- 
sure. Lumbar  puncture  can  be  performed  as  a 
diagnostic  measure,  and  it  may  be  repeated  at 
intervals  of  twelve  to  twenty-four  hours  if  large 
amounts  of  bloody  fluid  can  be  removed. 

Since  cerebral  hemorrhage  usually  results  in 
death  and  since  the  clot  is  slowly  absorbed  and  is 
apt  to  behave  like  a tumor,  the  question  of  opera- 
tive removal  of  the  clot  should  be  considered  in 
all  patients  who  survive  the  initial  shock  of  the 
hemorrhage.6  Such  operations  have  proved  of 
life-saving  value  in  a number  of  cases  and  are  of 
benefit  in  decreasing  the  severity  of  the  neuro-  i 
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logic  defect.  Unfortunately,  the  extremely  poor 
general  condition  of  the  patient  is  a deterrent  to 
a widespread  use  of  this  form  of  treatment.  At 
the  present  time,  operative  removal  of  the  clot  is 
most  suitable  in  those  patients  who  have  sur- 
vived the  initial  shock  of  the  hemorrhage  and 
who  continue  to  show  evidence  of  increased 
intracranial  pressure. 

There  is  some  disagreement  as  to  the  value  of 
lumbar  puncture  in  the  treatment  of  patients 
with  a primary  subarachnoid  hemorrhage.  Ex- 
perience has  shown,  however,  that  improvement 
in  the  clinical  state  of  the  patients  follows  the 
removal  of  cerebrospinal  fluid  and  the  reduction 
of  cerebrospinal  fluid  pressures.  Punctures 
should  be  repeated  as  frequently  as  required  to 
keep  the  cerebrospinal  fluid  pressure  at  normal 
level. 

Since  recurrence  of  the  bleeding  is  apt  to  occur 
in  patients  with  a primary  subarachnoid  hemor- 
rhage, consideration  should  be  given  to  measures 
directed  at  localizing  and  treating  the  aneurysm. 
If  the  site  of  the  aneurysm  is  not  evident  from 
the  clinical  signs,  it  must  be  localized  by  cerebral 
angiography.7  In  general,  there  are  two  meth- 
ods of  relieving  pressure  on  the  aneurysmal  sac. 
The  first  and  least  serious  method  is  ligation  of 
the  internal  carotid  artery  on  the  side  of  the 
aneurysm.  The  second  is  exposure  of  the  aneu- 
rysm by  craniotomy  and  ligating  the  vessel  on 
both  sides  of  the  sac  (trapping).8  Ligation  of 
the  internal  carotid  artery  should  not  be  per- 
formed until  it  has  been  shown  that  occlusion  of 
the  carotid  artery  by  manual  compression  for 
periods  as  long  as  thirty  minutes  can  be  tolerated 
by  the  patient  without  the  development  of 
symptoms.  Even  with  this  assurance  of  com- 
petency of  the  collateral  circulation,  ligation  of 
the  internal  carotid  artery  may  be  followed  by 
the  development  of  a contralateral  hemiplegia. 
Ligation  of  the  aneurysm  at  craniotomy  is  a 
major  surgical  procedure  and  is  accompanied  by 
a high  mortality  rate.  The  decision  regarding 
the  applicability  of  either  type  of  operation  is  a 
delicate  one,  and  although  no  set  rule  can  be 
established,  it  would  seem  wise  to  defer  operation 
until  there  is  evidence  of  one  recurrence  of  the 
bleeding. 

After  the  patient  has  recovered  from  the 
“shock”  of  the  cerebral  vascular  accident,  the 
therapy  should  ljp  directed  toward  restoration  of 
function  in  the  paralyzed  limbs.  Light  massage 
of  the  muscles  and  passive  movements  of  the  af- 
fected limbs  are  useful  in  maintaining  the  proper 
circulation  and  nutrition  of  the  paralyzed  muscles 
and  help  to  prevent  the  development  of  arthritic 
changes  in  the  joints.  It  is  of  great  importance 
to  encourage  the  patient  to  try  to  use  the  para- 
lyzed muscles.  The  first  voluntary  movements 


should  be  aided  by  simultaneous  passive  move- 
ments of  the  joints.  Systematic  passive  move- 
ments of  all  the  joints  of  the  affected  arm  and  leg 
should  be  made  for  a few  minutes  several  times  a 
day.  The  patient  should  be  encouraged  to  try 
to  move  the  joints  while  the  physiotherapist  is 
doing  so.  These  exercises  should  not  be  unduly 
prolonged  as  the  patient  will  tire  and  become  dis- 
couraged. The  patient  should  be  given  a soft 
rubber  ball  to  hold  in  his  hand  and  instructed 
to  exercise  the  fingers  by  squeezing  the  ball  and 
by  placing  it  on  the  bed  or  table  and  picking  it 
up.  With  return  of  function  more  skillful  ac- 
tions should  be  tried.  If  there  is  any  tendency 
toward  the  development  of  contracture  in  the 
extremities,  well-padded,  removable  splints 
should  be  applied.  These  splints  need  be  kept 
on  only  a portion  of  each  day. 

When  the  patient  has  regained  sufficient 
strength  and  his  general  condition  permits,  he 
should  be  allowed  up  in  a chair  for  a few  minutes. 
This  interval  can  be  increased  daily  as  the  condi- 
tion of  the  patient  warrants.  Attempts  at  walk- 
ing should  be  aided  at  first  by  allowing  the  patient 
to  lean  on  an  attendant’s  shoulder.  A cane 
should  be  substituted  as  soon  as  practicable  and 
this  discarded  only  when  the  strength  of  the 
trunk  and  leg  muscles  is  sufficient  to  support  the 
patient. 

The  treatment  of  aphasia  or  disorders  of 
speech  is  difficult  and  requires  infinite  patience 
on  the  part  of  the  physician  and  persistent  effort 
on  the  part  of  the  patient.  Best  results  are  ob- 
tained when  re-education  exercises  are  given  by 
a trained  speech  therapist.  Fortunately,  in  the 
majority  of  the  cases  the  lesion  is  not  centered  in 
the  speech  areas,  and  complete  or  nearly  com- 
plete return  of  the  power  of  speech  may  occur. 

In  the  cases  of  cerebral  thrombosis  due  to  or 
associated  with  a syphilitic  infection  of  the  cere- 
bral vessels,  antisyphilitic  therapy  (penicillin) 
should  be  given. 

Discussion 

Paul  H.  Garvey,  M.D.,  Rochester. — The  subject 
which  Dr.  Merritt  has  so  ably  discussed  this  morn- 
ing is  one  which  covers  a large  group  of  cases  often 
neglected  even  in  our  modern  hospitals.  Too  fre- 
quently these  cases  arc  dismissed  by  the  physician 
who  classifies  them  indiscriminately  as  cerebral  vas- 
cular accident  with  no  attempt  to  visualize  the  cere- 
bral pathology  which  in  most  cases  brings  about  a 
sudden  and  dramatic  change  from  a state  of  normal 
health  to  one  of  unconsciousness  and  paralysis.  Even 
head  trauma,  tumors,  and  many  other  organic 
diseases,  if  not  too  obvious,  are  very  often  included 
in  this  general  category. 

The  figures  presented  concerning  the  incidence  of 
various  forms  of  cerebral  vascular  lesions  are  par- 
ticularly informative  because  they  represent  a large 
series  of  cases  based  on  clinical  and  pathologic 
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findings.  I am  sorry  that  I did  not  have  sufficient 
time  to  review  the  material  at  the  Strong  Memorial 
and  Rochester  Municipal  Hospitals  from  the  statis- 
tical standpoint.  However,  I did  discuss  the  per- 
centages reported  by  Dr.  Merritt  with  one  of  our 
pathologists  whose  reaction  was  that  the  figures,  if 
compiled,  would  probably  correspond  very  closely 
with  those  quoted  here  this  morning.  While  the 
incidence  of  intracerebral  hemorrhage  can  be  ac- 
curately determined  at  the  autopsy  table,  I do  not 
believe  that  the  same  holds  true  in  cases  of  cerebral 
thrombosis.  The  terms,  encephalomalada  and 
cerebral  thrombosis,  are  often  used  interchangeably 
by  the  pathologist.  However,  in  the  routine 
autopsy  practically  no  attempt  is  made  to  demon- 
strate the  thrombosed  vessel  except  in  those  cases 
where  a major  vessel  is  involved.  Similarly,  the 
source  of  primary  subarachnoid  hemorrhage  is  often 
overlooked,  because  no  careful  search  is  made  for 
minute  aneurysms  involving  the  vessels  at  the  base 
of  the  brain.  However,  in  those  cases  where  the 
blood  is  concentrated  principally  over  the  convexity 
of  the  brain,  a search,  regardless  of  how  thorough,  is 
usually  fruitless. 

Dr.  Merritt  has  emphasized  the  difficulties  en- 
countered in  differentiating  cerebral  thrombosis 
from  the  various  types  of  intracranial  hemorrhage. 
Obviously,  the  age  incidence  and  blood  pressure 
levels  are  not  very  helpful  in  making  the  differential 
diagnosis,  but  it  is  worthy  of  note  that  "hemorrhage 
has  a tendency  to  occur  at  a slightly  earlier  age  and 
it  is  true  also  that  this  diagnosis  should  be  favored 
when  the  blood  pressure  reaches  an  excessively  high 
level.  It  is  my  opinion  that  the  most  important 
diagnostic  aid  in  the  differentiation  between  a cere- 
bral thrombosis  and  cerebral  hemorrhage  is  the 
lumbar  puncture  carefully  performed.  This  pro- 
cedure should  be  done  routinely  in  all  hospital  cases 
and  also  in  the  home  where  one  is  confronted 
with  a case  of  suspected  cerebrovascular  accident. 
In  the  last  analysis,  this  is  the  only  certain  criterion 
by  which  intracranial  bleeding  can  be  determined. 
The  initial  pressure  of  the  spinal  fluid,  as  a rule,  is 
not  greatly  increased  in  cases  of  cerebral  thrombosis, 
but  definite  elevation  is  to  be  expected  in  cases  of 
intracranial  bleeding,  whether  the  bleeding  is  lo- 
cated in  the  brain  or  whether  it  is  one  of  the  various 
types  of  meningeal  bleeding  mentioned  in  the 
author’s  differential  diagnosis. 

While  speaking  of  the  value  of  a lumbar  puncture 
in  cases  of  suspected  cerebral  vascular  accident,  a 
word  of  caution  concerning  the  Queckenstedt  test 
in  the  type  of  case  under  discussion  might  be  in 
order.  Many  physicians,  house  officers,  and  stu- 
dents consider  that  a lumbar  puncture  without  this 
procedure  is  incomplete.  I believe  they  fail  to 
recognize  the  important  fact  that  the  chief  value  of 
jugular  compression  is  to  determine  the  presence  or 
absence  of  spinal  subarachnoid  block  and  has  rela- 
tively little  value  in  the  diagnosis  of  intracranial 
conditions.  I feel,  therefore,  that  the  Queckenstedt 
test  is  not  only  inadvisable  but  contraindicated  in 
cases  of  suspected  intracranial  hemorrhage,  intra- 
cranial tumor,  or  abscess. 

In  Table  4 of  his  paper,  1 )r.  Merritt  has  listed  the 
period  of  survival  in  243  cases  of  fatal  cerebrovascu- 
'ar  lesions  of  which  87  per  cent  of  1 15  cases  of  hem- 


orrhage died  within  a period  of  two  weeks  and  70 
per  cent  of  89  cases  of  cerebral  thrombosis  were  dead 
within  the  same  period  of  time.  It  should  be  borne 
in  mind  that  all  of  the  cases  listed  in  Table  4 are 
fatal  cases.  Returning  to  Table  1,  it  might  be  well 
to  point  out  again  that  the  number  of  clinically  con- 
trolled cases  totals  604,  compared  to  245  necropsy 
controlled  cases.  In  other  words,  cerebrovascular 
accident  does  not  necessarily  carry  with  it  a fatal 
outcome.  We  are  all  acquainted  with  the  type  of 
hemiplegic  patient  encountered  in  homes  and  hos- 
pitals for  chronic  disease  in  whom  paralysis  has  ex- 
isted for  five  or  ten  years  and  even  longer.  In  addi- 
tion to  these  two  contrasting  groups  are  the  very 
fleeting  hemiplegias  which  occur  in  hypertensive 
individuals  and  in  those  patients  who  apparently 
have  a cerebral  thrombosis  with  almost  complete 
recovery  of  function.  Therefore,  the  accuracy  of 
the  diagnosis  in  the  case  of  cerebral  lesion  is  ex- 
tremely important  in  order  to  arrive  at  a reasonable 
prediction  concerning  the  outcome  and  manage- 
ment. 

With  the  basic  principles  of  treatment  as  you 
heard  them  outlined  this  morning,  I am  in  complete 
agreement.  It  would  seem  to  me  that  for  patients 
with  cerebral  arteriosclerosis  and  hypertension 
where  a vascular  lesion  has  already  occurred,  there 
is  very  little  that  can  be  done  to  reverse  the  situation 
other  than  to  apply  the  general  measures  which  i1 
have  been  set  forth.  On  the  other  hand,  in  those 
cases  where  there  is  the  remotest  possibility  of  a 
subdural  hemorrhage,  I thoroughly  agree  with  the  j 
author  that  bilateral  bur  holes  should  be  made. 
Then  there  is  the  problem  of  primary  subarachnoid 
hemorrhage  in  the  relatively  young  individual; 
this  situation  makes  decision  difficult  and  demands 
careful  consideration  relative  to  the  proper  pro- 
cedure to  be  followed.  The  clinical  syndrome  pro- 
duced by  aneurysms  involving  the  anterior  portion 
of  the  circle  of  Willis  has  been  quite  clearly  estab- 
lished. Everyone  recognizes  the  seriousness  of  this  « 
problem  and  is  well  aware  that  it  presents  a picture 
wherein  death  may  follow  an  intracranial  hemor-  j 
rhage  by  a few  minutes.  Whether  or  not  a direct 
surgical  attack  of  these  aneurysms  is  the  solution 
remains  to  be  determined.  In  Rochester  a small 
group  of  cases  has  been  observed  in  which  operation  i 
was  performed  and  the  aneurysm  trapped,  as  Dr. 
Merritt  terms  it.  Thus  far,  these  patients  have 
done  fairly  well,  although  the  period  of  observation 
has  been  relatively  short.  On  the  other  hand,  I can 
recall  several  patients  living  useful  lives  today  who 
have  had  one  or  more  attacks  of  subarachnoid 
hemorrhage  over  a period  covering  approximately 
sixteen  years. 
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THE  FUNCTION  OF  A CHILD  GUIDANCE  CLINIC  IN  A 
CHILDREN’S  HOSPITAL 

Sherman  Little,  IVI.D.,  Buffalo,  New  York 
(From  the  Children's  Hospital) 


MOST  of  you  are  undoubtedly  aware  of  the 
way  in  which  the  usual  child  guidance 
clinic  functions.  It  is  an  independent  agency  set 
up  with  community  chest  funds  and  is  usually 
more  related  to  social  agencies  than  to  hospitals 
or  other  medical  institutions.  The  staff  consists 
of  the  coordinated  team  of  psychiatrist,  psycholo- 
gist, and  social  worker.  Their  function  is  the 
treatment  of  the  emotional  disturbances,  usually 
called  “behavior  problems,”  of  the  children  who 
are  brought  to  them.  They  also  render  diagnostic 
service  where  this  is  needed,  but  diagnosis  is  not 
a clinic’s  major  function.  Well-trained  physi- 
cians, teachers,  psychologists,  and  social  workers 
in  the  community  should  be  able  to  make  an  ade- 
quate diagnosis  on  most  cases  as  to  whether  psy- 
chiatric treatment  is  indicated,  thus  saving  the 
time  of  the  clinic  staff  for  the  specialized  work  of 
treatment.  As  I am  sure  you  are  aware,  this  con- 
sists of  working  individually  with  both  parent  and 
child  to  the  end  that  emotional  difficulties  which 
have  interfered  with  a healthy  parent-child  rela- 
tionship are  straightened  out.  Emotional  and 
psychologic  growth  can  then  proceed  along  the 
road  to  a healthy  maturity. 

The  need  for  more  treatment  facilities  is  and 
for  a long  time  to  come  will  continue  to  be  a very 
pressing  problem.  Important  as  treatment  is  and 
great  as  is  the  need,  to  my  mind  it  is  secondaiy  to 
even  greater  needs  in  the  field  of  prevention-ade- 
quate methods,  programs,  and  facilities.  Just  as 
the  major  emphasis  in  tuberculosis  was  at  one 
time  the  provision  of  treatment  facilities,  it  now 
has  changed  to  prevention  and  early  detection. 
The  problem  in  the  field  of  preventive  mental 
hygiene  is  much  greater  than  in  tuberculosis,  both 
in  terms  of  number  of  cases  needing  help  and  in 
evaluating  successful  methods  of  prevention. 

There  are,  however,  ways  and  means  at  hand 
for  attacking  the  problem,  and  I believe  that  with 
what  we  now  know  we  can,  if  we  really  apply  it, 
make  a significant  dent  in  the  problem. 

There  are  a great  many  complex  factors  which 
contribute  to  emotional  stability  in  parents  and 
children.  Many  of  these  are  beyond  the  control 
of  the  individual.  Anyone  living  in  the  uncertain 
and  complex  world  of  today  is  constantly  aware  of 
this.  Who  can  be  calm  and  relaxed,  patient  and 
sensible,  day  in  and  day  out  in  these  times?  How- 
ever, there  is  good  evidence  to  show  that  if  the 

Presented  at  the  142nd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Neurology  and  Psychiatry,  May  20,  1948. 


first  few  years  of  a child’s  life  can  be  a reasonably 
calm,  happy,  satisfactory  experience,  his  “resist- 
ance” to  subsequent  disturbing  factors  and  situa- 
tions will  be  good.  He  will  have  his  ups  and 
downs,  but  with  intelligence  and  sympathetic 
help  he  will  weather  it  through.  There  is  a limit 
to  tiffs  resistance  in  all  of  us,  as  was  shown  most 
clearly  by  the  war  experience  of  men  in  active 
combat.  Degrees  of  resistance  were  apparent, 
but  after  a long  enough  period  of  continuous  ex- 
posure essentially  100  per  cent  broke  down. 
Actually,  this  is  not  too  striking  in  view  of  the 
awful  situations  which  the  men  were  called  upon 
to  face,  and  yet  it  shatters  the  myth  of  breakdown 
being  only  the  part  of  the  weak.  If  these  men 
were  weak,  who  then  is  strong? 

What  can  be  done  to  insure  that  children  will 
have  the  kind  of  start  that  wall  give  them  “resist- 
ance?” Perhaps  it  is  better  to  examine  this  in 
terms  of  what,  in  the  average  situations,  prevents 
a child  from  having  a healthy,  happy,  satisfactory 
infancy  and  early  childhood. 

Although  social  and  economic  pressures  play  a 
significant  role,  more  in  some  instances  than 
in  others,  I do  not  believe  that  they  are  the  largest 
contributing  factors.  The  emotional  adjustment 
of  the  parents,  particularly  as  tiffs  is  disturbed  by 
the  anxieties  which  are  the  normal  complica- 
tions of  being  a parent,  is,  to  my  mind,  the  most 
important  factor. 

There  is  no  good  preparation  for  being  a par- 
ent, unless  it  is  having  a satisfactory  growing-up 
experience  oneself.  One  might  think  that  doctors, 
nurses,  school  teachers,  and  psychologists  would 
be  the  cream  of  the  crop.  I need  not  belabor  this 
point  further.  Thinking,  even  though  it  be 
founded  on  the  best  available  knowledge,  usually 
cannot  withstand  the  onslaught  of  the  feelings 
which  are  stirred  up  because  this  is  “our  baby.” 
We  feel  quite  naturally  that  he  is  unique  and  be- 
yond the  rules  and  facts  which  apply  to  others. 
Not  even  experienced  pediatricians  know  all  the 
answers  about  children’s  physical  behavior. 
What  can  you  expect  an  inexperienced  parent  to 
know  or  to  apply  correctly  when  the  weight  of 
parental  responsibility  rests  so  heavily  on  his  or 
her  shoulders? 

There  arc  all  kinds  of  anxieties  which  beset  par- 
ents. There  are  some  which  should  be  called  nor- 
mal. These  include  the  uncertainty  as  to  whether 
the  baby  is  normal,  physically  and  mentally; 
whether  development  is  proceeding  satisfactorily; 
whether  the  mother  is  correctly  feeding  and  caring 
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for  her  baby,  and,  most  important,  the  basic 
anxiety  which  a mother  has  as  to  whether  she  is 
really  capable  of  being  a mother  in  the  full  sense 
of  the  word — whether  she  is  really  capable  of 
helping  her  child  to  grow  up.  This  latter  problem 
is  not  one  that  mothers  discuss  much  or  even 
admit  to  themselves.  It  is  manifested  by  a vari- 
ety of  behavior  patterns,  such  as  too  much  care, 
generalized  tenseness  and  anxiety,  a forced  lack  of 
concern,  or  actual  indifference.  If  things  go  well, 
it  may  disappear,  but,  if  there  is  colic,  vomiting, 
restlessness,  or  other  persistent  disturbing  symp- 
toms on  the  part  of  the  baby,  it  may  increase  the 
basic  anxiety  in  the  mother  and  lead  to  an  exag- 
geration of  her  pattern  of  behavior.  In  some 
situations  it  can  go  from  bad  to  worse  so  that  in- 
stead of  the  mother  getting  great  joy  and  satis- 
faction from  her  baby  she  may  have  deep  inside 
her  a great  resistance  against  this  little  creature 
who  has  so  terribly  upset  her  former  even  exist- 
ence. 

This  may  be  a slightly  overdrawn  picture,  but 
there  are  all  sorts  of  variations,  and  even  if  rejec- 
tion does  not  take  place,  the  mother  can  be  made 
to  feel  so  guilty  because  of  her  inadequacies  that 
this  guilt  will  prevent  her  from  using  her  skill  and 
intelligence  in  a natural,  relaxed  manner.  She 
becomes  anxious,  tense,  and  stiff  and  does  things 
which,  under  ordinary  circumstances,  she  would 
never  think  of  doing. 

Babies  are  reasonably  alert  creatures,  and  if  the 
mother  is  chronically  upset,  you  seldom  find  a 
happy  or  relaxed  baby.  The  mother  will  be  incap- 
able of  picking  up  her  crying  baby  and  holding  him 
in  such  a fashion  as  to  relax  and  soothe  him.  She 
may  be  driven  by  her  anxieties  to  all  sorts  of  ex- 
tremes and  excesses  such  as  ramming  food  down 
his  throat  or  insisting  rigidly  on  an  early  pattern  of 
toilet  behavior. 

This  is  no  “pipe  dream.”  Any  of  you  who 
have  had  opportunities  to  follow  mothers  and 
babies  through  the  first  few  years  of  life  can  vouch 
for  the  prevalence  of  such  situations.  A great 
deal  of  this,  I believe,  is  entirely  preventable  if  the 
one  person  who  accepts,  welcomes,  and,  indeed, 
guides  an  entry  into  the  family  during  these  cru- 
cial months  and  years  knows  how  to  help.  This 
person  is  the  pediatrician  or  the  family  doctor. 
His  role,  if  he  choses  to  play  it,  is  to  make  himself 
the  kind  of  person  with  whom  the  mother  will  feel 
free  to  share  her  anxieties,  without  fear  of  ridicule, 
criticism,  or  indifference.  It  is  these  qualities 
which  the  mother  fears,  often  without  cause, 
which  prevents  her  from  sharing  her  fears  in  their 
incipiency  with  someone  who  can  really  help.  If 
the  physician  is  aware  of  what  mothers  are  going 
through  and  how  hard  and  embarrassing  it  is  to 
share  it  with  someone  else,  he  can  skillfully  help 
the  mother  to  unburden  herself.  If,  by  his  attitude, 
he  is  sympathetic,  and  if,  by  his  advice,  he  shows 


that  he  really  understands,  the  mother  has  found 
a real  ally.  She  then  feels  free  to  discuss 
small  difficulties  at  the  start  and  will  not  feel  that 
she  must  spare  the  doctor  until  she  has  a problem 
troublesome  enough  to  interest  him.  By  that 
time  it  is  of  such  proportion  that  the  physician 
really  is  not  interested.  He  is  filled  with  anxiety 
himself,  because  he  does  not  know  what  to  do 
and  wishes  the  mother  had  never  consulted  him. 

Pediatricians  and  family  doctors  are  not 
equipped  by  training,  nor  does  their  practice  pro- 
vide the  time,  for  extended  psychiatric  treatment 
of  developed  behavior  problems.  It  is  true  that 
they  may  often  have  to  do  the  best  they  can,  be- 
cause there  is  no  one  else  available.  Psychiatric 
treatment  on  any  intensive  level  is  not  and  cannot 
be  a part  of  their  standard  armamentarium. 
They  should,  however,  be  able  to  understand  the 
problem  and  should  know  enough  about  emo- 
tional development — which  is  another  way  of 
saying  “human  nature” — to  be  able  to  give 
sound  advice.  They  should  be  able  to  recognize 
what  they  can  and  cannot  handle,  just  as  the 
neurologist  treats  some  neurologic  conditions  and 
sends  others  to  the  neurosurgeon. 

I have  digressed  somewhat  since  I started  to 
talk  about  a child  guidance  clinic.  I want  to  re- 
turn to  it  now  and  come  back  to  the  title  of  this 
paper.  The  things  I have  been  describing  can  and 
should  be  taught  to  medical  students  and  house  I 
officers,  particularly  if  they  are  going  to  be  family  I 
doctors  or  pediatricians.  Eventually,  I hope, 
these  things  will  be  taught  by  the  attending  physi- 
cians on  the  wards  and  in  the  outpatient  clinics, 
just  as  how  to  listen  to  a chest  or  feel  an  abdomen  is 
now  taught.  That  day,  however,  is  not  yet  here. 

At  present,  someone  has  to  be  available  who  1 
lias  had  some  special  knowledge  of  the  usual  pat- 
terns of  emotional  growth  and  the  factors 
which  help  or  hinder  its  development  to  com-  1 
plement  what  is  now  taught  about  physical 
disease,  its  diagnosis,  and  its  treatment.  Both 
because  teaching  budgets  are  what  they  are  and 
because  such  a man  must  constantly  expand  his  ‘ 
basic  knowledge  by  treatment  experience,  a child 
guidance  clinic  as  an  integral  part  of  a children’s  | 
hospital  is  essential.  Furthermore,  I am  a be- 
liever in  the  close  relationship  of  child  guidance 
to  clinical  medicine.  (I  am  for  the  moment, 
omitting  the  advantages  which  such  a clinic  can 
offer  to  individual  patients  and  their  families.)  It 
is  not  easy  to  combine  these  functions  of  treat- 
ment and  teaching,  because  the  pressure  for  serv- 
ice and  for  treatment  of  individual  children  is 
tremendous.  However,  if  one  sees  the  vital  role 
which  the  informed,  sympathetic  physician  can 
play  in  insuring  that  greater  numbers  of  children 
can  grow  up  to  be  emotionally  stable,  productive, 
and  happy  people,  there  will  be  no  question  about 
time  being  set  aside  for  such  teaching. 
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. I have  not  touched  on  the  question  of  time  in- 
volved. Time  or  lack  of  it  has  been  one  of  the 
major  arguments  advanced  against  physicians 
doing  much  in  the  preventive  mental  hygiene 
field.  Actually,  doing  the  sort  of  thing  that  I 
I iave  described  briefly  will  save  the  doctors  time 
in  the  long  run.  They  will  have  spared  them- 
selves the  frustrating  experience  of  devoting  an 
unscheduled  hour  of  busy  office  time  to  an  in- 
volved emotional  problem  in  the  face  of  which 
they  are  helpless. 

Discussion 

Harry  Bakwin,  M.D.,  New  York  City. — Dr.  Little 
has  outlined  the  teaching  plan  now  in  operation  at 
the  Children’s  Hospital  in  Buffalo.  It  seems  to  me 
that  the  best  feature  of  this  fine  plan  is  its  integra- 
tion with  the  pediatric  service.  Dr.  Little  is  an  es- 
sential member  of  the  staff  of  the  Children’s  Service. 
Trained  as  a pediatrician  and  a psychiatrist,  he  can 
and  does  speak  the  language  of  both.  I can  attest 
to  the  value  of  this  program  from  conversation  with 
members  of  the  staff  of  his  hospital. 

At  Bellevue  Hospital  a child  guidance  clinic  was 
established  in  1927  as  part  of  the  general  children’s 
outpatient  department.  The  clinic  has  been  oper- 
ated from  its  inception  by  Dr.  Ruth  Bakwin  who  is 
a member  of  the  pediatric  staff  and  who  has  ward 
and  outpatient  duties  on  the  children’s  service,  simi- 
lar to  those  of  the  other  members  of  the  staff.  At 
one  time  it  was  usual  for  members  of  the  visiting 
staff  to  rotate  through  this  clinic,  spending  an  after- 
noon a week  for  two  or  more  years  in  the  guidance 
clinic.  In  this  way  the  interest  of  the  visiting  staff 
in  the  psychologic  aspects  of  pediatrics  was  roused, 
and  the  gospel  was  spread.  I may  say  that  at  all 
times  the  number  of  cases  which  presented  them- 
selves for  guidance  has  been  at  capacity.  The  effort 
has  always  been  made  to  use  the  guidance  clinic  as 
a consultation  center,  and  visiting  staff  members 
and  interns  have  been  urged  to  treat  their  own  pa- 
tients. At  the  same  time  it  was  customary  to  pre- 
sent emotionally  disturbed  children  at  the  clinical 
conferences,  together  with  other  cases  of  general 
pediatric  interest.  All  along  the  line  we  have  been 
fortunate  in  having  the  benefit  of  consultation  with 
Dr.  Lauretta  Bender  regarding  intricate  problems. 

For  the  past  fifteen  years  or  so,  discussion  of  the 
psychologic  aspects  of  pediatrics  has  been  an  essen- 
tial part  of  ward  rounds.  We  have  tried  to  pay  at- 
tention to  the  emotional  and  motor  needs  of  infants 
and  children  in  the  same  way  that  we  attend  to  their 
ailments  and  to  their  nutritional  needs.  Nurses  and 
interns  are  urged  to  pick  up  the  babies  and  talk  to 
them  and  play  with  them  and  give  them  the  tender 
loving  care  without  which  they  wither  and  die. 
Unhappy,  whiny  children  get  special  attention. 
Sometimes  a particular  child  is  assigned  to  an  in- 
tern for  his  special  attention.  It  is  not  unusual  for 
each  of  the  interns  to  carry  a baby  during  ward 
rounds.  In  some  instances  we  invite  the  parents  to 
hold  and  fondle  their  babies.  In  the  case  of  un- 
happy children,  the  parents  are  asked  to  bring  them 
to  the  outpatient  department  for  consultations. 

These  maneuvers  may  seem  obvious  to  you. 


They  were  not  obvious  to  the  pediatrician  a few 
years  ago.  Because  of  the  danger  of  cross  infections 
in  wards  for  infants,  it  was  the  practice  to  isolate 
them  and  to  manipulate  them  only  when  necessary. 

A few  years  ago  a seminar  on  psychologic  aspects 
of  pediatrics  was  organized  for  the  fourth-year  stu- 
dents in  the  department  of  pediatrics.  At  these 
seminars  the  students  gave  brief  presentations  on 
such  subjects  as  emotional  development,  training 
problems,  undesirable  habits,  etc.,  and  these  sub- 
jects were  then  discussed  by  the  group.  These  in- 
formal discussions  for  about  15  students  were  very 
popular. 

During  the  past  two  years  a weekly  session  for  the 
students  has  been  organized  in  the  department  of 
psychiatry.  A patient  is  selected  from  the  pediatric 
outpatient  department  and  presented  by  a student. 
The  case  is  then  discussed  by  the  students,  Dr. 
Lauretta  Bender,  and  myself.  Unfortunately,  each 
group  of  students  has  only  four  of  these  exercises. 

During  the  past  year,  Dr.  Wortis  has  assigned  a 
member  of  the  psychiatric  staff  to  the  department 
of  pediatrics.  She  spends  five  half-days  each  week 
with  us,  and  her  services  are  widely  sought. 

The  pediatrician  is  actively  interested  in  the 
psychologic  aspects  of  the  child — perhaps  because 
so  many  of  us  have  problems  in  our  own  families. 
The  pediatrician  is  ready  to  integrate  psychologic 
care  into  his  general  program  of  child  care.  I be- 
lieve that  in  this  respect  he  is  more  receptive  than 
the  internist. 

I may  be  prejudiced,  but  it  seems  to  me  that  the 
most  important  concern  of  the  psychiatrist  today 
should  be  the  emotional  health  of  the  child.  It 
seems  reasonable  to  assume  that  difficulties  are  more 
easily  handled  in  their  inception  than  after  they 
have  become  firmly  entrenched  in  the  personality 
of  the  individual.  I believe  also  that  the  most  im- 
portant concern  of  the  pediatrician  should  be  the 
emotional  health  of  his  patients.  The  program  for 
the  physical  care  of  the  child  is  well  established. 
In  the  success  of  this  program,  which  has  exceeded 
the  expectations  of  the  most  optimistic,  we  have 
been  greatly  assisted  by  the  improvement  in  the 
general  economic  level  of  the  country.  However, 
we  have  become  aware  that,  in  centering  our  inter- 
est on  the  physical  welfare  of  the  child,  we  have 
neglected  his  mental  health.  Indeed,  by  rigid  pre- 
scriptions and  exact  formulations,  often  based  ■ on 
inadequate  information,  we  have  in  many  respects 
actually  done  harm. 

We  need  more  men  in  pediatrics  with  the  sort  of 
training  and  interest  which  Dr.  Lit  tle  has.  We  need 
wider  recognition  in  teaching  institutions  of  the  im- 
portance of  this  subject.  We  need  more  help  from 
the  psychiatrists.  A program  for  training  child 
psychiatrists  must  be  worked  out  which  is  realistic. 
It  is  not  possible  for  any  large  number  of  men  to  be 
thoroughly  grounded  in  pediatrics  and  in  pediatric 
psychiatry  and  adult  psychiatry  as  well.  The 
strange  language  of  psychiatry,  the  aloofness  of  the 
psychiatrist,  and  the  division  into  various  schools 
and  subschools  of  thought — something  unique  to 
modern  medicine — are  important  factors  retarding 
the  assimilation  of  modern  psychiatric  thought  into 
pediatric  practice. 


SCALENUS  ANTICUS  SYNDROME 

Bernard  D.  Judovich,  M.D.,  Philadelphia,  Pennsylvania 

( Prom  the  Department  of  Neurology,  Graduate  School  of  Medicine,  University  of  Pennsylvania) 


THE  scalenus  anticus  syndrome  may  be  de- 
fined as  a painful  symptom  complex  affecting 
the  shoulder  girdle,  neck,  chest,  arm,  and  hand, 
often  associated  with  numbness  and  tingling  due 
to  irritation  of  the  brachial  plexus  and  subclavian 
vessels  by  a spastic  or  hypertrophied  anterior 
scalene  muscle.  In  effect,  the  symptoms  are 
those  of  a cervical  rib  syndrome  or  those  that  are 
labeled  as  a brachial  plexus  neuralgia. 

The  clinical  picture  of  a cervical  rib  was  first 
described  by  J.  B.  Murphy  in  1905. 1 In  1910  T. 
Murphy  suggested  pressure  of  the  brachial  plexus 
against  the  scalenus  medius  and  first  rib  as  a 
cause  of  neuritis.2  In  1927  Adson  and  Coffey  were 
able  to  relieve  a cervical  rib  syndrome  by  resect- 
ing the  scalenus  muscle.3  In  1937  Naffziger  re- 
ported that  he  was  able  to  relieve  pain  in  the 
shoulder  and  arm  by  section  of  the  anterior  sca- 
lene muscle  in  the  absence  of  a cervical  rib.4  Since 
that  time  numerous  observers  have  confirmed  his 
results  so  that  this  condition  has  come  to  be 
looked  upon  as  a definite  clinical  syndrome. 

The  anterior  scalene  muscle,  when  it  is  irri- 
tated, hypertrophied,  or  spastic,  will  cause  wide- 
spread symptoms  as  compared  to  other  muscles 
in  the  shoulder  girdle  which  may  become  similarly 
affected.  This  is  due  to  the  anatomy  which  is 
peculiar  to  this  particular  region. 

Anatomy 

The  anterior  scalene  muscle  arises  from  the 
transverse  processes  of  the  third,  fourth,  fifth,  and 
sixth  cervical  vertebrae.  It  courses  almost  di- 
rectly downward  to  be  inserted  on  the  scalene 
t ubercle  at  the  upper  inner  surface  of  the  first  rib. 
At  each  level  from  the  fourth  to  the  seventh  cervi- 
cal segments  a branch  is  supplied  to  innervate  the 
muscle.  The  subclavian  artery  lies  within  an 
acute  angle  formed  by  the  scalenus  anticus  mus- 
cle and  the  first  rib.  The  subclavian  vein  lies  in 
front  of  the  muscle  and  in  the  space  between  the 
first  rib  and  clavicle.  A triangle  is  formed  with 
the  rib  as  a base,  the  scalenus  anticus  muscle  in 
front  and  the  scalenus  medius  behind,  the  subcla- 
vian artery  and  brachial  plexus  contained  within 
the  triangle.  Cogswell  has  described  this  triangle 
as  a contractile  sphincter.6  Spasm  or  shortening 
of  the  scalenus  anticus  muscle,  therefore,  would 
cause  compression  of  the  contents  of  this  triangle 
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which  include  the  subclavian  artery  and  brachial 
plexus.  In  rare  instances,  the  subclavian  vein 
may  pass  behind  the  anterior  scalene  muscle  and 
be  included.  Also,  the  cervical  sympathetics  may 
be  involved.  These  structures  may  be  involved 
singly  or  in  combination,  producing  a confusing 
picture  of  pain  and  tenderness. 

Gage  directs  attention  to  the  dissections  of 
Swank  and  Simeone  in  which  they  found  that  the 
cervical  nerves  from  the  fourth  to  seventh  cervi- 
cal vertebrae  became  progressively  larger  and 
that,  as  they  passed  from  their  respective  for- 
amina to  the  tip  of  the  transverse  process,  they 
traversed  a groove  which  was  covered  by  the 
tendons  of  the  anterior  scalene  muscle  at  each 
level.6'7  From  above  downward,  as  each  nerve  be- 
comes larger,  it  becomes  more  prominent  in  its 
groove  and  contacts  the  tendon  more  closely  so 
that  tension  in  this  area  could  possibly  cause 
nerve  pain. 

As  time  passed  and  experience  developed,  dif- 
ferences of  opinion  were  expressed  concerning  the 
incidence  of  this  syndrome.  While  many  investi- 
gators feel  that  it  is  common,  others  feel  that  it  is 
not.  Dissenting  opinion  has,  no  doubt,  developed 
because  of  failure  to  obtain  relief  by  various  thera- 
peutic measures  including  transection  of  the  mus- 
cle. Nachlas,  for  example,  after  observation  of 
patients  who  still  suffered  pain  following  scalen- 
otomy,  expressed  the  view  that  this  syndrome  was 
caused  by  lesions  of  the  cervical  spine  and  not  by 
a spastic  scalene  muscle.8  In  another  group  of 
cases,  Semmes  and  Murphy  reported  that  rup- 
tured intervertebral  disks  of  the  cervical  spine  had 
been  mistaken  for  hypertrophic  arthritis  of  the 
cervical  spine,  bursitis,  brachial  plexus  neuritis, 
angina  pectoris,  and  coronary  occlusion,  as  well 
as  scalenus  anticus  syndrome.9 

The  areas  of  pain  which  develop  in  this  syn- 
drome present  problems  in  differential  diagnosis. 
For  example,  it  may  cause  pain  in  the  arm,  chest, 
and  shoulder  girdle  which  simulates  the  pain  of 
coronary  artery  disease  or  other  forms  of  intra- 
thoracic  pathology;  it  may  cause  pain  in  the 
neck,  lower  chest,  and  scapular  regions  simulat- 
ing the  pain  of  gallbladder  disease;  it  may  cause 
pain  in  the  upper  chest  and  hand  simulating  a 
superior  sulcus  tumor,  or  it  may  cause  pain  simu- 
lating phrenic  nerve  irritation. 

Symptoms 

The  patient  may  complain  of  pain  in  the  shoul- 
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der  girdle,  chest,  axilla,  or  upper  extremity  in  any 
or  all  areas.  This  is  often  associated  with  numb- 
ness and  tingling  of  the  fingers  and  weakness  of 
the  grip.  The  greatest  intensity  of  pain  is  not 
necessarily  referred  to  the  arm  or  hand.  It  may 
be  in  the  paravertebral  region  in  the  area  of  the 
first  and  second  dorsal  level,  the  neck,  thesupra- 
or  infraclavicular  region,  or  the  axilla.  Not  in- 
frequently, there  is  associated  occipital  pain  and 
tenderness.  There  is  often  a sensation  of  weight 
or  heaviness  of  the  entire  extremity.  This  sensa- 
tion may  be  so  severe  that  the  patient  often 
states  that  it  feels  as  though  the  arm  is  going  to 
“drop  off.”  The  patient  may  complain  of  a cold 
hand. 

Paresthesias  may  affect  the  ulnar  or  radial  por- 
tion of  the  arm  and  hand,  or  the  entire  hand  may 
be  involved.  Although  numbness  is  a frequent 
complaint,  anesthesia  is  not  commonly  demon- 
strable. In  mild  cases,  there  may  be  little  or  no 
pain,  just  a sensation  of  heaviness  sometimes 
associated  with  paresthesia.  Elevation  of  the 
arm  above  the  head  may  or  may  not  give  relief  of 
pain.  Use  of  the  arm  which  requires  sustained 
elevation  may  cause  severe  pain.  Examples  are 
sweeping,  shaving,  or  painting. 

There  are  several  signs  which  suggest  the  pres- 
ence of  a scalene  syndrome.  These  may  be  enu- 
merated as  follows: 

1.  Fullness  of  the  supraclavicular  space. 

2.  Tenseness  of  the  scalene  muscle  only  on  the 

painful  side. 

3.  Reflexes  may  be  diminished,  absent,  or  nor- 
mal. 

4.  The  grip  is  poor. 

5.  Arterial  amplitude  and  pressure  changes 
take  place  with  deep  breathing  and  extension  and 
rotation  of  the  cervical  spine. 

6.  Reduced  skin  temperature  of  the  hand  may 
be  present. 

7.  Forcing  the  head  back  and  away  from  the 
painful  side  may  cause  increased  pain. 

'8.  Rarely,  there  may  be  increased  skin  tem- 
perature, causalgic  areas  on  the  dorsum  of  the 
lower  arm  and  wrist,  prominent  veins,  and  thick- 
ened fingers.  These  signs  are  characteristic  of 
pressure  upon  the  subclavian  vein. 

9.  Compression  of  the  anterior  scalene  mus- 
cle just  above  the  clavicle  causes  intensified  pain 
and  distress  as  compared  to  pressure  on  the  non- 
painful side.  In  this  test,  the  thumb  is  placed 
about  an  inch  above  the  clavicle  forcing  the  pos- 
terior border  of  the  sternocleidomastoid  muscle 
medially.  Pressure  is  produced  on  the  scalenus 
muscle  of  the  nonpainful  side.  Comparison  on 
the  painful  side  is  then  made.  In  all  cases,  the 
tenderness  is  much  greater  on  the  affected  side, 
and  the  continued  pressure  intensifies  the  pain 
and  distress. 


Although  the  maneuver  eliciting  the  latter  sign 
has  been  regarded  as  a- good  presumptive  test,  it 
appeal  s to  be  unreliable  and  may  be  compared  to 
the  straight  leg  raising  test  for  sciatic  pain.  It 
confirms  the  presence  of  pain  along  a certain  path- 
way but  does  not  give  us  a definite  diagnosis. 
The  compression  test  will  also  give  a positive  re- 
sponse in  cases  of  ruptured  cervical  disk,  osteo- 
arthritis of  the  cervical  spine,  or  in  other  lesions 
which  irritate  components  of  the  brachial  plexus. 
The  pain  is  probably  due  to  pressure  or  traction 
upon  the  nerves.  With  a spastic  scalene  muscle 
this  response  can  easily  be  mistaken  for  that  of  a 
primary  scalene  syndrome. 

I believe  that  inability  to  obtain  relief  in  these 
cases  by  surgical  intervention  has  mainly  been 
caused  by  a failure  to  distinguish  between  the  pri- 
mary and  secondary,  or  reflex,  types  of  anterior 
scalene  syndrome. 

A primary  scalene  syndrome  is  one  in  which 
symptoms  originate  and  are  due  to  an  intrinsic 
disturbance  of  the  anterior  scalene  muscle,  spasm, 
hypertrophy,  or  myositis  often  due  to  trauma.  A 
secondary  scalene  syndrome  may  be  defined  as 
one  in  which  symptoms  are  due  to  reflex  spasm  of 
the  anterior  scalene  muscle  caused  by  irritation  of 
structures  in  the  shoulder  girdle  or  by  disturb- 
ance of  segments  which  innervate  these  struc- 
tures. It  is  extremely  important  that  the  two 
types  be  distinguished  by  clinical  methods  before 
attempting  surgical  procedures.  The  primary 
type  will  obtain  complete  relief  with  procaine  in- 
jection and  surgery,  but  the  secondary  or  reflex 
type  will  obtain  only  partial  relief.  Yet  the  signs 
and  symptoms  presented  by  each,  may,  in  certain 
instances,  be  identical. 

Among  the  lesions  which  may  cause  reflex  sca- 
lene spasm  are  intraspinal  space  taking  and  inflam- 
matory lesions  of  the  cervical  spine;  radiculitis  of 
the  fourth  to  seventh  cervical  nerve  roots;  malig- 
nancy of  the  cervical  spine;  disease,  trauma,  or 
inflammation  in  or  about  the  shoulder  joint,  and 
disease,  trauma,  or  inflammation  of  skeletal 
structures  supplied  by  the  fourth  to  seventh  cervi- 
cal segments  including  the  central  diaphragm  and 
the  pericardium.  Interesting  phenomena  are  the 
reflex  scalene  syndromes  which  may  follow  coro- 
nary thrombosis. 

Several  observers  have  mentioned  the  fact  that 
a reflex  scalene  contracture  may  take  place  due  to 
irritation  of  skeletal  structures  of  the  shoulder 
girdle  or  by  irritation  of  nerves  which  supply  these 
structures.  Such  a secondary  or  reflex  scalene 
syndrome  causes  a superimposed  or  overlapping 
pain  picture  upon  the  original  lesion,  often  mask- 
ing the  focus  of  pain.  In  1939  Bishop  cited  in  de- 
tail one  of  11  oases  in  which  a calcified  supraspi- 
natus  tendinitis  caused  a reflex  scalene  syndrome 
with  typical  symptoms,  including  spasm  and  ten- 
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derness  on  pressure  and  changes  in  oscillometric 
readings  with  sensory  and  temperature  changes.10 
The  swelling  of  the  hand,  pain  in  the  arm,  and 
sensory  changes,  as  well  as  the  fullness  and  ten- 
derness in  the  region  of  the  left  scalenus  anticus 
muscle,  disappeared  within  a few  hours  after  the 
operation  and  did  not  return. 

In  many  instances,  the  reflex  contracture  ap- 
pears to  cause  signs  and  symptoms  which  are 
identical  to  those  of  a primary  scalene  syndrome. 
There  may  be  fullness  of  the  supraclavicular 
space  with  a tense  tender  scalene  muscle,  and  the 
grip  is  weakened.  Pain,  numbness,  and  tingling 
of  arm  and  hand  may  be  typical;  the  patient  may 
obtain  relief  by  elevation  of  the  arm.  There  may 
be  changes  in  arterial  amplitude  and  manual 
compression  of  the  lower  end  of  the  scalene  mus- 
cle which  causes  intensified  pain  and  distress.  At . 
times,  the  pain  from  the  reflex  scalene  contracture 
is  of  greater  intensity  than  that  of  the  original 
source  of  stimulus,  so  that,  in  spite  of  the  fact  that 
typical  signs  are  present,  we  cannot  be  sure 
whether  we  are  dealing  with  a primary  or  second- 
ary syndrome  in  all  patients.  If  surgery  is  done 
at  this  point  without  further  investigation,  the 
patient  may  fail  to  obtain  relief. 

At  the  present  time,  the  most  dependable 
method  of  differentiation  appears  to  be  the 
test  originally  introduced  by  Gage  in  1939.6 
This  consisted  of  an  injection  of  the  anterior  scal- 
ene muscle  using  5 cc.  of  1 per  cent  novocain, 
taking  care  not  to  infiltrate  the  phrenic  nerve  or 
brachial  plexus  and  wraiting  five  to  ten  minutes 
for  relief  of  pain.  Others  have  used  as  much  as 
10  cc.  After  applying  this  method  for  a period  of 
time,  anesthesia  of  the  sympathetics  as  wrell  as 
partial  anesthetization  of  the  brachial  plexus  were 
not  infrequently  encountered,  thus  nullifying  the 
test.  In  order  to  lessen  the  incidence  of  brachial 
plexus  and  sympathetic  anesthesia  following  the 
injection,  the  technic  was  modified.  Instead  of 
5 cc.  of  the  1 per  cent  novacaine,  l*/2  to  2 cc.  was 
injected,  and  we  attempted  to  localize  the  muscle 
infiltration  more  accurately.  A %-  to  Winch 
needle  is  used  to  prevent  too  great  a depth  of  in- 
jection. The  time  element  is  reduced  to  three 
minutes.  It  is  possible  in  most  instances,  by 
forcing  the  clavicular  insertion  of  the  sternocleido- 
mastoid medially,  to  isolate  the  lower  portion  of 
the  scalene  anticus  muscle  between  two  fingers  so 
that  it  can  be  directly  infiltrated.  The  technic  of 
this  procedure  is  as  follows: 

The  patient’s  head  is  brought  to  the  painful 
side  to  relax  the  sternocleidomastoid  muscle.  The 
clavicular  insertion  of  the  sternocleidomastoid 
muscle  is  pushed  medially,  at  the  same  time  forc- 
ing the  fingers  inward  and  downward.  The  pa- 
tient is  instructed  to  take  a deep  breath  and  hold 
it.  As  inspiration  takes  place,  the  scalene  muscle 


can  be  felt  to  tighten.  The  muscle  is  straddled  by 
two  fingers  and,  at  the  same  time,  the  head  is 
tilted  toward  the  opposite  side  and  slightly  re- 
tracted. The  fingers  are  forced  inward  on  either 
side  of  the  muscle,  so  that  the  pressure  causes  the  j 
muscle  to  bulge  forward.  A %-  to  Winch  i 
needle  is  inserted  between  the  fingers  directly 
into  the  belly  of  the  muscle,  and  iy2  to  2 cc.  of 
2 per  cent  procaine  are  injected.  In  patients  with 
short,  heavy  necks  or  with  a tight  sternocleido- 
mastoid muscle,  it  is  not  always  easy  to  separate 
the  anterior  scalene  muscle  so  that  it  can  be  ac- 
curately infiltrated.  It  may  be  necessary  to  in- 
ject these  cases  on  more  than  one  occasion  in  order 
to  satisfy  oneself  that  a satisfactory  infiltration 
has  been  made. 

In  primary  cases,  the  response  is  rapid  and  dra-  j 
matic.  The  patient  loses  the  heavy  sensation,  the 
pain  disappears,  the  tingling  stops,  and  the  grip  is 
restored  to  normal — all  within  a matter  of  min- 
utes. 

It  is  the  immediate  effect  following  injection 
which  determines  whether  or  not  a primary  syn- 
drome is  present.  If  the  pain  disappears  com- 
pletely within  a three-minute  period  without  signs  | 
of  sympathetic  or  brachial  plexus  anesthesia,  a 
primary  syndrome  may  be  suspected.  The  more 
rapidly  pain  disappears,  the  more  likely  it  is  that  I 
a primary  condition  exists.  In  addition  to  this,  \ 
it  is  important  that  a re-examination  be  made  the  ] 
moment  the  patient  states  that  the  pain  is  re- 
lieved. Deep  pressure  or  percussion  over  the  cer- 
vical spinous  processes  with  a hard  rubber  ham-  i 
mer  often  elicits  acute  tenderness  in  the  lower  cer- 
vical spine.  If  the  patient  has  considerable  relief 
of  the  pain  following  the  injection  and  these  ten- 
der points  are  found,  or  if  pain  develops  on 
flexion,  extension,  or  rotation  of  the  spine  during 
the  relief  period,  one  should  be  suspicious  of  a 
lesion  in  the  lower  cervical  spine  and  not  conclude  j 
that  the  condition  is  one  of  a primary  scalene  | 
syndrome.  It  is  better  to  wait  and  note  the  effect  j 
of  a series  of  infiltrations  and  observe  whether  or 
not  pain  completely  disappears  following  each 
infiltration  or  whether  it  disappears  to  a certain 
degree.  Rotation  of  the  neck  is  not  sharply  limi- 
ted by  a painful  catch  to  either  side  when  a pri-  I 
mary  scalene  syndrome  is  present.  This  is  i 
usually  due  to  other  pathology  in  or  around  the  | 
cervical  vertebra.  A scalene  syndrome  does  not 
cause  stiffness  of  the  cervical  spine.  Painful  or 
limited  motion  of  the  shoulder  joint  is  not  caused  i 
by  a primary  scalene  syndrome. 

Although  Gage  first  suggested  a differential 
diagnostic  injection  in  1939,  Kaplan,  in  1941,  was 
the  first  to  recommend  repeated  procaine  infiltra- 
tion as  a form  of  therapy.0,11  The  best  conservative 
treatment  of  a primary  scalene  syndrome  is  re-  | 
peated  procaine  infiltration.  Postural  correction 
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and  physical  therapy  are  of  additional  value.  If, 
after  four  treatments,  sustained  relief  is  not  ob- 
tained, the  muscle  should  be  transected.  If  prog- 
ress is  made,  injections  maybe  continued.  If  prog- 
ress becomes  stationary,  the  amount  of  residual 
pain  should  be  the  guide  for  surgery.  Over  80 
per  cent  of  patients  will  obtain  clinical  relief  of 
pain  by  repeated  infiltration.  These  figures  are 
in  accord  with  Hansson  who  states  that  only  15 
to  20  per  cent  require  surgery. 12  His  patients  were 
treated  by  postural  correction  and  physical  therapy. 

In  a secondary  scalene  syndrome,  the  muscle 
should  not  be  sectioned.  Infiltration  of  the  mus- 
cle will  give  only  partial  relief.  Search  must  be 
made  for  the  underlying  lesion.  X-ray  studies 
should  be  made  of  the  cervical  spine,  upper  dorsal 
spine,  scapula,  chest,  and  shoulder  joint. 

There  is  no  doubt  that  in  certain  patients  the 
differential  procaine  test  may  fail  to  give  the  de- 
sired information.  In  these  instances  the  failure 
could  be  due  to  anatomic  variations.  For  ex- 
ample, pain  has  been  reported  due  to  compression 
of  a nerve  root  by  a scalenus  minimus  muscle.  In 
another  patient  the  lateral  edge  of  the  cervical 
fascia  became  thickened  and  hardened  and  com- 
pressed the  third  portion  of  the  subclavian  artery, 
and  the  patient  obtained  no  relief  until  this  fascia 
was  released.  Anomalies  of  the  first  rib  have 
been  reported  as  causing  compression  and  irrita- 
tion. It  is  conceivable  that  edema  due  to  com- 
pression, involving  either  the  nerves  or  other 
structures  which  might  produce  pain,  could  not 
subside  in  the  short  time  required  to  produce  the 
anesthesia  and  release  of  the  anterior  scalene  mus- 
cle. However,  all  of  these  variations  do  not  ap- 
pear to  be  common,  since  in  most  instances  of 
what  appeared  to  be  anterior  scalene  syndrome 
we  were  able  to  obtain  immediate  relief  of  the 
symptoms.  This  relief,  of  course,  does  not  always 
apply  to  those  cases  in  which  there  is  direct  com- 
pression, such  as  a cervical  rib  or  where  there  is 
vascular  compression  due  to  narrowing  of  the 
costoclavicular  space.  The  rapidity  and  degree  of 
relief  depends  on  factors  causing  the  compres- 
sion and  on  the  rigidity  and  fixation  of  the  struc- 
tures involved.  In  one  instance,  a patient  ob- 
tained complete  relief  following  infiltration  of  the 
anterior  scalene  muscle,  and  we  would  have  pre- 
sumed that  this  was  an  anterior  scalene  syndrome 
had  we  not  felt  a nodule  behind  the  muscle  which 
proved  to  be  a metastatic  lesion  due  to  a primary 
growth  in  the  lung.  Unless  signs  of  vascular 
compression  or  changes  in  arterial  amplitude  are 
marked,  they  do  not  appear  to  be  of  positive 
value.  These  changes  appear  to  be  of  more  value 
if  found  in  the  rest  position.  In  many  instances 
one  can  produce  a decrease  in  the  pulse  volume  in 
patients  who  do  not  suffer  pain  by  applying  the 
various  maneuvers  which  are  supposed  to  be 


diagnostic  of  the  scalenus  anticus  syndrome. 
Those  cases  in  which  anatomic  variations  have 
produced  the  symptoms  which  cannot  be  released 
by  a scalene  infiltration  cannot  be  accurately 
diagnosed  until  these  structures  have  been  ex- 
posed and  the  points  of  compression  observed. 
Surgery  of  this  type  is,  of  course,  exploratory. 
One  cannot,  therefore,  be  sure  at  all  times  that  a 
scalenus  anticus  syndrome  does  exist,  except  in 
those  forms  where  it  is  actually  due  to  spasm 
which  is  released  by  anesthesia. 

Simulation  of  Anterior  Scalene  Syndrome 

Narrowing  of  the  costoclavicular  space  which 
compresses  the  subclavian  vessels  produces  symp- 
toms identical  to  those  of  a scalene  syndrome. 
Injection  of  the  muscle  gives  no  relief.  Resection 
of  the  portion  of  the  first  rib  underlying  the  sub- 
clavian vessels  may  be  necessary  to  effect  a cure. 

Pain  in  the  elbow  region  due  to  an  external 
epicondylitis  and  extensor  tendinitis  is  often  as- 
sociated with  subjective  numbness  and  tingling  in 
the  fingers.  The  epicondyle  is  tender  to  pressure, 
and  rolling  the  tendons  under  the  examining 
finger  often  causes  reflex  paresthesia  to  the  hand. 
This  pain  may  be  aggravated  by  asking  the  pa- 
tient to  grasp  a large  object  with  all  the  fingertips 
and  squeeze  hard.  This  causes  pain  in  the  elbow 
region  and  extensor  tendons  below.  Infiltration 
of  the  acute  tender  points  at  and  below  the  epi- 
condyle with  3 to  5 cc.  of  2 per  cent  procaine  often 
causes  disappearance  of  pain  and  paresthesia, 
depending  upon  the  accuracy  of  infiltration. 

Pain  in  the  shoulder  girdle  and  lower  arm  is 
often  due  to  reflex  radiation  which  has  its  ori- 
gin in  the  infraspinatus  fossa.  The  trigger  point 
is  about  3.5  cm.  below  the  midspine  of  the  scap- 
ula. Pressure  and  rolling  with  the  finger  often 
reproduces  and  intensifies  the  painful  radiation  to 
the  shoulder  and  arm.  This  point  should  not  be 
labeled  as  a fibrositic  deposit,  as  it  is  constant  in 
its  location.  We  believe  that  it  is  the  branch  of 
the  suprascapular  nerve  which  supplies  the  infra- 
spinatus muscle — a Vallieux  point.  This  point  is 
located  and  infiltrated  with  procaine  by  passing 
the  needle  down  until  contact  is  made  with  the 
scapula.  Three  cubic  centimeters  are  injected. 
The  needle  is  withdrawn  slightly,  and  another  3 
to  5 cc.  are  injected.  This  syndrome  may  exist 
alone  or  is  found  in  conjunction  with  other  shoul- 
der lesions. 

Brachialgia  statica  paresthetica  is  a condition 
due  to  a mechanical  irritation  of  the  lower  cord  of 
the  brachial  plexus  which  causes  numbness  and 
tingling  in  one  or  both  hands.  There  is  usually  no 
pain.  This  syndrome  may  simulate  a scalene 
syndrome.  Any  pathology  which  causes  inflam- 
mation or  compression  of  the  subclavian  vessels 
or  the  brachial  plexus  or  any  lesions  of  the  shoul- 
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der  girdle,  including  the  cervical  and  upper  dorsal 
spine,  may  produce  pain  simulating  an  anterior 
scalene  syndrome. 

None  of  the  preceding  conditions  which  simu- 
late an  anterior  scalene  syndrome  are  relieved  by 
a diagnostic  infiltration  of  the  muscle. 

The  mere  fact  that  an  examination  is  made  in 
search  of  a scalene  syndrome  makes  us  aware  of 
segments  and  structures  which  may  be  directly  or 
reflexly  involved.  In  reflex  syndromes,  the  diag- 
nostic injection  is  of  great  value  because  it  erases 
the  overlap  of  the  scalene  picture  and  allows  bet- 
ter localization  of  the  original  point  of  stimula- 
tion. In  certain  instances  where  two  lesions 
exist,  one  overlapping  the  other,  it  is  impossible 
to  arrive  at  a correct  diagnosis  without  use  of  this 
procedure. 

Summary 

It  is  not  the  purpose  of  this  paper  to  imply  that 


an  accurate  diagnosis  of  scalenus  anticus  syn- 
drome cannot  be  made  without  the  use  of  a diag- 
nostic injection.  However,  I believe  that  the  use 
of  this  technic  will  prevent  a considerable  percent- 
age of  failures  in  diagnosis  and  surgeiy  and  will 
give  us  one  more  effective  means  of  therapy. 
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REAWAKEN1N G OF  CHRISTIAN  FAITH  NEEDED 


To  combat  the  insidious  encroachment  of  Godless 
and  destructive  ideologies  into  our  land,  there  must 
be  a reawakening  of  Christian  faith.  A people  with- 
out belief  in  a Supreme  Being  cannot  long  endure. 
Marx  in  Das  Kapital  wrote,  “The  democratic  con- 
cept of  man  is  false  because  it  is  Christian.  The 
democratic  concept  holds  that  . . . each  man  is  a 
sovereign  being.  This  is  the  illusion,  dream  and 
postulate  of  Christianity.”  Over  250  years  ago  Wil- 
liam Penn  said:  “Those  people  who  are  not  gov- 

erned by  God  will  be  ruled  by  Tyrants.” 

The  preservation  of  freedom  in  our  country  is 
everybody’s  job.  It  is  not  unusual  to  hear  physi- 
cians say,  “Well,  what  can  I do?”  There  is  no  dis- 
tinction between  John  Smith,  M.D.,  and  John 
Smith,  citizen.  The  unfortunate  tendency  of  mem- 
bers of  our  profession  to  become  self-centered,  iso- 
lating themselves  from  community  activities,  has 
deprived  their  neighbors  of  wise  counsel  and  allowed 
do-gooders  and  social  reformers  to  carry  on  programs 
which,  distasteful  to  our  profession,  are  mere  step- 
pings! ones  to  a complete  surrender  to  foreign  ideolo- 
gies ultimately  resulting  in  destruct  ion  of  freedom. 


It  requires  more  than  lip  service.  Great  demands 
null  be  made  upon  your  time  and  energy.  Is  it 
worth  it?  If  you  believe  that  you  can  influence  and 
help  your  fellow  Americans  in  the  field  of  education, 
government,  labor-management,  newspapers,  books, 
and  radio,  and  strengthen  those  principles  which  we, 
as  Americans,  hold  dear  and  which  mean  so  much  to 
you  now,  and  which  should  guide  your  children  in  a 
happy,  prosperous  and  God-loving  world  in  the  fu- 
ture, it  is  your  privilege  and  duty  to  act  now.  Should 
you  be  lax  in  your  duty  or  indifferent  to  the  chal- 
lenge, it  might  be  well  to  recall  the  words  of  President 
William  McKinley  when  he  said:  “Our  strength  rests 
in  our  patriotism.  Peace  and  order  and  security  and 
liberty  are  safe  so  long  as  love  of  country  burns  in  the 
hearts  of  the  people  . . . liberty,  my  fellow  citizens,  is 
responsibility,  and  responsibility  is  duty,  and  that 
duty  is  to  preserve  the  exceptional  liberty  we  enjoy 
within  the  law  and  for  the  law  and  by  the  law." — 

From  an  address  bp  Dr.  Joseph  II.  Howard , Bridge- 
port, Connecticut,  at  the  Annual  Conference  of  Stale 
Society  Presidents,  Chicago,  J une  20,  101,8 


ELECTRONARCOSIS  IN  PSYCHIATRIC  THERAPY 

Bernard  L.  Pacella,  M.D.,  New  York  City 

(From  the  New  York  Slate  Psychiatric  Institute  and  the  Westhill  Sanitarium ) 


SINCE  the  introduction  by  Cerletti  and  Bini 
in  1938  of  the  electrical  method  of  producing 
therapeutic  convulsions  in  psychiatric  patients,  a 
number  of  variations  of  the  electrical  characteris- 
tics of  the  stimulating  current  have  been  devel- 
oped and  employed  in  clinical  practice.1  The 
reasons  for  the  attempts  to  alter  the  electrical 
characteristics  of  the  current  used  in  shock  treat- 
ment may  be  briefly  summarized  as  follows:  (1) 
to  increase  the  therapeutic  effect  of  electric  shock 
treatment;  (2)  to  employ  the  least  amount  of 
electrical  energy  which  would  be  compatible  with 
the  maximum  therapeutic  effect;  (3)  to  produce 
the  least  amount  of  cerebral  pathologic  change 
and  fewest  undesirable  complications,  and  (4)  to 
minimize  confusion  and  memory  disturbance  in 
the  patient. 

Changes  in  the  electrical  characteristics  of  any 
stimulating  current  may  involve  changes  or  varia- 
tions in  the  following: 

1.  The  wave  form,  e.g.,  rectangular  waves, 
variations  of  the  sine  wave,  and  spike  pul- 
ses. 

2.  The  duration  of  the  individual  wave  or 
pulse. 

3.  The  frequency  (rate  of  occurrence  per  sec- 
ond) of  the  waves  or  pulses. 

4.  The  peak  voltage  of  the  waves  or  pulses 
(“amplitudes”). 

5.  The  use  of  unidirectional  waves  or  pulses 
(rectification  of  alternating  current). 

6.  Combinations  in  differing  degrees  of  the 
above  variations. 

7.  Variations  in  the  total  time  of  application 
of  the  applied  stimulus  with  usually  corres- 
ponding inverse  variations  in  the  strength 
of  the  current  applied. 

It  is  obvious  that  many  varieties  of  alterations 
of  electrical  characteristics  can  be  employed.  The 
Cerletti-Bini  technic  is  the  original  form  of  elec- 
trical stimulus  and  utilizes  unmodified  sine  wave 
current  alternating  at  a rate  of  50  or  60  cycles  per 
second,  which  is  the  common  type  of  A.C.  house 
current.  Most  of  the  shock  treatment  units  still 
in  clinical  usage  and  still  being  manufactured  em- 
ploy this  type  of  current.  There  are  two  general 
types  of  apparatus  constructed  to  deliver  this 
current,  one  which  applies  a predetermined  volt- 
age to  the  head  and  one  which  delivers  a predeter- 
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mined  current  which  remains  constant  over  large 
changes  in  electrical  resistance  of  the  head. 

Most  apparatus  is  constructed  so  that  a prede- 
termined voltage  is  applied  to  the  head  between 
bitemporal  or  vertex-temporal  electrodes.  The 
voltage  generally  may  be  any  value  from  90  to 
130  volts,  while  the  duration  of  stimulus  varies 
from  one-tenth  to  four-tenths  second.  The  cur- 
rent traveling  between  the  electrodes  applied  to 
the  head  has  generally  varied  from  300  to  1,000 
milliamperes  and  is  not  a constant  value.  This 
is  the  type  of  stimulating  current  that  Cerletti 
and  Bini  employed. 

Apparatus  which  employs  a predetermined  con- 
stant current  as  the  stimulating  current  to  pro- 
duce the  usual  convulsive  treatment  is  a some- 
what later  development  wherein  the  current  is 
maintained  at  a constant  level  during  the  treat- 
ment over  a reasonably  wide  range  of  impedance 
changes  in  the  tissues  between  the  electrodes. 
These  usually  deliver  a lower  current  (up  to  a 
maximum  of  300  milliamperes)  than  the  fixed 
voltage  apparatus.  Because  of  the  lower  current, 
which  can  be  regulated,  a more  prolonged  time 
factor  is  utilized,  varying  from  five-tenths  to  five 
seconds,  for  the  production  of  the  ordinary  con- 
vulsive treatment. 

Electronarcosis  therapy  involves  a considerably 
longer  application  of  a predetermined  constant 
current  of  the  sine  wave  type  for  a minimum  total 
period  of  four  minutes.  This  method  of  treat- 
ment was  developed  chiefly  by  Tietz  et  al.  in  Cali- 
fornia in  1945  and  1946,  although  considerable 
experimental  work  with  electrical  narcosis  in  ani- 
mals had  been  conducted  since  the  early  1930’s  by 
Van  Harreveld,  Wiersma,  and  associated  investi- 
gators.2-7 An  initial  current  varying  from  160  to 
200  milliamperes  (which  is  considerably  lower  than 
that  employed  in  ordinary  electric  shock  therapy) 
is  applied  by  bitemporal  electrodes  for  the  first  ten 
to  thirty  seconds,  during  which  time  the  patient  re- 
mains in  a tonic  spasm.  The  upper  limbs  are 
usually  in  tonic  flexion  and  the  lower  limbs  in  ex- 
tensor spasm.  The  patient  is  usually  apneic.  Ini- 
tially, there  is  a short  cardiac  arrest  after  which  the 
heart  beats  slowly  and  often  irregularly.  At  the 
end  of  ten  to  thirty  seconds  the  current  is  dropped 
to  between  50  to  75  milliamperes  at  which  time  a 
short  clonic  phase  ensues.  Respirations  begin  in 
from  several  seconds  to  thirty  seconds  after  the 
end  of  the  clonic  phase,  and  as  soon  as  respiration 
is  well  established,  the  current  is  slowly  increased 
again  to  a maximum  of  about  125  milliamperes. 
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The  patient  frequently  develops  respiratory  stri- 
dor with  increase  in  current,  in  addition  to  occa- 
sional motor  restlessness.  In  many  instances,  the 
maximum  current  of  125  milliamperes  cannot  be 
obtained  because  of  the  marked  stridor  or  respira- 
tory arrest  of  the  patient,  and,  therefore,  a lowTer 
current  will  be  maintained  to  prolong  the  uncon- 
scious state  of  the  patient. 

It  might  appear  that  the  term  electronarcosis 
is  a misnomer  since  the  patient  actually  is  sub- 
jected to  a modified  form  of  convulsive  seizure  at 
the  onset  of  treatment.  The  difference  between 
this  seizure  and  those  obtained  by  the  use  of  the 
Cerletti-Bini  technic  is  that  the  present  one  con- 
sists primarily  of  a long  tonic  phase  of  ten  to 
thirty  seconds’  duration  followed  by  a very  short 
clonic  reaction.  The  subsequent  long  period  of 
unconsciousness  is  a “subconvulsive”  tonic  reac- 
tion rather  than  a true  narcotic  state  of  the  pa- 
tient. 

More  recently,  Tietz  introduced  the  “Gliss- 
ando”  technic  for  the  application  of  this  stimu- 
lating current ; instead  of  applying  the  peak  cur- 
rent initially,  there  is  a gradual  rise  from  zero  to 
the  peak  value  over  a period  of  one  second,  and 
then  the  peak  value  is  maintained  for  the  desired 
length  of  time  (ten  to  thirty  seconds).  This 
gradual  but  rapid  increase  of  current  tends  fur- 
ther to  minimize  the  severity  of  the  initial  mus- 
cular contraction  and  arching  of  the  spine  and 
thereby  lessens  the  possibility  of  fracture. 

Almost  a year  ago,  we  instituted  electronar- 
cosis therapy  at  the  New  York  State  Psychiatric 
Institute  and  the  Westhill  Sanitarium,  where  the 
great  majority  of  patients  have  been  treated. 
The  work  at  the  Psychiatric  Institute  was  con- 
ducted in  collaboration  with  Drs.  Horwitz  and 
Kalinowsky,  but  since  the  material  studied  thus 
far  at  the  Institute  has  been  so  small,  the  present 
report  is  based  almost  entirely  on  cases  treated  at 
the  Westhill  Sanitarium.  Most  of  these  patients 
had  been  subjected  to  previous  courses  of  electric 
convulsive  therapy  and/or  insulin  coma  therapy 
without  effect  or  with  temporary  effect. 

There  is  a total  of  45  patients,  12  of  whom  are 
men  and  33  women.  Thirty-nine  of  this  group 
were  diagnosed  as  dementia  precox,  three  as 
manic  depressive  psychosis,  and  three  as  involu- 
tional psychosis.  Of  the  39  schizophrenic  cases, 
nine  wrere  classified  as  being  the  paranoid  type, 
six  the  chronic  catatonic  type,  and  24  hebe- 
phrenic. The  number  of  treatments  administered 
to  each  patient  varied  from  a minimum  of  six  to  a 
maximum  of  32.  The  total  number  of  treatments 
administered  to  this  group  was  575  with  an  indi- 
vidual average  of  13  treatments.  The  degrees  of 
response  to  therapy  may  be  roughly  divided  into 
four  main  categories:  grade  A,  complete  remis- 


sion of  symptoms;  grade  B,  considerable  remis- 
sion of  symptoms  with  satisfactory  social  adjust- 
ment but  persistence  of  some  of  the  psychotic 
ideation  and  affect;  grade  C,  partial  remission  of 
symptoms  with  partial  improvement  in  social 
behavior  (mild  to  moderate  improvement),  and 
grade  D,  no  improvement. 

All  of  the  manic  depressives  and  involutional 
melancholias  exhibited  grade  A improvement. 
None  of  these  patients  showed  any  relapse  during 
a period  of  two  months  following  treatment. 

In  the  schizophrenic  group  all  paranoid  and  all 
catatonic  patients  exhibited  B or  C improvement 
at  some  time  during  or  immediately  after  treat- 
ment. This  improvement,  however,  was  only 
temporary  in  six  of  the  nine  paranoid  patients  and 
in  four  of  the  six  catatonic  cases;  they  exhibited 
return  of  symptoms  within  a period  of  one  month 
after  termination  of  treatment.  Of  the  24  hebe- 
phrenic cases,  19  were  substantially  or  moderately 
improved  (grades  B and  C),  while  five  of  the  pa- 
tients were  essentially  unchanged.  However,  13 
of  the  19  improved  patients  showed  relapse,  while 
the  remaining  six  cases  maintained  their  initial 
improvement.  Thus,  in  the  combined  dementia 
precox  group,  11  of  39  patients,  or  28  per  cent, 
were  substantially  improved  and  maintained  this  i 
improvement  for  a period  of  at  least  one  month 
following  treatment. 

However,  these  statistics  alone  may  be  some- 
what misleading  without  further  qualifying  the 
types  of  patients  with  which  wre  were  dealing 
They  included,  to  a large  extent,  those  patients 
who  had  been  ill  for  a considerable  period  of  time 
and  who  also  had  been  subjected  to  other  forms  ol 
shock  treatment,  such  as  the  ordinary  type  ol 
electric  shock  and  insulin  coma  therapy.  Seven 
of  the  patients  had  been  ill  for  over  ten  years,  and 
the  remainder  of  the  group,  with  three  exceptions, 
had  been  ill  for  periods  exceeding  one  year.  It  is 
noteworthy  that  all  of  the  cases  which  responded 
to  treatment  and  maintained  this  beneficial  re- 
sponse were  ill  for  less  than  five  years;  seven  of 
the  11  patients  had  been  ill  for  less  than  twc 
years.  The  time  duration  of  the  illness,  therefore, 
is  of  considerable  importance  in  obtaining  a good 
result.  Generally,  symptoms  were  considerably 
improved  after  three  or  four  electronarcosis  treat- 
ments, and  only  six  to  nine  treatments  were  re- 
quired for  the  depressive  disorders. 

A larger  number  of  treatments  had  to  be  given 
to  the  schizophrenic  patients,  the  hebephrenic 
group  receiving  the  greatest  average  number  pei 
patient. 

A very  striking  observation  noted  in  the  schizo- 
phrenic patients  was  the  remarkable  improve- 1. 
ment  which  some  appeared  capable  of  showing, 
even  when  the  illness  was  of  long  duration  and  it  ; 
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was  possible  that  the  patient  might  soon  relapse 
into  psychotic  behavior  when  “sustaining”  treat- 
ments were  not  given.  In  one  case  a woman,  aged 
twenty-six,  who  had  been  ill  for  about  ten  years 
and  diagnosed  as  dementia  precox  of  the  hebe- 
phrenic variety,  played  an  excellent  game  of  tennis 
for  the  first  time  since  the  onset  of  her  illness  after 
she  received  three  electronarcosis  treatments. 
However,  one  week  after  termination  of  her 
course  of  therapy  (20  treatments),  she  relapsed. 

No  serious  complications  such  as  fractures  were 
observed  in  our  series  of  patients,  although  rou- 
tine post-treatment  x-rays  were  not  taken.  Other 
complications,  such  as  post-treatment  confusion 
and  memory  loss,  were  somewhat  less  pronounced 
than  with  the  usual  electric  shock  treatments. 

As  regards  the  comparative  therapeutic  value 
of  electronarcosis  with  electric  shock  therapy,  it 
appears  to  have  definite  superiority  over  the  latter 
in  schizophrenic  psychoses  and  is  certainly  equally 
effective  in  the  affective  disorders.  However,  in 
the  latter  cases  which  respond  so  well  to  electric 
shock  therapy,  there  is  no  need  for  electro- 
narcosis. With  respect  to  insulin  therapy,  it 
is  our  impression  that  in  certain  instances  eiec- 
tronarcosis  has  been  definitely  superior.  The 
superiority  has  not  consisted  so  much  in  the  oc- 
currence of  permanent  improvements,  when  these 
patients  had  not  been  permanently  improved 
from  previously  administered  insulin  therapy,  but 
rather  in  the  greater  degree  of  improvement 
which  these  patients  showed,  as  contrasted  with 
their  responses  to  insulin.  In  these  cases,  after 
the  initial  course  of  electronarcosis  was  given, 
sustaining  treatment  at  the  rate  of  about  one 
treatment  per  week  was  administered  to  maintain 
improvement;  this  cannot  be  done  with  insulin 
coma  therapy. 


Although  we  should  not  be  too  hasty  to  substi- 
tute electronarcosis  in  place  of  insulin  therapy 
without  extensive  clinical  trial,  it  represents  a 
significant  step  forward  in  the  therapy  of  schizo- 
phrenic patients,  especially  of  the  paranoid  type, 
who  have  been  refractory  to  other  forms  of  shock 
therapy. 

If  electronarcosis  treatment  is  proved  to  be 
equally  as  effective  as  insulin  coma  treatment, 
which  Tietz  and  her  coworkers  claim,  it  would  be  of 
considerable  importance.  Insulin  treatment  is  a 
lengthy  treatment,  requires  a relatively  large 
force  of  trained  personnel,  and  the  number  of  pa- 
tients who  can  be  treated  is  greatly  limited  by  the 
shortage  of  bed  space  in  the  State  hospitals  and 
sanitariums.  The  electronarcosis  treatment  is  a 
controlled  treatment,  i.e.,  under  the  control  of 
the  physician  at  all  times,  and  can  be  terminated 
immediately  without  difficulties;  it  appears  to  be 
associated'  with  less  risk  and  fewer  complications 
than  insulin  treatment. 

Certainly,  regardless  of  the  future  outcome  of 
electronarcosis  treatment,  at  the  present  time  it 
provides  new  avenues  for  study  and  research  into 
the  treatment  of  the  psychoses. 
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MENINGITIS  LOSING  ITS  STING,  ARMY  RE 

Spinal  meningitis,  terror  of  World  War  T training 
camps,  lias  today  lost  much  of  its  menace,  according 
to  a report  by  Dr.  Worth  B.  Daniels  submitted 
through  the  Office  of  The  Surgeon  General  of  the 
Army,  in  the  Archives  of  Internal  Medicine. 

The  report  points  out  that  less  than  three  per  cent 
died  of  some  14,500  soldiers  treated  during  the  World 
War  II  period  for  this  once  almost  hopeless  infec- 
tion. The  remarkably  low  death  rate  was  due,  Dr. 
Daniels  said,  both  to  the  efficacy  of  sulfadiazine  and 
penicillin  in  controlling  the  infection  and  to  quicker 
diagnosis.  Early  diagnosis  and  the  prompt  use  of 
t he  drugs  can  usually  stop  the  spread  of  the  bacteria 
before  they  have  a chance  to  become  localized  in  the 
linings  of  spinal  cord  and  brain. 


IPO  RTS 

Altogether  there  were  about  300  deaths  from 
meningococcic  infection  in  World  War  II.  Approxi- 
mately ten  per  cent  of  these  died  before  t he  germ  had 
become  localized  in  the  nervous  system  tissues. 

The  war  experience,  Dr.  Daniels  says,  shows  that 
sulfadiazine  is  the  best  available  drug.  It  is  not  so 
effective  as  penicillin  against  the  bacteria  in  the 
blood  stream,  but  the  latter  drug  proved  to  have  one 
great  disadvantage. 

While  penicillin  circulates  t hrough  the  blood  stream 
freely,  it  does  not  get  into  the  cerebrospinal  fluid  in 
predictable  quantities  and  hence  cannot  be  relied 
upon  to  prevent  invasion  of  brain  and  spinal  cord 
tissues.  Sulfadiazine  enters  the  spinal  fluid  rapidly 
in  high  concentrations. 


AN  EVALUATION  OF  HYDRYLLIN  (DIPHENHYDRAMINE  AND 
AMINOPHYLLIN)  IN  THE  SYMPTOMATIC  TREATMENT  OF  ALLERGY 

Harry  Markow,  M.D.,  Samuel  Bloom,  M.D.,  and  Harry  Leibowitz,  M.D.,  Brooklyn, 
New  Ydrk 

{From  the  Department  of  Medicine,  Division  of  Applied  Immunology,  Beth-El  Hospital) 


THE  antihistamine  drugs  have  proved  of 
decided  value  in  the  treatment  of  various 
allergic  disorders.  It  is  generally  agreed  by 
various  investigators  that  the  most  satisfactory 
therapeutic  effects  have  been  noted  in  the  treat- 
ment of  hay  fever  and  urticaria,  successful  results 
having  been  reported  as  high  as  85  per  cent  in 
some  instances.1,2  The  most  popular  drugs  in 
use  have  been  benadryl  (diphenhydramine 
hydrochloride)  and  pyribenzamine  (tripellen- 
amine),  and  the  results  did  not  vary  greatly 
whether  one  product  or  the  other  was  used. 
So  great  has  been  the  popularity  of  these  chemical 
agents  that  many  patients  discarded  specific  ther- 
apy and  relied  entirely  upon  the  use  of  these 
drugs,  sometimes  with  disastrous  results. 

In  other  forms  of  allergic  disease  these  drugs 
have  generally  proved  to  be  disappointing,  al- 
though there  were  some  early  reports  of  success 
in  bronchial  asthma,  with  figures  running  as  high 
as  60  to  75  per  cent  good  results.3-5  Later  in- 
vestigators did  not  substantiate  these  early 
findings.  Feinberg  obtained  relief  in  12  per 
cent  of  50  cases  of  asthma  treated  with  benadryl 
and  in  28  per  cent  of  121  cases  treated  with  pyri- 
benzamine.6 Schwartz  and  Levin  reported  good 
results  in  eight  out  of  20  cases  of  asthma  (40 
per  cent)  treated  with  benadryl,  and  Lockey  in 
33  per  cent  of  21  cases  of  intractable  asthma 
treated  with  the  same  drug.2’7  Koelsche,  Prick- 
man,  and  Carryer  also  reported  benefit  in  only 
four  out  of  12  cases,  or  33  per  cent,  of  bronchial 
asthma  treated  with  benadryl.8  The  results 
of  therapy  with  benadryl  were  also  disappointing 
to  Todd,  who  noted  the  poor  results  obtained 
with  this  drug  in  the  treatment  of  bronchial 
asthma.9  It  is  possible,  of  course,  that  the 
mechanism  involved  in  the  asthmatic  attack  is 
not  the  release  of  histamine,  and  hence  the  failure 
of  antihistaminic  therapy. 

Some  of  the  failures  in  the  use  of  the  anti- 
histaminic drugs  may  have  been  due  to  the  high 
degree  of  side  reactions  occurring  during  the 
course  of  the  therapy.  This  very  often  necessi- 
tated the  discontinuance  of  the  drug  before  a 
satisfactory  trial  could  have  been  made.  These 
reactions  were  mild  in  some  patients  but  so  in- 
tense in  others  that  the  drug  was  discontinued 
after  the  first  dose.  Other  patients  were  able 
to  tolerate  the  drug  only  after  persisting  in  its 
use,  so  that  early  side  reactions  are  no  indication 


for  discontinuance  of  the  therapy.  Among  the 
common  side  reactions  noted  were  drowsiness, 
lassitude,  dizziness,  nervousness,  insomnia,  dry- 
ness of  the  mouth,  nose,  and  throat,  headache, 
palpitation,  dysuria,  nausea,  vomiting,  diarrhea, 
and,  at  times,  the  induction  of  an  attack  of 
bronchial  asthma.  The  incidence  of  these  re-  ) 
actions  has  varied  from  17  to  29  per  cent  with  | 
pyribenzamine.10’11  With  benadryl,  toxic  symp-  I 
toms  have  been  reported  in  50  to  60  per  cent  of  I 
the  patients  taking  the  drug.2’6 

Hydryllin,  produced  in  tablet  form,  is  a com- 
bination of  25  mg.  of  diphenhydramine  base  and 
100  mg.  of  aminophyllin.*  The  rationale  of  this 
combination  has  been  questioned  in  the  report  of 
the  Committee  on  Therapy  of  the  American 
Academy  of  Allergy,  since  the  drug  is  a combina- 
tion of  two  already  known  preparations,  and  it  is 
understood  that  these  drugs  can  be  prescribed  in- 
dividually.12 The  combination  of  these  two 
drugs  should  theoretically  be  beneficial  in  the 
treatment  of  bronchial  asthma  because  of  the 
well-known  therapeutic  effect  of  aminophyllin 
and  the  antihistaminic  effect  of  diphenhydramine 
(benadryl).  Furthermore,  the  stimulating  effect 
of  aminophyllin  on  the  central  nervous  system 
might  counteract  the  depressant  effects  of  bena- 
dryl, diminishing  or  avoiding  toxic  reactions.13 

It  is  the  purpose  of  this  paper  to  report  on  the 
use  of  Hydryllin  in  a group  of  81  cases  of  allergy, 
including  46  cases  of  bronchial  asthma.  At 
the  onset  it  was  decided  that  the  initial  dose 
would  be  one  tablet  to  be  taken  at  night,  I 
and  subsequently  the  dose  was  to  be  in- 
creased to  as  many  as  six  tablets  daily,  | 
depending  upon  the  therapeutic  effects  or  toxic  ] 
symptoms  encountered.  In  some  cases  even 
one  tablet  could  not  be  tolerated;  in  others, 
by  pushing  the  dose,  the  patient  could  tolerate 
three  to  six  tablets  daily;  and,  finally,  in  another 
group,  beneficial  results,  obtained  by  having 
pushed  the  dose  to  six  tablets  daily,  were  main-  j 
tained  on  a reduced  dosage  of  one  tablet  daily  I 
for  a period  of  time. 

From  Table  1 it  can  be  seen  that  in  a group  of 
hay  fever  cases,  14,  or  52  per  cent,  obtained 
definite  relief  (50  to  100  per  cent  amelioration  of  i 
symptoms)  with  Hydryllin.  In  some  cases 
relief  followed  immediately  after  the  first  use  of 

* Hydryllin  tablets  were  generously  supplied  by  G.  U. 
Scarlo  & Co.,  Chicago,  Illinois. 
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TABLE  1 


Diagnosis 

Cases 

No 

Relief 

Relief 

Per  cent 
Relieved 

Asthma 

36 

11 

25 

69 

Asthma,  hay  fever 

8 

3 

5 

62.5 

Asthma, perennial  aller- 
gic rhinitis 

2 

0 

2* 

100 

Hay  fever 

27 

13 

14 

52 

Perennial  allergic  rhin- 
itis 

6 

5 

1 

17 

Urticaria 

1 

i 

0 

0 

Allergie  bronchitis 

1 

i 

0 

0 

Total 

81 

34 

47 

58 

* Belief  of  asthma  only. 


the  drug,  but  in  other  cases  it  was  necessary  to 
increase  the  dose  to  three  to  six  tablets  daily. 
In  48  per  cent  of  the  cases  there  was  either  no 
relief  or  only  slight  relief  of  symptoms,  and  in 
one  case  the  patient  was  actually  worse,  with  the 
levelopment  of  a severe  headache  necessitating 
the  discontinuance  of  the  drug.  These  results 
in  the  treatment  of  hay  fever  are  not  so  satis- 
factory as  those  reported  with  other  antihis- 
taminic  drugs. 

In  eight  cases  of  hay  fever  complicated  by 
pollen  asthma,  five,  or  62.5  per  cent,  experienced 
good  results.  In  one  case  hay  fever  symptoms 
were  relieved  with  no  apparent  therapeutic 
effect  on  asthmatic  symptoms,  while  in  another 
ease  asthma  was  greatly  relieved,  but  with  no 
effect  on  hay  fever  symptoms. 

In  six  cases  of  perennial  allergic  rhinitis  the 
results  were  disappointing,  since  in  only  one  case 
was  there  any  relief  experienced  from  the  ad- 
ministration of  Hydryllin.  In  two  cases  of 
perennial  allergic  rhinitis  complicated  by  per- 
mnial  bronchial  asthma,  the  effect  of  Hydryllin 
was  excellent  on  the  asthmatic  symptoms,  but 
the  nasal  symptoms  were  not  relieved  at  all. 

While  in  this  group  there  are  not  a sufficient 
lumber  of  cases  of  urticaria  and  allergic  bron- 
:hitis  worthy  of  discussion,  the  results  in  our  two 
■ases  were  poor.  In  fact,  in  the  case  of  allergic 
)ronchitis  the  symptoms  were  fairly  well  con- 
rolled  by  the  administration  of  50  mg.  of  pyri- 
lenzamine  three  times  daily. 

However,  in  the  group  of  36  asthmatics  and 
on  asthmatics  complicated  by  or  complicating 
lasal  allergy,  the  results  were  decidedly  better 
han  have  been  experienced  to  date  with  other 
mtihistaminic  drugs.  It  is  acknowledged  that 
ecent  reports  in  the  literature  have  failed  to 
onfirm  the  earlier  reports  of  the  beneficial  effects 
'f  antihistaminic  drugs  in  the  treatment  of 
nonchial  asthma.  The  latest  figure  claimed  for 
lyribenzamine  is  26  per  cent  of  cases  of  brpn- 
hial  asthma  alleviated.14  Of  our  group  of  36 
latients  with  perennial  asthma,  25,  or  69  per 
ent,  were  definitely  improved  either  during  the 
cute  phase  of  the  asthmatic  attack  or  when  the 


drug  was  taken  daily  as  a preventative.  It  is  true 
that  new  drugs  often  prove  beneficial  to  asth- 
matics. The  continued  use  of  a drug  with  bene- 
ficial results  cannot  be  ignored.  In  some  of 
these  cases,  three  to  six  tablets  daily  were  neces- 
sary for  relief  of  symptoms,  yet  one  tablet  daily 
maintained  this  relief  for  as  long  as  five  months. 

In  eight  cases  of  asthma  with  seasonal  hay 
fever,  five,  or  62.5  per  cent,  were  relieved,  as  noted 
earlier  in  this  paper.  In  the  two  cases  of  asthma 
with  perennial  allergic  rhinitis,  both  were  re- 
lieved of  asthmatic  symptoms  without  any  effect 
on  the  nasal  symptoms.  Adding  these  ten  cases 
to  our  36  cases  of  uncomplicated  asthma,  we 
find  that,  out  of  a total  of  46  cases  of  asthma, 
32,  or  70  per  cent,  were  definitely  benefited  by  the 
administration  of  Hydryllin.  These  results  in 
the  use  of  Hydryllin  in  broncliial  asthma  have 
been  striking  and  somewhat  surprising,  since 
many  of  our  patients  have  received  either  bena- 
dryl  or  aminophyllin  previously  without  such 
beneficial  results. 

Toxic  Symptoms 

Of  the  81  patients  in  this  group,  30,  or  37  per 
cent,  experienced  71  toxic  reactions  of  varying 
severity.  In  13,  or  16  per  cent,  the  symptoms 
were  slight  and  were  ignored.  In  five,  or  6 
per  cent,  the  symptoms  were  moderate,  but  the 
drug  w'as  continued.  In  12,  or  15  per  cent  of  the 
group,  severe  reactions  requiring  the  discontinu- 
ance of  the  drug  occurred  after  the  first  dose  or 
after  the  administration  of  several  doses.  In 
some  cases,  reactions  to  one  tablet  three  times 
a day  were  overcome  and  tolerance  established 
by  pushing  the  dose  to  six  tablets  daily. 
In  a few,  reactions  after  the  first  few  doses 
disappeared  with  persistence  of  the  therapy. 
As  a rule,  when  the  toxic  symptoms  were  severe, 
the  patient  did  not  wait  for  instructions  to  dis- 
continue the  drug.  The  type  of  reaction  en- 
countered and  the  frequency  of  occurrence  are 
indicated  in  Table  2. 


TABLE  2. — Incidence  of  the  Occurrence  of  Toxic 
Symptoms 


Toxic  Symptom 

Occurrence 
(All  Degrees) 

Occurrence 

(Severe) 

Drowsiness 

17 

4 

Weakness 

11 

1 

Fatigue 

2 

0 

Headache 

7 

4 

Dizziness 

1 1 

7 

Nervousness 

8 

2 

Tremor 

1 

1 

Dry  mouth 

l 

1 

Nausea 

0 

5 

Urinary  frequency 

1 

1 

Burning  of  throat 

2 

1 

Belching 

1 

0 

Nasal  clogging 

1 

1 

Nocturia 

1 

1 

Flushes 

1 

0 

Total 

71  (30 

patients) 

29  (12 
patients) 
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Discussion 

From  the  evidence  presented  in  this  group  of 
81  cases,  it  can  readily  be  seen  that  the  chief 
value  of  Hydryllin  as  an  antihistamine  agent  will 
be  in  the  treatment  of  bronchial  asthma,  either 
alone  or  when  complicated  by  other  types  of 
allergy.  Our  results  with  Hydryllin  are  appar- 
ently better  than  those  reported  previously  with 
other  histamine  antagonists.  There  can  be  no 
question  as  to  the  value  of  aminophyllin  in  this 
combination,  yet  in  a good  number  of  our  cases 
the  effect  of  aminophyllin  alone,  given  previously, 
was  not  so  striking.  Our  figures  compare  favor- 
ably with  those  reported  by  the  Committee  on 
Therapy  of  the  American  Academy  of  Allergy 
with  a much  larger  series  of  cases.12  While  our 
side  reactions  have  been  tabulated  as  37  per  cent 
for  the  group,  our  more  recent  experience  with 
Hydryllin  has  demonstrated  that  such  side 
reactions  can  be  expected  in  about  20  per  cent  of 
the  cases. 

Summary 

In  a series  of  81  cases  of  various  types  of  allergy, 
Hydryllin  (diphenhydramine  and  aminophyllin) 
has  proved  beneficial  in  32  of  46  cases  (70  per 
cent)  of  asthma  and  in  14  of  27  cases  (52  per 


LIFE  SPAN  IN  U.S.  NEARS  67  YEARS 

The  average  life’s  span  of  people  in  the  United 
States  has  climbed  to  a new  mark  of  almost  67  years, 
calculated  on  the  basis  of  1946  death  rates,  the  Fed- 
eral Security  Agency  reported  recently. 

The  new  longevity  figure  represented  an  increase 
of  near  ly  a full  year  over  the  average  length  of  life 
computed  for  1945  and  a gain  of  almost  two  years 
over  the  level  prevailing  in  the  immediate  prewar 
period  of  1939  to  1941. 

The  agency’s  calculations,  based  on  life  tables  for 
1946  compiled  by  the  ESA’s  national  office  of  vital 
statistics,  Public  Health  Service,  showed  also  that 
the  expectation  of  life  at  birth  for  white  females  was 
now  70.3  years. 

The  increase  marked  the  first  time  in  the  history 
of  this  country  that  the  biblical  “three-score-and- 
ten”  years  had  been  exceeded.  Life’s  expectancy 
has  increased  steadily  since  the  turn  of  the  century, 
largely  as  a result  of  control  of  infectious  diseases 
which  formerly  exacted  a heavy  mortality  toll 
among  infants. 

The  tables  showed  that  the  average  life  expectancy 
for  white  males  at  birth  was  now  65.1  years. 


cent)  of  hay  fever.  In  eight  cases  of  other  types  • 
of  allergy,  the  results  were  poor.  In  the  treat- 
ment of  bronchial  asthma,  Hydryllin  has  proved  ‘ 
to  be  a valuable  remedy.  Of  the  37  per  cent 
toxic  reactions  in  our  cases,  only  12,  or  15  per  cent, 
were  severe  enough  to  cause  discontinuance  of 
therapy.  While  the  most  striking  results  were 
noted  in  the  treatment  of  bronchial  asthma, 
Hydryllin  has  also  proved  of  some  value  in  the  -i 
treatment  of  hay  fever. 


References 

1.  Arbesman,  C.  E.,  Koepf,  G.  F.,  and  Miller,  G.  C. : 
J.  Allergy  17:  203  (1946). 

2.  Schwartz,  E.,  and  Levin,  L.:  New  York  State 

J.  Med.  46:  1233  (1946). 

3.  Eyermann,  C.  H. : J.  Allergy  17:  210  (1946). 

4.  Levin,  S.  L. : J.  Allergy  17:  145  (1946). 

5.  Farmer,  L.,  and  Spickschein,  H. : New  York  State 

J.  Med.  47:  1119  (1947). 

6.  Feinberg,  S.  M.:  J.A.M.A.  132:  702  (1946). 

7.  Lockey,  S.  D.:  Ann.  Allergy,  5:  420  (1947). 

8.  Koelsche,  G.  A.,  Prickman,  L.  F.,  and  Carryer,  H. 

M.:  Proc.  Staff  Meet.,  Mayo  Clinic  20:  432  (1945). 

9.  Todd,  L.  C.:  North  Carolina  M.  J.  7:  308  (1946). 

10.  Fuchs,  A.  M.,  Schulman,  P.  M.,  and  Strauss,  M.  B.: 
J.  Allergy  18:  385  (1947). 

11.  Arbesman,  C.  E.,  Koepf,  G.  F.,  and  Lenzner,  A.  R.: 
J.  Allergy  17:  275  (1946). 

12.  Communication  from  Committee  on  Therapy  of  the 
American  Academy  of  Allergy  (Feb.)  1947. 

13.  Goodman,  L.,  and  Gilman,  A.:  Pharmaceutica 

Basis  of  Therapeutics,  New  York,  Macmillan  Co.,  1941. 

14.  Report  of  the  Committee  on  Pharmaceuticals  anc 

Medicaments,  American  Academy  of  Allergy:  J.  Allerg\ 

18:  77  (1947). 


E 

i 
,\ 

ii 


P 

I ^ 

tv 

ul 

;S 


a 

ip 

« 

iit 

13L 


' 


& 

till 


ini 

fa 


m 

fa 

kf 

til 

"lit 


The  average  longevity  for  nonwhites,  on  the  basi 
of  1946  figures,  was  61  years  for  females  and  57. 
for  males,  but  the  improvement  between  1945  ani 
1946  was  greater  for  nonwhites  than  for  the  whit 
segment  of  the  population.  In  fact  the  agenc  < 
noted  a narrowing  race  differential  in  longevity  sine 
1900. 


On  the  basis  of  1945  life  tables,  the  life  expectanc 
of  a newborn  white  female  baby  had  been  69.5  yean 
compared  with  the  newly  issued  figure  of  70.3  years 
A male  white  baby,  who  could  now  expect  to  liv 
65  years,  could,  on  the  basis  of  the  earlier  statistic: 
have  looked  forward  to  slightly  less  than  64.5  year: 
Among  the  nonwhites,  a female  baby’s  life  expe( 
f ancy  had  increased,  on  t he  basis  of  the  1946  figure 
to  61  years,  whereas  the  computations  of  the  ye; 
before  had  indicated  that  59.6  years  lay  ahead. 

A male  nonwhite  baby  can  count,  on  the  averag 
oh  a span  of  57.5  years,  on  the  basis  of  the  191 
tables;  a year  earlier  the  statistics  indicated  that  h[ 
term  would  cover  56.1  years. 

There  was  several  years’  discrepancy  between  tl 
life  expectancy  of  white  babies  and  nonwhite  babic 
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THE  MANAGEMENT  OF  ANURIA  IN  ACUTE  MERCURIAL 
INTOXICATION 

Alfred  P.  Fishman,  M.D.,  Irving  G.  Kroop,  M.D.,  H.  Evans  Leiter,  M.D.,  and 
Abraham  Hyman,  M.D.,  New  York  City 
( From  the  Medical  and  Genitourinary  Services,  Mount  Sinai  Hospital) 


IN  FEBRUARY,  1947,  a Kolff  “artificial 
kidney”  was  acquired  by  the  Mount  Sinai 
Hospital  through  the  courtesy  of  Dr.  W.  J. 
Kolff,  Kanipen,  Holland,  and  Dr.  A.  Hyman, 
New  York.  Since  then,  patients  with  existing  or 
impending  uremia  have  been  referred  as  potential 
subjects  for  its  use.  In  each  instance,  the  oli- 
guria or  anuria  was  ascribed  to  reparable  renal 
disease,  usually  of  the  “lower  nephron  nephrosis” 
type,  where  kidney  damage  is  reversible  and 
ultimate  restitution  of  kidney  function  can  be 
anticipated.1  Prior  to  admission  to  this  hospital, 
each  patient  had  received  various  types  of  treat- 
ment, but  the  prime  purpose  in  all  instances 
appeared  to  be  directed  at  increasing  the  urinary 
output  by  administering  large  volumes  of  fluids 
intravenously. 

It  was  only  when  this  medical  management  had 
failed  to  increase  the  urinary  volume  that  the 
patients  were  referred  for  the  possible  use  of  the 
artificial  kidney.  At  this  hospital  a period  of 
observation  and  study  was  instituted  to  determine 
whether  the  patient  was  to  be  subjected  to  the 
artificial  kidney.2  It  soon  became  evident  to  us 
that  the  conservative  measures  introduced  in 
our  preliminary  period  of  study  and  observation 
could  be  continued  to  allow  spontaneous  resolu- 
tion of  the  anuria.  A series  of  these  cases  will 
be  published  at  a future  date.  It  is  the  purpose 
of  this  paper  to  present  as  a prototype  a patient 
with  acute  mercurial  intoxication  sent  to  us  for 
dialysis  by  the  artificial  kidney,  who  recovered 
without  the  benefit  of  mechanical  intervention. 
This  case  is  presented  to  emphasize  the  dangers 
of  overtreatment,  to  indicate  the  possibilities 
of  spontaneous  resolution  of  acute  toxic  anuria, 
and  to  urge  caution  in  evaluating  the  efficacy  of 
the  various  mechanical  methods  currently  ad- 
vocated for  the  relief  of  acute  anuria. 

Case  Report 

Case  1. — M.  W.,  a 52-year-old  white  man,  was 
transferred  to  the  Mount  Sinai  Hospital  on  May  1, 
1947,  thirty-six  hours  after  the  ingestion  of  seven 
tablets  (3.5  Gm.)  of  mercuric  chloride  in  attempted 
suicide.  Vomiting  had  started  approximately 
twenty  minutes  after  the  tablets  were  swallowed, 
but  no  tablets  were  identified  in  the  vomitus. 
Diarrhea  had  started  approximately  one-half  hour 
after  vomiting;  it  persisted  for  about  eighteen 
hours,  then  stopped  abruptly.  The  patient  was 
admitted  to  another  hospital  two  hours  after  the 


tablets  were  swallowed,  and  emergency  measures 
were  instituted.  Gastric  lavage  was  employed  using 
tap  water  and  protein-containing  fluids,  and  several 
colonic  irrigations  were  done.  Saline  and  glucose 
solutions  were  administered  intravenously  to  combat 
shock.  A few  cubic  centimeters  of  bloody  fluid 
were  voided  shortly  after  hospitalization,  but  for 
the  twenty-eight  hours  prior  to  transfer  to  this  hos- 
pital, no  urine  had  been  passed  or  obtained  by 
catheter,  and  the  nonprotein  nitrogen  of  the  blood 
rose  to  78  mg.  per  cent.  The  previous  personal 
history,  family  history,  and  habits  were  noncon- 
tributory. There  was  no  history  of  previous  renal 
disease. 

Physical  Examination. — The  patient  was  a well- 
developed,  well-nourished  and  cooperative  white 
man,  lying  quietly  in  bed.  His  complexion  ivas 
sallow.  The  skin  and  mucous  membranes  appeared 
pale.  Slight  periorbital  edema  was  present.  The 
tongue  was  dry.  The  heart  and  lungs  were  normal. 
The  blood  pressure  in  millimeters  of  mercury  was 
140/70.  The  abdomen  was  not  distended  or  tender. 

Laboratory  Findings. — On  admission  a blood 
count  showed  the  following:  red  blood  cells  3,100,- 
000  per  cu.  mm.,  hemoglobin  63  per  cent  (Sahli),  and 
white  blood  cells  18,800  per  cu.  mm.  with  72  seg- 
mented polymorphonuclear  leukocytes,  9 nonseg- 
mented,  14  lymphocytes,  1 monocyte,  3 eosinophils, 
and  1 basophil.  Catheterization  of  the  bladder 
failed  to  yield  any  urine.  Two  cubic  centimeters  of 
urine  which  were  obtained  on  the  second  day  con- 
tained epithelial  debris,  many  white  blood  cells,  5 or 
6 red  blood  cells,  and  1 plus  albumin.  Subsequent 
findings  are  indicated  on  Fig.  1.  The  blood  urea 
nitrogen  on  admission  was  49  mg.  per  cent,  and  the 
carbon  dioxide  content  of  the  blood  was  31.2  volumes 
per  cent. 

Course.—' The  patient’s  physical  and  mental  state 
deteriorated  slowly  with  gradually  progressing  rest- 
lessness and  confusion  to  the  time  of  diuresis  on 
May  8,  1947.  A moderately  severe  stomatitis  was 
noted  on  May  2 and  responded  slowly  to  local  treat- 
ment. Sacral  edema  and  a few  fine  moist  rales 
appeared  on  May  4 (sixth  day  of  anuria)  and  per- 
sisted until  a day  after  the  diuresis.  Diarrhea 
started  on  May  7 and  lasted  for  three  days.  The 
blood  pressure  rose  to  150/90  from  May  4 to  6 but 
then  returned  to  normal. 

The  course  of  the  patient  in  relation  to  treatment 
is  indicated  in  Fig.  1.  On  the  second  hospital  day, 
fluids  were  restricted  to  less  than  1,000  cc.,  nearly  all 
of  which  was  administered  by  mouth.  Small  trans- 
fusions of  whole  blood  were  used  to  combat  the 
anemia.  A protein-free,  salt-free,  1,500  to  2,500 
calorie  diet  was  given.  Sodium  chloride  and  sodium 
bicarbonate  were  administered  in  accord  with  fiuctu- 
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Fig.  1.  Anuria  due  to  ingestion  of  2.5  Gm.  of  bi- 
chloride of  mercury.  Note  the  onset  of  diuresis  on 
the  eighth  day. 


ations  in  the  carbon  dioxide  and  chloride  content  of 
the  blood.  A course  of  2-3  dimercaptopropanol 
(BAL)  (3,000  mg.  in  five  days)  was  given,  starting 
the  day  after  admission,  and  repeated  (540  mg.  in 
three  days)  with  the  recurrence  of  the  diarrhea. 
Toxic  effects  occurred  after  each  injection  and  con- 
sisted of  salivation,  flushing,  abdominal  cramps,  and 
nausea.  On  May  6 the  patient  voided  23.5  cc. 
On  May  7 the  urinary  output  rose  to  319  cc.  On 
May  8,  the  ninth  day  following  onset  of  anuria,  the 
urinary  excretion  reached  2,094  cc.  At  this  time, 
fluids  by  mouth  were  increased  to  correspond  with 
the  urinary  output,  and  sodium  chloride  was  given 
to  replace  the  loss  as  a result  of  the  diuresis.  The 
edema  started  to  diminish  the  day  after  diuresis. 
The  patient’s  general  condition  improved  markedly 
thereafter,  and  the  patient  was  discharged  on  the 
twentieth  day  after  admission,  fully  ambulatory 
and  without  complaints. 

The  blood  urea  nitrogen  rose  to  a maximum  of  120 
mg.  per  cent  on  May  8 and  fell  slowly  following  the 
onset  of  diuresis.  The  blood  carbon  dioxide  content 
ranged  from  28.1  volumes  per  cent  on  May  7 to  45.1 
volumes  per  cent  on  May  12.  Hematocrit  values 
were  28  per  cent  on  May  6,  26  per  cent  on  May  9, 
and  31  per  cent  on  May  14.  The  hemoglobin  per- 
centages on  these  days  were  51,  48,  and  55,  respec- 
tively (Sahli).  The  blood  serum  chloride  values  (as 
sodium  chloride)  ranged  from  527  mg.  per  cent  on 
May  3 to  630  mg.  per  cent  on  May  10.  The  total 
proteins  of  the  blood  on  May  3 were  4.4  Gm.  per 
cent,  the  blood  serum  sodium  values  were  134  milli- 
equivalcnts  per  L.  on  May  3 and  140.5  milliequiva- 
lents  per  L.  on  May  5,  6.7  milliequivalents  per  L.  on 
May  9,  and  6.3  milliequivalents  per  L.  on  May  10. 


The  blood  calcium  value  on  May  3 was  11.0  mg.  per 
cent,  and  the  phosphorus  was  3.0  mg.  per  cent.  The 
stools  remained  guaiac  positive  until  the  seventeenth 
hospital  day.  The  urine  continued  to  show  albu- 
min, white  blood  cells,  red  blood  cells,  and  epithelial 
debris,  but  no  casts  were  identified  until  shortly  be- 
fore discharge.  The  specific  gravity  of  the  urine 
remained  low,  varying  from  1.010  to  1.013  at  the 
time  of  discharge. 

Follow-up. — The  patient  returned  for  re-examina- 
tion and  laboratory  studies  on  November  5,  1947. 
He  had  no  complaints  and  had  resumed  full  activity. 
General  physical  examination  was  normal.  He  was 
able  to  concentrate  his  urine  to  1.024  after  an  over- 
night thirst.  The  blood  urea  nitrogen  was  14  mg. 
per  cent.  The  phenolsulfonphthalein  test  revealed 
that  85  per  cent  of  the  dye  was  eliminated  in  two 
hours.  The  urine  was  normal,  acid,  with  no  sugar, 
no  albumin,  and  no  formed  elements  on  microscopic 
examination. 

Comment 

The  treatment  of  acute  mercurial  intoxication 
resolves  itself  into  the  management  of  the  im- 
mediate poisoning  and  the  delayed  toxic  effects 
of  the  drug.  The  principles  of  emergency  treat- 
ment are  well  established.  Attention  is  initially 
directed  toward  combating  shock  and  facilitating 
the  elimination  and  neutralization  of  the  proto- 
plasmic poison.  Shock  is  combated  by  efforts 
to  maintain  an  adequate  circulating  blood 
volume;  whole  blood  and  plasma  are  the  most 
effective  agents  available  at  present.3  Rejection 
of  the  mercury  is  accomplished  spontaneously  by 
vomiting  and  diarrhea  shortly  after  ingestion. 
Gastric  lavage  with  protein-containing  fluids  is 
utilized  to  precipitate  the  mercury,  and  colonic 
irrigations  are  administered  to  aid  removal  of  the 
poison  from  the  large  bowel.  Peters  has  warned 
of  the  dangers  to  the  water  and  electrolyte 
balance  (inherent)  in  prolonged  lavage  and 
irrigation.4  The  use  of  sodium  formaldehyde 
sulfoxylate  to  convert  the  mercuric  ion  to  the 
insoluble  mercurous  ion  has  been  advocated, 
but  it  is  of  questionable  value  and  may  be  toxic 
if  its  administration  is  delayed.5’6 

If  these  measures  are  not  promptly  applied  or 
are  inadequate,  then  a significant  amount  of  the 
drug  is  absorbed,  and  the  mercury  is  concentrated 
at  the  sites  of  elimination,  where  the  greatest 
toxic  action  is  consequently  exerted.7-8  Oliguria, 
colitis,  and  stomatitis  result.  Anuria  is  the 
dreaded  complication  of  acute  mercurial  intoxi- 
cation. In  the  series  of  Hull  and  Monte,  37 
of  40  patients  who  suffered  anuria  for  twenty- 
four  hours  or  longer  died.9  No  patient  survived 
who  was  anuric  for  more  than  three  days.  Of  the 
72  fatal  cases,  the  authors  note  that  “excluding 
shock,  relatively  few  died  without  uremic  mani- 
festation.” The  search  for  extrarenal  factors 
in  the  production  of  anuria  is  essential  throughout 
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the  period  of  anuria.  However,  distinction  must 
be  made  between  the  early  anuria  due  to  in- 
adequate circulating  blood  volume  caused  by 
vomiting,  diarrhea,  and  shock,  and  the  later 
anuria  which  persists  in  the  face  of  normal  or 
increased  circulating  blood  volume  and  is  due  to 
damage  of  the  renal  tubules.10  Standard  text- 
books often  fail  to  distinguish  between  these  two 
phases  of  therapy,  and  the  administration  of  large 
volumes  of  fluid  (up  to  10  L.  per  day)  has  been 
advised.8  This  distinction  is  therapeutically 
significant.  Several  months  ago,  a twenty-one 
year-old  white  man  in  acute  anuria  was  received 
at  this  hospital.  He  had  been  given  10  L.  of 
fluid  intravenously  in  the  forty-eight  hours  prior 
to  admission  in  an  attempt  to  “open  up”  the 
kidneys.  Shortly  after  admission  he  died  in 
massive  pulmonary  edema.  Bell  notes  that 
“from  the  histologist’s  point  of  view  it  is  difficult 
to  see  how  any  treatment  could  force  necrotic 
cells  to  function.  It  is  also  clear  that  the  forcing 
of  fluids  is  of  no  value  in  anuria  of  this  form.”11 

It  was  recognized  in  our  case  that  the  anuria 
manifested  at  the  time  of  admission  to  this 
hospital  was  probably  due  to  intrinsic  renal 
disease.  Although  it  is  understood  that  the 
optimum  time  for  administration  of  BAL  is 
within  three  and  one-half  hours  after  the  mercury 
has  been  ingested,  it  was  started  forty-eight 
hours  after  the  poisoning  in  the  hope  that  it 
might  neutralize  any  mercury  concentrated 
either  in  the  alimentary  tract  or  kidneys.12,13 
The  previously  described  toxic  effects  of  BAL  were 
noted.  The  possibility  that  the  BAL  contributed 
to  the  inhibition  of  the  diuresis  is  not  great.14  The 
specific  effect  of  the  BAL  in  this  instance  cannot 
be  evaluated. 

However,  at  this  time,  no  purpose  could  be 
seen  in  the  use  of  the  previously  described  meas- 
ures, which  are  directed  primarily  toward  neu- 
tralization of  toxins  by  lavage  and  irrigation  and 
toward  combating  acidosis  by  the  intravenous 
administration  of  large  amounts  of  sodium- 
containing  fluids.16’16  Our  therapy  was  directed 
toward  the  maintenance  of  electrolyte  equilib- 
rium and  the  avoidance  of  pulmonary  edema. 
The  patient  was  placed  on  a protein-free,  salt- 
free  diet  (1,500  to  2,500  calories  daily),  which  was 
maintained  up  to  the  start  of  diuresis.  The 
freedom  from  exogenous  protein  was  introduced 
because  of  the  anticipated  short  course  of  the 
illness  and  the  desire  to  use  the  endogenous 
protein  breakdown  as  a guide  to  the  course  of  the 
azotemia.17,18  The  salt-free  diet  allowed  the 
addition  of  measured  amounts  of  sodium  chloride 
and  sodium  bicarbonate  to  prevent  severe  aci- 
dosis. Fluids  were  restricted  to  less  than  1,000 
cc.  per  day  to  replace  the  loss  by  insensible  per- 
spiration.19 No  evidence  of  hemoconcentration 


was  noted  as  manifested  by  the  hematocrit. 
The  marked  diuresis  in  the  presence  of  diarrhea 
indicates  that  in  the  presence  of  anuria,  small 
amounts  of  fluids  suffice  to  maintain  an  adequate 
circulating  blood  volume.  The  slightly  in- 
creased serum  potassium  may  indicate  a release 
of  intracellular  water  to  the  extracellular  com- 
partment. Under  this  regimen,  diuresis  occurred 
on  the  ninth  day  following  the  onset  of  anuria. 
With  the  establishment  of  diuresis,  fluids  were 
increased  to  replace  the  output,  chlorides  were 
administered  in  the  form  of  sodium  chloride  to 
replace  the  chlorides  lost  in  the  diuresis,  and  pro- 
teins were  gradually  introduced  into  the  diet.20,21 
Despite  the  diuresis,  the  azotemia  fell  gradually, 
and  the  specific  gravity  of  the  urine  remained 
fairly  fixed  in  its  resemblance  to  glomerular 
filtrate.22,23  Examination  of  the  patient  six 
months  later  revealed  a normal  blood  urea  nitrogen , 
a normal  phenolsulfonphthalein  test,  and  good 
urinary  concentrating  power. 

On  the  basis  of  available  prognostic  criteria, 
this  patient’s  chances  for  recovery  were  ad- 
mittedly few.8,13  The  ingested  dose  was  large, 
vomiting  delayed,  and  the  initial  shock  was 
followed  by  persistent  anuria.  It  is  to  be  noted 
that  the  patient  was  relatively  comfortable  during 
this  period  of  anuria  despite  the  progressive 
azotemia.  This  is  ascribed  to  the  adequate 
hydration  maintained  predominantly  by  oral 
fluids,  the  prevention  of  severe  acidosis,  and  the 
freedom  from  circulatory  embarrassment.  Fish- 
berg  cautions  that  the  excessive  administration  of 
fluid  involves  the  danger  of  precipitating  cardiac 
failure.24  Kugel  in  his  review  of  13  patients  with 
acute  anuria  noted  that  nine  showed  clinical  and 
pathologic  evidence  of  pulmonary  edema.26 
Only  one  lived  more  than  nine  days.  In  Wol- 
paw’s  and  Adler’s  series,  three  patients  died  of 
pulmonary  edema,  and  the  fourth  died  after 
aspiration  of  gastric  contents.26  All  died  before 
the  ninth  day  of  anuria.  Case  2 of  Campbell 
died  of  pulmonary  edema  on  the  seventh  day.17 
Luck4  and  others  note  the  high  mortality  in  the 
early  days  of  anuria.1,27 

Our  experience  is  in  keeping  with  others  that 
spontaneous  resolution  of  acute  toxic  anuria 
may  be  expected  to  occur  from  the  eighth  to  the 
twelfth  days.  Bell  stressed  the  regeneration  of 
tubular  epithelium  after  the  first  week.11  Con- 
sequently, it  appears  that  the  treatment  of  a 
potentially  reversible  anuria  is  to  maintain  the 
patient  until  renal  repair  from  the  toxic  insult 
can  occur.  By  the  same  token,  it  is  essential 
that  the  precipitation  of  pulmonary  edema  and 
severe  electrolyte  imbalance  must  be  avoided. 
It  also  becomes  apparent  that  reports  of  cures 
or  improvement  by  mechanical  measures  should 
be  evaluated  with  caution.  Kugel  questions 
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two  reported  cases  of  “successful”  unilateral 
renal  decapsulation.25  In  these  instances,  de- 
capsulation anteceded  diuresis  by  several  days. 
Diuresis  occurred  on  the  eleventh  and  twelfth 
days,  when  spontaneous  diuresis  may  be  an- 
ticipated. 

A recent  case  report  concerns  itself  with  a 
patient  who  ingested  a large  dose  of  mercury 
with  subsequent  anuria.28  On  the  fourth  day  of 
anuria,  following  the  adminstration  of  large 
volumes  of  intravenous  fluids,  peritoneal  lavage 
was  started.  Prolongation  of  life,  despite  peri- 
tonitis and  generalized  edema,  is  ascribed  to 
peritoneal  lavage.  Here  too,  it  is  questionable 
how  much  prolongation  of  life  can  be  attributed 
to  the  peritoneal  lavage  which  was  started  in  the 
“prediuretic  phase”  of  the  anuria.25  Each  of  the 
measures  available  at  the  present  time,  including 
artificial  kidney,  intestinal  loop  perfusions,  and 
peritoneal  lavage,  has  inherent  difficulties  and 
dangers.29,30  We  feel  that  these  mechanical 
measures  should  be  initiated  only  after  an  ade- 
quate period  for  spontaneous  recovery  has  been 
permitted  and  that  the  need  for  them  will  often 
be  obviated  by  judicious  administration  of  fluids 
and  careful  attention  to  preservation  of  the 
normal  electrolyte  pattern. 

Summary 

A case  of  acute  mercurial  intoxication  is  used 
to  illustrate  the  principles  that  have  been  found 
effective  in  aiding  the  recovery  from  reversible 
anuria.  The  tendency  to  spontaneous  resolution 
of  the  anuria  is  stressed  as  well  as  the  anticipated 
time  of  its  occurrence.  Because  of  the  reversible 
nature  of  the  kidney  lesions,  caution  is  advised 
in  interpreting  the  efficacy  of  advocated  me- 
chanical means  in  the  treatment  of  anuria. 

Addendum 

Since  the  preparation  of  this  paper,  we  have 
successfully  managed  another  case  of  anuria 
due  to  bichloride  of  mercury  intoxication. 

Case  2. — The  patient,  a 28-year-old  Puerto  Rican 
woman,  attempt  to  induce  an  abortion  by  vaginal 
introduction  of  2.5  Gm.  of  bichloride  of  mercury  in 
tablet  form  on  .January  21,  1948.  She  was  trans- 
ferred to  the  Mount  Sinai  Hospital  on  January  26, 
1948,  on  the  fifth  day  of  anuria  with  symptoms  of 
severe  ulcerative  vaginitis,  stomatitis,  and  colitis. 
She  was  treated  with  the  Kolff  artificial  kidney  for 
six  hours  shortly  after  admission.  There  was  a drop 
in  the  blood  urea  nitrogen  from  110  mg.  per  cent,  to 
31  mg.  per  cent  at  the  end  of  six  hours.  The  blood 
creatinine,  uric  acid,  and  phosphorous  levels  fell 
from  abnormally  elevated  to  normal  levels.  How- 
ever, the  anuria  persisted,  and  azotemia  again  be- 


came progressive.  On  February  4 the  blood  urea 
nitrogen  had  reached  115  mg.  per  cent,  but  the 
serum  chlorides  and  carbon  dioxide  combining  power 
were  maintained  within  normal  limits  by  means  of 
oral  administration  of  sodium  chloride  and  sodium 
bicarbonate.  Only  minimal  edema  was  noted  dur- 
ing the  entire  illness.  Twenty  cubic  centimeters  of 
urine  was  obtained  on  the  eighth  day  following  the 
onset  of  anuria,  and  by  the  twelfth  day  the  urinary 
output  had  increased  to  1,200  cc.  in  twenty-four 
hours.  Since  then,  the  patient  has  continued  to 
void  large  volumes  of  urine,  up  to  5,000  cc.  daily, 
with  specific  gravity  ranging  from  1.010  to  1.012. 
The  blood  chemistries,  including  urea  nitrogen, 
creatinine,  uric  acid,  phosphorous,  calcium,  carbon 
dioxide  combining  power,  were  all  normal. 

The  specific  role  of  the  artificial  kidney  in  this 
instance  will  be  discussed  in  a future  publication. 
Resolution  of  anuria  and  oliguria  occurred  ap- 
proximately seven  days  after  the  artificial  kidney 
had  been  applied.  In  this  instance,  recovery  of 
the  patient  may  be  attributed  to  the  use  of  the 
Kolff  artificial  kidney  and  to  the  meticulous  care 
in  controlling  the  fluid  and  electrolyte  balance. 
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ACUTE  URINARY  INFECTIONS  IN  INFANTS  AND  CHILDREN 

Meredith  F.  Campbell,  M.D.,  New  York  City 
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ACUTE  urinary  infection  in  infants  and 
children  is  of  sufficiently  high  incidence 
and  potential  gravity  to  merit  serious  clinical 
consideration,  despite  increased  pediatric  acuity 
and  our  newer  chemotherapeutic  agents.  The 
mortality  of  acute  renal  infection  in  infants  is 
approximately  3 per  cent,  becoming  less  in  older 
children.  In  this  communication  will  be  con- 
sidered the  pathogenesis  and  treatment  of  the 
usual  nontuberculous  renal  infections  as  well  as 
complicating  surgical  renal  conditions  which 
may  seriously  endanger  the  life  of  the  patient 
and  increase  the  therapeutic  difficulties.  In 
urinary  infection,  renal  involvement  must  always 
be  considered  to  exist  until  proved  otherwise 
and  merits  the  prime  consideration. 

Pathogenesis  of  Renal  Infection 

Commonly,  all  urinary  infections  in  children 
have  been  loosely,  and  pathologically  inaccu- 
rately, designated  as  pyelitis.  The  usual  renal 
lesion  in  these  cases  is  an  interstitial  suppurative 
nephritis,  and  involvement  of  the  kidney  pelvis 
may  be  clinically  disregarded. 

The  hematogenous  route  is  the  usual  one  in 
bacterial  invasion  of  the  kidney.  Doubtless  in 
some  instances,  and  particularly  where  there  is 
lower  urinary  tract  infection  and  obstruction, 
retrograde  or  ascending  renal  infection  by  vesico- 
ureteral reflux  occurs.  Lymphatic  bacterial 
spread  to  the  kidney  is  generally  lymphohemato- 
genous  from  an  infected  lower  urinary  tract  or 
other  focus.  The  regional  lymphatic  drainage 
transmits  the  absorbed  bacteria  to  the  lymphatic 
(thoracic)  duct,  and  thence  ft  is  transported  to  the 
circulating  blood. 

Bacteriology. — The  older  pediatric  texts  taught 
that  over  90  per  cent  of  urinary  infections  in 
children  result  from  colon  bacillus  invasion,  but 
modern  bacteriologic  studies  of  properly  collected 
specimens  suggest  that  not  more  than  half 
these  infections  are  due  to  gram-negative  bacilli, 
and  of  these  organisms  many  are  not  Escherichia 
coli,  E.  communis,  or  E.  communior  but  are 
Bacillus  proteus,  B.  pyocyaneus,  B.  aerobacter, 
and  other  rarer  forms.  Gram-positive  cocci 
comprise  nearly  all  the  remainder  of  these  in- 
fections, and  of  these,  Staphylococcus  aureus 
has  been  of  highest  incidence  in  my  experience 
with  various  forms  of  streptococcus,  including 
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S.  fecalis,  appearing  in  about  a fourth  of  the 
cases.  In  half  of  all  cases  of  renal  infection  the 
bacterial  involvement  is  mixed,  and  colon  bacilli 
are  present  in  about  a half  of  these.  The  prim- 
ary source  of  the  gram-negative  bacilli  is  the 
intestinal  tract.  Gram-positive  cocci  frequently 
appear  in  the  urine  coincident  with  or  following 
acute  upper  respiratory  infections,  particularly  of 
the  acute  sore  throat  variety.  Dental  foci  do 
not  have  the  causative  importance  that  they  so 
often  have  in  urinary  infection  in  adults. 

Predisposing  Factors. — Urinary  obstruction  is 
the  commonest  predisposing  factor  in  the  genesis 
of  urinary  infection.  In  children  nearly  all  of 
these  obstructive  lesions  are  congenital.  These 
obstructions  range  from  congenital  stenosis  of 
the  prepuce  and  meatus  to  stricture  of  a renal 
calyx.  The  urinary  tract  structures  above  the 
point  of  obstruction  are  congested  by  urinary 
back  pressure,  and  their  local  resistance  is  corre- 
spondingly diminished.  As  the  obstruction  per- 
sists and  increases,  urinary  stagnation  or  con- 
stipation likewise  increases,  as  does  renal  damage. 

As  a therapeutic  corrollary,  the  establishment 
of  free  urinary  drainage  is  of  prime  importance, 
despite  the  fact  that  today,  with  the  employment 
of  mandelic  acid,  sulfonamide,  penicillin,  or 
streptomycin,  according  to  bacteriologic  indica- 
tion, we  are  able  to  sterilize  the  urine  in  most 
cases  although  there  exists  unrecognized  or  un- 
treated urinary  obstruction.  Therefore,  even 
though  the  urine  can  be  sterilized  in  these  cases  by 
modern  chemotherapy,  these  patients  should  not 
be  discharged  as  cured  without  at  least  an  ex- 
cretory urographic  study  to  demonstrate  that  the 
upper  urinary  tract  is  morphologically  normal. 
Successful  sterilization  of  the  urine  by  methen- 
amine  warrants  the  assumption  that  no  important 
obstruction  exists,  but  this  does  not  hold  with 
present-day  chemotherapy. 

The  hematogenous  bacterial  invasion  may 
localize  in  the  glomerulus,  the  afferent  vessels, 
or,  more  particularly,  in  the  efferent  vessels 
which  pass  from  the  glomerulus  to  course  in  the 
interstitial  spaces  between  the  renal  tubules  as 
nutrients  of  these  structures.  With  mild  bacterial 
embolism  or  good  tissue  resistance  of  the  host, 
the  infection  process  is  neither  clinically  evident 
nor  is  there  perceptible  scarring  on  healing. 
But  with  increased  virulence  of  the  bacteria  or 
more  massive  emboli,  the  inflammatory  lesion 
in  the  interstitial  spaces  is  correspondingly  greater 
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and  more  severe.  There  is  also  pronounced 
perivascular  leukocytic  reaction  with  cloudy 
swelling  of  the  epithelial  cells  lining  the  adjacent 
collecting  tubules.  As  this  process  becomes  more 
advanced,  in  serial  section  we  can  see  leukocytes 
extruding  their  way  between  the  swollen  epi- 
thelial cells  into  the  lumen  of  the  tubule.  These 
leukocytes  constitute  the  bulk  of  the  pus  found  in 
the  urine  and,  with  severe  interstitial  suppuration, 
irruption  of  minute  interstitial  perivascular  ab- 
scesses occurs  with  the  passage  of  large  amounts 
of  purulent  debris  into  the  collecting  tubules 
and  thence  to  the  bladder. 

It  is  this  interstitial  suppurative  lesion  in  the 
renal  parenchyma  which  creates  the  grave  clinical 
and  therapeutic  problem  in  these  cases,  for,  with 
complicating  obstruction  peripherally  or  with 
usually  severe  bacterial  invasion,  the  entire  kid- 
ney may  be  converted  to  a grossly  purulent  struc- 
ture. Large  amounts  of  functioning  secretory 
tissue  are  thereby  destroyed,  and  the  remaining 
tissue  is  functionally  handicapped  by  massive 
generalized  scarring  consequent  to  the  healing 
process.  In  some  cases  the  suppurative  process 
advances  to  pyonephrosis  and,  when  unilateral, 
nephrectomy  is  required. 

Healing  of  these  badly  damaged  kidneys 
brings  about  stricturization  of  collecting  renal 
tubules  within  the  parenchyma  itself,  which 
interferes  with  free  urinary  drainage  and  healing 
of  the  subtendent  lesions.  Perpetuation  of  the 
infectious  process  results.  This  explains  the 
therapeutic  failure  in  many  cases  of  bacteriocide- 
resistant  renal  infections.  Moreover,  the  re- 
sulting sclerotic  process  explains  the  picture  of 
chronic  interstitial  nephritis  subsequently  ob- 
served in  so  many  of  these  cases.  This  is  not  to 
infer  that  this  is  the  genesis  of  all  cases  of  inter- 
stitial nephritis,  but  certainly  there  is  evidence  to 
indicate  that  bacterial  invasion  is  a frequent 
factor. 

Clinical  Considerations  and  Diagnosis 

The  clinical  picture  of  acute  urinary  infection 
is  so  well  known  as  to  merit  no  description  here. 
Infants  and  the  very  young  are  in  general  more 
seriously  ill,  toxic,  and  prostrated  than  are  older 
children.  Frequently  and  because  of  the  clinical 
picture,  the  diagnosis  of  grippe  satisfies  the 
physician  until  outstanding  manifestations  of 
urinary  tract  involvement  appear,  or  perchance 
the  laboratory  reports  pus  in  the  urine.  It  is 
notable  that  in  half  the  cases  of  renal  infection, 
vesical  and  other  localizing  symptoms  are  absent. 
There  may  be  pain  over  one  or  both  kidneys, 
hematuria,  or  frequency  of  urination.  As  a rule 
the  renal  involvement  is  bilateral.  A shaking 
chill  in  a young  child  usually  means  acute  pyelo- 
nephritis. 


Urinalysis  of  a properly  collected  specimen 
should  be  part  of  complete  physical  examination 
of  any  patient  and  is  demanded  as  part  of  the 
examination  of  every  sick  child.  This  implies 
catheterization  in  females  of  all  ages,  and  also  of 
males  when  collection  of  a voided  specimen  is 
uncertain  or  impossible.  In  the  male,  with  the 
prepuce  retracted,  the  glans  and  separated  meatus 
are  well  washed  with  an  antiseptic  solution  such 
as  oxycyanide  of  mercury  1:500.  The  child  is 
asked  to  void  and,  after  a small  amount  has  been 
passed,  a sterile  receptacle  is  introduced  into  the 
stream  for  collection  of  the  specimen  for  routine 
urinalysis  and  bacteriologic  culture.  Unless 
these  precautions  are  observed,  urinary  con- 
tamination by  genital  debris  in  each  sex  is  likely, 
and  bacteriologic  studies  are  both  valueless  and 
misleading.  Similarly,  collected  specimens  are 
utilized  for  test  of  cure;  no  patient  should  be 
discharged  as  cured  until  at  least  two  properly 
collected  specimens  have  been  proved  sterile  by 
culture. 

Examination  of  the  urine  for  pus  should  be 
made  upon  a freshly  voided  uncentrifuged 
specimen,  and  more  than  three  to  five  leukocytes 
below  power  field  are  abnormal.  We  are  not  in-  j 
terested  in  whether  the  pus  is  clumped  or  is  found 
as  single  cells,  but  we  must  be  certain  that  these 
cells  are  true  leukocytes  by  demonstration  of  the  | 
polymorphonuclear  or  “pawnbroker’s”  nucleus. 
Too  often  desquamated  epithelial  and  other 
detritis  is  reported  as  pus.  The  presence  of  j 
pus-casts  in  the  urine  at  once  establishes  the  | 
diagnosis  of  pyelonephritis.  Examination  of 
uncentrifuged  specimens  obviates  inaccuracies 
concerned  with  the  time  and  speed  of  centri- 
fuging. For  quick  identification  of  the  invading 
bacteria,  the  sediment  of  a centrifuged  specimen 
is  gram-stained,  and  this  will  indicate  whether 
the  infection  is  gram-negative  bacillary,  gram- 
positive coccal,  or  mixed.  Moreover,  this  will 
at  once  suggest  the  correct  choice  of  chemo- 
therapy according  to  bacteriologic  indication. 
P’or  example,  in  bacillary  infections  penicillin  is 
useless  (Table  1). 

Most  acute  urinary  infections  in  children  are 
spontaneously  cured  clinically  in  two  or  three  i 
weeks  with  disappearance  of  fever,  gastro- 
intestinal  disturbances,  and/or  urinary  symp- 
toms. Yet  in  such  cases  bacteriologically  ex-  i 
amined  six  months  later,  positive  urine  cultures  | 
will  be  found  in  over  half,  indicating  that  the 
child  is  clinically  well  but  not  bacteriologically 
cured.  With  physical  debilitation  or  the  ac-  | i 
quisition  of  acute  infection  elsewhere,  exacerba- 
tion of  the  smoldering,  unsuspected,  persistent 
urinary  infection  is  almost  certain  to  occur. 
This  is  usually  designated  as  “recurrent  pyelitis.” 
Such  a clinical  history  practically  always  denotes 
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TABLE  1. — Chemotherapy  in  Acute  Urinary  Infections 


Mandelic  Acid* 

Sulfonamide*.  ** 

Penicillinf 

Streptomycin) 

(Ammonium  or  Calcium  Salt)  (Gm.) 
Dose  (24-hr.  average) 

(Gm.) 

(Units) 

(Units)  (Gm.) 

Under  2 years 

2-4 

0. 5-1.0 

50,000 

500,000  0.5 

2 to  4 years 

4-6 

1.0-1. 5 

100,000 

750,000  0.75 

5 to  8 years 

5-8 

1 . 5-2 . 0 

250,000 

1,000,000  1 0 

8 to  12  years 

8-12 

2. 0-2. 5 

200,000 

1,500,000  1.5 

Adults 

12-15 

3. 0-5.0 

200,000-500,000 

2,000,000  2.0 

Bacteriologic 

E.  coli  group 

E.  coli  group 

E.  coli  group 

indications 

Communis 

Communis 

Aerobacter  group 

Gram-negative 

Communior 

Communior 

P.  vulgaris 

bacilli 

Freundii 

Aerobacter  group 
Aerogenes 
Cloacae 
Pyocyaneus 
(pseudomonas) 
Proteus 
vulgaris* 

Freundii 

Aerobacter  group 
Aerogenes 
Cloacae 
Pyocyaneus 
(pseudomonas) 
Proteus 
vulgaris* 

Pyocyaneus 

Gram-positive 

Staphylococcus 

Staphylococcus 

Staphylococcus 

May  inhibit,  but 

cocci 

Streptococcus 
S.  fecalis 

(enterococcus) 

Streptococcus 

Streptococcus 

Hemolytic 

Anaerobic 

Gonococcus 

penicillin  pre- 
ferred 

Ineffective  against 
Urine  reaction): 

* B.  proteus  (unless  urine  highly  acid) 
Must  be  more  acid  than  pH  5.5.  Man- 

Enterococcus  Gram-negative  bacilli 
(S.  fecalis) 

delic  acid  concentration  greater  than 
0.5  percent 
Ammonium  chloride 
Calcium  chloride 
Ammonium  citrate 
Dilute  HC1  q.s. 

Preferably  alkaline.  Coadminister  sodium  bicarbonate  or 
potassium  citrate  q.s 

* Oral  5 to  8 days. 

**  Sulfathiazole  preferred  for  gram-positive  cocci.  Sulfadiazine  preferred  for  gram-positive  bacilli, 
t Intramuscular  4 to  6 days. 

t Best  estimation  by  potentiometer  or  nitrazine  paper  or  solution. 


urinary  stasis  due  to  obstruction  or  unrecognized 
neuromuscular  disease  and  of  itself  demands 
complete  urologic  examination  to  determine 
why  the  infection  recurred. 

Treatment 

The  acutely  ill  patient  is  given  the  usual 
sick-room  attention  with  quiet  and  rest.  It  is 
important  that  free  bowel  elimination  be  in- 
stituted promptly  by  enema,  laxation,  or  colonic 
irrigation.  An  increased  fluid  intake  is  indicated. 
Examination  of  the  properly  collected  gram- 
stained  urine  sediment  will  disclose  the  type 
of  bacterial  invasion,  and  therapy,  as  indicated 
in  Table  1,  is  instituted  at  once.  Intensive 
chemotherapy  for  five  or  six  days  is  usually  ade- 
quate, and  generally  during  this  time  the  child 
will  return  apparently  to  normal.  A re-examina- 
tion of  the  urine  will  then  show  whether  bacteria 
are  still  present  and,  if  none  are  found,  a culture 
of  the  urine  is  made  three  to  four  days  later. 
Cultures  made  during  or  promptly  at  the  cessa- 
tion of  chemotherapy  are  likely  to  be  falsely  nega- 
tive, but  cultures  made  after  three  or  four  days 
will  disclose  surviving  bacteria.  If  the  culture  is 
sterile,  another  should  be  taken  in  two  to  four 
weeks,  and  if  this  is  likewise  sterile,  the  child 
may  be  considered  cured. 

If  the  child  is  not  cured,  the  chemotherapeutic 
course  should  be  repeated,  often  employing 
another  drug  known  to  be  effective  against  the 
demonstrated  bacteria.  For  example,  mandelic 
acid  and  sulfonamide  compounds  may,  for  the 


most  part,  be  used  interchangeably.  Penicillin  is 
of  no  value  in  gram-negative  bacillary  infections, 
whereas  streptomycin  is  often  curative,  although 
it  is  less  effective  than  penicillin  against  most 
gram-positive  coccal  infections. 

Persistent  Acute  Urinary  Infection 

When  acute  urinary  infection  remains  so  for 
four  to  six  days  and  shows  no  response  to  in- 
tensive medical  therapy,  a complete  urologic 
examination  is  indicated,  irrespective  of  the  age, 
sex,  and  condition  of  the  patient.  At  the  very 
least,  an  excretory  urographic  study  should  be 
made.  This  may  be  unsatisfactory  because  of 
conflicting  gas  shadows  consequent  to  toxemia 
or  to  immobilization  of  the  patient  in  bed. 
This  study  often  gives  a suggestive  clue,  es- 
pecially when  it  demonstrates  obstruction  in  the 
upper  urinary  tract,  or  there  is  evidence  of  good 
renal  function  on  one  side  with  little  or  none  on 
the  other.  Cystoscopy,  ureteral  catheterization, 
divided  renal  function  tests,  and  retrograde 
pyelography  should  complete  the  examination. 

It  is  notable  that  investigation  in  practically 
every  child,  examined  because  of  the  criteria 
given  here,  will  disclose  a surgical  lesion  of  the 
kidney,  usually  unilateral.  In  my  experience 
the  commonest  condition  found  under  such 
circumstances  has  been  acute  infected  hydrone- 
phrosis with  congenital  stricture  at  the  uretero- 
pelvic  junction.  Extensive  interstitial  suppura- 
tive involvement  adds  to  the  kidney  damage  and 
the  grave  clinical  picture.  In  such  cases  the 
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institution  of  temporary  renal  drainage  by  in- 
dwelling catheter  in  the  kidney  pelvis  will  usually 
tide  over  the  patient  until  chemotherapy  will 
effectively  control  the  infection. 

Unfortunately  not  all  patients  with  severe 
complicated  renal  infection  will  respond  favorably 
to  conservative  treatment.  Usually  in  these 
cases,  and  when  the  general  condition  of  the 
child  permits,  the  indicated  surgical  intervention 
must  be  carried  out.  This  means  nephrostomy 
if  it  seems  likely  that  the  kidney  can  be  preserved 
by  ureteropelvoplasty,  either  at  the  time  or 
subsequently.  If  the  kidney  is  hopelessly  in- 
jured or  the  grave  condition  of  the  child  de- 
mands, employ  prompt  nephrectomy. 

In  some  cases  in  which  the  clinical  picture  is 
that  of  persistent  hyperacute  renal  infection, 
surgical  exploration  reveals  massive  focal  sup- 
purative nephritis  with  the  kidney  riddled  from 
pole  to  pole  with  small  and  large  abscesses. 
Frequently  there  is  secondary  perinephritic 
abscess.  Here  nephrectomy  is  necessary  and, 
if  indicated,  drainage  of  perirenal  abscess.  This 
assumes  that  the  other  kidney  has  been  demon- 
strated competent  to  sustain  life. 

Renal  carbuncle,  so-called  because  of  its  gross 
appearance,  is  a metastatic  renal  infection  pre- 
dominantly due  to  S.  aureus  and  is  usually 
unilateral.  Secondary  perinephritic  abscess  is 
common,  and  the  clinical  picture  generally 
causes  the  diagnosis  of  “acute  pyelitis”  to  be 
made.  The  probable  diagnosis  is  made  by  uro- 
logic  examination,  and,  unless  simple  renal  de- 
capsulation and  removal  of  the  carbuncle  core 
appear  likely  to  be  curative,  employ  nephrec- 
tomy. 

Occasionally,  both  kidneys  are  involved ; here 
the  outcome  in  the  past  has  usually  been  fatal, 
despite  decapsulation,  renal  drainage,  and  in- 
tensive chemotherapy  of  the  time.  Yet  there  is 
reason  to  believe  that  liberal  administration  of 
the  antibiotics  in  particular  will  prove  of  in- 
estimable value  in  the  clinical  control  of  some 
of  these  advanced  destructive  suppurative 
surgical  renal  lesions.  In  short,  “acute  pyelitis” 
is  decidedly  something  more  than  an  inflamma- 
tion of  the  pelvis  of  the  kidney  and  should  be  so 
regarded  by  those  entrusted  with  the  care  of  the 
young.  Parenthetically,  this  problem  is  not 
greatly  different  in  adults  and  children;  it  is 


The  patch  test  will  miss  an  appreciable  number  of 
persons  with  significant  tuberculous  disease. -Ux- 
change 


only  the  young  patients  themselves  who  are 
different. 


Summary 

In  urinary  infection,  the  kidneys  must  always 
be  assumed  to  be  involved  until  proved  other- 
wise. 

Urinary  infection  is  a common  disease  in  in- 
fants and  children,  is  often  grave,  and  involves  a 
definite  mortality,  particularly  in  infants. 

The  important  lesion  in  so-called  acute  pye- 
litis is  generally  an  interstitial  suppurative  ne- 
phritis, and  the  bulk  of  the  pus  found  in  the  urine 
in  these  cases  originates  in  the  interstitial  sup- 
purative lesions  in  the  renal  parenchyma. 
This  process  may  cause  wide  architectural  de- 
structive changes  in  the  kidney,  and  many  tubular 
units  may  be  functionally  endangered  or  lost  by 
sclerotic  healing. 

It  is  believed  that  acute  renal  infection  and 
resulting  sclerotic  healing  is  the  pathogenic 
basis  in  many  cases  later  recognized  as  chronic 
interstitial  nephritis. 

Early  diagnosis  is  of  utmost  importance  in 
acute  renal  infection,  and  urinalysis  of  a properly 
collected  specimen  is  the  keystone  of  the  diag- 
nostic arch.  Pus  in  the  urine  should  be  identi- 
fied as  polymorphonuclear  leukocytes.  The 
nature  of  the  invading  bacteria  is  determined  by 
gram  stain  of  centrifuged  sediment  and  by  cul- 
ture. 

Persistent  “acute  pyelitis”  is  an  outstanding 
indication  for  prompt  complete  urologic  investiga- 
tion, which  will  amost  always  disclose  a surgical 
complication  of  the  renal  infection  demanding 
operative  intervention  with  renal  drainage  or 
nephrectomy. 

Chemotherapy  relies  on  the  generous  adminis- 
tration of  mandelic  acid  preparations,  sulfon- 
amide compounds,  and,  probably  best  today, 
of  the  antibiotics  penicillin  and  streptomycin. 

Only  by  close  cooperation  between  physicians 
entrusted  with  the  care  of  the  young  and  their 
urologic  colleagues  can  these  children  with  com- 
plicated urinary  infection  be  given  the  best 
prospect  of  survival  and  cure. 

No  patient  with  urinary  infection  should  be 
discharged  as  cured  until  the  urine  has  been 
proved  sterile  by  bacteriologic  examination 
of  properly  collected  specimens. 
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FATAL  HEMORRHAGE  IN  BOECK’S  SARCOID 

Arthur  A.  Fischl,  M.D.,  F.A.C.P.,  and  Karl  Freireich,  M.D.,  New  York  City 


( From  the  Medical  Service  of  Queens  General  Hospital ) 

TN  1889,  Besnier  described  peculiar  lesions  of  the 

fingers,  nose,  and  ears  which  he  called  lupus 
pernio.1  The  sarcoidosis  of  Boeck,  described  ten 
years  later,  consisted  of  similar  lesions  of  the  skin 
plus  lesions  of  the  lymph  nodes  and  mucous  mem- 
branes.2 In  1914,  Schaumann  recognized  the  fact 
that  the  lesions  reported  first  by  Besnier  and  later 
by  Boeck  were  manifestations  of  the  same  disease.3 
He  called  it  lymphogranuloma  benignum  in  distinc- 
tion from  Hodgkin’s  disease  or  lymphogranuloma 
malignum.  The  characteristic  lung  and  bone  lesions 
were  described  by  Kuznitsky  and  Bittorf  and  by 
Jimgling.4’5  As  scientific  knowledge  progressed, 
the  many  features  of  the  disease  less  apparent  to  the 
eye  came  to  be  recognized  as  part  of  the  syndrome. 
It  was  obvious  that  sarcoidosis  was  a systemic  dis- 
ease wherein  the  structures  that  were  particularly 
involved  manifested  themselves  most  conspicuously. 
It  was  also  apparent  that  the  disease  was  much 
more  common  than  was  originally  supposed. 

During  the  past  two  decades,  partly  due  to  the 
speculation  that  arose  as  to  whether,  etiologically, 
this  disease  was  in  some  way  related  to  tuberculosis, 
or  whether  it  was  actually  an  unusual  form  of 
tuberculosis  (the  so-called  noncaseating  type),  and 
partly  due  to  the  tremendously  more  widespread  use 
of  the  chest  x-ray,  sarcoidosis  of  Boeck  has  aroused 
the  interest  of  internists,  pathologists,  and  tubercu- 
losis clinicians.  A good  deal  has  been  written  on 
this  subject.  In  reviewing  the  literature  of  the  past 
twenty  years  and  particularly  of  the  past  decade, 
one  finds  that  innumerable  reports  have  been  pub- 
lished. These  include  series  of  cases  and  single  case 
reports,  dealing  with  the  etiologic,  pathologic,  and 
clinical  features  of  this  disease.  The  symptomatol- 
ogy has  been  very  adequately  covered. 

Hemoptysis  in  Boeck’s  sarcoid  is  an  extremely 
unusual  symptom.  There  are  only  two  reports,  of 
such  cases  in  the  entire  literature.  The  reference  to 
the  hemoptysis  is  only  casual,  implying  that  the 
bleeding  was  of  minor  significance.  Rubin  and 
Pinner  recently  published  a review  of  20  cases  of 
Boeck’s  sarcoid  which  came  to  autopsy.6  Included 
in  the  review  is  a detailed  clinical  history  of  each 
case.  In  none  of  these  cases  is  hemoptysis  men- 
tioned as  a symptom.  Longcope  and  Pierson 
described  eight  cases  in  detail  and  did  not  mention 
hemoptysis  occurring  on  one  occasion.7  Longcope 
and  Fisher,  in  case  three  of  their  series,  described  a 


single  episode  of  bloody  expectoration.8  In  a per- 
sonal communication,  Dr.  I.  Snapper  stated  that 
in  the  absence  of  a tuberculous  cavity  he  had  never 
seen  hemoptysis  in  sarcoid  disease.9 

There  is  no  report  in  the  literature  of  a fatal 
hemorrhage  occurring  in  this  disease.  The  authors 
feel  that,  since  a caseating  cavernous  lesion  of  the 
lung  was  absent,  this  case  study  is  worthy  of  report. 

Case  Report 

The  patient,  G.  S.,  was  a 24-year-old  white  woman 
who  was  admitted  to  the  medical  wards  of  Queens 
General  Hospital  on  August  3,  1946,  because  of 
hemoptysis.  Her  family  history  was  noncontribu- 
tory. Her  past  history  revealed  that  in  1937  a 
routine  chest  x-ray  was  taken  before  college  en- 
trance. The  presence  of  hilar  adenopathy  was  re- 
ported then.  She  was  sent  to  a sanatorium  where 
she  was  told  that  she  had  infiltration  in  the  apex  of 
her  left  lung.  She  remained  there  for  six  months, 
during  which  time  she  raised  minimal  amounts  of 
sputum.  Examination  of  all  sputum  specimens  for 
acid-fast  bacilli  was  negative. 

After  discharge  from  the  sanatorium  she  returned 
to  college  and  did  well  for  a while  but  then  found  it 
necessary  to  cease  her  studies  because  the  work  was 
too  fatiguing.  Her  chief  complaint  at  this  time 
was  dyspnea.  She  was  married  in  1942. 

In  May,  1945,  fifteen  months  before  her  present 
admission,  she  had  an  episode  of  hemoptysis,  raising 
about  one  and  one-half  cupfuls  of  blood  while  at 
work.  The  following  fall  she  had  another  episode  of 
hemoptysis  and  developed  pneumonia  following  it. 
She  again  spent  six  months  in  a sanatorium,  during 
which  time  all  her  sputa  were  negative  for  acid-fast 
bacilli,  and  tuberculin  skin  tests  were  negative. 

In  May  of  1946,  she  was  seen  by  a private  physi- 
cian who  gave  her  five  radiation  therapy  treatments 
to  her  chest.  One  week  before  admission  she  had 
another  episode  of  hemoptysis,  continued  to  have 
blood-streaked  sputum,  and  then  had  still  another 
episode  of  hemoptysis  the  day  of  admission  to  the 
Queens  General  Hospital. 

The  significant  physical  findings  on  admission 
were  as  follows:  pallor  and  rapid  respirations, 
temperature  102.4  F.,  pulse  140,  blood  pressure 
90/50.  The  eyes  showed  nystagmus  on  lateral 
gaze  to  the  right.  There  were  palpable,  discrete, 
nontender,  axillary  lymph  nodes,  and  a few  small, 
shotty,  inguinal  nodes  bilaterally.  The  lungs  re- 
vealed dullness  on  percussion  over  the  superior 
mediastinum  both  to  the  right  and  left  and  dullness 
in  the  right  chest  posteriorly.  Numerous  rales  and 
rhonchi  were  heard  over  the  mediastinum  and 
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trachea  anteriorly  and  posteriorly.  There  were 
moist  expiratory  rales  at  the  right  base  posteriorly 
and  in  the  right  axilla.  The  fingers  were  clubbed. 
The  remainder  of  the  physical  examination  revealed 
normal  findings. 

Course. — The  patient  was  bronchoscoped  soon 
after  admission.  The  trachea  and  major  bronchi 
were  filled  with  blood,  but  no  bleeding  point  could 
be  found.  She  was  given  penicillin,  50,000  units 
every  three  hours  intramuscularly.  A transfusion 
of  350  cc.  of  whole  blood  was  given  on  the  day  of 
admission  and  caused  a mild  reaction.  On  August 
9,  at  2:00  p.m.  she  had  another  hemorrhage.  She 
received  500  cc.  of  whole  blood  with  no  reaction. 
The  next  day  she  appeared  slightly  improved,  but 
on  the  following  day,  August  11,  she  had  another 
pulmonary  hemorrhage.  She  received  another 
transfusion  early  on  the  morning  of  August  12.  At 
3:35  a.m.  of  this  day  she  had  another  hemorrhage 
which  proved  fatal. 

The  pertinent  laboratory  data  revealed  a blood 
count  of  3,500,000  red  blood  cells  and  a hemoglobin 
of  12.5  Gm.  The  white  blood  count  was  31,000. 
The  sedimentation  rate  was  54  mm.  in  one  hour. 
The  albumin-globulin  ratio  was  reversed,  the  albu- 
min being  2.3  and  the  globulin  3.7  per  100  cc. 

Autopsy. — The  postmortem  examination  revealed 
a pale,  well-developed,  well-nourished  white  woman 
with  evidence  of  nasal  and  oral  hemorrhage  super- 
ficially. The  chest  cavity  was  obliterated  by 
numerous  fresh  adhesions.  The  trachea  was  devi- 
ated to  the  right.  The  main  bronchial  walls  were 
markedly  dilated  and  thickened.  There  were 
numerous  areas  of  aspirated  bloody  mucus  within 
the  bronchioles.  The  dilatation  and  thickening  of 
the  bronchial  tree  were  most  marked  in  the  upper 
lobes  of  both  lungs  and  were  associated  with  fibrosis 
of  the  interstitial  tissues.  The  bronchial  dilatation 
also  involved  the  lower  lobes,  but  to  a lesser  extent. 

The  lungs  were  quite  firm,  particularly  in  the 
uppermost  portions,  were  hvpocrepitanf,  and  cut 
with  increased  resistance.  They  were  pinkish-gray 
in  color  with  no  congestion,  edema,  or  infarction 
evident.  The  left  lung  was  markedly  atelectatic 
and  the  right  lung  correspondingly  emphysematous. 
The  atelectatic  areas  involved  the  left  upper  lobe 
and  a portion  of  the  left  lower  lobe.  There  was 
some  questionable  collapse  of  the  right  upper  lobe. 

The  heart  was  shifted  to  the  left  but  otherwise 
normal.  The  mediastinum  manifested  enlarged 
nodes  particularly  at  the  bifurcation  of  the  trachea. 
The  nodes  were  firm  and  showed  complete  replace- 


Fig.  1.  Section  of  lung  showing  characteristic 
features  of  Boeck’s  sarcoid.  Note  tubercle  at.  upper 
margin. 


ment  of  the  normal  architecture  by  a pale  white, 
rather  homogeneous  infiltration  of  granular  tissue. 
The  peribronchial  nodes  showed  a similar  but  not  so 
extensive  enlargement.  The  liver  and  kidneys  were 
normal,  but  the  spleen  presented  numerous,  small, 
white,  discrete  areas  measuring  1 to  3 mm.  in 
diameter.  These  nodules  were  rather  granular, 
isolated,  and  showed  no  tendency  toward  confluence. 
The  remainder  of  the  organs  were  normal. 

The  microscopic  examination  was  done  by  Dr. 
Alfred  Angrist.  The  lungs  showed  considerable 
diffuse  fibrosis  containing  giant  cells  with  some  of 
the  alveoli  filled  with  monocytic  and  occasional 
epithelioid  and  giant  cells.  Some  smaller  bronchi 
were  dilated  and  filled  with  mucus.  Other  sections 
showed  marked  bronchiectatic  dilatation  with  re- 
gional inflammation  of  a nonspecific  character  with 
plasma  cells  predominating.  The  vessels  were 
rather  thick  walled  with  prominent  fibrosis.  Some 
sections  showed  considerable  atelectasis  with  rather 
diffuse  epithelioid  exudation  and  polymorphonuclear 
formation.  The  septal  tissues  of  the  lung  were 
markedly  thickened.  Epithelialization  of  alveoli 
was  prominent,  particularly  beneath  the  pleura. 
Definite  organizing  pneumonitis  was  present  in 
several  sections  (Figs.  1-3). 

The  lymph  nodes  showed  marked  hyalin  fibrosis 
and  multiple  areas  of  epithelioid  tubercle,  some  being 
transformed  to  laminated  hyalin  fibrotic  nodules. 
In  some  instances  the  lymph  nodes  were  almost  com- 
pletely hyalinized;  other  nodes  showed  an  abun- 
dance of  epithelioid  tubercle  structure bothas isolated 
tubercle  and  in  the  form  of  masses.  Many  of  the 
epithelioid  tubercles  showed  reticular  fibrosis.  In 
the  sinus  zones,  occasional  masses  of  epithelioid  cells 
and  isolated  giant  cells  were  seen. 


Fig.  2.  Magnification  of  Fig.  1. 
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Fig.  3.  Diffuse  fibrosis  containing  giant  cells  with 
some  alveoli  filled  with  epithelioid  cells  and  organiz- 
ing pneumonitis. 


The  spleen  showed  diffuse  congestion  with  the 
follicles  persisting  and  some  epithelioid  tubercles 


and  giant  cells  present.  The  kidney,  thyroid,  liver, 
heart,  bone  marrow,  and  breast  were  not  remarkable. 

Comment 

Fatal  hemorrhage  in  a patient  with  sarcoid  disease 
of  the  lung  must  be  extremely  unusual.  The  litera- 
ture was  searched,  and  no  report,  with  autopsy  find- 
ings, of  massive  hemoptysis  due  to  this  disease  was 
discovered.  It  would  not  be  unusual  for  a patient 
with  sarcoidosis  to  have  a fatal  hemorrhage.  Pro- 
viding there  was  coexisting  tuberculous  disease  with 
cavitation,  the  hemorrhage  would  be  due  to  erosion 
of  a large  blood  vessel.  The  association  of  these 
two  diseases  in  the  same  patient  has  been  reported. 
1 lowever,  in  the  patient  here  described  there  was  no 
evidence  of  tuberculous  disease  in  the  lungs  on  post- 
mortem examination.  Microscopically,  the  exact 
bleeding  point  could  not  be  found. 


Summary 

A fatal  case  of  hemoptysis  associated  with 
sarcoidosis  is  reported.  This  is  a most  unusual 
situation,  and  no  previous  reports  of  such  an 
occurrence  could  be  found  in  the  literature. 
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MIX  VACCINE-TOXOID  SHOTS 

Children  will  get  better  protection  against  diph- 
theria and  whooping  cough  when  the  materials  used 
for  the  antidiphtheria  and  antiwhooping  cough  shots 
are  combined  in  one  mixture  instead  of  being  given 
separately. 

Studies  showing  this  are  reported  by  Dr.  Joseph 
A.  Bell  of  the  U.S.  Public  Health  Service  in  a report 
to  the  Journal  of  the  American  Medical  Association. 
The  studies  were  made  in  Norfolk,  Virginia,  and 
neighboring  territory,  beginning  in  1941. 

Children  from  the  ages  of  two  to  23  months  were 
selected  for  the  test  and  divided  at  random  into  two 
groups.  One  group  was  given  an  alum-treated  mix- 
ture of  whooping  cough  vaccine  and  diphtheria 
toxoid.  They  got  two  shots  of  this,  four  weeks  apart. 

The  other  group  got  whooping  cough  vaccine  and 
diphtheria  toxoid  in  separate  injections. 

Of  407  children  who  got  two  doses  of  the  mixed 


product,  48  got  whooping  cough.  Among  the  385 
who  got  two  doses  of  the  vaccine  alone,  158  cases  of 
whooping  cough  occurred. 

A year  after  receiving  the  first  injection,  992  chil- 
dren in  the  diphtheria  study  were  given  Schick  tests, 
the  standard  method  of  determining  immunity  to 
diphtheria.  A positive  reaction  to  this  test  shows 
susceptibility  to  diphtheria.  There  were  only  one- 
third  as  many  positive  reactions  in  children  who  got, 
the  mixed  product  as  in  those  who  received  unmixed 
toxoid. 

The  mixed  vaccine-toxoid  shots  are  effective  in 
babies  as  young  as  two  to  five  months  old,  and  side 
reactions,  Dr.  Bell  reports,  are  “few  and  negligible.” 
But  at  least  one  of  the  doses,  he  advises,  should  be 
given  after  a child  is  six  months  old  for  best  protec- 
tion. 

— Science  News  Letter,  August  7,  1948 


DIRECT  ABDOMINAL  HERNIA 

Joseph  B.  Stenbuck,  M.D.,  New  York  City 


'TiHE  patient  whose  case  is  described  is  one  of  three 
patients  with  the  same  type  of  hernia  who  were 
presented  before  the  New  York  Surgical  Society  on 
February  25,  1948.  They  were  men  of  middle  age  or 
older  who  were  of  similar  strong  body  build  with 
moderately  obese  abdomens.  All  three  gave  very 
similar  histories.  One  of  the  three  had  bilateral 
direct  abdominal  hernias  and  a right  inguinal  hernia 
as  well. 

Case  Report 

M.  S.,  a man  fifty-five  years  old,  was  the  only  one 
of  the  three  patients  operated  upon.  He  was  admit- 
ted to  the  Mt.  Sinai  Hospital  Semi-Private  Pavilion, 
January  19,  1946.  He  complained  of  a recurrent 
swelling  of  two  years  duration  in  the  lower  left  por- 
tion of  the  abdominal  wall.  There  was  no  history  of 
any  injury,  direct  or  indirect,  which  might  have  af- 
fected his  abdominal  wall.  He  had  had  no  major 
illnesses. 

His  attention  was  drawn  to  the  lower  left  portion 
of  his  abdomen  by  what  he  called  a “squeak”  in  that 
region  when  he  voided,  even  though  no  more  than  a 
normal  intra-abdominal  pressure  was  exerted. 


Right  after  this,  he  felt  a lump  about  two  inches  in 
diameter  in  the  same  region.  He  was  able  to  reduce 
the  lump  digitally  into  the  abdominal  cavity.  The 
lump,  grew  larger,  but  it  receded  or  was  reduced  easily, 
reappearing  after  any  activity  which  increased  intra- 
abdominal pressure.  The  lump  reached  a size  of 
approximately  four  inches  in  diameter.  Localized 
cramplike  pains  were  felt  at  times,  but  there  was  no 
vomiting  or  constipation. 

In  the  region  indicated  in  the  diagram,  a mush- 
room-type mass,  about  four  inches  in  diameter,  could 
be  felt  when  the  patient  coughed  (Fig.  1).  At  the 
same  time,  a bruit  was  felt.  The  mass  was  easily  re- 
duced into  the  abdominal  cavity  anddhen  a defect 
one  inch  in  diameter  was  felt  deep  in  the  abdominal 
wall.  No  abnormalities  were  found  in  the  inguinal 
canal.  A diagnosis  of  direct  abdominal  hernia  was 
made.  Examination  of  the  inguinal  canal  was  nega- 
tive for  hernia. 

At  operation,  an  oblique  four-inch  incision  was 
made  over  the  mass  in  the  direction  of  the  fibers  of 
the  external  oblique  muscle.  When  this  muscle  was 
brought  into  view,  it  was  found  to  be  intact,  but  a 
mass  bulged  beneath  it.  An  incision  four  inches  long 
was  made  in  the  external  oblique  aponeurosis  in  the 
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Fig  1.  The  picture  of  the  lower  abdomen  shows  the  position  of  the  hernia  and  the  incision  in  the  abdominal 

wall. 

1.  The  dotted  line  outlines  the  hernia  beneath  t he  external  oblique  aponeurosis. 

2.  The  external  oblique  muscle  has  been  incised  and  the  hernia  is  visible  mushroomed  beneath  it. 

3.  The  hernia  has  been  dissected  free,  and  its  relation  to  the  fibers  of  the  internal  oblique  muscle  is  seen. 

4.  The  hernial  sac  has  been  ligated  and  resected,  revealing  the  direct  defect  it  has  produced  in  the  trans- 
versalis  muscle  and  the  internal  oblique  muscle. 
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direction  of  its  fibers.  With  retraction,  the  mush- 
roomed mass  was  brought  into  view  and  was  easily 
dissected  from  the  surface  of  the  internal  oblique 
muscle  upon  which  it  lay  and  through  the  center  of 
which  it  emerged.  On  retracting  the  fibers  of  the 
internal  oblique  muscle,  the  mass  was  seen  to  come 
through  a defect  muscle  about  one  inch  in  diameter 
in  the  transversalis. 

The  mass  proved  to  be  a well-formed  sac  contain- 
ing a process  of  omentum.  A small  artery  emerged 
through  the  transversalis  muscle  defect  and  accom- 
panied the  sac. 

A high  ligation  and  resection  of  the  sac  was  done, 
and  the  layers  of  the  abdominal  wall  were  closed  with 
silk  sutures. 

Comment 

It  is  possible  that  many  hernias  of  this  type  may 
be  missed,  since  they  do  not  protrude  as  hernias  do 
in  the  inguinal  region.  Covered  as  they  are  by  the 
external  oblique  aponeurosis,  they  may  cause  symp- 


toms which  are  not  readily  explained.  In  one  case, 
the  mass  was  discovered  only  after  the  third  visit  and 
examination.  Examination  was  repeated  because 
the  patient  was  sure  he  had  felt  a lump. 

Differentiation  was  made  from  a Spigelian  hernia, 
which  comes  through  the  abdominal  wall  at  the  lat- 
eral border  of  the  rectus  abdominis  muscle  at  the 
level  of  the  semilunar  fold  of  Douglas.  In  the  case 
reported,  the  hernia  was  about  midway  between  the 
lateral  border  of  the  rectus  abdominis  muscle  and  the 
uppermost  portion  of  the  inguinal  ligament.  The 
anatomic  picture  may  be  simplified  by  stating  that 
the  hernia  had  formed  an  opening  exactly  like  the 
one  we  produce  when  we  approach  the  appendix  bv 
way  of  a McBurney  incision,  except  for  the  fact  that 
the  exterftal  oblique  muscle  was  intact. 

Two  years  after  operation,  there  was  no  sign  of 
recurrence,  and  there  were  no  abnormal  symptoms. 

49  East  96th  Street 


PRIZE  ESSAYS 

The  Merrit  H.  Cash  Prize  and  the  Lueien  Howe  Prize  will  be  open  for  competition 
at  the  next  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York,  May 
2,  1949,  in  Buffalo. 

The  Lueien  Howe  Prize  of  $100  will  be  presented  for  the  best  original  contribution 
on  some  branch  of  surgery,  preferably  ophthalmology.  The  author  need  not  be  a 
member  of  the  Medical  Society  of  the  State  of  New  York. 

The  Merrit  H.  Cash  Prize  of  $100  will  be  given  to  the  author  of  the  best  original 
essay  on  some  medical  or  surgical  subject.  Competition  is  limited  to  the  members 
of  the  Medical  Society  of  the  State  of  New  York,  who  at  the  time  of  the  competition 
are  residents  of  New  York  State. 

The  following  conditions  must  be  observed : 

Essays  shall  be  typewritten  or  printed  with  the  name  of  the  prize  for  which  the 
essay  is  submitted,  and  the  only  means  of  identification  of  the  author  shall  be  a 
motto  or  other  device.  The  essay  shall  be  accompanied  by  a sealed  envelope  hav- 
ing on  the  outside  the  same  motto  or  device,  and  containing  the  name  and  address 
of  the  writer. 

If  the  Committee  considers  that  no  essay  or  contribution  is  worthy  of  a prize, 
it  will  not  be  awarded. 

Any  essay  that  may  win  a prize  automatically  becomes  the  property  of  the 
Medical  Society  of  the  State  of  New  York  l-to  be  published  as  it  may  direct.” 

All  essays  must  be  presented  not  later  than  February  1,  1949,  and  sent  to  the 
Chairman  of  the  Committee  on  Prize  Essays  of  the  Medical  Society  of  the  State 
of  New  York,  292  Madison  Avenue,  New  York  17,  New  York. 

Armitage  Whitman,  M.D.,  Chairman 
Committee  on  Prize  Essays 


INTESTINAL  OBSTRUCTION  WITH  ILEAL  PERFORATION  SECONDARY  TO 
INGESTED  FOREIGN  BODY 

Bernard  J.  Ficarra,  M.D.,  Brooklyn,  New  York 

(From  the  Department  of  Surgery,  St.  Peter's  Hospital) 


PERSONS  of  all  ages  frequently  swallow  non- 
digestible  materials.  The  usual  outcome  is  for 


the  foreign  body  to  be  eliminated  rectally  without 
discomfort.  All  types  of  nondigestible  articles 
pass  through  the  gastrointestinal  tract  without 
distress.  Among  the  objects  which  fall  into  this 
category  are  straight  pins,  open  safety  pins,  nails 
etc.  In  the  management  of  these  cases,  conserva- . 
tive  treatment  has  always  been  the  procedure  of 
choice.  Watchful  waiting  will  often  obviate  the 
necessity  for  a laparotomy. 

Recently,  an  emergency  operation  was  per- 
formed for  an  acute  small  bowel  obstruction.  The 
findings  at  operation  were  so  unusual  that  they  are 
deemed  worthy  of  presentation  as  a case  report. 


Case  Report 

The  patient  was  a 60-year-old  white  housewife 
who  entered  the  hospital  in  May,  1947.  The 
significant  history  commenced  two  days  prior  to 
admission.  On  that  day,  in  the  evening,  the  patient 
had  a dinner  consisting  of  a bacon  sandwich  and 
several  glasses  of  beer.  Fifteen  minutes  later,  she 
developed  pain  in  the  abdomen  which  she  attributed 
to  the  ingested  food.  She  took  a mild  cathartic, 
and  several  hours  later  her  bowels  moved  copiously. 
The  stool  was  soft,  black,  and  watery  in  consistency. 
That  night  she  could  not  sleep  because  of  recurrent 
cramplike  abdominal  pain.  The  next  morning  her 
abdomen  continued  to  be  painful.  She  felt  very 
weak'  and  vomited  four  or  five  times  in  rapid  succes- 
sion. Her  bowel  movement  was  very  scant.  In 
view  of  the  persistent  pain  and  vomiting,  she  entered 
the  hospital  that  evening.  This  was  twenty-four 
hours  following  the  onset  of  symptoms. 

The  significant  past  history  concerned  an  opera- 
tion twenty  years  previously.  She  had  a total 


Fig.  1.  Actual  size  of  bone  removed  at  operation. 


Fig.  2.  Side  view  of  same  specimen,  illustrating 
spearlike  character  of  the  bone. 

hysterectomy  for  fibroids  and  an  appendectomy. 
Since  that  time  she  had  enjoyed  good  health. 

Physical  examination  at  the  time  of  admission  re- 
vealed a moderately  obese  elderly  woman,  de- 
hydrated, obviously  in  pain,  appearing  acutely  ill. 
Her  blood  pressure  was  174/80,  pulse  110,  respira- 
tions 30.  The  abdomen  was  very  distended  with 
marked  tenderness  over  the  midline  operative  scar. 
Peristalsis  was  not  typical  of  intestinal  obstruction. 
There  was  tenderness  in  both  lower  quadrants. 
Vaginal  and  rectal  examinations  were  noncon- 
tributory. The  preoperative  diagnosis  was  intes- 
tinal obstruction  with  possible  perforation  of  the 
intestine. 

After  an  adequate  preoperative  regime,  including 
intubation  with  a Miller-Abbott  tube,  intravenous 
fluids,  and  plasma  transfusions,  the  patient  was  sub- 
jected to  exploratory  laparotomy.  When  the  peri- 
toneal cavity  wras  entered,  a moderate  amount  of 
grayish-white  pus  was  encountered.  Plastic  exud- 
ate was  clearly  visibly  over  the  small  bowel.  The 
point  of  obstruction  was  a loop  of  ileum  which  was 
transversely  adherent  to  the  previous  operative  scar. 
Another  loop  of  ileum  was  twisted  on  itself  forming  a 
volvulus.  An  adhesive  band  across  the  base  of  the 
volvulus  compressed  the  involved  segment  of  ileum. 
This  segment  of  ileum  was  pregangrenous  in  appear- 
ance but  returned  to  its  normal  color  when  the 
obstruction  was  released.  The  mesentery  itself  was 
moderately  edematous.  The  loop  of  ileum  in  this 
vicinity  contained  a large  amount  of  plastic  exudate. 
The  small  intestine  proximal  to  the  obstructed  area 
was  moderately  distended.  Approximately  one  foot 
from  the  original  point  of  obstruction,  i.e.,  where  the 
ileum  was  attached  to  the  operative  scar,  a trau- 
matic perforation  through  t he  anti  mesenteric  border 
of  the  ileum  was  found.  Through  this  perforation 
protruded  a hard  mass  which  was  found  to  be  a piece 
of  bone  (Figs.  1 and  2).  The  sharp  end  of  the  bone 
pierced  the  ileum  and  was  found  protruding  into  the 
peritoneal  cavity. 

In  order  to  remove  this  bone,  the  traumatic  per- 
foration was  slightly  enlarged.  The  perforation 
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was  closed  in  two  layers,  the  second  layer  with 
interrupted  Lembert  sutures  of  black  silk.  The 
obstruction  was  eliminated.  A mixture  of  sulfa- 
thiazole  and  sulfanilamide  was  placed  into  the  peri- 
toneal cavity  and  the  abdomen  closed  in  the  routine 
fashion. 

The  patient  had  a stormy  postoperative  course 
and  expired  on  the  second  postoperative  day. 

Discussion 

The  findings  at  operation  in  this  particular  case 
were  not  anticipated.  Interrogation  of  the  patient 
following  operation  brought  to  light  the  fact  that 
■she  had  eaten  chicken  four  days  prior  to  the  onset  of 
her  present  illness.  In  view  of  the  fact  that  she 
was  edentulous,  she  had  the  habit  of  swallowing 
her  food  without  satisfactory  mastication.  It  was 
at  this  time  that  she  might  have  swallowed  the  bone. 
The  usual  course  of  events  when  a person  ingests 
nondigestible  material  is  to  pass  the  object  in  sub- 
sequent bowel  evacuations.  In  this  particular  case 
the  patient  developed  a small  bowel  obstruction 
which  was  coincidental  'to  and  related  to  the  in- 
gested bone. 

The  increased  peristalsis  which  occurred  in  an 
attempt  to  overcome  the  obstruction  was  the  pre- 
cipitating factor  in  bringing  about  the  traumatic 
perforation  of  the  small  bowel  by  this  foreign  body. 


One  edge  of  the  bone  was  knifelike  in  character 
and  very  easily  pierced  the  intesintal  wall.  If  this 
patient  had  not  developed  a small  bowel  obstruction, 
she  might  have  passed  the  object  without  distress. 
However,  the  increased  peristaltic  activity  associ- 
ated with  the  obstruction  resulted  in  the  perforating 
of  the  ileum  by  the  bone.  This  perforation  caused 
generalized  peritonitis  and  the  patient’s  eventual 
death. 

Summary  and  Conclusions 

1.  A case  is  presented  in  which  an  ingested 
spicule  of  bone  perforated  the  ileum,  producing  a 
generalized  peritonitis.  This  perforation  occurred 
secondary  to  an  acute  intestinal  obstruction  due  to 
postoperative  adhesions. 

2.  These  findings  were  demonstrated  at  the 
time  of  operation. 

3.  In  spite  of  the  removal  of  the  foreign  body, 
the  repair  of  the  perforation,  and  release  of  the 
obstruction,  the  patient  succumbed  to  generalized 
peritonitis  on  the  second  postoperative  day. 

4.  The  unusual  feature  of  this  case  is  the  oc- 
currence of  a traumatic  perforation  of  the  ileum 
secondary  to  an  ingested  foreign  body  (bone),  as- 
sociated with  an  acute  small  bowel  obstruction. 


EARLY  CARCINOMA  OF  THE  CERVIX  DETECTED  BY  THE  VAGINAL  SMEAR 
Locke  L.  Mackenzie,  M.D.,  New  York  City 

( From  the  Gynecological-Cytology  Clinic,  Department  of  Gynecology,  the  New  York  Post-Graduate  Medical 
School  and  Hospital ) 


A LTHOUGH  this  case  is  not  unique,  it  is  felt  that 
CL  it  is  of  sufficient  importance  to  be  included  in 
the  literature  at  this  time  when  so  much  interest  is 
being  shown  throughout  the  country  in  the  cytologic 
diagnosis  of  cancer. 

Case  Report 

C.  G.,  aged  46,  divorced,  para  O,  gravida  II,  pre- 
sented herself  on  October  15,  1947,  complaining  of 
nervousness,  tremor,  and  instability  while  walking. 
Her  menstrual  periods  had  been  entirely  normal,  and 
there  had  been  no  intermenstrual  bleeding  or  dis- 
charge. She  had  lost  no  weight,  and  there  were  no 
symptoms  relative  to  any  of  the  organic  systems. 

Physical  examination  was  essentially  negative. 
The  abdomen  was  flat,  and  there  wrere  no  masses  or 
viscera  felt.  No  tenderness  was  present.  The 
vaginal  introitus  was  nulliparous  but  marital.  The 
cervix  appeared  virginal.  The  uterus  was  anterior, 
movable,  normal  in  size,  and  of  normal  consistency 
except  for  a small  subserous  fibroid  on  the  anterior 
wall  of  the  fundus.  A routine  vaginal  smear  was 
made,  chiefly  to  determine  if  her  symptoms  might 
be  explained  on  the  basis  of  an  early  menopause. 

The  smear  showed  large  numbers  of  cells  diagnos- 
tic of  squamous  cell  carcinoma.  Upon  re-examina- 
tion  no  evidence  of  any  cervical  lesion  was  seen. 
She  was  admitted  to  tho  New  York  Post-Graduate 
Hospital  on  November  5,  1947.  The  cervix  was 
biopsied  around  the  clock,  and  the  uterus  was 
curetted.  Nothing  suspicious  was  noted  in  the  cer- 
vix, and  a normal  amount  of  endometrium  was  re- 


covered. The  pathologic  report  disclosed  an 
endometrium  in  the  luteal  phase,  and  one  piece  of 
cervix  showed  an  intramucosal  carcinoma.  The 
basement  membrane  was  everywhere  distinct. 

Six  days  later  a panhysterectomy  and  bilateral 
salpingo-oophorectomy  was  done.  The  pathologic 
diagnosis  was  leiomyomata  of  the  uterus,  multiple; 
adenomyosis  of  the  uterus;  normal  fallopian  tubes, 
ovaries,  and  appendix;  and  squamous  cell  carcinoma 
of  the  cervix,  intramucosal  type. 

Convalescence  w-as  complicated  by  generalized 
peritonitis  and  intestinal  obstruction.  Treatment 
wras  by  multiple  transfusions,  intravenous  sulfa 
therapy,  penicillin  and  streptomycin  in  large 
amounts,  and  mechanical  gastric  drainage;  these 
measures  wrere  successful,  and  she- left  the  hospital 
on  the  eighteenth  postoperative  day. 

Discussion 

The  case  is  reported  not  because  it  is  unique,  but 
because  it  is  believed  that  such  instances  should  be 
brought  to  the  attention  of  the  profession.  There 
was  absolutely  no  reason  to  suspect  malignancy. 
The  diagnosis  was  made  by  the  purely  fortuitous 
circumstance  of  having  taken  a vaginal  smear.  It  is 
thought  that  this  neoplasm  would  have  progressed 
to  produce  symptoms  and  signs  in  the  future.  The 
probabilities  of  cure  in  this  patient  are  much  greater 
because  the  tumor  w'as  discovered  in  an  early  stage. 
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Special  Article 

RESIST  BEGINNINGS 

John  J.  Masterson,  M.D.,  Brooklyn,  New  York 
(President-Elect,  Medical  Society  of  the  Stale  of  .Yew  York ) 


THERE  are  sicknesses  of  communities  and  na- 
tions as  well  as  of  individuals.  We,  as  medical 
men,  have  come  to  address  more  attention  than  be- 
fore to  what  we  call  psychosomatic  ills,  the  effects  of 
emotional  strains  and  conflicts  upon  the  physical 
condition.  By  whatever  name  these  disturbances 
may  be  called,  they  are  all  characterized  by  an  in- 
ability of  persons  to  get  along  well  with  others, 
which  in  turn  is  often  a matter  of  having  difficulty  in 
getting  along  with  one’s  self.  We  need  only  to  pick 
up  the  morning  newspaper  to  see  what  this  means  in 
the  international  scene.  I believe  I can  say  that 
today  there  are  in  the  world  more  groups  of  people 
and  more  nations  who  are  hating  each  other  than 
there  were  before  World  War  II.  . . . 

A prevailing  idea  today  is  that  it  is  possible  to  get 
something  for  nothing.  People,  individually  and  in 
groups,  are  more  and  more  inclined  to  think  it  smart 
to  over-reach  each  other,  placing  the  emphasis  on 
giving  the  least  possible  for  the  greatest  reward, 
rather  than  giving  the  most  possible  for  the  sake  of 
doing  good  work  well.  We  have  gone  a long  way 
from  the  time  when  Grover  Cleveland  expressed  the 
sense  of  the  majority  when  he  said  that  “The  people 
support  the  government;  the  government  does  not 
support  the  people.”  .... 

In  agitation  for  compulsory  sickness  insurance  we 
are  in  this  country  again  confronted  with  the  danger 
of  collectivism,  which  is  another  word  for  socialism. 
Just  before  Labor  Day,  President  Truman  advo- 
cated what  he  called  “national  health  insurance.” 
I do  not  need  to  tell  you  how  damaging  such  a 
measure  would  be  to  the  health  of  the  people.  What 
is  necessary  to  emphasize  is  the  need  for  continuous 
and  uninterrupted  opposition  to  this  kind  of  think- 
ing, which  is  intellectually  dishonest.  It  is  dishonest 
because  it  promises  that  the  people  are  going  to  get 
something  which,  in  reality,  is  never  going  to  be  de- 
livered. It  is  the  first  step  toward  authoritarian 
government  in  which  the  citizen  becomes  a slave  of 
the  state.  Even  if  the  danger  of  the  passage  of  such 
a law  is  not  great,  the  need  to  combat  this  type  of 
thinking  remains  of  first  importance,  for  the  more 
prevalent  it  becomes,  the  greater  the  risk  that  step 
by  step  we  shall  slip  gradually  into  a national  state 
of'  mind  more  and  more  receptive  to  ideas  which  will 
ultimately  mean  the  abdication  of  the  citizen  from 
control  of  his  own  private  affairs.  . . . 

We  must  resist  beginnings.  That  is  one  of  the 
old  copy  book  maxims.  It  was  made  into  a little 
essay  by  John  Bigelow.  For  seventy  years  John 
Bigelow  was  a public  servant,  once  Minister  to 
France,  associated  with  William  Cullen  Bryant  on 
the  New  York  Post,  a man  who  devoted  twenty-five 

The  editors  of  the  Journal  desire  to  emphasize  the 
remarks  quoted  in  an  editorial  in  the  issue  of  October  15, 
lh48,  by  presenting  at  greater  length  excerpts  from  the 
address  by  the  President-Elect,  Dr.  John  J.  Masterson,  at 
the  Third  District  Branch  annual  meeting,  September  23, 
1048,  at  Schoharie. 


years  of  his  life  after  1886  to  founding  and  develop- 
ing the  New  York  Public  Library.  His  career  was 
resurrected  to  public  view  in  1947  when  Margaret 
Clapp’s  biography  called  Forgotten  First  Citizen  won 
the  Pulitzer  Prize.  But,  unfortunately,  his  thinking 
has  not  been  resurrected.  In  his  little  book,  Resist 
Beginnings,  he  stated  an  obvious  truth — an  invinci- 
ble and  changeless  truth — that  each  divergence  from 
principle  weakens  our  ability  to  meet  the  next  temp- 
tation to  do  what  we  think  is  wrong.  As  he  put  it, 
“Every  concession  changes  our  relations  to  every- 
thing and  to  everybody.” 

It  is  not  enough  that  we,  the  medical  profession,  be 
aware  of  the  disaster  that  is  at  the  bottom  of  the  cliff 
down  which  we  are  sliding.  The  people  must  know 
it,  too,  for  in  this  country  the  voice  of  the  people  can 
still  be  heard.  And  the  people  are  not  going  to  take 
our  word  for  it.  Enemies  can  say  that  we  are  seek- 
ing our  own  advantage.  We  must  summon  wit- 
nesses who  have  no  stake  in  the  outcome,  whose 
opinions  are  more  likely  to  be  considered  objective. 

The  most  forceful  presentation  of  this  sort  which 
I have  ever  seen  is  the  report  of  the  Brookings  Insti- 
tution recently  published  with  the  title,  The  Issue  of 
Compulsory  Health  Insurance. 

The  report  reviews  the  growth  of  voluntary  insur- 
ance both  for  hospitalization  and  for  medical  serv- 
ices. It  notes  the  recent  changes  in  the  amount  and 
distribution  of  the  earnings  of  the  American  people, 
which  greatly  reduce  the  number  of  those  who  can- 
not afford  adequate  medical  care  if  they  desire  to 
purchase  it.  Then  the  report  concludes,  “It  would 
seem  unwise  at  this  time  to  substitute  for  these  de- 
velopments a system  of  compulsory  health  insurance 
by  national  law  which  would  have  the  unfortunate 
tendency  to  freeze  policies  and  eventually  retard 
medical  progress.” 

The  crux  of  the  President’s  proposal  is  compulsory 
sickness  insurance.  We  all  know  what  this  will 
mean  in  terms  of  deteriorated  medical  care  for  the 
public.  We  shall  be  forced  to  practice  mass  medi- 
cine, responding  to  demands  on  our  time  which  are 
not  part  of  real  medical  care,  with  the  resulting  loss 
of  self  respect.  When  the  doctor  loses  the  incentive 
to  do  his  best  for  all  patients  that  come  to  him, 
something  catastrophic  happens.  It  has  been  said 
that  the  doctor  is  at  fault  who  does  not  do  his  best 
for  all  his  patients,  no  matter  how  many  come  to 
him.  Is  not  the  doctor  subject  to  fatigue,  the  same 
as  anyone  else?  Does  not  the  quality  of  what  he 
gives  his  patients  depend  on  the  amount  of  time  he 
can  spend  in  study,  in  conference  with  his  col- 
leagues? Does  if  not  depend  on  his  keeping  his  own 
standards  up  at  all  times,  which  he  cannot  do  when 
he  becomes  a link  in  a mass  production  line?  People 
who  think  a doctor  can  see  sixty  or  eighty  patients  a 
day  and  give  each  one  the  best  that  is  in  him  have 
no  conception  of  the  nature  of  the  practice  of  medi- 
cine. . . . 

(Continued  on  page  2410) 
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, . . The  prophylactic  use  of  penicillin 
tends  to  reduce  postoperative 
inflammation  of  the  oral  mucous 
membrane  and  the  incidence  of  infection 
. . . There  is  less  postoperative  pain 
and  healing  is  more  rapid”  Faier,  A.D.: 
The  Prophylactic  Use  of  Penicillin  in  Dental 
Surgery.  Dental  Digest , 153:336,  July,  1947. 


For  either  prophylactic  or  therapeutic  purposes,  Bristol  CRYSTALLINE 
PENICILLIN  G TROCHES  with  Benzocaine  provide  an  efficient  means  for 
controlling  intraoral  infections  due  to  penicillin-sensitive  organisms. 
Inserted  into  the  buccal  sulcus,  the  troche  dissolves  slowly,  directly  bath- 
ing all  accessible  mucous  membranes  with  an  effective  and  prolonged 
concentration  of  penicillin.  In  the  presence  of  painful,  inflammatory  or 
traumatic  mouth  lesions,  the  local  anesthetic  effect  of  benzocaine  will  be 
found  especially  desirable.  ' 

Each  pleasantly  flavored  troche  contains  5000  units  of  Crystalline 
Sodium  Penicillin  G,  and  Benzocaine,  5 milligrams.  They  are  available 
from  your  usual  source  of  supply  in  bottles  of  20. 


Bristol 


with  Benzocaine 


2110 


JOHN  J.  MASTERSON 


fN.  Y.  State  J.  M. 


[Continued  from  page  2408] 

The  public  should  know  that  it  is  not  wise  to  act 
on  such  a proposal  when  the  individuals  who  are 
expected  to  carry  it  out  say  it  cannot  be  done.  The 
medical  profession,  which  itself  is  charged  with  the 
responsibility  for  the  health  of  the  public,  must  make 
clear  that  under  compulsory  insurance  patients  are 
not  going  to  get  medical  care  as  they  know  it  today, 
but  a brushoff . . . . 

We  must  battle  every  inch  of  the  way  which  leads 
to  compulsion  of  the  state  over  the  individual.  We 


are  to  be  robbed  of  our  rights  under  the  guise  of  ex- 
tending our  l ights. 

We  must  resist  beginnings.  We  must  examine  with 
skepticism  the  gifts  whicii  the  Greeks  are  bearing 
to  us,  to  determine  the  nature  of  the  specific  poison 
with  which  they  are  inoculated.  We  must  awaken 
the  patriotism  of  the  American  people  to  the  fact 
that  along  this  way  lies  the  destruction  of  every- 
thing that  we  have  cherished  and  defended.  Either 
we  are  going  on  to  the  socialized  state  and  then  to 
the  authoritarian  state,  or  we  must  stop  right  where 
we  are  now. 


URINE  SEDIMENT  IN  PREGNANCY 

A vaginal  smear  test  for  pregnancy  was  advocated 
as  long  ago  as  1925. 1 The  marked  cyclic  changes  in 
form  and  glycogen  content  of  the  cells  lining  the 
vagina  and  uterus,  and  the  possibilities  of  experi- 
mental reproduction  of  the  female  cycle  through 
various  endocrine  treatments  has  maintained  inter- 
est in  the  subject.  In  the  past  few  years  studies  on 
cancer  diagnosis  from  vaginal  smears  have  been 
numerous  and  the  hope  of  early  diagnosis  of  preg- 
nancy also  by  smear  examination  continues.  The 
technic  of  study  of  the  morphology  of  genital  smears 
in  cancer  and  during  pregnancy  requires  special 
training. 

Papanicolaou  has  recently  suggested  an  improve- 
ment in  pregnancy  diagnosis  by  the  preparation  of 
smears  from  urine  sediment  instead  of  from  the  cells 
discharged  into  the  vagina.2  The  urinary  tract  lin- 
ing has  its  own  characteristic  changes  in  pregnancy. 
Smears  of  the  urinary  sediment,  Papanicolaou  says, 


give  a rather  uniform  cell  appearance,  convenient 
for  study.  The  effects  of  estrogens  are  clear  upon 
urinary  sediment,  and  he  reports  a characteristic 
cell  of  pregnancy,  upon  which  further  studies  will  be 
made.  It  is  not  sufficiently  clear  cut  early  in  preg- 
nancy to  displace  the  usual  animal  tests  for  ovarian 
stimulation,  the  Aschheim-Zondek  and  Friedmann 
tests,  but  it  is  informative. 

Simplification  of  the  technic  of  pregnancy  diag- 
nosis, resting  as  it  does  upon  an  increasingly  broad 
understanding  of  the  hormonal  mechanism  of  nor- 
mal and  abnormal  pregnancy,  will  be  a boon  to 
clinical  practice  and  will  greatly  advance  diagnosis 
of  early  disease.  With  so  much  activity  and  interest 
in  this  field,  rapid  progress  in  technic  is  inevitable. — 
Southern  Medical  Journal,  July,  1948 

1.  Papanicolaou,  G.  N.:  Proc.  Soc.  Exper.  Biol.  & 
Med.  22:436  (1925). 

2.  Ibid.:  Idem  67:247  (Feb.)  1948. 


A NEW  TROJAN  IIORSE 

The  antivivisectionists  have  used  practically  every 
dodge  known  to  the  deceiver. 

The  newest  is  a Trojan  horse  known  as  the  Na- 
tional Pet  Protection  Patrol.  This  is  a “nation- 
wide organization  to  help  boys  and  girls  learn  how  to 
care  for  their  own  pets  and  to  protect  dogs,  cats,  and 
other  animals  from  all  forms  of  cruelty,”  according 
to  the  Chicago  Herald  American. 

This  organization  is  opened  at  no  cost  to  all  chil- 
dren six  years  of  age  or  over.  A chapter  organized 
in  September,  1947,  is  said  to  have  acquired  3,800 
members  in  the  public  schools  of  Los  Angeles  in  less 
than  one  year. 

The  organization  offers  the  usual  bait  to  children 
by  giving  them  free  an  engraved  badge  and  an  official 
membership  card,  thus  creating  a nation-wide 
organization  of  youthful  Don  Winslows  on  the  prowl 
against  cruelty  to  animals. 

On  the  surface  no  sane  person  with  any  tenderness 


in  his  heart  for  animals  could  object  to  this  beautiful 
and  idealistic  purpose.  Only  the  cynic  who  looks 
beneath  the  surface  would  find  the  occupants  of  this 
Trojan  horse  and  recognize  them  for  what  they  are. 
James  H.  Cruikshank,  George  R.  Farnum,  Mrs. 
Eliot  Tuckerman,  Ernest  Weidhaas,  and  Verna  Hay- 
ward of  Los  Angeles  are  all  prominent  in  antivivisec- 
tion movements.  This  is  an  insidious  example  of 
penetration  into  public  schools  by  special  pleaders. 
The  success  of  this  movement  could  mean  the  indoc- 
trination of  millions  of  school  children  with  ideas 
contrary  to  the  principles  of  scientific  research,  par- 
ticularly in  the  fields  of  biology  and  medicine.  Un- 
less school  officials  are  warned,  they  might  see  little 
reason  to  question  the  desirability  of  education 
stressing  kindness  to  animals.  Physicians  and  medi- 
cal societies  everywhere  should  call  this  menace  to 
I he  attention  of  the  schools — Secretary’s  Letter, 
A.M .A.,  August  30,  1948 


ALL  VALUES  ARE  BASED  ON  COOKED  MEATS 


MEAT  ALSO  SUPPLIES  SIGNIFICANT  AMOUNTS  OF  COPPER  AND  PHOSPHORUS 


KIND  OF  MEAT 

COMPLETE 

PROTEIN 

B VITAMINS 

FOOD 

IRON 

THIAMINE  (B.) 

RIBOFLAVIN  (B,) 

NIACIN 

PORK  ^ 

EXCELLENT 

EXCELLENT 

FAIR 

EXCELLENT 

EXCELLENT 

BEEF^^^ 

EXCELLENT 

FAIR 

EXCELLENT 

EXCELLENT 

EXCELLENT 

WliT) 

LAMB 

EXCELLENT 

FAIR 

GOOD 

EXCELLENT 

EXCELLENT 

^ ‘ 

„ I r*' 

VEAL 

EXCELLENT 

GOOD 

GOOD 

EXCELLENT 

EXCELLENT 

VARIETY1"5® 

MEATS 

(LIVER.  HERIT.  KIDNEY) 

EXCELLENT 

EXCELLENT 

EXCELLENT 

EXCELLENT 

EXCELLENT 

€9% 

SAUSAGE 

(FRANKFURTERS.  B010SNA) 

EXCELLENT 

GOOD 

GOOD 

GOOD 

EXCELLENT 

While  its  high  content  of  biologically  com- 
plete protein  ranks  meat  among  man’s  best 
protein  sources,  its  contribution  of  many  more 
indispensable  nutrients  further  enhances  its 
over-all  desirability  in  the  daily  dietary. 

As  is  readily  seen  in  the  chart  above,  every 
kind  of  meat  is  an  excellent  source  of  high 
quality  protein  and  of  iron.  Meat  further  sup- 
plies significant  amounts  of  the  three  B com- 
plex vitamins,  thiamine,  ribollavin  and  nia- 
cin. Certain  cuts  and  kinds  of  meat  are,  as  a 
matter  of  fact,  among  our  richest  food  sources 
of  thiamine  and  niacin.  All  meat,  regardless 


of  grade  or  cut,  makes  these  contributions. 

Due  to  the  excellent  digestibility  of  meat— 
from  96  to  98  per  cent — the  metabolic  avail- 
ability of  its  protein  and  other  nutrients  is 
virtually  assured,  making  it  particularly  valu- 
able in  many  disease  conditions  in  which 
these  nutrients  are  especially  needed. 


AMERICAN  MEAT  INSTITUTE 

Main  Office.  Chicago . . . Members  Throughout 
the  United  States 

The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  made  in  this  advertisement 
arc  acceptable  to  the  Council  on  Foods  and 
N utrition  ot  the  American  Medical  Association. 


NECROLOGY 


Sidney  Jay  Furst,  M.D.,  of  New  York  City,  died 
on  September  9 at  the  age  of  sixty-five.  Dr.  Furst 
was  a graduate  of  the  College  of  Physicians  and 
Surgeons,  Columbia  University,  in  the  year  1908. 
A staff  member  of  St.  Elizabeth’s  Hospital,  he  was 
head  of  the  physiotherapy  department  of  Morrisania 
Hospital.  He  was  formerly  associated  with  the 
Lutheran  and  Fordham  Hospitals  and  was  a member 
of  the  William  H.  Luckett  Medical  Association  of 
the  former  hospital.  Dr.  Furst  was  a member  of  the 
American  Medical  Association,  the  American  Con- 
gress of  Physical  Medicine,  and  the  New  York  State 
and  County  Medical  Societies.  He  was  also  a past- 
president  and  treasurer  of  the  Audubon  Medical 
Society. 

Nathaniel  Read  Norton,  M.D.,  seventy-seven, 
died  on  October  1.  Dr.  Norton  had  practiced 
medicine  in  New  York  City  for  more  than  fifty  years 
when  he  retired  in  1946.  Following  his  graduation 
from  the  College  of  Physicians  and  Surgeons, 
Columbia  University,  in  1894,  he  served  as  resident 
physician  at  Presbyterian  Hospital  and  the  New 
York  Hospital  and  started  his  private  practice  in 
1898.  From  1904  until  1910,  Dr.  Norton  was  an 
instructor  at  Cornell  Medical  College  and  from  1911 
to  1921  at  the  College  of  Physicians  and  Surgeons. 
From  that  time  until  1931  he  served  as  clinical  pro- 
fessor of  diseases  of  children  at  the  latter  school. 

Dr.  Norton  was  attending  physician  at  Babies’ 
Hospital  and  consulting  physician  at  the  New  York 
Orthopedic  Hospital  and  the  Northern  Westchester 
and  North  Country  Community  Hospitals.  He 
was  a member  of  the  American  Medical  Association, 
the  New  York  Academy  of  Medicine,  the  New  York 
Clinical  Society,  the  New  York  Medical  and  Surgical 
Society,  the  Hospital  Graduates’  Club,  and  the  New 
York  State  and  County  Medical  Societies. 

John  Alfred  O’Regan,  M.D.,  of  New  York  City, 
died  on  October  6.  Dr.  O’Regan  was  fifty-five  years 
old.  He  obtained  his  medical  degree  from  McGill 
University,  Montreal,  and  interned  at  the  Royal 
Victoria  Hospital  there  and  at  Bellevue  Hospital  in 
New  York  City.  During  the  first  World  War,  he 
served  with  the  British  Army  Medical  Corps  in 
India  and  Mesopotamia. 

In  1922  and  1923  he  served  as  resident  house 
surgeon  at  the  old  Lying-in  Hospital.  Since  1932 
Dr.  O’Regan  had  served  as  an  associate  clinical  pro- 
fessor of  obstetrics  and  gynecology  at  the  Cornell 
University  Medical  College.  Other  posts  which  Dr. 
O’Regan  held  include  associate  in  gynecology  at  the 
former  Skin  and  Cancer  Hospital  and  membership 
on  the  courtesy  staff  of  Booth  Memorial  Hospital. 

Dr.  O’Regan  was  president  of  the  Lying-in  Hos- 
pital Alumni  Association  and  a member  of  the 
American  Medical  Association,  the  New  York 
Academy  of  Medicine,  the  Society  of  Alumni  of 


Bellevue  Hospital,  the  New  York  Obstetrical 
Society,  the  Celtic  Medical  Society,  and  the  New 
York  State  and  County  Medical  Societies.  He  was 
also  a diplomate  of  the  American  Board  of  Obstet- 
rics and  Gynecology  and  a fellow  of  the  American 
College  of  Surgeons. 

Rudolph  E.  Pick,  M.D.,  of  New  York  City,  died 
on  September  21  at  the  age  of  sixty-six.  Dr.  Pick  was 
graduated  from  New  York  University  and  Bellevue 
Medical  College  in  1 903.  He  was  a physician  on  the 
staff  of  Metropolitan  Hospital  and  was  a member 
of  the  American  Medical  Association  and  the  New 
York  State  and  County  Medical  Societies. 

Carl  Pototzky,  M.D.,  died  in  his  New  York  City 
home  on  September  21.  His  age  was  sixty-eight. 
Dr.  Pototzky,  associate  pediatrician  of  Sea  View 
Hospital,  Staten  Island,  and  a former  member  of 
Mount  Sinai  Hospital,  was  graduated  from  the 
University  of  Breslau  in  1903.  He  came  to  the 
United  States  from  his  native  Germany  in  1938,  hav- 
ing been  forced  by  the  Nazis  to  give  up  his  position 
as  director  of  the  Guidance  Clinic  for  Nervous  and 
Mentally  Retarded  Children  at  Ivaiserin  Augusta 
Victoria  Hospital  in  Berlin.  He  had  founded  the 
clinic  in  1918  and  served  as  director  until  1934.  Dr. 
Pototzky  was  a member  of  the  American  Medical 
Association  and  the  New  York  State  and  County 
Medical  Societies. 

Alexander  M.  Stewart,  M.D.,  seventy-five,  of 
Naples,  died  on  August  28.  Dr.  Stewart,  who  re- 
tired five  years  ago,  was  graduated  from  Syracuse 
University  College  of  Medicine  in  1903  and  im- 
mediately started  his  practice  in  Atlanta,  New  York. 
In  1912  he  went  to  Naples,  New  York,  and  had  prac- 
ticed there  ever  since.  Dr.  Stewart  served  as  a 
consultant  surgeon  on  the  staff  of  Frederick  Ferris 
Thompson  Hospital,  Canandaigua,  and  was  a 
member  of  the  American  Medical  Association  and 
the  New  York  State  and  Ontario  County  Medical 
Societies. 

Stanley  Bishop  Thomas,  M.D.,  of  Brooklyn,  died 
on  September  6 at  the  age  of  seventy.  Dr.  Thomas, 
who  wTas  recently  made  a surgeon-emeritus  of  the 
staff  of  St.  John’s  Hospital,  Brooklyn,  was  graduated 
from  McGill  University  Medical  School,  Canada,  in 
1903  and  interned  at  the  Presbyterian  and  Lying-in 
Hospitals,  New  York  City.  In  World  War  I he 
served  as  a captain  in  the  army.  Dr.  Thomas  was  a 
member  of  the  surgical  staff  of  St.  John’s  Hospital 
for  thirty  years  and  also  served  on  the  surgical  staffs 
of  Long  Island  College  and  Kings  County  Hospitals. 
He  was  a founder  and  past-president  of  the  Flat  bush 
Medical  Society,  a fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  American  Medical 
Association,  the  New  York  Gastroenterological 
Society,  and  the  New  York  State  and  Kings  County 
Medical  Societies. 


A palpable  supraclavicular  node  may  represent 
metastasis  from  either  lung  or  stomach. — Exchange 


Virus  pneumonia  may  cause  bronchial  dilatation; 
t his  may  be  temporary  or  permanent. — Exchange 


2412 


2413 


Case  History  of  an  overweight  streetcar- operator  . . . 

^Dexedrine’  Sulfate  — because  it  curbed  appetite  and 
lowered  food  intake  — enabled  even  this  extremely 
obese  patient  to  lose  weight  easily  and  safely  without 
the  use  (and  risk)  of  such  potentially  dangerous  drugs 
as  thyroid. 

Patient  before  treatment  (age  53;  height  5* *  lO1/*") 
weighed  352  pounds  . . . was  suffering  from  hyperten- 
sion, nervousness  and  dyspnea  . . . lived  in  fear  of  caus- 
ing an  accident  while  on  duty.  Overeating  was  the 
only  demonstrable  cause  of  his  obesity. 

Therapy:  'Dexedrine'  (is  me.  A C.  t.i.  a.) Results:  Weight  B.  P.  Pulse 

March,  1946 ‘Dexedrine’  therapy  begun 352  280/152  86 

November,  1946  . . 8th  month  of  ‘Dexedrine’  therapy  . 269  160/84  86 

January,  1948  ....  22nd  month  of  ‘Dexedrine’  therapy  . 234  158/84  86 

In  addition  to  the  weight  reduction  of  118  pounds 
and  the  concurrent  lowering  of  blood  pressure,  a remark- 
able improvement  is  reported  in  the  patient’s  mood  and 
outlook.  Earlier  nervousness  and  fears  have  vanished. 

Dexedrine1  Sulfate  tablets  and  elixir  . . . . the  most  effec- 
tive drug  for  control  of  appetite  in  weight  reduction. 

Smith,  Kline  & French  Laboratories  Philadelphia 

• l.M.  BCG.  OS  PAT.  QFF  . FOB  DC  » 1 BO- A M Pm  f T A M i N f SUtFATC.  $5*.  f 
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N.Y.U. -Bellevue  Center  to  Expand  Its  Fellowships 


THE  regional  plan  of  the  New  York  University- 
Bellevue  Medical  Center,  in  which  physicians 
attached  to  nonteaching  hospitals  in  suburban  and 
rural  communities  receive  fellowships  at  the  center, 
will  be  expanded  as  a result  of  the  successful  first 
year,  it  was  announced  recently. 

The  plan’s  first  annual  report  said  that  the  pro- 
gram would  be  expanded  from  seven  to  ten  hos- 
pitals, with  hospitals  in  Connecticut  and  Delaware 
joining  those  in  upstate  New  York,  Long  Island,  and 
New  Jersey  in  the  program. 

The  project  is  supported  by  grants  from  the 
W.  K.  Kellogg  Foundation,  and  50  hospitals  within 
1 50  miles  of  New  York  have  requested  participation, 
the  report  said. 


Under  the  plan,  resident  physicians  of  affiliated 
hospitals  spend  an  academic  year  at  the  medical 
center  participating  in  basic  science  studies  and  sub- 
jects applicable  to  their  specialties.  The  hospitals 
maintain  their  students,  but  there  are  no  tuition 
fees.  Members  of  the  university’s  medical  faculty 
visit  the  hospitals  on  request  for  conferences,  semi- 
nars, and  other  activities. 

The  seven  hospitals  who  will  continue  their 
affiliations  next  year  are:  Grasslands,  Valhalla, 

New  Rochelle,  New  Rochelle;  St.  Luke’s,  Newburgh; 
Flushing,  Long  Island;  Fitkin  Memorial,  Neptune, 
New  Jersey;  Monmouth  Memorial,  Long  Branch, 
New  Jersey;  North  Country  Community,  Glen 
Cove,  Long  Island. 


Cornell  Will  Survey  Town’s  Eating  Habits 


THE  town  of  Groton,  termed  by  Cornell  Univer- 
sity professors  a “typical  American  community,” 
will  serve  as  a testing  ground  in  a survey  of  eating 
habits  to  be  conducted  by  Cornell’s  School  of  Nutri- 
tion. 

Representatives  of  the  School  of  Nutrition  began 
the  selection  of  300  families  of  the  Tompkins  County 
Township  who  will  form  the  nucleus  of  the  survey. 

Almost  all  families  have  preferential  menus,  Dr. 
L.  A.  Maynard,  director  of  the  school,  says  in  ex- 
plaining the  survey.  Some  families  follow  one  pat- 
tern of  eating,  some  another,  and  some  just  eat, 
apparently  without  a pattern. 


Among  the  things  the  project  should  prove,  Dr. 
Maynard  hopes,  are  the  following: 

Does  a family’s  educational  level,  economic  level, 
composition  of  the  family,  or  availability  of  food 
govern  what  those  families  eat? 

A determination  of  the  type  of  food  used  by  the 
average  family,  how  well  nourished  the  families  are, 
what  factor  determines  the  type  of  food  used,  and 
the  available  food  supply  in  the  community. 

A determination  of  how  much  food  grown  locally 
is  consumed  by  the  family,  and  how  much  of  the 
family’s  eatables  are  actually  produced  by  them- 
selves. 


Announce  Plans  for  A.M.A.  Interim  Meeting 


REGISTRATIONS  and  hotel  reservations  are 
now  being  accepted  for  the  second  annual 
Interim  Meeting  of  the  American  Medical  Associa- 
tion at  St.  Louis,  November  30  to  noon,  December  3, 
1948. 

On  the  eve  of  the  Interim  Meeting,  Saturday, 
November  27,  the  first  national  Medical  Public 
Relations  Conference  will  be  held  under  sponsorship 
of  the  A.M.A.  at  the  Statler  Hotel. 

Planned  to  be  especially  valuable  to  the  general 
practitioner,  the  Interim  Session  will  offer  lecture 
meetings,  conducted  by  medical  leaders  on  condi- 
tions most  often  seen  in  daily  practice.  Subjects  to 
be  discussed  include  diabetes,  heart  disease,  cancer, 
poliomyelitis,  obstetrics,  pediatrics,  dermatology, 
genitourinary  conditions,  hypertension,  anesthesia, 
tuberculosis,  jaundice,  laboratory  diagnosis,  x-ray 
diagnosis,  and  physical  medicine  as  applied  to  the 
treatment  of  arthritis. 

A scientific  exhibit  with  nearly  100  displays  will 
show  clinical  and  pathologic  material  on  subjects 
dealt  with  in  the  clinical  conferences,  and  approxi- 
mately 115  leading  firms  will  display  technical 


exhibits.  All  exhibits  will  be  open  from  Tuesday  at 
8:30  a.m.  to  Friday  noon,  November  30  to  Decem- 
ber 3. 

Papers  will  be  read  at  the  General  Scientific  Meet- 
ings in  the  St.  Louis  Opera  House  from  9 to  10  a.m. 
and  from  2 to  3 p.m.  each  day.  At  least  six  demon- 
stration units  are  planned  for  each  half  day  in  the 
Scientific  Exhibit  from  10:30  a.m.  to  12  noon,  and 
from  3:30  p.m.  to  5 p.m. 

Officers  and  members  of  the  House  of  Delegates 
will  stay  at  the  Statler  Hotel.  Those  attending  the 
Medical  Public  Relations  Conference  will  stay  at  the 
Lennox  Hotel. 

A registration  form  and  a convenient  blank  for 
making  reservations  at  a number  of  hotels  is  appear- 
ing in  the  Journal  of  the  American  Medical  Associa- 
tion every  other  week  until  the  Interim  Meeting. 
All  reservations  must  be  cleared  through  the  Chair- 
man, Subcommittee  on  Hotels,  American  Medical 
Association,  Hotel  Reservation  Bureau,  1420  Syn- 
dicate Trust  Building,  St.  Louis  1,  Missouri,  and 
must  be  received  before  November  9,  1948. 

[Continued  on  page  241  fi] 
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You  can  help  your  patients  to  smoother, 
comfortable  recovery  after  appendectomies 
with  Prostigmin.  Bv  helping  restore  normal 
peristalsis  and  bladder  tone,  the  drug 
usually  prevents  intestinal  distention  and 
urinary  retention.  Best  residts  are 
generally  obtained  by  using  Prostigmin 
both  before  and  after  abdominal  surgery. 
Complete  information  on  this  and  other 
uses  of  Prostigmin,  based  on  extensive 
literature,  will  he  sent  upon  request. 


HOFFMANN-LA  KOCHE  INC.  • NUTLEY  10  • N.  J. 


Prostigmin 


® 


'Roche' 

brand  of  neostigmine  j 
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[Continued  from  page  2414] 


Plan  Meetings  on  Infant  Mortality 


IN  AN  attempt  to  lower  the  neonatal  death  rate 
and  the  incidence  of  stillbirth  in  New  York 
County,  the  Special  Committee  on  Infant  Mortality 
of  the  Medical  Society  of  the  County  of  New  York  is 
planning  a series  of  monthly  meetings  open  to  all 
members  of  the  medical  and  nursing  professions  and 
medical  students.  The  meetings  will  be  held  in 
Room  441  of  the  Academy  of  Medicine  Building,  2 
East  103rd  Street,  New  York  City,  on  the  third 
Wednesday  of  every  month,  at  4:00  p.m. 

Each  meeting  will  open  with  case  presentations  of 
stillbirths  or  neonatal  deaths  which,  in  the  opinion 
of  members  of  the  Committee,  were  preventable. 
Following  the  case  presentations,  an  outstanding 
authority  in  the  field  will  address  the  meeting  and 
lead  discussion  of  the  cases  presented.  Time  will 
be  allowed  for  questions  from  the  floor. 

The  schedule  of  meetings  is  as  follows: 


November  17, 1948 — “Surgery  in  the  Newborn  as  a 
Preventive  of  Neonatal  Death,”  Dr.  Edward 
J.  Donovan. 

December  15,  1948 — “Prematurity,  Its  Preven- 
tion,” Dr.  Arthur  Reich. 

January  19,  1949 — “Prematurity,  Its  Treat- 
ment,” Dr.  Emmett  Holt,  Jr. 

February  16,  1949 — “Anesthesia  and  Analgesia 
During  Labor  and  Its  Effect  on  Neonatal  Death,” 
Dr.  Emery  A.  Rovenstine. 

March  16,  1949 — “Maternal  Contagion  Causing 
Congenital  Anomalies  in  the  Newborn,”  Dr.  Murray 
H.  Bass. 

April  20,  1949 — “Resuscitation  of  the  Newborn,” 
Dr.  Paluel  J.  Flagg. 

May  18,  1948 — “Breech  Delivery  as  a Cause  of 
Neonatal  Death,”  Dr.  Ralph  L.  Barrett. 


To  Show  Display  of  Radiation  Detection  Instruments 


THE  first  comprehensive  display  of  radiation 
detection  instruments  essential  to  the  industrial, 
medical,  and  biologic  applications  of  nuclear  energy 
will  be  presented  at  a conference  on  electronic 
instrumentation  in  nucleonics  and  medicine  in  New 
York,  November  29  through  December  1,  according 
to  an  announcement  by  Adrian  Dahl,  Chief,  Radia- 
tion Instruments  Branch,  U.S.  Atomic  Energy  Com- 
mission, Oak  Ridge,  Tennessee. 

The  exhibit  of  the  U.S.  AEC  will  include  22  types 
of  basic  instruments  for  radiation  detection.  These 
instruments,  manufactured  by  20  commercial  com- 
panies, are  typical  of  about  125  now  in  use,  including 
components  and  others  closely  related. 


The  purpose  of  the  conference  will  be  to  show  the 
unique  problems  facing  the  utilization  of  atomic 
energy  and  the  need  for  cooperation  and  understand- 
ing between  the  electronics  engineer,  the  physical 
scientist,  and  the  medical  doctor.  In  addition  to 
the  instrument  display  the  U.S.  AEC  is  planning  to 
participate  with  exhibits  showing  other  instrument 
technics  which  will  be  demonstrated  by  means  of 
cutaway  models. 

The  program  will  include  more  than  a score  of 
papers  presented  by  leading  authorities  active  in 
development  of  various  phases  of  research  and 
development  of  atomic  energy  for  commercial  and 
scientific  application. 


MEETINGS 

FUTURE 


American  Otorhinologic  Society  for  the 
Advancement  of  Plastic  and  Reconstructive 
Surgery 

The  annual  meeting  of  the  American  Otorhino- 
logic Society  for  the  Advancement  of  Plastic  and 
Reconstructive  Surgery  will  be  held  at  the  Hotel 
Waldorf-Astoria,  New  York  City,  on  November  4. 
A testimonial  dinner  will  be  held  at  6:00  p.m.  for  Dr. 
Samuel  Fomon,  honorary  president.  Dr.  Fomon 
will  present  the  paper  of  the  evening,  “Recent 
Development  in  Rhinoplastic  Surgery  Based  on 
New  Physiologic  Concepts.” 

New  York  Academy  of  Medicine,  Salmon 
Committee  on  Psychiatry  and  Mental  Hygiene 

The  Salmon  Committee  on  Psychiatry  and 


Mental  Hygiene  has  announced  the  sixteenth  series 
of  the  Thomas  William  Salmon  Lectures  to  be  given 
by  the  distinguished  Swedish  biophysicist  and  bio- 
chemist, Dr.  Torbjoern  Oskar  Caspersson,  professor 
of  medical  cell  research  and  genetics  and  director  of 
the  Institute  for  Cell  Research  of  the  Medical  Nobel 
Institute  in  Stockholm.  The  series  will  be  pre- 
sented in  Hosack  Hall  at  the  New  York  Academy  of 
Medicine  in  New  York  City  from  November  8 
through  10  in  the  evenings. 

Under  the  general  title  of  “Cell  Function  and  Cell 
Growth  in  Normal  and  Pathological  Conditions, 
Studied  by  Quantitative  Cytochemical  Procedures,” 
Dr.  Caspersson  will  describe  his  original  research  at 
the  Karolinska  Institute  which  is  a division  of  the 
Medical  Nobel  Institute. 


PERSONALITIES 

Honored 

Dr.  Ludwig  Adler,  New  York  City,  has  been  and  honorary  member  of  the  Gesellschaft  der 
elected  honorary  fellow  of  the  Societat  Medicorum  Aerzte  in  Vienna. 

Svccana  (Swedish  Medical  Society)  in  Stockholm  (Continued  on  page  2418) 
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Heparin/ Pitkin  Menstruum 


'WARNER' 

is  available  in 
200-mg  and  300-mg 
ampuls  for 
subcutaneous 
injection,  cartons 
of  6 ampuls  each, 
with  or  without 
vasoconstrictors. 


Heparin/ 

Pitkin 

Menstruum 

'WARNER' 


an  anticoagulant  preparation 
with  prolonged  action  for 
the  prevention  and  treatment  of 
thromboembolic  disorders. 

HEPARIN/PITKIN  MENSTRUUM 
'Warner’  is  a safe  and  clinically 
established  means  of  providing 
prolonged  anticoagulation  action  in 
the  body. 

One  subcutaneous  injection  of 
HEPARIN/PITKIN  MENSTRUUM 
'Warner’  is  usually  sufficient  to 
increase  the  blood  coagulation 
time  for  a period  of  24  to  48  hours 
. . . without  the  necessity 
for  the  cumbersome,  discomforting 
and  time-consuming  procedures 
usually  required  when  maintaining 
blood  fluidity  in  thromboembolic 
disease. 


WILLIAM  R.  WARNER  & CO.,  INC. 

NEW  YORK  ST.  LOUIS  LOS  ANGELES 
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MEDICAL  NEWS 


[N.  Y.  State  J.  M. 


[Continued  from  page  2416] 


COUNTY  NEWS 


Clinton  County 

Postgraduate  instruction  arranged  by  the  Council 
Committee  on  Public  Health  and  Education  of  the 
State  Society,  with  the  cooperation  of  the  State 
Department  of  Health,  will  be  given  at  a meeting  of 
the  Clinton  County  Medical  Society  on  Tues- 
day night,  December  14,  at  8:15  p.m.  At  the 
Champlain  Valley  Hospital  Nurses’  Home,  Platts- 
burg,  Dr.  Paul  A.  Bunn,  associate  professor  of  medi- 
cine, Syracuse  University  College  of  Medicine,  will 
speak  on  “Problems  in  Physical  Diagnosis.” 

Onondaga  County 

Dr.  Alexander  Brunschwig,  professor  of  clinical 
surgery  at  Cornell  University  Medical  College  and 
attending  surgeon  at  Memorial  Hospital,  New  York 
City,  will  speak  on  “Radical  Surgery  for  Cancer”  at 
the  meeting  of  the  Onondaga  County  Medical 
Society,  to  be  held  Tuesday  night,  November  9, 
at  8:  30  p.m.,  at  the  University  Club,  Syracuse. 

The  program  is  postgraduate  instruction  arranged 
by  the  Council  Committee  on  Public  Health  and 
Education  of  the  State  Society  with  the  cooperation 
of  the  State  Department  of  Health. 

Ontario  County 

At  the  meeting  of  the  Ontario  County  Medical 
Society,  held  October  12  in  Canandaigua,  Dr. 
Richard  II.  Lyons,  professor  of  medicine,  Syracuse 
University  College  of  Medicine,  spoke  on  “Use  and 


Abuse  of  Newer  Drugs”  as  a program  of  post- 
graduate education,  provided  by  the  State  Society 
and  the  State  Department  of  Health. 

Suffolk  County 

Two  speakers  presented  a program  of  post- 
graduate instruction  at  the  meeting  of  the  Suffolk 
County  Medical  Society  held  October  27  at  Hunting- 
ton.  Dr.  William  B.  Sherman,  director  of  the 
allergy  clinic  at  Roosevelt  Hospital,  New  York  City, 
spoke  on  “Types  of  Allergy  with  Particular  Refer- 
ence to  Nasal  Allergy”,  and  Dr.  Robert  Chobot, 
assistant  professor  of  pediatrics  and  chief  of  pedi- 
atric allergy  at  the  New  York  Post-Graduate  Medical 
School  and  Hospital,  spoke  on  “Diagnostic  and 
Therapeutic  Procedures  in  Athsma.” 

Tompkins  County 

Dr.  George  N.  Edson,  compensation  medical 
examiner  for  the  New  York  State  Workmen’s  Com- 
pensation Board  of  the  State  Department  of  Labor, 
will  speak  on  “Medicolegal  Aspects  of  Trauma”  at 
the  meeting  of  the  Tompkins  County  Medical 
Society  to  be  held  Monday  night,  November  15,  at 
8:30  p.m.,  at  the  Hermann  M.  Biggs  Memorial  Hos- 
pital, Ithaca. 

The  program  is  postgraduate  instuction  arranged 
by  the  Council  Committee  on  Public  Health  and 
Education  of  the  State  Society  with  the  cooperation 
of  the  State  Department  of  Health. 


SCIENTIFIC  EXHIBITS 
1949 

ANNUAL  MEETING 

Applications  for  space  for  the  scientific  exhibits  should  be  made  directly  to  the 
Chairman  of  the  Subcommittee  on  Scientific  Exhibits  of  the  Convention  Committee: 
Dr.  J.  G.  Fred  Hiss 
505  State  Tower  Building 
Syracuse  2,  New  York 

The  Annual  Meeting  will  be  held  May  2 to  6,  1949,  at  the  Hotel  Statler  in  Buffalo. 

No  applications  can  be  considered  after  January  1 , 1 949 

There  will  be  two  groups  of  awards: 

Awards  in  Group  1 are  made  for  exhibits  of  individual  investigation,  which  are 
judged  on  the  basis  of  originality  and  excellence  of  presentation. 

Awards  in  Group  II  are  made  for  exhibits  which  do  not  exemplify  purely  experi- 
mental studies  and  which  are  judged  on  the  basis  of  excellence  of  presentation  and 
correlation  of  facts. 

W.  P.  Anderton,  M.D.,  Secretary 
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• When  instituted  early  and  in  conjunction  with  a diet  providing  large 
amounts  of  protein  and  B complex  vitamins,  Choline  therapy  inter- 

I 

# rupts  the  chain  of  events  in  the  development  of  portal  cirrhosis. 

• Thus  fatty  infiltration  of  the  liver,  the  forerunner  of  cirrhosis,  is  over- 
come, and  the  fatal  complicating  cirrhosis  is  either  forestalled  or 

• prevented. 

• Syrup  Choline  Bicarbonate-C.S.C.,  an  entirely  new  choline  prep- 

• aration  for  therapeutic  use,  is  an  advantageous  means  of  adminis- 

• tering  choline.  It  is  an  unusually  palatable  mixture,  provides  the 
equivalent  of  12.5  per  cent  choline  base  or  14.4  per  cent  choline 

, chloride,  and  may  be  given  in  full  therapeutic  dosage  without  gas- 

• trie  intolerance  or  nausea. 

• Available  at  all  pharmacies  in  one  pint  bottles. 


C.S.C. 


A DIVISION  OF  COMMERCIAL  SOLVENTS  CORPORATION  • 17  EAST  42nd  STREET  • NEW  YORK  17.  N.  Y. 


Officers — County  Medical  Societies — 1948 


County 

Albany 

Allegany 

Bronx 

Broome 

Cattaraugus.  . 

Cayuga 

Chautauqua . . 

Chemung 

Chenango 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer.  . . 
Jefferson 

Kings 

Lewis 

Livingston 

Madison 

Monroe 

Montgomery 

Nassau 

New  York 

Niagara 

Oneida  

Onondaga 

Ontario. 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer 

Richmond 

Rockland 

St.  Lawrence . 

Saratoga 

Schenectady  . 
Schoharie. 
Schuyler.  . 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins 

Ulster 

Warren 

Washington 

Wayne 

Westchester 
Wyoming 
Yates 


TOTAL  MEMBERSHIP  AS  OF  NOVEMBER  1,  1948—22,206 


President 


J.  J.  Clemmer Albany 

R.  O.  Hitchcock Alfred 

R.  J.  Azzari Bronx 

J.  C.  Zillhardt ...  Binghamton 

N.  P.  Johnson Olean 

C.  T.  Yarington Moravia 

E.  O.  Black Fredonia 

A.  C.  Glover Elmira 

J.  A.  Hollis Norwich 

W.  W.  Johnson.  . . Plattsburg 
L.  D.  Carpenter.  .Germantown 
R.  H.  Kerr Cortland 

C.  K.  Ives Roxbury 

L.  W.  St  oiler  . Poughkeepsie 

E.  D.  Babbage Buffalo 

R.  J.  Martin Ticonderoga 

A.  A.  Hartmann Malone 

D.  M.  McMartin.  Johnstown 

D.  B.  Johnson Batavia 

W.  A.  Petry Catskill 

R.  W.  Dennis Herkimer 

L.  O.  Fox Brownville 

A.  W.  M.  Marino.  . Brooklyn 
L.  A.  Avallone Lowville 

F.  J.  Hamilton Hemlock 

R.  B.  Cuthbert Canastota 

E.  B.  Soble Rochester 

R.  E.  Wytrwal.  St.  Johnsville 

H.  A.  Butman.  . . Manhasset 
William  B.  Rawls.  .New  York 

W.  W.  Pierce Lockport 

James  I.  Farrell Utica 

J.  G.  F.  Hiss Syracuse 

Robert  E.  Doran Geneva 

T.  R.  Proper Newburgh 

A.  F.  Leone Medina 

J.  L.  H.  Mason  Pulaski 

E.  J . Keegan Oneonta 

R.  S.  Cleaver Brewster 

Alfred  Angrist Jamaica 

C.  J.  Handron Troy 

J.  H.  Diamond.  .New  Brighton 

G.  G.  Stone Suffern 

P.  T.  McGreevy Massena 

F.  A.  Mastrianni 

Mechanicville 

N.  H.  Rust. Scotia 

J.  II.  Wadsworth  Cobleskill 

F.  C.  Ward Odessa 

C.  M.  Smith Waterloo 

V.  S.  Rigby Bath 

W.  S.  Stakes Patchoguc 

R.  S.  Breakey Monticello 

A.  J.  Capron Owego 

H.  W.  Ferris Ithaca 

E.  S.  Goodyear Kingston 

Saul  Yafa Glens  Falls 

John  A.  Summer.  . . Granville 

J.  II.  Arseneau Lyons 

W.  G.  Childress Valhalla 

<).  T.  Ghent Warsaw 

R.  II.  Davis Penn  Yan 


Secretary 

A.  Yander  Veer Albany 

II.  G.  Chamberlin Cuba 

G.  B.  Gilmore Bronx 

R.  S.  McKeeby.  . Binghamton 

W.  B.  Arthurs Olean 

J.  D.  Hammond Auburn 

Edgar  Bieber Dunkirk 

H.  A.  Burch Elmira 

J.  H.  Stewart Norwich 

K.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

E.  F.  Higgins Cortland 

S.  G.  Edgerton Delhi 

J.  F.  Rogers.  . . .Poughkeepsie 

H.  G.  Walker Buffalo 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

R.  K.  Lenz Gloversville 

C.  C.  Koester Batavia 

W.  M.  Rapp Catskill 

R.  C.  Ashley Little  Falls 

C.  A.  Prudhon  . . Watertown 

C.  H.  Loughran Brooklyn 

E.  A.  Barnes Lowville 

II.  A.  Hemphill  . . Mt.  Morris 

F.  O.  Pfaff Oneida 

J.  A.  Lane Rochester 

D.  W.  Childs Amsterdam 

I.  Drabkin.  . Rockville  Centre 

B.  W.  Hamilton.  New  York 

C.  M.  Dake  Niagara  Falls 

II.  H.  Dodds Utica 

I.  L.  Ershler Syracuse 

Carl  B.  Smith Victor 

E.  C.  Waterbary  Newburgh 

J.  G.  Parke Albion 

U.  Cimildoro Oswego 

J.  M.  Constantine.  Oneonta 

F.  J.  A.  Lehr Carmel 

E.  A.  Wolff Forest  Hills 

H.  F.  Albrecht Troy 

R.  E.  Lucey Stapleton 

R.  L.  Yeager Pomona 

W.  R.  Carson Potsdam 

M.  J.  M agovern 

Saratoga 

R.  E.  Isabella  . Schenectady 

D.  R.  Lvon.  Middleburg 

C.  W.  Schmidt  Montour  Falls 

Bruno  Riemer Romulus 

R.  J.  Shafer.  ...  Corning 

E.  P.  Kolb Holtsville 

D.  S.  Payne Liberty 

I.  N.  Peterson Owego 

Richmond  Douglass.  Ithaca 

F.  H.  Voss Phoenicia 

A.  C.  Davis Glens  Falls 

D.  M.  Vickers.  .Cambridge 

I.  M.  Derby . ■» Newark 

W.  A.  Kelly  Mount  Vernon 

P.  A.  Burgeson Warsaw 

W.  G.  Roberts.  . Penn  Yan 


T reasurer 

F.  E.  Vosburgh Albany 

L.  P.  Bly Cuba 

C.  W.  Frank Bronx 

J.  W.  Kane Binghamton 

George  C.  Cash Olean 

L.  H.  Rothschild Auburn 

C.  E.  Hallenbeek.  . . .Dunkirk 

E.  S.  Ilidall Elmira 

J.  H.  Stewart Norwich 

K.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

F.  F.  Sornberger Cortland 

S.  G.  Edgerton Delhi 

J.  F.  Rogers. . . .Poughkeepsie  ■ 

E.  A.  Woodworth. . . . Kenmort 

J.  E.  Glavin Port  Henr\ 

D.  H.  Van  Dyke Malone 

W.  H.  Raymond.  . Johnstowi 
C.  C.  Koester Batavie 

M.  II.  Atkinson Catskil 

R.  C.  Ashley. Little  Fall: 

L.  E.  Henderson ..  Watertowi 

H.  Mandelbaum ....  Brooklyi 

E.  A.  Barnes Lowvilh 

Ii.  A.  Hemphill.  . . Mt.  Morri 

J.  F.  Rommel Oneid; 

J.  L.  Norris Rocheste 

F.  F.  Pipito Anisterdan 

I.  Drabkin.  . Rockville  Centr 

C.  W.  Cutler New  Yorl 

F.  A.  Lowe Niagara  Fall 

R.  C.  Hall Utici 

A.  C.  Hofmann Syracus 

Carl  B.  Smith Victo 

E.  C.  Waterburv.  . Newburgl 

J.  G.  Parke Albio: 

U.  Cimildoro Osweg 

J.  M.  Constantine  . . Oneont 

G.  H.  Steacy Mahopa 

D. M.Raskind . Long  Island  Cit 

H.  C.  Engster Tro 

II.  Dangerfield St.  Georg 

M.  Ii.  Hopper Nyac 

L.  T.  McNulty Potsdai 

J.  M.  Lebowich 

Sara  tog 

1 Iarry  Miller Sehenectad 

D.  L.  Best Middlebur 

( '.  W.  Schmidt  Montour  Fal 

Bruno  Riemer Romuli 

R.  J.  Shafer Cornin 

David  Corcoran. Central  Isli 
D.  S.  Payne Libert 

I.  N.  Peterson Oweg 

Richmond  Douglas*  I that 

H.  B.  Johnson Kingsto 

A.  C.  Davis Glens  Fal 

C.  A.  Prescott ..  Hudson  Fal 

I.  M.  Derby Newai 

R.  It.  Heffner.  . New  Itochel 

P.  A.  Burgeson Warsa 

W.  G.  Roberts Penn  Ya 
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Plastishield  technic  of  aseptic  breast  care  . . . 


tr 

/ 


2 • Protects  nipple  and  areola 

The  new  “Plastishield  technic”  of  breast 
care  keeps  nipples  moist  and  pliable, 
thus  preventing  painful  fissuring 
and  soreness. 

2 • Encourages  breast  feeding 

This  simple,  more  sterile  method  of  breast 
care  encourages  breast  feeding  by 
protecting  against  irritation  and 
eliminating  the  necessity  for  ointments 
and  messy  medication. 


3 • Conveniently  applied  and  sterilized 


Plastishield,  me. 

89  SOUTH  TENTH  STREET 
MINNEAPOLIS  2,  MINNESOTA 


Plastishields  are  correctly  shaped  plastic 
shields  which  are  easily  cleaned  and 
conveniently  worn  beneath  the  brassiere 
or  hospital  support.  They  minimize 
leakage  and  keep  nipples  everted. 

Plastishield  is  the  Registered  Trademark  of  Plastishield  Inc. 


menorrhea 


In  a recent  study,  Long  used  Edrisal  to  control  dysmenorrhea 
in  630  factory  workers:  90%  reported  relief.  Indust.  Med.  15:679 
In  another  study,  Hindes  used  Edrisal  for  dysmenorrhea  in  approximately 
200  office  employees:  96%  were  benefited.  Indust.  Med.  15:262 


Each  Edrisal  tablet  contains  acetylsalicvlic  acid  (2.5  gr.),  phenacetin  (2.5  gr.),  and  Benzedrine*  Sulfate  (2.5  mg.). 


. For  samples  and  full  information,  write  us  at  435  Arch  St.,  Philadelphia  5,  Pa. 


Smith,  Kline  & French  Laboratories,  Philadelphia 


Edrisal 

its  dual  action  relieves  pain,  lifts  mood 


*T.M.  REO.  U.3.  PAT.  OFF . FOR  RACEMIC  AMPHETAMINE  SULFATE,  S.K.F. 
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The  Stout  Your 
— Patients  can  Enjoyl 

Iong  a favorite  in  the  United  Kingdom  and  throughout  the  world 
^ because  of  its  creamy  mellowness,  Mackeson’s  Milk  Stout— 
an  entirely  different  and  really  delicious  brew-is  now  available  in 
America. 

Mackeson’s  Milk  Stout  has  all  the  qualities  of  fine  stout  and  has 
long  been  recommended  in  cases  wherever  it  is  considered  that  a 
stout  may  be  advisable.  It  contains  the  carbohydrates  of  the  purest 
dairy  milk. 

Samples  Sent  On  Reqtiest 

The  Original  & Genuine 

MACKESON’S 

Milk  Stout 

Imported  by 

Greenwich  Village  Beverage,  Inc.,  N.  Y.  • Suffern  Distributors,  Inc.,  Mahwah,  N.  J. 
Edward  Goodman,  Brooklyn  3,  N.  Y.  • Premium  Beer  Distr.,  New  Hyde  Park,  N.  Y, 
Mount  Kisco  Bottling  Company,  Mount  Kisco,  N.  Y.  • Bailis  Bros.,  Mt.  Vernon,  N.  Y. 


Meeting  the  Needs 
of  Our  Own!! 


COLLEAGUE  after  COLLEAGUE  testifies  that 

THE  PHYSICIANS1  HOME 

brings  them  the  needed  comfort  and  good  will 
that  they  have  earned.  They  appreciate  the 
cooperation  of  the  Medical  Profession  of  the 
State  of  New  York. 

The  achievement  of  furnishing  this  direct  per- 
sonal help  deserves  your  continued  support. 

★ 

CHAS.  GORDON  HEYD,  M.D.,  President 

Make  checks  payable  to  PHYSICIANS’  HOME 
52  East  66th  Street,  New  York  21,  New  York 
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CLASSIFIED 


YOUR  FINANCIAL  SECRETARY 


Paysbills,  Balances  check  books,  Prepares  Income  Tax,  Business 
Correspondence,  Sends  Announcements.  Elizabeth  T.  Wylie. 
Plaza  3-6800.  45  East  55th  Street,  NewYork. 


LABORATORY  TECHNICIAN 


Young  woman.  Lab.  Technician,  varied  experience,  all 
phases,  now  employed, desires  part-time  work.  Evenings  and 
weekends,  or  full-time  position.  Box  262,  N.  Y.  St.  Jr.  Med. 


OFFICES  AVAILABLE 


Just  what  the  doctor  ordered: 

Four  to  six  professional  offices  for  physicians  or  dentists. 
Located  at  Remsen  and  Henry  Streets,  in  the  heart  of 
Boro  Hall  section  of  Brooklyn.  Owner  willing  to  discuss 
terms  of  alteration  and  lease.  Address  inquiries  to 
HENRY  MARGOSHES,  Attorney,  150  Broadway,  New 
York,  Tel:  WOrth  2-0266. 


FOR  SALE  OR  RENT 


Medical  practice.  2l/t  rm.  office  apartment,  fully  equipped. 
Ideal  location,  Ocean  Ave.,  Brooklyn.  Reason:  death.  Call 
Esplanade  7-3439. 


IDEAL  FOR  CONVALESCENTS 


Quiet  country  inn  in  the  heart  of  beautiful  Westchester. 
Only  35  miles  from  NYC.  Delicious  food.  Diets  arranged. 
All  modern  conveniences.  Weekly  and  monthly  rates.  For 
information  call  Yorktown  Hgts.  490  or  write  Croton  Heights 
Inn,  Yorktown  Heights,  N.  Y. 


FOR  RENT 


Doctor’s  Office,  3 rooms,  foyer  and  bath.  6 East  79th  St. 
(5th  Ave.).  $300.  monthly.  Inspection:  12-3  (weekdays). 


FOR  SALE 


Cambridge  all  Electric  Portable  electrocardiograph  (2  box 
model  in  excellent  condition).  Reference  as  to  condition 
and  value  can  be  obtained  from  the  Cambridge  Instru- 
ment Co.,  New  York.  For  information,  write  Box  263, 
N.  Y.  St.  Jr.  Med. 


FOR  RENT 


Seneca  Falls,  N.  Y.  Threre  room  office,  well  equipped  and 
centrally  located.  Opportunity  for  general  practitioner  or 
dentist.  Room  for  living  available.  Contact  Mrs.  A. 
Letellier.  145  Fall  St. 


FOR  SALE 


Beautiful  boarding  home  to  be  used  as  nursing  home,  all 
brick,  15  rooms,  running  water,  all  furnished,  capacity  20,  oil 
burner,  porches,  large  ground,  no  zoning,  north  of  Croton 
on  Hudson.  Immediate  use,  $30,000  cash  20,000.  Box  258, 
N.  Y.  St.  Jr.  Med. 


REAL  ESTATE 


PLEASANTVI LLE 

Westchester  County 

A holne  suitable  for  a professional  man.  High 
elevation.  Approximately  2V2  acres.  Charming 
surroundings  with  privacy. 

Spacious  living  room,  dining  room,  both  with 
fireplace;  den,  powder  room,  pantry,  kitchen,  maid’s 
room  and  lavatory.  Separate  porch  and  entrance. 
Large  heated  sun  porch  and  glassed-in  tea  house  at  end 
of  large  piazza  off  living  room. 

Four  master  bedrooms  and  three  baths  on  second 
floor,  with  two  bedrooms  and  bath  in  wing:  four  bed- 
rooms and  bath  with  storage  space  on  third.  Semi- 
fireproof  and  in  perfect  condition. 

Full  basement  with  laundry,  wine  closet,  store- 
room, etc.  Heated  by  oil,  steam.  Three  car  garage 
with  complete  four  room  apartment  above. 

Approximately  1 mile  to  station  and  parkway.  A 
real  buy  for  S48.500. 

Other  Homes  and  Estate  Properties 

REGIONAL  ASSOCIATES,  INC. 

The  County  Trust  Bldg.  Pleasantville 

Tel:  Pleasantville  7 


WANTED 


Want  to  buy  an  Allison-Haines  rectal  table  or  similar 
Call  Ge  6-3939  or  write  1318  55th  St.,  Brooklyn. 


FOR  RENT 


NEW  BUILDING 
Henry  Hudson  Parkway  & 231st. 

Riverdale,  N.  Y.  City 
rooms  10th  floor,  sunny 
front  apt.  $185.  Office 
space  available  on  main 
floor  consisting  of  waiting 
room,  examining  room  and 
large  consulting  room  $125. 

Call  on  premises  or 
WOOD,  DOLSON  CO.  INC. 

241  W 72  St.  EN2-8900 


ATTENTION  ROENTGENOLOGISTS 


FOR  R jEiVT-Ideal  location  in  Richmond  Hill,  Queens  Co. 
Available  soon  Formerly  occupied  by  x-ray  chief  of  large 
voluntary  hospital.  Must  be  seen.  Phone  Vi-7-3501  or 
write  Box  260,  N.  Y.  St.  Jr.  Med. 


OFFICE  TO  SHARE 


Well  equipped  office  to  share.  Good  location.  Reasonable. 
Call  ATwater  9-4342. 


WANTED 


Competent  physician  desires  to  buy  active  practice  of  retiring  |l 
physician.  Box  251,  N.  Y.  St.  Jr.  Med. 


ZEMMER  pharmaceuticals 

A complete  line  of  laboratory  controlled  ethical  pharmaceuticals. 

Chemists  to  the  Medical  Profession  for  44  years. 
THE  ZEMMER  COMPANY  • Oakland  Station  ••  PITTSBURGH  13,  PA. 


NY  11-48 


'■ 
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Does  Your  Medical  Assistant  Need  Additional  Training? 


EVENING  COURSES  IN  LAB  & X-RAY  AVAILABLE 
Out  12-months  day  couise  includes  intensive  training 
in  laboratory  techniques,  physiotherapy  apparatus, 
X-Ray.  nursing  techniques,  and  medical  stenography. 


A FEW  LAB  TECHNICIANS  NOW  AVAILABLE 

jjf  J I (?  ! / 1834  Broadway  — NYC 

McUtdl  SoftOOl  Circle  7-3434 


Licensed  by  the  State  of  New  York 


SPASTIC  - POLIO 

PARAPLEGIC  & PARALYSIS  CORRECTION 

fUSilton  ®.  rrg 
^Foundation  -S&rfyaals 


In  Far  Hills,  N.J. — a PRIVATE  schools  Founda- 
tion teaching  the  paralyzed  how  to  walk,  talk, 
become  physically  independent.  Consulting 
Physician — F.  L.  Field,  M.D.  Our  49th  year. 

For  information  write  Berry  Foundation  Schools, 
Box  25,  Far  Hills,  New  Jersey 

OTHER  RESIDENT  SCHOOLS 
Encino,  Calif.;  Houston,  Texas;  Cincinnati  Ohio; 
Oshkosh  (Lake  Winnebago),  Wisconsin; 

Portland,  Oregon;  Tulsa,  Oklahoma. 
Consultations  in  250  U.S.  cities  monthly 


MISSING— SEVEN  CLAUSES 


Our  21  years  of  specialized  estate  and  insurance  planning  for  professional  men 
shows  that  using  the  "hidden  values"  and  securing  the  missing  clauses  prevents 
losses  and  increases  policy  benefits  W%  to  40%  without  changing  policies  or 
increasing  the  cost.  Write  or  phone  for  an  appointment  at  your  office  or  ours 
and  we  shall  be  glad  to  show  you  how  these  clauses  will  increase  the  value  of 
your  policies.  This  is  a public  relations  service  to  the  medical  profession 
without  obligation. 

JUSTIN  TRAUB,  225  Broadway,  N.  Y.  7,  BA  7-3984 


FOR  SALE 


Entire  Eye,  Ear,  Nose,  Throat  equipment,  including  waiting 
room,  nurses’  room,  furniture.  Selling  because  of  death  of 
young  specialist  New  offices  available,  excellent  opportunity. 
Mrs.  B.  J.  Mulcahy,  Poughkeepsie,  N.Y. 


WANTED 


Bacteriology  Technician  for  Bacteriology  Department  of  Hos- 
pital for  Acute  Rheumatic  Fever.  Working  conditions — ex- 
cellent. Write — Reverend  Mother  Superior,  F.M.M.,  St. 
Francis  Sanatorium,  Roslyn,  N.Y. 


WANTED 


Chemist,  B.S.  or  M.S.  for  Biochemistry  Department  of  Hos- 
pital for  Acute  Rheumatic  Fever,  Working  conditions — ex- 
cellent. Write — Reverend  Mother  Superior,  F.M.M.,  St. 
Francis  Sanatorium,  Roslyn,  N.Y 


WANTED 


Ophthalmologist,  diplomate,  desires  location  or  association. 
Can  invest.  Write  Box  259,  N.  Y.  St.  Jr.  Med. 


AVAILABLE 


Investment  opportunities  are  available  in  small  second  mort- 
gages; personal  supervision  and  management.  Dansker 
Realty  and  Securities  Corp.,  106  Montague  St.  Bklyn,  Main 
4-4397,  Att:  Jerome  Dansker. 


MALPRACTICE  INSURANCE 
PROTECTION* 

for 

INFORMATION,  ADVICE 
or  ASSISTANCE 

rejer  to 


HARRY  F.  VVANVIG 

Authorised  Indemnity  Representative  uj 

THE  MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 


70  Pine  Street  New  York  City  5 


Telephone:  Digby  4-7117 


* For  Members  oj  the  State  Society  only 


FOR  SALE 


E.E.N.T.  equipment  of  deceased  practitionqy,  including  trial 
case;  Fischer  diathermy  and  cautery  set;  naso-pharynga- 
scope;  E.N.T.  chair;  numerous  E.E.N.T  instruments.  Price 
$200.00  for  everything  Mrs  H.  L.  Fifield,  509  West  Onon- 
daga St.,  Syracuse,  New  York. 


FOR  SALE 


Ultra  violet  (Fischerquartz  #88)  with  orificial  applicator, 
practically  new,  perfect  $155.00.  Box  249,  N.  Y.  St.  Jr. 
Med. 


FOR  SALE 


Profex  15  MA  X-ray  and  Fluoroscope  combination;  timer, 
extra  cable,  footswitch,  developing  tank,  lead  gloves  and 
apron,  chest  film  holder;  all  as  new  $850.00.  Dr.  J.  B. 
Wager,  1475  Grand  Concourse,  Bronx  52.  Jerome  8-7575. 


WANTED 


Applications  from  graduates  in  medicine,  either  men  or 
j women,  interested  in  employment  in  a public  health  program 
in  the  southern  part  of  the  United  States.  Twelve  new  de- 
partment buildings  under  construction.  Moderate  tempera- 
ture. Little  snow.  Medical  license  obtainable  by  reciprocity 
with  other  states  and  Canadian  provinces  where  Board  re- 
quirements are  met.  Apply  to  Dr.  Felix  J.  Underwood, 
Executive  Officer,  Mississippi  State  Bourd  of  Health,  Jackson, 
Mississippi. 
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THE  MAPLES,  inc. 


An  exclusive  rest  home  lor  Invalids,  convalescents  and  chronic  cases.  Also  postoperative,  special  diets  and 
body-building  cases.  Efficient  day  and  night  nursing.  Resident  physician.  Six  acres  ol  beautiful  land- 
scaped lawns. 

MRS.  M.  K.  MANNING,  Supt.  Rates:  $35.00  to  $65.00  weekly 

OCEANSIDE,  L.  I.  Private  and 

Tel.:  Rockville  Centre  3660  Semi-Private  Rooms  ^ 


LOUDEN-KNICKERBOCKER  HALL,  inc. 


81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


FALKIRK 

IN  THE 

R A M A P O S 


A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 


THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


'INTERPINES’ 


Goshen,  N.  Y. 

Phone  117 


Ethical — Reliable — Scientific 
Disorders  of  the  Nervous  System 
BEAUTIFUL— QUIET— HOMELIKE 

Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


HALCYON  REST 


754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  550  Write  for  illustrated  booklet. 


CHARLES  B.  TOWNS  HOSPITAL 


Established  1901 

FOR  ALCOHOLISM,  NARCOTIC 
AND  BARBITURATE  ADDICTIONS 


Exclusively 


THE  TOWNS  TREATMENT  is  a medical  and  psy- 
chiatric procedure. 

Withdrawal  of  narcotics,  either  opiates  or  synthetic, 
is  by  gradual  reduction  and  specific  medication. 

After  47  years,  this  treatment  is  generally  accepted  as 
standard. 

Physicians  and  psychiatrists  in  residency.  Trained 
nursing,  physio  and  hydrotherapy  staff. 

Patients  are  assured  of  complete  privacy  if  desired. 
Length  and  cost  of  treatment  are  predetermined. 
Advantageously  situated  facing  Central  Park 


So- 


larium and  recreation  roof, 
service. 


Excellent  cuisine  and 


EDWARD  B.  TOWNS 
Director 


Literature  on  request. 

W D.  SILKWORTH  ^ 

Medical  Supt. 

293  CENTRAL  PARK  WEST,  NEW  YORK  24,  N.  Y. 
SChuyler  4-0770 

Member  American  Hospital  Assoc, 
ad  also  appears  in  JAMA  and  other  leading  medical  journals. 


O 


HOLBROOK  MANOR 


Fivt  Acral  of  Pincwoodad  Groundi 

SENILE,  AGED,  CHRONICS' 

Physicians  may  treat  their  own  patients. 
Hypertensives  Arterio-sclerotics  All  Neurological  Disorders 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Filadman,  M.D.,  Q.P. 

HOLBROOK,  L.  I.  N.  Y.  Office  GRamarcy  5-4I7J 
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diagnosis: 

diabetes 


Todays  newly  diagnosed  diabetic  can  live  a 
near-normal  life.  Most  mild  or  moderately 
severe  cases  can  be  controlled  with  one  dailt/ 
injection  of ‘Wellcome’ Globin  Insulin  with  Zinc, 
which  also  allows  a higher  carbohydrate  intake 
more  nearly  normal.  The  intermediate  action 
of  Globin  Insulin  closely  parallels  physiologic 
needs;  maximum  activity  occurs  when  the 
patient  is  awake  and  eating,  but  wanes  to  mini- 
mize nocturnal  hypoglycemia. 

• 

initial  DOSAGE  AND  DIET:  One-half  hour  before 
breakfast  administer  2/3  units  of  Globin  Insulin 
for  every  gram  of  sugar  spilled  in  a 24-hour 
urine  specimen.  Or  start  with  15  units  of  Globin 
Insulin  and  increase  dosage  every  few  days. 

Divide  the  total  carbohydrate  allowance  ( 140 
to  240  gms. ) as  1/5  breakfast,  2/5  lunch  and 
2/5  supper.  (The  total  4/5  lunch-supper  allow- 
ance may  be  apportioned  to  fit  the  patient’s  re- 
quirements. ) Midafternoon  hvpoglycemia  may 
usually  be  offset  by  10  to  20  gms.  of  carbo- 
hydrate between  3 and  4 p.m. 

-iZ-i  BURROUGHS  WELLCOME  & CO.  (U.S.A.) 


final  adjustment:  Both  diet  and  dosage  must 
be  adjusted  subsequently  to  meet  the  individual 
needs.  Final  carbohydrate  distribution  may  be 
based  on  fractional  urinalyses.  Globin  Insulin 
dosage  is  adjusted  to  provide  24-hour  control  as 
evidenced  by  a fasting  blood  sugar  level  of  less 
than  150  mgm.,  or  sugar-free  urine  in  fasting 
sample. 

‘Wellcome’ Globin  Insulin  with  Zinc  is  a clear  solu- 
tion, comparable  to  regular  insulin  in  its  freedom 
from  allergenic  properties.  Available  in  40  and  80 
units  per  cc.,  vials  of  10  cc.  Accepted  bv  the  Council 
on  Pharmacy  and  Chemistry,  American  Medical 
Association.  Developed  in  The  Wellcome  Research 
Laboratories,  Tuckahoe,  New  York.  U.S.  Patent  No 
2,161,198.  LITERATURE  ON  REQUEST. 

' Wellcome ' Trademark  Registered 


> 


J 


INC.,  9 & II  EAST  4 1 ST  STREET,  NEW  YORK  17,  N.Y. 
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GREENMONT  ON  HUDSON 


OSSINING,  NEW  YORK 

An  intimate  distinctive  institute  for  the  treatment  of  emotional 
disorders,  acute  and  chronic  mental  diseases  and  alcoholism. 
All  forms  of  modern  treatment  and  electro-narcosis. 

Medical  Director,  Dr.  Ralph  S.  Banay 

Formerly  Medical  Director  of  Yale  University  Alcohol  Clinics 


||:|  Telephone  Ossining  4100  N.Y.C.  Office  709  Park  Avenue,  Butterfield  8-9060  |;;| 


WEST  /l ITT 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  often  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone : Kingsbridge  9-8440 


BRUNSWICK  HOME 


A PRIVATE  SANITARIUM.  Convalescents,  postoper- 
ative, aged  and  infirm,  and  those  with  other  chronic  and 
nervous  disorders.  Separate  accommodations  for  nervous 
and  backward  children.  Physicians'  treatments  rigidly 
followed.  C.  L.  MARKHAM,  M.D.,  Supt. 

B'way  & Louden  Ave.,  Amity ville,  N.  Y.,  Tel:  1700,  1,  2. 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.<M6$1 


GLADYS  BROWN  DROWN’S  MUrroy  Hill 

O toner  - Director  DHwWf  H • 7 1819 

MEDICAL  BUREAU 

7 East  42  Straat,  New  York  17,  N.  Y. 

An  employment  agency  specializing  in  qualified  personnel 
for  Hospitals,  Chemical,  Pharmaceutical,  Insurance,  Ship- 
ping and  Industrial  organizations,  also  Medical  and  Den- 
tal offices. 


For  Business  Opportunities, 
Real  Estate,  and 
Positions  Wanted, 

See 
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PINEWOOD 

Westchester  County,  Katonah,  N.  Y.  — Katonah  775 

A psychiatric  hospital  furnishing  advanced  methods  of  therapy 
Licensed  by  the  Department  of  Mental  Hygiene 
Approved  for  residency  by  the  American  Medical  Association 

New  York  Offices 

Dr.  Louis  Wender— 59  E.  79  St.— Bu  8-0580— Mon-Wed-Fri 
Dr.  Joseph  Epstein — 975  Park  Ave. — Rh  4-3700 — Tues-Thurs-Sat 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Direct  or  y of  N.  Y. , N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Physician-in-Cbargi . 


UNPAID  BILLS 

can  be  collected  and  at  the  same  time  good  Public  Re- 
lations maintained.  We  have  proved  it  to  over  100 
hospitals  and  thousands  of  doctors. 

Write  for  proof. 

NATIONAL  DISCOUNT  & AUDIT  CO. 

230  West  41st  St  New  York  18,  N Y. 


The  Alkolol  Company,  Taunton  |2.  Mass. 
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HABIT 

TIME 


Active 

;»"■  Ingredient. 

Mineral  Oil  65% 
DIRECTIONS— Adults1  One  table 
spoonful  Children:  One  teaspoonful 
Important  — Do  not  take  directly 
before  or  alter  a meal. 

May  be  thinned  with  water,  milk  or 
fruit  iuice  if  desired. 


liAvBtrHlA  3, 
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this 
n hand 


Cardiologist 


is  assured  of 


Being  the  powdered  leaves  made  into 
physiologically  tested  pills, 
all  that  Digitalis  can  do,  these  pills  will  do. 


Trial  package  and  literature  sent  to  physicians  on  request. 

DAVIES,  ROSE  & COMPANY,  Limited 

Manufacturing  Chemists,  Boston  18,  Massachusetts 


I 
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for  perfection  in  matching 


“True  to  Life ” 

ARTIFICIAL  HUMAN  EYES 

by 

Fried  & Kohler 

• Especially  made  to  order  by  skilled  artisans. 

• Comfort  and  pleasing  cosmetic  appearance 
guaranteed. 

• Eyes  also  fitted  from  stock  by  experts.  Selections 
sent  on  memorandum. 

• Referred  cases  carefully  attended. 

FRIED  & KOHLER,  Inc. 

Specialists  in  ALL  TYPES  of  Artificial  Human  Eyes  Exclusively 
665  Fifth  Avenue  (Tel.  Eldorado  5-1970)  New  York  22,  N.  Y. 

• 

“ Over  Forty-five  Years  devoted  to  pleasing  particular  people ” 
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A Sense 
of 

General  Relief 


Many  patients  in  the  climacteric 
prefer  estrogens  from  natural  sources.  They  report 
— aside  from  the  effect  on  vasomotor  symptoms  — 
a greater  sense  of  well-being  and  relaxation 
from  such  estrogens.  Estrogenic  Substances-Breon 
for  parenteral  injection  are  from  natural  sources. 
To  others,  the  convenience  and  economy  of 
oral  estrogens  is  important.  Diethylstilbestrol 
Dipropionate-Breon  Caplets  are  made  for  them. 
The  physician  has,  between  these  two  aids,  wide 
latitude  in  type,  in  potencies,  and  in 
route  of  application.  Together,  they 
permit  precision  and  flexibility  in 
estrogen  therapy  whether  the  prefer- 
ence be  a greater  sense  of  general  relief 
or  convenience. 


BrOOIl  e.  Company 


KANSAS  CITY 

NEW  YORK 

ATLANTA 

SAN  FRANCISCO 


k 


erience  is  the  Best  Teacher 


JOHN  HUGHES  BENNETT  (1812-1875)  proved  il  in  histology 


Bennett’s  experiences,  gained  by  linking  physiology  with  clinical  medicine, 
led  him  to  institute  the  practical  study  of  histology,  to  recognize 


the  medicinal  value  of  cod  liver  oil,  and  to  be  the  first 
to  describe  the  blood  condition  leukemia  — Bennett’s  disease. 


R.  J.  Reynolds  Tobacco  Company,  Winston-Salem,  N.  C. 


Arearilinff  itt  a Xatiamciiii!  sitrifi/ : 


Exp 


erience  is  the  best  teacher  in  cigarettes,  too! 


YES!  Millions  of  smokers  who  have  tried  and 
compared  many  different  brands  of  cigarettes 
found  from  experience  that  cool,  full-flavored 
Camels  suit  them  best. 

Try  Camels!  See  how  the  full,  rich  flavor  of 
Camel’s  choice,  properly  aged  and  expertly 
blended  tobaccos  p leases  your  taste.  See  if  Camel’s 
cool  mildness  isn't  mighty  welcome  to  your  throat. 

Yes!  Eet  your  taste  and  throat  tell  you  why, 
with  millions  of  smokers  who  have  tried  and  com- 
pared, Camels  are  the  “choice  of  experience.” 


I More  Doctors  Smoke  €!JLMDJjS 

than  any  other  cif/arette 

In  a nationwide  survey  by  three  independent  research  organization'  113,597  doctors  were 
asked  to  name  the  cigarette  they  smoked.  More  doctors  named  Camel  than  any  other  bruiul, 
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DECHOLIN  HYDROCHOLERESIS 
Encourages  Biliary  Tract  Drainage 


PER  CENT  10  20  30  40  50  60  70  80  90  100  110 

i — i — r 


CHOLERETIC  EFFECT 
OF  OX  BILE  SALTS: 

HYDROCHOLERETIC  EFFECT 
OF  DECHOLIN  ( dehydrocholic  acid) 


TOTAL  SOLIDS  | 

Percentage  Increase  in  Composition  and  Quantity  of  Bile  Flow 

Ivy,  A.  C.,  et  al:  Am.  J.  Dig.  Dis.  7:333  (Aug.)  1940. 


HYDROCHOLERESIS  — 

an  increased  production  of  thin  liver  bile  — is  a desirable  ap- 
proach to  therapy  of  non-obstructive  biliary  tract  disturbances. 


DECHOLIN  — 

by  producing  an  increased  flow  of  bile — washes  stagnant,  infected 
bile  from  the  intrahepatic  and  extrahepatic  biliary  passages,  re- 
moving pus-laden  material  and  discouraging  the  ascent  of  infection. 

HOW  SUPPLIED:  Decholin  in  3%  gr.  tablets.  Packages  of  25,  100,  500  and  1000. 


DachoUn 

BRAND  • REG.  U.  S.  PAT.  OFF. 

(DEHYDROCHOLIC  ACID) 


AMES  COMPANY,  INC.. 


ELKHART,  INDIANA 
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ONLY  BELLERGAL  PROVIDES  ALL  THREE 

1.  SYMPATHETIC  INHIBITION  with  ergo- 
famine  tartrate. 

2.  PARASYMPATHETIC  INHIBITION  with 
Bellafoline. 

3.  CENTRAL  SEDATION  with  phenobarbital. 


SAN  DOZ 


Originality  • Elegance  * Perfection 


FOR  FUNCTIONAL  DISORDERS 

Patients  with  psychosomatic  disorders  suffer 
somatic  distress  just  as  much  as  those  with  or- 
ganic  disease. 

For  these  patients  Bellergal  provides  an  effective 
combination  of  drugs  acting  on  both  divisions  of 
the  autonomic  nervous  system  as  well  as  on  the 
central  nervous  system. 

Use  Bellergal  in  the  treatment  of  gastrointestinal 
neuroses  and  other  functional  disorders. 


Bellergal 


SA N DOZ  PHARMACEUTICALS 

Division  of  SAND0Z  CHEMICAL  WORKS,  INC. 

68-7  2 CHARLTON  STREET,  NEW  YORK  14,  N.  Y. 
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PEPTIC  ULCER 


LIQUID 
Bottles  of  12  fl.  oz. 
TABLETS 
Tins  of  12 

Bottles  of  1 00  and  500 


The  gastric  pH  range  which  is  safe  for  the  peptic  ulcer 
patient  lies  between  4 and  5.  In  this  "safety  zone" 
there  is  neither  pepsin  activity  (which  may  cause  con- 
tinued erosion  or  bleeding)  nor  stimulation  of  excess 
acid  production. 

Tricreamalate,  a balanced  blend  of  aluminum  hydrox- 
ide gel  with  magnesium  trisilicate  reduces  acidity 
within  the  stomach  to  pH  4 to  5.  Absolute  neutrality 
is  not  reached.  Hence,  there  is  no  stimulus  to  "acid 
rebound"  and  no  alkalosis. 

Through  the  formation  of  a protective  coating  and  a 
mild  astringent  effect,  nonabsorbable  Tricreamalate 
is  soothing  to  the  irritated  gastric  mucosa,  relieves 
gastric  pain  and  heartburn,  and  aids  in  healing 
peptic  ulceration  as  well  as  in  preventing  recurrence. 


Tricreamalate 

Aluminum  Hydroxide  Gel  with  Magnesium  Trisilicate 


Dose:  1 or  2 teaspoonfuls  or  tablets  every  2 to  4 hours. 


INC. 


Tricreamalate,  trademark 


New  York  13,  N.  Y.  Windsor , Ont. 
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BORCHERDT 

MALT  SOUP 
EXTRACT 


EST  1868 


for  Constipated  Babies) 

Borcherdt’s  Malt  Soup  Extract  is  a laxative 
modifier  of  milk.  One  or  two  teaspoonfuls  in  a 
single  feeding  produce  a marked  change  in  the 
stool.  Council  Accepted.  Send  for  sample. 


BORCHERDT  MALT  EXTRACT  COMPANY,  2J7  N.  Wolcott  Ave.,  Chicago  12, 
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A1)Y  \ XT  AGES  FOR  YOUR  PATIENT 


aqueous  ► 
aqueous  ► 
aqueous  ► 


yet  only  1 injection  a day 
minimal  pain  . . . no  oil— no  wax 
prolonged  therapeutic  blood  levels 


ADVANTAGES  FOR  YOU 

aqueous  ► easily  suspended  . . . stable  for  21  days  under  re- 
frigeration, or  a week  at  room  temperature,  with 
no  significant  loss  of  potency.  In  powder  form- 
stable  for  a year. 

aqueous  ► syringe  and  needle  need  not  be  dry;  needle  block- 
age minimized. 

aqueous  > syringe  and  needle  easily  cleaned. 


► single-dose  vials  of  300,000  units  with  and  without  diluent 

► multiple-dose  vials  of  1,500,000  and  3.000.000  unit* 


Sqjjibb  , 


I.KADEK  IN  P E N I C I 1,1.  I N II  t:  S IA  It  (II  AND  M A N l'  I V C T U H I. 
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For  the  Control 
of  Increased 
Capillary  Fragility 


SCORUTCNE  is  a combination  of  rutin  and 
ascorbic  acid.  Rutin  has  been  shown  to  be 
effective  in  the  treatment  of  increased  capillary 
fragility.  Since  clinical  evidence  seems  to  indicate 
that  it  is  less  effective  in  the  presence  of  a Vitamin 
C deficiency,  ascorbic  acid  has  been  added  as  a 
potentiating  factor  in  Scorutone. 

SCORUTONE  tablets  are  supplied  in  bottles  of  100 
tablets,  each  tablet  containing  30  mg.  of  rutin  and  50 
mg.  of  ascorbic  acid.  Write  for  detailed  information 
and  clinical  reports  of  the  successful  use  of 

Scorutone  to 


Novocol  Chemical  Mfg.  Co.,  Inc. 
2911-23  Atlantic  Ave.,  B’klyn  7,  N.  Y. 
Gentlemen : 

Please  send  prescription  blanks  and 
literature  on  the  scientific  background  of 
Scorutone. 


1 control  in- 
creased 
capillary 
fragility. 
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congestiv 


heart 
failure . . 


\ 

\ "Aminophyllin  may  be  given  in  the  form  of  rectal  sup- 

\ positories  (0.25  to  0.5  Gm.)  or  intravenously  (0.24 

\ Gm.  in  50  cc.  of  fluid,  0.48  Gm.  in  100  cc.  of  fluid), 

\ 

\ both  for  its  diuretic  effect  and  for  its  bronchodilating 

action,  which  relieves  dyspnea.”1 


SEARLE  AMINOPHYLLIN 


— meets  the  various  dosage  form  requirements  for 
congestive  heart  failure,  bronchial  asthma,  paroxysmal 
dyspnea  and  Cheyne-Stokes  respiration.  It  is  supplied 
for  oral,  parenteral  and  rectal  use. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois 


SEARLE 

Research  in  the  Service  of  Medicine 


1.  Orgain,  E.  S.:  The  Treatment  of  Congestive  Heart  Failure,  North  Carolina  M.  J.  8:125 
(March)  1947. 

•Searle  Aminophyllin  contains  at  least  80%  of  anhydrous  theophylline. 
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BURDENED  HEART 


EDEMATOUS  TISSUES 


DUBIN  AMINOPHYLLIN 

ACTIVE  DIURETIC  • MYOCARDIAL  STIMULANT 
BRONCHIAL  RELAXANT 


DISTRESSED  LUNGS 


In  Bronchial  Asthma,  Paroxysmal  Dyspnea, 
Cheyne-'Stokes  Respiration. 


TABLETS  • AMPULS  • POWDER  • SUPPOSITORIES 


H.  E.  DUBIN  LABORATORIES,  Inc.,  250  East  43rd  St.,  New  York  17,  N.Y. 
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■ PIONEERS  in  Re  search  . . . and 

Leadership  thru  the  years  in  combating 


OTITIS  MEDIA 


DOHO  in  realizing  the  need  for  a potent, 
topical,  well  tolerated  ear  medication,  yet 
mindful  that  no  one  formula  could  be  suitable 
for  all  conditions  . . . devoted  every  facility 
and  scientific  resource  to  the  development  and 
perfection  of  AURALGAN  and  OTOSMO- 
SAN.  Each  has  its  sphere  of  usefulness . . . 
each  has  been  tested  and  clinically  proven  in 
many  thousands  of  cases.  Reprints  and  sub- 
stantiating data  sent  on  request. 


1 


EACH  A SPECIFIC... both  effective! 


is  a scientifically  prepared,  completely  water-free  Gly- 
cerol (DOHO)  having  the  highest  specific  gravity 
obtainable,  containing  antipyrine  and  benzocaine  . . . 
which  by  its  potent  decongestant,  dehydrating  and  anal- 
gesic action  provides  effective  relief  of  pain  and  inflam- 
mation. 


0-I0S-M0-SAN 

IN  CHRONIC  SUPPURATIVE 
OTITIS  MEDIA. FURUNCULOSIS 
AND  AURAL  DERMATITIS 


is  not  just  a mere  mixture,  but  a scientifically  potent 
chemical  combination  of  Sulfathiazole  and  Urea  in 
AURALGAN  Glycerol  (DOHO)  base  ...  which  exerts 
a powerful  solvent  action  on  protein  matter,  liquefies 
and  dissolves  exuberant  granulation  tissue,  cleanses  and 
deodorizes,  and  tends  to  exhilarate  normal  tissue  heal- 
ing in  the  effective  control  of  chronic  suppurative  otitis 
media. 


Literature  and  samples  on  request 


{ 


THE  DOHO  CHEMICAL  CORPORATION 

New  York  13,  N.  Y.  • Montreal  • Lojidon 
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REQUIRED  FOR  SUCCESS 
IN  OBSTINATE  CASES 

In  many  instances,  in  conditions  for  which  tar  therapy 
is  virtually  specific,  the  desired  clinical  results  heretofore 
could  not  be  obtained  because  of  the  side  actions  engen- 
dered by  the  older  tar  preparations.  Not  only  crude  tar  but 
also  many  so-called  refined  tars  prove  so  intensely  irritant 
that  they  cannot  be  applied  with  sufficient  frequency  per 
day  nor  over  the  protracted  period  of  time  required. 

Tarbonis  has  solved  this  difficulty,  without  sacrifice  of 
therapeutic  efficacy.  It  presents  an  alcoholic  extract  of 
carefully  selected  crude  tars  ( 5 per  cent ) in  a vanishing- 
type  cream.  Its  active  ingredient  is  so  highly  refined  that 
it  is  completely  nonirritant  — it  may  be  safely  applied 
several  times  daily,  as  often  as  every  two  hours,  and  as 
long  as  required. 

In  addition,  Tarbonis  is  assured  of  patient  acceptance 
and  cooperation.  It  is  free  from  all  tarry  odor  — leaves  no 
trace  upon  the  skin  after  application  — is  greaseless,  non- 
staining and  nonsoiling,  to  skin  as  well  as  linen  and  cloth- 
ing — requires  no  removal  before  reapplication. 


THE  TARBONIS  COMPANY 


4300  Euclid  Avenue  • Cleveland  3,  Ohio 


TARBONIS  COMPANY, 

Cleveland  3,  Ohio 

You  may  send  me  a sample  of  Tarbonis  Q and/or  Sul-Tarbonis  Q 

(please  check). 

Dr 

Address_ 


City,  Zone,  and  State 
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Shakespeare 

TWO  PRODUCTS  OF 
OPTIMUM  ACCEPTABILITY 


OL-VITUM  Drops  ■ For  a highly  palatable  multi-vitamin 

dietary  supplement,  that  is  completely  dispersible  in  food  or  any 
aqueous  fluid,  Ol-Vitum  Drops  are  meeting  a gratifyingly  high 
professional  acceptance.  Like  all  IVC  products,  they  are  found 
to  be  CLINICALLY  ECONOMICAL. 


Each  cc  contains: 

Vitamin  A ...10,000  L'SP  Units 

Vitamin  D 2,000  USP  Units 

Vitamin  B,  3 milligrams 

Vitamin  B.  0.8  milligrams 

Vitamin  C 100  milligrams 


Vitamin  B,;  1.6  milligrams 

Niacin  Amide  .15  milligrams 

Natural  Mixed 
Tocopherols  3 milligrams 

(Equivalent  to  2.25  milligrams 
alpha  Tocopherol  Acetate) 


For  samples  and  additional 
information,  address  Profes- 
sional Service  Division, 
Ives-Cameron  Company,  Inc., 
New  York  16,  N.  Y. 


j-.  's';  j 

'•  "5 


AD-VITUM  Drops.  In  vitamin 

therapy  or  dietary  supplementation  where 
high  potency  of  the  A-D  combination 
alone  is  indicated,  Ad-Vitum  Drops  arc 
especially  desirable.  Like  its  companion 
product,  Ad-Vitum  Drops  are  palat- 
able, will  mix  with  food  or  any  aque- 
ous fluid  and  again  are  CLINI- 
CALLY ECONOMICAL. 


Distilled  Vitamin  A Ester, 
Viosterol  in  Oil,  Sorbitan 
Fatty  Acid  Ester  deriva- 
tive, Vegetable  Oil  and 
Glycerin  in  a flavored 
aqueous  vehicle. 

Each  cc  contains: 

Vitamin  A 

30,000  USP  Units 
Vitamin  D 

5,000  USP  Units 


INTERNATIONAL  VITAMIN  DIVISION 

IVES-CAMERON  COMPANY,  INC. 

NEW  YORK  16,  N.  Y. 
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OMADERM  and  LIQUIDERM  are  Ethically  Detailed 

Literature  and  Sample  Upon  Request 
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When  WhlmA  and  Jancie^ 

O/iAtiuet  Good  NuPutiorv 


Often  perverted  food  attitudes  and 
abnormal  outlooks  regarding  foods  and 
nutrition  interfere  with  adequacy  in 
dietary  intake  or  are  responsible  for 
nutritionally  improper  eating  habits. 
Accordingly,  excessive  amounts  of 
foods  one-sided  in  nutrient  content  are 
consumed,  or  more  desirable  foods  are 
avoided,  to  the  detriment  of  the  nutri- 
tional health. 

When  such  dietary  whims  and  fan- 
cies rule,  the  delicious  supplementary 
food  drink,  Ovaltine  in  milk,  finds  spe- 
cial usefulness  for  readjusting  the  daily 


nutrient  intake.  Its  bounty  of  nutrients 
virtually  assures  complementation  of 
inadequate  dietaries  to  full  allowances 
of  required  nutrients.  Its  flavorfulness 
induces  its  ready  acceptance  and  con- 
tinued use. 

Ovaltine  in  milk,  three  glassfuls 
daily,  supplies  rhe  abundance  of  essen- 
tial nutrients  itemized  in  the  accom- 
panying table.  Its  protein  is  biologically 
complete,  the  nutrients  dietetically  are 
well-proportioned;  and  it  is  quickly 
digested  and  assimilated  for  meeting 
metabolic  needs. 


THE  WANDER  COMPANY,  360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILL. 


wiSSS 


Three  servings  daily  of  Ovaltine , each  made  of 
V2  o z.  of  Ovaltine  and  8 oz.  of  whole  milk,  * provide: 


CALORIES 

669 

VITAMIN  A 

. 3000  1 U 

PROTEIN 

. 32.1  Gm 

VITAMIN  B, 

1.16  mg 

FAT 

31.5  Gm 

RIBOFLAVIN  . . . . 

2.00  mg. 

CARBOHYDRATE 

64.8  Gm. 

NIACIN  . . . . 

6.8  mg. 

CALCIUM  

. 1.12  Gm. 

VITAMIN  C 

30.0  mg 

PHOSPHORUS  . . . . 

. 0.94  Gm. 

VITAMIN  D 

417  I.U 

IRON  

* Based 

12.0  mg. 

on  average 

COPPER  

reported  values  for  milk. 

0.50  mg. 
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In  Atonic  and  Spastic 
Constipation 


KONDREMIIL 

an  emulsion  of  Mineral  Oil  and  Irish  Moss 


Gentle  Effectiveness  . . . 
Patient  Appeal 


KONDR  EMU L provides  a 
non-irritating,  lubricat- 
ing agent,  softens  the 
fecal  mass  and  promotes 
smooth, natural  elimina- 
tion. 

A gradation  of  treat- 
ment for  all  types  of  con- 
stipation is  provided  in 
the  three  forms : 


KONDR  EMU  L Plain  (con- 
taining 55%  mineral  oil) 

KONDREMUL  with  non- 
hitter Extract  of  Cascara 
(4.42  Gm.  per  100  cc.) 

KONDREMUL  with  Phenol- 
phtlialein — .13  Gm.  (2.2  grs.) 
phenol  phthalein  per  table- 
spoon fill. 


Canadian  Distributors: 
Charles  E.  Frosst  tk  Co., 
Box  247,  Montreal 


THE  E.  L.  PATCH  COMPANY 

BOSTON,  MASS. 


^unc''°n 
,er  ^oe' 
.rescript 


SHOPS  CONVENIENTLY  LOCATED 


MANHATTAN-34  West  36th  Street 
BROOKLYN— 288  Livinglton  Street 
FLATBUSH  — 843  Flatbosh  Avenue 
HEMPSTEAD  — 241  Fulton  Avenue 
NEW  ROCHELLE— 545  North  Avenue 
EAST  ORANGE-29  Washington  PI. 
HACKENSACK-290  Main  Street 


$1,000,000.00 

has  been  salvaged  from  unpaid  medical 
bills  at  no  cost  to  our  clients. 

Send  this  ad  for  details. 

CRANE  DISCOUNT  CORPORATION 

230  West  41  St.  New  York  1 8,  N.  Y. 

Established  1933 


To  discourage  thumb-sucking 
and  nail  biting 


Contains  extract  of  capsicum  (2.34%) 
in  a base  of  acetone  nail  lacquer  and 
isopropyl.  50^  and  $1.00  per  bottle  at 
your  surgical  supply  house  or  druggist. 
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FOR  PRIMING  PSYCHOGENIC  AND  SOMATIC  PROCESSES 


Although  adequate  to  a nicety,  meals  can  readily  lose  much  of  their 
nutritional  function  uidess  prepared  and  served  for  gustatory  appeal. 
Drab  meals  may  be  refused,  denying  the  patient  the  benefit  of  needed  nu- 
trients and  calories.  By  virtue  of  variety  of  form,  color  and  flavor,  candies 
on  the  meal  tray  bring  many  welcome  surprises  of  satisfaction.  Their  very 
presence  sets  psychogenic  and  somatic  processes  into  operation  which  are 
beneficial  to  appetite,  digestion,  and  the  nutritional  state.  Rich  in  con- 
centrated caloric  energy  and  superlative  in  tasteful  ness,  morsels  of  candy 
may  give  the  needed  psychogenic  therapeutic  impulse  to  inflect  upwards 
the  curve  of  recovery. 

Candies  are  prepared  with  many  valuable  foods  — milk,  butter,  eggs, 
fruits,  and  nuts.  To  the  extent  these  foods  are  present,  candies  provide  bio- 
logically adequate  protein,  appreciable  amounts  of  the  important  minerals 
calcium,  phosphorus,  and  iron,  and  B complex  vitamins.  Thus  candies  de- 
serve recommendation  whenever  the  clinical  situation  at  hand  permits  this 
gustatory  and  psychogenic  treat.  . 


NATIONAL 


COUNCIL  ON  CANDY  of  the 


1 NORTH  LA  SALLE  STREET  • CHICAGO  2,  ILLINOIS 
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^Q^TTlVLtzi  Each  teaspoonful  (5  cc .)  contains: 

L Hyoscyamine  Sulfate 0.1037  mg. 

Atropine  Sulfate 0.0194  mg. 

gg&K  Hyoscine  Hydrobromide  0.0065  mg. 

Phenobarbital  (Vi  gr.) 16.2  mg. 


elixir 


of  spasmolytic  therapy  with 
the  new,  unique 


- • 


range 


Donnatal— outstanding  spasmolytic  and 
sedative  — is  now  available  in  liquid  form! 

Donnatal  Elixir  fills  a long-felt  need, 
particularly  among  pediatricians,  for 
the  treatment  of  pyloric  stenosis,  intestinal 
colic,  diarrhea  and  enuresis.  For  adults 
too,  patient  preference  may  suggest 
the  Elixir  in  place  of  the  Tablets  — each  5 cc. 
(1  teaspoonful)  providing  the  therapeutic 
effect  of  1 tablet. 

Important  new  evidence  on  Donnatal 
attests  its  unusual  clinical  efficacy 
and  its  advantages  over  single 
drugs  and  synthetics. 

A.  H.  ROBINS  COMPANY 

RICHMOND  19.  VIRGINIA 

Ethical  Pharmaceuticals  of  Merit  since  1878 


Another  Robins'  Triumph 
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This  is  the  type  of  advertising 
Beech-Nut  is  running  in  newspapers 
and  magazines  to  reach  mothers 


It  takes 
all  three 

to  make  the  right 
infant  feeding  schedule 


THE  DOCTOR  advises  what  the  baby  should  eat.  He  will 
recommend  scientifically  prepared  baby  foods  that  have  the 
natural  food  values  and  flavor  retained  in  high  degree.  Beech- 
Nut  makes  baby  foods  the  way  doctors  and  food  specialists 
want  them  made. 

THE  BABY  instinctively  knows  how  much  he  wants  to  eat— and 
many  food  specialists  now  say,  “Don’t  feed  your  baby  too  much.” 

THE  MOTHER  lets  her  baby’s  own  appetite  decide  when,  and 
thus  establish  an  easy-to-keep  feeding  schedule.  Meal  time  can  be 
happy  time  when  Doctor,  Baby  and  Mother  get  together. 

Beech-Nut 

FOODl 


ror 


^•lOUAt 


“ACCEPTED” 

Beech-Nut  high  standards  of  bahy  food 
production  and  all  Beech-Nut  baby 
Jood  advertising  have  been  accepted  by 
the  Council  on  Foods  and  Nutrition  of 
the  American  Medical  <4ssocidfion. 


A complete  line  of  Beech-Nut  /J c 
strained  and  Junior  Foojs  j uy*  . 

L' v packed  in 

glass 


WHEN  YOU  NEED  A GOOD  SUPPORT 

FOR  REDUCIBLE  HERNI  A — may  we  suggest  the  advantages  of 

“custom-made”  Protection,  designed  to  meet  the  described  needs  of  each  particular  case?  Physi- 
cians, who  know  from  experience,  can  tell  you  that  Rice  “custom-made”  Supports  for  reducible 
HERNIA  are  truly  different  and  that  our  methods  are  dependable.  With  dozens  of  different 
styles,  shapes  and  types  of  pads  at  our  disposal  and  with  a full  realization  of  our  responsibility  to 
those  who  put  their  faith  in  us  —we  respectfully  offer  our  services  for  your  approval.  Descrip- 
tive literature  and  measurement  charts  on  request 

WILLIAM  S.  RICE,  Inc.,  (Lock  Box  101),  ADAMS,  NEW  YORK 

BRANCH  SUPPLY  AND  FITTING  OFFICES 

BUFFALO,  N.  Y.— ROCHESTER,  N.  Y.— PITTSBURGH,  PA. 
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for  the  successful  treatment^of 


LEG  ULCERS 


the  DAXALAN-DOME-PASTE  BANDAGE  TECHNIQUE 

AS  INTRODUCED  BY  DR.  WILLIAM  M.  COOPER,  Director,  Department  of  Peri- 
pheral Vascular  Diseases  — New  York  Polyclinic  Medical  School  and  Hospital. 

This  technique  is  based  on  a 3 point  program  — 

Reduction  of  dermatitis  with  wet  dressings  of 
DOMEBORO  TABS  (BUROW'S  SOLUTION ) 

Combat  local  infection  and  stimulate  healing 
with  thick  application  of  DAXALAN  in  the  center 
of  the  ulcer  and  surrounding  areas. 

Overcome  venous  insufficiency,  stasis  and 
edema  by  wrapping  DOME-PASTE  BANDAGE 
around  the  entire  leg  to  supply  compression. 

DOME  CHEMICALS  INC.  ^Vyork3^ ;5nrey. 

Makers  of  the  Soothing,  Modernized  Form  of  Burow's  Solution 
DOMEBORO  —Tablet*  • Powder  • Packets  • Ointment 


Daxalan  is  our  trademark  for  a rigidly  standardized  whole  crude  tar  paste,  (low  in  naphthalene  content)  uniform  in  color,  free  of  coal 
tar  specks  and  aged  for  six|rnonths. 

Dome  Paste  bandage  is  a flesh  colored,  4 n x 10  yd.  gauze  bandage  impregnated  with  a modified  "Unna’s  Formula"  consisting  of  zinc 
oxide,  glycerine,  gelatine  and  calamine.  This  Unna’s  Boot  comes  to  you  in  a soft  condition  and  is  ready  for  instant  use. 
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A-COMBEX 
KAPSEALS 


TAKA-COMBEX  Kapseals  assist  in  correct- 
ing faulty  starch  digestion  and  in  restoring 
favorable  balance  of  the  water-soluble  vita- 
mins. The  recommended  dosage  supplies  B 
vitamins  and  vitamin  C in  amounts  which  may  prevent 
deficiencies  arising  from  states  of  medical  and  surgical 
stress.  TAKA-DIASTASE®  — potent  starch-converting  fer- 
ment — compensates  for  amylolytic  enzyme  deficiency 
and  relieves  distension,  eructation,  and  other  discomforts 
of  impaired  starch  digestion. 


TAKA-COMBEX  Kapseals  provide  a valuable  prophy- 
lactic and  therapeutic  measure  for  those  on  restricted  or 
inadequate  diets,  for  convalescents,  for  elderly  patients, 
for  those  with  increased  metabolic  requirements  — as  in 
hyperthyroidism,  in  febrile  illness,  and  in  pregnancy  or 
during  lactation. 


DOSAGE:  Initially.  2 Kapseals  three  times  daily  before  meals;  after  ten  to 


fourteen  days.  1 Ivapseal  three  times  daily. 


Each  TAKA-COMBEX  KapseaJ  Contains: 


Taka-Diastase 2M>  gr. 

Vitamin  Hi  (Thiamine  Hydrochloride) 3 mg. 

Vitamin  R»  (Riboflavin) 3 mg. 

Vitamin  Be  (Pyridoxine  Hydrochloride) O.fi  mg. 

Pantothenic  Acid  (Sodium  salt) 3 mg. 

Nicotinamide  (Niacinamide) 10  mg. 

Vitamin  C (Ascorbic  Acid) 30  mg. 


With  other  components  of  the  Vitamin  R t'ornplex  derived  from 
liver. 

PACKAGE  INFORMATION:  Available  In  bottles  of  inn 
and  1000. 
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PARKE,  DAVIS  & COMPANY 


DETROIT  32,  MICHIGAN 
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sykup  CHOLINE  (FLINT) 

REPRESENTING  CHOLINE  DI HYDROGEN  CITRATE  25%  w/v 


Each  teaspooiiful  presents  one  Gm.  Choline  Dihydrogen 
Citrate. 

For  your  copy  of  “Present  Status  of  Choline  Therapy  in 
Liver  Dysfunction”  write  the  Flint,  Eaton  Company, 
Decatur,  Illinois. 


THE  COUNCIL 


ACCEPTED  CHOLINE 


Palatable  • Well  Tolerated 


FLINT,  EATON  & CO.  • DECATUR,  ILLINOIS 


The  Stout  Your 
Patients  can  Enjoy! 


Iong  a favorite  in  the  United  Kingdom  and  throughout  the  world 
^ because  of  its  creamy  mellowness,  Mackeson’s  Milk  Stout— 
an  entirely  different  and  really  delicious  brew— is  now  available  in 
America. 

Mackeson’s  Milk  Stout  has  all  the  qualities  of  fine  stout  and  has 
long  been  recommended  in  cases  wherever  it  is  considered  that  a 
stout  may  be  advisable.  It  contains  the  carbohydrates  of  the  purest 
dairy  milk. 

Samples  Sent  On  Request 

The  Original  & Genuine 

MACKESON’S 

Milk  Stout 

Imported  by 

Greenwich  Village  Beverage,  Inc.,  N.  Y.  • Suffern  Distributors,  Inc.,  Mahwah,  N.  J. 
Edward  Goodman,  Brooklyn  3.  N.  Y.  • Premium  Beer  Distr.,  New  Hyde  Park,  N.  Y. 
Mount  Kisco  Bottling  Company.  Mount  Kisco,  N.  Y.  • Bailis  Bros.,  Mt.  Vernon,  N.  Y. 
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the  on\j  salt  substitute  that 
tastes  exactly  like  salt 


westsal  is  a joy  to  patients  on 
low-salt  (sodium)  diets. 
It’s  the  only  salt  substitute 
that  makes  food  taste  exactly 
as  if  seasoned  with  salt.  No  hitter, 
• no  disagreeable  taste.  Used  freely  at  the  table  — in 

cooking  ami  baking.#  Sodium-free,  safe,  convenient,  westsal 
assures  eating  without  cheating,  a minimum  intake*  of  harmful 
sodium,  better  nourishment,  and  grateful,  happier  patients  in  . . . 


congestive  heart  failure  • hypertension  • toxemias  of  pregnancy 


icestsnl  is  a solution  of 
lithium  chloride  with  small 
amounts  of  citric  arid  and 
potassium  iodide  (iodizing 
traces).  Bottles  of  2*4  oz. 

.^WESTWOOD  PHARMACEUTICALS,  Dept  H.Y.#  468  Dewitt  St.,  Buffalo  13,  N.  Y. 

division  of  Foster  Milburn  Co. 


In  conditions  of  faulty  body  mechanics, 
the  nonuse  of  the  abdominal  muscles  al- 
lows the  pelvis  to  rotate  downward  and 
forward,  bringing  the  sacrum  up  and  back. 
There  results  an  increased  forward  lumbar 
curve  with  the  articular  facets  of  the  lum- 
bar spine  crowded  together  in  the  back. 

The  dorsal  spine  curves  backward  with 
compression  of  the  dorsal  intervertebral 
discs  and  the  cervical  spine  curves  forward 
with  the  articular  facets  in  this  region 


closer  together.  Therefore,  chronic  strain 
of  the  muscles,  ligaments  and  joints  of  the 
spine  and  pelvis  occurs. 

Camp  Anatomical  Supports  have  an  ad- 
justment by  means  of  which  their  lower 
sections  can  be  evenly  and  accurately 
brought  about  the  major  portion  of  the 
bony  pelvis.  When  the  pelvis  is  thus  stead- 
ied, the  patient  can  contract  the  abdominal 
muscles  with  ease  and  then  with  slight 
movement  straighten  the  upper  back. 


Relieving  back  strain  and  fatigue  due  to  faulty  body  mechanics  is  a feature  of  the 
Camp  Support  illustrated  and  other  types  for  Prenatal,  Poetnatal,  Postoperative, 
Pendulous  Abdomen,  Visceroptosis,  Nephroptosis,  Hernia  and  Orthopedic  conditions. 

S.  H.  CAMP  AND  COMPANY  . JACKSON,  MICHIGAN 

World' s Largest  Manufacturers  of  Scientific  Supports 
Offices  in  New  York  • Chicago  • Windsor,  Ontario  • London,  England 


SUPPORT 
CS 


Whatever  the  mystic  significance  formerly 
attributed  to  this  astronomical  interrelation, 
’ today*  it  sv.iub.ulizefr  a recent  advaar^Tn 
endocrine  therapy  — the  use  of  the  male  hormone 
in  the  treatment  of  female  disorders.  The  antiestrogenic 
action  of  the  male  hormone  including  its  inhibiting 
effect  on  the  uterine  musculature  facilitates  control 
of  gynecologic  disturbances. 

ORETON-M 

tablets 


Methyltestosterone  U.S.P.  XIII 


are  effective  — by  mouth  — in  the  management  of 
dysmenorrhea  and  premenstrual  distress,  functional 
uterine  bleeding  and  the  menopause.  In  the  puerperal 
patient  Oreton-M*  relieves  breast  engorgement,  abolishes 
after-pains  and  inhibits  lactation. 


CORPORATION  • BLOOMFIELD,  NEW  JERSEY 

IN  CANADA,  S C B E It  I N C C O K P O R A T I O N LIMITED.  MONTREAL 


DOSAGE:  Dysmenorrhea  and  premenstrual  distress  — Three 
10  mg.  tablets  or  one  25  mg.  tablet  daily  for  10  days  preceding  menses. 
Functional  uterine  bleeding  — Three  25  mg.  tablets  every 
other  day  for  3 or  4 doses  to  control  bleeding.  Menopause  — One  10  mg. 
tablet  or  more  daily.  Breast  engorgement  — Three  10  mg.  tablets 
daily  for  2 or  3 days,  while  continuing  nursing.  After-pains  — Three  10  mg. 
tablets  at  end  of  labor,  repeating  in  8 hours  if  necessary. 

Inhibition  of  lactation  Three  25  mg.  tablets  twice  daily 

for  2 days,  beginning  immediately  postpartum. 


Oreton-M  Tablets  of  10  mg.  in  boxes  of  15,  30  and  100; 

or  25  mg.  in  boxes  of  15  and  100. 
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TWOFOLD  PROTECTION 

VAGINAL  JELLY 

Provides  the  patient  with  twofold  protection: 

1.  It  occludes  the  cervix  for  as  long  as  10  hours 
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2.  It  immobilizes  sperm  in  the  fastest  time  recognized 
under  the  Brown  and  Gamble  technique 

The  crystal  clarity  and  agreeable  odor  of  “RAMSES”* 
Vaginal  Jelly t appeal  to  the  patient’s  esthetic  sense. 
There  is  no  better  product  available. 

COMPLETE  LITERATURE  TO  PHYSICIANS  ON  REQUEST. 

fActive  Ingredients:  Dodecaethyleneglycol  Monolaurace  5%;  Boric  Acid  1%; 
Alcohol  5%. 

gynecological  division 

JULIUS  SCHMID , Inc. 

423  West  55tb  Street,  Netv  York  19,  N.  Y. 

quality  first  since  188 3 


*The  word  "RAMSES" 
is  a registered  trademark 
of  Julius  Schmid,  Inc. 


DIAPER 


RASH 


(AMMONIA  DERMATITIS) 


is  preventable . . . 


with  ^kfia^ene -treated 

Ammonia  -Free 
Diapers  


Boxes  of  20  and  40  Tablets 


ACTIVE  INGREDIENT:  12.7%  Aiiobutyl  <r*toi* 
ethoxy  ethyl  di-methyl  benzyl  ammonium  chloride 
monohydrole.  INERT  INGREDIENT;  87.3%. 


Medicate  baby's  "night  diapers"  by  rinsing  with 
DIAPARENE,  the  pioneer  diaper-medicament  that 
inhibits  6.  ammoniagenes  from  decomposing  urinary 
urea  into  free  ammonia;  thus  DIAPARENE,  unlike 
palliative  ointments,  powders  and  lotions,  actually 
eliminates  the  cause  of  ammonia  dermatitis.  Guards 
against  ammoniacal  inflammation  of  chafing,  prickly 
heat,  allergy  rash,  etc.  IJ  One  tablet  to  two  quarts 
rinse  v/ater  for  every  six  diapers,  for  1:25,000  solu- 
tion. May  be  concentrated  as  much  as  five  times 
(1:5,000)  dependent  upon  resistance  of  rash  and 
strength  of  enzymatic  action. 


I Cook,  J V.  Brennemon  Practice  ol  Ped.  4:  Chop.  41, 1945. 
7 Bunion,  B.».  el  ol:  J.  Ped.  31:369-754,  1947. 

3.  Perlmon,  H H Skin  S Cancer  Clinic,  Port  Graduate 
Hospital,  New  York,  1948. 


Advertised  to  the  Medical  Profession  only. 


Write  for  physician's  samples  and  literature. 
Pharmaceutical  Division 

Homemaker's  Products  Corporation,  New  York  10 
Homemaker's  Products  (Canado)  Limited,  Toronto  10 


“MEDICATES  THE  DIAPER’’ 

fi/M/M/s  am  of  PMm  mo/ 
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Findings 
from  the 
Saratoga  Spa 
records* 


CARBON  DIOXIDE  BATHS 
in  circulatory  diseases 


The  physiological  observations  of  the  in- 
fluence of  carbon  dioxide  baths  show  a 
decrease  in  the  pulse  rate,  an  increase  in 
the  pulse  pressure  dependent  mainly  on 
a drop  of  the  diastolic  pressure,  a better 
emptying  of  the  venous  blood  vessels,  a 
hyperemia  with  iacreased  capillary  cir- 
culation, a slightly  elevated  minute  vol- 
ume output  of  the  heart,  an  increase  in 
respiration  and  the  elimination  of  large 
quantities  of  the  carbon  dioxide  through 
the  lungs. 

in  evaluating  the  results  of  this  treatment 
for  patients  with  circulatory  disorders 
there  is  no  ideal  test  of  cardiac  function 
and  in  these  patients  the  ability  to  walk 
or  exercise  without  the  production  of 
symptoms  is  used  in  judging  their  clinical 


gain.  In  addition,  in  the  patients  with 
coronary  disease  suffering  from  anginal 
attacks,  it  is  striking  to  note  the  decrease 
in  the  frequency  and  severity  of  these 
attacks.  In  some  patients  they  will  dis- 
appear completely. 

Objective  changes  as  seen  in  physical  ex- 
amination and  in  the  studies  of  pulse  rate, 
blood  pressure,  roentgen  ray  findings, 
electrocardiographic  tracings,  and  vital 
capacity  are  noted  in  many  patients. 

The  clinical  improvement  of  many  pa- 
tients undergoing  treatment,  their  con- 
tinued well  being  after  their  return  home 
and  their  desire  periodically  to  return  for 
further  treatment  all  indicate  that  the 
carbon  dioxide  bath  has  its  place  in  the 
treatment  of  disorders  of  the  circulation. 


©)(GA 
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* As  printed  in  International  Clinics,  Vol.  1,  page  199,  March  1937 


" Physician,  Give  Heed  to  Thine  Own  Health " 

Many  physicians  have  come  to  the  Spa  for  the  same 
kind  of  treatments  that  have  helped  their  patients 
here.  After  a restorative  "cure”  at  the  Spa,  you,  too, 
will  return  to  your  practice  refreshed — revitalized — 
ready  for  the  busy  days  that  lie  ahead. 


For  professional  publications  of  the  Spa,  and  phy- 
sician’s sample  carton  of  bottled  waters  with  their 
analyses,  write  W.  S.  McClellan,  M.D.,  Medical  Di- 
rector, Saratoga  Spa, 155  Saratoga  Springs,  New  York. 

Listed  by  the  Committee  on  American  Health 
Resorts  of  the  American  Medical  Association 


!•! 


THE  EMPIRE  STATE'S  CONTRIBUTION  TO  THE  MEDICAL  PROFESSION 
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Your  Job — 
And  Ours: 


To  Fortify  Baby’s  Health 

Babies  who  enjoy  the  benefit  of  your  professional 
supervision  have  added  assurance  of  sound  growth 
and  extra  protection  from  infant  ills.  Proper  nutri- 
tion, of  course,  plays  a basic  role  in  baby’s  healthy 
development;  and  in  this  field  the  use  of  Nestle's 
Evaporated  Milk  provides  the  full  value  of  whole 
cow's  milk,  plus  something  extra  — pure  Vitamin  D3. 


Nestle’s  Has  the  "Know-How"  to 
Produce  a Good  Product 

For  over  80  years,  Nestle’s  milk  products  have  been 
best  known,  most  used  for  babies  ’round  the  world. 

Nestle’s  was  the  first  evaporated  milk  fortified  with 
400  U.S.P.  units  of  genuine  Vitamin  D3  per  pint. 

Nestle's  aecepls  milk  only  from  carefully  inspected 
herds.  As  further  assurance  of  quality,  rigid  con- 
trols check  Nestle’s  Milk  every  step  of  the  way.  We 
even  take;  the  plant  apart  every  day  and  wash  it! 


Nettle* 

EVAPORATED 

milk  are 


“A 

Nlmii 

'VAk-ofuno 
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No  wonder  so  many  doctors 

recommend  NeXTLEx  Milk  by  name 


THE  NESTLE  COMPANY,  INC.,  New  York.  U.  S.  A. 
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/ A new  light  on  vitamin  A absorption 


Vitatni. 


r0mV,f°nis*bs0rbed 

to  a noticeably  higher  degree  than  vitamin  A from 
fish  liver  oil.  Superior  assimilation  has  been 
shown  in  normal  children  and  in  patients 
with  impaired  vitamin  A absorption. 

Vifort  also  offers  convenience  and  economy  since  it 

combines,  in  a single  palatable  product,  generous 
quantities  of  both  oil-soluble  and  water-soluble  vitamins  required  for 
nutritional  supplementation.  Each  0.6  cc.  (as  marked 
on  dropper)  contains  the  following  vitamins: 

A,  5000  units;  D,  1200  units;  C,  60  mg.;  Bt,  1.8  mg.; 
B2,  0.4  mg.;  niacinamide,  3 mg.;  B6,  0.3  mg.; 
calcium  pantothenate,  1.2  mg. 

Supplied  in  15  and  30  cc.  dropper  bottles. 


Vifort 


Samples  sent  on  request. 


water-dispersible  polyvitamin  drops 


Endo  Products  Inc.,  Richmond  Hill  18,  N.  Y. 
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BECAUSE  Protinal  Powder  is  so  delicious,  patients  actually 
look  forward  to  taking  it.  They  prefer  its  delicately 
sweetened  flavor  and  appetizing  consistency,  and  continue 
to  enjoy  taking  adequate  amounts  to  maintain  a normal 
nitrogen  balance. 

Furthermore,  Protinal  Powder  mixes  far  more  readily 
with  water,  milk  or  other  foods  than  do  ordinary  granule 
preparations  and  is  digested  rapidly  and  completely. 

Protinal  Powder  supplies  all  of  the  protein  components 
necessary  to  maintain  life  and  growth.  An  invaluable 
therapeutic  agent  to  insure  a normal  rate  of  tissue  growth 
and  repair  in  infectious  diseases,  convalescence,  pregnancy, 
lactation,  anemia,  hemorrhages,  surgery;  in  pediatrics  and 
geriatrics.  • 


why  do  patients  cooperate . 


TASTE 
SAMPLES 
AVAILABLE 
UPON  REQUEST 


Average  Dose:  2 tablespoonfuls  3 or  4 times 
daily  in  water,  milk  or  other  food.  Protinal 
Powder  is  available  in  8 oz.,  1 lb.  and  5 lb. 
bottles  (chocolate  or  vanillin  flavored) . 


T H I 


NATIONAL  DRUG  COMPANY,  PHILADELPHIA  44,  PA. 


PHARMACEUTICAIS.  BIOlOGlCAlS.  BIOCHEMtCAIS  FOR  THE  MEDlCAl  PROFESSION? 
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PROTECTED ! 
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by  Carnation's 


"Prescription  Accuracy,/ 


WHEN  YOU  PRESCRIBE  a Carnation 
Milk  formula  by  name,  you  know 
your  confidence  is  justified.  Carna- 
tion guards  your  recommendation 
with  unsurpassed  standards  of  safe- 
ty, uniformity  and  nutritional  value. 

Carnation  is  the  evaporated  milk 
that’s  processed  with  "prescription 
accuracy.”  It  is  evaporated,  homoge- 
nized, enriched  in  vitamin  D,  and 
sterilized  under  continuous-  rigid 


control.  Constant  tests  and  vigilant 
inspection  are  your  guarantee  that 
every  can  meets  the  most  exacting 
requirements  of  the  medical  pro- 
fession. 

No  wonder  nation-wide  surveys  show 
that  more  babies  are  fed  on  Carnation 
than  on  any  other  brand  of  evaporated 
milk!  It’s  a milk  every 
doctor  knows 
he  can  trust. 


Nation-wide 
surveys  indicate 
that  Carnation 
Milk  is  more 
widely  used  in 
infant  feeding 
than  any  other 
brand  of  evapo- 
rated milk. 


The  Milk  Every  Doctor  Knows 
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No  "Diminishing  Returns” 
. . . In  the  Management 
of  Urinary  Infections 


M ANDELAMINE 


MANDELAMINE*  a chemical  combination  of  methenamine  and 
mandelic  acid  —affords  constant,  high  effectiveness  in  common 
infections  of  the  urinary  tract. 

• No  Drug-Fastness.  Moreover,  organisms  that  develop  re- 
sistance to  streptomycin  and  sulfonamides  remain  fully  suscep- 
tible to  MANDELAMINE.1 

• Excellent  Toleration  and  Acceptability.  MANDELAMINE 
is  remarkably  free  of  untoward  side-effects — no  instance  of 
sensitization  has  been  reported  convenience  and  simplicity  of 
regimen  ensure  optimum  patient-cooperation. 

• Clinically  Proved  Effectiveness.  In  a series  of  200  cases 
of  urinary  infection,  Carroll  and  Allen2  obtained  successful 
results  in  approximately  74  per  cent — often  within  three  to 
six  days. 

6 Outstanding  Features  of  MANDELAMINE 

1.  No  gastric  upset.  2.  No  fluid  regulation.  3.  No  dietary  restric- 
tions. 4.  No  need  for  supplementary  acidification  (except  in 
presence  of  urea-splitting  organisms).  5.  Wide  range  of  anti- 
bacterial action.  6.  Simple  oral  administration — 3 or  4 tablets 
three  times  daily. 

SUPPLIED:  Enteric-coated  tablets  of  0.25  Gm.  (3%  grains)  each, 
bottles  of  120,  500,  and  1,000. 


* MANDELAMINE  is  the  registered  trademark 
of  Nepera  Chemical  Co.,  Inc  , for  its 
brand  of  Hexydaline. 

1.  Scudi,  I V , and  Duca,  C.  J ; I.  Urol, 
(to  be  published). 

2 Carroll.  G . and  Alien,  H.  N.  J.  Urol. 
55  674  (1946). 


NEPERA  CHEMICAL  CO.,  INC. 

Manufacturing  Chemists  • NEPERA  PARK,  YONKERS  2,  N.  Y. 
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• HIGH  BIOLOGICAL  VALUE- 


Provides  full  benefit  of  its  complete  amino 
acid  content  in  the  management  of  conditions 
requiring  protein  supplementation. 


•HIGH  PATIENT- ACCEPTANCE  — 

Palatability  and  adaptability  to  a variety  of 
vehicles  (milk,  juices,  soups,  desserts,  etc.)  en- 
courage continued  patient-acceptance  of  the 
supplement.  New  large-size  packages  afford 
convenience  and  economy. 


SUPPLIED:  In  bottles  containing  6 oz.,  and 
in  1-lb.,  5-lb.,  and  10-lb.  containers. 

ihe  Camilioids  way  is  the  agreeable  way 


*New  designation  of  Aminoids  adopted  as  a condition  of 
Council-acceptance.  The  word  CAMINOIDS  is  an  exclusive 
trademark  of  The  Arlington  Chemical  Company. 


THE  ARLINGTON  CHEMICAL  COMPANY  • YONKERS  1,  NEW  YORK 


IMPROVED  THYROID  MEDICATION 

THYROBROM,  brand  of  brominated  thyroid 
provides  efficient,  dependable  medication. 
THYROBROM  is  not  just  a mixture  of  thyroid 
and  bromides.  In  THYROBROM  the  bromine 
enters  into  chemical  combination  with  the 
active  ingredient  of  desiccated  thyroid. 
THYROBROM  iodine  content  is  0.2%,  same  as 
U.S.P.  Bromine  content  2%.  May  be  prescribed 
in  hypothyroid  obesity,  or  whenever  thyroid 
medication  is  indicated.  Supplied  in  tablet  form 
for  oral  administration.  In  1 and  2 gr. 
strengths.  Bottles  of  100,  500,  1000  tablets. 
_Sign^and_mail  coupon  below  for  samples  and  literature 

VAN  PATTEN  PHARMACEUTICAL  CO.  NVJ 
1227  Loyola  Ave.,  Chicago,  26 
Gentlemen:  Please  send  items  checked: 
THYROBROM  □ Samples  0 Literature 
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CONSTANT 

RESEARCH 


Invented  in  1861,  Hanger  Artificial 
Limbs  have  been  constantly  improved 
over  the  years.  Today,  the  Hanger 
Leg  is  recognized  as  one  of  the  world  ; 
finest  artificial  limbs. 


Hanger  Research  is  continually  develop 
ing  and  testing  new  ideas,  new  methods, 
and  new  materials.  From  these  efforts 
have  come  many  outstanding  achieve- 
ments, adding  greatly  to  the  comfort 
and  to  the  ever-increasing  utility  of 
the  limb.  Hip  control,  dural  light  con- 
struction, natural  action  joints,  the  flexi- 
ble foot,  are  a few  of  the  many  ad- 
vancements of  recent  years. 


The  many  Hanger  companies  in  many  ley  cities 
throughout  the  United  States  are  constantly  study- 
ing, planning,  and  developing  new  improvements 
to  give  you  an  ever  better  artificial  limb. 
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HANGERS 


ARTIFICIAL 
LIMBS 


104  Fifth  Avenue  98  Central  Avenu 

New  York  11,  New  York  Albany  6,  New  Yor 

200  Sixth  Avenue 
Pittsburgh  30,  Pa. 
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a diuretic  of  choice 


?^The  mercurials  are  so  often  effective  that  other  diuretics  are  being 
used  less  and  less.  This  is  especially  true  of  the  formerly  popular 
xanthin  derivatives  . . . [which]  often  fail.  ** 

eT)uring  the  past  decade  or  so  mercury  diuretics  have  come  into 
use  and  to  a large  extent  are  superseding  those  just  mentioned  [theo- 
phylline, theobromine  sodium  salicylate,  aminophyllin.  J 

f^n  recent  years  the  xanthine  derivatives  have  been  used  but  sel- 
dom as  diuretics  as  a result  of  the  introduction  of  the  more  effective 
mercurial  diuretics.  95 


m//  /fj/r'trt/fW  a cUwtefic  of7  c/wire 


embodies  the  merits  which  have  led  to  the  concurrence  of  authoritative 
opinion  on  mercurials  in  modern  diuretic  therapy.  Mobilization  of  water- 
binding  sodium,  withdrawal  of  edema  fluid  and  increase  of  urine  volume 
check  tissue  inundation  as  shown  in  a recent  study  with  radioactive  sodium 
and  ME RCU HYDRIN/* 

Clinical  efficacy  is  augmented  by  suitability  for  intramuscular  injection.5 
The  convenience  and  safety'1  7 of  this  mode  of  administration  facilitate  the 
recommended  frequent-dosage  schedules*  of  modern  diuretic  therapy. 

MERCUHYDRIN  ( meralluride  sodium  solution)  is  available  in  1 cc.  and  2 cc.  ampuls. 

BIBLIOGRAPHY:  (1)  Fishberg,  A.  M. : Heart  Failure,  2nd  ed.,  revised,  Philadelphia.  Lea  fit 
Febiger,  1946,  p.  736.  (2)  Levine,  S.  A.:  Clinical  Heart  Disease,  3rd  ed.,  revised,  Philadelphia. 
Saunders,  1947,  p.  278.  (3)  New  and  Nonofficial  Remedies,  1947,  p.  304.  (4)  Reaser,  P.  B. 
and  Burch,  G.  E. : Proc.  Soc.  Exper.  Biol.  fit  Med.  63:543,  1946.  (5)  Modell,  W.,  Gold,  H.  and 
Clarke,  D.  A. : J.  Pharm.  fit  Exper.  Therap.  84  :284,  1945.  ( 6)  DeGraaf,  A.  C.  and  Nadler,  J.  E.^ 
J A M. A.  119:1006,  1942.  (7)  Wexler.  J.  and  Ellis,  L.  B.  : Am.  Heart  J.  27:86,  1944.  (8) 
Conic. ettces  on  Therapy:  New  Yoik  otale  J.  Meu.  4H;^oU,  1944;  4o.o2,  1940;  46:09,  1940. 
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Three  major  qualities 
distinguish  ^ 
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Your  local  phar- 
macy  stocks 
Neo- Antergan 
in  25-mg.  and 
50-mg.  tablets, 
supplied  in  boxes 
of  100  and  bot- 
tles of  1,000. 


M A L E A T E 

(Brand  of  Pyraniiamtne  Maleate) 

(N-p-m*rtioxyb®nryl-N',N'-diinethyl-N-tf-pyrldyleHiylertediam!ne  mafeat®) 


1.  EFFICACY  Neo-Antergan  has  provided  complete  or 
appreciable  symptomatic  relief  in  71  per  cent  of  an  accu- 
mulated series  of  more  than  500  cases  of  hay  fever. 


2.  WIDE  THERAPEUTIC  RANGE  Neo  Antergan  has 
proved  effective  in  relieving  allergic  symptoms  in  certain 
patients  who  had  failed  to  respond  to  other  therapeutic 
measures. 

3.  SAFETY  It  was  necessary  to  discontinue  Neo-Antergan 
therapy  only  in  approximately  3.5  per  cent  of  a series  of 
over  1,500  patients  because  of  untoward  side  effects. 


MERCK  & CO./  InC.  ^^a-nu facta yany,  RAHWAY,  N.  J. 
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middle  ag 


a youthful  spirit 


Impairment  of  physical  and 
mental  activity  is  often  the  lot  of  the 
menopausal  woman,  beset  as  she  is  with 
distressing  somatic  and  emotional  symptoms. 

With  " Premarin such  vagaries  of  the 
climacterium  may  be  prevented.  In  addi- 
tion to  prompt  relief  of  physical  discomfort 
following  therapy,  many  patients  attest 
to  a "sense  of  well-being"  marking  the  dif- 
ference between  inactive  and  spirited 
existence. ..the  "plus"  in  " Premarin " 
therapy  that  gives  the  middle-aged  woman 
a new  lease  on  useful  and  pleasurable  living. 

Because  " Premarin " is  available  in  three 
potencies,  the  physician  is  able  to  adapt 
estrogenic  therapy  to  the  particular  needs  of  the 
patient.  Tablets  are  available  in  2.5  mg.,  1 .25  mg.  and 
0.625  mg.;  liquid,  0.625  mg.  in  each  4 cc.  (1  teaspoonful). 

While  sodium  estrone  sulfate  is  the  principal  estrogen  in  "Premarin," 
other  equine  estrogens ...  estradiol , equilin,  equilenin,  hippulin... 
are  probably  also  present  in  varying  amounts  as  water  soluble  conjugates. 


CONJUGATED  ESTROGENS  (equine)  . 


Ayerst,  McKenna  & Harrison  Limited  22  East  40th  Street,  New  York  16,  New  York 
'Estrogenic  Substances  (water  soluble)  also  known  as  Conjugated  Estrogens  (equine) 
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A combination  of  three  potent  parasiticides, 

Topocide’  (Benzyl  Benzoate  Compound,  Topical,  Lilly)  in  one  application 
efficiently  eradicates  head  lice,  qrab  lice,  and  the  skin  parasite  of  scabies. 

'Topocide’  is  an  aqueous  emulsion  of  benzyl  benzoate,  DDT,  and  benzocaine. 
This  combination  provides  a potent  preparation  which  attacks  the  scabies  parasite 
in  all  stages  of  the  life  cycle.  It  is  also  lethal  to  mature  lice  as 
well  as  to  the  embryonated  ova.  Relatively  low  concentrations  of  the  individual 
ingredients  minimize  the  danger  of  skin  irritation  and  systemic  toxicity. 

I’he  anesthetic  properties  of  benzocaine  relieve  itching  and  prevent 
prolonged  burning  and  stinging.  Topocide'  is  easy 
to  apply,  pleasant  to  use. 


ELI  LILLY  AM)  COMPANY 
Indianapolis  6,  Indiana,  Li.  S.  A. 
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Editorials 


Hazards  of  X-Rays 


The  Journal  of  the  American  Medical 
Association  in  a recent  issue  voices  timely 
warning  of  the  hazards  of  x-rays.1  Al- 
though long  in  use,  these  rays,  carefully 
studied  since  the  time  of  Roentgen,  have 
achieved  wider  applicability  in  medicine 
both  for  diagnostic  and  therapeutic  pur- 
poses through  the  years.  Hazards  have 
increased  with  greater  power  output  of  tube 
generators  and  more  general  use  of  this 
type  of  radiation.  Says  the  Journal, 

Roentgen  rays  for  diagnosis  (films  and  fluor- 
oscopy) are  safe  only  because  radiologists  have  a 
long  tradition  of  being  careful,  and  because  films 
and  screens  are  so  sensitive  as  to  require  rather 
small  exposures.  Examples  of  accidental  ery- 
thema or  redness  continue  to  appear,  anil  even  of 
disastrous  roentgen  ulceration.  Any  of  these 
come  from  fluoroscopy  for  bone  setting  and  for 
removing  foreign  bodies.  The  hazard  seems 
higher  among  surgeons  and  general  practitioners 
than  among  x-ray  specialists.  Paradoxically, 
the  smaller  types  of  x-ray  machines  have  provided 
most  of  the  worst  cases.  Every  radiologist  has  a 


■ 138:214  (Sept.  18)  1948. 


collection  of  anecdotes  to  show  how  dangerous 
roentgen  rays  can  be  in  the  hands  of  those  not 
specially  trained. 

In  treating  cancer  big  doses  of  radiation  are 
used.  Resulting  damage  to  skin  and  normal 
structures  is  severe  and  obvious.  Blistering  is 
often  only  the  proof  that  a thoughtful  and 
conscientious  therapist  has  given  enough  radia- 
tion to  have  a chance  to  cure.  Such  damage, 
including  the  possibility  of  late  roentgen  ulcera- 
tion or  late  roentgen  cancer,  is  not  too  high  a 
price  to  pay  for  cure  of  a cancer;  regrettable,  but 
at  present  necessary.  Perhaps  new  medical  dis- 
coveries regarding  cancer  will  outmode  the  present 
radiation  therapy. 

Familiarity  with  any  medium  unfor- 
tunately may  breed  contempt  in  some  in- 
stances, especially  when  the  familiarity  may 
be  putative  rather  than  actual.  The  warn- 
ing against  x-ray  hazards  as  expressed  by  the 
J.A.M.A.  is  the  more  necessary  and  impor- 
tant for  this  reason. 

Even  small  quantities  of  roentgen  or  radium 
rays  can  prove  damaging.  Radiation  injury  to 
the  skin  sometimes  leads  to  cancer,  coming  even 
many  years  after.  Some  of  these  patients  did 
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not  show  immediate  injury,  even  so  much  as 
redness  of  the  skin.  Repeated  or  continuous 
irradiation  of  the  whole  body  can  produce  aplas- 
tic anemia,  sometimes  leukemia,  even  when  the 
individual  doses  have  been  moderate. 

Now  we  stand  on  the  threshold  of  a new 
era — the  atomic  age,  with  many  new  modali- 
ties and  kinds  of  radiation  available  for  re- 
search and  therapy.  If  the  hazards  of  the 
old  apparatus  are  not  as  yet  fully  appreci- 
ated, with  all  the  experience  the  profession 


has  had  with  it  and  with  radium,  one  hesi- 
tates to  consider  the  potential  hazards  in  the 
use  of  radioactive  isotopes  on  a large  scale. 
Continual  education  of  the  profession  to 
combat  the  use  of  the  newer  modalities  by 
the  partly  informed  is  highly  necessary. 
The  Medical  Society  of  the  State  of  New 
York  through  its  Council  Committee  on 
Health  and  Education  is  already  undertak- 
ing this  task  so  essential  to  the  interest  of 
both  profession  and  public. 


Current  Editorial  Comment 


Radiologic  Warfare.  Atomic  medicine 
for  doctors  is  now  being  taught  at  the 
University  of  California.1  Dr.  Stafford 
Warren,  formerly  head  of  the  radiology 
section  of  the  Atomic  Bomb  Project,  has 
inaugurated,  as  dean  of  the  Medical  School, 
a special  three-week  seminar  in  atomic 
medicine.  Addressing  a large  group  of 
private  physicians,  local,  state,  and  federal 
public  health  officers  and  U.  S.  Army  and 
Veterans  Administration  doctors  attending 
the  Seminar, 

Dr.  Warren  said  that  in  a war  emergency 
“groups  like  this  will  have  to  be  the  nucleus  of 
any  defensive  or  protective  organization  that 
is  set  up.” 

Atomic  fission,  he  said,  had  given  rise  to  a 
new  science  of  “nonstatic  biology”  calling  for 
revised  concepts  if  man  was  to  cope  adequately 
with  the  perils  of  atomic  warfare  and  to  exploit 
radiology. 

Dr.  Warren  depicted  the  new  field  as  involving 
to  a great  degree  relativity  rather  than  the  ab- 
solutes with  which  scientists  were  accustomed 
to  deal. 

Noting  that  the  physicists,  chemists,  and 
engineers  with  whom  atomic  fission  originated 
“think  in  terms  of  a small  percentage  error  be- 
cause they  deal  with  fixed  conditions,”  Dr. 
Warren,  who  is  one  of  the  nation’s  leading 
authorities  in  atomic  medicine,  said  that  the 
application  of  fission  to  medicine,  human  be- 
ings, and  the  whole  field  of  biology  created  a 
great  new  area  where  quantities  were  not 

1 New  York  Times,  August  3,  11)48,  p.  10, 


static  and  precise,  but  dynamic  and  constantly 
changing. 

“The  human  body,”  he  said,  “is  like  an  en- 
gine going  at  a moderate  speed,  and  you  have 
to  pick  off  your  sampling  while  the  engine’s 
running.  If  you  stop  the  machine,  you  get  an 
abnormal  result. 

“This  concept  of  nonstatic  conditions  of 
biologic  materials  is  largely  new.  It’s  crept 
up  on  us. 

“This  is  where  we  have  the  greatest  lack 
today,  nationally  and  internationally,  as  con- 
cerns the  study  of  radioactivity  in  warfare  and 
large-scale  contaminations. 

“You  can’t  just  say  you’ll  have  so  many 
microcuries  (radiation  units)  spread  in  a cer- 
tain area  uniformly.  There  is  no  such  thing  as 
uniformity  on  such  a large  scale.” 

In  illustration,  he  cited  the  recent  revelation 
through  experiment  with  radioactive  sodium 
in  humans  that  bones  were  not,  as  traditionally 
regarded,  merely  static  structural  members  of 
the  body,  but  “constantly  fluctuating  chemical 
storehouses,”  containing  as  much  as  20  per 
cent  of  the  body’s  salt  reserve  and  pouring  out 
and  absorbing  chemicals  in  “tides”  according 
to  bodily  demand. 

“If  you  don’t  have  this  concept  of  change, 
your  findings  will  be  entirely  unexplainable  or 
confusing,”  Dr.  Warren  said. 

“In  experiments  with  radioactive  sub- 
stances,” he  added,  “it’s  not  enough  just  to 
establish  the  existence  of  a concentration. 
They  don’t  mean  much  by  themselves.  It’s 
only  in  relation  to  other  concentrations  in  the 
body  that  they  have  significance.” 


FACTS  ABOUT  NUTRITION 


Prepared  by  the  School  of  Nutrition,  Cornell  University,  Ithaca 
Norman  S.  Moore,  M.D.,  Editor 


Examples  of  Biochemical  Interrelationships  Among  Nutrients 


One  of  the  most  fascinating  chapters  in 
the  science  of  nutrition  is  being  unfolded  by 
biochemists  who  are  investigating  the  mech- 
anisms by  which  the  essential  nutrients  per- 
form their  functions  in  living  organisms. 
This  new  knowledge  is  not  only  of  funda- 
mental interest  to  nutritionists,  but  it  also 
furnishes  a rational  basis  for  the  quantita- 
tive interrelationships  of  nutrients,  and  it 
ultimately  will  provide  methods  for  evaluat- 
ing nutritional  status.  With  clarification  of 
the  biochemical  functions  of  the  nutrients, 
the  interrelationship  between  the  various 
essentials  has  become  increasingly  evident. 
It  is  the  purpose  of  this  brief  article  to  point 
out  examples  of  these  interrelationships  and 
to  indicate  their  importance  in  nutrition. 

For  example,  iron  is  an  indispensable 
nutrient.  It  is  a necessary  constituent  of 
hemoglobin  as  well  as  a number  of  oxidation- 
reduction  enzyme  systems  essential  for  the 
life  of  cells.  Some  of  these  are  catalase, 
peroxidase,  the  cytochromes,  and  cyto- 
chrome oxidase.  However,  in  order  for  the 
body  to  convert  the  iron  to  hemoglobin, 
another  indispensable  dietary  nutrient  must 
be  present,  namely,  copper.  Hemoglobin 
is  a conjugated  protein  and  is  a complex 
compound  composed  of  hemo,  iron  proto- 
porphyrin, and  globin.  All  of  the  indis- 
pensable amino  acids  which  comprise  the 
globin  molecule  must  be  provided  by  dietary 
protein.  Add  to  the  foregoing  the  role  of 
folic  acid  in  stimulating  the  hematopoietic 
system,  and  one  arrives  at  the  point  where 
the  interrelationships  of  various  dietary 
essentials  have  ceased  to  be  of  interest  solely 
as  academic  pursuits  but  are  of  immense 
value  in  preventive  as  well  as  clinical  medi- 
cine. 

Let  us  consider  another  example.  The 
primary  function  of  both  carbohydrates  and 


fats  in  the  diet  appears  to  be  their  value  as  a 
source  of  calories.  In  the  breakdown  of 
these  nutrients  to  their  end  products  of 
carbon  dioxide  and  water,  the  energy  locked 
in  the  original  carbohydrate  and  fat  mole- 
cules is  liberated  for  use  in  biochemical  reac- 
tions and  eventually  appears  as  heat. 
Thiamin  is  necessary  for  the  complete 
utilization  of  carbohydrate  but  not  of  fat. 
In  fact,  increasing  the  proportion  of  fat  to 
carbohydrate  calories  in  the  diet  spares  or 
reduces  the  requirements  of  thiamin.  The 
latter,  in  combination  with  phosphoric  acid, 
functions  as  a coenzyme  for  the  oxidation  of 
pyruvic  acid,  an  intermediate  product  in  the 
breakdown  of  carbohydrate.  In  the  absence 
of  thiamin,  the  splitting  of  carbohydrate 
stops  at  the  pyruvic  acid  state,  and  this  acid 
accumulates  in  the  tissues.  If  the  accumu- 
lation is  prolonged,  signs  and  symptoms  of 
thiamin  deficiency  appear.  Knowledge  of 
the  function  of  thiamin  has  helped  to  explain 
the  paradox  of  why  the  average  Oriental  diet 
containing  approximately  the  equivalent  in 
thiamin  to  that  of  the  average  Occidental 
diet  still  does  not  prevent  a high  incidence  of 
beriberi.  At  least  a partial  explanation  is 
that  the  Eastern  diet  contains  a higher  pro- 
portion of  calories  in  carbohydrates  than 
does  the  Western  diet,  and,  therefore,  it  re- 
quires more  thiamin  for  its  utilization. 

Although  thiamin  appears  to  be  primarily 
concerned  with  the  utilization  of  carbohy- 
drate, other  members  of  the  vitamin  B com- 
plex are  necessary  for  the  utilization  of 
energy  derived  from  carbohydrates.  These 
same  vitamins  are  required  for  the  metab- 
olism of  fat  and  protein.  Specifically, 
niacin  and  riboflavin  are  known  to  function 
as  constituents  of  coenzymes  which  serve  as 
hydrogen  transport  agents.  In  the  metab- 
olism of  the  major  foodstuffs,  the  hydrogen 
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in  the  molecules  is  stripped  off  and  carried 
by  a series  of  oxidation-reduction  enzyme 
reactions  to  eventual  combination  with 
oxygen,  to  form  water.  Niacin  and  ribo- 
flavin, as  well  as  iron  and  amino  acids,  are 
nutrient  essentials  which  are  indispensable 
components  of  this  hydrogen  transport  and 
energy  producing  system. 

It  is  interesting  to  note  in  this  connection 
that  ariboflavinosis  and  pellagra  are  com- 
monly seen  together  as  multiple  deficiencies, 
particularly  in  humans,  a species  requiring 
exogenous  sources  of  both  riboflavin  and 
niacin.  Furthermore,  the  long  known  rela- 
tionship between  protein  and  pellagra  has 
recently  been  clarified  by  the  findings  that 
the  essential  amino  acid,  tryptophane,  serves 
as  a precursor  of  niacin  synthesis.  Thus,  it 
is  possible  to  explain  why  diets  high  in  corn 
in  southern  areas  of  this  country  may  lead 


to  pellagra  although  they  contain  as  much 
niacin  as  the  diets  in  other  areas  where 
pellagra  is  not  endemic.  Corn  protein  is 
deficient  in  the  amino  acid  tryptophane. 
People  depending  on  corn  protein  not  only 
have  a niacin  deficiency  but  lack  the  neces- 
sary precursor  found  in  diets  containing 
higher  quality  protein. 

These  few  examples  illustrate  the  mech- 
anisms by  which  various  nutrients  function 
in  biochemical  reactions  necessary  for  cell 
life.  They  also  explain  why  a diet  to  be 
complete  must  furnish  a variety  of  nutrients. 
An  understanding  of  these  mechanisms  is 
essential  for  sound  agricultural  planning  and 
for  public  health  promotion  through  nutri- 
tion. The  former  is  concerned  with  the 
production  of  necessary  nutrients  in  our 
nation’s  food  supply;  the  latter  with  the 
proper  and  efficient  use  of  these  nutrients. 
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SPHENOPALATINE  GANGLION  BLOCK  FOR  THE  RELIEF  OF  PAINFUL 
VASCULAR  AND  MUSCULAR  SPASM  WITH  SPECIAL  REFERENCE  TO 

LUMBOSACRAL  PAIN 

J.  Lewis  Amster,  M.D.,  F.I.C.A.,  New  York  City 

{From  the  Morrisania  City  and  Bronx  Hospitals  and  the  Bronx  Eye  and  Ear  Infirmary) 


HAYING  practiced  general  surgery  for  many 
years  and  having  previously  practiced  in  the 
field  of  anesthesia,  I have  always  been  intensely 
interested  in  the  development  and  advance- 
ment of  general  and  regional  anesthesiology  and 
, therapeutic  nerve  block.  At  the  outset  I wish  to 
emphasize  that  I do  not  claim  to  be  an  anatomist 
or  a physiologist;  nor  am  I a neurologist  or  a 
nose  and  throat  specialist.  This  paper  is  based 
on  three  years’  personal  clinical  experience  with 
the  use  of  sphenopalatine  ganglion  block  for  the 
relief  of  painful  muscular  and  vascular  spasm 
with  special  reference  to  lumbosacral  and  sacro- 
iliac pain. 

The  conquest  of  pain  is  of  vital  importance. 
For  many  years  sedatives  and  narcotics  were  our 
principal  weapons  against  intractable  pain. 
More  recently,  we  have  fought  pain  due  to  spasm 
with  new  implements,  namely,  therapeutic  nerve 
block  and  sympathetic  nerve  operations.1  The 
pathways  of  pain  have  been  explored  and  stud- 
ied; new  local  anesthetic  agents  have  been  dis- 
covered, and  new  technics  for  their  administra- 
tion have  been  devised.1  These  new  procedures 
•are  founded  on  a firm  neuro-anatomic  and 
physiologic  basis  and  have  been  accepted  as  ideal 
therapeutic  measures  for  the  relief  of  many  pain- 
ful muscular  and  vasospastic  disorders. 

The  alleviation  of  pain,  from  a surgical  point 
of  view,  was  advocated  and  practiced  by  Rene 
I^e  Riche  during  the  first  World  War.2  Ilis 
pioneer  work  with  therapeutic  nerve  block  and 
surgery  of  the  sympathetics  led  others  to  use  his 
procedure  in  the  treatment  of  painful  conditions 
following  war  wounds.  In  his  writings  he  em- 
phasizes the  important  part  played  by  the  auto- 
nomic nervous  system  in  the  production  of  pain 
due  to  muscular  and  vasospastic  disorders. 


Presented  at  the  142nd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Anesthesiology,  May  10,  1048. 


Labat  followed  in  the  footsteps  of  LeRiche 
when  he  recommended  therapeutic  nerve  block 
and  ganglionic  nerve  block  for  the  relief  of  pain.3 
Although  many  outstanding  anatomists,  physi- 
ologists, and  neurologists  were  unwilling  to  accept 
the  views  expressed  by  these  pioneers,  LeRiche 
and  Labat  continued  their  work  unconcerned  and 
undismayed. 

In  time  LeRiche  abandoned  infiltration  of 
peripheral  nerves  and  peripheral  neurotomies  and 
adopted  sympathetic  ganglion  infiltrations  and 
operations  on  the  sympathetic  ganglia  for  the 
majority  of  painful  spastic  conditions.  lie  was 
convinced  that  a certain  kind  of  pain,  apparently 
due  to  vasoconstriction,  originated  in  the  sympa- 
thetics. The  fact  that  operations  on  the  sympa- 
thetics caused  this  pain  to  disappear  confirmed 
his  opinion.  Thirty  years  ago,  it  was  generally 
believed  that  the  sympathetic  was  a purely  motor 
nerve.  Physiologists  held  that  the  sympathetics 
had  no  centripetal  fibers  and  that  they  did  not 
have  the  faculty  of  forming  a reflex  arc.  LeRiche 
and  Braeucker  came  to  the  conclusion  that  the 
sympathetics  do  have  certain  centripetal  ele- 
ments in  that  they  could  form  reflex  arcs  and 
could  be  the  starting  points  of  painful  phenom- 
ena.1 

When  we  speak  of  the  autonomic  nervous  sys- 
tem, our  attention  is  usually  directed  to  the  sym- 
pathetic trunks.  We  apparently  overlook  the 
four  cephalic  sympathetic  ganglia:  the  spheno- 
palatine, ciliary,  otic,  and  submaxillary. 

The  sphenopalatine  or  Meckel’s  ganglion, 
sometimes  spoken  of  as  the  sphenomaxillary  or 
nasal  ganglion,  is  a small  triangular  body,  about  5 
mm.  in  diameter.  It  is  situated  in  the  upper  por- 
tion of  the  sphenopalatine  fossa  just  beneath  the 
superior  maxillary  or  the  second  division  of  the 
fifth  nerve.  It  receives  the  following  branches: 

Sensory  Roots:  Two  from  the  superior  maxil- 
lary division  of  the  fifth  nerve. 

Motor  Root:  Probably  derived  from  the 
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nervus  intermedius  through  the  great  superficial 
petrosal  nerve  and  is  supposed  to  consist,  in  part, 
of  sympathetic  efferent  fibers  from  the  medulla. 
In  the  sphenopalatine  ganglia,  these  fibers  form 
synapses  with  neurons  whose  postganglionic 
axons,  vasodilator  and  secretory  fibers  are  dis- 
tributed with  deep  branches  of  the  trigeminal  to 
the  mucous  membrane  of  the  nose,  soft  palate, 
tonsils,  uvula,  roof  of  mouth,  upper  lips  and  gums, 
and  upper  part  of  the  pharynx. 

Sympathetic  Root : Derived  from  the  carotid 
plexus  through  the  deep  petrosal  nerve.  These 
two  nerves  join  to  form  the  nerve  of  the  ptery- 
goid canal  Vidian  before  their  entrance  into  the 
ganglion.4 

The  sphenopalatine  obviously  belongs  to  the 
series  of  sympathetic  nodes  and  is  connected 
with  the  superior  cervical  ganglion,  thus  making 
it  part  of  the  sympathetic  ganglion  chain  (Fig.  1). 
Interruption  of  the  sphenopalatine  ganglion  may 
be  produced  by  anesthetizing  or  destroying  the 
ganglion  through  three  different  approaches: 
(1)  the  lateral  or  zygomatic  route,.  (2)  the  inferior 
or  palatine  route,  and  (3)  the  anterior  or  intrana- 
sal route. 

Sluder  was  probably  one  of  the  first  to  recognize 
the  anesthetic  value  of  sphenopalatine  block  for 
the  relief  of  intractable  pain,  but  little  attention 
was  paid  to  this  discovery  until  Ruskin  began  his 
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Fin.  1.  Diagram  of  the  sympathetic  nervous 
system.  The  dotted  lines  indicate  the  branches  of 
the  cerebrospinal  nerves  which  join  the  sympathetic 
system  and  those  sympathetic  nerves  which  are 
composed  in  major  part  of  fibers  from  the  cerebro- 
spinal nerves. 

(Reprinted  from  Ranson,  Stephen  W The  Anatomy 
of  the  Nervous  System,  Philadelphia,  W.  B.  Saunders 
Co.,  1930.) 


experimental  and  clinical  work  along  these  lines.5,6 
To  him  belongs  the  credit  for  rediscovering  and 
reviving  the  neglected  treatment. 

Captain  Neuberger  of  the  United  States  Navy 
has  advocated  the  destruction  of  the  sphenopala- 
tine ganglion  by  electrocoagulation  for  the  relief 
of  hay  fever.4  Ruskin  reported  the  use  of  alcohol 
injections  for  the  purpose  of  destroying  the 
ganglion  and  relieving  pain.5  He  later  recom- 
mended the  topical  application  of  cocaine  over 
the  area  of  the  sphenopalatine  ganglion  through 
the  nasal  route  for  the  control  of  painful  vascular 
and  muscle  spasm.  The  destruction  of  the 
ganglion  with  alcohol  or  electrocoagulation  is  not 
an  entirely  simple  procedure,  and  there  is  some 
danger  that  it  may  produce  sloughing,  hemor- 
rhage, or  damage  to  the  olfactory  nerve.  The 
results  of  topical  application  of  an  anesthetic 
agent  through  the  anterior  or  intranasal  route  are 
very  striking,  and  the  simplicity  of  this  method, 
combined  with  its  safety,  the  spontaneous  relief 
of  pain,  and  the  absence  of  any  toxic  reactions, 
together  with  the  economy  of  treatment,  have 
earned  for  sphenopalatine  block  the  name  of  an 
unbelievable  therapeutic  ganglion  block. 

At  a meeting  of  the  American  Society  of 
Regional  Anesthesia  in  1935,  Kuntz  read  a paper 
on  “The  Anatomical  and  Physiological  Basis  of 
Nerve  Blocking  and  Regional  Anesthesia  with 
Reference  to  Autonomic  Nerves.”’’  In  the  course 
of  the  discussion,  Dr.  Kuntz  was  asked  if  he 
could  offer  an  explanation  for  the  successful  relief 
of  lumbar  pain,  lumbago,  which  the  discussant 
was  able  to  relieve  by  sphenopalatine  anesthesia, 
and  whether  there  was  a known  pathway  that 
would  explain  a distribution  lower  than  the  first 
thoracic.  Dr.  Kuntz’s  reply  was  as  follows: 
“The  relief  of  the  lumbar  pain  by  anesthetizing 
the  sphenopalatine  ganglion  is  a remarkable 
thing.  I suppose  it  might  have  been  a pelvic 
pain  or  any  other.  No  nerve  connection  can  be 
pointed  out  by  which  that  could  be  explained, 
but  I have  heard  of  it  before.  Pain  as  low  down 
as  the  lumbar  region  seems  to  have  been  relieved 
by  anesthesia  of  the  sphenopalatine  ganglion. 
I am  sure  we  have  no  explanation  for  that  at 
present.” 

Etiology 

In  reviewing  the  literature  on  painful  muscular 
spasm,  we  note  many  suggestions  concerning  the 
cause  of  the  condition,  such  as  infection,  fatigue, 
anoxia,  toxic  factors,  neuritis,  vitamin  and  chemi- 
cal deficiencies,  psychosomatic  factors,  trauma, 
overactivity  of  the  autonomic  nervous  system, 
etc.  I fully  agree  with  Gold  that  the  contraction 
of  muscle  per  se  does  not  always  cause  pain  and 
that  when  pain  occurs  in  association  with  muscu- 
lar contraction  or  spasm  it  is  due  to  ischemia 
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resulting  from  prolonged  spasm  or  abnormal 
pulls,  tensions,  or  distortions  of  muscles  with 
stretching  or  tearing  of  muscle  fibers.8 

The  cause  of  this  painful  condition  is  rather 
mysterious.  Often  it  comes  on  like  a thunderbolt 
from  a clear  sky  without  any  history  of  trauma. 
Psychosomatic  factors  should  not  be  overlooked. 
These  influences  act  through  the  vasomotor 
nerves  that  supply  the  blood  vessels  of  the  affected 
spastic  muscles.  Stress  and  strain,  fear  and 
apprehension,  cares  and  worries,  unbalanced 
hormone  activity,  and  metabolic  changes  are 
said  to  be  causative  factors.  The  role  of  the 
adrenals,  parathyroid,  thyroid,  pituitary,  and 
other  ductless  glands  must  not  be  ignored.  The 
rapid  reduction  or  depletion  of  the  body’s  supply 
of  calcium  has  something  to  do  with  muscular 
excitability  and  pain.  Vitamin  deficiencies  may 
also  be  underestimated. 

Sphenopalatine  ganglion  block  was  brought  to 
my  attention  many  years  ago,  and  I confess  that 
at  that  time  I failed  to  recognize  its  value  in  the 
treatment  of  painful  muscular  and  vascular 
spasm.  For  thirty-five  years  I was  the  victim  of 
recurrent  lumbosacral  pain.  These  acute  attacks 
occurred  about  once  a year  and  lasted  a week  or 
ten  days  and  sometimes  longer.  I wore  a heavy 
bulky  sacroiliac  brace  during  most  of  that  time 
and  tried  every  known  form  of  treatment  with 
little  relief.  My  last  attack  occurred  on  Febru- 
ary 25,  1945,  just  as  I completed  a lengthy  rectal 
operation.  As  I rose  from  a sitting  position,  I 
suddenly  felt  excruciating  pain  in  the  left  lumbo- 
sacral region.  Sphenopalatine  ganglion  block 
was  suggested,  but  at  that  time  I could  not 
understand  the  rationale  of  the  treatment.  The 
pain  became  progressively  worse,  and  I finally 
went  to  Dr.  Ruskin  for  treatment.  He  blocked 
both  sphenopalatine  ganglia  with  a topical 
application  of  a local  anesthetic,  and  the  pain 
disappeared  almost  completely  within  twenty 
minutes.  Another  block  was  given  the  next  day 
and  a third  the  day  after.  The  pain  vanished 
entirely,  and  I was  able  to  resume  my  practice. 
The  relief  obtained  was  really  dramatic,  and  at 
the  end  of  three  years  there  has  been  no  recur- 
rence of  pain.  My  personal  experience  con- 
vinced me  that  this  method  is  a promising  new 
approach  to  the  treatment  of  many  spastic  dis- 
orders. However,  it  is  not  a universal  panacea, 
and  no  assurance  of  relief  should  be  made  if  the 
painful  spasm  has  an  underlying  organic  cause. 

Procedure 

Sphenopalatine  ganglion  block  consists  of  a 
simple  topical  anesthetization  of  the  sphenopala- 
tine ganglion  through  the  nasal  route  as  follows 
(Fig.  2) : The  tips  of  four  fine  flexible  copper  ap- 
plicators or  probes  are  covered  with  small  bits  of 
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Fig.  2.  Nerve  supply  of  the  nasal  cavity. 


cotton  and  dipped  into  the  anesthetic  solution. 
A nasal  speculum  is  inserted  and  the  nasal  cavity 
illuminated  and  carefully  visualized  (Fig.  3).  A 
cotton-tipped  applicator  is  passed  along  the 
upper  border  of  the  inferior  turbinate  bone  and 
directed  backward  and  downward  until  the  upper 
posterior  wall  of  the  pharynx  is  reached.  Another 
applicator  is  directed  along  the  upper  border  of  the 
middle  turbinate  bone  until  the  tip  comes  in  con- 
tact with  the  body  of  the  sphenoid  bone  about 
y4  inch  external  to  the  nasal  septum  (Fig.  4). 
The  same  procedure  is  carried  out  on  the  opposite 
side.  The  four  applicators  are  left  in  place  for 
thirty  minutes  and  then  removed.  The  applica- 
tors should  never  be  forced  into  the  nares,  as 
rough  handling  may  damage  the  mucous  mem- 
brane and  cause  pain. 

Case  Reports 

My  series  included  a number  of  physicians  who 
were  treated  and  thus  were  in  a position  to  evaluate 
the  treatment.  They  reported  a sense  of  calm 
and  relaxation  with  a sudden  relief  of  spasm  and 
pain.  The  coughing  test  was  painless  in  the 
lumbosacral  cases.  Some  of  our  patients  com- 
plained of  tenderness  over  the  lower  lumbar 
region  resulting  from  prolonged  spasm  after  the 


Fig.  3.  Nasal  speculum  in  situ  exposing  middle 
and  inferior  turbinates. 
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Fig.  4.  Anesthesia  applied  topically  to  spheno- 
palatine ganglion  and  posterior  wall  of  pharynx. 


conventional  orthopedic  treatment.  This  myosi- 
tis was  greatly  relieved  by  medication  consisting 
of  2 grains  calcium  gluconate,  IV2  grains  papa- 
verine, 5 grains  navaspirin,  and  V2  grain  caffein 
citrate  in  capsules  (one  capsule  three  times  a day 
after  meals),  until  muscular  tenderness  disap- 
peared. 

The  following  is  a brief  description  of  a few 
outstanding  cases. 

Case  1. — A.  C.,  a man  of  fifty-four,  suffered  from 
persistent  hiccough.  The  patient  had  been  seized 
with  pain  in  the  right  loin  radiating  downward  and 
forward,  frequent  and  urgent  urination,  and  dv- 
suria.  A calculus  was  found  blocking  the  right 
ureter  which  caused  an  acute  hydronephrosis  with 
pressure  on  the  diaphragm.  The  calculus  was 
dislodged  by  Dr.  Greenberger.  Thereafter,  the 
patient  hiccoughed  persistently  for  twelve  days, 
and  every  known  remedy,  including  blocking  of  t he 
phrenic  nerve,  had  been  tried.  I blocked  the  spheno- 
palatine ganglia  by  topical  application  of  2 per  cent 
pontocaine  three  times,  at  intervals  of  twenty-four 
hours.  After  the  third  block,  hiccoughing  was 
completely  controlled,  and  there  was  no  recur- 
rence. 

Case  2. — A.  W.,  a forty-two-year  old  man,  came 
to  me  with  complaints  of  lumbosacral  pain.  The 
patient,  a physician,  had  suddenly  felt  severe  pain 
in  the  lumbosacral  region  about  ten  days  prior  to 
his  visit.  He  had  been  examined  by  an  orthopedist, 
a neurologist,  and  a neurosurgeon,  who  attributed 
the  pain  to  herniation  of  the  third  and  fourth  lum- 
bar disks.  The  routine  palliative  orthopedic  treat- 
ment gave  no  relief,  and  operation  was  suggested. 
When  he  came  to  me  to  seek  relief  from  pain,  he  was 
actually  carried  into  my  office.  I told  him  that  his 
case  was  not  suitable  for  ganglionic  block  and  that  I 
was  reluctant  to  attempt  it.  Finally,  with  the  con- 
sent of  the  orthopedist  and  neurologist  I agreed  to 
treat  him.  The  sphenopalatine  ganglia  were  blocked 
with  a 2 per  cent  pontocaine  solution,  and  at  the 
end  of  thirty  minutes  the  patient  was  free  from 
pain.  The  following  day  he  was  able  to  take  care  of 
two  obstetric  cases  and  felt  much  better.  Pain  did 
not  recur  until  approximately  two  years  after  the 
first  attack. 

The  second  attack  occurred  while  he  was  on  vaca- 
tion, and  there  was  no  history  of  trauma.  It  was 
much  more  severe  Ilian  the  first  attack;  the  pain 


was  so  intense  that  he  had  to  be  lifted  onto  the 
treatment  table.  The  sphenopalatines  were  blocked 
as  usual  with  a topical  application  of  2 per  cent 
pontocaine.  Pain  was  relieved,  and  he  went  on  a 
fishing  trip  the  next  day.  There  has  been  no  further 
recurrence. 

Case  3. — D.  L.  was  a girl  of  twelve  years  suffering 
from  acute  torticollis.  On  awaking  one  morning, 
the  child  complained  of  severe  pain  and  muscular 
spasm  over  the  right  side  of  the  neck.  She  was 
immediately  referred  to  me  for  treatment. 

She  was  in  agony,  with  her  head  fixed  to  the  right 
shoulder.  There  was  a stony  hard  contraction  of 
the  sternocleidomastoid  muscle,  and  she  could  not 
move  her  head  in  any  direction. 

A 2 per  cent  nupercaine  solution  was  applied  to 
the  sphenopalatine  ganglia,  and  in  less  than  half  an 
hour  the  spastic  pain  was  entirely  relieved.  She 
left  the  office  smiling  and  happy  and  has  had  no 
recurrence. 

Case  4- — I.  F.,  a man  of  fifty-five,  was  referred  to  me 
for  treatment  of  herpes  zoster,  fifth  and  sixth  right 
intercostal  nerves.  This  patient  had  been  under  a 
physician’s  care  for  approximately  two  weeks.  All 
the  modern  forms  of  therapy,  including  pituitrin,  had 
been  tried  without  success.  He  complained  of 
terrific  pain  over  the  right  side  of  the  chest  and  had  a 
rash  along  the  fifth  and  sixth  intercostal  nerves 
which  was  tender  to  the  touch. 

Monocaine  2 per  cent  was  applied  to  the  spheno- 
palatine ganglia,  and  within  twenty-five  minutes  the 
pain  was  greatly  reduced.  A second  block  was  done 
the  next  day  and  a third  and  final  block  forty-eight 
hours  later.  Complete  relief  of  pain  followed.  He 
was  discharged  happy  and  comfortable  and  re- 
sumed his  usual  work. 

Results  In  103  Cases 

My  clinical  experience  with  ganglionic  block 
dates  from  March  1,  1945.  Since  then  I have 
treated  103  patients  (54  women  and  49  men) 
between  the  ages  of  six  and  seventy-eight  for 
various  conditions  (Table  1).  ’This  series  seems 
sufficiently  extensive  to  evaluate  the  therapeutic 
worth  of  the  procedure. 


TABLE  1. — Conditions  Treated  with  Ganglionic  Block 


Condition 

Number 
of  Cases 

Migraine 

4 

Acute  torticollis 

2 

Painful  spastic  shoulder  (subdeltoid  and 

sub- 

acromial  bursitis) 

12 

Intercostal  neuritis 

2 

Herpes  zoster 

5 

Persistent  hiccough 

4 

t'reteral  colic 

5 

Dysmenorrhea 

3 

Peripheral  painful  vascular  spasm 

7 

Lumbosacral  and  sacroiliac  pain 

61 

Total 

103 

In  the  103  cases  the  treatment  was  used  327 
times  without  any  significant  toxic  reactions. 
Those  reported  elsewhere  were  probably  due  to 
the  use  of  some  toxic  anesthetic  agent.  I have 
used  various  anesthetic  agents,  such  as  cocaine, 
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nupercaine,  pontocaine,  monocaine,  etc.,  all  of 
which,  with  the  exception  of  cocaine,  were  found 
to  be  suitable.  Since  two  patients  reacted  poorly 
to  cocaine,  its  use  has  been  discontinued. 

Relief  of  pain  and  spasm  was  noted  in  approxi- 
mately 90  per  cent  of  my  cases.  In  the  remaining 
10  per  cent  some  underlying  organic  condition 
was  apparently  responsible  for  the  failure.  In 
some  cases  the  spontaneous  relief  of  pain  was 
really  spectacular.  Immediate  cessation  of  pain 
and  spasm  often  occurred  after  the  administra- 
tion of  one  block  in  patients  who  were  treated 
shortly  after  the  onset  of  their  symptoms.  In 
the  early  cases  of  lumbosacral  pain  there  was  a 
definite  increase  in  the  range  of  active  and  pas- 
sive motion  within  thirty  minutes  after  treat- 
ment. Many  sacroiliac  patients  who  had  been 
unable  to  turn  from  side  to  side  in  bed  had  less 
difficulty  in  rising  or  lying  down. 

When  the  symptoms  were  far  advanced  and 
after  the  unsuccessful  use  of  conventional  ortho- 
pedic measures  and  physical  therapy,  the  reac- 
tion was  less  dramatic.  Repeated  ganglionic 
blocks  were  necessary,  and  convalescence  was 
less  rapid.  In  other  words,  the  shorter  the  dura- 
tion of  the  condition,  the  more  rapid  was  the  re- 
sponse. The  majority  of  failures  occurred  in  the 
advanced  lumbosacral  cases  with  complicating 
pathologic  conditions. 

These  dramatic  reports  of  the  results  of  treat- 
ment by  sphenopalatine  block  may  sound  fantas- 
tic, but  they  are  true.  The  old  saying,  “seeing  is 
believing,”  still  holds,  and  these  results  must  be 
witnessed  in  order  to  realize  the  full  extent  of  the 
beneficial  effects  of  this  anesthetic  procedure. 

1882  Grand  Concourse 

Discussion 

Simon  L.  Ruskin,  M.D.,  New  York  City  ( Read 
by  Jacob  Branower,  M.D.). — This  marks  the  twenty- 
fifth  anniversary  of  my  use  of  this  procedure.  That 
quarter  of  a century  has  marked  a rather  stony  path 
full  of  criticism  from  those  who  could  not  see  a 
relationship  between  the  autonomic  center  in  the 
nose  and  muscle  spasm.  They  were  apparently  not 
aware  of  the  fact  that  the  autonomic  nervous  system 
is  a diffusely  acting  one  and  that  an  influence  on 
any  one  of  the  major  centers  influences  the  entire 
autonomic  system. 

The  basic  fact  that  the  treatment  actually  did  re- 
lieve the  pain  of  muscle  spasm  did  not  seem  to 
impress  the  physicians  generally.  They  seemed 
more  interested  in  getting  an  explanation  than  a 
therapy.  Many  of  our  therapeutic  procedures  to- 
day are  still  vaguely  understood  as  to  their  mode  of 
action  and  yet  are  in  continuous  and  successful  use. 
A great  deal  of  mystery  still  surrounds  the  mode  of 
action  of  sulfa  drugs  and  penicillin,  but  that  has  not 
withheld  their  wide  application. 

During  the  many  years  that  I have  used  the 
sphenopalatine  ganglion  therapy,  a great  deal  has 


been  learned  regarding  the  pharmacology  of  the 
sympathetic,  some  of  which  I have  described  in  my 
article,  The  Control  of  Muscle  Spasm  and  Arthritic 
Pain  Through  Sympathetic  Block  at  the  Nasal 
Ganglion  and  the  Use  of  Adenylic  Nucleotide.* 
I have  learned  to  use  a large  number  of  alkaloids,  as 
well  as  the  various  anesthetic  agents.  One  of  the 
most  useful  has  been  atropine,  and  among  the  local 
anesthetic  agents,  a good  deal  of  selectivity  has  to 
be  exercised,  depending  upon  the  type  of  patient  and 
the  severity  of  the  disturbance. 

A number  of  years  were  also  spent  in  studying  the 
biochemical  aspects  of  muscle  spasm,  and  in  this 
work  the  following  basic  things  were  discovered: 

First,  a muscle  in  spasm  is  in  the  energy-poor 
state,  and  supplying  a source  for  muscle  energy 
speeds  the  recovery.  This  can  be  accomplished 
speedily  through  the  intramuscular  injection  of  the 
adenylic  nucleotide,  preferably  as  the  iron  salt,  and 
for  this  I use  the  preparation  Ironyl. 

Second,  to  facilitate  the  conversion  of  carbohy- 
drate to  energy,  I use  the  coenzymes  of  the  B com- 
plex, rather  than  the  synthetic  B complex  prepara- 
tions, in  the  form  of  the  preparation,  Co-Amino, 
which  has  the  coenzymes  of  the  B complex  and  the 
amino  acids. 

Third,  I use  the  sphenopalatine  ganglion  block 
which  reduces  the  rate  of  nerve  impulses  to  the 
spastic  muscle  and  increases  the  mechanical  effi- 
ciency of  the  muscle.  The  influences  on  the  sympa- 
thetic can  also  be  enhanced  by  the  intramuscular 
injection  of  calcium  ascorbate,  Calscorbate,  which  I 
have  found  much  more  effective  than  calcium  glu- 
conate. 

I avoid  all  of  the  sedatives  since  they  diminish 
the  oxidation  capacity  of  the  blood  and  prolong  the 
duration  of  illness.  I also  do  not  give  any  aspirin. 
Where  there  has  been  prolonged  chronic  infection,  1 
prescribe  the  iron  ascorbate,  Ferro-C,  one  tablet 
three-times  a day,  to  increase  the  oxidation-reduc- 
tion properties  of  the  blood  and  facilitate  the  energy 
exchange.  These  suggestions  have  proved  their 
value  over  a series  of  many  years  and  are  eminently 
worthwhile. 

M.  J.  Madonick,  M.D.,  Bronx. — When  a new 
treatment  is  introduced,  it  is  essential  that  all 
diagnoses  be  established  as  definitely  as  possible. 
Pain  in  the  lumbosacral  and  sacroiliac  regions  is  of 
frequent  occurrence,  but  its  cause  is  not  easy  to 
determine.  The  diagnosis  of  lumbosacral  and  sacro- 
iliac strain,  although  often  made,  is  not  too  clear  a 
concept  to  me.  Perhaps  some  of  these  cases  are 
really  instances  of  protruded  intervertebral  disks. 
The  relief  of  pain  in  the  patient  with  a protruded 
disk,  described  by  Dr.  Amster,  is  significant.  How- 
ever, many  more  such  patients  would  have  to  be 
treated  to  exclude  chance  improvement,  since 
spontaneous  remissions  in  protruded  disks,  as  well  as 
in  other  radiculitides,  occur  fairly  often.  Another 
factor  to  consider  in  pain  is  the  psychologic  one. 
There  are  tremendous  differences  in  the  threshold  6f 
pain  in  different  individuals  and  also  in  their  re- 
sponses to  therapy.  A series  of  cases  with  back 

* Ain.  J.  Digest.  Dis.  (Oct.)  1940. 
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pains  on  a conversion  hysteria  basis  should  have 
infiltrations  of  the  sphenopalatine  ganglion  to  deter- 
mine how  they  respond  to  this  form  of  treatment 
and  whether  this  type  of  thrapy  acts  suggestively. 

It  would  be  interesting  to  follow  the  cases  pre- 
sented by  Dr.  Amster  to  find  out  whether  they  have 
recurrences  and,  if  so,  whether  they  would  again 
respond  to  sphenopalatine  ganglion  infiltration  or 
topical  anesthetization. 

Julius  F.  Neuberger,  M.D.,  New  York.- — I am 
very  much  interested  in  Dr.  Amster’s  presentation, 
as  a number  of  years  ago  I read  a paper  at  the 
New  York  Academy  of  Medicine  on  this  subject. 
Being  a nose  and  throat  specialist,  I was  interested 
only  in  cases  of  hay  fever,  asthma,  and  vasomotor 
rhinitis.  As  chief  of  the  Eye,  Ear,  Nose  and  Throat 
Department  of  the  U.S.  Naval  Hospital  in  New- 
port, I had  a great  many  service  people  come  under 
my  observation  for  treatment  of  hay  fever.  In 
addition  to  injection,  I treated  a great  many  of 
them  by  local  application  with  pads  of  pontocaine 
and  also  a solution  of  cocaine  and  adrenalin.  The 
pads  were  applied  around  the  area  of  the  spheno- 
palatine ganglia.  The  results  were  often  astound- 
ing. I went  further  with  my  experiments  and 
injected  the  sphenopalatine  ganglia  directly  by 
breaking  through  the  nose  or  through  the  spheno- 
palatine foramen,  using  70  per  cent  alcohol.  My 
results  were  even  better  than  with  the  pads.  In 
injecting  the  alcohol  I used  a few  drops  of  ponto- 
caine first  for  anesthesia.  Some  of  the  cases  of 
asthma  were  either  markedly  improved  or  even 
stopped  altogether.  I presented  some  of  these 
cases  at  the  Academy  of  Medicine  when  I read  my 
paper,  and  some  of  the  doctors  who  are  here  today 
saw  them  at  that  time. 


I think  that  there  is  a great  deal  to  be  discovered 
and  to  be  learned  about  the  sympathetic  nervous 
system,  its  physiology  and  pathology,  and  I think 
that  a great  deal  of  research  will  be  done  in  the 
not  too  distant  future. 

J.  Lewis  Amster,  M.D.,  (Closing). — Regional 
anesthesiology  and  therapeutic  nerve  block  are  still 
in  their  infancy.  The  introduction  of  new  local 
anesthetic  agents  with  nontoxic  reactions  for  the 
prolonged  relief  of  pain  and  the  newer  methods  of 
their  application  should  be  encouraged.  We  have 
come  to  realize  that  painful  impulses  are  transmitted 
through  the  sympathetic  nervous  system ; that  stress 
and  strain  play  an  important  part  in  overstimulating 
the  sympathetic  nervous  system  with  the  production 
of  painful  vasoconstriction  and  painful  muscular 
spasm;  that  the  sphenopalatine  ganglion  is  linked 
with  the  superior  cervical  ganglion,  and  that  spheno- 
palatine ganglionic  block  administered  early  in  the 
course  of  painful  muscular  or  painful  vascular  spasm 
is  capable  of  interrupting  the  sympathetic  pathways 
and  relieving  pain. 
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TO  ESTABLISH  PITTSBURGH  HEALTH  CEN' 

The  University  of  Pittsburgh  has  announced 
acceptance  of  a $13,600,000  gift  from  the  A.  W.  Mel- 
lon Educational  and  Charitable  Trust  for  the  estab- 
lishment of  a world-leading  industrial  and  occupa- 
tional health  center. 

The  center  will  form  the  nucleus  of  a new  Graduate 
School  of  Public  Health  and  will  be  one  of  only  eleven 
such  institutions  in  the  United  States  and  Canada. 

Chancellor  Rufus  II.  Fitzgerald  simultaneously 
announced  the  appointment  of  Dr.  Thomas  Parran, 
former  Surgeon  General  of  the  United  States  Public 
Health  Service,  as  the  dean  of  the  new  school.  He 
will  assume  the  position  immediately.  One  of  the 
organizers  of  the  World  Health  Organization  in 
1946,  he  retired  as  surgeon  general  early  t his  year. 

Paul  Mellon,  Mrs.  Ailsa  M.  Bruce,  and  Donald  D. 
Shepard,  trustees  of  the  Mellon  trust,  said  the  gradu- 
ate school  will  emphasize  occupat  ional  and  industrial 


PER 

healt  h and  hygiene  and  basic  research  in  all  phases  of 
public  health.  But  its  goal  will  be  to  attain  “world 
leadership”  in  fields  of  preventive  medicine. 

Under  the  agreement  with  the  university,  an 
initial  $4 ,000,000  will  be  given  the  school  to  obtain 
“outstanding”  men  to  administer  t he  school  and  to  ? 
assure  adequate  faculty  and  teaching  facilities.  An  j 
additional  $1,600,000  will  be  given  for  operating 
and  equipment  expenses  and  development  costs  dur- 
ing the  first  five  years  of  operation. 

The  trust  will  donate  not  more  than  $5,000,000  for  ' 
the  construction  of  the  school,  its  laboratories  and 
facilities,  but  only  after  the  school  is  accredited  by 
national  scientific  authorities  for  the  granting  of 
degrees  of  Doctor  of  Public  Health  and  Master  of 
Public  Health,  and  university  medical  science 
schools  and  Pittsburgh  hospitals  have  effected  a pro- 
gram of  integration. 


ERYTHEMA  MULTIFORME 

Maurice  J.  Costello,  M.D.,  and  Jules  E.  Vandow,  M.D.,  New  York  City 

{From  the  Department  of  Dermatology  and  Sy philology,  New  York  University  College  of  Medicine , and  the 
Department  of  Dermatology  and  Syphilology,  Third  Medical  ( New  York  University)  Division,  Bellevue  Hospital) 


THE  data  presented  in  this  paper  are  based  on 
the  study  of  150  cases  of  erythema  multi- 
forme admitted  to  Bellevue  Hospital  during  the 
twelve-year  period  from  1936  to  1948.  Actually, 
there  were  127  individual  patients  in  the  series. 
Of  these,  120  patients  were  hospitalized  once,  while 
the  remaining  seven  were  hospitalized  a total  of  30 
times,  as  shown  in  Table  1. 

TABLE  1. — Number  of  Patients  and  Admissions 


Patients 127 

Hospital  admissions 150 

Single  admissions 120 

Multiple  admissions 7 


Types  of  Erythema  Multiforme 

It  was  obvious  at  the  outset  that  an  analysis 
of  the  cases  would  not  be  of  value  if  studied  as  a 
single  group,  as  the  clinical  features  varied 
greatly  from  case  to  case.  In  some  patients, 
the  disease  was  mild  and  of  short  duration,  while 
in  others  it  ran  a septic  course,  often  lasting  for 
many  weeks.  Involvement  of  the  skin  and 
mucous  membranes  was  as  variable  as  the  con- 
stitutional reaction.  At  times,  the  skin  alone 
was  affected,  while  at  other  times  the  mucous 
membranes  of  the  oral  cavity  and  genitalia  were 
involved  simultaneously.  Infrequently,  lesions 
also  appeared  on  the  conjunctivae.  Tn  a few 
cases  the  skin  was  unaffected,  the  mucous  mem- 
branes being  the  only  sites  of  involvement.  The 
eruptions  often  simulated  pemphigus  vulgaris, 
urticaria,  purpura,  dermatitis  herpetiformis, 
lupus  erythematosus  disseminatus,  erythema 
nodosum,  and  secondary  syphilis. 

The  patients  frequently  gave  a history  of  drug 
ingestion,  upper  respiratory  infection,  or  gastro- 
intestinal disturbances.  Pyogenic  infection,  the 
bite  of  a wasp,  and  trauma  appeared  to  be  sig- 
nificant in  a few  cases.  There  was  obvious  as- 
sociation with  such  diseases  as  rheumatic  fever, 
rheumatic  heart  disease,  Sydenham’s  chorea, 
erysipelas,  vaccinia,  and  in  one  instance,  giant 
follicular  lymphadenopathy. 

From  this  mass  of  confusing  clinical  material, 
it  was  soon  evident  that  some  cases  had  a num- 
ber of  factors  in  common  and  could  be  separated 
from  the  entire  group  to  form  fairly  distinct 
types.  In  this  respect,  we  have  followed  the 
general  suggestions  of  Ormsby  and  Mont- 
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gomery.1  In  addition  to  the  five  types  which 
they  describe,  a small  number  of  our  cases  ap- 
peared to  belong  to  a sixth  type  described  in  the 
literature  under  such  titles  as  ectodermosis 
erosiva  pluriorificialis  by  Klauder,  febrile  type 
of  erythema  multiforme  by  Leopold,  and  ery- 
thema bullosum  malignans-pluriorificial  type 
by  one  of  us.2-4  This  last  type  is  usually  refer- 
red to  as  Stevens-Johnson  disease.5 

In  the  remainder  of  this  paper,  we  will  refer 
to  the  mild  cases  as  erythema  multiforme  of 
Hebra,  who  first  described  this  group  as  a dis- 
tinct entity.6  Cases  difficult  to  differentiate 
from  pemphigus  vulgaris  will  be  referred  to  as 
erythema  multiforme  pemphigoides.  These  two 
types  are  grouped  together  with  the  Stevens- 
Johnson  type,  since  the  causes  of  all  three  re- 
main obscure.  The  remaining  cases  are  refer- 
red to  as  erythema  multiforme  accompanying 
infectious  diseases  when  it  is  associated  with  a 
known  infection  (erythema  multiforme  accom- 
panying visceral  diseases  when  it  appears  to  be 
associated  with  such  conditions  as  rheumatic  dis- 
ease), and  finally,  as  erythema  multiforme  of  drug 
causation.7-10  Of  these  types,  the  cause  is  defi- 
nitely established  only  in  the  last  mentioned, 
since  in  this  group  the  disease  can  be  reproduced 
almost  at  will  following  administration  of  the 
known  toxic  agent  or  drug. 

General  Incidence 

In  Table  2 is  shown  the  annual  incidence  of  the 
various  types  of  erythema  multiforme  observed 
at  Bellevue  Hospital.  Of  the  entire  group  of 
150  cases,  95  cases  (63.3  per  cent)  were  of  the 
Hebra  type,  10  cases  (6.6  per  cent)  were  of  the 
pemphigoid  type,  6 cases  (4  per  cent)  were  of  the 
Stevens-Johnson  type,  3 cases  (2  per  cent)  ac- 
companied infectious  diseases,  20  cases  (13.3 
per  cent)  accompanied  visceral  diseases,  and  16 
cases  (10.7  per  cent)  were  caused  by  drugs  or 
other  toxic  agent.  Altogether,  the  Hebra,  pem- 
phigoid, and  Stevens-Johnson  types,  the  three 
types  of  unknown  cause,  consisted  of  111  cases, 
74  per  cent  of  the  total. 

Seasonal  Incidence 

Erythema  multiforme  of  the  Hebra  type  was 
most  prevalent  during  the  spring  and  early  sum- 
mer, although  cases  occurred  throughout  the 
year,  as  shown  in  Table  3.  The  greatest  number 
of  cases  developed  during  July,  and  there  was  a 
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TABLE  2. — Annual  Incidence  of  Erythema  Multiforme  as  Observed  at  Bellevue  Hospital  from  1936  to  1948 


Types  of  Erythema  Multiforme  1936  1937 


Hebra  8 7 

Pemphigoid  3 

Stevens- Johnson  type 
Accompanying  infectious  diseases  1 

Accompanying  visceral  diseases  2 

Of  drug  causation,  etc.  1 


1938  1939 

9 4 

! ! V 

3 5 

2 


1940 

7 

1 

6 

1 


1941 

9 

1 

2 


V 


1942  1943 

5 5 

1 

3 

' ; v 


1944  1945 

2 19 

2 

2 ! ! 

6 


1946  1947 

9 11 

1 1 

1 1 2 

2 

2 2 


Total 

95 

10 

6 

3 

20 

16 


Total 


15  7 14  10  15  13  6 9 4 27  14  16  150 


slightly  higher  incidence  during  December  and 
January  than  during  September,  October,  and 
November.  This  was  somewhat  surprising  as 
this  disease  was  considered  to  occur  more  fre- 
quently in  the  spring  and  the  fall.  Three  of  the 
ten  cases  of  the  pemphigoid  type  developed  dur- 
ing April,  the  others  occurring  during  the  re- 
mainder of  the  year.  Erythema  multiforme  ac- 
companying visceral  diseases  was  most  prev- 
alent during  December,  although  cases  were 
also  seen  throughout  the  year.  As  was  ex- 
pected, erythema  multiforme  caused  by  drugs 
was  distributed  throughout  the  year. 

Average  Age,  Sex,  and  Race 

Table  4 lists  the  average  age  of  the  patients 
and  their  distribution  as  far  as  sex  and  race  are 
concerned.  The  Hebra  type  occurred  in  pa- 
tients from  six  to  seventy-six  years  of  age  but 
was  more  frequent  during  the  third  and  fourth 
decades.  The  average  age  was  thirty-seven. 
It  appeared  to  be  more  common  among  men, 
almost  twice  as  many  men  being  affected  as 
women.  Nearly  one  third  of  the  cases  occurred 
in  Negroes.  The  pemphigoid  cases  averaged 
fifty-one  years  of  age,  significantly  higher  than 
the  average  age  of  the  Hebra  type.  The  sexes 
were  equally  affected.  Only  one  pemphigoid 
type  was  seen  in  a Negro.  In  the  cases  associ- 
ated with  visceral  diseases,  although  the  average 


age  was  twenty-five,  half  the  patients  were 
children  under  the  age  of  fifteen.  The  incidence 
among  men  was  slightly  higher  than  women. 
Only  one  patient  in  this  group  was  a Negro,  a 
forty-nine-vear-old  woman  with  acute  rheu- 
matic fever. 

Altogether  there  were  43  Negroes  in  the  entire 
group,  indicating  a susceptibility  approximately 
equal  to  the  white  race,  a finding  quite  at  vari- 
ance with  that  of  Noojin  and  Callaway,  in  whose 
group  of  40  patients  no  Negro  was  affected.11 

The  occupation  of  the  patients  appeared  to 
have  no  significance.  Altogether,  46  occupa- 
tions were  noted.  Most  of  the  patients  were 
students  (21),  housewives  (19),  or  laborers  (12). 

The  national  origin  also  appeared  to  have  little 
significance.  Of  the  127  patients,  88  were 
Americans,  while  the  rest  came  from  ten  European 
countries,  Canada,  Puerto  Rico,  and  the  British 
West  Indies.  No  Chinese  was  admitted  for  this 
disease,  although  a considerable  number  reside 
in  New  York  City.  However,  while  it  would 
appear  that  the  disease  is  rare  among  them  in 
this  city,  it  is  not  at  all  uncommon  in  China.12 
It  is  interesting  to  note  that  eight  of  the  eleven 
patients,  whose  eruptions  were  associated  with 
rheumatic  diseases,  were  of  Italian  extraction. 

Only  one  American  was  affected  in  the  pemphi- 
goid group.  This  was  of  interest  as  Americans 
predominated  in  all  other  groups.  The  other 


TABLE  3. — Monthly  Incidence  of  Erythema  Multiforme  as  Observed  at  Bellevue  Hospital  from  1936  to  1948 


Types  of  Erythema 
Multiforme 

Jan. 

Feb. 

Mar. 

Apr. 

May 

June 

July 

Aug. 

Sept. 

Oct. 

Nov. 

Dec. 

Number 

of 

Patients 

Hebra 

8 

4 

9 

8 

10 

13 

14 

5 

6 

6 

4 

8 

95 

Pemphigoid 

1 

1 

1 

3 

1 

1 

1 

1 

10 

Stevens-Johnson  type 

1 

1 

1 

1 

2 

6 

Accompanying  infec- 
tious diseases 

1 

1 

1 

3 

Accompanying  vis- 
ceral diseases 

3 

2 

2 

2 

3 

1 

1 

1 

5 

20 

Of  drug  causation, 
etc. 

2 

3 

3 

2 

1 

2 

1 

1 

1 

16 

— 

— 

— 

— 



— 

. 

— 

— 

— 

— 

— 

— 

Total 

15 

11 

15 

16 

14 

17 

17 

8 

7 

7 

7 

16 

150 

TABLE  4. — Average 

Age,  Sex, 

and  Race  of  Patients 

Types  of  Erythema  Multiforme 

Number  of 
Patients 

Average 

Age 

Male 

—Sex 

Female 

Race— 

White 

Negro 

Hebra 

95 

37 

62 

33 

66  , 

29 

Pemphigoid 

10 

51 

5 

5 

9 

1 

Stevens- Johnson  type 

6 

26 

6 

0 

4 

2 

Accompanying  infectious  diseases 

3 

22 

3 

0 

1 

2 

Accompanying  visceral  diseases 

20 

25 

1 1 

9 

19 

1 

Of  drug  causation,  etc. 

16 

35 

11 

5 

8 

8 

Total 

150 

33 

98 

52 

107 

43 
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eight  patients  in  this  group  originated  from  Rus- 
sia (2),  Poland  (2),  Austria  (2),  Hungary  (1), 
and  Ireland  (1).  Five  of  the  nine  patients  were 
Jewish. 

Erythema  Multiforme  of  the  Hebra  Type 

Hebra  observed  in  1854  that  a group  of  derma- 
toses hitherto  described  as  erythema  papu- 
latum,  erythema  annulare,  erythema  tubercula- 
tum, erythema  iris,  and  erythema  gyratum,  were 
actually  all  variations  of  a single  disease,  which 
he  entitled  erythema  multiforme.  He  described 
it  as  an  essentially  self-limited  disease  which 
ran  its  course  in  from  one  to  four  weeks.  In  ad- 
dition to  mild  subjective  symptoms  and  a 
tendency  to  recur,  a characteristic  eruption  of 
multiform  character  usually  developed  upon  the 
extensor  surfaces  of  the  extremities.  Kaposi  and 
Schwimmer  broadened  Hebra’s  concept  when 
they  included  bullous  forms  of  the  disease.13'14 

In  the  group  of  patients  under  study,  95  were 
of  this  type.  In  79  patients,  the  illness  began 
with  the  appearance  of  the  typical  skin  eruption. 
The  remaining  16  patients  began  with  symptoms 
of  a mild  respiratory  infection  (11),  gastroin- 
testinal symptoms  (4),  or  rheumatic  pains  (1) 
from  one  to  fourteen  days  prior  to  the  appearance 
of  the  rash.  Toxic  symptoms  occurred  in  49 
patients.  The  most  common  symptoms  were 
slight  fever,  headache,  general  malaise,  nausea, 
vomiting,  sore  throat,  and  chills.  Less  fre- 
quently there  were  cough,  arthralgia,  abdominal 
pain,  weakness,  hoarseness,  diarrhea,  and  general- 
ized aching. 

Cutaneous  Features. — The  eruption  favored  the 
extensor  surfaces  of  the  upper  and  lower  extremi- 
ties, the  face,  and  the  neck.  It  was  usually  sym- 
metric in  arrangement  and  frequently  general- 
ized. The  skin  was  affected  in  the  following 
order  of  frequency:  lower  extremities,  upper 

extremities,  face  and  vermilion  border  of  lips, 
neck,  genitalia,  trunk,  palms,  dorsum  of  hands, 
soles,  inner  thighs,  back,  and  chest. 

A decided  tendency  to  polymorphism  was  the 
rule.  Frequently,  there  occurred  various  sized 
patches  of  erythems,  macules,  papules,  vesicles, 
and  bullae.  At  times,  the  bullae  were  hemor- 
rhagic. When  coalescent  vesicular  lesions  rup- 
tured, large,  crusted,  eczematous  patches  de- 
veloped, particularly  on  the  extremities.  Iris 
lesions  were  fairly  common.  Urticarial  lesions 
were  occasionally  seen.  Other  lesions  appeared 
typically  purpuric. 

Vesiculobullous  eruptions  were  frequently 
seen  in  this  group.  This  was  to  be  expected  in  a 
hospital  series,  as  only  the  more  serious  cases  of 
erythema  multiforme  are  generally  admitted  to 
the  wards.  Sixty-two  of  the  95  cases  developed 
vesicles  or  bullae  at  some  time  during  the  course 


of  the  disease.  Thirty-one  patients  had  cutane- 
ous and  oral  involvement;  22  patients  developed 
lesions  of  the  genitalia  either  at  the  onset  or  later 
on.  Occasionally,  a patient  was  seen  with  either 
mouth  or  genital  lesions  alone,  without  involve- 
ment of  the  cutaneous  surface  at  any  time. 
Eleven  patients  had  mild  to  moderately  severe 
accompanying  con j unctivitis. 

Thirty-three  patients  complained  of  cutaneous 
discomfort,  such  as  pruritus,  burning,  or  tender- 
ness. The  remaining  patients  had  no  discomfort 
as  far  as  the  skin  was  concerned.  Staining  or 
hyperpigmentation  was  frequently  noted  after 
the  lesions  had  healed  but  usually  disappeared 
after  a time,  except  in  many  of  the  Negro  patients. 

The  majority  of  the  patients  had  few  com- 
plaints except  as  already  noted.  Usually  there 
was  a low  grade  temperature  ranging  between  99 
and  100  F.  for  a variable  period  from  one  to  fifteen 
days  with  an  occasional  higher  elevation.  In  a 
rare  case,  the  temperature  continued  for  thirty 
days.  Twenty  patients  had  no  elevation  of  tem- 
perature. The  average  period  of  hospitalization 
was  eighteen  days  for  the  Hebra  type  of  erythema 
multiforme. 

Laboratory  Findings. — Slight  elevation  of  the 
leukocyte  count  occurred  in  half  the  patients. 
The  differential  leukocyte  count  was  normal  as  a 
rule.  The  erythrocyte  count  averaged  4,500,- 
000  and  the  hemoglobin  averaged  12.3  Gm. 
Urinalyses  were  for  the  most  part  normal.  No 
abnormalities  were  found  in  the  blood  nonpro- 
tein nitrogen,  urea  nitrogen,  creatinine,  chlorides, 
calcium,  phosphorus,  sodium,  potassium,  or  total 
protein  in  the  few  patients  who  had  chemical  ex- 
amination of  the  blood.  Blood  cultures  were 
negative  in  six  patients  examined.  Culture  of 
contents  of  the  bullae  showed  staphylococci. 
Smears  of  bullous  fluid  usually  revealed  the  pres- 
ence of  many  polymorphonuclear  leukocytes,  a 
few  lymphocytes,  and,  rarely,  an  eosinophil. 

Associated  Diseases. — In  the  group,  there  were 
three  patients  with  diabetes  mellitus,  three  pa- 
tients with  syphilis  (two  latent  and  one  with 
nodular  gummata),  five  patients  with  gonorrhea, 
three  patients  with  active  pulmonary  tuberculo- 
sis, and  one  patient  each  with  the  following: 
rosacea,  stasis  dermatitis,  asthma,  tinea  cruris, 
and  postpoliomyelitis  paralysis.  Erythema  nodo- 
sum was  associated  with  erythema  multiforme  in 
two  patients.  Trauma  apparently  played  a 
significant  role  in  three  patients.  Ten  patients 
were  chronic  alcoholics,  and  in  four  of  these  the 
disease  began  during  periods  of  prolonged  im- 
bibition. According  to  Keil,  chronic  alcoholism 
may  predispose  to  erythema  multiforme.15 

Noncutaneous  Physical  Findings. — Sixteen  pa- 
tients revealed  evidence  of  infection  of  the  upper 
respiratory  tract.  Seven  patients  had  poor 
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dental  hygiene.  Generalized  lymphadenopathy 
was  found  in  seven  patients.  The  liver  was  en- 
larged in  nine  patients,  three  of  whom  were  alco- 
holics. The  spleen  was  enlarged  in  three  pa- 
tients. 

Treatment. — The  efficacy  of  treatment  is  dif- 
ficult to  evaluate  when  the  disease  in  question 
is  self-limited.  This  is  certainly  true  of  erythema 
multiforme  in  which  it  is  impossible  to  foretell 
how  long  the  toxic  symptoms  or  the  efflorescence 
will  persist  in  a particular  case.  Treatment  has 
usually  been  symptomatic.  Analgesics,  anti- 
pyretics, sedatives,  hypnotics,  and  cathartics 
of  every  description  have  been  administered. 
Locally,  many  lotions,  ointments,  and  medicated 
baths  have  also  been  used. 

In  1938,  chemotherapy  with  the  sulfonamides 
was  added  to  the  usual  symptomatic  medications 
and  found  to  be  of  no  specific  value.  Large 
doses  of  vitamins,  particularly  the  various  factors 
of  the  vitamin  B complex,  were  administered, 
possibly  because  in  many  cases  the  mouth  lesions 
suggested  general  debility,  pellagra,  or  some  other 
vitamin  deficiency.  This  type  of  therapy  was 
ineffective.  In  recent  years,  penicillin  has  been 
administered.  Although  it  is  of  value  for  the 
secondary  infections  that  occasionally  develop, 
it  has  not  been  found  to  have  any  favorable  in- 
fluence upon  the  course  of  the  disease.  Anti- 
histamine drugs  such  as  benadryl  and  pyribenz- 
amine  were  used  in  a few  cases.  They  did  not 
prevent  recurrences  or  relapses,  and  lesions 
spread  in  spite  of  their  administration.  There 
were  no  deaths  in  this  type  of  erythema  multi- 
forme. 

Erythema  Multiforme  Pemphigoides 

Cases  of  erythema  multiforme  are  occasionally 
seen  which  resemble  pemphigus  vulgaris  very 
closely  and,  because  of  this  striking  similarity, 
are  referred  to  as  pemphigoid.  This  term  has 
also  been  employed  to  describe  the  severe  bullous 
eruptions  which  sometimes  follow  smallpox  vac- 
cination or  the  ingestion  of  certain  drugs.16  We 
prefer,  however,  to  classify  such  cases  as  of  either 
infectious  or  of  drug  origin  and  reserve  the  term 
pemphigoid  for  cases  of  unknown  causation. 
Among  our  patients,  there  were  ten  examples  of 
this  type  or  about  7 per  cent  of  the  entire  group. 

Mode  of  Onset. — The  disease  began  in  nine 
patients  with  the  appearance  of  cutaneous  lesions. 
In  the  tenth  patient,  painful  mouth  lesions  de- 
veloped first  and  were  present  for  a week  before 
the  skin  became  affected.  Fever  was  usually 
present  from  the  onset. 

Cutaneous  Features. — The  eruption  in  all  pa- 
tients consisted  of  vesicles  and  bullae.  Usually, 
the  bullae  were  surrounded  by  an  erythematous 
halo,  but  in  three  patients  they  arose  from  normal 


skin.  They  tended  to  rupture  early  with  the  for- 
mation of  crusted  lesions.  Grouping,  iris  lesions, 
and  a positive  Nikolsky  sign  were  observed  in 
several  patients. 

In  the  majority,  the  lesions  were  roughly  sym- 
metric and  generalized.  Excluding  the  mucous 
membranes,  the  most  common  locations  were  the 
face,  dorsum  of  the  hands  and  forearms,  the  neck, 
the  torso,  and  the  lower  extremities.  The  palms 
and  soles  were  not  affected  except  in  two  patients 
who  developed  erythema  and  desquamation  in 
these  areas  rather  late  in  the  course  of  the  dis- 
ease. 

Usually,  severe  itching,  burning,  or  a combina- 
tion of  both  occurred,  either  at  the  onset  or 
during  the  course.  Three  patients  had  no  dis- 
comfort referable  to  the  skin. 

Mucous  Membrane  Lesions. — Involvement  of 
the  oral  mucous  membranes  occurred  in  six  pa- 
tients. The  lesions  consisted  of  irregular  areas 
of  erythema,  millet-sized  vesicles,  ruptured 
bullae,  and  superficial  erosions  of  the  soft  palate, 
tongue,  cheeks,  and  pharynx.  Dried  crusts  and 
Assuring  were  seen  on  the  vermilion  border  of 
the  lips  in  several  patients.  Mild  conjunctivitis 
with  mucopurulent  exudate  occurred  in  three 
patients.  In  two  women,  pea-sized  erosions  de- 
veloped on  the  labia. 

Constitutional  Symptoms. — The  prodromal 

symptoms,  which  were  commonly  seen  in  the 
other  types  of  erythema  multiforme,  especially 
the  Stevens-Johnson  type,  were  strikingly  absent 
in  all  the  pemphigoid  cases.  Loss  of  weight, 
strength,  and  appetite  did  not  occur  in  this  group. 
There  were  few  systemic  symptoms  other  than 
moderate  fever  and  general  malaise. 

Clinical  Course : — Moderate  fever  occurred  in 
eight  of  the  ten  patients  in  this  group  and  was 
usually  present  from  the  onset.  In  general, 
these  patients  were  hospitalized  for  longer  periods 
and  developed  higher  temperatures  than  the 
patients  with  the  Hebra  type.  The  temperature 
usually  ranged  from  102  to  104  F.  persisting 
from  two  to  six  weeks. 

Despite  the  extent  of  the  eruption,  the  mucous 
membrane  involvement,  and  the  prolonged  fever, 
the  patients  did  not  feel  too  ill.  Recovery  ap- 
peared to  be  spontaneous,  the  course  hardly  being 
affected  by  therapy.  The  average  period  of 
hospitalization  was  thirty-seven  days,  twice  as 
long  as  that  of  patients  with  the  Hebra  type. 

Laboratory  Findings. — The  leukocyte  count 
was  usually  normal  or  slightly  increased.  A 
9 per  cent  eosinophilia  was  seen  in  one  patient. 
Moderate  secondary  anemia  was  usually  present. 
The  Pcls-Macht  test  in  five  patients  was  incon- 
clusive, being  reported  as  follows:  54  per  cent, 
75  per  cent,  59  per  cent,  31  per  cent,  and  unsatis- 
factory. 
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Complications  and  Mortality. — Secondary  pyo- 
genic infection  of  the  bullae  occurred  occasion- 
ally, and  in  one  patient  a cellulitis  of  the  elbow 
developed.  There  were  three  fatalities  among 
the  patients  in  this  group.  Their  advanced  age 
(eighty-five,  seventy-three,  and  seventy-five) 
and  general  debility  were  no  doubt  contributory. 
Two  of  these  patients  developed  terminal  bron- 
chopneumonia. 

Recurrences. — Five  patients  gave  a history  of 
recurrent  attacks.  One  patient  had  four  at- 
tacks over  a thirty-five-year  period.  Another 
patient  had  an  eruption  which  had  persisted  for 
eight  months,  new  lesions  developing  while  old 
ones  healed.  A third  patient  had  frequently  re- 
curring vesicles  and  bullae  of  the  oral  cavity  over 
a period  of  six  years.  In  two  patients,  there  was 
a history  of  only  two  attacks. 

Treatment.- — As  with  the  Hebra  patients, 
treatment  was  mainly  symptomatic.  For  the 
relief  of  cutaneous  discomfort,  potassium  per- 
manganate baths,  vaseline  gauze  with  acriflavin 
(1:3,000),  wet  dressings,  soothing  lotions,  and 
bland  ointments  were  often  utilized.  Opening 
the  bullae  for  the  relief  of  pruritus  was  a routine 
procedure.  Large  doses  of  vitamins,  particu- 
larly vitamin  C and  vitamin  B complex,  were 
usually  administered.  None  of  the  following 
proved  to  be  of  any  value : desoxycorticosterone 
injections,  a course  of  rabies  vaccine,  injections 
of  sodium  thiosulfate  and  sodium  gluconate, 
Fowler’s  solution,  carbarsone,  sulfapyridine, 
and  autohemotherapy. 

Differentiation  from  Pemphigus  Vulgaris. — 
It  was  important  from  the  point  of  view  of  prog- 
nosis to  differentiate  the  pemphigoid  cases  from 
pemphigus  vulgaris.  This  was  always  difficult 
and,  in  some  cases,  almost  impossible.  A 
diagnosis  of  erythema  multiforme  pemphigoides 
was  clear-cut  in  only  two  of  the  patients  in  this 
group. 

In  the  other  patients,  a diagnosis  of  pemphigus 
vulgaris  was  entertained  either  upon  admission 
or  during  the  course  of  the  disease.  One  patient 
had,  in  fact,  been  treated  as  a case  of  pemphigus 
vulgaris,  but  upon  reaamission  with  a recurrence 
four  months  later,  the  diagnosis  was  changed  to 
erythema  multiforme  pemphigoides.  Other  fac- 
tors which  suggested  a relationship  between  the 
two  conditions  were  the  following:  (1)  seven 

patients  originated  from  eastern  Europe,  (2) 
five  patients  were  Jewish,  (3)  the  mortality  rate 
was  high,  and  (4)  most  of  the  patients  were  in 
late  adult  life. 

On  the  other  hand,  certain  clinical  observa- 
tions made  a diagnosis  of  erythema  multiforme 
pemphigoides  more  tenable.  First,  although 
eruption  was  extensive  in  four  patients,  there  were 
no  mouth  lesions.  Loss  of  weight,  strength,  and 


appetite  did  not  occur.  Lesions  not  usually  seen 
in  pemphigus  vulgaris,  such  as  areas  of  erythema 
without  bullae,  purpura,  and  erythematopapular 
and  iris  lesions,  were  observed.  Severe  pruritus 
was  common.  Scalp  lesions,  on  the  other  hand, 
were  rarely  seen. 

A fulminating  pemphigoid  eruption  with 
rapid  generalization  accompanied  by  the  symp- 
toms described  above  favors  the  diagnosis  of 
erythema  multifiorme  pemphigoides  rather  than 
pemphigus  vulgaris,  which,  as  a rule,  becomes 
generalized  only  after  a period  of  at  least  several 
months. 

Stevens-Johnson  Type  of  Erythema  Multi- 
forme 

Various  authors  have  called  attention  to  a 
rare  clinical  syndrome  which  is  characterized 
by  abrupt  onset  with  symptoms  suggesting  an 
acute  respiratory  infection  with  marked  prostra- 
tion and  elevation  of  the  temperature  and  ac- 
companied by  the  simultaneous  development  of 
edematous  areas  of  erythema  of  the  skin  and 
vesiculobullous  lesions  of  the  mucous  mem- 
branes.2-4 Coalescent  vesicles  and  bullae  soon 
develop  upon  the  erythematous  areas  and  tend 
to  rupture  within  a few  days,  producing  extensive 
bright  red  areas  of  denudation,  especially  around 
the  mouth,  eyes,  nose,  anus,  and  genitals.  Usu- 
ally, there  is  involvement  of  the  bulbar  and  palpe- 
bral conjunctivae  which  become  suffused  and 
edematous.  The  eyelids  are  often  stuck  together 
by  a crusted,  greenish-yellow,  purulent  exudate, 
and  erosions,  ulcerations,  and  scarring  of  the 
cornea  may  result  in  partial  or  complete  loss  of 
vision.  The  disease  usually  runs  a fulminating 
course  for  about  two  weeks  when  the  temperature 
finally  falls.  In  many  respects,  it  resembles  an 
acute  infectious  disease  and  for  this  reason  is 
usually  admitted  to  a contagious  disease  hospital 
with  such  diagnoses  as  chickenpox,  diphtheria, 
smallpox,  Vincent’s  angina,  vaccinia,  scarlet 
fever,  measles,  impetigo  bullosa,  and  pemphigus 
vulgaris.  In  a recent  report,  the  senior  author 
described  33  cases  with  a mortality  of  18  per 
cent.  Six  of  our  patients  were  of  this  type. 

Mode  of  Onset  and  Course. — In  all  six  patients, 
the  disease  began  suddenly  with  marked  eleva- 
tion of  temperature,  severe  constitutional  symp- 
toms, and  general  malaise.  Among  the  symp- 
toms noted  were  rhinitis,  sore  mouth,  sore  throat, 
cough,  difficult  respiration,  chills,  generalized 
aching,  abdominal  pain  or  discomfort,  nausea, 
vomiting,  profuse  salivation,  sore  eyes  with 
lacrimation  and  purulent  discharge,  headache, 
and  weakness.  Mastication  and  deglutition 
were  painful.  Fresh  bullae  continued  to  appear 
for  a week  or  two  in  most  cases.  The  patients 
ran  a continuous  temperature,  ranging  between 
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101  and  103  F.  from  one  to  two  weeks,  marked 
improvement  in  the  symptoms  and  mucous 
membranes  and  cutaneous  lesions  appearing  at 
this  time.  The  cutaneous  lesions  were  usually 
healed  in  from  three  to  five  weeks.  Hospitaliza- 
tion averaged  twenty  days.  There  were  no 
deaths  among  these  patients. 

Cutaneous  Features. — Of  the  six  patients,  five 
had  a generalized  vesiculobullous  eruption. 
The  sixth  patient  had  bullous  lesions  confined 
to  the  mouth  and  vermilion  of  the  lips  but  even- 
tually developed  bullae  of  the  palms  two  weeks 
after  onset  of  the  illness.  Eye  and  mouth  in- 
volvement occurred  in  all  the  patients.  In  four 
patients  there  was  involvement  of  the  genitalia 
as  well.  The  bullae  were  usually  flat,  somewhat 
flaccid,  and  were  superimposed  upon  various 
sized  patches  of  erythema  and  edema.  They 
were  from  pea-  to  palm-sized  and  tended  to  rup- 
ture early,  forming  crusted  and  eroded  areas 
particularly  over  the  lips,  penis,  and  scrotum. 
Iris  lesions  with  or  without  central  bullae  were 
seen  in  three  patients. 

Mucous  Membrane  Lesions. — In  addition  to  the 
severe  constitutional  symptoms  which  charac- 
terize this  type  of  erythema  multiforme,  mucous 
membrane  lesions  are  invariably  present.  The 
eyes  and  mouth  were  always  affected — the  nasal 
mucous  membranes  and  the  lips  in  five  patients, 
the  pharynx  in  three  patients,  the  anus  in  one 
patient.  The  eyes  usually  showed  moderate  to 
severe  injection  of  the  palpebral  and  bulbar  con- 
junctivae,  mucopurulent  or  purulent  discharge, 
blepharitis,  and  edema  of  the  eyelids.  The  pa- 
tients complained  of  pain  and  burning  of  the  eyes 
and  lacrimation.  The  nasal  mucous  membranes 
and  the  pharynx  were  usually  swollen  and  in- 
flamed. Hemorrhagic  crusts  and  purulent  nasal 
discharge  were  also  observed.  The  lips  were 
often  dry,  swollen,  fissured,  and  covered  with 
hemorrhagic  crusts  and  ulcerations.  The  buccal 
mucous  membranes  were  usually  inflamed;  the 
gums  were  edematous  and  bled  easily.  Erythe- 
matous patches,  bullae,  and  denuded  areas  cov- 
ered with  a white  or  gray  exudate  were  often 
seen  in  the  mouth. 

Laboratory  Findings. — A slight  leukocytosis 
was  usually  present,  varying  from  10,000  to 
15,000.  The  differential  leukocyte  count  was 
normal.  Occasionally,  there  was  a slight  shift 
to  the  left.  The  erythrocyte  count  and  the 
hemoglobin  were  usually  normal.  Albumin, 
pus  cells,  and  granular  casts  were  found  in  the 
urine  at  times. 

Complications. — One  patient  developed  lobar 
pneumonia  but  recovered  rapidly  with  sulfon- 
amide therapy.  Secondary  infection  of  the 
bullae  was  occasionally  seen.  Hyperpigmenta- 
tion usually  remained  after  the  lesions  healed. 


Treatment. — Treatment  was  mainly  supportive 
and  directed  against  the  various  constitutional 
symptoms  presented  by  the  patient.  The  oral 
lesions  were  treated  with  saline  or  medicated 
mouth  irrigations.  Boric  acid  irrigations,  argy- 
rol,  and  1 : 2,500  metaphen  solution  were  used  for 
the  eyes.  Petrolatum  and  boric  acid  ointment 
were  frequently  applied  to  the  lips  and  eyelids 
to  soften  the  crusts.  Analgesics  and  antipyretics 
were  administered  for  pain  and  fever.  Sulfanil- 
amide and  sulfapyridine  were  given  to  two  pa- 
tients and  appeared  to  be  helpful,  but  this 'is 
difficult  to  evaluate,  as  the  other  patients  re- 
covered without  the  use  of  sulfonamides.  Large 
doses  of  thiamine  chloride,  riboflavin,  nicotinic 
acid,  vitamin  B complex,  and  vitamin  C were  ad- 
ministered to  four  patients.  Penicillin  was  not 
utilized  in  these  cases  as  it  was  not  available  for 
civilian  use  at  the  time.  It  is  of  undoubted 
value  in  preventing  secondary  infections  particu- 
larly of  the  respiratory  tract.  Serious  eye  com- 
plications may  also  be  prevented  by  the  prompt 
use  of  penicillin. 

Erythema  Multiforme  Accompanying  In- 
fectious Diseases 

Occasionally,  erythema  multiforme  is  seen 
accompanying  such  diseases  as  typhus  fever, 
malaria,  cholera,  glanders,  measles,  and  septi- 
cemia. Apparently,  other  infections  may  also 
be  a factor.  In  one  of  our  patients,  a typical 
eruption  appeared  during  an  attack  of  erysipelas, 
and  in  the  other  patient  who  was  admitted  twice, 
vaccination  against  smallpox  was  responsible. 
Cases  following  vaccinia  have  been  reported  in 
the  literature  and  were  seen  frequently  following 
the  mass  vaccination  of  New  York  City  residents 
in  April,  1947.  The  case  following  vaccination 
was  unusually  severe  and  prolonged  and  is  de- 
scribed below  because  of  these  and  other  unusual 
features. 

Case  1. — Postvaccination. — C.  M.,  a Negro  boy, 
age  fourteen,  was  admitted  to  Bellevue  Hospital  on 
June  9,  1947,  with  a diagnosis  of  dermatitis  of  un- 
known cause.  The  patient"  had  been  successfully 
vaccinated  on  April  28,  1947.  Two  weeks  later, 
a vesiculobullous  eruption  appeared  on  the  neck 
and  spread  quickly  to  involve  almost  the  entire 
body  surface  and  the  mouth.  Admission  tempera- 
ture was  101.8  F.,  and  the  patient  complained  of 
headache,  malaise,  and  sore  mouth.  The  tempera- 
ture was  septic  in  type  for  eleven  days  and  fluctu- 
ated from  99  to  104  F.  For  another  eleven  days  it 
remained  about  101  F.,  finally  becoming  normal  on 
the  twenty-fourth  hospital  day.  After  three  days 
of  normal  temperature,  it  again  rose  and  for  four 
days  assumed  a septic  character,  once  more  with  a 
daily  elevation  to  104  and  105  F.  New  bullae 
continued  to  appear  throughout  the  entire  period  of 
hospitalization  until  the  temperature  became  nor- 
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mal  for  the  second  time.  The  lesions  finally  healed, 
leaving  residual  hyperpigmentation,  and  the  patient 
was  discharged  on  July  15,  1947,  thirty-six  days 
after  admission.  Throughout  the  illness,  there  were 
no  physical  findings,  other  than  the  eruptive  mani- 
festations in  the  skin  and  mucous  membranes. 

Urinalysis  revealed  a slight  trace  of  albumin  and 
occasional  pus  cells.  The  leukocyte  count  was 
7,600,  and  the  differential  count  was  normal.  The 
erythrocytes  numbered  4,090,000,  and  the  hemo- 
globin was  12  Gm.  The  leukocytes  increased  to 
15,650  while  the  temperature  was  septic,  and  there 
also  occurred  a shift  to  the  left  at  this  time,  the 
polymorphonuclear  leukocytes  increasing  to  81 
per  cent.  The  leukocyte  count  became  normal  a 
week  before  the  patient  left  the  hospital,  and  an 
erythrocyte  count  indicated  a fall  to  3,270,000. 
Treatment  consisted  of  forcing  fluids,  high  protein 
and  vitamin  diet,  and  aspirin  for  the  first  few'  days. 
The  bullae  were  opened  under  sterile  precautions, 
and  acriflavin-vaseline  gauze  w'as  applied.  Penicil- 
lin was  administered  from  June  14  to  27  (25,000  units 
every  three  hours),  but  fever  and  malaise  persisted, 
and  bullae  continued  to  develop.  Sulfapyridine 
and  benadryl  wrere  then  administered,  and  the  tem- 
perature finally  declined.  However,  despite  these 
two  drugs,  the  temperature  again  became  elevated 
on  July  8,  and  medication  was  discontinued.  A 
second  course  of  penicillin  was  then  administered. 

The  patient  was  readmitted  on  August  1,  1947, 
two  weeks  later,  arid  ran  a course  similar  to  that 
already  described  until  discharge  on  August  29. 
During  the  relapse,  the  mouth  wras  not  affected. 
The  patient  felt  fairly  well  despite  the  high  tem- 
perature and  the  generalized  eruption.  The  ap- 
petite remained  good,  and  there  was  no  loss  of 
W'eight  or  strength.  As  before,  penicillin  was  ad- 
ministered for  eleven  days,  and  sulfathiazole  was 
substituted  later  on.  The  patient  was  discharged 
in  good  condition. 

Erythema  Multiforme  accompanying  Vis- 
ceral Diseases  (Osier) 

Attention  has  been  directed  by  many  investi- 
gators to  the  association  of  erythema  multiforme 
with  organic  disease  of  the  heart,  lungs,  gastro- 
intestinal tract,  bony  articulations,  and  other 
body  tissues. s>18'19  The  significance  of  this  re- 
lationship is  still  unknown. 

Rheumatic  fever  and  the  accompanying  involve- 
ment of  the  heart,  joints,  and  nervous  system  was 
the  most  frequently  observed  associated  disease. 

Type  of  Eruption. — Most  frequently,  the  erup- 
tion consisted  of  sharply  circumscribed  areas  of 
erythema,  either  flat  or  elevated,  about  V2  to  1 
cm.  in  diameter.  The  color  varied  from  pink  to 
dusky  or  bluish-red.  At  times,  the  centers  were 
pale,  more  rarely  a deeper  shade  of  red  than  the 
periphery.  In  several  patients,  the  lesions  coa- 
lesced, and  a picture  of  erythema  marginatum 
developed  when  the  central  areas  faded.  Al- 
though the  lesions  were  usually  discrete,  several 
patients  developed  diffuse  blotchy,  various 


sized,  irregular  areas  of  erythema.  The  eruption 
had  a predilection  for  the  extensor  surfaces  of  the 
extremities  and  was  usually  symmetric.  Gener- 
alization of  the  eruption  w'as  not  seen.  Lesions 
did  not  appear  in  the  mouth  or  on  the  genitalia. 
Vesicular  or  bullous  lesions  did  not  occur.20 
In  the  average  case,  the  eruption  appeared 
rapidly,  evolved  without  cutaneous  discomfort, 
and  disappeared,  usually  within  four  or  five  days. 
In  most  of  the  patients,  a history  of  frequent 
recurrences  could  be  obtained. 

Systemic  Features. — For  the  most  part,  the 
patients  in  this  group  were  severely  ill  with  ele- 
vated temperature,  acute  polyarthritis,  or  symp- 
toms of  congestive  heart  failure.  In  some  pa- 
tients, symptoms  of  an  acute  upper  respiratory 
infection  or  gastrointestinal  disturbance  de- 
veloped one  to  two  weeks  before  the  appearance 
of  the  efflorescence. 

Laboratory  Findings. — The  only  significant 
laboratory  findings  were  moderately  rapid 
erythrocyte  sedimentation  rate  in  all  patients 
and  evidence  of  kidney  disease  in  about  half  the 
patients,  the  urine  containing  albumin,  casts, 
and  red  and  white  blood  cells.  The  leukocyte 
count  was  usually  normal  or  slightly  elevated. 
Throat  cultures  revealed  presence  of  hemolytic 
streptococci  in  three  patients  and  Streptococcus 
viridans  in  one  patient.  Blood  cultures  were 
sterile  in  three  patients. 

Erythema  Multiforme  of  Drug  Causation 

Strictly  speaking,  the  cases  caused  by  drugs 
should  be  classified  as  dermatitis  medicamentosa, 
erythema  multiforme  type.  This  type  is  com- 
paratively rare  in  hospital  practice.  Among  329 
patients  admitted  to  Bellevue  Hospital  for  drug 
eruptions  from  1936  to  1948,  only  15  cases  of  this 
particular  type  were  observed.  In  the  entire 
series  under  study,  48  of  the  150  patients  gave 
a history  of  drug  ingestion  prior  to  the  appearance 
of  the  eruption.  In  only  these  15  cases,  however, 
did  we  feel  that  the  drug  was  the  actual  cause. 
The  following  drugs  were  implicated:  sulfon- 

amides (five  cases),  antipyrine  (three  cases), 
phenolphthalein  (two  cases),  penicillin,  aspirin, 
quinine,  arsenic,  and  turpentine  (one  case  each). 
The  eruption  was  vesieulobullous  in  those  cases 
caused  by  the  antipyrine,  phenolphthalein, 
quinine,  turpentine,  and  in  four  of  the  five 
cases  caused  by  sulfonamides.  One  patient  de- 
veloped his  eruption  immediately  following  the 
bite  of  a wasp  and  perhaps  does  not  definitely 
belong  in  this  group.  His  eruption,  however,  was 
typically  multiforme  in  character  and  is,  there- 
fore, included,  although  the  appearance  of  several 
lesions  and  his  rapid  recovery  suggested  an  acute 
urticarial  reaction.  It  should  be  noted  in  pass- 
ing that  urticarial  lesions  are  occasionally  ob- 
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served  during  the  course  of  erythema  multiforme 
and  has  been  noted  by  many  investigators  in- 
cluding Engman,  Osier,  and  others.7’8 

Summary  and  Conclusions 

1 . One  hundred  fifty  cases  of  erythema  multi- 
forme were  observed  on  the  dermatologic  wards 
of  Bellevue  Hospital  from  1936  to  1948. 

2.  Approximately  1 per  cent  of  the  patients 
admitted  to  these  wards  had  some  type  of  ery- 
thema multiforme. 

3.  The  cases  were  separated  into  six  types  on 
the  basis  of  their  clinical  characteristics  or  be- 
cause of  an  association  with  a definite  disease 
or  when  the  cause  was  unknown. 

4.  They  were  listed  as  follows:  (1)  Hebra 
type,  95  cases;  (2)  pemphigoid  type,  ten  cases 
(which  at  times  closely  simulates  pemphigus 
vulgaris);  (3)  Stevens- Johnson  type,  six  cases; 
(4)  those  cases  accompanying  certain  infectious 
diseases,  three  cases;  (5)  those  cases  associated 
with  rheumatic  fever,  the  visceral  type,  19  cases, 
and  (6)  those  cases  caused  by  drugs  or  toxins,  19 
cases. 

5.  An  effort  has  been  made  to  differentiate 
the  pemphigoid  type  of  erythema  multiforme 
from  the  fatal  disease,  pemphigus  vulgaris,  on  a 
purely  clinical  basis. 

6.  The  serious  ophthalmologic  complica- 
tions of  the  Stevens- Johnson  type  are  empha- 
sized. It  can,  as  a rule,  be  differentiated  from 
the  pemphigoid  type  by  the  presence  of  prodromal 
symptoms  which  are  always  absent  in  the  latter. 

7.  The  eruption  occurring  in  the  rheumatic 
cases  of  the  visceral  type  is  distinctive  in  our 
series  in  that  vesicles  and  bullae  were  not  ob- 
served. Patchy  areas  of  erythema  were  the  usual 
findings. 

8.  Dermatitis  medicamentosa  of  the  ery- 
thema multiforme  type  may  be  indistinguishable 
from  the  Hebra  and  the  pemphigoid  types,  and 
it  is  occasionally  confused  with  the  Stevens- 
Johnson  type. 

9.  In  the  interest  of  accurate  medical  rec- 
ords, which  may  later  be  used  for  statistical 
purposes  as  in  this  report,  we  suggest  that  charts 
of  the  patients  with  this  type  be  labeled  derma- 
titis medicamentosa  (name  of  drug),  erythema 
multiforme  type. 

10.  Of  the  329  patients  admitted  for  derma- 
titis medicamentosa  (1936  to  1948),  15  patients, 
or  4.8  per  cent,  were  of  the  erythema  multiforme 
type. 

11.  Drugs  and  infections  have  been  advanced 
as  the  precipitating  or  predisposing  cause  of 
three  types.  The  causes  of  the  Hebra,  pemphi- 
goid, and  Stevens-Johnson  types  are  still  ob- 
scure. A virus  has  been  suspected  in  the  Stevens- 
Johnson  type. 


12.  It  is  obvious  from  the  considerations  set 
forth  here  that  an  accurate  laboratory  method 
would  be  an  invaluable  aid  in  differentiating 
erythema  multiforme  pemphigoides  from  pemphi- 
gus vulgaris. 

13.  The  salicylates  are  of  some  value  in  the 
Hebra  type;  penicillin  injections  aid  in  prevent- 
ing secondary  infection,  especially  in  the  Stevens- 
Johnson  type.  Otherwise,  the  treatment  is 
symptomatic  and  supportive. 

Discussion 

Frank  C.  Combes,  M.D.,  New  York  City. — 
I heartily  endorse  the  authors’  classification  of  this 
confusing  group  of  polymorphous  erythemas  which 
they  have  prepared  from  personal  observation  of  a 
large  number  of  cases. 

The  term  “erythema”  has  always  been  loosely 
and  indiscriminately  applied  by  dermatologists. 
Fundamentally,  it  means  an  abnormal  redness  of 
the  skin  due  to  capillary  congestion.  Nevertheless, 
there  are  included  such  diverse  conditions  as  ery- 
thema intertrigo  due  to  friction  and  erythema 
induratum  due  to  the  tubercle  bacillus — neither 
condition  remotely  resembling  the  other  etiologi- 
cally,  pathogenically,  clinically,  or  therapeutically. 

Erythema  multiforme,  as  has  been  pointed  out, 
is  one  of  these  confusing  entities  which,  in  my  opin- 
ion, might  better  be  included  in  the  “dermatitis 
group.”  In  fact,  Jadassohn,  almost  half  a century 
ago,  recommended  an  appropriate  name  for  it,  “der- 
matitis erythematosa  multiformis.”  The  only 
reason  I hesitate  to  endorse  this  term  is  that  our 
nomenclature  already  abounds  with  unwieldy, 
clinically  descriptive  names.  Some  of  our  designa- 
tions in  the  erythema  group  have  already  been 
improved  upon,  as  witness  tuberculosis  indurativa 
for  erythema  induratum  and  dermatitis  contusi- 
formis  for  erythema  nodosum. 

As  the  authors  have  told  us,  we  should  not  glibly 
make  a diagnosis  of  erythema  multiforme  without  a 
searching  inquiry  as  to  its  cause.  Even  the  statis- 
tics they  have  given  us  impress  ine  that  their  num- 
ber of  the  “Hebra  type”  is  larger  than  it  should  be. 
Remember  that  this  type  is  idiopathic.  It  con- 
stitutes a dumping  ground  or  a place  where  one 
may  affect  the  appearance  of  erudition  and  cloak  his 
ignorance  beneath  the  questionable  protection  of  that 
euphonious  term  “erythema  exsudativum  multi- 
forme Hebrae.” 

Doctor  Fred  Wise  prefers  to  limit  use  of  the  term 
erythema  multiforme  to  the  Hebra  type  and  ery- 
thema nodosum,  excluding  all  the  many  forms  of 
the  polymorphic  and  multiform  varieties  which  are 
not  “idiopathic.”  Here,  however,  we  encounter 
difficulties  based  on  cause  and  pathogenesis. 

Some  may  think  Stevens-Johnson  disease  should 
not  be  included;  others  might  desire  to  exclude  the 
bullous  types  of  dermatitis  medicamentosa.  How- 
ever, I think  the  authors  have  full  justification  for 
their  classification  as  offering  a firm  basis  for  fur- 
ther study  of  this  group  of  diseases  from  a dif- 
ferential diagnostic  viewpoint  and  are  to  be  con- 
gratulated on  their  presentation. 
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SOLAR  BURNS  OF  THE  FUNDI 

Charles  A.  Turtz,  M.D.,  F.A.C.S.,  New  York  City 


PROLONGED  action  of  visible  rays  of  light 
may  cause  dazzling,  lacrimation,  blepharo- 
spasm, pain,  and  disturbances  in  vision.  It  is 
well  known  that  intense  radiant  energy  has  an 
injurious  effect  upon  the  eyeball,  causing  tissues 
to  become  inflamed  and  irritated.  Fortunately, 
many  heat  rays  are  absorbed  by  the  wpter  in  the 
media,  so  that  the  deeper  structures  of  the 
eyeball  are  protected  by  its  natural  moisture. 
As  the  retina  is  free  from  sensory  nerves,  pain  is 
caused  by  the  action  of  light  upon  the  cornea, 
iris,  and  ciliary  body.  According  to  Vogt,  only 
25  per  cent  of  heat  rays  reach  the  retina.1  * 
The  spectrum  of  any  source  of  light  contains 
both  visible  and  invisible  rays.  Adjoining  the 
red  end  of  the  spectrum  are  the  invisible  infrared 
or  heat  rays,  and  beyond  the  violet  end  are  the 
invisible  short  ultraviolet  rays.  It  is  the  latter 
which  are  chemically  active.  According  to 
Duke-Elder,  visible  light  rays  which  are  absorbed 
by  the  eye  may  produce  one  of  three  effects: 
visual,  thermal,  or  photochemical  (abiotic).2-3 
Heat  and  light  rays  unite  to  focus  upon  the 
retina  and  there  may  develop  into  intense  heat. 
It  is  like  focusing  a strong  lens  on  a match  which 
it  can  actually  ignite. 

Verhoeff  and  Bell  in  1916,  Duke-Elder  in  1926, 
and  other  workers  have  produced  lesions  experi- 
mentallj’-  by  exposing  the  eye  to  infrared  rays.4-2-3 
Recently,  Berens  and  McAlpine  reported  two 
cases  of  solar  keratoconjunctivitis  associated 
with  amblyopia.5 

Reflections  from  water,  sand,  or  snow,  or  pro- 

Presented  at  the  Third  Congress  of  Ophthalmology, 
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longed  looking  at  the  sun,  an  eclipse,  strong  elec- 
tric lights,  or  flames  in  a furnace  may  produce 
damage  at  the  macula  so  that  minute  vision, 
such  as  reading  or  sewing,  is  permanently  im- 
paired. 

During  the  past  four  years,  I have  observed 
five  cases  of  burns  of  the  retina.  Three  were 
seen  within  a few  days  after  exposure  to  strong 
sunlight.  The  other  two  were  seen  four  to  six 
hours  after  exposure  to  sunlamps.  All  five 
complained  of  pain,  photophobia,  and  lacrima- 
tion, and  all  had  conjunctival  injection  to  a 
varying  degree  several  hours  after  exposure. 
Three  were  young  women,  eighteen,  twenty-one, 
and  twenty-seven  years  old,  respectively.  Two 
were  men,  thirty-nine  and  forty-eight  years  of 
age.  Their  general  health  and  vision  was  ex- 
cellent prior  to  the  retinal  burn.  The  women 
gave  a history  of  direct  and  prolonged  exposure 
to  the  sun,  one  while  in  Florida,  and  the  other 
two  during  the  summer  months  at  the  Long 
Island  beaches.  One  man,  while  answering  the 
telephone  during  a sunlamp  treatment,  removed 
his  sunglasses.  The  exposure  lasted  about  ten 
minutes.  Three  hours  later,  his  vision  was 
reduced  to  fingers  at  three  feet.  The  corneas 
were  steamy  and  showed  punctate  staining. 
The  following  day,  his  vision  was  20/70,  and 
the  corneal  edema  had  cleared  up.  The  fundi 
showed  no  visible  pathology.  His  peripheral 
fields,  tested  with  a 5-mm.  w’hite  test  object, 
were  uniformly  contracted.  This  condition  re- 
turned to  normal  in  ten  days,  and  vision  gradu- 
ally improved  to  20/30,  but  a relative  central 
scotoma  remained  in  each  eye. 
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Of  the  four  other  cases,  three  were  seen  from 
eight  to  ten  days  after  exposure  to  direct  sunlight. 
All  complained  of  early  lacrimation  and  blurred 
vision.  At  the  time  of  the  examination,  the 
eyeballs  were  not  injected,  and  the  central  and 
peripheral  fields  were  quite  normal.  In  one  case 
gray  punctate  spots  were  seen  surrounding  the 
macula.  All  four  cases  had  reduced  vision 
(20/70  to  20/40)  which  cleared  up  in  about  two 
weeks,  but  a relative  central  scotoma  remained  in 
four  cases,  and  in  one  a small  absolute  scotoma 
for  green  was  present.  This  interfered  greatly 
with  reading  or  sewing. 

Summary 

According  to  Parsons,  all  visible  rays  and  some 
infrared  rays  pass  unimpeded  to  the  retina.6 
Much  of  this  radiation  is  absorbed  by  the  pig- 
ment epithelium,  and  it  is  probable  that  the 
pathologic  changes  are  produced  by  the  resultant 
heating  effect.  An  early  examination  with  the 
ophthalmoscope  may  reveal  nothing  pathologic, 
or  a pale  spot,  surrounded  by  a brownish  ring, 
may  be  seen  at  the  fovea.  Later,  there  may  be 
pigment  deposits  and  a small  gray  punctate  spot 
around  the  fovea,  and  this  may  be  replaced  by  a 
hole. 


There  may  also  be  seen  a generalized  grayness 
of  the  retina,  temporal  to  the  disk,  surrounding 
a small  hemorrhage.  Some  believe  this  pathol- 
ogy to  be  a localized  vasospasm  of  the  retinal 
arterioles  and  capillaries  initiated  by  thermal 
or  infrared  rays.  This  is  believed  to  be  followed 
bv  a compensatory  dilatation  producing  increased 
capillary  permeability,  severe  edema,  autolysis 
or  actual  necrosis  of  the  retina,  and  finally  a hole 
in  the  macula. 

The  prognosis  should  be  guarded.  Even 
though  improvement  may  occur,  a positive  sco- 
toma with  permanent  impairmentin  vision  usually 
results. 

It  is  obvious  that  the  public  should  be  en- 
lightened as  to  the  dangers  of  prolonged  exposure 
to  sunlight  and  the  careless  use  of  sunlamp  treat- 
ments without  adequate  protection  to  the  eyes. 

65  Central  Park  West 
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OLD  AGE  MAKES  GOOD 
Horatio  Alger,  prototype  of  the  “go-getter”  busi- 
nessman, would  have  much  more  difficulty  in  adapt- 
ing himself  to  business  and  industry  today  than  he 
did  in  yesterday’s  fiction,  Dr.  Anthony  J.  Lanza, 
director  of  the  Institute  of  Industrial  Medicine  of 
die  New  York  University-Bellevue  Medical  Center, 
said  recently. 

Basing  his  remarks  on  a recent  survey  among  lead- 
ing business  executives  of  some  of  the  nation’s  top 
firms,  Dr.  Lanza  said  that  the  elderly  worker  lias 
come  into  his  own,  and  now  holds  a distinct  advan- 
I age  over  the  youngster. 

“Executives  almost  unanimously  agree  that  the 
teen-ager  and  worker  in  his  ’20’s  has  less  stability, 
pays  less  attention  to  responsibility,  and  is  absent 
more  often,”  he  reported.  “On  the  other  hand,  one 
firm,  with  more  than  100  active  persons  over  65 
years  of  age  on  its  payroll,  graded  less  than  10  per 
cent  as  ‘unsatisfactory’  workers.” 

Uncertainties  of  the  future,  coupled  with  postwar 
readjustments,  were  cited  as  contributory  factors  to 
youth’s  record. 


“O  GOD!  O KINSEY!” 

A contributor  to  The  Lancet  has  thus  hymned  the 
Kinsey  report: 

0 cupid!  Cast  away  your  bow  and  quiver — 
Statistics  prove  your  method  inexact. 

O Donne!  Go  take  a jump  into  the  river: 

You  hymned  the  essence,  but  ignored  the  fact. 

Locked  in  some  cool  aseptic  heaven  above, 

Trained  statisticians  painlessly  inquire 

Into  the  quaint  geometry  of  love, 

The  quantitative  aspects  of  desire; 

Observe  the  conduct  of  the  lovesick  male 
( Not  passionate,  not  noble,  not  obscene), 

And  plot  it  on  a logarithmic  scale, 

Noting  a random  scatter  round  the  mean. 

O monumental  volume,  smug  and  fat! 

Did  Man,  who  wrote  the  Song  of  Songs,  write 
that ? 

O God!  O Kinsey!  O J ehoshaphat! 

— Time,  September  27,  1948 


NEWER  ASPECTS  OF  CLINICAL  ELECTROCARDIOGRAPHY 

Richard  Gubner,  M.D.,  and  Harry  E.  Ungerleider,  M.D.,  New  York  City 
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TO  THE  uninitiated  the  syllables  formed  by 
P-Q-R-S-T,  which  is  the  alphabet  of  electro- 
cardiography, are  often  regarded  as  precise  pro- 
nouncements to  which  more  familiar  and  less 
exact  methods  of  clinical  observation  must  need 
defer.  The  electrocardiograph  is,  to  be  sure,  a 
precision  instrument,  but  it  does  not  follow  that 
the  information  it  supplies  is  accordingly  precise. 
The  development  of  clinical  electrocardiography 
has  been  largely  empiric,  various  patterns  having 
been  found  to  be  associated  with  specific  patho- 
logic states.  The  fundamental  studies  of  Wilson 
and  his  coworkers,  from  which  so  many  recent 
contributions  derive,  anti  recent  observations 
employing  endocardial  and  unipolar  extremity 
leads  have  helped  to  place  electrocardiography  on 
a sound  physiologic  basis.1-8  It  is  our  object  to 
translate  this  newer  knowledge  of  electrophysi- 
ology of  the  heart  into  terms  of  direct  clinical 
interest  and  to  show  how  an  appreciation  of  a 
few  fundamentals  helps  in  the  interpretation  of 
conventional  electrocardiograms. 

The  electrical  activity  of  a single  isolated 
muscle  fiber  or  nerve  bears  a remarkable  resem- 
blance to  the  clinical  electrocardiogram,  i.e.,  a 
QRS  complex  representing  excitation,  or  in  terms 
of  the  physiologic  membrane,  depolarization,  and 
an  S-T  interval  and  T deflection  representing 
repolarization  or  return  to  the  resting  state. 
Our  physiologic  knowledge  of  the  T wave  is  in  the 
realm  of  hypothesis,  for  it  is  subject  to  the  most 
varied  influences.  In  the  isolated  fiber,  T is 
oppositely  directed  to  the  QRS,  whereas  clinically 
it  is  most  often  in  the  same  direction.  Under- 
standing of  the  QRS  complex,  the  excitation 
wave,  is  somewhat  more  substantial,  however. 
A brief  consideration  of  the  derivation  of  the 
QRS  helps  one  to  visualize  and  to  understand 
what  occurs  in  the  various  leads  in  health  and  in 
disease.  It  will  suffice  to  mention  one  electrical 
phenomenon,  namely,  that  current  traveling 
toward  a point  of  registration  is  recorded  as  a 
positive  deflection. 

Genesis  of  the  Ventricular  Complex 

One  recalls  that  excitation  of  the  ventricles 
occurs  via  the  specialized  conduction  system,  the 
impulse  traveling  with  great  speed  from  the 
auriculoventricular  node  through  the  bundle  of 
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H is  dividing  in  the  interventricular  septum  into 
the  left  and  right  bundle  branches  which  then 
ramify  as  the  Purkinje  network  through  the  sub- 
endocardial regions  of  both  ventricles  almost 
simultaneously  (Fig.  1).  Thence  the  impulse 
spreads  directly  through  the  ventricular  walls 
externally.  Since  current  traveling  toward  a 
point  of  registration  is  recorded  as  positive  and 
current  traveling  away  from  a point  of  registra- 
tion is  negative,  an  electrode  placed  outside  the 
left  ventricle,  whether  it  be  directly  epicardial  or 
on  the  surface  of  the  body,  as  at  the  apex  or  left 
arm,  will  record  a positive  ventricular  complex 
(an  R spike  and  positive  T),  whereas  an  elec- 
trode placed  in  the  interior  of  the  heart  will  re- 
cord a negative  ventricular  complex  (a  Q deflec- 
tion and  negative  T).  Since  the  major  impulse 
travels  away  from  the  right  arm  (there  being  no 
ventricular  wall  facing  the  right  arm  but  rather 
the  aorta  and  pulmonary  artery),  a right  arm 
electrode  records  a negative  potential  similar  to 
the  interior  of  the  ventricular  cavity.  Interest- 
ingly enough,  leads  over  the  right  ventricle  (which 
in  electrocardiographic  terminology  correspond 
to  the  Vi  and  V2  position  on  either  side  of  the 
sternum)  also  record  a predominantly  negative 
deflection,  much  as  though  the  right  ventricle  did 
not  exist  at  all  and  very  much  resembling  leads 
from  the  interior  of  the  right  ventricle.  The 
reason  for  this,  as  is  apparent  from  the  anatomic 
cross  section  of  the  heart  illustrated  in  Fig.  1.  is 
that  the  muscle  mass  of  the  right  ventricle  is  but  a 
small  fraction  of  that  of  the  left. 


Fig.  1.  C’ross  section  of  chest  through  heart 
illustrating  the  appearance  of  the  ventricular  com- 
plex at  various  points. 
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Fig.  2.  Derivation  of  the  ventricular  complex  in  bundle  branch  block. 


The  conclusion  is  inescapable,  as  we  have  indi- 
cated elsewhere,  that  the  right  ventricle  contrib- 
utes but  negligibly  to  the  normal  electrocardio- 
gram.9 Even  in  right  ventricular  hypertrophy 
the  characteristic  changes  are  produced  by  rota- 
tion of  the  heart  rather  than  by  increased  muscle 
mass,  and  it  is  only  in  extreme  right  ventricular 
hypertrophy  (as  in  tetralogy  of  Fallot)  that  the 
greatly  thickened  right  ventricle  produces  a 
large  positive  deflection  in  precordial  leads  in  the 
Vi  and  V2  positions  over  the  surface  of  the  right 
ventricle.  The  small  positive  deflection  normally 
observed  in  the  Vi  and  V2  positions  (Fig.  1)  is  due 
not  so  much  to  the  right  ventricle  as  to  the  fact 
that  the  earliest  activation  of  the  ventricles 
occurs  on  the  left  side  of  the  interventricular 
septum  so  that,  for  a brief  hundredth  of  a second 
or  so,  the  predominant  excitation  wave  is  traveling 
to  the  right  from  the  left  side  of  the  septum  and 
is  recorded  as  a small  R wave  in  the  Vi  and  V2 
positions.  Thereafter,  the  impulse  travels  inter- 
nally through  the  septum  equally  from  both  sides, 
and  the  opposite  vectors  oppose  and  cancel  one 
another  so  that  the  interventricular  septum,  a 
large  muscle  mass  though  it  be,  normally  con- 
tributes very  little  to  the  electrocardiogram. 
Since  neither  the  right  ventricle  nor  the  inter- 
ventricular septum  under  normal  circumstances 
contribute  significantly  to  the  electrocardiogram, 
one  arrives  at  the  important  conclusion  that  the 
ventricular  complex  represents  chiefly  the  elec- 
trical activity  of  the  free  wall  of  the  left  ventricle. 

In  bundle  branch  block,  however,  the  inter- 


ventricular septum  becomes  the  determining  fac- 
tor in  the  electrocardiographic  pattern  (Fig.  2). 
Thus,  in  right  bundle  block  the  impulse  now 
travels  unopposed  from  the  left  to  the  right  side 
of  the  septum.  Consequently,  leads  over  the 
surface  of  the  right  ventricle  (Vi  and  V2)  exhibit 
an  upright  (and  due  to  the  aberrant  conduction 
pathway,  a wide  and  notched)  QRS,  and  a lead 
from  the  left  arm,  which  in  effect  may  be  re- 
garded as  the  conventional  lead  1,  exhibits  a 
downward  deflection,  i.e.,  right  axis  deviation. 
Conversely,  in  left  bundle  branch  block  the  im- 
pulse travels  unopposed  from  right  to  left;  and 
the  Vj,  V2  leads  reveal  a negative  QRS  while  the 
left  arm  (or  lead  1)  shows  a positive  QRS. 

Derivation  of  Unipolar  and  Standard 
Limb  Leads 

Normally,  the  position  of  the  heart  is  such  that 
the  free  left  ventricular  wall  (which,  as  men- 
tioned, is  the  major  determinant  of  the  ventricu- 
lar complex)  faces  the  left  arm  and  to  a lesser 
degree  the  left  leg  (Fig.  3).  The  ventricular  com- 
plex accordingly  is  upright  in  the  left  arm  unipolar 
lead  and  to  a lesser  extent  in  the  left  leg  unipolar 
lead.  The  right  arm  potential,  it  is  recalled,  is 
always  negative  since  if  faces  the  ventricular 
cavities.  The  standard  limb  leads  are  merely  the 
summation  of  the  unipolar  extremity  leads. 
Lead  1 is  the  left  arm  potential  minus  that  of  the 
right  arm;  subtracting  the  negative  right  arm 
potential  results  in  augmenting  the  positive  left 
arm  potential  in  forming  lead  1.  Lead  2 repre- 


November  15,  1948] 


CLINICAL  ELECTROCARDIOGRAPH  1' 


2493 


sents  the  left  leg  potential  minus  that  of  the  right 
arm,  and  again,  since  one  subtracts  a negative 

(quantity,  the  potential  is  positive.  Lead  3 is  the 
left  leg  potential  minus  that  of  the  left  arm,  and  so 
if  the  left  arm  potential  exceeds  that  of  the  left 
leg,  the  subtraction  results  in  a negative  lead  3 
potential,  i.e.,  slight  left  axis  deviation.  One 
sees  that  the  unipolar  extremity  leads  are,  in 
effect,  interchangeable  with  the  standard  limb 
leads  and  merely  another  way  of  expressing  the 
same  potential  vectors.  From  the  limb  leads  we 
can  derive  arithmetically  the  unipolar  limb  leads 
and  vice  versa.  The  unipolar  leads  employed  by 
Wilson  and  by  Goldberger  help  one  to  under- 
stand the  derivation  of  the  limb  leads  and  more 
explicitly  indicate  positional  variations  of  the 
heart,  but  it  should  be  emphasized  that  they  con- 
tribute little  information  of  clinical  significance 
which  is  not  obtained  in  the  standard  leads.7-8 
Their  chief  practical  application  is  in  the  differen- 
tiation of  the  normal  from  the  pathologic  Q3 
wave,  to  be  mentioned  presently. 

To  return  to  positional  variations  of  the  heart: 
when  the  heart  lies  transversely  the  left  arm  poten- 
tial is  more  strongly  positive,  and  the  left  leg, 
now  not  faced  by  the  free  left  ventricular  wall, 
has  a small  or  negative  potential.  Lead  1 con- 
sequently is  strongly  positive,  and  lead  3 is 
decidedly  negative,  i.e.,  left  axis  deviation.  Con- 
versely, when  the  heart  lies  vertically,  the  free  left 
ventricular  wall  now  faces  the  left  leg,  and  the 
ventricular  cavity  and  great  vessels  face  not  only 
the  right  arm  but  the  left  arm  as  well.  Conse- 
quently, the  left  arm  as  well  as  the  right  exhibits  a 
negative  potential  and  the  left  leg  a strongly 
positive  deflection.  There  results,  therefore,  a 


low  or  inverted  QRS  in  lead  1 and  upright  QRS 
in  lead  3,  i.e.,  right  axis  deviation. 

Q Waves  and  Infarction 

These  considerations  help  one  to  understand 
the  derivation  of  Q waves,  the  hallmark  of  infarc- 
tion. The  Q wave,  as  Wilson  has  shown,  is  not  a 
new  wave  due  to  the  infarct  itself ; it  is  merely  a 
recording  of  the  normal  negativity  of  the  interior 
of  the  ventricular  cavity  resulting  from  the  fact 
that  an  area  of  dead  ventricular  muscle  under  the 
recording  electrode  no  longer  transmits  an  excita- 
tion wave  toward  the  electrode  and  forms,  as 
Wilson  has  put  it,  a window  from  the  interior  of 
the  left  ventricle.  Thus,  in  typical  anterior 
infarction  near  the  apex  an  apical  lead  in  the  V3, 
V4,  or  V5  position  will  exhibit  a deep  Q and 
inverted  T (Fig.  4).  If  the  infarct  extends  up 
high  along  the  left  ventricular  wall,  the  window 
will  point  to  the  left  arm,  and  one  obtains  a deep 
Q in  lead  1 as  well.  If  the  anterior  infarct  ex- 
tends into  the  lower  septum,  the  window  faces 
the  precordium  in  the  V\  and  V2  positions,  and 
one  records  a deep  Q in  the  Vi  and  V2  positions. 

In  posterior  infarction  the  window  most  fre- 
quently points  to  the  left  leg,  and  a Q and  inverted 
T is  recorded  in  the  left  leg  lead  or  in  lead  3.  If 
the  posterior  infarct  is  high,  the  window  may  not 
point  to  the  left  leg  but  posteriorly,  and  a Q may 
be  detected  only  in  esophageal  leads  as  Nyboer 
has  shown.10  This  is  not  a routinely  feasible 
procedure,  and  we  have  found  that  it  is  quite 
satisfactory  to  record  the  activity  of  the  back  of 
the  ventricle  with  an  electrode  placed  over  the 
lower  left  chest  posteriorly  just  above  the  dia- 
phragm and  below  the  left  scapula.  In  certain 
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Fn;.  3.  Schematic  representation  of  derivation  of  unipolar  and  standard  limb  leads. 


Fig.  4.  Derivation  of  Q waves  in  infarction. 


cases  of  posterior  infarction  a definite  Q will  be 
detected  which  is  not  present  in  the  unipolar  left 
leg  lead  or  in  lead  3 (Fig.  5).  Leads  from  higher 
levels  of  the  back,  above  the  level  of  the  left 
ventricle,  normally  exhibit  a Q and  inverted  T. 
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Fig.  5.  Acute  posterior  infarct.  A lead  from 
the  lower  left  chest  posteriorly  reveals  a definite  Q 
wave;  in  lead  3 and  in  the  unipolar  left  leg  lead  only 
a small  Q is  observed.  In  high  posterior  infarcts 
the  “window”  faces  posteriorly  and  may  not  face 
the  leg. 


One  sees,  therefore,  that  in  a real  sense  it  is  | 
possible  to  map  out  the  location  and  extent  of  the 
infarct.  The  electrocardiogram  has  been  em- 
ployed principally  for  the  diagnosis  of  infarction, 
but  it  is  of  value  prognostically  as  well  in  indicat- 
ing the  extent  of  infarction.  This  becomes  of 
some  therapeutic  importance  since  large  infarcts 
particularly  are  an  indication  for  anticoagulant 
therapy  in  view  of  the  heightened  occurrence  of 
mural  thrombosis  and  embolization.  In  a recent 
study  we  found  very  definite  differences  in  the 
electrocardiographic  patterns  in  a group  of  50 
subjects  with  acute,  initial,  fatal  attacks  of 
coronary  occlusions  as  contrasted  with  50  subjects 
who  survived  the  attack.11  Certain  electrocardio- 
graphic features  were  found  to  occur  preponder- 
antly in  the  fatal  cases  and  relatively  infrequently 
in  the  surviving  cases.  In  anterior  infarction 
these  included  deep  Q wave  in  lead  1,  the  aBB 
(low  R,,  deep  S2,  S3)  pattern,  and  bundle  branch 
block.  These  patterns  are  very  commonly  ob- 
served in  ventricular  aneurysm  which  is  a sequel 
to  extensive  anterior  infarction.  When  such 
changes  occurred  in  surviving  cases  of  anterior 
infarction,  they  were  usually  transitory.  Fatal 
cases  of  posterior  infarction  exhibited  a much 
greater  frequency  of  marked  S-T  segmental  devia- 
tion, particularly  marked  depression  in  precordial 
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leads,  bundle  branch  block,  and  T changes  in 
leads  1 and  precordial  leads,  in  addition  to  the 
usual  Q2,  Q3,  T2,  T3,  pattern.  In  addition  to  these 
changes  which  appear  to  indicate  extensive  infarc- 
tion, other  findings  occurred  preponderantly  in 
the  fatal  group.  Among  these  were  electrocardio- 
graphic characteristics  of  combined  anterior  and 
posterior  infarction,  progressive  changes  other 
than  the  usual  serial  S-T  and  T evolution,  elec- 
trical alternans,  very  low  voltage  of  the  QRS 
complex,  prolongation  of  the  Q-T  interval,  depres- 
sion of  the  P-R  interval,  and  P changes  suggesting 
associated  auricular  infarction,  major  arrhyth- 
mias, such  as  auricular  fibrillation,  ventricular 
tachycardia  and  heart  block,  and  sinus  tachy- 
cardia exceeding  110. 

Among  fatal  cases  of  acute  myocardial  infarc- 
tion over  eighty  per  cent  exhibited  one  or  more  of 
the  findings  described,  while  in  surviving  cases 
the  majority  presented  the  simple  anterior  or 
posterior  pattern.  No  significant  difference  was 
found  in  the  incidence  or  mortality  of  anterior  and 
posterior  infarction  per  se.  It  is  evident  that  one 
can  offer  a much  better  prognosis  in  acute  coron- 
ary occlusion  when  the  electrocardiogram  reveals 
the  simple  pattern  of  anterior  or  posterior  infarc- 
tion than  when  additional  abnormalities,  such  as 
Q waves  over  a wide  area  or  additional  features 
we  have  mentioned,  are  present. 

The  Q wave  which  is  such  an  important  sign 
may  be  produced  by  mechanisms  other  than 
infarction,  particularly  in  lead  3.  Differentia- 
tion of  the  normal  from  the  pathologic  Q3  is  an 
important  and  very  frequent  problem.  A Q3  not 
due  to  infarction  may  occur  when  the  heart  is 
horizontally  placed  as  in  obese  individuals  or  in 
pregnancy.  The  accentuated  positive  deflection 
in  the  left  arm  translated  into  lead  3 becomes  a 
strong  negative  deflection  appearing  as  a deep  S 
or  as  a Q wave.  This  is  even  more  frequently  the 
case  in  hypertension  where  the  thickened  left 
ventricle  produces  a strongly  positive  deflection 
in  the  left  arm.  It  is  worth  emphasizing  that 
hypertension  with  left  ventricular  hypertrophy 
is  the  commonest  cause  of  the  deep  Q3.  It  is  in 
the  differentiation  of  this  type  of  Q3  from  that  due 
to  infarction  that  the  unipolar  extremity  leads 
have  greatest  value.12'14  The  Q3  due  to  infarc- 
tion produces  a Q wave  in  the  left  leg  lead, 
whereas  this  does  not  occur  in  the  Q3  due  to  trans- 
verse position  of  the  heart  or  left  ventricular 
hypertrophy. 

Ordinarily,  the  unipolar  leg  lead  is  not  neces- 
sary to  differentiate  the  Q3  due  to  infarction,  for 
there  are  other  stigmata  in  the  standard  leads 
which  aid  in  this  differentiation.  In  a study 
carried  out  on  a large  number  of  subjects  with 
a deep  Q3  divided  into  three  groups — normal 
insurance  applicants,  hypertensive  individuals, 


and  cases  receiving  disability  due  to  prior  poster- 
ior infarction — certain  findings  were  shown 
to  aid  in  the  differentiation  'of  the  normal  Q3 
from  the  Q3  due  to  coronary  disease.15  The  fol- 
lowing were  found  to  be  present  in  10  per  cent  or 
less  of  normal  individuals  with  a Q3  conforming 
to  Pardee’s  criterion  but  occurred  at  least  three 
times  as  frequently  in  subjects  with  a Q3  due  to 
coronary  disease.  These  included  the  following: 
(a)  weight  less  than  5 per  cent  overweight,  (6) 
absence  of  S wave  in  lead  1,  (c)  Q wave  exceeding 
1 mm.  in  lead  2,  (d)  low  T wave  in  lead  2 (less 
than  1 mm.),  (e)  wide  Q wave  in  lead  3 (0.04  sec- 
ond or  more  in  duration),  (/)  Q wave  in  lead  3 
which  equals  or  exceeds  75  per  cent  of  the  ampli- 
tude of  the  tallest  R in  the  limb  leads,  and  ( g ) 
deep  inversion  of  the  T wave  in  lead  3 (exceeding 
2.5  mm.). 

In  order  of  importance  the  features  which 
were  most  significant  of  an  abnormal  Q3  were 
found  to  be  a low  T wave  in  lead  2,  the  presence 
of  a Q in  lead  2 which  exceeded  1 mm.  in  ampli- 
tude, and  an  absence  of  an  S wave  in  lead  1. 
Employing  the  six  electrocardiographic  criteria 
( b-g ),  it  was  found  that  94  per  cent  of  patients 
with  a Q wave  in  lead  3 due  to  coronary  artery 
disease  exhibited  one  or  more  of  these  abnormali- 
ties, while  only  24  per  cent  of  normal  subjects 
with  a Q3  conforming  to  Pardee’s  criterion  showed 
one  or  more  of  these  findings.  The  presence  of 
one  or  more  of  these  abnormalities  in  the  standard 
limb  leads  usually  offers  a satisfactory  means  of 
distinguishing  the  so-called  normal  from  the 
pathologic  Q wave  in  lead  3.  If  one  has  a uni- 
polar lead  attachment  (and  the  newer  machines 
come  equipped  with  unipolar  leads),  it  is  desir- 
able to  take  a left  leg  lead,  for  in  a certain  number 
of  cases  the  standard  limb  leads  are  indecisive 
in  tracings  with  a Q3. 

Precordial  Leads 

What  of  the  precordial  leads?  Here,  too,  a 
multiplicity  of  leads  has  been  recommended. 
Were  one  to  follow  the  many  individual  recom- 
mendations the  complete  electrocardiogram  would 
comprise  thirty  or  forty  or  more  leads,  an  imprac- 
tical and  superfluous  technic.  The  conventional 
single  precordial  lead  in  the  4 position  (left  mid- 
clavicular  line)  is  usually  adequate,  but  there  is 
no  doubt  that  multiple  precordial  leads  are  pref- 
erable, and  we  routinely  employ  the  2,  4,  and  6 
positions.  When  infarction  is  suspected,  the  six 
positions  across  the  precordium  should  be  ex- 
plored. In  arrhythmias  we  have  found  the  CRj 
or  CR2  lead  to  be  very  valuable,  for  this  lead 
records  auricular  activity  particularly  well,  and 
we  have  observed  cases  of  supraventricular 
arrhythmias,  such  as  auricular  flutter,  which  could 
be  analyzed  clearly  only  in  the  CRi  or  CRj  lead, 
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the  standard  limb  leads  or  other  precordial  leads 
failing  to  record  visible  auricular  activity. 

There  has  been  much  controversy  as  to  whether 
it  is  best  to  employ  the  unipolar  Wilson  V chest 
lead,  the  paired  chest  extremity  CR  (chest-right 
arm),  or  CF  (chest-left  leg)  lead.  Usually,  the 
remote  extremity  potential  is  so  much  less  than 
the  chest  potential  that  for  all  practical  purposes 
CF  and  CR  leads  are  very  similar  to  unipolar  V 
leads.  An  important  exception  occurs  in  ver- 
tically placed  hearts  where  the  large  potential 
going  to  the  left  leg  (since  in  such  circumstances 
the  left  ventricular  wall  faces  the  left  leg)  may 
cause  the  appearance  of  spurious  T wave  inver- 
sions in  the  CF  lead.  It  is  this  factor  which 
accounts  for  the  fact  that  the  precordial  CF  lead 
may  exhibit  an  inverted  T in  children  and  slender 
asthenic  adults,  whereas  if  a Y or  CR  lead  is  taken 
the  T is  normally  upright.  In  general,  the  CF 
lead  is  more  apt  to  be  abnormal  than  the  V or  CR 
lead.  We  have  observed  definite  cases  of  anterior 
infarction  revealed  in  CF  leads. where  V or  CR 
leads  were  normal.  If  precordial  leads  are  re- 
corded in  recumbency  and  during  expiration, 
spurious  abnormalities  in  the  CF  lead  are  less  apt 
to  occur,  for  under  such  circumstances  the  left 
ventricular  wall  faces  the  left  leg  to  a lesser  de- 
gree and  the  leg  potential  is  accordingly  smaller. 
If  one  encounters  abnormal  CF  leads,  it  is  advis- 
able to  do  further  study  with  serial  precordial 
leads  in  the  1 to  6 positions  and  also  record 
unipolar  V precordial  leads.  The  CR  leads  are  of 
less  value  than  V or  CF  leads,  apart  from  use  of 
the  CR2  lead  in  studying  arrhythmias  as  has  been 
mentioned. 

We  ought  not  leave  the  important  subject  of 
precordial  leads  without  emphasizing  the  impor- 
tance of  correctly  positioning  and  indicating  the 
precordial  lead  whether  it  be  V4,  CF4,  or  CR4.  If 
the  electrode  is  placed  too  high  on  the  chest  or 
near  the  sternum  instead  of  at  the  4 position, 
spurious  T wave  inversions  occur,  causing  a mis- 
taken diagnosis  of  myocardial  disease.  This  is 
an  extremely  frequent  error,  particularly  com- 
mitted by  technicians  who,  in  taking  tracings  on 
obese  females,  fail  to  have  them  undress  and  do 
not  properly  place  the  electrode  beneath  the 
breast.  Slight  changes  in  the  position  of  the 
precordial  electrode  cause  marked  variations,  and 
it  is  essential  that  the  precordial  electrode  be 
properly  placed  if  serial  comparisons  are  to  have 
any  validity.  If  electrode  jelly  is  spread  over  a 
wide  area  of  the  precordium  or  if  the  patient  is 
perspiring  freely,  the  potential  recorded  is  not 
confined  to  the  area  under  the  electrode  and 
variable  changes,  particularly  in  the  T waves,  may 
be  observed.16  One  further  spurious  abnormality 
in  electrocardiography  should  be  mentioned. 
Subjects  with  vertically  placed  hearts  often 


show  a low  T in  lead  1 and  inverted  T in  leads  2 
and  3.  These  abnormalities  which  may  be  con- 
strued as  indicating  myocardial  disease  disappear 
in  recumbency. 

Cardiac  Hypertrophy 

We  have  already  mentioned  that  the  right 
ventricle  contributes  but  negligibly  to  the  elec- 
trocardiogram. The  same  is  true  in  right  ven- 
tricular hypertrophy  when  in  extreme  hyper- 
trophy only  a large  R spike  may  be  recorded  over 
the  surface  of  the  right  ventricle  in  the  V4  or  V2 
position  accompanied  by  a deep  S wave  in  the  V6 
and  V 6 positions.  The  well-known  pattern  of  right 
ventricular  strain  in  the  limb  leads,  i.e.,  right  axis 
deviation,  depressed  ST,  and  inverted  T in  leads 
2 and  3,  is  not  due  to  hypertrophy  as  such  but  to 
clock  wise  rotation  of  the  heart  around  the  vas- 
cular pedicle.  In  consequence  the  ventricular 
cavity  comes  to  face  not  only  the  right  arm  but 
the  left  arm  as  well,  just  as  in  vertical  position  of 
the  heart.  The  left  arm  potential  becomes  nega- 
tive, resulting  in  an  inverted  QRS  in  lead  1,  i.e., 
right  axis  deviation.  We  have  also  been  able  to 
show  that  rotation  does  this  by  rotating  the 
electrodes  on  the  surface  of  the  body  in  the  op- 
posite direction  (right  arm  electrode  above 
scapula,  left  arm  electrode  in  left  midclavicular 
line),  producing  right  axis  deviation  in  the  same 
manner  as  when  the  heart  is  rotated  instead.  It 
must  be  evident  that  the  right  ventricle  cannot 
contribute  significantly  to  the  standard  limb 
leads,  for  it  faces  anteriorly  and  there  are  no 
appreciable  electrical  vectors  directed  toward  the 
extremities.  The  rotation  of  the  heart  which 
causes  the  pattern  of  right  ventricular  strain 
apparently  is  caused  by  hypertension  of  the  pul- 
monary circuit.  Thus,  in  acute  pulmonary 
embolism  right  axis  deviation  may  develop  very 
quickly  where  there  can  be  no  question  of  right 
ventricular  hypertrophy.  Only  a minority  of 
cases  with  pulmonary  embolism  exhibit  the 
McGinn- White  pattern  of  deep  Si  and  Q3;  when  it 
occurs,  we  may  assume  that  acute  pulmonary 
hypertension  is  present.17  The  various  non- 
specific changes  often  observed  in  pulmonary 
embolism,  such  as  T wave  changes,  are  due  to 
coronary  insufficiency  resulting  from  shock,  as 
Horn,  Dack,  and  Friedberg  have  shown.18 

The  fact  that  the  pattern  of  right  ventricular 
strain  is  produced  by  rotation  of  the  heart  rather 
than  by  hypertrophy  as  such  explains  why  it  is 
impossible  to  distinguish  whether  right  axis 
deviation  is  due  to  hypertrophy  or  vertical  posi- 
tion of  the  heart.  This  is  important  clinically, 
for  conditions  producing  right  ventricular  hyper- 
trophy and  cor  pulmonale,  such  as  pulmonary 
fibrosis  and  emphysema,  also  result  in  vertical 
position  of  the  heart  as  the  diaphragm  descends. 
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The  electrocardiogram  offers  little  help,  there- 
fore, in  the  diagnosis  of  early  right  ventricular 
hypertrophy,  and,  unfortunately,  neither  do 
roentgen  methods. 

Characteristic  electrocardiographic  changes  are 
observed  in  auricular  hypertrophy  consisting  of 
increased  amplitude,  broadening  and  notching  of 
the  P waves,  and  frequently  auricular  arrhyth- 
mias, such  as  extrasystoles,  flutter,  and  fibrilla- 
tion. Electrocardiographic  evidence  of  auricu- 
lar hypertrophy,  however,  is  late,  and  almost 
always,  when  well  developed  P wave  changes  are 
present,  fluoroscopy  will  reveal  definite  auricular 
enlargement  with  the  aid  of  the  esophagram. 
Widening  and  notching  of  the  P waves,  although 
indicating  auricular  hypertrophy  in  younger  age 
groups,  are  of  no  diagnostic  value  whatever  in 
older  individuals,  since  we  have  found  such  P wave 
changes  very  commonly  in  older  subjects  in  the 
absence  of  auricular  hypertrophy. 

While  the  electrocardiogram  is  not  too  helpful 
in  detecting  early  right  ventricular  or  auricular 
hypertrophy,  it  is  of  inestimable  value  in  detect- 
ing left  ventricular  hypertrophy  and  is,  as  we 
have  shown,  more  sensitive  than  roentgenologic 
methods.  In  a study  of  940  cases  reported  a 
few  years  ago,  we  established  specific  criteria  for 
the  early  diagnosis  of  left  ventricular  hyper- 
trophy.19 Left  ventricular  hypertrophy  may  be 
considered  to  be  present  when  left  axis  deviation 
occurs  in  association  with  any  of  the  following 
changes : 

1.  Increase  in  amplitude  of  the  QRS  complex, 
best  expressed  by  the  sum  of  Rj  and  S3.  Hyper- 
trophy is  present  if  this  sum  exceeds  2.5  millivolts 
and  is  probably  present  if  it  is  over  2.2  millivolts. 
The  increase  in  voltage  is  the  earliest  electro- 
cardiographic change  in  hypertrophy.  Rt  of 
16  mm.  or  over  is  similarly  significant. 

2.  Any  perceptible  depression  of  the  ST  seg- 


ment in  lead  1,  even  in  as  slight  degree  as  0.5  mm. 
(0.05  millivolt). 

3.  Lowering  of  Ti  below  1 mm.  or  further 
degrees  of  abnormality  of  Ti. 

The  changes  in  the  ST  segment  and  the  T wave 
may  develop  in  the  absence  of  left  axis  deviation, 
and  left  axis  deviation  is  not  an  invariable  or 
necessarily  integral  part  of  the  electrocardio- 
graphic pattern  of  left  ventricular  hypertrophy. 
The  usual  occurrence  of  left  axis  deviation  with 
left  ventricular  hypertrophy  in  hypertension  is 
due  largely  to  predominant  obesity  with  trans- 
verse position  of  the  heart,  which  in  itself  causes 
left  axis  deviation.  In  slender  subjects  with  left 
ventricular  hypertrophy  left  axis  deviation  is  not 
so  often  observed. 

The  increased  amplitude  of  the  QRS  complex 
may  most  reasonably  be  attributed  directly  to  an 
increased  mass  of  left  ventricular  musculature 
(Fig.  6)  with  an  increased  potential  directed  to  the 
left  arm  (lead  1).  The  changes  in  the  ST  seg- 
ment and  the  T wave  are  due  to  relative  ischemia 
of  the  deeper  layers  of  the  left  ventricle.  This  is 
occasioned  by  increased  work  of  the  heart  with- 
out commensurate  increase  in  coronary  flow. 
Several  factors  contribute  to  cause  this  dispropor- 
tion.19 

The  particular  vulnerability  of  the  subendo- 
cardial region  of  the  left  ventricle  is  due  to  an 
intramyocardial  pressure  gradient  during  con- 
traction. During  systole  there  is  a marked 
increase  in  intramyocardial  pressure  in  the  deeper 
layers  of  the  left  ventricle,  which  exceeds  aortic 
pressure  and  which  obstructs  coronary  flow  in  this 
region,  although  there  is  no  interference  in  coro- 
nary flow  in  the  outer  zone  of  the  left  ventricle  or  in 
the  right  ventricle  or  auricles  where  the  intra- 
myocardial pressure  does  not  rise  above  the 
arterial  pressure.  The  subendocardial  region  of 
the  septum  and  the  left  ventricle,  on  this  account, 
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is  the  area  most  vulnerable  to  ischemia.  It  is  the 
site  of  predilection  of  myocardial  disease  when 
there  is  a relative  insufficiency  of  coronary  flow, 
as  in  hypertrophy,  or  when  there  is  an  absolute 
decrease  in  flow,  as  in  coronary  artery  sclerosis 
and  acute  coronary  artery  occlusion.  This  fac- 
tor helps  explain  the  infrequency  of  infarction 
and  ischemic  changes  in  the  right  ventricle  and 
auricles  as  contrasted  with  the  left  ventricle. 

Over  a long  period,  the  chronic  subendocardial 
ischemia  leads  to  irreversible  changes,  and  replace- 
ment fibrosis  occurs.  This  involves  the  Purkinje 
distribution  network  of  the  left  bundle  branch 
which  ramifies  in  the  subendocardial  region  of  the 
interventricular  septum  and  the  left  ventricle. 
Interference  with  left  ventricular  excitation 
caused  by  diffuse  involvement  of  the  conduction 
system  leads  to  slurring,  notching,  and  widening 
of  the  QRS  complex,  eventually  progressing  to 
the  pattern  of  left  bundle  branch  block,  which  is 
frequently  encountered  in  association  with  long- 
standing and  advanced  left  ventricular  enlarge- 
ment (Fig.  7).  The  widening  of  the  QRS  complex 
is  only  in  slight  part  attributable  directly  to  in- 
creased thickness  of  the  left  ventricular  myocar- 
dium. This  is  perhaps  the  commonest  back- 
ground for  the  development  of  left  bundle  branch 
block.  It  must  be  emphasized,  however,  that 
bundle  branch  block,  whether  left  or  right,  does 
not  necessarily  signify  extensive  heart  disease,  for 
it  may  result  from  a small  scar  in  the  conduction 
system,  or  may  be  due  to  a congenitally  aberrant 
conduction  mechanism  as  in  the  Wolff-Parkinson- 


Fig.  7.  Effect  of  exercise  following  infarction. 
First  tracing  taken  on  second  day  of  acute  anterior 
infarct.  Second  tracing,  during  convalescent  stage, 
shows  typical  serial  Ti  and  T<  changes.  Following 
exercise  the  tracing  reverts  to  its  appearance  during 
the  acute  stage  of  infarction. 


White  syndrome  of  bundle  block  associated  with 
a short  P-R  interval. 


Metabolic  Influences  on  the 
Electrocardiogram 

From  this  consideration  of  the  pathogenesis  of 
the  electrocardiographic  patterns  of  hypertrophy 
one  sees  that  changes  in  the  QRS  represent  struc- 
tural alterations  and  are  stable,  whereas  the  ST 
segment  and  T wave  changes  are  due  to  metabolic 
factors  and  are  more  variable.  This  is  a good 
working  rule.  The  ST  segment  and  T wave  are 
influenced  not  only  by  ischemia  but  by  almost 
endless  other  metabolic  factors  as  well,  serum 
electrolytes  (particularly  potassium),  acid-base 
balance,  hormones  and  hormone  deficiencies, 
toxins,  and  drugs,  to  mention  only  a few.  Con- 
sequently, one  must  exercise  some  caution  in 
interpreting  T wave  changes.  A practical  illu- 
stration of  this  is  seen  in  electrocardiograms  taken 
postoperatively  where  striking  temporary  T wave 
inversions  develop  normally  during  the  first  week 
or  so  following  any  type  of  major  surgery,  prob- 
ably due  to  changes  in  serum  potassium  and  acid- 
base  balance.20  One  must  be  very  reserved 
therefore,  in  making  a diagnosis  of  coronary 
occlusion  or  cardiac  injury  on  the  basis  of  such 
electrocardiographic  changes  postoperatively. 

One  of  the  most  important  agents  producing 
ST  and  T wave  abnormalities  is  digitalis.  It  be- 
comes extremely  difficult  to  make  a diagnosis  of 
myocardial  ischemia  or  myocardial  involvement 
if  digitalis  has  been  given,  and  where  an  electro- 
cardiogram is  to  be  made,  it  should,  if  possible,  be 
taken  prior  to  digitalization  or  three  weeks  after 
digitalis  is  discontinued,  or  the  fact  should  at 
least  be  indicated  that  digitalis  is  being  adminis- 
tered so  that  proper  diagnosis  is  not  confused. 

Apart  from  the  effect  on  the  ST  and  T,  one  can 
frequently  recognize  digitalis  effect  by  the  ab- 
breviation of  the  ventricular  complex,  i.e.,  a 
shortening  of  the  QT  interval.  The  duration  of 
the  QT,  which  varies  with  the  heart  rate,*  is  an 
important  sign  to  which  insufficient  attention  has 
been  paid.  It  is  lengthened  by  cardiac  poisons 
such  as  quinidine  and  in  heart  disease,  and  it  has 
recently  been  reported  that  this  sign  is  of  value  in 
rheumatic  carditis.21  Conversely,  the  QT  is 
shortened  by  digitalis  and  calcium,  both  of  which 
enhance  the  mechanical  efficiency  of  the  heart. 
This  effect  may  provide  some  clue  to  the  mech- 
anism of  action  of  digitalis.  Evidence  has  been 


* Nomograms  have  recently  been  prepared  which  permit 
direct  reading  of  the  Q-T  interval  corrected  for  heart  rate. 
[Kissin,  M.,  Schwarzschild,  M.  M.,  and  Bakst,  H.:  Am. 

Heart  J.  35:  990  (1948);  Goldberger,  E.:  ibid.  36:  141 

(1948).] 


The  ratio 


duration  of  mechanical  systole 


would  appear 


duration  of  electrical  systole  (QT) 
to  be  a better  expression  of  the  functional  integrity  of  the 
heart  than  the  QT  interval  alone. 
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presented  that  repolarization  arrests  the  contrac- 
tile process  and  that  the  electrical  processes 
control  the  mechanical  rather  than  the 
electrical.22  Inasmuch  as  in  the  failing  heart 
there  is  no  deficit  of  high  energy  phosphate  for 
oxidative  purposes,  the  action  of  digitalis  may  be 
related  to  accelerating  repolarization  at  the  muscle 
membrane  surface  as  reflected  in  an  abbreviated 
ST  and  T,  rather  than  affecting  the  energy  metab- 
olism of  the  myocardium  directly.23  In  heart 
failure  due  to  cardiac  ischemia  (and  probably  in 
myocarditis)  where  high  energy  phosphate  and 
oxidative  enzymes  are  affected,  unlike  mechanical 
heart  failure,  digitalis  has,  as  is  known  clinically, 
little  beneficial  effect. 

Coronary  Insufficiency 

No  discussion  of  the  electrocardiogram  would 
be  adequate  without  emphasizing  that  severe 
myocardial  disease  may  exist  with  a perfectly 
normal  electrocardiogram.  More  than  half  of 
subjects  with  organic  angina  pectoris  exhibit  a 
normal  electrocardiogram  at  rest.  While  the 
coronary  circulation  may  be  adequate  at  rest  in 
subjects  with  coronary  disease,  it  is  inadequate 
when  the  work  of  the  heart  is  increased,  and 
under  these  circumstances  transitory  electro- 
cardiographic changes  in  the  form  of  depressions 
of  the  ST  segment  and  T wave  changes  very  often 
appear  which  establish  a diagnosis  of  coronary 
insufficiency.24  In  subjects  complaining  of  chest 
pain  where  the  resting  electrocardiogram  is  nor- 
mal, examination  is  incomplete  unless  an  attempt 
is  made  to  induce  coronary  insufficiency.  Vari- 
ous forms  of  stress  have  been  employed  such  as 
inhalation  of  low  concentrations  of  oxygen, 
epinephrine  and  pitressin  injections,  and  exercise. 
The  simplest,  safest,  and  most  physiologic  of  these 
procedures  is  exercise.  A quantitative  two-step 
test  has  been  recommended  by  Master,  but  if  the 
steps  are  not  available,  it  suffices  quite  well  to 
have  the  patient  mount  a kitchen  stool  20  to  30 
times  in  one  and  a half  to  two  minutes,  depending 
on  his  agility  and  tolerance  to  effort.25  Factors 
other  than  the  quantitative  amount  of  work  done 
are  important,  as  we  know  clinically  from  circum- 
stances causing  angina  pectoris.  Thus,  if  the 
patient  is  exercised  after  a heavy  meal  or  in  a cold 
room  or  if  he  is  apprehensive,  the  number  of  posi- 
tive responses  is  greatly  increased.  If  pain  de- 
velops during  the  performance,  naturally  the 
exercise  should  be  stopped  promptly.  Electro- 
cardiographic changes  usually  develop  before  any 
pain  occurs.  Tracings  should  be  taken  at  brief 
intervals  following  exercise.  Usually  such 
changes  as  develop  are  transitory  and  disappear 
within  ten  minutes.  It  should  be  emphasized 
that  changes  may  not  be  maximal  or  may  not  even 
be  evident  in  the  first  minute  after  exercise  but 


are  often  greatest  three  to  five  minutes  after 
completing  exercise.  Some  caution  is  necessary 
in  interpreting  the  result,  which  can  be  gained 
only  by  experience.  If  there  is  any*  considerable 
tachycardia,  it  becomes  very  difficult  to  evaluate 
the  ST  segment  since  the  isoelectric  line  from  the 
end  of  one  beat  to  the  beginning  of  the  next  dis- 
appears. Hyperventilation  may  produce.changes 
indistinguishable  from  coronary  insufficiency.26 
Properly  performed  and  interpreted,  the  test  is  of 
great  value.  The  newer  direct  writing  instru- 
ments are  of  great  advantage  since  one  can  see 
the  tracing  as  it  is  recorded. 

We  have  found  application  of  the  coronary 
insufficiency  test  quite  valuable  in  assessing  the 
extent  of  recovery  and  fitness  to  resume  work  in 
patients  convalescing  from  coronary  artery 
occlusion.  Instead  of  arbitrary  advice  one  can, 
with  this  test,  evaluate  whether  any  considerable 
ischemia  still  exists  in  and  around  the  infarcted 
area.  Naturally,  the  amount  of  exercise  in  such 
cases  should  be  limited  and  only  carried  out  after 
the  acute  attack  has  subsided  and  the  patient  is 
up  and  about.  Usually,  we  have  the  patient 
mount  a stool,  holding  him  by  the  hand,  fifteen 
times  in  one  and  a half  minutes.  If  recovery'has 
been  complete  no  changes  appear,  but  if  ischemia 
still  exists  the  tracing  after  exercise  may  revert 
back  to  its  appearance  during  the  initial  stages  of 
the  attack  (Fig.  7).  Under  such  circumstances 
we  know  that  the  patient  requires  further  rest 
before  he  can  undertake  any  extensive  physical 
activity. 

Summary 

Electrocardiography  remains  an  empiric  science 
but  appreciation  of  fundamental  factors  which 
determine  the  ventricular  complex  is  helpful  in 
interpreting  the  variations  which  occur  in  health 
and  in  disease. 

It  is  shown  that  the  ventricular  complex  repre- 
sents almost  entirely  the  electrical  activity  of  the 
free  wall  of  the  left  ventricle,  and  that  the  right 
ventricle  and  the  interventricular  septum  nor- 
mally contribute  but  negligibly  to  the  electro- 
cardiogram. The  derivation  of  the  standard 
limb  leads  and  the  effect  of  positional  variations 
of  the  heart  are  described,  as  well  as  certain 
major  abnormalities  such  as  infarction  and  coro- 
nary insufficiency,  hypertrophy,  bundle  branch 
block,  and  metabolic  influences  on  the  electro- 
cardiogram. The  relation  of  the  standard  limb 
leads  to  the  unipolar  limb  leads  is  discussed,  and 
it  is  emphasized  that  unipolar  leads  offer  little 
advantage  over  the  standard  leads  except  in 
differentiating  the  normal  from  the  pathologic 
Q3  deflection.  The  conventional  CF  precordial 
leads  likewise  suffice  for  routine  clinical  purposes 
and  are  somewhat  more  apt  to  exhibit  abnormali- 
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ties  than  the  CR  or  V leads.  However,  since 
CF  leads  occasionally  exhibit  spurious  abnormali- 
ties particularly  in  children  and  slender  subjects, 
V leads  may'be  preferable.  Under  special  cir- 
cumstances further  leads  may  be  helpful,  such  as 
the  CR2  lead  (which  records  the  auricular  poten- 
tial particularly  well)  in  analysis  of  arrhythmias 
and  a back  chest  lead  in  certain  cases  of  posterior 
infarction.  Serial  precordial  leads  are  valuable 
in  mapping  out  the  extent  of  infarction.  It  is 
emphasized  that  the  electrocardiogram  has  prog- 
nostic was  well  as  diagnostic  value  in  acute  coro- 
nary occlusion. 
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A GUIDE  TO  THE  USE  OF  PROCAINE  PENICILLIN  IN  HOSPITAL 
PRACTICE 


Gene  H.  Stollerman,  M.D.,  Edward  H.  Roston,  M.D.,  and  Beatrice  Toharsky,  M.A., 
New  York  City 

(From  the  Medical  Services  and  the  Division  of  Bacteriology  of  Mount  Sinai  Hospital) 


UNTIL  recent  months  crystalline  penicillin  G 
was  employed  routinely  in  hospitals  for  the 
control  or  prevention  of  certain  bacterial  infec- 
tions, usually  by  intermittent  intramuscular  in- 
jections every  three  hours.  Penicillin  adminis- 
tered orally,  while  of  some  value  in  home  therapy 
and  particularly  in  pediatrics,  is  still  too  irregular 
in  its  absorption  from  the  gastrointestinal  tract 
for  the  treatment  of  the  usual  hospital  case. 
Moreover,  it  requires  about  five  times  the  paren- 
teral dose  and  is  consequently  more  expensive  and 
wasteful.  Penicillin-in-oil-and-beeswax  (Roman- 
sky  formula)  produces  consistent  therapeutic 
blood  levels  for  at  least  twelve  hours  when  300,- 
000  units  are  given  by  intramuscular  injection.1 
With  this  preparation,  the  need  for  repeated  in- 
jections is  reduced  in  frequency  from  three-hour 
to  twelve-  or  twenty-four-hour  intervals.  This 
preparation,  however,  has  proved  to  be  less  effi- 
cient and  less  convenient  in  our  hands  than  the 
newer  repository  penicillin  products,  because  of 
more  frequent  irregularities  in  absorption  from 
the  intramuscular  depot  and  occasional  violent 
reactions  due  to  allergy  to  the  beeswax.2-5 

The  obvious  advantages  of  single  daily  injec- 
tions of  penicillin  for  routine  hospital  therapy  can 
be  secured  by  the  intramuscular  administration 
of  procaine  penicillin.  Carefully  controlled  ex- 
perience on  hundreds  of  patients  has  shown  this 
product  to  be  so  reliable  in  the  constancy  and 
duration  of  effective  therapeutic  blood  levels  that 
we  now  employ  it  almost  exclusively  as  a substi- 
tute for  crystalline  penicillin  G.  It  is  relatively 
simple  to  administer  and  well  tolerated  by  pa- 
tients. It  is  no  more  expensive  to  use  than  crys- 
talline penicillin,  and  as  one  daily  injection  is 
required  as  a rule,  there  is  a large  saving  in  pre- 
cious nursing  labor  and  in  equipment. 


Procaine  Penicillin  Products 

Procaine  penicillin  is  a sparingly  soluble  salt 
which  is  prepared  by  the  chemical  combination  of 
procaine  and  penicillin  G.  It  is  available  com- 
mercially suspended  either  in  water  or  various 
vegetable  oils.  Usually  1 cc.  contains  300,000 
units  of  penicillin  in  chemical  combination  with 
approximately  125  mg.  of  procaine  base.  Its 
actual  penicillin  potency  is  940  units  per  mg.  In 
most  of  the  commercially  available  preparations 
at  least  50  per  cent  of  the  particles  in  the  water  or 
oil  suspension  have  a length  of  50  or  more  micra. 


By  virtue  of  its  particle  size  and  sparing  solu- 
bility, procaine  penicillin  is  slowly  absorbed  by 
the  tissues  and  thereby  produces  a prolonged 
blood  level  for  twenty-four  hours  or  more. 

Even  more  prolonged  blood  levels  (up  to 
ninety-six  hours  or  longer)  can  be  obtained  by  the 
injection  of  procaine  penicillin  in  oil  gelled  with 
aluminum  monostearate  to  delay  absorption  fur- 
ther. Presumably,  this  exerts  its  effect  by  coating 
the  individual  procaine  penicillin  particles  and 
thereby  making  them  water-repellent.  While  it 
has  been  assumed  that  the  large  size  of  the  pro- 
caine penicillin  particles  in  other  procaine  peni- 
cillin preparations  plays  an  important  role  in 
delaying  absorption  from  the  usual  water  or  oil 
menstrua,  investigators  have  reported  recently 
that  a small  particle  size  of  procaine  penicillin  is 
preferable  when  used  with  aluminum  monostear- 
ate, because  more  of  the  antibiotic  is  coated  and 
absorption  is,  therefore,  delayed  even  more  effec- 
tively.6 Most  of  the  procaine  penicillin  particles 
in  the  aluminum  monostearate  preparations  are 
under  2 micra  and  practically  all  are  under  5 mi- 
cra in  length.  Procaine  penicillin  with  aluminum 
monostearate  is  available  only  in  oil. 

Since  the  introduction  of  these  improved  prod- 
ucts, we  have  used  most  of  the  procaine  peni- 
cillin preparations  available  commercially  in 
several  thousand  individual  injections,  both  in 
water  and  in  oil  suspensions.  In  addition,  we 
have  used  a variety  of  oil  menstrua  (sesame  oil, 
hydrogenated  peanut  oil,  hydrogenated  peanut 
oil  with  pectin).  Very  little  individual  difference 
has  been  noted  among  the  various  products  as  to 
blood  levels  over  a twenty-four  hour  period, 
following  a single  intramuscular  injection.  All 
have  been  found  to  be  extremely  well  tolerated  as 
to  local  reaction,  pain,  and  systemic  reaction.  In 
our  extensive  experience  we  have  not  yet  encoun- 
tered any  instance  of  procaine  sensitivity,  al- 
though we  have  been  informed  of  two  cases  of 
dermatitis  after  two  weeks  of  therapy  on  daily 
doses  of  000,000  units.® 

The  oil  suspensions  are  exceedingly  stable  and 
may  be  stored  without  refrigeration  for  an  indefi- 
nite period.  It  is  most  important  that  the  syringe 
and  needles  used  for  their  administration  be  com- 
pletely dry  and,  after  usage,  thoroughly  cleansed 
with  detergents  or  fat  solvents.  In  giving  an 
intramuscular  injection,  it  is  also  important  to 
avoid  accidental  intravenous  administration  in 


2502 


STOLLERMAN,  ROSTON,  AND  TOHARSKY 


[N.  Y.  State  J.  M. 


order  to  avert  an  oil  embolus,  as  with  any  other 
oil  preparation.7  For  this  reason  injections  of 
procaine  penicillin  in  oil  are  administered  in  our 
institution  only  by  physicians.  Since  the  patients 
usually  require  only  one  injection  per  day,  this  is 
not  an  arduous  task. 

Aqueous  suspensions  are  made  up  by  adding 
distilled  water  or  isotonic  saline  to  the  stable  dry 
salt.  This  suspension  may  be  kept  at  room  tem- 
perature for  one  week  without  deterioration. 
Intravenous  injection  should  be  carefully  avoided. 
However,  we  have  given  up  to  1 cc.  intravenously 
to  dogs  without  any  untoward  reactions.  In 
sacrificed  animals,  microscopic  sections  of  the 
organs  revealed  that  some  of  the  larger  particles 
of  procaine  penicillin  had  lodged  in  lung  capil- 
laries, but  they  had  not  given  rise  to  any  local 
inflammatory  reaction  and  had  not  interfered 
with  the  pulmonary  circulation.  As  a result  of 
these  experiments  and  several  months  of  clinical 
trial  on  several  hundred  patients,  we  feel  that  the 
possibility  of  accidental  embolization  with  the 
aqueous  suspension  is  minimal  and  that  the  haz- 
ard, if  it  should  occur,  is  negligible.  Nurses  are, 
therefore,  permitted  to  administer  these  prepara- 
tions in  our  hospital. 

It  is  important  to  emphasize  that  all  prepara- 
tions of  procaine  penicillin,  oil  and  aqueous,  and 
particularly  the  latter,  must  be  vigorously  shaken 
for  thorough  dispersion  immediately  before  being 
drawn  up  into  the  syringe,  and  then  promptly 
administered  before  settling  of  particles  can 
take  place  in  the  syringe  and  needle.  If  this  is 
done,  the  aqueous  suspension  can  be  administered 
as  easily  as  the  oil  preparations,  and  the  annoying 
tendency  for  the  particles  to  adhere  to  one 
another  and  to  the  wall  of  the  syringe  and  needle 
can  be  avoided.  Needles  of  20  gauge  or  larger  are 
recommended. 

Blood  Levels  Obtained  with  Intramuscular 
Procaine  Penicillin 

We  have  determined  penicillin  serum  con- 


TABLE  1. — Penicillin  Blood  Levels  Following  a Single 
Intramuscular  Injection  of  Procaine  Penicillin  in 
Aqueous  or  Oil  Menstrua 


Dose 

Hours 

Number 

of 

Patients 

Average 
Penicillin 
Level  in 
Oxford  Units 
per  cc. 
of  Serum 

Percentage  of 
Patients  with 
Level  of 
0.05  Unit 
or  Higher 

300,000 

1 

9 

1.46 

100.0 

units 

2 

9 

1 .62 

100.0 

3 

9 

1.44 

100.0 

4 

9 

1.35 

100.0 

8 

9 

0.85 

100.0 

12 

130 

0.60 

98.6 

24 

128 

0.20 

81  .8 

36 

59 

0.12 

76 . 7 

48 

11 

0.05 

62.7 

600,000 

2 

5 

1 .97 

100.0 

units 

12 

7 

0.99 

100.0 

24 

5 

0.35 

100.0 

centrations  after  intramuscular  injections  of 
procaine  penicillin  in  over  200  hospital  cases. 
The  method  of  penicillin  assay  employed  was  a 
“broth  dilution  method”  using  Staphylococcus 
aureus  H as  the  test  organism  and  beef  infusion 
broth  as  the  medium,  as  described  in  detail  by 
King,  Schneierson,  et  alA  Tables  1 and  2 sum- 
marize the  most  pertinent  portion  of  our  data. 

TABLE  2. — Penicillin  Blood  Levels  Following  a 
Single  Intramuscular  Injection  of  Procaine  Penicillin 
(Small  Particle)  in  Oil  with  2 Per  Cent  Aluminum 
Monostearate 


Dose 

Hours 

Number 

of 

Patients 

Average 
Penicillin 
Level  in 
Oxford  Units 
per  cc. 
of  Serum 

Percentage  of 
Patients  with 
Level  of 
0.05  Unit 
or  Higher 

300,000 

1 

6 

0.25 

100.0 

units 

24 

6 

0.21 

100.0 

48 

6 

0.17 

100.0 

72 

6 

0.07 

100.0 

96 

6 

0.06 

83.3 

120 

6 

0.04 

66.7 

600,000 

1 

6 

0.35 

100.0 

units 

24 

6 

0.16 

100.0 

48 

6 

0.19 

100.0 

72 

6 

0.15 

100.0 

96 

6 

0.07 

83.3 

120 

5 

0.08 

80.0 

These  results  were  obtained  with  a variety  of 
commercial  procaine  penicillin  products  and  are 
tabulated  together,  since  little  significant  differ- 
ence in  blood  levels  could  be  detected  when  prod- 
ucts from  the  various  pharmaceutical  firms  were 
employed.*  These  figures  demonstrate  that  a 
single  dose  of  300,000  units  given  intramuscularly 
will  sustain  a good  therapeutic  blood  level  of 
penicillin  (above  0.05  unit)  in  virtually  all  indi- 
viduals for  twelve  hours  and  in  over  80  per  cent 
for  twenty-four  hours.  Doses  of  150,000  and  200,- 
000  units  of  procaine  penicillin  frequently  pro- 
vide adequate  blood  levels  for  twelve  and  even 
twenty-four  hours.  However,  more  frequent  ex- 
ceptions are  encountered  than  when  300,000 
units  are  used  to  produce  the  daily  depot,  and, 
therefore,  lower  doses  are  not  recommended  for 
adults. 

The  blood  levels  obtained  after  the  intramus- 
cular administration  of  600,000-unit  doses  are 
in  accord  with  the  observations  of  other  authors.9 
They  demonstrate  that  by  this  dosage  the  per- 
centage of  effective  therapeutic  blood  levels  at 
twenty-four  hours  (above  0.05  unit  per  cc.) 
can  be  raised  to  practically  100  per  cent.  We 
have  observed  that  the  blood  levels  do  not  neces- 
sarily increase  arithmetically  with  the  dosages, 
as  one  can  expect  with  crystalline  penicillin  G.10 

* For  these  studies  procaine  penicillin  preparations  were 
generously  provided  by  Schenley  Laboratories  (procaine  peni- 
cillin in  oil  and  procaine  penicillin  in  oil  with  aluminum 
monostearate),  E.  R.  Squibb  and  Sons  (procaine  penicillin, 
aqueous,  "Crysticillin”),  and  by  Eli  Lilly  and  Co.  (procaine 
penicillin  in  oil,  "Duracillin”).  In  addition  a series  of  ob- 
servations were  made  with  preparations  from  several  other 
manufacturers. 
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For  instance,  150,000  units  provide  twelve-hour 
levels  considerably  higher  than  the  predicted 
one  half  of  the  corresponding  300,000-unit  level. 
The  300,000-unit  level  is  in  turn  about  two  thirds 
rather  than  one  half  that  of  the  600,000-unit 
blood  level.  It  would  seem  that  absorption  is 
delayed  with  an  increasing  dose  in  a single  depot. 
However,  blood  levels  as  high  as  5 units  in  six 
hours  and  4 units  in  twenty-four  hours  have  been 
reached  with  3,000,000  units  (10  cc.  given  as 
one  5-cc.  dose  in  each  buttock).  Following  this 
dose,  penicillin  was  no  longer  detectable  in  the 
blood  on  the  third  day.  (This  is  in  contrast  to 
the  results  obtained  with  much  lower  doses  of 
preparations  containing  aluminum  monostearate, 
as  is  discussed  below.)  Much  beyond  this  dose, 
therapy  becomes  less  practical,  necessitating 
multiple  injections  or  a volume  of  fluid  large 
enough  to  cause  the  patient  considerable  dis- 
comfort when  injected  intramuscularly.  In  addi- 
tion, we  do  not  have  sufficient  data  as  yet,  rela- 
tive to  the  possible  adverse  effects  of  a high  ac- 
cumulation of  procaine  in  the  serum,  and  until 
this  is  available  it  is  inadvisable  to  go  any  higher 
in  dosage. 

Maximum  blood  levels  with  procaine  penicillin 
in  aqueous  and  oil  menstrua  are  reached  within 
one  to  two  hours.  However,  this  peak  is  much 
lower  than  is  observed  in  ten  or  fifteen  minutes 
after  a corresponding  dose  of  crystalline  peni- 
cillin G,  and  it  falls  off  at  a much  slower  rate. 
One  hour  after  an  intramuscular  injection  of 
300,000  units  of  crystalline  penicillin  G,  the  blood 
level  has  usually  dropped  to  the  level  observed, 
as  a rule,  twelve  hours  after  the  same  dose  of  pro- 
caine penicillin. 

The  procaine  penicillin  preparations  which  con- 
tain aluminum  monostearate  are  absorbed  still 
more  slowly  and  uniformly.  Consequently,  the 
peak  levels  are  even  lower,  but  the  maintenance 
of  an  effective  therapeutic  blood  level  is  consider- 
ably longer  (Fig.  1).  After  an  intramuscular  dose 
of  300,000  units  of  procaine  penicillin  (small  par- 
ticle) in  peanut  oil  with  2 per  cent  (weight/vol- 
ume)  aluminum  monostearate,  the  average  blood 
level  after  the  first  hour  is  0.25  unit,  compared 
with  1.46  units  produced  by  procaine  penicillin 
suspended  in  either  oil  or  aqueous  menstrua.  The 
level  does  not  drop  below  0.05  unit  for  at  least 
ninety-six  hours  in  the  vast  majority  of  cases,  and 
therapeutic  levels  of  this  range  are  frequently 
maintained  for  as  long  as  one  hundred  twenty 
hours.  Larger  doses  of  this  preparation  do  not 
produce  commensurately  greater  peak  levels  but 
provide  a relatively  constant  prolonged  level  at  a 
higher  plateau  over  the  course  of  at  least  four  or 
five  days.  Thus,  600,000  units  of  procaine  peni- 
cillin with  aluminum  monostearate  produce  a 
blood  level  of  0.35  unit  one  hour  after  intramuscu- 


lar injection,  and  a therapeutic  level  is  main- 
tained for  five  days  in  four  out  of  five  patients 
studied.  In  one  patient  given  an  injection  of 
3,000,000  units  (ten  times  the  usual  therapeutic 
dose),  the  blood  level  at  one  hour  was  raised  only 
to  1.3  units  (five  times  the  expected  level  from  an 
injection  of  300,000  units  of  the  same  prepara- 
tion). Seven  days  after  this  injection  the  patient 
still  had  a blood  level  of  0.1  unit.  This  same  pa- 
tient had  previously  been  studied  after  an  injec- 
tion of  3,000,000  units  of  procaine  penicillin  in 
aqueous  suspension  (see  above)  and  was  found  to 
have  much  higher  peak  levels  (5  units  in  one  hour) 
but  no  detectable  penicillin  blood  level  in  seventy- 
two  hours.  It  is,  therefore,  apparent  that  very  high 
blood  levels  are  not  easily  achieved  by  the  em- 
ployment of  procaine  penicillin  with  aluminum 
monostearate  but  that  the  levels  attained  can  be 
greatly  prolonged. 

It  is  of  interest  that  blood  levels  do  not  seem  to 
reflect  a cumulative  effect  when  the  intramuscular 
administration  of  procaine  penicillin  in  aqueous 
or  oil  suspension  is  repeated  daily  or  twice  a day. 
In  five  patients  receiving  between  300,000  and 
600,000  units  every  twelve  hours,  in  whom  blood 
levels  were  determined  at  twelve  hours  and  then 
every  twenty-four  hours  for  as  long  as  twenty- 
four  days,  a progressive  rise  beyond  the  initial 
twelve-hour  level  was  not  observed.  However, 
peak  levels  occurred  one  to  two  hours  after  each 
injection,  so  that  the  average  level  through  an 
entire  twenty-four-hour  period  was  higher  when 
the  injection  was  repeated  every  twelve  hours 
than  when  the  dose  was  given  once  a day.  The 
failure  to  achieve  a cumulative  increase  in  the 
twenty-four  hour  determination  during  succes- 
sive days  after  daily  intramuscular  injections  can 
also  be  observed  in  the  data  of  other  authors  who 
have  given  daily  injections  of  procaine  penicillin 
with  aluminum  monostearate,  in  spite  of  the  fact 
that  therapeutically  effective  blood  levels  persist 

PENICILLIN  BLOOD  levels  following  SINGLE  INTRAMUSCULAR 


2504 


STOLLERMAN,  ROSTON,  AND  TOHARSKY 


[N.  Y.  State  J.  M. 


ninety-six  hours  or  more  after  a single  dose.  This 
phenomenon  deserves  further  study  for  verifica- 
tion. 

While  our  data  on  pediatric  dosage  is  still  lim- 
ited, we  have  found  in  21  infants,  weighing  from 
5 to  25  pounds,  that  an  intramuscular  injection  of 

150,000  units  of  procaine  penicillin  in  aqueous  or 
oil  suspension  without  aluminum  monostearate 
provides  a therapeutically  adequate  blood  level 
at  twelve  hours  and  in  14  out  of  15  patients  at 
twenty-four  hours.  This  dosage  seems  to  be  well 
tolerated  by  infants. 

Recommendations  for  Penicillin  Therapy 
in  Hospital  Practice 

1.  Dosage  of  Procaine  Penicillin. — A daily  in- 
tramuscular injection  of  300,000  units  of  procaine 
penicillin  in  aqueous  or  oil  suspension  is  thera- 
peutically adequate  in  most  common  infections 
caused  by  organisms  which  are  penicillin-sensi- 
tive. For  organisms  which  are  only  moderately 
sensitive  to  penicillin  (coefficient  of  resistance  five 
or  more  times  that  of  the  standard  Staphylococcus 
aureus  H),  the  dose  should  be  600,000  units  once 
or  twice  a day.  Table  3 lists  these  organisms  and 
their  usual  in  vitro  sensitivity. 


TABLE  3. — Range  of  in  Vitro  Sensitivity  of  Bacteria 
to  Penicillin 


Bacteria 

Penicillin  Units 
per  cc.  of  Serum 

Staphylococcus  aureus 

0.02  -4.0 

Streptococcus  hemolyticus,  Group  A 
“Green  streptococci”  (viridans) 

0.01  -0.1 

0.02  -0.4 

Enterococci,  Group  D (Str.  fecalis) 

0.1  -7.4 

Neisseria  meningitidis 

0.02  -0.04 

Neisseria  gonorrhea 

0.01  -0.02 

Diplococcus  pneumoniae 

0.005-0.05 

When  using  procaine  penicillin  in  oil  with  alumi- 
num monostearate,  the  doses  may  be  spaced  sev- 
eral days  apart.  Studies  on  the  clinical  response 
to  various  doses  of  procaine  penicillin  with  alumi- 
num monostearate  administered  at  varying 
intervals  are  now  in  progress.  From  our  experi- 
ence to  date  it  would  appear  that  this  preparation* 
will  be  extremely  useful  for  the  treatment  of  infec- 
tions due  to  bacteria  with  a resistance  of  0.1  unit 
or  less,  since  injections  of  doses  up  to  3,000,000 
units  can  achieve  this  level  and  maintain  it  for 
practically  one  week.  For  the  present,  however, 
it  is  best  to  employ  a daily  dose  schedule  rather 
than  to  depend  upon  a single  intramuscular  injec- 
tion of  procaine  penicillin  with  or  without  alumi- 
num monostearate. 

2.  Identification  of  Bacterium  and  Determina- 
tion of  Its  Resistance  to  Penicillin. — Because  of  the 
consistent  predictability  of  adequate  therapeutic 
blood  levels  at  twenty-four  hours  after  the  intra- 
muscular injection  of  the  recommended  doses  of 
procaine  penicillin,  blood  level  determinations  are 
no  longer  necessary  as  a guide  to  treatment. 


However,  it  is  as  important  as  ever  to  identify  the 
bacterium  in  every  instance  of  infection  and  to 
determine  its  relative  resistance  to  penicillin  (or 
streptomycin),  so  that  an  adequate  daily  dose  of 
procaine  penicillin  may  be  given. 

3.  Administration—  Procaine  penicillin  in  a 
water  suspension  may  be  administered  by  nurses, 
but  they  should  be  instructed  to  shake  the  mix- 
ture thoroughly  and  then  to  administer  it 
promptly  so  as  to  avoid  clogging  of  the  needle. 
Procaine  penicillin  in  oil,  as  with  any  other  oil 
preparation  is  best  administered  by  a physician 
because  of  the  remote  danger  of  oil  embolism.  To 
economize  on  labor,  it  is  desirable  to  make  all  in- 
jections of  procaine  penicillin  on  a ward  at  one 
time  of  the  day. 

4 ■ Therapeutic  Response. — The  therapeutic 
response  to  penicillin  in  vivo  does  not  always 
parallel  the  in  vitro  sensitivity  of  the  organism.11 
Also,  successful  treatment  is  not  always  depend- 
ent on  the  maintenance  of  a constant  blood  level 
at  a range  which  is  usually  curative  for  most 
organisms  of  the  same  relative  sensitivity.  It  is, 
therefore,  also  necessary  to  evaluate  the  dosage 
in  each  patient  on  the  basis  of  clinical  response. 

•5.  Single  Dose  Therapy. — Twenty-three  cases 
of  bacterial  pneumonia  have  been  treated  by 
Boger  and  his  associates  with  a single  intramus- 
cular dose  of  procaine  penicillin  in  oil.4  Eleven 
cases  received  300,000  units,  and  12  cases  received 

600,000  units  in  one  injection.  While  a surpris- 
ingly high  number  of  excellent  clinical  responses 
occurred,  there  were  several  relapses  in  each 
series. 

6.  Syphilis  and  Gonorrhea.— The  treatment 
schedule  with  procaine  penicillin  in  certain  infec- 
tions, such  as  syphilis,  has  not  yet  been  deter- 
mined definitely.  In  primary  and  early  secondary 
syphilis,  300,000  units  of  procaine  penicillin  in 
water  or  oil  suspension  daily  for  ten  days  or  300,- 
000  units  of  procaine  penicillin  with  aluminum 
monostearate  every  other  day  for  the  same  period 
would  seem  to  be  adequate  for  most  cases.  For 
late  secondary  and  tertiary  syphilis  and  for  cere- 
brospinal lues,  more  prolonged  or  repeated  sched- 
ules of  therapy  may  be  required.  A single  injec- 
tion of  300,000  units  of  procaine  penicillin  with  or 
without  aluminum  monostearate  should  be  ade- 
quate for  the  cure  of  gonorrhea. 

7.  Subacute  Bacterial  Endocarditis. — Subacute 
bacterial  endocarditis,  when  due  to  susceptible 
organisms  of  average  penicillin  resistance  (one  to 
three  times  the  resistance  of  the  standard  strain  of 
Staphylococcus  aureus  H),  can  be  treated  with 

600,000  units  of  procaine  penicillin  given  once 
daily  for  six  to  eight  weeks.  For  endocardial  in- 
fections due  to  bacteria  with  a penicillin  resistance 
five  or  more  times  that  of  the  standard  strain  of 
Staphylococcus  aureus  H,  this  dose  should  be  re- 
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peated  twice  a day  for  six  to  eight  weeks.  It  is  im- 
portant to  emphasize  that  the  duration  of  treat- 
ment cannot  be  shortened  by  increasing  the  dos- 
age. KingefaZ.havegivenmassivedosesof  crystal- 
line penicillin  G,  14,000,000  units  a day  (1,000,000 
units  intravenously  every  hour  for  ten  hours  and 
1,000,000  units  intramuscularly  four  times  a day), 
and  have  administered  4 Gm.  of  caronamide  every 
four  hours  during  this  period  to  retard  renal  ex- 
cretion of  penicillin.  In  spite  of  blood  levels  of 
5 to  460  units  during  this  period,  we  failed  to  cure 
seven  out  of  eight  cases  of  subacute  bacterial 
endocarditis  due  to  penicillin  sensitive  strains  of 
Streptococcus  viridans.  Four  of  the  seven  cases 
that  relapsed  on  this  regimen  of  massive  therapy 
were  subsequently  cured  by  a second  course  of 
treatment  over  a longer  period  of  time  (six  to 
eight  weeks)  with  much  smaller  doses  (100,000 
units  of  crystalline  penicillin  G every  three  hours 
or  450,000  to  600,000  units  of  procaine  pencillin 
twice  a day).  Of  the  three  remaining  cases,  two 
are  still  under  treatment,  and  one  died  of  cardiac 
failure  with  active  endocardial  infection  still 
present.12 

Procaine  penicillin  with  aluminum  monostear- 
ate will  undoubtedly  find  use  in  the  therapy  of 
this  disease,  as  blood  levels  are  prolonged  for 
several  days,  within  the  therapeutic  range  for  the 
usual  strain  of  Streptococcus  viridans,  following  a 
single  intramuscular  injection.  However,  it 
should  be  emphasized  that  this  preparation  may 
have  limitations  in  that  blood  levels,  although 
more  prolonged,  do  not  show  the  peaks  observed 
following  injections  with  crystalline  penicillin  G 
and  to  a lesser  extent  following  injections  with 
procaine  penicillin  in  water  or  oil  menstrua.  It 
has  been  emphasized  that  these  “peaks,”  espe- 
cially as  obtained  with  “booster”  doses  of  peni- 
cillin, may  assume  importance  when  dealing  with 
deep-seated  foci  of  infection.13 

8.  Prophylaxis. — For  the  prevention  of  infec- 
tion at  the  time  of  surgical  operations,  tonsillec- 
tomies, and  dental  extractions,  an  injection  of 
300,000  units  of  procaine  penicillin  once  a day  for 
one  or  more  days  is  adequate. 

9.  Crystalline  Penicillin  Versus  Procaine  Peni- 
cillin.— There  are  now  relatively  few  indications 
for  the  use  of  crystalline  penicillin  G.  In  rare 
cases  where  sensitivity  may  develop  to  procaine, 
the  usual  intermittent  intramuscular  injections  of 
crystalline  penicillin  every  three  hours  around  the 
clock  are  indicated.  In  infections  due  to  highly 
resistant  organisms,  with  a coefficient  greater 
than  20  times  the  resistance  of  the  standard 
organism,  it  is  probably  safer  to  use  crystalline 


The  number  of  people  over  forty  developing  tuber- 
culosis, having  had  a recent  normal  chest  film,  indi- 


penicillin by  intramuscular  or  intravenous  doses 
to  maintain  the  desired  blood  level  and  to  secure 
extraordinary  high  peaks  of  blood  level  repeatedly 
during  the  day.  At  least  until  further  experience 
is  available  concerning  the  possible  toxic  effects  of 
procaine  liberated  from  large  doses  of  procaine 
penicillin,  this  should  be  the  method  of  choice. 
The  desired  intramuscular  dose  of  crystalline 
penicillin  may  be  determined  by  reference  to  the 
tables  for  serum  concentrations  following  various 
doses  which  have  been  published.10-13  In  over- 
whelming infections  an  initial  “booster”  dose  may 
be  given  intramuscularly  or  intravenously  at  the 
time  procaine  penicillin  treatment  is  started  so 
that  a high  blood  level  may  be  achieved  immedi- 
ately. Such  “booster”  doses  of  crystalline  peni- 
cillin may  be  repeated  advantageously  twice  a day 
if  the  organisms  are  relatively  resistant  or  if  pene- 
tration into  dense  foci  of  infection  is  required. 

There  is  evidence  that  procaine  may  inhibit  the 
action  of  sulfonamides  in  infections.14  Studies 
are  in  progress  to  determine  whether  sufficient 
procaine  is  liberated  from  procaine  penicillin  to 
produce  this  effect.  Until  this  is  definitely 
known,  crystalline  penicillin  is  to  be  preferred  in. 
infections  in  which  simultaneous  treatment  with 
sulfonamides  is  indicated. 

Crystalline  penicillin  is,  of  course,  required  for 
the  preparation  of  solutions  for  topical  applica- 
tion, intrathecal,  intrapleural,  intra-abdominal, 
intra-articular,  intratracheal,  and  antral  instilla- 
tions; in  the  preparation  of  aerosols,  and  in  oral 
preparations. 


References 


1.  Romanskv,  M.  .1.,  and  Rittman,  E.  E.:  New  England1 
.1.  Med.  233:  577  (1945). 

2.  Sullivan,  N.  P.,  Syinmes,  A.  T.,  Miller,  H.  C.,  and 
Rhodeshamel,  H.  W.,  Jr.:  Science  107:  169  (Feb.  13)  1948. 

3.  Herrell,  W.  E.,  Nichols,  O.  P„  and  Heilman,  F.  R.: 
Proc.  Staff  Meet.,  Mayo  Clin.  22:  567  (Dec.  10)  1947. 

4.  Roger,  W.  P.,  Gritt,  J.  E.,  Israel,  H.  L.,  and  Flippin, 

II.  F. : Am.  J.  M.  Sc.  215:  250  (Mar.)  1948. 

5.  Thomas,  E.  W.,  Lyons,  R.  H.,  Romansky,  M.  J., 
Rein,  C.  II.,  and  Kitchen,  D.  K.:  J.A.M.A.  137:  loi7  (Aug. 
21)  1948. 

6.  Landau,  David:  Personal  communication  to  the 

authors. 

7.  Bondy,  P.  K..  and  Sheldon,  W.  H.:  Proc.  Am.  Fed- 
eration Clin.  Research  3:  26  (1947). 

8.  King,  F.  II.,  Schneierson,  S.  S.,  Sussman,  M.  L., 
Janowitz,  H.  D.,  and  Blum,  L.:  Proc.  Soc.  Exper.  Biol.  & 
Med.  66:  548  (1947). 

9.  Hewitt,  W.  L.,  Whittlesey,  P..  and  Keefer,  C.  S.: 
New  England  J.  Med.  239:  286  (Aug.  19)  1948. 

10.  Tucker,  H.  A.,  and  Eagle,  H.:  Am.  J.  Med.  4:  343 
(1948). 

11.  MacLeod,  C.  M.,  and  Stone,  E.  R.:  Bull.  New  York 

Acad.  Med.  21:  375  (1945).  r „ r 

12.  King,  F.  H.,  Schneierson,  S.  S.,  Sussman, _M.  L. .Jano- 
witz, II.  D.,  and  Stollcrman,  G.  H.:  J.  Mt.  Sinai  Hosp.  To 
be  published. 

13  Gerber,  I.  E.,  Shwartzman,  G.,  and  Baehr,  G.: 
J.A.M.A.  130:761  (Mar.  23)  1946.  r _ 

14.  Peterson.  O.  L.,  and  Finland,  M.:  Am.  J.  M.  Sc.. 
207:  166  (Feb.)  1944. 


cates  that  no  age  is  immune  from  tuberculosis. — 
Exchange 


ELUSIVE  MENTAL  CASES 

The  Epileptic  Personality 

B.  Liber,  M.D.,  F.A.P.A.,  New  York  City 

{From  the  Mental  Hygiene  Clinic,  New  York  Polyclinic  Hospital) 


Sometimes  it  is  difficult  to  know  which 

condition  is  the  cause  and  which  the  effect 
of  an  illness. 

Epilepsy  is  supposed  to  be  characterized  not 
only  by  the  well-known  specific  seizures  but 
also  by  a peculiar  epileptic  mentality,  consisting 
of  a tendency  to  seclusiveness,  irritability,  exces- 
sive sensitivity,  to  being  temperamental,  and  to  a 
great  difficulty  for  the  patient  to  adjust  himself 
socially.  This  mental  state  is  called  the  epileptic 
disposition  or  the  epileptic  personality.  How- 
ever, from  the  psychiatric  point  of  view  it  is 
often  impossible  to  determine  whether  the 
character  of  these  patients  is  an  inherent  and 
inseparable  part  of  their  disease,  one  of  its 
symptoms,  a concomitant  mental  state  without 
which  this  illness  would  not  exist,  or  a conse- 
quence of  the  convulsive  attacks  and  the  mal- 
adjustment created  by  them.  In  the  trivial 
cases,  we  are  rather  inclined  to  the  latter  con- 
clusion. 

Two  unrelated  young  men  of  approximately 
the  same  age,  about  twenty-four,  seemed  to  be 
normal.  The  groups  in  which  they  mingled 
regarded  them  as  “healthy  guys”  who  happened  to 
be  “funny.”  (“There  is  nothing  the  matter  with 
them,  except  they  are  queer”.)  Nor  did  the 
average  physician  find  anything  out  of  the 
ordinary  in  them  unless  he  was  told  of  their 
fits.  They  were  accepted  for  the  military  service 
and  served  a short  time,  both  being  incapacitated 
by  small  but  temporarily  disabling  wounds. 
There  was  no  war  neurosis. 

At  about  the  age  of  ten  or  twelve  they  began 
to  suffer  from  minor  lapses  of  consciousness  of 
short  duration  and  at  irregular  intervals.  The 
patients  were  aware  of  the  attacks  only  after 
observers  reported  them.  If  spasms  or  con- 
vulsions occurred,  they  were  not  noticed  by  any 
members  of  the  respective  families. 

From  time  to  time  other  forms  of  the  disorder, 
epileptoid  absences  or  epileptic  equivalents, 
seemed  to  thrust  themselves  into  the  memory 
or  consciousness  of  these  patients  or  were 
mentally  reconstructed,  more  by  logical  reasoning 
than  by  actual  knowledge.  Some  authors  call 
such  states  oneiric  or  oneiroid — brief  waking 
dreams,  as  it  were.  Others  regard  them  as 
crepuscular  or  twilight  conditions,  but  to  this 
observer  they  appear  to  be  completely  empty 
and  to  contain  none  of  the  dream  elements  and 


no  mental  experiences.  The  impression  is  that 
of  a total  blankness,  a momentary  but  real 
abstraction  and  withdrawal  of  the  mind  from 
any  fact,  person,  or  object,  or  perhaps  even  the 
nonexistence  of  mind. 

For  instance,  during  a conversation,  there 
would  be  a short  interruption  and  then  a correct 
continuation  of  the  speech.  Perhaps  only  one 
or  two  words  were  omitted,  but  they  were  not 
missed  by  the  interlocutor,  who  probably  under- 
stood the  whole  sentence  and  was  hardly  aware 
of  the  phenomenon.  Nor  did  any  change  of  the 
body  position  take  place.  On  the  contrary,  in 
the  critical  moment  the  patient  was  motionless, 
and  his  eyes  showed  a glassy  gaze  or  stared 
fixedly  into  space  until  familiar  gesticulations 
and  sounds  returned. 

Many  of  the  more  outstanding  attacks  of  un- 
consciousness were  of  the  nocturnal  type.  They 
were  often  observed  by  the  parents  because  the 
patients  would  awaken  worn  and  haggard,  with 
no  understanding  of  where  they  were.  One  of 
the  men,  in  addition  to  the  many  petit  mal  fits, 
had  twice  had  typical  grand  mal  seizures,  con- 
firmed by  a good  description  made  by  an  in- 
telligent and  reliable  informant. 

These  patients  with  an  externally  normal 
appearance  were  not  always  slow  or  mentally 
deteriorated,  as  they  are  sometimes  described 
by  other  observers.  Up  to  the  age  of  sixteen  or 
seventeen  they  were  bright  and  wide  awake, 
interested  in  their  surroundings,  and  full  of 
hope  for  their  own  futures.  About  that  time  a 
change  gradually  developed,  but  it  was  not  a 
lowering  of  their  intelligence.  On  the  contrary, 
the  keener  they  became,  the  more  they  were 
convinced  that  they  were  fighting  a losing  battle. 

Fighting?  For  a long  time,  they  were  unaware 
of  any  hostility  anywhere.  They  had  both  been 
excellent  students  in  high  school,  although  they 
had  instinctively  avoided  the  sports  and  the 
games.  A mental  depression  appeared,  and 
both  boys  tried  to  drown  it  or  cover  it  up  with 
new  activities,  each  in  a different  manner.  They 
vaguely  felt  some  social  obstacles  in  their  way. 
X began  to  drink  and  to  make  merry  with  other 
young  men — never  with  women.  Y plunged 
into  reading — usually  abstruse  philosophic  and 
mathematical  works.  The  latter  grew  indifferent 
to  sex  and  uninterested  in  any  gainful  occupation. 
Secretly,  the  former  burned  with  a passion  for 
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girls,  and,  contrary  to  the  impression  one  may 
have  had  from  the  circle  with  which  he  associated 
in  his  spare  time,  he  was  averse  to  homosexualism. 
In  fact,  he  wras  a woman’s  man,  but  he  was  afraid 
of  the  female  sex.  Being  conscious  of  his  con- 
dition, he  was  timid. 

And  now,  something  else  happened.  He  who 
had  masturbated  from  time  to  time  in  a fully 
conscious  state  began  to  do  so  several  times  a 
day  and  furiously.  Moreover,  intimate  wit- 
nesses assured  us  that  of  late  he  regularly  abused 
himself  while  under  his  epileptic  fit,  and  as  the 
spell  was  usually  extremely  short,  his  sexual 
misuse  of  himself  was  mostly  abortive.  This 
might  have  suggested  another  diagnosis  in  his 
case:  perhaps  his  attacks  were  of  a hysteric 
instead  of  an  epileptic  nature,  but  in  view  of  his 
past  history  and  of  the  findings  of  an  electro- 
encephalographic  examination,  his  malady  had 
to  be  classified*  in  the  previously  accepted 
category. 

He  was  a jeweler  but  refused  to  work  at  his 
trade  in  a shop  where,  he  believed,  others  might 
watch  him  and  perhaps  discover  his  attacks, 
which,  by  the  way,  had  never  been  seen  by  any- 
body outside  his  family.  He  was  satisfied  with 
an  easy  laboring  job,  performed  at  night,  when, 
as  he  said,  there  were  but  few  people  around. 

As  to  Y,  his  complex  forced  him  into  a bolder 
quasiparanoic  state.  He  suspected  people  of 
suspecting  his  trouble.  He  was  sure  to  fail  at 
anything  that  he  might  undertake.  He  could 
have  functioned  as  a fine  draftsman,  as  he  had 
done  before  he  lost  confidence  in  himself.  As 
long  as  his  parents  were  willing  to  feed  him,  he 
preferred  not  to  leave  the  house. 

Several  physicians  had  tried  their  hands  in 
both  these  cases.  The  ketogenic  diet,  low  carbo- 
hydrate and  high  fat  intake,  bromides,  pheno- 


barbital,  and  dilantin  sodium,  had  not  been 
successful.  Tridione  seems  to  have  some  favor- 
able effect  on  the  elusive  spells,  but  it  is  too  early 
to  be  certain.  At  any  rate,  it  is  no  more  a real 
cure  than  any  of  the  drugs  that  have  been  used 
in  the  various  epileptic  forms  for  centuries. 

In  a third  and  similar  case,  the  patient  was 
saturated  and  mentally  confused  through  over- 
doses of  the  usual  medication.  The  removal  of 
all  the  drugs  had  the  effect  of  bringing  back  the 
petit  mal  attacks  more  frequently,  but  the  mind 
cleared  up  beautifully,  while  the  thinking  process 
improved  greatly. 

A fourth  man  was  mistakenly  placed  at  Craig 
Colony,  a New  York  State  hospital  for  the  more 
advanced  and  somewhat  degenerated  mental 
cases.  He  became  discouraged  and  unhappy  in 
that  environment  and  broke  down  mentally. 
His  symptoms,  those  of  a manic  depressive 
psychosis,  depressed  type,  disappeared  after  his 
release  from  the  institution.  There  was  no  sign 
of  this  condition  before  his  admission,  and  after 
his  return  home,  he  was  soon  rehabilitated  and 
resumed  a useful  life. 

The  fact  to  be  emphasized  in  these  extremely 
light  cases  and  in  many  others  seen  by  this  writer 
is  that  none  of  them  presented  a real  and  demon- 
strable “epileptic  personality.”  Whenever  a 
complicating  mental  disturbance  occurred,  it  was 
rather  of  the  irregular  behavior  type  and  was 
induced  by  the  circumstances  of  the  ailment  and 
by  the  patients’  awrareness  of  it.  The  mental 
problem  was  always  secondary  to  the  seizures 
and  to  the  feeling  of  inferiority  created  by  them. 
The  mechanism  resembled  other  frustrations  of  a 
more  or  less  serious  nature.  Psychotherapy  was 
invariably  helpful  as  far  as  the  mental  disorder 
was  concerned. 

65  Wtest  95th  Street 
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te  SURGEONS  PRAISE  BONE  BANK 

The  fact  that  bone  may  be  preserved  in  a frozen 
?v  1 state  for  weeks  and  is  of  definite  value  in  bone-graft- 
tie  ing  operations  has  been  acclaimed  by  Leonard  F. 
1(j  I Bush,  M.D.,  of  Danville,  Pennsylvania,  and  C.  Zent 
i Garber,  M.D.,  of  New  York,  in  a recent  issue  of  the 
Journal  of  the  American  Medical  Association. 
ey  j The  doctors  first  experimented  successfully  on 
iy,  large  chinchilla  rabbits,  using  bone  which  had  been 
jjf  kept  in  a deep  freeze  cabinet  at  minus  20  to  30  C.  for 
: I as  long  as  84  days.  With  no  complications  in  these 
operations,  they  attempted  using  it  in  human  pa- 
llid tients. 

ent  . For  comparative  purposes,  they  used  outside  bone 
oD  in  operations  on  104  patients  under  three  different 
methods.  Twenty-four  of  these  operations  were  by 
direct  transfer  from  the  donor  to  the  patient;  in  37 


cases,  the  bone  was  kept  under  refrigeration  at  plus 
2 to  plus  5 C.;  and  in  43  of  the  operations,  the  bone 
had  been  stored  in  a deep  freezer.  There  were  only 
four  complications  in  all  104  cases. 

The  surgeons  pointed  out  that  the  possibility  of 
having  a large  supply  of  frozen  bone  available  might 
be  an  important  aid  in  many  operations.  It  was 
pointed  out  that,  while  a bone  bank  on  a small  scale 
is  desirable  in  every  hospital  which  has  an  active 
bone  and  joint  service,  there  are  great  possibilities 
for  further  development  of  large  bone  banks,  to 
supply  the  needs  of  surgeons  in  each  community  for 
bone  transplants  of  every  size  and  description.  So 
bone  banks  may  soon  be  joining  eye  banks  in  the 
reserves  w'hich  medical  science  is  setting  up  to  pro- 
tect the  health  of  all. 


ABSTRACT  OF  MINUTES  OF  THE  COUNCIL  OF  THE  MEDICAL  SOCIETY  OF 

THE  STATE  OF  NEW  YORK 


A T ITS  meeting  on  September  9,  1948,  the  Council 
considered  the  following  matters,  taking  action 
as  indicated. 

Secretary’s  Report 

Remission  of  Assessments. — Remission  of  annual 
assessments  was  voted  on  account  of  service  with  the 
armed  forces  for  one  member  for  1948;  39  for  1947; 
2 for  1945;  2 for  1944;  1 for  1943,  and  1 for  1942. 
On  account  of  illness  the  1948  assessment  for  the 
following  members  was  remitted : Bronx,  Benjamin 
Posinka;  New  York,  Herbert  S.  Pierson,  and  Arthur 
A.  Sachs;  Queens,  Abraham  L.  Framer. 

The  remission  of  dues  for  one  member  for  1947  and 
one  for  1948  was  authorized. 

Communications. — 1.  Invitation  from  Hobart  and 
William  Smith  Colleges,  Geneva,  New  York,  to  send 
representatives  to  the  formal  inauguration  of  Alan 
Willard  Brown  as  president  of  the  Colleges. 

It  was  voted  that  the  Council  request  Dr.  Simpson 
to  represent  the  State  Society  at  this  convoca- 
tion. 

2.  Letter  from  Mr.  John  W.  Brownlee,  executive 
secretary  of  the  Vermont  State  Medical  Society,  in- 
viting representation  at  annual  meeting,  September 
15  to  17, 1948,  at  Burlington,  Vermont. 

It  was  voted  that,  the  Council  request  the  president 
to  nominate  representatives  to  attend  the  annual 
meeting  of  the  Vermont  State  Medical  Society, 
and  also  if  and  when  he  should  receive  invitations 
from  Pennsylvania,  Connecticut,  and  New  Jersey, 
that  either  he  attend  or  select  representatives  from 
the  State  Society  for  the  respective  annual  meet- 
ings. 

3.  Letter  from  Mr.  Garland  H.  Williams,  dis- 
trict supervisor,  Treasury  Department,  Bureau  of 
Narcotics,  under  date  of  July  22,  1948,  to  Dr.  Louis 
H.  Bauer,  re  bill  to  provide  for  the  forced  institu- 
tional treatment  of  narcotic  addicts. 

It  was  voted  to  refer  this  to  the  Legislative  Com- 
mittee. 

4.  Letter  from  a member,  requesting  that  he  be 
allowed  to  pay  the  War  Memorial  assessment  some 
time  next  year. 

It  was  voted  to  refer  this  to  the  local  county  so- 
ciety with  request  to  report  back  to  the  Council. 

5.  Letter  from  the  Medical  Society  of  the 
County  of  Queens  inquiring:  (1)  if  a member  who  is 
elected  after  October  1,  1948,  whose  dues  are 
credited  to  1949  is  subject  to  payment  of  War 
Memorial  assessment;  (2)  if  members  are  exempt 
from  payment  of  dues  because  of  illness,  and  (3)  if 
retired  members  are  exempt  from  payment  of  dues. 

The  latter  two  questions  have  been  answered  by 
custom;  regular  members  may  be  exempted  from 
payment  of  the  State  Society  annual  assessment  be- 
cause of  illness,  by  vote  of  the  Council  when 
recommended  by  a county  society,  and  retired 
members  pay  no  dues  or  assessments. 

It  was  voted  that  a member  elected  after  October  1, 
1948,  be  not  subject  to  the  payment  of  the  War 
Memorial  assessment. 

0.  Letter  from  Dr.  Frederic  E.  Elliott,  director  of 
Medical  Services,  United  Medical  Service,  under 
date  of  September  3,  1948,  to  Dr.  Anderton  as  fol- 
lows: 


During  the  past  four  years  the  operation  of  United 
Medical  Service,  the  Doctors’  Plan,  has  increasingly 
demonstrated  the  need  for  a more  complete  schedule  of 
allowances.  UMS  now  proposes  to  gather  and  integrate 
opinions  of  practicing  physicians  upon  a scale  sufficiently 
broad  to  insure  balanced  judgment  as  to  the  value  of  the 
various  items  of  such  a schedule. 

It  is  suggested  that  a committee  of  about  1,000  physicians 
be  constituted:  the  work  of  this  committee  to  be  carried 
on  by  mail.  Questionnaires  will  be  prepared  and  mailed 
to  each  member;  replies  will  be  tabulated  and  the  results 
reported,  and  repeated  questionnaires  based  upon  ac- 
cumulating opinions  will  be  continued  until  reasonable 
agreement  has  been  attained. 

It  is  believed  that  such  a free  exchange  of  opinions  wall 
lead  ultimately  to  a most  equitable  schedule  of  allowances — 
a vital  need  to  assure  success  of  voluntary  prepaid  medical 
plans. 

Therefore,  UMS  is  requesting  officers  of  each  medical 
organization  within  its  territory  to  suggest  names  of 
colleagues  who  are  qualified  by  seasoned  experience  in 
medical  practice  and  who  may  be  expected  to  cooperate  in 
this  endeavor.  Participation  by  these  physicians  will  not 
involve  or  imply  commitment  of  your  society.  It  is 
clearly  understood  that  your  action  in  facilitating  this 
study  is  unofficial. 

Your  cooperation  will  be  appreciated.  We  suggest  that 
you  give  us  the  names  of  ten  members  of  your  organization. 

After  discussion  it  was  voted  to  request  Dr.  Ander- 
ton to  send  ten  names  of  members  of  the  State 
Society  as  requested  by  Dr.  Elliott. 

7.  Letter  from  Mr.  Algo  D.  Henderson,  associate 
commissioner,  New  York  State  Department  of 
Education,  under  date  of  June  21,  1948,  to  Dr. 
Anderton,  as  follows: 

Commissioner  Spaulding  referred  to  me  your  letter  of 
June  9,  and  I have  subsequently  been  studying  the  question 
raised  by  you. 

The  policy  as  quoted  in  your  letter  is  the  one  now  being 
followed  by  the  Department,  the  authorization  of  the  ] 
policy  being  Section  51  of  the  Education  Law.  It  has  been  j 
the  belief  of  the  Department  that  the  work  required  in  Euro- 
pean medical  schools  prior  to  1914  was  the  full  equivalent 
of  that  required  previous  to  that  date  in  New  York  State.  ( 
Subdivision  3 of  Section  51  of  the  Education  Law  author- 
izes the  indorsement  of  licenses  which  meet  the  provisions 
of  this  law. 

Your  letter,  copy  of  which  was  sent  to  Chancellor  Wallin, 
served  the  purpose  of  bringing  the  subject  to  the  attention 
of  the  Regents,  and  they  are  now  again  studying  the 
policy  to  see  whether  it  should  remain  or  should  be  changed 
in  some  respect. 

8.  Letter  from  Dr.  Jonas  Borak,  667  Madison 
Avenue,  New  York  City,  under  date  of  September  1, 
1948,  addressed  to  Dr.  Simpson,  requesting  to 
appear  before  the  Council  to  ask  for  a revision  of  the 
decision  of  the  Malpractice  Insurance  and  Defense 
Board  not  to  grant  him  malpractice  defense  in- 
surance. 

After  discussion  it  was  voted  that  he  be  accorded 
the  privilege  of  appearing  before  the  Council,  at 
10:00  a.m.,  October  14,  1948. 

9.  Dr.  Anderton  reported  he  had  received  a 
letter  from  Dr.  F.  M.  Conway  of  the  Medical  Prac- 
tice Committee  of  the  New  York  State  Workmen’s 
Compensation  Board.  Shortly  after  the  Workmen’s 
Compensation  Minimum  Fee  Schedule  was  finished, 
it  was  felt  that  it  would  be  wise  to  have  revisions  of 
the  Workmen’s  Compensation  Minimum  Fee 
Schedule  more  frequently  than  formerly,  and  it  was 
thought  that  perhaps  some  economic  yardstick 
could  be  found  for  the  Workmen’s  Compensation 
Minimum  Fee  Schedule  which  would  change  fees 
with  swings  in  the  surrounding  economy.  With  that 
in  view  Dr.  Anderton  wrote  Dr.  Frank  G.  Dickinson, 
Director  of  the  Bureau  of  Medical  Economic  Re- 
search of  the  American  Medical  Association.  He 
received  from  Dr.  Dickinson  a learned  reply,  which 
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he  referred  to  Dr.  Van  Etten,  and  received  a 
courteous  reply  without  any  comment.  Then  he 
sent  it  to  Dr.  Conway  who  was  interested  and 
thought  perhaps  the  State  Medical  Society  would 
care  to  have  the  problem  explored. 

It  was  voted  that  the  Council  refer  the  matter  of 
future  changes  in  the  Workmen’s  Compensation 
Minimum  Fee  Schedule  to  the  Workmen’s  Com- 
pensation Bureau  with  the  hope  that  a yardstick 
will  be  evolved. 

Meetings. — Since  the  June  meeting  of  the  Council, 
your  Secretary  has  endeavored  to  perform  his  duties 
as  specified  by  the  Constitution  and  Bylaws.  He  has 
notified  members  of  your  committees  and  subcom- 
mittees of  their  appointments.  He  has  answered 
correspondence  and  has  attended  three  meetings 
outside  New  York  City,  the  American  Medical 
Association  House  of.  Delegates  in  Chicago,  the 
Annual  Meeting  of  New  York  State  Health  Officers 
at  Saratoga,  and  a meeting  of  the  Blood  Bank  Sub- 
committee of  the  Public  Health  and  Education 
Committee  in  Albany. 

The  August  9,  1948,  Secretary’s  Letter  from  Dr. 
George  F.  Lull,  Secretary  and  General  Manager  of 
the  American  Medical  Association,  states  in  part: 

Change  Method  of  Selecting  General  Practitioner 

With  more  and  more  attention  being  directed  to  the 
second  annual  A.M.A.  Interim  meeting  to  be  held  in  St. 
Louis,  November  30  to  December  3,  1948,  attention  is 
called  to  the  resolution  adopted  by  the  House  of  Delegates 
at  the  Chicago  session  in  June,  changing  the  method  of 
selecting  the  outstanding  general  practitioner  of  the  year. 
The  selection  is  made  at  the  Interim  Session. 

The  resolution,  which  was  introduced  by  Dr.  E.  S.  Hamil- 
ton in  behalf  of  the  Illinois  State  Medical  Society,  set  out 
that  the  first  award  was  made  at  the  A.M.A.  meeting  in 
Cleveland  last  January,  but  was  "marred  by  confusion  and 
misunderstanding.”  The  resolution  said  it  was  desirable  to 
set  up  some  definite  procedure  for  the  selection  of  the 
A.M.A.  general  practitioner  of  the  year,  recommending 
that  the  selection  originate  at  the  county  society  level  and 
proceed  through  state  organizations  so  that  local  or  state 
groups  and  individuals  may  pay  tribute  to  the  family 
, physician  of  their  choice. 

The  resolution  set  in  operation  the  following  plan: 

1.  Each  county  medical  society  shall  be  urged  to  name 
the  candidate  of  its  choice  as  the  outstanding  general 
practitioner  for  the  year  within  its  jurisdiction,  basing  its 
selection  on  nominations  and  recommendations  from  any 
responsible  source,  lay  or  professional. 

2.  The  name  of  each  candidate  so  chosen  by  a county 
medical  society  with  all  pertinent  data,  including  recom- 
mendations of  lay  groups  and  individuals,  shall  be  sub- 
mitted by  the  county  medical  society  to  the  state  medical 
society  of  which  it  is  a component  part. 

3.  Each  state  medical  society,  through  whatever 
agency  each  may  designate,  shall  select  from  among  the 
candidates  submitted  by  its  component  county  medical 
societies  one  name  to  be  declared  the  outstanding  general 
practitioner  within  the  state. 

4.  The  candidate  so  selected  at  the  state  level  shall  be 
the  sole  candidate  from  that  state,  and  his  or  her  name, 
with  all  pertinent  supporting  data,  shall  be  submitted  to 
the  Board  of  Trustees  of  the  American  Medical  Association. 

5.  The  Board  of  Trustees  shall  select  from  the  names 
submitted  by  state  societies  the  names  of  three  persons, 
these  names  to  be  submitted  in  turn  to  this  House  of  Dele- 
gates, which  shall  select  one  name  to  be  declared  the  out- 
standing general  practitioner  of  the  United  States  for  the 
year. 

6.  Any  state  medical  society  desiring  to  do  so  may 
establish  and  confer  a suitable  award,  with  fitting  public 
ceremony,  on  the  physician  it  has  named  as  the  outstanding 
general  practitioner  of  that  state  for  the  year. 

It  is  respectfully  suggested  that  this  matter  be  re- 
ferred to  the  Medical  Service  Committee  consisting 
of  Dr.  Harry  Aranow,  chairman,  Dr.  Carlton  E. 
Wertz,  and  Dr.  Laurance  D.  Iiedway. 

In  accepting  the  Report  of  Reference  Committee 
on  Report  of  Council,  Part  X:  Workmen’s  Com- 
pensation, the  House  of  Delegates  recommended 
approval  in  part  as  follows: 


We  believe  that  the  fees  as  promulgated  on 
June  1,  1947,  are  inadequate  in  view  of  the  present 
increased  costs  of  living  and  of  conducting  medi- 
cal practice.  We,  therefore,  recommend  that  the 
Chairman  of  the  Workmen’s  Compensation 
Board  arrange  for  a yearly  consideration  and  re- 
view of  the  fee  schedule  to  bring  it  in  line  with  the 
prevailing  rates  for  medical  service  throughout  the 
State  of  New  York. 

The  Secretary  takes  the  liberty  to  recommend  that 
the  Council  request  the  Workmen’s  Compensation 
Committee  to  take  cognizance  of  this  action  of  the 
House  of  Delegates. 

It  was  voted  that  the  report  be  accepted  and 
recommendations  adopted. 

Dr.  Anderton  presented  the  following  supple- 
mentary report,  which  was  adopted : 

The  Secretary  absented  himself  from  the  office  for 
two  weeks  commencing  Monday,  August  16,  with 
the  exception  of  one  day.  On  August  17  he  at- 
tended part  of  the  Convention  of  the  Disabled 
Veterans  Association  and  conferred  with  Dr.  Clayton 
Wood,  medical  director.  Dr.  Wood  agreed  to  in- 
clude in  his  speech  to  the  Association  the  fact  that 
practicing  physicians  are  eligible  to  care  for  service- 
connected  disabilities  when  veterans  insist. 

The  schedule  of  district  branch  meetings  has  been 
completed,  thanks  to  Dr.  Hannon.  They  will  be 
held  according  to  the  schedule  published  in  the  New 
York  State  Journal  of  Medicine,  August  15. 

Also  your  Secretary  attended  a meeting  at  the 
Grand  Central  Palace  last  week  called  by  the  Mayor 
and  Mr.  Grover  Whalen  in  regard  to  public  education 
about  atomic  energy.  In  that  connection  it  gives 
me  pleasure  to  commend  very  highly  to  you  the 
exhibition  now  on  the  fourth  floor  of  Grand  Central 
Palace  which  portrays  the  theory  of  atomic  energy 
in  a very  understandable  way.  The  Westinghouse 
Electric  Company  has  a ten-minute  lecture  at  half 
past  every  hour  during  the  day,  and  it  is  worthwhile 
going  to  the  fourth  floor  to  hear. 

It  gives  me  pleasure  to  draw  to  your  attention  the 
fact  that  the  magazine  Vital  Speeches  of  the  Day  of 
August  15,  1948,  contained  an  article  entitled  "The 
Doctor  and  Public  Health,  The  Necessity  of  Blood 
Banks  in  this  Atomic  Age,”  by  Dr.  Leo  F.  Simpson. 

Treasurer’s  Report  was  accepted. 

Report  of  the  Executive  Officer 

Dr.  Hannon,  executive  officer,  reported  verbally  as 
follows: 

The  arrangement  and  programs  of  the  eight  dis- 
trict branch  meetings,  as  the  secretary  has  stated, 
have  been  published  in  the  Journal.  These  meet- 
ings start  next  week,  and  we  will  have  a busy  time 
for  the  next  six  weeks. 

There  was  a meeting  of  the  Legislative  Committee 
last  evening  in  this  office.  We  regret  that  Dr. 
Aranow  through  illness  could  not  attend,  but  the 
meeting  covered  a great  deal  of  material,  and  ou  the 
basis  of  the  actions  taken,  the  members  of  the  Com- 
mittee and  myself  can  go  to  work  toward  next  year’s 
legislation.  The  actions  of  that  committee  necessi- 
tate that  I take  up  with  the  various  State  depart- 
ments the  type  of  bill  they  desire  to  be  presented 
next  year  at  the  legislature. 

Reports  of  Committees 

Constitution  and  Bylaws. — In  the  absence  of  Dr. 
Reuling,  chairman,  Mr.  Clearwater  reported  that  the 
Medical  Society  of  the  County  of  Rockland  had  sub- 
mitted a complete  new  constitution  and  bylaws. 
The  Medical  Society  of  the  County  of  Ontario  sub- 
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mitted  for  consideration  a new  provision  in  their 
bylaws.  The  Medical  Society  of  the  County  of  New 
York  submitted  an  addition  to  their  bylaws. 

It  was  voted  to  approve  the  alterations  in  the  pro- 
posed new  constitution  and  bylaws  of  the  Medical 
Society  of  the  County  of  Rockland,  redrafting  of 
the  proposed  alterations  in  the  bylaws  of  the 
Medical  Society  of  the  County  of  Ontario,  and  the 
addition  to  the  bylaws  of  the  Medical  Society  of 
the  County  of  New  York. 

Convention. — The  report  of  the  Convention  Com- 
mittee, Dr.  Aranow,  chairman,  was  adopted  as  fol- 
lows: The  142nd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York  was  held  at  the 
Hotel  Pennsylvania  in  New  York  City  from  May  17 
through  21,  i948. 

Attendance. — Over  6,000  registrations  were  re- 
corded as  follows : physicians  4,396,  guests  874,  and 
exhibitors  750,  making  a total  of  6,020. 

The  physician  registration  numbered  almost 
3,700  members  of  the  Medical  Society  of  the  State  of 
New  York,  and  the  balance,  nonmember  physicians 
from  many  other  parts  of  the  globe.  The  guests,  for 
the  most  part,  were  dietitians,  medical  technicians, 
registered  nurses,  and  others  working  closely  with 
the  medical  profession. 

Scientific  Program. — Approximately  125  papers 
were  read  at  the  scientific  meetings.  The  Teaching 
Day  program,  arranged  by  Dr.  O.  W.  H.  Mitchell, 
was  well  attended.  The  General  Sessions,  presided 
over  by  Dr.  Duncan  W.  Clark,  were  filled  to  over- 
flowing. Many  of  the  section  meetings  were  con- 
ducted with  part  of  the  audience  standing  in  the  rear. 
Only  the  physical  limitations  of  the  meeting  rooms 
prevented  larger  attendance. 

Scientific  Exhibits. — Seventy  exhibits,  many  of 
outstanding  scientific  value,  drew  a constant  stream 
of  physicians  and  much  favorable  comment.  The 
Scientific  Award  Committee  gave  a first  prize,  a 
second  prize,  and  honorable  mention  in  two  classes — 
clinical  research  and  scientific  research.  Appropri- 
ate plaques  were  awarded  to  the  winning  exhibits  by 
Dr.  J.  G.  Fred  Hiss,  chairman  of  the  Scientific 
Exhibits.  * 

Technical  Exhibits. — The  large  attendance  of  doc- 
tors and  their  interest  in  the  attractive  technical  ex- 
hibits was  appreciated  by  the  exhibitors. 

Scientific  Motion  Pictures. — The  motion  picture 
exhibit  was  handled  in  a new  manner  this  year.  The 
Medical  Film  Guild  arranged  the  program  under  the 
supervision  of  Dr.  Theodore  J.  Curphey.  The 
capacity  audiences  at  all  the  showings  of  motion 
pictures  spoke  well  for  this  arrangement. 

Banquet. — The  Banquet  and  Annual  Meeting,  held 
Wednesday  evening  on  the  Penn  Top,  were  attended 
by  nearly  300  people.  The  highlights  of  the  banquet 
were  the  interesting  addresses  by  the  retiring  presi- 
dent, Dr.  Louis  H.  Bauer,  and  the  guest  of  honor, 
Dr.  Roger  I.  Lee  of  Boston. 

Woman’s  Auxiliary. — The  Woman’s  Auxiliary  ex- 
pressed pleasure  at  the  enlarged  facilities  made 
available  to  them.  Their  membership  and  needs  are 
growing  greater  every  year,  and  the  Medical  Society 
is  glad  to  be  able  to  comply  with  them  and  help 
in  every  possible  way. 

The  spirit  of  cooperation  among  the  members  of 
the  staff  and  committees  was  felt  among  the  exhibi- 
tors and  section  and  session  chairmen,  who  ex- 
pressed themselves  in  praise  of  the  arrangements 
made  to  fill  their  requirements. 

Economics. — Mr.  Farrell,  director  of  the  Bureau 

* See  New  York  State  J.  Med.,  Part  II,  September  1, 
1948,  p.  117. 


of  Medical  Care  Insurance,  made  the  following  re- 
port: 

June  19,  1948:  Mr.  Farrell,  director,  attended  a 
meeting  of  the  Council  on  Medical  Service  of  the 
A.M.A.,  at  which  time  the  Council  asked  for  an  ex- 
pression from  all  state  society  presidents  or  their 
representatives  on  the  advisability  of  establishing  a 
national  service  corporation  between  Associated 
Medical  Care  Plans  and  Blue  Cross.  The  following 
three  recommendations  were  passed  at  the  meeting: 

1.  That  this  body  representing  the  constituent 
state  medical  societies  of  the  American  Medical 
Association  go  on  record  as  approving  in  principle 
the  organization  of  a national  service  agency  for 
the  enrollment  of  national  accounts  for  medical 
and  hospital  service  and  to  act  as  the  agent  for 
existing  nonprofit  medical  and  hospital  plans  with 
full  cognizance  of  the  local  autonomy  of  state 
medical  societies. 

2.  That  the  matter  of  the  organization  of  such 
an  agency  be  referred  to  the  Council  on  Medical 
Service  and  that  they  gain  data  and  advise  the 
states  what  action  they  should  take. 

3.  That  the  Council  on  Medical  Service  should 
call  a meeting  of  this  type  each  year. 

A report  of  this  meeting  was  submitted  to  Drs. 
Simpson,  Wertz,  and  Aaron  by  Mr.  Farrell. 

June  20,  1948:  Mr.  Farrell  attended  the  Con- 
ference of  Presidents  at  the  Sheraton  Hotel,  Chicago. 

June  22,  1948:  Mr.  Farrell  conferred  with  Dr. 
Paul  II.  Hawley,  chief  executive  officer  of  Blue  Cross 
Commission,  at  the  offices  of  Associated  Medical 
Care  Plans,  Chicago,  and  on  June  23  attended  the 
Conference  of  Medical  Society  Executives. 

June  24, 1948:  The  director  had  a conference  with 
Dr.  Wertz  in  Buffalo  and  on  July  22  attended  a 
meeting  called  by  Dr.  Wertz  and  held  at  the  Society 
offices  to  discuss  the  four  specialty  services  provided 
under  Blue  Cross  contracts. 

August  5,  1948:  Mr.  Farrell  conferred  with  Dr. 
Aaron  in  Buffalo  to  discuss  plans  for  fall  meetings  of  • 
Dr.  Aaron’s  Subcommittee  on  Medical  Care  In- 
surance, and  on  August  7 called  on  Dr.  Ellis  B. 
Soble,  president  of  the  Medical  Society  of  the 
County  of  Monroe,  regarding  the  inclusion  of  anes- 
thesia in  Blue  Cross  contracts. 

At  the  request  of  Dr.  Elton  R.  Dickson,  Mr. 
Farrell  has  arranged  a round-table  conference  on 
Medical  Care  Insurance  as  part  of  the  program  of  the 
Sixth  District  Branch  meeting  at  Binghamton  on 
October  6. 

A communication  from  Mr.  John  F.  McCormack, 
executive  vice-president  of  United  Medical  Service, 
addressed  to  Dr.  Anderton,  regarding  the  use  of  the 
words  “approved  by  the  Medical  Society  of  the 
State  of  New  York”  on  United  Medical  Service 
letterheads  was  referred  to  Mr.  Farrell  for  discussion 
with  Dr.  Aaron.  Dr.  Aaron  is  in  favor  of  this — in 
fact,  feels  it  would  be  good  policy  for  all  plans  ap- 
proved by  the  Medical  Society  of  the  State  of  New 
York  to  do  likewise.  This  phraseology  is  now  being 
used  by  many  approved  plans  in  their  descriptive 
literature. 

It  was  voted  that  the  Council  has  no  objection  tc 
the  use  of  the  phrase  “approved  by  the  Medical 
Society  of  the  State  of  New  York”  on  the  United 
Medical  Service  letterhead. 

The  regular  quarterly  progress  report  as  of  June 
30,  1948,  on  the  six  voluntary  nonprofit  medical  can 
insurance  plans  in  the  State  approved  by  th( 
Medical  Society  of  the  State  of  New  York  and  pre 
pared  by  Mr.  Farrell,  follows: 
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Membership  on  June  30,  1948,  was  1,303,178, 
representing  an  increase  of  279,563  members  during 
the  first  six  months.  This  increase  exceeds  the  same 
period  of  1947  by  19,493  members. 

Incurred  benefits  to  participants  for  the  first  six 
months  of  1948  were  $2,858,405  as  compared  to 
$1,460,770  for  the  same  period  in  1947.  The  increase 
in  benefits  of  $1,397,635  during  this  period  was  95.68 
per  cent  more  than  for  the  comparable  period  in  1947. 
Statements  in  detail  are  shown  in  the  following 
tables. 


Albany  plan  are  $3,500  for  a family,  $2,000  for  an 
individual;  and  under  United  Medical  Service, 
$1,800  for  an  individual  and  $2,500  for  a family. 

“Due  to  increases  in  wages  and  labor  demands, 
the  tendency  is  growing  for  plans  writing  service 
contracts  to  increase  income  levels,  which,  if  satis- 
factory to  labor  groups,  will  perhaps  decrease  agita- 
tion for  some  form  of  compulsory  socialized  medi- 
cine, but  an  increase  in  income  levels  will  necessitate 
increases  in  indemnity  schedules  and  premium  rates 
to  permit  higher  fees  by  the  plans  to  physicians 


TABLE  1. — Membekship  Progress  According  to  Types  op  Contract — Quarter  Ending  June  30,  1948 


Types  of  Contract 
Surgical  Only 
June  30,  1948 
Mar.  31,  1948 

United 

Medical 

Service, 

Inc., 

New  York 

719,460 

639,145 

Western 
New  York 
Medical 
Plan,  Inc., 
Buffalo 

115,620 

106,152 

Medical 

and 

Surgical 
Care,  Inc., 
Utica 

Central 
New  York 
Medical 
Plan,  Inc., 
Syracuse 

3,173 

2,346 

Genesee 
Valley 
Medical 
Care  Plan, 
Rochester 

57,158 

50,962 

North- 
eastern 
New  York 
Medical 
Service, 
Inc., 
Albany 

Totals 

895,411 

798,605 

Increase 

80,315 

9,468 

827 

6,196 

96,806 

Surgical-in-hospital  medical 

June  30,  1948 

190,166 

21,838 

38,605 

250,609 

Mar.  31,  1948 

158,539 

22,627 

30,017 

211,183 

Increase 

31,627 

-789 

8,588 

39,426 

Surgical-medical  home,  office,  hospi- 
tal 

June  30,  1948 

40,267 

16,020 

56,287 

Mar.  31,  1948 

34,729 

13,580 

48,309 

Increase 

5,538 

2,440 

7,978 

Surgical-special  benefits,  plan  III 

June  30,  1948 

15,978 

15,978 

Mar.  31,  1948 

17,287 

17,287 

Increase 

-1,309 

-1,309 

Surgical -special  benefits,  plan  IV 

June  30,  1948 

84,247 

84,247 

Mar.  31,  1948 

77,096 

77,096 

Increase 

7,151 

7,151 

Medical  expense  fund  and  ward 

June  30,  1948 

646 

646 

Mar.  31,  1948 

709 

709 

Increase 

-63 

-63 

Grand  Totals  (June  30,  1948) 

Membership 

950,539 

137,458 

100,225 

19,193 

57,158 

38,605 

1,303,178 

Increase 

117,417 

8,679 

5,842 

3,267 

6,196 

8,588 

149,989 

TABLE  2. — Membership  Progress  According  to  Class  of  Participants — Quarter  Ending  June  30,  1948 


Class  of  Participants 

United 

Medical 

Service, 

Inc., 

New  York 

Western 
New  York 
Medical 
Plan,  Inc,, 
Buffalo 

Medical 

and 

Surgical 
Care,  Inc., 
Utica 

Central  Genesee 

New  York  Valley 
Medical  Medical 

Plan,  Inc.,  Care,  Inc., 
Syracuse  Rochester 

North- 
eastern 
New  York 
Medical 
Service, 
Inc., 
Albany 

Totals 

Subscribers 

486,287 

53,994 

48,844 

8,012 

24,441 

16,867 

638,445 

Dependents 

464,252 

83,464 

51,381 

11,181 

32,717 

21,738 

664,733 

Totals 

950,539 

137,458 

100,225 

19,193 

57,158 

38,605 

1,303,178 

Mr.  Farrell  supplemented  the  report  by  stating 
that  on  July  9,  Dr.  Heyd,  president  of  United  Medi- 
cal Service,  wrote  to  the  17  county  medical  societies 
in  U.M.S.  operating  area,  the  New  York  Academy  of 
Medicine,  and  Dr.  Anderton,  regarding  increase  in 
income  levels  on  service  contracts.  Dr.  Anderton 
referred  the  matter  to  Dr.  Aaron,  who  requested 
eomfnents  from  Mr.  Farrell. 

Mr.  Farrell’s  comments  were  in  part  as  follows: 
The  State  Society  has  approved  United  Medical 
Service  and  Northeastern  New  York  Medical 
Service  (Albany)  which  are  writing  service  con- 
tracts; that  the  maximum  incomes  allowed  by  the 


TABLE  3. — Medical  Call  Rider  (Optional  but  Issued 
as  Supplemental  Coverage  to  Plans  III  and  IV) 


Plans  III  and  IV — Low  Cost 


June  30,  1948 37,927 

Mar.  31,  1948 34.297 

Increase 3,630 

Plan  IV— High  Cost 

June  30,  1948 3,051 

Mar.  31,  1948 3,113 

Increase — 62 

Grand  Total  Increase  3.568 


MINUTES  OF  THE  COUNCIL 


IN.  Y.  State  J.  M 


2512 


TABLE  4. — Financial  Progress — Quarter  Ending  June  30,  1948 


Liabilities 

and 

Reserves 

for 


Earned 

Premium 

Plan  Location  Income 

Claims 

Incurred 

Expenses 

Incurred 

Reserve 

Deferred 

Maternity 

Benefits 

Unpaid 

Surgical 

and 

Medical 

Claims 

Statu- 

tory 

Reserve 

Un- 

assigned 

Surplus 

Net 

Surplus 

New  York 

June  30  82,940,278 

Mar.  31  1,386,145 

81,937,290 

794,397 

8637,119 

285,037 

8800,000 

800,000 

8540,000 

450,000 

8433,804 

367,555 

$902,509 

859,156 

$1,336,313 

1,226,711 

Increase  $1,554,133 

81,142,893 

$352,082 

8 90,000 

8 66,249 

$ 43,353 

$ 109,602 

Buffalo* 

June  30  8 

Mar.  31 

462,016 

223,612 

$ 

321,105 

151,851 

$ 51,230 
24,590 

$ 86,740 
77,240 

8106,131 

99,535 

8125,549 

116,077 

$ 83,911 
90,423 

$ 209,460 
206,500 

Increase  $ 

238,404 

$ 

169,254 

8 26,640 

8 9,500 

8 6,596 

8 9,472 

$-6,512 

$ 2,960 

Utica 

June  30  $ 

Mar.  31 

385,267 

186,714 

$ 

306,634 

147,198 

$ 56,611 
26,834 

8 92,283 
92,283 

8171,337 

164,324 

8 93,461 
85,519 

$163,606 

159,681 

$ 257,067 
245,200 

Increase  $ 

198,553 

8 

159,436 

8 29,777 

8 7,013 

8 7,942 

$ 3,925 

$ 11,867 

Syracuse 

June  30  8 

Mar.  31 

91,081 

42,981 

$ 

68,904 

32,145 

8 11,928 
5,723 

8 4,209 
4,209 

8 30,140 
27,578 

8 13,804 
11,880 

$ 43,322 
39,661 

$ 57,126 

51,541 

Increase  $ 

48,100 

8 

36,759 

$ 6,205 

8 2,562 

8 1,924 

$ 3,661 

8 5,585 

Rochester 

June  30  8 

Mar.  31 

167,151 

77,889 

$ 

120,947 

45,762 

8 24,349 
9,774 

8 40,642 
32,062 

8 68,337 
49,546 

8 16,963 
13,357 

$ 57,362 
57,779 

$ 74,325 

71,136 

Increase  8 

89,202 

8 

75,185 

8 14,575 

8 8,580 

8 18,791 

8 3,606 

$ -417 

$ 3,189 

Albany 

June  30  8 

Mar.  31 

132,981 

56,669 

S 

103,525 

41,698 

8 15,385 
6,206 

$ 10,000 
3,750 

8 54,027 
33,656 

8 9,807 

6,109 

$ 14,279 
18,922 

$ 24,086 

25,031 

Increase  $ 

76,312 

8 

61,827 

8 9,179 

8 6,250 

8 20,371 

8 3,698 

$-4,643 

$ -945 

* During  this  period  payments  in  the  amount  of  832,459.02  were  made  to  member  physicians  covering  contingent  balance 
for  years  1941,  1942,  and  1943  from  unassigned  surplus. 

TABLE 

5. — Claim  Data — Year  to  June  30,  1948 

Plan  Location  and  Types  of  Contracts 

Number 

of 

Claims 

Amount 

Ratio 

to 

Earned 

Pre- 

mium 

Average 

Cost 

per 

Claim 

Claim 
Incidence 
per  1,000 
Partici- 
pants 
per 

Annum 

Average 

Exposure 

Partici- 

pants 

New  York* 

Surgical  Expense  Indemnity 
Surgical-In-Hospital  Medical 
General  Medical 

22,189 

5,474 

11,579 

81,378,936 

306,829 

149,538 

69.86 

46.04 

51.59 

862.14 

56.04 

12.91 

65.5 

63.2 

611.5 

677,291 

173,176 

37,867 

Total 

39,242 

81,835,303 

62.41 

$46.77 

Buffalo* 

Surgical 

Surgical-In-Hospital  Medical 

6,787 

3,957 

8 213,515 
87,987 

65.88 

63.79 

831.45 

22.23 

122.4 

355.8 

110,886 

22,238 

Total 

10,744 

8 301,502 

65 . 25 

828.06 

Utica 

Plan  III,  Surgical  and  Special  Benefits 
Plan  IV,  Surgical  and  Special  Benefits 

1,899 

9,066 

8 50,450 

256,184 

57.87 

85.93 

826 . 56 
28.25 

22.83 

224.7 

16,632 

80,671 

Total 

10,965 

8 306,634 

79.58 

827.96 

Syracuse 

Surgical 

Surgical  and  Medical 

208 

4,406 

8 6,274 

62,630 

70.65 

76.09 

830.16 

14.21 

150.9 

595.4 

2,756 

14,800 

Total 

4,614 

8 68,904 

75.65 

814.93 

Rochester* 

Surgical  Expense  Indemnity 

2,126 

8 78,774 

75.05 

837.05 

81.7 

52,020 

Albany 

Surgical-In-Hospital  Medical 

2,283 

8 103,526 

77.84 

845.34 

133.0 

34,311 

Grand  Total 

69,974 

82,694.642 

64.57 

$38 . 50 

* Paid  basis;  all  others  on  incurred  basis. 

Note:  Experience  of  Medical  and  Surgical  Care,  Utica,  includes  benefits  under  medical  call  rider. 


which  would  be  consistent  with  normal  chargos  for 
nonsubscribers  with  comparable  incomes. 

“I  am  aware  of  abuses  experienced  in  offering 
service  contracts,  but  believe  that  with  control  in 
the  hands  of  (he  medical  profession  a fee  schedule 
could  be  worked  out  which  would  have  sales  appeal 


and  furnish  fair  compensation  to  the  doctors  for 
services  rendered. 

“A  check  of  the  county  or  state  society-approved 
plans  in  the  United  States  disclosed  that  approxi- 
mately 26  are  on  an  indemnity  basis  and  32  on 
service;  that  income  levels  vary  from  $2,500  to 
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$5,000  for  a family.  Medical-Surgical  Plan  of  New 
Jersey  is  going  to  offer  a new  contract  on  a service 
basis  up  to  incomes  of  $5,000  regardless  of  marital 
status  and  is  increasing  indemnity  schedule  and 
premium  rates  by  approximately  50  per  cent.” 

The  supplementary  report  was  presented  at  the  re- 
quest of  Dr.  Aaron  who  stated  that  after  further 
study  by  his  Subcommittee,  a report  would  be  pre- 
sented at  a later  Council  meeting. 

Malpractice  Insurance  and  Defense  Board. — Dr. 
Leo  F.  Schiff,  chairman,  sent  the  following  report, 
under  date  of  August  31,  1948: 

Reference  is  made  to  the  directive  of  the  House  of 
Delegates  that  a study  be  made  of  the  Alameda 
County  (California)  Medical  Association’s  mal- 
practice claim  prevention  program  which  was  re- 
ferred to  this  Board  by  the  Council  on  June  30,  1948. 

A preliminary  study  of  that  program  indicates 
that  it  is  primarily  an  ambitious  and  far-reaching 
venture  into  the  fields  of  public  relations  and 
medical  economics  and  whatever  success  has  been 
achieved  in  reducing  malpractice  costs  has  been  a 
corollary  of  the  improvement  in  public  relations. 
Nevertheless,  the  reduction  in  the  number  and  cost 
of  malpractice  actions  has  been  tremendous,  as  re- 
ported by  the  A.C.M.A.  Bulletin,  and,  for  that 
reason  alone,  the  “plan”  should  have  careful  study. 

Because  of  the  scope  of  the  program  and  the 
many  activities  it  involves,  the  Malpractice  In- 
surance and  Defense  Board  has  concluded  that  be- 
fore definite  and  comprehensive  recommendations 
can  be  made  to  fulfill  the  directive  of  the  House  of 
Delegates,  a detailed  study  of  the  entire  program 
should  be  made  in  Alameda  County  by  a special 
committee.  Such  a committee  might  well  be  com- 
posed of  one  member  of  this  board,  and  its  secretary, 
together  with  a member  of  the  public  relations  com- 
mittee of  the  State  society  and  the  legal  counsel  or 
his  representative,  since  the  laws  of  California,  and 
their  application  to  malpractice  may  have  some 
important  bearing  on  the  situation  in  that  state. 

This  Board  has  received  information  showing  that 
during  the  first  six  months  of  1948,  33  more  suits 
were  begun  than  during  the  corresponding  period  of 
1947,  necessitating  an  increase  of  reserves  for  out- 
standing suits  and  claims  by  approximately  $100,000. 
This  is  a dangerous  situation,  and  the  Board 
believes  that  prompt  action  to  halt  this  spiral  of  in- 
creasing costs  is  urgent. 

This  Board,  therefore,  recommends  that  such  a 
committee  be  authorized  to  carry  out  the  study  as 
soon  as  possible  and  that  an  appropriation  be  ob- 
tained of  the  funds  necessary  to  cover  the  expenses  of 
the  committee. 

A copy  of  the  preliminary  study  referred  to  in  the 
second  paragraph  is  enclosed  for  the  information  of 
the  Council. 

To:  Members  of  the  Malpractice  Insurance 

and  Defense  Board 

Subject:  Alameda  County  Medical  Association 
Program 

“By  direction  of  the  House  of  Delegates,  the  Mal- 
practice Insurance  and  Defense  Board  is  required  to 
investigate  the  malpractice  prevention  programs 
adopted  by  the  Alameda  County  (California) 
Medical  Association  and  other  medical  organiza- 
tions to  determine  whether  any  of  the  measures  being 
tried  elsewhere  can  be  adapted  to  good  advantage  to 
our  situation  in  New  York  State. 

“This  directive  was  inspired  by  a resolution 
offered  by  Dr.  Frederick  Wetherell  of  Syracuse,  who 
is  the  editor  of  the  Onondaga  County  Bulletin.  He 


has  been  in  correspondence  with  the  authorities  of 
Alameda  County  Medical  Association  and  is  im- 
pressed with  the  efficacy  of  their  program  as  de- 
scribed in  their  county  bulletin.  I have  subscribed  to 
the  A.C.M.A.  Bulletin  and  secured  copies  of  the 
recent  issues  which  referred  to  their  malpractice  pre- 
vention plan.  Their  plan  apparently  has  been 
adopted  by  four  of  the  other  “bay”  counties  around 
San  Francisco  and  Oakland. 

“Alameda  County  includes  both  Oakland  and 
Berkeley.  The  population  of  the  county  is  not 
known,  but  the  membership  of  the  A.C.M.A.  is  be- 
tween 900  and  1,000  only  483  of  whom  are  insured 
in  the  A.C.M.A.  plan.  Before  the  plan  was  in- 
augurated the  cost  of  $25,000/$75,000  limits  was 
$126  plus  $31.50  “for  the  first  nurse”  or  a total  of 
$157.50.  During  the  two  years  the  plan  has  been  in 
operation  there  has  been  no  “untoward  experience,” 
and,  as  a result,  premiums  for  those  limits  have 
twice  been  reduced  10  per  cent  making  the  present 
rates  $55.80  including  the  “first  nurse”  which  would 
indicate  that  the  initial  rate  under  the  plan  was 
$69.75. 

“Malpractice  claim  prevention  is  only  a corollary 
part  of  the  A.C.M.A.  program  which  is  an  ambitious 
venture  into  wide  fields  of  public  relations  and 
medical  economics  providing  many  services  to  the 
public  and  members  of  the  Association,  part  of 
which  is  advertised  in  the  public  press.  Among 
these  services  are  the  following: 

“1.  Guaranteeing  to  every  person  in  the 
county  competent  medical  care  regardless  of 
ability  to  pay. 

“2.  Twenty-four  hour  services  by  telephone 
for  persons  requiring  immediate  medical  care. 

“3.  Operation  of  a blood  bank  with  all  types 
immediately  available  to  everyone  regardless  of 
ability  to  pay. 

“4.  Adjustment  of  all  differences  between 
patients  and  their  doctors,  including  fees  and 
claims  for  malpractice.  This  includes  answering 
all  questions  about  the  rights  of  the  patients  and 
directions  where  to  go  tor  the  type  of  medical 
service  required. 

“5.  Collection  service  for  members  which 
undertakes  to  study  the  economic  situation  of  the 
patients  involved  and  to  maintain  a credit  rating 
service.  This  includes  a patient’s  account  financ- 
ing service  and  a postpayment  plan. 

“6.  Advice  on  practically  everything  involving 
the  economic  side  of  a member’s  practice,  includ- 
ing accounting  and  office  methods,  auditing,  forms, 
monthly  billing  service,  tax  advice,  and  assistance. 

“7.  Distribution  of  medical  caref  office  space, 
equipment,  nurses,  secretaries  and  assistants. 

“8.  Reservations  for  hotels  and  transportation. 

“9.  Malpractice  insurance,  defense,  and  ad- 
vice. 

“10.  Health  and  accident  insurance. 

“These  are  only  part  of  the  direct  individual 
services  which  are  in  addition  to  the  general  public 
health  and  community  activities. 

“To  establish  those  services,  apparently,  it  was 
necessary  to  revamp  the  whole  Association,  in- 
cluding the  method  of  electing  officers.  Many  of 
these  services  are  furnished  by  committees  of  mem- 
bers. In  the  case  of  the  adjustment  of  various 
claims  against  members  there  are  four  committees 
scattered  about  the  county.  In  addition  there  are 
‘more  than  30  full-time,  lay  employes.’ 

“It  is  stated  that,  in  dollar  value,  the  various 
activities  of  the  Association  are  close  to  half  a 
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million  a year.  The  Bulletin  makes  a net  annual 
profit  of  $7,000. 

“It  appears  from  various  notes  in  the  A.C.M.A. 
Bulletin  that  the  county  dues  are  $40  and  the  state 
association  dues  are  $50,  making  a total  of  $90  a 
year  for  both. 

“From  the  foregoing  it  will  be  seen  that  mal- 
practice claim  prevention  is  only  a result  of  a much 
larger  program  to  improve  and  control  relations  be- 
tween the  members  and  the  public.  Whether  any  of 
this  could  be  applied  to  the  situation  in  the  various 
counties  in  this  State  can  be  determined  only  by  a 
study  of  the  program  on  the  ground,  covering  the 
medical,  legal,  and  insurance  aspects  of  the  situation 
in  that  oounty  and  state. 

“It  is  evident  that  the  program  has  substantially 
reduced  the  cost  of  malpractice  losses  because  in  two 
years  their  rates  have  been  reduced  20  per  cent  below 
their  initial  rate  which  was  56  per  cent  lower  than 
the  going  rate  in  that  section  of  California  before 
the  program  was  undertaken.  It  is  stated  that 
during  the  two  years  the  plan  has  been  in  operation 
not  a doctor  has  been  in  court  to  answer  to  a mal- 
practice suit,  so  it  is  evident  that  all  claims  are  dis- 
posed of  through  settlements  of  some  kind  which,  in 
general,  must  have  been  favorable  to  the  insurance 
plan.  On  the  face  of  it,  this  appears  to  be  a very 
favorable  result,  but  it  is  less  impressive  as  applying 
to  our  sit  uation  in  this  State  when  it  is  recalled  t hat  42 
per  cent  of  our  suits  were  not  filed  until  more  than 
two  years  after  the  act  complained  of.  However, 
the  whole  program  is  exceedingly  progressive  and 
well  worth  studying  to  determine  if  any  part  of  it  can 
be  used  to  reduce  the  malpractice  losses  in  the  State 
where,  it  would  seem,  that  any  prevention  program 
would  be  better  than  what  we  have. 

This  report  contains  a recommendation  that  the 
Council  establish  a committee  to  go  to  Alameda 
County,  California,  to  consist  of  one  member  of  the 
Malpractice  Insurance  and  Defense  Board,  its  secre- 
tary, and  a member  of  our  Public  Relations  Com- 
mittee, and  legal  counsel  or  his  representative  to 
study  this  situation  and  report.  In  addition,  the 
recommendation  is  made  that  funds  be  appropriated 
to  cover  the  expenses  of  this  committee  going  to 
California  and  back. 

After  discussion,  it  was  voted  to  refer  this  back  to 

the  Board  for  clarification  and  more  specific 

recommendations. 

Planning  Committee  for  Medical  Policies. — Dr. 

Kenney  made  the  following  verbal  report: 

The  Planning  Committee,  according  to  a resolu- 
tion passed  by  the  House  of  Delegates,  is  to  con- 
tinue for  another  year.  The  complete  personnel  of 
the  committee  has  not  yet  been  released,  but  the 
chairman  during  the  course  of  the  summer  made  one 
or  two  trips,  and  it  might  be  of  interest  to  the 
Council  to  give  you  whatever  information  I gleaned 
from  them. 

When  the  papers  released  the  article  about  three 
weeks  ago  that  the  Joint  Hospital  Authority  of  the 
State  of  New  York,  which  is  authorized  to  be  the 
official  body  to  carry  out  the  provisions  of  the  Hill- 
Burton  Bill,  had  engaged  the  services  of  three  im- 
portant economists  headed  by  the  Economics  De- 
partment of  Columbia  University  to  conduct  a 
survey  of  hospital  accounting,  costs,  and  other 
matters  pertaining  to  that,  I went  up  to  Albany 
around  August  20  and  had  a meeting  with  Dr. 
Bourke  who  is  the  survey  director  of  this  authority, 
of  which  Welfare  Commissioner  Lonsdale  is  the 
chairman. 


This  survey  is  going  to  be  very  extensive  and  is 
going  to  take  practically  a year  to  complete.  How- 
ever, they  hope  to  have  a preliminary  report  ready 
by  the  first  of  January,  which  will  probably  be  sub- 
mitted to  the  Legislature  for  what  interim  proposal 
they  think  might  be  required. 

As  you  may  know,  there  is  an  Advisory  Council  to 
that  joint  Hospital  Authority,  of  which  Mr.  Lee 
Mailler  is  the  chairman,  and  recently  he  appointed 
two  subcommittees  to  further  the  work  of  the  group, 
one  of  which  is  known  as  the  Committee  on  Hospital 
Standards,  on  which  I have  been  asked  to  serve  as  a 
representative  by  Mr.  Mailler.  Dr.  Bourke  is  going 
to  ask  for  a subcommittee  of  that  group  to  study  the 
report  that  I am  referring  to,  particularly  the 
interim  report. 

Another  matter  that  we  discussed  was  the  present 
status  of  the  State’s  program  for  implementation  of 
the  Hill-Burton  Bill.  Up  to  the  present  time  there 
are  eight  projects  that  are  practically  completed  and 
are  ready  to  go  ahead,  pending  the  details  that  are  to 
be  settled  by  the  local  community.  In  Jamestown, 
Gowanda,  Homell,  Batavia,  Alexandria  Bay,  Star 
Lake,  Gouverneur  (those  three  are  groups),  and 
Lake  Placid  there  are  completed  projects  for  hos- 
pitals of  50  beds,  either  new  construction  or  exten- 
sion of  old  facilities.  Dr.  Bourke  has  held  meetings 
during  the  course  of  the  spring  and  summer  with 
various  local  representatives  in  areas  where  these 
matters  are  still  under  dispute  and  where  there  is  a 
general  agreement  by  all  of  the  authorities  that  have 
to  do  with  setting  up  these  projects.  That  has  re- 
solved itself  largely,  particularly  in  the  Schoharie 
project  in  which  we  were  the  most  interested,  into 
just  where  they  are  going  to  put  it.  Everything  else 
is  ready  to  go  ahead,  but  they  are  debating  whether 
they  should  put  it  in  Cobleskill  or  Middleburg,  and 
they  hope  that  will  be  resolved  soon. 

There  are  other  matters  that  I could  discuss  with 
you  briefly,  but  I won’t  take  up  your  time  except  to 
say  that  Dr.  Bourke  felt  that  the  public  relations 
work  that  we  should  do  among  our  own  doctors  is 
quite  important  because  he  has  found  as  he  goes 
about  the  State  that  many  difficulties  arise  from  the 
doctors  themselves,  because  they  don’t  seem  to 
understand  the  implications  of  this  proposed 
regional  scheme. 

The  other  matter  that  I would  like  to  mention 
briefly  is  that  I have  just  returned  from  Chicago 
where  I attended  the  conference  of  the  National 
Physicians  Committee  for  the  Extension  of  Medical 
Service  of  the  Medical  and  Dental  Professions.  That 
is  always  an  extremely  stimulating  meeting,  from 
which  one  always  returns  enthused  with  the  spirit  of 
the  work  that  the  National  Physicians  Committee  is 
trying  to  do  throughout  the  country  in  combating 
subversive  elements. 

Sufficiently  interesting  papers  were  presented  at 
that  meeting  that  I have  taken  the  liberty  of  asking 
the  office  to  mail  copies  of  them  to  our  State  Society, 
to  the  secretary,  Mr.  Anderson,  and  Dr.  Winslow, 
and  I would  just  like  to  mention  two  or  three  of 
them  now.  One  was  “Freedom  Under  Fire,”  a 
very  uplifting  talk  by  Mr.  Erwin  D.  Canham,  who  is 
the  editor  of  the  Christian  Science  Monitor  and  is 
currently  president  of  the  American  Society  of 
Newspaper  Editors.  I think  there  is  much  in  that 
that  you  may  find  use  for.  Another  one  is  a sum- 
marized report  which  they  issued  promptly  in  re- 
sponse to  the  announcement  of  Mr.  Oscar  It.  Ewing 
last  Thursday  of  the  ten-year  program  of  the  Social 
Security  Administration. 

[Continued  on  page  2516J 
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Another  most  interesting  paper  was  read  by  a 
dentist,  Dr.  A.  Lexington  Jones,  from  Christchurch, 
New  Zealand,  who  gave  a nine-year  summary  of 
government  medicine  in  New  Zealand  and  its 
social,  economic,  and  political  implications — a most 
informative  paper  from  a man  who  has  lived  there 
for  ten  years. 

Mr.  Stewart  Hayden,  former  foreign  editor  of  the 
Scripps-Howard  newspapers,  and  who  is  currently 
of  the  National  Press  Club  in  Washington,  also  de- 
livered a very  interesting  paper. 

Dr.  Irons  addressed  the  conference  and  alluded 
briefly  to  experiences  in  Tokyo.  He  is  not  per- 
mitted to  make  any  statements  until  General 
MacArthur  releases  the  report,  but  he  said  the  im- 
plications to  him  were  quite  encouraging. 

The  chairman  of  the  Public  Opinion  Poll  from 
Princeton,  Dr.  Claude  Robinson,  gave  an  excellent 
talk  on  what  we  should  do  to  push  our  program  and 
how  we  should  do  it. 

Representative  Busbee,  of  Illinois,  long  a member 
of  the  Un-American  Affairs  Committee  of  the 
House  of  Representatives,  way  back  from  the  days 
of  its  inception,  gave  an  interesting  discussion  of 
the  activities  of  the  communists  of  the  United 
States. 

All  of  these  papers  are  going  to  be  printed.  I 
think  the  organization  is  doing  an  excellent  job,  and 
I am  sure  something  will  come  out  of  it  that  will  be  of 
interest. 

Publication. — Dr.  Anderton  reported  for  Dr. 
Kosmak,  who  had  to  be  out  of  town: 

The  Publication  Committee  met  Tuesday,  Sep- 
tember 7.  A number  of  routine  matters  were  taken 
up.  Among  others  that  the  Council  would  like  to 
know  about  I believe  was  that  approval  was  voted 
for  the  omission  of  advertisers’  names  from  the 
published  minutes  of  the  1948  House  of  Delegates, 
including  those  mentioned  in  Dr.  Bauer’s  speech.  It 
was  felt  that  to  broadcast  the  names  of  advertisers 
who  were  being  criticized  by  the  profession  would  be 
a mistake.  Mr.  Anderson  announced  that  the  1949 
Directory  would  be  delivered  to  members  by 
approximately  February  15,  1949. 

Dr.  Redway  stated  that  it  may  be  of  interest  to 
the  Council  members  to  know  that,  the  October  1 
issue  will  start  a new  page  service  to  appear  in  every 
issue  of  the  Journal  on  facts  about  nutrition,  pre- 
pared by  the  School  of  Nutrition,  Cornell  Uni- 
versity, of  which  Dr.  Norman  S.  Moore  is  director. 
It  will  run  for  24  issues  of  the  Journal  and  will  con- 
dense into  a handy  form  for  practitioners  and  any- 
body who  wishes  all  of  the  present  knowledge  con- 
cerning the  mechanism  of  the  utilization  of  food 
which  it  is  possible  to  get  into  a single  page  in  each 
issue. 

It  was  voted  to  accept  the  report. 

Public  Health  and  Education.— The  report  as 
distributed  with  the  agenda  is  as  follows: 

Activities  of  the  Chairman. — June  21,  22,  28,  and 
24:  Attended  meeting  of  the  House  of  Delegates  of 
the  American  Medical  Association  in  Chicago. 

June  28:  In  Chicago,  addressed  a meeting  of  the 
Associated  State  Postgraduate  Committees  on  the 
subject  “The  Postgraduate  Medical  Education  Pro- 
gram of  the  Medical  Society  of  the  State  of  New 
York.” 

July  9:  In  New  York  City  a meeting  was  held  to 
discuss  several  phases  of  t he  problems  of  civilian  de- 
fense, blood  banks,  atomic  energy,  and  related  sub- 
jects. In  attendance  were  some  of  the  members  of 


the  newly  appointed  Emergency  Preparedness  Com- 
mittee, some  of  the  officers  of  the  Medical  Society  of 
the  State  of  New  York  and  representatives  of  the 
New  York  State  Department  of  Health  and  the  City 
of  New  York  Department  of  Health. 

Following  this  meeting,  the  president  of  the 
Medical  Society  of  the  State  of  New  York  appointed 
the  following  physicians  as  members  of  a Subcom- 
mittee on  Biood  Banks;  Lester  J.  Unger,  chairman, 
New  York  City;  Eugene  L.  Lozner,  Syracuse,  and 
Morris  Maslon,  Glens  Falls. 

This  Subcommittee,  if  approved  at  the  meeting,  of 
the  Council  on  September  9,  1948,  will  consider  the 
plan  of  the  American  National  Red  Cross  to  estab- 
lish a nation-wide  blood  donor  service  program  to 
provide  free  blood. 

July  16:  In  Syracuse  conferred  with  Mr.  C.  A. 
Millspaugh,  executive  assistant  to  the  New  York 
State  Commissioner  of  Health,  concerning  the 
material  for  the  page  devoted  to  the  activities  of  the 
Medical  Society  of  the  State  of  New  York  which 
appears  in  the  Health  News. 

July  21 : In  Saratoga  to  attend  the  annual  meeting 
of  New  York  State  Health  Officers. 

Judy  28:  A meeting  of  the  Subcommittee  on 
Blood  Banks  was  held  in  Albany.  Present  at  this  I 
conference,  in  addition  to  the  members  of  the  Council 
Committee  on  Public  Health  and  Education  and  the 
Subcommittee  on  Blood  Banks,  were  some  of  the 
officers  of  the  Medical  Society  of  the  State  of  New 
York,  some  of  the  members  of  the  Emergency  Pre- 
paredness Committee,  and  representatives  of  the 
New  York  State  Department  of  Health  and  the  City 
of  New  York  Department  of  Health. 

August  27:  In  New  York  City  a meeting  of  the 
Subcommittee  on  Blood  Banks  was  held  with  repre- 
sentatives of  the ' American  National  Red  Cross. 
Also  present  at  this  meeting  were  members  of  the 
Council  Committee  on  Public  Health  and  Educa- 
tion, the  Emergency  Preparedness  Committee,  and 
representatives  of  the  New  York  State  Department 
of  Health  and  the  City  of  New  York  Department  ot 
Health. 

Postgraduate  Instruction. — Arrangements  havt 
been  completed  for  postgraduate  instruction  to  be 
presented  in  the  following  counties:  Allegany  ; 

Cayuga,  Onondaga,  Orange,  Otsego,  Richmond 
Schoharie  Steuben,  Sullivan,  and  Tompkins. 

The  Monroe  County  Medical  Society  will  have  t 
meeting  on  November  11,  1948,  in  Rochester  auc 
has  requested  us  to  arrange  for  five  speakers. 

Arrangements  have  been  made  for  a speaker  for  i 
joint  meeting  of  the  Syracuse  and  Rome  Academic:  i 
of  Medicine  to  be  held  in  Rome  in  the  near  future. 

The  1948-1949  Course  Outline  Book  will  include : 
special  announcement  on  the  subject  of  medica  i, 
aspects  of  radioactive  materials.  Letters  were  sen 
to  the  deans  of  the  medical  schools  in  New  Yorl 
State  requesting  them  to  submit  the  names  of  one  o 
two  members  of  their  faculties  who  would  be  avail 
able  for  lectures  at  meetings  of  county  medical  so; 
cieties  and  other  medical  groups. 

Blood  Banks — In  the  absence  of  Dr.  Mitchell,  Dr 
Simpson  spoke  on  the  subject  of  Blood  Banks. 

After  discussion,  it  was  voted  that  Dr.  Simpson  b 
empowered  to  send  a letter  to  the  presidents  of  th 
county  medical  societies  stating  that  since  th 
meeting  of  the  House  of  Delegates,  further  studie 
have  been  made  with  the  result  that  at  present  i 
seems  that  the  Red  Cross  is  going  to  function  i 
New  York  State,  that  it  is  for  the  county  societic  j 
[Continued  on  page  2518] 
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to  cooperate  and  assume  their  responsibility  in  the 
medical  aspects  (which  apparently  the  Red  Cross 
wants),  and  that  there  is  no  objection  to  the 
formation  of  other  blood  banks  in  New  York  State 
under  private  or  hospital  auspices,  free  or  paid. 
The  appointments  by  the  president  of  Dr.  Lester 
J.  Unger,  Dr.  Eugene  L.  Lozner,  and  Dr.  Morris 
Maslon  were  approved  as  the  Subcommittee  on 
Blood  Banks. 

Public  Relations. — Dr.  Winslow,  chairman,  pre- 
sented the  following  report: 

On  June  4,  Mr.  Anderson  visited  the  Kingston- 
Newburgh  area  to  study  the  public  relations  setup 
there. 

Mir.  Miebach  and  Mr.  Walsh  attended  the  Public 
Relations  Conference  of  the  Medical  Society  of  New 
Jersey  at  Trenton  on  June  13.  Both  spoke  in  con- 
nection with  the  coordination  of  the  public  relations 
of  county  societies  with  the  state  society  program. 

Dr.  Floyd  S.  Winslow,  chairman  of  the  Committee 
on  Public  Relations,  Mr.  Anderson,  Mr.  Walsh,  and 
Mr.  Miebach  represented  the  Public  Relations  Bur- 
eau at  the  annual  A.M.A.  meeting  in  Chicago, 
June  19  to  25.  During  the  course  of  the  meeting  the 
personnel  of  the  Public  Relations  Bureau  assisted  in 
maintaining  a headquarters  for  the  New  York  State 
delegation  at  which  delegates  from  various  sections 
of  the  country  were  entertained.  Mr.  Anderson, 
Mr.  Walsh,  and  Mr.  Miebach  also  attended  the 
Medical  Executive  Secretaries  Conference  on  June 
23  in  Chicago,  and  Mr.  Anderson  was  one  of  the 
speakers  in  a round-table  discussion  regarding  ad- 
ministrative problems  of  medical  societies. 

Mr.  Anderson  prepared  an  article  for  the  summer 
issue  of  The  Distaff.  The  issue  was  mailed  by  the 
Public  Relations  Bureau. 

Concurrently  with  an  address  made  by  Dr.  Leo  F. 
Simpson,  president,  before  the  Oneida  County 
Medical  Society  in  Utica,  New  York,  on  June  13,  the 
Public  Relations  Bureau  issued  a news  release  based 
upon  -the  text  of  Dr.  Simpson’s  talk.  On  July  27 
another  news  release  was  issued,  this  time  on  the 
appointment  of  a Blood  Bank  Committee  by  Dr. 
Simpson. 

Dr.  Winslow,  Mr.  Walsh,  and  Mr.  Miebach  repre- 
sented the  Public  Relations  Bureau  at  the  Annual 
Conference  of  Health  Officers  and  Nurses  at  Sara- 
toga Springs  on  July  21  to  23.  At  this  conference  Dr. 
Simpson  delivered  an  address,  “The  Doctor  and 
Public  Health.”  News  coverage  for  this  speech  was 
arranged  in  cooperation  with  the  press  bureau  of  the 
State  Health  Department,  and  subsequently  the 
talk  was  published  in  the  August  15  issue  of  “ Vital 
Speeches  of  the  Day."  Copies  of  this  publication 
were  sent  to  officers,  members  of  the  Council,  and 
trustees,  and  25,000  reprints  were  secured  for  mailing 
to  a selected  list  of  important  individuals  and  or- 
ganizations throughout  the  State. 

The  Public  Relations  Bureau  received  prior 
notice  of  publication  in  the  July  24  issue  of  the 
Saturday  Evening  Post  of  an  article  entitled,  “They’re 
Trifling  with  Your  Life,”  dealing  with  the  activities 
of  antivivisection  promoters.  Arrangements  were 
made  with  the  circulation  department  of  the 
Saturday  Evening  Post  to  obtain  a summary  of  the 
article,  which  was  sent  out  on  July  20  with  a News 
Letter  calling  it  to  the  attention  of  the  membership 
of  the  Society. 

Following  receipt  of  a request  from  Lois  Mattox 
Miller,  medical  writer  for  the  Reader’s  Digest,  for 
material  for  a proposed  article  on  blood  banks,  the 
Public  Relations  Bureau  arranged  a conference  in 


the  Society’s  offices  on  July  9.  At  this  conference, 
attended  by  those  most  vitally  interested  in  the 
blood  bank  situation,  the  blood  bank  question  was 
discussed  in  detail.  Subsequently,  a statement  on 
the  Society’s  blood  bank  policy  was  prepared  in 
draft  form  and  mailed  to  a selected  list  for  com- 
ment. Replies  received  by  the  Bureau  indicated  a 
mixed  reaction.  Consequently,  it  was  decided  to 
hold  the  statement  in  abeyance. 

The  following  postgraduate  sessions,  held  under 
the  auspices  of  the  Committee  on  Public  Health  and 
Education,  were  covered  by  releases  to  the  press: 
Allegany,  Cayuga,  Chenango,  Jefferson,  Oneida, 
Ontario,  Otsego,  Rockland,  St.  Lawrence,  and 
Suffolk. 

In  addition,  two  special  releases  were  mailed.  One 
concerned  the  rise  in  membership  in  voluntary 
medical  care  plans  in  New  York  State.  The  other 
was  a statement  made  by  Dr.  J.  Stanley  Kenney 
with  relation  to  action  of  the  State  hospital  planning 
commission. 

A communication  has  been  received  from  Dr. 
Morris  Weintrob  enclosing  a copy  of  a publication 
known  as  Health  Forum,  published  by  the  Flatbush 
Medical  Group,  affiliated  with  the  Health  In- 
surance Plan  of  Greater  New  York.  Dr.  Weintrob 
asked  to  be  advised  regarding  the  ethics  involved,  in- 
asmuch as  the  publication  is  in  the  nature  of  ad- 
vertising. It  is  the  recommendation  of  this  Com- 
mittee that  the  matter  be  referred  to  the  Council  for  i 
appropriate  action  condemning  this  type  of  publicity  ; 
as  unethical  and  that  the  Secretary  be  directed  to  ■ 
write  a letter  of  protest. 

It  was  voted  that  the  Council  send  a letter  of  protest 
to  this  group  against  Health  Forum,  volume  1,  issue 
1 , July,  1948,  that  has  been  presented  to  the  Council, 
that  in  it  we  state  why  we  feel  the  publication  is 
unethical,  and  that  a copy  of  the  letter  be  sent  to 
the  Kings  County  Society  and  to  Dr.  Weintrob. 
Mr.  Walsh  attended  the  convention  of  the  New 
York  State  Department  of  the  American  Legion  at 
Saratoga  in  an  effort  to  determine  what  position  the 
Legion  is  taking  on  the  continuation  of  the  Veterans  j 
Medical  Service  Plan  of  New  York.  The  general 
sentiment  is  definitely  in  favor  of  continuing  the 
plan,  but  few  if  any  Legionnaires,  with  the  exception  i 
of  those  who  have  had  dealings  with  the  Veterans 
Administration,  are  aware  that  the  plan  has  not  been 
renewed  for  1948  and  1949.  Some  of  the  members 
of  the  executive  board  discussed  the  possibility  of  1 
having  a resolution  drawn  up  and  presented  to  the  t 
convention  which  would  put  the  Legion  on  record  as  (! 
favoring  the  continuation  of  the  plan,  but  un-  I; 
fortunately  the  rules  of  the  convention  did  not  per-  i 
mit  such  action  at  so  late  a date.  It  was  decided  l 
that  the  matter  would  be  submitted  to  the  executive  t 
committee  at  its  midwinter  meeting  in  January  and  I 
that  the  body  would  be  requested  to  go  on  record  i 
urging  the  Veterans  Administration  to  continue  the  : 
services  that  are  now  available  to  all  the  veterans  of  t 
New  York  State  under  the  Veterans  Medical  Service 
Plan  of  New  York. 

Woman’s  Auxiliary. — Dr.  Beekman,  chairman,  re- 
ported as  follows: 

I attended  the  meeting  of  the  Executive  Com- 
mittee of  the  Woman’s  Auxiliary  yesterday  in  which 
the  ladies  discussed  their  activities  for  the  coming  year. 
There  was  one  question  that  they  wished  me  to 
present  to  the  Council,  and  that  was  the  relationship  r 
of  the  chairmen  of  the  advisory  committees  of  the 
county  medical  societies  to  the  comitiae  minora  o! 
the  counties.  It  seems  that  in  many  of  the  counties, 
[Continued  on  page  2520] 
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constant  regardless  of  concentration  . . . Therefore,  no  gastrointestinal 
disturbance  will  normally  occur,  should  the  mother  err  occasionally  in 
counting  the  number  of  measures  of  Similac  powder. 


The  level  tablespoon  measure  in  each  can  eliminates  the  possibility  of 
underfeeding  or  overfeeding  due  to  varying  sizes  of  “tablespoons.” 


"Result: 
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or  most  of  the  counties,  the  chairman  of  the  ad- 
visory committee  is  not  a member  of  the  comitia; 
therefore,  in  many  ways  there  is  not  the  close  touch 
between  the  woman’s  auxiliary  of  the  county  and 
the  comitia  minora  that  there  should  be.  They 
asked«me  to  bring  to  your  attention  this  matter  and 
to  suggest  that  the  Council  go  on  record  as  recom- 
mending that  the  chairman  of  the  advisory  com- 
mittee of  the  woman’s  auxiliary  of  the  county  medi- 
cal society  be  selected  irom  among  the  members  of 
the  comitia  minora  of  the  local  societies  so  as  to  have 
t hat  desired  tie.  It  is  just  a recommendation  so  as  to 
make  a real  contact  between  the  auxiliary  and  the 
county  society. 

It  was  voted  that  the  Council  t ransmit  to  the  presi- 
dent of  each  county  medical  society  the  recom- 
mendation that  the  chairman  of  the  advisory 
committee  on  woman’s  auxiliary  be  a member  of 
the  comitia  or  invited  to  attend  comitia  meetings. 
Workmen’s  Compensation. — Dr.  Kenney,  chair- 
man, reported  as  follows: 

I attended  a meeting  on  June  30  of  the  Advisory 
Council  to  Miss  Donlon  and  her  Workmen’s  Com- 
pensation Board.  There  was  no  matter  brought  up 
in  that  particular  meeting  that  required  attention  or 
any  action  of  the  Medical  Society. 

The  report  for  the  Committee  consists  chiefly  in 
the  activities  of  the  Bureau  during  the  summer,  and 
I am  not  going  to  read  it,  but  I will  give  it  to  the  re- 
corder for  inclusion  in  the  minutes.  There  are  a few 
titles  in  it  though  that  I think  warrant  a brief  dis- 
cussion, and  I am  going  to  ask  Dr.  Kaliski  to  do  that 
as  briefly  as  possible. 

Report 

Case  of  Wrong  Diagnosis. — An  interesting  case 
involving  a question  of  incorrect  diagnosis,  based 
upon  symptoms  and  signs  sufficient  to  warrant  the 
diagnosis  made,  in  which  an  insurance  carrier 
authorized  an  operation  for  epigastric  hernia  but 
which  at  operation  subsequently  turned  out  to  be 
a small  lipoma  in  a traumatized  area,  has  recently 
come  to  our  attention. 

The  diagnosis  had  been  concurred  in  by  three 
physicians.  When  the  physician  reported  the 
operative  findings,  the  carrier  refused  to  pay  for 
the  operation  which  had  been  authorized.  It  was 
the  doctor’s  contention,  and  in  this  we  concur, 
that  the  patient  suffered  an  accident  under  the 
Workmen’s  Compensation  Law,  that  he  presented 
symptoms  and  signs  which  could  be  related  to  an 
epigastric  hernia,  and  the  diagnosis  was  concurred 
in  by  a number  of  physicians.  All  this  was  done  in 
good  faith,  and  we  are  supporting  the  physician’s 
claim  for  the  payment  of  his  bill  of  $100  allowed 
for  epigastric  hernia. 

In  another  instance  a physician  made  a diag- 
nosis of  inguinal  hernia.  The  insurance  carrier 
authorized  operation.  Here  too,  the  signs  and 
symptoms  were  sufficient  to  warrant  a strong 
probability  of  inguinal  hernia.  Patient  had 
suffered  a compensation  injury.  At  operation  the 
physician  found  a cystic  growth  in  an  inflamed 
area.  This  was  removed.  Carrier  refused  to  pay 
for  the  operation  claiming  that  the  patient  had  not 
sustained  an  inguinal  hernia  and  this  despite  the 
fact  that  they  had  authorized  operation.  They 
cited  the  case  of  Van  Wess  vs.  Nurnberg  Ther- 
mometer Company,  266  App.  Div.  1050. 

After  consult  at  ifyi  with  attorneys  we  contended 
that  this  decision  was  jiflt  binding  or  pertinent,  as 


in  this  particular  case  the  claimant  was  denied 
compensation  for  a hernia  which  was  not  present. 
Granting  in  this  case  that,  no  hernia  was  present, 
the  symptoms  were  such  as  to  lead  a competent 
physician  to  make  such  diagnosis,  and  the  opera- 
tion was  performed  in  good  faith  after  authoriza- 
tion had  been  given.  The  doctor  is  not  a guaran- 
tor of  his  diagnosis  or  of  the  success  of  his  opera- 
tive work.  The  diagnosis  was  made  in  good  faith 
and  concurred  in  by  other  physicians  before  opera- 
tion. Patient’s  symptoms  justified  the  diagnostic 
conclusions. 

It  is  our  contention  that  unless  the  bona  fides  of 
the  doctor  can  be  successfully  attacked,  the  carrier 
is  liable  for  payment  of  an  authorized  operation. 
The  law  imposes  certain  requirements  on  the 
doctor.  He  must  obtain  authorization  before 
operation.  The  carrier  is  entitled  to  examination 
before  operation  if  circumstances  permit.  It  is 
not  known  in  this  case  whether  the  carrier  availed 
himself  of  the  examination,  but  it  did  give 
authorization,  and  this  implies  a contractual  re- 
lationship between  the  doctor  and  the  authorizer. 
The  operation  indeed  served  the  purpose  of 
enabling  the  carrier  to  ascertain  whether  or  not 
the  patient  actually  suffered  a hernia  or  an 
aggravation  to  a pre-existing  condition.  This 
evidence  is  available  for  the  protection  of  the 
carrier’s  interest  at  the  time  of  the  hearing  on 
liability  for  a hernia.  This  bill  was  submitted 
for  arbitration,  but  since  arbitration  decides  the 
value  of  the  physician’s  services  and  not  questions 
of  liability  or  compensability,  it  was  decided  that 
arbitration  could  not  take  place  under  the  circum- 
stances. 

Authorization  for  Qualification  in  Metropolitan  ,i 
Area. — -There  has  been  considerable  dissatisfac- 
tion in  the  counties  of  New  York,  Kings,  Queens, 
and  the  Bronx  with  the  way  in  which  the 
Medical  Practice  Committee  has  acted  upon  the 
recommendations  of  the  county  medical  society 
workmen’s  compensation  committees  regarding 
physicians  who  have  applied  for  compensation 
ratings  or  changes  in  ratings  and  who  subsequently 
receive  final  authorization  through  the  Medical 
Practice  Committee  as  required  by  law.  In  many 
instances  the  final  judgment  of  the  Medical  Prac- 
tice Committee  was  not  in  accordance  with  the 
recommendations  made  by  the  county  societies, 
and  the  committees  were  not  notified  of  the 
difference  of  opinion  before  the  Medical  Practice 
Committee  took  final  action.  This  was  discussed 
at  a meeting  of  the  Coordinating  Council  early 
this  year  when  it  was  decided  to  send  a committee 
to  meet  Miss  Donlon  and  discuss  the  matter  with 
her.  Such  a meeting  was  held  on  May  27,  1948. 
Your  chairman  appeared  with  the  Committee. 

Medical  Bureaus — Voluntary  Hospitals. — On 
June  9,  Communication  79  was  sent  to  the  chair-  i 
men  of  the  workmen’s  compensation  commit-  | 
tees  of  each  county  society  asking  for  information 
on  the  voluntary  hospitals  which  had  applied  • 
for  licenses  to  conduct  x-ray  laboratories  in 
accordance  with  the  provisions  of  the  1947 
amendment  of  Section  13-c  2 of  the  Workmen's 
Compensation  Law.  We  asked  for  information  as 
to  the  number  of  hospitals  which  had  applied  and 
what  action  had  been  taken  by  the  county  socie- 
ties. Thirty-nine  counties  have  replied.  We  have  ■ 
not  heard  from  the  counties  of  Bronx,  Chenango, 
Columbia,  Essex,  Franklin,  Genesee,  Jefferson, 
Kings,  Lewis,  Montgomery,  New  York,  Oneida 
[Continued  on  page  2522] 
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Orleans,  I’utnam,  Saratoga,  Schenectady,  Scho- 
harie, Tioga,  Tompkins,  Warren,  and  Yates.  Of 
these  39,  15  have  replied  that  no  applications  have 
been  received  from  voluntary  hospitals.  In  the 
other  24.  applications  have  been  received  from  44 
hospitals. 

General  Practitioners  Performing  Major  Opera- 
tions ( X).— An  insurance  carrier  objected  to  a bill 
of  a physician  with  a rating  of  X,  general  practice, 
who  performed  a major  surgical  operation.  In- 
vestigation showed  that  the  physician  in  question 
called  in  a qualified  surgeon  to  perform  the  opera- 
tion and  submitted  a bill  to  the  insurance 
carrier  for  the  operation  in  his  own  name.  Pre- 
sumably, there  was  an  arrangement,  whereby  the 
operating  surgeon  was  compensated  by  the  attend- 
ing physician.  This,  however,  is  unknown  to  us. 
This  matter  was  referred  to  the  chairman  of  the 
Workmen’s  Compensation  Committee  of  the 
county  medical  society  who  stated  that  the  doctor 
was  not  qualified  as  a surgeon  and  also  stated  that 
he  believed  the  complaint  of  the  insurance  carrier 
was  justified.  The  matter  was  taken  up  with  the 
physician  who,  in  his  reply,  stated  that  he  thought 
it  was  common  practice  for  general  practitioners  in 
like  circumstances  to  call  in  a surgeon  to  operate 
and  for  the  general  practitioner  to  assist  the 
surgeon,  and  then  to  continue  in  the  aftercare  of 
the  patient,  rendering  the  bill  for  the  services. 

This  mat  ter  was  referred  back  to  the  county  so- 
ciety for  a hearing.  The  Workmen’s  Compensa- 
tion Law  definitely  states  that  the  physician  must 
confine  his  practice  to  what  he  is  qualified  to  do 
and  what  the  county  society  compensation  com- 
mittee recommends  that  he  be  authorized  to  do. 

In  obtaining  authorization  to  treat  compensa- 
tion claimants,  the  physician  agrees  to  limit  his 
practice  to  such  medical  care  as  his  experience 
and  training  qualify  him  to  render.  Section  13-d 
of  the  Workmen’s  Compensation  Law  permits  the 
medical  society  to  recommend  the  removal  of  a 
physician  from  the  authorized  list  if  he  exceeds  the 
limits  of  his  qualifications  or  is  guilty  of  profes- 
sional or  other  misconduct  which  may  be  indi- 
cated by  the  practice  of  calling  in  a surgeon  and 
rendering  a bill  for  services  performed  by  another 
person.  We  have  recommended  that  the  entire 
matter  be  reviewed  by  the  full  compensation 
committee  of  the  Medical  Society  which  should 
also  enquire  into  the  legal  and  ethical  questions 
involved.  This  undoubtedly  will  be  done  and  re- 
ported on  later. 

New  Fee  Schedule. — On  May  8,  1948,  we  were 
informed  by  the  chairman  of  the  Workmen’s 
Compensation  Board  that  the  Advisory  Com- 
mittee on  Revision  of  the  Workmen’s  Compensa- 
tion Fee  Schedule  had  concluded  its  studies,  and 
as  a result  of  their  recommendations  based  upon 
suggestions  made  at  open  hearings  and  thereafter, 
the  chairman,  on  their  unanimous  recommenda- 
tions, had  adopted  a new  fee  schedule. 

The  fee  schedule  is  labeled  Medical  Fee  Sched- 
ule and  becomes  effective  September  1,  1948. 
There  is  an  addendum  on  the  cover  which  states 
that  it  is  a schedule  of  minimum  charges  for 
medical  treatment  and  care  established  for  the 
entire  State. 

This,  in  effect,  establishes  the  principle  approved 
by  the  Council  that  the  fee  schedule  is  a minimum 
fee  schedule  under  the  provisions  of  the  Work- 
men’s Compensation  Law. 

The  schedule  is  printed  in  attractive  format.  It 
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consists  of  995  items.  Items  1 to  8 were  made 
effective  for  all  cases  injured  on  or  after  June  1, 
1947.  The  remaining  items  become  effective  in  all 
new  cases  arising  on  and  after  September  1,  1948, 
and  in  old  cases  reopened  on  and  after  September 
1,  1948. 

Full  credit  is  given  to  the  prodigious  work 
of  the  Advisory  Committee  of  which  Dr.  Nathan 
B.  van  Etten  was  chairman  and  Dr.  W.  P. 
Anderton  one  of  the  members.  The  booklet 
also  contains  extracts  from  the  Workmen’s  Com-  - 
pensation  Law,  explanatory  notes  emphasizing 
the  principle  of  free  choice,  and  states  unequivoca- 
bly  that,  where  authorization  for  medical  services 
costing  more  than  $25  has  been  unreasonably  1 
withheld,  the  Workmen’s  Compensation  Board  is  i 
required  to  determine  whether  the  requested 
services  were  necessary. 

There  are  a number  of  items  in  the  Fee  Schedule 
which  require  clarification  by  the  chairman  of  the 
Workmen’s  Compensation  Board.  We  are  en- 
deavoring to  arrange  a meeting  with  the  chairman 
and  other  interested  parties  to  discuss  these  at  an 
early  date. 

Fee  for  N onspecialistic  Treatment.— A situation  i 
that  frequently  arises  is  where  a specialist  treats  a 
patient  not  necessarily  requiring  the  attention  of  a 
specialist  and  charges  a specialist’s  fee.  Many 
insurance  carriers  object  to  paying  specialist  fees 
in  minor  injuries.  Under  the  Workmen’s  Com- 
pensation Law  a patient  is  entitled  to  treatment  by 
a specialist,  and  a specialist  may  charge  the 
scheduled  specialist  fees  for  such  treatment. 
There  is  no  prohibition  against  a patient  directly 
visiting  a specialist  in  surgery  or  orthopedic 
surgery,  for  example,  rather  than  going  to  a less 
qualified  physician  for  treatment.  Under  the  old  fee 
schedule  the  situation  did  not  often  arise  in  regard 
to  the  (SA)  surgeon  because  there  was  no  differen- 
tial between  the  surgeon’s  fee  and  the  general 
practitioner’s  fee  for  aftercare.  The  situation  did 
arise  frequently  where  patients  with  minor  in- 
juries went  to  orthopedic  surgeons  (SB)  whose 
fees  were  higher  than  those  of  the  surgeon  or 
general  practitioner. 

The  question  is — if  a specialist  directly  accepts 
and  treats  a patient  with  a minor  injury,  is  he  en- 
titled to  a specialist  fee  or  a regular  general  prac- 
titioner’s fee?  The  situation  will  arise  more  fre- 
quently in  the  future  because  the  surgeons’  fees 
have  been  increased  in  the  new  schedule  and  are 
greater  than  those  of  the  general  practitioner.  The 
dispute  does  not  arise  when  a patient  is  referred  by 
a general  practitioner  to  a specialist  for  treatment. 

It  will  arise  more  frequently  under  the  new  fee 
schedule  and  will  have  to  be  resolved  in  a reason-  t 
able  and  equitable  way.  Many  specialists  in  the 
past  whose  bills  have  been  objected  to  have  ac- 
cepted the  general  practitioner’s  fee  where  the  in- 
jury was  of  a minor  nature  and  particularly  when 
the  injury  did  not  follow  directly  within  the 
specialist’s  field.  It  is  our  opinion  that  where  a 
surgeon  treats  a compensat  ion  claimant  under  the 
new  fee  schedule,  he  should  be  paid  a specialist’s  ]• 
fee  regardless  of  the  nature  of  the  surgical  injury  ■ 
because  the  patient  is  assured  of  the  services  of  a • 
specially  qualified  physician  and  certainly  the 
expert  is  entitled  to  the  regular  specialist’s  fee 
provided  the  patient  falls  within  the  specialty,  i 
Should  a condition  not  fall  within  the  specialty  t 
and  the  specialist  elects  to  treat  the  patient,  then 
we  believe  the  general  practitioner’s  fee  should  be 
[Continued  on  pane  2524 1 
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paid.  Some  thought  should  also  be  given  to  the 
practice  of  some  specialists  in  treating  patients 
not  within  their  specialties  and  how  far  a specialist 
may  go  in  this  respect  and  retain  his  specialty 
rating. 

Medical  Questions  by  Lay  Representatives  of  In- 
surance Carriers.— After  the  receipt  of  a number  of 
complaints  from  physicians  against  a large  in- 
surance carrier  because  of  the  way  in  which  their 
lay  claim  representatives  were  contacting  the 
physicians  and  discussing  indications  for  treat- 
ment, number  of  treatments,  type  of  treatment, 
and  other  matters  relating  to  medical  practice 
and  medical  bills,  we  conferred  with  the  manager 
of  the  insurance  carrier  and  succeeded,  we  believe, 
in  correcting  the  unethical  and  improper  practices. 
This  was  a recrudescence  of  a situation  which  was 
very  bad  a number  of  years  ago  and  was  corrected 
at  that  time  as  a result  of  our  intervention. 

It  is  the  practice  of  certain  insurance  carriers  to 
permit  lay  individuals  to  argue  medical  questions 
with  pnysicians  rather  than  turn  these  matters 
over  to  their  medical  personnel.  This  causes  bad  re- 
lationships between  the  profession  and  the  carriers 
who  indulge  in  these  practices.  We  are  of  the 
opinion,  however,  that  there  are  now  better  re- 
lationships with  the  majority  of  insurance  car- 
riers, many  of  whom  consult  our  bureau  on  most 
questions  of  medical  practice  and  billing. 

The  setting  up  of  joint  councils  in  the  various 
districts  of  the  State  and  the  State  Joint  Council 
have  had  and  will  continue  to  have  an  important 
effect  in  doing  away  with  these  practices  and  im- 
proving relationships.  Only  recently  the  Erie 
County  Medical  Society  Compensation  Commit- 
tee refused  to  recommend  a medical  bureau  license 
for  a large  industrial  plant  in  Erie  County.  The 
decision  of  the  county  society  was  based  on  a 
very  careful  investigation  which  disclosed  certain 
practices  in  the  plant  which  needed  correction. 
When  the  matter  was  brought  to  our  attention,  we 
were  in  touch  with  the  industrial  concern  whose 
offices  are  in  New  York  City  and  succeeded  in 
bringing  together  the  parties.  The  employer  con- 
ceded the  practices  were  not  to  the  advantage  of 
the  injured  workers  and  is  in  process  of  correcting 
same. 

This  points  out  the  importance  of  careful  in- 
vestigation by  county  medical  societies  on  all 
applications  for  medical  bureau  licenses.  The 
highly  efficient  and  courteous  way  in  which  this 
matter  was  handled  by  the  chairman  of  the  Work 
men’s  Compensation  Committee  of  the  Erie 
County  Medical  Society  deserves  commendation. 

Authorization  in  Metropolitan  Area. — There  has 
been  a tendency  of  late  for  certain  county  medical 
societies  in  the  metropolitan  area  aiding  the 
Medical  Practice  Committee  in  the  qualifying  of 
specialists  to  insist  upon  such  practitioners  ob- 
taining a diploma  of  a specialty  board  before 
recommending  the  physician  for  specialist  rating. 
We  believe  this  is  not  a good  practice. 

The  county  societies  outside  the  metropolitan 
area  are  boards  of  original  jurisdiction  and  have 
their  own  standards  with  which  to  gauge  the 
qualifications  of  physicians.  These  should  be 
strictly  adhered  to.  The  diploma  of  the  Medical 
Board  may  be  accepted  as  one  evidence  of  qualifi- 
cation, but  to  refuse  qualification  to  a physician 
who  has  all  the  qualifications  specified  in  the 
standards  which  are  the  equivalent  of  the  National 
Board  requirements  would  be  improper  and  would 


surrender  to  the  National  Board  the  functions  of 
the  county  qualifying  committees  in  workmen’s 
compensation.  Indeed,  it  may  be  the  basis  for  the 
State  requiring  such  National  Board  diplomas  and 
limiting  specialists  ratings  to  possessors  thereof, 
making  the  functions  of  the  county  medical  society 
superfluous. 

Rule  19. — We  wish  to  draw  attention  to  the 
fact  that  in  the  addendum  to  the  Workmen’s 
Compensation  Law  issued  in  July,  1947,  by  the 
New  York  State  Workmen’s  Compensation  Board 
on  page  213,  Rule  19  on  Rules  and  Procedure  Rela- 
tive to  Medical  Surgical  Care  for  Treatment  under 
the  Workmen’s  Compensation  Law,  there  is  a 
statement  to  the  effect  that 

“Hospitals  may  render  bills  for  board  and 
room  accommodations,  medical  and  surgical 
supplies,  and  nursing  facilities.  Voluntary  hos- 
itals  may  bill  for  x-ray  services  when  rendered 
y an  x-ray  laboratory  or  bureau  of  such 
hospital  duly  licensed  by  the  chairman.  Hos- 
pitals may  bill  for  physiotherapeutic,  anesthesia, 
and  pathologic  services  when  rendered  by  or 
under  the  supervision  of  salaried  physicians  on 
the  staff.  The  names  and  qualifications  of  all 
physicians  and  persons  rendering  services  for 
which  charges  are  made  by  hospitals  must  be  in- 
cluded in  all  bills,  and  all  medical  and  x-ray  re- 
ports shall  be  promptly  filed  with  the  Work- 
men’s Compensation  Board  and  with  the  em- 
ployer or  its  insurance  carrier  (as  amended  May 
29,  1947.)” 

A similar  rule  is  printed  in  the  new  medical  fee 
scheduled.  On  page  48,  Rule  19,  it  is  stated  that 
the  Workmen’s  Compensation  Law  was  amended 
in  May,  1947,  to  this  effect.  The  rule  as  published 
is  correct  only  in  so  far  as  it  pertains  to 
voluntary  hospitals  and  salaried  roentgenologists 
employed  by  them  where  the  hospital  has  ob- 
tained a license  to  conduct  an  x-ray  laboratory. 
We  find  no  provision  in  Chapter  766  of  the  Laws  of 
1947  affecting  pathology,  anesthesiology,  or 
physical  therapy  treatment  in  hospitals  by 
salaried  employes.  We  have  enquired  of  Mr. 
Henry  J.  Clay,  general  counsel  to  the  Workmen’s 
Compensation  Board,  for  the  authority  for  the  in- 
clusion of  these  specialties  in  the  rules  and  regula- 
tions as  published  by  the  Workmen’s  Compensa- 
tion Board.  Chapter  766  of  the  Laws  of  1947  re- 
sulted from  the  passage  of  Assembly  Int.  2712 
(Committee  on  Rules)  and  became  effective  im- 
mediately on  passage  in  1947.  This  was  an  amend- 
ment to  Section  13-c  2 of  the  Workmen’s  Com- 
pensation Law  and  authorized  voluntary  hospitals 
to  obtain  an  x-ray  bureau  license  and  to  render 
bills  for  salaried  employes  for  x-ray  examination 
and  treatment. 

Bureau  Correspondence. — The  correspondence 
of  this  Bureau  has  been  especially  heavy  during 
the  summer  months  contrary  to  our  usual  ex- 
• perience;  276  communications  were  sent  out. 
The  Bureau  of  Bill  Collections  is  growing,  and 
physicians  and  county  medical  societies  from  all 
parts  of  the  State  are  availing  themselves  of  our 
facilities  in  ever  increasing  numbers. 

Report  of  Delegates  to  the  American  Medical 
Association  House  of  Delegates. — Dr.  Winslow  pre- 
sented the  following  report: 

The  following  gentlemen  were  in  attendance  at  the 
1948  Annual  Meeting  of  the  House  of  Delegates  of 
the  American  Medical  Association,  representing  the 
[Continued  on  page  2526] 
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MINUTES  OF  THE  COUNCIL 


[N.  Y.  State  J.  M. 


[Continued  from  page  2524] 

Medical  Society  of  the  State  of  New  York:  John  J. 
Masterson,  J.  Stanley  Kenney,  Thomas  A.  McGold- 
rick,  Andrew  A.  Eggston,  Harry  Aranow,  Peter  J. 
Di  Natale,  George  W.  Kosmak,  Stephen  R.  Mon- 
teith,  Joseph  P.  Henry,  Scott  Lord  Smith,  W.  P. 
Anderton,  Herbert  H.  Bauckus,  Albert  F.  R.  An- 
dresen,  Thomas  M.  Brennan,  James  R.  Reuling, 
Floyd  S.  Winslow,  Ralph  T.  B.  Todd,  O.  W.  H. 
Mitchell,  Edward  P.  Flood,  and  Albert  A.  Gartner. 

Also  members  of  the  House  were:  Arthur  J. 
Bedell  (Section  on  Ophthalmology);  Roy  B.  Hen- 
line (Section  on  Neurology);  Chas.  Gordon  Heyd 
(Past-President  of  the  A.M.A.);  Louis  H.  Bauer 
(Trustee  of  the  A.M.A.);  Edward  R.  Cunniffe 
(Chairman  of  the  Judicial  Council);  Herman  Weis- 
kotten  (Chairman  of  the  Council  on  Medical  Educa- 
tion and  Hospitals). 

Attended  some  meetings:  Robert  R.  Hannon 
(Executive  Officer);  Mr.  Dwight  Anderson  (Ex- 
ecutive Secretary);  Miss  Doris  K.  Dougherty  (Ad- 
ministrative Assistant);  Mr.  Thomas  E.  Walsh 
(Field  Representative);  Mr.  Frederick  W.  Miebach 
(Director,  Information  Service). 

Your  Delegates  met  on  Sunday  evening,  June  20, 
1948,  at  7 :05  p.m.  in  Room  810  of  the  Palmer  House, 
Chicago,  Illinois.  This  room  was  provided  for  our 
meetings  in  accordance  with  your  recommendation 
which  was  acted  upon  by  the  Board  of  Trustees. 

The  resolutions  assigned  by  the  House  of  Dele- 
gates of  the  Medical  Society  of  the  State  of  New 
York  for  introduction  at  the  American  Medical 
Association  were  discussed  and  assigned. 

Of  the  five  resolutions  your  delegates  were  in- 
structed to  present,  the  one  regarding  the  unfairness 
of  drafting  physicians  for  the  Armed  Services  of  the 
United  States  was  not  presented  because  the  legisla- 
tion to  which  it  referred  had  already  been  passed  by 
the  United  States  Congress,  omitting  such  draft. 

A resolution  regarding  the  requirement  by  some 
hospitals  that  a physician  have  certification  from  a 
National  Specialty  Board  before  he  can  be  eligible 
for  a senior  staff  appointment  was  introduced  by 
Dr.  Edward  P.  Flood.  This  was  referred  to  the 
Reference  Committee  on  Miscellaneous  Business, 
which  recommended  its  consideration  by  the  Sub- 
committee of  the  Board  of  Trustees  on  the  Practice 
of  Medicine.  This  committee  reported  favorably 
regarding  our  resolution.  The  intent  of  the  resolu- 
tion was  adopted  by  the  House  as  part  of  the  Sub- 
committee’s Progress  Report. 

Your  resolution  urging  the  American  Medical 
Association  to  have  its  employes  insured  for  hos- 
pitalization through  a nonprofit  plan  was  introduced 
by  Dr.  Stephen  R.  Monteith.  It  was  referred  to  the 
Reference  Committee  on  Medical  Service  and  Pre- 
paid Insurance.  Similar  resolutions,  and  one  con- 
trary resolution,  were  introduced.  As  a result  of  the 
Reference  Committee  report,  the  House  of  Delegates 
went  on  record  that  the  A.M.A.  should  contract 
both  Blue  Cross  and  Blue  Shield  organizations,  if 
possible,  when  these  organizations  have  available 
policies  in  Chicago. 

A change  in  the  Constitution  of  the  American 


Medical  Association  to  the  effect  that  no  component 
society  should  exclude  any  qualified  physician  from 
membership  by  reason  of  race,  creed,  or  color  was 
introduced.  It  was  referred  to  the  Reference  Com- 
mittee on  Scientific  Assembly.  This  Committee  re- 
ported that  the  American  Medical  Association  is  a 
federation  and  that  the  decision  regarding  its  mem- 
bership lies  entirely  within  the  rights  of  each  county 
medical  society. 

Dr.  Harry  Aranow  introduced  your  resolution  re- 
garding hospital  and  medical  care  for  veterans. 
This  was  passed  by  the  House  after  favorable  report 
by  the  Reference  Committee  on  Legislation  and 
Public  Relations. 

Dr.  Thomas  A.  McGoldrick  was  chairman  of  the 
Reference  Committee  on  Legislation  and  Public- 
Relations.  Dr.  George  W.  Kosmak  was  a member  of 
the  Reference  Committee  on  Reports  of  Officers. 
Dr.  W.  P.  Anderton  was  chairman  of  the  Reference 
Committee  on  Reports  of  Board  of  Trustees  and 
Secretary.  Dr.  Edward  P.  Flood  was  a member  of 
the  Credentials  Committee.  Dr.  Thomas  M 
Brennan  was  a member  of  the  Reference  Committee 
on  Miscellaneous  Business.  Dr.  Scott  Lord  Smith 
was  a teller.  Dr.  J.  Stanley  Kenney  was  sergeant- 
at-arms. 

It  gives  me  pleasure  to  report  that  our  Society  was 
ably  and  conscientiously  represented  by  this  dele- 
gation and  particularly  to  report  to  you  that  Dr. 
James  R.  Reuling  was  elected  vice-speaker  of  the 
House  of  Delegates  of  the  American  Medical  Associa- 
tion. 

Illness. 

It  was  voted  that  the  secretary  send  letters  to  Dr. 
Harry  Aranow  and  Dr.  Thomas  M.  Brennan  ex- 
pressing the  regret  of  the  Council  at  their  illnesses 
and  hopes  for  improvement. 

Deaths. — Dr.  Simpson  reported  that  Dr.  Albert 
A.  Gartner  died  September  9 and  that  his  funeral 
would  be  Saturday,  September  11,  at  3 o’clock  in  the 
afternoon  at  Forest  Lawn  Cemetery,  Buffalo.  The 
secretary  was  instructed  to  write  a letter  of  con- 
dolence to  the  family. 

Session  Appointments. — The  following  appoint- 
ments were  made  by  the  President  and  approved  by 
the  Council: 

History  of  Medicine:  Richard  A.  Leonardo, 

Rochester,  chairman,  and  George  Rosen,  New 
York  City,  vice-chairman,  with  the  Secretary  to  be 
appointed  later  by  the  president.  He  has  not  yet 
been  selected. 

Physical  Medicine:  George  F.  Bock,  Watertown, 
chairman,  and  Hans  J.  Behrend,  New  York  City, 
secretary. 

Special  Appointments. 

It  was  voted  that  Dr.  Frey  again  be  appointed  ob- 
server from  the  Council  to  the  meetings  of  the 
Coordinating  Council  of  the  Five  Greater  New 
York  County  Medical  Societies. 

It  was  voted  that  Dr.  Harry  S.  Mustard,  commis- 
sioner of  Health  of  New  York  City,  be  appointed 
an  advisory  member  of  the  Public  Health  and 
Education  Committee. 


A school  teacher  told  her  pupils  to  listen  to  their 
parents’  conversation  and  if  they  heard  any  new 
words  to  look  up  the  meaning  in  the  dictionary  and 
write  a sentence  using  the  word  properly.  The  next 
day  she  asked  Johnny  what  word  he  had  heard.  He 
replied  that  he  had  heard  the  word  “pregnant”  and 


the  definition  given  in  the  dictionary  was  “To  carry 
a child.”  The  teacher  asked,  “Have  you  a sentence 
using  it?” 

“Yes,  ma’am,”  he  replied.  “The  fireman 
climbed  a ladder  into  the  burning  building  and  came 
down  pregnant.” — Medical  Briefs,  September,  1948 
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NECROLOGY 


Charles  E.  Baker,  M.D.,  ninety,  died  on  Septem- 
ber 23.  Dr.  Baker  was  graduated  from  the  Eclectic 
Medical  College  of  the  City  of  New  York  in  1882. 
He  began  his  practice  in  Marietta  in  1884  and  con- 
tinued until  his  retirement  in  1936. 

Frederic  Huntington  Bartlett,  M.D.,  died  at  his 
New  York  City  home  on  October  9 at  the  age  of 
seventy-sLx.  Dr.  Bartlett,  who  was  originally  a 
teacher,  was  graduated  from  the  College  of  Physi- 
cians and  Surgeons,  Columbia  University,  in  1905 
He  served  as  a major  in  the  Army  Medical  Corps 
during  World  War  I.  Dr.  Bartlett  was  an  attending 
physician  at  Babies  Hospital  and  was  at  one  time 
chief  of  pediatrics  at  Fifth  Avenue  Hospital.  He 
was  w'ell-known  as  the  author  of  the  text,  Infants 
and  Children:  Their  Feeding  and  Care , published 
in  1932. 

Dr.  Bartlett  was  a member  of  the  American 
Medical  Association,  the  American  Pediatric  So- 
ciety, the  New  York  Academy  of  Medicine,  and  the 
New  York  State  and  County  Medical  Societies. 

Joseph  F.  Cusick,  M.D.,  of  Binghamton,  died  on 
October  13.  He  was  forty-two  years  old.  Dr. 
Cusick,  a member  of  the  board  of  governors  of 
Georgetown  University,  Washington,  D.C.,  was 
graduated  from  the  Georgetown  University  School 
of  Medicine  in  1931.  A major  in  the  Army  Medical 
Corps  during  World  War  II,  Dr.  Cusick  was  an 
associate  surgeon  on  the  staffs  of  City  and  Lourdes 
Hospitals,  Binghamton,  and  the  Charles  S.  Wilson 
Memorial  Hospital,  Johnson  City.  Dr.  Cusick  was 
a member  of  the  American  Medical  Association  and 
the  New  York  State  and  Broome  County  Medical 
Societies. 

Julius  Hammer,  M.D.,  seventy-four,  of  New 
York  City,  died  on  October  17.  Dr.  Hammer,  a 
general  practitioner,  was  graduated  from  the 
College  of  Physicians  and  Surgeons,  Columbia 
University,  in  1902,  and  served  his  internship  at 
Manhattan  General  and  Sloane  Maternity  Hos- 
pitals. Dr.  Hammer,  who  had  retired  before 
World  War  II,  returned  to  active  practice  during 
the  war  and  then  retired  again  after  the  war.  He 
was  a member  of  the  American  Medical  Association 
and  the  New  York  State  and  County  Medical 
Societies. 

Samuel  H.  Korman,  M.D.,  of  Brooklyn,  died 
September  16  at  the  age  of  thirty-seven.  Dr. 
Korman  was  graduated  from  the  Eclectic  Medical 
College,  Cincinnati,  in  1936.  He  was  a psychiatrist 
who  served  as  alienist  at  Kings  County  Hospital. 
As  supervising  psychiatrist  of  Brooklyn  State 


Hospital,  Dr.  Korman  developed  special  treatments 
in  shock  therapy  for  difficult  mental  cases  and  also 
assisted  the  Veterans  Administration  in  this  work. 
He  was  a diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology  and  a member  of  the 
American  Medical  Association  and  the  New  York 
State  and  Kings  County  Medical  Societies. 

George  Lenz,  M.D.,  died  on  October  18.  He  was 
seventy-three  years  old.  Dr.  Lenz  had  practiced 
medicine  in  Gloversville  ever  since  his  graduation 
from  Albany  Medical  College  in  1900.  Formerly 
chief  of  staff  of  the  Nathan  Littauer  Hospital, 
Gloversville,  he  also  served  as  consultant  surgeon 
on  the  staff  of  this  hospital.  Dr.  Lenz  was  a member 
of  the  American  Medical  Association  and  the  New 
York  State  and  Fulton  County  Medical  Societies. 
He  was  also  a Fellow  of  the  American  College  of 
Surgeons. 

Max  Lehman,  M.D.,  of  Queens,  died  on  October 
16  at  the  age  of  sixty-eight.  Dr.  Lehman  was 
graduated  from  Cornell  University  Medical  College 
in  1907.  He  was  on  the  staff  of  Bushwick  Hospital, 
Brooklyn,  and  was  associated  with  the  Prudential 
Insurance  Company  of  America  for  more  than  forty 
years  as  examining  physician.  A charter  member 
of  the  Queens  County  Medical  Society,  Dr.  Lehman 
also  belonged  to  the  American  Medical  Association 
and  the  New  York  State  Medical  Society. 

William  Little,  M.D.,  a general  practitioner  in 
Chenango  County  for  fifty-four  years,  died  at  his 
home  in  Sherburne  on  October  19  at  the  age  of 
eighty-two.  Dr.  Little,  who  had  retired  three  years 
ago  because  of  illness,  was  graduated  from  New 
York  Homeopathic  Medical  College  in  1891.  He 
was  village  health  officer  for  forty-three  years  in 
Sherburne.  Dr.  Little  was  honored  for  his  fifty 
years  of  service  in  the  medical  profession  by  the 
Medical  Society  of  the  State  of  New  York  in  1944. 
He  was  also  a member  of  the  American  Medical 
Association  and  the  Chenango  County  Medical 
Society. 

Henry  Brown  Turner,  M.D.,  of  New  York,  died 
on  October  5.  Dr.  Turner  was  forty-nine  years  old. 
He  was  graduated  from  Johns  Hopkins  University 
School  of  Medicine  in  1926.  He  was  an  assistant 
attending  physician  at  New  York  Post-Graduate 
Hospital,  an  associate  physician  in  the  out-pa- 
tient department  of  that  hospital,  and  he  also  served 
as  cardiologist  for  several  insurance  companies  in 
New  York  City.  Dr.  Turner  studied  cardiology  in 
London  and  Paris  and  had  served  on  the  staff  of 
the  American  Hospital  in  Paris. 


MARRIAGE,  DIVORCE  DECREASED  IN  1947 

The  divorce  rate  decreased  sharply  in  1947,  the 
Cnited  States  Public  Health  Service  reported  re- 
cently. The  marriage  rate  also  was  lower  last  year, 
it  said.  The  report  was  based  on  a preliminary  cen- 
sus compiled  by  the  service’s  vital  statistics  office. 

The  divorce  and  marriage  rates  were  lower  only  in 
comparison  to  the  all-time  highs  set  in  1946.  Both 
remained  well  above  prewar  levels.  The  number  of 
divorces  in  1947  was  estimated  at  471,000,  com- 
pared to  610,000  in  1946. 


The  divorce  rate  for  1,000  population  was  3.3  last 
year,  a decline  of  about  25  per  cent  from  the  4.3 
rate  of  1946. 

The  federal  agency  reported  1,992,354  marriages 
in  1947,  compared  to  2,291,045  in  1946.  The  mar- 
riage rate  for  1,000  population  was  13.9  in  1947,  com- 
pared to  16.4  in  1946.  The  marriage  rate  was  the 
second  highest  in  history,  being  exceeded  only  by 
1946.  The  divorce  rate  was  the  third  highest,  ex- 
ceeded by  both  1946  and  1945. 
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MEDICAL  NEWS 


Seven  Win  Lasker  Awards  for  Medical  Work 


THREE  scientists  and  four  public  health  adminis- 
trators are  recipients  of  the  1948  Lasker  Awards 
for  outstanding  contributions  to  medicine,  according 
to  an  announcement  by  Dr.  George  Baehr,  chairman 
of  the  committee  of  the  American  Public  Health 
Association  that  selected  the  recipients.  Formal 
presentation  of  the  awards  was  made  at  the  dinner 
in  Boston  on  November  11,  with  each  individual 
award  consisting  of  $1,000  and  a gold  statue. 

Scientific  awards  were  given  to  Dr.  Selman  A. 
Waksman  of  Rutgers  University,  Dr.  Rene  J. 
Dubos  of  the  Rockefeller  Institute,  and  Dr.  Vincent 
du  Vigneaud  of  Cornell  University  Medical  College. 


Awards  for  administrative  achievement  went  to  Dr. 
Martha  M.  Eliot  of  the  U.S.  Children’s  Bureau, 
Washington,  D.C.,  and  Dr.  Rolla  E.  Dyer  of  the 
National  Institute  of  Health,  Bethesda,  Maryland. 

The  department  of  medicine  and  surgery  of  the 
Veterans  Administration  received  the  Lasker  Group 
Award,  with  particular  honor  to  Dr.  Paul  R.  Haw- 
ley, former  medical  director,  and  Dr.  Paul  B.  Mag- 
nuson,  present  medical  director. 

Dr.  du  Vigneaud  was  cited  for  his  contribution  to 
the  chemistry  of  the  vitamins  and  nutrition,  and  for 
leading  a research  team  that  first  produced  a syn- 
thetic penicillin. 


Annual  Christmas  Seal  Sale  Starts 


THE  annual  sale  of  Christmas  Seals,  sole  support 
of  the  National  Tuberculosis  Association  and  its 
3,000  affiliates  throughout  the  country,  will  begin 
on  November  22  and  end  on  Christmas.  Proceeds 
from  this,  the  42nd  annual  sale,  will  be  used  in  the 
year-round  fight  against  tuberculosis  through  educa- 


tion, case-finding,  rehabilitation,  and  medical  re- 
search. Of  the  money  raised  each  year  through  the 
sale  of  Christmas  seals,  95  per  cent  is  used  within  the 
state  of  origin,  and  five  per  cent  is  allocated  to  the 
National  Association.  The  specific  program  in  each 
community  depends  on  needs  and  resources. 


Set  National  Diabetes  Week  December  6 to  12 


THE  American  Diabetes  Association  is  launching 
a nation-wide  drive  of  diabetes  detection,  with 
Dr.  Howard  Root  of  Boston,  Massachusetts,  as 
chairman  of  the  committee  appointed  to  carry  on 
this  work.  The  inauguration  of  a year-round 
Diabetes  Detection  Drive  will  be  National  Dia- 
betes Week,  to  be  held  from  December  6 to  12, 
1948. 

As  a first  step  in  a full-scale  attack  on  diabetes, 


eighth  among  the  leading  causes  of  death,  the 
committee  suggests  that  each  county  medical 
society  appoint  a committee  on  diabetes.  The 
National  Committee  on  Diabetes  Detection  has 
programs  available  for  medical  meetings,  radio 
broadcasts  and  spot  radio  announcements  for  use  by 
both  city  and  county  medical  societies,  and  sugges- 
tions for  cooperation  with  local  hospitals  toward  the 
control  of  diabetes,  Dr.  Root  announced. 


State  Mental  Hygiene  Department  Opens  Food  Service  Training  School 


TWENTY-FOUR  head  cooks  from  the  institu- 
tions of  the  New  York  State  Department  of 
Mental  Hygiene  enrolled  October  1 1 for  the  opening 
session  of  the  department’s  new  Food  Service 
Training  School  located  at  Hudson  River  State 


Hospital  in  Poughkeepsie,  Commissioner  Frederick 
MacCurdy  announced.  The  school,  which  includes 
a fully  equipped  food  service  laboratory,  has  been 
set  up  on  a permanent  basis  for  instruction  of  in- 
stitution employes  in  food  preparation  and  service. 


New  England  Journal  Announces  Prize  Essay  Contest 


TN  ACKNOWLEDGMENT  of  the  support  of  more 
F than  4,000  student  subscribers,  the  New  England 
Journal  of  M edicine  has  announced  a prize  essay  con- 
test open  to  all  members  of  the  class  of  1949  regis- 
tered in  any  medical  school  approved  by  the  Council 
on  Medical  Education  and  Hospitals  of  the  Ameri- 
can Medical  Association. 

The  subject  chosen  for  this  year’s  competition 
is:  “Recent  Advances  in  Preventive  Medicine.” 

Manuscripts  are  to  be  between  four  and  five 
thousand  words  in  length,  clearly  typewritten  in 
English,  double  or  triple  spaced  with  references 
listed  at  the  end  in  numerical  arrangement  according 
to  the  form  used  by  the  Quarterly  Cumulative  Index 
Medicus.  They  must  be  in  the  bands  of  the  editor 
by  March  15,  1949.  All  manuscripts  will  become 
tbe  property  of  the  Journal. 


A cash  prize  of  $100  will  be  paid  for  the  best  essay 
of  those  found  to  be  suitable  for  consideration;  the 
paper  will  be  published  in  the  “Medical  Progress” 
series  that  forms  a regular  part  of  the  contents  of 
the  Journal,  and  the  author  will  receive  a hundred 
free  reprints. 

A second  prize  will  consist  of  a two-year  sub- 
scription to  the  Journal. 

The  editors  wish  to  emphasize  that  in  establish- 
ing this  competition  they  are  as  much  interested 
in  encouraging  good  medical  writing  as  they  are  in 
promoting  the  collection  of  scientific  material.  In 
judging  papers  that  may  be  submitted,  particular 
attention  will  accordingly  be  paid  to  clarity,  sim- 
plicity, and  general  literary  excellence. 

[Continued  on  page  2532] 
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Modern  digitalis  therapy... 
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reduces  dosage  MM  to  milligrams 


. . . disability  HK1  to  hours! 


Simplicity  of  administration  with 
dosage  by  weight  and  effect  in  hours 
—together  with  virtual  freedom  from 
locally  induced  nausea  or  vomiting 
—makes  Digitaline  Nativelle  a prep- 
aration of  choice  wherever  and  when- 
ever digitalis  therapy  is  indicated. 

In  developing  the  first  clinically- 
proven  active  principle  of  digitalis 
purpurea,  Digitaline  Nativelle  has 
provided  the  medical  profession 
with  a major  advance  in  the  treat- 


ment of  cardiac  decompensation. 
Utilizing  the  active  principle,  Digi- 
taline Nativelle  acts  uniformly 
whether  administered  by  mouth  or 
by  vein. 

Prescribed . . . for  these 
5 advantages : 

1.  Uniform  potency  by  weight. 

2.  Identical  dosage  and  effect  when  given 
intravenously  or  by  mouth. 

3.  Virtual  freedom  from  gastric  upsets 
and  other  untoward  side  effects. 


SIMPLICITY  OF  ADMINISTRATION 

Rapid  Dicitalization  ...  1.2  mg.  in 
equally  divided  doses  of  0.6  mg.  at 
three-hour  intervals. 

Maintenance:  0.1  or  0.2  mg.  daily  de- 
pending upon  patient’s  response. 

Change-over:  0.1  or  0.2  mg.  of  Digi- 
taline Nativelle  may  advantageously  re- 
place present  maintenance  dosage  of 
0.1  gm.  or  0.2  gm.  of  whole  leaf. 

Supplied  through  all  pharmacies  in  0.1  mg.  pink 
tablets  and  0.2  mg.  white  tablets  — in  bottles  oj  40 
and  250.  In  ampules  oj  0.2  mg.  (i  cc.)  and  0.4  mg. 
( 2 cc. ) — in  packages  oj  6 or  50.  VARICK  PHARMA- 
CAL  CO.,  INC.  (Division  ot  E.  Fougera  & Co.,  Inc.) 
75  Varick  Street,  New  York,  New  York. 


4.  Absorption  and  action  is  rapid,  uni- 
form, determinable  by  the  clock. 

5.  Active  principle  enthusiastically  ac- 
cepted by  leading  cardiologists. 


Digitaline 

Nativelle 


. . . active  glycoside  of  digitalis  purpurea 

( digi  toxin ) 
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Trudeau  Memorial  Held  at  Saranac 


'“PHE  founder  of  tlie  first  tuberculosis  sanatorium 
in  the  United  States  was  eulogized  by  doctors 
who  gathered  at  Saranac  Lake  on  October  5 to 
celebrate  the  100th  anniversary  of  his  birth. 

Memorial  wreaths  were  placed  at  the  statue  of 
Dr.  Edward  Livingston  Trudeau  on  the  grounds  of 
the  sanatorium  that  bears  his  name.  Dr.  David  R. 
Lyman,  director  of  the  Gaylord  Farm  Sanatorium 
at  Wallingford,  Connecticut,  paid  tribute  to  Dr. 


Trudeau  on  behalf  of  the  past  and  present  Trudeau 
patients,  who  number  8,000  throughout  the  world. 

Among  the  speakers  were  Dr.  Miguel  C.  Lascalea, 
of  Buenos  Aires;  Dr.  M.  J.  Rojana,  of  India,  and 
Dr.  Kung  Chin  Pao,  of  China.  Dr.  Ezra  Bridge, 
director  of  Iola  Monroe  County  Sanatorium,  Roch- 
ester, said  the  cottage  sanatorium  Dr.  Trudeau 
founded  in  1884  had  grown  to  be  the  largest  oi  its 
kind  in  the  country. 


Women’s  Death  Rate  from  Cancer  Declines 


THE  death  rate  from  cancer  among  women  in 
1947  continued  a fifteen-year  decline,  statisticians 
of  the  Metropolitan  Life  Insurance  Company  re- 
vealed recently.  The  trend  was  viewed  as  due 
largely  to  the  nation-wide  anticancer  campaign 
which  has  helped  to  make  women  more  alert  to 
early  danger  signals  of  the  disease. 

Among  the  company’s  white  female  industrial 
policyholders,  the  age-adjusted  death  rate  has  de- 


creased from  93.5  for  each  100,000  in  1932-1934  to 
82.9  in  1947,  a reduction  of  1 1 per  cent.  The  com- 
pany stated,  however,  that  in  spite  of  the  gains 
which  have  been  made,  100,000  women  in  the 
United  States  are  expected  to  die  of  cancer  and 
other  malignant  tumors  in  1948,  and  this  death  toll, 
second  only  to  that  from  heart  disease,  is  expected  to 
rise  as  the  number  of  older  women  in  the  population 
increases. 


MEETINGS 

FUTURE 


Moreno  Clinic  and  Psychodramatic  Institute 

The  third  and  fourth  national  conferences, 
sponsored  by  the  Moreno  Clinic  and  the  Psycho- 
dramatic  Institute,  will  be  held  November  27  and 
28  and  December  26,  27,  and  28  at  Beacon,  New 
York.  The  conferences  will  cover  psychodrama, 
sociodrama,  sociometry,  and  group  psychotherapy, 
and  the  theme  will  be  “Training  in  Human  Rela- 
tions.” 

Further  information  may  be  obtained  by  writing 
to  the  Moreno  Clinic,  Beacon,  New  York. 

American  Medical  Association,  Interim  Session 

The  Interim  Session  of  the  American  Medical 
Association  will  open  in  St.  Louis,  Missouri,  on 
November  30  and  continue  through  December  3. 
All  activities,  including  meetings  of  the  House  of 
Delegates,  general  lectures,  clinical  presentations, 
scientific  exhibits,  technical  exhibits,  motion  pic- 
tures, and  television,  will  be  concentrated  in  the 
Kiel  Auditorium  in  St.  Louis. 

The  program  includes  a general  session  on  Tuesday 
and  Thursday  evenings,  with  entertainment  on 
Wednesday  evening.  The  second  annual  General 
Practitioner  award  will  be  presented  on  Thursday 
evening. 

Institute  of  Industrial  Medicine 

The  Commerce  and  Industry  Association  of  New 
York,  in  cooperation  with  the  Institute  of  Industrial 
Medicine,  New  York  University-Bellevue  Medical 
Center,  will  sponsor  a symposium  on  December  1 on 


industrial  health  problems  for  New  York  business- 
men. The  conference  has  the  endorsement  of  the 
New  York  County  Medical  Society,  the  American 
Medical  Association,  and  other  medical  organiza- 
tions. 

American  Federation  for  Clinical  Research, 
Eastern  Section 

The  Eastern  Section  of  the  American  Federation 
for  Clinical  Research  will  hold  its  annual  meeting  in 
Philadelphia,  Pennsylvania,  on  December  4,  at  the 
Temple  University  School  of  Medicine. 

Further  details  may  be  obtained  from  Dr.  J. 
Edward  Berk,  255  South  17th  Street,  Philadelphia 
3,  who  is  secretary  of  the  Eastern  Section. 

American  Urological  Association, 

Northeastern  Section 

The  American  Urological  Association  through  the 
Northeastern  Section  will  conduct  an  intensive  post- 
graduate course  in  urology  lasting  one  week,  from 
January  3 through  January  8,  1949,  under  the 
auspices  of  the  School  of  Medicine,  University  of 
Buffalo. 

The  whole  subject  of  urology,  including  the  basic 
sciences,  anatomy,  physiology,  bacteriology,  bio- 
chemistry, and  pathology  of  the  urinary  tract,  will 
be  covered.  Clinics  wili  be  held  during  the  week. 

For  further  information  and  application,  write  to 
Dr.  George  E.  Slotkin,  chairman,  Medical  Center 
Building,  333  Linwood  Avenue,  Buffalo  9,  New 
York. 


PERSONALITIES 


Honored 

Dr.  James  C.  Harberson,  Watertown,  who  was 
elected  an  associate  fellow  of  the  American  Procto- 
logic Society ...  Dr.  Homer  W.  Smith,  chairman  of 
the  department  of  physiology,  New  York  University 


College  of  Medicine,  who  received  the  Medal  for 
Merit,  the  President’s  highest  award  to  civilians, 
“for  exceptional  meritorious  conduct  in  the  perfor- 
(Continued  on  page  2536] 
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Yes,  you.  An  important  picture. 

Part  of  your  Christmas  Seal 
money  buys  X-ray  units  for  chest 
"pictures”  ...  to  detect  tubercu- 
losis so  that  it  can  be  checked. 

Since  1904,  the  whole  program 
has  helped  cut  the  TB  death  rate 
by  eighty  per  cent.  Yet  tubercu- 
losis still  kills  more  people  be- 
tween 1 5 and  44  than  any  other 
disease. 

So  please,  send  in  'your  con- 
tribution today  to  your  Tubercu- 
losis Association. 

Buy 

Christmas 
Seals 


Because  of  the  impor- 
tance of  the  above  mes- 
sage, this  space  has  been 
'•ontributed  by 


NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 


B R I OS  C H I 

A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

G.  CERIBELLI  & CO. 

121  VARICK  STREET  NEW  YORK 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB  & X-RAY  AVAILABLE 
Our  12-months  day  course  Includes  Intensive  training 
In  laboratory  techniques,  physiotherapy  apparatus, 
X-Ray.  nursing  techniques,  and  medical  stenography. 

A FEW  LAB  TECHNICIANS  NOW  AVAILABLE 

1834  Broadway  — NYC 
Circle  7-3434 


MancLL  School 


Licensed  by  the  Stake  of  New  York 


Postgraduate^CenterJoriPsycliotherapy,  Inc. 
Sponsored  by 

The  Institute  for  Research  in  Psychotherapy,  Inc. 

Intensive  training  for  psychiatrists  in  psychotherapy 
leading  to  certification.  Individual  courses  for  gen- 
eral practitioners  and  non-psychiatric  medical  specialists 
in  psychotherapy  and  psychosomatic  medicine.  For 
information,  application  blanks  and  catalogue,  write 
to:  DEAN 

Postgraduate  Center  for  Psychotherapy,  Inc. 
218  East  70th  Street  New  York  21,  N.  Y. 


SPASTIC  - POLIO 

PARAPLEGIC  & PARALYSIS  CORRECTION 
DQilton  . SJrrry 
^Foundation  -®rljools 


In  FarHills.N.J. — a PRIVATE  schools  Founda- 
tion teaching  the  paralyzed  how  to  walk,  talk, 
become  physically  independent.  Consulting 
Physician — F.  L.  Field,  M.D.  Our  49th  year. 

For  Information  write  Berry  Foundation  Schools, 
Box  25,  Far  Hills,  New  Jersey 

OTHER  RESIDENT  SCHOOLS 
Encino,  Calif.;  Houston,  Texas,  Cincinnati  Ohio, 
Oshkosh  (Lake  Winnebago),  Wisconsin; 

Portland,  Oregon;  Tulsa,  Oklahoma. 
Consultations  In  250  U.S.  cities  monthly 


HOSPITAL  NEWS 


Safety  Methods  for  Hospital  Personnel 


TNAUGURATION  of  a special  course  in  Safety  for 
-L  Hospital  Personnel  in  cooperation  with  the  New 
York  University  Center  for  Safety  Education,  New 
York  City,  was  announced  recently  by  Louis  Schenk- 
weiler,  president  of  the  Greater  New  York  Hospital 
Association,  representing  97  voluntary  nonprofit  and 
22  municipal  hospitals  in  the  metropolitan  area. 

Dr.  Walter  Cutter,  assistant  professor  of  indus- 
trial safety,  New  York  University,  and  consultant  to 


the  Secretary  of  the  Army  on  training  in  accident 
prevention,  urged  hospital  authorities  to  continue 
their  efforts  to  reduce  accidents  among  their  person- 
nel. Dr.  Karl  Klicka,  a member  of  the  American 
Hospital  Association's  Council  on  Safety,  commended 
the  local  Association  for  its  cooperation  with  the 
national  campaign  of  the  National  Safety  Council 
and  American  Hospital  Association  for  increased 
safety  in  hospitals. 


Hospital  Council  Names  Five 


NORMAN  S.  GOETZ,  president  of  the  Hospital 
Council  of  Greater  New  York,  announced 
recently  the  election  of  five  new  members  to  the 
council’s  board  of  directors  for  three-year  terms. 
The  new  members  are  James  W.  Husted,  Dr.  How- 
ard A.  Rusk,  Miss  Winifred  Fisher,  Nathan  S.  Sachs, 


and  T.  J.  Ross.  Members  re-elected  for  three-year 
terms  were: 

Arthur  A.  Ballantine,  Dr.  Jean  A.  Curran,  Dr. 
Haven  Emerson,  Dr.  Morris  Hinenburg,  and  Ray- 
mond P.  Sloan.  Dr.  John  B.  Pastore  is  executive 
director  of  the  Hospital  Council. 


Columbia  Announces  Course  in  Bronchopulmonary  Diseases 


C^OLUMBI A University,  College  of  Physicians  and 

' Surgeons,  announces  a course  in  “Physiologic 
Therapy  in  Bronchopulmonary  Diseases”  to  be 
given  Monday  through  Friday,  January  24  to  29, 
1949,  by  Drs.  A.  L.  Barach,  H.  A.  Bickerman,  and 
C.  Eastlake. 

The  course  will  deal  with  the  principles  of  physio- 
logic and  antibiotic  therapy  of  bronchial  asthma, 
pulmonary  emphysema  and  fibrosis,  chronic  bron- 


Cancer Study  Clinic 

CYDENHAM  Hospital,  New  York  City,  has 
^ completed  preparations  for  a project  in  clinical 
cancer  research,  Dr.  Jacob  Heiman,  chief  of  the 
medical  service  and  chairman  of  the  medical  board, 
announced  recently. 

The  project  has  two  objectives,  Dr.  Heiman  an- 
nounced. It  is  aimed  at  an  understanding  and  pos- 
sible prevention  of  certain  types  of  tumors  commonly 


chitis  and  bronchiectasis,  and  pulmonary  tubercu- 
losis. The  application  of  technics  will  be  demon- 
strated on  cases  receiving  inhalational,  aerosol,  and 
immobilizing  lung  chamber  therapy.  This  part  of 
the  program  is  available  for  veterans. 

For  further  information,  apply  to  Dr.  John  B. 
Truslow,  assistant  dean,  Columbia  University,  Col- 
lege of  Physicians  and  Surgeons,  630  West  168th 
Street,  New  York  City. 


Planned  at  Sydenham 

associated  with  internal  gland,  or  endocrine,  secre- 
tions, and  at  an  understanding  of  “what  may  be 
going  on  in  the  patient  which  may  produce  a tumor 
recurrence,”  in  the  hope  that  if  this  can  be  deter- 
mined recurrent  tumors  may  be  prevented.  While 
the  study  is  in  progress  and  following  each  tumor 
operation,  patients  will  be  referred  to  the  hospital’s 
tumor  clinic  to  be  placed  under  surveillance. 


NEWS  NOTES 


Formal  opening  of  the  new  $1,500,000  wing  of  St. 
Peter’s  Hospital,  Albany,  will  take  place  November 
21,  Sister  Mary  Esther,  hospital  administrator,  has 
announced.  The  new  wing  will  increase  to  300  the 
capacity  of  the  hospital,  which  at  present  has  159 
beds. 


The  first  step  toward  actual  construction  of  the 
Community  Memorial  Building,  'the  $1,500,000 
addition  to  the  Lawrence  Hospital,  Bronxville,  will 
begin  this  fall,  it  has  been  announced.  Altering  the 
course  of  the  Bronx  River  at  the  rear  of  the  site  will 
be  the  first  move  toward  the  erection  of  the  new 
structure,  which  is  to  be  completed  by  December, 
1950. 


Emergency  medical  care  for  Geneva  citizens  on 
Wednesday  afternoons,  Sundays,  and  legal  holidays 
will  be  provided,  according  to  a resolution  adopted 
recently  bv  the  staff  of  the  Geneva  General  Hospital 
and  announced  by  Dr.  George  H.  R.  White,  presi- 
dent of  the  staff,  and  Dr.  Kenneth  Ward,  chairman 
of  the  committee  arranging  the  service. 

According  to  the  plan,  one  member  of  the  staff 
will  be  on  call  on  each  of  the  designated  days  from 
noon  to  1 1 p.m.  Persons  unable  to  obtain  the  serv- 
ices of  their  regular  physician  at  the  specified  times 
may  call  the  hospital  and  obtain  the  name  of  the 
physician  on  call. 
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IN  ELMS 

A Modem 

Psychiatric  Hospital  Unit 
Selected  drug  aod  alcohol  problem** 
accepted 

Rates  Moderate 

Eugene  N.  Boudreau,  M.D.,  Psychiatrist 
R.  Stuart  Dyer,  M.D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


HALCYON  REST 

764  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  550  Write  for  illustrated  booklet. 


BRUNSWICK  HOME" 


A PRIVATE  SANITARIUM.  Convalescents,  postoper- 
ative, aged  and  infirm,  and  those  with  other  chronic  and 
nervous  disorders.  Separate  accommodations  for  nervous 
and  backward  children.  Physicians'  treatments  rigidly 
followed.  C.  L.  MARKHAM,  M.D.,  Supt. 

B'way  & Louden  Ave.,  Amityville,  N.  Y.,  Tel:  1700,  1,  2. 


FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


HILL-TOP  SAMTARI1JM 

BATAVIA,  N.  Y.  Phone  1660 


Combined  facilities  of: 

Electrotherapy  Hydrotherapy 

Massage  Exercise 

Diet  Control 


For  the  care  of:  • 

The  convalescing  and  nervous  (not  mental); 
also  weight  control,  arthritis  and  other  chronic 
diseases. 

Midway  between  Buffalo  and  Rochester,  N.Y. 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y. , N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Physic tan-in-Char &•. 


HOLBROOK  MANOR  N„u™NtG 

Five  Ann  of  Pincwooded  Ground, 

\ SENILE,  AGED,  CHRONICS' 

Physicians  may  treat  their  own  patients. 

Hypertensives  Arteriosclerotics  All  Neurological  Disorders 
Non  sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  Q.P. 

HOLBROOK,  L.  I.  N.  Y.  Office:  GRamercy  5-4*75 


f Pi  ■ OUTSTANDING  IN  EFFICIENCY  ■ APPEARANCE  • DURABILITY 

I 1 1 H LOW-VOLT  and  HYDROGALVANIC  GENERATORS 

Specializing  in  the  Manufacture  of  Electrotherapeutic  Apparatus 

.For  Detailed  Information,  Write:  TECA  CORPORATION,  220  W.  42  St.,  New  York  18,  N.Y. 
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The  revised  plans  for  Massena’s  new  87-bed  hos- 
pital, to  cost  not  more  than  $750,000,  were  approved 
by  the  town  board  at  its  September  meeting.  The 
building  will  provide  for  87  beds,  including  12  beds 
for  children,  and  26  bassinets.  There  will  be  31 
private  rooms  and  three  rooms  for  isolation  cases. 


Brooklyn’s  fifth  cancer  prevention  and  detection 
clinic  has  opened  at  the  Jewish  Hospital  of  Brook- 
lyn, it  has  been  announced  by  Dr.  S.  Potter  Bartley, 
chairman  of  the  Brooklyn  Cancer  Committee. 


Following  a questionnaire  su/vey  of  public  opin- 
ion by  the  board  of  managers  of  the  Hospital  at 
Sidney,  it  was  indicated  that  96  per  cent  of  those 
replying  believed  that  the  Hospital  should  be  en- 
larged, and  94  per  cent  favored  raising  funds  for  the 
expansion  through  a subscription  campaign. 

Owned  and  operated  by  the  town  of  Sidney,  the 
Hospital  has  30  beds.  Present  plans  call  for  con- 
struction of  a new  wing  containing  20  additional 
beds  and  improved  office  and  admitting  space, 
together  with  some  reconstruction  in  the  existing 
building.  The  goal  of  the  fund  was  oversubscribed 
in  the  campaign. 


Additional  departmentalization  of  the  Troy  Hos- 


pital staff  with  the  appointment  of  three  doctors  has 
been  announced.  They  are:  Dr.  James  W.  Fitz- 
gerald in  proctology:  Dr.  John  J.  Keenan  in  gyne- 
cology, and  Dr.  Alfred  T.  Purifieato  in  orthopedic 
surgery. 

Three  vacancies  in  the  department  of  medicine 
have  been  filled  by  the  promotions  to  attending  of 
Dr.  Henry  F.  Albrecht,  Jr.,  Dr.  James  V.  Barrett, 
and  Dr.  Daniel  P.  Mahoney. 


Under  the  sponsorship  of  Mount  Sinai  Hospital. 
New  York  City,  two  lectures  were  given  recently  by 
Dr.  Bernard  N.  Halpern  of  Paris,  France.  On 
October  7,  Dr.  Halpern  spoke  on  “The  Role  of  the 
Capillary  Permeability  in  the  Production  of  Acute 
Pulmonary  Edema  and  the  Action  of  the  Synthetic 
Antihistaminic  Substances  in  This  Syndrome,”  and 
on  October  14,  on  “Experimental  and  Clinical  Re- 
searches on  a New  Series  of  Antihistaminic  Sub- 
stances Derived  from  Phenothiozone.” 


Dr.  Curtis  T.  Prout,  formerly  in  charge  of  the 
men’s  department  at  the  New  York  Hospital-West- 
chester  Division,  has  been  appointed  assistant  medi- 
cal and  clinical  director,  and  Dr.  Donald  M.  Hamil- 
ton, senior  assistant  psychiatrist,  has  succeeded  Dr. 
Prout  as  physician  in  charge  of  the  men’s  depart- 
ment, according  to  an  announcement  by  Dr.  James 
H.  Wall,  medical  director. 


Medical  News 
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mance  of  outstanding  services  to  the  United  States 
as  a member  of  the  National  Defense  Research 
Committee.” 

Elected 

Dr.  Frederic  E.  Elliott,  Brooklyn,  director  of 
medical  services  for  United  Medical  Service,  New 
York,  as  vice-president  of  the  organization. 

Appointed 

Dr.  Thomas  D.  Dublin,  former  professor  of  pre- 
ventive medicine  and  community  health  at  the  Long 
Island  College  of  Medicine,  Brooklyn,  as  executive 
director  of  the  National  Health  Council . . . Dr. 
Halley  II.  Friederwitzer,  New  York  City,  as  re- 
search medical  director  of  Modern  Medical  Products, 
New  York  City.  . I)r.  Luther  B.  MacKenzie,  New 
York  City,  as  chairman  of  the  general  solicitation 
committee  of  the  New  York  University-Bellovue 
Medical  Center  Fund . . . Dr.  Carl  R.  Wise  as 
University  medical  officer  at  Columbia  University, 


succeeding  Dr.  William  H.  McCastline,  who  re- 
tired in  June. 

Speakers 

Dr.  George  T.  Pack,  New  York  City,  on  “Cancer 
of  the  Gastrointestinal  Tract”  at  the  meeting  of  the 
Somerset  County  Medical  Society,  Far  Hills,  New 
Jersey,  on  October  8. . .Dr.  M.  A.  Pattison,  director 
of  Potts  Memorial  Institute,  Livingston,  a group  of 
lectures  on  “Rehabilitation  of  the  Tuberculous”  at 
Mexico  City  the  first  week  of  November,  at  the  in- 
vitation of  the  Sociedad  Mexicana  de  Estudios  sobre 
Tuberculosis. 

New  Offices 

Dr.  Henry  Kaine,  Itoslyn,  general  practice  in 
Spencer. . .Dr.  Arthur  D.  Smith,  general  practice  in 
Elmira. . Dr.  Edson  L.  Stannard,  general  practice 
in  Port  Washington. . .Dr.  Richard  Woodruff,  for- 
merly of  the  Suilmount  Veterans  Hospital  staff, 
Tupper  Lake,  practice  of  general  and  thoracic  sur 
gery  in  Schenectady. 
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THE  MAPLES,  inc. 


An  exclusive  rest  home  for  Invalids,  convalescents  and  chronic  cases.  Also  postoperative,  special  diets  and 
body-building  cases.  Efficient  day  and  night  nursing.  Resident  physician.  Six  acres  of  beautiful  land- 
scaped lawns. 


MRS.  M.  K.  MANNING,  Supt. 
OCEANSIDE,  L.  I. 

Tel.:  Rockville  Centre  3660 


Rates:  $35.00  to  $65.00  weekly 
Private  and 
Semi-Private  Rooms 


J 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTA L diseases. 

Full  information  furnished  upon  request 

JOHN  E.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in~Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 

Ethical — Reliable — Scientific 
Disorders  of  the  Nervous  System 
BEAUTIFUL— QUIET— HOMELIKE 

Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
Cl  ARENCE  A.  POTTER,  M.D.,  Resident  Physician 


Ml.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefullysupervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.  2-1621 


CHARLES  B.  TOWNS  HOSPITAL 

Established  1901 

FOR  ALCOHOLISM,  NARCOTIC 
AND  BARBITURATE  ADDICTIONS 
Exclusively 

THE  TOWNS  TREATMENT  is  a medical  and  psy- 
chiatric procedure. 

Withdrawal  of  narcotics,  either  opiates  or  synthetic, 
is  by  gradual  reduction  and  specific  medication. 

After  47  years,  this  treatment  is  generally  accepted  as 
standard. 

Physicians  and  psychiatrists  in  residency.  Trained 
nursing,  physio  and  hydrotherapy  staff. 

Patients  are  assured  of  complete  privacy  if  desired. 
Length  and  cost  of  treatment  are  predetermined. 
Advantageously  situated  facing  Central  Park.  So- 
larium and  recreation  roof.  Excellent  cuisine  and 
service. 

Literature  on  request. 

W.  D.  SILKWORTH  # EDWARD  B.  TOWNS 

Medical  Supt.  Director 

293  CENTRAL  PARK  WEST,  NEW  YORK  24,  N.  Y. 
SChuyler  4-0770 

Member  American  Hospital  Assoc. 

Our  ad  also  appears  in  JAMA  and  other  leading  medical  lournals. 


Aati-Flatalaat 
fffcct*  ia  lataitiaal 
ff etrefactiaa  aaff 
Farmaatatiaa 


TL 


fcoch  tablet  contain*:  Extract  of  *hubo.t>,  So  ana,  Frocipltatod  Swlfw,  Poppormlnt  OU  and 
Fonnol  Oil.  in  o high  activated  willow  charcoal  baoo. 

Action  and  i/tot:  Mild  laxatlvo,  adtorfeonf  and  carmlnatlvo.  Par  ooo  In  Mlgotfion.  byoor 
acidity,  bloating  and  Aatvlonco. 

I or  1 t obi ott  dally  */j  boor  aftor  midi.  d 100 

WANDA**  PHAAMACIUT1CA1  CO„  INC  1 ISA  ■roadwwy,  Now 


WOMAN  S AUXILIARY 


TO  THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
Executive  Board  Holds  Fall  Meeting 


THE  fall  board  meeting  of  the  Woman’s  Auxiliary 
was  held  October  18  and  19  in  Syracuse,  with 
Mrs.  Edgar  M.  Neptune,  State  president,  presiding, 
and  officers,  committee  chairmen,  county  presidents 
and  presidents-elect  attending. 

Reports  of  officers  and  chairmen  were  presented 
in  a bound  theme  book,  “Ladder  to  Auxiliary  Suc- 
cess,” showing  the  varied  activities  of  the  county 
auxiliaries  and  State  committees.  Emphasis  for 
1948  and  1949  is  on  an  “alert,  informed,  active 
membership.” 

On  October  18,  Dr.  Leo  F.  Simpson,  president  of 
the  Medical  Society  of  the  State  of  New  York,  and 
Dr.  Norman  S.  Moore,  chairman  of  the  nutrition 
committee  of  the  American  Medical  Association, 
spoke  at  a dinner  for  the  group.  Dr.  Simpson 
pointed  out  that  one  aim  of  the  State  Society  should 
be  to  get  people  to  realize  the  importance  of  the 
medical  care  programs  now  being  offered,  and 


suggested  that  the  Society  and  the  Auxiliary  use 
their  connections  with  civic,  social,  and  other  organi- 
zations to  help  the  medical  profession  determine 
what  the  public  wants  in  terms  of  health  care,  lb- 
paid  tribute  to  the  Auxiliary  for  its  work.  Dr. 
Moore  discussed  nurse  recruitment,  explaining 
that  the  Auxiliary  might  aid  in  coordinating  the 
various  members  of  the  medical  family — the  hospi- 
tal, the  doctor,  and  the  nurse — into  one  group. 

At  a luncheon  on  October  19,  Dr.  Clealand  IL 
Sargent,  Syracuse  City  Health  Commissioner,  spoke 
on  public  health,  giving  a brief  survey  of  public 
health  problems  and  detailing  the  attitude  of  the 
public  health  department  on  socialized  medicine. 

During  the  business  sessions,  reports  of  county 
presidents  were  heard,  and  a general  discussion  of 
county  auxiliary  problems  held.  Approximately 
100  members  of  the  State  Auxiliary  attended  the 
sessions. 


COUNTY  NEWS 


Albany  County 

Voting  to  establish  a nurses’  scholarship  fund,  the 
Woman’s  Auxiliary  to  the  Albany  County  Medical 
Society  held  a benefit  card  party  and  food  sale  on 
October  27,  with  the  proceeds  to  be  used  for  the 
fund.  The  scholarship  will  be  available  to  a high 
school  graduate  from  Albany  County.  A feature 
of  the  party  was  a style  show,  with  Auxiliary  mem- 
bers serving  as  models. 

On  Wednesday,  November  17,  the  group  will 
hold  a membership  tea  to  welcome  new  members  of 
the  Auxiliary. 

Broome  County 

The  Broome  County  Woman’s  Auxiliary  opened 
its  fall  season  with  a luncheon  at  the  Binghamton 
Club,  Binghamton,  making  plans  to  assist  at  the 
Sixth  District  Branch  meeting  on  October  6.  Aux- 
iliary guests  at  the  District  Branch  meeting  visited 
the  International  Business  Machines  building  for  an 
afternoon  program  and  tea. 

The  Auxiliary  also  assisted  at  the  annual  Broome 
County  health  fair  and  worked  to  secure  donors  for 
the  Red  Cross  blood  bank. 

Chautauqua  County 

On  September  23  the  Chautauqua  County 
Woman’s  Auxiliary  met  for  a luncheon  meeting  at 
the  Cassadaga  Valley  Country  Club,  with  25  mem- 
bers present  and  Mrs.  Calvin  Clark  Torrance,  presi- 
dent. in  charge  of  the  business  meeting.  Reports 
by  tne  officers  and  committee  chairmen  were  made. 

Guest  speaker  at  the  meeting  was  Miss  Catharine 
Locke,  of  the  business  staff  of  the  Brook’s  Memorial 
Hospital,  Dunkirk,  who  gave  a review  of  the  book, 
Hongkong  Holiday,  by  Emily  Hahn.  Miss  Locke 
was  introduced  by  Mrs.  Benjamin  Custer,  Fredonia. 

Columbia  County 

Dr.  J.  L.  Edwards  spoke  on  the  Wagner-Murray- 


Dingell  Bill  at  the  meeting  of  the  Columbia  County 
Auxiliary  held  September  28  in  Hudson.  Mrs.  H. 
J.  Noerling  presided  at  the  luncheon  meeting. 

Erie  County 

Recent  activities  of  the  Erie  County  Woman’s 
Auxiliary  have  included  a business  meeting  on  Sep- 
tember 28,  a benefit  dessert  bridge  in  October, 
assisting  at  the  first  International  Congress  of  He- 
matology, sponsored  by  the  Universit  y of  Buffalo,  and 
distribution  of  posters  for  public  health  night,  held 
September  22  in  Buffalo.  In  addition,  several  mem- 
bers of  the  Auxiliary  attended  the  fall  board  meeting 
in  Syracuse  on  October  18  and  19. 

The  membership  and  hospitality  committees  arc; 
planning  a Christmas  tea  to  welcome  and  honor  new 
and  prospective  members. 

Genesee  County 

Members  of  the  Genesee  County  Auxiliary  were 
hostesses  to  the  auxiliaries  from  six  counties  in  the 
Eighth  District  Branch  at  the  annual  branch  meet- 
ing on  September  16  in  Batavia.  Guests  were  enter- 
tained at  a theater  party  and  tea,  and  discussions  on 
projects  for  county  auxiliaries  were  held.  Mrs. 
Charles  Mann,  president  of  the  Genesee  County 
Auxiliary;  Mrs.  Raymond  Warn,  treasurer,  and 
Mrs.  Sidney  McLouth,  secretary,  were  in  charge  of 
arrangements. 

Madison  County 

The  Madison  County  Woman’s  Auxiliary  opened 
its  fall  and  winter  season  with  a tea  at  the  home  of 
the  president,  Mrs.  Eugene  W.  Carpenter,  Oneida, 
on  October  12,  with  wives  of  all  physicians  in  the 
county  invited. 

The  committee  in  charge  of  arrangements  in- 
cluded Mrs.  Charles  A.  Earl,  Mrs.  Edmund  L 
Finley,  and  Mrs.  J.  Frederick  Rommel,  Jr.  Mrs. 

[Continued  on  page  2540] 
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For  Rapid  Response 

in  HYPOCHROMIC  ANEMIAS! 

^VRON 

(INJECTABLE) 

\ 

• Effective  therapy  for  hypochromic  ane-- 
mia  usually  requires  more  than  iron 
administration  alone.  The  balanced,  ra- 
tional formula  of  Ferrolivron  B,  not 
only  provides  readily  available  iron, 
but  also  generous  quantities  of  essen- 
tial B complex  vitamins,  plus  fresh  liver 
(as  liver  concentrate). 

• Each  2 cc.  of  Ferrolivron  B contains: 

Liver  Extract  100  mgm. 

(10  USP  Units— injectable) 
Colloidal  Iron 

Hydroxide  19.1  mgm. 

Niacinamide  - — ......  50  mgm. 

Pyridoxine 

Hydrochloride  0.3  mgm. 

Riboflavin  : 0.3  mgm. 

Phenol  — ..  0.5% 

Sodium  Citrate  1% 

For  Intramuscular  use 


k\ 


Supplied  In  30  cc.  Vials. 
Write  for  literature. 


HARMON  CHEMICALS,  Inc.  TewyoV 


PHYSICIANS’  PRINTED  SUPPLIES 


Medico*  sanitary  dispensing  envelopes  (*Reg.  U-  S.  Pat. 
Office);  gummed  flap  dispensing  envelopes;  gummed  bottle 
labels;  prescripition  blanks;  time-saver  statements  and 
window  envelopes;  professional  cards;  record  cards;  plate- 
less engraved  letterheads  and  envelopes  on  Hammermill 
Cockletone  bond  paper.  A complete  service  for  physicians. 
Established  1938.  Prices  and  samples  sent  on  request.  Write: 
The  Medico  Press,  Millerstown,  Pa. 


For  Business  Opportunities 
and 

Positions  Wanted, 

See 
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WESTCHESTER  COUNTY,  NEW  YORK 

RETIRING  DOCTOR  will  sell  desirable  Dutch  Colouial 
home  with  adjoining  professional  annex,  centrally  located 
in  residential  neighborhood  on  attractive  brook-bordered 
grounds  with  fine  trees.  Spacious  well-built  main  house  has 
4 bedrooms,  study  or  dressing  room,  tiled  bath;  annex  has 
reception  room,  office  and  lavatory.  Excellent  condition,  in- 
sulated, oil  heat,  detached  garage.  Offered  for  quick  sale  at 
$23  650 

LAURA  B.  BROWN,  INC.,  Realtor 
Bedford,  New  York  Tel.  591-592 


FOR  SALE  OR  RENT 


Spacious  and  beautiful  7 room  office  in  conjunction  with 
luxurious  9 room  house  and  3 baths.  New,  modern,  and 
completely  equipped.  Suitable  for  group  practice  or  several 
practitioners.  Will  support  combination  of  gynecologist- 
obstetrician,  pediatrician,  roentgenologist,  surgeon,  and  in- 
ternist. Can  be  expanded  easily  for  additional  space  if  nec- 
essary. Excellent  hospitals  nearby.  Located  in  plcasaut 
New  York  City  suburb.  Good  transportation.  Will  con- 
sider only  offers  with  good  financial  responsibility  and  sub- 
stantial down  payment.  Box  267  N.  Y.  St.  Jr.  Med. 


AVAILABLE 


Investment  opportunities  are  available  in  small  second  mort- 
gages; personal  supervision  and  management.  Dansker 
Realty  and  Securities  Corp.,  106  Montague  St.  Bklyn,  Main 
1-4397,  Att:  Jerome  Dansker. 


FOR  SALE 


Queens  Village,  L.  I.  Doctor’s  Practice  and  House.  Office 
consisting  of  knotty  pine  Waiting  room,  Consulting  room, 
and  Examination  room.  Living  Quarters.  5 rooms,  and 
semi-finished  attic.  Located  2 doors  from  church  and 
school.  Box  266,  N.  Y.  St.  Jr.  Med. 


OFFICE  AVAILABLE 


3 room  suite.  Best  medical  locution  in  town.  Also  Eye, 
Ear,  Nose  and  Throat  equipment.  Dr.  1.  Ostrow,  4 1 Hooker 
Ave.,  Poughkeepsie,  N.  Y. 
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Robert  L.  Crockett  and  Mrs.  Otto  Pfaff  presided  at 
the  tea  table. 

Monroe  County 

Four  meetings  have  been  planned  for  the  year  by 
the  Monroe  County  Woman’s  Auxiliary,  with  the 
first  on  September  15  having  been  a benefit  style 
show  at  the  Seneca  Hotel,  Rochester.  On  Friday, 
November  12,  Mr.  Thomas  E.  Walsh,  field  repre- 
sentative of  the  Public  Relations  Bureau  of  the 
State  Society,  spoke  on  “Chiropractic  and  other 
Legislative  Matters.” 

A panel  discussion  on  “What  Every  Doctor’s  Wife 
Should  Know”  will  feature  the  meeting  on  February 
IP  1949,  and  the  annual  luncheon  and  election  of 
officers  will  be  held  on  April  8,  1949.  Yvelin  Gard- 
ner, assistant  to  the  executive  director  of  the  Nation- 
al Committee  for  Education  on  Alcoholism,  will  be 
the  guest  speaker. 

Nassau  County 

During  September,  members  of  the  Nassau 
County  Woman’s  Auxiliary  worked  with  the  county 
society  at  the  Mineola  Fair.  The  cancer  committee 
sponsored  the  “Talking  Mirror”  and  the  medical 
society,  a scientific  booth,  both  being  staffed  by 
Auxiliary  members. 

A membership  tea  was  held  on  September  30  at 
the  Nassau  County  Hospital  auditorium,  with  80 
attending.  Mrs.  John  L.  Neubert,  Auxiliary  presi- 
dent, welcomed  the  guests,  and  Mrs.  Nathaniel 
Robbins,  Hempstead,  and  Airs.  E.  Freeman  Miller, 
Freeport,  past  presidents,  presided  at  the  tea  table. 

Oneida  County 

The  Oneida  County  Woman’s  Auxiliary  held  its 
first  fall  luncheon  meeting  October  12  at  Dibble’s 
Inn,  Vernon.  Mrs.  Edgar  M.  Neptune,  Syracuse, 
State  Auxiliary  president,  and  Mrs.  Neil  Paul,  Syra- 
cuse, vice-president  of  the  Onondaga  County  Auxil- 
iary, addressed  the  group. 

Reporting  on  the  nurses’  scholarship  program, 
Mrs.  G.  L.  Higgins  announced  that  five  scholarships 
were  awarded  this  year  and  that  funds  are  available 
for  another.  Plans  were  made  to  continue  the  pro- 
gram and  to  raise  funds  so  that  the  number  of 
scholarships  awarded  may  be  increased. 

Orange  County 

The  regular  monthly  meeting  of  the  Orange 
County  Auxiliary  on  October  12  was  in  the  form  of 
a membership  tea,  with  Mrs.  Harry  F.  Pohlmann  as 
hostess  and  34  members  and  prospective  members 
present.  Plans  were  completed  to  make  a donation 
to  the  Physicians’  Home  and  to  set  up  a recruitment 
committee  for  student  nurses. 


The  Auxiliary  participated  in  the  meeting  of  the 
First  District  Branch  at  Newburgh  on  October  26 
by  acting  as  hostesses  to  the  auxiliary  members 
present  from  other  counties,  and  by  handling  the 
registration  of  physicians  at  the  meeting. 

Queens  County 

Activities  for  the  Queens  County  Auxiliary  have 
included  a meeting  on  October  26,  with  Mrs.  Clifton 
L.  Dance,  Second  District  Branch  Counselor,  as 
guest  speaker;  a reception  on  October  24  to  honor 
Mrs.  William  LaVelle,  who  has  been  chosen  presi- 
dent-elect for  the  State  Auxiliary,  and  participation 
in  activities  of  the  branch  and  State  meetings. 

On  November  13,  a benefit  dinner  dance  was  held 
at  the  North  Hills  Country  Club,  with  the  proceeds 
to  be  used  to  purchase  equipment  for  ill  children  in 
the  various  Queens’  institutions. 

Saratoga  County 

Members  of  the  Saratoga  County  Woman’s  Aux- 
iliary met  on  October  5 at  the  Nurses  Lounge  at  the  - 
Saratoga  Hospital.  Mrs.  Thomas  E.  Bullard, 
Schuylerville,  past-president,  spoke  on  “Our  Colored 
Brethren.” 

At  a recent  executive  board  meeting,  at  which  „ 
Mrs.  Bullard  was  hostess,  plans  were  made  for  a “ 
rummage  sale  and  a silver  tea,  both  funds  to  be  used  J 
for  aid  to  a student  nurse  or  medical  student. 

At  the  Saratoga  County  Fair  in  August,  the  group 
maintained  a booth  where  literature  on  social  medi- 
cine, rheumatic  fever,  cancer,  and  the  Spa  develop- 
ment was  distributed.  Mrs.  M.  E.  Van  Aernam 
was  in  charge  of  the  booth. 

Schenectady  County 

Plans  for  the  year  were  made  at  the  first  executive  1 
board  meeting  of  the  Schenectady  County  Woman’s  /I 
Auxiliary,  held  September  22  at  the  home  of  Mrs. 
Gomer  Richards,  Schenectady,  president  of  the 
group.  . 

Activities  discussed  included  regular  programs  foi  0 
the  year,  distribution  of  a questionnaire  to  determine 
interests  of  the  members  a study  of  a possible  nurse 
scholarship  program,  and  a project  to  acquaint  new 
members  with  the  history  of  the  group. 

Suffolk  County 

The  Suffolk  County  Woman’s  Auxiliary  awarded 
three  nurses  scholarships  to  girls  who  entered  train- 
ing in  September.  In  order  to  raise  funds  to  con- 
tinue this  project,  the  second  annual  Nursing 
Scholarship  dance  was  held  by  the  Auxiliary  at  the 
Patchogu  Hotel  on  October  16. 

At  the  regulaf  meeting  on  October  27,  an  edu- 
cational motion  picture  on  heart  disease,  entitlec 
“Act  Your  Age,”  was  shown. 


TUBERCULOSIS  DEATH  RATE 
The  more  rapid  decline  of  the  tuberculosis  death 
rate  in  younger  age  groups  and  the  gradual  aging  of 
the  population  have  resulted  in  an  increasing  propor- 
tion of  tuberculosis  deaths  in  the  ages  over  45. 
Tuberculosis  among  older  people  is  often  unsus- 
pected because  the  disease  has  long  been  considered 


the  particular  foe  of  youth.  Although  tuberculosis 
remains  the  leading  cause  of  death  from  disease  ii 
the  ages  15  to  35,  the  tuberculosis  death  rate  in 
creases  steadily  with  age  from  a minimum  in  child 
hood  to  a maximum  at  75  years  of  age. — Tuberculosis 
Abstracts,  September,  19\8 
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CLASSIFIED 


OFFICES  FOR  RENT 


Hempstead,  L.  I.,  attraotively  furnished  office,  ideal  loca- 
tion, excellent  opportunity,  reasonable  terms.  Phone: 
Baldwin  3-8163. 


FOR  RENT 


Hempstead,  L.  I.,  office  in  modern  apartment  building 
Share  furnished  waiting  room  with  General  Practitioner. 
Hempstead  2-3411. 


FOR  SALE 


Profex  15  MA  X-ray  and  Fluoroscope  combination;  timer, 
extra  cable,  footswitch,  developing  tank,  lead  gloves  and 
apron,  chest  film  holder;  all  as  new  $850.00.  Dr.  J.  B. 
Wager,  1475  Grand  Concourse,  Bronx  52.  Jerome  8-7575. 


YOUR  FINANCIAL  SECRETARY 


Paysbills,  Balances  check  books,  Prepares  IncomeTax,  Business 
Correspondence,  Sends  Announcements.  Elizabeth  T.  Wylie. 
Plaza  3-6800.  45  East  55th  Street,  NewYork. 


WANTED 


Small  Shockproof  Xray  suitable  for  general  practice.  Box- 
264,  N.  Y.  St.  Jr.  Med. 


WANTED' 


Ophthalmologist  seeks  location  New  York  State.  Industrial 
Group,  or  buy  active  practice.  Box  265,  N.  Y.  St.  Jr.  Med. 


WANTED 


Ophthalmologist,  diplomate,  desires  location  or  association. 
Can  invest.  Write  Box  259,  N.  Y.  St.  Jr.  Med. 


SUPERIOR  PERSONNEL  Assistants  and  execu- 
tives in  all  fields  of  medicine — young  physicians,  department 
heads,  nurses,  staff  personal,  secretaries,  anaesthetists, 
dieticians  and  technicians 


wm  (&dk 


NEW  YORK  MEDICAL 

489  FIFTH  AYE.,  N Y.C  (AGENCY) 


EXCHANGE 

MURRAY  HILL  2-067b 


POSITION  WANTED 


Receptionist/steno,  experienced,  young,  part-time  position 
wanted.  RE  7-2497. 


POSITION  WANTED 


Electrologist,  experienced,  wishes  to  associate  with  derma- 
tologist. Manhattan  preferred.  RE  7-6581 


Meeting  the  Needs 
of  Our  Own  ! ! 

COLLEAGUE  after  COLLEAGUE  testifies  that 

THE  PHYSICIANS1  HOME 

brings  them  the  needed  comfort  and  good  will 
that  they  have  earned.  They  appreciate  the 
cooperation  of  the  Medical  Profession  of  the 
State  of  New  York. 

The  achievement  of  furnishing  this  direct  per- 
sonal help  deserves  your  continued  support. 

★ 

CHAS.  GORDON  HEYD,  M.D.,  President 

Make  checks  payable  to  PHYSICIANS’  HOME 
52  East  66th  Street,  New  York  21,  New  York  mm 


Officers — County  Medical  Societies — 1948 


TOTAL  MEMBERSHIP  AS  OF  NOVEMBER  15,  1948—22,253 


County 

Albany 

Allegany 

Bronx 

Broome 

Cattaraugus.  . 

Cayuga 

Chautauqua.  . 

Chemung 

Chenango .... 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer.  . . . 

Jefferson 

Kings 

Lewis 

Livingston. . . . 

Madison 

Monroe 

Montgomery  . 

Nassau 

New  York.  . . . 
Niagara. 

Oneida 

Onondaga.  . . 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer.  . . 
Richmond.  . . . 

Rockland 

St.  Lawrence. 
Saratoga 

Schenectady. . 
Schoharie.  . . . 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins 

Ulster 

Warren 

Washington 

Wayne 

Westchester. 
Wyoming 
Yates 


President 


J.  J.  Clemmer Albany 

R.  O.  Hitchcock Alfred 

R.  J.  Azzari Bronx 

J.  C.  Zillhardt. . . .Binghamton 

N.  P.  Johnson Olean 

C.  T.  Yarington Moravia 

E.  O.  Black Fredonia 

A.  C.  Glover Elmira 

J.  A.  Hollis Norwich 

W.  W.  Johnson  . . . .Plattsburg 
L.  D.  Carpenter.  .Germantown 
R.  H.  Kerr Cortland 

C.  K.  Ives Roxbury 

L.  W.  Stoller ....  Poughkeepsie 

E.  D.  Babbage Buffalo 

R.  J.  Martin Ticonderoga 

A.  A.  Hartmann Malone 

D.  M.  McMartin.  .Johnstown 

D.  B.  Johnson Batavia 

W.  A.  Petry Catskill 

R.  W.  Dennis Herkimer 

L.  O.  Fox Brownville 

A.  W.  M.  Marino.  . .Brooklyn 
L.  A.  Avallone Lowville 

F.  J.  Hamilton Hemlock 

R.  B.  Cuthbert Canastota 

E.  B.  Soble Rochester 

R.  E.  Wytrwal.  .St.  Johnsville 

H.  A.  Butman Manhasset 

William  B.  Rawls.  .New  York 

W.  W.  Pierce Lockport 

James  I.  Farrell Utica 

J.  G.  F.  Hiss Syracuse 

Robert  E.  Doran Geneva 

T.  R.  Proper Newburgh 

A.  F.  Leone Medina 

J.  L.  H.  Mason Pulaski 

E.  J.  Keegan Oneonta 

R.  S.  Cleaver Brewster 

Alfred  Angrist Jamaica 

C.  J.  Handron Troy 

J.  H.  Diamond.  .New  Brighton 

G.  G.  Stone Suffern 

P.  T.  McGreevy Massena 

F.  A.  Mastrianni 

Mechanicville 

N.  II.  Rust Scotia 

J.  H.  Wadsworth.  . .Cobleskill 

F.  C.  Ward Odessa 

C.  M.  Smith Waterloo 

V.  S.  Higby Bath 

W.  S.  Stakes Pat.choguc 

R.  S.  Breakey Monticello 

A.  J.  Capron Owego 

H.  W.  Ferris Ithaca 

E.  S.  Goodyear Kingston 

Saul  Yafa Glens  Falls 

John  A.  Summer.  .Granville 

J.  H.  Arseneau Lyons 

W.  G.  Childress Valhalla 

O.  T.  Ghent Warsaw 

It.  II.  Davis Penn  Yan 


Secretary 

A.  Vander  Veer Albany 

H.  G.  Chamberlin Cuba 

G.  B.  Gilmore Bronx 

R.  S.  McKeeby . . . Binghamton 

W.  B.  Arthurs Olean 

J.  D.  Hammond Auburn 

Edgar  Bieber Dunkirk 

H.  A.  Burch Elmira 

J.  H.  Stewart Norwich 

K.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

E.  F.  Higgins Cortland 

S.  G.  Edgerton Delhi 

J.  F.  Rogers.  . . .Poughkeepsie 

H. G.  Walker Buffalo 

J.  E.  Glavin Port  Henry 

D.  II . Van  Dyke Malone 

It.  K.  Lenz Gloversville 

C.  C.  Koester Batavia 

W.  M.  Rapp Catskill 

R.  C.  Ashley Little  Falls 

C.  A.  Prudhon.  . . .Watertown 

C.  H.  Loughran Brooklyn 

E.  A.  Barnes Lowville 

R.  A.  Hemphill.  . .Mt.  Morris 

F.  O.  Pfaff Oneida 

J.  A.  Lane Rochester 

D.  W.  Childs Amsterdam 

I.  Drabkin.  . .Rockville  Centre 

B.  W.  Hamilton.  . . .New  York 

C.  M.  Dake Niagara  Falls 

H.  H.  Dodds Utica 

I.  L.  Ershler Syracuse 

Carl  B.  Smith Victor 

E.  C.  Waterbury.  . .Newburgh 

J.  G.  Parke Albion 

U.  Cimildoro Oswego 

J.  M.  Constantine.  . . .Oneonta 

F.  J.  A.  Lehr Carmel 

E.  A.  Wolff Forest  Hills 

II.  F.  Albrecht Troy 

R.  E.  Lucey Stapleton 

It.  L.  Yeager Pomona 

W.  It.  Carson Potsdam 

M.  J.  Magovern 

Saratoga 

R.  E.  Isabella.  . . .Schenectady 

D.  R.  Lyon Middleburg 

C.  W.  Schmidt . . Montour  Falls 

Bruno  Riemer Romulus 

R.  J.  Shafer Corning 

E.  P.  Kolb Iloltsville 

D.  S.  Payne Liberty 

I.  N.  Peterson Owego 

Richmond  Douglass.  . . Ithaca 

F.  II.  Voss Phoenicia 

A.  C.  Davis Glens  Falls 

D.  M.  Vickers Cambridge 

I.  M.  Derby Newark 

W.  A.  Kelly.  . .Mount.  Vernon 

P.  A.  Burgeson Warsaw 

W.  G.  Roberts Penn  Yan 


Treasurer 

F.  E.  Vosburgh Albanj 

L.  P.  Bly Cub* 

C.  W.  Frank Brom 

J.  W.  Kane Binghamtoi 

George  C.  Cash Oleai 

L.  H.  Rothschild Auburi 

C.  E.  Ilallenbeck.  . . .Dunkirl 

E.  S.  Ridall Etmiri 

J.  II.  Stewart Norwicl 

K.  M.  Clough Plattsburj 

L.  J.  Early Hudsoi 

F.  F.  Sornberger Cortlanc 

S.  G.  Edgerton Delh 

J.  F.  Rogers. . . . Poughkeepsii 

E.  A.  Woodworth Kenmon 

J.  E.  Glavin Port  Henn 

D.  H.  Van  Dyke Malom 

W.  H.  Raymond.  . .Johnstowi 
C.  C.  Koester Batavi: 

M.  H.  Atkinson Catskil 

R.  C.  Ashley Little  Fall 

L.  E.  Henderson.  .Watertowi 

H.  Mandelbaum. . . .Brooklyi 

E.  A.  Barnes Lowvill 

R.  A.  Hemphill.  . .Mt.  Morri 

J.  F.  Rommel Oneid 

J.  L.  Norris Rocheste 

F.  F.  Pipito Amsterdar 

I.  Drabkin ..  Rockville  Centr 

C.  W.  Cutler New  Yor 

F.  A.  Lowe Niagara  Fall 

R.  C.  Hall Utic 

A.  C.  Hofmann Syracus 

Carl  B.  Smith Victc 

E.  C.  Waterbury.  . .Newburg 

J.  G.  Partce Albio 

U.  Cimildoro Osweg 

J.  M.  Constantine.  . . .Oneont 

G.  H.  Steacy Mahopa 

D. M.Raskind . Long  Island  Cit 

II.  C.  Engster Tro 

H.  Dangerfield St.  Georg 

M.  R.  Hopper Nyac 

L.  T.  McNulty Potsdaf 

J.  M.  Lebowich 

Saratog 

Harry  Miller Schenectad 

D.  L.  Best Middlebui 

C.  W.  Schmidt. . Montour  Fal 

Bruno  Riemer Romuli 

R.  J.  Shafer Cornir 

David  Corcoran . Central  Isli 

D.  S.  Payne Libert 

I.  N.  Peterson Oweg 

Richmond  Douglass.  . . . Ithac 

H.  B.  Johnson Kingstc 

A.  C.  Davis Glens  Fal 

C.  A.  Prescott.  .Hudson  Fal 

I.  M.  Derby Newai 

It.  R.  Heffner.. New  Rochel 

P.  A.  Burgeson Warsa 

W.  G.  Roberts Penn  Y* 


2.542 
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Available  Again!  THE  CELEBRATED 
COLOR  P ICTURES  by  BARRERE 


"THE  FACULTY 
IN  TEST  TUBES" 

Size  20"  x 39" 


Two  subjects:  “ Surgeons 99  (shown  above),  “General  Practition- 
ers”, (companion  of  above,  not  shown) . These  two  pictures  are  uni- 
versally known.  Grouped,  in  each,  with  hilarious  mastery.  12  pro- 
fessors of  the  Faculty  of  Medicine  of  Paris.  After  having  placed 
so  many  phenonema  in  alcohol,  doctors  and  surgeons  are  shown, 
with  a malicious  fantasy  on  the  artist’s  part,  in  their  professional 
test  tubes.  The  Professors  are  presented  instruments  in  hand,  im- 
mersed in  the  fluids  of  their  specialty.  Their  anatomy,  their  ex- 
pressions, their  gestures  are  fixed  with  knowing  lines. 


$10 

EACH 

Postpaid 


«I  : 


THE  MODERN 
"LESSON  OF 
ANATOMY" 

Size  20"  x 36" 


This  print  groups  16  Professors  of  the  Faculty  of  Medicine  of  Paris 
It  is  particularly  interesting  because  of  the  presence  of  the  famous 
lecturer.  Dr.  Doyen.  The  Professors  hold  in  their  hand  the 
specialty  of  their  art.  This  picture  is  better  than  a caricature;  it 
is  authentic,  only  slightly  disguised. 


’10 

Post  paid 


Order  Now  for  Yourself,  for  Gifts!  Mail  Orders  Prepaid  Anywhere  in  U.S.A. 

CAMILLA  LUCAS  GALLERY,  36  West  47th  St.,  New  York  1 9 
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why  this  is  the  ideal  phenobarbital  preparation 


for  children 


ESKAPHEN  B ELIXIR 


\ 

! 


\ 


Its  fluid  form 
makes  it  easy 
to  take. 


\ G)  1 

\oo  * 


Its  good  taste  makes 
it  pleasant  to  take. 


\ 


1 


\ 3 


Its  calming  action 
is  supplemented  by 
the  tone-restoring  effect 
of  thiamine. 


*►  «f~*5 


,.,U 

i 


And  this  is  important,  too:  Parents  who  “know  all  about 

phenobarbital” — and  might  be  upset  at  the  idea  of  giving  it 
to  their  children — won’t  know  you  are  prescribing 

phenobarbital  when  you  write  Eskaphen  B Elixir. 


Smith,  Kline  & French  Laboratories,  Philadelphia 


Each  teaspoonful  . 
(5  cc.)  contains: 
phenobarbital  % gr. 
and  thiamine  5 mg. 


ESKAPHEN  B ELIXIR 


-h- 


The  delightfully  palatable 
combination  of 
phenobarbital  and  thiamine 


erience 


IS 


the  Best  Teacher 


John  William 
Ballantyne 

(1861-1923) 

proved  it  in 
obstetrics 


Ballantyne,  in  his  early 

studies  of  anatomical  and 
pathological  conditions  found  in 
the  new-born,  sensed  the  value 
of  routine  prenatal  care  in  ob- 
stetrics. At  the  same  time,  other 
obstetricians  were  beginning  to 
realize  the  necessity  of  greater 
attention  during  the  ante  partum 
period  as  a result  of  their  investi- 
gations of  eclampsia.  It  remained 
for  Ballantyne,  however,  to  be 
the  first  to  establish  a clinic  for 
the  expectant  mother.  World- 
wide acceptance  of  his  concepts 
quickly  followed  Ballantyne’s 
successful  experiences  in  prena- 
tal supervision. 


R.  J.  Reynolds  Tobacco  Co.,  Winston-Salem,  N.  C. 

EXPERIENCE  IS  THE  BEST  TEACHER 
IN  CIGARETTES,  TOO! 

Yes,  experience  is  the  best  teacher  in  choosing  a cigarette! 
Millions  of  smokers  who  have  tried  and  compared  many 
different  brands  of  cigarettes  have  found  that  Camels  suit 
them  best. 

Try  Camels.  See  if  your  own  taste  doesn't  appreciate 
the  rich,  full  flavor  of  Camels.  See  if  your  oivn  throat 
doesn’t  welcome  Camel’s  cool,  cool  mildness. 

Let  your  own  experience  tell  you  why,  with  scores  of 
smokers  who  have  tried  and  compared,  Camels  are  the 
“Choice  of  Experience.” 


Avrurdintf  /«  a Xalittntritlv  .<«rrei/ ; 

More  Doctors  Smoke  CAMELS 

than  any  other  eiyarvtte 

In  a nationwide  survey  by  three  independent  research  organizations,  1 13,597  doctors  were 
asked  to  name  the  cigarette  they  smoked.  More  doctors  named  Camel  than  any  other  brand. 
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THE  CLIFTON  SPRINGS 


SANITARIUM  and  CLINIC 


4 THE  CLINIC  STAFF 


Medicine 

Bernard  A.  Watson,  M.D.,  F.A.C.P. — Director 


Service 
General  Medicine 
Cardiology 

Allergy,  Pediatrics,  Arthritis 

Gastroenterology 

Neuropsychiatry 

Metabolic  Diseases 

Haematology 

Chest  Diseases 

Radiology 

Pathology 


Section  Chiefs 

S.  A.  Munford,  M.D.,  F.A.C.P. 

R.  E.  Smith,  M.D.,  A.A.C.P. 

James  L.  Blanton,  M.D.,  F.A.C.P. 
Stephan  W.  Brouwer,  M.D.,  F.A.C.P. 

Q.  B.  Schubmehl,  M.D.,  A.A.C.P. 

B.  A.  Watson,  M.D.,  F.A.C.P. 

Richard  Platzcr,  M.D. 

R.  Willard  Brand,  M.D. 

Gerhart  Schwarz,  M.D. 

Glenn  J.  Copeland,  M.D. 

Surgery 

W.  C.  Eikner,  M.D. — Chief  Surgeon 
Service  Section  Chiefs 

Urology  W.  C.  Eikner,  M.D.,  F.A.C.S. 

General  Surgery  Robert  M.  Price,  M.D.,  F.A.C.S. 

General  Surgery  Bradford  Simmons,  M.D. 

Otolaryngology  William  A.  Ahroon,  M.D. 


THE  SANITARIUM 

I REST,  RELAXATION,  MEDICAL  CARE 

The  Sanitarium  has  all  the  atmosphere  of  a fine  hotel  with 
individual  rooms  and  tasteful  decorations.  A special  feature 
is  made  of  occupational  therapy  of  all  kinds  with  competent 
staff  and  facilities.  Other  features  are  large  cheerful  solarium, 
billiard  room,  complete  gymnasium,  complete  bath  and  massage 
department.  The  spacious  grounds  include  a nine-holf  golf 
course.  All  the  sanitarium  facilities  are  open  to  guests  who  do 
not  wish  examination  and  medical  care,  but  come  simply  for  the 
baths  and  massages  and  rest  and  recreation.  Modern  medical 
equipment  and  superb  location  offer  the  combined  advantages 
of  a medical  center  and  rural  Spa. 

ILLUSTRATED  BOOKLET  MAILED  TO  PHYSICIANS 
ON  REQUEST 
Address  all  communications  to 
S.  A.  MUNFORD,  M.D.,  Superintendent, 

Clifton  Springs,  New  York,  Phone:  3 
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Optimal  nutrition,  when  started  during  intra- 
uterine life,  is  an  important  factor  in  insuring 
the  health  and  welfare  of  the  forthcoming  gen- 
eration. During  pregnancy  and  lactation,  OBron 
meets  the  added  nutritional  demands  brought  on 
by  the  rapid  growth  of  the  fetus,  increased  gland- 
ular activity,  and  loss  of  nutrients  in  the  milk. 
OBron  presents  a convenient  means  of  supply- 
ing adequate  amounts  of  calcium,  phosphorus, 
iron  and  essential  vitamins  in  a single  capsule. 


NOW  FOR  THE  FIRST  TIME... 


CALCIUM 

PHOSPHORUS 

IRON 

VITAMINS 


Specifically  designed 
for  the  OB  patient 


a ROE  RIG  ft/tefi n'la/ton 


ALL  IN  ONE  CAPSULE 


*Dicalcium  Phosphate,  Anhydrous 768  mg. 

Ferrous  Sulfate,  U.S.P 64.8  mg. 

Vitamin  A (Fish-Liver  Oil) 5,000  U.S.P.  Units 

Vitamin  D (Irradiated  Ergosterol)  . . 400  U.S.P.  Units 

Vitamin  B,  (Thiamine  Hydrochloride) 2 mg. 

Vitamin  B2  (Riboflavin)  2 mg. 

Vitamin  B,,  (Pyridoxine  Hydrochloride)  ....  0.5  mg. 

Vitamin  C 37.5  mg. 

Niacinamide 20.0  mg. 

Calcium  Pantothenate 3.0  mg. 


* (Equivalent  to  15  Grains  Dicalcium  Phosphate  Dihydrate) 


FOR  THF  OB  PAT! [NT 


J.B.ROERIG  AND  COMPANY  * 536  Lake  Shore  Drive  • Chicago  11,  Illinois 
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YOU  NEED  THIS  UNIT 
DOCTOR! 


Now  . . a small  compact  electrosurgical  unit 

to  enable  you  to  perform  dozens  of  useful 

surgical  techniques  right  in  your  own  office! 

m ubbel-flarsheim  co  ~| 

1 CINCINNATI  2,  OHIO  | 

Gentleman:  Without  obligation,  send  me  your  4 ■ | 

page  bulletin,  showing  the  many  practical  uses  of 
the  new  office  bovie. 


NAME  , 


ADDRESS  , 


bulletin 


tree 
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Bovine  blood  can  be  collected  and  handled 
under  carefully  controlled,  sanitary  con- 
ditions. Protein  Hydrolysate,  Baxter,  is 
prepared  from  the  plasma  of  this  blood 
because  plasma  proteins  properly  proc- 
essed are  good  proteins*.  Enzymatically 


digested,  the  proteins  are  converted  into 
amino  acids  and  peptides  with  a mini- 
mum change  in  structure.  A new  booklet. 
Protein  Hydrolysate,  Baxter,  is  yours  for 
the  asking.  Baxter  Laboratories,  Morton 
Grove,  Illinois. 


* Journal  of  the  American  Dietetic  Assn.  Vol.  23  § 10  Page  841  October  1947. 


Protein  Hydrolysate 


With  or  without  Dextrose 


XTER 


Distributed  and  Available 
Only  in  the  37  states 
east  of  the  Rockies 


American  Hospital  Supply  Corporation  • General  Offices,  Evanston,  Illinois 
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Octm 


for  Relief  of  Smooth  Muscle  Spasm 


Octin  is  an  anfcispasmodic,  indicated  for  the 
treatment  of  spastic  conditions,  particularly  of 
the  genito-urinary  and  gastrointestinal  tracts. 

TABLETS  - 2 grains  Octin  mucate. 

ORAL  SOLUTION  - 1 0 % aqueous  solution  ( I grains  per  cc.) 
AMPULES  - I cc.  ( I ’/2  grains  Octin  hydrochloride.) 

Octin  ( methyl l*ooct«nyli»mlne)  Trade  Murk  Hllhuber. 

B I LH U B c R- KNOLL  CORP.,  ORANGE,  N.  J. 


2550 


2551 


Healing  of  peptic  ulcer  must  be  followed  by 
effective  antacid  maintenance  therapy  to 
prevent  recurrence.  This  can  be  achieved 
conveniently  with  agreeable,  easy-to-carry 
Creamalin  Tablets  and  Capsules. 


Through  sustained  reduction  of  gastric 
acidity  without  the  danger  of  alkalosis, 
nonabsorbable  Creamalin  provides 
reliable  and  safe  antacid  control  for 
the  ambulatory  ulcer  patient. 


0FAium^  HY0^/de 


TABLETS:  Tins  of  12,  bottles  of  50  and  200 
CAPSULES:  Boxes  of  24,  bottles  of  100 


iHnn 

JMHk 


INC. 


CREAMALIN,  trademark  reg.  U.  S.  & Canada 


New  York  13,  N.  Y.  Windsor,  Ont. 
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The  Stout  Your 
Patients  can  Enjoy! 


Iong  a favorite  in  the  United  Kingdom  and  throughout  the  world 
because  of  its  creamy  mellowness,  Mackeson’s  Milk  Stout— 
an  entirely  different  and  really  delicious  brew— is  now  available  in 
America. 

Mackeson's  Milk  Stout  has  all  the  qualities  of  fine  stout  and  has 
long  been  recommended  in  cases  wherever  it  is  considered  that  a 
stout  may  be  advisable.  It  contains  the  carbohydrates  of  the  purest 
dairy  milk. 

Samples  Sent  On  Request 

The  Original  & Genuine 

MACKESON’S 

Milk  Stout 

Imported  by 

Greenwich  Village  Beverage,  Inc.,  N.  Y.  • SufTern  Distributors,  Inc.,  Mahwah,  N.  J. 
Edward  Goodman,  Brooklyn  3,  N.  Y.  • Premium  Beer  Djstr.,  New  Hyde  Park,  N.  Y. 
Mount  Kisco  Bottling  Company,  Mount  Kisco.  N.  Y.  • Bailis  Bros.,  Mt.  Vernon.  N.  Y. 
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..determining  factor 
in  restorative 
vaginal  treatment 


Acidity  of  the  vaginal  secre- 
tions is  the  prime  requisite  for 
the  favorable  growth  of  the 
protective  Doderlein  bacilli. 

Normal  acidity  of  pH  3.8 
to  4.4  is  "maintained  by  the 
conversion  of  the  glycogen  in 
the  epithelium  to  lactic  acid.”* 

Treatment  of  trichomonal 
vaginitis,  therefore,  must  not 
only  furnish  a trichomonacide 
but  "must  furnish  sugars  to  be 
stored  as  glycogen.”* 


FLORAQUIN  — a product  of  Searle  Research  — not  only 

contains  Diodoquin-Searle  ( 5,7-diiodo-8-hydroxyquinoline ),  a potent  tri- 
chomonacide, but  also  supplies  lactose,  dextrose  and  boric  acid  for  restoring 
depleted  glycogen  and  reestablishing  a normal  pH  range  (3. 8^-4. 4) 
unfavorable  to  vaginal  infections. 


FLORAQUIN  POWDER  — for  office  insufflation. 
FLORAQUIN  TABLETS  — for  patient's  use. 


Floraquin  and  Diodoquin  are  the  registered  trademarks  of  G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 


SEARLE 


RESEARCH  IN  THE  SERVICE  OF  MEDICINE 


*Boehme,  E.  J.:  S.  Clin.  North  America  25:545  (June)  1945. 
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The  New  York  Polyclinic 

MEDICAL  SCHOOL  AND  HOSPITAL  (Organized  1881) 

(The  Pioneer  Post-Graduate  Medical  Institute  in  America) 


PROCTOLOGY  and 
GASTRO-ENTEROLOGY 

A combined  course  comprising  attendance  at 
clinics  and  lectures;  instruction  in  exami- 
nation, diagnosis  and  treatment;  witnessing 
operations;  ward  rounds;  demonstration  of 
cases;  pathology;  radiology;  anatomy; 
operative  proctology  on  the  cadaver. 


For  the  GENERAL  PRACTITIONER 

Intensive  full  time  instruction  in  those  subjects  which 
are  of  particular  interest  to  the  physician  in  general 
practice,  consisting  of  clinics,  lectures  and  demonstra- 
tions in  the  following  departments — medicine, 
pediatrics,  cardiology,  arthritis,  chest  diseases,  gastro- 
enterology, diabetes,  allergy,  dermatology,  neurology, 
minor  surgery,  clinical  gynecology,  proctology,  periph- 
eral vascular  diseases,  fractures,  urology,  otolaryn- 
gology, pathology,  radiology.  The  class  is  expected 
to  attend  departmental  and  general  conferences. 


For  information  address  MEDICAL  EXECUTIVE  OFFICER  345  W.  50th  St.,  New  York  City,  19 


DEPO  penicillin 


MAINTAINS  THERAPEUTICALLY  EFFECTIVE 


— Depo-Penicillin — %-hour  therapeutically  effective  . 

blood  levels  made  possible  with  a single  injection  of 
Upjohn's  uniquely  prepared  Crystalline  Procaine  Penicillin  G 

suspended  in  Peanut  Oil  containing  2%  W/V  Aluminum 
Monostearate.  The  Upjohn  process  of  suspending  smaller 

than  5 micra  particles  of  Crystalline  Procaine  Penicillin  G 
in  Peanut  Oil  gelled  with  a dispersing  agent  also 


affords  a free-flowing  preparation  which  may  be  kept 
at  room  temperature.  Depo-Penicillin  is  recommended  for 


BLOOD  LEVELS  FOI 
IN  THE  MAJORITY  OF  PATIENTS 


Upjohn  is  privileged  to  announce  the  newest  in  the 

series  of  giant  strides  in  penicillin  therapy 


use  in  all  those  conditions  in  which  other  forms 
of  repository  penicillin  have  been  indicated. 


•TRADEMARK 


KALAMAZOO  99,  MICHIGAN 


FINE  PHARMACEUTICALS  SINCE  1886 
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Package  Description 


Dosage: Two  teaspoonfuls  of  Gelusil* 
Antacid  Adsorbent  (liquid)  or  two 
Gelusil*  tablets  may  be  given  between 
meals  as  often  as  necessary  to  relieve 
symptoms  of  hyperacidity  and  promote 
recovery.  Gelusil*  tablets  are  par- 
ticularly adaptable  for  the  ambulant 
patient. 

Package  Information 

Gelusil*  Antacid  Adsorbent  is  supplied  in 
bottles  containing  6 and  12  fluidounces. 
Gelusil*  Antacid  Adsorbent  tablets  arc  sup- 
plied in  bottles  of  50.  100  and  1000. 


Patients  with  stomach  disorders  are  generally  squeamish  about 
their  foods  or  medicines.  Your  patient’s  battle  is  half  won  if  he 
can  look  forward  with  pleasant  anticipation  to  'taking  his  medicine' 
instead  of  being  upset  or  annoyed  at  the  prospect.  With  the  obstacle 
of  objectionable  taste  eliminated  and  the  patient  in  the  proper  frame 
of  mind, the  ameliorative  action  of  pleasant-tasting  Gelusil*  Antacid 
Adsorbent  is  consequently  enhanced.  Relief  is  almost  immediate 
with  Gelusil*  Antacid  Adsorbent  and  unlike  ordinary  alumina  gels, 
it  leaves  the  patient  practically  free  of  constipating  after-effects. 

Indications:  Gelusil*  Antacid  Adsorbent  is  indicated  for  the 
relief  of  gastric  hyperacidity  resulting  from  dietary  indiscretions, 
nervous  or  emotional  disturbances,  food  intolerances  or  in  peptic 
ulcer  therapy. 

•T.  M.  Reg.  U.  S.  Pat.  Off. 


GELUSIL 

WILLIAM  R.  WARNER  & CO.,  INC.  New  York  • St.  Louis 
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Priscol  therefore  produces  circulatory  improvement  in 
many  cases  of  Raynaud’s  disease,  Buerger’s  disease,  dia- 
betic gangrene,  and  arteriosclerotic  peripheral  vascular 
disease. 

Patients  should  be  closely  observed  until  optimal  dosage  is 
established  since  paradoxical  effects  or  orthostatic  hypo- 
tension may  occur. 

Issued:  Tablets  of  25  mg.;  bottles  of  100  and  1000. 

10  cc.  Multiple-dose  Vials,  each  cc.  containing  25  mg. 

1.  Grimson,  K.  S.,  Marzoni,  F.  A.,  Reardon,  M.  J.,  and  Hendrix,  J.  P.t 
Surg.,  23:728,  1948. 

• Complete  information  may  be  obtained  from 

CIBA  PHARMACEUTICAL  PRODUCTS.  INC.,  SUMMIT.  NEW  JERSEY 


Ciba 


2/1377M 


PRISCOL  (brand  of  benzazoline)  Trade  Mark  Reg.  U.  S.  Pat. Off. 
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The  season  of  throat  affections  is  here. 

Thantis  Lozenges  have  proved  especially 
effective  in  soothing  and  relieving  these 
conditions.  The  effectiveness  of  Thantis 
Lozenges  is  due  to  two  active  ingredients: 

Merodicein*  an  antiseptic  which  pre- 
vents the  development  of  bacteria  even  in 
great  dilution. 

Saligeninf  a mild  local  anesthetic  which 
relieves  the  discomfort  of  throat  infections. 

Thantis  Lozenges  are  antiseptic  and 
anesthetic  for  the  mucous  membranes  of 
the  throat  and  mouth.  Complete  literature 
on  request. 

Supplied  in  vials  of  twelve  lozenges  each. 

* Merodicein  is  the  It.  W.  & D.  trade  name  for  monohydroxy- 

mercuridiiodoresorcinsulfonphthalein-sodium. 
t Saligenin  is  orthohydroxybenzylalcohol,  H.  VV.  & D. 


HYNSON,  WESTCOTT  & 
DUNNING,  Inc.  ‘Baltimore  1,  Md. 
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DIAPER 


RASH 


(AMMONIA  DERMATITIS) 


is  preventable  ... 


with  ^wfia/ime -treated 

Ammonia  -free 
Diapers 


ACTIVE  INGREDIENT  127%  di-itobulyl  (tetoiy 
tlhozy  ethyl  di  methyl  bcniyl  ammonium  chloride 
monohydiole.  INERT  INGREDIENT:  87.3%. 


Boxes  of  20  and  40  Tablets 


Medicate  baby's  "night  diapers"  by  rinsing  with 
DIAPARENE,  the  pioneer  diaper-medicament  that 
inhibits  B.  ommoniagenes  from  decomposing  urinary 
urea  into  free  ammonia;  thus  DIAPARENE,  unlike 
palliative  ointments,  powders  and  lotions,  actually 
eliminates  the  cause  of  ammonia  dermatitis.  Guards 
against  ammoniacal  inflammation  of  chafing,  prickly 
heat,  allergy  rash,  etc.  IJ  One  tablet  to  two  quarts 
rinse  water  for  every  six  diapers,  for  1:25,000  solu- 
tion. May  be  concentrated  as  much  as  five  times 
(1:5,000)  dependent  upon  resistance  of  rash  and 
strength  of  enzymatic  action. 

Advertised  to  the  Medical  Profession  only. 
Write  for  physician's  samples  and  literature. 
Pharmaceutical  Division 

Homemaker's  Products  Corporation,  New  York  10 
Homemaker's  Products  (Canada)  Limited,  Toronto  10 

“MEDICATES  THE  DIAPER'* 

ff/M/AA JfS  CAOSf  Of  O/AffA  AASA/ 


1.  Cook,  J.V.:  Brenneman  Practice  of  Red.  4:  Chop.  41, 1945. 

2.  Benson,  R.A.  ef  al:  J.  Ped.  31:369-754,  1947. 

3.  Perlman,  H.H.:  Skin  & Cancer  Clinic,  Post  Graduote 
Hospital,  New  York,  1948. 


Edrisal  is  a significant  advance  over  ordinary 
analgesics — it  is  the  only  analgesic  containing 
Benzedrine * Sulfate,  the  rational  anti-depressant. 

Th  us  Edrisal.  besides  relieving  pain  promptly, 

also  brightens  your  pain-depressed  patient’s  mood. 

No  wonder  so  many  physicians  find  Edrisal 

highly  effective  in  a wide  range 

of  conditions  characterized  by  pain, 

and  by  the  depression  that 

almost  always  accompanies  pain. 

Each  Edrisal  tablet  contains  acetylsalicylic  acid  (2.5  gr.) , 
phenacetin  (2.5 gr.),  and  Benzedrine’  Sulfate  (2.5  mg.). 

For  samples  and  full  information,  write  us  at 
435  Arch  St.,  Philadelphia  5,  Pa. 

*T.M.  Reg.  U.S.  Pat.  OfT.  for 
racemic  amphetamine  sulfate,  S.K.F. 

Smith,  Kline  & French  Laboratories, 

Philadelphia 
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its  dual  action  relieves  pain,  lifts  mood 
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That  vitamin  A in  aqueous  solution  is  more  readily  and  more  fully  absorbed  and 
utilized  than  vitamin  A in  oily  solutions  (such  as  percomorph  liver  oils)  is  now 
amply  confirmed.* 

Substantially  higher  blood  and  liver  levels  are  obtained  with  aqueous  solutions  of 
vitamin  A,  while  loss  through  fecal  excretion  is  only  l/5th  that  of  vitamin  A given 
in  oil  solution. 


vi-syneral  vitamin  drops 


100%  natural  vitamins  D and  A 
in  aqueous  solution  . . . 
the  original  aqueous 
multi-vitamin  solution 
marketed  since  19 A3. 


Each  0.6  cc. 
as  marked  on  dropper 
supplies: 


Vitamin  A 

5,000  U.S.P.  Units 

Vitamin  D 

1,000  U.S.P.  Units 

Ascorbic  Acid 

50  mg. 

Thiamine 

1 mg. 

Niacinamide 

5 mg. 

Riboflavin 

O.A  mg. 

Pyridoxine 

0.1  mg. 

Pantothenic  Acid 

2 mg. 

In  aqueous  solution  . . . contains  no  alcohol 

Perfect  miscibility  with  infant’s  formula, 
milk,  etc.;  no  fish  taste  or  odor. 


*Send  for  sample  and  literature 

u.  s.  vitamin  corporation 

casimir  funk  laboratories,  inc.  (affiliate) 

250  E.  43rd  St.,  New  York  17.  N.Y. 
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NEW 

TRANSPORTATION 

PLAN 

FOR  DOCTORS 

We  provide  you  with  a car , service, 
and  all  preventive  maintenance. 


LOOK  WHAT  YOU  GET  I 

• Spot  delivery  . . . New  and  late 

model  cars! 

• We  pay  for  service 

• We  pay  for  insurance 

• We  pay  for  oil  and  lubricants. 


CONVENIENCE  IS  THE  WORD  for  this 
special  service  enjoyed  by  many  doctors 
in  the  New  York  City  area.  We  supply 
you  at  once  with  Ford,  Chevrolet,  Plymouth, 
Mercury,  Dodge,  Chrysler,  or  Pontiac.  We 
also  pay  for  oil,  lubricants,  insurance,  and 
registration.  We  provide  free  service  and 
preventive  maintenance  and  replace  cars 
tied  up  for  long  repairs. 

You  get  unlimited  mileage  yet  rates  start 
at  only  $100  per  month.  Phone  us  right 
now  for  further  information  and  references. 

CARSERVICE,  Inc. 

50th  Street  at  Northern  Boulevard 

Long  Island  City,  (AS.  8-5400) 

(In  Surrey  Motors  Building) 
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safer, 

more  effective 
sulfonamide  therapy 


(combined  sulfonamides) 


In  charting  a safe  course  accurately,  the  modern 
navigator's  sonar  depthfinder  surpasses  the 
sounding  line.  In  chemotherapy,  the  modern 
method  of  combined  sulfonamide  administration 
excels  in  safety  and  therapeutic  elhcieney. 


COM  B I SUL* — pioneer  sulfonamide 
combination  — virtually  eliminates  the 
hazard  of  renal  irritation  from  large  doses 
of  single  sulfonamides.  By  permitting 
simultaneous  administration  of  partial  doses 
of  the  three  most  widely  applicable 
sulfonamides  — each  independent!)  soluble 
in  the  same  medium  — greater  urinary 
solubility  is  achieved. 


is  more  rapidly  and  completely  absorbed 
and  produces  higher  total  sulfonamide  blood 
and  urine  levels  than  equivalent  doses  of  any 
one  of  its  components.  This  affords  higher 
clinical  efficacy  on  a gram-for-gram  basis. 


Combisi.il  Tablets,  0.5  Gin.,  provide  0.166  Gin. 
each  of  sulfadiazine,  sulfathiazole  anil  sulfamerazine. 
Combisi  i.  Liquid  is  a palatable  suspension  containing 
0.166  Gm.  of  each  of  the  same  sulfonamides  per 
teaspoonful.  Indications  are  the  same  as  for  the 
individual  components  of  the  mixture. 


COMBISUL 


COMBISUL 
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FORMUIA-Eoch  teaspoonful  (5  ct.)  represents : 

Alcohol  (by  volume) 12  % 

Codeine  Phosphate 5.5  mg. 

(Warning:  May  be  habit-forming) 

Terpin  Hydrate 17.5  mg. 

Chloroform 0.3  % 

Amino  Acids  ond  Polypeptides 
Derived  from  Beef,  Milk,  ond 
Wheat,  Equivalent  to  Proteins ...  2.0  % 
Carbohydrates:  Lactose,  Dextrose, 

Cane  Sugar. 

adult  dose:  One  teaspoonful  every  two 

hours,  or  as  determined  by  the  physician. 


r LIQUID 
PEPTONOIDS 


with  TERPIN  HYDRATE  and  CODEINE 


Provides  the  time-tested  value  of  terpin  hydrate 
and  codeine  phosphate  in  the  highly  palatable 
LIQUID  PEPTONOIDS  vehicle.  Available  in 
bottles  of  4 fl.  or.  LIQUID  PEPTONOIDS  with 
CREOSOTE,  widely  favored  when  the  action  of 
creosote  is  desired,  is  supplied  in  bottles  of 
6 and  12  fl.  oz. 


THE  ARLINGTON  CHEMICAL  COMPANY,  yonkers  i,  new  york 

Meeting  the  Needs 
of  Our  Own  ! ! 


COLLEAGUE  after  COLLEAGUE  testifies  that 

THE  PHYSICIANS’  HOME 

brings  them  the  needed  comfort  and  good  will 
that  they  have  earned.  They  appreciate  the 
cooperation  of  the  Medical  Profession  of  the 
State  of  New  York. 

The  achievement  of  furnishing  this  direct  per- 
sonal help  deserves  your  continued  support. 

★ 

CHAS.  GORDON  HEYD,  M.D.,  President 

Make  checks  payable  to  PHYSICIANS’  HOME 
52  East  66th  Street,  New  York  21,  New  York 
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DULCET  Tablets 

(Compound  Sulfadiazine  0 l Cm  . 
Sulfamerazme  0 1 Cm  . and  Sulfa 
thiazole  0 I Cm . Abbott) 

D AXlZotwUs® 

DULCET  Tablets 
(Compound  Sulfadiazine  0 15  Cm 
and  Sullalhiazole  0 15  Cm  . Abbott) 

S udfcuUaz  ww 

DULCET  Tablets 
0 15  Cm  and  0 3 Cm 

S id.  jcmx&ia  2 </ne 

DULCET  Tablets 
0 3 Cm 

S idfatiuaz  oh/ 

DULCET  Tablets 
0 3 Cm. 

• 11*11 


The  sweet  taste  of  candy  satisfies  and  pleases 
children.  That’s  why  Dulcet  Tablets  were  compounded  to  resemble 
delicious  candy  in  appearance  and  taste.  That’s  why  sick  children 
accept  Dulcet  Tablets  as  a special  treat  . . . even  when  the  tablets 
contain  such  potent  agents  as  the  sulfonamide  compounds.  Dulcet 
Tablets  containing  these  agents  are  accurately  medicated  and  will 
produce  the  same  therapeutic  results  as  other  tablet  forms, 
when  used  at  the  same  level  of  dosage.  Whatever  sulfonamide 
is  indicated — in  single  or  combined  form — you  will  find  a 
choice  available  in  Dulcet  Tablets,  as  listed  at  left.  For  liter- 
ature, write  to  Abbott  Laboratories,  North  Chicago,  111. 


SULFONAMIDE 


TABLETS 


(MEDICATED  SUGAR  TABLETS.  ABBOTT) 


I » 
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50 

PILLS 

Stramonium 

(Davies,  Rose) 
0.15  Gram 

(IPP'OJL  2 Vi  «r»in«) 

Al-  . 


Davies,  Rose  & Co.,1^- 

• r :r=.  Mass..  U.S.A 


IN  THE 
SEQUELAE 
OF 

EPIDEMIC 

ENCEPHALITIS 


A THERAPY  THAT  EMBRACES 
IN  THEIR  NATIVE  STATE 
THE  ENTIRE  ALKALOIDS 
OF  STRAMONIUM 


STRAMONIUM 


PILLS 


(Davie s,  rose) 

0 15  GRAM  (ApPROX  2 '/2  grains) 

ftiese  pi/ls  exhibit  fhe  powdered  dried 
^ °Werin9  '°P  °f  Oafura  Sira- 
TT'  all#^  assayed  and 
" , dand,hereforecon,a,n,n 

CSC  P‘  0 375019  f,/,70  grain)  ofAe 

of  slramonium. 

DAVphI  ROSt  & COMPANy.  UMITet» 

maCCUh«l  M»nufac(urers 

B“,on  18  Mass,  u s.  A 


St  3 
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In  the  J.A.M.A.  s 


"QUERIES  AND  MINOR  NOTES’’... 


an  authority  lists  eight  specifications  for  a 
preparation  to  use  in  the  nose: 


It  "should  have  a moderate  decongestant  effect.” 

It  "may  contain  . . . penicillin.” 

It  "should  not  vary  greatly  in  . . . pH  (5-5  to  6.5) 
from  that  of  normal  nasal  secretions.” 


4 

5 

6 

7 

8 


"Nor  ...  be  harmful  to  ciliary  action.” 

It  "should  not  injure  the  nasal  mucosa.” 

It  "should  be  isotonic  with  the  blood.” 

It  "should  not  cause  undue  secondary 
side  reactions.” 

It  should  not  "cause  the  blood  pressure 
to  rise  unduly.” 


Each  of  these  specifications 


is  fulfilled  by 


the  penicillin-vasoconstrictor  combination  for  intranasal  use* 


For  samples  and  full  information,  write  Par-Pen 
on  your  prescription  blank  and  mail  it  to  us  at 
1530  Spring  Garden  St.,  Philadelphia  1,  Pa. 


Smith,  Kline  & French  Laboratories,  Philadelphia 


•Sodium  crystalline  penicillin,  500  units  per  cc.; 
Parcdrinc  hydrobromide  196 
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BURDENED  HEART 


EDEMATOUS  TISSUES 


DUBIN  AMINOPHYLLIN 

ACTIVE  DIURETIC  • MYOCARDIAL  STIMULANT 
BRONCHIAL  RELAXANT 


DISTRESSED  LUNGS 


r^tRic^v^ 


In  Bronchial  Asthma,  Paroxysmal  Dyspnea, 
CheynejStokes  Respiration. 


TABLETS  • AMPULS  • POWDER  • SUPPOSITORIES 


H.  E.  DUBIN  LABORATORIES,  Inc.,  250  East  43rd  St.,  New  York  17,  N.Y. 


From  infants,  to  adults- Pediforme 
Shoes  follow  the  need  for  changing 
lasts  to  more  perfectly  conform  to  the 
natural  development  of  the  feet. 


Undoubtedly  a reason  for  sending 
your  patients  to  a Pediforme  shop 
when  proper  shoes  are  indicated. 


MANHATTAN  — 34  West  36th  Street 
BROOKLYN  — 288  Livingston  Street 
FLATBUSH  — 843  Flotbust.  Avenue 
H EMPSTE AD  — 24  \ Fulton  Avenue 
NEW  ROCHELLE-545  North  Avenue 
EAST  ORANGE  — 29  Washington  PI 
HACKENSACK  — 290  Main  Street 


SALINIDOL 

Formula  U.S.P.H.  Service 


Salicylaniiid 5% 

Carbowax 95% 


Ringworm  of  the  Scalp 

(Microsp.  Audouini  or  Microsp. 
Lanosum) 

Salinidol — Greaseless,  Stainless, 
Odorless.  Easily  removed  with 
water. 

The  hair  must  be  clipped  every 
10  days  and  Salinidol  applied 
daily. 

Please  write  for  sample  and 
literature. 

DOAKCO.,  INC. 

Cleveland,  Ohio 

NY  12-48 


K 
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LOW  INDEX  OF  ALLERGENICITY  — Bacitracin  is  outstanding 

in  that  its  application  topically  is  only  rarely  complicated  by 
allergic  manifestations.  It  therefore  possesses  a distinct  advantage 
over  many  other  antibiotics,  freeing  topical  antibiotic  therapy 
from  this  formerly  serious  limitation. 


WIDE  RANGE  OF  EFFECTIVENESS  — While  its  spectrum  of  ac- 
tion largely  parallels  that  of  penicillin.  Bacitracin  is  destructive 
to  many  strains  of  pathogens  which  are  penicillin-fast.  Thus  it 
broadens  the  scope  of  antibiotic  therapy  and  enhances  its  ther- 
apeutic efficacy. 


PROMPT  ACTION- Injected  in  solution  into  the  base  of  pyogenic 
lesions,  or  applied  topically  in  the  form  of  an  ointment,  Bacitracin 
acts  promptly  upon  the  bacterial  invasion.  Response  is  apparent 
in  most  cases  within  a short  period. 


INDICATIONS  — Bacitracin,  topically  administered,  is  indicated 
in  the  treatment  of  many  deep  pyogenic  lesions  of  the  skin, 
superficial  cutaneous  pyogenic  lesions,  and  many  external  ocular 
infections  due  to  Bacitracin-sensitive  organisms.  Bacitracin  is 
administered  topically  only. 


Bacitracin,  in  dry  form  for  making  solutions,  is  supplied  in  20  cc. 
serum-type  vials  containing  2,000  and  10,000  units,  and  in  50 
cc.  vials  containing  50,000  units.  Also  available  as  Bacitracin 
Ophthalmic  Ointment  in  1 « ounce  tubes  and  as  Bacitracin  Oint- 
ment in  Vi  ounce  tubes,  both  containing  500  units  per  Gm. 
Literature  available  to  physicians  on  request. 


BACITRACIN 


A DIVISION  OF  COMMERCIAL  SOLVENTS  CORPORATION,  17  EAST  42ND  STREET,  NEW  YORK  17,  NEW  YORK 


a new  antihistamine 


ointment  for 

relief  of  pruritus 


Thephorin,  the  new  antihistamine 
with  minimal  side  reactions,  is  now 
available  in  5 percent  ointment 
for  effective  relief  of  distressing 
allergic  skin  manifestations.  In  most 
cases  Thephorin  Ointment  quickly 
relieves  the  discomfort  of  atopic 
dermatitis,  chronic  contact  dermatitis, 
lichenified  eczem^.  pruritus  ani. 
pruritus  vulvae,  urticaria  and  drug 
dermatitis.  I Vi  oz.  tubes  and  I lb.  jars. 

HOFFMANN-LA  ROCHE  INC.  • NUTI.EY  10  • N. 

Thephorin 

Roche1  Ointment 

I T.  M Thephorin 

1 bt  and  oj  phenindamine 
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IRON  THERAPY 


WITH 


eve 


Whenever  iron  is  indicated,  the  choice  of  an  effective,  acceptable  and 
easily  assimilated  preparation  is  of  paramount  importance.  Too  often, 
the  usual  ionized  iron  produces  untoward  side  effects,  thus  interfering 
with  therapy.  For  therapeutic  effectiveness  and  patient  acceptability, 
prescribe  the  unusual  iron  preparation. 


OVOFERRIN 


The  Build-Up 

Without  A Let-Down 


In  colloidal  form,  Ovoferrin  is  easily  assimilated  and  is  practically 
unaffected  by  the  gastric  juices.  It  is  non-astringent  and  does  not  stain 
the  teeth.  Its  palatability  and  lack  of  side  effects  make  it  an  ideal  hema- 
tinic  for  both  children  and  adults. 

NOW  — Bridge  the  gap  between  iron  deficiency  and 
effective  iron  therapy  with  OVOFERRIN  — in  11-oz.  bottles 

MAINTENANCE  DOSAGE  % THERAPEUTIC  DOSAGE 

For  Adults  and  Children:  One  ADULTS:  One  tablespoonful  3 or 
teaspoonful  2 or  3 times  a day  4 times  daily  in  water  or  milk, 
in  water  or  milk.  CHILDREN:  One  to  2 teaspoon- 

fuls 4 times  daily  in  water  or  milk. 


Made  only  by  the 

A.  C.  BARNES  COMPANY  • NEW  BRUNSWICK,  N.  J. 

“ Ovoferrin ’*  is  a registered  trade  mark , the  property  of  A.  C.  Barnes  Company 
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FLAT  SPRING  DIAPHRAGM 


Easily  Fitted— The  Lanteen  Flat  Spring 

Diaphragm,  collapsible  in  one  plane  only, 
is  easily  placed  without  an  inserter. 

Remains  in  Position— The  flat  spring  rim  of  the  Lanteen 
Diaphragm  gently  but  firmly  holds  the  diaphragm  in 
place  even  during  changes  in  body  position. 

Long  Lasting—  Lanteen  Diaphragms,  made  of  the 
finest  rubber,  are  guaranteed  against  defects  for 
a period  of  one  year. 

SI 


L 


ant  e e n 


LANTEEN  MEDICAL  LABORATORIES,  INC. 

900  North  Franklin  Street,  Chicago  10,  Illinois 
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Soft  Diet 

trying  your  patients' patience? 


- try  palatable 
Swift's  Strained  Meats 


Tempting,  natural  source  of  complete  protein 


6 varieties 


The  things  some  patients  on  soft, 
smooth  diets  have  to  eat!  It’s  no 
wonder  appetites  lag. 

To  perk  up  patients’  interest  in 
food,  many  doctors  now  prescribe 
specially  prepared  Swift’s  Strained 
Meats  when  soft  foods  are  indicated 
in  a high-protein,  low-residue  diet. 
They  help  two  ways.  One,  Swift’s 
Strained  Meats  taste  so  good.  Few 
patients  can  turn  down  real  meat 
goodness.  Two,  an  excellent  source 
of  B vitamins,  Swift’s  Strained  Meats 
help  restore  patients’  natural  appe- 
tite for  all  foods. 


Originally  prepared  for  infant 
feeding,  Swift’s  Strained  Meats  are 
soft,  smooth  (may  easily  be  used  in 
tube-feeding),  slightly  salted  — 
cooked  to  retain  all  their  delicious 
meat  flavor.  Six  kinds  for  variety: 
beef,  lamb,  pork,  veal,  liver,  heart. 
Each  one  100%  meat,  they  provide 
an  excellent,  palatable  source  of 
complete,  high-quality  proteins  and 
hemapoietic  iron.  These  meats  make 
available  simultaneously  all  known 
essential  amino  acids  . . . for  opti- 
mum protein  synthesis.  Convenient 
— Swift’s  Strained  Meats  are  ready 
to  heat  and  serve. 


The  makers  of  Swift’s  Strained  Meats  invite  you  to 
send  for  your  copy  of  “ The  Importance  of  Protein 
Poods  in  Health  and  Disease ” — a physician's  hand- 
book of  protein  feeding,  written  by  a doctor.  Send  to: 

SWIFT  & COMPANY 


Chicago  9,  Illinois 


AH  nutritional  statements  in  this  advertisement  are 
accepted  hy  the  Conned  on  Foods  and  Nutrition  of 
the  American  Medical  Association. 


Tor  patients  who  can 
take  foods  of  less  fine 
consistency  Swift's 
Diced  Meats  offer  tender 
morsels  of  nutritious  meat 
with  tempting  flavors 
patients  appreciate. 
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irradiated! 


Ultraviolet  irradiation  of  plasma  destroys  not 
only  all  bacteria  but  also  any  viral  contaminants 
that  might  cause  homologous  serum  hepatitis.  • 
You  may  therefore  administer  irradiated  Lyovac 
plasma  without  danger  of  hepatitis.  • Stable,  port- 
able Lyovac  Normal  Human  Plasma  ( Irradiated) 
is  prepared  from  fresh,  citrated,  human  blood  of 
healthy  donors,  according  to  regulations  of  the 
National  Institute  of  Health.  The  plasma  is  pooled, 
flash  frozen,  dehydrated  from  the  frozen  state  under 


high  vacuum  (lyophile  process),  and  sealed  under 
vacuum.  • Blood  substitute  of  choice  for  emergencies, 
irradiated  Lyovac  plasma  is  quickly  restored, 
needs  no  typing  or  crossmatching,  and  each  unit 
is  osmotically  equivalent  to  two  units  of  whole 
blood.  • Lyovac  Normal  Human  Plasma  ( Irradi- 
ated) is  supplied  in  vacuum  bottles  to  yield  50  cc., 
250  cc.  and  500  cc.  of  restored,  irradiated  normal 
plasma,  or  smaller  quantities  of  hypertonic  plasma. 
Sharp  & Dohme,  Philadelphia  1,  Pa. 
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Editorials 

Stop,  Look,  Listen,  I 


Attention  of  readers  of  this  Journal  is 
directed  to  careful  study  of  the  twelve  resolu- 
tions adopted  at  the  General  Assembly  in 
Geneva,  September  8 to  11,  1948,  of  the 
World  Medical  Association.1  These  call  for 

1.  Freedom  of  choice  of  physician  by  the 
patient.  Liberty  of  physician  to  choose  pa- 
tient except  in  cases  of  urgency  or  humanitari- 
anisin. 

2.  No  intervention  of  third  party  between 
physician  and  patient. 

3.  Where  medical  service  is  to  be  submitted 
to  control,  this  control  should  be  exercised  by 
physicans. 

4.  Freedom  of  choice  of  hospital  by  patient. 

5.  Freedom  of  the  physician  to  choose  the 
location  and  type  of  his  practice. 

6.  No  restriction  of  medication  or  mode  of 
treatment  by  physician  except  in  case  of  abuse. 

7.  Appropriate  representation  of  medical 
profession  in  every  body  (official)  dealing  with 
medical  care. 

8.  It  is  not  in  the  public  interest  that 
physicians  should  be  full-time  salaried  servants 
of  the  government  or  social  security  bodies. 

9.  Remuneration  of  medical  services  ought 

1 J.A.M.A.  138:  43li  (Oct,.  9)  194S. 


not  to  depend  directly  on  the  financial  condition 
of  the  insurance  organization. 

10.  Any  social  security  or  insurance  plan 
must  be  open  to  the  participation  of  any 
licensed  physician,  and  no  physician  should  be 
compelled  to  participate  if  he  does  not  wish  to 
do  so. 

11.  Compulsory  health  insurance  plans 
should  cover  only  those  persons  who  are  unable 
to  make  their  own  arrangements  for  medical 
care. 

12.  There  shall  be  no  exploitation  of  the 
physician,  the  physician’s  services  or  the  public 
by  any  person  or  organization.1 

Without  dissent  these  principles  were 
adopted  by  the  delegates  with  the  objective 
of  the 

. . . promotion  of  closer  ties  among  the  national 
medical  organizations  and  the  physicians  of  the 
world,  the  maintenance  of  the  honor  and  dig- 
nity of  the  medical  profession,  mutual  con- 
sideration of  professional  problems  of  the  medi- 
cal profession  in  the  different  countries  and  ex- 
change of  information  on  matters  of  interest  to 
the  medical  profession,  the  establishment  of 
proper  relations  with  similar  groups  (such  as 
the  World  Health  Organization,  the  United 
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Nations  Educational,  Scientific  and  Cultural 
Organization),  improvement  of  health  through- 
out the  world,  and  the  promotion  of  world 
peace,  aims  which  merit  the  support  of  every 
physician.2 

In  discussing  the  twelve  resolutions  above 
cited,  Dr.  Louis  H.  Bauer,  past  president  of 
the  Medical  Society  of  the  State  of  New 
York,  and  secretary-general  of  the  W.M.A., 
stressed  the  fact  that 

Social  insurance  is  in  process  of  expansion 
almost  everywhere,  and  particularly  in  Europe. 
The  International  Association  for  Social 
Security  and  the  International  Labour  Organ- 
ization appear  to  be  resolved  to  encourage  a 
complete  program  of  social  insurance,  embrac- 
ing medical  service  for  the  entire  world.  The 
Council  of  the  World  Medical  Association 
recommended  to  the  General  Assembly  at 
Geneva  the  initiation  of  an  extensive  inquiry, 
detailed  and  precise,  to  be  reported  on  by  the 
national  medical  associations  with  the  view  of 
arriving  at  correct  information  on  the  status  of 
the  subject  in  each  country.  A permanent 
committee  on  social  insurance  was  appointed 
by  the  General  Assembly.  This  committee 
will  make  every  effort  that  doctors  be  not  out- 
distanced in  the  matter  of  social  security  by  the 
International  Conference,  which  carries  on  its 
work  on  a permanent  scale.  It  is  a matter  of 
regret  that,  because  of  lack  of  organization, 
doctors  always  find  themselves  faced  with 
accomplished  facts  when  it  is  too  late  to  suggest 
and  to  bring  about  modifications  of  decisions 
already  taken.1 

Proponents  of  social  security  schemes  and 
administrators  of  those  already  in  operation 
are  advocates  of,  and  dependent  upon,  a 
captive  medical  profession.  Why?  Be- 
cause any  insurance  or  social  security  scheme 
must  be  medically  policed.  It  is  of  no  sig- 

I Ibid.  137:  1133  (July  24)  1948. 


nificance  that  the  doctors  wear  no  visible 
uniform,  cap  or  badge — they  are  police 
agents  of  the  scheme,  whatever  it  may  be. 

The  delegates  to  the  Geneva  conference  of 
the  W.M.A.  are  realists;  as  doctors  they 
have  to  be;  as  citizens  of  many  countries 
with  long  experience  in  fact  of  the  actual 
operation  of  social  security  and  insurance 
schemes  they  are  embittered,  disillusioned 
realists.  Can  a realist  be  embittered?  It 
would  seem  so  in  the  sense  that  a pessimist 
can  feel  pain  if  in  contact  with  a hot  stove, 
for  example.  Of  this  experience  he  can 
warn  others.  The  delegates  have  voiced 
their  warnings  in  the  twelve  resolutions  re- 
printed herewith. 

It  is  one  thing  to  warn  a profession  and 
quite  another  to  have  those  warnings  trans- 
lated into  effective  action.  Does  anyone 
think  those  twelve  cited  warning  resolutions 
were  written  merely  to  fill  a vacuum?  No; 
they  are  a call  to  action  on  a world-wide 
front,  a hard  core  around  which  to  carry  on 
an  aggressive,  positive  and  effective  resist- 
ance movement  against  the  kind  of  thinking 
and  scheming  which  would  make  of  the  medi- 
cal profession  a captive,  a cat’s  paw,  a servile 
tool  of  some  soulless  state. 

There  is  something  every  doctor  of  medi- 
cine can  do  about  it.  He  can  become  a sup- 
porting member  of  the  United  States  Com- 
mittee of  the  World  Medical  Association. 
He  can  thus  lend  his  moral  and  financial  aid 
to  the  promotion  of  higher  levels  of  medical 
care  and  public  health  throughout  the  world, 
and  to  the  development  of  better  inter- 
national relations.  Do  it  now.  Send  your 
contribution  to  World  Medical  Association, 
2 East  103rd  Street,  New  York  29,  New 
York. 


Into  the  Open 


"United  Medical  Service  has  declined  to 
pay  hospital  vendors  of  professional  service 
through  the  agency  of  an  intern,  a resident, 
or  salaried  doctor.”1 

We  have  been  waiting  for  an  announce- 
ment of  this  kind  for  too  long  a time.  Like 

‘ U.M  S.  Medical  Bulletin  3:  9 (Sept.)  1948. 


every  other,  the  medical  profession  suffers 
from  inequalities  within  its  ranks.  Such 
inequalities  are  inevitable — to  a certain  ex- 
tent. They  arise  from  divergencies  of 
ability,  of  opportunity,  of  political  sagacity, 
of  family  and  financial  background. 

Practitioners  fortunate  in  possessing  the 
qualities  we  have  mentioned  usually  attain 
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important  hospital  appointments,  and/or 
university  professorships.  There  is  no  quar- 
rel with  those  who  do.  In  the  majority  of 
instances,  cream  rises  inevitably  to  the  top. 
But  we  submit  that  the  rise  of  the  cream 
should  stop  there. 

Some  hospitals  have  found  it  advantageous 
to  pay  salaries  to  members  of  their  staffs. 
Such  monies  as  they  may  earn  over  and 
above  their  salaries  go  to  the  maintenance 
of  the  institution  that  supports  them. 
Universities  have  done  the  same  thing. 
Full-time  professors  are  paid  salaries.  Their 
title  and  prestige  attracts  private  patients, 
whom  the  professors  are  forced  to  treat 
whether  or  not  they  wish  to  do  so,  and  what 
they  earn  over  and  above  their  salaries  goes 
into  the  maintenance  funds  of  their  depart- 
ments. Both  practices  sound  eminently 
reasonable  and  fair  to  the  trustees  of  the 
institutions,  and  to  the  few  who  receive  the 
salaries,  who  prefer  to  accept  a certain  fixed 
yearly  income,  rather  than  to  engage  in  the 
turmoil  of  ordinary  private  practice  with  its 
fluctuations  of  income,  its  dependence  upon 
personal  friendships,  political  adroitness, 
feeders,  and  perhaps  less  savory  methods  of 
procedure. 

The  medical  profession  is  as  full  as  any 
other  of  men  whose  wives  complain  that 
“all  God’s  chillun  got  shoes — except  her.” 
Nor  are  doctors’  hearts  any  more  hardened 
than  those  of  any  other  profession  against 
the  legitimate  laments  of  their  suffering  fami- 
lies. It  is  indeed  surprising  that  as  many 
doctors  are  as  honest  as  they  are.  For  ex- 
ample, no  one  can  testify  with  certainty  that 
a patient  is  any  worse  off  for  having  been 
relieved  of  a pair  of  cryptic  tonsils  or  chronic 
appendix. 

Are  we  to  subject  the  profession  to  further 
strains?  Are  the  most  respectable  elements 
that  support  it  to  be  allowed  to  contribute  to 
its  moral  downfall?  A doctor  who  holds  any 
kind  of  a hospital  appointment  has  a great 


advantage  over  one  who  does  not.  Are  we 
to  submit  passively  to  a further  advance- 
ment of  that  advantage  by  encouraging  hos- 
pitals and  universities  to  pay  him  a salary, 
to  make  money  out  of  him,  to  pull  the  wool 
over  his  eyes  by  giving  him  free  office  space, 
secretaries,  prestige? 

Is  that,  free  enterprise?  The  question  is 
at  least  debatable.  How  many  of  the  medi- 
cal profession  realize  how  nearly  we  parallel 
the  worst  kind  of  trade  unionism  with  our 
specialty  boards,  our  colleges  of  physicians 
and  surgeons?  We  know  very  well  that 
these  institutions  were  conceived  in  the 
spirit  of  elevating  the  standards  of  the  medi- 
cal profession,  and  to  a great  extent  they 
have  done  so.  But  then,  as  everyone  who 
has  lived  through  two  wars  ought  to  know, 
the  tide  has  turned  the  other  way,  and 
movements  that  started  in  virtue  end  up 
hardly  distinguishable  from  the  worst  closed 
shop  in  their  injustices. 

Abraham  Lincoln  remarked  that  a nation 
could  not  exist  half  slave  and  half  free.  Is 
his  observation  equally  true  with  regard  to 
the  medical  profession?  The  United  Medi- 
cal Service  may  be  a little  late  in  pronounc- 
ing, in  no  uncertain  words,  its  verdict  upon 
the  questionable  practices  hitherto  sanc- 
tioned in  silence  by  the  two  most  respecta- 
ble bodies  of  men  that  should  have  the  honor 
and  the  honesty  of  the  medical  profession 
near  to  their  hearts.  These  are  the  trustees 
of  hospitals  and  the  deans  and  boards  of 
trustees  of  our  university  medical  schools. 

Mr.  Lincoln’s  verdict  that  a nation  could 
not  exist  half  slave  and  half  free  has  been 
amply  vindicated.  It  is  praiseworthy  that 
the  United  Medical  Service  has  at  last  made 
a pronouncement  of  equal  importance  to  the 
medical  profession  and  we  congratulate 
U.M.S.  for  its  courage  in  having  done  so.  It 
will  not  pay  “hospital  vendors  of  professional 
service  through  the  agency  of  an  intern, 
a resident  or  salaried  doctor.” 


Current  Editorial  Comment 

Nonservice-connected  Disabilities  a Problem. 

In  a summary  of  its  activities  as  of  August  31,  total  of  105,048  patients  in  hospitals;  of  the 

1948,  the  Veterans  Administration  reported  a 92,983  in  Veterans  Administration  hospitals 
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61,091  were  veterans  with  nonservice-connected 
disabilities;  of  the  12,065  patients  not  in  Vet- 
erans Administration  hospitals,  7,488  were  vet- 
erans with  nonservice-connected  disabilities. 
In  addition,  there  were  14,342  beneficiaries  in 
Veterans  Administration  homes. 

Eighty-nine  new  hospitals  were  in  progress 
at  the  end  of  August,  of  which  the  construction 
contracts  had  been  awarded  for  28,  the  designs 
were  in  progress  in  50,  the  designs  not  started 
in  three,  and  the  designs  completed  but  con- 
struction contracts  not  awarded  in  eight. 
Through  the  end  of  the  month,  63  sites  have 
been  acquired  for  new  veteran  hospitals,  20 
specific  sites  have  been  approved  but  not  ac- 
quired, seven  specific  sites  were  in  the  process 
of  selection;  furthermore,  31  additions  and  con- 
versions to  the  hospital  addition  and  conver- 
sion program  had  been  completed  throughout 
the  month  and  seventeen  other  additions  and 
conversions  were  in  progress. 

At  the  end  of  August,  18,560  veterans  were 
awaiting  hospital  admission;  of  these  18,490 
had  disabilities  adjudicated  nonservice-con- 
nected; 77,277  applications  for  hospital  or 
domiciliary  care  were  received  through  the 
month,  and  33,679  applications  were  filed  for 
automobiles  for  disabled  veterans.1 

The  large  number  of  nonservice-con- 
nected  disabled  may  be  expected  to  increase 
with  the  years.  The  stresses  of  civilian 
existence  are  becoming  such  that  it  is  not 
inconceivable  that  the  distinction  between 
such  disabled  and  service-connected  may 
have  to  be  abolished  eventually.  Is  it 
significant  that,  as  reported,  18,490  out  of 
18,560  veterans  awaiting  hospital  admis- 
sions at  the  end  of  August,  were  nonservice- 
connected? 


' J.A.M.A.  138:  438  (Oct.  9)  1948 


Of  This  and  That.  The  J.A.M.A.  ad- 
vises and  this  Journal  urges  the  utmost 
vigilance  vis-a-vis  the  antivivisectionists 
and  their  legislative  maneuvers.1 

As  predicted  when  the  antivivisectionists 
were  exposed  by  the  Saturday  Evening  Post,  the 
magazine  later  was  deluged  with  mail,  some  of 
which  was  commendatory,  and  some  condemna- 
tory. One  antivivisectionist  went  so  far  as  to 
threaten  to  use  his  rifle  on  experimenters.  The 
Post  publishes  two  columns  of  letters  pro  and 
con;  one  demands:  “Answer  yes  or  no.  Are 
you  or  are  you  not  going  to  print  the  other  side 
of  the  vivisection  question?”  The  following 
answer  of  the  editors  of  the  Post  to  this  de- 
mand is  significant:  “We  made  an  exhaustive 
study  of  the  pros  and  cons  of  vivisection  before 
we  published  “They’re  Trifling  with  Your  Life.” 
Not  one  valid  argument  in  support  of  the  anti- 
vivisectionist viewpoint  was  found.  This 
being  the  case,  we  feel  no  obligation  to  publish 
anything  more  than  the  comments  in  these 
columns.”2-4  This  ought  to  settle  the  anti- 
vivisectionist argument,  but  it  will  not.  The 
antivivisectionists  are  not  capable  of  being 
convinced,  and  continued  vigilance  by  physi- 
cians and  other  scientists  will  be  necessary. 
The  antivivisectionists  need  constant  watching 
even  though  they  have  not  thus  far  achieved 
important  legislative  results.1 * 4 * 

In  anticipation  of  the  1949  legislative 
session  in  New  York  State,  we  advise  all 
those  who  have  not  done  so  to  read  carefully 
the  original  article  of  Dr.  Moon  in  the  Post, 
and  to  refer  to  the  editorial  in  this  Journal 
in  which  Dr.  Moon’s  article  was  briefly  ex- 
cerpted.6 

1 J.A.M.A  138:  434  (Oct.  9)  1948. 

2 Ibid . 138:  132  (Sept.  11)  1948. 

* Moon,  V.  H.,  and  Wittels,  D.  G.:  Sat.  Eve.  Post  221: 
16  (July  24)  1948. 

4 Letters  to  the  Editor:  ibid.,  221:  4 (Aug.  28),  1948. 

6 New  York  State  J.  Mep.  48:  2127  (Oet.  1)  1948. 
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Diet  Inventory  Methods  for  Doctors,  I 


The  importance  of  the  diet  in  both  the 
preservation  and  the  restoration  of  health  is 
now  generally  known  to  alert  physicians. 
With  this  increased  appreciation  of  the  role 
that  the  diet  plays,  there  is  better  under- 
standing of  the  specifications  for  an  adequate 
diet.  Because  the  physician  knows,  in  spite 
of  idiosyncrasy  and  custom,  that  a patient’s 
diet  must  have  calories  and  essential  nutri- 
ents, he  is  in  need  of  simple  methods  by  which 
he  can  quickly  evaluate  a patient’s  food  in- 
take in  terms  of  essential  nutrients.  In 
hospitals  and  clinics  the  latter  task  is  per- 
formed by-a  dietitian  or  nutritionist.  Many 
physicians  find  it  necessary,  however,  to 
inventory  their  patient’s  dietary  status 
themselves.  All  physicians  should  become 
familiar  with  diet  inventory  methods  and 
current  technics,  because  much  information 
about  patients  comes  to  light  for  the  first 
time  in  a diet  history.  The  purpose  of  this 
article  is  to  acquaint  physicians  with  methods 
of  interviewing  which  are  successfully  used 
by  trained  nutritionists  when  taking  a diet 
history.  Two  ways  of  determining  a pa- 
tient’s food  consumption  are  by  personal 
interview  or  by  a diet  record  kept  at  home  by 
the  patient.  In  many  instances  a combina- 
tion of  the  two  methods  is  desirable,  the 
information  received  from  one  source  supple- 
menting the  other. 

Securing  a factual  diet  history  requires 
time,  patience,  and  insight.  Information 
on  diet  habits  may  prove  to  be  more  signifi- 
cant and  more  revealing  than  the  actual  food 
intake.  It  is  therefore  necessary  to  inven- 
tory many  practices  which  influence  food 
consumption.  A discussion  of  these  prac- 
tices should  include  the  regularity  of  meals. 
Many  patients  eat  with  no  regularity;  con- 


sequently they  are  frequently  deprived  of 
certain  essential  nutrients  because  of  fluc- 
tuation in  appetite  or  the  habit  of  obtaining 
quick  calories,  usually  weighted  with  carbo- 
hydrates. The  number  of  meals  missed 
should  be  known  to  the  physician,  because 
patients  who  go  without  breakfast  or  lunch 
often  at  the  evening  meal  double  the  calories 
missed  during  the  day.  The  usual  time 
allowed  for  each  meal  reveals  considerable 
evidence  about  the  patient’s  emotional  drive 
and  tension  and  may  be  directly  related  to 
other  symptoms,  especially  those  involving 
the  gastrointestinal  tract.  Knowing  with 
whom  meals  are  usually  eaten  may  help 
correlate  the  diet  inventory  with  the  medical 
history.  Persons  who  eat  alone,  or  with 
someone  with  whom  they  are  in  conflict, 
often  do  not  take  sufficient  calories  or  too 
many.  It  has  long  been  known  that  some 
worried,  depressed  or  anxious  people  lose 
weight  and  that  others  overeat.  The  latter 
fact  appears  to  account  for  more  cases  of 
obesity  among  young  people  than  does  hor- 
monal imbalance. 

Many  patients  have  pronounced  likes  or 
dislikes  regarding  certain  foods.  The  physi- 
cian should  ascertain  the  specific  foods  that 
are  not  liked.  Where  meals  are  eaten  should 
also  be  noted.  In  some  cases  the  money 
available  or  spent  for  food,  in  other  cases  the 
preparation  and  storage  facilities  available, 
or  the  kind  and  amount  of  supplements 
taken,  will  account  for  an  unsufficient  intake 
of  essential  nutrients.  Data  concerning 
exercise  must  be  obtained  and  evaluated. 
Likewise  the  use  of  laxatives  and  other  drugs, 
especially  the  regularity  as  well  as  the 
amount  consumed  daily,  should  be  known 
to  the  physician.  It  is  well  for  the  doctor  to 
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have  information  regarding  the  method  used 
in  the  preparation  of  food.  One  frequently 
finds  a deficiency  intake  of  water  soluble 
vitamins  because  they  had  been  extracted 
by  the  cooking  water  which  was  discarded. 

For  the  actual  food  intake,  it  is  well  to 
find  out  what  the  patient’s  customary  break- 
fast, lunch,  dinner,  between  meals,  and  be- 
fore bedtime  eating  pattern  is.  In  the  latter 
two  instances  the  time  and  kind  of  food  eaten 
may  be  revealing.  The  object  of  a diet  his- 
tory is  to  ascertain  the  usual  intake  of  food 
and  the  variation  of  this  pattern.  Since 
many  people  are  not  aware  of  what  they  eat, 
one  should  be  suspicious  of  the  patient  who 
recalls  too  easily.  It  takes  time  and 
skill  in  follow-up  to  help  them  recall. 
There  is  a small  group  in  whom  habits 
are  so  irregular  that  it  is  impossible 
to  get  a pattern.  After  the  diet  history  has 
been  completed,  it  is  a good  policy  to  check 
on  the  daily  consumption  of  certain  impor- 
tant foods:  how  much  milk  is  consumed  per 
day;  how  many  eggs  per  week,  etc.  If  the 
answers  do  not  check  fairly  well  with  the 
totals  consumed  at  breakfast,  lunch,  dinner 
and  between  meals,  the  discrepancies  should 
be  “questioned  out.”  In  some  instances  it 
may  be  necessary  to  check  the  amounts  of 
certain  items  of  known  composition  that  are 
purchased  by  the  family. 

A diet  record  kept  at  home  by  the  patient 
may  be  a useful  adjunct.  A straight  diary 
giving  the  following  information  may  be 
used : the  time  of  day  when  food  was  eaten, 
the  place  where  food  was  eaten,  and  the 


actual  food  eaten,  with  a description  of  mix- 
tures and  amounts.  The  patient  should  be 
given  careful  instructions  and  told  by  what 
measurements  the  food  should  be  recorded. 
It  is  desirable  that  the  record  cover  one 
week’s  intake;  however,  if  a patient  will  not 
cooperate  to  that  extent,  three  days  including 
a weekend  day  will  suffice.  Such  a diet 
record  frequently  brings  realization  to  the 
patient  of  what  his  real  diet  habits  are. 

Now  for  the  evaluation  of  the  information : 
by  the  time  the  diet  data  are  recorded  one 
may  already  have  the  answ'er.  The  diet  his- 
tory may  be  evaluated  in  either  a qualitative 
or  quantitative  manner.  The  quick  history 
taken  in  the  office  usually  does  not  warrant, 
however,  more  than  a qualitative  analysis 
which  is  made  most  easily  by  comparison  to 
an  arbitrarily  chosen  dietary  pattern. 

In  the  next  issue  the  discussion  of  “Diet 
Inventory  Methods  for  Doctors”  will  be 
continued  and  will  be  focused  on  compara- 
tive standards  that  the  physician  may  use  in 
evaluating  data  which  he  obtains  from  a diet 
history.  Whether  a diet  inventory  is  ob- 
tained by  an  interview  or  by  means  of  a 
patient’s  diet  record,  a file  card  on  which  are 
printed  headings  for  questions  and  space  for 
data  wall  be  found  useful.  Such  a card 
which  can  be  used  for  a permanent  record 
has  been  prepared  by  the  medical  nutrition 
group  of  the  School  of  Nutrition  at  Cornell 
University,  and  a sample  card  is  available  on 
request  to  either  the  editor  of  this  Journal 
or  the  director  of  the  School  of  Nutrition  at 
Cornell. 
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COMPLETE  PROLAPSE  FOLLOWING  HYSTERECTOMY 

Mortimer  N.  Hyams,  M.D.,  F.A.C.S.,  New  York  City 


Hysterectomy  of  any  type  must  in 

some  degree  interfere  with  the  normal  an- 
atomic supports  of  the  uterus.  Conceding  this  to 
be  true,  it  would  be  a logical  supposition  to  antici- 
pate prolapse  of  the  remaining  tissue  structures 
as  a natural  sequence  in  some  cases.  Judging 
from  the  relatively  few  references  to  this  lesion 
which  have  appeared  in  the  textbooks  and  gyne- 
cologic periodicals,  it  would  appear  that  it  is  not 
of  frequent  occurrence.  Hamilton  of  England, 
who  made  a survey  of  the  literature  and  published 
his  findings  in  1943,  stated  that  there  are  only  a 
few  references  to  the  occurrence  of  this  postopera- 
tive complication  and  that  he  had  not  discovered 
any  paper  directly  concerned  with  the  subject.1 
From  the  fact  that  so  few  case  reports  or  refer- 
ences could  be  found,  he  concluded  that  prolapse 
following  hysterectomy  must  be  comparatively 
rare.  .Considering  the  large  number  of  uterine 
excisions  performed  in  which  bilateral  oophorec- 
tomy is  also  carried  out,  he  thinks  it  strange  that 
the  induced  artificial  menopause  and  its  associa- 
ted loss  of  tissue  tone  does  not  increase  the  inci- 
dence of  procidentia. 

A recent  survey  of  the  literature  shows  an  inci- 
dence of  only  21  recorded  cases  of  prolapse  in 
3,652  hysterectomies  and  six  such  complications 
reported  by  Culbertson  and  Pluineuf  in  which 
the  total  number  of  operations  was  not  stated.2'3 
Read  and  Bell  and  Davidson  performed  770  total 
abdominal  hysterectomies  with  only  one  case  of 
subsequent  prolapse,  while  in  283  vaginal  hyster- 
ectomies performed  by  Babcock  and  Vineberg, 
this  complication  never  followed  the  operative 
procedure.4'7  In  their  series,  six  were  recurrences 
following  an  antecedent  operation  for  prolapse. 

Hamilton  reported  five  of  his  own  case  histories, 
three  being  subtotal,  in  which  prolapse  followed 
hysterectomy.1  Siddal  and  Mack  cite  one  case, 
while  Davis  and  Cusick  in  their  series  had  no  such 
complication  following  operation.8'9  McEwan 
in  summarizing  his  hysterectomies,  mostly  subto- 
tal, claims  that  the  operation  actually  cures  upper 

Presented  at  the  142nd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Obstetrics  and  Gynecology,  May  19,  1948. 


vaginal  prolapse.10  From  the  foregoing  it  is  evi- 
dent that  many  cases  of  postoperative  prolapse 
have  either  been  overlooked,  undiscovered,  or 
not  considered  of  sufficient  import  to  merit  a re- 
port, which  may  account  for  the  few  references  to 
the  condition.  Unsatisfactory  or  neglected  fol- 
low-up may  explain  other  unreported  cases. 
From  the  figures  available,  it  appears  that  the 
subtotal  is  followed  by  five  times  as  many  cases 
of  prolapse  as  the  total  excision  of  the  uterus. 
This  could  be  cited  as  an  operative  disadvantage, 
but  considering  Kennedy’s  estimate  that  95  per 
cent  of  all  hysterectomies  performed  in  this  coun- 
try are  of  the  subtotal  type,  carried  out  by  opera- 
tors of  varying  degrees  of  skill  and  experience, 
whereas  total  hysterectomy  is  usually  done  by 
the  more  experienced  surgeons  and  in  carefully 
selected  cases,  the  five  to  one  ratio  of  prolapse 
following  subtotal  operations  does  not  appear  so 
formidable.11  I do  not  intend  to  enter  the  con- 
troversial field  of  total  versus  subtotal  hysterec- 
tomy but  will  confine  myself  to  the  problem  of 
prolapse  following  the  subtotal  type  and  the 
presentation  of  an  operative  procedure,  a modifi- 
cation of  the  Kocher  ventral  fixation,  which  in 
my  experience  has  given  entirely  satisfactory  re- 
sults with  no  complications  or  unsatisfactory 
postoperative  sequelae. 

The  care  and  management  of  the  retained  cervi- 
cal stump  is  still  a subject  on  which  there  is  no 
consensus  of  opinion.  Many  gynecologists  be- 
lieve that  the  cervix  should  not  be  retained 
when  the  corpus  is  removed.  Richardson  pointed 
out  that  subtotal  hysterectomy  is  properly  ap- 
plied to  only  four  types  of  cases: 

1 . Patients  requiring  hysterectomy  for  benign 
disease  who  possess  perfectly  normal  cervices. 

2.  Instances  in  which  the  operative  hazard 
compels  the  execution  of  rapid  and  conservative 
surgery. 

3.  Cases  where,  for  good  and  sufficient  reason, 
it  is  of  paramount  importance  to  preserve  the 
menstrual  function. 

4.  Cases  requiring  hysterectomy  during  preg- 
nancy.12-14 

He  concludes  that  because  of  the  reprehensible 
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prevalence  of  benign  diseases  of  the  uterine  cervix, 
notwithstanding  its  many  advantages,  conserva- 
tive subtotal  hysterectomy  has  only  a limited 
field  of  application  today.  Both  in  private  prac- 
tice and  in  clinical  work,  it  is  the  exception  rather 
than  the  rule  to  encounter  a normal  cervix  in  con- 
junction with  benign  pathology  of  the  uterine 
corpus  requiring  its  ablation. 

Admittedly  controversial,  the  retained  cervix 
must  be  mentioned  because  of  its  importance  in 
the  operative  repair  of  procidentia  following 
subtotal  operation,  should  it  occur,  and  also  as  a 
mechanical  block  in  its  prevention.  Phaneuf  is  of 
the  opinion  that  the  success  of  any  type  of  opera- 
tion for  relief  of  procidentia  depends  on  keeping 
the  cervix  well  back,  at  right  angles  to  the  va- 
gina.3 Hamilton  advises  that  the  cervical  stump 
be  supported  by  suturing  the  round  and  infundib- 
ulopelvic  ligaments  to  it,  so  that  the  axis  of  the 
vagina  is  not  brought  into  the  same  alignment 
with  the  direction  of  intra-abdominal  pressure.1 
In  some  clinics  the  ligamentous  structures  pre- 
viously mentioned  are  disregarded  entirely  and, 
after  the  uterus  has  been  excised,  are  left  free  in 
the  pelvic  cavity.  Others  suture  only  one  side 
leaving  the  other  free,  yet  prolapse  as  a postopera- 
tive complication  apparently  has  not  been  re- 
ported after  these  two  latter  procedures. 

While  in  the  larger  clinics  the  growing  trend  is 
definitely  toward  the  total  operation,  statistics 
show  that  the  majority  of  operators  throughout 
the  country  still  favor  subtotal  excision  despite 
the  fact  that  this  type  of  operation  is  most  often 
followed  by  prolapse  as  reported.  As  an  explana- 
tion of  this  extreme  difference  numerically,  the 
fact  that  the  total  excision  is  technically  more 
difficult  plays  an  important  role  in  determining 
the  type  of  operation  to  be  performed  in  a par- 
ticular case.  In  some  instances  the  physical  con- 
dition of  the  cervix  may  be  the  deciding  factor 
between  a total  or  subtotal  excision,  while  the 
greater  likelihood  of  a prolapse  as  a subtotal  com- 
plication must  certainly  be  given  due  considera- 
tion in  all  cases.  The  retained  cervix  at  times 
undergoes  malignant  degeneration,  and  many 
operators  favor  the  total  operation  on  the  assump- 
tion that  it  is  a prophylactic  measure  against  this 
occurrence.  Whether  or  not  carcinoma  is  more 
likely  to  develop  in  the  retained  cervical  stump 
is  open  to  question,  but  the  possibility  cannot  be 
denied  and,  hence,  must  be  considered  from  the 
prophylactic  standpoint  when  selecting  the  type 
of  operation  to  be  performed. 

In  discussing  procidentia  following  total  or  sub- 
total uterine  excision,  reference  must  be  made  to  the 
normal  anatomic  supports  of  both  the  uterus  and 
vagina  and  their  roles  in  the  etiology.  Some  in- 
teresting experiments  to  demonstrate  the  mecha- 


nism of  uterine  support  and  the  part  played  by  the 
various  structures  concerned  were  performed  by 
Legendre  and  Bastien  in  1858  and  elaborated  by 
Mengert  in  1936. 15  In  postmortem  experiments 
with  eight  subjects  traction  was  applied  to  each 
uterus  by  means  of  1-Kg.  weights  attached  to  the 
cervix  by  tenacula.  The  paired  structures  at- 
tached to  the  uterus  were  then  divided  from 
above  in  varying  sequences  and  the  resulting 
uterine  descent  carefully  measured.  Mengert  re- 
ported the  following  results:  Section  of  the  round, 
ovarian,  infundibulopelvic  and  the  upper  third  of 
the  broad  ligaments  hardly  affected  the  position 
of  the  uterus  in  the  pelvis.  Section  of  the  para- 
metrial  (lower  two  thirds  of  the  broad  ligament) 
and  the  upper  two  thirds  of  the  paravaginal  tis- 
sues allowed  an  average  uterine  descent  of  10.5 
cm.  The  pelvic  floor,  although  it  was  never  in- 
cised, did  not  hinder  experimental  prolapse  of  the 
uterus  and,  therefore,  could  not  have  contributed 
to  uterine  support  in  any  of  the  eight  subjects. 
He  notes  that  marked  descent  of  the  uterus, 
amounting  to  actual  prolapse,  never  occurred  so 
long  as  any  part  of  the  upper  two  thirds  of  the 
paravaginal  and/or  the  lower  two  thirds  of  the 
parametrial  tissues  was  intact.  Of  these  two  arbi- 
trary divisions  of  the  urogenital  fascia  propria, 
the  paravaginal  tissue  seemed  to  be  slightly  more 
important,  for  its  division  allowed  an  average 
uterine  descent  of  6.9  cm.  as  against  3.6  cm.  fol- 
lowing division  of  the  parametrial  tissues.  These 
interesting  experiments  throw  some  light- on  the 
question  of  whether  the  vaginal  supports  are  mus- 
cular or  fascial.  There  is  no  consensus  of  opinion 
on  this  point,  but  Frank  attempted  to  clarify  the 
situation  by  dividing  the  vaginal  supports  into 
two  divisions,  one  a holding  apparatus  which  he 
likens  to  the  springs  of  a motor  car,  the  other  a 
supporting  apparatus  which  he  compares  to  the 
shock  absorbers.16  He  describes  the  holding  ap- 
paratus as  consisting  of  the  pubocervical  ligament 
or  fascia,  the  cardinal  ligaments,  and  the  uterosac- 
ral  ligaments.  The  supporting  apparatus  con- 
sists of  the  levatores  ani  with  the  fascial  envelope 
and  the  triangular  ligament.  The  holding  ap- 
paratus controls  the  upper  part  of  the  vagina 
while  the  supporting  apparatus  controls  the 
lower  part.  Bonney  also  divides  the  supports 
into  upper  and  lower  divisions.17 

This  classification  of  the  normal  anatomic  sup- 
ports makes  it  easy  to  understand  the  mechanism 
of  prolapse,  since  its  degree  depends  upon  which 
set  of  supports  is  involved.  When  prolapse  fol- 
lows subtotal  abdominal  hysterectomy,  the  upper 
supports  are  divided,  since  they  are  the  only 
structures  interfered  with  during  this  operation. 
The  fan-shaped  fascia  is  not  primarily  trauma- 
tized, and,  therefore,  we  should  hardly  expect  any 
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increased  incidence  of  prolapse  as  a postoperative 
sequel.  However,  as  stated  by  Bonney,  the 
uterus  itself  acts  as  a mechanical  deterrent  to  pro- 
lapse, and  if  it  is  in  its  normal  position  of  antever- 
sion,  the  angle  formed  by  the  axis  of  the  uterus 
and  vagina  tends  to  prevent  descent  of  the  pelvic 
tissues  or  structures.  Hamilton  has  presented  a 
very  plausible  explanation  for  its  being  five  times 
more  frequent  after  the  subtotal  operation.  He 
states  that  after  subtotal  hysterectomy  the  axis 
of  the  cervical  stump  and  vagina  have  a tendency 

Fto  become  aligned,  thus  favoring  the  occurrence 
of  prolapse.  The  cervical  stump,  by  holding  the 
upper  portion  of  the  vagina  open,  tends  to  fashion 
this  structure  into  a cylinder  which  he  claims  is 

1 easier  to  invert  than  the  cone-shaped  upper  por- 
tion of  the  vagina,  which  is  formed  following  a 
total  hysterectomy,  due  to  the  absence  of  the 

! cervical  stump,  plus  a shortening  and  reduction  in 
the  vaginal  diameter.  Considering  that  total 
excision  is  usually  done  by  the  more  experienced 
surgeons  and  in  selected  cases,  the  occurrence  of 

I prolapse  would  naturally  be  less  frequent  than  in 
operations  performed  by  men  of  varying  skills. 
The  cone  versus  cylinder  theory  is  of  value  in 
clarifying,  to  some  degree,  the  mechanics  of  pro- 

Icidentia  following  hysterectomy. 

Shaw,  in  1934,  stated  that  the  most  difficult 
cases  of  prolapse  to  treat  are  those  following  hys- 
terectomy.18-19 Phaneuf,  in  1935,  recommended 
colpectomy,  either  partial  or  total,  with  removal 
of  the  cervical  stump  in  cases  of  procidentia  fol- 
lowing total  or  subtotal  excision,  which  are  not 
easily  cured  by  the  ordinary  methods.3  Farrar 
utilizes  the  midportion  of  the  cervical  stump  after 
dissecting  off  the  mucous  membrane  in  a modified 
Watkins  interposition  operation.20  Read  and  Bell 
and  Davidson  in  four  reported  cases  state  that 
vaginal  repair  was  done  in  two  and  ventral  fixation 
of  the  stump  in  the  remaining  two.4-6  Many  di- 
verse procedures  have  been  suggested  and  prac- 
ticed for  the  relief  of  this  condition.  The  Man- 
chester operation  has  been  favored  by  some  and 

I good  results  have  been  reported ; I personally  have 
seen  two  failures  following  this  procedure.  There 
can  be  no  routine  treatment  of  this  postoperative 
complication,  and  what  to  do  presents  a problem 
which  depends  on  the  factors  present  in  each  in- 
dividual case.  The  age  of  the  patient,  degree  of 
prolapse,  complications,  previous  treatment,  and 
resumption  of  marital  relations  postoperatively 
must  determine  the  type  of  therapy  to  be  insti- 
tuted. When  an  operation  such  as  the  Le  Fort 
colpectomy  is  contemplated,  the  patient  should 
be  informed  of  its  after-effects  on  sex  life,  even  in 
cases  where  this  situation  does  not  have  to  be  con- 
sidered immediately. 

The  paucity  of  clinical  reports  in  the  literature 


indicates  the  need  for  more  case  reports  of  pro- 
cidentia following  hysterectomy  of  any  type,  as 
this  complication  does  not  appear  until  some  time 
after  operation.  Conscientious  follow-up  should 
be  the  rule,  not  the  exception,  of  this  phase  of 
gynecologic  surgery.  Only  when  this  is  done  can 
we  expect  to  obtain  statistics  worthy  of  the  name 
which  will  aid  us  in  evaluating  the  respective 
operations  now  performed  for  the  relief  of  posthys- 
terectomy prolapse. 

The  foregoing  brief  review  of  uterine  prolapse 
and  its  relation  to  hysterectomy,  either  total  or 
subtotal,  indicates  the  need  for  an  operative  pro- 
cedure, not  too  difficult  technically,  which  will 
give  firm  support  to  the  cervical  stump  and  pre- 
vent subsequent  recurrence.  Each  case  is  a 
distinct  entity,  and  all  factors  present  in  the  in- 
dividual patient  must  be  considered  and  evalu- 
ated in  selecting  the  type  of  operation  suitable  in 
the  particular  patient.  The  technic  of  the  opera- 
tive procedure  which  has  given  me  entire  satis- 
faction and  complete  relief  to  the  patient  is  car- 
ried out  as  follows: 

With  the  patient  in  the  modified  Trendelenberg 
position,  a midline  incision  is  made  extending 
from  the  symphysis  pubis  to  a suitable  distance 
below  the  umbilicus,  or  the  midline  scar  of  a pre- 
existing incision  is  excised. 

The  fascia  is  exposed  and  incised  in  the  line  of 
incision.  The  rectus  muscle  is  separated  in  the 
midline  and  the  peritoneum  opened.  The  intes- 
tines usually  migrate  from  the  pelvis  or  are 
manually  displaced,  leaving  the  operative  field 
unobstructed.  The  cervical  stump  is  identified. 
Allis  clamps  are  placed  on  each  round  ligament 
close  to  the  cervix,  to  be  used  for  making  traction 
to  bring  the  cervical  stump  high  up  into  the 
wound. 

The  bladder  peritoneum  over  the  stump  is  in- 
cised and  the  bladder  pushed  downward  from  the 
upper  portion  of  the  cervix  (Fig.  1). 

The  cervix  is  grasped  with  a single  tooth  tena- 
culum and  the  Allis  clamps  removed.  An  assist- 
ant applies  traction  to  the  tenaculum,  drawing 
the  stump  as  high  as  possible  into  the  abdominal 
wound.  This  traction  is  maintained  throughout 
the  operation. 

A suture  of  number  1 chromic  catgut  is  intro- 
duced about  1 inch  lateral  to  the  midline  and  2 
inches  above  the  level  of  the  cervical  stump 
through  the  anterior  rectus  sheath,  rectus  muscle, 
posterior  rectus  sheath,  and  peritoneum.  A bite 
is  then  taken  through  the  superior  surface  of  the 
denuded  cervical  stump,  emerging  on  the  opposite 
side  of  the  abdomen  through  the  peritoneum, 
posterior  rectus  sheath,  rectus  muscle,  and  an- 
terior rectus  sheath.  The  suture  is  left  loose  in 
the  wound  (Fig.  2). 
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Fig.  1.  The  peritoneum  incised  over  the  cer- 
vical stump  and  the  bladder  separated  downward. 

The  same  procedure  is  carried  out  with  a second 
suture  introduced  about  3/4  of  an  inch  below 
the  first  suture. 

The  cervical  stump  is  held  as  high  as  possible 
in  the  abdominal  wound  by  means  of  the  tenac- 
ulum previously  applied.  The  peritoneum  is 
then  closed  with  a running  suture,  starting  at  the 


Fig.  3.  The  peritoneum  closed. 

lower  angle  up  to  the  cervical  stump.  The  suture 
is  carried  around  the  upper  or  superior  surface  of 
the  stump,  leaving  a window  through  the  peri- 
toneum. The  balance  of  the  peritoneum  is  then 
closed  in  the  usual  way  (Fig.  3).  The  fascia  is 
next  closed,  starting  at  the  lower  angle  of  the  in- 


Fig.  2.  “Guy  Sutures”  (1,  1'  and  2,  2'),  passing 
through  anterior  rectus  sheath,  rectus  muscle,  peri- 
toneum on  one  side  through  the  cervical  stump  and 
then  out  on  the  opposite  side  from  the  peritoneum 
through  the  anterior  rectus  sheath. 


Fig.  4.  Interrupted  sutures  3,  3',  4,  and  4'  from 
the  fascia  on  one  side  through  the  cervical  stump 
through  the  fascia  on  the  opposite  side. 
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Fig.  5.  “Guy  Sutures,”  1 and  2 tied.  Fascial  su- 
tures 3 and  4 tied.  The  entire  fascial  layer  closed. 

cision  until  the  window  is  reached.  Two  inter- 
rupted sutures  are  then  introduced  through  the 
fascia  on  one  side,  passing  through  the  cervical 
stump  and  through  the  fascia  on  the  opposite  side 
and  left  untied  (Fig.  4).  The  fascia  is  closed 
above  the  window.  Still  holding  the  cervix  as  high 
as  possible,  suture  number  one  is  tied ; suture  num- 
ber two  is  tied  (Fig.  5).  The  tenaculum  is  then 
removed.  The  two  fascial  sutures,  numbers  three 
and  four,  are  tied.  Skin  closure  follows,  thus 
completing  the  operation. 

If  we  accept  the  reported  statistics  that  ap- 
proximately 95  per  cent  of  all  hysterectomies  per- 
formed are  of  the  subtotal  type  and  that  prolapse 
is  five  times  more  frequent  after  this  operation, 
the  procedure  which  has  just  been  described 
should  have  a definite  place  in  the  surgery  of  pro- 
lapse following  subtotal  hysterectomy.  It  is  of 
little  value  in  a postoperative  prolapse  where  the 


cervical  stump  has  not  been  retained.  It  is  with 
the  full  knowledge  of  its  limitations,  as  well  as  of 
its  proved  value  when  performed  in  properly 
selected  cases,  that  I offer  the  procedure  for  con- 
sideration. 

Discussion 

Joseph  H.  Cornell,  M.D.,  Schenectady. — The  sub- 
ject of  complete  prolapse  following  hysterectomy  is 
a very  interesting  one,  and  as  Dr.  Hyams  pointed 
out,  very  little  space  is  given  the  subject  in  current 
textbooks  and  medical  literature.  I believe  it  is  rare. 

I wonder  if  most  of  the  patients  presenting  this 
complication  might  have  developed  a prolapse  had 
the  subtotal  hysterectomy  not  been  performed. 
Too  many  times  we  see  a patient  in  the  fourth  or 
fifth  decade  of  life  with  a partial  or  complete  pro- 
lapse of  few  months  duration  in  whom  no  operation 
was  ever  performed,  whose  last  child  was  born 
fifteen  or  more  years  ago,  and  who,  during  this  in- 
terim, had  no  reason  to  suspect  the  presence  of  any 
pelvic  disorder.  Dr.  Hyams  mentioned  Kennedy’s 
estimate  that  95  per  cent  of  all  hysterectomies  done 
in  the  United  States  are  subtotal.  Why  is  not  the 
condition  of  prolapse  seen  in  much  larger  propor- 
tion? 

In  my  opinion,  when  a subtotal  hysterectomy  is 
done,  either  there  is  no  gross  evidence  of  damage  to 
the  supporting  structures  or  it  is  perhaps  overlooked, 
only  to  have  the  prolapse  become  apparent  some 
time  following  the  operation. 

The  experiments  performed  by  Legendre  and 
Bastien  in  1858  interested  me  very  much,  because 
these  demonstrated  that  no  descensus  was  noted 
when  the  upper  ligaments  about  the  uterus  were  di- 
vided. This  is  exactly  what  takes  place  in  doing  a 
subtotal  hysterectomy. 

By  my  preceding  remarks  I am  in  no  way  defend- 
ing the  subtotal  hysterectomy,  since  your  dis- 
cussor  is  presently  making  a statistical  study  of  400 
consecutive  hysterectomies,  personally  performed, 
of  which  398  were  total  hysterectomies,  and  two  of 
the  subtotal  type.  The  two  cases  of  subtotal  pre- 
sented technical  difficulties  at  the  time  of  operation, 
but  I am  happy  to  report  that  even  these  two  re- 
tained cervices  were  subsequently  removed  by  the 
vaginal  route'  because  of  annoying  vaginal  dis- 
charge. 

We  have  no  laboratory  or  therapeutic  test  to 
demonstrate  a normal  cervix  in  situ  or  one  that  may 
become  troublesome  in  later  years.  If  a patient  is 
destined  to  develop  a cancer  of  the  cervix,  she  will, 
whether  the  body  of  the  uterus  is  still  attached  or 
has  been  removed  at  operation. 

Four  months  ago  a patient  on  whom  I had  per- 
formed a subtotal  hysterectomy  eighteen  years  ago 
consulted  me,  complaining  of  a vaginal  discharge  of 
two  months  duration.  Visual  examination  of  the 
cervix  and  confirmed  by  biopsy  revealed  an  epider- 
moid carcinoma  of  the  cervix.  When  I informed  the 
patient  of  her  condition,  she  replied,  “Why  didn’t 
you  take  it  all  out  eighteen  years  ago?”  Never  was  I 
struck  between  the  eyes  with  greater  accuracy,  and 
at  this  point  I changed  the  subject. 
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As  for  the  management,  of  prolapse  following  the 
subtotal  hysterectomy,  one  is  mostly  concerned  with 
the  anatomy  of  the  supporting  structures  which  con- 
sist mainly  of  cervicopubic  fascia,  cardial  ligaments, 
uterosacral  ligaments,  smooth  muscles  radiating  out 
from  the  cervix  along  with  the  cardinal  ligaments, 
levator  ani  muscles,  and  that  portion  of  the  endo- 
pelvic  fascia  extending  from  the  cervix  down  the 
rectovaginal  septum  to  the  insertion  into  the 
perineum.  It  is  the  tearing  or  stretching  of  these 
structures  that  results  in  the  prolapse. 

In  performing  a total  hysterectomy  the  above 
mentioned  structures  are  restored  to  nearly  normal 
anatomic  relation,  whereas  in  a subtotal  operative 
procedure  they  are  not  altered. 

My  approach  of  choice  in  a prolapse  with  a re- 
tained cervical  stump  would  be  to  do  a Manchester 
operation  with  shortening  and  fixation  of  the 
uterosacral  and  cardinal  ligaments  and  fastening 
these  to  the  strong  suburethral  fascia.  The  Man- 
chester operation,  when  correctly  done,  offers  one  of 
the  best  operative  procedures  in  repairing  tissue 
damage  resulting  from  childbirth.  An  alternate 
procedure  would  be  through  the  abdominal  route: 
after  displacing  the  bladder  from  the  retained  stump, 
the  cervical  stump  is  then  dissected,  and  the  vaginal 
canal  entered.  This  is  then  followed  by  shortening 
and  fixation  of  the  pericervical  ligaments  together 
with  an  anterior  and  posterior  repair  vaginally. 

I wish  to  compliment  Dr.  Hearns  on  his  success 


obtained  with  the  fixation  of  the  stump  to  the  an- 
terior abdominal  wall  and  fully  agree  with  him  that 
each  case  is  a distinct  entity  and  all  factors  present 
in  the  individual  patient  must  be  considered  in 
selecting  the  best  operative  procedure.  No  other 
operative  procedure  will  greater  tax  one’s  knowledge 
of  anatomy,  surgical  skill,  and  judgment  than  the 
repair  of  complete  prolapse  following  hysterectomy. 
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ACCIDENT  PREVENTION 

The  only  good  accident  is  the  accident  that  never 
happens.  We  may  view  accident  prevention  with 
t he  eyes  of  the  worker  who  thereby  escapes  disable- 
ment, or  of  the  employer  whose  costs  are  substanti- 
ally reduced  by  accident  prevention,  or  in  our  own 
interest  because  the  accidents  that  do  not  happen 
never  become  workmen’s  compensation  cases  for  us 
to  administer,  or  because  as  consumers  we  pay  an 
exorbitant  cost  for  accidents  that  could  and  should 
have  been  avoided.  One  way  or  another,  the  prob- 
lem is  ours. 

On-the-job  accidents  to  workers  in  the  United 
States  in  1947  resulted  in  the  staggering  total  of 
2,050,000  disabling  injuries  and  17,000  deaths,  ac- 
cording to  figures  compiled  by  the  National  Safety 
Council.  Work  time  lost  as  the  result  of  these  dis- 


abling injuries  aggregated  280,000,000  man-days, 
which  is  equivalent  to  1,000,000  men  kept  out  of 
work  continuously  for  more  than  a full  year.  The 
cost  of  1947  work  accidents  was  approximately 
$2,600,000,000,  of  which  one  half,  or  $1,300,000,000, 
represented  immediately  visible  costs  to  workers  and 
industry,  such  as  wage  loss,  expense  of  medical  care, 
and  overhead  cost  of  workmen’s  compensation  insur- 
ance. The  other  one  half,  or  $1,300,000,000,  was  the 
estimated  value  of  damaged  equipment  and  ma- 
terials, production  slow-downs,  and  time  lost  by 
fellow  workers  not  disabled  by  the  accidents.—  From 
an  address  by  Miss  Mary  Donlon,  Chairman,  New 
York  State  Workmen’s  Compensation  Board,  at  Con- 
vention of  International  Association  of  Industrial  Acci- 
dent Boards  and  Commissions,  September  13,  1948 
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MISUSE  OF  INSULIN  IN  THE  DIABETIC  SYNDROME 

Herbert  Schrexer,  M.D.,  and  Elmer  L.  Sevringhaus,  M.D.,  New  York  City 
( From  the  Endocrine,  Nutritional,  and  Metabolic  Service  of  Qouverneur  Hospital) 


THE  causes  of  diabetes  in  man  are  unknown. 

Hyperglycemia  is  an  excess  of  glucose  in 
transport  to  tissues  and  organs.  We  may  fre- 
quently incriminate  the  pancreas  (pancreatic  in- 
sufficiency as  far  as  insulin  is  concerned)  as  the 
cause  of  hyperglycemia  when  the  cause  lies  in 
disturbed  peripheral  utilization  of  glucose,  in  an 
overproduction  of  glucose,  or  in  both.  Insulin, 
however,  is  useful  in  all  types  of  diabetic  syn- 
dromes. To  be  sure,  insulin  is  the  therapeutic 
agent  to  be  used  to  prevent  dehydration  and 
acidosis  in  the  diabetic  patient  if  such  a threat 
exists,  regardless  of  the  cause.  Insulin  is  truly 
the  only  antidiabetic  factor  available  at  present 
for  therapeutic  use,  whereas  diabetogenic  factors 
are  many.  After  twenty-five  years  of  the  use  of 
insulin,  we  are  beginning  to  understand  its  action. 
The  pituitary,  and  possibly  also  other  tissues, 
inhibit  hexokinase,  an  enzyme  which  is  omni- 
present in  tissues.  Insulin  removes  that  inhibi- 
tion so  that  glucose  can  be  phosphorylated  into 
glucose  phosphate  and  further  metabolized,  ulti- 
mately, to  carbon  dioxide  and  water. 

Additional  factors,  which  retard  the  utilization 
of  glucose  and  are,  therefore,  to  be  considered  as 
diabetogenic,  may  be  listed  as  follows: 

1.  Brain  disturbances  with  temporary  or 
permanent  results  following  either  trauma  or 
psychic  shock. 

2.  Acute  infectious  processes  with  either 
temporary  or  permanent  consequences. 

3.  Toxins  or  chemical  products  of  infectious 
processes,  allergic  reactions,  and  ketosis. 

4.  Hepatic  disturbances,  such  as  grave  de- 
ficiencies of  the  B vitamins  and  ascorbic  acid 
or  cirrhosis  due  to  extensive  deficiencies  or, 
possibly,  overfeeding. 

5.  Excessive  secretion  of  epinephrine  by 
the  adrenal  medulla  with  temporary  hypergly- 
cemia or  excessive  secretion  of  certain  steroids 
of  the  adrenal  cortex  with  temporary  or  perma- 
nent hyperglycemia. 

6.  Disturbances  during  pregnancy  which 
may  be  explained  as  associated  with  cither  the 
pituitary,  hepatic,  or  adrenal  mechanisms  re- 
ferred to  above. 

7.  Persistent  hyperthyroidism. 

In  treating  patients  with  hyperglycemia  and 
glycosuria,  insulin  use  is  too  frequently  being- 
abused,  particularly  in  the  older  age  group.  Why 
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should  one  administer  insulin  very  cautiously  in 
older  diabetics? 

1.  To  prevent  obesity  which,  aside  from  the 
metabolic  strain,  puts  a strain  on  the  cardio- 
vascular system. 

2.  To  prevent  insulin  shocks.  With  lack  of 
supei-vision,  low  blood  sugar  levels  may  be  pre- 
cipitated, causing  symptoms  which  vary  from 
headaches  to  mental  disturbances.  It  is  easily 
conceivable  that,  with  pi-otamine  zinc  insulin, 
hyperglycemia  and  glycosuria  may  be  changed 
during  the  course  of  a day  insidiously  but  very 
extensively.  Low  blood  sugars  may  bring 
about  mild  to  seveie  insulin  reactions  which  go 
unrecognized  because  twenty-four-hour  urine 
specimens  still  show  presence  of  sugar  in  the 
urine. 

3.  To  prevent  stenocardia  and  coronary 
insufficiency. 

We  do  not  fully  understand  the  relationship  of 
obesity  to  diabetes.  Biskind  and  Schreier  sug- 
gested a mechanism  by  which  overeating  of  easily 
available  carbohydrates  creates  a lack  of  vitamins 
needed  in  the  utilization  of  refined  starches.1’2  A 
deficit  of  co-enzymes  needed  in  the  utilization  of 
carbohydrates  is  created;  the  liver  is  damaged, 
and  diabetes  may  be  precipitated  in  predisposed 
individuals.  C.  N.  LI.  Long,  in  the  discussion  of 
endocrine  control  in  carbohydrate  metabolism, 
gave  the  following  diagram  (Fig.  1). 

If  we  are  dealing  with  a weakened  pancreatic 
reserve  and  can  produce  diabetes  by  pituitary 
injections,  we  can  also  produce  it  by  continued 
hyperglycemia  through  the  alimentary  tract 
where  a predisposition  exists.  It  is  not  within 
the  province  of  clinical  work  to  prevent  pituitary 
hyperfunction  as  a diabetogenic  factor,  but  we  can 
prevent  diabetogenesis  through  overfeeding  in  a 
given  individual. 

Given  an  obese  individual  who  develops  dia- 
betes, it  is  proposed  that  the  individual  not  be 
given  any  insulin  unless  acetonuria  coexists  with 
the  glycosuria.  Weight  reduction  is  paramount 
in  such  cases.  Obesity  is  a prediabetic  state  in 
such  individuals.  One  may  well  permit  the  opti- 
mal weight  to  be  established  by  managing  the 
diabetes  in  such  cases  with  a minimal  diet  without 
insulin.  Out  of  120  diabetics,  weighing  over  180 
pounds  each,  108  (90  per  cent)  were  treated  with- 
out insulin  by  one  of  us  (II.  S.).  In  following 
a regimen  of  this  nature,  one  must  naturally  lie 
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ENDOCRINE  RELATIONSHIPS  IN  THE  CONTROL  OF 
CARBOHYDRATE  AND  PROTEIN  METABOLISM3 


Adrenotropic  hormone 


(a)  Increased  protein  catabolism 


(6)  Increased  liver  glycogen 

(c)  Hyperglycemia 

( d ) Decreased  glu- 

cose  utilization 


Thyrotropic  hormone 


Increased  protein  anabol- 
ism. Growth  promotion 


Glucose  from  food  • 


Hyperglycemia 


> 

f 

Islets  of 
Langerhans 

mcreaseu  msumi  secretion  leading  to  giycogei 
deposition  in  muscles  and  glucose  oxidation 


Increased  protein  catabol- 
ism. 

(6)  Decreased  glycogen  levels 
(r)  Increased  metabolic  rate 
(d)  Hyperglycemia 


If  hyperglycemia  is  too  persistent  or  the  stimulation  of  the  general  metabolism  is  too  great,  i.e.,  rapid  growth,  increased 
metabolic  rate,  or  excessive  caloric  intake,  the  insulin  secretory  mechanism  may  fail. 

Fig.  1 


on  the  alert  for  the  occurrence  of  nutritional  and 
vitamin  deficiency. 

This  is  not  intended  to  mean  that  patients  now 
on  insulin  therapy  should  have  mass  withdrawal 
of  insulin  dosages  by  physicians  who  have  not 
had  sufficient  experience  with  diabetes.  It  is 
advised  that  one  proceed  cautiously,  preferably 
by  hospitalizing  those  cases  to  prevent  the  possi- 
bility of  precipitating  diabetic  acidosis.  To  be 
sure,  there  are  severe  cases  of  diabetes  which 
would  go  into  diabetic  acidosis  immediately  on 
the  withdrawal  of  insulin. 

The  physician  should  exert  caution  by  calling 
the  attention  of  the  patient  to  the  fact  that  the 
appearance  of  acetone  in  the  urine  may  lead  to 
acidosis  and  coma.  ‘When  a patient  develops  a 
skin  infection,  the  doctor  need  not  necessarily 
treat  the  diabetes  with  insulin  merely  because  of 
high  blood  levels,  glycosuria,  and  skin  infections. 
In  obese  diabetics  acetone  in  the  urine  is  the  only 
indication  for  which  insulin  therapy  need  be 
initiated  promptly. 

Case  Reports 

Case  1. — I.  L.,  a male  dwarf  of  forty-four  years, 
had  diabetes  of  eight  years  duration.  Insulin  up  to 
80  units  had  been  administered,  and  insulin  shock 
and  coma  resulted.  The  insulin  was  stopped  for 
four  years.  The  patient  was  hospitalized  during  the 
period  and  was  discharged  without  insulin. 

Case  2. — L.  K.,  age  sixty-nine,  weight  300  pounds 
lifteen  years  ago,  suffered  from  diabetes  of  five  years 
duration.  Insulin  was  administered  prior  to  amputa- 
tion of  a limb  and  continued  for  six  months 
in  an  attempt  to  control  the  diabetes.  Frequent 
insulin  shocks  were  associated  with  profuse  sweating 
and  precordial  pain.  Insulin  was  stopped,  and  dia- 
betes is  now  controlled  by  diet  alone. 

Case  3. — F.  P.,  a sixty-eight-year-old  hypertensive 
cardiac  and  diabetic  patient  for  many  years,  was  an 
extremely  nervous  individual.  Because  of  large 


amounts  of  glucose  in  the  urine,  insulin  was  stepped 
up  to  45  units  per  day.  Fasting  blood  sugar  was  94 
mg.  per  cent.  Insulin  was  reduced  to  10  units,  and 
frequent  precordial  pains  which  occurred  before 
have  disappeared. 

Case  4- — 0.  B.,  age  fifty-two,  weight  210  pounds, 
blood  sugar  320  with  sugar  and  acetone  in  the  urine, 
was  on  insulin  therapy  for  two  weeks.  Controlled 
without  insulin,  the  blood  sugar  level  is  125. 

Case  5. — J.  G.,  age  sixty-three,  weight  185  pounds, 
had  a history  of  duodenal  ulcer  of  fifteen  years  dura- 
tion, diabetes  of  one  year  duration.  He  was  urged 
by  another  physician  to  take  insulin  but  refused. 
He  was  under  care  for  one  month  during  which  time 
glycosuria  was  ignored,  since  there  was  no  acetone 
in  the  urine.  The  man  is  sugar  free  at  the  present 
time,  and  diabetes  is  controlled  with  diet  alone.  His 
present  weight  is  170  pounds. 

Case.  6. — L.  M.,  age  forty-five,  weight  200  pounds, 
on  a diet  lost  40  pounds.  Blood  sugar  is  110,  and 
there  has  been  no  glycosuria  in  the  past  year. 

Case  7. — A.  S.,  age  seventy,  weight  150  pounds, 
had  diabetes  of  twelve  years  duration.  On  45  units 
of  protamine  zinc  insulin  and  15  units  of  regular 
insulin,  frequent  attacks  of  pain  in  the  chest  and 
sweating  occurred.  Insulin  is  now  being  gradually 
reduced  to  much  lower  levels. 

Case  8. — W.  H.,  age  thirty-three,  weight  190 
pounds,  had  an  enlarged  liver  and  atrophic  glossitis. 
A diagnosis  of  nutritional  deficiency  and  diabetes 
was  made.  Blood  sugar  was  350  mg.  per  cent  with 
7 per  cent  sugar  in  the  urine.  With  diet  and  ade- 
quate amounts  of  vitamin  therapy  glycosuria  dis- 
appeared completely.  Sugar  tolerance  is  normal  al 
present  time  by  test. 

Case  9. — O.  V.,  age  fifty-six,  weight  170  pounds, 
was  hospitalized  with  glycosuria  and  acetonuria. 
The  patient  was  on  insulin  for  one  week.  The  pa- 
tient was  then  put.  on  an  adequate  diet  and  is  now 
sugar  free  with  normal  sugar  tolerance. 

Conclusions 

Manj-  factors,  known  and  unknown,  are  dia- 
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betogenic  in  man.  Insulin  is  the  only  antidiabetic 
factor  to  be  used  in  all  cases  of  juvenile  diabetes 
(true  insulin  deficiency)  and  dehydration  and 
acidosis  in  the  diabetic  syndrome,  regardless  of 
cause.  Insulin  is  not  to  be  used  in  obese  diabetics 
and  in  other  older  diabetics  before  dietary  meas- 
ures have  been  applied  and  before  other  diabeto- 
genic factors  have  been  investigated. 

The  importance  of  the  checking  of  blood  sugars 
in  insulin-treated  cardiac  patients  or  in  older 
people  who  are  not  cardiac  patients  needs  to  be 
stressed. 

The  cases  managed  without  insulin  may  fall 
into  the  hands  of  clinicians  in  other  specialties 
who  are  too  apt  to  ascribe  complications  to  lack 
of  control  of  diabetes.  Better  understanding  of 


the  rationale  of  the  regime  would  greatly  benefit 
the  patient.  The  use  of  insulin  in  older,  obese 
diabetics  frequently  becomes  an  easy  substitute 
for  education  of  the  patient  in  the  use  of  appro- 
priate diet.  Consequently,  as  more  food  is  taken, 
the  insulin  is  increased  because  of  continued 
glycosuria.  The  results  include  uneconomic  use 
of  insulin  with  possibly  dangerous  reactions. 
Obesity  and  hyperglycemia  persist  despite  the 
insulin  dosage,  which  probably  could  have  been 
minimal  or  done  without  completely. 
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THE  advantages  of  the  ideal  regional  anes- 
thesia in  obstetrics  are  well  known.  The 
immediate  spontaneous  cry  of  the  wide-awake 
baby,  the  physical  well-being  of  the  pain-free 
mother,  and  the  minimal  blood  loss  have  all  been 
emphasized  in  countless  publications.  However, 
although  an  immediate  cry  is  a satisfaction,  ade- 
quate means  of  resuscitation  have  reduced  infant 
mortality  due  to  drug  depression  to  a minimum. 
Properly  utilized  oxytocic  drugs  will  generally 
give  adequate  postpartum  uterine  contraction 
and  retraction  and  proper  use  of  amnesics,  anal- 
gesics, and  general  anesthetics  will  in  the  majority 
of  cases  spare  the  mother  the  physical  pain  and 
mental  anguish  of  parturition. 

The  factor  mainly  responsible  for  our  search 
for  a desirable  regional  block  was  the  compara- 
tively high  incidence  of  aspiration  of  stomach 
contents  which  occurred  during  emergence  from 
general  anesthetics.  Three  cases  were  followed 
in  as  many  months  which  showed  aspiration  of 
fluid  gastric  contents  giving  the  asthmatic  type  of 
reaction  in  the  lungs.1  These  cases  are  of  inter- 
est in  view  of  the  prolonged  x-ray  evidence  of  dif- 
fuse pulmonary  involvement  in  spite  of  negative 
clinical  signs  and  symptoms.  It  would  seem, 
when  one  remembers  the  prolonged  emptying 
time  of  the  stomach  and  the  frequency  of  an  un- 
even anesthetic  course  in  the  often  poorly  pre- 
pared patient,  that  this  complication  may,  in 
many  cases,  be  the  unrecognized  cause  of  post- 
partum morbidity. 

Although  continuous  caudal  anesthesia  has 
been  widely  acclaimed  as  the  ideal  anesthetic  for 
properly  selected  cases,  the  increasing  number  of 
reports  of  purely  anesthetic  complications  has 
been  a deterring  factor  in  setting  up  the  technic 
in  our  locale  with  its  minimum  of  trained  medi- 
cal anesthetists  and  absence  of  an  adequate  ob- 
stetric resident  staff.  Too  frequently,  one  reads  of 
such  complications  as  infections  at  the  site  of  in- 
jection, rare  cases  of  arachnoiditis,  prolonged 
periods  of  urinary  retention,  transitory  periods  of 
paralysis,  paresis,  or  areas  of  anesthesia,  and, 
although  few,  still  too  many  maternal  deaths  from 
anesthetic  causes,  or  possible  instances  of  fetal 
mortality  due  to  toxicity  of  large  concentrations  of 
the  local  anesthetic  drug.2-3 

Parmley  and  Adriani’s  article  on  low  spinal  or 
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“saddle”  block  anesthesia  using  nupercaine  in  ob- 
stetrics indicated  a method  with  all  the  advan- 
tages of  continuous  caudal  block  and  few  of  its 
major  disadvantages.  The  drug  was  long  acting, 
giving  up  to  three  hours  of  complete  pain  relief; 
there  was  no  chance  of  contamination  and  subse- 
quent infection  at  the  site  of  needle  puncture; 
neurologic  complications  with  such  small  concen- 
trations of  the  drug  are  almost  impossible,  and 
there  can  be  no  drug  reaction.4  With  careful  at- 
tention to  technic  of  administration,  the  mother’s 
life  should  be  beyond  danger;  in  the  presence  of 
a skilled  obstetrician  the  baby’s  life  is  subjected 
to  a minimum  of  risk. 

Neuroanatomy 

The  afferent  nerve  supply  of  the  uterus  was 
shown  by  Cleland  in  1933  to  consist  of  twt>  com- 
ponents— the  pain  of  uterine  contractions  through 
the  eleventh  and  twelfth  thoracic  dorsal  roots, 
and  that  of  stretching  the  birth  canal  through  the 
sacral  nerves,  possibly  sacral  two,  three,  and 
four.5  This  was  confirmed  in  1945  by  Frankel, 
who  showed  that  anesthesia  to  the  eleventh 
thoracic  segment  caused  either  no  change  or  im- 
provement in  strength  of  contractions;  from  the 
sixth  to  the  tenth  thoracic  segments  some  slight 
diminution  of  the  strength  of  contractions;  and 
interruption  of  labor  to  be  the  rule  with  anesthe- 
sia to  thoracic  four  and  above.6 

In  this  paper  our  first  100  cases  of  spinal  anes- 
thesia, in  which  we  used  nupercaine  in  obstetrics, 
are  reported.  It  was  found  that  for  complete  re- 
lief of  pain  the  anesthesia  should  extend  to  the 
tenth  thoracic  segment.  For  the  early  cases  the 
technic  of  Parmley  and  Adriani  was  followed,  but 
since  too  many  patients  experienced  incomplete 
relief  of  pain,  in  some  cases  requiring  nitrous  oxide 
for  the  application  of  forceps  or  at  the  time  of  de- 
livery, the  technic  was  altered  somewhat  to  give 
slightly  higher  anesthesia  and  more  consistently 
good  results. 

Technic 

During  early  first  stage  the  patients  were 
given  demerol  or  demerol  and  seconal  to  control 
extreme  discomfort.  The  indication  for  starting 
the  spinal  was  the  presence  of  an  engaged  head 
with  three  or  four  fingers  dilatation  in  multipara 
and  full  dilatation  in  primipara.  As  others  have 
pointed  out,  it  was  noted  that  if  the  anesthetic 
was  given  before  the  head  was  engaged  and  dilata- 
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tion  well  advanced,  the  progress  of  labor  was  ar- 
rested and  advancement  would  only  recur  after 
the  spinal  had  worn  off.3*4  If  possible,  the  spinal 
was  administered  in  the  delivery  room,  but  some 
were  given  while  the  patient  remained  in  the  la- 
bor room. 

One-half  cubic  centimeter  of  1:200  nupcr- 
caine  was  mixed  in  a 5-cc.  syringe  with  */2 
cc.  of  10  per  cent  dextrose.  The  patient  was 
placed  in  the  sitting  position  with  the  legs 
over  the  side  of  the  table,  the  back  arched, 
and  the  arms  around  the  shoulders  of  an 
assistant.  After  preparing  the  back  with  zephi- 
ran,  a skin  wheal  was  raised  over  the  second  lum- 
bar interspace  using  1 per  cent  procaine.  The  tap 
was  done  at  this  level,  the  syringe  attached  and 
‘A  cc.  of  spinal  fluid  aspirated  and  mixed  with  the 
prepared  solution.  The  solution  was  then  in- 
jected as  rapidly  as  gentle  pressure  on  the  plunger 
would  allow.  The  patient  remained  in  the  sitting 
position  for  fifteen  seconds  after  the  start  of  the 
injection  and  then  returned  to  the  supine  posi- 
tion— flat  with  head  on  a pillow.  Care  was  taken 
not  to  inject  at  the  time  of  a contraction,  since 
cerebrospinal  fluid  pressure  is  raised  at  that  time, 
causing  a wide  diffusion  of  the  drug. 

The  patient  generally  noticed  the  next  pain  to 
be  diminished  in  intensity  and  had  no  sensation 
with  subsequent  contractions.  There  was  com- 
plete perineal  anesthesia,  with  anesthesia  or  hy- 
pesthesia  extending  over  the  legs  and  the  ab- 
domen to  the  level  of  the  tenth  thoracic  segment. 
If  the  hypesthesia  did  not  reach  almost  to  the 
level  of  the  umbilicus,  the  patient  felt  some  dis- 
comfort with  the  contractions.  There  was  some 
motor  weakness  of  the  legs,  but  the  abdominal 
muscles  retained  their  normal  contractile 
strength.  The  ability  to  “bear  down”  was  thus 
retained,  provided  the  patient  was  given  proper 
instruction.  All  the  anesthetics  in  this  series  were 
given  by  one  of  three  members  of  the  anesthetic 
department  and  were  either  watched  constantly 
by  them  or  by  a nurse  anesthetist. 

Results 

Pain  Relief.— There  was  complete  pain  relief  in 
89  per  cent.  Two  cases  in  this  group  were  given 
supplemental  nitrous  oxide  because  they  had  been 
poorly  selected  from  the  psychologic  standpoint. 
They  became  very  restless,  apprehensive,  and 
uncooperative.  These  cases  demonstrate  the  im- 
portance of  evaluating  the  patients’  ability  to  co- 
operate and  receive  benefit  from  regional  pro- 
cedures. This  should  be  done  during  their  prena- 
tal visits,  long  before  admission  to  the  hospital. 
One  case  of  face  presentation  was  given  deep  ether 
to  obtain  sufficient  uterine  relaxation  for  version 
and  extraction. 

Pain  relief  was  incomplete,  but  no  supplemental 


anesthesia  was  needed  in  3 per  cent.  These  pa- 
tients experienced  some  pain  or  pressure  during 
the  application  of  forceps  or  delivery. 

Pain  relief  was  incomplete  with  supplemental 
anesthesia  needed  in  9 per  cent.  Five  cases  had 
nitrous  oxide  for  short  periods  (from  two  to  five 
minutes),  generally  at  the  time  of  delivery.  The 
most  frequent  complaint  was  pain  in  the  region  of 
the  ischeal  tuberosities.  This  occurred  in  the 
early  cases  when  the  site  of  injection  was  lumbar 
three  or  four,  rather  than  at  lumbar  two.  In  one 
case  the  anesthetic  was  definitely  inadequate, 
probably  because  of  partial  displacement  of  the 
needle  during  injection.  In  two  cases  the  anes- 
thetic was  given  before  cervical  dilatation  had 
started;  labor  failed  to  progress,  in  spite  of  con- 
tinuing contractions,  until  the  spinal  had  worn 
off.  Both  patients  were  delivered  hours  later 
under  general  anesthesia. 

The  duration  of  the  procedure  from  the  time 
the  spinal  was  given  until  completion  of  episi- 
otomy  repair  ranged  from  ten  minutes  to  five 
hours.  The  average  duration  was  fifty-five  min- 
utes. The  longest  effective  duration  of  a single 
dose  was  three  hours.  Three  patients  received 
two  spinals  each. 

The  Course  of  Labor. — In  those  patients  who 
received  their  anesthetic  prior  to  full  dilatation, 
the  remainder  of  first  stage  seemed  to  be  defi- 
nitely shortened.  The  observation  of  others 
that  second  stage  was  considerably  prolonged 
could  not  be  made  on  this  series  because  of  the 
high  incidence  of  low  forceps  (Table  1).  How- 
ever, it  was  noted  that,  in  spite  of  the  retention  of 
full  expulsive  force  of  the  recti  muscles  and  the 
continuance  of  contractions  of  the  same  frequency 
and  duration  as  before  anesthesia,  in  many  in- 
stances the  descent  of  the  head  did  not  progress 
as  rapidly  as  in  the  case  of  the  unanesthetized 
counterpart.  It  should  be  mentioned  that,  if  la- 
bor is  to  progress  satisfactorily,  each  patient  must 
be  watched  constantly  and  coached  as  to  the  time 
of  contractions.  This  is  a distinct  disadvantage 
to  the  technic  at  a time  when  nursing  personnel 
are  few  and  their  duties  heavy. 

TABLE  1. — Technic  of  Delivery 


Spontaneous 16 

Low  forceps 58 

High  midforcep 2 

Persistent  OT  or  OP  requiring  rotation 21 

Breech 2 

Face  presentation  with  version  and  extraction 
under  deep  ether 1 


Persistent  occipitoposterior  and  transverse  posi- 
tion also  occurred  with  greater  frequency.  This 
was  doubtless  due  to  the  complete  relaxation  of 
the  pelvic  floor  with  consequent  loss  of  the  firm 
base  on  which  the  head  turns  prior  to  delivery. 
However,  this  same  extreme  relaxation  facili- 
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tates  greatly  the  necessary  manual  or  instrumen- 
tal rotations  and  the  application  of  forceps  for  de- 
livery. 

The  two  breech  presentations  noted  were  de- 
livered spontaneously  without  difficulty. 

Of  special  note  are  two  patients  with  mitral 
stenosis  and  low  cardiac  reserve.  Both  cases  had 
been  confined  to  bed  for  periods  of  two  and  three 
months  prior  to  delivery.  Both  had  had  one  pre- 
vious pregnancy  and  delivery  with  a period  of 
acute  cardiac  decompensation  postpartum.  At 
the  time  of  delivery  both  had  basilar  rales.  Spi- 
nal anesthesia  was  given  at  four  fingers  dilatation 
with  the  head  engaged.  When  fully  dilated,  the 
patients  were  asked  to  bear  down  with  the  con- 
tractions and  exhibited  marked  increase  in  pulse 
rate  with  each  effort.  High  midforceps  were  ap- 
plied with  ease,  and  the  babies  were  delivered 
without  difficulty.  The  blood  pressure  remained 
stable.  The  cardiac  status  improved  following 
delivery.  One  mother  exhibited  a mild  psychosis 
for  three  days  postpartum  wTith  complete  re- 
covery. Six  and  eight  months  later  both  mothers 
and  babies  were  well. 

The  blood  loss,  as  expected,  was  minimal, 
averaging  255  cc.  per  case  as  compared  with  355 
cc.  per  case  in  an  equivalent  number  of  cases  un- 
der general  anesthesia. 

Condition  of  the  Baby.- — Ninety-one  babies  cried 
immediately  and  spontaneously.  One  was  slow 
to  cry.  Five  babies  required  brief  periods  of  oxy- 
gen and  resuscitation.  Of  the  two  cases  in  which 
the  spinal  was  given  prior  to  the  beginning  of  di- 
latation and  who  were  delivered  hours  later  under 
ether  anesthesia,  one  was  apneic  and,  in  spite  of 
intubation  and  resuscitation,  spontaneous  res- 
pirations could  not  be  initiated.  Postmortem 
showed  bilateral  atelectasis. 

There  was  one  stillborn,  in  which  case  no  fetal 
heart  could  be  heard  prior  to  the  induction  of  the 
anesthetic. 

Three  of  the  babies  died  within  the  first  72 
hours.  One  had  a tracheo-esophogeal  fistula  and 
one  was  a six  and  one-half  months  prema  ture.  The 
third  case  was  a difficult  forceps  delivery  as  a per- 
sistent posterior.  Repeated  attempts  to  rotate 
the  head  failed  due  to  a narrow  midpelvis.  The 
baby  cried  immediately  but  soon  showed  paraly- 
sis of  the  right  face  and  left  arm  and  bilateral 
spastic  legs.  At  postmortem  a f ractu red  skill  1 ant  1 
intracranial  hemorrhage  were  noted. 

Complications 

Headaches  were  the  most  frequent  and  most 
troublesome  complication  early  in  the  series  and, 
in  some  cases,  were  of  such  severity  that  at  one 
time  the  abandonment  of  the  technic  was  con- 
sidered. However,  following  the  suggestion  of 
Weintraub,  who  liases  the  occurrence  of  postspi- 


nal  headaches  in  the  obstetric  patient  on  ortho- 
static hypotension,  a tight  abdominal  binder  was 
applied  to  each  patient  when  she  left  the  delivery 
room  and  was  left  in  place  during  her  hospital 
stay.8  Since  then,  although  headaches  are  still 
frequent,  the  intensity  has  not  been  severe  or 
prolonged,  and  they  have  been  controlled  by  small 
doses  of  aspirin. 

Incidence  of  headaches  believed  to  be  due  to 
anesthesia  was  approximately  30  per  cent.  A 
follow-up  of  50  cases  over  periods  of  from  three  to 
six  months  postpartum  showed  that  19  patients 
(38  per  cent)  had  had  headaches;  43  patients 
(86  per  cent)  would  desire  another  spinal  should 
they  have  another  delivery;  and  seven  patients 
(14  per  cent),  most  of  whom  had  had  incomplete 
pain  relief,  said  that  they  would  not  have  a repeat 
spinal. 

There  was  only  one  complaint  of  backache. 

Nausea  and  vomiting  were  rare,  occurring  in 
only  five  cases. 

In  the  majority  of  cases  there  was  a minimal 
drop  in  blood  pressure  of  10  to  15  mm.  Hg,  symp- 
tomless, requiring  no  treatment  and  probably  due 
to  alleviation  of  pain.  For  the  first  15  cases, 
methedrine  wras  used  as  a prespinal  vasopressor. 
Four  of  these  cases  exhibited  a sharp  rise  in  blood 
pressure,  two  of  which  experienced  transitory, 
severe  headache.  Since  the  deletion  of  all  pressor 
drugs  from  the  technic,  this  has  not  recurred. 

There  were  four  cases  with  acute  drops  in  pres- 
sure to  levels  below  80  mm.  Hg  systolic.  These 
immediately  responded  to  small  intramuscular 
injections  of  neosynephrine  and  were  symptomless. 
One  pre-eclamptic  showed  a drop  from  160/100 
to  120/80  and  stabilized  at  that  level.  Urinary 
retention  occurred  with  no  greater  frequency  than 
with  other  methods  of  delivery.  Neurologic 
complications  were  absent.  Pulmonary  com- 
plications were  absent.  There  were  no  maternal 
deaths. 

Summary 

A series  of  100  deliveries  using  spinal  anesthesia 
with  nupercaine,  1:200  plus  10  per  cent  dextrose 
for  late  first  stage  and  second  stage  labor,  is  re- 
viewed. An  estimation  of  the  results  may  be 
grouped  as  follows: 

1.  Excellent,  83  per  cent.  In  this  group  the 
anesthesia  and  obstetric  course  were  completely 
satisfactory. 

2.  Good,  1 1 per  cent.  Of  these,  two  cases  had 
marked  rise  in  blood  pressure  with  headache  dur- 
ing delivery.  The  remaining  nine  patients  had 
some  minor  complaints,  some  requiring  nitrous 
oxide  for  short  periods. 

3.  Poor,  6 per  cent.  One  had  inadequate  re- 
laxation for  version  and  breech  extraction.  Two 
cases  were  uncooperative  and  psychically  poorly 
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chosen.  In  two  patients  the  spinal  anesthesia 
was  given  too  early,  and  labor  was  temporarily 
stopped.  One  spinal  was  definitely  inadequate. 

As  the  technic  has  been  altered  from  time  to 
time  to  meet  our  needs  during  the  early  cases,  it 
is  felt  that  the  number  of  excellent  results  would 
be  much  higher  with  a later  group  of  cases. 

Conclusion 

The  frequency  of  aspiration  pneumonia  after 
general  anesthesia  in  the  often  poorly  prepared 
obstetric  patient  is  a definite  indication  for  the 
use  of  regional  technics. 

Spinal  anesthesia,  with  its  simple  technic, 
would  seem  to  have  all  the  advantages  of  con- 
tinuous caudal  anesthesia  without  many  of  its 
disadvantages.  Three  things  are  of  major  im- 
portance for  its  safe  and  successful  use:  a pa- 
tient psychically  suited  to  regional  procedure;  a 
carefully  standardized  technic  to  obtain  consist- 
ently good  results,  and  a well-trained  obstetrician, 
so  that  the  increased  number  of  complicated  in- 
strumental deliveries  will  be  safely  managed. 

Discussion 

E.  G.  Waters,  M.D.,  Jersey  City,  New  Jersey. — 
Our  common  use  of  spinal  has  been  as  a terminal 
anesthetic,  with  labor  termination  preordained. 
We  have  never  used  it  as  an  analgesic  for  second 
stage  of  labor,  although  we  have  been  miscredited 
with  so  doing.  Our  hopes  are  certainly  in  concert 
with  all  who  look  for  the  consummate  agent  for  block 
analgesia  and  anesthesia. 

The  effect  sought  by  Dr.  Snell  is  more  prolonged 
and  more  complete  pain  relief,  and,  therefore,  he 
wisely  and  properly  does  not  attempt  a “saddle” 
block,  but  rather  anesthesia  to  the  tenth  dorsal 
segment.  My  own  experience  with  nupercame 
in  dextrose  is  limited  but  suggests  so  far  that  a 
much  less  toxic  form  of  drug  must  be  sought  which 
will  give  long  relief  without  headaches. 

I do  not  believe  Dr.  Snell’s  cases  were  broken 
down  for  patient  parity,  which  is  extremely  import- 
ant in  considering  labor  duration  and  type  of  ter- 
mination. In  addition,  I question  the  explanation 
given  for  arrested  occiput  transverse  and  posterior 
positions  in  this  as  well  as  caudal  anesthesia.  In 
this  present  scries,  the  average  duration  from  induc- 
tion of  the  spinal  anesthesia  to  the  episiotomy  re- 
pair averaged  fifty-five  minutes,  with  ranges  from  ten 
minutes  to  five  hours.  The  longest  single  dose  lasted 
three  hours,  and  only  three  patients  had  more  than 
one  injection.  Certainly,  fifty-five  minutes,  or  three 
hours  for  that  matter,  cannot  be  considered  too 
long  as  a second  stage,  and  I would  seriously  question 
the  need  for  21  rotations,  two  midforceps  and  58  low 
forceps  in  a group  of  100  deliveries  when  the  total 
elapsed  anesthetic  time  was  so  short.  But  again,  I 
would  insert  my  own  belief  that  low  forceps  control 
and  episiotomy  under  good  anesthesia  is  the  best 
way  to  deliver  most  primipara  and  many  multi- 
para. In  the  present  discussion,  I suggest  that  the 
human  tendency — and  I certainly  stand  as  no  ex- 


ception— is  to  shorten  the  “waiting  time”  when 
such  a method  as  this  one  is  used. 

I wish  to  be  understood  as  being  in  full  accord 
with  attempts  to  provide,  through  regional  and 
local  anesthesia,  progressively  better,  longer,  safer, 
and  more  effective  pain  relief  to  women  during  labor 
and  parturition.  Not  infrequently,  however,  meth- 
ods are  proposed  which  cannot  reasonably  be  ex- 
pected to  give  the  relief  for  which  they  are  designed. 
Obviously,  the  anesthetic  agent  in  block  and  local 
anesthesia  must  come  into  contact  with  the  upper 
neurones  or  the  peripheral  nerve  fibers  supplying 
the  area  of  hoped-for  anesthesia  in  order  to  be  effec- 
tive. During  labor,  it  is  also  important  not  to 
block  the  motor  sympathetic  fibers  to  the  body  of 
the  uterus  and  thereby  totally  arrest  labor.  Since 
the  visceral  efferent  pain  fibers  of  the  uterus  pass 
by  way  of  the  presacral  plexus  to  the  cord  at  the 
eleventh  and  twelfth  dorsal  segments,  while  the 
motor  sympathetics  leave  the  fourth  to  sixth  dorsal 
through  the  vascular  nerve  mesh  of  the  aortic, 
hypogastric,  and  uterine  vessels,  it  is  clear  that  pain 
relief  may  be  achieved  without  loss  of  motor  effec- 
tiveness if  the  anesthetic  agent  reaches  the  tenth 
or  eleventh  but  stays  below  the  seventh  segment. 

It  is  also  clear  that  a true  “saddle”  block  will  re- 
lieve pain  originating  in  the  cervix,  vagina,  and  peri- 
neum, through  effect  upon  the  nerves  of  the  lumbo- 
sacral trunk  and  the  parasympathetics.  However, 
it  cannot  hope  to  relieve  the  pains  associated  with 
uterine  contractions,  and  since  first  stage  pains  are 
due  to  uterine  contractions,  while  second  stage  pains 
consist  of  these  plus  the  pains  of  cervical,  vaginal, 
and  perineal  distention  and  stretching,  it  is  entirely 
unreasonable  to  expect,  from  a low  and  fixed  spinal 
anesthetic  agent,  complete  second  stage  relief. 

We  have  been  using  spinal  anesthesia  in  obstetrics 
since  1926  and  have  tried  nearly  all  the  drugs  and 
combinations,  good  and  bad.  With  30  to  50  mg.  of 
novocaine  properly  placed  in  the  spinal  canal,  com- 
plete pain  relief  for  delivery  is  obtained,  lasting 
from  thirty  to  ninety  minutes.  The  minutes  be- 
come very  long  when  watching  a grudgingly  dis- 
tending perineum,  and  especially  so  if  the  combina- 
tion of  pain  relief,  drug  analgesia,  and  abdominal 
relaxation  have  all  but  obtunded  patient  effort. 

Dr.  Snell’s  interpretation  of  his  results  is  fair,  and 
the  claims  are  not  exaggerated.  It  is  this  type  of 
critical  analysis  and  honest  appraisal  that  aids 
most  in  determining  a procedure’s  ultimate  worth. 

William  J.  Gleeson,  M.D.,  Jersey  City,  New 
Jersey. — Our  experience  with  spinal  analgesia  and 
anesthesia  in  obstetrics  dates  back  to  the  late  1920’s, 
•when  Dr.  S.  A.  Cosgrove  pioneered  in  its  use 
and  reported  his  findings  and  observations  in  several 
articles.  Since  that  time,  spinal  anesthesia  has 
always  been  in  favor  in  our  clinics,  as  attested  to 
in  the  literature.  We  believe  that  ours  is  the  most 
extensive  obstetric  use  of  spinal  anesthesia  of  any 
clinic  in  this  country.  We  are  happy  to  hear  that 
many  others  are  now  adopting  it. 

We  have  always  said  that  spinal  anesthesia  had 
no  place  in  the  first  stage  of  labor  but  had  definite 
usefulness  as  an  anesthetic  method  where  labor 
was  to  be  operatively  terminated,  and,  iu  many 
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cases,  it  is  the  anesthetic  of  choice.  Our  chief 
reason  for  such  teaching  was  the  high  incidence 
of  forceps  deliveries,  necessitated  by  its  use 
with  the  particular  technic  we  were  using.  Like 
Dr.  Snell,  we  have  been  intrigued  by  the  work  of 
Parmley  and  Adriani  with  heavy  nupercaine.  The 
drug  is  not  new;  the  technic  is.  Nupercaine  was 
used  by  us  in  1929  in  a different  form,  but  its  use 
was  discontinued  because  of  severe  persistent  head- 
aches. I might  parenthetically  remark  that  the 
headaches  with  heavy  nupercaine  still  seem  more 
persistent  and  severe  than  with  some  other  drugs, 
particularly  pontocaine  and  glucose.  Effecting 
true  “saddle”  block  seems  easier  with  it,  however, 
than  with  other  combinations,  and  motor  paresis 
and  paralysis  of  the  legs  does  not  seem  so  bother- 
some to  the  patients. 

We  use  “saddle”  block  for  many  type  operations, 
and,  at  present,  we  are  running  a series  of  cases  in 
obstetrics  with  this  new  technic  to  see  if  it  modifies 
our  old  concepts.  When  we  have  500  cases,  we  ex- 
pect to  report  our  experiences  on  its  use.  As  yet, 
we  still  feel  that  it  is  not  wise  to  use  spinal  analgesia 
unless  labor  is  to  be  operatively  terminated. 

I personally  believe  that  it  is  superior  to  caudal 
analgesia  because  of  its  simplicity,  along  with  the 
other  reasons  Dr.  Snell  has  mentioned.  It  may 
eventually  replace  caudal  analgesia  in  many  clinics. 
We  are  not  prepared  at  present  definitely  to  pigeon- 
hole it.  Our  results  parallel  those  of  Dr.  Snell  and 
his  coworkers.  It  is  only  a method  for  use  when 
skilled  obstetricians  are  handling  cases.  This  should 
not  handicap  its  use  but  augment  it.  There  is  some 
risk  and  a price  to  pay  for  all  analgesic  and  anesthetic 
methods.  As  Dr.  Snell  has  pointed  out,  the  babies 
are  in  no  way  jeopardized.  In  fact,  large  series  of 
cases  may  show  that  with  this  technic  fetal  mor- 
bidity and  mortality  may  be  less  than  in  cases  that 
have  no  anesthesia,  the  reason  being  that  tumultous 
labors  in  multipara  are  slowed  down  to  the  proverb- 
ial walk,  allowing  patient,  baby,  obstetrician,  anes- 
thetist, and,  particularly,  the  nursing  staff,  literally 
and  figuratively  to  catch  their  breath.  This  is 
often  of  great  value  on  a busy  labor  floor.  It  is  use- 
ful in  long-labor  primipara,  where  one  wishes  to 
give  the  mother  temporary  respite.  I am  sure  its 
use  will  be  extended  to  some  of  the  medically  and 
obstetrically  complicated  cases  with  great  success. 

With  regard  to  technic,  we  now  use  only  5-mg. 
dosage,  but  still  use  the  hypo  syringe  rather  than 
the  5 cc.  advocated  by  Dr.  Snell.  We  found  that 


with  2.5  mg.  many  of  our  cases  did  not  get  relief 
from  uterine  contraction  pain,  despite  perineal 
anesthesia,  which  lasted  in  some  cases  six  or  seven 
hours.  We  feel,  with  many  others,  that  it  may 
shorten  the  first  stage  of  labor  but  prolongs  second 
stage,  necessitating  the  use  of  forceps,  as  with  spinals, 
if  used  for  analgesia  alone. 

Returning  to  the  subject  of  headache,  our  high- 
est incidence  was  17  per  cent.  Dr.  Snell’s  figure  of 
30  per  cent  seems  quite  high.  It  certainly  is  one 
great  obstacle  in  the  use  of  subarachnoid  drugs. 
The  other  is  the  high  incidence  of  necessary  forceps 
deliveries.  Even  this  may  be  considered  good  ob- 
stetrics by  some  schools.  Even  when  not  used  with 
this  particular  technic,  spinal  anesthesia  is  an  ideal 
method  for  forceps  extractions,  particularly  in  re- 
spect to  baby  salvage. 

Dr.  Snell  stated  that  his  prime  object  in  the  use 
of  spinal  anesthesia  was  to  eliminate  the  possibility 
of  aspiration,  pneumonitis,  and  bronchiolar  spasm. 
While  such  ideals  are  commendable  because  of  the 
gravity  of  this  condition,  which  we  also  have  ex- 
perienced many  times,  nevertheless,  a number  of 
cases  will  be  admitted  and  delivered  where  the  time 
factor  will  not  permit  the  use  of  spinal.  These  cases 
will,  for  some  time,  be  an  ever-present  potential 
danger.  Vomiting  and  aspiration  with  resultant 
pulmonary  complications  have  a high  incidence  in 
obstetrics,  due  to  precipitous-like  labors  in  multi- 
parous women  who  have  eaten  shortly  before  their 
onset.  It  takes  but  little  gastric  juice  to  cause 
severe  reflex  spasm  in  the  bronchial  tree. 

I can  only  agree  with  most  of  Dr.  Snell’s  conclu- 
sions. We  all  hope  for  the  day  when  the  parturient 
will  have  one  dependable  safe  method  of  analgesia 
and  anesthesia  instead  of  the  variegated  patchwork 
in  use  today.  Up  to  the  present,  we  are  intrigued 
but  not  convinced  that  this  method  settles  rnany 
of  our  difficult  problems. 
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HIGH-FAT  DIETS  DECLARED  BAD  FOR  HEART  PATIENTS 


Warning  against  a high-fat  diet  for  patients  with 
heart  disease  was  sounded  by  Dr.  Milton  Plotz,  of 
Brooklyn,  at  the  meeting  in  Chicago  of  the  American 
Medical  Association.  Deaths  of  10  heart  patients 
within  seven  months  after  being  put  on  a high-fat 
diet,  and  much  worse  heart  symptoms  in  12  of 
another  group  of  17  within  three  months  after  being 


put  on  a high-fat  diet,  were  cited  by  Dr.  Plotz. 
The  high-fat  diets  had  been  given  most  of  the  pa- 
tients as  part  of  standard  treatment  for  stomach 
ulcers.  One  of  them  was  given  the  diet  to  “build 
him  up.”  Ulcer  patients  who  have  heart  disease, 
Dr.  Plotz  warned,  should  be  given  frequent  feedings 
low  in  fat. — Science  News  Letter , J uly  10,  1948 


HABITUAL  ABORTION 

Carl  T.  Javert,  M.D.,  New  York  City 

( From  the  Department  of  Obstetrics  and  Gynecology,  Cornell  University  Medical  College,  and  the 
Woman’s  Clinic  of  the  New  York  Hospital) 


HABITUAL  abortion  is  an  obstetric  term 
used  to  classify  patients  having  recurrent 
spontaneous  abortion.  There  is  no  general  agree- 
ment as  to  how  many  are  actually  required.  The 
arbitrary  number  three  has  been  used  to  desig- 
nate such  a patient  in  this  article.  Further  divi- 
sion of  these  patients  into  two  groups  as  follows 
has  been  found  to  be  advantageous: 

Group  I.  Primary  Habitual  Abortion. — These 
patients  are  essentially  primiparas  who  have  had 
three  or  more  consecutive  spontaneous  abortions 
beginning  with  the  first  pregnancy. 

Group  II.  Secondary  Habitual  Abortion. — 
Such  patients  are  multiparas  who  have  sustained 
three  consecutive  spontaneous  abortions  after 
delivery  of  one  or  more  immature,  premature,  or 
full-term  infants. 

An  abortion  is  defined  as  the  termination  of 
pregnancy  at  twenty-two  weeks  or  less  resulting  in 
a fetus  weighing  500  Gm.  or  less.  A complete 
classification  of  terms  is  provided  in  Table  1. 

TABLE  1. — Classification  of  Infants  According  to 


Weight  and 

Duration  of  Pregnancy  aT  the  Time  of 
Delivery 

Classification 

Birth  Weight 
(Grams) 

Duration  of  Pregnancy 
(Weeks) 

Abortus 

0 to  500 

0to  22 

Immature 

501  to  1,500 

22  to  30 

Premature 

1,501  to  2,500 

30  to  36 

Full-term 

2,501  and  over 

36  to  40 

Incidence 

During  a fifteen-year  period  (1933  to  1947), 
56,803  pregnancies  were  cared  for  at  the  Woman’s 
Clinic.  One  hundred  eighty-nine  were  classified 
as  having  primary  habitual  abortion,  an  incidence 
of  1 in  300,  and  115  were  considered  as  having 
secondary  habitual  abortion,  an  incidence  of  1 in 
493. 

The  primary  group  consisted  of  123  patients 
who  had  a total  of  669  pregnancies,  while  the 
secondary  group  of  88  patients  had  a total  of  679 
pregnancies,  giving  a total  of  1,348  pregnancies 
for  statistical  evaluation.  The  obstetric  perform- 
ance before  and  after  classification  irrespective  of 
any  treatment  can  be  seen  at  once  in  Table  2. 
The  uncorrected  abortion  rate  was  76  and  57  per 
cent  for  the  primary  and  secondary  habitual 
abortion  patients,  respectively.  This  is  a remark- 
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able  incidence  when  one  considers  that  the  abor- 
tion rate  for  the  entire  clinic  population  is  only  in 
the  neighborhood  of  10  per  cent. 

Clinical  Investigation 

Each  patient  had  a careful  history,  physical 
examination,  and  laboratory  study.  Only  the 
pertinent  findings  will  be  mentioned.  The  aver- 
age age  in  both  groups  was  thirty-one  years, 
which  is  eight  years  older  than  the  average  clinic 
age.  Twenty-five  per  cent  were  elderly  primi- 
paras, that  is,  over  thirty-five  years  of  age.  There 
was  no  significant  racial  distribution. 

Obstetric  complications  occurred  more  fre- 
quently in  both  groups  of  patients  than  in  the  con- 
trol clinic  population.  Nausea  and  vomiting  were 
found  in  87  and  60  per  cent,  respectively.  Tox- 
emia of  pregnancy,  threatened  abortion,  and  pla- 
centa previa  also  had  higher  incidences  in  the  pri- 
mary and  secondary  abortion  patients. 

Gynecologic  complications,  such  as  retroversion, 
were  frequently  observed,  while  myomauteri, 
double  uteri,  and  cervical  and  endometrial  polypi 
had  a higher  incidence.  Detection  and  correction 
of  gynecologic  pathology  forms  an  important  part 
of  the  treatment. 

From  the  laboratory  standpoint,  the  Wasser- 
mann  was  positive  in  6 per  cent  and  7 per  cent  of  the 
patients  in  the  primary  and  secondary  groups,  re- 
spectively. Anemia  (hemoglobin  below  70  per 
cent)  was  detected  in  15  per  cent  and  17  per  cent 
in  each  group,  which  is  about  double  the  clinic 
incidence.  The  Rh  factor  showed  no  significant 
variation  from  the  expected  percentages.  The 
basal  metabolic  rate  was  low  in  65  per  cent  and 
50  per  cent  of  the  patients  in  each  group.  Vita- 
min C and  prothrombin  determinations  were 
sometimes  low,  and  other  patients  had  normal 
values.  Vitamin  E and  progesterone  studies  were 
not  performed. 

Treatment 

It  was  necessary  to  divide  the  treatment  into 
three  types;  the  results  are  provided  in  Table  3. 
A description  of  the  various  types  of  treatment 
follows: 

Type  I Therapy. — There  were  189  pregnancies 
in  the  primary  habitual  abortion  patients  and  161 
in  the  secondary  group.  For  practical  purposes, 
they  received  no  treatment  since  they  had 
aborted,  were  threatening  to  abort,  or  did  so  soon 


2595 


2596 


CARL  T.  J AVERT 


[N.  Y.  State  J.  M. 


TABLE  2. — Obstetrical  Performance  Before  and  After  Classification  Regardless  of  Therapy 


Abortion 

Immature 

Premature 

Full-Term 

Number 

Per  Cent 

Number 

Per  Cent 

Number 

Per  Cent 

N u mber 

Per  Cent 

Total 

Primary  abortion 

Before 

369 

100 

0 

0 

0 

369 

After 

142 

47.3 

14 

9 

135 

45.0 

300 

Total  (Uncorrected)  Per- 

formance 

511 

76.5 

14 

2.1 

9 

1.3 

135 

20.1 

669 

Secondary  abortion 

Before 

295 

62.3 

0 

9 

169 

35 . 7 

473 

After 

95 

46.1 

3 

8 

100 

48.5 

206 

Total  (Uncorrected)  Per- 
formance 

390 

57.4 

3 

0 . 5 

17 

2.5 

269 

39.6 

679 

after  placing  themselves  under  a physician’s  care. 
This  is  the  control  group. 

Type  II  Therapy. — There  were  50  primary  and 
41  secondary  abortion  pregnancies  to  be  consid- 
ered. They  were  treated  with  bed  rest,  sedation, 
vitamin  E,  progesterone,  and  occasionally  arseni- 
cals  on  a specific  or  even  empiric  basis.  This 
represents  the  former  type  of  therapy. 

Type  III  Therapy. — There  were  41  primary  and 
seven  secondary  abortion  pregnancies  who  re- 
ceived this  treatment,  also  known  as  the  current 
therapy.  It  is  based  on  a rational  approach  hav- 
ing detection  and  correction  of  all  factors,  defects, 
and  deficiencies  as  objectives.  It  consisted  of 
nutritional  guidance,  dietary  supplements  with 
vitamins  C,  K,  and  minerals,  thyroid  extract 
when  the  basal  metabolic  rate  was  low,  and  psy- 
chotherapy. These  patients  were  not  confined  to 
bed,  sedation  was  not  employed,  but  coitus  was 
restricted  throughout  the  entire  pregnancy. 
Some  patients  received  vitamin  E and  progester- 
one, but  these  items  are  no  longer  a part  of  the 
present  therapy. 

The  obstetric  outcome  following  the  three 
types  of  treatment  outlined  above  can  be  obtained 
from  Table  3.  The  reduction  of  the  abortion  rate 
from  65  per  cent  in  the  control  group  to  14  per 
cent  in  patients  receiving  Type  III  treatment  is 
most  impressive,  since  it  also  indicates  a corre- 
sponding increase  in  the  full  term  infant  salvage 
from  26  to  80  per  cent  in  the  primary  group. 
With  this  regimen,  100  per  cent  of  the  secondary 
abortion  patients  went  to  term. 


Obstetric  Delivery  and  Vital  Statistics 

Spontaneous  vaginal  delivery  occurred  in  most 
of  the  patients  although  cesarean  section  was  re- 
sorted to  more  frequently  in  the  primary  group  of 
patients.  Normal  delivery  occurred  in  68  per  cent 
of  the  primary  group  and  in  88  per  cent  of  the 
secondary  group. 

Congenital  anomalies  were  present  in  only  four 
infants,  which  is  less  than  the  clinic  incidence. 
Therefore,  there  is  no  need  to  advise  these  pa- 
tients not  to  attempt  further  pregnancies. 

Three  maternal  deaths  occurred  following  op- 
erative delivery.  The  infantile  mortality  was  the 
same  as  the  clinic  incidence  in  the  primary  group 
(3  per  cent),  but  it  was  considerably  higher, 
namely,  12  per  cent,  in  the  secondary  group. 
While  this  group  has  a better  prognosis  as  to  full 
term  delivery  as  shown  in  Table  2,  this  advantage 
is  partially  offset  by  the  higher  infantile  mor- 
tality. The  secondary  habitual  abortion  pa- 
tients require  the  same  skill  and  care  in  their 
management  as  the  primary  group. 

Comment 

There  is  no  general  unanimity  regarding  the 
definition  of  habitual  abortion,  nor  is  there  any 
agreement  as  to  the  type  of  treatment.  There- 
fore, a voluminous  literature  on  the  subject  has 
been  passed  by.  Most  investigators  advocate 
this  and  that  form  of  treatment,  and  nearly  all  of 
them  yield  favorable  results.  The  large  number 
of  different  regimens  indicates  that  none  are  en- 
tirely satisfactory.  Yet,  they  are  indicative  of  an 


TABLE  3. — Obstetric  Outcome  Following  Various  Types  of  Treatment  Compared  with  Control 


Number  of 

Abortion 
Num-  Per 

Immature 
Num-  Per 

Premature 
Num-  Per 

Full-Term 
Num-  Per 

Type 

Primary 

abortion 

Therapy 

Pregnancies 

ber 

Cent 

ber 

Cent 

ber 

Cent 

ber 

Cent 

I 

None  (Control) 

189 

123 

65 

10 

5 

6 

3 

50 

26 

II 

F ormer 

50 

13 

4 

1 

32 

64 

III  Present 

Total 

Secondary  abortion 

41 

280 

6 

14 

0 

2 

33 

80 

I 

None  (Control) 

161 

75 

46 

2 

i 

7 

4 

77 

48 

II 

Former 

41 

19 

46 

1 

1 

20 

48 

III 

Total 

Present 

7 

209 

0 

0 

0 

7 

100 
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important  situation,  namely,  that  multiple  fac- 
tors, defects,  and  deficiencies  must  be  considered. 
This  study  has  revealed  multiple  conditions  in 
both  the  primary  and  secondary  habitual  abor- 
tion patients.  It  has  also  disclosed  that  detection 
and  correction  of  these  conditions  implies  the  use 
of  many  agents  and  methods  in  the  same  patient 
as  a rational  form  of  treatment.  Unfortunately, 
it  cannot  be  stated  from  this  study  which  vitamin, 
hormone,  mineral,  or  method  was  responsible  for 
the  satisfactory  outcome.  However,  some  prog- 
ress has  been  made  in  that  direction  by  eliminat- 
ing progesterone  in  20  patients,  19  of  whom  had  a 
premature  or  full-term  delivery.  Likewise,  vita- 
min E has  been  witheld  in  13  patients,  11  of  whom 
went  to  term.  Thus  far,  vitamin  K has  been 
omitted  from  the  treatment  of  1 1 patients,  and 
ten  went  to  term.  However,  sufficient  time  has 
not  elapsed  to  form  a definite  opinion. 

Many  of  these  patients  were  psychologically 
disturbed.  Perhaps  medication  served  as  a pla- 
cebo, even  though  it  also  corrected  a specific  defi- 
ciency. For  the  present,  the  pathogenesis  of  hab- 
itual abortion  must  be  regarded  as  unsolved. 
However,  the  anti-hemorrhagic  vitamins  C and 
perhaps  K may  play  an  important  role.  Defi- 
ciency in  these  vitamins  may  precipitate  decidual 
bleeding  leading  to  premature  separation  of  the 
placenta  (threatened  abortion)  which  has  a high 
incidence  in  habitual  abortion  patients.  Other 
evidence  of  hemorrhagic  diathesis  is  manifested 
by  nasal,  gingival,  anal,  and  dermal  bleeding  and 
was  observed  frequently  in  these  patients. 

Summary 

Primary  habitual  abortion  designates  the  ob- 
stetric problem  of  patients  who  have  had  three  or 
more  consecutive  spontaneous  abortions  in  the 
first  three  pregnancies.  Secondary  habitual  abor- 
tion indicates  those  patients  who  have  had  three 
or  more  consecutive  abortions  after  one  or  more 
immature,  premature,  or  full-term  infants.  An 
abortion  is  defined  as  the  termination  of  preg- 
nancy at  twenty-two  weeks  or  less  with  the  fetus 
weighing  500  Gm.  or  less. 

The  incidence  of  primary  habitual  abortion  is 
1 in  300  and  1 in  493  for  the  secondary  type. 
There  were  123  patients  in  the  primary  group  who 
had  669  pregnancies,  and  88  secondary  abortion 
patients  who  had  679  pregnancies,  a total  of  1,348 
for  statistical  analysis. 

Present  rational  treatment  aims  at  the  detec- 
tion and  correction  of  all  factors,  defects,  and 
deficiencies  found  in  a given  patient.  Such  a pro- 
gram reduced  the  abortion  rate  from  65  to  14  per 
cent,  with  a corresponding  increase  in  the  full- 
term  salvage  from  28  to  80  per  cent  in  patients 
with  primary  habitual  abortion.  Similar  results 
were  obtained  in  the  secondary  group  of  patients. 


Current  treatment  consists  of  nutritional  in- 
structions, dietary  supplements  including  vita- 
mins C and  K and  minerals,  psychotherapy,  pro- 
hibition of  mineral  oil,  use  of  thyroid  extract  when 
the  basal  metabolic  rate  is  low,  interdiction  of 
intercourse  during  the  entire  pregnancy,  and  re- 
moval of  all  gynecologic  defects.  Sometimes 
treatment  was  begun  before  conception.  Elimi- 
nation of  vitamin  E and  K and  progesterone  has 
produced  no  noticeable  reduction  in  full-term  sal- 
vage. Gradual  elimination  of  various  agents, 
methods,  and  forms  of  treatment  may  provide  a 
clue  as  to  the  pathogenesis  of  habitual  abortion. 

Discussion 

E.  C.  Hughes,  M.D.,  Syracuse. — Although  we 
have  not  divided  these  patients  into  the  primary 
and  secondary  groups,  it  is  our  opinion  that  a pa- 
tient must  have  had  at  least  three  spontaneous  abor- 
tions to  be  placed  in  such  a category.  In  any  event, 
these  unfortunate  individuals  present  a definite 
clinical  entity  and  deserve  careful  study  in  order  to 
guarantee  them  a family.  They  also  give  us  a 
splendid  opportunity  to  investigate  the  many  and 
varied  opinions  expressed  as  to  causes. 

There  is  no  question  but  that  obstetric  compli- 
cations, as  stated  by  Dr.  Javert,  are  more  prone  to 
occur.  There  seems  to  be  a special  triad  of  devel- 
opments that  occur:  sterility,  abortion,  and  pre- 

mature labor  or  malformation,  with  a higher  inci- 
dence of  toxemia  and  placenta  previa  thrown  in  for 
good  measure.  Dr.  Javert’s  statement  that  the  de- 
tection and  correction  of  all  gynecologic  pathology 
forms  an  important  part  in  the  treatment  cannot 
be  underestimated.  However,  there  is  still  a group 
that,  although  all  gynecologic  pathology  has  been 
corrected,  are  not  able  to  carry  a fetus  to  viability  or 
term.  I have  been  particularly  interested  in  this 
group. 

I think  that  Dr.  Javert  is  to  be  congratulated 
upon  the  excellent  results,  particularly  in  the  Type 
III  group.  An  increase  in  the  full-term  infant 
salvage  to  80  per  cent  in  the  primary  group  and  100 
per  cent  in  the  secondary  group  seems  outstanding. 
It  must  be  noted,  however,  that  there  were  only 
seven  cases  in  the  latter  group.  I do  not  under- 
stand to  what  group  the  four  congenital  anomalies, 
the  three  maternal  deaths,  and  12  per  cent  infant 
mortality  are  related,  as  recorded  in  the  vital  sta- 
tistics. 

In  attempting  to  analyze  these  excellent  results, 
several  thoughts  come  to  mind.  After  correcting 
all  gynecologic  abnormalities,  the  treatment  con- 
sists of  nutritional  guidance,  dietary  supplement 
with  vitamins  C and  Iv  and  minerals,  psychotherapy, 
and  restriction  of  coitus.  Later  in  the  paper,  he 
states  that  the  elimination  of  progesterone,  vitamin 
E,  and  vitamin  Iv  have  offered  almost  as  good  re- 
sults. This  limits  the  treatment  to  the  use  of  vita- 
min C almost  entirely.  Could  this  therapy  have  an 
effect  upon  the  germ  cells  and  maternal  organism 
whose  defects  obviously  are  the  main  causes  of  such 
a condition?  Hertig  states  that  in  50  per  cent  or 
more  of  these  eases,  there  exists  some  abnormality  in 
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the  sperm.  Others  have  postulated  that  the  ma- 
ternal environment,  particularly  the  endometrium, 
is  deficient  in  the  nutrients  used  as  food  by  the 
growing  blastocyst. 

It  has  been  my  feeling  that  the  endometrium  is 
at  fault  in  the  greater  percentage  of  these  women. 
To  further  strengthen  Dr.  Javert’s  opinion  that 
all  factors,  defects,  and  deficiencies  should  be  cor- 
rected, I would  like  to  add  to  his  discussion  some 
observations  which  we  have  made. 

We  have  demonstrated,  that  certain  nutritional 
materials  are  deficient  or  absent  in  the  endometrium 
of  these  persons.  Although  the  endometrium  is 
probably  lacking  in  many  substances,  we  have 
found  that  it  is  particularly  low  in  glycogen  and  an 
enzyme  which  splits  glycogen.  In  the  normal  pa- 
tient, the  metabolism  of  glycogen  seems  to  follow  a 
certain  pattern.  It  is  metabolized  by  dehydration 
from  glucose  during  the  follicular  phase  in  the  cells 
of  the  glandular  epithelium.  The  epithelial  cells 
under  progesterone  influence  release  the  glycogen 
onto  the  endometrial  surface  where  it  is  hydrolyzed 
by  enzymolic  action  to  a reducing  sugar.  The  en- 
zyme in  the  normal  individual  increases  in  amount 
during  the  progesterone  period. 

This  sequence  of  events  does  not  take  place  in 
the  patients  giving  a history  of  recurrent  abortion 
and  sterility.  The  average  enzyme  output  averaged 
15.5  mg.  per  Gm.  of  endometrium  in  a group  of 


aborters,  and  the  glycogen  itself  was  either  deficient 
in  amount  or  lacking  entirely.  Patients  that  have 
presented  this  endometrial  picture  after  several 
abortions  have  occurred  and  who,  at  a later  date, 
conceived  and  then  aborted,  have  demonstrated 
that  the  growth  of  the  trophoblast  itself  is  very 
abnormal.  This  is  demonstrated  by  pathologic 
study  of  these  abortuses.  In  most  cases,  the  em- 
bryo itself  is  not  formed  or  is  malformed. 

The  chorionic  villi  in  most  cases  are  hydropic  or 
degenerated,  and  there  is  hemorrhage  into  the  de- 
cidua. These  pathologic  defects  are  reflected  in  the 
levels  of  chorion  gonadotropin  in  these  patients. 
The  material  supposedly  secreted  by  the  Langhan’s 
cell  of  the  villi  is  not  produced  in  adequate  quanti- 
ties because  of  failure  of  these  cells  to  develop.  This 
lack  of  chorion  gonadotropin  results  in  the  failure 
of  the  endometrium  to  produce  materials  for  ovular 
nourishment.  When  this  occurs,  as  it  does  in  most 
cases  of  habitual  aborters,  it  is  essential  to  prepare 
these  patients,  after  adequate  study,  before  preg- 
nancy by  giving  them  something  which  wall  stimu- 
late the  endometrium  to  secrete  these  essential  ma- 
terials. 

Perhaps  vitamin  C,  as  used  by  Dr.  Javert,  may 
play  a role  in  this  stimulation.  We  have  used 
small  amounts  of  estrogen,  Vjo  mg.  X 12,  followed 
by  large  doses  of  progesterone  one  or  two  months 
before  conception  is  allowed. 
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MUCH  has  been  written  of  local  anesthetics 
administered  percutaneously,  but  little 
work  has  been  done  on  topical  anesthetics  in  rela- 
tion to  their  action  on  the  broken  and  intact  skin 
for  the  relief  of  pain  and  pruritus.1-6  It  is  the 
latter  type  of  preparation  which  is  the  subject  of 
this  paper.* 

Most  surface  anesthetics  are  employed  to  com- 
bat pruritus  but  are  rarely  used  for  the  relief  of 
cutaneous  pain  as  experienced  in  ulcers,  fissures, 
burns,  abrasions,  excoriations,  etc.  The  chemi- 
cals usually  employed  include  the  phenolic  and 
alcoholic  esters,  namely,  menthol,  thymol,  phe- 
nol, benzyl  alcohol,  and  salicyl  alcohol  (sali- 
genin).7 

In  1890,  Ritsert  first  employed  the  alkyl  p- 
aminobenzoates  as  topical  anesthetics,  using  the 
ethyl  ester  which  was  marketed  as  “anesthesin” 
and  “parathesin”  and  is  now  known  as  “benzo- 
caine.”8  This  is  the  prototype  of  the  more  re- 
cently synthesized  anesthetics  derived  from  the 
esters  of  p-aminobenzoic  acid  which  have  almost 
completely  supplanted  cocaine.  In  1897,  Tin- 
horn and  Heinz  introduced  “orthoform”  (later 
called  “orthocaine”),  the  methyl  ester  of  p- 
aminobenzoic  acid.8  This  compound  enjoyed 
only  a brief  period  of  popularity  since  disagreeable 
side-effects  were  many  and  occasionally  severe. 
Today  it  appears  officially  only  in  the  British 
Pharmacopoeia.  It  was  originally  thought  that 
orthoform  was  actively  antiseptic,  but  this  is 
probably  due  to  its  decomposition  by  ulcerated 
surfaces  with  release  of  basic  salts  of  benzoic  acid. 
Noorden,  in  1902,  proved  that  anesthesin  was 
superior  to  orthoform  and  relatively  free  of  any 
serious  side-effects.8 

In  general,  the  alkyl  esters  of  p-aminobenzoic 
acid  are  insoluble  in  water,  which  fact  limits  their 
field  of  usefulness  in  some  respects.  However, 
they  are  freely  soluble  in  alcohol,  chloroform, 
ether,  and  up  to  3 per  cent  soluble  in  vegetable 
fats.  They  are  incompatible  with  acids  and  acid 
salts. 

Alkyl  aminobenzoates  are  valuable  ingredients 
of  dusting  powders.  Ten  to  twenty  per  cent  is 
especially  useful  in  burns,  ulcers,  toxic,  bullous 
dermatoses,  and  pemphigus.  Emulsions  (2  to  10 

* An  ointment  of  the  lipophilic  type  was  used  in  this  in- 
vestigation; its  percentage  composition  in  a lipophilic  base 
was  as  follows:  amyl  para-aminobenzoato,  0.7;  ethyl  para- 

aminobenzonte,  0.2;  sodium  propionate,  2.0;  and  cod  liver 
oil,  20.0.  This  product  was  supplied  by  Chatham  Phar- 
maceuticals, Inc.,  of  Newark,  New  Jersey,  and  corresponds 
to  their  product,  Ultracain  Ointment. 


per  cent)  have  been  prepared  by  suspending  ethyl 
aminobenzoate  in  water  by  means  of  resins, 
mastic,  or  acacia.9  Not  infrequently,  these  emul- 
sions are  highly  effective  as  surface  anesthetics. 
Because  of  their  solubility  in  fats,  the  alkyl 
esters  lend  themselves  best  to  use  in  ointments 
and  cerates.10  The  ethyl  ester  (benzocaine)  is 
the  active  ingredient  in  over  90  per  cent  of  pro- 
prietary anesthetic  and  antipruritic  ointments  in 
this  country,  varying  from  1 to  10  per  cent  by 
weight.  Its  solubility  in  ether  (1:4)  makes  pos- 
sible its  prescription  in  flexible  collodion,  an  ex- 
cellent remedy  for  insect  bites,  especially  those 
due  to  chiggers,  bed  bugs,  etc.11 

One  feature  of  ethyl  aminobenzoate  which  mili- 
tates against  its  topical  use  to  relieve  pain  and 
pruritus  is  its  faculty  for  sensitizing  the  indi- 
vidual, especially  when  used  in  concentrations 
ranging  from  3 to  10  per  cent  which  are  necessary 
in  order  for  it  to  be  therapeutically  effective. 
Many  instances  of  the  eczematous  type  of  derma- 
titis are  reported  in  the  literature.  In  an  essay 
on  contact  dermatitis  due  to  chemicals,  Sulzberger 
and  Wise  showed  that  concentrated  solutions  are 
more  potent  sensitizers  than  those  applied  in 
dilution.12  Adams  studied  the  alkyl  amino- 
benzoates to  determine  their  anesthetic  potency 
and  toxicity  and  concluded  that  (1)  the  anes- 
thetic effect  is  increased  with  the  increase  in 
length  of  the  carbon  chain  of  the  alkyl  group,  (2) 
the  isomeric  compounds  are  least  toxic  of  all,  and 
(3)  the  solubility  decreases  with  each  increase  in 
molecular  weight.13 

The  authors  in  a previous  report  reviewed  the 
treatment  of  burns  and  painful  ulcers  with  an 
ointment  containing  only  0.9  per  cent  of  the 
p-aminobenzoates  (ethyl  0.2  per  cent,  amyl  0.7 
per  cent).14  Anesthesia  was  obtained  by  using 
the  longer  alkyl  group  ester  (amyl)  combined 
with  a very  low  concentration  (0.2  per  cent)  of 
the  short  chain  ester  (ethyl).  This  combination 
of  aminobenzoate  esters  apparently  affords  a 
synergistic  effect  and  provides  for  topical  anes- 
thesia while  maintaining,  in  most  instances,  a 
concentration  below  the  sensitizing  threshold. 
This  local  anesthesia  favored  the  restorative 
process  and  epidermization  with  only  an  occa- 
sional instance  of  minor  irritation.  The  close 
biologic  relationship  between  the  sensations  of 
pain,  pruritus,  and  tickle  prompted  use  of  the 
same  ointment  in  other  cutaneous  lesions  in  which 
itching  was  a prominent  feature. 
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TABLE  1.- — Results  of  ToprcAL  Anesthesia  in  105 
Patients 


Number 

of 

Patients 

Re- 

lieved 

Not 

Re- 

lieved 

Per 

cent 

Re- 

lieved 

Pruritic  Dermatoses 

Pruritus  ani 

19  ■ 

17 

2 

89 

Pruritus  scroti 

2 

0 

2 

0 

Pruritus  vulvae 

10 

6 

4 

60 

Anogenital  pruritus 

5 

4 

1 

80 

Lichen  simplex 

6 

1 

5 

17 

Essential  pruritus 

4 

2 

2 

50 

Infectious  eczematoid 

6 

5 

I 

83 

dermatitis 

Pruritic  psoriasis 

3 

3 

0 

100 

Dermatitis  herpeti- 

1 

1 

0 

100 

formis 

Pruritus  gestationis 

1 

0 

1 

0 

Seborrheic  dermatitis 

1 

1 

0 

100 

Urticaria  pigmentosa 

1 

0 

1 

0 

Urticaria 

2 

0 

2 

0 

Painful  Dermatoses 

Denuded  pemphigus 

3 

2 

1 

66 

Erythema  nodosum 

3 

0 

3 

0 

Perianal  fissures 

10 

10 

0 

100 

Vulval  fissures 

< 3 

2 

1 

60 

Aphthous  stomatitis 

3 

3 

0 

100 

Varicose  ulcer 

22 

20 

2 

91 

One  hundred  five  patients  with  anogenital 
pruritus  and  miscellaneous  dermatoses  which 
were  pruritic  or  painful  were  treated  by  topical 
application  of  the  ointment  as  often  as  required. 
The  results  are  shown  in  Table  1 . 

Comments 

In  reviewing  the  literature  which  deals  with 
the  para-aminobenzoates,  it  is  apparent  that  the 
properties  of  anesthesia,  toxicity,  and  solubility 
are  dependent  on  molecular  weight.  The  long 
chain  ester  (amyl)  has  greater  anesthetic  prop- 
erty, less  solubility,  and  little  toxicity.  The  short 
chain  ester  (ethyl)  has  great  solubility,  greater 
toxicity,  but  less  anesthetic  ability.  The  com- 
bination of  both  esters  in  the  preparation  used  in 
this  study  was  to  enable  the  rapid  anesthesia  by 
the  ethyl  ester  and  more  effective  and  more  pro- 
longed anesthesia  of  the  amyl  ester. 

Four  patients  developed  a dermatitis  while 
using  the  ointment;  three  of  these  had  used  it  for 
anogenital  dermatitis,  the  other  for  a varicose 
ulcer.  Patch  tests  on  these  patients  were  nega- 
tive, except  in  one  man  with  perianal  dermatitis 
who  had  previously  experienced  a dermatitis 
from  benzocaine. 

The  relief  that  patients  obtained  from  the  pain 
of  anal  fissures,  erosions,  ruptured  bullae,  etc.  was 
remarkable  and  gratifying.  In  those  with  spastic 
rectal  constipation  due  to  fissures,  results  were 
excellent  and  superior  to  anything  previously 
used.  One  woman,  who  had  previously  been  tat- 
tooed with  mercuric  sulfide  for  pruritus  ani  with 
no  relief,  obtained  immediate  benefit.  A physi- 
cian who  was  the  victim  of  perianal  dermatitis 
from  anal  paresis  following  hemiplegia  has  been 
using  the  ointment  for  over  a year  with  complete 
freedom  from  discomfort. 


Patients  complaining  of  itching  associated  with 
lichen  simplex,  circumscribed  neurodermatitis, 
essential  pruritus,  pruritus  scroti  and  gestationis 
reported  only  slight  relief  from  this  cutaneous 
sensation.  Apparently,  more  effective  cutaneous 
anesthesia  is  obtained  where  the  epidermis  is  not 
intact  which  is  probably  due  to  a more  rapid 
absorption  of  the  anesthetic  agent  to  the  local 
nerve-ending  sites  through  the  broken  epidermis, 
permitting  a higher  concentration  in  a shorter 
period  of  time.  No  relief  from  the  pain  and  ten- 
derness of  erythema  nodosum  was  experienced. 

The  most  remarkable  benefits  were  obtained  in 
painful  varicose  ulcers.  This  has  been  previously 
reported,  especially  as  regards  acceleration  in  the 
healing  rate.14  The  healing  properties  of  the  cod 
liver  oil  and  bacteriostatic  and  fungistatic  proper- 
ties of  sodium  propionate  were  discussed  in  a 
previous  paper  dealing  with  the  treatment  of 
varicose  ulcers  and  burns.14  This  accelerated 
healing  rate  was  also  evident  in  fissured  derma- 
titis, especially  anogenital  eczema.  The  ability 
of  cod  liver  oil  to  facilitate  epidermization  is  well 
known  and  is  apparently  independent  of  its  vita- 
min A and  D content. 


Conclusions 

The  apparent  synergism  of  ethyl-aminobenzo- 
ate  and  amyl-aminobenzoate  makes  it  possible  to 
use  them  as  surface  anesthetics  for  the  relief  of 
pruritus  and  pain  in  an  ointment  of  the  fatty 
type  in  less  than  1 per  cent  by  weight  (ethyl 
aminobenzoate  0.2  per  cent,  amyl  aminobenzoate 
0.7  per  cent).  Because  of  this  low  concentration 
there  is  little  tendency  to  hyperallergization,  even 
after  extended  and  constant  use. 
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THE  MANAGEMENT  OF  THE  PROBLEMS  ASSOCIATED  WITH 
PROLONGED  LABOR 

Duncan  E.  Reid,  M.D.,  Boston,  Massachusetts 

( From  the  Boston  Lying-In  Hospital  and  the  Department  of  Obstetrics,  Harvard  Medical  School ) 


PATIENTS  who  experience  prolonged  labor 
are  subject  to  all  the  hazards  associated 
with  difficult  labor  and  delivery.  These  patients 
may  be  as  disturbing  as  any  encountered  in  ob- 
stetric practice.  It  can  be  granted  that  desul- 
tory labor  may  be  associated  with  abnormalities 
of  the  pelvis  or  influenced  by  the  presentation 
and  position  of  the  fetus,  but,  not  infrequently, 
there  is  no  understandable  reason  for  lack  of 
adequate  progress  in  labor.-  It  is  this  un- 
certainty regarding  the  ability  of  the  uterus  to 
perform  in  a normal  manner  during  parturition 
that  makes  every  parturient  a possible  candidate 
for  labor  dystocia. 

Definition  and  Incidence 

In  attempting  to  establish  the  incidence  of  this 
syndrome  in  a clinic  or  hospital,  it  is  necessary  to 
define  what  constitutes  prolonged  labor  in  that 
particular  institution.  Both  definition  and 
method  of  treatment  employed  influence  the  fre- 
quency of  this  condition.  Some  clinics  report 
an  incidence  as  high  as  10  per  cent,  others  as  low 
as  2 per  cent.  The  average  is  about  4 to  5 per 
cent  of  all  labors. 

It  is  generally  accepted  that  eighteen  to  twenty 
hours*  is  the  extreme  length  of  normal  labor  in  a 
primigravid  patient.  Therefore,  it  seems  reason- 
able that  any  labor  which  is  over  twenty  to 
twenty-four  hours  in  length  should  be  considered 
a case  of  prolonged  labor.  In  reviewing  hospital 
records,  one  is  immediately  impressed  that  the 
onset  of  labor  is  usually  entered  as  the  time  when 
the  patient  experiences  painful  and  frequent 
uterine  contractions.  The  presence  of  painful 
uterine  contractions  is  not  enough  to  establish 
the  diagnosis  of  labor.  These  contractions 
must  be  of  such  quality  as  to  produce  definite 
changes  in  the  condition  of  the  cervix,  exempli- 
fied either  by  effacement  or  dilation.  If  this 
definition  is  not  adhered  to  strictly,  the  true 
incidence  of  this  syndrome  will  not  be  accurate. 

Treatment  instituted  for  patients  who  appear 
to  be  candidates  for  prolonged  labor  will  have 
an  effect  on  the  incidence  of  its  occurrence. 
If  one  believes  that  these  patients,  whose  powers 
of  labor  are  insufficient  to  dilate  the  cervix 
readily,  will  eventually  do  so  if  subjected  to 

Presented,  by  invitation,  at  the  142nd  Annual  Meeting  of 
the  Medical  Society  of  the  State  of  New  York,  New  York  City, 
Section  on  Obstetrics  and  Gynecology,  May  20,  1948. 


enough  hours  of  labor  and  treats  the  patient  on 
that  premise,  naturally  the  incidence  of  these 
cases  will  be  high.  In  contrast,  if  one  believes 
that  the  welfare  of  both  mother  and  infant  can 
be  severely  jeopardized  by  such  extreme  lengths 
of  labor  and  that  active  measures  should  be  in- 
stituted to  improve  labor  and,  hence,  effect 
delivery  after  a shorter  time,  there  will  be  a 
further  reduction  in  its  frequency. 

Etiology 

There  being  no  known  specific  cause  for  the 
onset  of  labor,  it  follows  that  the  etiology  of  this 
syndrome  is  obscure.  Many  contributing  factors 
have  been  considered.  In  general,  they  may  be 
divided  into  two  categories,  namely,  factors 
associated  with  uterine  motility  and  those  con- 
cerned with  the  inability  of  the  cervix  to  dilate. 
So  little  is  known  regarding  the  physiology  of 
parturition  that  it  behooves  one  not  to  become 
too  dogmatic  as  to  which  of  these  categories 
plays  the  more  dominant  role. 

Causative  factors  arising  from  possible  faulty 
uterine  motility  are  as  follows:  (1)  abnormal 
development  of  the  uterus,  (2)  overdistention  of 
the  uterus  associated  with  multiple  pregnancy 
and  hydramnios,  (3)  rapidly  succeeding  preg- 
nancies with  overdistention  of  the  uterus,  (4) 
multiple  fibromyomata  of  the  uterus,  and  (5) 
miscellaneous  factors  such  as  debilitating  disease, 
fear  of  labor,  elderly  primiparas,  abnormal  pres- 
entation of  the  fetus,  and  pendulous  abdomen 
with  redundancy  of  the  uterus.  There  is  no 
doubt  that  these  factors  do  play  a role  in  in- 
effectual labor,  but  in  the  majority  of  patients 
none  of  these  is  present. 

Although  our  knowledge  of  the  physiology  of 
uterine  motility  is  meager,  certain  observations 
have  been  made  which  may  have  some  bearing 
on  the  treatment  of  prolonged  labor.  It  is 
generally  accepted  that  the  early  refractional 
state  of  the  uterus  during  pregnancy  is  due  to 
the  effect  of  progestin.  The  activity  and  in- 
creased reactivity  of  the  uterus  near  term  have 
been  attributed  to  the  action  of  estrin.  Altera- 
tion of  the  physiologic  activity  of  the  placenta 
no  doubt  provides  hormone  changes  necessary 
to  precipitate  labor.  These  hormone  changes 
must  be  values  which  are  peculiar  to  the  onset 
of  normal  labor,  for  we  receive  the  impression 
that  patients  who  are  definitely  postmature 
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more  frequently  have  ineffectual  labor.  This 
suggests  that  the  hormone  values  in  these  latter 
patients  are  not  properly  balanced  as  in  normal 
term  labor,  perhaps  due  to  marked  aging  of 
the  placenta. 

In  addition  to  the  hormone  effects,  the  uterus 
is  influenced  by  mineral  metabolism.  There  is 
improved  uterine  motility  when  there  is  an  in- 
crease in  available  ionizable  calcium  or  a decrease 
of  normal  potassium  values.  Undoubtedly,  t'he 
mineral  metabolism  is  altered  by  shifts  in  hor- 
mone values. 

Considerable  attention  has  been  given  to  as- 
certaining the  types  of  uterine  contractions 
associated  with  both  effectual  and  ineffectual 
labor.  Murphy,  using  a Lorand  tocograph,  has 
shown  that  uterine  inertia  is  associated  with 
contractions  (a)  of  small  magnitude,  (6)  of  con- 
siderable arrythmicity,  (c)  which  fail  to  resemble 
each  other  in  magnitude  and  general  character, 
and  ( d ) where  even  a high  tonus  of  the  uterus 
does  not  increase  the  strength  of  the  uterine 
contractions.1  By  a precise  method,  Murphy 
has  substantiated  the  clinical  observation  that 
ineffectual  labor  is  associated  with  poor  uterine 
contractility. 

The  role  which  the  cervix  plays  in  the  produc- 
tion of  this  syndrome  has  always  been  considered 
of  secondary  importance  and  so-called  cervical 
dystocia  has  been  thought  to  be  a rare  occurrence. 
However,  spontaneous  and  complete  amputation 
of  the  cervix  without  dilation  of  the  os  does 
occur  in  labor  in  the  presence  of  normal  eeph- 
alopelvic  relationship.  Certainly,  these  are 
bona  fide  causes  of  cervical  dystocia.  The 
cervix  may  be  more  involved  in  the  production 
of  this  syndrome  than  has  been  previously 
attributed  to  that  portion  of  the  uterus.  Recent 
publications  by  Danforth  and  Schwartz  have 
added  to  our  knowledge  regarding  the  formation 
and  behavior  of  the  lower  uterine  segment  and 
cervix  during  pregnancy  and  labor.2’3  Danforth 
has  re-emphasized  that  the  isthmic  portion  of  the 
uterus  should  be  considered  a part  of  the  corpus 
and  that,  as  more  space  is  required  by  the  ovum, 
it  unfolds  to  form  the  lower  uterine  segment. 
Moreover,  this  author  has  presented  further 
evidence  that  there  is  considerable  variation  in 
the  amount  of  fibrous  and  muscular  tissue  con- 
tained in  the  cervix.  A marked  preponderance 
of  the  former  has  been  verified  by  Schwartz. 
It  then  appears  that  dilation  of  the  cervix  is 
principally  one  of  stretching  this  fibrous  tissue, 
and  there  is  in  no  sense  any  sphincter-like  mus- 
cular action.  Possible  differences  in  this  com- 
position of  the  cervix  allow  for  a certain  degree 
of  speculation  regarding  its  inconstant  behavior 
during  labor. 

Prolonged  labor  is  restricted,  with  few  excep- 


tions, to  primiparous  patients.  Although  such 
patients  may  ofttimes  have  a difficult  pelvic  de- 
livery, subsequent  labors  will  at  least  not  be  com- 
plicated by  cervical  dystocia.  Even  a patient 
whose  delivery  has  been  performed  through  a 
partially  dilated  cervix  with  the  aid  of  Diihrssen’s 
incision  will  dilate  without  difficulty  in  a following 
pregnancy.  This  suggests  that  perhaps  on  oc- 
casion the  ratio  of  muscle  to  fibrous  tissue  in  the 
cervix  is  reversed  and  a sphincter-like  action  may 
be  present.  For  dilation  to  occur,  the  sphincter 
would  have  to  relax  with  contractions  of  the  cor- 
pus. This  is  comparable  to  other  organs  con- 
taining a sphincter.  This  being  a possibility, 
there  ma}’  be  an  upset  in  the  neuromuscular  mech- 
anism in  which  the  sphincter  does  not  relax  as 
the  corpus  of  the  uterus  contracts.  Overcoming 
this  sphincter-like  action  by  disruption  of  the 
cervical  tissue  during  labor  could  well  facilitate 
labor  in  subsequent  delivery,  provided  that  in  the 
puerperium  there  is  proper  healing  with  a mini- 
mum of  scar  tissue  formation. 
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Management  and  Treatment 

Prior  to  consideration  of  the  management  of 
patients  with  prolonged  labor,  certain  basic  prin- 
ciples should  be  established.  The  problem  of  the 
contracted  pelvis  or  large  or  abnormal  presenta- 
tion of  the  fetus  is  one  of  fetal-pelvic  relationship. 
Any  lack  of  cervical  dilation  which  often  accom- 
panies such  cases  is  an  incidental  factor  in  ob- 
structing progress  in  labor.  In  the  presence  of 
definite  fetal-pelvic  disproportion,  the  patient,  if 
properly  managed,  should  not  be  subjected  to  a 
prolonged  labor.  In  contrast,  if  this  relationship 
is  so-called  “borderline,”  the  success  of  pelvic  de- 
livery will  depend  largely  on  the  character  and 
quality  of  the  labor  and  the  ability  of  the  cervix 
to  dilate.  This  is  true,  in  large  measure,  in  pa- 
tients with  a normal  fetal-pelvic  relationship  in 
whom  there  is  breech  presentation  or  non  rotation 
of  the  occiput. 

Maternal  risk  involved  is  not  great,  provided 
the  case  is  carefully  evaluated  and  properly  man- 
aged. This  presupposes  that,  if  operative  interven- 
tion becomes  necessary,  this  will  be  done  at  the 
proper  time  and  in  the  correct  manner.  The  pa- 
tient can  be  supported  in  labor  indefinitely  with 
adequate  rest  and  if  careful  attention  is  given  to 
control  of  fluid  balance.  The  risk  will  be  further 
decreased  if  measures  are  taken  to  combat  intra- 
uterine infection. 

Fetal  risk,  by  contrast,  is  a major  factor  in  the 
management  of  these  patients.  Fetal  mortality 
is  definitely  increased  at  the  onset  of  prolonged 
labor  and  increases  materially  when  labor  be- 
comes markedly  protracted.4,6  That  this  fetal 
risk  is  present  in  every  labor  is  suggested  by  the 
fact  that  even  in  normal  term  labor  and  delivery, 
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where  the  fetus  is  normal,  an  occasional  baby  is 
lost  where  there  is  no  demonstrable  cause  for 
death.  Autopsy  findings  are  those  associated 
with  intrauterine  asphyxia  which  is  evidence  that 
even  in  normal  labor  there  is  some  degree  of  fetal 
anoxia.  In  prolonged  labor  this  process  is  con- 
siderably exaggerated.  Although  we  have  ob- 
served a gratifying  reduction  in  infant  deaths 
from  intracranial  hemorrhage,  there  has  been  no 
such  reduction  in  deaths  from  asphyxia.  Further- 
more, it  must  be  emphasized  that  fetal  damage 
caused  by  intrauterine  anoxia  is  not  completely 
reflected  in  the  stillbirth  rate  alone,  but  the  remote 
effects  are  those  of  severe  and  permanent  brain 
injury.  The  following  table  will  indicate  trends 
in  these  two  major  causes  of  fetal  death  during 
labor. 


dicated  at  this  time,  for  one  is  unable  to  predict 
which  patients  are  predestined  to  have  prolonged 
labor.  Adequate  fluids,  preferably  given  intra- 
venously to  insure  absorption,  should  be  admin- 
istered periodically.  Food  and  fluids  when  given 
by  mouth  during  labor  are  not  adequately  ab- 
sorbed and  may  give  rise  to  vomiting  with  the 
risk  of  asphyxia  pneumonitis  from  the  aspiration 
of  this  irritating  vomitus.  The  urinary  bladder 
must  be  carefully  observed,  with  catheterization 
resorted  to  on  occasion  if  the  patient  is  unable  to 
void. 

With  the  increase  of  the  hours  of  labor,  the  de- 
gree of  cervical  dilation,  the  absolute  cephalopel- 
vic  relationship,  particularly  with  respect  to  the 
mid  and  lower  pelvic  plane,  the  state  of  the  fetal 
membranes,  and  the  condition  of  the  fetus  all 


TABLE  X. — Fetal  Deaths  from  Intracranial  Injury  and  Asphyxia  at  the  Boston  Lying-in  Hospital  (Expressed  in 

the  Rate  per  1,000  Births) 


1873-1892* 

1893-1902 

1903-1912* 

1913-1922 

1923-1932 

1933-1936 

1937-1941 

1942-1946 

Intracranial  injury 

1.70 

1.10 

1.60 

2.10 

5.20 

1.13 

1.15 

1.60 

Asphyxia  and  atelectasis 

2.80 

3.26 

2.90 

3.10 

1.30 

2.12 

2.50 

4.40 

* Low  incidence  because  of  many  classified  as  “Cause  of  Death  in  Doubt." 


It  will  be  noted  that  dui’ing  the  past  fifteen 
years  there  has  been  a definite  decline  in  deaths 
due  to  intracranial  hemorrhage.  This,  no  doubt, 
reflects  the  decrease  in  the  incidence  of  traumatic 
pelvic  deliveries.  It  is  apparent  that  factors  pro- 
ducing intrauterine  fetal  anoxia  have  not  de- 
creased. 

It  would  appear  that  the  fundamental  treat- 
ment for  these  patients  would  be  to  permit  a suf- 
ficient test  of  labor  without  producing  ii'reversible 
asphyxial  damage  to  the  fetus.  In  the  manage- 
ment of  these  patients,  the  definite  time  of  the 
onset  of  labor  must  be  established  first.  This,  on 
occasion,  may  be  quite  difficult.  If  the  patient 
has  difficulty  in  initiating  labor,  the  term  “pri- 
mary inertia”  is  applied  to  denote  this  condition. 
This  appears  to  be  a poor  term,  for,  if  the  cervix 
las  not  been  changed  either  by  effacement  or  di- 
ation,  the  patient  has  not  been  in  true  labor  and 
lence  cannot  have  inertia  regardless  of  the  type. 
The  time  which  has  elapsed  under  such  circum- 
itances  should  not  be  considered  in  the  total 
ength  of  labor.  Stimulation  of  uterine  contrac- 
tions by  oxytoxic  drugs  has  been  suggested  for  the 
reatment  of  this  form  of  inertia.  Here  the  use  of 
;uch  drugs  is  not  generally  effective  and,  if  ad- 
ninistered  at  this  time,  may  produce  unnecessaiy 
etal  anoxia.  The  indicated  treatment  is  ade- 
(uate  doses  of  opiates  and  intravenous  fluids  un- 
it true  labor  ensues. 

Once  the  cervix  begins  to  change  due  to  effec- 
ive  uterine  contractions,  we  should  note  care- 
nlly  the  time  of  the  onset  of  true  labor.  Ade- 
uate  medication  for  relief  of  pain  is  not  contrain- 


assume  greater  importance  in  the  proper  conduct 
of  the  case. 

On  occasion,  it  is  difficult  to  decide  the  exact 
degree  of  cervical  dilation  in  these  patients  if  only 
rectal  examinations  are  performed.  Many  times 
the  cervix  is  thought  to  be  fully  dilated  even  for 
some  houi'S,  when  on  vaginal  examination  at  the 
time  when  delivery  is  contemplated,  a consider- 
able amount  of  cervix  is  found  encompassing  the 
presenting  part.  Valuable  as  x-ray  pelvimetry 
may  be,  a carefully  conducted  vaginal  examina- 
tion can  reveal  additional  information  with  re- 
spect to  whether  the  dimensions  of  the  midpelvic 
and  the  pelvic  outlet  will  allow  for  successful  nor- 
mal or  low  forceps  delivery.  This  is  particularly 
true  if  the  latter  must  be  performed  with  the  aid 
of  Dtihrssen’s  incision.  Furthermore,  if  vaginal 
examination  is  not  performed  on  occasion,  the 
time  at  which  progress  in  labor  has  ceased  will  not 
be  accurately  determined,  and,  hence,  there  may 
occur  many  hours  of  needless  labor  with  its  ad- 
verse effect  on  the  baby. 

The  state  of  the  fetal  membranes  is  always  an 
important  factor  in  these  labors.  Frequently,  the 
membranes  are  ruptured  prior  to  the  onset  of  la- 
bor. Whenever  this  occurs,  the  use  of  the  anti- 
biotics has  been  suggested  as  a routine  prophy- 
lactic measure.  There  is  no  doubt  that  this  has 
decreased  the  incidence  of  intrauterine  infection 
both  in  the  mother  and  the  fetus.  However,  there 
are  pathogenic  organisms  which  are  not  influenced 
by  antibiotics.  Also,  one  is  impressed  by  the  fact 
that  patients  treated  for  many  days  prophylac- 
tically  with  antibiotics  for  spontaneous  rupture  of 
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the  membranes  will,  for  the  first  time,  develop 
fever  concomitantly  with  the  onset  of  labor.  This 
emphasizes  the  fact  that,  although  the  findings 
associated  with  intrauterine  infection  may  not  al- 
ways be  present,  these  patients  must  be  con- 
sidered as  potentially  infected.  This  fact  must 
always  be  weighed  when  selecting  the  delivery 
procedure.  This  is  particularly  true  in  patients 
who  must  be  delivered  by  abdominal  hyster- 
otomy. 

In  these  patients  with  desultory  labor,  where 
the  fetal  membranes  are  intact,  the  efficacy  of 
artificial  rupture  to  improve  the  labor  must  be 
considered.  On  occasion,  such  a procedure  is  fol- 
lowed by  excellent  progress  in  labor.  Just  as 
often  no  improvement  is  noted,  and  when  this  oc- 
curs, an  increase  in  fetal  and  maternal  risk  is  cre- 
ated. There  are  certain  conditions  where  artificial 
rupture  of  the  membranes  is  contraindicated  ir- 
respective of  the  quality  of  the  labor.  These  con- 
ditions are  present  in  the  pelvis  with  a converging 
bore  in  which  there  are  varying  degrees  of  mid  and 
outlet  contraction.  Persistent  occiput  posterior 
and  transverse  position  of  the  occiput  are  not  in- 
frequent in  many  of  these  cases.  Many  times  the 
vertex  is  deffexed,  which  does  not  allow  the  pre- 
senting part  to  fit  snugly  against  the  cervix. 
Hence,  in  these  patients,  the  forewaters  will  be 
the  most  effective  cervical  dilator. 

Eventually,  in  the  conduct  of  labor  in  these  in- 
dividuals, a decision  must  be  made  in  regard  to 
the  length  of  labor  that  is  to  be  allowed  and  the 
steps  to  be  taken  to  effect  delivery.  As  previously 
stated,  the  fetal  mortality  and  morbidity  are  of 
greatest  concern.  Fetal  mortality  (corrected  for 
abnormalities)  in  full-term,  normal  babies  ranges 
from  10  to  15  per  cent  in  this  syndrome.  This 
mortality  is  about  6 per  cent  in  patients  entering 
prolonged  labor,  i.e.,  twenty-four  hours.  At  sixty 
hours  or  more  of  labor,  this  mortality  rises  ab- 
ruptly. Therefore,  it  seems  reasonable  that,  for  the 
best  interest  of  the  infant,  at  least,  somewhere 
between  thirty  to  forty  hours  from  the  onset  of 
labor  is  the  logical  time  for  delivery.  In  order  to 
do  this,  the  maximum  amount  of  progress  in  labor 
must  be  obtained  at  the  end  of  that  time. 

Careful  observation  must  be  made  to  detect 
lack  of  progress  resulting  from  secondary  uterine 
inertia.  It  must  be  remembered  that  hours  of  la- 
bor without  progress  can  be  as  damaging  to  the 
fetus  as  labor  with  adequate  progress. 

Until  we  know  the  physiologic  cause  of  labor,  it 
is  unlikely  that  the  ideal  uterine  stimulant  for 
secondary  inertia  or  functional  dystocia  will  be 
available.  Regardless  of  its  controversial  aspects, 
we  believe  that  posterior  pituitary  extract  does 
offer  the  best  therapeutic  help  in  the  treatment  of 
these  patients.  As  we  have  previously  stated,  we 
have  not  been  impressed  by  the  dangers  emanat- 


ing from  the  drug  but  rather  by  its  limitations. 
We  would  restrict  its  use  to  primiparous  patients 
with  secondary  uterine  inertia,  in  whom  the  ce- 
phalopelvic  relation  is  normal.  Fortunately,  this 
will  include  most  of  the  patients  with  prolonged 
labor. 

The  drug  is  given  in  the  thirty-  to  forty-hour 
period  to  overcome  the  presence  of  secondary  iner- 
tia. It  is  administered  for  two  reasons : first,  to 
produce  uterine  contractions  sufficient  to  increase 
the  dilation  of  the  cervix,  and,  second,  to  demon- 
strate over  a comparatively  short  time  whether 
the  uterus  will  ever  have  the  ability  to  contract 
sufficiently  to  produce  this  dilation. 

The  drug  is  administered  intramuscularly  be- 
ginning in  W to  1-mm.  doses.  The  physician  in 
charge  should  make  careful  observations  as  to  the 
degree  of  contraction  and  the  relaxation  of  the 
uterus.  Tetanic  contractions  of  the  uterus  are 
extremely  rare,  and  should  they  occur,  they  usu- 
ally appear  with  the  first  dose  rather  than  with 
subsequent  administration  of  the  drug.  The  drug 
is  given  again  within  twenty  to  thirty  minutes  if 
effective  uterine  contractions  have  not  occurred. 
A series  of  doses  at  such  intervals,  increasing  in 
amount  up  to  three  minims  for  a single  dose,  are 
administered  until  effective  uterine  contractions 
are  produced.  If  progress  in  labor  is  re-estab- 
lished from  the  effect  of  the  drug,  the  cervix 
should,  on  the  average,  be  completely  dilated  in 
the  ensuing  three  to  four  hours  from  the  time  of 
the  initial  dose.  Pelvic  delivery  can  then  be  ac- 
complished either  by  low  forceps  or  normally. 
However,  if  appreciable  progress  has  not  been  ac- 
complished at  the  end  of  that  time,  additional 
dosage  of  the  drug  will  be  unlikely  to  produce 
progress.  Actually,  continuation  of  such  therapy 
may  produce  an  unnecessary  degree  of  intrauter- 
ine asphyxia.  Should  a trial  of  pituitary  extract 
fail  to  produce  progress  during  the  critical  thirty- 
to  forty-hour  period  of  prolonged  labor,  further 
procrastination  regarding  delivery  will  only  in- 
crease the  incidence  of  irreversible  anoxia!  dam- 
age to  the  fetus.  Delivery  should  then  be  per- 
formed in  the  least  traumatic  manner. 

The  decision  regarding  the  type  of  delivery  de- 
pends upon  two  factors:  namely,  the  degree  of 
cervical  dilation  and  the  station  of  the  presenting 
part.  If  the  cervix  is  more  than  half  dilated,  the 
presenting  part  nearing  the  pelvic  floor,  and  the 
outlet  ample,  pelvic  delivery,  with  the  aid  of 
Diihrssen’s  incision  if  necessary,  should  be  per- 
formed. If  these  conditions  are  not  fulfilled,  ab- 
dominal hysterotomy  is  probably  a less  traumatic 
and  safer  procedure. 

The  method  of  treatment  of  potentially  in- 
fected cases  of  prolonged  labor  who  must  be  de- 
livered by  abdominal  hysterotomy  is  still  a con- 
troversial subject.  Procedures  employed  range 
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from  the  generous  use  of  the  antibiotics  in  labor, 
followed  by  transperitoneal  section,  to  a radical 
cesarean  section,  i.e.,  section  followed  by  hyster- 
otomy. Whether  the  former  procedure  is  sufficient 
to  prevent  peritoneal  infection  is  still  to  be  estab- 
lished. Certainly,  there  is  considerable  mortality 
associated  with  radical  or  Porro  section  when  per- 
formed in  the  presence  of  definite  uterine  infec- 
tion. It  would  seem  more  reasonable  to  employ 
the  virtues  of  the  antibiotics  and,  at  the  same 
time,  use  a type  of  operation  that  does  not  permit 
contamination  of  the  peritoneum  by  the  spill  of 
infected  uterine  contents.  Any  of  the  extraperi- 
toneal  types  of  cesarean  section  can  provide  this 
added  safety. 

' The  relief  of  pain  during  these  labors  is  not  too 
satisfactory.  As  soon  as  there  is  lack  of  progress, 
analgesic  drugs  are  not  given,  in  the  hope  that 
nothing  will  be  done  to  abolish  labor  or  to  contrib- 


ute to  fetal  anoxia.  Careful  choice  of  the  termi- 
nal anesthesia  is  important,  particularly  if  an 
operative  delivery  is  contemplated.  Again,  the 
type  of  anesthesia  used  should  not  contribute  to 
fetal  anoxia. 

Conclusion 

The  treatment  of  cases  of  prolonged  labor  must 
take  cognizance  of  the  following  factors : length  of 
labor,  intrauterine  infection,  fetal  anoxia,  the 
need  for  proper  analgesia  and  anesthesia,  and  the 
correct  method  of  delivery. 
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THE  PRESENT  STATUS  OF  PRESERVATION  OF  THE  ANAL  SPHINCTER 
IN  RADICAL  OPERATIONS  FOR  CARCINOMA  OF  THE  RECTUM  AND 
RECTOSIGMOID 


A.  O.  Wilensky,  M.D.,  New  York  City 

THERE  is  continuous  renewed  interest  in  the 
possibility  of  preserving  the  sphincter  ani  in 
the  radical  removal  of  carcinomata  of  the  rectum 
and  rectosigmoid.*  Unfortunately,  the  issue  of 
sphincter  preservation  has  been  confused  with, 
and  clinical  interest  has  been  diverted  to,  and 
more  or  less  concentrated  upon  accomplishing 
this  purpose  through  the  abdominal  route  alone — - 
the  so-called  anterior  resection.  This  is,  perhaps, 
deplorable  because  the  point  at  issue  is  not  which 
route  is  employed  for  accomplishing  this  highly 
laudable  purpose  but  the  preservation  of  the 
sphincter  or  the  restoration  of  a sphincter  func- 
tion, preferably  the  former. 

With  the  older  methods,  practically  all  of  the 
attempts  were  based  upon  some  form  of  plastic 
procedure  in  which  a more  or  less  new  anatomic 
structure  was  made,  by  which  it  was  hoped  that  a 

* It  is  most  regrettable  that  in  comparing  the  various  pub- 
lications on  this  all-important  subject,  there  should  be  diffi- 
culty because  of  confusion  in  the  usage  of  anatomic  terms  in 
differentiating  the  various  segments  of  the  terminal  part  of 
the  left  half  of  the  large  intestine,  and  because  of  any  obscur- 
ity in  the  descriptions  of  the  various  operative  procedures  and 
their  connotations  as  regards  the  preservation  of  the  normal 
sphincter  or  the  substitutional  restoration  of  a sphincteric 
function  by  a form  of  plastic  operation. 


new  sphincteric  action  could  be  accomplished. 
This  usually  failed,  primarily  because  of  infec- 
tion and  technical  difficulties. 

Nowadays,  the  possibility  of  preserving  the 
sphincter  is,  in  the  last  analysis,  entirely  depend- 
ent upon  the  physical  situation  of  the  growth 
with  respect  to  the  anus.  When  the  lower  margin 
of  the  growth  is  at  least  3 inches  from  the  anus,  it 
is  technically  feasible  to  remove  the  malignancy 
radically  and  to  preserve  the  sphincter  no  matter 
what  path  of  approach — abdominal,  posterior, 
and/or  combined — is  employed.  With  modern 
methods  and  technic  a one-stage  straightforward 
resection  of  the  tumor-bearing  segment  with  im- 
mediate end-to-end,  two-  or  three-layer,  circular 
suture  seems,  by  all  accounts  and  according  to 
my  own  experience,  to  be  the  best  method  of 
operation  in  nonobstructive  cases  and  is  much 
superior  to  the  pull-through  and  other  plastic 
methods  of  restoration  of  the  sphincter  function. 
There  is  no  doubt  that  the  success  which  has  fol- 
lowed the  new  methods  of  operation  with  preserva- 
tion of  the  sphincter  has  been  vastly  increased 
by  the  availability  of  antibiotics  and  chemo- 
therapy. The  present  tendency  is  to  do  all  of  this 
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in  one  stage  in  the  nonobstructive  cases  without 
regard  to  the  method  of  approach.  Except 
among  a few  groups,  more  and  more  men  are 
doing  the  operation  without  the  simultaneous 
performance  of  a colostomy.  This  has  been  my 
own  practice  also. 

All  of  the  criteria  from  which  decisions  must  be 
made  regarding  the  operability  of  any  given  case 
are  independent  of  the  path  of  approach  and  of 
the  question  of  preserving  the  sphincter  and  re- 
main based  on  the  tried  traditions  and  practice  of 
successful  surgery.  The  exercise  of  this  dis- 
cipline has  also  always  been  my  practice  from  the 
very  beginning. 

The  published  statistics  indicate  that  the  re- 
sectability (operability)  rate  varies  in  various 
hands  from  35  to  80  per  cent.  The  wide  differ- 
ence in  these  figures  undoubtedly  corresponds  to 
personal  factors.  The  higher  figure  may  also 
carry  a certain  amount  of  error.  Both  of  these 
indicate  further  that  the  procedure  has  not  as  yet 
been  sufficiently  standardized. 


TABLE  1. — Resectability  Rates 


Total 

Number  of 
Operations 
with 

Total 

Resect- 

ability 

Resect- 
ability 
Rate  with 
Sphincter 

Number 

Sphincter 

Rate — All 

Preser- 

of 

Preser- 

Cases, 

vation, 

Cases 

vation 

Per  Cent 

Per  Cent 

Mandl1'2 

461 

227 

49  + 

Bacon3 

208 

167 

80 . 3 

Wilensky4-6 

83 

15 

83 

35 

The  literature  indicates  that  with  preservation 
of  the  sphincter  the  average  mortality  rates  vary 
from  a low  of  3.4  per  cent  (Dixon — recent  figures) 
to  a high  of  8.9  per  cent  (Coller  and  Ransom).7'8 
Other  series  show  mortalities  from  12  to  21  per 
cent  (Table  2).  The  literature  indicates  that  with 
preservation  of  the  sphincter,  the  average  mor- 
tality rate  is  not  any  higher  than  when  the  latter 
is  sacrificed,  and,  remarkably,  it  is  noted  that 
frequently  the  mortality  is  less.1 


TABLE  2. — Mortality  Rates 


Number 

Per  Cent 

of  Cases 

Mortality 

Fallis0 

31 

6.5 

Waugh  and  Custer10 

6.3 

Coller  and  Ransom8 

8.9 

Pansier11 

5.25 

Babcock  and  Bacon12 

6 6 (abdomino- 
perineal) 
4.0  (perineal) 

Bacon  et  al. 12 

5.9 

Wangensteen14 

28 

0 

Dixon7 

12.1  (up  to  1944) 

41 

3.4  (recent  cases) 

Zinninger  and  Hox worth 1S 

18 

12  + 

Koch  u> 17 

60 

21  0 

Wilensky4-® 

11.0 

The  postoperative  course  is  not  unduly  pro- 
longed. There  are  few  extraordinary  postopera- 
tive complications.  There  is  no  difference  in  the 


frequency  of  any  postoperative  bladder  dysfunc- 
tion in  any  of  the  types  of  operative  approach  or 
in  the  operation  itself,  and,  in  any  case,  this  seems 
to  be  a temporary  affair  only.  However,  it  is 
noted  that  in  the  male  subject  impotence  follows 
in  about  one  half  of  the  cases  in  which  the  ana- 
tomic sphincter  is  preserved  or  its  function  re- 
stored, whereas  after  abdominoposterior  complete 
removal  of  the  rectum  and  its  sphincter  ani,  im- 
potence after  operation  has  been  reported  in  as 
high  as  95  per  cent  of  the  cases. 

With  the  modern  end-to-end  circular  suture 
method  of  preservation  of  the  anatomic  sphincter, 
bowel  function  is  perfect  when  healing  is  com- 
pleted. In  the  methods  of  restoration  and/or  re- 
construction of  the  sphincter  function  (pull- 
through  operation  and/or  other  plastic  proce- 
dures), incontinence  results  and/or  follows  with 
more  or  less  completeness  in  from  50  to  75  per 
cent  of  the  cases.  In  the  past,  this  has  undoubt- 
edly been  one  of  the  deterrent  factors  for  the  pres- 
ervation of  the  sphincter.  This  information  is 
shown  in  the  following  table. 


TABLE  3. — Types  op  Operations  and  Resultant  Con- 
tinence 


Type  of  Operation 

Per  Cent 
Continent 

Degree  of 
Continence 

Mandl1*2 

Circular  suture 

49.4 

Complete 

Pull-through 

64.5 

Complete 

Koerbl18 

Hochenegg 

36 

Complete 

•Kraske 

66 

Complete 

Du  Pan19 

20 

80  per  cent 
partial 

Gersunv20 

75 

Satisfactory 

Bacon  et  al. 13 

Constant  change 
in  technic 

70-75 

Variable 

Wilensky16 

End-to-end  suture 

100 

100  per  cent 

Without  node  involvement  local  recurrences 
occur  in  4.6  per  cent  of  the  cases  and  with  node 
involvement  in  23.2  per  cent  (Gilchrist  and 
David).21  Without  this  differentiation  the  series 
of  D’Allaines  and  Vernejoul  show  17.8  per  cent 
recurrences  after  resections  and  25  per  cent  after 
complete  proctectomy,  and  my  own  cases  show 
an  equal  rate  of  5.5  per  cent  in  either  case  (Table 

41  22,23 

In  general,  as  also  with  sphincter  preservation 
or  restoration,  local  recurrence  of  the  malignancy 
in  the  operative  area  depends  to  a much  lesser  de- 
gree on  the  extent  of  the  growth  in  the  longi- 
tudinal axis  of  the  bowel.  To  a much  larger  de- 
gree, it  depends  upon  the  spread  of  the  tumor 
cells  through  the  thickness  of  the  rectal  wall  and 
out  into  the  rectal  capsule  and  pelvic  fatty  areolar 
tissue.  Local  spread  of  the  latter  kind  is  already 
present  in  from  one  half  to  two  thirds  of  the  cases 
at  the  time  of  operation.21  When  operation  is 
done  from  the  abdominal  route  exclusively  (an- 
terior resections)  and  the  individual  case  is  badly 
selected,  the  rate  of  local  recurrence  is  somewhat 
higher.  When  there  is  lymph  node  involvement, 
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TABLE  4. — Local  Recurrences 


Recurrences 

Recurrences 

Survival 

Elapsed 

Number 

after 

after 

Survival 

Rate  after 

Period 

of 

Resection, 

Proctectomy, 

Rate, 

Proctectomy, 

Years 

Cases 

Per  Cent 

Per  Cent 

Per  Cent 

Per  Cent 

D’Allaines  and  Vernejoul22’23 
Mandl1 

3 

LOOO 

17.8 

25 

33-37 

26-31 

Finsterer22-23  (1941) 

5 

33.5 

22.5 

Wilensky  (1947),-s 

1-25  - 

36 

5.5 

5.5 

75 

50 

the  rate  of  local  recurrence  rises  abruptly.  In  any 
case,  local  recurrence  occurs  equally  and  seems 
independent  of  the  method  of  approach  and  does 
not  seem  to  be  materially  different  in  series  of 
cases  with  or  without  preservation  of  the  sphinc- 
ter. 

The  five-  and  ten-year  survival  rates  in  the  re- 
ported series  of  cases  vary  from  51.8  per  cent 
without  node  involvement  to  23  per  cent  with 
node  involvement.21  Most  of  the  series  do  not 
make  this  differentiation,  and  then  the  survival 
rate  varies  from  26  per  cent  to  38  per  cent. 4-6  42 


TABLE  5. — Survival  Rates 


Per  Cent 

Per  Cent 

Obser- 

Without 

with 

Per  Cent 

vation 

Node 

Node 

Nodes 

Period, 

Involve- 

Involve- 

Not 

Santy.  Dar- 

Years 

ment 

raent 

Mentioned 

gent,  and 

Michaud21' 26 

5 

50 

Colcock21 

5 

60 

30.2 

10 

51.8 

23.2 

Babcock  and 

Bacon12 

1-3 

81 

5-10 

38 

Mandl1 

3 

33-37 

Eiselsberg, 

Payr, 

Sauerbruch, 
Galede,  and 

Kirschner26 

3 (Av. 

29 

5 

23 

Wilensky4-6 

2 

14 

3 

7 

10 

26 

Koch16 

3 

66 

5 

50 

At  the  present  writing,  the  survival  rate  with 
sacrifice  of  the  sphincter  is  superior  only  when 
there  is  no  extramural  spread  of  the  malignancy 
and  when  the  lymph  nodes  are  not  involved  with 
tumor  growth.  This  is,  of  course,  true  with  all 
forms  of  operation.  Otherwise  the  reported  sur- 
vival rates  show  a balance  remarkably  in  favor  of 
operation  with  preservation  of  the  sphincter 
(Mandl  series  and  Finsterer  series,  approximately 
30  per  cent  more;  Wilensky  series  about  50  per 
cent  more).1' 22' 23-  4 


It  seems  fair  to  say  that  sphincter  preservation 
is  in  its  early  stages  of  modern  development.  The 
individual  series  of  cases  are  still  very  small  and 
do  not  yet  approach  the  magnitude  of  earlier 
series  of  cases  in  which  the  older  types  of  opera- 
tion were  practiced  and  in  which  the  sphincter 
was  routinely  sacrificed.  It  also  seems  fair  to 
assume  that  the  results  of  operation  with  sphinc- 
ter preservation  wall  continually  improve  with 
further,  more  extended  experience  as  have  other 
types  of  operation,  performed  under  modern 
conditions.  It  seems  true  that  some  of  the  cri- 
teria of  tumor  growth  and  spread  which  brought 
about  the  Miles  and  other  similar  types  of  radical 
operation  with  ruthless  removal  of  the  sphincter 
must  be  somewhat  modified  in  the  light  of  modern 
thought  and  practice.27 
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(.Test  pain,  referred  to  the  arm,  not  related  to  Wheezing  in  the  chest,  especially  if  unilateral,  is 

exertion,  is  more  suggestive  of  chest  tumor  than  of  very  suggestive  of  foreign  body,  tuberculosis,  or 

heart  disease. — - Exchange  tumor. — Exchange 


A NEW  METHOD  IN  THE  MANAGEMENT  OF  ACUTE 
ANTERIOR  POLIOMYELITIS 

Emil  Smith,  M.D.,  David  J.  Graubard,  M.D.,  Norman  Goldstein,  M.D.,  and 
William  Bikoff,  M.D.,  Brooklyn,  New  York 

(From,  the  Communicable  Disease  Service,  Kingston  Avenue  Hospital  for  Communicable  Diseases ) 


ONE  of  the  major  problems  in  the  manage- 
ment of  acute  anterior  poliomyelitis  is  the 
alleviation  of  pain  and  spasm.  Since  the  rec- 
ognition of  this  disease,  many  investigators 
have  attempted  to  describe  the  pathogenesis  of 
the  symptom-complex  of  pain  and  to  evolve  a 
method  for  its  control.  It  is  not  the  purpose  of 
this  preliminary  report  to  compare  procedures 
but  to  present  clinical  evidence  as  to  the  origin 
and  control  of  pain  and  spasm. 

Kuntz  states:  “In  cases  of  poliomyelitis,  mus- 
cular paralysis  is  accompanied  by  segmental  vas- 
omotor and  sweat  secretory  disturbances.  In  this 
disease,  the  inflammatory  process  in  the  spinal 
cord  may  involve  the  intermediolateral  cell  col- 
umn directly,  but,  not  infrequently,  pathologic 
changes  also  occur  in  the  corresponding  ganglia 
of  the  sympathetic  trunk.”1  Bodian  in  review- 
ing 24  fatal  cases  found  the  intermediolateral  or 
sympathetic  cell  columns  little  involved,  except 
for  one  case  of  considerable  destruction.2  Many 
clinicians  have  indicated  the  existence  of  sympa- 
thetic imbalance  in  poliomyelitis.3’4  Smith  and 
his  coworkers  have  shown  definite  histopatho- 
logic changes  in  sympathetic  ganglia  in  two  fatal 
cases.6  They  have  summarized  their  findings  as 
follows:  “Ganglion  cells  appeared  shrunken,  and 
nuclei  were  obscured  or  absent.  Some  coarse 
basophilic  granules  were  seen  in  the  cytoplasm; 
nuclear-cytoplasmic  distinction  was  unclear  in 
some  cells,  and  in  others  the  nucleoli  appeared 
fragmented.  Distinct  neuronophagia  in  the  sym- 
pathetic ganglia  was  not  seen,  leading  us  to  the 
belief  that  the  changes  were  probably  reversible.” 
In  a series  of  46  lumbar  sympathectomies, 
Harris,  and  Harris  and  McDonald  obtained  good 
results  in  children  with  residual  paralysis  follow- 
ing anterior  poliomyelitis.6,7  Hyperemia  was 
maintained  in  32  cases.  Accelerated  rate  of 
growth  on  the  operated  side  was  noted  in  26  cases 
of  the  series.  Similar  results  were  obtained  by 
Telford,  and  White  and  Smithwick.8,9 

The  mechanism  of.  vasospasm  can  be  summa- 
rized briefly  as  a defense  mechansim  of  tissue  re- 
sponse. When  an  irritable  focus  is  established 
in  the  periphery,  the  organism  reacts  by  vaso- 
spasm and  exudate.  These  usually  subside  at 
the  time  healing  is  completed.  However,  if  an 

Presented  at  the  Clinical  Conference,  Kingston  Avenue 
Hospital  for  Communicable  Diseases,  Brooklyn,  October  7, 
1048. 


irritative  focus  persists,  a reflex  arc  producing 
pain  and  spasm  is  established.  This  arc  may  per- 
petuate itself  through  the  internuncial  pool  and 
eventually  involve  the  sympathetic  motor  neuron 
cells  in  the  lateral  horn.10,11  As  a corollary  we 
can  recognize  that  direct  involvement  not  only 
of  the  lateral  horn  but  also  of  the  sympathetic 
chain  can  produce  a similar  picture. 

It  can  readily  be  seen  that  interruption  of  the 
cycle  of  reflexes  is,  therefore,  the  method  of 
choice.  The  results  achieved  in  cases  of  trauma 
with  the  intravenous  administration  of  procaine 
have  indicated  that  the  symptom-complex  of 
pain  may  be  controlled  in  this  way.12-14 

Material 

In  the  summer  of  1948,  159  cases  of  acute  an- 
terior poliomyelitis  were  admitted  to  the  Kings- 
ton Avenue  Hospital.  Eighty  cases  were  not 
treated  by  the  method  to  be  described  because 
they  were  of  the  bulbar  type,  because  they  pre- 
sented no  evidence  of  pain  or  spasm,  or  because 
they  showed  pure  anterior  horn  involvement. 
Cases  of  the  bulbar  types  were  excluded,  since ! 
the  occurrence  of  fatality  might  have  been  attrib- 
uted erroneously  to  the  method  of  treatment. 
The  remaining  79  cases  were  treated  with  intra- 
venous infusions  of  procaine,  by  administration 
of  Priscol,  or  by  diethylaminoethanol.*  No 
deaths  resulted  in  the  treated  group. 

Although  this  investigation  was  originally 
undertaken  to  determine  the  efficacy  of  procaine 
hydrochloride  administered  intravenously  in 
cases  of  acute  poliomyelitis,  it  was  thought  worth- 
while to  investigate  Priscol  hydrochloride  (2- 
benzl-4,5  imidazoline  hydrochloride)  also,  be- 
cause of  its  known  sympatholytic  action  and  di- 1 
ethylaminoethauol  hydrochloride  decause  of  its  : 
procaine-like  action  as  an  analgesic.6,15-18 

Dosage  and  Administration 

1 luring  the  first  month  of  this  three-month  sur-  j 
vcy,  therapy  in  all  cases  was  instituted  only  after 
the  patient’s  temperature  returned  to  normal  in 

* Procaine  hydrochloride  used  was  the  product  “Novo- 
cain,” generously  donated  by  the  Department  of  Medical 
Research,  Winthrop-Stearns,  Inc.;  Priscol  hydrochloride 
used  was  generously  donated  by  Ciba  Pharmaceutical 
Products,  Inc.,  and  diethylaminoethanol  hydrochloride  was  j 
generously  donated  by  the  Department  of  Medical  Research. 
Winthrop-Stearns,  Inc. 
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order  to  exclude  the  possibility  that  any  compli- 
cations resulting  directly  from  the  disease  itself 
be  wrongly  attributed  to  the  method  of  treat- 
ment. When  it  was  observed  that  this  method 
produced  no  toxic  manifestations,  acute  febrile 
patients  were  treated  routinely. 

Procaine  Hydrochloride — Based  on  previous  ex- 
perience, the  amount  of  procaine  hydrochloride 
administered  intravenously  was  calculated  on  the 
basis  of  the  “procaine  unit”:  4 mg.  per  Kg.  of 
body  weight.12-14,19  A 0.1  per  cent  (1:1000)  so- 
lution in  isotonic  saline  was  used.  Infusions  were 
given  on  a symptomatic  basis.  A “flowrator,” 
an  instrument  for  measuring  accurately  the  rate 
of  flow,  was  used.20 

Priscol  Hydrochloride — The  optimal  dose  was 
standardized  according  to  the  patient’s  age. 

Adolescents  and  adults  received  50  mg.  intra- 
muscularly every  four  hours  for  forty-eight  hours 
and  were  then  placed  on  a similar  dose  adminis- 
tered orally. 

Children  over  five  years  of  age  were  given  25 
mg.  intramuscularly  every  four  hours  for  forty- 
eight  hours  and  were  then  placed  on  a similar 
dose  administered  orally.  Children  unable  to 
take  the  tablets  orally  were  given  elixir  of  Priscol. 

Children  under  five  years  of  age  received  an 
initial  dose  of  10  mg.  of  elixir  of  Priscol.  Each 
succeeding  dose  was  increased  every  four  hours 
by  10  mg.  until  flushing  or  goose  flesh  was  noted, 
manifestations  which  were  taken  to  indicate  the 
optimal  dose  for  the  patient. 

Diethylaminoethanol  Hydrochloride — One  to  two 
grams  in  tablet  form  were  administered  orally  in 
four  divided  doses  daily. 

Clinical  Data 

Four  cases  were  treated  by  the  intravenous  ad- 
ministration of  procaine  hydrochloride;  73  cases 
were  treated  with  Priscol  hydrochloride  and  two 
with  diethylaminoethanol.  Acute  pain  was  re- 
lieved in  all  cases  within  a period  of  twenty  min- 
utes to  eight  hours,  with  procaine  hydrochloride 
giving  the  quickest  and  diethylaminoethanol  the 
slowest  response.  Increasing  relief  of  pain  was 
obtained  with  succeeding  administration  to  the 
point  of  complete  relief,  at  which  time  the  pa- 
tients were  discharged  or  transferred  to  orthopedic 
institutions. 

No  deleterious  side  reactions  from  the  use  of 
these  three  drugs  were  noted.  Five  per  cent  of 
the  patients  to  whom  Priscol  was  administered 
in  the  febrile  stage  of  the  disease  developed  nau- 
sea and  vomiting.  When  this  undesirable  re- 
action occurred,  therapy  was  not  discontinued, 
but  intravenous  infusions  of  10  per  cent  glucose 
in  isotonic  saline  were  given  in  addition.  All 
nausea  and  vomiting  ceased  when  the  patient  be- 
came afebrile.  None  of  the  patients  developed 


diarrhea.  In  the  majority  of  the  cases  treated, 
the  constipation  period,  so  frequently  encountered 
in  this  disease,  was  shortened. 

Complete  relief  of  pain  was  achieved  in  from 
one  to  fourteen  days.  However,  in  no  case  did 
the  acute  pain  persist  for  more  than  twenty-four 
hours.  Although  some  patients  had  some  deep 
muscle  tenderness  upon  pressure  or  some  mild 
skin  or  subcutaneous  hyperesthesia  at  the  time 
of  transfer,  they  were  sufficiently  improved  to 
undergo  orthopedic  aftercare. 

Three  cases  in  this  series  presented  typical  pro- 
dromal signs  and  symptoms  of  acute  anterior 
poliomyelitis  and  upon  admission  presented  all 
the  classical  signs  of  fever,  rigidity  of  the  spine, 
excruciating  pain,  weakness,  and  oscillometric 
changes  in  the  extremities  involved.  However, 
repeated  spinal  punctures  failed  to  reveal  any  in- 
crease in  cellular  elements  or  protein.  These 
patients  were  treated  and  classified  as  acute 
poliomyelitis  with  only  sympathetic  ganglia  in- 
volvement. They  were  discharged  after  treat- 
ment. 

Repeated  blood  counts  and  urinalyses  on  all 
cases  revealed  no  change  from  the  use  of  these 
drugs.  No  abnormal  findings  could  be  detected. 

The  following  cases  are  t ypical  of  our  results . 

Case  Reports 

Case  1. — F.  H.,  a fourteen-year-old  white  boy,  was 
admitted  on  July  16,  1948.  The  onset  of  symptoms 
began  five  days  prior  to  admission  when  he  com- 
plained of  low  back  pain,  followed  by  headache,  sore 
throat,  and  fever.  He  soon  developed  weakness  of 
both  lower  extremities.  On  the  day  of  admission 
he  complained  of  headache,  stiff  neck,  backache,  and 
weakness  of  lower  extremities.  Generalized  hyper- 
esthesia was  noted,  especially  in  the  lower  extremi- 
ties and  right  upper  extremity.  Cerebrospinal 
fluid  findings  were  typical  of  acute  poliomyelitis. 

On  July  22,  six  days  after  admission,  he  was  afe- 
brile. He  complained  of  extreme  pain  in  the  lower 
extremities  and  back.  There  was  marked  hamstring 
and  adductor  tenderness  in  both  lower  extremities. 
Palpation  of  both  femoral  and  popliteal  arteries  was 
extremely  painful.  Palpation  of  the  right  brachial 
artery  was  painful,  but  the  left  brachial  artery  was 
not  tender.  Oscillometric  readings,  accomplished 
with  difficulty  because  of  the  discomfort  of  the 
cuffs,  were  indicative  of  vasospasm.  The  left  upper 
extremity  readings  were  within  the  normal  limits. 

An  intravenous  infusion  of  250  mg.  of  procaine 
hydrochloride  was  given.  Immediately  after  the 
infusion,  there  was  relief  of  back  pain  and  a slight 
increase  in  motility  of  the  involved  extremities. 
Decreased  tenderness  over  the  major  vessels  was 
noted.  That  night  for  the  first  time  since  the  onset 
of  the  disease  the  patient  slept  well.  Oscillometric 
readings  were  unchanged. 

He  received  a total  of  four  intravenous  infusions 
of  procaine  hydrochloride  up  to  August  4,  1948,  at 
which  time  lie  was  sufficiently  improved  to  warrant 
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transfer  for  orthopedic  care.  There  was  no  spon- 
taneous pain  or  hypersensitivity  present,  although 
some  deep  muscle  tenderness  could  be  elicited.  In- 
creased muscle  activity  and  power  was  noted.  Be- 
tween August  4,  1948,  and  August  21,  1948,  his  date 
of  transfer,  he  received  Priscol  orally. 

Case  2 — A.  F.,  a six-year-old  white  boy,  was  ad- 
mitted on  September  8,  1948,  with  a history  of  an 
eight-day-old  illness  starting  with  fever,  abdominal 
pain,  vomiting,  and  headache.  Four  days  prior  to 
admission  he  was  admitted  to  another  institution 
with  a stiff  neck,  tremors  of  all  extremities,  and 
weakness  of  the  right  upper  and  lower  extremities. 
Cerebrospinal  fluid  findings  were  typical  of  the  dis- 
ease. On  admission  he  was  semi-stuporous,  re- 
sponding only  on  prodding.  There  was  marked 
rigidity  of  the  back  and  neck.  Movement  of  all  ex- 
tremities was  present  except  that  they  were  held 
rigid  in  muscular  spasm.  All  reflexes  were  hyper- 
active and  equal.  The  abdominal  reflexes  were 
sluggish.  The  Babinski  reflex  was  present  on  the 
left  side.  Cranial  nerve  examination  was  suggestive 
of  a right  facial  paralysis.  There  was  a diminished 
gag  reflex.  Upon  admission  he  was  given  Priscol 
in  25-mg.  doses  as  described  above. 

Fever  diminished  by  the  eighth  day  after  ad- 
mission to  this  hospital  at  which  time  there  were 
marked  intention  tremors  of  all  extremities,  espe- 
cially on  the  left  side.  Psyche  improved,  but  his 
speech  was  still  hesitant  and  sluggish. 

One  hundred  milligrams  of  procaine  hydrochloride 
were  given  intravenously  with  immediate  improve- 
ment: diminution  of  tremors — tonic  and  clonic 
contractions — decrease  in  back  rigidity,  and  in- 
creased ability  to  control  his  tremors  by  concen- 
tration. 

On  the  tenth  day  after  admission  progress  was 
noted:  the  tremors  had  decreased  markedly,  speech 
response  was  faster,  and  the  patient  was  able  to  sit 
up  voluntarily  without  difficulty.  Another  procaine 
infusion  was  given.  At  the  time  of  transfer  four 
days  later,  he  was  able  to  sit  and  stand  without  diffi- 
culty and  with  only  a mild  residual  intentional  tre- 
mor. There  was  no  demonstrable  muscle  weakness. 

Case  8. — L.  S.,  a thirteen-year-old  white  boy, 
was  admitted  on  September  13,  1948,  with  a typical 
history  of  fever,  vomiting,  generalized  pain,  and 
weakness  in  the  extremities.  Cerebrospinal  fluid 
findings. were  typical  of  the  disease.  On  admission, 
rigidity  of  the  neck  and  back  muscles  were  noted. 
Paravertebral  tenderness  was  noted.  The  upper 
extremities  were  painful.  Coldness,  cyanosis,  and 
hyperhydrosis  of  the  hands  and  feet  were  noted. 
Oseillometric  readings  showed  diminished  excur- 
sions in  all  extremities,  typical  of  our  previous  find- 
ings. Marked  tenderness  was  noted  over  femoral, 
popliteal,  brachial,  and  axillary  arteries.  Priscol 
hydrochloride  was  given  as  described  above  with  re- 
markable results.  Within  twenty-four  hours  pain 
diminished,  neck  and  back  rigidity  was  diminished, 
coldness  of  the  extremities  was  absent,  cyanosis  ab- 
sent, and  hyperhydrosis  diminished.  Tenderness 
over  the  major  arteries  was  diminished.  Progress 
was  very  rapid  in  this  patient,  and  he  was  discharged 
on  September  20,  1948,  seven  days  after  admission. 


The  next  case  falls  into  the  classification  of  the 
type  described  above  in  which  cerebrospinal 
fluid  findings  were  negative.  This  type  of  case 
was  formerly  not  diagnosed  as  acute  poliomye- 
litis. 

Case  4- — V.  W.,  a twenty-year-old  white  girl,  was 
taken  ill  on  August  20,  1948,  one  day  prior  to  ad- 
mission. She  complained  of  headache,  dizziness, 
diplopia,  and  weakness  of  both  lower  extremities. 
At  the  time  of  admission  there  was  nuchal  rigidity, 
vertical  nystagmus,  absent  abdominal  reflexes,  and 
weakness  of  the  abductors,  adductors,  extensors, 
and  dorsiflexors  of  the  lower  extremities.  Reflexes 
were  classified  as  three  plus.  Skin  hyperesthesia 
was  so  marked  that  bed  clothes  could  not  be  toler- 
ated. Cerebrospinal  fluid  examination  revealed  no 
cells  and  36  mg.  of  protein.  Oseillometric  readings 
showed  excursions  of  1 on  the  right  and  1J4  on  the 
left.  The  femoral  and  popliteal  arteries  were  tender, 
and  pressure  over  their  course  increased  the  pain. 

Within  twenty-four  hours  after  initiation  of  Pris- 
col therapy,  pain  was  absent.  The  hyperesthesia, 
which  was  so  marked  the  day  before,  was  so  dimin- 
ished that  only  a few  isolated  areas  in  the  lower  ex- 
tremities could  be  detected.  Tenderness  over  the 
maj  or  arteries  was  less.  However,  deep  muscle  pres- 
sure over  the  calf  and  paravertebral  muscles  still  pro- 
duced some  pain.  Weakness  in  the  lower  extremities 
was  stillpresent.  Repetition  of  oseillometric  readings 
revealed  no  apparent  or  remarkable  change.  On 
August  24,  1948,  three  days  after  admission,  there 
were  no  complaints,  pain,  tenderness,  or  weakness. 
Re-examination  of  the  cerebrospinal  fluid  showed  6 
cells  and  33  mg.  of  protein  on  August  28,  seven  days 
after  admission  and  eight  days  after  the  onset  of 
symptoms.  This  patient  was  discharged  with  no 
apparent  residual  defect  and  was  returned  to  the 
care  of  her  private  physician. 

Diethylaminoethanol  was  used  in  two  cases  be- 
cause it  was  believed  to  be  the  active  principle 
in  the  action  of  procaine.12  Brodie  and  his  co- 
workers have  suggested  that  in  many  cases  this 
substance  mimics  the  action  of  procaine  but  that 
larger  doses  are  required.18 

Case  5. — M.  M.,  an  eleven-year-old  white  girl, 
was  admitted  on  August  24,  1948,  with  a history  of 
headache,  general  abdominal  pain,  and  pain  in  both 
thighs  of  two  days  duration.  Physical  examination 
revealed  femoral  artery  pain  and  tenderness  and 
hyperesthesia  and  spasm  of  the  hamstrings.  Cere- 
brospinal fluid  examination  on  the  day  of  admission 
revealed  only  2 lymphocytes  and  36  mg.  of  protein. 
She  was  placed  on  diethylaminoethanol,  250  mg. 
every  four  hours  for  four  doses  daily.  There  was 
gradual  diminution  of  hyperesthesia  and  pain,  and 
on  August  28  there  was  no  pain  or  hyperesthesia 
Repetition  of  spinal  fluid  examination  on  August  31 
revealed  90  lymphocytes  and  26  mg.  of  protein. 
Oseillometric  changes  were  not  increased,  remaining 
in  the  vicinity  of  3 in  both  lower  extremities.  Phys- 
ical examination  revealed  weakness  of  the  left  leg. 
Cyanosis  of  both  lower  extremities  was  noted  when 
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the  child  was  allowed  to  stand.  Although  at  this 
time  she  was  ready  for  transfer,  she  was  observed 
for  two  more  weeks  to  detect  any  changes  in  oscillo- 
metric  readings  or  cyanosis  while  under  Priscol 
therapy.  None  were  detected. 

Discussion 

The  role  that  vascular  involvement  plays,  not 
only  in  the  symptomatology  of  this  disease  but 
also  in  the  physical  signs,  is  of  prime  importance. 
It  is  generally  agreed  that,  at  the  time  of  ad- 
mission to  a hospital  or  at  the  time  that  the  diag- 
nosis is  made,  the  destruction  of  nerve  structures 
by  the  virus  has  been  accomplished.  All  of  the 
patients  in  this  series  complained  of  pain  of  vary- 
ing intensity.  In  no  instance  was  a specific  de- 
scription or  localization  obtainable.  Early  in 
our  observations  we  recognized  that  hypersensi- 
tivity was  present  in  the  skin  and  superficial 
fascia  without  muscular  tenderness  and  vice 
versa.  The  area  involved  in  skin  hyperesthesia 
usually  corresponded  to  somatic  distribution. 
This  type  of  hyperesthesia  responded  very  dra- 
matically to  either  procaine  administered  intra- 
venously or  Priscol. 

However,  deep  muscle  pain  and  muscular 
spasm  was  found  to  be  intimately  involved  with 
the  main  vascular  supply.  All  cases  with  spasm 
of  the  hamstring  muscles  were  found  to  have  ex- 
quisite tenderness  of  the  femoral  artery  and  the 
popliteal  artery.  The  irritability  of  the  vascu- 
lar tree  in  one  case  was  so  marked  that  simple 
pressure  over  the  posterior  tibial  artery  at  the 
ankle  produced  a violent  cremasteric  reflex. 
The  case  histories  given  are  descriptive  of  the 
role  played  by  vasospasm,  not  only  in  the  symp- 
tomatology but  also  in  the  residual  defects. 

Smith  and  his  coworkers  presented  clinical 
evidence  that  blood  vessels  were  in  spasm  in  12 
cases  tested  with  the  oscillometer.6  Many  of 
the  cases  in  our  series  confirmed  this  finding. 
Those  cases  in  which  oscillometric  readings  were 
not  obtained  could  not  bear  the  application  of  the 
blood  pressure  cuff.  In  view  of  the  manifesta- 
tions of  inadequate  circulation  in  extremities 
partially  or  completely  paralyzed  as  a result  of 
acute  poliomyelitis,  benefit  to  the  patient  might 
be  expected  from  sympathetic  release.  Many 


investigators  by  means  of  sympathetic  denerva- 
tion have  improved  the  circulation  and  the 
rate  of  growth  of  bone. 

Further  studies  are  in  progress  regarding  the 
comparative  efficacy,  tolerance,  and  method  of 
administration  of  these  drugs. 


Conclusion 


1.  Procaine  hydrochloride,  Priscol  hydro- 
chloride, and  diethylaminoethanol  hydrochloride 
have  been  used  in  a series  of  79  cases  of  acute 
anterior  poliomyelitis.  The  rationale  for  the  use 
of  sympatholytic  agents  in  this  disease  has  been 
discussed. 

2.  Although  symptom  relief  of  pain  and  spasm 
was  obtained  in  all  cases,  this  report  must  be  con- 
sidered as  a preliminary  study.  Further  investi- 
gation of  this  method  is  warranted. 
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A pleurisy  with  effusion  is  frequently  followed 
within  a few  years  by  frank  pulmonary  tubercu- 
losis.— Exchange 


Renal  and  bone  tuberculosis  are  associated  about 
as  often  as  either  is  with  pulmonary  tuberculosis. — 
Exchange 


DIETHYLSTILBESTROL  IN  THE  TREATMENT  OF  IDIOPATHIC 
REPEATED  ABORTION 

Bernard  Lapan,  M.D.,  New  York  City 

( From  the  Departments  of  Obstetrics  and  Gynecology  of  the  Lebanon  and  Jewish  Memorial  Hospitals ) 


INTEREST  has  centered  around  the  treat- 
ment of  repeated  abortion  by  estrogens, 
particularly  diethylstilbestrol,  since  Karnakv 
published  his  original  work  in  1942. 1 Vaux  and 
Rakoff  have  recommended  the  combined  use 
by  injection  of  estrogen,  in  the  form  of  estradiol 
benzoate,  with  progesterone.2  However,  the 
oral  use  of  diethylstilbestrol  alone  has  the  obvious 
advantages  of  convenience  and  economy.  In 
1947,  Karnaky  demonstrated  that  pregnant 
women  could  tolerate  diethylstilbestrol  in  doses 
of  up  to  250  mg.  daily.3 

According  to  Hertig  and  Livingstone,  only 
about  4 to  10  per  cent  of  all  spontaneous  abor- 
tions are  due  to  a recurrent  factor,  and  it  is  in 
this  group  of  cases  that  therapy  appears  to  be  of 
greatest  value  because  the  spontaneous  cure 
rate  in  the  others  is  high.4  After  a single  abor- 
tion, the  spontaneous  cure  rate  is  almost  90 
per  cent,  after  two  abortions  over  60  per  cent, 
and  after  three  abortions  about  16  per  cent, 
according  to  the  calculations  of  Eastman.5 

Beginning  in  1945,  the  author  found  that 
diethylstilbestrol  used  orally  in  the  treatment  of 
threatened  abortion  and  the  prophylaxis  of 
repeated  abortion  was  simpler,  more  economic, 
and  as  effective  as  the  administration  of  human 
pregnancy  serum  by  intramuscular  injection, 
recommended  by  Rosenfeld.0  It  was  found  also 
to  be  more  successful  than  the  use  of  vitamin  E, 
progesterone,  or  thyroid  used  singly  or  in  com- 
bination. 

There  is  experimental  evidence  to  maintain  a 
rational  basis  for  the  use  of  estrogens  in  the  pre- 
vention of  abortion.  It  has  been  shown,  for 
example,  by  Robson  that  the  function  of  the 
corpus  luteum  can  be  maintained  in  hypophysec- 
tomized  pregnant  animals  by  the  administration 
of  estrogens.7’8  Heckel  and  Allen  were  able  to 
prolong  pregnancy  in  experimental  animals  by 
the  use  of  synthetic  estrogens.9  The  excretion  of 
pregnandiol  in  pregnant  women  has  been  dem- 
onstrated by  Smith,  Smith,  and  Hurwitz  to 
rise  as  a result  of  diethylstilbestrol  medication.10 
They  worked  out  a dosage  schedule  which  begins 
with  5 mg.  daily  at  seven  weeks  and  ends  with 
125  mg.  at  the  thirty-fifth  week.  References 
are  given  in  their  article  to  other  experimental 
work.  Davis  and  Fugo,  however,  in  a recent 
study  found  no  increased  excretion  of  pregnandiol 
with  any  of  the  hormones  except  progesterone.11 


Reliance  must,  in  the  last  analysis,  be  placed  on 
the  clinical  observations  as  to  the  efficacy  of  this 
medication.  No  repeated  pregnandiol  excretion 
studies  were  done  in  our  patients. 

Four  cases  which  we  consider  examples  of  the 
effectiveness  of  diethylstilbestrol  therapy  are 
presented.  They  represent  a group  in  which  no 
organic  causative  factors,  such  as  fibromyo- 
mata,  could  be  found  and  in  which  15  previous 
pregnancies  had  resulted  in  only  three  live 
births.  During  the  same  period  of  time,  there 
were  two  similar  cases  observed  which  failed  to 
respond  to  treatment.  In  one  patient,  a hysterog- 
raphy  performed  after  abortion  revealed  sub- 
mucous fibroids,  while  in  the  other  hydropic 
villi  and  the  absence  of  a fetus  were  noted. 
The  group  is  a small  one,  but  the  cases  deserve 
attention  because  of  their  successful  response  to 
treatment. 

All  our  patients  were  started  on  diethylstil- 
bestrol orally  in  dosage  of  5 mg.  daily  as  soon  as  a 
definite  diagnosis  of  pregnancy  was  made.  The 
dosage  was  increased  over  a period  of  one  to 
four  months  to  about  25  mg.  daily.  One  patient 
received  50  mg.  daily.  If  cramps  or  bleeding 
indicated  a threatened  abortion,  the  dosage  was 
increased  immediately  to  at  least  20  mg.  daily, 
even  in  early  pregnancy.  Thyroid  was  used  in 
all  four  cases  and  progesterone  in  two,  but  these 
had  been  used  previously  without  effect,  so  that 
we  did  not  consider  them  of  importance  in  the 
final  outcome. 

Case  Reports 

Case  1. — R.  F.,  aged  thirty,  para  I,  gravida  VI, 
applied  for  prenatal  care  on  June  9,  1947,  at  which 
time  she  was  approximately  four  weeks  preg- 
nant. She  had  been  married  in  1936,  and  in  1937  a 
full-term  normal  pregnancy  resulted  in  delivery  of  a 
living  baby.  In  1940,  she  had  a laparotomy  for  an 
ectopic  pregnancy,  and  in  1941  another  operation  for 
an  ovarian  cyst.  Her  third  pregnancy,  in  1942, 
resulted  in  a spontaneous  abortion  at  three  months. 
In  spite  of  bed  rest  and  progesterone,  a fourth  preg- 
nancy in  1944  ended  in  a spontaneous  abort  ion  at  six 
months,  and  a fifth  in  1946  terminated  in  a spon- 
( ancous  abortion  at  four  months. 

The  patient  now  appeared,  pregnant  the  sixth 
time,  her  expected  date  of  delivery  being  February  6, 
1948,  and  with  a history  of  having  already  “stained.” 
Examination  of  the  heart  showed  a systolic,  apical 
murmur.  Blood  pressure  was  normal,  Wassermann 
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negative,  and  Rh  factor  positive.  Basal  metabolic 
rate  was  normal. 

Oral  diethylstilbestrol  was  begun  in  doses  of  5 mg. 
daily.  This  was  gradually  increased  to  25  mg.  daily, 
but  a generalized  maculopapular  erythematous 
eruption  developed  which  receded  when  the  dosage 
was  reduced  to  15  mg.  daily.  Moderate  hydramnios 
and  marked  general  abdominal  enlargement  were 
noted  from  the  fourth  month  on.  The  total  weight 
gain  was  27  pounds. 

No  further  staining  occurred,  but  on  December  11, 
eight  weeks  before  term,  the  membranes  ruptured 
spontaneously,  and  the  patient  was  admitted  to  the 
hospital  for  complete  bed  rest.  There  was  an  ex- 
cessively large  flow  of  amniotic  fluid.  The  diethyl- 
stilbestrol dosage  was  increased  to  30  mg.  daily,  but 
labor  ensued,  with  spontaneous  delivery  of  a baby 
boy  weighing  3 lb.,  10  oz.,  who  did  well  on  routine 
premature  care.  The  mother’s  postpartum  course 
was  uneventful,  except  for  a rather  marked  degree  of 
breast  engorgement  which  developed  about  ten  days 
after  delivery. 

Case  2. — F.  G.,  aged  thirty-four,  para  0,  gravida 
IV,  was  first  seen  on  April  21,  1947,  when  about  four 
weeks  pregnant.  Previous  medical,  surgical,  and 
menstrual  histories  were  normal.  She  was  married 
in  1933  and  after  five  years  of  infert  ility  became  preg- 
nant. She  aborted  spontaneously  in  1938  at  two 
and  a half  months.  This  was  followed  by  four  more 
years  of  sterility.  In  1942,  she  became  pregnant  a 
second  time  and  aborted  spontaneously  at  three 
months.  Early  in  1946,  a third  pregnancy  ended  in 
a spontaneous  abortion  at  four  weeks.  This  was 
her  fourth  pregnancy,  the  expected  date  of  delivery 
being  December  15,  1947. 

Examination  showed  no  abnormal  findings.  She 
was  Rh  negative  and  her  husband  Rh  positive,  but  it 
was  felt  that  this  could  have  no  effect  on  the  clinical 
picture  because  she  had  never  carried  past  the  third 
month,  and  there  was  no  history  of  previous  blood 
transfusions.  Wassermann  test  was  negative. 
Basal  metabolic  rate  was  normal. 

Diethylstilbestrol  was  given  in  doses  beginning 
with  5 mg.  daily  and  increased  to  25  mg.  daily.  It 
was  noted  that  the  abdomen  was  unusually  large 
from  the  third  month  on,  in  addition  to  which  the 
fundus  itself  was  consistently  higher  than  expected 
from  the  history.  Total  weight  gain  was  26  lb. 

In  September,  a considerable  degree  of  epigastric 
discomfort  and  dyspnea  developed.  Labor  began 
spontaneously  on  October  21,  1947,  while  she  was 
still  receiving  medication,  eight  weeks  before  term, 
and  the  patient  was  delivered  on  the  following  day  of 
girl  twins  weighing  3 lb.  2 oz.,  and  3 lb.  5 oz.  each. 
The  postpartum  course  was  uneventful,  and  the 
babies  did  well. 

Case  3. — R.  R.  was  first  seen  at  age  twenty-six 
in  April,  1939,  when  she  was  treated  for  cervical 
erosion.  Past  medical,  surgical,  and  menstrual 
histories  were  normal.  She  had  been  married  in 

1937. 

In  July,  1941,  the  patient  aborted  spontaneously 
after  a four  weeks  pregnancy,  ller  second  preg- 
nancy was  normal,  and  she  delivered  in  December, 

1942. 


In  April,  1945,  her  third  pregnancy  resulted  in  a 
spontaneous  abortion  at  the  eighth  week,  after  two 
weeks  of  bleeding  and  in  spite  of  previous  thyroid 
and  progesterone  medication.  Basal  metabolic  rate 
was  normal,  and  her  husband’s  semen  showed  no 
abnormalities.  Blood  grouping  was  Rh  positive. 

She  was  permitted  to  undertake  a fourth  preg- 
nancy on  thyroid  and  progesterone,  but  this  also 
ended  in  a spontaneous  abortion  at  six  weeks  in 
.January,  1946. 

In  December,  1946,  she  became  pregnant  for  the 
fifth  time,  now  para  I,  gravida  V,  and  was  immedi- 
ately started  on  diethylstilbestrol  5 mg.  daily. 
After  two  weeks,  the  dose  was  increased  to  15  mg. 
daily.  In  spite  of  this,  mild  vaginal  bleeding  began 
on  February  14,  and  bed  rest  was  ordered  with  di- 
ethylstilbestrol increased  to  20  mg.  daily. 

In  March,  a marked  degree  of  abdominal  disten- 
tion appeared  which  seemed  to  be  caused  by  intes- 
tinal and  abdominal  wall  relaxation.  During  July 
and  August,  a mild  glycosuria  with  1 per  cent  sugar 
appeared.  Fasting  blood  sugar  was  112  mg.  per 
cent.  A trace  of  albumin  in  her  urine,  slight  ankle 
edema,  and  blood  pressure  of  160/90  indicated  a mild 
toxemia.  A low  salt,  low  carbohydrate  diet  was 
begun,  with  good  response. 

Her  expected  date  of  delivery  was  September  21, 

1947.  The  diethylstilbestrol  was  discontinued  on 
August  21.  On  September  5,  she  ruptured  mem- 
branes spontaneously,  with  the  loss  of  an  unusually 
large  quantity  of  amniotic  fluid,  and  she  was  de- 
livered normally  of  a baby  girl  weighing  6 lb.  7 oz. 
There  was  no  evidence  of  postpartum  glycosuria,  and 
her  further  course  was  uneventful. 

Case  Jj.. — d|I.  S.,  thirty-two  years  old,  was  first 
seen  in  October,  1946.  She  had  been  married  in 
1939,  and  early  in  1942  had  a spontaneous  abortion 
at  three  months.  Her  second  pregnancy  was  com- 
plicated by  intermittent  vaginal  bleeding,  for  which 
she  received  progesterone  injections  and  bed  rest  to 
the  eighth  month,  followed  by  the  normal  delivery 
of  an  8V2  lb.  boy  in  1943.  A third  pregnancy  in 
1946  was  also  complicated  by  vaginal  bleeding  and 
ended  as  a missed  abortion  at  about  the  sixteenth 
week,  requiring  curettage.  She  was  now  contem- 
plating a fourth  pregnancy  and  was  anxious  to  re- 
ceive treatment  from  the  onset. 

Physical  examination  was  essentially  normal. 
There  was  a moderate  cervical  erosion  which  was 
cauterized.  Basal  metabolic  rate  was  normal. 
The  husband’s  semen  was  examined  and  found  to  be 
normal.  Rh  factor  was  positive,  and  Wassermann 
reaction  was  negative. 

The  patient  was  now  a para  I,  gravida  IV.  Di- 
ethylstilbestrol, 5 mg  daily,  was  begun  as  soon  as 
the  diagnosis  of  pregnancy  was  made. 

The  expected  date  of  delivery  was  January  13, 

1948.  In  July,  she  complained  of  cramps  and  was 
advised  to  curtail  her  activities.  She  did  well  other- 
wise, but  an  unusual  degree  of  uterine  and  abdominal 
enlargement  was  noted.  Diethylstilbestrol  dosage 
was  at  a level  of  25  mg.  daily,  but  on  November  12, 
mild  labor  pains  began,  and  the  dosage  was  raised  to 
50  mg.  daily.  Total  weight  gain  was  30  lb.  On 
November  23,  while  she  was  still  receiving  therapy, 
the  membranes  ruptured  spontaneously,  followed  by 
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delivery  of  a baby  boy  weighing  4 lb.  6 oz.  The 
postpartum  course  was  uneventful. 

Discussion 

All  these  cases  showed  a tendency  to  pre- 
mature termination  of  the  pregnancy  as  indicated 
either  by  bleeding  or  uterine  contractions.  Fur- 
thermore, they  were  actually  all  delivered  before 
term,  respectively,  seven  weeks,  eight  weeks, 
sixteen  days,  and  six  weeks  prematurely.  Be- 
cause of  these  facts,  we  feel  that  all  would  have 
aborted  early  if  stilbestrol  had  not  been  given. 

The  greatest  dosage  of  diethylstilbestrol  was 
50  mg.  daily,  used  in  one  case,  while  the  others 
received  approximately  25  mg.,  far  below  the 
maximum  recommended  by  the  Smiths.10  How- 
ever, the  drug  was  begun  immediately,  usually 
at  the  fourth  week,  instead  of  at  the  seventh 
week,  and  the  amount  was  increased  more  rapidly 
than  the  Smiths  suggested. 

There  was  no  marked  nausea  or  vomiting 
apparent,  as  a result  of  the  administration  of  the 
drug.  One  patient  (Case  1)  developed  a gen- 
eralized eruption  which  cleared  up  with  the 
reduction  of  the  dose.  A definite  increase  of 
early  abdominal  distention  was  noted  in  all 
cases,  due  apparently  to  relaxation  of  the  ab- 
dominal wall  and  intestinal  tract  as  well  as  to 
increased  amniotic  fluid.  This  statement  does 
not  apply,  of  course,  to  Case  2,  where  the  factor 
of  twin  pregnancy  was  sufficient  to  cause  poly- 
hydramnios. 

The  abdominal  enlargement  also  has  been  a 
constant  feature  in  a high  percentage  of  other 
patients  receiving  stilbestrol  for  threatened 
abortion  and  may  be  related  to  some  pharmaco- 
logic action  of  the  drug  in  pregnancy.  It  may  be 
speculated  that  there  is  a direct  relaxing  effect 
on  the  smooth  muscle  of  the  uterus  and  abdominal 
cavity  or  some  change  in  the  amnion. 

A Friedman  test  for  pregnancy  was  done  in  all 
cases  to  confirm  the  diagnosis.  This  was  con- 
sidered important  because  the  pharmacologic 
action  of  diethylstilbestrol  may  produce  a 
pseudocyesis  through  its  inhibition  of  ovulation 
and  menses,  its  production  of  engorgement  and 
pigmentation  of  breasts,  and  its  causing  nausea. 

No  delay  in  lactation  was  noted  postpartum, 


even  when  diethylstilbestrol  was  continued  to 
the  date  of  delivery.  Neither  was  there  any 
increase  in  immediate  or  delayed  postpartum 
bleeding.  The  placenta  on  gross  examination 
was  normal  in  all  cases,  and  involution  of  the 
uterus  was  not  delayed. 

All  infants  survived  and  have  been  well  since 
birth.  The  possibility  of  some  latent  effects 
on  the  reproductive  and  endocrine  system  of  the 
infant  resulting  from  the  high  dosage  estrogen 
therapy  must  be.  borne  in  mind  as  indicated  by 
the  work  of  Greene,  Burrill,  and  Ivy  in  experi- 
mental animals.12  Furthermore,  we  would  avoid 
this  therapy  in  any  patient  with  a family  history 
of  malignant  disease. 

We  have  used,  but  have  not  obtained  satis- 
factory results  with,  diethylstilbestrol  in  the 
ordinary  case  of  threatened  abortion.  It  is  our 
opinion  that  the  drug  is  indicated  only  where 
recurrent  endocrine  factors  are  present  and  in  the 
true  habitual  aborter. 

Summary 

Diethylstilbestrol  in  doses  increased  from  5 
to  25  mg.  daily  is  a useful  drug  in  the  prophylactic 
treatment  of  repeated  idiopathic  abortions. 
Larger  doses  appear  to  be  unnecessary. 

Four  cases  are  presented  to  illustrate  successful 
results  in  a group  where  the  previous  rate  of 
live  births  was  only  20  per  cent. 

1882  Grand  Concourse 
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IMPORTANCE  OF  SPUTUM  EXAMINATION 
It  has  been  estimated  that  nearly  4 per  cent  of  all 
persons  who  visit  physicians’  offices  complain  of 
cough  or  expectoration.  The  alert  physician  will 
insist  upon  a sputum  examination  of  all  such  pati- 
ents. Such  practice  will  be  rewarded  by  the  dis- 


covery of  tubercle  bacilli  in  three  or  four  out  of  every ; 
100  specimens  examined.  The  family  doctor  will 
fairly  often  discover  to  his  astonishment  that  a pati- 
ent with  slowly  resolving  pneumonia  has  an  acid-fast 
reason  for  prolonged  convalescence. 


INULIN  CLEARANCE  IN  THE  ALTERED  ENDOCRINE  STATE 

Jonas  Weissberg,  M.D.,  and  Thomas  H.  McGavack,  M.D.,  New  York  City 
{From  the  New  York  Medical  College,  Metropolitan  Hospital,  Research  Unit ) 


IN  VIEW  of  the  now  well-recognized  influence 
of  certain  endocrine  deficiencies  upon  water 
balance  and  renal  function,  the  present  wide 
usage  of  specific  hormones  justifies  further  in- 
quiry into  their  effects  upon  the  activity  of  the 
kidney.  There  are  at  least  three  major  functions 
resident  in  the  nephron  which  contribute  to  the 
formation  of  urine;  glomerular  filtration,  tubular 
absorption,  and  tubular  excretion.  Studies  of 
the  renal  clearance  of  various  substances  are 
important  in  the  proper  evaluation  of  these 
factors  in  the  individual  case.  In  the  course  of 
other  studies  in  patients  with  various  endocrine 
disorders  we  have  ascertained  the  effect  of  certain 
endocrine  deficiencies  upon  glomerular  filtration, 
a major  function  of  the  renal  unit,  and  have  also 
recorded  the  variations  in  glomerular  filtration 
which  followed  specific  therapy. 

White,  Heinbecker  et  al.  have  reported  the 
effects  of  the  various  glands  of  internal  secretion 
upon  renal  function  in  the  dog.1-7  They  noted 
that  hypophysectomy  in  this  animal  resulted  in  a 
marked  reduction  in  the  plasma  clearance  of 
diodrast  and  inulin.  To  them  it  was  not  clear 
whether  this  altered  functional  state  was  due 
to  low  renal  blood  flow  or  to  some  hypothetical 
substance  which  is  directly  concerned  with 
glomerular  filtration  and  tubular  excretion.  The 
administration  of  thyroid  hormone  or  of  extracts 
of  the  anterior  lobe  of  the  hypophysis  increased 
the  clearance  for  inulin  and  diodrast  in  both  the 
normal  and  the  hypophysectomized  dog.  For 
the  same  two  substances,  thyroidectomy  caused 
only  a slight  fall  in  plasma  clearances  in  the  dog; 
ovariectomy  had  no  effect,  but  adrenal  insuf- 
ficiency lowered  the  values  as  much  as  did 
hypophysectomy.  In  man  with  either  normal  or 
impaired  kidney  function,  testosterone,  preg- 
nenolene,  and  estradiol  were  reported  to  be  with- 
out any  effect  upon  these  clearances.7  Changes 
in  inulin  clearance  have  previously  been  re- 
ported in  a case  of  diabetes  insipidus  with  im- 
provement occurring  after  salt  and  pituitary 
extract  therapy.8-9 

Materials  and  Method 

In  the  present  series  there  were  eight  patients 
with  the  nephrotic  syndrome  and  18  patients 
with  various  endocrinopathies,  including  such 
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conditions  as  hypopituitarism,  diabetes  insipidus, 
hypogonadism,  Addison’s  disease,  myxedema, 
thyrotoxicosis,  and  diabetes  mellitus.  A total 
of  77  inulin  clearance  studies  in  duplicate  were 
performed  in  accordance  with  the  method  de- 
vised by  Alving  and  Miller.10  In  each  case, 
after  the  clinical  diagnosis  was  established,  the 
inulin  clearance  test  was  done  under  basal  condi- 
tions. At  varying  intervals  of  time  after  various 
types  of  therapy  the  inulin  clearance  was  re- 
peated, oftentimes  on  several  different  occasions 
over  an  extended  period  of  time.  The  normal 
range  for  inulin  clearance  as  carried  out  in  our 
laboratories  lies  between  100  and  140  cc.  per 
minute  with  an  average  of  approximately  120 
cc.  per  minute. 

Results 

1.  Inulin  Clearance  in  Patients  with  Un- 
treated Endocrine  Syndromes. — In  12  of  18  pa- 
tients with  untreated  endocrine  syndromes  the 
inulin  clearance  was  low  (Table  1).  The  most 
striking  alterations  were  found  in  those  patients 
with  a pituitary  deficiency,  namely,  diabetes 
insipidus  and  panhypopituitarism,  all  of  whom 
had  a decreased  clearance  for  inulin.  Fifty 
per  cent  of  the  remaining  12  patients  with  en- 
docrine deficiencies  were  similarly  affected. 


TABLE  1. — Inolin  Clearance  in  Untreated  Endocrine 
Syndromes* 


Number 

. — Inulin 

Clearance — - 

Diagnosis 

of  Cases 

Low 

N ormal 

Diabetes  insipidus 

4 

4 

0 

Panhypopituitarism 

2 

2 

0 

Hypogonadism 

2 

1 

1 

Hyperthyroidism 

4 

2 

2 

Addison’s  disease 

2 

1 

i 

Myxedema 

2 

1 

l 

Diabetes  mellitus 

2 

1 

i 

Nephrosis 

8 

7 

l 

Total 

26 

19 

7 

* There  was  a total  of  18  endocrine  syndromes  and  eight 
cases  of  nephrosis.  A total  of  77  inidin  clearance  studies  were 
done.  Each  inulin  clearance  was  done  in  duplicate.  Forty- 
eight  of  the  I.  C.  studies  were  done  on  endocrinopathies  and 
29  on  the  nephroses. 

Since  the  nephrotic  syndrome  is  probably  an 
endocrine  disorder  and  frequently  presents 
laboratory  findings  compatible  with  a distur- 
bance in  the  function  of  the  thyroid  gland,  the 
results  of  inulin  clearance  studies  are  recorded 
for  a group  of  eight  patients.  In  seven  of  these 
patients,  the  plasma  clearance  of  inulin  was  low. 

Effect  of  Treatment  on  the  Inulin  Clear- 
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TABLE  2. — Effect  of  Treatment  ox  Inulin  Clearance  (I.  C.) 


Mean  I.  C. 

Mean  I.  C. 

Before 

After 

Treatment 

Treatment 

Patient 

Diagnosis 

(Cc.  per  Minute)* 

Therapy 

(Cc.  per  minute) 

L.  H. 

Diabetes  insipidus 

86.3 

1 Gm.  sodium 

104.5 

4.5  Gm.  sodium 

194.5 

9 Gm  sodium 

193.5 

1 Gm  .odium  plus  pitressin 

140.5 

121.4 

148.0 

H.  O. 

Diabetes  insipidus 

112 

Pitressin 

246 . 5 

P.  B. 

Hypopituitarism  with 

70 

Desoxycorticosterone 

146 

diabetes  I 

Methyl  testosterone  (orally) 

119 

Testosterone  propionate  (in- 

102 

tramuscularly) 
Testosterone  (by  implanta- 

110 

tion) 

E.  V. 

Myxedema 

83.5 

Th>  roid 

123 

L.  N. 

Addison’s 

114.5 

Desoxycorticosterone 

131 

* The  inulin  clearance  is  reported  in  cc.  per  minute  and  in  each  instance  represents  the  average  of  two  tests  or  more. 
Clearances  below  100  are  considered  “low,”  between  100  and  140,  “normal.” 


ance. — Impaired  inulin  clearance  in  patients  with 
endocrine  disorders  bears  important  significance 
only  if  it  can  be  shown  that  it  reverts  to  normal 
following  hormonal  therapy.  In  a case  of  dia- 
betes insipidus  (L.  H. — Table  2)  with  a low 
initial  inulin  clearance,  it  will  be  seen  that  an 
increase  in  the  intake  of  sodium  caused  a marked 
rise  in  the  inulin  clearance.  The  augmented 
plasma  clearance  of  inulin  was  roughly  propor- 
tional to  the  amount  of  sodium  in  the  diet,  except 
that  above  4.5  Gm.  of  sodium  daily,  the  inulin 
clearance  showed  little  or  no  further  increment. 
Thus,  in  a case  of  diabetes  insipidus  there  was  a 
rapid  rise  in  plasma  clearance  as  the  sodium  in- 
take was  increased  from  low  to  normal  values. 
However,  further  change  did  not  occur  when 
abnormally  large  amounts  of  sodium  were  in- 
gested. This  type  of  response  naturally  raised 
the  question  of  the  relationship  of  sodium  to 
glomerular  filtration.  Does  the  diuretic  action 
of  the  sodium  affect  glomerular  filtration?  Is  it 
the  alteration  of  plasma  volume  which  influences 
filtration?  Does  the  sodium  ion  stimulate  a 
hormonal  factor  in  the  adrenal  or  pituitary  which 
in  turn  affects  glomerular  filtration?  The  possible 
answers  to  these  questions  will  be  discussed 
later.  It  will  be  noted  that  this  patient  re- 
sponded to  an  intake  of  1 Gm.  of  sodium  plus 
pitressin,  20  units  daily,  with  an  even  greater  rise 
in  the  inulin  clearance  than  was  produced  by  1 
Gm.  of  sodium  alone.  In  another  patient  with 
diabetes  insipidus  (H.  O.- — Table  2)  there  was  a 
marked  improvement  in  the  inulin  clearance 
following  the  use  of  pitressin.  Tire  response  to 
pitressin  indicates  that  the  antidiuretic  hormone 
of  the  pituitary  has  a definite  effect  on  glomerular 
filtration  in  the  patient  with  diabetes  insipidus. 

In  another  patient  (P.  B. — Table  2)  with 
hypopituitarism  and  diabetes  insipidus  an  at- 
tempt was  made  to  note  the  effect  of  desoxy- 
corticosterone  acetate  and  testosterone  on  the 
glomerular  filtration.  Desoxycorticosterone  ace- 


tate caused  a definite  rise  in  the  inulin  clearance. 
The  response  to  testosterone  was  negligible 
whether  given  orally,  intramuscularly,  or  by 
implantation. 

In  patient  E.  V.  (Table  2)  with  myxedema 
the  inulin  clearance  returned  to  normal  following 
thyroid  medication.  There  was  no  parallel 
response  in  his  basal  metabolic  rate  which  re- 
mained low  while  the  inulin  clearance  was  rising. 

L.  N.,  a patient  with  Addison’s  disease  (Table 
2),  whose  inulin  clearance  was  initially  low,  re- 
sponded to  the  administration  of  desoxycorti- 
costerone acetate  with  a rise  to  within  normal 
limits. 

With  one  exception,  in  which  an  increase  to 
normal  occurred,  the  patients  with  nephrosis 
showed  practically  no  change  in  their  clearances 
of  inulin  subsequent  to  various  forms  of  therapy. 

3.  Relationship  of  Inulin  Clearance  to  Urinary 
Output,  Urinary  Concentration,  Urinary  and 
Blood  Electrolytes  in  Diabetes  Insipidus. — In  one 
case  of  diabetes  insipidus  repeated  determinations 
of  urinary  volume,  electrolytes  in  blood  and  urine, 
and  inulin  clearance  were  made  (Table  3).  It 
will  be  noted  that  the  urinary  output  increased  as 
the  intake  of  sodium  was  increased.  The  sodium 
chloride  output  in  the  urine  remained  directly 
proportional  to  the  intake.  The  inulin  clearance 
rose  after  the  addition  of  pitressin  to  the  regimen. 
A marked  fall  in  urinary  output  with  some 
elevation  of  urinary  specific  gravity  resulted. 
This  decrease  in  urinary  output  with  a con- 
comitant increase  in  inulin  clearance  points 
rather  definitely  to  the  lack  of  relationship  be- 
tween urinary  volume  and  glomerular  filtration. 
The  excretion  of  electrolytes  was  apparently 
unrelated  to  inulin  clearance  inasmuch  as  the 
excretion  of  sodium  chloride  was  approximately 
the  same  whether  pitressin  wras  given  or  not. 
The  increased  concentration  of  urinary  chloride 
was  attributed  to  the  tubular  reabsorption  of 
water  after  the  injection  of  pitressin.  No 
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TABLE  3. — Relationship  of  Inulin  Clearance  to  Urinary  Output,  to  Urinary  Concentration,  and  to  Urinary 
and  Blood  Serum  Electrolyte  Concentrations  in  Diabetes  Insipidus 


Urinary- 

Output 

Specific  Gravity 

-Urine 

Chloride 
Intake 
meq.  per 

Urinary 
Excretion, 
Total 
meq.  per 

Concen- 

tration, 

Sodium 

Blood 

meq. 

Serum 

Mean 
Inulin 
Clearance 
Cc.  per 

Regimen 

1/24  Hour 

High 

Low 

24  Hours 

24  Hours 

Per  Cent 

Potassium 

Chloride 

Minute 

Control 

9 . 45 

1.004 

1.001 

108 

105 

0.042 

143.4 

3.15 

175 

86.3 

1 Gm.  sodium 

10.11 

1 . 00.5 

1 .001 

173 

170 

0 060 

143.9 

3.1 

168 

104.5 

4 5 Gm.  sodium 

12.20 

1 . 005 

1 002 

414 

408 

0.120 

194.9 

1 Gm.  sodium 
plus  pitressin 

4.61 

1.012 

1 001 

173 

180 

0.141 

143.4 

4.4 

183 

140.5 

specific  changes  were  noted  in  the  absolute 
amounts  or  distribution  of  electrolytes  in  the 
blood. 

4-  Relationship  of  Inulin  Clearance  to  Other 
Tests  for  Kidney  Function. — In  conjunction  with 
the  above  determinations,  blood  urea,  non- 
protein nitrogen,  creatinine,  and  the  specific 
gravity  of  the  urine  were  routinely  recorded  but 
showed  no  definite  abnormalities  despite  the  fact 
that  marked  alterations  in  the  inulin  clearance 
occurred. 

Discussion 

In  normal  man,  it  is  at  present  believed  that 
changes  in  the  rate  of  filtration  depend  upon 
(a)  the  renal  blood  flow,  (6)  the  arterial  blood 
pressure,  (c)  the  number  of  actively  participating 
glomeruli  or  the  number  of  active  capillary  loops 
in  individual  glomeruli,  and  ( d ) the  intragiomeru- 
lar  pressure  which  can  be  altered  by  changes 
in  the  afferent  or  efferent  arterioles.11  When 
these  factors  remain  fairly  constant,  the  rate  of 
glomerular  filtration  will  average  about  120 
cc.  per  minute,  and  any  value  which  lies  between 
100  and  140  cc.  per  minute  may  be  considered 
normal.12 

In  endocrine  deficiencies,  particularly  in  the 
hypopituitary  syndrome,  we  have  demonstrated 
that  the  rate  of  glomerular  filtration  as  deter- 
mined by  means  of  the  inulin  clearance  is  low. 
These  observations  in  man  confirm  the  experi- 
mental work  of  White,  Heinbecker  et  al.  in  the 
dog.1-7 

Certain  inferences  may  be  drawn  from  the 
present  data.  The  consistently  low  glomerular 
filtration  observed  in  patients-  with  pituitary 
deficiencies  indicates  the  essential  role  of  both 
the  anterior  and  posterior  pituitary  in  main- 
taining adequate  filtration.  It  has  been  shown 
that  the  antidiuretic  hormone  of  the  pituitary 
definitely  increases  the  rate  of  glomerular  filtra- 
tion. Others  have  noted  increased  glomerular 
filtration  with  the  use  of  antidiuretic  hormone, 
but,  as  Smith  has  pointed  out,  this  may  well  be 
the  result  of  vasopresser  and  oxytoxic  principles 
which  are  present  as  impurities  in  the  anti- 
diuretic preparations.11  These  impurities  may 
increase  the  renal  blood  flow  and  blood  pressure 


and  constrict  the  efferent  glomerular  arterioles, 
thus  increasing  glomerular  filtration.  We  are 
inclined  to  discount  such  possibilities  because 
other  hormones,  such  as  those  from  the  thyroid 
and  the  adrenal  cortex,  have  also  been  shown 
to  increase  glomerular  filtration.  If  renal  blood 
flow,  blood  pressure,  and  the  status  of  the 
glomerular  arteriolar  are  the  factors  essential  for 
increased  glomerular  filtration,  then  the  natural 
inference  would  be  that  the  opposite  conditions 
are  responsible  for  the  diminished  glomerular 
filtration  in  the  hypopituitary  syndrome.  How- 
ever, alterations  of  renal  blood  flow  and  blood 
pressure  have  not  been  shown  to  be  present  in 
this  syndrome.  Likewise,  in  this  endocrine 
deficiency  there  is  no  definite  alteration  of  the 
intraglomerular  pressure,  and  presumably  there  is 
no  reason  to  expect  a decrease  in  the  number  of 
actively  functioning  glomeruli.  The  possibility 
of  a renal  lesion  in  this  condition  must  be  con- 
sidered. However,  it  has  been  shown  by  War- 
kany  and  Mitchell  that  intrinsic  disease  of  the 
kidney  is  absent  in  diabetes  insipidus.13  The 
usual  causes  for  physiologic  variations  in  glomeru- 
lar filtration  appear  to  be  absent  in  diabetes 
insipidus;  the  effects  of  a directly  acting  hor- 
monal factor  are,  therefore,  apparent. 

Moreover,  the  fact  that  we  found  a lowered 
glomerular  filtration  in  one  half  of  all  other 
endocrinopathies  indicates  the  possibility  of  a 
common  cause  for  this  phenomenon  in  all  the 
endocrine  deficiencies.  Mahoney  and  Sheehan 
abolished  the  polyuria  induced  by  pituitary 
stalk  occlusion  through  removal  of  the  thyroid.1'1 
White  and  Heinbecker  confirmed  this  finding.15 
However,  it  is  not  likely  that  the  thyroid  is 
directly  involved  in  glomerular  filtration  since  in 
that  instance  we  should  have  found  a more  con- 
sistent decrease  in  this  function  in  the  hypo- 
thyroid state.  White  and  Heinbecker  pointed 
out  that  the  thyrotropic  hormone  of  the  anterior 
pituitary  may  be  essential  for  proper  renal  func- 
tion. They  also  observed  that  adrenalectomy 
in  dogs  decreased  the  diodrast  and  inulin  clear- 
ances as  much  as  did  hypophysectomy.  On 
the  basis  of  these  results  they  suggest  that  the 
adrenotropic  hormone  of  the  pituitary  may  play 
a leading  role  in  the  maintenance  of  normal  renal 
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function.  It  is  a well-known  fact  that  some  of 
the  clinical  manifestations  in  the  hypopituitary 
state  are  the  result  of  the  effects  on  the  adrenal 
gland.3-9  Adrenal  insufficiency  ultimately  re- 
sults in  diminished  renal  blood  flow  which  will  in 
turn  diminish  glomerular  filtration.  However, 
we  have  observed  lowered  glomerular  filtration 
where  renal  blood  flow  was  probably  normal. 
Moreover,  if  the  adrenal  glands  are  responsible 
for  the  fall  in  renal  filtration,  then  all  cases  of 
adrenal  insufficiency  should  present  inulin  clear- 
ances as  low  as,  if  not  lower  than,  those  seen  in 
hypopituitarism.  This  was  not  the  case  in  our 
studies.  Indeed,  the  decreased  clearance  in 
adrenal  insufficiency  was  the  same  as  that  of  all 
other  endocrine  deficiencies  with  the  exception  of 
hypopituitarism. 

There  is  no  clear-cut  evidence  that  testicular, 
ovarian,  or  pancreatic  hormones  are  directly 
concerned  with  glomerular  function. 

We  have  observed  increased  glomerular  filtra- 
tion with  increased  urinary  output  in  diabetes 
insipidus  after  salt  ingestion.9  This  finding 
raises  the  possibility  that  diuresis  is  associated 
with  changes  in  glomerular  filtration.  On  the 
other  hand,  it  has  been  repeatedly  shown  that 
filtration  is  not  affected  by  low  or  high  ui  inary 
output.  Concentration  of  electrolytes  in  the 
blood  and  urine  apparently  affects  the  output  of 
water  by  way  of  the  kidneys  but  plays  no  recog- 
nizable role  in  glomerular  filtration.  McCance 
has  reported  diminished  glomerular  filtration 
when  sodium  is  depleted.16  It  is  improbable 
that  the  sodium  ion  itself  controls  glomerular 
filtration,  but  it  is  likely  that  it  stimulates  some 
other  substance  which  does  influence  this  process. 
It  is  possible  that  the  ingested  sodium  ion  causes 
an  increased  output  of  adrenal  cortical  hormone 
which  in  turn  may  affect  the  glomerular  filtration 
rate.  However,  such  a statement  is  hypothetical 
and  not  supported  by  the  results  of  others.  We 
found  no  alteration  in  the  concentration  of  blood 
electrolyte.  Furthermore,  an  even  higher  glom- 
erular filtration  was  obtained  when  pitressin 
was  added  to  our  regimen.  This  again  indicates 
that  the  pituitary  is  involved  in  glomerular 
filtration. 

All  in  all,  the  findings  lend  credence  to  the 
suggestion  of  White,  Heinbecker,  and  Rolf  that 
the  pituitary  contains  a “renotropic”  hormone 
which  is  capable  of  altering  glomerular  filtration.7 
The  normal  stimulus  for  the  production  of  this 
autocoid  may  be  some  other  hormone  or  hor- 
mones, arising  in  the  pituitary,  the  thyroid,  or 
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the  adrenal.  It  is  also  probable  that  inorganic 
ions,  such  as  sodium,  may  be  directly  or  indirectly 
involved  as  regulators  of  the  filtration  process. 


Summary 

A total  of  77  inulin  clearances  in  duplicate  were 
performed  in  18  patients  with  various  endocrin- 
opathies  and  in  eight  patients  with  the  nephrotic 
syndrome.  These  studies  were  conducted  before 
and  after  various  types  of  therapy.  The  en- 
docrine dysfunctions  included  panhypopitui- 
tarism, diabetes  insipidus  with  and  without 
hypopituitarism,  hypogonadism,  Addison’s  dis- 
ease, thyrotoxicosis,  myxedema,  and  diabetes 
mellitus.  All  cases  of  diabetes  insipidus  and  the 
hypopituitary  syndrome  and  approximately  50 
per  cent  of  all  other  endocrine  disturbances 
showed  low  inulin  clearances.  In  the  nephroses 
of  various  types,  the  clearance  of  inulin  was 
decreased  in  all  but  one  case.  Treatment  of  a 
specific  type  resulted  in  a definite  elevation  of  the 
inulin  clearance  in  each  of  the  endocrine  cases 
This  was  most  striking  in  the  hypopituitary 
state  with  diabetes  insipidus.  In  diabetes 
insipidus,  a definite  correlation  between  the 
inulin  clearance  and  the  sodium  intake  was 
observed. 

The  possible  mechanisms  involved  in  glomeru- 
lar filtration  in  the  endocrinopathies  have  been 
discussed.  The  conclusion  has  been  drawn  that 
the  anterior  pituitary  gland  may  contain  a 
“renotropic”  hormone  which  is  concerned  with 
glomerular  filtration.  The  sodium  ion  and  other 
glandular  hormones  may  be  the  normal  stimulus 
for  the  production  of  this  “renotropic”  factor. 
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SODIUM  MORRHUATE  WITH  SODIUM  SULFADIAZINE  IN  THE 
TREATMENT  OF  VARICOSE  VEINS 

Harvey  L.  Myers,  M.D.,  Cedarhurst,  New  York 

( From  the  Medical  Service  of  the  Queens  General  Hospital,  Peripheral  Vascular  Disease  Clinic ) 


THE  ideal  sclerosing  agent  for  the  treatment 
of  varicose  veins  is  one  in  which  the  constit- 
uents are  pure  and  easily  standardized.  In- 
jection of  such  a solution  should  be  painless, 
nontoxic,  and,  if  perivenous  infiltration  occurs, 
should  not  create  a slough.  It  should  induce  for- 
mation of  a firm,  adherent  thrombus  which  re- 
sists resolution.1-3 

Three  decades  of  experience  with  sodium  mor- 
rhuate  as  a sclerosing  agent  in  the  injection  treat- 
ment of  varicose  veins  have  yielded  convincing 
evidence  of  its  efficacy.1-4-5  It  may  be  prepared 
in  a pure,  easily  standardized  solution.  When  in- 
jected into  the  vein,  it  is  painless,  and  although 
not  entirely  free  of  side  reactions,  severe  or  fatal 
reactions  are  so  infrequent  as  to  lender  sodium 
morrhuate  a safe  sclerosing  agent.3-6-13  Faulty 
technic  which  results  in  perivenous  injection  or 
the  use  of  sodium  morrhuate  foam  in  the  treat- 
ment of  “spider  burst”  varicosities  has  not  pro- 
duced significant  sloughing  in  nonsensitive  indi- 
viduals.4 The  major  deficiency  of  sodium  mor- 
rhuate lies  in  its  inability  to  produce  consistently 
a prompt  firm  thrombus  which  will  resist  resolu- 
tion. This  deficiency  is  most  readily  apparent  in 
large  caliber  veins  subjected  to  considerable  ret- 
rograde blood  flow. 

An  effective  sclerosing  agent  must  exert  a rapid 
action  upon  the  vein  intima.  Regardless  of  the 
sclerosing  technic  used,  the  duration  of  contact 
between  the  sclerosing  agent  and  the  vein  intima 
is  brief.1’4  The  sclerosing  agent  must,  therefore, 
produce  a maximum  degree  of  irritation  in  order 
to  insure  formation  of  an  adherent  thrombus. 
Doubling  the  strength  of  sodium  morrhuate  has 
not  resulted  in  a practical  solution  to  this  prob- 
lem. Ten  per  cent  solutions  of  sodium  morrhuate 
produced  so  many  untoward  reactions  that  its 
use  as  a sclerosing  agent  had  to  be  abandoned.14 

If  the  standard  5 per  cent  solution  of  sodium 
morrhuate  could  be  so  modified  as  to  retain  its 
favorable  characteristics  with  enhanced  powers  to 
produce  a permanent  thrombus  in  the  vein,  defi- 
nite progress  would  be  made  toward  the  produc- 
tion of  a better  sclerosing  agent.  By  adding  so- 
dium sulfadiazine  to  sodium  morrhuate  solution, 
the  physical  properties  are  changed.  The  alka- 
linity, viscosity,  specific  gravity,  and  refractive 
index  are  thus  increased  (Table  1). 

This  solution  might  reasonably  be  expected  to 
have  an  augmented  sclerosing  action  due  to  its 


increased  alkalinity  and  viscosity  and  might  be 
expected  to  remain  in  contact  with  the  vein  in- 
tima  somewhat  longer  than  the  unmodified  so- 
dium morrhuate.  If  a phlebitis  or  a periphlebitis 
wTere  present  due  to  bacteria  susceptible  to  sodium 
sulfadiazine,  the  contact  of  this  agent  with  the 
vein  in  therapeutic  dosage  could  reasonably  be 
expected  to  have  a salutary  effect.  The  retention 
of  small  quantities  of  sulfadiazine  in  the  throm- 
bus could  retard  the  resolution  of  that  thrombus 
by  the  lytic  action  of  local  bacteria  susceptible  to 
sulfadiazine.  The  growth  of  susceptible  bacteria 
transported  to  the  thrombus  by  the  blood  stream 
might  also  be  discouraged.  Bacteriolysis  of  the 
thrombus  is  not  the  only  source  of  thrombolysis, 
but  the  lytic  action  of  bacteria  might  be  pre- 
vented or  at  least  reduced  by  the  presence  of 
sodium  sulfadiazine  in  or  near  the  thrombus. 

Based  on  the  above  theoretic  considerations, 
six  male  rabbits  were  selected.  One-half  cubic 
centimeter  of  5 per  cent  sodium  morrhuate  solu- 
tion was  injected  into  the  right  marginal  ear  veins 
of  three  rabbits,  and  0.5  cc.  of  the  same  sodium 
morrhuate  solution  to  which  sodium  sulfadiazine 
had  been  added  in  an  amount  to  make  a 10  per 
cent  solution  was  injected  into  the  left  marginal 
ear  veins  of  the  same  rabbits.  In  addition,  0.05 
cc.  of  undiluted  sodium  morrhuate  and  0.05  cc. 
of  the  undiluted  test  solution  were  injected  sub- 
cutaneously into  the  tissues.  A 23-gauge  hypo- 
dermic needle  on  a 1-cc.  tuberculin  syringe  wras 
used  for  this  injection  in  a manner  similar  to  that 
described  by  Isaak.2  The  right  ear  was  used  for 
the  sodium  morrhuate  solution  and  the  left  for 
the  test  solution  in  each  animal.  The  remaining 
three  animals  were  injected  in  precisely  the  same 


TABLE  1. — Comparison  of  Physical  Properties* 


Sodium 

Sodium 

Morrhuate 

with 

Morrhuate 

Sodium 

5% 

Sulfadiazine 

(Benzyl 

10% 

Alcohol 

(Benzyl 

2%) 

Alcohol  2%) 

pH 

9.58 

10.05 

Specific  gravity  at  25  and 

37  C. 

1.004 

1.044 

Viscosity  at  26  C.  (water 

taken  as  standard  1.0) 

1.83 

50.0 

Viscosity  at  37  C.  (water 

taken  as  standard  1.0) 

1.69 

20.0 

Refractive  index  26  C. 

1.3452 

1.3718 

* These  physical  constants  were  determined  in  the  labora- 
tories of  Endo  Products. 
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manner.  The  amount  of  solution  used  in  the 
veins  was  1 cc.  in  each  marginal  vein.  No  sub- 
cutaneous injections  were  made  in  this  group. 

The  effects  of  the  sclerosing  agents  were  ob- 
served over  a period  of  thirty  days.  The  results 
of  these  injections  may  be  summarized  as  follows: 
No  untoward  effects  were  noted  in  any  of  the  rab- 
bits during  the  period  of  observation.  The  ears 
into  which  the  test  solution,  in  1-cc.  amounts,  had 
been  injected  showed  evidence  of  thrombus  for- 
mation within  twenty-four  hours  with  oblitera- 
tion of  veins  in  lengths  of  0.3  to  0.5  cc.  There  was 
complete  thrombosis  of  all  marginal  veins  in  the 
left  side.  Only  one  of  the  right  ears  showed  0.3  cc. 
of  obliteration  of  the  marginal  vein  with  partial 
thrombosis  in  twenty-four  hours.  The  others 
showed  very  little  effect.  Figures  1 and  2 demon- 
strate the  appearance  of  the  veins  after  thirty 
days.  All  three  rabbits  injected  with  1 cc.  of 
solution  showed  very  similar  results.  In  those 


Fig.  1 . Right  marginal  car  vein  of  a rabbit  in- 
jected twenty-eight  days  previously  with  1 cc.  of  5 
per  cent  sodium  morrhuate  solution.  The  vein  is 
thickened,  and  the  edges  are  hazy.  A large  throm- 
bus extends  the  length  of  the  marginal  vein. 
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rabbits  injected  subcutaneously  with  0.05  cc.  of 
solution,  a small  indurated  area  was  noted  after 
twenty-four  hours.  After  four  days  the  injection 
sites  became  inflamed,  and  evidence  of  beginning 
necrosis  occurred.  The  injection  sites  became 
covered  with  a crust  in  about  nine  days,  and  at 
the  end  of  the  thirty-day  period  of  observation 
there  was  a reddish  scar.  No  sloughing  or  ulcera- 
tion occurred.  There  was  very  little  difference 
between  the  injection  sites  in  the  two  ears  of  any 
of  the  three  rabbits  injected. 

These  observations  suggested  that  the  test 
solution  demonstrated  superior  sclerosing  quali- 
ties when  injected  into  the  marginal  ear  veins  of 
rabbits.  The  subcutaneous  injections  showed  no 
appreciable  difference  between  the  test  solution 
and  the  standard  sodium  morrhuate. 

A series  of  injections  were  then  made  into  vari- 
cose veins  of  humans.  Over  a period  of  nine 
months,  576  injections  were  given  to  91  patients. 
The  amount  of  solution  ranged  from  0.5  to  5 cc. 
per  injection  with  2 cc.  as  the  average  and  0.5  cc. 
as  the  initial  dose.  An  average  of  two  injections 
were  given  each  week.  Some  of  the  patients  re- 


Fig.  2.  Left  marginal  ear  vein  of  the  same  rabbit 
shown  in  Fig.  i . This  vein  had  been  injected  twenty- 
eight  days  previously  with  1 cc.  of  the  test  solution. 

A large  segment  of  the  vein  has  been  completely  ob-  j 
[iterated.  The  smaller  distal  tributaries  are  reduced  % 
in  size. 
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ceived  as  many  as  15  such  injections.  The  “air 
block”  technic  described  by  Or  bach  was  utilized 
throughout  the  course  of  injections.5  A total  of 
1,221  cc.  of  solution  was  injected.  Patients  were 
taken  as  they  came  to  the  clinic.  The  only  requi- 
site for  treatment  was  that  injection  treatment 
for  varicose  veins  was  indicated.  When  high 
saphenous  ligation  was  indicated,  it  was  per- 
formed. Residual  veins  were  then  injected  post- 
operatively.  Although  this  solution  is  not  a sub- 
stitute for  an  adequate  high  saphenous  ligation, 
it  appears  to  have  reduced  the  need  for  multiple 
low  ligations. 

Due  to  the  tendency  of  the  solution  to  become  , 
cloudy  on  cooling  below  room  temperature,  it  is 
advisable  to  warm  the  vial  to  body  temperature 
should  clouding  appear.  Needles  of  24  gauge 
were  used  for  all  injections,  while  18  gauge 
needles  were  used  to  extract  the  solution  from 
the  vial.  The  solution  is  readily  ejected  from  the 
syringe  through  needles  of  this  small  caliber  in 
spite  of  its  high  viscosity. 

The  number  of  reactions,  both  local  and  gen- 
eral, were  minimal.  One  patient  had  an  urti- 
carial eruption  which  began  to  develop  about  ten 
minutes  after  injection.  She  returned  to  the 
clinic  and  was  given  0.3  cc.  of  adrenalin  1 : 10,000, 
subcutaneously.  The  itching  was  considerably 
relieved.  Capsules  of  ephedrine  sulfate  were  then 
administered  for  forty-eight  hours.  It  is  interest- 
ing to  note  that  this  patient  had  had  a course  of 
injections  of  sodium  morrhuate  one  year  pre- 
viously and  had  manifested  some  mild  local  re- 
actions during  that  course.  The  current  reaction 
occurred  after  her  third  injection  of  the  test  solu- 
tion. 

For  a period  of  several  weeks  the  test  solution 
was  not  available.  During  this  time  the  standard 
sodium  morrhuate  solution  was  used  in  its  place. 
The  technic  of  administration  remained  the  same. 
The  number  of  local  reactions  exemplified  by  in- 
flammation in  the  veins  at  the  injection  site 
showed  a slight  increase  during  this  period. 

The  effect  of  this  new  solution  has  been  ob- 
served for  a period  of  twelve  months.  As  yet,  no 
recurrence  has  been  seen.  It  is  evident  that  a 
durable  thrombus  is  produced.  Our  clinical  im- 
pression of  the  efficacy  of  this  solution  leads  us  to 
believe  that  it  is  a sclerosing  agent  superior  to 
unmodified  5 per  cent  sodium  morrhuate.  Ex- 
cluding the  one  generalized  urticarial  reaction  de- 


scribed above,  there  were  14  instances  of  mild  lo- 
cal reaction  manifested  by  local  redness,  swelling, 
and  tenderness.  In  three  of  these  cases  perive- 
nous infiltration  occurred  due  to  faulty  technic. 
All  local  reactions  were  managed  by  the  applica- 
tion of  a firm  elastic  bandage  to  the  inflamed  area 
and  unrestricted  activity.  No  patient  required 
bed  care. 

Figures  on  the  percentage  of  minor  reactions 
are  difficult  to  obtain  and  evaluate.  Various 
authors  have  considered  about  3 per  cent  as  the 
expected  number  of  cutaneous  and  nitritoid  re- 
actions to  sodium  morrhuate. 6,9,11  Our  series  so 
far  has  shown  2.6  per  cent  reactions,  all  of  which 
might  be  classed  as  mild. 

Summary 

The  addition  of  sodium  sulfadiazine  to  5 per 
cent  sodium  morrhuate  solution  in  amounts  suffi- 
cient to  produce  a 10  per  cent  concentration  of  the 
sulfonamide  has  resulted  in  the  production  of  a 
sclerosing  solution  which  seems  to  be  superior  to 
sodium  morrhuate  alone.  An  increased  sclerosing 
effect  appears  to  have  been  obtained  with  the 
additional  benefit  of  bacteriostasis.  There  is  no 
apparent  increase  in  toxicity. 
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Symptoms  of  pain  in  the  knee  may  actually  be 
due  to  tuberculosis  of  the  hip. — Exchange 


A fistula  in  ano  is  a frequent  associate  of  an  un- 
suspected pulmonary  tuberculosis. — Exchange 


HODGKIN’S  DISEASE  INVOLVING  THE  NOSE 

Herbert  L.  Cahn,  M.D.,  New  York  City 
( From  the  Otolaryngological  Service  of  the  Lebanon  Hospital) 


ALTHOUGH  the  original  paper  by  Thomas 
Hodgkin  appeared  one  hundred  sixteen 
years  ago,  a fragmentary  definition  of  Hodgkin’s 
disease  is  all  that  is  possible  at  the  present  time.1 
The  consensus  of  opinion  labels  it  an  infectious 
granuloma  due  to  a specific  micro-organism.2  In 
its  various  stages,  it  produces  characteristic  histo- 
logic pictures  which  constitute  the  most  stable 
part  of  our  knowledge  of  the  condition.  It  cannot 
be  too  strongly  emphasized  that  today  a correct 
and  positive  diagnosis  can  rest  only  upon  a defi- 
nite histopathologic  basis. 

The  modern  conception  of  Hodgkin’s  disease 
involves  the  introduction  of  one  new  term, 
namely,  Hodgkin’s  paragranuloma.3  The  disease 
entity  is  usually  divided  into  three  types,  the 
paragranuloma,  granuloma,  and  sarcoma.  This 
classification  is  important  because  the  pathologic 
picture,  clinical  aspects,  and  prognosis  differ 
materially  with  each.  These  different  types  of 
Hodgkin’s  disease  are  so  included  on  the  basis  of 
the  two  following  features : 

1 The  presence  in  each  of  Reed-Sternberg 
cells  without  which  most  pathologists  will  not 
consider  a diagnosis  justified. 

2.  The  transformation,  with  the  passage  of 
time,  of  one  type  of  the  disease  into  another. 
Thus,  a patient  may  be  stricken  with  what  is 
proved  by  biopsy  to  be  Hodgkin’s  paragranu- 
loma, and  months  or  even  years  later  a second 
biopsy  may  reveal  the  presence  of  Hodgkin’s 
granuloma.  Similarly,  granuloma  may  become  a 
sarcoma.  The  reverse  transformations,  that  of  a 
Hodgkin’s  sarcoma  reverting  to  a granuloma  or  a 
granuloma  regressing  to  a paragranuloma,  have 
never  been  reported. 

Hodgkin’s  paragranuloma  first  appeared  in  the 
literature  under  the  name  “early  Hodgkin’s.”  To 
be  sure,  this  type  is  often  early,  in  the  sense  that 
it  is,  in  many  cases,  a precursor  of  the  more 
rapidly  advancing  granulomatous  type,  yet  pa- 
tients with  Hodgkin’s  paragranuloma  may  live 
unembarrassed  by  their  disease  if  the  pathologic 
picture  does  not  change  for  many  years.  One 
patient,  reported  by  Jackson  and  Parker,  is  living 
and  active  thirty-nine  years  after  the  first  proved 
lymph  node  involvement,  although  the  condition, 
.as  shown  by  successive  biopsies,  is  still  present.3 

The  term,  early,  under  such  circumstances  is 
hardly  the  proper  one.  Therefore,  the  designa- 
tion, paragranuloma,  was  introduced,  the  prefix 
indicating  “in  close  relation  to.” 


The  term,  Hodgkin’s  granuloma,  is  applied  to 
the  familiar  type.  There  is  probably  no  other 
disease  to  which  so  many  different  names  have 
been  applied.  If  checked,  more  than  fifty  could 
be  uncovered.  Such  a state  of  affairs  renders  a 
study  of  literature,  particularly  the  older  litera- 
ture, extremely  difficult.  Even  in  the  Quarterly 
Cumulative  Index,  the  disease  was  listed  under 
lymphogranuloma  until  1941  when  the  term 
“Hodgkin’s  disease”  was  reinstated.  As  always 
in  medicine,  the  multiplicity  of  terminology  be- 
trays a lack  of  knowledge  of  the  true  nature  of  the 
condition. 

The  concept  that  Hodgkin’s  granuloma  may 
become  transformed  into  Hodgkin’s  sarcoma  was 
championed  by  Ewing,  who  pointed  out  that 
many  cases  described  in  the  literature  as  lympho- 
sarcoma are  probably  of  this  nature.4 

Case  Report 

On  May  7,  1947,  the  patient  A.  K.,  fifty-seven 
years  old,  of  Polish  nativity  and  a house  painter  by 
occupation,  was  admitted  for  the  first  time  to  Leba- 
non Hospital.  His  chief  complaint  was  one  of 
purulent  discharge  from  the  right  eye  accompanied 
by  epiphora  of  six  months  duration.  He  also 
suffered  from  severe  frontal  headache  of  two  months 
standing  and  pain  and  swelling  of  the  right  maxillary 
region  for  six  months.  The  latter  swelling  first 
appeared,  and  then  the  epiphora  and  discharge  from 
the  right  eye  were  noticed.  As  is  often  the  case,  the 
tearing  of  his  eye  gave  him  the  greatest  concern,  and 
he  consulted  an  ophthalmologist  for  the  first  of  his 
numerous  medical  consultations.  No  loss  of  weight 
occurred,  nor  was  there  any  diminution  of  visual  or 
auditory  acuity. 

His  previous  history  disclosed  nothing  of  medical 
note  apart  from  a prostatectomy  in  1946  and  lobar 
pneumonia  in  1927. 

Physical  examination  on  admission  disclosed  a 
moderately  well-developed  and  well-nourished  white 
man  lying  comfortably  in  bed.  The  significant 
findings  were  as  follows: 

Pupils  were  small  and  irregular,  the  right  being 
larger  than  the  left  and  reacting  sluggishly  to  light. 
There  was  a painful  tender  mass  which  encroached 
the  lumen  of  the  right  nasal  cavity  but  did  not  com- 
pletely obstruct  it.  Ophthalmologic  examination 
disclosed  no  ocular  disease  apart  from  some  degree  of 
retinal  arteriosclerosis. 

Attent  ion  was  then  turned  to  the  laboratory  data 
which,  in  summary,  showed  negative  serology, 
hemoglobin  15.5  Gm.  per  cc.,  white  blood  count 
8,950,  polymorphonuclear  cells  79  per  cent,  lympho- 
cytes 19  per  cent,  eosinophils  1 per  cent,  banded 
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cells  1 per  cent,  red  blood  cells  3,650,000,  and  urine 
examination  negative. 

Radiographic  examination  of  the  nasal  accessory 
sinuses  showed  a thickening  of  the  mucosa  of  both 
frontal  sinuses,  slight  cloudiness  in  the  ethmoidal 
region,  and  moderate  thickening  of  the  right  antral 
mucosa. 

X-rays  of  the  teeth  were  negative,  apart  from  a 
slight  separation  of  the  peridental  membrane  of  the 
incisors  of  the  upper  jaw.  At  this  point  surgical  ex- 
ploration was  decided  upon,  and  a preoperative  diag- 
nosis was  made  of  malignant  tumor,  probably  peri- 
osteal in  origin,  and  dentigerous  cyst. 

Under  1 per  cent  procaine  hydrochloride  anes- 
thesia, an  incision  was  made  in  the  gingivolabial  fold 
on  the  right  side  in  the  manner  of  the  Cauldwell-Luc 
operation  for  radical  antrotomy.  The  periosteum 
was  separated,  and  a mass,  the  approximate  size  of 
an  almond  and  firmly  attached  to  the  periosteum, 
was  located  in  the  right  canine  fossa.  This  mass 
extended  into  the  right  nasal  cavity  and  was  dis- 
sected out  and  removed. 

The  pathologist’s  report  was  as  follows: 

Gross  Specimen. — Received  a small  mass  of  tissue 
measuring  0.7  by  0.4  cm.  Macroscopically,  the 
specimen  is  fibromuscular  in  appearance.  It  is  sent 
through  complete  for  microscopic  examination.  Re- 
I ceived  also  a mass  3 by  3 by  0.5  cm.  On  section,  it 
has  the  appearance  of  fibrous  tissue  with  mucous 
membrane.  Representative  portions  sent  through 
for  microscopic  study. 

Microscopic  Findings. — Section  reveals  several 
large  fragments  of  tissue  occupied  by  a neoplastic 
lesion  of  somewhat  polymorphous  appearance. 
One  of  the  sections  contains  numerous  glandular 
structures  evidently  belonging  to  a salivary  gland. 
In  general,  the  pathologic  changes  may  be  summar- 
ized as  consisting  of  numerous  reticular,  round,  and 
spindle  elements  admixed  with  leukocytes  (Fig.  1). 
Striking  infiltration  of  blood  vessels  is  present. 
Many  areas  are  composed  of  large  embryonal  cell 
forms,  some  of  which  contain  mitotic  figures, 
j Occasional  groups  of  giant  cells  occur.  Some  of 


Fig.  1.  Section  from  cervical  lymph  node  show- 
ing characteristic  lesion  of  the  granulomatous  form 
of  Hodgkin’s  disease  (high  power). 


these  resemble  osteoclasts.  A few  fragments  of 
cartilage  are  incorporated  in  the  lesion,  but  these  do 
not  participate  in  the  new  growth.  Some  of  the 
surrounding  muscle  and  subcutaneous  tissue  is  in- 
filtrated. The  diagnosis  of  Hodgkin’s  disease  has 
been  advanced  by  Dr.  Paul  Klemperer  and  Dr. 
Arthur  Purdy  Stout.  I find  it  difficult  to  classify 
this  lesion  and  regard  the  location  as  most  unusual 
for  Hodgkin’s  disease  despite  the  histopathologic 
support  which  can  be  found  for  this  diagnosis.  One 
must  also  consider  the  possibility  of  a young  spindle 
cell  sarcoma,  perhaps  of  periosteal  origin,  which  has 
become  secondarily  infected. 

Diagnosis. — Sarcoma,  periosteal,  with  secondary 
infection?  Hodgkin’s  Disease? 

Neurologic  consultation  was  essentially  negative, 
and  the  impression  was  that  the  ocular  symptom  of 
discharge  was  due  to  blockage  of  the  nasolacrimal 
duct  from  intranasal  disease  and  that  the  pain  was 
probably  due  to  bone  involvement  by  neoplastic 
tissue. 

On  his  discharge  from  the  hospital  the  patient  re- 
ceived twenty  radiotherapy  treatments  over  the 
right  side  of  the  face  during  June,  1947. 

About  this  time  his  pain  became  greater  and  per- 
sisted with  only  intermittent  relief  by  analgesics. 
He  was  readmitted  to  Lebanon  Hospital  on  Novem- 
ber 2,  1947,  when  a cervical  block  with  procaine  anes- 
thesia was  attempted  with  a view  to  symptomatic 
relief.  In  an  effort  to  reach  the  stellate  ganglion,  the 
pleura  was  inadvertently  entered,  probably  in  the 
region  of  Sibson’s  fascia,  and  a partial  pneumothorax 
occurred  on  the  right  side.  The  patient  recovered 
from  this  only  to  endure  further  excruciating  pain, 
and  the  efforts  of  a dental  surgeon  were  enlisted  to 
attend  the  necrotic  areas  which  appeared  at  the  in- 
ferior margin  of  the  right  maxilla. 

On  December  29, 1947,  the  patient  entered  Monte- 
fiore  Hospital  where  the  resident  detected,  for  the 
first  time,  the  appearance  of  lymph  nodes  on  the  left 
side  of  the  neck.  There  was  a loss  of  20  pounds  in 
weight.  A biopsy  of  one  of  the  enlarged  glands  dis- 
closed the  undisputed  picture  of  Hodgkin’s  disease 
of  the  granulomatous  type  (Figs.  2,  3). 

Because  of  the  relatively  limited  course  of  the  dis- 
ease at  this  time  a further  course  of  radiotherapy 
was  commenced,  and  the  patient  is  still  under  treat- 
ment at  this  writing. 

Comment 

Shortly  after  the  initial  lymphadenopathy  was 
detected,  an  enlarged  inguinal  gland  was  removed 
and  reported  to  consist  of  chronic  inflammatory 
tissue.  There  are  many  occasions  where  the 
clinical  impression  of  the  attending  physician  is 
markedly  at  variance  with  the  pathologic  find- 
ings. Frequently,  only  the  diligence  of  the  pathol- 
ogist can  supply  the  answer. 

Jackson  and  Parker  report  a unique  case  which 
illustrates  the  wisdom  of  cutting  multiple  sections 
of  a definitely  enlarged  lymph  node  showing 
chronic  inflammation  when  there  is  no  apparent 
focus  of  infection  which  might  give  rise  to  a 
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Fig.  2.  Section  from  cervical  lymph  node  show- 
ing characteristic  lesion  of  the  granulomatous  form 
of  Hodgkin’s  disease  (high  power) . 

simple  inflammatory  reaction.3  A painless  lymph 
node  was  excised  from  the  right  side  of  the  neck 
because  of  its  enlargement  in  the  absence  of  ob- 
vious infection.  Approximately  300  serial  sec- 
tions were  cut  and  stained.  In  three  successive 
sections,  24  micra  thick,  there  appeared  the 
characteristic  lesion  of  Hodgkin’s  granuloma. 
Every  other  section  was  carefully  examined,  but 
none  showed  anything  more  than  simple  inflam- 
matory reaction. 

It  is  not  the  purpose  of  this  paper  to  foster  the 
impression  that  the  sole  interest  of  this  case  lay  in 
the  rarity  of  occurrence  of  this  situation.  True, 
it  is  rare.  A careful  review  of  the  available  litera- 
ture reveals  the  report  of  but  one  other  case  by 
Harris.6  We  might  very  well  complete  our  med- 
ical careers  and  not  see  or  hear  of  another  case, 
but  what  is  more  important  is  the  recognition 
that  a tearing  of  the  eyes  does  not  necessarily 
mean  a disease  of  the  eye.  The  obstruction  might 
be  in  the  nose.  It  must  be  remembered  that  every 
case  requires  a careful  clinical  examination  so  that 
all  factors  might  be  considered  in  arriving  at  a 
proper  anatomic  diagnosis. 

In  adducing  the  pathologic  diagnosis,  we  must 
also  remember  that,  when  a microscopic  section 
discloses  histopathologic  evidence,  suggestive  of  a 


Fig.  3.  Characteristic  field  of  tumor  showing 
giant  cells  of  Reed-Sternberg  type,  mixed  cellular 
pattern,  and  moderate  interstitial  fibrosis. 

diagnosis  of  Hodgkin’s  disease,  that  diagnosis 
must  be  kept  close  at  hand,  despite  the  disturbing 
fact  that  there  are  no  other  clinical  evidences  at 
the  time  of  the  disease  and  that  the  condition  has 
hitherto  been  unheard  of  at  that  site. 

Summary 

1.  A case  of  Hodgkin’s  granuloma  affecting 
the  nose  is  reported. 

2.  Confirmatory  biopsy  of  cervical  lymph 
node  was  only  made  possible  by  lymphadeno- 
pathy  after  a latent  interval  following  the  initial 
appearance  of  symptoms  of  nasal  obstruction. 

3.  The  importance  of  multiple  serial  sections 
in  the  search  for  essential  pathologic  lesions  froir 
biopsy  material  is  stressed. 

References 

1.  Hodgkin,  T. : Medico  Chirug.  Tr.  London  17:  6f 

(1832). 

2.  Tice,  O.:  Practice  of  Medicine,  Hagerstown,  Mary 

land,  W.  F.  Prior  Co.,  Inc.,  1947. 

3.  Jackson,  H.,  Jr.,  and  Parker,  F.,  Jr.:  Hodgkin’i 

Disease  as  Allied  Disorders,  New  York  City,  Oxford  Univer 
sity  Press,  1947. 

4.  Ewing,.!.:  Neoplastic  Diseases,  3rd  ed.,  Philadelphia 

W.  B.  Saunders  Co.,  1928. 

5.  Harris,  T.  J. : Laryngoscope  35:  34  (Jan.)  1925. 

The  author  wishes  to  express  his  thanks  to  Dr.  David  Idc 
Lebanon  Hospital,  and  also  to  Dr.  Joseph  C.  Ehrlich  for  the 
pathology  report. 


NEW  DRUG  FOUND  AID  IN  TREATING 
Dr.  Joseph  E.  Smadel,  Army  medical  researcher, 
has  reported  good  results  in  the  use  of  Chloromycetin, 
a new  drug,  to  treat  typhoid  fever. 

The  drug,  derived  from  mold,  like  penicillin,  had 
previously  proved  effective  against  scrub  typhus,  a 
fatal  disease  in  many  areas  of  the  Far  East. 

Dr.  Smadel,  who  recently  led  a United  States 
typhus-control  mission  to  Malaya,  said  the  value  of 
Chloromycetin  in  typhoid  treatment  was  “acei- 


TYPHOID 

dentally”  revealed.  Doctors  on  the  mission  ad 
ministered  the  drug  to  two  natives  who  wen 
thought  to  be  suffering  from  scrub  typhus.  Aftei 
a week’s  treatment,  it  was  discovered  that  the 
patients  really  had  typhoid  fever.  They  got  wel 
anyway,  Dr.  Smadel  said. 

The  mission  then  deliberately  administered  thi 
drug  to  nine  other  typhoid  patients,  all  of  whom  re- 
covered in  a relatively  short  time. 


Case  Reports 


STRANGULATED  HERNIA  REDUCED  EN  MASSE 

Charles  M.  Graney,  M.D.,  and  Merlin  A.  Bissell,  M.D.,  Batavia,  New  York 
{From  the  St.  Jerome  and  Genesee  Memorial  Hospitals) 


A RARE  and  serious  complication  of  hernia  is  the 
1 reduction  en  masse  of  a strangulated  hernia. 
This  is,  in  reality,  not  a reduction  of  a strangulated 
hernia,  since  the  hernia  remains  strangulated  by  the 
neck  of  the  sac,  but  is  an  intra-abdominal  displace- 
ment of  the  hernial  sac  and  its  contents  from  its 
position  in  the  inguinal  or  femoral  canal  (Fig.  1). 
This  condition  is  relatively  uncommon,  occurring 
about  once  in  13,000  cases  of  hernia  or  once  in  300 
cases  of  strangulated  hernia.  This  case  report 
brings  the  number  of  cases  reported  to  about  215, 
although  it  must  occur  much  more  frequently  than 
it  is  reported. 

This  condition  is  usually  the  result  of  forcible 
taxis,  although  on  infrequent  occasions  it  has  been 
reported  as  occurring  spontaneously.  It  is  felt  that 
in  the  cases  in  which  this  accident  occurs  a pre- 
formed peritoneal  sac  is  present  into  which  the  in- 
guinal sac  is  reduced  (Fig.  2).  It  is  also  felt  that  the 
neck  of  the  sac  must  be  separated  from  the  surround- 
ing tissues,  particularly  from  the  internal  ring. 
Nason  and  Mixter  state  three  conditions  that  must 
pertain.1  First,  the  neck  of  the  sac  must  be  small 


Fig.  1 . View  of  anterior  abdominal  wall  and 
inguinal  region  from  the  intra-abdominal  aspect 
showing  intra-abdominal  position  of  hernia. 


enough  to  retain  and  incarcerate  the  contents;  sec- 
ond, the  sac  must  be  freely  movable  and  not  firmly 
attached  to  any  obstructions  of  the  canal,  and  third, 
the  neck  of  the  sac  must  be  sufficiently  mobile  and 
detached  from  the  internal  ring.  Halsted  states 
that  the  condition  of  a properitoneal  sac  may  be  pro- 
duced (a)  by  the  pressure  of  an  imperfectly  fitting 
truss  which  closes  the  external  ring  but  not  the  canal, 
(b)  by  repeated  and  unrestrained  efforts  of  reduction 
of  an  inguinal  hernia'which  has  a narrow  neck  to  its 
sac,  and  (c)  by  congenital  defect  such  as  undescended 
testicle,  narrow  external  ring,  or  congenital  properi- 
toneal diverticulum. 

The  diagnosis  is  made  chiefly  by  the  history  of  the 
case.  The  usual  history  is  as  follows:  The  hernia  has 
been  present  for  many  years  and  may  or  may  not 
have  been  operated  upon  previously.  The  hernia  has 
been  incarcerated  and  reduced  on  previous  occa- 
sions. The  reduction  at  the  time  of  occurrence  of 
mass  reduction  is  usually  with  more  difficulty  and 
produces  more  pain,  and  the  symptoms  of  strangula- 
tion  and  intestinal  obstruction  which  may  subside 
temporarily  recur  promptly  or  may  not  be  relieved 
at  all.  Lack  of  the  gurgling  sound  which  is  usually 
noted  when  hernias  are  reduced  is  an  important  sign 
as  is  the  sudden  giving  way  of  resistance.  The  symp- 
toms of  intestinal  obstruction,  colicky  pain,  disten- 
tion, vomiting,  and  constipation  are  frequently  pres- 
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Fig.  2.  Sagittal  section  showing  displacement 
of  hernia  from  inguinal  to  properitoneal  position. 
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ent  in  a greater  or  lesser  degree  and  continue  after 
the  disappearance  of  the  hernial  mass.  Physical 
signs  are  relatively  scanty;  the  canal  is  frequently 
empty;  impulse  is  seldom  present;  a mass  high  in 
the  canal  or  in  the  lower  abdomen  can  sometimes  be 
palpated,  and  slight  abdominal  tenderness  and  dis- 
tention are  frequently  present.  Flat  plate  of  the  ab- 
domen may  help  confirm  the  diagnosis  of  intestinal 
obstruction.  This  condition  is  extremely  serious,  as 
it  is  intestinal  obstruction  due  to  strangulation,  and 
treatment  should  be  immediate  surgery. 

Case  Report 

This  patient,  a well-developed,  well-nourished, 
robust  wood  carver,  aged  forty-nine,  was  admitted 
to  the  hospital  on  August  14,  1947,  with  the  follow- 
ing history. 

He  had  had  a fairly  large  left  inguinal  hernia 
for  fifteen  years  for  which  he  had  worn  a truss. 
This  hernia  has,  on  frequent  occasions,  come 
down  and  caused  slight  distress,  but  he  has  al- 
ways been  able  to  reduce  it  with  comparative  ease. 
About  two  days  prior  to  admission  the -patient  was 
seized  with  abdominal  pain  and  nausea.  This 
was  relieved,  and  he  felt  good  until  the  day  prior 
to  admission.  Late  in  the  day  his  hernia  became 
swollen  and  hard,  and  he  had  abdominal  pain  and 
vomiting.  After  considerable  manipulation  he 
was  able  to  reduce  the  hernia  but  with  more  difficulty 
than  was  usually  the  case.  He  was  somewhat 
relieved  by  this  manipulation.  After  a few  hours, 
however,  the  pain  recurred,  and  he  vomited  again 
during  the  night.  He  had  enjoyed  good  health  in 
the  past,  had  had  no  operations,  and  his  past  history 
did  not  contribute  to  the  present  illness. 

On  admission  to  the  hospital  he  complained  of 
severe  abdominal  pain.  He  received  some  relief 
from  morphine  and  atropine,  but  after  two  or  three 
hours  the  pain  recurred  and  was  severe.  Flat  plate 
of  the  abdomen  was  reported  as  showing  no  shadow 
attributable  to  calculus  in  kidney,  ureter,  or  urinary 
bladder.  Several  small  loops  of  bowel  in  the  upper 
quadrant  contained  a considerable  amount  of  gas. 
This  was  very  suggestive  of  upper  small  bowel 
obstruction.  Another  radiograph  of  the  lower 
thorax  and  upper  abdomen  in  the  upright  posture 
revealed  fluid  levels  within  the  small  intestine. 
Blood  count  was  97  per  cent  hemoglobin,  4,850,000 
red  count,  10,600  white  count,  90  per  cent  segmental 
stages,  3 per  cent  stab  forms,  monocytes  1 per  cent, 
and  lymphocytes  6 per  cent.  Laboratory  report  of 
the  urine  showed  color  to  be  yellow,  reaction 
alkaline,  specific  gravity  1.027,  no  albumin,  no 
sugar,  and  occasional  white  blood  cells  and  urate 
crystals.  Blood  chlorides  were  reported  as  441.6 
mg.  per  cent.  The  temperature  was  98.4  F. ; pulse 
rate  was  80  and  respirations  23.  General  physical 
examination  was  negative  with  the  exception  of  the 
abdominal  findings.  There  was  slight  distention 
of  the  abdomen,  definite  tenderness,  and  a question- 
able mass  in  the  left  lower  quadrant.  Some  muscle 
spasm  was  present.  The  inguinal  canals  were  free; 
no  mass  was  felt,  and  no  impulse  was  felt.  The 
left  ring  was  moderately  enlarged.  Testicles  were 
in  the  scrotum,  and  no  hernia  was  present  on  the 
right  side. 

Preoperative  diagnosis  was  made  of  intestinal 
obstruction  due  to  reduction  en  masse  of  a strangu- 
lated hernia  or  intestinal  obstruction  due  to  hernia 
of  the  Littrf:  or  Richter  type  with  a portion  of  the 
bowel  wall  being  incarcerated.  Immediate  operation 
was  decided  upon,  and  the  patient  was  operated 


on  about  six  hours  after  admission  to  the  hospital. 

Under  ether  anesthesia  with  a Vinethene  induc- 
tion a right  paramedian  incision  was  made  displacing 
the  rectus  muscle  toward  the  midline.  Upon  open- 
ing the  abdomen  a large  quantity  of  free,  amber- 
colored  fluid  and  a moderately  distended  small 
intestine  were  encountered.  Upon  exploring  the 
abdomen  a mass  was  felt  in  the  left  inguinal  region 
which,  when  delivered,  proved  to  be  the  left  inguinal 
hernia  reduced  en  masse.  A small  loop  of  bowel 
was  incarcerated  in  the  hernial  sac  which  was 
entirely  within  the  abdominal  cavity.  The  neck  of 
the  sac  was  incised  on  a Kocher  director  and  the 
bowel  released.  The  loop  was  found  to  consist  of 
about  three  inches  of  bowel  which  was  in  good 
condition,  slightly  engorged  but  not  seriously 
damaged.  The  peritoneum  was  very  relaxed,  and 
the  hernial  sac  was  easily  freed  from  the  surrounding 
tissues  and  excised.  The  peritoneum  was  then 
opened  along  the  inguinal  canal,  and  an  attempt 
was  made  at  a hernial  repair  by  suturing  the  trans- 
versalis  fascia  beneath  the  lower  margin  of  the 
peritoneum  to  the  inner  surface  of  fascia  of  the 
external  oblique.  The  peritoneum  was  sutured 
over  the  inguinal  canal,  and  the  right  rectus  incision 
was  then  closed  in  layers  without  drainage. 

The  postoperative  convalescence  was  smooth,  the 
patient  being  allowed  out  of  bed  on  his  fourth  post- 
operative day.  The  wound  healed  by  first  intention, 
and  the  patient  was  discharged  in  good  condition 
on  his  eighth  postoperative  day. 

There  are  some  features  of  this  case  worthy  of 
mention.  One  is  that  the  use  of  flat  abdominal 
plates  preoperatively  was  of  diagnostic  assistance; 
second,  the  abdominal  approach  made  the  operation 
easier,  and  third,  the  patient  being  in  good  general 
condition  and  the  local  condition  of  the  incarcerated 
bowel  being  good,  the  sac  was  excised  and  an  at- 
tempt was  made  at  a hernial  repair.  This  is  not 
usually  the  case. 

Summary  and  Conclusions 

1 . A case  of  reduction  en  masse  of  a strangulated 
hernia  is  reported.  With  the  inclusion  of  this  case 
215  cases  have  been  reported  up  to  the  present  time. 

2.  It  is  an  unusual  condition,  the  incidence  being 
about  one  in  13,000  cases  of  hernia. 

3.  Diagnosis  was  made  chiefly  from  the  history 
of  a hernia  reduced  with  unusual  difficulty  and  per- 
sisting signs  of  intestinal  obstruction. 

4.  Treatment  is  early  operation. 

5.  Mortality  statistics  are  70  per  cent  femoral 
hernias  and  40  per  cent  in  the  inguinal  type.  How- 
ever, this  contains  many  cases  reported  prior  to  this 
century,  and  the  recent  case  reports  have  been  more 
encouraging. 

6.  Strangulated  hernia  should  be  treated  by 
operation  because  of  the  dangers  of  taxis.  This  con- 
dition of  reduction  en  masse  is  practically  always  the 
result  of  taxis,  although  it  may  recur  spontaneously 
on  rare  occasions. 

7.  If  the  patient  is  in  good  condition,  an  attempt 
should  be  made  to  remove  the  sac  and  repair  the 
hernia. 
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FATAL  HYPOGLYCEMIA 

Joseph  Cook  Watts,  M.D.,  Bayside,  New  York 
{From  the  Flushing  Hospital  and  Dispensary) 


''THE  RESULTS  of  insulin  administration,  par- 
ticularly  the  slowly  acting  protamine  zinc  in- 
sulin, can  be  dangerous  and  even  lethal.  The  im- 
portance of  adequate  food  intake  being  overlooked 
or  the  accidental  administration  of  the  concentrated 
precipitate  from  a vial  which  has  not  been  agitated 
makes  essential  a knowledge  of  the  effects  of  hypo- 
glycemia due  to  insulin  shock.  In  dogs,  Sherril  and 
MacKay  have  shown  that  with  doses  of  protamine 
zinc  insulin  sufficient  to  maintain  hypoglycemia  for 
thirty  hours,  no  animal  could  be  saved  from  death 
by  the  administration  of  intravenous  glucose.1 
These  results  emphasize  again  the  necessity  for 
great  care  in  preventing  unnecessary  hypoglycemia, 
particularly  with  the  longer-acting  insulin. 

A human  case  of  fatal  hypoglycemia  is  cited  to 
illustrate. 

Case  Report 

C.  H.,  a thirty-seven-year-old  white  housewife,  was 
admitted  to  the  Flushing  Hospital  November  6,  1947, 
in  a comatose  condition  of  eight  hours  duration. 

She  had  been  feeling  well  until  approximately 
eighteen  months  previously,  when  she  noted  weight 
loss,  polyuria,  polydipsia,  and  weakness.  Two 
months  before  the  present  admission,  her  case  was 
studied  at  another  hospital.  There  she  showed 
signs  of  marked  prostration  and  emaciation.  She 
weighed  150  pounds  eighteen  months  previously  and 
80  pounds  on  admission.  The  patient  had  had 
two  pregnancies,  one  terminating  in  a full-term 
stillbirth  six  years  previously  and  the  second  a nor- 
mal baby  two  years  later.  The  puerperium  was 
unremarkable.  Amenorrhea  had  been  present  for 
one  year. 

The  family  history  was  essentially  normal.  She 
had  been  separated  from  her  husband  for  four  years 
and  had  been  observed  to  be  restless,  distraught,  and 
anxious  since  that  time.  Visual  acuity  decreased  in 
the  past  year.  No  cough,  sweats,  or  fever  were 
observed. 

Examination  on  the  first  hospital  admission  re- 
vealed a coarse-featured,  emaciated  patient,  with 
dry  scaly  skin,  barely  able  to  sit  up.  The  hair 
was  thin  and  scanty.  The  eyes  showed  hazy  fundi 
with  early  vessel  sclerosis.  Atrophied  breasts  were 
found,  and  there  was  a cystic  mass  2 cm.  by  2 cm.  in 
the  left  breast.  Reflex  reactions  and  pelvic  exam- 
ination were  normal. 

The  blood  and  urinary  glucose  were  elevated, 
ranging  from  two  to  three  times  normal.  Blood  urea 
nitrogen  and  cholesterol  values  were  normal.  No 
tubercle  bacilli  were  found  in  stomach  contents; 
there  was  no  sputum.  The  blood  count  showed  a 
mild  hypochromic,  normocytic  anemia.  Basal 
metabolism  rate  was  old  rule  plus  11  per  cent  and 
new  rule  plus  20  per  cent.  Electrocardiogram 
showed  normal  sinus  rhythm  with  right  heart  strain. 
No  serology  test  was  reported.  X-rays  of  the  skull 
were  normal  except  for  moderate  sclerosis  of  the 
table  of  the  skull.  X-ray  of  the  chest  showed  a 
fibrotic  parenchymal  infiltration  in  the  central  por- 
tion of  the  right  upper  lobe. 

She  was  considered  a case  of  diabetes  mellitus  and 


severe  malnutrition,  regulated  on  a high  vitamin, 
high  caloric  diet  and  given  protamine  zinc  insulin, 
25  units  daily.  She  gained  three  pounds  in  one 
month  and  was  discharged  from  the  hospital. 

During  her  one  month’s  stay  at  home,  the  patient 
proved  to  be  extremely  careless  about  eating.  She 
was  known  to  have  drunk  twenty-four  bottles  of  a 
sweetened,  carbonated  beverage  in  one  day.  She 
ate  very  little  and  began  to  have  “vague  spells,” 
increased  irritability,  marked  fatigue,  and  faintness. 
The  family  insisted  that  she  receive  her  insulin 
regularly  whether  she  ate  or  not. 

On  her  second  hospitalization,  after  eight  hours 
of  coma,  she  was  found  to  have  contracted  pupils, 
nonreactive  to  light,  a weak  pulse  of  100,  shallow 
respirations  (24),  temperature  100  F.,  and  a blood 
pressure  of  80/60.  The  Babinski  reflexes  were  posi- 
tive bilaterally;  the  abdominal  reflexes  were  ab- 
sent; the  cranial  nerves  appeared  normal,  and  the 
left  upper  and  lower  extremities  were  spastic. 

Before  any  treatment  was  begun,  a blood  test  was 
taken  showing  27  mg.  per  cent  glucose  and  carbon 
dioxide  combining  power  of  52  volume  per  cent. 
Intravenous  glucose  solution  was  administered  with 
a rise  of  blood  sugar  to  425  mg.  per  cent.  As  this 
therapy  continued,  frequent  blood  sugar  determina- 
tions revealed  a level  between  150  and  200  mg.  per 
cent.  Urine  tests  showred  slight  albuminuria  and 
considerable  glycosuria.  Short-acting  insulin,  25 
units,  was  given  once,  as  was  500  cc.  of  whole  blood 
plasma. 

After  six  hours  of  treatment,  with  the  patient  still 
in  deep  coma,  clonic  convulsive  contractions  of  the 
left  upper  extremity  were  noted.  The  blood  sugar 
reading  at  that  time  wras  225  mg.  per  cent,  and 
carbon  dioxide  combining  powrer  was  48  per  cent. 
The  color  of  the  patient  being  poor,  oxygen  in  a tent 
was  given,  and  because  of  vomiting,  a Levine  tube 
was  inserted. 

About  ten  hours  after  admission,  a portable  chest 
x-ray  film  w7as  taken,  revealing  pleural  fluid  on  the 
left,  together  with  some  cardiac  sliift,  suggesting 
atelectasis.  The  temperature  rose  to  101  F.,  with 
a white  cell  count  of  7,500,  81  per  cent  polymor- 
phonuclears,  and  30  per  cent  stab  forms.  Urine  tests 
continued  to  show  sugar  and  no  acetone.  Spinal 
fluid  was  found  to  have  110  mg.  (water)  pressure,  5 
cells  (4  lymphocytes  and  1 polymorphonuclear), 
sugar  167  mg.  per  cent,  total  proteins  30  mg.  per 
cent,  chlorides  731  mg.  per  cent,  Kahn  negative, 
and  colloidal  gold  curve  normal.  No  bacteria  were 
seen. 

Further  blood  determinations  done  fourteen  hours 
after  admission  were  reported  as  sugar  250  mg.  per 
cent,  urea  nitrogen  20  mg.  per  cent,  creatinine  1.6 
mg.  per  cent,  nonprotcin  nitrogen  40  mg.  per  cent. 

The  patient  never  regained  consciousness.  The 
temperature  rose  to  102  F.,  and  evidence  of  extensive 
consolidation  was  found  in  the  entire  left  lung. 
Death  occurred  thirty-six  hours  after  admission. 

The  diagnosis  at  death  was  hypoglycemic  shock 
with  irreversible  nervous  system  changes  in  the 
brain,  diabetes  mellitus,  extensive  pneumonia  in  the 
left  lung,  and  severe  malnutrition.  The  differential 
diagnosis  included  panhypopituitarism  (Simmond’s 
disease),  anorexia  nervosa,  pulmonary  tuberculosis, 
pancreatic  tumor,  and  drug  poisoning. 
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Autopsy  Finding. — The  patient  was  an  extremely 
emaciated  white  woman,  measuring  five  feet  six 
inches  and  weighing  80  pounds.  There  were  no  gross 
changes  in  the  brain  or  heart.  The  left  lung  showed 
diffuse  consolidation;  the  right  lung  had  fairly 
marked  congestion  and  edema.  The  right  apex  had 
an  old,  well-encapsulated,  small,  fibrocaseous  tuber- 
culous lesion.  The  other  viscera  revealed  no  sig- 
nificant gross  changes. 

Microscopic  examination  of  the  brain  revealed 
definite  interstitial  edema  in  the  pia  arachnoid. 
There  was  moderate  perivascular  edema  with  occa- 
sional mononuclear  cell  extravasation.  There  was 
no  evidence  of  demyelinization.  The  heart  showed 
occasional  focal  accumulation  of  lymphocytes. 
There  was  edema  of  the  pericardium  with  mono- 
nuclear infiltration.  The  tubules  of  the  kidney  had 
marked  glycogen  infiltration  with  some  having 
casts.  The  lungs  showed  tuberculous  broncho- 
pneumonia. Sections  of  the  pancreas  showed  no 
autolysis,  but  there  were  marked  foci  of  hyalinization 
in  the  islets  and  intralobular  interstitial  fibrosis  of 
moderate  extent.  The  pancreas  had  various-sized, 
apparently  regenerating  islets.  The  duct  epithelium 
was  well  preserved,  but  the  vessels  showed  moderate 
arteriosclerotic  change.  There  was  parenchymatous 
degeneration  of  the  liver. 

Discussion 

From  a review  of  the  reported  studies,  it  becomes 
readily  apparent  that  the  cerebral  lesions  described 
in  hypoglycemia  are  variable.  Even  studies  on 
animals  are,  as  yet,  too  few  to  aid  materially'  in  an 
analysis  of  the  disturbances  in  the  central  nervous 
system  caused  byr  a hypoglycemic  state. 

The  brain  in  its  metabolic  requirements  is  unique 
among  organs.  The  available  data  indicates  that  the 
brain  is  the  only  organ  to  receive  its  energy  from 
the  exclusive  oxidation  of  carbohydrates.2  In  an 
organ  so  dependent  on  carbohydrates  and,  indeed, 
the  carbohydrates  of  the  blood,  hypoglycemia  may 
have  deep-seated  effects.  It  was  found  that  the 
maintenance  of  blood  glucose  levels  below  25  mg. 
per  cent  for  over  one  hour  tended  to  make  the  oxi- 
dation level  on  the  brain  cells  so  low  as  to  damage 
the  cells.2  In  muscle,  oxygen  consumption  does  not 
diminish  when  the  glucose  concentration  of  the 
blood  does.  The  maintenance  of  the  metabolic  rate 
of  muscle  is  due  in  part  to  its  larger  intrinsic  store  of 
glycogen.  The  brain  contains  only  0.1  per  cent 
glycogen,  while  muscle  gets  most,  if  not  all,  its  en- 
ergy from  the  oxidation  of  fat  which  the  brain  can- 
not do.3 

In  those  patients  recovering  from  profound  hypo- 
glycemic attacks,  Kepler  has  found  permanent  path- 
ologic changes  in  the  central  nervous  system.4  He 
cites  a case  with  recurring  protamine  zinc  insulin 
reactions  admitted  to  the  hospital  with  serious  signs 
of  memory  defect.  Sherril  and  MacKay  also  found 
aphasis  following  hypoglycemia  from  protamine 
zinc  insulin.1 

Allan  and  Crommelin  cite  a female  diabetic,  aged 
six  years,  who  was  ready  for  discharge  from  the  hos- 
pital and  received  the  usual  dose  of  25  units  pro- 
tamine zinc  insulin.6  She  lapsed  into  coma,  rousing 
only  after  strenuous  therapy,  with  residua  of  hemi- 
plegia, aphasia,  and  epileptic  seizures.  The  elec- 
troencephalogram in  this  case  showed  “diffuse  ab- 
normal activity  which  was  more  pronounced  from 


the  left  hemisphere,  without,  however,  being  limited 
to  any  particular  part.”  They  concluded  that 
the  coma  and  convulsions  were  due  to  insulin  shock 
and  the  subsequent  ill  effects  can  be  attributed  to 
organic  changes  in  the  brain  from  prolonged  hypo- 
glycemia, similar  to  that  seen  in  which  the  hypo- 
glycemia has  been  fatal.6 

Klein  and  Ligterink  feel  that  fatal  cases  due  to 
hypoglycemia  are  rare.6  Citation  is  made  of  a case 
of  diabetes  with  previously  intact  central  nervous 
system,  treated  with  regular  and  protamine  zinc 
insulin,  found  in  a comatose  state  and  being  given 
another  60  units  of  regular  insulin  without  blood 
sugar  level  determination.  The  coma  persisted  six 
days,  in  spite  of  the  creation  of  normal  sugar  levels. 
Several  functions  were  gradually  recovered,  viz. 
eating,  laughing,  crying,  emitting  inarticulate 
sounds,  defense  against  pain  stimulation,  and, 
finally,  standing  and  ataxic  walking.  All  signs  of 
rational  thinking,  higher  feelings,  and  reasoned  ac- 
tions remained  absent.  Briefly,  the  intellectual 
level  finally  reached  by  this  patient  was  that  of  a 
complete  idiot.  The  entire  mental  picture  became 
that  of  an  animal.  The  findings,  as  in  our  patient 
during  the  comatose  state,  were  those  of  twitching 
of  the  face  and  upper  extremities,  absent  abdominal 
reflexes,  and  positive  Babinski’s  sign. 

Baker  and  Lufkin  report  that  damage  to  the 
nerve  cells  appears  to  be  a common  finding.7  They 
describe  the  lesions  as  diffuse,  involving  all  the  cor- 
tical layers  and  consisting  of  paling  of  the  entire 
cell.  The  injured  ganglion  cells  show  little  or  no 
Nissl  granulation,  and  the  cell  bodies  were  frequently 
fragmented,  shrunken,  and  occasionally  infiltrated 
with  fat  droplets.  Minute  areas  of  hemorrhage, 
proliferative  changes  in  the  glial  elements,  moder- 
ate swelling  of  the  axis  cylinders,  and  perivascular 
round  cell  infiltration  have  been  reported  by  Whol- 
will,  Bodechtel,  and  McClenahan  and  Norris.8-10 
Fleischbacker  states  that  hypoglycemia  affects  the 
left  hemisphere  of  the  brain  first,  and  reflex  changes 
are  greater  on  that  side.11  This  is  believed  to  be  due 
to  the  right  hemisphere  being  more  lowly  organized 
with  regard  to  technical  practical  functions  and 
may,  if  disturbed,  not  only  release  some  pathologic 
phenomena  earlier  and  to  a greater  extent  (than  the 
more  organized  and  more  objective  left  hemisphere), 
but  also  a number  of  pathologic  phenomena  released 
may  be  of  more  subjective  or  mental  nature. 

Baker  and  Lufkin  claim  that  some  of  the  pathologic 
findings  noted  in  the  brain  cells  may  be  postmortem 
changes.  Animal  experiments  tend  to  bear  this  out.7 
However,  there  remains  the  likelihood  that  during  a 
convulsive  seizure  the  resulting  hemorrhages  may 
cause  injury  to  the  surrounding  brain  tissue  bv  pres- 
sure or  actual  destruction.  Such  a process  occurring 
within  an  important  brain  center  may  well  give 
rise  to  temporary  or  permanent  neurologic  mani- 
festations long  after  the  restoration  of  the  remain- 
ing brain  to  normal  function. 

Gellhorn  concurs  with  the  laboratory  experiments 
showingthattheanoxic  and  hypoglycemic  syndromes 
are  similar  and  that  the  sensitivity  of  the  central 
nervous  system  to  oxygen  deficiency  is  greatly  in- 
creased in  hypoglycemia.12 
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Teitelbaum  places  emphasis  on  the  importance  of 
keeping  hypoglycemia  in  mind  in  bizarre  groups  of 
symptoms  labeled  ‘“nervous”  or  “psychiatric”  in 
origin.13  Our  case  could  well  have  had  mild,  re- 
current, hypoglycemic  attacks  to  account  for  her 
symptoms  at  the  time  that  her  carbohydrate  food 
intake  was  so  low  and  the  insulin  was  given  daily. 

Conclusions 

Long-acting  protamine  zinc  insulin  may  produce 
a profound  hypoglycemia. 

Hypoglycemia  influences  the  cells  of  the  central 
nervous  system  and,  if  prolonged,  may  effect  ir- 
reversible damage. 

A case  with  fatal  termination  and  postmortem 
findings  is  reported,  following  insulin  administra- 
tion without  adequate  food  intake. 

The  dangers  of  uncontrolled  use  of  protamine 
zinc  insulin  are  emphasized. 
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CARCINOMA  OF  THE  HEAD  OF  THE  PANCREAS  SIMULATING  SPINAL 
CORD  TUMOR  WITH  MULTIPLE  VENOUS  THROMBOSES 

William  B.  Rawls,  M.D.,  and  V.  Charles  Ancona,  M.D.  New  York  City 

( From  St.  Clare’s  Hospital ) 


CPROUL  reported  the  occurence  of  venous  throm- 
^ bosis  in  pancreatic  carcinoma  and  other  debili- 
tating illnesses  and  found  that  venous  thrombosis 
occured  most  commonly  with  carcinoma  of  the  pan- 
creas.1 Single  venous  thromboses  were  seen  in  56.2 
per  cent  with  carcinoma  of  the  tail  and  body  of  the 
pancreas  and  multiple  thromboses  in  31.8  per  cent. 
In  carcinoma  of  the  head  of  the  pancreas  there  were 
multiple  venous  thromboses  in  9.6  per  cent  of  the 
patients  autopsied. 

Case  Report 

A fifty-two-year-old  white  woman,  who  had  been 
treated  for  arthritis  of  the  spine  and  subdeltoid  and 
olecranon  bursitis  two  years  previously,  presented 
herself  on  January  26,  1947,  complaining  of  severe 
pain  over  the  dorsal  spinal  region  and  across  the 
right  upper  abdomen  and  epigastric  region.  There 
was  anorexia  but  no  nausea  or  vomiting,  and  the 
epigastric  pain  was  not  related  to  food  intake.  The 
presenting  symptoms  had  begun  about  six  months 
previously,  and  in  an  effort  to  obtain  relief  she  had 
seen  several  physicians  before  returning  to  our  care. 
During  this  time  two  gastrointestinal  x-ray  studies 
and  other  laboratory  examinations  were  reported  as 
normal;  in  one  instance  a diagnosis  of  psychoneu- 
rosis was  made,  and  she  was  advised  to  consult  a 
psychiatrist. 

On  examination  the  physical  findings  were  essen- 
tially normal  except  for  girdle-type  pain  over  the 
upper  abdomen  and  hypesthesia  from  the  eighth 
dorsal  to  the  second  lumbar  metameres.  There  was 
marked  tenderness  over  the  epigastrium  and  right 
upper  abdomen,  but  no  masses  were  present  and  the 


liver  was  not  enlarged.  However,  palpation  of  the 
abdomen  was  not  very  satisfactory  due  to  the  ex- 
treme tenderness  in  this  area.  There  were  no  pyra- 
midal tract  signs  except  that  the  right  knee  jerk  was 
hypoactive.  On  the  basis  of  the  hypesthesia  and 
the  radiation  of  pain,  a spinal  cord  tumor  between 
the  eighth  and  tenth  dorsal  vertebrae  was  suspected, 
and  the  patient  was  admitted  to  St.  Clare’s  Hospital 
on  January  28.  A myelogram  with  pantopaque 
showed  no  significant  findings,  and  lumbar  puncture 
revealed  normal  spinal  fluid  dynamics,  5 leukocytes, 
22  mg.  of  total  protein,  negative  Wassermann,  and 
colloidal  gold. 

Neurosurgical  consultation  by  Dr.  J.  Arthur  Mc- 
Lean confirmed  the  possibility  of  spinal  cord  tumor. 
On  February  4,  a laminectomy  failed  to  reveal  the 
presence  of  a tumor,  but  there  were  two  large  di- 
lated veins  extending  over  three  segments  of  the 
spinal  cord  at  the  level  of  the  ninth  and  tenth  dorsal 
vertebrae;  one  vein  was  4 mm.  in  diameter  and  ran 
a tortuous  course  on  the  posterior  surface  of  the  cord, 
having  its  point  of  entrance  and  exit  from  the  dura 
coinciding  with  the  nerve  root  openings.  There 
were  moderate  arachnoidal  adhesions  throughout 
the  cord  segments  covered  by  these  varicosities. 
The  nerve  roots  on  the  right  side  in  the  entire  field 
were  injected  and  edematous.  Five  posterior  sen- 
sory roots  on  the  right  side  were  sectioned  from  the 
eighth  to  the  twelfth  dorsal  segments.  The  large 
veins  were  isolated  at  their  caudal  ends  with  metal 
silver  clips,  and  portions  were  obliterated  and  re- 
moved. 

Following  operation  the  patient  experienced  some 
relief  but  continued  to  complain  of  pain  in  the  region 
of  the  operative  site,  radiating  across  the  upper  ab- 
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domen;  on  the  fourth  postoperative  day  she  com- 
plained of  pain  in  both  legs,  but  frequent  examina- 
tions failed  to  reveal  sufficient  cause  for  the  symp- 
toms. These  symptoms  continued  in  varying  de- 
gree, but  at  no  time  was  there  any  evidence  of  phle- 
bothrombosis.  The  possibility  of  an  intramedullary 
cord  tumor  which  might  have  been  missed  at  opera- 
tion was  considered  also.  Radiographic  examina- 
tion of  the  upper  gastrointestinal  tract  on  February 
27  was  reported  normal. 

Laboratory  studies  at  this  time  revealed  total 
blood  protein  of  6.2  mg.  per  cent,  with  albumin  3.9 
and  globulin  2.3  mg.  per  cent;  icterus  index  was  9 
and  nonprotein  nitrogen  30  mg.  per  cent. 

The  patient  appeared  to  be  improving.  The  pain 
in  the  abdomen  decreased  and  was  considerably  re- 
duced in  the  legs  so  that  she  was  allowed  to  sit  up. 
On  March  7 she  developed  phlebothrombosis  of  the 
left  femorql  vein  which  cleared  with  paravertebral 
nerve  block  and  medical  regimen.  Again  she 
seemed  to  be  much  improved;  the  pain  in  the  legs 
disappeared  almost  completely.  However,  about 
4 : 00  p.m.  on  March  20  the  right  leg  suddenly  became 
swollen,  painful,  and  cyanotic.  A diagnosis  of 
phlebothrombosis  of  the  right  femoral  vein  without 
complete  block  was  made,  and  at  6: 00  p.m.  a para- 
vertebral nerve  block  was  done. 

The  following  morning  it  appeared  that  the  symp- 
toms had  progressed  and  that  most  likely  there  was 
complete  block  extending  into  the  right  common 
iliac  vein  and  perhaps  the  inferior  vena  cava.  The 
condition  of  the  patient  was  serious,  and,  although 
it  was  realized  that  any  attempt  at  suction  of  the 
clot  might  result  in  a pulmonary  embolus,  it  was  ob- 
vious that  there  was  no  chance  of  recovery  without 
operation.  Accordingly,  Dr.  Gerald  H.  Pratt  pro- 
ceeded with  the  operation;  a large  clot  blocking  the 
iliac  vein  and  extending  into  the  inferior  vena  cava 
was  removed  by  suction  and  a free  flow  of  blood  in 
the  vein  was  obtained.  The  patient  expired  shortly 
after  returning  from  the  operating  room  as  the  result 
of  a pulmonary  embolus. 

The  postmortem  findings  were  as  follows: 


1.  Cardiovascular  system. — Thrombosis  of  the 
right  common  iliac  vein,  thrombosis  of  the  inferior 
vena  cava,  multiple  emboli  of  both  pulmonary 
arteries  and  their  branches,  and  arteriosclerosis  of 
the  aorta. 

2.  Respiratory  system. — Pulmonary  edema, 
chronic  passive  congestion  of  the  lungs,  and  atelec- 
tasis (patchy),  microscopic. 

3.  Liver. — Metastatic  carcinoma  with  multiple 
involvement  (primary  in  pancreatic  ducts),  and 
fatty  degeneration. 

4.  Pancreas. — Carcinoma  of  the  head  of  the  pan- 
creas (origin  in  pancreatic  ducts)  and  fibrosis  of  the 
body  and  tail  of  the  pancreas.  The  head  of  the  pan- 
creas measured  7 cm.  in  diameter,  displacing  the 
duodenum  forward  and  slightly  to  the  right. 

5.  The  central  nervous  system  revealed  the  post- 
operative status  of  a spinal  laminectomy. 

Discussion 

In  the  case  herein  reported  of  advanced  carcinoma 
of  the  head  of  the  pancreas,  the  presenting  signs  were 
related  to  the  central  nervous  system  on  admission 
and  to  the  vascular  system  shortly  before  the  patient 
expired.  Carcinoma  of  the  pancreas  is  noted  for  its 
paucity  of  diagnostic  signs  and  symptoms.  This 
case  is  reported  as  an  example  of  the  disease  entities 
which  carcinoma  of  the  pancreas  may  simulate.  It 
is  probable  that  the  spinal  cord  vein  changes  found 
in  this  patient  were  part  of  the  same  or  more  fatal 
thromboses  that  occurred  later  in  the  course  of  the 
illness. 

The  occurrence  of  venous  thrombosis  and  partic- 
ularly multiple  thromboses,  if  not  easily  explained, 
should  suggest  the  need  for  further  investigation  for 
a serious  underlying  process,  especially  one  involv- 
ing the  pancreas. 
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MEDICAL  COSTS  NOT  RISING  WITH  COST  OF  LIVING 


Fees  charged  by  physicians  for  medical  services 
have  not  risen  so  rapidly  as  the  cost  of  living,  accord- 
ing to  a study  published  by  Frank  G.  Dickinson, 
Ph.D.,  director  of  the  Bureau  of  Medical  Economic 
Research  of  the  American  Medical  Association. 

Entitled  “Comparative  Increases  in  the  Costs  of 
Medical  Care  and  Cost  of  Living,”  the  report  made 
use  of  the  price  indexes  compiled  by  the  United 
States  Bureau  of  Labor  Statistics.  A four-page  bul- 
letin containing  figures  and  charts  supports  his  con- 
clusions. 

The  Bureau  of  Labor  Statistics  index,  covering 
cost  of  living  in  34  cities,  was  59  per  cent  higher  in 
1947  than  in  the  base  period  of  1935  to  1939.  The 
Bureau’s  1947  index  for  all  medical  care,  including 
drugs,  was  only  32  per  cent  above  the  same  base 


period.  In  addition,  the  quantity  of  medical  care 
received  by  the  American  people  was  estimated  to 
have  increased  more  than  half  again  what  it  was  in 
1939. 

Dr.  Dickinson’s  newest  study  is  the  second  made 
within  a year.  In  1946  he  published  a report  entitled 
“Is  Medical  Care  Expensive?”  In  this  12-page 
booklet  he  showed  that  medical  care  items  as  a 
whole  cost  the  American  people  over  five  and  a half 
billion  dollars  in  1946,  but  that  this  still  represented 
only  3.9  per  cent  of  the  total  personal  consumer  ex- 
penditures of  the  American  people.  Physicians  re- 
cievcd  only  26  per  cent  of  all  the  dollars  spent  for 
medical  care  in  1946. 

— Health  News,  Michigan  State  Medical  Society, 
September  8,  1948 
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PROVIDES  THERAPEUTIC  PENICILLIN  BLOOD  LEVELS 


CONSTANTLY  FLUID 

REQUIRES  NO  PROLONGED  SHAKING  , 

DOES  NOT “SETTLE  OUT” 
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CRYSTALLINE  PROCAINE  PENICILLIN  G IN  OIL 
(300,000  units  per  cc.) 

With  Aluminum  Monostearate,  2% 


This  remarkable  development  in  repository  penicillin  therapy  does 
away  with  the  need  for  every-day  injections  A single  injection  every 
other  day  is  judged  to  be  adequate  for  the  majority  of  clinical  pur- 
poses. Exceptional  conditions  may  require  more  frequent  dosage. 

Flo-Cillin  “96”  is  available  from  your  usual  source  of  supply  in 
rubber-stoppered  vials  containing  10  cc.,  and  in  rubber-stoppered 
glass  cartridges,  each  containing  1 cc.,  for  use  with  the  B-D*  Dis- 
posable Cartridge  Syringe  and  the  B-D*  Metal  Cartridge  Syringe. 
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NECROLOGY 


Victor  Ludwig  Altmann,  M.D.,  of  New  York  City, 
died  on  October  22  at  the  age  of  sixty-eight.  Dr. 
Altmann  was  graduated  from  the  University  of 
Vienna  in  1911.  He  was  a member  of  the  American 
Medical  Association  and  the  New  York  State  and 
County  Medical  Societies. 

Ethel  Doty  Brown,  M.D.,  eighty,  died  November 
8.  A practicing  physician  in  New  York  for  fifty 
years,  Dr.  Brown  was  graduated  from  the  Women’s 
Medical  College  of  the  New  York  Infirmary  in  1890. 
She  was  a former  trustee  of  the  New  York  Infirmary 
for  Women  and  Children,  formerly  treasurer  of  the 
Medical  Women’s  National  Association,  and  a paSt- 
president  of  the  Women’s  Medical  Society  of  New 
York  State.  Dr.  Brown  was  also  a member  of  the 
American  Medical  Association,  the  New  York 
Academy  of  Medicine,  and  the  New  York  State  and 
County  Medical  Societies. 

William  Blanchard  Cochrane,  M.D.,  of  Rochester, 
died  on  October  21.  He  was  seventy-six  years  old. 
Dr.  Cochrane  was  graduated  from  the  University  of 
Buffalo,  School  of  Medicine,  in  1896.  He  was  a 
member  of  the  Rochester  Academy  of  Medicine,  the 
Monroe  County  Pathological  Society,  the  American 
Medical  Association,  and  the  New  York  Statte  and 
Monroe  County  Medical  Societies. 

Archibald  P.  Evans,  M.D.,  sixty,  died  on  October 
22.  Dr.  Evans,  a graduate  of  the  College  of  Physi- 
cians and  Surgeons,  Columbia  University,  in  1905, 
was  x-ray  technologist  at  Kings  Park  State  Hos- 
pital, Long  Island.  Dr.  Evans  interned  at  City 
Hospital  on  Welfare  Island  and  in  1909  went  to 
Buenos  Aires  to  practice  industrial  medicine.  In 
1910  he  took  postgraduate  work  at  Munich  Uni- 
versity, specializing  in  x-ray  technics.  Following 
twenty  years  in  private  practice  in  New  Yor  k City, 
Dr.  Evans  became  associated  with  the  Kings  Park 
State  Hospital  in  1932  and  had  served  on  the  staff 
of  that  institution  since  then. 

Joseph  H.  Gettinger,  M.D.,  of  New  York  City, 
died  on  October  23  at  the  age  of  seventy-four.  Dr. 
Gettinger  was  graduated  from  Cornell  University 
Medical  College  in  1903.  After  World  War  I he 
studied  in  Austria,  Germany,  France,  and  England. 
He  was  active  in  the  establishment  of  the  Bronx 
Hospital  where  he  was  on  the  attending  medical 
staff,  the  medical  board,  and  the  board  of  directors. 
Dr.  Gettinger  was  a former  president  of  the  Bronx 
County  Medical  Society  and  a member  of  the  Ameri- 
can Medical  Association  and  the  New  York  State 
and  Bronx  County  Medical  Societies. 

Ray  Eugene  Persons,  M.D.,  died  at  his  home  in 
Cairo  on  September  29.  Born  in  1890,  Dr.  Persons 
was  graduated  from  the  Albany  Medical  College  in 
1918  and,  following  his  internship,  practiced  in 
East  Durham  until  he  entered  the  service  in  World 
War  I.  After  the  war  he  resumed  practice  in  East 
Durham  until  1919  when  he  went  to  Cairo.  Dr. 
Persons  was  a past-president  of  the  Greene  County 
Medical  Society  and  at  the  time  of  his  death  was 
chief  of  staff  of  the  Greene  County  Memorial  Hos- 
pital, Catskill.  lie  was  also  a member  of  the 
American  Medical  Association  and  the  New  York 
State  and  Greene  County  Medical  Societies: 

Homer  A.  Trotter,  M.D.,  died  at  his  home  in 
Buffalo  on  September  2!)  at  the  age  of  sixty-two. 
Dr.  Trotter  received  his  medical  degree  from  the 
University  of  Buffalo,  School  of  Medicine,  in  1915. 
After  a year’s  internship  at  the  Buffalo  General 
Hospital,  he  spent  a year  in  postgraduate  study  at 


the  Brooklyn  Eye  and  Ear,  Polyclinic,  and  Roose- 
velt Hospitals  and  Vanderbilt  Clinic,  New  York 
City.  Later,  Dr.  Trotter  studied  further  in  France 
at  the  University  of  Bordeaux  Medical  School. 

He  was  on  the  staffs  in  the  departments  of 
otorhinolaryngology  of  the  Millard  Fillmore  and 
Buffalo  General  Hospitals  and  was  consultant  oto- 
laryngologist to  the  U!S.  Marine  Hospital  and  the 
Salvation  Army  Home  and  Hospital.  A diplomate 
of  the  American  Board  of  Otolaryngology,  Dr. 
Trotter  was  a member  of  the  American  Academy  of 
Ophthalmology  and  Otolaryngology,  the  American 
Medical  Association,  the  Buffalo  Academy  of  Medi- 
cine, and  the  New  York  State  and  Erie  County 
Medical  Societies. 

Henry  Washeim,  Jr.,  M.D.,  of  Utica,  died  on 
October  20.  Dr.  Washeim  was  forty-eight  years 
old.  He  was  graduated  from  Yale  University  in 
1928  and  served  as  intern  and  later  as  assistant  resi- 
dent at  New  Haven  Hospital.  After  doing  research 
work  at  Columbia  University  and  the  University  of 
Michigan,  he  taught  in  the  University  of  Georgia 
Medical  School.  Dr.  Washeim  was  a pediatrician 
on  the  staffs  of  St.  Elizabeth  and  Utica  State  Hos- 
pitals and  was  associate  pediatrician  at  St.  Luke’s 
Home  and  Hospital,  Utica.  He  was  a licentiate  of 
the  American  Board  of  Pediatrics  and  a member  of 
the  American  Medical  Association,  the  American 
Academy  of  Pediatrics,  the  Utica  Academy  of  Medi- 
cine, and  the  New  York  State  and  Oneida  County 
Medical  Societies. 

Hippolyte  Marcus  Wertheim,  M.D.,  fifty,  died  at 
his  New  York  City  home  on  November  8.  Dr. 
Wertheim,  a neurosurgeon,  was  graduated  from 
New  York  University  College  of  Medicine  in  1920 
and  joined  the  faculty  of  the  medical  school  in  1922 
as  assistant  in  surgery.  He  was  a member  of  the 
surgical  staffs  of  Goldwater  Memorial  and  French 
Hospitals  and  was  chief  of  general  and  neurosurgery, 
Psychiatric  Division,  Bellevue  Hospital.  He  was 
formerly  on  the  surgical  staffs  of  Columbus  and 
Community  Hospitals  and  Central  and  Neurological 
Hospital  on  Welfare  Island. 

A fellow  of  the  American  College  of  Surgeons  and 
a diplomate  of  the  American  Board  of  Surgery,  Dr. 
Wertheim  was  an  associate  professor  of  clinical 
surgery  at  the  New  York  LTniversity  College  of 
Medicine.  He  was  also  a reserve  officer  of  the  U.S. 
Public  Health  Service  and  surgical  director  of  the 
Cosmopolitan  Mutual  Insurance  Company.  Dur- 
ing the  second  world  war  he  served  as  a civilian 
surgeon  for  the  Navy. 

Dr.  Wertheim  was  a former  president  of  the 
alumni  association  of  the  New  York  University 
College  of  Medicine,  an  alumnus  of  Lebanon  Hos- 
pital, and  a member  of  the  American  Medical  Asso- 
ciation and  the  New  York  State  and  County  Medical 
Societies. 

Charles  Cowing  Zacharie,  M.D.,  died  on  October 
29  at.  the  age  of  seventy-five.  A practicing  physician 
at  Marlboro-on-Hudson  for  over  fifty  years,  Dr. 
Zacharie  was  graduated  from  the  College  of  Physi- 
cians and  Surgeons,  Columbia  University,  in  1895. 
He  served  as  a major  in  the  Medical  Corps  in  World 
War  I and  as  examining  surgeon  with  an  armed 
forces  mobile  unit  draft  induction  group  in  western 
New  York  State  during  the  recent  war.  Dr.  Zach- 
arie was  a member  of  the  American  Medical  Associ- 
ation and  the  New  York  State  and  Ulster  County 
Medical  Societies. 
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and  chronic  wounds  suggests 

i>  the  need  for  an  antibacterial  agent  wit li  a wide  antibacterial  spectrum.  Furacin,  effective  against  the  majority 
of  wound  bacteria  in  vivo,  is  receiving  favorable  and  steadily  increasing  mention  in  the  literature  for  such 
I conditions.*  Furacin  N.N.R.,  brand  of  nitrofurazone,  is  available  as  Furacin  Soluble  Dressing  and  as  Furacin 
' Solution,  both  containing  0.2  per  cent  Furacin.®  These  preparations  are  indicated  for  topical  application  in 
the  prophylaxis  and  treatment  of  injections  of  wounds,  second  and  third  degree  burns,  cutaneous  ulcers,  pyo- 
dermas and  skin  grafts.  Literature  on  request.  EATON  LABORATORIES,  INC.,  NORWICH,  N.Y. 
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MEDICAL  NEWS 


Diphtheria  Immunization  High  in  Twenty  Communities 


THE  State  Health  Department  reported  recently 
that  20  of  the  State’s  70  largest  communities 
outside  of  New  York  City  had  achieved  70  per  cent 
immunization  against  diphtheria  among  children 
under  five  years  of  age. 

The  70  per  cent  level  was  described  by  the  De- 
partment as  “advisable  to  keep  diphtheria  at  the 
desired  low  prevalence.” 

The  20  communities  of  10,000  or  more  population 
which  reported  70  per  cent  or  higher  were: 

Batavia,  Binghamton,  Hornell,  Hudson,  Iron- 


dequoit,  Johnson  City,  Little  Falls,  Mamaroneck, 
Middletown,  Newburgh,  Ogdensburg,  Oneida,  Os- 
sining, Oswego,  Peekskill,  Port  Chester,  Scarsdale, 
Syracuse,  Watertown,  and  White  Plains. 

The  total  is  the  same  as  a year  ago,  but  Hornell, 
Oneida,  and  Peekskill  are  new  on  the  1948  list,  re- 
placing Corning,  Niagara  Falls,  and  Rochester. 

Westchester,  Columbia,  and  Genesee  Counties 
are  the  only  counties  in  which  70  per  cent  of  chil- 
dren under  five,  living  outside  of  communities  of 
10,000  or  more  population,  have  been  immunized. 


Members  Appointed  to  Children’s  Bureau  Committee 


DR.  W.  A.  BAUER,  director  of  the  Bureau  of 
Health  Education,  and  Dr.  James  R.  Miller, 
Hartford,  Connecticut,  a member  of  the  A.M.A. 
Board  of  Trustees,  are  among  47  members  ap- 
pointed to  the  Advisory  Committee  on  Maternal 
and  Child  Health  and  Crippled  Children’s  Services 
of  the  U.S.  Children’s  Bureau,  Federal  Security 
Agency.  Each  will  serve  a three-year  term. 

The  purpose  of  the  committee  is  to  advise  the 
Children’s  Bureau  on  matters  of  public  policy  af- 


fecting the  promotion  of  better  health  for  mothers 
and  children.  It  will  represent  both  professional 
and  nonprofessional  groups.  Dr.  Harry  H.  Gordon, 
professor  of  pediatrics,  University  of  Colorado  Medi- 
cal Center,  has  been  elected  chairman. 

The  Children’s  Bureau  is  responsible  for  ad- 
ministering the  -118,500,000  grants  which  Congress 
makes  available  each  year  to  the  states  to  “extend 
and  improve”  their  maternal  and  child  health  serv- 
ices and  services  to  crippled  children. 


A.M.A.  Appointments 


members  of  the  reference  committees  for  the 
Interim  Session  of  the  American  Medical  As- 
sociation which  opened  in  St.  Louis,  Missouri,  on 
November  30,  the  following  members  from  New 
York  were  appointed: 

Dr.  George  W.  Kosmak,  chairman,  Committee  on 
Medical  Education;  Dr.  Albert  F.  R.  Andresen, 
Committee  on  Hygiene  and  Public  Health;  Dr. 
Floyd  S.  Winslow,  Committee  on  Amendments  to 
Constitution  and  Bylaws;  Dr.  Edward  P.  Flood, 
Committee  on  Credentials,  and  Dr.  J.  Stanley  Ken- 


ney, chairman,  and  Dr.  Herbert  H.  Bauckus,  Com- 
mittee on  Miscellaneous  Business. 

Appointments  made  by  the  A.M.A.  Board  of 
Trustees  on  September  30  included : Dr.  Herbert  H 
Bauckus,  Buffalo,  to  represent  the  A.M.A.  at  the 
inauguration  of  Dr.  Alan  W.  Brown  as  president  of 
Hobart  and  William  Smith  Colleges,  Geneva,  and 
Dr.  Louis  H.  Bauer,  Hempstead,  to  represent  the 
A.M.A.  at  the  installation  of  General  Dwight  D. 
Eisenhower  as  the  thirteenth  president  of  Columbia 
University. 


Training  Offered  in  Diagnostic  Laboratory  Work 


OPPORTUNITY  is  available  for  pathologists 
preparing  for  a career  in  diagnostic  laboratory 
work  to  receive  training  in  a program  sponsored  by 
the  New  York  State  Department  of  Health  and 
administered  in  the  Division  of  Laboratories  and 
Research.  Experience  in  pathology,  bacteriology, 
biochemistry,  and  other  laboratory  fields  is  afforded 
in  this  Division  and  in  cooperating  institutions  in 
Albany  and  in  New  York  City.  The  appointments 
are  for  a period  of  one  year  and  are  open  to  physi- 
cians with  postgraduate  training  in  laboratory  work 
who  wish  additional  experience  in  order  to  qualify 
for  positions  in  diagnostic  laboratories  throughout 


New  York  State.  The  program  is  approved  for 
one  year’s  training  by  the  American  Board  of 
Pathology. 

Candidates  must  be  United  States  citizens  who 
have  graduated  from  a medical  school  approved  by 
the  American  Medical  Association.  They  need  not 
obtain  a license  to  practice  medicine  in  New  York 
State,  but  they  must  be  eligible  to  take  the  examina- 
tion for  license.  A stipend  is  granted  to  trainees. 
Inquiries  should  be  directed  to  the  Division  of 
Laboratories  and  Research,  State  Department  of 
Health,  Albany  1,  New  York. 

[Continued  on  page  2636] 
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BELEXON 


>d  VITAMIN  B-COMPLEX  with  LIVER,  IOLIC  ACID  and  IRON 

H 

a rich  source  of 

all  B-Com(.>!ex  Vitamins, 


□ 


□ 


known  and  postulated,  for  use  in 

the  prevention  and  treatment  of 


VITAMIN  B-COMPLEX  DEFICIENCIES 


a stimulant  of  the  hematopoietic  system  for 
rapid  regeneration  and  maturation  of  red  blood  cells  in 

Nutritional,  Secondary,  Macrocytic  ANEMIAS 


.1  each 

1 •ljM»lLiraWiT^ltgpsule  supplies: 

Liver-Fraction  50:1 

3 grs. 

Yeast  Extract 

3 grs. 

(derived  from  150  grt.  of  fresh  liver) 

Iron  Hydrogen  reduced  10  mg. 

Thiamine  Hydrochloride  (B,)  5 mg. 

Calcium  Pantothenate 

3 mg. 

Riboflavin  (B2) 

10  mg. 

Choline  Chloride 

20  mg. 

Niacinamide 

20  mg. 

Inositol 

10  mg. 

Pyridoxine  HCI  (BJ 

1 mg. 

Folic  Add 

0.3  mg. 

With  other  B-Complex  Factors  naturally 
occurring  in  Yeast  and  Liver. 


SAMPLES  AVAILABLE  UPON  REQUEST 


AMERICAN  PHARMACEUTICAL  COMPANY 

MANUFACTURING  CHEMISTS 

NEW  YORK  18,  N.  Y. 

over  30  years  of  service  to  the  profession 
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Center  Receives  Masonic  Grant 


THE  New  York  University-Bellevue  Medical 
Center  is  one  of  several  recipients  of  grants  total- 
ing $200,000  from  the  Masonic  Foundation  for 
Medical  Research  and  Human  Welfare  for  research 
in  rheumatic  fever.  The  grants  were  presented  at 
a luncheon  given  by  the  board  of  the  Foundation  at 
Masonic  Hall  in  Manhattan  last  month. 

Raymond  C.  Ellis,  president  of  the  Foundation, 
emphasized  that  all  monies  granted  will  be  applied 
to  research  in  established  universities  and  colleges 
where  outstanding  talent  and  equipment  are  avail- 
able and  that  benefits  will  be  for  all,  without  regard 
to  race,  color,  or  religion. 

In  presenting  the  check,  Mr.  Ellis  said,  “Upon 
the  advice  of  our  Medical  Advisory  Council,  the 


Masonic  Foundation  decided  to  enter  this  field. 
We  know  that  this  is  a war  against  a cruel,  insidious, 
mysterious,  killing,  and  crippling  disease — the  dread 
scourge  of  childhood.” 

Dr.  Currier  McEwen,  dean  of  the  College  of 
Medicine,  is  a member  of  the  Medical  Advisory 
Council. 

Dr.  Arthur  C.  DeGraff,  chairman  of  the  Depart- 
ment of  Therapeutics  of  the  College  of  Medicine  and 
medical  director  of  Irvington  House,  which  also 
shared  in  the  grant,  said  in  accepting  it  for  the  Medi- 
cal Center,  “I  strongly  believe  that  with  an  adequate 
amount  of  money  for  research  in  this  disease  more 
progress  can  be  made  in  the  next  five  years  than  has 
been  made  in  the  past  twenty-five  years.” 


Motion  Picture  Depicts  Rehabilitation  Story 


THE  Institute  of  Rehabilitation  and  Physical 
Medicine,”  a twenty-minute  moving  picture  in 
color,  with  sound,  has  been  completed  by  Dr.  Jacob 
Sarnoff  cooperating  with  Dr.  Howard  A.  Rusk,  di- 
rector, and  the  staff  of  the  New  York  University- 
Bellevue  Medical  Center  Institute  of  Rehabilitation. 


Script  and  narration  are  done  by  Eugene  J.  Taylor 
of  the  Institute. 

The  film  tells  the  story  of  rehabilitation  by  de- 
picting the  activities  at  the  Institute,  using  many 
patients  who  are  in  the  process  of  regaining  normal 
living  after  experiencing  various  types  of  disability. 


National  Gastroenterological  Association  1949  Award  Contest 


HT I IE  National  Gastroenterological  Association 
J-  again  announces  its  annual  cash  prize  award 
contest  for  1949.  One  hundred  dollars  and  a certifi- 
cate of  merit  will  be  given  for  the  best  unpublished 
contribution  on  gastroenterology  or  allied  subjects. 
Certificates  will  also  be  awarded  those  physicians 
whose  contributions  are  deemed  worthy. 

Contestants  residing  in  the  United  States  must 
be  members  of  the  American  Medical  Association. 
The  winning  contribution  will  be  selected  by  a 


board  of  impartial  judges,  and  the  award  is  to  be 
made  at  the  annual  convention  banquet  of  the 
Association  in  October  of  1949. 

All  entries  for  the  1949  prize  should  be  limited  to 
5,000  words,  typewritten  in  English,  prepared  in 
manuscript  form,  submitted  in  five  copies  accom- 
panied by  an  entry  letter,  and  must  be  received  not 
later  than  April  1,  1949.  Entries  should  be  ad- 
dressed to  the  National  Gastroenterological  Associ- 
ation, 1819  Broadway,  New  York  23,  New  York. 


Doctors  Give  Concert,  Art  Show 


nPHE  Doctors  Orchestral  Society  of  New  York, 
under  Ignace  Strasfogel,  gave  a concert  October 
24  at  the  Metropolitan  Opera  Flouse  for  the  benefit 
of  the  United  Hospital  Fund. 

The  orchestra,  composed  of  more  than  fifty  medi- 
cal men,  will  appear  on  a program  also  presenting 
many  leading  entertainers  and  planned  to  pep  up 
the  thousands  of  volunteer  workers  now  campaign- 
ing to  raise  $2,845,988  to  help  keep  open  the  city’s 
86  nonprofit  hospitals. 

During  the  ten  years  since  its  inception  the  orches- 
tra has  given  four  concerts  at  Town  Hall  and  two  at 
Hunter  College  Auditorium  but  never  before  has 
performed  in  the  Metropolitan.  Its  activities  have 
included  a number  of  benefit  concerts,  one  of  which 
raised  more  than  $10,000  for  the  Bellevue  Hospital 
building  fund. 


The  sixteenth  annual  exhibit  of  the  New  York 
Physicians  Art  Club  opened  October  20  at  the  New 
York  Academy  of  Medicine,  2 East  103rd  Street, 
with  works  ranging  from  portraits  to  a painstaking 
reproduction  of  an  eighteenth  century  man-of-war. 

Paintings  and  pieces  of  sculpture  comprise  most 
of  the  show,  whose  124  objects  also  include  etchings, 
drawings,  photographs,  and  a full-sized  reproduction 
of  a Windsor  chair.  Graphic  work  is  dominated  by 
landscapes,  marine  scenes,  and  still  life,  with  a good 
deal  of  appreciation  shown  for  nature’s  architecture 
and  bright  colors. 

Only  three  works  were  related  to  their  creators’ 
professions.  They  were  paintings  of  a doctors’ 
reunion,  the  display  of  a newborn  baby  to  its  family 
by  the  physician,  and  an  abstract  mobile  sculpture 
of  the  nervous  system. 
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As  oil  calms  troubled  waters,  so  does  olive 
oil,  often  recommended  by  physicians,  soothe 
the  infant's  sensitive  skin. 

CONTI,  a name  long  synonymous  with  pure 
olive  oil,  offers  three  products  for  baby's  skin 
care.  CONTI  Castile  Soap  U.S.P.,  with  olive 
oil,  needs  no  introduction  to  physicians  who 
have  prescribed  it  for  generations.  CONTI 
Baby  Oil  and  CONTI  Baby  Powder  are  also 
made  with  pure  olive  oil.  CONTI  Baby  Oil 
combines  pure,  specially  refined  olive  oil  with 
lanolin,  U.S.P.  and  light  mineral  oil,  U.S.P.,  to 
provide  the  perfect  emollient.  CONTI  Baby 
Powder  is  an  extra-finely  textured  imported 
white  talc,  delicately  scented  and  treated  with 
pure  olive  oil. 

All  three  are  valuable  aids  in  preventing 
chafing  and  irritations,  and  for  treatment  of 
infantile  eczema. 


CONTI  PRODUCTS  CORP.,  NEW  YORK 


baby  oil 
baby  powder 
castile  soap  U.S.P. 


The  Perfect  Olive  Oil  Trio 


Free  Clinical  Samples 


I I 

I CONTI  PRODUCTS  CORP.,  45  CLINTON  AVENUF 
1 BROOKLYN  5,  N.  Y.  Dept-103 

I Please  send  me  free  clinical  samples  of  CONTI  Baby  Oil,  I 
| CONTI  Baby  Powder  and  CONTI  Castile  Soap  U.S.P.  | 

■ M.D.  I 

I ADDRESS I 


CITY ZONE STATE. 


HOSPITAL  NEWS 


Two  New  York  City  Hospitals  Consolidate 


C UBJECT  to  the  completion  of  the  necessary  legal 
^ proceedings  and  the  approval  of  the  Supreme 
Court  and  the  appropriate  authorities,  a plan  for 
the  consolidation  of  the  New  York  Eye  and  Ear  In- 
firmary and  the  Manhattan  Eye,  Ear  and  Throat 
Hospital,  two  of  New  York  City’s  oldest  institutions, 
under  the  name,  New  York-Manhattan  Eye  and 
Ear  Hospital,  was  announced  on  October  28  in  a 
joint  statement  by  the  presidents  of  both  hospitals. 

Emphasizing  the  need  for  developing  hospital 
facilities  along  the  broad  general  recommendations 
of  the  Hospital  Council  of  Greater  New  York,  the 
statement  explained  that  the  merger  plan  would 
make  possible  better  utilization  of  available  facili- 
ties and  the  coordination  of  training  and  research 


programs  in  the  fields  of  ophthalmology  and  oto- 
laryngology. 

It  is  contemplated  that  the  directing  boards  and 
professional  staffs  of  the  two  institutions  will  be 
combined. 

Included  on  the  board  of  directors  of  the  New 
York  Eve  and  Ear  Infirmary  are:  Dr.  J.  Morrisset 
Smith,  Dr.  John  E.  Weeks,  Dr.  Conrad  E.  Berens, 
Dr.  Stuart  L.  Craig,  and  Dr.  Willis  S.  Knighton. 
Directors  of  the  Manhattan  Eye,  Ear  and  Throat 
Hospital  include:  Dr.  William  B.  Allan,  Dr.  D.  S 

Cunning,  Dr.  Guernsey  Frey,  Dr.  Fred  W.  Graef, 
Dr.  Westley  M.  Hunt,  Dr.  Marvin  F.  Jones,  Dr. 
Frank  C.  Keil,  Dr.  R.  Townley  Paton,  Dr.  David  H. 
Webster  and  Dr.  Joseph  D.  Kelly. 


4,000  Patients  X-rayed  in  Joint  Project 


OVER  4,000  patients  admitted  to  Morrisania 
City  Hospital  wards  since  May  have  been 
x-rayed  under  a project  jointly  sponsored  by  the 
Department  of  Hospitals,  City  of  New  York,  and 
the  Bronx  Tuberculosis  and  Health  Committee,  it 
was  announced  recently  by  Dr.  Nathan  Smith, 
medical  superintendent  of  the  Hospital. 

Dr.  Eli  Rubin,  visiting  physician  in  chest  diseases 
and  chairman  of  Committee  on  Tuberculosis  Case- 
Finding  of  Morrisania  City  Hospital,  directing  the 
project,  found  in  a study  of  the  first  2,000  cases  that 
about  eight  tunes  as  many  active  tuberculosis  pa- 
tients are  found  as  occur  in  x-raying  community 
groups.  A large  proportion  of  these  cases  were 
previously  unknown.  When  found,  they  are 


isolated,  thus  protecting  other  patients  and  hospital 
staff  from  infection.  This  project  has  had  the  fur- 
ther value  of  giving  the  medical  students,  interns, 
and  residents  in  the  hospital  a wide  experience  while 
making  them  “tuberculosis  conscious,”  Dr.  Rubin 
said. 

At  the  recent  Tuberculosis  Committee  meeting  at 
which  the  project  was  discussed,  Godias  J.  Drolet, 
statistician  of  the  New  York  Tuberculosis  and 
Health  Association,  Inc.,  called  the  attention  of  the 
member  physicians  to  the  present  rising  curve  in  the 
incidence  of  this  disease  in  New  York  City.  Except 
for  Staten  Island,  all  boroughs,  according  to  the 
Department  of  Health,  show  an  increase  in  the 
number  of  tuberculosis  cases  now  registered. 


N.Y.U. -Bellevue  Center  Sets  Up  Postgraduate  Medical  School 


FORMATION  of  the  Post-Graduate  Medical 
School  of  the  New  York  University-Bellevue 
Medical  Center,  one  of  the  largest  institutions  in 
the  United  States  for  advanced  training  of  physi- 
cians, was  announced  November  9 as  papers  were 
signed  formalizing  the  merger  of  the  center  and  the 
New  York  Post-Graduate  Medical  School  and  Hos- 
pital. 

The  new  school  was  announced  by  the  university 
after  the  merger  agreement  was  signed  by  repre- 
sentatives of  the  institutions  at  the  office  of  Dr. 
Harry  Woodburn  Chase,  chancellor  of  N.Y.U. 
Facilities  and  staff  for  postgraduate  training  of  at 
least  lJiOO  physicians  annually  are  provided  by  the 
union,  which  combines  Post-Graduate’s  accommo- 
dations for  1,000  and  the  center’s  for  GOO. 

In  addition,  the  agreement  transfers  Post-Gradu- 
ate’s 410-bed  hospital,  at  803  East  Twentieth  Street, 
and  its  New  York  Skin  and  Cancer  Institute  at  330 
Second  Avenue,  to  administration  by  the  center. 
These  facilities,  as  well  as  those  of  Bellevue  Hospital, 
the  university’s  undergraduate  medical  school,  and 


the  new  postgraduate  school,  will  all  be  incorporated 
in  the  projected  center  to  rise  on  the  East  River  shore 
between  Thirtieth  and  Thirty-fourth  Streets,  the 
announcement  said. 

Post-Graduate  was  organized  in  1882  and  was 
the  first  postgraduate  medical  institute  in  the 
United  States.  It  provides  advanced  training  in 
courses  ranging  from  a few  weeks  to  a full  academic 
year.  Dr.  Robert  Boggs,  former  acting  dean  of 
Post-Graduate’s  school,  becomes  acting  dean  of  the 
enlarged  advanced  school,  which  may  use  the  clinical 
facilities  at  Bellevue,  with  3,223  beds,  and  the 
undergraduate  medical  school,  accommodating  500 
students. 

Completion  of  necessary  legal  arrangements  of 
the  merger  must  be  approved  by  the  courts  and 
appropriate  State  agencies,  the  announcement  said, 
but  these  steps  are  regarded  as  formalities.  The 
faculty  and  staff  of  the  old  Post-Graduate  organiza- 
tion will  remain  unchanged  for  the  present,  ac- 
cording to  officials  of  the  center. 

[Continued  on  page  2640) 
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PELVICINS  simplify  the 

problem  of  introducing  high  con- 
centrations of  penicillin  directly  at 
the  site  of  vaginal  infection,  achiev- 
ing optimal  efficacy  of  the  drug  in 
cervicitis  and  other  gynecologic 

conditions.1  PELVICINS 

provide  100,000  units  of  crystalline  penicillin  G (potassium  salt) 
in  each  suppository.  Even  where  primary  pathogens  are  not 

penicillin -sensitive,  PELVICINS  are  of  proved  value 

in  the  elimination  of  susceptible  secondary  invaders,  there- 
by enhancing  the  effectiveness  of  such  additional  medical  or 

surgical  measures  as  may  be  indicated.  PELVICINS 

are  supplied  in  boxes  of  6 and  12,  in- 


dividually wrapped  in  aluminum  foil. 
1.  Walter,  R.  I.;  Goldberger,  M.  A.;  and  Lapid,  L.  S.: 
New  York  State  J.  Med.  48:  1159  (May  15)  1948. 


Schenley 


LABORATORIES,  INC. 


350  FIFTH  AVENUE,  NEW  YORK  1,  N.  Y. 


Extra  Protective 


Feature 


Additional  protection  against 
moisture  is  provided  by  a special 
wax  coating  on  the  package  itself. 


© Schentey  Laborafnriea,  hir. 
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City  Appropriates  Funds  for  Home  Nursing  Program 


THE  Board  of  Estimate  recently  appropriated 
$245,600  for  the  first  stage  of  a planned  $2,- 
500,000  program  of  home  nursing  care  through  city 
hospitals  as  a means  of  freeing  beds  in  the  city 
institutions  for  the  seriously  ill. 

Mayor  William  O’Dwyer  explained  that  this  will 
relieve  overcrowding  in  hospital  wards.  He  said  that 
the  work  to  be  done  under  the  initial  appropriation 
would  be  regarded  as  an  experiment  “and  if  it 
works  well,  the  Hospital  Department  can  come 
back  again  before  the  board  and  ask  for  an  exten- 
sion of  the  home  care  service.” 

Under  the  program  patients  will  be  moved  from 
five  city  hospitals  to  their  homes,  where  they 
will  be  visited  daily  by  nurses.  An  appropriation 
of  $152,100  was  voted  for  the  Visiting  Home 
Nurse  Service  of  New  York,  and  $93,500  for  the 
Visiting  Nurse  Association  of  Brooklyn,  which  will 
provide  nurses  to  make  the  visits  at  the  prevailing 
cost  of  $2.25  a visit. 

A total  of  800  hospital  beds  thus  will  be  made 
available.  At  Bellevue  Hospital  200  will  be  freed; 
at  Kings  County  Hospital,  200;  at  Goldwater 


Memorial  Hospital,  200;  at  Queens  General  Hos- 
pital, 100;  and  at  Morrisania  Hospital,  100. 

Expansion  of  the  city’s  hospital  service  in  this 
manner  was  announced  in  May  by  Mayor  O’Dwyer, 
who  said  the  step  had  been  made  possible  by  addi- 
tional city  funds  received  through  the  increase 
in  the  rapid  transit  fare  from  5 to  10  cents.  To  ad- 
minister the  program  in  the  Hospital  Department, 
155  employes  have  been  added  to  the  rolls  at  an  an- 
nual cost  of  $321,310. 

It  is  planned  to  extend  the  program  to  14  city 
hospitals.  This  will  be  equivalent  to  adding  1,500 
beds  to  the  hospitals  or  constructing  buildings  cost- 
ing $22,000,000,  according  to  Dr.  Edward  M. 
Bernecker,  commissioner  of  hospitals. 

Patients  will  be  referred  to  the  home  care  de- 
partments after  it  is  determined  they  no  longer  re- 
quire specialized  facilities  but  still  need  active 
medical  and  nursing  care.  Mayor  O’ Dwyer  noted 
at  the  Board  of  Estimate  meeting  that  institutions 
that  house  tuberculous  patients  are  particularly 
overcrowded  as  a result  of  “a  disturbing  growth  in 
the  increase  of  these  cases.” 


Transportation  Service  for  Premature  Infants  in  New  York  City 


SINCE  one  of  the  problems  in  relation  to  the  care 
of  premature  infants  has  been  the  difficulty  in 
transporting  them  from  one  hospital  to  another, 
when  the  physician  and  family  request  the  trans- 
fer, the  Departments  of  Hospitals  and  Health  of 
New  York  City  are  instituting  a free  transport  serv- 
ice for  premature  babies.  This  premature  transport 
service  has  been  set  up  to  provide  every  safeguard 
to  the  baby.  A special  ambulance,  staffed  by 
nurses  who  have  been  trained  in  the  care  of  prema- 
turely born  infants,  is  provided.  Portable  heated 
incubators  and  oxygen  will  be  used. 


Request  for  transportation  of  premature  babies 
and  further  information  may  be  secured  by  calling 
the  Maternity  and  Newborn  Division,  Department 
of  Health,  125  Worth  Street,  New  York  13,  New 
York,  WOrth  2-6900. 

A similar  service  has  been  used  most  successfully 
for  a number  of  years  by  physicians  and  hospitals 
in  Chicago  and  Baltimore.  As  the  service  in 
New  York  City  develops,  the  Departments  of  Hos- 
pitals and  Health  would  appreciate  suggestions 
from  medical,  nursing,  and  hospital  groups  as  to 
how  it  may  function  as  effectively  as  possible. 


NEWS  NOTES 


Two  more  hospitals  have  been  added  to  the  list  of 
institutions  which  are  participating  in  the  program 
of  the  Hospital  Council  of  Greater  New  York. 
They  are  St.  Vincent’s  Hospital,  Manhattan,  and 
Maimonides  Hospital  of  Brooklyn 


A 26-bed  center  for  the  care  of  premature  babies 
is  to  be  established  at  Flushing  Hospital,  Flushing, 
in  cooperation  with  the  Queens  Health  Department. 
In  connection  with  the  center  the  Hospital  will 
operate  a specially  equipped  ambulance.  The 
quarters  for  the  newborn  will  be  enlarged  and  new 
equipment  installed  at  a cost  of  $12,000. 


The  Brunswick  General  Hospital,  Amityville, 
has  completed  a renovating  and  remodeling  proj- 
ect begun  January  1 and  now  has  bed  accommoda- 
tions for  100  patients.  Among  the  changes  are  five 
operating  rooms,  two  new  laboratory  rooms,  four 


x-ray  and  deep  therapy  rooms,  and  pediatric  wards 
for  children. 


Dr.  Ralston  Paterson,  director  of  the  Holt 
Radium  Institute  of  Manchester,  England,  spoke 
on  “Radiotherapy  in  Oral  Cancer”  at  a lecture 
sponsored  by  the  Tumor  Clinic  and  Radiotherapy 
Department  of  Mount  Sinai  Hospital,  on  November 
2. 

At  the  clinical  conference  held  November  15  at 
Mount  Sinai  Hospital,  the  following  papers  were 
presented:  “Chronic  Spirillum  Minus  Infection  in  a 

Child,”  Dr.  Robert  London;  “Hyperinsulinism  Due 
to  Adenoma  of  the  Pancreas,”  Dr.  Frank  Rathauser; 
“Amyloidosis  of  Thyroid  Gland  Complicated  by 
Hyperthyroidism,”  Dr.  Gene  II.  Stollerman;  “He- 
patic Cirrhosis  with  Intractable  Ascites,”  Dr.  Robert 
Wallerstein,  and  “Hodgkin’s  Disease  of  the  Esoph- 
agus Simulating  Carcinoma,”  Dr.  Bagriel  P.  Seley. 

[Continued  on  page  2642) 
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SKF  now  offers 


unusually  palatable 


fluid  sulfonamide  preparations 


containing  equal  parts  of  sulfamerazine  and  sulfadiazine.  Each 
5 cc.  (one  teaspoonful)  contains  0.25  Cm.  (3.86  gr.)  sulfamerazine 
and  0.25  Grn.  (3.86  gr.)  sulfadiazine. 


sulfadiazine.  Absorbed  much  more  rapidly  than  sulfadiazine  tab- 
lets. Each  5 cc.  (one  teaspoonful)  contains  0.5  Gm.  (7.7  gr.) 
sulfadiazine. 

These  pleasant-tasting  preparations  may  be  prescribed  whenever 
oral  dosage  of  the  sulfonamides  is  indicated. 

Children,  particularly,  like  EsKADIAMER  and  Eskadiazine.  And 
busy  mothers  are  spared  the  chore  of  crushing  bulky  tablets  and 
coaxing  a sick  child  to  swallow  an  unappetizing  mixture. 


Eskadiamer 


a combination  fluid  sulfonamide 


Eskadiazine 


the  widely-prescribed  fluid 


Smith , Kline  & French  Laboratories,  Philadelphia 
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Fifty  hospital  administrators  and  New  York  City 
health  officials  attended  the  formal  opening  Octo- 
ber 25  of  the  Montefiore  Hospital  Medical  Group 
Building,  the  Bronx,  marking  the  first  direct  af- 
filiation of  a major  hospital  with  the  Health  Insur- 
ance Plan  of  Greater  New  York.  Dr.  Martin 
Charasky,  physician  in  charge  of  the  medical 
group,  has  worked  with  Dr.  E.  M.  Bluestone, 
director  of  Montefiore  Hospital,  in  organizing  the 
project.  The  Montefiore  Hospital  Medical  Group 
has  facilities  to  serve  20,000  persons. 


Two  temporary  changes  in  the  medical  staff  of 
the  Wyoming  County  Community  Hospital  in 
Warsaw  have  been  announced.  Dr.  John  W.  Leach- 
man,  for  several  years  assistant  to  Dr.  George  W. 
Nairn  of  the  eye,  ear,  nose  and  throat  department, 
has  left  for  a course  of  advanced  study  at  the 
University  of  Pennsylvania  Postgraduate  Medical 


School,  Philadelphia.  Dr.  Abraham  Kosseff  of  At- 
tica is  resigning  his  post  at  the  Attica  Prison  and  will 
practice  at  the  hospital  until  Dr.  Leachman’s  return. 

Dr.  Theodore  C.  Prentice  has  replaced  Dr.  Rich- 
ard J.  Marchand  as  medical  resident  at  the  hospital, 
under  the  plan  of  rotation  in  effect  with  the  Univer- 
sity of  Buffalo  affiliated  hospitals. 


Dr.  Horace  Lo  Grasso,  director  of  the  J.  N. 
Adam  Memorial  Hospital  in  Perrysburg,  has  an- 
nounced his  retirement,  effective  November  15. 
Dr.  Lo  Grasso,  superintendent  of  the  hospital 
since  1921,  became  director  of  the  500-bed  tubercu- 
losis center  when  the  State  took  it  over  from  the 
city  of  Buffalo  on  July  1. 


Dr.  John  E.  Free  has  resigned  as  chief  surgeon  of 
the  A.  Barton  Hepburn  Hospital  in  Ogdensburg  and 
plans  to  establish  a private  practice  in  surgery  in 
Ogdensburg,  following  a rest. 


DR.  EMERSON  RAPS  POLIO  TUB-THUMPERS 

The  infantile  paralysis  foundations  are  smarting 
under  a tongue-lashing  administered  by  Dr.  Haven 
Emerson,  of  New  York  City,  public  health  officer, 
epidemiologist,  and  educator.  He  accuses  them  of 
(1)  misleading  the  public  into  believing  that  polio 
can  be  controlled  if  enough  money  is  contributed, 
and  (2)  “reckless  extravagance”  with  funds  wasted 
on  ineffectual  preventive  work. 

“These  public  relations  experts,  concerned  with 
dime  collections  on  a percentage  basis,  make  monkeys 
of  honest  health  officers,”  he  recently  told  the  Massa- 


chusetts Medical  Society.  “Hysterical  warnings 
and  inflated  news  items  inflame  iocal  fears  of  a dis- 
ease whose  prevalence  or  fatality  no  health  officer  has 
yet  claimed  with  honesty  to  have  modified.  Volun- 
tary agencies,  riding  high  on  the  emotional  appeal  of 
dramatic  deformities  and  sudden  deaths,  so  mask  the 
truth  that  rational  education  of  the  public  regarding 
our  ignorance  of  effective  measures  is  almost  un- 
heard amid  the  din  of  personalities  and  the  zooming 
of  airplanes  that  sprinkle  death-dealing  dust  on 
houseflies  and  honeybees  alike.” 


NEW  DRUG  HELD  AID  IN  BLOOD  PRESSURE 

Development  of  a new  chemical  shown  in  tests  on 
animals  to  produce  “the  most  lasting  effects  of  any 
drugs  of  its  kind”  in  lowering  blood  pressure  was 
reported  August  31  at  the  meeting  of  t he  American 
Chemical  Society.  The  chemical,  when  given  in 
minute  doses  to  anesthesized  animals,  the  report 
says,  produces  a precipitous  drop  in  blood  pressure 
lasting  for  as  long  as  two  hours.  The  act  ion  of  most 
ot  her  drugs  of  this  type  is  so  shortlived  as  “to  make 
them  almost  totally  useless  for  therapeutic  purposes”. 

The  new  drug,  discovered  by  accident  in  the  course 
of  testing  chemicals  for  other  purposes,  bears  the 
chemical  name  6-ethoxy-n-methyl-tetrahydroiso- 
quinpline.  It  was  reported  on  by  a team  from  three 


institutions — Drs.  Richard  Baltzly  and  Edwin  J.  de 
Beer  of  the  Wellcome  Research  Laboratories,  Tucka- 
hoe,  New  York,  Dr.  Johannes  S.  Buck  of  the  Ster- 
ling-Winthrop  Research  Institute,  Rensselaer,  New 
York,  and  Dr.  Frederick  J.  Webb  of  the  Firestone 
Tire  and  Rubber  Company,  Akron,  Ohio. 

Doses  of  two-tenths  to  four-tenths  of  a milligram 
per  kilogram  of  body  weight,  they  reported,  “pro- 
duce profound  drops  in  blood  pressure.” 

“These  depressors,”  the  report  adds,  “are  com- 
parable in  potency  to  the  most  powerful  known 
drugs.  Potential  utility  in  the  human  species  is 
fairly  obvious,  but  only  clinical  trial  will  determine 
if  this  utility  will  be  realized.” 
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THE  MAPLES,  inc. 


An  nicluilv*  rut  hen*  for  Invalid!,  convalttcinfi  and  chronic  caiai.  Alio  poitoparativa,  ipacial  dlati  and 
body-building  catai.  Efficient  day  and  night  mining.  Reiident  phyiician.  Sia  acral  of  beautiful  land- 
leaped  lawu. 


MRS.  M.  K.  MANNING,  Supt. 
OCEANSIDE,  L.  I. 

Tel.:  Rockville  Centre  3660 


Rates:  S35.00  to  S65.00  weekly 
Private  and 
Semi-Private  Rooms 


J 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y. , N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Pbjsician-in-Cbargi. 


PINEWOOD 

Westchester  County,  Katonah,  N.  Y.  — Katonah  775 

A psychiatric  hospital  furnishing  advanced  methods  of  therapy 
Licensed  by  the  Department  of  Mental  Hygiene 
Approved  for  residency  by  the  American  Medical  Association 

New  York  Offices 

Dr.  Louis  Wender — 59  E.  79  St.— Bu  8-0580 — Mon-Wed-Fri 
Dr.  Joseph  Epstein — 975  Park  Ave.— Rh  4-3700 — Tues-Thurs-Sat 


HALCYON  BEST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  550  Write  for  illustrated  booklet. 


GLADYS  BROWN  BROWN’S  MUrroy  Hill 

Owner -Director  DHUflll  9 7 

MEDICAL  BUREAU 

7 East  42  Street,  New  York  17,  N.  Y. 

An  employment  agency  specializing  in  qualified  personnel 
for  Hospitals,  Chemical,  Pharmaceutical,  Insurance,  Ship- 
ping and  Industrial  organizations,  also  Medical  and  Den- 
tal offices. 


LOUDEN-KNICKERBOCKER  HALL,  inc 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  ' GEORGE  E.  CARLIN,  M.D.,  Physician-in-Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


BRUNSWICK  HOME 


A PRIVATE  SANITARIUM.  Convalescents,  postoper- 
ative, aged  and  iniirm,  and  those  with  other  chronic  and 
nervous  disorders.  Separate  accommodations  for  nervous 
and  backward  children.  Physicians*  treatments  rigidly 
followed.  C.  L.  MARKHAM,  M.D.,  Supt. 

B’way  & Louden  Ave.,  Amityville,  N.  Y.,  Tel:  1700,  1,  2. 


DU.  HARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y . C.  Via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.  9-1691 


HOLBROOK  MANOR  N„U$*NEG 

Five  Acres  of  Pintwoodtd  Grounds 

ii,  SENILE,  AGED,  CHRONICS 

Physicians  may  treat  their  own  patients. 

Hypertensives  Arterio-sclerotics  All  Neurological  Disorders 
Non-sectarian,  dietaiy  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  O.P. 

HOLBROOK,  L.  I.  N.  V.  Office:  GRemercy  5-4175 


WEST  Hi  EE 

West  252ml  St.  ami  Fieldston  Road 
Riverdale.-on-t he-I I tldaon,  New  York.  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  rccrcationa  1 activities.  Doctors  may  direct  the 
treatment.  Rues  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone  Kingsbridge  9-8440 


BOOKS 


Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N . Y . Acknowledgement  of  receipt  will  be  made  in  these  columns  and  deemed  suf- 
ficient notification.  Selection  for  review  will  be  based  on  merit  and  interest  to  our  readers. 


Hypnotism  Today.  By  Leslie  M.  Lecron,  B.A., 
and  Jean  Bordeaux,  Ph.D.  Large  duodecimo  of  278 
pages.  New  York,  Grune  & Stratton,  1947.  Cloth, 
$4.00. 

This  book  is  written  by  two  consulting  psycholo- 
gists who  use  hypnosis  as  a psychotherapeutic  pro- 
cedure. In  writing  the  book  they  hoped  to  replace 
the  cloak  of  charlatanism  and  mysticism,  which  has 
long  enveloped  hypnosis,  by  an  intelligent  evaluation 
of  its  indications  and  counterindications.  This  they 
have  achieved. 

However,  their  enthusiasm  for  this  method  of 
treatment  has  carried  them  away  to  the  extent  of 
constantly  referring  to  hypnosis  as  a “science.”  It 
can  hardly  be  considered  that  at  the  present  time. 
Nevertheless,  any  one  seriously  interested  in  hypno- 
sis will  find  much  of  value  in  this  book,  especially  in 
the  detailed  description  of  the  actual  methods  used 
by  the’  authors  to  induce  the  hypnotic  state. 

Joseph  L.  Abramson 

Applied  Physiology.  By  Samson  Wright,  M.D. 
Eighth  edition.  Octavo  of  944  pages,  illustrated. 
New  York,  Oxford  University  Press,  1945.  Cloth, 
$9.00. 

The  present  edition  is  the  eighth  in  a series  which 
has  served  as  a tower  of  strength  to  medical  students 
since  1926.  As  in  previous  editions,  not  a word  is 
wasted  and  practically  everything  that  the  student 
and  practicing  physician  should  know  about  physiol- 
ogy has  been  included. 

Corrections  and  additions  too  numerous  to  men- 
tion have  been  incorporated  in  the  present  volume. 
All  these  have  served  to  maintain  Wright’s  Physiol- 
ogy at  its  previous  high  level  and  excellence.  It  can 
be  recommended  as  in  previous  years,  with  enthusi- 
asm-  Milton  Plotz 

Illustrative  Electrocardiography.  By  Julius  Bur- 
stein,  M.D.,  and  Nathan  Bloom,  M.D.  Third  edi- 
tion. Octavo  of  309  pages,  illustrated.  New  York, 
D.  Appleton-Century  Co.,  1948.  Cloth,  $6.00. 

This  third  edition  is  an  up-to-date  and  valuable 
book  of  reference  for  the  practitioner  interested  in 
electrocardiography.  The  tracings  are  clear  and 
plainly  marked,  and  the  interpretation  can  be  fol- 
lowed easily.  The  chapters  on  right  and  left  ven- 
tricular strain  are  excellent.  The  subject  of  mul- 
tiple precordial  leads  is  presented  in  detail.  The 
chapters  on  pericarditis,  splanchnieectomy,  and  mul- 
tiple myocardial  lesions  are  very  interesting  and  in- 
structive. It  is  a useful  addition  to  the  literature 
of  cardiology.  Simon  Frucht 

Psychodrama.  First  Volume.  By  J.  L.  Moreno, 
M.D.  Octavo  of  429  pages,  illustrated.  New  York, 
Beacon  House,  1946.  Cloth,  $6.00. 

Psychotherapists  in  general  should  feel  grateful  to 
the  author  in  marshaling  significant  facts  to  date  con- 
cerning t he  origins  and  applications  of  psychodrama. 
This  highly  readable  and  refreshing  methodology  for 


EWED 

treating  individuals  by  virtue  of  interpersonality  im- 
pacts, with  further  melioristic  integration  with 
reality,  emphasizes  the  paramount  importance  of 
spontaneity,  emergence,  and  creativity  of  expression 
in  statu  nascendi.  Dr.  Moreno  bristles  with  a wealth 
of  knowledge  and  a heuristic  approach.  He  does 
not  hesitate  to  point  out  comparisons  and  inade- 
quacies (to  his  way  of  thinking)  of  contemporary 
theories  and  practices,  especially  psychoanalysis. 

This  timely,  unique  volume,  replete  with  illustra- 
tions, makes  for  a profound  presentation  of  what 
purports  to  be  an  epochal  development  in  the  under- 
standing and  treatment  of  varying  degrees  of  be- 
havioral and  personality  maladjustments. 

Frederick  L.  Patry 

Child  Offenders.  A Study  in  Diagnosis  and 
Treatment.  By  Harriet  L.  Goldberg,  Ph.D.  Oc- 
tavo of  215  pages.  New  York,  Grune  & Stratton, 
1948.  Cloth,  $4.00. 

This  book  concerns  itself  with  juvenile  delin- 
quency, attempting  to  explain  its  causes  and  treat- 
ment. Various  types  of  children  are  presented,  such 
as  the  mentally  retarded,  emotionally  unstable,  psy- 
chopathic personalities,  and  others.  In  each  in- 
stance, case  reports  are  given  with  the  method  of 
management. 

This  book  has  a specialized  appeal  to  physicians 
interested  in  this  field.  Stanley  S.  Lamm 

Modern  Dermatology  and  Syphilology.  By  S. 
William  Becker,  M.D.,  and  Maximilian  E.  Ober- 
mayer,  M.D.  Second  Edition.  Quarto  of  1,017 
pages,  illustrated.  Philadelphia,  J.  B.  Lippincott, 
1945.  Cloth,  $18. 

This  book  is  truly  a modern  dermatology  since  it 
has  been  quite  completely  revised  and  includes  a 
proper  evaluation  of  the  sulfonamides  and  peni- 
cillin. The  true  value  of  vitamin  therapy  in  trophic 
and  deficiency  diseases  is  shown,  as  well  as  the  newer 
concept  of  the  neurodermatoses. 

It  is  difficult  to  single  out  any  particular  part  of 
this  text  for  special  acclaim.  However,  the  reviewer 
was  especially  interested  in  the  presentation  of  in- 
fantile eczemas,  as  well  as  the  eczema-dermatitis 
venenata  group.  The  reduction  of  “allergic”  dis- 
eases to  their  proper  relative  place  is  well  taken. 
The  chapters  on  syphilis  have  been  revised  to  present 
the  latest  appraisals  of  therapeutic  procedures. 

For  the  student  each  chapter  begins  with  a bit  of 
orientation  which  is  extremely  valuable  in  preparing 
the  reader  for  the  ensuing  text. 

E.  Almore  Gauvain 

The  Normal  Encephalogram.  By  Leo  M.  David- 
off,  M.D.,  and  Cornelius  G.  Dyke,  M.D.  Second 
edition.  Octavo  of  226  pages,  illustrated.  Phila- 
delphia, Lea  & Febiger,  1946.  Cloth,  $5.50. 

This  excellent  book  on  encephalography,  which  de- 
scribes in  detail  both  the  technic  for  introducing  air 
[Continued  on  page  2646] 
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GREENMONT  ON  HUDSON 

OSSINING,  NEW  YORK 

An  intimate  distinctive  institute  for  the  treatment  of  emotional 
disorders,  acute  and  chronic  mental  diseases  and  alcoholism. 

All  forms  of  modern  treatment  and  electro-narcosis. 

Medical  Director,  Dr.  Ralph  S.  Banay 

Formerly  Medical  Director  of  Yale  University  Alcohol  Clinics 

Telephone  Ossining  4100  N.Y.C.  Office  709  Park  Avenue,  Butterfield  8-9060 
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HALL-BROOKE 

Green  Farms  Tel.  Westport  2-5105  Conn. 

A licensed  private  hospital  for  the  care  and  treatment  of  MENTAL  and  NERVOUS 

disorders  and  addiction  cases. 

Write  for  full  information. 


George  K.  Pratt,  Medical  Director 


F.  H.  Jones,  Bus.  Mgr. 


‘INTERPINES’ 

Goshen,  N.  y. 

Phone  117 


Ethical — Reliable — Scientific 
Disorders  of  the  Nervous  System 
BEAUTIFUL— QUIET— HOMELIKE 

Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  cm  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


CHARLES  B.  TOWNS  HOSPITAL 

Established  1901 

FOR  ALCOHOLISM,  NARCOTIC 
AND  BARBITURATE  ADDICTIONS 
Exclusively 

THE  TOWNS  TREATMENT  is  a medical  and  psy- 
chiatric procedure. 

Withdrawal  of  narcotics,  either  opiates  or  synthetic, 
is  by  gradual  reduction  and  specific  medication. 

After  47  years,  this  treatment  is  generally  accepted  as 
standard. 

Physicians  and  psychiatrists  in  residency.  Trained 
nursing,  physio  and  hydrotherapy  staff. 

Patients  are  assured  of  complete  privacy  if  desired. 
Length  and  cost  of  treatment  are  predetermined. 
Advantageously  situated  facing  Central  Park.  So- 
larium and  recreation  roof.  Excellent  cuisine  and 
service. 

Literature  on  request. 

W.  D.  SILKWORTH  # EDWARD  B.  TOWNS 
Medical  Supt.  Director 

S93  CENTRAL  PARK  WEST,  NEW  YORK  84,  N.  y. 
SChuyler  4-0770 

Member  American  Hospital  Assoc. 

Our  ad  also  appears  in  JAMA  and  other  leading  medical  lournals. 
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and  the  proper  method  for  taking  the  roentgeno- 
grams, is  an  indispensable  adjunct  to  the  library  of 
every  neurosurgeon,  neurologist,  roentgenologist, 
and  x-ray  technician.  It  was  hardly  possible  to  im- 
prove upon  the  first  edition;  therefore,  the  second  is 
practically  the  same  except  for  the  addition  of  plani- 
grams  to  the  already  abundant  illustrations.  The 
bibliography  has  also  been  enlarged. 

M.  Frank  Turney 

Obstetrical  Practice.  By  Alfred  C.  Beck,  M.D. 
Fourth  edition.  Quarto  of  966  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Company,  1947. 
Cloth,  $7.00. 

The  fourth  edition  of  this  standard  work  on  ob- 
stetrics maintains  its  high  quality  and  should  con- 
tinue to  be  of  great  value  to  practitioners  and  stu- 
dents. The  revision  of  material  on  implantation  and 
placental  formation  is  to  be  noted.  The  text  as 
usual  is  direct  and  to  the  point,  accompanied  by  nu- 
merous excellent  illustrations.  Newly  added  is  a 
chapter  on  anesthesia,  analgesia,  and  amnesia.  In 
his  characteristic  style  the  author  discusses  the  vari- 
ous methods  of  pain  relief  in  child  birth,  emphasiz- 
ing in  a well-balanced  manner  the  disadvantages  as 
well  as  the  advantages  of  the  newer  procedures. 

William  Meagher 

Endocrinology  of  N eoplastic  Diseases.  A Sympo- 
sium by  Eighteen  Authors.  Edited  by  Gray  H. 
Twombly,  M.D.,  and  George  T.  Pack,  M.D.  Oc- 
tavo of  392  pages,  illustrated.  New  York,  Oxford 
University  Press,  1947.  Cloth,  $11., 

This  book  contains  an  excellent  summary  of  the 
recent  knowledge  of  the  relation  between  hormones 
and  tumors  of  the  endocrine  glands. 

W.  U.  Gardner  discusses  tumors  in  experimental 
animals  receiving  steroid  hormones.  Selye  gives  the 
role  of  the  pituitary  in  tumorigenesis,  German  the 
endocrine  effects  of  the  pituitary  tumors,  Taylor  the 
endocrine  factors  in  the  origin  of  tumors  of  the 
uterus,  and  Novak  the  ovary.  Ira  T.  Nathanson 
presents  the  relationship  of  hormones  to  breast  dis- 
eases, Farrow  the  effects  of  sex  hormone  on  skeletal 
breast  cancer  metastases.  Moore  discusses  experi- 
mental prostatic  hypertrophy  and  carcinoma. 
Dean,  Woodard,  and  Twombly  give  the  endocrine 
treatment  of  cancer  of  the  prostate  and  testicular 
tumors.  Kenyon  discusses  the  physiology  of  adrenal 
tumors  and  Cahill  the  clinical  features.  Lerman 
discusses  the  thyroid  effects,  Cope  the  parathyroid, 
and  Davidoff  the  pineal. 

The  book  is  well  written  and  will  be  appreciated 
by  the  clinician,  physiologist,  and  surgeon. 

Bernard  Seligman 

What  Is  Psychology.  A Basic  Survey.  By 

Werner  Wolff.  Octavo  of  410  pages,  illustrated. 
New  York,  Grune  & Stratton,  1947.  Cloth,  $4.00. 

For  one  who  has  done  previous  reading  in  psychol- 
ogy this  book  is  an  excellent  presentation  of  the  sub- 
ject. However,  it  is  too  profound  for  the  beginner. 

The  author  has  presented  an  excellent  evaluation 
of  the  various  schools  of  psychology  and  has  added 
his  own  concepts,  evolved  as  the  result  of  years  of 
teaching  and  experimentation  in  psychology. 

Throughout  the  book  are  interspersed  terse  and 
timely  illustrations,  which  enhance  the  value  of  the 
book.  An  extensive  bibliography  is  appended  to  en- 
able the  student  to  extend  his  knowledge  in  this 
field.  Joseph  L.  Abramson 


Unipolar  Lead  Electrocardiography.  Including 
Standard  Leads,  Unipolar  Extremity  Leads  and 
Multiple  Unipolar  Precordial  Leads.  By  Emanuel 

Goldberger,  M.D.  Octavo  of  182  pages,  illustrated. 
Philadelphia,  Lea  & Febiger,  1947.  Cloth,  $4.00. 

This  book  is  a good  summary  of  unipolar  electro- 
cardiography. The  reasons  for  the  required  tech- 
nic and  the  interpretations  are  all  well  discussed. 

It  is  recommended  for  those  who  wish  to  make  a start 
in  this  field.  For  the  serious  student  who  desires  a 
more  critical  evaluation  of  this  technic  the  extensive 
writings  of  Wilson  on  this  subject  are  still  much  to  be 
preferred.  Joseph  R.  Di  Palma 

r Manual  of  Physical  Diagnosis  with  Special  Con- 
sideration of  the  Heart  and  Lungs.  By  Ellis  B. 
Freilich,  M.D.,  and  George  C.  Coe,  M.D.  Revised 
in  collaboration  with  Joseph  K.  Freilich,  M.D. 
Third  edition.  Large  duodecimo  of  351  pages,  illus- 
trated. Chicago,  Year  Book  Publishers,  1947. 
Cloth,  $5.00. 

In  its  third  edition,  Freilich  and  Coe’s  Manual  of 
Physical  Diagnosis  continues  to  be  a satisfactory 
short  text.  As  in  previous  editions,  the  sections  on 
heart  and  lungs  are  especially  good.  Two  sections 
have  been  added,  one  on  examination  of  the  breasts 
and  one  on  examination  of  the  nervous  system. 
These  additions  enhance  the  value  of  the  manual. 

Milton  Plotz 

White  Caps.  The  Story  of  Nursing.  By  Victor 
Robinson,  M.D.  Octavo  of  425  pages,  illustrated. 
Philadelphia,  J.  B.  Lippincott,  1946.  Cloth,  $3.75. 

This  book,  a well  planned  and  well  written  history 
of  nursing  and  medicine,  contains  a great  deal  of  fac- 
tual material  and  shows  the  progress  in  nursing  and 
medicine.  The  major  part  of  the  material  should  be 
taught  to  student  nurses  and  enjoyed  by  graduate 
nurses.  All  the  outstanding  schools  of  medicine  are 
mentioned.  It  is  a rather  full,  well  outlined  history, 
but  too  intensive  for  a textbook  for  a school  of  nurs- 
ing- Marie  M.  Behlan 

Health  Insurance  in  the  United  States.  By 
Nathan  Sinai,  Dr.  P.  H.,  Odin  W.  Anderson,  and 
Melvin  L.  Dollar.  Octavo  of  115  pages.  New 
York,  Commonwealth  Fund,  1946.  Cloth,  $1.50. 

Health  Insurance  in  the  United  Slates  is  one  of  the 
monographs  published  as  a result  of  the  study  made  , 
by  the  Committee  on  Medicine  and  the  Changing  i 
Order.  It  is  a rather  brief  yet  thorough  discussion 
of  the  development  of  health  insurance  in  the  United  i 
States,  particularly  as  a social  problem. 

Benjamin  M.  Bernstein 

Gifford’s  Textbook  of  Ophthalmology.  By  Francis 
II.  Adler,  M D.  Fourth  edition.  Octavo  of  512 
pages,  illustrated.  Philadelphia,  W.  B.  Saunders 
Co.,  1947.  Cloth,  $6.00. 

The  fourth  edition  of  this  500-page  book  continues 
to  carry  out  the  purpose  of  the  original  author,  to 
present  the  subject  in  as  simple  a way  as  possible  to 
the  student  and  the  general  practitioner.  To  this 
end  the  more  highly  technical  aspects  have  been  ab- 
breviated and  the  relations  to  general  medicine  ex- 
panded. The  print  is  clear,  on  excellent  paper,  and 
the  illustrations,  some  colored,  are  numerous.  The 
book  should  continue  to  be  popular. 

E.  Clifford  Place 
[Continued  on  page  2648] 


PENICILLIN, 

ORAL  TABLETS 

Aluminum  Penicillin  Oral  Tablets  are 
clinically  effective  in  the  treatment  of 
penicillin  susceptible  infections. 

Containing  the  almost  insoluble  triva- 
lent  aluminum  salt  (not  a mixture),  they 
provide  for  maximum  utilization  of  the 
dose  administered. 


The  first  of  its  kind,  this  booklet  is  a summariza- 
tion of  practical  therapeutic  information  on  the 
use  of  supports  in  modern  practice.  Sources  in- 
clude thirty-eight  articles  and  books  from  the  cur- 
rent medical  literature.  Evidence  of  Spencer  ef- 
fectiveness is  presented  in  a series  of  23  abstracts 
of  case  histories,  with  photographic  illustrations 
of  each  patient. 

SUBJECTS:  Protruded  intervertebral  disc,  polio- 


Low solubility  of  Aluminum  Penicil- 
lin renders  it  much  less  liable  to  inacti- 
vation in  the  stomach.  Destruction  in 
the  intestinal  tract  is  inhibited  by  the  ad- 
dition of  sodium  benzoate.  Slow  con- 
version to  a readily  absorbed  form  in  the 
more  alkaline  conditions  of  the  intesti- 
nal tract  enhances  clinical  effectiveness. 

Aluminum  Penicillin  is  not  toxic  in 
doses  far  exceeding  those  used  thera- 
peutically and  does  not  cause  gastric 
disturbance. 

Specify  Aluminum  Penicillin 
Oral  Tablets,  H.  W.  & D. 


Supplied  in  vials  of  twelve  tablets 
each  containing  Aluminum  Peni- 


HYNSON.WESTCOTT  & DUNNING. INC. 

BALTIMORE  MARYLAND  ' 


myelitis,  low-back  pain,  fatigue  and  lordotic  pos- 
ture, tumor  of  the  spine,  tuberculosis  of  the  spine; 
hernia,  fasciomyositis,  postural  syndrome,  viscer- 
optosis, colostomy;  pendulous  and  engorged  breasts, 
mastectomy,  thoracoplasty;  gravidity,  normal  and 
following  spinal  fusion,  and  other  conditions  where 
support  is  indicated. 

For  a dealer  in  Spencer  Supports,  look  in 
telephone  book  under  “Spencer  corse- 
tiere”  or  “Spencer  Support  Shop,”  or 
write  direct  to  us. 


SPENCER,  INCORPORATED 
129  Derby  Ave.,  New  Haven  7,  Conn. 

Canada:  Spencer,  Ltd.,  Rock  Island,  Que. 

England:  Spencer,  Ltd.,  Banbury,  Oxon. 

Please  send  booklet,  “Spencer  Supports 
in  Modern  Medical  Practice." 

Name  

Street  

City  & State  C- 12-48 

SPENCER  /'KSa'  SUPPORTS 

© FOR  ABDOMEN.  BACK  AND  BREASTS 


May  We 
Send  Tom 
Booklet? 
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Textbook  of  Human  Physiology.  By  William  F. 
Hamilton,  Ph.D.  Octavo  of  504  pages,  illustrated. 
Philadelphia,  F.  A.  Davis  Co.,  1947.  Cloth,  $6.00. 

The  author’s  aim,  stated  in  the  preface,  is  to  “pre- 
sent in  the  simplest  possible  manner  the  general  prin- 
ciples of  human  physiology.”  Even  as  such  the 
book  falls  far  short  of  its  mark.  Only  the  sections  on 
the  nervous  system  and  the  circulation  are  moder- 
ately satisfactory^  and  these  are  not  simple. 
Throughout  no  references  are  given.  Playing  down 
to  students  of  medicine  can  only  result  in  mediocre 
physicians.  As  a comparison,  Samson  Wright’s  text 
of  physiology,  the  simplest  thus  far  written,  is  in- 
finitely" superior  to  this  book. 

Joseph  R.  Di  Palma 

Surgical  Treatment  of  the  Motor-Skeletal  Sys- 
tem. Supervising  Editor,  Frederic  W.  Bancroft, 
M.D.  Associate  Editor,  Clay"  Ray  Murray,  M.D. 
In  two  volumes.  Quarto  of  1,254  pages,  illustrated. 
Philadelphia,  J.  B.  Lippincott  Co.,  1945.  Cloth, 
$20  per  set. 

This  treatise  has  for  its  purpose  the  screening  of 
the  practical,  acceptable,  orthodox,  and  best  meth- 
ods of  management  of  practically  all  the  problems 
within  the  field.  Much  emphasis  is  placed  upon  the 
indications  and  surgical  management  of  muscle, 
bone,  tendon,  and  joint  lesions.  Critical  analyses  of 
the  proper  equipment  for  simplification  of  their  man- 
agement are  given,  a most  important  factor  in  reduc- 
ing to  a minimum  the  technical  difficulties  attendant 
upon  the  maximum  restoration  of  normal  function. 

This  two-volume  work  correlates  in  concise  form  a 
criteria  for  reconstruction  of  the  motor-skeletal  sys- 
tem, emphasizes  the  pitfalls  of  faulty"  application  of 
surgical  principles,  demonstrates  by  line  drawings 
what  may  cause  an  unsatisfactory  result,  and  illus- 
trates by  photographs  and  the  reproduction  of 
roentgenograms  methods  which  avoid  such  results. 

The  book  includes  short  comments  on  the  local 
anatomy",  the  pathology,  and  the  physiology"  of  prac- 
tically every  lesion  embraced  in  the  scope  of  the  sub- 
ject. Bibliography  is  concise,  and  practically  all 
obsolete  references  are  deleted. 

This  is  a splendid  work,  superbly  conceived,  con- 
tributed to  by  not  only  the  authors  but  by"  a selected 
group  of  outstanding  authorities  in  the  field  of  func- 
tional rehabilitation  of  the  motor-skeletal  system. 
Splendidly  edited  and  excellently  illustrated,  it  is 
recommended  to  all  surgeons. 

Donald  E.  McKenna 

Headache.  By"  Louis  G.  Moench,  M.D.  Large 
duodecimo  of  207  pages,  illustrated.  Chicago, 
Year  Book  Publishers,  1947.  Cloth,  $3.50. 

This  is  one  of  the  most  valuable  medical  books 
issued  since  the  war.  Headache  is  one  of  the  com- 
monest clinical  symptoms,  but  is  not  a diagnosis. 
Search  must  be  made  for  possible  anatomic  etiolo- 
gies but  should  also  include  investigation  of  psycho- 
genic factors  or  causes  in  all  patients. 

Dr.  Moench  summarizes  scientific  analyses  of  all 
sources  of  headache  with  physiologic,  anatomic  and 
clinic  methods.  The  illustrations  arc  excellent. 

Maurice  Tulin 

The  Industrial  Environment  and  Its  Control.  By 

J.  M.  DallaValle.  Octavo  of  225  pages,  illustrated. 
New  York,  Pitman  Publishing  Corporation,  1948. 
Cloth,  $4.50. 

This  well-written  synopsis,  consisting  of  twelve 
chapters,  was  published  primarily  as  a guide  for  the 


engineer  in  industry.  Its  appeal  is  to  plant  physi- 
cians interested  in  improving  working  conditions. 

This  reference  should  occupy"  a position  of  promi- 
nence on  the  shelf  of  every  executive  in  occupations 
where  the  workingman  is  exposed  to  a health  hazard. 

Irving  Greenfield 

Illustrations  of  Regional  Anatomy.  By  E.  B. 
Jamieson,  M.D.  Seventh  edition.  In  seven  sec- 
tions. I.  Central  Nervous  System.  II.  Head 
and  Neck.  III.  Abdomen.  IV.  Pelvis.  V.  Tho- 
rax. VI.  Upper  Limb.  VII.  Lower  Limb.  Large 
Duodecimo.  320  plates.  Baltimore,  Williams  & 
Wilkins  Co.,  1947.  Board,  $3.50  each  section. 

This  is  the  seventh  edition  of  a complete  set  of  il- 
lustrations of  regional  anatomy.  It  contains  about 
320  plates,  each  illustrating  the  anatomy  of  the  re- 
gion fairly  completely.  Most  of  the  drawings  are 
multicolored  and  should  be  a great  aid  in  the  study 
of  anatomy  by  the  undergraduate  and  postgraduate 

Edward  H.  Nidish 

Beitrage  zur  Kenntnis  der  Blutgerinnung.  By 

Prof.  W.  K.  Rieben.  Octavo  of  96  pages,  illustrated. 
Basel,  Switzerland,  Benno  Schwabe  & Co.  (New 
York,  Grune  & Stratton),  1947.  Paper,  9 Sw.  fr. 

The  author  admits  that  for  practical  purposes  in 
cases  of  hemorrhagic  diseases  Quick’s  prothrombin 
determination  has  still  considerable  value,  but  for 
scientific  research  he  has  developed  a new  two- 
phasic  method  of  prothrombin  determination  which 
he  claims  to  be  much  simpler  and  more  precise. 
Commercially  available  fibrin  powder  and  dry 
plasma  are  being  used  for  the  first  time  in  these  de- 
terminations. Series  tests  on  one  individual  up  to 
25  times  a day  may  now  be  possible.  The  same 
method  can  be  used  for  the  determination  of  the 
antiprothrombin  effects.  The  book  contains  a de- 
tailed report  on  more  than  fifty  amino-acids  and 
their  effect  on  the  blood  coagulation. 

Max  G.  Berliner 

Pediatric  Gynecology.  By  Goodrich  C.  Schauf- 
fler,  M.D.  Second  edition.  Octavo  of  380  pages, 
illustrated.  Chicago,  Year  Book  Publishers,  1947 
Cloth,  $6.00. 

The  second  edition  of  Schauffler’s  treatise  presents 
an  up-to-date  discussion  of  the  problems  peculiar  to 
the  younger  group  of  women  patients  requiring 
gynecologic  treatment.  The  author  stresses,  with 
well  grounded  reasoning,  the  importance  of  proper 
psychologic  approach  to  this  type  of  patient.  A 
clear-cut  distinction  between  the  immature  and 
adult  physiology  is  given  in  orderly  fashion. 

Throughout  the  volume,  one  is  repeatedly  im- 
pressed by  the  practicability  of  measures  suggested 
for  office  and  hospital  treatment.  A valuable 
appendix  includes  a listing  of  state  welfare  agencies 
dealing  with  the  sociologic  aspects  of  the  problem. 

Alfred  A.  Schenone 

Ulcer.  The  Primary  Cause  of  Gastric  and  Duo- 
denal Ulcer.  Diagnosis,  Medical  and  Surgical 
Treatment,  Prevention.  By  Donald  Cook,  M.D. 
Octavo  of  187  pages,  illustrated.  Chicago,  Medical 
Center  Foundation  and  Fund,  1946.  Cloth,  $5.00. 

The  author  brings  nothing  new,  profound  or  pro- 
vocative in  his  exposition  of  this  puzzling  and  in- 
triguing problem. 

One  is  moved  to  ask : why  are  some  books  written? 

Benjamin  M.  Bernstein 
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CLASSIFIED 


YOUK  FINANCIAL  SECRETARY 


Pays  bills,  Balances  check  books,  Prepares  I ncome  T ax  .Business 
Correspondence,  Sends  Announcements.  Elizabeth  T.  Wylie. 
Plaza  3-6800.  45  East  55th  Street,  NewYork. 


FOR  SALE  OR  RENT 


Spacious  and  beautiful  7 room  office  in  conjunction  with 
luxurious  9 room  house  and  3 baths.  New,  modern,  and 
completely  equipped.  Suitable  for  group  practice  or  several 
practitioners.  Will  support  combination  of  gynecologist- 
obstetrician,  pediatrician,  roentgenologist,  surgeon,  and  in- 
ternist. Can  be  expanded  easily  for  additional  space  if  nec- 
essary. Excellent  hospitals  nearby.  Located  in  pleasant 
New  York  City  suburb.  Good  transportation.  Wall  con- 
sider only  offers  with  good  financial  responsibility  and  sub- 
stantial down  payment.  Box  267  N.  Y.  St.  Jr.  Med. 


REAL  ESTATE 


FOR  RENT 


Hempstead,  L.  I.,  office  in  modern  apartment  building. 
Share  furnished  waiting  room  with  General  Practitioner. 
Hempstead  2-3411. 


AVAILABLE 


Investment  opportunities  are  available  in  small  second  mort- 
gages; personal  supervision  and  management.  Dansker 
Realty  and  Securities  Corp.,  106  Montague  St.  Bklyn,  Main 
4-4397,  Att:  Jerome  Dansker. 


MISSING— SEVEN  CLAUSES 


Our  21  years  of  specialized  estate  and  insurance  planning  for  professional  men 
shows  that  usiog  the  "hidden  values"  and  securing  the  missing  clauses  prevents 
losses  and  increases  policy  benefits  10%  to  40%  without  changing  policies  or 
increasing  the  cost.  Write  or  phone  for  an  appointment  at  your  office  or  ours 
and  we  shall  be  glad  to  show  you  how  these  clauses  will  increase  the  value  of 
your  policies.  This  is  a public  relations  service  to  the  medical  profession 
without  obligation. 

JUSTIN  TRAUB,  225  Broadway.  N.  Y.  7,  BA  7-3984 


Opportunity— General  Practitioner  or  Perliutrician 


Lucrative  practice  in  actively  growing  suburb  in  New 
York  City  limits.  Centrally  located  office  for  rent  with  or 
without  equipment.  Urgent  need  for  medical  man.  Will 
introduce  or  as  desired.  Write  Box  268,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Doctor’s  estate  will  sell  fully  equipped  office  and  active  prac- 
tice in  busy  Chelsea  District  or  will  lease  equipment  and 
office.  Ideal  for  new  practitioner.  Box  269,  N.  Y.  St.  Jr. 
Med. 


SCHOOLS 


SPASTIC  - POLIO 

PARAPLEGIC  & PARALYSIS  CORRECTION 
f&tltan  ffi.  SSprry 
Tfaun&atton  &rfyooIs 


In  Far  Hills,  N.J. — a PRIVATE  schools  Founda- 
tion teaching  the  paralyzed  how  to  walk,  talk, 
become  physically  independent.  Consulting 
Physician — F.  L.  Field,  M.D.  Our  49th  year. 

For  information  write  Berry  Foundation  Schools, 
Box  25,  Far  Hills,  New  Jersey 

OTHER  RESIDENT  SCHOOLS 
Encino,  Calif.;  Houston,  Texas;  Cincinnati  Ohio; 
Oshkosh  (Lake  Winnebago),  Wisconsin; 

Portland,  Oregon;  Tulsa,  Oklahoma. 
Consultations  in  250  U.S.  cities  monthly 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB  & X-RAY  AVAILABLE 
Out  12-months  day  coarse  Includes  intensive  treining 
in  laboratory  techniques,  physiotherapy  apparatus, 
X-Ray,  nursing  techniques,  end  medical  stenography. 

A FEW  LAB  TECHNICIANS  NOW  AVAILABLE 

MattcLl  School 


1834  Broadway  — NYC 
Circle  7-3434 


Licensed  by  the  Stele  ol  New  York 


DERMATOLOGIST 


Established  in  well-equipped,  centrally  located  office,  near 
Grand  Central,  wishes  to  become  associated  with  dermatolo- 
gist who  has  following.  Part  or  full  time.  Box  270,  N.  Y. 
St.  Jr.  Med. 


FOR  SALE 


Large,  beautiful  estate  overlooking  Hudson  Scarborough. 
Available,  Private  Hospital,  Convalescent  Nursing  Home. 
All  modern  improvements.  House  cut  stone.  Phone 
Briarcliff.  916.  Write  Mrs.  Mercedes  Perez,  Scarborough, 
New  York. 


WANTED 


Applications  from  graduates  in  medicine,  either  men  or 
women,  interested  in  employment  in  a public  health  program 
in  the  southern  part  of  the  United  States.  Twelve  new  de- 
partment buildings  under  construction.  Moderate  tempera- 
ture. Little  snow.  Medical  license  obtainable  by  reciprocity 
with  other  states  and  Canadian  provinces  where  Board  re- 
quirements are  met.  Apply  to  Dr.  Felix  J.  Underwood, 
Executive  Officer,  Mississippi  State  Board  of  Health,  Jackson, 
Mississippi. 


UNPAID  BILLS 

can  be  collected  and  at  the  same  time  good  Public  Re- 
lations maintained.  We  have  proved  it  to  over  100 
hospitals  and  thousands  oi  doctors. 

Write  for  proof. 

NATIONAL  DISCOUNT  & AUDIT  CO. 

230  West  41,t  St.  New  York  18,  N.  Y. 


Officers — County  Medical  Societies — 1948 


County 

Albany 

Allegany 

Bronx 

Broome 

Cattaraugus. 

Cayuga 

Chautauqua.  . 

Chemung 

Chenango .... 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer .... 

Jefferson 

Kings 

Lewis 

Livingston 

Madison 

Monroe 

Montgomery  . 

Nassau 

New  York.  . . . 

Niagara 

Oneida  

Onondaga. . . . 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer  . . 
Richmond .... 

Rockland 

St.  Lawrence. 
Saratoga 

Schenectady. . 
Schoharie .... 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins . . . . 

Ulster 

Warren 

Washington  . . 

Wayne 

Westchester  . 
Wyoming 
Yates  


TOTAL  MEMBERSHIP  AS  OF  DECEMBER  1,  1948—22,270 


President 


J.  J.  Clemmer Albany 

R.  O.  Hitchcock Alfred 

R.  J.  Azzari Bronx 

J.  C.  Zillhardt. . . .Binghamton 

N.  P.  Johnson Olean 

C.  T.  Yarington Moravia 

E.  O.  Black Fredonia 

A.  C.  Glover Elmira 

J.  A.  Hollis Norwich 

W.  W.  Johnson ....  Plattsburg 
L.  D.  Carpenter.  .Germantown 
R.  H.  Kerr Cortland 

C.  K.  Ives Roxbury 

L.  W.  Stoller ....  Poughkeepsie 

E.  D.  Babbage Buffalo 

R.  J.  Martin Ticonderoga 

A.  A.  Hartmann Malone 

D.  M.  McMartin.  .Johnstown 

D.  B.  Johnson Batavia 

W.  A.  Petry Catskill 

R.  W.  Dennis .....  Herkimer 

L.  O.  Fox Brownville 

A.  W.  M.  Marino. . .Brooklyn 
L.  A.  Avallone Lowville 

F.  J.  Hamilton Hemlock 

R.  B.  Cuthbert Canastota 

E.  B.  Soble Rochester 

II.  E.  Wytrwah.St.  Johnsville 

H.  A.  Butman Manhasset 

William  B.  Rawls.  .New  York 

W.  W.  Pierce Lockport 

James  I.  Farrell Utica 

J.  G.  F.  Hiss Syracuse 

Robert  E.  Doran Geneva 

T.  R.  Proper Newburgh 

A.  F.  Leone Medina 

J.  L.  H.  Mason Pulaski 

E.  J.  Keegan Oneonta 

II.  S.  Cleaver Brewster 

Alfred  Angrist Jamaica 

C.  J.  Handron Troy 

J.  II.  Diamond.  .New  Brighton 

G.  G.  Stone Suffern 

P.  T.  McGreevy Massena 

F.  A.  Mastrianni 

Mechanicville 

N.  H.  Rust Scotia 

J.  H.  Wadsworth.  . .Cobleskill 

F.  C.  Ward Odessa 

C.  M.  Smith Waterloo 

V.  S.  Iligby Bath 

W.  S.  Stakes Patchogue 

It.  S.  Breakey Monticello 

A.  J.  Capron Owego 

H.  W.  Ferris Ithaca 

E.  S.  Goodyear Kingston 

Saul  Yafa Glens  Falls 

John  A.  Summer. . . .Granville 

J.  H.  Arseneau Lyons 

W.  G.  Childress Valhalla 

O.  T.  Ghent Warsaw 

R.  II.  Davis Penn  Yan 


Secretary 

A.  Vander  Veer Albany 

H.  G.  Chamberlin Cuba 

G.  B.  Gilmore Bronx 

R.  S.  McKeeby . . . Binghamton 

W.  B.  Arthurs Olean 

J.  D.  Hammond Auburn 

Edgar  Bieber Dunkirk 

II.  A.  Burch Elmira 

J.  II.  Stewart Norwich 

K.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

E.  F.  Higgins Cortland 

S.  G.  Edgerton Delhi 

J.  F.  Rogers.  . . .Poughkeepsie 

II.  G.  Walker Buffalo 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

R.  K.  Lenz Gloversville 

C.  C.  Koester Batavia 

W.  M.  Rapp Catskill 

R.  C.  .Ashley Little  Falls 

C.  A.  Prudhon.  . . .Watertown 

C.  H.  Loughran Brooklyn 

E.  A.  Barnes Lowville 

It.  A.  Hemphill.  . . Mt.  Morris 

F.  O.  Pfaff Oneida 

J.  A.  Lane Rochester 

D.  W.  Childs Amsterdam 

I.  Drabkin.  . .Rockville  Centre 

B.  W.  Hamilton.  . . .New  York 

C.  M.  Dake Niagara  Falls 

H.  H.  Dodds Utica 

I.  L.  Ershler Syracuse 

Carl  B.  Smith Victor 

E.  C.  Waterburv.  . .Newburgh 

J.  G.  Parke Albion 

U.  Cimildoro Oswego 

J.  M.  Constantine.  . . .Oneonta 

F.  J.  A.  Lehr Carmel 

E.  A.  Wolff Forest  Hills 

H.  F.  Albrecht Troy 

R.  E.  Lucey Stapleton 

It.  L.  Yeager Pomona 

W.  It.  Carson Potsdam 

M.  J.  Magovern 

Saratoga 

It.  E.  Isabella.  . . .Schenectady 

D.  It.  Lyon Middleburg 

C.  W.  Schmidt.  . Montour  Falls 

Bruno  Itiemer Romulus 

R.  J.  Shafer Corning 

E.  P.  Kolb Iloltsville 

D.  S.  Payne Liberty 

I.  N.  Peterson Owego 

Richmond  Douglass.  . . Ithaca 

F.  H.  Voss Phoenicia 

A.  C.  Davis Glens  Falls 

D.  M.  Vickers Cambridge 

I.  M.  Derby Newark 

W.  A.  Kelly.  . .Mount  Vernon 

P.  A.  Burgeson Warsaw 

W.  G.  Roberts Penn  Yan 


Treasurer 

F.  E.  Vosburgh Albany 

L.  P.  Bly Cuba 

C.  W.  Frank Bronx 

J.  W.  Kane Binghamton 

George  C.  Cash Olean 

L.  II.  Rothschild Auburn 

C.  E.  Hallenbeck ....  Dunkirk 

E.  S.  Ridall Elmira 

J.  H.  Stewart Norwich 

K.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

F.  F.  Sornberger Cortland 

S.  G.  Edgerton Delhi 

J.  F.  Rogers. . . .Poughkeepsie 

E.  A.  Woodworth. . . .Kenmore 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

W.  H.  Raymond. . Johnstown 
C.  C.  Koester Batavia 

M.  H.  Atkinson Catskill 

R.  C.  Ashley Little  Falls 

L.  E.  Henderson.  . Watertown 

H.  Mandelbaum.  . . .Brooklyn 

E.  A.  Barnes Lowville 

R.  A.  Hemphill.  . .Mt.  Morris 

J.  F.  Rommel Oneida 

J.  L.  Norris Rochester 

F.  F.  Pipito Amsterdam 

I.  Drabkin.  .Rockville  Centre 

C.  W.  Cutler New  York 

F.  A.  Lowe Niagara  Falls 

R.  C.  Hall Utica 

A.  C.  Hofmann Syracuse 

Carl  B.  Smith Victor 

E.  C.  Waterburv. . .Newburgh 

J.  G.  Parke Albion 

U.  Cimildoro Oswego 

J.  M.  Constantine.  . . .Oneonta 

G.  H.  Steacy Mahopac 

D. M.Raskind.  Long  Island  City  , 

H.  C.  Engster Troy 

H.  Dangerfield St.  George 

M.  R.  Hopper Nyack 

L.  T.  McNulty Potsdam 

J.  M.  Lebowich 

Saratoga 

Harry  Miller Schenectady 

D.  L.  Best Middleburg 

C.  W.  Schmidt.  .Montour  Falk 

Bruno  Itiemer Romulus 

It.  J.  Shafer Corning 

David  Corcoran . Central  Islip 

D.  S.  Payne Liberty 

I.  N.  Peterson Owego 

Richmond  Douglass . . Ithaca 

H.  B.  Johnson Kingston 

A.  C.  Davis Glens  Falls 

C.  A.  Prescott. . Hudson  Falls 

I.  M.  Derby Newark 

It.  It.  Heffner.. New  Rochelle 

P.  A.  Burgeson Warsaw 

W.  G.  Roberts Penn  Yan 
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better! 


ELIXIR 

VITAMIN  B 
COMPLEX-MRT 


“feeling" 


patient 

IHT 


ELIXIR  VITAMIN  B COMPLEX-MRT— IN  NEUROPATHIES 

In  a study  relative  to  the  management  of  dia- 
betic neuropathies,  a prominent  clinician  re- 
ports a return  to  80-85%  of  normal  vibratory 
sense  (Vibrometer  readings)  in  patients— upon 
whom  were  used  ELIXIR  VITAMIN  B COM- 
PLEX-MRT as  the  sole  therapeutic  agent. 

In  marked  contrast,  cases  upon  which  were 
employed,  25  highly  potent  B complex  capsules 
daily,  plus  100  mg.  quantities  of  B.,  B2,  and 
niacinamide  respectively,  responded  only  to 
the  extent  of  from  20-25%.  This  established 
beyond  doubt,  the  superiority  of  whole  vita- 
min B complex  therapy  — ideally  exemplified 
by  ELIXIR  VITAMIN  B COMPLEX-MRT. 
These  conclusions  fall  in  line  with  the  findings 
of  Lewey  and  Shay(1)  who  have  reported  on 
the  futility  of  attempting  curative  results  with 
synthetic  vitamins  in  neuropathies,  and  have 
stressed  the  necessity  for  natural  substances  to 
effect  remissions. 

ELIXIR  VITAMIN  B COMPLEX-MRT— FOR  MAXIMUM 
THERAPEUTIC  RESPONSE 

ELIXIR  VITAMIN  B COMPLEX-MRT  satis- 
fies the  strictest  requirements  for  complete 
and  potent  B complex  therapy;  maximum  re- 


sponse is  assured.  Your  patients  will  “feel” 
better!  Each  teaspoonful  (5  cc. ) derived  from 
19  grams  of  nature’s  richest  B complex  store- 
houses—liver,  rice  polishings,  brewer’s  yeast, 
wheat  germ  and  honey,  contains  2 mg.  B,*, 
3 mg.  B2**,  and  20  mg.  niacin  and  niacina- 
mide plus  rich  and  balanced  amounts  of  pyri- 
doxine,  pantothenate,  folic  acid,  thymine,  B,2, 
choline,  biotin,  and  all  other  B factors,  both 
known  and  unidentified. 

ELIXIR  VITAMIN  B COMPLEX-MRT— DOSAGE 

Prophylaxis:  1 teaspoonful  daily— children  in 
proportion. 

Therapy:  1 teaspoon  to  1 tahlespoonful  T.I.D. 
as  directed. 

(ELIXIR  VITAMIN  B COMPLEX-MRT  because  it 
is  exceptionally  palatable,  may  be  taken  undiluted. 
If  preferred  it  may  be  incorporated  into  milk,  fruit 
juices  or  any  other  convenient  food  base.' 

ELIXIR  VITAMIN  B COMPLEX-MRT— HOW  AVAILABLE 

ELIXIR  VITAMIN  B COMPLEX-MRT  is 
available  in  8 ounce,  16  ounce  and  gallon  con- 
tainers at  all  prescription  pharmacies. 

References:  <11  Lewey  and  Shay,  Dietotherapy, 

Philadelphia,  W.  B.  Saunders  & Co.,  1945,  p.  850. 
* 2 x MDR  **  1 i/j  x MDR 
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1MRT 
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MARVIN  R.  THOMPSON,  INC. 


samples  on  request 


service  to  medicine  • Stamford,  Connecticut 
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For  a lady 
in  distress 


‘Dexedrine’  Sulfate 
relieves 

much  of  the  distress 
of  the  menopause . . . 
by  reawakening  the 
patient’s  optimism 
and  mental  alertness 
...  by  restoring  her  feeling  of  energy  and 
well-being ...  by  reviving  her  interest 
in  life  and  living. 

Unlike  d-desoxyephedrine,  ‘Dexedrine’ 
produces  a uniquely  “smooth”  anti-depressant 
effect.  It  can  be  depended  upon  to  improve 
the  mood  and  brighten  the  outlook  without 
giving  the  patient  the  uncomfortable 
feeling  of  “drug  stimulation”. 

Dexedrine*  Sulfate  Tablets  & Elixir 

The  anti -depressant  of  choice 
in  the  menopause 

Smith,  Kline  & French  Laboratories,  Philadelphia 

* T.  M.  Reg.  U.  S.  Pat.  Off.  for  dextro-amphetamine  sulfate,  S.  K.  F. 


2653 


HABIT 

TIME 


Aqueous  Suspension 
of  Mineral  Oil^^ 
Plain 


Active 
Ingredient: 
Mineral  Oil  65%. 


DIRECTIONS:  Adults,  one  table- 
spoonful. Children  over  six  years 
old:  one  teaspoonful.  May  be 
thinned  with  water,  milk  or  fruit 
juice  if  desired. 

CAUTION : To  be  taken  only  at 
bedtime.  Do  not  use  at  any  other 
time  or  administer  to  infants.except 
upon  the  advice  of  a physician. 


SHAKE  WELL 

MlflfOf  INCOMOMUD  • MIIUOCIPMI*  • M. 
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REMINDER 

(_  Gouhtesy  Mofher  ft/a  fu  re. 


Th  E turn  of  summer  into  fall  is 
Nature’s  most  poignant  reminder  of 
another  year  gone  by. 

It’s  a reminder  that  should  make 
you  think,  seriously,  that  you  your- 
self are  a year  closer  to  the  autumn 
of  your  own  particular  life. 

What  steps  have  you  taken  . . . what 
plan  do  you  have  . . . for  comfort  and 
security  in  those  later  years? 

You  can  have  a very  definite  plan 
— one  that’s  automatic  and  sure. 

If  you’re  on  a payroll,  sign  up  to 
buy  U.  S.  Savings  Bonds  on  the  Pay- 
roll Plan,  through  regular  deductions 
from  your  wages  or  salary. 

If  you’re  not  on  a payroll  but  have 
a bank  account,  get  in  on  the  Bond- 
A-Month  Plan  for  buying  Bonds 
through  regular  charges  to  your 
checking  account. 

Do  this  . . . stick  to  it  . . . and  every 
fall  will  find  you  richer  by  even  more 
than  you’ve  set  aside,  for  your  safe, 
sure  investment  in  U.  S.  Savings  will 
pay  you  back  — in  ten  years — #100 
for  every  #75  you’ve  put  in. 


AUTOMATIC'  SAVING 
IS  SURE  SAVING- 

U.S.  SAVINGS  BONOS 

Contributed  by  this  magazine  in  co-operation 
with  the  Magazine  Publishers  of  America  as  a 
public  service. 
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so  “TRUE  TO  LIFE” 


Fried  & Kohler’s 

ARTIFICIAL  HUMAN  EYES 

Especially  made  to  order  by  Skilled  Artisans 

► Comfort  and  pleasing  cosmetic  appearance  guaranteed. 

► Eyes  also  fitted  from  stock  by  experts.  Selections  sent  on 
memorandum. 

► Referred  cases  carefully  attended. 

FRIED  & KOHLER,  Inc. 

Specialists  in  ALL  TYPES  of  Artificial  Human  Eyes  Exclusively 

665  FIFTH  AYE.  (near  53rd  St.)  NEW  YORK  22,  N.Y. 

Tel.  ELdorado  5-19T0 


“ Over  Forty-five  Years  devoted  to  pleasing  particular  people ” 


f agreement 


■Pediatricians  and  geriatricians 
agree  upon  the  need  for  prompt 
control  of  cough  because  its  effects  are 
particularly  exhausting  upon  the  child  and  the  aged. 


DIATUSSIN 


Bischoff 

a non-narcotic  antitussive  achieves  cough  control 
speedily  and  pleasantly.  Exceptionally  palatable  and 
safe  as  well  as  effective,  DIATUSSIN  is  a preferred 
antitussive  for  cough  in  the  young  and  the  old. 


Trade-Mark  DIATUSSIN— Reg.  I J.  S.  Pat.  Off. 
Copyright  1947,  Ernst  Bischoff  Company,  Inc. 
Printed  U.  S.  A. 


fbischoff) 


ERNST  BISCHOFF  COMPANY,  INC.  • IVORYTON,  CONN. 
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Experience  is  the  Best  Teacher 


John  William 
Ballantyne 

(1861-1923) 

proved  it  in 
obstetrics 


Ballantyne,  in  his  early 

studies  of  anatomical  and 
pathological  conditions  found  in 
the  new-born,  sensed  the  value 
of  routine  prenatal  care  in  ob- 
stetrics. At  the  same  time,  other 
obstetricians  were  beginning  to 
realize  the  necessity  of  greater 
attention  during  the  ante  partum 
period  as  a result  of  their  investi- 
gations of  eclampsia.  It  remained 
for  Ballantyne,  however,  to  be 
the  first  to  establish  a clinic  for 
the  expectant  mother.  World- 
wide acceptance  of  his  concepts 
quickly  followed  Ballantyne  s 
successful  experiences  in  prena- 
tal supervision. 


K.  J.  Reynolds  Tobacco  Co.,  Winston-Salem,  N.  C. 

EXPERIENCE  IS  THE  BEST  TEACHER 
IN  CIGARETTES,  TOO! 

Yes.  experience  is  the  best  teacher  in  choosing  a cigarette! 
Millions  of  smokers  who  have  tried  and  compared  many 
different  brands  of  cigarettes  have  found  that  Camels  suit 
them  best. 

Try  Camels.  See  if  your  own  taste  doesn't  appreciate 
the  rich,  full  flavor  of  Camels.  See  if  your  own  throat 
doesn’t  welcome  Camel’s  cool,  cool  mildness. 

Let  your  own  experience  tell  you  why,  with  scores  of 
smokers  who  have  tried  and  compared,  Camels  are  the 
“Choice  of  Experience.” 


.1  ccordinig  tit  a Nationwide  surrei/ : 

More  Doctors  Smoke  €JJLMEL/S 

than  any  other  cigarette 

In  a nationwide  survey  by  three  independent  research  organizations.  113,597  doctors  were 
asked  to  name  the  cigarette  they  smoked.  More  doctors  named  Camel  than  any  other  brand. 
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• HIGH  BIOLOGICAL  VALUE- 

Provides  full  benefit  of  its  complete  amino 
acid  content  in  the  management  of  conditions 
requiring  protein  supplementation. 

• HIGH  PATIENT- ACCEPTANCE  — 

Palatability  and  adaptability  to  a variety  of 
vehicles  (milk,  juices,  soups,  desserts,  etc.)  en- 
courage continued  patient-acceptance  of  the 
supplement.  New  large-size  packages  afford 
convenience  and  economy. 

SUPPLIED:  In  bottles  containing  6 oz.,  and 
in  1-lb.,  5-lb.,  and  10-lb.  containers. 


The  Gaminoids  way  is  the  agreeable  way 


*New  designation  of  Aminoids  adopted  as  a condition  of 
Council-acceptance.  The  word  CAMINOIDS  is  an  exclusive 
trademark  of  The  Arlington  Chemical  Company. 

THE  ARLINGTON  CHEMICAL  COMPANY*  YONKERS  1,  NEW  YORK 
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TO  BREAK 
THE  VICIOUS  CIRCLE 
OF  CONSTIPATION 


ChoimoxUn 


BRAND  • REG.  U S.  PAT.  OFF. 

(deoxycholic  acid  combined  with  aloes) 


• When  poor  hygiene  and  faulty  bowel  habits 
are  retarding  regular  elimination,  Cholmodin 
will  aid  in  restoring  normal  bowel  function  by 
mild  stimulation  of  the  large  intestine  with  a 
minimum  of  disturbance  to  the  balance  of  the 
intestinal  tract. 

For  the  inactive  patient— the  convalescent,  the 
postoperative  case,  the  elderly  patient,  the  cardiac 
— Cholmodin  supplies  bowel  assistance  without 
discomfort. 

Each  Cholmodin  tablet  contains  deoxycholic  acid 
(1  Vi  gr.),  a natural  eliminant,  and  extract  of 
aloes  (M  gr.),  the  gentle  colon  stimulant. 

Available  in  bottles  of  50  and  500  tablets. 


AM  E S COMPANY,  INC.  ELKHART,  INDIANA 
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DIGILANID 


(crystalline  complex  of  lanatosides  A,  B and  C) 


DIGILANID®  gives  the  dependable  action  of  the  total  glycosides  present  in 
Digitalis  lanata  whole  leaf.  DIGILANID  may  be  regarded  as  a "crystalline 
whole  leaf"  preparation  possessing  advantages  of  stability,  uniform 
potency  and  virtual  freedom  from  impurities. 


TABLET  • LIQUID  • AMPULS  . SUPPOSITORY 


Originality  • Elegance  • Perfection 

SAN  DOZ  PHARMACEUTICALS  /A 

Division  of  SANDOZ  CHEMICAL  WORKS,  INC.  AuN 

68-72  CHARLTON  STREET  • NEW  YORK  M,  N.  Y.  SANDOZ 
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When  100  or  more  grams  of  pro- 
tein per  day  must  be  administered 
to  a critically  ill  or  convalescent 
patient,  taste  and  bulk  are  real 
problems. 

Essenamine  is  an  essentially  taste- 
less protein  concentrate.  In  virtually 
pure  form,  adaptable  to  any  type  of 
diet,  Essenamine  supplies  large 
quantities  of  the  needed  amino 
acids.  May  be  administered  in  milk, 
broths,  fruit  and  vegetable  juices, 
meat  loaf,  baked  goods,  custards, 
ice  cream,  etc. 

The  required  amount  of  Essena- 
mine should  be  mixed  with  a small 
amount  of  cold  water  to  form  a 
smooth  paste;  then  add  liquid  or 
other  ingredients  gradually. 


WINtHROP  STURNS 


. . . high  concentration  of  protein 
. . . minimum  bulk 

. . . tasteless  . . . bland  . . . unflavored 

Supplied  in  7 Vi  and  14  oz.  jars. 


New  Yokk  13,  N.  Y.  Windsor,  Ont. 


Write  for  Recipe  Book: 
Specify  number  desired. 


Essenamine.  trademark  rcg.  U.  S.  & Canada 
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$1,000,000.00 

has  been  salvaged  from  unpaid  medical 
bills  at  no  cost  to  our  clients. 

Send  this  ad  for  details. 

CRANE  DISCOUNT  CORPORATION 

230  We*t  41  St.  New  York  1 8,  N.  V. 

Established  1932 


To  discourage  thumb-sucking 

I and  nail  biting 


RECOMMEND 

APPLIED  LIKE 
NAIL  POLISH 


Contains  extract  of  capsicum  (2.34%) 
in  a base  of  acetone  nail  lacquer  and 
isopropyl.  SO ^ and  *1.00  per  bottle  at 
your  surgical  supply  house  or  druggist. 
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associated  with  postoperative  inactivity, 
restricted  diets,  pregnancy,  as  well  as  in 
simple  constipation — Metamucil  gently 
initiates  reflex  peristalsis  and  movement 
of  the  intestinal  contents. 

The  “smoothage”  therapy  of  Metamucil 
enables  the  colon  to  clear  itself  without 
irritating  the  mucosa. 


Metamucil®  is  the  highly 
refined  mucilloid  of 
Plantago  ovata  (50%), 
a seed  of  the  psyllium 
group,  combined  with 
dextrose  (50%)  as  a dis- 
persing agent. 


SEARLE 


RESEARCH  IN  THE  SERVICE  OF  MEDICINE 


G.  D.  SEARLE  & CO.,  CHICAGO  80,  ILLINOIS 
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SYRUP  CHOLINE  (FLINT) 

REPRESENTING  CHOLINE  DIHYDROGEN  CITRATE  25%  w/v 

Each  teaspoonful  presents  one  Gm.  Choline  Dihydrogen 
Citrate. 

For  your  copy  of  “Present  Status  of  Choline  Therapy  in 
Liver  Dysfunction”  write  the  Flint,  Eaton  Company, 
Decatur,  Illinois. 

THE  COUNCIL  |§|  ACCEPTED  CHOLINE 
Palatable  • Well  Tolerated 

FLINT,  EATON  & CO.  • DECATUR,  ILLINOIS 
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The  physician  may  now  offer  encouragement 
to  the  patient  with  a history  of  habitual  abortion. 
PRANONE*  Tablets,  supplying  corpus  luteum  activity 
orally,  offer  hope  for  a high  degree  of  fetal  conserva- 
tion. With  the  help  of  Pranone,  which  enhances 
formation  of  a secretory  endometrium  and 
sustains  the  embryo  against  premature  expulsion, 
80  per  cent  of  patients  have  been  brought  to 
term.1'1  Indeed,  the  corpus  luteum  hormone 
has  been  so  successful  in  correcting 
“relative”  sterility  due  to  abortion  that 
Mazer  and  Israel4  describe  it  as  having 
“unimpeachable  value  and  total 
harmlessness.” 

PRANONE 

(ANHYDROHYDKOXY* PROGESTERONE  U.S.P.  XIII) 

Pranone  Tablets  constitute  a great  advance 
in  controlling  threatened  abortion  also,  for  they 
permit  quick  and  effective  self-administration 
of  the  corpus  luteum  factor  at  the  moment 
vaginal  staining  is  detected.  Pranone 
Tablets  may.  therefore,  provide  a vital 
margin  of  safety  pending  the 
physician’s  arrival. 

Pranone,  Anhydrohydroxy-progesteione 
U.S.P.  XIII,  Tablets  of  5 or  10  mg.,  boxes  of 
20,  40,  100  and  250  tablets;  also  25  mg., 
boxes  of  20  and  100  tablets. 

BIBLIOGRAPHY:  1.  Krohn,  L.,  and  Harris.  J.  M.:  Ain.  J.  Obst.  & Gynec. 
tl  :95,  1941.  2.  Mason.  L.  W.:  Ain.  J.  Obst.  & Gynec.  44:630,  1942  . 3. 
Kotz.  .1.;  Parker,  E.,  and  Kaufman,  M.  S. : J.  Clin.  Endocrinol.  1:838. 
1941.  1.  Mazer,  C.,  and  Israel.  S.  L. : Diagnosis  and  Treatment  of  Menstrual 
Disorders  and  Sterility,  New  York,  Paul  B.  Hoeber,  Inc.,  1941,  p.  437. 
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or  Constipated  gabies) 

Borcherdt's  Mall  Soup  Extract  is  a laxative 
modifier  of  milk.  One  or  two  teaspoonfuls  in  a 
single  feeding  produce  a marked  change  in  the 
stool.  Council  Accepted.  Send  for  sample. 


BORCHERDT  MALT  EXTRACT  COMPANY,  217  N.  Wolcott  Ave.,  Chicago  12,111. 
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diphtheria 

tetanus 

pertussis 


IMMUNITIES  CONCURRENTLY 


ERRED 


Combining  three  antigens  into  one  preparation,  Earke-Davis 
DIPHTHERIA-TETANUS-PERTUSSIS  (Combinedf stimulates  si- 
multaneously the  production  of  antibodies  prot  ective  against 
diphtheria,  tetanus  and  whooping  cough.  Use  of  this  effective 
and  conveniently  administered  triple  antigen  greatly  simpli- 
fies the  immunization  schedule— a factor  of  importance  to 
physician,  patient,  and  parents  alike. 

DIPHTHERIA-TETANUS-PERTUSSIS  (Combined)  is  supplied 
in  3 cc.  vials  (one  immunization  course)  and  15  cc.  vials  (five 
immunization  courses).  Each  cubic  centimeter  contains 
30,000  million  phase  I Hemophilus  pertussis  organisms  and 
one  immunizing  dose  each  of  diphtheria  and  tetanus  toxoids. 
An  immunizing  course  consists  of  three  1-cc.  doses  given  sub- 
cutaneously at  three  or  four  week  intervals. 


PARKE,  DAVIS  & COMPANY  • DETROIT  32,  MICHIGAN 
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middle  age 


a positive  outlook  on  life 


function  usually  restores  to  the  menopausal  patient  a positive  outlook  on  life. 


Prompt  alleviation  of  disturbing  climacteric  symptoms  may  generally  be  expected 
with  "Premarin,"  and  in  the  majority  of  cases,  symptomatic  improvement  is  followed  by  a 
gratifying  ''sense  of  well-being.''  This  is  the  "plus"  afforded  by  this  naturally  occurring,  orally 
active  estrogen. 

Three  potencies  of  "Premarin"  enable  the  physician  to  adapt  estrogenic  therapy  to  the 
particular  needs  of  the  patient  Tablets  of  2.5  mg.,  1 .25  mg.  and  0.625  mg.  are  available; 
also  liquid,  0.625  mg.  in  each  4 cc.  (1  teaspoonfulj. 

While  sodium  estrone  sulfate  is  the  principal  estrogen  in  "Premarin,"  other 
equine  estrogens ...  estradiol,  equilin,  equilenin,  hippulin  ...are  probably 
also  present  in  varying  amounts  as  water  soluble  conjugates. 


ESTROGENIC  SUBSTANCES  (WATER  SOLUBLE) 
also  known  as  CONJUGATED  ESTROGENS  (equine) 


Ayers t,  McKenna  & Harrison  Limited  22  East  40th  Street,  New  York  16,  New  York 

4824 
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For  patients  of  intermediate  and  stocky  types  of  build. 


LUMBOSACRAL 

AILMENTS 

An  Orthopedic  Surgeon*  in 
writing  on  the  treatment  of 
lumbosacral  disorders  in  his 
book  Backache  and  Sciatic 
Neuritis  states  as  follows:  — 
“Every  patient  should  be  given 
prolonged  conservative  treat- 
ment before  radical  measures 
are  considered.  Non-operative 
treatment  consists  of  recum- 
bency in  bed,  the  application 
of  support  (adhesive  strapping 
and  belts  of  various  types) 
and  physical  therapeutic  meas- 
ures. When  backache  at  the 
lumbosacral  junction  is  un- 
controllable by  such  measures, 
a fusion  operation  is  recom- 
mended.” 


The  Camp  Support  (illustrated)  is  a practical,  comfortable  aid  in 
lumbosacral  disorders. 

The  side  lacing  adjustment  provides  a steadying  influence  upon  the 
pelvic  girdle  and  the  lumbosacral  articulation.  The  back  is  well  boned, 
resting  and  supporting  the  lumbar  spine. 

The  garment  is  easily  removed  for  physical  therapeutic  treatments. 


*Philift  Lewiti,  M.  D.,  F.A.C.S. 

Backache  and  Sciatic  Neuritis, 

Chapter  XXX IX,  Page  580 

Published  1943  by  Lea  & Febiger,  Philadelphia 


S.  H.  CAMP  and  COMPANY-  JACKSON,  MICHIGAN 

IVorld's  Largest  Manufacturers  of  Scientific  Supports 
Offices  in  New  York  • Chicago  • Windsor,  Ontario  • London,  England 
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natural  preference 


A revealing  test1  recently  was  conducted  on  a group  of  cardiac 
patients  in  congestive  failure,  treated  with  intramuscular  injec- 
tions of  different  mercurial  diuretics,  the  identities  of  which 
were  unknown  at  the  time  to  both  patients  and  observers.  The 
results  showed  that  the  majority  clearly  evinced  a decided— 
and  natural— preference  for  a diuretic  agent  that  caused  the 
least  pain  and  discomfort  — 


© 


bcmymni 


Similarly,  Gold  et  at1  prefer  mercuhydrin  in  their  routine 
treatment  of  the  failing  heart  because  “it  is  less  irritant  to  the 
muscle  and  is  less  apt  to  produce  pain”. 

MERCUHYDRIN  is  also  preferred  by  the  treating  physician 
because  of  its  dependability.  It  is  well  tolerated  systemically,3'4 
excellent  water  and  salt  diuresis  is  obtained, 1-4"6  and  the  diuretic 
response  by  intramuscular  injection  is  the  same  as  by  intra- 
venous injection.1'4  With  a systematic  schedule  of  early  and 
frequent  administration  producing  controlled  diuresis, 
mercuhydrin  aids  greatly  in  prolonging  the  life,  decreasing 
the  invalidism  and  adding  to  the  comfort  of  the  cardiac  patient. 
Symptoms  of  failure,  such  as  peripheral  edema,  paroxysmal 
dyspnea  or  acute  pulmonary  edema,  are  prevented  or  mini- 
mized, and  the  distressing  consequences  of  intermittent 
massive  diuresis  are  obviated. 

DOSAGE:  MEIICI'II YD!U X 1 cc.  or  '1  cc.  Intramuscularly  or  intravenously.  Injected 
dully  or  us  indicated  until  a weight  plateau  is  attained.  Subsequently,  the  interval 
between  Injections  is  prolonged  to  determine  the  maximum  period  permitted  to  Intervene 
between  maintenance  injections. 

PACKAGING:  MKIICITII YlUtfk  (inerallurlde  sodium  solution)  is  available  in 
1 cc.  and  2 cc.  ampuls. 

BIBLIOGRAPHY:  (])  Modell,  W. ; Gold,  II..  and  Clarke,  I).  A.:  J.  Pharmacol.  & 
Exper.  Thorap.  84:284,  1945.  (2)  Gold,  11.,  and  others:  Am.  J.  Med.  3:865.  1 >J7. 

(3)  New  and  Nonofflclal  Remedies,  Philadelphia,  J.  It.  Mpplncott  Co..  1947.  p. 

(4)  Finkelsteln.  M.  B..  and  Smyth.  C.  J. : J.  Mich.  State  M.  Soc.  45:1618,  11)16. 

(5)  lteaser,  1*.  It.,  and  Burch,  G.  E. : Proc.  Soc.  Exper.  Itiol.  & Med.  63:543,  1946, 

(6)  Griggs,  1).  K.,  and  Johns,  V.  J. : Influ  once  of  mercurial  diuretics  on  sodium  excretion, 
to  be  published. 
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HEMOPOIETIC  PRINCIPLE 

l 


NORMOBLAST 


The  liver  is  the  storehouse  for  the  hemo- 
poietic principle , which,  according  to  Castle, 
is  a combination  of  an  extrinsic  factor 
derived  from  food  and  an  intrinsic  factor 
produced  by  the  stomach.  Liver  Extract  is 
believed  also  to  contain  certain  secondary 
blood-building  elements.  The  therapeutic 
properties  of  liver  extracts  may  vary  widely 
— and  indeed  outstanding  authorities  have 
reported  that  many  failures  in  pernicious 
anemia  therapy  are  due  to  the  use  of  inert 
or  deficient  extracts. 

In  the  production  of  ARMOUR  LIVER 
PREPARATIONS,  every  precaution  is  taken 
to  preserve  the  blood-regenerating,  active 
constituents  of  the  fresh  liver.  The  finished 
extracts  are  tested  carefully  for  therapeutic 
effectiveness  on  actual  pernicious  anemia 
patients  in  relapse. 

Have  confidence  in  the  preparation  you  pre- 
scribe or  administer  — specify  "ARMOUR" 


Armour  Liver  Preparations 

Liver  Liquid  Parenteral 

4 U.  S.  P.  Injectable  Units  per  cc.  1 cc.,  5 cc., 
and  10  cc.  rubber-capped  vials.  A prepara- 
tion retaining  the  secondary  hemopoietic 
factors  and  most  of  the  vitamin  content  of 
the  liver. 

10  U.  S.  P.  Injectable  Units  per  cc.  1 cc., 

5 cc.  and  10  cc.  rubber-capped  vials. 

15  U.  S.  P.  Injectable  Units  per  cc.  1 cc., 
5 cc.,  and  10  cc.  rubber-capped  vials.  A 
highly  refined  and  concentrated  prepara- 
tion for  massive  dosage. 

Solution  Liver  Extract  — Oral 

45  cc.  equal  1 U.  S.  P.  Oral  Unit.  A readily 
assimilable  and  therapeutically  effective 
preparation  for  use  when  the  oral  route  is 
indicated  or  preferred. 

Liver  Extract  Concentrate  — Capsules 

9 capsules  equal  1 U.  S.  P.  Oral  Unit. 
Odorless,  tasteless.  Sealed  gelatin  capsules 
in  boxes  of  50,  100. 


ARMOUR 


HEADQUARTERS  FOR  MEDICINALS  OF  ANIMAL  ORIGIN 


CHICAGO  9,  ILLINOIS 
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Orapen-250 


to  give  250,000  units  of  crystalline 
penicillin  G (potassium  salt)  in  one  coated,  pleasant-tasting,  buffered 
tablet,  if  you  specify  the  Sehenley  product.  Ample  evidence  supports 
the  value  of  the  oral  administration  of  penicillin  when  given  in  suffi- 
ciently high  dosage.  Clinical  reports  show  that  even  serious  infections  due 
to  penicillin-sensitive  organisms  — such  as  acute  respiratory  illness,13'3’4 
impetigo,4  gonorrhea,5  and  rheumatic  fever  (prophylaxis)6— can  be 
heated  effectively  by  this  convenient,  painless  method  of  administration. 


OR.tPCN  IS  INIdlJE 

A special  coating  completely 
masks  the  taste  of  penicillin, 
Oiupen  is  stable  at  ordinary 
room  temperatures,  eliminat- 
ing necessity  for  refrigeration. 

REIEHEN'CESt 

1 . J.  Pediat!  32:1  (1948). 

2.  Am.  J.  M.  Sc.  213:513 

(1947). 

3.  J.  Pediat.  32:119  (1948). 

4.  New  England  J.  Med. 

236:817  (1947). 

5.  New  York  State  ].  Med. 

48:517  (1948). 

6.  Lancet  1:255  (1947). 


Orapen-2oO 
Orapen-lOO  • Orapen-SO 

[penicillin  tablets  schenley] 

Each  containing  250,000,  100,000,  or 
50,000  units  of  Penicillin  Crystalline  G. 


Oil  A PEN -250: 

Available  in  bottles  of  10  and  50. 

ORAPEN-IUO: 

Available  in  bottles  of  12  and  100. 

OllAPKN-fHH 

Available  in  bottles  of  12  and  100. 

SCHENLEY  LABORATORIES,  INC. 
350  FIFTH  AVENUE  • NEW  YORK  1.  NEW  YORK 


© Schenley  Laboratories,  Inc. 
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To  Facilitate  Preparation  of  Solutions. . . 


For  greater  convenience  and  economy,  both  important  con- 
siderations, Streptomycin  Calcium  Chloride  Complex  now  is 
supplied  in  a multiple-dose  container,  5 Gm.  in  a 50  cc.  vial. 

DILUTION  TABLE* 

For  Vials  Containing  the  Equivalent  of  1 Gm.  or  5 Gm.  Streptomycin  Base  ( See  Label) 


Solvent  added  to  1-Gm.  vial  Streptomycin  base  per  cc.  Solvent  added  to  5-Gm.  vial  Streptomycin  base  per  cc. 


19 

CC. 

5.5  cc. 

50  mg. 

150  mg. 

45.5  cc. 

12  cc. 

100  mg. 

300  mg. 

15.5 

cc. 

4.5  cc. 

60  mg. 

185  mg. 

35.5  cc. 

9-5  cc. 

125  mg. 

350  mg. 

9 

cc. 

4 cc. 

100  mg. 

200  mg. 

28.5  cc. 

8 cc. 

150  mg. 

400  mg. 

7 

cc. 

3 cc. 

125  mg. 

250  mg. 

20.5  cc. 

6.5  cc. 

200  mg. 

450  mg. 

15-5  cc. 

5-5  cc. 

250  mg. 

500  mg. 

For  Streptomycin  of  the  Highest  Quality  — Specify 

STREPTOMYCIN 

CALCIUM  CHLORIDE  COMPLEX 
MERCK 

^taouaire'/  . S$cce/i/e</ 

' ToTTnnT  » ' 


MERCK.  Sc  CO.,  Inc.  . c/ft/yiny // / ✓ j /s  RAHWAY,  N.  J. 

In  Canada:  MERCK  & CO.,  Ltd.  Montreal,  Que. 


* Printed  copies  of  this  Dilution  Table  art 
available  on  request. 
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the  only  salt  substitute  that 
tastes  exactly  like  salt 

weslsal  is  a joy  to  patients  on 
low-salt  (sodium)  diets. 
It's  the  only  salt  substitute 
that  makes  food  taste  exactly 
as  if  seasoned  with  salt.  No  bitter, 
no  disagreeable  taste.  Used  freely  at  the  table  — in 
cooking  and  baking.®  Sodium-free,  safe,  convenient,  tvestsal 
assures  eating  without  cheating,  a minimum  intake  of  harmful 
sodium,  better  nourishment,  and  grateful,  happier  patients  in  . . . 

congestive  heart  failure  • hypertension  • toxemias  of  pregnancy 
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you 


weatanl  *s  a solution  of 
lithium  chloride  with  small 
amounts  of  citric  acid  and 
potassium  iodide  (iodizing 
traces).  Bottles  of  2%  oz. 

WESTWOOD  PHARMACEUTICALS,  pept  N.Y.+  468  Dewitt  St.,  Buffalo  13,  N Y. 

division  of  Foster  Milburn  Co. 


WHEN  YOU  NEED  A GOOD  SUPPORT 

FOR  REDUCIBLE  HERNI  A — may  we  suggest  the  advantages  of 

“custom-made”  Protection,  designed  to  meet  the  described  needs  of  each  particular  case?  Physi- 
cians, who  know  from  experience,  can  tell  you  that  Rice  “custom-made”  Supports  for  reducible 
HERNIA  are  truly  different  and  that  our  methods  are  dependable.  With  dozens  of  different 
styles,  shapes  and  types  of  pads  at  our  disposal  and  with  a full  realization  of  our  responsibility  to 
those  who  put  their  faith  in  us  —we  respectfully  offer  our  services  for  your  approval.  Descrip- 
tive literature  and  measurement  charts  on  request 

WILLIAM  S.  RICE,  Inc.,  (Lock  Box  101),  ADAMS,  NEW  YORK 

* BRANCH  SUPPLY-  AND  FITTING  OFFICES 

BUFFALO,  N.  Y.— ROCHESTER,  N.  Y.— PITTSBURGH,  PA. 
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for  the  successful  treatment^of 


LEG  ULCERS 


the  DAXALAN-DOME-PASTE  BANDAGE  TECHNIQUE 

AS  INTRODUCED  BY  DR.  WILLIAM  M.  COOPER,  Director,  Department  of  Peri- 
pheral Vascular  Diseases  — New  York  Polyclinic  Medical  School  and  Hospital. 

This  technique  is  based  on  a 3 point  program  — 

Reduction  of  dermatitis  with  wet  dressings  of 
DOMEBORO  TABS  (BUROW'S  SOLUTION ) 

Combat  local  infection  and  stimulate  healing 
with  thick  application  of  DAXALAN  in  the  center 
of  the  ulcer  and  surrounding  areas. 

Overcome  venous  insufficiency,  stasis  and 
edema  by  wrapping  DOME-PASTE  BANDAGE 
around  the  entire  leg  to  supply  compression. 

DOME  CHEMICALS  INC.  2n5eVaysoV3i7 .snrey. 

Makers  of  the  Soothing',  Modernized  form  of  Burow's  Solution 
DOMEBORO  —Table**  • Powder  - Packet*  • Ointment 


Daxalan  it  our  trademark  for  a rigidly  standardized  whole  crude  tar  paste,  (low  In  naphthalene  content)  uniform  in  color,  free  of  coal 
tar  specks  and  aged  for  six  months.  ...  , _ ...  . . , . 

Dome  Paste  bandage  i«  a flesh  colored,  4"  x 10  yd.  gauze  bandage  impregnared  with  a modified  Unna  s Formula  consisting  of  tine 
oxide,  glycerine,  gelatine  and  calamine.  This  Unna’s  Boot  comes  to  you  in  a soft  condition  and  is  ready  for  instant  use. 
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Phospho-Soda 


(FLEET)* 


Prominent  clinicians  are  increasingly  reporting 1'2,3,4'5  the  value 
of  sodium  phosphates  for  controlled  catharsis— available 
in  scientific  formulation  in  Phospho-Soda  (Fleet)*, 
which  has  enjoyed  such  wide  acceptance 
by  the  medical  profession  for  so  many  years. 

In  fulfillment  of  modern  authoritative 
requirements,  this  dependable  saline  laxative 
provides  an  ease  of  administration  and  a gently 
efficient  action  that  have  made  it  a prescription 
favorite  for  many  physicians  whenever 
thorough,  safe  elimination  is  desired. 

Phospho-Soda  (Fleet)*  is  a precise  combination 
of  two  official  phosphates  of  soda  in  uniform, 
stable  and  palatable  form.  It  is 
advertised  exclusively  to  the 
medical  and  dental  professions; 
supplied  in  bottles  of  216,  6 and 
16  fluid  ounces,  at  all  pharmacies 


'PHOSPHO-SODA"  AND  'FLEET'  are  registered 
trademarks  of  C.  B.  Fleet  Co.,  Inc. 


Professional  Samples 
Available  on  Request 


Phospho-Soda  (Float)*  fg 
a solution  containing  in 
each  100  cc.  sodium  bi- 
phosphato  48  Gm.  and 
sodium  phosphato  18  Gm. 


C.  B.  FLEET  CO.,  INC. 

(^/UmUaCa  • LYNCHBURG,  VA. 


JUa.  U S.  Pot.  Off  MABK 

PHOSPHO-SODA. 


ACCEPTED  FOR  ADVERTISING  BY  THE  JOURNAL 
OF  THE  AMERICAN  MEDICAL  ASSOCIATION 
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I HE  mechanical  foot  action  of  Hanger 
Artificial  Legs  allows  a close  approxi- 
mation of  natural  walking  for  their 
wearers.  The  forward  and  backward 
motion  and  rubber  cushions  absorb 
shock  and  give  the  flexibility  of  motion 
so  important  in  maintaining  an  even 
stride.  This  is  one  more  example  how 
the  goal  of  Hanger  design  and  develop- 
ment is  to  allow  the  amputee  to  resume 
life's  normal  functions.  Throughout, 
Hanger  Limbs  are  constructed  of  a few 
parts  simply  assembled  to  reduce  un- 
necessary breakdowns  and  repairs. 


■HM 


.FOOT 

ACTION! 


HANGERS 


ARTIFICIAL 
LIMBS 


98  Central  Ave.,  104  Fifth  Avenue 

Albany  6,  N.  Y.  New  York  11,  New  York 
200  Sixth  Avenue 
Pittsburgh  30,  Pa. 


iSitamin  6 


SODASCORBATE,  Van  Patten’s  brand  of  sodium 
ascorbate,  offers  a distinct  improvement  in  Vita- 
min C therapy  because  it  is: 

Free  from  the  gastric  irritation  so  frequently 
experienced  with  large  doses  of  plain  ascorbic 
acid . . . well  tolerated. . . Approximately  neutral 
in  chemical  reaction . . . Stable,  pleasant-lasting. 

Sign  and  mail  coupon  below  for  samples  and  literature 


VAN  PATTEN  PHARMACEUTICAL  CO.  NYJ 
1227  Loyola  Ave.,  Chicago,  26  12-48 

Gentlemen:  Please  send  items  checked: 
SODASCORBATE  Q Samples  □ Literature 


Address 

Town 

. State  . 

NO  TEST  TUBES  • NO  MEASURING 
NO  BOILING 

Diabetics  welcome  “Spot  Tests”  (ready  to 
use  dry  reagents),  because  of  the  ease  and 
simplicity  in  using.  No  test  tubes,  no  boil- 
ing, no  measuring;  just  a little  powder,  a 
little  urine — color  reaction  occurs  at  once  if 
sugar  or  acetone  is  preseent. 

Qalateit 

FOR  DETECTION  OF  SUGAR  IN  THE  URINE 

Acetone  'teAt  (DENCO) 

FOR  DETECTION  OF  ACETONE  IN  THE  URINE 

SAME  SIMPLE  TECHNIQUE  FOR  BOTH 


1.  A LITTLE  POWDER 


2.  A LITTLE  URINE 


COLOR  REACTION  IMMEDIATELY 


A carrying  case  containing  one  vial  of 
Acetone  Test  (Denco)  and  one  vial  of 
Galatest  is  now  available.  This  is  very 
convenient  for  the  medical  bag  or  for  the 
diabetic  patient.  The  case  also  contains 
a medical  dropper  and  a Galatest  color 
chart.  This  handy  kit  or  refills  of  Acetone 
Test  (Denco)  and  Galatest  are  obtainable 
at  all  prescription  pharmacies  and  surgi- 
cal supply  houses. 

Accepted  for  advertising  in  the  Journal  of  the  A.M.A. 

WRITE  FOR  DESCRIPTIVE  LITERATURE 


.sJce/orte  \viHt.o\...fSa/aCeA/ 

THE  DENVER  CHEMICAL  MFG.  COMPANY 

169  Voritk  Street,  New 'York  13,  N.Y. 
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Dihydrostreptomycin  Squibb 


WHAT  IS  IT? 


WHEN  IS  IT 
INDICATED? 


HOW  DOES 
IT  ACT? 


WHAT  ARE  ITS 
ADVANTAGES? 


A potent  antibiotic  compound  derived  from  streptomycin  by 
reduction  with  hydrogen. 


Like  streptomycin,  as  an  adjunct  to  other  measures  in  tubercu- 
losis; particularly  the  following  types:  pulmonary  (exudative, 
hematogenous,  and  pneumonic);  renal;  miliary;  tuberculous 
meningitis,  peritonitis,  lymphadenitis,  cutaneous  sinuses  and 
fistulae;  tuberculosis  of  larynx,  trachea,  and  bronchi,  alimentary 
tract,  and  bones  and  joints;  also  pre-  and  postoperatively  in 
pneumonectomies,  lobectomies;  in  thoracoplasties  if  postopera- 
tive spread  develops. 


The  antibacterial  activity  of  Dihydrostreptomycin  usually  paral- 
lels that  of  streptomycin  in  tuberculosis.  Resistant  strains  of 
organisms  appear  to  develop  as  rapidly  as  with  streptomycin. 


Dihydrostreptomycin  is  significantly  less  neurotoxic  than  strep- 
tomycin and  hence  can  be  given  in  larger  doses  and  for  more 
prolonged  periods.  In  addition,  patients  showing  allergic  reac- 
tions to  streptomycin  have  been  able  to  continue  with  the 
dihydro  form. 


HOW  IS  IT 
ADMINISTERED? 


WHAT  IS  THE 
DOSAGE? 


HOW  SUPPLIED 


Only  intramuscularly.  Suggested  concentration  — 250  to  500 
mg.  per  ce. 


Daily  doses  of  2 grams  of  Dihydrostreptomycin  Squibb  may  be 
given  safely  for  periods  equal  to  those  in  which  streptomycin 
has  been  restricted  to  1 gram  a day,  provided  there  is  no  renal 
dysfunction.  Average  dosage— 1 to  2 grams  daily  in  divided 
doses  every  12  hours. 


20  cc.  vials  containing  the  equivalent  of  1 Gm.  streptomycin  base 
50  cc.  vials  containing  the  equivalent  of  5 Gm.  streptomycin  base 


E R- Squibb  & Sons.NewYork 
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Findings 
from  the 


Saratoga  Spa 
records* 


CORONARY  DISEASE 


One  hundred  seven  coronary  cases  were 
recently  studied.  Of  this  group  33  were 
females,  74  males,  the  latter  being  chiefly 
from  executive  and  professional  walks  of 
life.  Not  a few  were  physicians.  The  aver- 
age age  was  61,  the  range  being  40  to  80 
years.  The  average  duration  of  symptoms 
was  three  years,  the  limits  being  one 
month  to  10  years.  In  32  there  was  a def- 
inite history  of  coronary  occlusion. 
Twenty-seven  had  a history  of  pre-existing 
high  blood  pressure,  eight  of  low  pressure. 

Classified  according  to  the  American 
Heart  Association  44  were  in  Class  IIA 
(activity  slightly  limited)  and  63  in  Class 
I IB  (activity  greatly  limited). 

Before  beginning  a regime  each  patient 
was  subjected  to  a thorough  physical  ex- 


amination together  with  all  indicated  lab- 
oratory procedures.  The  average  of  the 
initial  blood  pressure  readings  made  at 
this  time  was  168-95.  The  final  average 
figure  arrived  at  was  140-81,  a difference 
of  28  mm.  of  mercury  in  the  systolic  and 
14  in  the  diastolic  reading.  These  read- 
ings were  made  after  a rest  period  to  ob- 
viate the  influence  of  any  recent  activity. 

Symptomatic  Change  According  to  Age  Groups 


Age  group 

No. 

Cases 

Im 

provement 

Moderate 

Marked 

None 

40-50  . 

. 11 

10 

0 

1 

50-60  . 

. 41 

32 

5 

4 

60-70  . 

. 34 

22 

8 

4 

70-80  . 

. 18 

16 

0 

2 

80- 

. 3 

3 

0 

0 

107 

83 

13 

11 

* As  reprinted  from  the  New  York  State  Journal  of  Medicine , 35:  715,  (July  15)  1935 


"Physician,  Give  Heed  to  Thine  Own  Health" 

Many  physicians  have  come  to  the  Spa  for  the  same 
kind  of  treatments  that  have  helped  iheir  patients 
here.  After  a restorative  "cure”  at  the  Spa,  you,  too, 
will  return  to  your  practice — refreshed — revitalized — 
ready  for  the  busy  days  that  lie  ahead. 

For  professional  publications  of  the  Spa,  and  phy- 
sician’s sample  carton  of  bottled  waters  with  their 
analyses,  write  VV.  S.  McClellan,  M.D.,  Medical  Di- 
rector, Saratoga  Spa,  156 Saratoga  Springs,  New  York. 

Listed  by  the  Committee  on  American  Health 
Resorts  of  the  American  Medical  Association 


THE  EMPIRE  STATE'S  CONTRIBUTION  TO  THE  MEDICAL  PROFESSION 
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Conestron  oral  therapy  provides  an 
especially  flexible  method  of  prescrib- 
ing for  the  progressive  physical  and 
mental  adjustments  of  the  meno- 
pause. This  method  results  in  a mini- 
mum feeling  of  distress  ...  a maxi- 
mum feeling  of  well-being  . . . for 
the  patient.  Conestron  consists  of 
voter -soluble,  estrogenic  substances 
from  natural  sources.  Tico  strengths 


— 0.625  mg.  and  1.25  mgs.  Bottles  of 
100  and  1000  tablets. 

To  supplement  your  advice  and  to 
enable  your  patients  and  their  fami- 
lies to  arrive  at  a better  home  adjust- 
ment during  thisdifficult  menopausal 
period,  the  booklet  “ Through  One  of 
Life's  Progressive  Changes"  is  avail- 
able to  physicians,  gratis,  in  distri- 
bution quantities. 


PHILADELPHIA  3,  PA. 


Conestron  ® 


Orally  Active  • Well  Tolerated 


Estrogenic  Substances  (Water-Soluble) 
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1.  Boil  the  water  and  cool  I 2.  Float  measured  powder  3.  Mix  with  a large  spoon 
to  luke-warm  I on  top  of  the  water  or  fork 


SIMILAC  FEEDINGS  ARE 
£ asq  TO  PREPARE 


I ; 


It  takes  only  30  seconds  to  induce  solution  if  the  powder  is  floated  on 
top  of  the  water.  Lukewarm,  boiled  water  is  desirable. 


No  need  to  mix  several  ingredients — hence  the  possibility  of  errors  in 
measurement  is  greatly  reduced. 


The  ratios  of  fat,  sugar,  and  protein,  and  the  zero  curd  tension , remain 
constant  regardless  of  concentration  . . . Therefore,  no  gastrointestinal 
disturbance  will  normally  occur,  should  the  mother  err  occasionally  in 
counting  the  number  of  measures  of  Similac  powder. 


The  level  tablespoon  measure  in  each  can  eliminates  the  possibility  of 
underfeeding  or  overfeeding  due  to  varying  sizes  of  “tablespoons.” 

Result  * Similac  reduces  dietary  disturbances 
traceable  to  mothers’  errors  in  preparation  of  the  formula 


*/  SIMILfAC  ...  a dependable  food 

during  the  all-important  first  year 


M & R DIETETIC  LABORATORIES,  INC.  • COLUMBUS  16,  OHIO 
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WHATEVER  YOU  PRESCRIBE  IT  FOR 


ANGINA  PECTORIS 


ARTERIOSCLEROSIS 


CARSTAIRS  IS  BLENDED  WITH  CARE 
FOR  PATIENTS  IN  YOUR  CARE 


For  a long  time,  alcohol  has  been 
a helpful  ally  of  the  medical 
profession. 

No  doubt  you’ve  frequently  pre- 
scribed it  in  the  form  of  whiskey 
for  disorders  like  angina  pectoris 
and  arteriosclerosis,  among  others. 

When  doing  that,  naturally  you 
want  your  patients  to  have  an  excel- 
lent product.  That’s  why  Carstairs 
White  Seal  is  so  admirably  suited 


to  medicinal  use.  This  fine  neutral 
spirit  blend  is  light ...  mild  ..  . and 
low  in  congeneric  content. 

It  is  blended  with  care  ...  by  ex- 
pert distillers  long  devoted  to  the 
highest  quality  standards.  Their  per- 
fectionism and  skill  are  responsible 
for  the  excellence  of  the  “Perfectly 
Balanced  Blend.” 

When  whiskey  is  indicated,  may 
we  suggest  that  you  recommend 
Carstairs  White  Seal  to  you  /patients? 


The  a Man  who  Cares  says: 

CARSTAIRS  White  Seal 


r: 

CARSTAIRS 

^ WlhaSc  Sealj 

bunded  whiskey 


WRITE  FOR  FREE  PAMPHLET!  It  contains  much  interesting  information  on  (he 
difference  between  whiskies  of  various  types.  For  your  free,  copy,  address: 
Carstairs  Bros.  Distilling  Co.,  Inc.,  405  Lexington  Ave.,  N.  V.  C. 


l_. 


Carstairs  Bros.  Distilling  Co.,  Inc.,  Baltimore,  Mil.  bi. ended  whiskey,  86.8  Proof,  72',  Crain  Neutral  Spirits 
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— aids  elimination  by  inducing  a soft,  bulky 
stool  instead  of  merely  lubricating  a hard 
stool. 

KONDREMUL 

An  Emulsion  of  Mineral  Oil  and  Irish  Moss 

acts  as  a softener  of  the  stool,  by 

dispersion  of  its  myriad  particles  throughout 
the  fecal  mass. 

Kondremul  is  a gentle,  non-habit-forming 
regulator — supplied  in  three  forms  for 
various  types  of  constipation: 

KONDREMUL  Plain  (containing  5 5% 
mineral  oil). 

KONDREMUL  with  non-bitter  Extract  of 
Cascara  (4.42  Gm.  per  100  cc.). 

KONDREMUL  with  Phenolphthalein — 
.13  Gm.  (2.2  grs.)  phenolphthalein  per 
tablespoonful. 

Canadian  Distributors: 

Charles  E.  Frosst  & Co.,  Box  247,  Montreal 

THE  E.  L.  PATCH  COMPANY 

BOSTON  MASS. 


GUIATHYME 

Re*.  U.  S.  Pat.  Off. 

FOR  THE  EFFECTIVE  REDUCTION  OF 
CONGESTION  IN  BRONCHITIS  AND 
OTHER  TYPES  OF  RESPIRATORY 
INFECTIONS 


GUIATHYME,  administered  intramuscularly, 
tends  to  liquefy  the  mucous  secretions  and 
promote  drainage.  Indicated  in  the  manage- 
ment of  bronchitis,  bronchial  infections, 
asthma.  Also  effective  as  an  adjuvant  in 
acute  coryza,  sinusitis,  chronic  asthmatic 
bronchitis,  rhinitis,  influenza  and  other  res- 
piratory infections.  Caution:  Not  intended 
for  use  in  tuberculosis. 

FOR  INTRAMUSCULAR  USE -2  cc.  Ampuls 
Each  2 cc.  of  GUIATHYME  contains: 

Guaiacol  0.1  gm.  Eucalyptol 0.1  gm. 

Iodoform  0.02  gm.  Gomenol  0.12  gm. 

Camphor  0.05  gm.  Corn  Oil  q.s. 

Write  for  full  details 

HARMON  CHEMICALS,  INC. 

66  HERKIMER  PLACE  • BROOKLYN  16,  N.  Y. 

— 


B R I OS  C H I 

A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

G.  CERIBELLI  & CO. 

121  VARICK  STREET  NEW  YORK 
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Other 

o - • 


Antibiotic  therapy  is  greatly  simplified  when 
C.S.C.  Crystalline  Procaine  Penicillin  G in  Pea- 
nut Oil  with  aluminum  monostearate  is  pre- 
cribed.  A single  1 cc.  injection  (300,000  units) 
produces  therapeutic  blood  levels  for  96  hours  in 
over  90%  of  patients,  and  for  48  hours  in  all  patients. 
For  certainty  of  therapy,  this  preparation  need 
not  be  given,  as  a rule,  more  often  than  once 
every  other  day. 

Crystalline  Procaine  Penicillin  G in»  Peanut 
Oil-C.S.C.  contains  300,000  units  of  micronized 
procaine  penicillin  per  cc.,  together  with  2% 
aluminum  monostearate  for  producing  a thixo- 
tropic suspension.  This  outstanding  penicillin 
preparation  is  free  flowing  and  requires  no  re- 
frigeration. It  is  indicated  in  the  treatment  of 
most  infectious  diseases  amenable  to  penicillin 
therapy. 

Available  at  all  pharmacies  in  economical 
10  cc.  size  rubber-stoppered  vials  (300,000  units 
per  cc.),  and  in  1 cc.  size  (300,000  units)  glass 
cartridges  for  use  in  the  C.S.C.  Disposable  and 
Permanent  Syringes. 


96-HOUR 

CRYSTALLINE  PROCAINE  PENICILLIN  G 

IN  PEANUT  OIL 

WITH  2%  ALUMINUM  MONOSTEARATE 


A DIVISION  OF  COMMERCIAL  SOLVENTS  CORPORATION,  17  EAST  42ND  STREET,  NEW  YORK  17,  NEW  YORK 
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direct  route 


Whenever  oral  vitamin  B complex  therapy  seems 
ineffective.  .Ampoules  Betalin  Complex  f\  itamin  B Complex.  Lilly) 
are  recommended  for  intravenous  or  intramuscular  use  in  doses  of  1 to  4 cc. 

% daily.  The  direct  route  assures  complete  utilization.  Impaired  absorption 

is  circumvented,  and  large  amounts  of  the  B complex 
vitamins  are  immediately  available. 

'Betalin  Complex'  is  a prepared  solution 

containing  in  each  cc.: 

Thiamin  Chloride 5 mg. 

Riboflavin 2 mg. 

Nicotinamide 75  mg. 

Pantothenic  Acid 

Calcium  Pantothenate)  . . . 2.5  mg. 

Pyridoxine  Hydrochloride  ....  5 mg. 

< SP/6?  ' 

7 E L I LILLY  AND  COMPANY 

Indianapolis  6,  Indiana 
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Editorials 


Christmas,  1948 


This  is  not  the  best  of  times;  it  is  not  the 
worst  of  times.  Our  world,  the  “one  world” 
of  the  future,  is  unhappy  and  unsettled — yet. 
in  the  approaching  vuletide  season,  all 
peoples  will  pause  to  bask  in  the  Christmas 
spirit,  in  the  joy  of  giving  and  receiving,  in 
remembering  that  for  which  we  celebrate 
this  holiday. 

Fortunate  it  is  that,  once  a year,  the 
Christmas  holiday,  with  its  aura  of  peace 
and  happiness,  assumes  the  place  of  impor- 
tance in  our  lives.  Xo  matter  how  busy  or 


how  complicated  our  existence — it  is  impos- 
sible to  ignore  the  humble  greetings,  the 
familiar  Xoels.  the  midnight  carols — or  the 
desire  that  everyone  -hall  be  safe  and  cared 
for.  For  this  season,  at  least,  the  violence 
of  opposing  forces  and  the  discordance  of 
quarreling  groups  is  overshadowed  by  festive 
spirits  and  good  will. 

Our  wish  for  you.  then,  is  that  your 
Christmas  may  be  merry,  and  that  you  may 
find  time  for  happiness,  hours  for  content- 
ment. and  well-being  for  the  tasks  ahead. 


The  Moving  Finger  Writes.  . 


And,  having  writ , moves  on  .... ; leaving 
interesting  prospects  for  the  practice  of 
medicine  in  its  train.  To  the  putative  cer- 
tainty of  Poor  Richard’s  “death  and  taxes’’ 
shortly  may  be  added  compulsory  sickness 
insurance  and  higher  taxes.  What  the 
citizens  have  bought  they  must  eventually 
pay  for  in  some  kind  of  currency. 

We  remember  distinctly  the  gloomy  prog- 


nostications of  a number  of  generations  of 
American  citizens  of  the  head-shaking  and 
or  finger- wagging,  armchair-philosopher  vari- 
ety that  this  country  was  going  to  the 
dogs.  Or  maybe  over  the  hill  to  the  poor 
house,  the  sense  being  in  either  case  that 
rack  and  ruin  stared  us  in  the  face.  Hard 
times  we  have  had  but  not  yet  ruin. 

Well,  here  we  are  for  better  or  worse,  for 
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richer  or  poorer.  ■ The  Republic  seems  to 
have  held  together  so  far,  contrary  to  many 
expectations,  and  in  spite  of  undercover  work 
by  agents  of  foreign  powers.  A new  year  lies 
ahead.  It  is  to  be  hoped  that  medical 
statesmanship  in  dealing  with  the  new  ad- 
ministration will  take  carefully  into  con- 
sideration the  fact  that  it  was  continued  in 
power  by  the  citizens  of  this  Republic  who 
have  thus  approved  its  policies  in  general,  as 
far  as  those  citizens  could  comprehend  them. 

National  health  insurance  has  been  a 
major  domestic  objective  for  some  time.  It 
does  net  seem  probable  that  it  will  be 
abandoned  in  the  forthcoming  years.  Not 
because  of  a realization  by  its  proponents  of 
the  validity  of  arguments  against  it  by  the 
medical  profession  will  it  be  held  in  check, 
but  by  the  direct  inescapable  responsibility 
of  the  incoming  administration  with  a 
majority  in  Congress  for  the  enormous  and 
growing  costs  of  the  ERP,  the  huge  national 
debt,  the  expanding  military  establishment, 
the  cost  of  support  to  China,  and  the  ticklish 
possibility  of  a sudden  and  catastrophic 
war. 

National  health  insurance,  with  its  initial 
billions  of  cost  regardless  of  its  other  and 


much  more  serious  defects,  probably  would 
not  for  fiscal  reasons  take  precedence  over 
the  urgent  necessity  for  immediate  and  pain- 
ful increases  in  income  and  corporation  taxes 
merely  to  support  what  domestic  blessings 
we  now  enjoy. 

Meanwhile,  the  voluntary  prepayment 
plans  seem  to  be  making  substantial  prog- 
ress. This  progress  will,  in  all  likelihood, 
accelerate  in  the  next  few  years  as  the  net 
balance  of  personally  spendable  income  after 
taxes  decreases  sharply. 

Medical  statesmanship  will  take  into  ac- 
count the  fact  that  the  citizens  of  this  nation 
get  what  they  want,  that  statistical  studies 
do  not  always  correctly  evaluate  those 
wants,  that  it  is  incumbent  upon  the  medical 
profession  in  its  advisory  capacity  to  the 
people  of  the  nation  to  reiterate  the  known 
facts  concerning  disadvantages  of  com- 
pulsory insurance  systems  as  these  affect  the 
quality  of  medical  service.  If,  then,  against 
informed  advice,  the  public  insists  on 
national  health  insurance,  medical  states- 
manship will  not  have  been  found  wanting. 

The  moving  finger,  having  writ,  moves 
on;  “nor  all  your  Piety  nor  Wit  shall  lure 
it  back  to  cancel  half  a line ” 


Stop,  Look,  Listen,  II 


In  our  first  editorial  under  this  title  we 
discussed  the  objectives  of  the  World  Medi- 
cal Association  as  set  forth  in  the  twelve 
resolutions  of  the  Second  Annual  Meeting 
of  the  Association  at  Geneva.1 

Does  it  appear  odd  to  anyone  that  the 
representatives  of  29  nations,  speaking  differ- 
ent languages  (one  of  them,  Bulgaria,  from 
behind  the  Iron  Curtain)  should  be  in  unani- 
mous agreement  on  a set  of  twelve  resolu- 
tions governing  “social  security,”  if  such 
legislation  includes  medical  care?  To  the 
representatives  of  most  of  those  29  nations 
the  inclusion  of  medical  care  in  “social 
security”  or  compulsory  health  insurance 
schemes  was  a reality.  Reporting  the  pro- 
ceedings to  the  October  meeting  of  the 
Council  of  the  Medical  Society  of  the  State 
of  New  York,  Dr.  Louis  H.  Bauer,  Secretary- 


General  of  the  United  States  Committee  of 
the  W.M.A.  said : 

They  spent  nearly  a day  and  a half  in  dis- 
cussing social  security  and  health  insurance, 
because  that  is  a very  important  factor  in  their 
lives.  They  all  have  it,  and  they  all  wish 
they  did  not  have  it.  They  would  like  to  do 
something  to  protect  what  little  freedom  they 
have  left,  and  if  possible  to  get  some  back  that 
they  have  lost.2 

These  doctors  of  29  nations  are  furnishing 
the  physicians  of  this  country  a picture  of  the 
disaster  of  governmental  control  of  medicine 
through  “social  security”  where  this  includes 
medical  care,  a disaster  of  such  magnitude 
that  to  salvage  some  shards  of  liberal  medi- 
cal practice  from  the  rubble,  they  must  de- 
pend upon  the  W.M.A.  and  the  help  which 
we  in  this  country  can  still  provide.  Dr. 
Bauer  said  further: 


1 New  Yohk  State  .1.  M kd.  48:  2575  (Dec.  1)  1948. 


2 Minutes  of  the  Council,  October,  1948. 
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Perhaps  some  of  you  saw  the  editorial  which 
appeared  in  the  A.M.A.  Journal,  urging  state 
and  county  societies  and  national  organizations 
to  become  supporting  members  of  the  United 
States  Committee  of  the  World  Medical  As- 
sociation and  I wish  to  talk  on  that. 

As  you  know,  the  income  of  the  World 
Medical  Association  itself  is  infinitesimal,  in 
that  it  gets  only  dues  from  member  associa- 
tions, many  of  whom  have  little  or  no  money, 
and  if  they  have  they  cannot  pay  their  dues 
because  they  cannot  get  the  money  out  of  their 
country.  We  had,  up  until  last  April,  three 
bank  accounts,  one  in  Zurich,  one  in  Paris,  and 
one  in  London.  The  money  in  Paris  and  Lon- 
don can  only  be  spent  in  those  countries,  be- 
cause they  cannot  send  it  out,  so  we  established 
a new  account  in  New  York  in  April,  to  which 
our  own  dues  (the  American  Medical  Associa- 
tion’s ues)  and  the  dues  of  the  Canadian 
MedicaldAssociation  and  some  of  the  Latin 
American  countries  are  being  paid  in  dollars 
here  in  New  York,  and  where  of  course  we  can 
use  it,  but  even  so  the  income  is  altogether  too 
little.  So  the  United  States  Committee  was 
formed  to  raise  money  really  to  support  this 
organization  in  the  way  it  should  be  run.  One 
of  the  strings  attached  to  that  offer  was  that 
the  headquarters  of  the  organization  were 
going  to  be  located  in  the  United  States.  We 
said  North  America,  then  they  picked  the 
United  States,  and  that  was  agreed  to.  We 
have  agreed  to  underwrite  the  expenses  of 
that  Secretariat,  the  traveling  expenses  of 


1 J.A.M.A.  138:366  (Oct.  2)  1948. 


members  of  the  Council,  and  the  publication  of 
a Bulletin.  We  first  thought  that  it  could  be 
done  on  $50,000  a year.  Now  we  know  that 
that  is  not  adequate;  it  is  going  to  cost  $75,000 
to  $100,000  a year.  The  A.M.A.,  the  Mayo 
Clinic,  and  the  International  College  of  Sur- 
geons have  each  contributed  $2,000  a year 
toward  the  support  of  this.  Many  of  the  na- 
tional industrial  organizations  have  contri- 
buted. The  National  Foundation  for  In- 
fantile Paralysis  and  the  American  Red  Cross 
have  each  contributed  $5,000.  The  Pfeiffer 
Foundation  contributed  $10,000,  and  a number 
of  others  have  contributed  from  $1,000  to 
$5,000.  Some  of  the  other  national  medical 
associations  are  contributing,  and  this  editorial 
urges  county  and  state  societies  to  become 
members. 

The  Medical  Society  of  the  State  of  New 
York  has  become  a member  of  the  United 
States  Committee.  It  is  to  be  hoped  that 
the  component  county  medical  societies  of 
this  State  and  many  individual  doctors  will 
become  members  also.  Encouragement  of 
the  World  Medical  Association  would  seem 
to  be  not  only  the  support  of  an  ideal,  but 
good,  hard,  common  or  horse  sense.  That 
which  benefits  the  medical  profession  of  the 
entire  world  helps  every  individual  patient 
and  his  doctor. 

Send  your  application  for  membership  to 
United  States  Committee,  Inc.,  World 
Medical  Association,  2 East  103rd  Street, 
New  York  29,  New  York. 


Current  Editorial  Comment 


Serum  Hepatitis.  Some  of  the  doubt, 
mystery,  and  confusion  surrounding  two 
virus  diseases  (both  involving  the  liver) 
are  gradually  being  dissipated.  Infectious 
hepatitis  (IH)  and  serum  hepatitis  (SH) 
differ  in  many  respects  including  antigenic 
and  immunologic  differences.1  Infectious 
hepatitis  has  a shorter  incubation  period 
(18  to  40  days),  it  may  become  epidemic, 
the  virus  may  be  recovered  from  the  stool, 
it  can  be  modified  or  prevented  by  the  use 
of  gamma  globulin,  and,  in  those  not  com- 
pletely protected,  gamma  globulin  causes 
no  prolongation  of  the  incubation  period. 

On  the  other  hand,  serum  hepatitis  (SH) 

1 Stokes,  Joseph,  Jr.,  et  al .:  J.A.M.A.  138:  336  (Oct.  2) 

1948. 


has  a longer  period  of  incubation  (60  to  150 
days)  and  a lack  of  clear-cut  epidemics;  SII 
virus  has  not  been  recovered  from  the  stool ; 
protection  by  the  use  of  gamma  globulin  is 
uncertain,  and,  in  those  not  completely  pro- 
tected, gamma  globulin  causes  prolongation 
of  the  incubation  period.  In  experimental 
studies  in  a group  of  volunteers,  the  batches 
of  gamma  globulin  tested  did  not  contain 
neutralizing  or  inhibiting  factors  effective 
against  the  strain  of  serum  hepatitis  virus 
used. 

In  quest  of  a means  more  reliable  than 
gamma  globulin  for  the  prevention  of 
serum  hepatitis  (SH),  Blanchard  el  al. 
succeeded  in  rendering  icterogenic  serum 
and  plasma  safe  for  administration  by  ex- 
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posure  to  ultraviolet  rays.2  Eleven  volun- 
teers showed  no  evidence  of  hepatitis  follow- 
ing intramuscular  injection  of  7 cc.  of  irradi- 
ated serum.  The  period  of  observation  was 
five  months.  The  incidence  of  hepatitis  in 
a group  of  fifteen  controls,  each  of  whom 
received  only  4 cc.  of  nonirradiated  ictero- 
genic  serum  intramuscularly,  was  47  per 
cent. 

For  processing  the  icterogenic  serum,  the 
Habel-Sockrider  type  of  apparatus  was 
used.  Eighty-five  per  cent  of  its  radiation 

2 Blanchard,  Mercer,  C.,  et  al ibid.  138:  341  (Oct.  2) 
1948. 


was  given  off  in  the  2,537  angstrom  unit 
wavelength.  The  rate  of  flow  was  24  cc. 
per  minute,  and  the  time  of  exposure  was 
ten  seconds.  Irradiated  plasma  revealed 
no  alteration  of  the  electrophoretic  pattern. 
The  plasma  proteins  were  essentially  nor- 
mal. There  was  a slight  decrease  in  pro- 
thrombin and  complement.  Irradiated 
serum  produced  no  untoward  reactions,  and 
subsequent  tests  revealed  no  evidence  of 
acquired  sensitivity.  This  clear-cut  result 
strongly  favors  the  routine  use  of  exposure 
of  serum  and  plasma  to  ultraviolet  rays 
under  properly  standardized  conditions. 


In  Memoriam 

James  Alexander  Miller,  M.D. 

Dr.  Miller  was  one  of  the  founders  of  the  Committee  on  Public  Health  Relations  of  the 
New  York  Academy  of  Medicine,  which  was  organized  on  May  1,  1911.  Although  at  the 
time  he  was  one  of  the  youngest,  if  not  the  youngest  member  of  the  Committee,  he  very 
soon  became  its  directing  genius.  More  than  any  other  single  person,  he  helped  to  estab- 
lish the  Committee’s  course  of  action  and  to  mold  its  policies.  His  keen  mind  and  clear 
vision,  his  tact,  dignity,  and  judicial  temperament,  his  high  sense  of  reality,  and  his  states- 
manlike progressive  attitude  toward  community  requirements  made  him  a peerless  leader. 

He  became  chairman  of  the  Committee  in  1929,  having  acted  temporarily  in  that  ca- 
pacity on  many  occasions  during  his  predecessor’s  illness.  In  1936,  upon  election  to  the 
presidency  of  the  Academy,  Dr.  Miller  resigned  the  chairmanship  of  the  Committee  but  was 
persuaded  to  accept  it  again  in  1942  during  the  war  when  the  then  chairman  joined  the 
armed  forces.  Although  suffering  a great  deal  of  physical  pain  during  the  last  few  years 
of  his  chairmanship,  he  kept  a devoted  interest  in  the  work  of  the  Committee,  and,  except 
for  the  last  year,  attended  meetings  regularly,  although  with  much  effort. 

During  his  continuous  service  on  the  Comjnittee  for  thirty-seven  years,  Dr.  Miller  exer- 
cised great  influence  on  public  opinion,  on  methods  of  procedure  in  public  health  and 
allied  fields,  and  on  the  attitude  of  the  medical  profession  toward  many  of  the  complicated 
problems  that  lie  between  clinical  medicine  and  medical  education,  on  the  one  hand,  and 
community  needs  on  the  other.  In  the  course  of  his  long  public  activity,  he  gained  many  de- 
voted friends  and  followers,  and  he  has  left  an  indelible  imprint  on  the  annals  of  his  time. 

The  Committee  herewith  wishes  to  record  with  deep  emotion  its  profound  sorrow  in 
the  passing  of  its  beloved  leader,  a great  physician,  a great  humanitarian,  and  a great  edu- 
cator. 

Committee  on  Public  Health  Relations 
New  York  Academy  of  Medicine 

October  1 1,  1948 


FACTS  ABOUT  NUTRITION 


Prepared  by  the  School  of  Nutrition,  Cornell  University,  Ithaca 
Norman  S.  Moore,  M.D.,  Editor 


Diet  Inventory  Methods  for  Doctors,  II 


In  the  last  issue  the  discussion  of  diet  in- 
ventory methods  considered  the  many  sources 
from  which  information  is  obtained.  It  was 
suggested  that  the  physician  use  a card 
which  acts  as  a reminder  in  history  taking 
and  also  provides  a permanent  record. 

On  this  page  an  attempt  is  made  to  con- 
centrate comment  on  the  evaluation  of  data 
obtained  at  the  interview.  The  data,  usu- 
ally having  been  obtained  from  a quick  his- 
tory, do  not  warrant  more  than  qualitative 
treatment.  Evaluation  is  most  easily  made 
by  comparison  with  some  arbitrary  dietary 
pattern.  Such  a diet  pattern  for  adults  is 
found  in  Table  1. 


TABLE  1. — Dietary  Pattern  for  Adults  (for  Com- 
parison Purposes) 


Food  Class 
Milk  or  equivalent  in 
cheese 


Amount  per 
Day 


2 or  3 cups 


Meat,  fish,  poultry,  1 to  2 servings 
or  dried  legumes 
Egg  1 per  day  or  3 

to  4 per  week 


Fruits  and  vege-  4 to  5 servings 
tables,  including:  (l/a  cup  each) 

Citrus  fruit  or  to-  1 serving 
mato  (twice  as 
much) 

Green  leafy  or  1 serving 
yellow  vegetable 


Whole  grain  and  en- 
riched cereals  and 
breads 

Butter  or  a fortified 
margarine 


2 or  more  serv- 
ings 

1 or  more  table- 
spoons daily 


Major  Contributions 
Calcium,  riboflavin, 
protein;  some 
vitamin  A 

Protein,  iron,  niacin, 
some  thiamin 
Protein,  iron,  some 
vitamin  A,  and 
riboflavin 


Ascorbic  acid 


Provitamin  A;  plus 
riboflavin  and  iron 
and  calcium  in 
green  leafy  vege- 
tables 

B vitamins;  some 
iron  and  protein 

Fat  and  vitamin  A 


Additional  food  to  maintain  proper  weight 


It  takes  judgment  and  knowledge  of  food 
values  to  use  this  scheme.  If  the  patient’s 
intake  is  similar  to  Table  1,  his  nutrient  in- 
take will  probably  be  adequate  to  meet  the 
Food  and  Nutrition  Board’s  recommended 


allowances.  The  comparison  will  indicate 
the  weak  spots  in  food  intake  and  may  be 
used  as  the  basis  for  recommendations  to  the 
patient.  The  table  cannot  be  used,  however, 
for  foreign  food  patterns  or  for  diets  where 
large  quantities  of  only  a few  foods  are  used, 
that  is,  a less  varied  diet.  The  table  reveals 
that  calcium  adequacy  is  largely  dependent 
on  milk  and  cheese  intake.  To  meet  fully 
the  new  standards,  three  cups  of  milk  plus  a 
good  diet  are  necessary.  Many  feel  that  the 
calcium  in  one  pint  of  milk  with  a varied  diet 
is  adequate.  The  Food  and  Nutrition 
Board’s  revised  recommended  allowances 
which  show  an  increase  for  calcium  may  call 
for  more  than  a pint  of  milk  with  a varied 
diet.  When  viewing  the  normal  intake  pat- 
tern of  the  table,  one  sees  that  vitamin  A is 
supplied  in  a substantial  quantity  by  caro- 
tene from  a large  daily  serving  of  a green 
leafy  or  yellow  vegetable.  Unless  the  serv- 
ing of  the  latter  is  very  large,  an  additional 
source  of  vitamin  A,  such  as  whole  milk  or  an 
egg  or  butter  or  fortified  margarine,  must  be 
added  each  day.  The  table  points  out  that 
ascorbic  acid  is  provided  by  a serving  of  cit- 
rus fruit  or  a double  quantity  of  tomatoes. 
Other  vegetables  and  fruits  also  contribute 
some  ascorbic  acid,  particularly  if  eaten  raw. 
In  the  table,  riboflavin  is  provided  from 
three  main  sources,  namely,  milk,  eggs  and 
green  leafy  vegetables.  About  three  cups  of 
milk,  one  egg  and  a serving  of  a green  leafy 
vegetable  are  required  daily.  Iron  adequacy 
rests  to  a major  extent  on  the  red  meat  in- 
take, with  smaller  but  important  contribu- 
tions from  eggs,  whole  grain  cereals,  pota- 
toes, and  green  leafy  vegetables.  Thiamin 
is  the  nutrient  most  difficult  to  evaluate  by 
diet  pattern.  It  is  present  in  only  limited 
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quantities  in  a wide  variety  of  foods.  A 
generally  well-balanced  diet  with  the  use  of 
enriched  and  whole  grain  cereals  and  bread- 
stuff is  probably  the  best  source.  Calories 
can  be  judged  on  the  basis  of  weight. 

In  Table  2 one  will  find  a convenient  pro- 
tein guide  which  may  be  used  in  evaluating 
data  obtained  for  this  important  nutrient. 
Protein  adequacy  in  the  diet  is  based  largely 
on  the  consumption,  in  proper  amounts,  of 
meat  or  its  substitutes  and  milk. 


TABLE  2. — Scheme  for  Providing  Protein  for  a Day 
(SQ-70  G»i.)  for  an  Adult 


Food 

Amount  Gm. 

of  Protein 

Meat,  fish,  or  poul- 

4 oz.  serving 

20 

trv 

Milk- 

1 pint 

17 

Meat  substitute  as 

x/\  cup  cottage  cheese 
or  V2  cup  cooked 
dried  legu  nes 

10 

Egg 

1 

6.5 

Whole  grain  cereal 

3 servings 

7.5 

or  bread 

Potato 

1 medium 

3 

Green  leafv  or  yel- 

1 serving 

2 

low  vegetable 

Citrus  fruit 

1 serving 

1 

Other  fruits  and 

2 servings 

2 

vegetables 

69 

The  best  practice  for  the  physician  to  fol- 
low is  to  record  his  dietary  impressions  at 
the  time  of  evaluation  and  also  to  record  the 
recommendations  which  he  makes.  This 
record  forms  a basis  for  checking  progress 
quickly  on  return  visits. 

For  comparison  with  clinical  or  laboratory 
findings,  one  may  require  a quantitative 


evaluation  of  the  diet  in  terms  of  specific 
nutrients.  The  need  for  such  an  evaluation 
must  be  known  before  the  history  is  taken, 
for  in  this  event  careful  inquiry  should  have 
been  made  regarding  quantities  of  intake. 
It  must  be  realized  that  at  best  these  figures 
are  not  accurate.  For  purposes  of  calcula- 
tion, the  two  most  easily  used  and  inexpen- 
sive tables  available  are  the  new  U.S.P.H.S. 
“Food  Value  Tables  for  the  Calculation  of 
Diet  Records”  and  the  sixth  edition  of  Food 
Values  of  Portions  Commonly  Used,  by 
Bowes  and  Church.1  2 In  addition  several 
“short”  methods  of  dietary  analysis  are 
available.  In  these  various  methods  of 
analysis,  foods  of  similar  composition  are 
grouped  together,  and  weighted  mean  values 
are  given  for  each  of  the  nutrients.  The  best 
known  of  these  is  the  one  by  Donelson  and 
Leichsenring.3  It  is  published  in  Turner’s 
Handbook  of  Diet  Therapy,  the  accepted 
manual  of  the  American  Dietetic  Associa- 
tion; other  short  methods  include  those  of 
Berryman  and  Steinkamp.4 
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AS  YOU  CELEBRATE  YOUR  CHRISTMAS — 

Don’t  forget  the  annual  Christmas  Seal  sale  which  all  year  round  is  helping  in 
the  fight  against  tuberculosis. 
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THE  FEMALE  PERINEUM:  ITS  STRUCTURE,  FUNCTION,  AND 

PRESERVATION 


Raymond  J.  Pieri,  M.D.,  and  Frank  C.  Meyer,  M.D.  Syracuse,  New  York 

{From  the  Department  of  Obstetrics,  Syracuse  University  College  of  Medicine ) 


OBSTETRICIANS  and  gynecologists  no 
longer  allude  to  the  female  perineum  as  the 
area  between  the  vagina  and  anus.  The  term 
“perineum”  is  accurately  employed  to  denote  all 
those  soft  parts,  both  muscle  and  fascia,  which 
correspond  to  the  inferior  aperture  or  outlet  of 
the  bony  pelvis.  In  addition  to  that  important 
wedge-shaped  structure  which  anatomically  is 
called  the  perineal  body,  the  term  also  includes 
those  structures,  of  equal  or  greater  importance, 
which  are  found  in  both  the  anterior  and  pos- 
terior triangles  of  the  pelvic  outlet. 

Childbirth  is  usually  considered  a normal  proc- 
ess. Yet  in  nearly  every  delivery  the  tissues  of 
the  female  perineum  are  subjected  to  variable 
degrees  of  trauma,  which  lead  to  impairment  of 
their  function  and  invite  subsequent  invalidism 
of  the  mother. 

The  purpose  of  this  presentation  is  twofold — to 
emphasize  the  functions  of  these  structures, 
especially  during  labor,  and  to  plead  the  impor- 
tance of  their  obstetric  preservation.  This 
necessitates  first  a consideration  of  their  struc- 
tural or  anatomic  relationships. 

Structure 

The  outlet  of  the  bony  pelvis,  seen  from  below, 
presents  two  commonly  recognized  landmarks,  the 
ischial  tuberosities.  Between  their  widest  points 
an  imaginary  line  corresponds  to  the  bisischial 
diameter  of  the  outlet  and  forms  the  common 
base  of  two  triangles.  The  bisischial  line  traverses 
the  perineum  just  anterior  to  the  anus.  The  apex 
of  the  anterior,  or  urogenital,  triangle  is  the  sub- 
pubic  ligament,  while  the  apex  of  the  posterior, 
or  rectal,  triangle  is  the  sacrococcygeal  joint. 

The  relations  between  these  landmarks  and  the 
female  perineum  can  best  be  perceived  by  visual- 
izing the  bony  outlet  in  the  human  figure.  The 
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external  genitalia  occupy  the  anterior  triangle, 
while  the  anal  orifice  appears  in  the  posterior 
triangle. 

Removal  of  the  skin  and  superficial  fascia  of 
both  triangles  reveals  that  the  bisischial  diameter 
AB  corresponds  somewhat  closely  with  an  ana- 
tomic division  between  the  anterior  (urogenital) 
triangle  and  the  posterior  (rectal)  triangle  (Fig.  1 ). 
In  the  anterior  triangle  a rather  dense  layer  of  the 
deep  superficial  fascia  (Colies’  fascia)  is  encoun- 
tered. Along  line  AB,  this  fuses  with  the  pos- 
terior limits  of  a deeper,  double  plane  of  fascia, 
the  so-called  triangular  ligament  (or  urogenital 
diaphragm). 

In  the  posterior  triangle  there  is  first  a layer  of 
superficial  fat.  Removal  of  this  discloses  the 
ischiorectal  fossae,  the  external  rectal  sphincter, 
the  anococcygeal  body,  and  the  anal  fascia.  The 
anal  fascia  covers  the  inferior  aspect  of  the  leva- 
tor muscles  (pelvic  diaphragm). 

Careful  dissection  of  the  anterior  triangle  shows 
it  to  be  composed  of  two  flat  compartments  on 
each  side  of  the  midline  (vagina).  The  most 


Fig.  1. 
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Fig.  2. 

superficial  (inferior)  of  these  is  opened  by  reflec- 
ting Colies’  fascia  laterally  (Fig.  2).  This  ex- 
poses its  contents,  the  ischiocavernosus,  the 
bulbocavernosus  (constrictor  cunni),  and  the 
superficial  transverse  perineal  muscles.  Medi- 
ally, the  latter  two  contribute  fibers  to  the  cen- 
tral tendon  of  the  perineum,  or  perineal  body. 

The  “roof”  of  the  superficial  compartment  is 
discerned  as  the  inferior  of  two  flat  layers  of  thin 
fascia  (triangular  ligament,  urogenital  diaphragm, 
or  urogenital  trigon)  which  enclose  the  so-called 
“deep”  compartment.  Thus,  the  roof  of  the 
superficial  compartment  forms  also  the  “floor” 
of  the  deep  compartment.  Removal  of  the  struc- 
tures of  the  superficial  compartment  and  opening 
the  inferior  (floor)  of  the  two  fascial  layers  of  the 
urogenital  diaphragm  reveals  the  contents  of  the 
deep  compartment  interposed  between  them 
(Fig.  3).  Two  muscles  may  be  identified  here, 


the  sphincter  muscle  of  the  membranous  urethra 
and  the  deep  transverse  perineal  muscle.  The 
latter  muscle  is  also  inserted  medially  into  the 
perineal  body.  As  previously  indicated,  the  roof 
of  the  deep  perineal  compartment  is  the  superior 
of  the  two  fascial  layers  of  the  urogenital  dia- 
phragm. Posteriorly,  along  the  bisischial  line, 
they  fuse  with  each  other  and  with  Colies’  fascia. 

The  ischiorectal  fossae  thus  potentially  extend 
from  the  posterior  triangle  anteriorly  between  the 
superior  fascia  of  the  urogenital  triangle  and  the 
inferior  levator  (anal)  fascia  (Fig.  3).  Actually, 
however,  these  fossae  do  not  extend  forward  be- 
yond the  bisischial  line. 

The  anal  fascia  invests  the  inferior  surface  of 
the  paired  levator  ani  muscles.  The  superior  sur- 
face of  the  levators  is  likewise  covered  by  fascia. 
These  two  fascial  layers  collectively  are  referred 
to  as  the  pelvic  fascia.  The  levatores  ani  form 
the  pelvic  diaphragm. 

Removing  the  various  structures  of  which  the 
urogenital  diaphragm  is,  composed  and  dissecting 
the  anal  fascia  off  the  inferior  surface  of  the  leva- 
tores ani  reveals  this  most  important  paired 
muscle,  the  pelvic  diaphragm  (Fig.  4).  Ana- 
tomically two  parts  of  each  levator  are  recog- 
nized. The  medial  portion  (pubococcygeus) 
passes  backward  from  its  pubic  origin  lateral  to 
the  vagina.  Some  fibers  mingle  with  longitudinal 
fibers  of  the  vaginal  wall  and  with  the  bulbocav- 
ernosus muscle.  Others  decussate  in  the  peri- 
neal body.  The  main  portion  proceeds  to  mingle 
somewhat  with  the  external  sphincter,  but  chiefly 
with  the  anococcygeal  body  itself. 

The  lateral  portion  (ileococcygeus)  of  the  leva- 
tor arises  from  the  “white  line”  of  the  tendinous 


Fig,  3. 


Fig.  4. 
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arch  (see  below) . Most  of  these  fibers  pass  down- 
ward and  backward.  Some  join  their  homologues 
of  the  opposite  side  in  the  obstetric  perineum; 
others  terminate  in  the  anococcygeal  body,  and 
still  others  insert  into  the  lateral  margins  of  the 
coccyx.  More  posterior  to  the  levator  fibers  the 
coccygeus  and  pyriformis  muscles  complete  the 
closure  of  the  aperture  of  the  pelvic  outlet. 

The  pelvic  floor  thus  resembles  a trough,  with 
a V-shaped  conformation,  sloping  downward  and 
forward  from  its  closed  beginning  (anococcygeal 
body)  to  its  anterior  opening  (vagina).  Aside 
from  the  primary  function  of  support  to  the  pelvic 
viscera,  this  arrangement  of  the  soft  tissues 
(fascia  and  muscle)  of  the  female  perineum  is  of 
vast  importance  in  the  mechanism  of  labor. 
When  the  pelvic  floor  is  seen  from  above,  it  be- 
comes manifest  how,  during  childbirth,  the  pre- 
senting part  is  guided  through  the  birth  canal 
along  the  line  of  least  resistance  via  the  vagina 
and  pelvic  outlet  into  the  outside  world. 

Laterally,  on  each  side  of  the  levators,  both 
superior  and  inferior  layers  of  the  pelvic  fascia 
(levator  fascia)  fuse  with  each  other  and  with  the 
fascia  covering  the  inner  surface  of  the  obturator 
internus.  The  ridge  thus  formed  is  the  arcus 
tendineous  of  the  levatores  ani,  called  by  ana- 
tomists the  “white  line”  because  of  its  unmistak- 
able appearance.  The  white  line  of  fascia  extends 
posteriorly  and  downward  on  each  side  to  the 
ischial  spines,  where  it  terminates  about  5 cm. 
below  the  plane  of  the  pelvic  inlet. 

Slightly  below  and  medial  to  the  white  line  the 
superior  levator  fascia  thickens  to  form  a band- 
like base  or  ridge  of  fascia,  the  tela  endopelvina, 
or  main  sheet  of  visceral  fascia,  which  gives  off 
four  main  layers.  One  layer  invests  the  bladder, 
a second  lies  between  bladder  and  the  noncon- 
tractile  segment  of  the  uterus  above,  and  between 
bladder  and  vagina  below.  A third  layer  lies 
between  vagina  and  rectum,  while  the  fourth  is 
posterior  to  the  rectum. 

Function 

The  proper  support  and  normal  function  of  the 
pelvic  viscera  depend  upon  the  integrity  of  their 
respective  fascial  investments.  All  skeletal  mus- 
cles are  likewise  sheathed  in  fibro-elastic  tissue 
(fascia).  Normal  elasticity  exists  only  within 
certain  limits.  Any  such  structure  which  sus- 
tains damage  to  its  fascial  support  soon  weakens. 
In  the  case  of  a muscle  the  unsupported  fibers 
become  separated,  and  the  muscle  herniates. 
Just  as  the  body  depends  upon  the  integrity  of 
the  bony  skeleton  for  support,  so  do  all  skeletal 
muscles  and  most  viscera  depend  upon  the  integ- 
rity of  their  fasciae. 

During  late  pregnancy,  through  hormonal  and 


vascular  influences,  the  entire  perineum  projects 
seyeral  centimeters  below  its  level  in  the  nonpreg- 
nant state.  While  there  is  also  a general  increase 
in  soft-part  elasticity,  this  is  seldom  sufficient  to 
allow  the  birth  of  a full-term  infant  without  some 
structural  damage  accompanying  the  accidents 
and  trauma  associated  with  delivery. 

With  the  onset  of  labor  the  powers  of  the  utero- 
abdominal  contractions  are  expended  chiefly  in 
dilating  and  stretching  both  fascia  and  muscle. 
The  infant  is  forced  like  a wedge  through  three 
main  levels  of  resistance,  the  cervix,  the  levatores 
(posterior  or  anal  triangle),  and  the  structures  of 
the  urogenital  triangle.  There  results  a profound 
stretching  and  distortion  of  the  birth  canal. 
Lacerations  are  common  accidents. 

The  anatomic  sequelae  of  these  accidents  are 
loss  of  visceral  support,  descensus,  sagging  of  the 
bladder  and  urethra,  cystocele  and  rectocele,  and 
gaping  of  the  orifices  of  both  triangles.  Most  of 
these  result  from  single  or  multiple  tears  in  one  or 
more  of  the  various  layers  of  muscle  or  fascia. 
Even  overstretching  beyond  the  normal  elasticity 
predisposes  to  later  loss  of  support.  Often,  the 
damage  is  recognized  in  the  form  of  visible  tears, 
but  not  infrequently,  it  is  concealed  beneath  an 
apparently  intact  vaginal  mucosa,  which  is  noted 
for  its  redundance. 

Preservation 

Most  of  the  tears  of  soft  tissues  occur  late  in 
the  second  stage  of  labor,  after  the  presenting 
part  has  reached  the  pelvic  floor.  Episiotomy, 
properly  timed  and  executed,  usually  creates 
sufficient  additional  space  to  prevent  most  lacera- 
tions of  the  perineum.  It  has  for  its  objectives 
the  relief  of  excessive  strain  upon  the  structures 
of  both  triangles,  the  substitution  of  a clean  in- 
cision for  ragged  tears  during  delivery,  and,  fol- 
lowing childbirth,  the  preservation  of  structure  by 
a neat  repair. 

Episiotomy  is  not  an  innovation.  It  was  per- 
formed by  Ould  in  1742.  Many  teachers  have 
since  observed  its  indications  and  contraindica- 
tions, but  the  minutiae  of  anatomy  and  technic 
have,  for  the  msot  part,  been  disregarded. 

Normally,  delivery  is  not  attempted  until  the 
presenting  part  is  on  the  levators,  with  evidence 
of  pressure  (bulging)  on  the  perineum,  accom- 
panied by  distortion  of  the  anus  and  the  appear- 
ance of  “caput.”  Following  the  usual  preparation 
for  delivery,  the  bladder  is  catheterized  and  the 
perineum  gently  “ironed  out”  manually,  accom- 
panied by  the  liberal  use  of  neutral  liquid  soap. 
It  is  important  to  avoid  overstretching.  This 
causes  future  loss  of  muscle  tone  and  damage  to 
fascia.  It  is  likewise  important  to  avoid  too  rapid 
manual  dilatation.  This  favors  laceration. 
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pubococcygens  portion  of  the  levator  (Fig.  6). 
Following  delivery,  any  persistent  bleeding  from 
severed  vessels  is  controlled  with  Allis  clamps. 
No  attempt  at  suturing  is  advised  until  the  pla- 
centa is  delivered,  after  which  a vaginal  pack  is 
inserted  to  keep  the  field  clear  during  the  repair. 

Ordinarily,  inspection  of  the  incision  does  not 
reveal  details  of  individual  anatomic  structures, 
except  for  muscle  tissue  and  Colies’  fascia  (Fig. 
7).  The  latter  is  usually  found  retracted  under 
the  integument  and  superficial  panniculus. 

The  following  technic  of  repair  avoids  the  pass- 
ing of  sutures  through  either  mucosa  or  skin. 
All  sutures  are  fine  chromic  catgut,  number  000, 
tied  only  securely  enough  to  secure  coaptation. 
The  first  stitch,  aa',  is  submucous  and  is  passed 
widely  around  the  upper  angle  of  the  incision 
(Fig.  7).  This  is  to  bring  together  any  fibers  of 
muscle  or  fascia  which  may  have  become  invisibly 
separated  beneath  the  mucosa.  Neglecting  to  ob- 
serve this  precaution  favors  subsequent  rectocele 
if  such  an  occult  separation  exists.  The  first 
layer  consists  of  interrupted  sutures  (Fig.  8). 
Allis  clamps  are  used  as  retractors. 

The  second  layer  of  sutures  included  Colles' 
fascia  and  is  likewise  interrupted.  Its  important 
feature  is  the  “crown  stitch.”  This  coaptates  the 
retracted  ends  of  the  severed  bulbocavernosus 


Fig.  5. 

The  site  of  incision  is  usually  mediolateral, 
right  or  left,  chiefly  because  accidental  extension 
of  the  cut  in  either  case  avoids  the  sphincter. 
Sharp  scissors  are  necessary  (Fig.  5). 

The  length  of  the  incision  determines  which 
structures  are  severed  by  the  episiotomy.  At 
times,  in  pathologic  cases,  even  the  ischiorectal 
fossa  may  be  involved.  Ordinarily,  however, 
one  severs  the  vaginal  mucosa,  skin,  Colies’  fascia, 
the  bulbocavernosus,  the  transversus  perinei,  the 
urogenital  septum,  and  the  median  fibers  of  the 


Fig.  7. 
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Fig.  8. 

muscle  and  restores  the  hymeneal  ring  (Fig.  9). 
To  accomplish  this  the  needle  must  be  inserted 
obliquely  upward  in  the  base  of  the  labia  minora 
in  order  to  grasp  the  constrictor  fibers.  In  some 
cases,  to  prevent  gaping  of  the  vagina,  two  such 
sutures  may  be  required. 

The  skin  is  closed  by  a continuous  subcuticular 
suture  on  a fine  needle,  beginning  at  the  lower 
angle  of  the  cut  (Fig.  10).  As  the  integument  is 
thus  coaptated,  Allis  clamps  are  applied  gently 
to  its  everted  edges  (Fig.  11).  A dozen  such 
clamps  are  ready  for  use  in  each  case.  These  are 
permitted  to  remain  clamped  for  only  a few 
moments,  during  which  the  vaginal  pack  is  re- 
moved, any  clots  expressed,  and  preparations 
made  for  transfer  of  the  patient  to  her  bed. 

Apposition  of  the  cut  edges  of  the  skin  in  this 
manner  makes  adherence  quite  effective,  results 
in  a fine  linear  scar,  and  seems  to  reduce  appre- 
ciably the  degree  of  postoperative  discomfort 
(Fig.  12).  Routine  perineal  care  is  exercised 
following  delivery.  Early  ambulation  is  en- 
couraged. Hospitalization  of  normal  patients 
postpartum  averages  seven  days.* 

* Routine  of  the  obstetric  division  of  the  Medical  Center, 
Syracuse  University. 
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Summary 

A review  of  the  structure  of  the  female  peri- 
neum is  presented  to  assist  the  obstetric  attendant 
in  an  understanding  of  its  importance.  A brief 
outline  of  the  function  of  these  parts  is  included. 
It  is  emphasized  that  nearly  every  delivery  is 
accompanied  by  trauma  and  often  followed  by 
permanent  damage.  Episiotomy  is  suggested  as 
a means  of  avoiding  most  of  the  severe  lacerations 
of  the  perineal  structures.  A simple  and  effective 
technic  of  repair  is  included. 

Discussion 

W.  D.  George,  M.D.,  Watertown. — There  is  no 
question  but  what  mediolateral  episiotomy  is  much 
the  safer  in  most  cases,  because  of  less  danger  to  the 
sphincter  ani,  and  will  usually  leave  the  patient  with 
as  good  a perineum  as  she  had  before  her  pregnancy. 

Occasionally,  we  see  a patient  in  her  first  preg- 
nancy with  no  tone  to  her  ligaments  or  musculature; 
in  early  pregnancy  the  uterus  may  be  prolapsed  to 
the  introitus.  Such  a patient,  even  with  a well- 
executed  and  well-repaired  episiotomy,  will  still  have 
her  prolapsus  and  a poor  perineum.  However, 
fortunately,  these  cases  are  exceptional. 

Dr.  Fieri  says  “no  attempt  at  suturing  is  advised 
unt  il  the  placenta  is  delivered,”  and  with  the  use  of 
present  oxy  tocics,  the  placenta  does  deliver  promptly. 
However,  in  perhaps  5 per  cent  of  the  cases 
where  this  does  not  occur  and  where  there  is  no  ex- 
cess bleeding  requiring  manual  removal  of  the  pla- 
centa, I see  no  objection  in  going  ahead  with  the 
repair  of  the  episiotomy.  Membranes  hanging  over 
the  external  perineal  skin  should  be  trimmed  off  and 
t he  remainder  held  above  the  episiotomy  incision  by 
a vaginal  pack.  If  the  placenta  seems  to  be  sepa- 
rated at.  any  time  during  the  repair,  it  may  be 
delivered  promptly. 


Fig.  12. 


I prefer  number  0 chromic  catgut  rather  than 
000  chromic.  However,  I do  not  doubt  but  what 
Dr.  Fieri  gets  excellent  repair  with  his  lighter  catgut  . 

Raymond  L.  Rhodes,  M.D.,  Glens  Falls. — This 
paper  gives  an  excellent  summary  of  the  anatomic 
structure  and  the  resulting  physiologic  functioning 
of  the  female  perineum  at  childbirth.  Many  obste- 
tricians in  the  past  either  did  not  realize  the  im-  j 
portance  of  perineal  preservation  to  the  patient  in 
later  years  or  else  chose  to  ignore  this  factor.  In  [ 
more  recent  years,  however,  the  trend  of  care  of  the  j 
woman  at  parturition  has  swung  from  the  theory  of  ! 
allowing  nature  to  take  its  course  with  repair  of  only 
visible  tears  to  a more  logical  method  of  assisting  and 
abetting  nature  during  this  normal  process,  with  the 
routine  use  of  episiotomies.  Once  again  the  use  of 
this  surgical  procedure  is  of  very  lit  tle  aid  unless  the 
anatomic  structures  of  the  female  perineum  are 
understood,  in  order  that  proper  re-approximation 
of  said  structures  in  their  normal  relationship  can  be 
carried  out. 

It  is  the  feeling  of  Dr.  Fieri,  as  it  is  of  most  obste- 
tricians, that  a happy  medium  should  be  reached  on 
the  stretching  of  the  pelvic  hammock.  The  allowing  I 
of  the  baby’s  head  or  rump,  whichever  dilating 
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wedge  may  be  presenting,  to  reach  the  pelvic  floor 
and  cause  the  structures  to  stretch  is  the  point  where 
obstetric  interference  can  do  much  to  prevent  ir- 
repairable  damage.  There  is  no  doubt  that  at  this 
point  the  use  of  low  prophylactic  forceps,  plus  an 
episiotomy,  not  only  preserves  and  protects  the 
fascial  supports  and  the  muscular  attachments  from 
multiple  unrepairable  tears,  but  likewise  does  much 
to  prevent  trauma  to  the  baby’s  head. 

The  repair  of  this  episiotomy  is  important;  other- 
wise the  obstetrician  has  lost  the  benefits  for  which 
it  was  performed.  If  the  levator  muscles  and  fascial 
supports  are  not  re-approximated,  including  the 
sphincter  cuni  (bulbo  cavernosus),  a relaxed  peri- 
neum may  result  with  the  common  rectocele  oc- 
curring in  later  years.  An  interesting  study  along 
this  same  line  of  thought  would  be  to  make  a de- 
tailed report  on  vaginal  plastics  of  the  past  year 
versus  twenty  years  ago,  in  regard  to  age,  number  of 
babies,  forcep  deliveries,  and  routine  episiotomies. 
Maybe  this  work  has  been  done,  but  I have  never 
happened  to  see  the  report.  It  is  my  impression 


that  there  are.  fewer  vaginal  repairs  being  done  today 
than  ten  or  fifteen  years  ago. 

The  early  ambulation  (twenty-four  to  forty-eight 
hours  postpartum)  of  patients,  as  practiced  in  many 
clinics,  does  not  fit  into  my  understanding  of  the 
physiology  of  the  parturient  patient.  Knowing  that 
the  pelvic  structures  are  relaxed  for  delivery  of  a 
baby,  it  is  questionable  in  my  mind  whether  too 
early  ambulation  is  wise.  The  weight  of  the  ab- 
dominal contents,  including  the  parturient  uterus,  is 
thrown  on  the  already  relaxed  structures,  and  it 
seems  as  though  further,  permanent  stretching  would 
occur.  I do  not  feel  the  same  about  early  convales- 
cence of  surgical  cases  where  the  tissues  are  normal 
in  tone.  Dr.  Pieri’s  practice  averages  seven  days  for 
convalescing  postpartum  cases.  I have  followed  the 
routine  of  having  the  patients  ambulatory  on  the 
seventh  day  and  home  on  the  eighth  day.  I do  feel 
that  these  same  patients  should  be  encouraged  with 
exercises  in  bed  to  avoid  the  surgical  complications 
for  which  we  advocate  early  ambulation  of  laparot- 
omies. 
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COOPERATION  between  ophthalmologists 
and  specialists  in  other  branches  of  medicine 
is  still  essential  to  unravel  the  heterogeneous 
picture  of  disease  with  symptoms  originating  in 
different  parts  of  the  body.  Changes  which  were 
previously  regarded  as  separate  diseases  have  in 
many  cases  been  found  to  be  only  symptoms  or 
combinations  of  symptoms  of  general  affection. 
In  some  cases  the  embryologic  similarity  in  ori- 
gin— namely,  the  ectoderm — and,  in  other  cases, 
involvement  of  the  vascular  system  or  the  bring- 
ing of  toxic  agents  of  systemic  nature  to  both  the 
eye  and  skin  make  for  the  simultaneous  appear- 
ance of  lesions  in  both  as  manifestations  of  gen- 
eral disease. 

A complete  and  comprehensive  discussion  of 
all  known  conditions  with  both  eye  and  skin  ex- 
pressions would  necessitate  more  time  than  a 
short  paper  allows.  At  this  time,  since  only  a few 
diseases  can  be  mentioned,  those  conditions 
where  a new  thought  can  be  introduced  will  be 
given  preference. 

Phakomatoses  (Van  der  Hoeve) 

Bourneville’s  Disease. — In  1880  Bourneville 
showed  that  tuberous  sclerosis  of  the  central 
nervous  system  leads  to  mental  deficiency  and 
epilepsy.1  That  the  changes  are  associated  with 
sebaceous  adenoma  of  the  skin  was  demonstrated 
by  Pelagatti  in  1904  and  Vogt  in  1908.2  The 
sebaceous  adenoma  (Pringle’s  Disease,  1890) 
appears  as  grain-sized,  usually  brownish-red 
papules,  forming  a butterfly-like  pattern  on  the 
nose  and  cheeks.3  The  histologic  picture  varies 
with  the  amount  of  adipose  tissue  and  connective 
tissue.  In  1921  Van  der  Hoeve  showed  that  ret- 
inal tumors,  grayish-white  or  glossy  white,  often 
raspberry-like  in  form  due  to  papillomatous  ex- 
crescence, may  occur.4  Histologically,  the  cere- 
bral and  retinal  changes  consist  of  gliosis  and 
ill-differentiated  large  glial  or  ganglion  cells  and 
fibrils.  Cysts  in  the  tumors  are  seen,  and  Van 
der  Hoeve  records  one  case  in  which  such  a cyst 
ruptured  and  probably  implanted  itself  elsewhere 
in  the  retina.  He  also  notes  a case  that  had  one 
tumor  in  each  eye.  Fifteen  years  later  a highly 
calcified  tumor  and  many  additional  tumors  were 
noted. 


A case  that  I have  observed  since  he  was  eight 
months  old,  when  a diagnosis  was  made  from 
the  fundus  appearance  and  confirmed  by  ence- 
phalogram, showed  not  only  an  increase  in  the 
number  of  retinal  tumors  of  one  eye  but  a transi- 
tion of  the  cystlike  growth  of  the  optic  disk  of  the 
opposite  eye  into  the  classic  mulberry  appearance 
gradually  evolved  by  the  impregnation  of  calcium 
(Fig.  1).  The  patient  is  now  eight  years  old. 

Recklinghausen’s  Disease  (N eurofibromatosis)  .6 
— The  skin  lesions,  molluscum  fibrosum,  consist 
of  multiple  flat  or  pedunculated,  occasionally 
elephantiasic,  tumors.  Moles  and  cafe  au  lait 
spots  occur.  Elephantiasis  of  the  eyelids  may 
appear  shortly  after  birth.  Neurinomatous 
changes  occur  in  the  ciliary  nerves,  sclera,  cornea, 
uvea,  and  optic  nerve.  Melanotic  nodules  may 
occur  in  the  iris.  There  is  bone  involvement  in 
70  per  cent  of  the  cases. 

A case  with  absence  of  the  roof  of  the  orbit  due 
to  a complete  absence  of  both  the  greater  and 
lesser  wing  of  the  sphenoid  on  the  left  side,  as 
verified  finally  at  autopsy,  was  followed  for  many 
years.  The  pulsating  exophthalmus  present  and 
the  muscle  paralysis  seen  have  been  described 
previously.  However,  an  attempt  to  study  oscil- 
latory tracings  accompanying  increased  intra- 
cranial pressure,  as  occurs  in  deep  respiration  and 
coughing,  was  carried  out  and  easily  demon- 
strated these  changes  graphically  (Fig.  2) . 

Sturge-Weber’ s Disease. — In  1879  Sturge 

showed  that  angiomatous  changes  can  give  rise 
to  the  simultaneous  appearance  of  a nevus  flam- 
meus  of  the  skin,  glaucoma  or  buphthalmus,  and 
epilepsy.6  In  1922  Weber  demonstrated  roent- 
genologically  the  presence  of  characteristic  cal- 
careous shadows  in  the  brain  in  cases  of  this  dis- 
ease.7 Not  only  are  angiomata  of  the  choroid 
seen  on  the  side  of  the  angioma  of  the  skin  of  the 
face,  but  studies  with  fluorescein  indicate  in- 
creased capillary  permeability  in  the  involved 
eye. 

Amino  Acid  Deficiencies 

In  studying  the  effect  on  the  eye  of  individual 
amino  acid  deficiencies,  it  was  found  that  valine 
produced  a corneal  dystrophy.  This  change  was 
reversible  and  disappeared  after  the  administra- 
tion of  valine.  Two  cases  of  exfoliative  derma- 
titis with  corneal  changes  similar  to  those  seen 
in  valine  deficiency  were  observed.  At  that  time, 
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Fig.  1.  Fundus  picture  seen  at  the  age  of  eight 
months  (left)  and  eight  years  (right). 


methods  of  determination  of  individual  amino 
acid  deficiency  were  not  available.  Subsequent 
to  the  parenteral  administration  of  amino  acids, 
aminoids  by  mouth,  and  a high  protein  diet, 
however,  the  cornea  began  to  clear  and  even- 
tuated in  complete  clearing  with  restoration  of 
20/20  vision  from  20/100  in  the  right  eye  and 
20/40  in  the  left  eye  in  one  case.  In  the  second 
case,  vision  returned  to  normal  from  20/50  in 
both  eyes.  In  both  cases,  the  total  proteins  were 
reduced,  showing  predominantly  in  the  albumin 
fraction  (total  protein  4.9 — albumin  2.9,  glob- 
ulin 2). 

Acute  Disseminated  Lupus  Erythematosus 

Before  this  clinical  syndrome  is  sufficiently 
well  developed  to  permit  diagnosis,  a fundus  ex- 
amination may  lead  the  internist  to  the  correct 
diagnosis.  Wagener  has  stated,  “It  seems  possible 
that  from  more  universal  studies  of  the  retina  in 
these  cases,  a reasonably  characteristic  picture 
might  evolve ....  In  my  experience  the  toxic 
retinopathy  is  most  frequently  encountered . . .. 
Gross  involvement  of  the  retinal  vessels  is  much 
less  common.”8  Keil  advanced  the  vascular  con- 
cept of  the  disease.9  He  assumed  the  presence  of 
a theoretic  toxin  that  lias  a selective  affinity  for 
the  vascular  system,  chiefly  the  capillaries. 
Pathologically,  a peculiar  hyaline  thickening 
(wire  loop)  of  the  walls  of  the  glomerular  capil- 
laries occurs.  Renal  involvement  occurs  in  prac- 
tically every  case. 

In  those  cases  where  the  retina  showed  involve- 
ment, the  presence  of  some  form  of  exudate  was 
regularly  found.  Prominently  mentioned  were 
cotton  wool  patches.  Ivurz  in  1938  was  the  first 
to  demonstrate  the  true  histology  of  the  white 
patches  in  the  retina,  namely,  varicosities  of  the 
nerve  fiber  layer.10  He  thought  the  lesions  were 
identical  with  retinitis  septiea  of  Roth  and  con- 
sidered them  to  be  toxic  in  origin.  Maumenee 
confirmed  the  histologic  findings  in  five  cases  of 
his  own.11 

In  three  cases  that  I have  observed,  the  striate 
appearance  of  the  exudates  indicating  the  nerve 


Fig.  2.  Graphic  representation  of  pulsating 
exophthalmos  at  periods  of  increased  intracranial 
pressure — 1,  effect  of  cough;  2,  effect  of  inspiration 
and  expiration;  3,  effect  of  cough  1,  2,  3,  on  ab- 
normal left  eye,  and  10,  effect  of  cough  on  right 
extraocular  pressure. 


fiber  localization  has  been  sufficiently  impressive 
to  lend  diagnostic  import  in  a less  developed  and 
less  definite  case.  Whereas  the  diagnosis  depends 
chiefly  on  the  cutaneous  lesions,  occasionally  no 
cutaneous  lesions  may  be  present. 

Case  1. — Such  a case  is  M.  F.,  a man  aged  thirty- 
three.  (This  fact  is  also  unusual.)  His  original 
complaint  was  of  disturbance  of  vision  and  edema  of 
the  bulbar  conjunctiva.  The  symptoms  had  come 
on  after  being  in  the  sun  in  Florida.  He  subse- 
quently developed  loss  of  appetite,  nausea,  and  low- 
grade  fever,  followed  by  pronounced  ascites,  hydro- 
thorax, and  marked  fluid  accumulation  in  the  peri- 
cardium. His  physician  suspected  acute  lupus 
erythematosus  and  referred  the  patient  for  a fundus 
study.  Both  retinas  were  filled  with  many  exu- 
dates, each  of  which  had  a striation,  diagnostic  of  a 
nerve  fiber  localization.  With  no  attenuation  of  the 
retinal  arterioles,  oidy  moderate  kidney  involve- 
ment, and  the  above  clinical  picture,  it  was  my 
opinion  that  the  fundus  picture  was  compatible 
with  and  suggestive  of  lupus  erythematosus.  The 
latter  diagnosis  was  confirmed  by  consultations. 
Eight  months  later  a rash  appeared  on  the  cheek 
that  the  skin  consultants  felt  was  what  we  would 
expect  in  lupus  erythematosus. 

Although  this  case  has  not  been  confirmed  by 
biopsy  or  autopsy,  the  importance  of  fundus 
studies  is  stressed.  Other  cases  that  have  come 
to  autopsy  emphasize  the  need  for  bearing  this 
diagnosis  in  mind  when  striate  exudates  in  a 
patient  with  no  hypertension  or  vessel  attenuation 
are  observed  in  a case  of  continued  fever.  The 
aggravation  of  skin  lesions  by  sunlight  and  sulfon- 
amides lends  further  information  leading  to  the 
diagnosis  of  acute  lupus  erythematosus. 
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Boeck’s  Sarcoid 

This  is  a chronic,  relatively  benign  disorder  of 
unknown  cause  with  particular  predilection  for 
the  lymphatic' tissue  or  the  reticuloendothelial 
system.  The  term  sarcoid  was  adopted  by  Boeck 
in  1899  for  lesions  simulating  sarcomas  and  leu- 
kemic conditions  of  the  skin.12  He  believed  the 
condition  to  be  one  only  of  the  skin.  Later  he 
recognized  his  error.  The  two  main  types  of 
cutaneous  lesions  associated  with  the  disease,  the 
superficial  and  the  dee]),  have  a predilection  for 
the  face,  the  external  surfaces  of  the  arms,  and  the 
shoulders  and  the  trunk,  but  may  be  found  in 
other  areas.  The  superficial  lesions  are  papular 
and  nodular  elevations  varying  in  size  from  that 
of  a pinhead  to  that  of  a pea.  They  are  sharply 
outlined,  dark  red,  and  may  be  surrounded  by 
adherent  scales.  The  larger  lesions  are  subcu- 
taneous and  nodular  and  have  either  faint  or  no 
surrounding  erythema.  The  eye  is  one  of  the 
favorite  sites  of  the  disease,  and  many  patients 
first  consult  the  ophthalmologist.  The  most 
frequent  lesion  is  an  inflammation  of  the  anterior 
portion  of  the  uveal  tract. 

Osseous  changes  in  the  hands  and  feet,  dis- 
closed on  roentgen  study,  are  practically  pathog- 
nomonic. A characteristic  histologic  picture, 
consisting  of  naked  tubercles,  collections  of  epi- 
thelioid cells  interspersed  with  lymphocytes  and 
occasional  giant  cells  without  caseation  necrosis 
and  tubercle  bacilli,  is  found  uniformly  in  every 
involved  structure. 

Boeck’s  sarcoid  is  one  of  the  possible  causes  of 
the  Mickulicz  syndrome,  with  involvement  of 
the  lacrimal  glands  and  at  times  the  salivary 
glands. 

Case  2. — A.  A.,  a Negro  woman,  age  thirty-five, 
was  seen  at  New  York  Post-Graduate  Hospital. 
Her  chief  complaint  was  generalized  small  nodules 
in  the  scalp.  Soon  other  nodules  appeared  in  the 
upper  lid,  lower  lip,  and  other  parts  of  the  body, 
varying  from  1 to  4 mm.  in  size  and  noninflammatory 
in  type.  There  was  a diffuse  swelling  of  the  parotid 
glands  and  an  enlargement  of  the  palpebral  portion 
of  both  lacrimal  glands.  The  orbital  portion  on  the 
left  side  had  a shotty  feeling.  On  everting  the  upper 
lid,  a hyaline-like  excrescence  at  the  upper  border  of 
the  tarsus  could  be  seen.  The  remainder  of  the 
ophthalmologic  examination  was  negative.  General 
examination  was  negative  except  for  an  enlargement 
of  the  liver.  Tuberculin  tests  up  to  1 : 1 00  mg.  (old 
tuberculin)  were  negative.  An  x-ray  of  the  chest 
showed  diffuse  reticular  and  miliary  infiltration  of 
the  central  lung  fields,  mainly  toward  the  bases. 
The  heads  of  the  several  phalanges  of  both  hands 
showed  small  cystic-like  areas.  Biopsy  of  a nodule 
from  the  left  forearm  showed  masses  composed  of 
epithelioid  and  giant  cells.  No  caseation  and  very 
little  round  cell  infiltration  was  present. 


The  importance  of  biopsy  in  suspected  cases  is 
emphasized. 

The  argument  as  to  whether  the  disease  is 
really  tuberculosis  has  not  been  decided.  Tu- 
bercle bacilli  have  been  reported  in  cutaneous 
lesions,  and  at  necropsy  fresh  tuberculosis  proc- 
esses have  been  found.13  Although  this  has  not 
been  the  experience  of  the  majority  of  investi- 
gators, the  trend  today  is  not  to  deny  the  possi- 
bility of  sarcoid  being  a form  of  tuberculosis. 
Leitner  in  1946  reported  eight  cases  of  Boeck’s 
sarcoid.14  In  three  of  these  there  was  a transition 
from  benign  granulomatosis  to  tuberculosis,  and 
in  four  cases  a negative  tuberculin  became  posi- 
tive. The  similarity  between  the  clinical  symp- 
toms and  the  course  of  benign  granulomatosis  in  a 
brother  and  sister  suggests  that  the  constitution 
plays  an  important  part  in  the  course  of  Boeck’s 
disease.  The  tuberculin  test  was  slightly  positive 
in  the  sister  and  negative  in  the  brother.  The 
tuberculin  reaction  is  to  be  considered,  says 
Leitner,  as  an  antigen-antibody  reaction.  The 
negative  tuberculin  test  may  be  the  result  of  the 
fixation  of  the  antibodies  at  the  site  of  their  pro- 
duction (the  reticuloendothelial  system)  by  the 
antigens  of  the  Koch  bacillus  which  are  destroyed 
at  the  same  site. 

Case  3. — E.  R.,  a fifteen-year-old  white  boy,  com- 
plained of  a lump  on  his  left  upper  lid.  On  everting 
the  lid,  a granulomatous  pedunculated  growth  with 
a broad  based  pedicle  was  seen.  The  left  pre- 
auricular  gland  was  enlarged.  His  Mantoux  reac- 
tion, 1:100,000,  was  positive.  Biopsy  confirmed 
the  diagnosis  of  sarcoid. 

A positive  tuberculin  does  not  exclude  sarcoid 
but  is  in  keeping  with  a trend  of  one  school  of 
thought — that  of  considering  sarcoid  a special 
type  of  tuberculosis. 

Recurrent  Aphthous  Uveitis  with  Muco- 
cutaneous Lesions 

This  syndrome  is  characterized  by  periodically 
recurring  uveitis  and  a group  of  mucous  and 
cutaneous  symptoms,  namely,  cutaneous  erup- 
tions of  various  types  and  aphthae  and  ulceration 
of  the  buccal  and  genital  mucous  membranes. 
This  disease  seems  to  have  been  described  as  far 
back  as  1772  by  Janin  de  Combe  Blanche,  the 
French  oculist.15  Behcet  excluded  the  recurrent 
iritis  and  hypopyon  and  has  described  cases  in 
which  the  conjuetiva  was  affected  but  no  uveitis 
occurred  (the  so-called  triple  symptom  complex).16 

In  such  cases  Francheschetti  believes  the 
disease  is  in  an  attenuated  form.17 

The  disease  affects  young  people  of  both  sexes. 
The  attacks  are  recurrent  and  periodic.  The 
lesions  usually  involve  the  skin  or  mucous  mem- 
branes and  later  the  ocular  tissues.  Buccal 
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aphthae  with  or  without  submaxillary  enlarge- 
ment of  the  lymph  nodes,  recurrent  aphthae  on 
the  genitalia,  or  ulcerations  on  the  scrotum  and 
balanopreputial  groove,  sometimes  accompanied 
by  nonspecific  urethritis,  completes  the  picture. 
The  cutaneous  lesions  appear  as  erythema  no- 
dosum, papulopustular  erythema,  or  pyoderma- 
titis. 

The  possibility  of  a virus  infection  has  been 
considered  but  not  yet  proved. 

Urbanek  felt  the  condition  represented  a hyper- 
sensitiveness to  foreign  proteins.18  This  condi- 
tion is  related  to  the  plurio  orificial  ectodermosis 
of  Fressinger  and  Rendu  known  in  this  country 
as  Steven- Johnson  disease,  in  which  our  chairman 
called  attention  to  the  eye  findings  noted  in 
erythema  multiforme.  The  similarities  are  as 
follows:  (1)  cutaneous  eruptions  of  the  poly- 

morphous type  of  erythema  with  aphthous  sto- 
matitis of  an  acute  evolution  in  which  the  con- 
junctiva and  cornea  are  involved  and  uveitis 
does  not  occur,  and  (2)  generalized  allergic  reac- 
tion. 

Both  diseases  are  not  identical,  but  there  are 
similarities.  Whereas  no  one  cause  of  these  con- 
ditions has  been  definitely  ascertained,  in  three 
cases  of  my  own  and  a review  of  the  literature 
where  bacteriologic  notations  have  been  made  of 
the  conjunctival  and  intraocular  flora  after  in- 
fection, only  Staphylococcus  aureus  has  been 
noted.  It  is  probably  the  reduced  vitality  of  the 
tissues  that  allow  this  commonly  present  organ- 
ism to  attack  both  the  eye  and  the  skin,  as  cul- 
tures of  vesicles  of  the  skin  have  also  shown  the 
constantly  present  S.  aureus  to  be  the  only  cul- 
tivable bacteria.  On  occasion,  however,  inclu- 
sion bodies  have  been  recovered  from  the  skin 
vesicles  stained  with  victoria  blue,  especially  by 
Thygeson. 

Vogt-Koyanagi  Disease 

The  association  of  poliosis  with  an  inflamma- 
tory change  in  the  eyes,  namely,  sympathetic 
ophthalmia,  was  first  noted  in  1873  by  Schenkel.19 
Hutchinson,  twenty  years  later,  was  the  first  to 
describe  poliosis  with  bilateral  iridocyclitis.  When 
there  is  a change  in  the  air  content,  the  whitening 
of  the  lashes  may  be  sudden,  and  this  fact  ex- 
plains the  occurrence  of  canities  overnight.  In 
such  instances  there  is  a complete  absence  of  pig- 
ment in  the  hair  shaft.  When  a disturbance  of 
pigment  occurs  less  rapidly,  the  color  is  less  dis- 
tinctly white,  and  a few  granules  may  be  seen 
between  the  cells  of  the  hair  shaft. 

Alopecia  occurs  in  53  per  cent  of  cases,  poliosis 
in  82  per  cent,  vitiligo  in  <12  per  cent,  and  dysa- 
cousia  in  50  per  cent  of  cases.  Some  observers 
conclude  that  nontraumatic  bilateral  uveitis 


accompanied  by  one  or  all  of  these  symptoms 
should  be  regarded  as  Vogt-Koyanagi  syndrome. 
Duke-Elder  states  that  Ilarada’s  disease  in  which 
one  has  a spontaneous  bilateral  retinal  detach- 
ment which  reattaches  itself  represents  a milder 
form  of  the  Vogt-Koyanagi  syndrome.20 

Cutaneous  testing  with  pigment  shows  a posi- 
tive reaction  similar  to  that  seen  in  sympathetic 
ophthalmia  in  about  one  third  of  the  cases.  All 
cases  reported  have  been  darkly  pigmented  indi- 
viduals, frequently  Japanese  and  Italians. 

Case  4- — E.  F.,  when  first  seen,  had  faulty  light 
projection  in  each  eye.  His  history  told  of  bilateral 
uveitis  of  two  years  duration  followed  by  complicat- 
ing cataract  and  plastic  iritis.  An  interesting  symp- 
tom was  “double  hearing’’  and  dizziness.  Three 
weeks  following  this,  alopecia  occurred,  followed  by 
canities  and  poliosis. 

Case  5. — The  case  of  F.  M.,  a thirty-year-old 
man,  ran  the  classic  course  of  Harada’s  disease  with 
bilateral  retinal  detachment  which  attached  itself, 
and  bilateral  uveitis  with  secondary  glaucoma,  fol- 
lowed by  poliosis.  One  eye  fortunately  retains 
normal  vision  after  surgery,  and  the  second  eye 
20/100  vision  with  normal  tension  in  each  eye. 

Melanoma  of  the  Skin  with  Intraocular 
and  Orbital  Metastases 

It  has  been  stated  by  Virchow  that  organs 
which  are  a frequent  site  of  origin  of  primary  can- 
cer are  prone  not  to  have  metastatic  growths. 
Although  there  are  many  exceptions  to  this  state- 
ment, the  rule  seems  to  apply  with  peculiar  force 
to  the  melanotic  malignant  growths  of  the  eye. 
Most  of  the  melanomas  of  this  organ  are  known  to 
be  primary  in  the  choroid.  Only  a few  have  been 
reported  as  metastasizing  to  the  eye  from  other 
sites  of  origin.  I have  recently  collected  seven 
cases,  including  one  of  my  own,  which  in  a mela- 
notic tumor  arising  in  the  skin  produced  intra- 
ocular metastases.  This  patient  gave  a history  of 
a painful  “strawberry”  mass  appearing  in  the 
skin  of  the  right  posterior  wall  of  the  chest  two 
years  previously.21  The  growth  was  excised  sur- 
gically. The  patient  remained  in  good  health  for 
eighteen  months.  Then,  at  the  site  of  the  pre- 
vious operation,  another  mass  appeared,  followed 
by  swelling  in  the  axilla.  Histologic  examination 
showed  metastatic  malignant  melanoma  of  the 
lymphatic  nodes.  As  part  of  a generalized  metas- 
tasis, the  eye  showed  lesions  in  the  iris,  ciliary 
body,  choroid,  and  orbit. 

We  concluded  that  although  most  melanotic 
tumors  of  the  eye  are  primary,  the  possibility 
should  be  borne  in  mind  that  they  can  be  second- 
ary and  careful  search  made  for  other  primary 
sites  and  evidence  of  multiple  metastases. 
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Monocytic  Leukemia 

Three  cases  of  monocytic  leukemia  were  ob- 
served. In  each  case  the  fundus  showed  preret- 
inal  hemorrhages  associated  with  a low  platelet 
count.  In  one  case  hemorrhages  from  the  nose 
and  ears  occurred  as  well  as  in  the  brain,  the  lat- 
ter producing  a papilledema.  At  autopsy  the  pos- 
terior segments  of  the  globes  were  obtained  and 
showed  the  preretinal  hemorrhages  as  well  as  the 
vessels  filled  with  monocytes.  The  possibility  of 
this  type  of  leukemia  should  be  borne  in  mind 
with  this  type  of  hemorrhage  in  a case  of  leuke- 
mia. 

In  the  skin  an  eczema-like  eruption  may  be  the 
first  symptom  to  which  the  patient’s  attention  is 
called  (Leukemia  cutis).  Occasionally,  small  tu- 
mors occur  in  the  skin.  In  some  instances  diffuse 
lymphatic  hypertrophy  with  the  formation  in  the 
lower  part  of  the  corium  or  subcutaneously  of  dis- 
crete or  chainlike  pea-  to  cherry-sized  or  larger, 
flattened  nodules,  occasionally  resembling  myco- 
sis fungoides,  occurs. 

Brucellosis 

This  is  a disease  of  manifold  symptoms.  The 
eye  is  one  of  the  many  sites  of  its  manifestations. 
In  its  acute  or  chronic  form,  brucellosis  is  second 
to  no  other  disease  in  its  ability  to  masquerade 
under  invisible  guises.  In  1939  Green  published 
one  of  the  earliest  reports  concerned  exclusively 
with  ocular  manifestations  in  brucellosis.22  He 
reported  four  of  his  own  cases  and  cited  28  others 
from  the  literature.  They  included  iritis,  optic 
neuritis,  choroiditis,  uveitis,  palsies  of  the  ocular 
muscles,  and  retinitis. 

Harris,  in  a personal  communication,  stated, 
“In  my  own  experience  quite  characteristic  skin 
lesions  appeared  and  disappeared  along  with 
other  symptoms  definitely  attributable  to  brucel- 
losis in  8.9  per  cent  of  the  first  247  cases  tabu- 
lated.” 

The  skin  lesions  fell  into  12  main  groups — often 
more  than  one  type  was  present  in  the  same  pa- 
tient: 

1.  Macular,  pink  or  red,  scattered,  itching 
lesions  usually  of  the  forehead,  temple,  cheeks, 
and  occasionally  the  arms  and  trunk. 

2.  Maculopapular  or  papular  eruptions  in 
small  groups,  anywhere  in  the  body;  often  orange- 
red  in  color  and  occasionally  with  small  central 
vesicle. 

3.  Erysipelas-like  lesions,  usually  in  extremi- 
ties; painful,  tender,  and  accompanied  by  fever. 

4.  Multiple  patches  of  dusky,  cyanotic,  ten- 
der, painful  nodules  resembling  erythema  nodo- 
sum. 

5.  Diffuse  erythematous  rash  of  entire  body; 
high  fever  resembling  scarlet  fever. 


6.  Scaly,  reddish-brown,  itching  lesions,  us- 
ually confined  to  arms  and  wrists,  sometimes  re- 
sembling psoriasis  but  lacking  the  typical  scales. 

7.  Crusting,  seropurulent  lesions,  usually  on 
arms  and  legs,  somewhat  resembling  impetigo  and 
perhaps  due  to  secondary  infection. 

8.  Circinate  and  macular,  pink,  scaly  lesions, 
closely  resembling  pityriasis  rosea. 

9.  Papular,  maculopapular,  and  pustular  con- 
tact dermatoses  with  distribution  corresponding 
to  exposed  areas. 

10.  Ulcerative  dermatitis. 

11.  Purpurjc  patches. 

12.  Eczematous  lesions  and  other  unclassifi- 
able  skin  conditions. 

Miscellaneous 

For  the  sake  of  completeness,  mention  should 
be  made  of  the  following  diseases  that  have  asso- 
ciated eye  and  skin  lesions: 

1.  Pseudoxanthoma  elasticum,  associated 
with  angioid  streaks  of  the  retina. 

2.  Nutritional  deficiencies,  both  avitaminosis 
and  hypoproteinemia  with  its  varied  eye  and  skin 
manifestations. 

3.  The  recent  recognition  of  German  measles 
in  the  first  months  of  pregnancy  resulting  in 
mothers  giving  birth  to  babies  with  congenital 
cataracts. 

4.  Expression  of  syphilis  in  both  the  eye  and 
skin. 

5.  Cataract  of  neurodermatitis: 

(а)  That  associated  with  scleroderma, 

(б)  That  associated  with  poikiloderma 

atrophicans  vasculare  (Rothmund’s 
or  Jacobi’s  Disease), 

(c)  That  associated  with  Darier’s  disease, 
erythema  exudativa,  Raynaud’s 
disease,  psoriasis,  and  other  dermat- 
ogenous  conditions.  Bellow  states, 
“Whether  the  association  is  signifi- 
cant or  merely  fortuitous  cannot  be 
told  with  the  limited  cases  re- 
ported.”23 

6.  Ocular  pemphigus  with  the  more  common 
pharyngeal  involvement. 

7.  Corneal  involvement  accompanying  vac- 
cinia, measles,  or  even  variola. 

Conclusion 

The  association  of  ocular  and  dermatologic  ex- 
pressions of  general  disorders  is  sufficiently  rec- 
ognized today  to  stress  the  importance  of  a 
knowledge  of  both  for  the  better  recognition  and 
handling  of  systemic  disease. 

108  East  66th  Street 

Discussion 

Rudolf  L.  Baer,  M.D.,  New  York  City. — Doctor 
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Givner  has  given  a very  complete  review  of  the  most 
important  examples  of  dermatoses  which  are  ac- 
companied by  manifestations  in  the  eye.  I am 
quite  certain  that  he  could  have  extended  this  list 
considerably  with  many  minor  examples  of  associ- 
ated dermatologic  and  ophthalmologic  conditions. 
However,  it  seems  to  me  that,  considering  the  de- 
velopmental relationship  between  eye  and  skin,  it 
is  astonishing  how  relatively  small  a number  of 
cases  with  severe  eye  complications  actually  occur  in 
a large  dermatologic  material. 

What  are  the  eye  complications  among  the  ten 
dermatoses  which  are  most  commonly  seen  in  pri- 
vate dermatologic  practice  in  New  York  City? 
There  are  three  which  affect  the  eyelids,  namely, 
eczematous  contact  dermatitis,  seborrheic  derma- 
titis, and  giant  urticaria.  Fortunately,  these  are 
conditions  in  which  the  involvement  of  the  eyelids 
is  not  permanent,  and  there  are  no  serious  or  lasting 
sequelae.  However,  in  another  one  of  the  com- 
monly seen  dermatoses,  i.e.,  atopic  dermatitis  (also 
called  disseminated  neurodermatitis  or  hay  fever- 
asthma  eczema),  the  very  rare  complication  of 
cataract  formation  occurs.  Because  of  this  possible 
complication,  I believe  that  every  case  of  persistent, 
severe  atopic  dermatitis  should  have  eye  examina- 
tions at  regular  intervals.  The  type  of  cataracts  seen 
in  atopic  dermatitis  is  sufficiently  different  from  other 
cataracts  to  have  been  distinguished  by  the  name 
“atopic  cataract.”  However,  I do  not  think  that 
this  name  is  justified,  since,  to  my  knowledge,  no 
similar  cataract  formation  occurs  in  the  other  atopic 
diseases  such  as  asthma  and  hay  fever,  etc.  These 
cataracts  develop  in  young  people  who  have  had 
atopic  dermatitis  for  periods  varying  from  one  to 
twenty  years. 

Some  evidence  has  been  cited  in  the  literature 
which  indicates  that  the  cataracts  tend  to  progress, 
particularly  after  a severe  flare-up  of  the  dermatitis. 
It  seems  to  me  that,  if  this  observation  is  correct, 
the  possibility  exists  that  caratact  formation  may  be 
stopped  in  these  cases  if  the  dermatitis  can  be 
cleared  up.  In  some  of  the  most  severe  cases  where 
this  result  cannot  be  effected  by  the  usual  forms  of 
therapy  available  in  New  York,  a change  of  environ- 
ment to  a hot  dry  climate,  such  as  in  New  Mexico  or 
Arizona,  is  often  very  beneficial.  This  suggests 
that  cases  of  atopic  dermatitis  with  incipient  cata- 
racts should,  whenever  possible,  be  sent  to  one  of 
these  climates  where  most  cases  of  atopic  dermatitis 
tend  to  clear  up. 

After  the  occurrence  of  atopic  dermatitis  and 
cataract  was  noted,  some  observers  considered  the 
possibility  that  roentgen  radiation  given  to  the 
skin  of  the  face  might  be  responsible  for  the  cata- 


racts, but  this  theory  had  to  be  abandoned  as  there 
have  been  quite  a few  cases  of  atopic  dermatitis 
with  cataracts  who  never  received  roentgen  therapy. 
Furthermore,  this  type  of  cataract  formation  does 
not  occur  in  the  many  thousands  of  cases  of  acne 
vulgaris  who  have  received  roentgen  ray  therapy  to 
the  face. 

I was  greatly  interested  in  what  Dr.  Givner  had 
to  say  about  eye  changes  in  acute  disseminated 
lupus  erythematosus.  Has  he  observed  any  eye 
changes  in  the  chronic  discoid  form  of  lupus  ery- 
thematosus? There  is  no  agreement  among  derma- 
tologists as  to  whether  lupus  erythematosus  of  the 
acute  disseminated  form  and  of  the  chronic  discoid 
form  are  related  diseases  or  whether  they  are  en- 
tirely separate  entities.  Still,  it  would  be  interesting 
to  know  whether  eye  changes  are  ever  seen  in  the 
chronic  discoid  form. 

As  to  the  sarcoid  forms  involving  the  eyes,  I 
wonder  whether  Dr.  Givner  has  had  any  experience 
with  Calciferol  treatment.  This  form  of  therapy, 
which  was  first  developed  by  the  French  and  English 
for  the  treatment  of  lupus  vulgaris,  has  been  found 
effective  in  the  treatment  of  some  cases  of  sarcoid. 
Concerning  the  diagnosis  of  sarcoid,  I would  like  to 
add  that,  in  addition  to  the  negative  tuberculin 
tests  (positive  anergy),  there  is  now  available  the 
Kveim  test  which,  according  to  many  Scandinavian 
observers,  is  thought  to  be  quite  specific  for  sarcoid 
disease. 
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VOICE  OF  EXPERIENCE 

My  wife,  who  is  also  the  mother  of  my  six  children, 
ordinarily  answers  the  telephone  for  me.  Recently 
a woman  called  up  and  asked  if  I were  a doctor  of 
medicine.  After  my  wife  had  assured  her  I was,  the 


woman  inquired  hesitantly,  “Does  the  doctor  prac- 
tice that  there  birth  control?”  Said  my  wife,  who 
is  never  at  a loss  for  words,  “Not  to  my  knowledge.” 
— Medical  Economics,  July,  194$ 


NUTRITIONAL  REQUIREMENTS  IN  CONVALESCENCE 

Herbert  Pollack,  M.D.,  and  John  Bookman,  M.D.,  New  York  City 
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WHEN  one  uses  the  term  “nutrition,” 
the  connotation  is  “malnutrition.”  The 
broad  definition  of  this  term  is  abnormal  nutri- 
tion. This  means  that  starvation,  emaciation, 
and  obesity  are  all  forms  of  malnutrition.  Mal- 
nutrition predisposes  to  poor  health.  Public 
health  surveys  have  shown  that  both  obesity  and 
undernutrition  lead  to  greater  incidence  of  dis- 
eases. Obesity  is  associated  with  the  greater 
frequency  of  degenerative  conditions  such  as 
hypertension  and  arteriosclerosis.  Undernutri- 
tion is  associated  with  the  rapid  spread  and  more 
virulent  types  of  infectious  diseases.  These  facts 
have  been  well  disseminated  and  will  not  be  fur- 
ther discussed  here. 

On  the  other  hand,  the  influence  of  disease  or 
injury. on  nutrition  is  less  well  known  and  ap- 
preciated. The  work  to  be  reported  here  will  deal 
largely  with  this  aspect  of  the  problem.  To  re- 
view briefly,  the  factors  involved  are  the  ade- 
quacy or  inadequacy  of  food  intake  for  the  condi- 
tions under  which  the.  patient  is  living.  By  this 
is  meant  the  actual  intake  of  food  by  the  patient. 
It  is  not  remiss  to  mention  that  frequently  a 
perfectly  adequate  diet  is  prescribed  by  the  phy- 
sician and  served  to  the  patient.  Not  infre- 
quently, this  diet  is  rejected  by  the  patient, 
either  wholly  or  in  part.  The  actual  amount  of 
food  consumed  and  retained  must  be  considered 
the  intake.  The  understanding  of  the  require- 
ments is  important  in  determining  the  adequacy. 
Most  of  the  standard  tables  of  food  requirements 
are  based  on  normal,  healthy,  ambulatory  people. 
The  tables  give  caloric,  protein,  and  vitamin 
requirements  for  the  various  age,  sex,  and  work 
groups.  Some  even  mention  a correction  factor 
in  total  caloric  requirements  for  fever.  The 
simple  caloric  allowance  increase  in  fever  or  dis- 
ease is  incomplete  and  misleading.  All  the  spe- 
cific metabolic  requirements  are  increased.  This 
is  especially  true  for  protein,  except  in  such  condi- 
tions as  typhoid  fever  and  tuberculosis  where  the 
nitrogen  requirement  apparently  does  not  change 
appreciably.  In  contrast,  pneumonia  increases 
both  caloric  and  protein  needs. 

The  protein  requirements  for  the  sick  and 
wounded  vary  considerably  from  the  normal. 
There  is  usually  a loss  of  protein  from  the  body 
stores.  This  loss  can  occur  in  two  ways,  and  it  is 
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important  to  understand  these  two  mechanisms 
which  may  operate  simultaneously.  One  is  the 
mechanical  loss  of  proteins  through  hemorrhage, 
exudates,  and  transudates,  the  classic  example 
occurring  in  extensive  burns.  The  other  large  loss 
of  nitrogen  occurs  in  the  so-called  catabolic  states. 
The  mechanism  of  this  loss  is  not  understood. 
This,  however,  should  not  detract  from  the  im- 
portant and  insidious  nature  of  this  process. 
Here,  there  is  a relatively  large  excretion  of  nitroge- 
nous substance  in  the  urine  (principally  urea) 
originating  from  the  breakdown  of  body  proteins. 
One  of  the  points  we  shall  discuss  is  the  con- 
comitant phenomena  of  this  protein  breakdown 
and  their  influence  on  other  nutritious  require- 
ments, more  specifically  the  B vitamins. 

Even  if  an  adequate  diet  is  ingested  and  not 
vomited  by  the  patient,  there  is  the  problem  of 
absorption  and  digestion.  These  have  been  dis- 
cussed at  length  many  times,  and  yet  their  im- 
portance prompts  us  to  review  them,  in  part, 
again  and  to  present  actual  experimental  data 
showing  their  far-reaching  influence.  Absorptive 
failure  is  seen  in  those  conditions  where  the  bowel 
wall  is  diseased,  such  as  lymphosarcoma  and 
regional  ileitis.  Surgical  procedures  which  short 
circuit  the  bowel  will  decrease  the  surface  avail- 
able for  absorption.  These  facts  have  been  ob- 
served clinically,  so  that  we  shall  only  present 
data  illustrating  the  extent  of  these  effects. 

The  intermediary  metabolism  of  the  foodstuffs 
has  not,  as  yet,  been  clearly  outlined,  and  con- 
sequently the  part  it  plays  in  the  over-all  meta- 
bolic picture  also  remains  to  be  seen.  For  ex- 
ample, the  liver  deaminizes  the  amino  acids  and 
synthesizes  the  carbohydrate  fragments  into  fat. 
The  channels  of  these  processes  are  poorly  under- 
stood. 

The  ultimate  aim  of  the  ingestion  of  food  is  its 
utilization  by  the  body.  The  term  utilization, 
then,  represents  the  end  point  of  all  the  reactions 
previously  mentioned.  The  utilization  is  not  con- 
fined to  the  currently  ingested  food  but  includes 
the  stored  food  elements  also.  In  the  presence  of 
an  inadequate  intake,  stores  will  be  called  upon 
to  supply  the  difference  between  intake  and  the 
normal,  as  well  as  the  abnormal,  requirements. 

The  mechanics  of  utilization,  as  well  as  the 
mechanics  of  the  intermediary  metabolism,  are 
catalyzed  by  a series  of  enzymes.  In  part,  these 
enzymes  are  composed  of  combinations  of  the  B 
vitamins  and  protein  molecules.  Obviously,  a 
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failure  of  the  enzyme  system  will  result  in  a fail- 
ure in  utilization,  and,  conversely,  a failure  in 
utilization  will  result  in  a failure  of  the  enzyme 
system.  Thus,  if  the  proper  proteins  are  not 
made  available,  vitamin  deficiency  syndromes 
can  appear  in  the  presence  of  an  adequate  vita- 
min intake. 

Case  Reports 

Case  1. — C.  W.,  a woman  aged  thirty-four,  was 
admitted  with  history  of  numerous  food  intoler- 
ances. During  the  course  of  a few  years  she  had 
eliminated  practically  all  the  foods  from  her  daily 
diet.  Her  weight  on  admission  was  88  pounds,  the 
previous  normal  having  been  120  pounds.  The 
data  shown  in  Fig.  1 reveals  that  her  intake  on  the 
ward  was  initially  good.  Within  three  days,  how- 
ever, she  reverted  to  former  intake,  as  reflected  by 
decreased  nitrogen  intake  and  excretion.  By  simple 
forced  feeding  the  picture  reversed  itself,  and  there 
was  a gain  of  2 Kg.  body  weight  in  nine  days. 

Case  2. — In  contrast  is  the  patient,  Mrs.  B.  S., 
a thirty-four-year-old  woman,  who  had  a history  of 
regional  ileitis  with  marked  diarrhea  for  two  and  a 
half  years.  She  had  an  ileosigmoidostomy  involving 
practically  all  of  the  ileum,  ascending,  transverse, 
and  descending  colon.  Subsequently,  there  was 
gradual  weight  loss  and  large,  frequent,  copious  bowel 
movements.  While  she  was  on  the  metabolism  ward, 


NITROGEN  BALANCE 
GMS/DAY- AVERAGE 


28T 

2 6” 

24- 
2 2- 
20- 
18  •• 


NITROGEN  INTAKE 
GMS/DAY- AVERAGE 


studies  were  made.  Charcoal  markers  appeared 
in  the  stool  in  from  three  to  four  hours.  The  fecal 
nitrogen  averaged  7.5  Gm.  every  day.  This  in- 
dicated a lack  of  absorptive  surface  and  failure  of 
utilization.  She  was  then  subjected  to  surgical 
procedure,  at  which  time  the  ileosigmoidostomy  was 
closed  and  the  ileum  re-anastomosed,  except  for  a 
short  piece  of  terminal  ileum  which  was  left  as  a 
blind  loop.  Following  this  procedure,  the  patient 
was  again  studied  on  the  metabolic  ward.  There 
was  indication  of  increased  absorption  as  shown  by 
decreased  fecal  and  markedly  increased  urinary 
nitrogen  excretion.  The  fecal  nitrogen  did  not, 
however,  return  to  entirely  normal  levels  (Fig.  2). 
In  spite  of  this  evidence  of  increased  absorption  from 
the  gastrointestinal  tract,  there  was  little  gain  in 
weight  and  persistence  of  the  manifestations  of  the 
deficiency  syndrome  in  the  tongue,  gums,  and  lips. 
Here,  now,  was  evidence  of  failure  of  utilization. 
The  urinary  studies  showed  adequate  amounts  of  the 
B vitamins  present.  (Patient  was  given  vitamin 
therapy  parenterally  and  orally  up  to  the  time  of  the 
study.)  The  high  urinary  levels  of  nitrogen  ex- 
cretion indicated  a failure  on  the  part  of  the  body  to 
retain  nitrogen  or  go  into  a markedly  positive 
nitrogen  balance.  Thus,  the  simple  mechanical 
restoration  of  the  gastrointestinal  tract  did  not 
restore  the  metabolic  processes  involved  in  utiliza- 
tion. This  patient  illustrates  the  presence  of  a 
deficiency  syndrome,  usually  attributed  to  a vita- 
min deficiency  in  the  presence  of  adequate  vitamins, 
where  the  deficiency  was  in  the  protein  anabolism. 

Case  3. — D.  F.,  a fourteen-year-old  boy,  was 
markedly  underweight.  There  was  a long  history 
of  asthma  which  had  led  to  numerous  diet  restric- 
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tions.  He  was  admitted  for  study  of  the  type  of 
nutritive  failure.  Figure  3 shows  that  the  only 
nutritive  failure  was  the  inadequacy  of  ingestion  of 
nutrients.  The  urinary  nitrogen  weight  and  nitrogen 
balance  responded  immediately  and  progressed  to 
proper  feeding.  The  supplement  was  a skimmed 
milk  powder  with  lactalbumin. 

Having  established  the  fact  that  the  nutritional 
requirements  for  the  sick  and  injured  are  higher 


than  for  the  normal  person,  one  must  look  further 
into  the  causes  of  nutritional  inadequacies.  What 
is  most  important,  however,  is  the  food  that  is 
offered  to  the  patient  and  whether  or  not  he  is 
willing  and  able  to  accept  it.  The  basic  nutri- 
tional requirements  of  the  individual  continue 
from  day  to  day,  increasing,  as  pointed  out,  dur- 
ing the  catabolic  periods  and  decreasing  after 
long  periods  of  semistarvation. 

The  first  two  or  three  days  postoperatively  in 
any  patient  are  usually  very  difficult  ones.  The 
traditional  liter  or  two  of  glucose  supplies  such  a 
small  part  of  the  total  nutritive  requirements 
that  the  patient  is  obviously  in  a period  of  deple- 
tion of  his  reserves.  Too  often  the  patient,  be- 
cause of  his  antecedent  prolonged  illness,  has 
already  drawn  on  these  reserves  and  is  in  a period 
of  real  malnutrition  when  he  needs  optimum 
nutrition  to  insure  his  rapid  convalescence  and 
wound  healing.  The  conventional  postoperative 
feeding  schedules,  illustrated  in  the  tables,  do 
not  make  a real  effort  to  meet  the  current  in- 
creased metabolic  demands,  much  less  replenish 
the  depleted  reserves  (Tables  1 and  2).  Actual 
calculations  of  feeding  schedules,  contrasted  with 
the  nutrional  metabolic  requirements,  show  that 
even  if  a patient  ate  all  of  the  food  presented 
during  his  first  ten  days  he  would  still  not  meet 
his  current  requirements. 

These  dietary  inadequacies  are  not  only  com- 
mon to  the  surgical  patient  but  also  to  the  medi- 
cal patient.  Analyses  of  a conventional  soft  diet, 
the  liberal  Sippy  diet,  and  the  colitis  diet  reveal 
the  same  situation  in  these  patients  as  in  the 
postoperative  patient. 

The  Sippy  diet  analysis  is  represented  in  Table 
3.  The  fundamental  difficulty  involved  in  secur- 
ing optimal  nutrition  for  sick,  injured  patients 
dates  back  to  the  inadequate  training  which  medi- 
cal students  receive  in  the  translation  of  the 


TABLE  1. — Surgery  Patient 


Calories 

Protein 

(Gm.) 

Thiamine 

(Mg.) 

Riboflavin 

(Mg.) 

Niacin 

(Mg.) 

Ascorbic 
Acid  (Mg.) 

Average  daily  requirements 

2,500 

160 

1.2 

1.6 

12 

75 

1st  day 

Intake 

400 

Depletion 

2,100 

160 

1.2 

1.6 

i2 

75 

Cumulative  intake — 12  : 00 

midnight,  2nd  day 

565 

8 

3rd  day 

Cumulative  requirements 

7,500 

480 

3.6 

4.8 

36 

225 

1 ntake 

255’ 

3 

0.1 

0.1 

1 . 1 

Cumulative  depletion 

6,680 

468 

3.5 

4.7 

35 

225 

TABLE  2. 

—Conventional  Surgical  Patient 

Calories 

Protein 

(Gm.) 

Thiamine 

(Mg.) 

Riboflavin 

(Mg.) 

Niacin 

(Mg.) 

Ascorbi© 
Acid  (Mg.) 

Cumulative  minimum  require- 
ments (10th  day) 

25,000 

1,600 

12 

16 

120 

750 

Cumulative  intake — 12  :00 
midnight,  9th  day 

10,363 

397 

5.7 

14.7 

40.4 

450 

Intake- — 10th  day 

2,722 

98 

1.4 

2.4 

17.1 

158 

Cumulative  depletion* 

11,015 

1,104 

4.9 

1 . 1 

02.5 

142 

* Equivalent  body  weight  loss  was  4 Vi  pounds,  water  loss  3 pounds,  and  observed  weight  loss  approximately  7 pounds. 
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TABLE  3. — Peptic  Ulcer  Patient 


Calories 

Protein 

(Gm.) 

Thiamine 

(Mg.) 

Riboflavin 

(Mg.) 

Niacin 

(Mg.) 

Ascorbic 
Acid  (Mg.) 

Average  daily  requirement 

3,000 

120 

1.5 

2 

15 

75 

7th  day  (cumulative) 

Requirements 

21,000 

1,120 

10.5 

14 

105 

525 

Intake 

17,920 

403 

4.7 

20.4 

13.4 

56 

Depletion 

3,080 

717 

5.8 

6.4 

91.6 

469 

10th  day  (cumulative) 
Requirements 

30,000 

1,600 

15 

20 

150 

750 

Intake 

24,625 

631 

8.2 

29.5 

32.7 

140 

Depletion 

5,375 

969 

6.8 

9 . 5 

117.3 

610 

90th  day  (cumulative) 

Requirements 

240,000 

9,000 

117 

156 

1,170 

6,750 

Intake 

217,825 

7,846 

108.2 

321.3 

555.1 

3,020 

Depletion 

22,175 

1,154 

8.8 

165.3 

614.9 

3,730 

31st  day 

Average  daily  requirements 

reduced  to 

2,500 

90 

1.2 

1.6 

12 

75 

principles  of  nutrition  to  food  as  eaten.  The 
attending  physician  must  be  constantly  aware  of 
the  nutritional  status  of  his  patient.  He  should 
know  when  anorexia  becomes  a problem  and  when 
it  interferes  with  the  patient’s  progress.  The 
physician  is  charged  with  the  responsibility  of 
teaching  the  patient,  the  family,  and  the  nurse 
what  he  is  trying  to  accomplish  and  how  best  to 
meet  the  situation.  It  is  the  physician’s  and 
surgeon’s  responsibility  to  keep  abreast  of  the 
progress  in  this  field  of  nutrition  as  well  as  the 
technical,  surgical,  and  chemotherapeutic  dis- 
coveries. 

In  the  hospital,  the  dieticians  can  be  used  to 
greater  advantage  than  is  currently  appreciated 
by  the  administrative  heads  of  these  institutions. 
The  emphasis  is  wrongly  placed  in  many  hospitals 
at  present.  The  dietician  is  forced  to  add  columns 
of  figures  instead  of  being  allowed  to  emphasize 
the  clinical  aspects  of  her  profession.  She  must 
spend  more  time  with  the  patient.  She  must  look 
at  food  from  the  patient’s  point  of  view  and  must 


be  aggressive  in  her  handling  of  the  anofexic 
patient. 

Where  highly  trained  dietetic  personnel  are  not 
available,  then  the  duties  of  the  nursing  staff 
must  be  enlarged  to  embrace  this  field.  In  the 
large  city  hospitals  the  floor  nurse  is  perhaps  the 
only  person  who  has  constant  supervision  and 
intimate  acquaintance  with  the  patients.  She 
will  know  whether  the  patient  is  refusing  an 
appreciable  amount  of  the  food  offered  on  his 
tray.  The  nurse  must  be  educated  to  retailing 
this  information  to  the  house  staff.  The  house 
staff  must  learn  to  have  a sympathetic  and  in- 
quiring manner  for  this  information.  The  ulti- 
mate responsibility  is,  of  course,  the  attending 
physician’s,  since  it  is  his  actions  and  attitudes 
that  guide  the  house  staff. 


This  work  was  supported  in  part  by  grants-in-aid  from 
the  New  York  Foundation,  the  American  Dry  Milk  Insti- 
tute, the  National  Poultry  and  Egg  Board,  and  E.  R.  Squibb 
and  Company. 


MALE  HORMONE  THERAPY 
Within  a decade  the  application  of  male  hormone 
therapy  to  gynecology  and  other  special  branches  of 
medicine  has  assumed  a position  of  paramount 
importance.  New  forms  of  treatment  come  and  go 
with  bewildering  rapidity,  but  the  permanence  of 
this  therapy  remains  without  question.  Its  bene- 
fits, however,  are  by  no  means  unalloyed,  and  it  is 
sometimes  difficult  to  steer  between  the  Scylla  of 
relieving  distressing  hyperestrogenic  conditions 
and  the  Charybdis  of  masculinization  resulting 
from  treatment.  Rut  a via  media  can  be  found. 
Male  hormone  therapy  can  be  advised  in  all  forms 


of  hyperestrinemia  in  adult  life.  When  used  in 
younger  women,  it  should  be  only  a very  temporary 
form  of  therapy,  and  the  dosage  must  be  moderate. 
Minute  doses  of  male  hormone  stimulate  femininity, 
moderate  doses  depress,  and  massive  doses  com- 
pletely antagonize  it. 

Androgen  therapy  in  breast  cancer  cannot  up  to 
now  be  regarded  as  a cure,  but  it  is  certainly  helpful 
for  the  bone  metastases  and  pain.  It  remains  to  be 
seen  whether  or  not  it  will  have  any  value  as  a post- 
operative prophylactic. — Alfred  A.  Loeser,  M.D., 
Obstetrical  and  Gynecological  Survey,  June,  1948 


POSTOPERATIVE  IRIDOCYCLITIS 

Albert  C.  Snell,  Jr.,  M.D.,  Rochester,  New  York 
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THE  incidence  of  iridocyclitis  following  intra- 
ocular surgery  obviously  indicates  a causal  re- 
lationship between  the  surgery  and  the  iridocycli- 
tis. The  purpose  of  this  discussion  is  to  review 
the  mechanisms  by  which  surgical  interference  can 
provoke  intraocular  inflammations. 

It  is  essential  first  to  examine  the  nature  of  the 
stirrtuli  which  produce  inflammation  in  general. 
In  the  last  analysis  these  stimuli  must  be  bio- 
logically active  chemical  factors.  The  principal 
source  of  these  chemicals  (histamine-like  sub- 
stances or  leukotaxine  as  described  by  Menkin)  is 
the  injured  or  destroyed  cell.1  Cellular  injury 
may  well  be  the  final  common  path  of  action  by 
means  of  which  an  inflammatory  response  is  elic- 
ited by  such  various  agents  as  traumatization, 
thermal  and  radiant  energy  effects,  and  bacterial 
toxins  and  other  poisons.  However,  since  the 
nature  of  the  inflammatory  response  corresponds 
in  some  respects  with  the  various  injuring  agents, 
factors  other  than  tissue  injury  alone  are  ob- 
viously of  significance.  Moreover,  some  allergic 
reactions  show  a marked  disproportion  between 
the  amount  of  apparent  tissue  injury  and  the  de- 
gree of  inflammation. 

For  the  purpose  of  this  discussion  it  is  con- 
venient to  classify  the  general  sources  of  inflam- 
matory stimuli  as  (1)  traumatic  injury,  (2)  bac- 
terial toxins,  and  (3)  allergic  states. 

It  is  much  more  difficult  to  make  generaliza- 
tions about  the  nature  of  the  stimuli  which  con- 
trol the  processes  of  repair.  Repair  processes  are 
usually  intermingled  with  those  of  inflammation 
but  are  thought  of  as  relatively  distinct;  these 
include  the  growth  of  new  blood  vessels,  fibroblas- 
tic proliferation,  and  multiplication  of  the  cells  of 
the  particular  tissues  interrupted,  in  various  de- 
grees. The  stimuli  responsible  for  these  activities 
are  recognizable  as  growth-controlling  mecha- 
nisms, about  which  so  much  remains  to  be 
learned.  While  qualitative  differences  evidently 
exist  between  the  factors  controllng  repair  and 
those  controlling  inflammation,  there  may  be 
some  overlapping,  in  that  injured  or  destroyed 
tissue  appears  to  act  as  a stimulus  for  both  proc- 
esses. Also,  both  inflammation  and  repair  may 
require  the  integrity  of  the  nervous  system  for 
their  orderly  behavior. 
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With  this  background  in  mind,  the  concept  of 
post-traumatic  intraocular  inflammation  should 
first  be  examined.  Post-traumatic  iridocyclitis  is 
considered  here  as  that  resembling  a sort  of  con- 
cussion effect.  The  pathologic  course  of  concus- 
sion iridocyclitis  may  be  reconstructed  as  follows: 
the  impact  received  by  the  eye  is  severe  enough  to 
cause  multiple  tears  in  the  iris,  ciliary  body,  cho- 
roid, retina,  lens,  sclera,  etc.  Some  of  the  tears 
involve  capillaries  and  larger  blood  vessels,  and 
interstitial  hemorrhages  in  various  degrees  occur. 
The  vascular  defects  and  the  pressure  of  the  es- 
caped blood  may  result  in  focal  areas  of  ischemia, 
so  that  previously  undamaged  cells  are  conse- 
quently unable  to  survive.  Thus,  a significant 
amount  of  tissue  is  injured  or  destroyed,  both  by 
the  actual  injury  and  by  secondary  effects  on  cel- 
lular metabolism.  Since  injured  tissue  is  a stimu- 
lus to  inflammation,  it  is  not  surprising  that  a 
post-traumatic  iridocyclitis  often  occurs.  If  the 
damage  involves  particularly  the  posterior  seg- 
ment, the  clinical  picture  of  traumatic  chorioret- 
initis results,  and  this  differs  only  in  location 
from  post-traumatic  concussion  iridocyclitis. 

How  much  of  this  concept  of  post-traumatic 
concussion  iridocyclitis  can  be  implicated  in  the 
etiology  of  postoperative  irk  locyclitis?  Certainly, 
if  it  is  true  that  destroyed  and  decaying  tissue  is 
an  adequate  stimulus  for  inflammation,  then  the 
more  tissue  destroyed  as  a result  of  operation, 
the  more  likely  is  the  postoperative  course  to  be 
stormy.  It  is,  therefore,  well  to  consider  that  the 
degree  of  crushing,  tearing,  and  cutting  could 
significantly  affect  the  postoperative  course.  Im- 
portant amounts  of  tearing  could  be  sustained  by 
the  ciliary  body  when  resistant  zonules  are  tugged 
upon,  and,  if  such  tears  include  capillaries,  the  fac- 
tor of  interstitial  hemorrhage  is  added.  In  the 
same  way  undue  traction  on  the  iris  could  give 
rise  to  significant  tears.  Destruction  of  corneal 
tissue  could  provide  another  source  of  similar 
stimuli.  On  the  whole,  however,  the  type  of 
changes  described  as  concussion  iridocyclitis 
should  not  be  a large  factor  in  operations.  They 
could  be  an  important  factor  in  the  high  incidence 
of  iridocyclitis  after  penetrating  trauma. 

The  presence  of  exposed  lens  cortex  is  a second 
postoperative  situation  which  should  be  examined 
as  a source  of  inflammatory  stimuli.  The  mech- 
anisms whereby  lens  protein  may  initiate  in- 
flammation include  the  three  principal  types  al- 
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Fig.  2.  Inflammatory  reaction  to  degenerating 
lens  cortex  which  is  being  invaded  by  lymphocytes 
and  large  mononuclear  phagocytes. 


Fig.  4.  Moderate  inflammatory  reaction  and 
severe  proliferative  reaction  to  a transfixing  wound 
of  the  lens. 


Fig.  1.  Invasion  of  ruptured  lens  capsule  with  in- 
flammatory cells. 

ready  outlined : the  inherent  toxicity  of  degenerat- 
ing tissue,  irritating  bacterial  products,  and  al- 
lergic reactions.  For  each  of  these  situations 
peculiarities  exist  in  the  eye  which  strongly  in- 
fluence the  inflammatory  reactions. 

First,  as  a source  of  degenerating  tissue,  wounds 
of  the  lens  capsule  are  unique.  When  the  lens 
capsule  is  cut,  there  is  destroyed  not  only  the  tis- 
sue in  the  actual  path  of  the  instrument  but  the 
entire  contents  of  the  capsule.  The  fact  that  such 
wounds  do  not  lead  invariably  to  important  de- 
grees of  inflammation  argues  that  degenerating 
lens  substance  is  a weak  inflammatory  stimulant 
or  becomes  denatured  so  slowly  that  effective  con- 
centrations of  inflammatory  stimulants  fail  to 
build  up.  The  conflicting  evidence  as  to  the  toxic- 
ity of  lens  protein  is  well  summarized  by  Bel- 
lows.2 It  is  reasonable  to  regard  lens  substance 
unprotected  by  the  intact  capsule  as  a potential 
inflammatory  agent.  Figures  1 and  2 illustrate 
reactions  to  lens  substance  by  inflammatory  cells. 


Since  inj  ured  or  destroyed  tissue  may  be  one  of 
the  factors  affecting  repair,  as  well  as  inflamma- 
tion, it  is  not  surprising  that  active  fibroblastic 
responses  are  seen  in  conjunction  with  postopera- 
tive or  post-traumatic  iridocyclitis  where  large 
amounts  of  lens  cortex  are  present.  The  propor- 
tions of  the  two  processes  may  vary.  Figure  3 
shows  a lens  injury  with  practically  no  inflamma- 
tory response  but  with  a delicate  fibroblastic  out- 
growth from  the  adjacent  iris.  Figure  4 shows  an 
intense  fibroblastic  response  and  a moderate  in- 
flammatory response  late  in  the  course  of  a 
through  and  through  injury  to  the  lens. 

The  second  mechanism,  whereby  lenticular  re- 
mains may  provoke  an  iridocyclitis,  lies  in  the 
peculiar  susceptibility  of  the  lens  to  bacterial  in- 
vasion. Lens  substance  is  a good  culture  medium 
for  bacteria  and  at  the  same  time  is  relatively 
defenseless.  Obvious  lens  abscesses  are  not  an  un- 


Fig.  3.  Degenerating  lens  cortex  after  rupture  of 
the  capsule,  exhibiting  practically  no  inflammatory 
response  although  a proliferative  reaction  from  the 
iris  is  .present. 
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Figs.  5 and  6.  A lens  abscess  associated  with  a 
granulomatous  type  of  inflammatory  response. 


common  pathologic  finding,  especially  after  per- 
forating injuries.  However,  the  term  iridocyclitis 
is  not  applied  to  the  purulent  bacterial  intraocular 
inflammations.  Nevertheless,  it  is  probable  that 
infection  of  the  lens  or  its  remains  with  relatively 
avirulent  organisms  can  produce  the  clinical  and 
histologic  findings  of  an  iridocyclitis. 

The  third  mechanism,  whereby  inflammatory 
stimulants  may  arise  from  the  lens,  is  by  the  de- 
velopment of  an  allergic  state.  The  fact  that  the 
lens  is  immunologically  organ-specific  is  the  basic 
ocular  peculiarity  which  sets  the  stage  for  such  an 
event,  that  is,  the  sensitization  of  the  eye  to  lens 
protein  with  the  eventual  development  of  a vigor- 


ous inflammatory  reaction.  The  frequency  of  this 
complication  is  discussed  by  Hughes  and  Owens.3 
These  authors  compiled  data  of  their  own  and 
other  observers  which  showed  that  intradermal 
skin  tests  with  extracts  of  lens  protein  were  posi- 
tive in  75  per  cent  of  cases  of  extracapsular  cata- 
ract extraction  with  postoperative  iridocyclitis 
and  positive  in  11  per  cent  of  such  cases  uncom- 
plicated by  postoperative  iridocyclitis. 

It  is  notoriously  difficult  to  sensitize  the  eyes  of 
experimental  animals  to  lens  protein.  This  has 
been  done  most  successfully  by  Burky  where  lens 
protein  and  a bacterial  toxin  have  been  simul- 
taneously used  as  antigens.4  Figures  5 and  6 il- 
lustrate the  association  of  a lens  abscess  with  a 
severe  granulomatous  type  of  inflammatory  re- 
action. In  this  instance,  the  unusual  severity  of 
the  granulomatous  reaction  may  arise  from  the 
simultaneous  effects  of  the  bacterial  growth  and 
the  rapidly  degenerating  lens  protein,  duplicating 
Burky’s  combination.  Some  observers  have  sug- 
gested that  a granulomatous  inflammation  may 
connote  an  allergic  state,  although  this  is  not  uni- 
versally accepted.5  The  findings  in  phaco-ana- 
phylaxis  described  by  Verhoeff  and  Lemoine  do 
not  include  a granulomatous  reaction.6 

In  addition  to  tissue  injury  and  lenticular  re- 
mains, intraocular  hemorrhage  may  provide  a 
third  source  of  postoperative  inflammatory 
stimuli.  Blood  outside  of  blood  vessels  is  often 
moderately  irritating.  The  degenerating  prod- 
ucts of  red  cells  and  other  blood  constituents, 
like  those  of  other  tissues,  are  handled  by  an  in- 
flammation which  varies  in  degree  with  the 
amounts  of  associated  irritants.  Extravascular 
blood  within  the  eye,  especially  where  other  stim- 
ulants to  inflammation  are  present,  can  be  con- 
sidered as  a factor  influencing  the  severity  of  the 
inflammatory  process.  The  anterior  chamber  of 
the  eye  appears  to  embody  a special  mechanism 
for  the  rapid  absorption  of  blood.  However, 
when  this  mechanism  is  rendered  ineffective,  es- 
pecially in  the  presence  of  severe  degrees  of 
trauma,  organization  of  the  hemorrhage  by  in- 
filtration of  fibrous  tissue  can  occur.  The  re- 
sulting intraocular  scar  tissue  is  usually  disas- 
trous. Thus,  the  fact  that  hemorrhage  may  act 
as  a stimulus  to 'the  process  of  repair  may  exceed 
in  importance  its  stimulus  on  the  process  of  in- 
flammation. In  Fig.  7,  an  anterior  chamber 
hemorrhage  is  being  replaced  by  newly  forming 
fibrous  tissue  but  with  minimal  inflammatory  re- 
action. 

One  of  the  proved  causes  of  an  increased  inci- 
dence of  postoperative  iridocyclitis  is  loss  of  vitre- 
ous. What  may  be  the  reason  for  this?  There  is 
little  reason  to  believe  that  vitreous  in  the  ante- 
rior chamber  is  intrinsically  an  irritant.  The  pro- 
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Fig.  7.  Organizing  anterior  chamber  hemorrhage 
with  mild  inflammatory  reaction. 


Iteins  of  the  vitreous  are  so  small  in  amount  and  in 
such  a chemically  stabl^  state  that  it  seems  un- 
likely, even  if  the  hyaloid  face  is  broken  after 
cataract  extraction  and  intermingled  with  aque- 
i ous,  that  this  traumatization  of  the  vitreous  would 
in  itself  lead  to  the  liberation  of  any  significant 
amounts  of  toxic  material.  This  is  substantiated 
by  the  relative  impunity  with  which  vitreous  can 
be  withdrawn  from  one  eye  and  inserted  into 
another,  even  of  another  individual.7  Therefore, 
other  speculations  might  be  developed. 

One  explanation  for  the  relation  between  loss  of 
vitreous  and  iridocyclitis  may  be  found  in  the  fact 
that  vitreous  may  interfere  with  the  rapid  and 
solid  healing  of  the  wound.  In  the  immediate 
postoperative  period,  the  presence  of  vitreous 
could  prevent  approximation  of  the  lips  of 
the  wound.  The  larger  the  gap  between  the 
margins  of  the  wound,  the  greater  the  inflamma- 
tory reaction  would  be  produced,  because  the 
debris,  fibrin,  hemoglobin,  and  inflammatory  cel- 
lular residue  which  initially  fill  this  gap  will  pro- 
vide increased  amounts  of  the  factors  which  ini- 
tiate inflammation.  Also,  vitreous  may  carry 
into  the  wound  margins  of  iris  or  lqns  capsule,  if 
extracapsular  cataract  extraction,  and  these  may 
delay  healing  and  consequently  prolong  inflam- 
I • mation,  or,  as  stresses  occur  on  the  imperfectly 
sealed  wound,  microscopic  hemorrhages  which 
themselves  contribute  to  inflammation  may  occur 
in  the  wound.  Figure  8 illustrates  a gaping 
wound  associated  with  inflammatory  and  prolif- 
erative reactions. 

There  are  a few  other  conceivable  sources  of 
postoperative  irritations  which  could  lead  to  in- 
flammatory responses,  and  these  are  mentioned 
for  the  sake  of  completeness.  One  of  these  is  the 
possibility  of  interference  with  the  nerve  supply; 
trophic  changes  and  tissue  destruction  are  an 
occasional  effect  of  denervation,  and  perhaps  this 


effect  occurs  within  the  eye.  Conversely,  irrita- 
tion of  nerves  by  traction  or  compression  on  the 
part  of  fibrous  tissue  might  evoke  an  inflamma- 
tory response  of  neurogenic  origin.  An  intra- 
ocular foreign  body  is  another  source  of  post- 
operative iridocyclitis.  Finally,  the  possibility  of 
a virus  infection  and/or  the  development  of  a 
hypersensitive  state  to  uveal  pigment  may  ac- 
count for  some  instances  of  iridocyclitis,  as  has 
been  suggested  in  the  case  of  sympathetic  oph- 
thalmia. 

In  searching  for  the  mechanisms  whereby  the 
effects  of  operation  may  lead  to  postoperative  in- 
flammatory states,  one  last  possibility  deserves 
mention.  Operation  may  touch  off  an  iridocycli- 
tis for  which  the  stage  has  been  set  by  previous 
events  and  which  might  otherwise  have  remained 
subclinical.  In  other  words,  the  trauma  of  opera- 
tion may  act  merely  as  a precipitating  and  local- 
izing stimulus  for  a kind  of  inflammation  that  is 
usually  spontaneous. 

Summary 

The  pathogenic  mechanisms  by  means  of  which 
intraocular  surgery  may  evoke  postoperative 
iridocyclitis  are  discussed.  Factors  listed  as  pos- 
sible stimulants  to  postoperative  inflammations 
include  tissue  traumatization,  lenticular  remains, 
intraocular  hemorrhage,  loss  of  vitreous,  neuro- 
trophic effects,  low-grade  bacterial  infection,  virus 
infection,  intraocular  foreign  bodies,  and  allergic 
reactions  to  uveal  pigment. 

Discussion 

Searle  B.  Marlow,  M.D.,  Sijramse. — Dr.  Snell 
has  presented  a picture  of  postoperative  iridocyclitis 
which  involves  a number  of  considerations,  the 
relative  importance  of  which  is  hard  to  evaluate. 
The  incidence  of  postoperative  iridocyclitis  varies 


Fig.  8.  Inflammatory  and  proliferative  reactions 
between  the  separated  margins  of  a corneal  wound. 
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depending  upon  many  factors,  the  most  important 
of  which  is  the  persistence  of  cortex  in  cases  of  extra- 
capsular  extraction.  Dr.  Snell  calls  attention  to  the 
work  of  Hughes  and  Owens  and  their  review  of  a 
series  of  over  2,000  cases.  In  this  series  iridocyclitis 
varied  from  15.5  per  cent  in  the  cases  with  extra- 
capsular  extraction,  full  iridectomy,  and  no  sutures 
to  1.4  per  cent  in  cases  with  intracapsular  extraction, 
a round  pupil,  and  sutures.  In  Dr.  Knapp’s  series 
of  500  intracapsular  extractions  there  were  33  cases, 
a percentage  of  6.6.  In  Beach’s  series  the  incidence 
was  2 per  cent. 

The  most  important  lesson  to  be  derived  from  Dr. 
Snell’s  presentation  is  to  be  found  in  the  indirect 
suggestions,  the  use  of  which  may  help  to  reduce 
the  occurrence  of  this  complication.  These  sug- 
gestions have  also  been  made  by  other  writers,  as 
will  be  seen  from  the  varying  incidence  reported  by 
Hughes  and  Owens.  If  trauma  with  the  breaking 
up  of  cell  structures  and  the  possible  freeing  of 
histamine-like  substances  is  of  importance  as  a 
cause  for  postoperative  iridocyclitis,  the  obvious 
corollary  is  that  all  surgical  procedures  should  be  as 
free  from  unnecessary  trauma  as  possible.  As 
everyone  knows,  whether  it  is  in  ophthalmic  surgery 
or  general  surgery,  gentleness  is  a prime  considera- 
tion. One  of  the  first  principles  of  surgery  is  that  a 
clean  incision  heals  more  quickly  and  more  firmly 
than  a ragged  one.  Whether  or  not  there  is  any 
difference  in  the  amount  of  trauma  between  a 
clean  incision  with  a graefe  knife  and  a keratome 
incision  supplemented  by  enlargement  with  scissors 
is  difficult  to  state.  Certainly,  a clean  incision  with 
a sharp  knife  involves  less  crushing  and  trauma  than 
any  other. 

From  the  point  of  view  of  bacterial  toxins,  a 
second  corollary  which  again  has  been  emphasized 
repeatedly  is  that  a thorough  medical  investigation 
of  the  patient  prior  to  operation  should  be  insisted 
upon.  Moreover,  if  infections  of  bacterial  origin 
are  to  be  considered  important  factors  in  the  cause 
of  this  complication  the  preoperative  preparation 
with  penicillin  or  sulfa  drugs  could  very  well  help  to 
eliminate  their  occurrence. 


The  relationship  of  diabetes  to  the  higher  inci- 
dence of  intraocular  hemorrhage  must  also  be  con- 
sidered if  it  is  true  that  intraocular  hemorrhage  per 
se  may  give  rise  to  inflammatory  reactions.  In 
these  diabetic  patients  probably  greater  importance 
should  be  directed  to  the  study  of  the  capillary 
fragility  than  to  the  control  of  the  blood  sugar  or 
glycosuria.  If  it  is  true,  and  the  evidence  appears 
to  be  quite  convincing,  that  capillary  fragility  is  an 
important  underlying  factor  in  the  causation  of 
diabetic  retinitis,  then  perhaps  rutin  or  other 
preparations  of  this  nature  can  be  of  assistance  in  the 
prevention  of  a hemorrhage  to  which  a postoperative 
iridocyclitis  might  be  attributed. 

From  the  point  of  view  of  allergy  the  relationship 
between  retained  cortex  and  iridocyclitis  is  well 
established.  However,  it  is  quite  true  that  many 
patients  with  retained  cortex  do  not  develop  an 
inflammatory  reaction.  The  prevention  of  irido- 
cyclitis due  to  retained  cortex  obviously  involves  t he 
testing  of  every  patient  with  lens  protein  and  uni- 
versal success  with  intracapsular  extraction.  It  is 
not  impossible  that-  some  of  the  antihistaminic  drugs 
could  be  used  to  allay,  in  part  at  any  rate,  such  in- 
flammations as  can  be  attributed  to  an  allergic 
source. 

In  any  case  of  postoperative  iridocyclitis,  thought 
must  always  be  given  to  the  possibility  of  its  being 
on  the  basis  of  a sympathetic  ophthalmia.  In  a 
discussion  of  this  kind  it  seems  important  not  to 
forget  this  possibility. 

53  Fitzhugh  Street,  Sooth 
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CITFS  FEARS  OF  FEDERAL  CONTROL 

Speaking  at  the  Harvard  School  of  Public  Health 
recently,  Dr.  James  R.  Miller,  a member  of  the 
Board  of  Trustees  of  the  A.M.A.,  said  that  “even  in 
public  education  there  always  has  been  a fear  of 
Federal  control.” 

“In  this  connection,”  he  added,  “it  is  interesting 
to  note  t hat,  according  to  a report  of  a recent  meet  ing 
of  the  American  Association  of  School  Administra- 
tors, representatives  of  40  states  launched  a cam- 
paign to  have  t he  U.S.  Office  of  Education  made  an 


independent  agency  of  the  federal  government.  In 
a statement  to  the  press,  President  W illard  E.  ( loslin 
stressed  the  fact  t hat  the  Office  of  Education  should 
be  removed  from  ‘political  domination.’ 

“When  representatives  of  a profession  which  has 
been  accepted  as  a public  function  for  over  a century 
thus  illustrate  their  fear,  is  it  any  wonder  that 
physicians  art'  concerned  with  the  possible  role  of 
government  in  the  practice  of  medicine?  ’ — Secre- 
tary’s Letter,  A.M.A. 


PREVENTION  OF  DEAFNESS  BY  THE  ELIMINATION  OF 
HYPERTROPHIED  LYMPHOID  TISSUE  IN  THE  NASO- 
PHARYNX BY  RADIUM  THERAPY 

J.  Coleman  Scal,  M.D.,  F.A.C.S.,  New  York  City 
( From  the  Department  of  Otolaryngology,  Jewish  Memorial  Hospital) 


LOSS  of  hearing  is  almost  as  great  a handicap 
as  loss  of  sight,  but  until  recently  medical 
science  has  been  able  to  do  little  to  prevent  deaf- 
ness. 

Radium,  when  first  used  medically,  was  for  the 
treatment  of  malignancy  only.  Now,  after  years 
of  research  and  war  experience,  radium  therapy 
has  advanced  to  the  stage  where  it  can  be  used  for 
innumerable  conditions.  Among  its  many  bene- 
fits, that  of  helping  to  prevent  deafness  must  be 
considered  as  of  major  importance. 

In  many  young  children  where  tonsillectomy 
and  adenoidectomy  is  recommended  and  per- 
formed for  repeated  attacks  of  tonsilitis,  sinusitis, 
and  otitis  media,  the  symptoms  persist  or  return 
soon  after  surgical  procedure.  In  these  cases 
examination  with  the  aid  of  a nasopharyngoscope 
will  usually  disclose  the  presence  of  hypertrophied 
lymphoid  tissue  around  the  eustachian  tube  ori- 
fices in  the  nasopharynx  (Fig.  1). 

In  children  between  the  ages  of  eight  and  four- 
teen, examination  will  disclose,  in  addition  to  the 
hypertrophied  lymphoid  tissue  in  the  naso- 
pharynx, lateral  bands  of  lymphoid  tissue  along 
the  pharynx,  extending  down  to  its  lower  end. 
The  entire  surface  of  the  pharynx  often  will  be 
studded  with  small  masses  of  lymphoid  tissue,  so- 
called  “granular  pharyngitis.”1  In  such  children 
a great  number  will  be  found  to  have  impaired 
hearing,  especially  to  the  tones  above  2,048.  This 
is  due  to  catarrhal  changes  in  the  middle  ear, 
starting  with  blockage  of  the  eustachian  tube  ori- 


Fig.  1.  Diagram  showing  hypertrophied  lym- 
phoid tissue  in  nasopharynx  almost  occluding  the 
eustachian  tube  orifice. 


Fig.  2.  Diagram  showing  end  results  of  irradia- 
tion therapy  with  the  hypertrophied  lymphoid 
tissue  entirely  gone  and  the  eustachian  tube  Orifice 
visible  and  unobstructed. 

fices  by  hypertrophied  lymphoid  tissue.2  While 
it  is  a known  fact  that  in  a great  number  of  chil- 
dren hypertrophied  lymphoid  tissue  retrogresses 
and  atrophies  of  its  own  accord  after  puberty,  its 
removal  is  indicated  in  early  childhood  when  there 
is  predisposition  to  impaired  hearing.  When 
adenoids  are  found  to  have  regrown  and  are 
enlarged,  surgical  removal  is  advised  before 
administering  the  irradiation  therapy. 

Radium  is  considered  superior  to  x-ray  therapy 
for  the  destruction  of  hypertrophied  lymphoid  tis- 
sue in  the  nasopharynx,  because,  to  obtain  a simi- 
lar effect,  a greater  dosage  of  x-ray  must  be  used 
to  compensate  for  the  absorption  of  the  rays 
which  are  more  diffused,  and  intervening  tissue  is 
apt  to  be  affected. 

Radium  gives  off  alpha,  beta,  and  gamma  rays.3 
The  irritating  alpha  rays  are  not  used  in  the  rec- 
ommended procedure  and  are  completely  ab- 
sorbed and  screened  by  the  walls  of  the  metal  ap- 
plicator. The  beta  rays  are  absorbed  by  the  su- 
perficial layers  of  the  tissue,  and  the  therapeutic 
gamma  rays  give  the  desired  effect,  according  to 
Ewing,  by  acting  on  the  nuclei  and  germinal  cen- 
ters of  the  cells,  causing  their  disintegration  and 
thus  inhibiting  mitosis.4  This  prevents  the  fur- 
ther growth  and  functioning  of  the  new  lympho- 
cytes to  replace  those  destroyed,  so  that  the  mass 
of  hypertrophied  lymphoid  tissue  shrinks  and  dis- 
appears completely  (Fig.  2).  The  gamma  radia- 
tion dosage  delivered  by  this  method  may  be  con- 


2715 


2716 


J.  COLEMAN  SCAL 


[N.  Y.  State  J.  M. 


sidered  negligible  compared  with  the  energy  de- 
livered by  the  beta  rays. 

The  radium  applicator  used  for  this  purpose  is 
of  such  small  caliber  that  it  can  be  passed  through 
the  nostrils  easily  and  placed  in  exact  contact  with 
the  hypertrophied  lymphoid  tissue  (Fig.  3) . There 
is  a small  chamber  at  one  end  of  the  applicator  made 
of  Monel  metal  which  is  15  mm.  in  length  and  3 
mm.  thick  and  contains  50  mg.  of  radium  sulfate. 

An  element  of  danger  of  overtreatment  exists 
in  that  a patient  may  travel  from  doctor  to  doctor 
and  receive  too  many  treatments  and,  conse- 
quently, an  excessive  dosage  of  radium.  In  no 
case  should  more  than  three  or  four  treatments  be 
given,  and  these  should  be  over  a period  of  from 
six  to  eight  weeks.  When  re-examination  six 
months  after  the  first  series  of  treatments  discloses 
the  hypertrophied  tissue  not  completely  elimi- 
nated, further  treatment  should  be  given. 

Improvement  can  be  noted  in  some  cases  two 
or  three  weeks  following  the  first  irradiation  and 
as  the  patency  and  normal  functioning  of  the  eu- 
stachian  tube  is  re-established,  audiometer  read- 
ings will  show  marked  improvement  in  hearing. 

During  the  war,  radium  therapy  was  ably  de- 
scribed by  Dr.  E.  P.  Fowler,  Jr.,  and  he  reported 
a great  number  of  aviators  incapacitated  by  otitis 
media  due  to  barotrauma  as  the  result  of  sudden 
atmospheric  changes.2  He  found  that  those  most 
susceptible  to  aero-otitis  showed  bands  of  hyper- 
trophied lymphoid  tissue  in  the  form  of  a lateral 
pharyngitis,  and,  remembering  the  excellent  re- 
sults obtained  previously  with  the  use  of  radium 
for  hypertrophied  lymphoid  tissue  in  the  naso- 
pharynx of  children,  as  recommended  by  Dr. 
Crowe  of  Johns  Hopkins,  he  used  the  same  ther- 
apy here.  The  result  was  dramatic.  Those  avia- 
tors, who  on  examination  disclosed  only  a small 
amount  of  lymphoid  tissue  in  the  nasopharynx 
and  had  been  grounded,  improved  so  rapidly  with 
this  therapy  that  they  were  soon  flying  again. 
Once  these  aviators  were  able  to  clear  their  eu- 
stachian  tubes  they  had  no  further  trouble  with 
disturbance  of  air  pressure.  The  radium  evi- 
dently destroyed  the  small  amount  of  lymphoid 
tissue,  so  that  the  eustachian  tube  orifice  became 
unobstructed  and  thus  was  able  to  function  prop- 
erly in  changing  altitudes. 

Method  of  Application 

Both  nasal  chambers  are  anesthetized  by  means 
of  cotton-tipped  applicators  dipped  in  solution  of 
equal  parts  of  10  per  cent  cocaine  and  1 per  cent 
neosynephrine  and  passed  along  the  floor  of  each 
nasal  chamber  into  the  nasopharynx.5  These  are 
kept  in  place  for  ten  minutes  and  then  removed. 
The  radium  applicator  is  then  inserted  in  the  same 
manner.  This  can  be  placed  against  the  hyper- 
trophied lymphoid  tissue  accurately  under  direct 


Fig.  3.  Diagram  showing  the  radium  applicator 
in  situ  with  the  radium  chamber  in  contact  with 
the  lymphoid  tissue. 

vision  by  means  of  the  nasopharyngoscope  in 
the  other  nostril.  The  applicator  is  left  in 
situ  for  twelve  minutes,  after  which  it  is  removed 
and  replaced  in  the  other  nostril.  The  center  of 
the  radium  chamber  of  the  applicator  should  be 
opposite  the  eustachian  tube  orifice.  A small 
pledget  of  cotton  is  placed  at  the  nasal  orifice  to 
hold  the  applicator  securely  and  in  young  children 
extra  precaution  should  be  taken  to  preclude  the 
applicator  being  pulled  out  accidentally  by  secur- 
ing it  with  strips  of  adhesive  plaster  fastened  to 
the  nose  and  face. 

The  basis  of  this  report  is  a series  of  over  50 
cases  treated  by  the  author,  most  of  which  wrere 
referred  for  impairment  of  hearing,  repeated  at- 
tacks of  nasal  colds,  and  infected  ears.  The  re- 
sults obtained  were  gratifying,  as  most  of  these 
cases  showed  marked  improvement,  while  some 
even  experienced  a return  to  normal  hearing. 

Recently,  the  author  has  undertaken,  in  con- 
junction with  an  allergist,  the  application  of  this 
therapy  to  a group  of  children  suffering  from  al- 
lergic bronchitis  and  asthma.  The  assumption  is 
that  the  amount  of  lymphoid  tissue  resident  in  the 
nasopharynx  of  these  children  acts  as  a focal  in- 
fection and  stimulates  the  allergic  manifestations 
While  marked  improvement  has  been  noted  in  a 
number  of  cases,  the  end  results  have  not  been  too 
encouraging  for  the  time  elapsed  since  this  ther- 
apy was  started. 

A report  of  a few  typical  cases  follows. 

Case  Reports 

Case  1. — L.  D.  G.,  an  eight-year-old  boy,  had  had 
a1  tonsillectomy  and  adenoidectomy  at  the  age  of 
three.  Since  then  he  had  had  continuous  head  colds 
with  ear  involvement.  In  1944  his  right  ear  drum 
w'as  incised,  and  this  was  followed  by  acute  mastoid 
symptoms  which  cleared  up  with  sulfanilimide  treat- 
ment. In  1945  the  left  ear  opened  spontaneously 
following  a nasal  cold,  and  the  ear  discharged  pus  for 
a few  weeks.  Examination  on  May  6,  1946,  dis- 
closed a mass  of  hypertrophied  lymphoid  tissue  in 
the  nasopharynx.  The  nose  showed  a pale  mucous 
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membrane,  markedly  waterlogged,  with  a mucous 
drip  into  the  pharynx.  X-rays  of  the  sinuses  were 
negative.  An  audiometer  test  disclosed  a loss  of 
hearing  of  10  per  cent  in  the  right  ear  and  of  8.2  per 
cent  in  the  left  ear.  Radium  therapy  was  started 
November  1,  1946,  with  the  result  that  eight  weeks 
after  treatment  mouth  breathing  ceased,  the  nasal 
discharge  and  postnasal  drip  disappeared.  Re- 
examination March  5, 1947,  showed  the  nasopharynx 
clear  of  lymphoid  tissue.  The  nose  was  dry,  and  the 
audiometer  test  showed  a loss  of  only  5 per  cent  in 
both  ears.  The  mother  stated  that  this  child  had  no 
further  trouble  with  the  ears,  nose,  or  throat  after 
the  irradiation  was  started. 

Case  2. — H.  N.,  a boy  aged  seven,  had  his  tonsils 
and  adenoids  removed  at  the  age  of  four,  but,  since 
then  had  been  suffering  from  nasal  blockage,  nasal 
discharge,  and  earaches  with  intermittent  elevations 
of  temperature.  Examination  on  October  28,  1946, 
revealed  the  nasal  chambers  filled  with  crusts  and  a 
mucopurulent  discharge.  A considerable  amount  of 
hypertrophied  lymphoid  tissue  was  visible  in  the 
nasopharynx.  The  right  ear  showed  a marginal 
redness  with  a fullness  as  if  there  were  some  fluid 
behind  it.  Radium  therapy  was  commenced  on  No- 
vember 17,  1946,  and  since  then  this  child  has  been 
practically  well.  The  mother  reports  that  he  has  had 
no  further  ear  or  nose  involvement  and  that-  he  now 
sleeps  with  his  mouth  closed. 

Case  3. — In  this  patient,  H.  W.,  a boy  aged  eight, 
the  tonsils  and  adenoids  had  been  removed  at  the  age 
of  three,  but  this  did  not  #liminate  the  symptoms  of 
mouth  breathing  and  nasal  blockage,  especially  when 
the  child  slept.  The  ears  were  not  involved.  The 
chief  complaints  were  repeated  nasal  colds  and  nasal 
discharge,  and  a severe  attack  of  asthma,  which  was 
accompanied  by  sneezing,  coughing,  and  wheezing. 
Examination  on  October  17,  1946,  revealed  a red 
pharynx  with  hypertrophied  lateral  pharyngeal 
bands  of  lymphoid  tissue.  The  nasal  mucosa  was 
swollen  and  waterlogged  with  a copious  watery  dis- 
charge. The  nasopharynx  was  filled  with  hypertro- 
phied lymphoid  tissue.  Allergy  tests  revealed  sensi- 
tivity to  dust  and  grasses.  The  nasal  allergy  was 
treated  first,  and,  when  the  condition  warranted,  ir- 
radiation therapy  was  applied  on  October  24,  1946. 
An  excellent  result  followed.  The  child  now  sleeps 
with  his  mouth  closed  and  passed  the  entire  winter 
without  a single  attack  of  nasal  cold,  sore  throats 
or  attack  of  asthma.  He  is  receiving  treatment  for 
the  allergic  condition  at  the  present  time  and  is  still 
under  observation. 

Case  4- — R.  C.,  an  eight-year-old  boy,  had  his  ton- 
sils and  adenoids  removed  at  the  age  of  four.  For 
the  past  few  years  this  child  had  been  having  re- 
peated sore  throats  and  nasal  colds  which  were  not 
severe  enough  to  necessitate  medical  attention.  For 
the  past  six  months  the  mother  noticed  that  the 
child  sat  close  to  the  radio,  and  that  on  many  occa- 
sions he  did  not  respond  when  spoken  to.  Exami- 
nation on  January  6,  1947,  showed  the  nasal  pass- 
ages unobstructed.  The  left  ear  was  normal,  but  t he 
right  ear  showed  the  drum  retracted  and  dull  in  ap- 
pearance. Audiometer  tests  revealed  a loss  of  hear- 
ing of  16  per  cent  in  the  right  car  and  of  2.4  per  cent 
in  the  left.  The  nasopharynx  showed  an  abundant 


amount  of  hypertrophied  lymphoid  tissue  practically 
obstructing  the  eustachian  tube  orifices.  Irradia- 
tion was  commenced  on  January  16,  1947.  Re- 
examination on  February  19,  1948,  showed  the  entire 
mass  of  lymphoid  tissue  gone.  Audiometer  tests 
showed  a marked  improvement  in  the  hearing  of  the 
right  ear,  the  hearing  loss  having  been  reduced  to 
5.6  per  cent.  The  child  now  hears  well  and  responds 
quickly  when  spoken  to. 

Case  5. — The  tonsils  and  adenoids  of  M.  H.,  a girl 
aged  eight,  had  been  removed  at  the  age  of  two. 
For  the  past  three  years  the  child  had  had  recurring 
colds,  complicated  by  ear  involvement.  In  1947  the 
child’s  teacher  informed  the  parents  that  the  child 
did  not  hear  well  and  advised  instruction  in  lip  read- 
ing. Examination  March  19,  1947,  revealed  drums 
which  were  dull  in  appearance  and  somewhat  re- 
tracted. The  nose  and  throat  were  negative  except 
for  a noticeable  postnasal  drip  on  the  pharyngeal 
wall.  Examination  of  the  nasopharynx  disclosed 
the  presence  of  hypertrophied  lymphoid  tissue  al- 
most covering  the  eustachian  tube  orifices.  Audiom- 
eter tests  revealed  a loss  of  hearing  of  14.6  per  cent 
in  the  left  ear  and  of  10.6  per  cent  in  the  right.  Ra- 
dium therapy  was  applied  March  29,  1947,  and  three 
months  later  audiometer  readings  showed  an  im- 
provement of  9 per  cent  in  the  left  ear  and  5 per  cent 
in  the  right.  Re-examination  six  months  later 
showed  the  child’s  nose  clear,  and  postnasal  dis- 
charge gone. 

Conclusions 

Irradiation  therapy  is  not  a treatment  for  deaf- 
ness but  for  the  elimination  of  conditions  that 
may  cause  deafness.  It  has  definitely  been 
proved  beneficial  in  conductive  deafness  due  to 
obstruction  of  the  pharyngeal  end  of  the  eusta- 
chian tube  by  hypertrophied  lymphoid  tissue. 
This  therapy  has  been  used  by  Crowe  and  his  as- 
sociates for  almost  twenty  years,  and  no  harmful 
effects  have  thus  far  been  noted,  even  in  children 
as  young  as  two  years  of  age.  This  therapy,  by 
its  action  on  diseased  tissue,  also  eliminates  the 
source  of  infection  of  the  upper  respiratory  tract, 
which  may  account  for  bronchitis  and  asthma  in 
children.  Aviators  and  passengers  in  planes  who 
experience  hearing  disturbance  following  rapid 
descent  from  high  altitudes  should  seek  im- 
mediate treatment  to  eliminate  any  pathologic 
cause  which  may  interfere  with  proper  ventilation 
of  the  middle  ear.  Where  hypertrophied  lym- 
phoid tissue  is  found  in  the  nasopharynx,  radium 
therapy  should  be  applied  immediately  to  try  to 
prevent  a beginning  progressive  deafness. 
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THE  INTRAPERITONEAL  USE  OF  STREPTOMYCIN 

Angelo  A.  Zingaro,  M.D.,  New  York  City 
( From  the  Surgical  Service  of  the  Lutheran  Hospital  of  Manhattan ) 


ALTHOUGH  a great  deal  of  literature  has 
appeared  on  the  systemic  or  parenteral 
use  of  the  antibiotics,  very  little  has  been  written 
in  the  last  year  on  the  topical  administration  or 
the  intraperitoneal  use  of  streptomycin.  A sur- 
vey of  the  current  medical  journals  reveals  that 
the  U.S.  Public  Health  Service  and  the  U.S.  Army 
Medical  Corps  are  responsible  for  a considerable 
amount  of  the  literature.  As  late  as  March, 
1948,  two  reports  on  the  topical  use  of  strepto- 
mycin have  appeared.  E.  L.  Howes  reported  in 
the  American  Journal  of  Medicine,  May,  1947,  the 
topical  administration  of  streptomycin,  alone  and 
in  combination  with  penicillin  and  sulfamylon. 
The  March  issue  of  the  Canadian  Medical  Asso- 
ciation Journal  includes  an  article  by  H.  S.  Mor- 
ton, who  employed  streptomycin  topically  in  a 
case  of  appendicial  abscess  with  creditably  good 
results. 

Observers  of  the  parenteral  method  of  adminis- 
tration are  many,  and  they  have  stated  that  the 
results  are  satisfactory  in  peritonitis  cases.  In 
the  reports,  however,  there  appeared  to  be  an 
undertone  of  a lack  of  appreciation  of  its  value. 
Many  will  recall  the  intraperitoneal  use  of  the 
sulfonamides  and  the  early  glowing  reports. 
This  knowledge  led  the  writer  to  use  streptomy- 
cin intraperitoneally  in  a severely  contaminated 
surgical  procedure  with  a result  so  satisfactory 
that  the  antibiotics  have  been  used  repeatedly  in 
other  badly  contaminated  abdominal  surgical 
cases  with  results  so  unexpected  that  the  case 
histories  are  being  presented. 

It  is  a well-known  fact  that  the  antibiotics  are 
distributed  to  the  peritoneal  fluids  and  to  fluids 
of  other  serous  cavities.  However,  it  is  not 
known  whether  the  antibiotics  pass  through  the 
natural  protective  barriers  set  up  by  the  defense 
mechanism  of  the  body  tissues.  Therefore,  the 
idea  of  using  streptomycin  topically  occurred  to 
the  writer  when  the  first  of  a series  of  severely 
contaminated  surgical  cases  presented  itself  for 
treatment. 

Case  Reports 

Case  1 . M.  It.,  a forty-four-year-old  woman,  was 
admitted  to  the  Lutheran  Hospital  on  November  26, 
1947,  and  discharged  on  January  31,  1948.  Her 
chief  complaint  was  intermittent  abdominal  pain 
with  vomiting  of  twenty-four  hours  duration. 
There  was  no  history  of  diarrhea  or  constipation,  and 
l here  had  been  no  previous  hospitalization  or  opera- 
tive procedures.  She  presented  the  appearance  of 


a fairly  well-developed  woman  who  was  in  no  appar- 
ent distress.  Temperature  on  admission  was  100.4 
F.  and  pulse  86.  The  abdomen  appeared  flat. 
There  was  no  tenderness  or  rigidity,  and  no  scars  were 
visible;  there  were  no  palpable  masses  present.  X- 
ray  examination  showed  dilated  jejunal  loops  in  the 
left  upper  quadrant.  A diagnosis  of  small  bowel  ob- 
struction was  considered.  The  urine  was  essen- 
tially negative.  The  blood  studies  showed  a white 
blood  count  of  12,500  with  a differential  count  of  88 
per  cent  polymorphonuclears. 

Five  days  after  admission  patient’s  abdomen  be- 
came markedly  distended,  and  an  emergency  ex- 
ploratory laparotomy  was  performed.  A band  of 
adhesions  was  found  which  constricted  the  terminal 
ileum  approximately  3 inches  from  the  ileocecal 
junction.  The  bowel  at  this  point  had  become  gan- 
grenous, and  in  freeing  the  adhesion  the  contents  of 
the  small  intestine  contaminated  the  peritoneal 
cavity.  An  ileostomy  was  performed.  The  peri- 
toneal cavity  was  aspirated  of  the  contaminating 
intestinal  contents.  Sulfathiazole  powder  together 
with  1,000,000  units  of  penicillin  and  1 Gm.  of  strep- 
tomycin were  introduced  into  the  peritoneal  cavity. 
The  abdomen  was  closed  ^n  layers  around  the  ileos- 
tomy tube  and  patient  returned  to  bed. 

Following  a stormy  postoperative  period  during 
which  there  was  a breakdown  in  the  wound  healing 
and  the  formation  of  an  intestinal  fistula,  the  patient 
was  prepared  for  a short  circuiting  operation.  On 
January  16,  1948,  through  a left  rectus  incision,  an 
ileotransverse  colostomy  was  performed,  and  the 
terminal  ileum  was  excluded.  Again  streptomycin 
powder  was  introduced  into  the  peritoneal  cavity. 
The  patient’s  postoperative  course  was  uneventful. 
Both  abdominal  wounds  healed  rapidly. 

Case  2. — S.  L.,  a twenty-six-year-old  man,  was 
admitted  to  the  hospital  on  March  3,  1948,  and  dis- 
charged on  March  27,  1948.  His  chief  complaint 
was  pain  in  the  right  lower  quadrant  of  ten  days  du- 
ration. He  had  been  complaining  of  vague  abdomi- 
nal pain  localized  to  the  right  lower  quadrant  and 
flank,  associated  with  nausea  but  no  vomiting.  He 
was  admitted  to  the  hospital  for  a genitourinary  ex- 
amination and  was  afebrile  during  this  period.  On 
March  1 1 , eight  days  after  admission,  he  had  a severe 
chill,  temperature  rising  to  103  F.  A large  palpable 
mass  was  present  in  the  right  lower  quadrant.  A 
diagnosis  of  acute  appendicitis  with  abscess  forma- 
tion was  made.  Through  a McBurney  incision  an 
edematous,  inflamed  cecum  and  appendix  were 
found.  The  appendix  was  removed.  One  gram  of 
streptomycin  powder  was  placed  in  the  peritoneal 
cavity  and  the  wound  closed  in  layers  around  a 
cigarette  drain.  The  patient’s  postoperative  re- 
covery was  smooth  and  uneventful. 

Case  3. — T.  C.,  an  eighty-three-year-old  woman, 
was  admitted  on  March  26,  1948,  complaining  of 


2718 


December  15,  1948] 


I NTRA  PERITONEAL  USE  OF  STREPTOMYCIN 


2719 


severe  abdominal  pain  and  constipation  of  several 
days  duration.  Cathartics  and  enemata  were  in- 
effectual. On  examination  the  abdomen  was  found 
to  be  markedly  distended.  X-ray  studies  of  the  ab- 
domen revealed  fluid  levels.  The  blood  was  essen- 
tially normal  except  for  a high  leukocyte  count.  She 
was  prepared  for  operation,  and  through  a right 
rectus  incision  distended  loops  of  small  and  large 
bowel  were  found.  A constricting  carcinoma  of  the 
sigmoid  was  also  present.  A cecostomy  was  per- 
formed, during  which  procedure  the  abdominal 
cavity  was  contaminated.  One  gram  of  streptomy- 
cin powder  and  penicillin  were  introduced  in  the  peri- 
toneal cavity.  The  pelvis  was  drained  through  a 
cigarette  drain,  and  the  cecostomy  tube  was  brought 
out  through  a McBurney  incision. 

The  postoperative  course  was  stormy.  Three 
weeks  following  her  first  operation,  an  attempt  was 
made  to  remove  the  carcinoma  of  the  sigmoid 
through  a low  left  rectus  incision.  Because  of  the 
patient’s  general  condition  a first  stage  Mikulicz 
type  of  operation  was  performed.  One  gram  of 
streptomycin  powder  was  introduced  into  the  peri- 
toneal cavity  and  the  wound  closed  around  the 
double-barreled  colostomy. 

Patient’s  convalescence  was  uninterrupted  until 
May  4 when  she  developed  a cerebral  complication 
from  which  she  died. 

Case  4- — K.  S , a forty-eight-year-old  woman,  was 
admitted  on  March  13,  1948,  and  discharged  on 
March  30,  1948.  Her  chief  complaint  was  general- 
ized abdominal  pain  with  nausea  and  vomiting. 
The  admission  diagnosis  was  acute  appendicitis 
with  peritonitis.  Temperature  on  admission  was 
102  F.,  and  pulse  was  80.  The  blood  count  showed 
a leukocytosis  of  19,000  with  a differential  count  of 
82  per  cent  polymorphonuclears  and  18  per  cent 
lymphocytes.  Her  abdomen  was  distended  and 
tender  throughout,  especially  over  the  lower  abdo- 
men. Through  a low  right  rectus  incision  the  abdo- 
men was  explored  and  a gangrenous  ruptured  ap- 
pendix found  in  the  pelvis.  The  diseased  appendix 
was  removed.  One  gram  of  streptomycin  was  intro- 
duced into  the  peritoneal  cavity  and  the  wound 
closed  around  drains.  The  postoperative  course 
was  smooth.  The  wound  healed  firmly,  and  the 
patient  was  discharged  seventeen  days  post  opera- 
tively. 

Case  5. — M.  D.,  a fifty-five-year-old,  well-de- 
veloped man,  was  admitted  on  March  30,  1948,  and 
discharged  on  April  10,  1948.  He  complained  of 
severe,  persistent  vomiting.  The  temperature  on 
admission  was  normal.  The  blood  count  showed  a 


high  leukocytosis  of  18,000  with  84  per  cent  poly- 
morphonuclears and  16  per  cent  lymphocytes.  The 
patient  was  prepared  for  operation,  and  through  a 
McBurney  incision  a gangrenous  appendix  lying  in 
the  right  lumbar  gutter  was  removed.  One  gram  of 
streptomycin  was  introduced  in  the  peritoneal  cavity 
and  the  wound  closed  around  a cigarette  drain. 
Patient’s  postoperative  period  was  uneventful,  and 
he  was  discharged  on  the  tenth  postoperative  day. 

Case  6. — A.  P.,  a fifty-seven-year-old  man,  was 
admitted  on  April  9,  1948,  and  discharged  on  April 
21, 1948.  He  complained  of  severe  lower  abdominal 
pain  of  twenty-four  hours  duration.  Examination 
revealed  a well-developed  man  with  distention  and 
and  tenderness  over  the  lower  abdomen.  The 
white  count  showed  a leukocytosis  of  8,500  with  83 
per  cent  polymorphonuclears  and  17  per  cent  lym- 
phocytes. Temperature  on  admission  was  102  F. 
The  abdomen  was  explored  through  a low  right  rec- 
tus incision  and  a gangrenous  appendix  with  spread- 
ing peritonitis  found.  The  appendix  was  removed. 
One  gram  of  streptomycin  powder  was  placed  in  the 
peritoneal  cavity  and  the  wound  closed  around  a 
cigarette  drain.  The  postoperative  course  was 
smooth,  and  patient  was  discharged  on  the  twelfth 
postoperative  day. 

Case  7. — M.  C.,  a fifty-seven-year-old  man,  was 
admitted  on  February  4,  1948,  and  discharged  on 
February  28,  1948.  The  diagnosis  on  admission 
was  carcinoma  of  the  rectum;  biopsy  revealed  this 
to  be  an  adenocarcinoma.  He  was  prepared  for  a 
one-stage  abdominoperineal  resection  of  the  rectum. 
Through  a low  left  rectus  incision  the  sigmoid  was 
divided  between  clamps,  and  a left  inguinal  colos- 
tomy was  performed.  The  distal  end  of  the  sigmoid 
and  rectum  were  mobilized  and  a new  pelvic  floor 
constructed.  One  gram  of  streptomycin  powder 
was  introduced  in  the  peritoneal  cavity  and  the  ab- 
domen closed  in  layers.  The  lower  end  of  the  rec- 
tum and  sigmoid  were  then  removed  through  a peri- 
neal wound  and  the  pelvic  space  drained  with  a 
Mikulicz  type  of  drain.  The  patient’s  postopera- 
tive course  was  slow  but  uneventful,  and  the  patient 
was  discharged  on  the  twenty-fourth  postoperative 
day. 

Summary  and  Conclusions 

Seven  abdominal  surgical  cases  are  presented 
in  which  there  had  been  contamination  of  the 
peritoneum.  The  intraperitoneal  use  of  strepto- 
mycin either  alone  or  in  combination  proved  effi- 
cacious in  the  control  or  spread  of  peritonitis. 


BUSY  BODY 

The  young  woman  who  entered  the  pediatric 
clinic  with  a small  baby  complained  that  the  child 
was  taking  his  breast  feeding  poorly.  Our  pro- 
fessor thought  the  case  of  sufficient  interest  to  call 
in  the  entire  section.  He  asked  the  young  woman 
to  undress  so  that  each  of  us  eight  in  all — could 


palpate  her  breasts,  noting  how  underdeveloped  and 
nodular  they  were.  After  we  had  finished,  he  ex- 
plained to  her  the  course  she  must  follow  to  improve 
lactation.  Only  then  did  she  volunteer  the  in- 
formation that  the  child  was  not  hers,  but  her 
sister’s. — Medical  Economics,  July,  1948 
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ORAL  treatment  of  hay  fever  with  pollen  ex- 
tracts has  been  employed  since  1922.  Satis- 
fatory  clinical  results  have  been  reported  by  sev- 
eral investigators.  However,  large  doses  of  raw 
pollens  have  caused  gastrointestinal  irritation 
in  sensitive  patients.  In  such  cases  the  dose 
that  can  be  tolerated  is  likely  to  be  below  the  ef- 
fective level. 

This  report  relates  to  a process  of  pollen  hydrol- 
ysis .which  permits  oral  administration  in  high 
dosage  without  any  gastrointestinal  reaction. 
Various  pollens  so  treated  have  been  given  in 
doses  as  high  as  150  mg.  to  a series  of  250  known 
sensitive  patients  without  a single  gastrointes- 
tinal upset.  Therapeutic  results  compared  fa- 
vorably with  injected  antigens. 

Allergic  rhinitis  was  not  recognized  as  a dis- 
tinct entity  until  the  nineteenth  century.  When 
first  described,  hay  fever  was  thought  to  be  due 
to  the  sun.  Later,  it  was  attributed  to  the  aroma 
from  blooming  grasses. 

The  first  to  associate  hay  fever  with  pollen  was 
Elliotson.  From  that  time  on,  the  disease  was 
attributed  to  airborne  materials,  although 
some  physicians  still  would  not  subscribe  to  the 
idea  that  pollen  vras  the  cause.  These  men  were, 
to  some  extent,  confused  by  the  nature  of  the 
various  types  of  allergies.  Dust,  decayed  vege- 
table matter,  wind,  and  heat  all  came  in  for  a 
period  of  blame. 

It  was  not  until  Blackley  conducted  experi- 
ments with  fresh  and  dried  pollens  from  a wide 
variety  of  plants  that  scientific  proof  of  the  cause 
of  hay  fever  was  established.1  Blackley  made 
extracts  of  pollens  for  subcutaneous  injections. 
He  also  catalogued  the  various  pollens  according 
to  their  importance  in  causing  hay  fever.  Pollen 
counts  were  made  at  various  altitudes. 

Oral  Pollen  Therapy 

Attempts  to  relieve  hay  fever  by  oral  adminis- 
tration of  the  responsible  pollens  go  back  a quar- 
ter of  a century.  As  long  ago  as  1922,  Touart 
treated  hay  fever  by  ingestion  of  phenyl  salicylate 
coated  tablets  containing  0.1  mg.  of  pollen  pro- 
tein.2 Those  patients  who  were  sensitive  to  grass 
pollen  obtained  relief.  A small  percentage  of 
sensitive  patients  improved  after  treatment  writh 
ragweed  antigen. 

The  presence  of  ragweed  antigen  in  the  blood 
and  urine  after  oral  ingestion  of  ragweed  pollen 


extracts  was  demonstrated  by  Black.3  He  sub- 
sequently used  oral  therapy  in  a number  of  sensi- 
tive patients  and  was  successful  in  relieving  80 
per  cent  of  those  patients  wdio  wrere  grass-  or  rag- 
weed-sensitive.4 Over  75  per  cent  of  the  pollen- 
asthma,  orally  treated  patients  showed  successful 
results.  Thommen  cited  a satisfactory  result  in 
a case  with  oral  pollen  therapy.1  He  mentioned 
the  variability  of  absorption  after  oral  adminis- 
tration. 

Urbach  succeeded  in  alleviating  the  symptoms 
of  a man  who  was  sensitive  to  the  pollen  of  the 
horse-chestnut  tree  by  oral  use  of  pollen  peptides 
of  the  horse-chestnut.5  Later  he  reported  similar 
results  by  the  use  of  peptides  made  from  the  en- 
tire pollinating  flowers.6 

In  1933  Gatterdam  reported  on  oral  pollen 
therapy.7  He  elaborated  his  subject' later  with  a 
series  of  85  hay  fever  patients  treated  with  pollen 
orally.8  Eighty  per  cent  were  markedly  relieved. 

Bernstein  and  Kirsner  showed  that  peptic  di- 
gestion of  ragweed  pollen  (either  whole  or  as  an 
extract)  does  not  destroy  its  activity.9  This  is 
important  as  it  indicates  that  pollen  may  be  given 
by  mouth  without  destruction  by  the  gastric 
juices. 

Stier  and  Hollister  observed  383  cases  over  a 
period  of  three  years  and  found  that  the  oral 
administration  of  pollen  extracts  gave  about  the 
same  results  as  the  hypodermic  method.10  They 
emphasized  the  ease  of  administration  and  wider 
margin  of  safety. 

Hydrolyzed  Oral  Antigens 

When  large  doses  of  raw  pollen  are  given  to 
sensitive  patients,  many  will  develop  symptoms 
of  gastrointestinal  irritation.  When  the  dose  is 
reduced  below  the  point  where  gastrointestinal 
irritation  occurs,  the  dosage  level  is  below  the  ef- 
fective level. 

This  difficulty  has  now  been  overcome.  For 
high  dosage,  a process  of  hydrolysis  has  effec- 
tively changed  pollen  so  that  in  a series  of  250 
sensitive  patients  doses  as  high  as  150  mg.  (150, 
000  micrograms)  have  not  produced  symptoms 
of  gastrointestinal  upset  in  any  case. 

A mixture  of  hydrolyzed  pollens  that  has  been 
found  effective  in  the  great  majority  of  cases  is 
stated  in  the  following  formula: 

Mixed  giant  and  short  ragweed,  1,000  Gm. 

(Ambrosia  trifida  and  A.  elatior) 

Orchard  grass,  100  Gm.  (Dactylis  glomerata) 
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Timothy,  100  Gm.  (Phleum  pratense) 
Goldenrod,  10  Gm.  (Solidago) 

Pin  Oak,  20  Gm.  (Quereus  palustris) 

Rye,  10  Gm.  (Secale  cereale) 

In  our  studies  we  also  included  one  pollen  of 
the  Chenopodium  group  such  as  Botrys  (Jeru- 
salem oak),  Amaranthus  such  as  spinosus  (spiny 
amaranth),  Artemisia  such  as  annua  (annual 
wormwood  or  sweet  mugwort),  cultivated  aster, 
perennial  rye  grass  (lolium  perenne)  and  Ailan- 
thus  (tree  of  heaven).  Approximately  1 Gm. 
of  each  of  the  above  pollens  was  included. 

Regulation  of  Dosage 

For  our  clinical  studies  the  hydrolyzed  pollens 
were  mixed  in  the  proportions  mentioned  above 
and  divided  into  tablets  containing  10  mg.  each, 
plus  ordinary  excipients.  The  10-mg.  tablet  may 
be  taken  as  a test  dose.  If  no  untoward  symp- 
toms develop,  the  dose  may  be  increased  daily 
by  one  tablet  per  day  to  a maximum  of  ten.  The 
usual  dose  is  two  tablets  three  times  a day. 

Discussion 

Injection  therapy  has  been  successful  in  the 
treatment  of  allergic  rhinitis  and  hay  fever. 
Due  to  the  increasing  use  of  protein  substances 
for  immunization  against  diseases  such  as  diph- 
theria and  tetanus  and  the  injection  of  pollen 
preparations  themselves,  there  is  an  increasing 
incidence  of  sensitivity  which  interferes  with 
the  subsequent  use  of  allergins  by  hypodermic 
injection. 

In  certain  individuals,  symptoms,  such  as 
vomiting  and  syncope,  occur  following  the  use  of 
hypodermic  injections  of  allergins  and  other  pro- 
tein-containing media.  ■ For  this  reason,  if  a 
patient  is  affected  with  a heart  lesion  or  other 
serious  disease,  there  has  been  a reluctance  on 
the  part  of  physicians  to  administer  allergins 


hypodermically.  In  addition,  raw  oral  prepara- 
tions in  high  dosage  have  produced  similar  toxic 
manifestations. 

After  ascertaining  that  the  allergins  specific 
to  hay  fever  may  be  absorbed  into  the  blood 
stream  from  the  alimentary  tract,  we  found  that 
when  the  allergin  is  so  prepared  and  conditioned, 
it  does  not  cause  gastric  irritation  and  may  be 
administered  orally  in  large  doses  with  highly 
satisfactory  results  and  without  the  difficulties 
incident  to  hypodermic  injection. 

Chemistry  of  Allergins 

Allergy-producing  protein  fractions  have  been 
separated  from  ragweed  pollen  which  is  the  main 
offender  in  the  United  States,  causing  loss  of 
time  from  work  and  discomfort  to  many  people 
because  of  the  allergic  rhinitis  it  produces. 

The  main  allergy-producing  fraction  from  rag- 
weed contains  a pentose,  a flavonol  pigment,  and 
two  polypeptide  molecules.11  The  molecular 
weight  of  the  major  antigen  is  4,496  as  deter- 
mined by  its  empiric  formula  and  by  its  sulfur 
and  carbohydrate  content.  It  contains  11.85 
per  cent  nitrogen  and  3.33  per  cent  pentose,  and 
it  is  a complex  molecule.  Each  molecule  con- 
tains one  molecule  of  the  flavonol  pigment  (iso- 
rhamnetin),  one  molecule  of  pentose  (arabinose), 
and  two  polypeptide  molecules.  The  two  poly- 
peptide molecules  contain  an  aggregate  of  28 
amino  acids  and  an  unusually  large  percentage  of 
dicarboxylic-amino  acids.  In  addition  to  this 
large  molecular  weight  antigen,  four  other  active 
antigens  have  been  separated. 

The  second  fraction  is  a quercetrin-dextrose- 
hexapeptide  complex  with  a molecular  weight 
of  1,168.  The  hexapeptide  consists  of  mono- 
amino acids. 

Fraction  three  is  isorhamnetin-rhamnose-tri- 
peptide  complex  with  a molecular  weight  of  951. 

Fraction  four  is  an  isorhamnetin-rhamnose- 


TABLE  1. — Examples  op  the  Process  of  Hydrolysis 

Digitalis  f/ y<h  ol  ysia  Glucose  -f-  Digitoxigenin 

Ragweed 

1.  Main  allergy-producing  Fraction  ydrolysis  penjoge  (Arabinose)  + Isorhamnetin  and  2 Polypeptides 

2.  2nd  Allergy-producing  Fraction  Hydrolysis  p>extrose  4-  Quercetrin  Hexapeptide 

3.  3rd  Allergy-producing  Fraction  Hydrolysis  p hamnose  4-  Isorhamnetin  Tetrapeptide 


TABLE  2. — Typical  Analysis 


Treated  pollens 

Soluble  reducing  sugars 

0.45% 

Nitrogen  content 

2.1% 

Protein  (N  X 6.3) 

13.2% 

Untreated  pollens 

Soluble  reducing  sugars 

0.4% 

Nitrogen  content 

2.1% 

Protein  (N  X 6.3) 

13.2% 

tetrapeptide  complex  with  molecular  weight  of 
1,117. 

All  these  fractions  are  immunologically  and 
biologically  active.  The  process  of  alkaline  and 
acid  hydrolysis  tends  to  separate  these  fractions 
from  the  molecule  (Table  1).  In  a manner  simi- 
lar to  the  preparation  of  the  cardiac  glucosides 
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of  digitalis  into  glucose  and  digitoxigenin  when  it 
undergoes  hydrolysis,  these  compounds  tend  to 
separate  (to  an  extent  determined  by  the  degree 
of  hydrolysis)  from  their  carbohydrate  com- 
ponents (Table  2).  Mild  acid  and  mild  alkaline 
hydrolysis  must  be  used  in  order  to  prevent 
complete  disruption  of  the  allergins. 

Clinical  Series 

The  purpose  of  the  clinical  series  was  to  deter- 
mine the  therapeutic  effectiveness  of  tablets  of 
hydrolyzed  mixed  ragweed  and  common  pollen 
and  the  incidence  of  gastrointestinal  irritation 
and  untoward  reactions  of  an  allergic  nature 
caused  by  this  medication. 

The  groups  used  were  unselected  cases  ranging 
in  age  from  seven  to  fifty-nine  years,  an  average 
of  thirty-three  and  eight-tenths  years  (average 
excludes  those  less  than  twelve  years).  The 
average  height  was  64.5  inches  (excluding  those 
below  60  inches).  The  average  weight  of  the 
patients  was  139.5  pounds  (excluding  those  be- 
low 100  pounds) . Most  of  the  patients  came  from 
suburban  and  metropolitan  New  York  City. 
There  was  one  patient  from  Texas,  one  from 
Connecticut,  and  two  from  New  Jersey.  Of  60 
cases,  there  were  ten  children  below  the  age 
of  twelve  years.  The  youngest  in  the  group 
was  seven  years  old.  The  chronic  nature  of 
allergic  rhinitis  is  demonstrated  by  the  average 
duration  of  the  complaint,  which  was  nine  and 
three-tenths  years. 

Specific  Sensitivities 

The  specific  sensitivities  to  the  many  common 
allergic  materials  were  determined  for  each  pa- 
tient. They  included  ragweed,  June  grass, 
orchard  grass,  roses,  and  dust.  In  addition,  food 
allergies  to  milk,  eggs,  fish,  pork,  chicken,  com- 
mon nuts,  and  fruits  were  found. 

The  skin  test  was  performed  by  making  a small 
scratch,  placing  a weak  alkaline  solution  on  the 
spot,  and  adding  a small  drop  of  the  dilute  spe- 
cific antigen.  The  size  of  the  wheal,  the  red  area 
around  it,  and  the  development  of  pseudopodia 
were  compared  with  a test  made  in  the  same  man- 
ner with  distilled  water  instead  of  the  dilute  anti- 
gen solution. 

Asthmatic  Attacks 

Asthmatic  attacks  sometimes  occur  seasonally 
with  allergic  rhinitis  and  occasionally  also  at 
other  times  during  the  year. 

Many  patients  had  been  given  injections  dur- 
ing previous  years.  The  course  of  treatment  of 
this  type  usually  began  eight  to  ten  weeks  pre- 
seasonally  and  continued  throughout  the  season. 
Many  of  our  patients  had  had  oral  antigen  treat- 
ment in  previous  years.  In  every  case,  our 


seasonal  treatment  consisted  of  giving  two  tablets 
three  times  a day  for  two  weeks  before  the  in- 
dividual’s season  began.  If  necessary,  the  num- 
ber of  tablets  given  wras  increased  during  the 
actual  season. 

Results 

Details  of  symptoms  were  tabulated  during  a 
period  of  no  treatment.  The  symptoms  studied 
consist  of  running  nose  (rhinitis),  tearing  (lacri- 
mation),  skin  itch  (dermatosensory  changes),  and 
sneezing  (paroxysmal) . The  number  of  days  lost 
from  the  individual’s  usual  activity  was  also 
noted. 

Running  nose  that  was  continuous  throughout 
the  day  and  night  was  noted  as  two  plus.  When 
periods  of  relief  of  from  four  to  twelve  hours  were 
experienced,  it  was  noted  as  one  plus.  When  the 
symptom  was  not  present  for  more  than  a few 
minutes  per  day,  it  was  noted  as  zero. 

Tearing  that  was  continuous  and  caused  in- 
jection of  conjunctival  vessels  was  called  two 
plus.  One  plus  represented  tearing  that  was 
present  occasionally.  Zero  indicated  that  the 
symptoms  were  not  present. 

When  skin  itch  was  generalized  and  extreme 
enough  to  cause  loss  of  time  from  work  or  one’s 
usual  activities,  it  was  called  two  plus.  Less  than 
this  or  minor  itch  was  called  one  plus.  'When 
absent,  it  was  noted  as  zero. 

Violent  sneezing  interfering  with  activity  was 
noted  as  two  plus.  When  present  in  sufficient 
severity  to  be  mentioned,  sneezing  was  noted  as 
one  plus.  When  present  only  occasionally,  it 
was  noted  as  zero. 

The  same  factors  were  noted  for  the  seasons 
during  which  treatment  with  oral  antigen  was 
given  and  again  for  the  seasons  treated  with  in- 
jectable antigens.  Comparison  of  symptoms 
without  treatment,  with  injectable  antigens,  and 
with  oral  antigen  therapy  is  shown  in  Table  3. 

TABLE  3. — Evaluation  of  Symptomatic  Relief 

After  Treatment 
✓ with * 


Before 

Oral 

Injectable 

Symptom 

Treatment 

Antigen 

Antigen 

Rhinitis 

1.47 

1.47* 

0.32 

1.30* 

0.73 

Lacrimation 

1.28 

1.28* 

0.28 

1.25* 

0.50 

Skin  itch 

1.20 

1.20* 

0.33 

1.40* 

0.40 

Sneezing 

1.40 

1.40* 

0.20 

1.43* 

0.86 

Days  lost  from  work 

16.90 

16.90* 

3.80 

14.40* 
AO.  87 

* Top  figures  indicate  the  number  with  which  to  compare 
the  lower  average.  In  the  case  of  oral  antigen,  comparison 
is  with  the  “Before  Treatment”  column,  but  with  injectable 
antigen,  comparison  is  with  the  “Before  Treatment"  group 
from  which  cases  not  treated  with  injectable  antigen  have 
been  deleted. 
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Thus  it  is  seen  that  with  oral  antigen  therapy 
there  was  a reduction  of  1.15  in  the  index  for 
rhinitis,  1.00  for  lacrimation,  0.87  for  skin  itch, 
1.20  for  sneezing,  and  13.1  days  were  regained 
from  the  lost-from-work  register. 

With  injectable  antigen  therapy  the  figures 
were  0.57  for  rhinitis,  0.75  for  lacrimation,  1.00 
for  skin  itch,  0.57  for  sneezing,  and  3.53  days 
were  regained  from  the  lost-from-work  register. 

TABLE  4. — Percentage  Index  of  Benefit 

Per  Cent  Benefited  by 
Antigen  Treatment 


Symptoms 

Oral 

Injectable 

Rhinitis 

78 

44 

Lacrimation 

78 

60 

Skin  itch 

73 

71 

Sneezing 

86 

40 

Days  lost  from  work 

78 

25 

Absence  of  Unfavorable  Reactions 

The  average  dose  of  mixed,  treated  ragweed 
and  common  pollens  was  85  mg.  Gastrointesti- 
nal irritation,  urticaria,  itch,  and  increased  in- 
jection of  the  conjunctiva  (vessels)  must  be  con- 
sidered as  possible  ill  effects  of  oral  antigen  ther- 
apy. This  consideration  must  be  made  in  com- 
parison with  dosage  given.  Carefully  elicited 
histories  show  that,  even  in  cases  where  extremely 
large  doses  were  given,  gastrointestinal  irritation, 
as  indicated  by  vomiting,  diarrhea,  or  loss  of 
appetite,  due  to  administration  of  the  tablets  of 
mixed,  treated  ragweed  and  common  pollens, 
did  not  develop  in  any  case  of  the  series.  There 
was  no  case  of  urticaria,  itch,  or  increased  injec- 
tion of  the  conjunctiva  as  a result  of  the  oral 
antigen  therapy. 

Summary 

In  a controlled  series  of  hay  fever  patients 


treated  orally  with  hydrolyzed  antigens,  thera- 
peutic results  compared  favorably  with  those  fol- 
lowing the  use  of  injectable  antigens  in  the  same 
cases.  These  findings  may  be  summarized  as 
follows: 

1 . An  index  of  benefit  of  78  per  cent  was  found 
for  rhinitis  during  oral  antigen  therapy  and  44 
per  cent  for  injectable  antigen  therapy;  78  per 
cent  for  lacrimation  during  oral  antigen  therapy 
and  60  per  cent  for  injectable  antigen  therapy; 
73  per  cent  for  skin  itch  with  oral  antigen  therapy 
and  71  per  cent  with  injectable  antigen  therapy, 
and  86  per  cent  for  sneezing  with  oral  antigen 
therapy  and  40  per  cent  with  injectable  antigen 
therapy. 

2.  Percentage  decrease  in  days  lost  from  work 
was  78  per  cent  with  oral  antigen  therapy  and 
25  per  cent  with  injectable  antigen  therapy. 

3.  There  was  no  instance  of  gastrointestinal 
irritation  with  oral  antigen  therapy. 

4.  These  percentages  are  based  on  a con- 
trolled series  of  35  cases  observed  over  an  average 
period  of  five  years.  Tables  with  detailed  clinical 
information  have  been  omitted  to  conserve  space. 
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COST  OF  THE  COMMON  COLD 

An  attempt  to  arrive  at  a rough  approximation 
of  the  cost  to  the  American  people  of  their  common 
colds  has  been  made  by  the  statisticians  of  the 
Metropolitan  Life  Insurance  Company,  who  came 
up  with  the  appalling  figure  of  well  over  $1,000,000- 
000  a year.  This  figure  was  obtained  by  taking  into 
account  the  data  on  incidence  of  the  disease  among 
wage-earners,  students,  and  other  special  groups, 
according  to  the  studies  of  many  reliable  investi- 
gators. The  calculations  ran  somewhat  as  follows. 

The  average  person  suffers  at  least  two  colds  a 
year  or  approximately  300  million  annually  for  the 
entire  country  The  average  duration  of  the  simple 
cold  is  five  days,  giving  a total  of  one  and  a half 
billion  days  of  discomfort,  decreased  efficiency,  or 
disability.  A conservative  estimate  of  the  time  lost 
from  work  in  this  country  is  one  day  per  employee 
per  year,  or  more  than  sixty  million  days  lost  in 
industry  from  this  cause.  Even  at  a low  average  of 


$7.00  a day,  the  result  in  wages  alone  is  more  than 
$420,000,000  annually. 

The  amount  spent  on  medical  care  and  drugs  for 
the  treatment  of  colds  by  the  average  family  is 
impossible  to  arrive  at,  but  it  was  assumed  to  be 
about  $10.00  a year,  or  a total  of  about  $400,000,000. 
No  attempt  was  made  to  estimate  the  cost  to 
employers  resulting  from  the  loss  of  production  and 
disrupted  routine,  but  it,  too,  must  reach  a consider- 
able figure  for  the  country  as  a whole. 

These  calculations  led  the  Metropolitan’s  statis- 
ticians to  arrive  at  the  estimate  of  over  $1,000,000- 
000  a year  as  the  cost  of  the  common  cold  to  the 
American  people.  Although  the  common  cold  is 
generally  considered  to  be  a minor  illness,  they  con- 
cluded that  any  disease  in  which  the  cost  runs  to 
such  astronomic  figures  must  be  rated  high  in  the 
list  of  enemies  of  the  public  health. — Neic  England 
Journal  of  Medicine,  October  7,  lh^8 


THE  FALLACY  OF  HYDROCHLORIC  ACID  INTERPRETATIONS  IN 
GASTRIC  SURGERY 

Edward  O.  Finestone,  M.D.,  F.A.C.S.,  New  York  City 

( From  Sydenham,  Gouverneur,  and  Harlem  Hospitals) 


THE  advent  of  vagal  neurectomy  has  strongly 
emphasized  the  role  of  acid  secretion  in  the 
etiology  of  peptic  ulcer.1  The  beneficial  effects 
following  vagotomy  are  in  part  ascribed  to 
diminished  hydrochloric  acid  secretion.2-4 

Although  gastrojejunostomy  was  originally 
conceived  as  a relief  from  pyloric  stenosis,  it  was 
performed  for  many  years  for  peptic  ulcer. 
There  were  several  elements  in  the  rationale  for 
this  operation : (1)  it  overcame  obstruction  at  the 
pylorus;  (2)  by  diverting  acid  gastric  contents 
into  the  jejunum,  it  allowed  healing  of  duodenal 
ulcers,  and  (3)  it  diminished  gastric  acidity  by 
regurgitation  of  alkaline  jejunal  contents  through 
the  stoma.  Today,  gastrojejunostomy  is  only 
employed  in  pyloric  stenosis  due  to  peptic  ulcer, 
and  even  then,  a concomitant  vagotomy  is  usually 
performed. 

In  the  1920’s,  when  gastrojejunostomy  proved 
to  be  unsuccessful  and  a high  percentage  of  cases 
were  followed  by  gastrojejunal  ulceration,  gas- 
trectomy became  popular.  At  first,  partial  gas- 
trectomy was  done  on  the  theory  that  the  re- 
moval of  the  pylorus,  antrum,  and  lower  part  of 
the  stomach  would  eliminate  the  hypothetic 
secretagogue,  “gastrin,”  which  was  supposed  to 
be  formed  in  the  mucosa  of  the  pyloric  portion  of 
the  stomach  by  the  action  of  hydrochloric  acid  on 
the  mucosa.5  Gastrin  was  believed  to  be  ab- 
sorbed into  the  circulation  and  carried  to  the 
fundus  and  body  of  the  stomach  where  it  stimu- 
lated renewed  secretion  of  hydrochloric  acid. 

Gastric  surgeons  criticized  their  colleagues  or 
associates  for  their  poor  results  and  blamed  the 
poor  results  on  the  inadequate  resection  of  the 
stomach.  Thereupon,  each  surgeon  attempted  to 
remove  more  and  more  of  the  stomach,  so  that 
ultimately,  the  operation  was  considered  cor- 
rectly performed  only  if  it  fell  into  the  category  of 
being  a “subtotal  gastrectomy.” 

Heuer  and  his  colleagues  found  that  a reduction 
in  acid  secretion  occurred  after  resection,  depend- 
ing on  the  extent  of  the  resection.6  They  con- 
cluded, however,  that  resection  of  any  magni- 
tude consistent  with  a reasonable  mortality  does 
not  insure  achlorhydria.  Moreover,  the  clinical 
result  of  resection  could  not  be  correlated  with  a 
change  in  acidity,  since,  of  90  per  cent  of  the 
patients  who  had  satisfactory  results  from  the 
operation,  only  25  per  cent  had  a reduction  in 
acidity.  They  were  of  the  opinion  that,  if  their 


observations  were  confirmed  by  others,  the  idea 
of  insuring  achlorhydria  by  larger  and  larger 
resections  would  appear  to  be  of  doubtful  value.7 

Even  today,  in  the  largest  gastrointestinal 
clinics  throughout  the  country,  subtotal  gastrec- 
tomy is  done  in  the  hope  of  abating  the  acid- 
producing  mechanism.  A lien  partial  gastrec- 
tomy fails,  recurrences  of  gastrojejunal  ulcers  are 
treated  by  repeated  higher  and  higher  resections, 
and  ultimately  total  gastrectomy  is  attempted. 

Nevertheless,  it  is  very  doubtful  whether  there 
is  any  specific  “gastrin”  mechanism.8  Experi- 
mental laboratory  support  for  this  theory  seems  to 
fall  down  under  more  careful  scrutiny.  It  is  now 
believed  that  the  effects  observed  were  due  to 
histamine,  which  was  probably  the  substance  ob- 
tained when  extracts  were  made  of  the  pylorus 
for  intravenous  injection.8  Therefore,  at  present, 
although  there  is  no  adequate  theoretic  rationale 
for  pyloric  resection  for  the  purpose  of  reducing 
gastric  acidity,  it  is  well  established  from  clinical 
observation  that  the  operation  often  produces  this 
effect. 

It  can  safely  be  said  that  a reduction  of  acidity 
may  be  expected  to  follow  in  most  cases  of  resec- 
tion for  gastric  ulcer.  In  the  case  of  duodenal 
ulcer,  however,  the  effect  on  acid  secretion  is 
problematic,  to  say  the  least.7 

How  can  we  reconcile  this  paradox?  I believe 
the  fault  lies  in  the  conception  of  gastric  surgeons 
and  gastroenterologists  in  the  appraisal  of  gastric 
acidity.  Irrespective  of  the  type  of  operation 
performed  for  peptic  ulcer,  the  chief  criterion  for 
evaluating  the  results  of  operation,  aside  from 
clinical  improvement,  has  been  the  creation  of 
diminished  gastric  acidity.  Whether  gastro- 
jejunostomy, pyloroplasty,  pylorectomy,  partial 
or  subtotal  gastrectomy  or  vagotomy,  or  any 
combination  was  performed,  the  good  results 
were  attributed  to  the  diminution  or  complete 
cessation  of  acid  production.  When  the  clinical 
results  were  good  and  relatively  low  acid  figures 
were  found,  the  operation  was  hailed  as  physi- 
ologically correct.  On  the  other  hand,  the 
failures,  even  in  the  presence  of  anacidity,  were 
not  so  easily  explained. 

Kiefer  showed  from  a study  of  141  patients 
that  68  per  cent  showed  no  free  acid  in  a single 
forty-five  minute  specimen  after  an  Ewald  test 
meal  following  resection.  However,  when  hista- 
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mine  was  used,  16  out  of  123  patients  with  a 
negative  response  to  the  Ewald  meal  were  found 
to  have  free  acid.  He  concluded  that  the  secre- 
tion of  free  acid  persists  after  subtotal  gastrec- 
tomy in  an  appreciable  number  of  cases,  provided 
the  stimulation  is  adequate.  Jordan  and  Kiefer 
have  emphasized  the  importance  of  securing 
fractional  specimens  for  at  least  two  hours  with 
the  patients  lying  flat  in  the  supine  position  with 
the  tip  of  the  tube  in  the  resected  stomach  if 
accurate  values  of  acidity  are  to  be  obtained.7 

The  fallacy  of  seeking  anacidity  lay  not  in  the 
choice  of  surgical  procedure  but  in  the  interpreta- 
tion of  the  hydrochloric  acid  determinations. 
No  matter  whether  fasting  gastric  contents,  gruel 
tests,  night  tests,  insulin,  histamine,  or  any  other 
method  was  employed,  the  aspirated  gastric  con- 
tents have  been  almost  exclusively  examined  only 
for  free  hydrochloric  and  combined  acid.  The 
failure  to  examine  the  aspirated  material  for  total 
chlorides  has  led  to  a serious  misconception  of  the 
end  results  in  gastric  surgery. 

Earlier  efforts  to  evaluate  intragastric  neu- 
tralization based  on  the  ratio  of  neutral  to  total 
chlorides  (the  chloride  index)  have  been  far  less 
successful  than  the  neutralization  test,  and  very 
little  use  has  been  made  of  this  procedure.9  Of 
late,  investigators  have  come  to  the  conclusion 
that  reduction  of  gastric  acidity  is  due  to  dilution 
by  the  admixed  substances  as  well  as  to  neutraliza- 
tion.10’11 

The  main  constituent  of  gastric  secretion  is 
hydrochloric  acid,  which  is  primarily  formed  in 
the  fundus  and  body.  However,  it  is  also  formed 
in  the  pyloric  region.  The  exact  means  by  which 
it  is  elaborated  is  unknown.  Its  main  function  is 
to  activate  pepsin.  Whether  rennin  exists  as  a 
separate  ferment  is  disputed,  since  it  is  believed 
to  be  identical  with  pepsin. 

The  total  chlorides  of  the  gastric  juice  consist 
of  three  components:  free  hydrochloric  acid, 

combined  hydrochloric  acid,  and  inorganic 
chlorides.  Inorganic  chlorides  are  either  secreted 
in  this  form  by  the  gastric  mucosa,  or  they  result 
from  the  combination  of  gastric,  free  hydro- 
chloric acid  with  regurgitated  duodenal  or  jejunal 
content  (in  the  case  of  gastrojejunostomy). 
There  is  an  inverse  relationship  between  the  con- 
centration of  acid  and  base  in  gastric  juice.12,13 
The  relative  proportion  of  chlorides  among  the 
three  forms  varies  according  to  the  amount  of 
protein  ingested,  the  amount  of  regurgitation 
through  the  pylorus  or  gastrojejunostomy,  and 
other  factors.14 

The  concentration  of  hydrochloric  acid  in  the 
stomach  content  at  any  given  time  will  depend 
upon  many  varying  factors.  Among  these  may 
be  mentioned  the  total  blood  electrolyte  con- 
centration, the  state  of  dehydration  or  hydration, 
the  activity  of  the  blood  supply  to  the  stomach, 


the  amount  of  water  absorbed  from  the  stomach, 
the  rate  of  stomach  emptying,  the  amount  of  di- 
luting juices  from  the  mouth  and  small  intestine, 
the  activity  of  the  vagus  and  splanchnics  and  of 
humoral  gastric  secretagogues.16 

Therefore,  under  any  circumstances,  the  total 
chlorides  are  the  truest  indications  of  the  total 
hydrochloric  acid  secreted.14,16 

Aspirated  gastric  contents  consist  of  gastric 
secretions  in  addition  to  saliva  and  regurgitated 
duodenal  or  jejunal  secretions  containing  pan- 
creatic juice  and  bile.  Normally,  fasting  total 
acidity  is  between  0.45  and  0.60  per  cent  and  free 
hydrochloric  acid  is  0.4  to  0.5  per  cent.  One  to 
two  hours  following  test  meals,  free  hydrochloric 
acid  falls  to  0.1  per  cent.  This  fall  is  accom- 
panied by  a proportional  rise  in  the  inorganic 
chlorides.  This  is  explained  by  the  regurgitation 
of  alkaline  duodenal  contents  in  the  latter  stages 
of  gastric  digestion.16,17  If  the  pylorus  fails  to 
remain  patent  between  gastric  peristaltic  waves, 
the  curve  of  gastric  acidity  climbs  steeply.  If 
the  pylorus  opens  too  early,  the  amount  of  free 
hydrochloric  acid  in  the  aspirated  contents  is  low 
or  absent.  However,  the  amount  of  inorganic 
chlorides  increases  inversely.  This  situation  is 
usually  found  in  atonic  stomachs. 

It  is  now  evident  that  gastric  acidity  depends 
not  only  upon  the  amount  of  acid  secreted,  but 
also  upon  the  action  of  the  pylorus  or  the  gastro- 
jejunal  stoma  together  with  the  motility  of  the 
stomach.  The  latter  factors  influence  the  extent 
of  regurgitation  of  alkaline  juices.16-18 

This  conception  of  estimating  the  total 
chlorides  rather  than  free  and  total  hydrochloric 
acid  alone  is  not  new.9,19  However,  the  writer 
feels  that,  in  their  ardent  zeal  to  achieve  anacidity 
surgically,  surgeons  and  their  associated  gastro- 
enterologists have  forgotten  this  basic  physiologic 
truth.  When  one  listens  to  extended  presenta- 
tions and  discussions  at  gastrointestinal  confer- 
ences where  acid  figures  are  tabulated  at  great 
length  but  no  mention  is  made  of  total  chlorides 
in  gastric  contents,  the  obvious  conclusion  is  that 
the  results  of  gastric  surgery  are  being  seriously 
misjudged. 

Conclusions 

1.  All  forms  of  surgery  for  peptic  ulcer  alter 
gastric  motility. 

2.  Regurgitation  of  duodenal  or  jejunal 
juices  are  partly  responsible  for  low  acid  figures  by 
neutralization. 

3.  Only  estimation  of  total  inorganic  chlorides 
will  give  a true  indication  of  the  acid  gastric 
secretion. 

4.  The  present  method  of  reporting  acid 
figures  following  gastric  surgery  is  misleading. 

5.  Newer  methods  for  determining  the  effects 
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of  gastric  acid  secretion  and  motility  are  needed, 
rather  than  newer  technics  of  gastric  surgery. 
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RADIOGRAPHIC  PNEUMOPERITONEUM  IN  ACUTE  PERFORATIONS 
OF  THE  GASTROINTESTINAL  TRACT 

Stanley  A.  Kornblum,  M.D.,  Monricello,  New  York 
( From  Mount  Sinai  Hospital) 


THERE  have  been  numerous  conflicting  re- 
ports concerning  the  incidence  of  pneumo- 
peritoneum in  perforations  of  the  gastrointestinal 
tract  since  1915  when  Popper  first  suggested  the 
use  of  roentgenography  as  an  aid  in  its  diagnosis.1 
Various  authors  have  reported  figures  ranging 
from  43.5  per  cent  to  100  per  cent  since  then.2-5 
However,  almost  all  of  these  statistics  are  based 
on  experiences  with  perforations  of  the  stomach 
and  duodenum. 

I have  surveyed  all  of  the  cases  of  perforation  of 
the  gastrointestinal  tract  from  1933  to  1945, 
which  were  admitted  to  the  ward  services  of  the 
Mount  Sinai  Hospital,  in  an  effort  to  obtain  the 
following  information:  (1)  incidence  of  perfora- 
tion of  the  different  divisions  of  the  gastrointes- 
tinal tract,  (2)  incidence  of  the  x-ray  finding  of 


pneumoperitoneum  in  proved  cases  of  perfora- 
tions of  the  different  divisions  of  the  gastrointes- 
tinal tract,  and  (3)  whether  the  factors  of  time  or 
size  of  the  perforation  influence  the  finding  of 
pneumoperitoneum  radiologically.  In  the  thir- 
teen-year period  covered  by  this  report,  there 
were  322  cases  of  acute  perforations  of  the  gastro- 
intestinal tract  proved  by  operation  or  autopsy. 
Of  this  number  only  87,  or  27  per  cent,  had  x-ray 
studies  (Table  1). 

The  incidence  of  perforation  of  the  various  por- 
tions of  the  gastrointestinal  canal  in  the  order  of 
frequency  was  as  follows:  appendix,  stomach, 
duodenum,  large  bowel,  and  jejunum  and  ileum. 
This  finding  is  essentially  in  accord  with  that  of 
Abbott.6 

Of  the  322  cases  included  in  this  report,  141,  or 


TABLE  1. — 322  Acute  Perforations  of  Gastrointestinal  Tract 


Anatomic  Site 

Number  of 
Cases  with 
Perforations 

Per  Cent 
of  Total 

Stomach 

66 

20.5 

Duodenum 

62 

19.3 

Jejunum  and  ileum 

26 

8.1 

Appendix 

141 

43.8 

Large  bowel 

27 

8.3 

Total 

322 

100.0 

Number 

Per  Cent 

Number  of 

Per  Cent 

of  Total 

of  Total 

Positive 

of  Positive 

X-rayed 

X-rayed 

X-rays 

X-rays 

27 

40.9 

16 

59.3 

27 

43.5 

19 

70.4 

8 

30.8 

3 

37.5 

14 

9.9 

1 

7.1 

11 

40.7 

7 

63.6 

87 

27.0 

46 

52.9 
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43.8  per  cent,  were  perforations  of  the  appendix. 
Of  these  141  cases,  14,  or  9.9  per  cent,  had  x-ray 
studies  for  pneumoperitoneum.  A positive  find- 
ing was  present  in  only  one  case,  that  of  a fifty- 
four-year-old  man  with  a five-day  history.  In  an 
analysis  of  this  group  that  had  had  x-ray  studies, 
it  should  be  noted  that  only  two  patients  were 
under  thirty  years  of  age.  Apparently,  the  per- 
foration of  a viscus  other  than  the  appendix  was 
suspected. 

Other  authors  have  also  reported  cases  of 
pneumoperitoneum  in  perforated  appendix.4’7-8 
It  is  not  widety  recognized  that  this  can  occur, 
and  no  large  studies  of  the  incidence  of  this  find- 
ing have  been  recorded  in  the  literature.  From 
this  small  series  one  must  conclude  that  it  is 
unusual.  The  probable  reasons  for  the  infre- 
quency of  intraperitoneal  air  in  perforated  appen- 
dix are,  first,  the  smallness  of  the  lumen  which 
becomes  occluded  by  the  inflammatory  exudate, 
and  second,  the  fact  that  the  appendix  not  un- 
commonly lies  retrocecally. 

Of  the  66  cases  involving  the  stomach,  only  27 
were  examined  by  x-ray,  and  of  these  27,  16  were 


of  pneumoperitoneum.  However,  all  cases  with 
duodenal  involvement  with  a duration  of  symp- 
toms of  more  than  twelve  hours  before  x-ray 
studies  were  undertaken  showed  the  characteris- 
tic findings  of  intraperitoneal  air.  This  con- 
forms with  the  conclusions  of  Levine  and  Solis- 
Cohen,  namely,  that  the  greater  the  time  interval, 
the  greater  the  likelihood  of  positive  findings  and 
the  greater  the  accumulation  of  air.10  Johnson, 
however,  opposes  this  view,  claiming  that  the 
chances  of  obtaining  roentgen  evidence  of  pneu- 
moperitoneum are  best  soon  after  the  acute 
episode.9 

There  were  27  cases  of  large  intestinal  perfora- 
tions of  which  11  were  studied  by  roentgenologic 
methods.  Of  these,  seven  had  evidence  of  air 
intraperitoneally,  a frequency  of  63.6  per  cent. 
It  is  interesting  to  note  that  of  the  seven  positive 
cases,  five  were  due  to  trauma,  and  two  were 
secondary  to  ulcerative  colitis;  whereas  of  the 
four  negative  cases,  two  occurred  in  malignant 
neoplasm  and  two  in  diverticulitis.  In  view  of 
the  small  size  of  this  series  one  cannot  draw  any 
inferences  as  to  the  relationship  of  time,  size,  and 


TABLE  2. — Comparison  of  Positive  and  Negative  X-Rays 


Number  of 

Average  Number 
of  Hours  of 
Acute  Episode 
Prior  to 

Extremes  of 

Average  Size  of 
Perforation 
Recorded  at 
Operation 

Extremes  of 

X-rays 

X-ray  Study 

Time,  Hours 

or  Autopsy  (Cm.) 

Size  (Cm.) 

Anatomic  Site 

Positive  Negative 

Positive  Negative 

Positive 

Negative 

Positive  Negative 

Positive  Negative 

Stomach 

16 

11 

20  19.3 

2-72 

2-120 

0.8  1.0 

0.3-1. 5 0.3-3 

Duodenum 

19 

8 

31  5.25 

1-192 

1-12 

0.5  0.6 

0. 2-1.0  0. 1-2.0 

Jejunum  and  il- 
eum 

3 

S 

10.6  19 

1-30 

1-48 

1.2  1.4 

0. 5-2.0  0. 2-3.0 

Appendix 

1 

13 

168  64 

6-168 

Large  bowel 

7 

4 

2.5  22 

0.5-6 

1-72 

Total 

46 

41 

positive,  a frequency  of  59.3  per  cent.  This 
figure  is  lower  than  that  usually  reported. 2’4’5,7’9 
Analysis  of  these  cases  with  positive  and  nega- 
tive roentgen  findings  revealed  no  significant 
data  as  to  either  the  duration  of  perforation  be- 
fore x-ray  study  was  done  or  the  location  or  the 
size  of  the  lesion  (Table  2).  In  this  series  the 
cause  of  all  gastric  perforations  was  benign  gas- 
tric ulcer.  It  was  also  noted  that  in  none  of  the 
cases  studied  roentgenographically  did  the  per- 
forations occur  on  the  posterior  wall  of  the 
stomach. 

With  reference  to  the  duodenum  all  perfora- 
tions but  one  were  secondary  to  benign  ulcer. 
There  were  62  cases  of  perforation,  of  which  27 
were  x-rayed.  Of  these  27,  19  were  positive,  a 
frequency  of  70.4  per  cent,  which  is  perhaps  a 
little  lower  than  that  usually  reported.4’9  Analy- 
sis of  this  group  did  not  allow  one  to  draw  any 
inferences  with  respect  to  the  size  and  the  loca- 
tion of  the  perforation  in  affecting  the  frequency 


location  of  perforation  to  pneumoperitoneum 
with  any  degree  of  accuracy. 

There  were  26  cases  of  perforations  of  the 
jejunum  and  ileum  in  this  report  of  which  eight 
had  x-ray  studies.  Of  this  number  three  were 
positive,  an  incidence  of  37.5  per  cent.  Again, 
one  has  too  few7  cases  to  draw7  any  significant  con- 
clusions. 

Discussion 

All  the  cases  included  in  this  report  were  of 
acute  onset  or  had  an  acute  episode  during  then- 
illness  with  the  physical  findings  of  the  so-called 
“acute  abdomen.”  Klingenstein  and  Tuchman 
reported  some  of  the  cases  in  this  series  that 
occurred  during  hospitalization.11 

Any  means  of  making  a diagnosis  of  perforation 
of  tlve  gastrointestinal  tract  would  be  a great  aid 
and  would  tend  to  lower  the  incidence  of  opera- 
tions now  performed  for  acute  abdominal  condi- 
tions. It  has  been  shown  experimentally  on 
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TABLE  3.- 

— Cause  op  Acute  Perforation  in  322  Cases 

Cause 

Stomach 

Duodenum 

Jejunum  and  Ileum 

Appendix 

Large  Bowel 

Ulcer  (nonmalignant) 

65 

61 

2 

1 

Postoperative  ulcer 

i 

7 

Trauma 

i 

6 

9 

Neoplasm 

1 

6 

Regional  ileitis 

7 

3 

Tuberculosis 

1 

Typhoid 

2 

Foreign  body 

i 

Diverticulitis 

6 

Nonspecific  infection 

i4i 

1 

Total 

66 

62 

26 

141 

27 

cadavers  that  at  times  5 cc.  of  gas  in  the  right 
subphrenic  space  can  be  demonstrated  radio- 
logically  and  that  10  cc.  of  gas  can  be  seen  regu- 
larly without  difficulty.5  Despite  the  small 
amount  of  air  required  to  be  seen  roentgeno- 
graphically,  the  incidence  of  pneumoperitoneum 
in  perforations  of  the  gastrointestinal  tract  re- 
ported in  the  literature  has  generally  been  well 
under  100  per  cent.  The  reasons  for  this  prob- 
ably include  the  following:  (1)  adhesions  in  the 
right  upper  quadrant,  (2)  location  of  perforation 
below  the  fluid  level  in  viscus,  (3)  absence  of  gas 
in  viscus  at  time  of  perforation,  (4)  plugging  of 
the  perforation  by  gastrointestinal  contents  or 
prolapsing  of  redundant  mucosa  into  the  perfora- 
tion, and  (5)  technical  failures  in  the  radiologic 
examination  when  small  amounts  of  gas  are 
present.  These  include  failure  to  have  the  pa- 
tients in  an  upright  position  for  a sufficient  length 
of  time  prior  to  examination  and  in  the  vertical 
position  during  examination  and  failure  to  direct 
the  x-rays  horizontal  to  the  long  axis  of  the  body. 

The  stomach  and  the  large  intestine  are  nor- 
mally air-containing  viscera,  and,  hence,  one 
would  assume  that  acute  perforations  of  these 
organs  would  yield  a higher  incidence  of  pneumo- 
peritoneum. This  is  borne  out  in  this  study. 
Since  the  small  intestine  rarely  contains  ab- 
normally, except  in  the  very  young,  how  then  can 
one  explain  the  high  incidence  of  pneumoperi- 
toneum in  perforations  of  the  duodenum?  The 
severe  inflammatory  reaction  which  occurs  with 
perforation  causes  increased  peristaltic  activity 
of  the  stomach  which  forces  the  air  into  the  peri- 
toneal cavity.  This  state  of  affairs  obtains  until 
the  peritonitis  causes  reflex  paralytic  ileus.  This 
a priori  reasoning  might  explain  why  intra- 
peritoneal  air  was  found  roentgenographieally  in 
perforations  of  the  duodenum  after  a relatively 
long  period  of  time  had  elapsed.  In  Table  3 are 
listed  the  various  causes  for  perforation  as  found 
in  this  survey.  The  fact  that  intestinal  tuber- 
culosis can  cause  acute  perforations  has  been  re- 
ported previously  by  Vaughn  and  Singer  and 
Kornblum  et  alA’li 


Summary  and  Conclusions 

1.  Three  hundred  twenty-two  cases  of  acute 
perforations  of  the  gastrointestinal  tract  were 
reviewed. 

2.  The  relative  order  of  frequency  of  perfora- 
tions in  various  sectors  of  the  gastrointestinal 
canal  was  as  follows:  appendix,  stomach,  duo- 
denum, large  bowel,  jejunum,  and  ileum. 

3.  The  relative  order  of  frequency  of  pneumo- 
peritoneum proved  by  x-ray  in  perforations  of 
the  various  sections  of  the  gastrointestinal  canal 
was  as  follows:  duodenum,  large  bowel,  stomach, 
jejunum  and  ileum,  and  appendix.  Of  87  cases 
x-rayed,  only  46,  or  52.9  per  cent,  showed  evidence 
of  pneumoperitoneum. 

4.  The  viscus  which  perforates  has  more 
importance  in  the  finding  of  pneumoperitoneum 
than  the  duration  of  the  acute  episode  or  the  size 
of  the  perforation. 

5.  A negative  radiographic  examination  for 
pneumoperitoneum  does  not  rule  out  a gastro- 
intestinal perforation. 

6.  It  is  probable  that  the  difference  in  the 
statistics  of  pneumoperitoneum  in  acute  perfora- 
tions of  the  gastrointestinal  tract  reported  by 
various  authors  depends  upon  the  site  of  the  per- 
foration and  the  x-ray  technic. 
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ALCOHOLISM— A CHALLENGE  TO  THE  MEDICAL  PROFESSION 

Milton  G.  Potter,  M.D.,  Buffalo,  New  York 

{Chairman,  Committee  on  Problems  of  Alcoholism,  Medical  Society  of  the  State  of  New  York) 


AS  CHAIRMAN  of  the  Committee  on  the  Prob- 
lems of  Alcoholism  of  the  Medical  Society  of 
the  State  of  New  York,  I wish  to  present  the  imme- 
diate task  and  long  range  plans. 

It  is  still  news  to  many  of  the  medical  profession 
and  to  most  of  the  laity  that  alcoholism  is  an  incur- 
able disease,  which,  with  our  present  limited  knowl- 
edge, can  only  be  controlled.  It  is  also  news  that  in 
New  York  State  alone  there  are  more  than  seventy 
thousand  chronic  aleholics  and  more  than  a quarter 
of  a million  excessive  drinkers.  The  latter,  of 
course,  are  the  forerunners  of  the  chronic  alcoholic 
and  seldom  realize  when  they  have  passed  into  the 
group  of  pathologic  drinkers. 

Credit  must  be  given  to  the  Alcoholics  Anonymous 
movement  for  sparkplugging  the  medical  profession 
into  action.  The  astounding  success  in  controlling 
this  disease  through  the  teachings  of  Alcoholics 
Anonymous  is  a direct  challenge  to  the  medical  pro- 
fession to  get  busy  and  assume  leadership  and  re- 
sponsibility in  attempting  to  solve  the  fourth  great- 
est public  health  problem  in  our  country.  This 
challenge  has  been  accepted  by  the  Medical  Society 
of  the  State  of  New  York. 

The  immediate  task  of  our  committee,  as  I see  it, 
is  one  of  education, — education  first  of  the  general 
practitioner  of  medicine  and  the  medical  student, 
and  second,  of  the  general  public. 

The  average  recent  medical  school  graduate  has 
no  conception  of  this  disease  because  his  teachers  are 
either  ignorant  of  the  subject  or  have  little  interest 
in  it  because  of  the  complexity  of  the  problem  and, 
the  poor  end  results  obtained.  The  majority  of  the 
older  physicians  have  had  no  medical  educational 
approach  to  this  problem  and  because  of  the  volume 
of  their  work  have  little  sympathy  and  time  for  the 
alcoholic.  The  symptoms  of  the  disease,  not  the 
basic  causes,  having  been  treated,  the  alcoholic  is 
dismissed  with  the  warning  to  use  his  will  power  and, 
if  he  becomes  jumpy,  to  take  sedatives  and  vitamins. 
Little  does  the  profession  realize  that  what  the  phy- 
sician says,  how  he  says  it,  and  how  he  acts  is  more 
important  than  the  medicine  he  gives. 

Our  Committee  is  now  attempting  to  edit  a refer- 
ence medical  booklet  on  alcoholism.  We  arc  at- 
tempting to  compile  information  which  will  be  help- 
ful to  the  general  practitioner  and,  before  it  is  pub- 
lished, the  leading  authorities  on  the  subject  will  be 
asked  for  advice,  suggestions,  and  criticism.  The  end 
result  should  be  educative. 

The  Health  Department  of  the  State  of  New 
York,  realizing  the  importance  of  placing  the  best  in- 
formation on  the  subject  before  the  general  prac- 
titioners, has  agreed  not  only  to  finance  the  cost  of 
publication  but  also  to  distribute  it  to  every  physician 
in  New  York  State.  In  addition,  our  Committee 
hopes  to  encourage  local  county  medical  societies  to 
appoint  committees  which  will  not  only  sponsor  pres- 


entations on  this  subject  but  initiate  round  table 
discussions  as  a part  of  their  scientific  programs.  It 
is  also  hoped  that  the  profession  will  take  over  the 
leadership  of  many  civic  committees  of  lay  people, 
who  are  trying  to  do  something  about  this  disease 
but  are  more  or  less  stymied  by  the  apathy  and  lack 
of  active  assistance  from  the  medical  profession.  A 
glimmer  of  hope  is  seen  in  the  activities  of  the  Monroe 
and  Erie  County  Medical  Societies  along  these  lines. 
The  second  object  of  our  committee  is  to  study  and 
encourage  rehabilitation  of  the  alcoholic.  Certainly 
it  is  the  duty  of  this  committee  to  stimulate  activity 
in  the  county  medical  societies,  so  that  pressure  is 
brought  to  bear  on  the  authorities  in  charge  of  gen- 
eral hospitals  to  open  their  hospitals  for  the  treat- 
ment of  at  least  the  acute  phase  of  the  disease. 
This  is  a medical  emergency  and  should  be  treated  as 
such.  It  has  been  stated  that  if  each  general  hospi- 
tal in  the  State  reserved  two  beds  for  the  treatment 
of  this  disease,  this  major  public  health  problem 
could  be  controlled. 

No  rehabilitation  program  can  progress  very  far 
without  the  active  cooperation  of  Alcoholics  Anony- 
mous. It  would  appear  that  after  the  acute  phase 
of  this  disease  has  been  passed,  the  care  and  rehabil- 
itation of  the  alcoholic  is  more  an  art  in  the  hands  of 
the  understanding  person  than  a science  wielded  by 
trained  technicians. 

Without  the  sympathetic  understanding  of  the 
problems  involved,  it  is  useless  to  attempt  rehabilita- 
tion, for  this  reason:  the  doctor  alone  cannot  treat 
these  cases  nor  can  a psychiatrist  alone  t reat  them 
unless  his  experience  has  given  him  a first-hand  knowl- 
edge of  the  factors  involved.  It  is  imperative  with 
a real  alcoholic  that  group  therapy  be  instituted  in 
addition  to  the  medication  by  the  doctor.  Follow- 
up work  is  almost  impossible  for  the  physician  him- 
self. Therefore,  one  of  the  first  measures  to  be  under- 
taken by  the  physician  called  in  these  cases  is  to  en- 
list the  cooperation  of  the  Alcoholics  Anonymous 
group,  and  this  measure  cannot  be  too  greatly 
emphasized.  Attempts  on  the  part  of  the  medical 
profession  to  keep  the  treatment  of  these  cases  within 
the  boundaries  of  medical  practice,  without  taking 
the  other  factors  into  account,  will  only  bring  dis- 
couraging results. 

The  third  phase  of  our  program  is  research.  1 
agree  with  11.  W.  Haggard  and  E.  M.  Jellinek  that 
our  efforts  should  be  directed  toward  the  origins  of 
excessive  drinking.  In  their  book  Alcohol  Explored, 
they  say,  “The  conclusion  that  one  must  come  to  is 
that  physiological  and  psychological  research  in  the 
field  of  inebriety,  after  long  and  justifiable  concen- 
tration on  isolated  aspects  of  the  problem,  must  at 
last  be  concentrated  on  the  problem  of  origins 
of  excessive  drinking  whatever  their  forms.  The 
greatest  efficiency  in  prevention  and  treatment  can 
be  achieved  only  by  the  solution  of  this  main  prob- 
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lem  why  some  men  become  excessive  drinkers  and 
why  excessive  drinkers  become  addicts.”* 

This  research  can  best  be  carried  out  through  the 
establishment  of  clinic  hospital  units.  Such  a unit 
will  be  soon  set  up  as  a demonstration  under  the 
auspices  of  the  New  York  State  Department  of 
Health,  the  New  York  State  Department  of  Mental 
Hygiene,  and  the  Medical  Society  of  the  State  of  New 
York. 

The  School  of  Medicine  of  the  University  of  Buf- 
falo has  assumed  the  responsibility  for  the  adminis- 


*  Haggard,  H.  W.,  and  Jellinek.  E.  M.:  Alcohol  Explored, 
Garden  City,  Doubleday,  1942. 


tration  of  such  a demonstration  unit,  and,  with  the 
active  cooperation  of  the  hospitals  connected  with 
the  medical  school  and  the  local  Alcoholics  Anony- 
mous along  with  the  Council  of  Social  Agencies  and 
its  component  agencies,  rehabilitation  and  research 
material  of  value  should  be  obtained. 

We  must  ever  keep  the  following  concepts  in  mind 
if  we  are  to  succeed : 

1.  Alcoholism,  or  problem  drinking,  is  a disease, 
and  the  problem  drinker  is  a sick  person. 

2.  The  problem  drinker  can  be  helped  and  is  wor- 
thy of  help. 

3.  This  is  a public  health  problem  and,  therefore, 
a public  responsibility. 


SCIENTIFIC  EXHIBITS 
1949 

ANNUAL  MEETING 

Applications  for  space  for  the  scientific  exhibits  should  be  made  directly  to  the 
Chairman  of  the  Subcommittee  on  Scientific  Exhibits  of  the  Convention  Committee: 
Dr.  J.  G.  Fred  Hiss 
505  State  Tower  Building 
Syracuse  2,  New  York 

The  Annual  Meeting  will  be  held  May  2 to  6,  1949,  at  the  Hotel  Statler  in  Buffalo. 

No  applications  can  be  considered  after  January  1,  1949 

There  will  be  two  groups  of  awards: 

Awards  in  Group  I are  made  for  exhibits  of  individual  investigation,  which  are 
judged  on  the  basis  of  originality  and  excellence  of  presentation. 

Awards  in  Group  II  are  made  for  exhibits  which  do  not  exemplify  purely  experi- 
mental studies  and  which  are  judged  on  the  basis  of  excellence  of  presentation  and 
correlation  of  facts. 


W.  P.  Anderton,  M.D.,  Secretary 
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Approve  Grants  for  Medical  Research 


FEDERAL  Security  Administrator  Oscar  R. 

Ewing  announced  recently  that  Surgeon  General 
Leonard  A.  Scheele  of  the  Public  Health  Service  has 
approved  37  grants  of  funds  totaling  $455,715  for 
research  in  medical  and  related  scientific  fields.  The 
grants  will  help  finance  the  continuation  of  research 
projects  already  under  way  at  institutions  in  15 
states. 

Awards  made  to  institutions  in  New  York  State 
include:  University  of  Buffalo,  Buffalo,  $8,500,  pur- 
ification and  isolation  of  Rh  substances  and  blood 
group  specific  substances ; New  York  University,  New 
York  City,  $10,422,  effect  of  insulin  and  other  factors 
on  reabsorption  of  glucose  by  renal  tubules;  Mount 
Sinai  Hospital,  New  York  City,  $2,640,  the  role  of 


homeostasis  in  the  pathogenesis  of  some  visceral 
lesions;  University  of  Buffalo,  Buffalo,  $5,985, 
pathogenesis  and  treatment  of  gout;  Albany 
Medical  College,  Albany,  $4,500,  chronic  remote  ex- 
citation of  abdominal  sympathetic  and  parasym- 
pathetic nervous  systems. 

Also:  University  of  Rochester,  $20,088,  iodinated 
organic  compounds  as  contract  media  for  radio- 
graphic  diagnoses;  Columbia  University,  College  of 
Physicians  and  Surgeons,  New  York  City,  $19,440, 
therapeutic  properties  of  streptomycin  in  human 
tuberculosis;  New  York  University,  $27,985, 
biologic  aspects  of  schistosomiasis,  and  New  York 
University,  $1,489,  treatment  of  tuberculosis  in 
children  with  streptomycin  promizole  and  PAS. 


American  College  of  Surgeons  Confers  Fellowships 


AT  THE  thirty-fourth  convocation  of  the  Ameri- 
can College  of  Surgeons,  held  October  22,  in  Los 
Angeles,  943  fellowships  and  seven  honorary  fellow- 
ships were  conferred. 

In  order  to  qualify  for  fellowship  in  the  American 
College  of  Surgeons,  a surgeon  must  be  a graduate  of 
an  acceptable  medical  school;  be  licensed  to  practice 
in  his  respective  state,  province  or  country,  or  be  a 


medical  officer  of  a Federal  service;  must  have  com- 
pleted three  or  more  years  in  training  in  surgery  in 
hospitals  approved  by  the  College;  must  devote  at 
least  half  of  his  practice  to  surgery,  and  must  have 
spent  seven  or  more  years  after  graduation  in 
medicine,  devoted  to  special  training  and  practice. 

Fellowships  were  conferred  on  129  initiates  from 
New  York  State. 


Nominate  Dr.  Jaques  for  A.M.A.  Award 


THE  name  of  Dr.  Arthur  D.  Jaques,  of  Lyn- 
brook,  was  submitted  by  the  Medical  Society  of 
State  of  New  York  for  recognition  by  the  American 
Medical  Association  as  the  nation’s  “Outstanding 
General  Practitioner  for  1949.”  Recommended  by 
the  Nassau  County  Medical  Society,  Dr.  Jaques  was 
selected  by  the  Council  of  the  State  Society  and  his 
name  forwarded  to  the  Board  of  Trustees  of  the 
A.M.A.  From  the  names  submitted  by  each  state, 


the  House  of  Delegates  of  the  A.M.A.,  at  its  interim 
session  in  St.  Louis,  November  30  to  December  3, 
made  the  final  selection. 

Dr.  Jaques,  seventy-two,  began  general  practice  in 
Lynbrook  and  has  served  that  area  from  October, 
1900,  until  the  present.  He  has  spent  50  years  in 
active  practice,  during  which  he  delivered  approxi- 
mately 2,500  babies.  He  received  his  medical  train- 
ing at  the  Long  Island  College  of  Medicine. 


To  Award  Prize  for  Research  Article 


A $500  prize  will  be  awarded  by  the  National 
AY  Society  for  Medical  Research  for  the  best  article 
published  in  a popular  magazine  during  the  period 
January  1 to  May  1,  1949,  which  describes  the 
growth  of  a medical  development  including  an 


account  of  the  experimental  work  leading  to  its 
realization. 

For  complete  details  and  entry  blanks  write  to: 
National  Society  for  Medical  Research,  25  East 
Washington  Street,  Chicago  2,  Illinois. 


MEETINGS 

PAST 


New  York  Academy  of  Sciences,  Division  of 
Mycology 

The  Division  of  Mycology  of  the  New  York 
Academy  of  Sciences  held  its  inaugural  meeting  on 
October  22.  Dr.  Norman  Conant,  Duke  Uni- 
versity, gave  a lecture  on  “Sporotrichosis — Clinical, 


Epidemiologic,  and  Immunologic  Aspects  of  the  In- 
fection.” 

Officers  elected  were:  Dr.  Frederick  Reiss,  New 
York  University  School  of  Medicine,  president,  and 
Dr.  Royal  M.  Montgomery',  Polyclinic  Hospital, 
secretary. 
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Eastern  New  York  Eye,  Ear,  Nose  and  Throat 
Association 

The  158th  regular  meeting  of  the  Eastern  New 
York  Eye,  Ear,  Nose  and  Throat  Association  was 
held  in  Troy  on  November  4.  Guest  speakers  were 
Dr.  Willis  S.  Knighton,  New  York  City,  who  spoke 
on  “Conservation  of  Sight,”  and  Dr.  Marvin  Jones, 
New  York  City,  who  discussed  “Conservation  of 
Hearing.” 

Beth-El  Hospital,  Clinical  Society 

Under  the  auspices  of  the  Clinical  Society  of  the 
Beth-El  Hospital,  Brooklyn,  the  annual  Public 
Health  Week  for  the  Laity  was  held  from  November 
8 to  11,  with  four  scientific  papers  presented. 
Speakers  and  their  topics  were:  Dr.  Philip  Levin, 
research  director,  Ortho  Products  Company,  “The 
Iih  Factor”;  Dr.  Benjamin  J.  Ashe,  Goldwater 
Memorial  Hospital,  New  York,  “Diabetes”;  Dr. 
Leo  Taran,  chief,  Children’s  Cardiac  Clinic,  Kings 
County  Hospital,  Brooklyn,  “Rheumatic  Fever,” 
and  Dr.  I.  C.  Rubin,  Mount  Sinai  Hospital,  New' 
York,  “Menopause.” 

Society  of  Medical  Jurisprudence 

At  a meeting  of  the  Society  of  Medical  Jurispru- 
dence, held  November  8 in  New  York  City,  the 
following  papers  w'ere  presented:  “Radioactive 

Iodine:  Use  and  Safeguard  in  Therapeutic  Dosage  in 
Hyperthyroidism  and  in  Cancer  of  the  Thyroid  and 


Its  Metastases,”  Dr.  Samuel  Martin  Seidlin,  Monte- 
fiore  Hospital,  and  “Recent  Advances  and  New 
Problems  in  the  Medical  Use  of  Radioisotopes,”  Dr. 
Bernard  Roswit,  chief  of  the  radiotherapy  depart- 
ment, Veterans  Administration  Hospital,  the  Bronx. 

New  York  Council  of  Surgeons 

Dr.  Albert  Lesser,  assistant  professor  of  surgery, 
New  York  Medical  College,  spoke  on  “Diagnosis  and 
Management  of  Peripheral  Vascular  Emergencies  of 
the  Extremities”  at  a meeting  sponsored  by  the  New 
York  Council  of  Surgeons,  November  9,  at  Park- 
chester  General  Hospital,  the  Bronx. 

On  November  23,  Dr.  Abraham  P.  Matusow, 
assistant  clinical  professor  of  otorhinolaryngology, 
New  York  Medical  College,  spoke  on  “Emergencies 
in  Otorhinolaryngology  and  Related  Plastic  Surgery 
and  Their  Management  by  the  General  Prac- 
titioner.” 

New  York  State  Society  of  Anesthesiologists 

The  third  Postgraduate  Assembly  of  the  New  York 
State  Society  of  Anesthesiologists  W'as  held  Decem- 
ber 9 and  10  in  New  York  City..  Topics  discussed  in- 
cluded: “Acute  Cardiac  Death  in  Anesthesia," 

“Mechanism  of  the  Action  of  Volatile  Anesthetics,” 
“Implications  of  Recent  Trends  in  Pharmacology,” 
“The  Pathology  of  Anoxia  and  Anesthesia,”  “Re- 
cent Advances  in  Pre-  and  Postoperative  Care,” 
“Spinal  Anesthesia,”  “Diagnostic  and  Therapeutic 
Block  in  Intractable  Pain,”  and  “Curare.” 


FUTURE 


New  York  Academy  of  Medicine 

“The  Future  in  Medicine”  is  the  theme  of  the 
fourteenth  series  of  Lectures  to  the  Laity,  being 
sponsored  during  November,  December,  January, 
and  February  by  the  New'  York  Academy  of  Medi- 
cine. 

Lectures  to  be  given  include: 

December  23 — “Science  Under  Dictatorship,”  Dr. 
Leo  Alexander,  Boston  State  Hospital,  Boston,  Mas- 
sachusetts. 

January  13 — “Blood  and  Man,”  William  C. 
Boyd,  Ph.D.,  Boston  University  School  of  Medicine, 
Boston,  Massachusetts. 

January  27 — “The  Future  of  Nuclear  Energy,” 
John  Ray  Dunning,  Ph.D.,  Columbia  University, 
New  York  City. 

February  10 — “The  Criminal  in  Our  Midst,”  Dr. 
George  E.  Gardner,  Judge  Baker  Guidance  Center, 
Boston,  Massachusetts. 

Previous  lectures  in  the  series  have  included: 
“Some  Problems  in  Law  and  Medicine,”  Robert  P. 
Patterson,  former  U.S.  Secretary  of  War,  and  “The 
Endocrines:  Masters  or  Servants?,”  Dr.  Ephraim 


Shorr,  Cornell  University  Medical  College,  New 
York  City. 

American  Laryngological,  Rhinological  and 
Otological  Society,  Inc. 

The  Eastern  Section  of  the  American  Laryngologi- 
cal, Rhinological  and  Otological  Society,  Inc.,  will 
meet  January  7,  1949,  in  Boston,  Massachusetts. 
The  midwinter  Council  meeting  will  be  held  in  New 
York  City  on  January  8,  1949. 

American  College  of  Physicians 

The  American  College  of  Physicians  will  conduct 
its  thirtieth  annual  session  in  New  York  City,  March 
28  through  April  1,  1949.  Dr.  Franklin  M.  Hanger, 
Jr.,  New  York  City,  is  chairman  for  local  arrange- 
ments of  clinics  and  panel  discussions.  Dr.  Walter 
W.  Palmer,  director  of  the  Public  Health  Research 
Institute  of  the  City  of  New  York  and  professor 
emeritus,  Columbia  University  College  of  Physicians 
and  Surgeons,  w'ho  is  president  of  the  College,  will  be 
in  charge  of  the  program  of  morning  lectures  and 
afternoon  general  sessions. 


PERSONALITIES 


Honored 

Dr.  Simon  Risefeld  Blatteis,  Brooklyn,  at  a dinner 
at  the  Waldorf-Astoria,  New  York  City,  on  Decem- 
ber 6,  to  mark  his  fifty  years  in  the  practice  of 
medicine. 

Appointed 

Dr.  Samuel  A.  Brown,  New  York  City,  former 
president  of  the  New  York  Academy  of  Medicine 
and  dean  emeritus  of  the  New  York  University 
College  of  Medicine,  as  acting  chairman  of  the  Board 


of  Trustees  of  the  New  York  University-Bellevue 
Medical  Center.  . Dr.  Jacob  M.  Ravid,  formerly 
pathologist  at  the  Izrael-Zion  Hospital,  Brookyn,  as 
pathologist  and  director  of  laboratories  at  St.  Clare’s 
Hospital,  New  York  City... Dr.  Donal  Sheehan, 
formerly  director  of  the  Commonwealth  Fund,  as 
chairman  of  the  Scientific  Committee,  New  York 
University-Bellevue  Medical  Center. 

Elected 

As  members  of  the  board  of  governors  of  the 
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American  College  of  Surgeons  for  terms  ending  in 
1951 — Dr.  Walter  T.  Dannreither,  Dr.  Philip  D. 
Wilson,  and  Dr.  Marvin  F.  Jones,  all  of  New  York 
City,  and  Dr.  Eldridge  H.  Campbell,  Albany. 

Speakers 

Dr.  Frank  E.  Adair,  associate  professor  of  sur- 
gery, Cornell  University  Medical  College,  New  York 
City,  at  a symposium  on  “Cancer  Is  Curable”  at  the 
meeting  of  the  American  College  of  Surgeons  in  Los 
Angeles,  California,  on  October  19.  . .Dr.  John  N. 
Evans,  Brooklyn,  on  “Circulatory  Aspects  of  the 
Glaucoma  Problem”  as  the  Mark  J.  Schoenberg 
Memorial  Lecture,  December  6,  under  the  joint 
sponsorship  of  the  New  York  Society  for  Clinical 
Ophthalmology  and  the  National  Society  for  the 
Prevention  of  Blindness.  . .Dr.  John  H.  Garlock, 
New  York  City,  at  the  third  Mexican  Congress  of 
Medicine,  November  8 to  12,  in  Mexico  City,  where 
he  was  acting  president  of  the  Congress  for  one  day, 
gave  a paper  on  “The  Surgical  Treatment  of  Duo- 
denal Ulcer,”  and  held  operative  clinics  at  one  of  the 
Mexico  City  hospitals. 

Dr.  Ralph  Waldo  Gerard,  professor  of  physiology, 
University  of  Chicago  Medical  School,  on  “Physi- 
ology and  Psychiatry”  November  8,  as  the  annual 


Menas  S.  Gregory  Lecture  sponsored  by  the  New 
York  University  College  of  Medicine.  . Dr.  Foster 
Murray,  director  of  tuberculosis  at  the  Kingston 
Avenue  Hospital,  Brooklyn,  November  9,  at  a meet- 
ing sponsored  by  the  American  College  of  Chest 
Physicians. . .Dr.  Joseph  I.  Pascal,  New  York  City, 
recently  returned  from  Europe  after  giving  lectures 
on  “A  Graphic  Study  of  the  Ocular  Muscles”  and  “A 
New  Static  and  Dynamic  Muscle  Schema”  at  the 
Section  on  Ophthalmology  at  the  Centennial  Medical 
Congress  of  the  Hungarian  Medical  Society,  at  the 
annual  convention  of  the  Swiss  Ophthalmological 
Society,  and  at  a meeting  of  the  Ophthalmological 
Society  of  Paris. 

New  Offices 

Dr.  Robert  Hubbard,  World  War  II  veteran, 
formerly  of  Buffalo,  practice  of  dermatology  in 
Utica.  . Dr.  James  Huck,  Utica,  who  served  with 
the  U.S.  Navy  Medical  Corps,  general  practice  in 
Herkimer.  . Dr.  William  C.  Karl,  formerly  a flight 
surgeon  with  the  Air  Transport  Command  in  the 
Pacific  Theater,  practice  of  internal  medicine  in 
Williston  Park.  . . Dr.  William  J.  Waters,  Navy 
veteran  who  recently  completed  postgraduate  work 
at  Harvard  Medical  School,  practice  of  pediatrics  in 
Syracuse. 


ADOPTION  IN  NEW  YORK  CITY 

To  supply  a comprehensive  study  of  the  adoption 
situation,  the  New  York  Academy  of  Medicine,  the 
United  Hospital  Fund  of  New  York,  and  the  Wel- 
fare Council  of  New  York  City  in  1946  jointly 
appointed  the  New  York  City  Committee  on  Adop- 
tions to  make  a broad  inquiry  into  adoptions  and 
related  services.  The  report  of  this  Committee  has 
just  been  published  by  the  Welfare  Council. 

Thirty-seven  public  and  private  agencies  working 
in  the  New  York  City  adoption  field  and  the  social 
service  departments  of  11  hospitals  participated  in 
the  report.  Miss  Katharine  F.  Lenroot,  chief  of  the 
Children’s  Bureau  of  the  Federal  Security  Agency, 
said,  in  her  foreword  to  the  report,  that  the  recom- 
mendations “taken  together,  represent  an  approach 
to  adoption,  not  as  a problem  for  social  work  alone, 
or  law,  or  medicine,  or  any  separate  professional 
group,  but  rather  as  one  for  action  by  the  whole 
community.” 

The  report  is  chiefly  concerned  with  a study  of  the 
services  in  New  York  City  and  philosophy  and 
conditions  of  adoption  practice.  Conceding  that 
approved  facilities  for  adoptions  in  New  York  are 
inadequate,  the  Committee  agrees  that  the  impor- 
tant process  of  adoption  should  be  handled  through 
authorized  agencies  chartered  bv  the  State  and 


subject  to  inspection  and  supervision  by  the  State 
Department  of  Welfare.  Of  particular  interest  to 
the  medical  profession  was  the  recommendation 
“that  the  medical,  legal,  nursing,  social  work  pro- 
fessions and  the  clergy  be  requested  to  study 
questions  of  ethical  practice  in  relation  to  the  care 
of  unmarried  mothers  and  the  placement  of  children 
in  adoption  with  a view  to  informing  members 
•directly  as  to  accepted  procedure  and  the  use  of 
authorized  agencies.” 

The  report  pointed  out  certain  weaknesses  in  the 
law  which,  at  the  present  time,  does  not  penalize  or 
forbid  such  unethical  practices  as  the  placing  of 
children  for  adoption  at  a price.  The  committee 
has  asked  that  certain  principles  be  incorporated  in 
the  law,  namely,  notification’  of  an  appropriate 
public  agency  by  persons  who  have  taken  a child  for 
adoption  within  two  weeks  after  they  receive  the 
child  in  their  home;  prompt  investigation  by  an 
appropriate  social  agency  of  the  placement  of  a 
child  in  a prospective  adoption  home,  and  requiring 
investigation  before  the  adoption  becomes  final  in 
the  court.  The  committee  also  asks  for  legal  pro- 
cedures for  the  termination  of  unsatisfactory  place- 
ments and,  of  course,  prevention  of  placements  of 
children  for  private  profit. 


HOSPITAL  NEWS 


1948  Directory  Shows 


THE  almost  18,000,000  Americans  admitted  into 
the  6,173  hospitals  of  the  United  States  in  1947 
represent  nearly  a 100  per  cent  increase  over  the  9,- 
221,517  patients  admitted  to  hospitals  in  1937,  ten 
years  ago.  These  figures,  along  with  many  others 
illustrating  the  increased  recognition  of  the  place  of 
hospitals  in  the  nation’s  health  and  welfare,  appear 
in  the  1948  American  Hospital  Directory. 

According  to  the  statistics,  last  year  one  in  every 
eight  Americans  received  hospital  care.  Approxi- 
mately 16,000,000  patients,  2,000,000  more  than  in 
1946,  were  admitted  to  general  hospitals  in  1947. 
Rising  prices  left  their  mark,  as  the  average  cost  of 


Growth  of  Hospitals 

caring  for  a patient  for  one  day  in  a general  hospital 
jumped  from  $9.39  in  1946  to  $11.09  in  1947,  leaving 
a daily  deficit  of  $1.38  per  patient. 

Hospitals  spent  about  $400,000,000  more  in  1947 
than  in  1946,  due  to  higher  wages,  higher  prices,  and 
expanded  services.  It  is  significant  that  the  average 
patient  entering  a general  hospital  last  year  stayed 
for  only  eight  days,  as  compared  to  9.1  days  in  1946. 
The  Association  concludes  that  this  shorter  hospital 
stay  results  from  the  increasing  tendency  of  patients 
to  enter  hospitals  in  earlier  stages  of  illness,  as  well 
as  from  wider  recognition  of  the  value  of  hospitals, 
improved  treatment  methods,  and  early  ambulation. 


Building  Work  at  31  Hospitals  to  Get  U.S.  Aid 


/CONSTRUCTION  projects  for  11  hospitals  in  the 
v- ' metropolitan  New  York  area,  estimated  to  cost 
$2,753,411,  and  for  20  upstate  hospitals,  estimated 
to  cost  $15,832,613,  were  approved  for  Federal  aid  by 
the  State  Joint  Hospital  Survey  and  Planning  Com- 
mission in  Albany  on  November  20. 

Dr.  John  J.  Bourke,  commission  director,  said 
Federal  grants  would  amount  to  about  a third  of  the 
total  cost.  The  remainder  will  be  borne  by  the  proj- 
ects’ sponsors. 

Slated  for  the  most  aid  in  the  New  York  area  is  the 
YVyckoff  Heights  Hospital,  Brooklyn,  where  the 
addition  of  a 100-bed  wing  is  estimated  to  cost 
$1,501,000.  A $700,000  thirty-six-bed  addition  to 
the  Jamaica  General  Hospital,  Jamaica,  Queens,  and 
a $241,450  forty-bassinet  nursery  for  Mount  Sinai 
Hospital,  have  also  been  approved. 

Other  projects  approved  for  the  New  York  area 
are  a $34,492  sixty-bassinet  nursery  for  Kings 
County  Hospital,  Brooklyn;  a $14,766  sixty-bassinet 
nursery  for  Harlem  Hospital;  a $15,968  twenty-four- 
bassinet  nursery  for  Queens  General  Hospital, 


Jamaica,  Queens;  a $15,868  thirty-two-bassinet 
nursery  for  Fordham  Hospital,  the  Bronx. 

Also,  a $7,987,  twenty-five  bassinet  nursery  for 
Lincoln  Hospital,  the  Bronx;  a $55,000,  twenty- 
bassinet  nursery  for  Presbyterian  Hospital  in  the 
City  of  New  York,  and  a $29,280  thirty-five-bassinet 
nursery  for  Bellevue  Hospital. 

The  thirty-one  projects  were  selected  to  make  up 
the  first  and  second  years  goal  for  a five-year,  State- 
wide construction  program  that  the  commission  re- 
commended in  a report  issued  last  J une.  The  commis- 
sion estimated  that  the  long-range  program  it  recom- 
mended would  cost  approximately  $750,000,000  and 
would  provide  54,000  additional  hospital  beds. 

Construction  of  new  general  hospitals  and  ad- 
ditions to  existing  plants  constitute  the  majority  of 
the  projects.  Alterations  to  existing  hospitals  to 
provide  nurseries  for  premature  newborn  infants, 
construction  of  several  public  health  centers  and 
laboratories,  and  modernization  of  some  hospitals 
throughout  the  State  make  up  the  remainder  of  the 
projects. 


NEWS  NOTES 


Mount  Sinai  Hospital,  New  York  City,  has  an- 
nounced the  appointment  of  Dr.  Sidney  M.  Samis  as 
assistant  director.  Dr.  Samis,  who  has  served  in  ad- 
ministrative posts  at  Montefiore  Hospital  and  the 
Union  Health  Center  in  New  York,  was  a MedicJl 
Corps  captain  during  the  war. 


The  cornerstone  of  a new  $1,100,000  building  at 
Hillside  Hospital,  which  will  increase  the  capacity  of 
the  hospital  from  88  to  172  beds,  was  laid  October 
24  by  Leon  Lowenstein,  a vice-president  of  the 
hospital,  on  its  grounds  at  Bellerose,  Queens.  At 
the  same  time  affiliation  of  Hillside  Hospital  with 
the  Federation  of  Jewish  Philanthropies  of  New 
York  was  announced. 


Tumor  clinics  attached  to  six  Buffalo  area  hos- 
pitals are  cooperating  in  the  nation-wide  effort  to 
arrest  cancer.  With  better  diagnosis  and  treatment 
of  cancer  patients  as  their  goal,  the  clinics  aro  among 


more  than  400  scattered  throughout  the  United 
States  which  conform  to  the  standards  set  up  by  the 
American  College  of  Surgeons.  They  are  located  at 
Meyer  Memorial,  General,  Our  Lady  of  Victory, 
Millard  Fillmore,  Children’s,  and  Mercy  Hospitals. 


Dr.  Cameron  Guild,  formerly  on  the  staff  of  the 
National  Tuberculosis  Association  in  New  York 
City,  and  for  the  past  year  with  the  medical  section 
of  the  Veterans  Administration,  has  been  appointed 
to  the  post  of  chief  of  professional  services  at  Sun- 
mount  Veterans  Hospital  in  Tupper  Lake. 


Dr.  William  H.  Shehadi,  formerly  director  of 
radiology  at  Mount  Vernon  Hospital,  Mount  Vernon, 
has  accepted  the  position  of  professor  of  radiology 
and  director  of  t he  department  at  New  York  Poly- 
clinic Medical  School  and  Hospital  in  New  York 
City. 
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TO  THE  MEDICAL  SOCIETY  OF  THE  STATE  NEW  YORK 


A.M.A.  Woman’s  Auxiliary  Holds  Conference 


THE  fifth  annual  conference  of  state  presidents, 
presidents-elect,  and  chairmen  of  standing  com- 
mittees of  the  Woman’s  Auxiliary  to  the  American 
Medical  Association  was  held  in  Chicago,  Illinois, 
on  November  4 and  5,  with  Mrs.  Luther  H.  Kice, 
New  York,  national  president,  in  charge. 

The  New  York  State  Woman’s  Auxiliary  was 
represented  by  Mrs.  Alfred  L.  Madden,  national 
parliamentarian;  Mrs.  Harry  F.  Pohlmann,  na- 
tional program  chairman;  Mrs.  Edgar  M.  Neptune, 
State  president  ; Mrs.  William  J.  Lavelle,  president- 
elect, and  Mrs.  Kice. 

Speakers  at  the  conference  included:  “School 

Health  Problems,”  Fred  V.  Hein,  Ph.D.;  “Report 
on  the  Hoover  Commission,”  Mr.  Thomas  A. 
Hendricks,  secretary  of  the  Council  on  Medical 


Service:  “The  Forces  Behind  the  Drive  for  Social- 
ized Medicine  and  Education,”  Mr.  Arthur  Conrad, 
associate  administrator  of  the  National  Physicians’ 
Committee;  “Public  Relations  for  Auxiliaries,”  Mr. 
William  Doscher,  assistant  director  of  public  rela- 
tions of  the  American  Medical  Association,  and 
“Life  Expectancy,”  Frank  G.  Dickinson,  Ph.D., 
from  the  Bureau  of  Medical  Economics  Research 
of  the  A.M.A. 

At  the  luncheon,  Mrs.  Kice  introduced  Dr.  R.  L. 
Sensenich,  A.M.A.  president,  who  urged  the  entire 
Auxiliary  membership  to  be  informed  and  fearless 
in  talking  to  other  groups  about  health  problems. 
Dr.  Louis  H.  Bauer,  secretary  of  the  World  Medical 
Association,  spoke  about  the  organization,  its  for- 
mation, its  aims  and  purposes. 


State  Auxiliary  Program  for  1948-1949 


PRESENTED  at  the  fall  board  meeting  of  the 
State  Woman’s  Auxiliary  in  Syracuse  on  October 
18,  the  year’s  program  for  the  Auxiliary  has  been 
published  in  a pamphlet,  “Ladder  to  Auxiliary 
Success”.  Basing  the  program  on  plans  to  improve 
public  relations,  guide  legislation,  stimulate  health 
education,  support  philanthropy,  and  promote  so- 
ciability, the  State  Auxiliary  will  meet  February  9 
and  10,  1949,  in  New  York  City,  for  the  midwinter 


Westchester  Becomes  45th 

WITH  the  organization  of  the  Woman’s  Auxili- 
ary to  the  Westchester  County  Medical  So- 
ciety on  October  27,  the  number  of  county  auxiliar- 
ies in  New  York  State  reaches  45.  More  than  200 
wives  of  Westchester  County  physicians  attended 
the  organization  meeting,  held  in  White  Plains,  and 
became  charter  members  of  the  new  Auxiliary. 

Mrs.  Laurance  D.  Redway,  Ossining,  was  elected 
president  of  the  new  group.  Other  officers  are:  Mrs. 
Reginald  A.  Higgons,  Port  Chester,  president-elect; 


board  session.  In  the  36-page  program  book,  infor- 
mation is  included  on  archives,  calendar,  convention, 
finance,  historian,  Hygiea,  councilors,  legislation, 
national  health  program,  national  bulletin,  organiza- 
tion and  membership,  parliamentarian,  Physicians’ 
Home,  press  and  publicity,  program,  public  re- 
lations, voluntary  health  prepayment  plan,  and 
progress  reports  of  State  officers  and  committee 
chairmen. 


Organized  County  Auxiliary 

Mrs.  Isadore  Zadek,  Mount  Vernon,  vice-president; 
Mrs.  Joseph  E.  J.  King,  Bronxville,  recording  secre- 
tary; Mrs.  David  Fertig,  Hartsdale,  corresponding 
secretary,  and  Mrs.  Romeo  Roberto,  Yonkers, 
treasurer. 

At  the  initial  meeting,  talks  were  given  by  three 
officers  of  the  State  Auxiliary,  Mrs.  Edgar  M.  Nep- 
tune, president;  Mrs.  Herman  W.  Galster,  vice- 
president,  and  Mrs.  Morris  H.  Newton,  organization 
chairman. 


COUNTY  NEWS 


Cayuga  County 

The  Cayuga  County  Woman’s  Auxiliary  held 
open  house  and  a silver  tea  at  the  Cayuga  Home  for 
Children,  in  Auburn,  on  Nobember  12,  for  the 
benefit  of  the  Home.  In  charge  were  Mrs.  Herbert. 
Jones,  chairman  of  the  finance  committee,  and  Mrs. 
F.  L.  Okoniewski,  chairman  of  the  hospitality  com- 
mittee. 

In  December  the  group  plans  to  hold  a rummage 
sale. 


Dutchess  County 

The  Dutchess  County  Woman’s  Auxiliary  met  on 
October  14,  in  Poughkeepsie,  for  a luncheon  and 
business  session.  Guests  included  Mrs.  J.  Emerson 
Noll,  first  district  councilor,  and  Mrs.  W.  A. 
Schmitz,  State  press  and  publicity  chairman.  Mrs. 
Noll  spoke  on  the  value  of  woman’s  auxiliaries  and 
emphasized  their  worth  to  the  community. 

The  program  also  included  a book  review  by  Mrs. 
William  II.  Conger  of  “I  Love  My  Doctor,”  a report 
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on  the  State  convention  by  Mrs.  Clifford  A.  Crispell 
and  Mrs.  A.  W.  Thompson,  and  a talk  by  Miss  C.  R. 
Cortopassi  of  Vassar  Brothers  Hospital,  who  ex- 
plained how  the  Auxiliary  could  aid  in  transporta- 
tion of  patients  for  the  Cancer  Society. 

Mrs.  Albert  A.  Rosenberg,  president,  presided 
at  the  meeting. 

Erie  County 

A Christmas  tea  to  welcome  new  members  was 
held  by  the  Erie  County  Woman’s  Auxiliary  on 
December  14,  with  a large  Christmas  tree  and  gifts 
for  each  guest  of  honor  featuring  the  decorations. 
A musical  program  was  presented.  In  charge  were 
Mrs.  Joseph  A.  Zavisca,  membership  chairman, 
and  Mrs.  Charles  A.  Schuder,  house  and  hospitality 
chairman. 

Other  recent  activities  of  the  group  include  a 
dessert  bridge  and  fur  style  show  on  October  28  for 
the  benefit  of  the  nurses’  scholarship  fund,  with  Mrs. 
Norman  F.  Graser,  program  chairman,  in  charge; 
a November  luncheon  with  a harvest  theme,  and  a 
class  in  parliamentary  law  procedure  for  board 
members,  which  began  on  October  20. 

Kings  County 

At  the  November  meeting  of  the  Kings  County 
Auxiliary,  held  November  9 following  a buffet 
luncheon,  Mr.  Thomas  E.  Walsh,  field  representa- 
tive from  the  Public  Relations  Bureau  of  the  State 
Medical  Society,  was  the  guest  speaker. 

The  annual  bridge  of  the  Auxiliary  was  held  on 
October  26,  with  Mrs.  Charles  E.  Robinson  as 
chairman.  The  Auxiliary  was  represented  at  the 
fall  board  meeting  in  Syracuse  by  Mrs.  Edwin  A. 
Griffin,  Mrs.  Clifton  L.  Dance,  and  Mrs.  Charles  E. 
Scofield,  president. 

Onondaga  County 

Mr.  Thomas  E.  Connolly,  recently  appointed 
executive  secretary  of  the  Onondaga  County  Health 
Association,  addressed  the  members  of  the  Onon- 
daga County  Auxiliary  at  their  meeting  held  No- 
vember 9 in  Syracuse.  His  topic  was  “The  Func- 
tion of  the  Onondaga  Health  Association.”  Mrs. 
William  J.  Ryan  was  chairman  of  the  social  hour 
which  followed  Mr.  Connolly’s  talk. 

Queens  County 

Installation  of  officers  for  the  Queens  County 
Auxiliary  was  held  December  7 at  the  Gramercy 
Park  Hotel,  with  Mrs.  Meyerson  Coe  as  installation 
officer.  Guest  speakers  were  Mrs.  Edgar  M.  Nep- 
tune, State  auxiliary  president;  Mrs.  Luther  H. 


Kice,  national  auxiliary  president,  and  Mrs.  Clifton 
L.  Dance,  second  district  councilor. 

Officers  installed  included:  Mrs.  Samuel  Klein, 
president;  Mrs.  Frank  Lo  Presto,  president-elect; 
Mrs.  Evan  McClave,  vice-president;  Mrs.  John  De 
Hoff,  secretary;  Mrs.  John  Finnegan,  treasurer; 
Mrs.  William  Flanagan,  assistant  treasurer;  Mrs. 
Harry  Secky,  historian,  and  Mrs.  Patric  De  Cano, 
Mrs.  Gustin  Kiffney,  Mrs.  John  Mauro,  Mrs. 
Harold  Forster,  Mrs.  John  Scannell,  Mrs.  Joseph 
Hallinan,  Miss  Adele  Hallinan,  and  Mrs.  William 
C.  Bronx,  district  representatives. 

Rensselaer  County 

The  annual  membership  tea  of  the  Rensselaer 
County  Auxiliary  was  held  October  26  in  Troy. 
Guests  of  honor  included  Mrs.  Albert  Vander  Veer, 
third  district  councilor,  and  Mrs.  A.  M.  Yenich, 
president  of  the  Albany  County  Auxiliary. 

The  quarterly  bulletin  of  the  Rensselaer  County 
Auxiliary,  The  Marc,  celebrated  its  first  year  of  pub- 
lication in  October.  Heading  the  editorial  com- 
mittee are  Mrs.  Samuel  Werlin,  Troy,  and  Mrs. 
John  J.  Noonan,  Watervliet. 

Richmond  County 

Projects  for  the  year  were  discussed  at  the  meeting 
of  the  Richmond  County  Auxiliary,  held  November 
16  at  the  Richmond  Memorial  Hospital,  with  the 
program  in  charge  of  Mrs.  Lawrence  Viola. 

The  first  meeting  of  the  year  was  held  September 
21  at  the  Staten  Island  Hospital,  with  Mrs.  Joseph 
Worthen  presiding.  Standing  committees  were  ap- 
pointed, and  the  members  agreed  to  continue  work 
in  the  offices  of  the  Staten  Island  Tuberculosis  and 
Health  Association  and  of  the  Staten  Island  Cancer 
Committee. 

Schenectady  County 

The  Schenectady  County  Auxiliary  held  its  first 
meeting  of  the  season  October  26  at  the  Mohawk 
Golf  Club,  Schenectady,  with  56  members  present 
at  the  luncheon  session.  Dr.  Nelson  Rust,  presi- 
dent of  the  Schenectady  County  Medical  Society, 
addressed  the  group. 

Presiding  at  the  meeting  was  Mrs.  Gomer  Rich- 
ards, president.  Committee  reports  were  given,  and 
the  group  voted  to  raise  funds  for  a nurses’  scholar- 
ship. 

On  November  11,  Dr.  Louis  H.  Bauer,  secretary 
of  the  World  Medical  Association,  addressed  a joint 
dinner  meeting  of  the  Auxiliary  and  the  Schenec- 
tady County  Medical  Society,  at  the  Hotel  Van 
Curler  in  Schenectady. 


THE  LADY  OR  THE  TIGER? 

A Londoner,  not  feeling  very  well,  went  for  free 
medical  care  under  the  new  Health  Scheme.  Enter- 
ing the  clinic,  he  saw  an  arrow  which  pointed  down 
a long  corridor.  He  followed  it  until  he  came  to 
two  doors,  one  marked  “Female,”  the  other  “Male.” 
( loing  through  the  latter  he  found  himself  in  another 
long  corridor  at  the  end  of  which  were  two  more 


doors.  These  were  marked  “Under  35”  and  “Over 
35.”  lie  chose  the  right  one  which  opened  into 
still  another  lengthy  corridor,  which  again  ended 
with  two  doors.  These  were  marked  “Conserva- 
tive” and  “Labor.”  As  a Conservative,  he  chose 
the  former,  walked  through  it,  and  found  himself — 
in  the  street. — New  York  Times,  November  l/h  19//8 


ABSTRACT  OF  MINUTES  OF  THE  COUNCIL  OF  THE  MEDICAL 
SOCIETY  OF  THE  STATE  OF  NEW  YORK 


A T ITS  meeting  on  October  14,  1948,  the  Council 
CY  considered  the  following  matters,  taking  action 
as  indicated. 

Secretary’s  Report 

Remission  of  State  Assessments. — Remission  of 
State  assessments  was  voted  on  account  of  service 
with  the  armed  forces  for  one  member  for  1947;  also 
on  account  of  illness  for  Julia  R.  Gibson  for  1947  and 
1948;  Joseph  Tennenbaum  for  1948;  Sidney  H. 
Saffer  for  1948  and  Alexander  A.  Stone  for  1948,  all 
of  Kings  County.  Doctors  William  J.  Rozwig  and 
Henrietta  C.  Christen  had  their  War  Memorial 
assessments  remitted  due  to  illness. 

Meetings. — Since  our  last  meeting  your  Secretary 
attended  six  district  branch  meetings.  At  the 
meeting  of  the  Fourth  District  Branch,  Saratoga 
Springs,  September  24,  I addressed  the  meeting  on 
“Paging  the  Medical  Society  of  the  State  of  New 
York.” 

Your  Secretary  also  attended  the  funeral  of  our 
trustee,  Dr.  Albert  A.  Gartner,  at  Buffalo  on  Sep- 
tember 11.  A letter  of  condolence  was  sent  to  Mrs. 
Gartner  as  directed  by  you. 

Your  Secretary"  attended  the  dinner  of  the  34th 
annual  convention  of  the  International  Association 
of  Industrial  Accident  Boards  and  Commissions  at 
the  Hotel  Commodore,  New  York  City,  September 
14.  Present  also  were  Dr.  Fenwick  Beekman,  Dr. 
Edward  R.  Cunniffe,  Dr.  Harry  Golembe,  Dr.  Chas. 
Gordon  Heyd,  Dr.  David  J.  Ivaliski,  Dr.  J.  Stanley 
Kenney,  Dr.  John  J.  Masterson,  and  Mr.  Thomas 
E.  Walsh.  Dr.  Joseph  Raphael,  member  of  the 
Medical  Practice  Committee  of  the  New  York  State 
Workmen’s  Compensation  Bureau,  sat  at  table  with 
us. 

The  trustees  of  the  Medical  Society  of  the  State 
of  New  York  have  directed  me  to  notify  the  Council 
of  the  necessity"  for  all  bureaus,  committees,  and 
individuals  connected  with  the  Society  to  keep 
within  the  1948  budget,  owing  to  the  financial  con- 
dition of  the  Society. 

On  his  way  to  the  Seventh  District  Branch  Meet- 
ing at  Canandaigua,  your  Secretary  inspected  the 
physiotherapy  department  at  Ithaca  College. 

Your  Secretary  takes  the  liberty  to  suggest  that 
the  Board  of  Trustees  be  requested  to  renew  Dr. 
Robert  II.  Hannon’s,  Dr.  David  J.  Kaliski’s,  and 
Mr.  George  P.  Farrell’s  contracts  with  the  Society. 

The  New  York  State  branch  of  Selective  Service 
sent  a request  to  our  Society  for  nominations  for 
appointments  to  certain  local  Selective  Service 
Boards.  Your  Secretary  has  written  to  the  secre- 
taries of  the  appropriate  county  medical  societies 
requesting  nominations.  He  respectfully  requests 
approval  of  this  action  including  transmission  of 
such  nominations  to  the  Albany  office  of  Selective 
Service. 

Communications.— 1.  Letter  from  Dr.  Irving  L. 
Ershler,  secretary  of  Onondaga  County"  Medical 
Society,  to  Dr.  Anderton,  September  30,  1948, 
which  in  part  states: 

This  Society  has  received  a contribution  of  $24  from  St. 

Joseph  Hospital,  Syracuse,  for  the  proposed  War  Memorial 

established  by  the  State  Society.  At  its  regular  meeting 

this  week,  our  Comitia  Minora  directed  me  to  find  out  from 

you  if  this  spontaneous  contribution  in  the  name  of  St. 

Joseph  Hospital  will  be  acceptable. 


Dr.  Anderton  stated  he  had  inquired  of  Counsel 
whether  there  was  any  reason  why  the  Society 
should  not  accept  money"  for  this  purpose,  and  he 
stated  there  was  not. 

A vote  of  thanks  was  extended  in  the  name  of  the 
Society  to  St.  Joseph  Hospital,  Syracuse,  for  its 
donation  to  the  War  Memorial  Fund. 

2.  Annual  letter  from  the  president  of  the 
Physician’s  Home,  Dr.  Chas.  Gordon  Heyd,  request- 
ing the  Council  to  nominate  20  candidates  for  the 
Board  of  Directors  of  the  Physician’s  Home. 

It  was  voted  that  the  Council  nominate  to  the 
Board  of  Directors  of  Physician’s  Home  the  fol- 
lowing: Max  Einhorn,  B.  Wallace  Hamilton, 

Chas.  Gordon  Heyd,  Beverly  Chew  Smith, 
George  T.  Strodl,  Seymour  Wimpfheimer,  J. 
Miller  Walker,  O.  Shepard  Ivrech,  Edwin  P. 
Maynard,  Jr.,  Frederic  W.  Holcomb,  Maynard 
C.  Wheeler,  Everett  C.  Jessup,  Scott  Lord  Smith, 
Denver  M.  Vickers,  Edward  T.  Wentworth, 
Douglas  Quick,  W.  Guernsey'  Frey,  Jr.,  Louis  H. 
Bauer,  Conrad  Berens,  and  Herbert  H.  Bauckus. 

3.  Letter  from  Miss  Clara  Quereau,  secretary 
of  the  Board  of  Examiners  of  Nurses  of  the  Depart- 
ment of  Education  of  the  State  of  New  York  to  Dr. 
Anderton,  September  27,  1948: 

Under  the  provisions  of  the  Nurse  Practice  Act  of  the 
Education  Law,  two  or  more  nominations  for  a vacancy 
on  the  Nurse  Advisory  Council  to  be  filled  by  a representa- 
tive of  the  Medical  Society  of  the  State  of  New  York  shall 
be  submitted  to  the  Department  on  or  before  November  1 
of  any  year  by  the  Medical  Society. 

The  term  of  Dr.  Clayton  W.  Greene,  Buffalo,  as  a mem- 
ber of  the  Council  expires  December  31  of  this  year.  Ad- 
visory Council  members  are  appointed  for  a term  of  three 
years.  If  the  Medical  Society  wishes  to  recommend  the 
renomination  of  Dr.  Greene,  it  will  not  be  necessary  to 
submit  his  biography  since  this  is  already  on  file.  How- 
ever, a biographical  sketch  should  be  included  for  the 
alternate  nominee. 

After  discussion,  it  was  voted  that  the  Council  of 
the  Medical  Society  of  the  State  of  New  York 
nominate  to  the  Board  of  Regents  of  the  Uni- 
versity of  the  State  of  New  York  Dr.  Clayton  W. 
Greene  of  Buffalo  and  Dr.  W.  Guernsey  Frey,  Jr., 
of  New  York  for  membership  on  the  Nurse  Ad- 
visory Council. 

4.  Letter  from  Mrs.  Edna  C.  Gartner,  October 
11,  1948,  expressing  appreciation  for  the  Society’s 
condolences  was  read. 

5.  Letter  from  the  Deputy"  Commissioner  of 
Health  of  the  State  of  New  York,  Dr.  Hollis  S. 
Ingraham,  dated  September  30,  1948,  addressed  to 
Dr.  Simpson: 

At  Dr.  Hilleboe’s  suggestion,  I am  writing  to  you  in  re- 
gard to  rearranging  of  Medical  Society  districts,  about 
which  he  spoke  to  you  by  telephone  recently. 

The  districting  of  our  own  Health  Department  has  re- 
cently been  rearranged  so  as  to  incorporate  six  regions, 
each  under  the  head  of  a regional  director.  The  attached 
map  indicates  the  boundaries  of  these  regions. 

The  delineation  of  these  regions  was  based  on  several 
considerations,  the  most  important  of  which  was  the  de- 
sire of  the  Department  to  maintain  close  contact  with  the 
teaching  hospitals  and  medical  schools  of  the  State.  This 
is  particularly  important  in  relation  to  the  administration 
of  the  medical  services  of  the  Department.  Consideration 
was  also  given  to  the  natural  flow  of  the  population  with 
regard  to  distance  and  transportation  facilities,  and  the 
Department  was  guided  in  this  matter  by  the  Marketing 
Map  of  New  York  as  prepared  by  the  Hearst  Magazines, 
Inc.,  and  to  the  existing  movement  of  the  population  with 


2745 


2746 


MINUTES  OF  THE  COUNCIL 


[N.  Y.  State  J.  M. 


respect  to  medical  services  based  on  the  place  of  hospitali- 
zation of  cancer  patients. 

It  is  also  to  be  noted  that  the  New  York  State  Com- 
mission on  Medical  Care  suggested  similar  districts  and 
primary  centers  for  hospital  service,  as  did  the  New  York 
State  Health  Preparedness  Commission.  Also,  the  dis- 
tricts of  the  New  York  State  Department  of  Social  Welfare 
follow  this  same  outline.  Each  of  the  above  varies  only  by 
the  inclusion  or  exclusion  of  a few  counties. 

In  general,  we  believe  that  the  regionalization  as  de- 
picted here  will  prove  to  be  of  continuing  value  to  our  De- 
partment, and,  from  our  point  of  view,  the  redistricting  of 
the  State  Medical  Society  along  the  same  lines  would 
prove  definitely  helpful  to  us  in  our  various  joint  endeavors. 
There  are,  of  course,  a number  of  aspects  of  the  matter 
from  the  point  of  view  of  the  Medical  Society  which  we 
are  in  no  position  to  evaluate,  and  we  are  merely  suggesting 
that,  since  redistricting  is  now  being  considered,  this 
general  outline  be  brought  under  discussion. 

If  you  deem  it  desirable  and  Dr.  Kenney  concurs,  I 
should  be  very  happy  to  meet  with  the  Committee  and 
present  more  details  regarding  this  proposal. 

It  was  voted  that  this  be  referred  to  the  Planning 
Committee  for  Medical  Policies. 

6.  Letter  from  Dr.  Simon  Strauss,  retired  mem- 
ber, requesting  that  he  be  recommended  for  Asso- 
ciate Fellowship  in  the  American  Medical  Associa- 
tion. 

It  was  voted  that  he  be  so  recommended. 

Secretary’ s report  was  accepted,  and  its  recom- 
mendations were  voted. 

Treasurer’s  Report  was  accepted. 

Report  of  Executive  Officer 

Dr.  Hannon  reported  verbally  as  follows: 

The  Executive  Officer  has  attended  district 
branch  meetings,  which  have  all  been  completed 
but  two,  which  will  be  held  during  the  next  two 
weeks. 

The  office  in  Albany  has  been  busy  preparing  for 
the  legislative  session  of  next  year.  Many  different 
bills  have  been  proposed. 

One  of  the  suggested  bills  to  come  before  the  next 
Legislature  is  from  the  Board  of  Regents  in  regard 
to  rescinding  or  amending  the  Education  Law, 
Chapter  211  I think  it  is,  that  pertains  to  the  en- 
dorsement of  licenses  or  the  granting  of  a license 
without  examination.  This  suggestion  has  come 
from  them,  I think,  because  of  the  difficulties  they 
have  had  along  that  line  in  the  past. 

I have  been  instructed  to  attend  a meeting  to- 
morrow afternoon  in  Albany  regarding  proposed 
legislation  for  enforcing  the  inclusion  of  iodine  in 
taole  salt.  I have  been  collecting  opinions  on  that, 
and  so  far  the  consensus  of  opinion  seems  to  be  that 
it  would  be  unwise  to  make  it  compulsory  to  add 
iodine  to  all  salt  sold  in  New  York  State.  If  there 
are  any  expressions  otherwise  from  members  of  the 
Council,  I would  appreciate  having  them  before 
tomorrow. 

I have  been  having  correspondence  with  Senator 
Desmond  on  the  proposed  amendment  to  the  law 
requiring  premarital  health  certificates.  We  have 
been  instructed  by  the  House  of  Delegates  to  advo- 
cate a bill  shortening  the  time. 

We  are  working  on  many  proposed  bills,  and  I 
would  appreciate  very  much  if  anyone  that  has 
material  or  suggestions  regarding  these  proposed 
legislative  matters  would  send  them  to  my  office  as 
early  as  possible. 

Activities  of  Committees 

Economics. — Mr.  Farrell,  director  of  the  Bureau 
of  Medical  Care  Insurance,  made  the  following  re- 
port: 

During  September,  Mr.  Farrell  attended  the 


Fifth,  Sixth,  Seventh,  and  Eighth  District  Branch 
meetings  and,  at  the  Sixth  District  meeting  in 
Binghamton,  served  as  moderator  at  a round-table 
discussion  on  Prepayment  Medical  Care.  Papers 
were  presented  by  Dr.  Wertz,  Dr.  Leo  Gibson,  and 
Dr.  John  F.  Kelley  on  why  doctor  participation  is 
necessary  for  the  success  of  a medical  care  plan,  how 
the  Central  New  York  Medical  Plan  serves  the  doc- 
tor and  the  public,  and  why  Medical  and  Surgical 
Care  of  Utica  has  the  largest  member  participation 
of  any  plan  in  the  State  in  relation  to  Blue  Cross 
subscribers. 

September  21 : Mr.  Farrell  was  present  at  a 

stated  meeting  of  the  Medical  Society  of  the  County 
of  Westchester  in  White  Plains.  A discussion  of 
United  Medical  Service  was  presented  by  Mr.  John 
McCormack,  executive  vice-president,  Dr.  F.  E. 
Elliott,  medical  director,  and  Mr.  Fred  Newell,  en- 
rollment supervisor  of  the  plan. 

September  23:  Mr.  Farrell  attended  a meeting  at 
the  Waldorf-Astoria  for  the  discussion  of  proposals 
for  a Blue  Cross-Blue  Shield  Association  and  Blue 
Cross-Blue  Shield  Health  Service,  Inc.,  called  by 
the  director  of  the  Hospital  Service  Plan  Commis- 
sion and  the  director  of  Associated  Medical  Care 
Plans,  for  districts  II  and  III,  representing  the 
states  of  New  York  and  New  Jersey.  Dr.  Paul  R. 
Hawley,  chief  executive  officer  of  Blue  Cross-Blue 
Shield  Commission,  explained  the  proposals.  Fol- 
lowing the  meeting  Mr.  Farrell  summarized  these 
proposals,  with  comments,  for  distribution  to  New 
York  State  plan  presidents. 

Summary  and  Comments 

Proposals  for  a Blue  Cross-Blue  Shield  Asso- 
ciation and  Blue  Cross-Blue  Shield  Health 
Service,  Inc. 

The  proposals  have  been  approved  by  the  Joint 
Commission  of  Blue  Cross  and  Blue  Shield  and  by 
each  Commission  separately. 

They  have  been  accepted  by  American  Hospital 
Association  and  Board  of  Trustees  of  American 
Hospital  Association. 

Proposals  will  be  discussed  and  voted  upon  at  the 
Annual  Conference  of  plans  in  French  Lick  Springs, 
Indiana,  October  25  to  28,  1948. 

The  purpose  of  proposed  Blue  Cross-Blue  Shield 
Association  is  to  supplement  the  activities  of  both 
Commissions;  to  establish  a national  agency  “to 
provide  protection  against  the  cost  of  health  service 
for  employes  of  employers  operating  in  a territory 
or  territories  not  fully  covered  by  a single  plan,’’ 
and  to  act  as  the  agent  of  each  plan  in  soliciting  the 
employes  residing  in  the  territory  served  by  such 
plan  as  subscribers  to  each  plan's  subscription  cer- 
tificates and  in  collecting  the  subscription  rates  pay- 
able thereunder;  to  provide  protection  against  the 
cost  of  such  health  service  as  is  not  included  in  the 
benefits  offered  by  the  plan  otherwise  serving  such 
employes,  and'  provide  protection  against  the  cost 
of  health  service  to  employes  residing  in  any  terri- 
tory not  served  by  a plan.  The  agency  shall  not 
in  any  event  offer  or  provide  to  any  such  employes 
protection  against  the  cost  of  any  health  service 
which  is  included  in  the  benefits  which  a plan  is 
willing  to  provide. 

Membership. — Each  person  who  is  a member  of 
the  Blue  Shield  and  Blue  Cross  Commissions  auto- 
matically becomes  a member  of  the  corporation.  A 
bicameral  system  of  voting  applies  on  all  questions 
except  in  the  election  of  governors. 

A board  of  governors  shall  manage  the  affairs 
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of  the  corporation.  There  shall  be  30  in  number: 
15  Hospital  Governors  and  15  Medical  Governors, 
of  which  three  are  representatives  of  the  American 
Hospital  Association  and  three  are  representatives 
of  the  American  Medical  Association. 

A majority  of  the  members  of  the  board  of  govern- 
ors shall  constitute  a quorum  for  the  transaction  of 
business  and  majority  vote  shall  be  the  act  of  the 
board  and  not  the  bicameral  system  of  voting. 

It  is  proposed  to  establish  a Blue  Cross-Blue 
Shield  Health  Service,  Inc.,  which  will  be  a stock  in- 
surance company. 

The  amount  of  capital  of  the  company  shall  be 
$333,100  represented  by  3,430  shares  divided  into 
two  classes;  namely,  3,330  preferred  shares  of  the 
par  value  of  $100  per  share  and  100  common  shares 
of  the  par  of  $1.00  per  share.  Preferred  shares 
shall  be  issued  at  $150  per  share  of  which  $100  per 
share  shall  be  allocated  to  capital  and  $50  per  share 
shall  be  allocated  to  paid-in  surplus.  Common 
shares  shall  be  issued  at  $5.00  per  share  of  which 
$1 .00  per  share  shall  be  allocated  to  capital  and  $1.00 
per  share  shall  be  allocated  to  paid-in  surplus. 

It  is  contemplated  that  preferred  shares  will  be 
purchased  at  $150  per  share  with  funds  to  be  fur- 
nished by  contributing  plans.  If  all  shares  are  so 
purchased,  the  corporation  will  have  a capital  and 
paid-in  surplus  of  $500,000.  The  preferred  shares 
shall  not  be  entitled  to  any  dividends,  and  all  net 
earnings  will  be  used  to  redeem  the  preferred  shares 
at  their  issue  price.  In  order  that  contributing 
plans  can  act  together,  it  is  also  intended  that  the 
preferred  shares  will  be  placed  in  a voting  trust 
under  which  the  trustee  will  vote  only  as  directed 
by  the  contributing  plans.  By  the  terms  of  the 
voting  trust  agreement,  the  trustee  is  to  elect  ten 
of  the  fifteen  directors. 

The  common  shares  will  be  purchased  and  held  by 
the  Association.  Until  the  contributed  capital  has 
been  returned  by  the  redemption  of  the  preferred 
shares,  the  Association  will  elect  five  of  the  fifteen 
directors.  Thereafter,  the  Association  will  com- 
pletely control  the  Health  Service,  Inc.,  through  the 
ownership  of  all  outstanding  shares,  and  will  be  en- 
titled to  receive  all  earnings. 

The  corporation  has  been  organized  and  shall  be 
operated  solely  for  the  purpose  of  supplementing 
medical  care  and  hospital  care  benefits  which  volun- 
tary nonprofit  hospital  or  medical  care  plans  may 
from  time  to  time  be  willing  to  provide  and  to  as- 
sist plans  in  serving  the  employes  of  employers  op- 
erating in  a territory  or  territories  not  fully  covered 
by  a single  plan.  In  serving  these  employes,  this 
corporation  shall,  to  the  extent  permitted  by  law, 
use  its  best  efforts  to  induce  the  employes  residing 
in  a territory  served  by  a plan  to  become  sub- 
scribers to  the  subscription  certificates  issued  by 
such  plan  and  to  assist  such  plan  in  collecting  the 
subscription  rates  payable  thereunder;  provide 
protection  in  the  form  of  indemnity  or  otherwise 
against  the  cost  of  such  hospital,  medical,  or  other 
health  care  as  is  not  included  in  the  benefits  offered 
by  the  plan  otherwise  serving  such  employes;  pro- 
vide protection  in  the  form  of  indemnity  or  other- 
wise against  the  cost  of  hospital,  medical,  or  other 
health  care  to  employes  residing  in  any  territory 
not  served  by  a plan.  This  corporation  shall  not 
in  any  event  offer  or  provide  to  any  person  protec- 
tion against  the  cost  of ’any  health  service  which  is 
included  in  the  benefits  which  a plan  is  willing  to 
provide  to  such  person.  The  protection  so  pro- 
vided by  this  corporation  to  persons  residing  in  a 
territory  otherwise  served  by  a plan,  shall,  to  the 
extent  legally  permissible,  be  administered  by  such 


plan,  and,  to  that  end,  this  corporation  shall,  where 
legally  permissible,  appoint  each  plan,  or  its  chief 
salaried  executive  officer,  as  its  only  agent  or  agents 
in  said  territory. 

Comments. — -Under  the  Blue  Cross-Blue  Shield 
Health  Service,  Inc.,  there  would  be  one  corpora- 
tion which  would  provide  excess  coverage  for  em- 
ployes who  are  members  in  local  plans  for  both 
hospital  and  medical  care. 

Under  this  arrangement,  overutilization  for  hos- 
pital benefits  would  be  made  up  from  premium  in- 
come received  for  the  excess  coverage  providing 
medical  care  benefits.  Conversely,  the  same  would 
apply  for  overutilization  in  medical  care  benefits. 

The  one  corporation  idea  is  contrary  to  the  method 
and  principles  of  the  present  hospital  and  medical 
care  plans  now  operating  in  New  York  State,  which 
retain  within  their  own  control  the  rights  and  privi- 
leges to  make  changes  in  contract  benefits,  policies, 
rates,  etc. 

Due  to  the  steadily  increasing  rise  in  hospital 
costs  and  the  possibility  that  subsidies  may  have  to 
be  obtained  to  meet  these  costs,  either  by  local 
taxation  or  grants  from  the  State  or  Federal  govern- 
ment, it  is  advisable  to  establish  two  corporations; 
namely,  one  hospital  and  one  medical,  in  order  that 
the  medical  plan  would  be  entirely  independent  of 
any  dictation  from  a State  or  Federal  level  regarding 
its  policies.  Also,  the  medical  profession  would  be 
in  control  of  the  establishment  of  fee  schedules 
which  would  apply  to  the  excess  coverage  offered. 

Under  the  proposed  Health  Service,  Inc.,  benefits 
could  be  offered  only  on  an  indemnity  basis.  How- 
ever, if,  through  negotiations  with  a national  ac- 
count service,  benefits  were  demanded,  it  would  then 
be  entirely  up  to  the  willingness  of  local  physicians 
to  accept  the  indemnity  schedule  in  full  payment 
for  their  services. 

It  is  perhaps  difficult  to  determine  what  excess 
coverage  national  accounts  would  demand  through 
bargaining  agreement  with  unions.  In  the  event  a 
complete  medical  care  program  is  negotiated,  excess 
coverage  would  be  administered  by  the  local  plan 
in  addition  to  its  established  benefits.  From  an  ad- 
ministrative point  of  view,  it  would  be  reasonable 
to  anticipate  that,  where  house  and  office  calls  are 
provided,  administrative  functions  in  claims  would 
increase  many  times  as  compared  to  the  incident 
of  demand  under  the  local  plan.  This  would  auto- 
matically increase  the  administrative  costs  of  each 
plan  unless  they  are  reimbursed  by  the  Health  Serv- 
ice, Inc.,  for  these  services. 

The  principle  and  purpose  upon  which  medical 
care  plans  were  organized  were  for  community  serv- 
ice organizations.  Would  not  a plan  be  criticized 
for  discriminating  against  subscribers  who  were  not 
employes  of  national  accounts  by  offering  to  a pre- 
ferred group  excess  benefits  which  would  not  be 
available  to  local  subscribers? 

In  order  to  establish  the  Health  Service,  Inc.,  it 
is  necessary  for  the  plans  to  contribute  $500,000 
and,  being  nonprofit  corporations  subject  to  the 
New  York  State  Insurance  Department  regulations, 
I believe  that,  before  a commitment  could  be  made,  a 
definite  ruling  regarding  a contribution  for  the  pur- 
chase of  stock  should  be  obtained  from  the  Com- 
missioner of  Insurance. 

Dr.  Wertz,  chairman,  stated  that  there  would  be  a 
meeting  the  same  afternoon  of  the  Subcommittee  on 
Medical  Expense  Insurance  at  which  the  proposal 
of  the  Blue  Cross-Blue  Shield  Association  and  the 
Blue  Cross-Blue  Shield  Health  Service,  Inc.,  would 
be  discussed. 
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Because  of  the  statement  from  the  Council  ou 
Medical  Service  of  the  American  Medical  Associa- 
tion, he  recommended  that  the  Council  of  the  State 
Society  recommend  to  our  Subcommittee  to  go  on 
record  not  to  do  anything  in  regard  to  this  until  the 
House  of  Delegates  of  the  American  Medical  Asso- 
ciation has  taken  action  on  these  proposals.  He 
thought  it  very  important  the  Council  take  such 
action  today  because  the  matter  is  coming  up  at 
French  Lick  on  the  25th  of  this  month. 

After  discussion,  it  was  voted  that  the  Council 
second  the  report  of  the  Council  on  Medical 
Service  of  the  American  Medical  Association  and 
that  they  oppose  the  formation  of  a national 
health  insurance  company  under  the  auspices  or 
direction  of  Blue  Cross-Blue  Shield  and  that  the 
Subcommittee  on  Medical  Expense  Insurance  be 
so  informed  and  given  power  to  notify  all  of  the 
medical  plans  in  New  York  State  to  that  effect. 
Dr.  Wertz  brought  up  the  matter  of  the  medical 
services  being  promoted  by  Blue  Cross  contracts 
and  which  may  be  enlarged.  In  a recent  opinion  of 
Attorney-General  N.  Goldstein,  he  states  that  in 
his  opinion  the  Blue  Cross,  that  is,  the  hospital  serv- 
ice people,  can  provide  medical  services,  such  as  x- 
ray,  anesthesia,  physical  therapy,  and  pathology 
and  include  them  in  their  contracts.  Dr.  Wertz 
thought  this  ruling  would  have  a very  serious  ef- 
fect on  the  practice  of  medicine  in  the  State  of  New 
York.  He  had  consulted  with  Judge  Piper  who 
was  the  head  of  a committee  which  rewrote  the  in- 
surance law  and  was  told  that  he  did  not  agree  with 
Attorney-General  Goldstein’s  opinion. 

Dr.  Masterson  stated  that  the  Joint  Council  of 
Radiologists,  Pathologists,  Anesthesiologists,  and 
Physical  Therapy  physicians  carried  this  matter 
originally  to  the  State  Insurance  Department. 
They  hired  Mr.  Sherpick,  a member  of  the  Bar, 
and  he  understood  that  they  intend  to  appeal  this 
decision  in  the  courts.  If  they  do,  he  thought  the 
State  Society  should  cooperate  with  them. 

After  discussion,  it  was  voted  to  refer  this  matter 
to  the  Planning  Committee  for  Medical  Policies 
for  study  and  report. 

Finance  Committee. — Dr.  Andresen,  chairman, 
presented  the  tentative  budget  for  1949,  with  de- 
tailed explanations. 

It  was  voted  that  the  budget  be  adopted  and  re- 
ferred to  the  Board  of  Trustees  for  their  approval. 

Malpractice  Insurance  and  Defense  Board. — Dr. 
Jonas  Borak  was  granted  the  privilege  of  appearing 
before  the  Council  to  ask  for  a revision  of  the  de- 
cision of  the  Malpractice  Insurance  and  Defense 
Board  not  to  grant  him  malpractice  defense  insur- 
ance. 

Dr.  Borak  presented  his  case,  and  Dr.  D’Angelo 
spoke  on  behalf  of  the  Malpractice  Insurance  and 
Defense  Board. 

After  discussion,  it  was  voted  to  refer  the  matter 
back  to  the  Malpractice  Insurance  and  Defense 
Board  for  further  consideration  with  the  sugges- 
tion that  Dr.  Borak  appear  before  the  Special 
Advisory  Radiology  Subcommittee. 

Dr.  Leo  I’.  Schiff,  chairman,  sent  the  following  re- 
port under  date  of  October  (5,  1948,  which  was  read 
by  Dr.  Anderton: 

Acknowledgment  is  made  of  receipt  of  a letter 
from  Dr.  Anderton  referring  back  to  this  Board  for 
“clarification  and  more  specific  recommendations” 
the  recommendation  previously  made  by  this  Board, 
in  reference  to  a study  of  the  “Alameda  Gounty 
Plan.”  As  the  next  regular  meeting  of  this  Board 


will  not  occur  until  October  20,  and  the  matter  was 
felt  to  be  of  sufficient  importance  to  warrant  pre- 
senting it  to  the  Council  at  the  meeting  of  October 
14,  a telephone  referendum  of  the  Board  was  carried 
out , the  results  of  which  are  herewith  recorded. 

The  Board  is  in  unanimous  agreement  on  the 
following  points: 

1.  The  Alameda  County  Plan  has  apparently 
achieved  considerable  success  in  reducing  the  num- 
ber and  cost  of  malpractice  actions  principally 
through  the  activation  of  a realistic  program  of 
public  relations.  The  term  “public  relations”  is 
here  used  in  a sense  differing  considerably  from  the 
concept  of  “public  relations”  as  carried  out  by  State 
and  county  society  committees  in  this  State.  It 
attempts  to  reach  the  public,  not  so  much  through 
committee-sponsored  publicity  as  it  does  through 
encouraging  the  individual  physician  to  promote  bet- 
ter patient-physician  relationship,  to  observe  more 
rigidly  the  principles  of  medical  ethics,  and  to  reduce 
to  a minimum  all  cause  for  dissatisfaction  and  com- 
plaint by  pat  ients.  It  has,  for  example,  induced  the 
physicians  in  several  communities  to  formulate 
programs  whereby  patients  in  need  of  medical  at- 
tendance in  emergencies,  and  particularly  at  night, 
do  not  have  to  telephone  through  a long  list  of  physi- 
cians before  they  receive  attention.  Local  griev- 
ance committees  have  ironed  out  many  difficulties 
and  forestalled  legal  actions.  It  is  obvious  that  any 
attempt  to  carry  out  a similar  plan  in  this  State 
would  require  careful  study  and  would  involve  con- 
siderable revamping  of  our  present  public  relations 
program. 

2.  Time  is  an  important  factor.  At  the  present 
we  are  faced  with  an  acceleration  of  the  upward 
trend  of  malpractice  suits  and  claims  in  this  State. 

3.  A study  of  the  plan  through  correspondence 
at  long  range  would  be  time-consuming,  and  not 
nearly  so  efficient  as  an  on-the-spot  study  by  repre- 
sentatives of  this  Society.  For  these  reasons  your 
Board  again  recommends  that  a committee  be  au- 
thorized to  visit  Alameda  and  neighboring  counties 
in  California  for  the  purpose  of  securing  full  infor- 
mation as  to  the  scope,  method  of  operation,  and 
success  of  the  plan,  together  with  the  reaction  of 
members  of  the  Medical  Society  and  others  in  that 
section.  We  feel  that  such  a study  will  be  much 
more  fruitful  if  carried  out  by  a committee  repre- 
senting the  various  activities  involved  rather  than 
by  one  individual;  and  recommend  that  such  a 
committee  be  composed  of : 

(а)  The  Secretary  of  this  Board  because  of  his 
technical  knowledge  of  the  insurance  situation. 

(б)  A medical  member  of  this  Board  who  can 
study  the  plan  from  the  doctor’s  point  of  view, 
yet  with  some  special  knowledge  of  the  mal- 
practice situation. 

(c)  A member  of  the  State  Society  to  represent 
Public  Relations  in  the  sense  hereinabove  given 
to  the  term. 

( d ) The  legal  counsel  of  this  Society,  or  his 
representative,  to  study  the  situation  from  a legal 
point  of  view,  since  the  laws  of  California  and 
their  application  to  malpractice  may  have  some 
important  bearing  on  the  situation  in  that  state. 

4.  We  estimate  that  the  study  can  be  com- 
pleted within  a week.  Therefore,  a proposed  budget 
for  such  a committee  would  include  the  travel  ex- 
pense to  California  and  return  and  maintenance  in 
California  for  one  week  for  each  member  of  whatever 
committee  may  be  so  appointed. 

5.  We  believe  that,  if  this  study  is  to  be  under- 
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taken  at  all,  it  should  be  done  thoroughly  and 
promptly  and  that  the  advantages,  financial  and 
professional,  to  be  gained  from  such  a program  if  it 
can  be  successfully  applied  in  this  State  warrant 
the  expenditure  suggested.  We  again  point  out 
the  urgency  in  consideration  of  this  matter  and  re- 
quest that  any  action  taken  by  the  Council  at  the 
meeting  of  October  14  requiring  any  further  con- 
sideration by  this  Board  be  communicated  to  the 
secretary  of  this  Board  in  time  for  presentation  at 
the  meeting  which  will  be  held  on  October  20. 

After  discussion,  it  was  voted  that  the  report  be 
approved  with  the  amendment  that  two  members 
only,  the  Secretary  and  one  medical  member, 
be  authorized  to  go  to  California  instead  of  four. 
After  discussion,  it  was  voted  that  the  Council 
recommend  to  the  Board  of  Trustees  a special 
appropriation  not  to  exceed  $1,500  to  defray  the 
expenses  of  two  members  of  the  Malpractice  In- 
surance and  Defense  Board  to  visit  the  Alameda 
County  Medical  Society  (California)  to  study 
methods  of  reducing  incidence  of  malpractice 
insurance  defense  cases. 

Medical  Service. — Dr.  Wertz  reported  that  letters 
were  being  sent  to  constituent  county  societies  re- 
questing nominees  for  the  outstanding  general 
practitioner  of  the  year,  the  selection  to  be  made  at 
the  Interim  Session  of  the  American  Medical  Asso- 
ciation. He  requested  advice  as  to  what  method  to 
use  in  choosing  a nominee  from  New  York  State. 

It  was  voted  that  the  Medical  Service  Committee 
screen  county  society  recommendations  and  sub- 
mit three  nominees  to  the  Council  next  month, 
with  their  records  and  credentials. 

It  was  voted  that  the  Council  would  then  select 
one  candidate  to  be  submitted  to  the  trustees  of 
the  American  Medical  Association. 

Planning  Committee  for  Medical  Policies.— Dr. 

Kenney,  chairman,  reported  progress. 

Public  Health  and  Education 
The  report  as  distributed  with  the  agenda  is  as 
follows: 

Activities  of  the  Chairman. 

September  15:  In  Pomona,  New  York,  to  attend 
the  meeting  of  the  Council  Committee  on  Public 
Health  and  Education  and  the  Subcommittee  on 
Geriatrics. 

October  13:  In  New  York  City  attended  a meet- 
ing of  the  Council  Committee  on  Public  Health  and 
Education  and  the  Subcommittee  on  Cancer.  Also 
present  at  this  meeting  were  some  of  the  officers  of 
the  Medical  Society  of  the  State  of  New  York  and 
representatives  of  the  New  York  State  Department 
of  Health.  A verbal  report  of  this  meeting  will  be 
made  to  the  Council  by  the  Committee  chairman. 

Subcommittee  on  Geriatrics. — The  following  re- 
port was  submitted  by  Stephen  II.  Monteith,  chair- 
man: 

A meeting  of  the  Subcommittee  on  Geriatrics 
was  held  at  Summit  Park  Sanitorium,  Pomona,  on 
Wednesday,  September  15,  1948.  Present  were 
Drs.  Scott  Lord  Smith,  C.  Ward  Crampton,  Stephen 
R.  Monteith,  and  O.  W.  II.  Mitchell. 

Review  was  made  of  the  Committee’s  report  to 
the  House  of  Delegates  and  it  was  considered  proper 
at  this  time  to  formulate  plans  and  urge  legislation 
concerning  some  of  the  matters  recommended  in  the 
report;  if  such  plans  meet  with  the  approval  of  the 
Council. 

Nursing  Homes. — The  Committee  feels,  in  the 
matter  of  care  of  the  chronically  ill,  that  what  prog- 


ress as  is  possible  at  present  is  being  made  in  de- 
veloping hospital  facilities  for  the  chronically  ill. 
At  least  stimulation  to  concerted  effort  in  this  direc- 
tion appears  to  be  developing. 

In  order  to  fulfill  requirements  at  the  nursing  home 
level  your  committee  feels  that  the  very  first  step 
should  be  the  enactment  of  legislation  embodying 
the  licensing  of  nursing  homes  and  standardization 
of  their  construction,  equipment,  and  staffing. 

Practical  Nursing. — In  close  relationship  with 
development  of  nursing  homes  and  the  recent  idea  of 
supplying  nursing  service  in  the  home  under  hospital 
direction  is  the  shortage  of  help,  both  nursing  and 
technical. 

Your  Study  Committee  feels  that  possibly  legisla- 
tion* stimulating  or  subsidizing  training  programs  in 
the  fields  just  mentioned  might  be  helpful  in  even- 
tual solution  of  the  personnel  problems  involved, 
particularly  in  the  practical  nurse  training  programs 
now  developing  in  the  Department  of  Education. 

Medical  Research  Council. — Your  Study  Com- 
mittee feels  strongly  that  research  in  various 
chronic  diseases  should  be  one  of  the  prime  objec- 
tives of  all  medical  schools  and  of  the  appropriate 
research  bureaus  of  the  Department  of  Health  of  the 
State  of  New  York.  We  believe  that  such  research 
will,  of  necessity,  be  of  varied  kinds,  and  many  proj- 
ects will  be  of  long  duration.  The  creation  of  a 
Medical  Research  Council  to  coordinate  and  subsi- 
dize these  various  projects  would  seem  to  lead  to 
economy  both  of  effort  and  of  funds.  Your  Com- 
mittee would  recommend  introduction  of  legislation, 
if  needed,  to  create  such  a council. 

Health  Record. — For  the  reasons  set  forth  in  its 
former  report,  the  Subcommittee  on  Geriatrics  be- 
lieves the  continuing  Health  Record  could  make  a 
valuable  contribution  to  the  eventual  solution  of 
some  of  the  problems  of  geriatric  medicine.  There- 
fore, we  should  like  to  urge  study  of  such  a scheme 
by  the  Department  of  Health  and  the  Division  of 
Vital  Statistics. 

Subcommittee  on  Blood  Banks. — Lester  J.  Unger, 
chairman,  reported  as  follows: 

A meeting  of  the  Council  Committee  on  Public 
Health  and  Education  and  the  Subcommittee  on 
Blood  Banks  was  held  in  New  York  City  on  Sep- 
tember 16,  1948.  Also  present  at  this  meeting  were 
some  of  the  officers  of  the  Medical  Society  of  the 
State  of  New  York  and  representatives  of  the  State 
Department  of  Health  and  the  American  Red  Cross. 
A report  of  this  meeting  was  made  at  the  Council 
meeting  by  your  chairman. 

Postgraduate  Instruction. — Postgraduate  instruc- 
tion has  been  completed  in  the  following  counties: 
Allegany,  Cayuga,  Otsego,  and  Steuben. 

Since  the  September  report  of  the  Council  Com- 
mittee on  Public  Health  and  Education,  the  com- 
mittee has  arranged  for  postgraduate  instruction 
for  the  following  counties:  Columbia,  Fulton,  Jef- 
ferson, Ontario,  St.  Lawrence,  Schenectady,  Suf- 
folk, and  Ulster. 

Postgraduate  instruction  is  being  planned  in  the 
following  counties:  Monroe,  Onondaga,  Orange, 

Richmond,  Schoharie,  Sullivan,  and  Tompkins. 

Requests  for  instruction  have  been  received  from 
the  Clinton  County  Medical  Society  and  the  Glens 
Falls  Academy  of  Medicine.  These  arrangements 
are  incomplete. 

The  material  for  the  1948-1949  Course  Outline 
Book  has  been  sent  to  the  printer  and  we  hope  to 
have  it  ready  for  mailing  within  three  or  four  weeks. 

Cancer. — Dr.  Mitchell  stated  that  their  commit- 
tee was  contemplating  preparation  of  a Cancer 
[Continued  on  page  2752] 
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Manual  of  about  160  to  200  pages.  It  would  be  is- 
sued in  the  name  of  the  Medical  Society  of  the 
State  of  New  York  and  the  New  York  State  De- 
partment of  Health,  and  it  is  contemplated  that  the 
State  Department  of  Health  would  bear  the  cost 
of  distribution  to  all  doctors  in  the  State.  Details 
are  being  perfected  and  will  be  reported  later. 

Medical  Moving  Picture  Review  Board. — Dr. 
Mitchell  stated  that  the  new  Course  Outline  Book 
will  carry  announcements  that  the  American  Medi- 
cal Association  and  the  New  York  State  Depart- 
ment of  Health  have  medical  moving  pictures  avail- 
able for  teaching  purposes  without  cost  to  medical 
societies.  As  there  are  many  films,  Dr.  Mitchell 
requested  that  a review  board  be  appointed  to  select 
ones  best  adapted  for  postgraduate  education  in  our 
Society. 

After  discussion,  it  was  voted  that  a Motion  Picture 
Review  Board  be  appointed  by  the  President, 
when,  as,  and  if  necessary. 

Diabetes. — Dr.  Mitchell  stated  that  he  had  re- 
ceived considerable  literature  dealing  with  increasing 
activities  for  the  detection  of  diabetes.  It  is  roughly 
estimated  there  are  about  1,000,000  diabetics  in  the 
United  States  of  America  who  are  known  and  per- 
haps the  same  number  not  known.  The  American 
Diabetes  Association  is  proposing  a public  drive 
for  the  detection  of  diabetes.  Dr.  Mitchell  stated 
that  we  are  in  sympathy  with  and  approve  in 
principle  such  a plan,  but  its  actual  operation 
should  be  left  to  the  individual  county  societies. 

It  was  voted  that  the  American  Diabetes  Asso- 
ciation be  informed  uiat  the  Medical  Society 
of  the  State  of  New  York  is  sympathetic  with 
and  approves  the  detection  plan  in  principle  but 
that  the  actual  operation  of  it  should  be  adjusted 
with  the  individual  county  medical  societies. 

Public  Relations. — Dr.  Winslow,  chairman,  sub- 
mitted the  following  report : 

The  major  portion  of  the  Public  Relations 
Bureau’s  activities  during  the  last  month  were  con- 
cerned with  district  branch  meetings.  Advance 
releases  were  sent  to  the  daily  papers  and  wire  serv- 
ices in  the  various  districts  together  with  excerpts 
of  the  addresses  made  by  Dr.  Leo  F.  Simpson, 
president,  and  Dr.  John  J.  Masterson,  president- 
elect. Mr.  Anderson  attended  each  of  the  district 
branch  meetings  held  to  date.  Mr.  Miebach  at- 
tended the  meetings  of  the  Fifth,  Sixth,  Seventh 
and  Eighth  District  Branches.  Mr.  Walsh  at- 
tended those  of  the  Third  and  Fourth  Districts  and 
will  attend  the  Second  and  First  District  Branch 
Meetings. 

Clippings  from  the  State  press  received  by  the 
Public  Relations  Bureau  show  that  the  district 
branch  meetings  were  well  publicized  in  advance 
and  that  they  also  received  excellent  follow-up 
stories  in  the  cities  where  the  meetings  were  held. 

On  September  2,  Mr.  William  F.  Doscher,  assis- 
tant public  relations  director  of  the  American  Medi- 
cal Association,  visited  the  Public  Relations  Bureau 
for  the  purpose  of  becoming  acquainted  with  the 
activities  of  the  New  York  Society.  His  visit  fur- 
nished an  opportunity  to  discuss  various  ways  in 
which  the  public  relations  activities  of  the  State 
Society  and  those  of  the  American  Medical  Associa- 
tion might  be  more  closely  coordinated. 

On  September  21,  the  Public  Relations  Bureau 
issued  a news  release  on  behalf  of  the  Bureau  of 
Medical  Care  Insurance  setting  forth  the  growth 
of  the  six  voluntary  nonprofit  medical  care  plans  in 
New  York  State  during  the  first  half  of  1948. 


The  following  postgraduate  sessions  held  under 
the  auspices  of  the  Committee  on  Public  Health 
and  Education  were  covered  by  releases  to  the  press : 
Allegany,  Fulton,  Orange,  and  Otsego. 

Letters  were  prepared  for  the  president  of  Vet- 
erans Medical  Care  Plan  and  sent  to  the  New  York 
State  commanders  of  all  veterans’  organizations. 
Among  the  replies  received  was  one  stating  that  the 
commander  thoroughly  endorses  the  Society’s  ef- 
forts in  behalf  of  veterans  suffering  from  service- 
connected  disabilities.  Conferences  were  held  with 
Dr.  O’ Kane,  the  coordinator,  and  Dr.  Crane  and 
Dr.  Pettit  of  Richmond  County  on  the  content  of 
the  resolution  passed  by  the  Richmond  County 
Department  of  the  American  Legion.  These  con- 
ferences resulted  in  the  appointment  by  the  presi- 
dent of  the  Richmond  County  Society  of  a committee 
to  meet  with  the  veterans’  organizations  in  that 
county  as  a preliminary  to  having  these  service 
organizations  call  upon  the  Veterans  Administration 
to  appoint  a coordinator  on  Staten  Island  so  that 
the  hardship  encountered  by  veterans  traveling  back 
and  forth  from  the  Veterans  Administration  Clinic 
in  New  York  may  be  eliminated. 

On  an  invitation  from  the  president  of  the 
Woman’s  Auxiliary,  Mr.  Walsh  spoke  at  a meeting 
of  the  Executive  Board  and  at  the  Auxiliary’s  Third 
and  Fourth  District  Meetings.  He  also  assisted 
the  senior  counselor  and  the  State  chairmen  of  the 
program,  public  relations,  legislative,  press  and 
and  publicity,  and  the  fact-finding  committees  in 
the  preparation  and  distribution  of  their  1948  pro- 
grams. 

A 23-page  draft  of  a proposed  manual  for  county 
legislative  chairmen  and  committee  members  has 
been  prepared  and  submitted  to  the  Executive 
Officer  for  review.  This  manual  explains  the  func- 
tions of  the  county  legislative  committees  and  how 
they  can  best  cooperate  with  the  State  Society. 

Veterans  Administration,  Liaison  with  the. — Dr. 
Bauckus,  chairman,  reported  verbally  as  follows: 
Thank  you,  Mr.  President,  and  members  of  the 
Council,  for  inviting  me  to  report  at  this  meeting. 

I have  not  reported  to  you  since  June,  although 
you  have  had  discussion  on  this  subject  at  the  House 
of  Delegates’  meeting.  I just  have  a very  few 
statistics  I think  you  should  hear  in  order  to  im- 
prove acquaintance  with  the  situation.  This  is 
from  the  Office  Report  of  the  Department  of  Medi- 
cine and  Surgery,  Branch  2,  Veterans  Administra- 
tion, Report  of  Progress,  July,  1947-June,  1948: 

Where  VA  clinics  were  not  feasibly  available, 
outpatient  care  of  eligible  veterans  was  performed 
under  the  Home  Town  Medical  Care  Plan.  Dur- 
ing fiscal  year  1948,  98,609  veterans  were  treated 
by  private  physicians  under  this  plan,  at  a cost  of 
$2,582,761  to  the  VA.  About  59  per  cent  of  all 
VA  outpatient  medical  care  in  the  State  was  per- 
formed by  non-VA  physicians. 

Under  a similar  arrangement  with  private 
dentists,  95  per  cent  of  all  dental  care  rendered 
during  the  year  was  performed  by  non-VA  den- 
tists; 94,238  treatments  and  64,279  examinations 
were  authorized  to  fee  basis  dentists  and  were 
completed  at  a cost  of  $7,688,016  to  the  VA. 

There  is  one  other  item,  to  give  you  an  idea  of 
what  is  being  spent  in  New  York  State: 

During  the  fiscal  year,  a little  less  than  $50,- 
000,000  was  spent  in  New  York  State  directly  or 
indirectly  for  providing  medical  care  for  veterans. 
This  figure’  represents  about  eight  per  cent  of 
total  expenditures  by  the  VA  in  New  York  State, 
[Continued  on  page  2754] 
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Yes,  you.  An  important  picture. 

Part  of  your  Christmas  Seal 
money  buys  X-ray  units  for  chest 
"pictures"  . . . tOf  detect  tubercu- 
losis so  that  it  can  be  checked. 


Since  1904,  the  whole  program 
has  helped  cut  the  TB  death  rate 
by  eighty  per  cent.  Yet  tubercu- 
losis still  kills  more  people  be- 
tween 1 5 and  44  than  any  other 
disease. 

So  please,  send  in  'your  con- 
tribution today  to  your  Tubercu- 
losis Association. 


Buy 

Christmas 

Seals 


Because  of  the  impor- 
tance of  the  above  mes- 
sage, this  space  has  been 
contributed  by 


NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 


BUY 

SAVINGS  BONDS 


SCHOOLS 


SPASTIC  - POLIO 

PARAPLEGIC  & PARALYSIS  CORRECTION 

ifflttUan  2?.  Scrry 
TFourthation  ^rljnolH 


In  Far  Hills,  N.  I.— a PRIVATE  schools  Founda- 
tion teaching  the  paralyzed  how  to  walk,  talk, 
become  physically  independent.  Consulting 
Physician — F.  L.  Field,  M.D.  Our  49th  year. 

For  information  writ*  Berry  Foundation  Schools, 
Box  25,  Far  Hills,  New  Jersey 

OTHER  RESIDENT  SCHOOLS 
Encino,  Calif.;  Houston,  Texas;  Cincinnati  Ohio; 
Oshkosh  (Lake  Winnebago),  Wisconsin; 

Portland,  Oregon;  Tulsa,  Oklahoma. 
Consultations  in  250  U.S.  cities  monthly 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB  & X-RAY  AVAILABLE 
Obi  1 2 -months  day  course  Includes  Intensive  training 
In  laboratory  techniques,  physiotherapy  apparatus, 
X-Ray,  nursing  techniques,  and  medical  stenography. 

A FEW  LAB  TECHNICIANS  NOW  AVAILABLE 

Mcaull  School  1 834ChdadT3434  N * C 

Licensed  by  the  State  of  New  York  


TWO  EXTRA  SERVICES 

For  Your  Deafened  Patient 
HEARING  AID  CONSULTATION 

To  help  in  the  selection  of  the  aid  best  suited 
to  each  person’s  needs. 

We  do  not  sell  Hearing  Aids;  only  AM  A approved 
aids  demonstrated. 

AUDITORY  TRAINING 

To  help  the  user  get  maximum  benefit  from 
his  hearing  aid. 

To  help  train  his  hearing  and  to  teach  him  to 
combine  lip  reading  and  hearing. 

THE  NITCHIE  SCHOOL  OF  LIP  READING,  INC. 

Founded  1903 

342  Madison  Ave.  New  York  17,  N.  Y. 

Murray  Hill  2-6423 
Information  on  Request 

Chartered  by  New  York  State  Board  of  Regent* 
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which  amounted  to  about  $600,000,000  for  the 
fiscal  year.  These  figures  are  exclusive  of  the 
cost  of  new  hospital  construction,  which  are  not 
included  in  the  branch  budget. 

I would  like  to  comment  on  the  reason  that  I 
think  the  expenditures  for  dental  care  are  much  higher 
than  for  medical  care,  and,  by  the  way,  the  total 
amount  of  money  for  dentists  was  $7,688,016  com- 
pared to  $2,582,761  for  medical  care  under  our 
Home  Town  Care  Plan.  I think  that  most  of  the 
care  being  done  privately  by  dentists  was  due  to  the 
fact  that  the  VA  had  difficulty  in  employing  dentists 
on  a full-time  or  part-time  basis  as  well  as  difficulty 
in  getting  equipment  for  them,  but  it  was  compara- 
tively easy  for  them  to  employ  part-time  and  full- 
time physicians. 

While  I am  on  that  subject,  our  troubles  have  not 
been  with  the  full-time  physician  but  have  been 
with  the  part-time  physician  whom  they  can  very 
easily  get. 

In  the  hospitals,  reference  is  made  to  the  high 
quality  of  care  and  I assume  it  is  so.  They  use  this 
argument:  that  the  Deans’  Committee  have  much 
to  say  about  the  staffs  of  hospitals  and  what  they 
have  done;  therefore,  everything  is  fine.  Some  men 
have  accepted  positions  because  in  the  hospitals 
they  are  now  able  to  get  credit  for  their  national 
specialty  boards,  and  some  of  these  men  sav  they 
have  gone  into  the  service  because  they  could  not 
get  such  credit  rating  in  any  other  way.  It  seems 
to  me  that  part  of  the  Hippocratic  oath  relating 
to  teaching  applied  first.  In  that  oath  is  compre- 
hended the  fact  that  some  men  are  very  anxious  to 
get  into  some  veterans’  hospital  in  some  capacity 
because  the  Deans’  Committee  has  something  to  do 
with  it. 

Under  date  of  October  9 in  the  Journal  of  the 
American  Medical  Association  there  is  a little  item 
which  I think  you  should  hear: 

NONSERVICE-CONNECTED  DISABILITIES 

In  a summary  of  its  activities  as  of  August  31,  1948,  the 
Veterans  Administration  reported  a total  of  105,048  pa- 
tients in  hospitals;  of  the  92,983  in  veterans  administration 
hospitals  61,091  were  veterans  with  nonservice-connected 
disabilities;  of  the  12,065  patients  not  in  veterans  admin- 
istration hospitals,  7,488  were  veterans  with  nonservice- 
connected  disabilities.  In  addition  there  were  14,342 
beneficiaries  in  Veterans  Administration  homes. 

Eighty-nine  new  hospitals  were  in  progress  at  the  end  of 
August,  of  which  the  construction  contracts  had  been 
awarded  for  28,  the  designs  were  in  progress  in  50,  the  de- 
signs not  started  in  three,  and  the  designs  completed  but 
construction  contracts  not  awarded  in  eight.  Through 
the  end  of  the  month,  63  sites  have  been  acquired  for  new 
veterans  hospitals,  20  specific  sites  have  been  approved  but 
not  acquired,  seven  specific  sites  were  in  the  process  of 
selection;  furthermore,  31  additions  and  conversions  to 
the  hospital  addition  and  conversion  program  had  been 
completed  throughout  the  month,  and  17  other  additions 
and  conversions  were  in  progress. 

At  the  end  of  August,  18,560  veterans  were  awaiting 
hospital  admission;  of  these,  18,490  had  disabilities  ad- 
judicated nonservice-connected;  77,277  applications  for 
hospital  or  domiciliary  care  were  received  through  the 
month,  and  33,679  applications  were  filed  for  automobiles 
for  disabled  veterans. 

That  should  illustrate  to  you  the  huge  program 
that  may  be  anticipated  for  the  future  in  these 
hospitals,  and,  as  I read  to  you,  a great  many  of 
them  have  not  even  been  designed,  to  say  nothing 
of  beginning  them.  In  this  matter,  by  the  way, 
the  American  Hospital  Association  is  very  much 
with  the  medical  profession  in  seeking  to  curb  the 
erection  of  unnecessary  hospitals.  Now  is  the  time 
when  the  Hospital  Association  seems  to  be  willing 
to  go  along  with  us. 


There  are  just  two  additional  items,  and  then  I 
will  stop.  They  are  quite  important,  however,  and 
I think  may  require  action  by  the  Council.  We  had 
a joint  meeting  yesterday  of  the  Board  of  Directors 
of  the  Veterans  Medical  Service  Plan  of  New  York, 
Inc.,  and  our  Liaison  Committee  with  the  Veterans 
Administration.  We  discussed  two  main  items: 
One  is  the  question  of  the  renewal  of  the  contract 
of  Veterans  Medical  Service  Plan  of  New  York, 
Inc.,  with  the  Veterans  Administration.  We,  as 
you  know,  renewed  the  contract  with  them  which 
expired  June  30,  1948,  for  three  months.  We  had 
some  difficulty  about  that  because  the  authorities 
in  Washington,  although  I think  in  the  New  York 
Branch  area  too,  wanted  to  discontinue  the  super- 
vision of  the  State  Medical  Society  by  the  removal 
of  the  coordinators.  We  objected.  As  you  know, 
the  Veterans  Administration  furnishes  the  funds  for 
the  State  Medical  Society  to  pay  these  coordinators. 
The  expiration  date  was  September  30, 1948. 

In  the  middle  of  September,  I met  Dr.  Butler  in 
New  York  City,  where  he  is  the  branch  director,  to 
discuss  the  question  of  contract  renewals.  He 
proposed  that  the  same  contract  be  continued  for 
another  three  months.  There  is  much  uncertainty 
about  future  plans  of  course  on  account  of  the  elec- 
tion. However,  he  stated  also  that  Mr.  Gray,  the 
new  director  of  the  Veterans  Administration,  was 
making  a survey  and  study  throughout  the  country, 
and  until  that  was  completed  it  would  not  be  known 
what  changes  they  might  want.  Therefore,  I 
wrote  to  the  Board  of  Directors  and  secured  their 
written  vote  to  prolong  the  existing  contract  again 
for  three  months. 

We  ought  to  have  a longer  contract  than  that. 
Yesterday  the  Board  of  Directors  and  Committee 
advocated  a year. 

If  you  recall,  the  House  of  Delegates  stated  that 
any  new  contract  made  with  the  Veterans  Adminis- 
tration should  ask  for  or  insist  upon  the  free  choice 
of  physician  and  hospital  wherever  possible,  and 
there  was  some  question  as  to  whether  we  ought  to 
insist  upon  a more  strict  conformation  to  that 
principle  in  a new  contract.  However,  after  all, 
it  depends  on  what  they  want  to  do  in  the  various 
branches  as  far  as  the  free  choice  is  concerned,  and 
it  seemed  that  would  be  possible  under  the  old  con- 
tract. Therefore,  we  decided  yesterday  to  recom- 
mend that  we  engage  in  a renewal  of  the  contract  for 
one  year,  and  I think  the  Liaison  Committee  and 
the  Board  of  Directors  of  the  Tlan,  too,  would  like 
to  have  Council  approve  that  item. 

The  other  question  relates  also  to  a House  of 
Delegates’  mandate  that  we  meet  (a  committee  of 
the  Medical  Society  of  the  State  of  New  York)  with 
the  representatives  of  veterans’  organizations.  I 
think  that  important  meeting  will  take  place  soon. 
The  President,  I hope,  can  arrange  that  this  com- 
mittee, chosen  by  him,  which  is  composed  of  the 
Board  of  Directors  of  the  Veterans  Medical  Service 
Plan,  and  I think  the  Liaison  Committee,  should  be 
the  committee  to  meet  with  representatives  of 
veterans’  organizations.  That  should  be  done  this 
fall. 

It  ivas  voted  that  in  view  of  the  fact  that  the 
chairman  of  the  Liaison  Committee  felt  that  the 
renewal  of  the  contract  was  in  accord  with  the 
motion  of  the  House  of  Delegates  his  action  be 
approved. 

It  was  voted  that  the  President  arrange  that  the 
committees  of  the  Medical  Society  of  the  State 
of  New  York  meet  with  representatives  of  veterans 
organizations  as  mandated  by  the  House  of  Dele- 
gates some  time  soon. 

[Continued  on  page  2756] 
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CLASSIFIED 


PHYSICIANS’  PRINTED  SUPPLIES 


Medico*  sanitary  dispensing  envelopes  (*Reg.  U-  S.  Pat. 
Office);  gummed  flap  dispensing  envelopes;  gummed  bottle 
labels;  prescription  blanks;  time-saver  statements  and 
window  envelopes;  professional  cards;  record  cards;  plate- 
less engraved  letterheads  and  envelopes  on  Hammermill 
Cockletone  bond  paper.  A complete  service  for  physicians. 
Established  1938.  Prices  and  samples  sent  on  request.  Write: 
The  Medico  Press,  Millerstown,  Pa. 


REAL  ESTATE 


FOR  SALE 


We  have  several  pieces  of  property  in  Orange  County  for 
Convalescent  Homes,  etc.  Full  particulars  on  request. 
Box  271,  N.  Y.  St.  Jr.  Med. 


HOUSE  FOR  SALE 


East  60’s  Manhattan;  4-story  combined  doctor's  office  and 
residence;  7 bedrooms,  3 baths,  kitchen,  dining-living  room, 
garden;  waiting  room,  consulting  room,  and  examining  room. 
Owner,  Rhinelander  4-6242. 


WANTED 


Young  physician  to  be  associated  with  two  General  Prac- 
titioners. Eventual  Partnership.  Address  Box  275,  N.  Y. 
St.  Jr.  Med. 


FOR  SALE 


RADIOLOGICAL  PRACTICE,  fully  equipped  for  Diagnosis 
and  Therapy,  excellent  location  near  Central  Park  West, 
7 room  office  and  apartment.  Box  273,  N.  Y.  St.  Jr.  Med. 


AVAILABLE 


Investment  opportunities  are  available  in  small  second  mort- 
gages; personal  supervision  and  management.  Dansker 
Realty  and  Securities  Corp.,  106  Montague  St.  Bklyn,  Main 
4-4397,  Att:  Jerome  Dansker. 


FOR  RENT 


Hempstead,  L.  I.,  office  in  modern  apartment  building. 
Share  furnished  waiting  room  with  General  Practitioner. 
Hempstead  2-3411. 


IRISH  DOCTORS 


Irish  graduate  doctors  from  medical  schools  of  Northern 
Ireland  and  Eire  please  communicate  with  The  Irish  Univer- 
sities Medical  Club  of  America,  133  East  58th  St.,  New 
York  City. 


YOUR  FINANCIAL  SECRETARY 


Pays  bills,  Balances  check  books,  Prepares  Income  Tax, Business 
Correspondence,  Sends  Announcements.  Elizabeth  T.  Wylie. 
Plaza  3-6800.  45  East  55th  Street,  NewYork. 


WANTED 


The  One  Hundred  Sixty-fifth  (Old  69th)  Infantry  Regiment 
desires  the  services  of  two  or  more  part  time  medical  officers 
for  the  Hempstead,  Flushing  and  Manhattan  units.  Eligible 
physicians  are  acceptable  at  the  initial  pay  and  grade  of  a 
U.  S.  Army  Captain.  Inquiries  to  Col.  Martin  H.  Meaney, 
165th  Inf.  Regiment,  68  Lexington  Avenue,  New  York,  N.  Y. 


FOR  SALE 


Surgical  instruments,  very  fine  selection,  in  good  condition, 
suitable  for  clinic  or  hospital.  Eight  large  size  long  sleeve 
surgeons’  gowns — Several  different  size  Hypo  Syringes,  Hypo 
Needles,  rubber  gloves  and  ether.  Reason  for  selling  is  death 
of  surgeon  in  family — Priced  reasonable  for  quick  sale.  Will 
furnish  itemized  list  of  instruments  to  anyone  interested. 
Address  Mrs.  F.  II.  Ferguson,  255  Main  St.,  Elroy,  Wis- 
consin. 


FOR  RENT 

Physicians  office:  modern,  fully  equipped,  suitable  general 
practice  or  specialty.  Call  Mount  Vernon  7-2208  or  write 
Box  274,  N.  Y.  St.  Jr.  Med. 


TO  SHARE— FOR  RADIOLOGIST 


Office  completely  equipped  for  X-Ray  diagnosis  and  therapy. 
Technician  and  secretary.  Professional  location  in  Brooklyn. 
Box  272,  N.  Y.  St.  Jr.  Med. 
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War  Memorial. 

It  was  voted  that  the  Council  recommend  to 
the  Board  of  Trustees  that  the  expenses  for  the 
War  Memorial  be  allocated  from  the  general 
finances  of  the  Society. 

Woman’s  Auxiliary. — Dr.  Beekman,  chairman  of 
Advisory  Committee,  read  the  following  letter 
written  by  the  Secretary  of  the  American  Medical 
Association  to  Dr.  Anderton : 

September  14,  1948 

TO  THE  SECRETARIES  OF  THE  CONSTITUENT 
STATE  MEDICAL  ASSOCIATIONS: 

For  your  information,  as  secretary  of  your  constituent 
state  medical  association,  I am  transmitting  herewith  the 
following  resolution  on  Funds  to  Defray  Expenses  of 
Woman’s  Auxiliaries  of  State  Medical  Associations,  which 
was  adopted  by  the  House  of  Delegates  of  the  American 
Medical  Association  at  its  annual  session  recently  held  in 
Chicago.  This  resolution  was  introduced  in  the  House  by 
a delegate  representing  the  Oregon  State  Medical  Society. 

Whereas,  our  local,  state,  and  national  woman’s 
auxiliaries  have  become  an  indispensable  adjunct  of 
organized  medicine;  and 

Whereas,  the  local,  state,  and  national  auxiliaries 
are  especially  effective  as  agencies  for  furthering  the 
education  of  the  public  concerning  the  aims  and  accom- 
plishments of  scientific  medicine;  and 

Whereas,  their  maximum  effectiveness  requires 
participation  by  the  wife  of  every  member  and  sufficient 
funds  to  enable  them  to  carry  on  their  essential  activities; 
therefore  be  it 

Resolved,  that  each  constituent  state  medical  associa- 
tion be  urged  to  budget  sufficient  funds  to  defray  the 
cost  of  the  activities  of  its  auxiliary  and  to  pay  the  an- 
nual dues  of  the  national  auxiliary,  thus  making  the 
wife  of  every  member  automatically  a member  of  the 
state  and  national  auxiliaries  and  eliminating  the  collec- 
tion of  state  and  national  auxiliary  dues  from  individual 
auxiliary  members. 

Very  sincerely  yours, 
George  F.  Lull 

Dr.  Beekman  felt  if  this  was  done  they  would  no 
longer  be  a voluntary  organization.  The  Society 
allows  the  Woman’s  Auxiliary  an  appropriation  of 
$2,000  per  year  with  no  strings  attached.  He 
stated  that  the  Auxiliary  was  very  active.  Mrs. 
Neptune,  the  president,  has  attended  all  the  Dis- 
trict Branch  meetings  to  date,  the  ladies  expecting 
to  raise  their  dues  from  75  cents  to  a dollar  a year. 
They  have  also  asked  to  be  supplied  with  secretarial 
help  and  some  place  to  put  their  filing  cabinets. 

Workmen’s  Compensation. — Dr.  Kenney,  chair- 
man, submitted  the  following  report  as  distributed 
with  the  agenda : 

New  Fee  Schedule. — Thus  far  we  have  received  a 
very  large  number  of  inquiries  concerning  the  ap- 
plicability of  certain  fees.  A number  of  questions 
have  been  posed  concerning  certain  items,  e.g.,  the 
fee  to  be  paid  to  specialists  in  surgery  (SA)  for  the 
first  treatment.  The  fee  schedule  calls  for  a fee  of 
$15  for  complete  examination  or  consultation  in  the 
office  and  a subsequent  fee  of  $5.00  for  office  treat- 
ments. The  question,  whether  the  $15  fee  applies 
to  all  first  visits  regardless  pf  whether  the  patient  is 
a referred  patient  or  consultation  or  just  an  ordinary 
patient  which  the  surgeon  elects  to  treat,  is  a moot 
one.  We  have  conferred  with  the  chairman  of  the 
Advisory  Committee  and  with  other  members  of 
the  Committee  as  to  their  interpretation  of  this  item 
and  have  also  written  to  the  chairman  of  the  Work- 
men’s Compensation  Board  and  in  her  absence  have 
conferred  with  the  secretary  of  the  Board. 

There  seems  to  be  considerable  doubt  as  to 
whether  the  $15  fee  is  to  apply  for  ordinary  first 
treatments.  In  order  to  clarify  this  point  and  other 
questions  which  have  arisen,  we  have  strongly 
recommended  a hearing  by  the  chairman  of  the 


Workmen’s  Compensation  Board  at  the  earliest 
possible  moment  so  that  these  doubtful  points  may 
be  clarified. 

There  are  numerous  other  questions  concerning 
fees  which  should  be  considered  at  the  same  time. 
We  have  already  drawn  to  the  attention  of  the 
secretary  of  the  Board  certain  errors  and  omissions 
in  the  fee  schedule,  notably  the  failure  to  provide 
a fee  for  XE  practitioners  and  the  failure  to  include 
the  complete  schedule  for  multiple  x-ray  examina- 
tions in  the  new  booklet.  Under  the  old  schedule 
partial  specialists  were  paid  full  fees  for  operative 
work  but  lesser  fees  than  full  specialists  for  office 
and  other  calls  or  visits.  This  should  apply  to  the 
new  schedule. 

One  very  important  question  which  has  arisen  is 
whether  a patient  injured  before  September  1,  but 
not  treated  until  September  1 or  after,  calls  for  a 
fee  under  the  new  schedule  or  under  the  old  one. 
It  seems  the  consensus  of  opinion,  not  officially 
verified,  that  the  new  schedule  would  apply  in  all 
cases  not  treated  until  September  1 or  subsequently, 
even  though  the  injury  was  sustained  before  Septem- 
ber 1.  This  is  the  equivalent  of  the  old  cases  re- 
opened after  September  1 where  the  case  is  not 
treated  until  or  subsequent  to  September  1.  One 
of  the  lay  members  of  the  Committee  expressed  the 
opinion  that  the  new  fees  were  to  apply  even  were 
the  patient  treated  by  a general  practitioner  prior 
to  September  1 and  then  referred  for  special  istic 
care  or  surgery  after  September  1.  Inasmuch  as 
the  schedule  calls  for  a fee  of  $5.00  for  all  subsequent 
treatments  by  specialists,  the  chief  question  to  be 
resolved  is  whether  the  full  specialist  fee  is  to  apply 
for  the  first  treatment. 

It  seems  to  be  the  consensus  of  opinion  of  those 
surgeons  with  whom  we  have  spoken  that  a fee 
somewhat  in  excess  of  $5.00,  but  not  $15,  should  be 
paid  to  the  specialist  in  surgery  for  all  first  treat- 
ments, and  not  the  general  practitioner’s  fee  of  $3.50 
for  first  treatments.  Perhaps  a fee  of  $7.00  or 
$7.50  might  be  agreed  upon  as  an  adequate  fee,  or  a 
fee  of  $10  for  all  first  visits  not  referred  by  a general 
practitioner  to  the  specialist. 

In  line  with  the  recommendations  of  the  House  of 
Delegates  we  should  recommend  that  there  be  a 
revision  of  the  fee  schedule  at  the  expiration  of  one 
year  from  the  date  of  its  promulgation.  Special 
attention  should  be  given  at  that  time  to  such  re- 
visions as  are  deemed  necessary  but  particularly  to 
the  fees  paid  for  x-ray  examination  which  have  not 
been  increased  in  the  present  schedule.  The  fees 
for  specialists  in  physical  therapy  are  also  inade- 
quate. 

At  the  last  meeting  of  the  Council,  Dr.  Walter  P. 
Anderton  reported  the  receipt  of  a letter  from  Dr. 
Francis  M.  Conway,  chairman  of  the  Medical 
Practice  Committee,  concerning  the  advisability  of 
having  more  frequent  revisions  of  the  fee  schedule 
based  upon  some  economic  yardstick  which  might 
be  applied  in  accordance  with  the  upward  and  down- 
ward swing  of  the  cost  of  living.  We  enclose  here- 
with a memorandum  based  upon  the  research  of 
Dr.  Frank  G.  Dickinson,  director  of  the  Bureau  of 
Medical  Economic  Research  of  the  American  Medi- 
cal Association,  as  to  the  comparative  increase  in 
the  cost  of  medical  care  and  in  the  cost  of  living. 
This  might  serve  as  a basis  for  determining  the  rela- 
tionship between  medical  fees  in  effect  and  the 
actual  cost  of  living  as  estimated  through  the 
United  States  Bureau  of  Labor  Statistics.  The 
entire  question  of  future  changes  in  the  Workmen's 
Compensation  fee  schedule  was  referred  to  the 
[Continued  on  page  2758] 
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BRUNSWICK  HOME 


A PRIVATE  SANITARIUM.  Convalescents,  postoper- 
ative, aged  and  infirm,  and  those  with  other  chronic  and 
nervous  disorders.  Separate  accommodations  for  nervous 
and  backward  children.  Physicians'  treatments  rigidly 
followed.  C.  L.  MARKHAM,  M.D.,  Supt. 

B'way  & Louden  Ave.,  Amityville,  N.  Y.,  Tel:  1700,  1,  2. 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y. , N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Physics an; n-Charg,. 


HILL-TOP  SANITARIUM 

BATAVIA,  N.  Y.  l’hone  1660 

Combined  facilities  of: 

Electrotherapy  Hydrotherapy 

Massage  Exercise 

Diet  Control 


For  the  care  of: 

The  convalescing  and  nervous  (not  mental): 
also  weight  control,  arthritis  and  other  chronic 
diseases. 

Midway  between  Buffalo  and  Rochester,  N.Y. 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone-.  Rye  550  Write  for  illustrated  booklet. 


SUPERIOR  PERSONNEL  Assistants  and  execu- 
tives in  all  fields  of  medicine — young  physicians,  department 
heads,  nurses,  staff  personal,  secretaries,  anaesthetists, 
dieticians  and  technicians 
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NEW  YORK  MEDICAL  EXCHANGE 

489  FIFTH  AVE.,  N.T.C  (AGENCY)  MURRAY  HILL  2-0676 


THE  MAPLES,  inc. 


An  exclusive  rest  home  for  Invelldt,  convalescents  end  chronic  cases.  Also  postoperative,  speclel  diets  end 
body-building  cases.  Efficient  day  and  night  nursing.  Resident  physician.  Six  acras  ol  beautiful  land- 
scaped lawns. 

MRS.  M.  K.  MANNING,  Supt.  Rates:  S35.00  to  S65.00  weekly 

OCEANSIDE,  L.  I.  Private  and 

Tel.:  Rockville  Centre  3660  Semi-Private  Rooms  ^ 
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1 or  2 tablets  dally  •/,  hour  after  — .at.,  lottfoi  of  100. 

IT  AND  APB  PHAPMACtVTKAI  CO,  fMC. 11M  Onadwey,  Now  Yerfc 


2758 


MINUTES  OF  THE  COUNCIL 


[N.  Y.  State  J.  M. 


[Continued  from  page  2756] 

Workmen’s  Compensation  Bureau  in  the  hope  that 
some  definite  basis  for  determining  the  need  for 
upward  or  downward  revision  of  the  fee  schedule 
could  be  determined. 

Section  IX-C,  Insurance  Law. — Since  the  question 
of  the  four  specialties  (radiology,  pathology,  an- 
esthesia, and  physical  medicine)  has  direct  applica- 
bility to  compensation  practice,  we  are  very  much 
interested  in  an  opinion  handed  down  by  the  Honor- 
able Nathaniel  Goldstein,  Attorney-General  of 
New  York  State,  in  respect  to  the  right  of  hospital 
insurance  plans  under  Section  IX-C  of  the  Insurance 
Law  to  include  in  their  policies  the  services  of  the 
anesthetist,  pathologist,  radiologist,  and  physical 
therapy  physicians.  This  was  in  direct  response  to 
hearings  that  had  been  held  by  the  Insurance  Com- 
missioner at  which  time  the  Society  was  an  interested 
party,  and  a brief  was  submitted  on  behalf  of  the 
Joint  Council  of  Radiologists,  Anesthesiologists, 
Pathologists,  and  Physical  Therapy  Physicians,  by 
Mr.  Eugene  Sherpick,  their  counsel. 

According  to  the  opinion  of  Mr.  Goldstein*,  a 
hospital  service  plan  may  properly  furnish  to  sub- 
scribers radiology,  anesthesia,  pathology,  and 
physical  therapy  as  a part  of  hospital  service.  It 
should  be  noted  that  in  his  opinion  the  Attorney 
General  made  the  following  statement,  “For  the 
purpose  of  this  opinion,  it  is  accepted  that  radiology, 
pathology,  anesthesiology,  and  physical  therapy 
are  medical  services  and  the  practice  of  medicine. 
This,  however,  does  not  determine  the  propriety  of 
such  services  being  included  in  those  furnished  by  a 
hospital  service  corporation  organized  and  operated 
under  Article  IX-C  of  the  Insurance  Law.” 

The  opinion  of  the  Attorney-General  is  worthy  of 
careful  consideration. 

In  connection  with  the  opinion  of  Attorney- 
General  Goldstein,  attention  should  be  drawn  to  a 
section  of  the  Education  Law  which  the  Attorney- 
General  failed  to  quote  in  his  opinion.  Section  6512 
of  Article  131  of  the  Education  Law  has  reference  to 
certain  practices  under  the  Education  Law  which 
are  not  prevented  or  affected  by  it.  They  are,  for 
example,  the  practice  of  medicine  by  commissioned 
officers  of  the  Army,  Navy,  and  public  health  serv- 
ice, veterans  administration,  by  interns  and  resi- 
dents, by  physicians  along  the  State  borders,  etc. 

Article  11  of  Section  6512  states  that  the  Educa- 
tion Law  shall  not  be  construed  as  preventing  “a 
corporation  organized  under  Article  IX-C  of  the 
Insurance  Law  from  employing  duly  licensed 
physicians  or  from  entering  contracts  with  duly 
licensed  physicians  or  with  partnerships  or  groups 
of  duly  licensed  physicians  to  practice  medicine  on 
its  behalf  for  persons  insured  under  its  contracts  or 
policies.” 

This  section  does  not  differentiate  between 
hospital  and  medical  corporations  as  is  the  case 
under  IX-C  of  the  Insurance  Law.  Only  IX-C  of 
the  Insurance  Law  provides  for  separate  corpora- 
tions, for  hospitalization,  and  for  medical  care 
coverage.  The  basic  Education  Law  makes  no 
such  distinction  and  by  itself  would  seem  to  enable 
nonprofit  insurance  corporations,  authorized  under 
IX-C,  to  practice  medicine  by  hiring  physicians. 

In  contrast  to  this  opinion  we  wish  to  draw  your 
attention  to  an  opinion  handed  down  on  May  19, 
1918,  by  the  Honorable  Fred  N.  Howser,  Attorney- 
General,  and  the  Honorable  E.  G.  Funke,  Deputy 
Attorney-General  of  the  State  of  California.*  This 
opinion  was  to  the  effect  that  a private  nonprofit 
hospital  may  not  practice  medicine,  and,  second, 

* Obtainable  on  request. 


that  the  employment  on  a salary  basis  of  a physician 
by  such  a hospital  would  constitute  the  unlawful 
practice  of  medicine  by  the  hospital.  Incidentally, 
this  latter  opinion  supports  the  argument  made 
before  the  Commissioner  of  Insurance  of  the  State 
of  New  York  by  Mr.  Eugene  Sherpick  which  was 
the  basis  for  the  adverse  opinion  of  the  Attorney- 
General  of  the  State  of  New  York. 

We  have  questioned  the  accuracy  of  Rule  19 
which  applies  to  the  right  of  voluntary  hospitals  to 
render  bills  for  the  services  of  salaried  physicians. 

Frequently,  we  obtain  objections  to  medical  bills 
filed  by  insurance  carriers  which  indicate  that 
hospitals  throughout  the  State  are  submitting  bills 
for  services  rendered  by  physicians  on  their  staff 
and  which  should  be  rendered  by  physicians  for 
anesthesia,  pathology,  or  physical  therapy.  (We 
exclude  radiology  because,  at  t he  present  time,  many 
hospitals  have  obtained  licenses  entitling  them  to 
employ  physicians  and  submit  bills.)  In  all  these 
instances,  we  attempt  to  interest  the  local  county 
medical  society  in  the  question  of  the  hospital 
pre-empting  the  medical  field  and  ask  them  to  in- 
vestigate arid  determine  the  reason  for  the  hospital 
performing  and  billing  for  services  which  should  be 
performed  by  physicians  and  paid  to  physicians. 
In  most  instances  it  is  very  difficult  for  us  to  obtain 
satisfactory  cooperation  and  replies  from  the  local 
counties.  The  smaller  the  community,  the  more 
difficult  is  the  task  of  obtaining  information,  since 
many  of  the  county  members  are  on  the  staffs  of  the 
smaller  hospitals  and  are  hesitant  about  taking 
direct  action  in  obtaining  for  us  the  information 
that  would  enable  us  to  intervene.  This  is  a matter 
of  great  importance  and  will  be  referred  to  the  new 
advisory  committee  on  Workmen’s  Compensation 
for  State-wide  action. 

Dr.  Kenney  supplemented  his  report  as  follows: 

The  Workmen’s  Compensation  Committee  for 
the  State  Society  participated  officially  in  the  meet- 
ing of  the  International  Association  of  Industrial 
Accident  Boards  and  Commissions.  Some  nine 
members  of  the  State  Society  were  present  at  that 
dinner,  at  which  Senator  Ives  was  the  chief  speaker. 

Tne  chairman  also  attended  unofficially  the  Third 
District  Branch  Meeting  and  officially  addressed 
the  Fourth  District  Branch  on  Workmen’s  Compen- 
sation Problems  in  Saratoga  two  weeks  ago.  I had 
an  opportunity  to  discuss  with  a good  many  men 
the  new  minimum  fee  schedule,  and  it  seems  to  me 
that  the  reaction,  by  and  large,  is  favorable.  The 
kind  of  criticism  I have  had  was  rather  along  the 
line  of  interpretation  than  criticism. 

New  Business 

Dr.  Anderton  requested  permission  to  write  the 
Honorable  Tom  C.  Clark,  Attorney-General  of  the 
United  States,  in  relation  to  the  Interim  Report  of 
the  Subcommittee  on  Publicity  and  Propaganda. 

It  was  voted  that  the  Secretary  be  granted  per- 
mission. 

Illness. — Dr.  Mitchell  stated  that  he  and  Dr. 
Harry  Aranow  were  the  oldest  continuously  elected 
members  in  the  Council  and  moved  that  the  Secre- 
tary write  a letter  to  Dr.  Aranow  expressing  the 
Council’s  best  wishes  and  hope  for  a speedy  re- 
covery, accompanied  by  some  beautiful  flowers. 

It  was  voted  that  the  Secretary  be  so  instructed. 

Dr.  Anderton  read  a letter  from  Dr.  Dan  Mellen’s 
secretary,  dated  October  8,  1948,  stating  that  the 
doctor  had  been  struck  by  an  automobile  and  frac- 
tured his  left  ankle.  He  also  read  his  letter  ol 
sympathy  to  Dr.  Mellon. 

[Continued  on  page  2760] 
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‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 

Ethical — Reliable — Scientific 
Disorders  of  the  Nervous  System 
BEAUTIFUL— QUIET— HOMELIKE 


Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
Cl  ARENCE  A.  POTTER,  M.D.#  Resident  Physician 


FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merrill  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.  2-1621 


IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted 

Rates  Moderate 

Eugene  N.  Boudreau,  M.D.,  Psychiatrist 
R.  Stuart  Dyer,  M.D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


HOLBROOK  MANOR  nhu™neg 

Five  Acre,  of  PinewoodeW  Ground. 

SENILE,  AGED,  CHRONICS' 

Physicians  may  treat  their  own  patients. 

Hypertensives  Arterio-scUrotics  All  Neurological  Disorders 
Non -sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  Q.P. 

HOLBROOK,  L.  I.  N.  Y.  Office:  GRemeicy  5-4175 


o* 


Of 


Pharmaceutical  Division,  Homemakers’  Products  Corporation 
380  Second  Ave  , New  York  10  * 36-48  Caledonia  Rd.,  Toronto  10 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


BUY 

SAVINGS  BONDS 


CHARLES  B.  TOWNS  HOSPITAL 

Established  1901 

FOR  ALCOHOLISM,  NARCOTIC 
AND  BARBITURATE  ADDICTIONS 
Exclusively 

THE  TOWNS  TREATMENT  is  a medical  and  psy- 
chiatric procedure. 

Withdrawal  of  narcotics,  either  opiates  or  synthetic, 
is  by  gradual  reduction  and  specific  medication. 

After  47  years,  this  treatment  is  generally  accepted  as 
standard. 

Physicians  and  psychiatrists  in  residency.  Trained 
nursing,  physio  and  hydrotherapy  staff. 

Patients  arc  assured  of  complete  privacy  if  desired. 
Length  and  cost  of  treatment  are  predetermined. 
Advantageously  situated  facing  Central  Park.  So- 
larium and  recreation  roof.  Excellent  cuisine  and 
service. 

Literature  on  request. 

W.  D.  SILKWORTH  # EDWARD  B.  TOWNS 

Medical  Supt.  Director 

293  CENTRAL  PARK  WEST,  NEW  YORK  24,  N.  Y. 
SChuyle:  4-0770 

Member  American  Hospital  Assoc. 

Our  ad  also  appears  in  JAMA  and  other  leading  medical  lournals. 
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Appointments. — Dr.  Aranow,  chairman  of  the 
Legislative  Committee  being  seriously  ill,  the  presi- 
dent, Dr.  Simpson,  requested  and  was  voted  approval 
of  the  appointment  of  Dr.  'Frederic  W.  Holcomb 
of  Kingston  as  acting  chairman  of  the  Legislative 
Committee. 

Elections. — Dr.  Dan  Mellen  of  Rome  was  elected 
trustee  to  fill  the  vacancy  left  by  the  death  of  Dr. 
Albert  A.  Gartner. 

Dr.  Frederic  W.  Holcomb  of  Kingston  was  elected 
Councilor  to  fill  the  unexpired  term  of  Dr.  Dan 
•Mellen. 

World  Medical  Association. — Dr.  Bauer  made  the 
following  verbal  report : 

As  most  of  you  know,  I got  back  from  Geneva 
about  three  weeks  ago,  where  I attended  the  Second 
Annual  Meeting  of  the  World  Medical  Association. 
There  is  a report  of  the  highlights  of  that  meeting 
on  page  436  of  the  Journal  of  the  American  Medical 
Association  for  October  9.  I hope  you  will  read  it, 
but  there  is  one  item  that  I would  like  to  read  to 
you,  and  I think  it  is  particularly  important. 
There  were  29  nations  represented  there,  and,  sur- 
prising as  it  may  seem  from  these  nations  coming 
from  all  over  the  world  and  speaking  different 
languages,  these  resolutions  were  adopted  unani- 
mously, and  I think  you  will  agree  that  we  could 
very  well  have  written  them  ourselves.  They 
spent  nearly  a day  and  a half  in  discussing  the  social 
security  and  health  insurance,  because  that  is  a very 
important  factor  in  their  lives.  They  all  have  it, 
and  they  all  wish  they  did  not  have  it.  They  would 
like  to  do  something  to  protect  what  little  freedom 
they  have  left  and,  if  possible,  to  get  some  back 
that  they  have  lost.  These  are  the  12  principles 
which  they  adopted,  and  they  were  adopted  only 
as  being  essential  if  social  security  includes  medical 
care : 

(a)  Freedom  of  choice  of  physician  by  the 
patient.  Liberty  of  physician  to  choose  patient 
except  in  cases  of  urgency  or  humanitarianism. 

( b ) No  intervention  of  third  party  between 
physician  and  patient. 

(c)  Where  medical  service  is  to  be  submitted 
to  control,  this  control  should  be  exercised  by 
physicians. 

(d)  Freedom  of  choice  of  hospital  by  patient. 

(e)  Freedom  of  the  physician  to  choose  the 
location  and  type  of  his  practice. 

(/)  No  restriction  of  medication  or  mode  of 
treatment  by  physician  except  in  case  of  abuse. 

( g ) Appropriate  representation  of  medical 
profession  in  every  official  body  dealing  with 
medical  care. 

( h ) It  is  not  in  the  public  interest  that  physi- 
cians should  be  full-time  salaried  servants  of  the 
government  or  social  security  bodies. 

( i ) Remuneration  of  medical  services  ought 
not  to  depend  directly  on  the  financial  condition 
of  the  insurance  organization. 

(j)  Any  social  security  or  insurance  plan  must 
be  open  to  the  participation  of  any  licensed 
physician,  and  no  physician  should  be  compelled 
to  participate  if  he  does  not  wish  to  do  so. 

Ik)  Compulsory  health  insurance  plans  should 
cover  only  those  persons  who  arc  unable  to  make 
their  own  arrangements  for  medical  care. 

( l ) There  shall  be  no  exploitation  of  the  physi- 
cian, the  physician’s  services,  or  the  public  by 
any  person  or  organization. 

I do  not  think  we  could  quarrel  very  much  with 
those.  The  surprising  thing,  1 think,  is  that  that 


represents  the  views  of  representatives  from  29 
different  nations,  including  one  of  them  from  be- 
hind the  Iron  Curtain  if  you  please,  Bulgaria/and 
they  were  adopted  without  a dissenting  vote.  Most 
of  the  day  and  a half’s  argument  was  not  on  the 
principles  but  on  language,  because  it  is  difficult  to 
translate  a word  into  another  language  and  have  it 
mean  exactly  the  same  thing.  I,  personally,  think 
that  if  the  World  Medical  Association  had  not  ac- 
complished anything  else — and  I think  it  did— this 
certainly  justifies  its  existence,  and  I think  it  is 
deserving  of  support. 

If  any  of  you  perhaps  saw  the  editorial  which 
appeared  in  the  Journal  of  the  American  Medical 
Association , I think  two  or  three  weeks.ago,  urging 
state  and  county  societies  and  national  organiza- 
tions to  become  supporting  members  of  the  United 
States  Committee  of  the  World  Medical  Associa- 
tion, I wish  to  talk  on  that. 

As  you  know,  the  income  of  the  World  Medical 
Association  itself  is  infinitesimal  in  that  it  gets  only 
dues  from  member  associations,  many  of  whom  are 
broke,  and,  if  they  are  not,  they  cannot  pay  their 
dues  because  they  cannot  get  their  money  out  of  the 
country.  We  had,  up  until  last  April,  three  bank 
accounts,  one  in  Zurich,  one  in  Paris,  and  one  in 
England.  The  money  in  France  and  England  can 
only  be  spent  in  those  countries,  because  they  can- 
not get  it  out,  so  we  established  a new  one  in  New 
York  in  April,  to  which  our  own  dues  (the  American 
Medical  Association’s  dues)  and  the  dues  of  the 
Canadian  and  some  of  the  Latin  American  countries 
are  being  paid  in  dollars  here  in  New  York,  and 
where  of  course  we  can  use  it,  but  even  so  the  in- 
come is  altogether  too  little,  so  that  the  United 
States  Committee  was  formed  to  raise  money  really 
to  support  this  thing  in  the  way  it  should  be  run. 
One  of  the  strings  attached  to  that  offer  was  that 
the  headquarters  of  the  organization  were  going  to 
be  located  in  the  United  States.  We  said  North 
America,  but  they  picked  the  United  States,  and 
that  was  agreed  to,  and  we  have  agreed  to  under- 
write the  expenses  of  the  Secretariat  and  the 
traveling  expenses  of  members  of  the  Council. 
We  first  thought  that  it  would  be  done  on  $50,000  a 
year.  Now  we  know  that  that  is  not  adequate; 
it  is  going  to  cost  $75,000  to  $100,000  a year.  The 
American  Medical  Association,  the  Mayo  Clinic, 
the  International  College  of  Surgeons  have  each 
contributed  $2,000  a year  toward  the  support  of 
this.  Many  of  the  national  organizations  have 
contributed.  The  National  Foundation  for  In- 
fantile Paralysis  and  the  American  Red  Cross  have 
each  contributed  $5,000.  The  Pfeiffer  Foundation 
contributed  $10,000,  and  a number  of  others. 

Having  just  passed  a budget  for  next  year  of 
$290,000,  I am  reluctant  to  ask  the  State  Society 
to  go  into  it  in  any  great  degree,  but  I note  in  the 
budget  the  Trustees  last  April  appropriated  $500 
for  entertainment  of  the  Council  when  it  was  here 
in  April,  and  that  there  is  $161  of  that  unspent,  so  I 
was  wondering  if  for  this  year  the  Council  would  be 
willing  to  recommend  to  the  Trustees  that  $150  of 
that  amount  which  has  already  been  appropriated 
for  this  year  and  is  in  the  budget  be  given  to  the 
United  States  Committee  as  a membership  of  this 
Society. 

It  was  voted  that  the  Council  recommend  to 
the  Trustees  that,  $150  of  the  amount  previously 
appropriated  for  this  year  and  in  the  budget,  be 
given  to  the  United  States  Committee  as  a mem- 
bership of  this  Society. 
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TWOFOLD  PROTECTION 

VAGINAL  JELLY 

Provides  the  patient  with  twofold  protection: 

1.  It  occludes  the  cervix  for  as  long  as  10  hours. 

2.  It  immobilizes  sperm  in  the  fastest  time  recognized 
under  the  Brown  and  Gamble  technique 

The  crystal  clarity  and  agreeable  odor  of  "RAMSES’'* 
Vaginal  Jelly t appeal  to  the  patient’s  esthetic  sense. 
There  is  no  better  product  available. 

COMPLETE  LITERATURE  TO  PHYSICIANS  ON  REQUEST. 

tActive  Ingredients:  Dodec.iethvleneglycol  Monolaurate  5%;  Boric  Acid  1%; 
Alcohol  5%. 

gynecological  division 

JULIUS  SCHMID , Inc. 

423  West  55tb  Street , New  York  19,  N.  Y. 

quality  first  since  188 3 


•The  word  "RAMSES” 
is  a registered  trademark 
of  Julius  Schmid,  Inc. 


Officers — County  Medical  Societies — 1948 

TOTAL  MEMBERSHIP  AS  OF  DECEMBER  15,  1948—22,312 


County 

Albany 

Allegany 

Bronx 

Broome 

Cattaraugus.  . 

Cayuga 

Chautauqua.  . 

Chemung 

Chenango .... 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer.  . . . 

Jefferson 

Kings 

Lewis 

Livingston. . . . 

Madison 

Monroe 

Montgomery  . 

Nassau 

New  York.  . . . 

Niagara 

Oneida 

Onondaga. . . . 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer.  . . 
Richmond.  . . . 

Rockland 

St.  Lawrence. 
Saratoga 

Schenectady. . 
Schoharie .... 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins.  . . . 

Ulster 

Warren 

Washington  . . 

Wayne 

Westchester.  . 

Wyoming 

Yates 


President 


J.  J.  Clemmer Albany 

R.  O.  Hitchcock Alfred 

R.  J.  Azzari Bronx 

J.  C.  Zillhardt. . . .Binghamton 

N.  P.  Johnson Olean 

C.  T.  Yarington Moravia 

E.  O.  Black Fredonia 

A.  C.  Glover Elmira 

J.  A.  Hollis Norwich 

W.  W.  Johnson.  . . Plattsburg 
L.  D.  Carpenter.  .Germantown 
It.  H.  Kerr Cortland 

C.  K.  Ives Itoxbury 

L.  W.  Stoller.  . . .Poughkeepsie 

E.  D.  Babbage Buffalo 

R.  J.  Martin Ticonderoga 

A.  A.  Hartmann Malone 

D.  M.  McMartin.  Johnstown 

D.  B.  Johnson Batavia 

W.  A.  Petry Catskill 

It.  W.  Dennis Herkimer 

L.  0.  Fox Brownville 

A.  W.  M.  Marino.  . .Brooklyn 
L.  A.  Avallone Lowville 

F.  J.  Hamilton Hemlock 

R.  B.  Cuthbert Canastota 

E.  B.  Soble Rochester 

R.  E.  WytrwaL.St.  Johnsville 

H.  A.  Butman Manhasset 

William  B.  Rawls.  .New  York 

W.  W.  Pierce Lockport 

Janies  I.  Farrell Utica 

J.  G.  F.  Hiss Syracuse 

Robert  E.  Doran Geneva 

T.  It.  Proper Newburgh 

A.  F.  Leone Medina 

J.  L.  H.  Mason Pulaski 

E.  J.  Keegan Oneonta 

R.  S.  Cleaver Brewster 

Alfred  Angrist Jamaica 

C.  J.  Handron Troy 

J.  H.  Diamond.  .New  Brighton 

G.  G.  Stone Suffern 

P.  T.  McGreevy Massena 

F.  A.  Mastrianni 

Mechanicville 

N.  II.  Rust Scotia 

J.  II.  Wadsworth.  . .Cobleskill 

F.  C.  Ward Odessa 

C.  M.  Smith Waterloo 

V.  S.  Higby Bath 

W.  S.  Stakes Patchogue 

It.  S.  Breakey Monticello 

A.  J.  Capron Owego 

H.  W.  Ferris Ithaca 

E.  S.  Goodyear Kingston 

Saul  Yafa Glens  Falls 

John  A.  Summer. . . .Granville 

J.  H.  Arseneau Lyons 

W.  G.  Childress Valhalla 

O.  T.  Ghent Warsaw 

R.  H.  Davis Penn  Yan 


Secretary 

A.  Vander  Veer Albany 

H.  G.  Chamberlin Cuba 

G.  B.  Gilmore Bronx 

R.  S.  McKeeby.  . .Binghamton 

W.  B.  Arthurs Olean 

J.  D.  Hammond Auburn 

Edgar  Bieber Dunkirk 

11.  A.  Burch Elmira 

J.  II.  Stewart Norwich 

Iv.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

E.  F.  Higgins Cortland 

S.  G.  Edgerton Delhi 

J.  F.  Rogers.  . . .Poughkeepsie 

II.  G.  Walker Buffalo 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

R.  K.  Lenz Gloversville 

C.  C.  Koester Batavia 

W.  M.  Rapp Catskill 

R.  C.  Ashley Little  Falls 

C.  A.  Prudhon.  . . .Watertown 

C.  H.  Loughran Brooklyn 

E.  A.  Barnes Lowville 

R.  A.  Hemphill.  . .Mt.  Morris 

F.  O.  Pfaff Oneida 

J.  A.  Lane Rochester 

D.  W.  Childs Amsterdam 

I.  Drabkin.  . .Rockville  Centre 

B.  W.  Hamilton.  . . .New  York 

C.  M.  Dake Niagara  Falls 

H.  H.  Dodds Utica 

I.  L.  Ershler Syracuse 

Carl  B.  Smith Victor 

E.  C.  Waterbury.  . .Newburgh 

J.  G.  Parke Albion 

U.  Cimildoro Oswego 

J.  M.  Constantine.  . . .Oneonta 

F.  J.  A.  Lehr Carmel 

E.  A.  Wolff Forest  Hills 

II.  F.  Albrecht Troy 

II.  E.  Lucey Stapleton 

R.  L.  Yeager Pomona 

W.  II.  Carson Potsdam 

M.  J.  Magovern 

Saratoga 

R.  E.  Isabella.  . . .Schenectady 

D.  R.  Lyon Middleburg 

C.  W.  Schmidt.  . Montour  Falls 

Bruno  Riemer Romulus 

R.  J.  Shafer Corning 

E.  P.  Kolb Iloltsville 

D.  S.  Payne Liberty 

I.  N.  Peterson Owego 

Richmond  Douglass.  . . Ithaca 

F.  H.  Voss Phoenicia 

A.  C.  Davis Glens  Falls 

D.  M.  Vickers Cambridge 

I.  M.  Derby Newark 

W.  A.  Kelly.  . .Mount  Vernon 

P.  A.  Burgeson Warsaw 

W.  G.  Roberts Penn  Yan 


T reasurer 

F.  E.  Vosburgh Albany 

L.  P.  Bly Cuba 

C.  W.  Frank Bronx 

J.  W.  Kane Binghamton 

George  C.  Cash Olean 

L.  H.  Rothschild Auburn 

C.  E.  Hallenbeck ....  Dunkirk 

E.  S.  Ridall Elmira 

J.  H.  Stewart Norwich 

K.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

F.  F.  Sornberger Cortland 

S.  G.  Edgerton Delhi 

J.  F.  Rogers ....  Poughkeepsie 

E.  A.  Woodworth. . . .Kenmore 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

W.  H.  Raymond. . .Johnstown 
C.  C.  Koester Batavia 

M.  H.  Atkinson Catskill 

R.  C.  Ashley Little  Falls 

L.  E.  Henderson ..  Watertown 

H.  Mandelbaum.  . . .Brooklyn 

E.  A.  Barnes Lowville 

R.  A.  Hemphill . . . Mt.  Morris 

J.  F.  Rommel Oneida 

J.  L.  Norris Rochester 

F.  F.  Pipito Amsterdam 

I.  Drabkin.  .Rockville  Centre 

C.  W.  Cutler New  York 

F.  A.  Lowe Niagara  Falls 

R.  C.  Hall Utica 

A.  C.  Hofmann Syracuse 

Carl  B.  Smith Victor 

E.  C.  Waterbury.  . .Newburgh 

J.  G.  Parke Albion 

U.  Cimildoro Oswego 

J.  M.  Constantine.  . . .Oneonta 

G.  H.  Steacy Mahopac 

D. M.Raskind . Long  Island  City 

H.  C.  Engster Troy 

II.  Dangerfield St.  George 

M.  R.  Hopper Nyack 

L.  T.  McNulty Potsdam 

J.  M.  Lebowich 

Saratoga 

Harry  Miller Schenectady 

D.  L.  Best Middleburg 

C.  W.  Schmidt.  .Montour  Falls 

Bruno  Riemer Romulus 

R.  J.  Shafer Corning 

David  Corcoran . Central  Islip 

D.  S.  Payne Liberty 

I.  N.  Peterson Owego 

Richmond  Douglass.  . . . Ithaca 

H.  B.  Johnson Kingston 

A.  C.  Davis Glens  Falls 

C.  A.  Prescott ..  Hudson  Falls 

I.  M.  Derby Newark 

R.  R.  Heffner.. New  Rochelle 

P.  A.  Burgeson Warsaw 

W.  G.  Roberts Penn  Yan 
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REDUCED  RENAL  HAZARD 


MORE  RAPID  INSTITUTION  OF  BLOOD  LEVEL 


AUTOMATIC  ALKALIZATION 


Use  of  sulfonamide  mixtures,  called  “the  most  efficient 
single  measure  to  minimize  renal  complications,”  ac- 
counts for  the  superiority  of  Aldiazol.  Presenting  sulfa- 
diazine and  sulfathiazole  in  a microcrystalline  state 
together  with  sodiums  citrate  and  lactate  for  automatic 
urinary  alkalization,  Aldiazol  produces  more  rapid  initial 
sulfonamide  absorption,  leads  to  satisfactory  mainte- 
nance of  therapeutic  blood  levels,  and  almost  completely 
eliminates  the  danger  of  crystalluria  (2  per  cent).  It  does 
not  burden  the  kidneys  unnecessarily  as  does  sodium 
bicarbonate  alkalization.  Aldiazol  thus  combines  high 
efficacy  with  minimal  toxicity.  The  palatability  of  this 
liquid  preparation  makes  it  especially  useful  in  pediatrics. 
Indicated  whenever  sulfonamide  therapy  is  called  for. 


THE  S.  E.  MASSENGILL  COMPANY 
Bristol,  Tenn.-Va. 

NEW  YORK  • SAN  FRANCISCO  • KANSAS  CITY 
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Pure.. 

Wholesome . . 
Refreshing 


Safeguarded  constantly  by  scientific 
tests,  Coca-Cola  is  famous  for  its  purity 
and  wholesomeness.  It’s  famous,  too,  for 
the  thrill  of  its  taste  and  for  the  happy 
after- sense  of  complete  refreshment  it 
always  brings.  Get  a Coca-Cola,  and  get 
the  feel  of  refreshment. 

The  pause  that  refreshes 


MINUTES  OF  THE  ANNUAL  MEETING 
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This  Issue  Is  In  Two  Parts 
Part  II 


THE  CLIFTON  SPRINGS  SANITARIUM 

AND  CLINIC 

CLIFTON  SPRINGS,  NEW  YORK 


Hospital  and  Clinic  Building  Sanitarium  Main  Building 


THE  CLINIC 

Medical  sections  for  the  care  of  metabolic 
and  cardiovascular  diseases,  arthritic,  psy- 
choneuroses, gastroenterology,  pediatrics 
and  hematology,  as  well  as  general  diag- 
nosis are  available.  Surgical  sections  are 
available  for  general  surgery  and  the 
various  surgical  specialties.  Laboratory 
sections  are  maintained  for  radiology  and 
pathology. 

The  clinic  is  general  and  maintains  com- 
petent medical,  surgical  and  laboratory 
staffs.  All  types  of  general  medical  and 
surgical  cases  are  received  for  diagnosis 
and  treatment.  Recognized  forms  of  physio- 
therapy are  provided.  There  is  an  excel- 
lent dietetic  service.  No  cases  of  active 
pulmonary  tuberculosis,  contagious  dis- 
ease, epilepsy,  or  insanity  are  accepted. 


THE  SANITARIUM 

REST,  RELAXATION,  MEDICAL  CARE 

The  Sanitarium  has  all  the  atmosphere  of  a 
fine  hotel  with  individual  rooms  and  tasteful 
decorations.  A special  feature  is  made  of 
occupational  therapy  of  all  kinds  with 
competent  staff  and  facilities.  Other  fea- 
tures are  large  cheerful  solarium,  billiard 
room,  complete  gymnasium,  complete  bath 
and  massage  department.  The  spacious 
grounds  include  a nine-hole  golf  course. 
All  the  sanitarium  facilities  are  open  to 
guests  who  do  not  wish  examination  and 
medical  care,  but  come  simply  for  the 
baths  and  massages  and  rest  and  recrea- 
tion. Modern  medical  equipment  and 
superb  location  offer  the  combined  advan- 
tages of  a medical  center  and  rural  Spa. 


Illustrated  booklet  mailed  to  physicians  on  request. 

Address  all  communications  to  S.  A.  Munford,  M.D.,  Superintendent, 

Clifton  Springs,  New  York,  Phone:  3 

THE  CLIFTON  SPRINGS  SANITARIUM  AND  CLINIC 
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IAGNOSTIC  TRIUMPH 


Here’s  the  new  Beck-Lee  Model  E RA 
(Recorded  Automatic)  Electrocardio- 
graph with  the  Automatic  Developing 
Camera  in  action.  It  records  on  a moving 
strip  of  photographic  paper  which  is 
developed  within  the  camera  and  delivers 
a finished  graph  4 seconds  after  expo- 
sure. The  automatic  camera  eliminates 
the  need  for  a darkroom  and  furnishes 
a graph  for  immediate  diagnosis  if 
necessary. 


A GREAT  BEEBER  FIRST! 


In  keeping  with  our  policy  of  procuring 
for  our  customers  the  “BEST . . . FIRST,” 
we  invite  you  to  see  this  amazing  electro- 
cardiographic instrument  in  our  show- 
room . . . also  view  our  permanent 
exhibit  of  the  profession’s  most  honored 
equipment. 


«:*«  RROAinVAV,  NEW  YORK,  IV.  Y. 
llO»  WALNUT  ST.,  PRILA.,  PA. 


TIMELY  NEW  BOOKS 


Shock  and 


published  by 

GRUNE  & STRATTON 


ALLIED  FORMS  OF  FAILURE 
OF  THE  CIRCULATION 

By  H.  A.  DAVIS,  M.D. 

Associate  Professor  of  Surgery, 
College  of  Medical  Evangelists, 
Los  Angeles. 


□ LANGUAGE  AND 

LANGUAGE  DISTURBANCES  DUE 

TO  BRAIN  DAMAGE 

By  Kurt  Goldstein,  M.D.,  New  York 

400  pages  illustrated  $8.75 


□ OCCUPATIONAL  MARKS 

By  F.  Ronchese,  M.D.,  Boston  University 
200  pages,  350  ill.  in  151  figures  $5.50 


Acute  failure  of  the  circulation  is  encountered  in  every  field 
of  clinical  practice.  It  is  a concern  of  the  surgeon  and  surgical 
specialist,  the  obstetrician,  the  anesthesist.  Neither  internist 
nor  general  practitioner  can  escape  its  threat. 


□ DIAGRAMS  OF  THE 
UNCONSCIOUS— 

Handwriting  and  Personality 

By  Werner  Wolff,  Ph.D.,  Bard  College 
400  pages  323  illustrations  $8.00 


As  the  urgent  circumstances  accompanying  the  onset  of 
shock  do  not  permit  prolonged  analysis,  full  familiarity  with 
all  its  aspects  is  essential  for  survival  of  the  patient.  What  is 
known  about  shock,  its  diagnosis  and  treatment,  is  consoli- 
dated in  Dr.  Davis’  new  book.  It  combines  a critical  survey 
of  the  vast  literature  with  the  results  of  the  author’s  own 
investigations  and  extensive  clinical  experience. 

About  650  pages,  54  illustrations. 

Ready  October.  About  $10.00 


□ VENOUS  THROMBOSIS 
AND  PULMONARY  EMBOLISM 
By  Harold  Neuhof,  M.D Columbia  Uni- 
versity 

150  pages  31  illustrations  $4.50 

ORDER  FORM 

Please  send,  on  approval,  a copy  of 
Davis:  SHOCK 

Also  send  a copy  of  the  books  checked 
above. 

Use  margin  for  name  and  address. 


GRUNE  & STRATTON,  Publishers , 381  Fourth  A>  enue,  New  York  16,  N.  Y. 
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Amendment  Disapproved: 

Article  VI,  Constitution;  Chapter  III,  Section 
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Council  Committee  on,  45,  88 
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Geriatrics,  12,  157 
Group  Practice,  37,  1 15 

Hard  of  Hearing  and  the  Deaf,  150 
Honorary  Membership;  Election  of  Dr.  Robert  F. 
Barber,  122 

Hospital  Lien  Law  to  Include  Physicians’  and  Sur- 
geons’ Bills,  Amendment  of,  42,  113 
Hospital  and  Medical  Care  for  Veterans,  26,  138 
Hospitals,  Practice  of  Medicine  by,  92,  165 
House  of  Delegates: 

Advisability  of  Holding  Special  Meeting  in  1948, 
130 

1949  Meeting,  173 

India  Medical  Association,  Introduction  of  Secre- 
tary, 22 

Industrial  Health,  98 
Insurance  Forms,  68,  166 
Isotope  Committee,  67,  162 

Journal,  16,  17,  132,  133,  134 
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Wherever  an  anesthetic,  bacteriostatic  and  fungistatic  ointment  is 
indicated  -- 

ULTRACAIN"®  OINTMENT  offers  prompt  and  prolonged  relief 
in  pruritus,  ulcers,  fissures,  lacerations,  abrasions,  burns  and  in 
mucocutaneous  lesions. 

It  is  significantly  free  from  allergizing  side-effects. 

Write  for  literature. 


CHATHAM  THARM  ACEUT1CALS,  INC 

NEWARK  2,  NEW  JERSEY 

Disiribnltd  in  Canada  by  FISHER  & BURPE.  LTD  , Winnipeg  Manitoba 


4 


freedoni  from  VAGINITIS 


effectively 


single-dose  disposable  applicators 


The  "single  agent  of  choice”  1 
in  all  types  of  vaginitis 
and  cervicitis, 

WESTHIAZOLE*  VAGINAL  . . . 


SPEEDS  RELIEF  from  itching, 
discharge,  foul  odor,  etc.,  and 
recovery  within  2 to  7 weeks. 


RAPIDLY  ACHIEVES  vaginal 
acidity  and  flora  hostile  to 
pathogenic  organisms. 


INTIMATELY  MEDICATES 

mucosa  by  adhesive  solution 
in  vaginal  secretions. 


ARRESTS  INFECTION, 

assures  faster  healing  by  intensive 
local  sulfathiazole  concentration. 


WESTHIAZOLE  VAGINAL  FORMULA 

10%  SULFATHIAZOLE,  4%  UREA, 
3%  LACTIC  ACID  in  polyethlyene 
base,  NON  IRRITANT,  NON  TOXIC. 
•T.M.REG.  U.S.  PAT.  OFF. 
1.  Siegler,  S.L.:  Amer.  J.  Obstet. 

& Gyn.  52  1,  1946. 

WESTWOOD  PHARMACAL  CORP. 

BUFFALO  13,  N.  Y. 

SUBSIDIARY  FOSTER  MILBURN  CO. 


5?  NEW  LITERATURE?  Send  coupon,  please 

_ A 1 


!$ 


5TW00D  PHARMACAL  CORP. 

, DEWITT  ST.,  BUFFALO  13,  N.  Y.,  Dept.  . 

„„d  new  literatim  on  MM*  ^ * 

ddress 


NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 

Copyright  1948  by  the  Medical  Society  of  the  State  of  New  York 


George  W.  Kosmak,  M.D., 
Managing  Editor 

Laurance  D.  Redway,  M.D.,  Assistant  Managing  and 

Literary  Editor 

Dwight  Anderson,  Business  Manager 

Publication  Committee 

Alvina  Rich  Lewis,  Technical  Editor 

George  W.  Kosmak,  M.D.,  Chairman 
Dwight  Anderson 
W.  P.  Anderton,  M.D. 

Associate  Editorial  Board 

Laurance  D.  Redway,  M.D. 
James  R.  Reuling,  M.D. 
Edward  T.  Wentworth,  M.D. 

Louis  H.  Bauer,  M.D. 
William  A.  Brumfield,  M.D. 
Theodore  J.  Curphey,  M.D. 
Norman  S.  Moore,  M.D. 

Peter  M.  Murray,  M.D. 
William  J.  Orr,  M.D. 
Howard  A.  Rusk,  M.D. 
Armitage  Whitman,  M.D. 

VOLUME  48 

SEPTEMBER  1,  1948 

NUMBER  17,  PART  II 

Minutes  of  the  House  of  Delegates,  1948 


For  the  convenience  of  the  membership  of 
the  Medical  Society  of  the  State  of  New  York 
the  Publication  Committee  this  year  pre- 
sents the  minutes  of  the  House  of  Delegates 
in  a new  and  improved  manner,  for  the  first 
time.  Formerly,  the  transactions  were 
printed  in  serial  form  through  a number  of 
issues  of  the  New  York  State  Journal  of 
Medicine.  Henceforth,  they  will  be  pub- 
lished complete  with  index  in  a single  volume 
as  a second  section  to  one  of  the  regular 
issues  of  the  Journal,  this  year  the  Septem- 
ber 1 issue. 

The  editors  feel  sure  that  you  will  welcome 
this  opportunity  to  familiarize  yourselves 
with  the  most  recent  actions  of  your  duly 
elected  legislative  body.  A well-informed 
membership  is  the  mark  of  a progressive 
society. 

To  give  some  indication  of  the  importance 
of  the  deliberations  of  your  House  of  Dele- 
gates, a few  facts  about  medical  affairs  in 
your  State  may  be  in  order: 

One  fifth  of  all  interns  in  the  United  States 
receive  their  training  in  New  York  State 
hospitals;  one  fourth  of  all  United  States 
physicians  serve  their  residencies  in  New 
York  State  hospitals;  thirteen  per  cent  of  all 
prescriptions  are  prescribed  by  New  York 


State  physicians;  almost  half  of  the  22,717 
New  York  State  physicians  are  specialists; 
one-eighth  of  all  the  hospital  beds  are  in 
New  York  State  hospitals. 

New  York  State  is  not  only  the  largest 
state  with  respect  to  population  and  number 
of  physicians,  but  continues  to  be  the 
fastest  growing  state  also,  based  on  the  num- 
ber of  new  physicians  who  are  licensed  to 
practice  medicine  each  year.  Last  year  over 
1,100  new  physicians  joined  the  Medical 
Society  of  the  State  of  New  York,  and  this 
year  the  number  has  continued  to  grow,  until 
now  our  membership  stands  at  22,717,  twice 
as  many  member  physicians  as  the  next 
largest  state. 

Thus,  New  York,  with  15  per  cent  of  all 
the  physicians  in  the  United  States,  occupies 
a key  position  in  the  national  medical 
picture.  I land  in  hand  with  this  tremendous 
growth  has  gone  New  York’s  progressive 
spirit  of  medical  leadership,  which,  at  the 
very  beginning,  brought  about  the  establish- 
ment of  the  American  Medical  Association 
(1847)  and  later  the  United  States  Pharma- 
copeia. Today,  New  York  is  taking  the 
leadership  in  much  of  the  battle  against 
socialized  medicine  and  antivivisection,  and 
for  licensing  reforms,  prepayment  medical 
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care  plan  insurance,  chiropractic  control 
measures,  better  postgraduate  medical 
education,  particularly  for  the  general 
practitioner,  and  a host  of  other  problems  of 
the  day. 

The  transactions  of  the  House  of  Dele- 


gates contain  in  detail  all  the  resolutions  pre- 
sented, the  action  of  the  reference  committees 
and  the  reports  of  the  Council  Committees. 
The  new  Minutes  presentation  with  its  index 
should  facilitate  and  simplify  the  problem  of 
finding  any  action  of  the  House  of  Delegates. 


INDEX 

[Continued  from  page  2] 
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Public  Medical  Care,  164 
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Rural  Medical  Service,  99 
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Veterans  Administration:  62,  139 

United  States,  Liaison  Committee,  Report,  104 
Veterans,  Hospital  and  Medical  Care,  26,  138 
Vice-President  (Dr.  Curphey),  Remarks,  126 
Voluntary  Health  Insurance  Plan,  Resolution,  29, 
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Vote  of  Thanks: 

Scientific  Program,  Scientific  Exhibits,  Conven- 
tion, Program,  and  Arrangements  Committees, 
128 

Speaker,  176 

Exhibitors  and  Hotel  Management,  175 

United  Medical  Service,  Rates  of  Doctors  in,  31,  84 

War  Memorial,  14,  137,  140,  174 
Wicks  Commission — Temporary  Commission  on  Co- 
ordination of  State  Activities,  64,  111 
Woman’s  Auxiliary:  Resolution  Adopted,  27,  77,  80 
Workmen's  Compensation : 

Amend  Law  to  Abolish  Medical  Practice  Com- 
mittee, 57,  94 

Enlargement  of  Council  Committee,  45,  88 
Fee  Schedule,  54,  95 

World  Health  Organization,  U.S.  Participation,  39, 
145 

World  Medical  Organization,  19 
X-ray  as  a Practice  of  Medicine,  36,  116 


THE  1948  ANNUAL  MEETING 


Leaders  of  the  Medical  Society  of  the 
State  of  New  York — past,  present,  and 
future — shown  at  the  142nd  Annual  Meet- 
ing held  in  New  York  City  from  May  17  to 
May  21,  1948.  Above,  left  to  right:  Louis 
H.  Bauer,  M.D.,  Hempstead,  past-president; 
Leo  F.  Simpson,  M.D.,  Rochester,  president, 
and  John  J.  Masterson,  M.D.,  Brooklyn, 
president-elect. 


At  right,  Albert  F.  R.  Andresen,  M.D., 

Brooklyn,  speaker,  who  presided  at  the  1948 
meeting  of  the  House  of  Delegates  of  the 
State  Society. 


Attendance  at  (he  five-day  session  totaled 
6,020,  including  physicians,  exhibitors,  mem- 
bers, and  guests. 
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A popular  exhibit  (above)  was  huge  display  of  the  Journal,  featuring 
two  picture  booths,  where  delegates  and  guests  received  souvenir  pictures 
of  themselves — “Partners  in  Service — You  and  the  Journal.” 


Physicians  from  metropolitan  area  and  all  over  State  crowded  into 
scientific  sessions  and  Teaching  Day  programs,  as  in  panel  discussion  meet- 
ing shown  below. 


At  luncheon  of  the  Woman’s  Auxiliary]^0  the  Medical  Society  of  the 
State  of  New  York,  held  during  Annual  Meeting — above,  left  to  right: 
Dr.  Harry  F.  Pohlmann;  Mrs.  Edgar  M.  Neptune,  president  of  the  State 
Auxiliary;  Dr.  Fenwick  Beekman,  chairman  of  the  Auxiliary  Advisory 
Council  of  the  State  Society ; Mrs.  Harry  F.  Pohlmann,  retiring  president 
of  the  State  Auxiliary;  Mrs.  J.  Emerson  Noll,  First  District  Councilor; 
Mrs.  Eustace  Allen,  retiring  president,  Woman’s  Auxiliary  to  the  Ameri- 
can Medical  Association;  Dr.  Nathan  B.  Van  Etten,  member  of  the  Ad- 
visory Council,  and  Mrs.  Luther  H.  Kice,  president  of  the  Woman’s 
Auxiliary  to  the  A.M.A. 

Display  at  Annual  Meeting  showing  scope  and  activities  of  the  post- 
graduate medical  education  arranged  by  the  Council  Committee  on  Public 
Health  and  Education,  O.  W.  H.  Mitchell,  M.D.,  chairman. 


Much  interest  was  evidenced  in  display  of 
20,000  Years  of  Service,  book  published  by 
State  Society  honoring  physicians  who  have 
served  fifty  years  or  more. 


Medical  Care  Insurance  plans  in  New 
York  State  were  explained  at  colorful  exhibit 
of  this  Department. 


Members  and  guests  used  many  spare 
moments  to  visit  the  Technical  Exhibits, 
where  new  and  improved  products  and  serv- 
ices of  over  100  companies  were  set  up. 


Medical  Society  of  the  State  of  New  York 


House  of  Delegates 
Minutes  of  the  Annual  Meeting 
May  17  to  May  19,  1948 


HTHE  142nd  Annual  Meeting  of  the  House  of  Dele- 
gates  of  the  Medical  Society  of  the  State  of  New 
York  was  held  at  the  Hotel  Pennsylvania,  New 
York  City,  on  Monday,  May  17,  1948,  at  10:15 
a.m.;  Dr.  Albert  F.  R.  Andresen,  Speaker;  Dr.  Nel- 
son W.  Strohm,  V ice- Speaker ; Dr.  Walter  P.  Ander- 
ton,  Secretary;  Dr.  W.  Guernsey  Frey,  Jr.,  Assistant 
Secretary. 

Speaker  Andresen:  Will  the  meeting  please 

come  to  order? 

We  will  now  ask  for  the  report  of  the  Reference 
Committee  on  Credentials,  Mr.  Secretary. 

Secretary  Anderton:  The  Reference  Com- 
mittee on  Credentials  reports  there  are  no  disputed 
delegates,  and  all  on  our  rolls  are  entitled  to  vote. 

Speaker  Andresen:  I now  declare  the  142nd 
Session  of  the  House  of  Delegates  open  for  the  trans- 
action of  business. 

Section  1 

Report  of  Reference  Committee  on  Credentials 

Speaker  Andresen:  We  will  now  hear  the  re- 
port of  the  number  of  delegates  registered  from  the 
Credentials  Committee,  Dr.  McCarty.  Is  there  a 
quorum  present? 

Dr.  Charles  F.  McCarty,  Kings:  There  are 
registered  106  County  Delegates,  14  Officers,  7 
Section  Chairmen,  and  7 District  Delegates. 

Speaker  Andresen:  A quorum  is  60  delegates, 
so  we  have  a quorum  present,  and  can  start  the 
transaction  of  business. 

Section  2 

Approval  of  the  Minutes  of  the  1947  Session 

Speaker  Andresen:  The  next  order  of  business 
is  the  approval  of  the  minutes  of  the  1947  Session. 
These  minutes  have  appeared  in  the  August  1 and 
15,  September  1 and  15,  October  1 and  15  and  No- 
vember 1,  1947,  issues  of  the  New  York  State  Jour- 
nal op  Medicine.  If  there  are  no  corrections  or 
objections,  the  minutes  will  stand  approved  as 
published. 

Are  there  any  objections  or  corrections?  Hearing 
none,  the  minutes  are  declared  approved  as  pub- 
lished. 

Section  3 

Reference  Committees 

Speaker  Andresen:  In  regard  to  the  Reference 
Committees,  the  list  of  Reference  Committee  ap- 
pointments has  been  published,  and  all  of  the  mem- 
bers of  the  Reference  Committees  have  been  writ- 
ten to.  In  addition  to  that  we  have  asked  the  chair- 
man of  each  Reference  Committee  to  communicate 
with  the  members  of  his  committee  and  get  their 
opinions  in  regard  to  the  subjects  that  have  been 
referred  to  them.  We  hope  in  that  way  to  expedite 
the  business  of  the  I louse. 


....  The  list  of  Reference  Committees  is  as  fol- 
lows: 

REFERENCE  COMMITTEE  ON  CREDENTIALS: 
Charles  F.  McCarty,  Chairman,  Kings 
Alfred  K.  Bates,  Cayuga 
Goodlatte  B.  Gilmore,  Bronx 
George  H.  Burgin,  Herkimer 
Samuel  W.  Moore,  New  York 

REFERENCE  COMMITTEE  ON  REPORT  OF  PRESI- 
DENT (also  Supplementary) : 

Philip  D.  Allen,  Chairman,  New  York 

William  J.  Tracy,  Steuben 

Harold  F.  Morrison,  First  District  Branch 

William  Klein,  Bronx 

Francis  G.  Riley,  Queens 

REFERENCE  COMMITTEE  ON  REPORTS  OF  SECRE- 
TARY, CENSORS,  AND  DISTRICT  BRANCHES: 

Leo  F.  Schiff,  Chairman,  Clinton 
Raymond  F.  Kircher,  Albany 
Charles  A.  Anderson,  Kings 
Frederick  S.  Wetherell,  Onondaga 
Morris  R.  Bradner,  Orange 

REFERENCE  COMMITTEE  ON  REPORTS  OF  TREAS- 
URER AND  TRUSTEES: 

Irwin  E.  Siris,  Chairman,  Kings 
Stephen  R.  Monteith,  Rockland 
John  J.  Finigan,  Monroe 
Homer  J.  Knickerbocker,  Ontario 
William  C.  White,  New  York 

REFERENCE  COMMITTEE  ON  REPORT  OF  PLAN- 
NING COMMITTEE  FOR  MEDICAL  POLICIES: 
Thomas  M.  D’Angelo,  Chairman,  Queens 
Harry  C.  Guess,  Erie 
E.  C.  Foster,  Yates 
George  C.  Adie,  Westchester 
Dwight  V.  Needham,  Onondaga 

REFERENCE  COMMITTEE  ON  REPORTS  OF  MAL- 
PRACTICE INSURANCE  AND  DEFENSE  BOARD  AND 
LEGAL  COUNSEL  (also  Supplementary) : 

Abraham  Koplowitz,  Chairman,  Kings 
Harold  B.  Davidson,  New  York 
Harry  S.  Fish,  Tioga 
Daisy  C.  II.  Van  Dyke,  Franklin 
llenry  E.  McGarvey,  Westchester 

REFERENCE  COMMITTEE  ON  CONSTITUTION  AND 
BYLAWS: 

Peter  J.  Di  Natale,  Chairman,  Genesee 
Leo  E.  Gibson,  Onondaga 
Ezra  A.  Wolf,  Queens 
Joseph  L.  Kiley,  Saratoga 
Sylvester  C.  Clemans,  Fulton 

REFERENCE  COMMITTEE  ON  REPORT  OF  COU 
CIL— PART  I: 

Postgraduate  Education  (also  Supplementary) 

W.  Walter  Street,  Chairman,  Onondaga 
Scott  Lord  Smith,  Dutchess 
Paul  F.  Wilwerth,  Schuyler 
Donald  E.  McKenna,  Kings 
Kenneth  F.  Bott,  Greene 

REFERENCE  COMMITTEE  ON  REPORT  OF  COUN- 
CIL-PART II: 

Maternal  and  Child  Welfare  (also  Supplementary) 
Thurman  B.  Givan,  Chairman,  Kings 
T.  A.  Lynch,  Lewis 
E.  Kenneth  Horton,  Nassau 
Edgar  Bieber,  Chautauqua 
William  A.  Peart,  Niagara 
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REFERENCE  COMMITTEE  ON  REPORT  OF  COUN- 
CIL—PART  III: 

Public  Health  Activities  (A) 

Industrial  Health 
County  Health  Departments 
Rural  Medical  Service 
Harry  Golembe,  Chairman,  Sullivan 
Vincent  Juster,  Queens 
Leo  Schwartz,  Kings 
Claude  C.  Nuckols,  Jr.,  Albany 
Elton  R.  Dickson,  Broome 

REFERENCE  COMMITTEE  ON  REPORT  OF  COUN- 
CIL-PART IV: 

Public  Health  Activities  (B) 

Cancer  (also  Supplementary) 

Hard  of  Hearing  and  the  Deaf 
Mental  Hygiene 
Homologous  Serum  Jaundice 
BCG  Immunization 
Rheumatic  Fever 

Thomas  H.  McGavack,  Chairman,  Section  Delegate 
Maxwell  D.  Ryan,  Section  Delegate 
Donald  Malven,  Dutchess 
W.  T.  Boland,  Chemung 
Abraham  M.  Rabiner,  Kings 

REFERENCE  COMMITTEE  ON  REPORT  OF  COUN- 
CIL-PART V: 

Public  Health  Activities  (C) 

Rehabilitation 

Nutrition 

Geriatrics  (also  Supplementary) 

Physical  Medicine 

Philip  L.  Forster,  Chairman,  Section  Delegate 
Stanley  B.  Folts,  Seneca 
E.  L.  Harmon,  Westchester 
Madge  C.  L.  McGuitmess,  New  York 
John  L.  Sengstack,  Suffolk 

REFERENCE  COMMITTEE  ON  REPORT  OF  COUN- 
CIL-PART VI: 

Economics  (also  Supplementary) 

Public  Medical  Care 

Joint  Committee  of  the  Hospital  Association  and  the 
Medical  Society  of  the  State  of  New  York 
Medical  Service 

Edward  P.  Flood,  Chairman,  Bronx 
Stephen  H.  Curtis,  Section  Delegate 
J.  E.  McAskill,  Jefferson 
Porter  A.  Steele,  Erie 
Frank  J.  Cerniglia,  Queens 

REFERENCE  COMMITTEE  ON  REPORT  OF  COUN- 
CIL-PART VII: 

Medical  Care  Insurance 

John  B.  D’Albora,  Chairman,  Second  District  Branch 

John  T.  Donovan,  Erie 

John  E.  Wattenberg,  Cortland 

John  M.  Galbraith,  Nassau 

A.  Wilbur  Duryee,  New  York 


REFERENCE  COMMITTEE  ON  REPORT  OF  COUN- 
CIL-PART VIII: 

Liaison  with  Veterans  Administration 
War  Memorial  (also  Supplementary) 

Joseph  P.  Henry,  Chairman,  Monroe 
Walter  T.  Heldmann,  Richmond 
Margaret  Janeway,  New  York 
John  L.  O’Brien,  Bronx 
Benjamin  M.  Bernstein,  Kings 


REFERENCE  COMMITTEE  ON  REPORT  OF  COUN- 
CIL-PART IX: 

Legislation  (also  Supplementary) 

Andrew  A.  Eggston,  Chairman,  Westchester 

A.  W.  Martin  Marino,  Kings 

Samuel  B.  Burk,  New  York 

John  L.  Edwards,  Columbia 

Felix  Ottaviano,  Madison 


REFERENCE  COMMITTEE  ON  REPORT  OF  COUN- 
CIL-PART X: 

Workmen's  Compensation 
Frederic  W.  Holcomb,  Chairman,  Ulster 
Reginald  A.  Higgons,  Westchester 
Olin  J.  Mowry,  Oswego 
Arthur  J.  Fischl,  Queens 
Ralph  J.  Sheldon,  Wayne 


REFERENCE  COMMITTEE  ON  REPORT  OF  COUN- 
CIL-PART XI: 

Publication  (also  Supplementary) 

Public  Relations 

Theodore  J.  Curphey,  Chairman,  Nassau 

Frank  LaGattuta,  Bronx  - 

Ivan  N.  Peterson,  Sixth  District  Branch 

Charles  S.  Lakeman,  Monroe 

Irving  Sands,  Kings 

REFERENCE  COMMITTEE  ON  REPORT  OF  COUN- 
CIL-PART XII: 

Miscellaneous 
Conventions 
Medical  Licensure 
Nursing 

Woman’s  Auxiliary  (also  Supplementary) 

Office  Administration  and  Policies 

Ethics 

Memorial 

Joseph  A.  Geis,  Chairman,  Essex 
Burrill  B.  Crohn,  New  York 
John  J.  Gainey,  Kings 
J.  Mott  Crumb,  Chenango 
Moses  A.  Stivers,  Orange 

REFERENCE  COMMITTEE  ON  MISCELLANEOUS 
BUSINESS  A: 

Frederick  Williams,  Chairman,  Bronx 
John  Dugan,  Orleans 
John  F.  Kelley,  Oneida 
Richard  P.  Doody,  Rensselaer 
Joseph  Tenopyr,  Kings 

REFERENCE  COMMITTEE  ON  MISCELLANEOUS 
BUSINESS  B: 

William  B.  Rawls,  Chairman,  New  York 
Joseph  H.  Cornell,  Schenectady 
Morris  Maslon,  Warren 
Thomas  M.  Brennan,  Kings 
J.  Lewis  Amster,  Bronx 

Speaker  Andresen:  In  these  times  of  impor- 
tant changes  taking  place  in  medical  practice,  in 
education,  and  in  our  general  way  of  living,  the 
Speaker  wishes  to  emphasize  the  importance  of  our 
reference  committees.  It  is  to  them  that  we  look 
for  a careful  study  of  the  reports  and  resolutions 
referred  to  them. 

It  is  very  important  that  not  only  officers  and 
committees  whose  reports  are  being  considered 
should  attend  the  meetings  of  these  reference  com- 
mittees, but  that  anyone,  whether  a member  of  the 
House  or  not,  who  has  any  ideas  or  knowledge  in 
regard  to  the  subjects  considered  should  go  there 
to  present  them.  We  can  save  much  time  of  the 
House  and  have  a much  more  thorough  study  if 
those  matters  are  thoroughly  thrashed  out  in  com- 
mittee instead  of  on  the  floor  of  the  House. 

We  have  boards  set  up  here  on  which  we  would 
ask  the  chairmen  of  the  reference  committees  please 
to  put  down  the  name  of  their  committee  and  the 
place  where  the  committee  is  going  to  meet.  Most 
of  the  committees  are  going  to  meet  in  the  Head- 
quarters Room,  which  is  just  to  the  right  as  you  come 
out  of  the  door  on  the  corridor,  but  they  have  only 
set  up  13  tables  there,  and  we  have  20  committees, 
so  that  there  will  be  seven  committees  meeting  in 
this  room.  We  will  let  the  chairmen  of  those  com- 
mittees know  shortly  which  ones  are  going  to  meet 
in  this  room,  and  we  would  request  you  all  to  meet 
there  this  afternoon  at  two  or  three  o’clock  and 
work  out  our  very  important  problems. 

Section  4 

Reference  of  Reports  and  Supplementary  Reports 

Secretary  Anderton:  I move  that  the  Reports 
and  Supplementary  Reports  of  Officers,  Council, 
Trustees,  Legal  Counsel,  and  District  Branches 
that  have  been  published  and  distributed  to  the 
members  of  the  House  be  referred  to  the  respective 
Reference  Committees  without  reading. 
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Dr.  William  Klein,  Bronx:  I second  that 
motion. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  carried.  . . . 

Dr.  Thomas  D’Angelo,  Queens:  There  are  cer- 
tain supplemental  reports  that  have  not  been  even 
published. 

Speaker  Andresen:  Those  we  are  going  to  take 
up  next. 

Dr.  Fredrick  W.  Williams,  Bronx:  I voted 
nay  on  that  last  motion  because  last  year  we  brought 
in  a resolution  asking  you  to  have  the  reports  of 
these  officers  and  Council  Committees  in  the  hands 
of  the  delegates  in  ample  time  in  advance  of  the 
House  so  that  we  could  be  informed  as  to  how  to 
vote  on  them.  Today  we  are  presented  with  some 
five  different  mimeographed  reports  on  the  chair, 
and  we  don’t  even  know  anything  about  what  is  in 
them,  yet  you  are  going  to  ask  us  to  vote  on  them. 
I don’t  think  that  is  fair. 

Speaker  Andresen:  We  are  asking  the  reference 
committees  to  study  them  and  report  tomorrow  as 
to  how  they  feel  about  them.  In  the  meantime 
every  member  of  the  House  will  have  a copy  of  them, 
and  will  be  able  to  study  them  all  afternoon  and  all 
night,  and  then  tomorrow  when  we  hear  the  refer- 
ence committees’  reports  we  will  be  able  to  act. 
In  the  meantime  we  would  like  people  who  are  not 
informed  to  go  to  the  meetings  of  the  reference  com- 
mittees that  are  going  to  consider  these  supplemen- 
tary reports  and  the  various  subjects  and  learn 
something  about  them  before  tomorrow  morning,  so 
that  they  can  vote  intelligently  upon  them. 

Dr.  Williams:  The  reason  I made  my  objection 
is  that  it  has  been  called  to  my  attention  there  is 
a suggestion  in  one  of  them  for  a special  assessment 
on  the  members.  You  are  asking  your  delegates  to 
vote  a special  assessment  on  the  members  and  we 
don’t  know  how  our  county  feels  about  a special 
assessment. 

Speaker  Andresen:  What  do  you  want  to  do, 
call  up  your  county  this  morning  and  get  their 
authorization  or  instruction  on  how  to  vote  on  that? 

Dr.  Williams:  It  would  have  been  much  more 
fair  if  that  report  had  gotten  in  early  enough  to  be 
published  so  we  could  have  come  instructed  on  that, 
as  we  suggested  in  the  resolution  last  year,  Mr. 
Speaker. 

Speaker  Andresen:  All  right,  but  here  they 
are,  and  we  have  got  to  thrash  these  things  out 
this  afternoon  in  the  reference  committees. 

Dr.  Williams:  May  I ask  that  it  does  not  hap- 
pen again  next  year? 

Secretary  Anderton:  Excuse  me,  sir.  The 

reason  it  happens  is  that  the  reports  arrive  at  the 
office  so  very  late.  If  you  will  get  the  gentlemen 
that  write  the  reports  to  send  them  in  promptly 
and  in  plenty  of  time,  we  will  have  them  ready  for 
you  in  the  Journal.  It  is  not  the  fault  of  the  people 
that  have  had  these  mimeographed  for  distribution. 
They  don’t  get  them  in  until  just  the  last  minute. 

Dr.  Williams:  I am  not  questioning  whose 
fault  it  is.  I don’t  want  to  delay  the  meeting  by 
discussing  this  further,  but  I think  someone  ought 
to  see  that  the  reports  are  in  on  time  so  that  they 
can  be  published. 

Section  5.  ( See  85) 

Annual  Report  of  the  Treasurer 

To  the  House  of  Delegates — Gentlemen: 

The  financial  status  of  the  Society  is  shown  in  the 
accompanying  letter  of  transmittal  and  excerpts 


taken  from  the  report  of  our  auditors,  the  firm  of 
Patterson  and  Ridgway,  certified  public  account- 
ants, who  examined  the  books  of  the  Society  for  the 
fiscal  year  1947. 

Last  year,  in  the  report  of  the  Treasurer,  it  was 
pointed  out  that  we  were  operating  in  the  red  for 
the  first  time  in  many  years.  The  House  of  Dele- 
gates last  year  voted  to  increase  the  State  assess- 
ment from  $10  to  $15.  This  was  in  May,  1917,  but 
of  course  did  not  become  operative  until  this  year 
(January  1,  1948). 

During  the  remainder  of  1947  expenses  of  opera- 
tion continued  to  increase.  There  were  still  a great 
many  members  of  the  Society  carried  on  our  books 
whose  dues  were  remitted  because  of  military  serv- 
ice. Another  factor  was  the  necessity  of  moving 
the  offices  and  enlarging  their  size.  This  latter  item 
entailed  a great  deal  of  additional  expense  and  an 
increased  personnel.  Therefore,  toward  the  close 
of  the  year  we  found  our  bank  balances  were  at  a 
perilously  low  figure,  and  it  became  necessary  for  the 
Board  of  Trustees  to  authorize  a loan  in  the  amount 
of  $50,000,  so  that  we  might  continue  to  pay  our 
current  bills. 

During  the  course  of  the  year  our  accounting  sys- 
tem has  been  modernized  and  brought  up  to  date  in 
many  respects.  The  work  in  the  accounting  de- 
partment has  increased  because  of  payroll  deduc- 
tions for  withholding  tax,  social  security,  old  age 
pension,  and  also  the  proper  accounting  check 
system,  office  purchases,  sales-advertising,  and  so 
forth. 

The  Finance  Committee  has  set  up  a budget 
which  shows  an  estimated  surplus  at  the  end  of  the 
ensuing  fiscal  year  of  $38,302.  It  is  to  be  noted, 
however,  that  we  start  the  year  with  a deficit  of 
approximately  $50,000  chargeable  against  the  pre- 
ceding year,  and  it  is  going  to  be  only  by  the  closest 
application  of  economy  that  we  may  end  up  this 
year  in  a favorable  position. 

It  is  believed  that,  with  increased  membership, 
the  gradual  cessation  of  remission  of  dues,  and  the 
increase  in  the  assessment,  we  will  again  be  able  to 
operate  within  our  dues  income.  However,  this 
supposition  is  predicated  on  a stable  economy.  If 
rapidly  rising  costs  should  continue,  we  may  again 
find  ourselves  in  the  safne  position  we  were  in  last 
year  when,  as  an  example,  the  cost  of  publishing 
the  Directory  exceeded  the  previously  estimated 
cost  by  over  60  per  cent. 

In  closing  my  report  I should  like  to  express  my 
sincere  thanks  and  appreciation  to  all  members  of 
the  staff  of  the  Medical  Society  of  the  State  of  New 
York  for  their  helpfulness  and  cooperation  during 
the  past  year.  I also  wish  to  extend  my  deep  per- 
sonal gratitude  to  the  Assistant  Treasurer,  Dr. 
Fenwick  Beekman,  for  his  able  and  kind  assistance 
on  a number  of  occasions  when  it  has  been  necessary 
for  him  to  function. 

Respectfully  submitted, 

James  R.  Reuling,  M.D.,  Treasurer 

March  11,  1948 
Auditors’  Certificate 

To  the  Board  of  'Trustees , Medical  Society  of  the  State 
of  New  York: 

We  have  examined  the  balance  sheet  of  the 
Medical  Society  of  the  State  of  New  York  as  of 
December  31,  1917,  and  the  statements  of  operating 
income,  financial  income  and  capital  for  the  year 
then  ended,  have  reviewed  the  system  of  internal 
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ASSETS 

GENERAL  FUND 
Current  Assets: 

Cash  in  banks  and  on  hand $ 91,371 .51 

Accounts  Receivable $10,871.97 

Less : Reserve  for  Doubtful  Accounts  and  for  Commissions 948 . 35  9,923 . 62 

Advances  to  Veterans  Medical  Service  Plan  of  New  York,  Inc 16,496.87 

Due  from  Endowment  Fund 50.00 

Dues  Receivable — Net,  estimated 4,740.00 

Investments — 

At  Cost  (Market  or  Redemption  Value  $474,154.50)  (see  Notes  A and  B)  455,229.70 

Accrued  Interest  Receivable . 9,447.13 

Inventory  of  Paper  Stock 7,089.04 

$594,347.87 

Other  Assets: 

Advance  Costs: 

1948  Medical  Directory $7,699.57 

1948  Annual  Meeting 1,332.91 

Prepaid  Expenses  and  Deposits 3,337.18  12,369.66 


Furniture  and  Fixtures — At  Nominal  Value 2.00 

ENDOWMENT  FUNDS 

Cash  in  Bank 12,313.39 


TOTAL  ASSETS $619,032 . 92 

LIABILITIES  AND  CAPITAL 

GENERAL  FUND 

Current  Liabilities: 

Bank  Loan  (see  Note  A) $50,000.00 

Accounts  Payable 36,735.57 

Commissions  Payable — Journal  and  Directory  Advertising  Sales . . 7,347 . 77 

Taxes  Payable 4,421.45  $ 98,504 . 79 


Deferred  Income: 

Prepaid  Journal  Advertising  and  Circulation $ 1,685.22 

Annual  Meeting — 1948 14,482.50 

Prepaid  1948  Membership  Dues 4,270.00  20,437.72 

Reserve  for  Future  Annual  Meetings.  10,000.00 

Capital — General  Fund 477,777.02 

ENDOWMENT  FUNDS 

Accounts  Payable  ....  50.00 

Capital: 

Lucien  Howe  Prize  Fund. 4,919. 16 

Merritt  II.  Cash  Prize  Fund 1,958.40 

A.  Walter  Suiter  Lectureship  Fund 5,385.83  12,313.39 


TOTAL  LIABILITIES  AND  CAPITAL $619,032.92 


Note  A:  U.S.  Treasury  bonds  in  the  amount  of  SI 01 ,000  (par)  have  been  pledged  as  collateral  on  the  bank  loan. 
Note  B:  U.S.  Treasury  bonds  in  the  amount  of  $00,000  have  been  earmarked  for  the  Journal  Reserve  and  $ 
Annual  Meeting  Reserve. 
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STATEMENT  OF  OPERATING  INCOME  AND  EXPENSES 


For  the  Year  Ended  December  31,  1947 


Operating  Income: 

Members’  Dues — Year  1947 $184,120.00 

Less:  Reserve 1,970.00 

$182,150.00 

Less:  Allocation  to  Journal  Circulation  Income,  as  Authorized  by  the  Board  of  Trustees . . 52,335 . 00 


Arrears  (after  reserve) 

Operating  Income  from  the  Journal 
Plus:  Allocation  of  Dues 


$129,815.00 

182.00* 

$ 5,076.05 

52,335.00  57,411.05 


Sundry 


29.65 


$187,073.70 

Operating  Expenses: 


Administrative $80, 169 . 09 

Public  Relations  Bureau 24,689.63 

Medical  Directory,  net 59,395.68 

Annual  Meeting 1,501.23 

Legislative  Bureau — Albany  Office 17,220.06 

Counsel — Retainer  and  Expenses 16,546.58 

Traveling  Expenses 11,035.61 

Planning  Committee  for  Medical  Policies 522.02 

Workmen’s  Compensation  Bureau 17,609.21 

Bureau  of  Medical  Care  Insurance 12,886.14 

Scientific  Activities 16,247.83 

Malpractice  Defense  and  Insurance  Board 1,552. 12 

Committee  on  Cults 331 .70 

District  Branches 1,763.62 

Woman’s  Auxiliary 1,132.00 

Moving  Expenses  (including  additional  equipment) 19,316 .40 

Veterans  Medical  Service  Plan  of  New  York,  Inc.. . 1,692.89  283,611.81 


Excess  Total  of  Operating  Expenses  Over  Income 


$ 96,538.11* 


* Italics  indicate  red  figure. 


CASH  IN  BANKS  AND  ON  HAND 
DECEMBER  31,  1947 


General  Funds $ 63,680.66 

Investment  Funds 27,690.85 

Total  Cash..  . $ 91,371.51 


ENDOWMENT  FUNDS 


Union  Dime 
Savings 
Bank 


Lucien  Howe  Prize  Fund $ 4,919. 16 

Merritt  H.  Cash  Prize  Fund 1,958.40 

A.  Walter  Suiter  Lectureship  Fund . 5,435.83 


$ 12,313.39 
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INVESTMENTS 


The  Investments  of  the  Society  (General  Fund)  are  summarized  as  follows: 


U.S.  Government  Bonds  (see  Note  A) 

Railroad  Bonds 

Mortgage 

Preferred  Stocks 

Common  Stocks 


Cost 

$270,765.42 
11,997.25 

5,291.50 
22,516.49 
144,659 . 04 


Market 
$278,452.37 
10,230.38 

5,291.50 

21,972.50 
158,207 . 75 


Total 


$455,229.70  $474,154.50 


These  securities  are  in  the  possession  of  the  Chase  National  Bank  as  Custodian  for  the  Trustees  of  the 
Medical  Society  of  the  State  of  New  York. 

Note  A:  U.S.  Treasury  bonds  in  the  amount  of  $101,000  have  been  pledged  as  collateral  on  the  bank  loan. 


STATEMENT  OF  FINANCIAL  INCOME,  EXPENSE,  AND  CAPITAL 
For  the  Year  Ended  December  31,  1947 


Merritt  H. 

A.  W.  Suiter 

General 

Lucien  Ilowe 

Cash  Prize 

Lectureship 

Fund 

Prize  Fund 

Fund 

Fund 

Balance  at  January  1,  1947 
Additions: 

$544,799.81 

$4,846.19 

$1,929.36 

$4,497 . 22 

Interest  on  Bank  Balances 

501.06 

72 . 97 

29.04 

77.60 

Income  from  Securities 

Profit  (Net)  for  Sale  of  Securities 

Transferred  from  Reserve  for  Future  Annual 

18,348.25 

9,733.64 

Meetings 

Final  Payment  Received 

1,630.88 

861.01 

$575,013.64 

$4,919.16 

$1,958.40 

$5,435.83 

Deductions: 

Excess  of  Operating  Expenses  Over  Income 

$ 96,538.11 

Custodian  and  Investment  Service  Fees 
Prizes 

Inventory  of  Medical  Directories  (1941-1942) 

554.99 

$ 50 . 00 

Written  Off 

143.52 

$ 97,236.62 

$ 50.00 

Balance  at  December  31 , 1947 

$477,777.02 

$4,919.16 

$1,958.40 

$5,385  83 

control,  and  the  accounting  procedures  of  the  So- 
ciety and,  without  making  a detailed  audit  of  the 
transactions,  have  examined  or  tested  accounting 
records  of  the  Society  and  other  supporting  evidence, 
by  methods  and  to  the  extent  we  deemed  appro- 
priate. Our  examination  was  made  in  accordance 
with  generally  accepted  auditing  standards  and 
included  all  procedures  which  we  considered  neces- 
sary in  the  circumstances. 

We  did  not  confirm  the  unpaid  members’  dues 
by  correspondence  with  the  members. 

In  our  opinion,  the  accompanying  balance  sheet 
and  statements  of  operating  income,  financial  in- 
come and  capital  present  fairly  the  position  of  the 
Medical  Society  of  the  State  of  New  York  as  at 
December  31,  1947,  and  the  results  of  its  operations 
for  the  year  then  ended,  in  conformity  with  gener- 


ally accepted  accounting  principles  applied  on  a 
basis  consistent  with  that  of  the  preceding  year. 

Patterson  and  Ridgway 
Certified  Public  Accountants 

April  12,  1948 
Section  6.  ( See  85) 

Supplementary  Report  of  the  Treasurer 

To  the  House  of  Delegates — Gentlemen: 

As  a supplement  to  the  Treasurer’s  Report  al- 
ready published,  I would  call  particular  attention  to 
the  following: 

First,  the  bank  loan  of  $50,000  has  been  repaid  in 
full  as  of  March  24,  1948. 

Second,  I would  like  to  explain  some  of  the  items 
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which  contributed  to  the  large  deficit:  Reviewing 

the  last  three  years  the  net  operating  income  from 
the  Journal  was  as  follows: 

1945  1946  1947 

$37,020.01  $25,102.64  $5,076.05 

This  trend  may  continue.  The  cause  is  partly 
traceable  to  two  conditions:  (a)  decrease  in  revenue 
from  advertising;  (b)  increased  cost  of  printing 
and  paper  and  increased  number  of  copies  printed. 
This  item  alone  accounts  for  $20,026.59  of  the  deficit. 

Last  year  I noted  that  Dr.  Dwight  in  his  report 
of  the  year  previous,  had  said  that  the  Directory 
“might  cost  net  $24,000.”  I predicted  at  that  time 
that  the  cost  would  exceed  $40,000.  It  did  exceed 
that  by  almost  50  per  cent.  This  item  accounts  for 
$59,395.68  of  the  deficit. 

Moving  expense  and  additional  equipment  added 
an  additional  $19,360.40. 

You  will  note  that  these  three  figures  amount  to 
$98,738.67.  In  other  words,  except  for  these  items 
which  account  for  our  entire  deficit,  there  would 
have  been  an  excess  of  income  over  expenditures 
of  $2,200.56.  This  does  not  take  into  consideration 
a new  item  of  $1,552  for  the  Malpractice  Defense 
and  Insurance  Board.  The  greatest  part  of  this 
item  is  for  auditing  expenses  which  were  ordered  by 
the  House  of  Delegates. 

A comparison  of  the  costs  of  operating  the  various 
Bureaus,  Boards,  and  Committees  shows  a very 
satisfactory  trend.  There  have  only  been  slight  in- 
creases in  these  costs,  and  the  Society  is  to  be  con- 
gratulated that  the  extension  of  work  has  been  ac- 
complished with  negligible  increase  in  operating  ex- 
penses. 

The  only  other  big  increase  in  operating  expense 
noted  in  our  audit  comes  under  the  head  of  “Ad- 
ministration.” In  my  opinion  this  does  not  accu- 
rately reflect  a true  picture,  due  to  a change  in  ac- 
counting. Previously  the  cost  of  rent,  light,  etc.,  had 
been  apportioned  to  the  various  departments.  Dur- 
ing the  period  covered  by  the  current  audit  this 
practice  has  been  discontinued.  I have  discussed 
the  matter  with  our  auditors,  and  they  concur  that 
it  would  be  better  to  allocate  to  the  various  de- 
partments their  pro  rata  share  of  these  costs.  I 
recommend  that  this  be  done. 

Finally,  because  the  bank  loan  made  during  the 
latter  part  of  last  year  (1947)  has  been  liquidated 
out  of  this  year’s  dues  income,  we  will  in  all  prob- 
ability be  short  of  cash  again  at  the  end  of  this  cur- 
rent year. 

Respectfully  submitted, 

James  R.  Reuling,  M.D.,  Treasurer 

Section  7.  ( See  85) 

Supplementary  Report  of  the  Board  of  Trustees 

To  the  House  of  Delegates — Gentlemen: 

The  previous  report  of  the  Board  of  Trustees,  as 
published  in  the  Journal,  carried  us  up  to  February 
12,  1948.  The  Board  of  Trustees  has  met  monthly 
since  that  time.  At  no  time  during  the  entire  year 
has  the  Board  of  Trustees  had  less  than  a quorum 
present,  and  at  most  of  the  meetings  all  of  the  mem- 
bers of  the  Board  were  present. 

A rdsumd  of  all  the  holdings  of  the  Medical  Society 
of  the  State  of  New  York  in  the  form  of  bonds, 
preferred  stocks  and  common  stocks  is  attached. 

The  investment  portfolio  of  the  Medical  Society 
of  the  State  of  New  York  is  under  the  direct  super- 
vision of  Mr.  Ritchey,  assisted  by  Mr.  Nelson  G. 


Kerr  of  the  Chase  National  Bank  of  New  York. 
Also,  the  individual  issues  in  the  portfolio  are  con- 
stantly reviewed  by  the  Research  Division  of  the 
aforementioned  bank.  Advice  as  to  changes  are 
regularly  issued  to  the  Investment  Committee  of  the 
Board  of  Trustees  and  the  Trustees  as  a whole. 

The  $50,000  that  was  borrowed  from  the  Chase 
National  Bank  has  been  paid  in  full. 

The  note  that  was  signed  by  the  directors  of  the 
Veterans  Medical  Service  Plan  when  it  was  formed 
has  been  destroyed. 

The  budget  for  1948  has  been  approved  on  a 
month-to-month  basis  only.  A contract  was  drawn 
up  for  an  audit  of  the  records  of  the  Malpractice 
Defense  and  Insurance  Board  covering  the  fiscal 
year  of  1947,  at  a cost  not  to  exceed  $1,000.  This 
was  signed  by  the  chairman  of  the  Board  of  Trus- 
tees. The  audit  was  directed  by  the  House  of  Dele- 
gates at  the  meeting  of  1947. 

The  Board  of  Trustees  at  this  time  wishes  to  thank 
the  officers  and  employes  of  the  Medical  Society  of 
the  State  of  New  York  for  the  cooperation  that  it 
has  received  from  them  during  the  year,  and  es- 
pecially extends  thanks  to  Dr.  Walter  P.  Anderton, 
our  efficient  secretary. 

Respectfully  submitted, 

William  H.  Ross,  M.D. 

John  J.  Masterson,  M.D. 

Edward  R.  Cunniffe,  M.D. 

James  F.  Rooney,  M.D. 

Albert  A.  Gartner,  M.D.,  Chairman 

Section  8.  (See  142,  153) 

Annual  Report — Planning  Committee  for  Medical 
Policies — 1948 

Table  of  Contents 

1.  Preamble 

2.  Organization 

3.  Reorganization  of  District  Branches 

4.  Group  Practice 

5.  Progress  of  State  and  County  Hospital  Construction  and 
Expansion  Program 

6.  Legislation,  State  and  National 

Appendices 

A.  Classification  of  County  Societies  according  to  Dis- 
trict Branches,  with  Membership,  and  classification 
of  County  Societies  according  to  Membership 

B.  Ethics  in  Group  Practice — Interpretation  of  Board 
of  Censors,  Medical  Society  of  the  County  of  New 
York,  for  its  own  membership 

To  the  House  of  Delegates — Gentlemen : 

1.  Preamble. — The  Planning  Committee  for 
Medical  Policies  is  a special  Committee  of  the  House 
of  Delegates.  The  nature  of  the  subjects  which  it 
studies  and  the  fact  that  a number  of  its  programs 
are  continuing  ones  has  led  the  House  of  Delegates 
to  reappoint  it  each  year  since  its  creation  in  1943. 
It  now  respectfully  submits  its  fifth  Annual  Report. 
Except  for  its  first  year  of  operation  when  Dr. 
Louis  H.  Bauer,  then  Speaker  of  the  House  of  Dele- 
gates, was  its  chairman,  it  has  functioned  under  the 
direction  of  its  present  chairman. 

The  personnel  and  makeup  of  this  committee  is 
prescribed  by  resolution  of  this  House,  and,  there- 
fore, with  only  a few  changes  in  its  membership 
from  year  to  year,  it  has  been  able  to  bring  con- 
tinuity of  effort  and  informed  opinion  to  the  deliber- 
ations of  its  problems.  This  has  worked  well  and 
has  made  it  possible  in  the  last  several  years  to  hold 
fewer  general  meetings,  thus  conserving  both  the 
time  of  its  members  and  the  funds  of  the  Society 
We  trust  this  arrangement  will  be  continued. 

2.  Organization. — The  personnel  of  the  Com- 
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RfiSUMfi  OF  HOLDINGS 


Total  Total  Total  All 

Preferred  Common  Securities 


✓ Total 

Bonds ' 

S 

tocks  ' 

. Si 

ocks  Under 

Review ■ 

Classification 

Amount 

Per  Cent 

Amount 

Per  Cent 

Amount 

Per  Cent 

Amount 

Per  Cent 

U.S.  Government 

$279,656 

96.5 

$ 

$ 

$279,656 

59.5 

Railroad  and  equipment  10,279 

3.5 

13,160 

8.3 

23,439 

5.0 

Public  utilities 

14,850 

67.6 

10,679 

6.8 

25,529 

5.4 

Industrials 

Amusements 

2,150 

1.4 

2,150 

6.5 

Automobiles 

5,825 

3.7 

5,825 

1.2 

Chemicals 

1,785 

8.i 

35,441 

22.4 

37,226 

7.9 

Electrical  equipment 

7,150 

4.5 

7,150 

1 . 5 

Metals 

20,900 

13.2 

20,900 

4.4 

Oils 

5,338 

24.3 

34,310 

21.7 

38,648 

8.4 

Retail  trade 

10,675 

6.7 

10,675 

2.3 

Shoes 

11,069 

7.0 

11,069 

2.4 

Tobacco 

6,850 

4.3 

6,850 

1 . 5 

Total 

$289,935 

100 

$21,973 

100 

$158,209 

100 

$470,117 

100 

Per  Cent  of 

Per  Cent 

of 

, 

-Return  on  Investments,  Per  Cent . 

Portfolio, 

Portfolio,  - 

Income 



Year  Ended 

Year  Ended 

January  1,  1947 

January  1, 

1948 

1947  1948  December  31,  1946 

December  31,  1947 

Bonds 

64.9 

61.7 

$ 6,276  $ 

6,302 

Preferred  Stocks 

10.4 

4.7 

2,226 

1,010 

Common  Stocks 

24.7 

33.6 

4,871 

8,326 

$13,373  S15.638 

3.3* 

3.75* 

* Tlie  per  cent  of  indicated  annual  income  represents  a return  on  the  invested  funds,  excluding  from  consideration  Series 
'C,”  “D,”  and  "F"  Savings  Bonds,  on  which  interest  accrues  in  the  form  of  increased  redemption  value. 


mittee  during  the  year  1947-1948  has  been  as  fol- 
lows: 

J.  Stanley  Kenney,  M.D.,  Chairman,  New  York 
W.  P.  Anderton,  M.D.,  Recorder,  New  York 
Louis  H.  Bauer,  M.D.,  Hempstead 
Leo  F.  Simpson,  M.D.,  Rochester 
Albert  F.  R.  Andresen,  M.D.,  Brooklyn 
Edward  R.  Cunniffe,  M.D.,  Bronx 
Norman  S.  Moore,  M.D.,  Ithaca 
Walter  W.  Mott,  M.D.,  White  Plains 
O.  W.  H.  Mitchell,  M.D.,  Syracuse 
Peter  J.  Di  Natale,  M.D.,  Batavia 
Abraham  H.  Aaron,  M.D.,  Buffalo 
These  gentlemen  have  attended  all  the  general 
meetings  and  have  given  freely  of  their  time  for 
service  on  subcommittees.  The  chairman  is  greatly 
indebted  to  them  for  their  unfailing  cooperation,  and 
this  House  and  our  membership  should  realize  their 
unselfish  devotion  to  the  best  interests  of  our  State 
Society. 

As  in  other  years,  invitations  to  our  general  meet- 
ings have  been  extended  to  Dr.  Laurance  D.  Red- 
way, Literary  Editor  of  the  State  Journal,  Dr. 
Hannon,  Executive  Officer,  Mr.  Dwight  Anderson, 
Director  of  the  Bureau  of  Public  Relations,  and  Dr. 
Joseph  Lawrence,  Washington  Representative, 
Council  on  Medical  Service  of  the  American  Medical 
Association.  Invitations  have  been  extended  also 
to  special  guests  particularly  qualified  to  inform 
and  guide  our  thinking  on  those  subjects  on  which 
we  have  required  the  benefit  of  their  experience  and 
expert  knowledge.  The  Committee  extends  to 
t hese  gentlemen  and  all  others  who  have  contributed 
to  the  work  of  the  Committee  its  sincere  thanks. 

8.  Reorganization  of  District  Branches. — The 
Council  at  its  regular  meeting  on  September  11, 
1947,  referred  to  this  Committee  the  following 
resolution  adopted  by  the  Rockland  County 
Medical  Society  at  its  meeting  held  June  25,  1947. 
A copy  was  sent  to  the  Secretaries  of  Orange,  Put- 
nam, Dutchess,  and  Sullivan  Counties  for  endorse- 
ment, and  with  the  request  that  they  take  action 
upon  a similar  resolution. 


“Whereas,  many  problems  arise  in  the  com- 
ponent county  societies  of  the  Medical  Society  of 
the  State  of  New  York,  the  work  of  each  county 
society  is  increasing  tremendously.  Close  con- 
tact of  the  various  societies  with  the  State  So- 
ciety is  becoming  increasingly  necessary  in  order 
to  produce  concerted  action  on  many  problems. 
It  appears  that  through  development  of  the  dis- 
trict branches  an  opportunity  is  offered  for  closer 
amalgamation  of  effort  on  the  part  of  contiguous 
counties  which  have  common  political  and  public 
relations  problems;  therefore  be  it 

“ Resolved  that  the  Medical  Society  of  the 
County  of  Rockland  request  the  Council  of  the 
Medical  Society  of  the  State  of  New  York  to 
undertake  a study  of  the  present  makeup  of  the 
district  branches  to  the  end  that  a redistribution 
of  counties  within  each  district  branch  may  be 
made  and  other  steps  taken  whereby  the  district 
branches  may  become  organizational  units  to 
strengthen  the  unification  and  solidification  of  the 
State  Society.” 

A subsequent  resolution  from  Orange  County  for- 
warded to  this  Committee  for  its  information,  re- 
questing the  Council  to  study  the  question  of  re- 
distribution of  counties  and  the  formation  of  a Ninth 
District  Branch,  will  be  introduced  at  this  session  of 
the  House  of  Delegates. 

Article  XI  (District  Branches),  Section  1,  of  the 
Constitution  of  the  Medical  Society  of  the  State 
of  New  York  states:  “The  membership  of  the 

Society  shall  be  divided  into  eight  District  Branches, 
as  follows  . . . . ” and  proceeds  to  enumerate  the 
component  societies  of  each  District  Branch. 

Section  2 reads:  “Each  District  Branch  may 

adopt  a constitution  and  bylaws  for  its  govern- 
ment and  may  amend  the  same;  but  before  becom- 
ing effective  they  shall  be  approved  by  the  Council. 
They  shall  be  consistent  with  the  Constitution  and 
Bylaws  of  this  Society.” 

Section  3 reads:  “Changes  in  the  number  or  mem- 
bership of  these  District  Branches  may  be  made  by 
a two-thirds  vote  of  the  House  of  Delegates  at  any 
annual  meeting.” 


September  1,  1948] 
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Chapter  XIII  of  the  Bylaws  reads  as  follows: 

“Section  1.  Each  District  Branch  shall  elect  a 
President  for  two  years,  who  shall  be  a District 
Delegate  of  the  House  of  Delegates  during  his  term 
in  said  office. 

“Section  2.  Each  District  Branch  shall  elect 
such  officers  as  are  provided  for  in  its  Bylaws,  who 
shall  attend  the  business  meetings  of  the  Branch.” 

For  the  information  of  the  Reference  Committee 
we  are  supplying  in  condensed  form  figures  which 
have  been  furnished  us  by  the  Public  Relations 
Director  relative  to  the  membership  of  county 
societies,  according  to  district  branches,  and  the 
classification  of  county  societies  according  to  mem- 
bership. These  figures  are  correct  as  of  March  2, 
1948  (see  Appendix  A). 

There  appears  to  be  a need  for  a more  workable 
and  compact  organization  within  the  administra- 
tive framework  of  the  State  Society  in  order  to  fa- 
cilitate the  normal  business  and  other  matters  that 
must  be  handled  from  the  central  office  in  New 
York.  Very  considerable  difficulty  is  encountered 
in  trying  to  contact  62  separate  counties  and  secure 
concerted  action  on  common  problems.  This  is 
particularly  true  in  such  activities  of  our  State 
Society  as  legislation,  public  relations,  workmen’s 
compensation,  malpractice  defense  and  insurance, 
and  voluntary  nonprofit  medical  expense  insurance. 
Paid  directors  supervise  the  diverse  activities  of 
these  five  departments,  and  their  experience,  particu- 
larly during  legislative  sessions  and  similar  periods 
when  prompt  and  united  action  is  required,  bears 
out  the  need  for  reorganization. 

To  cite  a single  example,  the  executive  officer  of 
the  State  Society  experiences  great  difficulty  in 
getting  prompt  and  needed  cooperation  from  the 
separate  county  societies  when  the  Legislature  is 
in  session  in  Albany.  Annual  elections  in  the  vari- 
ous county  societies  occur  at  different  times  through- 
out the  year,  and  it  is  always  a big  problem  to  get 
the  name  of  each  legislative  chairman  for  that  par- 
ticular year.  They  frequently  change  from  year  to 
year.  It  is  necessary  to  write  and  write  and  write, 
to  revise  the  mailing  lists  constantly,  and  then  con- 
tact with  the  proper  chairman  is  frequently  made 
all  too  late.  Similar  experiences  could  be  detailed 
from  the  other  State-wide  bureaus  of  our  State 
Society.  One  of  the  pathetic  and  discouraging 
things  about  the  public  relations  of  our  State  Society 
is  that  its  membership  of  well  over  20,000  fails  to 
exert  its  proper  influence  in  public  affairs  and  to 
make  the  potentiality  of  its  power  effectual. 

Dr.  Stephen  R.  Monteith,  speaking  on  the  Rock- 
land County  resolution  before  the  Committee, 
stressed  particularly  the  necessity  for  the  District 
Branches  to  organize  in  such  a manner  as  to  enable 
them  to  funnel  their  common  difficulties  and  co- 
ordinate their  activities  through  an  executive  secre- 
tary. Means  would  have  to  be  found  whefeby  the 
group  could  employ  such  an  individual  who  might 
serve  either  as  a whole  or  part-time  man  for  the 
counties  making  up  the  district  membership.  He 
pointed  out  that,  this  might  well  arouse  more  doctor 
interest  and  stimulate  them  to  take  more  active  par- 
ticipation in  the  affairs  of  their  local  society  within 
their  respective  districts. 

Under  the  present  system,  as  you  know,  the  dis- 
trict branches  meet  once  a year.  Every  effort  is 
made  to  arrange  as  interesting  a program  as  possible 
and  also  to  rotate  the  meetings  to  a different  county 
each  year.  The  programs  in  the  main  consist  of  a 
few  scientific  papers,  and  little  or  no  attention  is 
paid  to  the  important  political  and  economic  prob- 


lems that  plague  the  profession  today.  Some 
branches  have  an  occasional  speaker  on  topics  of 
this  type,  but  they  are  the  exception  and  seldom 
elicit  more  than  a passive  interest.  In  the  minds  of 
those  who  are  confronted  with  these  politico- 
economic  problems  there  is  felt  the  great  need  for 
constructive  and  concerted  local  action.  This 
seemingly  cannot  come  from  the  many  small  county 
societies  scattered  around  the  State.  Such  a coali- 
tion of  interests  as  is  suggested  by  the  Rockland 
County  resolution  seems  most  reasonable  and  would 
provide  the  means  for  more  frequent  meetings  of  the 
district  branches  and  serve  as  interim  sources  of 
counsel  and  advice  to  the  various  committees  of  the 
State  Society  whose  duty  it  is  to  implement  the 
policies  of  the  House  of  Delegates. 

There  has  been  in  existence  for  somewhat  more 
than  a year  an  experiment  along  this  line  in  western 
New  York  under  the  aegis  of  the  Eighth  District 
Branch  and  the  direct  leadership  of  Erie  County. 
This  is  a quasi-official  type  of  organization  but  has 
worked  well  in  that  District  and  has  served  to  stimu- 
late greater  interest  on  the  part  of  the  membership 
and  to  greatly  improve  public  relations  in  that 
area  of  the  State.  This  body  is  known  as  the  Ad- 
visory Council  of  the  Eighth  Judicial  District,  and 
that  name  was  adopted  so  that  their  act  ivities  would 
not  be  in  conflict  with  the  constitution  and  bylaws 
of  the  Eighth  District  Branch.  As  at  present  con- 
stituted, it  is  made  up  of  the  president  of  the  Eighth 
District  Branch  plus  the  president  and  the  secretary 
of  each  component  county  society  in  the  Branch. 
They  have  a program  committee,  arrange  an  agenda 
for  each  meeting,  and,  in  the  course  of  the  year, 
they  meet  about  a half  a dozen  times.  The  calls 
for  these  meetings  usually  correspond  to  some  im- 
portant time  in  the  course  of  the  business  year,  such 
as  when  the  Legislature  is  in  session,  when  important 
State-wide  matters  relating  to  workmen’s  compen- 
sation arise,  or  situations  of  a similar  nature,  and 
at  such  times  the  chairmen  of  the  appropriate  local 
committees  from  each  county  society  are  invited  to 
participate  in  the  discussions. 

This  Advisory  Council  has  been  fortunate  in  that 
it  has  had  the  benefit  of  the  services  of  Mr.  Jarvis, 
the  Executive  Secretary  of  Erie  County,  and  of  Mr. 
Gariglia,  the  Secretary  of  the  Workmen’s  Compen- 
sation Committee  of  Erie  County.  These  gentlemen 
have  been  most  helpful  in  giving  advice  and  arrang- 
ing the  details  in  preparation  for  these  meetings. 
The  proceedings  of  the  meeting  receive  publicity 
through  the  Bulletin  of  the  Erie  County  Medical 
Society.  As  this  bulletin  circulates  throughout 
the  eight  counties  making  up  the  District  Branch, 
every  member  has  access  to  it  and  thereby  is  kept 
informed  on  the  all-important  matters  acted  upon 
by  the  group. 

Their  experience  has  demonstrated,  to  them  at 
least,  the  practicality  of  such  an  organization  and 
the  need  for  the  services  of  a full-time  or  part-time 
executive  secretary.  Dr.  William  J.  Orr  in  his  pres- 
entation before  the  Planning  Committee  stated, 
“I  do  not  know  how  we  could  have  functioned  with- 
out the  services  of  Mr.  Jarvis  and  Mr.  Gariglia  .... 
They  have  arranged  for  the  meetings,  they  have 
distributed  the  literature  and  the  information  that 
is  necessary  to  make  these  meetings  a success.” 

This  District  Branch  has  established,  through 
the  medium  of  the  Advisory  Council,  improved 
relationships  with  the  regional  offices  of  the  State 
Department  of  Health  and  other  government  de- 
partments, with  the  various  committees  of  the 
Council  of  our  State  Society,  with  local  civic  and 
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educational  bodies.  These  represent  only  a few 
of  their  activities.  What  they  have  been  doing  has 
been  satisfactory  to  the  men  who  have  participated 
in  the  meetings  and  to  their  county  societies.  The 
fact  that  they  have  come  regularly  and  that  the 
meetings  have  always  been  well  attended  bespeaks 
the  need  for  something  of  this  sort  and  demonstrates 
that  the  county  societies  are  willing  to  go  along  with 
some  setup  of  this  type. 

Further  stimulus  to  this  subject  of  the  district 
branches  was  furnished  by  the  series  of  editorials 
which  appeared  early  this  year  in  our  State  Jour- 
nal. The  history  and  background  of  the  district 
branches  were  discussed  in  these  articles  and  the 
questions  were  raised,  “What  do  the  district 
branches  mean  to  all  of  the  practicing  physicians?” 
and  “What  should  be  done  with  the  district 
branch?” 

It  was  the  consensus  of  your  Planning  Committee 
that  the  district  branches  could  be  a most  useful 
adjunct  of  the  Society  and  that  if  they  are  not  they 
should  be  abandoned.  They  are  an  expense  to 
everybody,  to  the  districts  themselves,  the  members 
of  the  districts,  and  to  the  State  Society.  The  point 
at  issue  is  whether  it  is  worthwhile  to  continue 
them  as  at  present  constituted  or,  as  has  been  done 
in  the  western  New  York  area,  to  set  up  a mech- 
anism that  appears  to  be  distinctly  more  effec- 
tive. 

The  experiment  in  the  Eighth  District  Branch 
suggests  at  least  one  potential  in  accomplishing  the 
objectives  we  are  seeking.  Another  argument  for 
furthering  the  streamlining  of  our  State  adminis- 
trative machinery  is  supported  by  a review  of  the 
population  of  the  various  county  medical  societies. 
This  shows  only  half  a dozen  which  have  over 
1,000  members  and  ten  or  twelve  which  have 
only  50  or  less  than  50.  In  Appendix  A there  is 
shown  also  a breakdown  of  the  medical  population 
of  the  district  branches.  The  disparity  in  popula- 
tion distribution  between  the  county  societies  is 
greater  than  it  is  between  the  district  branches.  A 
detailed  study  based  on  an  analysis  of  these  figures 
is  being  made  by  the  Committee  on  Public  Rela- 
tions at  the  present  time.  The  results  of  this  study 
should  have  considerable  bearing  on  any  proposed 
changes  in  the  district  branch  organization. 

There  is  a promotional  job  to  be  done.  We  are 
of  the  opinion  that  extremely  few  of  our  members 
are  aware  of  what  has  been  accomplished  in  Buffalo. 
The  constructive  example  which  has  been  set  by 
the  Eighth  District  Branch  should  be  given  State- 
wide publicity.  It  is  evident  that  it  would  not  be 
prudent  for  the  House  of  Delegates,  even  if  they 
were  favorably  disposed  to  such  a change,  to  at- 
tempt by  resolution  or  otherwise  to  impose  such  a 
program  on  all  the  district  branches  at.  this  time. 
Some  of  the  district  branches  obviously  are  not 
ready  for  a change  such  as  we  are  suggesting. 

We  believe  the  proper  procedure  is  to  educate  the 
doctors  on  the  practical  advantages  of  this  type  of 
administrative  mechanism.  Let  them  see  how  well 
it  has  worked  out  elsewhere.  Publicity  should  be 
given  to  this  whole  subject  through  the  medium  of 
our  State  Journal.  Perhaps  an  article  by  Dr.  Orr 
or  someone  from  the  Eighth  District  could  be  pre- 
pared telling  how  this  idea  grew,  how  much  it  has 
accomplished,  and  what  its  value  has  been  in  that 
district.  It  is  logical  to  assume  that,  after  they 
have  observed  how  if  has  functioned  in  one  area  of 
our  State,  the  physicians  would  promote  a similar 
setup  in  their  own  district.  The  idea  must  originate 
with  the  men  in  these  county  societies — those 


leaders  who  understand  and  know  the  value  of  these 
coordinating  technics  of  administration.  Only  in 
this  way  can  the  desired  reorganization  be  ef- 
fected. 

Your  Planning  Committee  approves  in  principle 
the  constructive  experiment  in  the  Eighth  District 
Branch  as  a means  of  increasing  the  effectiveness 
and  usefulness  of  the  district  branches.  It  has 
created  a mechanism  for  the  interim  functioning  of 
the  district  branch  and  thereby  has  facilitated 
greatly  the  work  of  the  Council  of  the  Society.  Its 
Advisory  Council  might  well  serve  as  a pattern  for 
similar  action  by  other  district  branches. 

We  would,  therefore,  recommend  that  in  those 
district  branches  where  the  interest  and  sentiment 
now  exist  for  broader  functioning  of  the  district 
branch  in  serving  the  interests  of  its  membership, 
a council  or  similar  body  be  set  up  patterned  on  the 
successful  experiment  of  the  Eighth  District  Branch. 
It  should  be  so  organized  as  to  come  within  the 
framework  of  the  Constitution  and  Bylaws  of  the 
State  Society.  It  should  be  carefully  administered 
and  supervised  so  that  whatever  actions  are  taken 
and  whatever  activities  are  promoted  are  cleared  at 
the  top  through  the  Council  of  the  State  Society. 

We  would  further  recommend  that  from  time  to 
time  appropriate  publicity  be  given  this  movement 
in  our  State  Journal  to  the  end  that  all  district 
branches  will  become  conversant  with  this  pro- 
gressive step  to  bring  about  closer  relations  between 
the  district  branches  and  the  central  government 
of  our  Society  and  to  establish  improved  and  fruit- 
ful public  relations  in  their  own  communities. 

4.  Group  Practice. — The  following  resolution 
was  adopted  by  the  House  of  Delegates  at  its  meet- 
ing in  Buffalo  in  May,  1947,  and  was  referred  to  the 
Council. 

“Whereas,  the  complexity  of  medical  knowl- 
edge makes  necessary  close  cooperation  of  prac- 
ticing physicians  and  pooling  of  their  various 
skills;  and 

“Whereas  recent  enactment  of  laws  in  this 
State  makes  legal  provision  for  such  combinations 
and  associations  in  the  practice  of  medicine  in  the 
several  specialt  ies ; and 

“Whereas  possibilities  of  ethical  abuse  under 
such  legal  permission  are  not  inconsiderable;  and 

“Whereas  further  enactment  broadens  the 
conditions  under  which  corporations  and  asso- 
ciations of  laymen  may  employ  physicians  in 
furnishing  medical  care  for  their  subscribing  mem- 
bers; therefore  be  it 

“Resolved  that  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  be  requested  to 
furnish  in  as  much  detail  as  possible  the  partner- 
ship and  group  practice  regulations,  financial 
agreements,  and  possible  participation  with  lay- 
men under  which  the  members  of  organized 
medicine  may  practice  their  profession.” 

The  Council  referred  this  resolution  to  this  Com- 
mittee with  the  supplementary,  recommendation 
that  we  consult  with  the  Committee  on  Ethics  and 
any  other  groups  that  properly  afford  any  help  in  the 
carrying  out  of  the  purpose  of  this  resolution. 

This  Committee  has  been  entrusted  with  a grave 
responsibility.  Probably  no  subject  at  present  offers 
more  grounds  for  controversy  than  does  group  prac- 
tice. The  difficulties  encountered  in  the  interpre- 
tation of  the  matters  contained  in  the  above  resolu- 
tion are  manifold.  A similar  resolution  at  present 
is  undergoing  study  by  appropriate  committees  of 
the  American  Medical  Association.  It  was  intro- 
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duced  at  the  1947  session  of  the  House  of  Delegates 
of  the  A.M.A.  and  was  referred  by  that  House  on 
recommendation  of  the  Reference  Committee  to  the 
Council  on  Medical  Service,  with  the  further  recom- 
mendation that  the  Council  on  Medical  Service  con- 
sult with  the  Judicial  Council  and  with  the  Bureau 
of  Medical  Economic  Research.  At  the  time  of  this 
writing  they  are  far  from  having  formulated  any 
conclusions  or  recommendations. 

Three  separate  principles  require  interpretation, 
especially  as  they  apply  to  New  York  State.  These 
are:  first,  the  ethics  relating  to  practice  in  groups 
and,  where  they  are  in  conflict  with  existing  statutes 
in  the  State,  how  they  should  be  interpreted  in 
relation  to  these  laws;  second,  the  formulation  of 
rules  and  regulations  relative  to  partnerships,  divi- 
sion of  fees,  etc.;  and  third,  the  participation  by 
physicians  with  laymen  in  group  practice  and  the 
conditions  Under  which  members  of  the  medical 
profession  may  practice.  Another  topic  closely 
related  to  group  practice  is  that  of  the  entry  of  the 
hospitals  and  medical  schools  into  the  field  of  group 
practice  and  their  relationship  to  th.e  private  prac- 
tice of  medicine  in  general. 

The  United  States  Public  Health  Service  has 
published  extensive  information  on  some  400  groups 
in  the  United  States.  Recently,  two  articles  by 
Drs.  Hunt  and  Goldstein  appeared  in  the  New  Eng- 
land Journal  of  Medicine.  A third  and  fourth  article 
in  the  same  series  have  appeared  in  two  recent  issues 
of  the  Journal  of  the  American  Medical  Association , 
and  a fifth  and  sixth  article  are  in  preparation.  These 
articles  contain  much  of  value  in  delineating  the 
many  phases  of  group  practice.  They  recount  its 
successes  and  failures  alike.  One  often  learns  more 
from  the  dissolutions  of  business  groups  than  one 
can  learn  from  those  that  are  successful,  and  group 
practice  is  no  exception. 

Dr.  George  F.  Lull,  General  Secretary  of  the 
American  Medical  Association,  has  authorized  the 
Bureau  of  Medical  Economic  Research  to  publish  a 
review  of  about  two  hundred  articles  and  books  on 
the  subject  that  are  more  or  less  bibliographic 
notes  that  have  been  prepared  incidental  to  the 
study  of  group  practice  now  being  conducted  by  the 
A.M.A.  Copies  of  these  will  be  forwarded  to  our 
State  Society  as  soon  as  they  are  ready  for  distribu- 
tion. It  is  probable  that  this  review  will  be  the  only 
thing  published  on  the  study  in  the  very  near  future. 
It  is  intended  to  help  those  who  are  interested  in  the 
problem  of  group  practice  to  examine  articles  in 
books  by  reading  these  brief  comments  about  them. 

We  are  studying  chiefly  at  this  time  a form  of 
organization  for  the  sale  of  a servifte,  in  this  case 
medical  service.  The  first  problem  in  any  study  of 
group  practice  is  how  to  define  a group.  Various 
definitions  have  been  formulated,  but  none  quite 
adequately  describes  just  what  a group  is.  The 
definition  which  has  been  used  by  the  American 
Medical  Association  contains  these  five  items: 

There  must  be  at  least  three  physician  members; 
the  receipts  from  medical  practice  must  have  been 
pooled  in  some  manner  and  then  redistributed  to 
the  members  according  to  some  previously  arranged 
plan;  closed  staff  hospitals  are  not  included  unless 
the  members  of  the  staff  pool  the  income  received 
for  services  outside  the  hospital;  purely  diagnostic 
groups  which  receive  only  referred  cases  were  ex- 
cluded, and  industrial  groups  which  furnish  medical 
service  to  a single  industry  and  thus  to  only  a 
limited  portion  of  the  general  population  were  also 
omitted.  The  only  modification  that  has  been  re- 
cently suggested  was  that  there  must  be  at  least 


three  physician  members  willing  to'  consult  and 
they  must  represent  two  or  more  fields  of  medicine. 
In  addition,  a partnership  is  differentiated  from  a 
group,  partnerships  usually  referring  to  the  legal 
arrangement  between  the  members  of  the  group. 

The  awakened  interest  in  group  practice,  and  the 
desire  evinced  by  many  physicians  to  engage  in  this 
form  of  practice  requires  that  this  definition  be  re- 
vised. In  its  present  form  it  is  ambiguous  and  con- 
fusing. It  is  expected  that,  as  a result  of  the  study 
of  group  practice  now  being  undertaken  by  the 
American  Medical  Association,  clarification  of  some 
of  these  points  will  be  accomplished.  Your  Com- 
mittee, along  with  other  groups,  is  collaborating 
with  the  parent  body  in  this  study.  It  is  of  the  opin- 
on  at  this  time  that  no  attempt  to  draft  a definition 
be  made  but  rather  that  we  await  the  decision  of 
the  A.M.A. 

The  second  problem  that  has  troubled  us,  which 
is  the  sine  qua  non  of  the  study,  is  how  to  evaluate 
the  medical  service  rendered  by  groups.  This  pre- 
sents a formidable  statistical  problem.  It  embraces 
all  the  controversies  inherent  in  the  functioning  of 
group  practice — its  good  and  bad  features,  its  ad- 
vantages and  disadvantages,  the  use  and  abuse  of 
diagnostic  and  laboratory  facilities,  and  the  other 
ancillary  services.  Charge  is  frequently  made  that 
groups  are  actually  doing  a lot  of  things  to  the 
American  people  that  are  totally  unnecessary  simply 
because  they  have  the  facilities  available,  and  on  the 
other  hand  there  is  pointed  out  the  great  advantage 
of  groups  in  that  they  have  developed  a more 
comprehensive  system  of  diagnosis  than  physicians 
in  individual  practice. 

In  the  immediate  offing  are  the  implications  of 
the  Hill-Burton  Bill  (Public  Law  No.  725)  with  the 
possibility,  at  least,  of  many  more  hospitals  in  the 
United  States  and  the  use  of  their  diagnostic  facili- 
ties in  large  measure  by  individual  practitioners, 
which  would  give  the  individual  doctor  in  many 
areas  some  of  the  advantages  that  are  now  claimed 
for  groups.  Much  more,  of  course,  could  be  said  on 
this  controversial  subject  of  medical  service  as 
rendered  by  groups;  it  is  quite  beyond  the  scope  of 
this  report  to  enter  into  a discussion  of  this  phase  of 
group  practice,  a question  which  Dr.  Dickinson 
terms  “one  of  the  toughest  statistical  problems  that 
I have  ever  undertaken  either  in  study  or  consulting 
work  for  corporations.” 

The  third  question  confronting  this  Committee 
was  how  to  make  this  study  useful  in  the  formulation 
of  standards  which  might  be  set  up  to  regulate 
groups. 

Attention  is  called  to  Section  2 of  the  Principles 
of  Ethics  of  the  American  Medical  Association, 
which  reads  as  follows: 

Ghoups  and  Clinics 

Sec.  2 — The  ethical  principles  actuating  and 
governing  a group  or  clinic  are  exactly  the  same  as 
those  applicable  to  the  individual.  As  a group 
or  clinic  is  composed  of  individual  doctors, 
each  of  whom,  whether  employer,  employe  or 
partner,  is  subject  to  the  principles  of  ethics 
herein  elaborated,  the  uniting  into  a business  or 
professional  organization  does  not  relieve  them 
either  individually  or  as  a group  from  the  obliga- 
tions they  assume  when  entering  the  profession. 
The  Judicial  Council  of  the  American  Medical 
Association  at  the  supplemental  session  of  the  House 
of  Delegates  in  December,  1 9 1(>,  called  attention  to 
this  section  of  the  principles  of  Medical  Ethics  which 
controls  group  practice.  In  that  report  the  Council 
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states  that  since  the  principle  of  ethics  for  private 
practice  absolutely  forbids  the  splitting  of  fees  under 
any  and  ail  circumstances,  the  same  rule  applies  to 
group  practice,  and  the  group  formed  must  be  a 
real  partnership  in  which  the  total  income  is  divided 
not  equally,  but  according  to  the  individual  income 
earned  by  the  member. 

At  the  present  time  in  the  State  of  New  York 
the  Griffith-Milmoe  Bill,  Senate  Int.  740,  which 
was  passed  and  signed  by  the  Governor  in  1947, 
legalized  the  pooling  of  income  and  the  division 
of  monies  received  for  service.  These  groups  were 
legalized  chiefly  for  the  purpose  of  delivering  medical 
services  under  insurance  plans  of  nonprofit  organiza- 
tions only.  However,  under  the  Workmen’s  Com- 
pensation Law  such  pooling  and  division  of  monies 
is  forbidden.  Under  that  law  such  procedures  are  a 
misdemeanor.  In  addition,  under  this  State’s 
Educational  Law  the  splitting  of  fees  or  the  request- 
ing of  rebates  in  general  medical  practice  is  punish- 
able by  suspension  or  revocation  of  medical  license. 
Obviously,  these  laws  are  in  conflict  and  have  been 
kept  out  of  the  Workmen’s  Compensation  Law  to 
preclude  unethical  fee  splitting.  Therefore,  it  is 
evident  that  while  this  conflict  of  statutes  exists, 
it  is  not  illegal  for  members  to  associate  in  groups 
and  divide  fees.  Nonetheless,  this  does  not  absolve 
them  as  individuals  from  adhering  to  the  standards 
as  elucidated  in  the  Principles  of  Ethics  of  the 
A.M.A.  quoted  above.  While  these  laws  remain 
upon  the  statute  books,  they  must  be  obeyed. 

Your  Planning  Committee  reiterates  that  all 
groups  and  members  of  groups  should  adhere  faith- 
fully to  these  ethical  standards,  and  in  clarification 
of  this  stand  begs  leave  to  quote  the  following  from 
the  report  of  the  Judicial  Council  of  the  A.M.A. 
to  the  House  of  Delegates  at  the  centennial  session 
in  June,  1947 : 

The  duty  of  the  Council  is  to  draw  attention  to 
this  condition  and  to  admonish  those  accepting 
contracts  under  the  plan  that  the  splitting  of  fees 
is  still  a violation  of  the  Principles  of  Medical 
Ethics  of  the  A.M.A.  Those  who  indulge  in  this 
form  of  group  practice  are  warned  also  of  the  fact 
that  the  sending  of  joint  or  combined  bills  for 
services  is  considered  unprofessional,  not  only  by 
the  A.M.A.  but  also  by  all  national  specialty 
societies.  Attention  is  called  to  this  unusual  local 
situation  because  of  the  danger  of  unwittingly 
accepting  an  unethical  practice.  It  must  be  in- 
sisted that,  in  spite  of  conditions  herein  outlined, 
the  members  of  the  A.M.A.  continue  to  maintain 
high  ethical  and  professional  standards.  They 
should  realize  the  evil  which  may  arise  from  enter- 
ing into  an  unethical  contract. 

The  Planning  Committee  for  Medical  Policies  is 
indebted  to  the  Medical  Society  of  the  County  of 
New  York  for  its  studied  report  on  “Ethics  in 
Group  Practice”  promulgated  by  its  Board  of  Cen- 
sors. It  has  considered  them  in  great  detail  and 
with  much  benefit  (see  Appendix  B).  We  would  call 
attention  to  Sections  3 and  4 of  their  interpretations 
which  relate  to  advertising.  In  substance,  these 
portions  embody  Sections  31  and  31(b)  of  the 
Principles  of  Professional  Conduct  of  the  Medical 
Society  of  the  State  of  New  York.  Also,  Section  5 
reads  as  follows:  “The  association  or  identification 
of  a member  of  this  Society  with  a nonprofit  volun- 
tary medical  insurance  plan  incorporated  under 
Article  IX-C  of  the  Insurance  Laws  of  the  State  of 
New  York  or  with  a medical  group  associated  or 
affiliated  with  such  a medical  insurance  plan  is  not 
of  itself  improper  or  unethical,  and  advertising  or 


solicitation  by  any  such  medical  insurance  plan 
for  subscribers  to  the  plan  is  not  of  itself  advertising 
to  the  public  for  business  of  a medical  or  therapeutic 
nature.”  This  section  would  appear  to  be  the  es- 
sence of  this  controversy  over  advertising. 

It  was  the  opinion  of  the  Counsel  of  the  Society 
that  the  existing  statutes  pertaining  to  medical 
practice  pretty  well  take  care  of  the  question  of 
laymen  participating  in  medical  groups.  The  Com- 
mittee believes  that  in  any  association  organized 
for  the  practice  of  medicine  as  a group  the  partner- 
ship should  be  composed  of  physicians  only. 

We  have  attempted  in  the  foregoing  analysis  of 
the  large  amount  of  material  gathered  by  the  Com- 
mittee in  its  study  of  this  subject  to  present  as 
summarily  as  possible  much  of  the  philosophy 
and  ethics  underlying  group  practice.  The  entire 
matter  is  in  a state  of  flux,  and  to  be  too  definite  in 
recommendations  might  lead  us  into  fields  of  con- 
trovsery  which  might  still  further  confuse  the  issue. 
Therefore,  we  do  not  feel  that  specific  rules  and  regu- 
lations for  group  practice  on  a State-wide  basis 
should  be  drawn  up  at  this  time.  We  deem  it  pru- 
dent to  await  the  report  of  the  study  by  the  Ameri- 
can Medical  Association  already  referred  to.  Pend- 
ing this  we  shall  continue  our  study. 

A problem  of  increasing  concern  to  the  medical 
profession,  especially  in  the  large  urban  and  indus- 
trialized centers,  is  the  continued  threat  to  the  pri- 
vate practice  of  medicine  by  the  entry  therein  of 
the  hospital  and  medical  school.  This  intrusion  is 
peculiarly  integrated  with  certain  schemes  and 
plans  for  group  practice.  It  is  the  opinion  of  many 
that  the  greatest  difficulty  we  must  contend  with  in 
the  community  is  whether  hospitals  are  going  to 
operate  group  clinics  in  a competitive  practice  with 
the  practitioners  in  the  community  and  also  whether 
a school  of  medicine  is  going  to  do  the  same  thing. 
We  have  several  examples  of  this  now  in  New  York 
City.  It  is  the  opinion  of  our  Committee  that  the 
New  York  State  Medical  Society  will  have  to  take 
some  stand  and  express  itself  on  two  very  vital 
points,  namely,  that  these  institutions  prepare  men 
to  practice  medicine  and  then,  by  clinic  practice 
or  other  instrumentalities,  enter  into  direct  compe- 
tition with  these  very  men.  This  is  equally  as  great 
a threat,  if  not  more  so,  than  government-con- 
trolled medicine,  and  we  protest  these  activities 
vigorously. 

This  matter  should  be  given  detailed  and  serious 
study,  and  we  would  recommend  that  it  be  referred 
to  the  Council  for  appropriate  action. 

5.  Progress  of  State  and  Count])  Hospital  Con- 
struction and  Expansion  Program. — The  State  and 
County  Hospital  Construction  and  Expansion  Pro- 
gram has  been  the  subject  of  extended  observation 
and  study  by  this  Committee  during  the  past  three 
years.  The  results  of  these  studies  have  been  pub- 
lished in  great  detail  in  previous  annual  reports, 
notably  those  of  1946  and  1947.  While  the  State’s 
program  had  been  conceived  and  had  progressed 
lor  many  years  before  the  passage  of  the  Federal 
Hospital  Survey  and  Construction  Act,  its  develop- 
ment is  now  contingent  in  no  small  measure  upon 
aid  under  the  provisions  of  this  Act.  There  has  been 
much  talk  about  the  Federal  Hospital  Program,  but 
for  New  York  State  the  amount  of  money  that  we 
will  get  is  just  a drop  in  the  bucket. 

No  strikingly  new  developments  have  occurred 
in  the  implementation  of  the  program  during  the 
past  year.  For  this  reason  your  Committee  has 
not  devoted  very  much  time  to  the  matter,  and  what 
is  reported  now  represents  largely  the  activities  ol 


September  1,  1948] 


MINUTES  OF  THE  ANNUAL  MEETING 


19 


the  chairman.  Dr.  John  J.  Bourke,  the  Survey 
Director  for  the  Planning  Commission,  attended  the 
December  10,  1947,  meeting  of  the  Committee 
and  brought  us  up  to  date  on  the  planning  for  the 
coordinated  hospital  program.  Your  chairman, 
in  addition,  as  a member  of  the  State  Advisory 
Council,  together  with  Dr.  O.  W.  H.  Mitchell, 
attended  the  important  meeting  of  that  Council 
held  in  Albany  on  January  15,  1948.  At  that  time 
the  Master  Plan  for  the  State  was  presented  and, 
after  broad  discussion  and  amendment,  was  ap- 
proved. It  has  since  been  transmitted  to  the  Sur- 
geon General  of  the  U.S.  Public  Health  Service  and 
his  Federal  Authority  for  approval. 

To  our  knowledge  we  are  the  only  State  that  has 
adopted  a decentralized  type  of  planning.  A Plan- 
ning Council  in  each  of  the  major  regions  of  the 
State  has  been  set  up.  On  all  of  these  councils  the 
local  rural  and  urban  professions  are  represented. 
It  has  been  generally  agreed  that  the  minimum  size 
of  hospitals  should  be  50  beds;  that  in  the  develop- 
ment of  this  so-called  coordinated  plan  a working 
relationship  between  rural  or  community  hospitals 
and  urban  hospitals  and  medical  teaching  centers  is 
projected.  Certain  cities  in  upstate  New  York 
which  would  serve  as  the  secondary  hospital  centers 
have  been  designated.  They  all  fall  into  a general 
pattern,  cities  such  as  Glens  Falls,  Hudson,  etc., 
right  across  the  State.  All  of  these  hospitals  which 
should  qualify  as  secondary  centers  are  planned 
to  be  of  at  least  100-bed  capacity  and  have  a certain 
basic  medical  organization  based  on  the  standards 
set  up  by  the  American  College  of  Surgeons.  These 
proposals  are  still  in  the  blueprint  stage,  are  not 
fixed,  and  leave  plenty  of  room  for  flexibility. 

Some  type  of  affiliation  between  hospitals  is  de- 
sired. This  amounts  to  a flow  of  services  to  and 
from  the  various  types  of  hospitals  for  the  benefit 
of  the  patient  and  for  the  profession,  postgraduate 
medical  education  and  nursing  education.  There 
appears  to  be  a sentiment  among  rural  physicians 
for  some  such  type  of  working  relationship  with  the 
profession  in  the  large  centers.  It  has  been  also 
rather  generally  agreed  that  chronic  disease  hos- 
pital facilities  should  be  set  up  as  a wing  or  unit 
of  a general  hospital.  The  planning  further  en- 
visages a chronic  disease  hospital  at  each  of  the 
main  teaching  centers,  Buffalo,  Rochester,  Syra- 
cuse, Albany,  and  New  York.  These  hospitals 
should  be  of  about  150  beds  in  size,  to  be  con- 
structed and  maintained  by  the  State  with  the 
medical  staff  to  be  supplied  by  the  faculty  and 
attending  staff  of  the  medical  teaching  institution. 
They  are  primarily  designed  to  be  research  and 
consultation  centers  and  to  act  as  service  units  for 
the  chronic  disease  departments  that  are  built  in 
connection  with  general  hospitals  in  the  smaller 
communities  and  smaller  cities  in  the  State. 

Under  the  State  Law  there  is  no  aid  given  either 
toward  the  construction  of  county  homes  or  any  aid 
toward  their  maintenance.  It  is  becoming  highly 
probable  that  budgetary  provision  for  aid  for  these 
chronic  disease  hospital  units  will  be  obtained  if 
they  are  built  in  connection  with  a county  general 
hospital.  This  is  a distinct  trend  away  from  the 
poorhouse  idea,  and  is  setting  up  a facility  for  the 
paid  patient,  the  part-paid  patient,  and  the  non- 
paid  patient.  This  should  tend  to  bring  t he  chronic 
disease  patient  closer  to  the  medical  profession  as  a 
whole. 

The  status  of  this  chronic  disease  hospital  pro- 
gram is  unfortunately  at  a standstill  at  the  present 
time.  It  is  presumptive,  however,  that  at  the  next 


session  of  the  Legislature  a bill  will  be  introduced 
to  provide  this  necessary  budgetary  aid. 

In  all  of  this  planning  the  State  Medical  Society  is 
being  consulted  and  is  giving  the  whole  program 
close  scrutiny.  We  have  stressed  the  necessity  of 
restoring  the  family  doctor  to  his  rightful  position  in 
advising  and  participating  in  any  medical  program. 
We  have  sounded  a note  of  caution  as  to  the  role 
of  the  hospital,  the  medical  school,  some  private 
organizations,  and  especially  the  Federal  Security 
Agency  in  any  attempts  to  encroach  upon  the  private 
practice  of  medicine. 

Your  chairman  in  his  statement  on  rural  health 
centers  and  hospital  plans  at  the  Advisory  Council 
meeting  advocated  adherence  to  points  (1)  and  (2) 
of  the  National  Health  Program  of  the  American 
Association,  namely,  that  health  departments  should 
not  assume  the  function  of  caring  for  the  sick  and 
that  needed  health  and  diagnostic  centers  should  be 
supported  and  sponsored  by  local  and  possibly  State 
agencies,  with  Federal  aid  provided  only  if  local 
and  State  funds  are  not  available,  and  then  only 
on  the  basis  of  proved  need.  The  ability  of  the 
community  to  maintain  the  facilities,  once  estab- 
lished, should  also  be  ascertained.  We  urged  that 
serious  consideration  be  given  to  the  definition 
and  functions  of  a health  center  as  stated  in  the 
report  of  Dr.  Dean  F.  Smillie  to  the  House  of  Dele- 
gates of  the  American  Medical  Association  in  June, 
1947.  We  stated  the  belief  that  such  community 
clinics  should  be  so  organized  and  administered 
that  they  will  not  infringe  upon  the  private  practice 
of  medicine.  We  argued  against  the  nursing  unit 
type  of  health  centers,  and  reaffirmed  the  approval 
by  the  State  Medical  Society  of  the  regionalization 
program  for  hospital  planning  and  coordination, 
and  provision  for  diagnostic  facilities  in  rural  areas 
to  supplement  the  services  of  private  practitioners 
and  to  attract  to  these  areas  well-trained  physicians. 
Finally,  we  re-emphasized  that  the  State  Medical 
Society  feels  very  strongly  that  these  hospitals  must 
have  a regularly  constituted  medical  board,  just  as 
in  any  general  hospital,  and  that  all  medical  poli- 
cies, staff  appointments,  ratings,  and  such  other 
prerogatives  and  functionings'  as  properly  belong 
to  a medical  board  be  assigned  to  that  medical  board 
and  be  their  responsibility. 

6.  Legislation,  State  and  National.- — Owing  to 
the  national  elections  to  be  held  this  year  and  the 
situation  in  our  own  State  because  of  the  preferred 
position  our  Governor  enjoys  in  the  contest  for  the 
Republican  nomination  to  the  Presidency,  contro- 
versial legislation  both  in  Congress  and  in  the  State 
Legislature  has  been  held  in  abeyance.  It  is  un- 
likely that  action  on  any  of  the  various  health  bills 
will  be  taken  this  year.  We  would  recommend  to 
this  House  of  Delegates  that  they  reaffirm  their 
policy  in  opposition  to  the  Wagner-Murray-Dingell 
Bills  and  similar  legislation  which  would  impose 
any  system  of  national  compulsory  sickness  insur- 
ance or  socialized  medicine  on  this  country.  Also 
that  health  and  medical  functions  within  the 
Federal  Government  be  under  medical  control  and 
that  with  the  position  of  the  A.M.A.  in  relation 
to  such  legislation  we  are  in  complete  accord. 

With  regard  to  the  Taft-Smith-Ball-Donnell  Bill, 
S-545,  we  would  also  recommend  reaffirmation  of 
the  recommendation  adopted  in  1917  that  we  with- 
hold lull  approval  of  the  Bill  and  emphasize  our 
agreement  with  its  general  philosophy  and  purpose. 
With  most  of  its  objectives  we  are  in  accord.  We 
should  be  left  free,  however,  to  suggest  any  changes 
for  its  improvement. 
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HOUSE  OF  DELEGATES 


[N.  Y.  State  J.  M. 


With  this  report  the  Committee  concludes  its 
labors  for  this  business  year.  It  has  been  a pleasant 
and  stimulating  experience,  and  the  knowledge 
gained  should  go  far  in  arriving  at  definite  recom- 
mendations as  these  studies  are  pursued.  All  mem- 
bers have  shown  a genuine  and  sincere  interest  in 
this  work.  The  chairman  wishes  to  express  to  them 
his  great  appreciation  and  sincere  thanks.  It  is 
hoped  we  shall  all  be  together  in  the  coming  year. 

To  Miss  Doris  Dougherty  and  the  central  office 
staff  we  are  also  grateful.  They  have  rendered  un- 
selfish cooperation  and  service.  And  finally,  we 
pay  our  respects  to  Mrs.  Augusta  K.  Grimm,  with- 
out whose  patient  and  able  collaboration  the  Com- 
mittee could  not  have  functioned. 

Respectfully  submitted, 

J.  Stanley  Kenney,  M.D.,  Chairman 


Societies  from  50  to  100 


Ontario 99 

Jefferson 96 

Steuben 95 

St.  Lawrence 92 

Cattaraugus 90 

Tompkins 84 

Otsego 72 

Cayuga 68 

Saratoga 68 

Warren 68 

Montgomery 67 

Fulton 66 

Wayne 65 

Franklin 62 

Herkimer 59 

Oswego 56 

Clinton 50 

Societies  from  25  to  50 

Columbia 49 

Genesee 49 

Sullivan 49 


Livingston 45 

Cortland 44 

Allegany 43 

Delaware 43 

Washington 42 

Madison 41 

Seneca 40 

Chenango 37 

Essex 35 

Wyoming 34 

Greene 29 

Tioga 25 

Societies  Under  25 

Putnam 21 

Yates 21 

Orleans 20 

Schoharie 20 

Lewis 18 

Schuyler 13 


No  Society 
Hamilton. 


Appendix  A 

Classification  of  County  Societies  According  to 
District  Branches  with  Membership* 


First  District  Branch 

New  York 6,600 

Bronx 1,649 

Westchester 936 

Dutchess 215 

Orange 201 

Richmond 187 

Rockland 128 

Putnam 21 

9,937 

Second  District  Branch 

Kings 3,533 

Queens 1,586 

Nassau 708 

Suffolk 313 

6,140 

Third  District  Branch 

Albany 358 

Rensselaer 148 

Ulster.. 100 

Columbia 49 

Sullivan 49 

Greene 29 

Schoharie 20 

753 

Fourth  District  Branch 

Schenectady 171 

Saratoga 68 

Warren 68 

M ontgo  mery 67 

F ulton 66 

Franklin 62 

Clinton 50 

Washington 42 

Essex 35 

Hamilton  (no  society)  

629 

Fifth  District  Branch 

Onondaga 460 

Oneida 283 


Jefferson 

96 

St.  Lawrence 

92 

Herkimer 

59 

Oswego 

56 

Madison 

41 

Lewis 

18 

1,105 

Sixth  District  Branch 

Broome 

233 

Chemung 

104 

Tompkins 

84 

Otsego 

72 

Cortland 

44 

Delaware 

43 

Chenango 

37 

Tioga 

25 

Schuyler 

13 

655 

Seventh  District  Branch 

Monroe 

669 

Ontario 

99 

Steuben 

95 

Cayuga 

68 

Wayne 

65 

Livingston 

45 

Seneca 

40 

Yates 

21 

1,102 

Eighth  District  Branch 

Erie 

1,052 

Niagara 

153 

Chautauqua 

118 

Cattaraugus 

90 

Genesee 

49 

Allegany 

43 

Wyoming 

34 

Orleans 

20 

1,559 

Classification  of  County  Societies  According  to 
Membership* 


Societies  over  1,000 

New  York 6,600 

Kings 3,533 

Bronx 1,649 

Queens 1,586 

Erie 1,052 

Societies  from  500  to  1,000 

Westchester 936 

Nassau 708 

Monroe 669 

Societies  from  250  to  500 

Onondaga 460 

* As  of  March  2,  1948. 


Albany 358 

Suffolk 313 

Oneida 283 

Societies  from  100  to  250 

Broome 233 

Dutchess 215 

Orange 201 

Richmond 187 

Schenectady 171 

Niagara 153 

Rensselaer 148 

Rockland 128 

Chautauqua 118 

Chemung 104 

Ulster 100 


Appendix  B 

Report  of  the  Comitia  Minora 

The  Board  of  Censors  of  the  Medical  Society  of 
the  County  of  New  York  has  promulgated  and 
amplified  interpretations  of  ethics  in  group  practice, 
covering  problems  arising  in  connection  with  the 
activities  of  nonprofit  voluntary  medical  insurance 
plans.  These  interpretations  are  binding  upon  all 
members.  They  read  as  follows: 

Ethics  in  Group  Practice 

1.  No  member  of  our  Society  may  properly 
take  part  in  any  action  as  a member  of  a group 
which  is  nQt  permitted  ethically  to  do  as  an  indi- 
vidual. The  ethics  of  the  profession  as  set  down 
in  the  Principles  of  Professional  Conduct  of  the 
State  Society  and  the  Regulations  Respecting 
Professional  Conduct  of  our  Society  apply  to  all 
members  as  individuals,  whether  they  practice 
alone  or  as  a member  or  affiliate  of  any  group. 
(Sec.  36,  Principles  of  Professional  Conduct.) 

2.  Each  member  of  our  Society,  whether  he 
practices  as  an  individual  or  as  a member  or 
affiliate  of  a group,  will  be  considered  prima  facie 
to  have  consented  to  and  participated  in  any 
unethical  conduct,  act,  or  procedure  of  his  group, 
if  any,  or  of  his  or  of  its  authorized  agents,  and 
such  member  shall  be  subject  to  individual  dis- 
cipline therefor  by  this  Society. 

3.  Advertising  to  the  laity  and  solicitation 
of  business  from  the  laity,  in  whatever  form  or 
manner,  by  any  grbup  or  any  member  or  agent 
thereof,  is  strictly  forbidden.  (Sec.  31,  Prin- 
ciples of  Professional  Conduct.) 

4.  No  member  of  our  Society  may  properly 
or  ethically  become  or  remain  associated  or  identi- 
fied with  any  corporation,  organization,  group, 
or  individual,  medical  or  lay,  resorting  to  or 
making  use  of  direct  advertising  to  the  public  for 
business  of  a medical  or  therapeutic  nature,  or 
having  to  do  with  the  diagnosis,  care,  or  treat- 
ment of  the  sick  or  injured,  the  maintenance  of 
health,  or  the  prevention  of  disease.  (Sec.  31(b), 
Principles  of  Professional  Conduct.) 

5.  The  association  or  identification  of  a mem- 
ber of  this  Society  with  a nonprofit  voluntary 
medical  insurance  plan  incorporated  under  Article 
IX-C  of  the  Insurance  Law  of  the  State  of  New 
York  or  with  a medical  group  associated  or  affil- 
iated with  such  a medical  insurance  plan  is  not 
of  itself  improper  or  unethical,  and  advertising 
or  solicitation  by  any  such  medical  insurance  plan 
for  subscribers  to  the  plan  is  not  of  itself  adver- 
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tising  to  the  public  for  business  of  a medical  or  a 
therapeutic  nature. 

G.  Although  the  Medical  Society  of  the 
County  of  New  York  does  not  have  any  jurisdic- 
tion over  the  activities  of  any  such  medical  in- 
surance plan,  each  member  of  this  Society  asso- 
ciated or  identified  therewith  should  use  his  best 
offices  to  the  end  that  all  advertising,  solicitation, 
and  publicity  of  the  medical  insurance  plan  with 
which  he  is  connected  should  be  dignified  and  in 
good  taste. 

7.  No  member  of  our  Society  may  ethically  or 
properly  become  or  remain  associated  or  identified 
with  any  such  medical  insurance  plan  or  with 
any  medical  group  associated  or  affiliated  with 
such  a medical  insurance  plan  through  agreement 
or  otherwise,  which  insurance  plan  at  any  time 
shall  resort  to  or  make  use  of  any  advertising, 
solicitations  for  subscribers,  listings,  publicity  or 
publications,  or  communications  with  or  an- 
nouncements to  its  subscribers  or  persons  in 
negotiation  to  subscribe  thereto  or  to  the  public 
or  otherwise,  which  shall  make  use  of  any  mem- 
ber of  this  Society  as  the  subject  of  any  form  or 
manner  of  advertising  or  publicity  either  alone  or 
in  connection  with  others  which  would  be  of  such 
character  as  to  invite  attention  to  him  or  to  his 
professional  position,  skill,  qualifications,  achieve- 
ments, attainments,  specialties,  appointments, 
associations,  affiliations,  or  honors  and/or  of  such 
character  as  would  ordinarily  result  in  his  self- 
aggrandizement.  (Sec.  31(a),  Principles  of  Pro- 
fessional Conduct.) 

8.  Stories  concerning  specific  medical  groups 
shall  not  be  released  to  the  lay  press. 

9.  No  group  shall  publish  and  distribute 
any  material  otherwise  than  to  the  medical  pro- 
fession except  of  such  a nature  or  character  as 
would  be  proper  ethically  for  publication  and  dis- 
tribution by  an  individual  member  of  this  Society. 

10.  Signs  or  other  lettering  of  a medical 
group,  wiierever  placed,  should  not  protrude 
from  a building  but  may  appear  on,  over,  or  be- 
side a door  or  gate,  or  in  a window,  but  no  letter- 
ing should  exceed  3 inches  in  height.  Violation  of 
the  foregoing  will  be  considered  evidence  of  ad- 
vertising. 

11.  Announcements  of  the  formation  of  a 
group,  or  changes  in  membership  or  location,  may 
be  circulated  only  to  and  among  bona  fide  pa- 
tients of  the  group  or  of  any  physician  member 
of  the  group,  and  to  the  medical  profession,  in- 
serted in  medical  journals  or  in  medical  trade 
publications. 

12.  A medical  group  may  be  listed  as  such 
by  its  name  in  the  telephone  book,  the  telephone 
classified  directory,  the  city  directory,  the  post- 
office  list,  the  official  directory  of  any  nonprofit 
voluntary  medical  insurance  plan,  incorporated 
under  Article  1X-C  of  the  Insurance  Law  of  the 
State  of  New  York,  which  directory  is  not  dis- 
tributed to  the  general  public  but  strictly  re- 
served for  informational  use  by  subscribers  to 
such  insurance  plan  or  by  persons  actually  in 
negotiation  to  subscribe  thereto  and  in  purely 
medical  lists  or  publications. 

13.  If  a group  member  is  giving  a radio  or 
other  public  address,  his  introduction  may  include 
mention  of  his  membership  in  the  group  if  he 
wishes  to  use  this  identification  in  lieu  of  the 
mention  of  one  educational  or  clinical  connection 
as  permitted  in  Section  5-Appendix  1 of  the  By- 
laws of  the  Medical  Society  of  the  County  of 
New  York,  which  reads: 


In  broadcasting  over  the  radio,  the  physician 
shall  not  refer  to  his  singular  achievements, 
unique  or  outstanding  practices  or  the  like. 
One  educational  or  clinical  connection  of  the 
speaker  may  be  mentioned  by  the  radio  an- 
nouncer. It  is  desirable  that  broadcasts  by 
physicians  should  be  given  under  the  auspices 
of  this  Society. 

14.  Stationer}'  of  the  group  and  professional 
cards  of  the  members  should  be  dignified  and  in 
good  taste.  Professional  cards  of  group  members 
may  carry  the  name  of  the  group,  and  group  sta- 
tionery may  list  the  members  of  the  group. 

It  was  the  unanimous  opinion  of  the  members  of 
the  Comitia  Minora  and  of  the  Censors  that  all 
groups  and  members  of  groups  should  adhere  faith- 
fully to  the  ethical  standards  of  the  American 
Medical  Association  as  they  apply  to  groups  and  to 
individual  physicians  practicing  in  groups. 

Attention  is  called  to  Section  2 of  the  Principles  of 
Ethics  of  the  American  Medical  Association  which 
reads  as  follows: 

Groups  and  Clinics 

Sec.  2 — The  ethical  principles  actuating  and 
governing  a group  or  clinic  are  exactly  the  same 
as  those  applicable  to  the  individual.  As  a group 
or  clinic  is  composed  of  individual  doctors,  each 
of  whom,  whether  employer,  employe,  or  part- 
ner, is  subject  to  the  principles  of  ethics  herein 
elaborated,  the  uniting  into  a business  of  pro- 
fessional organization  does  not  relieve  them  either 
individually  or  as  a group  from  the  obligation 
they  assume  when  entering  the  profession. 

Section  9.  ( See  97) 

Supplementary  Report  of  the  Council — Part  I: 
Postgraduate  Medical  Education 

In  addition  to  the  instruction  mentioned  in  the 
report  of  the  Council  Committee  on  Public  Health 
and  Education  submitted  on  February  28,  1948,  ar- 
rangements have  been  made  for  lectures  to  be  given 
in  the  following  counties: 

Number 

of 


County  Instruction 

Lectures 

Fulton 

Obstetrics 

1 

Neurology 

1 

Jefferson 

General  Medicine 

1 

Surgery 

1 

Nassau 

General  Medicine 

1 

Cancer 

1 

Ontario 

General  Medicine 

1 

Oswego 

Rheumatic  Fever 

1 

Industrial  Health 

1 

Rockland 

Cancer 

3 

St.  Lawrence  General  Medicine 

l 

Surgery 

l 

Saratoga 

General  Medicine 

i 

Suffolk 

Traumatic  Surgery 

l 

Tioga 

Pediatrics 

l 

General  Medicine 

3 

Ulster 

Neuropsychiatry 
Regional  Teaching  Days 

1 

Number 

ok 

County 

Region  Instruction 

Lectures 

Chemung 

Broome,  Chemung,  General  Medi- 

Schuyler,  Steuben,  cine 

and  Tompkins 

2 

Genesee 

Genesee,  Orleans,  Surgery, 

2 

Livingston,  and  \Vy-  Allergy, 

i 

oming  Traumatic 

Surgery, 

1 

Neurology 

1 

Queens 

Kings,  Nassau,  Queens  General  Medi- 
and  Suffolk  cine  (Pul- 

monary Dis- 
ease, Non- 
tuberculous, 
Teaching 
Day) 

4 
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For  the  year,  May  1,  1947,  to  May  1,  1948,  the 
Committee  on  Public  Health  and  Education  ar- 
ranged for  postgraduate  instruction  to  be  presented 
in  39  counties  with  a total  of  208  lectures. 

For  the  year,  May  1,  1946,  to  May  1,  1947,  the 
Committee  arranged  for  postgraduate  instruction 
to  be  presented  in  38  counties  with  a total  of  174 
lectures. 

The  Committee  has  also  completed  arrangements 
for  instruction  to  be  given  in  the  near  future  in 
Cayuga,  Nassau,  and  Oswego  Counties. 

Arrangements  have  been  completed  for  instruc- 
tion to  be  presented  in  the  fall  in  Cayuga  County. 

Section  10.  (See  118) 

Supplementary  Report  of  Council — Part  II:  Mater- 
nal and  Child  Welfare 

Child  Welfare.- — A meeting  of  the  Subcommittee 
on  Child  Welfare  was  held  on  March  10,  1948,  in 
New  York  City,  to  discuss  school  health  services  in 
the  State  Department  of  Education.  The  matter 
of  most  concern  is  securing  a sufficient  number  of 
qualified  physicians  for  full-time  positions  in  the 
Service.  A considerable  number  of  suggestions  for 
improvement  in  securing  applicants  have  been 
submitted  to  the  State  Education  Department. 
Present  at  this  meeting,  in  addition  to  the  members 
of  the  Subcommittee  on  Child  Welfare,  were  mem- 
bers of  the  Council  Committee  -on  Public  Health 
and  Education,  representatives  of  the  State  Depart- 
ments of  Health  and  Education,  the  New  York 
State  Association  of  School  Physicians  and  some 
of  the  officers  of  the  Medical  Society  of  the  State  of 
New  York. 

Another  meeting  of  the  Subcommittee  on  Child 
Welfare  was  held  in  New  York  City  on  April  6, 
1948,  to  discuss  payment  of  consultation  fees  to 
specialists  and  general  practitioners  for  services  ren- 
dered to  the  Department  and  also  a schedule  of  fees 
of  laboratory  procedures.  These  fee  schedules  were 
given  general  approval  with  the  understanding  that 
some  changes  may  be  recommended  later.  Present 
at  this  meeting,  in  addition  to  the  Subcommittee 
on  Child  Welfare,  were  members  of  the  Council 
Committee  on  Public  Health  and  Education,  repre- 
sentatives of  the  State  Department  of  Health,  and 
some  of  the  officers  of  the  Medical  Society  of  the 
State  of  New  York. 

On  April  29,  1948,  the  Subcommittee  on  Child 
Welfare  held  a meeting  in  Buffalo  to  discuss  Regu- 
lation 35  of  the  New  York  State  Sanitary  Code. 
This  regulation  concerns  the  precautions  to  be 
observed  for  the  control  of  diarrhea  of  the  newborn. 
Attending  this  conference,  in  addition  to  the  Sub- 
committee on  Child  Welfare,  were:  the  Secretary  of 
the  Medical  Society  of  the  State  of  New  York,  the 
Chairman  of  the  Council  Committee  on  Public 
Health  and  Education,  the  Regional  Chairman  of 
Obstetrics  and  Pediatrics,  and  representatives  of  the 
State  Department  of  Health. 

Section  1 1 . (See  If 8) 

Supplementary  Report  of  Council  Part  IV:  Public 
Health  Activities  B 

Cancer. — A meeting  of  the  Subcommittee  on 
Cancer  was  held  in  New  York  City  on  April  8,  1948, 
with  the  Council  Committee  on  Public  Health  and 
Education  and  representatives  of  the  New  York 
State  Department  of  Health,  to  discuss  the  cancer 
program  now  in  operation  and  future  development. 
Also  present  at  this  conference  were  some  of  the 
officers  of  the  Medical  Society  of  the  State  of  New 
York. 


Section  12.  (See  157) 

Supplementary  Report  of  Council — Part  V:  Public 
Health  Activities  C — Geriatrics 

Your  Study  Subcommittee  on  Geriatrics  has 
undertaken  during  the  winter,  through  correspond- 
ence and  interview,  to  discover  what  measures  are 
at  present  in  operation  toward  solving  the  complex 
problems  of  geriatrics,  and  what  coordinated 
planning  should  be  attempted  to  make  develop- 
ments in  this  field  effective  medically  and  economic- 
ally sound. 

Medically  speaking,  interest  in  geriatrics  is  di- 
vided in  two  main  divisions,  care  of  those  now 
chronically  ill,  and  research.  Research  into  the 
aging  process,  per  se,  and  into  the  crippling  chronic 
diseases,  the  exact  causes  of  which  are  as  yet  only 
inexactly  understood  and  whose  beginnings  are  in 
youth  and  young  adulthood  are  shrouded  in  ob- 
scurity to  most  practitioners  of  medicine.  The 
scope  of  geriatrics  is  well  known  to  us  all  and  really 
embraces  the  whole  problem  of  medical  care,  yea, 
even  the  whole  of  life  itself.  Therefore,  it  becomes 
evident  that  the  only  contribution  your  Study  Sub- 
committee can  presume  to  make  is  to  formulate 
principles  which  should  guide  the  immediate  ac- 
tivities of  the  Medical  Society  of  the  State  of  New 
York,  in  this  field,  into  proper  channels.  All  of  our 
activities,  education  of  the  public,  education  of  the 
medical  student,  postgraduate  medical  education  for 
all  physicians  and  all  coordinated  activities  in  health 
projects  engaged  in  with  governmental  agencies 
and  with  interested  service  groups,  both  State-wide 
and  local,  have  some  bearing  on  geriatrics.  There- 
fore, it  behooves  us  as  a Society,  at  the  State  level, 
and  more  especially  at  the  county  unit  level,  to 
make  our  leadership  felt  in  developing  community 
planning  in  this  great  and  growing  problem. 

Care  of  the  Chronically  111. — In  the  Journal  of  the 
American  Medical  Association  of  October  11,  1947, 
was  published  the  joint  statement  of  recommenda- 
tions of  the  American  Hospital  Association,  the 
American  Medical  Association,  the  American  Pub- 
lic Health  Association,  and  the  American  Public 
Welfare  Association.  This  statement  was  entitled 
Planning  for  the  Chronically  III.  This  scholarly 
document,  setting  forth  the  findings  of  the  joint 
committee,  clearly  emphasizes  the  magnitude  of  the 
problem  and  enunciates  conclusions  which  should 
be  a sound  guide  in  long-term  planning.  The  recom- 
mendations of  this  joint  committee  were  approved 
by  the  American  Medical  Association  at  Atlantic 
City  in  June,  1947.  Dr.  E.  L.  Bortz,  president  of 
the  American  Medical  Association,  addressing  the 
supplemental  session  in  Cleveland  on  January  8, 
1948,  ably  reiterated  the  aims  of  this  joint  com- 
mittee. Therefore,  it  behooves  each  unit  of  the 
American  Medical  Association  to  endeavor  to  im- 
plement. the  program  at  all  levels. 

In  our  own  State  government,  the  work  of  the 
New  York  State  Health  Preparedness  Commission 
has  proved  a guide  post  in  stimulating  professional, 
governmental,  and  public  interest.  The  present 
legislative  Commission  on  “Problems  of  the  Aging” 
is  actively  searching  for  cooperative  solutions  in  the 
fields  of  industry,  sociology,  economics,  and  medi- 
cine. These  governmental  and  professional  bodies 
have  all  emphasized  the  concurrent  development  ol 
facilities  for  care  of  the  chronically  ill  on  three 
levels:  (1)  chronic  disease  hospitals,  either  as 

such,  or  as  chronic  disease  wings  in  general  hospitals; 
(2)  convalescent  homes,  and  (3)  nursing  homes. 
It  would  seem  that  such  development  is  sound 
planning. 
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The  First  Level— The  first  development  entails 
the  planning  of  chronic  disease  hospitals.  Care  of 
the  chronically  ill  cannot  be  segregated  from  gen- 
eral medical  practice  if  advances  in  thought  and 
procedure  are  to  be  made  readily  available  to  the 
general  practitioner,  through  whom  the  greatest 
number  of  individuals  will  be  reached.  Emphasis 
must  again  be  placed  on  the  family  practitioner 
and  personal  family  interest,  if  deteriorization  of 
care  of  the  chronically  ill  into  “institutionalized 
numbers”  does  not  ensue. 

In  these  chronic  disease  hospitals  new  emphasis 
should  be  placed  on  rehabilitation.  Sparked  by 
the  enthusiastic  leadership  of  such  physicians  as 
Dr.  Howard  Rusk,  a new  vista  of  hope  is  being 
opened  to  persons  physically  handicapped  by  injury 
and  disease.  There  is  no  phase  of  medical  care 
which  has  been  more  neglected,  and  no  one  thing 
offers  more  promise  for  restoration  of  economic 
usefulness  and  the  building  of  morale  in  victims  of 
chronic  illness.  Each  chronic  disease  hospital  or 
unit  of  a general  hospital  should  have  the  latest 
equipment  in  physical  medicine  and,  of  course,  be 
staffed  adequately  with  personnel  properly  trained 
in  this  great  new  field. 

Further  development  of  facilities  at  the  hospital 
level  should  include  units  in  each  general  hospital 
where  those  chronically  ill  can  have  medical  atten- 
tion and  nursing  care  of  the  special  nature  de- 
manded by  the  particular  problems  of  their  indi- 
vidual disease.  Our  general  hospitals,  by  and  large, 
have  either  inadequate  or  no  proper  accommoda- 
tions for  the  care  of  two  large  segments  of  our 
chronically  ill;  namely,  the  alcoholic,  and  the  mildly 
senile  and  harmless  arteriosclerotic  who  needs  hos- 
pitalization for  some  intercurrent  illness  or  injury. 
These  people  need  special  types  of  facility  for  their 
proper  management.  The  housing  of  them  in  wards 
of  the  ordinary  general  hospital,  where  acutely  ill 
patients  are  subjected  to  the  annoyances  caused  by 
the  disturbing  actions  of  this  type  of  patient,  be- 
comes a menace  to  the  welfare  of  both.  From  many 
of  our  hospitals,  these  patients  must  now  be  trans- 
ferred to  institutions  for  the  care  of  the  mentally 
ill  where  they  do  not  properly  belong.  Their  com- 
mitment to  such  hospitals  subjects  the  patient  and 
his  relatives  to  embarrassment,  which  embarrass- 
ment rightfully  should  be  shared  by  the  general 
hospital  bringing  about  the  commitment.  The  hos- 
pital should  feel  that  by  so  discharging  a patient  it 
is  admitting  inadequacy  in  performance  of  its  public 
duty. 

To  expand  the  usefulness  of  these  chronic  disease 
I hospitals  there  should  be  developed  outpatient  de- 
I partments  for  development  of  technics  in  detection 
I of  early  signs  of  chronic  illness,  those  subclinical 
I entities  and  “patterns  of  disease  behavior”  which 
must  precede  now  recognizable  pathologic  processes. 
To  be  of  value  the  work  of  this  clinic  must  be  inte- 
grated with  a well-developed  organization  for  com- 
munity study,  as  correct  estimation  of  social  and 
economic  factors  of  a patient’s  everyday  existence 
plays  a large  part  in  understanding  development  of 
“life  patterns.”  Only  by  long-term  observations  of 
many  individuals  can  the  “life  patterns”  be  properly 
interpreted  in  terms  of  causative  factors  in  any 
specific  illness.  Here  could  be  demonstrated  the 
value  of  a continuing  health  reeord,  a “health  pass- 
port,” so  to  speak.  This  device  could,  over  a gen- 
eration or  two,  produce  many  valuable  histories 
which  should  facilitate  evaluation  of  the  life  pat- 
terns above  mentioned.  It  is  conceivable,  too,  that 
the  “health  record”  might  stimulate  adults  to  con- 


tinue the  periodic  examinations  now  universally 
forced  on  infants  and  school  children.  Truly,  if 
geriatric  problems  are  to  be  solved  for  the  public, 
the  public  must  submit  to  study  and  examination, 
if  they  hope  to  survive  in  their  “late  maturity,” 
vigorous,  hearty,  and  in  a state  of  economic  pro- 
ductivity. We  believe  the  “health  record”  would 
gradually  intrude  into  the  minds  of  our  people  a 
personal  responsibility  in  maintaining  a good  state 
of  health,  for  indeed,  “health  is  a privilege,  not  a 
right.” 

The  Second  Level — The  second  level  of  care 
should  consist  of  convalescent  homes.  These  homes 
should  be  either  public  or  private.  They  should  be 
of  adequate  construction  within  easy  reach  of  the 
general  hospital;  have  working  arrangements  with 
the  general  hospital  whereby  interchange  of  patients 
can  be  smoothly  accomplished.  They  should  have 
adequate  medical  supervision,  preferably  under  the 
direction  of  the  staff  of  the  general  hospital.  These 
convalescent  homes  should  be  licensed  by  the  State ; 
be  supervised  by  the  proper  authorities,  as  to  stand- 
ards of  construction  and  equipment,  and  of  nursing 
and  medical  care  given.  In  these  nursing  homes 
rehabilitation  should  again  be  a prime  object,  as  at 
this  stage  of  care  there  will  be  many  individuals 
suitable  for  satisfactory  physical  and  economic 
salvage. 

The  Third  Level — The  third  level  of  care  should 
provide  facilities  in  nursing  or  invalid  homes  for  the 
housing  and  treatment  of  those  victims  of  illness 
and  injury  who  have  become  stabilized  in  conditions 
of  permanent  invalidism  and  in  whom  no  further 
improvement  can  be  immediately  expected.  Care 
should  be  provided  in  humane,  cheerful  surround- 
ings readily  available  to  relatives  and  friends,  and, 
again,  near  a general  hospital,  for  even  this  class  of 
patient  will  occasionally  require  hospitalization  for 
some  medical  or  surgical  emergency.  On  the  whole, 
nursing  care  and  medical  supervision  in  these  in- 
valid homes  could  be  routine  in  character,  if  hos- 
pital facilities  were  readily  available,  and  inter- 
change of  patients  accompanied  with  a minimum  of 
red  tape. 

The  Part  of  the  Medical  Society — It  is  estimated 
that  two  hospital  beds  per  1,000  population  are 
needed  for  care  of  the  chronically  ill.  Even  in  our 
metropolitan  areas  the  number  available  falls  far 
short  of  this  minimum  requirement.  A dearth  of 
facilities  exists  at  all  three  levels  throughout  New 
York  State.  Your  study  committee  feels  that 
the  greatest  contribution  that  can  be  made  by  the 
Medical  Society  of  the  State  of  New  York  in  helping 
to  solve  this  community  problem  is  to  institute, 
at  the  county  level,  movements  for  the  development 
of  adequate  facilities  in  all  three  levels,  in  each  com- 
munity. Much  interest  in  geriatrics  has  been  gen- 
erally aroused  by  speakers  and  by  newspaper  and 
magazine  articles.  Planning  for  the  Chronically  III 
states,  “There  is  a great  need  for  comprehensive 
planning  to  insure  that  the  widespread  interest  in 
chronic  disease  is  channeled  into  sound  and  effective 
activity.”  Let  the  county  medical  society  become 
the  spearhead  of  the  planning,  and  let  each  society 
become  thoroughly  familiar  with  the  principles  of 
development  set  forth  by  the  joint  planning  board 
and  the  American  Medical  Association.  Our  prime 
objective  must  be  development,  not  on  a welfare 
basis  alone.  The  need  for  hospital  and  nursing  care 
is  common  to  all  economic  levels  and  all  facilities 
should  be  developed  with  the  idea  that  they  can  be, 
at  least  partially,  self-supporting.  If  fees  can  be 
charged,  the  quality  of  the  institution  will  be  gen- 
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erally  elevated  and  the  institution  made  more  readily 
available  to  persons  totally  or  partially  independent 
financially.  Again  let  us  reiterate  the  principle, 
“health  is  a privilege,  not  a right.” 

Research — One  of  the  leading  workers  in  research 
in  aging,  Dr.  Henry  Simms,  has  made  a most 
interesting  observation;  namely,  “We  have  many 
old  patients  but  no  colonies  of  old  laboratory  ani- 
mals.” Most  laboratory  investigations  are  estab- 
lished and  financed  by  grants-in-aid  for  some  spe- 
cific project,  and  the  monetary  support  is  allotted  on 
a yearly  basis  in  most  instances.  To  carry  a group 
of  laboratory  animals  into  senescence  requires  much 
more  investment  than  now  available. 

Housing  space  for  experimental  animals  and  space 
for  laboratory  facilities  are  imperative  needs.  How- 
ever, assurance  of  continuing  financial  support  over 
long  periods  of  time  is  the  most  pressing  problem. 
The  cost  of  proper  maintenance  of  laboratory 
animals  under  experimental  conditions  is  enormous. 
There  are  few  investigational  undertakings  which 
have  adequate  financial  backing. 

The  deans  of  each  of  New  York  State’s  medical 
schools  have  assured  your  study  committee  of  a 
keen  desire  to  enhance  their  research  programs  in 
geriatric  problems  and  are  only  waiting  for  neces- 
sary monies  to  expand  their  activities.  Commis- 
sioner Hilleboe  of  the  State  Department  of  Health 
has  stated  the  keen  concern  of  his  Department  in 
problems  of  the  aging  and  the  recognition  of  geri- 
atrics as  a problem  in  public  health.  Suggestions 
for  research  made  by  the  Commissioner  are  as  fol- 
lows: 

1.  Research  to  devise  more  adequate  methods  of 
health  examinations  which  will  lead  to  the  early 
recognition  of  subclinical  chronic  disease. 

2.  Research  directed  toward  the  improvement  of 
methods  of  assessing  performance  capacities  in 
individuals  suffering  from  chronic  disease,  with  the 
view  of  being  able  to  place  more  adequately  such 
persons  upon  a self-supporting  basis. 

3.  Research  designed  to  gain  more  adequate 
knowledge  regarding  the  nutritional  requirements 
of  the  aging  individual. 

4.  Research  directed  to  gain  more  information 
regarding  the  tolerance  of  persons  in  the  older  age 
group  to  drugs  and  anesthetics. 

5.  Investigations  undertaken  in  cooperation 
with  welfare  agencies  regarding  the  most  suitable 
housing,  recreational  and  industrial  facilities  which 
should  be  made  available  to  persons  in  this  age 
group. 

6.  Research  directed  toward  the  attainment  of 
additional  knowledge  regarding  the  nature  of  ar- 
teriosclerosis, with  emphasis  on  epidemiologic  as- 
pects, such  as  racial  and  familial  incidence,  nutri- 
tion and  food  habits,  environmental  and  occupa- 
tional factors,  and  association  with  other  clinical  or 
subclinical  disorders. 

This  recognition  of  the  need  for  research  by 
medical  school  deans  and  by  the  State  Department 
of  Health  leads  to  the  thought  that  a possible  fruit- 
ful activity  of  the  State  Society  might  be  aid  in  the 
creation  of  a Medical  Research  Council,  the  duty  of 
such  a Council  to  be  coordination  of  research  proj- 
ects undertaken  by  the  various  medical  schools, 
and  stimulation  of  legislative  activity  to  supply 
State  funds  for  prolonged  investigations  in  the  re- 
search departments  of  our  medical  schools,  and  in 
the  laboratories  of  the  State  Department  of  Health. 

Research  suggested,  which  seems  at  this  time  the 
most  practical,  is  continued  investigation  into  all 
phases  of  nutrition  and  nutritional  requirements  in 


all  stages  of  life,  and  into  the  part  malnutrition 
might  play  in  development  of  chronic  disease. 
Studies  in  performance  capacities  of  persons  afflicted 
with  chronic  disease  would  aid  greatly  in  solving 
problems  of  rehabilitation  and  salvage. 

For  industrial  medicine,  there  seems  to  be  great 
opportunity  in  development  of  the  continuing  ob- 
servation and  examination  of  masses  of  individuals. 
The  importance  of  this  service  can  be  measured  only 
by  the  thoroughness  of  the  job  done  and  by  the 
maintenance,  by  industry,  of  advanced  diagnostic 
facilities  readily  available  to  their  people.  With 
competent  direction  and  sympathetic  understanding 
of  the  purpose  of  these  health  evaluation  projects, 
some  system  might  be  worked  out  whereby  physi- 
ologic and  psychologic  standards  of  retirement  could 
be  evaluated,  instead  of  the  present  bugaboo  of  the 
chronologic  deadline. 

Education — Your  Study  Committee  is  convinced 
that  the  greatest  progress  in  solving  all  aspects  of 
geriatrics  will  be  made  by  considering  the  problem 
as  one  of  education — education  in  public  health. 

Of  course  the  Medical  Society  should  have  its 
main  interest  in  medical  education.  The  consensus 
of  the  deans  of  the  various  medical  schools  of  the 
State  is  that  teaching  geriatrics,  per  se,  as  a par- 
ticular specialty,  is  impractical  and  unsound.  All 
subdivisions  of  medical  teaching,  as  well  as  medical 
practice,  have  some  bearing  on  Geriatrics.  Any  pro- 
gram of  medical  teaching  which  emphasizes  early 
recognition  of  disease  processes  and  which  focuses 
attention  on  preventive  medicine  should  be  ade- 
quate. 

The  educational  programs  of  the  Medical  Society 
for  postgraduate  work  are  well  organized.  They 
must  be  constantly  reviewed  and  modernized  and 
brought  forcefully  to  the  attention  of  each  county 
society. 

Results  cannot  be  obtained  by  improved  medical 
education  until  increased  knowledge  of  medical 
progress  is  authoritatively  transmitted  to  the  pub- 
lic. Here  is  a definite  service  members  of  the 
Society  can  render  by  supporting  all  health  educa- 
tion activities  at  the  local  level. 

Periodic  examinations  of  school  children  are  well 
organized  and  have  proved  their  value.  These  must 
be  further  augmented  so  that  corrective  definitive 
treatment  can  become  readily  available  when  indi- 
cated, but  not  by  practice  of  State  medicine.  In 
our  schools,  however,  the  teaching  of  health  should 
not  be  confined  to  periodic  examinations.  Children 
should  be  more  emphatically  taught  health — 
physiology,  nutrition,  etc.  Your  Council  Com- 
mittee on  Public  Health  and  Education  might  well 
keep  the  health  education  programs  of  the  State 
Education  Department  under  constant  review,  to 
the  end  that  by  the  time  high  school  is  finished  the 
student  will  have  been  taught  in  concrete  form  what 
we  know  of  the  processes  of  life  and  of  aging — in 
other  words,  be  taught  how  to  live.  This  basic  edu- 
cation in  life’s  processes,  followed  through  adulthood 
and  maturity  by  periodic  examinations  for  health 
evaluation,  could  conceivably  develop  a health 
consciousness  in  every  one  of  our  citizens. 

In  recent  years  public  awareness  of  health  and 
health  problems  has  grown  by  leaps  and  bounds. 
Finally,  it  seems  the  groundwork  laid  by  American 
medicine  is  coming  into  full  fruition.  It  is  the  civic 
duty  of  each  physician  to  accept  the  responsibility 
of  leadership  and  guide  this  growing  public  con- 
sciousness into  sound  activity. 

Respectfully  submitted, 

Stephen  It.  Monteith,  M.D.,  Chairman 
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Scott  Lord  Smith,  M,D. 

C.  Ward  Crampton,  M.D. 

Wardner  D.  Ayer,  M.D. 

Section  1 8.  (See  55, 117 ) 

Supplementary  Report  of  Council — Part  VI:  Eco- 
nomics 

As  a result  of  Report  of  Reference  Committee  on 
New  Business  B of  the  1947  House  of  Delegates,  a 
resolution  concerning  conditions  governing  the 
relationship  between  the  hospitals  and  specialists  of 
laboratory  medicine  in  the  State  was  referred  by 
the  Council  to  a Subcommittee  of  the  Economics 
Committee.  This  Subcommittee  conferred  with 
and  had  correspondence  with  representatives  of 
the  Joint  Council  of  Pathologists,  Radiologists, 
Anesthesiologists,  and  Physical  Therapy  Physi- 
cians. That  body  has  recommended  an  amend- 
ment of  the  Education  Law  as  follows: 

Education  Law 
Section  6501.  Definition 
4.  The  practice  of  medicine  is  defined  as  fol- 
lows: A person  practices  medicine  within  the 

meaning  of  this  article,  except  as  hereinafter 
stated,  who  holds  himself  out  as  being  able  to 
diagnose,  treat,  operate  or  prescribe  for  any 
human  disease,  pain,  injury,  deformity  or  physi- 
cal condition,  and  wbo  shall  either  offer  or  under- 
take, by  any  means  or  method,  including  the  use 
and  interpretation  of  radiographs,  fluoroscopic 
observations,  prescription  and  administration  of 
radiation  therapy,  examination  of  human  tissues 
or  fluids,  physical  therapy  procedures,  and  an- 
aesthesiology, to  diagnose,  treat,  operate,  or  pre- 
scribe for  any  human  pain,  injury,  deformity  or 
physical  condition.” 

(Words  in  italics  are  new  matter.) 

Your  Subcommittee  recommends  that  the  House 
of  Delegates  authorize  the  Council  to  request  mem- 
bers of  the  1949  New  York  State  Legislature  to 
amend  the  Education  Law  as  above  specified. 

J.  Stanley  Kenney,  M.D. 

Madge  C.  L.  McGuinness,  M.D. 
Theodore  J.  Curphey,  M.D. 

Harold  C.  Kelley,  M.D. 

Ross  Golden,  M.D. 

M.  J.  Fein,  M.D. 

Walter  W.  Mott,  M.D.,  Chairman 

Section  14-  (See  187,  140,  174) 

Supplementary  Report  of  the  Committee  on  War 
Memorial — Part  VIII 

To  the  House  of  Delegates — Gentlemen: 

Your  Committee  has  received  completed  ques- 
tionnaires sent  to  the  widows  or  next  of  kin  of  31 
out  of  the  total  32  members  of  the  Medical  Society 
of  the  State  of  New  York  who  were  killed  in  action, 
died  of  wounds,  or  of  disease  incurred  in  service 
during  World  War  II . 

A brief  summary  is  given  below  of  the  branch  of 
service,  cause  of  death,  and  place  of  death  of  the 
officer: 

Branch  of  Service:  Army  17,  Navy  11,  Public 
Health  Service  2. 

Place  of  death:  South  Pacific  Theater,  seven; 
C.B.I.  Theater,  one;  Mediterranean  Theater 
(North  Africa),  two.  Western  European  Theater: 
Great  Britain,  one;  France,  three:  Belgium,  Ger- 
many, one;  giving  a total  of  six.  There  were  twelve 
deaths  within  the  continental  limits  of  the  I’nited 
States  and  two  in  undcsignated  places. 


Cause  of  death:  Killed  in  action,  four;  died  of 
wounds,  none;  died  of  disease,  seven ; died  of  injury 
(mainly  airplane  or  motor  accidents),  three;  and 
sixteen  undesignated  deaths  (probably  disease) . 

The  total  number  of  dependent  children  is  as 
follows  in  order  of  quinennia: 


Age 

(Years) 

Boys 

Girls 

Total 

0-  5 

7 

4 

11 

6-10 

12 

10 

22 

11-15 

4 

9 

13 

16-20 

5 

4 

9 

Over  21 

2 

1 

3 

30 

28 

58 

By  actual  age  (as  of  December,  1947,  whole  years 
noted  only)  they  are  of  the  following  ages:  Four 
years,  4;  five  years,  7;  six  years,  4;  seven  years,  3 ; 
eight  years,  4;  nine  years,  4;  ten  years,  8;  eleven 
years,  4;  twelve  years,  4;  thirteen  years,  1 ; fourteen 
years,  2;  fifteen  years,  1;  sixteen  years,  3 ; seventeen 
years,  5;  eighteen  years,  1;  nineteen  years,  none; 
twenty  years,  1 ; twenty-one  years,  1 ; twenty-two 
years,  none;  twenty-three  years,  none;  and  twenty- 
four  years,  1. 

Two  of  the  widows  have  remarried,  both  of  them 
havflig  children. 

It  may  be  noted  that  by  grouping  the  children 
according  to  ages  we  have  one  group  in  the  age 
period  of  three  to  eleven  of  34  children  which  essen- 
tially covers  those  of  primary  school  age.  A second 
group  comprising  those  children  in  the  ages  of  eleven 
to  seventeen  (the  high  school  period)  of  20;  and 
the  third  group  within  the  ages  of  eighteen  to  twenty- 
four,  the  collegiate  and  professional  graduate  school 
group,  numbering  four. 

In  order  to  estimate  the  expense  that  would  be  in- 
curred by  the  Society,  as  noted  in  the  first  para- 
graph of  the  first  part  of  the  Committee’s  report, 
it  is  deemed  necessary  to  determine  the  total  num- 
ber of  school  years  for  each  group  and  make  certain 
assumptions  as  to  cost  of  education  for  these 
groups.  This  total  number  of  school  years  is  ap- 
proximately summarized  in  the  subjoined  table: 
Total  Number  op  School  Years  up  to  Age  25 

Over  median  22 — 20  age  of  children  3X3=  9 

16  median  18 — 20  9 X 7 = 63 

11  median  13 — 15  13  X 12  = 156 

6 median  8 — 10  22  X 17  = 374 

1 median  3 — 5 11  X 22  = 242 

Total  school  years  of  entire  group  844 

In  view  of  the  fact  that  the  wording  of  the  original 
resolution,  while  ambiguous,  was  very  broad  and  by 
inference  it  was  considered  by  the  Committee  to 
propose  financial  aid  to  all  the  dependent  children 
of  the  deceased  officer  members  of  this  Society, 
irrespective  of  age,  which  your  Committee  con- 
sidered might  very  well  mean  private  school  educa- 
tion from  the  kindergarten  age  through  private  pri- 
mary and  secondary  schools,  including  college 
preparatory  schools,  collegiate,  and  professional 
school  education.  Your  Committee  believed, 
therefore,  that  it  would  be  wise  to  submit  several 
plans  with  the  approximate  cost  of  each  for  the 
consideration  of  the  House  of  Delegates,  and  these 
plans  are  here  below  described : 

Plan  I. — A contribution  of  $100  per  year  for  all 
children  in  the  group  below  five  years  until  they 
have  attained  the  age  of  fourteen  years;  thereafter, 
$300  a year  to  the  age  of  seventeen  years;  and 
thereafter,  $000  a year  if  they  pursue  a collegiate 
and/or  professional  training  and  remain  unmarried 
during  the  period  of  collegiate  and  professional 
education.  It  is  estimated  that  this  would  cover  a 
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total  of  eight  hundred  forty-four  school  years,  and 
the  estimated  cost  would  be  $427,900. 

Plan  II. — No  contribution  to  be  made  for  children 
under  the  age  of  fourteen  years  but  to  all  children, 
beginning  upon  attaining  the  age  of  fourteen  years,  a 
contribution  of  $300  a year  to  age  seventeen  years 
and  $600  per  year  thereafter  if  they  pursue  a col- 
legiate and  professional  graduate  course  up  to  the 
age  of  twenty-five  years  and  with  the  proviso  that 
they  remain  unmarried.  The  estimated  total  cost 
of  Plan  II  would  be  $415,800. 

Plan  III.- — No  contribution  to  any  of  these 
children  until  they  attain  the  age  of  seventeen  years 
or  beginning  upon  completion  of  their  secondary 
school  education  (high  school),  whichever  is  later, 
and  thereafter  each  year  a contribution  of  $600  per 
annum  if  they  pursue  a collegiate  and/or  professional 
postgraduate  course  up  to  the  age  of  twenty-five 
years  if  they  remain  unmarried.  The  estimated  cost 
of  Plan  III  would  be  $224,000. 

The  peak  annual  cost  of  all  of  these  plans  will 
occur  in  the  eight  years  from  1957  to  1965  with  a 
gradual  but  sharp  increase  in  the  next  four  years 
succeeding  1948.  Your  Committee  feels  if  any  of 
these  plans  are  adopted  by  the  House  there  is  but 
one  way  by  which  money  can  be  raised  to  cover  the 
cost  and  that  is  by  a special  assessment  to  be  raised 
within  the  year  following  the  1948  annual  meeting 
or  in  a single  subsequent  year  because  there  is  no 
provision  in  the  Constitution  and  Bylaws  of  the 
Society  by  which  a House  of  Delegates  of  one  year 
can  provide  for  special  assessments  except  during 
that  year  for  which  that  House  is  elected. 

Your  Committee  has  calculated  that  if  a special 
assessment  were  levied  upon  each  member  of  the 
Society  in  the  sum  of  $20  for  Plan  1,  $19  for  Plan 
II,  and  $12  for  Plan  III  and  the  monies  accruing 
from  this  assessment  were  placed  in  a special  in- 
vestment fund  by  the  Board  of  Trustees  and  re- 
quiring that  this  fund  be  kept  intact  and  separate 
from  all  the  other  funds  of  the  State  Society,  to  be 
disposed  of  solely  by  the  Board  upon  the  order  of 
the  Council  of  the  Society  or  a special  committee 
thereof,  the  purposes  of  a resolution  of  the  House 
putting  this  plan  in  operation  could  be  carried  out. 

Unless  this  method  is  followed,  there  is  no  pro- 
vision by  which  it  could  be  carried  out  in  any 
manner  whatsoever,  because  of  the  present  state  of 
finances  of  the  Society  and  the  demands  that  may  be 
made  upon  them  in  a sudden  emergency  presenting 
itself  within  the  next  twenty  years. 

The  Committee  feels  that  an  undertaking  so  great 
as  this  is  too  important  and  too  pregnant  with  ad- 
verse possibilities  upon  which  to  make  specific 
recommendations.  They  do  feel,  however,  that,  in 
view  of  the  fact  that  the  Government  provides  a 
dependency  allowance  to  the  children  of  all  military 
or  naval  personnel  who  have  died  in  the  Service  and 
in  practically  all  of  these  cases  there  is  at  least  a 
Government  Life  Insurance  left  to  the  widow  and 
children  of  the  deceased  officer  in  amounts  varying 
from  $2,000  to  $10,000,  the  wisest  thing  for  the 
Society  is  to  choose  the  least  expensive  of  these 
plans  (Plan  III)  and  to  give  the  Council  some  au- 
thority to  care  for  certain  cases  of  special  need 
arising.  A number  of  pathetic  letters  have  been 
received  by  the  Committee  from  the  mothers  of 
these  children  who  are  working  to  support  their 
families,  with  which  the  Committee  does  not  feel 
that  it  should  burden  this  report,  but  if  the  House 
desires  that  they  be  read  the  Committee  will  be 
glad  to  have  that  done  in  the  course  of  the  discus- 
sion by  the  House  of  this  report. 


Respectfully  submitted, 

James  F.  Rooney,  M.D.,  Chairman 
Edward  R.  Cunniffe,  M.D. 
Fenwick  Beekman,  M.D. 

Maurice  J.  Dattelbaum,  M.D. 

Section  15.  (See  107) 

Supplementary  Report  of  the  Council — Part  IX: 
Legislation 

To  the  House  of  Delegates — Gentlemen: 

The  Council  Committee  on  Legislation  respect- 
fully submits  a supplementary  report. 

The  1948  session  of  the  New  York  State  Legisla- 
ture, one  of  the  shortest  sessions  on  record,  was  a 
very  busy  session.  The  Legislature  convened  on 
Wednesday,  January  17,  and  adjourned  on  Saturday, 
March  13.  In  that  short  period  of  time  a record 
number  of  bills  was  introduced.  There  were  2,560 
bills  introduced  in  the  Senate  and  2,975  bills  intro- 
duced in  the  Assembly,  or  a total  of  5,535  bills. 
Two  hundred  and  twenty-two  more  bills  were  intro- 
duced during  this  session  than  during  the  session  of 
1947,  which  had  been  the  record  heretofore.  Of  the 
5,535  bills  introduced,  1,226  were  passed,  876  bills 
were  signed  by  the  Governor  and  became  laws,  350 
bills  were  vetoed  by  the  Governor.  Five  hundred 
sixty-seven  of  the  Senate  bills  were  passed,  404  of 
which  were  signed  by  the  Governor,  and  163  were 
vetoed.  Six  hundred  fifty-nine  of  the  Assembly 
bills  were  passed,  472  were  signed  by  the  Governor, 
and  187  vetoed. 

The  Legislative  Committee  was  interested  in  fol- 
lowing 93  bills  in  the  Senate  and  125  bills  in  the 
Assembly,  or  218  bills  in  all.  There  were  83  of  the 
Senate  bills  and  88  of  the  Assembly  bills  that  were 
concurrent.  There  were  10  Senate  bills  and  37 
Assembly  bills  which  had  no  companion  bill  in  the 
other  house.  The  progress  or  action  on  concurrent 
bills  must  be  watched  in  both  houses,  but,  consider- 
ing the  companion  bill  as  one  bill,  the  Legislative 
Committee  was  following  the  progress  and  action 
on  121  individual  bills.  Of  these  121  individual 
bills,  31  were  passed  and  went  to  the  Governor,  90 
were  defeated  in  committee  or  not  reported  out  by 
the  end  of  the  session.  Of  the  31  bills  that  passed 
both  houses,  the  Governor  signed  29  and  vetoed  2. 

This  session  of  the  Legislature  showed  the  in- 
fluence of  the  coming  conventions  for  the  nomination 
of  the  candidates  for  presidency.  This  had  the  effect 
not  only  of  shortening  the  session  but  of  keeping  out 
many  bills  that  would  have  been  of  a highly  con- 
troversial nature.  There  was  also  the  effect  of  many 
bills  being  introduced  by  the  minority  party  in  order 
to  obtain  their  desires,  or  to  embarrass  the  majority 
party  and  the  administration.  Much  of  the  con- 
troversy during  this  session  of  the  Legislature  was 
on  bills  pertaining  to  administration  and  appropri- 
ation, and,  although  of  interest  to  members  of  the 
medical  profession  as  citizens  of  the  State,  did  not 
involve  matters  pertaining  to  the  practice  of  medi- 
cine. 

There  were  no  bills  introduced  this  year  that 
called  for  an  all-out  opposition  on  the  part  of  the 
profession.  There  were  no  bills  introduced  this  year 
to  prevent  vivisection.  There  was  a single  chiro- 
practic bill  introduced  in  the  Assembly,  without  a 
companion  bill  in  the  Senate,  and  this  bill  did  not 
come  out  of  committee.  It  was  not  necessary  for 
us  to  register  strong  opposition  throughout  the 
State  against  these  two  matters,  which  we  have  had 
to  contest  so  frequently. 
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At  the  request  of  the  State  Society  there  were 
three  bills  introduced  this  year.  These  bills  were: 
Senate  Int.  1248 — Fino;  Assembly  Int.  2368 — 

Clancy,  which  defines  x-ray  diagnosis  as  a method 
of  medical  practice  and  prohibits  practice  without 
a license.  Senate  Int.  1341 — Fino;  Assembly  Int. 
1575 — Hanniford,  which  strikes  out  reference  to 
medical  practice  committee  in  provisions  relating  to 
medical  care  in  workmen’s  compensation  cases.  Sen- 
ate Int.  1383 — Young;  Assembly  Int.  2628 — Graci, 
which  makes  it  a misdemeanor  to  treat  or  offer  to 
undertake  to  treat  the  human  body  without  first 
having  complied  with  appropriate  statutes  of  the 
Education  Law. 

There  was  an  objection  from  many  members  of 
the  medical  profession  to  the  Fino-Clancy  x-ray  bill 
as  introduced.  As  the  result  of  these  objections, 
which  were  taken  up  at  the  meeting  of  the  Legisla- 
tive chairmen  of  the  county  societies,  a request 
was  made  that  this  bill  be  amended.  It  was  soon 
learned  that  the  bill  when  so  amended  would  not 
receive  approval  in  committee  in  either  house,  and 
so  it  was  requested  that  this  bill  be  laid  aside  for  this 
year. 

The  Fino-Hanniford  bill  which  was  introduced 
this  year,  instead  of  abolishing  the  Medical  Practice 
Committee,  struck  out  references  in  the  provisions 
relating  to  medical  care  in  the  workmen’s  compen- 
sation qases,  with  the  hopes  of  returning  many  of 
the  activities  to  the  county  society  which  are  now 
carried  on  by  this  Medical  Practice  Committee. 
This  bill  received  no  more  favorable  attention  than 
the  similar  bills  that  have  been  introduced  for  a 
number  of  years  heretofore.  The  Senate  bill  re- 
mained in  the  Senate  Labor  Committee,  and  the 
Assembly  bill  remained  in  the  Assambly  Rules  Com- 
mittee. As  this  bill  was  opposed  by  the  Department 
of  Labor,  there  was  very  little  chance  of  it  being  re- 
ported out  of  committee  without  extremely  strong 
support  from  all  sections  of  the  State,  which  it  did 
not  receive. 

The  Young-Graci  bill  amending  the  Penal  Law  to 
make  it  a misdemeanor  to  treat  the  human  body 
without  the  proper  licensure  remained  in  the  Senate 
Codes  Committee  and  was  defeated  in  the  Assembly 
Codes  Committee.  Although  a great  deal  of  study 
had  been  put  on  this  bill  before  it  was  introduced,  it 
was  pointed  out,  after  its  introduction,  by  persons 
friendly  to  the  medical  profession,  that  the  vague- 
ness of  the  language  of  this  bill  made  it  undesirable 
for  it  to  become  a law.  It  was  thought  that  it 
would  be  better  if  further  study  be  put  on  this  mat- 
ter with  a view  of  introducing  a similar  bill  next 
year,  if  it  is  thought  desirable,  rather  than  to  make 
a great  effort  in  obtaining  action  on  the  bill  this  year. 

It  was  rather  disappointing  to  the  Legislative 
Committee  to  find  that  these  three  bills,  which  were 
introduced  at  the  request  of  the  Society,  did  not 
receive  stronger  support  from  members  of  the  pro- 
fession after  their  introduction. 

The  Temporary  Commission  on  the  Need  for  a 
State  University,  after  a period  of  two  years’  study, 
made  its  report  on  February  16,  1948.  Following 
this  report  there  was  a great  deal  of  discussion  and 
several  attempts  to  draw  up  bills  which  would  cover 
the  recommendations  of  this  commission.  There 
were  finally  four  bills,  Senate  Int.  2524 — Rules 
Committee,  Senate  Int.  2525 — Rules  Committee, 
Senate  Int.  2559 — Rules  Committee,  Senate  Int. 
2558— Rules  Committee,  that  were  passed  and 
signed  by  the  Governor.  These  became  chapters 
695,  696,  697,  and  698  of  the  laws  of  1948  respec- 
tively. Under  these  bills  provision  was  made  for  the 


establishment  of  a State  University,  including  exist- 
ing State  colleges  for  teachers,  agricultural  and 
technical  institutes,  maritime  academy,  colleges 
operated  for  State  under  contract  and  such  liberal 
arts,  professional  and  graduate  colleges  and  uni- 
versities, including  university  located  on  single 
campus,  as  State  may  acquire.  There  shall  be  a 
Board  of  Trustees  for  the  State  University  that  shall 
have  charge  of  such  institutions  and  shall  also  assist 
in  establishing  community  colleges  with  two-year 
programs  combining  general  with  technical  educa- 
tion. The  Board  of  Trustees  will  consist  of  15 
members  appointed  by  the  Governor,  by  and  with 
advice  and  consent  of  the  Senate.  These  bills  were 
rushed  through  the  last  few  days  of  the  session  with 
very  little  opposition.  There  has  been  much  dis- 
satisfaction expressed,  however,  by  many  persons 
who  felt  that  the  bills  should  not  have  been  rushed 
through  in  this  short  period  of  time  and  that  there 
should  have  been  public  hearings  on  the  bills  before 
action  was  taken  on  them.  It  is  understood  that 
the  Board  of  Regents  are  quite  dissatisfied,  as  they 
feel  that  this  will  put  education  in  New  York  State 
under  dual  authority  and  that  this  will  be  detri- 
mental. There  are  also  statements  made  to  the 
effect  that  education  in  New  York  State  heretofore 
has  been  kept  free  from  political  influence  as  much 
as  possible,  but  that  under  these  trustees  appointed 
by  the  Governor  there  is  great  danger  of  our  system 
of  education  in  this  State  suffering  from  political 
interference. 

The  Temporary  State  Commission  on  Coordina- 
tion of  State  Activities  has  submitted  its  second 
interim  report — March,  1948.  This  report  consists 
of  a description  of  the  various  divisions  and  bu- 
reaus of  the  Department  of  Education,  especially  of 
the  Divisions  of  Higher  and  Professional  Education 
and  the  State  Library.  The  voluminous  report  has 
gone  to  the  printers  and  will  probably  be  available  in 
August.  In  this  report  many  recommendations 
have  been  made  pertaining  to  the  licensing,  regis- 
tration, and  disciplinary  proceedings  in  the  various 
professions.  Some  of  these  recommendations  seem 
rather  radical  and  may  not  receive  the  approval  of 
members  of  many  professions.  One  such  recom- 
mendation is  to  take  the  disciplinary  proceedings 
out  of  the  hands  of  the  profession  and  have  an  ap- 
pointed hearing  officer  to  hear  and  handle  all 
charges  against  members  of  the  various  professions. 
This  would  seem  to  be  very  objectionable.  It  is 
suggested  that  this  report  should  bo  studied  and 
objections  to  those  recommendations  considered 
unfavorable  be  made  to  Senator  Wicks,  the  chair- 
man of  this  Commission,  at  a time  well  in  advance 
of  the  opening  of  the  next  Legislative  session. 

There  were  18  bills  introduced  this  year  that  have 
the  purpose  of  extending  unemployment  insurance 
to  cover  sick  benefits.  None  of  these  bills  progressed 
during  this  session  of  the  Legislature.  It  is  inter- 
esting to  note,  however,  that  the  efforts  to  make 
such  a provision  under  the  Unemployment  Insurance 
statute  are  becoming  greater  each  year.  It  is 
rumored  that  even  a stronger  effort  will  be  made 
next  year.  In  nearly  all  the  bills  introduced  this 
year  an  affidavit  or  certificate  by  the  physician,  as 
to  the  illness,  was  required  in  order  for  the  claimant 
to  receive  the  insurance  payment.  This  requirement 
of  an  affidavit  or  certificate  from  a physician  would 
seem  to  be  necessary  under  the  law  to  prevent  false 
claims.  However,  this  would  be  a great  annoyance 
to  members  of  the  medical  profession.  It  has  been 
shown  under  similar  situations  that  there  are  a con- 
siderable number  of  persons  in  all  communities  who 
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will  attempt  to  fake  an  illness  in  order  to  receive 
these  benefits.  This  makes  it  difficult  for  the 
physician  who  handles  such  cases  to  be  fair  both  to 
the  insured  and  the  insurer.  It  is  thought  that  this 
form  of  legislation  should  be  watched  very  carefully 
and  the  views  of  the  medical  profession  given  in  order 
to  obtain  the  best  law  possible  along  these  lines,  if 
such  an  amendment  to  the  law  is  to  be  made. 

There  were  a large  number  of  bills  introduced  this 
year  also  pertaining  to  discrimination  in  educational 
institutions,  hospitals,  and  health  facilities.  Of  these 
bills,  the  one  introduced  through  the  Rules  Com- 
mittee, following  the  report  of  the  Temporary 
Commission  on  the  Need  for  a State  University, 
Senate  Int.  2526,  was  the  only  one  that  progressed. 
This  passed  both  houses,  was  signed  by  the  Gover- 
nor, and  became  chapter  753  of  the  laws  of  1948. 
This  amendment  makes  it  unfair  after  September  15, 
1948,  for  educational  institutions  to  discriminate 
against  persons  seeking  admission,  because  of  race, 
religion,  creed,  color,  or  national  origin,  except  sec- 
tarian institutions;  and  permits  grievances  to  be 
filed  with  Education  Commissioner  who  shall  cause 
investigation  to  be  made. 

The  Legislative  Committee  again  wishes  to  im- 
press on  the  members  of  the  Medical  Society  of  the 
State  of  New  York  of  the  great  need  for  continual 
attention  to  all  legislative  matters  on  the  part  of 
every  member  of  the  profession.  As  legislative 
matters  are  influenced  at  the  present  time  by  pres- 
sure from  minority  groups,  it  is  necessary  for  mem- 
bers of  the  medical  profession  to  make  known  their 
opinions  on  matters  that  pertain  to  public  health 
and  the  care  of  the  sick.  It  is  important  for  the 
county  societies  and  members  of  the  county  socie- 
ties to  use  their  influence,  not  only  in  educating  the 
public  in  these  matters,  but  in  keeping  the  legislators 
informed  on  the  matters  that  are  considered  im- 
portant for  the  public  welfare. 

The  Legislative  Committee  will  continue  to  make 
every  effort  to  keep  the  members  of  the  State 
Society  informed  on  legislative  matters  which  are 
of  interest  to  the  medical  profession,  with  the  hope 
that  the  State  and  county  societies  will  continue 
to  occupy  their  important  places  as  advisers  to 
members  of  the  Legislature  and  to  the  Governor  on 
matters  pertaining  to  public  health  and  public 
welfare. 

Respectfully  submitted, 

Harry  Aranow,  M.D.,  Chairman 
Committee  on  Legislation 

Section  16.  ( See  17,  132,  133,  134) 

Supplementary  Report  of  the  Publication  Commit- 
tee— Part  XI 

To  the  House  of  Delegates — Gentlemen: 

In  view  of  the  criticism  leveled  against  the  State 
Society  in  an  editorial  which  appeared  in  the 
Journal  of  the  American  Medical  Association  for 
February  7,  1948,  with  respect  to  advertising,  it 
seems  appropriate  that  the  House  of  Delegates  be 
made  acquainted  with  the  policies  followed  in  ac- 
cepting advertisements  for  the  columns  of  the  New 
York  State  Journal  of  Medicine. 

The  Publication  Committee  exercises  constant 
vigilance,  and  no  product  is  accepted  if  the  adver- 
tising, in  our  opinion,  is  unethical  or  if  the  product 
is  not  efficacious.  This  eliminates  a great  deal  of 
undesirable  patronage.  It  is  misleading  and  unfair 
to  imply  that  we  accept  any  advertising  that  comes 
our  way.  True,  we  include  in  our  Journal  the 
announcements  of  products  not  passed  by  the 


Council  on  Pharmacy.  In  some  instances  these 
have  not  been  submitted  for  approval  to  the  Coun- 
cil; in  others  the  Council’s  objection  is  based  on  the 
use  of  “trade  names”  which  afford  no  indication  of 
the  contents.  These  do  not  appear  to  us  to  be  vital 
objections.  It  seems  more  important  to  us  that 
composition  and  dosage  be  stated  and  that  the 
doctor  rely  on  his  own  judgment  whether  or  not  he 
wants  to  employ  such  products  in  his  practice. 
Extravagant  claims  are  likewise  eliminated  by  us 
and  references  to  the  literature  are  demanded  when- 
ever possible.  Your  committee  has  continued  its 
censorial  policy,  more  particularly  in  recent  years, 
and  has  not  renewed  contracts  for  the  insertion  of 
any  product  which  failed  to  meet  our  requirements. 
As  a result  of  this  scrutiny  of  our  advertising  col- 
umns, rulings  have  been  made  in  the  past  year  de- 
clining seven  products  which  had  been  previously 
accepted  and  published. 

After  one  year’s  unsatisfactory  experience  with 
the  Cooperative  Medical  Advertising  Bureau,  our 
Journal  withdrew  in  1940.  Now  the  A.M.A.  in  its 
editorial  bemoans  the  fact  that  we  “thereafter  pre- 
ferred to  have  the  profits  to  be  derived  from  the 
publication  of  advertisements  of  unaccepted  prod- 
ucts.” Yet  the  A.M.A.  accepts  one  product  for  its 
seal  but  merely  “accepts  for  advertising”  another 
product  in  the  same  field.  As  a criterion  of  adver- 
tising the  distinction  between  “accepting  for  adver- 
tising” and  granting  the  Council  seal  of  acceptance 
is  so  rare  that  all  our  powers  of  casuistry  do  not 
seem  to  be  able  to  tell  the  difference.  Both  adver- 
tisements get  published  and  presumably  are  read. 
It  would  seem  to  mere  laymen  in  such  matters  that 
a product  good  enough  to  pay  the  A.M.A.  money 
should  be  good  enough  for  Council  acceptance,  and 
if  not  good  enough  for  that,  its  money  should  be 
declined. 

Another  fine  line  of  distinction  between  the  sheep 
and  the  goats  (by  which  the  goats  can  pay  to  get  in, 
too)  is  “institutional”  advertising.  In  the  Journal 
of  the  American  Medical  Association  for  January  31, 
1948,  a concern  makes  this  single  assertion:  “As 

the  pilot  relies  on  his  instruments  so  does  the  phy- 
sician implicitly  trust  each  ethical  preparation  bear- 
ing this  name  . . . Here  we  have  not  even  an 
inkling  of  what  this  company  has  for  sale.  Detail 
men  can  flaunt  this  advertisement  in  the  faces  of 
doctors  and  create  a false  impression.  They  are 
given  a blanket  credential.  There  is  not  a single 
statement  in  this  type  of  advertising  stating  ingred- 
ients and  dosage  of  any  product.  If  one  of  the 
purposes  of  acceptance  or  rejection  is  to  enable  the 
doctor  to  practice  better  medicine  by  knowing 
exactly  what  he  is  giving  to  his  patient,  this  type 
of  advertising  does  little  to  justify  the  A.M.A.’s 
rigid  standards,  except  to  show  an  easy  way  to  by- 
pass the  rules. 

In  one  issue  of  the  Journal  of  the  A.M.A.,  an  ad- 
vertiser is  allowed  to  advertise  “Vitamins,”  although 
his  individual  vitamin  preparations  do  not  carry  the 
Council  Seal.  When  this  company  advertises  in  the 
New  York  State  Journal  of  Medicine,  it  is  re- 
quired to  recite  the  ingredients  and  the  dosage  of 
each  vitamin.  Which  policy  is  best  calculated  to 
inform  the  doctor  and  protect  the  patient? 

One  advertiser  in  the  Journal  of  the  A.M.A.  has 
no  Council-accepted  products  but  uses  a full  page 
in  the  Journal  without  referring  to  the  items  it 
manufactures.  Whatever  may  be  thought  about  the 
“fraudulent”  advertising  in  the  New  York  State 
Journal  of  Medicine,  it  must  be  admitted  that 
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the  advertiser  gets  something  for  his  money  besides 
seeing  his  name  in  print. 

The  A.M.A.’s  editorial  describes  how  difficult  it 
has  been  to  tread  the  path  of  virtue  since  1913  when 
the  Cooperative  Medical  Advertising  Bureau  was 
started.  The  straight  and  narrow  path  has  been 
difficult — in  fact  so  difficult — that  it  has  become 
necessary  to  straddle  it.  Cooperative  state  journals 
are  now  permitted  to  advertise  non-Council  prod- 
ucts if  the  advertiser  does  an  intrastate  business, 
mind  you,  and  does  not  cross  geographic  lines. 
Perhaps  this  relaxation  of  the  rule  is  in  deference 
to  the  delicate  political  issue  of  state’s  rights — 
who  knows;  it’s  anybody’s  guess. 

We  come  now  to  a discussion  of  the  crux  of  the 
subject.  This  controversy  between  the  State 
Society  and  the  A.M.A.  is  not  new;  it  has  been  going 
on  for  twenty  years.  It  is  not  just  something  that 
has  been  taken  up  recently  to  pay  for  the  costs  of 
“efficient  executive  officers,  public  relations  serv- 
ices, and  all  the  other  operations  that  have  come 
to  be  a part  of  efficient  operation.”  During  these 
twenty  years  (excepting  1939  when  we  were  in  the 
Cooperative)  the  Medical  Society  of  the  State  of 
New  York,  through  its  committee  in  charge  of  pub- 
lication, has  exercised  its  right  to  differ,  and  has 
continuously  and  repeatedly  differed  with  the 
A.M.A.  on  one  matter  of  policy  more  than  any  other. 
We  have  constantly  felt  that  product  advertis- 
ing— the  use  of  trade  names  to  designate  med- 
icaments— has  in  it  nothing  intrinsically  unethical 
or  dishonest,  provided  the  evidence  was  suffi- 
cient that  the  product  would  do  what  was 
claimed  for  it.  To  make  doubly  sure  that  the 
doctor  knows  what  are  the  ingredients  and  the 
dosage,  we  have  done  a pioneering  job  in  requiring 
manufacturers  to  state  these  facts  in  each  advertise- 
ment. All  the  time  the  A.M.A.  has  been  splitting 
hairs,  “Council  accepting”  some  products  and  with 
others  “accepting  for  advertising,”  we  have  been 
getting  down  to  what  we  think  this  is  really  all 
about,  which  can  be  put  in  three  sentences:  (1) 

What’s  in  it  and  how  much?  (2)  What  does  it  do  to 
the  patient?  (3)  Does  the  advertiser  tell  the  truth 
about  his  product,  without  exaggeration,  and  does 
he  confine  his  appeal  to  the  medical  profession  and 
not  include  the  general  public?  These  are  the  ques- 
tions we  raise  and  for  which  we  have  satisfactory 
answers  when  we  accept  an  advertisement. 

Perhaps  our  honest  beliefs  may  result  in  our 
Journal  taking  a larger  part  of  the  national  ad- 
vertising dollar  than  would  otherwise  be  the  case, 
but  no  hurling  of  epithets  such  as  “unethical”  or 
“dishonest”  is  going  to  alter  our  conviction  that  no 
other  criteria  for  advertising  than  these  just  stated 
have  substantial  reason  behind  them  which  we  are 
bound  to  respect. 

We  believe  that  we  set  a standard  equal  to  if  not 
higher  than  is  maintained  by  the  A.M.A.  in  certain 
respects. 

There  are  tirades  in  this  editorial  which  would  im- 
ply that  the  four  condemned  state  journals  are  en- 
tirely without  the  ban  of  decency  and  honesty  and 
look  upon  profits  as  preferable  to  high  standards. 
One  might  well  ask  whether  the  imposition  of  this 
type  of  authoritarian  dictation  is  desirable,  whether 
others  than  the  A.M.A.  officials  may  not  be  equally 
competent  to  judge  what  is  right  and  what  is  wrong. 
We  acknowledge  that  decency  and  honesty  in  ad- 
vertising is  a paramount  requirement,  and  we  be- 
lieve that  we  measure  up  to  these  standards  with- 
out being  subservient  to  the  “Cooperative  Medical 
Advertising  Bureau.’’  We  have  had  our  experiences 


with  the  latter  for  one  year  (1939),  but  protested 
against  its  dictation  and  withdrew'.  We  felt  that 
this  relationship  was  not  in  the  interests  of  the  State 
Society.  We  regarded  it  as  a means  wffiereby  we 
were  prevented  from  obtaining  the  share  of  the 
pharmaceutical  advertising  dollar  to  which  our 
circulation  and  prestige  entitled  us. 

A few  months  ago  we  solicited  from  the  A.M.A. 
a list  of  pharmaceuticals  w'hich  were  claimed  to  be 
unacceptable.  This  was  supplied,  but  the  reasons 
for  the  claims  were  not  stated.  They  numbered  65 
in  all,  and  28  of  these  preparations  were  contained 
in  the  October  1,  1947,  issue  of  the  Journal.  Of  the 
list,  five  products  had  already  been  dropped  be- 
cause of  unfavorable  reports  on  their  use,  or  for 
other  reasons. 

Were  wre  limited  to  Council-accepted  products 
and  required  to  omit  all  trade-name  products,  the 
effect  on  our  revenues  would  be  evident.  The  loss 
in  gross  annual  revenue  is  estimated  as  at  least 
$75,000.  In  accordance  with  a national  trend,  we 
are  already  being  subjected  to  a reduction  in  adver- 
tising patronage  which,  with  increased  paper  and 
printing  costs,  makes  it  doubtful  whether  we  will  do 
much  more  than  meet  expenses  in  1948.  This  fact 
should  not  prove  an  argument  for  getting  all  the 
revenue  possible  from  advertising,  but,  on  the  other 
hand,  wre  should  not  be  compelled  to  subsist  on  the 
crumbs  assigned  to  us  by  the  Cooperative  Adver- 
tising Bureau. 

In  conclusion  we  desire  to  repeat  that  your  com- 
mittee has  developed  its  own  standards  in  accepting 
advertising  copy,  which  we  believe  are  founded  on 
better  reasons  than  those  proposed  by  the  A.M.A. 
It  is  essential  that  the  ingredients  of  a preparation 
be  stated  as  well  as  the  dosage.  The  prescribing 
physician  will  then  be  in  a position  to  make  his  own 
decision  as  to  the  value  or  desirability  of  a particular 
preparation.  In  so  far  as  “trade  names”  are  con- 
cerned, their  employment  perhaps  is  a great  ad- 
vantage in  comparison  with  the  necessity  otherwise 
of  writing  out  the  chemical  formula  of  the  active 
ingredients. 

We  submit  the  foregoing  explanation  of  our  atti- 
tude in  this  important  matter  to  the  House  of  Dele- 
gates for  their  consideration  and  approval.  We  be- 
lieve that  we  have  acted  in  the  best  interests  of  the 
profession  of  the  State  and  maintained  a standard 
which  does  not  deserve  the  criticism  which  has  been 
voiced  against  it. 

Respectfully  submitted, 

Dwight  Anderson 

W.  P.  Anderton,  M.D. 

John  J.  Masterson,  M.D. 

Laurance  D.  Redwav,  M.D. 

James  II.  Reuling,  M.D. 

George  W.  Kosmak,  M.D.,  Chairman 

Section  17.  {See  16,  132, 133,  134 ) 

Supplementary  Report  of  the  Publication  Committee 
on  Business  Matters  of  Journal  and  Directory — 
Part  XI 

To  the  House  of  Delegates — Gentlemen: 

JOURNAL 

You  will  note  from  the  Supplementary  Report  of 
the  Treasurer  the  diminishing  surplus  in  operation 
of  the  New  York  State  Journal  of  Medicine 
during  the  last  two  years;  in  1945  showing  a sur- 
plus of  $37,020.41 ; 1946,  $25,102.64;  1947,  $5,076.05 
and  that  $60,000  in  U.S.  bonds  have  been  sot  aside 
during  the  last  few  years  from  Journal  earned  sur- 
pluses to  take  care  of  possible  future  deficits.  The 
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conduct  of  the  affairs  of  the  Journal  and  its  future 
financial  prospects  seem  to  call  for  a further  explana- 
tion. It  is  hoped  to  avoid  using  any  part  of  the 
S60,000  of  the  reserve  fund,  but  if  costs  continue 
to  increase  without  increased  advertising  revenue, 
this  may  not  be  accomplished. 

There  are  three  factors  in  the  increased  cost,  as 
the  Treasurer  has  stated:  (a)  decrease  in  revenue 
from  advertising,  ( b ) increased  cost  of  printing  and 
paper,  and  (c)  increased  number  of  copies  printed. 
Taking  these  up  in  their  order: 

Decrease  in  Revenue  from  Advertising. — In  the 
year  1947,  gross  advertising  in  the  Journal  was 
87,401.09  less  than  in  1946.  The  first  four  months 
of  1948  show  a gross  of  85,011.24  less  than  the  same 
period  of  1947.  This  is  believed  to  be  due  to 
economic  uncertainties  last  fall  at  the  time  adver- 
tisers fixed  their  budgets  and  most  of  the  contracts 
were  placed  for  1948.  This  will  not  be  representa- 
tive of  the  entire  year,  it  is  hoped,  as  efforts  will  be 
increased  by  our  salesmen  to  obtain  new  business. 
However,  it  will  only  be  by  economy  in  every  way 
in  the  conduct  of  the  Journal  that  it  will  be  pos- 
sible to  pay  all  its  expenses  in  1948  from  advertising 
revenue  alone,  as  has  been  accomplished  with  a 
surplus  additional  since  1943. 

Effective  January  1,  1948,  we  increased  our  ad- 
vertising rates  20  per  cent.  Sales  resistance  is 
usually  encountered  immediately  after  an  increase 
in  rates.  Advertisers  are  prone  to  reduce  the 
amount  of  space  to  spend  about  the  same  sum  of 
money  with  a periodical.  While  this  renders  about 
ten  more  pages  per  issue  available  for  text,  with  the 
same  income,  it  may  temporarily  result  in  diminished 
total  income  until  advertisers  become  accustomed 
to  the  increased  rates.  The  cure  is  to  obtain  new 
business  at  the  higher  rates  from  other  advertisers 
to  make  up  the  deficiency. 

Increased  Cost  of  Printing  and  Paper. — In  the  last 
few  years  printing  costs  have  increased  approxi- 
mately 30  per  cent. 

The  mill  price  of  paper  increased  from5.75centsper 
pound  in  1941  to  8.35  cents  in  1946  and  9.15  in  1948. 
This  price  is  for  paper  within  our  quota.  When  we 
need  extra  paper  for  larger  editions  or  to  print  more 
copies,  we  have  to  purchase  it  in  the  open  market, 
with  a profit  to  the  jobber  over  the  mill  price  of  two 
or  three  cents  per  pound. 

Increased  Number  of  Copies  Printed. — The  fore- 
going applies,  of  course,  on  the  assumption  that  the 
same  number  of  copies  are  printed.  But  the  fact  is 
we  experience  an  additional  expense,  in  that  we 
are  printing  almost  5,000  more  copies  of  each  issue 
in  1948  than  we  did  in  1945: 


Year 


Average  Copies  Printed 
per  Issue 


1945  18,721 

1946  19,896 

1947  22,445 

1948  (to  May  1)  23,300 


Factors  contributing  to  this  increase  are  a greater 
number  of  members  and  the  return  to  civilian  prac- 
tice of  military  men  who  did  not  receive  the  Journal 
during  war  service. 

All  these  factors  operate  as  a steady  squeeze  of 
rising  expense  against  slightly  diminishing  income 
to  reduce  a large  part  of  the  annual  surpluses  pre- 
viously experienced. 

As  examples  of  increased  cost  of  certain  items,  the 
following  comparison  can  be  made: 

Comparative  Journal  Cobts 

1945  1946  1947 


Printing  and  mail- 
ing $44,025.44 

Paper  13,186.34 

Editorial  salaries..  13,245.39 
Number  of  copies 

printed  18,721 


$51,864.57 

15,914.51 

12,224.70 

19,896 


*59,182. 1 1 
23,925. 18 
17,189.05 

22,445 


Past  Surpluses. — Beginning  in  1943  with  a change 
in  advertising  management  from  the  late  Kent 
Lighty  to  Mr.  Dwight  Anderson,  the  Journal  began 
to  show  a surplus  of  income  over  expense  for  the 
first  time  in  its  history.  These  figures,  taken  from 
our  annual  audits,  are  as  follows: 


Year 

Surplus 

1943 

$ 5,995.58 

1944 

30,341.67 

1945 

37,020.41 

1946 

25,102.64 

1947 

5,076.05 

Earned  Surplus 

$113,586.35 

Of  this  surplus  the  Trustees  have  earmarked 
on  our  books  .860,000  in  U.S.  bonds  as  a reserve 
against  possible  future  deficits.  As  the  advertising 
business  is  acutely  sensitive  to  economic  conditions, 
it  is  possible,  as  was  the  case  in  1929,  for  appropri- 
ations to  be  suddenly  cut  in  half.  All  advertising 
contracts  are  revocable  on  taking  a short  rate,  a 
custom  in  the  trade. 

The  balance  of  the  surplus  produced  by  the 
Journal  has  gone  into  the  General  Fund  for  the 
uses  of  the  Society  and  has  been  so  expended.  These 
earnings  were  largely  responsible  for  the  Society 
not  having  to  dip  into  its  investments  during  the 
period  when  more  than  4,500  members  had  their  dues 
remitted  due  to  war  service.  The  surpluses  were,  in 
fact,  disbursed  each  year;  the  reserve  is  merely  a 
bookkeeping  entry  and  does  not  represent  actual 
cash  in  a special  fund. 

The  advertising  business  is  subject  to  drastic 
fluctuations,  and  the  time  will  probably  come  again 
when  deficits  will  be  experienced  instead  of  sur- 
pluses. 

Previous  Deficits. — According  to  the  audits,  pre- 
vious Journal  deficits  were: 


Year  Deficit 

1939  $25,391.97 

1940  15,391.32 

1941  15,847.58 

1942  8,367.27 


Total  4-Year  Deficit  $64,998.14 


For  the  five  years  from  1934  to  1939  the  average 
Journal  deficit  was  81.83  per  member  per  year. 
During  this  period  the  Journal  was  published  by 
an  outside  enterpriser,  Mr.  Gardiner,  who  received 
50  cents  per  member  and  kept  all  he  could  make  on 
advertising.  We  paid  all  editorial  costs  and  Com- 
mittee traveling  expenses.  He  paid  printing,  paper, 
and  mailing  expenses.  During  this  five-year  period 
the  deficit  ran  from  a low  of  89,222.53  to  a high  of 
$14,506.17,  according  to  a report  rendered  in  1938 
by  Dr.  Peter  Irving  to  the  Journal  Management 
Committee  of  which  Dr.  George  W.  Kosmak  was 
chairman. 


to  Dr. 

Irving’s  report,  was  as  follows: 

Total 

Total 

Year 

Cost  per  Member* 

Expense 

Income 

1925 

(10,229) 

$2.42 

S43.704 

$18,802 

1926 

(10,700) 

1.79 

48,184 

29,005 

1927 

(10,717) 

1.72 

58,512 

40,091 

1928 

Change  of  fiscal  year  omits  1928,  going  on 

31,  1929 

1929 

(11,594) 

1.92 

61,481 

38,499 

1930 

(12,525) 

1.75 

64,232 

42,307 

1931 

(12,791) 

1.76 

61,232 

38,981 

1932 

(12,330) 

1.76 

55,959 

34,313 

1933 

(12,697) 

1.49 

50,368 

31,453 

$14.61 

Deficit** 
$24,902 
19,179 
18,421 
to  March 

22,982 

21,925 

22,251 

21,646 

18,915 

$170,221 


* 8-year  average  deficit  per  member,  $1.83. 
**  8-ycar  average  deficit,  $21,277. 


Part  of  our  increase  in  advertising  during  the  past 
five  years  was  due  to  boom  economic  conditions,  but 
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it  should  be  noted  that  during  even  greater  boom 
conditions,  from  1925  to  1929,  improved  business 
activity  was  not  reflected  in  a corresponding  increase 
in  advertising  revenue. 

DIRECTORY 

Th e Medical  Directory  of  New  York,  New  Jersey 
and  Connecticut  reflects  a comparable  situation  of 
increased  expenses,  but  without  corresponding  in- 
creased income.  Printing  costs  increased,  paper 
costs  increased,  compilation  costs  increased.  In 
part,  the  increase  in  the  last  item  was  due  to  the 
protracted  period  of  compilation  work  because  there 
had  been  no  directory  since  1941;  in  part  it  was  due 
to  increases  in  wages  paid. 

Previous  directories  had  sustained  deficits  of 
$24,000  on  each  edition.  It  cannot  be  hoped  to 
publish  this  large  volume  without  a deficit  because 
the  bulk  of  the  copies  are  given  to  members.  An 
effort  was  made  to  increase  income  by  raising  the 
price  of  directories  to  others  than  members  from 
$5.00  to  $12.50.  As  a result,  income  from  this  source 
was  increased  from  $6,010  in  1941  to  $22,128.32  in 
1947.  Still,  the  deficit  sustained  in  the  publication 
of  this  book  was  $59,395.68. 

Illustrative  of  these  increased  costs  are  the  follow- 
ing comparative  figures: 


At  this  time  it  is  fitting  for  us  to  consider  the 
passing  of  two  members  of  this  House  during  the 
past  year:  Dr.  Frederic  E.  Sondern,  of  New  York, 
a Past  President  of  the  Society  and  long  a member 
of  this  House,  and  Dr.  Robert  Brittain,  who  made  a 
record  in  serving  as  a delegate  from  Delaware 
County  to  this  House  for  fifty-five  years,  and  who 
annually  was  called  upon  to  make  a short  speech, 
which  was  always  in  a humorous  vein,  will  be  sorely 
missed  in  our  deliberat  ions.  The  House  is  requested 
to  rise  for  a minute  of  silence  in  honor  of  our  de- 
parted fnembers. 

....  The  delegates  arose  and  stood  for  a minute 
in  silence  in  honor  of  their  departed  confreres.  . . . 

Speaker  Andresen:  The  Chair  will  entertain  a 
motion  to  have  the  Secretary  send  suitable  letters  of 
sympathy  to  the  families  of  these  deceased  mem- 
bers. 

Dr.  Peter  J.  Di  Natale,  Genesee:  I so  move. 

Dr.  Frederick  W.  Williams,  Bronx:  I second 
the  motion. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  .... 

Speaker  Andresen:  Incidentally,  we  have  no 
records  showing  who  now  has  served  the  longest 
time  as  a delegate  in  this  House.  We  would  like 
to  have  candidates  send  up  their  names. 


Comparative  Directory  Costs 

1941  ■ 1947 


20,000  Copies  23,500  Copies 


Printing  and  binding  $15,242.17 

Compilation,  etc.  5,788.76 

Paper  4,482.65 


842,040.79 
29,721.55 
9,520  84 


Respectfully  submitted, 

Dwight  Anderson 
W.  P.  Anderton,  M.D. 

John  J.  Masterson,  M.D. 

Laurance  D.  Redway,  M.D. 

James  R.  Reuling,  M.D. 

George  W.  Kosmak,  M.D.,  Chairman 

Speaker  Andresen:  As  you  know,  multiple 
copies  have  to  be  made  of  all  resolutions.  Many  of 
our  resolutions  in  the  past,  especially  those  that 
were  being  referred  to  the  American  Medical  Asso- 
ciation by  our  delegates  to  the  American  Medical 
Association  to  present  there,  were  in  such  form  that 
| it  was  rather  embarrassing  to  present  them  at  the 
American  Medical  Association  Session.  We  have, 
therefore,  this  year  arranged  to  have  an  expert,  one 
of  our  editorial  staff,  Miss  Lewis,  stationed  in  the 
room  with  the  stenographers  just  to  the  right  of  the 
entrance  to  this  room,  who  will  edit  motions,  and 
then  they  can  be  typed  with  their  eight  copies,  one 
of  which  copies  will  go  to  the  appropriate  reference 
committee. 


Section  18 

Opening  Remarks  of  the  Speaker 

Speaker  Andresen:  In  opening  this  House  I 
would  like  to  say  in  starting  it  is  a great  honor  and 
pleasure  once  more  to  greet  you  as  your  Speaker, 
and  I extend  a special  greeting  to  the  new  members 
who  have  joined  us  this  year.  I know  that  you  will 
enjoy  taking  part  in  the  important  deliberations 
which  this  body  so  unselfishly  carries  on  in  the 
interests  of  the  medical  profession  and  of  the  health 
of  the  citizens  of  the  State  of  New  York. 

You  will  find  that  nearly  all  members  will  be 
asked  to  serve  on  some  reference  committee  which 
will  have  all  reports  and  motions  referred  to  them 
for  detailed  consideration,  or  on  special  committees, 
or  as  tellers. 


Section  19.  (See  1^1) 

Supplementary  Report  of  the  President 

Speaker  Andresen:  The  next  order  of  business 
is  that  I am  going  to  have  the  pleasure  of  presenting 
to  you  your  President,  who,  besides  long-continued 
services  to  this  Society, -is  a Trustee  of  the  American 
Medical  Association  and  Secretary  General  of  the 
World  Medical  Association,  of  which  he  was  one 
of  the  founders.  I call  upon  Drs.  Curphey  and 
Horton  to  escort  Dr.  Bauer  to  the  rostrum. 

....  The  delegates  arose  and  applauded  as  Drs. 
Theodore  J.  Curphey  and  E.  Kenneth  Horton,  of 
Nassau  County,  escorted  Dr.  Louis  H.  Bauer  to  the 
rostrum 

President  Bauer:  Mr.  Speaker  and  members  of 
the  House,  two  years  ago,  when  you  elected  me  to 
this  office,  I said  I hoped  you  would  not  regret  your 
choice  when  my  term  was  over.  I still  hope  you  do 
not.  Having  served  six  years  as  your  Speaker  and 
two  years  as  Vice-Speaker,  I had  some  idea  of  what 
I would  have  to  go  through  in  the  next  two  years. 
Although  it  has  been  an  arduous  task,  it  is  my  feel- 
ing that  one  cannot  do  too  much  for  medicine. 
The  pleasant  associations  one  has,  plus  the  hearty 
cooperation  of  all,  have  made  the  term  a happy  one, 
notwithstanding  its  responsibilities.  In  my  report 
as  President,  I paid  tribute  to  my  associates  on  the 
Council.  I hope  the  House  appreciates  the  time 
and  energy  of  these  officials.  They  are  as  earnest, 
hardworking,  and  unselfish  a group  of  men  as  any 
with  whom  I have  ever  been  associated.  I do  not 
know  what  a president  would  do  without  the  help  of 
Dr.  Anderton.  I know  of  no  one  more  devoted  to 
the  Society  or  who  is  more  willing  to  share  in  the 
work  of  others  as  well  as  carry  his  own  responsibili- 
ties. Personally,  I owe  him  a great  debt  of  grati- 
tude. To  Mr.  Anderson,  also,  1 want  to  reiterate 
my  thanks  for  his  assistance.  In  fact,  I should  go 
down  through  the  list  of  employes  and  miss  none. 
There  is  an  espirit  de  corps  throughout  all  the  per- 
sonnel which  is  found  in  few  organizations. 

The  outlook  for  the  protection  of  our  present  sys- 
tem of  private  medical  care  is  somewhat  brighter 
this  year  than  last.  It  seems  unlikely  that  any 
radical  change  will  be  made  in  the  near  future. 
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However,  we  must  be  constantly  on  our  guard  and 
keep  the  public  informed  on  all  propositions  that 
arise,  after  we  have  given  them  careful  study  our- 
selves. 

Our  Medical  Society  must  be  an  alert,  progressive 
and  dynamic  force  in  our  State. 

The  Governor  has  been  most  cooperative  with 
the  State  Society.  I believe  relations  with  the 
Executive  Department  have  never  been  more  cor- 
dial. In  my  Annual  Report,  I spoke  of  the  co- 
operation of  the  State  Health  Department  and 
that  of  Dr.  Hilleboe,  the  new  Commissioner. 

There  has  been  a tendency  lately  for  county  so- 
cieties to  initiate  legislative  proposals  or  to  take  up 
policies  with  the  State  departments  direct.  This 
leads  to  confusion.  County  societies  have,  of  course, 
the  right  to  do  anything  they  please,  and  no  one 
would  for  a moment  attempt  to  limit  their  privileges. 
Success  to  their  efforts  will,  however,  be  greater 
if  there  is  coordination  with  the  committees  of  the 
State  Society.  Oftentimes,  other  societies  are 
interested  in  the  same  matter,  or  the  State  Society 
has  often  initiated  activity  on  the  same  subject  or, 
often,  there  are  facts  with  which  the  county  society 
may  not  be  acquainted  and  which  might  modify 
their  action.  I,  therefore,  urge  county  societies  to 
take  up  any  new  matters  with  the  State  Society 
first,  then  if  they  do  not  receive  satisfaction  they 
would  be  justified  in  going  ahead  on  their  own. 

Since  the  last  meeting  of  the  House  of  Delegates, 
the  World  Medical  Association  has  come  into  exist- 
ence. Its  headquarters  are  here  in  New  York.  It 
exists  for  the  purpose  of  encouraging  liaison  and 
cooperation  among  the  doctors  of  the  world,  ex- 
changing information,  representing  the  ideas  of 
medicine  to  the  World  Health  Organization  and  to 
UNESCO,  assisting  all  people  to  maintain  the 
highest  level  of  health,  and  to  promote  world  peace. 
These  are  noble  objectives.  In  these  troublous 
times,  any  effort  which  may  lead  to  a better  under- 
standing among  the  peoples  of  the  world  is  well 
worthwhile.  Many  of  you  have  been  asked  to  sup- 
port the  United  States  Committee  of  the  World 
Medical  Association  and  thus  play  a part  in  the 
furthering  of  the  Association's  objectives.  I hope 
many  of  you  will  do  so. 

The  American  Medical  Association  has  estab- 
lished a National  Council  for  Emergency  Medical 
Service.  It  seems  quite  probable  that  we  shall  be 
asked  to  cooperate  on  a State  level.  All  of  those 
here  have  lived  through  one  world  war  and  many 
of  you  through  two.  Should  another  one  come, 
it  will  be  more  horrible  than  either  of  the  others. 
The  results  of  atomic  warfare  are  positively  terri- 
fying. Our  experiences  in  civilian  defense  during 
t he  last  war  will  be  of  little  value.  Should  war  come, 
there  will  be  no  time  to  train  people  to  meet  it,  as 
there  was  in  both  of  the  previous  wars.  We  should 
be  organized  and  ready  and  hope  that  our  prepara- 
tions will  be  unnecessary.  I urge  the  House  to  au- 
thorize the  Council,  whenever  called  upon,  to  pro- 
ceed with  the  necessary  study  and  preparations  for 
the  perfecting  of  civil  defense  in  the  State  of  New 
York,  in  collaboration  with  the  agencies  of  the 
State  and  the  A.M.A.  Council.  I also  urge  that  the 
Trustees  be  requested  to  appropriate  whatever 
funds  may  be  necessary  to  carry  out  the  plans  that 
may  be  developed. 

Before  closing,  I wish  to  bespeak  your  continued 
cooperation  with  and  support  of  my  successor,  Dr. 
Leo  F.  Simpson,  whom  you  wisely  selected  a year 
ago.  The  affairs  of  the  Society  will  be  in  able 
hands. 


Finally,  may  I express  again  my  deep  appreciation 
of  the  high  honor  you  conferred  on  me  in  electing  me 
your  President.  Although  I shall  now  be  on  the  side- 
lines, I assure  you  my  heart  and  interests  will  always 
remain  with  the  Medical  Society  of  the  State  of 
New  York.  ( Applause ) 

Speaker  Andresen:  The  Supplementary  Re- 
port of  the  President  is  referred  to  the  Reference 
Committee  on  Report  of  the  President,  of  which 
Dr.  Phillip  D.  Allen  is  chairman. 

Section  20 

Remarks  of  the  President-Elect 

Speaker  Andresen:  I now  have  the  pleasure  of 
presenting  to  you  your  President-Elect,  Dr.  Simp- 
son. Will  Drs.  Winslow  and  Reuling  escort  Dr. 
Simpson  to  the  rostrum? 

....  The  delegates  arose  and  applauded  as  Drs. 
Floyd  S.  Winslow,  of  Monroe,  and  James  R.  Reul- 
ing, of  Queens,  escorted  Dr.  Leo  F.  Simpson  to  the 
rostrum. . . . 

Dr.  Leo  F.  Simpson:  Mr.  Speaker,  Ladies  and 
Gentlemen,  as  the  time  draws  near  when  I am  to 
take  over  the  duties  which  this  body  has  seen  fit  to 
repose  in  me,  I am  more  than  ever  struck  by  the 
multitudinous  activities  of  the  Society.  This 
would  be  true  under  any  circumstances,  but  par- 
ticularly is  it  true  when  one  is  called  upon  to  follow 
the  administration  of  such  a man  as  Dr.  Louis  Bauer. 
His  breadth  of  understanding  of  the  complicated 
affairs  of  the  profession  on  both  State  and  national 
levels,  coupled  with  his  ability  as  an  executive  in  the 
successful  accomplishment  of  our  purposes,  arouses 
my  great  admiration.  I hope,  indeed,  that  I may 
be  a worthy  successor  to  him.  I shall  do  my  best. 

It  is  a wise  provision  which  permits  a president  to 
sit  in  the  Council  of  the  Society  as  president-elect 
for  a year  before  he  is  to  take  office.  Prior  to  that 
time  he  may  have  had  an  opportunity,  on  various 
committees,  to  participate  in  a few  of  its  activities, 
but  he  never  comes  to  see  the  Society  as  a whole 
until  the  year  of  his  novitiate.  This  last  year  I have 
been  privileged  to  observe  many  important  func- 
tions of  our  organization,  most  of  which  were  either 
unknown  to  me  before  or  not  adequately  appraised. 
It  will  not  be  possible  in  the  time  I have  to  speak 
even  to  enumerate  these  activities. 

The  impression  which  I have  gained  this  last 
year  is  that  the  Medical  Society  of  the  State  of 
New  York  is  especially  strong  in  those  activities 
that  have  to  do  with  our  family  housekeeping,  so  to 
speak,  wherein  we  are  a self-contained  unit  busied 
in  perfecting  our  skills  and  abilities  and  performing 
the  various  functions  that  pertain  to  professional 
and  scientific  affairs  and  the  executive  administra- 
tion pertaining  to  them.  These  are  routine  matters 
to  some  extent — they  can  be  attended  to  by  our 
officials,  committees  and  employes  without  the 
active  participation  of  the  membership  as  a whole. 

We  also  have  those  duties  that  affect  the  material 
economy  of  the  membership.  I refer  to  our  activities 
in  the  fields  of  legislation,  malpractice  insurance, 
workmen’s  compensation,  the  care  of  veterans,  and 
medical  expense  insurance.  The  problems  that 
arise  in  these  fields  are  often  vexatious  and  require 
thought,  study,  and,  at  times  compromise.  But 
there  is  a great  and  crying  neeu  for  even  more  than 
this,  and  it  is  pressing  in  on  us  more  insistently  each 
year.  This  call  is  for  the  increased  exercise  ot  our 
influence  in  our  own  communities  throughout  the 
State.  Soon  we  must  do  something  about  this  or 
be  engulfed  by  forces  within  our  own  country  which 
are  becoming  increasingly  powerful  and  which 
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may  destroy  the  practice  of  medicine  as  it  now  exists, 
unless  they  are  checked.  The  fact  is,  we  are  some- 
thing of  an  isolated  group,  weak  in  our  relations 
with  groups  outside  ourselves.  If  our  skills  and 
abilities  are  to  be  preserved  for  the  benefit  of  the 
sick,  it  can  only  be  done  when  each  individual  mem- 
ber of  our  Society  reaches  out  into  the  community 
and  becomes  a participating  figure  in  activities  other 
than  medicine. 

That  we  are  a relatively  isolated  group  is  obvious. 
Where  is  our  influence  with  the  lawmakers,  with 
government  officials,  chambers  of  commerce,  civic 
clubs,  with  parent-teachers  associations,  with  the 
American  Legion?  Lately,  it  would  seem  that  our 
Woman’s  Auxiliary  has  become  one  of  our  most 
influential  public  relations  groups.  We  act  in  leg- 
islative matters  as  if  we  expected  the  lawmakers  to 
come  to  our  offices,  wait  their  turn,  and  ask  to  be 
advised  as  to  what  laws  should  be  passed  and  what 
ought  not  to  be  passed,  for  the  benefit  of  the  public’s 
health. 

Medicine  is  ever  on  trial  before  the  bar  of  public 
opinion.  We  seem,  at  present,  to  be  a profession 
peevishly  scolded;  criticized  as  reactionary;  un- 
able to  deliver  adequate  medical  care,  or  unwilling 
to  do  so,  especially  at  night;  calloused  to  the  poor 
and  the  underprivileged — a monopoly  in  restraint 
of  trade. 

These  are  not  matters  that  can  be  solved  in  this 
House  of  Delegates  by  passing  a resolution,  going 
home,  and  forgetting  it.  It  is  not  something  that 
can  be  solved  by  any  committee  or  bureau  of  the 
State  Society.  It  has  got  to  be  solved  right  at 
home — on  the  county  level — and  by  the  individual 
doctors  who  are  known  in  each  community. 

The  county  society  is  the  key.  Either  the  county 
society  becomes  rejuvenated  and  set  on  fire,  or  we 
may  expect  further  invasion  of  our  rights  and  privi- 
leges. Quoting  from  a recent  issue  of  an  American 
Medical  Association  News  Bulletin:  “Medicine  has 
become  over-organized.  Surgical  societies,  pediatric 
societies,  general  practice  societies,  and  others  have 
sprung  up  everywhere.  In  many  places  this  move- 
ment has  reduced  the  interest  in  county  society 
activities,  lowered  attendance  at  society  meetings, 
and  diminished  the  influence  of  the  county  society 
in  the  community.  The  county  medical  society  has 
a responsibility  to  the  public,  a responsibility  to  its 
membership,  and  a responsibility  to  medical  organ- 
ization. There  is  no  order  of  preference.  All  are 
equally  important.” 

I agree  with  all  of  this,  but  I believe  that  the 
apathy  of  the  membership  itself  is  the  fundamental 
reason  for  the  lack  of  force  exhibited  by  the  county 
societies. 

The  great  majority  of  the  medical  profession,  it 
seems  to  me,  active  as  they  are  in  the  care  of  the 
sick  and  enjoying  as  they  do  a relatively  great  meas- 
ure of  prosperity,  do  not  realize  that  they  are  but  a 
part  of  their  environment — economic,  social,  and 
spiritual.  This  environment  is,  to  say  the  least, 
unstable  at  present  and,  in  my  judgment,  will  be- 
come far  more  precarious  before  it  is  righted.  It  is 
in  this  period  of  instability  when  the  forces  which 
are  so  inimical  to  our  future  abound  and  increase 
their  assaults  that  would  deprive  the  medical  pro- 
fession of  our  future  happiness  and  dignity.  Money 
will  not  save  us;  skill  will  not  save  us,  but  only  a 
resurgence  of  what  I may  call  spiritual  qualities, 
which  would  include  a self-sacrificing  love  of  our 
profession,  will  offer  the  greatest  defense. 

It  is  a strange  picture  that  is  observed  in  the 
medical  profession,  where  a little  better  than  two 
per  cent  of  the  membership  are  the  shock  troops 


facing  the  enemy  and  about  98  per  cent  are  com- 
placent armchair  strategists. 

I am  not  an  educator,  and  I do  not  intend  to  be  a 
scold,  but  I would  like  to  put  forth  an  effort  during 
my  year  to  make  these  armchair  strategists  realize 
that  the  interests  of  their  profession  and,  for  that 
matter,  their  own  selfish  interests,  would  be  better 
served  by  getting  out  of  the  armchair  and  moving 
up  to  where  at  least  they  can  hear  the  sound  of  the 
guns! 

This  may  be  an  impossible  task,  but  at  least  a 
president  could  get  a little  exercise  and  develop  a 
little  perspiration  in  attempting  it.  ( Applause ) 

Speaker  Andresen:  Thank  you,  Dr.  Simpson! 

Section  21.  (See  59, 109) 

Introduction  of  Representatives  from  Other  State 
Societies 

Speaker  Andresen:  It  is  always  a pleasure  to 
welcome  to  our  meeting  the  delegates  from  the 
medical  societies  of  the  neighboring  states.  These 
states  have  sent  us  some  of  their  best  men,  and  I 
am  going  to  ask  them  to  come  to  the  rostrum  to  say 
a few  words. 

From  New  Jersey,  we  have  Dr.  James  F.  Norton, 
the  President-Elect  of  the  Medical  Society  of  New 
Jersey,  and  I will  ask  Dr.  Kenney  to  escort  him  to 
the  platform,  if  he  is  here.  The  other  delegate  from 
New  Jersey  is  Dr.  D.  Ward  Scanlon.  Is  he  here? 

....  There  was  no  response 

Speaker  Andresen  : We  may  get  an  opportunity 
to  introduce  them  tomorrow  or  perhaps  later  this 
morning,  if  they  come. 

From  Connecticut,  we  have  Dr.  James  R.  Miller, 
who  is  President-Elect  of  the  Connecticut  State 
Medical  Society  and  also  a Trustee  of  the  American 
Medical  Association.  I will  ask  Dr.  McGoldrick 
to  escort  Dr.  Miller  to  the  platform. 

. . . The  delegates  arose  and  applauded  as  Dr. 
Thomas  A.  McGoldrick,  of  Kings,  escorted  Dr. 
James  R.  Miller  to  the  rostrum . . . 

Dr.  James  R.  Miller:  Time  marches  on,  and 
I am  already  the  pasfipresident  by  about  ten  days. 

I shall  not  consume  much  of  your  time,  but  I do 
want  to  pay  tribute  to  the  high  regard  that  we  have 
in  Connecticut  for  your  Society,  for  your  President, 
and  for  Eddie  Cunniffe,  who  has  visited  us  the  last 
two  years.  Aslo,  I cannot  lose  this  opportunity  to 
pay  my  respects  to  Dr.  McGoldrick  on  the  splendid 
representation  which  he  made  in  Washington  re- 
cently, and  to  Joe  Lawrence,  one  of  your  old  mem- 
bers, who  is  extremely  useful  in  that  scene. 

Mrs.  Luther  Ivice  assisted  me  greatly  recently  at 
the  National  Conference  on  Family  Life  and  brought 
me  much  information  which  I assure  you  would  have 
escaped  me  otherwise. 

It  is  a good  thing  for  us  to  lean  over  the  back 
fence  once  in  a while,  and  even  come  into  the  front 
parlor  and  talk  with  you. 

Thank  you  very  much. 

Speaker  Andresen:  Is  Dr.  Cole  13.  Gibson, 
from  Connecticut,  here? 

Dr.  Miller:  He  will  be  here  tomorrow. 

Speaker  Andresen:  From  Pennsylvania  we 
have  Dr.  Gilson  Colby  Engel,  who  is  President- 
Elect,  I believe,  of  the  State  Society.  I will  ask 
Dr.  Aranow  to  escort  him  to  the  platform. 

....  There  was  no  response  .... 

Speaker  Andresen:  From  Vermont  we  again 
have  our  old  friend  and  former  active  officer  of  our 
Society  as  delegate,  Dr.  D.  Dexter  Davis.  Will 
Dr.  Martin  Marino,  of  Brooklyn,  escort  him  to  the 
platform? 

....  The  delegates  arose  and  applauded  as  Dr. 
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A.  W.  Martin  Marino,  of  Kings,  escorted  Dr.  D. 
Dexter  Davis  to  the  rostrum. . . . 

Dr.  D.  Dexter  Davis:  Mr.  Speaker,  members 
of  the  Medical  Society  of  the  State  of  New  York, 
Ladies  and  Gentlemen,  I can  assure  you  that  it  is 
a pleasure  to  be  back  here  among  my  old  friends 
again.  It  is  more  of  a pleasure  because  I can  sit  on 
the  side  lines  now  and  watch  Charlie  Anderson  and 
the  rest  of  you  fellows  work.  I speak  of  Charlie, 
particularly,  because  my  first  year  in  the  work  of  the 
State  Society  I thought  he  would  run  his  legs  off  try- 
ing to  get  things  organized. 

I bring  you  greetings  from  Vermont,  but  not  from 
a medical  standpoint  alone.  Let  us  forget  medicine 
for  a minute  and  let  me  tell  you — I know  you  New 
Yorkers  will  appreciate  this  too — we  did  not  have 
any  snow  up  there  this  winter.  The  state  is  still 
Republican.  ( Laughter ) The  sugar  bushes  have 

given  forth  this  spring  a little  better  than  last  year, 
and  we  now  have  a fairly  good  crop  of  maple  sugar — 
if  you  can  get  it — and  the  trout  fishing  is  still  good, 
as  I told  you  last  year,  and  it  still  holds  for  this 
year.  So  much  for  the  State  of  Vermont  outside  of 
medicine! 

To  be  serious  for  just  a minute,  let  me  say  this: 
that  you  as  a group  have  no  idea  how  far  your  in- 
fluence goes.  We,  of  Vermont,  in  the  past  bave 
been  a little  slow  medically — you  notice  I say  “we”; 
I am  a Vermonter  now — because  we  have  felt  that  it 
is  best  for  the  other  fellow  to  take  the  first  jump, 
and  then  we  will  jump  next.  Being  there  now  for 
three  years,  I notice  that  your  influence  has  spread 
to  the  point  where  this  year  we  have  now  changed 
the  setup  in  the  Vermont  State  Medical  Society,  so 
that  we  now  have  our  sections  and  sessions,  and  as  of 
this  year  the  Surgical  Section  has  been  Instituted, 
and  we  are  now  holding  our  regular  meetings 
throughout  the  year  of  the  Surgical  Section. 

I shall  not  keep  you  further.  I know  there  is  a 
lot  of  business  to  be  done.  Greetings  from  the  State 
of  Vermont,  and  if  you  come  up  anywhere  near  us, 
let  us  see  you.  (Applause) 

Section  22 

Introduction  of  Secretary  of  Indian  Medical  Asso- 
ciation 

Speaker  Andresen:  We  now  have  the  pleasure 
of  introducing  to  you  a guest  of  the  State  Society,  a 
doctor  who  is  the  Secretary  of  the  Indian  Medical 
Association  and  a member  of  the  Council  of  the 
World  Medical  Association,  which  has  recently  held 
a meeting  here.  Dr.  S.  C.  Sen,  of  New  Delhi,  India, 
a radiologist  in  India,  is  here  with  us,  and  Dr.  Bauer 
will  escort  Dr.  Sen  to  the  platform. 

....  The  delegates  arose  and  applauded  as  Dr. 
Louis  H.  Bauer  escorted  Dr.  S.  C.  Sen  to  the  plat- 
form. . . . 

President  Bauer:  Dr.  Sen  is  now  Vice-Presi- 
dent of  the  Indian  Medical  Association. 

Dr.  S.  C.  Sen:  Mr.  Speaker  and  colleagues  of  the 
profession,  I am  here  by  the  courtesy  of  Dr.  Bauer, 
and  I am  most  grateful  to  him  for  giving  me  this 
opportunity  of  meeting  such  a distinguished  gather- 
ing. I am  here  to  learn  how  you  manage  your  af- 
fairs. My  country,  which  is  a very  old  country  in 
one  sense,  is  a very  young  country  in  another  sense. 
We  achieved  our  independence  on  the  15th  of  August 
last,  and  now  that  we  have  the  control  of  our  affairs 
and  our  destinies  I am  here  to  learn  from  you  all 
and  from  your  remarkable  organizations  how  we 
can  achieve  the  standards  and  efficiency  which  you 
have  achieved  in  your  country.  I hope  during  my 
short  stay  here  I will  have  many  opportunities  of 
learning,  which  will  also  help  India  to  a large  extent. 


To  close  very  briefly,  my  country  has  only  55,000 
doctors  for  a population  of  375,000,000.  On  the 
basis  of  one  doctor  to  2,000  population  we  need  five 
times  the  doctors  we  have  today,  so  you  can  easily 
imagine  how  vast  our  problems  are.  I hope  that 
with  the  help  and  the  cooperation  which  I may  be 
able  to  secure  during  my  short  stay  in  this  country, 
we  will  march  ahead,  and  in  the  course  of  perhaps  a 
decade  will  be  able  to  come  up  to  your  level. 

I thank  you  very  much.  ( Applause ) 

Speaker  Andresen:  Dr.  Sen  and  the  delegates 
from  our  neighboring  states,  we  hope  you  will  enjoy 
the  proceedings.  Please  feel  free  to  take  part  not 
only  in  this  meeting  but  in  the  meetings  of  our  im- 
portant reference  committees  this  afternoon. 

Section  23.  ( See  102) 

Report  of  Actuarial  Survey  on  Group  Plan  of  Mal- 
practice Insurance  and  Defense 

Speaker  Andresen:  We  will  have  now  an  an- 
nouncement from  the  Secretary,  Dr.  Anderton. 

Secretary  Anderton  : Mr.  Speaker,  as  a result 
of  a motion  passed  in  this  House  last  year  a report 
is  in  my  hand  of  an  Actuarial  Survey  of  Group  Plan 
of  Malpractice  Insurance  and  Defense  as  of  Decem- 
ber 31,  1947,  made  by  the  firm  of  Wolfe,  Corcoran 
and  Linder,  Consulting  Actuaries,  Auditors  and 
Accountants.  This  report  is  a report  to  the  House, 
and  I would  take  the  liberty  to  suggest,  therefore, 
that  it  be  referred  to  the  Reference  Committee  on 
the  Report  of  the  Malpractice  Insurance  and  De- 
fense Board. 

Speaker  Andresen:  It  is  so  referred. 

....  The  Actuarial  Survey  of  Group  Plan  of  Mal- 
practice Insurance  and  Defense  as  of  December  31, 
1947  is  as  follows: 

May  7,  1948 

Medical  Society  of  the  State  of  New  York 
292  Madison  Avenue, 

New  York  17,  N.Y. 

Gentlemen: 

The  following  text  and  exhibits  constitute  our  report 
on  the  actuarial  survey  of  the  Group  Plan  of  Malpractice 
Insurance  and  Defense. 

In  view  of  the  technical  nature  of  this  report,  the  under- 
signed will  be  available  at  the  meeting  of  the’  House  of 
Delegates  on  May  18  for  the  purpose  of  discussing  any 
phase  of  this  subject  which  needs  elaboration. 

Yours  very  truly, 

Wolfe,  Corcoran,  and  Linder 

By  Joseph  Linder  (Signed) 

Introduction 

This  report  covers  the  results  of  an  actuarial  sur- 
vey of  the  Group  Plan  of  Malpractice  Insurance 
and  Defense  of  the  Medical  Society  of  the  State  of 
New  York  for  the  period  from  1936  to  1947,  in- 
clusive, during  which  period  the  Yorkshire  Indem- 
nity Company  has  been  the  insurance  carrier.  In 
connection  with  this  study,  an  audit  was  made  of 
1947  transactions  with  particular  reference  to  loss 
vouchers.  All  loss  vouchers  for  1947  were  inspected 
for  approval  by  the  Legal  Counsel  of  the  Society  and 
the  statistical  distribution  of  the  respective  amounts 
was  checked  into  the  compilation  oi  statistical  data 
as  of  December  31,  1947.  For  years  prior  to  1947, 
the  compilations  of  statistical  data  were  accepted 
as  correct,  as  they  had  been  audited  for  the  Society 
early  in  1947. 

The  statement  of  loss  costs  and  rate  computations 
furnished  the  Society  annually  by  the  Indemnity 
Representative  is  referred  to  herein  as  the  Statistical 
Data.  From  an  auditing  standpoint,  the  Statistical 
Data  was  found  to  be  complete  and  correct  except 


September  1,  1948] 


MINUTES  OF  THE  ANNUAL  MEETING 


35 


as  to  the  date  when  certain  delayed  writings  and 
cancellations  were  taken  into  the  accounts.  From 
an  actuarial  standpoint,  we  are  unable  to  agree  that 
the  formula  used  for  determining  the  rates  was  the 
best  or  most  accurate  that  could  be  used  considering 
the  volume  of  analyzed  data  available. 

The  “policy  year”  method  of  observation  is  one 
which  assigns  exposures,  premiums,  and  losses  to 
the  year  in  which  the  respective  certificates  were 
effective.  In  the  succeeding  pages  of  this  report, 
this  method  has  been  employed  as  it  follows  estab- 
lished rate-making  principles  for  liability  insurance. 
The  method  is  particularly  appropriate  where  there 
is  a substantial  delay  in  the  reporting  of  claims  or 
in  the  disposal  of  them  as  in  malpractice  insurance. 

Although  the  Statistical  Data  followed  the  policy 
year  method,  it  was  noted  that,  in  the  case  of  de- 
layed writings  such  as  the  closure  of  outstanding 
binders  or  cancellations  of  certificates,  the  credits 
and  debits  were  accounted  for  in  the  year  in  which 
the  certificates  were  actually  issued  or  the  cancella- 
tions made,  rather  than  the  year  in  which  the  cer- 
tificates were  effective. 

These  two  departures  from  accepted  practice  op- 
erate statistically  in  opposite  directions  and  tend  to 
offset  each  other.  Moreover,  with  groupings  by 
three-  or  five-year  periods,  it  is  believed  that  the  in- 
fluence of  these  two  items  is  so  small  as  to  be  neg- 
ligible. Accordingly,  it  has  been  assumed  that  the 
recorded  exposures  are,  for  the  purpose  of  this  re- 
port, correct. 

Effective  November  1,  1947,  the  semiannual  pay- 
ment of  premiums  was  instituted.  Although  ex- 
posures are  currently  being  recorded  for  full  units, 
only  the  semiannual  premium  is  being  recorded  as 
that  is  all  that  is  collected.  Although  the  amount 
is  relatively  small  so  far  as  policy  year  1947  is  con- 
cerned, a correction  was  made  in  our  study  in  order 
to  put  all  months  of  the  year  on  the  same  basis.  It 
is  important,  however,  that  in  1948,  and  for  as  long 
as  the  practice  of  collecting  semiannual  premiums 
is  followed,  the  statistical  records  be  appropriately 
modified.  At  the  time  the  Society’s  statistical 
records  are  modified,  changes  should  also  be  made 
to  account  for  delayed  writings  and  cancellations  in 
their  proper  policy  years. 

Preliminary  Comment 

Before  proceeding  with  an  analysis  of  the  loss  ex- 
perience of  the  Plan,  it  would  seem  desirable  to 
point  out  certain  relevant  factors  with  regard  to  the 
Plan  as  at  present  in  operation. 

In  its  simplest  form,  a Group  Plan  provides  for  a 
uniform  rate  for  uniform  coverage,  the  over-all  rate 
being  calculated  with  due  regard  to  the  diversity  of 
such  hazards  as  age,  occupation,  etc.,  when  these  are 
grouped  in  a heterogeneous  mass.  The  Group 
Plan  of  the  Society,  however,  now  differentiates 
its  basic  rates  by  territory  as  between  the  metro- 
politan area,  composed  of  New  York  City  and  the 
counties  of  Westchester  and  Nassau,  and  the  up- 
state area  including  Suffolk  County.  In  addition, 
coverage  is  granted  for  special  plastic  surgery  at  a 
rate  10  per. cent  higher.  Protection  on  account  of 
x-ray  therapy  is  granted  by  endorsement  at  no 
additional  charge. 

So  far  as  the  geographic  differential  is  concerned, 
there  is  a sound  underwriting  reason  for  this  distinc- 
tion, particularly  because  there  is  a wide  difference 
in  cost  between  the  two  clearly  defined  areas.  A 
uniform  State  rate  would  penalize  the  upstate 
members,  a certain  number  of  whom  would  uu- 
doubtedlv  become  dissatisfied  ami  seek  insurance 


elsewhere  at  lower  rates.  This  would  leave  an  in- 
creased percentage  of  metropolitan  members  paying 
too  little  and  thus  an  increase  in  the  State  average 
rate  would  be  necessary.  This  situation  would  re- 
quire progressive  increases  in  the  State  rate  which, 
in  turn,  would  result  in  a progressive  number  of 
upstate  members  leaving  the  Group  Plan.  Our 
opinion  is  that  the  geographic  differential  should 
have  been  adopted  by  the  Group  Plan  at  a much 
earlier  date. 

At  present  the  appropriate  rates  for  current  use 
are  obtained  by  an  annual  review  of  the  loss  experi- 
ence from  1936,  when  the  Yorkshire  undertook  the 
Group  Plan,  down  to  and  including  the  last  com- 
pleted calendar  year,  as  set  forth  in  the  Statistical 
Data.  This  is  done  under  an  informal  agreement 
with  the  company  which  is  a cost-plus  arrangement 
for  determining  the  rate  for  basic  coverage  for 
standard  limits  which  are  $5/15,000.  While  the 
rates  charged  for  limits  in  excess  of  standard  limits 
are  not  covered  by  the  carrying  agreement  with  the 
company,  suitable  reductions  are  made  in  the  excess 
limit  table  when  premiums  from  those  limits  produce 
more  than  a reasonable  profit.  Although  our  analy- 
sis of  statistical  material  deals  almost  exclusively 
with  basic  coverage  and  standard  limits,  later  com- 
ment will  be  made  on  the  question  of  excess  limits. 

The  following  discussion  refers  to  the  most  accu- 
rate manner  of  determining  rates  and  does  not  take 
into  account  the  amortization  of  any  deficit  which 
may  have  accrued.  Some  further  study  will  be 
necessary  to  determine  the  best  method  of  accom- 
plishing that  important  result. 

As  indicated  earlier  in  this  report,  we  do  not  agree 
that  the  utilization  of  the  experience  over  the  entire 
period  from  1936  to  date  is  the  best  or  most  accurate 
method  of  determining  current  premium  rates. 
While  the  entire  experience  should  be  selectively 
utilized  for  statistical  indications  (number  of  claims, 
average  settlement  costs,  etc.),  it  seems  to  us  that 
rate  determination  should  be  made  on  more  current 
experience,  such  as  the  latest  three  or  five  policy 
years.  Under  ordinary  circumstances,  we  would 
suggest  the  latest  three  policy  years,  out  because 
the  lag  in  the  reporting  or  settlement  of  losses  is 
greater  than  that  for  any  other  form  of  liability  in- 
surance with  which  we  are  familiar,  we  believe  that 
the  latest  five  policy  years  should  be  used.  From 
the  standpoint  of  both  insurance  carrier  and  certifi- 
cate holders,  we  think  that  modification  of  the 
rating  formula  in  this  regard  would  work  out  much 
more  satisfactorily  than  the  present  practice. 

In  suggesting  the  substitution  of  the  latest  five 
policy  years,  we  are  referring  to  the  latest  five 
expired  policy  years.  For  example,  as  of  December 
31,  1947,  the  latest  five  expired  policy  years  consist 
of  policy  years  1942  to  1946,  inclusive.  The  reason 
for  this  decision  will  be  given  under  our  discussion  of 
loss  experience. 

Analysis  of  Loss  Experience 

In  Exhibit  A is  given  a recapitulation  by  policy 
year  of  the  entire  experience  of  the  l’lan  to  Decem- 
ber 31,  1947,  for  basic  coverage,  divided  between 
standard  and  excess  limits,  as  taken  from  the  com- 
pilation of  Statistical  Data  as  of  December  31,  1947. 
While  the  amounts  shown  for  premiums  are  those 
actually  written  by  the  insurance  carrier  on  certifi- 
cates issued  up  to  December  31,  1947,  and  the  loss 
payments  are  those  act  ually  made  on  all  cases  closed 
up  to  December  31,  1947,  the  reserves  lor  outstand- 
ing cases  and  unreported  cases  are  matters  of  esti- 
mate only. 
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It  therefore  follows  that  for  any  one  policy  year  or 
group  of  policy  years,  the  results  exhibited  depend 
on  the  accuracy  with  which  these  reserves  have  been 
estimated.  Also,  since  these  reserve  items  are  mat- 
ters of  estimate,  the  smaller  the  estimate  (outstand- 
ing plus  unreported)  in  relation  to  total  losses  in- 
curred (closed  plus  outstanding  plus  unreported), 
the  more  accurate  the  latter  figure  would  be.  This 
is  illustrated  by  the  following  comparison  of  the 
constituent  portions  of  losses  incurred  for  the  last 
five  expired  policy  years  with  the  last  five  policy 
years,  as  obtained  from  the  standard  limit  section  of 
Exhibit  A. 

Last  Five  Last  Five 

Expired  Policy  Years  Policy  Years, 

. 1942  to  1946 . . 1943  to  1947 — - 


Per- 

Per- 

cent- 

cent- 

Amount 

age 

Amount 

age 

Closed  cases 

S 491,711 

45.0 

.$  373.406 

29.2 

Outstanding  cases 

392,673 

35.9 

379,084 

29.7 

Unreported  cases 

208,201 

19.1 

525,426 

41.1 

Total 

$1,092,585 

100.0 

$1,277,916 

100.0 

In  the  foregoing,  it  will  be  noted  that  in  the  last 
five  expired  policy  years  the  known  cost  for  closed 
cases  makes  up  45  per  cent  of  the  total,  whereas 
in  (he  last  five  policy  years  the  known  cost  repre- 
sents only  29.2  per  cent  of  the  total.  Aside  from 
other  considerations,  it  would  appear,  therefore,  to 
be  highly  desirable  to  omit  the  unexpired  policy 
year  which  will  always  be  the  last  one  of  the  period. 

Number  of  Unreported  Suits  and  Claims. — Under 
our  preliminary  comment  we  stated  our  disagree- 
ment with  the  utilization  for  rate  determination 
purposes  of  the  experience  over  the  entire  period,  on 
the  grounds  that  it  was  not  sufficiently  responsive 
to  reasonably  current  loss  conditions.  We  also 
stated  that  the  latest  five  expired  policy  years  should 
be  utilized,  omitting  the  policy  year  1947,  which 
does  not  become  expired  until  December  31,  1948. 

In  Exhibit  B is  given  the  ratio  of  the  number  of 
suits  and  claims  actually  reported,  metropolitan  and 
upstate,  to  the  number  of  exposures  (number  of 
assureds)  for  the  respective  policy  years  by  duration 
(year  in  which  certificate  was  issued,  year  following, 
etc.).  After  considerable  experimentation  with  the 
data  from  which  this  exhibit  was  derived,  we  were 
unable  to  evolve  any  method  which,  if  consistently 
applied,  would  have  predicted  with  any  greater 
degree  of  accuracy  the  total  number  of  unreported 
suits  and  claims  (including  those  for  the  unexpired 
policy  year)  as  of  the  end  of  each  of  years  from  1942 
to  1946. 

That  the  me! hod  followed  in  the  annual  compila- 
tion of  the  Statistical  Data  did  not  predict  a sufficient 
number  of  unreported  suits  and  claims  appears  to 
have  been  realized  when  the  December  31,  1947, 
figures  were  compiled.  Although  the  same  method 
was  followed  as  in  previous  years,  there  was  intro- 
duced for  the  first  time  so-called  trend  factors  based 
on  a comparison  of  cases  predicted  and  those  actually 
reported  during  four  of  the  preceding  years. 

By  omitting  the  last  or  unexpired  policy  year,  the 
foregoing  difficulty  would  be  largely  eliminated, 


since  it  is  feasible  to  predict  with  a greater  degree 
of  accuracy  unreported  claims  and  suits  for  expired 
policy  years.  In  Exhibit  C there  are  given  the  details 
of  such  a calculation  for  the  latest  five  expired  policy 
years.  Except  for  the  omission  of  the  unexpired 
policy  year,  this  calculation  closely  parallels  that 
utilized  in  compiling  the  Statistical  Data  as  of  De- 
cember 31,  1947.  Tne  first  and  second  columns  rep- 
resent the  number  of  assureds  and  number  of  claims 
or  suits  on  a five-year  ending  basis.  The  ratios  are 
then  obtained,  accumulated,  and  applied  to  the 
number  of  assureds  for  each  policy  year  to  deter- 
mine the  unreported  suits  and  claims  as  of  Decem- 
ber 31,  1947. 

Amounts  for  Unreported  Suits  and  Claims. — 
Having  obtained  the  number  of  suits  and  claims 
expected  to  arise,  it  is  necessary  to  ascertain  the 
average  cost  of  closed  cases  in  order  to  obtain  prob- 
able cost  of  unreported  suits  and  claims.  After  an 
extensive  analysis  was  made  of  settlements  by  dura- 
tion, the  conclusion  was  reached  that  duration  does 
not  play  a particularly  important  part  in  the  aver- 
age amount  paid  in  the  various  categories,  particu- 
larly on  suits.  Here  again,  this  is  unlike  other 
forms  of  liability  insurance  where  duration  is  an  im- 
portant element. 

For  this  reason  we  believe  it  appropriate  to  utilize 
the  average  settlement  costs  in  recent  years,  re- 
gardless of  year  of  issue.  The  average  cost  of  closed 
cases  for  standard  limits  is  given  for  each  of  the 
settlement  years  1943  to  1947,  inclusive,  in  Exhibit 
D.  The  five-year  average  was  utilized  as  the  ap- 
propriate amount  instead  of  the  four-year  average, 
increased  by  a trend  factor  of  25  per  cent,  utilized  in 
the  preparation  of  the  Statistical  Data  as  of  Decem- 
ber 31,  1947. 

The  following  calculation  gives  the  derivation  of 
the  amount  for  unreported  suits  and  claims,  as  of 
December  31,  1947,  for  the  latest  five  expired  policy 
years. 

Num- 
ber Average  Amount  * Totals 

Metropolitan  suits  94.5  $1,370  $129,465 

Metropolitan  claims  23.5  205  4,818  S134.283 


Upstate  suits 
Upstate  claims 


14.4  1,483  S 21,355  23,172  « 

3.7  491  1,817  23,172 


$157,455 

Outstanding  Suits  ami  Claims. — In  preparing  the 
Statistical  Data  for  outstanding  suits  and  claims 
as  of  December  31,  1947,  the  reserves  agreed  upon 
between  the  carrier  and  the  Medical  Society  were 
modified  by  salvage  factors.  These  were  derived 
by  comparing  the  cost  of  closed  cases  for  the  full 
period  with  the  reserves  established  for  them.  It 
seemed  to  us  that  it  would  be  more  appropriate  to 
develop  salvage  factors  from  more  recent  experience, 
and,  accordingly,  those  developed  by  us  were  based 
on  average  settlements  during  the  last  five  years. 
The  calculation  of  these  salvage  factors  is  given  in 
Exhibit  E.  While  the  method  we  have  employed 
seems  preferable  to  us,  the  factors  we  thus  produced 
do  not  differ  materially  from  those  derived  in  the 
Statistical  Data. 

The  following  calculation  shows  the  amount  of 


Amount 
i I lef<  >re 
Salvage) 

Salvage 

Factor 

Salvage 

Amount 

(After 

Salvage) 

Totals 

Metropolitan  suits 

$377,500 

0.  13 

$ 19,075 

$328,425 

Metropolitan  claims 

3 1 ,000 

0 82 

25,420 

5,580 

$334,005 

Upstate  suits 

71,500 

0.25 

17,875 

$ 53,625 

Upstate  claims 

20,000 

0. 56 

1 1 ,200 

8,800 

62,426 

To  tnl 

$500,000 

$103,570 

$396,430 
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the  outstanding  losses  as  reduced  by  the  application 
of  our  factors  of  probable  salvage. 

Total  Losses  and  Average  Loss  Cost  ( Pure  Pre- 
mium).— With  the  foregoing  amounts  for  unreported 
and  outstanding,  it  is  now  possible  to  obtain  the 
total  incurred  losses.  By  dividing  this  figure  by  the 
total  exposure  for  the  same  period,  we  obtain  the 
average  loss  cost  (pure  premium). 


Metropolitan 

Upstate 

Total 

Closed  suits  and  claims 
Unreported  suits  and 
claims 

Outstanding  suits  and 

$366,338 

134,283 

334,005 

$125,373 

23,172 

$491,711 

157,455 

62,425 

396,430 

claims 

Total 

$834,626 

$210,970 

1,045,596 

Number  of  assureds 

28,368 

13,088 

41,456 

Average  loss  cost  (pure 

$29.42 

$16.12 

$25.22 

premium) 


Although  the  period  used  and  the  manner  of  de- 
termining values  in  our  calculation  is  quite  differ- 
ent from  those  employed  in  the  preparation  of  the 
Statistical  Data,  it  is  interesting  to  compare  our 
independent  computation  of  the  incurred  loss  costs, 
average  loss  costs,  and  pure  premium  with  those  of 
the  Statistical  Data  as  of  December  31,  1947,  as 
shown  in  the  following. 


Closed  suits  and  claims 
U nreported  suits  and  claims 
Outstanding  suits  and  claims 


Statistical  Our 
Data  Calculation 
$491,711  $ 491,711 

208,201  157,455 

392,673  396,430 


Total 

Number  of  assureds 

Average  loss  cost  (pure  premium) 


$1,092,585  $1,045,596 

41,456  41,456 

$26.36  $25.22 


Despite  the  different  approaches  used,  it  will  be 
seen  that  the  difference  between  the  resulting  pure 
premium  is  only  81.14. 

Premium  Calculation. — If  we  divide  the  pure 
premium  by  0.66,  we  obtain  a calculated  rate. 
These  rates  are  compared  with  the  calculated  rates 
based  on  the  Statistical  Data,  and  with  the  new  rates 
in  effect  during  the  months  of  November  and 
December,  1947,  in  the  following.  • 


lieve,  for  an  agency  insurance  company,  the  assumed 
loss  ratio  of  66  per  cent,  leaving  34  per  cent  for 
expenses  and  profit,  is  entirely  reasonable. 

If  a direct  writing  insurance  company  (stock  or 
mutual)  were  utilized,  it  might  be  possible  to  save  a 
few  points  on  expenses.  As  an  offset  to  this  possible 
small  saving,  the  members  would  be  obliged  to  deal 
as  individuals  directly  with  the  company,  and  the 
Society  would  have  to  assume  the  cost  of  whatever 
insurance  representation  it  desired  to  maintain. 

Excess  Limits. — The  problem  of  determining  the 
adequacy  of  the  percentages  which  are  applied  to 
• the  standard  rates  in  order  to  obtain  the  premiums 
for  limits  in  excess  of  standard  is  a rather  difficult 
one  since  it  cannot  be  approached  by  the  same 
statistical  method  as  that  utilized  for  standard 
limits.  For  the  higher  limits,  particularly  those  sub- 
stantially in  excess  of  $5/15,000,  considerable  fluc- 
tuations in  loss  ratios  necessarily  occur.  This  may 
be  seen  by  referring  to  the  ratios  contained  in  Ex- 
hibit A,  where  a low  ratio  of  11.0  per  cent  is  ex- 
hibited for  policy  year  1938,  against  a high  ratio  of 
102.7  per  cent  for  policy  year  1945.  Here  it  seems 
to  us  that  the  test  is  whether  or  not  the  excess  pre- 
miums being  collected  over-all  are  reasonable. 
Even  though  the  excess  limits  ratios  presently 
utilized  are  somewhat  higher  than  those  for  other 
liability  coverages,  the  excess  limits  table  now  in  use 
for  the  Group  Plan  is  lower  than  that  in  use  prior  to 
1936. 

In  the  following  schedule  is  shown  excess  pre- 
miums and  losses  for  the  five  expired  policy  years 
1942  to  1946,  inclusive  (see  Exhibit  A). 


Premiums 

$438,111 

Closed  suits  and  claims 

$172,936 

Unreported  suits  and  claims 

67,482 

Outstanding  suits  and  claims 

48,750 

Total 

$289,268 

Loss  ratio,  % 

66.0 

For  the  last  few  years,  at  least,  the  profits  in  ex- 
cess limits  do  not  seem  to  be  unreasonable.  For 
this  reason  it  appears  to  us  that  the  percentages 
utilized  to  obtain  the  premiums  for  excess  limits 
are  reasonable. 


Metropolitan  Upstate  Total 

Calculated  rates  $5/15,000 
(policy  years  1942  to 

1946,  inclusive)  $44.58  $24.42  $38.21 

Calculated  rates  $5/15,000 
(.Statistical  Data — 12 

years)  40.94  20.47  34.41 

Present  rates  $5/15,000, 

(effective  November  1, 

1947)  46.00  32.00  41.89 


It  will  be  noted  that  our  calculated  rates  for  both 
the  metropolitan  and  upstate  areas  are  over  $4.00 
higher  than  the  rates  calculated  by  the  Statistical  Data 
for  the  full  twelve  years,  although  less  than  thecurrent 
rates  which  undoubtedly  include  some  increment 
i to  offset  the  accrued  deficit.  But  the  comparison 
with  the  rates  most  recently  computed  by  the  Sta- 
tistical Data  serves  to  illustrate  our  point  that,  if 
our  formula  using  the  last  five  expired  years  had 
been  used  since  1936,  a substantial  deficit  prob- 
ably would  not  have  occurred. 

Assumed  Loss  Ratio. — In  the  foregoing  calcula- 
tions, there  has  been  utilized  an  assumed  loss  ratio 
of  66  per  cent  (including  allocated  claim  expense), 
and  the  question  naturally  presents  itself  as  to 
whether  this  is  a reasonable  percentage.  We  be- 


Summary 

Based  upon  the  assumption  that  the  audit  made 
of  the  Group  Plan  in  1947  was  correct  as  to  the 
closed  vouchers  and  premiums  collected,  we  con- 
clude that  the  Statistical  Data  is  complete  and  cor- 
rect. As  a result  of  our  actuarial  analysis,  however, 
it  is  our  opinion  that  the  current  rates  are  some- 
what higher  than  would  be  necessary  if  the  accumu- 
lated deficit  were  disregarded. 

In  our  opinion,  the  deficit  was  caused  by  the 
fundamental  error  in'the  rating  formula  which  used 
the  loss  experience,  both  known  and  estimated,  for 
the  entire  period  instead  of  using  the  most  recent 
five  expired  policy  years.  It  is  possible  that  the 
manner  of  handling  cancellations  and  delayed  writ- 
ings may  have  also  contributed  to  the  results,  al- 
though that  cannot  b4  determined  without  a rather 
extensive  study  which  does  not  appear  to  be  worth 
the  expense  that  would  be  involved. 

Because  of  the  rating  formula  used,  it  is  evident 
that  the  members  of  the  Society  have  secured  their 
insurance  protection  throughout  the  period  exam- 
ined at  less  than  a fair  rate.  Just  how  much  of  the 
present  rates  can,  in  fairness,  be  used  to  amortize 
past  losses,  can,  of  course,  be  determined  only  by 
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experience,  but  this  will  be  favorably  influenced 
by  any  reductions  which  can  be  made  in  the  num- 
ber and  cost  of  losses  incurred.  The  importance  of 
controlling  losses  is  so  great  to  both  the  insurance 
companies  and  the  public  that  the  expense  of  main- 
taining the  great  loss  prevention  organizations,  such 
as  the  National  Board  of  Fire  Underwriters,  the 
National  Conservation  Bureau,  and  other  accident 
prevention  bodies,  is  justified. 

Recommendations 

We  recommend  the  following: 

1.  That  the  present  system  of  accounting  for  all 
cancellations  and  writings  in  the  calendar  year  in 
which  they  occur  be  changed  so  as  to  account  for 
them  in  the  policy  year  to  which  they  belong. 

2.  That  the  rating  formula  be  changed  to  in- 
clude the  latest  five  expired  policy  years  as  a basis 
of  determining  future  rate  changes. 

3.  Assuming  that  the  Society  recognizes  its 
obligation  to  the  carrying  company  for  the  deficit 
which  has  accrued,  that  some  further  study  be  given 
to  the  best  method  of  amortizing  that  deficit. 

Concluding  Comments 

It  is  a known  fact  in  casualty  insurance  that  more 
companies  have  been  in  and  out  of  the  malpractice 
insurance  business  than  has  been  the  case  of  any 
other  form  of  liability  insurance.  It  is  a difficult 
form  of  insurance  to  write,  and,  so  far  as  we  know, 
it  has  never  proved  satisfactory  to  any  company. 
The  inordinate  lag  in  the  reporting  and  disposing 
of  actions  against  doctors  has  made  the  loss  ex- 
perience look  favorable  during  the  early  years  of 
writing.  Later,  when  the  companies  learn  the  actual 


cost  of  the  business,  there  is  a rude  awakening.  When 
that  occurs,  the  companies  are  forced  to  seek  greatly 
increased  rates  or  withdrawal  from  the  business,  usu- 
ally the  latter.  It  is  not  unknown  in  the  past  when 
companies  have  withdrawn  from  the  field,  that  many 
doctors,  most  of  whom  have  never  had  a claim,  sud- 
denly find  themselves  unable  to  purchase  insurance 
except  at  what  Ihey  feel  are  exorbitant  rates.  Be- 
cause of  the  unsatisfactory  nature  of  this  business, 
as  near  as  we  can  ascertain,  it  is  being  written  by  a 
very  limited  number  of  companies. 

We  feel  that  the  Society  is  to  be  congratulated 
upon  the  earnest  effort  it  has  made  to  solve  this 
difficult  problem  for  itself.  The  Group  Plan  is 
soundly  conceived,  and  we  believe  that  it  can  be 
successfully  operated  in  the  future  on  a basis  mu- 
tually profitable  to  the  members  and  the  carrying 
company  if  our  recommendations  are  put  into  ef- 
fect. Another  point  worthy  of  mention  is  the  records 
of  the  Society.  They  are  as  complete  and  accu- 
rately analyzed  as  any  we  have  seen  maintained 
by  a representative  of  an  assured. 

The  Group  Plan  is  almost  unique  in  that  the  car- 
rier has  delegated  a large  measure  of  control  over  its 
business  to  the  Society.  However,  this  places  on  the 
Society  a heavy  burden  to  insure  that  the  interests 
of  both  sides  are  fairly  represented.  Whether  or 
not  this  system  results  in  decreased  loss  costs,  it  is 
impossible  to  state,  but  it  does  insure  the  members 
against  paying  more  for  their  insurance  than  it  rea- 
sonably costs,  and  that  is  a wise  provision  in  this  type 
of  insurance.  Furthermore,  it  assures  that  the  pro- 
fessional interests  of  the  members  will  always  have 
consideration  in  the  handling  of  claims  against  them. 


• EXHIBIT  A. — Recapitulation  of  Experience  (Unadjusted)  Policy  Years  1936-1947,  Inclusive,  as  of  December 

31,  1947 


Policy 

Closed 

Outstanding 

Unreported 

Total 

Year 

Premiums 

Losses 

Losses 

Losses 

Losses 

“Ratio 

f 

1936 

$ $22,436. 83 

$ 

168,054.89 

$ .... 

$ 

$ 

168,054.89 

75.6 

1937 

233,883.41 

171,171.77 

5,751.44 

176,923.21 

75.6 

© 

1938 

235,053.50 

141,936.60 

8,542.50 

150,479.10 

64.0 

c> 

1939 

229,585.52 

137,986.78 

22,802.06 

160,788.84 

70.0 

1940 

238,465.39 

169,735.96 

13,108.54 

182,844.50 

76.7 

\ 

1941 

243,926.88 

91,006.30 

27,435.33 

1,848.90 

120,290.53 

49  3 

V 

1942 

241,367.05 

121,510.44 

32,752.64 

3,963.36 

158,226.44 

65.6 

1943 

239,616.46 

110,680.91 

76,984.54 

7,769.91 

195,435.36 

81.6 

TJ 

1944 

231,678.69 

150,097.79 

95,060.49 

13,425.36 

258,583.64 

111.6 

c3 

1945 

246,269.50 

79,447.68 

106,427.15* 

43,567.67 

229,442.50 

93.2 

a 

1946 

320,204. 13 

29,974.03 

81,448.09 

139,474.50 

250,896.62 

78.4 

aS 

1947 

409,916.21* 

3,206.09 

19,163.79 

321,188.30 

343,558.18 

83.8 

i 

Total 

$3,092,403.57 

$1,374,809.24 

$489,476.57 

$531,238.00 

$2,395,523.81 

77.5 

r 

1936 

$ 85,378.64 

$ 

33,350.67 

$ .... 

$ .... 

$ 

33,350.67 

39.1 

© 

1937 

87,113.23 

60,387.45 

60,387.45 

69.3 

1938 

87,543.67 

9,616.78 

9,616.78 

11.0 

»o‘ 

1939 

77,090.00 

47,681 .93 

ioo . oo 

47,781.93 

62.0 

r1 

1940 

81,002.44 

27,452.61 

27,452.61 

33.9 

£ 

1941 

84,232.55 

9,876.45 

5,000.00 

621.07 

15,497.52 

18.4 

1942 

79,497.73 

53,134.76 

10,000.00 

1,273.51 

64,408.27 

81.0 

0> 

1943 

78,090.94 

24,808.26 

3,750.00 

2,454.48 

31,012.74 

39.7 

6 

1944 

75,377.37 

20,493.68 

16,250.00 

4,256.53 

41,000.21 

54 . 4 

1945 

85,377.61 

55,330.03 

18,125.00 

14,200.69 

87,655.72 

102.7 

3 

1946 

119,767.04 

19,169.77 

625.00 

45,396.93 

65,191.70 

54 . 4 

O 

K 

1947 

173,083.24* 

102,200.45 

102,200.45 

59.0 

w 

Total 

$1,113,554.46 

$ 

361,302.39 

$ 53,850.00 

$170,403.66 

$ 

585,556.05 

52.6 

f 

1936 

$ 307,815.47 

$ 

201,405.56 

$ 

$ 

$ 

201,405.56 

65.4 

1 

1937 

320,996.64 

231,559.22 

5,751 .44 

237.310.66 

73.9 

1938 

322,597. 17 

151,553.38 

8,542.50 

160,095.88 

49.6 

■3 

1939 

306,675.52 

185,668.71 

22,902.06 

208,570.77 

68.0 

a 

1940 

319,467.83 

197,188.57 

13,108.54 

• 

210,297. 11 

65.8 

1941 

328,159.43  * 

100,882.75 

32,435.33 

2,469.97 

135,788.05 

41.4 

1942 

320,864.78 

174,645.20 

42,752.64 

5,236 . 87 

222,634.71 

69.4 

< 

1943 

317,707.40 

135,489. 17 

80,734.54 

10,224.39 

226,448. 10 

71.3 

1944 

307,056.06 

170,591 .47 

1 11,310.49 

17,681 .89 

299,583.85 

97.6 

3 

1945 

331,647. 11 

134,777 . 71 

124,552. 15 

57,768.36 

317,098.22 

. 95.6 

o 

1946 

439,971.17 

49,143.80 

82,073.09 

184,871.43 

316,088.32 

71.8 

H 

1947 

582,999.45* 

3,206.09 

19,163.79 

423,388.75 

445,758.63 

76.5 

l 

Total 

$4,205,958.03 

$1,736,111.63 

$543,326.57 

$701,641.66 

$2,981,079.86 

70.9 

* Includes  addition  of  $41,613. 14  ($5/15,000)  and  $17,891.69  (Excess)  to  adjust  for  semiannual  premiums. 
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EXHIBIT  B. — Sdit  and  Claim  Ratios  by  Duration  (Individual  Years) 


Policy 

Duration 

Year 

Assureds 

1 

2 

3 

4 

5 

6 

7 

8 

9 

f 

1936 

4,816 

0.35 

1.04 

0.77 

0.29 

0.06 

0.04 

1937 

5,196 

0.37 

1.17 

0.73 

0.17 

0.04 

0.04 

0.04 

1938 

5,256 

0.29 

0.86 

0.67 

0.30 

0.02 

0.02 

m 

1939 

5,436 

0.15 

0.88 

0.83 

0. 15 

0.02 

0 02 

C 

1940 

5,734 

0.33 

0.64 

0.44 

0.12 

0.02 

0.03 

0.02 

1941 

5,934 

0.49 

0.64 

0.27 

0.15 

0.02 

0.07 

0.07 

O 

1942 

5,516 

0.18  • 

0.58 

0.54 

0.15 

0.02 

ft 

1943 

5,292 

0.11 

0.83 

0.40 

0.40 

0.08 

2 

1944 

5,453 

0.26 

0.83 

0.63 

0.33 

a> 

1945 

6,177 

0.11 

0.92 

0.58 

s 

1946 

7,977 

0.10 

0.64 

l 

1947 

9,062 

0.07 

r 

1936 

> 2,599 

0.15 

0.35 

0.38 

0.19 

0.15 

0.04 

1937 

2,610 

0.04 

0.27 

0.38 

0.15 

1938 

2,579 

0.04 

0.66 

0.23 

0.23 

1939 

2,794 

0.21 

0.25 

0.18 

0.07 

0.07 

so 

1940 

2,782 

0.22 

0.29 

0.25 

0.14 

0.04 

1941 

2,768 

0.43 

0 11 

1942 

2,603 

0.12 

0.27 

0 04 

0.04 

0.08 

1943 

2,483 

0.20 

0.24 

0.08 

0.04 

0.08 

ft 

1944 

2,484 

0.16 

0.20 

0.40 

0.20 

1945 

2,750 

0.07 

0.26 

0.18 

1946 

3,434 

0.17 

0.17 

i 

1947 

3,768 

0.03 

■r 

1936 

4,816 

0.35 

0.67 

0.04 

0.04 

0.02 

S 

1937 

5,196 

0.35 

0.52 

0 17 

0.02 

0.02 

0.02 

1938 

5,256 

0.21 

0.46 

0.13 

0.02 

1939 

5,436 

0.33 

0.35 

0.11 

0.02 

a 

1940 

5,734 

0.24 

0.52 

0.16 

0.02 

a 

1941 

5,934 

0.32 

0.35 

0.07 

0.02 

0.03 

— 

1942 

5,516 

0.27 

0.34 

0.15 

0.02 

0.04 

ft 

1943 

5,292 

0 06 

0.55 

0.09 

.0.02 

0.08 

o 

1944 

5,453 

0.37 

0.53 

0.28 

0.02 

1945 

6,173 

0.31 

0.63 

0.18 

s 

1946 

7,977 

0.29 

0.59 

1947 

9,062 

0.32 

r 

1936 

2,599 

0.04 

0.31 

0.15 

0.04 

0.04 

0.04 

1 

1937 

2,610 

0.19 

0.19 

0.15 

0.08 

a 

1938 

2,579 

0.35 

0.62 

0.16 

0.04 

0.04 

_s 

1939 

2,794 

0.11 

0.46 

0.04 

0.11 

JS 

1940 

2,782 

0.22 

0.36 

0.14 

1941 

2,768 

0.14 

0.33 

0.07 

0.04 

s 

1942 

2,603 

0.08 

0.27 

0.08 

1943 

2,483 

0.16 

0.36 

0.08 

ft 

1944 

2,484 

0.32 

0.56 

0.04 

1945 

2,750 

0.18 

0.51 

0.15 

1 

1946 

3,434 

0.29 

0.79 

l 

1947 

3,768 

0.19 

EXHIBIT  C. — Expected  Number  of  Future  Suits  and  Claims — Policy  Years  1942  to  1946,  as  of  December  31,  1947 


f 

Policy 

Year 

1940 

Exposure 

25,604 

Number  of 
Occur- 
rences 
2 

Ratio 

0.00008 

Accumulated 

Ratio 

Number  of 
Assureds 

Expected 

Occur- 

rences 

a 

1941 

26,438 

2 

0 . 00008 

$ 

1942 

27,556 

8 

0.00029 

0.00045 

5,516 

2.5 

o % 

1943 

27,876 

6 

0.00022 

0.00067 

5,292 

3.5 

ft-~ 

1944 

27,912 

7 

0 . 00025 

0.00092 

5,453 

5.0 

u co 

1945 

27,929 

63 

0.00226 

0.00318 

6,173 

19.6 

<v 

1946 

28,368 

137 

0 . 00483 

0.00801 

7,977 

63.9 

:S 

l 

•r 

Total 

1944 

13,430 

7 

0.00052 

0.00052 

2,484 

94.5 

1.3 

. ®. 2 

1945 

13,120 

11 

0.00084 

0.00136 

2,750 

3.7 

ft  _>  *3 

1946 

13,088 

18 

0.00138 

0.00274 

3,434 

9.4 

l 

if 

Total 

1940 

25,604 

1 

0.00004 

14.4 

• 

■.a 

1941 

26,438 

0 

0.00000 

1942 

27,556 

1 

0.00004 

0.00008 

5,516 

0.4 

.*3  oj 

1943 

27,876 

4 

0.00014 

0.00022 

5,292 

1.2 

a.  5 

1944 

27,912 

5 

0.00018 

0.00040 

5,453 

2.2 

1945 

27,929 

4 

0.00014 

0 . 0(*54 

6,173 

3.3 

1946 

28,368 

43 

0.00152 

0.00206 

* 7,977 

16.4 

s 

i 

1 « 

Total 

1944 

13,430 

1 

0.00007 

0.00007 

2,484 

23.5 

0.2 

• 

• S P 

1945 

13,120 

1 

0.00008 

0.00015 

2,750 

0.4 

ft 

1946 

13,088 

10 

0.00076 

0.00091 

3,434 

3.1 

1 ° 

Total 

3.7 

40 


HOUSE  OF  DELEGATES 


[N.  Y.  State  J.  M. 


EXHIBIT  D.— 

■Average  Cost  of  Closed  Cases  (Standard  Limits) 

-Settlement  Years  1943 

to  1947,  Inclusive 

Settlement 

Year 

Number 

Amount 

Average 

1943 

72 

$ 82,565 

$1,147 

Metropolitan 

suits 

1944 

1945 

78 

84 

115,026 

98,279 

1,475 

1,170 

1946 

95 

147,972 

1,558 

1947 

81 

117,967 

1,456 

Total 

410 

$561,809- 

$1,370 

1943 

13 

$ 12,863 

$ 990 

Upstate 

suits 

1944 

1945 

12 

16 

22,249 

15,683 

1,854 

974 

1946 

20 

27,484 

1,374 

1947 

24 

47,851 

1,994 

Total 

85 

$126,030 

$1,483 

1943 

24 

$ 8,883 

$ 370 

Metropolitan 

claims 

1944 

1945 

23 

56 

9,591 

13,848 

417 

247 

1946 

70 

7,510 

107 

1947 

90 

14,105 

157 

Total 

263 

$ 53,937 

$ 205 

1943 

9 

$ 6,352 

$ 706 

Upstate 

claims 

1944 

14 

8,516 

608 

1945 

14 

8,788 

628 

1946 

22 

3,411 

155 

1947 

38 

20,599 

542 

Total 

97 

$ 47,666 

$ 491 

EXHIBIT  E. — Salvage  Factors— Policy  Years  1942  to  1946  (Continued) 


Number 

Amount 

Average 

Average 

Salvage 

Outstanding 

Outstanding 

Outstanding 

Settlement 

Factor 

Metropolitan  suits 

239 

$377,500 

$1,579 

$1,370 

0.13 

Upstate  suits 

36 

71,500 

1,986 

1,483 

0.25 

Metropolitan  claims 

27 

31,000 

1,143 

205 

0.82 

Upstate  claims 

18 

20,000 

1,111 

491 

0.56 

Speaker  Andresen:  It  is  important  for  us  to 
realize  right  now  that  at  least  three  of  the  reports  or 
supplementary  reports  that  have  reached  us  are  of 
such  a nature  that  they  should  be  considered  in  ex- 
ecutive session.  It  has,  therefore,  been  decided  that 
this  House  shall  meet  in  executive  session  tomorrow 
(Tuesday)  afternoon.  At  that  time  only  members 
who  are  entitled  to  sit  in  the  House  will  be  admitted 
at  the  door  for  the  afternoon  session,  and  immedi- 
ately the  House  will  go  into  executive  session  to 
consider  these  three  reports:  the  Report  of  the 

Malpractice  Insurance  and  Defense  Board,  the  Re- 
port of  the  Liaison  Committee  to  Work  with  the 
Veterans  Administration,  and  the  Report  of  the 
Subcommittee  on  Cults,  which  will  be  distributed 
subsequently. 

We  now  have  the  floor  open  for  resolutions.  It  is 
important  to  facilitate  the  business  of  the  House 
to  get  as  many  of  them  introduced  today  as  possible 
so  they  can  be  referred  to  the  reference  committees 
and  considered  by  them  this  afternoon. 

I want  to  call  your  attention  now  to  the  rule  that 
no  member  can  have  the  floor  longer  than  five  min- 
utes nor  speak  more  than  once  on  any  subject.  That 
will  apply  today  and  also  tomorrow.  In  order  to 
•expedite  the  great  amount  of  business  we  have  be- 
fore us  it  will  be  necessary  to  enforce  that  rule. 

I would  like  to  say  at  this  point  that  I am  going 
to  conform  to  the  custom  of  our  legislatures  and 
keep  my  seat,  so  that  I won't  get  all  worn  out  by 
the  end  of  the  day.  It  is  not  intended  as  any  dis- 
. courtesy  to  the  House.  1 will  keep  my  seat  and 
call  upon  the  different  people  who  are  going  to 
speak. 

Announcements — At  this  time  I wish  to  make 
three  announcements  which  have  been  handed  to 
me.  The  first  says  that  in  accordance  with  our 


previous  practice  all  interviews  of  physicians  with 
representatives  of  the  press  are  to  be  held  in  the 
press  room.  Members  are  cautioned  not  to  talk  to 
newspaper  men  without  the  knowledge  of  our  Public 
Relations  Department  members,  one  of  whom  will 
sit  in  on  these  conferences  and  safeguard  the  preser- 
vation of  accuracy  and  fidelity  to  the  intention  of 
medical  content. 

The  next  announcement  is  from  Mr.  Anderson 
to  the  effect  that  it  would  be  appreciated  if  I would 
announce  several  times  during  the  session  of  the 
House  of  Delegates  that  the  Technical  Exhibits 
this  year  are  more  numerous  and  more  interesting 
than  ever  before.  He  wants  me  to  urge  you  all  to 
attend  these  exhibits  and  to  sign  your  name  to  let 
the  exhibitors  know  that  we  are  taking  an  interest  in 
them.  As  you  all  know,  the  cost  of  a meeting  of 
this  sort  is  defrayed  by  money  we  get  from  our  ex- 
hibitors. They  appreciate  our  interest,  and  will 
come  back  if  we  show  the  proper  interest. 

Another  announcement  is  in  regard  to  the  tickets 
for  the  Annual  Dinner  and  Banquet  Wednesday 
evening.  They  may  be  obtained  at  the  main  regis- 
tration desk  of  the  Society  on  the  Ballroom  Floor 
and  the  Delegates’  Registration  Desk  on  the 
18th  floor  outside  of  this  room.  Tickets  may 
also  be  obtained  at  the  Registration  Desk  for  the 
Woman’s  Auxiliary,  Penn  Top,  18th  floor,  and  the 
Women’s  Medical  Society  in  the  Manhattan  Room, 
and  you  are  urged  to  get  them  as  soon  as  possible. 

I would  request  that  the  chairmen  of  the  reference 
committees  write  down  on  these  boards  the  names  of 
their  committees  and  where  they  are  going  to  meet. 
You  can  step  up  and  do  that  at  any  time  this  morn- 
ing, and  I will  call  attention  to  it  again  later. 

We  will  now  receive  resolutions.  The  floor  is  now 
open  for  the  introduction  of  resolutions. 
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Section  24-  ( See  48) 

Advertising  in  the  New  York  State  Journal  of  Medi- 
cine 

President  Louis  H.  Bauer:  I am  sorry  to  take 
up  the  time  of  the  House  again  this  morning,  but 
there  has  been  distributed  to  you  a Supplementary 
Report  from  the  Publication  Committee,  which  has 
been  referred  to  the  Reference  Committee  on  Re- 
port of  the  Council,  Part  XI,  and  which  pertains  to 
advertising  in  the  Journal.  This  came  to  my  at- 
tention only  a few  days  ago.  It  contains  misstate- 
ments of  fact,  erroneous  inferences,  and  unwarranted 
conclusions.  Such  being  the  case,  I feel  it  incumbent 
on  me  to  present  to  you  certain  facts  about  the  ad- 
vertising in  our  State  Journal  and  about  the  Coun- 
cil on  Pharmacy  and  Chemistry  of  the  American 
Medical  Association. 

In  the  second  paragraph  of  the  Publication  Com- 
mittee’s report,  it  states  that  some  of  the  products 
accepted  by  the  State  Journal  have  never  been  sub- 
mitted for  the  Council’s  action.  That  may  be  true 
but  is  no  argument,  because  many  products  are 
never  submitted  because  the  manufacturer  knows 
in  advance  that  they  do  not  meet  the  standards  of 
the  Council. 

In  this  same  paragraph,  it  is  stated  that  it  is  more 
important  that  the  doctor  rely  on  his  own  judg- 
ment as  to  whether  he  wants  to  employ  certain  prod- 
ucts, provided  he  knows  the  composition  and  dosage 
of  the  remedy.  This  is  a rather  weak  argument. 
The  Council  on  Pharmacy  and  Chemistry  was 
preated  in  order  to  aid  physicians  in  evaluating  the 
claims  for  products,  simply  because  it  could  be 
taken  for  granted  that  the  majority  of  physicians 
would  not  be  able  to  know  all  the  published  scien- 
tific evidence  and  would  not  be  able  to  make  such 
judgments.  Bear  in  mind  that  the  Council  has  a 
large  staff  which  is  constantly  scrutinizing  scientific 
literature  and  that  the  Council  requests  evidence 
when  evidence  is  not  available.  This  Council  con- 
sists of  17  clinicians,  chemists,  and  pharmacologists 
of  national  reputation,  and  the  Council  has  a chemi- 
cal laboratory  at  its  disposal.  It  seems  a little 
absurd  to  indicate  that  any  small  group  from  one 
state  or  any  individual  physician,  no  matter  how 
capable,  can  render  an  opinion  as  valuable  as  that 
of  the  Council. 

The  report  also  infers  that  acceptance  of  institu- 
tional copy  gives  the  firm  an  opportunity  to  say 
that  all  of  its  products  are  accepted  by  the  Council. 
This  is  untrue.  Actually,  there  is  no  firm  in  the 
United  States  that  has  all  of  its  products  accepted 
by  the  Council.  There  is  no  way  to  bypass  the  rules 
of  the  Council. 

The  report  also  states  that  one  advertiser  does  not 
have  a Council-accepted  product.  This  is  another 
untruth.  If  the  Publication  Committee  will  take 
the  trouble  to  look  in  the  1947  edition  of  “New  and 
Nonofficial  Remedies,”  it  will  find  12  products  of 
this  concern  are  approved. 

So  far  as  disregarding  advertisements  of  products 
not  sold  outside  a state  is  concerned,  it  is  impossible 
in  any  way  to  get  at  such  products.  If  the  sale  of  a 
product  is  limited  to  a single  state,  it  does  not  have 
sufficient  importance  to  warrant  the  expenditure  of 
the  funds  required  to  evaluate  the  product  properly. 

The  paragraph  referring  to  trade  names  again 
misrepresents  tne  attitude  of  the  American  Medical 
Association  toward  drug  products  and  their  names. 
The  Council  on  Pharmacy  and  Chemistry  has  al- 
ways required  a statement  of  composition  and  dos- 
age, and  it  must  be  a quantitative  statement.  The 


rules  have  been  based  on  both  professional  and 
governmental  points  of  view. 

The  report  also  intimates  that  all  trade  names  are 
disapproved  by  the  Council.  This,  again,  is  untrue. 
Many  such  products  have  been  approved  by  the 
Council.  Much  to-do  is  made  over  a product  which 
is  accepted  for  advertising  but  not  for  the  seal. 
This  preparation  is  thirty  years  old.  It  has  scientific 
value.  Its  name  being  that  old  could  hardly  be 
changed  now,  and  there  is  nothing  illogical  in 
accepting  it  for  advertising. 

Because  vitamins  are  an  accepted  scientific  agent 
does  not  mean  that  every  vitamin  preparation  should 
be  accepted,  yet  the  report  of  the  Committee  ap- 
pears to  think  it  illogical  to  accept  one  and  not 
the  other. 

The  statement  in  the  report  about  the  Coopera- 
tive Medical  Advertising  Bureau  completely  mis- 
represents the  function  of  that  Bureau.  The  Bureau 
has  absolutely  no  control  whatever  over  any  peri- 
odical that  belongs.  The  Bureau  merely  secures 
advertising  for  these  periodicals,  submits  the  ad- 
vertising to  them,  and  distributes  the  checks.  It 
has  no  authority  whatever  over  any  of  its  members. 
Products  not  covered  by  Council  acceptance  are 
passed  on  by  the  Advertising  Committee  according 
to  a set  list  of  rules.  These  rules  are  attached  to 
this  report.  I will  not  read  them  but  they  are  avail- 
able for  the  Reference  Committee  and  for  anyone 
else  who  wishes  to  see  them. 

The  statements  that  the  standards  for  advertising 
are  in  many  respects  higher  than  those  of  the  Ameri- 
can Medical  Association  and  that  these  standards 
are  founded  on  better  reasons  are  little  short  of 
absurd. 

There  are  12  products  advertised  in  the  two  most 
recent  issues  of  the  Journal  which  are  not  Council- 
accepted. 

Although,  the  Committee  states  that  it  always 
requires  that  the  formula  be  printed  for  the  informa- 
tion of  the  physician,  it  will  lae  seen  that  six  of  these 
have  no  statement  of  composition. 

Furthermore,  does  the  State  Society  wish  to  put 
its  approval  on  products  containing  half  a dozen 
ingredients — the  old  “shotgun”  method — most  of 
which  ingredients  are  unnecessary? 

The  statement  that  the  income  from  advertising 
would  be  reduced  by  $75,000  if  only  Council-ac- 
cepted products  were  advertised  is  faulty  from  two 
standpoints:  first,  I doubt  that  it  is  true,  and 

second,  it  is  not  a valid  argument.  Are  we  to  run 
our  Journal  on  scientific  standards?  Or  are  we 
to  disregard  science  and  merely  try  to  make  money? 
That  we  would  lose  $75,000  is  based  on  the  assump- 
tion that  we  would  gain  no  new  advertising.  Many 
firms  advertising  Council-accepted  products  do  so 
through  one  contract  with  all  the  state  journals. 
They  are  unwilling  to  make  separate  contracts  with 
individual  journals  in  many  instances.  Furthermore, 
since  they  can  advertise  their  unaccepted  prod- 
ucts in  our  Journal,  there  is  less  incentive  to 
advertise  their  accepted  products. 

I regret  having  taken  the  time  of  the  House  to 
present  this  report,  but  in  view  of  the  importance  of 
the  subject  and  the  nature  of  the  report  of  the  Pub- 
lication Committee,  it  seemed  to  me  essential  to  do 
so. 

The  document  attached  to  the  report  is  as  fol- 
lows: 

“Principles  Governing  the  Acceptance  of  Advertising 
for  A.M.A.  Publications 

"Advertising  in  the  publications  of  the  American  Medical 
Association  is  subject  to  review  by  an  Advertising  Com- 
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mittee.  The  Committee  is  aided  in  its  deliberations  by  the 
Councils,  Bureaus,  and  Committees  when  the  latter  offices 
are  concerned  with  the  acceptance  or  approval'  of  articles 
and  institutions  such  as  drugs,  foods,  therapeutically  useful 
devices,  medical  schools,  and  hospitals.  Some  items  and 
products  do  not  fall  within  the  scope  of  the  Councils  and 
these  are  then  considered  by  the  Committee  which  deter- 
mines the  eligibility  of  the  items,  the  validity  of  the  proffered 
claims,  the  accuracy  of  the  data  submitted  to  support  these 
claims,  and  other  pertinent  factors.  Several  principles  have 
been  adopted  to  govern  the  acceptance  of  the  advertising: 

‘T.  Advertisements  will  not  be  accepted  which,  either 
by  intent  or  inference,  would  result  in  deceiving,  defraud- 
ing, or  misleading  the  reader. 

“2.  Extravagantly  worded  copy  is  subject  either  to# 
revision  or  to  rejection. 

“3.  Copy  should  contain  no  phrases  or  partial  quota- 
tions from  published  papers  that  by  themselves  distort  the 
true  meaning  intended  by  their  authors. 

“4.  Disparagement  of  competitors’  goods  is  not  per- 
missible. 

“5.  Testimonials  and  quotations  will  not  be  published 
in  advertisements  unless  permission  of  the  authors  has  been 
secured.  The  publisher  reserves  the  right  to  require  evi- 
dence of  authenticity  of  testimonials. 

“6*.  Quotations  from  the  Association’s  publications 
may  be  used  in  advertisements  only  with  express  permis- 
sion in  each  instance.  However,  this  rule  does  not  apply  to 
quotations  from  book  reviews  in  reputable  publications. 

“7.  Medicinal  preparations,  to  be  admissible  for  ad- 
vertising, must  stand  accepted  by  the  Council  on  Phar- 
macy and  Chemistry,  except  in  the  case  of  such  products 
as  may  be  determined  by  the  Council  as  not  coming 
within  its  purview. 

“8.  Apparatus  or  physical  appliances  used  for  thera- 
peutic purposes  must  be  accepted  by  the  Council  on  Physi- 
cal Medicine  before  being  advertised  in  A.M.A.  publica- 
tions, except  in  the  case  of  such  products  as  may  be  deter- 
mined by  the  Council  as  not  coming  within  its  purview. 

“9.  Food  products  for  which  health  claims  or  special 
dietetic  qualities  are  features  must  be  submitted  to  and 
accepted  by  the  Council  on  Foods  and  Nutrition  to  be 
eligible  for  advertising  except  in  the  case  of  such  products 
as  may  be  determined  by  the  Council  as  not  coming  within 
its  purview. 

“10.  Medical  schools,  postgraduate  courses,  hospitals, 
and  similar  institutions  are  subject  to  approval  by  the 
Council  on  Medical  Education  and  Hospitals  before  being 
acceptable  for  advertising. 

“11.  Advertising  for  all  articles  not  within  the  scope 
of  the  special  categories  described  in  sections  7,  8,  9,  and 
10  must  be  accepted  by  the  A.M.A.  Advertising  Committee. 

“12.  Claims  for  accepted  articles  in  advertisements 
appearing  elsewhere  must  not  exceed  those  permitted  in 
A.M.A.  publications. 

“13.  Products  accepted  by  the  Council  on  Pharmacy 
and  Chemistry,  the  Council  on  Physical  Medicine,  and  the 
Council  on  Foods  and  Nutrition  are  entitled  to  the  use  of 
the  seals  of  the  respective  councils.  Advertising  for  prod- 
ucts accepted  by  the  A.M.A.  Advertising  Committee  may 
contain  the  advertising  emblem  in  any  of  the  forms  pre- 
pared by  the  A.M.A.  The  statement  ‘Accepted  for  ad- 
vertising in  publications  of  the  American  Medical  Asso- 
ciation’ may  be  used  in  place  of  the  emblem.  This  phrase 
or  emblem  may  be  used  only  while  the  product  is  currently 
advertised  in  A.M.A.  publications.  This  statement  may, 
be  printed  on  packages  and  in  collateral  advertising,  pro- 
vided the  statement  is  not  given  undue  prominence  or 
associated  with  unacceptable  claims.  Before  using  this 
phrase,  an  advertiser  will  be  required  to  show  evidence 
of  continued  good  faith,  and  the  firm  must  agree  to  observe 
the  restrictions  of  the  Advertising  Committee  in  all  of  the 
collateral  advertising. 

“14.  Stocks  of  recognized  standing  listed  on  a reputable 
exchange  may  be  advertised,  as  may  also  bonds  when  for 
sale  by  a bond  house  of  unquestionable  responsibility.” 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Report  of  Council,  Part  XI,  Publica- 
tion and  Public  Relations,  of  which  Dr.  Theodore 
J.  Curphey  is  chairman. 

Section  25.  (See  83) 

Voluntary  Insurance  by  the  American  Medical 
Association 

Dr.  Alfred  M.  Hellman,  New  York:  This  is  a 
resolution  in  regard  to  Voluntary  Insurance  by  the 
American  Medical  Association: 

“Whereas,  it  has  come  to  the  attention  of  the 
medical  profession  that  the  American  Medical 
Association  is  insuring  its  employes  in  a com- 


mercial company  for  hospitalization,  rather  than 
in  the  Blue  Cross  Plan;  and 

“Whereas,  this  is  contrary  to  the  advice  given 
by  physicians  to  their  patients  and  to  employe 
groups;  and 

“Whereas,  this  is  definitely  against  the  best 
interests,  of  the  medical  profession  and  the  pa- 
tients of  the  medical  profession;  and 

“Whereas,  this  is  a step  that  would  tend 
towards  compulsory  health  insurance  rather 
than  towards  voluntary  health  insurance;  there- 
fore be  it 

“ Resolved , that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York,  at 
its  annual  meeting,  May,  1948,  protests  against 
this  method  of  insuring  and  instructs  its  delegates 
to  the  American  Medical  Association  to  make 
every  effort  to  have  the  American  Medical  Asso- 
ciation insure  its  employes  through  the  Blue 
Cross  Plan.” 

Speaker  Andresen:  That  resolution  is  referred 
to  the  Reference  Committee  on  Report  of  the 
Council,  Part  VII,  Medical  Care  Insurance,  of 
which  Dr.  John  B.  D’Albora  is  chairman. 

Section  26.  (See  138) 

Hospital  and  Medical  Care  for  Veterans 

Dr.  Harry  Aranow,  Councilor:  Mr.  Speaker, 
Ladies  and  Gentlemen,  I have  been  instructed  by 
the  Council  to  introduce  this  resolution.  It  has  to 
do  with  the  provision  of  hospitals  and  hospital  beds 
for  veterans.  It  is  a little  bit  long.  I did  not  draw 
it  up  myself,  but  it  was  done  by  Dr.  Rusk,  who  ha*s 
very  much  been  interested  in  the  matter  and  has 
appeared  before  a number  of  organizations  favoring 
such  a resolution: 

“Whereas,  the  Medical  Society  of  the  State 
of  New  York  Delieves  that  veterans  who  have  been 
injured  or  disabled  in  the  service  of  their  country 
are  entitled  to  the  highest  type  of  medical  and 
hospital  care;  and 

“Whereas,  Point  Seven  of  the  Ten  Point  Na- 
tional Health 'Program  of  the  American  Medical 
Association  on  ‘Veterans’  Need  for  Hospital  and 
Medical  Care’  reads: 

‘A  program  for  national  health  should  include 
the  administration  of  medical  care  including 
hospitalization,  to  all  veterans,  such  medical 
care  to  be  provided  preferably  by  a physician  of 
the  veteran’s  choice,  with  payment  by  the 
Veterans  Administration  through  a plan  mutu- 
ally agreed  upon  between  the  state  medical 
association  and  the  Veterans  Administration’;1 
and 

“Whereas,  no  differentiation  is  made  in  the 
above-mentioned  Program  between  veterans  suf- 
fering from  illness  or  disabilities  incurred  in  or 
aggravated  by  military  services  and  those  veter- 
ans suffering  from  illness  or  disabilities  not  in- 
curred in  or  aggravated  by  military  service;  and 
“Whereas,  the  present  policy  of  the  Veterans 
Administration  is  to  furnish  medical  care  and  hos- 
pitalization to  veterans  whose  illness  and  disabil- 
ities were  not  incurred  in  or  aggravated  by  mili- 
tary service  only  when  such  veterans  are  not  able 
to  ‘pay  the  necessary  expense  of  hospital  care’ 
and  when  ‘ ....  a bed  is  available  in  an  existing 
facility’;  and 

“Whereas,  the  Veterans  Administration  has 
neither  the  legal  right  nor  the  administrative 

1 J. A.M.A.  136:  263  (Jan.  24)  1948. 
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machinery  to  investigate  affidavits  on  financial 
ability  of  such  nonservice-connected  cases  ‘ . 

to  pay  the  necessary  expense  of  hospital  care’ ; and 
“Whereas,  nearly  two  thirds  of  the  beds  in 
Veterans  Administration  Hospitals  are  now  filled 
with  patients  with  nonservice-connected  disabili- 
ties; and 

“Whereas,  the  Veterans  Administration  now 
' has  126  hospitals  at  a cost  of  over  one  billion  dol- 
lars; and 

“Whereas,  the  Veterans  Administration  cur- 
rently has  over  5,000  beds  closed  because  of  in- 
ability to  obtain  personnel  without  lowering  the 
standards  of  medical  care ; and 

“Whereas,  the  unlimited  expansion  of  Veterans 
Administration  hospitals  will  lead  to  an  inferior 
grade  of  medical  and  hospital  care  for  veterans, 
and  at  the  same  time  injure  the  quality  of  hospital 
service  that  is  available  for  the  entire  population 
by  draining  professional  and  technical  personnel 
away  from  hospitals  which  serve  the  public  as  a 
whole;  be  it 

“ Resolved , that  the  Medical  Society  of  the 
State  of  New  York,  in  view  of  the  foregoing,  in- 
struct members  of  the  House  of  Delegates  of  the 
American  Medical  Association  to  request  at  the 
next  regular  session  of  the  House  of  Delegates 
of  the  American  Medical  Association  that  action 
be  taken  to  amend  Point  Seven  of  the  Ten  Point 
National  Health  Program  of  the  American  Medi- 
cal Association  on  ‘Veterans’  Need  for  Hospital 
and  Medical  Care’  to  read : 

‘A  program  for  national  health  should  in- 
clude the  administration  of  medical  care 
including  hospitalization,  to  all  veterans  cur- 
rently entitled  to  such  medical  care  and  hos- 
pitalization under  existing  Federal  statutes,  such 
medical  care  to  be  provided  preferably  by  a 
physician  of  the  veteran’s  choice  with  payment 
by  the  Veterans  Administration  through  a 
plan  mutually  agreed  upon  between  the  state 
medical  association  and  the  Veterans  Adminis- 
tration’; and 

“Resolved,  that  the  House  of  Delegates  of  the 
American  Medical  Association  be  requested  to 
go  on  record  as  favoring  Congressional  action  to 
interpret  the  following  requirements  of  admission 
of  nonservice-connected  cases  to  Veterans  Ad- 
ministration Hospitals:  (1)  The  ability  ‘ to 
pay  the  necessary  expense  of  hospital  care’;  and 
(2)  ‘ ....  if  a bed  is  available  in  an  existing  facil- 
ity’; and 

“Resolved,  that  the  House  of  Delegates  of  the 
American  Medical  Association  at  their  next  meet- 
ing be  requested  to  go  on  record  as  favoring  a 
definite  ceiling  on  the  number  of  beds  to  be  pro- 
vided in  Veterans  Administration  hospitals,  and 
that  such  a ceiling  be  placed  at  140,000  beds,  the 
number  already  authorized  by  Congress.” 
Speaker  Andresen:  Referred  to  Reference 
Committee  on  Council,  Part  VIII,  which  is  to  con- 
sider Veterans  Administration  matters,  of  which.Dr. 
Joseph  P.  Henry  is  chairman. 

Section  27.  ( See  77,  80) 

Woman’s  Auxiliary — Vote  of  Thanks 

Dr.  Fenwick  Beekman,  Assistant  Treasurer: 
This  is  really  in  the  nature  of  a supplementary  re- 
port from  the  Advisory  Committee  to  the  Woman’s 
Auxiliary: 

“Whereas,  both  by  word  of  mouth  and  in  the 


press  we  are  increasingly  made  aware  of  the  fine 
work  that  the  Woman's  Auxiliary  to  the  Medical 
Society  of  the  State  of  New  York  is  accomplishing 
in  the  fields  of  economics,  legislation,  public  rela- 
tions, and  development  of  good  will  among  our 
fellow  physicians,  both  on  a State  and  county 
level;  therefore,  be  it 

“Resolved,  that  the  House  of  Delegates  extend 
a vote  of  thanks  to  the  officers  and  members  of 
the  Auxiliary,  and  recommend  that  the  officers 
of  the  State  Society  and  every  constituent  County 
Society  be  advised  that  it  is  the  sentiment  of 
this  House  that  whatever  time,  energy,  or  money 
that  may  be  used  in  promotion  of  the  work  of  this 
Auxiliary  is  well  invested.” 

Speaker  Andresen:  Referred  to  Reference 
Committee  on  Report  of  the  Council,  Part  XII,  of 
which  Dr.  Joseph  A.  Geis  is  chairman. 

Section  28.  ( See  86,  155) 

Exemption  from  Dues  Payment  by  Men  in  Military 
Service 

Dr.  Ezra  A.  Wolff,  Queens:  This  is  a resolu- 
tion concerning  the  exemption  from  dues  payment 
by  men  in  the  military  service: 

“Whereas,  exemption  from  payment  of  county 
society  dues  and  State  Society  assessments  by 
members  in  military  service  was  predicated  on 
temporary  service  for  the  duration  of  hostilities; 
and 

“Whereas,  hostilities  have  now  terminated; 
and 

“Whereas,  almost  without  exception,  members 
in  temporary  service  have  returned  to  civilian 
practice;  therefore  be  it 

“ Resolved , that  the  resolution  adopted  by  this 
House  of  Delegates  recommending  exemption 
from  payment  of  county  society  dues  and  State 
Society  assessments  by  members  in  service  be 
declared  inoperative  as  of  December  31,  1948.” 
Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Reports  of  the  Treasurer  and 
Trustees,  of  which  Dr.  Irwin  E.  Siris  is  chairman. 

Section  29.  ( See  167) 

Voluntary  Health  Insurance  Plan 

Dr.  Thomas  M.  D’Angelo,  Queens:  First,  I am 
going  to  introduce  this  resolution  concerning  Volun- 
tary Health  Insurance  Plan,  and  then  I am  going 
to  present  a Supplementary  Report  of  the  Malprac- 
tice Insurance  and  Defense  Board.  The  resolution 
reads: 

“Whereas,  voluntary  health  insurance  plans 
usually  operate  in  more  than  one  county;  and 

“Whereas,  adjoining  county  medical  societies 
often  take  different  actions  concerning  one  or 
more  plans  operating  in  their  areas,  such  as  ap- 
proving, disapproving,  or  taking  no  action  at  all; 
and 

“Whereas,  divergent  actions  often  cause  con- 
fusion and  uncertainty  among  the  physicians  and 
among  the  directors  of  the  plan;  therefore  be  it 

“Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  hereby  goes  on  record  as  ad- 
vising the  members  of  the  Medical  Society  of  the 
State  of  New  York  not  to  become  participating 
physicians  in  any  voluntary  health  insurance 
plan  unless  that  plan  has  been  approved  by  the 
Medical  Society  of  the  State  of  New  A'ork.” 
Speaker  Andresen!  Referred  to  the  Reference 
Committee  on  Report  of  the  Council,  Part  VI,  of 
which  Dr.  Edward  P.  Flood  is  chairman. 
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Section  30.  ( See  102) 

Supplementary  Report  of  the  Malpractice  Insur- 
ance and  Defense  Board — Subject:  The  American 
Policyholders  Insurance  Company 

Mr.  Thomas  M.  D’Angelo,  Queens:  I am  now 
going  to  submit  a supplementary  report  by  the 
Malpractice  Insurance  and  Defense  Board,  which 
has  for  its  subject  the  American  Policyholders 
Insurance  Company.  I am  very  sorry,  gentlemen, 
that  I have  been  unable  to  have  a copy  of  this  report 
in  the  hands  of  every  delegate  here  this  morning. 
This  report  was  only  completed  yesterday,  and  it 
has  been  impossible  to  have  it  printed. 

In  reponse  to  an  increasing  number  of  inquiries 
from  members  of  the  Society  regarding  the  American 
Policyholders  Insurance  Company,  the  Malpractice 
Insurance  and  Defense  Board  desires  to  make  the 
following  information  available  to  all  members: 

This  company  is  a subsidiary  of  the  American 
Mutual  Liability  Insurance  Company  of  Boston. 
It  is  what  is  known  as  a “participating  stock”  com- 
pany, which  means  that,  in  addition  to  paying 
dividends  to  its  stockholders,  it  undertakes  to  pay 
dividends,  in  the  form  of  premium  credits,  to  its 
policyholders  whenever  the  profits  of  the  company 
are  sufficient  to  permit  it. 

With  perhaps  one  or  two  exceptions,  the  officers 
of  the  company  are  also  officers  of  the  parent  organ- 
ization. These  men,  presumably,  are  competent  to 
manage  the  general  lines  of  casualty  insurance  for 
which  both  companies  were  organized,  namely, 
automobile,  workmen’s  compensation,  accident  and 
health,  general  liability,  etc.  Although  able  to 
handle  these  lines  successfully  for  their  mutual 
company,  these  same  officers,  apparently,  were  un- 
able to  do  so  in  New  York  for  their  participating 
stock  company.  At  any  rate,  the  business  of  the 
American  Policyholders  became  so  unprofitable  in 
1945  that,  early  that  year,  the  company  discon- 
tinued paying  dividends  to  its  policyholders  in  New 
York  and,  after  cancelling  their  agency  contracts, 
they  discontinued  writing  all  forms  of  insurance  in 
New  York  except*  malpractice  and  a certain  amount 
of  group  health  and  accident  business. 

Their  reason  for  continuing  malpractice  insurance 
in  this  State  is  difficult  to  understand,  because  it  rep- 
resented an  insignificant  fraction  of  their  general 
business  and  they  had  had  only  a limited  experience 
with  it.  Malpractice  insurance  has  always  been  a 
notoriously  unprofitable  sideline  with  all  companies. 
It  cannot  be  assumed,  therefore,  that  the  officers  of 
the  American  Policyholders  were  not  aware  of  the 
unfavorable  results  which  leading  and  more  ex- 
perienced companies  have  uniformly  had  with  a 
much  larger  volume  of  business  at  higher  rates  over 
a much  longer  period  of  time. 

Although  the  adverse  experience  of  these  com- 
panies was  well  known  throughout  the  insurance 
industry,  a local  representative  of  the  American 
Policyholders  persistently  represented  to  members 
of  the  Society  in  the  metropolitan  area  that  his 
company  was  willing  and  anxious  to  undertake  the 
Group  Plan  of  the  State  Society  at  rates  substan- 
tially lower  than  those  which  the  long  and  carefully 
supervised  experience  of  the  Society  had  proved 
necessary.  Accordingly,  in  1944,  the  Society 
opened  negotiations  with  the  company  in  an  effort 
to  determine  what  they  had  to  offer,  and,  for  an 
entire  year,  the  Board  tried,  without  success,  to 
secure  from  a responsible  officer  of  the  company 
some  definite  and  binding  proposals  for  under- 
writing the  Group  Plan  whicn  could  be  approved 
and  recommended  to  the  Society. 


Finally,  after  two  meetings  with  a local  represents 
tive  and  much  correspondence  with  a vice-pi'esident 
at  the  home  office  of  the  company  in  Boston,  it  was 
learned  that  what  the  company  wanted  was  not  to 
underwrite  the  Group  Plan,  as  had  been  represented, 
but  to  secure  control  of  the  Society’s  business  under 
conditions  which  would  insure  the  destruction  of  the 
Group  Plan.  In  brief,  the  company  proposed  to  in- 
sure members  of  the  Society  as  individuals,  although 
under  a group  form,  and  to  eliminate  the  Society 
from  any  control  over  the  safeguards  provided  by 
the  minimum  requirements  for  the  Group  Plan  as 
adopted  by  the  House  of  Delegates. 

Specifically  the  company: 

(а)  Would  not  commit  itself  as  to  how  long  they 
would  continue  to  write  malpractice  insurance  in 
New  York,  or  as  to  whether  they  might  suddenly 
discontinue  writing  this  form  of  insurance  here  as 
they  had  done  with  all  of  their  more  important 
business; 

(б)  Would  not  hazard  a guess  as  to  how  long 
their  originally  quoted  rates  would  remain  in  effect 
before  some  rate  revision  was  demanded; 

(c)  Would  not  commit  itself  to  any  method  of 
rate  making  which  would  limit,  control,  or  even  fur- 
nish a basis  for  rate  changes  which,  at  any  time, 
they  might  deem  necessary.  The  matter  of  rates 
had  to  be  left  exclusively  in  the  hands  of  the  com- 
pany to  handle  as  they  saw  fit; 

(d)  Objected  to  turning  over  the  defense  of  suits 
and  claims  to  the  legal  counsel  of  the  Society,  pre- 
ferring to  use  their  own  legal  service.  Their  trial 
attorney,  we  are  informed,  accepts  malpractice  cases 
both  for  and  against  doctors,  and  it  does  not  appear 
that  he  has  had  concentrated  or  specialized  training 
in  either  the  medicine  or  law  involved  in  malprac- 
tice suits  comparable  with  that  of  the  legal  counsel 
of  the  Society.  On  this  point,  the  company  finally, 
but  reluctantly,  agreed  that  if  an  insured  member 
were  sued,  he  might,  at  that  time,  if  desired,  elect 
to  be  defended  by  the  Society’s  legal  counsel. 
Plainly,  it  was  the  company’s  intention  to  retain 
complete  control  of  all  legal  defense,  using  the 
Society’s  counsel  only  for  trial  work  where  the  de- 
fendant doctor  insisted  upon  it; 

(e)  Wished  to  reserve  the  right  to  deny  insur- 
ance to  any  member  they  considered  a poor  risk 
and  even  to  raise  the  question  of  cancelling  a mem- 
ber’s insurance  in  midterm. 

None  of  the  foregoing  inspired  confidence  in  the 
company’s  intention  to  join  the  Society  in  a mutual 
effort  to  protect  and  serve  the  best  interests  of  the 
members.  On  the  contrary,  it  was  obviously  the 
company’s  desire  to  secure  control  of  the  insurance 
of  the  members  to  handle  as  they  saw  fit  purely  as  a 
company  enterprise,  excluding  the  Society  from 
any  voice  in  or  influence  over  the  vital  issues  in- 
volved. This  was  fully  confirmed  by  the  vice-presi- 
dent of  the  company  who,  in  a letter  to  the  Society 
dated  September  20, 1945,  said, 

“If  at  any  time  you  feel  conditions  have  changed  to  such 
a degree  that  you  are  warranted  in  changing  your  Basic 
Requirements  so  that  they  more  nearly  approximate  the 
various  proposals  we  have  made  to  you,  we  sincerely  hope 
you  will  let  us  know.” 

It  will  be  noted  that  nothing  is  said  about  chang- 
ing the  company’s  proposals  to  meet  the  require- 
ments of  the  Society;  the  only  possibility  men- 
tioned is  that  of  changing  the  Society’s  requirements 
to  meet  the  proposals  of  the  company. 

For  these  reasons  and  because  of  the  unsatisfac- 
tory level  of  all  negotiations  with  the  company 
and  its  representatives,  the  Board  was  impelled  to 
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report  adversely  on  the  company  to  the  House  of 
Delegates  in  1945.  That  report  was  approved  and 
published  in  the  May  1,  1945,  issue  of  the  New 
York  State  Journal  of  Medicine. 

Recently,  a local  agent  of  the  company  called 
upon  the  chairman  of  the  Board  in  an  effort  to  re- 
open negotiations  for  our  business.  During  the  con- 
versation it  was  learned  that  there  has  been  no 
change  in  the  company’s  position. 

Ordinarily,  insurance  companies  do  not  enter 
and  actively  solicit  a line  of  insurance  which  they 
have  every  reason  to  believe  will  return  them  a loss. 

. So,  when  a company  offers  to  write  at  a low  rate 
insurance  which  other  and  more  experienced  com- 
panies, uniformly,  have  found  unprofitable  at 
higher  rates,  insurance  buyers  would  do  well  to 
pause  and  wonder  why. 

In  this  case,  it  is  because  the  company  has  not 
had  enough  experience  to  learn  the  cost  of  malprac- 
tice losses  in  this  State?  If  so,  they  are  completely 
ignoring  the  well-known  experience  of  other  com- 
panies. 

Is  it  because  they  believe  that,  by  gaining  control 
of  our  business  and  bringing  about  the  dissolution 
of  our  Group  Plan,  they  can  handle  our  insurance 
with  a free  hand  and  insure  for  themselves  a sub- 
stantial profit?  Certainly,  the  only  way  they  could 
profit  from  our  business  is  by  making  a very  sub- 
stantial increase  in  their  present  rates. 

Is  it  because  they  believe  that  they  could  reduce 
loss  costs  by  refusing  to  insure  members  they  con- 
sider poor  risks?  If  so,  who  among  us  could  be  sure 
that  he  was  on  the  company’s  preferred  list  or  how 
long  he  would  stay  there? 

Is  it  because  they  believe  that,  by  having  com- 
plete control  of  legal  defense,  they  could  reduce  loss 
costs  by  denying  liability  whenever  a favorable 
opportunity  offered?  If  so,  is  there  any  member  of 
the  Society  who  would  willingly  face  the  possibility, 
when  sued,  of  finding  in  his  mail  one  morning  a letter 
from  the  company  disclaiming  liability  because  he 
failed  to  report  the  threat  of  a suit  made  during  a 
casual  conversation  with  his  patient  on  the  street? 
That  is  what  this  company  did  to  the  member  whose 
case  was  referred  to  in  Section  4 of  the  Board’s 
Annual  Report. 

Only  the  officers  of  the  company  know  the  answers 
to  these  questions,  but  the  fact  remains  that  they 
are  continuing  their  efforts  to  attract  to  themselves 
the  malpractice  insurance  of  members,  in  the  metro- 
politan area,  at  least,  at  rates  which  with  their  ad- 
vertised dividends  are  19  per  cent  less  than  the 
audited  and  proved  cost  of  losses  alone  as  experi- 
enced by  the  Group  Plan  of  the  Society.  Prudent 
members  will,  indeed,  wonder  why  and,  perhaps, 
ask  themselves  whether  they  can  experiment  with 
their  malpractice  insurance  protection  to  learn  the 
answer. 

To  some  members,  the  facts  reported  herein  may 
not  seem  important,  but  all  members  are  entitled  to 
have  this  information  in  their  possession  before 

) committing  themselves  to  any  decision  with  respect 
to  anything  so  important  in  their  professional  lives 
as  their  malpractice  insurance  and  defense. 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Malpractice  Insurance  and  Defense 
Board,  of  which  Dr.  Abraham  Koplowitz  is  chair- 
man. 

Section  SI . ( See  84) 

Rates  of  Doctors  in  United  Medical  Service 

Dr.  Benjamin  F.  Glasser,  Queens:  I have  a 
resolution  here  in  reference  to  the  United  Medical 
Service: 


“Whereas,  the  United  Medical  Service  oper- 
ates with  the  support  and  approval  of  the  medical 
profession;  and 

“Whereas,  the  United  Medical  Service  is 
underwritten  by  the  medical  profession;  and 
“Whereas,  under  the  underwriting  plan  the 
United  Medical  Service  can  never  be  financially 
embarrassed;  and 

“Whereas,  rates  for  a single  person  of  $1,500 
and  the  family  rate  of  $2,500  were  related  to  the 
workmen’s  compensation  rate;  and 

“Whereas,  Workmen’s  Compensation  rates 
have  now  proved  inadequate:  therefore  be  it 
“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  instruct  or  secure  the  dissociation  of 
compensation  rates  on  the  schedule  of  United 
Medical  Service.” 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Report  of  the  Council,  Part  VII, 
Medical  Care  Insurance,  of  which  Dr.  John  B. 
D’Albora  is  chairman. 

Section  32.  {See  168) 

Red  Cross  Blood  Donor  Service  Program 

Dr.  Andrew  A.  Eggston,  Westchester:  This  is  a 
resolution  from  the  Westchester  County  Medical 
Society  concerning  the  Red  Cross  Blood  Donor 
Service  Program: 

“Whereas,  the  National  Red  Cross  has  under- 
taken the  establishment  of  a nation-wide  Blood 
Donor  Service  Program,  the  basic  philosophy  of 
which  is  to  provide  free  blood  for  all,  and  which 
provides  in  some  areas  not  only  for  donor  service 
but  also  for  collection,  processing,  and  distributing 
blood  from  a centralized  bank;  and 

“Whereas,  free  service  for  all  economic  levels 
of  the  population  is  not  compatible  with  estab- 
lished patterns  of  American  life;  and 

“Whereas,  a centralized  blood  bank  service 
under  the  Red  Cross  may  tend  to  destroy  existing 
blood  banks  in  the  hospitals:  and 

“Whereas,  all  professional  and  technical  phases 
of  a blood  bank  program  should  be  under  the 
control  and  supervision  of  the  physicians  of  the 
community;  and 

“Whereas,  a permissive  program  adapted  to 
meet  local  needs  has  been  approved  in  West- 
chester County  in  full  cooperation  with  the  West- 
chester Chapter  of  the  American  Red  Cross,  now, 
therefore,  be  it 

“ Resolved , that  the  New  York  State  Medical 
Society  urge  county  societies  to  consider  the  es- 
tablishment of  a Red  Cross  Blood  Donor  Service 
Program  similar  to  that  proposed  for  Westchester 
which  provides: 

“1.  Red  Cross  Blood  Donor  Service, 

“2.  Free  Red  Cross  blood  for  the  medically 
indigent  who  are  unable  to  provide  replacement, 
“3.  The  continuation  of  existing  hospital 
blood  banks  and  encouraging  the  establishment 
of  banks  in  other  hospitals, 

“4.  Implementation  and  supplementation  of 
the  existing  blood  bank  services, 

“5.  All  professional  and  technical  control  and 
supervision  of  the  donor  service  program  vested 
in  a committee  of  physicians  appointed  by  the 
county  medical  society, 

“6.  And  general  coordination  of  the  program 
through  a committee  representing  the  Red  Cross, 
the  County  Hospital  Association,  and  the  county 
medical  society.” 

Speaker  Andresen:  That  is  referred  to  the 
Reference  Committee  on  Miscellaneous  Business 
A,  of  which  Dr.  Frederick  Williams  is  the  chairman. 
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I understand  that  Dr.  Harry  Aranow  has  a similar 
resolution  to  present.  Please  state  when  you  are 
presenting  your  resolutions  whether  they  come 
officially  from  your  county  society  or  whether  you 
are  presenting  them  as  individual  resolutions.  You 
are  entitled  to  make  individual  resolutions  as  well 
as  presenting  those  from  your  county  medical  society. 

Section  S3.  (See  168) 

American  Association  of  Blood  Banks 

Dr.  Harry  Aranow,  Councilor:  This  resolution 
has  been  brought  in  by  me  as  chairman  of  the  Com- 
mittee on  Medical  Practice: 

“Whereas,  transfusion  has  become  a very 
important,  essential,  and  life-saving  measure  in 
the  practice  of  medicine;  and 

“Whereas,  there  has  been  a feeling  in  the  medi- 
cal profession  that  the  control  and  collection  of 
blood  and  blood  elements  is  gradually  being  taken 
out  of  the  medical  profession;  and 

“Whereas,  there  has  been  an  organization 
formed  in  the  State  of  Texas  called  the  American 
Association  of  Blood  Banks  and  the  purposes  of 
this  organization  being: 

“1.  To  promote  and  foster  the  exchange  of 
ideas  and  materials  and  the  dissemination  of  in- 
formation relating  to  blood  banking  and  its  tech- 
nical methodology  by  education,  publicity,  and 
research,  , 

“2.  To  foster  and  plan  for  cooperation  in 
times  of  disaster, 

“3.  To  function  as  a clearing  house  on  ques- 
tions relating  to  the  training  of  personnel  common 
to  such  institutions, 

“4.  To  keep  currently  aware  of  and  encourage 
high  standards  of  service, 

“5.  And  to  promote  and  foster  and  aid  and 
encourage  the  extension  of  similar  services 
throughout  the  United  States  and  its  territories; 
therefore  be  it 

“Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  are  in 
favor  of  the  purposes  of  this  organization.” 
Speaker  Andresen:  Referred  also  to  the  Refer- 
ence Committee  on  Miscellaneous  Business  A,  of 
which  Dr.  Williams  is  the  chairman. 

Section  34-  ( See  144) 

State  Legislation  Qualifying  Title  “Dr.” 

Dr.  Frederick  A.  Wurzbach,  Jr.,  Bronx:  As 

a delegate  from  the  Bronx  County  Medical  Society, 
I have  been  instructed  to  introduce  the  following 
resolution : 

“Whereas,  in  the  healing  arts  it  has  been  tra- 
ditional in  America  to  associate  the  title  ‘Dr.’ 
with  Doctors  of  Medicine;  and 

“Whereas,  in  the  past  decade  others  than 
licensed  Doctors  of  Medicine  have  been  mislead- 
ing the  public  by  the  unqualified  use  of  the  title 
‘Dr.’  on  signs  and  stationery;  and 

“Whereas,  such  common  practice  is  deleterious 
to  the  health  of  the  public;  therefore  be  it 
“Resolved,  that  it  be  made  mandatory  by  State 
law  for  all  licensed  practitioners  of  medicine  and 
the  allied  healing  arts  to  append  to  their  names 
the  degree  which  is  recognized  by  license  together 
with  the  State  license  number;  and  be  it  further 
“ Resolved , that  the  House  of  Delegates  of  the 
New  York  State  IVJedical  Society  direct  the  Legis- 
lation Committee  to  draft  a bill  fulfilling  the  in- 
tent of  these  resolutions  and  introduce  it  for  en- 


actment into  law  at  the  next  session  of  the  New 
York  State  Legislature.” 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Report  of  Planning  Committee  for 
Medical  Policies,  of  which  Dr.  Thomas  M.  D’Angelo 
is  chairman. 

Section  35.  ( See  146) 

Creation  of  Junior  Membership  Classification  in 
County  Societies  and  State  Medical  Society  on 
Reduced  Assessment  Basis 

Dr.  Donald  R.  McKay,  Erie:  The  following 

resolution  is  presented  by  the  Medical  Society  of  the 
County  of  Erie: 

“Whereas,  there  is  a steadily  increasing  de- 
mand in  Erie  as  well  as  other  populous  counties  of 
New  York  State  for  fitting  recognition  by  county 
medical  societies  and  the  Medical  Society  of  the 
State  of  New  York  of  bona  fide  interns,  residents, 
and  assistant  residents  of  hospitals,  which  de- 
mand has  been  noted  with  high  interest;  and 

“Whereas,  the  medical  profession  feels  that  it 
has  an  obligation  to  these  active  practitioners  of 
the  future  to  accord  them  some  definite  status  in 
the  medical  profession,  believing  that  closer  asso- 
ciation of  interns,  residents,  and  assistants  with 
their  county  and  State  societies  would  enhance 
the  professional  prestige  of  these  elements  and 
likewise  enable  them  to  render  a measure  of  serv- 
ice to  medicine  which  denial  to  them  of  the 
privilege  of  membership  of  any  kind  in  their  pro- 
fessional groups  at  present  precludes;  now  there- 
fore be  it 

“Resolved,  that  the  Medical  Society  of  the 
State  of  New  York,  represented  at  this  duly  con- 
vened meeting  of  its  House  of  Delegates,  hereby 
places  itself  on  record  as  favoring  and  authorizing 
the  establishment  at  the  earliest  possible  date  of  a 
new  membership  classification  for  licensed  phy- 
sicians of  New  York  State  to  be  known  as  and  to 
be  termed  Junior  Membership  'in  county  medical 
societies  and  the  Medical  Society  of  the  State  of 
New  York,  to  which  classification  shall  be  eligible 
for  admission  at  an  annual  individual  fee  of  $5.00 
all  bona  fide  interns,  residents,  and  assistant  resi- 
dents in  hospitals  of  New  York  State,  such 
Junior  Membership  to  carry  with  it  participation 
in  and  protection  by  the  Group  Plan  Malpractice 
Insurance  Program  of  the  Medical  Society  of 
the  State  of  New  York,  but  not  entitling  such  Jun- 
ior Members  to  the  right  to  vote  or  hold  office,  or 
to  receive  the  New  York  State  Journal  of 
Medicine  or  the  Medical  Directory  of  the  State 
Medical  Society.” 

As  you  can  see  that  has  to  do  with  the  stimulation 
of  interest  in  the  county  and  State  societies.  We, 
ih  Erie  County,  believe  that  since  the  young  man 
graduating  from  medical  school  often  spends  quite 
a number  of  years  before  making  himself  eligible 
for  membership  in  a county  society  he  might  well 
have  his  interest  stimulated  by  what  we  have  pro- 
posed in  this  resolution. 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Report  of  the  Planning  Committee 
for  Medical  Policies,  of  which  Dr.  Thomas  M. 
D’Angelo  is  the  chairman. 

Section  36.  ( See  116) 

X-Ray  as  a Practice  in  Medicine 

Dr.  Aaron  Kottler,  Kings:  Mr.  Speaker,  these 
two  resolutions  I have  now  to  introduce  have  been 
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presented  to  this  body  last  year,  and  have  been  ap- 
proved by  this  body  last  year,  but  inasmuch  as  no 
favorable  action  has  been  obtained  on  these  resolu- 
tions the  Comitia  Minora  of  the  Kings  County 
Medieal  Society  has  instructed  me  to  reintroduce 
these  resolutions  again : 

“Whereas,  a bill  to  amend  Section  1250  of  the 
Education  Law  of  the  State  of  New  York  in  rela- 
tion to  practice  x-ray  diagnosis  and  treatment, 
and  treatment  by  radium  was  introduced  in  the 
1947  legislature,  which  bill  was  not  passed;  there- 
fore be  it 

“Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  request  that  a bill  be  intro- 
duced in  the  New  York  State  Legislature  in  1949 
as  follows: 

‘X-ray  diagnosis  means  that  method  of  medi- 
cal practice  in  which  demonstration  and  ex- 
amination of  the  normal  and  abnormal  struc- 
tures, parts  or  function  of  the  human  body  are 
made  by  use  of  x-rays,  and  any  person  who 
holds  himself  out  to  diagnose  or  able  to  make 
or  makes  any  interpretation  or  explanation  by 
word  of  mouth,  writing  or  otherwise,  of  the 
meaning  of  a fluoroscopic  or  registered  shadow 
or  shadows  of  any  part  of  the  human  body 
made  by  the  use  of  x-rays,  and  also  the  use  of 
x-rays  or  radium  for  the  treatment  of  any 
human  ailment,  shall  be  deemed  to  be  engaged 
in  the  practice  of  medicine  within  the  meaning 
of  this  article,  and  Section  1262  as  follows:  The 
provision  of  this  article  shall  be  deemed  to  pro- 
hibit the  practice  of  Xrray  diagnosis,  x-ray 
therapy,  or  radium  therapy,  as  defined  in  sub- 
division 7A  of  Section  1250  of  this  chapter,  by 
any  person  other  than  a person  licensed  as  a 
physician,  a dentist,  an  osteopath,  or  a 
podiatrist.’ 

Be  it  further 

“Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  actively  work  for  the  passage 
of  this  bill  in  the  Legislature  during  the  year  of 
1949.” 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Report  of  the  Council,  Part  IX,  deal- 
ing with  Legislation,  of  which  Dr.  Andrew  A.  Eggs- 
ton  is  chairman. 

Section  37.  {See  115) 

Partnership  and  Group  Practice 

Dr.  Aaron  Kottler,  Kings:  This  resolution 
has  also  been  approved  by  the  Comitia  Minora  of 
the  Kings  County  Medical  Society,  and  I have  been 
instructed  to  present  it  to  you  at  this  time: 

“Whereas,  the  New  York  State  Legislature 
enacted  Senate  Introductory  740  Printing  2142  in 
the  1947  Legislature  which  is  now  a chapter  of  the 
laws  of  1947  of  the  State  of  New  York;  and 
“Whereas,  said  law  amends  the  Education 
Law  in  relation  to  the  practice  of  medicine  by 
physicians  as  partners  and  permits  the  pooling  of 
fees  and  monies  for  medical  services  by  the  mem- 
bers of  the  partnership  or  group  and  employes  of 
such  partnerships  or  groups;  and 

“Whereas,  said  bill  does  not  specify  or  limit 
the  number  of  partnerships  or  groups  to  which  an 
individual  physician  may  belong;  and 

“Whereas,  under  the  present  bill,  a physician 
might  be  a member  of  more  than  one  group  and 
use  this  as  a subterfuge  for  the  division  of  fees, 
and  also  create  a situation  where  said  member  of 
more  than  one  partnership  might  be  tempted  to 


render  services  for  less  than  the  agreed  fee  among 
the  group;  and 

“Whereas,  said  bill  permits  a division  of  the 
fees  with  an  employe  who  does  not  necessarily  have 
• to  be  a physician  under  the  terms  of  the  bill;  there- 
fore be  it 

“Resolved,  that  we  request  that  legislation 
be  introduced  in  the  1949  session  of  the  New 
York  State  Legislature  amending  the  recently 
enacted  law  concerning  group  practice  or  partner- 
ship, and  incorporating  therein  provisions  or 
amendments  to  correct  the  foregoing  objections.” 
Speaker  Andresen:  Also  referred  to  the  Refer- 
ence Committee  on  Report  of  the  Council,  Part 
IX,  dealing  with  Legislation,  of  which  Dr.  Andrew 
A.  Eggston  is  chairman. 

Section  38.  {See  108) 

Change  in  Constitution  of  American  Medical  Asso- 
ciation in  Regard  to  Acceptance  for  Membership 
of  Doctors  in  County  Medical  Society  Irrespective 
of  Race,  Color,  or  Creed 

Dr.  Samuel  Bennett  Burk,  New  York:  This 
resolution  is  brought  forth  by  direction  of  the 
Medical  Society  of  the  County  of  New  York,  and  it 
relates  to  a change  in  the  Constitution  of  the 
American  Medical  Association  concerning  acceptance 
for  membership  of  doctors  in  county  medical 
societies  irrespective  of  race,  color,  or  creed: 

“Whereas,  some  county  medical  societies  in 
various  parts  of  the  United  States  exclude  from 
their  membership  physicians  of  certain  races,  re- 
gardless of  their  professional  ability  or  ethical 
standing;  and 

“Whereas,  physicians  so  excluded  from  county 
societies  are  thereby  excluded  from  membership 
or  fellowship  in  the  American  Medical  Association; 
and 

“Whereas,  physicians  excluded  from  member- 
ship in  the  American  Medical  Association  are  for 
that  reason  denied  the  right  to  apply  for  mem- 
bership in  other  national  professional  societies 
where  membership  in  the  American  Medical  Asso- 
ciation is  a prerequisite;  and 

“Whereas,  these  physicians  are  thereby  re- 
strained in  the  legitimate  pursuit  and  furtherance 
of  their  professional  activities;  and 

“Whereas,  this  exclusion  of  physicians  on  the 
basis  of  race  constitutes  an  affront  to  our  col- 
leagues, a degradation  of  the  honored  traditions 
of  our  profession,  and  a violation  of  our  American 
democratic  ideal;  therefore  be  it 

“ Resolved , that  Article  4 of  the  Constitution  of 
the  American  Medical  Association  be  amended 
in  the  following  manner:  The  present  Article 

shall  be  Section  1 of  the  new  Article  4 and  the 
following  paragraph  shall  be  added  as  Section  2 of 
Article  4: 

‘No  component  society  of  the  American  Med- 
ical Association  shall  exclude  any  qualified 
physician  from  its  membership  by  reason  of 
race,  creed,  or  color’; 
and  further  be  it 

“ Resolved , that  this  proposed  amendment  shall 
be  introduced  at  the  annual  meeting  of  t he  House 
of  Delegates  of  the  American  Medical  Association 
to  be  held  in  1948.” 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Miscellaneous  Business  B,  of  which 
Dr.  William  B.  Rawls  is  chairman. 

Dr.  Burk:  It  so  happens  that  Dr.  Rawls  is  our 
l’resident-Elect  and  will  assume  office  as  Presidents 
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of  the  Medical  Society  of  the  County  of  New  York 
soon.  I,  therefore,  wonder  about  the  proposed 
resolution  being  submitted  to  his  reference  com- 
mittee, but  I bow  to  your  judgment,  sir. 

Speaker  Andresen:  I don’t  see  why  that 
should  make  any  difference!. 

Dr.  Frederick  Williams,  Bronx:  After  all  he 
is  only  one  member  of  the  committee. 

Speaker  Andresen:  I think  he  would  be  par- 
ticularly good  for  it. 

Dr.  Burk:  The  only  question  I had  in  mind  was 
that  he  might  be  biased  in  our  direction. 

Speaker  Andresen:  I don’t  believe  so.  I will 
leave  it  where  it  is.  It  has  been  referred  to  Refer- 
ence Committee  on  Miscellaneous  Business  B. 

Section  39.  (See  145) 

United  States  Participation  in  the  World  Health 
Organization 

Dr.  Reginald  A.  Higgons,  Westchester:  This 
resolution  is  offered  by  the  Westchester  County 
Medical  Society: 

“Whereas,  the  World  Health  Organization  was 
created  under  the  auspices  of  the  United  States 
to  meet  medical  and  health  problems  on  an  inter- 
national scale;  and 

“Whereas,  with  present  day  means  of  trans- 
portation, diseases  or  epidemics  in  one  part  of  the 
world  are  a menace  to  all  other  parts;  and 

“Whereas,  the  bill  to  provide  United  States 
participation  in  the  World  Health  Organization 
was  passed  by  the  Senate  (S.J.  Res.  98)  last  July, 
and  reported  favorably  by  the  House  Foreign 
Affairs  Committee  (H.J.  Res.  161);  and 

“Whereas,  on  March  12,  by  a vote  of  5 to  2, 
the  House  Rules  Committee  decided  not  to  bring 
this  bill  before  the  House  for  action;  and 

“Whereas,  this  bill  is  still  withheld  by  the 
House  Rules  Committee;  and 

“Whereas,  prompt  action  must  be  taken  if  the 
United  States  is  to  participate  in  the  first  as- 
sembly of  the  World  Health  Organization  to  be 
held  in  Geneva  during  June;  now  therefore  be  it 
“ Resolved , that  the  House  Rules  Committee 
be  petitioned  by  the  Medical  Society  of  the  State 
of  New  York  to  present  this  bill  for  a vote  by  the 
House  of  Representatives  in  order  that  the  leader- 
ship of  American  Medicine  and  Public  Health 
may  have  its  rightful  voice  in  dealing  with  inter- 
national health  problems.” 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Report  of  the  Planning  Committee 
for  Medical  Policies,  of  which  Dr.  Thomas  M. 
D’Angelo  is  chairman. 

Section  40.  (See  73) 

Changing  Chest  Session  to  Section 

Dr.  A.  F.  Gaffney,  Oneida:  The  Medical  So- 
ciety of  the  County  of  Oneida  at  its  regular  meeting 
at  Broadacres  Sanatorium  on  Tuesday,  April  13, 
1948,  instructed  its  delegates  to  present  the  follow- 
ing resolution  to  the  House  of  Delegates  of  the  Medi- 
cal Society  of  the  State  of  New  k ork  at  its  annual 
meeting  in  New  York  City  in  May,  1948: 

“Whereas,  interest  in  chest  diseases  is  great, 
as  evidenced  by  large  attendance  at  programs  of 
the  Session  on  Chest  Diseases;  and 

"Whereas,  great  advances  are  currently  being 
made  in  the  diagnosis  and  treatment  of  chest 
diseases;  and 

“Whereas,  more  program  time  is  required  to 


present  adequately  these  advances  to  the  pro- 
fession; therefore  be  it 

“Resolved,  that  the  Session  on  Chest  Diseases 
be  made  a Section  on  Chest  Diseases.” 

Speaker  Andresen:  This  suggestion  has  already 
been  made  by  one  of  the  reports,  the  Report  of  the 
Secretary;  therefore,  this  is  referred  to  the  Reference 
Committee  on  Reports  of  the  Secretary,  Censors, 
and  District  Branches,  of  which  Dr.  Leo  F.  Schiff  is 
chairman. 

Section  41.  (See  114) 

Legislative  Committee  Activities 

Dr.  H.  J.  Knickerbocker,  Ontario:  This  is  not 
a resolution  from  Ontario  County;  it  is  presented 
personally: 

“Whereas,  in  addition  to  other  expenses,  bills 
for  which  did  not  pass  through  the  office  of  the 
Executive  Officer,  Dr.  Robert  R.  Hannon,  it  cost 
the  State  Society  $734.32  in  1946,  $771.96  in 
1947,  and  $918.50  in  1948  to  conduct  the  annual 
conference  on  County  Legislative  Chairmen, 
thus  making  the  1948  conference  cost  well  over 
$1,000;  and 

“Whereas,  the  report  of  the  Treasurer  and 
Trustees  indicates  that  unless  we  administer  our 
available  income  on  a more  stringent  basis  there 
will  again  result  a deficit;  and 

“Whereas,  while  these  conferences  are  inter- 
esting, instructive,  enjoyable  and  a definite  social 
success,  they  do  not  accomplish  the  purposes  for 
which  they  were  designed  due  to  the  apathy  and 
negligence  of  the  County  Legislative  Committee; 
and 

“Whereas,  reports  read  at  the  1948  conference 
prove  this  to  be  a fact;  and 

“Whereas,  unless  these  County  Legislative 
Committees  wake  up,  take  their  assigned  duties 
seriouslv,  and  wholeheartedly  support  the  Legis- 
lative Committee  of  the  State  Society  and  the 
Executive  Officer,  Dr.  Robert  R.  Hannon,  their 
efforts  in  our  behalf  are  bound  to  failure;  and 
“Whereas,  this  resolution  is  not  to  be  con- 
sidered as  any  reflection  or  criticism  of  the  State 
Society’s  Legislative  Committee  or  Executive 
Officer,  Dr.  Robert  R.  Hannon;  and 

“Whereas,  it  would  seem  to  be  within  the  prov- 
ince of  some  executive  division  of  the  Society  to 
institute  such  changes  as  may  be  indicated  to  the 
' end  that  the  component  county  societies  will 
become  an  active  integral  part  of  the  legislative 
program;  therefore  be  it 

“ Resolved , that  this  matter  be  referred  to  the 
Council  for  consideration  and  institution  of 
such  measures  as  will  make  our  legislative  pro- 
gram an  outstanding  success.” 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Report  of  the  Council,  Part  IX,  Legis- . 
lation,  of  which  Dr.  Andrew  A.  Eggston  is  chairman. 

Section 42.  (See  113) 

Amendment  of  Hospital  Lien  Law  to  Include  Phy- 
sicians’ and  Surgeons’  Bills 

Dr.  Donald  Malven,  Dutchess:  This  is  a resolu- 
tion which  has  to  do  with  the  amendment  of  the 
hospital  lien  law  to  include  physicians’  and  sur- 
geons’ bills,  and  which  I have  been  instructed  to 
present  by  the  Dutchess  County  Medical  Society, 
which  I represent: 

“Whereas,  it  is  well  known  that  physicians 
and  surgeons  treating  automobile  accident  cases 
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are  unable,  in  many  instances,  to  collect  the  pay- 
ment due  them  for  their  services  because  the  pa- 
tient goes  to  his  home  in  some  distant  community 
as  soon  as  he  is  able  to  be  moved,  and  settlement 
of  his  claim  is  often  made  without  the  physician 
being  aware,  so  that  the  aforesaid  physicians  and 
surgeons  lose  considerable  sums  of  money  with 
no  redress;  and 

“Whereas,  the  hospitals  in  which  these  cases 
ane  treated  are  protected  by  Section  189  of  the 
Lien  Law;  be  it 

“Resolved,  that  the  1949  session  of  the  New 
York  State  Legislature  be  requested  to  amend 
Section  189  of  the  Lien  Law  to  include  the  bills 
of  physicians  and  surgeons  for  services  rendered 
in  the  same  cases  as  enumerated  in  said  Section 
189  of  the  Lien  Law.” 

Speaker  Andresen:  That  is  referred  to  the 
Reference  Committee  on  Report  of  the  Council, 
Part  IX,  Legislation,  of  which  Dr.  Andrew  A.  Egg- 
ston  is  chairman. 

At  this  point  Dr.  Edward  P.  Flood,  on  behalf  of 
the  Bronx  County  Medical  Society,  introduced  a 
resolution  dealing  with  Action  of  Council  on  House 
of  Delegates’  Directives,  which  was  referred  to  the 
Reference  Committee  on  Report  of  the  Council, 
Part  IX,  but  which  subsequently  on  motion  was 
ordered  to  be  physically  deleted  from  the  record, 
together  with  the  discussion  thereon. 

Section  43.  ( See  119 ) 

Diversion  of  Federal  Funds  for  Pediatric  Under- 
graduate, Graduate,  and  Postgraduate  Education 

Dr.  William  J.  Orr,  Eighth  District  Branch:  I 
have  been  asked  by  the  American  Academy  of 
Pediatrics  to  submit  this  resolution  to  the  Medical 
Society  of  the  State  of  New  York  for  their  considera- 
tion and  support.  It  pertains  to  pediatric  educa- 
tion, and  it  is  relative  to  a bill  which  is  to  be  intro- 
duced in  Congress  by  the  Academy  asking  for  a di- 
version of  funds  from  Federal  channels  into  a com- 
mission made  up  of  nine  pediatricians  who  are  in 
private  practice,  which  funds  are  to  be  used  for  the 
furtherance  of  pediatric  education  at  an  under- 
graduate, graduate,  and  postgraduate  level  and  also 
in  hospitals: 

“Whereas,  the  American  Academy  of  Pediat- 
rics has  now  concluded  a complete  two  and  one- 
half  year  survey  of  pediatric  education  in  all  of 
the  approved  medical  schools  and  the  pediatric 
departments  of  all  hospitals  and  of  all  other  child 
health  services,  including  the  care  rendered  by 
private  physicians,  state  by  state  and  county  by 
county  throughout  the  United  States; 

“Whereas,  this  survey  places  the  American 
Academy  of  Pediatrics  in  a unique  position  of 
knowing  the  facts  related  to  the  needs  of  child 
health  services; 

“Whereas,  the  Executive  Board  of  the  Ameri- 
can Academy  of  Pediatrics  has  come  to  the  con- 
clusion that  the  first  and  most  fruitful  approach 
toward  a national  program  for  the  improvement 
of  child  health  must  be  predicated  upon  increas- 
ing and  strengthening  the  teaching  of  pediatrics 
at  the  undergraduate,  graduate,  and  postgraduate 
levels  for  general  practitioners  and  pediatricians; 

“Whereas,  a program  for  strengthening  pedi- 
atric education  will  increase  teaching  budgets  of 
medical  schools  and  pediatric  departments  of 
hospitals,  which  even  now  do  not  have  adequate 
financial  support; 

“Whereas,  the  Executive  Board  of  the  Ameri- 


can Academy  of  Pediatrics,  after  due  deliberation 
as  to  the  availability  of  possible  private  sources  of 
revenue,  has  taken  under  consideration  the  use 
of  Federal  funds  to  assist  these  schools  and  hos- 
pitals in  a program  designed  to  further  pediatric 
education; 

“Whereas,  to  this  proposal  for  Federal  funds 
has  been  added  the  requisite  that  such  funds  be 
allotted  according  to  tne  judgment  of  nine  rep- 
resentative pediatricians  and  without  interfer- 
ence with  the  policies  or  internal  affairs  of  the 
institutions  concerned; 

“Whereas,  the  Executive  Board  of  the  Ameri- 
can Academy  of  Pediatrics  proposes  to  submit  to 
the  Congress  a constructive  program  for  child 
welfare  based  upon  the  findings  of  its  survey 
having  thus  gathered  together  the  pertinent  facts 
pertaihing  to  child  care  and  pediatric  education; 
therefore  be  it 

“Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  approve 
the  recommendation  of  the  Executive  Board 
of  the  American  Academy  of  Pediatrics  that 
Federal  grants,  such  as  are  now  available  in  other 
fields  of  medicine,  be  provided  for  training  in  the 
medical  care  and  health  supervision  of  children; 

“Resolved  further  that  this  resolution  be  intro- 
duced at  the  meeting  of  the  House  of  Delegates 
of  the  American  Medical  Association  in  June, 
1948.” 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Report  of  the  Council,  Part  II,  Mater- 
nal and  Child  Welfare,  of  which  Dr.  Thurman  B. 
Givan  is  chairman. 

Section  44-  (See  131) 

Publication  of  Articles  on  the  Subject  of  Medicine 

Dr.  Stanley  B.  Folts,  Seneca:  This  is  a resolu- 
tion from  the  Seneca  County  Medical  Society: 

“ Be  it  Resolved  by  the  Seneca  County  Medical 
Society,  Inc.,  assembled  that  the  resolution 
adopted  by  the  House  of  Delegates  of  the  New 
York  State  Medical  Society  at  its  1947  conven- 
tion, which  directs  all  members  to  seek  official 
approval  of  the  Society  for  the  publication  of  any 
article  on  the  subject  of  medicine  written  by  a 
member  of  the  Society  for  the  lay  press,  is  hereby 
deemed  a forthright  violation  of  the  basic  prin- 
ciples of  free  speech  and  freedom  of  the  press  as 
guaranteed  by  the  United  States  Constitution; 

“Be  it  further  resolved,  that  the  Seneca  County 
Medical  Society,  Inc.,  authorize  its  delegate  to 
petition  the  House  of  Delegates  of  the  State 
Medical  Society  at  the  1948  assembly  to  revoke  the 
aforementioned  resolution; 

“Be  it  further  resolved,  that  the  House  of  Dele- 
gates of  the  State  Medical  Society  be  further 
petitioned  to  expend  its  energy  in  the  matter  of 
censoring  publications  in  the  direction  of  those 
individuals  who  write  pseudoscientific  papers 
which  are  misleading  or  contrary  to  established 
scientific  truths  or  whose  articles  are  dedicated  to 
the  purpose  of  tearing  down  the  traditions  and 
the  high  standards  of  our  profession.” 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Report  of  the  Council,  Part  XI, 
Publication  and  Public  Relations,  of  which  Dr. 
Theodore  J.  Curphey  is  chairman. 

Section  45.  (See  88) 

Enlargement  of  Council  Committee  on  Workmen’s 
Compensation 
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' Dr.  Joseph  C.  O’Gorman,  Erie:  This  first  resolu- 
tion pertains  to  the  enlargement  of  the  Council 
Committee  on  Workmen’s  Compensation  of  the 
Medical  Society  of  the  State  of  New  York  and  geo- 
graphic representation  thereon.  We  hope,  if  this 
resolution  is  passed,  that  the  Workmen’s  Compen- 
sation Committee  will  consist  of  representatives 
chosen  by  each  district  branch.  As  I say,  that  is 
our  hope.  This  is  from  the  Medical  Society  of  the 
County  of  Erie,  but  at  the  last  meeting  of  the 
Eighth  District  Branch  of  Workmen’s  Compensa- 
tion Committee  chairmen,  the  principle  of  this 
resolution  was  recommended,  and  it  was  instructed 
that  it  be  presented  to  the  State  Society: 

“Whereas,  the  Constitution  of  the  Medical 
Society  of  the  State  of  New  York  limits  the  mem- 
bership of  the  Council  Committee  on  Woukmen’s 
Compensation  to  three;  and 

“Whereas,  there  exists  a definite  need  for  en- 
largement of  this  Committee  so  as  to  give  it 
wider  geographic  representation;  now  therefore 
be  it 

“Resolved,  that  the  Constitution  of  the  Medical 
Society  of  the  State  of  New  York  be  amended  by 
inserting  in  Article  IV,  Section  10,  thereof,  after 
the  sentence  beginning  with  ‘The  membership 
of  Committees’  and  ending  with  ‘of  the  By-laws’ 
the  words  ‘and  the  Committee  on  Workmen’s 
Compensation  (k)  Chapter  IV,  Section  IV,  Sec- 
tion 9 of  the  By-laws.’  ” 

There  are  some  committees  under  the  bylaws 
that  may  have  more  than  three,  so  we  offer  this  res- 
olution as  an  amendment  to  the  Constitution. 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Constitution  and  Bylaws,  of  which 
Dr.  Peter  J.  Di  Natale,  of  Genesee,  is  chairman. 

Section  46.  ( See  160) 

Creation  by  the  Medical  Society  of  the  State  of 
New  York  of  a Special  Committee  on  the  Problems 
of  Alcoholism 

Dr.  Joseph  C.  O’Gorman,  Erie:  Alcoholics 
Anonymous  is  quite  a thing  in  Erie  County,  and  the 
County  Society  has  gone  out  wholeheartedly  in  back 
of  it.  It  was  felt  that  it  was  work  that  was  badly 
needed  throughout  the  State: 

“Whereas,  individuals  manifesting  the  com- 
plex symptoms  of  alcoholism  and  compulsive 
drinking  are  sick  persons  in  need  of  enlightened, 
sympathetic,  and  effective  medical  care,  alcohol- 
ism being  a disease  to  be  dealt  with  as  such;  and 

“Whereas,  the  broad  question  of  the  preven- 
tion and  treatment  of  chronic  alcoholism  is  a 
matter  of  immediate  and  deep  concern  to  the 
medical  profession  of  every  community  of  the 
State  of  New  York,  the  medical  profession  being 
conscious  of  its  obligation  to  assist  in  reducing 
the  incidence  of  chronic  alcoholism,  in  providing 
adequate  facilities  for  medical  and  institutional 
care  and  rehabilitation  of  these  sufferers,  and  in 
re-establishing  the  chronic  alcoholic,  both  socially 
and  economically;  and 

“Whereas,  there  exists  widespread  demand 
among  members  of  the  medical  profession  of  New 
York  State  that  the  Medical  Society  of  the  State 
of  New  York  assume  the  leadership  in  develop- 
ing within  medicine’s  ranks  a well-balanced  pro- 
gram— preventive,  therapeutic,  and  rehabilita- 
tive— and,  furthermore,  in  stimulating  increased 
interest  in  this  vital  problem  by  all  component 
county  societies;  now,  therefore,  be  it 


“Resolved,  that  the  Medical  Society  of  the 
State  of  New  York,  represented  in  this  duly  con- 
vened annual  meeting  of  its  House  of  Delegates, 
hereby  places  itself  on  record  as  strongly  favoring, 
approving,  and  requesting  that  there  be  estab- 
lished at  the  earliest  possible  date,  through  ap- 
pointive action  by  the  President  of  such  State 
Society,  a Special  Committee  on  the  Problems 
of  Alcohol,  such  Special  Committee  to  be  repre- 
sentative geographically  of  all  populous  sections 
of  the  State;  and  be  it  further 

“ Resolved , that  the  Medical  Society  of  the 
State  of  New  York,  through  the  agency  of  the 
proposed  Special  Committee  on  the  Problems  of 
Alcohol,  or  the  Council  of  the  State  Society,  ur- 
gently request  each  component  county  medical 
society  in  the  State  to  appoint  a local  Special 
Committee  on  the  Problems  of  Alcohol  to  func- 
tion actively  in  association  with  its  work  in  the 
field  of  public  health.” 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Report  of  the  Council,  Part  V,  of 
which  Dr.  Philip  L.  Forster  is  chairman. 

Section  47 

Announcement  Re  Meetings  of  Reference  Com- 
mittees 

Speaker  Andresen:  I would  like  to  make  an 
announcement  about  the  ten  committees  that  will 
meet  in  the  Headquarters  Room  and  the  ten  that 
will  meet  in  Penn  Top  North  on  this  floor. 

The  following  committees  will  meet  in  the  Penn 
Top  North,  18th  Floor: 

President 

Secretary,  Censors,  and  District  Branches 
Treasurer  and  Trustees 
Planning  Committee  for  Medical  Policies 
Malpractice  Insurance  and  Defense  Board 
Report  of  Legal  Counsel 
Constitution  and  Bylaws 
Council — Part  I 

Postgraduate  Education 
Council — Part  II 

Maternal  and  Child  Welfare 
Council — Part  III 

Public  Health  Activities  A 
Council — Part  IV 
Public  Health  Activities  B 
The  following  will  meet  in  the  Headquarters 
Room  on  the  18th  floor: 

Council — Part  V 

Public  Health  Activities  C 
Council — -Part  VI 

Economics,  Public  Medical  Care,  Medical 
Service,  Joint  Committee  of  the  Hospital 
Association  and  the  Medical  Society  of  the 
State  of  New  York 
Council— Part  VII 

Medical  Care  Insurance 
Council — -Part  VIII 

Liaison  with  Veterans  Administration 
War  Memorial 
Council — Part  IX 
Legislation 
Council — Part  X 

Workmen’s  Compensation 
Council — Part  XI 
Publication 
Public  Relations 
Council — Part  XII 

Miscellaneous:  Conventions,  Medical  Li 

censure,  Nursing,  Woman’s  Auxiliary, -Office 
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Administration  and  Policies,  Ethics,  Memo- 
rials 

Miscellaneous  Business  A 
Miscellaneous  Business  B 
I would  request  the  chairmen  of  the  Reference 
Committees  to  write  down  as  soon  as  possible  the 
time  when  they  are  going  to  meet.  Please  put  it  on 
the  blackboards  that  have  been  provided.  It  is  very 
important  that  everybody  should  know  when  and 
where  the  committees  are  going  to  meet. 

Section  48.  (See  24)  * . 

Advertising  in  the  New  York  State  Journal  of  Medi- 
cine 

Dr.  George  W.  Kosmak,  Editor:  Although  not 
a member  of  this  House,  I would  like  the  privilege  of 
saying  just  a few  words  with  reference  to  the  sup- 
plementary reports  which  have  been  circulated  by 
the  Publication  Committee. 

We  hope  that  you  will  give  your  careful  attention 
to  the  contents  of  these  reports,  especially  in  view 
of  the  criticism  which  has  been  made  by  the  Presi- 
dent of  the  Society. 

We  were  stimulated  to  make  the  one  supplemen- 
tary report  by  the  tirade  which  was  contained  in  an 
editorial  published  in  the  Journal  of  the  American 
Medical  Association,  because  we  felt  that,  this  was  a 
matter  which  could  not  go  unanswered.  Therefore, 

I would  call  your  particular  attention  to  the  facts 
contained  in  our  report. 

I also  want  to  say  that  the  decision  as  to  the  ad- 
mission of  any  pharmaceutic  or  other  product  in 
our  advertising  columns  depends  entirely  on  the 
medical  members  of  the  Publication  Committee. 

I also  want  to  call  your  attention  to  the  Supple- 
mentary Report  dealing  with  the  finances  for  which 
j the  Publication  Committee  is  responsible.  We 
have  endeavored  to  demonstrate  to  you  why  costs 
have  increased  to  this  remarkable  degree,  especially 
in  the  last  two  years. 

Thank  you! 

Section  49.  (See  108) 

Amendment  to  Article  3,  Constitution  of  the  Ameri- 
can Medical  Association 

Dr.  J.  Lewis  Amster,  Bronx:  Mr.  Speaker  and 
members  of  the  House,  as  a delegate  from  the 
Bronx  County  Medical  Society,  I have  been  in- 
structed to  introduce  the  following  resolution  which 
deals  with  an  amendment  to  Article  3 of  the  Con- 
stitution of  the  American  Medical  Association : 

“Whereas,  some  county  medical  societies  in 
various  parts  of  the  United  States  exclude  from 
their  membership  physicians  of  certain  races, 
regardless  of  their  professiohal  ability  or  ethical 
standing;  and 

“Whereas,  physicians  so  excluded  from  county 
societies  are  thereby  excluded  from  membership 
or  fellowship  in  the  American  Medical  Association; 
and 

“Whereas,  physicians  excluded  from  member- 

Sship  in  the  American  Medical  Association  are  for 
that  reason  denied  the  right  to  apply  for  member- 
ship in  other  national  professional  societies  where 
membership  in  the  American  Medical  Association 
is  a prerequisite;  and 

“Whereas,  these  physicians  are  thereby  re- 
strained in  the  legitimate  pursuit  and  furtherance 
of  their  professional  activities;  and 

“Whereas,  this  exclusion  of  physicians  on  the 
basis  of  race  constitutes  an  affront  to  our  col- 


leagues, a degradation  of  the  honored  tradition 
of  our  profession,  and  a violation  of  our  American 
democratic  ideals;  therefore  be  it 

“Resolved,  that  Article  3 of  the  Constitution 
of  the  American  Medical  Association  be  amended 
to  read : 

‘No  constituent  association  shall  exclude 
from  membership,  any  physician  for  other  than 
professional  or  ethical  reasons;’ 
and  be  it  further 

“ Resolved , that  the  Delegates  of  the  Medical 
Society  of  the  County  of  Bronx  are  hereby  in- 
structed to  introduce  this  proposed  amendment 
at  the  annual  meeting  of  the  House  of  Delegates 
of  the  Medical  Society  of  the  State  of  New  York, 
to  be  held  in  1948,  to  the  end  that  this  proposed 
amendment  shall  be  introduced  at  the  annual 
meeting  of  the  House  of  Delegates  of  the  Ameri- 
can Medical  Association  to  be  held  in  1948.” 
Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Miscellaneous  Business  B,  of  which 
Dr.  William  B.  Rawls  is  chairman. 

Section  50.  (See  100) 

Salary  Scales  for  Public  Health  Physicians  in  the 
New  York  State  Department  of  Health 

Dr.  Henry  E.  McGarvey,  Westchester:  This 
resolutioh  is  presented  by  the  Medical  Society  of  the 
County  of  Westchester  and  pertains  to  Salary  Scales 
for  Public  Health  Physicians  in  the  New  York  State 
Department  of  Health: 

“Whereas,  the  health  and  welfare  of  the  State 
of  New  York  are  dependent  in  many  ways  upon 
the  satisfactory  operation  and  performance  of 
services  provided  through  the  New  York  State 
Department  of  Health ; and 

“Whereas,  upon  investigation  it  is  evident 
that  these  services  are  suffering  from  a lack  of 
essential  medical  personnel;  and 
, “Whereas,  the  Commissioner  of  Health  is 
handicapped  in  making  replacements  of  highly 
important  specialists  because  of  inadequate  salary 
scales;  and 

“Whereas,  present  available  salaries  for  public 
health  and  laboratory  physicians  in  the  State 
Department  of  Health  are  not  commensurate 
with  incomes  earned  by  physicians  of  like  experi- 
ence and  training;  and 

“Whereas,  48  out  of  96  full-time  medical  posi- 
tions in  the  State  Department  of  Health  remain 
unfilled  as  a result  of  the  low  salary  scales  now  in 
effect;  and 

“Whereas,  important  public  health  programs 
and  necessary  research  cannot  be  carried  on  be- 
cause of  these  conditions;  and 

“Whereas,  these  deficiencies  threaten  the 
health  and  welfare  of  the  people  of  New  York 
State;  now,  therefore,  be  it 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  respectfully  petition  the  Governor 
of  New  York  to  take  prompt  action  to  rectify  this 
situation  by  means  of : 

“1.  Upward  salary  scale  revision, 

“2.  The  delegation  of  greater  latitude  to  the 
Commissioner  of  Health  to  permit  recruitment 
of  personnel  above  salary  scale  minimums,  and 
“3.  The  simplification  of  Civil  Service  re- 
cruitment procedures  as  they  pertain  to  medical 
personnel.” 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Report  of  the  Council,  Part  III,  of 
which  Dr.  Harry  Golembe  is  the  chairman. 
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Section  51.  (See  161) 

Study  of  Alcoholism  Problem  by  State  Department 
of  Health 

Dr.  Arthur  F.  Glaeser,  Erie:  I have  been  re- 
quested to  present  this  resolution  from  the  Medical 
Society  of  the  County  of  Erie,  which  deals  with  a 
study  of  the  alcoholism  problem  by  the  State  De- 
partment of  Health : 

“Whereas,  alcoholism  is  an  illness  of  individ- 
ual and  public  concern;  and 

“Whereas,  the  estimated  number  of  excessive 
drinkers  in  New  York  State  is  about  283,000  of 
whom  70,000  are  chronic  alcoholics,  and  the 
amount  of  suffering  on  the  part  of  the  patients 
and  their  dependents  as  a result  of  alcoholism  is 
tremendous;  and 

“Whereas,  the  alcoholic  is  a sick  person  who 
often  wants  to  be  helped,  but  all  of  the  causes  of 
this  illness  are  not  known;  and 

“Whereas,  medical  facilities  for  the  care  and 
treatment  of  the  alcoholic  patient  are  woefully 
inadequate;  and 

“Whereas,  the  amount  of  money  spent  by 
government  agencies  .in  the  ineffectual  method  of 
handling  the  alcoholic  through  prisons  and  peiai- 
tentiaries,  plus  the  amount  spent  for  taking  care 
of  the  dependents  of  these  individuals,  .is  con- 
siderable; now  therefore  be  it 

'‘Resolved,  that  the  Governor  and  the  Legisla- 
ture of  New  York  State  be  petitioned  and  urged 
to  direct  and  authorize  the  State  Department  of 
Health,  which  is  charged  by  the  Public  Health 
Law  with  safeguarding  the  health  and  life  of  the 
people  of  the  State,  to  study  the  problem  of  the 
prevention  and  alleviation  of  alcoholism,  and  to 
devise  methods  and  programs  for  the  treatment 
and  rehabilitation  of  chronic  alcoholics,  the  De- 
partment to  be  provided  with  an  adequate  ap- 
propriation for  this  project;  and,  furthermore, 
that  copies  of  this  resolution  be  transmitted  to* 
the  officials  concerned  for  their  favorable  action.” 
Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Report  of  the  Council,  Part  V,  of 
which  Dr.  Philip  L.  Forster  is  chairman. 

I fear  that  Erie  County  is  going  to  get  a bad  repu- 
tation. It  is  going  to  be  known  as  the  “alcoholic 
county.”  (Laughter)  We  have  had  two  resolu- 
tions on  that  subject  from  that  County  Society 
today. 

Section  52.  (See  81 ) 

Specialty  Boards 

Dr.  Anthony  C.  Galluccio,  Bronx:  As  a dele- 
gate from  the  Bronx  County  Medical  Society  I have 
been  instructed  to  introduce  the  following  resolution 
on  Specialty  Boards: 

“Whereas,  it  has  always  been  the  admitted 
aim  of  the  American  Medical  Association  to  en- 
courage hospital  affiliations  for  all  physicians;  and 
“Whereas,  many  hospitals  are  taking  restric- 
tive measures  with  respect  to  staff  appointments 
and  promotions  in  order  to  satisfy  requirements 
established  by  Specialty  Boards;  and 

“Whereas,  these  requirements  of  the  numer- 
ous self-appointed  and  self-perpetuating  Spe- 
cialty Boards  are  often  arbitrary,  variable,  and 
discriminatory;  and 

“Whereas,  the  accepted  method  of  granting 
license  to  practice  medicine  and  surgery  is  re- 
served to  the  various  states,  and  the  right  to  prac- 
tice a specialty,  being  a logical  extension  ot  this 


method,  should* be  State-controlled  by  standards 
set  up  through  the  various  state  societies  and 
their  components;  and 

“Whereas,  it  nas  been  accepted  as  a first  .prin- 
ciple in  the  administration  of  American  justice 
that  a man  be  judged  by  a jury  of  his  peers  drawn 
from  his  local  community;  and 

“Whereas,  the  Council  on  Medical  Education 
and  Hospitals  of  the  American  Medical  Asso- 
ciation with  the  concurrence  of  the  Advisory 
Board  for  Medical  Specialties  has  stated  that, 
‘Hospital  staff  appointments  should  depend 
on  the  qualifications  of  physicians  to  render 
proper  care  to  hospitalized  patients  as  judged 
by  the  professional  staff  of  the  hospital  and 
not  on  certification  or  special  society  member- 
ship’; 
and 

“Whereas,  this  entire  problem  presents  a 
challenge  to  the  ability  of  the  American  Medical 
Association  to  regulate  itself  with  justice  to  all 
members  and  to  advance  the  cause  of  Public 
Health  and  Welfare  through  the  improvement  of 
medical  standards;  therefore  be  it 

“ Resolved , that  the  Bronx  County  Medical 
Society  through  its  Delegates  request  the  Medi- 
cal Society  of  the  State  of  New  York  to  take 
measures  to  arrest  and  correct  this  inequitable 
situation  until  such  time  as  means  may  be  found 
to  place  certification  of  specialists  on  a more  rea- 
sonable, democratic,  and  local  basis;  and  be  it 
further 

“Resolved,  that,  fading  to  obtain  cooperation 
from  the  various  Specialty  Boards  and  hospitals, 
the  American  Medical  Association  be  requested  to 
withhold  recognition  from  hospitals  which  make 
certification  by  a Specialty  Board  a necessary 
qualification  for  appointment  or  promotion  on 
a hospital  staff ; and  be  it  further 

“Resolved,  that  the  Delegates  of  the  New  York 
State  Medical  Society  to  the  American  Medical 
Association  be  instructed  to  place  these  resolutions 
before  the  1948  House  of  Delegates  of  the  Ameri- 
can Medical  Association.” 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Report  of  the  Council,  Part  XII,  of 
which  Dr.  Joseph  A.  Geis  is  chairman. 

Section  58.  (See  112) 

Podiatry  Legislation 

Dr.  Samuel  Gitlow,  Bronx:  This  is  a resolution 
on  Podiatry  Legislation  that  was  passed  at  the  last 
session  of  the  House  of  Delegates,  and  which  in- 
curred the  two  resolutions  from  Richmond  and  Bronx 
about  the  action  which  the  Councd  took.  This  is 
presented  at  the  behest  of  the  Bronx  County  Medical 
Society: 

“Whereas,  Podiatry  is  a technical  minor  ad- 
junct of  orthopedics;  and 

“Whereas,  many  major  systemic  diseases  have 
manifestations  in  lesions  of  the  lower  extremity; 
and 

“Whereas,  the  Institute  of  Podiatry  is  not 
a medical  school : and 

“Whereas,  tne  licensed  podiatrists  have  been 
active  in  attempting  to  pass  legislation  in  this 
State  to  extend  the  limitations  of  their  licensure 
to  include  trfeatment  of  systemic  disease;  and 
“Whereas,  the  treatment  of  disease  consti- 
tutes the  practice  of  medicine  under  the  laws  of 
this  State;  and 

“Wuereas,  the  passage  of  such  legislation 
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would  be  detrimental  and  hazardous  to  the  public 
health  and  welfare;  therefore  be  it 

“ Resolved , that  the  Medical  Society  of  the 
State  of  New  York  put  itself  on  record  as  being 
opposed  to  such  legislation;  and  be  it  further 
“ Resolved , that  the  Governor  and  members  of 
both  Senate  and  Assembly  be  sent  copies  of  this 
resolution;  and  be  it  further 

“Resolved,  that  the  Legislative  Committee  and 
our  Albany  representative  be  instructed  to  govern 
themselves  accordingly;  and  be  it  further 

“Resolved,  that  the  content  of  these  resolutions 
be  made  known  to  the  Board  of  Regents  of  the 
State  of  New  York.” 

Section  54.  (See  95) 

Workmen’s  Compensation — Fee  Schedule 

Dr.  Raymond  F.  Kircher,  Albany:  As  a dele- 
gate from  the  Medical  Society  of  the  County  of 
Albany,  I have  been  instructed  to  introduce  the 
following  resolution : 

“In  view  of  the  long  delay  in  satisfactory  re- 
vision of  the  Workmen’s  Compensation  Fee 
Schedule  of  the  State  of  New  York  which  has  not 
been  materially  altered  since  its  establishment, 
and  in  view  of  the  greatly  increased  costs  of  the 
practice  of  medicine  during  the  recent  years; 

“Be  it  resolved  that  the  Delegates  from  the 
Medical  Society  of  the  County  of  Albany  be 
hereby  instructed  to  present  to  the  annual  meet- 
ing of  the  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York  to  be  held  in 
May,  1948,  this,  our  protest,  against  the  long  de- 
layed action  of  the  Workmen’s  Compensation 
Board  and  the  State  Medical  Society,  and  which 
delay  has  resulted  in  an  unfair  financial  loss  by 
the  physicians  of  New  York  State.” 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  the  Report  of  the  Council,  Part  X, 
of  which  Dr.  Frederic  W.  Holcomb  is  the  chairman 
and  which  is  dealing  with  Workmen’s  Compensation 
matters. 

Are  there  any  other  resolutions  to  be  introduced? 
Section55.  ( See  IS,  119 ) 

Change  of  Reference  of  Supplementary  Report  of 
Council,  Part  VI,  Dealing  with  Economics 

Speaker  Andresen  r We  have  the  supplementary 
report  of  the  Council,  Part  VI,  which  defines  the 
practice  of  medicine,  and  which  is  the  resolution 
which  the  x-ray  men,  the  physiotherapists,  the 
pathologists,  and  the  anesthesiologists  want.  That 
is  being  referred  to  the  Reference  Committee  on  the 
Report  of  the  Council,  Part  IX,  dealing  with 
Legislation.  That  will  embrace  what  several  of  the 
motions  today  have  brought  up. 

Section  56 

Announcements 

Speaker  Andresen:  I also  want  to  announce  a 
meeting  of  the  Board  of  Directors  of  the  Veterans 
Medical  Service  Plan  at  two  o’clock  this  afternoon. 

Further,  that  you  can  get  tickets  to  a radio  pro- 
gram free  for  tonight,  to  see  the  Chesterfield  Show, 
or  the  Family  Quiz,  or  Books  on  Trial,  or  Patterns 
in  Melody.  You  may  get  them  at  the  desk  outside. 

While  you  are  at  the  desk  it  will  also  be  a good 
idea  to  buy  your  tickets  for  the  banquet  Wednesday 
night.  I have  been  asked  to  emphasize  that  fact. 

I have  also  been  requested  to  emphasize  what  f 


mentioned  before:  that  interviews  with  physicians 
and  the  press  should  take  place  in  the  press  room. 
There  you  can  get  advice  on  how  to  present  things 
properly  to  the  public  press. 

Are  there  any  further  resolutions? 


Section  57.  (See  94)  • 

Workmen’s  Compensation— To  Amend  the  Law  to 
Abolish  the  Medical  Practice  Committee 

Dr.  Thomas  M.  D’Angelo,  Queens:  May  we 
introduce  any  resolutions  in  the  House  tomorrow 
morning? 

Speaker  Andresen:  We  would  prefer  as  many 

as  can  to  bring  them  in  today  so  that  the  resolutions 
can  be  referred  to  the  proper  reference  committees 
for  study  and  report  tomorrow. 

Dr.  D’Angelo:  Queens  County  has  a resolu-  ' 
tion  it  would  like  to  present,  but  it  is  not  here  now. 
It  is  a change  in  the  Workmen’s  Compensation  Law 
to  go  back  to  what  it  was  in  connection  with  the 
duties  of  the  County  Compensation  Boards.  I pre- 
sent it  by  title  only  now,  but  I will  give  it  to  the 
Reference  Committee. 

Speaker  Andresen:  You  will  have  it  ready  for 
the  meeting  of  the  Reference  Committee  on  Report 
of  the  Council,  Part  X,  dealing  with  workmen’s 
compensation  matters,  this  afternoon? 

Dr.  D’Angelo:  Yes. 

Speaker  Andresen:  Very  well,  that  will  be  so 
referred  then  to  the  Reference  Committee  of  which 
Dr.  Holcomb  is  chairman,  Report  of  the  Council, 
Part  X. 

....  The  resolution  referred  to  above  is  as  follows: 

“Whereas,  compensation  practice  in  the  coun- 
ties of  New  York,  Brooklyn,  Bronx,  and  Queens 
(of  over  one  million  population)  under  the  control 
of  the  Medical  Practice  Committee  is  discrimi- 
natory and  not  conducive  to  good  administration 
of  the  Workmen’s  Compensation  Law;  therefore 
be  it 

“ Resolved , that  the  New  York  State  Medical 
Society  urges  the  Legislature  of  the  State  of  New 
York  to  amend  the  Workmen’s  Compensation 
Law  to  abolish  the  Medical  Practice  Committee; 
and  be  it  further 

“ Resolved , that  the  support  of  the  county  medi- 
cal societies  outside  the  metropolitan  area  is 
urged  in  order  to  re-establish  a uniform  adminis- 
tration of  the  law  throughout  New  York  State.’ 


Section  58.  (See  154) 

Premarital  Blood  Tests 


Dr.  G.  S.  Philbrick,  Niagara:  This  is  intro- 

duced at  the  direction  of  the  Niagara  County 
Medical  Society: 

“Whereas,  under  the  present  public  health  law 
thirty  days  are  allowed  in  which  applicants  may 
apply  for  a license  for  marriage;  and 

“Whereas,  after  receiving  a license  for  mar- 
riage sixty  days  are  allowed  for  the  applicant  to 
exercise  his  right  to  use  such  license;  au<i^ 
“Whereas,  this  gives  the  applicantnijnety 
in  which  he  or  she  may  become  ifffectfed  wit 
effect  partially  nullifies  the'  beWiits  of  this- 
therefore  be  it  vs 


therefore  be  it  ^ . 

“Resolved,  tha^t  this  Ho 
record  as  being  inlay 
between  exammaAifij^ktfcl 
marriage,  a^\<TwtoViat, 
cil  for  apprap 
Speaker  Andresen 


on 

of  time 
ation  of  the 
erred  to  the  Coun- 


Referred  to  the  Reference 
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Committee  on  Report  of  the  Council,  Part  IV, 
Public  Health  Activities  (B),  of  which  Dr.  Thomas 
H.  McGavack  is  the  chairman. 

Are  there  any  further  resolutions? 

....  There  was  no  response 

Speaker  Andresen:  Any  further  announce- 
ments, Mr.  Secretary? 

Secretary  Anderton:  I can  think  of  none. 


Speaker  Andresen:  I would  like  to  call  your 
attention  to  the  fact  that  tomorrow  morning  we 
start  at  nine  o’clock.  We  have  a full  day’s  work  to 
perform,  so  we  will  start  promptly  at  nine  o’clock. 

The  meeting  is  now  adjourned  until  nine  o’clock 
tomorrow  morning.  We  hope  you  will  attend  the 
Reference  Committee  meetings  this  afternoon. 

....  The  session  adjourned  at  12:30  p.m 


Morning  Session 
Tuesday,  May  18,  1948 


The  session  convened  at  9:10  a.m. 

Speaker  Andresen:  The  House  will  please  come 
to  order. 

I have  a couple  of  announcements  to  make,  and  I 
will  do  that  right  away  and  get  them  off  my  chest. 
First,  I want  to  remind  you  again  to  buy  your 
tickets  for  the  Annual  Dinner  out  at  the  desk. 

Second,  I have  an  invitation  from  the  United 
Medical  Service  to  show  you  how  the  plan  works. 
If  you  make  application  for  transportation  at  Booth 
D on  the  Mezzanine  Floor  they  will  be  glad  to  trans- 
port you  to  their  headquarters  at  Lexington  Avenue, 
where  you  can  see  how  the  Associated  Hospital 
Service  and  the  United  Medical  Service  work. 

I want  to  call  your  attentiqn  again  to  the  impor- 
tance of  visiting  the  Technical  Exhibits  in  order  to 
encourage  the  people  who  support  us  by  paying  for 
their  exhibits. 

This  morning  we  want  first  to  get  in  all  of  the 
resolutions  that  have  not  so  far  been  presented. 
Remember  that  after  today  no  other  resolutions 
can  be  introduced.  I take  it  that  Erie  County  has 
another  one  on  alcoholism.  ( Laughter ) 

Section  59.  {See  21 ) 

Introduction  of  Representative  from  Pennsylvania 
State  Medical  Society 

Speaker  Andresen:  We  have  with  us  this  morn- 
ing one  of  the  delegates  from  our  neighboring  states 
who  did  not  come  yesterday,  Dr.  Gilson  Colby  En- 
gel, who  is  President-Elect  of  the  Pennsylvania  State 
Medical  Society.  He  will  be  escorted  to  the  plat- 
form by  Dr.  Aranow. 

....  The  delegates  arose  and  applauded  as  Dr. 
Harry  Aranow,  of  Bronx,  escorted  Dr.  Gilson  Colby 
Engel  to  the  platform 

Speaker  Andresen:  Dr.  Engel  is  professor  of 
clinical  surgery  of  the  Graduate  School  of  Medicine, 
University  of  Pennsylvania;  President-Elect  of  the 
Medical  Society  of  the  State  <5f  Pennsylvania;  Chief 
of  Surgical  Service  “B,”  Lankenau  Hospital,  Phila- 
delphia, and  director  of  the  Postgraduate  Institute 
of  the  Philadelphia  County  Medical  Society. 

Dr.  Gilson  Colby  Engel:  .Mr.  Speaker  and 
members  of  the  House  of  Delegates,  I am  deeply 
grateful  for  the  invitation  to  be  here.  I also  appre- 
ciate the  amount  of  work  you  men  have  ahead  of 
you  today,  and  I assure  you  I will  not  abuse  the 
privilege  of  getting  up  and  saying  a few  words. 

I would  like  to  bring  you  greetings  from  the 
Medical  Society  of  the  State  of  Pennsylvania,  and 
to  assure  you  we  watch  your  every  move  to  see  that 
we  can  try  to  keep  up  to  New  York,  and  maybe 
sometimes  go  ahead  of  it,  but  we  have  not  been 
able  to  do  that  yet. 

1 would  like  to  invite  you  all  to  Philadelphia  in 
October.  It  is  our  Centennial  Celebration.  This 
must  sound  like  a very  weak  plea  to  you  men  who  are 
meeting  here  on  your  142nd  celebration;  neverthe- 


less, in  Pennsylvania  it  means  a great  deal  to  us. 
We  are  building  up  a tremendous  program  for  it, 
starting  October  3,  and  we  invite  you  all  to  come 
over  and  visit  us  during  that  time. 

There  are  a lot  of  remarks  I would  like  to  make 
this  morning,  but  instead  perhaps  I could  say  a few 
words  about  disaster  preparedness.  I could  spend  a 
lot  of  time  on  medical  service,  national  compulsory 
health  insurance,  and  many  other  problems  with 
which  we  are  confronted,  but  I defer  in  all  of  those 
to  put  one  point  across  this  morning  in  which  I 
hope  we  have  New  York  State’s  cooperation.  Your 
President,  Dr.  Bauer,  yesterday,  I believe,  talked 
to  you  about  the  importance  of  disaster  prepared- 
ness. It  has  been  duly  impressed  upon  us  the  im- 
portance of  such  a function  in  medical  organizations; 
not  that  we  anticipate  immediately,  and  we  hope 
never  in  the  future,  an  atomic  attack,  but,  never- 
theless, we  must  be  prepared  for  such.  Doctors  in 
the  past  have  fallen  into  line  with  lay  organizations 
and  have  taken  dictation  from  lay  organizations. 
We  believe  it  is  about  time  that  the  medical  pro- 
fession takes  the  lead  in  these  problems,  and  then 
fits  their  program  into  those  of  lay  organizations. 
I think  we  must  stand  on  our  feet  and  show  the  pub- 
lic that  we  are  leaders  in  medical  affairs. 

We  have  planned  in  Philadelphia  and  in  the  Penn- 
sylvania Medical  Society  a setup  whereby  we  have  a 
preparedness  disaster  committee.  It  is  on  a state 
level  and  district  councilor  level.  We  would  like  to 
set  it  up  on  a regional  level,  and  I have  cleared  this 
morning  with  Dr.  Lull  and  Dr.  Bauer,  so  I feel  we 
have  clearance  with  the  American  Medical  Asso- 
ciation, and  we  have  clearance  with  Washington, 
who  are  amazed  at  what  has  been  done  up  to  this 
point. 

I would  appreciate  it  very  much  if  this  House  of 
Delegates  would  give  your  President  the  authority 
to  appoint  a man  as  chairman  of  the  State  Com- 
mittee on  Preparedness  Defense.  We  are  planning 
to  have  a regional  conference  soon  to  take  in  New 
Y’ork,  New  Jersey,  Pennsylvania,  Delaware,  Mary- 
land, District  of  Columbia,  and  Virginia,  at  which 
time  the  fundamental  principles  involved  would 
be  discussed  and  definite  plans  would  be  made  as 
to  the  personnel  of  the  committee. 

Our  committee  is  set  up  down  there  on  a basis 
whereby  we  have  subcommittees  under  the  first 
committee.  The  first  one  is  on  Monitorization, 
which  is  composed  of  roentgenologists  who  would 
break  down  instruction  to  the  ward  level  of  a munic- 
ipality, so  that  the  first  plan  would  be  monitorizing 
the  whole  area  to  see  which  part  of  it  is  radioactive. 
The  second  is  a Subcommittee  on  Blood,  Blood 
Substitutes,  and  Therapy.  You  can  well  under- 
stand the  possibilities  of  that  committee.  The  third, 
and  a very  important  committee,  is  one  on  Morale 
because  the  government  at  this  time  is  quite  fright- 
ened of  panic  occurring  even  at  the  thought  of  an 
atomic  disaster.  Emergency  Administration  is  an- 
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other  subcommittee  in  which  will  be  set  up  rural 
emergency  hospitals.  Then  the  Committee  on 
Epidemiology  composed  of  public  health  officers  for 
water  supplies,  sewage  disposal,  and  the  like.  The 
last  is  Public  Education  and  Public  Relations.  That 
is  a tentative  plan. 

I would  like  it  if  you  men  here  would,  as  I said 
before,  authorize  your  President  to  appoint  a man  as 
chairman  of  a State  Committee  so  that  we  could 
call  on  that  man  to  attend  a Regional  Conference 
Committee  meeting  within  the  next  couple  of  weeks 
to  set  this  program  up  on  a regional  basis. 

Again,  may  I thank  you  for  the  privilege  of  appear- 
ing here  before  you  this  morning,  and  I do  hope  that 
I have  not  taken  too  much  time  out  of  your  business 
schedule. 

Thank  you  very  much ! (Applause) 

Section  60 

Introduction  of  Secretary  and  General  Manager  of 
American  Medical  Association 

Speaker  Andresej*  We  are  honored  today  in 
having  with  us  the  Secretary  and  General  Manager 
of  the  American  Medical  Association,  Dr.  George 
Lull.  Dr.  Bauer,  our  President,  will  bring  Dr.  Lull 
to  the  rostrum. 

....  The  delegates  arose  and  applauded  as  Dr. 
Louis  H.  Bauer  escorted  Dr.  George  Lull  to  the 
rostrum. . . . 

Dr.  George  Lull:  Mr.  Speaker  and  members 
of  the  House  of  Delegates,  I bring  you  greetings 
from  the  headquarters  of  your  national  organization. 

I was  very  much  interested  in  the  remarks  of  Dr. 
Engel.  I believe  that  we  are  going  forward  in  as- 
suming a certain  amount  of  leadership,  although  we 
must  not  lose  this  opportunity  to  take  hold  of  this 
matter  of  emergency  medical  service.  Things  are 
moving  quite  rapidly  in  Washington,  and  unless  the 
people  in  the  various  states  keep  their  eyes  open  they 
will  get  ahead  of  us. 

The  situation  in  your  national  headquarters  is 
quite  interesting.  We  employ  now  more  people  than 
we  have  ever  employed  in  the  history  of  the  organi- 
zation, less  90  men  who  claim  they  were  locked  out 
and  are  picketing  the  building  and  have  signs  on 
saying  that  the  doctors’  union  has  locked  out  the 
printers’  union. 

You  will  notice  that  your  Journal  has  been  coming 
through  printed  so  that  I hope  you  can  read  it. 
We  are  not  any  too  proud  of  the  job  that  is  being 
done,  the  job  of  printing  I mean,  but  we  are  proud 
of  the  fact  that  we  have  gotten  your  Journal  to  you 
almost  on  time,  and  that  the  material  in  it  can  be 
read,  even  if  with  difficulty.  This  material  now  is 
put  up  almost  entirely  by  the  Barratype  process. 
We  had  some  of  the  printing  done  in  Minneapolis, 
but  our  union  prevailed  upon  the  union  who  is  em- 
ployed in  Minneapolis  to  refuse  the  work,  so  al- 
though that  is  probably  illegal  and  the  firm  could 
be  sued  we  did  not  want  to  be  mixed  up  in  a law 
suit  at  this  time,  and  it  was  passed  over;  however, 
we  are  getting  the  Journal  out. 

We  are  also  prepared  to  house,  we  hope,  more 
doctors  than  have  ever  before  come  to  a national 
meetings  in  Chicago.  We  believe  that  we  will  have 
not  quite  so  many  as  came  to  the  Centenary  in 
Atlantic  City,  but  we  will  have  more  than  ever  be- 
fore in  Chicago.  The  hotel  bureau  which  handles  the 
registration  tells  me  that  the  first-class  hotels  are 
practically  full  at  this  time,  and  many  of  the  hotels 
that  are  not  quite  first  class.  They  still  have  some 
rooms  available  that  have  not  been  turned  over  to 
them  in  good  hotels. 


I don’t  want  to  take  up  the  valuable  time  of  this 
body  with  remarks  which  are  only  of  a moderate 
degree  of  interest  while  you  have  important  work  to 
do. 

Thank  you,  Mr.  Speaker!  ( Applause ) 

Speaker  Andresen:  Thank  you,  Dr.  Lull! 

Section  61.  ( See  105) 

Report  of  Subcommittee  on  Cults  of  the  Council 
Committee  on  Legislation 

....  The  following  report  was  distributed  to  each 
one  of  the  delegates: 

To  the  House  of  Delegates — Gentlemen: 

The  Subcommittee  on  Cults  of  the  Council  Com- 
mittee on  Legislation  has  the  following  membership: 
Maurice  J.  Dattelbaum,  M.D.,  Chairman,  Brook- 
lyn 

Charles  Gullo,  M.D.,  Mt.  Morris 
Reginald  A.  Higgons,  M.D.,  Port  Chester 
O.  W.  H.  Mitchell,  M.D.,  Syracuse 
Leo  F.  Simpson,  M.D.,  Rochester 
The  Subcommittee  was  appointed  by  the  Presi- 
dent,  pursuant  to  a motion  unanimously  adopted 
by  the  House  of  Delegates  on  May  7,  1947,  author- 
izing him  to  appoint  a subcommittee  of  the  Coun- 
cil and  two  members  of  the  House  of  Delegates  to 
study  the  methods  to  be  applied  for  the  control  of 
cults  and  to  report  its  recommendations  to  the 
House  at  the  next  annual  meeting. 

Meetings  of  the  Subcommittee  were  held  on  July 
17  and  November  12,  1947,  and  on  February  11  and 
April  7,  1948.  Present  at  these  meetings,  in  addi- 
tion to  members  of  the  Subcommittee,  were  officers 
and  representatives  of  the  Medical  Society  of  the 
State  of  New  York.  These  included,  at  one  or  more 
of  the  meetings,  Dr.  Louis  H.  Bauer,  president;  Dr. 
W.  P.  Anderton,  secretary;  Dr.  Robert  R.  Hannon, 
executive  officer;  Dr.  Harry  Aranow,  chairman  of 
the  Legislative  Committee;  Dr.  Floyd  S.  Winslow, 
chairman  of  the  Committee  on  Public  Relations; 
Dr.  Laurance  D.  Redway,  literary  editor  of  the 
New  York  State  Journal  of  Medicine;  Mr. 
William  F.  Martin  and  Mr.  Thomas  H.  Clearwater, 
counsels;  and  Messrs.  Dwight  Anderson,  Thomas 
E.  Walsh,  and  Frederick  W.  Miebach,  of  the  Public 
Relations  Bureau.  Also  in  attendance  were  Dr. 
Jacob  L.  Lochner,  Jr.,  secretary  of  the  Board  of 
Medical  Examiners  of  the  New  York  State  Depart- 
ment of  Education.  Mr.  J.  W.  Holloway,  of  the 
Bureau  of  Legal  Medicine  and  Legislation  of  the 
American  Medical  Association;  Mr.  Sidney  Tarti- 
koff,  Assistant  Attorney  General  of  the  State  of  New 
York,  and  Mr.  Irwin  A.  Conroe,  Assistant  Com- 
missioner of  the  New  York  State  Department  of 
Education,  each  attended  one  meeting. 

Part  I. — In  opening  its  work,  the  Subcommittee 
turned  first  to  the  subject  of  chiropractic  and  came 
to  the  conclusion  that  a thorough,  open-minded 
study  of  chiropractic  was  necessary  in  order  to  prove 
or  disprove  its  value.  Such  a study,  it  was  decided, 
could  provide  a basis  for  a recommendation  by  the 
Subcommittee  for  legislative  action  regarding  chiro- 
practic and  would  further  serve  as  a means  of  evalu- 
ating the  claims  of  chiropractors  that  their  methods 
are  scientific. 

It  was  pointed  out  that  pressure  is  constantly 
being  put  on  legislators  to  license  chiropractors.  The 
legislators  ordinarily  have  nothing  to  guide  them  in 
determining  the  validity  of  the  claims  made  by  the 
chiropractors  that  their  practice  is  “scientific.” 
The  public  at  large  has  a tendency  to  accept  clfiro- 
practic  as  propagandized;  and  when  chiropractors 
are  brought  to  trial,  juries  are  reluctant  to  convict. 
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An  impartial  study  of  the  situation  was  held  to  be 
necessary  in  all  fairness  to  the  public. 

It  was  decided  to  name  a commission  of  three 
members,  selected  for  their  scientific  standing,  to 
examine  carefully  the  methods  used  by  chiropractors, 
to  weigh  the  scientific  value  of  their  basic  tenets,  and 
to  submit  a report  to  the  Subcommittee  on  their 
findings. 

The  Commission  subsequently  appointed  through 
the  assistance  of  Dr.  Mitchell  consisted  of:  Dr. 
Philip  B.  Armstrong,  Professor  of  Anatomy,  Syra- 
cuse University  College  of  Medicine;  Dr.  Homer  D. 
Keston,  Pathologist,  White  Plains  Hospital,  White 
Plains,  and  LeRoy  Barnes,  Professor  of  Biophysics, 
Cornell  University. 

Members  of  the  Commission  were  introduced  to 
the  members  of  the  Subcommittee  at  the  meeting  of 
November  12,  and  they  were  asked  by  the  chairman 
to  approach  the  problem  with  open  minds. 

The  Subcommittee  also  discussed  the  merits  of  the 
Basic  Science  Laws  in  effect  in  a number  of  states, 
and  the  degree  of  success  that  these  laws  are  achiev- 
ing in  limiting  the  operations  of  cults.  It  was  stated 
that  New  York  State  has  become  a “dumping 
ground”  for  cultists  from  other  states  and  that  steps 
are  necessary  to  strengthen  the  Medical  Practice 
Act.  Dr.  Gullo  was  delegated  to  obtain  information 
regarding  the  effect  of  the  Basic  Science  Laws  in 
other  states.  It  was  agreed  that  the  work  of  the  Sub- 
committee should  be  confidential  until  a final  report 
is  submitted. 

A final  report  of  the  Commission  was  submitted  to 
the  Subcommittee  on  April  7,  1948.  This  report 
stated  unequivocally  that  the  fundamental  tenets  of 
chiropractic  are  not  scientifically  valid  and  could  be 
of  no  conceivable  value  in  the  development  of 
medical  science  and  teaching. 

After  the  report  of  the  Commission  was  read,  it 
was  unanimously  approved  by  the  Subcommittee, 
with  the  recommendation  that  the  House  of  Dele- 
gates direct  the  Committee  on  Public  Relations  to 
disseminate  it  to  legislators,  members  of  the  judici- 
ary, and  to  the  general  public.  It  was  suggested  that 
illustrations  be  added  to  the  Commission’s  report  in 
order  to  make  the  text  popularly  understandable. 

The  full  text  of  the  Commission’s  report  is 
attached. 

Part  II. — The  subcommittee  devoted  considerable 
attention  to  an  examination  of  the  enforcement  of 
the  present  Medical  Practice  Act.  Mr.  Tartikoff, 
Assistant  Attorney  General  in  charge  of  Education, 
and  Mr.  Conroe^  Assistant  Commissioner  for  Profes- 
sional Education  of  the  State  Department  of  Educa- 
tion, attended  the  meeting  of  April  7. 

Mr.  Tartikoff  summarized  his  experiences  in 
attempting  to  obtain  convictions  of  chiropractors  for 
violating  the  Medical  Practice  Act.  He  declared 
that  not  only  the  general  public,  but  members  of  the 
judiciary  as  well,  appear  to  be  unaware  that  chiro- 
practic has  no  scientific  foundation,  and  that  the 
practice  of  chiropractic,  under  the  New  York  law,  is 
in  fact  the  practice  of  medicine.  After  hearing  the 
report  of  the  Commission,  he  and  Mr.  Conroe 
recommended  that  enforcement  of  the  law  be 
strengthened.  Mr.  Tartikoff  gave  the  Subcommittee 
considerable  information  regarding  the  means  that 
could  be  employed  to  achieve  this  end.  Mr.  Conroe 
outlined  the  views  of  the  Department  of  Education 
on  the  subject  and  said  that  it  was  necessary  for 
other  agencies  to  be  instrumental  in  obtaining 
adequate  enforcement. 

After  considering  all  phases  of  the  matter,  the 
Subcommittee  unanimously  voted  to  recommend  to 


the  House  of  Delegates  that  the  Legislative  Com- 
mittee be  empowered  to  draw  up  and  have  intro- 
duced legislation  to  implement  the  enforcement  of 
the  present  Medical  Practice  Act  by  the  use  of  the 
injunctive  procedure  against  cult  practitioners.  It 
was  suggested  that  the  Legislative  Committee  con- 
sult the  legal  staff  to  consider  the  availability  of  any 
other  efficacious  measures  in  addition  to  the  in- 
junctive procedure. 

Part  III. — During  the  year,  Dr.  Gullo  submitted 
to  the  chairman  material  he  gathered  in  his  study  of 
the  operation  of  the  Basic  Science  Laws  in  other 
states.  Much  of  this  material  consisted  of  letters 
from  Basic  Science  Boards  giving  information  re- 
garding the  extent  to  which  the  Basic  Science  Laws 
have  been  successful  in  eliminating  cult  practice. 

Dr.  Gullo  submitted  to  the  chairman  a summary 
stating  that  the  Basic  Science  Law  now  prevails  in  17 
states,  the  District  of  Columbia,  and  Alaska.  He 
asserted  that  the  law  has  justified  its  existence  by 
the  record,  which  indicates  that  it  has  obtained  its 
objective,  evidenced  by  the  {lumber  of  cultists  in 
those  states  that  have  the  law  and  by  virtually  com- 
pletely preventing  further  licensure  of  cultists.  The 
record  indicates,  according  to  the  summary,  that  in 
those  states  that  have  the  law  only  125  chiropractors 
have  been  licensed  since  1925. 

The  Subcommittee  also  studied  an  analysis  pre- 
pared by  Dr.  Walter  L.  Bierring,  secretary  of  the 
Federation  of  State  Medical  Boards  of  the  United 
States.  This  analysis,  after  pointing  out  the  lack  of 
uniformity  among  the  19  existing  Basic  Science 
Laws,  indicated  that  the  number  of  chiropractors 
appearing  before  Basic  Science  Boards  is  decreasing 
each  year.  It  showed  further  that,  in  order  to  con- 
trol the  small  proportion  of  unqualified  applicants, 
all  graduates  of  approved  medical  schools  and  many 
with  additional  postgraduate  training  are  required 
to  submit  to  an  extra  test  of  knowledge  in  the  funda- 
mental medical  sciences  by  examiners  not  always 
familiar  with  the  modern  methods  qf  teaching  such 
sciences.  All  of  the  Basic  Science  Boards  except 
those  of  Florida,  Michigan,  South  Dakota,  and 
Washington  have  the  discretionary  power  to  issue  a 
certificate  in  the  basic  sciences,  without  examination 
therein,  to  those  who  present  satisfactory  evidence 
of  having  passed  an  examination  in  the  basic  sciences 
before  a board  authorized  to  issue  licenses  to  practice 
the  healing  art  of  any  state,  territory,  or.  jurisdiction 
under  the  United  States. 

The  Subcommittee,  after  intensive  study  of  the 
Basic  Science  Laws  in  other  states,  believes  there  is 
some  merit  in  the  principles  involved  but  recom- 
mends that  the  House  of  Delegates  not  approve  a 
Basic  Science  Law  in  this  State  at  this  time,  as  our 
Medical  Practice  Act  performs  the  same  functions. 

The  use  of  this  injunctive  procedure,  as  recom- 
mended in  Part  II  of  this  report,  is  recommended  to 
control  cult  practice  in  New  York  State. 

Respectfully  submitted, 

Maurice  J.  Dattelbaum,  M.D., 
Chairman 

Charles  Gullo,  M.D. 

Reginald  A.  Hiqgons,  M.D. 

O.  W.  H.  Mitchell,  M.D. 

Leo  F.  Simpson,  M.D. 

Report  of  the  Commission  on  the  Study  of  Chiro- 
practic to  the  Subcommittee  on  Cults. — The  funda- 
mental tenet  of  chiropractic  claims  that  all  disease  is 
due  primarily  to  pressure  on  nerves.  It  should  be 
emphasized  at  the  very  outset  that  nerve  pressure  as 
the  primary  cause  of  disease  is  only  a belief.  The 
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chiropractors  have  not  demonstrated  its  truth  by 
scientific  experimentation.  They  have  assumed  that 
it  is  true  and,  on  this  assumption,  have  instituted 
methods  of  treatment.  There  is,  however,  a large 
body  of  scientific  fact  which  conclusively  disproves 
the  fundamental  tenet  of  chiropractic. 

What  does  happen  when  a nerve  is  subjected  to 
pressure?  A nerve  is  made  up  of  many  microscopic 
fibers,  some  carrying  impulses  out  to  muscles  or 
other  tissues,  others  carrying  impulses  into  the  cen- 
tral nervous  system.  Pressure  on  these  nerves  of 
sufficient  intensity  can  reduce  or  abolish  their 
activity.  If  the  compressed  nerve  fibers  are  running 
out  to  the  leg  muscles,  these  muscles  will  not  con- 
tract and,  if  the  condition  persists,  the  muscles  will 
“wither.”  This  is  seen  as  a result  of  the  destruction 
of  nerve  cells  in  infantile  paralysis.  Or,  if  the  nerves 
are  going  into  the  central  nervous  system  from  the 
skin,  for  example,  and  are  compressed,  then  there 
will  frequently  be  pain  in  the  area  from  which  the 
nerves  come  since  the  pressure  at  first  irritates  the 
nerves.  Eventually  all  sensation  from  the  area  will 
be  lost  as  the  pressure  produces  degeneration  of  the 
nerves.  Nerve  fibers  have  specific  functions  and 
those  functions  are  lost  with  continued  pressure  on 
the  nerve.  The  area  of  skin  deprived  of  its  nerves 
does  not  show  increased  susceptibility  to  cancer. 
There  are  no  nerve  fibers  for  kidney  disease,  tuber- 
culosis, or  diphtheria.  The  stomach  and  the  heart 
receive  the  same  kinds  of  nerve  fibers,  one  type  de- 
creasing, the  other  increasing,  the  functioning  of  these 
organs.  But  even  though  these  organs  receive  the 
same  types  of  nerves,  the  diseases  seen  in  these  two 
organs  can  be  very  different  and  can  appear  with  a 
normal  innervation.  Pressure  on  nerves  does  inter- 
fere with  nerve  function,  with  the  specific  functions 
of  the  compressed  nerves. 

In  a current  textbook  on  chiropractic  the  authors 
(Joseph  Janse,  R.  H.  Houser,  and  B.  F.  Wells, 
“Chiropractic  Principles  and  Technic , Chicago,  1947) 
maintain : “Probably  in  all  abnormal  states  there  is  a 
demonstrable  spinal  lesion.”  In  line  with  their  basic 
tenet  chiropractors  have  devised  methods  of 
manipulation  intended  to  relieve  pressure  on  nerves. 
Much  of  their  treatment  is  applied  to  the  vertebral 
column.  The  spinal  nerves  issue  from  the  spinal 
cord  out  through  openings  between  adjacent 
vertebrae.  These  openings  are  maintained  at  nor- 
mal size  by  resilient  pads  or  disks  which  keep  the 
adjacent  vertebrae  apart.  If  adjacent  vertebrae  be- 
come displaced  (subluxated),  the  opening  between 
the  two  vertebrae  frequently  becomes  narrowed 
and  pressure  on  the  nerve  results  with  weakness  of 
the  muscles  supplied  by  the  nerve  and  pain  in  its 
area  of  distribution,  and  other  effects  dependent  on 
the  specific  functions  of  the  nerve  fibers.  The 
chiropractor  attempts  to  reduce  the  subluxation  by 
manipulation.  Permanent  reduction  of  a subluxa- 
tion by  chiropractic  manipulation  infrequently  im- 
possible as  many  subluxations  result  from  degenera- 
tion of  the  disks  between  vertebrae,  which  normally 
maintain  the  nerve  openings.  No  amount  of  man- 
ipulation will  restore  the  degenerated  disks. 

There  is  an  even  greater  barrier  to  the  successful 
application  of  the  chiropractic  methods  of  treatment 
than  that  described  above.  Many  very  important 
nerves  leave  the  central  nervous  system  through 
bony  openings  which  are  entirely  rigid,  formed  of  a 
solid  ring  of  bone.  This  is  true  of  all  the  nerves 
coming  from  the  brain  and  also  the  lower  spinal 
nerves.  Those  from  the  brain  are  distributed  to  all 
the  structures  in  the  face,  and  one  of  them  passes 
down  through  the  neck  and  thorax  into  the  abdo- 


men, supplying  the  heart,  lungs,  stomach,  liver,  in- 
testines, and  other  important  structures.  The  lower 
spinal  nerves  pass  out  through  the  sacrum  to  the 
prostate,  bladder,  uterus,  etc.  These  structures  are 
frequently  involved  in  disease  which,  according  to 
the  chiropractors,  is  due  to  pressure  on  their  nerves. 
No  amount  of  manipulation  can  change  the  rigid 
openings  through  which  these  nerves  pass  from  the 
skull  or  sacrum. 

It  is  impossible  to  explain  disease  in  some  tissues 
as  due  to  pressure  on  nerves,  particularly  in  those 
tissues  which  receive  no  nerves.  The  blood  is  sub- 
ject to  a variety  of  diseases  but  receives  no  nerves, 
not  even  in  the  bones  where  most  of  the  blood  cells 
are  formed.  Malaria  is  a protozoan  blood  disease 
transmitted  to  man  by  mosquitoes.  The  organisms 
can  be  seen  in  the  red  blood  cells  which  circulate 
throughout  the  body.  Where  do  the  chiropractors 
manipulate  to  relieve  a disease  existing  throughout 
the  body  in  the  blood,  a tissue  which  receives  no 
nerves?  Pernicious  anemia  poses  the  same  problem. 

Some  of  the  glands  of  internal  secretion  which  are 
so  important  in  regulating  various  activities  of  the 
body  are  not  under  the  control  of  the  spinal  nerves. 
An  outstanding  example  is  the  pituitary  gland,  the 
so-called  “Master  Gland”  of  the  body  which  is  found 
inside  the  skull  below  the  brain.  The  posterior  part 
of  this  gland  is  controlled  by  direct  connections  from 
the  brain  above.  If  these  connections  are  severed,  a 
form  of  diabetes  results.  Obviously,  vertebral 
subluxations  and  spinal  nerve  pressure  cannot  be 
concerned  in  such  a condition. 

Chiropractors  claim  that  if  nerve  function  is  in- 
terrupted disease  commonly  results.  They  have 
not  realized  that  the  reverse  may  be  true,  that  a 
disease  condition  may  be  relieved  by  interrupting 
nerves,  actually  by  severing  nerves.  The  great 
neurologic  surgeon,  Dr.  Harvey  Cushing,  perfected 
an  operation  for  cutting  one  of  the  nerves  entering 
the  brain,  which  gives  complete  relief  from  tic  dou- 
loureaux,  an  extremely  painful  neuralgia  of  the  face. 
A number  of  nerve-cutting  operations  have  been  de- 
vised for  the  relief  of  a variety  of  conditions.  When 
the  neurosurgeon  severs  nerves,  he  knows  what  the 
results  will  be  because  the  nerves  have  specific  func- 
tions. Here  we  see  that  some  disease  conditions  are 
relieved  by  abolishing  nerve  function  which  is 
diametrically  opposed  to  fundamental  chiropractic 
belief. 

We  used  to  talk  about  the  “germ  theory”  of 
disease.  It  is  now  definitely  established  that  a 
number  of  diseases  are  produced  by  infective  organ- 
isms. This  has  been  established  by  painstaking  and 
controlled  experimentation  repeated  again  and 
again.  The  application  of  this  knowledge  in  proper 
sanitation  and  public  health  measures  has  almost 
completely  eliminated  some  diseases.  Typhoid 
killed  more  men  in  the  Spanish- American  War  than 
died  in  battle.  In  the  two  great  World  Wars,  it  was  a 
rarity,  being  controlled  by  proper  sanitation  and 
immunization.  Now,  when  a case  of  typhoid  ap- 
pears, it  can  frequently  be  traced  to  a carrier.  The 
death  rate  in  pneumonia  has  been  cut  sharply  by  the 
use  of  penicillin.  Penicillin  will  inhibit  the  growth  of 
pneumococci  in  a culture  outside  the  body  and  is 
also  effective  in  the  treatment  of  the  disease. 
Diphtheria  toxin  injected  into  guinea  pigs  in  de- 
termined amounts  will  invariably  cause  death.  Are 
we  to  assume  that  all  the  guinea  pigs  have  vertebral 
subluxations?  If  the  diphtheria  toxin  is  preceded  by 
a protecting  dose  of  antitoxin  then  the  guinea  pigs  do 
not  die.  Are  we  to  assume  that  the  antitoxin  reduced 
all  the  vertebral  subluxations?  If  there  is  an  epi- 
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demic  of  infantile  paralysis  in  Buffalo  one  year  but 
not  in  Albany,  are  we  to  assume  that  in  that  year  the 
children  of  Buffalo  suffered  a larger  number  of 
subluxations  than  those  in  Albany?  And  yet  Carver 
had  the  temerity  to  state  in  his  Chiropractic 
Analysis,  “The  therapeutic  theory  of  germs  as  a 
causation  of  disease  is  about  fifty  to  fifty-five  years 
old.  . . . There  is  nothing  in  the  whole  experience  of 
the  human  family  to  sustain  it.”  Chiropractors  are 
having  to  recede  from  this  view  since  it  is  incon- 
trovertible that  bacteria  are  the  primary  cause  of 
many  diseases. 

We  would  not  take  our  car  with  engine  trouble  to  a 
mechanic  who  believed  that  all  car  trouble  results 
from  lack  of  alignment  of  the  front  wheels.  And 
yet  we  are  doing  a comparable  thing  when  we  allow 
the  chiropractor,  with  his  erroneous  concepts  of 
disease  based  on  false  tenets,  to  manipulate  the 
body.  All  too  frequently  the  end  result  is  tragedy. 
The  public  should  be  protected  from  the  errors  of 
such  misguided  incompetents. 

Section62.  (See  139) 

Veterans  Administration 

Dr.  Herbert  H.  Bauckus,  Past-President:  Mr. 
Speaker  and  members  of  the  House,  I have  here 
seven  resolutions  to  present.  They  are  resolutions 
adopted  by  your  Liaison  Committee  with  the 
Veterans  Administration.  These  resolutions  were 
seen  and  discussed  yesterday  by  the  Board  of 
Directors  of  the  Veterans  Medical  Service  Plan, 
Inc.,  and  they  also  have  approved  of  these  resolu- 
tions. I do  not  intend  to  discuss  nor  to  give  a report 
on  the  subject  at  this  time.  I hope  that  later  in  the 
day  I may  be  permitted  to  report  to  you  on  the 
home  town  medical  care  program. 

I might  say  that  within  the  last  ten  days  I had  the 
privilege  of  meeting  with  Dr.  Magnuson,  the  Medi- 
cal Director,  in  Washington,  and  also  with  repre- 
sentatives of  the  American  Hospital  Association. 
These  are  the  resolutions: 

“1.  That  the  Medical  Society  of  the  State  of 
New  York  reaffirm  its  endorsement  of  a program 
that  will  give  the  veteran  the  very  best  medical 
and  hospital  care  attainable. 

“2.  That  any  new  contract  entered  into  by  the 
Veterans  Medical  Service  Plan,  Inc.,  shall  provide 
for  the  free  choice  of  physician  for  the  veteran: 
Exceptions  to  this  rule  to  be  made  only  by  mutual 
agreement  by  an  appropriate  committee  of  the  two 
parties. 

“3.  That  the  fee  schedule  be  a State-wide 
schedule  approved  by  both  parties  and  subject  to 
change  in  specific  instances  by  mutual  agreement. 

“4.  That  the  State  Medical  Society  dis- 
approves of  part-time  employment  of  its  members 
in  any  capacity  which  shall  forbid  the  private 
physician  from  practicing  medicine  outside  of 
assigned  hours,  including  the  care  of  veterans  on  a 
fee  basis. 

“5.  There  are  or  have  been  regulations  which 
deny  to  former  part-time  or  full-time  physicians, 
resigning  from  the  Veterans  Administration,  the 
privilege  of  caring  for  veterans  on  a fee  basis  for  a 
period  of  two  years  following  the  physician’s 
resignation,  excepting  only  the  physicians  remov- 
ing to  a distant  locality.” 

I might  say  that  was  supposed  to  be  about  150 
miles  away. 

“We  condemn  such  interference  as  un-American 
in  its  abrogation  of  individual  rights,  a negation  of 
the  free  choice  principle,  and  a dictatorial, 


bureaucratic  device  which  limits  and  obstructs 
medical  service  to  veterans,  at  the  same  time 
serving  as  a penalty  to  physicians,  in  many  cases 
veterans  themselves. 

“6.  That  vfe  support  the  American  Hospital 
Association  in  its  stand  against  the  building  of 
veterans  hospitals  beyond  the  present  day  re- 
quirement; that  we  favor  free  choice  of  hospital  by 
the  veteran  in  the  service-connected  case  whether 
the  selection  be  a veterans,  community,  or  a 
private  hospital;  that  the  expansion  under  the 
Hill-Burton  plans  would  provide  additional  hospi- 
tal facilities  enabling  the  veterans  to  choose  and 
have  care  in  their  own  localities;  that  as  far  as  can 
be  ascertained  at  present,  if  the  proposed  plan  for 
construction  of  92  additional  veterans  hospitals  is 
carried  through,  the  bed  capacity  of  these  hospi- 
tals, together  with  those  already  existing  under 
the  Veterans  Administration,  will  be  over  twice  the 
calculated  bed  needs  for  the  next  fifteen  years. 

“7.  That  we  recommend  the  formation  of  a spe- 
cial committee  composed  of  representatives  of  the 
veteran  organizations,  Veterans  Administration, 
and  a special  committee  of  the  Medical  Society  of 
the  State  of  New  York  for  discussion  and  con- 
sideration of  veteran  hospital  and  medical  care.” 
Speaker  And  resen:  Referred  to  the  Reference 
Committee  on  Report  of  the  Council,  Part  VIII,  of 
which  Dr.  Joseph  P.  Henry  is  chairman,  and  it  will 
be  taken  up  this  afternoon  in  executive  session. 

Section  63.  ( See  163) 

Supplementary  Report  of  Council  Committee — Part 
VI 

Speaker  Andresen:  I now  recognize  Dr.  Wertz, 
who  has  a report  to  make  for  the  Economics  Com- 
mittee. 

Dr.  Carleton  E.  Wertz,  Councilor:  Your 

Economics  Committee  would  like  to  call  to  your 
attention  a number  of  factors,  some  new  and  some 
old,  which  have  a great  influence  on  the  practice  of 
medicine  and  on  the  economics  of  medicine.  Many 
of  these  factors  are  countenanced  knowingly  or 
otherwise  by  the  profession. 

Many  of  us  are,  perhaps,  too  busy  to  appreciate 
the  effects  they  are  apt  to  have  if  the  profession  does 
not  become  alert,  united,  and  take  a positive  stand 
on  the  many  principles  which  are  now  being  over- 
looked, or  at  the  most  a mild  statement  is  made  and 
then  the  entire  matter  is  left  in  a status  quo  position. 

1.  The  controversy  over  the  four  specialities  of 
pathology,  anesthesia,  physiotherapy,  and  roent- 
genology still  goes  on.  The  American  Medical 
Association  and  the  Medical  Society  of  the  State  of 
New  York  both  state  that  these  specialties  are  in- 
cluded in  the  practice  of  medicine,  yet  many  of  us 
are,  apparently,  willing  to  allow  the  hospitals  to 
absorb  these  definite  branches  of  medicine.  Physi- 
cians in  several  areas  in  the  State,  although  volun- 
tary medical  plans  exist  in  those  same  areas,  allow 
the  Blue  Cross  to  provide  for  these  specialties. 

Hospitals,  mainly  teaching  hospitals,  have  been 
placing  full-time  men  at  the  head  of  departments  of 
otherspecialtiessuch  as  surgery,  medicine,  obstetrics, 
and  pediatrics.  This  can, .possibly,  only  mean  that 
the  hospitals  will  take  over  more  and  more  of  the 
practice  of  medicine. 

2.  There  is  a growing  development  of  lay  or- 
ganizations interested  in  a great  many  subjects. 
Just  to  mention  a few:  the  National  Foundation  of 
Infantile  Paralysis,  American  Cancer  Society, 
National  Tuberculosis  Association,  American  Heart. 
Association,  American  Diabet  ic  Association,  Associa- 


September  1,  1948] 


MINUTES  OF  THE  ANNUAL  MEETING 


59 


tion  for  Spastic  Paraplegia,  Rheumatic  Fever,  and 
many  others. 

Most  are  educational  and  diagnostic  at  present, 
but  how  long  will  it  be  before  they  will  want  to  ren- 
der treatment  as  well? 

3.  The  need  for  good  diagnostic  general  prac- 
titioners and,  perhaps,  the  overemphasis  of  special- 
ized training. 

4.  The  cost  of  medical  care,  especially  the  in- 
creased cost  of  hospitalization,  should  make  us  all 
stop  and  think  where  it  is  going  to  stop  and  how 
long  can  the  hospitals  keep  going  before  seeking  re- 
lief from  the  taxpayer,  either  city,  state,  or  federal 
government,  and  if  this  occurs  what  influence  will 
this  have  on  the  private  practice  of  medicine. 

5.  There  are,  within  the  government  and  certain 
powerful  minority  groups,  many  who  desire  some 
form  of  federalized  medicine.  The  drive  is  ever  on. 
Let  us  never  give  up  the  fight.  Look  at  the  plight  of 
the  British  physician  today. 

6.  The  continued  and  increased  support  of  the 
voluntary  nonprofit  insurance  plans  sponsored  by 
the  Medical  Society  and  by  the  entire  profession  is 
the  need  today. 

7.  There  is  a definite  movement  by  the  hospital 
administrators  to  demand  payment  in  ward  cases  for 
medical  care  from  the  medical  plans.  This  is  a prac- 
tice which  should  never  be  allowed  to  exist.  It  can 
only  lead  to  placing  the  hospital  more  and  more  in 
the  practice  of  medicine.  Only  physicians  should  be 
paid  for  services  rendered  by  them. 

8.  Nursing  care  is  an  important  factor  in  the  care 
of  the  seriously  ill,  and  the  cost  of  this  service  has 
been  steadily  rising,  thus  adding  greatly  to  the  cost 
of  medical  care. 

Speaker  Andresen:  This  report  really  should 
have  been  in  a month  ago  so  you  could  have  read  it 
for  yourselves.  It  will  be  referred  to  the  Reference 
Committee  on  Report  of  the  Council,  Part  VI,  of 
which  Dr.  Edward  P.  Flood  is  the  chairman. 

Are  there  any  other  supplementary  reports? 

. . . .There  was  no  response.  . . . 

Speaker  Andresen:  Are  there  any  resolutions  to 
be  introduced  at  this  time? 

Section  6/t.  ( See  111) 

Report  of  the  Temporary  State  Commission  on 
Coordination  of  State  Activities  (Second  Interim 
Report,  March,  1948;  The  Wicks  Commission) 

Dr.  Nelson  W.  Strohm,  Vice-Speaker:  I would 
like  to  present  a resolution,  Mr.  Speaker  and  mem- 
bers of  the  House  of  Delegates.  I apologize  for  its 
length,  but  I am  encouraged  to  give  it  to  you  be- 
cause of  its  importance.  I bring  it  to  you  as  chair- 
man of  the  Council  Committee  on  Medical  Licen- 
sure. The  subject  of  it  is:  The  report  of  the  Tem- 
porary State  Commission  on  Coordination  of  State 
Activities  better  known  as  the  Wicks  Commission: 
“Whereas,  a mimeographed  copy  of  the  report 
of  the  Temporary  State  Commission  on  Coordina- 
tion of  State  Activities  (second  interim  report, 
March,  1948)  (the  Wicks  Commission,)  has  been  re- 
viewed, it  is  a voluminous  report  of  probably  over 
400  printed  pages  which  is  in  the  hands  of  the 
printers  and  will  probably  not  be  received  before 
July  or  August!  Excerpts  have  been  taken  from 
this  report  and  have  been  distributed  to  the 
officers  of . the  State  and  county  societies  and 
other  bodies  that  would  be  interested,  and  it  is 
thought  advisable  that  some  of  these  recommenda- 
tions be  brought  to  the  attention  of  the  House  of 
Delegates  for  its  information  and  action; 


“Whereas,  the  following  recommendations 
have  been  made: 

“1.  The  Medical  Practice  Act  should  be 
amended  to  provide  that  physicians  who  fail  to 
register  shall  be  deemed  illegal  practitioners. 

“2.  The  various  professional  laws  should  be 
amended  to  eliminate  all  provisions  compelling 
registration  with  the  County  Clerk. 

“3.  To  eliminate  the  uncertainty  as  to  j urisdic- 
tion  and  authority  among  various  officials  con- 
cerned with  professional  law  enforcement,  their 
functions  shall  be  clearly  defined,  and  the  limits 
of  their  authority  explicitly  stated  through  the 
adoption  of  appropriate  rules  and  regulations  and 
manuals  of  procedure  and  through  necessary 
amendment  of  the  Educational  Law. 

“4.  The  adoption  of  enforcement  of  profes- 
sional laws  shall  be  abolished.  In  lieu  thereof, 
there  shall  be  established  in  the  Division  of  Profes- 
sional Education  a Bureau  of  Investigation  which 
shall  be  charged  with  the  responsibility  of  making 
all  investigations  pertaining  to  the  administration 
and  enforcement  of  the  Professional  Laws. 

“5.  The  granting  of  injunction  to  enjoin  the 
illegal  practice  of  the  professions  shall  be  provided 
without  the  necessity  of  showing  the  absence  of 
another  adequate  remedy  or  that  irreparable 
damage  would  result  from  its  denial.  To  obtain 
such  injunctive  relief,  express  statutory  authority 
similar  to  that  now  contained  in  the  Pharmacy 
and  Veterinary  Medicine  Acts  shall  be  included  in 
the  proposed  article  supplementing  the  profes- 
sional acts. 

“6.  Upon  the  request  of  the  Bureau  of  Inves- 
tigation, the  hearing  upon  the  charges  shall  be 
held  by  a hearing  officer  appointed  by  the  Re- 
gents. For  this  purpose  the  Regents  shall  pro- 
vide as  many  hearing  officers  as  are  necessary  who 
are  specially  qualified  to  conduct  hearings  and  to 
prepare  findings  and  recommendations.  Two 
members  of  the  Professional  Board  involved  shall 
sit  as  observers  at  all  hearings  for  and  in  behalf 
of  the  Board. 

“7.  Recommendation  abolishing  the  Board  of 
Examiners  and  Advisory  Councils  (there  are 
several). 

“8.  The  department  shall  either  comply  with 
the  law,  or  if  the  law  has  proved  to  be  unworkable, 
it  should  seek  to  have  it  amended  to  conform  to 
practice. 

“9.  The  determination  of  credits  in  all  profes- 
sions should  be  solely  the  function  of  the  Bureau  of 
Professional  Education. 

“10.  The  Secretary’s  Office  shall  forthwith 
review  the  status  of  all  such  applications,  dismiss 
those  which  remain  incomplete  by  a predeter- 
mined date. 

“11.  All  these  applications  shall  be  received 
and  evaluated  by  the  Bureau  of  Professional 
Education. 

“12.  Applications  for  dispensation  of  regular 
requirements  for  admission  to  examinations  or 
other  licensure  shall  not  be  reviewed  by  the 
Department  Council. 

“13.  The  evaluation  of  applications  for  licen- 
sure without  examination  or  other  admission  to 
examinations  involving  dispensation  of  regular 
requirements  should  continue  to  be  performed  by 
the  Assistant  Commissioner.  While  undoubtedly 
an  operating  function,  the  evaluation  of  suen 
applications  is  of  major  importance  and  should  be 
segregated  from  the  evaluation  of  routine  applica- 
tions for  licensure.  Involved  in  these  applications 
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are  questions  of  policy-making  and  precedent- 
making that  are  properly  the  concern  of  the 
Assistant  Commissioner. 

“Whereas,  it  can  be  seen  that  the  above  con- 
templated recommendations  are  far-reaching, 
involving  important  changes  in  the  Educational 
Law  governing  discipline  and  licensure  in  the 
medical  profession.  It  is  most  important  that  the 
medical  profession  make  known  its  opinion  in  re- 
spect to  these  changes  at  an  early  date  and  that 
these  opinions  be  sent  to  Senator  Wicks  and  the 
Board  of  Regents  of  the  Department  of  Educa- 
tion; therefore  be  it 

“ Resolved , that  the  House  of  Delegates  as- 
sembled record  their  disapproval  of  the  following 
recommendations:  Numbers  1,  2,  4,  6,  and  all  its 
subrecommendations;  number  7 and  its  sub- 
recommendations, and  numbers  9,  11,  12,  and  13; 
and  that  approval  of  the  following  recommenda- 
tions be  recorded:  Numbers  3,  5,  8,  and  10.” 
Speaker  Andresen:  Referred  to  Reference 

Committee  on  the  Report  of  the  Council,  Part  XII, 
of  which  Dr.  Joseph  A.  Geis  is  the  chairman. 

Section  66.  {See  103 ) 

Malpractice  Insurance  and  Public  Relations 
(Alameda  County  Plan) 

Dr.  Frederick  S.  Wetherell,  Onondaga:  Mr. 
Speaker,  members  of  the  House,  and  distinguished 
guests,  the  subject  of  this  resolution  is  Malpractice 
Insurance  and  Public  Relations.  I sat  with  your 
hardworking  Reference  Committee  on  Malpractice 
Insurance  and  Defense  yesterday  and  thought  that 
they  were  going  up  the  wrong  alley  to  change  the 
present  situation  of  malpractice  defense  and  insur- 
ance. I even  heard  the  threat  that  some  county 
societies  might  withdraw  from  the  general  plan  of 
malpractice  defense  and  insurance  because  their 
incidence  was  so  low.  I am  using  the  term  “public 
relations,”  but  the  term  "public  relations”  which  I 
am  using  is  not  the  one  which  you  are  acquainted 
with.  It  is  something  entirely  different.  The 
meaning  is  entirely  different  as  explained  in  the  cur- 
rent number  of  the  Bulletin  of  the  Onondaga  Medi- 
cal Society  where  the  word  “public  relations”  is 
debunked : 

“Whereas,  it  is  apparent  that  the  cost  of  mal- 
practice insurance  is  constantly  increasing;  and 
“Whereas,  everything  that  might  cause  a mal- 
practice claim  is  a'source  of  bad  public  relations; 
and 

“Whereas,  the  elimination  of  these  causes 
serves  also  to  eliminate  one  category  of  causes  of 
bad  public  relations;  and 

“Whereas,  among  these  causes  are:  injury  to 
a patient  through  negligence  or  ineptitude;  criti- 
cism of  a colleague’s  work,  made  to  a patient  by 
another  physician;  abandonment  of  the  patient; 
failure  to  treat  each  patient  with  meticulous  atten- 
tion to  the  requirements  of  good  medical  practice; 
using  undue  optimism  in  prognosis;  failure  to 
give  the  patient  a clear  understanding  of  the  diag- 
nosis or  treatment;  and 

“Whereas,  it  has  been  proved  that  removal  of 
these  causes  by  the  institution  of  a militant  public 
relations  program  has  resulted  in  the  practical 
elimination  of  malpractice  suits;  and 

“Whereas,  the  Alameda  County,  California, 
Medical  Society  has  instituted  a plan  of  medical 
public  relations  which  has  resulted  in  eliminating 
malpractice  suits  for  the  past  two  years;  be  it 
“Resolved,  that  the  Council  of  the  Medical 


Society  of  the  State  of  New  York  be  instructed  to 
study  the  Alameda  County  Plan,  and  as  soon  as 
feasible  to  institute  procedures  which  will  end  in 
the  employment  of  measures  of  like  nature  in  the 
constituent  county  societies  or  district  branches  of 
the  Medical  Society  of  the  State  of  New  York.” 
Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Report  of  the  Malpractice  Insurance 
and  Defense  Board  and  Report  of  the  Legal  Counsel, 
of  which  Dr.  Abraham  Koplowitz  is  chairman. 

Section  66.  {See  HI) 

Proposal  to  Create  a Committee  on  Emergency 
Preparedness 

Dr.  Walter  P.  Anderton,  Secretary:  Mr. 

Speaker,  as  a result  of  a communication  to  the 
Society  from  the  American  Medical  Association, 
and  as  a result  of  Dr.  Lull’s  and  Dr.  Engel’s  speeches 
this  morning,  I move  that  the  President  be  em- 
powered to  appoint  a Committee  on  Emergency 
Preparedness. 

Dr.  Harry  Aranow,  Councilor:  I second  the 
motion. 

Speaker  Andresen:  That  will  have  to  be  re- 
ferred to  a Reference  Committee,  I believe. 

Secretary  Anderton:  I take  the  liberty  of  sug- 
gesting that  this  long  and  arduous  motion  could  be 
voted  on  immediately  and  not  necessarily  referred  to 
a reference  committee. 

Speaker  Andresen:  I am  informed  that  the 
President’s  Report  contained  a recommendation  to 
that  effect.  Therefore,  I would  like  to  refer  that 
motion  also  to  the  Reference  Committee  on  Report 
of  the  President,  of  which  Dr.  Phillip  D.  Allen  is 
chairman. 

Section  67.  {See  162 ) * 

Isotope  Committee 

Dr.  Laurance  D.  Redway,  Literary  Editor:  I 
would  like  to  introduce  a resolution  in  behalf  of  my- 
self and  Dr.  Norman  S.  Moore,  of  Ithaca,  on  the  sub- 
ject of  an  Isotope  Committee: 

“Whereas,  the  policy  of  the  United  States 
Atomic  Energy  Commission  is  liberal  with  respect 
to  the  relation  of  radioactive  isotopes  for  research 
in  general;  and 

“Whereas,  consequent  upon  this  farsighted 
policy  of  the  Commission  many  more  radioactive 
materials  will  be  handled  by  an  increasing  number 
of  people;  and 

“Whereas,  the  danger  to  technical  personnel 
and  the  public  through  carelessness  or  lack  of 
uniform  protective  measures  in  dealing  with  these 
materials  will  increase;  and 

“Whereas,  in  the  event  of  the  emergency  of 
mass  radiation  immediate  protective  measures 
would  be  imperative;  now  be  it 

“ Resolved,  that  the  Medical  Society  of  the  State 
of  New  York,  acting  in  the  public  interest,  instruct 
* its  Council  to  create  an  isotope  committee  for  the 
purpose  of  coordinating  the  protective  measures 
now  being  formulated  by  various  scientific,  medi- 
cal, public  health,  and  industrial  groups,  and 
through  the  educational  channels  of  the  Society 
familiarize  the  physicians  of  the  State  with  all 
known  protective  measures  applicable  to  peace- 
time uses  of  radioactive  materials.” 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Report  of  Council,  Part  V,  of  which 
Dr.  Philip  L.  Forster  is  chairman. 
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Section  68.  (See  166) 

Insurance  Forms 

Dr.  Charles  Gullo,  Livingston:  I submit  this 
resolution  for  the  Livingston  County  Medical 
Society,  which  was  passed  on  March  24  of  this  year. 
It  has  reference  to  Insurance  Forms: 

“Whereas,  physicians  are  asked  to  make  out 
many  illness  and  mortality  forms  of  insurance 
.companies;  and 

“Whereas,  the  filling  of  such  forms  often  re- 
quires considerable  time;  and 

“Whereas,  these  forms  are  generally  never 
alike;  be  it 

“ Resolved,  that  the  Council  appoint  a committee 
to  meet  with  a committee  of  the  Association  of  Life 
Insurance  Companies  for  the  purpose  of  stand- 
ardizing the  illness  and  mortality  forms  and 
thereby  make  them  more  brief.” 

Speaker  Andresen:  Referred  to  Reference 

Committee  on  Report  of  the  Council,  Part  VI,  of 
which  Dr.  Edward  P.  Flood  is  chairman. 

Section  69.  (See  170 ) 

Draft  of  Physicians 

Dr.  B.  M.  Bernstein",  Kings:  This  resolution 
has  been  inspired  by  the  editorial  appearing  in  the 
Journal  of  the  American  Medical  Association,  and 
which  I saw  yesterday  morning: 

“Whereas,  the  medical  profession  always  has 
taken,  and  always  will,  unselfishly,  take  its  part  in 
any  national  emergency;  and 

“Whereas,  it  would  appear  that  the  passage  of 
draft  legislation  by  the  Congress  is  imminent;  and  . 

“Whereas,  indications  are  that  an  attempt  will 
be  made  to  adopt  a different  age  differential  for 
physicians  from  that  to  be  advised  for  the  rest  of 
the  available  population;  and 

“Whereas,  it  would  appear  that  an  adequate 
pool  of  physicians  already  exists  from  amongst 
those  educated  under  government  student  pro- 
grams during  the  last  war  and  as  yet  not  called  for 
duty,  and  from  those  deferred  for  a variety  of 
reasons  during  the  last  war,  and  from  amongst 
those  now  completing  or  who  will  complete  intern- 
ships during  the  next  two  years,  and  from  those 
who  will  volunteer  their  services,  even  though  not 
of  draft’age;  therefore  be  it 

“ Resolved,  that  such  a differential  in  age  of  those 
eligible  for  draft  would  be  discriminatory,  un- 
necessary, undemocratic,  and  contrary  to  the 
principles  of  our  Constitution;  and  be  it  further 
“Resolved,  that  the  proper  committees  of  the 
House,  Senate,  and  the  presiding  officers  of  those 
bodies  and  the  Secretary  of  National  Defense  and 
the  Secretary  of  the  Army,  Navy,  and  Public 
Health  Service,  and  the  President  of  the  United 
States  be  so  advised  by  the  endorsement  of  this 
resolution  at  this  session  of  the  House  of  Dele- 
gates; and  be  it  further 

“Resolved,  that  the  Chairman  of  the  National 
Security  Resources  Board  and  the  Secretary  of 
National  Defense  be  urged  to  sanction  the  crea- 
tion of  a Civilian  Medical  Board  to  aid  in  obtain- 
ing the  necessary  medical  personnel  which  would 
bo  required  under  a selective  service  draft  act; 
and  be  it  further 

“ Resolved , that  the  Secretary  be  instructed  to 
transmit  these  resolutions  to  the  above-named 
authorities  without  delay.” 

Speaker  And  resen:  Referred  to  Reference 

Committee  on  Miscellaneous  "Business  B,  of  which 
Dr.  William  B.  Rawls  is  chairman. 


Are  there  any  further  resolutions? 

. . . .There  was  no  response. . . . 

Speaker  Andresen:  If  there  are  no  other  resolu- 
tions, we  will  go  on  to  the  reference  committee  re- 
ports. The  reference  committees  worked  very  long 
and  hard  yesterday.  Some  of  them  were  still  work- 
ing at  five  and  six  o’clock.  Some  met  in  the  evening 
to  complete  their  reports.  I hope  that  all  of  the 
objectants  and  all  of  the  proponents  of  the  various 
proposals  that  were  referred  to  these  committees 
numbering  38  yesterday  have  thoroughly  discussed 
their  positions,  and  their  various  points  of  view  have 
been  reconciled,  so  we  won’t  need  to  spend  too  much 
time  today  on  them. 

We  are  now  ready  for  the  Reference  Committee 
Reports. 

Section  70 

Report  of  Reference  Committee  on  the  Report  of  the 
Secretary 

Dr.  Leo  F.  Schiff,  Clinton:  The  report  of  the 
Secretary  contains  membership  statistics,  informa- 
tion relative  to  the  Medical  Directory  and  the  Jour- 
nal, some  comment  on  the  activities  of  the  Council, 
and  other  interesting  information  relative  to  his  per- 
sonal activities. 

We  note  a net  increase  of  779  members,  and  a 
death  rate  among  the  membership  of  slightly  more 
than  1.2  per  cent.  We  are  interested  to  know  the 
reasons  underlying  the  resignation  of  426  members, 
slightly  more  than  2 per  cent  of  our  membership. 

The  number  of  honor  counties  dropped  from  25  in 
1947  to  20  in  1948. 

Appointment  of  members  of  this  Society  to  vari- 
ous State  Boards  and  Commissions  during  the  past 
year  are  duly  noted  in  the  Secretary’s  report.  Cer- 
tain other  activities  of  the  Council  are  commented 
upon  in  the  report,  but  none  of  these  in  such  a way  as 
to  require  any  action  by  the  House  of  Delegates, 
such  matters  coming  under  the  Report  of  the  Coun- 
cil. 

Under  “Comments”  are  listed  the  various  meet- 
ings which  our  Secretary  has  attended,  including 
Council  and  Board  of  Trustee  meetings,  as  well  as 
seven  of  the  eight  district  branch  meetings  and  vari- 
ous hearings  and  conferences.  We  appreciate  that 
these  meetings,  casually  listed  in  less  than  half  a 
column  of  the  report,  must  have  taken  considerable 
of  our  Secretary’s  time. 

We  are  particularly  pleased  that  our  Secretary  has 
been  able  to  assist  a number  of  physicians  to  find 
locations  for  practice  and  enjoyed  as  part  of  his 
vacation  visiting  several  rural  locations  whence  had 
come  requests  for  physicians. 

Our  Secretary  reports  the  death  on  October  10, 
1947,  of  Dr.  Frederic  E.  Sondern,  Past  President  of 
our  Society,  of  which  due  notice  was  taken  at  the 
opening  session  yesterday. 

We  are  pleased  to  note  the  appreciation  expressed 
by  our  Secretary  for  the  cooperation  and  considera- 
tion shown  him  by  his  fellow  officers,  the  councilors, 
trustees,  and  members  of  the  staff  of  the  Medical 
Society  of  the  State  of  New  York.  We  feel  his  own 
amiability,  alert  mentality,  and  willingness  to  work 
for  the  good  of  our  Society  well  deserve  such  con- 
sideration and  cooperation. 

There  are  no  recommendations  in  this  part  of  the 
report,  and  I move  its  adoption. 

Dr.  Moses  H.  Krakow,  Bronx:  I second  the 
motion. 

. . . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. . . . 
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Section  71 

Report  of  Reference  Committee  on  Reports  of  Dis- 
trict Branches 

Dr.  Leo  F.  Schiff,  Clinton:  As  regards  the  re- 
ports of  the  district  branches,  these  show  that  each 
of  the  eight  district  branches  held  an  annual  meet- 
ing, most  of  them  in  the  fall  of  the  year.  The  meet- 
ings consisted  of  one-day  sessions  either  morning  and 
afternoon  or  afternoon  and  evening,  and  all  were 
attended  by  our  President,  Dr.  Bauer,  accompanied 
by  other  officials  and  members  of  the  staff  of  the 
State  Society.  Attendance  varied  from  69  to  201. 
Programs  included  formal  papers,  symposia,  panel 
discussions,  and  clinics.  In  addition  to  scientific 
subjects,  various  matters  having  to  do  with  the 
economic  and  administrative  aspects  of  the  medical 
profession  were  presented  and  discussed. 

The  president  of  the  First  District  Branch  raises 
the  question  of  the  usefulness  of  branch  meetings,  at 
least  in  the  metropolitan  area. 

Since  this  is  the  only  branch  to  raise  such  a ques- 
tion, your  Reference  Committee  recommends  that 
no  action  be  taken  in  the  matter  at  the  present  time. 

May  I also  say  that  I understand  that  the  Refer- 
ence Committee  on  the  Report  of  the  Planning  Com- 
mittee for  Medical  Policies  had  this  matter  under 
consideration  from  another  angle,  so  that  I do  not 
believe  any  action  is  necessary  so  far  as  the  con- 
sideration of  the  Report  of  the  District  Branches  is 
concerned. 

On  the  other  side  of  the  picture  the  Eighth  Dis- 
trict Branch  has  formed  an  Advisory  Council  of 
presidents  and  secretaries  of  the  medical  societies 
composing  that  branch.  This  Advisory  Council  has 
just  completed  its  first  year  of  activity  and  has  met 
at  intervals  of  two  months  to  consider  bills  before 
the  State  Legislature  and  to  carry  on  correspondence 
with  various  State  legislators  sponsoring  or  interested 
in  certain  bills.  It  is  reported  that  all  meetings 
have  been  well  attended,  and  the  discussion  has  been 
free.  The  last  meeting,  held  on  February  12,  1948, 
included  also  representatives  of  the  Legislation  and 
Workmen’s  Compensation  Committees  of  the  com- 
ponent counties.  Among  other  things  done,  it  was 
agreed  that  at  future  meetings  representatives  from 
various  county  society  committees  should  meet  with 
the  Advisory  Council  to  share  opinions  and  to  act  in 
concert  on  matters  that  might  pertain  to  their  re- 
spective committees. 

This  we  feel  is  a most  commendable  plan,  a step 
forward  in  the  harmonious  working  of  the  component 
parts  of  an  organized  medical  group  such  as  ours, 
and  we  recommend  it  for  serious  consideration  by 
other  district  branches. 

I would  like  to  say  also  that  I believe  that  this  par- 
ticular phase  of  our  activity  has  been  under  con- 
sideration by  the  Reference  Committee  on  Report  of 
the  Planning  Committee  for  Medical  Policies  and 
that  you  may  hear  more  definite  recommendations 
from  them  than  we  are  making  in  our  consideration 
merely  of  the  reports  of  the  presidents  of  the  district 
branches. 

Mr.  Speaker,  I move  the  adoption  of  this  portion 
of  the  report. 

Dr.  Harry  Aranow,  Councilor:  I second  the 
motion. 

Speaker  Andre, sen:  This  involves  two  parts, 
doesn’t  it,  the  one  to  disregard  the  suggestion  that 
the  district  branches  be  abolished,  and  the  other  one 
telling  what  a district  branch  can  do,  and  commend- 
ing the  branch  for  it.  Is  that  right? 

Dr.  Schiff:  Yes. 


Speaker  Andresen:  Is  there  any  discussion  on 
the  motion  to  adopt  this  portion  of  the  report? 

. . . .The  question  was  called,  and  the  motion  was 
* put  to  a vote  and  was  unanimously  carried  .... 

Section  72 

Report  of  the  Reference  Committee  on  Report  of 
Censors 

Dr.  Leo  F.  Schiff,  Clinton:  We  are  informed,  by 
the  Secretary  of  the  Society  that  it  has  not  been 
necessary  for  the  Censors  to  hold  a meeting  during 
the  past  year  as  no  business  came  up  for  them  to  act 
upon.  We  congratulate  the  Society  on  having 
passed  through  another  year  without  need  for  the 
services  of  the  Board  of  Censors. 

I move  the  adoption  of  this  portion  of  the  report. 
Dr.  Frederick  S.  Wetherell,  Onondaga:  I 

second  the  motion. 

. . . .There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried .... 

Section  73.  ( See  40) 

Report  of  Reference  Committee  on  Report  of  Secre- 
tary: Changing  Chest  Session  to  Section 

Dr.  Leo  F.  Schiff,  Clinton:  Reporting  on  the 
resolution  that  the  House  referred  to  your  Refer- 
ence Committee  presented  by  Dr.  Gaffney,  of 
Oneida,  and  actually  discussed  in  the  Secretary’s 
report  but  omitted  in  our  report  on  the  Secretary’s 
report,  because  it  was  going  to  be  presented  in  the 
form  of  this  resolution,  on  the  matter  of  changing 
the  Chest  Session  to  a Chest  Section; 

“Whereas,  interest  in  chest  diseases  is  great  as 
evidenced  by  large  attendance  at  programs  of  the 
Session  on  Chest  Diseases;  and 

“Whereas,  great  advances  are  currently  being 
made  in  the  diagnosis  and  treatment  of  chest  dis- 
eases; and 

“Whereas,  more  program  time  is  required  to 
present  adequately  these  advances  to  the  profes- 
sion; therefore  be  it 

“ Resolved , that  the  Session  on  Chest  Diseases 
be  made  a Section  on  Chest  Diseases.” 

This  matter  was  recorded  in  the  report  of  the 
Secretary  as  having  been  taken  up  by  the  Council  on 
November  13,  1947,  which  voted  to  recommend  that 
a Section  on  Chest  Diseases  be  created. 

Your  Reference  Committee  recommends  that  such 
action  be  approved.  As  you  known,  this  would 
entitle  them  to  Section  Officers  and  to  hold  two 
meetings  during  our  Annual  Meeting  instead  of  the 
one  session. 

I move  the  adoption  of  this  portion  of  the  report. 
Dr.  Edward  A.  Griffin,  Kings:  I second  the 
motion. 

. . . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  carried.  . . . 

Dr.  Schiff:  Now  I move  the  adoption  of  the  re- 
port of  this  Reference  Committee  as  a whole. 

Dr.  Joseph  A.  Geis,  Essex:  I second  the  motion. 
. . . .There  being  no  discussion,  the  motion  was  put 
to  a vote,  and  was  carried.  . . . 

Speaker  Andresen:  The  report  is  adopted  as  a 
whole,  and  we  thank  you,  Dr.  Schiff. 

Are  there  any  other  Reference  Committees  ready 
to  report? 

Section  74 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  XII:  Medical  Licensure 

Dr.  Joseph  A.  Geis,  Essex:  Your  Reference 
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Committee  has  noted  the  statistics  quoted  in  the 
report  of  the  Council  Committee  on  Medical  Licen- 
sure and  wishes  to  draw  to  the  attention  of  this 
House  of  Delegates  the  fact  that,  despite  the  propa- 
ganda of  the  state  medicine  adherents,  the  increase 
in  the  number  of  doctors  has  not  lagged  behind  the 
population  growth. 

We  also  note  that  the  special  regulation  regarding 
credit  for  armed  service  applies  only  to  those  who 
began  service  prior  to  January  1,  1947.  Soon  this 
will  automatically  cancel  itself. 

We  note  with  alarm  the  report  that  the  Education 
Department  expects  a large  influx  of  foreign  physi- 
cians, especially  because  of  the  following  words  in  the 
report : 

“We  understand  that  it  is  the  policy  of  the 
Department  of  Education  of  the  State  of  New 
York  that  they  will  not  endorse  any  foreign  medical 
graduate;  nor  will  they  admit  to  medical  licen- 
sure examination  any  foreign  graduate  who  has 
matriculated  in  medicine  after  January  1,  1940.” 
We  agree  with  the  Council  Committee  that  this  is 
sound  and  sensible  but  feel  that  we  should  know  that 
this  is  so  and  not  just  understand  it.  We  agree 
thoroughly  that  all  foreign  applicants  must  be 
examined. 

Inasmuch  as  our  Education  Department  is  ques- 
tioning the  value  of  the  medical  education  of  foreign 
schools,  strong  representations  should  be  made  t,o^ 
the  Veterans  Bureau  so  that  they  stop  their  recogni- 
tion of  these  schools  for  veterans’  education. 

We  also  note  that  while  chiropractors  are  not,  and 
should  not  be,  licensed  in  this  State,  that  the  Vet- 
erans Administration  is  paying  for  this  so-called 
education  under  the  G.I.  Bill  of  Rights.  We 
greatly  fear  that  this  will  end  in  a greater  demand 
for  their  licensure  with  the  added  argument  of 
sympathy  for  the  veterans.  An  attempt  should  be 
made  to  stop  this. 

We  also  agree  with  the  use  of  injunction  proceed- 
ings against  illegal  praqtitioners. 

I move  the  adoption  of  this  section  of  the  report. 
Dr.  Peter  J.  Di  Natale,  Genesee:  I second  it. 

. . . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . . 

Section  75 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  XII:  Report  of  Special  Committee  on  Office 
Administration  and  Policies 

Dr.  Joseph  A.  Geis,  Essex:  Your  Reference 
Committee  read  with  approval  the  report  of  the 
Special  Committee  on  Office  Administration  and 
Policies.  We  approve  the  removal  of  the  offices  so 
that  they  are  all  on  one  floor.  We  especially  ap- 
prove the  provisions  for  annual  physical  examina- 
tion of  employes.  Most  assuredly  we  must  practice 
what  we  preach. 

We  approve  the  improvements  in  office  routine 
and  feel  that  these  will  lead  to  a marked  increase  in 
efficiency.  Because  your  Special  Committee  has 
put  into  effect  so  many  improvements  in  the  past 
year,  we  agree  with  the  report  that,  for  the  time  be- 
ing, it  is  unnecessary  to  spend  the  money  for  a sur- 
vey by  outsiders. 

The  Society  owes  its  thanks  to  this  hardworking 
committee.  We  recommend  that,  this  committee 
be  continued.  I move  the  approval  of  this  part  of 
the  report. 

Dr.  Harry  Aranow,  Councilor:  I second  it. 

. . . .There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . . 


Section  76.  (See  110 ) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  XII:  Nursing  Education 

After  considerable  discussion,  was  referred  back 
to  Reference  Committee. 

Section  77.  ( See  27,  80) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  XII:  Woman’s  Auxiliary 

Dr.  Joseph  A.  Geis,  Essex:  Your  Reference 
Committee  notes  with  considerable  pleasure  the 
large  amount  of  work  done  during  the  past  year  by 
the  Woman’s  Auxiliary.  This  has  grown  so  fast  .and 
has  taken  so  many  burdens  from  the  officers  and 
members  of  the  Society  that  it  is  a never-ceasing 
surprise.  The  Distaff  has  become  an  important 
publication  to  the  aims  of  this  Society. 

How  Mrs.  Pohlmann  was  able  to  get  to  so  many 
sections  of  the  State  during  one  short  year  is  some- 
thing that  your  Reference  Committee  cannot  under- 
stand. It  certainly  looks  as  if  being  president  of  the 
Auxiliary  is  a full-time  job. 

This  House  of  Delegates  should  send  a letter  of 
appreciation  and  thanks  for  their  work. 

We  recommend  to  the  Council  that  they  recom- 
mend to  the  Board  of  Trustees  that  the  appropria- 
tion be  increased  by  $1,000. 

We  worded  that  last  phrase  very  carefully  for  fear 
we  would  get  a rise  out  of  Dr.  Rooney.  We  wanted 
to  save  the  time  of  this  House  as  much  as  possible. 

I move  the  adoption  of  that  portion  of  the  report. 

Dr.  Frederick  S.  Wetherell,  Onondaga:  I 

second  it. 

. . . .There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . . 

Section  78 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  XII:  Report  of  Convention  Committee 

Dr.  Joseph  A.  Geis,  Essex:  "Your  Reference 
Committee  wishes  to  thank  the  Council  Committee 
on  Convention  for  its  difficult  work  at  the  last  con- 
vention. 

Now  that  the  war  is  over,  we  suggest  that  arrange- 
ments be  made  for  tables  for  the  delegates  while  at 
the  meeting.  While  we  had  to  put  up  with  incon- 
veniences then,  it  was  difficult  to  take  notes,  check 
the  program,  and  hold  a cigarette  at  the  same  time. 

We  also  recommend  that  where  possible  the  ses- 
sions be  held  in  the  headquarters  hotel. 

We  thoroughly  approve  the  presentation  of  cer- 
tificates to  the  fifty-year  members  and  recommend 
that  this  be  made  an  annual  event. 

We  especially  feel  that  the  thanks  of  this  House  is 
due  to  those  members  and  employes  of  the  Society 
who  adopted  mops,  brooms,  etc.,  at  3:00  a.m.  to  get 
ready  for  the  opening  of  the  convention.  Their 
modesty  in  not  making  this  a part  of  their  report 
should  not  be  overlooked. 

I move  the  adoption  of  this  section  of  the  report. 

Dr.  Edwin  A.  Griffin,  Kings:  According  to  the 
strict  sense  of  the  wprd,  the  war  is  not  yet  over.  It 
has  not  yet  been  declared  over. 

Dr.  Geis:  I would  say  that  I think  it  i^  suffici- 
ently over  so  that  we  could  get  tables  to  put  our 
papers  on  while  we  are  at  this  meeting. 

Dr.  Frederick  W.  Williams,  Bronx:  In  addi- 
tion, may  I also  suggest  to  this  Reference  Committee 
that  they  suggest  to  the  Speaker  of  the  House  that 
on  the  opening  day  when  he  is  calling  for  resolutions, 
an  easy,  orderly  way  to  do  that  would  be  to  call  the 
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counties  in  alphabetical  order  as  to  whether  they 
have  resolutions,  rather  than  have  this  scramble  that 
we  had  yesterday  morning,  “Call  me,”  “Call  me,” 
“Call  me.” 

Speaker  Andresen:  The  Speaker  will  take  that 
under  advisement.  Thank  you. 

lias  that  motion  for  the  adoption  of  that  portion  of 
the  Reference  Committee’s  report  been  seconded? 

Dr.  AlPred  M.  Hellman,  New  York:  I will 
second  it. 

. . . .There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . . 

Section  79.  ( See  131 ) 

Report  of  Reference  Committee  oft  Report  of  Coun- 
cil, Part  XII:  Report  of  Committee  on  Questions  on 
Ethics 

Dr.  Joseph  A.  Geis,  Essex:  Your  Reference 
• Committee  agrees  with  the  Council  Committee  on 
Questions  on  Ethics  that  Section  31(b),  Principles  of 
Professional  Conduct,  adopted  at  the  last  meeting  of 
the  House  of  Delegates,  was  ill  advised,  and  that  it 
be  rescinded. 

We  also  believe  that  the  proposed  substitute  is 
also  improper,  ill  advised,  and  poorly  worded.  We 
recommend  that  it  be  not  adopted. 

We  recommend  that  the  Council  give  this  further 
study. 

Chorus:  What  is  it  all  about? 

Dr.  Geis:  Section  31(b),  Principles  of  Profes- 
sional Conduct,  that  was  adopted  last  year  reads: 
Publications  for  the  Laity 
“Members  of  this  Society  who  have  prepared 
and  written  a book,  article,  or  any  writing  pertain- 
ing to  medicine,  for  the  laity  and  intended  for 
publication,  shall  submit  the  same  to  the  Council 
Committee  on  Public  Relations  and  the  Public 
Relations  Bureau  of  the  Medical  Society  of  the 
State  of  New  York  for  approval  prior  to  any  pub- 
lication thereof.  In  the  event  the  book,  article, 
or  writing  shall  be  so  approved  for  publica- 
tion, then  and  in  that  event  any  proposed 
advertisement  for  or  announcement  of  publica- 
tion thereof  shall  be  likewise  submitted  to  said 
Council  Committee  and  Bureau  for  approval  prior 
to  any  appearance  thereof  in  print.  The  review- 
ing committee  shall  render  its  opinion  without 
unnecessary  delay.  This  committee  shall  be  in 
the  main  guided  by  Section  31  of  the  ‘Principles  of 
Professional  Conduct’  but  shall  be  empowered  to 
make  such  concessions  as  may  be  practiced  and 
necessary  in  considering  the  title  of  the  publica- 
tion, the  description  of  the  content,  the  responsi- 
bility, standing,  and  reputation  of  the  writer  and 
such  other  material  through  which  the  publisher 
wishes  to  arouse  reader  interest.” 

That  is  the  one  that  the  Council  in  its  report  recom- 
mended be  rescinded,  and  that  is  the  report  that 
was  adopted  last  year  in  Buffalo.  That  is  the  one 
that  your  Reference  Committee  also  recommends  be 
rescinded. 

The  Committee  suggests  to  insert  in  its  place  the 
following;  I mean,  now,  the  Council  Committee: 
“Advertisements  and  Announcementsof Publications 
for  the  Laity: 

“fn  the  event  that  there  is  proposed  any  public 
announcement  of  or  advertising  in  relation  to  any 
book  or  article  or  writing  for  the  laity,  such  pro- 
posed announcement  or  advertising  matter  shall 
be  submitted  to  the  Council  Committee  on  Public 
Relations  prior  to  any  public  appearance  of  the 
announcement  or  advertising  matter.  This  re- 


viewing committee  shall  render  its  opinion  with- 
out unnecessary  delay.  It  shall  be  guided  mainly 
by  Section  31  of  these  Principles  of  Professional 
Conduct,  but  shall  be  empowered  to  make  such 
concessions  as  may  be  practiced  and  necessary,  in 
considering  the  description  of  the  title  and  con- 
tents of  the  publication,  the  professional  standing 
and  reputation  of  the  author,  and  such  other 
material  through  which  the  publisher  may  wish  to 
arouse  interest.” 

We  recommend  that  that  last  that  I read  not  be 
adopted,  but  that  it  be  referred  back  to  the  Council 
for  further  study.  I so  move. 

Dr.  Aaron  Kottler,  Kings:  I second  the 

motion. 

President  Bauer:  As  I understand  it,  this  Refer- 
ence Committee  is  recommending  that  the  present 
article  in  the  Code  of  Ethics  be  rescinded  and  that 
this  substitute  be  referred  back.  Is  that  correct? 
Dr.  Geis:  That  is  correct. 

President  Bauer:  Gentlemen  of  the  House,  the 
article  certainly  should  be  rescinded  in  my  opinion. 
That  article  was  adopted  last  year.  I don’t  know 
why  it  ever  was  adopted  because  it  is  a violation  of 
the  Constitution  of  the  United  States  on  free  speech. 
Chorus:  Why? 

President  Bauer:  You  cannot  possibly  dictate 
to  a man  what  he  can  write  or  what  he  shall  say. 

Dr.  Frederick  W.  Williams,  Bronx:  But  can- 
* not  the  members  of  the  Society  discipline  them- 
selves? We  are  not  dictating  to  nonmembers. 

President  Bauer:  The  members  of  the  Society 
can  discipline  another  member  if  he  does  anything 
unethical,  but  to  say  he  cannot  either  write  or  speak 
without  having  it  approved  by  a committee  of  this 
Society  I certainly  think  is  going  just  a little  bit  too 
far.  I don’t  think  we  have  any  right  to  do  it.  It 
ought  to  be  rescinded. 

Dr.  Williams:  We  feel  that  this  is  not  a viola- 
tion of  the  Constitution  but  that  it  is  purely  a matter 
of  discipline  and  controlling  the  ethics  of  the  mem- 
bers of  the  Society.  If  you  will  remember,  the 
cause  for  the  introduction  of  this  particular  provision 
last  year  was  the  trial  or  appeal  we  had  by  a man 
who  was  brought  up  before  the  Board  of  Censors  for 
just  such  an  incident.  Because  of  that  incident,  we 
brought  in  that  article,  and  it  influenced  our  judg- 
ment in  passing  it.  On  behalf  of  Bronx  County,  I 
wish  to  say  we  are  in  favor  of  retaining  what  was 
passed  last  year. 

Dr.  Benjamin  M.  Bernstein,  Kings:  Mr. 

Speaker  and  Gentlemen,  if  we  are  going  to  adopt  a 
resolution  of  any  kind  whereby  we  seek  to  censor 
stuff  that  goes  into  print,  how  about  the  men  who 
get  on  the  radio  and  about  the  men  who  are  going  to 
be  sent  out  by  speakers’  bureaus  to  talk  to  lay 
organizations  day  after  day?  Who  is  going  to 
censor  them?  How  are  we  going  to  determine  in 
advance  what  a man  is  going  to  say  when  he  leaves 
our  headquarters  to  talk  about  anything  under  the 
sun,  whether  it  be  socialized  medicine,  the  treatment 
of  cancer,  or  what  have  you? 

It  seems  rather  foolish  to  try  and  stop  a man  from 
writing  certain  things  by  first  sending  it  to  a com- 
mittee who  shall  have  the  final  say  whether  his  stuff 
is  worth  while  reading  or  not,  yet  permitting  these 
men  at  will  to  get  on  the  radio — and  we  have  done  it 
for  years — to  talk  about  anything  we  want  them  to 
without  being  able  to  stop  them. 

Dr.  Renato  J.  Azzaiii,  Bronx:  I want  to  say  for 
Bronx  County  that  we  censor  everything  that  is 
written  for  or  said  over  the  radio  first  before  it  is 
presented, 
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Secretary  Anderton:  May  I inquire  from  the 
Chairman  of  the  Reference  Committee  the  reasons 
why  the  Reference  Committee  recommends  that  the 
proposed  new  article  not  be  accepted? 

Dr.  Geis:  I might  answer  Dr.  Anderton  on  that 
by  saying  that  the  Reference  Committee  was  un- 
able— maybe  it  is  our  ignorance — but  we  were  un- 
able to  get  any  real  meaning  out  of  it.  That  is  the 
reason  we  referred  it  back  to  the  Council  for  further 
study. 

Speaker  Andresen  : Any  further  discussion? 

Dr.  James  F.  Reuling,  Treasurer:  Mr.  Speaker, 
as  chairman  of  this  Committee  on  Questions  of 
Ethics,  I certainly  feel  that  the  amendment  as 
adopted  last  year  should  be  withdrawn.  I believe 
the  Reference  Committee’s  report  should  probably 
be  broken  down  into  two  parts:  First,  their  recom- 
mendation that  that  amendment  adopted  last  year 
be  rescinded.  If  you  will  consider  that  carefully,  it 
means  that  if  I or  any  member  of  this  House  or  any 
member  of  the  Society  write  any  article  or  get  up  and 
make  a speech  before  a lay  body,  for  example,  if  you 
are  going  to  talk  before  a parent-teacher’s  associa- 
tion, you  must  first  have  that  cleared  by  the  Council 
Committee  on  Public  Relations  and  the  Public  Rela- 
tions Bureau.  I think  that  should  be  repealed,  and 
I would  suggest,  Mr.  Speaker,  that  we  divide  this 
into  two  sections.  I would  offer  a substitute  motion 
for  the  Reference  Committee’s  report  that  Section 
31(b),  “Publications  for  the  Laity,”  as  adopted  by 
the  House  of  Delegates  last  year  be  rescinded. 

Dr.  Geis:  Without  the  necessity  for  a vote  the 
Reference  Committee  will  accept  that  substitution, 
which  will  have  the  effect  of  voting  on  these  separ- 
ately. 

Dr.  Reuling:  Yes. 

Speaker  Andresen:  The  Chair  intended  to 

present  it  that  way.  First  there  will  be  the  motion 
to  rescind,  and  then  the  motion  to  approve  the 
referral.  I don’t  think  we  require  any  particular 
motion  to  do  that,  but  we  can  continue  the  discus- 
sion for  a moment  more.  Dr.  Geis  was  asked  to  dis- 
cuss the  reason  for  having  turned  down  the  sugges- 
tion of  the  Council  Committee,  and  he  said  that  he 
could  not  make  any  sense  out  of  it.  Does  anybody 
here  have  anything  further  to  say  about  that? 

Dr.  Williams:  If  I may  speak  again,  and  this  is 
only  a brief  statement,  we  are  not  censoring  what 
the  man  publishes;  we  are  only  checking  it  for  his 
ethics.  I think  that  is  a misimpression  given  by  the 
men  of  the  opposition. 

Speaker  Andresen:  If  there  is  no  further  dis- 
cussion, we  will  go  on  to  the  motion  to  rescind.  In 
view  of  the  fact  that  this  recommendation  was 
made  a month  in  advance,  we  only  require  a majority 
to  rescind.  If  it  had  not  been  made  a month  in 
advance,  we  would  require  a two-thirds  vote.  All 
in  favor  of  rescinding  last  year’s  action  as  recom- 
mended by  the  Council  Committee  and  by  the 
Reference  Committee  say  “Aye”;  contrary  “Nay.” 
It  is  declared  rescinded. 

We  now  come  to  the  second  half  of  the  recom- 
mendation, which  is  to  refer  back  the  recommenda- 
tion of  the  Council  Committee  in  regard  to  this  mat- 
ter to  the  Council  to  report  back  next  year.  We 
have  had  discussion,  so  all  in  favor  of  this  say  “Aye”; 
contrary  “Nay.”  It  is  referred  back. 

Dr.  Geis:  If  I may  make  a suggestion,  and  if  I am 
out  of  order  say  so,  now  that  we  have  repealed  31(b) 
as  adopted,  and  have  not  adopted  the  new  proposal, 
is  it  in  order  to  make  a motion  that  we  go  back  to 
31(b)  as  it  was  previous  to  last  year  so  that  there  is 
something  in  the  Code  of  Ethics  to  cover  such  a 
I situation?  I will  ask  for  your  ruling  on  that. 


Speaker  Andresen:  I don’t  see  any  reason  why 
you  could  not  make  a motion  to  that  effect,  and  I 
would  so  rule.  That  would  cover  us  temporarily 
until  the  Council  reported. 

Dr.  Ezra  A.  Wolff,  Queens:  Are  we  not  auto- 
matically covered  because  last  year’s  action  re- 
scinded the  previous  article  and  put  in  its  place  the 
present  one  we  have  now  repealed?  Therefore,  our 
status  is  as  it  was  before  last  year’s  meeting. 
Chorus:  No. 

Dr.  Geis:  We  have  nothing  now. 

Speaker  Andresen:  According  to  information  I 
have  now  received,  it  was  not  amended,  but  it  was  an 
addition. 

Dr.  Geis:  This  motion  just  passed  has  rescinded 
Section  31(b)  but  does  not  reinstate  anything. 

Speaker  Andresen:  That  leaves  no  provision 
for  that  particular  thing  in  our  Principles  of  Profes- 
sional Conduct. 

Secretary  Anderton:  I think,  perhaps,  I can 
clear  the  matter  up.  Last  year  there  was  an  addi- 
tion passed  to  Section  31(b).  You  have  now 
rescinded  that  addition,  which  leaves  31(b)  the  way 
it  was  before  the  action  last  year. 

Speaker  Andresen:  We  will  accept  that. 

There  will  be  no  need  for  any  such  motion  then,  Dr. 
Geis. 

Dr.  Geis:  I now  move  the  adoption  of  this  re- 
port as  a whole,  with  the  exception  of  the  part  on 
Nursing  Education,  which  the  Committee  has  to 
reconsider. 

Dr.  Samuel  Z.  Freedman,  New  York:  I second 
the  motion.  » 

. . . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. . . . 

Section  80.  ( See  27,  77) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  XII:  Woman’s  Auxiliary 

Dr.  Joseph  A.  Geis,  Essex:  Mr.  Speaker,  on  a 
resolution  introduced  by  Dr.  Beekman,  of  New 
York,  on  the  Woman’s  Auxiliary,  reading: 

“Whereas,  both  by  word  of  mouth  and  in  the 
press  we  are  increasingly  made  aware  of  the  fine 
work  that  the  Woman’s  Auxiliary  to  the  Mediqal 
Society  of  the  State  of  New  York  is  acomplishing 
in  the  fields  of  economics,  legislation,  public  rela- 
tions and  development  of  good  will  among  our 
fellow  physicians,  both  on  a State  and  county 
level;  now  therefore  be  it 

“ Resolved , that  the  House  of  Delegates  extend 
a vote  of  thanks  to  the  officers  and  members  of  the 
Auxiliary,  and  recommend  that  the  officers  of  the 
State  Society  and  every  constituent  county  society 
be  advised  that  it  is  the  sentiment  of  this  House 
that  whatever  time,  energy,  or  money  that  may  be 
used  in  promotion  of  the  work  of  this  Auxiliary  is 
well  invested.” 

We  approve  of  this  resolution,  although  it  is 
covered  by  Report  of  the  Reference  Committee  on 
Report  of  Council,  Part  XII  on  the  Woman’s 
Auxiliary. 

I move  the  adoption  of  this  portion  of  the  report  . 
Dr.  Ezra  A.  Wolff,  Queens:  I second  it. 

. . . .There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried. . . . 

Section  81.  (See  52) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  XII:  Specialty  Boards 

Dr.  Joseph  A.  Geis,  Essex:  Reporting  on  the 
resolution  introduced  by  Dr.  Galluccio  on  Specialty 
Boards,  reading: 
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“Whereas,  it  has  always  been  the  admitted 
aim  of  the  American  Medical  Association  to 
encourage  hospital  affiliations  for  all  physicians; 
and 

“Whereas,  many  hospitals  are  taking  restric- 
tive measures  with  respect  to  staff  appointments 
and  promotions  in  order  to  satisfy  requirements 
established  by  Specialty  Boards;  and 

“Whereas,  these  requirements  of  the  numerous 
self-appointed  and  self-perpetuating  Specialty 
Boards  are  often  arbitrary,  variable,  and  dis- 
criminatory; and 

“Whereas,  the  accepted  method  of  granting 
license  to  practice  medicine  and  surgery  is  re- 
served to  the  various  states;  and  the  right  to 
practice  a specialty,  being  a logical  extension  of 
this  method,  should  be  state-controlled  by  stand- 
ards set  up  through  the  various  state  societies 
and  their  components;  and 

“Whereas,  it  has  been  accepted  as  a first 
principle  in  the  administration  of  American  jus- 
tice that  a man  be  judged  by  a jury  of  his  peers 
drawn  from  his  local  community;  and 

“Whereas,  the  Council  on  Medical  Education 
and  Hospitals  of  the  -American  Medical  Associa- 
tion with  the  concurrence  of  the  Advisory  Board 
for  Medical  Specialties  has  stated  that 

‘Hospital  staff  appointments  should  depend 
on  the  qualifications  of  physicians  to  rendes 
proper  care  to  hospitalized  patients  as  judged 
by  the  professional  staff  of  the  hospital  and  not 
on  certification  or  special  society  membership’; 
and  > 

“Whereas,  this  entire  problem  presents  a 
challenge  to  the  ability  of  the  American  Medical 
Association  to  regulate  itself  with  justice  to  all 
members  and  to  advance  the  cause  of  Public 
Health  and  Welfare  through  the  improvement  of 
medical  standards;  therefore  be  it 

“Resolved,  that  the  Bronx  County  Medical 
Society  through  its  Delegates  request  the  Medical 
Society  of  the  State  of  New  York  to  take  measures 
to  arrest  and  correct  this  inequitable  situation 
until  such  time  as  means  may  be  found  to  place 
certification  of  specialists  on  a more  reasonable, 
democratic,  and  local  basis;  and  be  it  further 
“ Resolved , that  failing  to  obtain  cooperation 
from  the  various  Specialty  Boards  and  hospitals 
the  American  Medical  Association  be  requested 
to  withhold  recognition  from  hospitals  which 
make  certification  by  a Specialty  Board  a neces- 
sary qualification  for  appointment  or  promotion 
on  a hospital  staff;  and  be  it  further 

“Resolved,  that  the  Delegates  of  the  New  York 
State  Medical  Society  to  the  American  Medical 
Association  Convention  be  instructed  to  place 
these  resolutions  before  the  1948  House  of  Dele- 
gates of  the  American  Medical  Association.” 

We  approve  this  resolution.  We  feel  that  a back- 
ground of  general  practice  before  entering  a specialty 
field  is  most  necessary.  I so  move. 

Dr.  William  Klein,  Bronx:  I second  it. 

. . . .There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  carried.  . . . 

Section  82 

Reference  Committee  on  Report  of  Council,  Part 
VII:  Medical  Care  Insurance 

Dr.  John  B.  D’Albora,  Second  District  Branch: 
Your  Reference  Committee  reviewed  the  report  of 
the  Subcommittee  on  Medical  Care  Insurance  and 
wishes  to  compliment  the  Subcommittee  for  the  work 


they  accomplished  and  the  comprehensive  progress 
report  they  presented. 

Your  Reference  Committee  recommends  approval 
of  the  recommendations  of  the  Committee,  com- 
mending the  participating  physicians  of  the  Western 
New  York  Medical  Plan,  Buffalo,  for  the  com- 
mendable working  out  of  their  difficult  problem  of 
their  general  medical  coverage  contract.  Your 
Reference  Committee  is  of  the  opinion  that,  because 
of  increasing  actuarial  experience,  this  type  of  con- 
tract can  be  satisfactorily  developed  under  adequate 
safeguards.  The  subscribing  public  is  showing  con- 
siderable interest  in  this  form  of  comprehensive 
medical  coverage  contract,  and  we  must  solve  this 
problem  of  good  medical  care  for  the  public. 

Your  Reference  Committee  recommends  that  the 
Subcommittee  on  Medical  Expense  Insurance,  the 
Director  of  the  Bureau  of  Medical  Care  Insurance, 
and  the  New  York  State  Medical  Expense  Plans  con- 
tinue to  study  this  problem  and  strive  to  arrive  at  a 
satisfactory  solution  as  soon  as  possible. 

I move  we  adopt  this  part  of  the  report. 

Dr.  Peter  M.  Murray,  New  York:  I second  the 
motion. 

. . . .There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . . 

Dr.  D’Albora:  Your  Reference  Committee 

approves  the  recommendation  of  the  Committee  in 
the  matter  of  affiliation  of  the  plans  in  Associated 
Medical  Care  Plans,  Inc.,  under  the  direction  of  Dr. 
Paul  Hawley.  It  is  a desirable  step  in  the  right 
direction,  for  only  through  such  a nation-wide 
organization  will  the  necessary  knowledge  and  ex- 
perience become  available  to  the  mutual  advantage 
of  all  plans. 

I move  we  adopt  this  part  of  the  report. 

Dr..  Renato  J.  Azzari,  Bronx:  I second  the 
motion. 

. . . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . . 

Dr.  D’Albora:  Your  Reference  Committee 

recommends  that  the  Committee  and  the  Director 
of  the  Bureau  of  Medical  Care  Insurance  continue 
the  study  of  the  problem  of  uniform  contracts  on  a 
State  level.  We  believe  the  ultimate  attainment  of 
uniform  contracts  on  a State  level  is  desirable  and 
will  be  to  the  advantage  of  all  concerned.  We  be- 
lieve that  a uniform  contract  providing  surgical, 
in-hospital  medical  care  should  be  considered  on  a 
State-wide  basis  as  soon  as  it  is  possible. 

Your  Reference  Committee  recommends  approval 
of  the  action  of  the  Committee  in  instructing  the 
Director  of  the  Bureau  of  Medical  Care  Insurance  to 
survey  groups  of  doctors  and  subscribers  in  each  plan 
to  determine  reactions  to  and  experience  in  the  plans. 
The  compilation  of  this  information  will  be  helpful 
to  the  Committee  in  suggesting  improvements  to 
the  various  plans. 

I move  approval  of  this  part  of  the  report. 

Dr.  Harry  Aranow,  Councilor:  I second  the 
motion. 

. . . .There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried. . . . 

Dr.  D’Albora:  Your  Reference  Committee 

recommends  approval  of  the  action  of  the  Commit- 
tee in  instructing  the  Director  of  the  Bureau  of 
Medical  Care  Insurance  to  survey  county  medical 
societies  in  regard  to  approval  of  the  plan  in  each 
operating  area.  The  reactions  of  the  various  county 
medical  societies  to  the  plan  will  prove  instructive 
and  helpful  to  the  Committee  in  reporting  the  re- 
sults of  this  survey  to  the  House  of  Delegates  at  our 
next  annual  meeting. 
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I move  approval  of  this  part  of  the  report. 

Dr.  Peter  J.  Di  Natale,  Genesee:  I second  it. 

. . . .There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . . 

Dr.  D’Albora:  Your  Reference  Committee 

recommends  approval  of  the  action  of  the  Committee 
to  publicize  medical  care  plans  locally  through 
county  society  publications  by  inviting  their  co- 
operation to  give  desirable  space  to  the  plans  operat- 
ing in  each  area,  copy  to  be  furnished  by  local  plans 
and,  where  needed,  supplemented  by  the  Bureau  of 
Medical  Care  Insurance  from  the  State  level. 

I move  approval  of  this  part  of  the  report. 

Dr.  William  B.  Rawls,  New  York:  I second  the 
motion. 

. . . .There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . . 

Dr.  D’Albora:  Your  Reference  Committee 
recommends  approval  of  the  action  of  the  Com- 
mittee in  the  development  of  an  informative  folder 
for  periodic  distribution  to  doctors,  cost  to  be  carried 
by  each  plan  in  proportion  to  the  number  desired. 

I move  approval  of  this  part  of  the  report. 

Dr.  A.  W.  Martin  Marino,  Kings:  I second  it. 

. . . .There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . . 

Dr.  D’Albora:  Your  Reference  Committee 
recommends  approval  of  the  action  of  the  Com- 
mittee in  recommending  through  the  Council  Com- 
mittee on  Economics  that  the  Medical  Society  of 
the  State  of  New  York  extend  continued  approval 
of  the  six  New  York  State  plans  for  another  year  as 
follows:  United  Medical  Service,  Inc.;  Genesee 

Valley  Medical  Care,  Inc.;  Central  New  York  Medi- 
cal Plan;  Medical  and  Surgical  Care,  Inc.;  North- 
eastern New  York  Medical  Service,  and  Western 
New  York  Medical  Plan. 

I move  approval  of  this  part  of  the  report. 

Dr.  Irwin  E.  Siris,  Kings:  I second  the  motion. 

. . . .There  being  no  discussion,  the  Aotion  was  ■ 
put  to  a vote  and  was  unanimously  carried.  . . . 

Dr.  D’Albora:  Your  Reference  Committee 

wishes  to  call  to  the  attention  of  this  House  of  Dele- 
gates the  phenomenal  progress  made  by  the  New 
York  State  plans  during  the  past  year.  It  is  far 
beyond  the  dreams  and  expectations  of  many  of  us 
when  these  plans  were  first  organized. 

Your  Reference  Committee  recommends  a vote  of 
thanks  and  appreciation  to  the  Director  of  the 
Bureau  of  Medical  Care  Insurance,  Mr.  George  P. 
Farrell,  for  the  comprehensive  report  of  his  activi- 
ties during  the  past  year,  and  to  wish  him  continued 
progress  and  success  in  his  assignment. 

Your  Reference  Committee  recommends  a vote  of 
thanks  and  appreciation  to  the  Subcommittee  of 
Medical  Care  Insurance.  Dr.  Aaron,  the  chairman, 
and  the  members  of  this  Committee,  have  shown  a 
profound  knowledge  and  understanding  of  the 
problem  of  medical  expense  insurance  and  have  met 
all  issues  squarely  and  efficiently. 

I move  approval  of  this  part  of  the  report. 

Dr.  A.  Wilbur  Duryee,  New  York:  I second  the 
motion. 

. . . .There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . . 

Dr.  D’Albora:  Now  I move  approval  of  the  re- 
port in  full. 

Dr.  Joseph  A.  Geis,  Essex:  I second  it. 

. . . .There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . . 

Section  83.  ( See  25) 

Report  of  Reference  Committee  on  Report  of  Coun- 


cil, Part  VII:  Voluntary  Insurance  by  the  American 
Medical  Association 

Dr.  John  B.  D’Albora,  District  Delegate:  On  the 
resolution  introduced  by  Dr.  Alfred  M.  Heilman,  of 
New  York  County,  on  Voluntary  Insurance  by  the 
American  Medical  Association,  reading: 

“Whereas,  it  has  come  to  the  attention  of  the 
medical  profession  that  the  American  Medical 
Association  is  insuring  its  employes  in  a com- 
mercial company  for  hospitalization,  rather  than 
in  the  Blue  Cross  Plan;  and 

“Whereas,  this  is  contrary  to  the  advice  given 
by  physicians  to  their  patients  and  to  employe 
groups;  and 

“Whereas,  this  is  definitely  against  the  best 
interests  of  the  medical  profession  and  the  pa- 
tients of  the  medical  profession;  and 

“Whereas,  this  is  a step  that  would  tend 
towards  compulsory  health  insurance  rather  than 
towards  voluntary  health  insurance;  therefore 
be  it 

“Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York,  at  its 
annual  meeting,  May,  1948,.  protest  against  this 
method  of  insuring,  and  instruct  its  delegates  to 
the  American  Medical  Association  to  make  every 
effort  to  have  the  American  Medical  Association 
Insure  its  employes  through  the  Blue  Cross  Plan,” 
your  Reference  Committee  recommends  the  follow- 
ing resolution  in  place  of  the  one  presented  by  Dr. 
Heilman: 

“Whereas,  it  has  come  to  the  attention  of  the 
medical  profession  that  employes  of  the  American 
Medical  Association  accepted  insurance  in  a com- 
mercial company  for  hospitalization  rather  than 
in  the  Blue  Cross  plan;  and 

“Whereas,  this  is  contrary  to  the  advice  given 
by  physicians  to  their  patients  and  to  employe 
groups;  and  • 

“Whereas,  this  is  definitely  against  the  best 
interests  of  the  medical  profession  and  the  pa- 
tients of  the  medical  profession;  therefore  be  it 
“Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  at  its 
annual  meeting,  May,  1948,  instruct  its  dele- 
gates to  the  American  Medical  Association  to 
make  every  effort  to  have  the  American  Medical 
Association  in* the  future  insure  its  employes 
through  the  Blue  Cross  Plan.” 

Mr.  Speaker,  I move  approval  of  this  substitute 
resolution  presented  by  your  Reference  Committee. 
Dr.  Irving  J.  Sands,  Kings:  I second  it. 

Dr.  Alfred  M.  Hellman,  New  York:  I would 
just  like  to  say  one  word.  There  has  been  no 
change  made  in  the  resolution.  There  has  just  been 
one  of  the  whereases  left  out,  and  that  is  quite 
agreeable  to  me. 

President  Bauer:  I think  the  House  should 
know  a little  of  the  background  of  this.  The 
American  Medical  Association  up  until  1947  had 
always  insured  its  employes  through  a commercial 
company.  In  1947  for  hospitalization  they  insured 
them  in  the  Blue  Cross.  So  far  as  medical  care 
insurance  is  concerned,  there  has  never  been,  and  is 
not  now,  any  voluntary  medical  care  insurance  plan 
available  in  the  State  of  Illinois.  There  will  be  one 
available  the  first  of  July  because  the  Chicago 
Medical  Society  is  starting  such  a plan,  but  there 
was  not,  and  has  not  been  up  to  the  present  time,, 
one  for  medical  care  insurance. 

When  the  contract  came  up  for  renewal  the  Blue 
Cross  said  they  could  not  guarantee  any  rate  for  the 
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current  year.  A bid  was  received  from  this  com- 
mercial company  which  was  less  and  had  some  fur- 
ther provisions  than  the  Blue  Cross  had.  These 
plans  were  identified  as  Plans  1 and  2,  and  in  no  way 
did  the  employes  of  the  Association  know  which  was 
which.  The  700  employes  were  called  in,  and  they 
were  told  the  details  of  the  two  plans.  They  were 
not  told  what  the  plans  were  except  by  the  number 
or  letter  (I  don't  remember  which  it  was)  and  the 
employes,  with  the  exception  of  the  printers,  voted 
overwhelmingly  we  will  say  for  Plan  2,  which  turned 
out  to  be  this  commercial  plan. 

The  American  Medical  Association  has  approved 
voluntary  insurance  of  both  types,  both  commercial 
and  nonprofit.  Some  of  our  states  in  their  medical 
care  insurance  carry  their  insurance  through  a com- 
mercial carrier.  The  state  of  Ohio  does.  I think 
the  state  of  Wisconsin  does,  and  one  or  two  others, 
so  there  is  no  violation  of  the  principles  that  the 
American  Medical  Association  has  adopted  in  giving 
the  insurance  to  a commercial  company.  It  is 
voluntary  just  the  same  as  the  Blue  Cross  is  volun- 
tary. 

The  Board  of  Trustees  has  to  decide  these  things 
on  a business  basis  and  not  a sentimental  basis. 
For  another  year,  if  the  Blue  Cross  can  offer  a con- 
tract which  is  as  good  or  better  than  a commetcial 
company’s,  it  will  be  accepted. 

The  same  on  medical  care  insurance.  If  such  a 
plan  is  available,  as  it  probably  will  be  after  July  1, 
t hat  also  would  be  considered,  but  I cannot  see  where 
we  have  violated  any  of  the  principles  which  have 
been  adopted  by  the  American  Medical  Association 
in  letting  this  contract  for  one  year  to  a commercial 
company.  The  employes  approved  it  themselves, 
and  it  is  within  the  principles  of  the  American 
Medical  Association  adopted  in  approving  different 
types  of  voluntary  insurance. 

,1  don’t  feel  this  Society  should  go  on  record  as 
protesting  the  action  of  the  American  Medical  As- 
sociation when  this  was  done,  as  I say,  on  a purely 
business  basis  and  not  on  a sentimental  one. 

Speaker  Andresen:  Is  there  any  further  dis- 
cussion? Dr.  D’Albora,  would  you  like  to  com- 
ment on  that? 

Dr.  Harry  Aranow,  Councilor:  I think  a senti- 
mental basis  is  a very  important  basis  at  times 
and. ... 

Chorus:  We  cannot  hear  you. 

Speaker  Andresen  : Dr.  Aranow,  you  had  better 
speak  from  the  platform. 

Dr.  Aranow:  I think,  while  it  is  true  on  a busi- 
ness basis  the  commercial  policy  might  have  been 
advisable,  a sentimental  basis  is  also  important. 
The  majority  of  men  in  the  medical  profession  feel 
that,  for  the  question  of  a few  dollars,  the  Blue 
Cross  should  have  been  encouraged  and  that  the 
American  Medical  Association  should  have  stayed 
with  the  Blue  Cross.  That  is  the  information  that 
I have  been  able  to  glean  from  those  I have  spoken 
to  about  it. 

Dr.  A.  Wilbur  Duryee,  New  York:  Mr.  Speaker 
and  members  of  the  House,  as  a member  of  the 
Reference  Committee  I would  like  to  point  out  that 
we  removed  from  the  original  resolution  the  question 
of  a protest  to  the  American  Medical  Association. 
This  new  resolution  embodies  in  it  only  a recom- 
mendation that  in  the  future  they  seriously  consider 
.the  voluntary  plans,  and  it  is  not  putting  any  de- 
mand on  them.  I agree  with  the  last  speaker  that 
we  should  encourage  support  of  these  plans  that  are 
promulgated  by  the  doctors. 


Speaker  Andresen:  Is  there  any  further  dis 
cussion? 

Dr.  Abraham  Koplowitz,  Kings:  May  I dis- 
cuss this? 

Speaker  Andresen:  Yes.  The  motion  that 

has  been  substituted  for  the  original  seems  quite 
innocuous.  I don’t  think  anybody  could  take 
offense  at  it. 

Dr.  Koplowitz:  Mr.  Speaker  and  members  of 
the  House,  I am  perfectly  willing  to  forget  the  senti- 
mental side  entirely,  but  as  a matter  of  public  rela- 
tions I think  it  was  a mistake  on  the  part  of  the 
American  Medical  Association  to  do  that.  The 
American  Medical  Association  is  spending  a lot  of 
money  on  public  relations,  yet  they  turn  around  and 
make  a mistake  like  that  which  is  going  to  hurt  the 
Blue  Cross  with  which  we  have  all  been  approving 
and  working.  It  may  cost  a little  more,  but  I per- 
sonally would  like  to  know  whether  this  commercial 
company  has  a general  policy  embodying  such  prices 
and  such  conditions,  or  whether  they  made  tfiose 
specially  for  the  American  Medical  Association  for 
advertising  purposes.  If  it  is  worth  that  to  them, 
then  it  is  worth  to  the  American  Medical  Association 
a lot  more  not  to  allow  a commercial  company  to  be 
able  to  show  the  country  they  can  get  the  American 
Medical  Association’s  employes  as  against  the  Blue 
Cross  Plan.  It  was  a mistake,  and  I am  in  favor  of 
the  resolution. 

Speaker  Andresen:  Is  there  any  other  discus- 
sion? 

Dr.  Arthur  A.  Fischl,  Queens:  I thought  there 
was  one  point  in  the  resolution  that  requires  clarifica- 
tion. You  have  a comparison  between  the  volun- 
tary Blue  Cross  Plan  as  opposed  to  the  commercial 
plan.  The  commercial  plan  is  also  a voluntary 
plan.  I think  Dr.  Bauer  brought  that  out,  too. 
From  the  resolution  comparing  the  Blue  Cross,  which 
is  a voluntary  plan,  to  a commercial  plan,  one  might 
logically  infer  that  the  commercial  plan  is  not  a 
voluntary  plan. 

Dr.  Koplowitz:  The  term  should  be  “nonprofit 
plan”  rather  than  “voluntary  plan.” 

Chorus:  Right. 

Speaker  Andresen:  Will  you  comment? 

Dr.  D’Albora:  The  resolution  as  the  Reference 
Committee  propose  it  reads  as  follows: 

“Whereas,  it  has  come  to  the  attention  of  the 
medical  profession  that  employes  of  the  American 
Medical  Association  accepted  insurance  in  a com- 
mercial company  for  hospitalization  rather  than 
in  the  Blue  Cross  Plan;  and 

“Whereas,  this  is  contrary  to  the  advice  given 
by  physicians  to  their  patients  and  to  employe 
groups;  and 

“Whereas,  this  is  definitely  against  the  best 
interests  of  the  rpedical  profession  and  the  pa- 
tients of  the  medical  profession;  therefore  be  it 
“Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  at  its 
annual  meeting,  May,  1948,  instruct  its  delegates 
to  the  American  Medical  Association  to  make 
every  effort  to  have  the  American  Medical  As- 
sociation in  the  future  insure  its  employes  through 
the  Blue  Cross  Plan.” 

We  felt  that  would  take  the  sting  out  of  Dr. 
Heilman’s  resolution  by  omitting  one  whereas. 
That  part  of  his  resolution  was: 

“Whereas,  this  is  a step  that  would  tend 
towards  compulsory  health  insurance  rather  thaD 
towards  voluntary  health  insurance.” 

We  also  modified  the  latter  part  of  his  resolution, 
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and  we  felt  that  that  would  better  meet  the  idea 
that  Dr.  Heilman  and  all  of  us  had : that  it  was  bad 
personnel  or  public  relations  on  the  part  of  the 
American  Medical  Association,  but  it  is  done,  and 
there  is  nothing  we  can  do  about  it  now.  We  only 
hope  that  in  the  future  it  won’t  happen  again. 

Hr.  Irving  J.  Sands,  Kings:  There  is  one  substi- 
tution I would  suggest.  For  the  words  “Blue 
Cross  Plan”  you  should  substitute  “nonprofit  plan,” 
because  there  are  others  besides  the  Blue  Cross 
Plans  that  are  voluntary  and  nonprofit. 

Speaker  Andresen:  Would  you  accept  that 
change? 

Dr.  D’Albora:  Yes,  but  I don’t  see  that  that 
would  make  any  difference. 

Dr.  Sands:  It  would  antagonize  the  others  to 
single  out  the  one  plan,  the  Blue  Cross  Plan. 

Speaker  Andresen:  Would  you  want  to  accept 
that,  or  shall  we  put  that  to  a vote? 

Dr.  D’Albora:  I will  accept  that  on  behalf  of 
the  Reference  Committee. 

Dr.  William  B.  Rawls,  New  York:  I was  going 
to  make  that  suggestion  also,  Mr.  Chairman,  that 
we  substitute  the  words  “nonprofit  voluntary  health 
insurance.”  That  would  bring  in  not  only  hospi- 
talization but  everything  else. 

Speaker  Andresen:  Dr.  D’Albora  has  accepted 
that  change  in  the  substitute  resolution  on  behalf 
of  the  Reference  Committee. 

Dr.  D'Albora:  Right. 

Dr.  Rawls:  I have  been  very  closely  associated, 
as  most  of  you  know,  in  this  city  with  voluntary 
health  insurance,  and  have  worked  very  hard  for  it. 
We  received  a perfect  storm  of  protest  here  in  New 
York  City  when  this  information  came  out.  I had 
at  least  fifteen  clippings  cut  out  of  the  newspapers 
and  mailed  to  me  by  patients  to  whom  I had  talked 
about  voluntary  health  insurance.  At  every  meet- 
ing I have  attended  recently  in  New  York  City, 
gentlemen,  this  thing  came  up.  I am  not  censoring 
anyone;  I am  not  out  here  to  do  that,  but  I do  want 
you  to  know  what  we  received  in  New  York  City  as  a 
result  of  this  action  was  plenty,  and  I do  think  that 
it  did  a lot  of  harm.  I had  this  brought  up  to  me 
even  in  a debate  the  other  night  in  connection  with 
compulsory  health  insurance  where  my  opponent 
said,  “Even  your  American  Medical  Association  does 
not  believe  in  voluntary  health  insurance.” 

Speaker  Andresen:  I believe  that  every  state 
society  in  the  country  will  probably  pass  a similar 
resolution,  and  we  will  have  quite  a storm  in  Chicago 
about  it. 

President  Bauer:  I realize  there  is  a lot  of 
criticism  about  it,  but  a lot  of  it  was  due  to  a mis- 
take. The  term  used  was  “voluntary  health  in- 
surance.” This  is  not  voluntary  health  insurance. 
It  is  hospital  insurance  and  has  nothing  to  do  with 
medical  care  insurance  at  all.  It  also  has  nothing 
to  do  with  compulsory  health  insurance.  A com- 
mercial plan  is  just  as  voluntary  as  a nonprofit  plan 
as  far  as  that  is  concerned.  There  may  be  argu- 
ments on  both  sides  of  the  question  as  to  which  is  the 
better  type  of  plan,  but  I don’t  think  it  is  necessary 
to  go  into  that  now. 

I also  want  to  call  your  attention  to  one  thing: 
the  employes  pay  part  of  it,  and  they  have  a right 
to  say  what  plan  they  would  like  to  go  into.  They 
cannot  be  wholly  disregarded. 

Dr.  Lull  is  here  in  the  House,  and  I would  like  to 
ask  the  privilege  of  the  floor  for  Dr.  Lull  to  speak. 
He  can  say  more  about  this  than  I can  as  he  was 
more  intimately  concerned  with  it. 

Speaker  Andresen:  All  in  favor  of  granting  Dr. 


Lull  the  floor  to  discuss  this  subject  fay  “Aye”; 
contrary  “Nay.” 

Dr.  Lull,  you  are  invited  to  discuss  this  subject. 

Dr.  George  Lull:  Mr.  Speaker  and  Gentlemen, 
I am  not  going  to  get  into  any  argument  about 
whether  this  was  a good  thing  or  not  now.  I am 
not  here  to  defend  the  action  of  the  Committee  as  to 
whether  it  was  good  for  public  relations  or  not,  but 
I am  going  to  tell  you  the  facts. 

A year  ago  the  American  Medical  Association  had 
no  medical  insurance  whatever  but  had  a commer- 
cial insurance  for  hospitalization.  They  have  never 
had  anything  but  a commercial  insurance  for  medi- 
cal service,  and  last  year  they  bought  hospitaliza- 
tion insurance  from  the  Blue  Cross  at  my  insistence 
to  the  Committee.  I said,  “Remember  that  every- 
thing being  equal  we  should  give  our  hosptialization 
to  the  Blue  Cross,  if  possible.”  The  Committee 
met  and  decided  to  give  the  Blue  Cross  the  hospital 
insurance,  but  they  had  to  purchase  commercial 
medical  coverage.  They  still  cannot  get  anything 
but  commercial  medical  coverage,  because  the 
Chicago  Medical  Plan  does  not  go  into  effect,  they 
are  enrolling  now  to  go  into  effect  the  first  of  July, 
and  the  state  of  Illinois  has  sponsored  a commercial 
plan,  so  that  as  far  as  any  voluntary  medical  spon- 
sored plans  are  concerned  they  are  nonexistent.  If 
we  want  the  employes  insured  for  medical  and  sur- 
gical coverage,  we  have  to  go  to  a commercial  com- 
pany until  the  first  of  next  July. 

I will  show  you  how  it  works.  It  works  this  way: 
The  Committee  was  appointed  to  study  where  we 
could  get  the  best  coverage.  The  Committee  had 
submitted  to  it  a number  of  pieces  of  mimeographed 
sheets,  with  just  what  we  got  and  what  we  paid  for, 
and  the  Committee  decided  they  would  pay  50  per 
cent  for  their  own  coverage  and  the  Association  pays 
the  other  50  per  cent,  and  that  this  combination  as 
put  out  by  this  commercial  insurance  company  was 
the  best  coverage. 

This  price  is  the  standard  price  put  out  by  the 
company  and  was  not  any  policy  that  was  made 
especially  for  the  American  Medical  Association. 

Now,  gentlemen,  the  American  Medical  Associa- 
tion wants  everybody  covered  with  insurance,  and 
they  want  them  covered  by  voluntary  plans,  whether 
they  are  commercial  or  not.  This  has  nothing  to  do 
with  compulsory  sickness  insurance;  as  a matter  of 
fact,  enlisting  the  insurance  companies  on  our  side 
of  this  battle  has  probably  carried  a certain  amount 
of  weight  in  the  fight  against  compulsory  sickness 
insurance. 

As  I say,  I am  not  going  to  argue  as  to  whether  it 
was  a good  public  relations  move  or  not.  Probably 
no  one  in  this;  room  would  have  known  about  it 
except  for  a lot  of  publicity  given  to  it  by  people  who 
desired  to  get  this  publicity  distributed  all  over  the 
United  States.  Messages  were  sent  out  to  various 
state  organizations  about  just  what  had  happened; 
as  a matter  of  fact,  I will  tell  you  an  interesting 
thing  that  happened  in  one  state:  I got  nine  tele- 
grams as  a result  of  this.  One  telegram  was  from 
the  president  of  this  midwestern  state  society  who 
berated  the  American  Medical  Association  for  tak- 
ing out  commercial  insurance.  I replied,  as  I have 
replied  to  each  one,  with  a rather  lengthy  letter' 
telling  him  just  what  had  happened.  He  wrote  me 
a letter  in  a few  days  and  said,  “I  just  got  a long 
letter  from  you  on  something  about  insurance. 
I think  you  have  made  a mistake.  You  must  have 
intended  it  for  Dr.  So-and-so,  whose  name  is  similar 
to  mine.  I am  not  interested  in  it.” 

So  he  came  into  my  office  a little  later  on,  and  I 
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said  to  hiim  “Didn’t  you  send  me  this  telegram?” 
and  I showed  it  to  him.  “Oh,  yes,  I did  allow  my 
name  to  be  used  on  that  telegram,  but  I had  for- 
gotten all  about  it.” 

A lot  of  this  controversy  was  stirred  up.  Whether 
it  was  good  or  not,  that  made  for  bad  public  rela- 
tions. The  American  Medical  Association  has  no 
fight  or  quarrel  with  the  Blue  Cross,  but  on  a cold- 
blooded basis  of  selecting  what  the  committee  of 
employes  thought  was  best  for  them,  they  selected 
this  type  of  insurance. 

As  I told  the  Blue  Cross  man,  he  never  would  come 
near  us  until  after  this  was  done,  and  then  he  came 
over  and  protested,  “All  right,  next  year  a committee 
will  meet  to  decide  a month  ahead  of  time  just  what 
coverage  we  will  require  for  next  year.” 

Whereupon  he  said,  “The  Blue  Cross  does  not  do 
business  that  way.  The  Blue  Cross  either  insures 
you  for  good  or  they  don’t  want  your  business  at 
all.” 

Of  course,  there  may  be  another  executive  there 
next  year,  so  we  may  be  able  to  talk  differently  to 
him,  but  that  is  the  story  back  of  it,  gentlemen.  It 
is  too  bad  that  this  controversy  was  stirred  up.  I 
can  assure  you  that  I sat  in  on  the  committee  meet- 
ings. The  committee  is  just  as  much  opposed  to 
compulsory  sickness  insurance,  the  employes  are,  as 
we  are.  The  employes  have  nothing  against  the 
Blue  Cross  except  they  thought  this  was  better  cover- 
age. The  Medical  and  Surgical  Plan  of  coverage 
has  always  been  carried  by  a commercial  carrier  and 
will  have  to  be  until  next  year.  Next  year  the 
Chicago  Medical  Society  will  have  a plan  available. 
Thank  you  very  much.  ( Applause ) 

Speaker  Andresen:  Thank  you,  Dr.  Lull! 

Is  there  any  further  discussion? 

. . . .The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  carried.  . . . 

Section  84-  (See  SI) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  VII:  Doctors’  United  Medical  Service 
Rates  of  the  United  Medical  Service 

Dr.  John  B.  D’Albora,  District  Delegate:  The 
Reference  Committee  had  a further  resolution  pre- 
sented by  Dr.  Benjamin  F.  Glasser,  of  Queens  County 
Medical  Society,  on  Doctors’  United  Medical  Service 
Rates  of  the  United  Medical  Service.  The  resolu- 
tion was  as  follows: 

“Whereas,  the  United  Medical  Service  oper- 
ates with  the  support  and  approval  of  the  medical 
profession;  and 

“Whereas,  the  United  Iv^edical  Service  is 
underwritten  by  the  medical  profession;  and 
“Whereas,  under  the  underwriting  plan  the 
United  Medical  Service  can  never  be  financially 
embarrassed;  and 

“Whereas,  rates  for  a single  person  of  $1,500 
and  the  family  rate  of  $2,500  were  related  to  the 
workmen’s  compensation  rate;  and 

“Whereas,  Workmen’s  Compensation  rates 
have  now  proved  inadequate;  therefore  be  it 
“Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  instruct  or  secure  the  dis- 
sociation of  compensation  rates  on  the  schedule  of 
United  Medical  Service.” 

Your  Reference  Committee  disapproves  this 
resolution  for  the  following  reasons: 

1.  It  is  understood  that  Workmen’s  Compensa- 
tion Rates  will  be  increased  by  approximately  20  per 
cent  by  September  1,  1948. 

2.  Such  an  increase  in  compensation  rates  will 


permit'  increases  in  payments  to  physicians  par- 
ticipating in  the  United  Medical  Service  Plan. 

3.  That  some  basic  guide  must  be  maintained  to 
assure  a sound  financial  status  of  the  United  Medical 
Service. 

4.  That  final  authority  for  increasing  benefits 
rests  with  the  Insurance  Department  of  the  State  of 
New  York. 

I move  approval  of  this  report. 

Dr.  Harry  Aranow,  Councilor:  I second  it. 

Dr.  Arthur  A.  Fischl,  Queens:  I am  sorry  I did 
not  know  this  was  going  to  come  up  this  morning. 
I wTas  going  to  prepare  a little  discussion  about  this. 

Speaker  Andresen:  Will  you  come  up  to  the 
front  of  the  room  and  speak,  please? 

Dr.  Fischl:  There  is  only  one  aspect  I would 
like  to  mention.  When  you  talk  about  rates  which 
the  New  York  State  Labor  Department  allow  you,  as 
they  do  with  your  workmen’s  compensation  fee 
schedule,  when  you  try  to  make  some  changes  in 
those  rates  it  takes  you  five,  or  six,  or  even  ten  years 
to  make  a change.  There  have  been  no  changes  in 
the  Workmen’s  Compensation  Fee  Schedule  for  a 
number  of  years.  The  State  Society  committees 
have  been  working  very  diligently  to  bring  such  an 
increase  about.  We  have  had  resolutions  intro- 
duced and  passed  year  in  and  year  out  trying  to 
change  the  workmen’s  compensation  fee  schedule. 
We  are  finally  succeeding  in  a very,  very  minor,  per- 
haps in  an  almost  negligible  capacity,  to  raise  those 
rates.  It  is  very,  very  difficult  to  have  the  United 
Medical  Service  Fee  Schedule  based  on  a fee  schedule 
which  is  decided  upon  by  the  legislative  body  of 
Newr  York  State.  I think  it  is  a very  unwieldy  way 
of  determining  what  our  fee  schedule  should  be  for 
our  own  insurance  company. 

Speaker  Andresen:  Is  there  any  other  discus- 
sion? 

Dr.  Benjamin  F.  Glasser,  Queens:  I would  just 
like  to  say  one  w'ord  in  regard  to  this  resolution  that 
I offered.  It  may  well  be  that  the  wording  was  not 
in  the  best  form,  but  it  was  hurriedly  proposed. 
The  intent,  however,  is  quite  clear.  We  are  attemp- 
ting to  form  a service  medical  organization  spon- 
sored and  approved  by  the  Medical  Society  of  the 
State  of  New'  York,  a voluntary  nonprofit  organiza- 
tion, and  here  we  hamstring  ourselves  with  State 
law,  State  regulation,  State  bureaucracy,  and  a 
form  of  State  control.  This  is  not,  in  principle, 
voluntary  insurance,  because  when  you  attach  a 
State  rate  to  a voluntary  organization  you  recognize, 
whether  you  like  it  or  not,  the  fact  that  you  are  ac- 
cepting State  control. 

About  the  rates  themselves,  the  State  has  an  inter- 
est in  protecting  its  rates.  It  has  the  interest  of 
protecting  the  employer,  the  employe  and  the  doc- 
tor, and  in  order  to  do  that  they  adjust  those  rates 
to  what  figure  they  think  is  proper,  and  as  has  been 
said  it  takes  a long  time  before  an  insurance  company 
or  an  employer  would  permit  you  to  get  an  increase 
in  .rate;  therefore,  it  takes  you  a long  time  before 
you  will  ever  get  an  increase  in  the  workmen’s  com- 
pensation rates.  Before  you  ever  succeed,  you  have 
to  sit  down  and  ask  the  chairman  of  the  Workman’s 
Compensation  Board  to  give  you  an  increase  in  rates. 
That  may  be  necessary  because  the  State  protects  all 
of  its  people,  but  that  is  not  necessary  in  the  United 
Medical  Service.  When  the  funds  available  are  not 
sufficient,  the  doctor  underwrites  that  insurance. 
He  is  bound  to  give  them  service.  Therefore,  there 
is  no  earthly  reason  why  United  Medical  Service 
should  secure  surpluses  upon  surpluses.  Regardless 
of  what  sized  surplus  it  is,  they  don’t  need  the  money. 
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Gentlemen,  my  purpose  here  is  simply  to  tell  you 
that  it  is  absolutely  unfair  to  connect  up  a voluntary 
insurance  plan  with  a workmen's  compensation  fee 
sehedule  that  is  regulated  by  the  State.  It  is  not 
flexible.  It  is  not  feasible.  It  is  not  necessary. 

Speaker  Andresen:  I have  two  gentlemen  I 

want  to  (jail  to  speak.  The  first  is  Dr.  Aranow,  who 
is  an  expert  on  legislation,  in  fact,  he  is  the  chairman 
of  our  Council  Committee  on  Legislation,  and  then 
we  will  next  call  upon  Dr.  Elliott,  who  is  the  founder 
of  all  of  our  medical  plans. 

Dr.  Harry  Aranow,  Councilor:  I am  not  speak- 
ing as  a member  of  the  Legislative  Committee  but 
as  a member  of  the  Board  of  Directors  of  the  United 
Medical  Service.  I was  there  when  it  was  organ- 
ized. We  have  been  there  through  all  of  this  time. 
It  is  an  organization  which  is  entirely  controlled  by 
medical  men  who  are  out  for  your  interest  more  than 
anything  else.  The  reason  we  tied  it  on  to  the  work- 
men’s compensation  fee  that  was  given  at  that  time 
is  because  it  was  higher  than  any  fee  that  any  insur- 
ance company  paid.  There  is  no  law  about  it.  We 
can  change  it  tomorrow.  We  can  change  it  any  day 
we  deem  it  wise  to  do  so.  It  was  only  a temporary 
expedient  to  gauge  our  fees  used  largely  at  that  time 
because,  as  I said,  the  workmen’s  compensation  fees 
were  the  highest  fees  that  were  paid  by  any  insur- 
ance company.  We  used  those  to  protect  the  doc- 
tor, but  there  is  no  law  in  our  Constitution  nor  any- 
thing in  the  organization  of  the  United  Medical  Serv- 
ice that  binds  us  to  it.  We  can  change  it  at  any 
time.  If  Dr.  Elliott  is  here,  he  knows  more  about 
it  than  I do,  and  he  will  tell  you  that,  too. 

Dr.  Frederic  Elliott:  Mr.  Speaker  and  Gentle- 
men, I am  very  pleased  to  have  this  opportunity  to 
clear  the  misunderstandings  which  have  been  given 
you  on  this  subject.  At  the  time  that  this  U.M.S. 
Plan  was  organized,  it  was  necessary  to  establish  and 
file  with  the  Insurance  Department  a schedule  of 
allowances  to  be  made  on  claims  for  services  rendered 
by  doctors  to  our  subscribers.  It  was  necessary  also 
to  establish  a rate  of  charge  to  the  subscriber. 
There  was  np  complete,  satisfactory,  factual  bed, 
either  of  proposed  schedule  of  allowances,  or  of  pro- 
posed rate,  or  of  expectancy  of  utilization.  We 
turned  first  to  the  workmen’s  compensation  fee 
schedule  as  the  best  of  available  data  on  what  fac- 
tors the  doctor  should  reasonably  expect  to  receive 
as  a minimum  compensation  or  recompense  for  serv- 
ices rendered  to  persons  in  moderate  and  low  in- 
come groups. 

That  schedule  at  the  time  we  organized  had  been 
functioning  under  the  Workmen’s  Compensation 
Law  of  the  State  of  New  York  for  some  ten  years. 
It  had  stood  the  test  of  time.  Our  actuaries  taking 
that  and  combining  it  with  the  available  information 
from  various  sources  of  the  expected  utilization  of 
our  contract  calculated  a premium  rate. 

At  the  time  U.M.S.  asked  for  and  received  the 
sponsorship  of  the  Medical  Society  of  the  State  of 
New  York,  our  directors  made  a commitment  to  the 
medical  profession  that  our  schedule  of  allowances 
would  at  least  conform  to  the  workmen’s  compensa- 
tion fee  schedule.  There  is  nothing  in  either  the 
Insurance  Law  or  in  the  Constitution  and  Bylaws  of 
the  United  Medical  Service  which  limits  us  to  that 
minimum.  We  may  go  as  far  beyond  that  as  our 
board  of  directors  and  our  experience  may  justify, 
but  we  may  not  go  below  that  schedule. 

At  the  present  time,  for  your  information,  we  are 
setting  in  effect  a study  to  go  back  to  at  least  one 
thousand  dollars  within  our  territory  to  establish 
from  them  factual  data  on  prevailing  fees,  and  we 


shall  undertake  to  develop  a more  complete  schedule. 
There  is  none  in  existence  today  from  any  source, 
and  that  will  be  brought  back  to  this  House  of  Dele- 
gates a year  from  now  for  your  considered  action. 

I assure  you  that  this  resolution  is  not  clear  to  me 
as  to  its  purpose.  If  it  was  written  with  the  idea 
that  we  are  hamstrung  by  what  any  State  agency, 
the  workmen’s  compensation,  or  labor  department, 
may  do,  that  is  not  true,  and  it  is  not  necessary  to 
adopt  this  resolution/  As  I read  the  resolution,  the 
only  thing  that  it  would  do  would  be  to  release 
United  Medical  Service  from  its  prior  commitment 
of  at  least  conforming  to  the  State  schedule. 

I assure  you,  gentlemen,  that  the  board  of  direc- 
tors of  our  organization  have  certain  definite  things 
in  mind.  We  recognize  that  the  moment  we  fail  to 
pay  one  hundred  cents  on  the  dollar  of  our  commit- 
ments under  our  contracts  we  should  close  up  shop. 
The  Board  is  very,  very  conscious  in  its  determina- 
tion that  we  shall  at  least  at  all  times  fulfill  the 
terms  of  our  contract  in  the  payments  to  doctors. 
Beyond  that,  we  recognize  that  this  is  a growing 
experience.  We  have  accumulated  four  years  of 
that  experience.  We  are  now  in  the  process  of  a 
careful  analysis  of  that  experience,  and  we  shall 
reconcile  three  important  factors:  the  incidence  of 
claim,  the  receipts  that  we  can  receive  or  obtain  in 
payment  for  our  contracts  and  allowances  for  the 
doctors,  and  the  establishment  of  reasonably  proper 
reserves  to  meet  any*  unusual  contingency.  All  of 
this  is  in  the  hands  of  the  representatives  of  this 
House.  The  board  of  directors  of  United  Medical 
Service  by  its  Constitution  must  have  on  it  at  all 
times  a majority  of  practicing  physicians.  The 
names  of  those  physicians  are  submitted  to  your 
Council  for  approval,  and  in  the  four  years  of  our 
existence  there  has  been  no  time  at  which  there  has 
been  the  slightest  conflict  between  the  lay  members 
of  our  board  and  the  medical  members.  There  is  an 
excellent  relationship  in  mutual  confidence,  and  I am 
confident  in  my  own  mind  from  daily  contact  with 
this  whole  administration  that  they  are  undertaking 
to  serve  to  the  best  interests  of  your  public  and  you, 
and  when  we  fail  to  do  that  we  know  that  we  should 
quit. 

Thank  you!  ( Applause ) 

Speaker  Andresen:  Members  of  the  House,  you 
see  why  I insisted  so  yesterday  that  everybody  go  to, 
and  give  his  discussion  to,  the  reference  committees. 
We  are  taking  up  an  awful  lot  of  time  with  discus- 
sions this  morning  that  could  very  well  have  taken 
place  in  the  reference  committees.  If  we  had  the 
proper  confidence  in  our  reference  committees,  that 
they  had  had  such  meetings  and  had  listened  to  all 
of  the  objectants  and  all  of  the  proponents,  then  we 
would  be  more  free  to  adopt  the  recommendations  of 
our  Reference  Committee  and  not  have  such  long 
arguments. 

Are  there  any  further  questions  or  discussion? 
If  not,  the  question  will  now  be  put  to  a vote.  . . . 

Chorus:  What  is  the  question? 

Speaker  Andresen:  Dr.  D’Albora,  will  you 
repeat  the  Reference  Committee’s  recommendation 
on  this  resolution? 

Dr.  D’Albora:  Your  Reference  Committee  dis- 
approves this  resolution  for  the  following  reasons: 

1.  It  is  understood  that  Workmen’s  Compensa- 
tion rates  will  be  increased  by  approximately  20  per 
cent  by  September  1,  1948. 

2.  Such  an  increase  in  compensation  rates  will 
permit  increases  in  payments  to  physicians  par- 
ticipating in  the  United  Medical  Service  Plan;  and 

3.  That  some  basic  guide  must  be  maintained  to 
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assure  a sound  financial  status  of  the  United  Medical 
Service. 

4.  That  final  authority  for  increasing  benefits 
rests  with  the  Insurance  Department  of  the  State  of 
New  York. 

Mr.  Speaker,  I would  say,  after  listening  to  Dr. 
Elliott  on  this  subject,  we  eliminate  all  of  the  rea- 
sons and  just  disapprove  of  the  original  resolution  as 
presented  by  Dr.  Glasser. 

Speaker  Andresen:  You  ve  now  substituting 
another  motion  for  the  one  that  had  been  proposed, 
isn’t  that  right? 

Dr.  D’Albora:  We  disapproved  of  the  resolution. 

Speaker  Andresen:  An  affirmative  vote  dis- 
approves of  the  resolution  introduced  by  Dr.  Glasser. 

. . . .The  motion  was  put  to  a vote  and  was  car- 
ried. ... 

Speaker  Andresen:  The  Reference  Committee’s 
recommendation  is  adopted,  and  the  resolution  of 
Dr.  Glasser  is  disapproved. 

Section  85.  ( See  5,  6,  7) 

Report  of  Reference  Committee  on  Report  of  Board 
of  Trustees  and  Report  of  Treasurer 

Dr.  Irwin  E.  Siris,  Kings:  The  Reference  Com- 
mittee has  reviewed  the  Report  of  the  Trustees  and 
that  of  the  Treasurer  with  the  supplementary  re- 
ports with  approval  and  recommends  that  they  be 
accepted  as  presented. 

It  wishes  to  make  the  following  recommendations 
pertaining  to  the  publication  of  the  Directory: 

Whereas,  the  Directory  that  was  published  cost 
approximately  three  times  what  it  had  been  antici- 
pated, and  in  view  of  the  fact  that  the  anticipated 
cost  of  the  new  Directory  is  unpredictable  due  to  the 
high  cost  of  compiling  and  printing,  the  Committee 
recommends  that  the  Directory  be  published  once 
every  three  years. 

There  are  approximately  8,000  doctors  in  the 
States  of  New  Jersey  and  Connecticut  who  contri- 
bute nothing  to  the  compiling  of  their  names  in  the 
Directory.  In  view  of  the  fact  that  approximately 
only  200  copies  were  sold  to  physicians  in  the  States 
of  New  Jersey  and  Connecticut,  the  Committee 
recommends  that  the  Council  consider  the  advisa- 
bility of  discontinuing  the  publication  in  the  Direc- 
tory of  the  names  of  the  physicians  residing  in  the 
States  of  New  Jersey  and  Connecticut,  until  some 
means  can  be  devised  to  interest  these  physicians  in 
defraying  some  of  the  cost  of  compiling  their  names 
and  their  publication  in  the  Directory. 

The  Committee  wishes  to  commend  the  Board  of 
Trustees  and  the  Treasurer  for  their  commendable 
efforts  in  behalf  of  the  Society. 

The  Reference  Committee  moves  the  adoption  of 
its  Report  on  the  Board  of  Trustees’  and  Treasurer’s 
Reports. 

Dr.  Homer  J.  Knickerbocker,  Ontario:  I second 
the  motion. 

Dr.  John  J.  Masterson,  Trustee:  I would  like  to 
amend  that  resolution  that  the  Directory  be  pub- 
lished every  two  years  instead  of  every  three  years. 
It  requires  a tremendous  amount  of  work  on  the  part 
of  our  office  staff  to  compile  this  directory.  We  have 
to  train  these  people,  and  it  takes  a long  time  to 
train  these  employes  to  do  this  special  work.  If  we 
decide  to  publish  the  Directory  every  three  years  in- 
stead of  every  two,  it  would  mean  that  these  trained 
people  would  have  to  be  let  out,  and  then  a year  be- 
fore we  start  the  Directory  again  we  would  have  to 
employ  new  people  at  a considerable  expense  and 
loss  of  time,  so  1 would  like  to  amend  that  so  that 
the  Directory  be  published  every  two  years  instead  of 
every  three. 


Speaker  Andresen:  Will  you  accept  that  amend- 
ment? 

Dr.  Siris:  Yes,  I will  accept  it  for  the  Reference 
Committee. 

Speaker  Andresen:  The  report  is  amended  ac- 
cordingly, so  we  won’t  have  to  vote  on  that  phase  of 
it. 

Dr.  Joseph  A.  Geis,  Essex:  On  this  question  of 
discontinuing  the  listing  of  New  Jersey  and  Con- 
necticut doctors’  names  in  the  Directory,  before  such 
a step  is  taken  we  should  find  out  whether  it  will 
make  any  difference  in  our  advertising  rates  due  to 
the  smaller  list  of  names  published.  That  should  be 
seriously  considered  first  as  to  whether  that  would 
cut  down  the  income  of  the  Directory  through  loss  of 
advertising.  That  should  be  taken  into  con- 
sideration before  we  decide  on  eliminating  the  names 
of  men  practicing  in  our  neighboring  states. 

Speaker  Andresen:  We  will  ask  Mr.  Dwight 
Anderson  to  enlighten  us  on  this  subject.  He  is  the 
one  who  has  charge  of  it. 

Mr.  Dwight  Anderson:  Mr.  Speaker  and  mem- 
bers of  the  House,  there  are  two  factors  involved  in 
the  income  on  our  Directory.  One  of  them  is  ad- 
vertising and  the  other  is  volume  sales  to  other  than 
members.  Last  year  we  increased  the  price  of  our 
Directory  to  others  than  members  from  $5.00  to 
$12.50,  and  our  income  increased  from  $8,000  to 
$14,000  as  a result  thereof.  The  people  who  buy 
this  Directory  are  fife  insurance  companies  and  other 
persons  who  want  lists  of  doctors,  addresses,  and 
some  information  about  them.  Drug  houses  buy 
them  for  the  purpose  of  using  them  with  their  detail 
men.  It  may  very  possibly  be  that  the  absence  of 
the  New  Jersey  and  the  Connecticut  lists  would 
seriously  affect  the  sale  of  volumes,  which  is  income. 
It  might  also  seriously  affect  the  advertising  in  the 
Directory.  It  may  be  that  we  will  wish  to  dispense 
with  advertising  in  the  Directory  entirely  due  to  the 
fact  that  unfortunately  the  net  from  that  source  is 
very  little.  Our  gross  was  $21,000,  our  costs  were 
$13,000,  leaving  us  $8,000,  and  out  of  that  we  had  to 
pay  the  printing,  the  paper,  and  the  composition  on 
the  advertising  pages.  I have  not  yet,  since  the  re- 
port of  the  auditors  was  received,  had  an  oppor- 
tunity to  calculate  what  our  net  was,  but  it  is  very 
slight.  That  might  be  something  we  would  wish  to 
eliminate  entirely,  selling  only  the  back  cover,  the 
end  sheets,  and  those  parts  of  the  sections  now  sold 
for  advertising  that  we  would  print  anyway.  You 
see  we  buy  this  expensive  coated  paper  for  the  whole 
advertising  section  of  64  pages,  and  we  are  printing 
with  the  next  issue  25,000  copies,  which  is  a tre- 
mendous cost.  Our  cost  per  page  of  the  Directory 
runs  $73.  That  is  the  cost  of  printing  and  mailing, 
which  is  a job.  The  book  costs  $4.00.  As  you  gentle- 
men know,  if  you  are  buying  any  popular  book,  books 
that  used  to  sell  for  $2.50  you  are  now  paying  $4.00 
and  $5.00  for,  so  we  cannot  be  immune  to  these  in- 
creased costs. 

All  I wish  to  say  is  that  I hope 'you  will  leave  it 
discretionary  with  the  Committee  to  make  these  two 
decisions  and  do  not  decide  something  by  which  we 
might  be  bound  upon  a later  finding  that  there  was 
or  was  not  a surplus  and  advantage  to  be  obtained 
by  something  contrary  to  your  decision  here  today. 

Speaker  Andresen:  Thank  you,  Mr.  Anderson! 

The  Reference  Committee  really  only  recom- 
mends. It  does  not  make  it  mandatory,  so  that  is 
taken  care  of. 

Is  there  any  further  discussion? 

Dr.  Masterson:  Do  I understand  then  that  the 
elimination  of  physicians  in  New  Jersey  and  Con- 
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necticut  and  the  elimination  of  advertising  is  left  to 
the  discretion  of  the  Publication  Committee? 

Dr.  Siris:  To  the  Council. 

Dr.  Masterson:  Directly  left  to  the  discretion  of 
the  Council? 

Dr.  Siris:  Yes. 

Dr.  Masterson:  All  right. 

....  The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . . 

Section  86.  ( See  28,  156) 

Report  of  Reference  Committee  on  Reports  of 
Board  of  Trustees  and  Treasurer:  Exemption  from 
Dues  Payment  by  Men  in  Military  Service 

After  discussion,  was  referred  back  to  Reference 
Committee. 

■Section  87 

Report  of  Reference  Committee  on  Constitution  and 
Bylaws:  Proposed  Amendments  to  Article  VI  of  the 
Constitution  and  Chapter  HI,  Section  3,  of  the 
Bylaws  % 

Dr.  Peter  J.  Di  Natale,  Genesee:  This  is  the  re- 
port of  the  Reference  Committee  on  Constitution 
and  Bylaws.  I first  desire  to  thank  the  members  of 
my  committee.  They  are  Dr.  Gibson,  of  Onondaga, 
Dr.  Ciemans,  of  Fulton;  Dr.  Wolff,  of  Queens,  and 
Dr.  Kiley,  of  Saratoga. 

I,  too,  wish  to  thank  Dr.  Bauer  and  all  of  those 
who  appeared  before  this  committee  yesterday 
afternoon.  I am  passing  out  bouquets  now;  the 
bricks  will  come  later. 

I want  to  mention  that  the  American  Medical 
Association  at  the  present  time  has  approximately 
130,000  members,  and  they  have  nine  members  on 
•the  Board  of  Trustees. 

Your  Reference  Committee  on  Constitution  and 
Bylaws  has  considered  the  proposed  amendments  to 
Article  VI  of  the  Constitution  and  to  Chapter  III, 
Section  3,  of  the  Bylaws,  as  introduced  by  Dr.  Louis 
H.  Bauer,  President. 

The  proposed  change  to  Article  VI  of  the  Consti- 
tution, as  proposed  by  Dr.  Bauer,  would  make  it 
read: 

“The  Board  of  Trustees  shall  consist  of  nine 
members  elected  by  the  House  of  Delegates  in 
accordance  with  the  Bylaws.  The  President, 
Secretary,  and  Treasurer  shall  sit  with  the  Board 
of  Trustees  with  voice,  but  without  vote.” 

Article  VI  of  the  Constitution  as  it  reads  at  present 
is: 

“The  Board  of  Trustees  shall  consist  of  five 
members,  elected  by  the  House  of  Delegates  in 
accordance  with  the  Bylaws.  The  President,  the 
Secretary,  and  the  Treasurer  shall  sit  with  the 
Board  of  Trustees  with  voice  but  without  vote.” 
The  proposed  change  to  Chapter  III,  Section  3,  of 
the  Bylaws,  as  proposed  by  Dr.  Bauer,  would  make 
it  read: 

“Two  trustees  shall  be  elected  annually  except 
every  fifth  year  when  but  one  shall  be  elected, 
•each  to  serve  for  five  years.  In  case  qf  a vacancy, 
a trustee  shall  be  elected  for  the  unexpired  term, 
provided  that  at  the  session  of  the  House  of 
Delegates  at  which  this  amendment  is  adopted, 
one  trustee  shall  be  elected  for  five  years,  one  for 
four  years,  one  for  three  years,  one  for  two  years, 
and  one  for  one  year:  that  at  the  next  four  annual 
sessions,  two  shall  be  elected  for  five  years.  No 
trustee  shall  serve  for  more  than  two  terms,  but  a 
trustee  elected  to  serve  an  unexpired  term  Shall 


not  be  regarded  as  having  served  a term  unless  he 
has  served  three  or  more  years.” 

Section  3,  of  Chapter  III,  of  the  Bylaw.-?  as  it  reads 
at  present  is: 

“One  trustee  shall  be  elected  annually  for  a 
term  of  five  years.  In  the  event  of  a vacancy,  a 
trustee  shall  be  elected  for  the  unexpired  term.” 

. Yqur  committee  met  with  various  members  of  our 
Society,  including  Dr.  Bauer  and  members  of  the 
Board  of  Trustees,  and  after  considerable  discussion 
and  a study  of  the  presentation  of  information,  your 
committee  feels  that  this  proposed  amendment  be 
not  approved.  Your  committee  feels  that  the  Board 
of  Trustees  has  at  present  acted  well  and  wisely  in 
handling  the  financial  matters  of  this  Society.  We 
further  feel  that  the  increase  in  membership  of  this 
Board  will  not  necessarily  increase  the  efficiency  of 
this  Board.  It  may,  and  could,  become  unwieldy. 
We  also  feel  that  we  must  protect  the  financial  posi- 
tion of  our  Society,  even  though  this  proposed  in- 
crease would  only  cost  several  hundred  dollars.  We 
feel  that  it  was  unwarranted  and  unnecessary. 

I move  the  adoption  of  the  recommendation  of  the 
Committee. 

Dr.  Harry  Aranow,  Councilor:  I second  it. 
Speaker  Andresen:  The  Committee  recom- 

mends that  the  changes  be  disapproved,  and  that 
will  keep  our  Board  of  Trustees  at  five  as  it  is  at 
present  constituted.  Is  there  any  discussion? 

....  The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  carried.  . . . 

Section  88.  ( See  45) 

Report  of  Reference  Committee  on  Constitution 
and  Bylaws:  Enlargement  of  Council  Committee  on 
Workmen’s  Compensation 

Dr.  Peter  J.  Di  Natale,  Genesee:  One  resolution 
was  referred  to  us  on  a proposed  amendment  to  en- 
large the  Council  Committee  on  Workman’s  Com- 
pensation, introduced  by  Dr.  O’Gorman,  of  Erie: 
“Whereas,  the  Constitution  of  the  Medical 
Society  of  the  State  of  New  York  limits  the  mem- 
bership of  the  Council  Committee  on  Workmen’s 
Compensation  to  three;  and 

“Whereas,  there  exists  a definite  need  for  en- 
largement of  this  Committee  so  as  to  give  it  wider 
representation;  now  therefore  be  it 

“ Resolved , that  the  Constitution  of  the  Medical 
Society  of  the  State  of  New  York  be  amended  by 
inserting  in  Article  IV,  Section  10  thereof,  after 
the  sentence  beginning  with  ‘The  membership  of 
Committees’  and  ending  with  ‘of  the  Bylaws’  the 
words  ‘and  the  Committee  on  Workmen’s  Com- 
pensation (k)  Chapter  IV,  Section  9 of  the  By- 
laws.’ ” 

Your  committee  was  presented  with  this  proposed 
amendment  with  regard  to  the  enlargement  of  the 
Council  Committee  on  Workmen’s  Compensation. 
Your  committee  cannot  take  any  action  on  this 
arflendment  because  this  is  a proposed  change  in  the 
Constitution  and  must  go  through  the  usual  proce- 
dure of  all  such  amendments. 

I believe  that  has  to  lay  on  the  table  for  one  year? 
Speaker  Andresen:  That  is  correct. 

Dr.  Di  Natale:  So  we  took  no  action  on  that 
resolution.  That  completes  our  report. 

Speaker  Andresen:  Thank  you,  Dr.  Di  Natale. 
We  have  now  a question  before  us  as  to  what  we 
are  going  to  do  next.  It  is  quite  evident  that  we 
have  a great  many  reference  committee  reports  still 
to  take  up.  It  has  been  suggested  that  we  adjourn 
now  or  in  a half  hour,  and  then  come  back  at  two 
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o’clock  for  our  executive  session.  My  suggestion 
just  now  to  the  people  at  the  table  was  that  we  de- 
clare a five-minute  recess  and  get  a little  cooled  off 
and  then  go  on  to  one  o’clock.  I am  afraid  if  we 
don’t  finish  here  today  we  may  have  to  have  a night 
session  to  complete  our  work,  and  most  of  us  would 
prefer  not  to  do  that.  Does  it  meet  with  your  ap- 
proval to  do  that? 

Chorus:  Yes.  I 

. . . .At  this  point  there  was  a five-minute  recess. . .. 
Speaker  Andresen:  We  have  a few  new  resolu- 
tions to  introduce. 

Section  89.  ( See  135 ) 

Premature  Publicity  of  Medical  Matters  by  State 
Officers 

Dr.  Alfred  Angrist,  Queens:  I apologize  for  the 
lateness  of  these  resolutions,  but  they  are  matters 
that  came  up  in  discussion  in  the  committee,  and  I 
was  asked  to  present  them  to  you  at  the  earliest 
possible  moment,  which  is  as  of  now. 

The  first  resolution  deals  with  the  question  of  the 
premature  publicity  of  medical  matters  by  State 
officers,  and  I think  it  will  be  self-explanatory  if  I 
read  it: 

“Whereas,  it  has  been  the  policy  of  govern- 
mental agencies  in  the  past  to  promote  press  re- 
leases on  the  expansion  of  services  and  the  intro- 
duction of  new  programs  which  involve  the 
physicians  of  the  community,  when  the  coopera- 
tion of  the  local  physicians  is  both  desirable 
and  necessary; 

“Whereas,  subsequent  discussions  for  modifica- 
tion of  the  projected  program  to  render  it  effective 
and  efficient,  improperly  place  the  physicians  in 
the  light  of  obstructing  such  expansion  of  services 
to  the  public;  therefore  be  it 

“ Resolved , that  the  Medical  Society  of  the 
State 'of  New  York  go  on  record  as  advising  the 
interested  governmental  agencies  that  the  Medical 
Society  of  the  State  of  New  York  is  always  ready 
to  conduct  preliminary  discussions  about  such 
projects  which  involve  medical  service  and  the 
allied  branches  of  activity  of  the  government,  be- 
fore press  releases  are  promoted  on  such  matters.” 
Speaker  Andresen  : That  will  be  referred  to  the 
Reference  Committee  on  Report  of  the  Council, 
Part  XI,  of  which  Dr.  Theodore  J.  Curphey  is  the 
chairman. 

Section  90.  (See  136) 

State  Expansion  of  Laboratory  and  Diagnostic 
Services 

Dr.  Alfred  Angrist,  Queens:  The  second  reso- 
lution, sir,  deals  with  the  projected  expansion  of 
State  laboratory  and  diagnostic  services.  I think  it 
will  be  self-explanatory: 

“Whereas,  the  question  of  expansion  of 
diagnostic  facilities,  including  laboratory  work, 
BCG,  and  x-ray  studies  is  contemplated  through- 
out the  City  and  State  of  New  York;  and 

“Whereas,  it  is  the  considered  opinion  that 
existing  facilities  are  in  need  of  more  adequate 
staff  and  funds;  therefore  be  it 

“Resolved,  that  the  Council  state  its  willingness 
to  appoint  representatives  familiar  with  these 
services,  who,  together  with  the  Health  Depart- 
ments of  the  City  and  State  of  New  York,  study 
the  entire  problem  with  a view  of  adequately 
staffing  existing  facilities  before  considering  the 
expansion  of  such  facilities.” 


Speaker  Andresen:  That  is  referred  to  the 
Reference  Committee  on  Report  of  Council,  Part  XI, 
of  which  Dr.  Theodore  J.  Curphey  is  the  Chairman. 

Section  91.  (See  143) 

Redistricting  District  Branches 

Dr.  Stephen  R.  Monteith,  Rockland:  This  con- 
cerns the  redistricting  of  District  Branches: 

“Whereas,  Article  11,  Section  3,  of  the  Con- 
stitution of  the  Medical  Society  of  the  State  of 
New  York  states, 

‘Changes  in  the  number  of  membership  of 
these  district  branches  may  be  made  by  a two- 
thirds  vote  of  the  House  of  Delegates  at  any 
annual  meeting’ ; 

and  . 

“Whereas,  the  district  branches  as  at  present 
constituted  do  not  include  in  all  instances  counties 
with  similar  problems  in  economics  and  public 
relations;  and 

“Whereas,  the  activity  of  the  Eighth  District 
Branch  has  demonstrated  during  the  past  year  the 
organizational  value  of  the  district  branch;  there- 
fore be  it 

“Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  refer 
with  power  to  act  to  the  Council  the  matter  of 
redistricting  the  county  medical  societies  into  dis- 
trict branches  with  the  creation,  if  necessary,  of  a 
Ninth  District  Branch.” 

Speaker  Andresen:  That  is  really  a constitu- 
tional amendment. 

Dr.  Monteith:  No. 

Speaker  Andresen:  That  is  referred  to  the 
Reference  Committee  on  Report  of  Planning  Com- 
mittee for  Medical  Policies,  of  which  Dr.  Thomas  M. 
D’Angelo  is  chairman. 

Section  92.  (See  165) 

Practice  of  Medicine  by  Hospitals 

Dr.  B.  M.  Bernstein,  Kings:  This  resolution 
deals  with  the  practice  of  medicine  by  hospitals: 

“Whereas,  there  is  an  increasing  tendency  on 
the  part  of  hospitals  to  employ  full-time  directors 
of  services  in  other  fields  of  medicine  in  addition  to 
those  already  in  operation  in  radiology,  pathology, 
and  anesthesiology;  and 

“Whereas,  such  a program  is  a definite  threat 
to  the  individual  and  private  practice  of  medicine; 
and 

“Whereas,  such  a plan  would  appear  to  place 
hospitals  in  the  business  of  practicing  medicine; 
and 

“Whereas,  such  a procedure,  if  left  uncon- 
trolled and  uncurbed,  except  in  the  matter  of 
undergraduate  teaching  of  medical  students, 
might  lead  to  unforeseen  difficulties  for  the  prac- 
tice of  medicine;  therefore  be  it 

“Resolved,  that  the  Council  be  instructed  to  set 
up  a special  Hospital  Relations  Committee  to 
study  tljis  problem  and  to  use  its  efforts  to  prevent 
hospitals  from  practicing  medicine  and  interfering 
with  the  private  practice  of  medicine  and  to  use 
all  moral  and,  if  necessary,  legal  methods  for  this 
purpose.” 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Report  of  the  Council,  Part  VI, 
Economics,  of  which  Dr.  Edward  P.  Flood  is 
chairman. 
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Section  93.  (See  169) 

Automobile  Agency 

Dr.  Irving  J.  Sands,  Kings:  I wish  to  introduce 
the  following  resolution: 

“Whereas,  it  is  becoming  increasingly  difficult 
for  physicians  to  purchase  automobiles;  and 
“Whereas,  the  automobile  is  a part  of  the  doc- 
tor’s equipment  in  his  practice  of  medicine;  there- 
fore be  it 

“ Resolved , that  the  Council  of  the  Medical  So- 
ciety of  the  State  of  New  York  be  instructed  to 
explore  the  possibilities  of  establishing  an  agency 
for  the  purchase  of  automobiles  by  doctors.” 
Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Miscellaneous  Business  A,  of  which 
Dr.  Frederick  Williams  is  the  chairman. 

Section  94.  (See  57) 

Report . of  Reference  Committee  on  Report  of 
Council,  Part  X:  Workmen’s  Compensation: 

To  Amend  the  Law  to  Abolish  the  Medical  Practice 
Committee 

Dr.  Frederic  W.  Holcomb,  Ulster:  The  first 
resolution  referred  to  the  Reference  Committee  on 
the  Report,  of  the  Committee  on  Workmen’s  Com- 
pensation was  introduced  by  Dr.  Frank  Cerniglia,  of 
Queens,  reading: 

“Whereas,  compensation  practice  in  the  coun- 
ties of  New  York,  Brooklyn,  Bronx,  and  Queens  (of 
over  one  million  population)  under  the  control  of 
the  Medical  Practice  Committee  is  discriminatory 
and  not  conducive  to  good  administration  of  the 
Workmen’s  Compensation  Law;  therefore  be  it 
“ Resolved , that  the  New  York  State  Medical 
Society  urge  the  Legislature  of  the  State  of  New 
York  to  amend  the  Workmen’s  Compensation 
Law  to  abolish  the  Medical  Practice  Committee; 
be  it  further 

“Resolved,  that  the  support  of  the  county 
medical  societies  outside  the  metropolitan  area 
is  urged  in  order  to  re-establish  a uniform  ad- 
ministration of  the  law  throughout  New  York 
State.” 

Your  Reference  Committee  recommends  the 
approval  of  this  resolution,  and  I so  move. 

Dr.  Frederick  S.  Wetherell,  Onondaga:  I 
second  the  motion. 

....  There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . . 

Section  95.  (See  54) 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  X:  Workmen’s  Compensation:  Fee 
Schedule 

Dr.  Frederic  W.  Holcomb,  Ulster:  I have 
another  resolution  that  was  referred  to  your  Ref- 
erence Committee,  introduced  by  Albany  County, 
reading: 

“In  view  of  the  long  delay  in  satisfactory  re- 
vision of  the  Workmen’s  Compensation  Fee 
Schedule  of  the  State  of  New  York  which  has  not 
been  materially  altered  since  its  establishment, 
and  in  view  of  the  greatly  increased  costs  of  the 
practice  of  medicine  during  the  recent  years;  be  it 
“ Resolved , that  the  Delegates  from  the  Medical 
Society  of  the  County  of  Albany  be  hereby  in- 
structed to  present  to  the  annual  meeting  of  the 
House  of  Delegates  of  the  Medical  Society  of  the 
State  of  New  York  to  be  held  in  May,  1948,  this 
our  protest  against  the  long  delayed  action  of  the 


Workmen’s  Compensation  Board  and  the  State 

Medical  Society,  which  delay  has  resulted  in  an 

unfair  financial  loss  by  the  physicians  of  New 

York  State.” 

Your  Reference  Committee  recommends  that 
inasmuch  as  the  Revised  Fee  Schedule  has  been 
changed  and  will  go  into  effect  on  September  1,  1948, 
that  no  action  be  taken  on  this  resolution. 

It  should  be  pointed  out  that  the  function  of  the 
State  Medical  Society  is  advisory  in  these  negotia- 
tions and  not  administrative  or  legislative. 

I move  the  adoption  of  the  recommendation  of  the 
Reference  Committee. 

Dr.  Harry  Aranow,  Councilor : I second  it. 

Speaker  Andresen:  Approval  of  the  report  of 
the  Reference  Committee  carries  with  it  no  action  on 
the  resolution.  Is  there  any  discussion? 

....  The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . . 

Speaker  Andresen:  No  action  is  taken  on  the 
resolution. 

Have  you  anything  further? 

Dr.  Holcomb:  I have  the  entire  report  on  the 
Workmen’s  Compensation  Committee  if  you  care  to 
have  it  now. 

Speaker  Andresen:  Yes. 

Section  96 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  X:  Workmen’s  Compensation 

Dr.  Frederic  W.  Holcomb,  Ulster:  This  is  a 
long  report,  and  if  the  delegates  could  follow  along 
their  Council  Report  in  this  matter,  paragraph  by 
paragraph,  it  would  be  easier  to  present  this  because 
we  have  tried  to  summarize  and  reflect  our  feeling 
rather  than  give  you  long  extracts  from  each  para- 
graph; in  other  words,  we  are  trying  to  give  you  the 
sense  of  it  in  our  recommendations  rather  than 
making  this  a terrifically  long  report. 

I might  say,  too,  that  our  Reference  Committee 
did  a great  deal  of  work  on  this,  and  at  times  we  felt 
somewhat  as  though  we  were  up  in  the  Polo  Grounds. 
You  know  there  are  always  a lot  of  ball  players  and 
umpires  on  the  field,  but  we  found  there  were  a 
great  many  in  the  grandstand,  too. 

In  regard  to  better  representation  throughout  the 
State  in  matters  of  compensation,  your  Committee 
recommends  “that  regional  representation  from  the 
eight  district  branches  constitute  an  Advisory 
Council  on  Workmen’s  Compensation  Matters  act- 
ing as  a Subcommittee  of  the  Council  Committee  on 
Workmen’s  Compensation.”  It  is  the  hope  of  this 
Reference  Committee  that  the  basis  of  representa- 
tion in  the  State  Compensation  Committee  be 
broadened  to  include  eventually  all  parts  of  New 
York  State. 

Your  Reference  Committee  recommends  approval 
of  this  portion  of  the  report,  and  I so  move. 

Dr.  Samuel  B.  Burk,  New  York:  I second  it. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote  and  unanimously  carried.  . . . 

Dr.  Holcomb:  Regarding  the  matter  of  physi- 
cians’ reports,  your  Committee  must  emphasize  the 
fact  that  physicians  themselves  are  largely  responsi- 
ble for  delayed  payments  to  claimants  and  physi- 
cians, due  to  their  own  negligence  in  filling  out  com- 
plete and  prompt  reports.  We  again  urge  Society 
members  to  pay  more  attention  to  these  matters. 

In  reference  to  the  question  of  better  medical  care 
for  uninjured  workers,  we  wish  to  emphasize  the  im- 
portance of  providing  these  workers  tne  best  therapy 
that  medicine  affords.  If  a colleague  in  a given 
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specialty  can  be  of  assistance  in  any  case  in  which 
the  period  of  disability  can  be  reduced  or  in  which  a 
better  functional  result  can  be  obtained,  then  such 
assistance  should  be  sought  and  extended  to  the 
worker.  Complaints  by  the  employer,  the  claimant, 
the  carrier,  or  the  doctor  in  cases  of  delayed  author- 
ization or  inadequate  care  should  be  referred  to  the 
compensation  committee  of  the  county  society. 
Prompt  and  adequate  measures  in  rehabilitation 
after  consultation  with  qualified  specialists  is  urged 
in  order  to  obtain  maximum  function  in  the  injured 
worker.  This,  together  with  an  enlightened  attitude 
on  the  part  of  the  employers  and  carriers,  should 
yield  better  and  more  prompt  results. 

Your  Reference  Committee  recommends  approval 
of  this  portion  of  the  report,  and  I so  move. 

Secretary  Anderton:  I second  the  motion. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . . 

Dr.  Holcomb:  Your  Reference  Committee 

heartily  approves  of  the  paragraph  on  the  proper 
administration,  control,  and  inspection  of  medical 
bureaus.  The  Compensation  Committee  of  the 
component  societies  should  be  aware  of  both  their 
duties  and  responsibilities  in  this  matter.  (I  think 
that  has  to  do  mostly  with  the  metropolitan  dis- 
trict.) 

Your  Reference  Committee  recommends  approval 
of  this  portion  of  the  report,  and  I so  move. 

Dr.  Andrew  A.  Eggston,  Westchester:  I secorfd 
the  motion. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote  and  w'as  unanimously  carried.  . . . 

Dr.  Holcomb:  Your  Reference  Committee  again 
calls  attention  to  the  failure  of  recognition  of  the 
specialty  of  thoracic  surgery.  We  recommend  that 
the  chairman  of  the  Workmen’s  Compensation 
Board  be  again  urged  to  correct  this  situation  and 
assign  a rating  of  M-17  to  this  group  of  specialists  in 
thoracic  surgery. 

Y our  Reference  Committee  recommends  approval 
of  this  portion  of  the  report,  and  I so  move. 

Dr.  Benjamin  M.  Bernstein,  Kings:  I second 
it. 

....  There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . . 

Dr.  Holcomb:  As  regards  the  fee  schedule, 
your  Reference  Committee  has  reviewed  and  con- 
sidered the  vast  amount  of  work  done  and  energy 
expended  by  the  Advisory  Committee  on  Work- 
men’s Compensation  Fee  Schedule  which  was  ap- 
pointed by  the  chairman  of  the  Workmen’s  Com- 
pensation Board,  Miss  Donlon.  Forty-eight  meet- 
ings have  been  held  by  this  Committee,  and  the 
views  of  all  interested  groups  have  been  evaluated. 
The  members  of  the  State  Medical  Society  owe  a 
debt  of  gratitude  to  this  Committee  for  their  volun- 
tary and  unselfish  work,  and  especially  to  the  chair- 
man, Dr.  Nathan  B.  Van  Etten,  and  their  secretary, 
Dr.  Walter  P.  Anderton.  We  believe  that  the  fees  as 
promulgated  on  June  1,  1947,  are  inadequate  in  view 
of  the  present  increased  costs  of  living  and  of  con- 
ducting medical  practice.  We,  therefore,  recom- 
mend that  the  chairman  of  the  Workmen’s  Compen- 
sation Board  arrange  for  a yearly  consideration  and 
review  of  the  fee  schedule  to  bring  it  in  line  with  the 
prevailing  rates  for  medical  service  throughout  the 
State  of  New  York.  We  also  recommend  that  the 
chairman  of  the  Workmen's  Compensation  Board, 
Miss  Donlon,  designate  the  fee  schedule  as  a 
“minimum  medical  fee  schedule”  in  accordance  with 
the  provisions  of  Section  13 — Workmen’s  Com- 
pensation Law. 


Your  Reference  Committee  recommends  approval 
of  this  portion  of  the  report,  and  I so  move. 

Dr.  Samuel  B.  Burk,  New  York:  I second  the 
motion. 

....  There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. . . . 

Dr.  Holcomb:  In  regard  to  the  paragraph  on 
Workmen’s  Compensation  qualifications,  we  ap- 
prove it  in  its  entirety  and  call  attention  to  the  last 
sentence, 

“We  urge  the  county  societies  to  give  even 
greater  care  to  these  functions  so  that  the  popula- 
tion may  have  full  confidence  that  a physician  is 
thoroughly  competent  once  he  has  been  so  judged 
by  the  societies.” 

Your  Reference  Committee  has  reviewed  the 
statements  concerning  the  settlement  of  disputed 
medical  bills  in  the  four  counties  having  a population 
of  over  one  million.  We  recommend  that  steps  be 
taken  to  bring  this  procedure  in  line  with  the  prac- 
tice in  vogue  throughout  the  rest  of  the  State  where 
these  disputed  bills  are  arbitrated  by  a Committee 
consisting  of  five  physicians. 

Your  Reference  Committee  recommends  approval 
of  this  portion  of  the  report,  and  I so  move. 

Dr.  Joseph  P.  Henry,  Monroe:  I second  the 
motion. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried. . . . 

Dr.  Holcomb:  Your  Reference  Committee  re- 
affirms the  principle  that  radiology,  pathology,  and 
anesthesiology  and  physical  medicine  constitute  the 
practice  of  medicine  and  should  be  treated  as  such. 
Concern  is  expressed  that  the  continued  exploitation 
by  hospitals  of  physicians  in  these  fields  will  result  in 
discouraging  men  from  entering  and  developing  these 
specialties.  We  also  recommend  that  the  Workmen’s 
Compensation  Law  be  so  amended  as  to  preclude  the 
practice  of  medicine  in  any  form  by  any  agency 
other  than  a duly  licensed  physician. 

Your  Reference  Committee  recommends  approval 
of  this  portion  of  the  report,  and  I so  move. 

Dr.  Harry  Aranow,  Councilor:  I second  it. 
....  There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . . 

Dr.  Holcomb:  Your  Reference  Committee  has 
reviewed  recommendations  concerning  legislation. 
We  urge  that  the  recommendations  of  the  Commit- 
tee be  carried  out  as  embodied  in  this  portion  of  the 
report. 

Your  Reference  Committee  recommends  approval 
of  this  portion  of  the  report,  and  I so  move. 

Dr.  Reginald  A.  Higgons,  Westchester:  I second 
it. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . . 

I)r.  Holcomb:  In  regard  to  public  relations,  your 
Reference  Committee  heartily  endorses  the  further 
development  of  the  cordial  and  cooperative  relation- 
ship between  the  State  Medical  Society,  the  Work- 
men’s Compensation  Board,  and  all  agencies  which 
participate  in  compensation  matters.  We  feel,  how- 
ever, that  this  relationship  with  the  Workmen’s 
Compensation  Board  and  the  State  Society  has 
notaolj'  improved  during  the  past  year,  and  we  look 
forward  to  a continuation  of  this  policy. 

We  wish  to  express  appreciation  to  Dr.  Kenney 
for  his  advice  and  help  in  our  deliberations;  par- 
ticularly are  we  in  debt  to  Dr.  Kaliski  for  his 
counsel  and  able  assistance  in  the  operation  of  the 
Workmen’s  Compensation  Bureau  of  the  New  York 
State  Medical  Society. 
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In  conclusion,  it  must  be  remembered  in  negotia- 
tions in  the  field  of  Workmen’s  Compensation 
matters  that  there  are  five  separate  agencies  or 
groups  whose  viewpoints  and  interests  must  be  con- 
sidered: 

1.  The  Workmen’s  Compensation  Board  which 
administers  the  Workmen’s  Compensation  Laws  as 
promulgated  by  the  New  York  State  Legislature. 

2.  The  employers’  group,  representing  industries 
who  pay  the  bills. 

3.  The  members  of  the  State  Medical  Society 
who  render  care  to  injured  workers. 

4.  The  insurance  carriers,  who  adjust  and 
settle  claims  of  all  parties  concerned. 

5.  The  employe  groups  in  the  State,  both  or- 
ganized and  unorganized. 

All  parties  concerned  are  entitled  to  be  heard. 
Our  Council  Committee  on  Workmen’s  Compensa- 
tion has  spent  countless  hours  and  days  in  meetings 
to  attempt  to  evaluate  and  reconcile  the  interests  of 
all  these  groups.  Everyone  realizes  from  the  endless 
negotiations  being  conducted  today  in  the  world  by 
industry  and  labor  that  solutions  which  are  emi- 
nently and  completely  satisfactory  to  all  parties  con- 
cerned are  difficult  to  achieve.  It  must  be  kept  in 
mind  that  the  basis  of  successful  negotiations  must 
inevitably  be  some  form  of  compromise  which  is  just 
: and  fair  to  all  concerned.  After  all,  the  ultimate 
goal  is  to  afford  the  injured  worker  the  best  possible 
medical  care.  Your  Reference  Commttee  desires  to 
commend  the  Council  Committee  for  its  untiring 
efforts  in  behalf  of  the  State’s  physicians  and  their 
relationship  to  Workmen’s  Compensation. 

I move  the  adoption  of  the  report  as  a whole. 

Dr.  Arthur  A.  Fischl,  Queens:  I second  the 
motion. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried. . . . 
Speaker  Andre  sen:  Thank  you,  Dr.  Holcomb. 
Dr.  J.  Stanley  Kenney,  Councilor:  I would 
merely  like  to  have  one  minute,  if  I may,  to  express  to 
the  Reference  Committee  publicly  our  appreciation 
and  thanks  for  their  efficiency  and  painstaking  action 
in  getting  this  report  through  as  they  have  done. 
They  should  be  highly  commended  because  they  had 
a very  difficult  problem  to  resolve.  They  had  some 
very  heated  discussion  and  spent  a long  afternoon 
over  this.  I do  feel  as  chairman  of  the  Council 
Committee  I would  be  remiss  if  I did  not  express  my 
appreciation  of  their  effort. 

The  other  matter  that  I would  like  to  proclaim  is 
to  substantiate  what  Dr.  Holcomb  has  read  you  in 
regird  to  Miss  Donlon’s  feeling  about  the  work  of 
the  two  gentlemen  who  represented  this  State  So- 
ciety on  the  Advisory  Council  in  connection  with  the 
ee  schedule.  She  has  told  me  time  and  again  of  the 
mtiring  efforts  and  unselfish  devoton  and  counsel 
hat  both  Dr.  Anderton  and  Dr.  Van  Etten  gave  her, 
ind  I wanted  to  express  to  this  House  her  apprecia- 
ion  of  the  cooperation  that  they  gave. 

Thank  you! 

Speaker  Andresen:  Thank  you,  Dr.  Kenney! 
•eclion  97.  (See  9) 

'.eport  of  Reference  Committee  on  Report  of  Coun- 
il,  Part  I:  Postgraduate  Education 

Dr.  W.  W.  Street,  Onondaga:  Mr.  Speaker  and 
lembers  of  the  House,  this  is  the  Reference  Com- 
littee’s  Report  on  Report  of  the  Council,  Part  I, 
ostgraduate  Education. 

Your  reference  committee  wishes  to  commend 
ost  highly  the  work  of  the  Council  Committee  on 


Public  Health  and  Education  for  the  high  level  of 
instruction  and  friendly  cooperation  which  it  has 
rendered  to  all  of  the  county  societies  and  other 
medical  groups  in  response  to  their  requests  during 
the  past  year.  This  program  has  been  made  available 
through  the  combined  efforts  of  the  faculties  of  the 
medical  schools  and  research  institutions  of  New 
York  State,  the  New  York  State  Department  of 
Health,  the  Dental  Society  of  the  State  of  New 
York,  the  Division  of  Industrial  Hygiene  and  Safety 
Standards  of  the  New  York  State  Department  of 
Labor,  the  Medical  Society  of  the  State  of  New 
York,  and  other  organizations. 

The  committee  has  prepared  and  distributed  to  all 
county  society  officers  and  many  others  a Course 
Outline  Book  which  lists  subjects  and  speakers  avail- 
able, with  the  additional  notation  that  current  re- 
vision of  the  list  is  in  process  and  will  be  sent  as  soon 
as  prepared.  For  those  who  desire  subjects  or 
speakers  not  listed  in  the  outline,  a request  directly 
to  the  chairman  of  the  committee  often  results  in 
the  matter  being  satisfactorily  arranged. 

At  a meeting  on  December  10,  1947,  in  New  York 
City,  the  Council  Committee  on  Public  Health  and 
Education,  while  reviewing  its  activities  of  the  pre- 
ceding year,  expressed  to  the  State  Department  of 
Health  the  appreciation  of  the  Medical  Society  of  the 
State  of  New  York  for  not  only  the  cooperation  of 
the  Department  in  the  development  of  the  programs 
but  also  for  the  financial  assistance  received.  Your 
Reference  Committee  wishes  to  second  this  expres- 
sion of  appreciation  most  heartily. 

For  the  year  May  1,  1947,  to  May  1,  1948,  the 
committee  arranged  for  postgraduate  instruction  in 
39  counties,  with  a total  of  208  lectures,  while  in  the 
preceding  year  it  had  arranged  meetings  in  38 
counties,  with  a total  of  174  lectures. 

In  addition  to  this  activity,  regional  meetings  and 
teaching  days  were  arranged'  in  eight  counties,  plus  a 
teaching  day  on  Tuesday,  May  18,  in  connection 
with  this  State  Meeting. 

Your  Reference  Committee  believes  that  this  work 
of  postgraduate  education,  which  has  been  so  ably 
arranged  and  performed  by  your  Council  Committee 
under  the  able  and  energetic  leadership  of  Dr. 
Mitchell,  is  one  of  the  very  important  services  which 
the  State  Society  renders  to  its  component  county 
units.  It  urges  that  every  effort  be  made  to  aid  the 
committee  in  the  continuance  of  this  work. 

I move  the  approval  of  the  report  as  a whole. 

Secretary  Anderton:  I second  the  motion. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried. . . . 

Speaker  Andresen:  Thank  you,  Dr.  Street! 

Section  98 

Report  of  the  Reference  Committee  on  Report  of 
Council,  Part  III:  Industrial  Health 

Dr.  Harry  Golembe,  Sullivan:  Your  Reference 
Committee  on  the  Report  of  the  Council,  Part  III, 
Public  Health  Activities  (A)»  Industrial  Health, 
County  Health  Departments,  Rural  Medical  Service, 
begs  to  submit  the  following  report: 

Industrial  Health. — This  Committee,  under  the 
chairmanship  of  Dr.  Leon  H.  Griggs,  Syracuse, 
did  not  have  a regular  meeting  during  the  year. 
The  chairman  did  participate  in  the  Eighth  Annual 
Congress  on  Industrial  Health  of  the  American 
Medical  Association  in  Cleveland,  Ohio,  on  Januarv 
5 and  6, 1948. 

It  was  felt  at  this  conference  that  the  leadership 
in  this  work  should  be  centered  in  the  Council  of  In- 
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dustrial  Health  of  the  Medical  Association.  Acci- 
dent prevention  work  is  of  such  great  importance 
that  it  is  recommended  that  the  Study  Committee 
should  be  increased  so  that  special  attention  can  be 
given  to  this  phase  of  Industrial  Health.  Lectures 
relating  to  the  Industrial  Health  Program  continue 
to  be  arranged  through  the  Committee  on  Public 
Health  and  Education,  and  it  is  hoped  that  more 
counties  will  avail  themselves  of  these  lectures. 
Industrial  Health  Teaching  Days  were  held  only  at 
one  meeting  in  Troy,  and  it  is  recommended  that 
efforts  be  made  to  extend  this  program  to  con- 
siderably more  counties  and  districts.  The  work  of 
this  Committee  is  commended  and  your  Reference 
Committee  recommends  that  this  Committee  be 
continued. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  William  B.  Rawls,  New  York:  J second  the 
motion. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . . 

Section  99 

Report  of  the  Reference  Committee  on  Report  of 
Council,  Part  III:  County  Health  Departments; 
Rural  Medical  Service 

County  Health  Departments  and  Rural  Med- 
ical Service. — The  report  of  your  Committee  on 
Rural  Medical  Service  under  the  chairmanship  of  Dr. 
Dan  Mellen,  of  Rome,  indicated  that  greater  activi- 
ties are  expected  in  this  field  during  the  coming 
years,  particularly  in  a cooperative  program  aimed 
to  attract  physicians,  dentists,  and  nurses  to  the 
rural  areas.  This  program  is  receiving  aid  from  the 
postgraduate  departments  of  some  of  the  medical 
colleges,  and  plans  are  now  being  formulated  to  ex- 
tend medical  service  into  the  rural  and  district  com- 
munities; your  State  Society  is  now  handling  re- 
quests from  rural  communities  for  physicians;  some 
help  in  this  work  is  being  obtained  from  the  Grange 
and  the  4-H,  and  work  has  been  started  among  in- 
terested parties  and  organizations  to  form  a Health 
Council  under  the  sponsorship  of  this  Committee. 

It  is  hoped  to  have  a further  report  on  the  progress 
of  the  Hill-Burton  program.  It  is  important  to  note 
that  in  counties  of  less  than  50,000  population, 
county  health  departments  must  be  formed  before 
State  and  Federal  aid  for  hospital  construction  can 
be  received  through  the  Hill-Burton  Program,  and  it 
is  recommended  that  this  Committee  publicize  this 
fact. 

I move  the  adoption  of  this  section  of  the  report. 

Dr.  Irvine  E.  Gage,  Albany:  I second  the  mo- 
tion. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . . 

Dr.  Golembe:  It  appears  that  prepaid  medical 
care  has  not  extended  through  the  rural  areas  as 
rapidly  as  was  hoped.  This  appears  to  be  due,  in  the 
main,  to  the  fact  that  relatively  few  in  the  rural 
areas  are  engaged  in  industry,  whereby  hundreds  of 
firms  have  paid  for  the  entire  cost  of  the  hospital  and 
surgical  plan  for  all  their  employes  and  through  pay- 
roll deduction  have  extended  it  to  other  members  of 
their  families  and  dependents.  It  is  recommended 
that  the  committee  continue  to  study  this  problem 
so  as  to  bring  about  a wider  participation  in  prepaid 
medical  service  in  the  rural  areas,  and  it  is  also 
recommended  that  the  Committee  investigate  the 
possibilities  of  the  State  Society  sponsoring  a uni- 
versal prepayment  insurance  plan  so  that  the  State 
can  be  covered  as  a whole,  by  one  plan. 

I move  the  adoption  of  this  portion  of  the  report. 


Dr.  Elton  R.  Dickson,  Broome:  I second  the 
motion. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . . 

Dr.  Golembe:  The  activities  of  this  Committee 
are  commended,  and  your  Reference  Committee 
recommends  that  this  Comijiittee  be  continued. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Harry  Aranow,  Councilor:  I second  it. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote,  and  was  unanimously  carried. . . . 

Dr.  Golembe:  Now  I move  the  adoption  of  the 
report  as  a whole. 

Dr.  Stephen  R.  Monteith,  Rockland:  I second  I 
it.  I 

....  There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. . . . 

Section  100.  (See  50) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  III:  Salary  Scales  for  Public  Health  a 

Physicians  in  the  New  York  State  Department  of  l 

Health 

Dr.  Harry  Golembe,  Sullivan:  We  have  just  one 
resolution  that  was  referred  to  our  Reference  Com- 
mittee. That  was  the  resolution  introduced  by  Dr.  « 
Henry  E.  McGarvey,  of  Westchester  County,  per- 
taining to  “Salary  Scales  for  Public  Health  Physi- 
cians in  the  New  York  State  Department  of  Health,” 
reading : 

“Whereas,  the  health  and  welfare  of  the  State  : 
of  New  York  are  dependent  in  many  ways  upon 
the  satisfactory  operation  and  performance  of 
services  provided  through  the  New  York  State 
Department  of  Health;  and 

“Whereas,  upon  investigation  it  is  evident  that 
these  services  are  suffering  from  a lack  of  essential 
medical  personnel;  and 

“Whereas,  the  Commissioner  of  Health  is  handi- 
capped in  making  replacements  of  highly  im- 
portant specialists  because  of  inadequate  salary 
scales;  and  on 

“Whereas,  present  available  salaries  for  public 
health  and  laboratory  physicians  in  the  State  De-  B0 
partment  of  Health  are  not  commensurate  with  j), 
incomes  earned  by  physicians  of  like  experience  ^ 
and  training;  and  All 

“Whereas,  48  out  of  96  full-time  medical  posi- 
tions in  the  State  Department  of  Health  remain  ^ 
unfilled  as  a result  of  the  low  salary  scales  now  in 
effect;  and 

“Whereas,  important  public  health  programs  the 

and  necessary  research  cannot  be  carried  on  be-  | [or: 
cause  of  these  conditions;  and 

“Whereas,  these  deficiencies  threaten  the  0f( 

health  and  welfare  of  the  people  of  New  York 
State;  now  therefore  be  it 

“Resolved,  that  the  Medical  Society  of  the  State  toj 
of  New  York  respectfully  petition  the  Governor  of 
New  York  to  take  prompt  action  to  rectify  this  acc] 
situation  by  means  of : tie 

“1.  Upward  salary  scale  revision;  e,, 

“2.  The  delegation  of  greater  latitude  to  the 
Commissioner  of  Health  to  permit  recruitment  of  j ffi0, 
personnel  above  salary  scale  minimums;  and 

“3.  The  simplification  of  Civil  Service  recruit-  to'' 


ment  procedures  as  they  pertain  to  medical  per- 
sonnel.” jjjyj, 

Your  Committee  approves  every  section  of  the  [ chi 
resolution  as  reported,  and  hereby  recommends  that 
the  Council  be  authorized^to  carry  out  the  provisions  | asj, 
herein  contained.  _ j title* 

I move  the  adoption  of  this  recommendation. 
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Dr.  Elton  Dickson,  Broome:  I second  the 

motion. 

There  being  no  discussion,  the  motion  was  put 

to  a vote  and  was  unanimously  carried.  . . . 

Speaker  Andresen:  Thank  you,  Dr.  Golembe! 

We  have  not  any  more  time  this  morning  to  dis- 
cuss any  more  reference  committee  reports.  You 
have  received -the  report  of  the  Subcommittee  on 
Cult  Practices,  which  we  ask  you  to  study  during 
your  luncheon  hour. 

Section  101 

Authorizing  Executive  Session  of  the  House  of 
Delegates 

Dr.  Nelson  W.  Strohm,  Vice-Speaker:  I move 
that  when  the  House  of  Delegates  assembles  in 
executive  session  this  afternoon  when  itreconvenesat 
two  o’clock,  the  reports  of  the  Malpractice  Insurance 
and  Defense  Board,  including  that  of  the  Actuary, 
Liaison  Committee  with  the  Veterans  Administra- 
tion, and  the  Subcommittee  on  Cult  Practices  be  dis- 
cussed thereat. 

Dr.  Ezra  A.  Wolff,  Queens:  I should  like  to 
second  that. 

....  There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. . . . 

Speaker  Andresen:  None  will  be  admitted  but 
members  of  the  House,  Executive  State  Secretary, 
Executive  State  Officer,  Administrative  Assistant, 
Executive  Secretaries  of  component  county  so- 
cieties, insurance  representatives,  counsel,  auditor, 


stenotypist,  members  of  the  Malpractice  Insurance 
and  Defense  Board,  and  the  chairmen  of  any 
Economics  Committees  of  any  county  societies  who 
may  be  present. 

Has  anybody  present  any  other  suggestions  for 
any  further  people  who  should  be  added? 

Dr.  Wolff:  May  I add  the  presidents  of  the 
county  medical  societies  who  may  be  present? 

Speaker  Andresen:  Is  there  any  objection  to 
adding  the  presidents  of  such  county  medical  so- 
cieties as  may  be  present? 

....  There  was  no  dissent  expressed.  . . . 

Speaker  Andresen:  Really  the  county  medical 
societies  ought  to  elect  their  presidents  members  of 
their  delegation. 

Dr.  Wolff:  Tell  that  to  the  county  societies. 

Dr.  Homer  J.  Knickerbocker,  Ontario:  We 
have  with  us  a distinguished  member  of  the  Indian 
Medical  Association,  Dr.  Sen.  I would  move  that  he 
be  permitted  also  to  attend.  He  is  here  for  the  pur- 
pose of  observing  our  conduct  and  methods. 

Dr.  Samuel  B.  Burk:  I second  that. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . . 

Speaker  Andresen:  Is  there  any  objection  to 
the  list  that  I read  of  those  who  will  be  admitted  to 
the  Executive  Session  this  afternoon? 

....  There  was  no  dissent  expressed.  . . . 

Speaker  Andresen:  We  will  now  recess  until  two 
o’clock  sharp.  Dr.  Strohm  will  be  chairman  of  the 
Committee  of  the  Whole. 

....  At  1 :05  p.m.,  a recess  was  taken. . . . 


Afternoon  Session 

May  18,  1948 


The  House  met  in  Executive  Session  at  2 o’clock, 
pursuant  to  recess. 

Speaker  Andresen:  The  meeting  will  come  to 
order,  please. 

At  the  meeting  this  morning  I neglected  to  an- 
nounce who  the  sergeants-at-arms  are  going  to  be: 
Dr.  Dan  Mellen  of  Rome  is  the  Chief  Sergeant-at- 
Arms,  and  Dr.  Wood  of  Kings  and  Dr.  Kircher  of 
Albany  are  his  assistants. 

I will  now  turn  the  meeting  over  to  Dr.  Strohm, 
who  will  act  as  chairman  of  the  Committee  of  the 
Whole  sitting  in  executive  session. 

Dr.  James  F.  Reuling,  Treasurer:  There  is  in 
the  House  a former  member  of  the  Council  and  a 
former  Trustee  of  this  Society,  Dr.  John  Bauer  of 
Brooklyn.  I move,  sir,  that  he  be  given  the  privilege 
of  attending  this  executive  session. 

Dr.  Samuel  B.  Burk,  New  York:  I second  it. 

....  There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . . 

Dr.  Reuling:  I would  also  like  to  move  that  the 
accredited  delegates  from  our  border  states  be  given 
the  privilege  of  attending  this  House  during  the 
executive  session. 

Dr.  Thomas  M.  D’Angelo,  Queens:  I second  the 
motion. 

There  being  no  discussion,  the  motion  was  put 

to  a vote  and  was  unanimously  carried.  . . . 

Speaker  Andresen:  The  gentlemen  named  are 
invited  to  remain.  I will  now  introduce  Dr.  Strohm, 
chairman  of  the  Committee  of  the  Whole. 

Vice-Speaker  Strohm:  Will  Dr.  Mellon  report 
as  Sergeant-at-Arms?  Is  everybody  in  the  room  en- 
titled to  be  here? 

Dr.  Dan  Mellen,  Councilor:  Yes,  sir,  this  House 
is  in  order  now  for  executive  session. 


Vice-Speaker  Strohm:  I now  declare  the  House 
of  Delegates  of  the  Medical  Society  of  the  State  of 
New  Y’ork  in  executive  session. 

Section  102.  (See  23,  30) 

Report  of  Reference  Committee  on  Report  of  Mal- 
practice Insurance  and  Defense  Board 

Vice-Speaker  Strohm:  The  first  subject  to  be 
discussed  is  Malpractice  Insurance  and  Defense 
Board.  Dr.  Koplowitz  is  the  chairman  of  that 
Reference  Committee. 

Dr.  Abraham  Koplowitz,  "Kings:  Mr.  Speaker 
and  members  of  the  House,  I heard  a very  nice  in- 
troduction this  morning  by  Dr.  Di  Natale,  thanking 
the  members  of  his  Committee.  I want  to  take  this 
opportunity  to  thank  the  members  of  my  com- 
mittee: Dr.  Daisy  H.  Van  Dyke,  Dr.  Harry  S.  Fish, 
Dr.  Henry  E.  McGarvey,  and  Dr.  Harold  B.  David- 
son. I don’t  know  how  usual  it  is  to  have  such 
harmony,  but  it  was  excellent.  Your  Reference 
Committee  has  made  whatever  efforts  it  could  to 
study  the  report  and  get  whatever  information  they 
could  to  help. 

To  begin  with,  your  Reference  Committee  on  the 
Report  of  the  Malpractice  Insurance  and  Defense 
Board  has  given  the  report  the  careful  study  it 
merits,  and,  with  due  attention  to  the  facts  stated, 
we  have  especially  concerned  ourselves  with  the 
recommendations  made. 

The  Group  Plan  of  Malpractice  Insurance  and 
Defense  has  caused  much  debate  and  discussion 
which,  at  times,  became  acrimonious  in  several  re- 
cent meetings  of  the  House  of  Delegates.  In  all  of 
these  discussions,  your  Committee  feels  that  the 
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opinions  expressed,  whether  right  or  wrong,  were 
honestly  intended,  but  certain  fundamental  points, 
which  should  be  accepted  as  basic  in  any  considera- 
tion of  this  subject,  seem  to  have  been  overlooked 
or  disregarded.  These  are: 

First:  That  the"  facts  and  figures,  as  presented 
by  the  Malpractice  Insurance  and  Defense  Board,  be 
accepted  as  correct. 

Second:  That  the  members  of  the  Board,  ap- 
pointed by  the  House  of  Delegates  to  have  charge  of 
and  supervise  the  operation  of  the  Group  Plan,  are 
hardworking,  honest,  and  loyal  members  of  our 
Society  who  are  unselfishly  and  unstintingly  giving 
of  their  time  and  energy  in  our  service. 

Without  the  acceptance  of  these  two  premises,  we 
shall  have  to  start  again  where  we  were  in  1921. 

The  situation  in  the  entire  insurance  field,  as  de- 
scribed in  the  report,  is  a well-known  fact,  and  we 
must  form  our  judgments  in  accordance  with  it. 

The  report  informs  us  that,  in  spite  of  the  increase 
in  the  base  rate  early  in  1947,  after  six  months’  ex- 
perience the  Yorkshire  asked  leave  to  withdraw 
from  the  field  of  malpractice  insurance.  That  fact 
requires  some  serious  thought  on  our  part  because 
insurance  companies  do  not  retire  from  a field  in 
which  they  have  a reasonable  prospect  of  profit. 

Your  Committee  wonders  how  many  members  of 
our  Society  are  sufficiently  acquainted  with  our 
Group  Plan  to  understand  the  significance  of  the 
conditions  which  the  Society  demands  of  our  in- 
surance carrier.  Time  does  not  permit  a full  de- 
scription of  them,  but  they  are  all  set  forth  in  a little 
booklet  on  the  Group  Plan  of  Malpractice  In- 
surance and  Defense,  which  was  published  by  the  So- 
ciety in  1945  and  distributed  to  all  members  at  that 
time.  Additional  copies  can  easily  be  obtained  by 
application  to  the  secretary  of  your  county  society. 
Suffice  it  to  say  that  more  than  a quarter  of  a cen- 
tury ago,  some  of  our  best  minds,  with  the  best 
advice  obtainable,  formulated  the  plans  for  our 
group  insurance  which  is  unique  in  the  insurance 
business,  particularly  in  the  safeguards  it  provides 
for  the  members  who  seek  protection  under  it. 
These  have  not  left  rates  and  conditions  of  insurance 
to  the  whims  or  selfish  interests  of  the  insurance 
carriers  but  have  controlled  and  made  them  flexible 
to  accord  with  our  loss  ratios  and  changing  conditions 
of  the  times  as  they  arose.  In  addition,  they  have 
assured  our  members  the  best  and  most  expert  legal 
defense  counsel  obtainable — thoroughly  experienced 
and  chosen  by  us. 

In  the  event  of  a suit  against  one  of  our  members, 
not  only  is  his  pocketbook  attacked,  but  what  is 
more  important,  his  professional  reputation  is  put  in 
jeopardy.  In  these  circumstances,  surely  only  the 
best  legal  defense  will  do,  supplemented  by  reliable 
protection  against  financial  loss. 

The  report  informs  us  of  the  differential  in  rates 
which  it  has  been  necessary  to  create  between  the 
two  parts  of  the  State.  This,  we  feel  sure,  will 
arouse  a good  deal  of  criticism,  and  yet,  those  of  us 
in  the  metropolitan  area  who  carry  automobile  in- 
surance know  that  members  living  twenty  miles  out- 
side the  metropolitan  area  get  their  insurance  much 
cheaper.  It  is  the  same  with  burglary  and  many 
other  forms  of  insurance. 

It  is  a fact  that,  in  view  of  the  great  difference  in 
the  number  and  cost  of  malpractice  actions  between 
the  two  sections  of  the  State,  the  upstate  members 
have  been  carrying  a good  deal  more  of  the  burden 
than  they  have  been  entitled  to.  The  Yorkshire 
now  demands  that  a corresponding  differential  in 
rates  be  adopted  to  make  the  plan  work  equitably 


and  to  make  it  possible  for  the  company  to  continue 
to  carry  our  business.  Your  committee  is  informed 
that  the  independent  actuaries,  under  employment 
of  the  Society,  have  recently  completed  a study  of 
the  Group  Plan  and  have  concurred  in  the  necessity 
for  this  differential. 

Finally,  it  should  be  noted  that  the  Group  Plan  is 
not  under  the  corporate  ownership"  of  the  Society. 
Although  the  Society  has  a great  and  unusual  degree 
of  control  over  certain  details  of  the  plan,  in  the  final 
analysis,  it  is,  and  can  only  be,  the  liability  of  the 
company  which  carries  it,  and  their  interests  must 
have  equal  consideration  with  those  of  the  Society. 

The  Yorkshire  Indemnity  Company  has  carried 
our  insurance  for  twelve  years.  It  is  as  well  man- 
aged a company  as  exists  in  the  field  and,  if  they 
have  sought  to  be  relieved  of  our  business  unless 
certain,  necessary  conditions  were  met,  it  behooves 
us  to  appraise  our  position  carefully  before  we  decide 
anything.  Particularly,  we  should  have  in  mind  that 
our  loss  experience,  checked  and  verified  by  inde- 
pendent actuaries,  provides  no  grounds  for  the  be- 
lief that  it  would  be  any  more  favorable  in  any  other 
company.  The  losses,  which  control  our  rates,  are 
not  caused  by  the  company  which  carries  our  Group 
Plan  but  by  us  who  are  insured  under  it. 

Other  reliable  companies  have  been  contacted,  and 
all  of  them  have  refused  to  consider  our  business 
under  the  terms  and  requirements  laid  down  by  our 
Society  for  the  Group  Plan.  The  chairman  of  your 
reference  committee  contacted  his  own  insurance 
broker,  who  is  about  the  average  that  most  of  us 
deal  with.  He  was  asked  to  secure  a malpractice 
policy  for  me,  but,  after  two  days  of  effort,  he  re- 
ported no  success.  All  of  the  companies  refused  to 
write  such  a policy,  but  some  of  them  referred  him  to 
the  Yorkshire. 

The  reason  for  the  continuous  increase  in  the* 
number  of  suits  and  claims  can,  in  a large  measure, 
be  laid  at  our  door.  Too  many  doctors  are  careless 
and  rely  upon  insurance  to  make  good  their  mistakes. 
Too  many  physicians  are  prone,  unethically  and  un- 
fairly, to  criticize  the  next  fellow.  Of  course,  this  does 
not  apply  to  the  great  bulk  of  our  membership,  but 
all  of  us  must  pay  for  it. 

We  are  informed  by  the  Malpractice  Insurance  and 
Defense  Board  that  they  have  been  in  contact  with 
the  American  Policyholders  Insurance  Company, 
but  they  have  been  unable  to  get  from  a responsible 
officer  of  the  company  proposals  for  underwriting 
the  Group  Plan  which  could  be  approved  and  recom- 
mended to  the  Society.  (You  heard  yesterday  a 
supplementary  report,  which  is  practically  only  for 
information  stating  these  facts.)  This  was  reported 
to  the  House  of  Delegates  in  1945,  and  recent  con- 
tact with  local  representative  of  the  company  indi- 
cated that  there  has  been  no  change  in  the  situation. 

Some  members  of  your  reference  committee  have 
also  been  approached  by  that  company,  and  we 
realize  the  temptation  to  buy  something  cheaper, 
but  the  question  is:  Is  it  cheaper?  In  such  a com- 
pany, would  we  have  the  same  protection  and  de- 
fense service,  or  would  we  lose  ourselves  in  the 
morass  of  small  print  and  be  rudely  awakened 
when  in  distress  to  the  fact  that  some  little  clause  we 
had  overlooked,  but  ruthlessly  enforced  by  the 
company,  had  deprived  us  of  protection  when 
needed  most,  Like  the  member  whose  case  is  re- 
ferred to  in  Section  4 of  the  Board’s  report? 

Writing  policies  for  individual  members  or  even  in 
a group  form,  on  the  company’s  own  terms,  would 
leave  us  at  the  mercy  of  that  company  as  soon  as  the 
controls  and  safeguards  provided  in  our  setup  were 
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abolished  and  the  carrier  of  the  Group  Plan  were 
forced  out  of  the  picture.  It  is  only  simple  logic 
that,  if  our  loss  ratio  continues  or  even  approximates 
our  present  level,  such  a company,  with  no  binding 
agreement  to  limit  and  control  their  ratio  changes, 
would  charge  us  rates  which  would  make  those  we 
have  at  present  look  small  indeed. 

The  Yorkshire  Indemnity  Company  has  faith- 
fully discharged  its  obligations  to  us  in  the  face  of  a 
huge  deficit  for  them  from  our  business.  Can  we  ex- 
pect that  any  other  company,  without  the  help  of  our 
splendid,  proved  legal  staff,  will  do  better?  Even 
if  we  forgot  our  moral  obligations  to  the  company 
which  has,  so  honorably,  borne  our  losses,  we  would 
be  foolish. indeed  to  abandon  the  safeguards  which 
have  been  established  for  our  protection  and  which 
have  served  us  so  wrell,  to  gamble  with  any  company 
which  will  not  bind  itself  to  the  basic  requirements 
adopted  by  this  House. 

When  we  have  to  pay  $35  for  only  $1,000  floater 
insurance  for  our  personal  baggage  losses,  our  pres- 
ent rates  for  $5,000  malpractice  insurance  protection 
do  not  seem  very  high. 

The  Board  recommends  that  it  be  authorized  to 
deny  further  insurance  to  members  guilty  of  acts  for 
which  no  reasonable  excuse  can  be  found,  provided 
that  such  members  may  appeal  to  the  Council  if  they 
so  desire.  We  feel  that  our  membership  should  do 
its  part  in  helping  to  combat  the  growing  seriousness 
of  this  situation  and  help  to  preserve  our  well-tried 
Group  Plan. 

For  your  information  I want  to  cite  four  cases  that 
have  been  taken  from  our  records,  as  an  example 
of  the  type  of  cases  referred  to.  These  should 
open  our  eyes  to  what  can  and  does  happen: 

1 . During  an  attempted  hysterectomy  a surgeon 
failed  to  control  so  many  bleeding  vessels  that  the  in- 
tern called  another  surgeon;  who  by  chance  was  in 
the  hospital,  *to  save  the  life  of  the  patient.  The 
second  surgeon  was  so  impressed  with  the  inefficiency 
of  the  man  who  undertook  the  operation,  that  he 
summarily  ordered  him*  out  of  the  operating  room. 

2.  A doctor  attempting  an  extensive  removal  of  a 
cyst  on  the  inside  of  a boy’s  knee  severed  a main 
nerve,  causing  a dropping  of  the  foot  which  went  un- 
detected for  two  months.  Upon  admission  to  a 
neurologic  institute  a 2-inch  separation  of  the  nerve 
was  discovered,  and  the  boy  is  crippled  for  life. 

3.  A physician  was  responsible  for  the  death  of  a 
child  to  whom  he  gave  a full  dose  of  tetanus  anti- 
toxin without  first  giving  a mandatory  ekin  test. 
When  confronted  with  this  fact  the  doctor  said, 
“I  never  bother  about  that.” 

4.  A doctor  placed  both  hands  of  a young  woman 
under  x-ray  for  treatment,  and  shortly  afterwards 
went  home,  having  forgotten  his  patient.  An  hour 
and  a half  later  the  attendant  nurse  shut  off  the 
x-ray  machine  and  reported  to  the  doctor  that  she 
had  done  so. 

Your  Reference  Committee  feels  that  this  recom- 
mendation about  refusing  insurance  to  doctors  who 
cannot  give  any  reasonable  human  excuse  for  their 
misconduct  should  be  approved,  and  I so  move. 

Dr.  Homer  J.  Knickerbocker,  Ontario:  I second 
the  motion. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried. . . . 

Dr.  Koplowitz  : In  respect  to  the  actuarial  report 
by  actuaries  Wolfe,  Corcoran,  and  Linder,  which  was 
handed  to  us,  and  which  is  far  beyond  the  scope  of 
any  of  us  doctors  to  analyze,  I want  to  ask  the  privi- 
lege of  having  one  of  the  actuaries,  Mr.  Linder,  who 
is  here,  give  us  his  summary  of  the  report  in  much 
more  detail  than  we  could  in  our  report. 


Vice-Speaker  Strohm:  It  is  granted.  Mr. 

Linderl 

Mr.  Joseph  Linder:  Mr.  Speaker,  Ladies  and 
Gentlemen,  acting  upon  the  instructions  of  your 
Society,  we  have  recently  completed  an  audit  and 
actuarial  study  of  your  Group  Plan  of  Malpractice 
Insurance  and  Defense,  the  report  thereon  having 
been  filed  with  your  Secretary.  In  undertaking  this 
work,  we  agreed  to  summarize  and  explain  our  re- 
port at  this  meeting. 

Our  work  was  greatly  facilitated  by  the  complete 
and  accurate  records  maintained  for  the  Society  by 
your  Indemnity  Representative.  The  analyzed  re- 
ports which  he  has  furnished  to  the  Society  each  year 
are  referred  to  in  our  report  and  in  this  discussion  as 
the  Statistical  Data.  Necessarily,  much  of  our  re- 
port is  of  a technical  nature  which  cannot  be  ex- 
plained to  good  advantage  in  a meeting  of  this  size. 
However,  I shall  try,  in  as  nontechnical  terms  as  pos- 
sible, to  explain  the  significance  of  our  findings  and 
conclusions  in  a way  that  may  be  helpful  to  you. 

In  a study  of  this  character,  it  is  assumed  that  the 
Society  is  interested  in  knowing: 

(а)  Whether  or  not  the  records  maintained  by 
your  representative  and,  therefore,  the  information 
furnished  to  the  Society,  are  complete  and  correct; 

(б)  Whether  or  not  the  rates  have  been  correctly 
calculated  and  whether  the  operation  has  been  profit- 
able or  unprofitable; 

(c)  What  recommendations  we  can  make  to  im- 
prove the  operation  of  the  Group  Plan,  together  with 
any  other  comments  which  may  be  helpful  to  every- 
one concerned. 

From  an  auditing  standpoint,  we  found  the  ac- 
counts complete  and  correct,  assuming  that  the  audit 
made  last  year  was  correct  as  to  the  paid  vouchers 
and  premiums  collected  for  the  years  1936  to  1946, 
inclusive.  During  the  course  of  our  audit,  it  was 
noted  that  the  method  used  in  accounting  for  expo- 
sures on  delayed  writings  and  cancellations  did  not 
follow  approved  practice.  However,  it  is  believed 
that  the  influence  of  this  departure  from  approved 
practice,  with  groupings  of  three-  to  five-year 
periods,  is  so  small  as  to  be  negligible.  Accordingly, 
we  have  assumed  that  the  recorded  exposures,  for 
the  purpose  of  our  study  and  report,  are  correct. 

In  our  report,  we  have  taken  exception  to  the 
method  used  to  determine  current  rates.  Under  the 
system  used,  these  have  been  obtained,  from  year  to 
year,  by  an  annual  review  of  the  entire  loss  experi- 
ence from  1936,  when  the  present  insurance  carrier 
undertook  the  Group  Plan,  down  to  and  including 
the  last  calendar  year.  While  the  entire  loss  experi- 
ence should  be  utilized,  selectively,  for  statistical 
indications,  such  as  the  number  and  ratio  of  claims 
to  exposures,  average  settlement  costs,  etc.,  it  seems 
to  us  that  rate  determinations  should  be  made  on 
more  current  experience  as,  for  example,  the  latest 
three  or  five  policy  years.  Under  ordinary  circum- 
stances, we  would  suggest  the  latest  three  policy 
years  but,  because  the  lag  in  reporting  or  settlement 
of  losses  is  greater  in  malpractice  insurance  than  in 
any  other  form  of  liability  insurance  with  which  we 
are  familiar,  we  believe  that  the  latest  five  policy 
years  should  be  used.  By  the  latest  five  policy 
years,  we  mean  the  latest  five  expired  policy  years. 
For  example,  as  of  December  31,  1947,  the  latest  five 
expired  policy  years  would  consist  of  the  years  1&42 
to  1946,  inclusive.  The  policy  year  1947  is  omitted 
because  the  certificates  issued  during  1947  will  not 
be  fully  expired  until  the  end  of  1948.  • 

The  t otal  loss  experience  is  composed  of  the  closed 
cases,  the  cost  of  which  is  known,  plus  reserves  for 
outstanding  cases  and  those  which  are,  as  yet,  un- 
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reported.  In  both  of  the  latter  groups  the  ultimate 
cost  is  unknown  and,  therefore,  has  to  be  estimated. 
It  follows,  therefore,  that  the  accuracy  of  the  total 
will  depend  upon  the  accuracy  with  which  these  esti- 
mates are  made.  Also,  since  these  reserves  are  mat- 
ters of  estimates,  it  follows  that  the  smaller  the  esti- 
mates are  in  relation  to  the  total  losses  incurred,  the 
more  accurate  will  be  the  latter  figure.  In  our  re- 
port, this  is  illustrated  by  examples  which  compare 
the  constituent  portions  of  losses  incurred  for  the 
last  five  expired  policy  years  with  those  for  the  last 
five  policy  years,  as  obtained  from  the  standard 
limit  section  of  Exhibit  A of  our  report.  This  shows 
that  by  using  the  last  five  expired  policy  years,  the 
cost  of  closed  cases,  which  is  the  known  factor,  repre- 
sents 45  per  cent  of  the  total,  whereas,  by  using  the 
last  five  policy  years  this  known  factor  represents 
only  29.2  per  cent  of  the  total.  Thus,  aside  from 
other  considerations,  it  would  appear  to  be  highly 
desirable  to  omit  from  rate  calculations  the  un- 
expired policy  year  which  will  always  be  the  last 
calendar  year  of  the  period.  From  the  standpoint 
of  both  the  insurance  carrier  and  the  members,  we 
believe  that  modification  of  the  rating  formula  in 
this  regard  would  work  out  more  satisfactorily  than 
the  present  practice. 

After  considerable  experimentation  with  the  data 
shown  in  Exhibit  B of  our  report,  we  were  unable  to 
evolve  any  method  which,  if  consistently  applied, 
would  have  predicted  with  any  greater  degree  of 
accuracy  the  total  number  of  unreported  cases  as  of 
the  end  of  each  of  the  years  1942  through  1946,  if  the 
unexpired  policy  year  had  been  included.  Accord- 
ingly, we  have  also  used  the  latest  five  expired 
policy  years  in  determining  the  number  of  unre- 
ported suits  and  claims. 

That  the  method  heretofore  used  did  not  predict  a 
sufficient  number  of  cases  to  arise  appears  to  have 
been  realized  when  the  Statistical  Data  was  com- 
piled at  the  end  of  1947.  Although  the  method  fol- 
lowed was  the  same  as  in  previous  years,  there  was 
introduced  for  the  first  time  a trend  factor  based 
upon  a comparison  of  the  number  of  cases  predicted 
with  those  actually  reported  during  four  of  the  pre- 
ceding years.  Had  the  method  we  now  recommend 
been  used,  it  probably  would  not  have  been  neces- 
sary to  apply  a trend  factor. 

Except  for  the  omission  of  the  unexpired  year  of 
1947,  our  calculation  of  the  number  of  cases  to 
arise,  the  details  of  which  are  given  in  Exhibit  C of 
our  report,  closely  parallels  that  utilized  in  compiling 
the  Statistical  Data  as  of  December  31,  1947. 

Having  arrived  at  the  number  of  suits  and  claims 
expected  to  arise,  it  was  necessary  to  ascertain  the 
average  cost  of  recent  cases  to  obtain  the  probable 
cost  of  those  to  arise.  After  extensive  analysis,  we 
concluded  that  the  average  cost  of  actions  closed  by 
year  of  settlement  offered  the  best  method  of  esti- 
mating the  cost  of  factor.  Accordingly,  we  used 
the  average  costs  for  the  last  five  years,  including 
1947,  in  order  to  utilize  the  latest  figures  obtain- 
able. This  is  shown  in  Exhibit  D of  our  report. 

The  reserves  for  outstanding  suits  and  claims  are 
established,  primarily,  by  agreement  between  the 
legal  counsel  for  the  Society  and  the  insurance 
carrier,  and  these  arc  revised  several  times  each  year 
to  nlake  them  as  realistic  as  possible.  When  taken 
into  the  Statistical  Data,  the  total  estimates  for 
these  cases  are  modified  by  a factor  for  probable 
salvage  «lerived  from  comparison  of  the  cost  of 
closed  cases  with  the  reserves  established  for  them. 
As  in  the  case  of  other  elements  of  the  Statistical 
Data,  these  factors  were  determined  by  using  the 


figures  for  the  entire  period  since  1936.  It  seemed  to 
us  that  it  would  be  better  to  develop  probable 
salvage  factors  from  more  recent  experience.  Ac- 
cordingly, those  developed  by  us,  as  shown  in  Ex- 
hibit E of  our  report,  were  based  upon  the  cases 
closed  during  the  last  five  years.  While  the  method 
used  by  us  appears  preferable,  the  factors  produced 
by  our  method  do  not  differ  substantially  from  those 
derived  from  the  Statistical  Data. 

Having  obtained  the  loss  experience  for  the 
selected  period  under  what  we  believe  to  be  sound 
actuarial  methods,  we  were  then  in  a position  to 
compute  the  pure  premiums  and  rates  and  to  test 
those  reported  to  the  Society,  as  derived  from  the 
Statistical  Data.  These  are  discussed  at  length  in 
our  report,  but,  for  the  purpose  of  this  presentation, 
it  will  suffice  to  report  that  our  calculation,  based 
upon  the  66  per  cent  agreed  loss  ratio,  shows  the 
following  minimum  rate  requirements:  metropolitan 
area,  $44.58;  upstate  area  $24.42;  State  average, 
$38.21. 

The  State  average  rate  is  $3.80  higher  than  that 
computed  by  your  Indemnity  Representative  in  the 
Statistical  Data  and  $3.68  less  than  the  current  rates 
in  use.  Considering  the  difference  in  the  time 
periods  used  and  the  method  employe^,  these  re- 
sults are  surprisingly  close,  varying  from  each  other 
by  approximately  10  per  cent.  It  must  be  kept  in 
mind,  however,  that  the  rates  computed  by  us  make 
no  provision  for  the  amortization  of  any  accu- 
mulated deficit. 

The  problem  of  determining  the  adequacy  of  the 
percentages  charged  for  excess  limits,  that  is,  those  in 
excess  of  the  standard  limits  of  $5  per  15,000,  is  rather 
a difficult  one  since  it  cannot  be  approached  by  the 
same  statistical  method  as  that  used  for  standard 
limits.  Wide  fluctuation. in  the  loss  ratios  for  excess 
limits  were  noted,  varying  from  11  per  cent  for 
policy  year  1938  to  102.7  per  cent  for  policy  year 
1945.  The  only  test  which  can  be  applied  to  this 
element  of  the  business  is  whether  or  not  the  excess 
limit  rates  are  reasonable.  To  test  this,  we  made  a 
computation  of  the  excess  loss  ratio  using  our  time 
period  of  the  latest  five  expired  policy  years,  and, 
oddly  enough,  we  found  that  it  was  66  per  cent, 
which  is  exactly  the  same  as  the  agreed  loss  ratio  for 
standard  limits.  If  this  ratio  is  considered  reason- 
able for  standard  limits,  it  cannot  be  considered  un- 
reasonable for  excess  limits. 

The  Group  Plan  is  based  upon  a cost-plus  agree- 
ment whereby  the  base  rates  for  standard  limits  are 
determined  from  the  cost  of  losses  up  to  $5  per  15,- 
000,  loaded  by  34  per  cent  for  expenses  and  profit. 
The  question  naturally  arises  as  to  whether  this 
expense  and  profit  loading  is  reasonable.  In  our 
opinion,  the  loading  factor  of  34  per  cent  is  entirely 
reasonable  for  agency  insurance  companies.  It  must 
be  kept  in  mind  that  this  includes  the  profit  ratio  of 
2.5  per  cent  to  which  the  company  is  limited.  If  this 
insurance  were  purchased  from  a direct  writing  com- 
pany, that  is,  one  which  deals  directly  with  the 
insurance  buyers,  it  might  be  possible  to  save  a few 
points  on  the  expenses.  As  an  offset  to  this  possible 
saving,  however,  the  members  would  be  obliged  to 
deal,  as  individuals,  directly  with  the  company,  and 
the  Society  would  have  to  assume  the  cost  of  what- 
ever insurance  representation  it  desired  to  main- 
tain. 

From  our  study,  it  appears  that  the  members  of 
the  Society  have  secured  their  protection,  through- 
out the  period,  for  less  than  a fair  rate.  This  has  re- 
sulted in  a substantial  loss  to  the  insurance  carrier. 
In  our  opinion,  a large  portion  of  this  loss  was  caused 
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by  the  fundamental  error  in  the  rating  formula.  We 
believe  that,  if  our  formula  had  been  used  each  year 
since  1936,  the  accumulated  loss,  if  any,  would  have 
been  of  modest  proportions. 

Because,  after  many  years,  a differential  in  rates 
for  the  two  parts  of  the  State  has  recently  been  intro- 
duced, we  feel  that  this  innovation  should  have  some 
comment.  In  its  simplest  form,  a group  plan  pro- 
vides a uniform  rate  for  uniform  coverage,  the  over- 
all or  average  rate  being  calculated  with  due  regard 
for  a diversity  of  hazards,  such  as,  age,  occupations, 
etc.,  when  these  are  grouped  together  in  a hetero- 
geneous mass.  So  far  as  geographic  differentials  are 
concerned,  there  is  a sound  underwriting  reason  for  a 
distinction  in  rates,  particularly  where,  as  in  the  case 
of  the  Group  Plan,  there  is  a wide  difference  in  cost 
between  two  clearly  defined  areas.  In  a situation  of 
that  kind,  an  average  state-wide  rate  does  not 
appear  to  be  appropriate.  For  that  reason,  it  is  our 
opinion  that  the  geographic  differential  should  have 
been  adopted  at  a much  earlier  date. 

As  a result  of  our  study,  we  have  the  following 
three  recommendations  to  make: 

1.  That  the  present  system  of  accounting  for  all 
delayed  writings  and  cancellations  in  the  calendar 
year  in  which  they  occur  be  changed  so  as  to  account 
for  them  in  the  policy  year  to  which  they  properly 
belong. 

2.  That  the  rating  formula  be  changed  to  in- 
clude the  latest  five  expired  policy  years  as  a basis  for 
determining  future  rate  changes. 

3.  Assuming  that  the  Society  recognizes  its 
obligation  to  the  carrying  company  for  the  loss 
which  has  accrued,  that  some  further  study  be  given 
to  the  best  method  of  amortizing  that  loss. 

It  is  a known  fact  in  casualty  insurance  that  more 
companies  have  been  in  and  out  of  the  malpractice 
insurance  business  than  has  been  the  case  in  almost 
any  other  form  of  liability  insurance.  It  is  a difficult 
form  of  insurance  to  write,  and,  so  far  as  we  know,  it 
has  seldom  proved  satisfactory  to  any  company. 
The  inordinate  lag  in  the  reporting  and  disposing  of 
actions  against  doctors  makes  the  loss  experience 
look  favorable  during  the  early  years  of  writing. 
Later,  when  the  companies  learn  the  actual  cost  of 
the  business,  there  is  a rude  awakening.  When  that 
occurs,  the  companies  are  forced  to  seek  greatly  in- 
creased rates  or  to  withdraw  from  the  business,  fre- 
quently the  latter.  It  is  not  unknown  in  the  past, 
when  companies  have  withdrawn  from  the  field, 
that  many  doctors,  most  of  whom  have  never  had  a 
claim,  suddenly  find  themselves  unable  to  purchase 
insurance  except  at  what  they  felt  were  exorbitant 
rates.  Because  of  the  unsatisfactory  nature  of  this 
business,  as  near  as  we  can  ascertain,  it  is  being 
written  in  small  volume  by  a very  limited  number  of 
companies. 

We  feel  that  the  Society  is  to  be  congratulated 
upon  the  earnest  effort  it  is  making  to  solve  this 
difficult  problem  for  itself.  The  Group  Plan  is 
soundly  conceived  and  well  managed.  In  our 
opinion,  the  Group  Plan  can  be  successfully  operated 
in  the  future  on  a basis  mutually  profitable  to  the 
members  of  the  Society  and  the  carrying  company  if 
the  recommendations  we  have  made  are  put  into 
effect. 

The  Group  Plan  is  almost  unique  in  that  the  car- 
rier has  delegated  a large  measure  of  control  over  its 
business  to  the  Society.  However,  this  places  upon 
the  Society  a heavy  burden  to  insure  that  the  in- 
terests of  both  sides  are  fairly  represented.  Whether 
or  not  this  system  results  in  decreased  loss  costs,  it  is 
impossible  to  state,  but  it  does  insure  the  members 


against  paying  more  for  their  insurance  than  it 
reasonably  costs,  furthermore,  and  possibly  more 
important,  it  assures  that  the  professional  interests 
of  the  members  will  always  have  consideration  in  the 
handling  of  claims  against  them. 

The  foregoing,  I think,  fully  answers  the  points  of 
chief  interest  to  the  Society.  Thank  you.  . (Ap- 
plause) 

Dr.  Koplowitz:  Mr.  Speaker,  would  it  be  your 
wisdom  to  permit  any  questions  to  be  asked  of  Mr. 
Linder? 

Vice-Speaker  Strohm:  Yes,  I think  that  would 
be  perfectly  in  order. 

Are  there  any  questions  of  the  actuary,  Mr.  Lin- 
der? 

....  There  was  no  response.  . . . 

Vice-Speaker  Strohm:  If  not,  thank  you. 

(Applause) 

Dr.  Koplowitz:  Mr.  Speaker,  to  finish  the  report, 
the  entire  report  seems  to  us  to  be  a well-rounded 
summary  of  our  situation.  It  is  the  result  of  pains- 
taking, conscientious,  and  tireless  energy  that  pre- 
sents a sound  attitude  which  the  Society  should 
adopt  with  respect  to  our  malpractice  insurance  and 
defense  program. 

We  recommend  that  the  Malpractice  Insurance 
and  Defense  Board  be  empowered  to  continue  the 
Group  Plan  on  Malpractice  Insurance  which  the 
Society  has  so  successfully  used  up  to  the  present 
time. 

The  Supplementary  Report  of  the  Committee  on 
Malpractice  Insurance  and  Defense  concerning  the 
American  Policyholders  Insurance  Company  was 
for  information  only. 

I move  the  adoption  of  this  report  as  a whole. 

Dr.  Harold  B.  Davidson,  New  York:  I second 
the  motion. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried. .... 

Section  103.  (See  65) 

Report  of  Reference  Committee  on  Report  of  Mal- 
practice Insurance  and  Defense  Board:  Malprac- 
tice Insurance  and  Public  Relations 

Dr.  Abraham  Koplowitz,  Kings:  We  have  had  a 
resolution  referred  to  us  introduced  by  Dr.  Frederick 
S.  Wetherell,  of  Onondaga  County: 

“Whereas,  it  is  apparent  that  the  cost  of  mal- 
practice insurance  is  constantly  increasing;  and 
“Whereas,  everything  that  might  cause  a 
malpractice  claim  is  a source  of  bad  public  rela- 
tions; and 

“Whereas,  the  elimination  of  these  causes 
serves  also  to  eliminate  one  category  of  causes  of 
bad  public  relations;  and 

“Whereas,  among  these  causes  are:  Injury  to 
a patient  through  negligence  or  ineptitude;  criti- 
cism of  a colleague’s  work,  made  to  a patient  by 
another  physician;  abandonment  of  the  patient; 
failure  to  treat  each  patient  with  meticulous 
attention  to  the  requirements  of  good  medical 
practice;  using  undue  optimism  in  prognosis; 
failure  to  give  the  patient  a clear  understanding  of 
the  diagnosis  or  treatment;  and 

“Whereas,  it  has  been  proven  that  removal  ot 
these  causes  by  the  institution  of  a militant  public 
relations  program  has  resulted  in  the  practical 
elimination  of  malpractice  suits;  and 

“Whereas,  the  Alameda  County,  California, 
Medical  Society  has  instituted  a plan  of  medical 
public  relations  which  has  resulted  in  eliminating 
malpractice  suits  for  the  past  two  years ; be  it 
“Resolved,  that  the  Council  of  the  Medical  So- 
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ciety  of  the  State  of  New  York  be  instructed  to 
study  the  Alameda  County  Plan,  and  as  soon  as 
feasible  to  institute  procedures  which  will  end  in 
the  employment  of  measures  of  like  nature  in  the 
constituent  county  societies  or  district  branches  of 
the  Medical  Society  of  the  State  of  New  York.” 
Your  Reference  Committee  has  studied  the  resolu- 
tion introduced  by  Dr.  F.  S.  Wetherell,  concerning 
the  study  by  the  Malpractice  Insurance  and  Defense 
Board  of  the  Alameda  County  Plan  on  Public  Rela- 
tions and  such  other  plans  as  may  be  helpful,  and 
which  are  being  used  in  other  states  and  counties, 
and  thinks  it  is  a very  wise  one.  The  Reference 
Committee  feels  that  it  may  be  useful  to  have  such  a 
study  conducted  in  our  public  relations  as  affecting 
our  insurance  plan.  \Ve,  therefore,  move  the 
adoption  of  this  resolution,  and  I so  move. 

Dr.  Harold  B.  Davidson,  New  York:  I second 
the  motion. 

Vice-Speaker  Strohm:  It  has  been  duly  moved 
and  seconded  that  the  resolution  be  adopted.  Is 
there  any  discussion? 

Dr.  Thomas  M.  D’Angelo,  Queens:  Mr.  Speaker 
and  members  of  the  House  of  Delegates,  your  Mal- 
practice Insurance  and  Defense  Board  greatly  wants 
to  undertake  this  study.  Had  it  not  been  for  the 
tremendous  amount  of  work  and  detail  that  had 
been  thrust  upon  your  Board  during  the  current 
year,  with  which  you  have  undoubtedly  become 
familiar  by  this  time  through  our  report  and 
through  the  report  of  the  Reference  Committee, 
this  study  would  have  undoubtedly  been  undertaken 
long  ago.  I had  in  mind  as  soon  as  assuming  the 
chairmanship  of  the  Board  to  make  such  a study, 
especially  in  our  neighboring  state  of  New  Jersey, 
which  handles  this  on  a state  plan,  and  in  our  neigh- 
boring state  of  Connecticut  which  handles  this  on  a 
county  plan,  but  your  chairman  and  your  board 
have  have  not  found  time  this  year  to  do  that.  We 
welcome  the  opportunity  this  year  to  conduct  such  a 
study,  and  to  do  everything  in  every  way  possible  to 
lessen  the  losses  that  our  Malpractice  Insurance  Plan 
has  had  up  to  this  time.  The  Chairman  of  your 
Board  endorses  this  resolution. 

....  The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . . 

Vice-Speaker  Strohm:  Thank  you!  The  entire 
report  has  been  adopted. 

Section  10J+ 

Report  of  the  Liaison  Committee  with  The  Vetexans 
Administration 

Vice-Speaker  Strohm:  The  next  order  of 

business  is  discussion  of  the  Veterans  Administra- 
tion matter,  which  will  be  opened  by  Dr.  Bauckus. 

Dr.  Herbert  II.  Bauckus,  Past-President:  Mr. 
Speaker,  Ladies  and  Gentlemen  of  the  House,  I am 
reporting  to  you  as  chairman  of  your  Liaison  Com- 
mittee with  the  Veterans  Administration.  I am  also 
the  President  of  the  Veterans  Medical  Service  Plan 
of  New  York,  Inc.  That  Plan  is  a separate  body;  it 
is  an  independent  organization,  but  of  course  it  has 
its  parentage  in  the  Medical  Society  of  the  State  of 
New  York. 

Some  of  you  heard  this  morning  that  we  are  going 
to  have  some  resolutions  acted  upon  by  the  Ref- 
erence Committee,  and  they  will  be  presented  for 
your  consideration  later  on.  They  are  largely  the 
outgrowth  of  our  experience  in  this  Plan  during  the 
last  two  years. 

We  began  in  September,  1946,  to  work  under  the 
Horne  Town  Medical  Care  Program.  I would  like  to 


report  to  you  a meeting  that  a committee  of  the 
American  Medical  Association,  of  which  I am  chair- 
man, had  with  Dr.  Magnuson  in  Washington  some 
ten  days  ago,  the  first  meeting  we  had  with  him 
since  he  had  become  director,  and  also  a meeting  we 
had  on  that  same  date  with  the  American  Hospital 
Association.  I think  you  need  to  know  about  this 
because  it  may  be  up  to  you,  and  I think  should  be 
up  to  you,  to  decide  what  kind  of  a contract,  if  any, 
the  Veterans  Medical  Service  Plan  shall  make  with 
the  Veterans  Administration  for  the  next  year. 
The  time  for  that  is  before  August  7,  1948. 

I would  like  to  quote  one  or  two  figures,  although  I 
know  you  are  not  desirous  of  hearing  many  of  those  : 
In  the  metropolitan  area,  the  five  counties  of 
Greater  New  York  and  a certain  number  of  counties 
outside  them,  in  April,  1947,  for  the  pay  of  physicians 
on  the  fee  basis  the  amount  of  money  was  $239,364; 
in  October,  1947,  the  amount  was  $149,060;  in  the 
next  month  it  was  $65,000;  and  in  the  month  of 
December,  1947,  it  was  $29,481;  and  in  April  of 
1948  it  was  $17,955.  That  decline  from  $239,000 
to — by  the  way  the  lowest  figure  was  in  March, 
1948 — $13,000  in  this  metropolitan  area  was  greater 
than  in  the  other  branches  of  the  State;  neverthe- 
less, it  is  a fair  indication  of  the  changes  that  have 
taken  place  in  this  kind  of  service. 

I think  we  should  have  a little  review  of  the  his- 
tory of  this  Plan,  the  general  plan,  which  was  first 
adopted  by  the  American  Medical  Association  and 
then  by  various  states  of  the  United  States. 

Point  Seven  of  the  Ten  Point  National  Health 
Program  of  the  American  Medical  Association  is 
captioned  “Veterans’  Needs  for  Hospital  and 
Medical  Care.”  It  begins  thus:  “A  program  for 
national  health  should  include  the  administration  of 
medical  care,  including  hospitalization,  to  all  vet- 
erans, such  medical  care  to  be  provided  preferably  by 
a physician  of  the  veteran’s  choice,  with  payment  by 
the  Veterans  Administration  through  a plan  mu- 
tually agreed  upon  between  the  state  medical  asso- 
ciation and  the  Veterans  Administration.” 

The  American  Medical  Association  has  given  sin- 
cere and  active  support  to  this  objective.  It  ar- 
ranged numerous  study  conferences,  and  it  urged  its 
state  medical  associations  to  implement  active  pro- 
grams in  each  state.  In  November,  1947,  the 
American  Medical  Association  sponsored  a National 
Conference  on  the  Veterans  Administration  Home 
Town  Medical  Care  Program. 

The  Veterans  Administration  found,  soon  after  the 
close  of  the  active  wars  with  Hitler  and  Japan,  that 
its  need  of  facilities  and  its  financial  resources  for 
medical  and  hospital  care  for  veterans  had  been 
grossly  underestimated.  Since  1945,  the  organiza- 
tions of  medicine,  county,  state,  and  national,  have 
been  in  active  endeavor  with  our  government  officials 
to  restore  the  health  and  prolong  the  life  of  the 
veteran,  especially  in  that  group  suffering  from  serv- 
ice-connected disability  or  disease. 

The  Chief  Medical  Director  of  the  Veterans  Ad- 
ministration appeared  before  the  House  of  Delegates 
of  the  American  Medical  Association  and  frankly 
stated  that  the  colossal  task  of  providing  needed 
medical  care  to  the  great  group  of  returning  veterans 
could  by  no  means  be  cared  for  in  the  Veterans  Ad- 
ministration alone.  He  pleaded  for  the  cooperation 
of  the  profession  and  asked  that  state  societies  ar- 
range to  make  contracts  with  the  Veterans  Ad- 
ministration to  give  service  on  a fee  basis  system. 
He  stated  that  as  much  use  as  possible  would  be 
made  of  existing  Veterans  Administration  facilities, 
but  that  a great  deal  of  the  service-connected  dis- 
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ability  and  disease  would  need  to  be  handled  by  out- 
side care.  He  stated  that  he  believed  that  as  far  as 
possible  this  additional  service  should  be  rendered  on 
the  private  practice  methods  in  vogue  with  the 
American  profession,  and  that  in  conformation  with 
this  principle  a free  choice  of  personal  physician 
should  be  available  to  the  veteran.  He  expressed 
the  hope  that  the  program  would  be  greatly  im- 
proved over  the  methods  formerly  existing  in  Vet- 
erans Administration  care,  a point  of  much  interest 
to  the  profession  at  that  time  because  there  had  been 
severe  criticism  of  previous  medical  service  in  this 
branch  of  the  government. 

The  Director  emphasized  the  need  for  immediate 
action.  He  pointed  out  that  in  no  way  was  the  serv- 
ice-connected case  one  of  welfare  or  charity  but 
that  it  was  a direct  and  definite  obligation  of  the 
United  States  Government  to  give  the  veteran  the 
benefit  of  the  highest  quality  medical  service  avail- 
able in  this  country.  He  asked  tor  the  cooperation 
of  the  medical  profession  to  make  this  possible. 
Reference  was  made  that,  although  the  teaching  of 
medicine  in  the  hospital  was  consistent  with  the  high 
standards  of  care,  nevertheless,  the  first  considera- 
tion was  not  the  use  of  the  veterans  as  teaching  ma- 
terial. The  slogan,  “Highest  Standards  of  Medical 
and  Hospital  Care,”  became  a feature  of  the  earlier 
discussions  on  veterans’  medical  services  and  formed 
a sound  reason  for  general  public  approval  of  the 
Home  Town  Medical  Care  Program.  The  theme, 
“Medical  Care  Second  to  None”  appealed  to  all. 

The  Director  stated  that  he  realized  the  achieve- 
ment of  providing  the  highest  kind  of  service  to  the 
veteran  would  demand  adequate  payment  for  serv- 
ices, so  that  we  could  reasonably  ask  any  skillful 
and  experienced  physician  to  participate  in  the  pro- 
gram. He  wanted  the  government  protected  as  to 
costs  and  merely  asked  that  the  fee  schedule  be  no 
more  nor  less  than  that  regularly  prevailing  in  the 
community  in  question.  He  said  that,  although  we 
were  venturing  upon  a new  and  gigantic  program 
with  little  preparation,  it  appeared  to  him  that  we 
should  ask  the  various  state  societies  to  makd  con- 
tracts with  the  Veterans  Administration  so  they 
would  act  as  a unit  for  care  in  a given  state.  The 
contract  would  of  course  outline  more  detailed  plans, 
including  the  adoption  of  a state  fee  schedule.  He 
urged  the  early  enactment  of  actual  care  in  the  Home 
Town  Medical  Care  Program. 

To  this  laudable  and  scholarly  outline  of  the  vet- 
erans’ health  program  the  House  of  Delegates  of  the 
American  Medical  Association  gave  spontaneous  and 
wholehearted  approval.  The  event  was  followed  by 
sympathetic  general  support  of  the  state  and  county 
medical  societies.  Committees  on  veterans’  medical 
and  hospital  care  were  formed,  and  by  the  summer 
and  fall  of  1946  the  program  was  actively  under  way. 

There  was  genuine  admiration  and  respect  for 
General  Hawley  in  his  stand  for  the  acknowledged 
best  methods  inherent  in  the  American  system  of 
medical  care.  To  this  day  the  great  majority  of  the 
medical  profession  sincerely  regrets  the  Director’s 
departure  from  the  service,  and  it  has  high  hopes  that 
his  successors  will  continue  to  uphold  the  ideals  of 
the  practice  of  medicine. 

There  were  misgivings  as  to  the  ultimate  outcome 
of  the  private  care  program  by  some  physicians. 
It  is  to  the  credit  of  the  profession  that  it  brushed 
aside  some  serious  doubts  of  the  outcome  of  these 
new  projects  in  order  to  rally  to  the  demand  for  prac- 
tical care.  It  knew  it  had  the  answer,  and  success 
would  attend  if  it  were  allowed  to  proceed.  Besides, 
many  of  the  physicians  were  veterans  and  had  the 


sympathetic  understanding  so  necessary  to  combat 
the  many  problems. 

It  may  be  well  to  review  briefly  some  of  the  objec- 
tionp.  I enumerate  a few  of  them: 

1.  The  program,  although  at  first  ideal,  might  be 
changed  by  some  of  those  in  authority  so  that  it 
would  later  tend  to  the  socialization  of  medicine. 
There  was  the  fear  that  the  services  provided  would 
be  extended  to  members  of  the  veteran’s  family  hav- 
ing no  military  service  or  even  to  the  general  popula- 
tion. It  was  realized  that  such  an  extension  would 
not  only  lead  to  a drastic  lowering  of  standards,  but 
that  it  would  be  quite  impossible  with  the  limited 
professional  personnel  in  this  country.  The  realiza- 
tion that  such  a final  extensive  program  would  be  far 
too  costly  for  the  American  taxpayer  would  come 
later  on. 

I have  no  doubt  that  there  were,  and  are,  many 
who  hopefully  looked  forward  to  a socialization  of 
medicine  program  comparable  to  compulsory  sick- 
ness insurance.  From  my  experience  in  my  own 
State  of  New  York,  I feel  that  some  physicians,  in- 
cluding quite  a few  in  the  Veterans  Administration 
in  that  State,  looking  forward  to  the  dissolution  of  the 
personal  care  thesis,  have,  by  word  and  deed,  not 
only  sought  the  return  to  the  old  bureaucrat  system 
but  the  inauguration  of  more  and  more  socialization 
features.  Some  of  them,  in  my  opinion,  envision 
the  success  of  legislation  of  the  Wagner-Murray- 
Dingell  type  enhanced  by  misdirection  of  our  well- 
intentioned  and  simple  desire  to  assist  in  a medical 
crisis. 

2.  The  fear  tha^so-called  government  red  tape 
would  irk  and  confuse  the  veteran  and  the  physician. 

3.  The  fear  that  political  interference  and  mis- 
understanding could  corrupt  the  program. 

4.  The  impression  .that  such  a quickly  organized 
gigantic  nation-wide  program  would  present  many 
administrative  difficulties  which  could  result  in  dam- 
age to  the  reputation  of  the  American  practitioner  of 
medicine. 

No  one  seriously  pressed  the  embarrassing  ques- 
tion of  why  these  preparations  had  been  made  so 
late,  at  least  two  or  three  years  too  late.  Concern 
was  expressed  over  the  future  building  of  many  new 
hospitals  whose  beds  were  needed  now.  It  would 
take  a few  years  to  build  these  hospitals,  and  some  of 
them  are  to  be  under  construction  until  at  leastl951 . 

At  this  point  I might  say  that  a committee  of  the 
American  Medical  Association  met  at  the  invitation 
of  the  American  Hospital  Association  with  a com- 
mittee of  that  latter  Association,  which  meeting  was 
attended  by  the  President  and  many  of  the  top  offi- 
cials of  the  American  Hospital  Association,  and  they 
had  a several  hour  discussion  with  us  on  this  subject, 
in  which  they  presented  in  no  uncertain  terms  their 
criticism  of  the  Veterans’  Hospital  Program.  I may 
appear  to  be  rather  critical,  but  they  published  this 
pamphlet,  Federal  Hospital  Planning  W ith  Par- 
ticular Reference  to  Care  for  Veterans.  They  have  a 
new  paper  known  as  The  Position  of  the  American 
Hospital  Association  on  Veterans’  Hospitals. 
They  presented  other  papers  which  I have  here  on 
the  subject.  They  are,  I would  say,  bitterly  op- 
posed to  much  of  the  program  in  present-day  veteran 
hospital  administration  and  also  that  relating  to  fu- 
ture construction. 

There  are  many  interesting  items  to  be  observed 
on  this  question  of  new  hospital  construction.  We 
are  having  two  systems  of  hospital  construction 
fostered  by  the  Federal  Government.  We  have  the 
Hospital  Survey  and  Construction  Act,  passed  by 


86 


HOUSE  OF  DELEGATES 


[N.  Y.  State  J.  M. 


Congress,  which  will  result  in  the  construction  of  new 
hospitals  and  public  health  centers  throughout  the 
country.  This  Act  under  the  Hill-Burton  Bill  pro- 
vides integrated  planning  for  construction  of  non- 
federal  hospitals,  with  guidance  at  the  Federal  level 
and  major  planning  on  a state  basis.  According  to 
a recent  publication  of  the  American  Hospital  Asso- 
ciation, Congress  has  currently  appropriated  $772,- 
702,814  for  expansion  of  veterans'  hospitals.  The 
Hospital  Survey  and  Construction  Act  authorizes 
Federal  assistance  to  the  states  in  the  amount  of 
$75,000,000  a year,  over  a five-year  period  (not  yet 
appropriated).  On  the  basis  of  two-thirds  matching 
of  local  funds  there  would  result  a total  nonfederal 
hospital  construction  program  of  $1,125,000,000  in 
five  years  if  Congress  appropriates  funds  to  the  ex- 
tent authorized.  In  emphasizing  the  arguments  for 
the  desirability  of  over-all  planning  in  the  expendi- 
ture of  Federal  funds  for  hospital  construction  so 
that  the  system  may  serve  not  only  veterans  but 
their  families  and  the  balance  of  the  population  as 
well,  this  publication  of  the  American  Hospital  Asso- 
ciation states:  “Had  there  been  satisfactory  plan- 
ning at  an  early  period,  tremendous  sums  invested 
in  Veterans  Administration  hospitals  and  in  the  care 
of  veterans  might  have  been  utilized  for  this  purpose 
through  a grants-in-aid  program  to  the  states,  with 
standards  of  care  and  eligibility  of  veterans  con- 
trolled by  the  Federal  Government.” 

We  expect  150,000  beds  in  Veterans  Administra- 
tion hospitals  by  1951.  In  a release  of  statistics  by 
the  Veterans  Administration  of  veterans  awaiting 
admission  to  hospitals  as  of  October  15,  1947,  there 
were  16,917  nonser vice-con  nc#ted  cases  awaiting 
hospitalization,  and  of  these  11,568  had  been  waiting 
over  forty  days. 

This  is  startling  information  and  requires  further 
consideration.  It  should  be  jlointed  out  that  we  are 
now  speaking  of  nonservice-connected  cases.  The 
nonservice-connected  applicant  in  making  appli- 
cation for  entrance  to  a veterans’  hospital  must  de- 
clare that  he  is  not  financially  able  to  pay  the  neces- 
sary expenses  of  hospital  or  domiciliary  care.  He 
does  that  by  filling  out  an  application  which  states 
“Application  for  Hospital  Treatment  or  Domiciliary 
Care”  and  answers  yes  or  no  to  the  question,  “Are 
you  financially  able  to  pay  the  necessary  expenses  of 
hospital  or  domiciliary  care?”  If  he  writes,  “No,” 
that  is  all  there  is  to  it.  The  legislation  provides 
that  no  question  shall  be  made  of  the  veteran’s  state- 
ment, nor  have  there  ever  been  to  our  knowledge  any 
investigations  of  that.  If  this  requirement  were 
carefully  observed,  or  if  there  were  some  income 
bracket  qualification,  the  more  needy  veterans  could 
be  granted  the  hospitalization  often  urgently  needed 
in  this  class.  Next  to  the  service-connected  case, 
this  economic  group  should  have  the  first  considera- 
tion. A more  realistic  adherence  U>  the  requirement 
would  eliminate  the  tendency  to  “boarding’7  in  some 
instances.  If  beds  for  these  cases  are  not  available 
in  Veterans  Administration  hospitals,  it  would  ap- 
pear that  provision  should  be  made  in  the  local  pri- 
vate or  communityhospital.  The  Hill-Burton  pro- 
gram is  designed  to  provide  additional  beds  in  lo- 
calities where  needed. 

There  is  another  reason  for  the  11,586  veterans 
awaiting  hospitalization  over  forty  days.  It  is  that 
of  the  policy  in  force  for  the  service-connected' dis- 
ease or  disability.  The  fee  basis  or  Home  Town 
Care  Program  is  limited  to  the  service-connected  dis- 
ease or  disability.  However,  in  the  past  year,  hos- 
pitalization in  private  hospitals  has  been  denied  the 
veteran  except  in  acute  emergency  and  in  the  case  of 
women. 


I might  say  that  was  the  first  start  in  the  change 
of  our  Home  Town  Program.  The  first  thing  that 
happened  to  interfere  with  it  seriously  was  the  refusal 
to  provide  local  hospital  care,  which  meant  that 
there  was  very  little  free  choice  of  physician  in  the 
case  of  surgery  and  any  case  requiring  hospitaliza- 
tion. 

If  the  service-connected  case  were  handled  under 
our  local  care,  including  home  community  hospitali- 
zation, there  would  be  beds  for  the  needy  nonservice- 
connected  case.  It  is  unfair  to  the  surgical  cases  to 
deny  them  the  same  kind  of  care  available  to  the 
medical  cases  and  works  an  additional  hardship  to 
the  veteran  and  to  his  visiting  family  if  he  must 
travel  to  a distant  hospital.  If  it  is  the  intention  of 
the  Congress  to  give  unlimited  hospitalization  to  all 
nonservice-connected  veterans  regardless  of  their 
financial  status,  then  it  should  be  so  stated  and  ap- 
propriations made  to  carry  out  the  provisions  of  such 
an  act. 

I could  tell  you  a great  deal  about  this  hospitaliza- 
tion program,  but  I think  that  is  enough  for  the  time 
being.  1 am  not  nearly  so  emphatic  in  this  matter  as 
is  the  American  Hospital  Association. 

The  next  important  point  I would  like  to  talk 
about  is  the  conference  with  Dr.  Magnuson,  and 
what  he  told  us  amounts  to  a great  deal  the  same  as 
he  expressed  in  this  communication  to  Dr.  Lull  of  the 
American  Medical  Association.  We  discussed  that 
with  Dr.  Magnuson  at  that  meeting,  and  I think  J 
can  save  you  time  by  reading  this  page: 

I have  been  thinking  seriously,  since  I had  the  conversa- 
tion with  you  and  Sensenich  and  some  other  members  of 
the  Board  of  Trustees  of  the  American  Medical  Association 
in  Chicago,  how  we  could  hook  up  with  the  medical  pro- 
fession in  this  veterans’  service  work. 

I have  just  come  back  from  a trip  where  I went  over  a 
lot  of  our  regional  offices,  and  I am  very  unhappy  about 
the  kind  of  medicine  that  is  being  practiced  in  those  places. 
The  histories  of  clinical  records  are  not  where  they  should 
be  in  the  treatment  folders,  and  the  discharge  examinations 
furnished  by  the  Army  and  Navy  are  not  in  the  treatment 
folders,  so  the  doctor  making  the  examination  does  not 
know  the  previous  history  unless  he  sends  for  the  “C”  file 
and*  that  takes  from  three  hours  to  three  months  to  get. 
They  are  so  pressed  that  very  few  competent  examinations 
are  made  when  the  patient  applies  for  treatment  and  the 
treatment  resolves  itself  into  nothing  but  the  treatment  of 
a symptom.  Part  of  it  is  due  to  lack  of  professional  per- 
sonnel, lack  of  space,  lack  of  equipment,  and  lack  of  clerical 
personnel.  There  are  two  medical  functions  in  the  re- 
gional office.  One  is  purely  and  simply  examination  as  for 
determination  of  what  a man  has  coming  to  him  in  the  way 
of  pension  due  to  his  disability,  if  any.  The  other  is  treat- 
ment of  patifents  who  come  to  the  dispensary  complaining 
of  symptoms  and  who  are  all  service-connected  cases. 
Some  of  these  cases  undoubtedly  come  in  for  treatment  so 
they  can  build  up  a record  of  having  had  a lot  of  treatment 
so  that  in  the  future  if  there  is  any  question  of  a pension 
examination  they  will  have  a large  treatment  file.  Each  of 
these  cases  should  have  a thorough  and  competent  physical 
examination,  because  if  they  have  treatment  coming  to 
them,  we  want  them  to  get  it  and  get  the  best.  If  they  do  not 
have  treatment  coming,  there  is  no  reason  why  they  should 
be  pampered.  However,  we  want  to  be  sure  and  cannot  be 
sure  without  a thorough  examination  of  the  patients’ 
condition. 

I have  thought  of  two  plans  that  we  might  put  into  effect. 
These  are  connected  with  the  treatment  part  of  the  situa- 
tion only  and  must  not  be  confused  with  the  pension  ex- 
amination, which  must  necessarily  be  done  in  the  regional 
office  by  men  who  are  trained  to  make  pension  evaluations 
and  summaries  of  medical  histories  and  records. 

Dr.  Magnuson  asked  if  I would  see  what  county 

societies  thought  about  this. 

Plan  Number  1:  To  request  the  county  medical  society 
in  cooperation  with  the  chief  medical  officer,  in  cities  where 
regional  offices  are  located,  to  set  up  an  examining  clinic 
with  the  best  men  obtainable  for  the  examination  and 
treatment  of  patients  presenting  themselves  with  medical 
complaints.  Sign  a contract  with  the  medical  society  for 
delivering  this  service  in  quarters  that  the  society  would 
provide  and  equip  as  a clinic  for  this  purpose.  The  county 
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medical  society,  through  its  veterans’  committee,  to  act  as 
a recommending  body  to  the  chief  medical  officer  so  that 
the  men  from  the  county  medical  society  might  be  ap- 
pointed a9  part-time  VA  doctors  appearing  at  the  clinic  at 
definite  times  anywhere  from  four  hours  a week  to  as  much 
time  as  the  doctors  felt  they  could  spare  from  their  prac- 
tice. The  doctors  could  be  paid  on  the  basis  of  the  grade 
to  which  they  were  entitled,  i.e.,  a young  man  just  out  of 
medical  school,  internship  or  residency,  could  be  appointed 
in  junior  grade  at  $4, 149.60  to  $4,902  per  annum,  and  the 
salary  figured  out  on  the  basis  of  forty  hours  a week.  Our 
grades  progress  as  follows:  associate  grade  $4,902  to 
$5,906.20;  full  grade  $5,905. 20  to  $6,862.80;  intermediate 
grade  $7,102.20  to  $8,059.80;  senior  grade  $8,179.50  to 
$9,376.60;  chief  grade  $9,975  to  $10,'000.  An  additional 
25  per  cent  for  board  certification  is  paid  by  the  VA  up  to 
a limit  of  $11,000  per  annum.  Consultants  could  be  ap- 
pointed on  the  same  basis  and  either  be  on  call  at  a specified 
amount  per  call  or,  if  there  was  enough  work,  they  could 
come  in  for  a certain  number  of  hours  per  week  and  have 
appointments  made  just  as  one  does  in  one’s  own  office.  This 
plan  should  take  the  patient  care  away  from  the  pension 
examination  doctors  and  save  a lot  of  confusion. 

Plan  Number  2:  Set  up  a Treatment  Department  in  our 
regional  offices  to  be  staffed  by  the  same  method  men- 
tioned above.  The  trouble  with  this  plan  is  that  many  of 
our  regional  offices  are  so  cramped  for  space  and  so  short  of 
personnel,  both  clerical  and  otherwise,  that  it  probably 
would  not  be  feasible.  However,  where  it  was  feasible,  it 
would  work  as  well  as  having  a clinic  on  the  outside.  There 
would  be  no  objection  to  using  the  same  consultants  in  the 
pension  examinations  who  were  used  in  the  treatment 
clinic,  whether  it  was  set  up  one  way  or  the  other. 

It  is  my  opinion  that  the  veterans  medical  committee  of 
the  medical  society  would  probably  be  interested  in  two 
ways.  They  would  be  interested  as  veterans  in  seeing  that 
other  veterans  get  good  care,  and  as  taxpayers  to  see  that 
there  was  no  imposition  on  the  government  in  allowing 
claims  that  were  not  just.  At  least  they  would  be  more 
specific  in  their  records  as  to  whether  a man  was  or  was 
not  a bona  fide  case. 

Our  answer  to  that — and  we  have  been  in  consul- 
tation with  them — is,  “What  is  the  matter  with  our 
present  plan?  It  was  working  all  right  until  the 
various  branch  officers  picked  it  all  to  pieces.” 
Following  that  I asked  Dr.  Butler,  who  is  the 
Branch  .Medical  Director  of  New  York,  in  a letter 
dated  April  15,  1948 — I had  previously  talked  to  him 
on  the  telephone,  and  he  asked  me  to  write  him  a 
letter — this : 

Dear  Doctor  Butler: 

We  have  received  several  inquiries  relating  to  the  medical 
services  being  rendered  to  service-connected  cases  by  out- 
patient physicians  and  by  outpatient  clinics  of  the  Veterans 
Administration. 

Some  of  these  patients  have  previously  been  cared  for 
under  our  Veterans  Medical  Service  Plan  and  some  of  them 
have  again  been  referred  back  to  the  physician  participant 
in  the  plan.  I am  also  informed  by  Secretary  George  F. 
Lull,  M.D.,  of  the  American  Medical  Association  that 
Doctor  Magnuson  has  requested  that,  through  county  and 
state  societies,  we  urge  physicians  to  enter  into  part-time 
and  full-time  employment  in  various  out  patient  depart- 
ments. 

Therefore,  in  New  York  State  I should  like  to  go  into 
our  various  branches  and  ascertain  more  fully  the  services 
now  being  rendered.  I should  like  to  limit  this  inspection 
to  that  done  by  our  coordinators  or  by  myself  personally. 
We  should  be  glad  to  do  this  at  the  various  branches  in 
company  with  someone  assigned  from  the  branch  inspected. 

At  the  present  time,  as  you  know,  our  coordinators  have 
knowledge  only  of  those  patients  whose  records  they  re- 
view. In  order  to  give  approval  to  the  general  health 
services,  we  require  this  additional  information.  More 
especially,  it  would  mean  that  the  coordinators  could  follow 
the  treatment  course  of  any  service-connected  patient  as  is 
done  in  our  plan.  The  coordinators  would  visit  the  clinics 
on  occasion.  We  should  like  to  have  the  names  of  physi- 
cians, their  ratings,  especially  qualifications,  and  the  num- 
ber of  patients  they  see  within  a given  time.  This  would 
answer  the  question  of  adequate  staffing  of  outpatient  de- 
partments. We  should  like  some  information  on  the  career 
possibilities  for  part-time  and  full-time  employment.  The 
information  obtained  in  the  study  would  be  in  the  same 
category,  as  far  as  confidential  information  is  concerned,  as 
that  of  the  work  of  the  coordinators  in  their  past  and  pres- 
ent capacity.  I shall  much  appreciate  it  if  you  will  allow 
us  to  make  this  study. 

I wrote  that  as  president  of  the  Veterans  Medical 
Service  Plan  of  New  York,  Inc.,  and  on  May  3 re- 
ceived this  reply: 


Dear  Doctor  Bauckus: 

Please  pardon  my  delay  in  replying,  to  your  letter  of 
April  15,  1948.  I have  been  out  of  town  for  much  of  the 
intervening  time.  Your  request  is  so  sweeping  and  in- 
cludes so  many  items  which  might  be  regarded  as  confi- 
dential information  that  I do  not  feel  capable  of  acting 
upon  it  myself.  I am,  therefore,  referring  your  letter  to 
higher  authority. 

In  the  meantime,  your  Coordinators  can,  of  course,  con1 
tinue  to  send  you  the  same  reports  that  they  have  for- 
warded in  the  past.  The  present  agreement  between  the 
Veterans  Administration  on  the  one  hand;  and  the  Veterans' 
Medical  Service  Plan  of  New  York,  Inc.,  acting  as  agent 
for  the  Veterans  Aministration  in  providing  such  care  for 
veterans  as  the  VA  is  unable  to  provide  in  its  own  hospitals 
and  clinics,  runs  from  year  to  year,  concurrently  with  the 
federal  fiscal  year. 

With  very  kind  regards;  I am. 

Very  truly  yours, 

Ethan  Flagg  Butler,  M.D., 

Branch  Medical  Dircetor 

There  are  one  or  two  more  points.  We  have  been1 
criticized  on  our  fee  schedule.  The  fee  schedule  is  a- 
fee  schedule  carefully  worked  out  by  many  physi- 
cians and  many  times  discussed  with  the  Veterans 
Administration.  It  is  their  fee  schedule  as  much  as 
it  is  ours.  We  have  agreed  to  and  we  have  made 
changes  where  changes  were  indicated.  Any  criti- 
cism of  that  fee  schedule  should  be  placed  upon  the 
Veterans  Administration  as  much  as  upon  our  Plan; 

I can  see  no  just  criticism  of  it. 

I have  heard  at  times  doctors  say  that  some  fellows 
have  killed  this  Plan,  that  they  have  received  too 
much  money  as  a result  of  it,  that  in  one  way  or  an- 
other they  have  interfered  with  good  medical  care. 
We  have  a system  in  this  Plan  through  our  coordina- 
tors, and  the  fact  that  the  coordinators  review  every 
report,  where  we  know  what  is  going  on  all  the  time. 
Never  has  the  Veterans  Administration  pointed  to 
us  about  any  case  at  all  that  we  did  not  immediately 
investigate  it  and  take  action  on  it.  The  coordina- 
tor, if  he  thinks  it  is  the  thing  to  do,  advises  the  re- 
moval of  the  physician  from  the  list.  Then  I have 
the  right  given  to  me  by  the  Board  of  Directors 
immediately  to  make  that  removal.  We  have  re- 
moved six  men  from  the  list.  In  one  case  it  did  not 
apply  very  well  because  it  was  not  long  before  this 
man  was  employed  as  a full-time  man  by  the  Veter- 
ans Administration  here  in  New  York.  We  in- 
quired about  that,  but  they  said  he  was  a good  man, 
and  what  he  did  was  not  so  very  bad. 

In  the  resolutions  that  are  presented  this  morning 
there  are  two  important  items.  One  is  that  we  ask 
for  the  free  choice  of  physician.  There  are  so  many 
ramifications  about  all  of  this  that  it  would  make 
your  hair  fall  out  to  think  about  it,  and  to  keep  up 
with  it.  The  reason  my  hair  doesn’t  fall  out  is  that 
I have  a good  hair  tonic.  I think  the  only  way  you 
can  handle  it  at  all  is  by  insisting  upon  the  free 
choice  in  the  new  contract — if  we  have  a contract. 

I might  say  that  Dr.  Harding,  who  is  the  assistant 
director  at  Washington  of  this  work,  and  with  whom 
we  have  talked  several  times  in  the  past  two  years, 
at  our  last  meeting  told  Dr.  Anderton  and  myself 
that  he  thought  that  the  coordinators  ought  not  to 
be  employed  by  the  Veterans  Plan  but  by  the  Vet- 
erans Administration  itself ; in  other  words,  that  will 
take  us  out  of  it  entirely. 

The  other  point  is  that  I hope  we  can  some  time 
arrange  a meeting  so  that  in  one  room  we  may  have 
representatives  of  the  veterans’  organizations,  of  the 
Veterans  Administration,  and  of  the  Medical  So- 
ciety of  the  State  of  New  York.  I don’t  believe  that 
the  veterans  realize  how  much  is  being  taken  away 
from  them  when  they  lose  free  choice  of  physician. 
Your  Board  of  Directors  of  the  Medical  Service 
Plan  has  always  taken  the  position  that  the  veteran 


88 


HOUSE  OF  DELEGATES 


[N.  Y.  State  J.  M. 


may  go  to  any  facility  that  is  available,  but  if  he 
wants  free  choice  he  should  have  it.  If  in  New  York 
State  under  our  Workmen’s  Compensation  Laws,  the 
person  who  was  injured  during  the  war  working 
here  at  home  shall  receive  free  choice  of  physician,  as 
is  the  case,  why  shouldn’t  the  veteran  in  the  service- 
connected  case?  He  is  the  same  sort  of  case,  and  I 
don’t  think  we  can  take  any  other  stand. 

I shall  be  very  glad  to  furnish  you  with  additional 
information  if  you  would  like  to  have  it.  Nothing  I 
have  said  here  is  but  what  is  on  paper;  so  as  far  as  I 
am  concerned,  there  is  not  any  need  for  this  to  be  a 
closed  session. 

Vice-Speaker  Strohm:  This  report  of  the  Presi- 
dent of  the  Veterans  Medical  Service  Plan,  Inc.,  is 
open  for  discussion. 

....  There  was  no  response. . . . 

Vice-Speaker  Strohm:  If  there  is  no  discussion, 
is  there  any  motion? 

Dr.  Harry  Aranow,  Councilor:  I move  it  be  re- 
ceived with  thanks. 

Dr.  D.  V.  Catalano,  Richmond:  I second  it. 
....  There  being  no  discussion,  the  motion  w’as  put 
to  a vote  and  was  unanimously  carried.  .' . . 

Section  105.  (See  61,  106 ) 

Report  of  Subcommittee  on  Cults 

Vice-Speaker  Strohm:  We  will  now  go  into  the 
discussion  of  the  Report  of  the  Subcommittee  on 
Cults  of  the  Council  Committee  on  Legislation,  of 
which  Dr.  Dattelbaum  is  the  chairman. 

Secretary  Anderton:  I move  that  Dr.  Lochner, 
the  Secretary  of  the  New  York  State  Board  of 
Medical  Examiners,  be  invited  to  the  House  during 
the  rest  of  this  closed  session. 

Dr.  Harry  Aranow,  Councilor:  I second  the 
motion. 

....  There  being  no  discussion,  the  motion  was  put' 
to  a vote  and  was  unanimously  carried.  . . . 

Vice-Speaker  Strohm:  Will  somebody  near  the 
door  get  Dr.  Lochner  and  escort  him  in? 

Now  may  we  hear  from  you,  Dr.  Dattelbaum? 

Dr.  Maurice  J.  Dattelbaum,  Councilor:  Mr. 
Speaker  and  members  of  the  House  of  Delegates, 
this  report  was  referred  to  the  Reference  Committee 
on  Legislation.  Dr.  Eggston  is  the  chairman  of  that 
Reference  Committee,  so  the  procedure  that  I 
thought  would  take  place  would  be  that  the  Refer- 
ence Committee  would  bring  in  its  report,  and  if 
there  wrere  any  questions,  I would  answer  them 
because  everybody  has  received  a copy  of  this  report. 

If  the  House  wants  me  to  report  what  we  have 
done,  and  then  hear  w’hat  the  Reference  Committee 
suggests,  why  that  w’ould  be  all  right  with  me. 

Chorus:  No,  let’s  hear  the  Reference  Committee 
first. 

Dr.  James  F.  Rooney,  Trustee:  I move  W'e  hear 
the  report  of  the  Reference  Committee  first,  and  that 
Dr.  Dattelbaum  may  then  be  called  upon  to  explain 
any  points  in  the  original  report  that  may  come  into 
question. 

Dr.  Samuel  B.  Burk,  New  York:  I second  the 
motion. 

....  There  being  no  discussion,  the  motion  was  put 
to  a vote,  and  was  unanimously  carried.  . . . 

Section  106.  (See  61,  105 ) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil EX:  Report  of  Subcommittee  on  Cults 

Dr.  Andrew  A.  Eggston,  Westchester:  I don’t 
want  to  be  a copycat,  but  I will  match  my  com- 
mittee for  punctuality  and  efficiency  with  any  of  the 


rest  of  them.  It  consists  of  Dr.  John  L.  Edwards, 
Dr.  Samuel  B.  Burk,  Dr.  A.  W.  Martin  Marino,  and 
Dr.  Felix  Ottaviano;  and,  as  you  will  remember,  the 
whole  book  was  thrown  at  us  yesterday.  I won’t 
attempt  to  read  it  all,  but  when  we  get  through  you 
will  get  it  most  likely. 

Your  Reference  Committee  has  reviewed  the  ex- 
tensive report  of  the  Subcommittee  on  Cults  of  the 
Council  Committee  on  Legislation.  Cognizance 
was  taken  of  the  thorough  method  and  scientific 
approach  to  this  question  by  the  committee!  You 
have  received  the  report,  as  it  was  distributed  this 
morning,  and  you  have  undoubtedly  read  it  by  now. 
Your  Reference  Committee  recommends  to  this  body 
for  deliberation  two  distinct  paragraphs  in  this 
report.  In  case  you  did  not  memorize  the  report,  let 
me  give  them  to  you. 

First,  the  last  paragraph,  part  one,  page  6,  which 
reads  as  follows: 

“After  considering  all  phases  of  the  matter,  the 
Subcommittee  unanimously  voted  to  recommend 
to  the  House  of  Delegates  that  the  Legislative 
Committee  be  empowered  to  draw  up  and  have  in- 
troduced legislation  to  implement  the  enforce- 
ment of  the  present  Medical  Practice  Act  by  the 
use  of  the  injunctive  procedure  against  cult  prac- 
titioners. It  was  suggested  that  the  Legislative 
Committee  consult  the  legal  staff  to  consider  the 
availability  of  any  other  efficacious  measures  in 
addition  to  the  injunctive  procedure.” 

Second,  the  penultimate  paragraph  in  Part  3,  page 
8,  w'hich  reads: 

“The  Subcommittee,  after  intensive  study  of  the 
Basic  Science  Law’s  in  other  states,  believes 
there  is  some  merit  in  the  principles  involved  but 
recommends  that  the  House  of  Delegates  does  not 
approve  a Basic  Science  Law'  in  this  State  at  this 
time  as  our  Medical  Practice  Act  performs  the 
same  functions.” 

Your  Committee  recommends  that  the  wording  of 
this  paragraph  be  changed  as  follows: 

“The  Subcommittee,  after  intensive  study  of 
the  Basic  Science  Laws  in  other  states,  believes 
that  there  is  some  merit  in  the  principles  involved, 
but  suggests  to  the  House  of  Delegates  that  they 
find  no  need  for  a Basic  Science  Law  in  this  State 
at  this  time,  as  our  Medical  Practice  Act  performs 
these  same  functions.” 

To  quote  the  report  further: 

“The  use  of  this  injunctive  procedure,  as  recom- 
mended in  Part  II  of  this  report,  is  recommended, 
to  control  cult  practice  in  New  York  State.” 
Your  Reference  Committee  approves  this  report 
for  discussion,  and  furthermore  “urges  the  Council 
to  introduce  the  necessary  recommended  injunctive 
legislation  in  the  1949  legislation  session,”  if  the 
House  of  Delegates  concurs  in  this  action. 

I move  the  adoption  of  this  report. 

Dr.  Samuel  B.  Burk,  New  York:  I second  the 
motion. 

Vice-Speaker  Strohm:  You  have  heard  the 
motion  made  and  seconded  that  this  report  be 
adopted.  Is  there  any  discussion? 

Do  you  want  that  adopted  as  a whole? 

Dr.  Eggston:  As  a whole,  yes. 

....  After  much  discussion,  the  report  of  the 
Reference  Committee  wras  adopted.  . . . 

Section  107.  (See  15) 

Report  of  the  Reference  Committee  on  Report  of 
Council,  Part  EX:  Legislation 
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Dr.  Andrew  A.  Eggston,  Westchester:  Your 
Reference  Committee  has  reviewed  with  interest  the 
work  of  the  Legislative  Committee. 

It  is  noted  that  while  the  1948  session  of  the  New 
York  legislature  was  short,  it  was,  nevertheless,  a 
very  busy  one,  because  of  the  record  number  of  bills 
that  were- introduced.  Your  Legislative  Committee 
followed  diligently  93  bills  in  the  Senate,  and  125  in 
the  Assembly,  with  the  notation  that  of  121  in- 
dividual bills  31  wer§  passed  by  both  houses. 
The  Governor  signed  29  and  vetoed  two.  These  bills 
received  an  unusual  amount  of  devoted  attention  by 
your  Legislative  Committee,  which  issued  frequent 
and  concise  bulletins  to  other  legislative  committees 
and  thus  directly  to  members  of  the  Society.  Their 
deliberation  resulted  in  final  and  crucial  influence 
upon  many  bills. 

There  were  no  bills  against  vivisection  introduced 
at  this  session.  Likewise,  no  chiropractor  bill  ap- 
peared which  received  serious  consideration.  How- 
ever, in  view  of  such  a contingency  the  committee 
was  fully  prepared  by  a full-fledged  campaign  to  de- 
feat such  an  effort.  The  calmness  by  which  this  de- 
feat was  taken  by  those  interested  may  simply 
presage  a much  greater  effort  to  have  a licensing  law 
enacted.  Therefore,  eternal  vigilance  must  be  our 
watchword. 

Your  Reference  Committee  wishes  to  point  to  a 
serious  and  fatal  development  in  regard  to  three  bills 
which  were  introduced  at  the  request  of  certain  in- 
terests in  the  State  Society: 

First,  Fino-Clancy  X-ray  Bill,  which  met  with  so 
much  opposition  from  some  angles  of  the  medical 
profession  that  resulted  in  its  amendment  which 
would  have  caused  its  defeat;  as  a result,  your  Leg- 
islative Committee  had  to  retract  its  former  position 
of  support. 

Second,  the  Fino-Hanniford  Bill  which  was  con- 
trived to  return  many  medical  activities  to  the 
county  medical  society  in  the  medical  care  of  work- 
men’s compensation.  This  bill,  after  it  was  intro- 
duced, failed  to  receive  strong  support  from  many 
sections  of  the  State. 

Three,  the  Young-Graci  Bill  which  related  to  the 
penal  punishment  of  anyone  treating  the  human 
body  without  proper  licensure.  This  was  defeated 
because  of  the  vagueness  of  its  construction,  which 
made  it  undesirable. 

It  is  indeed  a bad  position  in  which  to  place  the 
Legislative  Committee  and  Executive  Officer  to  be 
compelled  to  retract  their  position  in  regard  to  any 
bills  introduced.  It  has  happened  that  bills  have 
been  favorably  voted  by  both  houses  at  the  urgent 
request  of  our  representatives  only  to  have  them 
be  opposed  later  as  a result  of  belated  medical 
opposition. 

The  Governor  has  even  been  urged  to  veto  bills 
that  have  been  passed  which  were  not  opposed  and 
even  received  a measure  of  support.  Such  poorly 
considered  actions  will  greatly  weaken  the  position 
of  the  medical  profession  in  obtaining  the  passage  of 
proper  legislation,  to  say  nothing  of  the  ominous 
position  in  which  the  Medical  Society  is  placed.  All 
groups,  and  especially  the  specialty  ones,  should  first 
develop  a unanimity  of  opinion  before  bills  are  intro- 
duced and  support  solicited.  In  other  words,  let  me 
interject  that  we  must  not  be  like  the  man  on  the 
flying  trapeze. 

As  a result  of  a number  of  bills,  provision  was 
made  for  the  establishment  of  a State  University  to 
encompass  medicine  as  well  as  many  phases  of  educa- 
tion. This  action  will  undoubtedly  have  far-reach- 
ing effects  upon  medicine,  and  its  deep  roots  will 


have  to  be  carefully  followed  with  a watchful  eye 
for  any  detriment  to  the  present  educational 
standards  and  medical  care  in  this  State. 

Numerous  -other  pertinent  bills  were  carefully 
considered  by  the  Legislative  Committee,  but 
brevity  is  here  exercised  in  their  review. 

The  Legislative  Committee  finally  appealed  to  all 
members  of  the  State  and  county  societies  to  be 
vigilant  and  use  their  influence  in  educating  the 
public  and  their  legislators  of  all  important  matters 
for  the  medical  good  of  the  public.  It  is  needless  to 
repeat  that  these  are  changing  and  testing  times, 
and  your  Legislative  Committee  is  our  most  im- 
portant agency  to  aid  medicine  in  the  proper  ad- 
justment to  all  new  phases  of  human  welfare. 

The  report  of  the  Legislative  Committee  should  be 
carefully  read  by  all  members  of  the  Society.  The 
Legislative  Committee,  as  well  as  our  executive 
officer,  Dr.  Robert  E.  Hannon,  deserve  the  grati- 
tude and  Open  recognition  of  this  House  of  Dele- 
gates. 

Your  Reference  Committee  recommends  the 
adoption  of  these  reports  of  a Legislative  Committee 
consisting  of  Drs.  Aranow,  Mott,  and  Holcomb,  and 
I so  move. 

Dr.  Samuel  B.  Burk,  New  York:  I second  the 
motion. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . . 

Section  108.  (See  38, 49)  ' 

Report  of  Reference  Committee  on  Miscellaneous 
Business  B:  Change  in  Constitution  of  American 
Medical  Association  in  Regard  to  Acceptance  for 
Membership  of  Doctors  in  County  Medical  Society 
Irrespective  of  Race,  Color,  or  Creed 

Dr.  William  B.  Rawls,  New  York:  I have  two 
resolutions  that  I would  like  to  report  on  in  execu- 
tive session,  one  from  Dr.  Burk  of  New  York  County 
and  the  other  from  Dr.  J.  Lewis  Amster  of  Bronx 
County. 

We  have  considered  both  of  these  resolutions  as 
one  since  they  both  relate  to  the  same  question.  The 
one  presented  by  Dr.  Burk,  of  New  York  County,  I 
will  read  in  toto.  Dr.  Amster,  who  presented  the 
one  from  Bronx  County,  was  a member  of  my  com- 
mittee and  agreed  to  accept  the  one  from  New  York 
County  and  also  to  accept  what  corrections  we  made 
in  it. 

The  subject  is  changing  the  Constitution  of  the 
American  Medical  Association  in  regard  to  accept- 
ance for  membership  of  doctors  in  county  medical 
societies  irrespective  of  race,  color,  or  creed. 

As  revised,  it  reads: 

“Whereas,  some  county  medical  societies  in 
various  parts  of  the  United  States  exclude  from 
their  membership  physicians  of  certain  races,  re- 
gardless of  their  professional  ability  or  ethical 
standing;  and 

“Whereas,  physicians  so  excluded  from  county 
societies  are  thereby  excluded  from  membership  or 
fellowship  in  the  American  Medical  Association; 
and 

“Whereas,  physicians  excluded  from  member- 
ship in  the  American  Medical  Association  are  for 
that  reason  denied  the  right  to  apply  for  member- 
ship in  other  national  professional  societies  where 
membership  in  the  American  Medical  Association 
is  a prerequisite;  and 

“Whereas,  these  physicians  are  thereby  re- 
strained in  the  legitimate  pursuit  and  furtherance 
of  their  professional  activities;  and 
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“Whereas,  this  exclusion  of  physicians  on  the 
basis  of  race  constitutes  a violation  of  our  Ameri- 
can democratic  ideal;  therefore  be  it 

“Resolved,  that  Article  4 of  the  Constitution  of 
the  American  Medical  Association  be  amended  in 
the  following  manner.  The  present  Article  shall  be 
Section  1 of  the  new  Article  4 and  the  following 
paragraph  shall  be  added  as  Section  2 of  Article  4 : 
‘No  component  Society  of  the  American 
Medical  Association  shall  exclude  any  qualified 
physician  from  its  membership  by  reason  of 
race,  creed,  or  color;’ 
and  further  be  it 

“Resolved,  that  the  delegates  of  the  Medical 
Society  of  the  State  of  New  York  shall  be  in- 
structed to  introduce  this  resolution  at  the 
annual  meeting  of  the  House  of  Delegates  of  the 
American  Medical  Association  at  its  annual  meet- 
ing in  1948.” 

Your  Reference  Committee  made  very  slight 
changes  therein.  The  first  one,  two,  three,  and  four 
“whereases”  are  all  the  same.  The  fifth  “whereas,” 
which  read  as  follows: 

“Whereas,  this  exclusion  of  physicians  on  the 
basis  of  race  constitutes  an  affront  to  our  col- 
leagues, a degradation  of  the  honored  traditions  of 
our  profession,  and  a violation  of  our  American 
democratic  ideal,” 
was  changed  to  read: 

“Whereas,  this  exclusion  of  physicians  on  the 
basis  of  race  constitutes  a violation  of  our  Ameri- 
can democratic  ideal,” 

and  then  it  follows  through  the  same  with  the  re- 
solved portion  except  it  ends  this  way : 

“ Resolved , that  the  delegates  to  the  American 
Medical  Association  from  the  Medical  Society  of 
the  State  of  New  York  shall  be  instructed  to  in- 
troduce this  resolution  at  the  annual  meeting  of 
the  House  of  Delegates  of  the  American  Medical 
Association  at  its  annual  meeting  in  1948.” 

I move  its  approval  as  thus  revised. 

Dr.  Harold  B.  Davidson:  I second  it. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . . 

Section  109.  (See  21, 59) 

Introduction  of  President  of  the  New  Jersey  State 
Medical  Society 

Dr.  James  F.  Rooney,  Trustee:  I rise  to  a ques- 
tion of  personal  privilege.  I am  informed  that  the 
President  of  the  New  Jersey  State  Medical  Society  is 
in  the  rear  of  the  hall.  In  respect  and  honor  to  the 
head  of  one  of  our  sister  societies,  I would  ask  that 
the  Chair  appoint  a committee  to  take  him  to  the 
rostrum. 

Vice-Speaker  Strohm:  Dr.  Cunniffe  and  Dr. 
Kenney,  will  you  please  bring  Dr.  Norton  to  the 
rostrum? 

....  The  delegates  arose  and  applauded  as  Dr. 
Edward  R.  Cunniffe,  Trustee,  and  Dr.  J.  Stanley 
Kenney,  Councilor,  escorted  Dr.  James  F.  Norton  to 
the  rostrum. . . . 

Vice-Speaker  Stroiim:  Dr.  Norton,  have  you  a 
word  for  us? 

Dr.  James  F.  Norton:  Mr.  Speaker  and  mem- 
bers of  the  House  of  Delegates,  in  sitting  in  the  back 
with  Stan  Kenney  and  Ed  Cunniffe  it  sounded  like 
it  might  be  at  Atlantic  City  this  was  going  on.  They 
are  the  very  same  topics  that  are  involved,  the  same 
fight  with  the  Veterans  Administration  and  what 


they  promised  to  do,  and,  as  far  as  we  in  New 
Jersey  are  concerned,  what  they  did  not  do.  They 
left  us  high,  wide,  and  not  too  handsome.  We  spent 
a lot  of  money  setting  up-a  procedure  for  handling 
the  Veterans  Administration  matter  in  New  Jersey. 
I don’t  know  who  pulled  it  from  under  us,  but  while 
I don't  know  whether  it  was  Hawley,  or. whether  it 
was  Harding,  it  was  somebody  in  New  Jersey,  and 
we  are  worse  now  than  when  we  started. 

Then  we  hear  you  have  your  chiropractors  in  New 
York,  the  same  as  we  do  in  New  Jersey.  I thought  we 
were  the  only  ones  who  were  plagued  by  chiroprac- 
tors. You  apparently  also  have  chiropodists.  You 
call  them  over  here  by  a little  different  name  than 
we  do;  you  call  them  podiatrists,  but  we  call  them 
chiropodists  in  New  Jersey. 

I am  honored  to  be  selected  by  the  New  Jersey 
State  Society  to  bring  you  greetings,  and  to  tell  you 
seriously  that  we  look  to  New  York  State  for  a lot  of 
guidance  in  matters  concerning  the  medical  profes- 
sion. You  are,  of  course,  the  most  powerful,  the  most 
potent  state  organization  in  the  entire  country. 
New  Jersey  just  lies  on  the  other  side  of  the  river, 
hemmed  in  on  one  side  by  your  big  State  and  on  the 
other  side  by  the  other  big  state  of  Pennsylvania,  so 
we  do  not  have  much  to  do  except  to  look  either  to 
the  right  or  to  the  left;  and  we  like  to  look  to  the 
right.  (Laughter)  So  I seriously  pray  you  that  you 
deliberate  with  wisdom  and  continue  to  show  us  the 
kind  of  leadership  and  guidance  we  hope  to  get  from 
such  a fine  august  body  as  this  House  of  Delegates. 
(Applause) 

Section  110.  (See  76) 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  XII:  Nursing  Education 

Vice-Speaker  Strohm:  Dr.  Geis,  chairman  of 
the  Reference  Committee  on  Report  of  the  Council, 
Part  XII,  has  a report  to  make.  We  are  still  in 
executive  session. 

Dr.  Joseph  A.  Geis,  Essex:  I don’t  know  whether 
I dare  stand  up  here  again  or  not;  I thought  I would 
get  shot  this  morning. 

This  is  the  report  of  the  Reference  Committee  on 
Report  of  the  Council,  Part  XII,  on  Nursing  Educa- 
tion. 

Your  Reference  Committee  agrees  with  the  Com- 
mittee on  Nursing  Education  in  the  efforts  made  to 
license  qualified  nurses  by  endorsement  of  license 
held  in  other  states  or  in  the  Canadian  Provinces. 

We  firmly  believe  that  there  is  a serious  shortage 
of  bedside  nurses.  Since  this  morning  we  have 
learned  that  there  is  a commission  studying  nursing 
on  the  level  of  patient  requirements.  As  this  com- 
mission is  to  make  its  report  before  the  next  session 
of  the  legislature,  we  make  no  recommendations  at 
tlje  present  time.  This  commission  is  independently 
financed.  We  recommend  that  the  Council  Com- 
mission on  Nursing  Education  strongly  present  the 
doctor’s  viewpoint  that  bedside  nursing  is  of  prime 
importance. 

We  agree  with  the  Council  Committee  that  some 
of  the  shortage  is  due  to  the  shortening  of  the  work 
week.  We  seriously  question  this  ability  of  the 
average  family  to  pay  a living  to  either  a nurse  or 
anyone  else  for  the  ridiculously  small  number  of 
hours  they  are  now  willing  to  work. 

We  agree  with  the  suggestion  that  the  profession 
as  a whole  give  thought  to  the  nursing  situation  and 
suggest  that,  after  due  consideration,  they  write 
their  ideas  to  the  Council  Committee  for  considera- 
tion. 
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We  realize  that  your  Council  Committee  is  in  a 
difficult  spot,  limy  must  not  only  represent  the 
medical  profession  and  their  patients,  but  also  must 
work  with  the  New  York  State  Hospital  Association, 
the  New  York  State  Professional  Nurses  Associa- 
tion, the  Practical  Nurses  of  New  York,  and  the 
State  Education  Department.  All  of  these  organiza- 
tions have  their  own  ideas  and  often  do  not  see  eye 
to  eye  with  us.  This  Committee  deserves  great 
credit  for  its  share  in  keeping  the  Coordinating 
Council  for  Nursing  Problems  alive. 

I move  the  adoption  of  this  report. 

Dr.  Aaron  Kottler,  Kings:  I second  it. 

Vice-Speaker  Strohm:  It  has  been  regularly 
moved  and  seconded  that  this  report  be  adopted.  Is 
there  any  discussion? 

Dr.  William  B.  Rawls,  New  York:  There  is  one 
word  in  there  which  I don’t  believe  is  necessary,  and 
it  is  just  going  to  offend  some  people.  I refer  to  the 
word  “ridiculously”  small  number  of  hours.  I 
would  suggest  the  deletion  of  the  world  “ridicu- 
lously,” and  instead  say  “the  small  number  of  hours.” 

Dr.  Geis:  On  behalf  of  the  Reference  Committee 
I will  be  glad  to  accept  that. 

Vice-Speaker  Strohm:  Is  there  any  discussion 
on  the  report  as  amended  and  accepted  by  the 
Reference  Committee? 

. . . The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . . 

Section  111.  (See  64) 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  XII:  The  Report  of  the  Temporary 
State  Commission  on  Coordination  of  State  Activities 

Dr.  Strohm’s  resolution  was  thoroughly  discussed 
item  by  item,  and  was  referred  to  the  Council  for 
consideration. 

Vice-Speaker  Strohm:  If  there  is  no  further 
business  to  come  before  the  Executive  Session,  we 
will  rise  and  report. 

Dr.  Rooney:  I move  that  the  Committee  of  the 
Whole  rise  and  report,  and  after  that  motion  is  put  I 
would  like  to  have  the  privilege  of  making  another. 

Dr.  E.  P.  Flood,  Bronx:  I second  that. 

....  There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . . 

Dr.  Rooney:  I now  move  we  take  a recess  of  five 
minutes  before  we  reconvene  as  the  House  of  Dele- 
gates. 

Dr.  Samuel  Z.  Freedman,  New  York:  I second 
that. 

....  There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . . 

After  recess  the  House  of  Delegates  reconvened 
at  6: 00  p.m. 

Speaker  Andresen:  Members  of  the  House,  I 
have  bad  news  for  you.  We  still  have  something  like 
15  or  16  reference  committee  reports  to  consider. 
The  discussion  has  been  entirely  too  long  this  after- 
noon. I think  it  was  important  to  have  it,  but  I 
realized  that  this  question  was  bound  to  arise  when  I 
asked  you  to  have  most  of  those  arguments  before 
the  reference  committees  yesterday  afternoon. 
Now  we  have  15  or  16  more  reference  committee  re- 
ports to  consider,  and  the  question  comes  up  what 
are  we  going  to  do.  I would  suggest  if  we  would 
keep  on  now  until  about  seven  o’clock  that  we 
could  possibly  take  up  some  of  the  reference  com- 
mittee reports  tomorrow  while  the  votes  are  being 
counted.  Tomorrow  morning,  the  election  of 
officers  is  the  first  order  of  business,  and,  while  the 
tellers  are  busy  counting,  we  could  take  up  some 


more  reference  committee  reports.  My  suggestion 
is  that  we  continue  for  another  hour  until  seven 
o’clock ; otherwise  the  only  thing  we  can  do  is  to  re- 
convene tonight  at  eight  o’clock  and  continue  then 
until  we  get  through,  which  might  be  eleven  or 
twelve  o’clock. 

Dr.  James  F.  Rooney,  Trustee:  I would  like  to 
say  this.  If  we  don’t  dispose  of  most  of  this  business 
tonight,  we  are  very  likely  to  make  some  frightfully 
sad  mistakes  in  trying  to  hurry  a number  of  perhaps 
important  reports  tomorrow  morning.  That  was  one 
reason  why  we  instituted  an  extra  day’s  meeting  of 
the  House  of  Delegates  because  of  the  many  errors 
that  were  made  by  the  House  in  hasty  consideration 
of  important  reports.  I entirely  concur  with  what 
the  Speaker  has  said.  I know  that  I am  going  to 
have  to  break  an  engagement  with  'my  wife.  We 
were  going  to  the  theater,  but  I would  rather  get  this 
thing  through,  and  I think  for  the  sake  of  the  Society 
and  the  good  of  all  of  us,  we  had  better  follow  the 
Speaker’s  suggestion  and  carry  on  until  seven,  and  at 
least  clean  up  most  of  the  deck,  so  we  don’t  do  what 
I have  seen  happen  so  often  at  this  last  morning’s 
session  when  many  things  have  been  done  very  un- 
wisely. 

Speaker  Andresen:  All  in  favor  of  continuing 
until  seven  o’clock  say  “Aye”;  contrary  “No.”  It 
is  so  ordered;  we  will  continue  until  seven  o’clock. 
I hope  by  then  we  will  be  able  to  get  through  with  a 
good  magy  reports. 

Dr.  Eggston  has  four  or  five  resolutions  that  were 
referred  to  his  committee,  and  I think  we  will  have 
to  take  those  up  now  and  get  them  over  with. 

Section  112.  ( SeeSS ) 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  EX:  Podiatry  Legislation 

Dr.  Andrew  A.  Eggston,  Westchester:  This  is 
another  resolution  on  the  Podiatry  Bill  introduced 
by  Dr.  Samuel  Gitlow,  of  the  Bronx: 

“Whereas,  podiatry  is  a technical  minor  ad- 
junct of  orthopedics;  and” 

I want  you  to  notice  that  sentence. 

“Whereas,  many  systemic  diseases  have 
manifestations  in  lesions  of  the  lower  extremity; 
and 

“Whereas,  the  Institute  of  Podiatry  is  not  a 
medical  school;  and 

“Whereas,  the  licensed  podiatrists  have  been 
active  in  attempting  to  pass  legislation  in  this 
State  to  extend  the  limitations  of  their  licensure” 
and  we  have  eliminated  “to  include  treatment  of 
systemic  diseases” 

“Whereas,  the  treatment  of  disease  consti- 
tutes the  practice  of  medicine  under  the  laws  of 
this  State;  and 

“Whereas,  the  passage  of  such  legislation 
would  be  detrimental  and  hazardous  to  the 
public  health  and  welfare;  therefore  be  it 

“Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  nut  itself  on  record  as  being 
opposed  to  such  legislation;  and  be  it  further 
“ Resolved , that  the  Governor  and  members  of 
both  Senate  and  Assembly  be  sent  copies  of  this 
resolution;  and  be  it  further 

“Resolved,  that  the  Legislative  Committee  and 
our  Albany  representative  be  instructed  to 
govern  themselves  accordingly;  and  be  it  fur  ther 
“Resolved,  that  the  content  of  these  resolutions 
be  made  known  to  the  Board  of  Regents  of  the 
State  of  New  York.” 

Your  Reference  Committee  approves  of  this 
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resolution  with  the  deletion  of  the  first  paragraph.  I 
so  move. 

Dr.  Edwin  A.  Griffin,  Kings:  I second  the 
motion. 

Dr.  James  F.  Rooney,  Trustee:  I move  to  substi- 
tute, if  I may,  that  this  whole  matter  be  referred  to> 
the  Council  for  appropriate  and  necessary  action. 

Dr.  Leo  F.  Schiff,  Clinton:  I second  the  substi- 
tute motion. 

Dr.  Frederick  W.  Williams,  Bronx:  Is  this 
House  being  put  in  the  position  where  it  cannot  pass 
a directive  to  the  Council? 

Speaker  Andresen:  The  motion  is  to  refer  this 
resolution  to  the  Council.  Is  there  any  further  dis- 
cussion? 

Dr.  Rooney:  I don’t  see  how  the  House  can  get 
any  better  directive  to  the  Council  than  referring 
this  motion  and  the  report  of  the  Reference  Com- 
mittee which  embodies  the  content  of  the  resolution 
to  them.  Do  what  you  want  to,  gentlemen,  but  the 
Council  will  have  to  take  action  on  it  anyway,  and  I 
am  referring  it  to  them  for  the  necessary  and 
appropriate  action. 

Dr.  Williams:  I would  like  to.  . . . 

Speaker  Andresen:  Let  me  call  your  attention 
to  the  rule  that  you  can  only  speak  once  on  the  same 
subject. 

Dr.  Williams:  But  Dr.  Rooney  discussed  it. 

Speaker  Andresen:  He  made  the  motion  and  he 
discussed  it. 

Dr.  Williams:  He  discussed  motions  previously 
several  times;  in  fact,  not  half  an  hour  ago  he  dis- 
cussed one  motion  four  times.  I would  like  to  ask 
does  Dr.  Rooney’s  motion  include  that  this  is  a 
directive  to  the  Council? 

Dr.  Rooney  : I would  like  to  have  my  friend  when 
he  speaks  to  address  the  Speaker.  If  he  wants  to  ask 
me  a question,  address  the  question  to  the  Speaker. 
I don’t  know  whether  I have  permission  to  answer 
him  or  not  because  there  are  parliamentary  rules 
that  must  be  followed.  May  I answer  taking  it  as 
inferred  that  that  is  what  was  done? 

Speaker  Andresen:  Yes. 

Dr.  Rooney:  You  asked  whether  this  is  a direc- 
tive to  the  Council.  I think  that  Dr.  Eggston  quoted 
a directive  to  the  Council,  and  my  motion  was  that 
it  be  referred  to  the  Council  for  the  necessary  and 
appropriate  action.  Does  that  answer  your  ques- 
tion? 

Dr.  Williams:  I second  the  motion. 

Dr.  Thomas  M.  D’Angelo,  Queens:  I think  that 
Dr.  Rooney  is  making  a substitute  motion,  and  that 
it  would  have  been  better  to  have  amended  the 
original  motion. 

Speaker  Andresen:  Dr.  Rooney’s  motion  is  to 
refer  and  was  made  as  a substitute  motion  but  is 
really  a motion  to  refer. 

Dr.  D’Angelo:  While  he  made  it  as  a motion  to 
refer,  he  could  have  made  an  amendment  to  the 
motion  that  the  matter  be  referred. 

Speaker  Andresen:  But  he  didn't.  He  made  a 
motion  to  refer. 

Dr.  Rooney:  I want  to  get  something  in. 

Dr.  D’Angelo:  What  are  we  going  to  refer? 

Dr.  M.  Renfrew  Brad'ner,  Orange:  Did  I under- 
stand that  the  first  sentence  was  deleted? 

Dr.  Eggston:  The  Reference  Committee  recom- 
mended that  it  be  deleted,  and  the  motion  as  made 
by  the  Reference  Committee  is  referred  to  the 
Council  for  appropriate  action,  as  I underst  and  Dr. 
Rooney’s  motion. 

Dr.  Rooney:  Right. 

Dr.  Burrill  B.  Croiin,  New  York:  What  are  we 
referring? 


Dr.  D’Angelo:  I don’t  know  what  we  are  re- 
ferring. 

Speaker  Andresen:  We  are  referring  the  report 
made  by  the  Reference  Committee,  which  includes 
the  deletion  of  that  first  “whereas”. 

Dr.  D’Angelo:  Are  we  referring  a motion  to  the 
Council? 

Speaker  Andresen:  We  are  referring  the  matter 
concerned  in  the  resolution. 

Dr.  D’Angelo:  Without  any  action  by  the 
House? 

Speaker  Andresen:  It  is  a recommendation. 
Dr.  Alfred  Angrist,  Queens:  Point  of  informa- 
tion: are  we  approving  or  disapproving  this  resolu- 
tion? If  we  are  referring  this  matter  with  the 
approval  of  this  House,  that  is  one  thing;  but  if  we 
are  referring  it  to  the  Council  with  the  inference  that 
it  carries  no  weight  of  approval  or  disapproval,  I 
would  be  opposed  to  the  motion  made  by  Dr. 
Rooney. 

Dr.  Rooney:  May  I have  the  unanimous  consent 
of  the  House  for  three  seconds? 

A motion  to  refer  is  a directive  to  the  body  of 
reference,  parliamentarily.  At  least  that  is  the  way 
I was  brought  up,  though  I have  found  it  has  all  gone 
crazy  lately.  We  are  supposed  to  be  a parliamentary 
body.  The  point  is  this:  The  Committee  recom- 
mended that  the  first  sentence,  as  I recall  it,  be  de- 
leted. I moved  that  the  whole  matter,  including  the 
deletion  proposed  by  the  chairman  of  the  Reference 
Committee,  be  referred  for  necessary  and  appro- 
priate action  to  the  Council.  Now,  if  you  will  tell 
me  that  that  does  not  mean  approval  and  a directive 
to  the  Council,  gentlemen,  go  ahead  and  argue  it 
until  half  past  ten  tonight. 

Dr.  Charles  Gullo,  Livingston:  It  seems  to  me 
that  you  approved  everything  else  up  to  now  or  dis- 
approved it.  Now  Dr.  Rooney  is  asking  that  we 
refer  this,  which  involves  just  the  deletion  of  one 
small  portion,  to  the  Council.  It  seems  to  me  that 
this  House  of  Delegates  can  decide  now  the  appro- 
priateness of  whether  we  should  delete  that  or  net. 

Speaker  Andresen:  The  House  can  if  they  de- 
cide not  to  refer  it. 

Is  there  any  further  discussion  on  the  motion? 
Dr.  Eggston:  This  resolution  is  very  similar  to 
the  one  that  we  passed  in  1947. 

Dr.  Rooney:  I know. 

....  The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  carried.  . . . 

Speaker  Andresen:  It  is  referred  to  the  Council. 

Section  113.  ( See  42) 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  IX:  Amendment  of  Hospital  Lien  Law 
to  Include  Physicians’  and  Surgeons’  Bills 

Dr.  Andrew  A.  Eggston,  Westchester:  This  is  a 
resolution  which  has  for  its  purpose  the  amendment  • 
of  the  Hospital  Lien  Law  to  include  physicians’  and 
surgeons’  bills.  I don’t  know  who  presented  it. 
Chorus:  Dutchess. 

Dr.  Eggston:  This  may  be  a little  more  pleasant; 

I don’t  know.  It  reads: 

“Whereas,  it  is  well  known  that  physicians  and 
surgeons  treating  automobile  accident  cases  are 
unable,  in  many  instances,  to  collect  the  payment 
due  them  for  their  services  because  the  patient 
goes  to  his  home  in  some  distant  community  as 
soon  as  he  is  able  to  be  moved,  and  settlement  of 
his  claim  is  often  made  without  the  physician 
being  aware  so  that  the  aforesaid  physicians  and 
surgeons  lose  considerable  sums  of  money  with 
no  redress;  and 
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“Whereas,  the  hospitals  in  which  these  cases 
are  treated  are  protected  by  Section  189  of  the 
Lien  Law;  be  it 

“Resolved,  that  the  1949  session  of  the  New 
York  State  Legislature  be  requested  to  amend 
Section  189  of  the  Lien  Law  to  include  the  bills  of 
physicians  and  surgeons  for  services  rendered  in 
the  same  cases  as  enumerated  in  said  Section  189 
of  the  Lien  Law.’’ 

Your  Reference  Communitee  approves  of  this 
resolution,  and  I so  move. 

Dr.  Edwin  A.  Griffin,  Kings:  I second  the 
motion. 

There  being  no  discussion,  the  motion  was  put 

to  a vote  and  was  unanimously  carried.  . . . 

Section  114.  ( See^l ) 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  IX:  Legislative  Committee"Activities 

Dr.  Andrew  A.  Eggston,  Westchester:  On  the 
resolution  introduced  by  Dr.  Knickerbocker  relating 
to  Legislative  Committee  Activities,  reading: 

“Whereas,  in  addition  to  other  expenses,  for 
bills  which  did  not  pass  through  the  office  of  the 
Executive  Officer,  Dr.  Robert  R.  Hannon,  it  cost 
the  State  Society  $734.32  in  1946,  $771.96  in 
1947,  and  $918.50  in  1948  to  conduct  the  annual 
conference  of  county  legislative  chairmen,  thus 
making  the  1948  conference  cost  well  over  $1,000; 
and 

“Whereas,  the  report  of  the  Treasurer  and 
Trustees  indicates  that  unless  we  administer  our 
available  income  on  a more  stringent  basis  there 
will  again  result  a deficit;  and 

“Whereas,  while  these  conferences  are  interest- 
ing, instructive,  enjoyable,  and  a definite  social 
success,  they  do  not  accomplish  the  purposes  for 
which  they  were  designed  due  to  the  apathy  and 
negligence  of  the  county  legislative  committees; 
and 

“Whereas,  reports  read  at  the  1948  conference 
prove  this  to  be  a fact;  and 

“Whereas,  unless  these  county  legislative 
committees  wake  up,  take  their  assigned  duties 
seriously,  and  wholeheartedly  support  the  Legis- 
lative Committee  of  the  State  Society  and  the 
Executive  Officer,  Dr.  Robert  R.  Ilannon,  their 
efforts  in  our  behalf  are  bound  to  failure;  and 
“Whereas,  this  resolution  is  not  to  be  con- 
sidered as  any  reflection  or  criticism  of  the  State 
Society’s  Legislative  Committee  or  Executive 
Officer,  Dr.  Robert  R.  Hannon;  and 

“Whereas,  it  would  seem  to  be  within  the 
province  of  some  executive  division  of  the  Society 
to  institute  such  changes  as  may  be  indicated  to 
the  end  that  the  component  county  societies  will 
become  an  active  integral  part  of  the  legislative 
program;  therefore  be  it 

“ Resolved , that  this  matter  be  referred  to  the 
Council  for  consideration  and  institution  of  such 
measures  as  will  make  our  legislative  program  an 
outstanding  success.” 

Your  Reference  Committee  recognizes  the  in- 
creasing cost  of  the  Annual  Conferences  of  the 
County  Legislative  Chairmen.  However,  it  feels 
that  the  expenditure  of  a reasonable  amount  of  the 
Society’s  funds  is  necessary  and  valuable  if  by 
judicious  use  of  the  monies  the  Committee  can 
properly  present  and  influence  favorable  legislation. 
Undoubtedly  the  amounts  spent  by  opponents  of  the 
medical  profession  arc  many  times  what  we  spent 
for  our  Legislative  Committee.  It  certainly  be- 


hooves the  chairman  of  each  County  Legislative 
Committee  to  take  a keen  interest  in  his  position  and 
usefulness  to  good  medical  legislation. 

These  problems  should  definitely  be  referred  to 
the  Council  for  advice  and  action.  Your  Reference 
Committee  approves  of  this  resolution.  I so  move. 

Dr.  A.  W.  Martin  Marino,  Kings:  I second  it. 

Speaker  And  resen:  It  has  been  regularly  moved 
and  seconded  that  this  resolution  be  approved.  Is 
there  any  discussion? 

Dr.  Homer  J.  Knickerbocker,  Ontario:  I may 
be  ruled  out  of  order,  I don’t  know. 

Our  Legislative  Program  is  not  accomplishing 
what  it  should.  Lmless  it  can  be  better  supported,  it 
might  as  welkbe  abandoned,  save  the  cost,  surrender 
to  the  chiropractors  and  all  the  other  cults,  let  them 
have  it,  lock,  stock,  and. barrel;  admit  we  do  not 
care  enough  about  what  happens  to  put  forth 
sufficient  effort  to  save  our  necks. 

This  is  not  the  fault  of  the  State  Society’s  Legisla- 
tive Committee  nor  the  executive  officer  in  Albany. 
The  trouble  lies  in  the  county  societies  and  their 
legislative  committees.  Figures  presented  by  Dr. 
Hannon  at  the  Legislative  Committee  Chairmen’s 
Conference  indicated  that  he  received  less  than  20 
per  cent  answers,  for  or  against  bills  he  sent  out  for 
comment.  Of  these,  2 per  cent  had  no  opinion. 
Approximately  77  per  cent  of  the  county  legislative 
committees  made  no  reply. 

With  such  a showing  it  is  no  wonder  that  the 
members  of  the  Legislature  give  us  the  brushoff. 

How  can  this  be  remedied?  Reorganize  the  dis- 
trict branches;  if  necessary,  redistrict  the  whole 
State.  Have  each  district  employ  a full-  or  part- 
time  executive  officer,  working  with  the  State  execu- 
tive officer  and  the  Council.  Have  him  contact  the 
county  societies  in  his  district  thoroughly  and  often. 
Bring  the  affairs,  projects,  and  desires  of  the  state 
societies  to  the  county  level.  In  this  way  interest 
can  be  created  and  inadequacies  corrected.  In  other 
words,  take  our  problems  to  the  grassroots  and  listen 
for  the  echoes.  Keep  eternally  at  it  until  we  have 
what  we  should  have,  not  only  along  legislative 
lines,  but  along  other  lines  of  effort. 

The  time  has  passed  when  “Let  George  do  it” 
suffices.  We  must  interview  George  personally  and 
see  that  he  acts  as  he  should.  That  costs  money. 
Where  is  it  coming  from?  Let  each  district  levy  an 
assessment  either  direct  or  through  the  county  so- 
cieties. Give  them  a free  dinner  at  the  meetings. 
Use  the  remainder  for  the  program. 

There  is  an  old  saying  that  the  way  to  a man’s 
heart  is  through  his  stomach.  Feed  the  brutes,  and 
watch  them  flock  to  the  cause.  Until  something  of 
this  kind  can  be  developed,  may  I present  a further 
suggestion:  If  every  delegate  to  this  meeting  will  go 
home,  contact  at  least  one  legislative  representative 
from  his  area,  explain  to  him  that  the  Medical 
Society  of  the  State  of  New  York  is  devoted  to  the 
health  and  welfare  of  the  people  as  much  as  its  own, 
we  will  get  somewhere.  Tell  the  legislators  that 
next  year  we  will  introduce  another  bill  aimed  at  the 
elimination  of  all  kinds  of  quacks,  and  solicit  their 
interest  and  support  of  measures  sponsored  by  and/ 
or  approved  by  this  Society.  If  each  of  you  will  do 
this,  it  will  be  of  great  help  in  laying  the  foundation 
for  better  success  in  the  legislature  than  we  have 
heretofore  been  accustomed  to. 

....  The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . . 

Section  115.  ( See  37) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  IX:  Partnership  and  Group  Practice 
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Dr.  Andrew  A.  Eggston,  Westchester:  I have 
here  two  resolutions  that  were  introduced  by-  Dr. 
Aaron  Ivottler,  but  he  had  the  titles  of  them  mixed 
up,  so  in  our  writing  them  up  we  had  to  rearrange 
them.  One  was  on  group  practice  and  the  other  was 
on  x-ray,  but  he  had  the  title  of  the  x-ray  one  on  the 
group  practice,  and  the  title  of  the  group  practice  on 
the  x-ray.  In  presenting  these  resolutions,  it  is  up  to 
the  person  who  presents  them  to  see  they  are  done  in 
the  proper  way,  or  at  least  I think  it  should  be. 

On  the  one  that  we  changed  the  title  from  “X-Ray 
as  a Practice  in  Medicine”  to  “Partnership  and 
Group  Practice,”  it  reads: 

“Whereas,  the  New  York  State  Legislature 
enacted  Senate  Introductory  740  Pfinting  2142  in 
the  1947  Legislature  which  is  now  a chapter  of  the 
laws  of  1947  of  the  State  of  New  York;  and 
“Whereas,  said  law  amends  the  Education  Law 
in  relation  to  the  practice  of  medicine  by  physi- 
cians as  partners  and  permits  the  pooling  of  fees 
and  monies  for  medical  services  by  the  members  of 
the  partnership  or  group  and  employes  of  such 
partnerships  or  groups;  and 

“Whereas,  said  bill  does  not  specify  or  limit 
the  number  of  partnerships  or  groups  to  which  an 
individual  physician  may  belong;  and 

“Whereas,  under  the  present  bill,  a physician 
might  be  a member  of  more  than  one  group  and  use 
this  as  a subterfuge  for  the  division  of  fees,  and 
also  create  a situation  where  said  member  of  more 
than  one  partnership  might  be  tempted  to  render 
services  for  less  than  the  agreed  fee  among  the 
group;  and 

“Whereas,  said  bill  permits  a division  of  the 
fees  with  an  employe  who  does  not  necessarily 
have  to  be  a physician  under  the  terms  of  the  bill; 
therefore  be  it 

“Resolved,  that  we  request  that  legislation  be 
introduced  in  the  1949  session  of  the  New  York 
State  Legislature  amending  the  recently  enacted 
law  concerning  group  practice  or  partnership,  and 
incorporating  therein  provisions  or  amendments 
to  correct  the  foregoing  objections.” 

Your  Reference  Committee  recommends  that  this 
resolution  be  submitted  to  the  Council  for  action  be- 
fore the  1949  legislative  session. 

Dr.  Edwin  A.  Griffin,  Kings:  I second  the 
motion. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . . 

Section  116.  (See  36) 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  IX:  X-Ray  as  a Practice  in  Medicine 

Dr.  Andrew  A.  Eggston,  Westchester:  This  is  the 
second  resolution  submitted  by  Dr.  Kottler,  and  it 
refers  to  x-ray  as  a practice  in  medicine: 

“Whereas,  a bill  to  amend  Section  1250  of  the 
Education  Law  of  the  State  of  New  York  in  rela- 
tion to  practice  x-ray  diagnosis  and  treatment 
and  treatment  by  radium  was  introduced  in  the 
1947  legislature,  which  bill  was  not  passed;  there- 
fore be  it 

“ Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  request  that  a bill  be  intro- 
duced in  the  New  York  Legislature  in  1949  as 
follows: 

‘X-ray  diagnosis  means  that  method  of 
medical  practice  in  which  demonstration  and 
examination  of  the  normal  and  abnormal  struc- 
tures, parts  of  function  of  the  human  body  are 


made  by  use  of  x-rays,  and  any  person  who  holds 
himself  out  to  diagnose  or  able  to  make  or  makes 
any  interpretation  or  explanation  by  word  of 
mouth,  writing  or  otherwise,  of  the  meaning  of  a 
fluoroscopic  or  registered  shadow  or  shadows  of 
any  part  of  the  human  body  made  by  the  use  of 
x-rays,  and  also  the  use  of  x-rays  or  radium  for 
the  treatment  of  any  human  ailment,  shall  be 
deemed  to  be  engaged  in  the  practice  of  medi- 
cine within  the  meaning  of  this  article,  and 
Section  1262  as  follows:  The  provision  of  this 
article  shall  be  deemed  to  prohibit  the  practice 
of  x-ray  diagnosis,  x-ray  therapy,  or  radium 
therapy,  as  defined  in  subdivision  7A  of  Section 
1250  of  this  chapter,  by  any  person  other  than  a 
person  licensed  as  a physician,  a dentist,  an 
osteopath,  or  a podiatrist.’ 

Be  it  further 

“Resolved,  that  the  Medical  Society  of  the 

State  of  New  York  actively  work  for  the  passage  of 

this  bill  in  the  Legislature  during  the  year  of 

1949.” 

Your  Reference  Committee  approves  of  this  reso- 
lution. I so  move. 

Dr.  A.  W.  Martin  Marino,  Kings:  I second  the 
motion. 

Dr.  Thomas  M.  D’Angelo,  Queens:  Do  I infer 
from  that  that  the  maker  of  the  resolution  is  trying 
to  make  a bill  of  that,  which  the  Council  will  in  some 
way  or  another  have  to  implement,  and  that  if  the 
Council  changes  a word  of  that,  as  a result  of  its 
deliberations  with  the  legislators,  they  are  going  to 
be  censured?  Here  is  an  individual  trying  to  write 
a bill.  I think  the  whole  thing  should  be  dis- 
approved. 

Dr.  William  Klein,  Bronx:  I move  it  be  dis- 
approved. 

Dr.  D’Angelo:  I move  it  be  tabled. 

Dr.  Edwin  A.  Griffin,  Kings:  I second  the 
motion  to  table. 

Dr.  Aaron  Kottler,  Kings:  Dr.  D’Angelo  spoke, 
then  he  makes  a motion  to  table.  You  cannot  speak 
on  a motion  to  table.  According  to  parliamentary 
law  all  he  can  do  is  to  ask  for  the  previous  question 
on  the  motion  to  table,  but  he  cannot  speak  and 
make  a motion  to  table  at  the  same  time. 

Dr.  D’Angelo:  I made  my  motion  after  I dis- 
cussed it.  I did  not  make  my  motion  to  table  be- 
fore. 

Dr.  Kottler:  But  that  is  out  of  order.  That  is 
against  parliamentary  procedure. 

Chorus:  No. 

Speaker  Andresen:  The  other  way  around  it 
would  be,  but  this  way  it  is  in  order. 

Dr.  William  Klein:  I moved  we  disapprove,  and 
then  he  said  I move  to  table. 

Dr.  D’Angelo:  The  motion  to  disapprove  was 
not  seconded. 

Dr.  Kottler:  I wcfuld  like  to  be  heard. 

Dr.  D’Angelo:  To  facilitate  matters  I will  with- 
draw my  motion  to  table. 

Dr.  Kottler:  I have  nothing  to  say  about  this, 
as  long  as  Dr.  D’Angelo  withdraws  his  motion  to 
disapprove  this  resolution. 

I am  not  attempting  to  write  a bill.  This  bill  was 
written  in  1947  by  Assemblyman  Clancy,  and  I am 
trying  now  to  reintroduce  that  bill  with  certain 
corrections  that  caused  the  defeat  of  that  bill  in  1947. 

Dr.  Leo  F.  Schiff,  Clinton:  I think  we  could 
settle  this  in  a moment  if  we  were  so  minded,  and  I 
am  going  to  ask  the  chairman  of  the  Reference  Com- 
mittee if  he  does  not  feel  that  this  would  be  a fitting 
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way  to  do  it:  to  give  this  subject  matter  with  the 
approval  of  the  Committee  in  principle  and  refer  it 
to  the  Council  for  action? 

Speaker  Andresen:  Do  you  accept  that? 

Dr.  Eggston:  I accept  that. 

Dr.  Stephen  It.  Monteith,  Rockland:  I second 
it. 

Speaker  Andresen  : The  motion  is  to  approve  in 
principle  and  refer  to  the  Council  for  action.  Is 
there  any  further  discussion? 

....  The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . . 

Section  117.  (See  IS,  55) 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  IX:  Supplementary  Report  of  Council, 
Economics — Amendment  to  Education  Law,  Section 
6501 

Dr.  Andrew  A.  Eggston,  Westchester:  This  is 
the  last  one.  This  was  marked  “Economics”  but  it 
was  handed  to  the  Legislative  Committee,  and  I 
will  read  it  to  you: 

“As  a result  of  Report  of  Reference  Committee 
on  New  Business  B of  the  1947  House  of  Delegates, 
a resolution  concerning  conditions  governing  the 
relationship  between  the  hospitals  and  specialists 
of  laboratory  medicine  in  the  State  was  referred 
by  the  Council  to  a Subcommittee  of  the  Eco- 
nomics Committee.  This  Subcommittee  con- 
ferred with,  and  had  correspondence  with,  repre- 
sentatives of  the  Joint  Council  of  Pathologists, 
Radiologists,  Anesthesiologists,  and  Physical 
Therapy  Physicians.  That  body  has  recom- 
mended an  amendment  of  the  Education  Law  as 
follows: 

‘Education  Law 

‘Section  6501.  Definition. 

‘4.  The  practice  of  medicine  is  defined  as 
follows:  A person  practices  medicine  within 
the  meaning  of  this  article,  except  as  hereinafter 
stated,  who  holds  himself  out  as  being  able  to 
diagnose,  treat,  operate  or  prescribe  for  any 
human  disease,  pain,  injury,  deformity  or 
physical  condition,  and  who  shall  either  offer  or 
undertake,  by  any  means  or  method,  including 
the  use  and  interpretation  of  radiographs, 
fluoroscopic  observations,  prescription  and  ad- 
ministration of  radiation  therapy,  examination  of 
human  tissues  or  fluids,  physical  therapy  proce- 
dures, and  anesthesiology,  to  diagnose,  treat, 
operate,  or  prescribe  for  any  human  pain,  in- 
jury, deformity,  or  physical  condition.’  (Itali- 
cized phrases  are  new  matter.) 

“Your  Subcommittee  recommends  that  the 
House  of  Delegates  authorize  the  Council  to  re- 
quest members  of  the  1949  New  York  State 
Legislature  to  amend  the  Education  Law  as 
above  specified.” 

This  was  signed  by:  J.  Stanley  Kenney,  M.D., 
Madge  C.  L.  McGuinness,  M.D.,  Theodore  J. 
Curphey,  M.D.,  Harold  C.  Kelley,  M.D  Ross 
Golden,  M.D.,  M.  J.  Fein,  M.D.,  and  Walter  W. 
Mott,  M.D.,  Chairman. 

Your  Reference  Committee  approves  of  this 
amendment  to  the  Education  Law  in  principle.  I so 
move. 

Dr.  Edwin  A.  Griffin,  Kings:  I second  the 

motion. 

Dr.  Harry  Aranow,  Councilor:  Mr.  Speaker, 
Ladies  and  Gentlemen,  it  is  getting  late,  and  we  are 
apt  to  pass  through  legislation  which  is  going  to  be 


very  damaging  or  resolutions  that  are  not  proper. 
This  is  the  nastiest  thing  that  has  been  proposed  so 
far  today.  The  Medical  Practice  Act  of  New  York 
State  is  considered  the  best  medical  practice  act  in 
the  country.  It  took  us  a long  time  to  be  able  to  get 
it  passed  through  the  Legislature.  I see  Dr.  Van 
Etten  here,  and  he  will  tell  you  what  a long  time  it 
really  was.  I know,  for  I had  something  to  do  with 
getting  it  over  at  that  time.  You  would  never  dare 
to  open  it  without  dire  consequences.  This  thing 
would  split  it  wide  open  and  take  the  heart  out  of  it. 
The  definition  of  Medical  Practice  as  now  contained 
therein  is  excellent.  It  covers  every  specialty.  It 
covers  obstetrics;  it  covers  gynecology;  it  covers 
x-ray;  it  covers  anesthesiology.  Everything  is  in- 
cluded in  the  definition  as  it  is  now.  As  soon  as  you 
begin  to  include  the  different  denominations  you 
weaken  it.  By  the  way,  when  they  are  putting  in 
these  specialties,  there  is  nothing  to  prevent  them  to 
put  in  naturopathy — just  one  word — and  the  whole 
bill  is  dead. 

I am  firmly  opposed  to  anything  that  will  split  the 
Medical  Practice  Act  wide  open  the  way  this  is  pro- 
posed. Jt  is  one  of  the  most  dangerous  things  we 
have  suggested  yet.  If  they  want  bills  to  legalize 
x-ray,  or  pathology,  or  whatever  it  is,  let  them  draw 
up  the  bill  and  give  it  to  us,  and  we  will  be  glad  to  in- 
troduce it. 

Dr.  James  F.  Rooney,  Trustee:  I just  wanted  to 
add  my  word  of  approval  to  what  Dr.  Harry 
Aranow  has  just  said.  That  is  what  all  the  quacks 
are  waiting  for  is  for  us  to  start  to  amend  the  initial 
paragraph  in  the  Medical  Practice  Act,  which  is  the 
definition  of  medicine.  At  that  very  moment  there 
will  be  motions  by  chiropractors,  naturopaths,  ceno- 
paths,  and  the  rest.  You  can  wreck  the  bill  if  you 
force  the  Council  and  force  the  Legislative  Com- 
mittee to  introduce  this  thing. 

I feel  we  should  not  attempt  to  meddle  with  this  at 
present,  and  I am  going  to  move  as  a reference  that 
t he  whole  matter  be  referred  to  the  Council  for  such 
necessary  and  appropriate  action  as  they  desire  to 
take. 

Speaker  Andresen:  Do  you  want  to  delete  the 
approval  in  principle  that  they  recommend,  and  in- 
stead just  refer  it  to  the  Council? 

Dr.  Rooney:  I will  not  even  delete  that,  Mr. 
Speaker.  I will  refer  the  whole  matter  to  the 
Council  for  necessary  and  appropriate  action. 

Dr.  William  Klein,  Bronx:  I second  it. 

Dr.  Madge  C.  L.  McGuinness,  New  York:  Mr. 
Speaker  and  fellow  sufferers,  I don’t  understand 
why,  just  because  we  wish  to  define  what  is  the 
practice  of  radiotherapy  and  what  is  the  practice  of 
pathology,  this  should  be  treated  like  dynamite. 
What  is  the  matter?  Do  we  really  amount  to  any- 
thing? Is  the  Medical  Practice  Act  for  us  and  for 
the  welfare  of  the  public,  or  is  it  just  to  give  us  a 
ball  to  throw  around? 

We  have  been  trying  to  get  some  recognition. 
Instead,  the  gentlemen  here  talk  like  the  hospital 
superintendents  who  say  we  are  nothing  but  a lot  of 
hospital  hirelings  and  have  no  rights  except  as  they 
give  them  to  us. 

After  all,  are  we  specialists  or  not?  Most  of  us 
have  our  boards.  Are  we  physicians  or  aren’t  we? 
We  have  had  to  be  trained  as  physicians,  and  then 
we  take  up  these  specialties.  If  it  were  any  other 
specialty,  everybody  would  be  on  their  feet.  I do 
not  see  why  we  four  specialties  are  treated  as  we  are. 
We  are  physicians,  and  we  do  a good  deal  of  work  in 
the  hospitals,  yet  mostly  it  is  the  men  in  the  other 
specialties  who  are  opposed  to  us.  I don’t  under- 
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stand  that,  and  I can’t  understand  Dr.  Aranovv’s  idea 
that  we  are  going  to  pull  the  Medical  Practice  Act  to 
pieces  by  including  these  four  specialties  as  the 
practice  of  medicine.  I don’t  understand  why  Dr. 
Rooney  feels  that  way  either.  You  will  have  to  tell 
us  something  better  than  that.  Truly,  any  radiolo- 
gist knows  what  he  has  to  put  up  with,  any  patholo- 
gist knows  what  he  has  to  put  up  with,  and  as  for 
anesthesiology,  they  have  been  through  enough 
trouble.  As  for  physical  medicine,  we  are  the  worst 
off  of  the  lot. 

Mr.  Speaker,  I object  very  strenuously  to  the  way 
this  ’till  is  being  treated. 

Dit.  Nathan  B.  Van  Etten,  Past  President:  Mr. 
Speaker  and  members  of  the  House,  it  took  us  eight 
years  to  write  the  Medical  Practice  Act.  Over  and 
over  again  we  took  out  various  parts  during  this 
procedure,  and  finally  we  were  able  with  the  as- 
sistance of  a very  strong  committee  of  this  body,  in 
association  with  the  New  York  Society  of  Medical 
Jurisprudence,  very  eminent  lawyers  and  judges  who 
gave  this  very  clear  and  careful  attention,  to  get  it 
through.  As  a matter  of  fact,  not  one  step  in  that 
Medical  Practice  Act  was  created  without  the  specific 
advice  of  a very  distinguished  lawyer.  We  also  had 
the  clear  mind  of  one  of  the  greatest  governors  in 
New  York,  Mr.  Alfred  E.  Smith,  without- jvhom  the 
Medical  Practice  Act  would  not  have  been  enacted. 

Let  us  not  try  any  monkeying  with  the  Medical 
Practice  Act.  I believe  very  strongly  that  these 
specialties  should  be  defined.  I am  very  much  in- 
terested in  that.  We  are  up  against  that  problem  all 
of  the  time.  I want  very  definite  definitions  of  these 
specialists.  They  are  practitioners  of  medicine,  and 
they  are  specialists,  and  they  should  be  taken  care  of, 
but  you  must  be  exceedingly  careful  what  you  do,  if 
you  attempt  anything  at  the  present  time  that 
amends  the  Medical  Practice  Act  of  the  State  of 
New  Yrork,  which  is  the  best  in  the  country. 

Dr.  Theodore  J.  Curphey,  Nassau:  Despite  the 
lateness  of  the  hour  I feel  that  it  devolves  upon  me  to 
discuss  this  motion.  I happen  to  be  the  President  of 
the  American  Society  of  Clinical  Pathologists  this 
year  and  of  course  a member  of  the  House  of  Dele- 
gates. We  feel  very  strongly  about  this  matter. 
Many  of  us  have  discussed  it  in  the  hospital,  in  the 
back  rooms,  and  where  have  you.  There  is  a very 
definite  question  as  to  how  the  matter  should  be 
approached.  I admit  that  at  the  start  of  my  indoc- 
trination with  the  House  here,  I was  entirely  in 
favor  of  the  approach  that  this  motion  specifies  on 
the  question  of  legislation  giving  recognition  of  the 
specialties.  After  having  knocked  around  with  Dr. 
Aranow  and  learned  a few  of  the  tricks  of  the  legisla- 
tive approach,  I still  feel  as  strongly  as  I did  about 
the  question,  but  I question  seriously  whether  we 
can  gain  our  desired  ends  by  means  of  legislation. 
Recently,  it  has  been  my  studied  opinion  that  it 
would  be  much  better  in  the  interests  of  medicine 
first,  and  certainly  that  of  the  four  specialties,  that 
the  organized  medical  group  consider  our  problem 
seriously  and  attempt  to  include  us  in  their  delibera- 
tions in  these  matters  that  concern  our  destinies. 
I am  not  so  certain  it  might  not  concern  yours  in  the 
near  future,  especially  if  this  matter  of  socialized 
medicine  comes  in.  I think  that  is  happening.  I 
think  the  mere  fact  that  as  years  go  on  the  members 
of  the  four  specialties  are  being  registered  by  their 
county  medical  societies  as  having  something  to  con- 
tribute to  organized  medicine,  and  as  we  are  being 
sent  in  greater  numbers  to  the  House  of  Delegates 
is  something.  I feel  as  Dr.  McGuinness  does  that 
time  is  running  out,  but  apparently  none  of  these 


problems  can  be  settled  by  any  hurried  approach.. 
It  appears  that  it  is  necessary  to  have  long  patience,, 
but  I want  to  say  this,  gentlemen,  that  while  the 
grass  grows  the  horse  starves. 

Dr.  Abraham  Koplowitz,  Kings:  I would  like: 
to  be  recognized,  Mr.  Speaker. 

Speaker  Andresen:  The  motion  is  to  refer  this: 
whole  matter  to  the  Council  for  action.  Have  you. 
anything  to  add  to  that  motion  to  refer? 

Dr.  Ivopeowitz:  Well,  yes,  some  little  instruction 
to  them.  It  seems  to  me  that  this  resolution  cover- 
ing something  that  I have  been  hearing  now  for  the 
last  fifteen  or  twenty  years  is  going  to  accomplish 
nothing.  Why  not  face  the  facts  as  we  know  them? 
What  we  don’t  like  is  hospitals  hiring  these  people, 
and  not  allowing  them  to  practice.  That  is  not 
going  to  be  changed  by  any  legislation.  They  are 
recognized  now.  When  they  hire  a pathologist, 
they  know  it  is  a doctor.  When  they  hire  an  anes- 
thetist, they  know  it  is  a doctor.  Our  fight  is  to  stop 
them  from  hiring  these  men,  and  letting  them  prac- 
tice as  the  rest  of  the  profession  do.  The  legislation 
is  entirely  inadequate  and  will  never  reach  it  but 
may  do  harm  as  has  been  expressed. 

....  The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  carried.  . . . 

Dr.  Eggston:  That  is  all.  I want  to  thank  you 
all  for  your  very  kind  treatment.  (Applause) 
Speaker  Andresen:  Thank  you,  Dr.  Eggston. 

I owe  Dr.  Eggston  an  apology.  I hope  that  the 
Speaker  next  year  will  not  refer  so  much  to  one  man 
as  we  did  to  him  this  year.  I think  he  deserves  great 
credit  for  what  he  has  accomplished. 

I promised  Dr.  Givan  to  listen  to  his  report  on 
Maternal  and  Child  Welfare  tonight. 

Section  118.  (See  10) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  II:  Maternal  and  Child  Welfare 

Dr.  Thurman  B.  Givan,  Kings:  Mr.  Speaker 
and  members  of  the  House,  there  were  referred  to 
our  Committee  some  activities  of  your  Child  Welfare 
Committee  during  the  past  year. 

At  the  request  of  the  New  York  State  Department 
of  Health  a meeting  of  the  Subcommittees  on  Ma- 
ternal and  Child  Welfare  was  held  in  New  York  City 
on  October  21,  1947.  Members  of  the  Council  Com- 
mittee on  Public  Health  and  Education,  some  of  the 
officers  of  the  Medical  Society  of  the  State  of  New 
York,  and  representatives  of  the  State  Department 
of  Health  were*also  present.  At  this  meeting  the 
statement  prepared  by  the  New  York  State  Depart- 
ment of  Health  regarding  proposed  pediatric  consul- 
tation services  was  considered,  as  was  the  plan  of  the 
Department  to  have  available  obstetric  films  for 
postgraduate  medical  education. 

On  November  12,  1947,  a meeting  of  the  Subcom- 
mittee on  Child  Welfare  was  held.  At  this  meeting 
the  following  statement  prepared  by  the  New  York 
State  Department  of  Health  was  approved  by  the 
committees: 

Statement  Regarding  Proposed  Pediatric  Consultation 
Services 

The  Medical  Society  of  the  State  of  New  York 
and  the  New  York  State  Department  of  Health 
agree  on  the  principle  that  adequate  pediatric  con- 
sultation services  should  be  available  to  general 
practitioners.  Such  pediatric  consultation  serv- 
ices are  primarily  a technic  of  graduate  education 
which  will  in  the  long  run  improve  the  quality  of 
medical  care  to  all  the  children  of  the  State.  As 
such,  it  is  of  concern  to  the  two  organizations  issu- 
ing this  statement. 
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Private  practitioners  should  be  encouraged  to 
make  greater  use  of  pediatric  consultation  serv- 
ices. For  patients  who  cannot  obtain  the  needed 
consultation  services,  including  indicated  labo- 
ratory and  x-ray  examinations,  such  . services 
should  be  made  available  to  general  practitioners 
through  the  instrumentality  of  the  public  health 
program  on  a regional  basis  radiating  from  a pediat- 
ric center.  Inasmuch  as  technics  for  providing 
such  services  have  not  been  developed  in  detail,  it 
is  proposed  that  a pediatric  consultation  program 
be  instituted  in  a single  region  of  the  State  on  an 
experimental  basis.  Buffalo  region  has  been  se- 
lected for  this  experiment. 

In  the  development  of  pediatric  consultation 
services,  major  emphasis  should  be  placed  upon 
consultations  for  groups  of  patients  in  such  loca- 
tions that  the  needed  laboratory  and  x-ray  exami- 
nations may  be  readily  provided.  The  referring 
physician  is  required  and  other  physicians  are  en- 
couraged to  attend  the  group  consultation.  In 
connection  with  such  group  consultations,  teach- 
ing conferences  and  other  educational  devices 
should  be  arranged  for  the  pediatric  consultant. 
In  view  of  the  varying  circumstances  in  each  case, 
the  referring  physician  must  be  the  individual  to 
determine  if  pediatric  consultation  service,  includ- 
ing indicated  laboratory  and  x-ray  examinations, 
is  otherwise  available  to  his  patient. 

Indiyidual  consultations  by  pediatricians  have 
been  provided  to  a limited  extent  as  part  of  the 
public  health  program  for  many  years.  No 
change  in  policy  in  this  regard  is  proposed. 

At  this  meeting  qualifications  and  duties  of  con- 
sultant obstetrician  and  consultant  pediatrician  of 
the  Division  of  Maternal  and  Child  Health  of  the 
New  York  State  Department  of  Health  were  con- 
sidered and  the  Committees  will  assist  the  De- 
partment in  finding  specialists  to  fill  these  posi- 
tions. 

Your  Reference  Committee  recommends  the  ac- 
ceptance of  this  report,  and  I so  move. 

Dr.  Peter  J.  Di  Natale,  Genesee:  I second  the 
motion. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . . 

Dr.  Givan:  At  the  request  of  the  New  York  State 
Department  of  Health  a meeting  of  the  Committee 
on  Child  Welfare  was  held  in  New  York  City  on 
January  14,  1948.  The  Baby  Book,  a publication  of 
the  New  York  State  Department  of  Health,  was  re- 
viewed and  the  Committee  made  suggestions  for 
changes. 

The  Department  will  include  the  following  para- 
graph in  the  section  on  “Acknowledgments”  at  the 
end  of  the  book:  “The  Council  Committee  on  Pub- 
lic Health  and  Education,  the  Subcommittee  on 
Child  Welfare,  and  other  representatives  of  the  Medi- 
cal Society  of  the  State  of  New  York  have  reviewed 
the  Baby  Book  and  made  many  valuable  suggestions. 
They  approved  the  use  of  the  Baby  Book  for  general 
public  health  education  in  New  York  State.” 

Your  Reference  Committee  recommends  the  ac- 
ceptance of  this  report,  and  I so  move. 

Dr.  Edwin  A.  Griffin,  Kings:  I second  the  mo- 
tion. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . . 

Dr.  Givan:  Next  is  the  Supplementary  Report 
concerning  Child  Welfare: 

A meeting  of  the  Subcommittee  on  Child  Welfare 
was  held  on  March  10,  1948,  in  New  York  City  to 
discuss  school  health  services  in  the  State  Depart- 


ment of  Education.  The  matter  of  most  concern  is 
securing  a sufficient  number  of  qualified  physicians 
for  full-time  positions  in  the  service.  A considerable 
number  of  suggestions  for  improvement  fn  securing 
applicants  have  been  submitted  to  the  State  Educa- 
tion Department. 

Another  meeting  of  the  Subcommittee  on  Child 
Welfare  was  held  in  New  York  City  on  April  6, 
1948,  to  discuss  payment  of  consultation  fees  to 
specialists  and  general  practitioners  for  services 
rendered  to  the  Department  and  also  a schedule  of 
fees  for  laboratory  procedures.  These  fee  schedules 
were  given  general  approval  with  the  understanding 
that  some  changes  may  be  recommended  later. 

Your  Reference  Committee  recommends  the  ap- 
proval of  the  conclusions  of  your  Subcommitttee  on 
Child  Welfare,  namely,  to  obtain  better  school  health 
services  by  securing  a sufficient  number  of  well- 
qualified  physicians  for  this  service  by  paying  them 
an  adequate  fee  for  services. 

I move  the  adoption  of  this  portion  of  the  report. 
Dr.  William  J.  Orr,  District  Delegate:  I second 
it. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote,  and  was  unanimously  carried.  . . . 

Section  119 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  II:  Diversion  of  Federal  Funds  for  Pediatric 
Undergraduate,  Graduate,  and  Postgraduate  Edu- 
cation 

Dr.  Thurman  B.  Givan,  Kings:  The  following 
resolution  was  introduced  by  Dr.  William  J.  Orr,  of  the 
Eiguth  District  Branch,  Medical  Society  of  the  State 
of  New  Yrork: 

“Whereas,  the  American  Academy  of  Pedi- 
atrics has  now  concluded  a complete  two  and  one- 
half  year  survey  of  pediatric  education  in  all  of  the 
approved  medical  schools  and  the  pediatric  de- 
partments of  all  hospitals  and  of  all  other  child 
Health  services,  including  the  care  rendered  by  pri- 
vate physicians,  state  by  state  and  county  by 
county  throughout  the  United  States; 

“Whereas,  this  survey  places  the  American 
Academy  of  Pediatrics  in  a unique  position  of 
knowing  the  facts  related  to  the  needs  of  child 
health  services; 

“Whereas,  the  Executive  Board  of  the  Ameri- 
can Academy  of  Pediatrics  has  come  to  the  con- 
clusion that  the  first  and  most  fruitful  approach 
toward  a national  program  for  the  improvement 
of  child  health  must  be  predicated  upon  increasing 
and  strengthening  the  teaching  of  pediatrics  at 
the  undergraduate,  graduate,  and  postgraduate 
leyels  for  general  practitioners  and  pediatricians; 

“Whereas,  a program  for  strengthening  pedi- 
atric education  will  increase  teaching  budgets  of 
medical  schools  and  pediatric  departments  of  hos- 
pitals, which  even  now  do  not  have  adqeuate 
financial  support; 

“Whereas,  the  Executive  Board  of  the  Ameri- 
can Academy  of  Pediatrics,  after  due  deliberation 
as  to  the  availability  of  possible  private  sources  of 
revenue,  has  taken  under  consideration  the  use  of 
Federal  funds  to  assist  these  schools  and  hospitals 
in  a program  designed  to  further  pediatric  edu- 
cation; 

“Whereas,  to  this  proposal  for  Federal  funds 
has  been  added  the  requisite  that  such  funds  be  al- 
lotted according  to  the  judgment  of  nine  repre- 
sentative pediatricians  and  without  interference 
with  the  policies  or  internal  affairs  of  the  institu- 
tions concerned; 
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“Whereas,  the  Executive  Board  of  the  Ameri- 
can Academy  of  Pediatrics  proposes  to  submit  to 
the  Congress  a constructive  program  for  child  wel- 
fare based  upon  the  findings  of  its  survey,  having 
thus  gathered  together  the  pertinent  facts  pertain- 
ing to  child  care  and  pediatric  education;  there- 
fore be  it 

“ Resolved , that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  approve 
the  recommendation  of  the  Executive  Board  of 
the  American  Academy  of  Pediatrics  that  Federal 
grants,  such  as  are  now  available  in  other  fields  of 
medicine,  be  provided  for  training  in  the  medical 
care  and  health  supervision  of  children; 

11  Resolved,  further  that  this  resolution  be  intro- 
duced at  the  meeting  of  the  House  of  Delegates  of 
the  American  Medical  Association  in  June,  1948.” 

Your  Reference  Committee  approves  this  resolu- 
tion for  the  following  reasons: 

1.  It  is  an  effort  to  direct  Governmental  expendi- 
ture in  support  of  medical  education,  rather  than 
medical  care. 

2.  It  offers  an  opportunity  to  develop  a program 
in  which  federal  funds  for  education  are  expended 
only  on  approval  of  a council  representing  organized 
medicine. 

3.  The  structure  of  this  proposal  is  one  that 
readily  fits  into  an  adequately  safeguarded  program 
in  support  of  medical  education  in  general. 

I move  the  acceptance  of  this  report.  The  Com- 
mittee in  deliberating  over  this  quite  at  length  asked 
certain  members  who  have  conducted  this  study 
from  out  of  town  to  sit  with  us,  and  I would  like  to 
have  the  indulgence  of  the  Chair  to  ask  Dr.  John 
Hubbard,  if  he  will,  to  give  a few  statements  in  re- 
gard to  this  subject  of  this  latter  resolution  because 
he  more  than  anyone  else  knows  the  intricacies  of  it. 
He  conducted  the  study  for  the  Academy  of  Pedi- 
atrics. 

Speaker  Andresen:  Dr.  Givan  invited  Dr. 

Hubbard  up  to  the  committee  meeting,  and  we  are 
very  much  pleased  to  have  Dr.  Hubbard  here.  If 
he  would  like  to  make  a few  brief  remarks  at  this 
time,  he  may  do  so. 

Dr.  John  Hubbard:  Mr.  Speaker  and  members 
of  the  House,  I wish  to  thank  you  for  extending  to 
me  the  privileges  of  the  floor.  I promise  you  that 
I will  be  brief  in  deference  to  the  hour.  I think  in  a 
few  moments  I can  correct  some  misapprehensions 
and  perhaps  some  misunderstandings  which  may 
have  come  to  your  attention  in  relation  to  this  meas- 
ure. 

I heard,  for  example,  this  morning  here  at  this 
meeting  for  the  first  time  the  statement  that  the 
Academy  of  Pediatrics  in  one  of  its  reports  stated 
that  90  per  cent  of  general  practitioners  are  not 
qualified  to  care  for  children.  I don’t  think  that 
statement  needs  much  comment  except  to  say  I am 
sure  it  was  never  made.  I certainly  did  not  make  it. 
I don’t  believe  it,  and  I don’t  believe  any  member  of 
the  Academy  believes  it.  I hope,  therefore,  that  one 
can  be  dismissed  as  a rather  absurd  misrepresenta- 
tion of  facts. 

What  we  have  said  is  from  the  factual  information 
we  have  gathered  that  75  per  cent  of  the  care  of 
children  is  in  the  hands  of  the  general  practitioner. 
He  is  the  fellow  that  carries  the  load.  Any  pro- 
gram, therefore,  for  the  improvement  of  child  health 
must  necessarily  depend  upon  the  general  prac- 
titioner. The  findings  of  the  study  of  child  health 
services  are  just  now  coming  to  light.  They  were 
reported  briefly  at  a preliminary  meeting  held  a 
couple  of  weeks  ago  in  Buffalo,  at  which  there  was  in 


attendance  members  of  the  Child  Welfare  Com- 
mittee of  your  State  Medical  Society,  pediatric  re- 
presentatives of  each  of  the  twelve  districts  of  the 
State  Medical  Society,  chairman  of  the  Public 
Health  and  Education  Committee,  and  the  secretary 
of  your  State  Medical  Society. 

One  of  the  findings  of  the  study  which  has  been  of 
most  concern  to  us  comes  from  the  personal  visits  we 
have  made  to  each  of  the  approved  medical  schools 
throughout  the  United  States.  We  are  gravely  con- 
cerned with  the  inadequacies  of  pediatric  education 
and  of  the  inadequacies  of  financial  support  for 
pediatric  education.  We  are  convinced  that  any 
program  for  the  improvement  of  health  services  for 
children  must  begin  at  that  point,  with  strengthening 
of  pediatric  education.  Here  let  me  emphasize  that 
when  we  say  “pediatric  educatioil”  we  do  not  mean 
turning  out  more  pediatricians  or  merely  just  giving 
better  training  to  pediatricians;  we  are  concerned 
with  the  physician  who  is  carrying  the  load  and  is 
caring  for  the  major  part  of  the  children,  who,  as  I 
have  stated,  is  the  general  practitioner.  This  pro- 
gram is,  therefore,  essentially  an  effort  to  strengthen 
the  hand  of  the  general  practitioner  who  is  carrying 
the  load  for  the  medical  care  and  health  supervision 
of  children. 

I wish  to  reiterate  also,  as  was  stated  in  the  reso- 
lution, that  in  the  event  some  measure  for  support  of 
medical  education  in  general  should  be  developed 
favorably — and  we  emphasize  that  word  ’“favor- 
ably”— then  I am  sure  the  American  Academy  of 
Pediatrics  would  be  very  glad  to  have  its  effort 
swing  into  that  general  stream. 

We  are  interested  in  medical  education  in  general. 
We  are  cognizant  of  the  fact  that  any  program  for 
the  improvement  of  medical  education  costs  money. 
We  are  hearing  a good  deal  now  of  the  crisis  that  is 
facing  medical  education.  That  is  not  my  word, 
“crisis.”  Those  of  you  who  may  have  attended  the 
conference  in  February  on  Medical  Education  and 
Licensure  in  Chicago  heard  a great  deal  about  the 
crisis  in  medical  education.  I would  refer  you  to 
several  statements  in  the  Journal  of  the  American 
Medical  Association,  perhaps  particularly  to  the 
May  1 issue,  in  which  there  is  a good  deal  reported 
from  that  February  meeting.  Therefore,  any  pro- 
gram to  support  pediatric  education  or  general  edu- 
cation must  increase  cost.  Hospitals  and  medical 
schools  are  now  facing  increasing  deficits. 

Realizing  these  facts,  we  felt  there  was  no  recourse 
other  than  to  recommend  that  improvement  of  edu- 
cation be  handled  through  Federal  funds,  with  the 
distinct  understanding  that  this  is  something  pro- 
posed by  organized  medicine,  and  that  all  grants  for 
funds  should  be  made  only  upon  the  approval  of  a 
council  which  we  name,  for  lack  of  a better  term, 
Council  on  Pediatric  Education. 

Particularly,  may  I draw  your  attention  to  the 
wording  that  the  recommendation  is  for  Federal 
grants  such  as  are  now  available  in  other  fields  of 
medicine;  that  they  be  provided  also  for  the  training 
in  the  medical  care  and  health  supervision  of 
children.  In  other  words,  there  is  now  being  spent 
under  the  United  States  Public  Health  Service 
$1,000,000  in  teaching  grants,  especially  earmarked 
for  mental  health;  another  $1,000,000  is  being  spent 
in  teaching  under  the  Cancer  Program;  the  Chil- 
dren’s Bureau  is  allocating  through  State  health  de- 
partments approximately  $1,000,000  in  support  of 
teaching  salaries.  These  grants  are  not  being  made 
with  the  approval  of  any  group  representing  or- 
ganized medicine.  We  propose  in  the  further  de- 
velopment of  this  program  these  grants  should  be 
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made  with  the  approval  of  a council  representing 
organized  medicine. 

If  such  a measure  is  conducted  favorably,  I think 
without  question  the  medical  profession  will  have 
taken  a strong  move  toward  the  support  of  medical 
education  rather  than  medical  care. 

I have  been  rather  interested  to  note  that  one  of 
the  sources  of  criticism  which  we  have  received  in 
relation  to  this  program  is  from  those  who  believe 
that  this  program  is  a direct  move  against  compul- 
sory health  insurance. 

Thank  you,  sir! 

Dr.  Thomas  A.  McGoldrick,  Past- President: 
Hardly  any  physician  would  take  exception  to  the 
objects  of  this  report  and  the  statements  made  by 
Dr.  Hubbard  as  the  result  of  his  study  for  the  past 
two  and  one-half  years.  Hardly  any  physician  has 
an  objection  to  the  wider  diffusion  of  knowledge, 
whether  it  is  in  pediatrics  or  in  any  other  branch,  and 
with  all  of  those  objects  and  purposes  of  teaching  in 
the  medical  schools,  better  teaching  in  the  hospitals, 
and  increased  knowledge  obtained  by  the  general 
practitioner,  I would,  with  everybody  else,  be  in  full 
accord.  But  there  is  one  little  point  in  there  that 
with  our  experience  of  the  years  doesvnot  sound  just 
as  smooth  nor  as  sweet  as  it  might  be : the  contribu- 
tion of  the  Federal  Government  to  parts  of  medicine. 

There  may  be  ways  in  which  that  can  be  con- 
trolled, but  the  person  that  gives  the  money  in  ac- 
cordance with  all  of  the  practices  of  the  United 
States  retains  a hold  on  them.  He  advocates  and 
makes  standards.  That  has  beep  true  in  all  of  the'se 
branches,  venereal  disease,  tuberculosis,  and  you  re- 
member what  they  wished  for  neuropsychiatric 
diseases  of  a few  years  ago  when  the  Public  Health 
Service  asked  to  have  the  control  of  the  diagnosis,  the 
treatment,  and  hospital  care  of  all  of  those  cases, 
and  there  were' 51  per  cent  of  all  of  the  beds  in  the 
United  States  occupied  by  neuropsychiatric  cases. 

I am  sure  that  the  United  States  Government  will 
not,  unless  some  new  law  is  enacted,  turn  over  money 
and  let  a council  of  doctors  take  charge  of  the  dis- 
tribution of  it.  They  have  not  as  yet  done  that.  We 
know  what  the  government  is  doing  with  the  doc- 
tors. We  heard  today  about  the  Veterans  Admin- 
istration and  what  is  happening  there  with  the  choice 
of  private  physician,  and  how  it  worked  out  with  the 
abrogation  of  the  authorities. 

Last  April  or  July,  as  our  memories  will  serve, 
$202,000  was  paid  for  medical  services,  and  then  as 
the  new  men  came  along  by  March  of  this  year  the 
total  amount  of  services  rendered  by  the  medical 
profession  as  approved  by  the  Government  directive 
was  $11,000  that  will  be  directed  properly  into  those 
government  channels. 

I feel  that  when  the  Government  is  going  to  give 
money  to  pediatrics  either  in  schools  or  in  methods 
to  educate  the  general  practitioner  or  in  laying  out 
plans  for  improvement  in  hospital  services  and  their 
pediatric  departments  they  will  retain  their  hold  by 
means  of  standardizing  and  directing  and  control 
of  that  money  to  be  taken  from  or  increased  at  any 
time  by  the  Government  itself.  While  in  hearty 
sympathy  with  all  of  the  purposes  and  objects  of  the 
pediatric  department,  I feel  that  unless  there  is  some 
way  in  which  money  may  be  given  for  these  pur- 
poses outright  and  free  and  clear  of  all  government 
control,  which  is  well  nigh  an  impossibility — I 
mean  Federal  Government  control — we  should  not 
approve  of  this  under  those  circumstances. 

Dr.  James  F.  Rooney,  Trustee:  There  is  an  old 
maxim  that  he  who  pays  the  fiddler  calls  the  tune. 
We  have  had  our  experience  with  it,  and  here,  so  far 


as  I know,  is  the  first  time  that  the  medical  profes- 
sion is  going  to  the  Federal  Government  and  saying 
“Give  us  money.”  Our  position  in  opposition  to  all 
of  the  plans  for  the  nationalization  of  medicine  and 
socialization  of  medicine  immediately  is  broken 
down.  Our  argument  breaks  when  we  say  we  come 
asking  for  education,  and  I dread  to  see  the  trend  in 
education,  not  alone  medical  but  national  uniform 
elementary  and  collegiate,  placed  in  the  hands  of  the 
Federal  Government,  which  is  definitely  what  they 
want  to  do.  I have  no  trust  in  any  of  it.  I have  no 
confidence,  particularly  in  the  Social  Security  Ad- 
ministration. 

We  know  what  happened  during  the  war  in  rela- 
tion to  the  obstetric  provisions  put  out  by  the 
Children’s  Bureau.  We  know  exactly  how  false 
statements  were  made  repeatedly  by  the  director  of 
that  Bureau.  We  know  that  constantly,  every  man 
who  has  had  experience — if  Dr.  Kosmak  is  here,  he 
can  state  what  the  experience  was  with  that — knows 
what  happened. 

Gentlemen,  I hope  that  we  will  not.  I would 
much  rather  we  put  on  a begging  campaign  among 
ourselves.  I am  in  favor  of  more  education  of  every 
sort,  but  I am  absolutely  fearful  at  seeing  the  rate  of 
Conversion  of  this  Government  to  a socialized 
totalitarian  government  being  aided  by  ourselves. 

Speaker  Andresen:  Is  there  any  further  dis- 
cussion? 

Dr.  Thomas  M.  D’Angelo,  Queens:  I would  like 
to  ask  a question.  I would  like  to  ask  what  depart- 
ment of  the  Federal  Government  is  going  to  have 
the  power  to  give  out  this  money. 

Speaker  Andresen  : Do  you  want  to  answer  that 
question,  Dr.  Givan? 

Dr.  Givan:  That  has  not  been  determined  as  yet 
because  the  money  has  not  been  asked  for  as  yet. 
In  the  second  place  we  have  hopes  that  it  will  come 
through  the  Educational  Department,  but  there  is 
no  way  of  knowing  that  particular  thing. 

Dr.  Rooney:  May  I ask  another  question?  Is 
this  the  first  time  that  this  resolution  has  been  pre- 
sented to  any  body  of  delegates  of  organized  medi- 
cine? Is  this,  its  presentation  in  this  House,  the 
first  presentation  that  has  been  made  in  the  United 
States  to  organized  medicine? 

Dr.  Givan:  It  is. 

Dr.  D’Angelo:  Since  my  question  was  answered, 
I would  like  to  make  this  motion,  that  since  this 
matter  is  in  a continuous  state  of  flux  I move  that  it 
be  referred  to  the  Council  for  their  study. 

Dr.  Rooney:  I second  the  motion. 

Speaker  Andresen:  The  discussion  now  would 
be  on  the  motion  to  refer  the  matter  to  the  Council 
for  study. 

Dr.  Thomas  F.  McCarthy,  Bronx:  I want  to 
discuss  the  original  motion. 

Speaker  Andresen:  We  are  discussing  the 

motion  to  refer. 

Dr.  McCarthy:  I asked  for  the  floor  before  that 
motion  was  put.  I thought  you  were  going  to 
recognize  me  for  you  were  looking  right  at  me. 

Speaker  Andresen:  If  you  want  to  discuss  the 
motion  to  refer,  please  do  so. 

Dr.  McCarthy:  Speaking  for  the  Bronx  County 
Delegation,  we  are  opposed  to  the  original  motion 
and  we  would  also  be  opposed  to  the  motion  of  re- 
ferral to  the  Council  on  the  basis  that  we  are  op- 
posed to  the  request  for  Federal  interference  in 
education  and  the  allocation  of  funds  from  the 
Federal  Government,  except  with  the  consent  and 
direction  to  the  states  and  the  local  communities  in- 
volved. 


100 


HOUSE  OF  DELEGATES 


[N.  Y.  State  J.  M. 


Secondly,  there  were  a couple  of  other  questions 
asked  which  shed  much  light  on  this  subject,  but 
when  the  speaker  mentioned  organized  medicine,  1 
think  of  organized  medicine,  as  we  do  here,  as  being 
the  American  Medical  Association,  the  state  so- 
cieties and  the  county  societies,  so  we  question 
whether  nine  men  from,  say,  the  Academy  of 
Pediatrics,  are  representatives  of  organized  medicine. 
Therefore,  we  would  even  oppose  the  motion  to  refer 
to  the  Council. 

Dr.  Rooney:  May  I have  the  consent  of  the 
House  for  a moment?  As  I recall  it,  we  were  re- 
quested to  introduce  a resolution  of  this  sort  into  the 
House  of  Delegates  of  the  American  Medical  Associa- 
tion at  their  coming  meeting  with  our  approval  of 
this  plan.  Am  I in  error  in  that? 

Dr.  Givan:  That  is  correct. 

Dr.  Rooney:  Gentlemen,  I still  feel  that  instead 
of  taking  hasty  action  upon  this  thing  that  the 
motion  to  refer  is  absolutely  correct.  I can  assure 
this  House  that'  there  will  be  neither  hasty,  nor  un- 
toward action,  nor  action  in  error,  taken  by  the 
Council  of  your  Society.  I hope  the  motion  to  refer 
will  pass. 

....  The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  carried.  . . . 

Section  ISO 

Report  of  Committee  of  Whole 

Speaker  And  resen:  There  is  one  thing  we  have 
to  do  now.  We  neglected  before  to  get  the  report  of 
the  Committee  of  the  Whole,  which  I am  now  going 
to  ask  for.  I am  going  to  call  on  Doctor  Strohm  to 
report  on  the  Committee  of  the  Whole. 

Vice-Speaker  Strohm:  This  report  will  not  be  in 
detail  for  several  reasons,  but  I will  try  to  sum- 
marize the  work  that  was  done  by  the  Committee  of 
the  Whole. 

The  first  business  taken  up  was  the  Report  of  the 
Reference  Committee  on  Malpractice  Insurance  and 
Defense  Board  by  Dr.  Koplowitz.  The  resolutions 
were  some  three  in  number.  Considerable  informa- 
tion was  given  concerning  the  work  that  the  Mal- 
practice Insurance  and  Defense  Board  had  done 
during  the  year.  We  were  favored  with  a very 
technical  report  by  an  actuary  on  the  insurance 
problems  involved,  and  it  was  recommended  that 
the  Board  be  continued. 

During  the  discussion  of  this  report  a resolution 
of  Dr.  Wetherell’s  was  also  discussed,  all  of  which 
recommendations  and  resolutions  of  this  Reference 
Committee  were  approved. 

Dr.  Bauckus  then  reviewed  the  Veterans  Admin- 
istration activities  that  he  is  interested  in  as  Presi- 
dent of  the  Veterans  Medical  Service  Plan,  Inc.,  and 
as  chairman  of  the  Council  Committee  of  Liaison 
with  the  Veterans  Administration.  This  was  fol- 
lowed with  a great  deal  of  information,  and  the  re- 
port was  finally  adopted  as  reported  by  Dr.  Bauckus. 

A discussion  on  cults  was  called  for,  and  Dr. 
Eggston,  chairman  of  the  Reference  Committee  on 
Report  of  the  Council,  Part  IX,  reported  on  some 
resolutions  pertaining  to  cults  that  had  been  re- 
ferred to  his  reference  committee.  Dr.  Dattelbaum, 
chairman  of  the  Subcommittee  on  Cults,  gave  us 
considerable  information,  and  after  a prolonged  dis- 

Morning 
May  19. 

The  session  convened  at  9:00  a.m. 

Speaker  Andresen:  The  House  will  be  in  order. 

I have  a few  announcements  to  make.  The  first  is 


cussion  the  report  of  the  Committee  was  approved. 
That  report  was  to  disapprove  some  of  these  resolu- 
tions. 

Dr.  Eggston  also  reported  as  chairman  of  the 
Reference  Committee  on  Report  of  the  Council, 
Part  IX,  on  the  legislative  report,  and  that  was 
approved  as  read. 

Dr.  Rawls,  chairman  of  Miscellaneous  Business  B 
Reference  Committee,  which  dealt  with  certain 
changes  in  the  American  Medical  Association’s  by- 
laws which  seemed  to  sort  of  discriminate  as  to  cer- 
tain racial  groups  made  suggestions  for  change  of 
this  bylaw,  I believe  it  is  Article  4,  which  was  finally 
adopted  as  reported  by  him. 

Dr.  Geis,  chairman  of  the  Reference  Committee 
on  Part  of  the  Council,  Part  XII,  then  reported  con- 
cerning Nursing  Education.  His  final  report  was 
adopted  by  the  Committee  of  the  Whole. 

Dr.  Geis  also  reported  on  the  Wicks’  Committee 
recommendations  with  amendments,  and  the  report 
of  his  reference  committee  was  referred  to  the 
Council  for  proper  action. 

I think  that  is  all. 

....  Vice-Speaker  Strohm  moved  that  the  report 
be  accepted. 

Dr.  James  F.  Rooney:  I second  the  motion  that 
the  report  be  accepted. 

....  There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . . 

Dr.  James  R.  Reuling,  Treasurer:  Because 
there  was  a great  deal  of  informative  material  as 
presented  by  Mr.  Linder,  the  actuary,  who  made  the 
report,  I would  move  that  the  report  of  the  Mal- 
practice Defense  and  Insurance  Board  and  the  dis- 
cussion thereon,  as  well  as  the  report  of  the  actuary, 
be  incorporated  in  the  minutes  of  the  House  of 
Delegates  in  toto. 

Dr.  James  F.  Rooney:  I second  the  motion  that 
the  report  be  accepted. 

....  There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . . 

Dr.  Charles  F.  McCarty,  Kings:  I move  that 
the  reports  of  Dr.  Geis  and  Dr.  Rawls  given  during 
the  executive  session  be  printed  in  the  minutes. 

Secretary  Anderton:  Also  portions  of  Dr. 

Eggston’s  report. 

Dr.  McCarty:  Yes. 

Dr.  Theodore  J.  Curphey,  Nassau:  I second 
the  motion. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried. . . . 

Speaker  Andresen:  I would  like  to  announce 
that  tomorrow  morning  at  nine  o’clock  sharp  we  will 
have  the  election  of  officers.  We  are  going  to  have 
an  awful  lot  of  work  still  to  do  with  reference  com- 
mittees, so  if  we  don’t  get  started  promptly,  we  may 
not  get  through. 

Dr.  McCarty  asks  me  to  have  you  all  register  for 
voting  at  the  table  when  you  come  in. 

Dr.  McCarty:  The  table  outside. 

Speaker  Andresen  : Register  outside  at  the  table 
before  you  come  in.  You  must  so  register  before 
you  can  vote.  We  will  start  right  on  time  tomorrow 
morning,  at  nine  o’clock,  so  please  be  promptly  in 
your  seats  at  that  time. 

This  session  is  now  adjourned. 

....  The  session  adjourned  at  7: 15  p.m,  . . . 

Session 

1948 

to  again  remind  you  to  get  your  tickets  for  the 
banquet  out  in  the  hall. 

The  second  is  to  attend  the  technical  exhibits 
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about  which  I have  spoken  to  you  before. 

Third,  I want  to  announce  a Council  Meeting 
following  immediately  after  adjournment  of  the 
House,  and  that  is  to  be  followed  by  a meeting  of  the 
Board  of  Trustees,  both  in  Rooms  111  and  112. 

Section  121 

Elections 

Speaker  Andresen:  We  now  come  to  elections 
of  officers.  Is  there  a quorum  present,  Mr.  Secretary? 
Secretary  Anderton:  Yes,  I believe  there  is. 
Speaker  Andresen:  Will  the  Secretary  read  the 
names  of  the  tellers?  We  would  like  each  teller  to 
answer  to  his  name.  If  he  does  not  answer,  we  will 
have  to  get  another  teller  to  act  in  his  place  because 
we  want  to  get  going  right  away. 

....  The  following  list  of  tellers  was  finally  ap- 
pointed : 


Charles  F.  McCarty,  Chairman,  Kings 

Irwin  Felsen,  Allegany 

Charles  L.  Pope,  Broome 

Samuel  Gitlow,  Bronx 

Alexis  Leonidoff,  Dutchess 

Edwin  A.  Griffin,  Kings 

Charles  Gullo,  Livingston 

Eugene  H.  Coon,  Nassau 

B.  Wallace  Hamilton,  New  York 

Arthur  F.  Gaffney,  Oneida 

James  Greenough,  Otsego 

Donald  R.  McKay,  Erie 

Porter  A.  Steele,  Erie 

Norman  S.  Moore,  Tompkins 

John  J.  Gainey,  Kings 

Reginald  A.  Higgons,  Westchester 

Frederick  W.  Williams,  Bronx 

Teresa  McGovern,  New  York 

Harold  B.  Davidson,  New  York 

Moses  Krakow,  Bronx 

Louis  Berger,  Kings 

Peter  M.  Murray,  New  York 

Howard  Dodds,  Oneida 

W.  Alex  Newlands,  Westchester 

Speaker  Andresen:  Will  these  tellers,  whose 
names  were  just  read  off,  as  soon  as  they  are  through 
voting,  go  through  the  door  to  the  side  where  they 
will  reach  the  bridge,  and  where  the  votes  will  be 
counted. 

Section  5,  of  Chapter  III,  of  the  Bylaws  provides: 
“In  the  event  of  a single  nominee  only  for  any 
office,  a majority  vote  without  ballot  shall  elect.” 
The  Chair  will  entertain  a motion  in  such  case  for 
closing  the  nominations  and  declaring  the  candidate 
elected.  That  will  save  us  some  time. 

The  ballots  will  be  distributed.  They  are  to  be 
filled  out  only  with  the  names  where  there  are  any 
disputed  offices,  where  there  is  more  than  one  name 
nominated,  and  in  the  case  of  the  delegates  to  the 
American  Medical  Association  we  have  to  vote  for 
ten,  but  twenty  names  will  have  to  be  presented. 

NOMINATIONS  AND  ROLL  CALL 
Nominations  were  received. 

Assistant  Secretary  Frey  read  the  following  list  of 
t hose  who  were  entitled  to  vote: 


Officers,  Councilors,  and  Trustees 


Louis  II.  Bauer 
Leo  F.  Simpson 
Ralph  T.  B.  Todd 
W.  P.  Anderton 
W.  Guernsey  Frey,  Jr. 
James  R.  Reuling 
Fenwick  Beekman 
Albert  F.  R.  Andresen 
Nelson  W.  Stroll m 
Albert  A.  Gartner 
O.  W.  11.  Mitchell 
Maurice  J.  Dattelbaum 


Dan  Mellen 
Carlton  E.  Wertz 
Christopher  Wood 
Charles  M.  Allaben 
Floyd  S.  Winslow 
.1.  Stanley  Kenney 
Harry  Aranow 
William  H.  Ross 
John  J.  Masterson 
Edward  R.  Cunniffe 
James  F.  Rooney 


Ex-Presidents 


Allen  A.  Jones 
Martin  B.  Tinker 
Thomas  H.  Halsted 
James  F.  Rooney 

(registered  as  Trustee) 
Arthur  W.  Booth 
Orrin  Sage  Wightman 
Nathan  B.  Van  Etten 
Harry  R.  Trick 
William  H.  Ross 

(registered  as  Trustee) 

District 

Harold  F.  Morrison 
John  B.  D’Albora 
Frederic  W.  Holcomb 
Denver  M.  Vickers 


William  D.  Johnson 
Chas.  Gordon  Heyd 
Arthur  J.  Bedell 
Floyd  S.  Winslow 

(registered  as  Councilor) 
Samuel  J.  Kopetzky 
George  W.  Cottis 
Thomas  A.  McGoldrick 
Herbert  H.  Bauckus 
Edward  R.  Cuniffe 
(registered  as  Trustee) 

Delegates 

H.  Dan  Vickers 
Ivan  N.  Peterson 
Lloyd  F.  Allen 
William  J.  Orr 


Section  Delegates 


E.  William  Abramowitz 
Rudolph  V.  Gorsch 
Philip  L.  Forster 
Thomas  H.  McGavaek 
Milton  G.  Potter 
Maxwell  D.  Ryan 
Halford  I hillock 


Stephen  H.  Curtis 
H.  Burton  Doust 
Frederic  E.  Elliott 
Stanley  E.  Alderson 
William  J.  Kennedy 
Harold  C.  Kelley 


County  Society  Delegates 


Albany  (3) 

Raymond  F.  Kircher 
Irvin  E.  Gage 
Christopher  Stabler,  Jr. 

Allegany  (1) 

Irwin  Felsen 

Bronx  (13) 

J.  Lewis  A ms  ter 
Renato  J.  Azzari 
Edward  P.  Flood 
Anthony  C.  Galluccio 
Goodlatte  B.  Gilmore 
Samuel  Gitlow 
William  Klein 
Moses  H.  Krakow 
Frank  LaGattuta 
Thomas  F.  McCarthy 
John  L.  O'Brien 
Frederick  W.  Williams 
Frederick  A.  Wurzbach,  Jr. 

Broome  (3) 

Elton  R.  Dickson 
Charles  L.  Pope 
Charles  D.  Squires 

Cattaraugus  ( 1 ) 

Leo  E.  Reimann 
Cayuga  ( 1 ) 

Alfred  K.  Bates 
Chautauqua  (2) 

Edgar  Bieber 
Charles  E.  Goodell 

Chemung  (/) 

Wiliam  T.  Boland 
Chenango  ( 1 ) 

J.  Mott  Crumb 
Clinton  (1) 

Leo  F.  Schiff 
Columbia  (/) 

John  L.  Edwards 
Cortland  (1) 

John  E.  Wattenberg 
Delaware  ( 1 ) 

Orrin  Q.  Flint 
Dutchess  (3) 

Donald  Mai  von 
Alexis  Leonidoff 
Scott  Lord  Smith 

Erie  (8) 

John  T.  Donovan 
Arthur  F.  Glaeser 
Harry  C.  Guess 
Donald  It.  McKay 


John  D.  Naples 
Joseph  C.  O’Gorman 
J.  Frederick  Painton 
Porter  A.  Steele 

Essex  ( 1 ) 

Joseph  A.  Geis 
Franklin  ( 1 ) 

Daisy  C.  H.  Van  Dyke 
Fulton  ( 1 ) 

Sylvester  C.  Clemans 
Genesee  (1) 

Peter  J.  Di  Natale 
Greene  (1) 

Kenneth  F.  Bott 
Herkimer  (1) 

George  A.  Burgin 
Jefferson  ( 1 ) 

J.  E.  McAskill 
Kings  (24) 

Charles  A.  Anderson 
Louis  Berger 
Benjamin  M.  Bernstein 
Ben  A.  Borkow 
Thomas  M.  Brennan 
Leo  S.  Drexler 
John  J.  Gainey 
Thurman  B.  Givan 
Edwin  A.  Griffin 
Abraham  Koplowitz 
Aaron  Kottler 
Charles  A.  Loughran 
A.  W.  Martin  Marino 
Charles  F.  McCarty 
Donald  E.  McKenna 
Charles  W.  Mueller 
Abraham  M.  Rabiner 
Irving  J.  Sands 
Solomon  Schussheim 
Leo  S.  Schwartz 
Irwin  E.  Siris 
Einar  A.  Sunde 
Joseph  Tenopyr 
Thomas  B.  Wood 

Lewis  (1) 

Thomas  A.  Lynch 
Livingston  (1) 

Charles  Gullo 

Madison  (1) 

Felix  Ot-taviano 

Monroe  (6) 

Benjamin  J.  Duffy 
John  J.  Finigan 
Joseph  P.  Henry 
Charles  S.  Lakeman 
John  L.  Norris 
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Montgomery  { 1 ) 

Rene  H.  Juchli 
Nassau  {5) 

Eugene  H.  Coon 
Theodore  J.  Curphey 
John  M.  Galbraith 
E.  Kenneth  Horton 
Austin  B.  Johnson 

New  York  {24) 

Philip  D.  Allen 
Horace  E.  Ayers 
J.  Homer  Cudmore 
Samuel  B.  Burk 
Burrill  B.  Crohn 
Harold  B.  Davidson 

A.  Wilbur  Duryee 
Edward  P.  Eglee 
Leone  M.  Cottrell 
Samuel  Z.  Freedman 

B.  Wallace  Hamilton 
Alfred  M.  Heilman 
Stratford  C.  Wallace 
Margaret  Janeway 
David  Lyall 
Arthur  M.  Master 
Madge  C.  L.  McGuinness 
Samuel  W.  Moore 

Peter  M.  Murray 
Charles  Muzzicato 
James  L.  Pool 
William  B.  Rawls 
Teresa  McGovern 
William  C.  White 

Niagara  { 2 ) 

William  A.  Peart 
Guy  S.  Philbrick 

Oneida  ( 3 ) 

Ralph  II . Dodds 
Arthur  F.  Gaffney 
John  F.  Kelley 

Onondaga  (4) 

Leo  E.  Gibson 
Dwight  V.  Needham 
W.  Walter  Street 
Frederick  S.  Wetherell 

Ontario  { 1 ) 

Homer  J.  Knickerbocker 
Orange  ( 3 ) 

M.  Renfrew  Bradner 
Walter  W.  Davis 
Moses  A.  Stivers 

Orleans  ( 1 ) 

John  Dugan 
Oswego  ( 1 ) 

Olin  J.  Mowry 
Otsego  ( 1 ) 

James  Greenough 
Putnam  { 1 ) 

Henry  W.  Miller 
Queens  {12) 

Alfred  Angrist 
Erwin  Beckhard 
Frank  J.  Cerniglia 
Thomas  M.  D’Angelo 
Arthur  A.  Fischl 
Benjamin  F.  Glasser 
Joseph  D.  Ilallinan 


Vincent  Juster 
Sol  Axelrad 
Francis  G.  Riley 
Jacob  Werne 
Ezra  A.  Wolff 

Rensselaer  {2) 

Eugene  Hanratta 
Richard  P.  Doody 

Richmond  {2) 

D.  V.  Catalano 
W.  T.  Heldmann 

Rockland  {2) 

Stephen  R.  Monteith 

E.  Armand  Scala 

St.  Lawrence  (2) 

L.  T.  McNulty 
Saratoga  {1) 

Joseph  L.  Kiley 
Schenectady  {2) 
Joseph  H.  Cornell 
Charles  F.  Rourke 

Schoharie  {1) 

David  W.  Beard 
Schuyler  (2) 

C.  W.  Ehrenstein 
Seneca  (2) 

Stanley  B.  Folts 
Steuben  (2) 

William  J.  Tracy 
Suffolk  {3) 

Wilbur  S.  Stakes 
Cyril  E.  Drysdale 
John  L.  Sengstack 

Sullivan  (2) 

Harry  Golembe 
Tioga  (2) 

Harry  S.  Fish 
Tompkins  (2) 
Norman  S.  Moore 
Ulster  (2) 

Eugene  Galvin 
Warren  (2) 

Morris  Maslon 
Washington  (2) 
Walter  S.  Bennett 
Wayne  (2) 

S.  W.  Houston 
W estchester  {6) 
George  C.  Adie 
Andrew  A.  Eggston 
Edwin  L.  Harmon 
Reginald  A.  Higgons 
Henry  E.  McGarvey 
W.  Alex  Newlands 

Wyoming  (2) 

G.  Stanley  Baker 
Yates  (2) 

E.  Carlton  Foster 


ELECTION  OF  OFFICERS,  TRUSTEES,  AND 
COUNCILORS 

The  following  officers  were  elected  for  one  year: 

President-Elect,  John  J.  Masterson,  Brooklyn 
Second  Vice-President,  Theodore  .1.  Curphey,  Gar- 
den City 

Secretary,  W.  1’.  Anderton,  New  York 
Assistant  Secretary,  W.  Guernsey  Frey,  Jr.,  New 
York 

Treasurer,  .James  R.  lieuling,  Bayside 

Assistanl  Treasurer,  Fenwick  Beekman,  New  York 


Speaker,  Albert  F.  R.  Andresen,  Brooklyn 

Assistant  Speaker,  Nelson  W.  Strohm,  Buffalo 
Trustee  for  Five  Years,  Albert  A.  Gartner,  Buffalo 
Trustee  for  Two  Years,  Edward  T.  Wentworth, 
Rochester 

Councilors,  O.  W.  H.  Mitchell,  Syracuse;  Maurice  J. 
Dattelbaum,  Brooklyn;  Dan  Mellen,  Rome 

ELECTION  OF  A.M.A  DELEGATES 
The  following  were  elected  1949-1950  delegates: 
W.  P.  Anderton,  New  York;  Albert  F.  R.  Andresen, 
Brooklyn;  James  It.  Reuiing,  Queens;  Floyd  S. 
Winslow,  Monroe;  Herbert  H.  Bauckus,  Erie;  O.  W. 
H.  Mitchell,  Onondaga;  Thomas  M.  Brennan, 
Brooklyn;  Ralph  T.  B.  Todd,  Westchester;  Albert  A. 
Gartner,  Erie;  William  B.  Rawls,  New  York. 

The  following  were  elected  1949-1950  alternate 
delegates:  Edward  P.  Flood,  Bronx;  Leo  F.  Schiff, 
Clinton;  W.  Guernsey  Frey,  Jr.,  New  York;  B. 
Wallace  Hamilton,  New  York;  Clarence  G.  Bandler, 
New  York;  Denver  M.  Vickers,  Washington;  John 
L.  Edwards,  Columbia;  John  T.  Donovan,  Erie; 
Walter  T.  Heldmann,  Richmond;  Eugene  H.  Coon, 
Nassau. 

Section  122 

Election  to  Honorary  Membership 

Secretary  Anderton:  Mr.  Speaker,  the  follow- 
ing letter  has  been  received  from  the  Officers  of  the 
Medical  Society  of  the  County  of  Kings  under  date  of 
April  20, 1948:' 

Dear  Doctor  Anderton: 

In  accordance  with  your  letter  of  April  16,  we,  as  members 
of  the  Medical  Society  of  the  County  of  Kings  and  Academy 
of  Medicine  of  Brooklyn,  wish  to  recommend  Dr.  Robert 
F.  Barber  of  Farmingdale,  New  Jersey,  to  Honorary  Mem- 
bership in  the  Medical  Society  of  the  State  of  New  York. 

Dr.  Barber  was  an  active  member  of  the  Medical 
Society  of  the  County  of  Kings  from  June  20,  1911.  to 
December  31,  1947,  and  was  elected  to  Honorary  Member- 
ship in  the  Society  on  February  17,  1948.  He  resigned  from 
active  membership  December  31,  1947,  when  he  moved  to 
Farmingdale,  New  Jersey,  where  he  now  resides. 

Very  truly  yours, 

A.  W.  Martin  Marino 
Charles  H.  Loughran 
Charles  F.  McCarty 

This  is  nominating  Dr.  Robert  F.  Barber  to  per- 
haps one  of  the  highest  honors  that  we  can  pay  any 
member  in  our  profession. 

Dr.  Maurice  J.  Dattlebaum,  Kings:  I move  it. 
Dr.  Edwin  A.  Griffin,  Kings:  I second  it. 
Speaker  Andresen:  It  is  open  for  discussion.  It 
requires  a two-thirds  vote  I believe,  Mr.  Secretary? 

Secretary  Anderton:  I would  have  to  look 
that  up. 

Speaker  Andresen:  I am  sure  it  does. 

....  There  being  no  further  discussion  the  motion 
was  put  to  a hand  vote  and  was  unanimously 
carried.  . . . 

Speaker  Andresen:  Dr.  Robert  F.  Barber  is  de- 
clared elected  an  Honorary  Member. 

Section  123 

Transfer  from  Retired  to  Active  Membership 

Secretary  Anderton:  A letter  was  received 
from  Dr.  G.  B.  Gilmore,  secretary  of  the  Bronx 
County  Medical  Society,  under  date  of  April  28, 
1948,  reading: 

Dear  Dr.  Anderton: 

l)r.  William  Hinz,  1882  Grand  Concourse,  who  was 
made  a retired  member  of  the  State  Society  in  1941,  re- 
turned to  the  practice  of  medicine  this  year. 
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Will  you  kindly  request  the  House  of  Delegates  to  re- 
scind the  action  on  this  retirement  and  replace  Dr.  Hinz’s 
name  on  the  active  membership  roster. 

Sincerely  yours, 

G.  B.  Gilmore,  M.D. 

Secretary 

I move,  sir,  that  the  retired  membership  accorded 
to  Dr.  William  Hinz  be  rescinded,  and  that  he  be 
returned  to  active  membership  in  the  Society. 

Dr.  G.  B.  Gilmore,  Bronx:  I second  it. 

....  There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . . 

Speaker  Andresen  : He  is  declared  elected  back 
to  regular  membership. 

Section  124 

Election  of  Retired  Members 

Speaker  Andresen  : We  now  have  the  election  of 
a number  of  Retired  Members. 

Secretary  Anderton:  First,  there  is  a letter 
from  the  Officers  of  the  Medical  Society  of  the 
County  of  Kings,  under  date  of  April  21,  1948, 
reading: 

Gentlemen: 

This  certifies  that  Dr.  Walter  D.  Ludlum,  Sr.,  of  189-30 
llGth  Avenue,  St.  Albans,  Long  Island,  New  York,  is  an 
honorary  member  in  good  standing  of  the  Medical  Society 
of  the  County  of  Kings.  He  was  an  active  member  for  over 
forty  years,  1901  to  1942,  and  in  1931  was  President  of  the 
Society. 

He  is  hereby  applying  for  Retired  Membership  in  the 
State  Society. 

Yours  very  truly, 

A.  W.  Martin  Marino,  M.D. 

President 

Charles  H.  Loughran,  M.D. 

Secretary 

Mr.  Speaker,  it  gives  me  pleasure  to  nominate 
Dr.  Walter  D.  Ludlum,  Sr.,  for  retired  membership 
in  our  Society.  Dr.  Ludlum  was  for  years  a member 
of  this  House  and  has  not  only  been  an  active  mem- 
ber in  the  doings  of  the  State  Society  but  has  been 
very  active  in  his  county  society  for  a lifetime.  I 
feel  he  deserves  retired  membership  if  anybody  does. 
Dr.  Frederick  W.  Williams,  Bronx:  I second  it. 
....  There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . . 

Speaker  Andresen:  Dr.  YValter  D.  Ludlum,  Sr., 
f is  declared  elected  a Retired  Member. 

Secretary  Anderton:  Mr.  Speaker,  I move  that 
the  dues  of  the  following  gentlemen  for  1947  be  re- 
mitted: 

Ernest  M.  Fuld,  Bronx 
Alfred  W.  Jackson,  Albion 
Frederick  M.  Miller,  Utica 
Augustus  B.  Santry,  Little  Falls 
Albert  Van  Vranken,  Skaneateles 
Charles  L.  Wakeinan,  Hancock 

I make  that  motion  because  they  would  then  be 
eligible  for  election  to  retired  membership.  I think 
their  dues  for  1947  have  not  been  paid.  Unless  they 
are  paid  or  rescinded  by  the  State  Society  they  would 
not  be  eligible  for  retired  membership. 

Dr.  Stephen  H.  Curtis,  Section  Delegate:  Is  it 
Iproper  to  add  another  name  to  this  list  at  this  time? 

Secretary  Anderton:  1 believe  nominations 

jfor  retired  membership  and  requests  for  rescinding 
of  dues  come  properly  from  a county  society,  Doc- 
tor, and  I don’t  believe  that  an  individual  has  the 
right  to  do  that.  I am  not  quite  positive,  but  that 
would  be  my  feeling  that  such  a suggestion  would 
have  to  be  voted  on  by  the  local  comitia  minora. 

Dr.  James  R.  Reuling,  Treasurer:  1 second  the 

motion. 


....  There  being  no  discussion,  the  motion  was  put 
to  a vote  and  unanimously  carried.  . . . 

Speaker  Andresen:  These  men  are  now  eligible 
for  retired  membership. 

Secretary  Anderton:  Yes. 

Speaker  Andresen:  We  now  have  to  vote  on  a 
list  of  members  who  are  proposed  for  retired  mem- 
bership, which  is  published  in  the  Bulletin , so  we 
won’t  waste  time  reading  the  whole  list,  as  much  as 
we  would  like  to  hear  them  names.  It  is  on  page  6 in 
your  blue  book,  but  there  are  more  to  be  added,  in 
addition  to  the  six  names  that  Dr.  Anderton  just 
gave,  as  follows: 

Gerard  H.  Cox,  Saranac  Lake 
Angelo  D’Alfonso,  Pasadena , California 
Gilbert  D.  Dare,  Plattsburg 
John  Dugan,  Albion 

John  R.  Evers,  Wentworth,  New  Hampshire 

Frank  O.  Garrison,  Campbell 

John  D.  George,  Sr.,  Verona 

B.  Cordelia  Hathaway,  East  Greenbush 

Charles  E.  Haynes,  New  York  City 

George  H.  Humphreys,  Jamaica 

Frank  H.  Hurst,  Schenectady 

Arthur  M.  Johnston,  Utica 

Israel  O.  Kassow,  Bronx 

Melchiore  Lombardo,  Brooklyn 

Herman  F.  McChesney,  Forest  Hills 

Abraham  Pemsler,  Bronx 

William  B.  Roemer,  Utica 

John  F.  Timnes,  Richmond  Hill 

Cassius  H.  Watson,  Brookfield  Center,  Connecticut 

Floyd  E.  Woodhouse,  Elmira 

If  there  is  no  objection  on  the  part  of  the  House 
the  members  whose  names  are  listed  in  the  book, 
with  the  additions  I have  just  read,  and  those  read 
by  Dr.  Anderton  whose  dues  have  just  been  re- 
scinded for  1947,  will  be  declared  elected  Retired 
Members.  Hearing  no  objection,  it  is  so  ordered. 
....  The  complete  list  referred  to  is  as  follows : 

Ralph  N.  Abels,  Jersey  City,  New  Jersey 

Jules  Leon  Blumentlial,  New  York  City 

George  T.  Boycheff,  Solvay 

Paul  B.  Brooks,  Altamount 

Charles  M.  Burdick,  Plattsbury 

Charles  F.  Collins,  New  York  City 

Gerard  II.  Cox,  Saranac  Lake 

Hugh  M.  Cox,  New  York  City 

Nelson  A.  Craw,  Fairfield,  Connecticut 

Angelo  D’Alfonso,  Pasadena,  California 

Gilbert  D.  Dare,  Plattsburg 

James  C.  Davis,  Rochester 

Willard  J.  Denno,  New  York  City 

Francis  E.  Du  Bois,  Winter  Park,  Florida 

John  Dugan,  Albion 

Thomas  F.  Duhigg,  New  York  City 

Henry  Sage  Dunning,  New  Canaan,  Connecticut 

Simon  D.  Ehrlich,  New  York  City 

John  R.  Evers,  Wentworth,  New  Hampshire 

Charles  A.  Felton,  Syracuse 

William  M.  Findley,  New  York  City 

Andrew  G.  Foord,  Kerhonkson 

Francis  V.  Foster,  Caledonia 

Howard  Fox,  New  York  City 

Louis  A.  Friedman,  New  York  City 

Ernest  M.  Fuld,  Bronx 

Frank  O.  Garrison,  Campbell 

John  D.  George,  Sr.,  Verona 

Ernest  W.  Goode,  New  York  City 

Harry  Greenstein,  Bronx 

T.  Stuart  Hart,  New  York  City 

B.  Cordelia  Hathaway,  East  Greenbush 

Charles  E.  Haynes,  Slew  York  City 

Royal  Storrs  Haynes,  New  York  City 

Richard  A.  Henderson,  Brooklyn 

Louis  M.  Hickernell,  Westbrook,  Connecticut 

George  H.  Humphreys,  Jamaica 

Frank  H.  Hurst,  Schenectady 

Abbott  T.  Hutchinson,  Coconut  Grove,  Florida 

Alfred  W.  Jackson,  Albion 

Lawrence  Jacobius,  New  York  City 

Curtis  N.  Jameson,  Rochester 

George  J.  Jennings,  Beacon 

Arthur  M.  Johnson,  Utica 

Israel  O.  Kassow,  Bronx 

Frank  H.  Knight,  White  Plains 

Ernestus  O.  Kuhr,  New  York  Citu 

Charles  I.  Lambert,  Katonah 
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Samuel  A.  Lew-in,  Staten  Island 

Elton  G.  Littell,  Yonkers 

Melchiore  Lombardo,  Brooklyn 

Herman  F.  McChesney,  Forest  Hills 

Thomas  H.  McClintock,  Brooklyn 

Warren  C.  McFarland,  Warwick 

Frederick  H.  Meichner,  Long  Island  City 

Howard  V.  Merrell,  Brooklyn 

John  M.  Mesmer,  Buffalo 

Oscar  N.  Meyer,  Middletown 

Frederick  M.  Miller,  Utica 

Frederick  L.  Mosser,  New  Rochelle 

John  M.  Nicklas,  Saranac  Lake 

Max  Nisselson,  New  York  City 

Alfred  T.  Osgood,  New  York  City 

Albert  W.  Page,  White  Plains 

Alfred  H.  Parsons,  Great  Neck 

Abraham  Pemsler,  Bronx 

Franklin  Plumley,  Rochester 

Charles  H.  Richards,  Dunkirk 

John  S.  Richards,  Goshen 

Edward  S.  Rimer,  New  York  City 

Solomon  Rotten  berg,  Far  Rockaivay 

William  B.  Roemer,  Utica 

Ralph  R.  Ryan,  Scarsdale 

Frederick  R.  Sanborn,  Long  Island  City 

Augustus  B.  Santry,  Little  Falls 

Mary  B.  W.  Sanford,  Cleveland . Ohio 

John  P.  Schneble,  Wood  haven 

Hugo  Schueiler,  New  York  City 

Herbert  B.  Smith,  Corning 

Floyd  L.  Spaulding,  Cohocton 

Frederick  E.  Squires,  Livonia 

Nathan  N.  Stark,  New  York  City 

Isaac  P.  Stark,  Brooklyn 

Arthur  Stein,  New  York  City 

George  H.  Stephens,  Syracuse 

Michael  D.  Stevenson,  Albany 

Jeremiah  H.  Sullivan,  Rochester 

John  M.  Swan,  Rochester 

John  F.  Timmes,  Richmond  Hill 

Percy  R.  Turnure,  Northport 

Albert  Van  Vranken,  Skaneateles 

Louis  A.  Van  Kleeck,  Manhasset 

Charles  L.  Wakeman,  Hancock 

Louis  T.  Waldo,  Rochester 

Ralph  F.  Ward,  New  York  City 

Cassius  H.  Watson,  Brook '< eld  Center,  Connecticut 

Horatio  B.  Williams,  Woodstock 

Henry  C.  Williamson,  New  York  City 

Floyd  E.  Woodhouse,  Elmira 

Section  125 

Remarks  by  President-Elect 

Speaker  Andresen:  It  is  now  my  great  pleasure 
to  present  to  you  a couple  of  your  new  officers.  I 
will  ask  Dr.  McGoldrick  if  he  will  escort  Dr.  Master- 
son  to  the  rostrum. 

....  The  delegates  arose  and  applauded  as  Dr. 
Thomas  A.  McGoldrick  escorted  Dr.  John  J.  Master- 
son  to  the  rostrum.  . . . 

Dr.  John  J.  Masterson,  Kings:  It  is  very 
difficult  on  an  occasion  of  this  kind  to  refrain  from 
making  other  than  trite  remarks,  but  I do  want  you 
to  know  that  the  Medical  Society  of  the  County  of 
Kings  and  I feel  highly  honored,  deeply  appreciat  ive, 
and  sincerely  thankful  for  your  confidence  anil 
trust  in  electing  one  of  its  members  to  the  highest 
office  at  your  command  in  the  second  largest  medical 
society  in  the  world. 

The  world  is  in  a state  of  flux,  and  so  is  medicine. 
We  have  many  problems  confronting  us,  and  we  will 
have  those  problems  in  the  future.  To  the  solution 
of  those  problems  we  should  bring  the  best  states- 
manship and  wisdom  at  our  command.  My  long 
association  with  this  House  has  made  me  very 
cognizant  of  the  responsibilities  and  duties  of  this 
office.  They  are  beyond  the  capabilities  of  any  one 
man.  I approach  them  with  deep  humility,  and  I 
hope  with  the  helpful  assistance  and  cooperation  of 
this  House,  the  Council,  the  Board  of  Trustees,  the 
other  officers,  and  our  very  efficient  office  staff  to  be 
able  to  carry  on  in  a manner  comparable  to  the  high 
standards  set  by  my  distinguished  predecessors  in 
this  office. 


I thank  you  very  much. 

Section  126 

Remarks  of  Vice-President 

Speaker  Andresen:  I will  now  ask  Dr.  Bauer  to 
present  Dr.  Curphey,  our  new  vice-president. 

....  The  delegates  arose  and  applauded  as  Dr. 
Louis  II . Bauer  escorted  Dr.  Theodore  J.  Curphey  to 
the  rostrum. . . . 

Dr.  Theodore  J.  Curphey,  Nassau:  As  I under- 
stand it,  in  any  democracy  the  vice-president  is 
usually  expected  to  sit  by  and  say  little.  I propose 
to  adopt  the  same  policy.  I shall  try  to  be  a good 
Throttlebottom. 

Section  127 

Report  of  Prize  Essay  Committee 

Speaker  Andresen:  We  will  now  have  the  Re- 
port of  the  Prize  Essay  Committee,  of  which  Dr. 
('has.  Cordon  Heyd  is  the  chairman.  Dr.  Anderton 
will  read  Dr.  Heyd's  report. 

Secretary  Anderton:  Dr.  Heyd  had  to  go,  so 
he  asked  me  to  read  the  report  of  the  Prize  Essay 
Committee.  Of  the  two  essays  submitted  this  year, 
neither  was  felt  to  be  worthy  of  the  prize.  However, 
one  was  felt  to  be  deserving  of  honorable  mention, 
the  one  by  Ex  Obscuris  Lux,  Dr.  Sylvan  Bloomfield. 
The  other  paper  submitted,  ‘‘Parotid  Body  Tumors,” 
there  was  no  comment  upon. 

Speaker  Andresen:  This  is  for  our  information. 

Is  the  chairman  of  the  Scientific  Awards  Com- 
mittee here? 

....  There  was  no  response.  . . . 

Speaker  Andresen:  Dr.  Post  was  supposed  to 
have  a report  this  morning  of  the  prizes  awarded  for 
scientific  exhibits.  We  will  probably  hear  from  him 
later  on. 

Section  128 

Vote  of  Thanks  to  Scientific  Program  Committee: 
Also  Scientific  Exhibits,  Convention,  Program  and 
Arrangements  Committees 

Dr.  John  B.  D’Albora,  District  Delegate:  I am 
sure  this  House  of  Delegates  appreciates  the  very 
fine  program  that  the  Scientific  Program  Committee 
has  given  us  under  the  chairmanship  of  Dr.  Duncan 
Clark.  Mr.  Speaker,  I move  that  we  give  Dr.  Clark 
and  his  Committee  a vote  of  thanks  for  the  splendid 
work  they  have  done. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote  and  was  unani- 
mously carried.  . . . 

President  Bauer:  It  seems  to  me  that  in  that 
vote  of  thanks  we  should  also  include  the  chairman 
of  the  Scientific  Exhibits  Committee,  Dr.  Hiss,  the 
chairmen  of  the  Convention,  Program,  and  the 
Arrangements  Committees,  as  well  as  the  others  that 
have  made  this  program  a success.  I would  move 
that  they  also  be  given  a vote  of  thanks  from  the 
House. 

Speaker  Andresen:  I had  that  all  provided  for. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion  it  was  put  to  a vote  and  was  unani- 
mously carried. . . . 

Speaker  Andresen:  We  will  now  have  an 

opportunity  to  get  back  to  our  Reference  Committee 
Reports.  We  still  have  many  reports  to  listen  to. 

I wish  now  to  call  the  attention  of  the  House  to  the 
arduous  tasks  performed  by  these  committees.  At 
my  suggestion,  practically  every  one  of  their  chair- 
men studied  the  reports  upon  which  they  were  to  re- 
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port,  when  they  were  published  in  the  April  1 issue  of 
the  Journal,  wrote  out  tentative  reports,  and  sent 
them  to  the  members  of  their  committees  for  com- 
ments, so  that  they  could  give  more  time  here  to 
hearings  and  to  new  reports  and  resolutions  re- 
ferred to  them.  Several  of  these  committees  met  a 
week  or  two  in  advance  of  the  meeting  to  get  their 
reports  in  order.  Some  asked  for  outside  help  at 
their  deliberations.  Their  excellent  reports  yester- 
day showed  the  good  results  of  this  preparation,  and 
we  hope  for  even  better  results  next  year. 

The  few  reports  which  held  us  up  yesterday  were 
due  to  the  fact  that  the  Council  Committee  reports 
had  not  been  presented  on  time,  and  we  hope  that 
this  will  not  occur  again  next  year. 

In  spite  of  all  of  this  preparation,  the  many  im- 
portant matters  which  were  discussed  so  lengthily 
yesterday  have  given  us  a tremendous  backlog  of 
reports  still  to  be  considered.  We  may  be  busy 
well  into  the  afternoon.  It  has  become  evident  that 
there  is  too  much  work  in  the  House  to  permit  us  as 
doctors  to  take  part  in  the  scientific  work  of  the 
meeting.  It  has  been  suggested  that,  like  the 
American  Medical  Association,  we  have  an  interim 
session  in  the  winter  so  that  we  will  not  have  so 
much  work  at  the  annual  session.  This  would  re- 
quire an  amendment  to  our  bylaws,  and  in  order  to 
have  an  amendment  to  the  bylaws  it  is  necessary  for 
an  intention  to  amend  the  bylaws  to  be  presented  at 
this  time. 

I believe  Dr.  Rooney  wishes  to  have  the  privilege 
of  the  floor  which  requires  a two-thirds  vote  on  this 
day.  I will  call  for  a show  of  hands  to  permit  Dr. 
Rooney  to  present  this  motion  to  facilitate  our 
meetings  in  the  future. 

....  There  were  no  negative  votes  cast.  . . . 

Speaker  Andresen:  Dr.  Rooney,  you  have  the 
floor. 

Section  129 

Notice  of  Intention  to  Amend  Bylaws  to  Provide 
for  one  Extra  Meeting  of  House  Each  Year 

Dr.  James  F.  Rooney,  Trustee:  I hereby  give 
notice  that  I propose  to  amend  the  bylaws  to  pro- 
vide for  one  additional  meeting  of  the  House  of 
Delegates  in  each  year.  I will  present  the  written 
notice  and  the  proposal  before  the  closing  of  this 
session. 

Speaker  Andresen:  This  constitutes  a notice  of 
the  proposed  amendment,  which  will  have  to  be 
published  one  month  before  the  next  annual  meeting 
in  order  to  be  adopted  at  that  meeting. 

Section  130 

Advisability  of  Holding  Special  Meeting  of  House  in 
1948. 

Speaker  Andresen:  I would  like  to  ask  Dr. 
Rooney  now  whether  he  would  make  a motion  re- 
questing t he  Council  to  consider  the  advisability  of 
calling  a special  meeting  of  the  House  next  winter. 
It  will  have  value  to  us  now  to  know  the  feeling  of 
the  House  in  regard  to  such  a meeting. 

I)r.  Rooney:  I will  be  very  glad  to  make  the 
motion,  Mr.  Speaker,  but  I am  not  a member  of  the 
Council,  and  I think  it  might  be  well  perhaps  to  have 
that  notice  given  or  at  least  have  my  motion 
seconded  by  a member  of  the  Council.  I am  just  on 
the  Board  of  Trustees. 

Dr.  Floyd  S.  Winslow,  Councilor:  I will  second 

;i  R. 

Speaker  Andresen:  Is  there  any  discussion? 
That  does  not  require  any  amendment  to  the  by- 
laws. 


Dr.  Rooney:  That  is  right. 

....  It  was  put  to  a hand  vote  and  was  unani- 
mously carried. . . . 

Speaker  Andresen:  This  is  merely  a suggestion 
to  the  Board  of  Trustees  and  Council  to  consider  the 
matter,  and  it  is  the  sense  of  the  House  apparently 
that  we  are  in  favor  of  such  a meeting. 

Are  there  any  other  matters  to  come  up  before  we 
go  on  with  the  Reference  Committee  Reports? 

....  There  was  no  response.  . . . 

Speaker  Andresen:  If  not,  we  will  continue 
with  the  Reference  Committee  Reports. 

Section  131.  {See  44,  79) 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  XI:  Publication  of  Articles  on  Subject 
of  Medicine 

Dr.  Theodore  .1.  Curphey,  Nassau:  Your 

Reference  Committee  has  considered  the  resolution 
submitted  by  Seneca  County  in  connection  with  the 
resolution  adopted  by  this  House  at  its  1947  Con- 
vention, directing  all  members  to  seek  official 
approval  of  the  Society  for  the  publication  of  any 
article  on  the  subject  of  medicine  written  by  a mem- 
ber of  the  Society  for  the  lay  press;  whereby  it  con- 
siders such  a motion  a forthright  violation  of  the 
basic  principles  of  free  speech  and  freedom  of  press. 
Your  Reference  Committee  consulted  with  the 
Chairman  of  the  Reference  Committee  on  Report  of 
the  Council,  Part  XII,  who  will  report  on  the  joint 
action  of  this  motion. 

That  part  of  the  resolution  of  Seneca  County 
petitioning  the  House  to  expend  its  energy  in  the 
matter  of  censoring  publications  in  the  direction  of 
those  individuals  who  write  pseudoscientific  papers 
which  are  misleading  or  contrary  to  established 
scientific  truths,  or  whose  articles  are  dedicated  to 
the  purpose  of  tearing  down  the  traditions  and  the 
high  standards  of  our  profession,  was  also  considered 
by  your  Committee.  It  expresses  its  sympathy  with 
the  views  expressed  therein,  but  feels  that  it  is  be- 
yond the  jurisdiction  of  this  Society  to  take  action  on 
this  part  of  the  motion. 

I move  the  adoption  of  this  part  of  the  report. 

Dr.  Frederick  S.  Wetherell,  Onondaga:  I 
second  the  motion. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . . 

Section  132.  {See  16,  17,  133,  134 ) 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  XI : Directory 

Dr.  Theodore  J.  Curphey,  Nassau:  On  dis- 
cussion with  members  of  the  Publication  Committee 
and  review  of  their  report  in  the  New  York  State 
Journal  of  Medicine  of  April  1,  1948,  and  their 
supplementary  report  of  May  12  distributed  at  this 
meeting,  certain  facts  emerged: 

1.  That  the  new  edition  of  the  Directory  will  not 
be  ready  until  about  January,  1949; 

2.  That  the  deficit  sustained  in  the  1947  Di- 
rectory was  $59,395; 

3.  That  the  estimate  for  the  coming  volume  is  in 
the  neighborhood  of  $63,000. 

In  view  of  the  foregoing  facts  and  others  that  need 
not  be  discussed  at  this  time,  it  is  the  recommenda- 
tion of  your  Reference  Committee  that,  in  the  in- 
terests of  economy  of  operation,  following  the  next 
edition  of  the  Directory,  a subsequent  edition  be 
published  at  no  more  frequent  an  interval  than  two 
years. 

I move  the  adoption  of  this  part  of  the  report. 
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Dr.  James  F.  Rooney,  Trustee:  I second  it. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . . 

Section  138.  (See  16,  17,  132,  134) 

Reports  of  Reference  Committee  on  Report  of 
Council,  Part  XI:  Publication  of  the  “Journal” 

Dr.  Theodore  J.  Curphey,  Nassau:  Your  Ref- 
erence Committee  in  conference  with  the  Publica- 
tion Committee  of  the  Journal,  in  the  short  time  at 
our  disposal,  was  impressed  with  the  complexities  of 
the  problem  of  publishing  a scientific  periodical  in 
these  times  of  rising  costs  and  economic  uncertainty. 
In  view  of  these  facts  your  Reference  Committee 
would  move  a vote  of  thanks  to  the  Publication 
Committee,  and  would  further  assure  them  of  our 
confidence  in  their  efforts  on  behalf  of  the  Society. 
In  passing,  too,  your  Committee  would  like  to  com- 
ment them  for  their  independence  and  clarity  of 
thought  that  now  characterizes  the  editorial  policy 
of  the  Journal.  At  this  point  your  Committee 
would  further  recommend  the  continuation  of  this 
body  in  the  ensuing  year,  as  established  by  previous 
motions  of  this  House. 

I move  the  adoption  of  this  part  of  the  report. 

Dr.  Peter  J.  Di  Natale,  Genesee:  I second  it. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote,  and  was  unanimously  carried.  . . . 

Section  134.  (See  16,  17,  132,  133 ) 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  XI:  Scientific  Medical  Advertising 

Dr.  Theodore  J.  Curphey,  Nassau:  The  ques- 
tion of  scientific  medical  advertising  in  the  Journal 
was  next  considered  by  your  Committee.  The 
supplementary  report  recently  issued  by  the  Publi- 
cation Committee  was  carefully  studied,  along  with 
Dr.  Bauer’s  comments  from  the  floor  of  the  House 
thereon.  The  Committee  was  further  favored  by 
the  appearance  of  both  Dr.  Bauer  and  of  members  of 
the  Publication  Committee,  at  which  time  a very 
frank  and  friendly  discussion  of  this  matter  ensued. 

As  a result  of  this,  and  from  a consideration  of 
these  reports,  certain  facts  are  obvious: 

1.  In  the  mechanism  of  publication  certain 
errors  are  bound  to  appear  at  rare  intervals. 

2.  The  rules  and  regulations  of  the  Council  on 
Pharmacy  and  Chemistry  of  the  American  Medical 
Association  may  at  times  be  considered  as  ar- 
bitrary, and  thereby  might  tend  to  exclude  de- 
sirable advertising  of  products  of  proved  clinical 
merit. 

3.  The  Reference  Committee  approves  the 
principle  of  the  Publication  Committee  in  pre- 
serving an  independence  of  approach  in  keeping  with 
true  democratic  policy. 

As  a part  of  the  deliberations  of  your  Committee 
on  this  matter  it  took  the  opportunity  of  canvassing 
the  opinion  of  the  professor  of  pharmacology  of  one 
of  the  New  York  medical  schools,  seeking  informa- 
tion as  to  the  approach  of  the  Council  on  Pharmacy 
and  Chemistry  in  the  past  and  advice  as  to  a policy 
for  the  guidance  of  the  Publication  Committee  in 
this  very  troubled  question  of  scientific  medical  ad- 
vertising. 

Based  on  the  foregoing  your  Committee  would 
like  to  recommend  that,  for  the  purpose  of  making 
the  tasks  of  the  Publication  Committee  less  onerous, 
an  advisory  committee  be  formed,  comprising  mem- 
bers of  the  clinical  group  coupled  with  pharmacolo- 
gists trained  in  flic  clinical  and  research  approach, 
with  the  avowed  purpose  of  assisting  iu  the  evalua- 


tion of  products  prior  to  their  acceptance  for  ad- 
vertising in  the  Journal. 

We  further  respectfully  suggest  that  the  following 
policy  be  established: 

1.  That  Council-approved  preparations  be  ac- 
cepted without  question  for  advertising  in  the 
Journal. 

2.  That  all  other  products  submitted  be  passed 
upon  by  the  recommended  advisory  committee. 

3.  That  the  final  responsibility  of  acceptance  or 
rejection  should  rest  entirely  with  the  Publication 
Committee. 

4.  That  advertising  other  than  that  falling  in 
the  scientific  field  be  not  included  in  the  purview  of 
this  report,  but  be  left  to  the  discretion  of  the  Publi- 
cation Committee. 

Finally,  in  connection  with  this  entire  matter  of 
scientific  medical  advertising,  your  Reference  Com- 
mittee would  like  to  go  on  record  as  disapproving 
the  editorial  of  the  A.M.A.  of  February  7,  1918,  as 
being  unwarranted,  unjustified,  and  in  decidedly 
poor  taste. 

The  Reference  Committee  further  moves  accep- 
tance of  the  Public  Relations  report,  and  would 
recommend  a vote  of  thanks  to  that  Committee  for 
their  excellent  work  in  our  behalf. 

I move  the  adoption  of  this  part  of  the  report. 

Dr.  James  F.  Rooney,  Trustee:  I second  it. 

....  There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . . 

Section  1 35.  (See  89) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  XI:  Premature  Publicity  of  Medical 

Matters  by  State  Officers 

Dr.  Theodore  J.  Curphey,  Nassau:  On  the 
resolution  introduced  by  Dr.  Alfred  Angrist  of 
Queens,  “Premature  Publicity7  of  Medical  Matters 
by  State  Officers” : 

“Whereas,  it  has  been  the  policy  for  govern- 
mental agencies  in  the  past  to  promote  press  re- 
leases on  the  expansion  of  services  and  the  intro- 
duction of  new  programs  which  involve  the 
physicians  of  the  community  when  the  coopera- 
tion of  the  local  physicians  is  both  desirable  and 
necessary ; 

“Whereas,  subsequent  discussions  of  modifica- 
tion of  the  projected  program  to  render  it  effective 
and  efficient  improperly  places  the  physicians  in 
the  light  of  obstructing  such  expansion  of  services 
to  the  public;  therefore  be  it 

“ Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  go  on  record  as  advising  the  in- 
terested governmental  agencies  that  the  Medical 
Society  of  the  State  of  New  York  is  always  ready 
to  conduct  preliminary  discussions  about  such 
projects  which  involve  medical  service  and  the 
allied  branches  of  activity  of  the  government,  be- 
fore press  releases  are  promoted  on  such  matters.” 
Your  Reference  Committee  approves  the  principle 
of  this  resolution. 

I move  the  adoption  of  this  part  of  the  report. 

Dr.  Edwin  A.  Griffin,  Kings:  I second  the 
motion. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . . 

Section  136.  (See  90) 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  XI:  State  Expansion  of  Laboratory 
and  Diagnostic  Services 

Dr.  Theodore  J.  Curphey,  Nassau:  On  the 
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second  resolution  introduced  by  Dr.  Alfred  Angrist 
of  Queens,  entitled  “State  Expansion  of  Laboratory 
and  Diagnostic  Services: 

“Whereas,  the  question  of  expansion  of 
diagnostic  facilities  including  laboratory  work, 
BCG  and  x-ray  studies  is  contemplated  through- 
out the  city  and  State  of  New  York;  and 

“Whereas,  it  is  the  considered  opinion  that 
existing  facilities  are  in  need  of  more  adequate 
staff  and  funds;  therefore  be  it 

“ Resolved , that  the  Council  state  its  willingness 
to  appoint  representatives  familiar  with  these 
services,  who,  together  with  the  Health  Depart- 
ment of  the  City  and  State  of  New  York,  study 
the  entire  problem  with  a view  of  adequately 
staffing  existing  facilities  before  considering  the 
expansion  of  such  facilities.” 

Your  Reference  Committee  approves  this  resolu- 
tion and  further  suggests  that  members  of  the 
Section  on  Pathology  and  Clinical  Pathology  of  the 
Medical  Society  of  the  State  of  New  York  and  mem- 
bers of  the  New  York  State  Society  of  Pathologists 
be  selected  to  sit  in  with  any  committee  concerned  in 
a discussion  of  this  matter. 

I move  the  adoption  of  this  portion  of  the  report. 
Dr.  Edwin  A.  Griffin,  Kings:  I second  the 
motion. 

Dr.  Alfred  Angrist,  Queens:  For  the  record 
may  I just  say  at  this  juncture  that  I think  it  was  the 
purpose  that  this  not  be  interpreted  as  representing 
opposition  on  our  part  to  such  extension  of  services 
by  State  authorities  or  city  authorities,  including 
diagnostic  services  of  all  sorts,  but  that  we  be  under- 
stood by  this  resolution  to  imply  that  we  are  in 
favor  of  such  extension;  however,  that  (1)  the 
existing  services  be  rendered  at  peak  efficiency,  and 
(2)  that  in  extending  such  services  we  make  haste 
slowly.  At  least  the  fear  exists  among  some  of  our 
colleagues  that  the  rapid  extension  of  such  services 
has  potential  dangers  in  it  and  abuses  are  easily 
manifest  as  evolving  in  the  rapid  appearance  of  such 
a program,  some  of  them  approaching  the  equivalent 
of  State  medicine. 

We,  therefore,  feel  that  study  of  such  policies  is 
in  order,  and  that  their  extension  should  be  a 
gradual  one  and  not  imply  the  immediate  applica- 
tion of  a program  over  a large  area. 

Dr.  Samuel  Z.  Freeman,  New  York:  I would 
like  to  ask  a question  of  Dr.  Angrist.  Does  that  also 
refer  to  the  extension  of  these  services  in  the  City  of 
New  York? 

Dr.  Angrist:  Yes,  the  resolution  was  presented 
in  the  broad  form  to  include  all  such  services  by 
State  and  city  officials. 

Dr.  Freedman  : Then  I would  like  to  discuss  and 
lead  up  to  an  amendment,  because  within  the  last 
three  weeks  or  so  there  has  appeared  in  the  news- 
papers of  this  city  that  the  Departments  of  Hospital 
and  Health  have  taken  it  upon  themselves  to  extend 
these  services  of  a similar  nature  without  making  it 
clear,  to  me  at  least,  whether  or  not  these  services  are 
to  be  available  to  all  the  people  of  the  City  of  New 
York  or  whether  they  will  be  limited  to  the  medically 
indigent.  I think  at  this  point  it  is  very  important, 
therefore,  to  clarify  the  issue  whether  or  not  we 
tacitly  approve  that  these  services  be  extended  with- 
out it  being  recorded  that  we  favor  these  services  to 
be  extended  only  to  the  medically  indigent.  There- 
fore, I would  amend  the  resolution  to  read  that  we 
approve  of  the  extension  of  these  services  to  the 
medically  indigent. 

Dr.  Stephen  IE  Curtis,  Section  Delegate:  I 
second  the  amendment  , 


Speaker  Andresen:  Is  there  any  discussion  of 
the  amendment? 

Dr.  Thomas  M.  D'Angelo,  Queens:  So  far  as  the 
Department  of  Hospitals  in  the  City  of  New  York  is 
concerned,  those  services  would  be  open  only  to  in- 
digents. As  far  as  the  Department  of  Health  is  con- 
cerned, anyone  can  step  into  a Department  of  Health 
agency,  whether  he  is  a pauper  or  a millionaire,  and 
ask  for  that  service. 

Speaker  Andresen:  Is  there  any  further  discus- 
sion of  the  amendment? 

Dr.  James  F.  Rooney,  Trustee:  I think  that  we 
should  announce  a policy  that  covers  not  alone  a 
section  of  the  State  or  a part  thereof  but  the  whole 
State.  What  we  recommend  should  apply  to  New 
York  City  and  upstate  just  as  well.  I am  very  glad 
to  hear  this  discussion  this  morning,  pointing  out  the 
fact,  as  Dr.  D'Angelo  has  just  said,  that  any  person 
can  step  into,  let  us  say,  any  of  these  survey  groups 
for  radiographs  and  the  like,  irrespective  of  means  or 
anything  of  the  sort.  There  has  been  a great  deal  of 
advertising  in  the  common  press  of  group  examina- 
tions extended  to  the  whole  population  in  a certain 
area  upstate  within  the  last  three  weeks.  It  seems 
to  me  that  that  is  just  the  way  State  medicine  be- 
gins. We  have  had  this  gradual  encroachment  over 
a period  of  thirty-five  years.  It  had  been. gradual, 
and  it  is  accelerating;  therefore,  I feel  that  the 
recommendation  made  by  the  committee  is  an  ex- 
cellent one.  I don’t  intend  to  propose  an  amend- 
ment, but  I do  hope  it  will  be  made  coextensive  for 
the  whole  State  and  not  simply  be  limited  in 
reference  to  one  portion  of  the  State. 

Speaker  Andresen:  It  does  apply  to  the  whole 
State,  doesn't  it,  Dr.  Curphey? 

Dr.  Curphey:  That  is  my  understanding  of  it, 
but  the  problem  is  more  peculiarly  that  of  New  York 
City,  I take  it. 

Chorus:  No. 

Speaker  Andresen:  Is  there  any  further  dis- 
cussion of  the  amendment? 

Dr.  William  B.  Rawls,  New  York:  In  all  fair- 
ness to  what  has  been  said  about  the  Department  of 
Health,  I would  like  just  to  state  a few  things  for 
your  information.  We  have  had  a meeting  with  the 
Commissioner  of  the  Department  of  Health,  and  it 
is  not  true  that  he  proposes  to  take  in  everyone.  He 
has  no  policy  set,  and  before  any  policy  is  set  he  has 
promised  that  he  will  take  it  up  with  the  five  county 
medical  societies  in  New  York.  I happen  to  have 
had  a meeting  with  him,  at  which  Dr.  D'Angelo  was 
present,  and  we  know  he  does  not  propose  to  go 
ahead  yet,  and  he  has  no  policy  set.  Neither  does 
the  Commissioner  of  Hospitals.  The  Commissioner 
of  Hospitals  has  said  he  would  limit  it  only  to  the 
medically  indigent;  the  Commissioner  of  Health 
said  he  would  like  to  do  the  same  thing.  As  to  what 
he  is  going  to  do,  that  is  what  we  had  the  meeting 
about  one  week  ago.  That  is  only  for  your  informa- 
tion. 

Dr.  Angrist:  On  the  amendment,  1 do  not  feel 
the  amendment  is  necessary,  because  of  the  recom- 
mendation of  the  Reference  Committee  to  refer  the 
resolutions  for  study.  That  would  cover  any 
singular  proposition  that  is  included  in  the  amend- 
ment. Of  course,  in  the  study,  the  question  of  the 
indigent  and  the  means  test  would  be  easily  encom- 
passed. I think  the  purpose  of  the  resolution  is  pre- 
cisely what  Dr.  Rawls  has  mentioned  in  this  dis- 
cussion. At  the  meeting  that  I had  the  privilege  of 
attending,  the  Commissioner  of  Health  said  speci- 
fically that  he  did  not  favor  a means  test  for  these 
cases. 
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Dr.  Rooney:  That’s  the  point. 

Dr.  Angrist:  Therein  lies  the  rub.  It  may  be 
very  proper  that  the  means  test  is  below  the  dignity 
of  the  citizens  of  our  State.  However,  some  pre- 
caution is  necessary.  The  only  precaution  suggested 
thus  far  has  been  that  no  such  patients  would  be 
given  treatment,  which  includes  treatment  or 
diagnosis,  unless  recommended  by  a physician. 
Gentlemen,  in  my  own  experience  that  has  always 
proved  inadequate,  because  our  own  physicians  are 
too  loath  to  forget  the  welfare  of  their  confreres  in  the 
specialized  services.  I feel  that  we  should  just  leave 
the  resolution  as  it  is.  It  has  no  action.  It  merely 
calls  for  an  opportunity  of  study.  All  we  are  doing, 
in  effect,  is  to  enter  upon  the  books  the  fact  that  we 
are  willing  to  cooperate  in  this  matter,  but  that  the 
cooperation  should  consist  in  observing  a pilot 
group,  a test  group,  to  see  how  it  works  out,  how  far 
the  abuses  will  go,  how  far  politics  will  enter  into  it. 
Those  are  the  features  to  determine  before  we  give 
our  endorsement.  This  does  not  imply  an  endorse- 
ment. It  implies  a willingness  to  cooperate  and  to 
see  how  this  thing  will  work  out.  I would  be  in  favor 
of  opposing  the  amendment  and  favoring  the 
original  resolution. 

Dr.  Samuel  B.  Burk,  New  York:  May  I take 
this  opportunity  to  discuss  the  amendment?  While 
we  are  about  to  study  this  situation  I believe  that 
there  is  no  harm,  just  as  Dr.  Rooney  has  indicated 
that  it  is  important  that  we  guide  the  committee  or 
guide  those  who  are  going  to  undertake  this  study 
by  a policy  of  this  body  indicating  that  we  are  in 
favor  of  looking  after  our  indigent.  Whether  or  not 
anything  will  come  out  of  that,  just  as  Dr.  Angrist 
stated,  from  the  standpoint  of  study,  that  is  another 
matter,  but  I believe  that  we  should  go  on  record 
indicating  our  own  policy. 

Speaker  Andresen:  Is  there  any  further  dis- 
cussion of  the  amendment? 

Dr.  Angrist:  May  I — 

Speaker  Andresen:  Please  do  not  discuss  again, 
Dr.  Angrist.  I think  we  will  have  to  stick  to  the 
rule  that  only  one  discussion  by  a person  is  allowed 
on  any  matter,  otherwise  we  will  never  get  any- 
where. 

Is  there  any  other  discussion  by  anybody  else  in 
regard  to  including  that  clause  pertaining  to  the 
indigent? 

....  The  question  was  put  to  a vote,  and  the 
amendment  was  carried.  . . . 

Speaker  Andresen:  Is  there  any  discussion  on 
the  report  of  the  Reference  Committee  as  amended? 

....  The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  carried.  . . . 

Dr.  Curphey:  I move  you  the  adoption  of  the  en- 
tire report,  as  amended. 

Dr.  Samuel  B.  Burk,  New  York:  I second  the 
motion. 

. . . .There  being  no  discussion,  the  motion  was  put 
vote  and  was  unanimously  carried.  . . . 

Speaker  Andresen:  Thank  you,  Dr.  Curphey! 

1 think  in  the  interests  of  fairness  I should  refer 
to  the  Reference  Committee  reports  in  the  order  in 
which  we  have  them.  If  there  is  any  person  in- 
terested in  having  a particular  one  brought  up 
earlier,  I would  like  to  hear  it,  otherwise  I think  in 
the  interests  of  fairness  we  will  take  them  in  the 
order  in  which  they  are  listed. 

Dr.  James  F.  Rooney,  Trustee:  There  is  one  very 
important  report,  and  that  is  the  one  concerning  the 
War  Memorial.  1 am  afraid  it  is  going  to  require 
considerable  discussion,  though  perhaps  not,  be- 
cause it  involves  what  this  Society  desires  to  do  by 


way  of  the  expenditure  of  a considerable  amount  of 
money.  There  is  a serious  question  as  to  how  that 
money  shall  be  raised,  and  I feel  that  that  report 
being  so  important  should  at  least  not  be  relegated  to 
the  last  hours  of  the  session  when  men  are  tired  and 
many  things  may  be  done  that  they  may  be  very 
sorry  for  within  a year. 

Speaker  Andressen:  If  there  is  no  objection,  we 
will  take  up  Dr.  Henry’s  report  first. 

....  There  was  no  dissent  expressed.  . . . 

Section  137 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  VIII:  War  Memorial 

Dr.  J.  P.  Henry,  Monroe:  Your  Reference  Com- 
mittee has  carefully  considered  the  report  of  the 
special  committee  on  a War  Memorial.  This  report 
suggests  the  establishment  of  an  educational  fund 
for  the  children  of  members  of  the  State  Society  who 
died  while  in  the  armed  services  during  World  War 
II  and  outlines  several  plans  for  such  a fund  if 
established.  The  report  contains  exhaustive  statis- 
tical data  on  the  subject,  and  the  members  of  the 
Committee  are  to  be  complimented  on  the  thorough- 
ness of  their  work. 

Your  Reference  Committee  approves  the  idea  and 
the  recommendation  of  the  establishment  of  such 
a memorial  fund,  by  means  of  a special  assessment 
to  be  levied  on  the  membership  of  the  Society.  We 
approve  the  recommendation  that  the  monies 
accruing  from  this  assessment  be  placed  in  a special 
investment  fund  by  the  Board  of  Trustees,  to  be 
kept  separate  from  all  other  funds  of  the  Society  and 
to  be  disbursed  solely  on  order  of  the  Council  or  a 
special  committee  thereof,  within  the  provisions  of 
the  plan  suggested. 

We  recommend  the  adoption  of  the  suggested 
Plan  III,  reworded  as  follows: 

“Plan  III 

“To  each  beneficiary  covered  by  this  Memorial 
Fund  there  shall  be  made  a contribution  of  1600 
per  annum,  beginning  on  completion  of  secondary 
(high  school)  education  and  continuing  while  the 
beneficiary  pursues  a collegiate  and/or  a profes- 
sional postgraduate  course,  up  to  the  age  of  25 
years,  if  he  or  she  remains  unmarried.  The 
amount,  of  this  annual  contribution  shall  be 
changed  only  by  vote  of  the  House  of  Delegates. 
The  Council  shall  be  authorized  to  care  for  cases  of 
special  educational  need  arising  in  the  secondary 
(high  school)  level  within  the  limitations  of  the 
available  funds.” 

The  cost  of  this  plan,  as  estimated  by  the  Com- 
mittee on  War  Memorial,  would  be  approximately 
$224,000. 

We  approve  the  recommendation  of  a special 
assessment  of  not  to  exceed  $12  per  member  to  cover 
this  cost. 

We  recommend  that,  on  completion  of  the  purpose 
of  this  Memorial  Fund,  the  unexpended  balance,  if 
any,  be  disposed  of,  in  accordance  with  the  vote  of 
the  House  of  Delegates  at  that  time. 

I move  the  adoption  of  this  portion  of  our  report. 
Dr.  Margaret  Janeway,  New  York:  I second  it. 
Speaker  Andresen:  The  adoption  of  this  report 
is  open  for  discussion. 

Dr.  Louis  H.  Bauer,  President:  I would  like  to 
ask  for  a point  of  information,  Mr.  Speaker.  How  is 
this  assessment  to  be  levied?  Is  it  to  be  one  assess- 
ment? I assume  that  is  the  case  because  I don’t 
think  the  House  can  commit  further  houses. 

Dr.  James  F.  Rooney,  Trustee:  May  I answer, 
Mr.  Speaker? 
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Speaker  Andresen:  You  may. 

Dr.  Rooney:  Yes,  the  committee  recommended 
that  the  monies  be  raised  by  a special  assessment. 
The  estimated  special  assessment  for  Plan  III  would 
be  $12  for  each  member  of  the  Society.  Much  dis- 
cussion was  had  concerning  whether  or  not  this 
assessment  could  not  be  made  payable  over  a period 
of  some  years.  Under  the  Constitution  and  Bylaws 
no  House  of  Delegates  can  commit  the  Society  to  a 
special  assessment  except  for  the  duration  of  the 
life  of  that  House. 

Then,  gentlemen,  in  addition  to  that  the  figures 
arrived  at  in  this  were  that  an  investment  trust  be 
created,  because  we  are  not  going  to  reach  the  sum- 
mit of  the  demand  for  the  expenditure  of  money 
until  about  1954  to  1958,  and  that  summit  of  de- 
mand will  then  continue  for  a period  of  approxi- 
mately nine  years.  We  will  not  amortize  the  whole 
affair,  provided  that,  all  of  these  children  live,  until 
approximately  1968.  That  is  the  reason  why  your 
Committee  recommended  that  the  money  be  raised 
by  one  assessment,  invested  by  the  Board  of  Trus- 
tees, with  the  proceeds  of  the  return  on  that  invest- 
ment accruing  to  the  fund.  That  essentially  is  the 
point,  but  the  assessment  if  it  be  levied  must  be 
levied  at  once  and  in  one  year. 

Speaker  Andresen:  Is  there  any  further  dis- 
cussion? 

Dr.  Benjamin  M.  Bernstein,  Kings:  I am  a 
member  of  the  Reference  Committee  which  dis- 
cussed this  thing  yesterday  or  the  day  before  at 
quite  some  length,  and  I should  like  to  say  that  Dr. 
Rooney  and  his  Committee  did  a remarkably  fine 
job  at  gathering  material  and  data,  which  we  per- 
used for  several  hours  before  we  came  to  our  con- 
clusions. 

There  are  58  children  involved.  I think  you 
should  know  some  of  these  facts.  These  58  children 
come  from  all  over  the  State.  A breakdown  by  this 
committee  was  very  detailed  as  far  as  number  of 
school  years  and  the  like.  There  were  three  plans 
proposed — I hope  Dr.  Henry  forgives  me  for  entering 
upon  the  discussion  instead  of  his  doing  it.  . . 

Speaker  Andresen:  May  I interrupt  and  say 
that  those  plans  have  all  been  published.  We  have 
all  had  an  opportunity  to  read  them.  If  you  have 
any  particular  comment  to  make  concerning  any  of 
them,  please  do  so. 

Dr.  Bernstein:  No,  I have  none  at  all  except  to 
say  that  I don’t  think  we  need  to  discuss  the  neces- 
sity for  the  War  Memorial.  You  have  acted  upon 
that  in  the  past.  The  assessment  has  been  placed  at 
a level  of  $12  in  order  to  supply  the  needed  funds. 
Although  there  may  be  some  available  when  we  are 
finished  with  spending  the  fund,  as  the  resolution 
stated,  that  remainder  may  be  used  at  your  discre- 
tion. 

Dr.  Frederick  W.  Williams,  Bronx:  I would 
like  to  raise  the  question  for  the  consideration  of  the 
Reference  Committee  as  to  just  the  technic  of  col- 
lecting this  special  assessment.  Who  will  send  out 
the  due  notice  of  the  special  assessment?  I think 
that  should  come  directly  from  the  State  Office  to 
the  member  to  let  him  know  that  this  a special 
assessment  to  the  War  Memorial  of  the  State  Society 
and  not  be  collected  through  the  counties. 

Dr.  Rooney:  Will  the  chairman  of  the  Reference 
Committee  yield  for  a moment? 

Dr.  Henry:  Surely. 

Dr.  Rooney:  If  you  approve  this  resolution, 
gentlemen,  that  we  institute  such  a fund,  after  that 
is  approved  then  a separate  question  must  be  raised, 
and  that  is  how  the  necessary  assessment  to  carry 


out  the  purposes  of  the  House  shall  be  put  into 
effect.  According  to  the  Constitution  and  Bylaws 
that  assessment  must  be  made  upon  each  member, 
and  notice  must  issue,  with  the  notice  for  the  dues 
payment  for  that  year,  that  a special  assessment  is 
assessed  against  each  member  by  the  State  Society 
for  that  specific  purpose,  and  that  specific  purpose 
alone.  So  that  notice  will  have  to  go  out  in  that 
way,  Dr.  Williams,  if  you  vote  favorably  upon  the 
adoption  of  this  Plan  III. 

Dr.  James  R.  Reuling,  Treasurer:  I would,  just 
for  the  sake  of  the  record,  like  to  pose  the  question,  if 
a man  does  not  pay  his  dues  he  is  dropped  for  non- 
payment; what  if  a member  does  not  pay  the 
special  assessment? 

Dr.  Rooney:  He  is  also  dropped. 

Dr.  Reuling:  I take  it  that  the  action  of  the 
House  would  mean  that  he  was  dropped  for  non- 
payment of  dues? 

Chorus:  Correct. 

Dr.  Reuling:  I think  that  should  be  clearly 
understood  in  the  discussion  of  this  motion. 

Dr.  Rooney:  May  I again  encroach  upon  the 
time  of  the  House  but  briefly  to  get  this  thing  set- 
tled? The  Constitution  and  Bylaws  are  specific. 
They  stated  that  every  member  to  retain  his  mem- 
bership in  the  State  Society  and  in  any  county  so- 
ciety must  have  paid  all  of  his  dues  and  assessments 
or  he  will  be  dropped  for  nonpayment  of  dues  or 
assessments.  That  is  all. 

Speaker  Andresen:  Thank  you! 

Dr.  Benjamin  F.  Glasser,  Queens:  Mr.  Speaker 
and  members  of  the  House  of  Delegates,  I would  be 
the  last  one  or  should  be  the  last  one  to  be  accused  of 
not  wanting  to  put  up  a War  Memorial  of  some  sort 
for  the  veterans.  I say  that  because  I have  been  in 
the  armed  forces  in  both  world  wars,  so  I have  a 
right  to  say  it.  I am  not  opposed  to  the  resolution 
nor  to  the  question  of  putting  up  a memorial,  but  I 
think  sometimes  we  go  the  whole  way  and  more  than 
the  whole  way  when  a problem  arises,  and  in  this 
case  I think  we  have  gone  too  far. 

Offhand,  as  I understand  it,  we  will  take  a child 
who  has  entered  the  second  or  third  year  of  high 
school  and  begin  to  support  him  until  the  age  of 
twenty-five.  That  means  a total  period  of  about 
ten  or  eleven  years.  I know  we  mean  well,  but  I 
don’t  think  that  is  showing  good  sense.  If  the  party 
needs  support,  we  should  be  here  and  ready  anil 
able  and  willing  to  give  it;  but  to  take  these  children 
and  push  them  through  college  and  medical  school 
and  all  other  sorts  of  things  from  the  time  when 
they  don’t  even  know  what  it  is  all  about,  I think  is 
not  the  best  policy. 

For  that  reason  I think  the  whole  subject  should  be 
studied,  including  the  assessment,  so  that  we  as 
members  know  more  about  it  than  the  report  given 
to  us  this  morning. 

Dr.  Rooney:  May  I ask  again  that  Dr.  Henry 
yield  because  I think  I can  answer  my  friend?  I be- 
lieve he  has  misconstrued  to  a large  degree  the  whole 
situation. 

Speaker  Andresen:  Will  you  yield? 

Dr.  Henry:  Yes. 

Dr.  Rooney:  This  question  has  been  lying  fallow 
in  the  House  for  nearly  three  years,  in  fact,  since 
1945  when  it  was  first  proposed.  There  is  no  ques- 
tion of  supporting  these  children;  as  a matter  of 
fact,  the  proposal  is  not  even  going  to  pay  the  cost  of 
their  medical  education,  nor  is  it  going  to  pay  the 
full  cost  of  their  collegiate  education.  If  my  friend 
had  read  the  report  of  the  Committee,  the  supple- 
mentary report  as  distributed,  he  would  find  that  we 
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only  allow  $600  a year.  Well,  the  Committee  felt 
that  they  would  make  that  contribution  rather  than 
providing  they  would  pay  the  full  cost  of  the 
children’s  collegiate  or  medical  education,  in  order 
that  these  children  should  have  an  incentive  to  do 
something  for  themselves.  It  is  not  going  to  support 
them. 

You  will  also  notice  that  in  every  one  of  these 
plans  it  was  stated  if  they  remain  unmarried.  We 
felt  there  might  be  some  opportunity  of,  well,  per- 
sons of  both  sexes  who  would  sort  of  have  a feeling 
that  here  they  had  this  thing  guaranteed  to  them 
and  they  could  marry  and  carry  on  for  a year  or  two 
and  then  drop  out.  This  support  will  terminate  the 
moment  they  leave  college  or  the  moment  that  they 
leave  school,  if  they  go  to  medical  school. 

It  seems  to  me,  gentlemen — and  I can  say  the  same 
thing  that  the  preceding  speaker  said,  except  I 
happen  to  have  been  a veteran  of  three  wars  instead 
of  two — and  I have  a very  keen  feeling  that  some- 
times being  a veteran  is  used  as  a means  of  getting  a 
handout.  If  you  had  read  some  of  the  letters  that  I 
have  had  in  response  to  the  Committee’s  question- 
naire— pathetic — a widow  with  four  children  work- 
ing to  support  that  family  and  trying  to  keep  the  chil- 
dren in  school.  Another  from  a mother  whose 
daughter  is  in  her  first  year  in  college,  and  she 
wonders  if  she  could  have  some  assurance  because  if 
she  cannot  have  some  assurance  of  some  additional 
support,  the  girl  is  going  to  have  to  leave  college  this 
year.  I stated  in  my  report  that  if  the  House  wishes 
to  hear  any  of  these  facts,  I have  them  all  verified, 
and  I will  be  glad  to  read  them,  but  I don’t  want  to 
take  up  the  time  of  the  House  unless  they  want  to 
have  this  done.  Gentlemen,  it  is  a worthy  object. 

Dr.  Homer  J.  Knickerbocker,  Ontario:  I 

would  like  to  ask  if  it  is  cumulative,  and  is  it  manda- 
tory to  be  paid  to  the  individual  or  may  he  leave  it 
and  let  it  accumulate  for  later  use? 

Dr.  Rooney:  May  I again  reply?  I am  sorry, 
gentlemen,  but  if  this  report  of  the  committee  had 
been  read  these  questions  would  not  arise.  It  is 
specified  in  the  report,  the  original  report  of  the  com- 
mittee; every  question  that  has  been  asked  here  is 
provided  for  in  that  report  which  you  all  received 
four  or  five  days  ago,  including  the  supplementary 
report  giving  the  plans.  When  you  speak  about 
allowing  it  to  accumulate,  no.  The  collection  of  the 
money  if  you  so  provide  will  be  mandatory  because 
it  will  be  a State  assessment.  The  report  states  that 
we  recommend,  and  Dr.  Henry  has  stated  that  in  the 
recommendation  of  the  Reference  Committee,  it  be 
placed  in  an  investment  fund,  the  proceeds  of  which 
will  accumulate  in  the  fund,  but  that  that  money 
cannot  be  expended  except  by  the  direction  of  the 
Council  or  a committee  thereof  as  the  need  arises 
upon  each  child  attaining  the  age  of  seventeen  or 
upon  finishing  high  school,  as  provided  in  Plan  III. 
That  is  all  provided  for.  Is  there  anything  further, 
Dr.  Knickerbocker? 

Dr.  Knickerbocker:  Specifically,  if  the  indi- 
vidual, the  student,  will  not  need  that  this  year,  is  it 
mandatory  for  him  to  draw  it,  or  if  he  wishes  can  he 
lay  it  aside  for  another  year,  or  is  that  administered 
by  the  committee  that  is  in  charge  of  the  fund? 

Dr.  Rooney:  May  I answer? 

Dr.  Henry:  Yes. 

Dr.  Rooney:  The  point  of  fact  is  that  we  felt 
that  it  was  not  alone  derogatory  to  the  memory  of 
these  men  who  died  in  the  service  to  require  a means 
test,  but  that  this  was  to  be  provided  for  all  of  these 
children,  not  upon  request,  but  when  they  attain  the 
age  of  seventeen  or  had  finished  high  school — and  the 


original  report  says  whichever  is  later — that  they 
shall  then  be  eligible.  It  must  be  by  application. 
This  list  will  remain  in  our  files.  We  have  the 
questionnaire  with  all  of  the  ages  and  everything  of 
the  sort  that  will  go  into  the  custody  of  the  Secretary 
of  the  Society.  No  money  can  be  dispensed  unless 
the  Council  requests  the  Board  of  Trustees  to  author- 
ize the  expenditure,  let  us  say  of  $1,800,  to  provide 
for  the  beginning  collegiate  education  of  three  of 
these  children  at  $600  a year  each,  so  I hope  that 
answered  your  question. 

Dr.  Knickerbocker:  It  has. 

....  The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  carried.  . . . 

Section  138.  (See  26) 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  VIII:  Hospital  and  Medical  Care  for 
Veterans 

Dr.  Joseph  P.  Henry,  Monroe:  Your  Reference 
Committee  considered  the  resolutions  referred  to  it 
and  reports  as  follows: 

Concerning  the  resolution  introduced  by  Dr. 
Aranow  for  the  Council  regarding  Veterans  Ad- 
ministration with  requests  for  action  by  the  Ameri- 
can Medical  Association : 

“Whereas,  the  Medical  Society  of  the  State  of 
New  York  believes  that  veterans  who  have  been 
injured  or  disabled  in  the  service  of  their  country 
are  entitled  to  the  highest  type  of  medical  and 
hospital  care;  and 

“Whereas,  Point  Seven  of  the  Ten  Point 
National  Health  Program  of  the  American 
Medical  Association  on  ‘Veterans’  Need  for  Hos- 
pital and  Medical  Care’  reads: 

‘A  program  for  national  health  should  include 
the  administration  of  medical  care,  including 
hospitalization,  to  all  veterans,  such  medical 
care  to  be  provided  preferably  by  a physician  of 
the  veteran’s  choice,  with  payment  by  the 
V eterans  Administration  through  a plan  mutually 
agreed  upon  between  the  state  medical  associa- 
tion and  the  Veterans  Administration’; 
and 

“Whereas,  no  differentiation  is  made  in  the 
above-mentioned  program  between  veterans  suf- 
fering from  illness  or  disabilities  incurred  in  or 
aggravated  by  military  services  and  those 
veterans  suffering  from  illness  or  disabilities  not 
incurred  in  or  aggravated  by  military  service;  and 
“Whereas,  the  present  policy  of  the  Veterans 
Administration  is  to  furnish  medical  care  and 
hospitalization  to  veterans  whose  illness  and  dis- 
abilities were  not  incurred  in  or  aggravated  by 
military  services  only  when  such  veterans  are  not 
able  to  ‘pay  the  necessary  expense  of  hospital 
care’  and  when  ‘.  . . . a bed  is  available  in  an 
existing  facility’ ; and 

“Whereas,  the  Veterans  Administration  has 
neither  the  legal  right  nor  the  administrative 
machinery  to  investigate  affidavits  on  financial 
ability  of  such  nonservice-connected  cases  . . .to 
pay  the  necessary  expense  of  hospital  care’;  and 
“Whereas,  nearly  two  thirds  of  the  beds  in 
Veterans  Administration  Hospitals  are  now  filled 
with  patients  with  nonservice-connected  dis- 
abilities; and 

“Whereas,  the  Veterans  Administration  now 
has  126  hospitals  at  a cost  of  over  one  billion 
dollars;  and 

“Whereas,  the  Veterans  Administration  cur- 
rently has  over  5,000  beds  closed  because  of  in- 
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ability  to  obtain  personnel  without  lowering  the 
standards  of  medical  care;  and 

“W  hereas,  the  unlimited  expansion  of  Veterans 
Administration  hospitals  will  lead  to  an  inferior 
grade  of  medical  and  hospital  care  for  veterans, 
and  at  the  same  time  injure  the  quality  of  hospital 
service  that  is  available  for  the  entire  population 
by  draining  professional  and  technical  personnel 
away  from  hospitals  which  serve  the  public  as  a 
whole;  be  it 

“ Resolved , that  the  Medical  Society  of  the 
State  of  New  York,  in  view  of  the  foregoing,  in- 
struct members  of  the  House  of  Delegates  of  the 
American  Medical  Association  to  request  at  the 
next  regular  session  of  the  House  of  Delegates  of 
the  American  Medical  Association  that  action  be 
taken  to  amend  Point  Seven  of  the  Ten  Point 
National  Health  Program  of  the  American 
Medical  Association  on  ‘Veterans’  Need  for  Hos- 
pital and  Medical  Care’  to  read: 

‘A  program  for  national  health  should  in- 
clude the  administration  of  medical  care,  in- 
cluding hospitalization,  to  all  veterans  currently 
entitled  to  such  medical  care  and  hospitalization 
under  existing  Federal  statutes,  such  medical  care 
to  be  provided  preferably  by  a physician  of  the 
veteran’s  choice  with  payment  by  the  Veterans 
Administration  through  a plan  mutually  agreed 
upon  between  the  state  medical  association  and 
the  Veterans  Administration’; 
and 

“Resolved,  that  the  House  of  Delegates  of  the 
American  Medical  Association  be  requested  to  go 
on  record  as  favoring  Congressional  action  to  in- 
terpret the  following  requirements  of  admission 
of  nonservice-connected  cases  to  Veterans  Ad- 
ministration Hospitals : 

“1.  The  ability  to  pay  the  necessary  ex- 
pense of  hospital  care’;  and 

“2.  ‘.  ...  if  a bed  is  available  in  an  existing 

facility’;  and 

“Resolved,  that  the  House  of  Delegates  of  the 
American  Medical  Associat  ion  at  their  next  meet- 
ing be  requested  to  go  on  record  as  favoring  a 
definite  ceiling  on  the  number  of  beds  to  be  pro- 
vided in  Veterans  Administration  hospitals,  and 
that  such  a ceiling  be  placed  at  140,000  beds,  the 
number  already  authorized  by  Congress.” 

We  approved  this  resolution  and  recommend  its 
adoption,  and  I so  move. 

Dr.  Benjamin  M.  Bernstein,  Kings:  I second 
the  motion. 

Speaker  Andresen:  It  has  been  regularly  moved 
and  seconded  that  this  port  ion  of  the  report  approv- 
ing the  resolution  be  adopted.  Is  there  any  dis- 
cussion? 

Dr.  Frederick  S.  Wetherell,  Onondaga:  The 
word  “facility”  may  be  misconstrued.  Does  that 
mean  a veterans’  facility  as  they  used  to  call  them 
or  does  that  mean  an  existing  hospital  in  the 
locality?  The  word  “facility”  may  be  misin- 
terpreted. 

Speaker  Andresen:  I think  that  usually  applies 
to  a Veterans  Administration  hospital  or  clinic, 
doesn’t  it? 

Dr.  James  F.  Rooney:  Is  Dr.  Bauckus  here? 
....  There  was  no  response.  . . . 

Dr.  Rooney:  He  is  the  chairman  of  the  Com- 
mittee, but  I am  the  vice-president  of  our  Plan. 
The  word  “Veterans  Administration  facility”  is  a 
general  term  they  use  for  everything  in  connection 
with  the  Veterans  Administration,  especially  as  re- 
gards local  agencies. 


Dr.  Louis  H.  Bauer,  President:  I am  in  thorough 
sympathy  with  this.  I feel,  however,  that  we  should 
be  very  careful  as  to  the  wording  of  it  because  if 
there  is  an  opportunity  somebody  will  hop  on  the 
medical  profession  saying  they  don’t  want  to  take 
care  of  the  veterans,  or  we  will  antagonize  the 
American  Legion,  etc.  If  we  adopt  this  resolution,  I 
would  move  that  we  amend  it  by  adding  that  the 
final  wording  of  this  resolution  be  gone  over  very 
carefully  in  the  Council  so  we  may  be  sure  that  its 
final  wording  will  be  one  that  cannot  be  misinter- 
preted as  to  our  intent. 

Dr.  Rooney:  Are  you  going  to  move  that  this  go 
to  the  Council,  that  this  be  referred  to  the  Council 
with  such  amendment? 

Dr.  Bauer:  I am  moving  that  the  final  wording  of 
it  be  left  to  the  Council. 

Dr.  Rooney:  That  it  be  referred  to  the  Council 
for  relieving  any  ambiguity  in  language? 

Dr.  Bauer:  Yes. 

Speaker  Andresen:  Will  you  restate  your 

motion? 

Dr.  Bauer:  The  motion  is  we  accept  in  principle 
but  the  final  wording  be  left  to  the  Council  to  de- 
termine. 

Speaker  Andresen:  That  is  an  amendment  to 
the  original  motion  of  the  Reference  Committee. 

Dr.  Bauer:  That  is  right. 

Dr.  Rooney:  I will  second  it. 

....  There  being  no  further  discussion,  the 
amendment  was  put  to  a vote  and  was  unanimously 
carried. . . . 

Speaker  Andresen:  Now  we  have  the  original 
motion  as  amended.  Is  there  any  discussion? 

....  The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . . 

Section  139.  (See  62) 

Report  of  the  Reference  Committee  on  Report  of 
Council,  Part  VIII:  Veterans  Administration 

Dr.  Joseph  P.  Henry,  Monroe:  We  now  have  a 
group  of  resolutions  introduced  by  Dr.  Bauckus  for 
the  Liaison  Committee  with  the  Veterans  Ad- 
ministration: 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  reaffirm  its  endorsement  of  a pro- 
gram that  will  give  the  veteran  the  best  medical 
and  hospital  care  attainable.” 

Your  Reference  Committee  approves  of  this,  and  I 
move  its  adoption. 

Dr.  Benjamin  M.  Bernstein,  Kings:  1 second 
the  motion. 

....  There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . . 

Dr.  Henry:  The  second  reads: 

“Resolved,  that  any  new  contract  entered  into 
by  the  Veterans  Medical  Service  Plan,  Inc.,  shall 
provide  for  the  free  choice  of  physician  for  the 
veteran:  Exceptions  to  this  rule  to  be  made  only 
by  mutual  agreement  by  an  appropriate  committee 
of  the  two  parties.” 

We  approve  this,  and  I move  its  adoption. 

Dr.  Edwin  A.  Griffin,  Kings:  I second  the 
motion. 

Dr.  Rooney:1  I would  like  to  amend  that  language 
too  because  that  is  rather  ambiguous.  I would  like 
to  amend  it  in  this  way,  and  I move  this  as  an 
amendment  for  the  last  sentence,  “that  any  excep- 
tions to  this  provision” — is  that  your  language,  Dr. 
Henry? 

Dr.  Henry:  “Exceptions  to  this  rule  to  be  made 
only  by  mutual  agreement  by  an  appropriate  com- 
mittee of  the  two  parties,” 
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Dr.  Rooney:  Exception  to  this  rule  shall  be 
made  only  by  conference  and  appropriate  agreement 
between  the  Veterans  Medical  Plan  of  New  York, 
Inc.,  and  the  Veterans  Administration. 

Speaker  Andresen:  Will  you  accept  that  amend- 
ment? 

Dr.  Henry:  Yes,  I believe  the  Reference  Com- 
mittee would  have  no  objection  at  all  to  accepting 
such  an  amendment,  and  I will  accept  it. 

....  The  question  was  called,  and  the  motion  was 
put  to  a vote  and  unanimously  carried.  . . . 

Dr.  Henry:  Number  3 reads: 

“That  the  fee  schedule  be  a State-wide  schedule 
approved  by  both  parties  and  subject  to  change  in 
specific  instance  by  mutual  agreement.” 

We  approve  that  recommendation,  and  I move  the 
adoption  of  that  portion  of  the  report. 

Dr.  Rooney:  Mutual  agreement  of  the  same 
parties  noted  in  the  preceding  paragraph? 

Speaker  Andresen:  Would  you  accept  that, 
Dr.  Henry? 

Dr.  Henry:  Yes,  we  approve  that  and  recom- 
mend its  adoption. 

Dr.  Thomas  A.  McGoldrick,  Past-President: 
I second  it. 

....  There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . . 

Dr.  Henry:  Number  4 reads: 

“That  the  State  Medical  Society  disapproves  of 
part-time  employment  of  its  members  in  any 
capacity  which  shall  forbid  the  private  physician 
from  practicing  medicine  outside  of  assigned 
hours,  including  the  care  of  veterans  on  a fee 
basis.” 

Your  Reference  Committee  approves  of  that,  and  I 
move  its  adoption. 

Dr.  Thomas  A.  McGoldrick,  Past-President:  I 
second  that. 

....  There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . . 

Dr.  Henry:  Number  5 reads: 

“That  there  are  or  have  been  regulations  which 
deny,  to  former  part-time  or  full-time  physicians 
resigning  from  the  Veterans  Administration,  the 
privilege  of  caring  for  veterans  on  a fee  basis 
system  for  a period  of  two  years  following  the 
physician’s  resignation,  excepting  only  the 
physicians  removing  to  a distant  locality.  We 
condemn  such  interference  as  un-American  in  its 
abrogation  of  individual  rights,  a negation  of  the 
free  choice  principle,  and  a dictatorial  bureau- 
cratic device  which  limits  and  obstructs  medical 
service  to  veterans,  at  the  same  time  serving  as  a 
penalty  to  physicians,  in  many  cases  veterans 
themselves.” 

We  approve  of  that,  and  I move  its  adoption. 

Dr.  Harry  Aranow:  I second  that. 

Dr.  Rooney:  Once,  again,  Mr.  Speaker,  that  rule 
was  put  into  effect  very  largely  because  abuses 
were  happening.  Many  young  medical  officers  in  a 
number  of  localities  in  the  State  took  on  temporary 
positions  with  the  Veterans  Administration,  and  due 
to  the  fact  that  they  were  assigned  as  authorizing 
agents  for  the  Veterans  Administration  they  ac- 
quired a very  large  group  of  men,  veterans,  applying 
for  domiciliary  care  who  got  to  know  them  very  well, 
and  after  they  had  four  or  five  months  in  these  jobs 
they  would  arrange  it  so  and  suggest  to  these  men — 
and  this  has  come  under  my  own  observation — they 
were  leaving  the  Veterans  Administration  but  they 
could  take  care  of  them,  because  they  were  going  to 
go  into  the  private  practice  of  medicine. 


We  had  one  instance  in  the  middle  of  the  State 
where  one  man  who  went  into  the  Veterans  Ad- 
ministration as  an  employe,  and  I think  he  remained 
in  the  employment  of  the  Veterans  Administration 
for  approximately  five  months  and  then  left  it,  and 
within  the  first  six  months  after  he  had  left  the 
Veterans  Administration  he  had  been  paid  something 
in  the  neighborhood  of  $16,000  for  caring  for  veterans 
who  were  authorized  to  him.  That  was  when  the 
rule  went  into  effect  that  no  man  in  part-time  em- 
ployment of  the  Veterans  Administration  and  no 
man  who  was  doing  domiciliary  care  for  veterans 
would  be  allowed  to  be  paid  any  more  than  $6,000  a 
year.  In  my  opinion  it  is  a just  ruling.  Those  were 
some  of  the  things  that  got  us  in  bad  with  the 
Veterans  Administration,  because  at  the  time  we  had 
no  means  of  stopping  this  sort  of  thing.  The  $6,000 
limit  was  the  primary  thing  that  did  it,  and,  just  as 
soon  as  the  cream  was  out  of  the  coconut,  in  this  one 
particular  instance,  the  gentleman  has  departed  to 
t ake  postgraduate  courses  as  he  stated  openly  on  the 
basis  of  the  around  $20,000  he  got  out  of  the  Veterans 
Administration  on  this  sort  of  thing  within  the  period 
of  less  than  a year  and  a half. 

I feel  that  the  language  of  some  of  this  should  not 
go  into  effect  because  you  notice  it  means  a two-year 
lapse.  I think  that  is  too  long.  It  should  be  some- 
thing like  six  months  rather  than  two  years.  We 
can  object  to  the  two-year  rule.  I do  not  feel,  how- 
ever, that  we  should  use  the  word  “arbitrary.”  We 
are  going  to  have  to  renegotiate  a contract  with  the 
Veterans  Administration  or  abandon  our  Plan,  and 
that  contract  renegotiation  is  going  to  have  to  be 
made  before  August  of  this  year.  I see  no  reason  why 
we  should  unnecessarily  antagonize  the  Veterans  Ad- 
ministration, although  I do  feel  that  since  General 
Bradley  and  General  Hawley  have  left  the  Veterans 
Administration  and  the  new  regime  has  taken  over 
there  is  a studied  effort  on  the  part  of  the  Veterans 
Administration  to  revert  to  the  rotten  sort  of  stuff 
that  we  had  from  1920  on  until  Bradley  and  Hawley 
came  in.  I feel  that  that  is  the  story,  and  that  that 
language  should  be  changed.  However,  Dr.  Bauckus 
is  now  in  the  House,  as  I see,  and  I think  perhaps  he 
may  want  to  say  something  about  it.  But  I feel  we 
should  change  this  and  not  use  the  word  “arbitrary” 
because  I don’t  believe  they  are  arbitrary  in  this, 
though  they  are  arbitrary  in  other  things  that  they 
are  doing  that  are  not  embodied  in  this.  However,  I 
would  like  to  hear  what  Dr.  Bauckus  has  to  say 
about  the  matter. 

Dr.  Herbert  H.  Bauckus,  Past- President:  In  the 
first  place  anyone  who  is  licensed  to  practice  medi- 
cine in  the  State  of  New  York  has  that  right.  I 
don’t  want  to  be  a party  to  anything  that  interferes 
with  the  rights  of  a practitioner  of  medicine.  That  is 
the  fundamental  point  in  this  resolution. 

Secondly,  if  we  made  any  changes  in  this  resolu- 
tion we  would  do  something  to  remove  free  choice  of 
physician,  which  you  have  approved  in  Resolution 
Number  2. 

If  it  so  happens  that  a veteran  has  been  a patient 
of  the  physician  while  he  was  employed  by  the 
Veterans  Administration  and  he  makes  the  choice  to 
have  him  continue  to  take  care  of  him,  I want  him  to 
be  able  to  do  that.  I don’t  see  how  we  can  do  any- 
thing else  unless  we  change  our  principle  of  free 
choice. 

The  third  thing  about  this  is  that  when  they  in 
various  areas  of  the  State  put  this  into  effect,  by  the 
way,  without  our  knowing  about  it  until  we  found 
out  instances,  they  made  exceptions,  and  pretty 
soon  the  exceptions  were  very  general,  so  the  regula- 
tion did  not  mean  so  very  much  after  all. 


September  1,  1948] 


MINUTES  OF  THE  ANNUAL  MEETING 


113 


The  next  thing  about  this  question  of  how  much 
the  doctor  may  earn  in  a year,  this  $6,000  limitation, 
if  there  is  anything  wrong  about  any  physician’s 
method  in  receiving  money,  it  should  be  brought  to 
the  attention  of  the  Coordinator  in  that  area,  when 
it  will  be  brought  to  the  Board  of  Directors’  atten- 
tion. I told  you  that  everything  has  been  done  to 
insure  a smooth  working  relationship.  As  I said 
yesterday,  every  time  there  has  been  a complaint  an 
investigation  was  made.  I did  not  tell  you  yesterday 
that  of  late  months  there  has  been  a great  effort  to 
put  much  of  this  former  fee  basis  practice  on  a con- 
tract basis.  That  is  true,  I am  sorry  to  say,  and  I 
could  read  you  a list  of  20  institutions  and  groups  in 
New  York  State  who  are  now  accepting  cases  from 
the  Veterans  Administration  on  a contract  basis. 
Many  of  them  are  neuropsychiatric,  but  there  are 
other  kinds  of  cases  involved  too,  so  that  is  a way,  as 
1 see  it,  of  getting  around  our  free  choice  principle. 
W hile  they  have  designation,  and  they  also  have  the 
$6,000  limit,  still  a man  in  the  contract  business  can 
get  all  that  is  sent  to  him,  and  there  is  no  limitation 
in  the  amount  of  money  he  shall  get. 

When  they  talk  about  the  excessive  costs  of  the 
fee  basis  system,  I want  to  point  out  that  in  these 
contract  cases  relating  particularly  to  neuropsychia- 
try, the  doctor  under  our  Plan  is  paid  $10  an  hour. 
In  most  of  these  contracts  it  costs  $11.50  to  $12  an 
hour.  The  only  difference  I can  see  is  that  it  is 
taking  it  away  from  the  free  choice  principle  and  the 
fee  basis  system  and  putting  it  under  a contract 
system,  which  is  certainly  against  our  principles. 
That  is  one  of  the  most  discouraging  things  that  I 
have  found.  Therefore,  I say  let  us  not  have  any 
interference  at  all  with  our  free  choice  principle,  and 
let  us  not  have  any  interference  with  the  private 
practice  of  medicine  as  we  are  wont  to  carry  it  on  in 
New  York  State. 

Dr.  Louis  H.  Bauer,  President:  I would  like  to 
move  an  amendment  to  this  Number  5.  The  first 
sentence  I think  is  all  right,  “There  are  or  have  been 
regulations  which  deny  to  former  part-time  or  full- 
time physicians,  resigning  from  the  Veterans  Ad- 
ministration, the  privilege  of  caring  for  veterans  on  a 
fee  basis  for  a period  of  two  years  following  the 
physician’s  resignation,  excepting  only  the  physi- 
cian’s removing  to  a distant  locality,”  and  stop 
there  and  delete  the  rest  of  it  and  substitute  the 
following:  “That  the  L ouse  of  Delegates  requests 
the  Veterans  Medical  Service  Plan,  Inc.,  to  enter  into 
negotiations  with  the  Veterans  Administration  to 
obtain  modification  of  this  rule  in  such  manner  as  to 
protect  the  rights  of  the  Veterans  Administration 
and  at  the  same  time  to  prevent  discrimination 
against  ethical  physicians.” 

Dr.  Rooney:  I second  that. 

....  There  being  no  discussion,  the  amendment 
was  put  to  a vote  and  was  unanimously  carried.  . . . 

Speaker  Andresen:  The  resolution  as  now 
amended  is  before  you  for  discussion. 

....  The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . . 

Dr.  Henry:  Number  6: 

“That  we  support  the  American  Hospital 
Association  in  its  stand  against  the  building  of 
veterans’  hospitals  beyond  the  present-day  re- 
quirement; that  we  favor  free  choice  of  hospital 
by  the  veteran  in  the  service-connected  case 
whether  the  selection  be  a veteran,  community,  or 
a private  hospital;  that  the  expansion  under  the 
Hill-Burton  plans  would  provide  additional  hos- 
pital facilities  enabling  the  veterans  to  choose  and 
have  care  in  their  own  localities;  that,  as  far  as 


can  be  ascertained  at  present,  if  the  proposed  plan 
for  construction  of  92  additional  veterans  hospi- 
tals is  carried  through,  the  bed  capacity  of  those 
hospitals,  together  with  those  already  existing 
under  the  Veterans  Administration  will  be  over 
twice  the  calculated  bed  needs  for  the  next  fifteen 
years.” 

We  approve  that  recommendation,  and  I move  its 
adoption. 

Dr.  James  F.  Rooney,  Trustee:  I second  it. 

Dr.  Joseph  A.  Geis,  Essex:  Will  free  choice  to 
the  veteran  of  the  hospital  he  wants  not  interfere 
with  the  free  choice  of  physician;  in  fact,  most  of 
the  hospitals,  and  advisedly  so,  have  closed  staffs? 
Suppose  we  now  grant  free  choice  of  the  hospital  and 
free  choice  of  physician,  and  the  physician  he  picks 
cannot  work  in  that  particular  hospital  that  he 
picks?  I believe  that  that  should  be  worded  a little 
better  so  that  the  free  choice  of  physician  is  not 
sacrificed  to  free  choice  of  hospital. 

Speaker  Andresen:  Can  you  make  an  amend- 
ment to  that,  Dr.  Geis,  to  take  care  of  your  objec- 
tion? 

Dr.  Geis:  I would  suggest  that  be  referred  to  the 
Council  for  clarification.  I could  not  make  the  neces- 
sary amendment  off  the  floor. 

Speaker  Andresen  : Add  to  it  the  clause  that  it  is 
to  be  referred  to  the  Council  for  clarification? 

Dr.  Geis:  And  giving  free  choice  of  hospitals 
only  as  far  as  it  is  consistent  with  free  choice  of 
physician. 

Dr.  Homer  J.  Knickerbocker,  Ontario:  I 

second  that  amendment. 

Dr.  Bauckus:  On  the  question  of  the  amend- 
ment, if  it  is  referred  to  the  Council,  that  may  take 
some  time  for  action,  and  we  are  soon  to  meet  with 
the  American  Hospital  Association  and  with  Dr. 
Magnuson  on  this  question.  In  our  second  resolu- 
tion we  emphasize  free  choice  of  physician.  As  I 
understand  it,  it  is  the  physician  who  first  advocates 
hospitalization,  and  under  our  methods  of  practice 
he  must  find  a place  in  the  hospital  where  he  can 
take  care  of  his  patient.  I brought  this  out  yester- 
day— that  at' the  present  time  when  the  doctor  wants 
a patient  to  go  to  the  hospital  the  patient  does  not 
receive  authorization  for  hospitalization.  They 
have  stopped  that  except  in  an  emergency.  We 
want  the  surgeon,  for  example,  to  have  his  patient, 
and  take  care  of  him  in  a hospital,  and  I think  that 
certainly  is  indicated  in  that  resolution.  We  don’t 
have  free  choice  of  hospital  unless  we  have  free 
choice  of  physician. 

Dr.  Geis:  I will  modify  that,  instead  of  it  going 
to  the  Council,  we  refer  it  to  Dr.  Bauckus’  organiza- 
tion— I am  not  sure  of  its  exact  name — for  such 
change  before  they  submit  it  to  the  Veterans 
Bureau. 

Chorus:  No. 

Speaker  Andresen:  Is  there  a second  to  that? 
....  There  was  no  response. . . . 

Dr.  Ezra  A.  Wolff,  Queens:  I was  going  to  sug- 
gest free  choice  of  type  of  hospital,  which  I think 
would  not  limit  them  to  a single  hospital  but  might 
allow  them  to  choose  a voluntary  hospital  or  pro- 
prietary hospital,  with  which  their  chosen  physicians 
are  connected. 

Speaker  Andresen:  Do  you  think  that  is  neces- 
sary? 

Chorus:  No. 

Speaker  Andresen:  The  amendment  is  to  refer 
this  to  the  Council. 

I)r.  Rooney:  It  seems  to  me  in  discussing  the 
amendment  that  we  are  going  to  try  to  do  right  here 
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and  now  by  voice  from  the  floor  the  amending  of 
something  that  is  very  important.  I cannot  quite 
agree  with  my  good  friend,  Dr.  Bauckus,  that  it  is 
going  to  take  the  Council  a long  time  to  do  it  be- 
cause the  Council  is  going  to  have  to  meet  after  this 
session,  and  if  it  is  a clarification  of  language  this 
thing  can  be  clarified  and  made  conformable  to  the 
express  wishes  of  the  House  in  the  matter  of  five 
minutes.  I am  still  in  favor  of  the  reference  to  the 
Council  for  clarification  of  the  language  and  preser- 
vation of  the  intent  of  the  resolution,  and  referring  it 
to  the  Council  for  immediate  consideration  this 
afternoon. 

Speaker  Andresen:  The  second  amendment 
was  not  seconded,  and  the  amendment  we  are  con- 
sidering is  the  reference  to  the  Council,  which  has 
been  further  amended  that  it  be  referred  to  the 
Council  for  clarification  of  the  intent  of  the  resolu- 
tion and  decision  this  afternoon. 

Dr.  Henry:  We  accept  that  as  part  of  the  original 
motion. 

....  The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . . 

Dr.  Henry:  Number  7: 

“That  we  recommend  the  formation  of  a 
special  committee  composed  of  representatives  of 
the  veteran  organizations,  Veterans  Administra- 
tion, and  a special  committee  of  the  Medical  So- 
ciety of  the  State  of  New  York  for  discussion  and 
consideration  of  veteran  hospital  and  medical 
care.” 

We  approve  that  recommendation,  and  I move  its 
adoption. 

Dr.  B.  M.  Bernstein,  Kings:  I second  the 
motion. 

....  There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. 

Dr.  Henry:  Now  I move  the  adoption  of  the 
whole  report  as  amended. 

Dr.  Rooney:  I second  it. 

....  There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . . 

Section  HO.  (See  14,  137,  174 ) 

Asking  for  Reconsideration  of  War  Memorial 

Dr.  Leo  F.  Schiff,  Clinton:  As  one  who  voted 
for  the  motion  in  question,  I will  now  move  for  the 
reconsideration  of  the  vote  on  the  War  Memorial, 
and  if  I may  speak  for  a minute  on  the  reason.  . . . 
Speaker  Andresen:  Yes. 

Dr.  Schiff:  This  is  a very  small  group.  The 
vote  was  to  my  estimation  very  indecisive.  We  have 
a great  responsibility.  My  purpose  in  moving  for 
this  reconsideration  will  be  to  bring  before  you  the 
question  as  to  the  desirability  of  having  a referen- 
dum of  the  Society  on  the  matter,  and  it  is  for  that 
reason  I make  the  motion  to  reconsider. 

Speaker  Andresen:  A motion  to  reconsider 
has  been  made.  Is  there  any  second? 

Dr.  Ezra  A.  Wolff,  Queens:  I will  second  it. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  defeated.  . . . 

Section  141 

Report  of  Tellers 

Speaker  Andresen:  I declare  the  following 

elected  as  Delegates:  W.  P.  Anderton,  M.D.,  Albert 
F.  R.  Andresen,  M.D.,  James  R.  Iteuling,  M.D., 
Floyd  S.  Winslow,  M.D.,  Herbert  H.  Bauckus, 
Mb.  0.  W.  II.  Mitchell,  M l).,  Thomas  M. 
Brennan,  M.D.,  Ralph  T.  B.  Todd,  M.D.,  Albert  A., 
Gartner,  M.D.,  and  William  B.  Rawls,  M.D. 


And  the  following  elected  as  alternates  in  the  order 
of  the  votes  they  received:  Edward  D.  Flood,  M.D., 
Leo  F.  Schiff,  ALL).,  W.  Guernsey  Frey,  Jr.,  M.D., 
B.  Wallace  Hamilton,  M.D.,  Clarence  G.  Bandler, 
M.D.,  Denver  M.  Vickers,  M.D.,  John  L.  Edwards, 
M.D.,  John  T.  Donovan,  M.D.,  Walter  T.  Held- 
mann,  M.D.,  and  Eugene  H.  Coon,  M.D. 


Dr.  Philip  D.  Allen,  New  York:  Your  Com- 
mittee notes  with  approval  your  President’s  com- 
ments regarding  malpractice  insurance,  but  deems 
no  action  necessary  on  our  part  as  it  will  be  com- 
pletely handled  by  another  committee.  We  note  with 
concern  the  President’s  feelings  regarding  advertis- 
ing in  the  New  York  State  Journal  of  Medicine. 
We  feel  that  publication  of  the  formula  should  be  at 
least  a minimum  requirement  for  advertising 
accepted  by  our  Journal.  Members  at  large  are 
known  to  disapprove  of  the  advertising  policy  as 
presently  conducted  by  the  State  Journal. 

The  various  cultists  are  at  present,  as  always, 
clamoring  for  recognition,  and  continued  vigilance 
on  the  part  of  the  State  Society  is  imperative  to 
safeguard  the  health  of  the  people. 

Your  committee  concurs  in  the  need  for  organizing 
speakers’  bureaus  in  the  various  county  societies. 
We  agree  with  the  President  in  believing  that  this  is 
an  excellent  step  in  improving  our  public  relations. 

We  realize  that  attendance  at  some  of  the  District 
Branch  meetings  has  been  extremely  small  as  com- 
pared to  the  membership.  Your  committee  feels 
that  it  would  be  presumptuous  to  dictate  the  type  of 
program  for  each  particular  district  branch  as  con- 
ditions vary  so  considerably  throughout  the  State. 
However,  consideration  might  be  given  to  a change 
in  the  type  of  program  in  order  to  interest  a great 
number  of  members  in  some  of  the  district  branches. 

We  heartily  agree  with  our  President’s  suggestion 
regarding  division  of  labor  between  President  and 
President-Elect  in  the  matter  of  attending  district 
branch  meetings. 

We  agree  with  the  President  that  the  number  of 
trustees  should  be  increased,  and  we  also  agree  that 
the  tenure  of  office  should  be  limited  to  two  terms. 
Your  committee  heartily  approves  of  our  Presi- 
dent’s recommendation  that  we  all  support  and  co- 
operate with  the  World  Medical  Association. 

In  the  President’s  supplementary  report  he 
recommends  that  the  Council  be  empowered  to  take 
necessary  steps  to  prepare  for  emergency  defense. 
The  motion  made  by  Dr.  Anderton  that  the  Presi- 
dent be  empowered  to  appoint  a Committee  for 
National  Defense  is  in  line  with  this  thought.  Your 
Committee  feels  that  the  New  York  State  Medical 
Society  should  immediately  embark  on  a plan  for 
emergency  medical  defense.  We,  therefore,  recom- 
mend that  the  House  of  Delegates  empower  the 
Council  to  participate  in  this  important  activity  and 
that  the  President  appoint  a committee  for  disaster 
preparedness.  We  further  recommend  that  this 
committee  act  in  conjunction  with  adjacent  state 
committees  to  formulate  details  for  mutual  emer- 
gency medical  care. 

In  conclusion,  the  President’s  report  is  most 
thorough  and  complete,  and  we  heartily  urge  that 
our  members  familiarize  themselves  with  it. 

Mr.  Speaker,  I move  the  report  be  accepted. 

Dr.  William  Klein,  Bronx:  I second  the 

motion. 

Speaker  Andresen  : There  is  one  point  there  that 
1 don’t  think  we  can  consistently  vote  upon,  and 
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that  is  the  recommendation  that  the  Board  of 
Trustees  be  increased  to  nine.  That  was  disposed  of 
yesterday. 

Dr.  James  F.  Rooney,  Trustee:  I don’t  think  the 
Committee  has  many  any  recommendation  in  re- 
gard to  that.  They  approved  the  President’s 
recommendation. 

Dr.  Allen:  That  is  right. 

Dr.  Rooney:  But  the  only  recommendations 
they  made  were  two,  and  they  were  the  last  two  in 
relation  to  this  question  of  national  defense,  so  I 
think  the  House  can  perfectly  well  adopt  the  report 
because  it  does  not  embody  any  recommendation. 

Speaker  Andresen:  It  embodies  approval  of 
something  we  did  not  approve  yesterday. 

Dr.  Rooney:  I don't  think  that  is  effective  be- 
cause the  action  has  already  been  taken  by  the 
House,  and  it  is  not  a reconsideration.  Furthermore 
it  is  not  a recommendation.  They  merely  approve 
of  the  proposal.  They  had  an  opportunity  of  dis- 
cussing it,  and  they  approved  it,  but  I don’t  think 
under  any  circumstances  we  should  eliminate  that 
in  courtesy  to  our  President.  I am  in  favor  of  having 
it  remain  as  is,  and  I can  see  no  reason  why  if  the 
only  recommendations  they  submit  for  adoption  are 
the  two  recommendations  concerning  national  de- 
fense, those  should  not  be  passed  upon  separately, 
and  then  approve  the  report  as  a whole. 

President  Bauer:  May  I comment  on  my  own 
report?  I assure  you  I have  no  idea  of  taking  ad- 
vantage of  the  recommendations  of  the  Committee. 

I think  the  whole  thing  could  be  settled  very  easily 
if  the  Committee  would  just  insert,  “but  in  view  of 
the  fact  that  this  matter  is  being  handled  by  another 
committee,  no  action  is  recommended”.  . . . 

Dr.  Peter  J.  Di  Natale,  Genesee:  Was  handled 
by  another  committee. 

President  Bauer:  Yes,  just  interpolate  those 
words,  and  that  covers  it. 

Dr.  Allen:  On  behalf  of  the  Committee  I insert 

it. 

Dr.  Thomas  H.  McGavack,  Section  Delegate: 
You  accept  it,  and  I second  it. 

Speaker  Andresen:  There  were  two  recom- 
mendations or  only  one? 

Dr.  Allen:  There  were  two  embodied  in  the  re- 
port regarding  emergency  national  defense. 

Dr.  Rooney:  One  was  the  matter  of  the  plan  and 
the  other  was  referring  it  to  the  Council.  There 
were  two  separate  recommendations. 

Dr.  Allen:  Yes. 

Speaker  Andresen:  Shall  we  vote  on  those 
separately  or  shall  we  vote  on  them  together? 

Chorus:  Together. 

Speaker  Andresen:  I think  we  can  vote  on  them 
together. 

....  The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  unanimously  carried  as 
amended. . . . 

Section  14&-  (See  8) 

Report  of  Reference  Committee  on  Report  of 
Planning  Committee  for  Medical  Policies 

Dr.  Thomas  M.  D’Angelo,  Queens:  The  entire 
report  of  the  Planning  Committee  for  Medical 
Policies  should  be  required  reading  for  all  members  of 
the  New  York  State  Medical  Society.  It  shows  the 
tremendous  amount  of  work,  time,  and  energy  that 
the  officers  and  committee  members  give  to  the 
Medical  Society  to  protect  the  interests  of  the  entire 
membership. 

This  report  is  divided  into  six  main  subdivisions. 
The  first  two,  namely,  preamble  and  organization, 


are  essentially  the  same  as  when  the  Committee  wras 
created  in  1947.  Since  the  committee  has  carried  on 
its  work  so  smoothly  under  the  present  organization, 
it  was  not  necessary  to  change  that  organization. 

Section  3 deals  with  the  reorganization  of  the  dis- 
trict branches.  This  section  outlines  the  history  of 
the  formation  of  the  branches  and  the  work  that 
these  branches  have  carried  on  in  the  past.  Their 
study  has  shown  that  in  many  instances  the  present 
organization  and  activities  of  the  district  branches 
as  now  constituted  do  not  meet  the  requirements  of 
organized  medicine  at  the  present  time.  This  has 
brought  about  the  formation  of  separate  organiza- 
tions in  various  portions  of  this  State  to  supplement 
the  work  of  the  district  branches.  Such  organiza- 
tions are  especially  active  in  the  Eighth  District 
Branch  and  the  New  York  City  area.  The  Com- 
mittee has  reached  no  definite  conclusion  and  asked 
that  further  and  continuous  study  be  made  before 
the  organizational  setup  and  geographic  redistribu- 
tion of  the  district  branches  is  changed.  Your 
Reference  Committee  approves  the  recommenda- 
tion of  the  Planning  Committee  that  “in  those  dis- 
trict branches  where  the  interest  and  sentiment  now 
exist  for  further  functioning  of  the  district  branches 
in  serving  the  interests  of  its  membership,  a council, 
or  similar  body  be  set  up,  patterned  on  the  successful 
experiment  of  the  Eighth  District  Branch.  It 
should  be  so  organized  as  to  come  within  the  frame- 
work of  the  Constitution  and  Bylaws  of  the  State 
Society.  It  should  be  carefully  administered  and 
supervised  so  that  whatever  actions  are  taken  and 
whatever  activities  are  promoted  are  cleared  at  the 
top  through  the  Council  of  the  State  Society.” 
Your  Reference  Commit  tee  also  approves  the  recom- 
mendation that  from  time  to  time  appropriate 
publicity  be  given  this  movement  in  our  State 
Journal. 

In  other  words,  your  Reference  Committee  recom- 
mends that  the  study  be  continued. 

Dr.  James  F.  Rooney,  Trustee:  I second  it. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . . 

Dr.  D'Angelo:  Section  4 deals  with  group 

practice.  At  the  meeting  in  Buffalo  of  the  House  of 
Delegates  in  May,  1944,  there  was  referred  to  the 
Planning  Committee  by  the  Council  a resolution 
which  asked  that  a study  be  made  of  group  practice 
regulations.  The  Planning  Committee  gave  this 
resolution  extensive  study.  Your  Reference  Com- 
mittee does  not  intend  to  outline  this  study  to  the 
House  of  Delegates.  Every  member  should  es- 
pecially read  this  portion  of  the  report.  The  Com- 
mittee has  taken  no  definite  action  and  made  no 
definite  recommendation,  because  the  American 
Medical  Association  is  now  studying  this  matter, 
and  some  report  will  be  made  to  the  House  of  Dele- 
gates of  the  American  Medical  Association  in  June. 
The  Planning  Committee  has  outlined  and  codified 
in  a large  measure  the  rules  and  regulations  which 
now  exist  concerning  group  practice.  One  can  sense 
the  opinions  of  the  members  of  the  Planning  Com- 
mittee with  respect  to  these  rules  and  regulations, 
but  they  have  wisely  refrained  from  coming  to  a 
definite  conclusion  until  the  American  Medical 
Association  has  rendered  a report  on  this  subject. 

With  respect  to  hospitals,  medical  schools,  and 
private  practice,  the  Committee  has  taken  a def- 
inite and  vigorous  stand.  It.  views  with  alarm  the 
formation  of  group  clinics  controlled  by  hospitals 
and  medical  schools  and  the  Reference  Committee 
heartily  endorses  the  action  of  the  Planning  Com- 
mittee in  vigorously  protesting  and  opposing  such 
activities. 
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Section  5 — Progress  of  State  and  County  Hos- 
pital Construction  and  Expansion  Program:  This 
portion  of  the  report  is  a continuation  of  the  study 
that  the  Planning  Committee  undertook  several 
years  ago.  V ery  little  progress  has  been  made  during 
the  past  year  in  .New  York  State  to  implement  the 
construction  and  expansion  of  the  State  and  county 
hospital  program.  The  Committee  unanimously 
approves  tne  decentralization  of  this  program.  We 
approve  the  recommendation  that  the  hospitals 
constructed  under  this  plan  must  have  a regularly 
constituted  medical  board  just  as  in  any  general  hos- 
pital, and  that  all  medical  policies,  staff  appoint- 
ments, ratings,  and  such  other  prerogatives  and 
functions  as  properly  belong  to  a medical  board  be 
assigned  to  the  medical  board  and  be  their  re- 
sponsibility. 

I move  the  adoption  of  this  portion  of  the  report. 
I)r.  James  F.  Rooney:  I second  the  motion. 

...  There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . . 

Dr.  D’Angelo:  Section  6 — Legislation — State 
and  National:  We  approve  the  recommendation  of 
the  Planning  Committee  that  this  House  of  Dele- 
gates again  reaffirm  their  policy  in  opposition  to  the 
Wagner-Murray-Dingell  Bill  and  similar  legislation 
which  would  impose  any  system  of  national  com- 
pulsory sickness  insurance  and  socialized  medicine  on 
this  country.  Also  that  hospital  and  medical  func- 
tions within  the  Federal  government  be  under 
medical  control.  We  also  agree  with  the  Planning 
Committee  with  regard  to  the  Taft-Smith-Ball- 
Donnell  Bill  Number  8545  for  their  reaffirmation  of  a 
recommendation  adopted  in  1947  that  we  withhold 
full  approval  of  the  bill  and  emphasize  our  agree- 
ment with  its  general  philosophy  and  purposes. 

I move  the  adoption  of  this  portion  ot  the  report. 
Dr.  Dwight  V.  Needham,  Onondaga:  I second  it. 
....  There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . . 

Dr.  D’Angelo:  In  conclusion,  your  Reference 
Committee  wishes  again  to  call  the  attention  of  the 
entire  membership  of  this  Society  to  this  important 
report.  It  urges  the  members  of  this  House  of  Dele- 
gates to  report  to  their  county  societies  the  contents 
of  this  report  so  that  all  the  members  of  our  Society 
can  be  fully  acquainted  with  the  policies  ami  recom- 
mendations that  are  embodied  in  this  report. 

I move  the  adoption  of  the  report  as  a whole. 

Dr.  George  C.  Adie,  41  estchester:  1 second  it. 
....  There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . . 

Section  143.  ( See  91) 

Report  of  Reference  Committee  on  Report  of  Plan- 
ning Committee  for  Medical  Policies:  Redistricting 
District  Branches 

Dr.  Thomas  M.  D’Angelo,  Queens:  Resolution 
presented  by  Dr.  S.  R.  Monteith,  of  Rockland,  Re- 
districting  District  Branches: 

“Whereas,  Article  1 1,  Section  3,  of  the  Consti- 
tution of  the  Medical  Society  of  the  State  of  New 
York  states, 

‘Changes  in  the  number  of  membership  of 
these  district  branches  may  be  made  by  a two- 
thirds  vote  of  the  House  of  Delegates  at  any 
annual  meeting’; 
and 

“Whereas,  the  district  branches  as  at  present 
constituted  do  not  include  in  all  instances  coun- 
ties with  similar  problems  in  economics  and  public 
relations;  and 


“Whereas,  the  activity  of  the  Eighth  District 
Branch  has  demonstrated  during  the  past  year  the 
organizational  value  of  the  district  branch; 
therefore  be  it 

“ Resolved , that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  refer 
with  power  to  act  to  the  Council  the  matter  of  re- 
districting  the  county  medical  societies  into  dis- 
trict branches  with  the  creation,  if  necessary,  of  a 
Ninth  District  Branch.” 

Your  Reference  Committee  approves  this  resolu- 
tion, and  I so  move. 

Dr.  Harry  C.  Guess,  Erie:  I second  the  motion. 
....  There  being  no  discussion,  the  motion  was  pul 
to  a vote  and  was  unanimously  carried.  . . . 

Section  144 ■ ( See  34) 

Report  of  Reference  Committee  on  Report  of  Plan- 
ning Committee  for  Medical  Policies:  State 

Legislation  Qualifying  Title  “Dr.” 

Dr.  Thomas  M.  D’Angelo,  Queens:  On  the 
resolution  introduced  by  Dr.  Frederick  A.  Wurz- 
bach,  Jr.,  reading: 

“Whereas,  in  the  healing  arts  it  has  been 
traditional  in  America  to  associate  the  title  ‘Dr.’ 
with  Doctors  of  Medicine;  and 

“Whereas,  in  the  past  decade  others  than 
licensed  Doctors  of  Medicine  have  been  mislead- 
ing the  public  by  the  unqualified  use  of  the  title 
‘Dr.  on  signs  and  stationery;  and 

“Whereas,  such  common  practice  is  deleterious 
to  the  health  of  the  public;  therefore  be  it 

“Resolved,  that  it  be  made  mandatory  by  State 
law  for  all  licensed  practitioners  of  medicine  and 
the  allied  healing  arts  to  append  to  their  names  the 
degree  which  is  recognized  by  license  together  with 
the  state  license  number;  and  be  it  further 
“Resolved,  that  the  House  of  Delegates  of  the 
New  York  State  Medical  Society  direct  the  Legis- 
lative Committee  to  draft  a bill  fulfilling  the  in- 
tent of  these  resolutions  and  introduce  it  for 
enactment  into  law  at  the  next  session  of  the  New 
York  State  Legislature.” 

The  Reference  Committee  has  studied  this  resolu- 
tion and  recommends,  first,  certain  changes  in  the 
wording  of  the  resolution.  In  the  first  “Whereas” 
it  adds  the  word  “largely”  so  that  it  now  reads: 

“Whereas,  in  the  healing  arts  it  has  been 
traditional  in  America  to  associate  the  title  ‘Dr.’ 
largely  with  doctors  of  medicine.” 

It  eliminates  the  second  “Whereas”  entirely  be- 
cause its  intent  is  embodied  in  the  third  “Whereas” 
and  in  the  third  “Whereas”  the  Committee  has 
changed  the  word  “deleterious”  and  substituted  the 
word  “confusing”  so  that  it  now  reads: 

“Whereas,  such  common  practice  is  confusing 
to  the  public” 

In  the  first  “Resolved”  portion,  the  Committee  has 
deleted  the  word  “Medicine”  and  the  word  “allied” 
and  it  has  eliminated  that  portion  which  would  re- 
quire a State  license  number,  so  that  it  now  reads: 
“Resolved,  that  it  be  made  mandatory  by  State 
law  for  all  licensed  practitioners  of  the  healing  arts 
to  append  to  their  names  the  degree  which  is 
recognized  by  license.” 

Your  Committee  approves  the  resolution  in 
principle  and  refers  the  matter  to  the  Council  for 
study  and  implementation.  I so  move. 

Dr.  Harry  C.  Guess,  Erie:  I second  the  motion. 
Dr.  Rooney:  I just  briefly  want  to  say  that  I am 
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very  glad  to  learn  from  the  chairman  of  the  Ref- 
erence Committee  that  the  medical  profession  is  the 
one  who  in  the  common  mind  and  in  the  common 
language  are  the  only  ones  entitled  to  the  title 
“'Doctor.”  I have  found  out  in  the  last  fifteen  years 
that  our  actual  title  is  “Doc.”  One  of  these  recom- 
mendations is  very  valid;  the  other  thing  is  taken 
care  of  in  the  law  of  the  State  of  New  York,  in  pro- 
viding that  anybody  who  uses  the  title  “Doctor” 
being  unauthorized  by  an  approved  degree  is  guilty 
of  a misdemeanor.  It  is  not  enforced,  but  there  it  is. 

The  second  thing  is  this:  I think  one  of  the 
recommendations  they  make  is  most  important: 
that  if  the  title  of  “Doctor”  is  used— and  you  know, 
gentlemen,  we  have  an  enormous  number  of  doctors 
of  philosophy  who  like  to  appear  not  alone  to  the 
public  nut  to  congressional  hearings  and  the  like  as 
doctors  of  medicine — you  should  use  “Medical 
Doctor”  or  “Doctor  of  Medicine.”  I think  that  the 
American  Medical  Association  should  take  some 
cognizance  of  this  thing,  and  something  should  be 
done  about  it.  I heartily  approve  of  the  proposal  of 
the  Committee. 

. . . There  being  no  further  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  carried.  . . . 

Section  145.  (See  39) 

Report  of  Reference  Committee  on  Report  of  Plan- 
ning Committee  for  Medical  Policies:  U.S.  Par- 
ticipation in  the  World  Health  Organization 

Dr.  Thomas  M.  D'Angelo,  Queens:  On  the  reso- 
lution introduced  by  Dr.  Reginald  A.  Higgons,  of 
Westchester  County  Medical  Society,  on  United 
States  Participation  in  the  World  Health  Organiza- 
tion : 

“Whereas,  the  World  Health  Organization  was 
created  under  the  auspices  of  the  United  Nations 
to  meet  medical  and  health  problems  on  an  inter- 
national scale;  and 

“Whereas,  with  present  day  means  of  trans- 
portation, diseases  or  epidemics  in  one  part  of  the 
world  are  a menace  to  all  other  parts;  and 

“Whereas,  the  bill  to  provide  United  States 
participation  in  the  World  Health  Organization 
was  passed  by  the  Senate  (S.J.  Res.  98)  last  July 
and  reported  favorably  by  the  House  Foreign 
Affairs  Committee  (H.J.  Res.  161);  and 
“Whereas,  on  March  12,  by  a vote  of  5 to  2,  the 
House  Rules  Committee  decided  not  to  bring  this 
bill  before  the  House  for  action;  and 

“Whereas,  this  bill  is  still  withheld  by  the 
House  Rules  Committee;  and 

“Whereas,  prompt  action  must  be  taken  if  the 
United  States  is  to  participate  in  the  first  assembly 
of  the  World  Health  Organization  to  be  held  in 
Geneva  during  June;  now  therefore  be  it 

“Resolved,  that  the  House  Rules  Committee 
be  petitioned  by  the  Medical  Society  of  the  State 
of  New  York  to  present  this  bill  for  a vote  by  the 
House  of  Representatives  in  order  that  the  leader- 
ship of  American  Medicine  and  Public  Healt  h may 
have  its  rightful  voice  in  dealing  with  international 
health  problems.” 

Your  Reference  Committee  approves  this  reso- 
lution, and  I so  move. 

Dr.  Dwight  V.  Needham,  Onondaga:  I second 
the  motion. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . . 

Section  1 46.  (See  35) 

Report  of  Reference  Committee  on  Report  of  Plan- 


ning Committee  for  Medical  Policies:  Creation  of  a 
Junior  Membership  Classification  in  County  So- 
cieties and  State  Medical  Societies  on  Reduced 
Assessment  Basis 

Dr.  Thomas  M.  D’Angelo,  Queens:  This  reso- 
lution asks  that  the  Medical  Society  of  the  State  of 
New  York  and  its  component  county  societies  set  up 
a new  classification  of  members  known  as  “Junior 
Membership  for  Interns,  Residents,  and  Assistant 
Residents  in  Hospitals.”  These  individuals  for  an 
annual  individual  fee  of  $5.00  would  be  eligible  to 
malpractice  insurance  under  the  Group  Plan. 

Dr.  McKay  has  asked  permission  to  withdraw  this 
resolution  without  prejudice.  A'our  Committee  ap- 
proves the  withdrawal  of  this  resolution  by  Dr. 
McKay  without  prejudice,  and  I so  move. 

Dr.  Edwin  A.  Griffin,  Kings:  I second  the 
motion. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . . 

Dr.  W.  Guernsey  Frey,  Jr.,  Assistant  Secretary: 
On  one  of  Dr.  D’Angelo’s  first  recommendations  in 
regard  to  the  districts  being  redistricted,  and  that 
that  matter  be  referred  to  the  Council,  of  course  the 
Constitut  ion  and  Bylaws  of  the  State  Society  provide 
provide  for  what  our  districts  shall  be.  Are  we  to 
consider  this  as  notice  of  an  amendment  to  the  By- 
laws? 

Dr.  D’Angelo:  It  is  referred  to  the  Council  for 
study. 

Speaker  Andresen:  The  Council  could  introduce 
such  an  amendment  next  year. 

Dr.  D’Angelo:  They  would  probably  refer  it  to 
the  Planning  Committee  for  further  study.  That  is 
what  they  are  doing  now. 

I move  the  adoption  of  the  report  as  a whole. 

Dr.  William  Klein,  Bronx:  I second  it. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . . 

Section  147 

Report  of  the  Scientific  Awards  Committee 

Speaker  Andresen:  We  will  go  back  now  for  a 
minute.  As  you  remember  we  called  for  the  report 
of  the  Scientific  Awards  Committee  before,  and  Dr. 
Post  was  not  here.  Dr.  Post  has  now  come  in  and 
will  make  that  report  at  this  time. 

Dr.  Charles  D.  Post,  Onondaga:  The  Com- 
mittee has  spent  considerable  time  in  the  Scientific 
Section.  The  exhibits  are  of  an  exceedingly  high 
character,  and  for  that  reason  the  Committee  has 
had  considerable  trouble  in  coming  to  a definite 
award  status.  However,  we  wish  to  submit  the  fol- 
lowing report: 

SCIENTIFIC  AWARDS 
First  Prize:  Dr.  Gilbert  Dalldorf,  Albany— Vacci- 
nation Against  Tuberculosis  with  BCG  Vaccine 
Second  Prize:  Dr.  Lee  A.  Hadley,  Syracuse — Inter- 
vertebral Foramen  Studies 
Honorable  Mention:  Dr.  B.  S.  Oppenheimer,  Dr. 
E.  T.  Oppenheimer,  and  Dr.  A.  P.  Stout,  Col- 
lege of  Physicians  and  Surgeons,  Columbia  Uni- 
versity— Sarcomas  Induced  in  Rats  by  Implant- 
ing Cellophane 

CLINICAL  AWARDS 

First  Prize:  Dr.  William  Benham  Snow,  Columbia- 
Presbyterian  Medical  Center — A Program  in  Phy- 
sical Medicine 

Second  Prize:  Dr.  David  S.  Graubard,  Dr.  Milton 
II.  Waldman,  and  Dr.  Raphael  W.  Robertozzi, 
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Reconstruction  Hospital,  Post-Graduate  Medical 

School  and  Hospital — Intravenous  Procaine 
Honorable  Mention:  Dr.  Harry  Wallerstein  and 

Dr.  Alired  Schwartz,  Jewish  Memorial  Hospital, 

Morrisania  City  Hospital,  and  Queens  General 

Hospital — Management  of  Erythroblastosis 

Charles  D.  Post,  Chairman 
John  Scudder 
J.  L.  Moorehead 

Speaker  Andresen:  This  is  informative,  and  we 
thank  the  Committee  for  its  report. 

I am  informed  that  the  House  has  to  make  those 
awards  so  a motion  would  be  in  order  to  approve  the 
recommendations  and  make  the  awards. 

Dr.  Ezra  A.  Wolff,  Queens:  I so  move. 

Dr.  Fenwick  Beekman,  Assistant  Treasurer: 
I second  the  motion. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . . 

Section  148.  (See  11) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  IV:  Public  Health  Activities  B — Cancer 

Dr.  Thomas  H.  McGavack,  Section  Delegate 
Your  Reference  Committee  has  carefully  studied  in 
detail  Part  IV  of  the  Report  of  the  Council  relating 
to  Public  Health  Activities  B and  commends  the 
vigorous  approach  that  each  Subcommittee  has  made 
to  its  particular  task. 

The  Subcommittee  on  Cancer  has  filed  a detailed 
report  of  its  activities  and  plans,  which  the  Reference 
Committee  recommends  for  endorsement  by  the 
House  of  Delegates.  I move  the  adoption  of  this 
part  of  the  report. 

Dr.  Edwin  A.  Griffin,  Kings:  I second  the 
motion. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . . 

Dr.  McGavack:  The  Subcommittee  on  Cancer 
conjointly  with  the  State  Department  of  Health  has 
established  fellowships  for  the  postgraduate  edu- 
cation and  training  of  physicians  in  fields  related  to 
the  control  of  cancer,  and  has  placed  such  oppor- 
tunity within  the  reach  of  every  physician  in  the 
State  by  communication  of  full  details  to  the  secre- 
tary of  every  county  medical  society.  The  extent 
of  this  work  and  the  scope  of  lecture  program  of  the 
Subcommittee  on  Cancer  call  for  special  thanks  from 
the  House  of  Delegates,  and  the  Reference  Com- 
mittee makes  this  recommendation.  I move  the 
adoption  of  this  portion  of  the  report. 

Dr.  William  T.  Boland,  Chemung:  I second  the 
motion. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . . 

Section  149 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  IV:  Public  Health  Activities  B — BCG  Im- 
munization 

Dr.  Thomas  H.  McGavack,  Section  Delegate: 
The  BCG  Advisory  Committee,  representing  the 
State  Department  of  Health  and  the  Council  Com- 
mittee on  Public  Health  and  Education,  is  in  process 
of  completing  a report  on  the  BCG  Program.  This 
comprehensive  presentation  of  the  subject  compiled 
for  the  benefit  and  use  of  all  the  physicians  of  New 
York  State  deserves  the  endorsement  of  the  House  of 
Delegates,  and  your  Reference  Committee  so  recom- 
mends. 

I move  the  adoption  of  this  part  of  the  report. 


Dr.  Moses  H.  Krakow,  Bronx:  I second  the  mo- 
tion. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . . 

Section  150 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  IV:  Public  Health  Activities  B — Hard  of 
Hearing  and  the  Deaf 

Dr.  Thomas  H.  McGavack,  Section  Delegate : 
Your  Reference  Committee  duly  notes  and  highly 
commends  the  progressive  steps  taken  by  the  Sub- 
committee on  Hard  of  Hearing  and  the  Deaf  for 
establishing  new  hearing  centers  and  their  further 
plans  for  financing  an  adequate  program  for  the  con- 
servation of  hearing. 

I move  the  adoption  of  this  part  of  the  report. 

Dr.  Donald  Malven,  Washington:  I second  the 
motion. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried. . . . 

Section  lol 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  IV:  Public  Health  Activities  B — Mental 
Hygiene 

Dr.  Thomas  H.  McGavack,  Section  Delegate: 
The  Subcommittee  on  Mental  Hygiene  has  made  a 
detailed  survey  of  existing  facilities  and  methods  for 
the  care  of  psychologically  and  mentally  maladjusted 
ill  patients.  As  a result,  the  members  of  said  com- 
mittee believe  a more  comprehensive  approach  to  the 
entire  subject  is  necessary,  particularly  in  view  of 
current  scientific  developments  in  the  field  of  psy- 
chiatry and  mental  hygiene.  On  the  basis  of  this 
belief,  the  action  of  the  Subcommittee,  approved  by 
the  Council,  in  proposing  a nine-membered  Mental 
Health  Council  of  New  York  State  Department  of 
Mental  Hygiene  deserves  the  wholehearted  endorse- 
ment of  the  House  of  Delegates,  and  your  Reference 
Committee  requests  and  recommends  the  same. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  William  B.  Rawls,  New  York:  I second  it. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . . 

Section  152 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  IV:  Public  Health  Activities  B — Rheumatic 
Fever 

Dr.  Thomas  H.  McGavack,  Section  Delegate: 
The  newly  formed  interlocking  Subcommittee  on 
Rheumatic  Fever  is  developing  plans  for  advising 
and  assisting  the  ever  increasing  number  of  agencies 
and  groups  interested  in  that  disease.  Theirs  is  a 
praiseworthy  program  which  should  receive  whole- 
hearted support  from  the  House  of  Delegates,  and 
the  Reference  Committee  makes  such  a recommen- 
dation. 

I move  the  adoption  of  this  part  of  the  report. 

Dr.  W.  T.  Boland,  Chemung:  1 second  it. 

....  There  being  no  discussion,  t he  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . . 

Section  153.  ( See  8,  142) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  IV:  Public  Health  Activities  B — Group 
Practice 

Dr.  Thomas  H.  McGavack,  Section  Delegate: 
The  Subcommittee  on  Group  Practice  of  the  Council 
has  filed  a rather  extensive,  informative  report  con- 
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cerning  existing  rules  and  regulations  covering  part- 
nerships and  groups  in  practice.  It  has,  moreover, 
called  attention  to  problems  which  must  be  solved 
in  standardizing  this  type  of  cooperative  effort 
among  the  physicians.  Emphasis  in  this  report  has 
also  been  placed  on  the  importance  of  maintaining 
the  identity  of  the  individual  physician  in  group  and 
hospital  practice. 

Your  Reference  Committee  strongly  recommends 
that  each  member  of  the  House  of  Delegates  study 
this  report  in  complete  detail,  in  order  that  not  only 
may  he  be  fully  informed  himself,  but  also  that  he 
may  acquaint  his  constituency  concerning  this  mat- 
ter, which  may  eventually  predetermine  the  course  of 
the  professional  life  of  each  one  of  us.  For  instance, 
some  conflicts  exist  between  Principles  and  Ethics 
as  formulated  by  the  American  Medical  Association 
and  existing  laws  in  the  State  of  New  York.  These 
and  other  matters  need  further  study,  clarification, 
and  practical  application  to  the  problems  of  group 
practice. 

For  these  reasons  your  Reference  Committee  con- 
curs in  the  recommendation  of  the  Subcommittee  on 
Group  Practice  that  “.  . . . this  matter  should  be 
given  detailed  and  serious  study,”  and  further  re- 
commends “.  . . . that  it  be  referred  to  the  Council 
for  appropriate  action.” 

We  move  the  adoption  of  this  part  of  the  report. 
Dr.  Samuel  Z.  Freedman,  New  York:  I second 
it. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . . 

Section  154.  ( See  58) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  IV:  Premarital  Blood  Tests 

Dr.  Thomas  H.  McGavack,  Section  Delegate: 
The  following  resolution  was  submitted  to  the  House 
of  Delegates  on  Monday  morning,  May  17,  by  Dr. 
G.  S.  Philbrick  of  the  Niagara  County  Medical  So- 
ciety: 

“Whereas,  under  the  present  public  health  law 
thirty  days  are  allowed  in  which  applicants  may 
apply  for  a license  for  marriage;  and 

“Whereas,  after  receiving  a license  for  marriage 
sixty  days  are  allowed  for  the  applicant  to  exer- 
cise his  right  to  use  such  license;  and 

“Whereas,  this  gives  the  applicant  ninety  days 
in  which  he  or  she  may  become  infected,  which  in 
effect  partially  nullifies  the  benefits  of  this  law; 
therefore  be  it 

“ Resolved , that  this  House  of  Delegates  go  on 
record  as  being  in  favor  of  a shorter  period  of  time 
between  examination  and  consummation  of  the 
marriage,  and  the  matter  be  referred  to  Council 
for  appropriate  action.” 

Your  Reference  Committee  moves  the  approval 
of  this  resolution  by  the  House  of  Delegates. 

Dr.  Homer  J.  Knickerbocker,  Ontario:  I sec- 
ond the  motion. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . . 

Dr.  McGavack:  Now  your  Reference  Committee 
moves  the  adoption  of  the  report  as  a whole. 

Dr.  William  Klein:  I second  it. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . . 
Speaker  Andresen:  Thank  you,  Dr.  McGavack. 

Section  155.  ( See  28,  86) 

Report  of  Reference  Committee  on  Reports  of  Board 
of  Trustees  and  the  Treasurer:  Resolution  Exempt- 
ing from  Dues  Payment  by  Men  in  Military  Service 


Dr.  Irwin  E.  Siris,  Kings:  Concerning  the  reso- 
lution dealing  with  exemption  from  dues  payment 
by  men  in  military  service,  introduced  by  Dr.  Wolff, 
of  Queens: 

“Whereas,  exemption  from  payment  of  county 
society  dues  and  State  Society  assessments  by 
members  in  military  service  was  predicated  on 
temporary  service  for  duration  of  hostilities;  and 

“Whereas,  hostilities  have  now  terminated; 
and 

“Whereas,  almost  without  exception,  members 
in  temporary  service  have  returned  to  civilian 
practice;  therefore  be  it 

“Resolved,  that  the  resolution  adopted  by  this 
House  of  Delegates  recommending  exemption  from 
payment  of  county  society  dues  and  State  Society 
assessments  by  members  in  service  be  declared 
inoperative  as  of  December  31,  1948.” 

We  recommend  that  the  resolution  be  amended  to 
read  as  follow's: 

A.  That  members  of  the  armed  forces  still  in 
service  on  a temporary  basis  or  who  may  be  called 
to  the  services  in  the  future  on  such  basis  have 
their  dues  remitted. 

B.  That  the  dues  no  longer  be  remitted  to 
members  in  the  various  services  who  have  ac- 
cepted permanent  commissions  in  the  regular 
Army,  Navy,  or  Air  Force. 

C.  Authority  is  hereby  given  to  the  Council  to 
use  their  discretionary  power  in  any  specific  case 
not  apparently  covered  by  paragraphs  A and  B. 

I move  the  adoption  ot  this  report. 

Dr.  James  F.  Rooney,  Trustee:  I second  it. 

Dr.  Homer  J.  Knickerbocker,  Ontario:  Would 
it  not  be  best  to  place  the  term  "armed  services” 
there  instead  of  mentioning  “the  regular  Army, 
Navy,  or  Air  Force”?  I think  it  would. 

Dr.  Rooney:  May  I answ'er  Dr.  Knickerbocker 
through  you,  Mr.  Speaker? 

Speaker  Andresen:  You  may. 

Dr.  Rooney:  That  matter  was  referred  to  the 
Reference  Committee  again  for  their  consideration. 
As  you  may  remember  in  the  original  resolution  the 
language  was  “armed  services.”  That  is  ambiguous. 
It  is  very  ambiguous,  and  it  was  suggested  it  be 
clarified.  I think  that  the  Committee  afterward 
conferred  with  Dr.  Lull,  the  secretary  of  the  Ameri- 
can Medical  Association,  and  this  language  was 
finally  agreed  upon  as  being  the  accurate  method  of 
making  this  exception. 

Dr.  Knickerbocker:  In  deference  to  my  friend, 
Rooney,  I w ill  withdraw  and  subside. 

Dr.  Fenw'ick  Beekman,  Assistant  Treasurer: 
The  Public  Health  is  left  out  of  there. 

Speaker  Andresen:  That  is  not  an  armed  serv- 
ice. 

Dr.  Rooney:  The  point  of  fact  is  that  the  original 
resolution  specified  “remission  for  those  members  of 
the  armed  forces  of  the  United  States.”  That  in- 
cluded the  Public  Health  Service  at  that  time  and 
during  the  progress  of  active  hostilities.  Although 
the  war  is  still  on,  and  it  has  never  been  declared 
over,  and  in  addition  there  is  an  emergency,  the 
Public  Health  Service  reverted  to  the  Department  of 
the  Treasury.  It  is  no  longer  even  an  affiliated  serv- 
ice, so  there  was  no  provision  whereby  that  would 
come  within  the  purview  of  the  original  resolution, 
Dr.  Beekman. 

Dr.  Beekman:  I stand  corrected. 

....  There  being  no  further  discussion,  the  mo- 
tion was  put  to  a vote  and  was  unanimously  car- 
ried. . . . 
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Section  156 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  V:  Public  Health  Activities  C — Rehabili- 
tation 

Dr.  Philip  L.  Forster,  Section  Delegate:  The 
Subcommittee  on  Rehabilitation  under  the  chair- 
manship of  Dr.  O.  W.  H.  Mitchell  reports  continued 
satisfactory  relationship  between  the  Medical  So- 
ciety of  the  State  of  New  York  and  the  various  gov- 
ernment agencies  concerned  with  rehabilitation. 
No  change  in  policy  or  procedure  is  reported. 

The  Reference  Committee  is  in  receipt  of  a com- 
munication from  G.  S.  Bohlin,  Director  of  the  New 
York  State  Education  Department,  Division  of  Vo- 
cational Rehabilitation.  Mr.  Bohlin  specifically 
mentions  the  clarification  and  extension  of  fee  sched- 
ule, specifying  amounts  which  may  be  paid  for  cer- 
tain authorized  medical  services.  He  calls  attention 
to  the  work  being  done  by  Dr.  Gordon  D.  Hoople’s 
Subcommittee  on  Hard  of  Hearing  and  the  Deaf 
toward  the  establishment  of  centers  where  adequate 
diagnostic  and  technical  help  can  be  made  available. 
Mr.  Bohlin  suggests  that  more  physicians  make  a 
practice  of  referring  to  the  Division  at  an  early  date 
those  patients  who  are  confronted  with  employment 
limitations  because  of  any  permanent  disability 
arising  from  illness,  injury,  or  deformity. 

Your  Reference  Committee  recommends  approval 
of  this  work,  and  I so  move. 

Dr.  Madge  C.  L.  McGuinness,  New  York:  I 
second  it. 

....  There  being  no  further  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  carried.  . . . 

Section  157.  ( See  12) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil: PartV:  Public  Health  Activities  C — Geriatrics 

Dr.  Philip  L.  Forster,  Section  Delegate:  The 
Subcommittee  on  Geriatrics,  with  Stephen  R.  Mon- 
teith  as  chairman,  has  communicated  with  the  deans 
of  the  medical  schools  in  New  York  State,  inquiring 
as  to  whether  or  not  special  courses  were  given  or 
planned  in  geriatrics.  The  responses  at  first  indi- 
cated that  the  medical  schools  felt  no  definite  need 
for  such  courses  nor  foresaw  the  likelihood  of  their 
establishment,  but  in  a supplementary  report  of  the 
Subcommittee  on  Geriatrics,  which  was  just  made 
available,  it  isjearned  that  the  deans  of  each  of  New 
York  State’s  medical  schools  have  assured  the  Study 
Committee  of  a keen  desire  to  enhance  their  research 
programs  in  geriatrics  problems  and  are  only  waiting 
for  necessary  monies  to  expand  their  activities. 

At  a public  hearing  of  the  New  York  State 'Joint 
Legislative  Committee  on  Problems  of  the  Aging,  the 
chairman  of  the  Subcommittee  on  Geriatrics  pre- 
sented a report  which  was  favorably  received.  This 
report  was  approved  by  the  Council  Committee  on 
Public  Health  and  Education  and  the  Council,  and 
copies  of  the  report  are  available  at  this  time  at  the 
exhibit  of  the  Medical  Society  of  the  State  of  New 
York.  The  Subcommittee  is  continuing  its  activi- 
ties in  close  cooperation  with  medical  schools  and 
government  and  voluntary  agencies.  The  Com- 
mittee notes  increased  interest  in  the  subject  of  geria- 
trics and  the  paying  of  more  attention  to  the  care  of 
adult  chronically  ill,  including  special  clinics  and 
home  care  services,  provision  for  postgraduate  and 
research  studies  in  medical  schools,  as  well  as  partici- 
pation in  government  and  voluntary  agencies  in  the 
establishment  of  institutions. 

Your  Reference  Committee  points  to  the  need  of 
publicity  concerning  the  work  of  the  State  Society 


and  its  component  counties.  Attention  is  called  to 
the  fact  that  the  Montefiore  Hospital  in  New  York 
City  has  been  caring  for  chronically  ill  persons  at 
home  at  a very  much  reduced  rate,  and  that  Bellevue 
is  considering  the  advisability  of  treating  convales- 
cents under  similar  circumstances.  This  should 
help  reduce  the  acute  shortage  of  hospital  beds  in 
addition  to  saving  considerable  money  for  the 
family. 

It  is  recommended  that  the  medical  profession  take 
a more  active  and  aggressive  role  in  promoting  active 
interest  of  the  profession  in  the  care  of  the  older  age 
groups  as  well  as  the  development  of  more  adequate 
institutional  facilities  in  connection  with  existing  hos- 
pitals for  such  care.  Emphasis  is  placed  on  the  re- 
sponsibility of  the  profession  itself  to  assume  a more 
active  leadership  role. 

Your  Reference  Committee  recommends  approval 
of  the  work  of  this  Subcommittee,  and  I so  move. 

Dr.  Homer  J.  Knickerbocker,  Ontario:  I second 
the  motion. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . . 

Section  158 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  V:  Public  Health  Activities  C — Nutrition 

Dr.  Philip  L.  Forster,  Section  Delegate:  Follow- 
ing a suggestion  by  the  New  York  State  Commis- 
sioner of  Health,  Dr.  Herman  E.  Hilleboe,  a Subcom- 
mittee on  Nutrition  was  appointed  last  October,  with 
Dr.  Norman  S.  Moore  as  chairman.  The  Subcom- 
mittee made  recommendations  which  were  presented 
to  the  Council  on  December  11,  1947,  and  approved: 

1.  Support  the  creation  of  a Nutrition  Bureau  in 
the  State  Department  of  Health. 

2.  Support  the  plea  to  the  curricula  committees 
of  the  various  medical  schools  of  the  State  to  intro- 
duce more  subject  matter  concerning  nutrition  in 
medical  education. 

3.  Inform  physicians  of  the  State  regarding  re- 
cent advances  concerning  nutrition  and  stimulate 
their  interest  : 

(a)  Educational  articles  in  the  New  Y"ork 
State  Journal  of  Medicine,  using  as  a guide 
the  Handbook  of  the  Food  and  Nutrition  Board. 

( b ) At  annual  meetings  of  medical  societies, 
work  in  special  reports  on  t he  anthropologic  aspects 
of  nutrition  in  various  cultures,  and  particularly 
our  own  culture,  as  a means  of  stimulating  in- 
terest. 

(c)  In  the  Council  Committee  on  Public  Health 
and  Education  include  more  programs  on  the  sub- 
ject. 

id)  Disseminate  information  regarding  the  im- 
portance of  nutrition  in  all  age  groups,  to  the  spe- 
cialists in  obstetrics,  pediatrics,  and  geriatrics 
particularly,  and  stress  the  value  of  nutrition  in 
all  disease  conditions. 

4.  In  cooperation  with  the  State  Health  Depart- 
ment provide  stipends  for  doctors  who  take  ad- 
vanced work  in  nutrition  similar  to  the  plans  de- 
veloped for  special  training  in  the  cancer  program. 

5.  Support  the  State  Health  Department’s  re- 
quest and  the  Food  Commission’s  request  for  ap- 
propriations for  research  to  be  carried  out  at  places  < 
where  qualified  nutrition  clinics  and  educational  fa- 
cilities are  available. 

The  Subcommittee  also  approved,  with  minor  re- 
visions, the  proposed  program  for  the  Bureau  of 
Nutrition  to  be  established  in  the  State  Department 
of  Health. 
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Your  Reference  Committee  recommends  approval 
of  the  work  of  this  Subcommittee,  and  I so  move. 

Dr.  Samuel  B.  Burk,  New  York:  I second  the 
motion. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote,  and  was  unanimously  carried. . . . 

Section  159 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  V:  Public  Health  Activities  C — Physical 
Medicine 

Dr  Philip  L.  Forster,  Section  Delegate:  A Sub- 
committee on  Physical  Medicine,  under  the  chair- 
manship of  Dr.  Charles  M.  Allaben,  was  appointed 
last  June  and  held  two  meetings  in  September  and 
October  to  consider  the  qualifications  and  licensing 
of  physiotherapists  in  New  York  State.  A report 
with  recommendations  was  prepared  and  submitted 
to  the  Council  on  December  11,  the  Council  deciding 
that  further  study  should  be  given  this  matter. 

Your  Reference  Committee,  recognizing  the  many 
problems  involved  in  trying  to  straighten  out  this 
perennial  headache,  feels  that  more  time  and  thought 
must  be  given  this  subject  and  that  decisions  must 
be  arrived  at  only  for  the  best  interests  of  the  ill  pa- 
tient. 

Your  Reference  Committee  recommends  approval 
of  the  work  of  this  subcommittee  and  urges  the  con- 
tinuation of  this  committee.  I so  move. 

Dr.  Madge  C.  L.  McGuinness,  New  York:  I 
second  the  motion. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . . 

Dr.  Forster:  Your  Reference  Committee  desires 
at  this  time  to  commend  Dr.  Mitchell  and  his  com- 
mittees for  the  excellent  work  they  have  done. 
They  have  made  an  invaluable  contribution  to  the 
medical  profession  as  well  as  to  the  general  public  of 
this  State. 

Mr.  Speaker,  I move  the  adoption  of  the  report  of 
your  Reference  Committee  as  a whole. 

Dr.  Stephen  It.  Monteith,  Rockland:  I second 
it. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried. . . . 

Section  160.  ( See  46) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  V:  Creation  by  Medical  Society  of  the  State 
of  New  York  of  a Special  Committee  on  the  Problems 
of  Alcoholism 

Dr.  Philip  L.  Forster,  Section  Delegate:  We 
have  several  resolutions  on  alcoholism,  all  from  Erie 
County.  The  first  requests  the  creation  by  the 
Medical  Society  of  the  State  of  New  York  of  a Spe- 
cial Committee  on  the  Problems  of  Alcoholism: 

“Whereas,  individuals  manifesting  the  com- 
plex symptoms  of  alcoholism  and  compulsive 
drinking  are  sick  persons  in  need  of  enlightened, 
sympathetic,  and  effective  medical  care,  alco- 
holism being  a disease  to  be  dealt  with  as  such; 
and 

“Whereas,  the  broad  question  of  the  preven- 
tion and  treatment  of  chronic  alcoholism  is  a mat- 
ter of  immediate  and  deep  concern  to  t he  medical 
profession  of  every  community  of  the  State  of 
New  York,  the  medical  profession  being  conscious 
of  its  obligation  to  assist  in  reducing  the  incidence 
of  chronic  alcoholism,  in  providing  adequate  fa- 
cilities for  medical  and  institutional  care  and  re- 
habilitation of  these  sufferers,  and  in  re-establish- 
ing the  chronic  alcoholic,  both  socially  and  eco- 
nomically; and 


“Whereas,  there  exists  widespread  demand 
among  members  of  the  medical  profession  of  New 
York  State  that  the*Medical  Society  of  the  State 
ot  New  York  assume  the  leadership  in  developing 
within  medicine’s  ranks  a well-balanced  pro- 
gram— preventive,  therapeutic,  and  rehabilita- 
tive— and,  furthermore,  in  stimulating  increased 
interest  in  this  vital  problem  by  all  component 
county  societies;  now,  therefore  be  it 

“ Resolved , that  the  Medical  Society  of  the  State 
of  New  York,  represented  in  this  duly  convened 
Annual  Meeting  of  its  House  of  Delegates,  hereby 
places  itself  on  record  as  strongly  favoring,  ap- 
proving and  requesting  that  there  be  established 
at  the  earliest  possible  date,  through  appointive 
action  by  the  President  of  such  State  Society,  a 
Special  Committee  on  the  Problems  of  Alcoholism, 
such  Special  Committee  to  be  representative  geo- 
graphically of  all  populous  sections  of  the  State; 
and  be  it  further 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York,  through  the  agency  of  the  proposed 
Special  Committee  on  the  Problems  of  Alcoholism 
or  the  Council  of  the  State  Society,  urgently  re- 
quest each  component  county  medical  society  in 
the  State  to  appoint  a local  Special  Committee  on 
the  Problems  of  Alcohol  to  function  actively  in 
association  with  its  work  in  the  field  of  public 
health.” 

Your  Reference  Committee  recommends  adoption 
of  this  resolution.  I so  move. 

Dr.  William  Klein,  Bronx:  I second  the  motion. 
Dr.  Harry  Aranow,  Councilor:  This  is  really 
not  a discussion,  but  it  is  to  let  you  know  that  the 
legal  profession  in  New  York  and  several  organiza- 
tions, including  the  Academy  of  Medicine,  are  al- 
ready making  a study  of  the  subject  , and  I know  that 
the  Medical  Society  of  the  State  of  New  York  is 
going  to  be  invited  to  join. 

Speaker  Andresen:  This  will  fit  right  into  that 
then? 

Dr.  Aranow:  Yes. 

Secretary  Anderton:  This  subject  would  have 
been,  I am  sure,  discussed  by  Dr.  Mitchell,  chairman 
of  the  Public  Health  and  Education  Committee,  ex- 
cept that  he  is  in  conference  now  with  the  State  Com- 
missioner of  Health. 

This  subject  of  alcoholism  has  been  referred  previ- 
ously to  the  Public  Health  and  Education  Com- 
mittee, and  through  them  to  the  Committee  on  Psy- 
chiatry. I am  quite  sure  I am  quoting  Dr.  Mit- 
chell’s feeling  that  this  subject  heartily  deserves  our 
support,  but  it  should  be  referred  to  the  Public 
Health  and  Education  Committee  through  the 
Council  rather  than  to  establish  a whole  new  com- 
mittee for  it.  We  have  a lot  ot  committees  already. 

I don’t  know  how  many  there  are. 

Dr.  James  F.  Rooney,  Trustee:  I move  to  amend 
the  recommendation  of  the  Reference  Committee 
that  the  reference  be  to  the  Council  and  the  .subse- 
quent assignment  to  the  already  existing  committees 
of  the  Council  for  continuation  of  this  work. 

Dr.  Harry  C.  Guess,  Erie:  In  February  of  this 
past  year  we  sent  a recommendation  to  the  State 
Society.  That  recommendation  went  to  the  Coun- 
cil. They,  in  turn,  collaborated  with  the  Academy 
of  Medicine  of  New  York  City.  This  problem  now 
is  so  large  and  so  timely  t hat  the  men  in  Erie  County 
who  have  given  a lot  of  I ime  to  this  particular  subject 
feel  that  if  they  had  a special  committee  of  men,  rep- 
resentatives from  the  various  parts  of  our  State, 
and  not  placed  under  the  Mental  Hygiene  Subcom- 
mittee, where  it  is  now,  that  they  would  be  able  to  do 
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a much  better  job  in  eliciting  help  from  civic  organi- 
zations and  thereby  do  it  quicker.  This  committee 
can  work  right  with  the  suBcommittee  under  Dr. 
Mitchell,  we  have  no  objections  to  that  at  all,  but  we 
do  believe  that  we  can  get  better  public  relations  if 
we  have  five  or  six  men  appointed  by  the  President 
who  may  sit  in  on  their  meetings  and  thereby  ac- 
complish this  thing  a little  bit  faster  than  the  way  we 
have  been  doing.  We  do  not  wish  to  take  any  work 
away  from  any  subcommittee,  but  we  do  feel  that 
the  time  is  ripe  to  do  something  with  the  general 
committee.  1 am  sure  if  you  are  thinking  about  the 
expense,  that  there  will  be  no  expense  with  this  type 
of  committee  that  is  formed  because  these  men  are  all 
sincere  in  their  efforts  toward  the  treatment  of  alco- 
holism, not  as  a mental  condition,  but  as  either  a 
physical  or  a psychologic  condition  in  our  State  or 
in  our  general  hospitals  throughout  the  country. 

With  that  in  mind,  we  feel  sincerely  that  this  com- 
mittee will  not  interfere  with  the  work  of  other  com- 
mittees of  the  State  Society  and  it  will  not  cost  the 
Society  anything,  but  that  eventually  we  will  gain 
by  it  in  that  the  treatment  of  alcoholism  will  fall 
under  the  general  doctors  in  each  county  rather  than 
staying  in  mental  hygiene  or  in  the  State  institu- 
tions. We  in  Erie  County  are  very  sincere  when  we 
ask  that  this  committee  be  formed. 

Speaker  Andresen:  The  discussion  is  on  the 
amendment  to  refer  to  the  Council. 

Dr.  Rooney:  I would  like  to  ask  the  unanimous 
consent  of  the  House  to  withdraw  my  proposed 
amendment. 

Speaker  Andresen:  Is  there  any  objection? 

....  There  was  no  reply.  . . . 

Speaker  Andresen:  The  motion  to  refer  is  with- 
drawn. 

Dr.  Rooney:  Now  I would  like  to  propose,  in 
view  of  what  has  just  been  stated  by  the  preceding 
speaker,  that  the  President  be  requested  to  appoint 
a special  committee  of  six  from  the  members  of  the 
House  to  carry  on  the  work  recommended  in  the 
original  resolution. 

Dr.  Thomas  McGavack,  Section  Delegate:  In 
conjunction  with  the  Council. 

Dr.  Rooney:  In  conjunction  with  the  Council. 

Dr.  Stephen  II.  Monteith,  Rockland:  I will  sec- 
ond that. 

Dr.  Harry  Aranow,  Councilor:  What  is  the 
original  motion? 

Dr.  Forster:  They  would  like  to  have  a com- 
mittee appointed. 

Dr.  Aranow:  It  does  not  give  the  number? 

Dr.  Forster:  No. 

Speaker  Andresen:  It  does  not  give  the  number. 
It  only  recommends  the  appointment  of  a committee 
and  does  not  give  the  number.  Dr.  Rooney’s  mo- 
tion specifies  a committee  of  six. 

Dr.  Rooney:  Which  is  the  number  suggested  by 
the  preceding  speaker,  Dr.  Guess. 

I)r.  Benjamin  F.  Glasser,  Queens:  I would  like 
to  know  what  Dr.  Rooney  really  means  when  he 
specifies  the  appointment  of  a committee  from  mem- 
bers present  in  this  House.  Why  does  he  want  to 
limit  it  to  members  of  this  house? 

Dr.  Rooney:  Ordinarily  when  the  House  of  Dele- 
gates wants  a special  committee  appointed — and  we 
carried  on  in  the  same  manner  on  the  question  of  the 
basic  science  law  study — it  is  requested  that  that 
committee  be  appointed  from  the  members  of  the 
1 louse  by  the  President.  It  is  immaterial  to  me  but, 
gentlemen,  it  has  been  my  experience  that  if  you 
have  a special  committee  of  this  sort  from  the  I louse 
to  operate  in  conjunction  with  the  Council  the  judg- 


ment of  those  representatives  of  the  various  districts 
of  the  State  who  have  already  sat  in  at  the  House  dis- 
cussion is  likely  to  be  much  more  productive  of 
worthwhile  material  than  this  question  of  choosing 
it  from  the  membership  at  large.  That  is  the  reason. 
Dr.  Glasser:  Agreed. 

....  The  question  being  called,  the  amendment 
was  put  to  a vote  and  was  unanimously  carried.  . . . 

Speaker  Andresen:  Now  we  are  on  the  recom- 
mendation of  the  Committee  as  amended.  Is  there 
any  discussion? 

....  The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . . 

Section  161.  ( See  51) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  V:  Study  of  Alcoholism  Problem  by  State 
Department  of  Health 

Dr.  Philip  L.  Forster,  Section  Delegate:  The 
next  resolution  is  on  the  Study  of  Alcoholism  Prob- 
lem by  the  State  Department  ot  Health : 

“Whereas,  alcoholism  is  an  illness  of  individual 
and  public  concern;  and 

“Whereas,  the  estimated  number  of  excessive 
drinkers  in  New  York  State  is  about  283,000,  of 
whom  70,000  are  chronic  alcoholics,  and  the 
amount  of  suffering  on  the  part  of  the  patients  and 
their  dependents  as  a result  of  alcoholism  is  tre- 
mendous; and 

“Whereas,  the  alcoholic  is  a sick  person  who 
often  wants  to  be  helped,  but  all  of  the  causes  of 
this  illness  are  not  known;  and 

“Whereas,  medical  facilities  for  the  care  and 
treatment  of  the  alcoholic  patient  are  woefully 
inadequate;  and 

“Whereas,  the  amount  of  money  spent  by 
government  agencies  in  the  ineffectual  method  of 
handling  the  alcoholic  through  prisons  and  peni- 
tentiaries, plus  the  amount  spent  for  taking  care  of 
the  dependents  of  these  individuals,  is  consider- 
able; now  therefore  be  it 

“ Resolved , that  the  Governor  and  the  Legisla- 
ture of  New  York  State  be  petitioned  and  urged  to 
direct  and  authorize  the  State  Department  of 
Health,  which  is  charged  by  the  Public  Health 
Law  with  safeguarding  the  health  and  life  of  the 
people  of  the  State,  to  study  the  problem  of  the 
prevention  and  alleviation  of  alcoholism,  and  to 
devise  methods  and  programs  for  the  treatment 
and  rehabilitation  of  chronic  alcoholics,  the  De- 
partment to  be  provided  with  an  adequate  appro- 
priation for  this  project;  and,  furthermore,  that 
copies  of  this  resolution  be  transmitted  to  the 
officials  concerned  for  their  favorable  action.” 
Your  Reference  Committee  recommends  adoption 
of  this  resolution,  and  I so  move. 

Dr.  Stephen  R.  Monteith,  Rockland:  I second 
the  motion. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . . 

Section  162.  ( See  67) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  V:  Isotope  Committee 

Dr.  Philip  L.  Forster,  Section  Delegate:  The 
last  resolution  was  introduced  by  Dr.  Laurance  D. 
Redway  and  Dr.  Norman  S.  Moore: 

“Whereas,  the  policy  of  the  United  States 
Atomic  Energy  Commission  is  liberal  with  re- 
spect to  the  release  of  radioactive  isotopes  for  re- 
search in  general;  and 
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“Whereas,  consequent  upon  this  farsighted 
policy  of  the  Commission  many  more  radioactive 
materials  will  be  handled  by  an  increasing  number 
of  people;  and 

“Whereas,  the  danger  to  technical  personnel 
and  the  public  through  carelessness  or  lack  of  uni- 
form protective  measures  in  dealing  with  these  ma- 
terials will  increase;  and 

“Whereas,  in  the  event  of  the  emergency  of 
mass  radiation,  immediate  protective  measures 
would  be  imperative;  now  be  it 

"Resolved,  that  the  MedicaL Society  of  the  State 
of  New  York,  acting  in  the  public  interest,  instruct 
its  Council  to  create  an  isotope  committee  for  the 
purpose  of  coordinating  the  protective  measures 
now  being  formulated  by  various  scientific,  medi- 
cal, public  health,  and  industrial  groups,  and 
through  the  educational  channels  of  the  Society 
familiarize  the  physicians  of  the  State  with  all 
known  protective  measures  applicable  to  peace- 
time uses  of  radioactive  materials.” 

Your  Reference  Committee  recommends  approval 
of  this  resolution,  and  I so  move. 

Dr.  William  Klein,  Bronx:  I second  the  motion. 
Dr.  James  F.  Rooney,  Trustee:  I think  this 
should  be  referred  to  one  of  the  quasi-standing  com- 
mittees of  the  Council  or  rather  to  the  Council  for 
reference  to  such  committee.  Do  you  have  any 
idea  how  many  committees  and  subcommittees  of 
the  Council  you  already  have,  and  remember  a 
member  of  the  Council  must  be  the  chairman  of  each 
of  these  committees?  You  have  over  48,  and  I think 
you  have  provided  for  the  assignment  or  creation  of 
two  or  three  more  during  the  period  of  this  session. 
It  seems  to  me  that  the  wise  thing  to  do  is  to  refer 
this  to  the  Council.  We  are  going  to  have  com- 
mittees on  the  extension  of  the  little  toenail  of  the 
right  foot  pretty  soon.  While  this  is  a valuable 
thing,  and  an  important  one — not  that  I am  so  seri- 
ously afraid  we  are  going  to  have  any  particular 
atomic  warfare  in  the  very  immediate  or  reasonably 
distant  period — I think  we  ought  to  refer  this  to  the 
Council,  and  I so  move. 

Speaker  And  resen:  Will  you  accept  that? 

Dr.  Forster:  Yes. 

Dr.  Stephen  R.  Monteith,  Rockland:  I will 
second  it. 

....  There  being  no  discussion,  the  motion  as 
amended  was  put  to  a vote  and  was  unanimously 
carried.  . . . 

Speaker  Andresen:  We  thank  you,  Dr.  Forster. 
Section  163.  ( See  63) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  VI:  Economics 

Dr.  Edward  P.  Flood,  Bronx:  Your  Reference 
Committee  has  studied  the  report  of  the  Council 
Committee  on  Economics  and  subscribes  to  its  con- 
tention that  many  new  factors  are  making  their  im- 
pression on  the  practice  of  medicine  as  we  have 
known  it  and  calls  our  attention  to  several  of  these. 

First,  the  continued  controversy  of  the  specialties 
of  pathology,  anesthesia,  physiotherapy,  and  roent- 
genology with  hospital  administrators  relative  to 
their  reimbursement  of  services  rendered  to  holders 
of  hospitalization  insurance  and  beneficiaries  of  vol- 
untary medical  service  plans.  Your  Reference  Com- 
mittee is  in  sympathy  with  the  efforts  of  members  of 
these  specialties  to  remedy  this  inequity  and  calls  to 
their  support  every  member  of  organized  medicine 
who  is  on  a hospital  staff. 

Unfortunately,  the  members  of  these  specialties 


are  in  a special  category  because  they  are  on  a salary 
basis  without  security  of  tenure  and  are  faced  with 
the  realization  that  their  positions  can  be  readily 
filled  by  an  ever  increasing  number  of  younger  spe- 
cialists eager  for  the  salary  and  the  professional  pres- 
tige associated  with  or  conferred  by  a title. 

Until  the  profession  at  large  makes  the  members 
of  these  specialties  independent  by  referring  their 
private  work  to  their  individual  offices  rather  than  to 
the  hospital  laboratories,  they  will  not  be  able  to 
compel  hospital  administrators  to  recognize  the 
justice  of  their  complaints. 

The  evils  inherent  in  the  employment  of  specialists 
by  hospitals  are  obvious  and  should  warn  us  against 
the  extension  of  this  practice  to  the  major  specialties 
such  as  surgery,  medicine,  and  obstetrics.  This  is 
already  accepted  practice  in  the  large  teaching  cen- 
ters, but  recently  has  invaded  the  precincts  of  many 
so-called  voluntary  hospitals.  While  these  directors 
are  not,  ostensibly,  in  the  practice  of  medicine,  the 
hospital  administration  charges  those  who  seek  their 
care  substantial  fees  which  do  not  revert  to  these 
men.  Your  Reference  Committee  condemns  their 
attendance  in  any  but  service  cases. 

The  Council  Committee  notes  the  continued  for- 
mation of  lay  organizations  interested  in  many 
branches  of  medicine  and,  while  it  recognizes  their 
advantages  and  the  present  limitation  of  their  activi- 
ties to  case  finding,  it  is  concerned  with  the  possible 
further  extension  of  their  facilities  into  the  realm  of 
treatment. 

The  Council  Committee  also  takes  note  of  the  in- 
creased cost  of  illness,  but  we  must  insist  that  medi- 
cal care  as  such  has  not  substantially  contributed  to 
the  increase. 

The  cost  of  hospitalization  and  the  cost  of  nursing 
care  has  more  than  doubled  in  the  past  few  years. 
We  should  realize  that  private  duty  nursing  can  only 
be  secured  at  the  cost  ot  $1,000  a month  and  insist 
upon  group  nursing  to  better  distribute  a necessity 
which  has  now  become  a very  expensive  luxury. 

We  should  encourage  the  movements  such  as  those 
instituted  by  the  Montefiore  Hospital  for  Chronic 
Diseases  for  the  extension  ot  medical  care  to  the 
home.  The  average  cost  per  patient  day  in  most 
hospitals  now  approaches  $15.  If  many  hidden 
costs  such  as  tax  exemption,  capital  underwritings, 
obsolescence,  and  depreciation  were  recognized  by 
hospital  account  ants  as  actual , the  cost  per  pat  ien  t per 
day  would  be  nearer  $20.  The  services  of  a physi- 
cian, a housekeeper,  and  a visiting  nurse  may  be 
secured  for  less  than  this  if  the  patient  were  in- 
valided at  home  as  soon  as  the  necessity  for  urgent 
hospital  care  is  ended. 

The  Council  Committee  calls  our  attention  to  cer- 
tain powerful  minority  groups  in  our  profession  who 
seek  some  form  of  federalized  medicine.  While 
many  of  these  physicians  may  be  idealists  or  ideolo- 
gists, numbers  of  them  are  motivated  by  a desire  tor 
security.  I refer  particularly  to  physicians  who  are 
on  salary,  whose  pension  rights  may  be  jeopardized 
by  inflation  or  a drying  of  the  wells  of  philanthropy. 
These  men  are  in  a position  to  indoctrinate  the  fu- 
ture doctor  from  the  earliest  days  of  his  student 
career  and  in  many  institutions  do  not  hesitate  to  do 
so. 

, The  Council  Committee  asks  for  the  continued 
support  of  the  voluntary  nonprofit  insurance  plans 
sponsored  by  the  Society.  The  individual  physician 
should  encourage  his  patients  to  make  use  of  these 
plans  and  further,  we  urge,  willingly  make  the  sacri- 
fice in  time  and  patience  necessary  to  the  completion 
of  essential  reports. 
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I move  the  adoption  of  this  portion  of  the  report. 

Secretary  Anderton:  I second  it. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . . 

Section  164 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  VI:  Public  Medical  Care 

Dr.  Edward  P.  Flood,  Bronx:  Your  Reference 
Committee  carefully  considered  the  report  of  the 
Subcommittee  on  Public  Medical  Care  as  published 
in  the  annual  report.  We  note  with  approbation  the 
continued  cooperation  of  the  Subcommittee  on 
Public  Medical  Care  with  the  representatives  of  the 
State  Department  of  Social  Welfare  and  those  of  the 
New  York  State  Association  of  Public  Welfare  Offi- 
cials, as  well  as  the  representatives  of  the  medical 
consultants  of  the  various  local  medical  plans  known 
as  the  Joint  Committee. 

The  Subcommittee  wishes  to  emphasize  again  that 
its  function  is  at  a State  level  and  that  they  cannot 
solve  the  problems,  policies,  and  procedures  of  local 
welfare  agencies.  The  solution  of  such  problems 
should  be  made  at  the  level  of  the  local  welfare  com- 
mission and  county  medical  society.  The  subcom- 
mittee notes  that  there  are  now  44  local  medical  con- 
sultants from  the  various  counties  who  may  act  as  a 
liaison  between  the  local  physicians  and  the  local 
welfare  administrations. 

Again  the  subcommittee  notes  that  the  majority 
of  complaints  received  by  them  has  been  relative  to 
the  procedure  of  payment  to  patients  for  medical 
services.  There  is  an  increasing  tendency  in  the 
large  communities  for  the  patients  to  withhold  what 
is  paid  them  by  the  welfare  agency  for  medical  serv- 
ices and  appropriate  it  to  other  uses.  The  State 
Department  of  Public  Welfare  would  have  no  objec- 
tion to  paying  the  physician  directly,  but  the  regu- 
lation of  the  Federal  Security  Board  requires  that 
such  payments  be  made  to  the  patients  and  not 
directly  to  the  physician. 

While  the  Joint  Committee  is  not  unfavorable  to  a 
recommendation  that  the  Federal  Social  Security 
Board  be  petitioned  to  change  this  regulation,  it  was 
brought  to  our  attention  by  the  chairman  of  the  sub- 
committee that  such  a change  would  place  the  medi- 
cal profession  in  an  inconsistent  position.  It  was  at 
the  urging  of  organized  medicine  that,  in  order  to 
maintain  the  traditional  patient-physician  relation- 
ship and  to  relieve  the  patient  of  the  possible  op- 
probrium inferred  in  not  trusting  him  to  reimburse 
the  physician  for  professional  services  rendered  that 
this  regulation  was  originally  adopted.  Your  Refer- 
ence Committee  still  holds  this  conception  valid  and 
recommends  that  the  method  of  reimbursement  be 
not  changed  by  a petitioning  of  the  Federal  Social 
Security  Board. 

The  Reference  Committee  notes  with  satisfaction 
that  the  fee  schedule  for  welfare  patients  has  been 
substantially  increased,  but  we  hope  that  the 
citizenry  will  realize  that  these  fees  are  nominal  and 
represent  a contribution  of  the  medical  profession  to 
the  general  welfare. 

I move  the  adoption  of  this  portion  of  the  report. 

Secretary  Anderton:  I second  it. 

....  There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . . 

Section  165.  (See  92) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  VI:  Practice  of  Medicine  by  Hospitals 

Dr.  Edward  P.  Flood,  Bronx:  The  Reference 


Committee  had  before  it  the  resolution  introduced 
by  Dr.  B.  M.  Bernstein,  of  Kings,  relative  to  the 
practice  of  medicine  by  hospitals: 

“Whereas,  there  is  an  increasing  tendency  on 
the  part  of  hospitals  to  employ  full-time  directors 
of  service  in  other  fields  of  medicine  in  addition  to 
those  already  in  operation  in  radiology,  pathology, 
and  anesthesiology ; and 

“Whereas,  such  a program  is  a definite  threat 
to  the  individual  and  private  practice  of  medicine; 
and 

“Whereas,  such  a plan  would  appear  to  place 
hospitals  in  the  business  of  practicing  medicine; 
and 

“Whereas,  such  a procedure,  if  left  uncon- 
trolled and  uncurbed,  except  in  the  matter  of  un- 
dergraduate teaching  of  medical  students,  might 
lead  to  unforeseen  difficulties  for  the  practice  ot 
medicine;  therefore  be  it 

“ Resolved , that  the  Council  be  instructed  to  set 
up  a special  Hospital  Relations  Committee  to 
study  this  problem  and  to  use  its  efforts  to  pre- 
vent hospitals  from  practicing  medicine  and 
interfering  with  the  private  practice  of  medicine, 
and  to  use  all  moral  and,  if  necessary,  legal 
methods  for  this  purpose.” 

The  Reference  Committee  approves  the  intent  ot 
this  resolution,  but  substitutes  the  following  resolu- 
tion: 

“Be  it  resolved,  that  the  Council  be  instructed  to 
refer  this  matter  to  an  appropriate,  existent  com- 
mittee of  the  Council  to  study  this  problem  and  to 
use  its  efforts  to  prevent  hospitals  from  practicing 
medicine  and  interfering  with  the  private  practice 
of  medicine  and  to  use  all  moral  and,  if  necessary, 
legal  methods  for  this  purpose.” 

I move  the  adoption  of  the  report  of  the  Reference 
Committee. 

Dr.  Stephen  R.  Monteith,  Rockland:  I second 
the  motion. 

....  There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . . 

Section  1 66.  (See  68) 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  VI:  Insurance  Forms 

Dr.  Edward  P.  Flood,  Bronx:  We  also  had  the 
resolution  introduced  by  Dr.  Charles  Gullo,  of 
Livingston  County,  on  Insurance  Forms: 

“Whereas,  physicians  are  asked  to  make  out 
many  illness  and  mortality  forms  of  insurance 
companies;  and 

“Whereas,  the  filling  of  such  forms  often  re- 
quires considerable  time;  and 

“Whereas,  these  forms  are  generally  never 
alike;  be  it 

“ Resolved , that  the  Council  appoint  a committee 
to  meet  with  a committee  of  the  Association  of 
Life  Insurance  Companies  for  the  purpose  of 
standardizing  the  illness  and  mortality  forms  and 
thereby  make  them  more  brief.” 

The  Reference  Committee  approves  of  this  resolu 
tion,  and  moves  its  adoption.  I so  move. 

Dr.  Moses  II.  Krakow,  Bronx:  I second  the 
motion. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . . 

Section  167.  (See  29) 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  VI:  Voluntary  Health  Insurance  Plan 
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Dr.  Edward  P.  Flood,  Bronx:  Your  Reference 
Committee  has  the  resolution  introduced  by  Dr. 
Thomas  M.  D'Angelo,  of  Queens  County,  concern- 
ing voluntary  health  insurance  plans,  recommending 
that  the  Medical  Society  of  the  State  of  New  York 
advise  its  members  not  to  become  participating 
physicians  in  any  voluntary  health  insurance  plan 
unless  it  has  been  approved  by  the  Medical  Society 
of  the  State  of  New  York. 

The  Reference  Committee  is  in  complete  accord 
with  the  purpose  of  this  resolution  and  recommends 
its  adoption.  I so  move. 

Dr.  Frank  Cerniglia,  Queens:  I second  the 
motion. 

Speaker  Andresen:  The  recommendation  of  the 
Reference  Committee,  carrying  with  it  the  approval 
of  the  resolution,  is  before  you  for  discussion. 

Dr.  Arthur  A.  Fischl,  Queens:  I am  very  much 
in  accord  with  this  resolution.  I might  say  that  this 
resolution  was  not  brought  up  before  the  Queens 
County  Medical  Society.  It  is  a resolution  offered 
by  Dr.  D'Angelo  himself. 

I might  also  say  that  there  are  so  many  ramifica- 
tions of  this  particular  problem.  There  is  no  puni- 
tive effort  involved.  We,  in  the  metropolitan  area, 
are  confronted  with  this  problem  very  seriously  at 
present.  There  are  approximately  3,000  participat- 
ing physicians  in  two  existing  plans,  one  of  which 
lias  been  approved  by  one  or  two  county  societies 
and  the  other  had  not  asked  for  approval  and  has 
been  disapproved.  I would  suggest  that  the  metro- 
politan area,  inasmuch  as  it  is  the  one  that  is  so  in- 
volved, discuss  this  en  masse  first,  and  present  it  at 
some  future  time. 

Speaker  Andresen:  Do  you  wish  to  make  an 
amendment? 

Dr.  Fischl:  Yes,  I so  amend. 

Speaker  Andresen:  You  amend  what? 

Dr.  Fischl:  I would  like  to  amend  this  resolution 
that  the  metropolitan  area,  inasmuch  as  it  is  the 
area  involved  in  this  particular  resolution,  study 
this,  and  that  it  be  referred  to  the  Coordinating 
Council  of  the  metropolitan  area  first  for  study. 

Speaker  Andresen:  We  cannot  refer  it  to  the 
Coordinating  Council.  That  is  not  an  official  body. 

Dr.  Fischl:  I would  suggest  this — I don’t  know 
whom  to  refer  it  to — that  we  defeat  the  resolution, 
but  inasmuch  as  the  metropolitan  area  is  the  one  in- 
volved, and  we  are  going  to  have  3,000  physicians 
who  may  or  may  not  adhere  to  this  resolution  I 
think  it  is  inadvisable  for  us  to  pass  this  resolution 
and  then  decide  whether  or  not  we  are  going  to  issue 
punitive  efforts  on  these  men  in  the  metropolitan 
area  who  will  not  abide  by  our  resolution. 

Speaker  Andresen:  Then  you  oppose  the  mo- 
tion, or  are  you  making  an  amendment? 

Dr.  Fischl:  I oppose  the  motion. 

Dr.  Harold  B.  Davidson,  New  York:  There  is 
nobody  more  than  I,  nor  any  county  more  than  New 
York,  which  would  have  enjoyed  the  backing  of  the 
State  Society  in  handling  this  problem.  However, 
for  the  same  reasons  that  the  previous  speaker  just 
mentioned,  I believe  that  this  is  one  of  those  purely 
local  situations  that  should  be  solved  at  the  county 
level.  I,  therefore,  object  to  the  passage  of  this 
resolution. 

Dr.  Thomas  M.  D’Angelo,  Queens:  First,  let  me 
say  that  I did  bring  in  this  resolution  as  an  indi- 
vidual. However,  in  so  doing  I just  brought  in  a 
resolution  that  had  been  passed  by  the  Queens 
County  Medical  Society,  and  it  stands  on  its  books 
since  1945. 

The  reason  really  why  I bring  this  resolution  in  is 


so  that  the  matter  cannot  be  solved  on  a count}7 
level.  At  the  present  time  it  may  be  the  problem  of 
the  metropolitan  area,  but  within  a year  or  two  it  is 
going  to  be  the  problem  of  the  upstate  area. 

We  are  confronted  with  a very,  very  peculiar 
situation.  Take  the  New  York  City  area.  Here  are 
five  counties  in  the  City  of  New  York,  two  counties 
have  specifically  disapproved  a certain  voluntary  in- 
surance plan,  and  two  or  three  counties  have  taken 
no  action  on  it.  The  result  is  that  the  doctors  in  the 
metropolitan  area  don't  know  what  to  do.  In  two 
counties  they  have  been  asked  not  to  join;  in  three 
counties  no  action  has  been  taken.  It  is  really  an 
anomalous  situation.  Here  we  are  one  city  with 
different  actions  being  taken  in  different  portions  of 
the  city. 

Upstate  you  are  going  to  have  that  problem  pretty 
soon.  You  are  going  to  have  an  insurance  company 
start  business,  and  the  insurance  company  does  not 
confine  itself  to  one  county  but  spreads  over  several. 

We  would  like  the  Medical  Society  of  the  State  of 
New  York  just  to  go  on  record  advising  that  its 
members  do  not  become  participating  physicians  in 
any  plan  that  has  not  been  approved  by  the  Medical 
Society  of  the  State  of  New  York.  There  is  no 
punitive  action  involved.  You  cannot  have  any 
punitive  action  here  unless  the  plan  is  acting  un- 
ethically. Only  then  can  you  have  a punitive  action. 
This  is  so  that  all  of  the  doctors  are  advised  not  to 
become  physicians  in  plans  that  have  not  our  ap- 
proval. It  becomes  State-wide  so  that  when  any 
physician  wants  to  join  a plan,  all  he  has  to  deter- 
mine is  whether  it  has  the  approval  of  the  Medical 
Society  of  the  State  of  New  York,  yes  or  no,  and  he 
can  guide  himself  accordingly.  This  is  a very 
necessary  thing. 

Dr.  Leo  F.  Schiff,  Clinton:  I wish  to  second  what 
Dr.  D’Angelo  has  said,  and  in  order  to  make  the 
motion  more  effective,  if  passed,  I wish  to  add  an 
amendment,  which  I hope  Dr.  D'Angelo  will  accept, 
that  the  board,  or  committee,  or  whatever  it  is,  that 
has  charge  of  the  prepayment  plans — we  have  such  a 
committee,  and  I cannot  think  of  its  name — shall  be 
directed  to  notify  all  component  medical  societies  of 
the  action  taken.  That  is  simply  so  we  won’t  wait 
for  the  members  to  read  of  it  in  the  Journal. 

Dr.  D’Angelo:  I will  second  that. 

Dr.  Rooney:  Why  not  have  the  Secretary  of  the 
Society  do  it? 

Dr.  Sciiiff:  All  right,  change  it  to  the  Secretary. 

Dr.  D’Angelo:  Right. 

Dr.  Rooney:  Not  the  committee. 

Dr.  Schiff:  Right. 

Speaker  Andresen:  Will  you  accept  that  as  an 
amendment? 

Dr.  Flood:  Yes,  I will  accept  that  as  an  amend- 
ment. 

Speaker  Andresen  : That  will  save  us  some  t ime. 

Dr.  Benjamin  F.  Glasser,  Queens:  I think  Dr. 
D’Angelo  has  pointed  out  very  nicely  and  briefly  how 
this  question  cannot  be  settled  on  a State-wide  basis. 
As  a matter  of  fact,  the  field  is  new,  and  the  whole 
situation  is  in  such  flux,  that  even  in  the  City  of  New 
York,  as  he  has  pointed  out,  two  count  ies  have  acted 
one  way,  and  three  counties  have  taken  no  action. 
They  don’t  agree.  Now  place  yourself  in  the  posi- 
tion of  putting  the  whole  thing  before  the  State. 
You  will  never  come  to  any  conclusion  if  you  adopt 
that  principle,  and  any  plan  that  is  proposed  will  of 
necessity  be  outside  of  the  practice  of  organized 
medicine,  and  before  we  know  if  the  members  will  be 
in  the  plan  outside  of  organized  medicine.  I am 
against  the  resolution. 
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Speaker  Andresen:  Is  there  any  other  discus- 
sion? 

Dr.  Harry  Aranow,  Councilor:  It  still  has  to  be 
a local  thing  because,  after  all,  it  will  have  to  be  de- 
cided by  the  organization  in  its  own  district.  The 
State  Society  cannot  tell  whether  or  not  an  organiza- 
tion is  fit  for  the  district.  There  are  some  of  these 
insurance  companies  who  are  not  approved  who  may 
be  doing  the  same  thing  we  are  doing,  trying  to  pre- 
vent socialized  medicine,  and  I don't  think  we  ought 
to  come  to  any  conclusion  and  force  it  down  the 
throat  of  the  individual  county.  I would  refer  it 
back  to  the  county. 

Speaker  Andresen:  As  I understand  it,  there  is 
no  forcing  of  anything  down  anybody’s  throat.  It  is 
merely  a recommendation  to  the  members. 

Dr.  D’Angelo:  May  I have  the  privilege  of 
speaking  once  more?  This  is  a very  important 
problem.  No  one  is  forcing  a plan  down  anyone’s 
throat.  If  a plan  can  meet  the  principles  laid  down 
by  the  Medical  Society  of  the  State  of  New  York,  it 
can  be  approved  byhhe  Medical  Society  of  the  State 
of  New  York.  That  is  all  we  ask.  There  are  certain 
principles  that  have  been  adopted,  and  it  just  so 
happens  a number  of  plans  have  not  met  those 
principles,  yet  different  portions  of  the  city  or  even 
different  portions  of  the  State  may  take  different 
actions  on  a local  level;  but  these  plans  transcend 
being  on  a local  level,  they  go  across  counties,  and  it 
is  not  fair  for  one  county  to  take  no  action  while 
another  county  disapproves.  If  a plan  is  worthy, 
and  meets  the  requirements  of  the  State  of  New 
York,  it  should  come  to  the  State  Society  and  say, 
“Here  is  my  plan.  I meet  your  requirements.  Am  I 
approved?” 

....  There  were  calls  for  the  question.  . . . 

....  The  motion  was  put  whether  to  call  the 
question,  and  it  was  carried:  thereupon  the  amend- 
ment was  put  to  a vote  and  was  carried;  after  which 
the  motion  as  amended  was  put  to  a vote,  and  was 
carried.  . . . 

Dr.  Flood:  Now  I move  to  adopt  the  report  of 
the  Reference  Committee,  which  was  concurred  in 
by  all  the  members,  as  a whole,  as  amended. 

Dr.  Thomas  M.  D’Angelo,  Queens:  I second  the 
motion. 

....  There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . . 

Section  168.  ( See  82,  33) 

Report  of  Reference  Committee  on  Miscellaneous 
Business  A:  Blood  Banks 

Dr.  Frederick  W.  Williams,  Bronx:  Your 

Reference  Committee  had  before  it  for  consideration 
two  resolutions,  one  concerning  blood  donor  service 
and  one  concerning  blood  banks.  The  first  resolu- 
tion introduced  by  Westchester  County: 

“Whereas,  the  National  Red  Cross  has  under- 
taken the  establishment  of  a nation-wide  Blood 
Donor  Service  program,  the  basic  philosophy  of 
which  is  to  provide  free  blood  for  all,  and  which 
provides  in  some  areas  not  only  for  donor  service 
but  also  for  collecting,  processing,  and  distributing 
blood  from  a centralized  bank;  and 

“Whereas,  free  service  for  all  economic  levels 
of  the  population  is  not  compatible  with  es- 
tablished patterns  of  American  life;  and 

“Whereas,  a centralized  blood  bank  service 
under  the  Red  Cross  may  tend  to  destroy  existing 
blood  banks  in  the  hospitals;  and 

“Whereas,  all  professional  and  technical 
phases  of  a blood  bank  program  should  be  under 
the  control  and  supervision  of  the  physicians  of 
the  community;  and 


“Whereas,  a permissive  program  adapted  to 
meet  local  needs  has  been  approved  in  Westches- 
ter County  in  full  cooperation  with  the  West- 
chester Chapter  of  the  American  Red  Cross;  now 
therefore  be  it 

“ Resolved , that  the  New  York  State  Medical 
Society  urge  county  societies  to  consider  the 
establishment  of  a Red  Cross  Blood  Donor  Service 
Program  similar  to  that  proposed  for  Westchester 
which  provides: 

“1.  Red  Cross  Blood  Donor  Service, 

“2.  Free  Red  Cross  blood  for  the  medically 
indigent  who  are  unable  to  provide  replace- 
ment, 

“3.  The  continuation  of  existing  hospital 
blood  banks  and  encouraging  the  establishment 
of  banks  in  other  hospitals, 

“4.  Implementation  and  supplementation  of 
the  existing  blood  bank  services, 

“5.  All  professional  and  technical  control 
and  supervision  of  the  donor  service  program 
vested  in  a committee  of  physicians  appointed 
by  the  county  medical  society, 

“6.  And  general  coordination  of  the  program 
through  a committee  representing  the  Red 
Cross,  the  County  Hospital  Association  and  the 
county  medical  society.” 

The  second  resolution  introduced  by  Dr.  Harry 
Aranow  in  behalf  of  the  Council: 

“Whereas,  transfusion  has  become  a very  im- 
portant, essential,  and  life-saving  measure  in  the 
practice  of  medicine;  and 

“Whereas,  there  has  been  a feeling  in  the 
medical  profession  that  the  control  and  collection 
of  blood  and  blood  elements  is  gradually  being 
taken  out  of  the  hands  of  the  medical  profession; 
and 

“Whereas,  there  has  been  an  organization 
formed  in  the  state  of  Texas  called  the  American 
Association  of  Blood  Banks,  and  the  purposes  of 
of  this  organization  being: 

1.  To  promote  and  foster  the  exchange  of 
ideas  and  materials  and  the  dissemination  of 
information  to  blood  banking  and  its  tech- 
nical methodology  of  education,  publicity,  and 
research ; 

2.  To  foster  and  plan  for  cooperation  in 
times  of  disaster; 

3.  To  function  as  a clearing  house  on  ques- 
tions relating  to  the  training  of  personnel  com- 
mon to  such  institutions; 

4.  To  keep  currently  aware  of  and  encour- 
age high  standards  of  service; 

5.  And  to  promote  and  foster  and  aid  and 
encourage  the  extension  of  similar  services 
throughout  the  United  States  and  its  terri- 
tories; therefore  be  it 

“ Resolved , that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  are  in 
favor  of  the  purposes  of  this  organization.” 

Your  Reference  Committee  report  in  regard  to 
these  two  resolutions  considered  together  as  fol- 
lows : 

Your  Reference  Committee,  after  deliberation  and 
conference,  in  due  consideration  of  the  importance  of 
the  establishment  of  blood  banks  and  provision  for 
blood  donor  service  both  in  relation  to  private 
practice  and  civilian  medicine,  and  also  in  the  light  of 
a possibility  of  a sudden  widespread  emergency,  feels 
that  these  are  of  utmost  importance  to  the  profes- 
sion in  this  State  and  the  country. 

Therefore,  your  Reference  Committee  reeom- 
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mends  that  the  Medical  Society  of  the  State  of  New 
York  establish  a special  Committee  on  Blood  Banks 
of  the  Council  Committee  on  Public  Health  to 
supervise  and  coordinate  the  nonprofit  blood  banks 
throughout  the  State.  This  Committee  should  en- 
courage, advise,  and  assist  in  the  establishment  of 
blood  banks  on  a local  county  or  similar  decen- 
tralized subdivision  basis.  This  Committee  should 
see  that  these  blood  banks  are  so  constituted  and 
organized  that  cooperative  effort  could  immediately 
be  carried  out  in  case  of  emergency.  The  Reference 
Committee  suggests  that  the  Society  approve  the 
principles  of  the  American  Association  of  Blood 
Banks  to  have  ultimately  blood  banks  of  the  State 
possibly  become  associated  in  this  group. 

Furthermore,  the  Reference  Committee  recom- 
mends that  this  special  committee  use  as  an  example 
the  good  cooperative  plan  proposed  and  agreed  upon 
by  both  the  Red  Cross  and  Westchester  County 
Society  and  in  the  process  of  being  established  in 
Westchester  County.  In  this  plan  prominent  fea- 
tures are  that  the  medical  profession  operates  the 
blood  banks  and  supervises  them.  Under  this  plan 
the  Red  Cross  cooperates  in  the  obtaining  of  blood 
donors  and  transportation  of  donors  and  blood. 
The  Red  Cross  also  may  be  permitted  to  support  the 
service  with  financial  aid  for  equipment  and  non- 
technical assistance. 

Your  Reference  Committee  feels  that  this  problem 
is  of  such  importance  that  this  should  be  a special 
committee  to  the  Society,  not  necessarily  just  of  the 
Council. 

Dr.  James  F.  Rooney,  Trustee:  I second  it. 

Speaker  Andresen:  The  recommendation  of  the 
Reference  Committee,  which  has  been  moved  and 
seconded,  is  up  for  discussion.  Is  there  any  discus- 
sion? 

Dr.  Scott  Lord  Smith,  Dutchess:  I thoroughly 
approve  of  this  whole  report  of  the  Committee,  but  I 
want  to  call  to  your  attention- — and  I think  we 
ought  to  consider  it — that  back  of  this  whole  matter 
is  a certain  tendency  of  the  Red  Cross  to  make  of 
itself  a national  public  uplift  organization,  and  that 
in  smaller  communities,  like  mine,  up  in  Dutchess 
County,  there  is  going  to  be  very  strong  pressure 
from  the  Red  Cross  to  get  themselves  in  control  of 
the  situation  because  of  the  relative  facility  with 
which  they  can  obtain  donors. 

Then  the  other  side  we  should  consider  is  the 
emergency  for  which  we  must  be  prepared.  I do 
think  that  we  have  got  to  be  very  careful  in  our  con- 
trol of  the  activities  into  which  the  Red  Cross  enters. 
However,  there  is  another  side  to  it,  which  is  we 
have  got  to  have  all  of  the  aid  we  can  possibly  get 
from  the  Red  Cross  in  carrying  out  this  program.  It 
is  a very  delicate,  diplomatic  situation  to  make  the 
adjustment. 

Speaker  Andresen:  Is  there  any  further  dis- 
cussion? 

Dr.  Williams:  Your  Reference  Committee  was 
fully  aware  of  these  conditions  that  Dr.  Scott  Lord 
Smith  has  called  to  the  attention  of  the  House.  We 
felt  that  the  re-establishment  really  of  this  Blood 
Bank  Committee  as  a subcommittee  of  Dr.  Mitchell’s 
Public  Health  Committee  could  take  care  of  the  de- 
tails with  the  suggestions  that  we  recommended. 

We  are  all  well  aware,  especially  in  New  York, 
that  the  Red  Cross  would  like  to  take1  over  the  blood 
banks,  every  blood  bank  in  America.  We  are  all 
aware  that  the  doctors  should  operate  the  blood 
banks,  and  the  Reference  Committee  feels  its  report 
has  covered  this  quite  thoroughly. 

I once  again  recommend  the  adoption  of  the 
Reference  Committee's  report. 


Dr.  Thomas  F.  McCarthy,  Bronx:  May  1 offer 
an  amendment,  if  the  Chair  will  accept  it,  that  this 
Committee  negotiate  with  the  Red  Cross  so  as  to 
revise  any  previous  agreements  which  do  not  con- 
form with  this  recommendation? 

Speaker  Andresen:  Isn’t  that  covered  by  the  re- 
port? 

Dr.  McCarthy:  But  there  are  previous’ agree- 
ments made  with  the  Red  Cross  before  this  was 
brought  up  which  do  not  conform. 

Dr.  Williams:  Dr.  McCarthy  is  quite  right.  In 
the  City  of  New  York  there  have  been  some  sort  of 
agreements  by  which  the  Red  Cross  proceeded  to 
jump  right  in  and  set  up  the  blood  banks  regardless  ot 
whether  the  doctors  are  running  them  or  not.  We 
feel  that  this  Committee  would  undoubtedly  in- 
clude the  revision  of  any  already  established  blood 
collection  services  set  up  by  the  Red  Cross.  We 
have  set  these  criteria  down  for  the  Committee,  and 
I am  sure  every  member  of  the  Reference  Committee 
would  be  glad  to  accept  that  amendment.  You 
don’t  need  to  vote  on  it. 

Dr.  Thomas  M.  D’Angelo,  Queens:  As  a matter 
of  fact,  the  Red  Cross  program  in  New  York  City  is 
only  going  on  for  one  year,  and  at  the  end  of  the  year 
will  be  completely  evaluated  so  that  our  criteria  at 
that  time  can  be  brought  to  their  attention  very  well 
then. 

Dr.  Harold  B.  Davidson,  New  York:  I thor- 
oughly approve  of  the  Committee’s  report,  and  have 
only  one  comment.  It  speaks  of  free  blood.  With 
the  Red  Cross  there  is  no  such  thing  as  free  blood. 
Dr.  Williams:  That  word  “free”  will  be  deleted. 
....  The  question  was  called,  and  the  motion 
was  put  to  a vote  and  was  unanimously  carried.  . . . 

Section  169.  ( See  93) 

Report  of  Reference  Committee  on  Miscellaneous 
Business  A:  Automobile  Agency 

Dr.  Frederick  W.  Williams,  Bronx:  Your 

Reference  Committee  also  received  a resolution: 
“Whereas,  it  is  becoming  increasingly  difficult 
for  physicians  to  purchase  automobiles;  and 
“Whereas,  the  automobile  is  a part  of  the 
doctor’s  equipment  in  his  practice  of  medicine; 
therefore  be  it 

“Resolved,  that  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  be  instructed  to 
explore  the  possibilities  of  establishing  an  agency 
for  the  purchase  of  automobiles  by  doctors.” 

Your  Reference  Committee  recommends  the  dis- 
approval of  this  resolution,  and  I so  move. 

Dr.  Stephen  II.  Monteith,  Rockland:  I second 
the  motion. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . . 

Dr.  Williams:  Now  I move  the  approval  of  the 
report  as  a whole,  as  amended. 

Dr.  Thomas  F.  McCarthy,  Bronx:  I second  the 
motion. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote,  and  was  unanimously  carried.  . . . 
Speaker  Andresen:  Thank  you,  Dr.  Williams! 

Section  170.  (See  69) 

Report  of  Reference  Committee  on  Miscellaneous 
Business  B:  Draft  of  Physicians 

Dr.  William  B.  Rawi.s,  New  York:  1 have  only 
one  more  resolution  here,  introduced  by  Dr.  B.  M. 
Bernstein,  of  Kings: 

“Whereas,  the  medical  profession  always  has 
taken,  and  always  will,  unselfishly,  take  its  part  in 
any  national  emergency;  and 
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“Whereas,  it  would  appear  that  the  passage  of 
draft  legislation  by  the  Congress  is  imminent; 
and 

“Whereas,  indications  are  that  an  attempt  will 
be  made  to  adopt  a different  age  differential  for 
physicians  from  that  to  be  advised  for  the  rest  of 
the  available  population;  and 

“Whereas,  it  would  appear  that  an  adequate 
pool  of  physicians  already  exists  from  amongst 
those  educated  under  government  student  pro- 
grams during  the  last  war  and  as  yet  not  called  for 
duty,  and  from  those  deferred  during  the  last  war 
for  a variety  of  reasons,  and  from  amongst  those 
now  completing  or  who  will  complete  internships 
during  the  next  two  years,  and  from  those  who 
will  volunteer  their  services,  even  though  not  of 
draft  age;  therefore  be  it 

“Resolved,  that  such  a differential  in  age  of 
those  eligible  for  draft  would  be  discriminatory, 
unnecessary,  undemocratic,  and  contrary  to  the 
principles  of  our  constitution;  and  be  it  further 
“ Resolved , that  the  proper  committees  of  the 
House,  Senate,  and  the  presiding  officers  of  those 
bodies  and  the  Secretary  of  National  Defense  and 
the  Secretaries  of  the  Army,  Navy  and  Public 
Health  Service,  and  the  President  of  the  United 
States  be  so  advised  by  the  endorsement  of  this 
resolution  at  this  session  of  the  House  of  Dele- 
gates; and  be  it  further 

“Resolved,  that  the  chairman  of  the  National 
Security  Resources  Board  and  the  Secretary  of 
National  Defense  be  urged  to  sanction  the  crea- 
tion of  a Civilian  Medical  Board  to  aid  in  obtain- 
ing the  necessary  medical  personnel  which  would 
be  required  under  a selective  service  draft  act; 
and  be  it  further 

“Resolved,  that  the  secretary  be  instructed  to 
transmit  these  resolutions  to  the  above-named 
authorities  without  delajn” 

Your  Reference  Committee  considered  this,  and 
we  felt  that  the  wording  should  be  changed.  We 
added  one  “whereas”  to  bring  out  some  of  the  resolved 
that  we  felt  was  necessary: 

“Whereas,  in  World  War  II  procurement  and 
assignment  for  physicians,  dentists,  and  veteri- 
narians did  an  excellent  job,  and  it  was  not  neces- 
sary to  draft  any  of  these  groups,  much  to  the 
credit  of  these  groups,  although  the  proportion 
entering  service  was  greater  than  any  other 
group;  therefore,  be  it 

“Resolved,  that  the  Secretary  for  the  national 
defense  be  urged  to  set  up  a board  similar  to  the 
procurement  and  assignment  board  of  World  War 
II  to  aid  in  obtaining  the  necessary  medical  per- 
sonnel ; and  be  it  further 

“ Resolved , that  this  House  of  Delegates  express 
its  request  that  whatever  boards  are  formed  to 
secure  medical  personnel  for  the  armed  services 
exhaust  all  possibilities  of  obtaining  them  from 
t he  groups  above  named  and  from  those  of  draft 
age  and  from  volunteers,  before  any  outside  these 
groups  are  asked  to  serve;  and  be  it  further 
“Resolved,  that  a copy  of  this  resolution  be  sent 
to  whatever  boards  are  set  up  to  obtain  medical 
personnel  for  the  armed  services;  and  be  it 
further 

“ Resolved , that  the  delegates  to  the  American 
Medical  Association  from  the  Medical  Society  of 
the  State  of  New  York  be  instructed  to  introduce 
this  resolution  at  the  annual  meeting  of  the 
American  Medical  Association  in  1948.” 

I move  its  adoption  as  thus  reworded: 


“Whereas,  the  medical  profession  always  has 
been,  and  always  will,  unselfishly,  take  its  part  in 
any  national  emergency;  and 

“Whereas,  it  would  appear  that  the  passage  of 
draft  legislation  by  the  Congress  is  imminent; 
and 

“Whereas,  indications  are  that  an  attempt  will 
be  made  to  adopt  a different  age  differential  for 
physicians  from  that  to  be  advised  for  the  rest  of 
the  available  population;  and 

“Whereas,  it  would  appear  that  an  adequate 
pool  of  physicians  already  exists  from  amongst 
those  educated  under  government  student  pro- 
grams during  the  last  war  and  as  yet  not  called  for 
duty,  and  from  amongst  those  now  completing  or 
who  will  complete  internships  during  the  next  two 
years,  and  from  those  who  will  volunteer  their 
services,  even  though  not  of  draft  age;  and 
“Whereas,  in  World  War  II  procurement  and 
assignment  for  physicians,  dentists,  and  veteri- 
narians did  an  excellent  job,  and  it  was  not  neces- 
sary to  draft  any  of  these  groups,  much  to  the 
credit  of  these  groups,  although  the  proportion  en- 
tering service  was  greater  than  any  other  groups; 
therefore  be  it 

“Resolved,  that  the  Secretary  for  National 
Defense  be  urged  to  set  up  a board  similar  to  the 
procurement  and  assignment  board  of  World  War 
II  to  aid  in  obtaining  the  necessary  medical  per- 
sonnel; and  be  it  further 

“Resolved,  that  this  House  of  Delegates  express 
its  request  that  whatever  boards  are  formed  to 
secure  medical  personnel  for  the  armed  services 
exhaust  all  possibilities  of  obtaining  them  from 
the  groups  name  above  and  from  those  of  draft 
age  and  from  volunteers  before  any  outside  these 
groups  are  asked  to  serve;  and  be  it  further 
“ Resolved , that  a copy  of  this  resolution  be  sent 
to  whatever  boards  are  set  up  to  obtain  medical 
personnel  for  the  armed  services;  and  be  it  further 
“ Resolved , that  the  delegates  to  the  American 
Medical  Association  from  the  Medical  Society  of 
the  State  ot  New  York  be  instructed  to  introduce 
this  resolution  at  the  annual  meeting  of  the 
American  Medical  Association  in  1948.” 

Dr.  Frederick  W.  Williams,  Bronx:  I second 
the  motion. 

Speaker  Andresen:  Any  discussion? 

Dr.  Ben.tamin  M.  Bernstein:  The  Journal  of 
the  American  Medical  Association,  Volume  137,  No. 
2,  May  8,  1948  issue,  pages  162  and  163,  referring  to 
the  action  of  the  Council  on  National  Emergency 
Medical  Service  says: 

In  making  special  provision  for  the  drafting  of  phys- 
cians  up  to  the  age  of  45  years  this  bill,  in  the  opinion  of  the 
Council,  proposes  a type  of  legislation  that  is  on  its  face 
highly  discriminatory  and  coercive  if  not  actually  un- 
constitutional.” 

And  then  it  goes  on  further  to  say: 

“It  is  therefore  the  considered  opinion  of  the  Council  on 
National  Emergency  Medical  Service  that  immediate 
action  should  be  taken  committing  the  American  Medical 
Association  in  opposition,” 

(etc.) 

There  is  also  an  editorial  in  the  very  same  issue 
where  the  Council  urges  each  State  and  local  medical 
association  to  exert  every  effort  and  influence  at  its 
command  within  the  next  several  days  to  assure  the 
establishment  of  a civilian  medical  board  at  the 
highest  level  of  government,  such  as  a functioning 
agency  of  the  National  Security  Resources  Board, 
to  be  responsible  for  the  policies  and  programs  re- 
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quired  for  the  medical,  health,  and  sanitary  services 
of  the  civilian  population,  of  industry,  of  agriculture, 
and  of  the  armed  forces  in  time  of  emergency  of 
national  mobilization. 

We  might  duck  the  idea  of  the  draft  act  being 
discriminatory,  but  discriminatory  it  would  be  if 
passed  in  the  form  as  proposed  by  the  Congress  at 
the  present  time.  We  might  duck  it  by  saying  we  will 
be  nice  boys,  and  do  what  we  did  before,  but  appar- 
ently the  Council  wishes  the  possible  discriminatory 
action  to  be  avoided  by  such  action  of  ours. 

Secondly,  to  ask  the  delegates  to  the  American 
Medical  Association  to  present  similar  resolutions 
before  that  body  will  not  accomplish  very  much  be- 
cause Congress  will  be  out  of  Washington  long  be- 
fore that  action  can  occur. 

I believe  the  discriminatory  paragraph  might  well 
be  permitted  to  remain. 

Dr.  Rawls:  It  says  that  these  boards  be  so  in- 
formed. We  can  change  that  to  whatever  authori- 
ties are  deemed  necessary. 

Dr.  Harry  Aranow,  Councilor:  Our  Senators  and 
Representatives  could  be  informed. 

Dr.  Rawls:  I accept  that. 

Dr.  Rooney:  I think  it  should  be  definitely  pro- 
vided that  the  Secretary  be  directed  to  send  the  in- 
formation of  the  passage  of  these  resolutions,  quoting 
the  essential  parts  thereof,  to  all  persons  concerned 
in  the  enactment  of  this  legislation  as  the  official 
action  of  the  Medical  Society  of  the  State  of  New 
York,  and  not  merely  the  Council. 

Dr.  J.  Stanley  Kenney,  Councilor:  I second  that 
amendment. 

Speaker  Andresen:  Will  you  accept  that? 

Dr.  Rawls:  Yes.  It  is  practically  in  here  except 
it  does  not  say  “all  authorities.” 

....  The  question  was  called,  and  the  motion  as 
amended  was  put  to  a vote  and  was  unanimously 
carried.  . . . 

Speaker  Andresen:  I don't  believe  there  are 
any  more  reference  committees  to  report.  Are  there 
any? 

....  There  was  no  response. . . . 

Section  171 

Notice  to  Amend  Article  XI  of  the  Constitution  and 
Bylaws  of  the  Medical  Society  of  the  State  of  New 
York 

Speaker  Andresen:  Dr.  Monteith  would  like 
permission  to  introduce  a constitutional  amend- 
ment. He  requires  a two-thirds  vote  for  permission 
to  introduce  this. 

....  The  request  was  put  to  a hand  vote,  and  there 
was  no  negative  vote  cast.  . . . 

I)r.  Stephen  R.  Monteith,  Rockland:  Notice  to 
amend  Article  XI  of  the  Constitution  and  Bylaws  of 
the  Medical  Society  of  the  State  of  New  York  cover- 
ing the  setup  of  the  district  branches: 

“Whereas,  it  appears  that  geographical  redis- 
tribution of  the  District  Branches  would  be  ad- 
vantageous with  the  possible  creation  of  a Ninth 
District  Branch;  therefore  be  it 

“ Resolved,  that  Article  XI  of  the  Constitution 
and  Bylaws  of  the  Medical  Society  of  the  State  of 
New  York  be  hereby  amended  to  create  a Ninth 
District  Branch,  and  by  such  other  redistribution 
as  appears  advantageous  to  develop  t he  organiza- 
tional activities  of  the  District  Branches.” 
Speaker  Andresen:  That  is  merely  a notice  to 
go  on  file. 

Section  172 


Reappointment  of  Planning  Committee  for  Medical 
Policies 

Dr.  J.  Stanley  Kenney,  Councilor:  Under  the 
setup  of  the  Planning  Committee  for  Medical 
Policies,  it  is  a special  committee  of  the  House  of 
Delegates,  and  it  is  appointed  on  a yearly  basis. 
Unfortunately,  there  was  no  time  for  discussion  of  a 
number  of  important  problems  that  are  before  the 
Committee,  particularly  group  practice,  which  is 
being  studied  by  the  Committee,  in  collaboration 
with  a similar  committee  in  the  American  Medical 
Association;  also  this  question  of  the  inclusion  of 
hospitals  and  medical  schools  into  the  practice  of 
medicine.  The  gentlemen  on  this  Committee  are 
well  informed  in  the  study,  and  it  is  a continuing 
study.  Therefore,  I would  make  the  recommenda- 
tion that  the  House  continue  this  Committee,  and 
have  the  Speaker  appoint  its  personnel  as  prescribed. 

Dr.  Thomas  M.  D’Angelo,  Queens:  I second  it. 

....  There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . . 

Section  1 73 

1949  Meeting  of  House  of  Delegates 

Speaker  Andresen:  We  have  an  invitation  here 
from  the  delegates  from  Erie  County  to  have  the 
next  State  meeting  in  1949  in  Buffalo. 

Dr.  James  F.  Rooney,  Trustee:  That  matter  I 
think  under  the  Constitution  and  Bylaws  has  to  be 
referred  to  the  Council. 

Speaker  Andresen:  Yes. 

Dr.  Rooney:  The  House  may  make  its  recom- 
mendation, but  it  must  be  essent  ially  referred  to  the 
Council  for  their  action. 

Speaker  Andresen:  Will  you  make  the  recom- 
mendation? 

Dr.  Rooney:  I will  make  the  recommendation 
that  we  accept  the  invitation  of  Erie  County,  and 
that  that  be  communicated  to  the  Council,  to  set  the 
time  of  the  meeting. 

Dr.  John  B.  D’Albora,  District  Delegate:  I 
second  that  motion. 

....  There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . . 

Speaker  Andresen:  I think  that  completes  our 
business. 

Section  174 ■ f See  14,  137,  140 ) 

Special  Assessment  for  War  Memorial 

• 

Dr.  James  F.  Rooney,  Trustee:  You  have  voted 
to  establish  the  War  Memorial.  You  have  voted  t he 
plan,  and  I take  it  that  some  of  you  fancy  that  that 
carried  with  it  the  special  assessment  to  carry  it  out. 
It  did  not  because  that  was  a separate  matter,  and 
for  that  purpose  I now  move  you,  sir,  that  a special 
assessment  of  $12  for  each  member  ot  the  Society  be 
levied  and  payable  within  the  current  year  as  of 
this  year’s  dues,  the  dues  and  assessment  for  1948, 
payable  to  the  Treasurer  of  the  Society,  for  the  pur- 
pose of  establishing  a war  memorial  fund,  in  con- 
formity with  the  resolved  made  in  the  resolution  es- 
tablishing such  fund.  That  means  t hat  t he  fund  will 
be  in  the  hands  of  the  Treasurer  of  the  State  Society 
under  the  charge  of  the  Board  of  Trustees,  and  ex- 
pended only  upon  the  direct  authority  of  the  Council 
of  your  Society.  I make  that  motion. 

Dr.  Harold  B.  Davidson,  New  York:  1 second 
it. 

Speaker  Andresen:  I will  put  this  in  the  form  of 
one  motion  to  grant  Dr.  Rooney  the  floor  and  second 
to  adopt  his  resolution.  We  will  act  on  them  both  at 
once.  Is  there  any  discussion? 
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Dr.  Leo  F.  Schiff,  Clinton:  While  I,  personally, 
am  in  favor  of  this  motion,  I still  feel  that  this  body 
is  too  small  a body  to  take  an  action  that  is  going  to 
affect  20,000  men.  It  is  going  to  create  considerable 
discussion  in  some  of  the  county  societies,  and  it 
should  be  disposed  of  by  a referendum.  I am  not 
going  to  make  any  motion  to  do  anything  about  it. 
I simply  speak  of  that  fact.  Thank  you  for  the 
privilege.  If  somebody  else  is  interested  enough,  he 
can  do  it. 

Dr.  Frederick  W.  Wetherell,  Onondaga:  How 
much  would  it  cost  to  conduct  a referendum  of  each 
individual  member  of  the  Medical  Society  of  the 
State  of  New  York? 

Dr.  Rooney:  May  I have  the  answer  to  that 
question? 

Dr.  Schiff:  I cannot  answer  that. 

Dr.  Rooney:  We  have  had  I think,  within  the 
period  of  my  being  in  the  House  of  Delegates  for 
some  thirty-odd  years,  one  referendum  to  the  best  of 
my  knowledge.  From  my  best  recollection  that 
referendum  cost  the  Society  something  in  the  neigh- 
borhood of  $5,000,  and  the  responses  to  that  referen- 
dum were  from  less  than  10  per  cent  of  the  member- 
ship. 

I feel  that  the  referendum  is  in  the  Constitution, 
while  we  are  meeting  matters  of  emergency,  but, 
gentlemen  you  are  sent  here  as  delegates  trom  your 
own  county  societies.  This  matter  has  been  under 
discussion  for  three  years.  Every  member  of  this 
State  Society  must  be  familiar  with  it.  It  has  been 
published  repeatedly  in  the  Journal.  The  question 
has  been  discussed  for  three  years.  If  we  are  going  to 
gain  anything  by  referendum,  very  well,  I have  no 
objection  to  the  expense,  gentlemen,  but  you  will  get 
approximately  the  same  percentage  of  response  to  a 
referendum  vote  for  21,000  members.  Don’t  forget 
also  that  to  carry  on  a summary  of  the  tally  of  that 
vote  will  necessitate  our  employing  additional  em- 
ployes in  our  headquarters  to  do  it.  That  has  to  be 
tallied,  summarized,  and  then  reported — a post- 
ponement of  another  year. 

Gentlemen,  I leave  the  decision  to  you.  It  is  your 
decision.  I take  it  that  Dr.  Schiff,  as  he  said,  is  not 
proposing  to  make  a motion  that  a referendum  be 
had.  I feel  we  had  better  dispose  of  this  thing 
definitely  one  way  or  the  other  now. 

Dr.  Harry  Aranow,  Councilor:  I have  been  in 
this  House  for  a long  time.  We  have  made  decisions 
ot  much  moae  importance  to  the  members  than  $12. 
We  have  made  very  important  decisions.  That  is 
our  duty  here.  That  is  what  we  are  sent  here  to  do, 
to  decide  for  the  20,000  men  that  cannot  possibly  be 
here. 

Dr.  Homer  J.  Knickerbocker,  Ontario:  We  are 
the  representatives  of  our  county  societies.  What 
we  say  goes.  If  you  get  less  than  20  per  cent  of  re- 
sponse to  your  legislative  program,  what  do  you 
expect  from  this,  another  flop? 

Dr.  Charles  Gullo,  Livingston:  Dr.  Rooney,  I 
believe  you  said  you  would  expect  to  collect  the  fee 
for  t he  balance  of  the  year,  correct? 

Dr.  Rooney:  Yes,  that  it  would  be  made  this 
year,  if  the  House  so  decided.  If  I may  add,  Mr. 
Speaker,  through  you,  that  the  assessment  will  be 
levied  for  the  year  1 948. 

Dr.  Gullo:  Why  I ask  you  that  question  is  be- 
cause, from  the  discussion  that  preceded  this  at  the 
time  it  was  introduced,  the  implication  was  that  in 
the  event  that  the  members  of  the  Society  do  not  pay 
their  fee  they  are  automatically  not  members  of  the 
County  and  State  Societies,  but  all  of  the  members  of 
the  Society  as  of  now  have  paid  their  dues,  so  they 


are  members.  May  I suggest  that  the  collection  of 
this  money  be  extended  over  a period  of  twelve 
months  so  that  it  will  carry  it  on  into  next  year. 
You  cannot  throw  out  a member  that  is  already  a 
member. 

Dr.  Rooney:  May  I answer,  Mr.  Speaker? 

Speaker  Andresen:  Yes. 

Dr.  Rooney':  I understand  that  perfectly,  Dr. 
Gullo.  I move  that  the  assessment  be  levied  as  of 
the  year  1948.  Do  you  understand  now?  I realize 
that  your  dues  and  annual  assessments  would  have 
to  be  paid  before  June  30.  Am  I correct  in  that? 
There  can  be  no  suspension  of  membership  on  an 
assessment  levied  now  until  failure  has  been  made  to 
make  that  payment  upon  the  next  year’s  dues.  Is 
that  clear?  So  that  there  can  be  no  suspension  for 
failure  to  pay  this  assessment,  if  it  is  levied,  before 
1949.  We  hope,  however,  that  there  may  be  enough 
men,  knowing  that  the  assessment  has  been  made, 
who  will  pay  so  we  can  begin  to  take  care  of  three  of 
these  children  who  are  now  within  the  age  limit 
when  they  should  be  provided  for. 

Dr.  Reuling:  State  assessments  are  collected 
by  the  counties  and  remitted  through  the  counties  to 
the  State.  I want  to  raise  the  question — and  I 
think  it  should  be  in  the  motion — how  this  assess- 
ment shall  be  billed;  whether  it  shall  be  billed 
directly  from  the  State  office  by  the  treasurer  or 
whether  it  should  be  billed  through  the  counties.  I 
believe  the  motion  as  previously  stated  by  Dr. 
Rooney  could  probably  be  restated  saying  how  the 
money  was  to  be  collected  and  when  a man  would  be 
considered  in  arrears  if  the  special  assessment  is  not 
paid. 

Might  I ask,  Mr.  Speaker,  Dr.  Rooney  to  reword 
his  motion  so  that  it  covers  the  point? 

Dr.  Rooney:  I will  answer,  Mr.  Speaker,  if  I 
may,  though  I don’t  think  there  is  any  necessity  of 
my  answering  the  question.  The  money  can  be 
collected  in  only  one  way,  and  that  is  specified  in  the 
Bjdaws  and  Constitution.  It  will  be  collected  just  as 
dues  are  collected,  through  the  county  societies,  and 
will  be  transmitted  by  the  treasurers  of  the  county 
societies  to  the  treasurer  of  the  State  Society.  There 
is  no  other  provision,  and  we  ought  not  to  constitute 
a new  method.  It  should  be  assessed  against  the 
county  society,  the  secretary  to  inform  the  county 
societies  that  a special  assessment  is  levied  against 
every  member  of  the  Medical  Society  of  the  State  of 
New  York  in  the  ordinary  form  and  manner  that 
your  dues  are  assessed  against  you,  and  have  it  col- 
lected in  the  same  manner  in  so  far  as  possible  during 
the  current  year. 

Now  that  is  a pious  wish.  There  is  no  compulsion 
about  it,  and  no  penalty  can  attach  unless  the  man 
fails  to  pay  that  assessment  outside  of  the  constitu- 
tional limits  in  1949. 

Dr.  Ezra  A.  Wolff,  Queens:  I should  like  to  ask  a 
question,  Mr.  Speaker.  Which  members  would  be 
liable  to  this  assessment?  I am  thinking  par- 
ticularly of  members  coming  into  the  Society  within 
the  next  year  as  to  when  would  they  be  liable  for  this 
assessment? 

Speaker  Andresen:  Can  you  answer  that,  Dr. 
Rooney? 

Dr.  Rooney:  I think  the  average  accretion  of 
membership  of  this  Society  now  is  running  approxi- 
mately 800  a year.  Am  I correct  about  that,  Mi'. 
Secretary? 

Secretary  Andkrton:  Approximately,  yes,  sir. 

Dr.  Rooney:  What  difference  does  it  make? 
Any  county  society  can  determine  for  itself  just  as  it 
determines  its  dues.  If  a man  comes  in  during  such  a 
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period  he  does  not  pay  dues  for  that  period.  I know 
if  a man  in  Albany  County  becomes  a member  of  the 
county  society  in  November  he  is  not  required  to  pay 
county  society  dues  for  that  period  of  time  until  the 
succeeding  year;  however,  he  becomes  a member  of 
the  State  Society  and  becomes  responsible  for  the 
payment  of  dues  for  the  current  year  in  which  lie 
joins.  .Am  I correct  in  that,  Mr.  Secretary?  The 
county  society  becomes  liable  for  that  man’s  State 
dues  for  the  year  in  which  he  joins  the  Society? 

Secretary  Anderton:  Up  until  the  31st  of  Octo- 
ber. 

Dr.  Rooney:  If  he  comes  in  after  the  31st  of 
October  he  is  responsible  neither  for  his  Medical  So- 
ciety dues  nor  will  he  be  responsible  for  the  assess- 
ment. The  same  proviso  will  hold  for  this  assess- 
ment as  holds  for  the  dues  for  the  year  1949.  We 
hope,  however,  that  if  the  notice  that  the  special 
assessment  is  levied  is  sent  out,  that  we  may 
accumulate  sufficient  money  to  start  the  operation  of 
this  plan  as  promptly  as  may  be. 

Dr.  John  L.  O’Brien,  Bronx:  I was  on  this 
Reference  Committee.  I don’t  know  whether  the 
chairman  is  here  or  not,  but  we  expressed  in  our 
approval  of  the  report  confidence  in  the  men  who 
formed  this  report  and  also  confidence  in  the  ones 
who  are  to  finish  the  formation  of  this  War  Memorial, 
work  out  the  details  of  it.  If  I remember  correctly, 
one  of  the  items  contained  in  our  recommendation 
was  that  the  assessment  should  be  upped  to  a maxi- 
mum of  $12.  We  did  not  state  that  there  should  be  a 
specific  amount  at  this  time  determined,  simply  be- 
cause we  felt  the  details  of  this  project  were  not 
completed.  We  had  an  estimated  figure  from  the 
committee.  If  you  take  these  58  children  under  the 
third  plan,  and  you  give  them  eight  years  of  educa- 
tion at  $600  a year,  you  will  need  $278,400.  I think 
those  figures  are  correct.  If  you  collect  $12  a year 
irom  approximately  21,000  members  you  will  have 
$252,000  in  the  fund.  This  will  cover  all  of  the 
possibilities  I am  sure.  With  the  figure  I am  giving 
you,  you  are  paying  out  the  maximum  amount  that 
you  can  pay  out.  We  felt  that  we  had  to  give  some 
leeway  to  the  men  who  are  going  to  complete  the 
project  in  its  detail,  and  they  would  determine  the 
amount  of  the  assessment  that  was  to  be  made. 
We  could  not  determine  that  in  an  hour  and  a half 
at  a table  after  they  had  probably  spent  weeks 
getting  this  estimate  figure  of  $242, 000-odd  or  what- 
ever it  might  be. 

Speaker  Andresen:  That  is  why  we  have  the 
motion. 

Dr.  Rooney:  May  I answer  that?  I think  I can 
settle  that  in  a minute.  There  was  in  the  recom- 
mendation of  the  committee  “and  that  the  Council 
will  be  authorized  to  take  care  of  additional  sums  in 
cases  of  need.”  That  is  the  reason  why  that  $12 
was  fixed  instead  of  the  $11.25,  to  take  care  of  the 
provision  for  some  of  these  children  and  families  who 
become  destitute  if  the  need  arises.  That  is  all, 
gentlemen. 

Dr.  O'Brien:  Your  committee  in  its  report  loft 
the  determination  of  that  figure  up  to  the  future. 

Dr.  Elton  R.  Dickson,  Broome:  I would  like  to 
ask  Dr.  Rooney  if  he  would  have  any  objection  to 
splitting  that  $12  into  two  assessments. 

Speaker  Andresen:  It  cannot  be  done.  We  can 
only  do  it  for  one  year. 

Dr.  Rooney:  I spoke  about  that  this  morning. 

Speaker  Andresen:  That  was  explained  this 
morning. 

....  There  being  no  further  discussion,  the  motion 
was  put  to  a vote  and  was  carried.  . . . 


Section  1 75 

Vote  of  Thanks  to  Exhibitors  and  Hotel  Manage- 
ment 

Dr.  Louis  H.  Bauer,  President:  Mr.  Speaker,  be- 
fore we  adjourn,  I would  like  to  make  a motion. 
We,  this  morning,  extended  our  thanks  to  the 
various  committees,  etc.,  who  handled  the  conven- 
tion, but  I would  like  to  move  that  we  extend  our 
thanks  to  the  scientific  exhibitors  who  have  gone  to 
considerable  time  and  trouble  in  preparing  these 
exhibits  and  to  the  exhibitors  who,  after  all,  have 
made  this  meeting  possible,  and  to  the  management 
of  the  hotel. 

....  The  motion  was  seconded  by  several,  and  as 
there  was  no  discussion,  it  was  put  to  a vote  and  was 
unanimously  carried.  . . . 

Section  176 

Vote  of  Thanks  to  the  Speaker 

Dr.  Louis  H.  Bauer,  President:  This  may  be 
horning  in  on  your  territory,  Dr.  Rooney,  but  I want 
to  move  a standing  vote  of  the  House  to  the  Speaker 
for  his  management  of  the  meeting. 

Dr.  Rooney:  You  did  it.  I knew  you  would.  1 
think  I can  speak  for  the  House  when  I say,  with  all 
due  modesty,  that  they  admire  and  respect  you  for 
your  impartiality  and  your  keenness  of  decision  and 
your  personality. 

....  The  delegates  arose  and  applauded.  . . . 

Speaker  Andresen:  I thank  you  for  this  ex- 
pression. I thank  the  members  also  for  their 
patience  during  this  long  ordeal  and  for  their  gener- 
ous and  earnest  consideration  of  all  matters  that 
have  been  presented  here,  and  for  their  faithful 
attendance  to  this  late  hour. 

Before  adjourning  this  convention  I wish  to  say 
that  the  reason  we  have  had  such  a smooth  running 
meeting  is  that  we  have  had  such  an  efficient  staff 
and  we  have  had  such  superlative  help  from  our 
reference  committees. 

I thank  the  Vice-Speaker,  the  Secretary,  Miss 
Dougherty,  Mrs.  Grimm,  and  the  other  members  ot 
their  staff  for  their  unfailing  and  enthusiastic  co- 
operation, and  the  reference  committees  for  their 
wholehearted  support. 

I also  wish  to  compliment  our  sergeants-at-arms 
for  their  efficient  and  long-lasting  service  yesterday 
afternoon. 

If  there  is  no  further  business,  I have  one  more 
announcement.  The  Council  will  meet  at  2:30  this 
afternoon  in  Room  111;  the  Trustees  are  going  to 
meet  in  the  back  of  the  room  for  a few  minutes  now, 
and  they  can  decide  when  they  want  to  meet  again. 

Section  177 

Notice  of  Intention  Generally  to  Change  Constitu- 
tion and  Bylaws 

Dr.  James  F.  Rooney,  Trustee:  This  is  notice 
that  1 propose  to  change  the  Constitution  and  By- 
laws generally  at  the  next  session  of  the  House. 

Speaker  Andresen:  That  has  been  noted. 

Is  there  any  further  business  to  come  before  the 
House  of  Delegates? 

....  There  was  no  response. . . . 

Speaker  Andresen:  If  not,  the  meeting  stands 
adjourned  sine  die. 

....  The  meet  ing  adjourned  at  1:15  p.m.  . . . 
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R6MINPER 

(_  Courtesy  Mother  Mature') 


The  turn  of  summer  into  fall  is 
Nature’s  most  poignant  reminder  of 
another  year  gone  by. 

It’s  a reminder  that  should  make 
you  think,  seriously,  that  you  your- 
self are  a year  closer  to  the  autumn 
of  your  own  particular  life. 

What  steps  have  you  taken  . . . what 
plan  do  you  have  . . . for  comfort  and 
security  in  those  later  years? 

You  can  have  a very  definite  plan 
— one  that’s  automatic  and  sure. 

If  you’re  on  a payroll,  sign  up  to 
buy  U.  S.  Savings  Bonds  on  the  Pay- 
roll Plan,  through  regular  deductions 
from  your  wages  or  salary. 

If  you’re  not  on  a payroll  but  have 
a bank  account,  get  in  on  the  Bond- 
A-Month  Plan  for  buying  Bonds 
through  regular  charges  to  your 
checking  account. 

Do  this  . . . stick  to  it  . . . and  every 
fall  will  find  you  richer  by  even  more 
than  you’ve  set  aside.  For  your  safe, 
sure  investment  in  U.  S.  Savings  will 
pay  you  back  — in  ten  years — $100 
for  every  $75  you’ve  put  in. 


AUTOMATIC  SAVING 
IS  SURE  SAVING- 

U.S.  SAVINGS  BONOS 


Contributed  by  this  magazine  in  co-operation 
with  the  Magazine  Publishers  oj  America  as  a 
public  service. 
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C.  Gray  Capron,  M.D.,  of  Utica,  died  on  July  10. 
Dr.  Capron  was  eighty-one  years  old.  He  was 
graduated  from  Hahnemann  Medical  College  of 
Philadelphia  in  1890  and  at  the  time  of  his  death  was 
a member  of  the  Utica  Academy  of  Medicine,  the 
New  York  State  and  Oneida  County  Medical  So- 
cieties, and  the  American  Medical  Association. 

Eva  H.  Engel,  M.D.,  New  York  City,  died  on 
October  20  at  the  age  of  thirty-nine.  Dr.  Engel  was 
graduated  from  the  University  of  Bern,  Switzerland, 
in  1935.  She  was  a member  of  the  American  Medical 
Association,  the  American  Psychiatric  Association, 
the  New  York  Society  of  Clinical  Psychiatry,  and  the 
New  York  State  and  County  Medical  Societies. 

Kurt  M.  Grassheim,  M.D.,  of  New  Rochelle,  aged 
fifty-one,  died  on  November  15.  Dr.  Grassheim  was 
graduated  from  the  University  of  Frankfurt  in  1921 
and  came  to  the  United  States  in  1938.  He  was  a 
member  of  the  American  Medical  Association  and 
the  New  York  State  and  Westchester  County 
Medical  Societies. 

Walter  J.  Halloran,  M.D.,  died  on  November  14  at 
his  Yonkers  home.  His  age  was  fifty-two  years. 
After  receiving  his  medical  degree  from  Fordham 
University  in  1918,  he  served  with  the  Army  Medical 
Corps  in  World  War  I.  Since  1919  Dr.  Halloran  had 
been  a member  of  the  staff  of  St.  John’s  Riverside 
Hospital,  Yonkers,  and  for  a long  period  had  been 
medical  examiner  to  the  Yonkers  Civil  Service  Com- 
mission. He  was  a fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  American  Medical 
Association,  the  New  York  State  and  Westchester 
County  Medical  Societies,  the  Yonkers  Practitioners 
Club,  and  the  Yonkers  Academy  of  Medicine. 

Joseph  Mandelberg,  M.D.,  of  Brooklyn,  died  on 
November  12  at  the  age  of  fifty-five.  Dr.  Mandel- 
berg was  graduated  from  Corneil  University  Medical 
College  in  1919. 

Howard  L.  Prince,  M.D.,  physician  and  surgeon  in 
Rochester  for  over  thirty-nine  years,  died  on  Novem- 
ber 18  at  the  age  of  sixty-three.  Dr.  Prince  was 
graduated  from  Cornell  University  Medical  College 
in  1907.  Until  his  retirement  last  April,  he  had  been 
a consultant  surgeon  on  the  staffs  of  Strong  Mem- 
orial, Genesee,  Rochester  General,  and  Tompkins 
County  Memorial  Hospitals.  He  was  a member  of 
the  American  Medical  Association,  the  New  York 
State  and  Monroe  County  Medical  Societies,  the 
Utica  Pathological  Society,  and  the  Utica  Academy 
of  Medicine. 

Joseph  P.  Sheridan,  M.D.,  seventy-eight-year-old 
physician  of  Queens,  died  on  November  IQ.  Dr. 
Sheridan,  a graduate  of  New  York  University  Col- 


lege of  Medicine  in  1892,  was  a member  of  the  staff 
of  St.  John’s  Hospital,  Brooklyn,  until  his  retirement 
a year  ago.  He  had  also  been  chief  diagnostician  for 
the  New  York  City  Health  Department  in  Queens. 
Dr.  Sheridan  was  a member  of  the  American  Medical 
Association  and  the  New  York  State  and  Queens 
County  Medical  Societies. 

William  H.  Snyder,  M.D.,  died  at  his  Brooklyn 
home  on  November  12.  He  was  eighty-six  years  old. 
Dr.  Snyder,  former  senior  surgeon  at  Brooklyn  Eye 
and  Ear  Hospital  and  a member  of  the  board  of 
directors  of  that  hospital,  was  graduated  from  the 
Long  Island  College  Hospital  in  1888.  He  was  also  a 
member  of  the  staffs  of  St.  Christopher’s,  St.  Cather- 
ine’s, St.  John’s,  and  the  Holy  Family  Hospitals  and 
St.  John’s  Dispensary.  Dr.  Snyder  was  a member  of 
the  American  Medical  Association  and  the  New 
York  State  and  Kings  County  Medical  Societies. 

Samuel  Torrey  Orton,  M.D.,  sixty-nine-year-old 
New  York  neuropsychiatrist  who  had  made  notable 
contributions  to  the  study  and  correction  of  reading, 
writing,  and  speech  difficulties  in  children,  died  on 
November  17.  Dr.  Orton,  recently  retired,  received 
his  medical  degree  from  the  University  of  Pennsyl- 
vania in  1905  and  was  awarded  an  honorary  doctor 
of  science  from  that  institution  in  1945.  Before 
coming  to  New  York  in  1927,  he  held  such  positions 
as  pathologist  and  clinical  director  of  the  Worcester, 
Massachusetts,  State  Hospital,  instructor  of  neuro- 
pathology at  Harvard  Medical  School,  clinical  direc- 
tor and  pathologist  of  the  Department  of  Nervous 
and  Mental  Diseases  of  Pennsylvania  Hospital, 
Philadelphia,  professor  of  psychiatry  at  Iowa  State 
University,  and  director  of  Iowa  State  Psychopathic 
Hospital.  From  1928  to  1936  he  was  professor  of 
neurology  and  neuropathology  at  the  College  of  Phy- 
sicians and  Surgeons,  Columbia  University,  and  was 
also  at  one  time  senior  attending  neurologist  of  the 
New  York  Neurological  Institute. 

Dr.  Orton  was  a past  president  of  the  American 
Psychiatric  Association  and  the  Association  for  Re- 
search in  Mental  and  Nervous  Diseases.  He  was 
also  a member  of  the  American  Medical  Association, 
the  American  Neurological  Society,  the  New  York 
Academy  of  Medicine,  the  New  York  Neurological 
Society,  the  New  York  Psychiatric  Society,  the  New 
York  Society  for  Clinical  Psychiatry,  and  the  New 
York  State  and  County  Medical  Societies. 

Alfred  Weil,  M.D.,  of  New  York  City,  died  on 
November  3 at  the  age  of  sixty-four.  Dr.  Weil,  an 
x-ray  specialist  and  diagnostician,  was  graduated 
from  iffie  University  of  Heidelberg  in  1907.  He  was 
a member  of  the  American  Medical  Association  and 
the  New  York  State  and  County  Medical  Societies. 


NUMBER  OF  PHYSICIANS  ACCORDING  TO  STATES 


According  to  a tabulation  from  the  punch  card 
system  being  developed  by  the  staff  of  the  Bureau 
of  Medical  Economic  Research  of  the  A.M.A.,  there 
wore  199,755  physicians  in  the  United  States  as  of 
approximately  June  1,  1948. 

At  this  stage  of  the  Bureau’s  operations,  one 
important  statistical  fact  emerges.  The  (approxi- 
mate) number  of  physicians  in  the  U.S.  is  now 


17  per  cent  greater  than  the  170,163  shown  in  the 
1940  A.M.A.  Directory;  the  population  of  the 
country  has  increased  only  12  per  cent  since  1940. 
The  approximate  number  of  physicians  in  New 
York  State  in  May-June,  1948,  is  stated  to  be 
30,970.  Next  in  order  is  California  with  16,066, 
Pennsylvania  with  14,633,  and  Illinois  with  13,307 — 
J .A.M.A. , August  21,  1948 
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Benzebar 

for  the  depressed  and  nervous  patient 


‘Benzebar’  constitutes  the  therapy  of  choice  when  anxiety,  agitation,  or 


nervousness  accompanies  depression.  It  combines  the  unique  anti-depressant  action 


of  Benzedrine*  Sulfate  and  the  mild  sedation  of  phenobarbital. 
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infant  feeding  that  consistently,  for  over  three  decades,  has  received  universal  pediatric 
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rich  and  enduring  a background  of  authoritative  clinical  experience  as  Dextri-Maltose. 
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SHOULD  VITAMIN  D BE 

GIVEN  ONLY  TO  INFANTS? 


IT  AMIN  D has  been  so  successful  in  preventing  rickets  during  in- 
fancy that  there  has  been  little  emphasis  on  continuing  its  use  after 
the  second  year. 

But  now  a careful  histologic  study  has  been  made  which  reveals 
a startlingly  high  incidence  of  rickets  in  children  2 to  14  years  old. 
Follis,  Jackson,  Eliot,  and  Park*  report  that  postmortem  examina- 
tion of  230  children  of  this  age  group  showed  the  total  prevalence 
of  rickets  to  be  46.5  %. 

Rachitic  changes  were  present  as  late  as  the  fourteenth  year,  and 
the  incidence  was  higher  among  children  dying  from  acute  disease 
than  in  those  dying  of  chronic  disease. 

The  authors  conclude,  “We  doubt  if  slight  degrees  of  rickets, 
such  as  we  found  in  many  of  our  children,  interfere  with  health 
and  development,  but  our  studies  as  a whole  afford  reason  to  pro- 
long administration  of  vitamin  D to  the  age  limit  of  our  study,  the 
fourteenth  year,  and  especially  indicate  the  necessity  to  suspect  and 
to  take  the  necessary  measures  to  guard  against  rickets  in  sick 
children.” 
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H.  Follis,  D.  Jackson,  M.  M.  Eliot,  and  E.  A.  Park:  Prevalence  of  rickets  in  children 
between  two  and  fourteen  years  of  age.  Am.  J.  Dis.  Child.  66:1-11,  July  1943. 
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